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aban see poisoning, 717; correspondence, 
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`  Muscae volitantes, 241, 448 
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Price’s precipitation reaction for syphilis, 609 

Prose aue treatment in rheumatoid’ arthritis, 
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correspondence, 1484 . 
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Pruritus in pregnancy, 1540! 
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— of'scrotum, 1366 

Quinine in late pregnkncy, 1189 

— test of liver function, 886 
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Resuscitating apparatus, 345 

Retinitis pigmentosa, treatment of, 1127 

Rheumatoid arthritis and epilepsy, 824 

“ Rheumatoid rectal neuralgia,” 1190° 

Rhinorrhoea, vasomotor, 1064 3 
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Salivation, ‘excessive, 495 ` 

Salmonella typhi O agglutinin reaction, 1366 
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Sex hormones and the hair, 610 . 
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Succinate-salicylate therapy, 717 

Sulphonamide sensitivity, 495_ 

Sweat, sulphur-containing, 189, 496 ~- 
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T.A.B., cholera, and smallpox vaccination, 768 
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Teeth, green staining of, 295 

Testicular grafts, 1365 

Testosterone, effects “of, 718 
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Thyrotoxicosis, mild, 495 
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Voice, high-pitched, in adult male, 1246 ; corre- 
spondénce, 1426, 1540 
Water, hard, effect on health, 1063 
— softened, effect on’ health, 1063 
Whooping-cough vaccine, 111 


d 
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tion, 768, correspondence, 1352 > 

—«dlissecting aneurysm of, simulating embolism at 
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PaTEY, David H.: Distinction awards, 704 


PATHOLOGY: ` Pathological reactions in human 


synovial tisskes (D. H. ‘Collins and others), 86 ` 
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logical disorder, 284 ` 
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Pelton, W. J., and Wisan, J. M.: Dentistry in 
Public Health, 853 t 

Pelvimetry, radiography in, 80 Ta 


' Pelvis, radiography of, in assessment of dispropor- 
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stearate, 1319 i : ` 
- and lactose, for minor dressings, 1050 ‘ 
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968 K rl n 7 N 
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Puipps, ‘P. H.? Treatment by H 11, 100 ' 
Phiegmasia alba dolens and gravitational ulcers, 459 
Phonocardiography, 3, 1127 ANAS - 
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PLATT, Sir Harry: Causation and prevention of 
deformity, 699 ` 

Play therapy in juvenile delinquency, 1349 
PLAYFAIR, A. S.: Syringes, 653 
piesa primary, with effusion (Brian C. Thomson), 
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duct containing calculi, 217 
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pruritus in, treatment of, 1540 

quinine in, 1189 @ 
rubella in, effect on foetus, 1164 (A) 
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Pregnanediol assays, clinical value of (G. I. M. 
Swyer), 830 (O); leading article, 856 
— determination of, 355 > 
— in urine, assay and significance, 148, 
Prematurity, see Infant, premature 


PREPARATIONS AND APPLIANCES 
Anaesthesia: method of ein ji y. A.M.” C. G. 
Blakeley), 436 
E te gag, simple jack for (Morton Marks), 


Glove: “* overglove ” for intrauterine and other 
manipulations (J. A. Moyse}, 230; corre- 

= spondence, 388 

Gortdh needle, improved type (F. L. Robertshaw), 


96 
Meadhmp for E.N.T. surgery (G. W. Morey), 


Heparin : administration by polythene tubing 
(W. A. L. MacFadyen), 925; correspon- 
‘dence, 1177 £ 

** Perspex” ‘perimeter, transparent (Cecil M. 
Ruben), 593- f 

Splint: anti-external rotation ppduenon splint 


and bed cradle (ŒE. K. McLean), 754 

Syringe, hypodermic: cope syringe service 
(P. Merrett), 9 

— — test-tube ier for, 812 

Trolley, tilting (Michael C. Oldfield), 281 

Uterus, retroversion; uterine antevertor (McKim 
McCullagh), 483 

Vacuum tube for collecting blood samples, ty 
venepuncture (R. H, Malone), 1408 

Wem nel Supports new’ type, (David L. Arnold), 


Waters apparatus, modified, for thoracic surgery 
(W. B. Bacon), 868 
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Harwood), 1470 
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Prepuce, anatomy and development of, 1433 

— fate of, in circumcision (Douglas Gairdner), 1433 
(O); leading article, 1458 

Prescribing by Services medical officers (parlia- 
mentary note), 339 

— Hints on Prescribing under the ee Heatth 
Service Act (J. B. Primmer), 967 

— Incompatibility in Prescriptions and How to 
Avoid if, 5th ed. (Thomas Stephenson), 967 

Prescriptions, cost of in National Health Service 
(parliamentary note), 1241 

— charge for, 971 (A); 989 (parliamentary note), 
1120 (parliamentary note}, 1239 (parliamentary 
note), 1420 (parliamentary . note) 

— testing of, 1283 (A) f 

Preventive medicine, importance of, 1415 , 

Priapism, chronic intermittent, 496 

Price, Alison Howe, see Rehfuss, M. E., Albrecht, 
Kenneth, and Price Alison Howe, 320 

Price, David Cromwell, obituary of, 1300 

Price’s precipitation reaction for syphilis, 609 

Priestley, J. G., see Douglas C. G., and Priestley, 
J. G., 1028 

Primmer, L B.: Hints on Prescribing under the 
National Health Service Act, 967 ' 

Prince, J. H.: Visual Development, Vol. 1, 1455 

Princess Tsahai Memorial Hospital, 712, 937 

Prison medical officers, 865 

Prisons: Report of the Commissioners of Prisons 
and Directors of Convict Prisons for the Year 
1948, 864 

Pritchard, J. J., appointed University Reader in 
Anatomy at St. Mary’s Hospital Medicai School, 

Private patient, hospital accommodation for (parlia- 
mentary note), 989 

Procaine, ‘intravenous, 1220 (A) 


—. penicillin with aluminium monostearate, use in. 


adults (Œ. J. Wayne, J. Colquhoun, and Joyce 
Burke), 1319 (O) . 

Progesterone, determination of, 395 

— in rheumatoid arthritis, 1000 

Proguanil, dosage in malignant tertian malaria, 776 

— in malaria, 774, 894, 895 

— prophylactic value of, 330 

— yalue as malaria suppressant, 1245, 1484 

Prolapse of uterus, vaginal support for, 1525 

Prostate,’ cancer of, stilboestrol in, 661, 1194 

— — treatment, 1015 

— examination of, 1013 

Prostatectomy, effect on sexual potency, 885 ° 

— indications for, 1013 

— technique of, 1015 

Prostatic obstruction, 1 
Œ. Hamilton Stewart), 1011 (O); correspon- 
dence, 1232 

Protein, composition of, 866 

— detection in urine, 1540 

=> m and amino-acids, symposium on, 
39 

— "symposium on, 865; annotation, 858 ' 

— metabolism of, 866 

— nutritive value of, 1206 

Proteus vulgaris, electron-microscopic appearance of, 


Prothrombin estimation, methods, 1492 

— level, dicoumarol and, 38, 242, 296 

— — effect of new coumarin substance on, 1252 

Prurigo, Besnier’s,. Clinical Studies of (P. H. Nex- 
mand), 

Pruritus, 40 

— in pregnancy, treatment of, 1540 


~ 


` 


diagnosis ‘and treatment of © 
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-Pruritus of scalp, treatment of, 1000 

— of scrotum, treatment of, 1366 

— vulyae (T. N. A. Jeffcoate), 1196 (O); corre- 
spondence, 1414, 1418 

— — psychogenic causes of, 1414 

— — treatment with testosterone, 1418 

Psittacosis treated with penicillin (J. R. Tasker), 
362 (O); annotation, 378 

— virus, electron-microscopic appearance of, 1249 

Psoriasis (H. W. Barber and others), 173 


PSYCHIATRY: > 
ee APHRA eee of Dr. Adolf Meyer 
(Editor: A. Lief), 8 


Diploma in, 542 

Human Personality and its , Minor Disorders 
CWilliam Harrowes), 1337 

Incidence of physical disorders, among psychiatric 
in-patients (H. E. S. Marshall), 468 (O) 

Institute of, 531, 542; appointments, 935 

Methods of prevention in, 1351 

Music as therapy, 1469 

sitet and art; Netherne Hospital Exhibition, 


open: Its Evolution and Present Status 
(William C. Menninger), 1096 

Psychobiology and (Wendell Muncie), 60 

Psykopatibegreppets bankrutt (Bo Gerle), 267 

Training in, 542, 1303 


Psycho-Analysis, Institute of, 542 
Psychobiology and Psychiatry (Wendell Muncie), 60 


PSYCHOLOGICAL MEDICINE: 
Diploma in, 542 
New diploma instituted by Royal Medico-Psycho- 
logical Association, 395 


. Modern Practice in Pcholosical Medicine 
(Editor: J. R. Rees), 7 

Modern Trends in P eR Medicine (Editor: 
Noel G. Harris), 425 


Psychological trauma, sudden obesity aiti CH. J. 

+ Shorvon and John S. Richardson), 951 (0); 
annotation, 972; correspOndendé* 1178, 1230, 
1353, 1471 , 


PSYCHOLOGY : 
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Clinical Psychology (C. Berg), 1216 
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Adjustment (Thomas Verner Moore), ne r 

Introduction to Medical Psychology (Erwin W 
berg), 372 

Modern Disçoveries in Medical 
, (Clifford Alen), 1097 


Psychoneurosis and rheumatism (William Tegner, 


Psychology, 
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440, 601, 710 . 


— symptoms of, 931 

— therapeutic abortion in, 31, 179 
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RowAL SOCIETY OF MEDICINE:: ; 
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‘Rusk, Howard: Rehabilitation, 811 
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Salivation, - excessive, treatment of, 495 
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McLean Baird and L., Capper), 316 (O) 

— infections in infants causing septicaemia and 

+ meningitis, streptomycin in, 451 ; 

— paratyphi B, effect of chloramphenicol on, 1504 
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SALZMANN, K. D.: Ergotamine and pregnancy, 346 


` 


N 
JuLy-Dec., 1949 


baka! 





'SANADE, P. S.: Transfusion in domiciliary midwifery, 
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SAVAGE, O.: Cortisone in rheumatoid arthritis, 1040 
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: 815, 875, 980, 1175, 1351, 1415 
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— — dicoumarol in, 1190 
— — stress incontinence in, ,438 
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Aureomycin and chloramphenicol supplies,: 1468 
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. mentary note), '1479 : 
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Quarterly returns of Registrar-General (epidemio- = 
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Tuberculosis (parliamentary note), 235 
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Scott, G. E. M.: Juvenile Rheumatism, 218 

SCOTT, J. E. G. Hope: Value of drugs, 653 

Scott, J. M., and Govan, A. D. T.: Anaemia of 
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Scott, O. C. A., see Waris, G. G., McHara, 
J. F., and Scotr, O. C. A., 1394 

ScorTT, R. A. Murray: Dangers of dicoumarol, 1416 

Scott, R. Bodley, appointed Physician to King’s 
Household, 1482 J 

Scorsa Society of the History of Medicine, 96, 
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associated with (N. Wynn-Williams), 318 . 

-— pruritus of, treatment of, 1366 

Scrub typhus, treatment with chloramphenicol, , 331 

Scurr, C. F.: Dichloracetylene poisoning, 886 

Sealing expedition’ in Newfoundland, 1467 ~ 
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Sea-sickness, prevention’ of, 98 

— treatment with antihistamines, 1472 

— — with hyoscine, 885 Z 

SEATON, D. R., see ADaMs, A. R. D., and SEATON, 


D. R., 136 . | : 
Sebum secretion in` sudden obesity, 1178, 1471 
Seegers, Waker H., Elwood A.: 


and Sharp, 
Hemostatic Agents, 425 i A 
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. Sex Hospital Medical School, 393 
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Seltzer, Albert P.: Plastic Surgery of the Nose, 638 
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Seminal vesicles, infected, treatment of, 768 
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(R. Scott Stevenson), 1347! i a 

Sénèque, J., see Chiray, De M., Gutmann, R. A. 
and Sénèque, J., 914 r 

Senility, definition of, 1179, 1297 
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laxis, 768 1 ; 
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Serum jaundice, 748 (L) 
Services, see Armed Forces : 
Sevestre, Robert, obituary of, 1181 
Seward, C. M.: Bedside Diagnosis, 518 
Sex behaviour in the male, 809 ~ 
— differences in mortality, 642 (A) 
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— — Sex hormone disturbances in Africans 
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981, 1114 i ' 
— Re Social Life CEditor: Sybil Neville-Rolfe), 


— Three Essays on the Theory of Sexuality 
(Sigmund Freud), 1513 

Sexual function, effect of vitamin E on, 1379 
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Sharp, Elwood A.; 425: r 
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Silicosis and silico-tuberculosis in ‘males, mortality - 
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92 1 ba F 
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— Vesico-bullous diseases affecting eye (Alice Carle- 
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Slome, I. S., memorial to, 1124 
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Smith, Harry, obituary of, 763 
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ouvain) on, 883 ; 
sahi Award of Royal Institute of Public Health 
and Hygiene presented to M., T.’ Morgan, 
294 : 
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George Elliston, 1348 
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tion, 858 i 


address by Sir 


40th 


_— supplied or ordered, Jan. “June, 


fe 


Sodium chloride: 


‘South-Eastern Hospital, 


28 SOC-SUR f 


INDEX . 


: , BRITISH 
= MEDICAL JOURNAL 





Pag 


SOCIETY OF MEDICAL OFFICERS OF HEALTH: 
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sen), 1203 (O ) 
— replacement in sorena practice (D. T. H. Paine 

~- and D. R. Duff), 
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Service (parliamentary note), 393 
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— diagnostic puncture of, 1112, 1355, 1474. eae 
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and W. Alexander Law), 1337 
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Aberdeen: Appointments, 1301 . 
Degrees conferred, 819 
` Belfast: a aly University ; ; Seutertient of de-. 
' grees, 
EA aon results, 1480 
Birmingham: Announcements, 1185 


Appointments, 658, 1185, 1536. 


Degrees conferred, 340 
Resignation of G. H. Wilson from Chair of 
Pathology, 1185 
Bristol : Appointments, 107 
v‘ Carey Coombs Memorial Prize, 1422 
Cambridge: Announcements, 988 
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Russell), 18; correspondence, 231! ` ‘ Venereal disease, ** aureomycin ** Jin, -478 ı «4 ‘Painful experiments, 1356, 1475 
Urea in treatment of migraine, 440-. “ — == control -of, in ‘Germany; “777 BY 4 VLASTO, M.: High-pitched voice in adult male, 1540 
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1 2nd ed., 796 i . operation for (Wilfred Shaw), 1261 (O) Physicians and Surgeons of Glasgow, 1407 
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Vaginal support, new type (David L.\Arnold), 1525 ` — Bı deficiency, ‘effect on heart, 1035, 1298 “haemorrhage, 386 
Vagotomy, effects of, 1318 os ; — — in diabetes, lil = . ' Waters apparatus, modified, for thoracic surgery 
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Vaughan, Warren T.: Practice of Allergy, 2nd ed., Vitamins, deprivation, mechanism of (A. C. Frazer), Weight-bearing device (W. S. Tegner), 1170 - 
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. During the course of his address last year Sir Lionel Whitby 
‘dealt with the changes in the practice of medicine which 


. might follow the introduction of the National Health Ser- 


vice. J propose to consider a trend which has developed 


: in recent years,.and which might in some circumstances 


be accelerated by the new Service. I shall illustrate this 
trend by a study of the progress of events in cardiology, 
because that is the branch of medicine with which I am 
most familiar. ` 

During the many centuries that preceded the discovery 
of the circulation by Harvey in 1628 the views of the pro- 
fession upon this subject can only be described as queer. 
Following the teaching of Galen, they believed that the 
blood was manufactured in the liver from the food ; thence 
it circulated along the veins with an ebb-and-flow motion 
to all parts of the body. Some passed into the chest and 


‘reached a blind diverticulum—the right .ventricle—and 


ny 


thence seeped to the lungs where it was rid of somé of its 
impurities. The air, or. pneuma, taken into the lungs was 
conveyed thence by the pulmonary veins to the left ventricle. 
Here it met a little blood which had trickled through 
invisible pores in the interventricular septum, and the highly 
purified mixture of air and blood was distributed along 
the arteries to the different organs. There was no con- 
nexion between the two circulations, nor did the heart 
act as a pump. Hence, although the pulse was examined 
from the early days of ancient Egypt, it is difficult for us 
to gather what' was learnt from it, and the beginnings of 
the scientific approach to circulatory problems should be 
attributed to Sir John Floyer, who wrote in 1710. He ‘had 
a watch constructed which ran for a minute only, and with 
its aid made accurate observations on the rate of the pulse 
in regard to age, sex, emotion, diet, and climatic condi- 


tions. He also noted alterations in frequency due to dif- 
ferent diseases and in response to various drugs. The 
slowest pulse he recorded was 55, the fastest 132. It is. 


interesting to note in passing that Floyer also wrote a book 
on the merits of bathing, which reintroduced the practice 
of hydrotherapy into this country and gave an impetus to 
the development of spas. 


During the course of’ the’ eighteenth: century Vieussens . 


described the water-hammer pulse of aortic incompetence, 


„as Well as the back-pressure phenomena of mitral stenosis ; 


all the valvular lesions were recorded by pathologists such 
as Morgagni ; Heberden produced his classical description 


of the symptoms of angina pectoris; and Withering in 
1785 wrote his Account of the Foxglove. But the next 
great advance in technique did not come until 1819, when 
Laennec introduced the stethoscope. This caused attention 
to be focused upon cardiac murmurs, so that, although 
notable advances were made in other directions, including 
James Hope’s conception of cardiac failure, and the recog- 
nition of Adams-Stokes disease, the nineteenth century is 
chiefly distinguished by its concentration upon the differen- 
tial diagnosis of the valvular lesions. Curiously, although 
disease of the coronary arteries was recognized, what we 
now know to be cardiac infarcts were ascribed to chronic 
myocarditis. 
‘ _ Developments in Cardiology 

At the turn of the century four developments took place 
which revolutionized the practice of cardiology. The first 
was the impact of Mackenzie. Although his instrument, 
the ink polygraph, is defunct, his work, which was largely 
carried out while in general practice at Burnley, fixed the 
attention of all upon the paramount importance of the 


_heart muscle, and away from the obsession of the previous 


era with the murmurs of valvular deficiencies. This funda- 
mental conception has formed the basis of nearly all the 
advances of this century. The second event was the dis- 
covery of the x rays by Roentgen in 1895, and the applica- 
tion of, the new method to cardiac problems through ortho- 
diagrams by Moritz in 1902. The third, and perhaps out- 
standing cardiological achievement, was the construction of 
the electrocardiograph by Einthoven in 1903. As so often 
happens in medicine, this was the culmination of the work 
‘of several men, of whom Burdon-Sanderson, of Oxferd, 
with his capillary electrometer, and Waller should be 
mentioned. 

The fourth advance is one upon which I might be perè 
mitted to enlarge because of its local interest. In 1896 Riva 
Roccj designed a mercurial sphygmgmanometer which did 
not differ much from those in use to-day. About that time 
George Oliver was devoting his summers to his practice 
in Harrogate and his winters to research. Oliver had an | 
inventive turn of mind, and in 1898 described a haemo- 
dynamometer to the Physiological Society, in which the 
blood pressure was recorded by means of a calibrated 
spring. Three years later he published records of blood- 
pressure readings showing the effects of exercise, of tem- 
perature, of age and weight én the same lines as Floyer 
K 4617 
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had dots with the pulse two hundred” years’ before. 
_ Sir Clifford Allbutt: was then at Leeds and was ‘interested 
“in the problems of hyperpyesia, and so it came about that, 
after the introduction of ,the sphygmomanometer, blood- 
pressure readings. were being. taken regularly in the West 
Riding, and. especially. perhaps in Harrogate, before the 
rest of the country had become accustomed to them. Con- 


‘ sequently the method was regarded with due suspicion for 
' some time. 


` Olivergwas also | an early believer in the bedside 
experimental method, and so came to inject his son with 


. an extract of -suprarenal tissue obtained from a local 


} [5 


\ 


‘butcher. This sent up the 'boy’s blood pressure and was 
dir ectly ‘ responsible. for the isolation of adrenaline. - The 
name of Oliver is almost forgotten now, but I: still treasure 
a letter from Wenckebach, written shortly before his death, 


“he was a Spiendig man.” l 


‘The Electrocardiograph 


classify the cardiac arrhythmias, most of which concern 
the auricles, and with this the name of Lewis will always 
be associated, ‘Lewis, bought an electrocardiograph for 
himself and was allowed to install it in a cellar at University 
College Hospital. With this instrument he was able] to 
recognize: auricular fibrillation in 1909, and in 1920 showed 


that the’¢ause of-the arrhythmia was a circus movement in ` 


‘the auricles: In his book, The Mechanism and Registra- 
tion of the Heart Beat, he described many other forms of 
“cardiac arrhythmia: -But Lewis did much more than this. 
. He founded. a school of cardiology which attracted students 
from other lands, who, returning home, developed new 
lines of research in many directions. Thus from the period 
after the first world ‘war the tempo of advance has been 
much quickened, and it will be. easier henceforward to 
deal with each technique separately than to take them in 
chrénological, order. ‘At this’ time; too, a group of physi- 
clans Who were examining pensioners with heart disease 
. decided to meet: annually in drder to discuss subjects of 
common interest. Thus'was born the Cardiac Club, which 
in 1936 was ‘expanded’ to the present Cardiac Society. It 
must be admitted with regret, however, that since the era 


_ of Lewis: no great advance in’ cardiological technique has 


been initiated in this country>. S 
- A more extended use of the electrocardiograph was fore- 


- - Shadowed in 1920, when Pardee described specific changes 


' €ostal space. 


~ chest leads ; 


‘in the curve following cardiac infarction. The addition 
of an apical chest lead in 1932 added considerably to the 


‘number of anterior infarcts which could be diagnosed. In | 


1934’ Wilson began his work on the “ V” unipolar pre- 
cordial and limb leads, which reduce distortion from the 
remote electrode to a minimum. With this technique six 
chtst leads are taken on a line extending from the right 
of the sternum ‘to the mid-axilla. In selected cases another 
series may be taken higher up the chest in the third inter-' 
Sometimes oesophageal leads, which cóme 
into close contact with the. back of the heart, may’ be 
added. By this .metleod of electrical exploration of the 


. heart few cases of infarction escape detection, and the site 


of the einfarct can be determined ‘with fair accuracy. 


a Furthermore, from the „presence ‘or absence of Q waves 


‘and of R-ST displacements it is usually possible to say if 


The electrocardiograph was first used to distinguish and, 


MAN 'AND THE MACHINE 


the whole thickness of the ventricular wall has been affected - 


or if the ‘infarct’ is only subendocardial, while the number 
of precordial leads involved provides a’ clue to the sizeof 
, the infarct. Ventricular’ hypertrophy causes changes in the 
‘alterations in the position of the heart can 
be distinguished by the mnipelee limb ads. But perhaps 





of the heart as electrocardiography. 
-enlargement' of the. heart be made out with far greater 
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the main advantage of Wilson’ s technique is that it has. 
placed the electrocardiographi¢ abnormalities upon a firm‘ 


Basis öf electrophysical fact. 
learn the different types of curve by rote; the reason for 
the altered deflections can now be understood. ` 


The Vector Cardiogram. —An adaptation of the electro- 


cardiogram, of which more may be heard in the future, is — 


the vector cardiogram, ‘which was described by Schellong 
in 1937. A vector is a term denoting electromotive force, 
and it can be represented as a line, the length and direction 
of which show the magnitude and direction of the force. 
In the ventricles the vector at any given moment represents 
the electrical axiss and the vector cardiogram can be con- 
structed from the electrocardiogram if the three standard 
leads are taken simultaneously. When the termini of the 
serial positions of the vectors are joined together they 
will be seen to form a loop. _By means of a cathode-ray 


‘tube it is possible to record this loop on a' fluorescent, 


screen. In pathological conditions the loop takes abnor- 


‘mal forms, and it may be that the vector cardiogram will 


be found eventually to be a more convenient way of 


recording myocardial lesions, such as infarcts, tham the 


pene gram. 


| X-ray Examination of the Heart 


X-ray investigation may be made by cardioscopy or by - 


examination of the antero-posterior and two oblique films. 
Kymography is also used in some centres. 


Cardióscopy is as important a part of the examination 
Not only can a general 


accuracy than by palpation or percussion, but changes in 


‘the shape of the organ enable enlargement of the different 


chambers to be recognized. The type of pulsations is. also 
important, and--those in the left ventricle may vary from 
the wide excursions of aortic incompetence to the localized 
absence, or even systolic expansion, found in anterior 
infarction. In-a moving object like the heart much more 


-can be learnt from ¢ardioscopy than from. films, which are 


mainly useful for purposes of record. .It is true that 
measurements made from films enable the transverse 


cardiac diameter to be calculated, and the relation of this . 
_to the internal diameter of the chest can be ascertained ; but 


in doubtful cases tables based upon the weight and surface 
area of the patient must be consulted, and for ordinary 


cardioscopy:is just as reliable. 
Kymogr aphy.—In 1912 Gott and Rosenthal described a 


method of recording the pulsations of the borders of the. ` 


heart by means of,a multiple slit grid, and in 1931 the 


method was developed by Stumpf. A kymogram preserves 
as a record the variations in pulsation that can be seen on: 


cardioscopy, and is used in many centres both in the local- 
ization of ‘infarcts and in such conditions as constrictive 


pericarditis, in which all pulsation is minimal. 


The Vital Capacity ; Circilation Rate 


The vital capacity, test was described ` first by J ohn 
Hutchinson in 1846 for use in ‘pulmonary diseases, but in 
1921: Peabody applied the method to the problems of cardiac 
dyspnoea. The test is quick and very easy to do: the patient 
merely breathes out into the spirometer as deeply as he can 
after the biggest possible inspiration. A young athlete 
should -exceed ,5,000 c.cm. : the patient with cardiac failure 
can barely ' manage 1,000.c.cm.,. Obesity, thyrotoxicosis, and 
psychasthenia all lower the vital capacity. 
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weight. But much more can be gleaned by watching the 
test being performed. A normal subject of feeble type 


“merely puffs into the tube, and has to be pressed into pro; 


ducing 1,500 c.cm. or so. The young athlete blows the 
spirometer up to 5,000 c.cm. or more' at once—an all-out 
effort with a quick ending. The former athlete, now 
developing emphysema, reaches nearly the same level by 
squeezing out the last few hundred c.cm. with the utmost 
determination. Indeed, as Hope Gosse pointed out in a 
personal communication, this prolonged ending is as good 
a functional test of emphysema as we have, and in the 
lower ranges is seen also in patients with heart disease 
complicated by emphysema. A Hutchinson spirometer is 
a valuable addition to the armamentarium of the cardio- 
logist as well as of the chest physician. 


In 1926 Blumgart and his associates injected a EN 
active substance into the brachial vein and were able to 
detect its arrival at the brachial artery of the other arm. 
Thus they were able to measure the time taken by the blood 
to flow up the vein to the heart, through the pulmonary 
circuit and back to the left side of the heart, and finally out 
to the arteries of the arm. Many other more simple, but 
nevertheless less accurate, tests have since been devised for 
the same purpose, the end-point being obtained either by 
a taste as in the decholin test; or by a flush as in the hista- 
mine test. The ether test measures: the time taken from 


` the brachial vein to the lungs ; the amyl nitrite test the time 


from the lungs to the face. Tests of the speed of the blood- 
flow are helpful only within limits. Apprehension, thyro- 
toxicosis, and severe anaemia all increase the speed. If 
in heart failure the speed is slow, and’the time lengthened, 
the end-point may be difficult to make out owing to dilution 
of the injected substance. Also, the end-point in many of 
them, such as the decholin and saccharin tests, is subjective, 
depending upon the appreciation of a taste, and the reaction 
time of different patients is apt to vary. But the tests take 
little time and require no apparatus, and within their limits 
they can provide useful information. 


Phonocardiograms ; Venous Pressure ; Catheterization 


In 1894 Einthoven devised a method of recording the 
heart sounds. In 1912 Lewis, by means of sound-tracings, 
elucidated the nature of the additional heart sound that 
causes gallop rhythm. Interest in phonocardiograms then 
lapsed till a few years ago, but now several types of instru- 
ment are on the market. Phonocardiograms register the 
vibrations which produce the heart sounds and murmurs, 
and they enable these to be timed. Successive records may 
show the progress of events in one patient. It is not certain 
yet if the tracings are reliable enough to be submitted as 
satisfactory evidence of. a valvular lesion in cases where 
oscillations appear and yet no murmur is present. If not, 
they would not seem to offer any great advantage over 
auscultation. 


It has long been customary to gauge the venous’ pressure 
by observing the fullness of the veins in the neck or under 
the tongue, but direct measurement of the venous pressure 
dates from 1910, when Moritz and’ Tabora introduced a 
large-bore needle into the vein at the elbow and attached it 
to a saline manometer. Since -then various modifications 
have been devised, of which the most recent has the advan- 
tage that a fine needle can be used. The venous pressure 
provides a measure of the filling pressure of the right as 
of the heart. In. health it varies from 4 to 10 mm. Hg: 
heart failure it may rise to 30 mm. 

In 1929 Forssman passed a ureteric catheter through his 
own median basilic vein into his right auricle. He then 
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walked to the x-ray department and had it photographed 
in situ. In 1932 radio-opaque material was passed through. 
the catheter into the heart by Monis and Carvalho in Spain, 
and pictures were obtained of the pulmonary vessels. In 
1944 Cournand and Ranges left the catheter in position for 
an hour without detriment to the patient. This few method 
has led to important advances in three directions: it has 
enabled the pressures in the right auricle and ventricle to be 
measured directly ; accurate estimation? of the cardiac out- 
put can now be made; the catheter may be used to 
introduce radio-opaque material for angiocardiography. 


Right Auricular and Right Ventricular Pressures.—In 
1946 Cournand attached a manometer to the catheter and 
was able to measure the pressure in the right auricle and 
right ventricle. In health the pressure in the right auricle ts 
about zero; in right ventricular failure it may rise to 
30 mm. Hg, at which level it is as high as the pressure in 
the veins., In the right ventricle the systolic pressure is 
normally about 25 mm. Hg, while the diastolic pressure 1s 
about zero, In right ventricular failure the systolic pressure 
may rise to above 100 mm. 


Cardiac Output e, 


To measure the cardiac output by the principle of Fick 
it is necessary to know the difference in the oxygen satura- 
tion of the arterial and venous blood. ` Since” different 
streams of venous blood returning to the heart vary in their 
degree of oxygen. unsaturation it is an advantage to’ be 
able to take samples from the right auricle. To ensure 
thoroughly mixing, samples are now taken from the right 
ventricle or pulmonary artery. A sample of arterial blood 
must also bé obtained, and for this an in-dwelling needle 
has to be inserted into the femoral artery. When the 
samples have been secured a rather complicated gas analysis 
is needed in order to calculate the arteriovenous oxygen 
difference. The test therefore requires a team, each member 
of which must be skilled in the part he has to play. 
Estimations of the cardiac output are accurate only if the 
patient is relaxed, and relaxation cannot always be easy to 
procure with a catheter in the heart and a needle in the 
femoral artery. Using this method, McMichael and 
Sharpey-Schafer have been able to show that while in most 
forms of heart failure the output is rather low, in conditions 
such as anaemia, thyrotoxicosis, or emphysema a high out- 
put is needed, and congested heart failure may be present 
while the output is still above the normal level. 


The ballistocardiograph, designed by Starr in 1941, pro- 
vides another means of-obtaining the cardiac output. The 
blood ejected from the heart in systole, as it moves towards 
the head, makes the body recoil towards the feet. When 
the column of blood strikes the arch of the aorta the body 
recoils upwards. The forces of these two movements can 
be measured. The patient lies upon a table, which is sus- 
pended so that all but the longitudinal movements are pre- 
vented. The movements of the body on recoil' are resisted? 
by a spring, and photographed. The method is not claimed 
to be as accurate as estimations mate by the principle of 
Fick, but arterial and venous punctures are avoided and so 
it is more feasible for the patient to relax. . 


Angiocardiography 
In 1937 Castellanos injected “ diodone” intravenously 
into children with congenital heart disease and succeeded 
in visualizing the different chambers of the heart. Since 
then the method has been “developed by Chávez in 
Mexico, where the injection is made into a cardiac catheter 
inserted into the jugular vein, and in the United States. 
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E provide the same information for the 
‘heart that a barium meal does in the stomach. By means of a 
series of rapid exposures’ taken at one-second intervals, the 
opaque material can be seen to fill in sequence the right 
auricle, the right ventricle, the pulmonary vessels, the left 
ventricle, ahd the aorta. If a defect is present in the 
auricular or ventricular septa the left ventricle and aorta 
will become opaque earlier than usual. A dextroposed 
aorta is clearly seen; so is a patent ductus in which the 
shadow of, the pulmonary artery persists owing to the flow 
of blood into it from the aorta through the ductus. But 


‘angiocardiography presents certain difficulties. 


The procedure entails the introduction of a large-bore 


` needle or cannula into the,vein at the elbow. Unless a 


general anaesthetic is given, the concentrated solution of 
diodone causes an unpleasant burning sensation in the 


‘ head. In adults with thick chest walls it is difficult to get 


enough penetration to make the outline clear. It is not 
possible to say how general an application the test may 
come to have-in cardiac diagnosis. -So far it has been used 
in this country mainly in children for whom an operation 
for the relief of pulmonary stenosis ‘is being considered. 
It_seems likely, however, that improvements in technique 
will lessen some of the present difficulties and increase the 
scope of this valuable diagnostic aid. 


` Volume of the Heart ~ l 


A“method of ‘investigating the volume of the heart was 
devised by Nylin in Stockholm in 1943. Two simultaneous 


_ skiagrams are taken at right angles to each other, and then 


both the transverse and antero-posterior diameters of the 


_ heart can be measured. From these the volume can be 


calculated. The results obtained compared well with direct 
measurements of the volume made later at necropsy. In 
some very large hearts the volume was almost two litres, 
which is about half the total volume of the blood found 
in normal subjects. With a cardiac output of about four 
litres a minute this would mean that the blood would take 


_ nearly, fifteen seconds to pass through each ventricle, which 


is not far short of the total time taken by the blood to 


' travel from the vein at the elbow through the right ventricle,’ 


the pulmonary circuit, and the left ventricle to the tongue 
in normal subjects. 

Radiocardiography, introduced by Prinzmetal in 1949, 
allows this emptying time of the heart to be measured. Radio- 
active sodium is injected intravenously, and the concentra- 


. tion of the particles is obtained by a Geiger-Müller counter 


. oblique. 


a 
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and recorded on a revolving drum.” In normal subjects the 
radioactive material passes rapidly into the right ventricle 
and a large deflection is inscribed. It is then diluted in the 
pulmonary vessels, so that the- left ventricular deflection 
which follows is smaller and more prolonged. 
either. ventricle is dilated it empties more slowly, and the 


descending limb is correspondingly lengthened. If the filling 


Pressure is increased the ascending limb will be more 
When the left ventricle is at fault, the two deflec- 
tions may be fused. A delay in the emptying of the right 
ventricle will cause the blood to pass more slowly into the 
pulmon4ry system, and this of itself will lead to a slow up- 
stroke of the left ventricular deflection. “Otherwise, the test 
measures the emptying | time and indicates.the filling pressure 
of each ventricle separately, and may be expected to add to 
our knowledge of the haemodynamics of cardiac failure. 


Volume of the Blood ; Capillary Pressure 


It might be thought that an estimation of the total volume 
of the blood was-hardly necessary- for the solution of 


‘ 
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cardiac problems, but this i is far from the case. An increase 
in the blood volume may be the earliest change in the 
circulation to follow the. weakening of the strength of the 
heart beat. A slight diminution in the flow of blood to 
the kidneys may lead to retention of salt and thus to an 
increase in the volume of the blood in order to maintain the 
osmotic pressure. The first clinical test was introduced in 
1937 by Evans, who injected a known quantity of a blue, 
dye. Blood samples, taken when equilibrium had been 
reached, enabled the dilution of the dose to be estimated, 
and so the volume of the blood could be calculated. The 


‘method is not very accurate and has the disadvantage of 


turning the patient blue for some time.~ Radioactive red 
cells have recently béen injected and samples taken from 
the brachial artery of the other.arm. Greater accuracy 
is claimed, but no results have yet been published in this 
country. The blood volume, which normally is about 
four litres, is always increased when clinical oedema is 


present. 


By means of very, fine capillary pipettes, -Landis in 1930 
was able to measure the pressure at the venous and arterial 
ends of the capillary loop. Normally the positive pressure 
in the capillaries, which would tend to allow fluid to escape ` 
into the tissues, is balanced by the osmotic pressure of the 
plasma proteins, which holds it back in the vessels. In 
cardiac failure the raised venous pressure destroys this 
balance and oedema forms. Complicating factors occur in 
polycythaemia, when the plasma proteins are increased, and 
oedema may not be present even though the venous pressure 
is high. The‘reverse is seen when the plasma proteins are 
low, as in nutritional oedema,-in which the circulation may 
be normal. 


Procedure 


The complete investigation of a patient with heart disease 
may therefore be a complicated affair: it comprises an 
electrocardiogram, with standard, unipolar precordial, and 
limb leads, oesophageal leads, and a vector, cardiogram ; 
x-ray examination, including cardioscopy, ‘skiagrams in 
three positions, and a kymogram; measurement of the 
vital capacity ; phonocardiograms to register the abnormal 
vibrations due to valvular disease : ; recording of the arterial, 
venous, and capillary pressures and of the right auricular 
and right ‘ventricular pressures by means of a cardiac 
catheter ; cardiac catheterization to obtain the cardiac out- 
put if this is not done by means of a ballistocardiogram ; 
measurement of the circulation time; estimation of the 
volume of the heart with skiagrams, that of the blood by 
means of the blue dye or with tra¢ers—tracers will also 
enable the emptying time of each ventricle to be ascer- 
tained ‘by radiocardiography—angiocardiograms, in all cases 
in which a shunt is suspected, to interpret doubtful or 
unusual shadows seen on cardioscopy or in a skiagram. To 
these must be added _ blood tests such as the erythrocyte 
sedimentation rate in, cardiac infarction; the cytology of - 
the blood when anaemia plays a part in the causation of 
heart failure ; a blood culture in infective endocarditis ; and 
the Wassermann reaction. In suspected thyrotoxicosis a 
basal metabolic rate may be required. 


With all this multiplicity of tests one wonders what in the 
future may be the position of the clinician. He cannot hope 
to ‘do all the tests on each patient himself. Should he 
delegate the work of investigation to others? If so, which 
tests and to whom? The blood examinations fall naturally 
into the province of the pathologist, but most of the 
remainder, including cardiac- catheterization, seem clearly 
to come within the scope of the cardiologist. If. they were 
to pass into the province of another department, such as 
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. Cardiograph is an instrument of precision. 
” uses but also limitations. 
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thoracic surgery, that department would have to assume 

responsibility for the final diagnosis. a ee wg 
On the other hand, if a team of investigators performs all 

these tests on every patient with heart disease, is the clinician 


. as we know him . really necessary. ? Reliance upon tests 


engenders a certain habit of mind in which more confidence 
is felt in a figure than upon an opinion based on clinical 
judgment. 
more advanced stations the clinician has already been found 
to be redundant, and his place has been taken by an inte- 
grator who, by ‘assessing the results of the investigations © 
statistically, has been able to come to a diagnosis and decide 
on treatment without seeing the patient at all. , 


~ 
— 


t 


. , Valuation of Tests 


All the masters of medicine have insisted on the impor- 
tance of an accurate history. -Unless the ‘patient is care- 
fully questioned regarding his symptoms diagnosis will , 
suffer. We may-therefore dismiss at once ‘the notion that 
the clinical examination can be superseded. Should we 
then go to. the other extreme and discard all tests, or at 
least all tests which cannot be performed by the ‘clinician 
at the time of his examination, as being without value ? 
The answer surely is “ No ” ; but we should discriminate; 
and by using each test in, its proper ‘place, avoid making 


‘them our’ masters. 


No one should practise cardiology who has not. had a 
thorough grounding in electrocardiography. ~ The electro- 
It has great 
In. inexpert ‘hands it can be quite 
dangerous. Hospital cardiographic departments! should be 
entrusted only to those who have been trained in a recog- 
nized cardiac department. The,same applies to the x-ray 
examination of the heart." The art of cardioscopy is not 
to be learnt in a day. Yet a correct appreciation of the 
size of the different chambers of the’heart is almost, if not 
quite, as important an adjunct of the examination of cardiac 
patients.as is electrocardiography. To these_two tests I 
would add another—namely, the vital capacity—because 
so much can be gleaned from it and it'takes so little time. 
These three should form part of the routine examination 
of patients with heart-disease, as much as the recording 


of the blood pressure and the auscultation of the heart . 
` They were developed at single centres, and were later 


sounds. 
` Mackenzie had nothing but ‘scorn for those. who would’ 
“use an assistdnt to take an x-ray photograph of the heart 
and an electrocardiogram, and even blood~pressure read- 
ings, and then sit down to study the report.” Not much, 


< in fact, is gained by taking an electrocardiogram, or the 


blood pressure oneself, but the remainder should. not be 
left to subordinates. If one’ would, not accept the findings | 
of another on auscultation,’ it ‘is difficult to see why his ` 
findings on cardioscopy should not equally requie 
verification. ` ; E ah 
Tests of the speed of the circulation require no apparatus 
and ‘take little time. They are available to anyone : ‘who 


‘cares to ‘use them. But the information they give is often 


disappointing, and it is doubtful if they are worth including 
in a.routine examination. 

- Accurate measurements of, the- venous pressure are help- 
ful in many ways both-in the prognosis of cardiac failure~ 
and im- assessing the results of treatment. When the 
apparatus’ with a fine needle is- generally available, venous - 
pressure measurements will probably be included in the 
examination. of patients withtheart failure. - 

The ‘exploratory work on angiocardiography has’ ‘so far 


been, done’mainly .by cardiologists, but the problems con- 
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Indeed,-it has been rumoured that in certain. _ 


‘ also fast circulation rates, and the circulation time is an 


‘output falls -only a little, and estimations of the cardiac 


emptying time of each ventricle ĉan be measured separatel 
‘The test ïs very recent, but it is certainly Important, a 


f 


cerned are almost entirely radiological. -. A series of rapid 
exposures’ have to be made with sufficient penetration to . 
‘visualize the bolus of diodone as it. passes through the 
heart. ‘Probably, as time goes on, the technique will fall 
more and more into the field of the radiologist, and cardio- 
logists will ask for the additional information*in appro- 
priate Cases. Angiocardiography will then have to be 
made available in all. pe aed where a cardiac clinic is 
established. | 

It is a regrettable fact that when surgeons invade a pro“ 
vince hitherto considered to be purely medical, diagnosis- 
almost at-once becomes’ more exact. Not so long ago the 
diagnosis of congenital morbus cordis was considered quite 
adequate by paediatricians. It is true that the development 
of cardiac radiology directed the attention of cardiologists 
‘to the congenital lesions years before any operative inter- 
vention was considered feasible, and main types, such. as 
the tetrad of Fallot, valvular pulmonary stenosis, atrial 
` septal defect, coarctation, and the patent ductus, were 
recognized clinically. But the advent of thoracic surgery, 
and especially of the Blalock-Taussig operation, has 
opened a new field, and now pulmonary atresia, tricuspid 
atresia, and major and minor degrees of transposition are 
distinguished. For this, angiocardiography and cardiac 
catheterization are often required. . 

Cardiac catheterization is difficult and laborious. To 
obtain a thorough mixing of the venous blood. the catheter 
‘may need to be pushed as far as the pulmonary artery. 
This takes time, and there are many pitfalls, as the tip 
of the catheter may double back and appear in unexpected 
places. If the catheter passes from the right auricle to 
the left or from the right to the left ventricle the pressures 
will, alter and the samples will change from venous to 
arterial blood. Herice the importance of the procedure. 
‘in ‘establishing ‘the presence of shunts in congenital heart 
disease. Otherwise it is useful chiefly owing to the possi- 
bility of observing directly the changes in pressure of the 
different chambers of the heart, and changes in the cardiac 
output, caused by heart failure or induced by drugs. Jt 
would seem probable: that cardiac catheterization will be 
performed only in hospitals large enough to have a thoracic 
surgical unit or at research centres. 


Most of these tests were devised for purposes of research. 


‘adopted generally because they were found to be useful in 
diagnosis: Other methods are still in the stage.of develop- _ 
‘ment. ‘They may or may not come to, have a general 
application. Such, are the ballistocardiogram, the radio- 
cardiogram, and the measurement of the volume of the 
heart. 

The ballistocardiogram enables the cardiac satii to þe. 
obtained without the unpleasantness, \of a cardiac . catheter 
and .an arterial puncture. - But estimations of the output - 
do not help much in the diagnosis and treatment of patients | 
with heart disease. Those with “ high-output failure” have 



















easy test to do. In ordinary congestive heart failure thé 
output are ‘unlikel ever to form part of the ‘toutine 
investigation of such patients. 

‘The radiocardiogram and the estimation of the volum 
of the heart ‘have’ opened ‘up a new approach to the prob 
lems of heart failure. They have shown that the dilate 
heart empties itself slowly. With the radiocardiogrdm th 


we may expect to hear more of it in the future. 
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a a A Suggestion 


7 Almost all.of these various techniques have been devised 
either in Germany or, more recently, in America. Since 
the war we. have been’ engaged in making up for the lost, 
years and: bringing ourselves up to date. A major difficulty 

, has been the necessity for importing all the apparatus 
required, most of Which: is expensive’ and has to be paid 
for in dollars. The result is that only a little is available 

.in a few centres. We would not wish this state of affairs 
to continue, but.should prefer to regain the position we 
held during the time of Lewis, developing’ our own lines 
of research and constructing for ourselves the apparatus 
we need. The problem-is how this may best be done, 


having regard to the probable financial state of the country 


i during the next few years: 


_ ‘Fhe Medical Research Council finances some specific 
investigations and supports research establishments at cer- 
tain centres, such as at University College Hospital, where 
‘Lewis worked. But this does not seem to be enough. We 
must encourage research at-all levels, in small hospitals 
as well as large. Some men work better in a team, others 
when left to pursue their own lines of thought. We should 


‘not forget that Mackenzie revolutionized ‘the ideas of his ° 


_ time while engaged i in general practice, and was not looked 
upon with any favour by the. authorities whilst doing so. 
Even Lewis had to buy ‘his own electrocardiograph. if 


research is confined to a few centres, only those projects. 
that.commeénd themselves to the directors of the centres- 


ey receive attention. 


' A possible solution might be for the specialist organ- 
izations to have some share in the control of: the funds to 
be expended, or else they might form advisory committees 

_ , Of the Medical Research Council. For research in cardio- 
` logy the Editorial Board of the British Heart Journal might 
‘be appropriate. A man who wished to investigate some 
point could submit his plans, together. with his needs in 
regard to apparatus ; and, if the. project was approved, 
arrangements could be made for the apparatus to be con- 
structed for him. Promising lines of research would thus 
_ be scrutinized by those who later would be responsible for 
accepting the work for publication. If this method were 
combined with the normal research carried out at approved 
centres, a man with an original mind should find sufficient 
opportunity to try out his ideas. - 


New techniques are designed primarily in order to 
advance knowledge. As such they are to be commended. 
No country that is not active in research can be considered 
to be in the forefront of the battle against disease. Tests, 
too, lead to greater. precision in diagnosis dnd treatment. 

: Seme, such as electrocardiography and cardioscopy, are in 
_ daily use ; others, such as ‘angiocardiography and radio- 

cardiography, may well in the future be required as a 
eroutine in selected cases. Cardiac catheterization offers ‘a 
: „ready means of assessing the efficacy and mode of action of 
cardiac | drugs.. The ¿danger of tests lies in’ the risk that 

























ere controlled by a bureaucracy these tests ‘might be 
emanded as’ part of the opinion by a specialist. Itis to be 
oped, therefore, that advice will continue to be accepted 
om ‘medical committees, whose members represent the 
st interests in’ the profession, so that tests may not be 
lowed to exceed their proper pone non as the'tools of 
nical medicine. te! ont te th 
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In'the historical survey free reference to A History of the 
Heart and Circulation by Willius and. Dry eld has oe 
made. Other references are given Perea 


t 
t 


REFERENCES í 


‘Blumgart, H. L., and Weiss, S: (1927). J. clin. Invest., 4,15. ` 
es. Pereiras, and Gacia (1937). Arch. Soc. ' Estud. ‘clin. 


Haban 
chava I., Dorbecker, N., and Celis, A. (1940. Amer. Heart J., 33, 
5 


0, 
Command A, and Ranges, H. A. (1941). Proc. Soc. exp. Biol., N. Y., 
` 4 


— 


‘Gott, T., 


, San L 


es. Physiol., 99, 472. 


Einthoven, W. (1903). Pflug. Arch. 
(18 Ibid., 57, 617. 


— and Geluk, M. A. 94). 


. Floyer, J. (1710). The Physician’ sS Pulse Watch. London. 
. Forssman, 


N. W. 


1929). RU Wschr., 8, 2085. 
Gibson, J. G., and 


vans, A. (1937). J. clin. Invest., 16, 301. 
and Rosenthal, J. (1912). Münch. med. Wschr., 59, 2033. 
Harvey, W. (1628). Ex 


: SAUN in Animalibus. ‚Francofurti. 


Heberden, W y 1772). Med. Trans: Coll. Phys. fond. 2, 59. 
Hutchinson, J (1846). Med.-chir. Trans., 29, 137. 
Laennec, R.T . (1819). De l auscultation médiate. Paris. 
Landis, E. M 1930). Heart, 15, 

Lewis, T. h: Mechanism of the Heart Beat. London. 
Mackenzie, J (1902). The Study of a pe Edinburgh. 


McMichael, Í., and Sharpey-Schafer, E P, (1944). Brit. Heart J., 


Monis E., Carvalho, L. de, and Saldanha, A. (1932). J. Radiol. 
E ectrol. 1: 469. 

Morgagni, J (1761). De Sedibus et Causis Vee per 
Breiner Tdni Libri Quinque. Venetus. . > 


Moritz (1902). Münch. med. Wschr., 49, 1. 

Nylin, EEE Amer. Heart J., 25, 598. 

Oliver, ee Blood and Blood Peme. London. 
. Pardee a (1920). Arch. intern. Med., 244, 

Pande H W. (1921). Med. clin.\N. Amer., 4, Tess 


Panel | M., Corday, Fa 
J. Amer. med.’ ASS., 

Riva Rocci, S. (1896). Gas med. Torino, 47, 981 

Schellong, F. , Heller, S.} and Schwingel, E. (1937). Z. KreislForsch., 


Goan, Amer. J. med. Sci., 202, 469. 

Stumpff, Ae Fortschr. Rénigenstr., 49, 211. 

Vieussens, R 
du Movements Natural du Coeur. 


Toulouse. 
wisetg34).. F.-D., MacLeod, A. G., and Barker, P. S. 


( T: 
ee n (1785). An Account of the Foxglove. Birmingham. 





= TUBERCULOUS EMPYEMA 
! ae o BY po 4 
| D. A: ANDERSEN, M.D., F.R.C.S. 


The purpose of this paper is to present the results of a 
“ follow-up ” of a series of 74 cases of tuberculous empyema 


- treated in a period of seven years, from 1941 to 1947, in 


‘undue reliance may be placed upon them at the expense of _ 
the -clipical examination, leading eventually ,to the stage’ 
when an electrocardiogram is: required. before a normal: 
heart can be diagnosed. If ever the National Health Service: — 


Norwegian. hospitals. With six exceptions the patients were 


all admitted to the Third Department of the Ulleval Muni-. 


cipal Hospital, Oslo, under the care of Dr. Carl Semb. 
They came from other hospitals or sanatoria, or were 
referred by chest physicians in, various parts of Norway. 


Details of Follow-up Method ` 


Every case of tuberculous empyema discharged from the 
department between Jan. 1, 1941, and Dec. 31, 1947, is 
included in the series. In 19 the condition of the patients 
did not allow, of any major surgical treatment ; in 55 a 
plastic, operation. on the chest wall was carried out. 

According to information obtained up to May, 1948, 25 
have died. Of'the 49 survivors 43 have been followed up 
fully and their condition ascertained ;‘ in six cases the 
follow-up was incomplete. Where possible the patients 
attended Ulleval Hospital and 16 were. examined by me. 


- The local and general condition, the presence or absence 


of a fistula, the vital capacity, the sedimentation rate, and 
the presence or absence of tubercle bacilli in the sputum 
were determined, together witha straight radiograph in 
each case, and a planogram series When sinditated. » The 
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33 unable to attend personally were adequately followed 
up in the same manner by a recognized tuberculosis 
specialist or sanatorium physician in their area, except in 
the six cases already referred to. 

The immediate local results were judged four months 
after the operation, and this information was available in 
all cases. As regards late results, 20 cases have been 
followed for over three years, 13 for from one to three 
years, and 16 for under one year. 

Examination of the final results so far available shows 
that when an adequate thoracoplasty' was carried out the 
satisfactory result was permanent, with the exception of 
one case in which, four years after the operation, a cold 
abscess of the chest wall developed just below the lowest 
part of the scar. 

In no case did a patient have a recurrence of any symp- 
toms due to tuberculous activity in the lung on the same 
side as the thoracoplasty, although two of the patients oper- 
ated on subsequently died of disease of the opposite lung 
and two had active disease of the opposite lung and other 
organs. 

Definitions 


“Empyema” and “ Tuberculous Empyema.’—In this 
series the tubercle bacillus was demonstrated after admis- 
sion by direct examination, culture, or guinea-pig inocula- 
tion in 55 cases in the pleural exudate, and was not found 
in 19. However, in view of the fact that the tubercle 
bacillus is often found in simple tuberculous effusions, 
which are later reabsorbed and never develop into 
empyemas, its presence or absence is not in itself 
adequate for diagnosis. Further, we know that repeated 
examinations of the exudate are sometimes necessary before 
the bacillus can be demonstrated, and in one of our cdses 
pleural tuberculosis was proved only by a biopsy and 
microscopical examination of the pleura. Therefore, the 
general. statement needs to be made that a “tuberculous 
empyema ” means “a purulent exudate in which the tubercle 
bacillus is demonstrated or, in the absence of the specific 
bacillus, there is proved tuberculosis in the underlying lung, 
without any other obvious cause of the empyema being 
present.” i 

In 12 of the 19 cases in which the tubercle bacillus 
was not discovered secondary infection was present, and it 
seems that the bacillus is more difficult to find in this group. 
In five cases there was no record of an examination, some 
of these having been admitted almost moribund. I should 
like to draw special attention to one of the two remaining 
cases with negative results, because it extends the conception 
of the indications for surgical treatment. 

The patient had active destructive tuberculosis of the right 
upper lobe for which a pneumothorax was induced. There 
were apical adhesions suspending a cavity. Five weeks later 


he suddenly had a. rigor followed by acute pain in the right- 


side of the chest. Nine hours later the right side of the 
abdomen was rigid, and the diagnosis of a perforated appendix 
was considered. However, screening showed a pleural exudate 
and a mediastinal shift to the opposite side, and gradually the 
pulmonary dyspnoea became more obvious, and a correct 
diagnosis of ruptured cavity was made. On aspiration a few 
days later no tubercle bacilli were found in the exudate, which 
was clear, and yet, because an empyema was practically 
inevitable, a thoracoplasty was done 18 days later at the 
request of the physician. 


This case illustrates a small but most significant group 
of what may be called “incipient empyema ” cases. There 
were five in this series ; these.were operated on, with cure, 
before the exudate became purulent. Experience has shown 
this to be-the safest’ treatment. This group extends the 
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conception of cases requiring surgical treatment to ` a 
progressive tuberculous exudate in a pleural space that has . 
got out of the control of the‘physician who has induced a 
pneumothorax.” That is to say, the fluid rapidly returns 
after tapping, and the cavity can neither be emptied nor be 
obliterated by obtaining expansion of the lung. « 

The question of how long the physician is justified in 
continuing medical as opposed to. surgical treatment in such 
cases of progressive tuberculous effusion§ and of established 
empyemas is an important one, and an attempt will be made 
to show the influence on the final results of this time 
interval between the,onset of the empyema and the stage 
at which the patient reaches the thoracic surgeon. 

The terms used in stating results are “cured,” “improved,” 
“unimproved,” and “ died.” 


Cured.—tThis indicates full clinical and radiological cure, 
with no residual empyema cavity shown by radiography, 
no fistula, and no active tuberculous disease (T.B. negative) in 
the Jungs or other organs. Of 28 patients so classified after 
thoracoplasty I examined 10 myself, the remainder being 
examined elsewhere by physicians concerned in the after- 
treatment. The impression given by the group I saw was that of 
people in normal activity although unable to undertake heavy 
exertion. All except one, recently operated upon, were in work, 
four being housewives, four men on light work,' and one a 
medical student. Their vital capacity varied from 1,000 c.cm. 
in a small woman to 2,400 ccm. Seven had.90 to 100% of 
full arm movement, two had limitation by about 30% in 
abduction, due to some degree of scapular fixation, and one 
had poor arm movements with serious disability. There was 
appreciable scoliosis in four cases, convex to the side of the 
Operation, and none or practically none in the remainder. In 
those cases with scoliosis, close observation’ when they were 
clothed revealed a characteristic position, with the base 
of the neck carried a little to the opposite side, and the neck 
adjusting the curve sharply ; but they would all have passed 
in a crowd as normal. 


Improved.—This group includes any fistula after operation 
or drainage (of which there were only six in all) where the 
general condition was satisfactory, and also those with x-ray 
evidence that there was still, possibly, residual fluid even though 
there were no clinical symptoms. An early radiograph gives no 
evidence about this unless air is present, but later radiographs 
often do so, a distinction being sometimes possible between 
residual fluid and pleural thickening by noting the contour of 
the opacity. If it is straight it is probably just pleural thicken- 
ing, if convex it is probably residual fluid. In one case with 
this appearance, aspiration 18 months after operation showed 
clear fluid. The prognosis in this group is good. Early 
effusions left after limited thoracoplastics can (as discussed 
below) be expected to absorb, and recent fistulae have a good 
probability of closing if the cavity is collapsed fully. I 
examined four patients in this group, and all were in work. 
although for reasons already given they were not considered 
“ cured.” p 

Unimproved.—This group is illustrated by two patients see 
by me, one of whom had active tuberculosis of the oth 
lung and a vital capacity of 700-800 c.cm.; the other he 
uncontrolled disease of the opposite lung, spine, and kidne 
In both the local condition as regards the empyema 
satisfactory. e 

Aetiology 

The series can be divided into two main $ro 
(a) spontaneously arising cases (20), and (b) those ari 
as a complication of pneumothorax treatment (54). Br 
speaking, the spontaneous-empyemas are local empy 
(except for those following spontaneous pneumotho 
while practically all the empyemas following pneumoth; 
treatment are fosa/, e 
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by the physician, extending up to the apex and medially „time in an untreated pure empyema. The following case 


-~to the. hilum, is extremely difficult for ‘the surgeon to close 
when it is infected and has stiff walls. ` fas 
In spite of this difficulty the prognosis of the local or. 
‘partial empyema group is worse than the total one, because 
the case of* partial empyema when it reaches the surgeon. 
usually shows a mixed infection—as in 18 (90%) of the spon-_ 
taneous cases compared with 20 (37%) of.those following 
pneumothorax treafment. This high percentage of second- 
ary infection in the local group is often associated with’ 
active and-sometimes with pneumionic forms of tuberculosis ' 
in the underlying lung. The aetiology of the two groups 
is shown in Tables I and Il. f i 


Taste I—Aetiology of Spontaneous Cases 















> - 
Incidence of , 
i ` No. of Cases Secondary” 
a ; ; 3 5 it Infection 
Post-primary pleurisy 7 
‘ (T.B. negative, 2; 
= T.B. positive on 
ee ; ea gastric lavage, 5). 
Gradual onset inactive pulmonary tuber- 4 4 
culosis : ay ai 
Following acute febrile pneumonic typë of 7 7 


f (T.B. negative, } 
p ‘) (exudate +); 
T.B. positive, 6) 


ase’ 








After spontaneous pneumothorax 
Rt a a fhe a an 
Fá Total 

? 


4 


TABLE W—Aetiolegy of Cases 
~o, (4 


> 


following Pneumothorax Treatment 
; : Cases) | 
12 cases followed acute reaction immediately after closed 'intrapleural 
pneumolysis : i - N 
E cases followed cavity rupture ; . 
2 cases followed spontaneous pneumothorax (suspected cavity rupture) 
2 cases followed open intrapleural pneumolysis 
4 cases related stendsis main bronchus, proved by bronchoscopy 
_.3 cases related atelectasis without proved stenosis 
‘23 cases inor folowing uncomplicated pneumothorax’ 
Secondary infection occurred in 20 cases (37%) ae 


~ 
Y 


ovr t 
t < 


It is to be noted that the empyema can occur not only 
during the course of the A.P. treatment but also after the 
A.P. has been abandoned as contraselective or because of 


persistent effusion. The case histories in. this group show ° 


sthe onset at periods from shortly after the induction till 


many years after the A.P. is abandoned. An example will 
illustrate this. 7 


- A.P. induced in 1934, right side, for destructive disease, 

Effusion after six months: A.P. maintained till 1937. Then 

phrenic avulsion. Under medical control, well and working 
but with known persistent fluid. The time when the effusion 

became purulent is not known, but an empyema was diagnosed . 
in 1942, eight years after the A.P, was induced, when the patient 


was admitted to Vardasen Sanatorium following a ifebrile 
“cold.” ` Ea ' E 













is will occur in the course of two or three months, then 
surgical colleague should be consulted about future 
eatment. i M anvi oa 

A mixed infection fiters the prognostic picture adversely, 
frequency. is very high 'in any large series, and. in the 


_ TABLE {UW ~-Aetiology of Secondary’ Infection {38 Cases) 
Kaown bronchial fistula 2 Sa ea ae a i Ee 
Acute pneumonic infection of lung with T.B. plus gas @ ee T 


External fistulae T ey ‘ 
ebrle teal tye oe. “ea Xe “Si, ames A 4 
nknown (? bronchial fistulae)  .. et. eat SASL He 


s F -3 l l i 
ent one it is.38 out of #4 (Table IID. The threat there- 
hangs over every case of tuberculous empyema and 
anger of secondary infection does not diminish with 
e a } . ` Da 33 


> 


~ 


~ 


illustrates this. a 

, Case 11--A woman had an A.P. induced in -1923 and a 
positive diagnosis of empyema was made in 1924. ‘here is- 
no information about the condition in the years that- followed 
except that in 1939 a radiograph showed evidence of persistent 
pleural opacity. She was clinically. well till she had an attack 
of bronchopneumonia in 1941, and in 1942 she developed an 
empyema necessitatis with stinking pus and died after drainage. 
This was 18 years after the known onset of a pure empyema, 
which was not treated. _ TE A 


+ 


One .of the main causes of secondary infeétion appears. . 


to be. bronchial fistula. However, not all ‘the cases with 
clinically evident fistulae by any means develop clinical 
or, bacteriological evidence of secondary infection, but the 
incidence of known fistulae is somewhat higher (47%) in 
the secondarily infected group than in the pure tubérculosis 
group (39%). + Details of the proved ‘fistulae are given in 
Table TV. 
go f 
Taste IV.—Definite Pleurobronchial Fistulae (31 Cases) 
Diagnosis by the following means: ` 
Coughed-up empyema pus .. `  .. cè 
Definite cavity rupture (radiological evidence} 
Spontaneous pneumothorax .. sie OS sy 
Pressure measurements x a oat -as 


- Contrast radiographs .. s 
Demonstrated at thoracoscopy 


~ 


Min pe open operation .. ee oy, ees «ee 
Taste in mouth of substance injected into empyema 


- There -were 14 cases of fistula among the 36 cases with 
no secondary. infection; of. these, seven followed - 
cavity rupture and three spontaneous pneumothorax, when 
the fistulae were probably short-lived. : Among the cases 
with secondary infection there were 17 fistulae. 


Diagnosis of Secondary Infection.—This was made clini- - 
cally and bacteriologically. In 33 òf the 38 cases the second- 
ary organisms were demonstrated by aerobic or anaerobic 
culture. In one the clinical condition of: stinking pus 
determined the diagnosis in the absence of a positive bac- 
teriological report, and in four it was assumed because of 

long-standing ‘open drainage of the empyema cavity at 
earlier operations. : SE i í 
: Pathology 


” 
1 


Hedblom’s (1932) classification of tuberculous empyema, ' 


based on the fundamental ‘pathology, is used in this series. 
He divides the disease into four distinct pathological types: 
-pure empyema without” pulmonary disease (Group 1): 
pure empyema with pulmonary disease (Group II) ; mixed 
empyema without (Group Av and with (Group ITV) 


pulmonary disease. 


~- Group I and H are less common. They comprise cases in 
which, for example, localized empyema follows a pleurisy, or 
in which collapse treatment-has been carriéd on for many 
years and the pleural cavity-has become infected but there 
is at the time of operation no tubercle bacilli in the sputum. 
-A minimum period of three years T.B.-negative has been ` 
‘arbitrarily. chosen. as indicatisig no active tuberculosis of the ’ 
lungs. Collapse treatment is not needed in these groups. 


Results of Operation 


‘Table V shows the number of cases in each group and 
the results obtained. It will be noted that the prognosis gets 
progressively worse from: Groups I to IV, as is to be 
expected from the underlying pathology: 


' The picture given is perhaps unduly gloomy, because this 
. series included 19 unoperated cases referred to later in more , 
, detail. Further, there is a high proportion of, cases classi- 
fied as “improved ” which are clinically satisfactory, and - 
a majority of these may proceed to full cure,in time. But 
sre, l a 
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TABLE V.—Clinical Results in 74 Cases of Tuberculous Empyema 



























Group Cured Improved | Unimproved Died a 

I ca a ee ees ae, eee 
E pe 7 

mf, BPE a f 

w {i SE F 
Total. 30 (405%) 12 (16%) ‘| 25 (34%) 
T i E eae T 
dana | SEHR) u a 9 





61 (54-427) 





a = Total empyema. b = Partial empyema. 


Table V gives the overall results of all patients presented 
to a surgical department. Comparison with other published 
Series is instructive. Jones and Alexander maintained that 
thoracoplasty was -the standard. treatment for: a’ tuber- 
culous empyema unless there were contraindications, while 
Séderhjelm (1545) is prejudiced against surgical ‘measures 
because of initial unfavourable experiences, and his -cases 
were therefore treated medically.in the main. . » | 


, The “cured” and “improved” cases are taken together 
‘in Table VI and the percentage of satisfactory results com- 
pared. in the four groups. It will be-seen that Jones and 
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TABLE VI.—Cured and Improved 


~ 






















Group , | Jones and Alexander Söderhjelm 
i> | a9n%. {| . 10% (22) 67% 
a (25) 68% (35) 71% (52) 46%, 
IV (30) 40% _. |_ (30) 36% ' (38) 16% 
-Total \ (70) 628% , “| (74) 56-5% (112) 42-9% 


No. of cases in brackets. ' 


-| 
Alexander’s series is closely comparable with..the Ulleval. 
series. = 2 i , 
‘Sdderhjelm’s’ series: is comparable in Groups J and II 
where there ‘is no active lung disease, but in Groups II 
and IV the results fall below the other two series (and 
especially so’ in Group- IV). Söderhjelm concludes by 
stating that better -results could have been achieved. by 
surgical measures in Groups 
and III in his article). Table VI gives strong support to 
_ the view, now fairly generally accepted, that the treatment 
. of a tuberculous empyema is surgical if medical measures 
aO-HOE Cire Tie The chert time ater Te ee neau 
it is amenable to these measures. How long that interval 
should be will be considered Tater. l : 


The main interest centres in the results of those of our. 
cases which were submitted to. thoracoplasty (Table VID). 


TABLE VII.—Results of Thoracoplasty for Tuberculous Empyema 
eee eee 


Cai 




















Group ` 'No.°. Cured Improved Unimproved Died. 
a Ea a (a Pr e 
I b E haa ʻ t r 
a. 3 2 at -t $ 
me 28 3 i vr 
a ‘10 1 4 
Ul 44, 4 1 1 1 I 
a 1 4 
Y b 4 2 i T° 
Total |` 55 | '28(51%) | 13(23-5%)|- 2(3-5% . 12 (22%) | 
745% satisfactory - 
Jones and , i fi 7 + 
Alexander- 45 36 (80%) p 1 (2-2%) |© 1(2:2% . 7 55%) 
, ; a l 


-822% satisfactory 

iy eS I 

a = Total empyema. `b = Partial empyema. . 

* Includes one patient cured of empyema who died two years later of tuberculosis ` 
of the opposite lung. ‘ a - re 
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‘It will be seen that about 75 % of all patients admitted ? 
to the department were treated surgically, and of these 51% ¢ 
„were cured and 23.5% improved, giving a satisfactory result - 
in 74.5%. of operated cases.: In those cases in’ Group IV < 
(with secondary infection) which reached the hospital in 





- a condition that permitted operation the result was sur- 


prisingly good. This can be correlated with the good 
results obtained in a similar group by Harbitz (1946) by 
repeated small operations—-11 (70%) cured and improved 
out of 16. l i 


Unoperated Cases 


~ 


“` The results of the 19 unoperated cases are shown in Table 
VIII. These cdses do not of course in any way give 
grounds for judging non-surgical methods. The judgment 
of results that.can be obtained -by non-surgical measures 
must-come from a series treated from the incipient stage 
v , . 


TaBLE VIII.—Results in 19 Unoperated Cases 


- Cured (penicillin) .. 1 (local empyema) ; 
Improved (penicillin } (local cure; tuberculous spondylitis) 
Unimproved ... ee 3(2 discharging sinuses; _ 1 active 

tuberculosis a d focal e) 

-Died. .. : g 


# 


at the sanatorium or clinic where A.P. treatment is carried 
out. . These cases came to the surgeon too late with either 
uncontrolled pulmonary disease or acute secondary infec- 
tion, with great toxicity or occasionally amyloid disease in 
association with a chronic discharging fistula. Nine of these 
_cases_were drained, but the general condition did not allow 
further treatment in spite of the administration of penicillin 
and sulphonamides. Two were treated by puncture and 
penicillin instillations and the local disease was cured, but 
one of these .had a tuberculous spondylitis, so only one . 
‘ out of the whole series was finally cured. 
; } - 


The Time Factor 
A period of six months from the estimated time of the. 


onset of the empyema was chosen as an arbitrary dividing 
line, and the cases were divided into groups according to 


i a TABLE IX.—Time Relationship 
aama ħAL 


, , No. Cured Improved Died 
Early cases (within 6 months) .. 24 16' 4* 4 . 
-Late cases (after 6 months .. 31 12 10 , 


9t 


*1 superficial wall fistula;, 1 recent op. 

t3 fistulae; 1 cold abscess in wall (late). 
k g 
whether or not they came to the surgeon within this time. 
The results are shown in Table IX ; they appear to be sig- 
nificant, and indicate that cases should -be operated upon 
within six months of the onset 7 a ° 
` -In the early group there are three fistulae cases among the 
improved cases. One was investigated by contrast radio- 
graphy, and shown to have a superficial “ éollar-stud "e 
abscess of, the chest not related to the empyema cavity ; 
‘another fistula was very`small and jelated to a bronchial 
fistula, in a case operated on one year pteviously. The third 
was operated upon about eight.months before. Š 
` In the late groupethere are three definite fistulae from the 
empyema cavity,* and in one patient a subcutaneous cold 
abscess was presumed to be related to the empyema cavity. 
There is therefore a somewhat higher proportion of long- 
standing fistulae after late operations. The number of 
fistulae is small compared with some other series, and a 
possible explanation of this lies in the use of apicolysis. 
Fe ee 


fistula; 1 connected bronchus. 


- *These three cases are.among the six in 


which a follow-up was 
not completed, but a fistula was present when last observed. i 
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Out of 35 cases of total empyema operated upon, an 
' apicolysis to’ a larger or smaller extent was done in 25, 
as this is the only mechanical. means of collapsing the 


pleural space at.the apex.’ If this is not done, there is often ` 


_a.vety long sinus extending’ over the top and medially to 
the mediastinal surface. 
however, attended with risk, especially if there is secondary 
infection. K Poo 

It ‘is clear that the longer an empyema cavity remains 
untreated the thicker the pleural walls become, until at last 


r= 
1 





late cases that the more deforming and ‘also dangerous 
operations involving the opening of the chronic pleural, 
cavity are necessary, with removal of all or a part of the 
stiffened tissues. In this series 10 operations of the Schede. 
‘and Roberts, type have been performed, with three deaths 
and two residual fistulae. Most of ‘these cases had had 
empyemas for several years before: operation. ,; 
In’ this series there were four proved ‘cases of stenosis 
with atelectasis and three cases of atelectasis without any 
bronchoscopic evidence-of stenosis. The effect on aetiology 
‘is clear, as the lung cannot expand after pneumothorax, 


and the large pleural cavity is practically certain to become . 


' infected if-allowed to remain‘; but it is also of interest.to 
note the effect.on the extent of the operation. Of the’ seven 
cases, six: had total or subtotal. thoracoplasty in several 


stages and one patient died after the first stage: A -brop- 


chial stenosis is therefore an absolute contraindication 
- to a pneumothorax, being attended with a high, risk of 
subsequent empyema. l 4 a : 
In general; also, the older the empyema* the more ribs 
- have to be removed in the standard extrapleural thoraco- 


_ plasty to close the cavity. 


It is not the case, as is sometimes thought, that all opera- 
tions for empyemas need to be total or subtotal thoraco- 
plasties. Of the 55 operated cases (after excluding the four 
limited operations for. partial empyemas) there were 17 
in which seven or.fewer than seven ribs had been removed 
Jat the completion of the different stages. In nine of these, 
only four or five ribs were removed, an o eration. with a 
negligible deforming effect. .These .17 cases were again 
considered in relation to whether they were operated upon 
within six months of the onset ‘or after this period. The 
“ results are seen in Table X. ) 


1 


Taste X —>Limited Thoracoplasties and Results as regards 
Empyema (17 Cases) : 





Cured | 


b > 
-Operation under 6 months 9 8 i 


Operation after 6 months Ser 


No. Improved 7 
1-(early residual fluid) s ' 
5 43 residual fluid: 6 years, I year, 

recent operation. 2 fistulas ~ 





In ‘the cured: cases the late result showed the lung 
‘expanded out to the chest wall below the level of the rib 
} resections with no pleural thickening or fluid. The differ- 
ence inthe: results in Telation-to time suggests that a limited 
operation is fully. justified in early cases, but is not invariably 
successful in'cases operated upon after six months, where 
a larger thoracoplasty is indicated: - ee | 

If the problem is regarded from a physiological—patho- 
logical point, of view it is clear that the pleura in the early 
stage, although infected, is still a functional membrane able 
to absorb the effusion if there is no reinfection and if the 
cavity can be obliterated a8 absorption proceeds.. > `! 

The second of these objects can be achieved in'some 

,cases by the physician stopping the A.P. ‘and aiding’ the 


ot 


US EMPYEMA | : ; 


expansion of the lung by aspiration (if this is not prevented 
by a fistula, stenosis, or pleural thickening. In these cases 
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The procedure of apicolysis is, — 


ey pe calcified .and abso utely rigid. Collapse of | 
the chest wall bya standard thoracoplasty then fails to 


close the rigid cavity completely, and it is mainly in such, . 


that are dealt with early, and where the lung can be allowed. 


‘to expand, the early or incipient empyema can be averted. 
' This explains the _ ‘fairly good results obtained by medical 
‘measures in Groups I and I, and also in early. Group I 


cases. i i 


The moderately satisfactory results obtained by conserva- 
tive measures are often at the expense of the temporary’ 
collapse of the lung, usually before its -re-expansion would 
otherwise be indicated. In some cases a cavity will still 
be present in’ the jung, and in others it may reappear when 
temporary collapse treatment is given up. In such cases, 
when the “cold abscess” of the pleura has been obliterated, 
it will then. be ‘necessary for the physician to refer the 
patient for a‘thoracoplasty to control the, disease. Pro- 


_ vided this’is recognized, there is good ground ‘for medical 


treatment of an-early empyema in the first two to three . 





do a thoracoplasty with a 





secondary infection. 

The problem of progressive exudates has had consider-, , 
able light thrown upon. it by the experience of Rogstad 
(1948) at Vardasen Sanatorium. During the years 1941-7. 


—1,044'A.P.s' were induced in 918 patients. Of these, 169° 


(16%) had tuberculous effusions which were tapped for 
various ‘reasons, such as long-continued fever, increasing 
exudate with dyspnoea, anorexia, or deterioration of, general 
condition. The great majority of cases with A.P? at some 
time or another had some degree of exudate which did. not 
require tapping, and are excluded from the figures. -_ 
Of the 169 progressive exudates 59_develaped definite 
purulent empyemas in spite of treatment. - About, one- 
quarter of the exudate cases continued with a satisfactory 
A.P., while in three-quarters (including the empyemas) the - 
A.P. had to be abandoned because of pleural thickening and ~ 
diminution of lung function. The view taken, therefore, at 
the end of the period was that in every case of progressive 
tuberculous exudate ‘which did not respond favourably 
to two or three tappings. the A.P.:was abandoned and an 
attempt made to get the lung out-to the chest wall by aspira- 
tion of fluid and exsuffiation of air. Lf this did not succeed |. 
inthe course of two to thtee months the case was regarded 


an “incipent empyema” and the surgeon consulted as 


regards thoracoplasty. 


Five such cases in which: the. effusion was not purulent 


‘ are included in the present series, with cure following a 


5-6-rib thoracoplasty. Probably this deals primarily with 
the underlying lung focus, preventing reinfection, and the 
effusion is then completely absorbed, after the size of the 


_cavity has been reduced by operation. 


Table XI shows the causes of death in the operated series, 
as a whole. The post-operative mortality rate of 18% is 
high, but it reflects the danger of an extensive operation 
outside an infected cavity:' All the deaths occurred in 
patients in whom ‘the empyema was over ‘six months old 
or was secondarily infected, except for the one patient who 


‘died of tuberculosis’ of the ‘opposite lung-two years later, 


the empyema and underlying lung being healed. The 
implications: of this do not need repetition. © 5° - 


I , 
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TABLE XI.—Unimproved Cases and Causes of Death in Operated 
Series (55 Cases) 2. sir 2 N 

















Dá Died 
Unimproved |—— 

Post-operative Due to Due to. . 
Empyema Lung, etc. ' 

2 (shock; mitral stenosis) : 

8 « (2 infection; |! shock; 2 
(all except 1 J amyloid—late) 
over 6 months) - ¢ 
iv 5 ‘4 (3 infection e perforated 1 | 
pleura); 1 shock) ten ge 
10 : 3. 








Operative mortality = 18%. 
? 


Conclusion i 


Finally, T would like to stress the aetiological relationship’ © 


between A.P. treatment and empyema mortality. The 
recorded incidence of empyema in A.P. treatment is very 
variable, and depends partly on the differences in treatment 
and partly on different. definitions of an “empyema.” 
Alexander (1937) quotes figures ranging from nil (Ulrici, 
600 cases) to 21% (Hays, 151 cases). Frostad, in Norway, 
has estimated it at 10%, as an average figure, and in 
Sdderhjelm’s series it was given as “ only 7.5%.” . , - 

A consistent large series from one centre is available at 
Vardasen (Rogstad, 1948). Great care is taken in the selec- 
tion of cases and in ‘the technique of closed internal pneu- 
molysis,-the director undertaking them all himself. The 
empyema incidence there is only 6.4% (59 out of 918 
patients). An attempt has been made to distinguish in the 
series between mortality due primarily to the empyema 
and that due to the spread of the tuberculous disease. So 
far as could be judged, death was due primarily to the 
empyema.in 16 cases, or 1.7% of all those in whom an 
A.P. was induced. This not’ inconsiderable mortality is 


therefore due to-the A.P. as a method of treatment, and 


should be borne in mind when the induction of ‘a pneumo- 
thorax is being considered and weighed against the other 
methods of collapse of the lung. In certain cases the 
destruction and fibrosis of the lung indicate the need for 
a primary permanent method of collapse, such as that of 
thoracoplasty. It is certainly incorrect to inducé an A.P. 
first in practically every case, as is sometimes done on the 
grounds that it is an easy and safe method of treatment 
and therefore should be given a trial. 


The misleading factor about the risk of‘an A.P. (empyema - 


being only one, although perhaps the worst, of ‘the com- 
plications) is that the risk is spread over such a long period 
of time that it sometimes fails to impress itself sufficiently 
on the mind. y 


Pa 


Summary 


The results in a series of 74 cases of tuberculous empyema : 


are discussed and analysed. 


A staged thoracoplasty is’ the standard method of treatment `_ 


used in ‘all cases when the general .condition permits, supple- 

mented by.a Schede and Roberts type of operation in a few, 

mostly chronic, cases. It should be carried out ithin six 
fo” gh 


` 


months of the onset of the empyema. 


In cases without secondary infection and operated upon with- ` 


often satisfactory.’ ~ 


The treatment of progressive tuberculous pleurisy is dis- 
cussed ; if it does not respond to medical’ measures in about 
three months it is regarded as an “ incipient empyema,” best 
treated by.a limited thoracoplasty. - i 


- The risk of the development ‘of a tuberculous empyema ‘with: 
resulting mortality following A.P. treatment is‘ discussed. . 


in six months, .a limited thoracoplasty ` (up. to seven ribs) is 


` 
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I would like to express my sincere thanks to Dr. Carl Semb for 
his personal kindness during a period of eight months spent in his 
department, and for suggesting the investigation.‘ I would also like 
to thank the other members of the medical staff of Ulleval Hospital 
and ,Dr. Tuxen and others at Vardasen Sanatorium for their unfailing 


-- courtesy and friendliness; and, lastly, Sisters Halldis and Krohg 


without whose willing aid the investigation would not have? been 
possible. * ` 
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PENICILLIN IN THE TREATMENT OF 
INFLUENZAL MENINGITIS 


: a BY 
, FRANCES BRAID, M.D., F.R.C.P. 
ia ' AND — 
“ ` RICHARD B. MEYER, M.B., M.R.C.P. ` 
(From the Children’s Hospital, United Hospitals Group, 
. Birmingham) 


` The incidence of influenzal, meningitis has increased recently 
(see the accompanying Chart) and the mortality from the 
disease‘has fallen very considerably with the use of sulphon- 
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gh a 


i Children’s Hospital, Birmingham 


' amides, Pittman type b specific rabbit antiserum, penicillin, 


_ and streptomycin. There is, however, at present no absolute 
‘answer to what is the best line of treatment to adopt. 


= 12. Jury 2, 1949 


Previous to the introduction of the sulphonamides, 
influenzal meningitis was—usually fatal. With the use of 
sulphonamides alone the position was improved a little, but 
in America a big advance was made by Alexander's (1944) 
combined treatment with sulphadiazine and Pittman type b 


specific rabbit antiserum. Using this method she had 68 
recoveries in a series of 87 cases. In this country, however, 


specific antiserum has not been freely availablé, and the- 


‘main advance has*been made with the use of sulphonamides 
and with penicillin. Gordon, Woodcock, and Zinnemann 
(1944) review. reports -of cases treated with sulphonamides 
and discuss the response to treatment in relation to the 
type of organism involved. They record two cases, due to 


5 
. 


strains not belonging to Pittman type b, which responded 
to sulphapyridine, and three cases, due to type b, of which 
only one responded to sulphapyridine. They conclude that 
prognosis and treatment depend primarily on the strain of 
the infecting organism. Gordon and Zinnemann (1945) 


tested the sensitivity of various strains of H. influenzae to. 


penicillin and found that 31 of 48 respiratory strains were 
inhibited by concentrations of.2.5 units per ml. of medium, 
and 16 out of 18 strains isolated from cerebrospinal fluid 
were similarly inhibited. They conclude that H. influenzae 
strains are not insensitive to penicillin though the sensitivity 
is much lower than that of staphylococcal and streptococcal 
strains, Zinnemann (1946) surveys 20 cases of influenzal 
meningitis in relation to bacterial types. Of these, 19 were 
caused by type'b. Of five treated with sulphonamides one 
recovered, while of 15 treated with sulphonamides and 
penicillin eight recovered. McIntosh and Drysdale (1945) 
report the:case of a child aged 23 years who developed 
H. influenzae meningitis (organism, Pittman type b) during 
convalescence from meningococcal meningitis and who 
recovered on treatment with penicillin and sulphamezathine. 
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Drysdale, McIntosh, and Brodie (1946) report recovery in 
a second case, that of a child of 20 months, treated with 
penicillin. In this case the organism (Pittman type b) was 
sensitive to penicillin but insensitive to sulphonamides. 
Forgacs, Hutchinson, and Rewell (1945) recommend that 


influenzal meningitis should be treated with a combination & 
of penicillin and a sulphonamide, and report two cases, of \ 


which one recovered.. Thomson, Bruce, and Green (1947) 
put on record four cases, of which three recovered ;. they 
advocate the use of intramuscular penicillin and an oral 
sulphonamide along with the intrathecal administration of 
50,000 units of penicillin daily until the temperature has been 
normal for seven days. Gottlieb and Forsyth (1947) report 
four cases in infants, three of whom recovered on treat- 
ment with sulphadiazine by mouth and penicillin’ given 
intramuscularly and intrathecally. The strain of H. influenzae ' 
recovered from the cerebrospinal fluid was found to be 
insensitive to 10 units of penicillin per mi. of medium but 
sensitive to 100 units per ml., This justified their use of 
very large doses of penicillin, and they consider that high 
systemic dosage is essential in order to prevent relapses due 
to reinfection of the meninges. They recommend that 
20,000-40,000 units should be given intrathecally daily and 
120,000 units intramuscularly at three-hourly intervals. 


More recently, reports have been made on the value of 
streptomycin. In the American literature Hoyne and 
Brown (1948) record 28 cases with only two deaths. All 
were given sulphadiazine, and in, addition some, received 
serum, some had serum and streptomycin, and some (17) 
had streptomycin. Twenty of the 26 who recovered had no 
intrathecal therapy, among ‘them being 10 who received 
oral sulphadiazine and intramuscular streptomycin. These 
authors consider that not only is intrathecal therapy un- 
necessary but that it prolongs the time required for recovery. 


\ 
Penicillin Units 








- , (Thousands) Sulphadiazine 
Cells Sugar Protein Organism Daily x No. of Days pay Doe x 
per c.mm. (mg./100 mi.) (mg./100 ml.) ‘Seen Cultured a y 
2,610 0 50 + + 83:5 g. x 29 | Cured 
‘215 0 90 + + 50 g. x 21 Dies after 36 
ays 
1,000 0 340 + 0 69 g. x 27 Alive 
M.D. 
577 0 120 + + 105 g. x 36 Cured 
Clinical evidence of 
recurrence of meningitis £ 
! 800 x 14 60 x 6 
` 1,200 x 5 ~~ 
80,000 — — + + 400 x 2 40 x 2 4g.x 1 Died within 
48 hours 
5,600 0 200 + 960 x 21 40 x 5 32 g. x 10 Cured 
7 83 15 (6 months later) ` 
2,100 0 Š 160 + ` 960 x 20 40 x 10 .67 g. x 16 a 
Omit 4 days - 
40 x “4 \ 
(Probably 
/unnec.) 
12,800 0 350 hee + 960 x 23 :| 40x 16 | 112g. x 20 a 
150 44 35° (43rd day) 
50 . 22. 25 (3 months later) i i i 
14,000 11 100 ‘+ 0 480 x 1 40 x 8 60 g. x 15 re 
x 960 x 10 | Convulsion 
480 x 9 after 5th 
' dose 
1,400 33 , 30 -+ + 320 x 5 40 x 4 52g. x 14 aa 
: (On 19th dayin |Omitfor2 wks . 
n ' hospital) 960 x 12 
7,500 0 240 + 0 100—1 dose 40 x Í 2 Bx Died in 4 
x i ’ .| ’ hours 
‘ , 380 0 55 : -+ 0 . 120 x2 40 x 3 79 g. x 18 Cured 
80 white 35 (On 4th day of treatment) ‘| 320 x 14 | Convulsion 
590 red f ; after 3rd 
dose 
Streptomycin given also 
from 9th day 
2,540. 21 9 + 480x 4 1 40x4 96 g. x 24 ae 
‘ 70 30°5 35 (On 5th day of Then given streptomycin 
o treatment) : ; 
6,000 41 200 + -} 400 x 1 40 x 1 8g.x 7 j3 
l : Then streptomycin 
5,000 : 82 186 + + 40 g.x 9 » 
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_ Organism typed in 3 cases only—Type b. 


= 


\ 


JuLY 2, 1949 





In a report in the American Journal of Diseases of Children 
(1948) of a.discussion (in the Transactions of the American 
Pediatric Society) on the value of streptomycin Alexander 
states that the use of streptomycin alone in the treatment 
of influenzal meningitis led to complete recovery when the 
infection was mild or of average severity ; when the infec- 
tion was severe the result was disappointing, the chief cause 
of failure being the development of resistance by the organ- 


ism. In the same discussion Weech reported that he had 


found Pittman type b to be just as susceptible to penicillin 
as to streptomycin, while Hodes found that each of 12 
strains isolated from patients suffering from influenzal 


meningitis was more susceptible to penicillin than to: 


streptomycin. . 

„In this country Wilson (1948), 'in a summary of a report 
to the Medical Research Council on the use of streptomycin 
in influenzal meningitis, states that the principal cause of 
failure was the development of resistance by the organism ; 
this occurred in seven out of nine failures, the sensitivity 
changing from 0.5 unit to as high as 5,000 units in one to 
four days. This development of resistance is a serious 
drawback, and Wilson remarks that “it has been decided 
in future trials to use a combination of streptomycin, 
penicillin, and sulphonamides from the start.” Smythe 
(1948) reports 12 cases treated with streptomycin, 10 of 
which had received previous treatment with penicillin and 
_ Sulphadiazine. In all of these cases the preliminary dosage 
of penicillin was not high. He concluded that “ strepto- 
mycin gave good results in mild and moderately severe cases 
but was unsatisfactory in three severe cases.” Roscoe and 
Gleeson-White (1948) report four cases treated with strepto- 
mycin. In their one fatal case the organism was resistant to 
streptomycin, and in one of their successful cases the infect 
‘tion was first controlled with intramuscular penicillin, 
100,000 units followed by 50,000 units three-hourly for two 
days and then 25,000 units four-hourly. Relapse occurred 
on the [5th day, and this was controlled by streptomycin. 
In the light of the experience of Gottlieb and Forsyth and 
of our own-experience we do not consider that this case 
indicates a failure of penicillin to cure the disease but that 
it emphasizes the need for continued high dosage. It is 
to this point that we particularly Wish to draw attention. 


Report of 15 Cases | f 
Fifteen cases of influenzal meningitis were treated in the 
Birmingham Children’s Hospital. Two were admitted at 
the end of 1946, two-in March, 1947, and 11 between 
November, 1947, and July, 1948. Six in the last group were 


under our care, and for permission to include the other . 


cases in this report we are indebted to our colleagues. 
Case 1 has already been reported (Gerard, 1947). Twelve 
of the 15 children are alive, and all are quite well with one 
exception (Case 3), who is spastic and mentally defective. 
Details of the cases are summarized in the Table and reports 
are given below. The incidence of influenzal meningitis 
among admissions to the hospital is shown in the Chart. 


Types of Cases 

An evaluation of any line of therapy must take into account 
the age of the patient, the initial severity of the infection, and 
the duration of the illness before treatment is begun. It is well 
established that the mortality is highest in infants. The initial 
severity can be estimated roughly by the rate of progress to a 
comatose state, but, apart from that, clinical signs are of 
uncertain value ; chief among laboratory tests is the -amount 
of reducing substance in the cerebrospinal fluid. ’ 


Age.—Of the patients whose cases are here recorded two 
were under 1 year, eight were between ‘1 and 2 years, four were 
between.2 and 5 years, and one was over 5 years. 
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Initial Seyerity and Duration of Illness . - 

Severe Type.—Cases 6, 7, 8, and 11 were admitted within 
24 hours of the onset of illness, and all were comatose or semi- 
comatose. In the cerebrospinal fluid the cell count was high— 
2,000-12,000 per c.mm.—and no sugar was present. Three of 
these patients recovered, and one (Case 11) died within four 
hours of admission. Cases 1, 4, 9, and 14 were admitted on 


‘the second or third day of the illness and were comatose or 


semicomatose,; the cell count in the cerebrospinal fluid was 
577-4,000, and sugar was present in two ; ajl recovered. Case 2, 


.aged I year, was admitted to hospital,on the eighth day of her 


illness, during the first four days of which “she could not be 
roused ” ; she died five weeks after admission. A -second 
(Case 3), aged 7 months, had been ill for two to three weeks 
and had “seemed far away ” for two weeks; she survived, but 
with permanent cerebral damage. A third (Case 5), aged 2 years, 
was admitted on the fifth day of illness and died two days later. 
These three cases draw attention to the difficulty in diagnosing 
meningitis in very young children and emphasize the disaster 
consequent:on delay in starting adequate treatment. 


Less Severe Type.—Case 12, aged 10 months, was admitted 
on the 10th day of illness; he appeared to have pain in the 
head, and resisted flexion of the neck, but he was “lively and 
active.” In the cerebrospinal fluid. the cell count was 380, 
Sugar was absent, and the protein was 55 mg. per 100 ml. 
Case 10, aged 1 year 9 months, had been ill for two weeks 
before admission and was actually under observation in hospital 
for nearly three weeks before meningeal signs appeared ; after 
some improvement on treatment with relatively small doses of 
penicillin for pyrexia of unknown origin, a sudden rise in 
temperature on the 17th day induced us to have a second blood 
culture, the first, on his admission to hospital, having proved 
to be sterile. A pure growth of H. influenzae was obtained. 
Lumbar puncture was carried out on the 19th day, neck rigidity 
having appeared ; the fluid contained 1,400 cells, 33 mg. sugar, 
and 30 mg. protein per 100 ml.; H. influenzae was cultured. 
These two cases demonstrate the long bacteriaemic phase which 
may precede the’ meningeal phase; in neither case was the 
Meningitis severe, and both patients recovered. 

r Treatment and Results 

The line of treatment adopted has varied somewhat 
according to the physician responsible for the case and 
according to experience gained. That and the results 
obtained will be discussed under three headings. 


1l. Sulphadiazine and Penicillin (11 cases) 

(a) Three of these patients died. One (Case 11), aged 24 years, 
admitted in coma after 24 hours’ illness, died before more than 
one dose of penicillin had been given. Another (Case 2), aged 
l year, had a severe infection and had been ill for eight days: 
she was comatose on admission. She was given intrathecal 
penicillin, 40,000 units daily for 12 days, and intramuscular 
penicillin, 10,000 units three-hòurly for 36 days. Irreparable 
damage may have been done during the eight days before 
admission, but in any event the intramuscular dose was inade- 
quate. She died on the 36th day of treatment. The third 
(Case 5) was semicomatose on admission, after having beeg ill 
for five days ; she was given one dose of 40,000 units of penicil- 
lin intrathecally and 50,000 units three-hourly intramuscularly. 
This dosage we regard as inadequate. She died within 48 hours- 
of admission. S 


(b) One (Case 3) recovered, but had received permanent 
cerebral damage. She was 7 month$ old, and had been ill 
for two to three weeks before admission. Again irreparable 


' damage may have already been done, but doses of omiy 10,000 


units. were given inteathecally and 8,000 units, later increased to 
30,000 units three-hourly, intramuscularly. 


(c) Seven cases recovered completely. Six of them were of 
the severe type, comatose or semicomatose on admission ; three 


. Were admitted within 24 hours of the onset of illness and three 


within two to three days; the seventh case had a long 
jbacteriaemic phase and the meningitis was not severe. Case | 
(Gerard, 1947), the-first inthe series, had a relatively low 
intramusculartdosage over a period of four weeks and required 
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intracisternal as well as intraventricular penicillin. Case 4 had 


40,000 units of penicillin intrathecally for eight days and intra- ¢ 
muscular penicillin, 320,000 units daily, for 17 days. After an- 


immediate good response there was a recurrence of meningitis 
at the end of the third week,.and this was controlled com- 
pletely by much larger dosage. Cases 6, 7, 8, and 9 were given 
40,000 units ‘ntrathecally daily and 960,000 units intramuscularly 
in three-hourly doses. In no case was there any evidence of 
meningeal reinfection after the illness was once under control, 
and in no case wag intracisternal or intraventricular therapy 
‘required. In one case a severe convulsion occurred after the 
fifth intrathecal injection, but with no ultimate ill effect. 


In this last group the cerebrospinal fluid became sterile 


on the third to fifth day, clinical improvement was apparent ` 


in two to three days, and the meningitis seemed to be well 
under control by the end of a week, though the temperature 
did not settle completely so long as intramuscular penicillin 
was given. Also the cell count in the cerebrospinal: fluid 
‘did not return to normal while the patient was under treat- 
ment. This was presumably due to reaction to the penicil- 
lin, but in those ‘patients whose C.S.F. has ‘been examined 
several months after cessation’ of treatment an. ultimate 
return to normal is indicated. The persistence,of pyrexia 
and cellular reaction, however, made it difficult to decide 
when to stop treatment: we may have given an unnecessary 
amount of intrathecal penicillin. There seems to be no need 
to continue this for more than a week after the fluid is 
sterile, provided adequate intramuscular penicillin, 960,000 
units daily, is continued for about three weeks. 

2.. Sulphadiazine, Penicillin, and Streptomycin (3 cases).—. 
In Cases 12 and 13 a change was made from penicillin to strepto- 
mycin on the fourth and fifth day respectively, but in each case 
improvement in the C.S.F.—a fall in cells from 380 to 80 and a 
risé in sugar from 0 to 35 mg. per 100 ml. in one, and a fall in 
cells from 2,540 to 70 and a rise in sugar from 21 mg. to 30.5 mg: 
per 100 ml. in the other—had already taken place. The second 
patient had a convulsion after one of the intrathecal injections 
of penicillin. In the third (Case 14), a change to streptomycin 
was made on the second day of treatment. In none of these 
cases can it be'said that penicillin had failed: it had not been 
given time to succeed.: All recovered., 

3. Sulphadiazine and Streptomycin——One patient (Case 15) 
was treated with this combination ‘with complete success. , 


Conclusion 


We submit that these cases show that penicillin, com- 
bined with oral sulphadiazine, given in adequate dosage— 
960,000 units daily for three weeks in three-hourly doses 
intramuscularly, and 40,000 units daily intrathecally for 
about seven days after the cerebrospinal fluid is sterile— 
provides an effective remedy in the treatment of severe as 
well as of moderately severe cases of influenzal meningitis. 
‘The facts that streptomycin is not freely available at present 
and that the organism is known to develop resistance render 
streptomycin less generally useful. i 


C ; 

We wish to express thanks to our colleagues for permission to 
€nclude their cases in this survey, to the resident medical staff for their 
help in carrying out the treatment, and to the nursing staff for their 
great care of the patients. We are also indebted to Dr. Rogers 


_ for the pathological repSrts and to Miss E. Hickmans for the 
, biochemical reports. i : 
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A STUDY OF THE POST-WAR INCIDENCE 
OF BREAST-FEEDING 


BY 


F. H. M. DUMMER, M.B., Ch.B., D.P.H. 
Assistant County Medical Officer, Hertfordshire ; Maternity 
and Child Welfare Medical Officer, Hitchin and Stevenage 


` This investigation was carried out in order (1) to study the 


real incidence of breast-feeding in the town of Hitchin, 
North Hertfordshire (population 20,710); (2) to analyse 
the reasons for early weaning; and (3) to consider any 
existing correlation of age and parity, place of confinement, 
effect of vitamin supplements, mixed feeding, and housing. 

Opinions ‘of previous investigators have varied consider- _ 
ably on the trend in breast-feeding. Spence (1938) reported 
a definite decline ; Robinson (1939) stressed the tendency 
towards a shortening of the duration; Hughes (1942), 
reviewing the incidence of breast-feeding in a small mining 
community, found that 31% of babies were weaned by the 
second week. It has recently been stated that not more 
than half the babies in Britain are breast-fed for longer 
than three months (Waller, 1947). 


Material and Method 


The survey was restricted to mothers living in Hitchin 
who were confined locally between Jan. 1, 1946, and 
Dec. 31, 1947, and who spent at least six antenatal months 
in the district. By such selection it was hoped that varia- 
tions in antenatal and post-natal care, modes of manage- 
ment in infant-feeding, and fluctuations in the availability 
of extra rationed goods would be equalized. 

In order to obtain a comprehensive survey it was obvious 
that the records of antenatal and infant welfare clinics 
alone would be inadequate. A detailed questionary was 
therefore prepared and mothers in the above category were 
interviewed individually. The questions were worded so 
that a “social history” of each infant could be built up. 
A complete picture of environmental conditions possibly . 
‘affecting its intrauterine and extrauterine life until the age 
of 6-9 months was obtained. Out of all the visits paid, 
in only one instance was the required information refused. 

The results of the questionary, taken in conjunction with 
the relevant records in the clinics and the reports of the 
health visitors, provide the basis of this study. 


Results 


Omitting infant deaths, removals from the district, and 
mothers who were confined elsewhere, the total available 
for investigation was 546. The number successfully inter- 
viewed was 545. Of these, 58.7% were in regular attendance 
at the infant welfare centre. This figure is regarded as 
satisfactory, since over 30% of mothers with children born 
in 1946-7 are living in an area of the town almost two 
miles from the centre, and their regular attendance would 
be a matter of great inconvenience to ‘them. . ` 

Deliveries —These were carried out in the’ County Council 
Maternity Home (161), two private nursing-homes (230), the 
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maternity unit of a local hospital (50); and “on district ” (104). Place of Confinement Related to Weaning.—The results are 
Midwives delivered 383 cases, while 162 were doctors’ cases.: shown in Table VI. i 


The overall average period “confined to bed” was 11.1 days:. | 
a ae PE f Se á l TABLE VI.—Percentages Weaned at 14 Days and`3 Months Referred 
Age and Parity——Almost one-quarter of the primiparae were ae to Place of Confinement 


‘aged 30 or over (Table I): Although the number of: primiparae 
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"s n t F 5 e : 
A is high—44%—the tendency towards postponement of the first - Place‘of Delivery | | Weaned by 14 Days | Weaned by 3 Months 
t. birth is seen. The average time which elapsed between marriage County Come Museen e eee 
and the birth of the first child’ to the primiparous group was Private nursing-homes |, 18080 42-297 
3.4 years. Less than 27% have more than two children., District... mi. an - 23:1% i 50% 
TABLE I.—Age and Parity f E , j = Aig aa a ae 
er Housing.—Details of housing accommodation for the first ‘six 
J - post-natal months were carefully noted, and cases were allo- 
3 4 5, 6 7 cated to one bf the six categories shown in Table VHI. The 
1 m ' special position of primiparae was ascertained. 
6 | 1 ‘ i i . ? . 
Fs i i- ' 3 ] Taste VII.—Showing (i) Housing Distribution; (ti) Percentage 
15 8 s l3 4 Weaned by 8 Weeks; (iii) Percentage of Primiparae Weaned by 
14 8 6 4 2 ' 8 Weeks a 
: I 1 TO 
66 35 20 12 g Group Sharing | Detached | Semi-det. Flat’ Rooms | In-laws 
(i) Overall =. | 81% 7-2% 48-5% | 9-1% | 11-7% | 15-4% 











i‘ f j : Gi) Weaned by 8 
Duration of Breast-feeding—tIn Table II “ weaned ” is defined 


van wy Weeks... | 25-0% | 266% -| 33-4% | 31-29% | 396% | 40-0% 
as “having reached the stage at which the infant receives Gt orna ra 
wholly, for the first time, feeds other than breast milk.” These ' miparae) . .- |. 63% 20:0% ‘| 290% | 27-0% 


59-0% | 650% 
„results are compared with those of previous investigations - 
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Taste H.—Duration of Breast-feeding (545 Cases) Vitamin Supplements.—It might be of some interest to note 

; ; T => the percentages using the Ministry of Food vitamin supplements 
Time’ ea E eine _ Weaned ‘A and D and the concentrate of orange juice available for 
— C +————-— expectant mothers: (1) 27.3% did not use the supplements at 
Weis age oe Bae i e 19.968 . any time ; (2) 11.8% took the supplements in both antenatal and 

1 month =... | 5” 695%. 26-0% post-natal periods; and (3) 60.9% took them in the antenatal] 
oon ee ells 50-34 49-08 period only. For either period the minimum time allowed in 
4 h . 40:7% 54-0% the calculations was one month ‘and the maximum six months. 
2 y Baer" 68.404 . In group 1, 25.1% breast-fed for three months or more; in 


group.2 the figure was 12.3% ; and in group 3, 62.6%. No 
real relationship is suggested in these findings. 





TABLE I.—Duration of Breast-feeding. Comparison-with Previous ? 
oan Investigations , Reasons: for Weaning.—The reasons for weaning by the end | 
l a: Sean : of the third month were: maternal illness, , general, 9%; 
Findlay, n ea Robinson, Newbiesin,| Saat maternal illness, local, 15% ; illness of infant, 5% : economic, 

` : 4%; psychological, 10% ; physiological, 51% ; miscellaneous, 


Time | burgh), 1938 | castle) 1938 1942 1948: 
„_ _. _ -| G,000 Cases) |(1,326 Cases) | (439 Cases) | (112 Cases) | (545 Cases) 6%. Among the above causes breast abscess accounted for 
4%, mastitis or engorgement without abscess formation 6%, 


10-14 oe 87% 









2 wee 2. = me 67% ' 18:3% malformation of nipples or breasts 5%, and infant malforma- 
I month .. 55 a 69 5% . a 

3 months.. a 58% 32 50-327 tions such as cleft-palate and hare-lip 1.1%. 

Bee oe 2a 34:7% 19% |+ 132% Occupational Groups—Apart from illegitimate children, in 





all but two cases the occupation of the husband was accurately 
(Table II}. Since the factor of “duration” is of greater elicited. Table VIO covers the occupational groups of 97% 
consequence than “initial incidence” the results were further, of the husbands of the women interviewed. 


te ad to. ascertain the trend of primiparous women TaBLe VUI.—Showing Occupational Distribution of Weaning Times 
~ N £ ~a aaaea a o e aaae 















FABLE IV.—Duration of Breast-feeding: Primiparae (242 Cases) Percentage Weaning Occurring at 











Occupation . P 

s 13- 4 

Time Complete Breast-| Partial Breast- Weaned l : oe ee 
feeding feeding eaesonel = 22 30 

- — f ET ivil servants 26 28 œ 
Up to 2 weeks 75% : 9% - 16% Skilled workers 18 39 
1 month i Te : 66% head 11:5% 22:5% ' Services i i 15 25 
3 months me ai 50%, 4:2% 45:8% Semi-skilled workers. ` 19 23 
6 my ë ee a .. 128% © j 18:2% I 69% Storekeepers .. a‘ 30 25 
` , Vehicle drivers 32 24 
i Factory workers I5, 39 


Labourers 





Complementary Feeding.—Table V shows the average period 
for which mothers have been able to extend breast-feeding by 


the use of complementary feeds. Cases: in which full breast-. | , A 
feeding was later resumed have been excluded. ' : Discussion l ° l 
| TABLE V.—Shówing the Duration of Breast-feeding along with . From a study of previous investigations it is clear that 


po cs soComplementary Feeds there is a distinct trend towards early weaning (Spence, 


Complemented Average Extension of || Complemented Average Extensión of 1938 ; Robinson,-1939 ; Hughes, 1942). The likelihood that 
at ` at’. : 





Breast-fee Breast-feeding this mode will become permanent is given weight by the 

i week 3-5 weeks ' 69 weeks, fact that the gross initial incidence of breast-feeding has 

| oek 53 » i . 30 » „not fallen to any appreciable extent. Of the 242 primiparae 

se 4m $0, 28 = , ‘in this series 16% had weaned by the end of the first month, 
x. ee E 2 io‘ *  . +, and of these-nearly one-half had either not attempted to 





ll | >- .” + feed the infant or had: failed to. establish successful feeding 


* 
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in the first week. In the analysis of the reasons for 
weaning at on before 3 months 6% were classified as being 
unwilling to breast-feed. 

Genuine physical incapacity of mother or infant 
amountede to only 6.1%. Spence (1938) considers that 
not tess than 5% of failures in lactation are due to 
this cause. 


The term “ ph¥siological insufficiency”, covers a multi- 
tude of unsatisfactory causes. In this group the commonest 
explanation was “My milk just dried up.” Where there 
was any reason to suspect undue worry, shock, or housing 
conditions which were too bad for a nursing mother to 
cope with there, has been a follow-up, and the reason 
re-allocated. But a large percentage of failures remain 
unexplained. In a study of failing lactation Robinson 
(1943) found that in 40% of women who ceased breast- 
feeding before the end of the seventh month no adequate 
reason could either be given or be found on examination. 
There would seem to be no specific fault, and in the 
majority of cases the mother insisted that she wished to 
persist in breast-feeding. In many instances it is not unlikely 
that the reason was an unadmitted revolt against the condi- 
tions in which she was placed—tiredness, small accumu- 
lating worries, living under poor or even bad conditions, 
restriction of freedom, and, possibly, marital anxieties. 
In such cases home help, the health visitor’s continuing 
interest, and, perhaps most important of all, the attitude of 
the husband would give the nursing mother that peace of 
mind and bodily rest so essential throughout lactation. It 
is not unknown for the husband to forbid breast-feeding. 
One such individual gave as his reason, “ Breast-feeding is 


a disgusting example to our 12-year-old daughter.” i 


The “danger period” in breast-feeding is primarily at 
the fourth or fifth week, with a second relapse about the 
etenth or twelfth week. The value, or otherwise, Of com- 
plementary feeds at such times has been strongly voiced 
(Lishman, 1944 ; Hughes, 1942). We have found that even 
in the early stages many mothers are enabled to resume full 
breast-feeding after the use of small complementary feeds 
for only a week or ten days. It is true that a large number 
of mothers give up, and no aspect of infant feeding 1s 
fraught with greater disappointment. 


The use of a single 2-p.m. test feed can be very mis- 
leading. It is here that the clinic medical officer—and, 
no less, the practitioner—faces a substantial obstacle. It 
helps considerably to have mothers for test feeds encour- 
aged to attend the clinic slightly earlier than the norma! 
session so that one may examine the breasts before the 
feed and again during the feeding. In really co-operative 
cases—and the fullest co-operation is an essential in early 
omplementary feeding—the health visitor can usually 
arrange to carry out three consecutive test feeds, or at least 
a minimum of two, including the one at the clinic. Com- 
plementary feeds at the later stages—from the eighth week 
onwards—can be resorted to more confidently. 


In a pre-war study Robinson (1939) found that of the 67 
primiparae living in rooms in 100 consecutive cases approxi- 
mately 70% had weaned by eight weeks. In the present 
survey the highest percentage of weasings occurs in those 
occupying rooms or in the even more indefinite menage 
with “in-laws.” Naturally, the greatest number of primi- 
parae are also found in those circumstances. The effect of 
“friends and relations” can be thoroughly disheartening 
to the inexperienced, and { am of the opinion that housing 
difficulties as they exist at present, and the close proximity 
of relations, together constitute a major menace to success- 
ful breast-feeding. This position may have some bearing 


a 


on the unsatisfactory district figures compared with those of 
nursing-homes on the question of weaning by the end’ of 
the second week. 


In the Ministry of Health Report (1944) the statement 
is made that the Advisory Committee estimated that 95% 
of babies born on the district are wholly breast-fed when 
the midwife leaves, while only 80% of babies leave hos- 
pital fully breast-fed. For these results the “ over- 
mechanized methods ” of hospitals are blamed. In this 
serjes 83.8% of babies born- in the County Council 
Maternity Home were wholly breast-fed at 14 days, while 
the corresponding district figure was 76.9%. Locally, at 
least, “ over-mechanized methods” do not appear as an 
outstanding cause of failure. 


This investigation shows that each of the occupational 
groups chosen has its own specific weaning rate. In her 
Liverpool series on the weaning rates in ten classes of the 
population in the years 1930-40, Robinson (1941) found a 
difference of only 8% at the end of the first month and 
only 3% between the classes at the fourth to seventh months. 
The smallest range—12%—in the present survey occurs 
between the fifth and twelfth weeks. In a series of this 
size we are not justified in drawing general conclusions from 
these findings. 

From the collected material available it is unfortunately 
not possible to give accurate morbidity rates relative to 
breast-feeding ; it was established, however, that no case 
of gastro-enteritis requiring treatment in hospital bad 
occurred in babies who had been wholly breast-fed for 
three months or longer. 


Summary 


The results of an investigation into the incidence of breast- 
feeding in an area of North Hertfordshire in 1946-7 are 
analysed. 

The number of babies completely breast-fed at 6 months was 
estimated at the low figure of 13.2%. 

Although the primary incidence of breast-feeding has not 
appreciably altered there is evidence of a shortening of the 
duration. The “mode” in breast-feeding is set by the primi- 
parae, who favour the shortened duration. ; 

An evaluation is made“of complementary feeding. 

The effects of housing accommodation are tabulated and 
discussed. 

A comparison is drawn between the early weaning rates of 
babies born in maternity homes and those on the district. 


I have to thank Dr. J. L. Dunlop, county medical officer of Hert- 
fordshire, for permission to undertake this investigation, and the 
staff of the County Health Department for their interest and assis- 
tance. Most of the interviews were carried out by the health visitors 
of Hitchin, and I am most deeply indebted to them for their sustained 
interest and the willingness with which they agreed to perform these 
additional tasks. The permission of the Librarian of Cambridge 
University Library to peruse the medical literature is also gratefully 
acknowledged. 
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the expenses of printing, local advertisement, and distribution 


_ of the syllabuses of hospital courses for the postgraduate educa- 
' tion of general practitioners. 


The costs should not fall on 
hospital funds. ' 
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During 1948 the new laboratory of the Preanancy Diagnosis 
Station of the University of Edinburgh was equipped to 
carry out the Hogben test. Most of the tests now carried 
out here ‘are. Hogben tests, though a large proportion of 
Aschheim-Zondek fests are still performed, partly because 
many practitioners do not send’ us enough urine. i 


ps 


Modifications 


During this period modifications to both aikoi: have 


been introduced which have resulted. in a:more efficient 
routine and in greater accuracy. There’ are now, enough 
data available to show that.the Hogben test is suitable for 
routine diagnosis, 'and that it is more reliable than the 
Aschheim Zondek test. The following modifications are 
those now in use. of i 


Pig ` 4. Aschheim-Zondek Test 


The meod used is that described by Robson (1947), with 
the following modifications. Four mice (obtained from dealers 
as 3-weeks-old females) aré used instead of five. The, pre- 


treatment of urine (testing with universal indicator, addition of - 


acid, or shaking with ether when toxic) and the addition of 1 g. 


pi =- 


' “results i in 24 hours a second toad is injected with the remainder 


(2:5 ml.) of the same extract.’ If both toads are still negative 
48 hours after the beginning of the test the result is recorded 
as negative. This enables 25% more tests to be done with the 
same number of test animals without loss in accuracy. We find 
that toads- which have previously ovulated can be made to 


. deposit eggs if they are injected, 24 hours after thei? last ovula- 


tion, with “negative:urine” or distilled water. It is therefore 
of the utmost importance that toads be: taken from the correct 
tanks, otherwise many false positive. resultæ will be obtained. 


` t 
' Comparison of Results 
Slips for confirmation or otherwise are sent out with the 


. results of the tests, but unfortunately owing to lack of 
' co-operation of the’ medical practitioners only 14% were 


returned during 1948.' It has been assumed in the follow- 
‘Ing table that our errors are duly reported.’ In the words 
of one of our local practitioners, “I don’t bother to tell 
you when you are right, but I soon let you know if you 
are not.” Even if this assumption is incorrect the com- 
parison between the two methods is still valid, as a similar 
proportion of confirmations were received for each test. 
The first items in the accompanying Table are a summation 
'of data gleaned from the literature. 











No. of | Definitel False False 
Test Source Tests Correct Doubtful Negative | Positive 
A-Z. | 42 authors 26,163 | 97-99 y 
13 ©, "455 | 972% 1-6% 1:2% 
' Edinburgh P.D.L. | 12,567 | 99% ° 0-72% | 0-08% 
Hogben 14 a authors 7,107 | 98-9% 11% 0 
ae dinburgh P.D.L.| 5,666 | 99-65%% 0:3237 | 0-03% 


of sulphosalicylic acid to 30 ml. of urine have been discarded . 


in favour of the following: four drops of 20% thymol in 


alcohol are added to 30 ml. of urine immediately on arrival ‘ 


of the specimen. 
percentage of urines which prove toxic to the test mice. This 
. is in conformity’ with the findings of Zondek and Black (15946), 
who decided that toxicity was not a property of normal urine, 
but was formed, on standing, by bacteria'in the urine. It should 
be added that the mice tolerate thymol extremely well, and the 
effect on the ovaries of the test animals seems more clear- -cut. 


2. Hogben Test : 


The method used is that published by’ Landgrebe and Samson 
(1944), with the following modifications. Well-fed toads weigh- 
ing 60-100. g. are- used, and must respond by ovulating to 
70 i.u. of chorionic gonadotropin instead of 100 iu. We find 
that stock animals can be divided into two quite distinct groups 


This simple modification has reduced the | 


\ 


with regard to sensitivity, and this test’ dose enables the less_ 


sensitive.animals (about 20% of a fresh stock) to be discarded. 
Toads are used. every ten days, as they have been shown to be 
‘more sensitive than’ if used at 21- -day ‘intervals (Landgrebe, 
1948). They are not, however, used continuously, because they 
lose weight. It. may be that with different conditions of 
husbandry, this would not occur. So in our laboratory they 
are used three times in one month andthe next month not at 
all—e.g., animals used on Jan. 3, 13; and-25 will be rested 
during February and used again on March 1, 11, and, 23, rest- 
ing the following month, and so on. This means that a single 
Xenopus toad is used 18 times ,in a year. 


By. means of the Scott (1940) technique 60 ml. of urine ‘are 


concentrated into 5 ml. of extract::. One toad only isiused for - 


each test, and it receives 2.5 ml: of .extract in the dorsal lymph 
sac (see Landgrebe, 1948). If the toad ovulates within 24 hours 
the result is recorded as positive. If, however, no ovulation 


1 


Cal 


' It will be seen that the Hogben test has noa more 
reliable results than the AZ. test both at Edinburgh and 
elsewhere—this in spite of the fact that our modification 
-of the AZ. has increased the accuracy from an average 
of 98.4% over many years to 99% in 1948. 


The number of false positives (two) given -by the Hogben 
test compares favourably with that given by the AZ. test. 
One of these Hogben ‘false positives was found with urine 
from a-patient with a history of persistent abortion over 
several years. According -to the clinical report received 
later; ‘she had a,discharge for a few days following the 
dispatch of: the specimen. The second false positive did 
not, however, support the clinical findings, although two 
toads ovulated to the specimen of urine sent. Thus any 
attempt to sensitize the test further should be. avoided. 


Some false negative results are probably due to speci- 
mens being collected too soon after the first missed period: 
ten days should elapse before urine is sent for test. We 
cannot decide how many of our false negative results are 


. due to this, since in many cases little or no information is 


Duncan, 1944). 


sent with specimens of urine. 
© e 


A 


|. , Conclusion’ 


It is shown that the Hogben is a more reliable test than 
the AZ. Its many other ‘advantages over the A.Z. have 
been outlined by geveral different authors (Elkan, 1946 ; 
Herring, 1944; Landgrebe and Samson, 1944; Milton, 
1946 ; Weisman and - Coates, , 1944; Zwarenstein and 
‘With our modifications the advantage of 
economy is even more obvious., Some of our animals 
have been used for test over 40 times and are giving con- 
sistent and reliable results.° We have estimated. that, 
including runring costs of the laboratory, a Hogben test 


_ can bescarried out at less than half the cost of an A-Z. test. 
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A SIMPLE WEIGHT-REDUCING DIET 


BY 


H. L. MARRIOTT, C.B.E., M.D., F.R.C.P. 
Physician With Charge of Out-patients, Middlesex Hospital 


Fifteen years ago I devised a reducing diet, and have since 
used it for a large number of patients. The essential 
instructions are as follows: ) 


1. Eat or drink as much as you like (or can get) of : 


‘Lean meat, poultry, game, rabbit, hare, liver, kidney, heart, 
sweetbread—cooked in any way, but without addition of 
flour, breadcrumbs, or thick sauces. 


Fish (not tinned), boiled or steamed only ; no thick sauce. 

Eggs, boiled or poached only. 

Potatoes, boiled, steamed, or baked in skins, but not fried, 
roast, sauté, or “chips”; not potato powder. 

Other vegetables of all kinds (fresh, tinned, or dried) 
cooked in any way not involving the use of fat. 

Salad and tomatoes without oil or mayonnaise. 

Beetroot, radishes, watercress, parsley. 

Fresh fruit of any kind, including bananas. Also bottled 
fruit if bottled without sugar. Not tinned or dried 
fruits (including dates, figs, and raisins). 5 

Sour pickles, nòt sweet pickles or chutneys. 

Clear soup, broth, “ bovril,” “ oxo,” “ marmite.” 


Salt, pepper, mustard, vinegar, Worcester sauce (no other 
sauces). 


Saccharin for sweetening. 
Water, soda-water, and non-sweetened mineral waters. 
Tea and coffee (milk only as allowed below). - 


i 


l 
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2. You may have milk (not condensed). up to half a pint 
(284 ml.) daily. . No cream. ; 


3. You may have three very small pieces of bread per day 
and take them either one at each main meal or all three at 
ome meal as desired (“ very small” means not exceeding 1 oz.— 
28 g.). 


4. You may have nothing else whatever; particularly note 


r 


ə that this means : 


No butter, margarine, fat, or oil (except for cooking meat, 
not fish). e á 

No sugar, jam, marmalade, honey, sweets, chocolate, cocoa. 

Nọ puddings, ices, dried or tinned fruits, nuts. 

No bread (except as above), cake, biscuits, toast, patent 


reducing breads, cereals, oatmeal; “all-bran,” “ ryvita,” 
“ vitawheat.” 


No barley, rice, macaroni, spaghetti, semolina, sausages, 
cheese. 
No cocktail savouries, alcohol (beer, cider, wines, and 
spirits). 
Weigh before you begin, and thereafter weekly, on the same 
scales, in the same clothes, and at the same time of day. 


The general principle of the diet is simply to allow unre- 
stricted consumption of specified low- and moderate-calorie 
foods, with measurement of only two foods, milk and 
bread. It is therefore very simple, and patients generally 
report it as easy to carry out, even in these days, whether 
eating at home or in restaurants or as guests. z 

The opening ‘words “ eat or drink as much as you like” 
seem to predispose to willing co-operation. Encourage- 
ment to eat unlimited potatoes generally occasions pleasant 
surprise. The lay public has deeply rooted the notion that 
potatoes are more fattening than anything else and, con- 
sequently, the obese have usually been denying themselves 
potatoes, which, in fact, are not of high calorie value unless 
covered and impregnated with fat in cooking. Obese sub- 
jects can eat liberal helpings of boiled, steamed, or baked 
(without fat) potatoes three times a day and still continue 
to lose weight. MEN , ‘ 

Weight lost by patients who adhere faithfully to the diet, 
without any lapses, varies from 15 to 35 Ib. (6.8 to 15.9 kg.) 
in 12 weeks.. More can be lost (up to 60 Ib. (27.2 kg.) in the 
very fat) by going on. Prolonged experience enables one 
to say that a patient with simple obesity who does not lose - 
weight is eating or drinking outside the permitted articles. 

After weight reduction has been achieved the patient is 
left knowing the foods which are most fattening. He or 
she should be advised to return to ordinary diet but to 
maintain weekly weighing and check any observed tendency 
to regain weight by moderate restriction of consumption 
of the articles listed in Instruction 4. ` 

Hitherto I have not had ‘the diet printed, except for 
hospital Use, but in response to requests from ‘practitioners 
I have arranged with Messrs. H. K. Lewis & Co., Ltd.,’136, 
Gower Street, W.C.1, to produce it as a printed diet card 
with the-instructions on the front and the weight record on 
the back. (Price 7d. post free.) The instructions are pre- 
faced by a warning that the diet should not be undertaken 
except on the advice and under the supervision of a doctor. 
A footnote states that the card is intended for sale only to 
registered medical practitioners. 


id 





Medical Memoranda 








Pylorospasm in the Adult, Complicated 
by Uraemia | 


In the B.M.J. of Jan. 17, 1948 (p. 99), Mr.-A. Hobson 
mentions the connexion of hypertrophic pyloric stenosis 
with uraemia. I have recently treated- a case similar to 
his, although mine was undoubtedly pylorospasm instead 
of true hypertrophic stenosis. 

In Price’s Practice of Medicine (1938) it is remarked that 
“spasm is often stated to give rise to pyloric obstruction, 
but. the evidence that it can do so is inconclusive, except 
in the hypertrophic pyloric stenosis of infants.” In, con- 
trast to this, Beckman (U.S.A.) in his Treatment in General 
Practice under the headings of “ nervous dyspepsia ” and 
“ pylorospasm ” describes cases very similar to that of my 
patient. : 

CASE REPORT 

In January, 1916, while in the Army, a professional man 
now aged 60 had jaundice with acute pain and was in hospital | 
for four months. In September, 1916, he underwent appen- 
dicectomy for alleged chronic appendicitis, and has suffered 
from flatulent dyspepsia ever since. He was first seen by me 
in December, 1919, when he had a temperature of 102° F. 
(38.9° C.) and a much-enlarged and tender gall-bladder. 
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In jian, 1927, he''still -had flatulent' dyspepsia, and 
cholecystography on two occasions failed to show’ the’ gall- 
‘ bladder. The report on a barium meal was that the first, second. 
and half the third part of the duodenum were enormously 
dilated, possibly by obstruction by the ' superior - ‘mesenteric 


artery., On ‘my advice an exploratory laparotomy was done. 
The gall-bladder was removed, but was found to contain no 


calculus and did not seem ‘to be unhealthy. From this time 
flatulent dyspepsia had persisted more or less continuously with 
bouts of vomiting. Barium meals on several occasions showed 
no abnormality of stomach ‘or duodenum. In March, 1946, he 
had jaundice with relapse, presumably due to infective hepa- 
titis, which was epidemic at, the time. 
1947, while on holiday in England, he was very ill, vomiting 
frequently and losing a great deal of weight. He was admitted 
to hospital, and after barium and fractional test meals was told 
he was suffering from “cramp of the stomach,” which in the 
light of recent events presumably meant pylorospasm. 


I saw him in October, -1947. He was then extremely thin, 
By the middle 


but stool culture tevealed nothing abnormal. 
of January, 1948, he had been free of symptoms for three 
months, had been eating less carefully than for a long time, 
and. had gained some 18 1b. (8.2 kg.).. This ruled, out any possi- 
bility of carcinoma. It was quite evident that his symptoms 


were closely related to worry, of which he had -been free during 


these three months. On Jan. 20 he relapsed. He now restricted 
his fqod, but had vomited several times daily: for.a week. His 
subsequent history-is as follows: 


fe 


Jan. 22.—Still vomiting ; ; mental confusion and elision 
Admitted to hospital. Urine: a few granular and hyaline casts ; 


‘ traces of albumin; sp. gr. 1014.. Blood. urea 172 mg., plasma 


chlorides 415 mg. per- 100 ml. . i 

Jan. 23—No' more vomiting: Urine 14 oz. (400 ml). 
Rational at times. B.P. normal. 
subcutaneously ; ; orange juice, etc. ME 

Jan. 24—No vomiting. Great mental- confusion, 


Jan, 25.—ŅNo vomiting. Urine, 70 oz. (2 litres). 


days. f 
Jan. 30.—Urine, 70: 02. Blood urea, 72 mg. per 100 ml., 
Feb. 1——Urine, 30 oz. (850 ml). , Vomited copious green 
fluid several times., i 
Feb. 2—Urine, 34 ož; (965 ml.). Copious vomiting. 


Feb. 3.—Copious vomiting of green liquid. On inspection 
very strong peristaltic waves visible in epigastrium, with `a 
swelling as large as.a tangerine orange progressing towards the 

, pylorus, as seen in congenital , pyloric stenosis of infants. 
Barium meal : on screening, very strong peristalsis of stomach 
with antiperistaltic wave after it had reached the pylorus. Two- 
~and-thrée-quarter hours later no barium had passed the pylorus. 


Atropine 1/100 gr.-(0.65 mg.) subcutanéously ; “ bellafoline w 


10 minims (0.6 ml.) t.d.s. ; 
glucose-saliné 500 ml. b. d: 


- Feb. 4.—No vomiting. Urine, - 20 oz. (570. ml.).- 
‘Feb. 5 No vomiting. Atropine, 1/200 gr. (0.32 mg.) b. d. 


Feb. 6.—Copious vomiting. Atropine ‘and bellafoline dis- 
continued. “ Antal” 10 ml. I.V. daily for 18 days. (Antal is a 
French preparation containing 1 mg. of atropine and some 
sodium bromide.) It was noticed that the very; violent peristalsis 
of the stomach which occurred after the ingestion of any food 
ceased in a few minutes after the injection’ of antal ; the patient 
then announced that the spasm had rélaxed, ‘and food was 
passing the pylorus. 

On Feb. 20 he was eating ‘cold efeke and a without 
inconvenience and had'returned to work in his office. í 


Nov. 10~—For four months past he has been .free of all 
symptoms, eating normally, and feels -better than he Has done 


' phenobarbitone 4 gr. (50 TEJ t.d:s. ; 


- for 25° years. ` 


I believe the “cure” to be due to his ‘realization that the 
gastric trouble was: ‘due to, psychological causes. Ep 


. oo EN, RUSSELL, M.D., B.Ch, 
; Anglo-Swiss Hospital, Alexandiia, Egypt. 
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During the summer of | 


Glucose-saline; 500 ml. b.d. 


Blood urea, 
200 mg. per~ -100 ml. No noteworthy change occurréd for five” 
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 Sťernal Swelling as a Presenting Sign of 
Hodgkin’s Disease 


The association between sternal swellings and Hodgkin’s 
disease has been noted by Goldman‘and Victor (1945) and 
by Sicler (1948). The latter describes an unuswal case in 
which Hodgkin’s disease manifested itself by a sternal swell- 
ing of two weeks’ duration. The following case is of interest 
in that a swelling had been present on the sternum for five 
years before the diagnosis of lymphadenoma was made, and 
because the‘ patient had been successfully treated for 
pulmonary tuberculosis. ‘ 


‘ ' Casz HISTORY 

The aiet a woman aged 36, with a considerable medical 
history, was notified to this department in July, 1947, as a case 
of tuberculosis, and was admitted on Aug. 11 to sanatorium for 
further investigation. °° 

She had had measles and scarlet fever, injuries due to a fall 
of 30 ft. (9.14 m.) at the age of 13, and pulmonary tuberculosis 
at 22. She was. in ‘sanatorium from July, 1933, to January, 
1934, and was treated by left A.P., which was continued 
privately ‘thereafter ; last refill January, 1946.. Menstrual dis- 
orders for years ; had D. and C. in 1943 and again in January, 


1947. Chronic dermatitis of both hands. 


A small swelling on the upper sternum first noticed about 
After the uterine operation in 
January, 1947, the swelling had enlarged noticeably and pro- 
‘In June, 1947,~the condition was diagnosed as 


tuberculosis, and the case was notified to the public health 
` department. 


y 


‘ normal. 


. When I first saw’ her in July, 1947, her general condition 
was fair. She was febrile, toxic, and anaemic, but, apart from 
the swelling and some weakness, had no ‘complaint. The Jungs 
showed signs of fibrosis but none of any active disease. The 
cardiovascular, digestive, and nervous systems were clinically 
.The dermatitis of both hands was in a quiescent phase, 
but there was slight dry eczema of the webs of the fingers. 

The swelling was a rounded painless protuberance ‘on the 
upper sternum about thè level of the second costal cartilages. 
It was exactly in the midline and occupied almost the breadth 
of the sterium. There was no tenderness or sign of pointing, 


‘but the overlying skin was reddened and fluctuation was present. 


No parasternal lymph nodes were detected. Aspiration was 
completely unsuccessful. Radiography of lungs and thorax 


revealed very slight old fibrosis in the right mid-zone, denser, 


fibrosis in the left mid-zone with pleural thickening, but no sign 
of active disease or of hilar enlargement. The radiologist also 
reported a large round swelling of the soft tissues of the 
sternum both antetiorly and posteriorly about the second rib 


.- level; no erosion. of the sternum was observed, but the anterior 


end of the second left rib was ill-defined. Other clinical find- 
ings were enlarged glands in both axillae but no adenopathy 
elsewhere ; red cells, 3,730,000 ; Hb, 53%; white cells, 15,400 ; 
B.S.R., 51 mm./hour. | - 

When’ she was admitted for sanatorium observation on Aug. 11 
no definite diagnosis had been made.. While various possi- 
bilities were récognized, tuberculosis was. considered the most 
probable cause, especially in view of her previous history. On 
Sept. 4, however, biopsy of glands from the right axilla re- 
vealed ‘changes typical of lymphadenoma. The patient was 
thereafter transferred to a general hospital-where she received 
deep x-ray therapy, and was discharged on Nov. 21. Since 
then she’ has gone to live in the country and has not been 


, examined, but is known to be fairly well (November, 1948). 


I have-to thank Dr. S. I. A. Laidlaw, Medical Officer of 
Health, Glasgow, fòr permission to publish this case. 


‘J. S. Gemmuy, M.B., D.P.H, 


Divisional Medical Officer, 
Public Health Department, Glasgow. 
i J 
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THE NOSE AND THROAT 


Diseases of the Nose and Throat. By Sir StClair Thomson, 
C.P., F.R.C.S., and V. E. N C.S. 


.D., F.R.C. egus, M.S., F.R. 
Fifth edition. (Pp. 1,004; with 13 colour, 20 radiographic, and 
11 other plates, 


and 369 figures. £3 10s.) London: Cassell and 
Co. 1948. 


This admirable textbook, originally the work of Sir StClair 
Thomson, has held its leading position since the first edition in 
1912. Mr. Negus has kept alive the spirit of the work while 
adding all advances in knowledge of the subject since the 
previous edition of 1937. 

In the preface Mr. Negus writes: “I commend this book as 
a monument to its founder and sincerely hope that his spirit 
will illuminate the work by which the world may recognize and 
remember him, even though he did not survive to celebrate 
its completion.” Readers will agree that this is certainly so. 
A book of this calibre gives the reviewer little scope for 
criticism, only the pleasure of praise ; it is most comprehensive. 
The student will find all he needs and more, and the laryngo- 
logist will gain much from the well-balanced views on diagnosis 
and treatment, which are given in great detail. The writing is 
scholarly, and at the most there are only two misprints: a few 
sentences, evidently taken from previous editions, give a feeling 
of unreality to-day. 

The era of antibiotics and chemotherapy has so changed the 
clinical picture of many diseases which, regarded as dangerous 
or even fatal in the past, are now susceptible of cure in a matter 
of days or even hours, and this aspect of medicine is perhaps 
not sufficiently emphasized. ` 

The subject-matter is divided into thirteen parts : the first 
concerns embryology and physiology, methods of examination, 
treatment, and prevention of operative dangers. Under the 
heading of treatment wise advice is given on what not to use 
in nasal sprays, and on the ùse and abuse of cocaine. There is 
also a clear description of the methods of administration of the 
sulphonamides and penicillin, though doses at present are larger 
than those suggested. It is scarcely necessary to-day to give 
advice about anaesthesia, since this is now in the hands of 
experts. Conditions affecting the nose are described in part two. 
Stress is laid on the importance of proper respect for the ciliary 
mechanism and all‘ this respect implies. The. descriptions of 
nasal accidents and diseases are good and well illustrated, 
though exception may be taken by the plastic surgeon to the 
mention of the hinged cartilage graft for the correction of nasal, 
deformity. There is an excellent chapter on allergy. 

The paranasal sinuses are discussed justly, and the various 
operations and their dangers fully explained. For rhino-dacryo- 
cystostomy West’s operation is preferred to that of Dupuy- 
Dutemps, a view which js not held by all. Crook’s method of 
washing out the antra in children, under cocaine analgesia, is 
adequately described and illustrated. 

Part four—on growths of the nose and sinuses—is admirable. 
For growths of the antrum and ethmoid a combination of deep 
xXerays and surgery (using diathermy) is advocated, with removal 
of the hard palate to allow of thorough inspection of the cavity. 
This treatment is supported by statistics. It is suggested that 
growth may originate in or involve the frontal sinus, but the 
® great rarity of this might well have been mentioned. 

Parts five and six, which are concerned with the naso-pharynx, 
pharynx, and tonsils, eccupy 190 pages and clearly express the 
present-day views on the “tonsil and adenoids” question. The 
La Forge instrument for removal of adenoids is preferred, as 
doing least damage to the mucous membrane. Good pictures 
illustrate the different operations. Differential diagnoses of 
tonsil infections are given fully. Pharyngeal pouch is stated to 
arise in the middle line, though anatomically it would seem 
a the origin should be at one side of the posterior median 
raphe. 

Diseases of the larynx arg‘described in part seven. If one - 
` part of this work should be praised more than others it is this. 
It embodies all Mr. Negus’s knowledge, gained from his re- 
searches into the comparative anatomy of the larynx and his 


REVIEWS 


BRITISH 
MEDICAL JOURNAL 


wide clinical experience and exact observation. These words 
are particularly applicable to the chapter on the laryngeal 
paralyses, which make a complicated subject appear very easy. 
The excellent diagrams will prove a great help to the reader. 
For the treatment of double abductor paralysis a‘ permanent 
tracheotomy with a tube incorporating a one-way flap valve is 
preferred to any other operation. In the description of the 
treatment of nodules on the cords not enough emphasis is laid 
on the excellent results of treatment by skilled teachers of voice 
production, which cures nodes far more quickly than weeks of 
silence, as advised. 

For the treatment of epithelioma of the vocal cord laryngo- 
fissure is given preference over radium or radon needles inserted 
through a window in the thyroid cartilage. The descriptions of 
laryngo-fissure and of laryngectomy are clear and fully illus- 
trated, some of the pictures being those by the late L. Colledge. 

An account of diseases of the trachea and bronchi naturally 
follows in part eight, and exhibits the wide experience of the 
author. Special points are illustrated by x rays, some after 
lipiodol injection. The author proves, if proof be needed, that 
bronchoscopy in the hands of the laryngologist has its place. 

Part nine deals with the oesophagus. It begins by describing 
congenital deformities, strictures, and growths and their treat- 
ment. An account is given of the author’s ingenious method 
of inserting radon seeds, coupled by links of catgut, round 
malignant growths through an oesophagoscope. There follows 
a well-illustrated chapter on the neurological disorders, 
including achalasia. Dilatation with Hurst’s mercury tube or 
a dilating bag is recommended, and operation is stated seldom 
to be necessary. Foreign bodies in the air and food passages 
are fully discussed and their complications explained with x-ray 
reproductions. A separate chapter is devoted to the technique 
of endoscopy. 

The volume concludes with detailed descriptions of chronic 
infections, , tuberculosis, syphilis, and rarer conditions—e.g., 
glanders, actinomycosis, and scleroma. There is also an account 
of the acute specific fevers. Lastly, a list of prescriptions is 
given, with the amounts of the ingredients expressed in English 
and metric measures. : 

This book must be in every laryngologist’s library. It is so 
comprehensive that few will not learn something from it, and if 
the reader desires more detailed information on any particular 
subject there are full lists of references at the end of every 
chapter. It is profusely illustrated and contains thirteen 
excellent colour plates. W. M. MOLLISON. -~ 


= LABORATORY ANIMALS 


The U.F.A.W. Handbook on the Care and Management of 
Laboratory Animals, With an Appendix on Statistical Analysis. 
Edited by Alastair N. Worden, M.A., B.Sc., 
A.R.I.C. With foreword by Professor T. Dalling, 
M.R.C.V.S., F.R.S.Ed. (Pp. 368; 70 illustrations. 
London: Baillitre, Tindall and Cox. 1947. 
What etymological quirk has decreed that a humanitarian is a 
person with kindly feelings for men and other animals, whereas 
a philanthropist confines his abounding affection to his own 
species? No answer to this question being known to me, I 
suggested many years ago that some new word such as philozoist, 
zoophilist, or even animalitarian was needed to attach to those 
concerning themselves specifically with the welfare of the 
animals that we group together as dumb—though many of | 
them are far from that. However, this proposal having been 
rejected with enthusiasm, I must run the risk of misunderstand- 
ing if I declare that this book is a very practical blend of 
economics and humanitarianism. 

Professor Worden and his colleagues are preaching to a 
simple text—namely, that in the long run it pays to be kind to 
animals, and to none more than to the dozen or so species used 
in scientific laboratories in those types of research and control 
work for which living animals are indispensable. Common 
sense, not sentimentality, provides the authors with their key- 
note. : “You can,y they say, in effect, “get with healthy 
contented animals more information from the same number, 
or the same amount of information from a smaller number, 
than you can from sick and miserable animals.” No investi- 
gator who has tried—or been compelled to try—both will have 


M.A., 
31s. 6d.) 


. any doubts about the truth of this statement, especially if his 
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‘comparisons have been submitted to analysis by valid statistical, 


methods. zà 
The number of animals used each year in the laboratories 

of Great Britain is probably now well over a million, “mice 

being facile princeps with more than half that number, guinea- 


pigs second, and rats third, the figures for those species being | 


of the order of .200,000-and 100,000 respectively. From the 
point of view of importance, however, both because of the 
work for which they are essential and because of the esteem 
in which they are held by the British peoples, the absolutely 
insignificant number of cats and dogs used annually (about 
2,500 to 5,000 of each} is no measure of their relative value in 
teaching and research. One would therefore have supposed that 
special treatment would be meted out to them in this book. And 
so it has—but exactly in the opposite way from what might 
have been expected at first blush, for the authors say in essence, 
“Cats and dogs are so difficult that you must consult the 
experts (some names are given) and keep in touch with the vet. 
Nothing we could write here would be of any practical help 
to you.” However, one can see behind this the shrewd tactics 
of the book’s level-headed: planners, who are willing to run 
with the laboratory hares in the most friendly association 
provided they “are not also expected to hunt with the anti- 
` vivisectionist hounds. They help to avoid this by their special 
deference to our domestic pets. ` 

All the same, the book contains useful information on the 
maintenance—including housing and feeding—and the breeding 
of several important species besides the most used ones. The 
value of rabbits, ferrets, pigeons, and hamsters is well known, 
but it is not so generally appreciated that voles of several 
species, hedgehogs, canaries, deer mice, and cotton rats are 
sufficiently often required for scientific work fully to’ justify 
assigning to them severally a number of chapters in this book. 

In his task of collecting, with some degree of collating, data 
from various experts the editor has included many excellent 
ilustrations—of buildings, cages, equipment, normal animals— 
and has supplemented the chapters on individual species by 
some more general ones on the animal laboratory and on pest 
control. It would have been helpful to have included also, 


possibly as an additional short chapter, some discussion on. 


“ pure lines,” the case for their tise in research and assay work, 
and the. best systems for producing and maintaining them. 
A list of available pure lines, or even of available highly inbred 
stocks, of mice, rats, guinea-pigs, and rabbits in this country— 
even if foundation breeding stock is all that can be got “ off 
the shelf "—has never yet been‘compiled ; it could have been, 
without very much additional work, by the organizers of this 
book and would have made it still more useful. As things are, 
we must wait for publication of some authoritative list by the 
' Laboratory Animals Bureau of the Medical Research Council. 
In subsequent editions—and these are pretty sure to be 
_ needed—I would suggest that somè notice be taken of the 
fact that rats—albinos and hooded strains at any rate—can 
be bred in wooden cages of suitable design and that some of 
the healthiest and most uniform colonies here and in the 
U.S.A. are so raised. A reference to the use' of the “ dough- 
mixer” type of blender for preparing homogeneous diets, 
whether stock or experimental, might call some readers’ atten- 
tion to one of the most potent of all time-saving arrangements 
in animal diet kitchens, even for relatively small colonies. It 
might have been a good idea to include Passer domesticus in 
the list of pests that can bring disease to animal houses and to 
call attention to the. corollary need for “ sparrow-proof ” 
windows and ventilators. 

Two outstanding features of this book, both by the Federa- 
tion’s energetic chairman, Major C. W. Hume, are a chapter 
on “Law and Practice: the Rights of Laboratory Animals ”— 
a brilliant and highly instructive survey of the present law 
governing experiments on animals—and an appendix with the 
modest title “A Conspectus of the Elements of Statistical 
Analysis.” This occupies 20 pages and is a masterpiece of 
expository condensation. It alone is worth almost' the whole 
of the apparently high price charged for this book. The book 
is indeed a bargain, and indispensable to all concerned 
in any way with the production and use of animals in 
laboratories. F A. L. BACHARACH. ' 
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THE GENERAL AND THE SPECIAL 


The title of the Presidential Address at this year’s Annual 


Meeting reflected, in a different context, the theme of 
Professor Jefferson’s Lister Oration. Professor J efferson 
was concerned with the implications of the modern 
computing machines and their effect upon our ways of 
thinking about thinking. Dr. C. W. Curtis Bain, whose 
thoughtful and ‘highly informative address appears in the 
opening pages of this Journal, discusses by detailed refer- 
ence to the specialty he practises the impact of the 


- machine on the practice of medicine. Dr. Bain develops 


his theme by recounting the historical steps that have 
led to the position of cardiology to-day. The views held 
at any one time on the circulation of the blood and the 
function of any part of the cardiovascular system are 
determined to a' large extent by , the techniques of 
investigation available. William Harvey, for example, 
was unable’to fill in the gap between artery and vein 
because he had no microscope with which to see the 
capillaries. Old theories that seem to us, with modern 
knowledge, to have been foolish were not necessarily _ 
foolish in the setting in which they appeared, such as 
those of Galen on the circulation. Medicine has flagged 
in its pursuit of knowledge when it has clun g to theories, 
through an inert acceptance of authority, when it has 
allowed the theory- to become a dogma, to challenge 


_Which led to professional ostracism. Vesalius and 


Harvey were key figures in the scientific renaissance in 
which medicine played a notable part. Part of their 
‘genius was the courage to follow the thought where it 
led them, to observe ‘objectively, and to challenge 
authority without fear or favour. In their life and work 
they illustrated the modern theme, the independence of 
medicine. To-day this theme has a new variation. The 


, “new authority is not Galen ; it is the State. For Medi- 


cine the State is the Minister of Health, his Jay and 
medical Civil Servants, and the elongated shadow of.-the 
Treasuty. Modern medicine is in -danger of conflict 
with these three parts of the State mechanism. 
Whatever may be the nature of this conflict, now and 


in the future, the strength of Medicine lies’ in the, free. 
/ advancement of knowledge, and how this, at an unequal 


pace, has taken place in cardiology is recounted with tell- 
ing point by Dr. Curtis Bain. It might be argued that 
knowledge cannot advance unimpeded unless the intel- 


lectual environment is such as to liberate the spirit of . 
inquiry. Yet the history of the forerunners of the Royal 
Society suggests that in the times when Milton sighed that 
the new presbyter was the old priest writ large the stout 
mind could stand out successfully- against the tyranny of 
the ambitious politician. They excluded from their 
deliberations all mention of. politics. But this cannot 
be an exact analogy. The twentieth century is not the 
seventeenth. The phenomenal advances of medicine are 
counterpoised by the growth of a spirit of political 

intolerance and arrogance. As an intellectual minority | 
in the community the medical profession is subject tor 
the pressure of the modern environment, created by 


‘demagogues who exploit the heedless impulses of the 


majority. Against this it can oppose the force of tradi- 
tion and the advancement of medical learning. In the 
long run these will prevail against the febrilities of the 
modern political scene and the vagaries of ambitious 
politicians. These things cannot but obsess a hard- 


. pressed profession, and to-day doctors are by the wish 


of Parliament and people caught up in the net of the 
politician. 


Dr. Bain, like his fellow Oxonians in the seventeenth 
century, ignores the ephemeral, and traces the progress 


.in cardiology that owes so much to the introduction of 


new instruments of measurement, from Sir John Floyer’s 
watch in the early part of the eighteenth- century to the 


- catheter which Forssman in 1929 passéd through his 


median basilic vein into the right auricle—and then 
walked to the x-ray department to have its shadow 
recorded on a film. In the interval between these two 
events there were the „discovery of x rays by Roentgen 
in 1895 ; the work of James.Mackenzie while in general 
practice ; the' construction of the electrocardiograph by 
Einthoven in 1903 and the pioneer researches of Sir 
Thomas Lewis ; and the introduction of the sphygmo- 
manometer. At a combined meeting of the Sections of 
Cardiology and Radiology this week there was much 
discussion on angiocardiography, another method of 
investigation mentioned by Dr. Bain. 

The resources at the disposal of the cardiologist are 
now considerable, and all will agree with Dr. Bain that 
“the complete investigation of a patient with heart dis- 
ease may therefore be a complicated affair.” And-he 
finds himself compelled to ask what will'be the position ` 
of the clinician in the face of so many tests—the clinician, 
it is-clear from the text, being in this.case the cardiologist. 
When the specialist himself begins to feel cluttered up 
by the techniques of his' specialty, then how much more 
must the general physician and the general practitioner 
feel at a loss in the presence of the intense special- 
ization characteristic of modern medicine. Dr. Bain 
in his, own Specialty points the way out of the maze. 
AS, oa Dee doctors have done before, he 
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emphasizes, after examining his theme, the importance 
of cliñical examination, backed up by a selection of tests 
that are trustworthy. It is the clinical examination that 


enables the- physician to synthesize his findings and ~ 


knowledge, to include in this-synthesis what he knows 
of the whole -person who is his patient. Both in this 


` country and in the U.S.A. more and more stress is laid 


upon this aspect of the art of medicine. And if this is 
true for the specialist, how much more true is it for the 
general physician and ' ‘general practitioner. If the 
challenge that lies behind the title of Dr. Bain’s Presi- 


dential Address. is to be met, the specialist should take : 


heed of his conclusion, and the profession at large must 
see to it that, however necessary specialism is, the general 
physician and the general practitioner hold their funda- 
mental position in relation to the public—that of the 
doctor who sees the patient as a whole person in a 
particular setting. ‘So long as this position is maintained 
the machine will not dominate medicine. | 
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TUBERCULOUS EMPYEMA 
The development of a purulent pleural effusion during 
the course of tuberculosis is‘ a serious complication ; 
unfortunately its seriousness is still not widély enough 
appreciated. ‘In many cases the tuberculous infection 
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of the pleura is one of the natural modes of termination ` 


of the disease; this is especially so in the chronic, 
advanced bilateral case, less often,in the acute _pneu- 
monic form in which early pleural perforation occurs. 
Apart from these groups, in which the illness proceeds 
swiftly or inexorably to its fatal termination, there is a 
Jarger number of cases in which the pleural infection i is 
less fulminant but in which the ultimate prognosis - 
remains bad. Many of these infections occur during 
the course of artificial pneumothorax treatment. Apart 
from the serious ‘prognosis, ‘these cases are of great 
importance to-day, for the patients must remain long 


in hospital beds that can be ill afforded, and they also’ 


require much more individual attention than can often 
be easily provided. For many reasons, thereforé,. the 
efficient treatment of these patients is important: even 
more important is the prevention of their disability. 
Though a tuberculous empyema following artificial 


-~ pneumothorax treatment may occur in even the most 


carefully chosen and well-conducted case, the highest 


„incidence of pleural ‘effusion and empyema occurs in 


those cases in which the collapse is imperféct or contra- ` 


selective ;- often the 
never have been start 
abandoned at an early ‘date: 
1 Woodruff, W., J. thorac. Surg., 1938, 7, 420. | 
2 Brock, R. C., Brit. J. Tuberc., 1943, 37, 1 18. 
3 Morrison, J. B., Amer. Rev. Tuberc., 1948, 57, 598. 
ii Alexander, J., Collapse Therapy of Pulmonary Tuberculosis, 1937, Springfield, 


5 Lam, C. R., Arch. Surg., Ans: 56,4. a i i 4 
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, or if started should have been 
\isewhere - in this issue 


geumothorax ‘treatment should » 


‘to expand, and primary thoracoplasty is .desirable. 
_ some it is reasonable to: attempt to control the pleural 


be far too long in many cases: 


~ 
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Dr. D. A. Andeésen reports a follow-up of 74 cases 
of tuberculous empyema treated in Norwegian hos- 
pitals ; he rightly states, “It is certainly incorrect to 
induce an A.P. first in practically every case,.as is some- 
times done on the grounds that it is an easy and safe 
method of treatment and therefore Should be given a 
trial.” The seriousness of the condition is demonstrated 
in Andersen’s series: 25 of the 74 patients have died, a 
mortality of nearly 34%. This agrees with the findings 
of Woodruff,’ who reported a series of 154 cases with 
a mortality of 42%, and of Brock,? who recorded a 
mortality of 44% in 90 cases. 
- The part that artificial pneumothorax treatment plays 
in tuberculous infection of the pleura has been described 
in a large number of papers. Morrison? has recently 
reviewed the subject, but his observation that “ tuber- 
culous, empyema, although a serious complication of 
pneumothorax treatment, can be controlled in most 
patients, by aspiration of. the pus and re-expansion of 


- the lung” ‘would not be generally accepted, though he 


does qualify the statement by adding, “ Thereafter, 
thoracoplasty: is usually necessary.” In a number of 
cases, the state of the: underlying lung, when the disease 
is uncontrolled, is such that it‘should never be allowed 
In 


infection, by repeated aspiration of air and fluid and 
by ‘encouraging the lung to expand. Recently, promising 
results have been obtained in some cases by the use of 
para-aminosalicylic acid, but this is unlikely to be effec- 
tive when a bronchial fistula persists or the pleura is 
too thick and rigid to'allow the lung to expand. 


“How long conservative treatment should be persevered 
with varies with personal experience: and the ‘individual 
case. Andersen suggests that six months is the abso- 
lute limit. Other authorities may feel that this would 
the pleura has by then 
usually become very thick, and often sinuses have 
appeared at/aspiration sites. If the empyema does not 
respond to medical measures it should be treated by 
thoracoplasty. When secondary infection is presentea 


preliminary drainage is, of course, necessary: In Ander- 


sen’s series 56.5% -of the patients were cured or greatly 


improved by surgery, and he quotes the figures of Jones” 


and Alexander,* who reported curg or improvement in 
62.8% of 70 cases. Brock found that i in his series of 90 
cases of tuberculous empyema 77% of those wlto were 
treated conservatively (42 PANE died, whereas out 
of 48 submitted, to thoracoplasty seven died (14%), the 
total mortality being 44%. Brock also noted that in 
21 patients whose empyemata were not secondarily 
infected only one (5%) died after thoracoplasty. 
But out of 84 cases of secondarily infected tuberculous 
empyema 91% of the patients treated without operation 
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did not recover, while of the 49 treated by drainage and 


thoracoplasty 79% survived. In Andersen’s series 14 
out of 19 patients treated without operation died. There 
can be no question of the seriousness of the condition 
when treated medically, and Andersen makes'a good 
point when he recommends thoracoplasty in thosé cases 
of persistent pleural effusion (not yet frankly purulent) 
which have not resolved in three months. Five cases of 


this type of “ incipient empyema” were opts upon, 
with cure in.all. E ' 


Thoracoplasty controls the disease in the underlying 
lung and is followed by the obliteration of the infected 
pleural space in a: large proportion of cases. In 
secondarily infected empyemata it saves life by check- 
ing the constant purulent discharge, which sooner or 
later will cause amyloid disease or other toxic complica- 
tions. - To be effective thoracoplasty must be performed 
early, before the pleura has become too rigid for rapid 
and complete collapse to occur. Often drainage is. 
allowed to continue for many months before thoraco- - 
plasty is begun, in the hope that the lung will expand 
and thoracoplasty may prove unnecessary or that a 
smaller space will have to be closed. Delay for r these 
‘reasons is never justified, for the patient’ s condition 
always deteriorates and a poorer collapse is obtained. 


Thoracoplasty should be begun within 10-14 days of 
drainage. 


.. Thoracoplasty can save life in many of ieee’ other- 
wise hopeless cases, but it often happens that a chrénic 
discharging empyema cavity, though small, persists. 
Unless something is done to close it the patient is 
doomed to wear a tube for the rest of his life, with the con- 


stant necessity for daily dressings. The cavity may shrink 
down in: 2-3 years and either heals or is little trouble; | 
but usually some other form of plastic „operation is 


needed. Andersen advises an operation of the Schede 
-or Robert’s type. ‘Few surgeons would be eager to 
recommend perpetuation of the Schede type of opera- 
tion to-day; there is a much greater place for plastic 
operations in which pleural or muscle flaps are used | 
t@ produce obliteration’ of the residual cavity. Lam’ 
writes of another method—namely, decortication of the 
lung—which is now being applied for the final closure 
of tuberculous empyema cavities. He records -three 
cases in which healjng was obtained, though in one it 
is doubtful if the disease was tuberculosis. His cases 


' are fev, but the method has been used. sufficiently often 
by surgeons in this country as well as in the U.S.A. to, 


prove that most gratifying results can be obtained. It 
would seem to be a dangerous or unsatisfactory pro- 
‘cedure in tuberculous patients if used without prelimi- 
nary thoracoplasty, for in- many cases the lung 
(especially the upper part) should never be allowed to 
expand owing to its diseased state, even if it could do 


space completely. 
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so. Decortication is useful in securing obliteration of 


the residual infected pleural space after thoracoplasty 
has controlled the lung lesion and reduced the size of 
the empyema. When the lung fails to expand to fill the 
dead space it is usually because it was compressed in 
the early stages of the pleural effusion and held in its 
compressed condition by the thickened cortex. If this 
cortex is removed, the lung (especially the basal parts) 


will readily expand and fill the empyema space much | 


more easily than would be possible by inserting large 
muscle grafts; often in thin patients it is difficult or 
impossible to obtain enough muscle tissue to: fill the 
After decortication the skin wound 
can be closed, and if suction drainage is maintained for 


a few days healing will occur by first intention. Few. 
things are more gratifying to a patient who has faced 


the dangers of a secondarily infected tuberculous 
empyema than to find that he has at last been rid of the 
tube and daily dressings that have been his jot for 
possibly several years.. 


l 





CORTISONE IN THÈ TREATMENT OF 
i RHEUMATISM 
The Seventh International Congress on Rheumatic 
Diseases just ended in New York is likely to prove a 
landmark in the history of the treatment of those intract- 


able and crippling conditions grouped under the indefinite 


term “rheumatism.” The discovery of the adrenal 
hormone re eee ae by Dr. Edward C. Kendall, now 
named by him “cortisone,” ‘and its application in’ the 


treatment of rheumatoid arthritis by Dr. Philip S. Hench: 
-and his colleagues, were recently discussed in a leading 


article? in this Journal., Their account of the develop- 
ment of this work has now appeared in the June issue* of 


‘the Annals of the Rheumatic Diseases, published by 


the B.M.A. The history of the treatment of any disease 
justifies caution in assessing the claims for a new remedy. 
But the world of medicine is now a ferment of ideas, 
experiment, and discovery, eagerly using in clinical 
research the new knowledge and techniques of the pure 
sciences. The essence of research, as Sir Edward 
Mellanby pointed out in his recent address? on Jenner, is 
discovery, and in the opinion of the specialists on 
rheumatism lately assembled in New York an epoch- 


making discovery has.now been made in the treatment of . 
a disease crippling in its effects and the- cause of great- 


suffering and waste of human life and effort. 

' The publicity which is naturally and rightly given to 
the almost unbelievable improvement obtained when 
cortisone is used to treat rheumatoid arthritis has raised 
SA AAA ERS Cy RE I Ae 


f > British Medical Journal, 1949, 1, 812. 
2 Ann. rheum. Dis., 1949, 8, 97. 
8 British Medical Journal, 1949, k 921. 
4 J. Amer. med. ASS. 1949, 1294. 
5 New York Times, Hohe 1 1, 1948 
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_ to know from their doctors whether they can gain similar 


_ to refer to our method as a treatment, except in the 
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partial synthesis, the ‘final stages being completed by ‘Dr. - 


. disorder. .', 


i a . . bd s . £ a a 
conditions cortisone is not a cure any more than insulin - 
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3 | with ‘rheumatoid arthritis leads'to a relapse into cripple- 
dom. For those who want to treat this disease and for 
‘those who want to.be treated it is, therefore not just a 
for further clinical trials under, it is hoped, conditions ‘question of injecting a few hundred milligrams of an 
allowing for strict. scientific control. Dr. Hench observed extremely - scarce drug in order to be cured; it is a 
at New York that “at this stage we are not justified even ` ‘question, so far as is known now, ‘of being able to main- 
- tain treatment-indefinitely. Both doctors and the public 
investigative sense.” The scarcity of cortisorie can be, will therefore have to exercise great patience, relying on 
judged from the fact stated by Mr. William L. Laurence, the skill and experience of the pharmaceutical industry to 
the science correspondent of the New York Times, that overcomé ‘the’ immediate problems of manufacture. If 
the cost of a three-weeks course of treatment amounts'to the'new work-now in progress is a great step forward in 
$18,000. : The expense of production is certainly immense the treatment of : rhedmatic conditions, it is no less 
at present, and Dr. Kendall states that’ he and his important an event in the science of endocrinology ; in 
colleagues at the Mayo Clinic are Teceiving'only a week’s _ this field the full implications have yet to be explored. 
supply at a time of cortisone for treating sixteen patients ts $ 
and of the adrenozcorticotropiè hormone (ACTH) of the = 
pituitary body ‘for treating five patients. This small ` 
supply is being carried ‘by aeroplane each week from the - 


benefit. Unfortunately-cortisone- will not be available for 
very many months, except in small quantities to be used 








Il 
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Merck laboratories to: the Mayo Clinic. The`manufac- 
turers are striving to-speed up production, but it will 
not be possible“to increase the present small yield until 
1950 ; even then supply is expected to fall far short of 
demand. L R NESES | 
Cortisone is a convenient short word for the adrenal 
cortical hormone, 17-hydroxy-11-dehydrocorticosterone. 
It was first isolated by Dr. Kendall: from the adrenal 


One of: the great’ difficulties in controlling trypanosomiasis 
of man or animals in Africa by means ‘of chemotherapy 


has been „the tendency for trypanosomes to develop | 


drug-resistant strains. In commenting’ on the new drug 
“antrycide,” developed by Curd and Davey for ‘the 
treatment of trypanosome infections in animals, we men- 
tioned the danger that here also resistant strains might 


develop. Some information about' this has now been pub- | 


lished by Wilson.? Working at Entebbe in Uganda, he has 


cortex in 1935, and he was largely: responsible for- its ‘found that, though.the soluble sulphate of antrycide cured 
3 i ; Trypanosoma simiae in pigs in doses of 3 to 5 mg. per 


Lewis H. Sarett in the Merck laboratories. At the New ` £8, of body weight, yet one pig infected with T. simiae 


‘York Congress Dr. Hench sai d that in addition to the- and’ treated with 2 mg. per kg. of the relatively insoluble 


chloride relapsed, and attempts to-cure the infection with 
5 mg. .per' kg. were unsuccessful. In cattle also strains 
of T. congolense and T. vivax appear to have become resis- 
tant to antrycide, and after treatment they ‘can resist con- 


* 


siderably higher doses. One such strain of T. congolense 


remarkable effect’,in rheumatoid arthritis cortisone , 
alleviated the arthritis associated with psoriasis.and also ` 
that accompanying lupus erythematosus. Encouraging 

results had also been obtained in three cases of rheumatic ` 
fever. Professor’ Richard H. Freyberg, of Cornell passaged in mice was not completely eradicated by 10 mg. 
University, rep orted good results.in the treatment ‘of’ Per kg. ‘of; antrycide sulphate, whereas a field strain 
Stiiimpell-Marie spo ndylitis; According to Dr. Edward obtained- from an untreated cow in the same area was 
W. Boland, a patient who was bedridden walked ad’ fed ‘ed by 0.5 me. per kg. of antrycide sulphate. The 


herself within forty-four hours of starting treatment— 
“ After nine days of treatment she literally danced a jig.” 
Professor Walter Bauer, of the Harvard Medical School, 


from his own experience confirmed’ the findings of other? 
A report of the Congress will appear in a: 


observers. 


subsequent issue ofthis Journal. An account of the. 


Proceedings at the Congress was also given to the Section 


of Rheumatology,. meeting at Harrogate this week, by 
Dr. G; D. Kersley: Another -important point is’ that, 


` because of the euphoria and increased mental capacity 


of those receiving cortisone, workers at the Mayo Clinic’ 
i . a . . \ j td a 
are Investigating its effects‘ on sufferers from mental 


It must be stressed that in the treatment of rheumatic 
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resistance had therefore increased at least twenty. times. 


. 
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inent with antrycide and re-treated with curative doses have 
developed cryptic but nevertheless fatal infections. Should 
such cryptic infections or prolonged latent infections occur 
frequently after antrycide treatment an accurate `assess- 
ment of the true duration of the prophylactic effect wilf 


‘ be difficult if not impossible. There is also some evidence 


to show that 7. vivax, the other important cattle trypano- 
some, quickly develops a degree of ‘drug resistance after 
treatment with antrycide. In animals which have relapsed 
or, become reinfected after treatment with the drug a dose 
of 5 mg. per kg. will not ensure sterilization of the infec- 
tion in every case and may favour the development of 


“drug resistance ; a dose in excess of 10 mg: per kg. can 


be toxic. Pa 


a | 1 British Medical Journal, 1949, 1, 63 and 315. f 





2 Nature, Lond., 1949, 163 ,873. 


P In some cases cattle reinfected a few months after treat- ` 
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Toxic symptoms may develop quickly ; the animal loses 
consciousness, and death takes place two to six hours after 
treatment. In other’ cases a severe gastro-enteritis has 
occurred forty-eight hours after treatment, causing death 
of the animal in from 6 to 12 days: 
tion reported by Wilson is that treatment with 1 mg. per 


kg. of dimidium bromide (phenathridinium 1553) of relapse . 


or reinfection with gtrains of T. congolense following antry- 
cide treatment has been unsuccessful: it appears, in fact, that 


“strains resistant to antrycide are resistant also to curative ` 
er i š \ 
As dimidium bromide is the 


doses of dimidium bromide. 
only other drug which has given promising results in infec- 
tions due to T. congolense, this is a serious drawback. 
‘Whatever the actual mechanism of drug resistance, it seems 
likely that early treatment of relapse or reinfected cases 
“is essential if drug-resistant cattle trypanosomes are not to 
. be widely distributed in tropical Africa. Repeated treat- 
ments in the field three-to four times a year will obviously 
require most careful planning and may be expensive. lt 
Will be some time before the true value of such a procedure 


in tsetse areas can be.assessed. 


LABORATORY ANIMALS 


A recent attack by the Saturday Evening Post on anti- 
vivisectionists in the United States has called forth well- 
deserved praises from the American médical press. The 
dependence on animal experiments of discoveries like peni- 
cillin and tubocurarine, and of inventions like sulphathiazole 
- and stilboestrol—to say nothing of the isolation ’of vitamins 
„and hormones, such as ascorbic acid or corticosterone— 
‘is obvious to medical readers. There are, however, com- 
plex and often overlooked problems lying behind the results ° - 
obtained, by laboratory workers who use the whole or 
surviving organs of living animals as part of their labora- 
tory equipment. Some indications of the importance of 
this subject is given by, amongst other things, the recent 
setting. up of the Medical Research Council’s Laboratory 
Animals Bureau and by the publication by the Universities 
Federation for Animal Welfare of a handbook on the 
care and management of laboratory animals; this book 
is reviewed on p. 20 in this issue of the Journal, : 
The Laboratory Animals Bureau is a purely co- ordinating 
body. It is not concerned directly with the production of 
‘ laboratory animals, though in carrying out its terms of 
reference, which we understand to be simply’ that of match- 
ing “ supply and demand” by directing the would-be user 
to the appropriate producer and vice versa, it may exert `a 
very powerful influence on the numbers and .kinds. of 
*animals produced, as well as on their genetic and’ nutri- 
tional status and their freedom from inféction and infesta- 
tion. In the course *of this work the Bureau will have 
opportunities for important educational activities, and in 
this connexion it has already had formal dealings with 
senior technicians in most of the larger industrial and 
non-industrial laboratories producing animals, as ‘well 
as unofficial contact with some of the more important 
breeders. j 
The U.F.A.W. Handbók itself raises’ a number of 
„interesting problems—one of them a question of seman- 
, tics. ‘Major Hume’s invaluable introductory chapter on the 
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Another complica- - 


‘ assayed otherwise. 


miscalled “ Vivisection Act:’—miscalled because not one 
éperation in ten thousand under the Act involves “live © 


cutting "—reminds us that “ the Act relates_to experiments - 


on living animals which are calculated to give pain.” The 
use of that highly ambiguous word “ calculated ” may well 
have played into the hands of anti-vivisectionists, who are 
likely to use it in -the sense of “intended; ” whereas it 
clearly should be read in the sense of “ likely.” It is much 


to be hoped that this troublesome word, will be removed | 


if ever the Act is amended. 


The vast majority of laboratory workers. using living 
animals under licence and'appropriate certificate regard the 
- Act as an invaluable protection, a point which was stressed 
by Professor Lovatt Evans in the Stephen. Paget. Memorial 
Lecture reported elsewhere'‘in this issue. 
more support complete absence of Governmental control in 
these matters, which would leave their flanks completely 
exposed to the not always too scrupulous attacks of anti- 
vivisectionists, than they would tolerate.or work under con- 
ditions that apply in some parts of the United States. It 


is, we understand, impossible there for some pharmaceuti- . 


cal manufacturers to use laboratory animals whether for 
research or control, and subterfuges, such as the setting up’ 
of a biological institute, become necessary if any biological 
tests at all are to be applied to products that cannot be 
‘In this matter it would seem that our 
own law also might benefit from scrutiny and possible 
amendment. It was, after all, drawn up long before the 
possibility of, or indeed the need for, biological assay 
existed. That is no doubt why, as Major Hume points out, 
“The Home Secretary could not legally license painful 
experiments having a commercial objective.” Whether the 
rabbit feels pain after, injections of insulin isa moot point: 

certainly the rabbit assay of insulin has a commercial objec- 


tive, though’ it may well have more disinterested ones . 
“besides. 


Surely it would not defy the wit of parliamentary. 
draughtsmen“so to reword the Act or its schedules and 
regulations as to free both the Home Secretary and 


matter. i i 


(There are other -reasons why a revision of existing 
legislation seems overdue. The extreme difficulties beset- 
ting any worker who wishes to carry out biological research 
or assays on curare derivatives, the restrictions on any 
kind_of “ demonstration ” ‘with living animals at meetings 
of learned’ societies, and the classifying as “ operations ” of 
many hundreds of thousands of painless injections and 
feeding -experiments ‘and tests are all-hindrances to the 


_ rapid advance of medical science, yet in no way do they 


assist in giving effective protection to animals. ‚On the - 
other hand, there are good reasons for thinking that many 
rats, mice, guinea-pigs, and rabbits would be happier if 
Home Office supervision were -extended in a suitable 
manner to cover commercial and other breeding estab- 
lishments as well as research laboratories. We believe that. . 
most members of the Universities Federation for Animal 
Welfare and all members òf the Research Defence 
Society would find: common ground for constructive 
improvement at almost every point where the present 
law\is a survival of vestigial. precautions rather than a 
true and “humane” expression of modern requirements. 


They would no ~ 


í 


‘the bio-assayist from possible embarrassment in this 
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View of proposed new residential college. 


SURGEONS HONOUR LORD NUFFIELD 
© RESIDENTIAL COLLEGE 


~The Honorary Fellowship of the Royal College of Surgeons 
was conferred on Viscount Nuffield on June 23. 
Z Lord Webb-Johnson, P.R.C.S., said that it was nearly seven 
< years since they had invited Lord Nuffield to the College in 
order to show their appreciation of his tremendous services 
‘to British medicine. They had then conferred on kim the 
Honorary Medal of the College—their most exclusive emblem 
of merit. On that occasion their desire was to do honour to 
Lord Nuffield because of his remarkable gifts to British medi- 
<. cine.. To-day the case was different... Lord Nuffield had made 
ee gift tg the College which would provide facilities and ameni- 
o>) ties unique in the world. They were therefore inviting Lord 
Nuffield to become one of themselves. 

The room was filled, he said, with keen graduate students 
from all parts of the world. Lord Nuffield knew that Lon- 
don could provide for postgraduate medical students a wealth 
of opportunity that could not be surpassed; but he saw that 
there was one thing lacking for aspirants to high places in 
Surgery—a residential college in the precincts of their academic 

“headquarters, Lord Nuffield’s gift would provide such a col- 


lege, and students living there would make contacts with leaders 
of their profession: which would be a stimulus to them and 





“Lord Nuffield 
and formally opened it. An account of the college appeared 
-n the Journal of May 21 (p. 903). The proposed new building, 
_ which will stand next to the Royal College on the east side. 


then visited the temporary residential college 


_ is depicted above. 

At the luncheon that followed, Dr: Temple Brown, one of 
-the first residents of the college, “proposed the health of Lord 
Nuffield, thanking him for the gift that had made the enterprise 
sossible. . This gift of £250,000 was 
urnal of. Dec. 18, 1948 (p. 1072). 















The residential college would cement friendships between them 


first announced in the 
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Dr. S. R. Taitz, of Jo 
followed, and spoke of the m 
dences in South Africa of Lord N 
generosity. Most surgical tradit 
the Commonwealth came from 
and it was thrilling to gome to the 
fountainhead. ` P E 

In reply Lord Nuffield said that two 
specialties had always particularly 
‘interested him-—-orthopaedics and anaes- 
thetics. When some time ago he had 
suggested establishing chairs in these sub. 
jects he had been told that they w 
unnecessary, that every doctor was 
anaesthetist and every surgeon an or 
paedic surgeon. However, all tha 
in the past, and these specialties. were 
recognized. He commented on 
jealousy he had found in the medic: 
profession, saying that it had in the pas 
hampered him. He was pleased to se 
many men there from the Dominic: 


to the advantage of the whole world. a 
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CENTRE FOR INTERNATIONAL CO-OPERATION 
IN LONDON 

THE CIBA FOUNDATION ee 
The Ciba Foundation for “the promotion of international cœ a 
operation in medical and chemical research ”.was opened gi 
June 22 at 41, Portland Place, London, W.1, by Sir Henry Dale 
O.M., F.R.S. The foundation has been endowed by the firm of 
Ciba, manufacturing chemists of Basle. The centre will be used 
as a meeting-place for medical research workers and clinicians, 
and there is accommodation for 15 visitors. If the dignity and 
elegance of the foundation’s headquarters are anything to go by, 
the work that will be done there should be ofa high standard, oe 

Speaking at the opening ceremony for the founders, Dr. Max 

Hartmann said that the centre had been established in London. 
because of the pre-eminence of British research Work, and 
because the scientific publications in the English language take 
first-place in the world. He believed that the field of research in. 
medicine was limitless, but team-work was essential if practical. 
results were to be achieved. He hoped that the foundation : 
would make practicable the interchange of views among medical 


















scientists on as wide a scale as possible. 

Lord Horder, the chairman of the. tru: 
Lord Beveridge, Professor E. D.. in, and 
Needham—referred to the ready acceptance by 
a carefully worded trust deed, defining the objects of 1 
tion. He hoped that clinicians would play an impi 
in the discussions at the centre and that it would 


















forum for international co-operation. 


New Responsibilities -© ¢ 


In. declaring the centre open Sir Henry Dale sai 
had many well-conceived and attractive features, The è 
council was to be advised by a panel of distinguished: sc 
He congratulated the foundation on obtaining a site so close 
the centre of London's medical “ quarter.” He believed that 












The relations between those employed in the pharmaceutica 
industry and those in hospital, university, and Government pos 
needed to be stfengthened. An atmosphere of genuine coni 
dence and co-operation was wanted for the developmen 













althy scientific activity, and he hoped t 
uld help to maintain the radition of intern 
Sir Henry ‘thanked: 









the founders for 


that the- idea should originate: from Switzerland, the chosen 
ernational spirit in medical activity. In conclu- 
idg expressed. gtatitude t to Sir Henry Dale for 


















-STEPHEN PAGET MEMORIAL 


he eighteenth ‘Stephen “Paget “Memorial Leeture, given under 
e auspices. of the Research Defence Society, was delivered on 
June 9- by Professor C. LÓvVATT: Evans, with Lord Haney in 
the chair, © À 
a Professor Evans, whas subject was “Phy 
and the Vivisection Act,” recalled the history of the Act of 
876. 



















| University College, London, of the first chair of physiology. 
_ From the beginning it was against: physiology ‘that anti- 
e vivisectionists directed their abuse. Physiologists. had now no 
_ complaint to make about the administration of the Act in this 
_ country. Rather they welcomed it as a` means of protection. 
It was far otherwise in the United States, where apparently 
oad crank could demand admittance to a laboratory and create 
a. disturbance. Another consequence of the. early anti- 
_ vivisectionist agitation was the establishment, also in 1876, of 
_ the Physiological Society. Physiologists feared that since 
_ members of the Government, then as now, were mostly ignorant 
of science, representations made. to them ‘by prejudiced persons 
_ might lead to disastrous results.in the framing or administration 
of the Act. . The: society had had a great influence on the 
_ development of physiology throughout the world, but its early 
work was largely concerned with the Act and with the impedi- 
_ ments placed in the way of experiment, Five years after the 
_ Act was passed it was stated that there had been many inter- 
ferences with the work on the part of the Home Office, and 
_ three particular instances were given—Fraser’s work on the 
action of “ Borneo poison,” Brunton’s on the treatment of snake 
bite, and Lister’s on the arrest of. arterial haemorrhage. The 
first prosecution was in 1882. It was that of Ferrier for work 
‘in conjunction with Yeo, only the latter having a licence. It 
‘was: proved, however, that only Yeo: performed the operation, 
nd. the case against Ferrier. was” ‘dismissed. As in all subse- 
, Factions of the kind, said Professor Evans, valuable 
s given by the British Medical Association. 
he lecturer went on to mention: several libel and other 
ins, including the. “ brown dog” ‘libel. case, in which the 

































es EZ OOO damages. “AS a rejoinder an anti-vivisectionist 
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establishing the. centre in 1 London, and said it was appropriate. 


“apparatus had allowed së 
made on. normal or diseas 


to what. extent this recent. WO 


ioldiical Research Past generations. of physiologist 
contrary to the assertions. 
“the results of experiments on: the: higher. animals did enable 


It followed. upon the Royal Commission appointed 
conclusions—often far-reaching. ones- 


_ during the previous year, the Commission itself being the result 
of the. controversy ensuing upon the establishment in 1874 at 


ee William Bayliss sued the writers of a book and was 
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: v ‘be. drawn regarding 
the physiology of man. — E 

-A vote of thanks was accorded on’ “the motion of Major 
Hume, seconded by Dr. N. G. Horner. The society. proceeded 
to reappoint its officers, and ‘Professors J. H,- Burn, H.P- 
Gilding, and A. A. Miles, and Dr. J. W. Trevan were added to 
the committee. A presentation was made to the retiring 
secretary, Miss Burgiss-Brown, who has served the society for = 


thirty-eight. years. a 


HOMES FOR AGED. ‘SICK 


KING | EDWARD'S HOSPITAL L FUND _ Puy b 


The Duke of Gloucester presided at the annual meeting Ob 
the general council of King Edward’s Hospital Fund for Lon- 
don at St. James’s Palace on June 21, Referring to the National - 
Health Service, the president said that there were. three main 
problems. : 

First, there was the steeply rising cost. of the hospital service. 
The view of the King’s Fund had been set out again. in the: 
annual report. The old. system of: 
and until departmental costing was adopted. there was no real 
means of knowing whether or not money was ‘being used to. the 
best advantage. ... 

Secondly, there was everwhere a disproportion betwetri the 
number of nurses needed and the numbers likely to be avail- 
able—even where; as in this country, there had been a steady 
increase in numbers. “The Fund had emphasized the need 
to build up a larger body of trained nurse he hospitals. 


















It had recently opened a: residential staff college for ward sisters, . S : 


and the first 24 staff nurses had oat gone a to 4 


hospital PET, 





“The hid.: ‘problem, which 
was thë need to. Brera ji 
ee in hospital 3 
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visectionist propaganda, 


accounts was- obsolete, ne 
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. at work- in this field, and the official services were doing 
what they-could. But, largely as the result of first-hand experi- 
ence of the Emergency Bed. Service last winter, it’ was felt 
that a vigorous, effort. was needed to get some hundreds of beds 
open in homes, of this kind before next winter.’ The Fund was 
therefore inviting hospitals, through’ „their friends „and > 
. Supporters or. through other voluntary bodies: prepared to 
accept the responsibility, to come forward and help. - The, 
Fund was prepared within the limits of. the, scheme to provide 
the bulk of the capital needed.. 2i i ' 
_ The council then approved a resolution setting aside a sum- 


of £250,000 to assist in the establishment of homes for the- 


aged sick no longer in need of active treatment. ‘These homes 
would be managed by voluntary organizations, but- would be 
linked with the hospital’ service. The Fund; while providing 
for- the capital expenditure, “would rely on the Metropolitan 
regional hospital boards to enter into contractual arrangements} 
with the homes for the maintenance and care of patients.’sent 
into them. Sir Ernest Pooley, chairman of the Management 
Committee, read the following message from the Minister of 
Health: > =, l ' 
“ The Minister welcomes the generous offer of the Fund to allocate 
£250,000 for capital expenditure for this purpose. In his view the 
proposal constitutes a social experiment of great value as well as 
being of real assistance in, solving the difficult problem. of- the 
‘accommodation of the chronic sick in the London. area,” 


The accounts for 1948, presented by Sir Edward Peacock, 
the treasurer, showed an increase in income from. investments 
at £238,827, in part due to the addition to’ capital in 1948, of 
£425,000 from the Nuffield Trust for the special areas. Apart 
from legacies and other special receipts, ordinary income had 
exceeded expenditure by £67,710. The fact that the Fund 
did not spend the whole of its income in 1948 was not owing 
to lack ‘of claimants but rather to the fact that in the new 
conditions of the hospital world it must proceed with caution. 
The claims made upon it were innumerable and compelling, 
but the Fund was anxious to concentrate on those things that 
were most needed and that it was best: fitted to help in’ 
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THE FAMILY PLANNING ASSOCIATION . 
NEED FOR VOLUNTARY EFFORT _ 


The future work and position of the Family Planning Associa- 
tion in the light of the recommendation in wthe Report on the 
Royal Commission on Population that advice on ‘contraception 
Should be part of the National Health Service have been des- 
cribed in London by Lady Denman,- D:B.E., chairman of the 
executive committee, and other officials of the-association.’ l 

Many of the proposals in the. Report are what this body has 
been seeking during the 19 years of its existence—it was formed 
in 1930 as the National Birth Control Association, ‘It was 
emphasized, however, that the work of the, voluntary organiza- 
tion will be necessary for some time to come if parents are to’ 


a 


be advised about the planning of. families, and that there was a ` 


need for a grant from the Ministry of Health for an expansion of 
the work of the headquarters, including the setting up of new: 
clinics. Even when the giving of advice on contraception was 
undertaken by the National Health Service, said ‘Lady Denman, 
there might still remain work for the association to do., Mrs. 
S. C. S. Robinson, the general secretary, pointed out that it 
would take time for a sufficient number of doctors to be 
trained to give advice on contraceptive methods. ; 
oa p n Ww 
5. . a » Advisory Clinics? ` ; i 
The association, the president of-which is Lord Horder, has» 
78 branch clinics at which: medical advice is given on family 
spacing, infertility, and minor gynaecological disorders. _ These’ 
clinics are situated in England, Wales,” and ` Scotland. 
are in the process of formation, and more are needed. 
year 35,000 new patients attended the clinics, ‘in ad¢ti 
persons attending for second or additional visits. :,Af 
gynaecological disorders were discoveréd among: the= 
these were treated at the clinic or referred to ‘host 
l , t> I o‘ g 
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Denman stated that many people’ did not like- going to a big 


‘central, hospital unless they were seriously ill, but found the 


69, Eccleston Square, S.W.1. 
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` following information has ‘been 
' ‘Health. = 


_ their own discretion will' for the most part be amon 









‘advice and treatment for infertility, 
‘for the investigation. and treatment of male sub-fertility is the ° 
. first of its kind‘in this country. A centre maintained by the 


‘experience of tuberculosis. 


association’s clinics small and: friendly. The association co- 


operates in the running of clinics in conjunction with local 


authorities, uring them to use their permissive powers to pro- 
vide contraceptive advice to women who need it on medical 
grounds. Of the 145 health authorities in England and Wales, 
less than 60 provide clinics or special sessions at which advice 
on contraception is:given. About 75 ‘pay grants or fees to 
local Family Planning Association clinics,eand several let or 
lend premises for use as clinics by Family Planning Association 
branches. .The association is.concerned also with providing 
and its centre in London 


association in London provides the results of diagnostic tests 
in 24 hours. l = 

It has been found that women prefer to receive advice from 
women doctors. The association arranges training sessions 


-at clinics for doctors and also lectures for , medical students 


and practitioners. Conferences are arranged from time to time - 
for members of the, medical profession and others.’ The 
association has standardized tests for manufacturers’ goods and 
set: up ‘an approved list of those which have passed these tests. 
Further information may be obtained from its headquarters, 
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B.C.G. . VACCINATION 
MINISTRY OF HEALTH PROPOSALS 
Arrangements for introducing B.C.G. . vaccination against 
tuberculosis in this country have been made by the Minister 


of Health ‘and the Secretary of ‘State for Scotland, and the 
provided by the Ministry of 


Pe 


It has ‘been thought advisable, since B.C.G. has yet to be 
tested in the conditions met with in this country, to keep the 
scheme within defined and suitably controlled limits. One part 
of the scheme will be to offer B.C.G. vaccination to all hospital 
nurses and, to medical students as a form of inoculation, among 


' others, to which their professional prudence may dispose them ::. 


the other part will be to make the vaccine available to chest 


 physicjans or other specialists—e.g., paediatricians—who may 


wish to use’ the vaccine on their individual responsibility in 
suitable cases, ‘such as family contacts of tuberculous persons, 
The medical advisers ‘of the Ministers consider it necessary, at 
this stage at least, that this form of vaccination should be the’ 
responsibility of «physicians with specialized knowledge and 
‘It will consequently not be possible 
for anyone to obtain it by going to his own doctor, though a 
doctor ‘who may consider it advisable for a particular person 
will, of course, be able to refer that person to-a chest physician. 
In addition to the two schemes mentioned above, a long-term 
investigation to assess the, value of B.C.G. in this country is 
contemplated. oe o te l l 

The arrangements for giving B.C.G. to hospital nurses and 
medical students who wish to be vaccinated will be made 
through the hospitals or the authorities of medical schools, 
with whom the Departments will communicate about this part 
of the’ scheme. It will be a considerable task ‘to plan ‘and carry 
out these arrangements throughout the country, and it may take 
a long time to cover all aréas, ` = i 

The chést physicians who, will be able to usé B.C.G. within 
those 
engaged in joint service‘to regional hospital boards and local - 
health authorities. Where a chest physician in this category 
undertakes B.C.G. vaccination he will heed to do so in the 
capacity of his, local health authority service and in association 
with the authority’s medical officer of health, since, it will come 
ithin the scope of the authority's responsibility for the pre- 
iiton of tuberculosis under Patt III (Section 28) of the 
jal Health Service. Act or Section 27 of. the National 
ervice (Scotland) Act, A circular will be sent to local 
uthorities about the. procedure to be followed. 
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.-after it leaves the laboratory. 


- record have been 
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_and consigned by air weekly. 


_of physicians undertaking it. 
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Supplies of B.C.G. are to be obtained from the Serum Insti- 
from which they will be ordered by the, 


tute, Copenhagen, 
Ministry of Health (or Department of Health for Scotland) 
The arrangements for ordering, 


receiving, and distributing the vaccine will be centralized in 


this way, because! it must be used with the least. possible delay. 
Instructions will be issued later” 


el 


dbout the method of ordering the vaccine. 
repared, 
An exposition about principles and technique of B.C.G. 
vaccination. has been prepared by experts for the assistance 
Two points are that it is advisable 
to vaccinate only persons who’ do’ fot react to, tuberculin, and 


Standard forms of 


that the vaccine to be obtained from Copenhagen is suitable 


only for intradermal use. 
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STAFF COLLEGE FOR WARD- SISTERS 
RESIDENTIAL TRAINING CENTRE 


King Edward’s Hospital Fund for London has opened in South 
Kensington a staff college for ward sisters.. This is a residential 
training centre accommodating up to 26 students. The students 
generally have had at least a year’s experience in hospital, and 
are seconded or nominated by a hospital which -is a training 
school, to which they will return on completion of the course. 
They continue’ to receive their salary during the course, though 
not their emoluments, and no fees are charged for either tuition 
or residence, the whole cost being defrayed by the King’s Fund. 

The course lasts sixteen weeks and concentrates on three 
problems which face the ward sister. The first is that of impart- 
ing instruction to student nurses in the little time available for 
this purpose in actual hospital work. The second is that of the 
achievement of happy staff relations under conditions often of 
some stress. ` The third is that of administering the ward with 
maximum efficiency. a 

The emphasis. is ‘on teaching and administrative methods. 
The students learn different ward schedules, which they will 
take back with them and perhaps modify in the actual condi- 
tions of their wards. Much of the instruction is given by way 
of informal group discussion under the principal, Miss A. M. 
Downer, and the tutor, Miss C. H. S. Dobie. 
the later part of the course, visits are paid to hospitals, where 
the students work as supernumeraries ‘under experienced ward 
-sisters, study the work of the almoner; the rehabilitation depart- 


. ment, and the district nurse, and see something of personnel 


management. No certificate or diploma is given at the end of 
the course. y i 

The college itself is in a large adapted house (formerly two 
houses), 147, Cromwell Road, S.W.7. The average age of the 
24 ward sisters at present undertaking the course is 27. The 
idea behind this pioneer effort is to heighten the prestige of 
ward. sisters’ work in general, and to encourage the young 
trained nurge to remain in her hospital post rather than to 
seek some less exacting form of, nursing employment. It is 
realized that it is in the hospital ward that the nursing shortage 
is chiefly felt. It seems-that the idea was suggested to the King’s 
Fund by.the Ministry ` 
Education, the Royal College of Nursing, and the Royal College 
of Midwives, is represented on the committee of the staff 
college. In time, it ig hoped, many centres of this sort will be 
established, and this will become the normal method of training 
for wgrd sisters’ posts. 


' f) 


as ee eS L 
OTE - OT 


The Ophthalmological Society, of Egypt-is offering a prize to 
the value of £E20 for “the most valuable contribution brought 
before the Annual Congress of the society.” Papers should be 
submitted before the beginping of December. The competition 
is open to members of the society of less than 20 years’ practice, 
and particulars may be obtained from the society, Dar 
El Hekma, 42, Kasr El Ainy Street, Cairo. f 
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Medicine in the United States 

Sir,—Two years ago I wrote a letter in the Journal (June 28, 
1947, p. 949) giving some impressions of a ‘visit to endocrine 
and metabolic centres in the U.S.A. Having had the privilege 
of a similar visit to the U.S.A. and Canada this year, I venture 
to: express some sequential thoughts. 

Of the therapeutic application_of radioactive iodine I wrote, 
“ The results Are conclusively successful in exophthalmic goitre 
and in toxic adenoma, although the large nodular goitres with 
pressure symptoms are still thought more suitable for surgery.” 
Two years’ experience would permit this statement to stand, 
although the difficulty of exact calculation of dosage leads to 
a percentage of myxoedemas of the same incidence as met with 
after thyroidectomy ; and thyrotoxic relapses follow inadequate 
dosage: In some centres the treatment is used on a large scale 


~as the one of choice, and is especially favoured in recurrence of 


symptoms after thyroidectomy. The fear of damage to kidneys 
or germinal epithelium or of a carcinogenic stimulus appears 
to be regarded as unwarranted with radioactive iodine as distinct 
from -other isotopes, although it is sfill not generally used for 
children or young adolescents. Clinical results are certainly 
impressive. A 

The recent treatment of rheumatoid arthritis by Kendall's 
compound E (“cortisone “yor by the pituita adrenocoytico- 
tropic hormone, which stimulates the adrenal cortex to pro- 
face compound E and/or compounds of similar structure, has 
caused a stir, and there appears to be no doubt of the dramatic 
clinical amelioration and of the equally dramatic fall of the 
sedimentation rate to normal. However, there is relapse in 
most cases following cessation of therapy, and the effect is 
regarded as a favourable influence on the normal adaptation 
or “alarm” mechanism of Selye in a variety of conditions 
rather than as necessarily specific. Apart from cost, the supply 
-of compound E is not likely to be more than infinitesimal for 
‘ssome.time, if ever, but the prospects of supplies of adreno- 
corticotrophic~hormone are less depressing, even if remote. 

Two'years ago mineral metabolism studies still centred around 
sodium, but this year several years’ study of potassium at the 
Johns Hopkins metabolic centre are coming to fruition under 
the able guidance of John E. Howard. It has been observed 
by those in contact with cases of adrenal insufficiency that 
excess óf desoxycortone, especially with added salt, leads_to 
excessive excretion oF potassium and low serum potassium whic 
may prove fatal.” Similar potassium findings have been noted” 
in the treatment of diabetic coma and in infantile diarrhoea. 
The studies at Harvard have, shown similar potassium depletion 
after some surgical' operations, particularly those associated 


{with vomiting, diarrhoea, or gastro-intestinal drainage, and may 


be fatal. ; 

Low serum potassium is rapidly detected by typical electro- 
cardiographic changes, as well as by fame photometer. T photometer. The 
giving of intravenous saline after Operations accentuates the 
tendency to low serum-potassium concentration in such cases, 
and it has been routine for some time at Johns Hopkins to add 
40 to 110 milli-equivalents of potassium -per day to all intra- 
venous feeding mixtures. Since many’ of us were-impressed by 
our physiological teaching that potassium in excess is a proto-' 
plasmic poison, it is perhaps easy not to be aware of the 
potentially fatal effects of too little potassium. A lighter side 
of the subject is that old-fashioned meat_extracts, recommended: 
by the Victorian doctor after operations, are found to have a 
very high potassium content: 

“Tn my letter of two years ago I spoke of the exceptionally 
adequate laboratory and research accommodation that I had 
seen, both for animal experiment and human metabolic studies. 
‘This year I saw the foundation of a 500-bed hospital where the 
additional planned space for investigation and research is twice 
that for bed accommodation. Many of us hope that in spite of 
initial financial stringency the National Health Service will give 
us such facilities in our major hospitals and that plans for the 
future will be courageous and made with vision. Space alone, 
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R ' y * to 
however, does not necessarily determine good ‘research; and 
. there is no lack of appreciation in America of the fundamental 
character and high quality of research in this country, and of 
the clinico-pathological background on which our methods of 
medical education produce' sound results.—I am,‘etc., ' 
London, W.1. e S: L. Stmpson. 
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Sir,—Dr. Stephen Hall’s letter (June 11, p: 1049) ‘on this. 


subject raises a number of interesting points. I have heard 
a good deal about the inquiry into tuberculosis in‘ the boot 
and shoe industry and from time to time discussed it with 


Dr. Alice Stewart and her colleagues (May 28; p. 926); and- 


I think the following comments can be made. 
l. The phrase “recently infected persons” was a misstate- 
ment, due’to an attempt to put into different words a clumsy 
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Abortions and Psychoneurosis 
_ SIR,—The inquest held on the patient who died following 
the induction of premature labour at the 28th week by Dr. 
Norman Haire for mental. instability and suicidal tendency 
(reported in the Journal of May 7, p. 825) raises the question 


- Of how far termination ‘of pregnancy is justified as a treatment 


mode of expression which kept on recurring in the text of - 


the MS. But, although it may well reveal some wishful think- 
ing, in thé case of this investigation we think it-is perhaps not 
far from the truth. The observations made do suggest, indeed, 


that “transference of bacilli from one worker to another ” has 


taken placè. Final proof of this is still lacking, but more 
evidence in this direction will, I believe, be published later. 

2. Dust conditions in boot and shoe factories are now being 
studied, and figures relating to air-borne bacteria will also be 


contained in a later report. About dust production in general, 


there are only two occupations in thé industry. where this is 
regarded as excessive. -One is associated with a relatively high 
tuberculosis morbidity ‘rate, and the’ operations are carried out 
under cover’.of dust-extraction’ plants. ; The: other has no 
, dust extractor and has the lowest rate of all. » There may be 


other reasons for this difference, but the important’ one which. 


strikes Dr. Stewart:and her. colleagues is that the former is a 


light job and the latter ‘a strenuous one. Actually, the highest - 


tuberculosis rates of all in the industry have- been encountered 
in a strictly non-dusty light occupation, which has been found 
` to attract an exceptionally large number of ex-tuberculous 
‘persons, ` eee ; 
3. We should all agree that it is important for epidemiolagists, 
as it is for clinicians, to know, why some persons develop overt 
disease and others do not, but is it not a step in the right 
direction, meanwhile, to try to discéver where the people are 
‘who do break down, and what they-are doing? -> 4 


i } 


May I say in conclusion that the findings -of Drs. Stewart and - 


Hughes indicate that exogenous reinfection and superinfection— 
using these terms in the strict sense in which Terplan’ has used 
them—may play a` considerable part in determining the inci- 
' dence of the disease in the later age groups,.especially-in“males. 
—I am, etc., f. l A 
Oxford. 1 : 
aa. a ` \ | REFERENCE J 
1 Amer. Rev. Tuberc. Supplt., 1940, pp. 1-176, 


Resectable Carcinoma ‘of the Stomach .. 

Sir,—Dr. A. R. Parsons (June 18, p. 1096) quotes from a 
paper by me (Brit. J. Surg., 1947, 34, 379), in which: I stated 
that “of 1,405 patients withcancer of the stomach treated 
-in the London hospitals in 1938-9, only 56 (4.03%) survived 


for five years.” He-then proceeds to compare this figure with’. 
As this gives a wrong ` 


those, published by the Mayo Clinic. 
impression of the results of: treatment in the London hospitals, 
would you permit me to explain that’ in the paper from: which 
this quotation was takén I gåve. a table showing that 691 
(49.2%) of the 1,405 patients were subjected to laparotomy, 
` and in only 243 (17.3%) was resection possible? The five-year 
survival raté df these 243 patients was 23.1%, whereas that 
of the 2,772 patients who underwent resection in the’ Mayo 
Clinic was 28.9%.~ ` i Iu A oe ee 
Apart ‘from an examination of the possible: causes-for this 
difference; one of the’ main objects of my paper was to draw 
attention to the fact that the’figures collected by, the ‘British 
Empire Cancer Campaign prove that 82.7% -of patients with 
cancer of the stomach were*beyond hope of cure by thé time 
the surgeon saw them. 
74.5%.—I_ am, etc., ; aan 
London, S.W.1. ` ts te 
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or prophylactic for this or almost-any other variety of insanity. 

Where pregnancy iš the apparent cause of the anxiety state 
in a woman who was previously in normal mental health it 
seems logical, at first sight,.to induce aborton. It is presumed 
that the removal of the cause of anxiety will be followed by a 
rapid disappearance of mental symptoms. But the-problem 
is, not so easy as this. However simple may be the method 
of induction, the operation is ‘potentially dangerous where 
there is fear and deep anxiety.. It is difficult to realize that 
nothing more than the passage of a sound to rupture the mem- 
branes or the injection of a few millilitres of a mildly irritant 
paste can cause fatal shock by vagal inhibition. 

In the ordinary routine of hospital work where induction of 
premature labour is performed for, say, toxaemia, it is a com- 
monplace to rupture the membranes or separate them by the 


. finger above the ‘internal os without the slightest fear or risk of» 
causing shock. 


But it is a very different Operation for those 
women who are the victims of deep depression by reason of 
their pregnancy, especially if it is illegitimate and has been 
concealed. _ Dr. Keith Simpson (Lancer, Jan. 8, 1949, p. 47) has 
‘drawn attention to the risks of interference with pregnancy. He 
States that of 100 fatal cases on which he made post-mortem 
examinations no fewer than 34 had died- “ immediately ” after 
the operation—11 from vagal inhibition, 21 from air embolism, 
and 2 from haemorrhage. 7 

I remember a case of early pregnancy complicated by pro- 
longed bleeding.for whom it was agreed that abortion was the 
correct treatment. An hour after the simple manceuvre of 
inserting a laminaria tent into the cervix I was alarmed, on 
being recalled to the house urgently, to find 'the woman in a 
“State of shock; with cold sweating, pallor, feeble pulse, and 
clonic movéments. The tent was removed immediately, vand 
‘slow improvement followéd. No haemorrhage or injury. to 
„the uterus had been caused by the insertion of the tent. q 

After the necropsy on Dr. Haire’s case Dr. Keith Simpson 
stated at the inquest that he had found no.organic disease 
whatever and no local injury as a result of dilatation of the 
cervix and injection of the paste. Here, evidently, was a case 
of death due to vagal inhibition in a single woman deeply 
depressed by reason of the pregnancy, 

The indication, for this operation was suicidal tendency as 
shown by one alleged ‘attempt at self-destruction. And yet 
death was actually caused by the very measures undertaken to 
Prevent it. -Under suitable ‘restraint in a mental home this 


ı Woman could have been prevented from the risk of suicide. 


‘Modern'methods of treatment of depressive states have entirely 


, , altered the prognosis for these patients and should infiuence 


our attitude to the view that if the pregnant woman attempts 


` or even threatens suicide abortion should be induced forthwith. 


It falls to obstetricians to perform the actual operation, and 
it behoves them to be aware of the dangers’ and very sure 
of-.their. ground when they receive the recommendation from 
the psychiatrist. It should be remembered also that a number 
of depressed’ women who have had pregnancy terminated suffer 
from. self-guilt and ‘remorse. for years afterwards. . This is a 
factor which impedes spontaneous recovery from depression. 


- ‘There are; of course, occasional cases of mental disturbance 


where termination of 
uncommon.—I am, 
London, W.1. 


pregnancy may be éndicated, but they are 
etc., i ' ` 7 
ALECK BORNE. 


SR,—Can the bewildered G.P. have some guidance on the’ 


psychiatric indications for the termination of ‘pregnancy? In 
my. own practice I am occasionally consulted by some poor 
unmarried girl who is pregnant. She is invariably in the 
depths of despair-and suffering from an acute anxiety neurosis. 
When |I tell her that it is illegal to interfere with a pregnancy, 
she very often threatens suicide. Ir spite of my genuine feeling 
of pity for her the best I,;can offer her is to refer her to an 
antenatal clinic. \ ; ` 


‘ “ Q i 


é ~~ 


e the damage 
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Am. I failing in my duty in adopting ‘this attitude ? Should 
I refer all these cases to a psychiatrist, who might then 
recommend abortion ? Can they then be referred to-hospitals 
and thus avoid paying impossible fees 9 Or is it that psycho- 
neurosis of a degree sufficient to justify therapeutic abortion 
.does not eccur in working-class girls, but only in those who 
are more affluent and on a higher intellectual level ? 

I pose these questions because in my ignorance I cannot dis- 
tinguish the fundamental difference between my own cases and 
, the ones about whom one reads in the Press. Perhaps some 
psychiatric authority would give us guidance. By this means 
we might even put the old lady with a hatpin out of business, 
relieve the hospital emergency bed service from the strain of 
‘ dealing with septic abortions (by planning therapeutic abortions 
- some time ahead), and thus: save the G.P.s’ time: in having 
later to'deal with the numerous gynaecological conditions 
resulting from unskilled interference. . 

In any case I think PIL send my next case to see the 
psychiatrist at a general hospital, particularly if she threatens 
suicide. 
to the patient—I am, etc., 

Homerton, E.9. i 


Treatment of Hepatic Cirrhosis 
Sır —May I-correct an error in your leading article (June 11, 


p. 1042) on the treatment of hepatic cirrhosis ? You report the - 


observation of Ralli, Robson, Clarke, and Hoagland’ as record- 
ing “ that parenchymatous, hepatitis is associated with a fall in 
_ the antidiuretic agent normally present in the urine... .” In 
point of fact these workers reported a considerable increase in 
the antidiuretic potency of dialysates: of urine from patients 
\ suffering from cirrhosis of the liver with ascites and peripheral 
oedema, when tested biologically according to the method of 
Burn.” > oo 
_ This increase has been confirmed by Drill and Frame’ and 
“ more recently by Kunkel, Labby, Ahrens, Shank, and Hoag- 
land.* Cases:of cirrhosis in which fluid retention was not a 


marked feature did not excrete the antidiuretic factor greatly in - 


excess of normal—I dm, etc., 


Se Edinburgh. JAMES S. ROBSON. 


a REFERENCES — 
1 J. clin. Invest., 1945, 24, 316. 
2 Quart. J. Pharm., 1931, 4, 517. 
3 Fed. Proc., 1948, Part 1, T, 215. 
4 Stud. Rockefeller Inst. med. Res., 1949, 137. 


** Dr. Robson, and also Dr. F. G. W. Marson, of Birming- 
ham, who wrote to the same effect, are correct in pointing out 
that Ralli and his: co-workers found a tise’in the excretion of 
the diuretic factor in cirrhasis of the liver, especially in cases 
with ascites. The important point, however, is that owing to 
. disturbed liver function there is an excess of this factor, presum- 
ably due to impaired inactivation by the liver, and in conse- 
quence water is retained in the body through a process which is 


| independent of changes in the serum protein —Ep., B.M.J. 


Infective Hepatitis and Portal Cirrhosis 

Sır, — With preference to the letter of Professor N. F. 
Maclagan (June 18, p. 1095), I wish to state that it was not 
‘ny intention to dismiss liver function tests as useless, but to 
indicate that the tests specifically mentioned in my paper 
(June 11,, p. 1032) “are occasionally - unreliable ‘in assessing 
done to the liver.” Since the point has been 
raised I give here the full laboratory findings in the case con- 
cerned. The readings given are 
performed two days ‘before death. 


Serum colloidal gold .. 900000 
T#ymol turbidity . 2 units 
Takata-Ara i3 E K .. Negative * 
Alkaline phosphatase J A .. 6units ` 

v Serum bilirubin e r ~<. 32 mg./100 ml. 
Serum proteins 2.5 g./100 ml. 
Serum albumin ha 1.7 g./100 ml. 
Serum globulin .. ' œ 0.8 g./100 ml.’ 
Icterus index. ue 100 
ESR. . 1 mm./hr. 


Urine? Dark brown; albumin, slight cloud; urobilinogen, DO 
excess; bile salts and pigments present. Deposits: leucine and 
tryosine crystals present. f ' 
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I am cynical enough to doubt a conclusion agreeable 


{' P. R. SAVILLE. 


the results of the tests, 


f 
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There is a significant fall in serum proteins, as stressed in 
my previous paper (British Medical Journal, 1948, 1, 1079), but 
this fall does not occur in every fatal case. A perusal of records 


' of fatal cases shows that the serum proteins were within normal 


levels with a normal albumin-globulin ratio in a few eases, 
while in oné case the serum proteins amounted to 9.8 g: per 
100 ml. four days before death. et 


t 


Serum bilirubin figures provide little help in assessing prog- i 


nosis, Patients with high serum bilirubin levels have recovered, 
while cases of chronic hepatitis with low serum bilirubin 
values have ended fatally. One case of chronic hepatitis had 
a serum bilirubin content of only 0.4 mg. per 100 ml. a few 
days before death. ` Urobilinogen estimation is of value only 
in early cases developing jaundice. A .“ battery of tests,” 
as suggested, may reveal some abnormai values ; but the mere 
examination of urine may give more reliable information about 
the impending calamity by revealing leucine ‘and tyrosine 
crystals. Presence of these in urine, appearance of albumin- 


uria for the first time during the. course of illness, and the 


d 


onset of delirium or coma when taken together give a reliable j 
Í 


indication of a fatal termination—I am, etc., 


London, S.W.7. K. DAMODARAN. 


© Dried Plasma for Domiciliary Midwifery 


SR, —Dr. C. T. H. Whiteside: (June 4, p. 1005) has drawn 
attention to the value of dried plasma in midwifery. With 
most of what he says I am in complete agreement. . One of 
the most valuable lessons of the 1939-45 war. was the attention 
it directed to the importance of early and adequate transfusion. 
It also served to make many of us “ transfusion minded,” 
and sever since returning to anaesthetic practice I have carried 
a supply of dried plasma with me in the car, and on three 
occasions it has proved, Í am certain, a life-saving measure. 

The risk of post-transfusion jaundice must be admitted. , For 


that reason I think he goes too far when he suggests that mid-.. 


wives should carry the plasma and be trained to give it. The 
technique of transfusion is simple, but the decision when to 
transfuse.is difficult, and is a responsibility which I feel can 
be undertaken only by a doctor.—I am, etc., 


Hove, Sussex. REX BINNING. 


Sr, —Mr. W. G. Mills (June 18, p. 1098) does a poor service 
to domiciliary midwifery in pouring cold water on the idea of 
intravenous therapy by the general practitioner in obstetric 
emergencies. While I agree with him that, preferably before 
shock has occurred or as soon as it has been -controlled; a 


retained placenta should be immediately removed, nevertheless 


when working 30 miles from hospital, and 80 minutes from the 
“flying squad,” the possession of plasma ready for administra- 
tion and its actual administration if necessary before, during, 
or after the removal of the placenta are in my opinion most 
valuable safeguards which would hardly ‘be neglected in hos- 
pital and therefore should certainly not be neglected on the 
district. By analogy, a general practitioner may give anaes- 
thetics, but he should not give them without the same pre- 


cautions (oxygen and ‘nikethamide available) as would be taken 


in hospital. , 

In the last three years my partner and I, in the course of 
over two hundred confinements, have removed some eight re- 
tained placentae, and in three of these we have been very glad 
that we carried plasma and were able to give it in good time,.and 
in two cases to save the “ flying squad ” being called at all. In 
another case of post-partum haemorrhage not associated with 
retained placenta we were also grateful for it. . 

It is agreed that dried plasma, because of its potential dangers, ` 
is not an ideal intravenous substance, but it still remains true 
that every practitioner who is prepared to be called to obstetric 
emergencies should take with him intravenous equipment. It 
is possible that dextran or some such substance will eventually 
take the place of plasmă. 

I could wish that Mr. Mills would join me in my plea in 
your corréspondence columns some time ago (Dec. 13, 1947, 
p. 976) for the regional transfusion centrés to arrange to keep 
general practitioners supplied with giving sets. Incidentally, as a 

` ` / 
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general practitioner I have been . led to understand that. 
thiopentone can be a most dangerous anaesthetic in ‘cases of 
shock.—I am, etc., 3 


Morpeth, Northumberland. 


-i R. P. ROBERTSON. ` 


<. An Unfortunate Precedit. 


, SR, —Dr. B. H. Shaw says (June 4, p. '1003) that the Royal 
College of Physicians should: not presume to meddle with pro- 
fessional administration. © The professional administration of 
most of the municipal general hospitals in the country ensured, 
as far as such a thing‘is possible, that their. standard of médicine 
` could riot rise above mediocrity.’ Was‘it not desirable that the 
Colleges and universities should use their influence ‘to alter 
that state of affairs? It is a misfortune that’ the ‘difficult 
financial position of this country is hindering the metamor- 
phosis of these hospitals.—I am, etc., 


Tooting, S.W.17. M. WALKER: 


Transfusion Compatibility Tests, ` CE 
Sir »—The conclusion of Dr. R. H. Malone (June 4, p. 1003) 


ieee | 


- that anti-D typing of all patients prior to transfusion is essential 


.1s quite irrefutable. It is also probable, however, that a tube 
compatibility test, using 30% bovine albumin as diluent, „will 
prove most suitable for- the busy hospital laboratory. "This 
test is a second line of defence, which will detect incomplete 
anti-D’ antibodies, as well as the saline-agglutinating antibodies. 
Danger from. such antibodies, as Dr. Malone points out, 
should be rare with accurate anti-D typing.’ Mistakes do occur, 
however, in the’ best regulated laboratories, as evidenced - by 
Dr. Kidd's case ‘(June 4, p. 1002), either- -due to technical ' or, 
clerical errors. 

A cross-matching. test in tubes at room temperature aig 
37 Cy using 30%, bovine: albumin as red-céll diluent, has 
. been in use in.this laboratory for some months. The tests are 
read after four hours as a routine measure : in the case of 
emergency the tubes are. centrifuged after a half-hour. - ` The, 

y test is no more time-consuming than the usual one, using‘saline. 
as diluent, either to set up or to read. Technicians can quickly 
be taught to differentiate ‘between rouleaux formation; ‘which 
is rather marked in albumin,.and true agglutination. 

While agreeing that routine anti-D typing is the first essential 
in preparation for transfusion, to avoid Rh incompatibility, I 
feel that this modified ie ce test is a valuable additional . 

. safeguard:—I am, etc, 

London, E.15. 


~ 
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fv 
_ E M. S. Roses 

SR, —Weʻare in agreement with Dr. R; H. Malone (Junė 4; 
p. 1003) on the necessity: of Rh grouping ‘before transfusion, , 
and it. was not our intention to suggest that this important 
safeguard should be neglected. It is undertaken as a routine 

-here,in! conjunction with the slide compatibility test, in all’ 

- transfusions matched by the laboratory staff. Until, however, 
resident ‘blood-bank Officers become sufficiently numerous, 
. there must remain,a number of transfusions where the selection 
of blood has to be urgently’ undertaken, by people without’ 
laboratory experience, and it is for ‘these. occasions that. we 
feel the albumin slide test has:special value. ` ; 

The justification for the routine use‘ of the albumin slide 
test is that it is simple to perform and detects- incompatibilities 
that the saline test does not. It'is true that Rh antibodies” in 
D-positive patients are rare, but in our experience their fre- 
quency has not’ been negligible.. In each. of these cases the ` 
presence of antibodies was anticipated from the history, but 
it is‘-hazardous to ‘rely on-an intelligently taken history being © 
transmitted to the laboratory.. It is therefore safest to insist 
on the routine use of a test that can detéct Rh antibodies. 
Where, from the history, antibodies’ are expected in a D-positive 
patient, then-the more elaborate tests would, of course, be used 
in selecting a suitable blood. _ 

We have never, as far as we ‘know, pone supplied with an’ 
incorrectly labelled bottle of blood, but the test-could detect 
the bottle of Rh-positive blood incorrectly’ labelled Rh-negative 

-in the case where it mattered ‘most—i. e., when the recipient 
had strong Rh antibodies. —We- dre, etc., B. GODWN.', 


Stoke-on-Trent. _ AL J. MCCALL. 
` r 3 \ 
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-to do their own psychiatric work so far as is possible ” 


‘foremost a physician ? 


- T waves and prolonged PR interval. 


| 


"ai j Prognosis in Hysteria 


H~ ` 


16m. —Dr. A. Barham Carter is to be congratulated on the lucid 
and interesting article 6n this subject (June 18, p. 1076) in which 


- he- describes incidentally the successful results of treating 


hysterical symptoms. His reference to ‘ ‘ physicians who like - 
ticularly welcome and on the strength of this one is emboldened 
mildly to question the assertion: he makes at the outset of his 
conclusion that “the word ‘recovery’ wll never mean the 
same to a psychiatrist as to a physician, and one can only try 
to correlate physical, and psychological terms.” Given an 
approach which has regard’ to the whole organism, is it neces- 
sary even to draw distinction between physical and psycho- 
logical’? Dr. Carter obviously combines in his own person the 
qualities of à physician with the training and experience of a 
psychiatrist. Should not a psychiatrist, too, be first and 


` 


Explanations why an hysterical symptom disappears are 
certainly various. Perhaps it has served its (never fully 
conscious) turn. Or the hastily selected symptom may have 
become irksome, as instance that of blindness in the case of a 
young and active man, or aphonia in'a naturally talkative 
woman. The patient may have found that his complaint does 
‘not’ find .reddy acceptance socially, or even that it results in 
‘certain sanctions, such as that of isolation, being applied. The 
symptom may. disappear because it has been substituted by one 
which seems to serve the (unconscious) purpose better, and, as 


. Dr. Barham Carter well exemplifies, there is always the, possi- 


bility that the patient may, by understanding on the part of his 
physician, be moved: to behave differently, with corresponding 
advantages for social adjustment. 

‘Dr. Carter’s experience that “. . . more good seemed to-come 
from listening than: from talking, as patients often found a 
more satisfactory solution to their problems. without, further 


.prompting ” helps to illustrate that perhaps there is, after all, not 


so much divergence of aim as between physician and psychiatrist. 
. Widely accepted, and applied with due circumspection, the 
principles and practice advocated in this article might go far to 


> meet the- recognized need for treatment of pyenoncuron in 


its milder and less chronic ‘forms .—I am, etc., 


Liverpool. ` S. BARTON Hart, 


i- 
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POINTS FROM LETTERS 


` 


- Salicylates in Rheumatic Fever \ 


` Dr. _A. D. McDwyer (Dublin) writes: Because of its practical 


; importance one must. accept with reserve the view of Rantz and 


, colleagues—discussed in a leading article in the Journal (Jan. 22, 


“De 144)—that massive salicylate prophylaxis does not prevent the 


manifestations of continuing non-suppurative streptococcal disease— 


` really mild to florid rheumatic fever. Without prophylaxis the mani- 


festations are: elevated E.S.R., late fever, carditis, arthritis, purpura, 
_ adenitis, pneumonitis. With salicylate prophylaxis they are late fever 
and carditis. Of the latter, their criteria in general are flat or inverted 
Massive salicylates may cause 
(1) fever ‘(98.6°-100° F. = 37°-37.8° C. rectal) and tachycardia ; 
(2) experimentally, ienificant alterations of RST and T in standard 
limb and precordial leads, and abnormal prolongation of QT for 
given rate (because of this, further observations may, well confirm 
its effect on the PR interval); (3) a non-specific rise or fall in’ the 
E.S.R. during therapy and a subsequent rise for 1-4 weeks after 
, therapy ends ;-(4) experimentally, prevention or suppression of a rise 


_in the leucocyte response to infection. Further, the plasma salicylate 


in the Second week of therapy, becomes unstable in the rheumatic 
subject, rising or falling by 50% on constant dosage, needing an 
alteration in latter. Does this explain the appearance of subcutaneous 
nodules when the patient is “ saturated ” with. salicylates? . One 


‘interesting. point emerging from the incidence of the above manifesta- 
‘tions is that their incidence of 19. 6% is approximate to the estimated 


incidence of rheumatic fever, ‘etc., in the ‘community at large. The 


_ Post-mortem statistics ‘of the incidence of mitral stenosis in the general 


population understates the occurrence of valvulitis, a better test of 
which would be vascularized but otherwise normal valves—the normal 


:human heart valve is avascular, a point completely ignored in the 


pathogenesis of septic endocarditis—if allowance is made that other 
viral diseases such as infectious mononucleosis, can cause valvulitis. 
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SIR THOMAS HOUST ON, O.B.E., M.D. 
Sir Thomas Houston, the doyen ‘of the medical profession 


. in Northern Ireland, died on June 21 in his eighty-first year. 


Until a few days before. his death his mind remained recep- 


> tive of new ideas, his interest in medical science and Jin ' 
current events continued unabated, and his affection and 


- -friendship for junior members of the profession maintained 
_his youthful. outlook. - 

© Tom Houston was a son óf the mansé ; his. father and `. 
both of hiš grandfathers were ministers of the Reformed 


Presbyterian Church. :Born i in the Route, close to the rocky ` 


coast of North Àntrim,.he was one of a family of eleven, 


„~and received his early education at Coleraine Academical 


Institution. He entered Queen’ s College, Belfast, and took’his ' 


B.A. in 1890, and five years later graduated M.B., Ch.B., s 


B.A.O., with honours, proceeding M.D. in 1899. He won 


- the coveted’ studentship in pathology . of. the Royal 
_ University of Ireland, and was a research scholar of ‘the ` 


° British Medical Association, in 1902. He was a past presi- 
dent and an honorary fellow of the Ulster Medical Society, 
and a member of the Pathological Society of Great Britain. 


In 1937 he was president of ‘the Section of Pathology, ` 


Bacteriology, and Immunology at the annual meeting of the ` 
B.M.A. He had twice been vice- president of the ‘ same 


l Section in earlier years. 


+? St. John Ambulance. Brigade Hospital at Etaples, 


After filling the usual j junior posts in a ene hospital 
Houston was appointed assistant gynaecologist to the Royal 
Victoria. Hospital, Belfast. Even in those early days, how- 


' ever, his main interest was in laboratory and research work: 
_ The appointment ‘of Professor Lorrain Smith to the chair of. 
pathology in Belfast, and the close friendship which. had’ 


1941 the Senate of the Queen’ s University elected him 


Pro-Chancellor. 


Long after his official connexion with the Royal, Victoria 
Hospital had ended Sir Thomas continued to. occupy his 
usual seat in the laboratory ; he was there only a few weeks’ 
ago. The memory of the familiar figure at his bench will | 


be preserved by his portrait in oils painted by Mr. Frank 
, McKelvey, which was presented to Sir Thomas last year by 
his colleagues of the hospital staff. It will hang: near the 


laboratories he loved so well and served so faithfully for _ 
Sir Thomas Houston was the most modest> 


‘over fifty years. 
of men: He shunned publicity in every form, he was with- 
‘out guile,’and he was continually implicated in conspiracies 
‘of kindness. While in active practice he was first choice 
when illness enteréd a doctor’s hotse. Many medical 
homes`in Ulster have cause to remember him with affec- 
tionate gratitude, ` 
. from the precepts of Hippocrates: “ Where the love of man 
is, there also is love of the Art.” No happier epitaph could 
be found for Sir Thomas Houston. 


{ ' 
LJ. F. O'MALLEY, F.R.C.S. 


Mr. J.F. O'’Millèy, who died at Bexhill-on-Sea on June 22: 


at the. age of 80, came of a family of doctors. One of his 


a - 


A quotation frequently on his lips was `- 


brothers is professor’ of surgery and another professor‘ of © 


ophthalmology at University. College,. Galway, while yet l 


. another was in practice in London. 
John Francis O’Malley qualified at Dublin in 1895, >n 


‘he was first scholar, and. went into general practice in 


London. He was early attracted to oto-laryngology, how- . 


_ ever, and after studying in Vienna he took the F.R.CS. in, 


1910. He was appointed: ‘aural surgeon to the Evelina 
Hospital and later. to the Hospital of St. John and St. 
Elizabeth and to the Royal Ear Hospital. 
mation of’ the Royal Ear Hospital with University College 


developed. with: Sir Almroth Wright and ‘his colleagues ‘at- Hospital in 1919 O’Malley became surgeon, and subse- 


‘St. Mary’s: Hospital, . turned Houston’s footsteps into the : 


path of clinical pathology. He was the pioneer worker on 
haematology and applied bacteriology i in Northern Ireland, 
and year after: ` year he stimulated in younger men aloye of | 
. pathology. : Early in his work he recognized the hereditary | 


, and familial tendencies of Addison’s anaemia’ and the. 
; , importance of the chronic carrier of typhoid bacilli in the ~ 


urine, ` During the severe outbreak of cerebrospinal fever 
in Belfast in 1908 he and J. C. Rankin grouped the different 
types of ‘meningococci. He applied a modification of ' 


. Wright’s opsonic technique in the serological diagnosis of 


_ the disease. 
Houston was appointed physician i in charge of the depart- 


_ ` ment ‘of: haematology .and vaccine therapy in the Royal, 


Victoria Hospital. He was for many -years lecturer in’ 
' toxicology i in Queen’s College, Belfast. He-was also interested 


' in tuberculosis and- was physician to the Forster- Green 


Hospital. During the first world war he’acted.as physician 
in charge of the medical wards and of the laboratory i in the 
While 
“ studying an epidemic | of trench fever he becamé interested’ 


`, in the enterococcus, an interest he ‘maintained to the end of 


his life. It is unfortunate that this work of his has never 
been published, for -he had’ accumulated. a” vast store of 
information about this organism, its reaction to its environ: 
ment, and its possible pathogenic properties. | Houston,: 
however, was always hypercritical of his own work. For, 
his services in the war he was mentioned in dispatches, ` 


` awarded the O.B.E., and made an Esquire of the Venerable 


‘ Order of St. John ‘of Jerusalem; of which Order he was 
later appointed: a Commander, He was knighted in 1927 
‘for his services to medical science in Northern Jreland. J 


a 


~ 


quently consulting surgeon, to the ear, nose, ‘and throat , 


' department of University College Hospital. In the war of 
‘1914-18 he was ear, nose, and throat specialist, with the 


rank of Major R.A.M.C., at the Royal Herbert Military - 


Hospital, Woolwich, and was mentioned in dispatches. 
At annual meetings of the B.M.A. in 1926 at Nottingham 


and in 1933° at: Dublin O’Malley was vice-president of the ' 


Section, of Oto-Rhirio-Laryngology and in 1932-3 he was 
president .of the Section of Otology of. the Royal. Society 
of Medicine. In 1933 he was made an honorary M.Ch. of 
the National University. of. Ireland. 

O’Malley was interested in all branches of his specialty. 
He wrote on otosclerosis and arthritis deformans, depre- 


cated the excessive employment of the radical mastoid ° 


operation in middle-ear suppuration, and carried out exten- 


sive researches on the ventilation of the nasal sinuses, ` 


emphasizing the importance of re-establishing air currents. 
He was a keen. golfer, a past. president of the Irish Medical 
Golfing Society, ahd a hospitable member of the old Sports 
Club, but his chief interest and hobby was his work, and he 
was in consulting practice for many. years in Upper 
. Wimpole Street. A great favourite with the Irish com- 
munity in London, O’Malley was always genial, tolerant, 
and kind-hearted, and he will be remembered as a sound 
and skilful oto-laryngologist: 





‘On the amalga-. 


© Dr. WILLIAM ALAN BLOMFIELD, the leading oto-laryngologist | 


of Auckland, New Zealand, died of heart disease on ‘May 16 ` 


in hospital at Sydney at the age of 51. Born at Takapuna, the 
son of a well-known New Zealand journalist, Dr. Blomfield 
was educated at Auckland University College | and at Otago 
“University, ‘where he graduated M. B., Ch.B. in 1923. me then 
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et four years in the postgraduate nds of dices of the 
ear, nose, and throat at Vienna, Birmingham, and London, 
where he was clinical assistant at the Metropolitan Ear, Nose, 
and Throat Hospital. | He continued his postgraduate studies 
in. Edinburgh, taking the F.R.C.S.Ed. in 1927, On his return 
to New Zealand he was appointed to the-ear, nose, and throat 


- department of .Waikato Hospital; Hamilton, ahd subsequently, ` 
' to the Auckland Hospital. 


Keenly. interested in his specialty, 
he visited clinics in the United States and England in 1937-8. 
He also took his full share in the, life. of his community, was 
a prominent member of the Rotary and other- clubs, and 
honorary surgeon ‘to: the local J ockey Club and the Boxing - 
Association. A charming personality, always ready to extend 
a helping hand to his: juniors, Dr. Blomfield’s untimely death 
is a great loss to oto- -laryngology: in New Zealand. He is sur- 
vived by his wife, a daughter, and two sons, to whom the 
sincere eaympaiiy of his colleagues and friends will be extended. 
R. S. S. 
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NURSES BILL | 
When the Nurses Bill was considered on Report~in the House 


of Lords on July 21, Lord SHEPHERD said he believed that the 


Measure was now an agreed one.. He moved to. leave out 
Clause 4 as it “stood, and to’substitute the original clause. 
In committee, Lord Luke had carried an ‘amendment’ to 


‘delete the clause and to substitute one- which took away the 


authority of the General Nursing Council and the Standing 
Nurse-Training Committeés over’ expenditure, and transferred 
that authority to a new- independent body. Ministers had 
attempted to reach an accommodation. on the matter so-that 
the Bill could be sent to the House of Commons as an agreed 
measure. 
amendments were to come: before the House that day. He 
recommended the House to delete the present Clause “4 and 
put back the original clause, and them to meet the -views of 
Lord Luke, by creating in’ ‘the General Nursing Council a’ 
Statutory Committee for administering the funds for training 
nurses.’ The Bill also provided that when disputes on matters, 
of finance arose in the Standing Nurse-Training Committees 
there should be~an appeal to the .General ‘Nursing Council, 
with whom the final word would rest. The Government 
believed that it now possessed means by which the 600 schools 


_ Which existed to-day for training nurses could, through the 


` proposal under the first schedule whereby the' Minister was to | 


Standing Nurse-Training Committees, be brought into intimate : 


contact with the General Nursing Council. 


‘As,a consequence of. the’ discussions a: series of - 


- 


‘to be ‘admitted to the register. 


‘ 


aain on- the matter, shall, unless in the opinion of the Council the 
matter is urgent, receive and consider the report of the committee. 

(4) The power of the Council under paragraph (f) of subsection (1) 
of section three of the Act of 1919 to make rules for authorizing.the 
delegation to committees of the powers of the Council and for 
regulating’ the proceedings (including quorum) of committees shall 
be exercisable i in relation to the finance committee. “J 


. On. Clause’ 9. Lord SHEPHERD mov ed amendments at the 
peace of the General Nursing Council to make it perfectly 


‘clear that no nurse trained. abroad who hag failed to pass an’ 


examination forming part of her training should have any title 
He added that his amendments 
would not preclude the admission of nurses who: had completed 
training which did not involve the taking of an examination but 
which the General Nursing Council could regard as satisfactory. 

‘Lord SHEPHERD moyed to insert in Clause 10 an additional 
provision : 

“ (3) No request under the last foregoing subsection shall bë made 


by the Council with respect to the supplementary part of the register 
containing' the names of nurses trained in the nursing and care of 


- persons suffering from mental diseases unless the Council are satisfied 


that means exist whereby members of the public can readily ascertain 
whether a registered nurse has ‘been so trained and no such request 
shall be so made with respect’‘to the supplementary part of the 


‘register’ containing the names of nurses trained in the nursing of sick 


children unless the Council are satisfied that means exist whereby 
members of the public. can readily ascertain whether a registered 
nurse has been so trained.” 

He'said that during the committee stage Lord Webb-Johnson 
had expressed, fears about the position of’ specialized training. 


' The Government had gone closely into’ the matter and had 


produced a‘new subsection which it hoped would meet the 
difficulty.. They desired in’ particular to make it clear that the 
training of- sick children’s nurses was not to be discontinued. - 
Nothing i in the Bill would prevent the General Nursing Council 
in keeping its register from attaching to the names of registered 
nurses’ the special qualifications which they had earned. The 
Council would have among its members representatives of | 
specialized nurses who would watch these matters. 

Lord Wexss-Jonnson thought the new subsection would safe- 
guard the position of thé General Nursing Council. The House 


‘agreed., 


On the First Schedule Lord SD said the Minister had 


‘agreed to submit amendments one of which added to the 


Lord LLEWELLIN thought this was a better method than the = 


amendment which his friends had previously, inserted in’ the 


Bill. He hoped. that when the. General Nursing Council set ' 


up the Finance Committee they would taKe advantage of the 


appoint three persons with ‘knowledge of hospital administra- 
tion and finance. He advised the House’ to accept this 


‘ compromise. - r ` 


m” 


Lord WEBB-JOHNSON suid the amendment, carried on the. 
committee stage had been carried because of anxiety about ` 
the position of the'teaching hospitals. He felt that anxiety 
would be removed by the amendments standing in, the name’ 
of Lord Shepherd. 


The House agreed to Lord Shepherd’s ER -and : tó 


-General Nursing Council three persons ‘who would appear to 


the Minister “ to have had ‘experience in the control and manage- 
ment of hospitals.” A further amendment was also approved 
providing for regional elections if in the opinion of the General 
Nursing Council they appeared desirable. Further drafting 


-amendments were made and the Report Stage concluded. 








: Universities and Colleges ~- 








UNIVERSITY OF CAMBRIDGE 


"J. A. R. Miles, M.B., B.Chir., has been’ reappointed Huddersfield 


Lecturer in Special Pathology, ‘and G. W. Harris, M.D., University 


' Lecturer in. Physiology, from Jan. 1, 1950, with tenure to the retiring 


age,. and- 'D. B. Cater, F.R. C.S., University Demonstrator a 


; Pathology for.five years from Jan. È 1950. 


The following medical degrees were conferred on June 11: 
M.D—D. H. Davies, M. W. W. Wood, A. G. Marshall, Marjorie 


Lawton. 
M.B., B.Chir.—Joan C. Owen. 


the deletion of Clause 7 (Expenses of Hospital Grants Com- ,. M.B.—Phyllis L. Broomhead (by proxy). 


mittee) and the insertion of the following new ‘clause: 

‘en 
ouncil, cae 

(2), The number of members of the -finance gar nee “and their: 
term of office shalt be such as may be -prescribed by rules made 
by the Council under subsection (1) of section three of the’ Act of 
1919, a 

(3) Any matter relating to the ‘discharge by the Council of their, : 
functions with respect to the defraying of expenses incurred by stand- 
ing nurse-training committees shall stand . referred’ to the finance 
committee and any other matter may be referred by the Council] to 


—f(l) The | Council shall appoint a finance committee cón- - 
sisting of members of the 


In the Journal'of June 4 (p. 1014) we aih announced that 
certain honorary degrees were conferred on:May 2' On that date 


| proposals for the confetment of the degrees, were: approved? It is | 


. expected that they will be conferred at a special Congregation to 


-be held on Aug. 20, when the First International Congress of 


Biochemistry will be held at Cambridge. 
The following candidates have been approved at the examination 


indicated ; 
Fina, M.B.—Part I (Surgery, Midwifery, and Gynaecology): A. G. 


‘Ackerley, L. J. H. Arthur, M. J. Ball, J. L. R. Barlow, R. G. Beard, 


D. A. A. Beardsmore, I, -F. Bishop, 'P. E. Bodkin, G. H. Bond, 


that committee; and the committee shall ‘consider the matter and E. C» A.. Bott, S. D. Bradley, H. H. Broadhead, E. A. Cooper, 
report upon it to the Council, and- the, Council, before taking any M. B.S. Cooper; H. M. C.- Corfield, G. A. Court, E. M. D. Craig, 


i 


' I 


t 
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S. J. Crews, Gwenhwyfar Davies, G. H..J. Dickinson, M. V. Doherty, INFECTIOUS DISEASES AND VITAL STATISTICS 
-R. E. Eban, I.-D. Edeleanu, J. W. H. Elder, P. Elliott, G. R. C. .We print below a summary of Infectious Diseases and Vital Statistics 
Fisher, E. H. R. Ford, D.-C. H. Garrod, T. M. D. Gimlette, J. R. in the British Isles during the week ended June 11. [No. 23 
Glover, A. Gol; M. P. Goodson, J. D. J. Havard, J. F. Hort, M. J. Figures of Erinelpal Hong oi Dea Hod mes bine hoe for ee 
Hunter, M. M. Ives, E. W. P. Jones, A. K. Knowles, A. S. Law, . sponding week last year, tor: (a) Pngland an es (London inciuced). 

: 2 : Pae. : 2 “t: A Lond dmi t . (c) Scotland. (d) Eire. North Ireland. 
J. Lynfieid, D. H. Mackenzie, I. R. McWhinney, J. L. Milligan, °F or EE marae erk inder &, afecilous disease, 
‘A. O’Brien,-D. J. D. Perrins, J. H. Rack, K. F. Robinson, W. E for : the great towns = Fonland pad Wales (including penton) 
Rodger, H. Schlossmann,, J. B. Self, R. C. Shepherd, J. T. B. ondon (administrative county). (c) The J® principal towns in srotanc. 
Stewart, R. Thomas, P. D. S: Thomas, P. R. Thompson, J. D. W. ÅS Tie 13 principal towns in Eire., 6) The 10 principal towns in Norther Ireland; 
Tomlinson, J. F. Trunchion, E. Veldhuyzen, M. P. Ward, R. G. return available. : . 


Watkinson, R. H: R® White, B. F. Whitehead, H. B. L. Williams, 
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Ee Moe 


Professor D. W. Gordon Murray, F.R.C.S., will deliver the Cerebrospinal fever 
Moynihan Lecture at the College (Lincoln’s Inn Fields, London, , Deaths . 
W.C.) on ‘Tuesday, July 5, at 5 p.m. His subject is “The Surgery Diphtheria 

















of Congenital Heart Disease.” Deaths 
iN SE ee 
ee OOO amma Dysentery 
Deaths . 
. EPIDEMIOLOGICAL NOTES oo 
= | Encephalitis lethargica, 
Poliomyelitis l ~ acute a vA 
: ; - , Prea 3 ‘Deaths Sows 
Notifications (uncorrected) of poliomyelitis and polio- a : 
encephalitis together increased from 19 in the week ended = a aA 
f June 11 to 38 in the week ended June 18. Counties with PTET aes eer a 
more than one case were London (6), Devon (4), Lancaster (2), iiaea ga %2 
Middlesex (3), Southampton (2), Surrey (2), Sussex East (5), years: ja 


Yorks W. Riding (5). In the week ended June 25 groups of Deas 


cases were reported from Newhaven, Lewisham, Plymouth, Measles? ei, (ae 
‘and Cornwall. Thus it,appears that the small increases sO eathsf - .. --- 
far reported are widely scattered. ` T 








Ophthalmia neonatorum 
` \ : Deaths í aa 


\ : Discussion of Table -  Paratyphoid fever °.. 
Deaths ss Di 


In England and Wales infectious diseases were léss prevalent 
during the week and there were decreases in the notifications Pneumonia, influenzal . . 

















of measles 524, whooping-cough 372, scarlet fever 152, acute ores asin aie 
pneumonia 77, dysentery 46, and diphtheria 12. Exceptions to a — 
© the general decline were increases in the incidence of para- ERAON S ape 
_ typhoid fever 17 and typhoid fever 5. ——— ——_— -i—i 
The largest, falls in the notifications of measles were London i aa acute 
282, Middlesex 131, Lancashire 114, and Essex 101 ; the largest _——______- a 
~ ‘rises were Kent 182, Derbyshire 98. The largest decreases in: ae srr a cea g 
the notifications of whooping-cough were Lancashire 111 and 
Middlesex 54. ee le le a = 
A small decrease in the incidence of scarlet fever was reported — 
‘in most areas; the largest fall was Cheshire 32. Notifications ' ae atin pyrexiall «6 | ` ah 


of diphtheria again reached a new low record, being 6 below 
the previous lowest figure. The chief feature of the returns eae fever 
. for diphtheria was an increase of 7 in Birmingham C.B. = 
Of the 24 cases of paratyphoid.fever 15 were notified in the, a 
county of Durham (Hebburn U.D. 5 and Jarrow M.B. 5). The 
decrease in dysentery. was due to the experience'of Lancashire, ame por 
where the: notifications fell from 67 to 17 (Oldham C.B. 6 and — 
Liverpool C.B. 8). There were 94 cases of food poisoning Typhoid revert. 
notified from Southampton, Fareham, U.D. = a 
In Scotland an increase of 119 was reported in the notifica- LYDIU Ove : 
tions of measles and there were decreases in the incidence of Piara Ree PEN DEEN Ee ETS E 
acute primary pneumonia ‘21 and diphtheria 14. The chief Whooping-cough* Oe) FaR Pelee et k 
centres of dysentery were in the cities of Glasgow 34 and Deaths- TATT 
Dundee 5. Of the 26 cases of diphtheria 17 were~notified Infant mortality rate 








1,090| 82| 180 E 44] 1,562| 125| 293| 53| 37 














ra Glasgow. (per 1,000 live births) 
In Eire there were decreases in the notifications of whooping- Deaths (excluding still- 
e cough 88, measles 19, diarrhoea and enteritis 13, and scarlet Í eet ih ie (per 


1,000 persons living) 

Live births ae oe 

Annual rate’ per 1,000 | 
persons living us 


fever 9. In contrast to the remainder of the country an increase ~ 

of 30 in the notifications of measles was recorded in Dublin C.B. 
In Northern Ireland’ decreases were recorded in, the notifica- 

tions of measles 13 and whooping-cough 10. The largest out- 


break 8f ringworm in recent years in the British Isles has been Stillbirths -__.. ss 
, Rate per ‘1,000 total 














212} 21] 33 


reported from County Down. Since last September 395 children als  Gndudas 
in the Newtownards area have been affected. o ' stillborn) Es 30 


Ca Nac Nene) ee E eens pee een Ras ee ee 
à Week Ending June 18 , * Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation onl : 


a . . P . . . . ' y. m, 
Notifications of infectious diseases- in England and Wales [pects from measles and scarlet fever for England and Wales, London 
: (administrative county), will no longer be published. 


during the week. included : Scarlet fever 930, whooping-cough t Includes primary form for England and Wales, London (administrative 
2,253, diphtheria 82, measles 9,152,.acute pneumonia 426, county), and Northern Ireland. ` 


cerebrospinal fever 22, acute poliomyelitis 35, dysentery 57, A a aaae O, e rE Seba 
_paratyphoid 38, typhoid fever 8. Toy 


Il Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
4 ? ~ Seas 


- 1 


„i; 
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| Honorary Fellowship . 
Sir Maurice Cassidy has ‘been elected to an Honorary 


+ 


juty 2, 1949. 


Medical News 


Friends of Cauterbury Cathedral 

_ A service dedicated to the science and art of healing was held 
at the annual festival of the Friends of Canterbury Cathedral on 
June 25, the arrangements for which were described in the 
Journal of April 9 (p. 630). Representatives of the B.M.A., the 
Royal Colleges; and medical and nursing services were present. 
Lord Webb-Johnson, P.R.C.S., read the lesson, and Lord 
Moran, P.R.C.P., gave the address. After speaking of the 
achievements of medicine in its conflict with diseases of the 
body, Lord Moran said he could tell no such tale of triumph 





when physicians had tried to follow the working of the mind 


and its many aberrations. © People had not acquired the art 
of living together. That was the crucial problem which con- 
fronted society. They- were all fumbling for a solution. Why 
was the worker so often without interest in his job? Was 
it because he ‘was doing the wrong job? The gulf between 
the worker and the rest of the nation was more dangerous than 


any gap in our economy. The-forgotten art of living together. 


had to be relearnt over the world, and there was great need of 
tolerance. 7 


Special Diets for Invalids ; 

On the recommendations of the Food Rationing (Special 
Diets) Advisory Committee the Ministry of Food has made 
the following rationing arrangements for invalids. Hepatitis, 
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Inspection of Children’s Feet 

` A useful pamphlet on'“ Foot Inspection in Childhood and 


~ Adolescence” has been prepared for the Foot Health Educa- 


acute infective hepatitis (catarrhal jaundice), toxic jaundice.— . 


Meat: a maximum allowance of four rations:a week (instead 
of three). Hepatitis, chronic (cirrhosis of the liver)—Meat: 
a maximum allowance of four rations a week (instead of three). 
Hypoproteinaemia——Meat: a maximum allowance of five 
rations a week (instead of four). Nephritis, with gross oedema 
and gross albuminuria (nephrosis)—-Meat: a maximum allow- 
ance of five rations a week (instead of four).—Steatorrhoea 
(including coeliac disease and tropical sprue)—Meat: a maxi- 
mum allowance of six rations a week (instead of five). The 
butter ration will now be retained and only the margarine and 
cooking fats coupons will be cancelled. Formerly, all the fats 
coupons were cancelled. Sreatorrhoea, convalescent.—Meat : 
a maximum allowance of three rations a week instead of two. 
Liquid Milk: a priority allowance of seven pints a week. Half- 
cream National Dried Milk: no change in the present allow- 
ance of one tin a week. Butter, Margarine, Cooking Fat: as at 
present, the coupons will not be cancelled. Diabetes mellitus ; 
hypoglycaemia, spontaneous—-No change in the present 
allowances. 


The Secretary Honoured | ~ 
The University of Saskatóon, Saskatchewan, conferred the 
honorary degree of LL.D. on Dr. Charles Hill, Secretary of 


the British Medical Association, during his recent visit to - 


Canada. : 


New Zealand Surgeons to Attend Paris Conference 

Sir James Elliott and Mr. Rolland O’Regan, of Wellington, 
will represent New Zealand at two international medical con- 
ferences to be‘held at Paris in July. Mr. O'Regan will represent 
the Government at a meeting of the International Cancer Re- 
search Commission on July 17-22. Sir James will attend -this 
conference and will also take part in an international conference 
on tuberculosis towards the end.of July. He will répresent the 
Tuberculosis Society of New Zealand. 


` 


Fellowship of Clare College, Cambridge. 


American Honours for British Doctors 

Lord Horder and Mr. Lawrence Abel were elected Honorary 
Fellows of the American Medical Association:at its recent 
annual meeting. Mr. Abel has also been elected Honorary 
Fellow, and Dr. Cuthbert Dukes Honorary Associate Fellow, 
of the American Proctological Society. 


\ 


f 
| 


tional Bureau by a committee under the chairmanship of 
Brigadier G. S. Parkinson. It is intended to assist school 
medical officers in examining children’s feet, and emphasizes 
that much disability in later life is’ the result of uncorrected 
foot disorders in childhood. It inéludesesuggestions on the 
examination of feet, a list of references, and a model form for 
recording the results of the examination. The pamphlet is 
obtainable from the Bureau at 121, Ebury Street, London, 
S.W.1. ` i i 


New Medical School Gazette 

The first number of a new periodical called the Oxford 
Medical School Gazette has been published. Oneʻissue will 
appear each term. Information may be obtained from the 
editor at Osler House, 43, Woodstock Road, Oxford. 


British Orthopaedic Association 

The following, nominated by the executive committee, were 
elected at the annual meeting:—Corresponding Member: 
Dr. P. G. K. Bentzon (Denmark). Fellows: Mr. F. C. Durbin 
(Exeter), Mr. J. H. Mayer (Tunbridge Wells), Mr. K. Stanger 
(Newcastle-upon-Tyne). Associate Members: Dr. J. K. 
Cunninghame (Wellington, N.Z.), Mr. Johnstone Dickie 


' (Leicestér), Mr. P. G. Essex-Lopresti (Birmingham), Mr. James 


Garden (Carluke), Mr. R. N. Grant (Truro), Mr. H. H. Kennedy 
(Chesterfield); Mr. A. W. L. Kessel (London), Mr. H. Keith - 
Lucas (Liverpool), Mr. T. N. Norton (Grimsby), Dr. W. A. J. 
Pike (Auckland, N.Z), Mr. C. G. Rob (Thirsk), Mr. F. H. 
Stevenson (Stanmore), Mr. T. E. Stoker (Cheam), Mr. G. S. 
Storrs (Bedford), Mr. G. I. Walley (Windsor), Mr. R. I. Wilson- 
(Exeter). aa f ; 
COMING EVENTS 


Exhibition of Medical Photography 

The Medical Group of the Royal Photographic Society is . 
holding an exhibition of medical photography at the society’s 
house, 16, Prince’s Gate, London, S.W., from Monday, July 4, 
to Saturday, July 16. The exhibition will be formally opened 
on July 4, at 6.30 p.m., by Sir Cecil Wakeley. 


Health and Tuberculosis Conference 


The Second Commonwealth and Empire Health and Tuber- 


‘éulosis Conference will be held by the National Association 


for the Prevention of Tuberculosis on July 5-8 at the Central 
Hall, Westminster, London, S.W.1. The: following discussions 
will be held. July 5, 10 am.: Tuberculosis as a World 
Problem; chairman, Sir Robert Young. 2.15 p.m.: Trends in 
the Modern Treatment of Tuberculosis, Including Streptomycin 
and P.A.S.; chairman, Sir Robert Young. July 6, 10 a.m.: 
Regional, County, and County-Borough Tuberculosis Schemes : 
chairman, Mr. Anthony Greenwood, M.P. 2.15 p.m.: Organ- 
ization of Comprehensive .Tuberculosis Schemes in British 
Colonies ; chairman, Mr. Fred Messer, M.P.. July 7, 10 a.m. :, 
Psychological and Sociological Readaptation of Chronic Disease 
in Industry ; chairman, Dr. N. Lloyd Rusby. July 8, 10 a.m. : 
Protection from Bovine Tuberculous Infection ; chairman, Pro- 
fessor W. H. Tytler. Visits to hospitals and other institutions 
have been arranged to take place on July 8-11. ‘Tickets for 
them may be obtained on July 5. , x 


Middlesex County Medical Society . 

The Society’s annual visitor’s oration will be delivered by 
Professor Grey Turner on Friday, July 8, at 4.15 p.m. The 
subject will, be ‘“‘Encouragements in Surgery.” 


Royal College of Obstetricians and Gynaecologists i 

A lecture .on “Caudal Anaesthesia” will be delivered by 
Professor R. A. Hingson, Associate Professor of Obstetrics, 
Johns Hopkins Hospital; Baltimore, U.S.A., at the Royal Society 
of Medicine (Barnes Hall), 1, Wimpole Street, London, W., on 
Thursday, July 14, at 5 p.m. The lecture is being given under 
the auspices of the Royal College of Obstetricians and Gynaeco- 


‘ INSTITUTE Of ‘UroLocy.—At’ St. Paul's Hospital, 
London, W.C., July 6, (1) 11 a.m., “ Bacterial Non-gonecoccal _ 
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logists, and an invitation is extended to Fellows and Members 
of the College and other doctors interested in the | subject. 
Admission is by ticket only, obtainable from the secretary of 
the College at 58, Queen Anne Street, London, W. Tickets 
will be allotted in order of application. 


Summer Schoo] in Health Education: 


The Central Council for Health Education will hold a resi- 
dential summer school in health education at the School of 


Domestic Economy, Eastbourne, on July 28-Aug. 11 under the 


direction of Dr. Robert Sutherland. The school is intended for 
medical practitioners as well as nurses, social workers, and 
others interested in health education. The cost of the course, 
which includes board and tuition, is 15 guineas or f6 ‘guineas, ` 
‘according to room. Particulars may be obtained from the 
Medical Adviser and Secretary, Central Council for Health 
Education, Tavistock House, Tavistock Square, London, W.C.1. 


t 


SOCIETIES AND LECTURES 


l Monday 
INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, London 


W.C—July 4, 5 p.m., “ Some New Facts on the Painful St 2 
by Professor René Leriche (Paris). ainful Stump, 


r Tuesday te d 
STITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., July 5, (1) 11 am. “ Bacterial Non-gonococcal 
Urethritis (Post-gonococcal},” by Dr'A. H. Harkness; (Ò 5 p.m., 
Retropubic Operations on the Prostate,” by Mr. A. W. Badenoch. 
ROYAL COLLEGE OF SURGEONS. OF ENGLAND, Lincoln's Inn Fields, 
London, W.C. July 5, 5 p.m., “ The Surgery of Congenital Heart 
aad Moynihan Lecture by Professor D. W. Gordon Murray, 





Wednesday - 
Endell Street, 


Urethritis,” by Dr. A. H. Harkness; (2) 5 p.m, “ Endoscopic 


Resection of the Prostate,’ by Mr. R. Ogier Ward. . 


: St. JoHn’s HOSPITAL DERMATOLOGICAL Soclery.—At Royal Societ 
S Medicine, 1, Wimpole Street, London, W., July 6 4.30 pri 


l F (New )York). | 


b. = 


1 
' “Allergy: A ‘Dermatologist's Reminiscences and Speculations,” 


„Prosser White Annual Oration by Professor Marion B. Sulzberger 


i Thursday = 
NSTITUTE' OF UroLtoay.—At St. Pauls Hospital, Endell Street, 
London, P as T; & H a.m., “ panikon Urethritis,” by 
. À. ess ; m., “ j j : 
Prostate,” by Mr. H. G. Hanley” palace as 
LonpDon UnIversitTy.—At Institute of Neurology, National Hospital, 


| ” Queen Square, London, W.C., July 7, 5 p.m., ‘‘ Surgical Treatment » 


of Myasthenia Gravis,” by Mr. Geoffrey Keynes. 
ROYAL SOCIETY,. Burlington House, Piccadilly, London, W.—tuly' 7, 
2.30 p.m., “ Muscular Contraction and Relaxation: Their Physical 


, eng Ghgmical Basis,” discussion to be opened by Professor A. V. 


. ST., GEORGE’s Hospiran MepicaL ScHoor, Hyde Park Corner, 


London, S.W.—Tuly ` 7, 4.30 m. “ A p > 
demonstration by Dr. D. Curran.” g Psychiatry, lecture 





BIRTHS, MARRIAGES, AND DEATHS 


. BIRTHS 


Hollings.-On June 19, 1949, at Warrington Gencral Hospi 
e Eddy), wife of Dr. A. H. Hollings, a son. : ospital, to Joan (née 


d i DEATHS 
Addis —On June 4, 1949, at Los Angeles, U.S.A 
of Stanford Leland University. sie e Taema nee M Bi late 


Beveridge. —On June 13, 1949, at 44, erlei : 
John Morton Beveridge, M.B., B.Cnir, 7 Place, Ediobursh, Wiliam 


Brald—On June 17, 1949, at Dunalistair, Milnearie; Elizabeth Grace Braid, 
4! Seene sexe . a 
Cass.—On June 19, 1949, at Edinburgh, Frederick James Duncan Cass, 


areata of 2, Eildon Street, Edinburgh, and late of Links Lodge, 


f 


Connellar.—On June 16, 1949, at 65, Western Avenue, London, W., Edmund ` 


. Victor Connellan, M.R.C.S., L.R.C.P. \ 
Devers.—On June 9, 1949, Michael Devers, M.B., Ch.B. 


Fischer.—On June 15, 1949, at West 
Cotton Fischer, M.D., FRCS. ag awong, Crowborough, Sussex, Ernest 


Francis.—On June 16, 1949, at 8, Langd 
Chalmers Frands, MRCS, LRCP 0 noad, Hove, James Bemard 


Greayes.—On June 14, 1949, Alice M 
Grosvenor Road, Seaford, Sussex. ary Ley Greaves, L.M.S.S.A., of 5, 


John.—On June 9, 1949, at Sand i . 
Jobn, M.B., B.S., aged 73. ndon House, Stoke-on-Trent, Ambrose Hilton 


Tones. “On June 15, 1949, at Highfields, Hertford, Evan Jones, M.R.CS., 


Keir.—On June 12, 1949, William Wall 
Surgeon Rear-Admiral R.N., retired, ae CAES MB: E 


~N 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 


which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 





Questions? 


Dicoumarol and Prothrombin Level 


Q.—The required dosage of dicoumarol for patients under- 
going anticoagulant therapy has to be judged by the level of 
prothrombin in'the blood. I would like to know the range 


| which is ‘considered to be safe, and the correlation between 


prothrombin time, prothrombin: index, and. percentage 


prothrombin. 


A.—The normal prothrombin time, as measured by means of 
fresh Russell viper venom, ranges between 15 and 25 seconds 
with undiluted plasma when the usual technique is employed. 
Solutions of Russell viper’ venom are so unstable that it is 
always wise to measure the prothrombin time in a normal con- 
trol at the same time as it is measured in the patient. When the 
normal time is around 20 seconds, the ideal level to be main- 


tained in the patient is between 30 and 40 seconds. The pro- 
thrombin index is 
the normal time as measured jn a control 100 


ace MIY Se Ien een cheat 
the prothrombin time as measured in the patient 


and should be maintained between 50 and 66%. The pro- 
thrombin activity or percentage prothrombin level is worked 
out from a graph, which is constructed for the particular patient 
under consideration, by measuring the prothrombin time with 
yarying dilutions of plasma, usually 100%, 50%, 25%, and 
12.5%. The curve that results from plotting the prothrombin 
times'against the plasma dilutions is a rectangular hyperbola, 
the prothrombin time being inversely proportional to the plasma 
dilutions.; the curve can therefore be converted into a straight 
line by plotting the time against the reciprocals of the plasma 
‘dilutions. From this graph the patient’s prothrombin time from 
day to day may be expressed in terms of percentage activity. 
Thus, ifa time of 40 seconds is seen from the graph to repre- 
sent the time resulting from 20% plasma dilution, it' may be 
expressed as 20% prothrombin activity. It is usual to aim at 
5 to 25% activity when administering dicoumarol. 


Hypoglycaemia and Cerebral Lesions 
Q.—Are frequent attacks of mild hypoglycaemia after globin 


insulin likely. to cause temporary or permanent cerebral 


damage? If so, what are the symptoms and signs, and is there 
any treatment ? 

_A.—Provided that the attacks do not cause coma, and are 
readily relieved when sugar is eaten, cerebral complications will 


- not occur. Periods of coma of short duration are also unlikely 


to do any damage, but if lasting longer—say, six hours or 
more—they may cause serious damage to the brain. The less 
severe symptoms are: (1) loss of memory for recent events, 
which may gradually return; (2) mental degeneration, which 
may be permanent or, in the case of children, may gradually 
improve ; (3) complete unconsciousness, which may persist for 
several weeks before death ensues from pneumonia or other 
disease. These serious complications only occursif a big mis- 
take has been made in the dose of insulin or if the hypo- 
glycaemia starts soon after the insulin has been injected and 
before any food is eaten. The hypoglycaemia which follows 


injection of the ordinary or quick-acting insulin is likely to be 


of shorter duration than that which occurs after the slow-acting 
globin and protamine-zinc insulins, and is much less likely -to 
do harm. 


' If the patient is in coma, subcutaneous injection of 1 ml. of 


adrenaline, 1 in 1,000, is often efficacious in a mild case, but it 
is usually necessary to give glucose intravenously as soon as 
possible. Ampoules which contain 25 ml. of 25% glucose are 
convenient: for this purpose, and the injection of 10 or 20 ml. 


will usually restore the ‘patient to consciousness at once, but 


1 
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25 g. (1 oz.) of sugar should be given by mouth as soon as thé 


patient can swallow. Jf glucose in ampoules is not available, 
glucose or cane sugar 50 g. (2 oz.) in water can be given through ` 


a stomach tube. If these methods are not effective, a drip 
infusion with 5% glucose in normal saline should be started, 
and if the patient remains ‘unconscious 2,000 ml. a day may be 
needed for many days., If the patient ‘has sustained ‘serious 


` damage to the cerebral cells he will need careful re-education, 


and eae improvement may be Prougnt about slowly. 
1 - , ' ` F 


` Bacteriology. of the Throat 
Q.—W hat is the normal` bacteriology of the. throat ? 


‘A.—The bacteria to be found in the normal healthy throat 
may be divided ‘into two groups—the resident and the 4ransient 
flora. In the first group are included non-haemolytic strepto- 
cocci of the viridans and ‘salivarius types, Gram-negative 


diplococci of the catarrhalis’ group, slender Gram-negative ` 
bacilli of the Haemophilus. influenzae family, and Gram- , 
These bacteria are present in varying’ 


positive diphtheroids. 
numbers in the throats of most people, and, although they 
are ordinarily not associated with any disease process, some 
of them -are potentially pathogenic,- particularly if they: have 


‘ an opportunity to multiply in a locus minoris resistentiae. For 


example, if Streptococcus viridans gets into the blood stream 
after a dental extraction in a patient:with damaged heart valves, 
it may initiate subacute bacterial endocarditis, or H. influenzae 
may act as a secondary infecting organism on the damaged 
respiratory mucosa after an attack of virus influenza, | 


In the second. group’ are organisms which are recognized - 


pathogens: Staphylococcus aureus, haemolytic streptococci, 
pneumococci, meningococci, and ‘occasionally diphtheria. bacilli. 


‘Most people with'heaithy.throats do not carry these organisms 


continuously, but if the throats of a 100 normal people were 
swabbed 5 to 10 might be ‘harbouring haemolytic strepto- 
cocci, 20 to 40 pneumococci, and 2 to 10 meningococci, A 
month later there might be the Same proportion of carriers of 
these organisms, but not necessarily the same carriers, as on 
the first swabbing. In other words, most of us are temporary 
carriers of these pathogens and as a rule ‘suffer no ill effects 
from the transient invasion. Here again, if local or general 
resistance is lowered, 


infection with one or other of these’ 


— 


organisms may follow. For‘instance, bronchial pneumonia and - 


otitis media in infancy are, often associated with pneumococcal 
types—for example, 6 and 19—which are’ found in the normal 
child’s throat. Such infections might be called endogenous, and 
are due to bacteria of relatively low virulence. Lobar pneu- 
monia in the healthy adult, on the other hand, is usually due to 
pneumococcal types of greater virulence and invasiveness—for 


. with marked spondylitis. 


serum can be given by any route, but adrenaline should be 
easily available. If the skin reaction is positive and the . 
ophthalmic reaction negative, intravenous therapy should be 
avoided until subcutaneous injections have been given safely ; 
then, if intravenous therapy. is necessary, the therapeutic serum 
should; be diluted with saline and given slowly. Administration 
ofan antihistamine drug—such as “ anthisan ” 300 mg—should 
precede any injection of serum, and adrenaline should be 
immediately available. If reactions to both the skin and the 
ophthalmic tests are positive, an immediate reaction is probable 
by any route, and treatment with the serum of this particular 
animal is’ contraindicated. The patient ‘should therefore be 
re-tested with the serum of a different animal. The boy could 
carry, a,card with such advice. Alternatively, and preferably, 
he could be immunized with tetanus toxoid and then carry a 
card similar to the óne used by Unger Cone Asthma, 
p. 611 ; Chartes: C. ‘Thomas, Ilinois, 1945) : 


‘is highly allergic and has reared two 0.5-ml. doses of tetanus 
toxoid to prevent tetanus. Inthe event that he sustains an injury 
for which prophylactic doses of tetanus antitoxin would ordinarily 
be given, please inject instead 0.5 ml. tetanus toxoid. Do NOT 
GIVE TETANUS ANTITOXIN. g 


z Distribution of Pain in Coronary Occlusion . 


Q.—Jn a man Of 65 severe pain developed over the occipital 
region and down the back of the neck to both shoulders shortly 
after he retired and lasted several hours., The next day the pain 
returned when he went to bed and persisted for several days. 
It now centred mainly in the back of the neck, in the right 
infraclavicular region, and: down the right arm to the elbow; 
there: was some. paraesthesia in the left hand. Radiography 
revealed extensive disk degeneration between C5, C6, and C7, 
Two weeks later the patient com- 
plained of dyspnoea: on exertion, and an electrocardiogram 
revealed myocardial infarction of recent origin. Has such a 
distribution of pain been described for coronary occlusion ? 


A.—It ‘is possible for the pain of coronary thrombosis io 
occur in the distribution described, especially so in this case, 
in which there was cervical. spondylitis. It is a Very uncommon 
distribution’ for referred cardiac pain. Accessory sympathetic 
afferent- fibres occasionally enter the cord at C5, C6, and C7; 
Heinbecker (J. thorac. Surg., 1932-3, 2, 517) found a few such 
fibres at this level. The presence of advanced cervical spondy- 
litis would more easily give. rise to referred pain along the 
cervical nerves caused by Summation of stimuli.: There is 


| 2 


_ the possibility in this case that the original pain was in fact 


example, types 1, 2, 5, and 7, which are not ordinarily found ' 


in the normal throat. Outbreaks of streptococcal tonsillitis are 


usually due to one particular strain of streptococcus Which. 


spreads from case to case. These are examples of exogenous 
infections, and it is generally accepted that the great bulk of 
infection occurs in this way. 


"Anaphylaxis to’ A.T.S.. 


Q.—A boy of 14, presumably of allergic diathesis, suffers 
from typical seasonal hay-fever, for which he is undérgoing a 
course of desénsitization. About five years ago he had an 
injection of A.T.S. for.a penetrating injury of the foot without 
ill effect. What is the likelihood of severe anaphylactic re- 
action following any further injection of A.T.S. or other serum ? 
In the event of his sustaining injury in a road accident, how 
would the casualty officer in ‘a hospital know of any potential. 
risk in the routine administration of A.T.S., and, in view of this 
potential danger, what steps ought to be taken; 7 


A.—The likelihood’ of a severe ‘andphylactic reaction after 
a further injection of A.TS. in this boy’ s case is very ‘small. 


. However, before any serum is given in future, he should have- 


an intradermal test with 0.02 ml. of the animal serum about to ' 
be used, in a dilution of 1 in 100. ‘If this is positive, an` 


due. to the spondylitis or a prolapsed intervertebral disk, the 
coronary thrombosis occurring at the time of the dyspnoea. 


Chronic Diarrhoea 


i a ee 
.Q.—What are the likely causes of persistent loose stools in 
a man of 24? ' The condition has persisted for four years and 


` does not respond to sulphonamide therapy or prolonged seda- 


tion with phenobarbitone. The patient is a well-nourished, 
apparently healthy individual with'a good appetite, but of the 
anxious, over-conscientious, sensitive, sympatheticotonic type." 
There is no evidence of thyrotoxicosis, ' or any other abnor- 
mality apart from a‘ mild pruritus ani and first-degree internal 


; haemorrhoids, 


A.—The possible causes of chronic diarrhoea are innumer- 


‘able, butin this patient many have been excluded by the long 


history : - for instance, carcinoma of the colon or tuberculous 
enteritis would have declared itself in unequivocal terms within 
the -period of, four years. Undoubtedly the two commonest 


‘causes for such symptoms are ulcerative (non-specific) colitis 


and “ nervous diarrhoea.” Examination of the stools is essential 
to exclude infections with Entamoeba histolytica or flagellates ; 
chemical analysis may be necessary if their appearance suggests 
steatorrhoea ; the presence of blood and mucus will, of course, 
indicate colonic ulceration, but affords no clue to its nature. 


ophthalmic test with a 1 in 10 dilution‘of the serum should be \Radidlogical examination of the colon and sigmoidoscopy will 


carried out. The tests are read in 10 to 15 minutes. ‘It is 
important to test with dilutions of the animal serum and not 
with the therapeutic serum, If the skin reaction is negative, 


t 


be necessary before. ulcerative colitis or other organic disease 
of the bowel can be discounted.’ The wording of the question 
suggests that ‘this has been done, and the description of the 
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“patient makes a diagnosis of nervous diarrhoea probable. 
_A recent discussion at the Royal Society of Medicine (Proc. 
R? Soc. Med., 1949, 42, 235) has been devoted to this problem, 


', and particular stress was laid on the patient’s personality in 


these cases. . 


t 


Anaerobic Streptococci from Uterus ` 


Q.—Anaerobic streptococci have been isolated from a uterine 
swab from a patient who had a prolonged labour with post- 
partum haemorrhdbe four weeks previously. Three weeks later 
she still had a “ slight loss? On curettage the uterus was found 


` fo contain a small amount of serous pus; retained products of 


conception were present, but there was only a mild degree of 
polymorphonuclear infiltration of, the endometrium. She had 
a slight fever for three days after the curettage. What is the 


` ` significance of the finding of anaerobic streptococci ? 


~ 


~% 


, movements, and no signs of infection. 


A.—Organisms of all kinds, including anaerobic streptococci, 
can be cultured from the uterine cavity during the early days 
of the puerperium, and so frequently that their presence is to 
be regarded as normal. Some workers go ‘so far as to suggest 
that they play a part in assisting the normal dissolution of 
fragments of decidua and blocd-clot. Bacteria, and often 
anaerobic streptococci, -have also been cultured from bisto- 


_ logically normal uteri late in the’ puerperium in afebrile patients 


and even apart from pregnancy. The finding of anaerobic 
streptococci in the uterus is not necessarily serious or even 
indicative of pathological changes, though these organisms can 
be the source of major puerperal infections. In this case their 
continued presence late in the puerperium was no doubt 
favoured by the retention of necrotic placental tissue. Any 
infection, however, seems to have been limited almost entirely 
to this tissue, so that it subsided quickly when the latter was 
removed. A large literature exists on the subject, but two of 
the more-recent references are’: Holmstrom; E. G., and Murata, 
A., Amer. J. Obstet. Gynec., 1948, 56, 531: Hesseltine, H. C 
and Hite, K. Eileen, ibid., 1949, 57, 143) ' 


»? 


Ergotamine and Pregnancy 


Q.—-Is the administration of ergotamine tartrate liable to cause 
abortion? A patient who has suffered from migraine for Several 
years has been treated with ergotamine tartrate. She has now 
missed two periods and is presumed to be pregnant. What 
alternative treatment can be recommended, or is it safe to 
continue with ergotamine ? ' 


A.—Unless the patient’s previous’ history suggests a special 
susceptibility to abortion or premature labour, ergotamine is 
unlikely to have any significant effect on the uterus, and its 
continued administration is therefore not contraindicated. It 


_ may be found, however, that during pregnancy the attacks of 


migraine will become less frequent or even cease, and conse- 
quently the treatment will be unnecessary, _ 


a , Sydenham’s Chorea- 
Q.—A girl aged 11 years ‘suffers from mild afebrile chorea. 
She has no symptoms other than typical clumsy purposeless 
In view of the mild 
_ course and the absence of any sign of cardiac involvement, is 
there any justification for insisting on rest in bed? Should 
salicylates or other drug be prescribed ? f 


` 


clinical groups ; in the first, chorea is accompanied by fever 
and tachycardia, evidence of active heart disease, perhaps 
arthritis, and - certainly an elevated erythrocyte sedimentation 
rateg in the second group chorea is the only symptom, there 
are no signs of heart disease or evidence of active infection, 
and, in particular, the erythrocyte sedimentation rate is normal. 
In this second type, to which the questioner’s patient seems to 
belong, there is no need for drugs other than sedatives. Rest 
in bed for three or four weeks is advisable in most patients, 
particularly when movements are vigorous. There is, however, 
no evidence that supervised activity prolongs the disease, and 
in the absence of other clinical or laboratory evidence of active 
rheumatic infection no harm -comes of allowing the mildly 
choreic patient to be out of bed. 
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A.—Patients with Sydenham’s cherea fall into one of two 


NOTES AND COMMENTS 


Temperature at Ovulation.—Mrs. S. C. R. Ropinson, Secretary of 
the Family Planning Association, 69, Eccleston Square, London, 
S.W.1, writes: Increasing numbers of practitioners are using monthly 
temperature readings in order to locate oyulation dates in gynaeco- 
logical cases. It is laborious to explain the technique‘to patients, and 
the Medical Subcommittee of this Association has drawn up a 
printed’ temperature chart and instructions, which ‘is used in some 
hospital out-patient departments and in private wotk. Possibly other 
practitioners might be glad to order copies from this office. 


Post-gastrectomy Diet.—Dr. Jonn R. GiLLespie (Belfast) writes: 


‘Under “Any Questions ? ” (May 28, p. 967) there is a serious omis- 


sion in the answer given to the question about diet after partial 
gastrectomy. The concluding sentence says, “ There is no general 
indication for medicines, but in some instances a vitamin concentrate 
and iron may be advisable.” Now, before the operation the patient 


‘probably had excess of hydrochloric acid secretion. But after the 


` 


operation he probably has a serious deficiency, or even total absence, 
of this secretion; and this deficiency should be met by prescribing a 
suitable dose of dilute hydrochloric acid, to be taken in a glass of 
water, after at least one meal a day. Otherwise the patient is likely 
to develop severe anaemia. - 


Vaccine Lymph.—Dr. B. J. Peck (Plymouth) writes: With refer- 
ence:to the recent correspondence in the Journal on the expulsion of 
vaccine lymph from tubes, perhaps the following method will satisfy 
both those who feel that an attempt at asepsis should be made and 
those who are more lax. The apparatus consists of the rubbér bulb 
of an ordinary eye-dropper, with the outlet narrowed down by the 
insertion of a small rubber bung which has had a Jongitudinal hole 
of about 1 mm. diameter bored through it and which is kept in place 
with a little rubber solution. @ understand that this is not an original 
idea, and one or two firms market a “ vaccine-expeller " of much 
the same design.) The vaccine tube is inserted into the hole in the 
bung, and wheir required the lymph can be deposited on the skin by 
breaking off the exposed end of the tube and squeezing the bulb. 


Pediculosis Pubis.—Dr. G. F. Macurran (Exeter) writes: Your 


' answer to the question of the most effective treatment of pediculosis 


pubis (“ Any Questions ? °° May 21, p. 920) is to my mind very 
incomplete. JI would beg to make the following observations: 
(1) The pediculi cling like limpets to the skin, and I do not believe 
that mere shaving and washing can be effective. (2) The nits and 
pediculi frequently spread not only over the pubic region but over 
the lower abdomen, al] around the upper third of the thighs and the 
buttocks, and consequently are- missed by treatment. (3) Surely 


‘clothing should be fumigated? (4) In a case of reinfestation in spite 


of adequate treatment there are probably other cases in the house. 
(5) I found: during the war that 


Pruritus.—Miss G. THompson (Richmond, Surrey) writes: The 
article on the mind and the skin by Dr. I. B. Sneddon (March 19, 


p. 472) contains no reference to the work of O. H. Horrall (Bile— - 


Its Toxicity and Relation to Disease, Chicago), who came to the 
following conclusions: (D That pruritus is associated. with a 
disturbed liver function ; (2) that even a slight pressuré on the biliary 


duct causes obstruction ; (3) that'in certain cases of persistent itching ' 


without_jaundice there is a decreased ability of the liver to excrete 
phenoltetrachlorphthalein; (4) that a chronic case of pruritus cleared 
completely when bile salts were injected; (5) that drainage of the gall- 
bladder often gives complete relief; (6) that the most efficient treat- 
ment is to get rid of the icterus. Unless these points are borne in 
mind considerable injustice to some sufferers-from pruritus will occur. 
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SIR WILLIAM OSLER 


BY 


Sir ARTHUR S. MacNALTY, K.C.B., M.A., M.D. F.R.C.P., F.R.C.S. 


“ We are often made to feel that there is another youth and 
age than that which is measured from the year of our natural 
birth.” These words of Emerson’s come to one’s mind in 
this centenary year of Sir William Osler’s birth. For his 
teaching and influence are ever-present and in his lifetime 
he never grew old. 

William Osler, the 
youngest and sixth son 
in a family of nine, 
was born on July 12, 
1849, in a parsonage at 
Bond Head, Tecum- 
seth County, Canada. 
He came of Cornish 
stock. His father, the 
Rev. Featherstone , 
Lake, Osler, married 
Ellen Free Pickton in 
1837, and they went 
out to Canada from 
Falmouth in the same 
year. Mrs. Osler died 
in 1907 in hef 10ist 
year. 


_ Work on Zoology and 
Physiology 

William’s school- 
master, the Rev. W. A. 
Johnson, at Weston, 
near Toronto, intro- 
duced him to the study 
of biology and geology 
and to the use of the 
microscope. At 18 
years of age Osler 
began to describe and 
enumerate the Diato- 
maceae of Canada, and 
his interest in biology 
was stimulated further 
by Dr, James Bovell 
when he entered the Toronto Medical School in 1868. He 
published a number of original papers on this subject. In 
1870 he became a medical student of McGill University, 
Montreal, where the clinical opportunities far exceeded those 
which Toronto then afforded. He graduated M.D. in 1872, 
and in 1872-3 spent fifteen months in the Physiological 
Laboratory, University College, London, working at physio- 
logy and histology under Professor Burdon-Sanderson. Here 
he made an important contribution to scientific knowledge 
by describing the form and movement of the blood plate- 





lets, “ the third element of the blood.” It was Osler who 
first saw these bodies in the circulating blood, and his 
observations were presented before the Royal Society by 
Burdon-Sanderson in 1874. Afterwards Osler published 
several papers and lectures on the blood, including one on 
the development of 
blood corpuscles in 
the bone marrow. 
All this work estab- 
lished his reputation 
as an original investi- 
gator. 

After obtaining the 
L.R.C.P.Lond, and 
visiting Berlin and 
Vienna, Osler returned 
to Montreal in 1874 
and was appointed 
Professor of Institutes 
of Medicine to teach 
physiology and histo- 
logy. As professor of 
physiology in the 
Veterinary College, 
Montreal, he also 
worked at compara- 
tive pathology. In 
1878 he was elected 
physician to the 
General Hospital, 
Montreal, and imme- 
diately afterwards left 
for London to take the 
M.R.C.P. examination 
and to pursue three 
months’ clinical study 
at the chief teaching 
hospitals. In addition 
to clinical work he 
did an extraordinary 
amount of original in- 

vestigation in biology, 
physiology, and pathology during these years at Mon- 
treal. The call to Philadelphia to be professor of 
clinical medicine in the University of Pennsylvania in 1884 
marks the end of Osler’s investigations as a pure scientist 
in the fields of zoology and ‘physiology. As W. T. Council- 
man said: “He could easily have become a great 
scientist, but he chose the path which led to the forma- 
tion of the great clinician which he.became; a worthy 
associate of the great men who have made English 
medicine famous.” 
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äs physician-in-chief. ‘From an extensive experience of 
xedical schools in two continents Osler welded together the 
est features of British teaching and of the German clinics. 
He revolutionized medical instruction in North America by 
introducing the individual bedside teaching of students, 





atients in a clinic under a director. with highly trained 
ssistants and laboratory equipment. Osler indeed desired 
o epitaph other than that “he taught medical. students in 
the wards.” 

Dr. Welch, the Professor of Pathology, ‘collaborated with 


_ those. happy: and productive years with his colleague and 
friend i in Baltimore. 
In 1892 Osler gave to the world his famous Principles and 


a Practice. of Medicine, used by students all over. the world 







' _and translated into French, German, Spanish, and Chinese. 
-As Harvey Cushing, his biographer, wrote: The volume, 


indeed, was what might be called a practical pathology in- 


which were given. the results of modern investigation, 
_ microscopical, bacteriological, and.. chemical. ` On- this 
foundation was built. up the symptomatology and diag- 
of disease: a e Osler adorned. his textbook with 





o a | ancient rand, modern, 


Ta. pmo, a d whe 
she at once ‘replied, 


‘universities had offered Osle: 
His alma mater, McGill, asked 
< on atleast two occasions.: Harv 


al boo y the. world.. “He devoted ai attention to = 
rganization of the Johns Hopkins Hospital, where he . 


‘who as clinical clerks had free access to the wards and. 


. -Osler in this pioneer work. When Dr. Welch honoured me 
with a visit in Whitehall in 1920 he spoke with feeling of 


‘the Oxford. Medical School, was Master of the five- — 
` centuries-old: almshouse at Ewelme, curator of the Bodleian 


nal references to his vast clinical. experience, and _ , 
- es of official duties is almost an endless one. 


two Royal Commissions, and throughout Enelan 
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of medicine. In 1895 New Yor 
sity post. In. 1900, on ‘the invitation. 
others, he actually became a candidate for the ~ of 
medicine at Edinburgh, but withdrew on. account of 

from all sides to Keep him at Baltimore. a a 








Activities at Oxford 


At Oxford the Öslers were at once hee in all 
sorts of activities—social, professorial, and professional. 


Although elected a student of Christ Church, the College — 
of two of his favourite authors, Richard Burton and John ` 





Locke, Osler’s. tireless energy could never allow hi 


a life of scholarly ease. He was active as physician tot the 
Radcliffe Infirmary, giving ward demonstrations to students- 


and practitioners: He promoted and extended the work of 


(University). Library, where his profound bibliographical 2 
knowledge and love of old books was of great value, at. 
one time member of the Hebdomada! Council which governs 
the University, President of the Oxfordshire. Association | 
for the Prevention of. Tuberculosis, one of the founders 
and the first President of. the Section of the History of 
Medicine of the Royal Society of Medicine—the ‘catalogue 
He. served. € on 
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scanty leisure was‘ occupied in preparing the Bibliotheca 
Osleriana,-a_ bio-bibliographical catalogue of his library. 
It was successfully completed. and published in. 1929. ‘by his 
cousin, Dr. W. W. Francis, with the collaboration of R. H. 
Hill, of the Bodleian, and Dr. Archibald Malloch, now 
librarian of the New York Academy .of Medicine, The 
library itself was bequeathed with an endowment to McGill 
University, Montreal. 

It has been possible here to mention only the,.more 
important of Sir William's writings. His published books, 
papers, lectures, and addresses covered an ‚extremely wide 

_Tange and mounted up to more than a thousand, as can 


be seen from the classified and annotated bibliography ‘by: 


. Dr. Maude E.. Abbott- (Montreal, Canada, 2nd edition, 
1939). “So wide are they,” wrote Sir Humphry Rolleston, 
“that any writer, especially with a new ‘idea, observations 
or ‘historical subject, would be well advised to find ‘out 
before publication what -Osler may have said upon the 
subject.” His literary style was delightful, adorned with 

‘wit, epigram, and historical allusions, and all he wrote 


possessed the merit of clear exposition. These features are’ 


well displayed: in his essays, Aequanimitas (1904) and An 
Alabama Student (1908). . Sir William Osler was a ae 
eminent type’ of the. scholarly physician. 

Thus, although Osler had accepted. the Regius Chair as a 
relief from overwhelming pressure, ‘his ' public -activities 
expanded instead - of diminishing.. In the, Coronation ` 
Honours of King George V, in June, 1911, his outstanding 
services Were , recognized’ by a baronetcy. Subsequently 
he was sounded on whether hé would accept a peerage, 
but he declined. 

The War Period ' 


The war of 1914-18 came and added t to his labours. -He 
was an honorary colonel and a member of committees at 
the War Office, where on medical questions, such as the 
establishment of special hospitals, his advice and sugges- 
tions were invaluable. He was also on the committee con- 
cerned with the Medical History of the War and on’ the 
War Reports Committee. 
to the Canadian Army. Medical Corps, As consulting 
physician he visited regularly the Duchess of Connaught’s 
Red Cross Hospital at Taplow, Beachborough, the Heart 
Hospitals at Hampstead and Colchester, and the American 
Hospital at-Paignton. Later he visited néarly all the Ameri- 
_ can hospitals in the south. of England. At these visits he 
renewed acquaintance with many of his old friends and 
students. On the receipt of a cable from an anxious parent 


` he would visit any hospital in England to.see a Canadian - 


or American soldier and reply that he had seen that every- 
thing possible was béing done. 


Sir William said at a farewell dinner on May. 2, 1905, in` 


New York, that he desired “to be ready: when the day of . 
sorrow and grief came to meet it with the courage befitting 
' a man.” Noble words fraught with sad premonition. On 


Aug. 30, 1917, their gallant son, so full of life and promise,, 


died of wounds in Belgium. That very night-his stricken 
father wrote: “ Poor Grace’! it hits her hard ; but we are 
both going to'be brave and take up what is left of iite 
as though he were with us.” 

o Brave indeed was the face they Seened to the nn 
They carried on in the same way, with lavish hospitality, the 
promotion of cordial relations between North America and 
England, ånd a host of medical activities. Only those who 
knew them well realized the sorrow..that lay beneath. 


Sir William’s hair grew white, his face was lined with care, . 


' but he continued. to work for humanity.' His seventieth 
birthday in 1919 called forth an outburst of, universal 


f 
£ 


‘y 


He rendered important services: 


affection. The medical journals in Great Britain and the 
Dominions and in the United States issued special “ Osler 
Numbers,” and from near and far people vied with one 
another in paying hii loving tributes. A memorial in two 
volumes, containing contributions by a number of his old 
friends and pupils from both sides of the Atlantic, was 
presented to him by his brother Regius of Cambridge, 
Sir Clifford Allbutt, at the Royal Societf of Medicine. The 
Oxford Medical Graduates Club entertained Sir William 
at a ‘dinner, and in reply to the enthusiastic toast of his 
health he said: “I have worked hard all my life. ‚There 
must be good rubber in my arteries or I should not now 
be among you still working at three-score years.and ten.” 
But even then Mr. Great-heart’s course was nearly run. In 
October, 1919, he fell ill ‘with influenza, and broncho- 
pneumonia supervened. .In bed he read and wrote. His 
last published paper was a review of Sir Victor Horsley’s 
Life, by Stephen Paget, for the Oxford Magazine. He kept 
careful notes of his own symptoms and, cheery as he strove 
to be to his wife, doctors, nurses, and visitors, he knew 
that the call had come to cross the River. “XI smell the 
mould above the rose,” he said, quoting Thomas Hood’s 


\ Stanzas. The end came in the afternoon of Dec. 29. There 
_ Was an impressive service in Christ: Church Cathedral, 


Oxford, on Jan. 1, 1920, when men and: women gathered 
from all parts of the kingdom to pay‘ their last tribute to 
the .beloved physician. His ashes, mingled with those of 
Lady Osler, who died in.1928, repose in an urn in the Osler 
' Library of McGill University, surrounded by the books 
so dear to him. . 

William Osler departed from the world leaving behind 
‘him, the memory of a great physician, a physician of two 
continents, an inspiration to British, Canadian, and Ameri- 
can medicine, a friend of young and old. His teaching and 
work are an ever-abiding presence not only to those who 

' knéw and loved him but to future generations. 


‘OSLER AT OXFORD 
pes ~ y ‘BY 
Sir CHARLES SHERRINGTON, O.M., G.B.E., E.R.S. 


Osler at Oxford! The impression left upon me is vivid 
enough, although I feel it far from easy to convey. It had 
its’ different sides. .My privilege was to join him as a 
colleague in the teaching -when he was still relatively a 
new-comer ‘to the place. I think he regarded his chair— 
the Regius Chair of Medicine (attached to Christ Church) 
. as legitimately to be treated as a sort of sinecure ; its 
very stipend was then rather beggarly, and Osler sometimes 
did not scruple to say so. He looked upon what was 
expected of him, not, I fancy, as in any ordinary sense a 
part of ‘the routine teaching of medicine, but rather as a 
focal point whither to draw together the scattered strands 
of tradition pertaining to an ancient Faculty, some of them 
beginning to ‘wear thin. `I think he felt what was incum- 
bent on him was to maintain a stately but rather formal 
professional intercourse, a picturesque ceremonial fur- 
` bished with tags of ‘scholastic learning, a ‘certain dignity 
of custom, and the observance of loyalty to certain past 
ways. In a number of these features Oxford resembled 
its sister on “reverend”? Camus; and Osler was deeply 
gratified to have as his opposite number Clifford Allbutt, 
a classical scholar as well as a close friend. 

Canadian by birth and upbringing, his ties with the 
Empire formed a cherished background to his life. The 
‘annals of. European Medicine were familiar and dear to 
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` a most intriguing devotee of the fashion. 
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him, and that: his position should link him with Linacre, 
Sydenham, and Harvey rose, I think, almost daily to his 
thought:. Not that he lived in the past ; rather he trod 
a stage whose scenery was much of it furnished from the 
-past. The very buildings had their fascination for him. 
‘Once as I walked alongside him across the open space 
between the Camera, the Bodleian, and All Souls, he 
stopped and, looking round, sard: j . The a architectural 


' view in Europe.” 


Love of Rare Books 
‘One of the happinesses he: cultivated in Oxford was to 


serve as showman to parties of transatlantic Visitors and ` 


‘to introduce them to his favourite glimpses of the Univer- 
sity scene—a personally conducted tour, leading finally to 
lunch at his own house with Lady Osler at the table. 
number of guests might be anything up’to fifteen or 
sixteen, and the. hostess had little notice of exactly how 
many there would be. But the-babble of conversation was 
unceasing, and their host seemed able to address them 
each one intimately—Tom, Jack, Jim, or whatever famili- 
arity dictated. One regular item of their entertainment, 
laid out’ for their inspection in a small well-windowed room 


; “ opposite the “ Study,” would be some dozen or so choice 


printed books, each volume open at a selected place. ‘These 


. specimen volumes -would ‘include first-rate rariti¢és—a 


fifteenth-century Aristotle from a Paris press, a. Descartes’ 
Method, etc, — 


' His library was housed mainly in one large room with 
open ‘shelves reaching to the ceiling and a couple of turn- 
table bookcases, one of them completely filled with editions 
.of his favourite among all books, Sir Thomas Browne’s 
Religio Medici. When he resided at Oxford he was 
engaged in cataloguing his library on a novel plan—a 
_ Bibliotheca prima, etc. After Osler’s'death this catalogue 
was completed by Dr. William Francis, and issued. at the 
Clarendon Press, at the charge ‘of Lady Osler, in a fine folio 
volume. The books themselves. were bequeathed by him 
to the McGill University library, Montreal. So far as I 
know he kept none of his books under lock and key, 
_ although he was well aware of the frailty besetting certain 
- book-collectors and could relate instances within his own 
experience. In the Preface to his monumental catalogue 


~ he gives some anecdotes of his own adventures in pursuit ` 


His book-collecting seemed: ` 
jto be a “catching complaint, ” for I think we may sup- 


‘of specially desirable volumes. 


_pose it was started in Harvey Cushing—and i in others—by 
‘Osler himself.‘ A well-known bookseller in London used 
to say that he attributed-to Osler’s influence no small share 
in the increased antiquarian interest taken in early printed 
books on both sides of the Atlantic. Osler was certainly 


. A Special Interest 
One of the adjuncts- of the Oxford chair exerted quite 
a special appeal on Osler. In yirtue of his tenure of the 
cheir he was Master of an ancient almshouse some ten 
miles put of Oxford, a picturesque low-roofed cloistered 
building dating from the foundation of the charity, and 


apartments of the old pensioners themselves faced inwards 
towards this court. The whole stood in a small village 
which in itself was old-world, rural; and intersected by 


' little running streams or “freshets” full of watercress 


grown for the London market. Lady Osler made herself 
unobtrusively a fairy godmother to these aged ‘dependants. 


_ Osler as Master had a couple of rooms under the common 


roof. I happened to be present when he noticed a sort of 
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strong-box in his bedchamber there. The key, when 
inquired for, was not to be found, and Osler, thoroughly 
intrigued, wired to Chubb’s, of London, for an expert to 
pick the ancient lock. The expert when he came looked ° 
at the chest, then, taking a small wooden mallet from his 
travelling-bag, tapped the sides of the’ lid -and almost 
at once lifted it. “This chest has not been locked these’ 
many years,” he said. The box contained deeds, many 


_ of them ón vellum with seals attached, each seal in its little. 


case fixed to the ribbon belonging to the document. Osler 


_ was enchanted. All the way home he could speak of - 


nothing else. 


. As Consultant 
I fancy’ that his opinion was considerably sought as a 
consultant during his Oxford years. I was present once 
when it was—unofficially—appéaled to. It interested me 
to see his manner change at once. It became gravely pro- 
fessional. His voice assumed a deeper tone, his forehead 


-frowned slightly ; his lips tightened, his ‘bearing became 


dramatic and oracular—kindly always, but now dispensing 
kindness oracularly. His position in Oxford was such that - 


‘he allowed himself to call on sick, people independently of 


invitation from their doctor. William Macdougall, the 


psychologist, was then in Oxford, and I knew him well. He, 
- told me the following. 
of 7, was fatally ill. One afternoon Osler called, and after ` 
- talking with Macdougall they both went upstairs to the 


His youngest child, a little maid . 


child’s room. Outside her room Osler suddenly stopped 
and tapped at the bottom of the door. Then, opening it, 
he stole across to the' child’s’ bed with little stepsand. knees 


- bent to dwarf himself as much as possible, his coat-flaps 


nearly touching the floor, his face on a level with the 
child’s in bed. The child “gazed wonderingly at him. 
“Mary,” Osler said, assuming a-small’ bird-like voice, “J 
am come to tell you a secret—a nice secret. You are going 
soon to leave us. You will be leaving on a journey, to a 
beautiful place, a wonderful place where you will be very, 
very happy. And all your friends will ‘soon be coming 
there to, join you. I can’t stay-longer now ; I must rum 
off. Good-bye, Mary ; God bless you.” And he kissed 
the child gently on the forehead. Then he withdrew as 
he had come, the little girl watching him wonderingly’ 
with | a long” smile. 
F Osler’s Son ° 
Osler himself had one child, a son, about to enter Christ 
Church when the first world war broke out. Revere shared 


some of - the tastes of his father, and the pair were .in . 
The 


several ways almost like schoolfellows together. 
world war had been expected by many, but not by Osler. 
When it came Osler’s parental anxiety was pathetic to 
After a year of delay his son was called -up for 
military training ; then, rather more than a year later still, 
for service abroad. Almost at once (1917) tragedy- hap- 
pened—a chance shell from a far range. The surgeon 
nearest at hand was the old family friend Harvey Cushing : 

but there was nothing to be done. To Osler the news was 
overwhelming. He strove on bravely but hopelessly. The 
laboratory attendants hearing his step declared it was no 
‘longer as it had been.: As the year 1919 drew near its 
close, wintry weather caught him in a hired car far from 
home in a lonely place- towards nightfall, and the car- 
broke down. He and the chauffeur had to pass the night 
there, and he`was chilled through. A day latér he arrived 
home looking ill. 
After some weeks he died, exhausted, 

At the funeral service the Cathedral was filled to over- 


flowing—friends attended not only Troni Oxford but from ` 
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I am not competent even to attempt any ‘judgment of morning to a grand house’ in the country,‘and on arrival 
Osler’s’ distinction as a clinician. : He had of course-2 was told by a supercilious butler to wait in the. hall till 
certain position as a man of letters. His literary style was her ladyship ‘should. be ‘ready. - Not he! The house had 
rather obviously. formed on his prime favourite, Browne a famous library, to Wwhictr he found his own way. It was 


' of the Religio, without the redundant wealth of classical mid afternoon when he remembered what .he had come 


allusion. One conviction’ about Oster’s influence on histime, for! - His-only descendants are in Canada, where his two 
of which I am quite sure and to which `I would here bear daughters were a great help to Osler in his Montreal years. 
witness, regards the remarkable camaraderie and personal e 
affection which radiated from him. It stood for friendships `> ` Sir William’s Parents, __ 8 
which were lifelong ties. It was contagious. It propagated Featherstone Lake Osler (1805-95), the father of Sir 
itself along his social contacts wherever 'he-moved. His wiliam; was a venturesome lad who was sent to school 
unlocked bookshelves were a part of it.. In Baltimore, when inland to keep him from ‘drowning ; but-at the age of 12 
he and Cushing occupied adjoining houses, doorways Were he was at sea and nearly lost his life in his first wreck. He - 
then joined the. Royal Navy and saw varied service in 
several ships, including the Victory, and rose to the rank 
f of lieutenant. Having become something of a student, 
fo <a o> especially of mathematics, he entered St. Catherine’s Hall, 
Cambridge, in 1833, with a view to taking orders. Thanks 


orien the households. | 
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THE. OSLER F AMILY | ` to an-.infuential godfather, his prospects in the Church 

i i were particularly bright, but in 1836,'in answer to a strong 

; Eo pY > -` appeal, the Upper Canada Clergy Society was formed’ and 

W. W. FRANCIS, M.D. he was persuaded that his duty lay there. The next year 

Librari ian, Osler Library, McGill University, Montreal found him and his bride in what were then the wilds of 


‘Canada, forty miles north of Toronto. Undaunted by the 
Osler’s aosta were seafarers et Falmouth, anali ship- incredible hardships of the first- few years, they laboured 
owners, privateersmen, and: merchants. His great-grand- . here for two decades, teaching everything from theology - 
father died of wounds in the West ‘Indies ; one great-uncle to agriculture and sewing. He held services in twenty 
was killed in a sea fight, and another successfully fought different places scattered over 2,000 square miles of country. 
off the Barbary: pirates ‘from a shipload of settlers he was At some distant gatherings he would announce the date 
taking to the Cape. His descendants are numeroys in’ of the next service six months or more hence, and the con- 
South Africa and Australia—some of them physicians, some gregation would be there without, as he said, any further 
cricketers, and a few both. Osler’s great-grandmother; a notice. One sees where W. O. got his punctuality! The 
sister of Samuel. Drew; “the Cornish metaphysician,” is parson’s household—when he managed to geta house built 
suspected of having infused brains into the line, and, it is _—comprised at one time, besides his growing family, five 
certain that cheerfulness was irradiated by his grandmother, young men whom he was training for the ministry. These 
Mary Osler, better known .to the end of her long life as included his youngest brother; Henry (1815-1902). A 
Polly Paddy. r breakdown in health occasioned a visit home i in 1841, and 
The statement in a recent biography of Sir Jonathan the most useful gift, besides money, which-he br ought ‘back 
Hutchinson that he and Osler had common collaterals in was manly. -dozen pairs of spectacles for those of his flock 
Lincolnshire is a mistake: Lady Osler, not Sir William, ' with failing eyesight. l 


was descended from the’ learned Anne Hutchinson, who -` Osler’s mother, Ellen Free Pickton (J 806-1907), was a 
in 1643 was massacred with all but one of her seventeen ` really remarkable woman, small in build and stature, but 
children near what is now New York. | ot with: tireless energy. Dark as her husband was fair, she 
: , "was a Cornish “Black Celt,” with béautiful features, 

Change in- Bent' ogy, °° ae enlivened by an unfailing wit and good humour, which 


` With the religious revival in the early ninetéenth,century ore than matched her piety. Her influence was long 
the bent of the family changed.” Of the five sons of Osler’s remembered. Girls came from miles around to her Sunday 
grandfather, the eldestwas a surgeon and an ardent church: school and to her Thursday afternoon class, which was 
man, and two became missionaries. Edward Osler (1798- - meant to teach sewing but. included evérything. Usually 
(863), who attained the distinction of a notice jh the thirty would arrive early in the morning and stay all day. 
Dictionary of National Biography, qualified M.R.CS. at ` Her greatest achievement, however, was bringing into the ° 
Guy’s, and St. Thomas’s after an -apprenticeship “with a World and bringing up in the backwoods’ no ‘fewer than 
surgeon in Truro. His MS. eyé-witness account of Dine children despite her late start; for she was 30 when 
Cooper’s famous ligation of the aorta is in the Wills Se married in' 1837. She lived to enjoy her hundredth 
Library. Becalmed on the way to London in 1816 in one of birthday, but left it to her great-grandchildren to blow out 
his father’s packets, they were jeered one evening by a the one ‘hundred candles on it, -Did it remind her of her 
passing newfangled steamer, but had the satisfaction of first Suiday-school picnic, when she baked three barrels of 
overtaking it next morning and offering a tow! , For seven flour into cakes and. bread and fed seven hundred rom 
years house-surgeon of the Swansea Infirmary, he after- _ twelve of her -husband's nearest settlements? . 
wards practised at Bath and Truro.. He is better-known PA 
as a miscellaneous writer, author of Church and King, The ' i Children of Distinction - : 
Life of Admiral Viscount Exmouth; and poems: a hymn-* Brought up by such parents under pioneering conditions 
writer (“O God unseen, yet ever near,” is.almost the sole in a country parsonage where helpfulness and self-reliance 
survivor) ; and editor of the Cornwall, Gazetie for twenty . were the order of ‘the day, no wonder that four of the six 
years. Biological-papers of his on marine animalcules were- sons attained distinction. They were educated at ‘an excel- - 
presented to the Royal Society and printed in thé Trans- lent grammar school in Barrie, sixteen miles from their 
actions. Ali that I, his grandson, ever heard of his sur- home, and.the elder three later studied law in Toronto. 
gical practice is that he was delighted ‘to be summoned-one' When William was 6 the family moved to Dundas, in a 
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`, much more . advanced district where the amenities, were 
gréater and life less strenuous. ` Unfortunately, little is 
recorded of the children’s younger days, except some of 
W.O s escapades; such as cutting off, the tip of his sister’s 
finger, “smoking out the old girl ”— —namely,. the school’s 
unpopular housekeeper—for which he spent a day in gaol 


_ apd was fined a dollar, and costs ; or his earliest recollec- 
: tion, which he teld so often that he came to believe he. 


could remember how, in his second year, the day his 
_ younger sister „Was born, a'calf with which he was tethered 
butted him into the ‘pail of milk they were sharing 
and nearly drowned him. A visiting English , cousin 
described him’ at 16° as “a, light-hearted’ boy, but with 
many of the tastes and much of the dependableness of 
a man.’ 


The eldest, Behan: Featherston (1838- 1924), probably the 


most learned of the family, was thirty years on the bench 
and head of ' the commission’ revising the Statutes of 
Ontario. His three sons became distinguished lawyers. 
The non-medical majority of the family consider Britton, 


known as “ B. B.” (1839-1901), the most remarkable figure” 


of them all. He was the greatest civil and criminal lawyer 
of Canada, the “ thirteenth juryman.” 
notably his prosecution of the murderer Burchall, attracted 


attention in England, and it is a pity that his speeches. were- 
. not collected and published:. Like his medical . brother, 


he had a thorough understanding of his fellow ‘men, with 
‘personal magnetism, courtesy, and accessibility. The next 


lawyer. brother, Edward (1842-1906), was early crippled. 


with arthritis. The fourth brother, Sir Edmund, known as 
“E. B.” (1845-1924), early went into business and became 
‘a leading financier, a director of the Canadian Pacific Rail- 
way, and a member ‘of the Dominion parliament. That 
. did not prevent his being a man of learning also. It was 
to his generosity that W. O., not four years his junior, owed 
his two years ‘of postgraduate study, and ready help in 
_ other financial crises.. As for hospitality, at his summer 
place on Lake Simcoe; not far from his childhood home, 
I have seen fifty-six sit down to Sunday dinner. “He has 
the warmest heart and the most open’ hand of amy man I 
know, n wrote Sir William. ` 


A year and a half ahead of W.O. came far from’ identical 
‘ why did he impress them so deeply ? 


- how he appéared to me. He was a small, sallow, extremély 


twins. The girl, a model of ‘all the vittues, became the 
mother of nine of the best-looking children in Canada, 
while the boy became the nearest thing in the family to 


mother blamed herself for his shortcomings, as she was 
unable to manage both twins, and the boy was suckled by 
a squaw. No wonder he became a rolling stone! When- 
ever possible his adoring young brother.used to take the 
blame and the, punishment for Frank’s peccadilloes. He 
ran away (800 miles) to sea in his teens, was shanghaied, 
woke up.on a whaler, and was missing for two years. - His 
adventures, which included service as a brancardier in the 
Franco-Prussian War, would have been worth’ recording, 
but he was quite inarticulate, though a cheerful soul, With 
a devoted wife who kept the purse-strings tight and the 


bottle corked, he settled on a fruit farm. Their only son,‘ 


a most promising young man, was killed, like W. O.’s, in 
the war of 1914-18. This was-a new bond between ‘the 
brothers, and on lugubrious occasions, such as Christmas, 
,W. O: was not above slipping him a banknote, with. dis- 
quieting results! The last I saw. of the dear old fellow 
was in 1928 at Lady Osler’s funeral. Returning from the 


k Cathedral, we passed the end of St. Giles Street. The Fair 


was on: he heard the roundabouts, stopped the car, and 
disappeared more like, an 8-year-old than an 81-year-old. 
‘He outlived. them all, dying in 1932, ` 
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Some of his cases, © 


profoundly and‘ essentially melancholy. 
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In 1937 there had been in America 225 descendants of 


‘the three Cornish brothers, all creditable citizens, and 


among them four physicians—none of the Osler name— 
including’ the lamented W. O. Abbott (1902-43), of Phila- 


. -delphia; a gifted teacher (like his great-uncle) and me 


co-inventor of. the life-saving Reet tube, 
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RECOLLECTIONS | 


| BY ; Í 
CHARLES SINGER, ‘MD. ` D.Sc., Diit, E.R.C.P. 


Peritus Professor of History of. Medicine, University of ` 
i ‘London 


My first edia with Osler was in the winter of 1904-5; 
when I took the. M.B. ati Oxford. I had made a small 
contribution to anatomical literature, illustrated by my own 
drawings; but was altogether astonished that he had read 
it and, noticed my draughtsmanship. ‘He found out lee 

me that I was interested in Natural History and 
that I was ‘shortly going to Malaya. A few days after 
I ‘received from him some books on the fauna of that : 


region, Later I learned to admire Osler’s wonderful power. 


of making every young man he met feel that he was in’ the 


' presence of one who was taking a personal interest in him. 


Though this was doubtless the result, of some conscious 
effort on Osler’s part, it was certainly an effort that he loved: 
to make, for it ‘was a true and natural expression of the 
overflowing humanity that was part of him. Universal 
sympathy always seemed to me the essence of his greatness. 
His was. especially a greatness of personality, and’ not 
of intellect, or of demonstrative skill, or of observational 


‘acunien, or of learniùg, or of literary power, though none 
' could deny that he had alf these things in good measure. 
` I remained, in some sort ‘of: relation with him for his ‘last. 


fifteen years, and for part of that time saw bim almost 
daily. I am convinced that it was this universal sympathy 


that gave him ‘that characteristic power to perceive and 


elicit the best in any companion.’ 
What sort of figure did he seem to younger men, and 
I ‘can only tell 


dark, quickly moving man, of a lively and often’ puckish 


‘humour, very emotional withal and: easily moved to tears, 
‘but when he was im earnest he had a grave deep voice 


which I jearned to Jove. What always, struck me most about 


` his physical appearance was his lustrous, almost womanly 
“eyes that seemed to suggest those of the Sistine Madonna. 


For, despite ‘his gaiety, Osler always appeared to me as 
I do, not know, 
and there can now be none living who does know, of any 
deep sorrow that came to him in his earlier years, but to 


me he always appears as one who has passed through some ° 


tragedy to a life of human service, one ‘who is always 
whispering to himself, “ Down, thou climbing sorrow.” It 
is a great and moving memory. 

My contacts with Osler-were naturally mainly of a literary 
kind and concerned especially older books and manuscripts. 
He was a true book-lover, to whom the very sight and touch ` 


of an ancient document brought a ‘deep and subtle pleasure; 


His humanity, which seemed to me to be his leading’ , 
characteristic, was especially brought out ‘by the way in’ 
which he was constantly discerning the same essential 
_humanness under the most different temporal, social, ‘and 
‘ personal conditions. `: Much of what was often regarded as 
bis whimsicality was ‘really a part of this search for. ‘the 
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man in many diversities, - If he loved his books he loved — 
the authors of them eveh more. His antiquarian interests 
were really a search for man in his diverse, guises. 

Thus he was a bibliographer and biographer rather than 


a historian in the proper sense. The literary reference; 
books that were most often in his hands were, I think,’ 


after the Dictionary of Natural Biography, Bayle and 


Thillaye’s excellent Biographie Médicale and Ferguson’ s` 
Bibliotheca Chemica, a work that contains far more than 
its title suggests. All are books which tell, about people 
rather than about things. Osler was at his literary. best 
either when he was musing on life and its vagaries or in 
such bio-bibliographical pamphlets as. those on: Servetus, 
on Linacre, or on Fracastorius. dt is a great-pity that-he 
did not have time to treat in this way the sixteenth-century 
character whom he oved most of all, Conrad Gesner, for 
Osler bore some resemblance to Gesner in taste, in 
catholicity of interest, and even in personal appearance. 
: \ 
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ASSOCIATION 


’ ` BY 


MY WITH ` OSLER 


LORD ‘HORDER, G.C.V.0, MD, FRCP. | 


I first met Osler in England about 1900.’ He asked my sup- 
port for his idea of an Association of Physicians, for the 
formation of which he was so largely responsible. Backed 
by his energy and influence, it was a great success from 
the word “ Go.” ; 

We were next associated when the B.M.A. met at 
Leicester in 1905. Tooth opened a discussion on ‘menin- 
gitis’; -I followed with an account of the lumbar puncture 
findings, and Osler, as a distinguished visitor, followed me. 
The sequence, though a logical one, was unfortunate for 


‘me—Osler’s prestige was so high that the audience would ` 


barely hear me out and showed signs of impatience. - 
“Turnips ! ” whispered ‘Osler. ‘‘ Your stuff is bed rock.” 
In the years that followed I was to enjoy this kind of 
encouragement again and again—the encouragement of the 
I treasure a 
postcard which he wrote me when I was knighted in 1918: 
“Iam glad it has come whilst the sun is on your face,” 
it said. 

In consultation Osler was profound’ in his knowledge : 
of the “case,” but not very impressive to the. “ friends.” 
The diagnosis. made, he tired a little in laying down a plan 
of treatment : so that it was not-always easy to explain what 
had determined the choice of him as,a final opinion. 

In his last illness, Osler paid me the signal compliment 
of asking me to go to Oxford to confer with his doctors. 


- He was not only a very ill man, he was,a man indifferent 


to life, so bludgeoned' had he been by the. loss of his 
beloved son. But he preserved towards us all that Winning 


, Manner, and towards himself that equanimity, wen we 


t 





had always associated with him. r cae 


“When he came to die, Gialedivias,. in a Very ‘real sense, the 
greatest physician of our time. He was one of Nature’s chosen. 
Good looks, distinctidn, blithe benignant: manners, a sunbright 


' personality, radiant with kind feeling and good will toward his 


fellow men; an. Apollonian poise, swiftness and surety of 
thought and speech, every gift of the gods was his; and to 


. these were added careful training, unsurpassed clinical ability, 


the widest knowledge of his subject, the deepest interest in 


everything human, and a serene hold upon his fellows that was . 


as a seal set upon them.”——-F. H. Garrison, An Introduction to 
the History of Medicine,’ 1929, page 631. 
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kE GRACE REVERE, ‘LADY OSLER 


BY at 


_K. J. FRANKLIN, D.M, FRCP. 


. Professor of Physiology, St. Bartholomew's Hospital 
T Medical College O 
1 @ i 
Some day someone will write a long-overdue essay on 
the ways in which great men in our profession, and in 
its allied sciences, have been. aided in their achievement 
by : the. selfless devotion: of their wives. Meanwhile it 
is supremely fitting that, in dn issue commemorating 
Sir William Osler and his varied accomplishments, Lady 
Osler‘ and ‘her contribution should receive some special 
mention. For it is impossible to overrate what she did 
to. stimulate “the great physician,” to help him to make 
right decisions, to provide him with’ necessary recreation 
at home, to entertain their numerous friends while leaving 
him free for his work, and in countless other ways to 
be his ideal partner for twenty-seven eventful years. 


“No. 13” 


. Mr, „Arnold Muirbead, Dr. Harvey Cushing, and others 
have written of Grace Revere with far more intimate 
knowledge than I can claim, and my sole justifications for 
producing this account are' the: need already mentioned in 
the preceding paragraph, the present preoccupation of 
Mr. Muirhead with other matters, and the fact that I can 
perhaps be regarded as representing those many who, intro- 


‘duced to Lady Osler but with no special claims upon her, 


nevertheless received a warm welcome thenceforward at 
No: 13, Norham Gardens, found their hostess keenly 
interested in their relatively minor doings,-and can look 
back on'an inspiring friendship with a truly great lady to 
whont they remain for ever indebted. 


' As an ex-Service medical student at Oxford in 1919 I 
was privileged to have one short talk with Sir William. 
The next year an American theological student with whom 
I shared rooms, and who had brought with him an intro- 
duction ‘to Lady Osler, asked if he might take me with 
him on his next visit to “The Open Arms” at No. 13. 
In consequence I became‘a regular caller there once or 
twice a term during the rest-of my time in Oxford, met 
many. of the Osler circle, and added considerably to my 
store of happy undergraduate memories. Oxford in those 
days was still x dream city, with a population only a 
quarter of its present figure, the surrounding country 
unspoiled, the Cherwell an enchanted stream, the beauty 
of the’High as yet unsullied by the vast amount of traffic 
which now passes through it. At that time, too, to an 
extent which is now quite impossible, the friendly inhabi- 
tants of ‘North Oxford dispensed hospitality each Sunday 


afternoon to undergraduates and’ others who called upon 
.them, ‘and thereby contributed greatly to the pleasure of 


our educative years. At Lady Osler’s there were often 
thirty or more to tea, but each visitor was conscious of 
a personal welcome, and each came away stimulated and 


inspired by the Kindness and interest which he or she had 


encountered. 


The above is a pen-picture of the early nineteen-twenties, 
and for more information about the central figure in it,. 
and particularly- about the qualitiés which made her so 
idea] a wife to William Osler, we turn to the excellent 
biography by Mr. Muirhead.* 





*Mr. Muirhead has most kindly given me permission to make such 
use as I vr of his -account.—K_.J.F. 
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oy : Ancestry and Early Life | 


Grace Revere was born in Boston on June 19, 1854, 
With French Huguenot ancestry on her paternal side and 
English on her maternal side ; one of her great-grandfathers 
was the American patriot Paul Revere, and she displayed, 
as did he, “a strong will, positive opinions, and a delight 


in emergencies which called forth all.” her “power and . 


_energies.” From her parents, on the other hand, she 


inherited sympathy with and a desire to assist others, and ’ 


these traits were precociously developed through the per- 
sonal losses sustained by her family during the Civil War. 


Through her English-style schooling under Miss Foote in , 


Boston she derived understanding of the people with whom 
in the future she was to have so much to do; throughout 


‘her life, too, she was an excellent letter-writer, and had. 


an enviable memory for names. Finally, in so far as these 
> general notes are concerned, we recall her love of. flowers 
„and her artistry in arranging them, also that she was as 
beautiful in her youth as she was handsome in her later 
years. 

Her first husband, whom she married in 1876 and who 
was seventeen years her senior, was Dr. Samuel Weissel 
. Gross, of Philadelphia. His father, 
of the city, was a widower, and the young bride acted as 
hostess in his home as well as in her own. So she had 
early experience of large-scale entertaining, and from the 
beginning she proved herself a most efficient housekeeper. 
Apart from this not unimportant social side, she brought 
her strong, will and enthusiasm to bear on her husband’s 
professional career, and until his premature death from 
pneumonia in 1889 she fired him to greater efforts 
- whenever his own ambition and spirits were fiagging. 


i - Her Marriage to Osler 


William Osler, who had come from Montreal in 1884 
to’ the’ Chair of Clinical Medicine in the University of 
Pennsylvania, had. done so largely through Dr. Gross’s 
persuasion. In 1889 he went from Philadelphia to Johns 
‘Hopkins and set to work on his great textbook ; shortly 
after it was finished—i.e., in 1892—he married his friend’s 
widow. They had reached an understanding earlier, but 
she had insisted, 
sions, that their personal inclinations should be made 
subservient: to the greater claims of medicine, and she had 
brought Osler round to her point of view. Many more 


. items could be extracted from the story of their joint life 


in America and in England up to the-outbreak of. war 
in 1914, but here J shall content myself with but three. 
The first is an example of her decisiveness, and it is given 
in the cable (“Don’t procrastinate: .accept at once”) 
which she sent to him when he was in doubt, in 1904, 
if he should allow himself to be considered for the Regins 
Professorship at Oxford. The second shows her sense of 
humour, as well as the way in which she shielded Osler 
from non-professional chores which many husbands under- 
take for, or at least share with, their wives. When they 
were about to leave,for England she had arranged all their 
household packing while he went off for three days with 
a handbag and thereafter met her at the steamer. ‘This 


` unequal division of labour produced the sly remark that 


“* Willie’s motto may well be Aequanimitas, because he 
always flies when things like this are going on.’ 
third. item recalls her remarkable personality, to which 
all who knew her pay affectionate tribute. Shortly before 
her. husband was designated ‘a Baronet in the Coronation 
Honours List she herself was presented „at Court, and 


\ 


‘the leading surgeon’ 


4 


as she did on. many ‘subsequent ' occa- _ 


The - 
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the girls who were presented with her said afterwards that 
“ she looked as though she owned the Palace and was about 


to ask the King and Queen to spend a few days there ! ` 


Her Courage in Bereavement 


At the outbreak of war in 1914 she and her 18-year-old 
son, Edward Revere Osler, had just arrived in Canada on 
a visit to relatives and friends. They returned at once in 
the same boat, now painted black—Lady Osler to devote 
her seemingly endless energy lto all kinds of war work, 
Revere soon to pass into the Army and eventually to die 
of wounds in August, 1917, in Belgium. The courage 
shown by his: parents in carrying on after that appalling -. 
blow is a major item in’ their joint story, byt it needs no 
redescription here.. I will pass instead to 1919, in July 
of which year Osler received world-wide’ tribute on his 
seventieth birthday only’ to be stricken down with iliness 
in September and to die in December. Lady Osler’s feel- 
ings on this second blow’can only be imagined, and she 


‘would have been tempted to leave Oxford but for two 


things. In the first place, she had to arrange for the com- 
pletion and cataloguing of Osler’s library and its transfer 
to Montreal ;-in the second, she found the tradition of 
No. 13 already so great that she could best help others: by 
remaining there to receive old friends and to welcome new 
ones, to pass on -something of Osler’s spirit to those 
who could appreciate it, and to give to young people 
some of the love which Revere had not returned to 
enjoy. 

How well she did all these things during the next eight 
years is well known; how valiant an effort it must have 
been for her to do them in her double bereavement-can 
only be guessed. The main tasks, at all events, had been 
accomplished by the time that she herself died, at No. 13 
and in the presence of her sister and of Dr. John Fulton, 
on Aug. 31, 1928. .She remains in our grateful memories 
as “one who has loved and worked for the profession and 
the sweet influences of whose home have been felt by 
successive generations of students.” l 








Under the Transfer of Functions (Food and Drugs) (Scot- 
land) Order, 1949, certain -functions exercised by the Secretary 
of State for Scotland will be taken over by or shared with the 
Minister of Food. The local/authorities’ duties of enforcement 
are not affected. The Ministry of Food will be responsible for 
those sections of the Food and Dru gs (Adulteration) Act, 1928, 
which imposed restrictions on the mixing of colouring and other 
ingredients with foods and prohibit the sale of food not of the 
nature, substance, or qiality demanded. The Ministry will also 
take over the Central Department’s responsibilities under the 
Food and Drugs Acts relating to margarine, margarine-cheese, 
milk-blended butter, condensed milk, and dried milk. The 
Secretary. of State will exercise jointly with the Minister of Food 
the general power to make regulations concerning the composi- 
tion of food and the ‘conditions under which it is imported, 
prepared, transported, or sold. The Secretary of State will be 
concerned mainly with hygiene and the Minister of Food with 
labelling and composition, but’ the Secretary of State will 
remain the central authority for the purposes of the Milk and 
Dairies Acts and the inspection of slaughter-houses and of meat 
derived from hofne-fed animals. The two Ministers will exercise 
jointly the power to make regulations governing the qualifica- 
tions of public analysts. The Department of Health for Scot- 
land -will continue to supervise and give guidance to local 
authorities on these matters. The Secretary of State, acting 
through ‘the Department of Health, will continue to be the 
central authority in ‘respect of drugs coming within the scope 
of the Food and Drugs Acts and as regards the protection of 
the public from infected food. 
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i \ 
‘J. H. van BOLHUIS, M. D. 


J. M. SOETERS, M.B. : 
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Binnengasthuis, Amsterdam; Department of Paediatrics,, 
University Hospital, Leiden; St. Ignatius Hospital, ` 
' Breda; and Wilhelmina Children's University 
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The discovery that Rh antagonism is a cause of erythro- 
" blastosis foetalis has revolutionized the treatment of this 
disease. Many authors consider early induction of labour, to 
be a method of some importance in protecting the infant as 
- much as possible against the attack of Rh antibodies, which 
pass the placenta mainly towards the’ end of pregnancy ; 
even caesarean section is applied to prevent their penetra- 
tion during labour. However, from several points of view 
this measuré is open to discussion. Transfusions with 
packed Rh-negative cells or with Rh-negative whole blood 
have been widely -applied with success. 
often withheld because of the ‘possibility of Rh antibodies 
being harmful in the first days of life through permeability 
of the intestinal tract. 
protection ‘against: haemorrhagic diathesis is still-in use. 


Owing to the studies of Wiener et al. (1947), Wallerstein: 


(1947); Diamond (1947), and other workers-a new method 
of treatment has been‘introduced. The principle of this 
method consists in replacing the Rh- -positive infant's blood 


by Rh-negative blood of the homologous “ABO group In, 


order to eliminate the Rh-positive red cells, which will be 
rapidly haemolysed. At,the same time Rh antibodies in 
the infant’s circulation are washed‘out. ~ 

Although- the different authors base their method of treat- 
ment.on the same- principle, the technique can pe applied 
in various ways. 

‘Wallerstein’ s method consists of PTA ‘of -blood , into 
„one of the greater veins, the blood being withdrawn’ with 
syringes out of the sinus sagittalis: longitudinalis. i 

Wiener uses the saphenous vein for. infusion of the blood 
and the radial artery for bleeding. It is very important to 
balance the rates of inflow and- egress in order: to prevent 
plethora- by too rapid a transfusion, and to prevent shock 
from too rapid withdrawal of blood.. In order to prevent 
clotting of blood thé child is heparinized (Wiener and 
Wexler, 1946). Wiener, Wexler, and Shulman (1948) suc- 


ceeded very well even with'massive transfusions of 1,000 ml. 


Diamond’s method consists in introducing a plastic 
catheter into the umbilical vein. The-exchange (or replace- 


ment) transfusion is performed by repeatedly replacing . 


small quantities (20 ml.) of the infant's blood by citrated 
fresh donor’s blood. ‘He: uses a- closed ‘system with the 
„aid of three-way valves between Sete syringe, and 
blood-transfusion ampoule. 

In Holland exchange transfusion was stacted in oe 
1947, as soon as the necessary information “Was obtained 


*Report of the Dutch Foundation ‘for ‘Blood Group Research. 


“ 


Maternal milk is 


The application'.of vitamin K as a 


the Netherlands Red Cross. 
~ Under the direction of the Working Committee for Rh 
Investigation courses of instruction weşe given ; these 
greatly helped in acquainting physicians with simple 
méthods of serological Rh-investigation and with the 
technique of.exchange transfusion. | 

Diamond’s method is very easy to perform, and was 
done even 40 hours after: birth. Wiener’s more compli- 
cated method does not offer any special advantage, except 
when the umbilical vein is obliterated, and even then jt 
may be possible to use Diamond's method in one of the 
greater veins (vena femoralis). In only a few transfusions 
have we. used Wiener’s system. | j 

Recently another method has been described which offers 
the possibility of performing the exchange transfusion 
through the umbilical vein a few days after birth, when 
the passage of the umbilical cord is obstructed. Pinkus 


(1948) described a’ new approach to the umbilical vein © 


above the insertion of the umbilical cord. 


‘Method of Treatment 


: Through lack of the plastic catheters recommended by 
Diamond ‘one of us (Soeters, 1947) tried a rubber nelaton 
-catheter which has now come into ‘general use (No. 6— 
inner diameter 1 mm.; outer diameter 2.6 mm. No. 8— 
inner diameter 1.5 mm., outer diameter 3.1 mm.—is also 
very useful). These ‘catheters are very easy to insert into 
the umbilical ‘vein. They are slightly -modified—the end 
of the catheters being opened ‘to facilitaté the inflow of 
blood, or even cut, off and well polished. One advantage 
they have over plastic catheters is that they are easy to 
sterilize by boiling and are.very elastic. Furthermore, the 
end not being sharp, there is no danger of damaging 
the venous wall. A small glass tube is inserted between 
` the rubber catheter and the adapter in order to control the 
inflow of blood and to prevent the inlet of bubbles of air. 
During the exchange of syringes the catheter is carefully 
closed by: arterial forceps. One..should be very careful in 
using the syringes: After every withdrawal and injection 
of blood they should be thoroughly washed-in saline with 
heparin, and afterwards in pure saline. We use syringes 
of 20 mi. An assistant fills the syringes while the physician 
injects and withdraws the blood. ` 

Heparinized blood is mostly employed for the exchange 
transfusion. “ Heparine vitrum ” (Brocades and Stheemann, 
Amsterdam), 20 mg..in 10 ml. of saline, is mixed with 
500 ml. of donor blood of the homologaus blood group. 
` Heparinized blood should be administered within a few 
hours after taking, because heparin is apt to denaturate 
rather quickly. In general the infant is not heparinized. 
During the exchange transfusion the catheter is washed 
~a few times with 1 or-2-ml. of a weak solution of heparin 
(2 mg. of heparin per ml.).in order to prevent clottim® in 
the catheter. -In our experience this is quite sufficient, 
although some prefer to heparinize the child by the injec- 
tion’ of 10 mg. of heparin into the umbilical vein or 
intramuscularly before. beginning the exchange transfusion. 


‘If citrated blood is used, 90 ml: of 3. 3%, disodium citrate ` 


and 15% glucose is sufficient for 500 ml. of blood. Mollison 


*We are greatly indebted to ail the physicians who have provided 
us with defailed clinical data ‘of their exsanguinaled babies and ‘the 
necessary information about the histories of the. pregnancies. 
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. and Cutbush (1948) use the same quantity, 2.5 g. of 


disodium citrate and 3 g. of glucose, but dissolved, in: 
50 ml. of distilled water, which has the advantage of pre- 
venting dilution of the blood so far as is possible. To 
increase the haemoglobin content of .red cells of the donor 
blood Mollison eliminates about 50-100 ml. of the super- 
‘natant plasma Gitrate. By. using citrated blood there is some 
risk of causing tetany by: hypocalcaemia. About 5 ml. of 


a 10% solution of calcium gluconate is equivalent to the 


`- prescribed quantity of disodium citrate. To prevent tetany 
small quantities of calcium gluconate solution may’ be 
„injected intravenously (about 1 ml. after every 100 ml. of 
sien blood), It is also’ possible to administer calcium. 
gluconate through the catheter, but previously the catheter 
' should be ‘washed carefully with saline in order to prevent 
clo@ing due to the presence of citrated blood. 


As nearly all mothers of erythroblastotic children CE 


submitted to an antenatal examination and were admitted 
to the „hospital before delivery, it was possible to perform 
the exchange transfusion in nearly all cases immediately 
-after birth, which has the advantage that the procedure 
goes very. ‘smoothly because of the free passage through 
the umbilical vein. It is also important from a therapeutic 
point of view to remove the Rh-positive blood and the Rh 
antibodies as soon as possible. i 


The infant is placed on` an operation table ih a well-heated 


room and held by a nurse.” After disinfecting the abdominal 
-skin with iodine the child is covered with sterile blankets and 
kept warm with electric cushions. Through the window (2 by 
12 cm.) in the blanket the umbilical cord is brought’ outside. 
The operator, assistant, and nurse should take all the aseptic 
precautions necessary for an ordinary operation. 

. Before inserting the catheter the: umbilical cord is cut off at 
a distance of about lor 2 cm. The cord is kept open with two 
. forceps by an assistant, and the catheter is inserted into the, 
great’ umbilical vein (6-8. cm.). 
‘5A stricture caused by fibrous tissue in ‘the inei alba may 
obstruct the introduction of the catheter. It is always possible 
to pass this -stricture—if necessary by dilatation by means of 
a sound. In any ‘case it is advisable to cut off the cord very 
close to the skin fo avoid unnecessary difficulty. 


One of: us g. M.S.) studied the. venous system. ‘of the’ 
newborn by means of x-ray photographs of cadavers afier ' 
filling the venous system with thorotrast., In'this way the 
catheter’ s route could be followed. It is ‘possible to insert 
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, Fig. 2 
the catheter up to the vena jugularis. It passes the vena 
umbilicalis, sinus portalis, ductus venosus Arantii, vena 
cava inferior, ‘vena cava superior, and the vena axillaris 
(see Figs. 1 and 2). Sometimes it is difficult to bring the 
catheter into the ductus venosus Arantii because of the 
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stricture of the distal part of the duct, when the catheter |: 


is apt to turn off to the left or right side into the branches 
of the portal vein. When the catheter has been inserted 
to a, length of about 12-14 cm. it has reached the vena ` 
cava’. inferior, A stoppage at about 11 cm. indicates 


‘that the catheter has entered oe left or. right portal 


_ branches. 


‘ saline is injected very carefully. 


The withdrawal of blood’ from the vena cava, inferior 
proceeds very smoothly ;'in the sinus portalis it is rather 
difficult. Most of us have found that it is not necessary to 
insert the catheter up to 14 cm., but that the -withdrawal 
and injection of.-blood is very easy to perform after 
inserting the catheter into the umbilical vein for. 6-8 ¢m. 

The catheter is filled with saline and’ closed with arterial 
forceps. When the- catheter has reached its right place a 
syringe filled with saline is fitted on to the catheter. The 
arterial forceps is now removed and a small amount of 
When this can be done 
smoothly, an attempt is made to withdraw the. baby’s blood. 
Sometimes it takes a few moments to find the right place 
in the. umbilical vein for the injection’ and withdrawal 


blood. 


The quantities of aspirated and injected blood are care- 
fully measured in order to prevent overdosage. In cases 
of severe anaemia a supplementary injection of blood 
(maximum'50 ml.) is given. The quantity needed for the 
replacement depends on the infant’s blood volume. Thé 


amount of circulating blood ‘is about ‘one-tenth of the 


birth weight. In general an exchange transfusion is done 
with about one and a half times the blood volume. In 
this way at least 70-80% of the infant’s blood is replaced. 
In nearly all cases of exchange transfusion the percentages 
of replaced blood were controlled ey one of us (J.J.v L.). 
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Methods Used 


(a) The best method for calculating the percentages of’ 
replaced blood is that of Ashby, modified by Mollison. : 


(1947). To,1 ml. of a red-cell suspension in saline an 
equal amount of a very powerful anti-Rh (anti-D) 


agglutinating serum is added. After an incubation period’ 


of one hour the tubes are: centrifuged for one minute ; the 
tube is then gently shaken and stood for a few seconds 
to allow sedimentation of thé’ large clumps to start, and 
. a drop of, fluid from the column is examined for the .con- 
tent of non-agglutinating cells. By means of a control of 
` the same red-cell suspension with'an equal amount of saline 


instead of anti- Rh serum the percentages of Rh-positive and ’ 


Rh-negative cells are calculated. Before this examination 
the infant’s red ceils have to be eluted thoroughly, as they 
are coated with incomplete antibodies, which sometimes pre- 
vent strong agglutination. The non-agglutinating cells in 
both tubes are counted in a counting chamber. In the 


control tube there are no agglutinating cells; in the other. 
one there are.a number, depending on the presence of 


Rh-negative cells, as nearly all .the Rh-positive cells are 
clumped by ‘thé anti-Rh serum. 
(b) It is also possible to obtain a rather rough impres- 


' sion ‘of the replacement of blood by determining the titres 


of iso-agelutinins æ GS B. This is done in the following 
way. 
The titres of a and B agglutinins in the donor’s blood are 


carefully determined. In the blood’ of newborn infants these 
iso-agglutinins are usually absent or very weak. By comparing 


the increasing titres of the above-mentioned iso-agglutinins in - 
the succeeding fractions during and after the exchange trans- 


fusion with the titre of iso-agglutinins in the blood of the donor 


it is possible to find how much of the baby’s blood is replaced, 


by that of the donor. If the exchange transfusion has been 
done correctly and about one and a half volumes of the baby’s 
blood used for’ the exchange transfusion, the titre of the last 
fraction of the baby’s blood will generally be a little lower 
than the titre of the donor’s’ blood. 

The Rh factor and Coombs’s test are controlled during ‘the 
replacément and are found to become negative. 


The percentage of replaced ‘blood (method of Mollison) 
correĝponds well with the mathematical formula given 


by Wiener, Wexler, and Shulman (1948). When ithe 
exchange transfusion has been completed 20,000 units. of 


penicillin are injected and the catheter is withdrawn: The’ 


umbilical vein is ligated and the cord .sutured with catgut. 


Indications for Exchange Transfusion 


The following factors are considered to be indications 
for this therapy. 


It is very important to have the previous history of affected 
children. The death of previous children in utero during the 
last months of pregnancy certainly calls for early induction of 
labour, but not before the eighth month of. pregnancy, ‘because 
prematurity adversely influences: the clinical course. Clinical 
manifestations, such as anaemia, jaundice; and oedema, are of 
great help in arriving at a decision. In the same way oedema of 
the umbilical cord and hydropic placenta are also important. 
A pale placenta weighing more than one-sixth of the birth- 
weight must be regarded as a ' significant sign. 5 

Sometimes it is very difficult tọ know whether an exchange 
transfusion is necessary. Serological investigations are, often 
of great help (high titre of Rh antibodies of the incomplete 
form, homozygous genotype of the father). Occasionally ‘there 


isa definite i increase in the titre of Rh antibodies during preg- ` 
nancy; but there may even be a fall in titre-during the end of- 


pregnancy. In general : the control of the titre of Rh antibodies 
does not, in itself . give sufficient indication for exchange 
transfusion. 


r 


Sometimes the condition of the newborn may show a rather 
sudden and unfavourable change, so that even when the children 
seem to be in good condition it is ‘necessary to apply exchange 
transfusion if the history of previous children is bad and the 
Rh factor and direct Coombs’s test are positive. 

Haematological examinations are of great value, especially 
when the infant shows no clinical symptoms shorily ‘after birth. 
The findings may include hyperchromic anaemia, mild or strong ` 
leucocytosis with immature forms, ‘eryt#roblastaemia, and 
Ahyperbilirubinaemia. 

. Mollison and Cutbush ‘(1948) report that haemolytic disease 
was very mild in all infants whose cord-blood haemoglobin was 
above 15 g. per 100 ml. and cord-bilirubin concentration below 
3 mg. per 100 ml., and that a stormy or fatal course would 

'be likely in infants whose’ cord blood showed anaemia or/a 
bilirubin value of over 4 mg. per 100 ml. 

We observed a few cases in which the blood showed 4 {jttle 
‘abnormality shortly after birth and the bilirubin content was 
not increased in the cord biood, but kernicterus developed a 
few days after birth and the children died.. We are inclined to 
believe that, apart from the haematological investigations, the 
other facts are of considerable importance. ` 
= The cord blood is used directly after birth for the 
necessary investigations preceding the exchange transfu- 
sion, (direct Coombs’s test, blood-group determination 
' ABO and Rh, blood counts, blood smear, and bilirubin 
content). 

The, results of exchange transfusion are very favourable 
in cases of severe jaundice with anaemia, but it is difficult 
to decide whether it reduces the frequency of kernicterus. 
' The clinical symptoms gave the impression that haemo- 
lytic disease of the newborn is not merely restricted to the 
action of Rh antibodies on the red cells, but that liver, 
placenta, and other tissues also contain Rh antigen. The 
first investigations to establish the presence of Rh antigens 
in different tissues were done by Boorman and Dodd (1943). 
One of us has made a detailed study of this subject (van 
Bolhuis, 1948). The placenta of Rh-positive infants suffer- 
ing from haemolytic disease of the newborn caused by Rh 
incompatibility nearly always had an inhibiting effect on 
Rh agglutinins. This influence was demonstrated in 27 out 
of 31 placentas... 


Diseased parts of other organs, especially the basal ` 
ganglia of the brain in cases of kernicterus and the diseased 
liver in cases of icterus gravis, also have an inhibiting effect 
on Rh antibodies. On the other hand, suspensions of 
apparently normal organs do not absorb Rh agglutinins in 
any : great quantity. Jt seems reasonable, therefore, to 
accent fhe view that kernicterus is due to the direct 
action of Rh antibodies on the brain, especially the basal 
ganglia, and that damage to the liver may be the result 
of Rh antibodies reacting with' Rh antigen present in liver 
tissue, ' 

‘Not until the diagnosis was firmly established on clinical 
and serological findings and the indication was clear was 
exchange transfusion performed. - 

Cerebral haemorrhage and: congenital heart disease are, 
of course, contraindications to exchange transfusion. 

Most cases were caused by D-d antagonism (replacement 
with tde/cde blood), one by CW-C (cde/cde blood}, ore 
by c-C (replacement with CDe/CDe blood), one by B-O, 
and two by A-O antagonism. 


Results of Exchange Transfusion 


From Jan. 1, 1947, to Jan. 1, 1949, 160 newborn’ babies 
were treated- with exchange transfusion* ; 36 of them died— 





*It is impossible'to mention in detail here all the clinical and 
serological results of this material. F 
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ie., a mortality rate of 22.5%. The following. were the 
causes of death. ie 


Technical Failures——Air embolism :—I1n one case the catheter 
was not closed during the exchange of syringes and caused 
aspiration of, air. Blood of the wrong group :—Four children 
were treated with Rh-positive blood ; two of ‘them died shortly 
after the transfusion. It may be that Rh-positive blood was the 
cause of death, although the two other children had a normal 
clinical course. Ofe case of AO antagonism was treated with 
A rr blood: this ‘child also died shortly after the operation- 
Infection :—One child died from sepsis. An abscess was found 
in the ductus Arantii. There were thrombosis of the portal 
vessels and multiple lung abscesses. 

Possible Influence of Heparin—lIn five children death was 
caused by : adrenal bleeding, 1 : cerebral bleeding, 2 ; lung and 
cerebral bleeding, and bleeding in other visceral tissues, 1; 
and bleeding in all visceral tissues plus kernicterus, 1. It is 
net quite certain that heparin was the cause of death, but it 
may have had an influence on the haemorrhagic diathesis. 
Jorpes et al. (1939) proved that protamine sulphate synthesized 
in a special way is a harmless antidote against heparin. It is 
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probable that it will be the medicament of the future to 
inactivate the action of this anticoagulant. 
= Treatment too Late-——One child was treated on the fifth day 
after birth. It already showed symptoms of kernicterus. 
Treatment of Too-Premature Children.—Once exchange trans- 
fusion was applied to a baby 74 months old. It is well known 
that prematurity has a bad influence on the diseased child. ` 
Very Severe Cases of Haemolytic Disease of the Newborn.— 
Four exchange transfusions were applied to infants with 
hydrops foetalis, three of whom died. The child which sur- 
 vived was a milder case, with only oedema of the umbilical 
cord, hands, and feet, though it also had hepatosplenomegaly 
and a severe haemolytic anaemia (1,200,000 erythrocytes). 


_ In the following cases there was nothing to suggest any 
relation to technical failures or other faults :. ed 


Eight children died with symptoms of kernicterus. One child 
died with cerebral symptoms (? kernicterus). Four children 
died from secondary infections about:three to four weeks after 
birth-s-otitis plus gastritis, 1°; bronchopneumonia, 2 ; scarlet 
fever or streptococcal sepsis, 1. Seven children died shortly after 
birth without the cause of death being known. One child died 
from rupture of spleen (the preceding child also died from 


spleen rupture, although untreated), In 36 children the treat- 


ment was unsuccessful. 

In order to arrive at the results of the therapy it seems 
reasonable to exclude the following cases in determining the 
mortality rate: ~~ . 

One case of air embolism; one case treated five days after 
birth, when symptoms of kernicterus were manifest ; one case 


À 
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of sepsis; four cases of secondary infection, death occurring 
three weeks after birth; one case of spleen rupture. 


‘By excluding these cases the mortality rate is reduced . 


from 22.5 to 17.5%. 

It is difficult to determine in what way the other above- 
mentioned factors such as heparin, Rh-positive blood, and 
symptoms of hydrops foetalis have had a direct influence on 
the lethal course. = 

-`` We have received information concerning the subsequent 
Glinical course of 135 patients treated with exchange trans- 
fusion. In five cases there were sequelae of brain damage. 
In a great number of cases a hypochromic anaemia occurred 
up to three to nine weeks after birth, in one case, even 
combined with a fresh attack of jaundice. In a few cases 
it was necessary to give supplementary transfusions with 
Rh-negative blood. ; _- 

One of us (G.M.H.V.) made a detailed haematological 
study of his exsanguinated babies. Haemoglobin content 
and erythrocytes decreased in nearly all infants. In a few 

: 3 of them who could be: fol- 
X i . lowed up for a period of three 

HLE months a Severe anaemia 

with a haemoglobin content 
o Hest 2 of 6.4-8 g.% (40-50%) de- 
- veloped in three to nine 

« weeks. In most cases the 
7 . red cell count and haemo- 

a globin content increased spon- 

wooo at taneously. The following facts. 
yee ual were noticed, as shown in the 
we accompanying Chart. 

yarin The decline in haemo- 
Ff, globin content and number 

Py Oe of erythrocytes correlates 

with the physiological death 

A of the transfused Rh-negative 
~ erythrocytes. After three 
6065 70 75 80 85 90 months these cells have 

‘ nearly all vanished, and the 

infants own  Rh-positive 

erythrocytes have replaced them. It is remarkable that 
the bone marrow does not deliver Rh-positive cells 
sooner, for the total number of red cells is decreasing 
gradually. The nucleated red cells disappear in a couple 
of days. The bilirubin content increases in general after 


o 
o 


_ the exchange transfusion. Although the liver-cell damage 


and the obstruction of the bile ducts will in most cases add 
to the jaundice after exchange transfusion, the increase of 
bilirubin may be caused by the total destruction of the 
remaining 20% Rh-positive erythrocytes. 

In order to determine whether the mortality rate of 
icterus gravis was reduced significantly by this therapy we 
compared in the same families the percentage mortality 
of icterus gravis cases not. treated with exchange transfu- 
sion with that of the newborn infants who were treated. 

In examining the obstetrical histories of 88 families, out 
of the same group of 160, with 465 pregnancies we found 
the results given in the following Table. It will be seen 
that the mortality rate of icterus gravis is 73.7%, and 
including mild cases 63.5%. After treatment with exchange 
transfusion it decreased to 22.5%. 

Before exchange transfusion came into practice the, 
death rate had already decreased by application of partus 
arte praematurus, plasma transfusions, and Rh-negative 
whole blood or packed red cells (Parsons, 1947). 

It is impossible for us to compare the mortality rate of 
icterus gravis treated by simple blood transfusions with 
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Table showing Comparison petween Newborn Infants Treated with 


Exchange Transfusion and Cases of.Icterus Gravis not so Treated > ` A CASE OF l AN AMNESTIC REACTION 
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/ | Mild Cases Icterus Gravis ` ss A i WITH Rh AGGLUTININ S 
No. of | No- of | Normal Re pr E R pei . z : 
-0 , Norm aemol. | ; th`to ta i = = : 
Families ER Children | Anaemia Ali Died |“ -9th Abortion PE i : 
| a | po" | Monthy | e's yA, OSBORN, M.B., BS. ~ 
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88. | ‘465 192 25 41 115 |. 57 38° eo Assistant Clinical, Pathologist, ome Pais 
(41%)~ | (53%) s—| (122%) | EAW - 
(335% ws Since the recognition of the inporldace. of Rh agglutinins 


O “2% in relation to pregnancy and haemolytic disease of the new- , 





Mortality rate of icterus gravis, 73- 13.7%. a ‘born the interpretation of the: serolo gical findings has 
Mortality rate of icterus gravis, mild cases included, 63-5%. 


Mortality rate of 160 cases of icterus gravis treated with exchange transfusion. ` become a rather complex problem. The discovery of Rh 
aero tas p “ agglutinins during the antenatal period does not necessarily 
foreshadow damage to the foetus, as it may represent a 

“ carry-over” from .the previous pregnancy. Of much 
„greater: significance is the demonstration of a rising titre, 
which is generally accepted as evidence of specific antigenic 
stimulation by the‘ Rhesus-incompatible cells from the 
foetus. The importance of this assumption hardly-needs 
to be emphasized, Since on it may depend the decision to 


that of cases treated by ohani transfusion, for we' ‘have 
not sufficient pérsonal experience of the latter. 

It is beyond doubt that the prognosis in icterus gravis 
. of the newborn has improved considerably owing to the 
treatment’ with exchange transfusion, venice preceded or 
not by partus arte praematurus.. 


a Summary ... induce premature labour. 

After a short introduction the method of exchange transfu- . The following case is ‘recorded because of its rarity 
sion applied to 160 newborn infants suffering’ ‘from haemolyti¢ - and to draw attention to a possible alternative interpreta- 
disease is described.” `` tion of the serological findings in pregnancy. i 

The indications for the: application le exchange transfusion , i i l 
are discussed. ” . ae n 3 Case, Report l i 

The -mortality rate -of 160° babies ened by this method was The patient, a woman aged 34, had been married twice. By 
22.5%. ‘the first marriage she had a normal male child. ‘Eight years 


later, in December, 1945, she was delivered of a normal male 
infant (by the second marriage). .In December, 1947, she 
gave birth to a male child which was normal at birth but 


In order to determine hether the mortality of icterus gravis 
-was reduced by: this therapy, the results of ‘treatment with 
_ exchange transfusion were compared with ‘those in icterus gravis 
of children not-so treated. Although we have ‘no data on the became jaundiced. on the second day and died on the sixth 
results of treatment with simple transfusion of Rh-negative day, deeply jaundiced and exhibiting kernicterus. 
blood, the difference (63.5 to 22.5%) seems to indicate that the At this time the mother was found to be Rh-negative and 
prognosis of the newborn suffering from icterus gravis“ has er husband was thought to be homozygous positive. The 
improved considerably by the _ application of exchange infant was found to be R.r (CDE/cde). The mother’s serum 


transfusion. a contained albumin agglutinins to a serum dilution of 1:16. 
~ We-wish to express our gratitude to Dr. R. R. Race for all his kind In 1948 she became pregnant again and attended the ante- 
help and much: useful advice. i natal clinic-of this hospital. At the 17th week of pregnancy 


We are greatly-indebted to Miss M.,v._ d. Hart and Miss A. her serum. was found to contain albumin agglutinins (anti-D) 
Paulussen for their skilful’ help “in serological investigations and to a titre of 1:8. Examination of the patient’s cells showed 


statistical analysis.. othe 1 _ her to, be group A,,N,rr. At the 32nd week the titre was ` 
REFERENCES ` estimated to be 1:16, and two weeks later it had risen to 1:64. 
Daaa h E.s Ea. Lancer or -J. Path. Bact., 55, 329. Taking into account the past ‘history and the rising titre of 
Jorpes, E., et a (1939). Ibid, 2, 975. E antibodies, it was ‘decided to induce labour in the 35th week. 
Mollison, P. L. (1947). Clin. Sci., 6, 137. i , A normal female infant was subsequently denveree and has 
zand L UBA ‘ibid 1 Ca Lancet, 2, 522. 2 _ ssince‘made good and uneventful progress. 
Pinkus, L R, (1948), pee ` 33, 418. j .> Examination of the cord blood yielded the following 
Soeters, 5; : M. (1947). ati Pie 15, 39, _information: Group A,,MN,rr. Direct Coombs’s test, nega- 


van Bolhuis, J. H. (1948), ‘Placenta en Rhesusantagonisme, aes tive. ‘Serum contained albumin agglutinins (anti-D) to a titre 


van Loghem, J oe (1948 Ned. tijdschr. Geneesk., 92, 1411 - of 1:32. The serum bilirubin, was 1.75 mg. per 100 ml. A 
—- van Bolhuis, J. H., , Drukker, J., and Soeters, Y. M. (1947).. blood film showed marked anisocytosis and polychromasia 
v Rater 91, ly A A J. a Ch d., 73, 19. l ‘and a number of nucleated 
allerstein mer. 46 I 3 | a 
Wiener AS, and Wexler T B (1946) J Leb dm. Med., 31, 1016. red figure oo) LL 
«— —— and Grundfast, T. H. (oa): Bull. N.Y. Acad. Med.,, , mately 2 -per waite cells. 
' 207. ` A haemoglobin estimation per- 
——— — and Shulman, A. (1948). Amer. J, clin. Path., 13, 141. formed on capillary blood was 


18.9 g. per 100 ml. The picture 


The Minister of Health teik to dispose of all hospital land . WaS „consistent with the degree 
and premises other than those which are being used or are Ff prematurity. 
likely to ‘be needed for the hospital service. Hospital manage-,. Examination of the mother’s 
ment committees have been asked to consider what property serum four and 17 days after 
is suitable for, disposal. The Minister ‘will agree. to the reten- delivery gave titres of 1:32 and 
- tion of endowed property only where there is a clear need for. t: 64 respectively—in albumin 
it—for example, when in the hospital- boardl’s opinion it should (see’ Chart). No saline agglutinins were detected, and the 
be reserved for future development. If the! development ‘and indirect Coombs’s test gave fairly comparable results as shown. 
disposal of hospital property near q. hospital is likely to injure - No anti-M could be detected in the mother’s serum. Examina- 
the amenities of the hospital, the! Ministry's attention should be ‘tion of the father’s blood sao weg him to be group A,, Rar. 
drawn to the risk, so that it can consider including restrictive  ~ 
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¿covenants in the conveyance of the property. In some cases a ee Discussion . o 
boards may wish ‘to Make a case- for the retention- of ‘such =: The delivery of a D-negative infant.came as a surprise in 
property. x y ; ' -the face of the alleged genotype of the father, but, this 
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‘on the rising anti-D titre. 
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ANAMNESTIC REACTION WITH Rh AGGLUTININS 





having been satisfactorily explained, interest was focused 
After repetition of the tests it 
was concluded that the rise was more than could be 
accounted for by technical error. 


This would: therefore appear to be an example. of 
an anamneéstic reaction. While others have apparently 
observed the phenomenon in connexion with Rh agglu- 
tinins, only one case has been recorded so far (Davidsohn, 
~ 1948). The latter described the case of a’‘woman who had 


` an affected child by a homozygous husband and three years 


later became pregnant by a D-negative artificial insemina- 
tion donor. A normal D-negative child was subsequently 
born, but a marked rise in agglutinins was observed about 
the sixth month of pregnancy. In the bacteriological field, 
in which anamnestic reactions have previously been studied, 
attempts to reproduce the phenomenon experimentally 
have not given consistent results. .However, it has been 
pointed out (Topley and Wilson, 1936) that where an appre- 


' ciable rise did occur in response to the introduction of a 


second antigen, the latter bore some relation to the primary 
antigen. 


Our knowledge of the chemistry of the blood-group anti- 


gens has been considérably increased in respect of the ABO - 
system (Morgan, 1947), but is very much more scanty so ' 


far as: the other antigens are concerned. However, one 
might reasonably look in’ this direction for a source of 
antigenic stimulation in anamnestic reactions,. since they 
apparently occur amongst the ABO substances (Davidsohn, 
1948). 


_ In Davidsohn’s case there was no ABO incompatibility 
between the mother and infant, and the MN grouping of 
the mother was not known. 


infant. This is known to be a weak antigen in man, and 


anti-M has been detected in human serum (Paterson, Race,’ 


and Taylor; 1942). Whether M has anything in common 
with the Rh antigens is‘a matter for speculation, but’ the 
failure to detect anti-M in the mother’s serum would seem 
to rule out any possibility of M being responsible for the 
rise in anti-D titre in this case. 


The problem remains, therefore, in, both its clinical 
and its more academic aspects. From a practical point of 


view a rising anti-D titre will result in one of three possi- . 
` bilities : 


(1) an affected D-positive infant, (2) an unaffected 
D-positive infant, or (3) an unaffected D-negative infant 
(anamnestic reaction). In coming to.a decision the obstet- 
rician will undoubtedly set against induction the second and 
third possibilities. There are grounds for hoping that in the 
not too distant future an explanation of why a positive 
infant may escape can be turned to practical advantage, 
and in order that the third possibility may be put into its 
proper perspective it is obviously,relevant to know how 


ms often an anamnestic reaction may occur. 


eee W. W. 


I am indebted to Dr. A. E. Mourant, of the Lister Institute, for 
his advice and help in genotyping and MN grouping; to Dr. J. 
Murray, of Queen Charlotte’s Hospital, for kindly supplying details 
of previous investigations ; to Mr. G. F. Gibberd and Dr. F. A. 
Knott for permission to publish this case; and to various members 
of the laboratory staff for their assistance. | 


t 


REFERENCES é 


Davidsohn, I. (1948). Blood, Special Issue No. 2, 139. 
Morgan, W. T. J. (1947). Experientia, 3, 257. 


Paterson, J. L. H., ee R.,R., and Taylor, G. L. (1942), 
Medical Journal, 2 37. 
G. S: (1936); 


C. and Wilson, 
Bacteriology and Immunity. London. 


British 


Principles of 


~‘ - 
` 


In the present case the only ` 
foreign antigen is the M derived from the MN cells of the' 
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CARCINOMA OF THE BREAST IN 
CASTRATED WOMEN 


BY 
:M. DARGENT, M.D. 


Surgeon, Centre Anticancéreux, Lyons 


Although it well-known that carcinoma of the breast may 


uw 


occur after the’ natural menopause, and although it is also . 


established that women of 60 and 70 may suffer from acute 
carcinomatous mastitis, carcinoma of the breast occurring 
after castration, performed either by irradiation or by sur- 
gery, is a less familiar condition. Ata time when castration 
is being suggested by many workers as a sound adjuvant in 
the treatment of cancer it is useful to recall the following 
facts. 
Anatomical. and Clinical Data 


1. Frequency.—In 2,000 cases of carcinoma of the breast 
I have found 32 (1.6%) occurring in castrated women 
(statistics from the Centre Anticancéreux, Lyons). This 
figure is higher than that of carcinoma occurring during 
pregnancy (21, or 1.05%) or in men (16, or 0.8%). 


Summary of Results 





Castration 
Case 
No. 
Reason’ Means | Age] noma 
1 Fibroids X rays 
2 ss Surgery 
3 5 X rays 
4 + Miscellaneous | Surgery 
5 | Fibroids iz 
6 Miscellaneous i 
7 Fibroids X rays 
8 5 Surgery 
9 » io Alive aged 85. No recur- 
rence 
10 | Miscellaneous i Alive aged 67. No recur- 
rence 
11 j ` 
12 | C rcinoma of PE 
tervix 
13 | Double pyo- j 
salpinx N 
14 | Fibroids “ss ' 
15 ‘i - Alive aged 80. No recur- 
rence 
16 n Alive aged 65. No recur-, 
i rence 
17 jjo i Radium 
18 Ovarian Surgery Alive aged 62. Recurrence 
tumour, 
19 | Fibroids is i 
20 | Metropathia | X rays : 
21 Fibroids urgery Alive aged 55. Recurrence 
22 » „3 o! 
23 P 5 
24 | Miscellaneous : a 
25 | Metropathia ; Radium Not followed up 
26 Miscellaneous'| Surgery 
27 | Fibroids ` si 
28 Prolapse 7 
29 | Fibroids is Alive aged 85. No recur- 
i rence ‘ 
30 | Miscellaneous A 
31 m ; 
32 | Carinoma of 


Radium 
cervix f 


2. Age of Onset—The Table shows the age at castration 


and the age at onset of carcinoma, the limits of which are , 


35 to 85 years. There are seven cases between 50 and 55 
years and nine between 60 and 65. These are the same as 
the highest figures for carcinoma of the breast in non- 
castrated subjects, but with a particular predilection for 
the 55 to 65 age group. \ 

3. Interval Between Castration and>the Onset of Carci- 
noma.—This ranged from two months to 24 years. In nine 
cases only was it less than five years, and it must be admitted 
that the cancer might have already been established at the 
time of castration. In 23 cases the ne val was over five 
years. 
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4. Means. of - Castration—These are shown’ in the 


Table. In- seven cases castration was performed, by 
irradiation (three by radium and four by x rays) and was 


followed by amenorrhoea when done before thè menopause... 


5. Indications for Castration-—In 19 cases castration was 


performed for fibroids or metropathia. haemorrhagica. In ' 


16 of these cases the procedure was carried out before the 
age of 48. ‘ There was one.case of bilateral pyosalpinx 


(age 42); one case of prolapse (age 60-—vaginal hyster-- 


ectomy performed), two cases of carcinoma of the cervix, 
and one caseof recurrent tumour of the ovary that ,was 


operated upon when the patient was aged 32 and 43. (This. 


appeared as a solid tumour, the exact: nature of which it 
was impossible to determine.) "Eight cases were castrated 
for miscellaneous reasons. ,. > ; 


6. Influence of Age at Castradion on the Interval before 
the Appearance of Carcinoma:—It is impossible to corre- 
late the age at castration with the interval beforé the onset 
of carcinoma. One can only observe that when castration’ 
is performed after the age of 50 the interval is often short 
(four cases out of eight). In 16 cases in which castration 
-was performed during the menopause, between 40 and 50 
years of age, the interval was usually long. In only two 
cases was it less than five years, and these two patients 
survived longer than five years. 


7: Types of Carcinoma.—When first examined the patients . 


presented carcinomas that could be -classified -as follows : 
grade 1, 9 cases ; grade 2, 1'1icases ; grades 3 and 4, 9 cases ; 
not precisely classified, 3 cases. Among. the nine advanced 
_ types five had developed in less than six months. Only one 
had -developed over a period of 10 years, after the age of 
45°; this patient had undergone castration by x rays at 38. 
No comment need: be made concerning ‘the morphological 
type or histological picture of these carcinomas. Only one 
was of the endocrine type. 


°8. Mode of Development of Care nomas: — These carci- 


nomas appeared to be particularly malignant. Of 32 patients 
"one was not. followed up, one survived for two years, 
two survived three years and now show, evidence of recur- 
rence, and four survived up to 10 years. Of the 24 patients 
who died of carcinoma, five survived ‘five years after treat- 


ment. These were five women castrated at an early age (28 ` 


to 46). One (Case 1) had been operated upon two years 
after the appearance of the tumour.. The condition recurred 


in the sixth to the ninth year after treatment, in the form | 


of metastases in the lungs or widespread metastases in the 
vertebrae. On the other hand, seven patients out of 24 
died in less than a-year. Among these there were two with 
grade 1 carcinomas ; both were castrated at the age of 32 
and developed carcinoma at 35 and 53. The other five 
patients had grade 4.carcinoma which developed i in less than 
six months and permitted only palliative treatment. — 


9. Remarks on Case Histories——The effect of treatment ~ 


must be taken into account in deciding the length of time 
during which the carcinomas developed, .Apart from one 
case which was treated by a combination of’ surgery and 
irradiation, ‘all the. others (i.e., 23) that were suitable for 
radical treatment underwent, Halsted’s operation (with the 
exception of one patient with grade 1 carcinoma ‘treated by 


local mastectomy). Four patients survived up to 10 years. 


without recurrences among: these 23 cases, giving one oF 
the worst statistical results in surgery. 


Some. cases ‘seem to merit ‘special mention: (a) in two 


definite cases (carcinoma of the cervix) and in one probable: 
+ case (récurrent tumour of the ovary) castration was indi- 


cated for malignant tumour of the genital tract; (b) in 
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[to be especially unfavourable: 
“undergone a biopsy and had been treated with small doses 


growth. 
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or for hyperplasia of the uterus ; (c) nine post-menopausal 
cases were retained in the series because many pathologists 
consider that even in these circumstances castration still has 
a favourable action. No conclusion can be drawn from my 
own observations. 

-In some cases there are circumstances that I consider 
one casé had previously 


of testosterone ; after castration two cases developed goitres, 
one‘of which was toxic (these were removed) ; and in one 
case the woman’s mental condition (neurasthenia) might 
have been responsible for the rapid development of the 


- Comment’ 
The study of these 32 cases demonstrates the relative 


. rarity of carcinoma of the breast in castrated women. ~The 


figure arrived at (1.6%) agrees with the figure of 1.5% 

Herrell (1937) has established. He included benign growths 
in his series, and showed that in a significant number of 
patients dying of non-cancerous conditions the frequency 
of antecedent castration was 15.4%. However, although 
rare in castrated women, cancer does occur. Interpretation 
of a limited number ‘of results is always hazardous, and 
these observations are mainly set down for the purpose of 
recording the facts. It is, however, obvious that in this 
series the age of onset of carcinoma is relatively late, and 
that the number of, patients above the age of 60 is signifi- 
cantly high. It is particularly interesting to note that when 
castration was performed between the age of 40 and 50— 
at the age when _, the amount of circulating folliculin is 
considered significant—carcinoma of the breast appeared 


-in general late (in one case the interval reached 23 years), 


and in all cases the development of the carcinoma was 
rather slow, even in cases of early onset. 

The large number of cases of highly malignant carcinoma, 
in young as well as old women, is surprising. It is on this 
point possible to invoke not only the earlier experimental 
work of Cori and Murray, referred to by all surgeons and 
radiotherapists supporting the principle of castration, but 
also the more precise results obtained by other workers. 
The liberation of the growth hormone of the pituitary after 
castration has been demonstrated by Sauerbruch and Knake 
(1937). The favourable action of the gonadotrophic hor- 
mone on the growth of tumours of an ovary, the follicular 
secretion of which has been neutralized by splenic implan- 
tation; has been demonstrated by Penchar and Biskind 
(1947). One should perhaps attribute to an action of this 
sort the rapid growth and early onset of mammary tumours 


’. aftér castration and the-unfavourable influence of treatment 
“of a goitre in two cases. 


At the same time it is well known that the menopause, 
natural or artificial, does not always suppress the appear- 
ance of folliculin in the circulating blood, and endocrino- 
logists have occasionally been able to discover the presence® 
of significant levels. The discovery of hyperplasia or 
adenomas of the suprarenal by Wooley and Little (1945) 
in mice after castration at birth, and by Gardner (1942) 
in older animals, shows that probably it is this għand that 
ensures the secretion of folliculin after the « castration, and 
in the experience of these authors the frequency of spon- - 


taneous carcinoma of the breast i is not altered. 


The, age at which castration is performed is certainly 
highly important, and the appearance of extragenital folli- . 
culin capable of producing carcinoma of the mammary 
gland is probably not so rapid in castrated women in the 


. stage of hyperfolliculinaemia.’ I present this simple theory 
19 cases out of 32 castration was performed for a fibroid. ' 


to explain the relative benignancy of carcinoma of the 


Gi - i 


4 
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breast occurring after castration at the menopause. This 
hypothesis stands to be confirmed or disproved by frequent 
estimations of the amount of folliculin circulating during 
the years following castration.” Since comment on these 
anatomical and clinical findings can be made only with the 
help of experimental data, it is important to measure here 
the extent of our ignorance in this field. It must be admitted 
that three’factors age undoubtedly present at the time of the 
appearance and development of mammary carcinoma—the 
milk factor (Bittner’s mammary tumour inciter), the genetic 
factor, and the hormonal factor. Of these the clinician 
knows only one. Wooley: and Little, for example, have 
convincingly demonstrated that only certain strains of mice 
develop suprarenal hyperplasia after castration, and van 
Gulik, Korteweg, and Muilbock, of Amsterdam, have 
shown, following the work of Lacassagne (1939), that sensi- 


tivity to oestrone, varies according to the strain studied. > 


Conclusions ` 


Until clinicians possess as many data concerning their 
patients as experimental workers have concerning their 
mice, castration by surgery or irradiation will never become 
a therapeutic procedure the efficacy of which can be 
guaranteed. On the contrary, there are perhaps cases 
-where sterilization will have harmful effects. From the 
practical point of view these and other observations on 
castration performed for carcinoma of the breast, either 
already treated or first seen in an advanced stage, leads to 
the following conclusions. f | 

(a) When carcinoma of the breast begins after castration, or 
even in spite of, castration, the prognosisyshould be regarded 
as bad‘unless castration was performed near the time of the 
menopause. Castration has therefore, above all, a value in 
prognosis. f 

(b) Routine castration after treatment of the carcinoma is not 


a guarantee against later manifestations of the malignant condi- . 


tion. The problem is evidently not the same as in the cases 
discussed here, since the mammary tumour has been removed 
or irradiated. The’point is to assure prophylaxis against local 
recurrence or metastases to bones or viscera. The sensitivity 
of these different sites to the action of hormones is'very variable, 
and there is no proof that all of them are’ likely to be inffu- 
enced. We know, for example, that a recent case of surgical 
castration, done shortly after combined surgical and x-ray treat- 
ment for carcinoma of’the breast in a woman of 34, was 
followed after three months by the appearance of extensive 
. mediastinal and pulmonary metastases. Recently Rudler 


-- reported similar cases at the Académie de Chirurgie. The: 


fact that castration, advocated more than fifty years ago by 
Shinzinger and Beatson, has. never been generally accepted as 
a favourable measure is proof of its relative ineffectiveness. 
At present the results reported by Horsley (1947) are often 
quoted ; he combined surgical castration with treatment of the 
primary_lesion’ and obtained excellent results over a period of 
five years. I think that the restricted number of these cases and 
‘the follow-up period of five years render these results open to 
criticism, and observation of our own cases castrated at the 


menopause shows that the value of this procedure can be judged > 


only after an interval of at least ten years. 
.(c) Castration by surgery or irradiation in advanced carcinoma 
of the breast has given us two good temporary results (of 3 to 


13 months) in ten cases in which the castration, was performed. 


surgically ; of 28 cases in which castration was performed by 
irradiation 14.39% showed some degree of remission. , Cases of 
highly malignant carcinoma appearing in recently castrated 
young women make us consider the possibility of failure of 
castration in similar circumstances, , 

However, the immediate favourable effects, even on the day 
of operation, on the pain of vertebral metastases or on the 
lymphatic infiltration in the mammary region, lead one to 


. envisage a special neuro-hormonal or vasomotor effect of castra- 


tion rather than a long-lasting endocrine effect. ’ d 


` 
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‘parents. are alive and well. 
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Surgical castration has, especially for me, an academics 
interest, since on four occasions out of ten I have found meta- 
stases from the mammary tumour in the ovary. In these four 
instances manifestations of malignancy were severe, and it is 
possible that the occurrence of metastases in the ovary brought 
about an exacerbation of the condition. This is a valuable 
pathological argument in favour of systematic castration after 
treatment of carcinoma of the breast, but'the endocrine problem 
will not be settled on this single fact. Thus, although there still 


exist some reasons for castration in carcinoma of the breast, the ., 
` prognosis of this condition after castration should remain very 


guarded. l arot 
Summary > è 
Thirty-two cases of carcinoma of the breast have been 
observed after castration by surgery or irradiation. They 
represent 1.6% of a series of 2,000 cases. - Only four of these 


‘patients have survived for ten years without recurrence. Many 
‘tumours grew rapidly despite castration. The longest interval 


before the appearance of carcinoma was in women castrated 
between the ages of 40 and 50. Some comments are made and 


. oJ « 
‘conclusions reached on the value of castration in cancer of the _ 


breast. 
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CONGENITAL, HEMIATROPHY 
ASSOCIATED WITH OTHER CONGENITAL 
| DEFECTS 


= BY 
W. L. CALNAN, M.B. 


Minimal body asymmetry is very common in human 
development. Halperin (1931), in discussing normal asym- 
metry, states that the left side of the body is*slightly larger 
than the right, particularly the. cerebral hemisphere, skull, 
face, leg, and breast. When the inequality is such that it 
is noticed at or soon after birth it constitutes one of the 
rarest congenital abnormalities. The case reported here 
was associated with partial dental aplasis, cutaneous 
pigmentation, and talipes equinus. 
Case Report . a 

A girl aged 3 years 2 months was admitted to hospital in 
status epilepticus. , Subsequent investigation showed that this 
was due to whooping-cough with bronchopneumonia. The 
status ‘epilepticus was followed by a left-sided hemiplegia, 
which cleared. up completely after five days. The cerebro- 
spinal fluid was, normal. The Wassermann reaction was 
negative in mother and child. 

The patient, was a full-term second baby, and -pregnancy and 
labour, had been normal. 
The child was bottle-fed. The father developed shingles about 
one week after the estimated date of, conception. Both 
There is no familial disease 
or abnormality. At birth the child exhibited a vesicular erup- 
tion on the left leg and on the dorsum of both hands. This 
condition’ lasted about four months and healed with scarring, 
particularly on the left leg. The aetiology: of this eruption is 
uncertain and may have been a bullous impetigo. Brown 


- pigmentation of the skin was also present at birth, and it has 
.not altered in character or distribution. 


When the child was 3 months old the mother noticed that 
the left leg was shorter than the right. At 1 year the child 
walked with a painless limp, and the left leg was considered to 


The. birth weight was 8 Ib. (3.6 kg.). . 


k 
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be weaker than the right. At 18 months she was seen by'an 
orthopaedic surgeon, who found 3-in. (0.95-cm.) shortening of 
the left leg. Recently the-mother has had difficulty in obtaining 
a pair of shoes to fit both feet, eos i 


l} 


; LN - a Examination 
The child is thin and 


has a small face with a receding chin: 


height, 38 in. (96.5 cm.); weight, 263 1b., (12 kg.): ' Sheis right- . 


handed. Although moderate in degree, the -smallness of the 


left leg is, immediately noticed. No scoliosis is seen clinically. ~, 


Head—The left side seems flatter than the right, with narrow- 
ing of the left palpebral fissure. . The ears and pupils are equal. 
Skin.—There is an increased amount of hair present on the 
left arm and leg. Scalp hair is equally distributed.. Atrophic 
hairless scars are present on the left arm and leg, corresponding. 


> 7" Discussion 
' In~1927 Kraus arid. Perkins reviewed the’ literature on 
hemiatrophy and collected 18 cases, of which only five were 
not associated with motor disorders such as hemiplegia and 
athetosis. “They classified hemiatrophy into congenital, 
familial, and acquired types. The hemiatrophy may be - 
partial or completé. The sex distributign is equal.. Hemi- 
atrophy more commonly affects the left side of the body, 
as opposed to hemihypertrophy, which is. commoner on 
the right side. Later, Landauer (1939) was able to collect 
22 cases of partial or complete hemiatrophy,. mostly’ in 
America. ; 
Mental defect and cutaneous abnormalities are common 


` i 7 


to the site of the vesicular eruption in infancy. Melanotic. in cases of hemihypertrophy, but are rarely associated with 


linear pigmented areas are present over the anterior part of the. 


of the thigh. This pigmentation is also present over the lateral 
wall of the thorax. on’ the right side. It does not show a somatic 
‘segmental distribution. There are no cutaneous naevi, no evi- 
dence of sclerodermia, and no difference in sweating on the two 
sides. / x Eoo x 
Teeth—Some deciduous and~permanent teeth are absent. 
The distribution ‘of the teeth is shown in Table I: of the 
deciduous teeth, the lateral incisor and first molar are absent 
from the right upper and lower jaws, and the upper lateral 
incisor is absent from the left side. No deciduous teeth are pre- 
sent in the left lower jaw. Of the permanent teeth, the lateral 
incisor, both pre-molars, and the second and third molars are 
absent from the right side in both: upper and lower jaws, and in 


trunk on the left side, extending for 2 in. (5 cm.) down the front - 


hemiatrophy. E 
Only one of the cases of hemiatrophy reported by Kraus 
and Perkins showed .cutaneous. abnormality. The case 


` reported by Masten (1936) showed cutaneous pigmentation 


and defects of the nails of the fingers and toes on the 


` atrophied side. I have been unable to find a previous report 


of dental aplasia associated with unilateral atrophy. There 
is no familial history of dental or cutaneous abnormalities 
in the présent case. The distribution of the teéth that are 
present shows some degree of symmetry. 

' The occurrence ‘of transient hemiplegia affecting the left 
side following convulsions suggests an abnormality in the 
tight cerebral . hemisphere. Unfortunately it was not 


addition the canine is absent from the lower jaw. In ‘the left:, Possible'to carry out encephalography in this case. Ross 


- upper jaw only the medial incisor and first molar are present. In 
the left lower jaw the only permanent unerupted tooth present 
resembles a canine in its radiological appearance, but’it is well 
developed and calcified and shows some features: of a lateral 
incisor, ie: ve ee : 

' TABLE I ` a 


© 63 ij]1i 6 
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Permanent teeth 
i (calcified unerupted) 


~ 


ec a cde 


eca- 
* Deciduous teeth 
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Limbs.—The measurements are shown in Table II. The 


(1941) found cerebral atrophy in cases of infantile hemi- 
plegia. Penfield and Robertson (1943) examined cases of 
growth arrest and atrophy; and at operation found, lesions 
(e.g., scarring) in the post-central gyrus of the contra- 


` lateral cortex. The majority of their cases followed birth 


injury. , i ; i 
‘The aetiology of congenital hemiatrophy is still obscure. 
In the above case the history of shingles in the father shortly 


. after the estimated date of conception’ of the child may be 


significant. Itis possible that the male germ-plasm was 
affected by the virus, and this may have caused a defect 
in the resulting embryo. The asymmetry is probably 


apparent smallness and shortening of the limbs on’ the left App arent very early in foetal life. Phisalix (18 88) found a 
side are more striking than would be eXpected from the differ- !0-mm. human embryo which was asymmetrical. A case 


ences in ‘measurements. All movements of the left Jeg ‘are 
weaker than those of the right. A talipes equinus is present on 
the left side. 


normal. The skull is normal radiologically. The boné, age 
agrees with the chronological age, and no difference has been 


detected between the two sides. 


TABLE II.—Measurements of Limbs . 
\ z 
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ae `Left 
Arms: , ae 
~ Length of whole arm‘... ~.. 28: i 
Circumference of upper arm se 16-5 cm. 
Circumfereftce of forearm .. = %. 15-4 cm. - 
Length of third finger, `.. 1, {2 |’ 5-8 cm. 
as i per A 5 
ngth of whole‘leg .. Saks. whi eae 46-0‘cm. 
Length of thigh ‘ ot Pace Salers E 25:2 cm. 
Length of lower leg .. P S T g 20-8 cm. 
Circumference of thigh è \29-0 cm. 
Circumference of calf : i 18-7 cm. ` 
Length of foot es TIO A 14:5 cm! 
Half circumference of trunk at level of ; , 
umbilicus ,. a she? zi 26:5 cm 28-0 cm. 


\ 1 
` r % a i 
i a a E a A) 
— 
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Tilting of the pelvis when standing is seen clinic- - ness. 
ally and radiologically: The difference ini size of the long 
bones has been confirmed radiologically. «Bone architecture is < 


, cases, and also in the extent: to which this asymmetry 


of congenital hemihypertrophy reported by Wakefield and 
Hines -(1933). was associated with complete bilateral deaf- 
No further details are given. | ; 
‘Hemiatrophy is sometimes seen in chondrodysplasia 
(Ollier’s disease), which is’essentially a condition affecting 
one side of the body. Certain features of the case‘ of. 
hemiatrophy reported by Zondek (1945) were suggestive 
of Ollier’s disease. There was no such evidence in my 
case. l i 
Very few cases of congenital hemiatrophy without motor 
disorders are reported, but the condition is probably more 
common than a review of the literature suggests. There is 
a considerable variation in the degree of' asymmetry in the 


develops with growth of the patient. Both sides *of the 
body may: grow at the same rate or the difference may 
increase. — “eS l i 

Wher the case is seen at an early age it is sometimes 
difficult to decide which is the abnormal side and whether ` 
the case is one of hemiatrophy or hemihypertrophy. 


z ,The association of. dental aplasia predominantly on the 
., left and the left-sided talipes -equinus, muscle weakness, 


The child’s mental ; development is normal, and no abnor-. cutaneous pigmentation, and transient hemiplegia indicate 


mality was: found in the central nérvous system. 


pi 


that the left is the abnormal side in the present case. 
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Summary 


A case of congenital hemiatrophy, associated with partial 
dental aplasia, cutaneous pigmentation, and talipes, is reported. 
A possible aetiological factor is mennoneg: 


I am indebted to Dr. M. E Edmunds for EN to Sable 
this case and for much helpful criticism and advice. 
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A Case of Mepacrine Dermatitis 


The following record is _of -interest because of several 
features not previously reported. ` 


CASE RirokTt A 


The patient was a private in the R.A.M.C. , aged 36, with two 
years’ service. He had previously been a plumber. In 
November, 1946, he had a generalized rash, most pronounced 
over the shoulders, loins, buttocks, internal aspects of fore- 
arms, and external aspects of legs. The axillae, palms, and 
soles were free. The rash consisted of deeply pigmented 
macules with petechiae, mainly in line with the ribs, and a 
keratotic follicular spiny element: giving rise to a “ nutmeg- 
_ grater” skin, chiefly present on the back. The nails were 
exfoliating and discoloured, and’ showed a pronounced heaping 
up—the so-called Beau line. The hair was thin on the scalp, 


and the outer. third of the eyebrows had disappeared. There ’ 


were some lichen-planus-like lesions of the mouth. No com- 


plaint. of itching was made. The nee had” been present 
for three months. 


The rash began ‘on the waist after prickly heat at Singapore 
in March, 1946. It rapidly ‘spread to the arms, legs, ears, feet, © 

and forehead. ` The eyebrows and scalp hair began to fall at the 
` same time, and the nails were also affected. The rash, originally 
red and irritating, soon developed into rough scaly spines, and 
had reached its present static state a month later. The patient 
had taken mepacrine for six months and had been in India for 
eight months before the eruption appeared. He had not noticed 
any irritation from khaki. The eruption had been diagnosed 
in Singapore as tropical lichenoid dermatitis. 

He had suffered from backache and pains in the loins for 
the past six months, but had not had any other diseases. His 
mother has had a scaly rash of uncertain origin on her legs 
for many years. He complained of malaise and poor eyesight. 
On examination the B.P. was 120/65 mm. Hg. Nothing 
abnormal was found in the heart and lungs, abdomen, 
C.N.S.,° lymphatics, and upper respiratory tract. Urine: 
no albumin, sugar, bile; no deposit. Kahn test was. 
negativ’. BSR. 8 mm. in one hour. A blood 
= count showed: Hb, 118%; red cells, 5,500,500; C.I., 1.02; 
white cells, 6,600. (polymorphs 56%, lymphocytes 37%, mono- 
cytes 2%, eosinophils 5%). Platelets numbered 720,000 per 
cmm. A radiograph revealed some calcified areas in the right 
_ base, but no evidence of active infiltration. The heart shadow 
was normal. The Hess tourniquet test was negative. Liver 
function shown by the Quick and Schlesinger tests was normal. 
A skin biopsy was done and the pathological report stated : 
“There is an increase in the stratum corneum. The ‘granular 
layer appearş more distinct than normal. There is considerable 


~ 


‘excess of free and fixed cells and many melanophores.” 


widening of the papillae, and the pars papillaris contains Bia 

e 
mepacrine patch-test was negative. .Soon after starting an oral 
test course of mepacrine the patient’s lesions were aggravated. 
In addition he described a burning irritation of the hands and 
feet, which had not previously been affected. About this time 
he suddenly developed mental symptoms of a schizoid type, 
with confusion and excitement. On stopping the drug the 


_ mental condition rapidly returned to normal and the skin to 
‘its former „state. 


Mental symptoms’ have been seen in cases 
of mepacrine intolerance (Gaskill and Fitz-Hugh, 1945 ; British 
Medical Journal, 1945; Duncan Shiers, 1946). 

A variety of local applications and vitamin therapy appeared 
to have no specific effect, and this, has been the general 
experience (Sulzberger and Baer, 1945). A year later the lesions 
were still present but showed considerable improvement, and. 
the pigmentation was less intense. 


` 


COMMENT 


' There seems to be little doubt that in this case mepacrine 
was the cause of the dermatitis. The association of the 
skin condition with cerebral symptoms has not previously 
been described, and the nail dystrophy, which was such 
a pronounced feature, has not received much atten- 
tion. Pigmentation (Lutterloh and Shallenberger, 1946) 
and loss of nails (Wilson, 1946) have been mentioned as 
occurring, while it is known by fluorescence under Wood’s 
light-that mepacrine is excreted in the nails (Kierland et al., 
1946). In the present case the Beau line of the nail corre- 
sponds in date with the first acute appearance of the 
eruption three months before. Growth of the nail has been 
normal since. Especially noteworthy is the long continu- 
ance of the eruption since cessation of the Hans 18: months 
ago. 


Acknowledgment is due to Dr. J. E. M. Wigley and to 
Dr. I. Muende for help in the investigation of this case, and 
to the War Office for permission to publish. 


G. H. V. CLARKE, M.B., B.S., A.R.LC., 
Graded Dermatologist, R.A.M.C. 


REFERENCES 


British Medical Journal (1945). a 162. j 
Gaskell, H, S., ‘and Fitz-Hugh, T. (1945). Bull. U.S. Army med. 


. 86, 63. 
3 et al. (1946). J. a, r Ass., 131, 809, 
mca C. H., and Shallenberger, . (1946). Arch. Derm. 
, Chicago, 53, 349., 
Shien Pinan (1946). British Medical Journal, 1, 762. 
Sulzberger, M. B., and Baer, R. L. (1945). Year Book of Derm. and 
SyPh. p: 30, "Chicago. 


SISON; J. (1946). ja Derm. Syph., Chicago, 54, 380. 


Rheumatic Pericarditis with 
5 Hyperpyrexia 


It is stated by Miller in the British Encyclopaedia of 
Medical Practice that “rheumatic hyperpyrexia has now 
virtually disappeared. When it occurred it was almost 
always associated with acute pericarditis and was at one 
time usually fatal. It was always much commoner in 
adults than in children.” 


The following report of the case of a young soldier in 
which the temperature reached 109.2° F. (42.9° C.), with 
recovery, may therefore be of some interest. . 


CASE REPORT 


A signalman aged 19 was admitted to a military hospital on 
Dec. 11, 1947, complaining of pains and stiffness affecting the 
wrists, knees, and ankles. He had had quinsy in childhood, 
hernia at 13, and appendicitis with peritonitis in July, 1947. 
There was no history of scarlet fever, rheumatic fever, or 
growing pains. 


/ 
\ 


He had been quite well until thé evening of Dec. 9,, when he. 
suddenly felt tired, shivery, and generally “out of sorts,” and 
complained of soré throat and pains in both shoulders and 
upper arms. Next day these‘symptoms were still present, with 
frontal headache and dizziness on moving about. On Dec. ‘11: 
he' started to get pains and stiffness in the knees, ankles, wrists, 
gand elbows. He noticed, that :his left kneé was’ swollen. 
vomited twice that day. On admission to-hospital he -felt weak. 
and ill, his throat was still sore, and the 
severe. He had also constant dull pain in the precordial ‘drea. 
His appetite, normally good, had been poor since the'onset of 
symptoms and he had- become constipated. There was no 
cough or sputum ; nor were there any urinary symptoms,’ 

On examination he was flushed ‘and ill, the tongue was moist 
and coated, and the throat slightly injected. ' The mucosae were 
normal. No rash, no palpable nodes, and no cyanosis or 
clubbing were present. The temperature was 100° F. (37.8° C), 
pulse 94,.and respirations 20. The heart was not. clinically 
enlarged. The heart sounds were normal at all areas ; there were 
no murmurs. The blood pressure'was 130/75. 5 

Respiratory system : no dullness ; sounds vesicular all areas : 
no adventitious sounds. The abdomen was lax, with some 
tenderness ‘in the left upper quadrant. The. liver, spleen, and 
kidneys were not palpable. The central nervous system showed 
no disease. There was pain on passive movement of wrists, 
elbows, knees, and ankles, with redness and swelling of the left 
knee. The urine showed no abnormality: ‘On’ x-ray examina-| 
tion the heart and lungs appeared normal. White blood cells 
numbered 7,300 (N. 77%, L. 18%, M. 3%, E. 1%, B. 1%). Acute 
rheumatism’ was diagnosed and salicylate therapy started. 

Progress.—The joint symptoms responded to salicylates, and 
after the first few days in-hospital the patient was free of. joint 
pains and stiffness. The pyrexia, however, gradually increased. 
On Dec. 17 a pericardial friction rub was audible ‘over the 
greater part of the cardiac area. The' temperature was 102° F. 
(38.9° C.). On Dec. 19 the area of cardiac! dullness had 
- increased and the rub had disappeared. X-ray examination 
confirmed gross. cardiac enlargement with pericardial effusion. 
By Dec. 20 the pyrexia had become remittent in type, reaching 
104-105° F. (40-40.6° C.) each evening. White blood cells 
numbered 21,000 (N. 89%, L. 9%, M. 2%). ! 

On Dec. 23 blood culture was sterile. Agglutination tests for 


the enteric group of organisms and Brucella abortus and patient was 
Brucella melitensis were negative. Pericardial puncture yielded ment: 


Films showed 
and no 


20 ml. of evenly blood-stained serous fluid. 
lymphocytes and polymorphs in equal numbers, 
` organisms. ‘Culture was sterile. 

Despite negative findings it was deemed advisable to start 
penicillin therapy—50,000 units three-hourly. There. was no 
response to chemotherapy. The temperature continued to swing, 
‘reaching 106.4° F. (41.3° C.) on Dec. 25 and 109.2° F. on 
Dec. 26. Immediate cold sponging: and the application of ice-. 
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* L: 31%, M. 5%, E. 2%). ° 
joint pains were stil! >, 


\ 


EMORANDA . 3 


Jury 9, 1949 En aie nena 
Deon ee SSS ee 


r 


r 
— 
è ` r ti 


4 


‘ 


59 


to a hospital near his home. His general condition was excel- 
lent and he had put on a considerable amount of weight. 
Clinically the heart was not enlarged, the heart sounds were 
ncrmal, and no}murmurs were audible. A radiograph showed 


` the heart shadow to be within normal limits. The B.S.R. was 


28 mm./br. Blood examination showed: red cells, 4,300,000 ; 
Hb, 10.7 g. %; M.C.H., 22 yy; white cells, 9,400 (N. 62%, 


i 2 
I am indebted to Lieutenant-Colonel E. H. P. Lassen, R.A.M.C,, 


- for permission to publish this case, and to Major T. B. S. Dick, late 
~ R.A.M.C., for assistance and advice. ae 


4 ~ 


. , Douglass W. TAYLOR, M.B., Ch.B., 
Captain, R.A.M.C. 


-Self -castration 

‘The following case seems to be rare enough to justify 
` publication. ; 
; CASE REPORT 

A man aged 34 was brought to the casualty department by 
ambulance on July 10, 1947, at 8.50 p.m. He stated that he 
had removed both his testicles with a razor two hours 
previously : he was an epileptic, and had been told that castra- 
tión would effect a cure. He appeared to be healthy and 
robust, and in complete possession of his senses. He had a 
severe lacerated wound of the scrotum, which was not bleeding 
very severely. He was not at all shocked, and was very garru- 
lous. He seemed quite well satisfied with his action, which he 
had been contemplating for some time. -This was evidenced by 
such statements as, “ Well, I have done it now, doctor.’ 

On examination the ‘scrotum had a large lacerated wound 
on the anterior wall, which had been ‘literally ripped open. 
Both compartments of the scrotum were filled with blood clot, 
making it difficult to assess the amount of trauma to the cord 
and soft tissues. He had his testicles in a small cloth bag, 
which he stated was his “money bag,” and this was rolled up 
in the front of his vest. He produced these with an air of 

` great satisfaction. The calmness with which his actions ~were 
, performed was very remarkable. 

In order to gain sanction for the necessary operation the 
solemnly asked if he would sign the following state- 
“I state that I cut my testicles out 
to-night with a razor blade, and I consent to an operation.” 
This was done before operation to provide legal cover in the 
even of any subsequent action after the patient had realized his 
deformity, ` 

At operation the lacerated ends and the bleeding-points of 
the spermatic cord were secured and ligated and the scrotum 
was closed with a, small drainage-tube. He was treated with 
penicillin and made a good recovery from the effects of the 


bags lowered the temperature to 105° C. (40.6° F.) within fifteen operation. The wound healed within two weeks. 


minutes. 

On Jan. 2, 1948, the 
became -very dehydrated. 
urine. ~ ` 

X-ray examination showed ‘gross pericardial effusion hiding 
the lung as far up as the second rib anteriorly,-with opacity of 
the lung above, due to collapse. 
saline and by Jan. 5 the dehydration had improved and he was 
again taking fluids orally. Further needling of the pericardium 
yielded similar blood-stained fluid containing a moderate 
number of white blood cells, mainly lymphocytes. ‘Both these 
specimens gave no growth'on culture for acid-fast bacilli. From 
this date, the temperature 
(39.4-40.6° C.) to normal. . k I 

On Jan. 15 x-ray examination showed some diminution of 
the heart shadow and there was a’ definite. improvement in the: 
general condition. Blood examination showed: ‘red cells, 
2,560,000 ; Hb, 8, .2..%; M.C.H., 31 yy: white cells, ‘5,900 
(N. 51%, L. 42%, M. 7%): eta Os 


patient was unable to take fluids and 
Chlorides disappeared from the 


Convalescence continued satisfactory. over the next four ' 


months, apart from a marked degree of anaemia which responded 
Slowly to:iron therapy. On May 10 the patient was transferred ' 


4 i 


. rather proud of himself—he was transferred to the county . 


gradually’ fell from 103~105° F., 


In view of’ the comment excited by the case, and as he was 
obviously an undesirable patient to keep in the general ward 
of a hospital—he. made no secret of his act, and was indeed 


mental home next day. He was subsequently shown at.a 


clinical meeting, when his attitude had not changed. Up toe: 


He: was given ,intravenous ı the time when last seen (July, 1948) he had had two fits, but 


4 


„was under suitable mental treatment. _ 
R. D: N. BISSET, F.R.CS., D.A. 
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According to the Manchester Guardian a report presented to 
the Leeds Executive Council showed that during the first nine 
months of the National Health Service 
medical services cost £372,094, prescriptions £224,097, general 
dental services £280,751, ophthalmic. services £173,397, and 


- administration £15,670. The total expenditure of more than 


one million pounds was equal to £2 a head of the population. 
The 484,000 people on doctors’ lists shared more than two 
million prescriptions, obtained 35,500 pairs of glasses, had 
75,000 sight tests, and paid 48,663 visits to the dentists. 
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EAR, NOSE, AND THROAT 


Diseases of the Ear, Nose, and Throat. By D. G. Carruthers, 
] Ch.M., F.R.A.C.S. Second edition. (Pp. 344; 140 
illustrations. 25s.) Bristol: John Wright and Sons. 1948. 


L’ Exploration Clinique en Oto-Rhino-Laryngologie. By Georges 

Portmann. (Pp.'934; 541 illustrations. 2,500 francs.) Paris: 

Masson et Cie. 1948. 
Mr. D.«G. Carruthers’s small book, hailing from Sydney, is 
written for students who want to learn the elements of the 
subject. No controversial theories are discussed, nor are major 
operations described : the subject matter is simple and practical. 
The first chapter describes the examination of the nose, throat, 
-and ear, with helpful illustrations, and gives several-“ tips ” for 


the comfort of the patient and the success of the observer. The -. 


colourcd plate depicting various appearances of the tympanic 
membrane is good, though one of them might with advantage 
have shown a marginal perforation. Hearne tests are briefly 
_ dismissed ; after advocating the spoken word as the. most 
practical test and mentioning gramophone audiometry, it seems 
a pity the author added the forced whisper and the watch 
test. The explanation and illustration of the labyrinth tests 
are good. ` i 

' There follow sections devoted to the diseases of the individual 
parts of the upper respiratory tract, beginning with the throat. 
The operations for removal of tonsils and adenoids are fully 
described and illustrated. In the discussion ọn retropharyngeal 
abscess and its treatment mention of such a rare ‘complication 
- as.erosion of the internal carotid seems out of place. Again, 
in describing syphilis of the pharynx the author states, “A 
primary lesion takes the form of a shallow and slightly 
' indurated ulcer.” In this country a primary syphilitic- lesion 
of the pharynx is extremely rare and does not take the form 
of an ulcer. Exception may also be taken to lack of emphasis 
that tuberculous ulceration of the pharynx is only seen as a 
‘complication of advanced phthisis. 

The section on the nose and sinusitis wisely recommends 
a‘ conservative line in treatment, that every effort should be 
directed to restoring the nasal lining to normal. For chronic 
sinusitis standard operations are advocated, but an external 
fronto-ethmoidal operation surely may be classed as a major 
procedure. In several instances antibiotic chemotherapy is 
advised, but is given second place to surgery. Again, it is 
unfortunate the author states that a common cause of head- 
ache of nasal origin is reflex irritation from sharp septal spurs 
and ridges, a view long abandoned in this country. 

The next part deals with the ear, and is perhaps the best in 
the book. The pages on meatitis are excellent ; obviously the 
author has had very wide experience of every. variety. His 
advice on chemotherapy in acute otitis media is exactly what 
is needed by the student. In the description of acute mastoiditis 
the indications for operation are good, but should include 
deafness and facial paralysis.. Lastly comes the section on 
the larynx. Acute and chronic laryngitis are described, but 
one complication of the'former—ulceration and perichondritis 
—is surely too rare for inclusion. The discussion on paralysis 
of the cords is the weakest part of the work. There is no 
descriptién of the muscles that move the cords, and one 
sentence must leave the student in doubt whether only the 
left recurrent nerve passes round the aorta. Further, a page 
of pictures of the larynx to show the various positions of the 
cords in different kinds of paralysis is upside down. There 
follows a good description of the operation of tracheotomy. 


Other chapters discuss foreign bodies in the air and food pas- 


sages, diseases of the oesophagus (with good x-ray pictures), 
" internal-ear deafness, and the use of hearing-aids. 


In L’Exploration Clinique en Oto-Rhino-Laryngologie Docteur 
Georges Portmanm asserts that the clinical approach to the 
patient is vital, and unless the doctor has this clinical knowledge 
` all his scientific learning is useless. He emphasizes throughout 
the importance, of symptoms and signs, and this monumental 
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work fully justifies his claim to carry out his task ; the student 
who had never seen a patient could, if he read and followed the 


instructions exactly, examine the ear, nose, and throat ade- | 


quately. The method of taking the history is fully explained. 
Normal appearances and methods of examination are clearly 
described, and in some cases every step is illustrated not only 


_by diagrams but with excellent photographs; as an example,,, 


the passage of the Eustachian catheter is given eight pictures. 

There are six sections : ear; nose; mouth and pharynx ; 
larynx, trachea, and bronchi; oesophagus; laboratory 
examinations. 


X, 


N 


The description of the examination of the ear is detailed, . 


profusely illustrated, and includés the anatomy and physiology. 
To explain the internal ear there are several reproductions of 
Functional examination of hearing'is 
fully discussed, and the analysis of the reactions of the labyrinth 
occupies many pages, every stage being shown in photographs. 
Radiography of the mastoid is.demonstrated in various posi- 
tions. The same meticulous care and detail is devoted to the 
examination of the nose and naso-pharynx. The author uses 
a special naso-pharyngoscope and a sinuso-pharyngoscope 
with which the cavity of the antrum can be studied. < ` 


The section on the mouth and pharynx includes a ‘description . 


of sialography and explains how radiographs of the pharynx and 
the teeth should be taken. Chapters on the larynx, trachea, 
and bronchi open with a‘detailed account of the anatomy ‘(as in 
all other ‘sections), after which the voice and the use of the 
stroboscope are considered. There follow a great number of 
illustrations of various methods of direct examination, includ- 


ing the suspension laryngoscopy of Killian, which is now » 


rarely used in this country. The gastroscope also has a place 
in this part of the book. 

The work ends with a full description of laboratory methods, 
which is not considered necessary in English books on the 
specialty. The compilation of this tome, the work of one man, 
must be regarded as a fine achievement. 


W. M. MOLLISON. ; 
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PSYCHOBIOLOGY / 


By: Wendell Muncie, M.D. 
(Pp. 620; 70 illustrations. £2 5s.) London: 
1948, 

Psychobiology.is a school of psychiatry initiated by Dr. Adolf 
Meyer. Under Meyer’s leadership the Henry Phipps Clinic at 
the Johns Hopkins, Hospital became a teaching centre of inter- 


l 
Psychobiology and Psychiatry. 
Second edition. 
Henry Kimpton. 


national repute. Many teachers in key positions in this country *° 


studied there under Meyer, whose doctrines have therefore 
exercised an important influence on British psychiatry. ; 
Psychobiology has three significant aspects : a philosophy, 
a mode of approach to the patient, and a framework for clinical 
description. From the philosophical point of view it is monistic, 
demanding that tħe individual should be treated as a unity and 
not in the separate categories of body and mind ; and it main- 
tains that the laws of behaviour are distinct from, and of a 


higher order than, those of physical medicine, as the laws of 


chemistry are not directly to be derived from the concepts of 
physics but have a validity of their own. The psychobiological 
approach to the individual patient iis mainly directed to an 
effort to understand his behaviour as the resultant of past 
experiences and present circumstances. Mental disorders are 
conceived as reactions ; the approach is biographical, the con- 
cepts employed are dynamic. Allowance is made for organic 
and constitutional factors ; but every attempt is made to account 
for as large a part as possible of the total picture in terms of 
what is individually rather than generally significant. So it 
is that-such concepts as that of the “ endogenous ” psychoses 
come to have little meaning, and even the specific features of 
organic states tend to become submerged under the emphasis 
given to the total reaction of the individual. 

Standing midway between the classical psychiatry which 
stems from Kraepelin and the pan-psychic theories developed 
by the psycho-analysts, psychobiology has been assailed from 
both sides’ -From.the point’ of view of the former, its prin- 
cipal weakness is that it leaves little room for the specific 


t Í 
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‘diagnosis and prognosis. 


‘of cancer of the prostate | is not mentioned at all. 
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" states derived from organic process and hereditary predisposi- - 


tion. The strength it gains in therapy is lost in the fields of 
As the individual patient always. 
remains an individual, features shown in common by groups: 
of patients receive scant attention. It has accordingly ‘proved’ 
remarkably sterile in stimulating research, and in this respect 
cannot be compared with either neo-Kraepelinian psychiatry 
or psycho-analysis. From the psychg-analytic side it is 
criticized for the insufficient emphasis. it ‘places on#the uncon- 
scious. and for its neglect of free association: as a technique 
of investigation and treatment. In’ the United States its posi- 


tion has become weaker, and it seems that it will disappear ' 


under the rising tide of ‘adherence to the Freudian school. 
Nevertheless, it has important advantages over both the opposed ` 
trends. It has corrected the tog static concepts of the older 
psychiatry, and has especially ‘fructified the study of the 
neuroses. In this field some of its concepts are indispensable, 
and it is probably. the best available discipline for ‘the student 
of psychotherapy. Compared with psycho-analysis, it has the 
great advantages of retaining-the medical viewpoint and -of 
being balanced, scientific, and undogmatic. ‘Every student of © 


psychiatry, no matter to what school he is drawn, should read 


Dr. Muncie’ s exposition, 
N ; ELIOT SLATER. 


FEMALE SEX HORMONES 


Die weiblichen Sexuafhormone\in der Pharmakotherapie. By O. 
Mühlbock, H. Knaus, and E. Tscherne. (Pp. 300; illustrated. 
24.80 Swiss francs.) Bern: Medizinischer ‘Verlag Hans Huber. - 


This book on therapy by female sex hormones is one of a 
series intended to discuss the treatment of individual diseases 
and the uses of various therapeutic substances. ‘It opens with 
a section on. the biochemistry, physiology, and pharmacology 
of oestrogens and progesterone. The chemical structure, pre- 
paration, site of formation; and metabolism of the steroids are 
dealt with in turn, and methods of chemicai and_ biological 
assay are mentioned. A brief description is then given of the 
action of the hormones on the reproductive tract and other: 
‘organs in the body. ‘This general introduction adequately 


fulfils the authors’ intention of providing a summary of reason- ` 


ably accepted knowledge for practising doctors, ; 

The second part of the work is concerned with the use of 
female sex hormones in clinical practice. It is illustrated by 
Clear -diagrams and describes the hormional treatment of 
menstrual abnormalities, pregnancy, and sterility. The methods . 
proposed do not conflict with current practice in this’ country, 
The final section treats of the use of oestrogens. in endocrine : 
disorders, in circulatory disturbances, and in . dermatology, 
urology, psychiatry, and other branches of: medicine.'. Much 
of this matter consists of summaries of uncontrolled observa-, 


‘tions reported by -clinicians who on purely empirical grounds,’ 


have found oestrogens beneficial; This section’ may provide 


ideas for treating refractory cases, but it is not based upon . 


sufficient scientific knowledge. It is remarkable that the 
strikingly successful use of oestrogen’ in the palliative treatment 


3 Ys P. L. KRomN. ` 








The third edition of Handbook a Orthopaedic Surgery, by A. R. 
Shands and R. B. Raney (pp. 574; 159 illustrations; $6.00 or- 
£1 12s. 6d. St. Louis: The C. V. Mosby Company; London: Henry 
Kimpton), has apparently been found of great value as an adjunct, 
to undergraduate orthopaedic study-in the United States, where’ many 


of the leading medical schools dispose of the subject in twenty-four a 


lectures of an hour’s duration., Accordingly, this work is divided 


into twenty-four chapters, which” provide a sound and comprehensive 


outline of orthopaedics. The book is excellently ._produced and 


' beautifully illustrated, with the exception of the radiographs, which 


are generally not reproduced photographically but represented ~by 
artists’ drawings. Although this has been done ..to eliminate 
unnecessary detail it introduces a confusing element of unreality. 


The work is naturally deficient on those aspects of orthopaedics - 


which in any case cannot be learnt from books—namely, after- 
treatment and splintage.- One of the best features is a réally excellent 
bibliography, providing a valuable .“ source book ” of orthopaedics, 
a feature wey will appeal greatly to the postgraduate moe 


4 


(Pp. 525. 


_ 28.) 


- Saunders. 


S endolagia Radiológica a la Columna Vertebral. 
‘ Badia. (Pp. 101. 


' ~ ' BOOKS RECEIVED 
[Review i$ not precluded by notice here -of books recently received] 


The Mental and Physical Effects of Pain. — By V. C. Medvei, 
M.D., M.R.C.P. (Œp. 3. 3s.) Edinburgh: E. and S. Livingstone. 
1949. , 


Some Notes on Galen’s Anatomy. ` By W. L. H. Duckworth, 
M.A.,4M.D., Sc.D. ŒR. 42. 2s, 6d.) Cambridge: W. Heffer. 
1949. > 

' r \ 
Minutes of the Dental Board of the United Kingdom, 1948. 
Vol. 27. (Pp. 101. No price.) London: Constable. 1949, 


, i a 
Haemoglobin. Edited by F. J. W. Roughton and J. C. Kendrew. 
(Pp. 317. 40s.) London : Butterworth. 1949, 


‘Modern Practice in Psychological Medicine, 1949. ' Edited 
by J. R. Rees, M.D. (Pp. 475. 50s.) ‘London: Butterworth. 1949. 
-Lehrbuch der ‘Geburtshilfe. Part UW: Pathologie. By H. 


Martius and others: (Pp. 1,196. M. Me) Stuttgart: 
1948. 


. Death Be ‘Not Protal: 
London: Hamish Hamilton. 


Georg Thieme. 


By J. Gunther. 6d.) 


(Pp. 212. 7s. 
1949, 
A Dictionary of Scientific’ Terms. By I. F. Henderson, M.A., 
and W. D. Henderson, B.Sc., FUR.S:Ed. 4th ed. by J. H. Kenneth, 


_+M.D., F.R.S-Ed. (Pp. 480. "92s,) London and Pannu: Oliver 
P and Boyd. 


1949, 


Principles of Psychiatric Nursing. By M. E. Ingram. 3rd ed. 
19s.) Philadelphia and London: W. B. Saunders Com- 
pany: ` 1949, ; 

By P. M. Bloom, M.B., Ch.B. (Pp. 46. 


Modern C ontraception. 
1949. 


London: Delisle Limited. : 
F.R.C.S., 


Essentials ` of Orthopaedi CS. By ~P. Wiles, M.S., 
1949. 


FACS. {Pp. 486. 42s.) London: J. and A. Churchill. 


By G. W. Hunter, Ph. D., and F. R. Hunter, 
37s. 6d) - London : W. B. Saunders. 1949. 


Edited by G. Keynes, M.A., M.D. F.R.C.S. 
1949, 


College Zoology. 
Ph.D. (Pp. 821. 


Blood Transfusion. 
(Pp. 574. 52s. 6d.) London: Simpkin Marshall. 


Textbook of Obstetrics and Obstetric Nursing. By M. M. 
Bookmiller and G. L. Bowen, A.B, M.D. (Pp. r 22s. 6d.) 
Langdon: W. B. Saunders. 1949. 

Pos maumarie Epilepsy. By A. Earl Walker, M.D. (Pp. 86 
15s.) Oxford: Blackwell Scientific Publications. 1949. 

Clinical Orthoptics. By M. E. Kramer. (Pp. 475. 40s.) London: 
Henry Kimpton. 1949, © : 


Fractures and Dislocations. 
(Pp. 370. 27s. pa) London: Baillière, Tindall and Cox: 


By E. O. Geckeler, M.D. 4th ed. 
1948. 


The Nursery Age” By H. M.-Cousens, S.R.N., R.S.C.N., S.C.M. 


(Pp. 180. 10s, 6d.) London : Faber and Faber. 1949. 
Plaster of Paris Technic. By E. O. Geckeler, M.D. 2nd ed. 
(Pp. 220. 16s. . 6d.) London : Baillitre, Tindall and Cox. 1948. 


Forensic Medicine. . 
D.P.H., and F. Smith Fiddes, 
30s.). ’ ‘London: J. and A. Churchill. 


O.B.E., M.D. 


(Fp. 659, 
1949, $ 


Sth ed. 


Clinical Aspects ána Treatment of Surgical Infections. By 
F. L. Meleney, M.D., F.A.C.S: Pp. 840. SAN: London; eW. B. 
1949. , 


Clinical, Roentgenology of the Pisses Tract. By M. 
Feldman, M.D. 3rd ed. (Pp. 901. 44s.) 1 augon; Baiilière, Tindal 
and Cox. 1948. P 


Mayo Clinic Diet Manual. By the Committee on Dietetics of 
the mayo Clinic. (Pp. 329. KAR London: W. B. Saunders, 1949. 


By L. R. 
No price.) Barcelona: Byp. 1949. 
/ a 


ka 


Pd f 


By Sir S. Smith, 'C.B.E, M.D., F.R.C.P.,- 


62 Jury 9, 1949 


THE ANNUAL MEETING 


`< Brivisy ` 
MEDICAL JOURNAL 


a 1 Pats 
of three were given to the scientific sections, an innova; 


- 
f 
` 
I 


BRITISH MEDICAL JOURNAL ` 


a LONDON 
SATURDAY JULY 9 1949 


~ 


‘THE ANNUAL MEETING 


Last year\ the Annual Meeting was held at a time when 


the medical profession was full of anxiety about the, 


introduction of the National Health Service. It was fit- 
ting, therefore, that the B.M.A. then met in an ancient 
university town, where it could be reminded that the 
advancement of learning was something but little affected 
by the shifting political scene. In spite of: difficulties 
_ those responsible for arranging the Cambridge meeting 
‘set a very high standard for those who were to succeed 
them as hosts year by year. The Harrogate Division, 
under the new President of the B.M.A., Dr. C. W. Curtis 
Bain, rose to the occasion with conspicuous success, and 
‘the meeting last week had much of the flavour and 
atmosphere of annual meetings held before the war. 
Harrogate turned out to~be an ideal place for a con- 
ference of this kind. Not only was the setting full of 
charm and good weather, but the buildings in which 
‘business was conducted and the visitors were lodged 
were so conveniently grouped in the centre of the town 
that it was easy to pass from one to another without 
fatigue and on foot. The fact that the meeting ran so 
. smoothly is indeed’ a tribute to the remarkably efficient 
organization behind it: Dr. and Mrs. Bain were the most 
delightful and unassuming of hosts. Upon the honorary 
local. general secretary falls much of the burden 
of organization, and in Dr. D. D.. Payne, Medical 
. Officer of Health for Harrogate, the Division had found 
the right man for the job. He was ably helped by 
‘Dr. T. A. Best, Mr. T. V. Pearce, Dr. T. G. Reah, and 
Dr. L. J. Prosser in providing for the comfort and enter- 
‘tainment of the guests not only from this country but 
_ealso from overseas. The civic authorities under the 
Mayor, Councillor Mrs. M. Fisher, J.P., worked 


obviously in the closest co-operation with the local: 


medica] profession to make the week in Harrogate 
memorable and enjoyable. f 


If Harrogate was a social success, it was no less a 
_ success intellectually. -One of the principal reasons for 
holding the meeting is to provide through the scientific 
sections an opportunity for the visitors to hear from 
authorities what they know and think about current 
medical progress. For the first time four days instead 


tion introduced by the honorary local science secretary, 
Dr. J. V. Wilson, to whom the B.M.A. is much indebted 
for the first-class and' varied intellectual fare last week. 
The Sections were very well attended, and in most of 
them there was time and scope for discussion. 


Before the main body of visitors arrived the Annual 
Representative Meeting, at which there was’a record’ 
attendance, had spent three and a half days in debate 
on the various matters now preoccupying the mind of 


' the profession. generally. In fact the agenda was so 


heavy that, in spite of the efficient conduct of the busi- 
ness by Dr. E. A. Gregg, the Chairman, there was not 
enough time left on the last morning to deal adequately 
with many important committee reports. ‘Two subjects 
stood out in the meeting, on one of which there was 
complete agreement and’ on the other of which there 
was disagreement. On arbitration the Representative 
Body enthusiastically followed the lead given to it by 
Dr. H. Guy Dain, and comment on this appears in 
another leading larticle. On the organization of the 
B.M.A. the R.B. once more found itself with a divided 
mind ; the proposals before it were the result of the most 
thorough examination by the Organization Committee 
and the Council. The debate on this, which was 
fully reported in last week’s Supplement, at least shows 


that representatives take a lively interest in the question 


how the B.M.A. should-adapt its structure to changing ` 
conditions. Apart from the question of how, for 


` example, membérs should be elected, the desire 


seems to be for a larger representation ‘on the, 
Council of the B.M.A. This is understandable and sup- 
ported by argument. It may nevertheless be asked 
whether an increase of size makes for an increase of 
efficiency. ~The whole question of organization has once 
more been referred back, and it is probable that a special 
representative meeting will have to be called. to look 
into this highly important problem. The meeting, 
preoccupied as it was with the present and the. future, 
did not forget the past, and earnestly considered how 
best it might commemorate those medical men and 
women who lost their lives in the war. It decided finally 
to adopt the Council’s suggestion that there should be 
a visible and permanent memorial in the shape of a 
fountain in the courtyard of B.M.A. House, Tavistock 
Square. | 


. 


No meeting of professional men is ‘complete without 


the ceremonial and ritual which give it cohesion, strength, 


and dignity. -In spite of the heat of the day a large 
procession wended its way to the church on Tuesday, 
where it had the privilege of hearing a ‘sermon by the 
Archbishop of York. The Adjourned Annual General _ 
meeting was once more, and this time with greater sig- — 
nificance, made colourful by the introduction one by one 
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of delegates from overseas. On this occasion the 
Gold Medal of the Association awarded to the late 
Dr. John W. Bone, who for many: years held office, 
including that of Treasurer, in the B.M.A., was presented 


to his son, Mr. Alan W. Bone. The popular lecture at. 


the conclusion of the meeting was attended by a full 
gathering of the people of Harrogate to hear Dr. Charles 
Hul’s well-known voice on the subject of “ Health and 
Happiness.” 

At each annual meeting the Association, in electing 
its President for the coming year, also chooses the man 
as President-Elect who is to be the next to preside over 
the B.M.A., the choice this year being Professor T. P. 
McMurray, the well-known orthopaedic surgeon in 
Liverpool. If Liverpool succeeds in emulating the 
example set by Harrogate then we may be sure that 
the large numbers who attended this year’s meeting will 


be present next year in a county whose rivalry with 


Yorkshire has been told so often in the history books. 





ARBITRATION 
During the second reading debate on the National Health 
Service Bill in May, 1946, Mr. Greenwood, replying for 
the Government, pointed’ out that the Minister was given 
power to prescribe by regulations the conditions of 
service and remuneration of those employed in the 
National Health Service.. He went on to say that Mr. 
Bevan’s intention was to use “the familiar machinery 
of discussion and negotiation with employees” before 
prescribing terms of service or rates of remuneration. 
Where suitable machinery existed it would be used with 
such adaptations as might be necessary. “ What my 
right hon. friend [Mr. Aneurin Bevan] has in mind where 
there is no machinery is to set up some machinery of the 
Whitley Council type, behind which there may be pro- 
vision for agreed reference to arbitration.” In view of 
what has happened since, we should draw attention to 
the words “may” and “agreed.” In May, 1948, the 
Minister agreed that after the inception of the Service it 
would be open to the profession to raise through Whitley 
machinery the question of betterment. It was because 
of this that the chairman of Council, Dr. H. Guy 
Dain, was able to persuade the medical profession to 
A document set- 
ting forth the Government’s proposals for Whitley 
machinery was sent to the B.M.A. in October, 1947.1 In 
this the following statements appeared: “It will suffice 
here to say that, while the Government hopes\that the 
normal working of Whitleyism will minimize. the neces- 
sity for arbitration, it is anxious to accord the fullest 


rights to arbitration subject to the preservation of the 


1 British Medical Journal Supplement, April 23, 1949, 237. 
2 Ibid., April 23, 1949, 237. 

3 The Times, June 20, 1949. 

4 British Medical Journal, 1949, 1, 762. 

5 Ibid., 1949, 1, 948. 
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Government’s prerogatives. A code of conduct is 
unlikely’to be arbitrable, but a simple proposal for a 
change in wage or salary rates almost certainly is.” (Our 
italics.) But when representatives of the General Medi- 
cal Services Committee went to the Ministry of Health 
in April of this year and asked whether the question of 
remuneration for general practitioners could be raised 
through Whitley machinery and, in the event of dis- 
agreement, if recourse could be had to arbitration, it 
received this reply: “It must not be assumed without 
further discussion that participation in the Whitley 
machinery necessarily involves, in the event of disagree- 
ment, the right to resort compulsorily to arbitration on 
all subjects.”? . 

The Minister is under a moral obligation to provide 
machinery for arbitration in the event of disagreement 
on the remuneration of those medical men and women 
working in the National Health Service. What better- 
ment factor should be applied to the remuneration of 
general practitioners and consultants and specialists so 


_ as to carry out the recommendations of the Spens 


Reports is now being discussed. In the event of dis- 

agreement it is imperative that the right to arbitration 

should be granted and Ministerial promises thus be met. ` 
As Sir Lionel Whitby ointed out in a recent letter to 
The Times,’ under Clause 12 of the Amending Bill, the 
Minister of Labour has the power to refer disputes to 
arbitration and is unlikely to do this if the Minister of 
Health does not want it to be done. Sir Lionel asks 
why the Government have gone back on their pledge and 
are proposing to treat professional workers less fairly 
than the rest. He points out that the implications of the 
Government’s attitude are far reaching, 

















an arbitration system. A constitutional issue was raj 
by the fact that remuneration would in due cours 
the subject of regulations. Now that so much of indi 
is nationalized and the medical profession alsa, 
Government has lost its function as a balancing m 
ism between two sides in a dispute, as it now be 
a party in disputes in nationalized industries and p 
sions. If this country is to Preserve its reputati 
Justice and fair play it is essential that in disagre: 


a matter of principle a method of referring such 
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to arbitration-in.a way that will allow the medical pro- 
' fession to do its work free from a feeling of grievance. 
‘Arbitration has already been the subject of ‘two recent: 
_ articles in this Journal,* 5 and we make: no apology for 
- returning to this theme once more. oe 
` The Joint Committee“ representing consultants and 
'* specialists decided’on Tuesday afternoon to advise con- 
oa sultants and specialists not to sign permanent contracts. 
. -In'a letter sent to the Secretary of the Ministry of Health 
` (and published in the Supplement) Sir Lionel Whitby, as 
chairman of thé Joint Committee, asks that there should 
be established for consultants and specialists a perma- 
nent negotiating machinery, and that disputes (including 
those on rerhuneration) should be referable to‘arbitration, 
_ _ both parties to be bound by the decision of the arbitrator. 
As Dr. Dain said at Harrogate’: “We must have the 
` right to-go to arbitration even though it is the Govern- 
„ Ment whick is the employer. ` It is essential to us if we 
"are to,continue in the.Sérvice that freedom to go to arbi- 
tration should never be in question.” 4 ) l 
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N = PAST AND PRESENT , 
Dr. H. Guy Dain this year did not seek re-election’ as 
_~ chairman of Council, and thus brings to an end a memior- 
able period of office. Dr. Dain Was elected chairman in’ 
1943 ahd during thé past’six years ‘has been in the fore- 
front of the controversy that has raged. over the National 
Health Service. -At no time in-the history of the B.M.A.. 
has-a chairman of Council had to bear such a heavy 
load of responsibility. At ño time have the decisions 
‘and actions of the chairman been of such consequence 
to the medical: profession. -Amid conflicting counsels 
and changes of mood in the profession, Dr. Dain has 
with courage and tenacity’ kept clearly:.in frorit of him 
—and in front of the, doctors of this country—the prin- - 
ipal policies of the British Medical Association. With 
is he has combined a remarkable grasp’ of detail and ' 
capacity to expound before medical meetings both 
e particular and the general in forthright and orderly’ 
glish. This he has done with.an energy and endur- . 
e that might be expected of a man one or two decades 
nger than himself. It is indeed. difficult to recall that, 
vas in 1917 a member of the Insurance: Acts Com- 
e, of which he became chairman ; his services for 
iedical profession under the NHLI. Acts were recog- 
in 1936 when he received the Gold Medal of the 
A. It is good to know that. he has agreed to con- 
‘aking’ an active part in, Association affairs by 
z on its Council'and on many committees. 
an be no easy task to follow Dr. Dain, but, like 
ane “chairman of Council, Dr. E. A. Gregg, 
sn chairman of the Insurance Acts Committee 
he Representative Body. He therefore brings to 


and distinguished office a long and well-tried 
ce in medical politics and a capacity, too, to give, 


gly of-his time and energy to the affairs of the 
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years aftér his death. 


, Professor K. J. Franklin ‘pays tribute to Lady 


' right-decisions, to provide him 


- husband’s memory would be 
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Association. There-are in the coming year also changes 
in the membership of the.Council, and fourteen doctors 
‘will for the first time také partin its deliberations. There - 


jis provision in the Association’s constitution for the: 


past President to be a member of Council, and in this - 
capacity the Association will. continue during the next 
year to have the advantage of Sir Lionel Whitby’s 


‘interest in and grasp of the business of a body which can 
through its membership speak for the profession as a : 


whole. ` : 
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"+ “WILLIAM OSLER >: ` i 
We celebrate this week the centenary of the birth of a : 
great physician—‘a physician of two continents ”—for ` 


Willidm Osler’s name is honoured as much in Canada ~ 


and the United States of America as in Great Britain. 
In paying tribute to Osler’s memory we have been helped 


their friend bring him vividly before the reader thirty 
Sir Charles Sherrington, who as Professor of Physio- ‘ 


logy at Oxford.worked closely with the Regius Professor 
of Medicine; tells of Osler’s influence there as a scholar, 


‘humanist, and physician. In modern-times Oxford has 


received many professors from other universities, but . 
there can have been no worthier adopted son or one who ~ 
so speedily became imbued with its spirit and. tradition. 
Professor Charles Singer speaks of Osler’s love of old 
books and manuscripts : “He was. a true book-lover, 
to whom the very sight and touch of an ancient document 
brought a deep and subtle pleasure.” Professor Singer 


essential melancholy, as ‘of one who had passed through 
some unknown tragedy to-a life of human service. This 
trait was accentuated. in Osler’s last years by the loss of 
his only son. 


'Osler’s cousin, Dr. W. W. Francis, who worked under _ 
him~at Johns Hopkins University and completed. the © 


‘Bibliotheca Osleriana in.a spirit of scholarly devotion, 


contributes an interesting account. of the. Osler family, 
rich ‘in new biographical detail., Lord Horder, who 
attended Osler in his last illness, emphasizes his en- 
couragement of, and interest in, a’ younger colleague. ^ 
Osler. As -`^ 
he says, “It is impossible to overrate. what she did to. 
stimulate ‘the’ great physician,- to help him to ‘make | 
With necéssary recreation . 
at home, to entertain their numerous friends whileleaving - 
him free for his work, and in countless other ways to be 
his ideal partner for twenty-seven eventful years.” Lady 
Osler was-a-great and good woman, and no tribute to her 
complete without'reference — 
to the important part she fulfilled as wife and helpmate. ` 
Lastly, Sir Arthur MacNalty contributes a biographical 
study of Osler based on personal knowledge of the great 
physician during his years at Oxford. _ 2 8 
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also discerned in him, despite his gaiety, a profound and + 


by six men who knew him well and whose memories of ` 
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'-The life of Osler falls into three distinct periods: the - + EARLY WEANING 

Canadian period, during which he<did hisscientific Ts breast- feeding ‘on the decline ? General impressions are 
researches as zoologist; physiologist, and pathologist and: that it is ; on the other hand, history records that from the 
58, taught the new learning in medicine at McGill Univer- time that infant feeding. became the subject of special study 
"* sity; the, American period, in which at Philadelphia he in ‘this’ country there have always been many mothers 
~ enhanced his reputation as teacher and physician and > unable or unwilling to suckle their.-babies. Fashion, 
afterwárds as Professor of Medicine at: Johns Hopkins fancy, poverty, ignorance, and social treftds have all in their 


Oe : ae day had the blame attributed to them. So has the mother- 
, University built up a famous medical school from the ` in-law, despite the fact that breast-feeding has no more 


beginning ; and the Oxford period, in which he not only - effective propagandist than the mother-in-law who has her- 
served the Oxford Medical School but advanced British self nourished all ber family on the breast. The influence 
aedicnic ane became one of its recognized leaders. Here of these various factors changes with the times, and without 
too he found opportunity for gratifying his love of more reliable evidence it would be unwise unreservedly to 
letters and for welding closer links between Britons and accept that the mothers of to-day are less inclined to breast- 
Americans, links which have been of paramount impor- feed than those of previous generations. If there is reason 


> -to doubt an absolute decline in the incidence of breast- 
tance in two world wars. In the 1914-18 war Osler him- feeding there is more justification for believing that a ten- 


self rendered conspicuous service as a, — and dency exists for breast-feedihg to be terminated earlier than 
adviser to the War Office. B hitherto. “Spefce! drew attention to this before the last 

“Osler was an outstanding figure 1 in medicine i in his day war, and evidence in support of his views ‘was later put 
and generation: He was the author of an original and ‘forward by Robinson? and Hughes. ‘In last week's Journal 
widely read textbook of medicine, based on personal (P. 14) Dr. F. H. M. Dummer described a recent investi- 
experience. He first described the blood platelets in-the gation in Hertfordshire. He found that only 13.2% of 
circulating blood ; he made a number of observations on ' babies were still wholly breasted At Mie abe Or Six monte, 


di f which bear hi h t | and he pointed out that the “mode” in breast-feeding is 
aaa a RA ioe zame AE oe set by the primiparae. Physical incapacity, on the part of 


monographs òn medicine, lectures, and historical studies. the mother or infant is a relatively rare cause of failure 

of men and books; and he was an able teacher and to continue breast-feeding. Failure ig not infrequently 

medical administrator. But these facts are insufficient to ascribed to “ physiological insufficienċy.” Dummer rightly 

explain the great influence that he exercised on his con- criticizes the use of the term, for it includes many ill-defined 

temporaries and on medical progress, or to render it causes concerning which little is known, no matter how 
- apparent to a younger generation. The answer to this suspect they may.be. : 

question will be found in the contributions. from his In a Ministry of Health’ report* the opinion was 


expressed that a rigid feeding routine in institutions may 
_ q~ friends and students assembled in this „issue of the have an adverse effect on breast-feeding. This view finds 


, Journal. Throughout each and all of these tributes, like its extreme form in the self-regulating feeding programme 
_ a golden thread in a variegated tapestry, runs, in addition recommended by Aldrich and Hewitt. - Obviously there is . 
> to profound admiration for Osler’s intellectual gifts, a a need for compromise between: a routine rigidly imposed 
reference to his. humanity and the magnetic charm of His and self-regulation freely allowed. Allowance must be 
personality. Everybody who met Osler at once became made for the emotional disturbances which are experienced 
his friend—high and Jow, rich ahd poor. The ‘child, the by the recently delivered mother and which tend to be 


aggravated when she returns home from hospital—a crucial 
student, the colleague, the old men at Ewelme, all realized time for the successful maintenance of breast-feeding. 


that in Oster they had-found a sympathetic confidant. ' Midwives, health visitors, and doctors who are themselves - 
This ‘gift of approach to men and women was aided by’ thothers are the readiest to testify to this fact and to its. 
i his marvellous memory for faces. It. was said of Osler particular importance in the case of a mother: recently: 
that he never made an enemy. He never spoke unkindly delivered of her firstborn. Naish,° a staunch advocate of 
of anyone, and; realizing the imperfections of mankind, _ breast-feeding, has warned against irrational insistence on 
sought out the best in everyone. | Like-St. Martin, one complete breast-feeding when convincing contraindications 
snowy night in Baltimore he gave his cloak to a beggar, are present. A persistently hungry baby and a continuously, 


. - l ; ' miserable mother are poor advertisement for breast-feeding. 
who in retùrn bequeathed to “ my, good friend William Tis 
+ probable that insufficient use is made of complemen- 
Osler” his liver, hobnailed by diink. p 


tary feeds as a temporary measure to tide over the dMicult 

. In some respects Osler was a saint of ~ yet, as lactational phases which may occur in the first and third 
his practical jokes showed, a very human saint. Hespent months after delivery.’ For success in the use of comple- 
himself freely for others, for the honour and dignity of mentary. feeds the, full co-operation . and complete 


~ his profession, and for the-common weal. Hefdeclared 1 British Medical Jounal 1938, 3 J 729. 
that happiness lies in absorption in some votation that 3 British Medical. Journal, 1942, 2 6 
éatisfies the soul ; that. we are here to add.what we can London : NG cee A Minim OF Heald Reports Monat 
to, not to get what we can from, life, and he lived up: to` oe oe London, oie 
that belief. . x l 7 Arch. Dis. Childh., 1946, 21, 
Ai Í - l a v 8 University of Leeds Medical Magazine 1948, 18, 37. 


` 
z ie 3 ` : foe R , \ 


é 


~al 


4 


+ 
$ 
q 


° au fh oe hs 


} 


x 


“ medications and injections.” 
. work that.it should be performed in secrecy. In June, 


= has been lost. 


l Rt. Hon. Sir David Maxwell Fyfe. 
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confidence of the mother have to be won. ‘Perhaps it is 
failure to secure this that contributes to the trend towards 
premature weaning, for some mothers not uncommonly dis- 
continue breast-feeding without seeking professional advice 
of any kind. Antenatal care offers valuable opportunities 
for obtaining the mother’s confidence, and preparation for 


O breast-feeding alorg the lines advocated by Waller’ has 


. much to recommend it on both physical and psychological 
grounds. Intimate, unhurried, and understanding advice, 
whether given in the home, in the antenatal clinic, or in the 
lying-in ward, encourages the mother to continue to seek 
guidance about the feeding and care of her infant. It is 


important that she should not feel that the continuity of © 


professional’ advice is broken, and, ideally, the mother 
should be present with her baby when responsibility for 
supervision of a “ case ” is being transferred by the midwife 
to a health visitor. Mothers are quick to sense discrep- 
ancies in the views held among those who advise them, and 
continuance of breast-feeding is unintentionally discouraged 
on occasions by the variety of advice proffered. Over- 
lapping is not uncommon and should be avoided. 

Breast-feeding is a subject calling for joint research. 
More opportunities are needed for the general practitioner 
and his medical and nursing colleagues in the maternity and 
child-welfare services to exchange clinical observations. 
Craig® considers that the answer to many of the problems 
of premature weaning are to be looked for in the home 
and the ‘clinic and not in the hospital; and that the 
answers, when forthcoming, may well call for revision of 
instructions given to pupil midwives, student nurses, and 
medical students. 
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THE HADAMAR TRIAL 





- The Hadamar Institution, hear Limburg, in Hesse-Nassau, 


was a mental hospital up to 1940. In January, 1941, it was 
given the further duty of putting to death German nationals 
alleged to be mentally ul and with undefined prospects of 
recovery. In the first seven .and a half months there were 
10,000 of these killings, at first by gassing and later by 
It was a condition of the 


1944, this practice was extended to non-German nationals, 
chiefly Poles and Russians, who allegedly suffered from 


_ advanced tuberculosis. The Hadamar trial was concerned 


‘with this second series of killings, totalling 476. It was 
conducted in Wiesbaden during October, 1945, by 'a mili- 
tary commission appointed by the commanding general of 
the United States Army, Western Military District of 


Germany. Its proceedings‘ provide a fantastic record of 


the change: which can take place in the outlook and 
standards of a, hospital once the motive for its existence 
\ 

‘The medical officer, Dr. Adolf Wahlmann, was not ‘the 
administrative head of the institution. Neither did orders 
to kill have to be given, because “ these people came with 
the aim of being. killed.” They came “after they had been 


-examined by a specialist for lung tuberculosis,” or, as~ 
Dr: Wahlmann later said, “I cannot know that. They 


might have been general practitioners.” * These people 
“came and were killed without my seeing them.... 


a a er a ky age a 
1 The Hadamar Trial. War Crimes Trials, 1949, Vol. IV. General Editor, the 
(Pp. 250. 10s.) London: William Hodge. 
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They came and walked in through: the main gate. Then 
someone- called up—I don’t know to whom, but not to 
me.” Dr. Wablmann’s job was “ to hand out the medica- 
tions. That was:my task, and without medications death 
would not have set in.” He did not know the average 
dose : that was “left to my chief nursés,” and “the phar- 
macy was open to the two of them, so to speak.” There 
were bottles containing morphine, scopolamine, chloral 
hydrate, and paraldehyde, and tablets of “ veronal,” sul- 
phonal, and “ trional.” In the morning, on his desk, he 
received a slip.of paper that the patients had died in the 


night, and he went down to the cellar to make an inspec- 


tion which was “not thorough.” He did. not feel their 
pulses, or use a stethoscope: “J had to rely on the fact 
that my chief nurses had determined the death before- 
hand.” He agreed that some of the dead “ looked remark- 
ably healthy.” His motive in inspection was “to protect 
the personnel in case somebody accused them of cruelties 
or injuries.” Also he signed the certificates, assuming 
“besides the tuberculosis, [death] from a weak heart or 
some other disease.” Dr. Wahlmann had qualified in 1903, 
retired on pension from mental-hospital work in‘1936 on 
account of heart disease, was recalled to service in 1941, 
and sent a year later to the Hadamar Institution. He was 


' sentenced to hard labour for life. 


+ 


© Those sentenced to’ be hanged were Alfons Klein, the 
administrative head of the hospital and a member of the 
Nazi party, and Heinrich Ruoff and Karl Willig, the male 
nurses who gave the “ medications and injections.” ‘There 
were also three further sentences of hard labour. There 
is little medical interest in the case of Klein: he seemed 
anxious in evidence to justify the administrative decision 


that these killings should take place. Ruoff, one of the - 


male nurses, emphasized that, as well as injections, “ we 
did’ Quite a bit of work with tablets.” Morphine and 
scopolamine were in short supply, and the men took the 
tablets “ without any trouble.” The women, who did not 
like tablets, were given injections. So were the children. 
' The killings of German nationals were not the subject 
of the trial, but were admitted in evidence as giving the 
background of the institution, They were in fact the reason 
that Poles and Russians—presumed to be from the German 
slave-labour force—were killed in this way. and in this 
place. Two points or interest’ were the secrecy of the 
operation and the co centration of the killing in only 
four institutions, of which Hadamar was one. As to the 
first, Dr. Quanbusch, ex-chief prosecutor of Wiesbaden, 
testified that four or five years before the trial he reported 


. to his superiors his suspicions that German insane persons 


were being put to death in asylums. He was visited by, 
the Chief Prosecutor from Frankfurt and told that all 
prosecutors and court presidents had been invited to a con- 
ference in Berlin where, ‘after viewing some pictures of 
insane persons, they were shown a photostat copy of an 
order from Hitler authorizing the killing-of insane persons 
by. physicians in the institutions under certain undefined 
conditions. 
and it was no doubt this secrecy which led ‘to the con- 
centration of killings in particular institutions. The result 
was that what had been a hospital became a place of execu- 
tion, acting not on its own medical judgment—apart from 
principle—but on decisions taken by others. ze 


~ 


This was classified as a “ State Secret Affair,” . 
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INSTITUTES OF MEDICAL STUDIES. IN ` 
THE ' U.S:S.R. : 


BY is, 
V. LEBEDEVA 
Director of the Central Institute of Advanced Medicál Studiès 
` of. the U.S.S.R. 


The provision of facilities enabling physicians to undertake 
, advanced studies to improve their theoretical knowledge and 
practical qualifications is an important part of the public health 


system of the U.S.S.R. In the. Soviet Union the advanced - 


training institutes for physicians at the hospitals, polyclinics, 

maternity homes, maternity and-~child-welfare centres, and 
medical educational institutions are under the central, authority 
of thẹ State, which organizes and finances them. `. “_. 

The Soviet Government has issued a nuniber of decrees on 
advanced medical studies. “After every 3 to 5 years’ work in 
the provinces every physician has the right to advanced training 
at State expense. During training he continues to draw his 
pay from his place of employment. 
the courses are provided with living quarters and all other 
conditions ensuring effective study. 


Before the October revolution in 1917 ‘Russia had only fe, 


institute for advanced medical studies.. It;was in St. Petersburg,, 
arid very few physicians could afford the cost of studying there. 
Only 9,906 physicians graduated from the institute in the 
32 years of its existence (from 1885 to 1917), but in 25. years 
of Soviet power over 37,000 physicians graduated. from it-—that 
is, 1,500 a year, or five times as many as before the revolution. 


The Soviet Government opened ten similar institutes in 
Moscow, Kazan, Kiev, Kharkov, Odessa, Minsk, Novosibirsk, 
Tashkent,, Tbilisi, and Baku: The largest is the Central Insti- 
tute, in Moscow, founded in 1930. Over 52,000 physicians 
' have graduated from it in' the 18 years of its existence—an 
average of 3,000 a year. ` . 

There dre two systems of raising the qualifications of 
physicians : (1) Specialization—that is, learning, a new medical 
specialty ; and (2) advanced training, when the specialist gains 
further knowledge of an already acquired’ specialty. -The course 
for advanced training used. to be of 2 to 3 months’ duration, 


but now it has been prolonged to 4-6 months and in some cases , 


to 12 months. . 
This course covers the main branches of medicinai. as 
therapy, surgery? paediatrics—and also special subjects such 


as endocrinology, helminthology, laboratory testing, diet, 
remedial physical culture, and so on. 
Physicians can improve their qualifications .in " various 


branches of medical science; 
pathological oy and other theoretical disciplines. 


"The Central Institute 
The Central Institute of Advanced Medical Studies bee 49 


chairs distributed among the three faculties of surgery, therapy, 


and sanitary hygiene. The teaching staff includes seven mem- 
bers of the Academy of Medical Sciences, ‘six corresponding 
members, 43 doctors of medicine, and 111 masters of science 
(medicine). i 

The major clinics of the Central Institute are in the ‘Botkin 
Hospital, the largest in Moscow. The chairs of theoretical 
subjects, and of hygiene, such as epidemiology, microbiology, 
communal hygiene, food, and industrial hygiene, are part of the 
Institute’s organization. The chair of public health is of special 
importance. The task of this department is to train skilled 
administrators and organizers of the public health service. The 
training ‘course is 12 months. " 


The Institute maintains contact with its graduates ihroüph 
the consultation bureau, which advises them | on various theo- 
retical and practical, subjects. Hundreds of physicians in the 
provinces are engaged-in scientific work under the guidance _ 
of the Institute. In the second half of “1948 alone twenty 
physicians defended their theses on material received from 
+he Institute. 


i t 
t 


The doctors attending - 


including patho-physiology,- 


- The serial publications, „A Practical Physician’ s Library, 
issued by: the Institute and consisting of ‘a number of mono- 
- graphs on problems of. theory and practice, serve as an import- 
‘ant means of contact between the physicians and the Institute. 
The Institute has its publishing house, which issued 40 books 
-in about 500,000 copies in the last. two years. , It also has 
a library with 70,000-volumes. 

The Central Institute sends its teachers out to various places. 
Some steams have already visited the Lsthuanian, Latvian, 
Esthonian,’ Byelorussian, Central ‘Asian, and “Transoaucasian 
Republics. 

One of the most important tasks of the Thstitute is ‘training 
postgraduate students and housemen in all the medical branches 
“represented at the Institute. This course of taming is three 
year 

' The five-year plan of the Ministry of Health envisages 
advanced training and specialization for most physicians. The 


“major part of the plan will be carried out by the Central 


Institute of Advanced Medical Studies in ‘Moscow. 








HOSPITAL FOR MENTAL 


` DISEASES . 


The 50th annual meeting of the Lebanon Hospital for Mentai 
. Diseases was held in London on June 15, with Mr. H. Lyn 
Harris, chairman of the general committtee, presiding. The 
history of the hospital and its background was sketched by 
Mr. Albert Hourani, who gave a vivid picture of the primitive 
‘Lebanon of fifty years ago as compared with the modern 
republic. The hospital: itself had shared-in these changes. 
From being a place for the segregation of the mentally afflicted, 
and then a place for their treatment and relief, it had become 


. LEBANON 


. a centre ‘of demonstration, experiment, and training for work 


in mental diseases in the Middle East. l 
Dr. J. Tylor Fox, on behalf of the medical director, Dr. R. B. 
Robertson, presented , the medical report. There were 454 
‘, patients admitted during 1948 and '375 discharged, both figures 
showing an increase of some 120 on the previous year; 320 
‘patients were now in residence. Electric convulsion -therapy 
was used during the year in 171 cases, chiefly of schizophrenta 
and affective psychoses, with recovery in 70, relief in 41, and 
temporary relief in 28. Prefrontal leucotomy had been under- 
taken by Dr. Jidijan, of the American University at Beirut, on 
‘two patients. This was‘believed to be the first time the opera- 
tion had been performed in the Middle East. One interesting 
anid important departure was the setting up of an out-patient 
neuropsychiatric clinic at Beirut. Dr. Tylor Fox said that the 
turnover of the hospital for its size was larger than that of 
any mental hospital in England. In physical treatment and in 
occupational therapy it was a pioneer in its part ‘of the world. 
Four-year medical students from the American University 
went there for training in psychiatry. Even such a modern 
‘feature as the hospital club for staff and patients had been 
-jnstituted. Short addresses were given by other sympathizers 
with the work, including the minister of the Swiss Church in 
London. 7 
So 
' ROYAL SOCIETY OF MEDICINE 


NEW HONORARY FELLOWS 


Sir Henry Dale, O.M., who was re-elected for a second year 
as President of the’ Royal Society of Medicine at the annual 
meeting of the Society on July 5, presented on the same occa- 
sion diplomas to five newly elected honorary Fellows. œ 
In making the presentation to Sir Ernest Rock Carling he 
referred to his, innumerable activities, especially on the Radium 
Commission and the King Edward’s Hospital Fund, and 
described him as a distinguished surgeon, a great servant of 
the community, and‘ a valued counsellor in the Society. 
Dr. Brock Chisholm he greeted as a Canadian and as one 
who by virtue: of high international office was charged with 
~ great responsibility for the co-ordination of medical activities 
over a large part of the world. He was most fittingly the first 
Director-General of the World Health Organization. The rext 
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diploma was presented to a recent president of the Society, | 
Sir Gordon Gordot-Taylor. Sir Henry Dale referred to 
Sir Gofrdon’s distinguished record in the war, when he was 
“arrayed as it seemed with such natural fitness in the uniform 
of a rear-admiral.” His eminence in surgery and his gift for 
imparting knowledge were recognized all over the world, as 
Witnessed by the fact that Melbourne, Toronto, and .Athens 
had honoured him with degrees. His readiness to serve the 
Society was a. greatysupport to its present president. The fourth 
diploma was presented, in absentia, to Dr. Alan Gregg, head 
of the division of medicine of the Rockefeller Foundation, 
who had shown most sympathetic understanding of the needs 
and true spirit of research. “I find it impossible to suppose,” 
said Sir Henry Dale, “that any internationally constituted 
organization within any future which we can discern will be 
able to devise quite such wise and independent distribution of 
support for medical research on so completely an, international 
basis as that which the Rockefeller Foundation has achieved 
with such success.” The last recipient was Professor René 
Leriche, of Paris, who was described as one of the most fertile 
and original workers in the field of surgery. The president had 
a special interest in welcoming Professor Leriche to honorary 
fellowship, because he was an exponent of surgery which 
had its‘roots in experimental physiology. He specially men- 
tioned his work on the surgery of the sympathetic system. He 
_already held the Lister Medal for surgica] research. 

After the presentations the ordinary business“of the annual 
meeting proceeded. The report of Council showed that the 
Society had 9,389 members, a gain of 360 on the year, and 
that 1,393 members were resident abroad. A vote of thanks 
was accorded to the retiring honorary secretary, Mr. W. A. 
Pool, and the retiring vice-presidents (that is, presidents of 
sections) and other. members of Council. 
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A 
CONGENITAL PULMONARY STENOSIS 
SURGICAL TREATMENT 
The second Alexander Simpson-Smith Memorial Lecture under 
the auspices of the West London Hospital Medical School was 
given by Mr. R. C. Brock on June 15. 
Mr. -Brock opened by saying that the relief of certain forms 
of' cyanotic congenital heart disease had aroused considerable 
interest during the past two or three years. The present seemed 


` 


left side a very thorough examination could be made. 


a suitable time to review the position and to assess the results * 


of the Blalock-Taussig operation and its modifications. The 
problem of the “blue baby” had always been a tragic one, 
but it was only since operation became possible that the 
incidence and the full tragedy of the condition had been mani- 
fest. Many of these children had been hidden away, confined 
to their house or room for the*greater part of their lives. There 
were children as old as 6 who had never been able to walk. 

The mortality during the first few years of life was high, and 
.only a few patients who reached the'twenties were able to carry 
on any useful employment. At the congenital heart clinic at 
Guy’s Hospital during 15 months 340 cases°(185 male, 155 
female) had been seen. One in two reached the age of 7, one 
in five the age of 14, and less than one in 10 the age of 21. 
During those 15 months 24 patients had died while awaiting, 
admission to hospital. : i 

Although the operation carried a considerable risk, the risk 
in most cases was far less than that of leaving the condition 
untreated. It was not enough for the surgeon to acquaint him- 
‘self with the technical details of vascular anastomosis, nor was 
it agtype of surgery for the lone operator. Team work was 
essential, and at Guy's 15 people were actively engaged in the 
management of these cases. As soon as it became possible to 
operate on cases of this kind, accuracy in diagnosis ceased to 
be an academic refinement. Clinical assessment was of first 
‘importance, aided by routine radiography. ` 


. Pre-operative Assessment , i 
Blalock and Taussig had pointed out that the cyanosis and 
disability were due to the mixing of the venous and arterial 
blood in the heart and to inadequacy of the supply of blood to 
the lungs ; the most important element in their contribution was 


\ 


- five cases. 


the elucidation of the part played by this second factor. The 
pulmonary blood flow must be assessed in each case. By radio- 
graphy and radioscopy it was possible to exclude those cases 
in which there was evidence of plentiful or excessive blood flow 
in the lung, as shown ‘by the degree of vascularity. Mr. Brock 
here illustrated methods of cardiac catheterization and angio- 
cardiography. By angiocardiograms it was easy to demonstrate 
right and Jeft shunt, and by studying the anatomical arrange- 
ment of the vessels the surgeon could form an idea DDE 
they were likely to be suitable for anastomosis. 

Owing to the smallness of the vessels, operation before the 
age of 2 was not,recommended by Blalock. The policy at Guy’s 
had béen not to operate much before the age of 5., Older 


children on the waiting-list could not with safety be left to wait | 


as long as the younger. Blalock | also, if possible, avoided 
operation on patients over the age of 20, and with this the 
lecturer fully agreed. The oldest patient operated on success- 
fully at Guy’s was aged 29. 

Mr. Brock went on to describe Potts’s operation, which ee 
had been a tendency to adopt because it appeared to be quicker 
and easier than Blalock’s operation. If it was possible to 
mobilize the subclavian artery to make an effective anastomosis, 
ii seemed to him’ unjustifiable to use the aorta. In the choice 
between the subclavian and the aorta he could not feel it right 
to choose the aorta; if anything happened to that important 
structure there were no means of retrieving the situation. The 
special advantage of Potts’s operation was in those cases in 
which the subclavian artery was very small or very short. He 


felt that the use of ‘the carotid or innominate artery could not “ 


be justified. ` Sc 

Blalock recommended an antero-laferal intercostal approach, 
but the lecturer himself had given that up after trial, preferring 
a postero-lateral approach. , He had also, after 50 cases, aban- 
doned the approach from the right side. By working from the 
There 
was a marked tendency for bleeding to occur after operation, 
and he made it a rule to drain the chest in every case. That 
was an important point for those who’ were intending to 
embark upon these operations. | 


Mortality and Results — i 


In his latest report on 610 cases Blalock gave an overall 
mortality of 17%. In the first 50 cases at Guy’s seven patients 
had been Jost, a mortality of J4%. The total number of cases 
in which Blalock’s or Potts’s operation had been employed was 
86, with 13 deaths, 2 mortality of 15%. Among these 86 were 


-a large number of very poor risks.* Blalock Stated the results 


to be excellent in 75% of his cases. -Among the first 50 cases 
at Guy’s, in addition to the seven deaths, there were three in 
which there was no improvement, but in 66% the result was 
described as “almost perfect.” He mentioned the case of a 
lad who previously could not walk 10 yards, but after opera- 
tion was able to ride a motor-cycle. A young woman who was 
rescued from a condition of helplessness by operation was now 
married and pregnant and the pregnancy was being allowed to 
continue. 

Mr. Brock finally discussed pulmonary valvular stenosis and 
its relief by valvulotomy, which he had performed with success 
in five cases, and also infundibular stenosis and its relief by 
direct operation, which had been achieved with success in 
All these cardiac operations, he said, caused 
considerable anxiety and raised many difficult problems, but 
he felt that it was only by dealing with these cases that the 
feasibility or otherwise of such operations could be judged. 
Although most of the present work was directed to the relief of 
congenital abnormalities, the relief of acquired heart lesions 
was now feasible in some cases, and here the , knowledge 


obtained by the surgeon in dealing with congenital lesions must 


help. l 

Reference was made by Mr. Brock himself, by General Neil 
Cantlie, who took the chair, and’ by Dr. Geoffrey Konstam, 
who proposed the vote of thanks to ‘the lecturer, to the promis- 
ing young surgeon, Alexander Simpson-Smith, in whose memory 
the lecture was founded. Simpson-Smith was taken prisoner 
at Tobruk. He made a gallant attempt to escape to the British 
lines, and his body was subsequently found. 
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ST. THOMAS’S PARISH VESTRY RECORDS AND A `\ 
BODY-SNATCHING INCIDENT «| ' 


There is now available for those who wish to study them in the 
library at County Hall, London, a collection of books and docw-. 
ments of the vestry of St. Thomas’s Parish, Bermondsey, which 
the L.C.C."has recently acquired. St. Thomas’s parish com- ' 


prised St. Thomas’s Hospital on its old site, Guy’s Hospital, : 


and a small area around : Horwood’s map showing the,parish 
boundaries in 1819 is reproduced in Parsons’s History of St, 
Thomas's Hospital.’ It ceased to be a separate civil parish in 
1899.2, It has been suggested that it, was a separate parish even 
before the church was built, and was certainly.one in 1378.’ 
For ecclesiastical: purposes it was merged by Order in Council 
in 1898 with St. Saviour’s (now St. Saviour’s with. St. Peter’s), 
the parish and hospital church being to-day the chapter-house 
of Southwark Cathedral. . l 

The muniments acquired by the ECC. cover ‘the period from 
the latter part of the seventeenth century to the early part of. 
the nineteenth. As is to be expected, there ‘are references in 
the records to St. Thomas’s Hospital?and to Guy’s Hospital. 
In 1703 the vestry declined to appoint a committee to negotiate 
with the former™the exchange of .almshouses for other houses 
“untill the Gouvrnors of -the ‘said Hospital have given. y® 
vestry Satisfaction in Relation to the Vaults under our 
Church.”* Another time there was amicable discussion on 
whether the parish or the hospital should pay for the 
“ surplices.”* The underwardens’ accounts for 1754 include an 
item : “ye Hospitals Beadles 85.” ° 
school-room on March 22, 1805, it was reported that “the 
Treasurers of St Thomas’s and Guy’s Hospitals were'authoris’d 
by their Committees to advance the Parish the Sum of £150, 
towards defraying the Expence demanded, on the failure of 
raising seven Men for the Army of Defence.” As that left a 
deficiency of £58, the meeting decided to raise a shilling in the 
pound rate.” In 1815 there was friction between’ the parish 
‘and the hospitals about whether certain persons connected: 
with the hospitals should pay rates. The parish won a test 
case at the Quarter Sessions. The counsel representing the 
vestry thereupon “proposed to give up the Cases of Mary. 
' Boyce the Cook of Guy’s Hospital, and of John Spooner the’ 
Porter, Cathne „Wheeler the Cook, Jane Wright the’ Matron, 
and Jas Patterson the Porter of St Thomas’s Hospital, the 
aggregate amount of whose Rates was inconsiderable,” if 
certain other appeals were abandoned.’ ' 


. Body-snatching 
From the medical point of view, however, perhaps the most. 
interesting item in the records is the transcription in the minute- 
book in 1795 of a report of a general meeting held at the 
Crown and Anchor Tavern to consider the “lately discovered 
Depredations in Lambeth Burial Ground.” The account given 
at the meeting states : a : 


“ . . It appeared, that the robberies of the said Burial Grounds, 


were discovered by three-men being disturbed as they were conveying ` 


from thence five human bodies in three sacks, in the night of the 18th 
of February last. .. l 

“ That in consequence of such discovery, people of all descriptions, 
whose relations had been interred in that Ground, resorted thereto, 
and demanded to dig for.them; which being refused they in great 
numbers forced their way in, and in spight of every effort the Parish 
Officers could use, began like mad people to tear up the ground; at 
` the same time, charging the Officers and every one that offered them 


any opposition, with being privy to the robberies, and in general | 


terms threatening them: thus circumstanced, the Parish Officers finding 





eee F: G., The History of St. Thomas’s Hospital, 1932, 1, facing p. 126. 
London amram Act eras Nicis c. 14). . -. 
arsons, F. G., The tory of St. Thomas’s Hospital, 1932, 1, 52. 
-4L.C.C.:Muniments, P/71/213, vee ss ee Pe a ' 
5 Ibid., P/11/215. ' aau x 
8 Ibid., PAI ‘ ee 
? Woid., P/71/216. ; 


‘Gwhich in its effects might 


-whose enquiries, 


' Hatton, John Parker; and 


At a vestry held in the , 
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nothing but down-right force, (and that of moré strength than the 
civil power) could prevent the populace, and fearing to.bring on a riot 
| produce the most serious consequences) 
after having used every effort, short of force, were necessitated to 
give way, and let the people go on in their searches; by which a 
great number of empty coffins were discovered, the corpses having 
been stolen from them; great distress and agitation of mind’ was 


manifest in every one, and some, in a kind of phrensy, ran away 


with the coffins of their deceased relations; dhd the generality of 
the populace were so ripe for mischief, that they attacked a house 
with stones and brick-bats, upon the bare suspicion that the occupier 
had been concerned in, or privy to the robbery of the ground, and it 
was with difficulty they were prevented from demolishing it. 

“ To restore order, and discover the offenders if possible, a large 
reward was offered, and the’ committee aforesaid appointed; by 
it was found that the Grave Digger, and three other 
persons were the robbers, and: that thé bodies had been conveyed 
away in a coach to different people for various purposes, aS Was 
made appear to them by informations upon oath; the material parts 
of one of which informations being now read, showed, that within 
the knowledge of: the informant, eight surgeons of public repute, 
and a man who calls himself an Articulator (and by hand-bills openly 
avows the trade, exclusive of others of less note} are in the constant 
habit of buying stolen dead bodies, during the winter half year; in 
whose service the following fifteen persons are generally employed, 
namely, Samuel Arnot,, alias Harding; John Gilmore, Thomas 
Gilmore; Thomas Pain, Peter McIntire, alias Me Intosh, James 
Profit, Jeremiah Keese, Moris Hogarty, —— White, a man called 
Long John the Coachman, John Butler, John Howison, Samuel 
) and Henry Wheeler, whose depredations have 
extended to thirty Burial Grounds that the informant knows of; and 
that grave diggers, and those intrusted with the care of Burial 
Grounds; are frequently accessory to the robberies, and receive five 
shillings per Corpse for every one, that with their. privily is carried 
off, by which means many “hundreds are taken from their grayer 
annually. | 

“ That with the Surgeons and with the men above alluded to, there 
is a set price'for dead bodies, Viz. for an Adult, two guineas and a 
Crown, and for every one under age, six shillings for the first foot, 
and nine per inch for all it measures more in length; that the bodies 
thus procured are used here in various, ways, ‘and the flesh by some 
burnt, iby others buried, and by others the informant did not know 
how it was disposed of; that some bodies are prepared and made 
into Skeletons, and sent to America, and the: West Indies; and many 
with the flesh on, or made into Skeletons, are sent into different parts 
of the Kingdom. | i 

“ By another informant upon oath, the whole of which was also 
now read, it appeared that the aforesaid Articulator, makes the most 
wanton use of some that fall into his hands, substituting human 
skulls for nail boxes, and having the Skeleton ‘of a Child, instead of 
a doll, for his own child to play with. 

“The Chairman also acquainted the meeting, that from other 
evidence (which though not yet upon Oath yet such as may be relied ' 
on) information is given -that experiments have been tried and per- 
fected, whereby human flesh has been converted into a substance 
like Spermaceti, and candles made of it, and that Soap has also been 
made of the same material.” , 


The representatives ‘of the various London parishes who 
attended the meeting were indignant at the.state of the law over 


-body-snatching, and a subsequent meeting decided to try to 


get a Bill passed to make the stealing of bodies a capital offence. 
St. Thomas’s vestry decided ‘to subscribe five guineas to the 


expenses of such a Bill.’ 
‘ LAURENCE DOPSON. 
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The licensing of foreign medical graduates in the United 
States has recently been discussed by Barker and Moonty in 
the Journal of ‘the American Medical Association (1949, 140, 
10). Twenty-three States wil] not admit graduates of any schools 
outside the United, States and Canada. - At the time of writing 
there were eight States in which recent graduates of foreign 
medical schools may be permitted to practise. In addition, 
graduates of certain schools in Great Britain may be acceptable 


‘in several other ‘States. Jt appears that two States, Mississipi 
‘and Rhode Island, admit foreign graduates without much restric- 


tion. The rules made by the various State examining boards 
change rapidly, and it is difficult, to provide completely reliable 
and up-to-date information. 
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In subsequent issues there will be printed in the BRITISH 
MEDICAL JOURNAL a few of the opening -papers read at the 
Scientific Sections. All the papers` will be published in full in 
a separate volume of Proceedings. The reports of the discus- 
sions in this and successive issues are intended to give members 
who were not present a general idea of the proceedings. 


LY 


SECTION OF MEDICINE . 
Tuesday, June 28 
Diabetes Mellitus ` ‘ 7 
After Professor R. E. Tunsripce (Leeds), president, had 
opened the meeting, Professor A. P. THOMSON (Birmingham) 
took the chair, and Dr. R. D. Lawrence (London) opened a 


` discussion on diabetes mellitus. He said that recent experi- 
ments, especially with- tracer elements, had shown that a large 


` amcunt of the excess of carbohydrate taken into the body was 


rapidly changed into and stored as depot fat. Chemical meta- 
bolism was dependent on ‘enzyme actions, accelerated or 
retarded by hormone influences ; 
it had been changed into phosphate compounds. Insulin 
stimulated the enzyme hexokinase, which formed ‘hexase 
phosphate ; after that, other enzyme systems took on further 
processes in carbohydrate utilization. Insulin thus made an 
excess of glucose available by phosphorylation, first for imme- 
diate burning, secondly for a glycogen store, and thirdly and 


- largely for storage as fat. 


Diabetes might be divided into two types—they might even 
be two distinct diseases. There was the middle-aged obese 
person, particularly women at the menopause, in whom the 
urine was Jaden with sugar but there was no ketosis. That 
type should rightly be treated by diet alone, a diet low in 
carbohydrate, fat, and calories, with the alm. of. reducing 
weight. When those patients had lost weight the sugar dis- 
appeared. The use of insulin was bad, for it tended to continue 
and even increase the obesity, which was the essential defect. 
The second type, with wasting and ketosis, occurred mostly in 
young adults, and the presence of ketosis indicated a real 
deficiency in insulin production requiring substitution injections. 
Thus the test for ketones was of the greatest importance. 


There were now several types of insulin, (see Table). Their 


difference in time and strength must be clearly appreciated for : 


` thein efficient use in treatment. Dosage must be regulated 
by trial and error; there was no individual dose. 

There were two groups`of the type of diabetic who needed 
insulin. The severe diabetic produced no endogenous insulin, 
responded rapidly for some hours while insulin absorption was 
strong, but relapsed into a severe diabetic state when absorption 
ended. There was also the milder group of patients who 
produced some endogenous insulin but who needed some 
exogenous insulin after eating, a reasonable amount of 
carbohydrate. 

Professor R. E. TUNBRIDGE (Leeds) said that experimentalists 
had shown that in diabetes in animals, produced by partial 


| pancreatectomy or alloxan, a limitation of calorie intake slowed 


` 


‘both world wars. 


glucose was unavailable until , 
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the rate of development of hyperglycaemia and ketosis, and 
statisticians had shown that there had been a decline in mortality 
from diabetes mellitus after the introduction of rationing during 
It seemed_that calorie restriction was essen- 
tial in constructing a diabetic diet. He suggested the following 
as being reasonable diets : (1) For the obese, a period on a diet 
of 1,000. to 1,500 calories ; (2) for the elderly, a diet of 1,200 
to 1,800 calories; (3) for “the remainder of the diabetics, a 
calorie value: of 1,800 to 2,400. Only a small percentage of 
patients actually took the diets prescribed. Of 94 patients 
attending the Leeds General Infirmary who recorded their food 
intake for one complete week in March, 1948, together with 
its cost and other relevant sociological factors, 16 yielded’ satis- 
factory results ; ; in 44 the findings were tolerably satisfactory, , 
and in 34 hopeless. The causes were (1) lack of intelligence 
and inadequate training ; (2) economic; and (3) sociological. 
Unfortunately the intelligence quota of many out-patients was 
such that it was almost impossible to teach them the intelligent 
use of equivalents. The economic factor was usually over- 
looked. The survey showed that the cost to the average 
diabetic patient was at least 25s. per week (compared with an, 
average of 10s. per wéek for non-diabetic diet), and only . 
in one or two instances had it been possible for a person to 


‘maintain an adequate diet at à lower Cost. 


Mr. D. A. Hatz, Ph.D. (Leeds), described a method of esti- 
mating the blood sugar—a micro-colorimetric method repeat- 
able with great accuracy, quick, simple, requiring little 
apparatus, and with durable reagents. Blood, 0.1 ml., was 
washed into 3.7’ml. of isotonic copper and sodium sulphate 
solution (320 ml’ of 3% WNa,SO,.12H,O, 30 ml. of 7% 
CuSO, .5H,O). The protein was precipitated by 4 drops. of 

4% sodium tungstate. The mixture was then shaken and filtered 
through fluted paper into a tube graduated at 1, 1.5, 2; and 
5 ml. 1 ml. was collected; Solution A (1.3% CuSO.. 5H,0), 
was added, to 1.5 ml; aid then Solution B (2.4% sodium 
potassium tartrate, 49, Na,CO,, 5% NaHCO, 3.68% 
potassium oxalate, 0.14% KI). The tube was plugged with 
cotton-wool and boiled for 10 minutes. After cooling, phospho- 
molybdate solution of Folin and Wu (1920) was added to the 
5 ml. mark. The colour was then compared with standards. 

Dr. A. J. BALLANTYNE (Glasgew) described the ocular changes 
in diabetes, and said that the late stage was not often seen 
because of cataracts, vitreous opacities, and haemorrhages, but 
the disk became obliterated by infiltration and oedema, and 
there was gross infiltration throughout the fundus. There 
was no cure for diabetic retinopathy. 

Mr. H. H. Fouracre Barns (London) said that pregnancy 
complicated by diabetes mellitus was associated with a high 
mortality rate. Despite the introduction of insulin the foetal 
mortality rate had remained at approximately 40%. Large 
babies and a high -foetal mortality rate occurred also in the 
case of women who subsequently developed diabetes. It had 
been thought that overactivity of the maternal anterior pituitary 
gland might be responsible. A series of diabetic pregnant 
women had therefore been treated with 35-40 mg. .stilboestrol 
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daily ; so far 16 had been treated, with four neonatal deaths. 
There had been no reduction of the tendency to produce large 
infants, which would suggest that either their hypothesis of the 
diabetogenic growth complex causing gigantism was incorrect 
or stilboestrol in the dosage given was not effective in suppres- 
sing the production of that hormone. : 

Dr. CHARLES ROLLAND (Edinburgh) thought it possible that 
overactivity of the anterior lobe of the pituitary might be the 
common cause of “diabetes, large foetus, and pré-eclamptic 
toxaemia. 

Dr. R. G. PALEY (Leeds) said that cutaneous reactions 
occurred in 55.8%. of patients.’ They Were due to impurities 
_in the insulin and could be greatly reduced by using six-times 
recrystallized insulin solution. In 30% of patients there was a 
spontaneous desensitization, and in the rest the symptoms 
were rarely severe’ enough to indicate the purified insulin. 
‚Dr. K. M. A. Perry (London) remarked that 1 in 40 diabetics 
developed pulmonary tuberculosis, and therefore it was essen- 
tial to examine their chests by x rays at frequent ‘intervals. 
Dr. R. R. BOMFORD (London) emphasized that growing adoles- 
cents were the exception to the rule of dietary restriction. They 
must have enough food to grow. ` . : 

Dr. ELLIOT P. JosL‘ (Boston, U.S.A., described by the 
chairman as the “grand old man” of diabetes and as -essen- 
tially a general physician, discussed the changes in treatment 
that had taken place in-his'lifetime. He had treated diabetes 
. for 25 years before insulin ; 
disappeared. Diabetes was ‘commoner than generally believed. 
In his home town the U.S. Public Health Service had carried 
out a survey of the 5,000 inhabitants, and besides the 40 known 
diabetics they had found 30 more unknown ones. The,doctor- 
treating diabetes who maintained a strict ‘control over his 
‘patients had great opportunities for studying disease and learn-. 
“Ing of its beginnings. Of the 229 deaths Which had occurred 
in his diabetic patients only 5 had resulted from the diabetes, 
Diabetes was universal; it was as common in rich towns ‘as 
in poor towns. It was as common in the Red Indian aé‘in 
the negro and: white populations.. In the 150 millions in the 
United States there were one million known diabetics and 
probably as many unknown. s ° 
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SECTION OF OBSTETRICS.AND GYNAECOLOGY 3 


‘Tuesday, June 28 
Breech Presentation and its Managemént 


Mr. R. NEwTON (Manchester) said that many statistics on 
breech presentation and its management had been produced 
since the Annual Meeting at Belfast in 1937, when Macafee and. 
McClure surveyed a series of 349- breech deliveries, with a’ 
corrected foetal mortality in primiparaé of 10%, in multiparae 
of 3.42%, and in all ‘case§ of 6.10%. Potter, of Buffalo, had 
. fired the imagination with his good results, and at the B.M.A- 
meeting at Eastbourne in 1931 Holland, Gibberd, and Bourne. 


had pointed out the heavy loss of foetal life in breech deliveries. ` 


Since 1931 external version had come to be accepted by nearly 
all authorities, Keith Vartan had shown that by the thirty- 
fourth week most cases had undergone spontaneous version 
and that few would undergo reversion. The reversion rate was 
‘higher after external version, “a fact which suggests that the 
obstetrician is not so clever as the foetus in deciding when the 

External version was best accom- 


operation should be done.” 
plished by pushing on one pole of the foetus and turning the 


easiest way. At Withington Hospital, Manchester, he had.fownd - 
that there was a foetal mortality of 2.6% in 116'süccessful 
versions. If version failed, the obstetrician’s first duty was: to 
exclude the possibility of contracted pelvis. a 

= The first stage of a: breech delivery could be mdnaged in 
much the same way as a normal vertex presentation. There 
was greater likelihood of prolapse of the cord when the mem- 
branes ruptured. Several authors—for example, Heaton and 
Guyer—had shown that early rupture of the membranes, which. 
was more common in breech deliveries, did not contribute 
to foetal mortality. Difficulties arose in the second stage of 
labour. Sir Eardley Holland had, emphasized that the foetus 
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died of ER always or nearly always—and nearly always 
at the outlét.' Other causes ‘of death were not important. 

‘Mr. Newton stressed thé need for attention to detail. He 
practised conservative, methods of delivery,. but when difficulty | 
arose he undertook complete extraction under general anaes- 
thesia. This presupposed a trained anaesthetist. Episiotomy, 
he thought, wás nearly a necessity in evéry primipara, but he 
preferred conservatism and the insertion of a stitch as soon as 
the perineum showed signs: of tearing. It was seldom that the 
tear extended when this’ was done. For the arms he used 
Potter’s or 'Lévset’s method ; for the ‘head, the Mauriceau grip, 
but forceps always in- diffictilt cases. pa ae: 

The speaker went on to analyse 12 years’ booked cases at 
St. Mary’s Hospital, Manchester. They showed a corrected 
foetal mortality of 7.1%. ' ; . 


Foetal- Mortality 


1,148 


Cor- 
rected « 
to 
lb. (2-5 
kg.) 
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The corrected foetal mortality for the last five years was as’ 


follows: . , 





From. 3-4 Ib. (1-4-1-8 kẹ. 
-5 Ib. (1-8-2-3 kg 


. Over 8 Ib: (3-6 kg) 





By treating contracted pelvis, large babies, or prolonged 
labour by caesarean section, more babies could have been saved. 
There remained a hard core of “ unexplained” foetal deaths, 
‘as well as those with prolapse of the ‘cord. The answer to this 
Was supervision by a team of experienced obstetricians and 
probably the more common use of breech extraction. 

Dr. J. Lévser (Bergen) was welcomed as a distinguished 
visitor responsible for a marked advance in the treatment of | 
breech presentation. He reviewed the conditions of practice 
in Norway. He stated that in breech deliveries he did not 
interfere before the buttocks were born if labour was proceed- 
ing normally. - He considered that there were three indications 
for bringing down-a leg: (1) mechanical disproportion (com- 
pound presentation or extended legs); (2) functional dystocia 
when incision of the cervix might'be required at the same time 
that the leg was brought down; (3) signs of distre% in 
the mother or foetus. Which leg was brought down was # 
unimportant. . i 

Dr. Lövsets material comprised , breech deliveries over the 
last 14 years at the Hospital for Women in Bergen. During 
the first seven years the deliveries' were managed conservatively, 
whereas during 1941-7 they were treated as he had previously 
indicated. Twins, versions, and extractions were excluded. The 
corrected foetal mortality rate for 1934—40 was 9.86% and for 
1940-7 3.93%. He advised a careful watch. during labour 
and delivery, and the prophylactic bringing down of the leg. 
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Mr. B. L.  JEAFFRESON (Leeds) considered only , primipravidae. ` 
He said that the’ factors favouring successful delivery- were as 
` follows: (1) A small child. Labour should be induced if there 
was evidence that the child was likely to be larger than one 
weighing..7 ib. (3.2 kg.) (2) A pelvis of normal size and shape. 
In all cases this should be investigated by ioternal palpation 
or by x-ray pelvimetry before labour started. (3) Relaxation 
of the pelvic floor and vulval orifice. 
could be obtained py the exercises advocated by Grantly Dick 
Read (see Journal, April 16, p. 651). (4) Adequate experience 
on the part.of the obstetrician. (S) ‘Deep surgical anaesthesia. 
The practice of the same doctor. anaesthétizing the patient and 
conducting the delivery was to- be condemned, Caesarean 
section was to be considered only when the patient was elderly 
‘or „the ‘delivery* was made. diten; by some other obstetric 
complication. ; 


Mr. C. McInNTosH MARSHALL T EEES said: that the foetal ` 


mortality in breech delivery was primarily and finally depen- ' 
dent more upon the weight—that is, the size—of the infant 
than upon any other single factor. He produced figures, which: 
are shortly to be published, in support of this thesis! Three 
Ae, rules could be disregarded only at the expense of foetal 
ves: 
the weight of the infant, through an abnormal ‘or contracted 
pelvis. (2} There ‘should be no vaginal delivery of an infant 
over 7 Ib..(3.2 kg.) through a “ borderline” pelvis. (3) There 
should be no vaginal delivery through a normal pelvis if the 
weight of the infant was estimated to be over 9 Ib. (4.1 kg.). 
These rules may be-relaxed slightly in the case of multigravidae. 
Mr. Marshall analysed -686 breech’ deliveries in 10 years. 
There were 27 foetal deaths—a. mortality rate of 3.94%. And 
to show that progress was being made, in the Jast five years 
there.were 374 deliveries with. a mortality rate of 3.21%. 
Professor, A. M. Ciayer, who presided, ‘opened: the discus- 
‘sion by questioning Mr. Marshall’s choice of- different -weight 
categories. He fourd ‘it difficult to judge the weight of the 


foetus in utero. Mr. T. F. REDMAN (Manchester) said there . 


was little justification for claiming that foetal losses in breech’ 
delivery could be reduced to the losses in vertex delivery. 
l Certain factors—for example, prolapsed cord and difficulty at 

the -brim—could be circumvented only by avoiding breech 
presentation. He believed, and: produced evidence to show, 


that these factors operated as frequently in multigravidae as in | 


primigravidae. Consequently, multiparae should receive just as 
much obstetrical care as primigravidae. All breech presenta- 


tions should be delivered in hospital under responsible super- 


vision. 
` Others taking part in the, discussion were Mr. A. L. GUNN 
(London), Dame LouIsE McILroy* (London), Dr. ALAN BARKER 
(East Kent), Mr. G. GORDON LENNON (Oxford), and Dr. S, L. 
' NAVARATNAM . (Colombo). . 

| Dr. Lévset in reply said he had never seen prolapse of the 
. cord after bringing down a leg. ‘He showed a film of the 
Lévset method of dealing with the shoulders. 
showed two films of breech ey: and Mr. NEWTON summed 
up the discussion. 
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SECTION OF ‘PATHOLOGY AND BACTERIOLOGY 
` | Tuesday, June 28. 
Laboratory Diagnosis and Prevention of Whooping-cough 


Professor- ROBERT - CRUICKSHANK. (London) pointed out that 
whooping-cough was to-day the most serious of the specific 
fevérs' of childhood. It attacked some 70% of children and 
was àn infection of early life with two-thirds of the cases in 

. pre-school children and more than half the deaths in the first 
year of life. 
caused by Haemophilus pertussis, which could be cultivated 
from nasopharyngeal swabs’ or bronchial secretion on Bordet- 
Gengou medium. 

Methods of controlling spread of the infection might, be by. 
© early diagnosis and isolation of , the primary case in nursery 
or'family ; by passive protection of contacts, with specific anti- 
.serum; and by active immunization of susceptible children 
© with’ ee vaccine. Because early clinical diagnosis was 


f 
a ` 


It was possible that this | 


Î) There should be no vaginal breech delivery, whatever ° 


Mr. MARSHALL ; 


It was generally accepted that the infection was. 


difficult when the child was most infectious, “and. Pen the 
cough-plate method. was not easily carried out in domiciliary 
practice, they had used either swabs passed through the mouth 
to. the postnasal space (postnasal swab) or fine swabs on 
flexible wire passed through the nose-(pernasal swab). The 
latter method, uséd on infants between 6 and 18 months of" age, 
had given a higher proportion of positive results and’ more 
profuse growth, practically free of contaminants, ‘compared 
with the postnasal swab taken from the same infants at the 
same time. As an example of the value of these bacteriological 


, methods of diagnosis, in the practice | of one doctor swabs Or 


cough-plates from children with suspicious coughs had in one 
year yielded positive cultures in 24 out of 36 cases subsequently 
confirmed ¢linically as pertussis ; 23 of the positive results came 
from 24 early doubtful cases. 

The demonstration of specific antibody by complement 
fixation or agglutination reactions was of no value for ‘early’ 
diagnosis, as the antibody developed late in the infection’ but a 
positive, result could: be used to: confirm a dubious clinical 
history up to four to six.months after the ‘onset. 

Early bacteriological diagnosis of a primary case in day or 
residential nurseries allowed the effective use of specific anti- 
serum, prepared in horses or rabbits, for the passive protection 
of susceptible contacts. In three outbreaks antiserum had béen 
given to half of the susceptible contacts, and the results indi- 
cated that the serum gave temporary protection if injected ` 
during the incubation. period. Because of the risk of reactions 


` to a foreign protein, hyperimmune serum, prépared by the 


immunization of adult donors, had been used, apparently with’ 
success, by American workers both for prophylaxis and for 
treatment. As the dose was 20 mJ: repeated once or twice, it 
seemed a logical step to fractionate such hyperimmune serum 
and use'the concentrated antibody-containing ‘globulin. j 
At first sight active immunization against ‘whooping- -cough ` 
seemed ‘to present little diffculty, since the infecting organisms ` 
were. all serologically of'one type and the clinical infection 
resulted in a high degree of immunity. Early experience with- 
pertussis vaccines, before it was realized that smooth (phase 1) 
‘virulent strains must be used, was disappointing, but even more 
recently different trials in America had given discrepant results, 
and a controlled trial among nursery children with a British 
vaccine had failed to show any protection.. ‘Obviously, with- 
the increasing interest in the prophylactic use’ of pertussis . 


‘vaccine, it became desirable to carry out controlled field trials 


with vaccines prepared in different ways to find out if any 
vaccine gave sufficient protection to justify its large-scale use 
‘and, if so, what were the essential requirements in a good 
vaccine. x committee -of the Medical Research Council had 
been attempting to find the answers to these questions during 
the past few years. - 

Dr, W. C. COCKBURN (London) described the organization of 


the M.R.C. trials which were being carried out in eight different 


areas throughout the country. Only infants between the ages 
of 6 and 18 months, now- totalling some 16,000, had been 
accepted, and every effort had been made to keep-the vaccinated 
and control groups strictly comparable. Analysis of data on 
age, sex, size of family, feeding history, and previous infections ' 
other than pertussis showed that the two groups were remark- 
ably alike.. Workers engaged in the trials did not know-which: 


` children had received the pertussis vaccine and which the control 


material. There was a very careful follow-up period of at least 
two years, with laboratory confirmation of suspicious cases. 
Dr. D. G. Evans (Manchester) pointed out that the antigenic 
structure, of H. pertussis was complex. At least four antigens 
had been detected in .phase’ I strains—agglutinogen, toxin, 
haemagglutinin, and soluble capsular substance. The impor- 
tance of any one of these antigens in prophylaxis was not yet 
clear, and their protective value could: We determined only by 
clinical trial. It was possible, however, from-laboratory experi- 
ments to obtain some evidence of the relative importance of. 
different antigens. Mice, which could be infected either intra- 
nasally or intracerebrally with H. pertussis, were being used to 


‘investigate the prophylactic effect of different antigens and their 


respective antibodies; Such investigations might ‘reveal thé 
effective : immunizing ‘antigen, or antigens, and allow the pro- 
Auetan of vaccines of more certain prophylactic potency than 
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was possible at present. 
purified bacterial fraction instead of the whole bacterial body. 
In the. general discussion, Dr. B. W. Lacey (London) said he | 
had been using pernasal and postnasal swabs for the diagnosis 
of pertussis in children ‘with suspicious : ‘coughs. From some 
450 children he had isolated H.. pertussis in over 100°cases and 
_ #. parapertussis in 14 cases. ‘In four of the latter group 
H. pertussis was also present. He described the distinctive 
features of H. parapertussis, which could be isolated selectively 
by incorporating 5 units of streptomycin and 1 unit of penicillin 


per ml. of Bordet-Gengou medium.~ The organism was associ- . 


ated with a rather mild infection, usually occurring in small 
family groups. ' 

Dr. H. SuGAre (Leeds), pealne as a general EET 
stressed the urgent need for an effective prophylactic ‘against 
this ‘serious: and debilitating disease. Dr. J. UNGAR (London) 
said that he had found 48-hour cultures ‘most virulent for mice, 
but ‘could not demonstrate a close correlation between mouse 
virulence and the haemaggiutinating fraction. of the organism. 

In summing up, Professor CRUICKSHANK hoped that practi- 
tioners would soon be using the pernasal swab for the diagnosis 
of suspicious coughs in the same way as they. used the’ throat 
swab for the differential diagnosis of sore throat: 


Care and Treatment of Laboratory Animals 


Dr. JEAN VINTER (London), technical secretary to the Uni- 
versities Federation for ‘Animal Welfare (UFAW), said that the 
welfare of laboratory animals depended on the good will of.. 
the experimenter and his technical assistants, on a sound know- 
ledge of ‘animal husbandry, and on the control imposed by 
law, in that order of importance. Legal control limited experi- 
mentation on animals to bona fide scientific purposes, required 
licensing of the experimenter and the. premises, and instituted 
unannounced inspection by Home Office inspectors, There-was 
legal control of animal experimentation“ in very few other . 
countries and, as the’ British law was cumbetsome, she had 
thought of drafting a model law with the inspector as a friendly , 
adviser on animal care and outlining the conditions under yee 
research work on animals was best ‘performed. ` 

Such a model law might be based on-a schedule. of NEEE 
of suffering rather ‘than on favoured animals, since there was 
' no evidence that rats or mice suffered pain any less than’ cats 
or dogs. There should also be a qualified veterinary adviser 
attached to the Home Office inspectorate, who could be con- 
sulted about the breeding and supply of laboratory animals, 
their care and maintenance, the choice 'of anaesthesia, etc. 
‘It was worth while studying the UFAW Handbook and keeping 
in mind such points as these : needles should be really sharp ; 
animals should have adequate space for exercise ; most'animals 
in captivity required water to drink ; the best methods of anaes- 
- thesia should be known and practised; and there should be 
the same care and forethought given to the planning of animal 
‘as to the planning of test-tube experiments: - 
too, if all medical students were required to attend one lecture 
on, the functions and scope of animal experimentation in 
medical research, 

` Professor ALASTAIR N. WORDÈN, editor of the UFAW Hand- 
book, commented on the ‘quickening of- interest and recent 
progress in the use of small animals. for biological research. 
He mentioned particularly the setting up of the Laboratory ` 
Animals Bureau by the Medical Research Council ; studies on, 


animal breeding and feeding at the National Institute for 


Medical Research, Hampstead ; and tbe publication of the 


UFAW Handbook. He stressed the need for better ‘standards - 


in the training-and status of animal attendants; the use -of 
suitable food-containers to avoid wastage ; the need for'supplies 
of homogeneous stock; and the steps fo be, taken to. avoid , 
natural parasitic, bacterial, and virus infections among labota- . 
tory animals. -> 
Professor R: J. V, PULVERTAFT felt that strong representations 


should be made to hospital management committees, and ‘other . 
lay hospital bodies on the requirements for-the proper housing. 


and care of laboratory animals. Professor G. P. CROWDEN 
(London) said that more attention' should be’given to environ- | 
mental conditions—heating, lighting, ventilation, and: relative . 
hhumidity—in animal, houses. ` 
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They’ might also lead to the use of a ' 


It would be useful, : 
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SECTION OF RADIOLOGY 

Tuesday, June 28 ' 

"Scope: ‘aud Limitations of , Radiotherapy 
Dr: J. $. FULTON (Liverpool) said that the action of radiation in 
the x and gamma ranges was fundamentally damaging. . The 
effect of the dosage depended upon the volume of tissue irradi- 
ated. ‘This concept enabled the effect of small doses in inflam- 
matory conditions or of large doses in malignant disease to be 


_assessed. A more favourable response was usually obtained 


when the treatment was in a relatively vascular area ; it was 
less good when the vascular supply was temporarily impaired. 
Patients with carcinoma of the tongue who had syphilis or had 


` had it previously, for example, invariably responded less favour- 


ably. Carcinoma of the lung, which appeared to be on the 
increase, offered a field in which radiotherapy was of real value, 
although it could’ rarely be regarded as other than palliative. 


. The relief’ from pain and dyspnoea which radiation afforded’ 


was a genuine contribution to the treatment of the condition. 
Carcinoma ‘of the oesophagus, again, was another valuable 
field for radiotherapy, and the same applied to radio-sensitive 
tumours of the nasal accessory sinuses. 

"- There was a tendency to regard tumours of ‘bone as Hopeless, 
but this view was frequently unjustifiable, and he instancéd cases 
in which good results’had followed radiothérapy. In the treat- 
ment -of non-malignant conditions he had obtained consistently 
good results in plantar verruca. The value of radiotherapy in 
ankylosing spondylitis and arthritic conditions was well 
established. 

Dr. CHESTER WILLIAMS (Bradford) discussed freatment by 
radiotherapy in four anatomical sites. In the skin, radiotherapy 
had achieved its greatest success in the treatment of accessible 
tissués, but the more experienced the dermatologist the more 
conservative he was'in its use. A dermatological colleague had 
come -to the conclusion that it should not be used to treat 
lesions of the palm of the hand or the sole of the foot. Sufferers 
from pruritus ani needed urgent rélief, which could be given 
in many cases by radiotherapy. Over 90% of rodent ulcers 
were treated successfully, but there were limitations in the 
treatment of epitheliomata—for example, radiotherapy was not 
successful in the treatment of: epithelioma of the dorsum of the 
hand in the elderly. Lesions in the mouth, whether malignant 
or non-malignant, responded well to radiotherapy. Jn cancer of 
the breast he believed that simple mastectomy and radiotherapy 
was: the treatment of choice. In cases of recurrent and meta- 
static cancer isolated nodules could be treated and would remain 
isolated for years, but multiple skin nodules presented an almost 
insoluble problem. Radiation could be repeated too often ; 
plantar warts should be treated once only. There were also 


.long-term dangers_in. treating excessive hair growth. 
' In some general discussion Professor B. W. WINDEYER said 


that radiotherapy must be regarded “as a dafigerons method of: 
treatment, not to be used when other simpler and less dangerous 
methods would be effective. With regard to the treatment of 
ankylosing spondylitis, if the radiation was given through the 
sacral joints sterilization was apt to follow, but he thought it 
was possible to apply the radiation tangentially through those 
joints in such a way as to avoid this sequel. 

Dr, J. R. NUTTALL (Leeds) said that in cases of carcinoma of 
the prostate he had used a combined method of orchidectomy, 
stilboestrol, and. radical’ x-ray therapy; quite a number of 
patients were alive and well after four or' five years... Dr. C. G. 
Hrrcacock (Harrogate) said that sometimes children were seen" 
with warts very widely distributed over the body ; if the main 
groups were treated the whole body was freed. Dr. FUTON 
said that this was a well-authenticated phenomenon. Warts 
were contagious, and by taking a careful history the mother 
wart could be located ;:if it was treated radically all the warts 


‘would disappear. 


A. question was raised on the use of x rays in treating straw- 
berry naevi. Dr. CHESTER WILLIAMS: said that he had tried to 
persuade mothers who had children with this disfigurement to 
leave it, i at least until the children had to go to school; but if 
the naevi did ‘not disappear spontaneously it was a very slow 
process. Dr. FULTON said that the worst possible thing was the 
application of carbon-dioxide snow. 
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j SECTION OF SURGERY 
ork - Tuesday, June 28 

, Prostatic Obstruction 

With the president, Mr. T. V. PEARCE (Harrogate), in the chair, 
Mr. H. HAMILTON STEWART (Bradford) opened the discussion 
by a consideration of 2,192 patients treated in hospital and 
private practice. The safest course ‘for the general practitioner 
was' to dispatch the patient suffering from acute prostatic 
retention to hospital... The dangers of attempting catheteriza- 


tion were trauma, infection, the effects of rapid decompression, 


and failed catheterization, but if instrumentation was per- 
formed these could be offset by a, careful technique. An 
‘initial injection of 10.ml. of sterile water-soluble‘ lubricant into 
‘the urethra was given. The catheter, its end clipped to-lock 


the air_in its lumen, was then introduced through a meatus, 


controlled by compression of the glans. This procedure 
allowed a hydraulic column to advance ahead of the catheter 
and prevent damage to the rhucosa., Catheterization should 
never be repeated. Suprapubic aspiration, the alternative to 
catheterization, carried the risk of damage to an intraperitoneal 
dome. “Silent retention ” was easily overlooked if the bladder 
dome was intraperitoneal ; to detect it, bimanual examination 
was invaluable, with ballottement of the bladder between a hand 
on the abdomen and a finger in the rectum. Diagnostic catheter- 
ization was dangerous, and unnecessary unless’ urethral stricture 
coexisted. In general, prostatectomy was desirable as soon 
as the diagnosis.was established, unless coincident disease 
made the expectation of life short. Only if obstruction was 


slight and residual urine was small in amount might the patient - 


be treated conservatively—and watchfully. Indwelling catheters 
required special care ; the instrument should not be too large, 
and leakage of mucus around it should be encouraged by 
careful and repeated removal of the meatal crust of dried 
discharge. The „presence of a congenital stricture’ of the 
urethra called for ‘special care; tight meatal strictures called 
for meatotomy, higher strictures for transurethral prostatectomy 
by the perineal route. ; i 
It was a mistake to use one method of prostatectomy to 
the exclusion of all others. In 1,347 perurethral operations, 
performed with the use of the Thomson punch, the mortality 
had been 3.04% even though most of the bad-risk cases were 
included. If properly performed this procedure allowed as 
thorough a removal as any other and there was no greater 
.Tisk of recurrence. Open operation, in one or two Stages, and 
chiefly by the transvesical route, had been performed in 613 


~ 


~- 


 -cases, with a mortality of 2.93%. The one-stage operation had . 


been used in an increasing proportion, and in the last five 
years had been used in 70.9% of the patients treated by open 
operation, with virtually the same mortality as was obtained 
in the 16% of patients so treated in the previous five years. 
The main indications for the open operation were (1) the con- 
currence of prostatic ‘obstruction with cancer, diverticulum, or 
- stones in the bladder, or with congenital_or acquired stricture 
of the urethra, and (2) large prostates weighing more than 
70 g. Multiple resections were to be avoided except when 
the only alternative was a permanent suprapubic tube. For 
carcinoma of the prostate large doses of oestrogen were indi- 


cated,. obstruction being relieved by transurethral wedge- 


resection, 


Mr. Witson Hey (Manchester) concluded from. the fine 


results recorded in the previous paper that cases of enlarged 
prostate should go .to the specialist and not to the general 
surgeon. in the preparation for operation penicillin and, if 
possible, - Streptomycin were preferable to sulphonamides. 
Particularly, these drugs must -be given before and after 
catheterization. If catheterization must be performed (and 
suprapubic puncture was preferable) then prostatectomy should 
follow in 48 hours. Malignancy after removal of an apparently 
benign prostate was’ a special danger now that the survival 
period after prostatectomy was increasing. | Subcapsular 
orchidectomy followed by minimal doses of oestrogen ‘was 
employed in combination with prostatectomy whenever cancer 
was suspected. 


Mr. ASATON MLER (Bristol) argued in favour of the . 


retropubic operation. He supported the previous speakers in 


“a 


'be removed in an hour. 


their advocacy of early prostatectomy and, in acute retention, 
immediate prostatectomy. Where immediate prostatectomy 
was inadvisable, low suprapubic puncture was preferred to 
catheterization. Diagnostic catheterization of patients not yet 
in acute retention, was not now desirable. The desire to 
micturate after naturally emptying of the bladder was a better 
index of a high residual urine. Intravenous cystography imme- 
diately after natural micturition gave an even more precise 
measure of the residual urine. The> transurethral operation 
was difficult, and in the hands of the inexpert dangerous, though 
its efficiency in expert hands was admitted. Transurethral 
resection was reserved for the small adenomatous or fibrous 
prostate.’ The only satisfactory method of distinguishing be- 
tween adenomatous and fibrous obstruction was cystoscopy, or 
preferably cysto-urethroscopy. The retropubic operation gave, 
in his hands, better results than any other, though probably no 


. one method should be used exclusively. Only in a few cases, 


particularly of smal] fibrous glands, was the operation difficult. 
Infection and secondary haemorrhage were particularly trouble- 
some in patients with chronic retention, but even in these 
the retropubic technique was more satisfactory than any form 


of two-stage operation. ` ` 


Mr. Jonn SWINNEY (Newcastle-upon-Tyne) attached parti- 
cular importance to the character of the stream of urine 
observed when the patient micturated before him. Rectal 
examination provided little information: of the total size of 
the enlarged gland and must be supplemented by cysto- 
urethroscopy.' Cystoscopy should be followed at once by opera- 
tion in cases when it provided a clear diagnosis of obstruction. 
The amount of residual urine was considered an unreliable 
guide to the bladder condition ; against it must be considered 
the degree of tone in vesical and sphincteric muscle. | 

Transurethral resection was limited:to glands of less than 
100 g. weight—the maximum amount of tissue which could 
- Bulky upward enlargement lent itself 
to the transvesical operation, bulky lateral and posterior 
enlargements to the retropubic. The total mortality rate was 
4 to 5% in any year. The lower rate (1-2%) reported in the 
United States could not be easily explained ; the speaker, using 
the same technique in both countries had obtained a sub- 
stantially lower mortality, rate in America than he had 
subsequently obtained in England. Perhaps the explanation 
was that in the former country patients, more prostate-conscious, 
came to the surgeon earlier. x 

In the subsequent discussion introduced by Mr. JAN FRASER 
(Belfast), vice-president of the Section, Mr. THomMsas Moore. 
(Manchester) pointed out that the transurethral procedure, ` 
often advantageous as it might be, was a.serious operation if 
adequately performed. ` In his experience the retropubic opera- 
tion was of less magnitude and, on the whole, better sustained 
by the patient. Mr. R. Marcus,(Liverpool) urged that strepto- 
mycin be.reserved for use against the rare pyelonephritis after 
operation ;` if given before operation streptomycin-resistance 
might occur. P : 

Replying, Mr. HAMILTON STEWART emphasized the iniport- 
ance of meticulous haemostasis in preventing’ post-operative 
haemorrhage ; serious haemorrhage could not be controlled 
‘by catheter lavage. In the detection of malignant disease a 
positive diagnosis by either clinician or pathologist should 
stand against a negative diagnosis by the other. In the 


“treatment of cancer of the prostate, castration and oestrogen 


therapy were preferable in the first instance, to be “followed 
by deep x-ray therapy if symptoms returned or if the histo- 


- logical pattern of the tumour changed, as it sometimes did. 


Mr: Wrison Hey, replying to questions, said he preferred 
the vertical incision when malignant disease was suspected, 
because of the greater access it afforded, and the transverse 
suprapubic incision in other cases. Haemostasis depended on 
accurate use of the endotherm apparatus. The transvesical 
approach seemed preferable to others because of the wide 
visual access which it afforded. In the treatment of suspected 
‘prostatic cancer wide resection of prostate and seminal vesicles 
was a prerequisite, even if if put the rectum to a little hazard, 
or if it entailed opening the peritoneum ; carcinoma sometimes 
developed, after prostatectomy, in the seminal ,vesicles. ; 


| ` 
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SECTION OF ANATOMY AND PHYSIOLOGY f 
Tuesday, June 28 >, p 
i Control of “Activity in the Gastro-intestinal Tract 


Professor R. A. GREGORY- (Liverpool) gave an account of 
experimental work designed to determine the nature of the 
mechanisms ‘controlling intestinal tone and motility after meals 
in relation. to the passage ‘of food along the intestine. Observa- 


+ 


'tions'had been made on unanaesthetized dogs with two Thiry- 


Pd 


Vella loops in the-mid-part of the small intestine. 
fed into the loop from a reservoir and the‘rate of passage of 
fluid and the associated intestinal contractions could be 
recorded ; the method. was more sensitive than those employ- 
ing balloons i in the Jumen of the gut.’ It measured the resistance 
to the flow of liquid: and the general nature of the motility 
elicited in ‘the loop. A general diminution, intone was associ- 
ated with a rapid flow`and a decreaseʻin rhythmic contractions. 

After a prolonged fast the loop was in a “ basal” state on which 


' there were superimposed some alternating periods of quiescence 
and activity. When -a meal was. given there were almost: 
. immediate changes with slowing of the. flow and an increase 
in motility. The effect of a meal might last for several eke 


though in diminishing degree.- <> ; 

Analysis showed that the response was nervous and was 
mediated through the vagus with two probable sites of origin,- 
(a) cephalic reflex stimulation, and (b} distension of the stomach. 
If the animal was “ sham-fed " the typical response occurred 
even though the food had -not entered the stomach: .Alterna- 
tively the response appeared if the stomach was distended by 2 
balloon or if the mucosa was stimulated gently by a blunt 
instrument inserted through a fistula. The reaction did not 
occur if the loop was denervated, but was gradually restored as 


“regeneration took place. 


The effect of alterations in the chemical composition of the 
fluid perfusing the gut had, also been studied. - The addition of 
bile salts, protein- digestion products; or hypertonic saline 
retarded or stopped the- flow, and the contractions of the loop 
were increased so that the fluid tended to-reflux to and fro 
between the loop and the reservoir. Increase in acidity of the- 
fluid slowed the flow until some neutralization had ‘been effected. 
It was thought that there were local reflex arcs in the wall of 
the intestine, because the response to’ chemical changes was 


‘ abolished by. applying a local analgesic to the mucosa. 


Dr. J.-J. SPma (London) held that the. peristaltic wave ,was 
the most important means of intestinal propulsion, and that 
there wag no evidence of a physiological mechanism ‘to, pro- 
duce retroperistalsis. The sphincters might operate to -prevent 
retrograde movement of the intestinal contents. l 

‘Dr. J. N. Hunr (London) described work undertaken: at Guy’s 
Hospital on the ,rate of emptying: of the stomach. Existing 
techniques for test meals-did- not allow a complete picture 
of the emptying patternto be built up, but~by giving-serial test 
meals to an accustomed subject on successive days and with- 
drawing specimens after different periods it was possible to con- 
struct charts which would show, for: ‘any instant, the volume of 
the original meal remaining in the stomach, the volume of the 
gastric contents, and the rate at which the. gastric contents were 
leaving by the pylorus. 
inert, contained pectin, sucrose, phenol red, and NaOH to adjust 
to pH 6.5. The amount of dye remaining in the stomach could 


be calculated, and therefore the rate at which the meal was - 


-passing through the pylorus. 


The pattern of emptying had been found to be much more 


regular and -fixed than had beén expected. In 21 subjects the 
mean rate of emptying was 3% of ithe gastric contents per 
minute—the rate of emptying varying with the volume of the 
gastric contents, ‘provided the:stomach contained between 20 and 
750 mi. of standard meal, 
every 22 minutes. 

Dr. A. A. HARPER (Manchester) siveye the development òf 
knowledge about the regulation of gastric and pancreatic secre- 
tiom: He had confirmed Mellanby’s findings that secretin caused. 
a copious flow of enzyme-free pancreatic juice and that stimula- 
tion of the vagus led. to the appearance of ‘a, small volume of 
secretion rich in enzymes. Even ‘when ae nervous connexions 


`~ 


r ™ a 


Fluid was. 


The meal, which was physiologically} ` 


About half the contents’ Pesce out 


a 


had been. cut the passage of a mel ae the stomach was 
followed by a large secretion of pancreatic juice containing 
enzymes.: Working with Professor Raper, he had isolated 
pancreozymin, a hormone which caused enzyme secretion. This 
action was not affected by aronne and the findings had been 
extended to man. ~ j 

The duodenal contents were drawn off py a tube, and the 
injection of secretin caused the formation of a large volume of 


_ enzyme-free fluid. If pancreozymin was injected when the fluid 


secretion had been established by- secretin. there was a slight 
increase in the rate of secretion, which ‘then contained amylase, 
trypsin, and lipase. The preparations of pancreozymin were 
probably not completely pure,, because contraction of the gall- 
bladder occurred, but they might make possible the develop- 
Ment of more complete tests of pancreatic function in man. 

Understanding : of the regulation of gastric secretion had 
advanced, similarly. Edkin’s claim that a hormone, gastrin, 
which regulated gastric secretion could, be extracted from the 
pyloric mucosa was opposed because of the. discovery that 
histamine was a powerful stimulant of the oxyntic cells. .But 
recently Komarov and-others bad extracted from the: antral 
mucosa 2 protein-like, histamine-free substance which promoted 
the secretion of hydrochloric acid from the stomach. ‘ The’ 
search for a substance, analogous to pancreozymin, which would 
stimulate the secretion of pepsin had so far been unsuccessful. 

Dr. -R. E. DAVES. (Sheffield) dealt with the mechanism of 
secretion of gastric juice. “Pure” gastric juice was a mixture 
of the secretions from several types of cells. © Recently, bio- 
chemical experiments on isolated gastric mucosa, using indicator 
dyes, had shown that the oxyntic cells were responsible for the 
secretion of hydrochloric acid at a concentration of ‘0.16 M, 
which corresponded to pH 1.4. 

The acid was formed as such by the oxyntic cells and not in. 
the form of a precursor. Using isolatéd gastric mucosal pre- 
parations, chiefly from amphibian stomach, it had been shown 
that the acid secretion ‘depended on an ionic exchange. When 

- the gastric mucosa secreted acid there was an uptake of carbon 
dioxide equivalent to the acid secreted: Hydrogen ions came 
ultimately from the water of the tissue fluid and blood and an 
equivalent amount of bicarbonate ions was passed into the 
blood in exchange for chloride ions ; this explained the alkaline 
tide in urine after meals. The actively acid-secreting stomach 
required supplies of carbon dioxide from the arterial blood, and 
the rate of acid secretion could be so fast that the output of 
hydrogen ions might be much greater than the uptake of oxygen 
from the blood or the rate of production óf carbon dioxide 
from metabolism in the’ stomach. 

If in isolated gastric mucosa secretion was simulated i in the 
absence of external supplies of carbon dioxide, then ulcers and 
perforations might occur. Carbon dioxide prevented this, 
apparently by preventing the accumulation of alkali formed 
within the oxyntic cell concomitantly with the acid. Since many 
more hydrogen ions were formed than oxygen molecules used, 
most of the hydrogen ions must come initially from the water of 

‘the blood, and electrochemical work was needed to separate the 
positive and negative charges. 


à 
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SECTION OF ORTHOPAEDICS 
Tuesday, June 28 
Fractures of Radius and Ulna 

With the president, Mr. R. BRooMHEAD (Leeds), in the chair, 
Mr. E. Mervyn Evans (Birmingham) opened a discussidh on 
closed fractures of the shaft of the radius and ulna. He empha- 
sized the virtues of non-operative treatment, basing his discus- 
sion on torsional derangements of the radius, which were 
insufficiently recognized. Failure to reduce them was the 
largest single element preventing an accurate position being 
‘obtained.and kept. The best method of checking torsion was 
by-comparative radiographs of ‘the patient’s opposite forearm 
in varying degrees of pronation and supination. Views of the 
upper ‘end of the ulna and radius were taken of both limbs 
with a tube centred on the front of the forearm and tilted 
20 degrees towards the elbow. On the fractured side the upper 
fragments were brought into equilibrium by the action of the 
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mireundinë muscle, and it remained ani to select the. correct 
angle of lower forearm’ position by making a comparison with 
the shadow of, the upper radial.contours of the opposite fore- 
arm and then to correct length and angulation. Accurately — 
' ` reduced, the majority 'of these fractures remained stable; and 
` retention in plaster was satisfactory. For oblique single frac- 
tures of the radius, or those also’ involving the distal end of the, 
ulna, it was necessary to apply traction to the thumb for 
several weeks. In’ very few (even comminuted) fractures was 
. at necessary, to carry ‘out open operation. Rules for the posi- 
‘tion in which to retain forearm fractures based, upon their site 
did not hold? The higher the fracture was-in the forearm, the 
more often did it appear that, supination `of the lower ‘frag- 
ments was necessary, though the speaker’s study of 50 cases 
showed that the torsion position was inconstant. 

Mr. F. W. 'HoLDswoRTtH (Sheffield) emphasized the need for 
open reduction and plating for ‘those special types, for which 
thumb traction ‘had been advocated as well as for the majority.of . 
other fractures which, because of minor degrees of obliquity, 


and comminution or of the great liability to soft-tissue inter- ` 


' pGsition, were unstable or slow in;uniting. Such a, course 
enabled ‘the case, within a day or two, to be treated as one 
-almost of soft-tissue repair and without splintage. Such treat- 
ment was dependent upon perfect surgical technique, with avoid- 
ance of clumsy instruments and unnecessary soft-tissue damage. 
Mr. I. LAwson' Dick (Bradford), in underlining Mr. Holds- 
_ worth’s argument, mentioned the liability of the radius, after 
` closed reduction, to anguiate inwards, and that continued trac- 
tion on the thumb or any other part of the hand brought its own 
problems of rehabilitation. :Mr. H. H. LANGSTON (Winchester) 
pleaded for a critical assessment of the need for operation in 
every particular, case, and Mr. N. Ross Smrra (Bournemouth), . 
- while favouring, closed methods; thought that some: cases were 
. . better treated by the simple interlocking of fragments through 
. small incisions) Mr. G. A. POLLOCK (Edinburgh)* believed a 
middle course was right in most cases, for good function could, 
be obtained in spite of interior defects. of anatomical reduction. 
' Dr. F. W. Hanrorp (Northern Rhodesia) felt that the advo- 
cates of open reduction had underestimated the risks of infec- 
‘ tion. Mr. H. H. Hul (Western Australia) felt that there were 


`- risks in the early movement of plated bones, and found func- ` 


tion just as good in those éases in which closed reduction was 
maintained. 

= The discussion was concluded by Mr. Mervyn Evans, who, ' 

`. while agreeing that open operation was rarely needed, thought 
that the decision should not be prejudged—a’ delay of two 
weeks was not harmful. Soft-tissue interposition, comminu- 
tion, and minor obliquity did not in themselves provide reasons 
for open operation of any kind. `. i - 

Lesions of Thoracic Inlet , ' 


i aN discussion on upper-limb ‘pain due to lesions of the 
thoracic inlet was opened by ‘Professor LAMBERT ROGERS 
'(Cardiff),. who described the anatomical relations of the bony * 
circle that comprised the inlet, arid the structures, normal and 

_ “abnormal, which might: cause compression, angulation, or 
chafing of the subclavian artery or-the branches of the brachial 
plexus as they passed over the aperture. Man’s assumption of 
the erect posture, and the dependent_position of the limb, had 

~ + lower limb such. lesions were unknown, because the evolutionary 
process had had a reverse effect. There were two types of case. 

Thę' commoner, of neural origin, was due to the lowest trunk ” 

of the: brachial plexus being sttetched over and compressed 

against a cervical rib element of ‘bony or fibrous nature, an 
abnormal first ‘rib, the medial tendinous fibres .of the scalenus 
medius muscle, of an abnormal scalene muscle. 

Lambert Rogers felt that too much emphasis had been laid 

upon the scalenus anterior muscle—the medius was often more - 

important. The less common (8 out of 35 operations in his 
be type of case was vascular in origin and due'to compres- 
sion of the subclavian artery between ‘the clavicle and a cervical ' 
or abnormal first rib.. In cases-of the neural type-pain was of 
tingling character and mainly of ulnar distribution. In vascular 
cases the aching pain of same was associated with peri- 
pheral coloùr changes. pa ; 


7 


` 


1 


favoured the angulation of these structures, whereas in the, 


. Professor ! 


5 


.he would-add two others: 


' pre-venous phrenic nerve. 
compression of the subclavian artery between a cervical rib, 


_ carotid artery and a contralateral hemiplegia. 


He condemned scalenus anterior tenotomy. Gone.’ s Though 
necessary as a stép in. operative exposure, the exposure must be 
carried through to the; actual site of compression, which should 
be dealt with adequately. The chief lesions from which these ` 
thoracic inlet disturbances must be distinguished were writer’s . 
cramp (hysterical) and cervical intervertebral disk protrusions. 
The lattér were radicular in site and more cephalic in distribu- 
tion, generally affecting the 5th, 6th, or 7th cervical segments.) 
A useful test which also was of therapeutic value was splintage 
of the upper limb. 

Mr. A. C. BINGOLD (Leeds), thought that the lesions under 
discussion should be termed the thoracic inlet syndrome, and 
Pancoast’s syndrome, in which - 
tumours.in this space cause pain in the-shoulder and inner side 
of the arm, intrinsic-muscle atrophy. Horner’s syndrome, and, 
radiologically, an~apical pulmonary shadow with more or less 
rib destruction.” The other type was that shown by E. S. R. 
Hughes to be due to compression: of the subclavian vein by a 
' A possible serious complication’ of 


and the clavicle was aneurysm, from which, if thrombosis 
occurred, retrograde spread might cause embolism through the 
Many cases of 
thoracic inlet syndrome were in grossly overworked housewives ; 
the usual treatment by rest, etc., was economically impossible: 
Much relief: could be obtained by training such patients in 
scalene muscle relaxation’ and’ by galvanic treatment of the 
neck muscles—a cure usually being effected in ‘six to eight, 
weeks. ` 

Mr: Ross SMITH mentioned that there were other lesions of 
the_cervical disk besides protrusion which caused symptoms, 
particularly in the elderly. These degenerative changes‘ should 
be borne in mind i in the differentia] diagnosis. Mr. HL believed 
that the radiological evidence of protruded cervical disks was“ 
unreliable. r 


SECTION OF RHEUMATOLOGY 
Tuesday, June 28 
Rheumatoid Arthritis in the Young 


Dr. BERNARD, SCHLESINGER (London) said that à wider view 
of the clinical picture of rheumatoid arthritis with less emphasis 
on the locomotor system was more likely to cast fresh light on 
its aetiology. Study of the disease in its most acute form: and 
from the onset in the young might be profitable. He had chosen 
for study 20 patients, all of whom suffered from considerable 
fever and the general acute manifestations first described ‘Dy: 
Still The onset was usually abrupt, and began with arthralgia, 

followed by migratory arthritis, an urticarial or maculo-papular 
rash, adenitis, and sometimes splenomegaly. Fever was usually 
high . and continuous at first, but later occurred in irregular 


‘ periodic bursts. Complete recovery with no residual arthritis 


-was the final result in four cases ; 10 developed typical rheuma- 
„toid arthritis, two were still in the acute SHES: and four patients 


` died. 


Apart from a slight degree of anaemia, the most significant 
change in the blood- picture was a marked leucocytosis at the 
_ beginning of the disease, which soon dropped to normal. Leuco- 
penia’ followed in.a few cases, sometimes .terminating in 
agranulocytosis. Leukaemia was the final result in two cases. 


‘Occasional complications were pericarditis, : pneumonitis with 


pleurisy, and Jaundice ; rarely, cirrhosis and eucepnaniss were 
observed. 

In many, ways these 20 cases resembled some of the rarer 
arthritic disorders such as intermittent hydrarthrosis, angioneural 
arthrosis (Solis Cohen), palindromic rheumatism (Hench and 
Rosenberg), and Felty’s, syndrome. Comparison with lupus 
‘erythematosus and polyarteritis nodosa might help to elucidate 
the cause, and some allergic basis was suggested. The form of 
the antigen was probably bacterial, the initial leuacocytosis being 
a sign of the primary invasion. The ‘occasional leucopeni: 
developing later with agranulocytosis and, rarer still, leukaemi 


“Might be due to repeated! anaphylactic ‘assaults on the bone 


marrow. The-character of the fever, the clinical course, ths 
regions involved, and the type of lesion i in Still’s disease all gav: 
support to this theory, but many points remained obscure. Ne 


to thinking in terms of endocrinology. 


- then the disease returned. 
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one had yet discovered the nature of the antigen, explained how . 
it produced, a prolonged disease with progressive inflammatory 
lesions,, or: what predisposed certain individuals .and ' allowed 
others to escape. In conclusion Dr. Schlesinger. considered 
that “cortisone”? might one day be used in the treatment of 
this disease, and in this connexion mentioned one of his patients . 
who became hirsute when the iliness itself had subsided. 
Professor W. S. McR. Craic (Leeds) commented on the return: 
‘The sex incidence ‘in 
infective. arthritis was of some interest in this connexion. .In 
the adult it was most common in females af, about 20 years 
and 45 years of age, the, latter often coinciding with the 
climacteric. In the child infective arthritis came at the time 
of most active growth—namely, about the age of 5 years. ‘He 
looked for some common factor such as infection, and pointed 
out that at the age of 5 years infection was usually acute, not 
chronic, and that foci of infection were more commonly found 
at that age. | A es e g ; 
He urged the need for research on a broad national basis, 
because of the comparative rarity of the, disease and lack of 
clinical material. He considered that parallel studies should 


be carried out, and in this way it might be possible to check ' 


up on such factors as climate, soil, etc. “He put in an earnest 
plea for treatment of the child in the home with home helps 
and visiting teachers ‘rather than in’ residential special schools 
or convalescent hospitals. 
more money should be spent on this type of case rather ‘than 
as at present on patients with a Jess favourable prognosis. He 
thought that a generous diet was an important part of the 
treatment. , i , 
Dr. DonaLp WILson (Bognor Regis) commented on the rarity 
of the disease, but thought it was possible that this was 
exaggerated and' that it was at, times confused with other 
diseases. In treatment he: emphasized that to avoid deformity 
orthopaedic, measures were needed at an early stage.. He gave 
an account of a child of 11 years he had seen suffering from 
this disease, treated with ACTH - (adrenocorticotropic hor- 
mone) in a hospital in Philadelphia. There was alleviation of 
symptoms after three hours, and in eight hours all symptoms 
had disappeared. The child was running about and the E.S.R. 
was normal. ‘The reversal of symptoms lasted eight days, and 
Dr. Wilson thought that it was 
difficult to reconcile primary infection in the aetiology of Still's 
disease if cortisone or ACTH could cause the disappearance 
of all signs and symptoms in such a short space of time. 
Dr. GEORGE D. Kersey (Bath) commented ‘on shock as the: 
trigger mechanism in precipitating the onset of Still’s disease, 
and considered this another link in the theory of excessive 
strain on the adrenal cortex and anterior pituitary. He -said 
also that the onset of the disease during the period of most 


-rapid growth might point to changes in the anterior pituitary. 


He wondered if the effect of cortisone and ACTH on the 
blood picture, in that it caused a fall in lymphocytes and 
eosinophils, might have'some bearing on the leucopenia ard 
occasional agranulocytosis observed by. Dr. Schlesinger in his 
series of cases. : ek 

“In reply ' Dr, SCHLESINGER said that he did not regard diet 
as an important factor in Still’s disease. Most of the children 
in his series came from well-to-do homes. -He pointed out 
that, in a disease where orthopaedic and other measures. were 
essential, admission to, hospital was a necessity in the acute and 
subacute-phases of the disease. He had not found gold therapy 
of any value, nor had he had good results with transfusions 
using blood from pregnant women, or with induced infective 


\ 


hepatitis. < o 


. 


Clinical Demonstration: , f 

Sir -HENRY -Conen (Liverpool) demonstrated three cases from 
the Royal Bath Hospital of arthritis occurring in girls in the 
first decade of life: a child'aged 5, whose illness had started 
at the age of 15 months; one aged 15, who gave a seven-years 
history ; and a woman of 22 years, whose arthritis began at the 
age of 3 and had left her severely crippled. 

Sir ‘Henry stated that these three cases illustrated a lesson 
which still needed emphasis—that we were too apt to isolate as 
separate diseases under the labels of Still’s disease, . Felty’s 


- 
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syndrome; and the like, a number of pathological states whose 
common feature was arthritis, implying that these might be the 


. expression of differing: primary essential causative factors. 


+ Experience showed that cases of so-called rheumatoid arthritis 
: were part of a heterogeneous group of arthritides of 
“and probably of variable and dissimilar causation. Another 


unknown 


‘point which it seemed timely to stress in view of the striking 
effects of cortisone in securing reversibility of the arthritic 
state was that the arthritic changes which,in the early stages 
were- reversible became in later stages irreversible. Cortisone 
would not replace destroyed articular cartilage or reduce sub- 
luxated joints. Early diagnosis and treatment would -still be 
essential. Finally, Sir Henry emphasized the relation of peri- 
phera! vasospasm to the problem of arthritis and claimed that 
it was possible to recognize this as a major factor in the genesis 
of arthritis in some patients, a factor which possibly rendered 
the joints less resistant to the specific noxious agent. 

Sir Henry demonstrated also a classical case of gout and a 
doubtful case of gout in a man of 29. Since the latter patient 
had an atypical history, a normal blood uric acid, and had not 


‘<responded'to anti-gout therapy, Sir Henry doubted the correct- 


ness of the diagnosis. The absence of tophi at his age was not | 
of importance in excluding gout. 2 
Dr: Lese C. Hur, (Bath), in discussing these cases, agreed 
that the giving of individual titles to relatively rare diseases 
had. no clinical value. He commented on the significance of 
peripheral vasomotor spasm as exhibited in the -second case, 
and said that the incidence of this condition in patients with 


_ rheumatoid arthritis was-higher than in the normal person. It 


might well be “the soil ™in which this disease' could develop. 
Discussing the third:case, he indicated the danger of calling 
this a, self-limiting disease, and emphasized the necessity for 
early orthopaedic measures. i 

Dr. SCHLESINGER said that the marked effusion into the joints 
in the second child was in his opinion a very good sign, as it 
made adhesions less likely; in his experience it was the only 
type of joint which defeated all orthopaedic measures. 
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SECTION OF TROPICAL MEDICINE 
Tuesday, June 28 
‘Tropical Diseases as Aftermath of Wars 


Air Vice-Marshal T, C, St. C. Morton said that the most 
important and‘ the “commonest tropical disease among €x- 
Service men was amoebiasis. The usual clinical syndrome was 
one of irregular bowel action with, discomfort over the caecum, 
and the hepatic and splenic flexures felieved by the passage 
of flatus. The diagnosis was made by finding E. histolytica 
or cysts in the stool. The specimen should be sent, by post if 
netessary, to a centre which had special experience in this 
work. Sigmoidoscopy should also be performed. Amoebic 
granuloma of the rectum might simulate neoplasm, and dis- 
comfort in the right iliac fossa appendicitis. A correct diagnosis 
was important, because surgical intervention was contra- 
indicated. Liver abscess or hepatitis might also dccur. After 
they had been treated it was important to sterilize the gut. 

The treatment of amoebiasis of the intestine was by means 
of emetine bismuth iodide, reinforced by “diodoquin.” If 
there was ulceration, and in chronic relapsing cases, penicillin 
and sulphasuxidine proved valuable in removing secondary 
bacterial infection and allowing the ‘ulcers to heal; emetine 
was then mote effective. . 

, Colitis following bacillary dysentery was less common, It 
was treated by rest in bed, high protein diet, sulphasuxidine, 
and penicillin. Kala-azar might be found, especially in men 
returning from Bengal; it was often mistaken for undulant 
‘fever. Répeated marrow puncture might be necessary to estab- 
lish the diagnosis. Treatment was by pentamidine. - 

Enteric fevers were particularly common among those 
stationed in the Canal Zone in Egypt. There was little risk 
of frank cases acting as carriers in this country, because of the 
careful examination: before discharge from hospital, but mild 
atypical cases in inoculated persons might escape detection 
at the time. ; : 2 
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Dr. A. R. D. ADAMS (Liverpool) agreed that amoebiasis .was 
important and required thorough treatment. He relied mainly 
-On emetine bismuth iodide given as enteric-coated pills. 
Diodoquin had proved disappointing. Chiniofon, given as a 
retention enema, had been valuable. Anyone who was found 
to be carrying cysts of E. histolytica should be treated, since 
symptomiless infections might ultimately end in acute amoebic, 
dysentery even after lying dormant for 23 years. 

Amoebiasis was world-wide and flourished wherever sanita- 
tion was bad. He had found a family in this country, living 
under squalid conditions, seyeral members of which suffered 
from acute dysentery. Stools from 100: women had been 
collected in a general hospital and E. histolytica had been found 
in five cases. These five women had not been abroad and ` 
mone had suffered from dysentery. The true rate of infection 
‘was probably higher than -was aupecsied by this particular 
investigation. 

- Dr. J. P. CAPLAN (London) described his experience in treat- 
‘ing chronic intestinal amoebiasis at, Queen Mary’s Hospital 
at Roehampton, . Emetine used to be the foundation of treat- 
ment, but sometimes it proved disappointing. This might per- 
haps be ‘due to a changed method of production; much of 
the present material was prepared by a synthetic methylation of 
cephaéline. Failure might also be due to concomitant infection 
- with pyogenic bacteria; this should be treated by penicillin 
and sulphonamides. ' He now restricted the use of emetine to 
the treatment of complications of amoebiasis, such as liver 
abscess. His standard course was based ‘on diiodohydroxy- 
quinoline (“ diodoquin ”) 0.8 g. three times daily for ten days. 
This was reinforced by quinoxyl enemata, although these rarely 


reached the caecum. Dr. Caplan also discussed the treatment 


of relapsing benign tertian malaria in ex-Service men. Radical 
cure was best achieved by a combined course of quinine and 
pentaquine given for ten days in hospital. 

- Sir GORDON COVELL (London) discussed the diagnosis and 
treatment of malignant tertian malaria. * For prophylaxis he-re- 
commended proguanil (paludrine) or alternatively chloroquin. 
Quinine might cause blackwater fever in exceptional cases, 
and mepacrine psychosis; it also stained the face yellow. 
Chloroquin also might on rare occasions have toxic effects. He 
therefore used proguanil, but reinforced it with 900 mg. of 
mepacrine on the first day to reduce the fever more rapidly and 
to diminish the possibility of subsequent relapse. 

' Loaiasis 

Professor G. J. STEFANOPOULO (Pasteur Institute, Paris) spoke 
of loaiasis, which was common among Europeans working in 
French Equatorial Africa. Besides the well-known Calabar 
swellings there were other symptoms due to sensitization which 
might resemble acute rheumatism, synovitis, lymphangitis, 
Hodgkin’s disease, or tropical eosinophilia. Later the patients 
` became desensitized and most of the symptoms subsided, but 
pruritus and eruptions might occur. Geographical factors had 
Leucocytosis 
and eosinophilia would be found, and there were microfilariae 
in the blood in 40% of cases. Intradermal and complement- 
fixation tests were valuable, Litomosoides from cotton-rats being 
used as antigen: f 

Previously, specific treatment was unsuccessful, but 
“hetrazan,” which was given by mouth, had a, marked effect. 
Microfilariae disappeared from the blood in 48 hours. At first 
ali the allergic symptoms reappeared or ‘were increased—espe- 
cially oedema, pruritus, and rashes, which might be papulo- 
vesicular or ‘urticarial, After two days, however, these symp- 
toms*subsided. Relapse was common. He gaye 400 mg. a 
day for 10 days and repeated this course several times at 
monthly intervals. He was investigating the possibility of 
using hetrazan prophylactically to protect French engineers 
who visited West Africa for limited periods. 

Dr. F. HaAwkinc (National Institute for Medical Research, 
London) spoke of the valuable work carried out by Dr. 
D. M. Blair and Mr. Alves on schistosomiasis in Southern 
Rhodesia. He mentioned the new compound “ miracil,” or 
“ nilodin,” which could be given by mouth and cured infections 


with S. haematobium. He also described the work of Col. W.' 


Laurie and himself on hetrazan in the treatment of filariasis 
due to W. bancrofti. The action of hetrazan on adult worms 
was doubtful, but it was very effective in destroying micro- 
filariae ; apparently it acted as an opsonin. It would probably 
be useful for the mass treatment of whole villages infected 
with W. bancrofti, so as to prevent further transmission of 
the disease. 

' Professor H. E. SHortr showed lantern slides depicting his 
now historic discovery of the exo-erythrocytic cycle of the 
malaria parasite in the liver, a discovery which he and his 
colleagues described in the Journal of Jan. 31, 1948 (p. 192); 
March 20, 1948 (p. 547), and June 26, 1948 (p. 1225). Dr. H. 
STEINITZ (Tel-Aviv, Palestine) discussed a new syndrome, 

“eosinophilic erythroedema,” which had appeared in Palestine 
during the last seven years. Its cause was still unknown, but 
all the patients gave a positive response’ to filarial antigen. © « 

Dr. G. W. M. FINDLAY (London), president of the Section, 
spoke briefly on aureomycin. 


~ 


SECTIONS OF MEDICINE AND SURGERY 
. Wednesday, June 29 
~ Treatment of Peptic Ulcer 


With TA R. E. TUNBRIDGE (Leeds),-president of the Sec- 


tion of Medicine, in the chair, Sir HENRY Conen (Liverpool), 
opening the discussion, characterized peptic ulceration as the 
most important social and economic medical problem _aftér the 
group of rheumatic diseases. In this country 14 million persons: 
were computed to suffer or to have suffered from peptic ulcer, 


. and one-half of the males between the ages of 45 and 54 in the 


County of London. Peptic ulcers had in common a restriction 
of site to areas with which acid juice came in contact. If the 
proteolytic ferments and acids were subjected to an increase 
in their strength or in the duration of their action, an ulcer 
might be expected to follow, and a reduction in the resisting 
power of the mucosa’ exposed to them-would have a similar 
effect. Local vascular or inflammatory disturbance, for 
example, might lead to a lowered resistance of a mucosal 


“area and render it susceptible to the ferments. Spiced foods 


might effect a local irritation of the, oxyntic cells, but in general 
such a. local cause was unimportant; they must usually seek 
a more distant and usually. nervous cause: Anxiety or hypo- 
thalamic disturbance might produce an excessive secretion of a 


' juice unusually rich-in acid. In addition to the direct neural - 


mechanism there was-a humoral mechanism, perhaps also sub- 
ject to vagal influences, and dependent on ‘the secretion by 
antral cells of a hormone called gastrin, which stimulated acid 
production. The gastrin-secreting cells might be stimulated 
excessively by local irritative or inflammatory processes, by 
disturbances in neural control, ane perhaps by regurgitating 
bile. 

Treatment must aim at Heine acid ‘pepsin secretion and 
increasing mucosal resistance. (1), The neural secretion might 
be attacked (a) at a mental level by adjustment of the individual] 
to his environment and by the administration’ of sedatives, 
particularly of the “barbiturate group, or (b) at a peripheral 
level by atropine or vagotomy. (2) Hormonal secretion had 
been aitacked, not very successfully, by Ivy’s enterogastrone, 
an extract of intestinal mucosa, and by the administration of 
extract of pregnant mare’s urine. ~ Partial gastrectomy aimed 
at the same effect. (3) Attempts might be made to buffer acids 
by the frequent administration of food, to neutralize them by 
alkalis, to effect their absorption by certain synthetic resins, to. 
dilute them by water, or, surgically, to dilute and neutralize 
them by allowing intestinal juice to enter the stomach. 
(4) Gastrectomy, increasingly radical, had: been employed, 
apparently on, the general principle that without an ulcer- 
bearing area there could not-be an ulcer. 

Of the complications of peptic ulcer, perforation and stenosis 
required surgical treatment, and haemorrhage was increasingly 
treated by the surgeon too. Ulcers must be regarded-as mere 
incidents. in the life of the subject of the ulcer diathesis, and 
treatment must be directed to the patient as a whole rather than 
to his gastric mucosa alone. 
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Dr. C. N. PULVERTAFT (York) read ‘ie paper by the late * 
Mr. A. “HeDLey Visick—almost completed before his death. 
‘The two Sections had stood silent in tribute to his memory for. 
a minute when the meeting opened. In selecting a-scheme of 
treatment for an actual~patient, the knowledge of the general 
practitioner, who alone was familiar with that patient as a 
whole man, was of paramount importance. 
vary too from district to district, the family doctor being guided 
in his choice’ by the facilities for particular types of treatment 
„in his own area. Patients with a long history of the disorder, 
previous perforation, gastro-jejunostomy already performed, 
and persistent pain usually required. surgery. The patient’ S 


emotional constitution must be considered, and his economic | 


situation. The local pathological nature of the ulcer, the 
Scarring or stenosis it may have produced, and its deep penetra- 
tion were of importance too. = ae. 
_ The first‘method—ambulatory. treatmént at home—must be 
carried out by the family -doctor; with repeated follow-up by 
institutional methods. 
treated with high efficiency and complete safety by gastrec- 
tomy. The indications for medical treatment were (1) economic 
unsuitability for surgery, (2) economic suitability for prolonged 
‘inactivity, under medical care, (3) absence of stenosis, (4), short 
history, and (5) a pronounced anxiety ‘state, 
rhage or perforation and the suspicion of malignancy were 
absolute indications whatever were the attendant circumstances. 

Of surgical methods, gastro-jejunostomy was a safe operation 
for patients over 50 with stenosing duodenal lesions. Vago- 
tomy had not yet been finally assessed. Gastrectomy aimed 
at producing complete and . permanent- achlorhydria. To 
achieve this effect the gastrectomy should leave a remnant of 
stomach | measuring 5 in. by 2 in. (12.7 by 5.1 cm.), though when 
performed: for jejunal ulceration the remnant should measure 
only 1 by 1.5 in: (2.5 by 3. 8 cm.), and the whole greater curva- 
ture should be mobilized, with division of all vasa brevia. The 
operation must be regarded as only an incident in treatment, 
and dietetic and sociological matters must be adjusted after it, 
though a full diet,. alcohol, and smoking were usually per 
missible a week after operation. ` 

Mr. A. Davis Beate (Leicester). considered recom to 


be the only successful treatment for jarge or complicated peptic , 


ulcer, but it seemed an unaesthetic and unnecessarily drastic 
procedure to carryout in‘cases of. duodenal ulceration, and its 
results showed a smaller proportion of full economic successes 
than was generally realized. Wagotomy, seemed a more ‘physio- 
‘logical operation. . Its rationale was based on the reduction of 
gastric acidity, particularly of the night secretion, and the relief 
of muscle spasm which followed it. ‘Experience of 200 cases 
of vagotomy suggested that the operation was particularly 
suited to (1) uncomplicated duodenal and, pyloric: ,ulcers, 


(2) récurrent or jejunal ulcers after gastrectomy; and (3} small. 


early ulcers of the lesser curvature, especially towards its upper 
end. .The transabdominal approach was preferred to the trans- 
thoracic, since it permitted determination of the extent and_ 
nature of the ulcerative process. ; 

Vagotomy was followed by an meias B “of pain. 
A temporary ileus of stomach and small bowel lasted 24 to 
48 hours, to be followed by a gradual increase in intestinal 
motility during the succeeding’ 12 to 18 months, and consequent 
relief of any previous teridency to constipation. Temporary 
post-vagotomy cardiospasm always résolved spontaneously after 
2-3 weeks. Pylorospasm was the only cause of persistent post- 
‘operative syinptoms and was responsible for nearly all failures. 
Retention symptoms were present in some degree in 65% of 
cases, were objectionable in about half of these,-and were 
incapacitating in about 15%. l 

Apparent recurrerce of ulcer symptoms seemed always to be 
due’ either to incomplete neurectomy or to retention ; in no 
“case could it be':proved to-be due to persistent or- recurrent 
ulcer. The frequency of retention symptoms had led him in 
the last 100 operations fo combine vagotomy with pyloroplasty 
or gastro-jejunostomy, . and -2 certain’ proportion of the first 100 
patients, treated had subsequently required one or other of these 
additional procedures. Vagotomy, supplemented ` by’ pyloro- 
plasty (preferably) or ` gastro-jejunostomy,, afforded complete | 
relief from all dyspeptic symptoms, improvement in psycho- 


` Pi 


-Treatment would , 


Men under the.age of 30 could be’ 


Repeated haemor- | 


‘treatment had continued to have pain. 
‘te get the patient off milk and -back to work. The principles , 


' logical sulok and the ability to return' to full work six weeks 
after operation. 

Dr. RicHaRD' DoLL’ (London) discussed the sociological 
aspects-of peptic ulceration. In the latter half of the last 
century 50% of perforations were in women under 25 years of 
age, but since 1920 90% had been in men. A similar change 
had overtaken the incidence of haematemesis, It thus seemed 
reasonable to deduce that: Sociological inflyences were at work. 
Geographical differences in the incidence of peptic ulceration 
supported this deduction: Differences in: ‘the soctal scale, too, 
affected ulcer incidence ; deaths from gastric, but not duodenal, 
ulcer were more numerous relatively among the poor -than 


‘among the wealthy. Ain investigation by personal interview of 


5,950 ulcer. patients, 80% of whom had had a positive radio- 
‘logical, gastroscopic, or operative diagnosis, had been conducted 
by the speaker and Dr.. Avery Jones. The™ standardized 
morbidity ratios showed that the incidence of ulcer was highest 
in doctors. The incidence was average in bus and trolley 
drivers, lower than average in dgricultural workers.. Sedentary 
workers had a low incidence too, not statistically very con- 
vincing, but perhaps rendered less dramatic because some ulcer 
patients had been transferred to clerical-work as part of the 
treatment of dyspepsia. There was no difference in ulcer inci- 
dence between men on regular hours and men on shifts, between 
those who had regular and those who had irregular meals, but 


_ perhaps a. low incidence in the latter group was obscured by 


ulcer patients having moved, under advice, from the latter 
group. to the former. | 

There had been a rise in the incidence of ulcer during the 
recent war due to industrial fatigue rather than to danger, for 
the incidence of. perforation in Glasgow reached its peak before 
the air attack. on. that city (ingworth). Anxiety -at work was 
of high importance, but only in cases of duodenal ulcer, not 
gastric. Food processing and smoking were under investiga- 


_tion now, and preliminary results seemed to show no difference 


between the incidence of ulcer in smokers and in non-smokers. 
The changed sociological relations between children and parents 
now. as compared with the last century might be of importance 
in the increase in ulcer-incidence, and Halliday had blamed 
very ‘tentatively’ an unhappy background during the first five 
years of life for the subsequent development of ulcer. One 
interesting effect of the survey was that it revealed gastrecto- 


, mized patients happily and successfully performing all kinds 


of work, even the heaviest manual labour. 

_Dr. Cornet (Paris) said that ulcers of the anterior wall of the 
stomach were difficult to detect and follow by radiological 
tinethods, and their presence could sometimes be proved only by 
_gastroscopy. “Even gastrdéscopy had’ its own difficulties, the 


. great oedema around these ulcers sometimes simulating 
_malignant disease. 


+ Dr. J.-J. Semra (London) said that hydrochloric acid played 
no part in acute ulceration, but no chronic ulcer’ formed in the 


~ absence -of acid. Chronic ulcers might be classified according 


to their situation on a mucosa which normally secreted alkali 
(oesophagus, jejunum, Meckel’s diverticulum) or acid (stomach, 
first part of duodenum).. Acid, pepsin, or an acid-pepsin mix-- 
ture alone could'not produce ulcer. A second factor was also 
required, and that was the presence of bile in the stomach. 
Dr: J. Lrperz (Edinburgh) recommended the greater use of 


‘the Gregersen ‘slide test for the detection of occult blood in the 
stool as-a convenient and reliable method for the general practi- 


tioner to select thase of his dyspeptic patients who suffered 
from gastro-duodenal ulceration. Dr. D. R. BELLETTY (Assam) 
had found .a- high incidence’ of peptic ulceration in his _coolie 
patients, who were meat-eaters when they could get® meat, 
fairly heavy drinkers when they could get drink, and heavy 
smokers when they could get tobacco. Dr. MONTGOMERY 
(Montreal) reported that in North America they were coming 
to the opinion that the late results of vagotomy did not entirély 
fulfil the early’ promise of that operation. Dr. C. M. STEVEN- 
SON (Cambridge) blamed the cigarette but not the Pipe for 
ulcer-production. Dr. D. A. Jenninas (London) had found 
that only three of over 300 patients on ambulatory out-patient 
The real difficulty was 


of. treatment were primarily psycho-analytic—the patients must 
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be taught to. as ang to abandon, not merely to reduce, then 


smoking. ‘Controlled American experiments with nicotine-free 
cigarettes clearly showed oa importance, of nicotine in ulcer- 
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SECTIONS OF ‘OBSTETRICS AND GYNAECOLOGY 
- . AND RADIOLOGY | i 


Eo : Wednesday, June 29 


Radiography and Disproportion 


Mr. “ARNOLD! WALKER (London), vice-president of the Section | 


of Obstetrics and Gynaecology, called upon Professor Chassar 
Moir (Oxford). to’open the discussion.’ 


‘ Mor said he believed that distrust of pelvimetry had arisen 


- measurements. 


because radiologists as.a class had little first-hand knowledge. 


Professor CHASSAR ' 


Fa 


of obstetrics and often failed to appreciate the intricacies of ` 


childbirth. .Similarly, the obstetrician seldom appreciated the 
technical difficulties of x-ray methods. He pleaded for close co- 
operation between obstetrician and radiologist if progress was 
to be made. Disproportion was the most important of the causes 
of dystocia, and it was right that it should have special con- 
sideration, though measurements of it took no account of such 


‘important features as the force and frequency of the uterine 


contractions, the adaptation of soft tissues, or the moulding 
of the- baby’s head. Least of all did radiology measure the 
patient’s` psychology. 

Adequate pelvic examination, necessitated much more than 
recording the size of the conjugata vera, important as that time- 
honoured measurement was. Radiological measurement had to 
include examination of the pelvis in more than one projection, 
and. shiipe’ as ‘well as pelvic size was important.. The occipito- 
posterior position of the head, for example, was often associated 


‘with a pelvis greater in its antero-posterior than in its transverse 
Disproportion could be assessed ‘by various . 


methods. There was the “ impressionistic ” method, seen at its 


_. best in the- stereographic technique used by Caldwell ‘and Moloy. 


This was, however, a time-consuming ‘method. Bail and March- 
banks, of New York, hadď'. developed a° method of computing 
head volume and comparing it with pelvic capacity, but this 
suffered because the technical difficulties were formidable. 
Nicholson, of Moreton-in-Marsh, had related the pelvic area at 
brim level and at ischial-spine level to the progress of Jabour, 
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ful study, especially in relation to pelvic mobility. Co-operation | 
with the obstetrician was essential. 
Miss MEAVE KENNY (London) said -that sie was an “ impres- 


_sionist,” believing in the value of stereoscopic x-ray pelvi- 


metry. There was a great need for the accurate measurement of 


_the pelvis, for although the infantile mortality rate had fallen 
considerably i in the last half-century there bad been no difference ` 


in the figures of the years 1900 and 1947 of deaths in the first. 
day and first week due to birth trauma (Martin, British 
Medical Journal, 1949, 1, 438). The day might come when every . 
woman would have her pelvis x-rayed. There was no absolute 
indication nowadays for caesarean section, and the incidence 
of this operation had not’risen because of x-ray pelvimetry.. 

- Dr. S. Josepas (Newcastle-upon-Tyne) described his method - 
of cephalometry. He said that 30 cases had now been collected 
in which radiological cephalometry had been performed twice, 


‘and in no case had there been any evidence of growth during 


the last four weeks of pregnancy. - - That investigation was con- 
tihuing, with estimations of foetal skull size at 32 weeks, 36 
weeks, and at term. 

Mr. Linton M. SNAITH. (Newcastle-upon-Tyne) said that he 


. had been associated with Dr. Josephs in this important discovery. 
-He stressed the importance of estimating mid-cavity pelvic size, 
‘and labour should not be allowed to proceed where it was 


inadequate. Dr. ALAN Barker (East Kent). thought Professor 


Moir’s charts were the answer to the general practitioner’s : 


1, problems. 


but he had paid little attention to the size of the foetal head’ 


and he had not considered sufficiently the variation of prognosis 
that derived from variation in pelvic shape.’ However, Nichol- 
son was to be congratulated on focusing attention on the need 
for accurate measurement ; that work had been done in a busy 
general practice in a rural district. Roland Williams and the 
speaker had developed methods by which pelvic outline could be 
reduced to true size and shape and the charts used for estima- 


‘ting the “ fit ” of the foetal head. A strict analysis of 193 assess- 


able cases of‘ clinically suspected pelvic abnormality had been 


‘carried out, with the following results : When easy labour was 


indicated by the graphs, the labour in 72% ,of cases was short, 
spontaneous, and uneventful ; when difficult delivery \was indi- 
cated, labour was prolonged or required operative ssistance in 
86% of cases. The accuracy was even higher when oca was 
indicated by contraction in the brim graph, as. distinct from 
the cavity and outlet graphs. 

Dr. J. BLAm HARTLEY (Manchester) said that often the 
radiologist was reporting to more than one group of- obstetri- 
cians, and he pleaded for simplification and standardization of 
methods so far as practicable. No routine examination should ` 


` comprise more than four films: (1) An A.P. view of the whole 


field ? (2} a lateral view showing the whole of the pelvic, canal 


- ‘and as much of the uterus and foetus as possible ; (3) an outlet 


view ; and (4) a P.A. view to study and “ measure’ ' the foetus— 
that is, the assessment of available diameters of the foetal skull 


, ` and of development and normality of the foetal skeleton and 


. So far there was no reliable information on that point. 


skull. He was usually able to assess maturity to within a few 
days. He disagreed with taking a supero-inferior view through 
the pelvic inlet, because in this- position the foetal breech was 


most likely to lie in the central beam of the x rays and nearest 


“to the tube, a fact which might cause damage to gonadal tissues. 


In 
' general, mid-pelvic diameters were the ones requiring most care- 


i EE ` - 
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: foetal skull was more important than size, 


Dr. A. J. MacLeop (North Uist) thought E of the. 
Mr. J. A. STALL- 
WORTHY (Oxford) described himself as an “unbeliever ” and 
maintained that after two years’ experience a -registrar could - 
give, a better forecast of the outcome of a labour by clinical 
means: than -by using the -available . radiological methods. 
Professor T. N. A. JEFFCOATE (Liverpool) advocated the uses of .. 
trial Jabour and of “ intranatal ” radiology (x-ray examination 
during labour). 

' Others taking, part in’ the discussion included Mr. C. ScoTT 
RUSSELL (Manchester), Mr. ARNOLD L. WALKER (London), Mr. 
R. Newton (Manchester), Dr. R. D. B. WRIGHT (Hull), Dr. T. F. 
REDMAN (Manchester), ‘Dr. J. LÖVSET (Norway), and Me G. 
GORDON LENNON (Oxford). — 
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SECTIONS OF PATHOLOGY AND BACTERIOLOGY 


: AND TROPICAL MEDICINE 
co Wednesday, June 29 
The Sprue Syndrome. ` ' 7 


Dr. J. G. GREENFIELD was in the chair for the first part of the 


meeting and Dr. BALFOUR KIRK for the second. 

Professor A. C. Frazer (Birmingham) defined the sprue syn- 
drome as including tropical and non-tropical sprue and. the 
coeliac syndrome. Fat absorption was: constantly affected, and 
on this background of steatorrhoea such things as watery diar- 
rhoea, vitamin deficiencies, and haematological. changes were 
superimposed in varying degree. The fat-absorption defect was 
a partial one,'and could be related to the amount of fat fed. - 


The sprue patient was intolerant of saturated fatty acids, and ' 
the fatin sprue stools was mainly of this type, though short- 


chain volatile fatty acids might also be greatly increased. The 
usual’ increase in particulate blood-fat (chylomicrons) after a 
fatty meal was absent in the sprue syndrome. When particulate 
fat absorption was impaired more fat might be hydrolysed, 
and there might be increased mucus formation in the intestinal 
lumen, -leading, to’ further interference with ‘particulate fat 
absorption, ‘and also possibly to flocculation of barium sulphate 
emulsion, giving rise to the characteristic déficiency pattern seen 
radiologically. -The vitamin deficiencies which were so charac- 
teristic of the established. sprue syndrome might be associated 
with an increase of the bacterial population of the intestine. 
These might ‘invade the small intestine, and even the stomach 
‘jn achlorhydric patients, and their competition for the. vitamins 
in the diet would impoverish. their host. Alterations in dietary 
fat and, an increased susceptibility to overgrowth of intestinal 
bacteria might account for the increased incidence, of the sprue 
syndrome under tropical conditions. ey í 
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Professor Frazer’s address was followed by a brisk discussion. 
Professor R. J. V, PULVERTAFT “described work in which he 


` had removed the ileo-caecal valve in dogs, thereby allowing 
‘colonic bacteria to invade the small bowel ;.no blood changes - 
had followed this procedure, and steatorrhoea had -not been ` 


observed. In reply, Professor FRAZER suggested that possibly 
the quantitative conditions needed for producing steatorrhoea 
had not been attained. Dr. G. M. Finptay asked if there 


were any explanation for the absence of sprue in tropical. 


Africa; Professor Frazer quoted work done by Dr. J. M. 


Frenth in his .department, which demonstrated that the type - 


of dietary fat. might influence the appearance of the sprue 
syndrome. There were considerable differences in the fats 
eaten in India and in Africa. Dy. J. P. CAPLAN, asked, why 
prisoners in Japanese hands had failed to developd the sprue 
syndrome, although on a very deficient diet. ‘This was explained 
by the very low fat content’ of their diet, too low to enable 
steatorrboea to become apparent. i 


Dr. D. A. K. BLack (Manchester): PTE that although- 


impairment of fat absorption was perhaps the most obvious 


` and characteristié feature of the sprue syndrome, it was prob- 


ably always attended by defective - absorption of other sub- 
stances, though this might not be apparent clinically. He had 
recently seen a patient who presented a case of iron-deficiency 
anaemia. Steatorrhoea had been found, and intravenous iron 
had given a good haematological, response, although the 
anaemia was refractory to iron given by mouth. To the patho- 
logists Dr. Black commended the virtues of a three-day. fat- 
balance ‘test in the diagnosis of doubtful cases of steatorrhoea. 
When steatorrhoea was obvious on inspection of the stools 
laboratory tests were not needed. It was important to bear in 
mind the danger of salt depletion in those patients with sprue 
in whom there was severe and Jong-continued diarrhoea. Liver 
and sulphaguanidine had proved effective in arresting watery 


- diarrhoea in the sprue syndrome. 


Dr. K. D. KEELE (London) had Had an ‘unusual opportunity 


of observing the early. stages of tropical sprue, during his. 


work in Bihar and later in Poona. His experience had led 
him to distinguish a,stage of “onset or relapse” 
of “ remission.” 
80 to 90% of - cases. 
common. `. With the appearance of remission, which might 


happen spontaneously .or be induced by liver ‘therapy, these 


symptoms became less marked, but often abdoininal distension ' 


or a sore tongue appeared. There was considerable dissociation 
between the degree of steatorrhoea and the clinical state of the 
patient. For instance, liver could induce a complete clinical re- 
mission without the steatorrhoea disappearing. The action of 
liver seemed to, be to enhance the absorption of water-soluble 
substances, but not of fat. In the aetiology of sprue, a high fat 
content of the diet probably played some part. In view of 
the high'incidence of sprue in India in the hot season it would 
seem that a high effective temperature might precipitate sprue. 
Dr. A. W. D. LEISHMAN (Sheffield) spoke of the blood 
changes in sprue. Marrow biopsy had increased knowledge 
of the anaemias of sprue. Jn early sprue severe anaemia was 
uncommon. In established sprue the anaemia might be macro- 
cytic in type, although a megaloblastic bone-marrow was rather 
uncommon. 
to the anaemia produced in rats by intestinal manipulation. 
In another type of anaemia found in sprue the haematological 
stigmata of iron deficiency complicated the macrocytic anaemia. 
When the bone-marrow was megaloblastic there was a good 
response to folic acid; otherwise the response was poor. 
Macrocytic anaemia must be looked on as a delayed complica- 
tion rather than as an essential part of the sprue syndrome. 
. In the concluding discussion Air ,Vice-Marshal TF. C. 


` MORTON. contended that the widespread use-of sulphaguanidine 


in suspected cases of dysentery might explain the high incidence 
of sprue in the’ 1939-45 war. - He also quoted Sir Patrick 
Manson's dictum’ that “sprue is the past participle of. spree.” 
Dr. G.-M. Finpiay. asked whether the type of fat present 
in the “ K diet” might be responsible for the high incidence of 
sprue in men who had taken this: diet. 
claiming knowledge of this type, 'of fat in the: diet, was 
emphatic about its nauseating, properties. . 


and a stage 
In the early stages diarrhoea was present in 
Anorexia and vomiting. were also: 


This type of anaemia might well be analogous: 


Dr. JKEELE, while dis- 


‘suggested that the effect was purely psychological, 


a gl 
"|. SECTION OF RADIOLOGY 
Wednesday, June 29 
Radiotherapy in Spondylitis Ankylopoietica and Osteoarthritis 


With Professor B. W. WINDEYER, vice-president, in the chair, 
the subject of radiotherapy in spondylitis ankylopotetica and — 
osteoarthritis was opened by. Dr. BE. L. GWENDOLEN HILTON 


\ 


` (London). The first of these conditions, she said, was often 


a crippling disease and attacked mostly young men. Gold 
therapy, which was very useful in rheumatoid arthritis, was of no 
value in the treatment of spondylitis. She had also seen patients 
who had-been treated for months with vaccines but had steadily 
got worse. With x-ray therapy beneficial results began almost 
at once.” Her remarks were based on nearly 1,500 cases, all of 
which had been carefully followed up. It was extremely easy to 
miss the early radiological appearances in spondylitic joints. Not 
all cases progressed to complete bony ankylosis of the whole 
spine. The disease might become quiescent spontaneously at 
any stage. In some ‘cases the disease affected the, spine only 
and not the peripheral joints at all; in others it might affect 
many of the peripheral joints early in its course. When once 
bony changes occurred they were permanent. In spite of 
complete clinical cure she had never noticed any radiological 
evidence of reversal of bony change. 

Patients often asked whether x-ray treatment would have any 
deleterious effect, particularly on the genital organs. If the 
scrotum was properly protected no damage was done to male 
genitalia during treatment. In the female it was more difficult, 
because the ovaries came within the direct beam of the rays 
when the sacro-iliac ‘joints were exposed, though if the joints 
were irradiated obliquely the dose received was reduced and 
amenorrhoea -was not produced in every case. In young women 
x-ray treatment of the sacro-iliac joints should not be given 
unless it was essential; it should be given only if the woman 
was ill and incapacitated by disease. Finally, she had noticed 
a considerable difference in the progress made by patients who 
had received identical x-ray treatment but who, on the one 
hand, had had physiotherapy in her own hospital, and, on the 
other, had had physiotherapy elsewhere, administered by people 
who had less experience in dealing with spondylitics. The treat- 
ment should be adapted to the individual in each case. 

Dr. MARGARET D. SNELLING (London) presented details of a 
series of cases of spondylitis treated at Middlesex Hospital. The 
aim of x-ray treatment had been to get rid of acute symptoms, 
restore function, and prevent recurrence of attack. About 300 
cases of ankylosing spondylitis had been treated during the 
period 1937-47, Nearly ali of them were males, and the great 
majority were in the second stage of the disease, in which the 
disease was active and affected the whole or most of the spine, 


' Of the cases in this stage and in the first stage, with the disease 


active but localized, much improvement in symptoms within 
three months of treatment was recorded in 69%. Of 66 patients 
in the second stage whose progress was followed from three to 
five years after initial treatment, 48 showed marked improve- 
ment in symptoms and 35 marked improvement in signs. It was 
of the greatest importance to undertake physiotherapy and all 
adjuvant treatments. | 

Dr. L. JANET MALLENDER (Leeds) said that in the treatment 
of osteoarthritis radiotherapy was new; it did not replace the 
older and long-tried methods but it might offer an alternative. 
Opinions about the value of radiotherapy differed ; it had been 
She 
presented figures relating to 259 patients with osteoarthritis. 
She formed the impression that small joints did better than large - 









ones. The dissected figures were as follows: 
Relieved for Relieved for ` 
ore than 6 Less than 6 Unrelieved 
Months Months 
Males 117 55:5% 23% 25% 
Females 142 46-522 25-5% 28% 





, “After quoting other figures, she said that x-ray therapy in 
- ‘osteoarthritis offered a most useful degree of palliation, and was 
well worth the small amount of trouble it entailed. , 
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Professor B. W. WmNDeEYER said that in osteoarthritis radio- 
therapy -should not be used when other simpler méasures were 
likely to be effective. Dr. J. S. FULTON (Liverpool) considered 
that the value of radiotherapy in osteoarthritis was not as clearly 
known as it might be. As for x-ray therapy directed to the 
sacro-iliac joint, he did not think it could be given without 
involving the ovaries, and in his view it should not be given to 
women capable of.bearing children. 

`y 


SECTION OF ANAESTHETICS 
-Wednesday, June 29 
Post-operative Pulmonary Complications 


With the President, Professor R. R. MACINTOSH (Oxford), in 
the chair, Dr: E. M. Buzzarp (Oxford) began by considering 
lung abscess. This condition was very difficult to diagnose 
without x-ray examination. The once-common classical picture 
of the “putrid lung abscess” was now rare because of pre- 
and post-operative penicillin. ‘The onset was insidious and 
-often symptomless, and bronchoscopy had little place in its 
treatment. In its early stage the lesion was beyond reach of 
bronchoscopy. Surgical help should be sought early. There 
were two types of post-operative pneumothorax. In one, 
the condition was induced by misplaced paravertebral block 
needles, and in the other it occurred after an acute obstruction 
in the respiratory tract. Air escaped from the alveoli into the 
interstitial tissue and so into the pleura.. The early recognition 
_of atelectasis was important if the patient was to-be spared 
prolonged convalescence and the possibility of bronchiectasis. 

In the detection of atelectasis at the bedside reliance should 
be placed on physical signs rather than x rays. The charac- 
teristic onset within 36 hours of operation and.the mediastinal 
shift shown by tracheal deviation were unmistakable features. 
Percussion and auscultation: confirmed the diagnosis. 

In treating atelectasis after’ abdominal] operation broncho- 
scopy was not a beneficial procedure as a routine. He restricted 
its use to those weak people who could not cough up secretion 
themselves. After thoracic operations, however, particularly 
where-purulént secretion was present, bronchoscopy might be 
ite -saving. Carbon dioxide. inhalation was of little. value; 
complacency of the attendants was induced'and voluntary effort 
of the patient interfered with. The possibility of the 
plug’ being sucked further ito the bronchial tree could not 
_be discounted. The incidenceñof atelectasis was higher after 
abdominal operations than after operations on other parts of 
the body, because of the presence of pain and oiuscle-splinting 
and possibly a viscero-bronchial reflex. 

Dr. H. J. V. Morton (Uxbridge), discussing the methods by 


2? 


which knowledge of the condition. had been derived, emphasized _ 


that alk complications should be recorded, particularly’ the 


minor ones. As a result of this practice the published morbidity 


rates had grown higher. The only technique for investigating 
post-operative atelectasis was by personal and repeated obser- 
vation of cases. Experiments should be deliberately planned 
for the study of some particular aspect of the problem, and 
strictly comparable groups of cases used for control. Standard 
tests of significance should be applied to the data so obtained. 
Less rigorous methods would perpetuate confusion. : 

Mr. Donan S.-M. Bartow (London), speaking as-a thoracic 
surgeon, recognized three groups. In the first the chest was 
healthy but a bronchus had a mechanical ‘block. In the 
second infection was present, with a true pneumonia or 
bronghitis. In the third there was both a mechanical block 
and infection. 
often’ present ; 
The following factors might lead to atelectasis : 
foreign material into the respiratory tract ; operation in the 
presence of respiratory infection ; too much atropine interfering 
with the normal. moisture in the respiratory tract; and long- 
standing oesophageal obstruction. ` The oesophagus and 
stomach should be empty before operation, since fluid might 
run into the trachea without being noticed. He did not believe 
that a reflex was connected with atelectasis. The condition 
was rare in thoracic cases because it was not allowed to occur 
in hospitals where chest operations were performed. 


it might be unsuspected pulmonary tuberculosis. 


ae 
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In the last group pre-operative lung disease was . 


„aspiration of . 


During | 


main item in treating atelectasis. 


_ tory obstruction and a weak inspiratory effort. 


directed towards existing respiratory infection. 


` the bronchi were larger than during expiration. 


down again ephedrine was useless. 


operation. the anaesthetist should be ready- tg employ suction 
if necessary. Patients should be oxygenafed during ‘the opera- 
tion and for at least twelve hours after. Coughing was the 
Bronchial plugs should-not 
be allowed to remain for more than 48 hours or there was 
risk of ulceration of the’ mucosa. The prevention of chest 
complications should be part of the duty of the anaesthetist. 

Dr. DONALD TEARE (London) described post-operative pul- 
monary complications in patients who had died within 24 hours 
of operation. Some died during recovery from asphyxia and 
anoxia. He had seen pneumothorax as well as air embolism 
from penetration of the Jung by needles during regional block. 
With regard to atelectasis, the two prime factors were respira- 
Curare could 
produce both of these by means of bronchospasm and 
respiratory depression. 

Dr. JOAN MuLarR (Newcastle-upon-Tyne) discussed pro- 
phylaxis against’ atelectasis. Pre-operatively, attention was 
A radiograph 
was taken, breathing exercises were initiated, and oral sepsis 
was treated, During operation she used ‘adequate oxygen, 
light anaesthesia, and either intubation with stction or gravity 
to contro] secretions, Most anaesthetic techniques were equally 
good’; ether did not increase the liability to atelectasis. Post- 
operatively, endobronchial instillation of penicillin was an 
important treatment. 

Dr. B. G- B. Lucas (London) showed that during anrai 
He had tried 
to" produce bronchial dilatation by administering ephedrine 
for two days pre-operatively. Nebulized amethocaine caused 
dilatation for a short time, and once the bronchi had closed 
The possibility of oedema 
of the mucosa and damage to the cilia made that use of 
loca] analgesia unsuitable. 

Professor R. R. MAcINTOSH described cases of pneumo- 
thorax which had followed paravertebral block. He had used 
intravenous procaine as an analgesic after operation and won- 
dered whether its beneficial effect might have been partly due 
to relaxing bronchospasm. Dr. W. W. Musun (Cardiff) drew 


‘attention to the work of Hilding, who had demonstrated that 


Negative pressure and airlessness of bronchi could be produced 
by-the centrifugal movement of mucus films in the bronchial 
tree. Dr. T. Cecu Gray (Liverpool) doubted whether broncho- 
spasm ever occurred in human beings as a result of curare. ` 
Dr. A. R. HUNTER (Manchester) believed that pulmonary 
complications were primarily infective in origin. Dr. J. A. G. 
Horton (Newcastle-upon-Tyne) had examined the sputum of 
patients before and after operation. A number of the post- 
operative, samples contained pathogenic cocci not present before 
operation. Dr. R. F. Woolmer (Bristol) ‘inquired whether 
expectorant drugs had any place in the treatment of atelectasis. 
Dr. Buzzarp doubted whether there were any real expectorants. 
Drs. H. R. YOUNGMAN (Cambridge), KATHLEEN E. THOMPSON 
(Morecambe), H. B. Witson (Aberdeen), G. S. W. ORGANE 
(London), A. H. Garey (London), and W. S. MCCONNELL 
(London) also took part in the discussion. 


SECTION OF ANATOMY AND PHYSIOLOGY 
Wednesday, June 29 i 
Anatomy and Physiology of the Skin 


Professor H..Barcrorr (London), who spoke on “ Factors 
Regulating Blood Flow in the Skin,” reviewed methods of 
examining and measuring circulation in the skin. For the 
most part these methods could only be applied to the distal 
parts of the limbs, parts containing a large proportion of skin 
with a specialized circulation.: Among them were observations 
on the’ temperature of the skin of the digits; plethysmographic 
recording of blood volume or blood flow changes in the digits 
or in the hands or feet; calorimetric measurement of the heat 
given out by the blood stream in the fingers; the ‘display of 
subcutaneous veins by infra-red photography ; and the determi- 
nation of the circulation time by fluorescein. 

He then gave an account of recent work. Arnott and Macfie 
had shown that the blood flow in the fingers was increased by 


ALY 


. by inhibition of vasoconstrictor tone 


» JULY J; 1949 © 
heating only part of the body; this vasodilatation was caused 
rather than by the action 
of any vasodilators. Light falling on one part of the body 
caused vasodilatation in another -part (Cooper and Kerslake).- 
This was not due to local heating of the blood and a consequent 
rise in body temperature, because it-occurred:after occlusion 
“of the ‘arterial supply to the part exposed to light. (Vaso-. 
constriction in the skin of the fingers caused by deep breathing 


continued even after spinal section in man, unlike .the vaso- - 


constriction due to psychic reactions. It would appear that there 
were spinal vasomotor reflexes. Increased blood flow in the 
-skin during pregnancy was suggested-by the dilated veins which - 
could be demonstrated by infra-red photography (Bowes). 
Fluorescein injections had been ‘used to assess the vasculariza- 


` tion of the pedicles of skin grafts. The effects of sympathec- 
. tomy on cutaneous blood flow have been followed in the post- 


operative period; the immediate dilatation was followed by a 
rapid' return of tone-to the cutaneous vessels. It was pointed 
out that. plethysmography offered a means of assessing the 
action and value. of vasodilator drugs. > . - 


The discussion which followed this paper. centred largely. on , 


the changes in cutaneous blood.flow which occurred «during 
pregnancy, and it' was agréed that there is clinical evidence of 
vasodilatation. : g 

Dr. C. A. KEELE 


quickly. ) 1 1 j c 
example, shock reactions—but its usefulness in some of: them 


Hyperhidrosis was therefore attributed to overactivity of the 
centres. a << = aa hes 
Dr. R. E Brwncsam (Birmingham), discussing the 
anatomical basis of epidermal pigmentation in man, said that 
melanin pigment granules were found in the deepest layer of 
epidermal cells, but obviously there were great differences in 


intensity of distribution between different races. The epidermis ` 


had two distinct types of cells: the basal-cell layer, from’ which 
by differentiation and keratinization the overlying layers were 
formed, and the dendritic cells. The latter were responsible for- 
producing pigment. They could be demonstrated by separating 
dermis and epidermis by the tryptic digestion of small shavings 
of skin. If. the digestion was prolonged the basal-cell layer 
began to come away and the processes of the dendritic cells 
-were clearly shown. The dopa (dihydroxyphenylalanine) re- 


action had ‘been applied to demonstrate the formation of dopa . 


melanin in the dendritic cells, but the ordinary basal cells did 
not show it. me . 

The processes of the dendritic cells ran upwards and horizon- 
tally between the round basal cells .and-ended as caps in contact 
with some of them. Almost every round’ cell in the basal layer 
was “capped,” and the pigment granules within them had a 
polar distribution corresponding to the situation of the cap. In. 
the upper layers the distribution ‘of granules was random. It 
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appeared that pigment was formed in the dendritic cells and 
transferred to the basal celis. In negro and Indian skin melanin 
was constantly being produced, but a definite stimulus, such as 
ultra-violet light, had to be applied to Caucasian skin to cause 
formation. It was suggested that there might be an inhibitor 
‘in Caucasian skin which was removed by the stimulus. The 
dendritic cells also supplied pigment to the hairs. 
Dr. G. WEDDELL (Oxford), describing the pattern of cutaneous 
innervation, said that specific end-organs could be associated 
with certain sensations—Krause’s bulbs with coid, Meissner’s 
corpuscles with touch. A definite “spot” on the skin, a cold 
spot or touch spot, was usually related to a group rather than 
to a single end-organ. _Nerve fibres corresponding to each 
organ left the region, which in this sense had multiple innerva- 
tion. ‘A hair bulb and hair might have two or three separate 
nerve fibres in which action potentials might be recorded. 
.- Long-branching beaded processes were associated with pam, 
and-they formed a network which might be the anatomical basis 
for the reactions on which Lewis based his hypothesis of the 
\ “ nocifensor/system.” Disturbances in sensation at the margins 
of areas of local analgesia due to drugs, ischaemia, or nerve 
degeneration were thought to be associated with changes in 
-the usual grouping of end-organs or the overlapping supply of 
the fibres subserving pain. The brain did not usually receive 
impulses derived from a single nerve ending, and normal sensa- 
tion might depend upon the pattern of impulses projected on to 
the central nervous .system: ` 
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SECTION OF NEUROLOGY AND PSYCHIATRY 
> >- Wednesday, June 29 
Intractable Pain 


herpetic neuralgia, probably trigeminal neuralgia, causalgia, 
tabetic pains, the pains.of syringomyelia, and the thalamic syn- 


cases, Ges ae 
_ A second group of patients were suffering from lesions affec- 
ting other structures, particularly bone. Pains might also reflect- 


vated the condition, and in Dr. Purdon Martin’s experience 
psychotherapy had nòt proved helpful. 
_ Surgical interruption of the conducting pathway between the 
site of the disturbance and the sensorium was applicable to 
all cases“in. the first aŭd second groups, except the thalamic 
syndrome. it was still not known whether such cases could 
be relieved by an operation on the thalamus, or by prefrontal 
` leucotomy. Prefrontal leucotomy was applied to the obsessional 
and. hysterical cases. Medical treatment had not made any 
great advance.s “ Trilene” had a selective action on the tri- 
geminal nerve. Morphine still retained absolute superiority in 
relieving pain. Petlifdifie“and physeptone were in a lower rank, 
Mr. WyLEe McKissock described the applications of spino- 
thalamic cordotomy and: prefrontal leucotomy. Spinothalamic 
cordotomy had proved highly successful in the treatment of 
intractable pain in the Jower limbs and trunk as high as the 
fourth dorsal segment. In a total of 44 cases there’ were - 
36 successes, 7 failures, and 1 death’; 6 failures’ were due to 
the low level of anaesthesia. The operation had been under- 
taken to relieve pain due to malignant growths (28 cases), 
neurofibromatosis (2. cases), painful flexor spasims (3 cases), and 
in, one case-each of osteoarthritis of the hip, spina bifida, 
post-herpetic neuralgia, abdominal pain, and intractable sciatica. 
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| ‘high enough the wound could 


. \, For intractable pain in the upper limb cordotomy was 


, properly be considered when other methods of 


~ 


' drug, its other .actions. on 


dependence. 


. Severe pain which did not 


evidence that neosti 
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Intractable pain not extending much above the nipple line 


= could safely be treated by section of the opposite spinothalamic 


tract at the level of ‘the' first to the third dorsal vertebrae. 
The operation was best performed under general anaesthesia 
in the sitting position—if the level of anaesthesia was. not 
be reopened in 24 hours to 

increase the, extent of the cordotomy. > ~. Le ee 
Mr. McKissock thén described the details of the: operative 
technique. Transient bladder disturbances which occurred 


post-operatively' after bilateral section of the tract might prove 


permanent in patients with pre-operative changes in the bladder. 
less 
successful. Intractable pain here was usually due to malignant 
erowths, so that the' operation of prefrontal leucotomy might. 


failed. The results of leucotomy in a series of six cases had 
post-herpetic neuralgia, three malignant disease. After opera- 


tion the patients never spontaneously complained of pain ; 
they were serene and required no’ drugs. The result was poor 


` 


treatment had. 


“been good: ` Two patients had intractable thalamic pain, one . 


in one patient, who required an extensive bilateral leucotomy. ' 


‘We became too apathetic to eat, and would not make a will 


1 } ` a 


discussion of pain raised 


before he died of cårcinoma. 

` Dr. E. B. Srrauss said that any 
the insoluble`“ body-mind ” problem. . An artificial distinction 
was often drawn between `“ real” and “imaginary” pain, 
despite the fact that all pain was in the final analysis a psychic 
event. Pain was an emotional as well as a sensory experience. 
Pain divorced from ‘its emotional component was very different 


from the total experience, as was well shown by leucotomy. ’ 


respond to analgesic drugs was likely 
to be psychogenic, or emotionally overdetermined. Many pains 
primarily. psychogenic were secondarily somatogenic. Thus 
colic associated with a spastic colon would be innervated in 
‘the usual way through the. autonomic system, although the 
spasticity might -be psychically determined. Such states could 
be treated pharmacologically as well as 
and the same ‘time. me 
Hypnosis was a much neglected ‘reliever of pain. 


` 


Hypnosis 


' could bè induced by the individua] without a hypnotist, or the 


mystical concept of rapport. Salter, in the United States, had 


"C _elaboratèd methods of training people in autohypnosis which 
It was useful . 
will, | 


appeared to be sound and relatively simple. 
for an-individual to be able to abolish‘ existing pain at 
cure his insomnia, render himself deaf to disturbing noises, 
increase‘his inclination to” work,:and eliminate’ stage fright and 
other. crippling forms of self-consciousness without dependence 
on any psychologist. 7 
.}Dr. ANDREW WILSON 


“_ 


(London) proposed to confine his 
remarks to the more recent’ ‘work on analgesics. Although 
morphine enjoyed world-wide’ reputation as: a pain-relieving 
the ‘gut and , respiration, and the 
possibility of addiction, severely limited its effectiveness. He 
outlined the attempts made to solve this problem by the pre- 
paration of derivatives of morphine—heroin dilaudid, metopon, 
and also the pethidine series andthe miadone derivatives. . ~ 

He discussed the absorption of these drugs and the recent 
ine increases the intensity and prolongs 


the duration of their action. The respiratory depressant action 


psychologically at one 


of these drugs was, important, though some derivatives of, 


miadone did not appear, to exhibit. this property. 

All the analgesic drugs so far tested were potentially drugs 
of addiction, and consideration must be given to’ the factors 
of psychical dependence, acquired tolerance, and physital 
More critical methods of assessing the likelihood | 
of atidiction to new drugs were needed., 

‘Dr. W. Ritcate Russet (Oxford) showed a film illustrating 
his. method of treating, painful amputation stumps by repeated 
percussion of the neuroma with a mallet and wooden applicator, 
as ‘described in his recent’ paper in the Journal (June 11, 
p. 1024). i = 

Dr. Huc G. GARLAND (Leeds) discussed the part played by 
the sympathetic, and recalled that in India he had'had many 
patients with causalgia. Some of these he had treated success“ 
fully by sympathetic block. The technique was to produce 
a tomporetyBIcck by means of procaine at weekly intervals 
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for three weeks. This was followed later by sympathectomy. 


More recently he had -tried a similar technique for cases of 


post-herpetic neuralgia with some good results. 
Dr. J. E. Caucney (Aucklarid) said that the ‘incidence of 


‘causalgia in the New Zealand Division in the war was small, — 


-but his experience of sympathectomy was encouraging. '* He 


went on to discuss cases of cephalalgia. ‘They usually presented ~ 
with severe nocturnal unilateral pain associated with running , 


from the eyes and nose. A similar pain could be induced in 
these: patients by a subcutaneous injection of 1 ml. of histamine 
-diphosphate. They could be desensitized by increasing doses'of 


histamine diphosphate—starting with 0.01 mg. twice daily and 
ending with 0.5 mg. weekly. The headache tended to recur - 


if the treatment was ‘stopped. ; 

Mr. W. R. HENDERSON (Leeds) drew attention to the distribu- 
tion of organic and psychogenic pains. He said that in many 
cases psychogenic pain was in the distribution of a nerve and 
‘that the differential diagnosis was often very difficult. 

Dr. Max G. VALENTINE (Inverurie, 
recent reports on the value of unilateral lobotomy for intract- 
able pain. Section onthe side of the dominant hemisphere’ 
was, particularly successful. i ; > 

Dr. E. STENGEL (London) had noticed that in some hundreds 
of psychological disorders treated 
by leuċotomy there was no alteration in the response to painful 
stimuli apart from a general emotional indifference, 


‘Dr. JAMES VALENTINE (Burley-in-Wharfedale) had seen some , 


poor results following the surgical treatment of intractable pain.. 


BCT. Had temporarily improved some of his patients. 


i 


. to the limited material 


\ Dr. Douctas GORDON-CAMPBELL (University of California) 
described the presence of damage to the occipito-atlantal joints 
revealed by tomography in cephalalgia due to head injury. 


by manipulation. _, , 

The President, Dr. W. RUSSELL BRAIN, described two cases : 
the first was a woman who had a glioma deep in the right 
parietal region involving the thalamus. A pin-prick on the 
left- foot produced the typical, thalamic overreaction. Pin-pricks 
simultaneously on both feet failed to produce this overreaction. 
This raised the most interesting possibilities concerning the 
part played by the cortex’ in the awareness of pain, The 
second case was a woman with carcinoma of the breast and 
secondaries involving her brachial plexus and causing severe 
pain. -Leucotomy made her euphoric. There was some per- 
sonality -deterioration, ‘but apart 
strikingly godd. es l 

‘Mr. WYLIE McKIssock, in reply, said that`his patients,. after 
leucotomy’, perceived extraneous painful stimuli normally. He’ 
also said that leucotomy, as practised in this country, produced 
comparatively little personality change. ` This ‘was probably due 
of the operation as compared with 
He advocated a technique for under- 
This produced very little personality 


that practised elsewhere. 
cutting areas 9 and 10. 


change and was effective in “controlling the ' pain. 


Dr. PURDON MARTIN, in summing up, remarked how the dis- 
‘cussion had emphasized the close affiliation between neurology 
and psychiatry. He said that Professor Weiss, of Strasbourg, 
had given up leucotomy for intractable pain, except in people 


with a short expectation of life, because he? had found that 


after ‘a time the pain tended to ‘recur. The problem of per- 
sistent post-herpetic neuralgia was particularly difficult, because 
the patients were so often. obsessional. r 





SECTION OF OCCUPATIONAL HEALTH 
' Wednesday, June 29 
The Future of Occupational Health ~ 


The President, Professor R. E. Lane (Manchester), who. was 
in the’ chair, opened the proceedings by stressing that in its 
present economic predicament this country could not afford to 
deplay its doctors unwisely. Medicine could exist in industry, 
not as a luxury, but only as a service contributing to the 
health and efficiency of industry. ; , 
_ Dr. DONALD STEWART (Birmingham) said that a number of 
individuals and scientific’ groups believed that there was need 


r 


Aberdeenshire) quoted - 


from that'the result was’ 


` 


-. Relief might be obtained by deep infiltration with procaine or ` 


“ 
\ 
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for the expansion of occupational health services. “The Prime 
Minister had recently appointed a committee to advise on the 
organization of these services so as to ensure that there was 
no overlapping with the ‘National Health Service. As a basis 
of any plan for future: expansion the aims and purpose of 
an occupational health service should be clearly defined, and 
these had been set out in a recent B.M.A. report (Supplement, 
May 28, p. 296). There were five main ‘purposes. First, 
to attend to hygiene and environmental conditions. Secondly 
and thirdly, to assess fitness for work and provide for rehabilita- 
tion and resettlement. Fourthly, to provide for the emergency 
treatment of illness and injury. 
medical officers were doing too much curative treatment, which 
in small units should be cut to a minimum. Fifthly, to pro- 
mote research., With the reorganized Industrial Health Re- 
search Board this country was now pursuing industria] health 
research ‘as never before. ae ; 

The purposes could not be fulfilled. without educating indus- 
trial medical officers on the lines adopted by Manchester Uni- 
versity. The selection of these medical officers must be. just 


and wise and satisfactory to all parties in industry., There - 


should be a central authority planning the services. The Minis- 
tries of Labour, National Insurance,.and Health all had claims, 
but of the three the Ministry of Health was the one he would 
choose. Within this Ministry there should be a small Depart- 
ment of Occupational Health, which should first appoint 14 
regional consultants who would undertake’ surveys to find out 
facts on which the future services would be based. After 
regional surveys, suitable standards could be laid down and 
related to different types of industrial organizations. Legisla- 
tion would be required giving power to force firms with no 
- services or with substandard services to come up to these stan- 
dards. ‘Those firms already having their’ own services would 
be approved, provided their identical health “services reached 
the required standard. Each organization should bear the cost 


of service with suitable allowances on an agreed basis with the | 


Treasury. i 

Progress in. the development of a national service should be 
slow and based on facts. It would be wise to start with a 
small administrative organization capable of expansion. The 
prospect would be gloomy if there was to be a rapid growth 
based on confused concepts. It would be foolhardy to.rush 
into a national scheme without essential data. ae 

Dr. STUART LAIDLAW (Glasgow) said that occupational health 
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Here he said. that too many - 


‘ dominant hazard of silicosis. 


- 


was a specialized branch of preventive medicine and had a ` 


basic relationship with public health. It was reasonable to 
advocate that the practice of occupational health could be 
undertaken by some of the larger local health authorities. 

In Scotland there were .twelve large cities or industrial 
counties in which over 90% of all its factories were situated. 
These authorities already had statutory duties and lega] powers 
for factory supervision. In Glasgow two pilot investigations 
had been carried out in a weaving mil] and in the Corporation 
cleansing department by medical officers attached to the Glas- 
gow Public Health Department. It was shown that an efficient 


service could be provided for smailer units in industry by a’ 


public health authority. with the assistance of general practi- 
tioners at-little extra cost to the community. ’ 

Other arguments in favour of an occupational health service 
based on the major local: health authorities were that the 
school medical and the industrial health services could easily 
be brought more ‘closely together. “The staff of the 
health department included impartial investigators. who had 
access to and close liaison with other health workers in 
the local authority., Particular attention should be paid to 
providing health services for cafés and restaurants. ace 

Dr, N. J. CocHRAN (Burton-upon-Trent) said that the employ 
ment of part-time general practitioners in factories offered a 


more practicable solution to the problem of providing a service 


for small factories: than group services with whole-time industrial 
medical officers. .Group service was impracticable for scattered 
factories partly because it entailed too much time spent.in travel ; 
and even for small factories- in areas such’as trading estates 
it was difficult for one doctor to make close contact with many 
employers and several groups of workers. Provision must be 


made for other working groups such as those in offices, !abora-: 
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tories, hotels, catering establishments, transport undertakings, 


-etc., which all had both special and general occupational health 


problems. ~ 

The general practitioner with, duties in industry could see 
both the industrial and domestic aspects of disease and ill- 
health. Dual responsibility of this kind would help to break 
down the barriers set up by specialization and would eventually 
be of benefit to the patient. Large industrial: communities 
should have whole-time medical officers. The general practi- 
tioner working in industry could help to relieve the growing 
‘burden of sickness which weighed so heavily on the personal 
health services. i i 

In the discussion -which followed, Dr. ALICE STEWART 
(Oxford) said that decisions about new schemes ‘should be 
postponed until more facts had been collected by the academic 
departments of social and industrial medicine, which were, 
equipped to carry out selected field surveys. 

Dr. E, H. CLUvER (Johannesburg, S. Africa) said that in 

his country gold-mining was the main industry with the pre- 
It was now realized that nearly 
all the people were “ occupied ” and therefore subject to occu- 
pational hazards. In the reorganization of the training of 
South Africa’s medical students it was proposed to pay special 
attention to social medicine, which would include occupational 
health. 
' Dr. W. Boop (London) stressed the dangers of increased 
mechanization, which made it almost impossible to place every 
worker in a job which satisfied his abilities. He considered 
that Dr. Laidlaw’s work showed the need for increasing the 
size of the factory inspectorate. ~ 

Dr. F. S. Cooksey (London) said that occupational health 
must be regarded under the headings of research, teaching, and 
field work. A central organization was necessary to stimulate 
research and teaching, but the responsibility for administering 
field work should be decentralized. 

Concluding the discussion, Professor G. P. CROWDEN (Lon- 
don) said that the problems of occupational health called for 
co-ordinated team work. Before 1939 special intensive courses 
were organized for medical officers, safety engineers, person- 
nel managers, nurses, and welfare supervisors. They met 
together and the spirit of co-operation was encouraged at an 
early stage of their training. i 

Several other speakers emphasized the importance'of making 
the fullest use of general practitioners in any future scheme for 
occupational health services. 





SECTIONS OF ORTHOPAEDICS AND RHEUMATOLOGY 
Wednesday, June 29 
Synovial Membrane 


Under the chairmanship, first, of Mr. R. BROOMHEAD (Leeds), 
president of the Section of Orthopaedics, and, later, of Dr. W. 
YEOMAN (Harrogate), president of the Section of Rheumatology, 
Professor D. V. Davies (London) opened a discussion on the 
structure and function of synovial membrane. Synovial mem- 
brane, he said, was a relatively undifferentiated_tissue forming 
the lining cells of the joint space developed wit e embryonic 
mesenchymal condensation which became skeletal. Being undif- 
ferentiated in comparison with bone, cartilage, and ligaments, 
it had great powers of regeneration. But, being of the same 
mesenchymal origin, it was not surprising that under patho- 
logical conditions it might produce within it cartilage and bone. 
Its capacity to produce mucin strengthened the similarity to 
embryonic connective tissue. Its vascular structure influenced 
the formation and absorption of synovial fluid. The synovial 
cells were active in the removal of particulate matter from the 
joint cavity, as was well seen histologically when, after haemor- 
rhage into the joint, those cells were found loaded with haemo- 
siderin. The vascularity was’ increased at the edges of articular 
cartilage to form Hunter’s vascular circle, which nourished 
the. peripheral portions of that otherwise avascular structure. 
Except for the mucin, synovial fluid was a dialysate from the 
blood, and the addition of -mucin admirably adapted the fluid 
to retention within the joint. The innervation of synovial 
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Mmembrdané” was a. controversial ‘ subject, and he supported 
Gardner's views that no free nerve networks or end-organs were 
found associated with the subjacent blood vessels. He had been 
able to prove in a living person that the membrane was insensi- 
tive to touch, Pricking, and pinching; tugging, however, was 
soon resented, but the pain was not well, localized. by the 
patient and was thought to. be due to more remote drag upon 
capsular ligaments.. "| ` 


Mr. D. ENGEL (Dewsbury) said his own work tended to show 


that the permeability of synovial membrane was diminished by 
_ dnflammatory’ states and by os 


lumbar sympathectomy. , 

Dr. D. H. CoLLNS (Leeds), discussing varieties of pathological 
‘Teactions in human synovial tissues, considered the pathological 
changes ‘in synovial membrane under three heads: (1) Chariges 
in synovial cells; (2) vascular and exudative 

~'(3) leucocytic reaction. . .Under the first he emphasized: the 
importance of histiocytic'differentiation and phagocytosis, which 
‘were characteristic of haemarthrosis and were 
benign synoviomata. Such histiocytes. might 


giant cells of a variety of pathological lesions. 


proportion to 
the severity of the inflammatory stimulus ; the former was not 
infrequently 
lymphocytic infiltration was slight in cases of chronic trauma 
and osteoarthritis. Massive infiltration was found only in severé 
chronic inflammation, and was Particularly striking in rheu- 
matoid arthritis; neutrophil polymorphic leucocytes were few, 
but it was noteworthy that in. 


neighbouring joint effusions the ° 


' 
r 


proportion was reversed and they contained many polymorphs 


rapid development and subsidence of these changes were well 
illustrated by the articular 
Synovial tissues had a great capacity for repair and regenera- 
‘tion. i 


forms. , ., : 


_ Arthritis of the Hipjoint, 2 - 


~Mr. H. Perry (Leeds), discussing the. denervation operation, 
reviewed the anatomy 


\ P ? 


. Were encouraging, In 
and in 12 was 


good, there being only occasional slight aching 
‘afterwards. € 
and division of the branch of the sciatic nerve 


was required, ( 
to the quadratus femoris (the main posterior articular supply). 


‘'The high division of the obturator nerve was-justified because . 
_ of the ‘qccasional high origin of articular 


advantage of denervating the adductor muscles. 


‘Mr.:R. BROOMAEAD (Leeds), after paying tribute to the work .. 
100, cases of mould arthroplasty óf ` 


of Smith-Petersen, reviewed ' 
the -hip-joint which he had performed for a variety of condi- 
. tions. Suitable cases must be,medically fit and of a mental 
capacity to understand and co-operate in the pre- and post- 
Operative regime, 
result, The mortality was practically nil. The most important 
local factor influencing the result was the condition of the hip 
musculature. Fhe best results were in patients with the most 
muscles. The worst muscles were those fibrotic 
ones found in chronic Theumatoid and spondylitic hips, in 
-Which the results of arthroplasty were’ not. good.. He pleaded 
for the earlier consideration- of arthroplasty .by physicians in 
such cases, for surprisingly good results .had been obtained in 
Among other types of 
“disease osteoarthritis, gave the best. results with this treatment, 
In, young people those who ‘had had early Perthes’s disease’ or 
adolescent coxa vara did very well, those with spontaneous osteo- 
arthritis not ,so well. In the largest group of cases—that is, 
‘of morbus coxae’ senilis—there was, as in all the others, free- 
dom from pain and a range of movement which on the average 
was 40% of normal. Better results were obtained in: patients 
with a long' femoral neck. Deformity, particularly. external 


phenomena ; f 


present in certain | 
fuse and form the 
The vascular. 


maximal while the latter was minimal. Perivascular * 


phenomena of rheumatic fever, 
These facts supported the views of -Hench and his: 


co-workers ‘on the reversibility of joint - inflammation, par-, 
. ticularly in‘its less chronic 


of hip-joint innervation. He had used 
the hip-joint in 19 cases. The results.’ 
three cases relief of, pain was complete 


Extraperitoneal resection of the obturator ‘nerve ' 


branches and the. 


Age had little and sex no. bearing on the- 
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Care while 
dust. ; i 
‘Among the speakers who joined in the discussion Dr. DONALD 
WiLson (Bognor Regis) and Dr. G. D. Kirsiey (Bath) empha- 
sized the soundness of Smith-Petersen’s method of pre- and - 
post-operative care—the training of muscles and the prolonged E 
use Of crutches. Mr. NORMAN CAPENER (Exeter), mentioning the- 
unsatisfactory results of mould arthroplasty in ankylosing spon- . 
dylitis, recommended Batchelor’s procedure of. excision of the 
femoral head and neck with a Schanz type of* subtrochanteric 
osteotomy, This view was supported by Mr. F. W. HOLDSWORTH 


operating. and ‘by washing out all particles of bone 


- (Sheffield). Mr. H. JACKSON BURROWS (London) mentioned the 


— 


E ‘ Common Feeding Difficulties in Infancy 


> A warm. welcome: was extended by the President, Emeritus 


' rotation and flexion, added to the post-operative difficulties. | 


One of the difficulties encountered 
the formation of new bone, 
tion and limit movement. 


after operation .might be 
which might lock the. cup in posi- 
It could be minimized ‘by manual 
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effective method of hip-joint denervation practised through the 


~ Kocher posterior approach by his old teachér Elmslie in bis 


operation’ of extirpation’ of thé capsule, 

':Mr. BRooMHEAD in his reply agreed with most of what had 
‘béen said, but, referring to arthrodesis for single osteoarthritic. 
hips, warned against the possibility of osteoarthritis developing ` 
in the opposite- hip. ' x 5 ] 


“ Physical Treatment of Arthritis ' ag 
Dr. H. F. Turney (London) said that whereas superficially 
applied heat was useful for the knee, short-wave diathermy 
“was more suitable for the hip-joint. Exercises, which should 
‘be of non-weight-bearing type, were. of particular -importance 
for the restoration and maintenance of movement and for 'the 
muscular reconditioning which was of special significance in the 
knee, the stability of which was so dependent on its muscles. 
In .all this work the Guthrie Smith apparatus, or, improvised 
machinery of this type, was of great value. Active exercises 
were more; important physically and psychologically than pas- 
sively applied :faradism. It was important to avoid fatigue. 
“Reduction of weight by diet might be of value, but no par- 
ticular diet’ benefited arthritis. The value of mud packs was 
in their poultice-like heating effect and not in the nature of 
their constituents, The beneficial effect of, intra-articular injec- 


' ` tions was attributed to their acid content; he was not con- 


“yinced of this in practice. Nevertheless such treatment was of l 
“great value ;,non-dcid solutions could be used. Part of the 
benefit appeared to be due to the initial ‘mobilization under 
local analgesia and the after-treatment. It should not be pur- 
sued indefinitely if no relief was obtained. Sometimes the. 
results were dramatic. ‘ i 

. Mr. Grant WauGa' (Sunderland) believed the reactions of 
‘synovial: membrane and their treatment had been _ much 
neglected: Because of the sensitivity of some’.of his patients 
to procaine he had given up administering this drug in his injec- 
, tions of lactic atid, the continued good results of which were 
independent of' any. local analgesic action. ‘No other drugs 
were ag satisfactory., aoo, 4 ee 
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‘°° SECTION OF ‘CHILD. HEALTH 
-Wednesday, June'29 
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Professor C. W. VINING (Leeds), to guests who included Dr. 
V. A. FENGER (Danish Medical Association), Dr. I. C. Yuan 
(World, Health Organization), Professor C. C. DE SILVA (Ceylon), 
and Dr., D. G. CAMPBELL (Şan Francisco). 
Professor R.S. ILLINGWORTH (Sheffield) contended that many 
of thedifficulties arising in connexion with infant feeding were 
‘man-made and; preventable. Routine regular test feeds -might 
“contribute to early failure of lactation by worrying the mother, 


_, by implying doubt about her ability to breast-feed, and by 


leading to the ‘premature adoption of complementary feeds. 
Doctors, he thought, had a better knowledgé of abnormal than 
of normal infant feeding. , : = i 
Reviewing other common difficulties, Professor Illingworth 
deprecated the use of a fixed and rigid feeding schedule ; drew 
attention to the undesirability of too strict insistence on a baby 
being put to each breast for ten minutes at each feed ; stressedt 
the danger of too much emphasis being placed on overfeeding ; 
and commented or the effects of excessive clothing. Loneliness 
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gave rise to difficulties, and.an infant’ should not' be kept 
separated from the mother. 
required confirmation by ‘test feeds before any question: of 
‘taking a child off the breast-was answered. ‘Defective weight 


. gain might arise as a.result of defective intake, low-grade sepsis, 


or excessive clothing, or it might follow too literal adherence 
to “instructions on the.tin2’ and too great reliance on the: spoon 
as an accurate measure. Laxatives taken by the nursing mother 
were a not.uncommon cause of diarrhoea in’ the infant, but’: 
in the breast-fed, infant normal stools were often. mistakenly 
described as loose, and stools normal in all respects might be 
described as constipated because of apparent infrequency. ` 
Dr, CHARLOTTE Naisa (York) discussed: common feeding 
difficulties in infancy from the ‘point of view of the general 
practitioner. .In assessing the value of breast-feeding it was 
underfed breast-fed. baby ” ‘with 
“the fully fed baby reared artificially.” Insufficiency of breast 
milk was an indication for complementary feeds and not'for 


_ the termination of breast-feeding. ~~ ` 


Study of 100 consecutive cases in general practice showed 
that circumstances (excluding accidents and notifiable infectious : 
diseases) calling for domiciliary visits for babies of less than, 
| year of age were much less common-in‘the case of infants 
who had been breast-fed’ for an appieciable period than. in’ 
those who had never been breast-fed or who had -béen breast- 
fed over only a short period. Morbidity was not influenced 
by social level. a eee: . i 

There were among mothers “good, medium, and. poor, 
milkers.” Too much must not be made of this fact, however. 
The likelihodd of achieving successful breast-feeding was closely 
linked with the system of supervision. Often there were too 
many supervising authorities. Close contact with the ‘patient 
must be maintained by the doctor. Breast-feeding. must be 
discussed freely during -the antenatal period, and continuity of 
supervision was essential, Portable scales were useful used in 
the third and fourth weeks at the time of the customary: post- 
natal visits.’ Advice and supervision could be continued -by 


- the general practitioner at clinic sessions organized for’ this 


purpose. 
Professor S.'G. GRAHAM (Glasgow) dealt with problems 


“related particularly to feeding of the premature infant. ’ Feed- 


ing problems were inseparable from those concerned with the 
prevention and cure of disease in premature infants. Con- 
sidering the smallest premature infants in the first few weeks 
of life, Professor Graham’ said that there was no evidence to 
justify the view that breast milk was not the milk of choice. 


- Those who believed otherwise attached too much importance 


to gain in weight as thé sole criterion of progress. There were 
other criteria, such as ability to feed, activity, and colour. The 
amount and technique, of feeding were important. It. was 
dangerous to stimulate these infants too early or too quickly. 
Oedema was common, and resulted from capillary damagé due 
to anoxia and immature kidney function: Anoxia called for 
oxygen therapy. In thé presence of oedema fluids should be, 
withheld for at least 24‘to 48 hours. Feeding by the bottle was - 


‘desirable.’ Gavage and the use-of a- pipette involved a risk 


of aspiration pneumonia. The results:of feeding the premature 
infant depended’ on the nursing staff. - i 


Impressions based on a survey of 1,000 children’ attending | 
` artisan homes in Newcastle. The service had been im opera- 


infant welfare ‘centres were giyen by Dr. E. BADENOCH (Birm- 

ingham). The children represented a random selection. Difficul- 

ties in infant feeding had not been eased by social factors 

related to overcrowding, housing problems, and queueing. While 

more mothers were attempting breast-feeding, fewer were main- 

taining it for six months. -Difficulties in Artificial feeding arose 

from the nature of “the instructions on the tin”; and from a 

tendency to give tho few feeds. Habit vomiting was a fairly’ 
common source of trouble. Approximately 10% of-infants are , 
unable to take cod-liver oil in pure form, but they tolerated 

maintenance doses of concentrated vitamin preparations. Mild 

rickets was confirmed in 10 out of. 2,000 babies examined in 

connexion with adoption proceedings. Common ‘clinical -con- 

ditions encountered were: pyloric ‘stenosis under 2 months ; 

gastro-enteritis: and respiratory infection between 2 ‘and 5 

months ; teething disturbarice and otitis media between’5 and 8 

months; and pyelitis between 8 and 12 months. i 
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‘Mother-love was important, and the mother’s daily presence 
was, essential, and preferable to isolation in a nursery. Dried 
milks were the most favoured substitute for human milk in the 
Jower-income homeés, and have contributed to the reduced inci- 
dence of gastro-enteritis among infants. 

‘Pr. J. Mackinrose# (Birmingham) also stressed the importance 
of education beginning during the antenatal period. She sug- 
gested that local authorities might help family doctors under- 
taking antenatal care by lending local authority staff to provide 
the health education. In some instances use might be made 
of welfare and other centres. 

Subsequent speakers raised a number of points. Professor 
C. C. DE Smva (Ceylon) referred to the absence of feeding 
difficulties: among the lower-income groups in Ceylon. He 

- asked that the profession in this country should discourage the 
view common among Europeans that breast-feeding was contra- 
indicated in the Tropics. Dr. C. C. HARVEY (Doncaster) urged 
that greater attention should be paid to re-establishing breast- 

feeding prematurely’ discontinued., Professor A. E. Nalsu 
` (Sheffield) emphasized the value of test feeds, provided that the 
attendant was aware of variations within the normal range and 
provided that the mother had had explained to her the purpose 
and interprétation of the procedure. Test feeds at monthly 
intervals helped in the early detection of slight falls in milk 
supply which if uncorrected might contribute to undernourish- 
ment and anorexia on the part of the infant. Dr. POOLER 

. (Chesterfield)-said child-welfare experience confirmed the need 

- for elasticity in education. The tenth day of the. puerperium, 
when 'the mother resumed domestic responsibilities, was a 
danger period in lactation. Dr. SIMON (York) agreed that educa- 
tion. for breast-feeding should start antenatally, regretted the 
multiplicity of foods available because they encourage unneces- 
sary feeding changes, and commented upon the fact that 
adolescent schoolgirls thought of infants in terms of babies 
with bottles and teats.’ Dr. GOLDSBOROUGH (Leeds) said that 
changes in rationing and the national diet handicapped breast- 
milk secretion by depriving mothers of essential hormones of 
exogenous origin. In his experience only 10% of women are 
able to nourish their babies at the breast. | 

-Dr. Mary Crosse (Birmingham) shared views expressed 
previously concerning the value of breast milk for premature 
infants ; suggested that there might be some advantage in giving 
extra protein to infants of birth weight under 34 Ib. (1.59 kg.) ; 
and said she had come across only one case of retro-Jental fibro- 
plasia in 3,000 premature babies. Dr. J. Wess (Windsor) urged 
a review of teaching methods, Children’s physicians and local 
authority medical officers should have more insight into each 
other's work. He emphasized the value of hospital breast-milk 
banks. Dr. S. KeLsEy (Cheltenham) confirmed previous criti- 
cism of instructions on tins of artificial food. The basis should 
be expected weight and not age. 

Summing up the discussion, Professor ILLINGWORTH stressed 
the need for knowledge of neonatal physiology ; referred to the 
reduced risk of infection in breast-fed infants ; ‘and urged 
differentiation ‘between overfeeding and wrong feeding. 


+ 


Domiciliary Care of the Premature Child 


„Dr. F.J. W. MILLER (Newcastle-upon-Tyne) showed slides 
illustrating a domiciliary spécial nursing service at work in 


tion since 1945, Of 244 premature infants born and nursed 
entirely at home 197 survived. Only 26. were admitted to 
hospital after receiving care from a home nurse. Assessment 
of the results was. difficult. Comparing’ results with hose 
obtained in premature units of the highest standard, it appeared 
that infants of birth weight over 3} lb. (1.59 kg.) had as good 
a chance of, survival at home as in hospital; and that the 
prospects of those under 34 1b. were better in hospital. ‘The 
value of the domiciliary service was threefold. It has a social 
value.to the family, was a direct help to the family doctor, 
and facilitated the concentration. of care on the very small 
infants accommodated in premature units. 

In reply to questions: Dr. Miller emphasized that the key to 
‘success in domiciliary care rested with the nurse and that 
ultimate clinical responsibility rested with the family doctor. 
Oxygen and electric blankets were supplied to these homes. 
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-consulted the gynaecologist. 


` Trichomonas -vaginitis (not - proved bacteriologically in ~ 


-who complained of pruritus vulvae. 
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SECTIONS OF OBSTETRICS. AND “GYNAECOLOGY 
AND DERMATOLOGY 


Thursday, June 30 gs 
Pruritus Vulvae i P 


Professor T. N. A. JEFFCOATE (Liverpool) said that pruritus 
vulvae was a symptom for Which approximately 10% of women 


“irritation” of the vulva it'was easy to assume that by this 


-they meant “itching,” whereas often they meant pain, tender: 


ness, or a burning sensation. Unless there, was a desire to 
scratch, the term pruritis should not be used. It was important 
to determine’ the site of the pruritus, for pruritus vulvae and 
pruritus ani often had different causes. It was also important 
to know if it was associated with pruritus elsewhere. ' | 

, After discussing the mechanism of production of the: sensa- 
tion of itching, Professor Jeffcoate went on to consider the 
aetiology of pruritus vulvae.. It might be associated with 
generalized pruritus, as in“ jaundice, Glycosuria was an 
important factor. Pediculosis gave rise to pruritus pubis rather 
than pruritus vulvae. His analysis of a large series of cases 
showed how many possible causes there were. © l 


Catises of Pruritus Vulvae in 254 Consecutive Cases, Excluding 
~ Pregnant Women 
i ', Number of Cases 


34, but clinically typical) ie 
Chronic cervicitis, cervical erosion, and polypi 
Trichomonas vaginitis probably present, 
Other factors present... .. ia 
Deficiency states ee = 
Vitamin B, deficiency .. `.. Pe T 
Achlorhydria . pi pe aa) tea 'eaee 1 
Deficiency anaemia (iron or liver factors) ..- 
Psychogenic causes... ate EA ons fet , Sees 
Skin diseaSes not specific to the vulva: psoriasis, inter- 
trigo, intra-epidermal cancer, etc., . if ee 
Prolapse... is ba | as ES Si 
“ Leukoplakia vulvae ” a zi + ets m- 9 
Glycosuria, diabetes mellitus az oe ss R 
Fungus infection of the vagina and vulva .: fa © Ube 
Senile vaginitis a? Jone os ia ceug Bh a 
Idiosyncrasy to chemicals (soap, “ dettol,’: pessaries, 
contraceptives) Si ts i ae 
Allergic states 
Post-menopausal 


Unknown Ae 


100 
28 


20 


POW po: ` 


ae 
f 


Barau NH OO 


trophic vulvitis 


Professor Jeffcoate considered that one of the greatest. 
advances of recent years had been the recognition that certain . 


deficiency states could cause pruritus vulvae—for example, lack 


of vitamin A, B complex, and iron and liver factors. Probably. 


20% of cases were due to these deficiencies. He had details 
of 46 women with pruritus vulvae who had histamine-fast 
achlorhydria. They had been treated with dilute hydrochloric 
acid by mouth, and iron preparations when necessary, but 
no other general or local treatinent. The results were : Í 


Cured a a ae ee 34 
Slight relief .. ..- .. « 1 
Unknown Js Ss va .. 4 
No response set eu a6 oe oF \ 


The 34 cured cases were followed up, and it was found 
that 25 had:permanent relief for one to eight years ; one patient 
died of intercurrent disease; two ‘were not traced; six had 
relapsed and did not respond to further treatment. 

The most important part of the management of pruritus 
vulvae; was a thorough investigation to find the cause.. A 
careful history and full physical examination were required 
as well as (1) repeated examination of fresh vaginal swabs for 
trichomonas, Oidium albicans, and other fungi; (2) a frac- 


_tional test meal ; (3) full examination of the blood; (4) a glu- 


cose-tolerance test; and (5) biopsy of vulval skin in selected 
cases. He concluded by stressing that even in the‘present state of 
knowledge a definite organic cause, amenable to treatment, 
could be feund in not less than four out of every five women 
In no~more than 5% 
of cases was it impossible to give relief by one means or 
another. 7 ; 


When patients complained of . 
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/ Dr. G. A. GRANT PETERKIN (Edinburgh) pointed out that 


_ diagnosed as leukoplakia. 


~ 


- Fare, 


when a dermatologist diagnosed pruritus vulvae it indicated . 
that there~was no skin condition present to account for. the, 
itching, so thatthe case was either gynaecological or fell > 
into the so-called “idiopathic” group, in a proportion ‘of 
which the itching appeared to be entirely due to psychological 
causes. He thought that the highest incidence occurred between 
the ages of 30 and 39, and not, as was often thought, after 
the menopause. It was prudent to remember that venereal 
diseases could cause pruritus vulvae. He listed other condi- 
tions which might be responsible for pruritus. 7 
‘Condylomata acuminata, when itching might precede the 
appearance of the warts by`several weeks. Podophyllin resin 
was effective in these cases. ~ 
Flexural psoriasis, for which tar and ultra-violet light were 
best. ` i : ` Nr 
Lichen planus, which was often mistaken- for leukoplakia, 
was best treated -by the heavy metals, perhaps aided by 
x rays. a ‘ E 
Lichen- sclerosus et .atrophicus was even more frequently 


vulval lesions in this disease. Some cases responded well to 
prolonged treatment with stilboestrol ointment. +- ~ 
Contact dermatitis might be due to quinine pessaries, rubber 


` contraceptives, clothing, medicated toilet-paper, sanitary towels, 


and even nail-varnish. The commonest cause of all was one 
of the myriad antipruritics prescribed, especially cocaine. The 
acute case responded well’ to treatment with starch poultices 
and Castellani’s paint. ~ 

Drug eruptions—for example, those due to phenolphthalein 
and the sulphonamides—might cause pruritus. \ 

Circumscribed neurodermatitis (lichen simplex chronicus) 
and the asthma-eczema group should be treated with „crude 
tar, xrays and thorium‘ X, or cod-liver oil and hydrochloric 
acid. a . 

Flexural infective eczema could be cured by 1% gentian 
violet, and for follicular infective eczema treatment by means 
of a penicillin spray gave good results. i , 

Fungus infections were due either to true ringworm or to 
yeasts, and were often found in diabetic patients. - It had been 
pointed out that 18% of healthy women harboured monilia. 
in the gastro-intestinal or genital tract. For fungus infections 
one of the best antipruritics’ was undecylenic acid. 

“ Idiopathic” cases, Dr. Grant Peterkin concluded, formed 
a group in which focal sepsis was often an important, factor, 
as‘ also were emotional and anxiety states. oe 

Dr; C. J. MacKINLay’ (Glasgow) said that monilial pruritus’. 
vulvae affected three groups of patients : the diabetic, the 
pregnant, and an “ idiopathic” group in which -no factor 
could be shown to.be responsible for the continuance of the 
infection. Diagnosis was difficult, and he suggested that no 
gynaecologist should accept the diagnosis of a Grade I flora. 
(Schroeder), particularly. in cases of pruritus, unless swabs had 
been cultivated on Sabouraud’s medium and had failed to’ 
grow colonies of fungus. A direct film stained, by Gram’s 


- method might be most deceptive, as the fungus could assume 


a form morphologically indistinguishable from Doederlein’s ` 
bacillus. Treatment by “ mycil” pessaries and jelly had given 
satisfactory results. aed 

Dr. ELIZABETH HUNT (London) said she had never seen a 
case of “idiopathic ” pruritus vulvae. Pruritus was a symptom, 
not a disease.‘ In her experience psychogenic causes were 
She “thought that ‘“ dettol’” baths headed the list of 
irritants. .She reviewed 88 cases referred to her for pruritus 
vulvae from January to June, 1949. “~The vulva only was 
affected in 34% of, these cases, and in 4% the vulva was not 
affected at all. General constitutional diseases accounted for 
20%, local affections 25%, skin diseases 50%, and other causes 
5%.: The present-day excessive carbohydrate diet might 
influence the condition. ; 

Dr. E. LIPMAN COHEN (London) did not believe there was 
always just one cause for a disease. He, thought the psycho- 
genic factor was often primarily responsible in cases of 
pruritus vulvae. - a 

Dr. F. F. HELLIER (Leeds) thought there was a lot of 
nonsense being talked at present about vitamin deficiencies. 


` 


Carcinoma did not.arise from the- ’ 
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Many cases of hay fever which have hitherto . 
dates resistant to all forms of Geta can now , ‘ 
enefit from the Symptomatic relief afforded by : / 
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‘ PHYTODERMINE ' CREAM combines 
the anti-fungal activities of 
phenylmercuric acetate and terpineol 
in an elegant oil in water emulsion ` 
base which greatly facilitates pene- 7 
tration.of the skin without-making it . 
unduly greasy. Salicylic acid is : , 
added as a reliable keratolytic agent. 
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a S. T. ANNING (Leeds) was sceptical Hout monilia causing 
colpitis. , 

Dr. BRIAN F. RUSSELL (London) said: that Jaca factors 
were’ most important. 
clency states due to dietetic fads. 

Dr. MUREL KEYES (Harrogate) said many women were dis- 
inclined to go to their doctor when complaining of vulval 
itching. She stressed the importance of urethral disorders 
as a cause, TES i E 

Others who took part in the discussion were- Dr. A. BARKER 
(East Kent), Dr. G. A. Hopgson (Cardiff), Dr. S. L. 
NavaRATNAM (Colombo), Mr. J. A. CHALMERS (Inverness), Dr. 
S. SMITH (London), Dr. W. H: Brown (Glasgow), Dr. H. R. 
VICKERS (Sheffield), Dr. A. FReNcH (London), and Dr. J. T. 
INGRAM (Leeds). \ 

Summing up, Professor JEFFcoaTE thought that all were 
agreed that pruritus vulvae was a symptom and not a disease. 
Vitamin deficiencies could exist without demonstrable defi- 
ciencies in the blood. Some 25% of women were carriers of 
trichomonas, and he wondered if this infection was not often 
spread in hospital wards. 


- 


SECTIONS OF RADIOLOGY AND CARDIOLOGY 
Thursday, June 30 
Angiocardiography 


a 


The Sections of Radiology and Cardiology combined for a 
discussion on “ Angiocardiography,” Sir JoHN PARKINSON pre- 
siding over the first part of the meeting and Dr. J. L. A. 
GROUT over the second. Sir John Parkinson said that this 
was the first occasion on which a Section of Cardiology had 
been arranged, and the cardiologists were glad that their first 
meeting should be with the radiologists, to whom they owed so 
much. They were also proud that one of their members, 
Dr. C. W. Curtis Bain, should be President of the Association. 

Dr. FRANCES GARDNER (London) said that angiocardiography 
afforded a clearer understanding than had hitherto been pos- 
sible of normal cardiac anatomy. In her department they had 
collected a small series of normal. angiocardiograms in different 
age groups taken in the three standard positions used in fluoro- 


. scopy, and in addition to their educative value they, had pro- 


vided -a useful standard for comparison with abnormal films. 
She proceeded to give a lantern demonstration of angiocardio- 


grams in the normal child and adult and ‘showed their value! 


in the ‘recognition of specific aortitis and in the differential 
diagnosis of -aortic aneurysm and mediastinal tumour. 
Perhaps the most striking contribution which this procedure 
had made to modern cardiology was in the realm of cyanotic 
congenital heart disease. The surgical procedures in this con- 
dition initiated by Blalock in the United States and by Brock 
in this country called for accurate anatomical diagnosis, The 
first concern in considering suitability for operation was to 
exclude those cyanosed patients in whom the pulmonary blood 
flow was adequate or increased. Here angiocardiography might 
only confirm: the clinical diagnosis, but it might also add some 
Many abnormalities were included 
in this group, and for some of them surgery was contraindicated. 


. The practicability of increasing the blood supply to the lungs 


depended on the presence of both right and left pulmonary 
arteries, and only by angiocardiography could, this be 
determined with certainty. 

Dr. J. Wire (Sheffield) sketched the earliest attempts to 


_ gutline the cardiac chambers, culminating in the use by Robb 


and Steinberg of 70% “diodone.” Many devices had been 
evolved for enabling a rapid series of radiographs to be taken. 
The most likely appeared to be some development of cine- 
radiography. He described a rotating cassette holder capable 
of giving six exposures at intervals of about 1 second. The 
position of the patient during examination was important. The 
arm must be maintained in proper relationship’ to the trunk 
during injection. Adults were examined under full sedation ; 

children under general anaesthesia (cyclopropane). , In the latter 
case a second injection could be made, provided an adequate 


4 


He belteved that there were true defi- ` 


interval was allowed between the two. Timing of the exposure 
intervals was correlated with the side of the heart which was 
suspect. He discussed possible dangers of the procedure, and 
referred to one isolated fatality. All ‘possible care should be 
taken in the selection of cases, and the information likely to 
be obtained should be of sufficient value to justify the risk. 


- He. demonstrated the radiographs of four cases—coarctation of 


the aorta, complete transposition of the great vessels, Fallot’s 
tetralogy, with early and late filling of the aorta, and pulmonary 
Stenosis with an datrioseptal defect and rudimentary right 
ventricle. 

Dr. K. D. Keere (Londen) demonstrated the value of angio- 
cardiography in seven cases, all in children with congenital 
defects.. He described the history and signs in relation to the 
appearances in the angiocardiogram. In a case of patent inter- 
ventricular septum, for example, the angiocardiogram showed 
filling of the right and left ventricles in 2 seconds, both remain- 
ing filled for 6-8 seconds. In a case of congenital heart block 
and patent ductus arteriosus the antero-posterior view showed 
a normal right auricle and right ventricle, poor filling of the 
left ventricle, small aorta, the pulmonary fields remaining filled 
for 8-10 seconds, and pulmonary clonus not filled at the same 
time as the aorta, while the left anterior oblique view showed 
patent ductus arteriosus. In a case of patent ductus arteriosus 
the angiocardiogram showed refilling. of the left pulmonary 
artery from the aorta and, on an oblique view, a small local- 
ized dilatation of the inner wall of the descending arch of the 
aorta. The ductus was ligated, and an angiocardiogram repeated 
five weeks later showed now no refilling of the left pulmonary 
artery from the aorta, and the localized aneurysm of the inner 


' wall of the descending arch of the aorta was larger than 


í 


“exposures im the early seconds. 


previously. J 

Dr. T. H. Hırs (London), whose paper was read in his 
absence through indisposition, said that Guy’s Hospital had 
been fortunate in that a large number of cases in the cyanotic 
group had been investigated before operation, and the radio- 
logical findings had been checked in the operating theatre and 
at times in the post-mortem toom. Angiocardiography was a 
dangerous investigation in this group, and should ‘not be under- 
taken solely to confirm a diagnosis in a patient not suitable for 
operation. About 90 cases had now been x-rayed at Guy’s. 


‘However well established a. clinical diagnosis of Fallot might 


be, the thoracic unit at Guy’s was not prepared to consider 
operation without this investigation. He discussed the techni- 
cal requirements for the investigation. The films must be large 
enough to include the vessels of the neck, accurately timed so 
that correlation of the rate at which the chambers of the heart 
filled was possible, and taken at such intervals that there was 
not too great a difference between any two consecutive pictures 
in the series. Both antero-posterior and oblique views were of 
value, but if the diagnosis was in little doubt, and it was desired 
that the risk of a second injection be avoided, the antero- 
posterior view should be preferred. The oblique view, however, 
was desirable in a case of supposed ductus or a transposition. 
He went on to mention a number of points in the interpretation 
of angiocardiograms, 

Dr., F. Jackson (London) discussed present trends in North 
American clinics. Angiocardiography had been used at 157 
different hospitals in North America, and in some 6,000 exami- 
nations. Three main methods were used: cassette-changing 
method, the continuous roll of x-ray film, and photo- 
fluorography, in which the fluorescent screen was photographed. 


At Mount Sinai Hospital, New York, where the greatest number 


of ‘angiocardiograms had been taken (over 1,500), a gravity 
machine with electrically operated release was used. The con- 
tinuous roll method had been developed at the Toronto 
Children’s Hospital and at Ann Arbour. More rapid exposures 
could be obtained in this way, and many workers believed that 


the exposures made rapidly during the critical two or three 


seconds after injection revealed information not given by slower 
methods. It was believed that there could not be too many 
Photo-fluorography was diffi- 
cult, chiefly because the fluorescent screen emitted only a small 
fraction of the energy falling on it as actinic light, and he did 
not think this method would provide a solution, at any rate 
for some time to come. 
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The subsequent aeea “was. chiefly concerned with the 
-‘ dangers of the procedure. ` Dr. FRANCES GARDNER mentioned 
some additional~ points. . Some children had’ been examined 
while under sedation only, and she did not think. that if the 
sedation 'was heavy enough the childrensufferéd. Dr. J. WILKE, 
on the other hand, insisted on general anaesthesia for children. 
Dr. F. JACKSON ‘said that at Mount Sinai there had been no 
death in the 1,500 examinations, and this compared well with 


` Jobns Hopkins, but at the latter hospital a great number of 


` 


very serious cases bad been investigated. Dr: G. M. HAYWARD 


(London) said that at St. Bartholomew's, where between 50:and - 


60 angiocardiographic examinations of children had been car- 
ried out, anaesthesia was used, and, moreover, it was insisted 
that a most expert anaesthetist be employed, usually the anaes- 
thetist. who would act af the subsequent operation. Sometimes 
the patient might be under the anaesthetic for i4 to 2 hours. 
There had been no fatalities, and since the use of sedation 
had given place to anaesthesia these cases had caused much 


_ less anxiety. Dr. F. T. FAULKNER (London) said that there had — 


‘been two fatalities among the cases at Guy’s. The first was 


after gas-and- -oxygen anaesthesia, which was unsuitable, and 


` the second was in a case where two injections were given, the 
‘second one to take an oblique view, with only 20 minutes’ rest 


~ between ‘the two. Cyclopropane was the anaesthetic of choice. 


E 
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SECTIONS OF CHILD HEALTH AND PREVENTIVE 


MEDICINE E | 
Thursday, June 30 i 7 
Behaviour Difficulties in Childhood 


, Overseas visitors at this combined meeting included Lieut.-Col. 


` tion), and Dr. R, E. ANDERSON (Malaya). 


J. W. Recan (U.S.A), Dr. E. H.. CLuver (South Africa), 
Dr. P. Moran (Eire), Dr. I. C. Yuan (World Health Organiza- 
The chair was 
taken by the, president of the Section ‘of Preventive Medicine, 
-Professor R. H. PARRY (Bristol) and later by Professor W. S. M. 


» CRAIG (Leeds), ` 


Dr. MILDRED CREAK {Lóndon) commented on the controver- 


sia] nature of the subject and emphasized the need for atten-' 
‘tion to the preventive aspects of work at child-guidance clinics. ` 


- She stressed the importance’ of history-taking and the depen- 


dence of successful treatment on lengthy first interviews. There 
should be closer contact between; children’s physicians and 
psychiatrists: -An almost insoluble problem was that arising 
from the unwillingness or inability of parents to make neces- 
„sary adjustments to the presence of children. Emotional prob- 
lems could be traced to tension ‘and conflict, which might be 
at the- conscious level or might consist of influences carried 
over from deeper levels: Prevention could begin in the ante; 


natal stage and be continued during the puerperium. “ Rooming- ` 


in arrangements,” which found favour in American maternity 
hospitals, were to be commended. They helped the mother to 
-learn what her child wanted and they tempered the attitude 
of the staff. 


‘One result of the small families of to-day: ‘was that adolescents 


learned little of home life and acquired only a limited experi- . 


ence of children. In our modern way of living, home-making 
and parentcraft came low in the list of priorities. .The effects 


- of the war years were evident among children who did not 


‘know their fathers in their earlier years. There was evidence 
that persisting problems. were most common in children ' who 
had been evacuated and particularly in those who were evacu- 
ated when very young. There was a danger in removing a 
child from the emotional attachments of his home at certain 
stages in development. Divorce resulting in loss of a parent 
-was a growing problem as a cause of difficulty in adjustment 
in children. Short periods in hospital could produce profound 
disturbances. Aggression in a child in hospital or at school 
Might be a healthy attitude providing evidence of readiness 

to face and grip new problems.’ / Soat 
Speech, reading, and number concepts had an orderly pat- 
tern of development. Confusion occurred on returning to 
school after an absence. Hospitals, she SORE should pro- 
vide some form of educational help. 
- t 
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Dr. Creak referred to’ the unique opportunities possessed by 
welfare’ clinics if time was spent on first interviews ; ‘the impor- 
tance of not being too ready to sacrifice a mother’s warm 


_care of an only child in order to place the child with’ others 


—- 


- cases only 10% called for action in the home. 


of his-own age: and she urged the closer association, of staffs 
of hospitals and’ school health services. More people were 
having fewer children, and so the child was in danger of being 
offered greater freedom in a world less ready to receive him. 
Physicians must try to reinforce the ties inherent in stable family 
life, 

Professor C. W. VINING (Leeds) gave “spoiling” as the 
most common reason Offered for behaviour problems. In fact 
attempts to.avoid spoiling a child might give rise to unhappi- 
ness. Behaviour problems more often than not were the result 
of the imposition of a parent's will. The child needed love 
and affection from those looking after him. Forcing produced 
rebellion; negativism; and insecurity, where what was wanted 
was the promotion of courage, confidence, and freedom. 
Obedience ‘to repressive measures was neither lasting nor ’ 
natural. Single incidents did not have prolonged disturbing 


‘effects, whereas persistence in a parental attitude not under- 


stood by the: child did. Spoiling -might take many forms, 
including exaggerated anxiety, undue concern about happiness 
and well-being, and excessive interest in the natural: bodily 
functions of the child. Most children attending hospital clinics 
were not suffering’ from underlying physical disease. The 
doctor must not encourage a wrong attitude in the child by 
too long .a period in hospital, severance from education, or- 
prologed convalescence: The importance of behaviour problems 
must not be exaggerated. These problems had wide implica- 
tions related to common sense, public health, and education. 
Dr. W. S. MacDonaLp (Leeds), who was introduced ‘to the 
Section as a family doctor, justice of the peace, and chairman 
of a juvenile court, referred to children reflecting their parents, 
to the influence of the mother being vital, and to the impor- 
tance of the father. being limited only by the amount of 
security he could give the mother. The tempo as well as the 
scale of juvenile delinquency was on the increase. Only 1% 
of all children became delinquents in a court sense, and in these 
Delinquency . 
was eight times more common among boys than among girls. 
A point of unquestionable importance was the religious point 
of view characterizing the family background. Too much 
emphasis could be attached to physical defect. , Low intelli- 
gence engendered a desire in the child to push himself forward ` 
if his school was unsatisfactory. Frustration developed and 


‘behaviour problems resulted. 


Dr. MacDonald urged that education authorities should give 
the same attention to emotional stability as to intellectual 
advancement. The general practitioner should aim ati enabling 


. people to do without the doctor; and the mother should aim 


at keeping her child away from the child-guidance' clinic. . 
Child-guidance clinics’ should keep the child away from the 
juvenile court. Future preventive measures should pay special 
attention to girls of school-leaving age, too few of whom were 
conscious of the part they would play in the character formation 
of their children in the years ahead. 

Dr. D. HENDERSON (York) drew attention to the important 
part to be played by the family doctor- in prevention, and 
recommended closer linking of the child-guidance with other 
child-health services. Certain published assessments of the 
extent of the problem of behaviour disorders had probeyly 
exaggerated the réal problem, 

Dr. A. A. E. NeEwta (Nottingham) Sonited out that as early 


. suspicions about child guidance were being dispelled a balanced 
-outlook was being established. Contact between hospital physi- 


cians and parents was to be encouraged. So also was a closer 
liaison between school health and hospital services. Psychiatric 
treatment for the child and the parent should not be under- 
taken by the same organization. Better treatment facilities for 
children were required. The influence of school on ‘the child 
was not fully appreciated. Schooling might, give rise to diffi- 
culties, but more frequently served as a valuable corrective 
to’ the feeling of insecurity due to tension in the home. 

Dr. MARGARET ‘LOWENFELD (London) said that children- 
should have the reasons for their admission to hospital 
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explained to them; that greater importañce should be,attached . while to try to estimate the amount of’ histamine present in 
to the place of food in the imagination of,:the child in. hos-. nasal: biopsies.” and _. determine whether this was in direct 
pital; and that new hospital design should take ‘more account: proportion’ to the number” of eosinophil cells present. 
of a child’s psychological needs. . The view that religious bodies. . Mr. J. Gerri (Aberdeen) discussed’ allergy in children, 
and local education authorities should-take 4 more active part’ which had , been increasingly recognized by paediatricians in 
in tackling delinquency was advancéd by Dr. H. SuGaR#.(Leeds).' the last decade. Unfortunately the general public still expected 
-The point was.made* by’ Dr. CHARLOTTE NaIsH (York) that the . the condition to be cured by removal of tonsils and adenoids. 
family doctor should aim at establishing.an attitude of under- . It ‘was important ‘to, diagnose and treat allergy in the early 
standing friendship towards > the mother, utilizing the oppor- stages, and to avoid all treatment which might tend to add 
tunities of general practice to further education for-health... infection. He stressed’ the ‘importance of family history and 
Dr. D. D- PAYNE (Harrogate) suggested that reference of pupils ` past history... an ae ves 


to a child-guidance clinic should: be by the school medical A small -biopsy was the: Most reliable diagnostic aid. In 
officer. There was need on occasion to protect children from 


treatment? general measufes were proper sleep, exercise, light 
teachers who were enthusiastic about “psychology and.ready “and airy -clothiig,“and avoidance of the specific allergen. He 
to refer too many children for examination. ‘Organic disease 


. had. found non-specific desensitization quite valueless and 
- . fer T Ka 
was considered to be a common sourct of behaviour próblems 


by Dr. W. N. Leak (Winsford). ` Dr.\F. P.” H. BIRTWHISTLE 
(Barton-on-Humber) argued that children’ should be told, what. 


. Specific desensitization good but troublesome. For local treat- 


„ment cauterization had given thebest results, followed by breath- 
ing exercises'for a month. Elixir of “ benadryl” was useful, 


they should do and not what they should not’do, and ‘stressed } and “anthisan” in older children; Operations, should be per- 


Ly ' ve 


followed by action when indicated. -. , oe a 
Dr. P. Moran (Eire), contrasting: the position in his own 
and in this country, attributed the existence of, behaviour prob- 


that threats’ of: correction ‘did more harm’ than good if ‘not.’ 


- by ‘adénoids. , | 
Dr., LEON. UNGER (Chicago, U.S.A.) disagreed with Mr. 
Simpson ~on‘the value of skin ‘tests: He thought that 50% 


‘formed only if there was infection, or if there was obstruction ` 


lems to an ever increasingly ,complicatéd ‘social, structure, to-, to 70% of cases of'-perennial allergy gave a positive skin reac- 
emphasis on group existence to: the detriment’ of family _ tion, particularly to house: dust., He divided cases into three 
life, to failure to appreciate the advantages. of isolation, ‘and. ° groups: (1) seasonal, due to pollens ; (2) seasonal or perennial, 
- to laok of emphasis ‘on.moral and’ religious considerations. ,.' ,due to fungi; (3), perennial vasomotor rhinorrhoea. . Three 
Summing up, Dr. CREAK agreed that newer ways ‘of thinking factors were, present: (1) constitutional, usually hereditary ; 
` involved ‘risks of -a.-wrong- conception that ideologies might. (2) :contributory, such ‘as- fumes, dust, ‘temperature’ ‘change : 
replace humble: belief. im ourselves? ; She said the valu&*of the ° (3) exciting.'allergens. The presence. of more than 4% of 
father in a child’s life: was derived from'the adventuresomeness_- eosinophils in the, cell count of nasal smears was. diagnostic 
, and the loving authority of his personality. She gave a reminder’ ‘Of allergy. as 

that where there was a choice,the average person preferred to ` ‘Treatment should be preventive, and by desensitization. Prob- 
. be physically ill-rathér‘than emotionally ills > <-> -" -~ «ably 75% tô 80% of all so-called “ sinusitis” was due to allergy. 
; a N f° sty a Purulent material from sinuses should be-stained and examined: 
Tuberculosis and, other Conditions in Childhood , ~ it might then be found full of eosinophils. House dust prob- 
In. the afternoon members of the Child Health Section: paid ably ‘contained some (specific factor, the dust from bedding and 
a visit to Scotton Bank Sanatorium, ,where.Dr. VincenT RYAN’ UP holstered furniture being much more potent than that from 
(Knaresborough) demonstrated. ån interesting series of patients. ie ee i treatment should not be prolonged. Anti- 
and edie apne aes as To eae istamine .drugs ‘were ‘of some value. Surgery should be 
33 ; . reserved for cases of marked polyposis, severe septal deviation, 

‘sinus infection! and septic tonsils and adenoids. 
Dr. H. HENDERSON MOLL (Leeds) thought that non-seasonal 
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E n E se R ae tS .. ~ “and -non-specific. factors. ergic. rhinitis, however,’ was a 
` rs ! Nasal Allergy - 2 Set wets gl ; , 


: ee l D ‘frequent accompaniment of allergic asthma; and the changes 
With the president, Mr. A. B: Pavey Smrri, in ‘the’ chair, . Observed in the nose reflected the general allergic condition. 
Mr. R. R. SIMPSON (Hull) opened a discussion on nasal allergy. Allergy was suggested by the age of onset (under 40), by a 
He gave figures showing the incidence, of. the condition; and .; 


positive family history, and, in a high proportion of cases, 
thought that the apparent increase was really dué to-increased - could be.confirmed by skin tests. Nasal polypi occurring with 
recognition of it. It- was merely‘a local~manifestation of a“ ‘asthma usually pointed to“an infective factor. They occurred 
constitutional condition. Treatment should be fundamental and- ` in. an older age group, and were normally associated with 
not simply a. local, palliative. The`characteristic-nasal picture infective asthma. The, effect of administering para-amino 
was describéd, and compared with that of so-called sinusitis. ‘benzoic acid, 100-500 mg. every two hours during the day, was 
Nasal. polypi were pretominantly, allergic in origin; 97%- of ‘déscribed. \ ` “7 l ’ 
his cases showed marked eosinophilia. | cs 4 >.. ” Dr. D. R. BELLETTY (Assam), as a sufferer from nasal allergy, . 

In’ non-seasonal allergy, skin: tests. were of ‘some: use in. described the failure of, submucous resection, followed by 

children, but not in adults... Sete, ah 3 improvemént later with desensitization and the use of a vaccine, 

Specific ‘desensitization was sometimes. satisfactory,’ if ` tem- . Mr. A. S. DE B. Cocks (Adelaide, South Australia) thought that 

porary,’ in children, but useless in_ddults. He - discussed, the _ in house-dust allergy ‘skin- tests were positive in almost all 
+ antihistamine drugs,'and nicotinic acid given in addition. Local: ` cases, and that\polypi were usually of allergic origin. Dr. S. F. L. 
“applications to the’nose should, be isotonic with the nasal secre- Damne (Reading), found that: in cases of so-called catarrh 
tions-and not over 1% in strength. -He ‘deprecated ionization, . or-nasal obstruction about 20% of adults and 25% of children 
cautery, sclerosing injections, and: x-ray treatment; Radium ¿were allergic." Dr. J.-G. “REED (Malaya) asked 'if varying nasal 
was useful only for the prevention of recurrent’ polypi. Sur- . obstruction was due to allergy. Had any serious side-effects 
gery had little or no ‘place: in the treatment of non-infected “been produced by- antihistamines? Was there any scope 
cases. `, ee ee a ig, ae » ~ ne » for psychiátric. treatment in children ? 

‘Professor R. B: Hunter (Dundee). described the effects.of. “Mr. R. SCOTT STEVENSON (London) deprecated the suggestion 
‘antihistamine drugs in perennial vasomotor rhinorrhoea. All ‘that operations were harmful, and stressed the importance of 
cases studied had‘ allergic mucosa diagnosed’ by biopsy, and’ -the surgeon’s ‘deciding whether’ an operation was indicated. 
the standard of -cure was‘ the return of mucosa to normal, Nothing ‘gave more satisfactory results than submucous resec-_ 
again as judged on. biopsy. _All cases were first ‘given dummy „tion in the Proper case. Dr. KATE MAUNSELL (London) asked `’ 
tablets for 14 days.~ During this period 5%. were cured? Of: if the combination of antihistamine drugs with desensitization. 
the remaining cases, “re mere aired after one.month’s treat- was harmful. *. Dr. S. DeBoxo, (Malta) thought that any surgery 
ment with “anthisan,” and nearly two-thirds-of these were 


would give temporary relief,,but that the condition would recur. 
- -still symptom-free after 15, months. 
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It would be well worth” Therefore it was best avoided. E 
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Mr, E. R. GARNETT Passe (London) said he did not find that 
sympathectomy or excision of the sphenopalatine ganglion had 
any effect on vasomotor rhinitis, .Mr. Pavey SMITH (Harro- 
gate emphasized the importance of*prevention. The duration 
of efficacy of antihistamine drugs was not known. Increased 
incidence of polypi among farm workers seemed to be asso- 
ciated with the increased use of dusty chemical fertilizers. 

Mr. SIMPSON said in reply that points which should be noted 
were the appearance of the turbinates, the presence of the clear 
secretiony small uninfected tonsils, and normal tympanic mem- 
branes, together with a past and family history of allergy. 


SECTION OF OPHTHALMOLOGY 
Thursday, June 30 
Eye and Skin 


Dr. James Fison (Harrogate), president, was in the chair, and, 
during the afternoon, Mr. A. B. Nutt (Sheffield), vice-president. 
Mr. J. H. Docoart (London), opening a discussion on ophthal- 
mology in relation to diseases of the skin, pointed out some of 
the ways in which the two specialties overlapped. He depre- 
cated the overtreatment of styes, but emphasized the impor- 
tance of not neglecting blepharitis. Maladies which implicated 
the outer coat of the eyeball were considered, with special] 
reference to ocular rosacea, pemphigus, and other vesicular 
diseases. He also discussed skin lesions associated with disease 
of tbe anterior uveal tract, with cataract, and with fundus 
disturbances, illustrating his remarks with pictures. 

Dr. ALICE CARLETON (Oxford) discussed the vesico-bullous' 
diseases, some of which were known to be caused by viruses. 
Although wide variations in severity were encountered in prac- 


tice, and_although the immediate or precipitating factor was by - 


no means constant, yet the pathological changes in the epidermis 
were essentially the same in that group of conditions. The 
term “ aphthosis ” had been advocated to embrace such vesicular 
eruptions, and it would appear that, under the influence of 
certain noxious stimuli, liquefying epidermal cells released 
enzymes which interfered with the mechanism of carbohydrate 
metabolism, so that the tissue was asphyxiated. 

Dr. L B. SNEDDON (Sheffield) stressed the association of ocular 
and dermal abnormality in disorders of development as well as 
in allergic reactions. It was important to search for localized 
dermatitis of the legs or other remote regions in cases of 
unexplained blepharitis. He -emphasized the part played by 
endogenous and exogenous toxins in the production of that 
disorder. His own clinical experience strongly supported the 
generalizations made by Klaber and Wittkower (Brit. J. Derm. 
Syph., 1939, 51, 501) on the typical personality of patients with 


_ rosacea. 


Dr. N. MCALISTER GREGG (Sydney, New South Wales) sup- 
ported the principle of therapeutic simplicity, and testified to the 
value of hydrogen peroxide and liquor tinctorium in the treat- 
ment of blepharitis. Mr. A. G. Cross (London) suggested that it 
was far easier to cure one particular attack of blepharitis than to 
prevent recurrence of this condition. Mr. A. G. PALIN (Bristol) 
advocated cleansing of the eyelids twice daily with a face- 
flannel as a precautionary hygienic measure, but Mr. DoGGART 
subsequently pointed out the dangers of using a piece of 
ematerial so liable to be contaminated. The unfavourable 
influence of septic teeth and seborrhoea of the scalp on the eyes 
and the eyelids was emphasized by Mr. H. M. Jay (Adelaide). 
Mr. H. G. W. Hoare (Newport, Mon.) mentioned certain 
disadvantages of penicillin therapy. 


Scleromalacia Perforans ` 


Mr. H. V. INGRAM (Newcastle-upon-Tyne), discussing sclero- 
matacia perforans, said that the association of that rare disease 
with polyarticular arthritic disturbance was not invariable. He 
reported two cases, one of which had derived benefit from 
operation. Dr. N. H. AsHton (London), who had collaborated 
with Mr. H. V. Ingram in the investigation of his material, 
raised the question whether there might be a relationship 
between scleromalacia perforans and certain cases of brawny 
scleritis. 
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Angiomatosis Retinae 


Mr. A. G. Cross (London), discussing angiomatosis retinae, 
briefly surveyed various congenital and acquired conditions 
which might simulate the von-Hippel-Lindau syndrome. Only 
a minority of cases would display the complete range of intra- 
cranial and visceral lesions in association with the characteristic 
ophthalmoscopic changes. The latter consisted of localized 
tumours supplied and drained by enlarged vessels, together with 
exudates near these ‘masses, or at the macula, or in both situa- 
tions. Both eyes were affected in about one-third of the cases, 
and multiple tumours were often evident. Familial incidence 
had been repeatedly noted. As angiomatosis retinae was a 
progressive disease, early treatment was necessary. Diathermy 
and radiotherapy often gave the best chance of arresting it. 
In neglected or unsuccessfully treated cases retinal detachment 
usually supervened, and was accompanied or followed by 
uveitis, complicated cataract, and finally phthisis bulbi. 
Haemangioblusts, which were the characteristic ceils, were 
capable of forming solid cords as well as elaborate reticula- 
tions and adventitious vessels, and the outer walls of the arteries 
leading to angiomatous retinal masses were usually thickened. 

Mr. A. J. BALLANTYNE (Glasgow) referred to the difficulty 
of distinguishing between retinal arteries and veins in advanced 
cases of von-Hippel-Lindau’s disease. Dr. N. H. ASHTON 
(London) asked Mr. Cross whether he had ever seen malignant 
metastases arising from these retinal tumours. Mr. Cross 
replied that he had not. 

Watery Eye ` 


Mr. N. P. R. GaLLoway (Nottingham), vice-president, empha- 
sized thé multiplicity and variability of.the nerve supply to 
the lacrimal glands, and reviewed the physical, chemical, and 
emotional factors which could influence the flow of tears. 

Mr. Docoart and Dr. N. MCALIsTeR Greco cited examples 
of lacrimation being provoked by various foodstuffs. Dr. Gregg 
also pleaded for early probing in cases of infantile mucocele 
of the tear sac. Mr. R. I. T. LLoyp (Bradford) suggested that 
the long course taken by the fifth and seventh cranial nerves, 
together with their variable relationship to the sympathetic 
filaments, obscured the problems of lacrimal secretion. He 
hoped that light would be thrown on the question by further 
research into the functions of the hypothalamus. 
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SECTION OF PREVENTIVE MEDICINE 


Friday, July I 
Pregnancy and Tuberculosis 


With Dr. R. H. H. JoLLY (Wolverhampton), vice-president, in 
the chair, a discussion on marriage and pregnancy in relation 
to tuberculosis was opened by Dr. F. A. H. Simmonps (South 
Mimms). He said that a wide range of opinion existed as to 
possible risks to the partner; it depended on how far latent 
lesions were included in surveys. The influence of poor social 
and economic circumstances was paramount. Probably there 
was a really, but not excessively, higher incidence of the disease 
in the consorts of the tuberculous. Married women in general 
had more favourable mortality rates for tuberculosis than single 
women. Women whose disease was controlled should not be 
refused permission to marry. Investigation showed that patients 
with the disease quiescent who became pregnant remained as 
well as other women of the same age and circumstances ; where 
active disease was present, no convincing evidence was obtain- 
able that pregnant patients fared worse. Artificial termination 
of pregnancy was not without its dangers ; it should be employed 
with care and discrimination only when strong indications were 
present in the individual. In general, patients should be 
instructed to avoid pregnancy till the disease had been quiescent 
for two years at least. Marriage and children had a vital place 
in normal life for a woman and should not be forbidden except 
for the strongest reasons. The well-being of tuberculous 
patients depended much more on their natural and acquired 
resistance, on the'r economic and hygienic circumstances, and 
on their happiness in personal relationships than on the 


prevention of marriage and pregnancy. 


t ‘ f 


JULY 9, 19497 


é 

Dr. R. C. CoHEN (Braintree) said that -provided adequate 
supervision and treatment were available the results confirmed 
the view that there was no evidence that pregnancy, labour, 
and the puerperium had any harmful effect on the course of 
tuberculosis. It was doubtful whether there, was a strictly 
clinical justification for termination of pregnancy, though social 
factors might justify such a measure. . : 

Dr. JEAN HALLUM (Birmingham) said that tuberculous women, 
even with severe lesions, gave birth to healthy but often prema- 
ture babies. Stillbirths were not increased. When prematurity 
was allowed for, the figures for neonatal deaths showed no 
increase. The total infant mortality, however, was high (105 
per 1,000 live births), the chief cause of death being gastro-. 
enteritis, with which was associated the high prematurity rate, 
lack of breast-feeding, ‘and risk of infection attached to residen- 
tial nurseries. Ais regards the mothers, primigravidae fared 
worst, especially when the lésion was not diagnosed before. 
pregnancy. i ' an a 

Dr. C. J. STEWART (Colindale) said that exceptionally a 
patient might be allowed to become pregnant. Prognosis was 
little different between pregnant and non-pregnant cases. 
Some deaths and relapses occurred after delivery. 

Dr. E. D. IRvINE (Dewsbury) criticized the suggestion that 
termination of pregnancy might be justified because of social, 
difficulties—present or future. It indicated a failure in public 
care, and not least in the health service. . Dr. H. J. TRENCHARD 
(Harrow) said that the risk of infection depended more on the 
resistance of the healthy - consort (i.e. tuberculin-negative 
reaction) than on any other factor. Dr. D. I. Mart (S.E. Essex) 
asked what advice should be given to a tuberculous married 
woman if she. was anxious to have children. ,_ . 

Dr. R. C. Comen (Braintree) replying to Dr. Irvine, said it 
was difficult to justify artificial termination on. purely clinical 
grounds. Any strain there might be after delivery was largely 


due to worry, extra work, or financial anxiety. It was possibly , 


the duty of the State to help in that respect. The possibility 
of infection in domestic workers. suggested that they should be 
tuberculin-tested. In reply to Dr. Mart he advised against 
"pregnancy in active cases and until after two years’ quiescence. 

‘Dr: F. A. H. SimMonpDs: (South Mimms) in replying stressed 
_ the importance of using all known preventive measures to con- 
trol the risk of infection to those in contact with tuberculous 
‘persons—affianced, consorts, domestic helps, and. children. 
These included routine radiological examination: of contacts, 
tuberculin-testing of infants, children, and young adults, and, 
when available, the use of B.C.G. vaccination. In the mean- 
while removal of babies from the tuberculous environment was 
important ; breast-feeding was permissible only when the disease 


`~ 


_ In the mother was proved quiescent. ., g 


Recent Developments in Influenza - : 


With Dr. D. D. Payne (Harrogate), vice-president, in the chair, 
Dr. C. H. ANDREWES, F.R.S. (Hampstead), réad a paper on 
recent advances in the diagnosis and treatment of infiuenza. 
Laboratory diagnosis of influenza, he said, was unimportant 
from the point of view of‘ treating the individual patient. 
However, it was vitally important to identify the causative 
agent of outbreaks in order to help, our understanding of 
epidemiology and prospects of control. Recent diagnostic 
methods included (1) isolation of the virus from throat ‘wash- 
ings, (2) haemagglutination tests; and (3) complement-fixation 
tests. The two former had to be done on pairs of samples 
taken in the acute stage and again in convalescence. Vaccines 
of high potency could be obtained by purifying and formoliz- 
ing virus grown ‘in fertile eggs. Their efficacy in preventing 
influenza had been proved where a;homologous strain of virus 
was concerned. It was not only a question of the two influenza - 
types A and B ; there were serological races within the A group 
differing sufficiently to affect the results of attempts at prophy- 
laxis. Strange antigenic types of virus-might spread from oné 
country to another. The epidemiology of influenza must there- 
fore be studied on a world-wide basis. | 

Dr. J. E. CAUGHEY (New Zealand) said that ‘in Auckland they 
had had an epidemic of influenza which started 18 months 
ago. The diagnosis had been established by serological tests 
with antigen (A and B) received from Professor Burnet. Both 
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A and B strains had been ‘present and in some cases A and B 
combined. There had Been four deaths, and the secondary 
invaders in these cases had‘ been penicillin-resistant strains of 
Staphylococus aureus. Four.cases had.;presented/ as primary 
atypical pneumonia. Fe etc EA 

ane EEE. | 

ons _/ * | ' : 

MEDICAL PHOTOGRAP 
EXHIBITION IN LONDON 


An ẹxhibition `of medical photography by members of the 
Medical Group of the Royal Photographic Sóciety of Great 
Britain was opened at'the Society’s headquarters of 16, Prince’s 
Gate, London,’ §.W.7, by Sir Cecil Wakeley, chairman of the 
Medical “Group, on July 4. ‘The exhibition is open from 
10 a.m. to 5 p.m. until July 16. The accompanying photograph 
(taken by E. V. Willmott, F.R.P.S.) shows, one side of the 
exhibition room. The first exhibition arranged by the Medical 
Group was held a year ago, and it is hoped that next year’s 
exhibition will include photographs from members in the 
Dominions and Colonies. 

, At this exhibition the emphasis is mainly on the clinical 
appearance of a lesion, though there are many fine photographs 
of pathological specimens, such as No. 85, “ Aortic Valves in 
Rheumatic Carditis,” from the Manchester Royal Infirmary. 


Na 





Another interesting photograph from the same hospital is 
No. 93, “Rheumatic Tendon Nodules.” Among the many 
good ' photographs illustrating clinical appearances are the 
following :. No. 21, “ Acromegaly,” and No. 23, “ Osteo- 
clastoma of Hard Palate,” from the Middlesex Hospital ; 
No. 22, “Squamous-cell Carcinoma of Tongue,” from the 
Royal Cancer Hospital; No. 10, “ Clubbing of Fingers,” from. 
St. Bartholomew’s Hospital; No. 11, ~“ Psoriasis of Nails,” 
from the Westminster Hospital; No. 18, “ Nodular Tertiary 
Syphilis,” from St. Mary’s Hospital; No. 40, “ Mediastinal 
Obstruction” (an infra-red photograph showing venous con- 
gestion), from the Postgraduate Medical School; No. 67, 
“ Acid | Erosion of Teeth,” from the Manchester Royal 
Infirmary ;- No. 96, “ Osteomyelitis—Cross Leg Skin Flap,” 
from 'the Royal National Orthopaedic Hospital. These are 
only a few of the 150 exhibits. 


Photographic Assessment of Therapy 


, There ate some conditions which it must be hard for a 
photographer ‘to record, but very realistic results can be 
achieved—for example; two photographs of the skjin in 
avitaminosis (No. 89, by Dr. A. C. Roxburgh, and No. 94, from 
the Postgraduate Medical School). A method of using photo- 


._ graphs to, assess progress during therapy is illustrated in No. 47, 


“ Spondylitis Ankylopoietica,” from the Manchester Royal 
Infirmary.’ About fifty of the exhibits are‘coloured transparen- 
cies. ` Three new motion pictures are also included in the 
catalogue of the exhibition : “A Case of Gross. Involuntary 
Movements,” by Mr. C., E. Engel; “The Multiple Pressure 
Technique of Vaccination,” by Dr. B. Stanford; and 
“ Ankylosing Spondylitis,” by Dr. P. Sattin. 


equal footing with othey doctors. 
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FUTURE OF MEDICAL OFFICERS IN THE FORCES 


Ata meeting of the United Services Section of ‘the Royal Society 
of Medicine on June 28, Sir HENRy Tipy presiding, a “discussion 
took place on the, ‘professional rae: of me medical os 
of the fighting forces. ; 

Air Marshal P..’C. LIVINGSTON, dpeiinë the decos, 
briefly outlined the personal qualities that, the successful Ser- 


. vice medical officer should exhibit at different stages in his 


career. Surgeon Commander P. G. BURGESS, R.N., said that 
the naval doctor ` now obtained some experience in treating 
women in the W.R.N.S. and children in the families of Service 
men, but he required more help to keep his professional know- 
ledge up to date. He suggested there was a place for the non- 
specialist on the staff of naval hospitals, and that specialists 


= should give teaching rounds in the wards’ and out-patient, 


departments for the benefit of medical’ officers in port. After. 
his initial commissions at sea and in a shore establishment 


the young surgeon lieutenant should spend a period in a naval 


hospital ; if he proved his ability, he should have the chance 
‘to study for higher degrees, 

| Speaking for the Army, Major A. D. ,YOUNG said there’ must" 
be considered first the requirements of: the Service, and, 
secondly the ambition and ability ‘of the individual: officer con-' 


cerned. The: general duties officer was as essential to the Ser- . 


vice as his specialist colleague, for he achieved-familiarity with 
military administration, tactics, and planning. Major Young 
suggested the early selection of suitable. general duty officers | 
for training for future staff rank. 

' Group Captan F. E. LIPSCOMB maintained that: the general ~ 
duties’ medical officer must be afforded certain opportunities. , 
He should be able to render useful service to'the R.A.F. as a` 
doctor; to lead a professionally satisfying life; to reach a 
position of. responsibility, authority, and, ‘reasonable reward ; 
and’ on military retirement to compete for ‘employment on an 
He added ‘that all careers’ 
in'a fighting force must be subordinated to a primary .aim of `. 
that force: the preservation of health in readiness for war. 
The‘ general duties officer should. be ‘encouraged to widen his': 


professional ‘experience and to. take greater responsibility in, 


~ 


, , Medical officer and the specialist. ` 


_‘ treating’ his own patients without frequent. reliance on the « 


specialist. -Group Captain Lipscomb thought that medical 
administration should be regarded as a specialized subject which 
could provide:a career-for many. general duties medical officers: 


. ‘It was impossible to offer a, full career in clinical medicine 


in any Service for a non specialist. 

© Surgeon Lieutenant-Commander L. D. ÅRDEN, R.N., pointed 
out the ‘disparity in the recognized value of ‘the general duties. 
He thought -conditions of 
‘service could be improved and- the officer should take a_ course 
and an examination before promotion to ‘the rank of Surgeon 
Lieutenant- Commander. , 

Major J. C. BABBAGE’ said ‘the general, duties: pedii omes 
was the general practitioner of the Services ; he should hold'a 
definite tenure of appointment as a regimental ‘medical officer 
and attend courses in professional and military subjects. Early 
specialization among medical officers’ should: be discouraged. 

Squadron Leader J. B. LOUDON proposed that conscription, of 


_ medical officers should be abandoned in favour of the. ee 


ment of more regular officers. 

Surgeon Commander T. CRAWFORD said that ‘the paises 
tor, as well as the specialist, must be trained for his post. 
-~ A comparison between the lives of a doctor in the fighting. 


| 1 forces and his civilian counterpart was made by Major A.. 


BENNETT. He said that the Service’ medical officer enjoyed a, 
congenial‘ life with: opportunities for'travel, and regular hours 
of work. He had ample equipment: for treating his patients, 
and’ consultants were always available. He also jhad the chance 
of , postgraduate specialization. The civilian doctor, on the 
other hand, could expect more family life, a greater variety 
of clinical medicine, and higher remuneration. . 


4 


-- 


‘should last foraine- to 12. months ; 


a - : ʻ 

Surgeon Lieutenant-Commander J. GLass suggested a pro- 
gramme of training for the general duties naval medical officer - 
‘during the first 15 years of his service. 
It should be 
concerned with naval organization and health problems. The 
‘second course,.to, be taken after five to eight years’ service, 
it should consist of a study 
of medicine, surgery, public health,. administration, and marine 
medicine. After 12 years’ service further instruction should be 
given to.qualify the officer for the rank of surgeon commander. 
This should resemble the second course, but with emphasis 
laid on administration. A final course in recent ‘advances in 


-medicine should be held after 15 years’ service. 


Sir HENRY Tipy, summing up, said that the Services must 
make the best of the medical officer of average ability as well , 
as the better man. The general duties medical officer would 
benefit from hospital appointment early in his Service career, 


‘and should’ be offered, r repeated opportunities for postgraduate 


study (not necessarily with the aim of his becoming a specialist) 
to preserve his interest in. clinical medicine. He should be 
allowed to retire if he saw no chance of his advancement after. 
the age of 35. Sir Henry added that it was impossible under 


„present conditions to abolish the conscription of medica] 


officers. `, n 3 
7 4 q ‘ 1 $ e 
} fr an aa ` “ 


BRITISH ORTHOPAEDIC “ASSOCIATION 


_ The ‘spring ‘meeting of the British Orthopaedic. Association was’ 


held at Nottingham on April 22 and‘23. - The*papers were pre- 
sented at Nottingham University ; the clinical part of the meet- 
ing was held at Harlow Wood Orthopaedic Hospital. The 
value of the meeting was enhanced by the presence of five 
Canadian and‘ ten American orthopaédic surgeons who were 
paying a six-weeks visit to orthopaedic centres in this country. 
Those from Canada’ were Drs. F. P. Patterson (Vancouver), 
. W. B. McKinnon (Winnipeg), F. P. Dewar (Toronto), R. Gariepy 


: (Montreal), and J. A. -Leo ` “Walker (Montreal), and from 


the, U.S.A. Drs. J. H. Allan (Philadelphia), C. B. Larson. 
-~ (Boston), L. R. Straub (New York), Hugh Smith (Memphis),. 
S. B.` Fowler (Nashville), B. E. Obletz (Buffalo), J. J. Fahey 
(Chicago), W.-H. Bickel (Rochester), V. T. Inman (San Fran- 
fae, and D. W. Blanche (Los ADRESE 


he ' 
~ i A 


Upper Limb 


Dr. VERNE. T. INMAN (San Francisco, California) illustrated 
experiments showing that elevation of the upper limb involved , 


Er 
i 
i 


‘rotation of the clavicle about its long axis, and that fixation of 
‘the clavicle to the coracoid prevented elevation above shoulder 


level. In eight patients the clavicle’.had been completely 


` excised without loss of function, except that holding things 


above the head required extra effort. This operation was sug- 
gested as an adjunct - to arthrodesis of the shoulder for Joint. 


i ‘disease. 


Mr. ToM ROWNTREE (London), considered anomalies in the 
innervation of the- hand „muscles, referring to 688 cases of 
median- and ulnar-nerve lesions treated at the: Wingfield-Morris, 
Orthopaedic Hospital, Oxford, and at the Royal National Ortho- 
paedic Hospital, London. Cases with known complete axonal 
division had been accepted—102 of median-nerve lesion and 124 
of ulnar-nerve lesion. The observations were checked in a few 
cases by procaine block of the unaffected nerves. The lumbri- ` 
cals were.ignored because of the difficulty of assessing their 
power, and flexor pollicis brevis was described as one muscle.. 
Of these subjects 33% showed the innervation ordinarily 
described in the textbooks, the median nerve supplying abduc- 
tor pollicis brevis, opponens, and flexor pollicis brevis, and the ` 
ulnar supplying adductor pollicis, the hypothenar muscles, and 
all the interossei. The flexor pollicis brevis had a purely ulnar 
supply in 32% anda clinically‘'demonstrated dual (median and 
ulnar) supply in 16%. The.normal.arrangement was, therefore, 
that abductor‘pollicis brevis and opponens were supplied by. the 
median nerve, and the adductor pollicis, interossei, and hypo- 


thenar muscles by the ulnar ; the „supply of flexor pollicis brevis: ) 


was variable and probably usually dual. An anomalous supply 
was found in 20% of patients, including some with complete 


i 
t d 1 i = 


He said that the first - 
‘course’ should be held on entry to the Service. 
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median innervation and some with complete ulnar. In a few 
cases procaine nerve block had demonstrated an anastomosis 
between ulnar and median nerves in.the forearm.’ These results 
emphasized the’ fallacy of diagnoses based on musee Power 
© alone. ` 


Dr. S. BENJAMIN FOWLER (Nashville, Ta A 


the extensor apparatus of the digits, stated ‘that the extensor 
communis tendons had no insertion into the proximal phalanges 


of any functional significance.: The inability of extensor cém- 


munis to extend the interphalangeal joints of, the claw hand 
depended upon hypérextension .of the basal joints. If these 
had capsules tight enough to prevent hyperextension in cases 
_ which otherwise would show claw hand the interphalangeal 
joints could be actively. extended by the long» extensor 
_ tendons. 

Mr. Ri G. PULVERTAFT (Derby) demonstrated tendon surgery 
in the hand with a motion, picture. ` Among ‘the procedures 
shown were shortening of the dorsal expansion in old cases. of 

‘mallet finger, repair of the boutonnière’ lesion of the extensor 


expansion, tendon transplantation of extensor’ indicis proprius 


for rupture’ of extensor pollicis longus, suture of divided fiexor 
tendons of ` the nner 
grafts. 

Mr. Davip TREVOR (London) described five cases of spon- 
taneous rupture of extensor, pollicis longus tendon after Colles’s 
fracture treated at intervals of one week to five months after 


rupture. He had bridged the inevitable gap with No. 6 nylon - 


(non-capillary) sutures. Good union had occurred. The sutures 
had been removed three months or,-more after operation. 
Rupture was ascribed to aseptic necrosis: frém ischaemia. 


Mr. Brian. L. McFarland (Liverpool) suggested that ischaemic 


changes in the tendon might be caused by. treneniation in the 
pulley opposite Lister's tubercle. 

- Mr. È. Mervyn Evans (Birmingham) Sat forward ‘clinical 
and experimental evidence that the anterior Monteggia fracture 
was caused by a combination of forced pronation and longitu- 
dinal compression of the forearm. In full pronation the radius 
and ulna crossed in contact; and continuing , forced pronation 
would break the ulna near its middle and prise the radial head 
forwards out of its joint. Closed reduction by supination had 
succeeded in nine out of eleven cases. 
(Sheffield) confirmed Mr. Evans’s observation that “ compound- 
ing” of this fracture was always forwards. He treated ‘children 


conservatively, but in older people the ulna might be* plated. , 


and - their replacement by tendon 


Mr. F. W. HOLDSWỌRTH | 


t 


mainly aie to prior ERER of the hip. With ordinary 
“nursing skill conservative treatment was best. 
Mr: WiLLiaM Gissane (Birmingham) referred to 44 consecu- 
itive patients, of an average age of 75, with trochanteric fractures 
treated by the Capener—Neufeld nail. Of the 32 who had com- 


pleted, treatment 31 had a normal or excellent range of move- 


. ment in ‘hip and knee. 


» Dr. L. R. STRAUB (New York) gave the results i in 80 cases of 
jumbo-sacral fusion by Dr. Philip Wilson’s method, in which 
metallic fixation was combined with the Hibbs: procedure supple- 
mented by bone chips, both autogenous and from the “ bank.” 
One patient had died of post-operative shock. Of the remainder, 


‘69 showed ‘solid bony fusion on radiological examination in 
various positions at the end of six months ; failure in five had > 


been at the lumbo-sacral joint, and in five, at a higher level. 
Recently, metallic fixatidn had been combined with a cortical 
graft, ‘and 25 patients out of 27 had shown solid fusion. 
Among 103 patients treated without metallic fixation there had 
been three deaths and 29 failurés. 

Mr; J. ROLAND ‘HuGues (Preston), discussing the dioles] 
diagnosis of recent lesions of the lateral ligament of the ankle, 
recalled that avulsion of a bony flake was' exceptional, but diag- 
nosis of ligamentous injury by radiography of the ankle with the 
foot.inverted was now well established. He had carried out this 
examination on 90 consecutive injured ankles. and 90 normal 
ankles, About 6° of tilt represented the transition from normal 
‘to abnormal. ` The lateral ‘ligament was Jax with the ankle 


. plantar-flexed and tight with it dorsi-flexed. -In the ‘cadaver, 


at 


Excision, of the radial head ‘gave, bad ‘results. Sir REGINALD | 


WATSON-JONES (London) said that one form was clearly due to 
direct injury—the “ baby-car ” fracture or, as the Americans 
more picturesquely put it, " the side-swipe * fracture., - There 
might still be a place for plating the ulna; but not. for open 
reduction of the radial head. Mr. W. SAYLE-~CREER (Man- 
chester) doubted whether, supination alone ‘would maintain 
reduction, which was sometimes prevented By the rent capsule 
aa a 
3 ` Lower Limb g 
- Mr. P. C. ELMES (Oxford) had analysed’ the results in 115 
cases of fractured neck of femur treated by closed nailing and 
followed up for two years or’ more. The clinical results were 
good in 35 cases, fair in; 42, and bad in .38; 
repinning was successfully carried ‘out, in six unsuccessfully. 
Anatomical results were estimated in 61 cases radiographed more 


than two-years after operation. Sound bony union had occurred, 


‘in 39 cases, but nine of these showed ischaemic necrosis with 


in three of these: 


. affected both elbows in perhaps a quarter of cases. 


collapse of the femoral head. Established ‘non-union was found - 


in 22. In men fractures of the femoral neck were as common 
before 55 years of age as after, but in‘ women Mey were much 
cornmoner after that age. 

Mr. R. C. Murray (Inverness) dieusi the daian and 
results in 100 consecutive patients with trochanteric fracture -of 
the femur treated conservatively ‘by simple weight traction com- 
bined with a medial-rotation bandage,. early movement being 
encouraged. Ten patients, aged over 80, died. The-anatomical 
results in the. others were: excellent 33%. good 29. fair 21; 
bad 7. The functional results were: excellent 25'; good 42; 
fair 14; bad: 9.- Apart from patients who had already had 
spastic paralysis before’ fracture, the fair or bad results had been 


i 
‘ 


important tilting did not occur until the anterior talo-fibular 
ligament was cut, and the capsule also as far as the lower limit 
of the articular surface of the talus. Tilt through 30° was then 
possible. These ligaments were torn by a movement of plantar 
flexion combined with ‘rotation about the medial malleolus, If 
tilting occurred through 18 or 20° or more there must be 
rupture of the anterior talo-fibular ligament, the calcaneo-fibular 
ligament, and the intervening capsule. The anterior talo-fibular 


- ligament was the first to give way. 


f 


Mr. J. GRANT BONNIN (London) considered that tilting up to 
about 15° indicated rupture of the anterior talo-fibular ligament ; 
15-30°, the calcaneo-fibular’ ligament also ; more than 30°, all 
three parts of the ligament. It was important to radiograph the 


opposite talus, which could: be tilted about 4° in 10 to 15% of 


cases. 

Mr.: Nonn W. Roperts- (Liverpool) discussed ieo 
chondritis dissecans of the elbow. The condition was almost 
confined to the male, was commonest under the age of 15, and 
A diffuse 
cystic change was frequent. The loose bodies, if detached, 
were much more often multiple; irregular or ragged lesions 
were commoner than in the knee.’ The radial head was usually 
enlarged, and premature epiphysial fusion might occur. An 
association with preceding injury was difficult to establish. 
Radiographs of ‘cases of loose bodies in the elbow very often 
revealed flattening of the capitellum and pronounced enlarge- 
ment of the radial head, evidence of an unsuspected origin from 
osteochondritis dissecans rather than from osteoarthritis, which 
‘was often a complication rather than a cause. Mr. H, JACKSON 
Burrows (London), said that the presence of bone in the 
separated fragment was important in distinguishing between 
osteochondritis dissecans and chondromalacia, which was often 
mistaken for it. |! 

Professor J.‘ Detcuer (Brussels), discussing aeierooE pain 
of vertebral origin not dependent on disk prolapse, emphasized 
that such conditions as apophysial sprain were real entities and 
that arthritis of the posterior articulations might be an important 
cause of sciatica of single root origin. Mr. J. R. ARMSTRONG 
(London) recalled that the first sacral root, the most frequently 
affected, was unrelated to a posterior joint, and furthermore 
that sciatica was not usually relieved by arthrodesis. Almost all 


cases were due to intervertebral disk lesions. 


At a special meeting a transatlantic club was formed, to be 
known as the A.B.C. Club, representative of its American, 


' British, and Canadian members. The main function of the club 


is to facilitate similar visits in the future and to concentrate, as 
far as possible, the work and material to be seen. 
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BIRMINGHAM AND MIDLAND OBSTETRICAL INTERNATIONAL BOOK EXHIBITION 


AND. GYNAECOLOGICAL SOCIETY It would be fair to say that British book production can 


At the Birmingham Medical Institute on March 31 the final compere with any in the world, In Oslo, for example, British 
meeting of the Midland Obstetrical and Gynaecological Society books—and British medical books in particular—make a 
was held under the chairmanship of the president, Mr. W. E. magnificent showing 1n the bookshops surrounding the univer- 
-BARNIE-ADSHEAD. It was decided to wind up this society and sity. Yet a visit to the National Book League’s Third Inter- 
to found a new society fo be called the Birmingham and Mid- national Exhibition of Book Design, on view till July 23 at 
land Obstetrical and Gynaecological Society. Professor HILDA 7, Albemarle Street, London, W.1, gives the impression that 
LLoyp was elected president, Mr. H. C. McLaren is the British books are sorry, things. This IS Cer tainly not due to the 
secretary, and Mr. SAMUEL DAvIpson the treasurer. ap ot amount of space given to them, which is greater than that given 

Mr. H. R. Duvat, Mr. L. M. Park, and Mr. "A. Wentworth [0 20Y of the other countries exhibiting. But.it is very difficult 


- TAYLOR were also elected as additional members of an interim to ‘see on what basis the selection of books was oe Tae 
oa tes fo Toriulate the riles of the society. art books look very well, though not so well as they deserve ; 


f th Ee ; the children’s books are also good. Other ‘sections fall far 
Dr. C. E. PURSLOW, who was the first secretary of the lormer below standard, and technical books are extremely badly repre- 
society in 1912, was invited to become an honorary member. sented. -There are no medical books as such, but there is one 


It was also decided to invite former members of the old society on biological assay, the general appearance of which is or dina 
to become foundation members of the new society. An informal Other countries have included. in their more limited number 


luncheon was held at the Queen Elizabeth Hospital, after which of exhibits excellent technical books, and beautifully produced 
the members proceeded to a clinical meeting in the Medical - medical textbooks are shown by Norway and by Holland. The 
School. Two papers were read: one by Professor HILDA LLOYD price of admission, 2s. 6d., may put off the ‘casual visitor: the 
and Messrs. W. E. BARNIE-ADSHEAD, P. J. GANNER, and C. W. - catalogue is eas ae eae x 
TAYLOR on “ Masculinizing Tumours with Pregnancy Following á ; 2 
_ Their Removal,”-and another by Mr. H. C. McLaren“ Con- i = 
trol ‘of Menopausal Symptoms by a-Tocopherol.” 


| | Preparations and Appliances: 
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. ‘AN IMPROVED. 

SCOTTISH SOCIETY OF THE HISTORY OF ad VED CORDAS Oe l 
i MEDICINE ‘ wore Dr. F. L. ROBERTSHAW, Obstetric Registrar, Moorgate General 

, Hospital, Rotherham, writes: The British version of the Gord 

On June 18 a party of members of the Scottish Society of the non-clotting intravenous needle was described in the British 
History of Medicine made a pilgrimage to places of interest Medical Journal (1947, 2, 834). Briefly, it consists of a needle 
in connexion with four sons of Scotland famous in the annals to which is attached a rubber diaphragm. Injections-are made - 
of medical, history. Dr. Douglas Guthrie, ‘president of the _ through, this diaphragm, which prevents reflux of blood into 
Society, led the, party, which visited the grave and library of the needle, the latter remaining patent even after a few hours 
William Smellie at Lanark. ` Thereafter homage was~paid to ina vein. .The device is especially useful in techniques involv- 
the memory of David Livingstone when the Livingstone ing-repeated injections of thiopentone and curare, since it avoids . 

Memorial at Blantyre was visited. The party then went on the need for an intravenous drip or -repeated venepuncture. . 


to the farm of Longcalderwood, East Kilbride, near Glasgow, As at present. supplied, however, the Gordh needle suffers 
which was the birthplace of the brothers William and John ,from two drawbacks. First, the needle is too big for small 
Hunter. Co l l ' í 5 veins, so that haemato- : uo i 


_, mata may result from 





i . i ‘attempts to use. it. 


: = ee Secondly, it must_fre-- 
NORTH OF ENGLAND OBSTETRICAL AND „quently be resharpened 


GYNAECOLOGICAL SOCIETY ` if it is to enter\veins 


The president, Mr. S. B. Herp,' of Liverpool, took the chair ` easily. To overcome 
at a meeting of the North of England Obstetrical and Gynaeco- these drawbacks I- 
- logical Society held in the Royal Victoria Infirmary, Newcastle- have - modified . the 

upon-Tyne, on June 17. i ` SS e ‘needle and Gite in ‘its place a 
ae i A ae a ie . id standard Record needle fitting. „Any needle can now be fitted 
“spotting” twelve years after the menopause. ‘The patient to the device and replaced when'blunt. I have found a size 15 


$ j : woe hypodermic needle most useful: with this the device‘is equally 
e an ak Macrae which E suitable for young children and:smaller veins. In addition, 
Unger Poors t Sees a aal cerir Unexpected! _the venepuncture can be carried out either with an unmounted’ 
out pigmentation was seen on the vagina ; pectediY needle or with one attached to a syringe, and the device attached 
this was shown on section to be a melanoma. The patient 


s i when the needle has been well placed in a suitable vein. All 
ar oem recovery following a Wertheim tfe advantages of freedom from clotting are retained, and in 
. S J ‘ t ` P 


: 7 } addition the smaller needle reduces the risk of haematoma and 
Mr. BRYAN WILLIAMS gave an account of a case of full-time 


deli dat] eee SRA a sharp point is always available. , 
ectopic pregnancy delivered at laparotomy a month atter the ie bee ae 
death of the foetus. The placenta was not: removed, and The original modification was made by me from a standard 


z f ae Gordh -needle and a Record fitting derived from an old. one- 
severe haemorrhage was controlled by oxidized cellulose. way tap. The instrument here illustrated has been made by 
Miss C. M. Grey reported a case in which a granulosa-cell 'Bléase Anaesthetic Equipment, Ltd., 223/227, St. John Street, 
tumour of the ovary was associated with an adenoacanthoma~ London, E.C.1. Thanks are due to Mrs. C. Ballantine for the 
of the body of the uterus and was successfully treated by radical accompanying diagram. 











operation. Mr. S. Mappen described a case of chorionepi- {8 
thelioma arising from the Fallopian tube in a patient who. had X : 
previously had a tubal mole. Finally Mr. T. G. RoBInson dis- The Ministry of Transport has recommended that a sulphon- 


cussed the value of pre-operative penicillin in combating uterine amide dressing for -burns and wounds be included in the 


andi eXtra-uterines infection in cases of carcinoma of the -Merchant Shipping Medical Scales instead of the picric acid 
cervix. dressing, / i 
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: . Pt. g ae puting. machines, because of their knowledge, skill, and dili- 
: i ee ia Fe ie , gence in that field, to-control the Whole of our psychological 

_- . Correspondence `: ooo a neona fil to control 
aeea a a s! The reason why I have the gravest doubts, both rational and 
= e i oa ee, i" "s+ =""" “intilitive, of the planned State is-that I do not believe we have 
eg ee ae ys Scat present anything ‘like sufficient knowledge of the intricacies 
Mind,- Machine, and Man ee and complexities of sovial behaviour to warrant interference 
Sir,—I feel sure that all ‘of your réaders must have been as - except inthe simplest matters. As doctors we have had a good 
fascinated as I was by Professor Geoffrey Jefferson’s Listerian example of the unpredicted effects `of the application . of 
Oration on “ The Mind of Mechanical Man ” (June 25, p. 1105).' planning during the. past year. He would be an incorrigible 
Here we have an example of medical philosophy at its best, ` optimist or -a bigoted ignoramus who' regarded the outcome’ 
for it is a philosophy with its feet firmly on the ground. Perhaps as anything more than an extremely disappointing exhibition 
one of the most fundamental points to which he draws attention: of the unforeseen vagaries of human reaction under changing 
in comparing the brain with. the modern computing’ machine’ circumstances. But planners, possibly intoxicated by the magni- 
is the tremendous difference in complexity—ten , thousand. tude of their plans, seem to see nothing wrong: and in any 
million brain cells. as ‘compared with twenty thousand valves case humanity ‘Is very. adaptable—there is always a considerable 
of the American or one -thousarid of the more economical _timé lag ‘before the effects of a change are fully felt and 

English. machine—factors of 500,000 or 10,000,000 respectively. ‘appreciated, and collective mankind ‘has a short memory. 





To ‘think of, say, a million such machines (the coverage area 
would give the Ministry: of Town and Country Planning cause 


for anxiety) all properly integrated is beyond the: imagination - 


of my 10,000,000,000 celis: But the actual disparity would-be 


`- 
. 


, Our’ own. profession’s problems are, however, only a small 
part (probably smaller than we are apt to think) of the general 
problem which now affects the whole nation. Because man- 
kind can successfully plañ houses, Mulberry harbours, atomic 


“Much: greater than this, for it appears that the: brain cell, unlike 
the electronic valve, is capable of responding to more than a 
single type of stimulus—e'g., electrical, chemical, physical, and 
so on. To ail'of'these and their-combinations. and permuta- 


a N 


. bombs, and other mechanisms, the planners, with complete 
. disregard of the enormous difference in complexity between 
«ven an‘atomic:‘bomb and the social organization, audaciously 
step in-where angels fear to tread) and force us to accept their 


tions a nerve cell may react, and so the: factors’ given above plans-for our Happiness, our desires; our ‘ambitions, and the 


must be still further increased!’ Even’ if a supermachine were - whole of our destiny. ` , 
constructed in the future capable of responding to other than - From Professor Jefferson’s lecture w 
„electronic impulses, the lecturer feminds ús that-it would have 
no’ self-consciousness, no ego,'.and-soswould not -be a brain © 
in the truest sense. Those holding completely. mechanistic 


e'learn to regard with 
, great suspicion any attempt to explain the complexities of 
thought and psychological action by comparing the brain with 
! 1 the infinitely simpler computing machine. Equally we. should 
- views concerning the relationship between brain and mind would’ be supremely cautious in applying ‘our meagre knowledge of 
nevertheless probably agree that this shortcoming is more than simple social reactions’ to the extremely complex problems of 
‘a mere question ‘of ‘greater, but similar; complexity. Our per; : sociology. Surely it behoves us to regard the question with 
ception of our own ‘consciousness remains “a riddle to-day, , great humility, not with overweening arrogance. .Certainly we - 
despite all the thought that has been given to it throughout . should ‘hesitate and hesitate ‘again before taking -any action 
the ages. ee 2 ee Bh ae '» based on our theories which will affect the lives of our fellow 
But so far [have been using your valuable space for a simple men. Let us -not be lured from our scientific agnosticism by 
paraphrase of Professor Jefferson’s. remarks, and this was not.’ the facile talk of the planners, for they know not what they 
. my intention. I think the‘ lecture ‘provides an analogy to,.and.. do. ~i am, ete., l a 
“a „warning concerning;. certain tendencies which we see all | London, w.t. 
around us. I- was’: particularly impressed by the author’s | 
repeated admonition, that we should 'not allow ourselyes to be ` 
led away by ‘the: specious suggestions that here we have in effect ` 
a model of the brain in action, and that we should not “ anthro- i 
pomorphize ‘the machine.” Rather should we emphasize the“ En à 
- great differences (not only in complexityfsetween the brain and the problem solved) Is conscious only of his own mental pro- 
the machine, otherwise we may fall ify the error—-common >- SSeS, and assumes that his fellow beings have minds by 
enough nowadays—of ‘believing that because we, are, able. to. analogy of their bodily behaviour with his own, which he knows 
plan, build, and control the machine we are capable/of produc- tO be correlated with mental processes. fo 
ing a blue-print of the living brain accugate éenoughi‘ to be put . Letius therefore solve the problem of the machine ‘by con- 
to practical use. -I have no‘ objection Bie production of a stant reference to this older form of the problem, and by asking 
blue-print as an academic exercise, bix“i have, the strongest, „ourselves what. it is im the actions of others that leads us to 
“antipathy lo ay hilen pt to apply it, in-our present ignorance, _ Suppose that minds exist. Space is short,, so it remains for me 
` to the control`of; human, destiny. © fot ie “ only to state my conclusion after comparing the behaviour of 
I am afraid that my lack of facility: in the handling of words. the machine with, that of, my fellow creatures, J am unwilling 
has obscured the issue, and so I fall back on-a practical example ‘Lo postulate a. machine mindy but I do think that this sae chine 
to make myself clear-—at least so I hope:... The present popula- provides an excellent ‘teleological argument for the existence 
tion’ of this. country is stated to be some 50,000.000'uhits, which, ` Of man.~I am, etc., 
although much less than the 10,000,000,000-cellular units of the °° Withyham, Sussex. « 
brain, is nevertheless a vast number’ Each unit has its own: > 0 oo, S 
individuality and its own résponses to the:stimuli of its:environ-. í 
ment. Each presents a much greater variation of activity tham 
that: of an individual neùron:, And so our society, -considere J- 
as a whole, has as much complexity of organization and varia- 
bility of response (social and political) as the brain has in,its — 
particular sphere of action. Yet we have people-in no small 
number who believe that a blue<print of our social and -political 
life can~be drawn up, and who furthermore act upon such a 
blue-print in.advecating what is called, a planned State. ‘They 
appear to have no conception that the meagre information and 


b 


NORMAN C. LAKE. 


1 , i 
Sir,=—I should like' to stress that the problem of whether or 
not the calculating machine has a mind is fundamentally the 
same problem as that of whether or not human beings (other 
than’myself) have minds. Each one of us (allow me to assume 





l P. Durré. ° 
Da The Lock Hospital 
Sm,—I have refrained from entering into any controversy 
` concerning the fate of the above, with which I have been 
associated for forty-two years, but I feel’ that I must- now do 
_80 before it-is too: late. The hospita] is not being threatened 
because it is out of date, inefficient, or no longer required. 
It is a beautiful modern building, specially built for the purpose 
of treating venereal disease, and situated in the centre of, Lon- 
‘don, where it is ideally -placed for the purpose for which it 
: Was intended. It is the largest clinic in the West End. much 
Statistics upon which ‘their plans “are based. bear no more larger than the clinics of any of the general or special hospitals, 
relationship: to. the complexities *and interactions of social life | Patients come to it because they feel they will be treated with 
.than does the. mechanical computer to the real human) brain's kindness; ‘not as’ pariahs but as unfortunate, ‘frightened human 
‘ Would We’ pétmit the ‘clever ‘designers of the electronic com- ` beings. - l E l 
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It is true that rather wider variations in batches of liver 


- originally gave the money to build and equip.it, long before the :. sediaci are found than is the case with. most biologicals, but 


t 


g „acquire honours or distinctions, but for the sake of the: unfor- ; 


public conscience was roused to the necessity and importance 
of such treatment. They did not give these subscriptions to 


tunate mothers, innocent’ children, and foolish youths. They 


' would deeply resent its transference to any other hospital, no 


matter how worthy of support, as long as. the need for venereal 


‘treatment existed. An appeal is now being made to the Ministry 
_of Health to stop this retrograde step before it is too late. 


, Everyone with any knowledge of these diseases, and the 


mental attitude of patients towards them, knows that Earle 


a - 


i 


Moore, of Baltimore, was dead right when he said recently " 
at the Royal Society, of, Medicine, that one-tenth of the treat- ` 
ment was physical and nine-tenths- psychological.” , I, was a 
house surgeon “when one injection of “606°”. was said. to cure 
syphilis>and I-have, seen the- consequences. | Tam hopeful. we | 
may not make the same mistake again through over-optimism.. 
I have been deeply touched by the anxiety shown ` by. 
hundreds of old patients who have been coming: specially to 
the hospital during the last two months, since the. first rumours 
of the possible disaster to what-they look upon as their hospital 
have appeared in the Press. Nobody seems to have ‘thought a 
them in offiçial circles. —I am, etc., ; 
London, W.1. cS. ToimsTon! ABRAHAM. 


Prevention of Sea-šickness, 


Sirn,—With reference to your leading ‘article on‘ this subject 
(May 14, p.° 855), it may be “of ‘interest to quote’ our) impres- 
sióħs on the use of “‘dramamine.” We have been reserving 
it-for the cases in which- hyoscine has. been of ‘little or no’ 
benefit. We have found that in almost every case dramamine. ` 
has caused almost complete disappearance of the sea-sickness. 


' As mentioned in your leading article, it, seemed to: us that the 


. recommended dose was too high, and we find that 50.mg. . 
twice daily will keep most. people happy. Me are now’ trying - 


out 25 mg. doses.” 
It is; ‘unfortunately, not possible in large, fast passenger 


i ships to carry out controlled ` experiments, but meanwhile our 


impression is that dramamine is indeed all that it is claimed , 
to be—We are, etc., . 
7 Rust. : 


“2 S. We 
R.M.S. Queen Elizabeth, «5 F. W. A. FOSBERY. 


' ` Quality of Liver pirid 


“Sır, —In recent months there has been some correspondence | 
in the medical press in which it has been stated that the 
quality .of British liver extracts made from “ pharmaceutical 


“livers ” is inferior. to. those made from fresh, edible livers. 


Though: none of the ‘correspondence which I have seen gives © 
any detailed evidence in support of the writers’ views, it was } 


nevertheless decided. to inquire into the matter, as it is clearly 
one of. considerable importance both for the welfare of patients . 
at home and for the maintenance of the good reputation which 
British pharmaceutical houses have won in the export market. 

‘In the, course of discussions which have been held here no 
evidence’ ‘could be discovered to substantiate the, claim. that 


better liver extracts could be made by using fresh, edible livers 


than by using. so-called “ pharmaceutical livers.” ‘The following 


points are worth noting. ~ `. 


‘ 
Pa cine) t 


bed :. 


this is.due to, the absence of an adequate animal test for | 
standardization. The*practice of the British pharmaceutical | 
houses is to, standardize their batches of liver by the response 
of one-or two pernicious anaemia cases who have not had prior . 
treatment. As the response of individual: patients must vary 


‘widely; it. will be seen that the standardization is less accurate 


an would be the case with a test using larger numbers and 

“standard ” strain of laboratory animals. This limitation, | 
Of course, applies equally to’ liver extracts „manufactured in 
other countries. It does explain, however, how `- -patients may, 
occasionally not give the response which was expected.. In 
such instances an alteration of dosage or' change to another 
preparation will in most cases solve the difficulty. 

The recént discoveries of folic acid and of vitamin B,, illus- 


‘trate how little we yet ‘know about the relationship of the 
-'liver to the macrocytic anaemias, and my Department would 


therefore be grateful for any scientific evidence on this. matter 


- Which would assist in securing even better preparations for the 


treatment of -> ‘patients suffering from these conditions.—] 


-am, ete, © y 


Ministry of Health, London, s.w.. ' W. Diter o CANNES: 


S Medical Fitness for Air ‘Travel 


. Sm,—Dr. R. Lane (June! 11, p. 1053) rightly refers to the 
great advantage of air travel to many invalids wishing to. return 
to the United Kingdom for special treatment, and points out 


-that he has sent Home from Calcutta a number of patients who 


would: have been excluded had the criteria given in our article 
(April 9, p. 603) been rigidly followed. 

` These criteria were given merely as a general guide to „medical 
men for the safety and comfort of their: patients on long flights, 


which afe more arduous than Dr. Lane suggests, as even many’ ` 


robust individuals complain of’ fatigue after a flight ‘from such 
a distance,as Calcutta, and more so on longer journeys like 


„those from Australia, the Far East, South Africa, and’`South 


‘America. - Among the factors leading to this fatigue are the 


early hour of starting and the long hours (8 to 12-daily).of. .. 


travel in a somewhat confined. space at an average altitude of 


_ 8,000 to 10,000 feet, which is accompanied by a low but per- - 


ceptible degree’ of anoxia. It is for the medical practitioner 


', concerned to decide on the fitness of the patient for the pro- 


posed air journey,on the general advice given; aided by his 
own personal experience- -of ajr travel and his knowledge of the 
patient. 


The British Airlines” policy is to accept at the passenger’s . - 


own risk all invalids gho are vouched for by a médical practi- 
tioner, as fit to under&ke a particular journey, provided that ` 
the invalid’s condition is not objectionable to other ‘passengers. — 


Jt is not true to say that in the case of any ordinary severe 


illness, provided -a -fe~ common-sense precautions are taken, 
the risk to:the pate no greater than in an ordinary hospital 
the anoxia andSlowered atmospherié pressure exert a. 
definite and deleterious effect on certain medical conditions, as 
outlined in our article. In one type of pressurized aircraft 
Ses can be guaranteed at: an, altitude no greater than 5,000 - . 
eet ' 

It -would be ‘impracticable with the present number of 
passenger seats available in aircraft to have ‘some of them 
reserved solely for invalids up to 10 days before’ the actual 
flight, but the Corporations’ station managers are always willing 
to consider sympathetically the passage of invalids, including 


“ Pharmaceutical livers” is a trade term .to cover .livers ‘Jast-moment cases, and the practice is to place them in seats 


“which are tough or not sufficiently fresh in appearance to attract 


the housewife. 
with abscesses, 


‘It does ‘not include, tuberculous livers or those 
cysts, or other obvious disease,’ and such | 


- {ivers are not used for the manufacture of liver extract! . There 


appears to be no risk of ‘ disease being transmitted to patients 
through the use of pharmaceutical livers, and in any case 
the production processes-provide effective sterilization. ra 
_The vitamin B,, content of pharmaceutical livers and edible . 
livers has „been measured and no significant difference” was 
found. . Bi; is not necessarily the only factor therapeutically 
active in ‘liver, “but at least this test appears to give | a fair 
measure of the anti-anaemic activity. l . 
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' , At present oxygen is always available for ¢ passengers in 


- near the lavatory. and where their attendants - ‘can be alongside 


them. E ` 


of emergency, but when the use of pressurized aircraft becomes 
general the provision of an adequate oxygen supply will not. 
be so’easy, ’as the seating is arranged on as high a density as 
. possiblé and the weight factor of several, hours’ supply of 
oxygen for each patient. would have to. be considered. It would > 
not, therefore, be practicable to carry more than one or two 
patients who might: meed oxygen during the journey, as oxygen : 
is not laid on in pressurized cabins, and special mobile oxygen 


apparatus would have to be provided. 
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Our recommendations were based mainly on Service experi- 
ence and the known facts concerning anoxia and lowered pres- 
sure effects over various lengths of time at different altitudes,” 


and which vary with the individual, depending on his physical - 
condition and psychological make-up. The mortality rates for ` 


different diseases per flight cannot be stated, as we are not aware 
of the mature of every case carried.in civil aircraft and as-a 
‘large number of invalids travel without revealing that they 
_ have any disability. Fortunately, however; the. annual mortality 


tate for all invalids ‘carried is very low, owing, no doubt, to the - 


. cate with which such cases: are usually selected for air travel. 
-It is wise to err on the safe side in transporting invalids by air, 
as it is very disconcerting, inconvenient, and expensive for them 
to be pou een en route should they be taken ill—We are, etc., 


H. E. WHITTINGHAM. |" . 
7 E A. BUCHANAN BARBOUR, 


London, W.1. J. C. MACGOWN. 


f} a 


_ Herpes Zoster Treated with Liver Extract ` .- 
Sır, —I was very interested'in Dr. H. S. Gaskell’s article 
(June 11, p. 1037) on the treatment of herpes zoster by liver, 
extract. It is a treatment I have consistently followed since 
1946, when you published a letter from Dr. Hugh, Dickie 
(June 15, 1946, p. 942), who advocated this treatment. The 
‘rationale i is not very obvious, but I suppose it acts as at ee 
“tonic.” 


In my list of cases, ‘numbering ,twelye, there was only one ` 


in which there was not a rapid improvement and a very much . 
quicker recovery than is usual in this painful complain}, The 
‘one exception was the case of an: oid lady of 82 who had 
other troubles, of which she diéd two years later.’ ` 

The preparation I employ is “ anahaemin,” and one injection 


of 2 ml. is sufficient. The relief is rapid and noticed in 
3-7 days—I am, ete., i “A ST aii 
. Brighton. ' J AMES ROOTR. | 


SIR, zi have read with interest the ihiel by Dr. H. S. Gaskell 
on the treatment of herpes zoster’ with- liver extract (June 11, 
p. 1037). In Paris Médical (Aug. 14, 1948, p. 370) I gave the 
results of a few cases treated by 0.5 g. ‘of’ liver extract; I hope 
presently to be able to give the results in more than 25 other 
cases. I can already say that-though my results are good they 
are not as good as those of Dickie (June 15, X846, p. 942) and 
Gaskell. This might be due to the different ‘i extract I have 


used —I am, etc., 
y "M. MANSOUR. 
Treatment of Basal-cell ärcinoma E 


Paris. 

Sir,—In reply to Dr. P. A. M. Roberts; ~n’s ‘letter (June 4, 
` p. 1002) on recurrent rodent vicers, his perience is all too 
. common.. If the recurrence occurs in or ¢ijacent to a previous 
lesion I think it fair to assume that treatment was inadequate. _ 
If the fresh rodent ulcer is in an ely new site it should 
be looked upon as unconnected. 

Multiple basal-cell epitheliomata are not uncommon, J fave 
recently seen a patient with eleven scattered over various parts 
‘ of the body, which have been in existence for twenty years, 
gradually enlarging. They are sometimes quite superficial 
and occasionally respond even to’ repeated applications of 
thorium-X varnish. The fact of multiplicity gives support to 
the view that these lesions spring up from incompletely differ- 
entiated embryonal ‘cells—i.e., they, are not carcinomas, not 
derived from basal cells, but are naevoid tumours =I am, etc., 


IL P. Myers. | 







Brighton. >` ` ae a N 

SiR, —The reasons put forward by Sir' Cecil Wakeley and Mr. 
Peter Childs (April 30, p. 737) i in favour of exclusively surgical 
‘treatment of basal-cell carcinoma of the skin are hardly con- 
vincing. ` True, surgical excision may be regarded ' asa good’ 
second choice in some cases where an exceptionally skilled- 
surgeon is available, but generally the results are inferior to 
those of radiation treatment. , This has been /my experience 
-in a series of over 70, cases, Unless the excision is very wide 
relapses will occur : for basal-cell carcinomas have a tendency - 


`` Nairobi. 


As 


to form advance guards of strands of mal’ gnant, celis far beyond 


the limits of the visible lesion. 

The authors do not sufficiently emphasize , the disadvantages 
of, surgical treatment : unsightly scars ; the consequential need 
of a ‘second, plastic ‘operation ; the possibility of keloid forma- 
tion; stimulation of the growth ; and: the very real danger 
of wound infection. None of these may-occur if, as said above, 
exceptionally.good surgical workmanship.may be counted upon, 
but potentially they are to be expected after every operation. 

. Radiation’ therapy, on the other hand, has been so successful 
in the treatment of these tumours that a reversal to surgical 
methods must be regarded as a retrograde step. After all, 
gamma rays (produced by radium or the x-ray machine) have 
been: proved to have a selective effect on the nuclei of tumour 
cells : ‘their application is a biological procedure—which sur- 


-gical excision is most certainly not. i ot 


In expert hands radiation of basal-cel] carcinoma is a safe, 
clean, painless, and effective method, and in the large majority 
of cases preferable to surgery. (T he late Dr. Sequeira, whose 
experience in this feld was probably unique and with whom 
‘I had occasion to discuss the question of radiation or excision, 
was strongly in favour of radiation whenever possible and 
feasible.}—I am, etc., 


i FRANK PIERS. ° 


Oestrogenic Effect of Amphetamine _ F 


Sm,—The following may be of interest concerning the 
oestrogenic effect of amphetamine. Eighteen months ago I 
was treating a patient whose condition was rapidly deteriorating 
whilst on stilboestrol treatment for prostatic carcinoma. He 
was:mentally depressed and had suicidal tendencies. Following 
administration of amphetamine (10 mg. daily), not only his 
mental: but his physical condition improved markedly, and he 
appears to be in considerably better health—I am, etc., 

Prestatyn, Flints. ; ` T. H. HARGREAVES. 


' Treatment of Stress Incontinence 


SiR —Mer. Wilfred Shaw (June 18, p. 1070) is to be congratu- 
lated for his ‘ingenuity and for his courage in carrying out the 
pioneer.work which. together have produced another valuable 
contribution to vaginal surgery. There is definitely a need for 
an operation which can be employed where the modified 
anterior colporrhaphies have failed. ` It is essential that the 
operation performed shall not endanger the integrity of the 
bladder, or the urethra, and it is also essential that it shall 
‘cure the condition.. 

‘ Shaw’s operations would seem to fulfil these requirements (1 


use the plural, for it appears that his technique is still under- 


going modifications). The disadvantages at first sight are the 
formidable nature of the undertaking, the drilling of bone, 
which surgeons (orthopaedists excepted) naturally abhor, and 
‘the scar down the thigh. Curiously enough, the. patients do 
not mind the last, and since the vaginal and vulvar incisions are 
, dost sight of the operation, however formidable it sounds in 
- print, leaves the patient with surprisingly little to show for it. 
We can accept that in-50 cases no instance of osteomyelitis ` 
has occurred, 

After witnessiñg the operation, I have myself performed 
this. ‘on seven occasions and have encountered some teething 
troubles. -Six of my patients are cured—the failure was a 
patient in whom the sling was brought up through the obturator 
fcramina. It is a pity that this will not always do the trick, 
for it is easier and less formidable (and sometimes succeeds), 

Mr. Shaw states that on incising the pubococcygeus “ trouble- 
some bleeding rarely occurs.” It can do, however, bit it is 
in my, experience easily controlled by packing with 4-in. 
(1. 3-cm.) ribbon gauze until the time has come to thread the 
strap through. `I still use the arched incision including the 
clitoris; I have not found the bleeding here a nuisance, and 
have not had to drain. One patient has.a sinus at the apex of 
this wound, presumably because I used silk sutures which have 
not yet separated. - 

One important point to keep in mind is that the operation 
will not cure cystocele. In the excitement of carrying through 
the Shaw operanon step by step one can forgèt this. If the 
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patient has both conditions, then presumably after taking tbe 
strap from the thigh a routine colporrhaphy must be done and 


the strap threaded through before finally closing the skin.— 


i am, etc., 


London, S.E.3.  KeErTH VARTAN. 


j _ Toxic Effects of Antistin l 

© §Sir,—I was interested in Dr. Maurice Tobias’s account of a 
case of poisoning by “-anthisan ”. June 18, p., 1098). I should 
like to record another case of overdose of an, antihistamine 
substance, which did not, however, result in death. 


` The patient was a man, aged 46, who took about 20 tablets of 
“ antistin ’ (2-N-phenyl-N-benzyl aminomethylimidazoline), while 


‘intoxicated, at 2 a.m. According to his wife, he lost consciousness 


within a few miinutes’of taking the drug, and his face became a dark 


red colour. He vomited profusely, and when seen by his doctor the - 
following morning he was semi-comatose. 


He was sent to hospital, 
and on arrival was unable to answer questions, relapsing into stupor 
when left undisturbed. No abnormality was found in his tendon 
jerks. Plantar responses were flexor. Pupils were constricted., A 
well-marked “ triple response ” was obtained on scratching his skin. 
After gastric lavage his condition improved a little, but he remained. 
drowsy for two days in spite of small doses of amphetamine. On the 
third day he was much better, and was fit for discharge on the 
fourth day. ` ; 

It: would appear that the toxic effects of antistin are entirely 
cerebral and resemble .those of “ benadryl,” but that a larger 
dose is required to produce them (2 g.) with the, former than 
with .the latter drug—lI am, etc., - : 


London, S.W.1. . HUMPHREY HAAN. 


Zoster and Varicella in the Same Patient 


Sr —I was interested to read Dr. A. Courts’s account © 


(June 11, p. 1052) of the co-existence of herpes zoster with 
chicken-pox. I believe these cases are very rare. 

In 1933.1 attended a man aged 55 who had severe shingles 
of the third division of the fifth cranial nerve on the left side, 
His wife had had a mild shingles of the angle of the mouth a, 
short time before. His was a severe attack with a temperature 
of 101° F. (38.3° C.). “Three days later, after his temperature 
had fallen, it rose again to 102° F. (38.9° C.) ; he was acutely 
ill and developed a typical varicella wash. Recovery was com- 
plete in three weeks.—I am, etc., 


Purley, Surrey. 


. CE TAYLOR. 


l ” Treatment of Cardiospasm 
Sir,—Innumerable different operative procedures have been. 


n to treat cardiospasm. Some have produced no benefit, 
O 


me- have been*completely successful, and some have created 


- a worse condition which has ended fatally. 


The aetiology of cardiospasm remains unknown. ; No satis- 
factory operation has yet been performed on the. nerve. 
mechanism. controlling the cardia to overcome the spasm. ‘The 


most successful results of treatment have been obtained by, 
in spasm. This - 


disrupting the circular muscle fibres which are 
may be carried out by: dilatation with the’ Negus hydrostatic 
bag, or at operation by dividing the muscle fibres. - When opera- 
tion has become necessary, there are 2 few- most important 
facts.to which I should like to draw attention. by 

In“a normal person the gastric contents are prevented from 
regurgitating into the oesophagus by two main mechanisms :. 


(1) the action of.the cardiac sphincter ; and (2) the pinchcock ° 
Any operative procedure which is © 
. embarked upon to cure cardiospasm must necessarily interfere 


action ‘of the diaphragm. 


with tRe first of these, but it is of the greatest importance to 
preserve the second—i.e., the pinchcock action of the 
diaphragm. i a i B 

If both of these mechanisms are damaged by surgery a 
patulous cardia results. This produces oesophagitis and -even- 
tually peptic ulceration of the ‘oesophagus, which is a worse 
condition and more difficult to deal with surgically than cardio- 
spasm. The operation of oesophago-gastrostomy should only 


| be mentioned in the treatment of cardiospasm to be condemned. 


It certainly relieves the obstruction at the cardia, but it creates 
a dangerous and kil!ing anomaly, for there is nothing to prevent 
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_ the seventeen times it has been performed. | 


` hopes. should be raised of a cure of cancer.—I 
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gastric juices regurgitating into the oesophagus. I know of 
at least one fatality from haemorrhage following this operation, 
which came from peptic digestion of the oesophageal wall. - 
In Leeds, a modified Heller’s operation has been. performed 
on those-cases which did not respond to dilatation, with the 
Negus hydrostatic bag. This is a safe operation, for it does 
not interfere with, the pinchcock action, and post-operatively 
there has been no regurgitation into the oesophagus. It has 
given excellent results both symptomatically and radiologically 
It is the operation 
of choice, because other operative procedures, altering the 
cardiac mechanism, may prove to be dangerous.—I am, etc., ‘ 


Leeds. i G. H. WOOLER. 


Treatment by H 11 i . 


Sm,—I enclose leaflets on H 11 which I received by the penny 
post. You will note there is nothing to show who is the sender 
of’ these leaflets. I would like to protest strongly against this 
method of advertisement of a treatment for such an important 
disease as cancer. ae 

In 1943 H11 was tried out in a case of bronchial carcinoma. 
The patient was in a large chest hospital. All facilities were 
offered to the Hosa Laboratories for the investigation and treat- 
‘ment of the case personally, but these’ were' refused. H 11 was 
tried out, by the medical staff of the hospital, but the treatment | 
failed and th: patient died. : i , 

I make +y protest as I feel that it is- most undesirable that 
am, etc., 


Dork g P. H. PHipps. 


I í 


Treatment of Thyrotoxicosis ` , a 


‘Sir,—The isst of the British Medical Journal of April 16, - 
1949, has only recently come to hand in this part of the world, 


‘and the remarks made by Sir Heneage Ogilvie (p. 645) regarding’ 


thyrotoxicosis in his otherwise excellent address, “ In Praise of 
Idleness,” are by no means in accord with one’s experience here 
nor with that reported from Canada and the U.S.A. The intelli- 
gent use of thiouracil and its derivatives in acute thyrotoxicosis 
has. completely revolutionized the treatment of this condition 
and is paralleled. dniy by the introduction of the antibiotics in 
other spheres .of general medicine. g 

I have published several articles in the Medical Journal of 
Australia princ .ly on the.use of methyl thiouracil in long- 
term therapy inte acute primary typé of toxic goitre, and in a 
series of 120 caséS\treated with thiourea and thiouracil and 
another series of 20bgif ses treated: with methyl thiouracil the 
results show completéontrol of the thyrotoxicosis with restor- 
ation to normal health and recession of the gland in 80%- of 
cases. In a further640% there was control of thyrotoxicosis, but 
an enlarged gland peysisted. Recurrences were under 5% and 
always occurred in tł latter class, so now all such cases are 
subjected to operation. The other 10% for various reasons were 
operated upon, several because of some sensitivity to the drug, 
‘others because they would not or could not carry on with pro- 
longed treatment, and others again for cosmetic reasons. 

All the cases have been followed. for a minimum period of 
six. months after concluding treatment, and many for two to 
five years, without.recurrence. In addition all secondary cases 


_of thyrotoxicosis associated with old colloid or adenomatous 


goitres are subjected to short-term therapy until the toxic con- 
dition is under control, and then, operation is carried out. Ih 
this class I now have-close on 500 cases. ee 

` The figures quoted by Sir Heneage Ogilvie are deplorable, 
and if they are the average of English experience then it is high 
time the methods of therapy in vogue should ‘be reviewed and 
altered drastically. In the 800-900 cases personally treated. 
or under treatment since the “thio” compounds were intro- 
duced in 1943 I have had two cases of agranulocytosis—one’ in 
the early days and one where a patient developed an acute 
pyelitis and was given large doses of one of the sulphonamides 
by her local doctor. Slight reactions have been noted in only 
3% of cases, and in only 0.5% of cases was treatment stopped 
because of a fébrile reaction or a leucopenia. The mortality . 
rate has been nil for the whole series. Seventeen patients have 


"s 
I 


~ 


+ ` 


-JuLY 9, 1949 


‘ 





\ 

béen treated during pregnancy and delivered safely with normal 
babies, Quite an appreciable number of woman have had one to 
three children after concluding long-term therapy without any 
recrudescence of the thyrotoxicosis, and I regard this as a 
good test of “cure.” . l 

The mortality rate of surgery in expert hands with the iodine 
regime was 0.25-1%, but the overall general surgical mortality 
is nearer 5%; and, even so, Many Cases are only just ‘pulled 
through after several very anxious days, whereas with the 
thiouracil preparation there is seldom any post-operative re- 


action that would worry either the nursing staff or the surgeon. . 


So far‘my operation mortality rate is nil, and similar large or 
larger series are reported from the U.S.A. 

Tt seems that the “ week’s reflection in the relative anoxia 
of 12,000 ft,” to which Sir Heneage refers, has made him | 
unduly dogmatic in his pronouncements regarding thiouracil, 
and he has not exercised that personal supervision of his cases 
and that clarity of thought that one expects from him. He 
states he has “not drained a thyroid for 10 years ’—possibly a 
safe proceeding in his capable hands, but not wise advice to 
give the average young surgeon, as a split tube or corrugated 
rubber drain for 36 hours‘is safe in certain cases and leaves no 
reminder. 

As regards the “cénsiderably enhanced difficulty ” of oper- 
ation, I find in cases properly prepared there is no greater diffi- 
culty with the large hyperplastic glands‘ prepared with thiouracil 
and iodiné than there is with those prepared with iodine alone, 
- while with the’adenomatous glands, even in those patients who 
have been fibrillating, one is freed from worry and strain both 
during and‘after operation, as also is the nursing staff. Perhaps 
the difference in our results is that I personally supervise both 
the medical and surgical treatment of all, my cases, and it is I 
‘who decide if and when the patient should be operated on— 
I am, ete., 


Sydney, H. R. G. POATE. 


Nutritional Macrocytic Anaemia 


Smr,—For the record, Drs. J. Rubie and C. D. Calnan , 


(June 18, p. 1079) may like to see the report of a case of 
megalocytic anaemia in a young vegetarian (April 22, 1944, 
‘p. 558). This young man had a severe “pure” anaemia 
(without skin or mental changes) which responded promptly 
to “anahaemin.” An initial histamine-fast achlorhydria gave 
place to a spontaneous secretion of free acid 17 months 
Jater; and a presumptive diagnosis of pernicious anaemia was 
finally ruled out of court.—I am, ete., l 


Hartlepool, Durham, R. T. COOKE. 


Marriage Guidance by Doctors 


SmR,—I would refer to the recommendations of the Royal 
Commission on Population regarding instruction and advice’ to > 
the public upon sexual life,and behaviour, now at last recog- 
nized.as of paramount importance to the welfare of the nation. 
While recognizing the overcrowded nature of the syllabus con- 
fronting the medical student, I would wish to propose that 
in the interests of all concerned some room should be made 
for the training of the aspirant-doctor in the understanding 
not only of sexual physiology but also of sexual psychology, - 
including the psychological differences between man and 
woman, the stresses of women’s problems, and the use of 
birth control, not for avoidance -of parenthood but for the 
proper spacing of families. fo 
It is a regrettable fact that at the present time many other- 
wise excellent G.P.s have a repugnance to giving advice upon 
sexual problems, even while they can hardly not be aware of 
the tremendous incidence ‘of troubles of this nature among 
their patients and their results upon physical: and psycho- 
logical health. Most of these men have acquired a good deal 
of insight during their years of practice; but there are many 
who are unable, through not knowing quite how best to 
approach it, to -give impersonal and yet humane advice in 
such cases. i 

Since the subjects importance—indeed, its ,fundamental 
character—is now for the first time officially noticed, and 
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since it appears that such help and advice. may come within 
the scope of the health services of the State, it would seem that 


‘the need for training of young doctors in this direction is both 


vital and urgent. If doctors, busy and, indeed, overworked 
ds they all are, can rise to meet this opportunity, I feel that 
they will be well rewarded. A sympathetic understanding of 


these human problems will go far to strengthen the ties of 


good will between ‘doctor and patient, confirming ever more 
strongly the position of the “family doctor ” as an essential 
and honoured part of our social Jife—I am, etc., 


London, W.1. EUSTACE CHESSER. 


Adoption Bill, 1949 


Smr,—Miss Anne Ashley’s admirable letter (April 23, p. 725) 
embodies all the principles the National Council for the Un- 
married Mother and her Child works for. Above all, we 
warmly endorse her insistence on the right and privilege of 
the mother to take a decision about her child’s future “ with 
proper safeguards and never in a hurry.” It is for this reason 
that this council presses for an amendment of paragraph 3, 
subsection (2), of the Adoption Bill, 1949, which would, as it 


r 


stands, allow a consent to be given “ whether or not an applica- 


' tion for such an order is pending.” This section provides for 


a mother to abdicate from her position and to sign away her 
child directly after birth, thereby possibly depriving her of the 
responsibility of taking this decision at a later time. 

It is these insufficiently considered and hastily arranged 
adoptions which bring trouble only too often to the mother 
and to the adopters alike : much careful thought over a period 
of many years has served to emphasize the importance of the 
time factor. Experience has shown that doctors not infrequently 
encourage adoption at this early date, even when the mother 
herself wants to keep the child. This council urges the medical 
profession to use its influence to secure the amendment of this 
clause when the Bill comes before the House of Lords, and 
above all asks doctors to consider each case on its merits before 
recommending adoption.—lI am, etc., 


LETTICE FISHER, 


Chairman, National Council for the Unmarried 
Mother and her Child. 


London, W.C.1. 


POINTS FROM LETTERS 


Zoster and Varicella 


Dr. A. F. Dunn Carrie (Manchester, 15) writes: Some years ago 
I attended a female child aged 2 years for a typical attack of chicken- 
pox of moderate severity which ran a normal course thi the tenth 
day, when she developed a well-marked herpetic eruption along the 
distribution of the fifth dorsal nerve on the left side. As is usual 
in young subjects, the herpes was attended with little discomfort or 
pain and subsided spontaneously, requiring no treatment other than 
the application of a dusting powder. 


Milk and Rheumatic Fever : 


Dr. Jons T. Mactacuiran (Glasgow) writes: Two years ago I 
expressed the opinion in the Journal (May 31, 1947, p. 784) that 
rheumatic fever was probably due to milk from infected rheumatic 
cows. In my opinion this induction will-be clinched if. pasteurization 
of milk destroys the infection of rheumatic fever. Some doctors 
tell me that rheumatic fever seems to be rare. It would be worth- 
while making rheumatic fever a reportable disease to determine this 
very important point. 


Horseflies and Poliomyelitis , 


Dr. RICHARD V. WRIGHT (Coldbeck, Cumberland) writes: During 
the summer of 1947 I noticed that the blood-sucking horsefly was 
very prevalent and a nuisance. Recently, swimming in Lake Lowes- 
water, I noticed these blood-sucker flies made the habit of pouncing 
upon other flies, including the Musca domestica, bringing them pick- 
a-back to ground and then sucking their abdomens.” Now the musca 
has been shown for certain to carry the virus of poliomyelitis in its 
intestine, and thus the horsefly could be easily infected on its 
perforating proboscis, and then infect the next mammal it attacks, 
and so be the vector into the blood of humans. And this would also 
account for horses being so commonly affected by poliomyelitis 
during an epidemic, and also for bathers being attacked so readily 
by the infection. ; 


‘ in the goodwil! of the practice. 
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THE NATIONAL HEALTH SERVICE (AMENDMENT) 
BILL 


A Standing Committee of the House of Commons began on 
June 28 the examination of the National Health Service 
(Amendment) Bill (see Supplement, May 23, p. 274). On 
Clause 1, which is concerned with existing partnership agree- 
ments and modification of those agreements, Mr. BEVAN moved 
and the Committee accepted an amendment for the purpose of 
making clear that the free transfer of one share in a partner- 
ship to another person was in fact affected. The words substi- 
tuted were “in lieu of the payment of the purchase price by 
the partner to whom the share is transferred.” 

Mr. WALTER ELLIOT pointed out that there was a difference of 
opinion between the Government and the Opposition about the 
number of persons affected by the Bill. The Financial 
Memorandum accompanying the Bill had estimated that about 
50 practices were involved and that the number of doctors 
concerned was nearly 150. The Lord Advocate had said on 
the second reading that only one of these was in Scotland. It 
was the view of the Opposition that a much larger number of 
persons was affected. The mere stipulation to bring in a new 
appointed day showed that the controversy which the Bill was 
designed to clear up affected a very large number of practi- 
tioners, possibly half the number in the country who were in 
partnerships and a very large number of assistants. The Bill 
dealt with a problem which affected the whole profession and 
to which the whole profession had taken grave exception. 

Sir HucH Lucas-TootH said that the clause applied to all 
partnerships in existence on the appointed day. In Sub- 
section (3) it provided that Section 35 of the National Health 
Service Act which prohibited the sale of medical practices 
should be deemed never to have affected the exercise under 
any partnership agreement of any right or obligation of a 
partner to sell to, or purchase from, another partner any share 
He thought that in the Bill 
they were arriving at a happy solution of the problem. On the 
ather hand the Government should be asked whether it had 
any information about the dissolution of partnerships. In was 
-possible that scme practitioners bad decided that it would 

be better to dis-olve their partnerships before the original 
appointed day and to recast them in the light of the known 
defect of the principal Act. If that were so, certain hardships 
might not be covered by the clauses of the Bill. ` 

Mr.. Bevan replied that how many cases weré affected was 
purely speculative. He agreed that apprehension of the effect 
of these clauses had been created among a large number of 
doctors by irresponsible propaganda in 1946 and 1947. The 
Ministry had no information how many partnerships, if any, 
had been dissolved as a consequence. Mr. Bevan explained that 
in speaking cf irresponsible propaganda he referred to sensa- 
tional headlines which gave rise to fears among a large number 
of -general practitioners. The House, however, knew from ex- 
perience that larger numbers of doctors had joined the Service 
than had at the time been estimated to be necessary. The 
number of partnerships affected by this propaganda would be 
demons’rated by the number of persons coming forward for 
compensalion. He thought they would be very few, 

On Clause 3 (right of medical partners to be entered on 
‘lists aftere appointed day) Sir Hucu Lucas-Tootn said the 
period of two months from the date of the passing of the Bill 
was reasonable. but there would be exceptional cases in which 
compliance would be difficult. Doctors who had gone over- 
seas or were ill might require a longer period. It would prob- 
ably have:to be at the discretion of the Minister or some 
outside body. i ; 

Mr. Bevan hoped he would not be pressed on this. Jt was 
impossible for the British Medical Association to arrange for 
the distribution of the, compensation fund while the matter 
was in doubt. The Bill could not be placed on the Statute Book 
before the end of July, and the Long Recess would follow, so 
the profession would have ample notice. 
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On Clause 5 (modification of other medical partnerships in 
force on the appointed day) Mr. BEVAN moved an amendment 
having the effect of giving to all members of a partnership to 
which the provisions of the clause applied the benefits of Sub- 
Section (2). He said that as the subsection was worded the 
obligation of a partner outside the Service to purchase, in pursu- 
ance Qof an agreement in force before the appointed day, the 
share of a partner who joined the Service after the appointed 
day was converted into an option, whereas the obligation of 
a partner who was inside the Service to make a similar pur- 
chase had not been so converted. His amendment with the 
Subsequent one would bring the clause into~line with other 
provisions in the Bill which turned an obligation into an option 
in cases where the purchaser was acquiring something less than 
he had contracted for and something which, owing to the 
provisions of the original Act, he could not sell, 

„Mr. ELLIOT said this could reasonably be regarded ds an 
easement. On the understanding that the Minister had dis- 
closed the whole meaning of the amendment the Opposition 
consented to its incorporation in the clause. The amendment 
and the further consequential one were then accepted and the 
clause as amended was ordered to stand part of the Bill, - 

On Clause 6 (existing agreements with medical assistants) 
Mr. ELLIOT said these had scarcely been mentioned in the 
debate on the second reading. He believed that the number of 
assistants affected would certainly reach 1,000, and_might be 
1,300 or more. He took it that all these were covered by 


‘the clause. If it were thought that the clause merely applied to 


the 50 practices which had been referred to, dismay would be 
created among those whom the Bill was intended to benefit. 

The Lorp ApvocaTe (Mr. John Wheatley) said that follow- 
ing the recommendations of the Slade Committee the Govern- 
ment proposed to apply the same principles in this Bill to 
assistants as were applied to partners within a partnership agree- 
ment covered by the Bill. He gave an assurance that assistants 
were included within the clause in the same manner as part- 
ners Within a partnership agreement. The number of assistants 
affected was a matter of speculation. Information on that point 
should have been more readily procurable from the medical 
profession and medical -organizations than from the 
Government. 

Mr. ErLior hoped that if at any subsequent stage of the 
Bill the Opposition brought forward information derived from 
the professional organization, its submissions would be received 
in a spirit of sweet reasonableness. The clause was then ordered 
to stand part of the Bill. 

On Clause 7 (removal of hardships) Sir Hyen Lucas-Toors 
moved to provide that where the arbitrator or committee acting 
under the powers conferred by the clauce modified the operation 
of the Act of 1946, or of this Act or of any regulations in 
relation to the provisions of the agreement, it should immedi- 
ately report such modification to the Minister, who should 
from time to time lay a statement before Parliament giving 
brief particulars of all such reports. Sir Hugh said that the 
power to vary the Acts and the consequent regulations was wide 
but necessary. It behoved the Committee to. see that what 
Parliament had laid down was effectually carried out. The 
subsection might enable a coach and horses to be-driven through 
what Parliament had decided. Two or more doctors could 
conceivably appoint an arbitrator without the knowledge of 
the Minister or of Parliament and persuade that arbitrator to 
modify the provisions of the principal Act and of this Bill, 
The Committee agreed to the amendment, 


Prohibition of a Salaried Service 


On Clause 10 (prohibition of full-time salaried practitioner 
service) Sir HUGH Lucas-TooTH moved to insert an amendment 
providing that payment “ except in special areas or except where 
a basic salary had been granted should consist of remunera- 
tion ascertained in relation" .. . to the number of- patients. 
Sir Hugh said the words “special circumstances” were in no 
way defined in the clause, and the words “ wholly or mainlv “ 
were without a clear meaning. On the second reading 
Mr. Bevan had been asked whether these words would enable 
him to provide by regulation for all doctors to be paid up 
to 49% of their remuneration by way of salary. As the Minister 
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in his reply had failed to answer that question Sir Hugh thionehi. 
the Committee must assume this. was a fair interpretation of- 
the phrases which ‘he had quoted. They should have a clear 
statement from Mr. Bevan on what he thought the words meant. 
The Opposition, in the amendment. which he had moved-and in- 
the .following one ‘wished to provide that the -remuneration 
should consist of remuneration in relation to the ‘number of 
patients, except in the case of special areas and. the case in 
which a basic salary-had been granted: In its ‘second amiend-.’ 
ment the, Opposition proceeded to give definition to the ferms' 

‘ special areas ” and,“ basic salary.” 


the Service. what the rights and obligations of those, in, the Ser- 
yice were likely to be. It was unsatisfactory that people should 
be expected to enter the Service not knowing how: far the terms' 
of service: might be ‘altered, because Parliament contemplated : 
that a doctor having once entered the Service: at the age of 25 
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„were not so' satisfactory to the -patient as one who howe him- 
self sympathetic and anxious to deal with the human problem 
„of a sick man. In all these matters the Opposition was con- 
‘cerned’ tò maintain the human -coentact between doctor and 
“patient, which tended to be diminished when a vast central 
_ organization came into the ‘matter Mr. Bevan had referred to 
` his efforts to raise the ethical standards of the medical profession. 

Mr. BEVAN replied’ that when he had said that in many pro- 
fessions ethical standards were not yet sufficiently high to exempt 
them from State assistance and that they- therefore could, not 


-It was desirable that the‘ be trusted’ with a full-time salary he had not referred to the 
Committee should clearly indicate to those who were to be in ` 


medical profession. +: ` \ 
My. ELLIOT said that if ‘the Minister told the’ Committee 


thdt he had been indulging in.a poem more suitable for an_ 


Eisteddfod than for a committee of the House of Commons 
the Opposition was willing to let the matter go at that. He 


suggested that the Minister should raise a flag when he came_ 


l would: continue to serve until he was 60 or even 70. ‘In the-. to one of his general metaphors but lower-‘it when he came to 


amendment basic salary was defined-as being such salary as 
might be determined by regulations, made under Subsection (1). 
of Section 33 of the Act.of 1946 of the corresponding section. 


a-concrete application. The step-by-step technique in intro- 
: ducing changes was familiar, and the legal maxim of resisting 
the beginnings was sound.’ The form in which the Opposition 


of the Scottish Act, and the amendment provided 'that it should -» would cast the clause was. positive and indicated the line of 


only be payable to a medical practitioner for the purpose of 
making special provision for meeting cases of hardship or: other-, ' 
wise to provide special assistance to particular’ classes of practi- 
.tioners. In the section dealing with special areas power was 
given to tħe Minister to provide by regulation for any part of 
a doctor’s remuneration’ up to 100% to be given by way of : 
salary in special’ areas where ,entirely special circumstances pre- 
vailed. | The obvious case, was that of the ‘Highlands and- 
Islands. These amendments carried out: the desire of members 
"in all parts of the. Committee within- the ` meaning of the pledge 
which had been given., ~ < 

Mr. Bevan said he had made it clear again and again during ° 
the controversy which accompanied the launching of the~ 
National Health Service Act that it was not the intention of 
the Government to introduce a whole-time salaried service. ‘ 

Sir Huc Lucas-Toora:, “ Not ‘while the fruit is ‘green.” ` 

Mr. BEVAN said that when he had talked” about the- fruit 
being green’ he, Had meant that the ethical standards of many. 
people would: have-to be raised before- they could be trusted. 
to do their job without th® application of rewards’ and punish- 
ments. Even in the Opposition ‘amendment the cases to which’ 
it should apply were not defined narrowly. Or otherwise ” 
“was as wide a phrase as that of the Bill itself. It was clear that. . 
thé Minister should be able to pay a young man-in the Service 
a salary of £300, which might amount to_more than. half his. 
remuneration. It might also be the fact that aged practitioners 
who were quite useful might have a declining list which would 
make*the basic salary more than half their remuneration. ` The 
Opposition did not contest that this might. be desirable and 
necessary. It was also,comimon ‘ground that it might be neces- 


basis to reward adequately the general practitioner. 
left was a suspicion that the words. in the clause would permit 
some: Government at some time to impose clandestinely on the 
medical profession a full-time salaried ‘service before they were 
prepared . to accept it., Never was there -a-more unworthy 
suspicion or a clumsier’ way of trying to meet it. Statutory 
power was; not what the Minister required in such Circumstances. 
What was wanted jwas ‘the willingness of the profession. to 
accept what was proposed, and no amount of. statutory ‘protec-. 
tion would deal with that position. ‘Even if the language of 
the Opposition weré put-into the Bill a Minister would have . 
exactly the,same latitude as was given in -the Bill. Sir Hugh 
had said he thought the, language of the Bill gave éffect. to the 
pledge Mr. Bevan had offered in the House.. Why. taen was it 
necessary to refine this language ?; 

Mr. ELLIOT said the Minister was arguing that ar the 
Opposition had made an attempt to meet. him ` and . to, give 
latitude which they realized was necessary the case . they had 
advanced’ could be: brushed aside. 
Opposition: to clear its mind of subjective consideration. 
Medicine was largely a matter of stibjective consideration.. Many 
of the proud figures, of modern health: administration 


l approach they might take at subsequent stages. ` 


Mr. BEVAN suggested that the language of the amendmen 
‘was more dangerous than, the language of the Bill, because it 
made it possible to give a decision ‘on hardship and thus .to 
take in classes of general practitioners. 
` Sir HucH Lucas-Toorns said that if the,Minister objected to 
the. words “ or otherwise” he was willing to take them out. 

Mr. BEVAN said he had no ebipcHon to these words, but to the 
, whole amendment. 


. Mr. Exuior said the Minister would not deny that the medical 


profession would like ‘to have the amendment. 
Mr. BEVAN said he had no evidence that the medical profes- 
sion would like it. He strongly advised the medical profession 


- not to.support the amendment, because it. was more capable of 


being misrépresented than was the language of the Bill. 
Mr: ELLOT assured: Mr. Bevan that the medical profession 
-considered the amendment a desirable step. 


_. Mr. LinsTEaD said the Minister seemed to be taking powers _ 
. in the clause as drafted which would enable him, if he thought . 


there’ were ‘special circumstances, to apply a fixed salary over 


the whole „profession. If that was not the meaning of the Bill 


then the Opposition had cleared up a point which was in doubt. 
. The suspicion that the’ profession would be faced with a fuil- 
time salaried service resided in the profession, and it was unjust 
of Mr. Bevan to pin it on to the Opposition. The. dental. pro- 
fession was definitely afraid that an. opportunity - would | be 


“taken to introduce a full-time service paid by fixed salary. The . 


value: of the. discussion that day had béen on tHe one or .two 


additional assurances the Minister had' given of. the present . 
: intentions of himself-and his Government. ` 

sary for salary to be paid’ in Certain areas because the number .. . 

of people living in that- area would not suffice on a capitation’. 
What was — 


f 


r 


~ Basic Salary 


Mr. BEVIN said the Opposition pretended it was enki for 
, the „profession and the country. What it was really doing, and 
had done ever since 1946, was to stir up as much mischief as 
possible against the National Health Service Act. Sir Hugh 


Lucas-Tooth was attempting to induce in the mind of every’ 


doctor a suspicion of the Government’s intention. Over the 
last two or three years the Opposition had done its best to 
sabotage~the whole of the health service administration. It 
was time the country ‘knew this., The Committee had beforé 
it an innocent clause carrying out the pledge which he 
(Mr. Bevan) had. given to the medical -profession. very 


“ doctor understood it clearly. He had received no letters about - 


the clause and‘did not believe there was any doctor who did 
not trust the intentions lying behind the clause. Why should 
he give Sir Hugh a pledge? He was not entitled to it. What 
‘was happening had been agreed between the Government and 
the medical profession. `The profession might wish to alter 


-Mr: Bevan had asked ‘the-. the arrangements, as there was a great deal of doubt in the 


minds of doctors’ about the basic salary. With the ordinary 
administrative. machinery. at its disposal the medical profession 
~ could make the basic salary practically uhiversal.- Many doctors 
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had bitterly complained that the profession itself was withhold- 
ing the basic salary which they thought they ought to have. 
What the Ministry had said was that it must satisfy itself that 
it was dealing with a bona-fide general practitioner. If a person 
merely put up his plate and said, “I am a general practitioner ” 
and made a claim, then, said Mr. Bevan, he would not pay 
£300. There had been instances where he had refused to pay 
£300 because on, inquiry he was satisfied that the applicants 
were not seriously practising their profession. It might easily 
happen at any time that the profession might come to him 
and say they would like to have the basic salary universal to 
all genuine medical practitioners. Until they did so he would 
not make it universal. That was the only pledge he was -pre- 
pared to give. He was not prepared to put the whole of the 
conditions for the payment of the medical profession within a 
Statute so that the Ministry could not move without altering 
that statute. Beyond the three categories of doctors for whom 
the basic salary was necessary—the young doctor who wanted 
to avoid borrowing money at exorbitant rates of interest, the 
old general practitioner who wanted to continue practising, and 
doctors in places where the population was too sparse to give 
reasonable remuneration—it was not in the mind of the Govern- 
ment to introduce a universal salaried service. 

Mr. E Luior said Mr. Bevan was arguing along two 
opposed lines. He was saying that he did not wish to alter 
the conditions and also that he did not like the amendment 
because it might interfere with him if he desired to alter them. 
Mr. Bevan’s idea was that the whole of the difficulty between 
himself and the medical profession arose from the arguments 
introduced by Conservative M.P.s. He should have noticed 
in the course of his political life that he was capable of stirring 
up Opposition without the support of Conservatives. 

Mr. Bevan: And of dealing with it. 

Mr. ELtior said Mr. Bevan must not object when the 
medical profession felt that he should be treated with a good 
deal of circumspection. The Minister could point to no instance 
where the Opposition had attempted to sabotage the working 
of the Act. He assured Mr. Bevan that the Opposition had the 
support of the doctors on this amendment. Later, on the ques- 
tion of arbitration, the Opposition could refer to the proceedings 
at the conference of the B.M.A. in Harrogate. 

Mr. Bevan said his recollection was that the Harrogate con- 
ference had never raised the question of the basic salaries. The 
Government had received no communication from the doctors 
about the clause. 

Mr. ELLIOT said he could give an assurance that these 
matters had been discussed with the representatives of the 
British Medical Association. 

Mr. Bevan asked whether he was to understand that the 
Opposition had been in communication with the British Medical 
Association about the amendment though the Association had 
made no official representation to the Government. 

Mr. ELLIOT recalled that earlier the Minister had said 
that any such approach had his entire approval and that he 
would accept it from the Opposition. Naturally the Opposition, 
as responsible persons, did their best to discuss such matters 
with other responsible people. 


An “Intrigue” with the Opposition 


Mr. BEVAN said this was astonishing. They had got 
to the point where the British Medical Association’s repre- 
sentatives carried on an intrigue with the Opposition. Had 
they got to backstairs intrigues between the Opposition and 
the medical profession about a Bill before the House of Com- 
mons implemented’a.public pledge given to the House by the 
Minister of Health? The duty of the British Medical Associa- 
tion, if it thought that the Bill did not give effect to the pledge, 
was to come to the Minister of Health and say they did not like 
the words. They had not come. 

Mr. ELLIOT said the Opposition had brought forward the 
amendment entirely on its responsibility as Members of Parlia- 
ment. The amendment had been advanced after taking counsel, 
but it was advanced solely on the responsibility and on behalf 
of the Opposition—not of the British Medical Association. The 
Opposition had never claimed that it spoke with the support 


of the whole medical profession. He did say that the medical 
profession was profoundly suspicious of the Ministcr. The 
accusation made by the Minister that the amendment was part 
of a deliberate attempt to sabotage the health service was not ° 
justified by the words and arguments which had been used. 


Backstairs Pressure 


Mr. Bevan said the British Medical Association had met his 
officials on this Bill, but on no occasion had they raised the 
question of this clause. It was the duty of the Association to 
raise such issues with the Ministry if they wished to call atten- 
tion to what they considered to be the inadequacy of the 
language in the Bill. It was exceedingly difficult for the 
Government to carry on discussions with responsible organiza- 
tions if those organizations did not use the channels of com- 
munication open to them and used backstairs ways of bringing 
pressure to bear on Members of the House. 

Mr. Eccues said the point of the Bill, of the clause, and of 
the amendment was to make the Service work better. The 
Opposition intended that the amendment would help to make 
more doctors willing members of the health service. There 
was no question of the amendment having been put down to 
exacerbate the doctors in the Service, who were still highly 
suspicious of the Minister. 

Mr. Bevan said that was the characteristic attitude of the 
medical profession towards every Minister in every country of 
the world. It was the Opposition which had introduced person- 
alities about the Minister. That was not true about members 
of the medical profession, but had been deliberately created by 
the language of the Opposition. 

On a division the proposed amendment was then rejected by 
13 to 7. 

On the motion that the clause stand part of the Bill Sir Hucu 
Lucas-TooTH said the Opposition had not been approached by 
the British Medical Association or by any official person in 
the Association about an amendment to the clause. He and 
his friends had drafted the amendments. They were subse- 
quently seen by the British Medical Association, which took no 
initiative in the matter, though those members of the Associa- 
tion who had seen the amendments whole-heartedly approved 
them. 

Mr. Bevan said Sir Hugh's statement must be taken with a 
large slab of salt, as it contradicted what had been said earlier. 
He hoped Mr. Elliot would give the Committee some 
clarification of a serious accusation. It had been said that 
Opposition members had been in touch with leaders in the 
medical profession. The Committee should have a frank 
disclosure of the names of those consulted and their rela- 
tions with the Conservative party and the British Medical 
Association, 

The Chairman (Sir Charles MacAndrew) said that the 
debate on the motion that the clause stand part of the Bill 
was very narrow, and he could not allow those questions to be 
answered. 

Mr. ELLIOT said the Opposition had made a statement on 
how the amendment was drawn up. It had been shown to 
responsible persons. It would be wrong for him to go beyond 
that. 

Mr. BEVAN said the Opposition would much regret that morn- 
ing’s work. 

Mr. ELLIOT said the Bili imperfectly carried out a pledge 
given by the Minister in response to representations made by 
the Opposition after consultation with responsible persons. The 
Opposition was prepared to leave the matter there. 

The clause was then approved, as also was Clause 11. 


Settlement of Disputes 


On Clause 12 (reference of disputes as to conditions of service 
of persons employed in health services), Mr. LINSTEAD, 
on the motion that the clause stand part of the Bill, said it 
would be helpful to have an elucidation by the Minister of a 
number of points. Under the clause, disputes over conditions 
of service or remuneration could be dealt with by conciliation or 
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‘could go to ‘the ‘Industrial Céurt; or to arbitration by arbitrators: 
appointed by the Minister of Labour, or to arbitration by a body. 
appointed by agreement by both sides with a chairman appointed 
by the Minister of Labour, The crux of.the procedure was that 
there could be no arbitration ‘until both sides‘ were agreed that: 
there should be arbitration. If there was a dispute between’ | 
the Minister and a section of those serving within the Service, 
the. Minister apparently could refuse to allow that dispute to 
go to arbitration. , Under Section 66 of the. principal Act the 
Minister had power, to make regulations. prescribing the qualifi- 
cations, remuneration, and. conditions of service, so.that ‘if he, 
refused to consent to arbitration he could use his power, of: 
making regulations and leave the dissatisfied parties with the - 
sole alternative of approaching the Opposition. so that a prayer: 
against the’ regulations could .be moved in’ the House. 
Linstead could not feel that the ‘Minister intended the reférénces 
to arbitration ‘to be a one-sided .gesture.- He assumed the 

' Minister intended that when there was a dispute he would. not 
use his power to withhold consent and so prevent that dispute _ 

going to arbitration. If Mr. Bevan’ would: say so ‘he ‘would 
go..a.long way- ‘towards clearing up the purpose of the clause. 

Mr. Linstead recalled‘ that the Secretary of State for Scotland 


had given an undertaking to Scottish pharmacists that arbitra-_ 


tion would be open, to them under this*clause. Mr. Linstead | 
asked three questions-of the Minister. Did „he accept the 


principle of arbitration as the method of settling disputes which - 


arose on remuneration ? - Did he regard arbitration as binding 
on the Crown 7. If a dispùte went to arbitration, would the 
Minister regard himself as bound by: that award, ` despite the 


suggestion ‘that the award of an Industrial Court or of an ` 


arbitrator could .not be binding on the Crown ? 
Mr. Bevan asked for an assurance that these questions were 
not ‘put on. behalf of the medical profession, , i 
Mr. LwsrtTeaD said he had not discussed” the ater with any 
representatives or members of the medical profession, and took: 
personal responsibility for putting the inquiries. , 
Mr. BEVAN said he was glad to have that statement. What was, 
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_insert an- “arbitration. diaa 'would not, be ‘proper, because the 
present’ clause «covered every element in’ the National Health 
Service and it was necessary that the Ministry should have 
power from Parliament’ to enable the machinery to be estab- 
lished. ' He recalled the case of the Burnham machinery where, 
after discussions between both sides, a report was made to the 
Minister of Education, who might or might not implement it. 
If both ‘sides agreed to go to arbitration, obviously the Minister 
of Health would accept the consequences of the arbitration. It 
was much better that in each. particular case what should go to 
arbitration should be decided i in regard to the circumstances and 
not beforehand. The fixing of fees was not a matter upon which 
the Ministry of Health could agree beforehand to go to arbitra- 
‘tion. It was much more complicated. The Government could 
not,- over. the vast field: of National Health expenditure, say 
‘beforehand that Parliament should put ‘it out of its,power to 
consider the fiscal’ consequences of an arbitration. That was 


why he did not agree beforehand: to compulsory arbitration’ 


‘over the whole field. The-Committee should not say beforehand 
‘that’ neither the Chancellor of the Exchequer, nor the Govern- 
ment, nor Parliament, but someone -élse should -determine the 


operation of public revenue and public expenditure. The fact _ 


-that regulations had to be made implied the right of the House 
of Commons ‘to refuse these regulations.’ Mr. Bevan asked if 
they wanted ‘to put this outside the power. of the elected repre- 
sentatives of’ the people to decide and to’ have a Fascist set-up. 
Only in most exceptional ‘circumstances , would the. House of 


Commons throw out 'a regulation reached after arbitration, yet 


"it must have that’ residual right. 
Sir Lionel Whitby’ s Letter 


` 


Mr. ELLIOT said Mr. Bevan had made a statement in con- 


vincing language about the necessity for. leaving discretion to 
the. Minister when dealing with claims which might result in 
demands oni the public purse. But-the contrary opinion seemed 
to have arisen in the minds of responsible persons in the medical 
. profession. Since there had béen arguments on the channels. 


` under discussion was’an agreement’ forming part of the partici- ‘ óf information by which the Opposition could legitimately 


„pation: of the medical profession in the Whitley machinery. 
” The Conciliation Act, 1896, and the Industrial Courts Act, 1919, 
did not-provide for compulsory arbitration, ‘anid the present Bill 
would be an ‘inappropriate place-in which to amend those Acts. 
It had always been held that it would be highly undesirable to 
- have compulsory arbitration -under those’ Acts. The whole 
purpose of the Whitley machinery was to bring about agreement , 
without arbitration: In- the course of the last year agreement 
had been reached over many matters, especially those concern- | 
ing nurses and domestic workers in- hospitals. It had been a 
wide range of agreement without resort to ‘arbitration: ‘He 
much regretted that in the last few months some members of . 
the National Health Service had talked insistently of arbitration’ ` 
before negotiations had; begun. That was as though there was 
an intention to disagree, and that arbitration was inevitable. 
There was every reason why the machinery of the industrial 
courts should not- ‘provide’ for compulsory arbitration, because 
arbitration, once: it was ‘made’ compulsory, meant. that it was 
impossible to vary an award. If the award was imposed like~ ` 
a clamp, any mistake was immediately’ converted into fact and 
caused _the most irritating Conditions for ‘both sides. ‘ Nothing’ 


' new was being done in the: clause. All the Government sought - 


to do was to provide for ultimate machinery in the event of a 


‘breakdown. He could: not agree- beforeħand that everything ` 


should go to arbitratiòn. The Spens Committee was not arbitra- - 
tion. It might be much better to have an inquiry to lay’ down ~ 


general principles, aime any future agreement o on a particular 


matter.. i 
i an ee per 


Mr. LinsteaD, asked’ whether the Minister felt ‘he: should? 
refuse arbitration when the other party in a dispute desired it. 

Mr. Bevan said. discussions were still going on about. the 
nature of the agreement. When those discussions took “place 
-the question of arbitration. would arise and would be written 
into whatever agreement ‘might’ be reached. ~All the Bill did 
- was to give powers to enable an agreement to be made; The 
Sane. was not ynang an agreement into the Bill. To 
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- ascertain opinión outside the Committee, Mr. Elliot said the 
responsible person whom he cited was Sir Lionel Whitby, 
- the retiring president of the British Medical Association. He 
quoted a letter by Sir Lionel appearing in The Times of June 20: 
which said that in’ proposals issued in October, 1947, the 


Government had stated that they were anxious to accord the ` 


fullest: -rights to arbitration, subject to preservation of the 
` Government’s prérogative. Sir Lionel had added that-it seemed: 
' the Government had forgotten a pledge given to the medical 


“ profession before the start of the ‘National Health Service. That 


etter had lèd to a resolution passed at Harrogate recording 
with regret that the Minister and Ministry had shown little or 
‘no desire for co-operation with the profession in its efforts to- 
serve the public, that they had met the profession’s suggestions. 
‘with indifference and procrastination, and that they had been 
-guilty of breach ‘of.faith. Mr. Elliot took it that Mr. Bevan 
felt his: conscience was entirely clear.in the matter. His argu- 
` ment, however, was not written on a clean sheet of paper. It 
came at: the end of long negotiations in which it would be 


‘most unfortunate if any suggestion of breach of faith were not 


immediately ‘dispelled. 

„Sir HuGcH Lucas-Tooru said that, aen a doctor employed 
on his own .account could go to-arbitration and demand that 
the decision -of the arbiter‘ should be enforced, yet as soon as 
_he had ‘access to the bottomless purse of the State he must 
become subject to the discipline of political decisions. Sir Hugh 
did not quarrel with the assertion of Mr. Bevan that, subject to. 
the control-of the House of Commons, he must retain, control 
‘of these decisions, but there was a difference, as between the 
two sides, in arbitrations under the Bill. - If the employer wished 
to insist on‘ arbitration he could, under the clause, see it was 
' made, compulsory, whereas the employed could not insist that 
a grievance should be the Subject of arbitration and that the 
arbitration should`be put into force unless the employer con- 
‘sented. “That was inherently unfair and undesirable. The medi- 
cal profession had understood it had received a promise from 
„Mr. Bevan that it'would have a right to insist on arbitration 
“equal with the right of its employers. It seemed to Sir Hugh: 
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that Mr. Bevan had not fulfilled those terms, and the Committee 
should inquire how Mr. Bevan proposed that doctors, nurses, 
and all concerned were to be treated fairly in the fixing of their 
conditions of service. Sir Hugh asked if the clause meant 
that either side could refuse an arbitration, or that only the 
Minister could do so. He believed that the latter was the case. 

Mr. LINSTEAD said it was.a good thing to take negotiations on 
Salaries out of the hands of the Minister, so that the Minister 
would be removed from day-to-day friction with the people 
with whom he was concerned. 


No Compulsory Arbitration 


Mr. BEVAN said he did not attach undue weight to the adjec- 
lives contained in the resolution of the conference of the British 
Medical Association. That was a very adjectival body, in- 
capable of passing’ a resolution except in terms of hyperbole. 
It did not intend every word to be taken seriously. He could 
tell a tale of procrastination, which would show he was the 
most badly used man in Britain. Part of the difficulty of the 
Ministry was to get the members of the medical profession to 
act with more expedition. Their machinery was so cumbrous 
that months passed before any decision was received from them. 
Their negotiating committee was never entrusted, with negotia- 
ting powers, and the profession had prided itself that the nego- 
tiating committee had no power to settle with the Minister. 
Mr. Bevan said he had tried to come to a conclusion on 
specialists’ terms of remuneration, but month after month went 
by and the profession was quite incapable of reaching a deci- 
sion. The clause merely enabled machinery to be set up under 
the two Acts to which the clause referred. Once it had been 
accepted and the medical profession had joined the Whitley 
machinery, disputes would be settled in accordance with the 
Acts. In these there was no provision for compulsory arbitra- 
tion, nor did Mr. Bevan think that there should be. Negotia- 
tions still continued on the agreement under which doctors 
would share in the Whitley machinery. There could be no 
charge of breach of faith until a conclusion had been reached, 
and the letter of Sir Lionel Whitby should not have been written 
in such terms. The difficulty was that professional persons 
reached precipitate conclusions and rushed into the Press. 

The October, 1947, proposals to which Sir Lionel drew 
attention did not differ from what Mr. Bevan had said on the 
previous day. Mr. Bevan declared that he had not altered his 
Statement that a code of conduct was unlikely to be arbitrable, 
but a simple proposal for a change in wages or salaries almost 
certainly was arbitrable. Under the two Acts mentioned in the 
clause mutual consent was necessary before arbitration. He 
could not take the medical profession to arbitration if it did 
not wish to go, nor could the profession take him if he did not 
desire to go. If arbitration were known to be at the end of 
the road from the beginning, then all would go to arbitration 
Straight away. Instead of talking about arbitration in every 
case the Ministry should negotiate with the representatives of 
the medical profession the terms to be agreed. The medical 
profession should, come forward from time to time with their 
proposals and try to settle them by negotiation. If that was 
not possible, they and the Ministry should decide what means 
could be adopted to reach a mutually acceptable conclusion. 
Those means might not be arbitration. It might be better to 
have an inquiry or to refer matters to a quasi-judicial profes- 
sional body for consideration and statement of principles. He 
wanted to leave the question as open as possible. He appre- 
ciated that discussion on the point had been necessary. 

Mr. Howard said Mr. Bevan had complicated the matter by 
saying that in arbitration procedure it was necessary to agree 
on what was to be referred. If Mr. Bevan would give a clear 
assurance that either party should have the right to refer an 
unsolved matter to a second independent and impartial body 
he would receive the whole-hearted support of all professional 
men and women. 

\ 

The Industrial Court and the N.H.S. 


Mr. BEVAN pointed out that the Minister of Labour was the 
person concerned under the Conciliation Act. Section 2 of 
that Act envisaged a battery of agencies by means of which 
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settlement might be brought about by mutually agreed arbitra- 
tion, and he did not think there was any reason to apprehend 
that this elaborate machinery would fail. He added that the 
Government desired to establish a special division of the Indus- 
trial Court to deal with the National Health Service and so 
to create a body of people with special knowledge of that 
service which would eventually obtain the confidence of 
everyone concerned. The Minister of Labour would ensure 
that those appointed had experience of other fields of arbitra- 
tion. In very few instances would regulations be needed to 
give effect to any decisions. Only three situations could ulti- 
mately arise. The applicants could withdraw their application, 
in which case the original situation would be revived. They could 
agree to arbitration. They could agree to accept the Minister's 
fiat. These were the limitations of reality. No machinery could 
be more flexible than that which he had described. If the repre- 
sentatives of the profession got themselves into a position where 
they could only have recourse to arbitration or accept the 
decision of the Minister, that would be defective negotiation. 

Mr. ELLIOT asked whether there was not a fourth course 
open to the applicants—withdrawal of labour. 

Mr. BEVAN suggested there was not, and that members would 
not believe that a set of professional workers who had been 
offered arbitration would prefer to strike rather than to accept 
it. To cease work would be the abandonment of all machinery. 

Dr. Hapen Guest said Mr. Bevan had put his finger on the 
spot when he talked of special machinery. The machinery 
devised for the call-up of doctors for war service, working by- 
conciliation, understanding, and agreement, had done most valu- 
able work. A parallel kind of machinery should deal with the 
special difficulties of the medical profession. In very few cases 
would arbitration have to be considered. 

Mr. ELLIOT referred to Sir ‘Lionel Whitby’s letter and 
said it was the Minister's business to see that such misunder- 
‘standings did not arise. F 

Mr. Bevan said it was ridiculous to say that the duty of the 
Minister was to remove misunderstandings on the benches oppo- 
site. In some cases a neurologist would be required—not a 
Minister. ý 

Mr. ELLIOT suggested Mr. Bevan was thinking of a 
psychologist—not a neurologist. The apprehension had been 
Jeft not only in the mind of the president of the British Medical 
Association but in the mind of the Association itself. 

Mr. Bevan asked whether the Opposition desired compulsory 
arbitration in all cases. Compulsory arbitration was not in the 
Whitley machinery. A misunderstanding had arisen in the 
mind of the medical profession: they had confused temporary 
war legislation with pre-war Acts and with the machinery which 
the Government was setting up. 

Mr. ELLior said it was a great pity that as late as June 20 
of this year the negotiating body should sfill be in doubt over 
what had been proposed to them as long ago as October, 1947. 
The Minister had just said that a simple proposal for a change 
in wage or salary rates was almost certainly arbitrable. That 
was bound to reassure those who had read Mr. Bevan’s declara- 
tion of the previous day tbat the fixing of fees in certain 
circumstances was not ‘a matter on which the Ministry could 
agree beforehand to go to arbitration. The Minister apparently 
had in mind that some other proceeding might be applicable, 
but those who had read his statement could easily take it to 
mean “I will make a decision and announce it.” 

Mr. BEvan said that if clarity was needed by members of the 


. medical profession they could easily obtain it by entering into 


an apreement with the Government under the Whitley machinery 
when the clause was part of the Act. This was an enabling 
clause, and what would be done under it was a matter for 
negotiation between the Government and the representatives of 
the medical profession. 

Mr. ELLiot said that in practice the medical profession 
had been able to work such things very well. The setting up 
of a committee to decide under what circumstances the Con- 
scription Acts should apply to them had been a shining triumph 
of voluntary co-operation. In the present matter the medical 
profession was in a position where they had to negotiate with 
an all-powerful employer who could legislate. That employer 
was negotiating with a body of employees who had declared 
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that under no circumstances would they ever go on strike. 
The profession desired the assurance, and had that day received 
a certain amount of it, but it was undesirable that the Minister 
should deal with the point about procrastination and not with 
the point about breach of faith. The doctors were negotiating 
under different circumstances to those of any other profession. 


Men who held in their hand life and death could not go on ` 


strike, and therefore at the end of the day must fling themselves 
upon the compassion of the Minister. 

Mr. BEvAN said that under the 1946 Act the doctors were 
not in contract with the Crown, but with the regional hospital 
boards and executive councils. The Minister could not be 
indifferent to the demands made upon the Chancellor of the 
Exchequer over so wide a field. He asked Mr. Elliot to 
say whether he thought that in this field there should be 
compulsory arbitration. 

Mr. ELLIOT replied that everyone who had spoken on the 
Opposition side had said “ No,” and he too said “ No.” What 
the Opposition was trying to do was to secure for the benefit 
of the Service something to replace compulsory arbitration, 
which all sides agreed it was not possible to use. The sugges- 
tion of Mr. Bevan that it was desirable to create a special 
section of the Industrial Court concerned with the National 
Health Service was an advance, but he begged him to consider 
that the necessity for a reassurance still remained. 

The clause was then ordered to stand part of the Bill 
without a division. 


Resumption of Practice 


On the motion that Clause 13 (removal from lists of persons 
who do not provide services) stand part of the Bill Mr. LINSTEAD 
asked what assurance a dental practitioner had that if he was 
taken off the lists on.ceasing to provide dental services for 
persons in that area he would be replaced on the lists when he 
resumed the provision of such a service. In the clause it looked 
as though someone who had been disqualified would not have 
the automatic right of returning to the list when he resumed 
practice. 

Mr. Bevan said that if such a practitioner wished to come 
back he could have his name put up—an illustration of the 


' fact that the Minister had got to take him but that he was 


not bound to come. 

Sir Huu Lucas-Toorn asked whether the clause would not 
be used as a means of disqualifying practitioners who wished 
to take only a small share in the public service. 

Mr. BEvAN replied that the executive councils had reported 
that it was confusing when general practitioners who left the 
district entirely or did not practise at all still had their names 
up, and the Ministry had no way of removing these names. 

Mr. LinstTeapD said he understood that what the Minister said 
meant that a man’s name was removed but that he was not 
disqualified. Mr. Bevan indicated assent to this, 
Mr. LinsTEaD said he was satisfied. The clause was ther 
ordered to stand part of the Bill, as were Clauses 14 and 15. 

Mr. BEVAN; proposing a new clause concerned with the 
superannuation of officers of certain hospitals, explained that 
the Ministry had contracts of service with hospitals which 
did not come within the ambit of the National Health Service 
but of which he wished to make use. Such hospitals found 
it difficult to get staff because, people who went outside the 
National Health Service lost their superannuation rights. This 
clause was read a second time and added to the Bill. 

Mr. Bevan then proposed a further new clause concerned 
with superannuation of certain officers of Government depart- 
ments. He said that the Government desired to have the 
utmost mobility within the Government service, so that doctors 
could move freely about in that service, particularly in the 
case of the Colonial service. The peculiar situation was arising 
that because of the success of preventive health services in 
countries like Great Britain many doctors had not as much 
clinical experience as formerly of epidemic diseases. The 
Government desired that they should be able to take part in 
the Colonal medical service and come back to the National 
Health Service carrying, with them their superannuation rights. 
This clause was added to the Bill, and the “ome adjourned 
until July 5. l 


and ` 


L 


London Waiting-lists 


Answering Mr. PLatrs-MILLs on June 23 Mr. Bevan furnished 
these waiting-lists of the London Regional Hospital Boards. 
He added that a very large proportion of the waiting-lists 
consisted of ear, nose, and throat cases, the majority of them 
awaiting tonsillectomy. 
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x i ber- 
Medical | Surgical Da m eee Others | Total 
W. t lita 7,000 1,438 483 |24,457 
NE Mara aIian 6,259 1.058 4,172 21286 
S.E. Metropolitan 10,129 1,128 5,700 |23,293 
S.W. Metropolitan 8,082 l, 098 ‘| 3 066 21 033 
90,069 






Non-paying Patients in Pay-Beds.—Mr., Cotuins asked Mr. Bevan 
on June 23 to draw the attention of Regional Hospital Boards to the 
importance of ensuring that priority in the allocation of private wards 
was given to non-paying patients who were in need of privacy on 


medical grounds. Mr. Bevan said his information was that Boards 
already followed this practice. In 69 hospitals having 847 private 
pay-beds, 342 were at the time of his inquiry occupied by non-paying 
patients on medical grounds. 


Universities and Colleges 








UNIVERSITY OF LONDON 


A Special University Lecture on * Normal and Pathological Physio- 
logy of the Kidney” will be delivered by Donald D. Van Slyke, 
Ph.D., Sc.D. (Rockefeller Institute for Medical Research), at the 
London School of Hygiene and Tropical Medicine, Keppell Street, 
W.C:, on Monday, July 18, at 5.30 p.m. 

~ The degree of Ph.D. in the Faculty of Medicine (Non-clinical) has 
been awarded to S. De, M. A. El Meheiri, S. El D. M. Salama, A. S. 


“Sinha, S. Manheim. 


UNIVERSITY OF WALES 


The following candidates for the degrees of M.B., B.Ch. at the Welsh 
National School of Medicine have satisfied the examiners at the 
examination indicated : 

PATHOLOGY AND BacTerIoLocy.—D. F, Brown, Josephine J. Candy, 
L. M. Charles, D. E. Copas, B. M. Davies, Ilid M. L. Davies, 
*J. M. S. Dixon, J. L. A. Dowse, D. R. T. Evans, D. W. Evans, 
J. Evans, B. M. Frost Smith, B. J. Fudge, S. G. Gang, Nansi G. 
Gwynne, A. J. Hooper, D. T. Jones, Mary E. VY. Jones, J. Magell, 
T.. M. Morgan, W. B. Morgan, E. D. Morris, T. L. Morris, D. 
Phillips-Miles, Dilys Rees, J. W. Rees, D. B. Scourfield, A. P 
Thomas, Margaret E. Thomas, Margaret H, J. Thomas, Anne G 
Tighe, D. S. Wood. 

*With distinction. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council held on June 17 the following 
appointments were made: Part-time Lecturer in Neurology and 
Clinical Teacher: James Carson, M.B., M.R.C.P. (to be held con- 
currently with his part-time Lectureship in Psychology). Part-time 
Clinical Teachers in Medicine: K. J, G. Milne, M.D., D.P.H., 
E. G. G. Rhind, M.B., Ch.B., M.R.C.P. Part-time Clinical Teachers 
in Surgery: J. T. Chesterman, F.R.C.S., F.A.C.S., F. J. P. Gorman, 
F.R.C.S.Ed., M.R.C.O.G., S. Pappworth, M.B., M.Ch.(Orth.). Part- 
time Lecturer in Obstetrics and Gynaecology and Clinical Teacher: 
David H. Lees, F.R.C.S.Ed. Š 


UNIVERSITY OF BRISTOL 
J. s. Baxter, M.A., M.Sc., M.D., F.R.C.S.I., Senior Lecturer in. 
Anatomy, has been. elected Reader in Anatomy in the University, 
from Aug. 1. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Mr. Norman Shenstone, M.D., Hon.F.R.C.S., will deliver the 
Tudor Edwards Lecture at the College (Lincoln's Inn Fields, London, 
W.C.) on Wednesday, July 13, at 5 p.m. His subject is “ The 
Treatment of Bronchiectasis.” 
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INFECTIOUS DISEASES AND VITAL STATISTICS - 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended June 18. [No. 24 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
“sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each Infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative omar Ae (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns tm Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notifiable or 
mo return available. : ' > 


Gd 





1949 
(b) | (c) | (d) | (e) 


| ee | ns | gee 


Di f 1948 (Corresponding Week) 
Isease Se ae, 


(a) (ad | œ) | (c) | @ |e) 
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“Diphtheria 


158) 15} 56 
Deaths 
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Dysentery 


57 5} 29 
Deaths pes 
‘Encephalitis lethargica, 
acute at ice 
Deaths a 








‘Erysipelas 
Deaths 


Infective enteritis on 
diarrhoea under 2 





‘Ophthalmia neonatorum 
Deaths o ee 

Paratyphoid fever 
Deaths AN 





"Pneumonia, influenza! 
Deaths (from influ- 
enza)t . wt 





‘Pneumonia, prima 
Deaths . = 


*Polio-encephalitis, acute 
Deaths a is 


Poliomyelitis, acute 
Deaths§ 





'Puerperal fever... 
‘Deaths af: 


‘Puerperal pyrexi 
Deaths a 


"Relapsing fever 
Deaths 


‘Scarlet fever 930) 73 
Deathst : 
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‘Smallpox 
Deaths 





“Typhoid fever is 8 5 
Deaths : ., 1 1 
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Typhus fever jus 
Deaths aa 


“Whooping-cough -» | 2,253 

‘Deaths wa oe 5 

Deaths (0-1 year ; 2 
~ Infant mortality rate 
(per 1,000 live births) 


‘Deaths (excluding still- |, 
births) ding 


Annual death rate (per 
1,000 persons living) 


‘Live births es a 
Annua! rate per 1,000 
persons living a 


“Stillbirths sa Se 
Rate per 1,000 total 

” births (including 
stillborn) .. a 


111) 101; 100 
2) 1 
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83} 3,086),273) 40| 105 
6 —\| — 1 
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* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. ` 


t Deaths from measles and scaniot fever for England and Wales, London 
«administrative county), will no longer be published. E s 
ł Includes primary form for England and Wales, London (administrative 


co ), and Northern Ireland. 
e number of deaths from poliomyelitis and polio-encephalitis for England 
county), are combined. 


-and Wales, London (administrative 
li Includes puerperal fever for England and Wales, Eire, and Northern Ireland. 
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EPIDEMIOLOGICAL NOTES . 


Paratyphoid Fever in North Durham 


Since the beginning of June eighty-one infections with S. para- 
typhi-B have been recognized in North Durham. All those so 
far tested have been phage- type, 3a. The infections fall- 
into two main .groups. ‘In the Jarrow-Hebburn-Boldon 
área. 74 cases have been investigated. The first case 
occurred on May 25, and the majority, of clinical cases began 
during the following week. The severity of the disease has 
varied considerably. In 10 patients the illness was moderate 
to severe and the condition of three gave rise to anxiety, though 
there have been no deaths. In the remainder the disease has 
been mild or trivial ; and in nearly half there were no symptoms, 


‘the infection being recognized only in the course of examination 
of contacts. Cream cakes appear to have been the cause of 


the primary infections. Two symptomless infected persons have 
been detected in the bakery concerned, though it is not yet 
known whether they are true carriers or recent infections. 
One of these.\a baker who makes the cream cakes, excreted the 
organism in his urine. It appears that the primary source of 
infection ‘has ceased, but further secondary cases are probable, 
since the cakes believed to have been infected had a wide 
distribution. In the Sunderland area seven infections have been 
recognized in five families. No connexion has been established . 
between these families and those infected in the Jarrow-Heb- 


‘burn outbreak, and no vehicle of infection has been discovered. 


Variations in the clinical picture have been similar to` those 
found~in the Jarrow-Hebburn outbreak. There have been no 
deaths. , 

Poliomyelitis in Cornwall 


Twelve cases of poliomyelitis have been notified during the 
last 14 days (up to July 4) in the Redruth-Camborne urban 
district. Eight of these cases were from the village of Illogan, 


_ four in.one family, Only five of the patients have developed 


* 
La 


paralysis, and one child, aged 24, has died. Of the 12 cases 
so'far notified, nine are in the 1-5 age group. 


Quarterly Returns for Scotland v 


The birth rate during the March quarter of. 1949 was 19.0, 
being 0.8 below the rate for the first quarter of 1948. The 
infant mortality rate of 50 per 1,000 registered live births was 
1 below the rate for the corresponding quarter of the pre- 
ceding year and 15 below average of the first quarters .of 
1944-8. The general death rate at 15.1 per 1,000 was 2.0 
more than in the first quarter of 1948 and 0.3 above the average 
of the five preceding March quarters. There were 356 deaths 
attributed to the principal epidemic diseases, the largest totals 
being 280 from influenza, 45 from whooping-cough, 14 from 
cerebrospinal fever, 7 from measles, and 6 from diphtheria. 
The death rate from all forms of tuberculosis was 78 per 
100,000 and from respiratory tuberculosis 70.: The former 
rate is the same as that for the first quarter of 1948, but the 
latter is 4 more than the corresponding figure for 1948. These 
rates were respectively 4 less and 5' more than the average of 
the five preceding: first quarters. 


t 


` Discussion of Table 


In England and Wales there was an increase in the number of 
notifications of whooping-cough 447, acute poliomyelitis 18, 
and paratyphoid fever 14. There were decreases in the inci- 
dence of scarlet fever 160 and measles. 97. 
` The largest increases in the notifications of measles were 
London 107 and Lancashire 98; the largest decreases were 
Derbyshire- 134 and Kent 104. A fall occurred in the inci- 
dence of scarlet fever in all areas except, the south-eastern 
counties, where there was a slight rise; the largest fall was 
46 in Lancashire. i a 2 

‘The chief feature of the returns for diphtheria was an in- 
crease of 6 in London. The largest rises in the incidence of 
whooping-cough were Lancashire 99 and Yorkshire West 
Riding 53. i 9 l , 

A further 28 cases of paratyphoid fever were notified from 
the outbreaks in Durham, referred to above, where 15 cases 


Li e 1 
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were. reported last. week. The largést returns denis the week 
were Jarrow M.B. 13 and Hebburn U.D.7. © 

A small decrease in the incidence of dysentery was recorded ,' 
in every area except Lancashire. The rise there was due 


to the experience of Liverpool C.B., where the cases increased 
. from 8 to 26. ! 


In the rural district of the Isle of Wight 82 cases of food ' 


poisoning were notified. A further 25 cases of food poisoning 
were notified in Northumberland, Hexham U.D.; 25, 4, and 


24 cases have been notified in this town during the past three - 


weeks. . s $ 


~ In Scotland decreases were recorded in the Heineatians of 


méasles 157, whooping-cough 27, and dysentery’ 22 ; an increase 
was reported for scarlet fever 16. The decrease in the incidence 
of dysentery was due to the city of Glasgow, where the cases 
notified fell from 34 to 18. 

In Eire increases occurred in the notifications of measles 42, 
whooping-cough 24, scarlet fever 11, and diarrhoea and enteritis 
23. The largest of the fresh outbreaks of measles was at. 
Kerry, Listowel R.D. 49. In Dublin C.B. notifications of 
measles were 36 fewer than in the preceding week, but an 
increase was recorded for other infectious diseases in this city. 

In Northern Ireland increases were reported in the notifica- 
tions of whooping-cough 20, scarlet fever.9, and diphtheria 7, 


with a.decrease of 27 in the incidence of measles. 


N 


i . Week Ending June 25. 


Notifications of infectjous diseases in England and Wales, 


during the week included : scarlet fever 1,137, whooping-cough 
2,181, diphtheria 73, measles 6,863, acute pneumonia 334, cere- 


brospinal fever 26, acute a as 48, dysentery 66, , para- 


typhoid 31, and typhoid 8 





La 


5 r 


The Services 





Major-General K. A. M. Tomorr. CB, O.B.E., 
has been appointed Honorary Physician’ to the King in -succession 
to Major-General W. Foot, C.B., M.C., who has retired. 


$ 


DEATHS IN THE SERVICES * 


Colonel ALFRED ROSENBLOOM, late I.M.S., died on June 1 at the | 


age of 47. \A native of Edinburgh, he graduated M.B., Ch.B. there in 
1923 and took the Liverpool D.T.M. in 1929. In 1925 he joined the 


Indian. Medical Service, and he retired ‘in 1947 with the honorary rank - 


of colonel. He leaves a widow and two young children. 


Lieut.-Colonel E. J. Curran writes: His’ many friends in the _ 


Services will learn with much regret of the recent death of “Rosie ” 
‘or ‘ Blossom,” as he was known to many of us\ A cheerful kind- 
hearted man who loved his work, he was popular alike with colleagues 
and patients and was always prepared to give af his best. We have 
Jost a ‘good comrade and Teliable colieague. 


Surgeon Rear Admiral WILLIAM WALLACE Kerr, who was formerly ; 


in charge of the Royal Naval Hospital at Haslar, died on June‘ 12 
at the age of 72. A student at Glasgow University, he graduated 
M.B., Ch.B. in 1898. During the early part of the 1914-18 war he 


was medical officer of the minelayer Iphigenia. He served at Jutland’ 


in the Warspite, and from December, 1916, he was senior medical 
officer of the hospital ships Rewa and China. He was made a C.M.G. 
in 1918 and was a Chevalier of the Legion of Honour, After the war 
Keir was squadron medical officer of the First Battle Squadron and 


the Battle Cruiser Squadron, and was later in charge of the hospital 


ship Maine. After service in China in charge of the’ Hong Kong 


- Naval Hospital, he was transferred in 1932 to the Royal Naval 


‘be the lowest reported for any nation. 


Hospital at Haslar, where he succeeded Surgeon Rear-Admiral H. C. 
Whiteside. In 1934 he was appointed: honorary surgeon to the King, 
and he retired in 1935. 


\ 


The National ‘Office of Vital Statistics in the U.S.A. has 
recently reported that the maternal mortality rate for the United 
States in 1947 was 1.3 per 1,000 live births. This is said to 
The State with the 
lowest rate (0.6 per 1,000 live births) was Minnesota. 
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Nuffield Professor of Orthopaedic Surgery 
Dr. Joseph Trueta has been appointed Nuffield Professor 


- of Orthopaedic Surgéry in the University of Oxford. 


Dr. Trueta, who is 51 years old, was born‘in Barcelona’ and ` 
graduated at the University of Barcelona in 1921, proceeding M.D. 
‚the following year. In 1933-he was appointed assistant professor of 
' surgical pathology in the University, and in 1935 succeeded Professor 
E. Ribas-Ribas as Chief Surgeon to the Hospital de la Santa Creu i 
Sant Pau, Barcelona, bearing the title of Professor of Surgery. 
During the Spanish Civil War he gained wide experience there in the 
treatment of casualties, and developed the closed-plaster technique 
of treating compound fractures. He came to Britain in 1939,” and 
since then has been working at. the Wingfield-Morris Orthopaedic 
Hospital at Oxford and hospitals associated with it. In 1940 he was 
appointed to the staff of the Wingfield-Morris Hospital in the 
capacity of adviser to the Ministry of Health, and from 1942 to 1944 
he was in charge of the accident service at ‘the Radcliffe Infirmary, 
Oxford. Oxford University made him an additional Member of the 
Faculty of Medicine in 1949. Among his earliest papers on war 


_surgery published in-this country was ‘‘ War Fractures Treated by the 


Closed Method,” which appeared in the British Medical Journal of 
Dec. 2, 1939 (p. 1073). More recently he has studied the renal 
circulation, and in particular the vascular short-circuiting mechanism 
and its relation to cortical ischaemia. This work was recorded in a 
monograph, Studies of the Renal Circulation, by ‘himself and his 
colleagues published in 1947. 


Guy’s Hospital Honours Lord Nuffield 


Lord and Lady Nuffield were present at Guy’s Hospital on 
June 29, when Lord. Goschen unveiled a statue of Lord Nuffield 
by Mr. Maurice Lambert. This was the outcome of a resolu- 
tion by the Court of Governors in 1944 to mark “their pro- 
found appreciation ‘of his manifold benefactions to the hos- 
pital, of his inestimable services as its treasurer, and of his 
never-failing iriterest in the progress of medicine.” The“cost- 
of the statue was met by subscriptions limited to the governors 
The 
intention is that the statue will stand in the new hospital, but 
in the meantime it has been placed in the west quadrangle. The 
ceremony was performed in the presence. of'many distinguished 
visitors and: of large numbers of nurses, students, patients, 
and their friends. In his speech Lord Goschen thanked 
Lord Nuffield for his many benefactions to Guy’s, among them 
his gift.of £250, 000 for rebuilding, and for his services to medi- 
In reply Lord Nuffield said that in his travels he had 
found that Guy’s Hospital was renowned throughout the world. 


'R.A.M.C. Book of Remembrance 


` The Book of Remembrance, which records the names of 437 
officers and 2,026 other ranks of the Royal Army Medical Corps 
killed in the second world war, was dedicated by the Dean of 
Westminster’ at Westminster Abbey on June 27. The ceremony, 
which’ took place after ` evensong, was held beneath the 
R.A.M.C. window which was unveiled in 1922. Among those 
present were Lieutenant-General Neil Cantlie, Director-General 
Army Medical ‘Services, - and officers and other ranks of the 
R.A.M.C, 


Recognition for Bravery 


The London Gazette has announced. the appointment as 
M.B.E. (Civil Division) of Dr. W. J. L. Sladen, Medical Officer, 


' Falkland Islands Dependencies Survey, for courage and forti- 
. tude in hazardous circumstances when isolated in Graham 


Island. 


” 


/ i i 
Bilharzia Film , : j 

Two films about bilharzia were shown at the London School ` 
of Hygiene on June 30. Professor G. Macdonald introduced 
Mr. K. M. Goodenougb, the High Commissioner for S. 
Rhodesia, who explained that the films had been prepared by the 


Health and Públic Relations Departments of the Government 


` 
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of S. Rhodesia. The first film, “The African Schistoso- 
miases,” was intended for the instruction of doctors and health 
workers, while the second film, “ Still Waters,” was for public 
education. In both films emphasis is placed on the prevention 
of infection, “The African Schistosomiases” runs for about 
fifty minutes and gives a full account-of the life cycle of the 
parasites, the pathology of -the disease, methods of laboratory 
investigation, treatment, and prevention. “Still Waters” is a 
shorter film, “illustrating in a convincing way, with the help 
of actors, the dangers of carelessness and the precautions which 


should be taken to avoid infection. -~ 


British Doctors Honoured in New York 

At the banquet of the Seventh International Congress on 
Rheumatic Diseases held at the Waldorf-Astoria in New York 
recently, the following were presented with Diplo!nas of 
Honorary Membership of the American Rheumatism Associa- 
tion: Dr. C. W. Buckley, Dr. J. B. Burt, Dr. D. H. Collins, Dr. 
W. S. C. Copeman, Professor L. S. P. Davidson, Dr. J. A. 
Glover, Lord Horder, Dr. G. D. Kersley, and Dr. W. Tegner. 


Wills l 
Dr. Louisa Hamilton, who was senior: physician to the 
Elizabeth Garrett Anderson Hospital, left £21,169. Dr. Hugh 


Mundle Wilson, of’ Linton, Cambs, left £10,500; Dr. William 


John Young, of Kempston, Beds, £7,137; Dr. Matthew 
McLintock Bainbridge, of Birmingham, £2,283. 


COMING EVENTS 


Maternal and Child Health in India 

_ A lecture on this subject will be given by the Hon. Rajkumari 
Amrit Kaur, Minister of Health to the Government of India, 
at the Royal Collegé. of Obstetricians and Gynaecologists, 
58, Queen Anne Street, London, W.1, on Monday, July 11, at 
5 p.m. Admission is by ticket only; these can be, obtained 
from the secretary. 


Netherne Psychiatric Hospital 

An exhibition of paintings by patients of Netherne Psychiatric 
Hospital, Coulsdon, “Surrey, will be formally opened by ,the 
Countess of Limerick at 1, Grosvenor Crescent, Hyde Park 
Corner, London, S.W., on Monday, July 11, at 12 noon. The 
exhibition will remain open until July 16, from 10.30 a.m. to 
4.30 ‘p.m. daily (Saturday, 10.30 a.m.,to 12 noon). A lecture 
will be given each day at 3 p.m. ` 


- 


Osler Club 


a i y 
_A dinner will be held by the Osler Club at the Royal. 


College of Surgeons on July 12 at 7.15: pm. for 7.30. 
Mr. Gilbert Frankau. will deliver the Oslerian Oration on “ Are 
We Over-doctored ?—A Centennial Reflection.” 

l r 


International Congress of Otolaryngology 


The fourth International Congress of Otolaryngology will 
be held at King’s:College, Strand, London, W.C., from July 18 
to 23, and will be opened by the Duchess of Kent on Monday, 
July 18,/at 11 a.m. Sa 
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SOCIETIES AND LECTURES 


Monday 


LONDON UNIVERSITY: INSTITUTE OF CHILD HEALTH.—At Hospital for 
Sick Children, Great Ormond Street, London. W.C., July 11, 
5.p.m., “ The Artificial Kidney,” Alexander Simpson-Smith Lecture 
by Professor Gordon Murray, Associate Professor of Surgery in 
the University of Toronto. 

bt - Tuesday 


INSTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street, 
London, W.C., July 12, (1) 11 a.m., “ Urethritis due to Protozoa, 
Metazoa, and Fungi,” by Dr. A. H. Harkness; (2) 5. p.m.,, 
“ Hydatid Disease and Bilharzia of the Urinary Tract,” by Mr. R. 

Ogier Ward. - l 

RoYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.— 
July 12, 5 p.m., “ The Role of the Aged in Modern Society,” F. E. 
Williams Lecture by Dr. J: H. Sheldon, F.R.C.P. : 

SOCIETY FOR THE STUDY OF ÅDDICTION.—At Medical Society of 

_ London, 11, Chandos Street, W., July 12, 4 p.m., “ The Alcohol 
Problem in Switzerland,” by Dr. Henri Revilliod (Geneva). 
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Wetinesday k 


INSTITUTE OF URrOŁLOGY.—At St. Paul’s Hospital, Endell Street, 

. London, W.C., July 13, (1) 11 a.m., “ Traumatic Urethritis,” by 
Dr. A. H. Harkness; (2) 5 p.m., “ Stricture of the Urethra,” by Mr. 
J. E. Semple. ; 

RoyaL COLLEGE OF SURGEONS OF. ENGLAND, Lincoln’s Inn Fields,. 
London, W.C.—July 13, 5 p.m., “ The Treatment of Bronchi- 
ectasis,’ Tudor Edwards Lecture by Mr. Norman Shenstone, 
‘M.D., Hon.F.R.C.S. 

Roya SANITARY INSTITUTE.—At 90, Buckingham Palace Road, 
London, S.W., July 13, 2.30 p.m., Discussion: “ Health Centres,” 
to be on by Dr. J. A. Scott, W. J. Durnford, F.R.I.B.A., and 
Dr. A. Talbot Rogers. tg 

Thursday 


INSTITUTE OF UroLocy.—At St. Pauls Hospital, Endell Street, 
London, W.C., July 14, (1) li,a.m.,. “ Ureteritis Due to Local 
Diseases of the Penis,’ by Dr. A. H Harkness; (2) 5 p.m, 
“ Gonococcal Urethritis,” by Dr. W. N. Mascall. 

ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS,—At Royal 
Society of Medicine, 1, Wimpole Street, London, W. July 14, 
5 p.m., “Caudal Anaesthesia,” oy Professor R. A. Hingson (Johns 
Hopkins Hospital, Baltimore). Admission by ticket only. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn ‘Fields, 
London, W.C.—July 14, 5 p.m., “ Adventures in Metabolism,” 
Bernhard Baron“Lecture by Professor John Beattie, M.D. 


Friday 


RoyAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn Fields, 
London, W.C.—July 15, Part I, 3.45 p.m., “ Odontogenic Tumours 
of the Jaws,” Part II, 5 p.m., “ Osteogenic Tumours of the Jaws,” 
Charles Tomes Lecture by Professor Kurt Thoma (President, 
American Academy of Oral Pathology). : 

ROYAL SANITARY INsTITUTE.—July 15, 10.15 a.m., Visits to Messrs. - 
Boots Pure Drug Co.’s Works at Beeston and to sewage disposal 
works ‘and farm at Stoke Bardolph; 2.15 p.m., At the Guildhall, 
Nottingham, “ Atmospheric Pollution—the Present Position and 
Outlook for the Future,” by Alfred Wade; _“ Sewage Disposal in 

‘Nottingham—Some Recent Developments,” by Hugh Lawson, B.Sc. 


/ 
APPOINTMENTS 


NewnuaM, C. T., M.R.C.S., L.R.C.P., D.O.M.S., Medical Officer, Western 
Region, British Railways. 7 

ST. ANDREW’S HosrmaL, Bow, LONDON, E.—-Senlor Resident Physician, R» 
King Brown, M.D., M.R.C.P. Assistant. Specialist, Obstetrician and Gynaeco= 
logist, S. Lask, M.D., M.R.C.O.G. 


West, R., M.R.C.S., L.R.C.P., D.P.H.; Medical Officer to the National Dock 
Labour Board’s Medical Scheme for the Humber Ports. 








~ 


BIRTHS, MARRIAGES, AND DEATHS 
‘ BIRTHS : 


y R 

Byrne.—On June 17, 1949, to Ruth (née, Marle), wife of John W. Byrne, 
M.B., B.Ch., B.A.O., of The Barn, Rush Hill, Bath, a brother for Simon— 
„Jeffrey Patrıck. ` ; 

Fiddian.—On June 26, 1949, at Warwick Hospital, to Audrey (née Maslin), 
wife of Dr. M. P. Fiddian, a son—Colin Paull, 

Majury.—On June 16, 1949, at Johnstone House, Belfast, to Margaret (née 
Huss, S.R.N.), wife of Dr. Arthur S. Majury, a daughter. 

Neve.—On June 25, 1949, at Guy’s Hospital, to Elizabeth (née Hunt), wife 
of Richard Neve, M.B., B.S., a sister for Michèle. 

Playfair.—On June 27, 1949, at Cambridge, to Margaretta (née Blakeston), 
wife of Dr. A, S. Playfair, a brother for David and Rodney—Quentin. 

Smith.—On April 30, 1949, in Singapore, to Thorven, wife of Mr. T. E. Smith, 


a- daughter. 
MARRIAGES 


Shield—Wood.—On June 3, 1949, at St. John’s Presbyterian Church, Kensing- 
ton, London, James Boyd Shield, M.B., F.R.C.S.Ed., Southampton, to 
Margaret Hay Wood, Aberdeen. 

Zctzel—Guttmann.—On June 26, 1949, in London, Dr. Louis Zetzel, of Boston, 
Mass., U.S.A., to Elizabeth Guttmann (Dr. Elizabeth Rosenberg), widow of 
Dr, Eric Guttmann. i £ 

DEATHS ° 


Lane.—On June ,20, 1949, at Chevers Lodge, Ballybunion, Co. Kerry, Daniel 
Thomas Laney M.D., Lieutenant-Colonel I.M.S., retired. 

McAfee.—On June 13, 1949, at West Kirby, Duncan John McAfee, M.C., 
M.B; Ch.B., aged 63. 

Maurice.—On June 19, 
Kindersley Maurice, 
R.A.M.C., aged 62, 


McCarter.—On June 8, at the Royal Portsmouth Hospital, William Harold 
Raphael McCarter, M.B., B.Ch., of East Cottage, Hurstpierpoint, Sussex, 
late of Burgess Hill. , 

Multings.—On June 12, 1949, William Thomas Mullings, M.D., of 27, Com- 
payne Gardens, London, N.W., formerly of 84, Belgrave Road, London, 
S.W., and Dunsfold, Godalming. . i 

Mee on Jane 19, 1949, at Bridge of Earn ‘Hospital, Archibald C. Murray, 

.B., Ch.B. -3 


1949, at 


Manton Weir, 
D.S.O., 


Marlborough, Godfrey 
M.C.. M.R.C.S,, 


L.R.C.P., Colonel late 


` O’Maltéy.—On June, 22, 1949; at Wharfedale, Cantelupe Road, Bexhill-on-Sea, 


John Francis O’Malley, M.Ch., F.R.C.S., aged 80. 


Purves-Stewart.—On June'14, 1949, at 45, Edwardes Square, London, W., Sir 
ee Morison Purves-Stewart, K.C.M.G., C.B., M.D., F.R.C.P., 
ag i 


Thwaites.—On June 10, 1949, at Old Acres, Ashtead, Surrey, Cyril “Evered 
Thwaites, M.R.C.S., L.R.C.P., aged 74, ee 
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_ Any Questions ? 








Correspondents should give their names and addresses (not for 

publication) and include all relevant details in their questions, 

which should be typed. We publish' here a selection of those’ 

questions and answers which seem to be of general interest. 
f 


~ 


Hypertension and Functional Menorrhagia 


Q.—Is there any relationship. between -hypertension and the 
functional menorrhagia of the menopause? Could you please 
quote references ? j G “Fe S 

x 


A.—There is no work on record which’ establishes the 


existence of such a relationship or which goes to show that. 


hypertension alone ever causes any form of uterine haemor- 
rhage. The, idea was popular in the early part of this century, 
and throughout the literature of that time are phrases such as: 
“The significance of ‘functional hypertension as a factor in 
uterine haemorrhage is obvious ” (C. Culbertson, Surg. Gynec. 


Obstet., 1916, 23, 667). Statements of this kind, however, are ` 


not supported by evidence. Although this view has gradually 
lost popularity and is now-rarely mentioned in textbooks, it is 
difficult to find any reference to investigations which prove 
that hypertension does not cause uterine bleeding. Neverthe- 


less, in most cases of “functional uterine bleeding ” another . 


cause can be demonstrated: a significant association between 
bleeding and hypertension is not noticeable in everyday prac- 
tice, and uterine bleeding does not occur at the age when’ the 
blood pressure reaches the highest levels’ therefore, after the 
menopause. ğ i 

It might be argued that uterine haemorrhàge may result if 
the hypertension is associated with arteriosclerosis affecting the 
uterine vessels. _This again is an old view which was the basis 
of numerous articles earlier this century. Many of these were 
reviewed by E. Novak in Menstruation and Its Disorders 
(Gynaecological and Obstetrical Monographs) in 1921, and he 
concluded then that “no evidence has as yet been presented. 
which, to my mind, justified us in ascribing more than an 
occasional role to this cause.” Nor has such evidence been 
produced since that time. } 


` Adrenaline and. Blood Pressure 


"t 


Q.—Does the blood pressure rise or fall following the use 
of compound adrenaline injections, tablets, or inhalations for 
asthma? One preparation is advertised as causing a slow rise 
in blood pressure, whereas another is said to'cause a rise rarely 
and a fall ordinarily. What is the effect of. the isopropyl-nor- 
adrenaline compound ? ; . 


A.— Adrenaline when infused intravenously causes some rise 
of systolic pressure and some fall of diastolic pressure, as‘shown 
recently by Barcroft and’ Konzett (Lancet, 1949, 1, 148). When 
injected subcutaneously -adrenaline has little effect on the blood 
pressure, and what effect there may be is similar to that of 
intravenous infusion. Given as.a tablet by mouth, or when 
inhaled as a spray, adrenaline has no effect on the blood pres- 
sure as a rule. Isopropyl-nor-adrenaline causes a fall of blood 
pressure even when injected intravenously. : 


Estimating Basal Métabolic Rate 
‘ Q.—Is Read’s formula for estimating the basal metabolic 
rate reasonably accurate? Are there any other methods' of 


estimating the B.M.R. without cumbersome and expensive 
apparatus ? mo Mai 


A.—For many years attempts have been made to find a 
mathematical correlation between pulse pressure:and pulse fre- 
quency on the one hand and basal metabolism on the other. 
‘The earliest formula devised was that of -Read (J. Amer. med. 
Ass., 1922, 78, 1887). He claimed that if PR is the pulse fre- 
quency in beats per minute and PP the pulse pressure in milli- 
metres of mercury, the expression 0.683 (PR+0.9 PP)—71.5 pro- 
vided a figure which was within 20% of the basal metabolic rate 


_ followed by 


(B.M.R)) in 91% of cases and within 10% in 60% of cases. Two 


_ years later he modified his formula to 0.75 (PR+0.74 PP)—72, 
_ and claimed: that the result of this estimation was within 10% 


of the correct value in over 50% of cases (Arch. intern. Med., 
1924, 34, 553). Read’s data were subjected to statistical analysis 
by Gale and Gale (Lancet, 1931, 1, 1287), who tested six different 
formulae and concluded that PR+PP—111 gave the best corre- 


‘lation, with an error not exceeding 20% in 74% of cases. From 


a study of his own records, Jenkins. (Arch. intern. Med., 1932, 
49, 189) suggested that, for males, 0.534 PR-+0.436 PP —62.55 
and, for females, 0.75 PR+0.57 PP—72 gave the best fit, with 
a probable error of 9.9% when the Aub-DuBois standards of 
basal metabolism were used. Bene (Lancet, 1949, 1, 147) has 
raised the subject again by claiming that'a more reliable guide 
is given by his “ RP-Index.” To obtain this the pulse and 
respiratory frequencies per minute are multiplied ; the normal 
range is 1,100-1,500, with a mean of 1,296. The observed 

RP-Index, when stated as a percentage of the mean' normal, 
lies within 10% of the B.M.R. in about 60% of cases. 

' These observations prove that there is’an Imperfect correla- 
tion between the B.M.R. and the pulse frequency and pressure. 
The figures given by the various formulae may give numerical 
expression to the degree of thyrotoxicosis in a rough fashion, 
but they are no substitute for careful and accurate estimation : 
of the basal metabolism. In practice the B.M.R. estimation is. 
useful in two situations: first, to confirm the diagnosis when 
some doubt exists ; and, secondly, as a guide to.progress. The 
formulae do not give a sufficiently exact correlation for diag- 


„nostic purposes and the patient’s progress can usually be 


assessed by changes in his clinica] State, pulse frequency, and! 
weight. Thus Read’s formulae and ‘their successors never pro- 
vide information to which much ‘Importance can be attached 
and if it seems desirable to know the patient’s B.M.R. it must 
be estimated in the usual fashion. ` eT oa 


z 


Whooping-cough Vaccine 


Q.—Is it necessary to give booster doses of pertussis vaccine ? 
If so, at what intervals, and in what doses? 


A.—If it is assumed that prophylactic vaccination is effective 
against whooping-cough> the primary course should be given as 
early as possible in infaticy, since 10 to 20% of children are 
affected in the first year of life and more than half the deaths 
occur at this time. Little is known about the value of a‘ booster 
dose or when it should best: be given. Kendrick and his. 


‘colleagues (Amer. J: Dis. Child., 1946, 72, 383) found that the 


defence mechanism, as tested by the opsonocytophagic reaction, 
was similar in groups of kindergarten children who had their 
primary vaccine one, two, three, or four years previously, and 
the antibody response to a further injection was the same in 
all four groups. The pertussis attack rate during the first two 
years’ attendance at school was 0.7% among 408 immunized 
children who received a booster dose, 1.2% among 418 immu- 
nized children who did not receive a booster dose, and 6.4% 
among 829 children not previously vaccinated. A booster dose ~ 
of; say, 1.0 ml. of vaccine would therefore seem ‘to have some 
value and should be given two or three years after the primary 
course, or when the child: goes to school. 


- > ~ Vitamin’ B, in Diabetes _ 

Q.—T he carbohydrate tolerance of a male patient suffering 
from diabetes mellitus has improved since 10 mg. of vitamin B, 
were added to the morning and evening injections of PMsulin. 
How does vitamin B, act on the carbohydrate metabolism in 


a normal person and in a person ` suffering from diabetes 
mellitus ? 


A.—This experiment has been tried by others without being, 
any reduction in’ the dose of insulin required. 
Experiences of this kind, which others have failed to confirm, 
have been reported with so many differerit substances that it 
is important to consider the reasons for the discrepancies. There 
are two, and possibly more, explanations: (1) The patient’s 
health was improving at the time of the experiment, and this 
is responsible for the change in the dose of insulin and not the: 
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_’ Mew treatment. (2) The patient has been much more careful 


7 
4 


over the carbohydrate ration as a result of,the new treatment,, 
and consequently requires less insulin. =~  ” ; 


d., 


à Travel in Italy . 


Q.— What instructions should be given to a would-be 
traveller to Italy and Sicily this August, with special refer- 
ence to (a) drinking tap-water, (b) inoculations, and (c) the 


1 


. possibility of contracting ‘malaria ? 


A.—(a) Except'in the largest towns the drinking of tap-water 
should be avoided unless it has been boiled previously. (b) It 
would be as well to be inoculated against typhoid and’ para- 
typhoid. (c) If the traveller is staying, only in the larger towns 


there is little or no risk:of his becoming infected with malaria. . 


If he proposes to stayin small. towns or, villages or to be in the 
country in the evenings he should take proguanil 0.1 g. daily 
during the time that he remains in the country. 
Anaesthetics for Domiciliary Midwifery r 
Q.—In obstetrics in general practice open ether has the dis- 
advantage of inflammability. To what extent is this a danger— 
eg, with open, fires, paraffin lamps, etc.? If this is a real 
contraindication, what’ is the most satisfactory alternative 
anaesthetic ca sg ara obstetrics ? 


A:—The danger of using drdp-ether in proximity to an open 
fire is that ‘of, burning rather than that of explosion of the ether 
vapour. Although it is generally stated in the textbooks that a” 
mixture of ether vapour and air is. explosive, experts in this 
field are doubtful whether this is so in ordinary clinical prac- 
tice. The danger of fire, however, is very real, and is doubly 
dangeroŭs` because. the ether vapour burns with an almost 
invisible flame which may travel some distance without any’ 
warning and so set fire to distant inflammable objects. The 
alternative to ether in’ domiciliary midwifery is either chloro- 


f ‘<form or trilene. In view of our pharmacological knowledge of 


these drugs, trilene seems to be the safer. Adequate analgesia 
with trilene is easily provided by means of one of the many 
types of apparatus ‘on the market for the purpose. ..In one of 
these (i.e., the Cyprane inhaler) the concentration of trilene 


inhaled by the patient can be increased, should the anaesthetist gop 
desire it, and thus general anaesthesia may be induced. An 


alternative arrangement is to use any gas-oxygen apparatus-and 


‘to put the trilene in the ether bottle which is usually to be 


+ 


found on such an apparatus. The strength of trilene vapour 
deliyėrėd from the Freedman inhaler is unlikely, (except ‘in 


- patients with very low -resistance).to produce general. anaesthesia. 


` 


+ 


` 


“hold his bat adequately, his right. thumb is exposed to fre- 


wW 


` z 


' r ; 
; ` | Protecting a Stiff Thumb 

lQ.—A patient, has had an‘ injury: which has resulted .in 
ankylosis of the interphalangeal joint of his right thumb. He 


is a very keen cricketer, and finds now.that, although he can 


quent. injury -while batting. He has asked me ‘whether any 


- metal “protectors for fingers, which ‘have suffered injury are 


available,:and I could not tell him. Can‘anything more be 
done for him? , i i i ʻo i 


A.—This iş a problem which can probably best be solved 


re ‘by consultation between the patient and a skilled surgical appli- 


Fu 


` 


ance makér. Almost certainly’ some suitable protective cover- 


. ‘ing for the thumb could be devised. It is possible that a, thumb- 
' stall 6f‘relatively soft leather, with steel reinforcement sewn into 


? 


cn 


` 
“ 


» 


it along the dorsum.and over the tip of the thumb, would be 
adeguate.. | a 
; _ Loss of Eyebrows, 7 

Q.—What are the causes of loss of hair from the eyebrows? 
‘Is there any effective treatment? A. male patient aged 29 has 
liad patchy ‘loss of hair from both eyebrows for the last two 
‘months. The patches: are absolutely smooth and no broken 
hair can be seen; the skin in these areas.is otherwise normal. 
There is no itching or soreness. ` i ro oh t 


A.—This case is almost certainly one of alopecia areata, but l 


` the location of the changes makes it important to exclude local 


factors: or. irritation, such. as infection in adjacent sinuses or 
teeth or errors of refraction. It is more. probable that the 


- , í , , \ 
a Vas. 


'. tests gave negative results. 
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affection is merely a reaction in a sensitive patient to some 
“constitutional disturbance following minor infection, or meta- 
bolic or emotional disturbance. In that event the assessment 
of the patient in relation to his environment may 'be important, 
and the prognosis will be influenced by the patient’s past history 
and family history in relation to alopecia, dermatological 
affections, and mental health. 

It must be remembered that the great majority of cases of. 
alopecia areata are transient and of little significance and 


recover spontaneously. General treatment is important, and 


a holiday in new surroundings would probably bé beneficial. 
‘Local measures are not indicated except perhaps to obscure 
the bald areas by means of an eyebrow pencil. s 


NOTES: AND COMMENTS na 

Urticarial Reaction to Penicilin.—Lieutenant-Colonel H. S. 
ANDERSON, R.A.M.C. (ret.); writes: With reference to the question 
and answer under this heading (“ Any Questions ? ” June 4, p. 1016) 
the questioner may be interested in a personal experience, In March, 
1948, I was given four injections of penicillin; the fourth one was 
given at: my request. Nineteen days later urticaria appeared, was 
personally treated, and remained troublesome for about five weeks. 


| In September, 1948, I received three injections of penicillin. Urticaria 


occurred on the ‘thirteenth day, accompanied by strangury and~ 
haematuria. I: was given an antihistamine drug by mouth for four 
days, but improvement was noticeable within 24 hours, and urine 
returned to normal rapidly. ` 2 


4 z \ 
Treatment of Asthma.—Major Ernest’ Soysa (Colombo) writes: 
The association of asthma and leucocytosis in the case mentioned 
in “ Any Questions ? ” (April 23, p. 736) raises the interesting possi- 
bility of an eosinophilic reaction; even though this patient’s previous . 
allergic history may not be typical of the eosinophilic ‘respiratory 
syndrome common in the Tropics. I have recently seen two similar 
cases. Both patients were Englishmen in whom leucocytosis had 
been detected a short time’ previously in London, neither having - 
derived any lasting benefit from various asthma treatments. I had 
their differential'counts done: one had 15,000 leucocytes per c.mm. 
with 48% eosinophils, and the other had 17,900 leucocytes with 50% 
eosinophils. Examination of the sputum of one patient, by a special 
technique? revealed tyroglyphid mites. Oral. medication with penta- 
, valent arsenic (carbarsone 1 tablet b.d. for five days, repeated after 
interval of two days) produced the typical dramatic cure in: both 
patients,-who showed the Herxheimer reaction reported previously in 
the Journal: A recent review’ of a series of asthmatic cases (in 
' Ceylon) with eosinophilia ranging from 1,000 to 50,000 cells per 
cmm. disclosed occupational and environmental risks of inhaling 
airborne mites in 80% of the cases. Detection of mites in 62% of 
the ‘sputum examinations undertaken was suggestive of pulmonary 
acariasis and confirmed the original findings? that led to this line of 
inquiry. Three series of control cases subjected to identical sputum 
Pathognomonic appearances of the 
eosinophilic respiratory syndrome were observed in -50% of the 


. pulmonary radiographs studied. , The strikingly effective therapeutic 


-action of organic arsenicals was constant. A few..workers in other 

` lands have confirmed observations made in Ceylon on the association 
of this eosinophilic respiratory syndrome with pulmonary acariasis. 
Further studies of the aetioldgy and pathology are necessary, and 
will doubtless be forthcoming, in view of the world-wide interest that 
appears to have been created in this remarkable malady. | 
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THE ‘ASSOCIATION OF CERTAIN OVARIAN CELLS WITH 
ENDOMETRIAL CANCER” "n 


BURJOR DASTUR, 


BY. : 
WILFRED SHAW, M.D., E.R.CS., FRCOG. 
aa : 


M.D.Bombay, MR. C.0.G. 


( From the Williamson. Laboratory of the Medical College, from the G ynaecological Department, 
St. Bartholomew's Hospital, London, and from St. Andrew's Hospital, Dollis Hill) 


-Much attention has been paid in recent years to a possible 
“relation between ovarian function and’ the development of 
adenocarcinoma of the endometrium. Marital status and 
previous pregnancies have been studied by Healy and 
‘Brown (1939), and delayed menopause followed by the 


_ development of endometrial carcinoma by Crossen and 


‘Hobbs (1935), Randall (1945), Masson and Gregg (1940), 
-and Taylor and Millen (1938). A great deal has been 
` written on a possible connexion between endometrial hyper- 


plasia and the development of carcinoma (Novak and Yui,. 


1936: Jones and Brewer, 1941 ; Howard Taylor, 1932). The 
high incidence of corpus. carcinoma with granulosa- and 
theca-cell tumours has been studied by Schröder (1922), 


Dockerty (1940), Hodgson, Dockerty, and Mussen (1945), . 


Banner and Dockerty (1945), and Hertig (1945). Recently 
a paper by Woll, Hertig, Van S. Smith, and Johnson (1948) 
has drawn attention to the presence of cortical granulomata 
and thecomatosis in association with adenocarcinoma of 
‘the endometrium. 


Case 1 


| On Yine 5 1947, a married woman aged 81, with three 
children, “was operated upon. A large combined Brenner 
tumour. "and pseudomucinous cystadenoma of the left ovary, 
together with a small cystic right ovary and the uterus, were 
removed (W.S). An early adenocarcinoma of the ca 
metrium was found in the uterus. The large tumour was. 

typical combined Brenner tumour: and. pseudomucinous bay 
adenoma. The case was examined with some care histologically, 
because it-was hoped to investigate the cause of uterine. bleed- 
ing with Brenner tumours. In the right ovary was a small 


Brenner: tumour together with a cystoma, but the mesovarium 


‘contained unusual cells. The cells were localized to the part 
fhe ‘mesovarium immediately: adjacent to the cortex of the 
, approximately at the level of the white line. The cells 
arge and polyhedra and the protoplasm stained deeply 
. The nuclei w : and. spherical (Fig. 1) and 
ë isi were superficially- milar to the ‘paralutein cells of a 
matüre corpus luteum. T A 

oo The. appearance of the cells s suggested t that nad were. in a 
e: of activity, : 





















ee ovarii alto showed some activity. 
so there was no question that the 
licles. Moreover, the location of 
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hilum at the level of the white line. aA 


the myohyperplasia fou 


tumours. 


the cells was quite different from that of Graafian follicles. 
At the time it was believed that the cells were probably oestro- 
genic, and it was | dhowght that mey might be responsible for 











Fic. 1.—Cetls under high gnagnifficacion’ (Case 1). Alhi oh ai 
polyhedral, their shape varies. In the prer. part: oft hotogr 
ihe cells seem to be fused . together. fhe charac 
nuclei of the cells can hé seen: “These: cells w 





post-menopausal. 


On Sept. 24, 1947, a a aalipar rous ‘Martied woman aged 40, =e 
was operated upon. (W -metros 
pathia- haemorrhagica. 
followed ‘by continu bieeding “The uterus was fo 
be slightly enlarged, and the right ovary was palpa 

twice the normal’ size. A subtotal hysterector 
salpingo-oophi rectomy were performed. Ato 
ovary was found to be symmetrically ptd an 


















Fic, 2.—Cell clusters, Case 2.. The large deeply staining cells 
which surround the blood vessel:in the middle of the photomuicro- 
graph are the cells which we describe. The cells seem to be spread- 
ing out from the wall of the blood vessel. The light area represents 
the medulla of the ovary, while, to the left and above, the deeply 

staining cells form part of the cortex. The ceils shown to the left 
. are better differentiated than those which surround the vessel in 


the centre. sa 








tain a cyst. The endometrium was not polypoidal and was 
only slightly irregular to the naked eye. The specimen was 
examined histologically, when a very early adenocarcinoma of 
the endometrium was found. The tumour was only a few 
millimetres in diameter. 


Comment on Cases 1 and 2 


For various reasons it was felt that these two cases should 
be investigated in detail and reported in the literature. 


It was not until March, 1949, that we were able to start 
work on these and other cases. Case 2 was clearly of an 
unusual type; consequently the ovary which had been 
removed was examined in great detail. It contained a 
smali number of primordial follicles, a normal number of 
interstitial cells, but no corpus luteum and no active 
Graafian follicle. To our surprise we found deeply stain- 
ing polyhedral cells in the ovarian medulla which were 
morphologically identical with those found in Case 1. The 
identification of the cells was much more difficult than in 
the first case, for the patient was aged 40 and it was essen- 


gnification than Fig. 1. 
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Fic. 4.—Case 2, illustrating the close relation of the cells to: the 
endothelium of the blood vessels... The. syncytial-like appearance 
of the cells is well shown. Above lies the lumen. of the vessel with 
red blood corpuscles. rere Ore rae 





tial to prove that the cell clusters were independent of the 
follicle system. We have had some experience of ovarian 
histology and in the past have investigated the morphology 
of Graafian follicles (Shaw, 1927a), atretic follicles 
(Shaw, 1925), corpora lutea, and interstitial cells (Shaw, 
1926). We concluded that the cells were independent 
of the follicular system and were not derived from either 
granulosa or theca interna cells. The analysis was rigorous 
and critical. No atretic body was found in the vicinity of 
the cells. The cells were localized to the medulla and the 
cell clusters were found in separate parts of the ovary with- 
out any communication between the clusters. The cells 
were mainly polyhedral, with rounded. nuclei, but sometimes 
they were fusiform and sometimes stellate. In other areas 
they were syncytial-like, with the protoplasm of adjacent 
cells fusing together. The unusual forms of cells found in 
chocolate cysts have been investigated previously (Shaw, 
1927b ; Shaw, 1933), and the cell clusters identified in this 
specimen were different from any of the types of cell found 
with chocolate cysts-of the ovaries. In this case the cells 
were not located to the subcortical area of the mesovarium 
but had spread into the medulla.’ (Photomicrographs of the 
cells are shown in Figs. 2-5.) 
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As a result of the investigation of these two cases it 
seemed possible that the cell-clusters might. have some 
relation to the development of dn adenocarcinoma of the 
endometrium. l 

Case 3, . 
A Married woman, aged 57, had been treated in 1940" by 


.one of us for menopausal haemorrhage by means of an intra- 


uterine application ‘of 50 mg. of radium for 48 hours. The 
patient.was nulliparous. She was admitted to hospital on 
March 10, 1949) complaining 'of vaginal haemorrhage of 14 
days’ duration. ‘A biopsy ‘combined with curettage of the 
cervical canal was carried out next day, and a squamous-celled 
carcinoma was demonstrated in the specimen. On March 25 
‘a Schauta operation was performed (W.S.) and both ovaries 
were removed. The uterus contained an early endocervical 
carcinoma. ‘The, ovaries were shrunken. 

In view-of the findings in the first two cases, both ovaries 
were examined in great detail. The same cell clusters found 
in the first two cases were demonstrated in thie vicinity of the 
white line in one ovary. 
of those found in the other cases. The cell clusters were also 
found in the second ovary. Some were localized to the vicinity 
of the white line, while others were identified in the medulla 
in the neighbourhood of strands of hyaline tissue. J 


5 
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Case 4 TE 

A single woman, aged 51, was admitted ,to hospital, on May 
18, 1949, complaining of lower abdominal pain and irregular 
post-menopausal haemorrhage. Curettage was performed by the 
house-surgeon, and the pathologist reported that the material 
removed -suggested that the. patient had an endocervical 
‘arcinoma. 
Nas performed on May 27 (W.S.). 
‘o be an adenocarcinoma of the endometrium, and it was clear 
hat the material removed at the curettage was the lower pole: 
> a polypoidal ‘projection. The ovaries were examined in 
letail. They, were more vascular than normal. ‘They con- 
ained no Graafian follicles and no recently atretic follicles. 
Again, the cell.clusters were found in the hilum of one ovary 
«a the mesovarium at the level of the white line. 
tave been found, up to the present, in only one ovary. In this 
sase the cell clusters were less numerous than in the first’ three 
cases. On the other hand, the carcinoma was more advanced. 


Pramilo of Controls 
At this stage of the investigation it became obvious that 
‘ontrols must be examined, although one of us has spent 
nuch time upon the histology of the normal’ ovary, and 
‘ould not recall seeing such cells previously. It was 


ealized, however, ‘that much of this previous work had’ 


‘Because of this report a Wertheim ‘operation . 
The growth was: found ' 
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_ some association with adenocarcinoma pi the endometrium 


1 


and cervical canal. 


` The next step was to examine the colection of slidés in 
the Williamson laboratory. One of us had been in charge 


of ‘the laboratory when it was started, and had insisted that. 


every slide and. every ‘paraffin block should be -stored. 
Unfortunately, , the collection was badly damaged by bomb- 


, Ing, and only with the greatest difficulty have old slides 


‘been found, and identified. Moreover, it seems almost 


impossible to sort out ‘the paraffin blocks, with the result 


‘that ‘the investigation of the specimens: is imperfect and 


Incomplete. We ‘have collected together 58 specimens of 
ovaries from cases of carcinoma of the uterus.. We have 
thought it best to group the cases into those of adeno- 


. carcinoma of the endometrium, endocervical carcinoma, 


l 


.The cells bad the typical appearance - 


and squamous-celled carcinoma of the vaginal portion of 
the cervix. The results are as follows: 

Adenocarcinoma of the endometrium.—Total specimens, 48 
(cell ‘clusters: found, 24; no cells found, 24). 


Endocervical’ carcinoma—Total specimens, 9 (cell. clusters 
found, 6; no cells found, 3). , 


Squamous-celled carcinoma of the portio.—Total specimens, 


' ] (cell clusters found, 0; no cells found, 1). 


The interpretation of these figures is ‘important. The 
four, cases completely investigated were all positive. In 


_ the third of these four cases many sections were made 
before the cells could be identified. In all cases, apart from . 


these four, only one slide of the ovaries has been available. 


` Consequently the negative. findings are not regarded as 


The cells - 


Kealt with the follicular system. One of us has a large | 


‘oUlection of slides of ovaries obtained from the Williamson 
aboratory. They have been regarded in the past as being 


‘xtremely valuable, and were removed from’ the laboratory ` 


vefore the war. . The slides are numbered in accordance 
vith the registration system of the laboratory. 


“ 


One evening some.200 of these slides were examined, and 
a only one were the’ cell clusters discovered: ‘The next 
jay it was possible to identify the slide. The specimen 
«ad been obtained in 1932 by a Wertheim operation (W.S.) 
verformed upon a multipara of 55. In this case the carci- 


oma was endocervical in type and a pyometra had’ 


‘eveloped i in the cavity of ‘the uterus above the level of 
he carcinoma. Although the report given from the labora- 
ory stated that the-ovaries were normal, one of us had a 


ague feeling that he had seen the cells: ‘as long ago as 1932. 


nd had" been puzzled by them but had not investigated 
aem further. After the identification of the cell clusters 
1 this fifth case of carcinoma of the uterus, particularly as 
ie identification had been made without any possibility 
f bias, we became convinced that the cell oes had 


. + 
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conclusive. 
a large number of séctions from an ovary before the cells 
can be identified. . The small number of cases of squamous- 


celled carcinoma of the portio is explained because carci- 


noma of the cervix has. usually been treated with radium 
at St. Bartholomew’s Hospital. We are not prepared to 
draw any conclusions*about the incidence of’ cell clusters 
in squamous-celled carcinoma of the portio from the 
material we haye åt our disposal. 

We must stfess the diffculty of demonstrating the cells. 
If they are aggregated in the mesovarium, at the level. of 
the white line, in close proximity to the edge of the cortex, 
they can be recognized without much difficulty. . If, how- 
ever, , they are scattered through the medulla it may be 
necessary to examine the whole ovary fairly extensively 
before they can be demonstrated. The size of the cells and 


We believe that'it may be necessary to make’ 


their deep staining with eosin help in their recognition. - 


In no case have we found a large number of .cells, and we 
do not régard their detection as being particularly simple. 


We have not been able to trace any reference to the cells . 


in the literature. It seems highly improbable that they 


_ have not been recognized before and we believe that some 


previous description will be found. 


l Significance of the Cells l 
The number of cases examined is small and we are 


- unlikely to be able to collect a ‘large number of specimens 


i endometrium and cervical canal. 


in the immediate future.’ We have therefore thought it 
advisable to publish these results so that a wide search 
can be made in other laboratories. We are convinced that 
the cells are found in association with ‘carcinoma of the 
It may be that time will 
show that our work’on control specimens has been incom- 
plete, and that: similar‘cells will be found in ovaries 
Not associated with carcinoma of the uterus, but that is not 
our belief at the present time. Furthermore, at this early 
stage of. the investigation any views that we may put for- 
ward are conjectural, epee and perhaps unsound. 
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In our view the cells are carcinogenic and lead to the 
development either of an adenocarcinoma of the endo- 
metrium or of an endocervical carcinoma of the cervix. 
At the moment we have insufficient,evidence to.show that 
there is a relation between the cell clusters and the develop- 
ment of squamous-celled carcinoma of the portio. Against 
this view is the possibility that the cell clusters appear as 
the result of the stimulation of the ovaries by the carci- 


noma, and it may be that both the cell clusters and the 
‘carcinoma are induced coincidentally by some third factor. > 


The dominance of the -uterus by the ovaries has always 
been the main theme of our previous work on the ovaries. 
Indeed, the cells of the cell clusters are so similar in ‘type to 
granulosa-lutein and theca-lutein cells that we feel that the 
cell clusters are the cause and the uterine cancer the effect. 

We are of course familiar -with the literature on the 
‘development of adenocarcinoma of the endometrium in the 
absence of both’ ovaries; three cases were recorded by 


"G. Van S. Smith (1941). We are also acquainted with the 
. large number of cases of stump carcinomata arising after 


subtotal hysterectomy. Nevertheless, only very few cases 
of adenocarcinoma of the endometrium arising after the 
removal of both ovaries are on record. It is possible that: 
cell clusters may be found in the mesovarium further along 
the ovario-pelvic fold, and that such cells left behind at 
operation initiated the adenocarcinoma in the cases 
described. The stump-carcinoma cases arising after the 
removal of both ovaries cannot be explained by the theory 
we have put forward. Although it is well known that in 
many of the cases the carcinoma was already present before 


‘the hysterectomy was performed, we must accept the ‘View 


that a stump. carcinoma may develop in the absence of 
both: ovaries. It may be that these cases are mainly 
squamous growths of the portio. 

The frequent localization of the cell clusters to the specific 
zone in the vicinity of the white line seems to us to be of 
We believe ‘that this area should 
be ‘regarded as an organizing’ centre for activating cells 
which are carcinogenic to the endometrium of the body of 
the uterus and of the cervital canal. 

Origin of. Cells 

We believe that the cells described above are not found 
either in the normal ovary or in the hilum of the ovary 
of patients who are not suffering from carcinoma of_the 
‘uterus. An’ attempt has been. made with the material at 
our disposal to trace the origin of the cells. Case 2 was 
of much interest, because the cell clusters seemed, to be 
spreading not only into the medulla of the ovary but 
circumferentially between the medulla and the cortex. The 
variation in shape and the syncytial-like: arrangement of 
‘the cells imply that they were actively dividing. They were 
invariably found in the vicinity of blood vessels, and we 
believe that we „have traced their origin from the endo- 
thelium of small.capillaries and of lymphatics. Neither of 
us is-a trained cytologist, so that this opinion may be of 
little value. 

If, however, our main thesis is “correct, that the cell 
clusters are carcinogenic’ to the endometrium of the body 
of the uterus and the cervical canal, some attempt must 
be made to explain why the cell clusters appear. The 
obvious interpretation is that- a hypothetical hormone 
causes the cells to develop from the endothelium of the 
blood vessels or lymphatic ‘spaces. This implies that the 
cause of carcinoma of the endometrium and cervical canal 
is not a local phenomenon. We realize that such a possi- 
“bility may alter previous views. on the evelopment of 
carcinoma. ; 


Other lines of investigation present themseives immedi- 
ately. We feel that wherever possible ‘ovaries from cases 
of carcinoma arising elsewhere in the body should be 
examined histologically. This is particularly so in the case 
of carcinoma of the breast, for there is evidence that. 
malignant disease of the breast sometimes retrogresses after 
the removal of both ovaries. A similar investigation might 
be made of the testis and epididymis in cases ‘of carcinoma 
of the prostate. 


Case 3 is of some importance gynaecologically. The 
patient had been- treated previously with radium and an 
artificial menopause had been created.. Although the 
follicular system in the ovaries had retrogressed completely, 
the cell clusters were found not only near the white line 
but also in the medulla. The findings suggest that the cells 


„appear after the creation of an artificial menopause, and 


that'many of the puzzling features of the development of 
carcinoma of the endometrium after radiotherapy can be 
explained. Again, in the radium treatment of carcinoma 
of the uterus it seems that the cells must first be destroyed 
by radium, otherwise a recurrence of carcinoma is to be 
expected. It seems to us important to determine whether 
the cells clusters disappear after the application of radium 
to the cervix. If the cell clusters are not destroyed, and 
our thesis that they are carcinogenic is correct, the pro- 
cedure in such cases should be to remove the ovaries before- 


. radium treatment is instituted. 


\ 
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Conclusions 


Unusual cells have been demonstrated in the mesovarium 
and medulla of the ovaries of cases of adenocarcinoma of 
the, endometrium and of endocervical carcinoma of the 
uterus. So far as we know, the cells have not been 
described before. If they have been described, little atten- 
tion has been paid to therm. The cells'do not seem to be 
found `n normal ovaries, and their presence seems to be 
restricted to cases of carcinoma of the uterus. They are 
usually found in the mesovarium, close to the termination 
of the cortex of the ovary, but they may also be found 
in the ovarian medulla and, very rarely, in the cortex. 
Although they may possibly appear as the result of some 
reaction from the uterine carcinoma or may be stimulated 
to appear by a hypothetical factor which also initiates the 
carcinoma of the uterus, we incline to the view that they 
are carcinogenic. Our main difficulty has been to obtain 
material. 


In only four cases have the ovaries been investigated in 
great detail. In 54 other cases of carcinoma of the body 
of the utertis and carcinoma of the cervix, only one slide 
of one ovary has been available. Of these 54 cases the 
cells have been found in 26. We emphasize the difficulty 
of identifying the cells, and we firmly believe that the cells 
would have been found in a larger number if the whole 
of the ovaries ‘had been available for examination. Never- 
theless, even in this small and imperfect series the incidence 
of the ceils is appreciable. We feel that further investiga- 
tions should be made, and if specimens are removed and 
suitable laboratory facilities are not available we hope that 
the specimens will be sent to us for examination. The 


‘number, of cases of squamous-celled carcinoma of the 


portio available for investigation is surprisingly small, and 
we are not prepared to offer any comment on-the associa- 
tion of the cells with the development of this form of 


‘cancer of the uterus. 


Summary 
Unusual cells have been demonstrated in the mesovarium and 
ovarian medulla of cases of adenocarcinoma of the endometrium 
and of endocervical carcinoma. 


~~ 
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The cells are secretory.in type, yet differ morphologically 
from any ovarian celis known to us. 


They have not been discovered in control cases. 


“They are found only in relatively small numbers and may 
be extremely difficult to detect. A single section through the 
ovary is‘insufficient, as a general rule, to demonstrate them. 


The cells may possibly be carcinogenic, secreting a hormone 
which stimulates some of the cells of the endometrium of the` 
body of the uterus and cervical canal to undergo malignant 
change. ` It is hoped that a further search for them will be made 
in other laboratories. - 


Our thanks are due to Mr. Bert Cambridge, of the Williamson 
- Laboratory, for his great help, particularly in sorting out microscope 
slides from bomb debris, and to Mr. Norman K.-Harrison, A.R.P.S., 
of the photographic department, who has offered every possible 
facility. Miss J. E. Colley has given secretarial help enthusiastically 
at unusual times of the day, and her knowledge of the literature has 
been most useful. “Miss Joan Wheelwright has followed the work 
with great interest, instilling the optimism of youth at the most 
critical phase of the investigation. ` 


- REFERENCES l 
Pane a and Dockerty, M. B. (1945). Surg. Gynec, Obstet., 
Crossen, R. J., and Hobbs, J. E. (1935). J. Mo. med. Ass., 32, 361. 
Dockerty, M. B. (1940). Amer. J. Obstet. Gynec., 39, 434. 
P., and Brown, R. L. (1939). Ibid., 38, 1. . i 
M. B., and Mussey, R. D. (1945). Surg. 


i (1945). Quoted DI V. Meigs, New Engl. J. Med., 1945, 
Tones, le O., and Brewer, J. I. (1941). Amer. J. Obstet. Gynec., 42, 
aon, h C. and Gregg, R. O. (1940. Surg. Gynec. Obstet., 70, 
Rome op a a Aaea 


Schröder, R. (1922). Zbl. Gynäk., 46, 195. 7 
Shaw, Wilfred (1925). J. Obstet. Gynaec. Brit. Emp., 32, 1. 


Hertig, A. 
~ 233, 1 


—— (1926). Ibid., 33, 183. 
—— (1927a), Ibid., 34, 469. 
—— (1927b). Ibid., 34, 300. 


- ae Ibid., 40, 1125. 

Smith, G. Van S. (1941). New Engl. J. Med., 225, 608. 

Taylor, H. C., jun. (1932). Amer. J. Obstet. Gynec., 23, 309. 

—— and Millen, R. (1938). ela 36, 22; 7 

Woll, E., Hertig, A. T., Smith, G. Wan S., and Johnson, L. C. 
(1948). Ibid; 56, 617. - - 





INFANTILE DIARRHOEA AND 
VOMITING ` 


A CLINICAL AND BACTERIOLOGICAL 
INVESTIGATION 
| BY E ; 
JOAN TAYLOR, M.B., B.S, B.Sc, D.P.H. 
From the- Salmonella Reference Laboratory, Central Public 
Health Laboratory, Colindale 
B. W. POWELL, M.B., M.R.CP., D.C.H. 
Working full-time for the Medical Research Council; from 
the Hospital for Sick Children, Great Ormond Street 
AND : 
JOYCE *WRIGHT, D.M. ~ 
Member of the Medical Research Council's Scientific Staff - 


from the Research Laboratories of the Hospital for Sick 
Children, Great Ormond Street \ 


This paper reports the results of\a combined clinical and 
bacteriological investigation of infantile diarrhoea and 
vomiting, and includes a note by Dr. F. O. MacCallum 
on his virus investigations. In order that cases of infective 
origin should be presented for bacteriological study the 
clinical material was drawn in the main from outbreaks 


of diarrhoea and vomiting and from intercurrent attacks ° 


'n hospital wards. In~addition ‘there were included two 
ieries-of cases admitted consecutively to the gastro-enteritis 
mits of a children’s hospital and of an infectious diseases 
10spital. In these groups there was sometimes uncertainty 


` 
` 


- 
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whether cases should be classified as “‘ infective,” “ dietetic,” 
or “secondary to parenteral infection.” 

The’ first outbreak occurred in the nurseries of a mater- 
nity unit, and a number of observers took part in its investi- 
gation. Subsequently the course of each outbreak and’ the 
clinical progress of each case were followed by one paedia- 
trician. Material for bacteriological examination was dealt 
with at a centrally placed laboratory as soon as possible 
after collection. In this way a wide area of field investiga- 
tion could conveniently be covered. The methods and 
results of the general bacteriological investigation of the 
‘cases are given in a later section. 

The detailed study by Crowley et al. (1941) left little 
expectation that a bacterial agent might be determined by 
4 quantitative comparison of the: faecal flora of affected 
and unaffected babies. From the outset of the present 
investigation it. had seemed that bacterial studies would 
need to follow the modern trend towards subdivision 
of genera by serological, biochemical, and phage-typing 
methods. Primary culture plates or subcultured strains 
were therefore sent to laboratories specially equipped for 
their detailed examination. Similarly, for virus studies, 
postmortem tissues and other material were submitted to 
a laboratory engaged in virus research. | 

Previous investigators (Costello and Lind, 1939; Sakula, 
1943 ; Sevitt, 1945 ; Light and Hodes, 1943.; Buddingh and 
Dodd, 1944) have found a variety of bacterial and virus 
agents associated with infantile diarrhoea and vomiting. 
Bray (1945) isolated a particular serological type of Bact. 
coli var. neapolitanum from 42 out of 44 cases of infantile 
“summer diarrhoea.” From an early stage of our investi- 
gation, work on a certain type of Bact. coli provided a 
promising line to pursue. Sera for its identification were 
prepared from the Bact. coli strains of infants suffering 
from epidemic diarrhoea of the newborn. The outbreak 
in which these cases occurred is described under Group A 
below. The strain is referred to throughout the paper as 
Bact. coli D 433. A description of the serological work, 
together with an account of the biochemical activities and 
other characters of the strain, are given in a later section. 


The main purpose of this paper is to report the associa- 
tion of Bact. coli D 433 with certain groups of cases of 
infantile, diarrhoea and vomiting and its absence in control 
groups of healthy and sick babies. Work on similar lines 
was published by Giles and Sangster in March, 1948. They 
reported the isolation of a serologically homogeneous strain 
of Bact. coli from over 90% of cases of primary infective 
gastro-enteritis admitted to hospital during an outbreak in 
the city of Aberdeen in 1947, 


_ Cases of Infantile Diarrhoea and Vomiting 

Clinical and bacteriological investigations were made on 
the following groups of infants suffering from diarrhoea 
and vomiting: one outbreak in a maternity unit (Group A) ; 
two outbreaks in a mothers and babies’ hostel (Groups B 
and C); one outbreak in a residential nursery (Group D); 
intercurrent cases of diarrhoea and vomiting in a children’s 
hospital (Group E); routine admissions to two gastro- 
enteritis units (Groups F and G); and endemic diarrhoea 
and vomiting in a residential nursery (Group H). 


Group A 

An outbreak of epidemic diarrhoea of the newborn occurred 
in February and March, 1947, in the 90-bed maternity unit 
of a Derbyshire hospital. In all, 20 babies contracted the 
disease and 14 of them died. At the onset of the illness the 
age/of 19 of the babies was from 6 to 20 days, and that of 
one baby, retained for the treatment of minor sepsis, was 
43 days. All the babies had received early glucose feeds. 


` 
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Fifteen were eful bottle-fed and four partially breast-fed, at ` 


the time when the illness: began ;, one baby, apart from “early 
glucose feeds, had been- -fully breast-fed from birth. : 

The’ outstanding symptom was, diarrhoea with frequent 
~. Watery green. or yellow stools, preceded in some cases by a 
period.‘of lethargy, - reluctance to feed, and loss of weight. 
-` Vomiting also occurred in all cases. Parenteral] infection was 
Limited’ to one case of, early bronchopneumonia, some sub- 
cutafieous abscesses, and a few minor skin ‘infections. All the 
“babies became dehydrated, most of them severely so. 

Nine babies were available for examination during the active 
“stage of the disease, and Bact. coli” D "433 was isolated from 
all of them. Five had developed symptoms after. discharge 
. from the maternity unit and were readmitted fór treatment in 
the emergency ‘gastro-enteritis unit. The duration of illness at 


y” 
pAg 


the time ‘of swabbing varied from two to five days. In eight ` 


' cases the strain was isolated from the rectal swabs and in one 
case from the upper respiratory tract only. > v». 


‘ Group B 


A severe and sadden, outbreak of diarrhoea and vomiting - 


occurred in a mothers: and babies’ hostel in Middlesex: between 

o`. Sept. 7-and 18,-1947. The hostel has accommodation for 
14 mothers and their babies. They are usually admitted direct 
‘from maternity hospitals after the lying-in period. The babies’ . 

' are cared for by their mothers-under the supervision of a small 
staff of nurses. Of the 12 babies. living in the: hostel at the 


time 11 developed the disease. The one baby who.remained 


x healthy was: fully breast-fed. The others were all bottle-fed’ 


"* babies who had thrived since birth and were in good health 
` at the start. of the outbreak.. Their age distribution was as 
~, follows:. under 1 month,-3; 1, month, 3; 2 months, 2; 
3 months; .2.; 4 months, 1. One. other baby, ‘the. 9-months-old 
,.', non-resident child of the daily cleaner, also contracted diarrhoea 
-and vorniting ; he was aken into the kitchen each day for hbis 
midday meal. ! 

a t The. main symptoms ‘were diarrhoea and vomiting, with 
ie -dehydifation, In several cases the onset was heralded by 
' lethargy and ‘reluctance to take feeds. The stools were green 
_ and , watery, with mucus but no blood (except as a terminal! 
event in one fatal case), Vomiting occurred in all but two 
cases ; it was severe in four.- ‘There was no evidence of paren- ' 
` teral infection at the start of the illness, but secondary infection 
' occurred in several cases during its course. Some degree of 


‘and severe in:the remainder. Two cases may therefore be 


classed - ‘as mild and 10 as severe. Seven babies were given’ 


intravenous therapy, and these recovered! ‘There were three 
_ deaths. 


Rectal swabs were ‘taken, at imes SE D from the second 
. to the eighth day of illness, from 10 of the 12 sick babies in 
this outbreak. Bact. coli D 433 was present in all of them. 


Group Cc 
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‘Bact. coli D 433 was isolated from the rectal swabs of the, 
„eight babies with diarrhoea and vomiting. The swabs were 
taken in five cases on the first, second, ‘or third day of illness, 
and in the other three cases on the twelfth, fourteenth, and 
fifteenth days. Rectal swabs had been taken from three ‘babies 


‘ before the onset of symptoms. Bact. coli D 433 was isolated 


‘from one baby on seven occasions during the nine days pre- 
ceding onset and from the other two babies on the pies 
one and four days. 
Group D 

. An, investigation was made of an outbreak of danh oe and 
vomiting in .a. residential nursery'in Hertfordshire. It has 
accommodation for 40 children, including a nursery unit for 
12 babies. At the end of December, 1947, two babies died 
from diarrhoea ‘and vomiting; these are not included in the 
series. Four others developed the disease between Feb. 13 
and 15, 1948. They were all bottle-fed. Their ages were as 
follows : 1 month, 1 ; 2 months, 2; 3 months, 1. The symptoms 
were severe diarrhoea with green watery mucoid stools and 
vomiting. ` No parenteral infection was found at the start of 
the illness. AIl the babies became dehydrated. One baby died 
after an illness of eight days. 

‘Bact. coli D 433 was present in the rectal swabs of the four 
cases.’ The swabs were taken from the fourth to the sixth 
day of the iliness. : 

Groep E ~ 

An investigation: was made of 23 babies who developed inter- 
current diarrhoea. and vomiting while undergoing in- patient 
treatment in a children’s hospital in London. The occurrence 
of seven.cases in ‘one ward during a period of two months, anc 
of two or three cases in quick. succession in three other wards 
suggested the possibility * that some, if not all, of them were 
‘of an infective type. The babies were all nursed in single 
cot cells. 

The ‘period of study: was from late January to: early May 
1948. The babies were all bottle-fed or on-mixed feeding 
Their ages were as follows : under 3 months, 5:3 to 5 months 
8; 6‘to 8 months, 6; 9 to 11 months, 3 5 over i year, 1. They 
had been admitted: to. hospital for a variety of conditions— 
i:e., feeding difficulty, rumination, congenital defect, eczema 
surgical operation, etc. The attack of diarrhoea and vomitins 
was characterized by the onset of watery diarrhoea, accom 
panied in most cases by vomiting. Parenteral infection at onse 


y - ‘dehydration occurred in all the 12 cases: it was slight I Ro was found in only two cases. : Seventeen of the babies becamr 


severely: ill and’ 16 were given intravenous therapy; the othe 
babies had ‘moderate or mild attacks. Two of the babies diedi 

‘Bact. coli D 433 was present in the rectal*swabs of 21 o 
the 23-cases of intercurrent diarrhoea and vomiting. The swab 
were taken at times varying from m first to the ninth da 
of illness. ` 

l Group F 
An investigation’ was made of .26 cases of diarrhoea ant 


. vomiting admitted consecutively between Feb. 4 and March 31 


- A‘ second ai less „severe outbreak of diarrhoea and vomiting , 1948, to the gastro-enteritis unit of a children’s hospital ir 


_ occurred-in the same hostel eight months after that'of Group B. 
| Bight of the 17 -babies exposed to infection ‘developed ` the 
disease between May 13 and-June 6, 1948. Seven .of the 
eight were bottle-fed, and one, a mild case, was breast-fed. 


m ` Seven of the babies ‘were 1 month old and one was 2 months. 


. The clinical features were similar to those of the previous out- 
break, * but: with two SERBARE the cases were ' comparatively 
' mild.- a 

' The onset of illness was more. sSnsidions than in the previous 
norda. and in three cases was characterized by lethargy and 
: reluctance to feed. The stools were green and mucoid—watery. 
in the severe cases and relaxed in the mild ones. Vomiting 
‘occurred, but was never a severe feature. Three of the babies 
had no more than slight diarrhoea of a few days’ duration, 
accompanied in one by loss of weight and in the others by a 
temporary interruption of weight gain. .Ordinarily. these very 
+ > mild cases might not'have been regarded as infective. diarrhoea, 
but it was-considered that they were. part of the outbreak 
‘and therefore mild:examples of the disease. The remaining 
five babies were more severely ill; two became dehydrated, 

"and one of these died. í 


\ 


London. The unit ‘consists}of one double-cot and eighe 
single-cot cells. Twelve of the 26 babies had deyelopee 
intercurrent diarrhoea and vomiting while in other wards of th: 
hospital or shortly after their discharge from them. These 
cases have already been included in-Group E. 

The other 14 infants with diarrhoea and’ vomiting. wer 
admitted from outside at the request of medical practitioners 
They were all bottle-fed or on mixed. feeding. Their age: 
-were as follows : under 3 months, 5; 3 to 5 months, 3; 6 te 
8 months, 4; over 1 yéar,.2.° On admission nine of the babie: 
had been ill for periods varying from one to six days anı 
five for three weeks or more; three had suppurative otiti- 
‚media, one severe: proctitis, and one a history of recent coryza 
Sevén were severely ill and were given intravenous ‘therapy. 

Bact. coli D 433 was present in the rectal swabs of six o 
. the 14 cases ; with few exceptions the swabs were taken on th 
day of admission to. the unit. Of these six babies three ha 


` contracted diarrhoea and vomiting in other hospitals, ` twe 


during outbreaks in residential nurseries, and one, a sporadi 
case, at home. The eight babies’ from ‘whom the strain wa 
not isolated had’ developed the disease ‘at home. 
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poi To a Group K: Healthy Babies — One hundred and. seventy-five 


s Group G, . e ` healthy., babies were examined’ during the period February- 
Q investigation was made of 24 cases of diarrhoea and June, 1948. Sixty-seven of them were attending infant-welfare 


iting admitted consecutively during May, 1948, to a gastro- “ clinics in North and South London, 29 were in residential - 


ritis unit, consisting of 48 single-cot cells, in a- London nurseries in ‘North London and. in Hertfordshire, 10 were 
ctlous diseases hospital. From each baby a eer swab wag - attending clinics for congenital defects in Central London). and 
n in the receiving-room before admission tó the unit, and 69 were in the newborn babies’ nurseries of three maternity 


isopharyngeal and repeat.rectal swab ‘on the following day “hospitals in East and North London and in Middlesex. No ` 


in the unit. Bact. coli D 433 was isolated from the rectal swabs & these 
wo of the 24 babies were partially beast fe the remaitider 175 babies. After an interval of at least two weeks an inquiry 
> either bottle-fed' or on a mixed diet. Their lages ‘were Was made about the progress of each baby. .Thirteen of them 
‘ollows : under 3 months,.7; 3 to 5 months, 11 ;-&to `8 could not be traced. None of the-other 162 had developed 
ths, 3 ; 9 to 11 months, 3. Three had contracted the disease | diarrhoea and vomiting, but it was reported that six neonatal 
e in another hospital, four while in a residential nursery, babies. ‘had had mild digestive disturbances with relaxed stools. 
17 at home. A history of contact’ with other cases of’ Group L: Sick. Babies——Thirty-three sick babies were 
atile diarrhoea and vomiting was found ' in nine instances. | swabbed in the receiving-room of a children’s hospital in Lon- 
1e clinical picture.and the severity ‘varied considerably. ‘don immediately before their admission ‘for conditions other 
thoea was the main symptom in‘all cases, and vomiting than diarrhoea and vomiting. Seventeen. of them were 
rred in ‘all but a' few, although it was märked in only „7 examined in May and June, 1948, and 16 in October and 
Parentéral infection was found on admission in eight November, 1948. No Bact. coli D 433 was isolated from their 
es (upper respiratory tract infection, 5 : ; bronchopneumonia, . rectal swabs. The clinical progress of each baby was followed 
accination reaction, 1). On admission 17 cases were classi. for. a fortnight after admission; none of them developed 
as mild and seven as severe ; in the latter group six were diarrhoea.and vomiting during this time, but five of them had 
ciently dehydrated to, need intravenous therapy. Seventeen somé relaxed stools while in dies 
e uneventful recoveries, four (one of whom died) had é 


re relapses, and ‘three developed secondary parenteral ey ' Incidence of Bact. coli D 433 

stions (bronchopneumonia, 2; skin sepsis, 1). ne The accompanying Table shows that Bact. coli D 433 was 
wenty-one of the 24 babies were admitted’ duiting’ the first present in all the 31 cases of infective diarrhoea and vomit- 
c of the disease, two in-'the second week, and one, with a ing which were swabbed in four outbreaks of the disease 


ise and pneumonia,.in the seventh week. + Bact. coli D 433 . 
present on admission in three of the‘ seven severe cases 

in two of the 17 mild ones. There were no obvious clinical ‘Table showing eidence of Bact, coli D 433 in of ses of Diarrhoea 
ires to distinguish those cases in which the strain was 
d. Two of the five babies in whom Bact. coli D 433 was 
nt had contracted diarrhoea and vomiting while under- . a 
z treatment in another hospital; ‘the other three-were œ$ 
tted direct from ‘home. = ey the f 








Bact. coli D 433 


Description of Group 





ci r ` l R NR 
Epidemic diarrhoea of the 
» mewborn. 20 cases. 14 deaths 
Mothers and | Severe outbreak. 12 cases. 3 
babies’ hostel |" deaths 
Mothers and } Second and jase severe out- 
_ babies’ hostel break in same hostel as 
Group B. 8 cases. 1 death 
| Residentia nur- Severe d outbreak. 4 cases. 1 


Maternity unit’ 














Group H l 5 i A 
mild type of endemic infantile diarrhoea aad ‘vomiting B 
investigated in, a, large residential nursery in London. `ç | 
mmodation is provided for 120 children under 3 years 
ge, including about 40 bottle-fed or breast-fed babies. p 
e is a largé turnover of children, with frequent admissions E 


discharges. On arrival some of the babies are in poor Children’s hos- | Intercurrent cases among sick 


pital babies. 17 severe and 6 

ical condition and are under weight. Rises in incidence i , moderate. „or mild cases. 2 
. ; eat 

1e endemic diarrhoea and vomiting occur from time to $ | Gactro-enteritis | Routine admissions. 7 severe 

.A period of comparative freedom from the disease was ‘unit 1 (child- | and 7 moderate or mild 


ren’s hospital) cases. No dea 

-| Gastro-enteritis | Routine admissions. 7 severe 
` unit 2 (infec- and 17 mild cases. 1 death 
tious diseases 


wed by an. increase ‘in the’ number of cases during March ls 
April, 1948. 


vestigations were made of 14 cases- -occurring consecutively ` hospital) , 
ig this time.’ The babies ‘affected were all either bottle- ` H | Residential nur- | Endemic diarrhoea and vomi- 


or on‘ mixed feeding. Their ages were as follows: under -_ ice 5 We vee ger ne 
mnths 8; 3 to 5'months, 3: 6 to 8 months, 1 9 to 11 —}H— : 

‘hs, 1; over 1 year, 1. Diarrhoea and vomiting, usually: * ae a Bey nee 

sidious onset, were the main symptoms.’ Parenteral infec- . residential nur- 

at this stage were found in only two of the babies. Eight- 1 Recing room Sick babies on admission’ for 
ed clinical evidence of dehydration, but ‘only tiree were of children’s | 'conditions other than diar- 


ely ill’. There were no: deaths. hospital rhoea and vomiting 


ctal swabs were taken from the 14 babies at times- varying ; l j ; 
the first to-the sixth day of illness. No Bact. coli R 433 (Groups A-D) and in 21 out of 23: intercurrent cases in 





isolated from ‘them. . `.. Eo 4 4 , a children’s hospital (Group E). The strain was not, on the 
Pa, © „other hand, isolated from any of the 14 cases of endemic 
Control Groups of Babies - diarrhoea and vomiting in a large residential nursery 


ctal swabs‘ were taken from a control series of 208 (Group H). Bact. coli D 433 was present in six of the 
2s (Groups K and L).. Their’ ages were, as follows:. 14 cases admitted direct to gastro- -enteritis unit 1 (Group F), 
T 3 months, 122 (including 79 under 1, month) : 3.to` but was found in only five of the 24 cases admitted to 
onths, 42:; 6 to 8 months, 35; 9- to 11 months, 9.. gastro-enteritis unit 2 (Group G). It was not isolated 
nty-seven were breast-fed, 43 ‘partially breast-fed, ind: from any babies in the control group, which consisted of 
ither bottle-fed ,or on mixed feeding. Those who had 175 healthy babies and of 33 sick babies suffering from 
ved no more supplementary feeding than water or conditions other than diarrhoea and vomiting. 

se feeds during their early days have been included in The great. majority of the babies from whom Bact. coli 


meagied group. `` ; D 433 was isolated had severe, attacks -of diarrhoea and 
' p es . ' i ` \ j 
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vomiting, with enough dehydration to need intravenous 
therapy. Some of the cases in which it was found were, 
. howéver, mild examples of the disease. ; 
An analysis of the age distribution of the 63 babies in 
whom Bact. coli D 433 was present gave the following 
results: under 3 months, 33 ;»3 to 5 months, 15; 6 to 8 
fhonths, 11; 9 to 11 months, 4.. The first age group 
included 13 babies in the neonatal period, eight of whom 
were involved. in the outbreak of epidemic diarrhoea of 
the newborn (Group A). The ages of the babies in the 
outbreak of Group B were of interest in that they ranged 
from 25 days to 9 months. The limits of age, taking the 
whole series of cases ‘showing Bact. coli D 433, was 
10 days for the youngest baby and 11 months for the oldest. 


Further Observations on Cases 


1. Necropsies.—Post-mortem examinations were carried- 
out on 13 babies of Groups A-E. The seven neonatal 
‘babies ‘all showed hyperaemia of the intestines, particu- 
larly of the small intestine; in all but one case there was 
some enlargement of the mesenteric glands. Two small 
membranous lesions of the gastric mucosa were found in 
one of these seven babies, and a few large superficial 
erosions of the small intestine in another. No evidence of 
parenteral infection other than one case of early broncho- 
pneumonia was found. Among the ‘group .of'six older 
babies four showed some hyperaemia of the small and 
large intestines; the alimentary tract of the other two 
appeared normal. In five of these cases the liver showéd 
fatty change. The only parenteral infections found were 
pneumonia and mastoiditis in one case. A sample of the 
contents of the small intestine was taken at necropsy from 
_ four of the neonatal and three of the- older babies. Bact. 
- coli D 433 was present in all these specimens. It was, 
also’ present in the mastoid antra of the baby, with 
mastoiditis. The interval from the onset of diarrhoea and 


vomiting to death varied from three to 27 days. One of 


the 13 dead babies had not been swabbed during life. 


2. Nasopharyngeal Swabs——Nasopharyngeal as well ds 
rectal swabs weré taken from 88 of the babies suffering 
from -diarrhoea and vomiting. Bact. coli D' 433 was iso- 
lated from the nasopharyngeal swabs in 12 cases ; 11. of 
these yielded’ the strain in' the rectal. swabs also, Five of 
these 12 were suffering from epidemic diarrhoea of the 
newborn (Group A). À E 


3, Chemotherapy.—Sixteen babies were on courses of 
sulphonamides (sulphadiazine, sulphamezathine, sulpha- 
'suxidine, or phthalyl sulphathiazole) and three on peni-' 
cillin treatment when Bact. coli D 433 was isolated from 
their rectal swabs. = 


4. Infant Feeding —An analysis was made of the feeding 
of those babies from whom Bact. coli D 433 had been 
isolated. It was found that on the day of swabbing and 
during the previous few days they had received a variety of 
dried-milk preparations to which had been added sucrose, 
glucase, lactose, or dextrimaltose. Expressed. breast milk, 
or diluted Hartmann’s fluid had been given to a few of 
them. Two of the babies were fully breast-fed and three 
partially breast-fed. 

5, Later Swabbing of Babies with Diarrhoea and Vomiting 

(a) Clinical Progress and Bact. coli. D 433;—Ia gastro- 
enteritis unit 1. a study was made of the association between 
the clinical progress of the cases and the finding of Bact. 
coli D 433. From the 20 babies. concerned, rectal swabs 
were taken on admission and on each subsequent Monday 


from early February to the end of March, 1948. ` Eight, 


y 
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òf the babies were negative to Bact. coli D 433 on admis- 
sion and six of these became positive during their illness. 
The first positive swab was discovered at times varying 
from the 10th to the 30th day after admission. The finding 
of Bact. coli D 433 was in one case associated with a 
severe exacerbation of diarrhoea and in three others with 
mild relapses. Of 12 babies who were positive to Bact. coli 
D 433 on admission nine became negative during their 
stay in the unit. The stools of three had settled by this 
time, but those of the other six were still relaxed: ~The 
first negative swab occurred at times varying from the ninth 
to the 34th day of illness, | 

(b) Re-examination of Cases in Groups: A-D.—Eighteen 
other ‘babies (Groups A-D) from whom Bact. coli D 433 
had ‘been isolated in the first swab were re-examined during 
the course of their illness. It was not possible.to correlate 


exactly the-clinical progress of the cases with the finding 


of Bact. coli D 433.. It was observed, however, that in 


‚some cases loose stools continued after the rectal swabs 


had become. negative, and that in others the stools had. 
settled while the result was still positive. i 


(c) Clinical Relapses—Four babies admitted to gastro- 
enteritis unit 2 during April and May, 1948, had at first 
mild or moderate attacks ‘of diarrhoea and vomiting, accom- 
panied in one case by bronchopneumonia. “While in hos- 
pital they had relapses of their diarrhoea and vomiting, 
during which they all became dehydrated. Three were 
given intravenous therapy and one of them died. Bact. coli 
D 433 was not isolated from their rectal swabs during’ the 
initial attacks, but was present in all four during their 
relapses. 


6. Cases Other than Diarrhoea and Vomiting.—During- 
the course of the investigation 14 babies admitted to the 
gastro-enteritis units were found to have illnesses other than ` 
diarrhoea and vomiting. No Bact.. coli D 433 was isolated 
from their rectal swabs. 


7. Other Outbreaks of Diarrhoea and Vomiting.—Bact. 
coli: D 433 was present in rectal swabs or stools receiyed 
from a. limited number of cases of diarrhoea and vomit- 
ing which occurred in other outbreaks during 1948. The 
residential ‘nurseries in .which they arose were situated in 
three counties. The results of these examinations, taken 
together with those listed in the Table, show a distribution 
of Bact. coli D 433 over a wide area. In all, it was iso- 
lated from cases of diarrhoea and vomiting in Derbyshire, 
Middlesex, Hertfordshire, Berkshire, Leicestershire, Sussex, 


‘and London. 


Adult and Baby Contacts 


A number of adult and baby contacts. of infective diar- 
rhcea and vomiting were examined for the presence of 
Bact. coli D 433 in their faeces or rectal swabs...’ Some 
individuals were direct contacts and others were indirect 
contacts exposed only to mediate infection or to possible 
carriers of the infecting agent. 


Adult Contacts.—Faeces ` (or rectal swabs) were obtainéd 
from 84 adult contacts of infantile diarrhoea and vomiting. 
Specimens were taken, usually once only from each person, 
either. during or shortly after an outbreak of the disease. Four 
of the contacts reported diarrhoeal attacks during the’ course 
‘of-the investigation of Groups A, B, and H. No Bact. coli 
D 433 was found in their specimens, but in two instances 
the diarrhoea was not reported until recovery was complete. 
The other 80 adult contacts were associated with Groups B, 
C, D, and B, and none of them reported any attack of diar- 
thoea. Bact. coli D 433 was isolated from only four of these 
80 persons—a daily cleaner whose baby had an attack of 
diarrhoea and vomiting, a laundress whose duties included the 
washing of soiled napkins, and two mothers, one of whom 


+ "a 
i 7 P * Na 


JULY 16, 1949 


INFANTILE DIARRHOEA AND VOMITING = > y 


1 


121 


RITISH 
MEDICAL JOURNAL 





y ey 


was the mother of a case. ‘On reexamination of the kanai 


\ 


had developed. diarrhoea sid carnitine during this time, and 


and the cleaner six and 11 days later, respectively, no Bact. -coli i \ that the ‘others had remained free from the disease. 


D 433 was found i in their faeces. 


Baby Contacts. —Rectal swabs were taken from 34 baby con- , 


tacts of cases of diarrhoea and vomiting from which Bact. coli 
D 433 had been’ isolated. Eleven of the baby contacts’ were 
associated -with the. neonatal outbreak (Group A), nine with 
the outbreaks im ‘the mothers and babies’ hostel (Groups B 
and O), ‘seven with that in a: residential nursery - (Group. D), 


and seven with cases of. intercurrent diarrhoea and vomiting 


-in a hospital ward (Group E). The rectal- swabs were obtained 
once only from 26 of the baby contacts and on several occasions 
from the other eight. Nine of the 34° baby, contacts’ Were 
'. positive to Bact. coli D 433. 
ciated with Group A, one with Group B, and five with.Group C: 
Four of the nine babies were breast-fed, two partially breast- 
fed, and three bottle-fed: The remaining 25 were negative to 
Bact. coli D 433; seven of: these were breast-fed, four were 
partially breast-fed, and 14 either-bottle-fed or on mixed feed- 
` ing. The progress ‘of the 34 babies was followed for a further 
fortnight, and, all remained ‘free from diarrhoea and vomiting. 


Rectal swabs were also’ taken from 28 baby contacts of cases `- 


of endemic diarrhoea and vomiting (Group. H) in a residential 


nursery. No Bact. coli D-.433 had been. isolated from the* 


babies suffering. from the disease and none was found among — 
the baby contacts, =, Pa i 


Subsequent Investigations i in Ne and Hośpital Wards 


Rectal swabs were taken some months later from infant 
occupants of the nurseries dnd: wards in which cases of 
diarrhoea , and. vomiting associated with Bact. coli -D °433 
had been investigated: The groups present at the later 
\date consisted, with few exceptions, of different babies from 
those originally there. , - 


(a) On three occasions ‘examinations ‘were “made of groups- 
of babies in.the maternity nurseries-in which’ epidemic diarrhoea 
of the newborn’ (Group A) had occurred in February-March, 

1948. (1) Three months after the. outbreak, in June, 1947,. 


. 20 neonatal babies in ‘the nurseries "were ‘swabbed. No Bact. « 
coli D 433 was ‘isolated from them. Their subsequent progress ° 


was not followed. (2)-Fourteen and 17’ months after the out- 


break, in May and August, 1948, two further groups of. neo- | 


natal babies in these nurseries were examined. The groups 

-consisted of:21 and 30-babies respectively, making a’ total-of -~ 
51. The results ‘were unexpected, for a’ strain of. Bact. coli 
which was closely related antigenically to Bact. coli D. 433 
but which failed to produce gas in “ sugars’ 
21 of them. Particulars of this anaérogénic strain are given 
below. A clinical follow-up of the 51 babies was made 2} 
weeks after each swabbing’ Fourteen had suffered from mild - 
transient diarrhoea; from 10 of these 14 the- anaerogenic 
strain had.been isolated. It was evident that, the babies were 
free from severe epidemic diarrhoea of: the newborn. -It is. 
“uncertain whether any significance should be attached to these” 
minor diarrhoeal attacks, which’ may. possibly have been no 
more than digestive disturbances ' common — in „the \ neonatal - 
period.. T 2 : . - 

(b) The infant. community of the mothers and babies’ hostel 
were swabbed three months after‘ the second outbreak of 

. diarrhoea and vomiting’ (Group C) and that of the’ residential 
nursery in Hertfordshire threé and six. months after the out- 
break (Group D). There had been no cases of diarrhoea -and 

“vomiting in the intervening months. 
présent was 13, 10, and 8 respectively. No Bact. coli-D 433 
was isolated from ‘the’ rectal swabs. Progress reports for the’ 
ensuing fortnight showed that” none “of the babies developed - 
diarrhoea and vomiting during this time. 

(c) Thirty-one sick babies accommodated in wards where, 
‘{ntercurrent diarrhoea and vomiting ‘had occurred in January- , 
May, 1948, were ’swabbed in „August, 1948. -The intervening 
period had been a quiescent, one. ' No Bact. coli D 433 was. 
isolated from the rectal swabs of these: babies. Their clinical 

i , records forthe following fortnight. i i that one of them 


I 


Fhree of .these nine were asso- . 


' was isolated from. 


Thè number of babies — 


| 
Report of Virus Investigations by Dr. F. O. MacCallum 
Attempts, made to isolate a virus from material obtained 
from four fatal cases of diarrhoea and ene yielded, 
negative results. ; 


' 1. Post-mortem material was obtained from two ‘babies, 
aged 9 and 17 days, who had died from epidemic diarrhoea 
of the newborn (Group A). They had been ill for three 
and five days respectively. Suspensions of brain, “small 
intestine, “and. intestinal coritents were filtered through 
collodion membranes which had an APD: of 750 my. 
The filtratés were then inoculated into mice, cotton-rats, 
guinea-pigs, and young _swine. ` Intracerebral passages were 
made, using 100 mice. . The mice were killed after various 
intervals and brain suspensions injected into further mice. 
Eight passages ,were made, with negative results. Six intra- 
cerebral passages ‘using 18 guinea-pigs were negative. ‘ Four 
-intranasal passages, using 20 guinea-pigs, of the consolidated 
lung of an intracerebrally inoculated guinea-pig were nega- 
tive. Four intracerebral passages using 20 cotton-rats were 
negative.’ The original swine’ were inoculated intranasally 
and orally, and- then three passages were carried out with 
brain ‘intracerebrally, with lung intranasally, and with intes- 
tine orally. Seventeen swine: pa used, and the results 
were negative. 

2. Post-mortem material was obtained from twin babies, 


a 


_ aged 3 months, who had died from diarrhoea and vomiting 


(Group -B).' They had -been ill for 7 and 8 days: Mice 
were inoculated intracerebrally with brain, intranasally with 
lung, and orally with intestine. The material was unfiltered. 
Two passages using 16 mice gave negative results. Similar 
inoculations in four cotton-rats and four young rabbits gave 
negative results. : Three passages in 18 guinea-pigs’ were, 
negative. ` 
General Bacteriological Investigations 

The number of cages of infantile diarrhoea and vomiting 
listed: in the Table is, 106. Rectal swabs from 85 of these 
were examined on two to four occasions for non-lactose- 
fermenters and from .18 on one occasion only. Naso- 
pharyngeal and rectal swabs from 88 of the 106 cases were 
submitted to general bacteriological examination. 

Nasopharyngeal swabs -consisted of curved swabs which 
were-passed under the uvula to the posterior pharyngeal 
wall: They were inoculated on to horse-blood—digest-agar , 


, plates, which weré incubated- aerobically. In most cases 


rectal swabs were taken’ through a narrow glass anal 


` cannula for their protection from skin contamination. Cul-- 


ture media used were horse-blood digest agar (one plate 
incubated .aerobically and one anaerobically), horse-blood 
digest agar + 1 in 1,000 chloral hydrate for inhibition 
of swarming- by, Proteus (Gillespie, 1948), plain digest 
agar +.7.5% NaCl for isolation of staphylococci (Chapman, 
1945), and desoxycholate-citrate medium (Hynes, 1942) or 
Difco “ bacto -S z a agar for isolation of_non-laçtose- 
fermenters. TE 

‘No salmonellae or shigellae were isolated from the rectal 
swabs of the 103 cases examined for non-lactose-fermenters. 
Thirty-six of the 88 babies from whom nasopharyngeal - 
and reçtal swabs were taken had, prior to swabbing, either 


-had diarrhoea and vomiting for more than seven days or 


had received chemotherapeutic drugs. They have therefore 
.been excluded.from the following analysis of the general 
bacteriological results. - The swabs from the remaining 52 


. babies were taken in 18 cases on the first or second day 


t l 


~ 





f illness, in 21 on the third or fourth day, in 11 on the 
ifth or sixth day, and in 2 on the seventh day. The 
listribution of organisms in the 52 nasopharyngeal swab 


‘ultures was as follows: alpha- and non-haemolytic strepto- ` 


occi, 48 ; Staph. pyogenes, 30; Neisseria, 23; Bact. coli, 
8; diphtheroids, 7; Haemophilus, 5; pneumococcus, 5 ; 
reasts, 3; aerobic spore-bearing bacillus, 1; Chromobac- 
eriura, 1; paracolon bacillus, 1. The distribution of 
wrganisms in the 52 rectal swabs was as follows: Bact. 
‘oli, 50; Streptococcus, 41 ; Staph. pyogenes, 16; Proteus, 
l6 ; Lactobacillus, 15 ; Micrococcus, 15; paracolon bacilli, 
j; Fusiformis, 3; Clostridium, 2; yeasts, 2; aerobic 
;pore-bearing bacillus, 1. i 

Bact, coli was present in abundance in 47 of the 52 rectal, 
‘wabs. The detailed examination of the Bact. coli strains 
s described below. Organisms of the Proteus group were 
solated from 16 of the 52 rectal swabs, but in abundance 
‘rom only 11 cases. Proteus was not isolated from any 
xf the babies with epidemic diarrhoea of the newborn 
‘Group A) or from those with diarrhoea and vomiting in 
wo other outbreaks (Groups B and C). It was, on the 
sther hand, present in the rectal swabs of all the babies 
in Group D, but it was also present in the seven unaffected 
baby contacts in this outbreak. 

Only seven of the 14 cases with endemic diarrhoea and 
vomiting (Group H) were suitable for inclusion in the 


general bacteriological analysis, and Proteus was grown. 


from the rectal swabs of three of them ; the organism was 
also found in 16 of the 28 baby contacts in the nursery. 
Paracolon bacilli were present in the rectal swabs of five 
of the 52 babies: three of these five were suffering from 
epidemic diarrhoea of the newborn. Paracolon bacilli were 
isolated from the nasopharyngeal swab of one of them. 
Staph. pyogenes (i.e., coagulase-positive staphylococci) was 
present in the nasopharyngeal swabs of 30 and in the rectal 
swabs of 16 babies; in 15 of-the latter it was isolated from 
the nasopharyngeal swabs also. j 


Staph. pyogenes strains isolated from the cases of the first 
two outbreaks (Groups A and B) were examined for phage 
type by Dr. V. D. Allison. The distribution of the phage 
types in the nasopharyngeal swabs was type 7/47 (one 
baby), type 47 (one), type 52A (one), and type not found 
(five) ; in the rectal swabs it was type 7/47 (one), type 47 
(one), type 52 (one), type 52A (one), and type not found 
(two). On account of the variety of phage types in the first 
two outbreaks, and of the low incidence and sparsity of 
Staph. pyogenes in the rectal swabs in general, phage 
typing was not continued. The phage types determined in 
the first two outbreaks were not those commonly found in 
staphylococcal food-poisoning outbreaks—i.e., type 6/47 
and type 42D (Allison, 1949). 


Gale (1944) found large numbers of Group D. streptococci 
with an unusually “high tyrosine decarboxylase activity in 
the stools of cases in certain outbreaks of neonatal diar- 
thoea. A detailed examination was therefore made by 
Dr. P. M. F. Shattock and Miss M. E. Sharpe of strepto- 
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Scanty Group B streptococci were isolated trom the rectal 
swabs of two other neonatal cases in this outbreak. 
Clostridium was found in only two of the 52 rectal swabs. 


Thirty-four stools from cases of diarrhoea and vomiting 
were examined microscopically. Abundant bacteria were 
seen, varying numbers of epithelial cells, rarely more than 
a few leucocytes, and very occasionally a few red blood 
cells. No flagellate protozoa were observed. Stools from 
the 24 cases admitted to gastro-enteritis unit 2 (Group G) 
were examined for Giardia lamblia, each on two occasions, 
by Mr. L. G. C. Maslen, but none was found. The ether 
concentration method was used. 


Blood was taken, at times varying from the second to 
the seventh day of illness, from the internal jugular vein 
of eight babies with Bact. coli D 433 in their rectal swabs. 
Six had severe and two moderate or mild attacks of diar- 
rhoea and vomiting. Cultures were ‘prepared in liquoid 
digest broth and incubated aerobically, anaerobically, and 
under CO, at 37° C. for 14 days. With the exception of 
two contaminated anaerobic cultures, no growth was found. 

In summarizing the general bacteriological results of the 
rectal swabs it may therefore be said that no recognized 
pathogen was isolated, that Proteus and Staph. pyogenes 
(of phage types other than those of food-poisoning staphylo- 
cocci) were each present in about one-third of the cases, 
that Clostridium was rarely found, and that Group D strepto- 
cocci were not conspicuous in the outbreak of epidemic 
diarrhoea of. the newborn. Bact. coli was the most fre- 
quently occurring organism, and, with the exception of a 
profuse growth of Lactobacillus, Proteus, or Streptococcus 
on some plates, it yielded the most abundant growth. 


Serological and Other Investigations of Bact. coli Strains 


Lovell (1937), working on the types of Bact. coli isolated 
from diseased calves, identified his strains by the precipitin 
reaction. Bray (1945), using the agglutination reaction suit- 
able for the identification of the somatic antigen, isolated 
a particular serological type of Bact. coli var. neqpolitanum 
from cases of infantile “summer diarrhoea.” Kauffmann 
and his collaborators, using agglutination tests, identified 


‘the O or somatic, the H or flagellar, and the K antigens 


of the Bact. coli group: the K antigen may be of the 
L type (surface) or A or B types (capsular or surface), which 
are distinguished by their susceptibility to heat treatment. 
These workers were able to establish a diagnostic coli antt- 
genic schema of O groups, subdivided into types and classi- 
fied by their O, H, and K antigens. Giles and Sangster 
(1948) used their techniques for the identification of a sero- 


, logically homogeneous strain of Bact. coli from over 90%. 


of their cases of gastro-enteritis. Detailed information 
regarding the serology of the coli group may be found in 
the review of the subject by Kauffmann (1947) and the 
monographs by Vahlne (1945) and by Knipschildt (1945). 
The methods used by these Scandinavian workers have 
been followed for the examination of Bact. coli strains 


isolated in this investigation. The first strains of Bact. coli 
tn ha invactioated were derived from the outbreak of epi- 
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yn which they ‘were found, the number picked 
ng on the number of colonial forms present. Each 
ras then tested for its fermentation reactions on a 
of “sugars,” the production of indole, urease, ind 
ilization of citrate, Voges-Proskauer and methyl 
ctions, liquefaction of gelatin, gas production at 
and haemolysis (using the method described by 
. Inthis way 178 strains of Bact. coli were isolated. 
bsequent serological investigation of these strains 
described later. 


he preparation of sera, eight strains of Bact:~coli 
from active cases of epidemic diarrhoea of the 
1 (Group A) were used. Six of these strains had 
lated from the rectal swabs of six babies, one from 
opharynx of one of these babies, and one from a 
neous abscess of another of them. This abscess had 
at the site of a subcutaneous injection. These eight 
were chosen because in their biochemical reactions 
ywed some slight variation from one another and 
presentative of other strains found. 


1 were made in rabbits, using as antigen an overnight 
ulture steamed for 24 hours: K sera were made, 
living culture which* had grown overnight on a 
1% glucose-agar plate, a suspension of about 500 
per ml. in quarter-strength Ringer solution being 
d as inoculum. O and K sera were made from each 
‘ight strains. One ofthe rectal strains was motile, 
m this an H serum was made using a formolized 
it broth culture. Thus, a total of 17 sera‘were 
1. Cross-agglutination and reciprocal-agglutination 
on reactions were carried out between these 17 
d the eight strains of Bact. coli used\ for their 
ion. From the results obtained it was obvious that 
the strains were serologically identical; of these, 
id been isolated from rectal swabs and the fourth 
1 from the a nae and rectal swab respectively 
ier baby. 


serological type is referred to as Bact. coli D 433. It 
notile, therefore O and K sera only were used for 
‘ification. It was tested with Bact. coli sera kindly 
| by Dr. G. Vahlne, and was found to be different 
iy of the 25 O groups of the diagnostic coli antigenic 
of Kauffmann, Knipschildt, and VahIne. The 
n is not capsulated, so that the A antigen was not 
‘ed. The presence of an L antigen could not be 
trated, but a B antigen may be present, though 
ork is needed for the proof of this point. Dr. F. 
ann in a personal communication states that he 
Bact. coli D 433 has a surface antigen of the B type 
t both the O and the B antigens differ from those 
z strains in the schema. The strain of Bact. coli 
by Giles and Sangster (1948) was tested and found 
entical with Bact. coli D 433. ° 


itre of the Bact. coli D 433 O serum was 1 in 6,400 
he Bact. coli D 433 K serum 1 in 800. It was con- 
that these titres were high enough to show any 
ses between Bact. coli D 433 and related serological 
hich might subsequently be investigated. All the 
ins already isolated in connexion with the outbreak 
mic diarrhoea of the newborn (Group A) were then 
gainst each of the 17 sera. The results suggested 
ot. coli D 433 might be related to the outbreak in 
was isolated from the nine active cases examined, 
e four cases at necropsy, and from three of 11 con- 
> was not isolated from the two convalescent cases 
lisease or from the four cases other than epidemic 
‘a of the newborn. 
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the investigation. 


o` Sicbicen TONN 123 

The Bact. coli D 433 O and. K sera, already prepared 
with strains from cases of epidemic diarrhoea of the new- 
born, were used for the subsequent identification of Bact. 
coli D 433 among the sick babies and contacts and controls 
of Groups B-L. Material from these babies was plated 
on blood-agar. From all plates on which “coliform” 
colonies appeared four discrete colonies were tested with 
Bact. coli D 433 K serum by the slide-agglutination méthod. 
One agglutinable colony was then ‘taken from each “ posi- 
tive” plate and its characteristics investigated. Without 
serological tests it was not possible to identify colonies of 
Bact. coli D 433 either on blood agar or on desoxycholate- 
citrate-agar plates. If Bact. coli D 433 colonies were over- 
grown with Proteus they were sometimes found to be 
inagglutinable by the slide method. In this‘event it was 
usual to test discrete colonies on duplicate primary plates 
of blood agar + 1 in 1,000 chloral hydrate ; if these were 
not available, colonies subcultured on to this medium from 
the primary blood-agar plates were tested. 


_ In all, 133 cultures of Bact. coli D 433 were investigated ; 
they were derived from clinical cases of diarrhoea and 
vomiting and their contacts. All the strains were non-motile. 
All fermented lactose, glucose, maltose, mannitol, and 
sorbitol, with the production of acid and gas, after over- 
night incubation at 37° C. The fermentation of sucrose, 
salicin, and dulcitol was occasionally rather slower, but 
the majority of strains gave acid and gas in these “ sugars ” 
in four days. All strains were V.P.—, M.R.+, produced 
indole, failed to utilize citrate, gave acid and gas in 
MacConkey broth when grown at 44° C., and failed to 
liquefy gelatin or to produce H,S. The large majority of 
the strains when grown on 10% horse-blood-agar plates 
showed no ring of haemolysis round well-isolated colonies, 
though there was always haemolysis in the area of con- 
fluent growth. “` Bach strain was subjected to the haemolysis 
test; only six strains gave a positive result. All strains 
were agglutinated to titre by Bact. coli D 433 K and O sera. 
Representative strains from each group of babies investi- 
gated were used for absorption tests and completely 
removed all agglutinins to the homologous strain. 


We have already ‘stated that an anaerogenic strain of 
Bact. coli was isolated from a number of newly born 
babies accommodated in the maternity nurseries where 
over a year before epidemic diarrhoea of the newborn had 
occurred. This strain produced acid but no gas in lactose, 
glucose, maltose, mannitol, and sorbitol, failed to ferment 
sucrose and dulcitol, and gave variable reactions in salicin. 
The other biochemical reactions were the same as those 
of Bact. coli D 433. The O and K antigens of the two 
strains were identical, but the anaerogenic strain possessed 
in addition an H antigen and in this respect differed from 
Bact. coli D 433. ~ 


Four motile aerogenic strains of Bact. coli having the O 
and K antigens of Bact. coli D 433 were isolated during 
These strains were derived from the 
rectal swabs of four babies, two of whom had mild attacks 
of diarrhoea and vomiting and were included in Group E 
and Group H respectively. The other two were healthy 
babies. The first of these was included in Group K (healthy 
controls) and the second was among the neonatal babies 
swabbed in the maternity nursery where epidemic diar- 
thoea of the newborn had occurred 14 months previously ; 
their progress reports for 24 weeks after swabbing showed 
that they remained free from diarrhoea and vomiting during 
this period: The biochemical reactions of these strains 
showed no constant difference from those of Bact. coli 


D 433, though two strains failed to ferment maltose in 
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24 hours but did so later. -In view of their motility these 
strains have not been classed as Bact. coli D 433. It has 
not been possible to assess their significance, particularly 
as they have been so few in number. 

Thirteen strains of Bact. ‘coli isolated from calf scours 
` were tested. The biochemical reactions of some strains 
were similar to those of Bact. coli D 433, but all the strains 
differed from it serologically. 

Pathogenicity tests were carried out, using 18-hour broth 
cultures of Bact. coli strains, by intravenous and intra- 
peritoneal inoculation, with and without mucin, of mice of 
various ages and by the intramuscular inoculation of guinea- 
pigs. One strain of Bact. coli D 433, two strains from 
calf scours, one strain from a Subcutaneous ‘abscess, and 
one strain from a healthy child were tested. All the strains 
were pathogenic to animals, but no marked difference in 
' degree of, pathogenicity could be detected between them. 
Discussion l 

Among over a hundred cases of infantile diarrhoea and 
vomiting no recognized intestinal pathogen was detected 
and virus studies of four fatal cases yielded negative results. 
A serological type of Bact. coli, referred to as Bact. coli 
D 433, was first identified during an outbreak of epidemic 
diarrhoea of the newborn in a maternity unit. It was 
present in all of the nine babies available for examination 
during the active stage of the disease. The same sero- 
logical type was subsequently isolated from all of 22 cases 
of diarrhoea and vomiting examined during two outbreaks 
in a mothers and babies’ hostel and one outbreak in a 
residential nursery. The results thus showed a constant 
association between Bact. coli D 433 and’cases of undoubted 
infective origin: ; : ` 

Clinically; the characteristic feature of the cases in these 
outbreaks was diarrhoea and vomiting, leading to dehydra- 
tion. Parenteral infection at the onset was limited to one 
case of bronchopneumonia. The strain was also isolated 
from 21 (91%) out of 23 sick babies who developed diar- 
thoea and vomiting during in-patient treatment in a chil- 
dren’s hospital. ‘In this group only two of the babies 


showed any evidence of parenteral infection at the start | 


of their attacks. The circumstances in this series suggested 
that some, if not all, of these intercurrent cases were of an 
infective type. 

Lower association rates between clinical cases and Bact. 
coli D 433 were found among the routine admissions to 
two gastro-enteritis units: These units accept cases from a 
wide area on the recommendation of medical practitioners, 
and therefore admit babies with diarrhoea and vomiting of 
possibly varying aetiology. In the first unit, six (43 %) of 

_ the 14 cases yielded the strain. The clinical history of five 
of these six babies suggested that the attacks were of an 
infective type. In the second. and larger unit Bact. coli 
D 433 was found in only five (21%) of a series of 24 babies 
admitted with diarrhoea and vomiting. .The strain was not 
detected among the 14 babies examined in a large resi- 
dential nursery. Their attacks of diarrhoea and vomiting 
were insidious in onset, and 11 of them were mild in type. 
The series of cases was spread over-a period of two months 
and appeared to be due to a rise in incidence of the diar- 
rhoea and vomiting endemic in this nursery rather than 
to an outbreak of the disease: it differed, therefore, in this’ 
respect from the sharp outbreaks which were investigated 
among other infant communities. Among a control series 
‘of 208 babies Bact. coli D 433 was not found. 

The majority of the babies in whom Bact. coli D 433 

was present had severe attacks of diarrhoea and vomiting. 


- 
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The relatively large number of severe cases associated with 
the strain may have been due; however, to the selection of 
this type of case for investigation. An unselected series of 
cases might have shown a different incidence of the strain 
in relation to severity. Bact. coli D 433 was in fact found 
in some mild examples of the disease such as those of the 
second outbreak in the mothers and babies’ hostel. © 


The distribution of Bact. coli D 433 was not closely con- 
fined to one area or to one season of the year. The strain 
was found in counties as widely separated as Derbyshire 
and Sussex, and was isolated. during all seasons from the 
winter of 1947 to the summer of 1948. It was not restricted 
to one age group among ‘the cases,’ for the strain was 
present in babies ranging in age from 10 days to 11 months. 
It is interesting to note that Bact. coli D 433 was present 
both in young: babies with epidemic diarrhoea of the new- 


‘born and in older babies with infective diarrhoea and 


vomiting. 

Consideration was given to the possibility that Bact. coli 
D 433 may have owed its’ existence in the stools to some 
common factor in the feeding of those babies from whom 
it-was isolated. An analysis of the:feeds which were being 
given at the time of swabbing and during the previous few 
days showed, however, that the babies had received a 
variety of preparations and ‘several types of added sugar., 
A small number were fully or partially breast-fed: Simi- 
larly, the administration of chemotherapeutic drugs could 
not be held responsible for the appearance of the strain, 
since 42 of the 63 sick babies from whom it was isolated 
had not received this form of treatment. 


A diarrhoeal condition is evidently not essential for the 
existence of Bact. coli D 433; this was shown by the fact 
that the strain was isolated from a number of adult and 
baby” contacts who remained free from intestinal distur- 
bance.- The possibility that the serological. type may result 
from alimentary-tract conditions pertaining to all diar- 
rhoeal states stems to be ruled out by the fact that it was 
not’ found in a number of babies with watery: diarrhoea. 
More difficult to determine is whether. the strain, present 
in small numbers and therefore passing undetected in the 
stools of the normal infant, may grow out freely under 
particular intestinal conditions associated with only certain 
` Before reaching a decision on this 
matter, a readier method than slide agglutination will be 
required for the detection of small*numbers of Bact. coli 
D 433 on culture plates. i 

Relapses are a common occurrence during the course of 
diarrhoea and vomiting. Five babies were admitted to 


gastro-enteritis units with mild or moderate diarrhoea and 


vomiting. While under treatment. they developed severe 
relapses with dehydration. Bact. coli D 433 was not iso- 
lated from them during their initial attacks, but it was 
found in all of them during their relapses. It seems pos- 
sible that the relapses were in fact attacks of infective 
diarrhoea’ and vomiting acquired within the unit anc 
superimposed on some milder primary condition. 


__ In the jater stages of the work a Bact. coli strain closely 
related antigenically to. Bact. coli D 433 was isolated fron 
babies in the maternity nurseries in which epidemic diar 
rhoea of the newborn had occurred more than one yea 
before. It differed from Bact. coli D 433 in the possessioi 
of an H antigen and in producing no gas in “ sugars.’ 
Some of the babies from whom it was isolated suffered fron 
a mild and transient diarrhoea, but they were evidently fre 
from diarrhoea of the severe epidemic type. Four aerogeni 
motile strains having the O and K antigens of Bact. co 
D 433 were isolated from four older babies, two wit. 


i 
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diarrhoea and vomiting and two ‘healthy, The significance 
of these related strains of Bact. coli.cannot, as, yet be 
' assessed, but further work may oring an answer to this 
problem.. 

' Another and more- important sibie is- 5- the possible 
status of Bact. coli D 433, when confirmed by biochemical. 


and serological test, as a causative agent of infective` diar- ' 


rhoea and: vomiting. Its close association: with clinical 
cases in certain outbreaks of diarrhoea and vomiting and 
its absence from control groups of babies’ suggest that. it 
‘may play some part in-the genesis of the disease, | but” fur- 
ther work is necessary before any definite conclusion ¢an: 
be reached.- Possible lines of research are animal transmis- 
sion experiments, pathogenicity ' and toxicity, tests, labora- 


characteristics, closer correlation ‘between. the clinical find- 
ings and the detection of the strain, and studies of: possible 
dual virus and Bact. coli causation. ie ae om 


ae í o7 i es E 
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A clinical and bacteriological investigation’ of infantile diar- 


rhoea and vomiting was carried out. The clinical“mateérial was 
drawn from one outbreak of epidemic diarrhoea of the new- 


born. (Group A), two outbreaks of diarrhoea and vomiting in, ore R 


a mothers and babies’ hostel (Groups B and C), .one outbreak : 
in a residential nursery (Group D), intercurrent cases among, 
sick babies in hospital (Group E), two series of ‘admissions to 
gastro-enteritis units (Groups F and G), and endemic diarrhoea 
and vomiting in a residential nursery (Group H).: i 


No recognized intestinal pathogen was isdlated, and virus 


investigation of fatal cases yielded’ negative results. 


‘Bact. coli sera, prepared from strains isolated .from’:cases:. 
of Group A, led to’ the identification of a particular serological 
type, referred to as Bact. coli D 433.. It was isolated from all 
nine cases examined during life in this outbreak., 


The same sera were subsequently used for the identification ‘ 


of Bact. coli D 433 among the other groups of babies studied. 
It was isolated from all 22 cases (100%) of Groups B, C,-and D, 
from 21 (91 %) of the 23 cases in Group E; from 6 (43 9%.) of the 
. 14 cases in Group F, from only 5 (21 %) of the 24 ‘cases in 
Group G, and from none: ‘of the 14 cases ‘in Group H:- | 

Bact. coli D 433 was not ‘isolated from any of the 208 panien 
of the control groups. DAAT 

Five babies with mild or moderate diarthoea and vomiting 
has severe relapses while in gastro-enteritis units. Bact. coli 
D 433 was not isolated from them during the initial attacks, 
but was present during the relapses. 

Bact. coli D 433 was. isolated from cases in seven counties 
and during-ail seasons of the year. The youngest.baby.in whom 
it was found was aged’ 10 days and the oldest 11 months, ` 


Bact. coli.D 433 was isolated from four of 84 adult contacts, 
and from nine of 34 paby contacts examined i in connexion with 
Groups A-E. : 

Bact. coli D 433 was: not isolated from ae swabs taken 
three to Six months later from 82 infant occupants of nurseries 
and wards in which cases of diarrhoea and, vomiting (Groups 
A-E) had been investigated. Fifty-one newborn babies, occupy- 
ing. the maternity nurseries’ in; which epidemic diarrhoea. of ' 
the newborn (Group: A) had ‘occurred, were swabbed more 
.than a year after the outbreak. From 21 ‘of them an anaero- 
genic motile Bact. coli’ strain ‘was isolated which was closely 
related antigenically to: ‘Bact. coli D_433. Tei of these babies ’ 
suffered from a mild diarrhoea the significance of. ven is ato 
present undetermined. 

Whether the serological, type of ‘Bact. coli fis any aetio- 
logical significance in diarrhoea and vomiting is undecided. _ 
Lines for further research on this matter aře indicated in the 
discussion. Aa K 
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¢ 


it i is usually assumed that the expression “ social medicine ” 

is of relatively recent origin. Dr. René Sand (1948) has 
shown, however, that it was used exactly 100 years ago by 
Dr. Jules Guérin, writing in- the Gazette Médicale de Paris. 


' The idea of social medicine therefore is certainly not new. 


- The only new thing about it is the reawakening of thought 
which realizes that here is something of fundamental impor- 
- tance that has been forgotten in certain circles. 

„If, in the. past,‘ clinicians have forgotten the importance 
of the environment in determining disease, hygienists have 
perhaps been too limited in their outlook and interpreta- 
tion.’ Social medicine attempts to link together clinical 
medicine and preventive medicine in the hope of benefit 
‘to both. It is my purpose to try to illustrate the existence 
of a, common ground between the two. 

“~ If we are to understand fully the meaning of and need 
for social medicine it is necessary to trace briefly the history 


a 


human activity. 

_ Tothe Greeks medicine meant the art of healing ; it 
achiéved importance ‘because of the necessity for cyring 
a sick person of disease. ‘`The emphasis was therefore on 
the treatment, of disease, and little or nothing, was known 
of aetiology. ‘Preventive medicine was certainly studied 
by Hippocrates, and his writings ave full of sound reason- 
ing concerning the spread of epidemics. Preventive- medi- 
cine, however, could make no real advance ‘until the basic 
sciences-of physiology and bacteriology had been developed. 


$ 


of medicine as a whole and its relation to other branches of 


ry.) 
. L. (1943). Amer. J. hbk Hith, 33, 1451. - 


f 


Throughout the Middle Ages no advancement was made in 


* A. paper read to .the West of England Branch of the Society of 
Medical Officers of Health at Bristol on Nov. 20, 1948. 
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our knowledge of aetiology, and treatment was largely 
empirical and often associated with magical and ritualistic 
rites. - The Greeks also developed the idea of health not 
merely as absence of disease but as something to be 
cultivated. ' l 

The word hygiene, meaning “ wholeness of body,” is still 
in use to-day, and is associated with the idea of the produc- 
tion of a greater functional reserve against the encroach- 


ment of adverse: influences by a discipline of clean and’ 


vigorous living. This theme of positive health is well 
illustrated by the words of William Morris: “ First of all 
I claim good health ; to feel mere life is a pleasure ; to enjoy 
the moving of one’s limbs and exercising one’s bodily 
powers; to play as it were with sun and wind and rain ; 
to rejoice in satisfying the due bodily appetites of the 
human animal without fear of degradation or sense of 
wrong-doing: yes, the wherewithal to ‘be well formed, 
straightly knit, and expressive of 
countenance.” 
England was the first country in the world to control 
epidemic disease by the sanitary idea. Advancement in 


"this idea did not of necessity depend upon the knowledge 


. of causation of disease ; indeed, the decreases in epidemic 


disease began before the,germ theory of disease was estab- 
lished as a scientific doctrine. 


mee 
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Public Health : 
The Magna Charta of Public Health was passed in 1875, 


but for many. years after that Sir James Creighton was dis- 


puting the germ theory of disease, and yet William Budd, 
working in this City of Bristol, had already shown ‘the 
practical way in which excremental diseases were spread. 
Sanitary science is now a well-established technique, and 
as such it has its obvious social uses. It should not be 
taken for granted that it is any less necessary or Jess impor- 
tant than it was a century ago. It was perhaps unfortunate 
that the practice of public health was largely divorced from 
the practice of clinical medicine ; indeed, it has been the 
fashion for the consulting physician to regard his brethren 
in the field of public health as belonging rather to another 
and inferior world. 

The general’ practitioner, too, has tended to adopt a 
critically hostile attitude to the medical officer of health, 
and he has often resented an intrusion into the field of 
curative medicine. Certainly there has not always in the 
past been that happy liaison between the two which is to 
the best interests of the community. The public health 
services were saddled with the heavy responsibility of admin- 


diagnosis and the removal of the disease process in the 
individual, and little attention was paid to the study of ` 
man in his environment. 


This is the point of view which has permeated the teach- , 
ing of medicine in many of our universities and medical 
schools. When he first qualified the medical student had 
received little or no training in the conduct of general 
practice. He soon learnt by bitter experience that to attach 
precise labels to disease was often difficult and impossible 
with his limited facilities. He discovered also that man is 
a social animal, and many of the disease processes he was 
called upon to control had roots in social sources, in par- - 
ticular that of poverty and all that is associated with it— 
bad housing, overcrowding, unemployment, and inadequate 
food. 


Adverse Social Factors 


To-day we realize that disease processes can be initiated 
not only by adverse factors in the purely physical environ- 
ment but also by adverse factors in the social environment. 
With the growth of civilization and urbanization the tech- | 
nicalities of life have become more and more complicated © 
and increasingly difficult to understand. The factors which 
make for a healthy social environment are becoming more 
difficult to obtain. A happy family circle, a full and adjusted 
community life at work and at play, a sense of purpose and 
responsibility in thé world—these are of vital importance 
to social well-being. In the troubled times in which we live 
it is small wonder that the psychosomatic diseases such as 
duodenal ulcer and angina pectoris have increased in pre- 
valence; and there are other pointers to psychosomatic 
imbalance, such as the increased urge for tobacco and the 
rise in juvenile delinquency.” 

It is also important to realize that diseases conditioned 
by an adverse environment have often inevitable social 
implications’ and’ repercussions in themselves. Tuber- 
culosis, venereal disease, and: many mental ills are typical 
and outstanding examples of those conditions in which the 
individual has in turn a responsibility. to the community. 

The family physician has always been aware of these 
various factors in the physical and social environment which 
affect the’ health of his patients, and he is equally aware 
that these factors are of profound importance in determin- 
ing health or, disease. Unfortunately, as an individual he 
is not always in a position to correct them, as the causes are 
often dependent upon the social framework and way of 
life of the community. There are, nevertheless, many 
factors in the environment which, it is in our power to 
control, particularly by communal action. They come into 


istering the municipal hospitals—a responsibility which was ‘the realm not only of preventive medicine but also that of 


thrust upon them because the public health service was the 
only administrative machine in existence capable of dealing 
with it. It never was the function of a medical officer of 
health to enter this realm of curative medicine, and the 
recent steps taken to put these services under a separate 
authority are logical and necessary. 


Side by side with the study-of the environmental factors 
whieh affect health there was simultaneously a concentra- 
tion of study on the disease processes in the sick individual. 
Diagnosis, which had formerly relied entirely upon the 
skill and experience of the physician at the bedside, became 
more and more dependent upon the intricacies of bio- 
chemical investigation, radiographic analysis, and the like, 
and the pathology of internal disease developed pari passu 
with the use of the microscope and the advancement in 
histological techniques. The era of internal medicine had 
arrived. Almost the whole of the resources of clinical 
medicine as practised in hospital were centred upon 


curative medicine. 

When we consider the effect of environmental, factors 
upon health we find ‘there is no hard-and-fast line between 
prevention and cure.- The use of the term “preventive 
medicine ” in this sense is therefore limited in its scope ; 
the term “corrective” is perhaps more suitable. In America, 
according to Smillie, the term “ preventive medicine ” has 
an even more limited application. It is used to describe 
those activities in the prevention of disease which are the 
direct responsibility of the individual, and “ public healt = 
serves to denote those factors which are a responsibility of 
the community. However we define these terms it is clear 
that the physician in practice has an obligation to his patient 


‘and to the community to prevent illness and to promote 


family and communal health, and for that reason full diag~ 
nosis and adequate treatment are impossible without a, 
knowledge of the social and economic factors which 
influence the life of the patient. 
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- “Internal” and “ External ” Medicine | 

> thing is clear: the term ‘ ‘medicine ” as used in its 
, sense to-day is no longer limited to the art of healing. 
ludes the prevention and ‚treatment. of disease,:and 
within its compass the study of the basic sciences of 
ny, physiology, and pathology as well as the healing 


- Clinical medicine and surgery. It also includés within 


ype the factors which promote health. There is no, 
dividing-line between health and disease—the one 
s imperceptibly into the other.; and I must stress the 
that there can never be watertight compartments in 
ine. There is a need for stressing the importance of 
nment in medicine, because in the teaching schools 
hospital practice this has often been forgotten. me 
1l this “ external mercie: ai 
what way does “internal medicine ” differ from 
al medicine ? Internal medicine has for, its back- 
i the study of the internal anatomy’ and physiology 
individual and the elucidation of. the changes which 
lace in disease and their internal causes. It is con- 
. with the diagnosis of the disease.condition and with 
atment of disease by the correction of the deranged 
nisms of the body, whenever possible.. External 
ne, on the other hand, has for its background the 
of social structure and social. pathology ; it is con- 
with 'the ultimate aetiology of disease and with those 
which ‘promote health.: It aims at the control of these 
| both by individual and by communal action. 
ar as research and investigation are concerned we. 
> two lines of development. The high-power research 
laboratory has centred largely upon. internal medi- 
nainly because the immediate results have been ‘of 


al value to the patient. ‘But original research ,and 


ration in external medicine, apart from’ epidemiology, 
een haphazard and have lacked organization and co- 
tion. With a few exceptions, what has been done 
ually been carried out by individuals working alone. 
sourse of busy routine work: But research in external 


ne more than in any other branch requires team- | 


organization, the use of statistical method, and survey 
jue. In'the past undoubtedly valuable contributions. 
een made by medical officers of health ; but as their 
2came more and more absorbed with routine Eat sO 
pportunities became less. 

result is that our knowledge of disease processes in 
dy and our advances in diagnostic technique have 
wn our knowledge of aetiology. © ; 

practitioner of medicine must be a complete doctor ; 
st study and consider all factors affecting health, 
l and external. Sir William Osler,.one of our great- 
icians and a prolific writer on internal medicine, was 
great exponent of the value of external medicine. 


' Definition .of Social Medicine 
. these ideas in our minds we are now in a position 
a definition of social medicine and to Sem onstinte 
vities. 
il ‘medicine is- the andy of those siiret 


which affect health, and the application of that study , 
. 'effect by the use of special devices: this is particularly 


benefit of man. It has two main applications: 

use of this knowledge for the benefit of the indivi- 
oth in health and ‘in disease’: this is a responsibility, 
ly of the physician and surgeon but of each indivi- 
2) The use of this knowledge on a community basis: 

a responsibility of the community and has been 
in the past as “ ‘ public health ° 2 or “ State medicine.” 


_ The term ‘ “environment ” is used heré in its very wides 
sense, to include not only the physical and social environ 
ment but also the study of heredity and genetics in thei 


-effect upon human. health ; and by the term “health ” i 


implied “ optimum health,” and not just the absence o 
‘disease. ‘Clearly we cannot be limited in our conception o; 
‘the communal aspects of this branch of medicine. u 

From what has been said it is: not possible to separat 
preventive from curative and individual from communa 
medicine. It may be asked why it has been: necessary tc 
reintroduce the term “ social medicine” at all. I think the 
answer lies in the fact that the older terms “ public health ’ 
and “preventive medicine ” are too limited in their scop: 
.to define, adequately the branch of medicine which I have 
described ‘and which has definite claims to ‘be regarded ‘as < 
distinct branch. It also indicates the importance of the 
social environment as distinct from the purely physica 
environment. Unless we take into account’ all factor: 
affecting health, our efforts to improve social evils may 

cause more harm than ‘good. Thus Dr. Mannheim (1948) 
has'shown that in Cambridge there is a much higher rate of 
juvenile delinquency on the new housing estates, just as 
Dr. M‘Gonigle at Stockton-on-Tees found a higher death 
rate in a population which had -been moved from a’ slum 
area to a new housing estate. Rehousing in itself is no 
cure. for social evils. l l 

Clearly there are many factors not mentioned in the 

Public Health Acts which affect health, and it is difficult to 
envisage any field of human activity or endeavour that 
does not have its repercussions upon the health of the 
individual—agriculture, the Road Traffic Acts, the employ- 
ment of labour, town planning, crime, finarice, sport, and 
even politics. It is this common.interest which brings social 
medicine in relation to so many phases of human activity. 


Mortality Statistics 


. One of ‘the basic’ sciences of social medicine is that of 
social pathology, just as the basic science of clinical medi- 
cine is human pathology. Its function is to study the dis- 
orders and ills dependent upon a communal life. The idea, 
however,-is certainly not new. One of,the greatest accounts 
of social pathology was that written by Edwin Chadwick 
(1842): This was, however, largely concerned with the 


- physical environment. Much of the information on the 


-adverse effects of environment can be ascertained from the 
study of. mortality statistics, first instituted by John Graunt 
and later developed by, William Farr. Our information on 


-communal mortality is contained in the Registrar-General’ S 


Reports. Perhaps the ‘most important of all these is the 
Decennial Supplement on Occupational Mortality for 1931. 
Although this document was not published until 1938 it 
constitutes the most complete account in any country of 
mortality analysed by ‘occupation and social class. The 
technique of the analysis of mortality statistics has been 
described- by J ohn Ryle (1948) as the “ social post-mortem.” 

_ It is‘easy to arrive at'erroneous conclusions from a study 
of mortality statistics. The’ Registrar-General has made 
every endeavour to eliminate these from the purely statis- 
tical point of view. He is able, for example, to measure 
the effect of an ageing population and to counteract this 


impoitant in such diseases as cancer-and heart disease.. He 


is not, however, able to measure changes in the fashions 


and trends ‘of diagnosis. We know that there have been 
considerable changes and itiaccuracies in diagnosis in 
recording the cause of.deaths. This may make considerable 
differences in such diseases as bronchogenic car¢inoma and 
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the leukaemias. An interesting example.is seen in the chang- 
ing trend of diagnosis between nephritis and essential hyper- 
tension, which has recently been analysed in cotton-workers 
by Platt. 3 * 

The value of mortality statistics lies not so much in their 
Telative accuracy as in the fact that they are pointers to lines 
of more detailed. study, and research, lines of study which 


f 


"+ should give vitally important information on the causation 


of disease. It is clear that for their correct interpretation 
one must have some knowledge of disease processes in the 
body. There is no doubt that here is common ground: for 
social pathology and internal pathology, and’the one. can 
make good the deficiencies of the other. f 


The morbid anatomist is too often apt to regard his 


” material as characteristic of the population as’a whole. 


` 


Usually, however, his material is highly selective and is 
based on a very small sample of the population. On the 
other hand; the information which is gleaned by the social 
pathologist very often includes.the whole population. The 
wise pathologist will not limit his activities to the field of 
morbid anatomy. He will combine the studies of experi- 
mental and social pathology and endeavour to correlate the 
findings of these techniques. But the use-of such methods 
is still in its infancy’; that is why I look to the future to 
see the incfeasing use of morbidity and mortality statistics 
as research tools of the social pathologist. 


Infant Mortality 


If we attempt to analyse mortality we find that it is 
greatest at the extremes of_life. Jn infancy and old age 
the individual is less adapted to withstand adverse environ- 
mental factors. The infant mortality rate has often been 
used as an index of the healthiness of a community, and 
there is a considerable differential class mortality, the 
mortality rate being considerably higher in the lower social 
groups. This information has been analysed in detail by 
Titmuss, who has shown that this differential class mortality, 
contrary to what is usually assumed, is, if anything, 
becoming more pronounced. ~I would draw attention to 
the fact, however, that mortality in the second year of life- 
is probably a more sensitive. index of environmental factors. 
Thus the mortality rate from measles during the second 
year of life is 19 times greater in the lowest social class than 
in the highest. i E 

I would here like to-draw attention to an interesting 
feature of infant mortality in relation to the occupation of 
the father. When we consider those occupations which are 
connected with the highest infant mortality, are we right 
in assuming that, the social way of life entailed by those 
particular occupations is responsible for the high loss of 
infant life, or are. there genetic influences at work ? Also, 
are there. sufficient numbers from- which to draw any 
significant conclusion ? 


As one would expect, there is a very ‘high mortality 
“amongst the infants of labourers, costermongers, and similar 
groups. Three occupations, however, ‘show a high infant 
mortality where one would not éxpect it to occur. These. 
‘occupations are sugar-confectionery makers, retailers of 
sugar confectionery, and'salesmen of sugar confectionery. I 
‘shall leave you to decide whether there ‘is any real signifi- 
cance in the association of a high infant mortality with. 
employment in the sugar confectionery trade.. 
There are, of course, not only diseases of poverty ; there 
are also diseases of affluence. Thus gout, diabetes, and 
particularly cirrhosis- of the liver show a greater mortality 
in the higher social classes, and in publicans in particular. 
It is interesting to note that a considerable fall in mortality 
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in these diseases occurred during the war, a fall which was 
not shared by our neighbours in America. And what of 
the diseases of worry, the so-called psychosomatic affec- 
tions, of which duodenal ulcer and angina are important 
examples ? Surely there is-some significance in the observa- 
tion that the mortality has increased during the last few 
years and that it is greatest in the higher social classes ? 

I shall not attempt to discuss all the possibilities envisaged 
by these observations, but hope that they will stimulate 
others to search this fascinating publication, the Decennial 
Supplement on Occupational Mortality, for further informa- 
tion, and perhaps,even to pursue their own inquiries into 
the aetiological relationships suggested by this technique 
of the “social post-mortem.” Personally, whenever I pick 
up some occupational mortality supplement I never fail to 
find something new and exciting. 


i 
x 


Duties of Medical Officer of Health 


In 1925 the Ministry of Health issued a memorandum on 
the duties of the medical officer of health, and in it appears 
this sentence: “He should endeavour to acquire an accurate 
knowledge of the influences, social, environmental, and 
industrial, which may operate prejudicially to health in the 
area.” ` . 

So far as the study of the occupational influence is* con- 
cerned it remains virtually~an unexplored field to the 
medical officer of health. He has therefore a great part 
to play in the development of this idea, and a fresh sphere 
of opportunity awaits him. The loss of the millstone of hos- 
pital administration can only be to his ultimate advantage, 
for in that way he is left free to investigate the environ- 
mental factors which affect health. The opportunities will 
present themselves, but to make full use of them he must 
go to the homes of the people and ‘become more closely 
associated with the activities of clinical medicine. , The 
formation of practitioner ‘health. centres should provide 
a great opportunity for him in this respect. The only way 
to obtain the final answer on’ the aetidlogy of many disease 
conditions-is to study man in his environment. This is 
no new idea; it was expressed by Ramazzini in 1705 in 
words which might be applicable to-day: “For my own 


. share I have done what I was able to do and thought it 


no indecency to step sometimes into the meaner sort of 
houses, especially now that almost all physic is reduced to 
mechanism and the schools sound of nothing so much as 
an automaton or machine of the body, the shops and houses 
of tradesmen are the only schools in which. we can find any 
satisfactory knowledge of these matters.” 

Two important and stimulating addresses on the impor- 
tance of this idea have recently been given—the first by 
Professor Parry (1948) in his Presidential Address to the 
Society of Medical Officers of Health, and the second in 
a broadcast in the Third Programme by Dr. Cohen (1948) ; 
perhaps Professor Parry will forgive me if I make a com- 
parison -between the two: Professor Parry has indicated 
how important it is that the medical officer of health of the 


future should become more clinically minded and have 


opportunities’ for visiting the homes of the. people 
Dr. Cohen, on the other hand, has shown how meagre is 
our information on the social sciences, how little we reall} 
know, of the way people live, and the need for a science o! 
society. There is a woeful lack of data'on which to base ¢ 
scientific approach to the planning of health services and ar 
absence of any kind of research organization in publi 
health departments., 

One would have thought that such organizations wer' 
essential before we could even begin to ,find the answer 
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to some of our epia problems. ‘I hope that” in- the “So far I havé confined ayit to a study of mortality ; 
future the Minister of Health will make some constructive’ that does not mean that the causes of ill-health are not 
proposals enabling public health departments to set up | ‘important. In the. words of Dickens: “It concerns a man 
machinery for sociological investigation, for this is urgently more to-know the risk of the fifty illnesses that may throw 
_ needed to answer some of our immediate practi¢al' prob- . him on, ‘his back than the possible date of the one death 
lems, quite apart from the more fundamental research into. ` that must come.” | It is over fifty years since Sir John Simon 
aetiology, which must .be carried on by’ university depart- recognized the ‘importance of ‘information on morbidity 
ments of social. medicine. Nor must we be cheese-paring ``. Statistics and advocated their use. We still have' no organ- 
in our demands: this type.of research requires teams whose ` ized means of obtaining such information. 
sole function is‘ research and whose time, 1S not POENE 
with-routine duties... >- COT E 


kS 
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Important Aspects 
, sa Statistical’ Method - a ` ‘This conception of social medicine would not be complete 
It is clear that. false conclusions and deductions can aiise. ae at T not indicate in, some degree ‘the emphasis to be 
_ from the observations of one man.alone, and.it was not P ce E u i r as akan ee are Woks wao would 
| until the statistical method was applied to the measurements. . P aar $ a. Pe ae app pangs an benent of the 
of morbidity and mortality that any, real advance was made. : : e. gen R le himself a ee ae n AE 
Unfortunately similar mistakes are perpetrated to-day, and aii erience and Pa Acct wrote of sone : pea = chic 
medical men in particular-are very ‘prone. to generalize from: SP has clab De eee 
results of their own often limited experience. That is why country, has ¢ldborated the importance of social medicine 
I regard the use of the statistical method of the utmost : in its clinical application. He has nevertheless indicated 
aportan i the study ol social medicine Y jy that the aspects associated with the community and its’rela- 
5 H tion to`health are possibly, of even greater importance. It 
| ee prin a e oe peter Phares is clear that our eso of social medicine must include 
Ww 
meagre nor unsatisfactory, but physicians great or small hanth, oca ona. — hep phil reco 
cannot assess group experience without resort to a calculus _ humanitarian principles so long practised by the good 
-of groups which must be statistical.” 'One has only to glance -family physician. i 
through the sections on ‘aetiology in’some of the earlier’ text-. - Th doubt that ih 
books of medicine to realize the importance of ‘this state- ere is no doubt ‘that the occup ational environment i$ 
ment. There are mistakes the origin of which can be traced of supreme importance, but it seems to me that the relative 
back to the ‘limited observations of ‘one man. Such ee at ndugal toxicology in the causation’ of 
‘mistakes are ‘copied from textbook. to textbook, and once > sbi tin and eae has been Eee ee ana ma 
they have appeared in' print ‘théy are more than difficult ascinating And exciting to Tead about sro ung ana 
o eee adeno -day some’ are st ill retaine d” The manganese ‘pneumonitis, but disease arising from such 
recorded observations on ‘normal ranges ‘of physiological ' SDECUIG “POISONS 19 extremely pare Compared: Wit tne com 
variations'in groups of'human beings are also in a very O? sprees saben aa ee and die. uae occu- 
‘chaotic state, and, apart from Price-Jones’ s research into n BOW a DEO mortality rato becauseof the social way 
the size of the red cell, there has been very little real work ni a a by those OE ations, This is proved 
done on a statistical conception of normality. The Grant ©” i ok Ae a a great P ae ations the high 
_ study at Harvard is an attempt to remedy ‘this. When We. oe ty o ss Snares DY TRE WIVES Wie ae 
' look for an organized ` science of aetiological relationships SUD ICE TO 0e Nezeree OF a same SOCIA] eavronmen| DU 
i ‘we can see that it is heavy with hypothesis and dismal with ` Zi eget “pene Fi aaa eave Pras are 
uncorrelated observations. Practical success in the preven- the. sera ae ae a ss ot ae ri mor x cf i 
' tion of disease depends upon advances in our understand-” ie and keb p t a ysiq ind ee exaniple, tailoring, 
ing of causation. As Seiglitz has pointed out, ‘there are. : aa am ae conti 
' predisposing, provoking, and perpetuating factors in disease, - ° 
| all of which come under the heading pathogenesis, and there ae ere , Conclusion - ` 
' is rarely one single aetiological factor. I-am certain that -Ina free- society our ‘aims must be to provide a healthy 
| it is fundamentally wrong to think of a single caitse. in environment and to ensure that all possible measures are 
| aetiology. Tuberculosis provides a very good case in point.: ‘taken: to secure freedom from ‘ disease. Each individual 
| It'may be caused by the tubercle bacillus, but, in terms of' ‘must be left free to devélop according- to his own needs and 
| practical politics, génetic;, nutritional, and environmental requirements. The idea-that there should be any dragoon- 
| 
| 


i eee 


factors are of considerable importance in determinirig the ing into health savours to me of the Nazi doctrine: hard 
onset of disease. How else can we explain the fact that physical exercise is not-the only way to achieve optimum 
some individuals can remain perfectly healthy despite heavy health.- That is-why I am always a little suspicious of those. 
and repeated exposure to the tubercle bacillus ‘and yet others individuals who talk about positive health., 
‘require only a minimal exposure to produce a widespread, : I regard social medicine as a philosophy .which should 
and extensive disease process ? Very often the predisposing ' ‘permeate all branches of medicine, for its implications 
and perpetuating factors are. of greater importance than the cannot be divorced from any branch of medical learning.- 
provoking factors.: - § 24: 1% ~ ‘It is a‘branch of medicine also which provides a connecting- 
“Of all diseases which require detailed investigation, none link with the wider humanities. In the teaching of medicine 
| is more important than tuberculosis. Here is a disease of the accumulation of facts has been pursued, to the neglect 
‘which we know the predisposing, provoking, and perpetu- ’ ‘of the study of man in his environment. The liberal and 
| ating factors in its causation; and yet it remains the most intellectual structure of medicine and the: humanism of 
‘important cause of death in young people. In females in medicine are often lost in a welter of technical detail. It 
this country aged 15-20 it still accounts for 40% of deaths. is “well to remember that the great pioneers of social 
i There can be no more important study than the social - medicine were men of liberal education and wide outside 
! medicine of tuberculosis... + — . ` interests. They were interested in men as part of humanity. 
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If I were asked to define social medicine concisely I should 
answer: “The study of man within his environment, to 
give him life and to give it more abundantly.” 


bad 
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THE AGE OF THE MENARCHE 


A BY 

DAGMAR C. WILSON, M.D., M.R.C.P., F.R.C.0.G. 
D.P.H. 
AND 


IAN SUTHERLAND, M.A., D.Phil. 
(From the Institute of Social Medicine, Oxford) 


During the past century there has been a general tendency 
for European children and adolescents to grow with increas- 
ing rapidity, so that at a given age they are now taller and 
heavier than children of 50 years ago. This effect is also 
found in the more privileged classes compared with the less 
privileged, and has been ascribed to better nutrition 


, (Morant, 1939). Studies of London school-children reflect 


a similar secular change in growth (Daley, 1948). The 
possibility that earlier sexual maturity may be associated 
with this accelerated growth in stature and weight is a 
matter of some social importance and has led to the present 
inquiry. , l i 
It is generally accepted that the development of sexual 
maturity is influenced both by heredity and environment 
and, more directly, by the action of pituitary hormones on 


the thyroid gland and gonads. H. Hogben, J. A. H. Water- 


house, and L. Hogben (1948), in a noteworthy contribution 
to the study of puberty, have discussed the salient features 


' concerned in the process of full development. Ellis (1948) 


has shown that when comparing growth and nutrition in 
groups of boys and girls the stage of sexual maturity of 
the individuals concernéd is almost as important as their 
chronological age; he has suggested a simple clinical 
grading for the use of school medical officers. , i 

The onset of menstruation, now usually referred to as 


the menarche, represents, to the individual girl a very’ 


definite point in time, which can be accurately determined 
retrospectively within a few years of its occurrence. No 
other aspect of sexual maturation, whether in girls or in 
boys, is so striking. Thus, although the onset of menstrual 
periods is only one aspect of a complex developmental pro- 
cess, information regarding it can be obtained quickly and 


, reliably. For these reasons the present study is confined 


to sexual maturation as exemplified by the age of the 
menarche. 


Observations in many different countries show that — 


groups differ in the average age of the menarche. A number 
of associations between the age of onset of menstruation 
and environmental influences have been stressed by several 
investigators. (1) It has been stated that town girls on an 
average menstruate earlier than country girls. (2) Associa- 
tions with height and weight have been demonstrated. (3) It 
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has been asserted that girls nowadays are menstruating on 
an average at an earlier age than did their mothers 
(Kennedy, 1933 ; Pryor, 1936; Michelson, 1944), The present 
investigation was ‘planned to consider afresh these three 
suggestions. 

` Data 


Data were collected from nine secondary girls’ schools, 
of which three are in Oxford City and the other six in 
Oxfordshire. The schools draw children from a variety 
of social and economic environments. The information 
included the present ages, heights, and weights of the 
children, together with a record of whether their menstrual 
periods had started, and, if so, of their age at the time of 
onset. In order to be sure that the samples were repre- 
sentative of the geographical areas served by the schools, 
children were included only if they had been resident in 
the area for at least three years preceding the menarche or 
the date of the inquiry, whichever occurred earlier, At 
one city school the information was available only for those 
whose periods had already started. In all, records were 
analysed for 1,338 girls between the ages of 10 and 19—572 
were from city schools and 766 from country schools. Of 
the total, 604 had not started menstruating when the inquiry 
was made. . 

City and Country Schools ` 

The age of onset of menstruation ranged in individual girls 
from 9 to 18 years. The average age of the menarche among 
the children who. had attained it was 13.23 years. In the three 
city schools the figure was 13.4 years and in the six country 
schools 13:09 years. However, in each school a substantial 
proportion of the girls had not started menstruating, and this 
fact makes the average ages quoted above dependent upon the 
age distribution of the children in the various schools. Schools 
with a higher proportion of older girls will naturally return 
a higher mean age at the menarche among those whose periods 
have started. This effect is shown in Table I: f 


TABLE I.—Age of the Menarche in City and Country Schools 






Average Age of 


Average Age of All 
Menarche i 


Children 





City schools . SS 13-40 years 14-03* years 
Country schools .. 5a 1309". 13-70, 
+ All schools 


13:23 ,, 13:833 ,, 


* Two schools only. 


It is evident that the apparently lower age of the menarche 
in country schools may express no more than the younger 
average age of the children at those schools. The point was 
tested explicitly in the following manner. It is possible from 
the data to calculate for each birth anniversary the percentage 
of girls who have started menstruating by that age. The 
information for every girl who has passed the particular birth 
anniversary, whatever her present age, may be used to contri- 
bute to the calculation of this percentage. Table II shows 


TABLE II.—Percentages of Children who have Attained the M enarche 
by Various Ages in City and Country Schools’ 





2 City Schools 6 Country Schools 
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such percentages for city and country children. - The “ median ” 
age of the menarche—that age at which half the girls have 
started their periods—when estimated graphically is almost 
identical at about 13.6 years in the two groups. Nor is there 
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“ any suggestion of a, greater spread in the age of the menarct 
among one group of children than among the other. There 
thus no apparent difference between the children from tov 

~ - and ‘country in oe of age at the menarche. 


All Ages 


" Height and Weight 


Table IN gives the mean heights and weights of all t 
children studied according to their present age and their a 
. at the menarche. The data for those children whose perio 

š ' had not started are analysed according to their present a 
| | The most striking. feature of the table is the considerat 
greater mean heights and weights among those who ha 
menstruated compared with those of the same age who ha 
` calli not. Where weights alone are concerned the frequent plum 
) ness of girls at this phase of life has long been a famil: 
observation. For children of 11 or 12 the difference in avera 
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fot e 1a, pegtony t> height is about 3 in. (7.5 cm.) and in weight about 25 
= y- (11.3 kg.). For children_of 14 or 15 the difference in me 
a height is about 1} in. (3.75 cm.) eng in weight about 17 | 
= (7.7 kg.). 
4 Sensas z i The columns of the table give some indication of the w 
= [el IANS > Ge as Com in which, present height and weight depend upon the inter 








since: the menstrual periods started. There seems to be lit 
or no variation in present height according to the inten 
since: the menarche. There is a slight tendency among t 
younger girls for those who first menstruated recently to ha 
lower weights than girls of the same age who first menstruat 
earlier., It is. quite evident, however, from the figures tl 
growth is much slower after the menarche, and that there mt 
be a considerable spurt in growth shortly before or arou 
- the time of onset of the menstrual periods. 
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' Mothers and Daughters 


‘At one of the city schools it was- possible to arrange | 
\approach to.the mothers of the girls who had already menstr 
ated, and to obtain, in confidence, information regarding t 
age of the mother at her menarche. The mothers of 54 gi 
were involved. The mothers of two were dead, and it was n 

. possible to get in touch with the mothers of three others. 
f brief explanatory questionary was posted by the school medic 
, Officer to the. mothers of the remaining 49 girls and repli 
were received from the mothers of 41.. Mother and daught 
_ were given a common code number by the school authoriti 

and so in each instance the difference between the ages 
menarche could be determined. In this way genetic differenc 

were allowed for to some extent. 

‘Table IV shows the “distribution of the differences in ag 
‘at.the menarche. In 16 instances the daughter was older th 
the mother ; in 16 instances the moter was older than t 
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Tape IV. —Age of M other at the M arche Minus Age o ‘Daugh 
t -at the Menarche for 41 Daughters (39 Mothers 7 
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daughter.; and in nine instances the ages at the previous birt 
day were identical. There is no evidence from this admittec 
` small sample of any decrease in average age at the menarche 


Discussion 


-i The negative findings in the first and third parts of ti 
inquiry, are not necessarily inconsistent with earlier findin; 
' The: „association between height and weight and the age 





ae Meee Mee ee ‘Sg. / the menarche, which appears so clearly from the figu 
Saf Hg; e2] |as presented here, suggests that nutrition may be an importa 
SEs o firivrir: (gk aa ge 38 factor in sexual development, and the adequacy of nutriti 
age gaand abn i ea leg oo sa could well differ as between town and country or betwe 
Adtdddade aflat a= g5 . one generation andthe next. In this instance it is doubtf 
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if E E differences i in a àutrition do occur between the ~ As’ yet no provision is made for this ‘information on the 
children in the various schools, where milk and meals are Ministry of Education’s new school medical record card. 
provided, or in their homes, where the, dietary is both’ This omission should clearly be made good. x 
uniform and adequate as a result of equitable rationing 4. A small number of mothers of a more favoured social 
during the past nine years. The ‘mothers who were . group were compared with their children in respect of ‘the 
approached regarding their own age at the menarche were age of' menarche. There was no apparent tendency for 
drawn from favoured social groups, and it is unlikely that the children to start menstruating at an- earlier age. 
‘the mothers’ nutrition differed greatly from that of their 5. It is suggested that the negative findings (1) and (4), 
. daughters. It is unfortunate that the planning of a similar which fail to confirm the work of earlier investigators, may 
inquiry among mothers in poorer homes would probably be arise from the comparable nutritional status before or 
hampered by prejudices associated with the subject. during adolescence, in this: country, of the groups involved. 
_ The figures in Table HI confirm the conclusion of Ellis 6. There is no evidence ‘that the height and weight of. 
(1948) that the stage of sexual maturity is as important in girls aged 17 and 18 is in any way related to the age-at 
assessing growth as.is chronological age. It is noteworthy which they first menstruated. á 
that. no entry relating to the age of the menarche is at l 
present included in the, new school medical record card of sae Ty otitis ats ae oe ie authorities 
the Ministry of Education. Ifthe physical growth of girls County of Oxford, to Dr. Isabelle Little in particular, and to the 
is to be adequately- -assessed this omission will need to be mothers of the girls for their help in obtaining the necessary data, , 
remedied. yi , K P 
‘Shuttleworth (1937) presents ' individual awik curves ^ A BFERENCES 
of 10 girls who first menstruated between 10 years 7 months Raley a Rae ie 19, 2A. dh., 23,17. ` 
and 11 yeàrs 3 months, and of 10 girls with menarche Hogben, H.; Waterhouse, J. A. H., and Hogben, L. (1948). Brit., 
between’ 14 years 5 months and 15 years 2 months. The eee Wi T Obstet Ginac: BAL Emp- '40, 2. 
first group were on the average taller during the period -Michelson, N.,(1944). Amer-J, phys. Anthrop., 2, 15 1. 


from 81 to 12 ‘years ‘of age than those in whom the men- „Moran, G. EA ass ee aaa Europe., London. 
. . eta 
aiche occurred later. There was a rapid decrease in rate Shuttleworth ee hah, Monograph of the Society for Research 


' of growth in stature after the menarche. “Those whose in Child Development, 2, No. 5, National Research Council, 
menarche was later continued to grow after the girls in ~ Washington. = a « : 
_ the earlier group had practically ceased and in the end were. 


taller. Our ‘findings do not confirm this last observation. , ws, 4 to 
Table V summarizes the figures of Table m for the 47 girls OBSERVATIONS ON THE’ TREATMENT 


E TABLE V.—Mean Heights and Weights of Girls ee 17 and 18 OF INFANTILE GASTRO-ENTERITIS 


According to Age of- the Menarch g 



















BY 
Age of the Menarche No. of Girls ~ ‘Mean Height C. Z AHRA NEUMANN, M. D., D.C H. M. R. C.P. 
aa 5 Ue ee a3 Ib m i (From the Royal Malta University) ` l ; 
{4-15 “a 7 1- 2 119-9 1b. 3 ._ = 
Sete EN ee ee ioe The aetiology ‘of infantile gastro-enteritis is still -far from’ 
All ages .. -- 47 1203: 10: . clearly understood. In a proportion of cases met with in 





7 7 Malta, especially in our hot summers, the disease is almost ` 


aged 17 and 18. There is no consistent tendency for those certainly of infective origin, but the nature of the causative 
whose mendrche was later to be either. taller or heavier than . organisms is 4 matter of acute controversy, as it has been 
those who first menstruated earlier. , impossible to incriminate any specific agent except in some 
, . ! cases belonging to the dysenteric, enteric, and salmonella 
pon f RE group of diseases. Bacteriological examination ‘of the stools 
l Conchisions i ` of healthy and sick babies has disclosed no qualitative dif- 
> Data concerning the age’ of the menarché were obtained ' ferences ; indeed, some paediatricians have held that gastro- 
from 1,338 girls (604 of whom, had not, yet’ started their enteritis was not provoked by any specific organism but 
periods), between. the ages of 10 and 19, attending three that it originated from the invasion of territory normally 
secondary schools in Oxford City and six in ‘Oxfordshire.’ ‘sterile, such as the upper reaches of the. small intestine 
These schools ‘cater for children from a variety of social (Moro, 1916; Blacklock et al., 1937). Others have postu- 
‘and economic environments. . . lated a virus infection and offer as evidence the observation 
1. No differences in the age of onset of eer periods that epidemics of gastro-enteritis and of colds seem- -often 
could be detected between children attending the town and to occur together (Gunn, 1944).- From the study ‘of some 
country schools. The median age (that at which half of ` 400 cases Sevitt (1945) concludes that paracolon and 
the girls had started menstruating) was 13.6 years. The. proteus bacilli are responsible for many cases of infantile 
' age ranged | in individuals from 9 to 18 years. ` | gastro-enteritis. The disease may not represent a single 
2°-Girls who have not started menstruating are consider- entity, but may be the resultant of a number of different 
ably shorter and lighter than their fellows of the.same age agents. © | pA 

_ whose periods have started. On the other hand, there is : fe ote a ae 

little difference in the mean heights and weights of the latter An Explanation of the Mechanism of Enteritis 
groups when subdivided according to the interval since the “If the rapid and abundant loss of fluid which is the 
menarche. It is concluded that there must be a considerable . cardinal sign of gastro-enteritis originates from: the intestinal 
spurt in growth before or around the age of menarche. ‘vascular plexus it must imply quite an ‘abnormal perme- 
3. The close relation with height and weight means that ability of the capillaries: Although many factors may con- 
information on the:age of menarche is essential for the tribute: to: produce this exaggerated leakage, it is reer 

. adequate assessment of physical growth in adolescent girls. that histamine ranks high on the an 
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Histamine is a disintegration product of the amino-acid 
histidine, and the conversion can be. effected by a variety 
of organisms acting on proteins; appreciable quantities of 
histamine are found in the stools of mammals. Experi- 
mentally, if administered in suitable amounts it is able to 
induce vomiting and diarrhoea, often with strong colicky 
pains, The effect is transitory owing to ‘a rapid destruc- 
tion of histamine by various agents, among which is the 
ferment histaminase, and perhaps also by a compensatory 
discharge of adrenaline (Feldberg, 1941). 

Analysis of Some Methods of Treatment 


If one bears in mind how many different methods of 
treatment have been proposed for enteritis, most of which 
are successful in at least some cases, one can reason that 


it is by no means essential to kill any Da cecne organ- - 


isms in order to cure the disease. 


Castor oil will often clear a mild diarrhoea in a matter of 
hours, and it can do so only by the rapid excretion of the 
irritating agents ; its antiseptic powers are of course negli- 
gible. If we are prepared to admit that histamine is, the 
principal cause of the diarrhoea, then its quick removal 
lowers its concentration around the intestinal vascular 
plexus, thus diminishing the permeability of the blood 
vessels. The natural resistance of the body can then cope 
-with the organisms remaining in the gut. 

Heisler (1928) and Moro (1929, 1930) recommended 
apples for enteritis. This treatment was widely conceded 
to be effective in mild cases, and various modifications, such 
as the use of bananas and carrots, were proposed by Con- 
tinental paediatricians (Feer, 1929: Fanconi, 1930; arid 
Glanzmann, 1939). The mode of action is supposed to be 
due to the adsorption of toxic and irritating agents by 
pectin (Salomon, 1936). Ramos (1941) ptiblished a study 
on the carob (Ceratonia siliqua), a tree of the Leguminosae 
family which is abundant in most Mediterranean countries. 


The pod, whose epicarp is almost as hard as wood, contains 


a sweet pulp much prized as fodder for horses. Ramos 
claims that roasted and- pulverized carob pulp is very effec- 
tive in gastro-enteritis. 

While ‘apples are rich in pectin (5.7 g. per kg. of apple 
pulp), a kilogram of a 10% carob suspension contains only 
1.8 g. of this carbohydrate: hence the active material in 
the carob pulp cannot be pectin. Martin du Pan (1945a), 
who states that carob pulp is very rich in lignin, ascribes 
its therapeutic action to this. Freudenberg (1939) has 
written an interesting paper on this hydrophilous colloid, 
while Martin du Pan (1945b) states that one litre of a 
5% carob suspension is able to adsorb 0.74. g. of histamine, 
whereas a 5% suspension of “aplona” (an apple product) 
is able to adsorb little more than half this quantity. On 
adsorption the amino-acids are not susceptible to the action 
of bacterial enzymes, and thus the formation of histamine 
and other irritants is much diminished. 
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The First Antihistaminic 


In 1930 Best and McHenry reported that watery extracts 
of various organs were able to inactivate histamine through 
-the action of a body to which they gave the name of 
histaminase. Rose and Browne (1938) thought that, 
although histaminase was not the only agent capable of 
destroying histamine, they had found that the mucosa of 
the small intestine contained large quantities of histamin- 
ase ; it was therefore possible that in the absence of suffi- 
cient quantities of this enzyme histamine would display its 
usual toxic effects. Histaminase is believed to act on hist- 
amine by first separating ammonia from the side chain and 


~ 
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then finally cracking the ring nuclets containing the two 
atoms of nitrogen’and the three atoms of carbon. 

Some years before the last war histaminase was marketed 
by the I. G. Farbenindustrie under the name of “ torantil.” 
Great hopes were entertained on its curative action in 
gastro-enteritis and in allergic conditions, and encouraging 
reports by Rigler (1936), Horster (1936), and others were 
published, but subsequent papers’ by Miller. and Piness 
(1940) and others have been much less optimistic, so that 


. the drug has now been practically forgotten. 


Limitations of Sulpha Drug Therapy 


It cannot, be denied that some cases of gastro-enteritis do 
get well spontaneously, especially when the diarrhoea is so 
profuse that the toxic products are so diluted that they are 
rendered harmless. The dilution is further assisted when 
the fluid intake, oral or parenteral, is increased. There are 
several reports on the good results obtained from the use 
of sulpha derivatives in' gastro-enteritis (Anderson, 1941 ; 
Meyer, 1943), but it is common experience to find them 
useless in some of the severer cases (Hinden, 1948). This 
can be explained by admitting that if the permeability of 
the intestinal vascular plexus exceeds a certain critical value, 


then death through’ dehydration may occur even in the 


presence of an efficient sulpha drug capable of killing any 
causative organisms. It is obvious that no sulpha deriva- 
tive can neutralize or otherwise dispose of previously 
formed’ histamine or related~bodies. It is recognized that 
sulpha drugs are also ineffective in non-specific diarrhoeas 
due to virus or other unrecognized pathogens. 
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Antihistamines in Gastro-enteritis 

Starting from the assumption that histamine was the 
immediate cause of the fatal dehydration found in gastro- 
enteritis and was responsible for many of the toxic mani- 
festations, it was decided to treat a number of cases with 
an antihistamine (“ benadryl’” in this series) combined 
later with a sulpha derivative. Moderately severe and 
severe cases only were selected, and the criteria were: 


‘the presence of pyrexia of 101° F. (38.3° C.) or over in 


the rectum ; more than eight stools a day ; and the presence 
of toxaemia, as shown by the rapid pulse, dyspnoea, 
and prostration. Vomit- 

ing, although present in 

the majority of cases, 

was not a constant find- 

ing. 

The results are given | 
in three Charts. In 
Chart 1 are included 24 
cases treated by a short 
period of starvation 
during which half-normal 
saline, or Hartmann’s 
sodium lactate solutions 
were used ofally, or Harti 
mann-Ringer solution 
parenterally. After 18 
to 24 hours a proprietary 
buttermilk was given 
in gradually increasing 
amounts. No ‘other medicinal measures were.used. Four 
babies died, which gives a lower mortality than is usual 
in hospital cases; all cases were treated in private homes. 

In- Chart 2, 16 cases are reviewed, and these received 
the same treatment as before but with the addition of 
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Cuart 1.—Showing daily aver- 
age number of stools in 24 cases 
treated by a short period of 
starvation during which various ` 
solutions were Eiren. 
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benadryl. Parenteral infusions were not required. Although 
rapid diminution in the number of stools was observed the ` 
fever was often uninfluenced and the condition of some 
patients deteriorated when the benadryl was stopped. When 
a sulpha derivative was concurrently administered rapid 

and permanent 
improvement set 
in. 

The choice of 
a sulpha deriva- 
‘tive is no easy 
one, and so far 
can be considered 
to be largeiy em- 
piric. Among the 
non-diffusible de- 
rivatives sulpha- 
guanidine, sulpha- 
suXidine, and 
phthal yl sulpha- 
thiazole are avail- 
abie, while among 
the diffusible ones 


n 





— 
So 


\ BENADRYL 


“So 


COMBINED BENADRYL 
AND SULPHA TREATMENT- 
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CHarT 2.—Showing daily average number 
of stools in 16 cases treated as in Chart 1 
but with benadryl and combined baal 
and sulpha drug added. 

the best are prob- 
ably sulphadiazine (Klose, 1947): and sulphamezathine. 
Blatt and his associates (1947) could discover no significant 
difference between the action of sulphathiazole and 
phthalylsulphathiazole. It is my impression, based on‘ the 
observation of over 120 cases, that there is little to choose 
between sulphamezathine and phthalylsulphathiazole, and 
I always use one or the other of these two drugs. 

As regards the dose of benadryl, I give 1 mg. for every 
month of age four-hourly, and when improvement sets in 
the same dose every six hours. This dosage is suitable for 
babies up to 5 months of age. From 6 months to 1 year 
the dose is 6 to 8 mg., administered i in the same way. 

Chart 3 gives the 
results in 42 cases treated ' 
with 
alone and in 40 cases 
treated with a combina- 
tion of sulphamezathine 
and benadryl. It shows 
that the number of stools 
diminishes more rapidly 
when both drugs are 
used simultaneously, but 
it does not show the 
other favourable effects, 
of using the combination 
of drugs, such as the very - 
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: quick disappearance of 


Sine 3.—Showing daily aver- 
age number of stools in 42 cases 

- treated with sulphamezathine alone , 
(dotted line) and in 40 cases treated 
with sulphamezathine and benadryl 


the toxaemic symptoms. 
Vomiting, when present, 
ceases in a very short 


(continuous line). time; the prostration, 
dyspnoea, and  tachy- 
cardia subside in most cases in a few hours. The 


continuous and irritating whine is replaced by a more 
peaceful cry3 this is not surprising, as benadryl seems to 
have a sedative effect on the central nervous system, and 
in certain cases infants who have been unable to sleep owing 
to restlessness or,colic repose quietly after a few doses. In 
no case was it necessary to resort to the parenteral adminis- 
tration of fluid ; in\fact, four cases among those treated 
showed a moderate but clearly visible generalized oedema. 
That this represents water retention is shown by a rapid 
increase of weight—-as much as 200 g. or more in two or 
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tbree days. The general condition of the patients is 
excellent, and the swelling subsides when the benadrylĘis 
stopped or the intervals between the doses are lengthened. 
There was only one death in the series treated with sulpha- 
mezathine and benadryl, but three deaths occurred in the 

series treated with sulphamezathine alone. 


Conclusion 


This communication is of the nature of a preliminary 
report, and further studies are necessary to assess the value 
of the combination‘of antihistamines and sulpha derivatives 
in the treatment of infantile gastro-enteritis, It is claimed 
that this combination does influence and materially shorten 
the course of the disease. Should this claim be confirmed 
some progress in the treatment of a distressing\and often 
fatal condition will have been achieved. 


Summary 


The symptomatology of infantile gastro-enteritis can be 
explained, at least in part, as a manifestation of histamine 
intoxication. 

The beneficial action of various therapeutic measures can be 
considered as being due to the removal or neutralization of 
histamine by rapid evacuation, by adsorption, or through anti- 
histamines. Sulpha drugs, by acting on pathogenic organisms, 
may prevent the formation of histamine. 

These measures often fail when the histamine intoxication is 
severe unless they destroy the histamine fn situ or prevent the 
histamine from acting on the intestinal vascular plexus; only 
antihistamines can do this. — 
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The Ministry of Health states that the latest figures for 
nursing and midwifery staffs in hospitals in England and Wales 
under the National Health Service continue to’ increase. In 
March of this year there were 5,600 more nurses than six 
months earlier, the total being 137,600. This figure includes 
21,600 part-time workers—2,600 more than in September, 1948. 
The number of student nurses increased by 2,578 to 45,300 in 
the same period. The-:numbers of full-time midwives in hos- 
pitals rose from 4,381 to 4,813, pupil midwives from 3,184, to 
3,677, and part-time midwives from 809 to 888. In the same 
six months full-time domestic staff increased from 99, ee to 
100,514 and part-time from 23,131 to 25,065. 
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| detergent and boiled for 20, minutes. They, are then. rinsed - 
‘in hot running. water. - These procedures. are carried out 
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i j a -A a sud . ear 
ANTHONY G. RICKARDS; M.D. 2 
(From the Department of Pathology, Royal Lancaster Infirmary) , 


Many hospitals- in ‘this country are at present considering 
the establishment of a comprehensive syringe service. “Such 


a unit has been in operation at this hospital for the "past 


sixteen months, and it is felt that our experience may be-of. 
help to those about to undertake a similarservice. 


Method of Cleaning and. Packing : 
Many different techniques have been tried in the steriliza- 


tion and packing of syringes ; the method of our choice is, 
outlined below. | ee 


The syringes are first cleaned on the wards, and on arrival ; 


at the depot are placed in a bowl of soapy water or soapless 


_ with the piston pulled out of the barrel to ‘about three- 
' quarters of its distance. After rinsing’ well, clean warm 


‘water is drawn up and discarded with every syringe. The 
syringes are then dried ‘in the hot-air oven again, with - 


pistons pulled out to- three-quarters of their distance, and, 
after cooling, a little liquid paraffin is applied to the bottom 
of the piston, the syringe being worked until an even coat- 
ing of oil is obtained between piston and barrel,’ *- 


The needles are similarly treated by boiling: in soapy l 


water, rinsing, and drying, and are then tested for.sharpness 
and ‘patency. . ak: 


We have found that the simplest method Of packing the 


_ Syringes and needles is to place them in a hard glass test- 


- + 


. a good join between needle and syringe. This difficulty has . 


tube of appropriate size containing a wad -of- cotton-wool 
on the bottom. The top of the tube is then similarly sealed 
with -a cotton-wool plug. The method advocated by the 


Medical Research Council (War. Memorandum, No.. 15; - 


1945) differs from our own in that the assembled syringe 
is placed in a glass tube of such diameter that the barref 
of the syringe is a loose fit but the flange rests on the.top 


of the tube. The disadvantage of this lattet procedure is 


that the top of each ‘syringe must be covered. with papèr. 
or “ cellophane;” tied or twisted, to keep its position.. More-- 
over, paper subjected to the, required heat often becomes 
very friable and cracks on handling. a ee 
~The disadvantage of our method. of packing is that the 
nozzle of the syringe is in direct contact with the plug of 
cotton-wool at the bottom of the tube. Sometimes pieces 
of wool become adherent to the’nozzle and interfere with 


wa 
t 


been overcome by protecting the nozzle of the syringe with 


a Durham tube. l ' 


e a a a ee 


Two .needles, of “different bore ‘are threaded through a 
small slip of. paper and placed in the same tube alongside 
the syringe in such a way that the paper prevents the paints 
of the needles from touching the wool at the bottom of 
the tube. | ae: 

! F __ Sterilization _ 

Sterilization is carried out by placing the, assembled units 
in wire baskets in a hot-air oven at å temperature of 160° C. 
for not less than: one hour. A point of difficulty which 


often arises is the degree of temperature variation at differ-. 


, ent places within the same-oven. The usual method of 


estimating the temperature is to .place’a thermometer 


through a slot in the top of the oven so that-the mercury 


a - re a ne 
/ ‘ ` : i 
2 
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C 1 bulb is just within the cavity. It will sometimes be found 


‘that the temperature recorded this way is much lower than 
that at the bottom and sides-of the oven, the variation being 
as much as-20° C. To overcome this difficulty it is best to 
place a thermometer in a test-tube plugged with wool and 


4 


' syringes. ‘ 


take recordings wherever it is intended to sterilize the ' 


~ . A further point to bear in mind is the rapid lowering of 
, the oven temperature when ‘cold syringes are placed within 


it. A considerable time! may elapse before the oven regains 
its heat, and: allowances for this factor must be made- in 
the stefilizing time.- As an alternative to dry sterilization 
an autoclave with drying facilities may be used. This 
would allow sterilization to ‘be effected at a much lower 
‘temperature—-a distinct advantage! when ‘dealing with glass- 
and-metal syringes... : fe a 
m _ | Syringes > sok 

In the past-all-glass. syringes have been almost exclusively 
used where sterilization by hot air has been 
several manufacturers: are now. producing glass: syrifiges 
with metal nozzles which will withstand, ordinary dry 
Sterilizing heatat 160° C. ' ah 

This syringe unit started with a stock of all-glass syringes, 
but these are now being replaced .by the metal-and-glass 
types. There. are two serious disadvantages to the all-glass 
syringe. The first is. the fragility of the nozzle: approxi- 
‘mately half of our breakages have been due to chipped glass 


required, but., 


z 1 . i at ` o e r 
nozzles.. The second disadvantage lies in the poor join - 


. between- needle: and glass nozzle: ` This union is not “as 


satisfactory as with the metal nozzle. A disadvantage 
encountered in the: glass-and-metal syringe. is that occa- 


.Sionally the solder. melts at sterilizing temperature: This 


has not ‘been a frequent occurrence in our experience, and 
when, it does occur the syringe can usually be repaired by 
clamping it in a vertical position, applying‘ gentle heat to 
the supported metal base,‘ and allowing the solder to set 
again, «' ae : l 

A recent innovation by a firm of syringe manufacturers 
is-the production of interchangeable pistons and barrels. 
These, however, are as yet produced only in the all-glass 
¡type of ‘syringe, ‘but the innovation has much to com- 
mend it. A further point to remember is the desirability 
of ‘eccentric nozzles. / In syringes of 5-ml. volume and 
upwards eccentric nozzles are preferable to the central 
type, especially when using a metal-and-glass. syringe. It 
‘will be found that some makes have a rather large metal 
base, rendering intravenous work difficult without eccentric 
nozzles. Some manufacturers of metal-and-glass syringes 


do not charge more for those with eccentric nozzles, but- 


in’ other cases there is:a considerable increase in cost. 
Syringe Markings—This problem has given more 
anxiety than any other in the syringe service. Originally 
it was found that the markings on the all-glass syringes 
had become almost invisible after six to-eight weeks of 
‘constant use. The notice of the manufacturers was drawn 
to this fault, and they have.improved the staying-power of 
the markings ; ‘but syringes still differ in the durability of 
the markings, and before Jarge orders are placed it Would 
‘be wise tò test samples for this failing. Syringes with 


engraved markings: are preferable to those of transfer type.. 


Number of Syringes required for the Service—From 
experience it is found that three times the estimated daily 
turnover is the minimum number of syringes necessary to 
meet all requirements with efficiency. The estimation of 
the daily needs is a more difficult problem, and will vary 
with different types of hospitals. .In this hospital, which 
has 230 beds and caters for fairly large out-patient needs, 


$ F 
I . ` 
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‘of initial outlay on syringes and needles, £600 ; 
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_ it is found that the average cay turnover is in the region 


of 400 to 500 syringes. 

Expenditure—The following items of expenditure , are 
based on the first year’s experience with the service: cost 
cost of 
replacements, £750 ; cost'of labour, £300. 

Breakages and Lost Syringes—As will be seen from the 
expenditure figures, the cost of replacements has been very 
high during the first year’s trial period, the average number 
of breakages being approximately 1% per day. If this 
rate of loss were to continue the service would hardly 
justify the expense. Approximately 50% of these losses 
were due to chipped and broken nozzles, and the introduc- 
tion of metal nosepieces has proved a great saving. More. 
over, to avoid clerical work, an over-generous attitude was 
originally adopted to the issue of syringes, but it is felt 
that the system is not conducive to careful handling on the 
part of the users, so a system has been instituted by which 


` each ward and each department are allotted’ an.adequate 
“number of syringes, and sterilized units are issued only 


in exchange for used. syringes. It is already becoming 
apparent that’ the introduction of metal-and-glass types, 
together with the more- rigid check on the return of the 
syringes, is amu in “a decrease in the number of 
breakages. 

It has been found’ that one person working eight hours 
a day is capable of servicing 300 syringes daily. This 
includes cleaning, assembling, sterilizing, and sharpening 
of.needles. ' 

Conclusion 


It is hoped that this short account will save ethers need- , 
In particular it is emphasized i 


less expense and trouble. 
that before ordering large numbers of ‘syringes - the 
manufacturer’s claims should be thoroughly confirmed. 





AMOEBIASIS IN ENGLAND AS A 
HOUSEHOLD DISEASE ' 
<4 BY 
A. R. D. ADAMS, M.D., F.R.C.P. . 
AND paai 


a D. R. SEATON, M.B., M.R.C.P. 
(From the Liverpool School of Trapiggi Medicine) 


The recorded cases of acute EE dysentery or amoebic 
liver abscess occurring in persons who have mot been out 
of Great Britain have for the most part been described as 
isolated instances, without regard to the source of the 
infection or of their infectivity to contacts. There have 
recently come to our notice three families, living in Liver- 
pool, in each of’ which more than one, member of the 
household was. suffering from ‘amoebiasis. 
a l Case Reports 


In July, 1947, we were consulted by a ship’s officer who had 
developed dysentery during- the previous few weeks. Examina- 


tion of his stools showed’ végetative Entamoeba histolytica. ` 
i ‘While receiving’ treatment in hospital he mentioned that his 


wife, who had. not been overseas, had recently developed 
diarrhoea, and he inquired whether he might not have infected 
her with his complaint. 
unlikely, but, as his wife’s diarrhoea continued, her stools were 
examined, and it was found that she, too, had acute amoebic 
dysentery. . ; 


` ` 
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. intermittently for the previous-two years. 


He was assured that this was most- 
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In July, 1948, a boy aged 16 came under our care suffering 
from dysentery of undetermined causation which he had had 
His stools contained 
blood, mucus, and numerous vegetative E. histolytica. This 
boy had dwelt all his life in-a- Liverpool slum. In the house- 
hold were his mother, stepfather (a dock-labourer), and six 
other children, none of whom had lived out of Liverpool. 
On inquiry it was found that the boy’s mother had been 
troubled with diarrhoea: during the previous two months. 
Examination of her stools showed that she had acute amoebic 
dysentery. The remainder of the family were in good health, 
but it was found that the stepfather and four of the six children 
were passing cysts of E. histolytica. This family was also 
largely infected with threadworms, ‘Giardia lamblia, . and 
Entamoeba coli. . 

In February, 1949, a boy aged 7 was admitted under our 


‘care, suffering from an intractable colitis which he had had 


for thrée years. His stools contained blood, mucus, and very 
large numbers of vegetative E. histolytica. This boy had never 
lived out of Liverpool. Specimens of faeces were obtained 
from his family, which consisted of his mother, stepfather, and 
three sisters. Of these the stepfather was found to be passing 
E. histolytica cysts. He had no history of dysentery, but it is 
of interest that he was born in India and had lived there until 
he was 13, since when (he is now 45) he has been in England. 
The remainder of the family had not been abroad. 


Comment 


The experience of these families serves as a reminder - 


that amoebiasis is a condition which may easily spread in 
a household where personal cleanliness is not of a high 
order. This fact, though plain enough, has perhaps 
suffered from a lack of attention in this country. By con- 
trast, French medical publications contain a number of 
instances of autochthonous amoebic dysentery in which 
association with proved carriers was established. Dopter 


. (1917) reviews these ; see also Garin and Lépine (1924)., 


Finally, we would stress the undesirability of diagnosing 


“ulcerative colitis before excluding amoebic dysentery as 


a possible cause of the syndrome by microscopical examina- 
tion of the stools by someone familiar with the appearance 
of E. histolytica. Two of the cases recorded here had been 


pill for years and were sadly reduced in health from, the 
` want of this precaution. 


REFERENCES 
Dopter, C. (1917). rai méd., 21, 389. ` 
Garin, C., and Lépine, P . (1924). Pe méd., 32, 927. 
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The National Tuberculosis Association of the Unitéd States 
has made 22 grants for research during the present year. Four 
of these awards are new ; the remainder are for the continuance 
of work already started. Dr. E. R. Long, director of medical 
research, has given details of current work aided by the asso- 
cidtion. Professor James Waring, University of Colorado, 
will be investigating the modification of tubercle formation to 
allow better access of drugs to the bacillus. ` Constitutional 
factors responsible for resistance and susceptibility to tuber- 
culous infection are being investigated by Dr. P. B. Sawin, of 
Maine, and Dr. M. B. Lurie, of Philadelphia. Dr. D. Seligson, 
of Vancouver, Washington, will be making a study of the blood 
pictures of tuberculous patients. Work on the -virulence of 
strains of the organism and their resistance to drugs is being 
done by Dr. Mary Bunting, of Yale. Grants have also been 
made for further research,’ into the factors responsible for 
caseation, and it is hoped:these studies will indicate how tissue 
destruction in. tuberculosis can be reduced. The chemistry of 


tuberculin is currently under examination in the Universities of | 


Pennsylvania and Wisconsin ; an investigation of moulds to 
discover an additional therapeutic agent against tuberculosis, is 
being made at the University of Colorado. Most of the remain- 


ing grants are for clinical work in tuberculosis. 
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alt and Water Depletion in Surgical 
Practice 


he time of publication of’ Dr. Marriott’s excellent 
e on the physiology and pathology of water.and salt 
ice (Journal, 1947, 1, 245, 285, 328) attempts were 
; made in this hospital to reorganize the methods of 
1g with this problem. The opportunity was taken of 
ig all Dr. Marriott’s recommendations into practice, 
ding the quantitative ward test for urinary chlorides 
1 he suggested. Enough time has now elapsed to 


ate the results; the tests have been an unqualified ` 


ss. All patients who are, or have been, vomiting 
sly, or who are having gastric suction, are given intra- 
Is normal saline so Jong as the vomiting or suction 
ques, or until the urinary chlorides reach the level of 
.%, at which time a change is made to half-normal 
‘+, rendered isotonic with glucose. A third solution is 
œ for infants, consisting of quarter-normal saline 
red isotonic with glucose. We found that the quanti- 
: ward test can easily be carried out by a sister or 


nurse. It may be of interest to note that faeculent, ` 


ven faecal, vomiting seems no longer to be “a sign of 
iding death ” in many cases if intelligent intravenous 
oy is carried out. i 
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was realized from this reorganization that the fluid 
, in use at that time were not satisfactory, and conse- 
ly a mew chart was evolved. As this may be of 
st to others, a copy of the chart which was used over 
iod of twenty-four hours in a case of acute jejunal 
iction is included. Its use is best explained by these 
ctions, which are posted in the ward for the informa- 
f nurses: ) 


USE oF INTAKE AND OUTPUT CHARTS 
‘he chart is to be kept with the patient’s notes and other 


\ll measurements should be recorded on the chart at the 
of making them. It. will be seen ‘that there are spaces 
led against the various methods of intake and output, and 


' totals (giving figures to the nearest 4 fl. oz.) should be- 


ed in them. r 


. and he began to use a truss. 


, truss. 


3. Each-chart ends at noon, and so it is desirable that all 
measurements are recorded up to date then. In other words, 
‘where possible, bladdets should be emptied, vomits measured, 
and gastric suction bottles emptied and measured, and the 
Measurements recorded. 

4. Intravenous, subcutaneous, .and rectal drips should be 
recorded when each bottle is empty. 

5. In dehydrated patients—those having normal saline—all 
specimens of urine should be tested quantitatively , for 
chloride, and the result recorded. Otherwise a daily record 
puily: is required. 

6. The graph, which is a summation of the nurse’s records, 
‘should be made up by the sister or senior nurse only. 


The sister or senior nurse constructs the two graphs 
(intake and output) by the addition of figures already 
entered by the nurses. The urine chloride graph needs no 
explanation. — l 
D. T. H. Pame, M.B., B.S., F.R.C.S.Eng. 

Resident Surgical Officer.’ 


D. R. Durr, M.R.C.S., L.R.C.P., 


House-surgeon. 


— 
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- ` Department of Surgery, 
Victoria Hospital, Blackpool. 


A Case of Polyorchidism 


Spermatoceles, cysts of the oord, and other scrotal swellings 
are apt to be mistaken for an extra testicle, but, actually, 
cases of polyorchidism proved by operation or necropsy 
are extremely rare, and Boggon (1933) in an interesting 
article described what he said was the twelfth case on 
record. The following case is therefore considered unusual 
enough to be worth publication. 


CASE REPORT 


The patient was a German physician aged 50 who came 
concerning a swelling in, the right side of his scrotum and 
double herniae. In 1940 he noticed a swelling in his right 
groin which he knew to be a hernia. It was easily reducible, 
Soon he observed that the right 
testicle was enlarged, and he attributed this to pressure of the 
In 1947 he found a small hernia on the left side and 
began to wear a double truss. On Feb. 22, 1948, he found 
for the first time a new swelling in the right side of his scrotum 
and, fearing that this might be a malignant tumour of some 
kind, he sought advice. His past and family history did not 
have any bearing on the case. f 

Physical examination and routine laboratory tests did not 
show any evidence of other disease. He was seen to have 
bilateral direct inguinal herniae, small in size. The left 
testicle and cord appeared normal. The right testicle was four 
times as big as the left and was translucent. Just above the 
right testicle and apparently attached to the cord was a smooth 


' oval swelling the size of a small hen’s egg. It was not attached 


to the skin and was opaque on transillumination. There was 
no tenderness on pressure.. The cord on both sides felt normal. 
Rectal examination showed a moderately enlarged prostate but 
no abnormality of the seminal vesicles. 

The nature of the lump above the right testicle was not clear. 
It was thought to be a haematoma of the cord due to some 
trauma, a lipoma of the cord, or, possibly, a malignant tumour. 
A long list of all the possibilities was written down, but the 


‘list did not include what the lump turned out to be., Because 


of-the possibility of malignancy, exploration was suggested. 
The patient readily agreed, and requested that the hydrocele 
and the herniae be dealt with at the same time. 
Operation-—On' Feb. 28, under spinal analgesia, an incision 
was made over the right inguinal canal, the cord drawn upon, 
and the testicle delivered. The hydrocele was dealt with by 
excision of the sac, and the lump above the testicle was then 
examined. ‘It was smooth in outline and readily dissected from 
the cord, to which it was but lightly adherent. Soon it became 
apparent that it had a cord and a vas deferens of its own, and 


` 
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this extra cord was separated up to the internal ring, ligated, 
and divided. Both herniae were then repaired. 

The pathologists report was as follows: “ Gross examina- 
tion :—Oval-shaped mass of tissue, size: 4 by 2.5 cm., with 
lateral-adhering, round, long cord-like structure, thickness. 1 cm., 
length 10 cm. No epididymis-like structure was seen. The 
oval mass is covered by dense white connective tissue of the 
appearance of the tunica albuginea. On section the tissue™is 
yellow, lobulated, and consists of fat tissue. ‘Only /on the 
torder near the cord the tissue is dense and“whitish red. The 
cord tissue consists of connective tissue and blood vessels: and 
a vas deferens. Microscopical examination :—Only sections 


from the testicle itself were examined. Sections from three, 


different places gave the same histological structure.. The tissue 
consists mainly of fat tissue with interspersed stroma and blood 
vessels. On the outer periphery is a layer of dense connective 


l tissue~and some muscle fibres. Between this outer layer and 
. the fat is an unsharply outlined narrow space filled with an 


eosin-stained fibrillar material and numerous spermatogonia and 
spermatozoa. Parenchymatous tissue of the type of the tesficu- 
lar tubuli.was not seen. Diagnosis :—Lipoma of a degenerated 
testicle.” a 


The, patient is a married man ‘with one child aged 12- He: 


reports that his sexual functions are normal in every way, and 
that certainly he has never been oversexed. He is positive that 
until a week before the operation, he had never noticed any 
abnormal swelling, other than the hydrocele, in the scrotal 
region. vs =. Sp] 
F. T. RANSON, F.R.C:S.Ed., F.A.CS. 
om” REFERENCE í ; 

_Boggon, R.-H. (1933). Brit. J. Surg., 20, 630. 
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Gastro-colic Fistula ‘after Vagotomy for 


Stomal Ulcer 


Bilateral resection of the vagus nerves is now often carried 
out in cases of stomal ulcer complicating previous gastro- 
enterostomy or partial gastrectomy. .The following. case 
history is therefore not without interest. 


w 


CASE REPORT 


- A clerk aged 49 was admitted to’the Royal Victoria Infirmary, 
Newcastle-upon-Tyne, in October, 1948, with a‘history of left- 
sided abdominal pain for five months. Fifteen months pre- 
viously “he had had a partial gastrectomy for chronic duodenal] 
ulcer. He had been perfectly well for ‘ten months after the 
operation. : l 

On examination he looked thin and anxious. There was 


tenderness and guarding of the left hypochondrium overlying 


a small ill-defined abdominal mass. A tentative diagnosis of: 
stomal ulcer was confirmed by barium meal. The samples of 
gastric juice following an insulin test meal were ‘too scanty to 
allow of anything but qualitative analysis. All samples 
contained free HCl. Bae = aa 
Operation—On_ Nov. 5, 1948, exploration showed: the pre- 
vious operation to have been an antecolic partial gastrectomy 
with distal prepyloric.section. The scarred remains of an ulcér 
in the first part of the duodenum still remained. The probable 
cause of the stomal ulcer was thus not far to -seek. The 
thickening of a stomal ulcer was palpable at the site of 
anastomosis between stomach and jejunum, at the lesser-curve 
end ef the anastomosis. The small remaining prepyloric portion 
of the stomach and the first part of the duodenum were 
mobilized and excised distal to the ulcer. 
as closed. The left lobe of the liver was then mobilized 


„and a transhiatal bilateral resection of the vagus nerves carried 


out. About 2 in. (5 cm.) of each nerve was resected. 


‘The post-operative course was. complicated by diarrhoea and 
pronounced, abdominal distension. The patient gradually 


improved, however, and was discharged home’ 18 days- after 


operation, symptom-free. ; ` 


One week later, on Noy. 30, he was again admitted ‘to hos-: 


pital. He-had been well for five days after discharge, but for 


The duodenal stump `’ 


the last two days he had vomited after meals, and diarrhoea 
had accompanied the vomiting. On re-examination hé looked 
ill and anxious. His tongue was, dry and furred; The 
abdomen Was slightly distended and there was visible peristalsis. 
The scar of the previous’ operation was soundly healed, but 
tenderness was again present in the left hypochondrium. Speci- 
mens of stool and vomitus were identical. A barium enema 
confirmed a diagnosis of gastro-colic fistula. ' 
Second Operation—On Dec. 3 the abdomen was again 
opened. A large gastro-jejuno-colic fistula was- found and 
completely Sexcised. The fistula involved the stomach, the 
efferent loop of intestine, and the transverse colon, and was 
obviously an extension of the stomal ulceration seen at the 
previous operation. Continuity was restored in the transverse 
colon and the jejunum. The remaining portion- of stomach 
was further- resected proximal to the stomal ulcer “and 


' anastomosed to the jejunum distal to the loop that had been’ 


_, fistula. 
Z 


repaired. i - e 

The post-operative course following the second operation 
was satisfactory apart from some initial collapse of the right 
lower lobe of the lung. The patient was again discharged home 
symptom-free 18 days after operation.: Six -weeks later he 
started work, and further follow-up continues. : 


` | COMMENT — l 
It was unfortunate that no insulin test meal was carried 
out after vagus-nerve resection to test its adequacy. Such 
was the intention, but events forestalled it. The abdominal 
disténsion and diarrhoea for 14 days following this opera- 


‘tion were signs which suggest that the nerve pathways had 


been suitably interrupted. -o> 
Some of'the most encouraging results of vagus-nerve 
resection have been obtained in cases of stomal ulcer after 
gastro-enterostomy or partial gastrectomy. Excision of the 
ulcer mass followed by gastrectomy -is the alternative 
operation. Few . surgeons —will disagree regarding the 
proportionate difficulties of the two procedures. 


‘Tn this case, however, within `a month of bilateral section 


of the vagus nerves the process. of stomal ulceration at the 


_ site of a previous partial gastrectomy, had proceeded to 


further penetration, with the development of a gastro-colic 
r ` 9 


James A. Key, M.B., F.R.C.S., 
First Assistant, Professorial Surgical Clinic, „ 
Royal Victoria Infirmary, Newcastle-upon-Tyne. , 
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With the introduction of death grants on July 5, 1949, the 
whole national insurance scheme has been brought into opera- 
tion. Death grant is a cash payment of not more than £20 to 
help to meet the expenses connected with a death, and will 
usually be paid to the person bearing the funeral costs. Detailed 
provisions relating to death grant are contained in the National 
Insurance (Death Grant) Regulations which were laid before, 
Parliament on June 27 by the Minister of National Insurance. 


. As death grant is an entirely new benefit of State insurance 
. towards which no contributions were paid before the new. 


national insurance scheme began last year, there will at first be 
many deaths on which no death grant can be paid. It is estimated 
that a grant will be paid on rather Jess than half the deaths 
occurring during the next year, but the proportion of deaths on 
which payment can be made will gradually increase until the 


' whole population is covered. No grant can be paid for the 


following deaths: (1) any death occurring before July 5, 1949; 
(2) the death of a man who was aged’ 65 or over on July 4, 
1948, or the,death of a woman who was aged 60 or over at 
that date ; (3) the death under'the age of 10 of any child born 
before July 5, 1948. A leaflet (N.I.49) explaining the conditions 
for receipt ofa grant and how to claim one is available in local 
National Insurance offices and will be supplied by registrars to 
persons notifying a death. A special death certificate will also 
be provided free of charge by registrars for/use in connexion 
with death grant and widow’s benefit claims, 
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CONTINENTAL HAEMATOLOGY: a 


Bone Marrow Biops ’ By S. J. Leitner, M.D. English transla- 

tion revised and e ited by C.-J. C. Britton, M D. , D.P.H. 
and E, Newark M.B., B.S, M.R.CS ROP “Cp 433: 
ja : l 

} pA ~ ut coeur), Ce 194 text figures R 2s) pen 
In its original form this book was a Monue collection: 
of the Continental literature on the subject, supplemented by the 
author’s own views, and it-is essentially ‘a work of reference. 

It provides aécess to all the Continental literature- during a 
period when the English-speaking world was-cut' off from such | 
information. The author obviously found himself in a com- ' 
parable position, for ‘neither . English nor American work 
receives the prominence it deserves, ` Thosé responsible for the 
English translation have attempted to rectify this last feature, . 
at the same time, making cuts in some of the more ponderous 
and pragmatic pronouncements so, dear’ to the German 
mentality. 
from the voluminous bibliography: (amounting. -to- more than 
2,500 references). titles of papers’ which receive only brief and 
uncritical comment in-the text. The ‘reader is therefore left 
in doubt whether‘a‘ reference is really worth consulting. He 
is also faced with the difficulty of knowing which is. the 
pertinent reference, for there is no indication, by letter, title, ` 
or number, which is meant of the several contributions a given 
author has made in onè year. On the whole , the ‘trans- 
lation is good, but ‘mary sentences still exhibit an unwieldy © 


N 


Continental construction which seems strange to English ears- 


(€g, p. 161: “Schiappoli (1939) ...as well as marrow 
hyperplasia . . . observed’ evidence of ‘much extramedullary 
- haemopoiesis in the ‘liver and spleen ”). s 
Leitner’s original’ text suffered greatly. from his duende 
attitude towards ‘the work of the. many. he had considered. 
worthy of notice.. His own observations and deductions are 
on the whole admirable; but he: is at times” prone to make- 
dangerous ‘teleological statements. ‘For ‘example,. in speaking 
of the macropolycytes of pernicious anaemia (p. 80) he states, : 
“ Hypersegmentation may represent a compensatory process in 
which the- body attempts to balance the reduced production of- 
leucocytes caused. by maturation arrest by' keeping alive the 
aged cells.” . Most haematologists will take’ exception to the 
statement, (p. 171) that, “though in myeloid leukaemia normo- 
blasts are found in’ the peripheral blood, hypoplasia of ~ 
erythropoiesis is present in the marrow.” It is ‘a pity that 
Leitner uses, the term “erythraemia” as synonymous with 
erythroblastosis ‘and, erythroblastaemia (pp. 166-170). Such 
juggling with terms will cause confusion in the English-speaking 
community“and should have been adjusted i in the English trans- 
lation. Despite these criticisms, ‘and. many others which’ might’ 
have been made, all haematologists’ willbe indebted to Leitner 
for his compilation « of the Continental literature, - and to 
Britton and Neumark for making this ‘work readily accessible 
in English. CE Se. fee. 2 IFAN 
SaaS LIONEL’ Wary. 
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PHY SIOLOGY OF VISION 


The Physiology of the E ae By Hugh Davson, D: Sa With MD, - 

woe by Sir peepee D : Tene K.C.V.O., Ph.D., 

p; ustrations. "£1. “fis Lo HE 

J., and Si Churchill. 1949, ) ndon: 
Several books have been published recently on vision : Granit’s 
Sensory Mechanisms of the Retina, Pirenne’s Vision and the 
Eye, Willmer’s, Retinal Structure. and Colour Vision, and 
Wright’s Researches on Normal and: Defective Colour Vision. 
All these form suitable’ - -reading for an advanced ‘worker 


who is engaged in research, but afe not, what the student _ 


requires. They each discuss one. aspect. - -of -the ` physiology 
of the eye in great detail, whereas the ideal work for the, 
student should be Jéss specialized. This is such,‘a book ; it is 


clearly writtėn, unbiased, easy to réad, ‘and interesting: More- 


over, the printing | and illustrations are excelent. 
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'*-the aqueous humour, and the crystalline lens. 


‘In so doing the editors have’ thought fit to omit > 


‘absence means nothing. 


familiar with them : 
` recent literature. An extensive bibliography—but a poor index 


: detective fiction discover this book a wealth of ‘ 


principally to the practising surgeon. 


The first section considers the transparent tissues—the cornea, 
“The ‘mechanism 
of. vision is discussed in: the second part, which describes the 
retina, . adaptation, and visual acuity. Section 3 gives an 
account of the muscles of the eye and their innervation, and 
part 4 contains an excellent description of visual perception, 


, including stereoscopic vision and the perception of movement. 
- Section 5 is devoted to the optics of the eye-and the refrac- 


tive errors, with their diagnosis and correction. _ This book 


- is' one which can be strongly recommended. 


H. HARTRIDGE. 


x : i i 
OCCUPATIONAL MARKS 


Occupational Marks ‘and Other Physical Signs. By Francesco 
Ronchese, M.D. Foreword by J. G. Downing, M.D. (Pp. 181; ` 
T $5.50.)~ New York: Grune and Stratton. i 


This book will interest practitioners of forensic medicine and 
dermatologists and should be in the library of the necropsy 
room. Written by a dermatologist, it describes and illustrates 


, in detail\the “ stigmata‘ or marks ”- of occupation found on 


the skin. and in the subcutaneous tissues. It is a‘:summary of 
existing ‘knowledge and an, original contribution to clinical 
medicine. 

In the foreword ‘Dr. J. G. Downing says that “ sod phiysi- 
cians must be good detectives,” to which Dr. Rochese adds, 
“ This essay is not intended to make every man his own Sherlock 
Holmes.” Every person shows positive or negative marks, 
especially upon his hands.‘ “ To be able to detect, solely from 


‘the legs of-an ‘individual murdered ‘and disniembered, that. it 


was a female, her station in life, [her] probable occupation, 
and [to give] valuable clues leading to her identity,” was 
one ‘of the author's achievements, as is noted in the introduction. 
The. text consists, of several short chapters dealing -with the 
general and ‘special marks of many occupations, of sex, age, 
race, and social status. Particular attention is paid to the ' signs’ 
found on the hands of players of musical instruments, to special 
groups of hand-workers, to nail defects, tattoo marks, and to 
hair changes. -One chapter describes deceptive marks and dis- 
cusses legal problems, though from the American viewpoint. 
Only positive marks are of value for identification : : their 
Diagnosis .by these alone is a 


hazardous procedure. Knowledge of these indications may 


give a clue to the diagnosis of obscure skin lesions and aid in 


assessing compensation. Occupations and their techriiques are 
constantly changing, and differ from country to ‘country and 
from place to place. Individual idiosyncrasies sometimes con- 
fuse the picture, and a°short absence from work may abolish 
the evidence. A rough classification is made of occupational 


‘marks, and is supported and illustrated by 151 figures, drect 


photographs or admirable line-drawings. 

Most of the indications named are seen in this country, ana 
general - practitioners and housemen can make an ‘interesting 
and profitable hobby out of their study. Works’ doctors are 
some of them have been described in 


“When writers of 
“new clues ” 


H. E. Coin 


—completes an admirable clinical study. 


will be available for use—-and misuse. 


~~ 


LOCAL ANALGESIA 


`A Surgeon's S Guide to Local Anaesthesia. By C. E. Corlette, 


M.D., Ch.M.(Syd.), F.R.A.C.S. (Pp. 368; 200 illustrations. 
£1 158.) Bristol : ‘John Wright and Sons. 1948: 


AS. the name implies, this book by ‘a ~surgeon is written for 


surgeons ; its value for anaesthetists is limited. It is a guide, 
but pot a complete manual, on local analgesia. Its ultimate 


z aim is shockless surgery, to ‘be achieved by local analgesia in ‘ 


conjunction with the use of adrenaline to act as a physiological 
tourniquet. The first nine chapters describing drugs, the pre- 
paration of the patient; and the preparation and measurement 
of materials are excellent, and will ‘be of value to all who 


“read them., The remainder of the book, particularly. the section 


on anatomy and the technique of' local analgesia, will appeal 
R. R. MACINTOSH. 
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', ANALGESIA IN MIDWIFERY 


By Franklin F. Snyder, 
D. £1 12s. 6d.) Philadelphia and London: W. B 
Saunders Company. 1949. : 

This book contains a large amount of information, much of 

which is original and based upon experimental work performed 

by the author and his colleagues at the Harvard Medical School, 


Obstetric Analgesia arid Anesthesia. 
M (Pp. 401. 


the Johns Hopkins Hospital, and the Chicago and Boston Lying- 


_in Hospitals. The physiology and pathology of labour are dealt 
with at great length—for example, the chapter on “ Respira- 
‘ tion before Birth ” contains 34 pages, and that on “ Intrauterine 
jPneumonia” 37 pages. Part 2, which starts at page 213, is 
devoted to the ‘treatment of pain during labour, and the various 


methods of general and local analgesia are considered in detail. - 


Recent developments such as fractional caudal block are 

discussed, but curiously enough no mention is made of 

trichlorethylene. ga 
This book will be invaluable to advanced specialists and 


research workers, but the casual anaesthetist or obstetrician may ` 


be somewhat disappointed, as theoretical considerations are 
given precedence over the practical details of individual 
techniques. 5 
i ee ; C. LANGTON HEWER. 
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CATHOLIC PSYCHOLOGY 


The Diving Forces of Human Nature and Their Adjustment. | 
By Thomas Verner Moore, Ph.D., M.D. (Pp. 461; illustrated. 
$6.50 or 35s.) New York: Grune and Stratton. London: 
` William Heinemann Medical Books. : 
Father Moore is,well known as the chief authority on psychology 
from the Catholic'standpoint in the United States. The present 
_ volume is' a complete and erudite exposition of this approach 
to the subject. After a historical introduction the subject matter 
isə treated from the intellectual, emotional, and volitional 


aspects, and the biological, physiological, factorial, and philoso- | 
phic contributions are all duly considered. As might be expected,. 


‘more stress is laid on the importance of intellectual drive and 
control than’ might be met with in a similar treatise by a non- 
Catholic psychologist. To the latter, therefore, the approach 
might seem too didactic and somewhat superficial. Such an 
attitude may, however, be salutary when dealing witb the 
normal individual and is to be criticized only when the subject 
is abnormal and suffering from psychoneurosis or psychosis. 
Nevertheless, Father Moore pays attention to Freud’s work 
and his doctrines of conflict, repression, and regression, but 
he considers that Freud’s more extreme doctrines of universal 
sexuality in deeply unconscious motivation apply only occasion- 
ally and to a few cases. | hae 
Medical readers will perhaps find most interest in the section 
on psychosomatic diseases and the visceral neuroses, which are 
adequately.examined without the addition of any fresh concepts. 
In the section on volition there is, of course, a considerable 
weight of argument from Catholic, philosophers brought to 
bear’ in an attempt to prove that human beings are provided 
with ,complete freedom of will. Again, the non-Catholic 
psychologist will find it difficult to follow the author with full 
confidence, but nevertheless the argument culminating in a 
discussion on the adjustment of man to God is well worth 
careful perusal. “This is a valuable addition to psychological 
literature and will certainly repay the medical ‘psychologist if 
he reads the whole 460 pages. R. G. CORDON: 


The sixth edition of Dr. Israel Wechsler’s Textbook of Clinical 


Neurology (pp. 829; £2 2s.; Ľondon: W., B. Saunders Company) 
is as succinct as its predecessors, although many new facts have been 
added to its crowded pages. An excellent and extensive index 
simplifies reference, and on the page the facts are clearly stated in 
succinct sentences. There must be many’ examiners who would 
welcome such a prose style in their papers. Among the modifications 
is an opportune addition to the chapter by Dr. David Wechsler on 
psychological diagnosis which could with advantage be enlarged still 
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BOOKS RECEIVED. 


‘[Review is: not precluded by notice here of books recently received] 


Manuel Pratique de Rhumatologie. By G. Kahlmeter. (Pp. 
134. No price.) Paris: Expansion Scientifique Française. - 1949. 


Les Fibres Textiles dans le Monde. Organisation des Nations 
Unies pour l'Alimentation et VAgriculture. (Pp. 217. : $1.00.) 
Washington: Bureau Régional Européen de Ja FAO. 1948. 


Pancreopatias Agudas no Dramaticas. By A. A. Ayala. Vols. l 
and*2. (No price.) Barcelona: Byp. 1948. 


- 


Lobes et Zones des Poumons.- By J. Schaepelynck. (Pp. 104. 
275 francs.) Paris: Librairie Maloine. 1948. ` 


Zur Sozialen Hygiene. By A. Niedermeyer. (Pp. 197. Sch, 54.) 


` Vienna: Wilhelm Maudrich. 1949. 


B.S. 
1948.' 


Signpost on the Frontier. By R. J. H. Cox, M.B., 
(Pp. 70. 2s. 6d.), London: Church Missionary Society. 


Lectures to Chiropodists, Collated by F. Charlesworth, F.Ch.S. 
(Pp. 225. 10s.) London: Charlesworth and Wiles, 1949, 


Psychologia Marzenta Senne go. By T.: Bilikiewicz. ‘(Pp. 325. 
No price.) Gdansk: A. Krawczynski - 1948. 
Traitement Chirurgical de L’Hypertension Artérielle. By'M. 
TER and J. F. Porge.. (Pp. 160. 500 francs.) . Paris: G. Doin. - 
948, 


Tabulae. Biologicae. Edited by H. Handovsky. Vol. 19, Part 3. ' 
(Pp. 316. No price.) The Hague: W. Junk. 1948. 


By. C. Khoury. (Pp. 227. 


No price.) 
Aires: Lopez and Etchegoyen: 1947. 


Buenos 


N 
The Food of the People. By Sir N. Curtis-Bennett. (Pp. 320. 
16s.) London: Faber and Faber. 1949. i 


Shadows in the Sun. By S. Taylor, M.D., M.P., and P, 


. Gadsden. (Pp. 187. 15s.) London: George G. Harrap. ;1949. 


. Symptoms in Diagnosis. 


further in later editions. Both psychometric examination and person- . 


ality testing are now so important as parts of neurological case taking 
that detailed instruction about them is valuable and has a place in a 
book of this status.’ The work can‘once more be recommended to 
students of neurology. 


i \ 


‘Harbor Symposia on Quantitative Biology. Vol. 13. 


Chid Development. By M. E. Breckenridge, M.S., and E. L. 
Vincent, Ph.D. 2nd ed. (Pp. 622. 20s.) London: W. B. Saunders. 
1949. ; ; 

By J. C. Meakins, C.B.E., M.D., 
D.Sc., LL.D. 2nd ed. (Pp. 542. 42s.) London: Baillière, Tindall 
and Cox: 1948, ` 


Structure and Function as Seen in the Foos. By, F.. 
Jones, D.Sc., M.B., B.S., F.R.S., F.R.C.S. 2nd ed. (Pp. 333. 
Londons Baillière, Tindall and Cox. 1949. ; 


W. 
25s.) 


Biological Applications of Tracer Elements. Cold Spring 
(Pp. 222. 


$7.00.) New York: Biological Laboratory. 1948. j 


Gas and Air Analgesia. By R. J. Minnitt, M.D., DA, 
F.F.A. R.C.S. 4th ed. (Pp. 86. 5s.) London: Baillière. Tindal] 
and Cox. 1949. i 

i 


The Parathyroid Glands and Metaboitc Bone Disease By F. 
Albright, A.B., M.D., and E. C. Reifenstein, jun, A.B., M.D, 
F.A.C.P. (Pp. 393. 44s.) „London: Baillière, Tindall and Cox. 
1948. ~ š 


Recent Advances in Oto-Laryngology. By R. S_ Steyenson, 


M.D., ChB., F.R.C.S.Ed. 2nd ed. (Pp. 395. 24s.) London: 
J. and A. Churchill. 1949. ‘ 

The Business Side of- Medical Practice. By T. Wiprud: 
2nd ed. (Pp. 232. 17s. 6d.) London: W. B. Saunders. 1949. 


Why Our Children ‘Die. By S. D. Onabamiro, B.Sc., F.L.S. 
(Pp. 196. 8s. 6d.) London: Methuen. ` 1949, 


Minor Surgery. Edited by Sir H. Ogilvie, K.B.E., D.M., M.Ch., 
F.R.C.S., and’ W. A. R. Thomson, M.D. 2nd ed. (Pp. 192. 14s.)’ 
London: Eyre and Spottiswoode. 1949. 


Bronchiogenic Carcinoma and Adenoma. By B. M. Fried, 


M.D. (Pp. 306. ‘33s.) London: Baillitre, Tindall and Cox. 1948. 
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AETIOLOGY OF INFANTILE ENTERITIS‘ 


Diarrhoea and vomiting in infancy is a syndrome, rather 


than a specific clinical’ entity.” Textbooks on ‘paediatrics 


‘classify the condition under such broad -headings as 


dietetic, parenteral, and infective, though in the’ last | 
‘a characteristic seminal smell from 42 out of 44 infants 


‘admitted to hospital | with “summer diarrhoea” 


group accepted intestinal ‘pathogens dre rarely isolated 
- from infants (with enteritis) under 1 year of ‘age. 
However, in any: diarrhoeal condition ` search should 


always be made for salmonella and dysentery. organisms, l 
"` gastro-enteritis in the spring of 1947, Ġiles and Sangster’ 


nowadays easily and quickly identified, and for giardia. 
Sonne dysentery is particularly dangerous i in an institu- 
tion because of its, high infectivity ; giardia infection, 
causing a less acute diarrhoea, may go’ smouldering on 
in a nursery for weeks before attention is drawn to ‘it ; 

and recent evidence suggests that salmonélla infection 


gastro-enteritis affecting. 68 children, of whom 56 were 


- under 1 year of age, occurred in a: hospital population 
in Melbourne’ and was apparently attributable, in part - 
orne contamination of food and food v 


at least, to dust- 
utensils. In most institutional outbreaks, however, the. . 
most painstaking investigations have usually ‘failed to 
demonstrate any specifically recognizable bactetial | 
pathogen,. so that the possibility has been considered — 
that a virus may be the ċause, particularly- in the epi- 
demic diarrhoea: of the newborn, which workers in the 


WU: S.A. have been inclined’ to regard as a disease SUL , | , 
the maternity unit of a Derbyshire hospital; 15 of the 


` generis. - 3 

In Britain N both published and T 
to demonstrate ‘virus in faé¢es or’ other material. from 
newborn and older infants have been- ‘unsuccessful. 
Drs. Joan Taylor, B. W. Powell, and J oyce Wright, in 
a paper published elsewhere į in this i issue, refer to investi- 
gations by Dr. F. O. MacCallum: In extensive’ animal . 
tests with tissues removed from four fatal cases of 
infantile gastro-enteritis he was unable. to find any 
evidence in favour of a virus aetiology. It should, how-.., 
ever, be emphasized that-there are àt least two forms of 


. neonatal diarrhoea ; the type that affects both mother 


Í and infant may well be. due to a Virus, ‘as American: 
ene have suggested. ` 

The view that certain Gram-negative bacteria, “includ- 
' ing: the paracolon group, the proteus family, of which | 
Morgan’s bacillus is a- member, and Ps. pyocyanea,. may 
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i ‘be catsally’ related to infantile enteritis has long been 
held by different workers,.but the fact: that these bacteria 
‘are’ common concomitants in diarrhoeas due to other 


known causes and the difficulties of their specific identi- 
" fication. have: prevented general acceptance of, their 


a aetiological significance. Lately, close study of the sero- 
~ logy of the Jactose-fermenting coliform group by Kauff- 


mann? and his colleagues has indicated that a few of 
the many serological types may be potentially more 


, pathogenic than others, for 2 or 3:types were prepon- 


derantly present in cases of urinary infection, chole- 
cystitis, and appendicitis. The first indication that a 
specific. strain of Bact. coli may be associated with 
infantile: enteritis came from Bray,* who isolated a sero- 
logically specific late maltose-fermenting organism with 


: he, 
failed to find ‘a ‘similar organism in 100 contact, infants 
without diarrhoea. - Then, in the ' Aberdeen outbreak of 


identified a single serological type of Bact. coli in the 
faeces of 86 out of 92 infants suffering from the epidemic 
infection. and from only five out of 116 infants with 
“ parenteral ” diarrhoea or mild -infections not requiring 
This organism was rarely isolated 
from healthy children or adults, but it was found in the 
faeces of. four infants who. twenty-four hours later 


. developed diarrhoea. 


‘Meanwhile: a team of bacteriologists and paediatricians 
(the authors of the report in this issue), working with the 
support of the, M.R. C. at the Hospital'for Sick Children, 


' Great: Ormond Street, and the Central Public Health 


Laboratory, Colindale,- had set themselves the task. of 
investigating clinical, epidemiological, and bacteriological 


"aspects of” institutional outbreaks of infantile enteritis in 


maternity’ units and residential nurseries. The first of 
these outbreaks affected 20 babies (with 14 deaths) in 


' babies were bottle-fed, four partially breast-fed, and only 
one fully breast-fed. The outstanding symptom was | 
diarrhoea with severe dehydration, preceded in some 
cases by lethargy, reluctance to feed, and loss of weight. 
‘The age at onset varied from 6 to -20 days. Rectal 
“and nasopharyngeal swabs were obtained from nine 
acute ‘cases, and from each of them a serologically 
specific Bact. coli, labelled D 433, was isolated. The 
same. coliform organism was isolated from 10 babies 


(all artificially. fed) who developed acute diarrhoea and ’ 
. vomiting in a mothers and babies’ hostel in-Middlesex, 


and again from eight affected babies in the same ‘hostel 
‘eight: months later. Bact. coli D 433 was also found ’ 
R., J. Hyg. Camb., 1948, 46, 151. 


- 1 Moshin, 
-t 2 Rubbo, S. D., ibid., 1248; 46, 


3 J. Immunol} 1947, 67, 7 
4 J. Path. Bact., 1945, 87, 730. 
5 J. Hyg. Camb., 1948, 46, 1. 
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,communicable disease lobar pneumonia. 
' are rarely found in the normal throat: on the other 


' to infection. 
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in the faeces of four babies living in a residential nursery 


` in Hertfordshire where- there was an outbreak of enter-, 


itis, and in 21 out of 23 infants who developed inter- 
current diarrhoea, usually in small groups, in a child- 


-ten’s hospital, but in none of 14 babies with mild inter-" 


current diarrhoea in a residential nursery-and irregularly 
(6 out of 14 cases, 5 out of 24 cases) among children 
admitted to two hospitals with a diagnosis of gastro- 
enteritis. Further evidence suggesting an aetiological 
relationship of this organism to infantile diarrhoea was 
its disappearance from affected cases during convales- 
cence, its appearance after relapses in infants not 
previously yielding positive cultures,’and its absence 
from a large series of control healthy and sick babies. 
It was rarely found in the faeces of healthy adult .con-. 
tacts, but was found in ‘nine out of 34 contact babies, 


_ none of whom later developed any clinical infection. It 


is noteworthy that the strains of Bact. coli isolated by 
Bray,- by Giles and Sangster, and by Taylor and her 
colleagues were all serologically identical. : 
When a particular member of a family of organisms 
that normally live as saprophytes in the body is singled 
out as a possible pathogen the evidence must be specially 
convincing: before its pathogenicity is accepted. A 


parallel to the present problem of the relationship of one’ 


or more serological types of Bact.-coli to. infantile 
enteritis may be drawn from the pneumococcus family. 
Pneumococci are present jn the throats of 30-60% of 


healthy individuals, and scepticism about their patho- i 


genicity would have been justified if it was not known l 
- circulation. 


that there are many different serological types, only a 
few of which—e.g., types 1, 2, 5, and 7—have epidemic 
propensities and are specifically. associated with the 
These types 


hand, certain types—6, 19, 23—are common in the 
throats of healthy children, and these same types are 


‘frequently associated with bronchopneumonia, which 


affects mostly. _young children with poor resistance, 
“Bronchopneumonia may therefore be 
regarded as an endogenous non-communicable infection 
and lobar pneumonia as an exogenous infectious disease. 

It may be permissible to postulate a similar division for 


infantile enteritis—the sporadic cases resulting from 
‘parenteral infection or other predisposing cause being 


associated with. the endogenous coliform types, while: 


outbreaks would be caused by the less frequent “ epi-. 


demic” strains. Attempts to put such a hypothesis to 
the test would have to, take into consideration the intri- 
cate serology of the coliform group, the difficulties of 


isolation and recognition of specific types, and, the 


search for a suitable animal on which to test patho- 


genicity ; the absence of an acute inflammatory reaction `| 


in ' the gut or the development of specific’ antibody. in 


‘ trials could settle. 


be sacrificed: the exchange could be massive. 


. Infant. 


the affected infant ; and the mode of spread of the-infec-.. 


tion and its selective attack on artificially fed babies 
under 1 year of age. But the quickening ‘of: interest 
in both the aetiology and treatment of this serious infec- 
tion, illustrated: by the two papers in this issue, augurs 
well for its better control in the future. 


i 


- ı EXCHANGE TRANSFUSION 


“The idea of exchange transfusion i$ an old one. Nearly 


three hundred years ago a list was published. in the 


Philosophical Transactions of the Royal Society of 
London? of some of the possibilities of transfusion which 
No. 8 was as follows: “ Whether a 
dog that is sick of some disease chiefly imputable to 
the mass of blood, may be cured by exchanging it for 
that of.a sound dog.’ 
various animals were used, and since the donor could 
The 
quantities necessary to secure various degrees of 
exchange in man have been estimated ‘by Wiener and 
Wexler.’, 
patient’s circulation while the blood of a donor is infused 
into a different vein at an equal rate, the infusion and 
withdrawal of an amount, of blood equal to twice the 


patient’s blood volume will achieve about an 86% 


exchange; thus after transfusion and withdrawal of 
some 10 pints (5.7 litres) of blood from an. adult only 
14% of the patient’s own blood will be left in ‘his 


It is evident that large-scale exchange transfusions can 
bė .performed on adult humans only when many blood 
donors are available. This is doubtless the reason why 
it-is only recently, with the organization of large blood- 
transfusion centres, that the operation has been practised 
in any systematic way.* However, .it is an easier proce- 
dure in an infant. The blood volume of a newborn 
infant is only about one-twentieth that of an adult: an 
adult. can therefore harmlessly donate an amount of 
blood twice as great as the entire blood volume of an 
Many, methods of carrying out exchange trans- 
fusion in infants have been suggested, but that of 
Diamond? seems to be the simplest and best. 
few hours of birth a fine plastic catheter is passed up the 
umbilical vein, and blood is withdrawn and replaced by 
that of the donor in smali successive steps. The route 
that may be taken by the catheter is well illustrated i 
the article by Dr. J. J. van Loghem and his’ colleagues 
which appeared in last week’s issue. - 

1 Phil, Trans. Roy. Soc. Lond., 1665-6, 1, 387. 

2 J, Lab. clin. Med., 1946, 31, 1016. | 
8 Bessis, M., and Bernard, J., Sang, 1948, 19, 40. i 
4 Proc. R. Soc. Med., 1947, 40, 546., 


5 Wallerstein, H., Amer. J. Dis. Child., 1947, 73, 19. 
8 Mollison, P. L., and Cutbush, Marie, Lancet, 1948, 2, 522. 
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Exchange transfusion in infants has -been practised ‘comparison between a series treated “ then ” and “ now” 
almost exclusively for haemolytic disease of the new- is that inherent in all comparisons.of this kind:' factors 
born. In this condition, at birth and for a variable time, unconnected with exchange transfusion may help to 
afterwards, the infant’s own (Rh-positive) erythrocytes lower mortality—for example, the availability of 
are being haemolysed rapidly. Rh-negative erythrocytes penicillin. Finally, though exchange transfusion is 


are not susceptible’to the haemolytic process, and the certainly better than no transfusion, the real point of - 


anaemia: may be successfully combated.by simple trans- interest is whether it is better than simple transfusion, 
fusion of Rh-negative blood. If massive transfusions of and on this point there is still no good evidence. 

Rh-negative blood are given the infant’s own erythro- - The question whether the ‘prognosis for a severe case 
poiesis dies down, and for a few weeks practically no of. haemolytic disease of the newborn is improved by 
Rh-positive erythrocytes are to be found in the circula- giving an exchange transfusion rather ‘than a -simple 
tion, the infant relying almost’entirely on thè transfused <- transfusion. i is an important one to solve. The successful 
erythrocytes. When this method of treatment is carried performance of exchange transfusions demands special 
out it is a few days before the Rh-positive erythrocytes zeal on the part of the operator. The transfusion must be 


disappear from the circulation, and with exchange trans- 


` fusion an attempt is made to remove almost all. the 


Rh-positive erythrocytes during: the period of. the trans- 
fusion and. thus leave the infant with only a few of 
its own erythrocytes. At least three possible advantages 
have been claimed for this operation: first, that it 
diminishes the likelihood of the development of kernic- 
terus,° a toxic state which reaches its climax two to five 
days after birth and usually causes the death of the 
infant ; secondly, that it diminishes the risk of overload- 
ing the circulation of severely anaemic infants; and, - 


thirdly; that it simplifies treatment by enabling a suffici- 


ent number of Rh-negative erythrocytes to be introduced 
into the infant’s circulation at a single operation so that 
no subsequent transfusions are néeded.* This last claim 
seems to be the most. soundly established, though the 
expeditious performance of the operation jis likely: to be 
achieved only in highly specialized centres. 


Dr. van Loghem and his colleagues report a fatality ’ 
rate of 22.5% in 160 infants treated by exchange trans- 


fusion. They contrast this figure with a fatality rate-of - 


63.5% in a group of 88 infants not treated by exchange 
transfusion. These infants were elder siblings of some 
of those included in the ‘ ‘exchange ” group ; no details - 
of their treatment are given, and the authors state, “It is 


‘impossible for us to compare the mortality rate of icterus 


- gravis treated by-simple blood transfusion with that of 


cases treated by exchange transfusion.” “At first sight 
it would seem that the findings of such a difference in 
fatality rates made any further trials unnecessary, but 
this conclusion may not,be so well founded as it appears. 

irst, some years ago icterus gravis was diagnosed only 
in cases which would now be considered as moderate or 
severe, whereas to- day cases are sometimes included in 
a series when the « diagnosis is based entirely upon labora- 
tory findings, such as a positive direct. Coombs’s test. 
Evidently, then, if the mortality of the disease a few 
years ago were to be compared with that of an untreated 
series collected to-day an apparent fall would almost 
certainly be noted. -The second difficulty in making a 


carried out within a certain time of birth and the opera- 
tor must be prepared to undertake it at any time of the 
day or night. He cannot be expected to do this if it is 
likely that the infant has just as good a chance of recovery 
if treated by a simple drip transfusion of Rh-negative 
blood: It is to ‘be doubted whether the relative 
merits of the two procedures can be settled by anything 
-short of ‘a properly controlled statistical trial in which 
the same investigators try out both methods of treat- 
ment’ in ‘parallel. Nevertheless, such careful records as 
those of van Loghem and his colleagues provide 
invaluablé data for those intending to practise exchange 
transfusion. 


' HIGH-VOLTAGE X RAYS 
Installation has been completed at the Royal Cancer 
Hospital of the first of the two 30-million volt synchro- 
trons which, as made known in July, 1947,’ have been 
under construction for the Medica] Research Council. 
The second has been allocated to the department of 
radiotherapeutics in the University of Cambridge. Their 
function is to provide x rays of comparable voltage, at 
first for_physical and biological research and later for 
therapeutic use in the irradiation of deep-seated-cancers. 
Their advantage, compared ‘with conventional x-ray 


~sources, is that depth dosage is considerably increased 


compared with skin dosage.” It should therefore be 
possible to administer greater dosages to deep tumours 
without corresponding increase in the risk of surface 

injury, Much experimental work, extending probably 
over about a year, will be needed before the apparatus 
is used for tréatment. , 

The synchrotron: is in a basement laboratory which 
forms part of the’ physics department of the hospital 
under Professor W: V. Mayneord. The opening cere- 


- mony was on July 5, and the demonstrations which were 


given illustrated also the general work of the department 


` 


f 
' 


~ 
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in the application of nuclear physics to MEA 
Subjects included the-use in animals of cobalt-60 (Co°°) 
- —the most probable artificial substitute for radium”; 
autoradiography as a research method, with the distribu- 
tion of radioactive materials in tissue sections shown by 
© the blackening of photographic films with which the 
` tissue sections have been brought into contact; and the 
handling and clinical use of radio-isotopes. Devices 
for the remote control of radio-isotopes were shown, 
some“of which have been designed and constructed in 


the department, and also a number of instruments . 


= specially designed for clinical work, and the clinical 
|, techniques used with radioactive sodium and iodine. 

‘In the synchrotron, as ‘in other: x-ray sources, the 
generation of x rays is‘due to impact on a solid target 
of a beam of electrons which has previously been acceler- 
ated to-a high energy.? The differerices are in the level 
_ of energy to which the electrons are accelerated and the 
means. used to accelerate them. Instead of being a 
“tube” in the ordinary sense of that word the synchro- 
tron has the external form of a cylinder approximately 
four feet (122 cm.) in diameter. This is because the 
electron beam is accelerated round a: circular track 
which is many times’ repeated. The earlier stagés of 
acceleration are magnetic. The later stages are elec- 


trical—the accelerating force being arranged to vary in. 


synchronism with the rotating electrons. Hence the 
‘name of the instrument. A further point of difference 
is that whereas a normal x-ray source is continuous the 
synchrotron operates on a pulse principle. It provides 
50 pulses of high-energy electrons per second, and the 
same number of x-ray pulses—the duration of each 
pulse being some millionths of a second. In conse: 
quence, though the energy of the x-ray beam is very 
high, the average -dosage rate is not high (probably 
about 10 roentgens per minute at one metre). The elec- 
` tron energies are expected to reach 30 million volts— 
which is the design figure—but the medn energy of the 


x-ray beam will necessarily be lower, because the elec- 


trons are not instantaneously brought to rest on hitting 
the target, but on the average penetrate it to an appre- 
ciable extent before their energy is converted into x rays. 
In other‘ words, there is some loss of energy before 
x-ray generation takes place. This is the case with any 
form of x-ray source. l 

The first stage of investigation will be to define the 
physical limits of the x-ray beam. At the same time 
the efficacy of the initial protection which has been pro- 
` vided will have to be investigated, and any further steps 
which may be necessary must then be-taken. This will 
involve a detailed series of measurements which may 
well extend over some months. Thirdly, it will be neces- 
sary to distinguish between stray electrons which have 
escaped from the synchrotron and the x-ray beam which 


HIGH-VOLTAGE X RAYS / 


BRITISH 
MEDICAL JOURNAL 


it is its main function to supply. Only when this has 
. been done can the beam itself be seriously studied. In 
this connexion Professor Mayneord and Dr. J. H. Martin 
of his department have been making measurements 
during the past two years on synchrotrons and betatrons 
—an earlier type of electron accelerator’?—both in Great 
Britain and the United States. Their observations, soon 
to be published, afford the first: comparison in inter- 


‘nationally agreed units between the physical results 


obtained in the two countries. 

In the second stage of investigation two related 
studies will be carried out. One will be of the depth 
dosage in a “ water phantom ” which adequately repro- 
-duces the course of absorption in the body. The other 
will be of the range of energies included in the x-ray 
beam. . Finally, though the beam itself will be compara- 
tively narrow, with the effective dosage falling off to half 
at a distance of some degrees off centre, it is likely that 
means’ for further canalizing the beam will also be 


considered. In the next ‘stage the biological effects of 


the rays on a number of organisms, animals, and specific 
tissues will be observed. It is hoped in particular to 
study the effects on tissue cultures, in, association with 
the Chester Beatty Research Institute of the Royal Cancer 
Hospital and other organizations, including the Strange- 
ways Laboratory at Cambridge. Apart from the exten- 
sion of the energy level at which such measurements 
have been made there is the further question of pulse 
irradiation—the repeated administration of a high dosage 
rate over very short periods. 

A proposal for a gimbal-mounting,* which was dis- 
cussed at an earlier stage, has been deferred until after 
‘the experimental period. The effect would be that the 
direction of the beam could be altered, as in x-ray 
installations generally. It is hoped in any case that the 
present site will be a temporary one. _ 

The scientific development of the synchrotron has 
been largely due to a section of the Telecommunications 
Research Establishment, Great Malvern, which now 


forms part of the Atomic, Energy Research Establish- 


ment at Harwell. The magnets and much of the elec- 


trical gear have been built by the English Electric Com- | 


. pany, Stafford, in consultation with T.R.E., which is 
also responsible for tbe electronics. Development costs 
have been borne by the Medical: Research Council. The 
hospital itself undertook the conversion of an old build- 
ing to house the synchrotron ‘and with the Medical 
Research Council has developed a fairly large centre for 
research in nuclear physics applied to medicine. There 


has been close co-operation for many years between the . 


tadiotherapeutic and the physics departments of the 
Royal Cancer Hospital. It is recognized to be essential 
in the present work that the closest touch be main- 
tained between the clinic and the research laboratory. 
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BRITISH CONGRESS OF OBSTETRICS AND 
_ GYNAECOLOGY 
TWELFTH MEETING IN LONDON - 


was held at Friends House, London, on July 6, 7, and 8, 
under the ‘presidency’ of Sir FARDLEY HOLLAND. Normally the 
Congress takes place every second or third year, but this was 
the first since that held in Edinburgh in 1939. ' Seven’ hundred 
members registered, four times as many as on the previgus 
occasion. 

The Congress was declared open by the MINISTER OF HEALTH. 
There was one feature of the National Health Service, he said, 
which gave rise to anxiety in the minds of obstetricians— 
namely, the division of responsibility between regional hospital 
boards and local -health authorities, which, it was feared, might 
work to the disadvantage of the maternity service as a whole. 
In practice, he believed, this dichotomy. would be bridged. 


A very fine team of people were now responsible for maternity 


services. Mr. Bevan also gave the provisional vital statistics 
for 1948—a maternal mortality rate of 1.01, compared with 3.13 
in 1939; stillbirths 23.1, compared with 38.0; neonatal deaths 
19.7, compared with 28. 3; and infant mortality 34, compared 
with 50.6. -—~ 


Modern Caesarean Section’ 


Mr. C. McinrosH MARSHALL (Liverpool) introduced this 
subject by bringing forward statistics from 19 large hospitals 
in various parts of the country covering the period 1943 to 
1947. The total number of deliveries at these hospitals was 
125,179, and caesarean section had been carried out in 7,762 


cases (6. 2%). There had been 77 maternal deaths -(0. 99%) among 


these cases of caesarean section. The lower-segment operation 
was performed in 5,851 cases, with 35 deaths, and the classical 
operation in 1,734 cases, with 38 deaths. From these figures 


the classical operation came out’ three times worse than the. 


lower-segment operation: “In my paper I speak of-the classical 
operation with restraint and sadness ; 
of it at all.” Mr. Marshall recalled that in 1921, at the annual 
meeting of the British Medical Association at’ Newcastle, 
Professor Munro Kerr and- Mr. Eardley Holland brought for- 
ward a similar collection of cases,.covering the years 1911-20, 
and he compared this earlier series with ‘that of 1943-7. In 
Kerr and Holland’s collection' were 1,218 cases of “ favourable 
omen ” (patient not in labour) with 19 deaths (1.56%); in the 
series now presented there were 3,126 such ‘cases, with six 
deaths (0.19%). In the group of contracted pelvis and other 
cases (all cases -being in labour), the maternal mortality in the 
earlier series was. 4.41% and in the later series 0.96%. In the 
cases of eclampsia. the figures were 32.1% and 7.69% respec- 
tively, in toxaemia 21.9% and 1.61%, and so with other, indica- 
tions or groups in which caesarean section had-been: performed. 

They had all been more than half aware, said Mr. Marshall, 
that the scope and safety of caesarean section in this’ country 


had been steadily increasing over the last ten years or more. ` 


Now the evidence was seen, and the extent of the success 
could be measured. It would be a pity; however,. if they 
allowed themselves to rest there.: The problems to- -day were 
different but just as great as those of -thirty years ago. The 
ideal antibiotic would be discovered, ‘and chemotherapy must 
still have many gifts in store. Anaesthetic practices would be 
even more streamlined, though he could not conceive that any 
method which produced unconsciousness would be without risk. 
In theory the answers to thrombosis and embolism had been 
found. And all the time a more thoughtful devotion to their, 
art would lead, more- surely than any other thing, to a- lessening 


of matérnal mortality i In any one of its aspects—and, above all, 


in caesarean section. 

This introduction -led to, a lively discussion and an -almost 
astronomical multiplication of statistics. Dr. NINIAN FALKINER 
(Dublin) brought forward figures from the Rotunda extending 
Over seven years: vaginal deliveries were 34,489 and abdominal 
deliveries 841—the number of deaths following the former being 
56 and the latter 15. The'same, advantage ‘of the lower-segment 
operation over the classical came out in ‘these figures as in 


‘Mr. Marshall's: 


in public I never speak : 


Mr. A. W. Purpm (London) described an 
investigation covering Middlesex county hospitals over the 


_ period 1943-7. There had been, 1,667 caesarean sections per- 


formed, with 23 maternal deaths (1 38%). .-The total deliveries 
numbered 51,562. In the cases of “ favourable omen” the 
lower-segment operation was performed 410 times, with four 
maternal deaths, and the classical 116 times, with one death. 


‘ Mr. Purdie hoped that the Congress“would not be followed by 


a spate of unnecessary and ill-judged caesarean sections. 


f 
p “Failed Forceps” Cases 


Mr. FRANK STABLER (Newcastle) said that at the Princess Mary 
Maternity Hospital the policy had been consistently pursued of 


- not refusing section.to septic cases, however bad the state of 


the patient before operation. For many years they ' were iso- 
lated in this practice, but now with improvements in technique 
and the advance of chemotherapy there was a sway towards 


their opinion; but they had not been wrong even before the 


sulphonamides and penicillin. He gave an analysis of his 
“failed forceps ” cases since 1925.' In 23 years his department 
had performed caesarean section on 144 women who had previ- 
ously undergone attempted forceps extraction. There were 23 
deaths (15.9%). , Since-the employment of sulphonamides in 
1936 there had been 61 lower-segment caesarean sections after 
failed forceps, with six deaths (10%). In the last 10 years, 
when blood transfusion had been freely available, there had 
been 33 cases, With one death. Penicillin had been available 
only for three years, so that it was impossible to show its effect, 
but it could be said that nowadays a mortality in the region 


,of 5% might be expected. The incidence of “failed forceps ” 


cases was dwindling every year. He did not advocate caesarean 
section for all “failed forceps” cases. It should be employed 


. for cases of obstructed labour who would need it if there was 


no question of infection. In 307:cases of “failed forceps,” 
50 caesarean sections were done. l 

Dr. Kev FEENEY (Dublin) said that too many caesarean 
sections were being performed. Enthusiasm for this operation 
should be tempered. by common sense. To use it as an easy 
way .out of’ obstetric difficulty was unjustifiable. In any case 
it should be performed’ only by senior’ members of the staff. 
Professor DouGaL BAIRD (Aberdeen) estimated that in 10 years’ 
time there would be 150,000 women in Great Britain who had 


been the subject of caesarean section. What would be the effect 


on their future childbearing ? On the long-term view they must 


‘look forward to the time when caesarean section would not be 


necessary at all. Contracted pelvis was disappearing among 
the generation now growing up. It should not be forgotten that 


childbirth was a natural process. 


Professor Munro KERR paid tribute to earlier pioneers than . 
Eardley Holland and himself, and said how proud he was to 
hear these latest figures. 

Professor SUNDE (Oslo) said that ida the past seven and 


. a half years 600 caesarean sections had been performed at his 


University Hospital, with'five deaths (0.8%). The credit for 
this low mortality should be given primarily to penicillin and 
sulphathiazole in cases of infection, heparin treatment of 
thrombosis and embolism, and the organization of blood banks. 
Cases of toxaemia were not subjected to caesarean section, and 
it was his opinion that eclampsia and accidental haemorrhage 
should ‘as a rule bė regarded as contraindications. In older 
primiparae—over 40—age alone was not considered sufficient 
indication. Only in complications such as weak pains, large 
foetus,~or breech presentation was section considered. Dr. REx 
MATTERS (Adelaide) was surprised to learn of the high propor- 
tion of cases in'which section was done. At the antipodes they 
did not expect so high a percentage. Dr. G. W. THEOBALD 
(Bradford) told the Congress of a dream: -wishing to visit the 
gynaecology department, he found that it had been abolished, 
that menstruation had been completely controlled, that the 
period of gestation had been reduced to three months, and 
that all deliveries were by caesarean section, to facilitate which 
a zip-fastener had been invented ! Another slightly satirical 
speech came from Dr. BETHEL -SoLoMons (Dublin), who 
suggested that the next Congress should include a first-rate 
discussion on normal labour. 
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E in the Urine 
Professor G. F. MARRIAN (Edinburgh) opened a discussion on 


~ the methods of assay and clinical significance .of pregnanediol, 


in the urine: 


‘He said-that it had been established that during 


thé menstrual period this steroid was excreted in the urine only . 


during, the luteal phase ; during® pregnancy Vit. was excreted’ in- 
increasing amounts up to the time of delivery, and in women in 
whose ovaries there were’.no corpora lutea the injection of 
progesterone was followed by the appearance .of, pregnanediol 
in the’ urine. \Quantitative investigations ‘Suggested, however, 


' that the- amounts of pregnanediol present in the urine during 


the luteal „phase of the menstrual cycle and during pregnancy. 
might not be’ quantitatively related to the total endogenous 


. . secretion of progesterone or to that fraction of the latter utilized 


+ 


in producing the physiological changes characteristic of' the 
hormone.. If that were so it would be difficult on theoretical 
grounds to justify the use ‘of pregnanediol, determinations for 
clinical purposes. ~ But.it would be premature to be dogmatic, 
on the quéstion,.and the clinician should adopt a cautious ` 
attitude. There were. graunds: for hoping that -pregnanediol 
determinations would ultimately prove to have. a real, though 
limited, clinical value. i 


Dr. G. L M. SWYER (University College Hospital), - after $ 


examining the results of '860 ‘pregnanediol assays, considered , 


.that_tn general ‘such assays, had: little to offer the practisin g 


clinician. ` There. were ‘no solid; grounds for believing - that 
pregnanediol excretion reflected. at all closely the‘ progesterone 
levels of the. blood, .and undoubtedly the latter were of far. 
greater physiological significance. ‘A simple, direct means of 
assessing the blood-progesterone. would supply evidence of much 


, More clinical value than could ever’ be expected from the 


pregnanediol excretion in the urine. ` sY 


The subsequent discussion, in which several Fresich and Swiss , 


' workers joined, took very much the same line. Dr. P. M. F. 


~ 


BisHop (London) said that it had brought out three important 
points : 
procedures requiring expert ‘supervision and technical . assis- 


tance ; (2) that they called for close , cosoperation ‘and under- . i 


standing between-the ward or out-patient department and the 
laboratory ; and (3) that they were of such limited clinical value 
that the first reaction must be: one ‘of disappointment. , He con-- 


` sidered also. that the problems of what might be called medical’ 


~ 


gynaecology were becoming so numerous and complicated that 


. there was a good deal to be said for referring them to a special . 


‘department. ‘There was already a, tendency to` separate the 
investigation and treatment of infertility from the work of the 
routine gynaecological out-patient ‘clinic. Dr. A. C. CROOKE 
(Birmingham) also’ described this “laborious and somewhat 


~ insensitive method” as of very little ie value. in Oe 


t Nos Paa 
Essential Hypertension in C Perini 


abnormalities of menstruation. 


C. 


A well-sustained discussion on this subject was opened by . 


Professor G. F. PICKERING (London), who said that there seemed ` 
strong grounds for the provisional opinion that essential hyper- 


(1) that pregnanedio] „assays were time- consuming - 


especially after the twenty-fifth week. Sympathectomy was use- 
ful in carefully selected cases of hypertension, and was said to 


give better results if the diastolic pressure Was high and the i 
pulse pressure low. It was contraindicated if the kidneys were 
badly ‘damaged or if there was coronary. disease or marked 


arteriosclerosis. It should be considered if the outlook for a 
successful. pregnancy was bad, and especially Ar? D o 


- pregnancies had been unsuccessful: 


Among ‘Professor Browne’s conclusions were- (1) doike 
hypertension contributed -about 25% of all forms of toxaemia 


> of late pregnancy’; (2) if the blood pressure at the start- of 


pregnancy was 150/100 or over, the outlook for a viable child 


‘was poor; (3) there was no evidence: that the hypertension was 


permanently aggravated by the pregnancy unless the patient 
developed, superimposed pre-eclamptic toxaemia or eclampsia ; 
{4) as pre-eclamptic toxaemia developed. in 60% of chronic 


. hypertensive cases, and the risk of chronic hypertension follow- 
. ing pre- eclamptic toxaemia was 50%, it followed that about one- 
“ third of ‘all women with chronic hypertension who became 


pregnant had their by perieuslon AREER aggravated i in some 


‘degree. ’ 


OS oh A Warning against. a Mutilafing Opentons a 


Mr. G. F. GIBBERD (London) hoped, that obstetricians would 
be on guard against mutilating operations on the sympathetic 
` nervous ‘system. The field of routine midwifery. must not be 


allowed 'to be invaded: by `“ destructive surgery stil in an, 
experimental. stage.” On the clinical side they were concerned 
with . three-. well-recognized conditions: essential hypertension, 


toxaemia’. of pregnancy, and chronic nephritis; but the more 


> 


critical they’ were the more they, would find the need for another 
group unclassifiable in the present, state of knowledge. , In- 
creased ‘knowledge in the future would come from’ the fuller 


study ‘of the relatively few. well-defined. examples of the disease , 


under discussion rather than from statistical surveys of large 
numbers: of; patients placed in arbitrary classes with .no clinical 
significance.” 


_ » Professor R. J. KELLAR (Edinburgh) summarized’ the poon , 
thus: in normal pregnancy there was an increase in the cardiac. 


Output and the bloed volume, and an increased flow through 
the muscles of the forearm and through the skin of the hands 
at cool room temperatures.’ In essential ‘hypertension compli- 


cating pregnancy the changes were of the:same order, with the ` 


exception that the flow through the forearm muscles was some- 
what increased. The paradox of an increased cardiac output, 


such as occurred so commonly ‘both in normal and in hyper- 
_ tensive pregnancies, could be explained only .by, the presence of” 


the highly vascular uterus andthe choriodecidual space. Here, 
therefore, was an example of,a positively beneficent effect of' 


‘pregnancy on the hypertensive. process, albeit, alas, a temporary 


one. 


ignorant of what happened in the early stages of hypertension, 


but: he: personally felt. that functional vascular spasm due to ` 
sympathetic overactivity. was the primary factor, and that \it | 


tension was an inherited- condition, probably ;on a simple ` 


‘Mendelian basis, but a more extended survey: of the children 
of hypertensive parents was ‘necessary before such a conclu- 
sion ‘could ‘be regarded as fully established.‘ As for the 
mechanism of the condition, there was no doubt that the raised - 
arteriolar pressure was the result of vascular narrowing, for the 


‘cardiac output and the blood viscosity had been measured 
_ accurately 


and found normal. This-vascular narrowing was 
likely to be‘due to a chemical abnormality either of the bined: 
or of the vessels themselves. 

Professor F. J. BRowNE (London) discussed daragi, course, 
and treatment. . He considered that with the exception of those 
cases in which. renal function was diminished or in which there 
was albuminuric retinitis pregnancy- might be allowed to con- 


“tinue. As: danger to the foetus arose only when blood pressure 


was above 160 mm. Hg systolic, 100 diastolic, efforts should be 


_\made to keep} it below that level, and for this purpose the best 


remedy at present was rest, which should be enjoined through- 


' out pregnancy and its extent increased as pregnancy proceeded, 
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' cating albuminuria. 
sion Om caesarean’ section ‘at the’ Congress was not up to the: 


resulted, if too severe and jong-continued, in an anatomical 
change in: which the muscular reactivity of the vessels was 
See by the relative i irresponsiveness of fibro-elastic tissue. 


Pe Caesarean Section in Hypertension’ 


` Professor T. N. A. JEFFCOATE (Liverpool) brought back the . ' 
` discussion to the previous theme of caesarean, section, this time, a 


‘with regard to its place in chronic hypertension and compli- 
He ‘said frankly that much of the discus- 


‘standard to be expected “in a gathering of that. kind. - Many 


í 


platitudes had been stated without evidence to support them, 


. and the impression which must have gone out was that the art ; 
„and science of obstetrics consisted ‘in birth by’ the natural 
-‘passages at all costs—the ° 


‘costs ” being.the death of the child 
and very often injury to the mothér. It reminded him of what 
used to be said many years ago—that caesarean section was a 


confession of failure, the implication being that a dead child, 
‘was a sign of success. 


Results which he was ‘able’ to bring © 
forward showed that by ‘delivering babies by caesarean section. 
—the cases chosen being the worst possible material (that is- to 
say, those in which the disease was most intense}—figures 
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Mr. G. J: SOPHIAN (Condon) said that they were still | 
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relating to the’ children could be produced practically as good . / 
` ectomy of Schauta. For the surgeon’ who had had experience 


as those of spontaneous delivery at term, and in the case of 
, very small babies caesarean ;section offered the best of all 
prospects in chronic hypertension complicated by albuminuria. 

Mr. *-DIcKsON Wriaur - discussed hypertension from the 


operating surgeon’s’ point of view, and after a number of. 


others, had taken part Professor F. J. BROWNE replied to 
' Mr. Gibberd’s remarks about’ “ mutilating surgery.” 


Carcinoma of the Uterus. 2 


A long session of the Congress was devoted to modern con-. 


cepts in the diagnosis, prognosis, and treatment of carcinoma 
of the uterus, Dr. J. ERNEST Ayre (Montreal) said the vaginal 
smear method, first put forward by Papanicolaou,in 1928, was 
a simple means of detection, but the “ surface biopsy ” modifica- 


tion, by scraping an area of the cervix,'was a more sensitive : 


and accurate method of diagnosis: in early cases of cancer. 


A negative “surface biopsy” -scraping might be relied upon ` 


to indicate freedom from malignancy. Dr. GILBERT J. STRACHAN 


(Cardiff) described precancerous changes in the cervix on the: 


basis of an investigation which. had comprised the clinical 


examination ,of about 500 cases, including the. histological . 


examination of many hundreds, of sections. He devoted special 
attention to one lesion of the cervix, namely, léucoplakia, which 
seemed to be the connecting link between the traumatized‘ and 


infected cervix on the one’ hand.and carcinoma on the‘ other. 


Precancerous lesions were,not observed at the growing edge: of 
an established carcinoma, the probable reason being that when’ 
i carcinomatous growth started it extended rapidly, blotting out 
any intermediate changes.- The ~growing edge of an: early 


carcinoma showed a sharp; sloping ‘line of differentiation 


between the normal and the affected tissue. ` ; 


Dr. A. GLUCKSMANN, -of the Strangeways Research Labora- - 


tory, read a paper on prognosis based on biopsies. ‘He found 
agreement between: the early histological prognosis and five-year 


-° 


that there had been no reference to the radical vaginal hyster- 


„in vaginal operations the Schauta operation was not difficult. 
Its primary mortality was low—only one death in about 250 
cases at Amsterdam from 1942 to 1949—and the five-year cure 
rate was ‘55.34%. Professor Mitra (India) also drew attention 
to the many advantages of vaginal hysterectomy as compared 
with the abdominal approach. s = i 


ia ` 


' Plea for Radiotherapy 

Professor J. HEYMAN (Stockholm) took a different view. In 
.the last six years the absolute cure rate at the Radiumhemmet 
had been 42% (the relative cure rate for Stage I being 70%, for 
Stage II, 42%, and for Stage III, 25%). They were very satisfied 
with the results,of radiotherapy, and they had treated about 
8,000 cases. He did not believe that there were any radio- 
resistant cases—there were cases which could not be cured by 
radiotherapy because they belonged to the group which was 
particularly malignant, but such cases could not be cured what- 
ever the method used. If they had more extensive surgery it 
would mean a number of less competent surgeons at work, and 
they would not be likely to restrict themselves to the carefully 
selected case. Dr. MALCOLM DONALDSON urged the setting up 
by the Royal College of a Clinical Cancer Research Committee 
with an instruction to stimulate and co-ordinate mass investiga- 
tions into the treatment of gynaecological cancer and to evaluate 
the results. . bs 
O , Maternal Mortality ` - 

Sir WILLIAM GILLIATT, president of the Royal College of 
Obstetricians and Gynaecologists, was applauded when he 
protested against the habit Ministers had of using maternal 
mortality statistics for. political purposes. The Minister of 


' Health in opening that Congress had spoken of the team work 


in the maternity service under the new Health Act and had then 


` clinical results in 97% of’cases, and held that suitably ‘selected 


raat : oo $ Ter one on to quote the figurés, -which were excellent in every way. 
à biopsies were reliable samples of the tumour and of its reaction a q pe 


- ~ But it might be suggested ‘to the Minister that the National 


k- to treatment. By the method he described patients with tumours 
; ‘curable by radiation methods..could be selected for continued 
s radiotherapy, while others were chosen for rddical surgery. ' 
` Pelvic Exenteration 5 
The, Congress then listened to an exposition 
ALEXANDER BRUNSCHWIG;,' of the Memorial Hospital, New 
York City, of his method of partial or complete exenteration 
for advanced uncontrolled cancers, principally of the cervix 
\ but also of the uterus and vulva,-which he had been. practising 
during the last two years. One type of' operation consisted of' 
complete excision of vagina, uterus, bladder, and pelvic lymph 
nodes, with bilateral implantation of the ureters into the pelvic 


colon ; the other,‘ of complete pelvic exenteration—excision of A 
|», the bladder, vagina, and pelvic colon, together with the entire ' 


perineum, and implantation of both ureters into the colon 
h above an end-colostomy. The, partial pelvic’ exénteration had 
been done in 26 cases, with a surgical mortality of 19%. One 
| - patient had lived for 15 months and died of intercurrent disease, 
and others were living and well after a year or more. The 
_ with a surgical mortality of 23%, and seven patients were livin 

and well after a period of from one year to 20 months. He 
defined surgical: mortality as death occurring within a month of 


1? 


operation, whatever its cause. ; i ; 


, complete pelvic exenteration had. been -carried out in 52 cases, 


i- _ Dr. Joe Vincenr MeEics, of the Vincent Memorial Hospital, 


~ Boston, said that his group had done 35 similar operations, with 
about. the same. success. as that reported by Dr. Brunschwig. 


It was the operdtion of choice in patients in whom radiation. - 


treatment had failed or who had fistula or recurrent tumours in 
the bladder or rectum, especially if they were in fair physical 
_ condition, as they so often were. Pictures were shown of these 


;4 patients apparently, except for the inconvenience of a colostomy, ` 


\ living a normal life. . , . fe a 
Mr. Victor Bonney (London) said that’some' means should 
be found of distinguishing’ quite ‘certainly: the radiosensitive 
from the radio-resistant tumours before any treatment was 
decided. Professor vAN B. BASTIAANSE (Amsterdam) regretted 


~- 


t 


by -Dr. ; 


Health Service,- which was 367 days old, could scarcely be 
responsible ‘for the maternal mortality figures in 1948—at all 
events in the first half of that year. Sir William'Gilliatt brought 


-forward an analysis of matérnal mortality in 1947 as compared 


with 1927.' In 1927 the number of maternal deaths was 2,707, 
and in 1947 it was 1,058, a reduction of 61%. In the two groups 
of infections, post-abortional and puerperal, added together, 
the reduction had been as much as 82.75%. ‘This he attributed 
‘to several factors: improvement in the planning of maternity 
units‘ and, the nursing of puerperal patients, the diminishing 
virulence of the streptococcus, the advent of the sulphonamides, 
the discovery of penicillin, and the -better feeding of pregnant 
‘women. ` The reduction ih mortality in the toxaemic group in 
20 years had been 55.5%. Could this be carried’ further ? 
During the past few years opinion had- changed, and now not 
‘a low protein diet but a high one was advised, not only for 
normal pregnant women but also for those suffering from 
toxaemia, and the good results justified this striking change. In 
spite. of official statistics, haemorrhage was the most common 
cause of maternal death. It was responsible directly for a large 
proportion of deaths in some of the other official groups. It 
was of the utmost importance to prevent unnecessary bleeding 
and to replace as soon as possible at least the amount of blood ' 
lost. He indicated the many ways in which unnecessary bleed- 
ing might be prevented. a l 
Professor Hupa LLoyp (Birmingham) urged that normal 
.confinements, after adequate and first-class antenatal: care, 
should be conducted by 'midwives, whose training, it must be 
remembered, had been raised to a very high standard, far 
higher than that of the average newly qualified doctor who had 
_had no further obstetric house appointments. , The most urgent 
problem at the present time was an investigation into the aetio- 
logy, causation, and treatment of toxaemia, using the word in 


~ its broad sense. 


Dr. Percy Srocxs (Registrar-General’s Office) said that about 

' three-fifths of the fall in maternal sepsis between 1928-30 and 
1947 could be: attributed to the new‘drugs, the other two-fifths 
being ‘dué to improvements in antiseptic technique, including 
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the, wearing of masks, and routine examination, and to greater 
antenatal care. ~- = 
Midwifery and the General Practitioner ` 
; : a ‘ 
‘Sir EARDLEY: HOLLAND, president of the Congress, said that 
very few individual obstetricians could ‘get a real insight into 


the causation of maternal mortality, because they saw relatively ` 


so few deaths. He himself did not gain such an insight until at 
the beginning of the war it became, one of his duties to investi- 
gate every maternal death in the home counties. He found 
the commopest cause to be shock or haemorrhage or both. 
Another generalization was that a high proportion of deaths 
were avoidable. He believed that in the home counties over 


three years'at least half the maternal deaths would have been’ 


avoided by quite ordinary standards of midwifery. S 
Speaking of domiciliary practice, „Sir . Eardley Holland 
described the term “ general-practitioner obstetrician”. ås an 
“absolute sham” and a misuse of the word “ obstetrician.” 
In America they had maternal mortality committees, and he 


thought such committees might be appointed here, consisting 


of clinical obstetricians and one or two specialists, to report on 


maternal deaths and analyse them, as was done in the American 
bi-monthly: Obstetrical and Gynecological Survey. : 
Mr. G. W; THEOBALD (Bradford) said that owing to the 


dichotomy in the service some medical officers of health. were 
persuading women who wanted to be attended by midwives to 


‘employ doctors, because if midwives were sent out the charge 


fell ‘locally, whereas if the general practitioner went it fell. on 
State funds. He believed that recent administrative develop- 
ments bad put back the clock of obstetric advance, though no 
doubt the blood transfusion service, the use of sulphonamides 
and penicillin, and so on, would mask the setback. o 

Dr. Kosmak (New York) gave further details about the 
maternal mortality committees in the United States. Practically 
every large city now had one. of these official juries investigating 
individual deaths. A great many confinemeńts had been found 
to take place in so-called maternity homes which were poorly 


-equipped, and in which the doctor was privileged to do any- 


thing he wanted, from induction of labour to caesarean section, 
though he might not be qualified to perform it. Through the 
Department of Health a set of rules and regulations had: been 
drawn up which were in force at the present time and had 
proved to.be of great value. Under these no general practi- 
tioner who undertook the care of a maternity case in one of 
these institutions was allowed to. perform any major surgery 
without consultation. Among others who joined in this discis- 
sion were Dame Louise MclLroy, Professor DUGALD BAIRD, 
and Dr. H. R. MACLENNAN. l x ae 

Sir WittiaM GrLuiaTr said that- he thought Sir Eardley 
Holland’s suggestion for a committee to be- appointed to 
investigate all’ maternal deaths was a good one, and that it 


might be transmitted to the Maternity and Midwifery Standing ` 


- 


Advisory Committee recently constituted by the Minister, of 
which he was chairman.” ©’ : 


T ~ 


Further Discussions P 


A short’ discussion on the management of pregnancy’ in 
diabetics was opened by’ Dr. WILFRID OAKLEY and Mr. JoHN 
PEEL (King’s College Hospital) in a joint paper. They showed 
that the foetal mortality rate in the pre-diabetic state reached 
its maximum in the two-year period immediately preceding 
the onset of diabetes. ‘The duration and severity of the 
maternal diabetes appeared to be unrelated to the high foetal 
mortality, but ‘the degree of control.was an important factor. 


Without proper control, of diabetes a significant number of, 


mothers died in diabetic coma, but with proper control the 


- maternal mortality was influenced only very slightly if at all 


by. the presence of the disease. The incidence of hydramnios 
was high in pregnancy in diabetic women, and that of toxaemia 
was greater than in non-diabetic women, the highest incidence 
being in the last three weeks. Reference was made to the 
high rate of neonatal death in babies born of diabetic mothers. 
The majority of the deaths occurred within 48 hours. | 

Dr. PETERSEN (Copenhagen) reported a study of 205 preg- 
nancies ‘in -152 diabetics in two lying-in hospitals in Denmark. 
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- He related’ the foetal mortality to the age of onset of diabetes 


‘in the mother.. Thus with mothers in whom the diabetes had 
begun at age 1 to 15 the foetal mortality was 42% ; with 
mothers who first had the disease between the ages of 16 and 
24 the foetal-mortality was 29% ; and in those in whom diabetes 


’. did not appear before the age of 25 the foetal mortality was 


only 6%. Aer ae / 

Doubt was cast upon the many statistics given in 
of this discussion when Professor F. J. BROWNE said that an 
expert statistician, looking at these figures, could “ drive a horse 
and cart -through them:”- as 

Hernia of the pouch of: Douglas was the subject of another 
brief’ discussion, opened by Mr. C. D. Reap (Chelsea Hospital. 
for Women), and continued by Mr. Vicror Bonney, Dr. GREEN- 
ARMYTAGE, and others. cf 

Throughout the Congress and at every session many members 
who wished to contribute to the discussions had to be- denied 


owing to: lack of time. Visits were paid to a number of hos- 


pitals, and at University College Hospital delegates were able 
to` watch by means of television the. operations performed in 
the theatre. This was done by means of Marconi portable 
television equipment. Two cameras, mounted in the gallery, 
of the theatre, with'their telephoto lenses ‘trained on the operat- 


_ ing table, recorded every phase of the operations, which were 


projected on the 20-in. screens of two Monitor receivers 
installed in a separate lecture hall. i ` 

“Social occasions in connexion with the Congress included a 
banquet at Guildhall and a number of receptions. 
Congress will be held at Leeds in 1952. — 


- 
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the course ` 


The next 
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`. COMMONWEALTH AND EMPIRE TUBER- - 


CULOSIS CONFERENCE 


The second Commonwealth and Empire Health and Tuber- ~ 
culosis Conference, organized by the National Association for f 


the Prevention of Tuberculosis, which is celebrating its fiftieth , 


~ 


anniversary, was held at the Central Hall, Westminster, from 
July 5 to 8. It was attended by 1,200 medical and lay delegates 
and observers, 160 of-whom came from overseas. Although 
pre-eminently a Commonwealth Conference, the United States, 


_ every country in Western Europe, and: many foreign countries 


in Asia and Africa were represented.: The discussions were on 
tuberculosis as a world problem; trends in modern treatment, 
tuberculosis schemes of local authorities: and schemes in the 
Colonies, the prevention and the detection of the disease, and 
the psychological and social readaptation of ,the chronic 
sufferer. The conference was addressed by several’ members 
of the Government, including the Secretary of State for the 
Colonies, the Secretary of State for Commonwealth Relations, 
and the Parliamentary Secretary to the Ministry of Food. The 


Minister of Health sent a message in which he spoke of f 


advances in the control of tuberculosis under the National 
Health Service. He referred to facilities for mass radiography, 
the, availability of B.C.G. vaccination “ within prudent and 


controlled limits,” and the establishmient as a statutory duty 


-of the care and aftercare of tuberculous patients by local health 


authorities. Sir Robert Arthur Young. presided over the’ first 
sessions’ of the conference. 


. Streptomycin y - 

A discussion on trends in the modern treatment of tubercu- 
losis turned’ largely upon streptomycin, on which several experts 
from other countries addressed the conference... Professor 
ETIENNE BERNARD, professor in the Faculty of. Medicine, Uni- 
versity of Paris, said that streptomycin had transformed the 
prognosis: of miliary tuberculosis of the lungs.. But there were 
two qualifications to be made. - During the treatment of tuber- 
culosi$ with streptomycin, or even 
times ‘appeared a suppurative cervical adenitis. No treatment 
was of any value, and in some of~these cases, in spite of clear- 
ance of the lung fields, the patients died of-cachexia. Organisms: 
from the glandular pus showed streptomycin resistance. In 
other cases of acute miliary tuberculosis, after a complete 
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after treatment, there some- * 
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cure had apparently bein: effected a relapse occurred within 
six months or a year, with reappearance of miliary lesions 
in both lung fields and extra-pulmonary lesions. The relapses 
were severe; renewal of treatment was disappointing owing 
to streptomycin resistance, and some of the patients died in 
spite of the addition of, para-aminosalicylic acid to the strepto- 
mycin. Clearing of the lung shadows did not therefore mean 
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that the contest was definitely won, and the late danger of a . 


relapse of miliary tuberculosis, with an unfavourable prognosis, 
must be horne in mind. 

Dr. CECIL GORDON SHAVER, superintendent of the Niagara 
Peninsula Sanatorium Association, gave an account of the use 
of streptomycin in Canada. The drug became available to 
Canadian sanatoria early in 1947! but the cost at first was 
too high for its general use. In July, 1948, however, free 
distribution of streptomycin was made possible through 
federal health grants, and from then until the end of March 
1,786 patients in Ontario’ sanatoria had received 1,950 free 
courses of treatment. Symptomatic improvement had been 
noted in practically every case, the main exceptions being those 
with fibro-cavernous disease. “ One point generally noted was 
that cases with fever ‘showed a gradual subsidence of tempera- 
ture unlike the usual course ‘of tuberculous disease. Of seven 
adult cases of tuberculous meningitis good results were 
obtained in four cases but three showed relapses of varying 
severity. Of 13 casés of miliary tuberculosis 10 showed a 
good initial response, but six of these subsequently developed 
meningitis and died. In pulmonary tuberculosis exudative 

lesions had responded extremely well; in spreading disease, 
of’ 116 cases 75 (64%) showed’ improvement beyond ordinary 
expectations.’ In this group there had been” five cases of 
relapse, leaving .a total of 60% improved. In 27 cases there 


was no improvement, and in the remaining 14 the es 


became worse under treatment. 

After discussing the results in various tuberculous conditions: 
Dr. Shaver said: that :most of the sanatoria were using a dose 
of one gramme daily for periods of 42 to 120 days. Investiga- 
tion of the resistance of tubercle bacilli to streptomycin showed | 

- that resistance did' not often develop’ before the end of six 
weeks; so that if a six-weeks course of treatment would 
produce the desired result) the drug should be discontinued at 
or before the end of that period. The Toronto Hospital at 
Weston reported that in the majority: of cases in which 
streptomycin resistance appeared in the isolated organisms 
such resistance occurred. from five to seven weeks after the 
‘beginning of treatment. In a few cases complete streptomycin 
resistance was not apparent at the conclusion of therapy, but: 
showed itself a few months later. It was not possible as yet 
to state whether or not resistant bacilli might regain sensitivity. 

/ 
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British Experience of Modern “Treatment 


Dr. GEOFFREY MARSHALL (Brompton Hospital), after reciting 
the history of various treatments,.some of which had been 
overrated and afterwards discarded, said that in streptomycin 
in the treatment of tuberculous meningitis they had something 
very different from what had gone before. He went on to 
describe the investigation of the value of streptomycin in 


é 
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value of pàra-aminosalicylic acid was being tested. The Medi- 
cal Research Council was.conducting a rigid trial of PAS alone, 
streptomycin alone, and a combination of the two. 

Mr. C. Price THOMAS (Westminster Hospital) described 
recent advances in thoracic surgery, particularly resection of 
the lung. There were some who thought that all patients should 
be subjected to resection,‘ but this had its dangers, especially 
non-healing of the bronchus, the patients tending to get 
empyemas of the lung, and the disease spreading during the 
actual operative process. He agreed with Dr. Geoffrey Marshall 
that streptomycin had little power to prevent complications, 
but it was able to deal with them when they arrived. Operation 
could be done without streptomycin, but it was desirable that 
it be used as a cover; he started the administration of strepto- 
mycin one day before operation. 

Professor J. LEHMANN (Gothenburg) said that chemo- | 
therapeutic agents could be considered only as an aid in the 
treatment of tuberculosis, and that all physical measures 


should still be used. | Treatment with the present therapeutic 


agents was “only a faltering step in a long and stony way.” 


. Collapse Therapy in Domiciliary Treatment 


The increased demand for hospital and sanatorium beds and 
for more highly trained doctors. and nurses consequent upon 
the newer treatments was emphasized by Dr. J. G. SCADDING 
(Institute of Diseases of the Chest, London). Streptomycin had 
greatly increased the average period required for institutional 
care—care, moreover, in a well-equipped and fully staffed 
institution. This applied alike to tuberculous meningitis, to 
miliary .tuberculosis, and to pulmonary tuberculosis. One of 
the great advantages of streptomycin was that it enabled 
patients previously considered unsuitable for surgical treat- 
ment to undergo that treatment, but this needed trained teams 
and again prolonged the time necessary for institutional care. 

The increased demand for beds as a result of these new 
measures, Dr. Scadding continued, had led to the use of collapse 
therapy as part of domiciliary treatment in suitable cases. 
Here he gave an account of work done along these lines in 
Southwark and in Hammersmith. At one clinic, out of some 


' 90 new patients, roughly two-thirds were treated in their own 


pulmonary tuberculosis—an investigation under much more , 


_ critical control than had ever been planned before in the case 
of a therapeutic remedy. The improvement under strepto- 
_ mycin was undoubted, but it was not lasting; most of the 
patients started to relapse during the latter part of the first six 
months of the trial. 

Streptomycin was-a valuable but a short-lived remedy. With. 
the development of streptomycin- -resistant strains, the prepara- 
tion was no longer of value to the patient. The danger was 
that such patients might infect a younger person, who might 
contract’ a tuberculous meningitis which’ was streptomycin- 
jresistant. A particular value of streptomycin was in the case 
of a patient who should have collapse therapy but was too ill 
to undergo it. For a limited time such a patient: improved 
greatly under the drug, but the collapse therapy must be insti- 
tuted within three months. Streptomycin could be used as an 
“ umbrella ” for surgery, but it was better to keep it in reserve ; 
it was more effective as a remedy than as a preventive. The 


homes by collapse therapy, with the result that it had been 


'} possible to cancel a number of applications for sanatorium 


accommodation. The scheme ,required careful co-operation 
between doctor, nurse, and social worker, but it seemed as if 
collapse therapy was likely to’ play an increasing part in the 
domiciliary treatment of pulmonary tuberculosis. Those 
engaged in this work had no doubt about the success of these 
measures, and the improvement in the morale of the patient ` 
was very evident. Such,measures, however, must continue to 
be regarded,as palliative only, and there should be no undue 
complacency, following on their apparent succéss. 

Dr. E. Rist (France) urged the advantages of artificial 
pneumothorax.’ Streptomycin and PAS were valuable, but they 
had their dangers and their failures. Pneumothorax on its intro- 
duction was hailed as the greatest advance ever made, but 
afterwards it underwent an unjustified decline in favour. He 
was surprised to find some colleagues preferring thoracoplasty 
and to read in American literature that many physicians pre- 
ferred long bed rest to. the institution of an artificial pneumo- 
thorax. After long experience he could affirm that the’ results 
obtained after collapse were more permanent than after bed 
rest only. 7 = 
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Para-aminosalicylic Acid 


Dr. G. Bmatu (Sweden): mentioned the clinical avantages 
of PAS. An investigation of 150 to 200 cases had been made ` 
by the Swedish National Tuberculosis Association, and the 
results showed a significant difference in every respect, even 
radiologically, in favour-of the PAS-treated cases. The effect 
was not so rapid as‘that of streptomycin, although a striking 
improvement might occur during the first six weeks of treat- 
ment. One of the main indications in toxic cases was to employ 
thoracoplasty, maintaining the patient on PAS throughout; 
the fever disappeared and. the patient gained weight. The- 


development of resistant micro-organisms seemed very rare. 
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Dr. E.-K. PRITCHARD, (Southwark) 
who ‘ofiginated collapse therapy. in ‘domiciliary treatment in 
Southwark; had since left that neighbourhood and he himself 
had continued to- treat ‘tuberculous ‘patients in their homes. 


'\ During the. ‘first eighteen months over 100 cases had been 
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- ‘rate from’ tuberculosis was only 30 per 100,000, but tuber- . 
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`' = position in their respective countries. 
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` sure they were‘ resting. . PAS 


_ intelligent and balanced use of the 


` vided without charge by law in five 


. per 100,000; the European 


- treated, and 31% were now sputum-free ; 10% of these patients 


had died, but in a number ‚of them the ‘disease was fairly 
advanced before they came into his hands. About half were 
treated with pneumoperitoneum and half, with pneumothorax ; 


_ the former, he thought, should be the ‘initial measure in the 


patient’s home, except in very light and early cases. Any hope 
of doing good work in domiciliary treatment depended to a 
very -large extent upon the keenness and. efficiency of the health 
visitor. It was her. business ‘to get the patients into the right 
-frame-of mind, and to look.in on them at odd times and make 
had a place in domiciliary treat- 
ment, and he had used it in a number of cases. i i 
The long discussion was summed up by Dr. G. S. Topp (King 
. Edward VII Sanatorium, Midhurst), who paid a special tribute 
to matrons' and nurses.‘ Modern, treatment would be uséless 
unless ‘there was a.competent team. 
patient: for five ‘minutes every day, but the nurses saw him 
for hours‘and had to carry out many onerous duties. 

Rees , ' 

f Tuberculosis a World Problem 


Another session. of the conference was devoted to the con- 
sideration of tuberculosis as'a world-problem. It was opened 
by Dr. J.-E. .Perkins (National Tuberculosis’ Association, 

“U.S.A.). Dr. Perkins said that in the United’ States the death 


+ 


culosis was. still a leading’ cause ‘of death in the critically 


important age groups 15-34.' In India the mortality was five 


times as high as in'the United States, and in China even higher’; 
-in Asia as a whole the. death rate was estimated by ithe World 
Health Organization to be bétween 260 and 360 per 100,000. 
The first WHO Assembly ‘recognized, the magnitude of the 
problem by giving it top priority for action by the secretariat, 
but the amount set aside to: finance the work. was pitifully 
vs orale ; 


© small.. 


After speaking of the continuing need for voluntary: organ- 
izations he pleaded for-a clear understanding „between these 
and ‘the’ World Health Organization. ` The Internationals Union 
against Tuberculosis, which 
in ‘stimulating the ‘exchange of scientific’ information through 
` periodical international conferences and: in other ways, ‘went 
‘intd hibernation during the war, but, the stage was now set for 


" its return.) 


A number. of delegates then gave information ‘about the 


(Canadian ‘Tuberculosis Association) said that during , the’ last 
twenty years the death rate ‘from all forms of tuberculosis in 
Canada: had been reduced by about’ 50%. In 1926 it was 86.5 
per 100,000, in 1947 it:was 43.4. It was believed that with 
-various measures for con- 


trol and treatment, including the increasing use of B.C.G. 


vaccination, this death rate and’ the morbidity figures -could be. 


Sanatorium treatment was pro- 
provinces ; five provinces 
had legislation’ for compulsory segregation, and .all the pro- 
vinces ‘had schemes for the 
breadwinner received treatment. . a 

Dr. FRANK: RETIEF (Johannesburg) said that during 1947-8 
over 25,000 new entrants to the mining industry from the native 


reduced appreciably further. . 


territories within the Union of South’ Africa. were examined by ' 


miniature radiography, and the radiological findings. debarred 
199 of them from employment. The death rate from pulmon- 
ary tuberculosis in native labourers in the gold mines ‘was 52 
death rate’in the Union was 32, 
one of the lowest in the world. Miss RUTH BRIDGES gave. an 


account of a special investigation into the relatively ‘high inci-' 


‘dence of tuberculosis among nurses in New Zealand.. 


4 


i The Indian Subcontinent 
. Dr. RaM CHANDRA ADHIKARI (Bengal ‘Tuberculosis Assodcia- 


yoy. 


tion) painted a sombre picture of tuberculosis in India, where, 


Ld 


} 
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said that Dr. Toussaint, - 


The doctor might see the. 


_ comprising, India, Ceylon, 


gave invaluable service in-the past 


_Dr. C. J. W. BECKWITH 


support of the family while the 


‘ t 
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it was estimated, at least half a million people ‘died of the | 
disease every year and there were about 24 million open .cases , 


in the country. The death rate from tuberculosis in Luckno 

was 419 per 100,000, compared with 96 in London. His- tale,\ 
he said, was unrelieved by any silver lining. But mass, inocu- 
lation must be introduced at once, and ‘it was a great relief 


Fd 


to learn that the Government of India, in. spite of so many ne 


preoccupations, had seriously’ taken up the task-of manufactur- 
ing B.C.G. vaccine on a large scale. l 
Dr. RAZ ALI SHAH 


clinics. A Pakistan National Tuberculosis Association had 
been started; doctors had been sent to India and to .Scan- 
dinavia for training, and 100 tuberculosis beds had been added 
to the hospital at Karachi. Dr. G. RANAWAKE (Ceylon) said 


, that in his country every public health officer was being trained 


to become a potential: tuberculosis officer, particularly in rela- 
tion to the families. and contacts | 
Ceylon was endeavouring also to make the sanatorium ‘part 
and parcel.of the: hospital, instead of allowing the tuberculous 


‘patient tobe’ the “private property” ‘of the. tuberculosis 


specialist. pa - 

' Dre J. B. McDoucatt, secretary of the WHO Expert Com- 
mittee. on Tuberculosis, described’ how during the past two 
years the World Health Organization had accepted the responsi- 
bility: for a world survey of tuberculosis. 
number of areas in' Central and South America were under 
scrutiny by WHO consultants; the South-East Asia region, 


also being surveyed’; and in the Eastern - Mediterranean visits 
had been’ paid to ‘Tran, Irak, Aden, Egypt, Transjordania, and 
Other areas. Of all the factors entering into the spread of 
tuberculosis in most countries in the world the extent of infec- 
tion and the low nutritional standards of the people were the 
two most naturally linked together. If there was no infection 
there was no tuberculosis, \irréspective ‘of the environmental 
standards of the community. The lower the nutritional and 


Burma, Siam, and Afghanistan, was . 


(Pakistan) said that in his country there : 
“were fewer than 700 beds for tuberculosis and. only seven 


Sp 


of sanatorium patients. - 


een SR 


This summer a : 


< 


environmental standards and the greater ‘the amount of infec- ` 


tion the higher was the price to be paid in morbidity and 


mortality. Adequate nutrition was. the most useful ally in this 
campaign, and without help from ‘those directly responsible 
for world food supplies their efforts would ‘be much less 
successful. ‘The Expert Committee in its 


a 


~ 
. 


` fight against tuberculosis is not a national or racial problem ; 
‘it is a task for the whole of humanity.” ; a igi 


i 


- Regional’ and Local Tuberculosis Schemes — 
From world ‘problems the congress. turned to discuss 
regional, county, and ‘county ‘borough tuberculosis schemes. 


first report had said: | 
_ “There can be no isolationism- in’ the field of health. The 


Sir WitSON JAMESON’ (Chief Medical Officer, Ministry ‘of © 


Health) 
dated only from 1912, or, more correctly, 1921, when the duty 
of making provision for the care of tuberculous patients was 


, placed upon county. and county: borough authorities. With 


‘some outstanding exceptions, this provision was inadequate. 
Tuberculosis was not -a disease which could „be taken care of 
by general provision ; it required special arrangements for pre- 
vention, control, and treatment, and -various bodies had a part 


said that organized efforts to deal with tuberculosis , 


a 


to play in it. The roots of tuberculosis lay deep in the condi- - 


tions which favoured infection—bad housing, unhealthy indus- 
trial conditions, infected milk, malnutrition, and poverty, and 
unless all authorities did their, duty there was no end to the 
road. - They were apt to refer complacently ‘to the great decline 
in mortality, during the last few years, but the decline started 
long before any special attack was made, and in 1948 there were 
still nearly 22,000 deaths from tuberculosis in England -and 
Walés, most of them at ages when, the 
the’ community ; and'in the colonial empire ‘it was. the’ most? 
widespread killing disease. 
‘only on sound epidemiological lines, with the isolation of 
infected persons, early diagnosis, and the management of -sub- 
clinical infections. : oe o> aan! 
The details of a tuberculosis scheme, Sir Wilson Jameson 
continued, were not to be found in the National Health Service’ 
: i 1 fs ‘ 
f z > : 


1 
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people should ‘have-, 
‘been making their greatest contribution to the well-being of 


The problem could be tackled ` 


7 was a little weary of hearing complaints’ of confusion. 
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, Act—they weré. a ‘matter for local administration. To ee 
hospital boards was entrusted the institutional and dispensary 
part of the scheme, and to local authorities the arrangements . 
for prevention, care, and aftercare. On the family doctor 
rested the responsibility for ‘the ‘preliminary diagnosis. | He 
"Was 
anyone- satisfied: by the old arrangements under which the 
care of the tuberculous was isolated from all other’ branches- 
of medicine? _Anyone desiring. now to specialize must undergo - 
an extensive training and be eligible for consultant status if 
he made the grade, and it was only right that his employer 
should be the regional hospital board. But the preventive 


- and social aspects of tuberculosis were more important than 


the curative, and the specialist who did not concern himself 
with all three would be failing in his ‘duty.~ . r 

The medical officer of health was the person to see that the 
community was getting the facilities it required and -to -secure 
the integration of the various parts of the scheme, one-of which 
“was the control of sources of infection. It was only: by good 
' will and common sense that .a*good: service could be’ provided. 
The introduction of a new Health Service brought a new 
opportunity. They had better weapons than before to: help 
them to overcome difficulties. What was wanted was a‘ united | 

and determined effort, and he hoped that; 
on the fiftieth birthday of the National Association, would mark 
a i ‘in the age oe i 


toe 
J 
- . N - ' _ 


: Bridging the Gaps E r A 


Dr. J: GREENWOOD WILSON (Cardiff) mourned the passing of 
the Welsh National Memorial Association.. The area physician’ 
.of that body had acted -in every respect like the tuberculosis 
officer, sitting with the medical officer of health on: committees 
and working in close collaboration with the local authorities. 
The average waiting-list for admission of Cardiff patients to 
association institutions over a period of years was 72, and the 
average time of waiting -two to four months. ` Now the average 
waiting-list was 158 and the’ time of waiting three to nine 
months. The national. administration had been split up between 
14 hospital managément committees. There-was an echo of 
the medical committee in the advisory, committee for each 
region which made recommendations to the regional hospital 
board, but an advisory. body was not as powerful as an execu- 
tive: There was a certain amount of -weakness:in an organiza- 
tion which‘divorced responsibility for institutional accommoda- 
ticn for the tuberculous from responsibility for their individual _ 
care. Dr. Wilson went on to, describe what had already been 
done in Cardiff, and- pointed out how much-an active local 
authority could ‘do for the care of patients and their families, 

Dr. A. B. WILLIAMSON (Leeds Regional Hospital Board) said’ - 
that the ‘schism created by the: ‘Act between the clinical and 
preventive aspects soon became apparent, and the Board had 
sought ways and means of: bridging the gap. Among these were 
a system of-cross-representation, conferences between reprez 
` sentatives of the Board and eleven health authorities, and. on 


s! ™ ` 4 


Dr. JoHN LUNDQUIST (Stockholm). 


E ETETE with ae view to becoming eventually medical 
officers of health of their respective metropolitan boroughs. 

A discussion of the organization of comprehensive tuber-.. 
culosis schemes in the Colonies was opened by Dr. CHARLES 
Wicocks (Director, Bureau of Hygiene and Tropical Diseases, 
London). He referred to. B.C.G., a subject which must inevit- 
ably ‘be’ considered” wherever the tuberculosis situation was 
serious. ` B.C.G. was now being administered on a very large 
scale, and special teams were being sent by the World Health 
‘Organization to tropical and other countries. 

Dr.: R. B. MACGREGOR (Malaya), Dr. K: C. Yeo (Hong 
Kong), Dr. W. S. HAYNES (Kenya), Dr. L. G. Eppey (British 
~Guiana), and Dr. P. C. CoscROvVE (Sierra Leone), with others, 
gave accounts of the conditions and facilities in their respective 
fields. os 

Tuberculosis among Nurses and Students 


A special session devoted .to this subject was opened by 
He said that during the 
slast fifteen years special dispensaries for students had been set 
up in four Swedish. cities, subsidized by the State and by the 
National Association. . Students were regularly examined by 


. tuberculin tests, x.rays, and estimation of sedimentation rates. 


At first ‘only first-year students were examined, but now older 


is conference, ‘held - ones were included. It was considered important to examine ° 


them annually’on account of the risk of infection to which 


» they were exposed. A much higher morbidity occurred among 


medical students. than among students from other faculties. 
Their long period of training might contribute towards this. 
At the beginning of their training medical students reacted 
negatively to-about, the same extent as other students, but in 
contrast to these others they ‘often reacted positively during 
the third year, which coincided with the completion of the 
‘course in pathology. Among nurses tuberculosis was perhaps 
more prevalent than in any other profession. The~death rate 
was six times greater among hospital personnel than among, 
for example, domestic science students. The disease was usually 
pulmonary,’ occurred during the first three years, and was 
caused by inhalation, often starting with acute laryngitis. 

Dr. G. J. WHERRETT (Canadian Tuberculosis Association) said 
that this subject had received a great deal of attention in Canada 
during the last 25 years. In protecting the nurse the first step 
would appear to be the adoption of a rational nursing technique. 
' In many hospitals there was a very casual approach to the 
, question’ of infection in tuberculosis wards. Four essential 
points were: (1) adequate instruction of the núrses and students, 
. and also of the patients ; (2) care of the person, with adequate 
washing fácilities ; (3) protective clothing ; (4) routine examina- 
tion of all members of staf. B.C.G. vaccination had been 
found to be safe and had been generally accepted. ! Miss NORA 
Burrows (N.A.PT. Sanatorium, Matrons’ Section) indicated 
some simple methods of prevention which should be carried 
out ïn all hospitals. 

Dr. E. R. Lona (Pennsylvania) referred to the greatl ly 
increased incidence of tuberculosis among .medical students as 
compared with other classes. It looked, he said, as if some- 


the professional side the formation of a technical ‘advisory r thing happened during the second year, and the. finger of 


panel. Councillor G.- E. HarpMan (Withington Hospital 
Management Committee) said that the Lancashire County Coun- 
cil tuberculosis service had been a model. of its kind, and he 
could not conceal the regret he felt at the break-up of one of 
the ` outstanding tuberculosis schemes in the country. He, was 
left with the impression that they were going back in tuber- 
culosis—not going forward. Mr. Wm.1aAM Harvey: (N orthern | 
Ireland Tuberculosis Authority) gave an outline of the Northern | 
Ireland ‘scheme, which was-working well: 

Dr. W. E- R. SAUNDERS (South-East Metropolitan Regional 
Boatd) said that the- tuberculosis schemes -of` Counties and ° 
county boroughs before the appointed day varied greatly in 
adequacy and efficiency. The smaller authorities had difficulty 
‘in providing a satisfactory service. Some of the larger authori- 
ties had much more satisfactory schemes, but even the L.C. C: 
scheme had two defects: that diagnosis was carried. out by a 
number of metropolitan borough dispensaries while institu- 
- tional treatment was the function of the county council itself, 
` and that the tuberculosis officers; although carrying .out their 
. tuberculosis duties- with great g pad obtained their ` 


r 
I 
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suspicion was pointed more and more at the pathology course. 

The discussion was wound up by Dr. Marc DANIELS (Medical 
Research Council). He said that for some reason people were 
apt -to talk of infection in this disease as a useful method of 
immunization. In many hospitals a lack of elementary pre- 
cautions, ‘such as would be viewed with horror in wards for 
other contagious diseases, was tolerated. He referred particu- 
larly to the lack of instruction to new nurses or' domestics 
entering the tuberculosis wards for the first time. This did not 
apply, of course, to the best hospitals, but it applied to many 
of the others. Infection could often be prevented by the wear- 
ing of masks, but these: were used in relatively few institutions. 
Another: method of- preventing the disease among hospital 
workers was by’ the detection, and proper treatment of the early 
lesion. Among nurses and medical students unparalleled oppor- 
tunities for~the early diagnosis of tuberculosis were often 
missed. There were still'too few routine medical examinations 
in. this country, especially when compared with the United 
States and with France and Holland. He added that he hoped 
the introduction of B.C.G. would not give people a false sense 
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of security. The vaccine ‘did not provide complete protection, 
and the methods of maintaining resistance and avoiding 
hazardous exposure should still be applied. Recent work had 
- shown ` that the major part of: tuberculous infection was avoid- 


“able by taking adequate precautions, without detracting from i 


. the quality of the service given by hospital staf. s 


Pi ae o Administration of B.C.G: ? 


The effectiveness of B.C.G] vaccine -was debated at another 
session. Dr. K. A.- JENSEN (University of Copenhagen) said 
that nearly thirty years had. passed since B.C.G. was first 
‘employed for the vaccination of human beings, and discussions _ 
about whether it did any good were still proceeding. Experi- 


, Mentally it was ascertained long ago that B.C.G. vaccination 


= increased the resistance of the organism but gave no absolute 


\ 


4 


> caseation—a typical primary focus. 


immunity. It would be unreasonable to expect more, for the 
.Tesistance of experimental animals did not come up to the level: 
of human resistance. Nevertheless, it-was possible to ascertain 
some fundamental rules to which he wanted to call attention 
once, more. k 

In -the non- -immunized organism , the individual tuberéle 
bacillus produced no toxic effects. It was ‘phagocyted by one 
of the macrophages, in which it multiplied unhampered during 
the pre-allergic ‘phase. But, once the state of allergy appeared, 
the tubercle .bacillus exerted a strong influence, ‘to which’ the 
organism responded with an acute exudative inflammation. At 
this juncture there were numerous tubercle bacilli present at . 
the site of invasion, and there followed abscess formation with — 
In the abscess itself the 
tubeicle bacilli might keep-on multiplying, whereas bacilli 


situated in the nor-necrotic part of the inflammatory process . 
© Were destroyed or ceased ‘to’ multiply. Once a necrotic focus 


had developed there was danger of its spread. 

In the immunized organism aù acute exudative inflammation © 
developed rapidly, but as a rule the irritant effect was not 
strong enough to give rise to a central abscess. Consequently 
the few tubercle bacilli remained embedded in reactive tissue 
and. didnot multiply, so that there was only a slight risk,. or 
none at all, of the spreading of the process by endogenous 
aspiration or by way of lymphatics or blood vessels. Before 


vaccine was now prepared at a laboratory under the control 


of the Government of India and was certified by a number of ` 


experts. Six teams, each consisting of a doctor and two nurses, 


' were supplied from Denmark and were now working in different : 


centres in India.' It was hoped by the end of 1950 to have 


. třained about 200 teams. 


, Professor ARVID WALLGREN (Stockholm) said that there was 


? 
1 


y, 


no doubt that the number of-people with natural resistance was ' 


increasing ; in an isolated population the proportion would be. 
small, but in an older civilization which had been fighting the 
disease for:centuries it would be high. The-degree of resistance 
was- not fixed; it altered during the individual’s lifetime with 
differences of nutrition, standards of living, and age. With 
B.C.G. vaccination the immunity lasted’ for five or ten years 
or more." It had been shown to last at least three years in 


| 90% of cases, and six years in 80% of those-examined. When 


sensitivity “disappeared, re-vaccination should be undertaken if 
the risk of exposure continued. The object of this artificial 


‘immunity was to compensate for low natural resistance, and 


it was therefore particularly suitable for infants and small 
children, children at puberty, and those whose resistance was 
low owing’ to heredity or environment. ce 

In addition to the formal: sessions, clinical demonstrations 


were arranged at the: ‘Brompton Hospital, ‘and there were visits © 
to the Papworth’ Village Settlement, St. Mary’s Hospital, Car- 


shalton, the British Legion Village at Maidstone, and to Mid- 
hurst, and other sanatoria. On the social’ side the delegates 
were entertained at receptions by the Government, by the 
British Medical Association, by:the Royal College of Physicians, 
by the High Commissioner for India, and by the Wellcome 
Historical ea Museum. - 
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PROGRESS IN TREATMENT oF. 
RHEUMATIC DISORDERS 
INTERNATIONAL CONGRESS OF RHEUMATOLOGY 
' [FRÓM A SPECIAL CORRESPONDENT] . 

The Seventh International Congress on Rheumatic Diseases was 


‘long the exudative inflammation turned into chronic'inflamma- , recently held in New York under the joint auspices of the, 
tion with a tendency to heal. ‘But in the allergic organism the International League against. Rheumatism and the. American 
few tubercle bacilli ‘might remain alive for a long time, and if Rheumatism Association. The opening session at the Waldorf- 
resistance was lowered might multiply afresh. , This illustrated Astoria was attended by over a thousand people, including some ` 


the fundamental difference between the infection in immunized ` 
and non- -immunized experimenta] animals, and there could 
hardly be any doubt that this great difference at the start of 
an infection might decide its later:course. 

The. available experimental and clinical jetoni: on the effect 


‘ of B.C.G. vaccine were now so comprehensive and reliable that 


‘they might propérly wonder whether to-day it was justifiable. 
to“omit B.C.G. vaccination because controls were lacking. It 


‘remained to be seen whether B.C.G. vaccination would prove , 
. effective in countries where ‘people were living under bad con- 


ditions, where natural resistance had been reduced because of ‘ 
‘malnutrition, and where the risk of exposure was grave. 
t 


B. C.G. Vaccination i in India 


` Dr. P. V. ‘BENJAMIN (Tuberculosis Association of India) said 
‘that’ B.C.G. ‘vaccination was started in 1948 in India, where 
4,000 clinics were needed and half a million beds, and at present 


there‘ were only about 105 clinics and 7,500 beds. Vaccination 


Aad Deen aa UAE: or many. Yeats TOF Sue eo OF te of specific questions submitted by outside members of the Con- 


gress the day previously. The official banquet was attended. by. 


population, and the results showed that it could reduce con- 


. siderably the morbidity and mortality. rates, but where this had 


been the case the standard of living had been ‘better than in 
India asa whole. 

Vaccination of'a few thousand people: here and there could 
not materially change the trend in a country like India.. . It was 
estimated that 100 million people needed vaccination—people 
who were negative reactors, mostly ‘in age groups below 20. 
One team of workers,‘ consisting of :doctor’and nurse or health - 


Visitor, with ‘other: „staff, and a’mobile van, could vaccinate - 


100,000 persons ia year. ‘With 200 ‘such teams it would: be 


possible to vaccinate the whole ‘population in five’years. 
` i a oa i 
n 


had chosen five colleagues. 


The |, 


300 rheumatologists from other countries. Messages from Presi- 
dent Truman and Governor Dewey were read by the President, 
Professor Richard Freyberg. ‘The paper by Drs. Hench, 


Kendall, Slocumb, and Polley, confirming officially the dramatic 


results which had been produced in severe rheumatoid arthritis 


‘by means of “cortisone” (Kendall}—compound E acetate— 


received an ovation such as is seldom seen at medical meetings. 
The effects described by these workers were confirmed by the 
iiye leading physicians“ who had each been provided with 
, 1 \gramme of the substance for,trial. A brief summary, of 
‘some of the- more, outstanding of the hundred ‘papers read 
can be given by permission of the Congress authorities, who 


(W. B. Saunders and, Co.). r 

In addition to formal papers, a- somewhat “novel method of. 
presentation was provided by “panel ” discussions. -Each panel 
was under the chairmanship of a distinguished physician, who 
For an hour they discussed the 
particular subject which had been allotted to.them ori the basis 


high Governmental and medical personages, and afterwards the 


Honorary Membership of the American Rheumatism Associa- 
tion was presented to, among others, Lord Horder, Drs. C. W. 


Buckley, W..S. C. Copeman, D. H. Collins, J. B. Burt, R. G. 
Gordon, G. D. K ersley, W. Tegner, and Professor L. S. -P. 


, Davidson. í 


Compouńd E 
.Drs. ‘Hench, ‘Kendall, and others reported that the adrenal 


cortical~ hormone 17-hydroxy-11-dehydrocorticosterone - (com- 
‘pound '!B) ‘had been administered to. 16‘patients with severe or 
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`: are publishing the proceedings in one volume later in,the year 
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ately severe rheumatoid arthritis. In each case improve- 
n clinical features and in sedimentation rates began -to 


within a.few days. When’ administration of the hormone | 


iscontinued the disease generally relapsed promptly. 


yund E has been given, with’ encouraging results, to three 


s with acute rheumatic fever and to one patient with 
erythematosus with polyarthritis. ' Essentially, similar 
| results accompanied’ by -various biochemical effects, 
ng reduction of sedimentation rates, were obtained from: 
ninistration of the pituitary adrenocorticotropic hormone 
1) to four patients: with rheumatoid arthritis. 

rarity of these compounds at present and in the imme- 
‘uture, and the limited scope of the preliminary data 
ally regarding prolonged administration), make iappro- 
now the use of the term “treatment.” except in an 
zative sense. This paper was presented not as a'clinico- 


2utic report but as a study of certain physiological effects- 


these new hormones exert on rheumatoid arthritis. To 
> adequate controls the injections of the adrenal cortical 
ne were in some cases, preceded—in other cases replaced 
njections of a preparation of similar appearance, a ‘sus- 
1 of cholesterol. The times: when the control solution 
e adrenal hormone were interchanged: were unknown to 
ients and were for five weeks unknown even to the three 


| workers who were evaluating the results. When injec- , 


f the control solution were first administered: for a few 


IO outstanding clinical or biochemical alterations occurred’ 


hese’ injections were replaced by injections of the hor- 

Likewise, when the adrenal hormone was replaced 
control preparation articular and muscular symptoms 
id’ within a few days and sedimentation rates rose. , The 
s in the function of joints and muscles were also demon- 
by motion pictures taken: before, during, and after the 


stration of the adrenal cortical or the pituitary adreno- - 


tropic hormone. - 
r the Congress a few of the delegates visited the Mayo 


by invitation and were privileged to see a'new series of . 


f severe rheumatoid arthritis started on this compound. 
only three days one stated that she was’ completely 


m-free, all objective tests' being negative. At the’ end of. 


: all three appeared: to be functionally normal and had 
ed so for several days after injections were’ stopped. 


ficulty in synthesizing this substance, as well as ‘the occa- ` 


occurrence of undesirable side-effects, however, ensure 
will not be available for anything but well-controlled 
nental work for’ some- time to come. ra 


Pituitary-adrenal Function 
‘her paper of the highest importance dealt with the poe 


lationship of pituitary-adrenal function to rheumatoid. 


s Its authors, Professor G. W. Thorn (of Harvard) and 
_H. Forsham, J. E. Warren, and T. B: Bayles, reported 
he ` pituitary adrenocorticotropic hormone (ACTH, 
r) in normal subjects and in patients with intact 
s stimulates the secretion of electrolyte-regulating, carbo- 
regulating, and androgenic adrenal steroids. A fall in. 
l of circulating eosinophils (direct determination) ‘and an 
> in the urinary excretion of uric acid represent sensi- 
dators of the increased secretion of 11-oxy adrenal 
; With the eosinophil change as a reflection of adrenal 
. function, patients with rheumatoid arthritis, rheumatic 
and gout have been” investigated by administering 
y ACTH. The initial eosinophil level was found to 
: a simple measure of adrenal cortical activity in-selected, 


25, The response to ACTH is a semi-quantitative method - 


rating the reserve capacity of the gland. Actions where- 
mal steroids may modify the course of disease were dis- 

Of‘ particular interest’ is the fact that the pituitary- 
system serves as a link between the effect of psycho- 


and emotional factors and measurable changes in meta- 


rocesses. 


- 


Endocrines and Ageing of Tissues 


Martin Silberberg and Ruth Silberberg. spoke on thé 
of endocrines on_ articular ‘tissues and their relation to 


f 
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ageing processes. i They nepote that the growth processes and 

regressive changes occur spontaneously in the articular tissues 

of ageing mice. The changes manifest themselves in hyperplasia 

and hypertrophy as well-as in destruction ofthe articular carti-- 
lage, outgrowth of bone, swelling or fibrinoid change of the: 
interstitial substance of the ligaments, mucoid change or pro- 
liferation of the synovia, and fibrosis of the bone marrow. 

These‘age changes differ in different strains of mice ; they are 
genetically determined as to their onset, incidence, and severity, 
and are controlled by endocrine secretions. Moreover, the 
course of these age changes may be influenced by nutritional 
factors, Administration of thyroid or sex hormones delays the 
time of appearance of the age changes in the articular tissues 
Conversely, joint lesions can be | 
produced in laboratory animals by the administration of anterior 
hypophyseal hormone or by removal of the sex glands. The’ 
changes thus produced are morphologically indistinguishable 
from those occurring spontaneously, although the former appear 
at an earlier age and are more frequent than the latter. Some 
data on the effects of certain nutritional factors on the articular 
tissues, in ‘particular of a: high fat diet, were integrated with 
the aforementioned findings. It seemed from the discussion 
which followed this paper that endocrine secretions may be 
involved not only in the pathogenesis of rheumatoid arthritis 
but ae in certain type of ia joint disease. 


New Work on Gout 


Gout has been the subject of intensive study in the last few, 
years, and there is now strong evidence of adrenocortical dys- 
function as a controlling factor. An important paper was ‘read 
by W. Q. Wolfson, R. Levine, C. Cohn, E. F. Rosenberg, H. D. 


- Hunt; and H. S. Guterman, of Chicago, reporting their studies 


in this field. These seem to provide evidence for the existence 
of two types of’ adrenocortical dysfunction in gout. d 


1. In gout, biological androgen activity appears to be maintained 
by an abnormal male sex hormone which when metabolized con- 
tributes, only slightly to urinary 17-Ketosteroid excretion. Similar 
findings are not observed in non-gouty hyperuricaemia or in 
rheumatoid arthritis, This “ gouty androgen ” appears to originate 
in the adrenal cortex. and to be secreted under the same conditions as 
normal androgen, and to be, oestrogen-opposed. It appears probable 
that the, normal sex differential in plasma urate concentration is 


‘controlled by normal androgen and that gouty hyperuricaemia is 


controlled by the “ gouty androgen.” 

2. An acute relative adrenocortical hypofunction with respect to’ 
11-oxysteroid production appears to provide the prodromal setting 
for the attack of acute gouty arthritis, This relative deficiency may 


_result- from endogenous ‘cyclic metabolic changes, from increased 
_ peripheral demand for 11-oxysteroid due to certain varieties of stress, 


or from the withdrawal of adrenocorticotropin. Alterations in 
serum cholesterol concentration suggest that this prodromal relative 
deficiency of 11-oxysteroid secretion may be associated with increased 
production of other unidentified adrenal steroids. Spontaneous or 
induced increases in 11-dxysteroid production appear to tend to 
terminate the attack of acute gouty arthritis. ' 


It appears reasonable to assume that production of an 
abnormal'.androgen by the adrenal and the deficient ‘response 
of: the gland to increased demand for 11-oxysteroid are not 
independent defects but two aspects of a single underlying 
metabolic disturbance in gout. 

Another important paper amplifying and extending these 
fundamental observations came from Ann Arbor University, 
Michigan—the role of the anterior pituitary and adrenal cortex 
in urate metabolism and in gout, by W. D. Robinson, W. Conn, 
D. Block, H. Louis, and J. Katz. These endocrine factors have . 
been studied by observing (1) the effect of adrenocorticotropic 


-hormone (ACTH) on urate metabolism in normal and gouty 


patients and on the course of acute gout; (2) 17-ketosteroid 
excretion in gouty patients ; (3). the effects on metabolism and 


‘clinical gout produced by stimulating the anterior pituitary with 
epinephrine’; and (4), the effect of colchicine on the pituitary- 


adrenocortical: mechanism. In addition to blood and urine 
urate determinations by a specific: enzymatic method other 
indices. of pituitary-adrenocortical activity were followed. 
ACTH produces a marked increase in urate excretion in 
normal . individuals, without a significant fall in blood urate. 
The chief differences in a gouty‘ patient given ACTH during 
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an asymptomatic period were a sharp.decrease in true blood 
urate to less -than 50% of the base-line levels and the absence 
of any evidence of rebound in pituitary-adrenocortical activity 
in the post-injection period ; acute gout developed on the third 
post-injection day. Acute gout following tophectomy was not 
associated with any- evident change in adrenocortical function. 
Injection of ACTH resulted in prompt temporary amelioration 
of symptoms on two occasions, and-was followed. by indications 
of adrenocortical stimulation. Epinephrine in doses of 1.5 mg. 
intravenously had no effect on acute gout. When it was given 


to an asymptomatic gout patient intravenously or intramuscu- ~/ 


larly in divided doses of 6 mg. daily, no metabolic ‘effects were 
noted except a decrease in eosinophils. Twenty-six determina- 
tions of 17-ketosteroid excretion in 10 patients with gout gave 
values consistently lower than normal, during both attacks and 
' interval periods. Colchicine in doses ‘of 4 to 5 mg. orally and 
2.0 mg. intravenously produced no change in eosinophil counts 
or nitrogen balance in patients with gout. Effects on blood and 
urine urate levels -were inconsistent. 

Tentative conclusions to date are (1) the adrenal cortex has a 
profound influence on urate metabolism ; (2) its effect in gouty : 
patients differs from that in normal ‘subjects : (3) gout is 
characterized by a low excretion of 17-ketosteroids ; (4) the 
adrenal cortex of gouty patients can respond to stimulétion 
both during interval periods and at times of acute attacks. 
There is suggestive but not conclusive evidence that acute attacks 
tend to occur at times of decreased adrenocortical activity. 
Epinephrine appears to be an unsatisfactory method of stimu- 
_lating pituitary-adrenocortical activity in‘ gouty ‘patients. The 
mode of action of colchicine through an endocrine mechanism 
has not yet been a 


-Familial Gout 


The familial aspects of gout were also reassessed in the light 
of modern knowledge by Professor J. H. Talbott. Gouty 
arthritis has long been identified as one of the diseases with a 
high familial incidence. Scudmore, in the first quarter of. the 
nineteenth century, reported a paternal incidence of gout in 87% 
of patients who admitted a family history of this disease. Only 
recently, however, has the subject been studied as a genealogical 
problem with social and preventive implications. This has been 
possible in part because of the development of satisfactory 
methods for the determination of uric acid in serum. This in 
turn has permitted the accumulation of statistical data of the 
concentration of serum uric acid in the general population as 
well as in patients known to be suffering from gouty arthritis. 

_ In the absence of certain obvious disturbances such as renal 
disease and leukaemia, etc., most non-gouty persons have a 
serum uric acid of less than 6 mg. per 100 ml., while gouty 
persons have a concentration above this level. The borderline 
between normal and gouty persons may be slightly lower ‘in 
_ females than in males. Three series of gouty patients and non- 
affected relatives have been studied in .recent years. These 
researches have been pursued in Ann Arbor, Cleveland, and 
Boston, respectively. The fourth series is now being investigated 
in Buffalo. The results are similar and the tentative conclusions 
significant. Approximately 25% of non-affected relatives of 
gouty patients have a hyperuricaemia when sampled at random 
ages. 

life, since an occasional non-affected relative with hyperuricaemia 
will develop gouty arthritis and will no longer be classified as 
a non-affected relative. The age at which hyperuricaemia appears 
has not been determined ; possibly it is associated with puberty. 
. The statistical evidence suggests that hyperuricaemia in gouty 
families is a single autosomal dominant gene. The mechanism 
whereby the dominant manifests itself is still uncertain. The 
strength of the dominant—t.e., the-degree of elevation of serum 
uric acid—the duration of the metabolic dyscrasia, or an-as yet 
unrecognized factor may each participate. As a problem in 
preventive medicine, or more appropriately anticipatory.-medi- 
‘cine, an enlightened approach to the care of gouty families 
would be the periodic examination of the serum of all relatives 
of gouty patients. These familial studies lend support to the 
hypothesis that the pathogenesis ‘of gouty arthritis is related to 
an increased formation of uric acid by the body rather than to 
an impaired excretion. 


4 . 
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_ these groups: 


Presumably this percentage decreases in each decade of, 


Rheumatism a Social Problem 


Dr. E. T. ‘Conybeére, representing the British Ministry of 
Health,. outlined the system on which it is proposed to tackle 
the problem of the rheumatic diseases under the National Health 
Service. He pointed out that the present reluctance of the 
medical staffs of a majority of the English teaching hospitals, 
and in particular of their specialist physicians, to accept 
rheumatology as a diagnostic and therapeutic specialty of 
proved value to patients and students may be regarded as the 
chief administrative difficulty in developing better medical care 
for rheumatic patients under the British National Health Service. 
The reasons for this attitude were discussed and suggestions 
made for the solution of' the problem thereby presented. It 
appeared that in America professors of medicine were prepared 
to take the subject and its problems much more seriously, and 
considerable advances in knowledge had resulted. 

Lord Horder spoke on “ Rheumatism—A National Problem,” 
and outlined the plan drawn up by the Empire Rheumatism 
Council to combat it. The dimensions of this problem, he said, | 
were considerable. In Great Britain a conservative estimate of 
the number of adult sufferers from rheumatic disease is more 
“than one million—or 1 in 50 of the population. The economic 
damage in sick pay, lost wages, and cost of treatment among 
the insured workers alone is £17,000,000 per annum, and this 
accounts for only one-third of the total population. An over-all 
figure of £30,000,000 would be a cautious estimate. Only by 
national action can! this national problem be adequately dealt 
with. Health authorities should encourage and subsidize two 
types of rheumatic centres. (1) A specialized centre at a teach- 
ing hospital for diagnosis and treatment of cases referred by ` 
local centres, hospitals, or doctors ; for teaching home therapy ; 
investigation of new therapeutic methods ;. postgraduate 
courses of ‘instruction and research. (2) Local (peripheral) 
treatment centres for out-patients referred by doctors. The 
result of such a plan would be to divide rheumatic patients into 
(a) a large section which with a very brief period 
of institutional treatment and: a sound course of education 
would be enabled to carry on chiefly by simple home treatment, 
but would’ be kept under supervision by periodic visits to a 
treatment centre or by visits of skilled social service workers ; 
(b) another large section which could secure adequate treatment, 
without much disturbance of normal life, by attendance for the 


‘necessary term at a local treatment centre; and (c) a smaller 
-but important section which calls for treatment in hospital, ` 


rehabilitation, or for attendance at specialized treatment centres. 
There is implicit in this plan the existence of some authority 

which would have the power to approve rheumatism clinics 

which satisfied‘ the requirements: deemed essential. . 


Rheumatoid Arthritis 


Professor L. S. P. Davidson: reported the results of a recent 
controlled investigation-into the aetiology of rheumatoid arthritis 
by the Empire Rheumatism Council. -In many previous pub- 
lished reports the absence of a controlled investigation into the 
incidence of similar factors in persons not suffering from 
rheumatoid arthritis makes it difficult or impossible to deter- 
mine the validity of the aetiological claims made. The Scientific 
Advisory Committee of the Empire Rheumatism Council, 
believing that a properly controlled investigation into the 
aetiology of rheumatoid arthritis might provide clues indicating 
the most profitable direction for future fundamental laboratory 
studies, decided to devise a special method of case recording 
for statistical, analysis which it was hoped would enable an 
answer to be given to some 20 aetiological questions. Five 
hundred cases of rheumatoid arthritis of five years’ duration or 
less,.and 500 control persons not suffering from rheumatoid 
arthritis comparable in regard to age, sex, and civil status, have 
been investigated and recorded. These records have been’ 
examined by the Council’s statisticians, and -the information 
from this investigation was summarized and will shortly be 
published in book form. 

Dr. Charles Short, of Boston, and his colleagues presented 
a paper on the factors associated with the onset of rheumatoid 
arthritis—a statistical study of 293 patients and controls. 
' His findings appeared to be on the whole more clear-cut 
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than those ‘of the Empire Rheumatism Council. The onset of 
rheumatoid arthritis was usually preceded by constitutional 
symptoms or precipitating factors or béth. Of the former the , 
validity of fatigue and anorexia as prodrdmal symptoms was 
established. Strain, either mental or physical, and acute infec- 
tions most’ commonly preceded the. onset of arthritis, with, less 


trauma, and childbirth. His data suggest that prodromal con- 
stitutional symptoms may mark the real onset, and that so- 
called precipitating factors merely: determine a more easily 


recognizable phase, with articular localization pf the morbid 


process. 4 

The histopathology of’ rheumatoid arthritis, especially in the 
extra-articular manifestations, was discussed in a paper by 
Drs. Gibson and Kersley. They pointed 6ut that further obser- 
vations on synovial histology have confirmed that in early cases, 


reaction is present. “By appropriate staining intra-cytoplasmic- 
bodies, similar to those seen in myeloma, have been demon- 
strated in plasma ‘cells y they arè probably of r protein | nature., 

They pointed out that the nodules: of rheumatoid arthritis ` cai | 
be clearly distinguished from those arising in rheumatic fever, 

though the pathology may not be dissimilar. 

Other studies on the histopathology of the neuromuscular 
system in rheumatoid arthritis by L. Morrison, P. Catoggio,” 
and Walter Bauer, of Boston, showed that small paravascular 
foci of round cells were present in the interstitial tissue of the 
nerves and muscles ; these foci were usually-in the perineurium 
or perimysium. The sympathetic chain was similarly affected 
by cellular. infiltrations not only along thé course of the fibres 
but also within the capsules of the ganglia as well. . About 75% 
of the nerves and 65% of the muscles presented these cellular 
accumulations, In the muscles foci’ were found, whether blocks 
were taken from extensors or flexors, from the belly or near 


ithe tendon, from close to or far from an involved joint, from | 
And similarly in nerves, whether ° 


‘atrophied or healthy muscle. 
motor or sensory or mixed, lesions were widely distributed. 
There was not much relationship between the pr ce of cel- 
lular accumulations on the one hand and, on the ; clinical 
. activity of the disease, the age of the patient, ana’ the duration 
of the disease. - In comparing these nodular foci of round cells 
with those found in other disease of the-connective tissue group 
like lupus erythematosus disseminatus, dermatdémyositis, and 
rheumatic heart disease, ‘it: was concluded that no distinguishing 
diagnostic differences could, be relied upon on account of over- 
lapping pictures in the various diseases. 

Further studies were presented from Sweden, “America, and’ 
Chili on the electrophoretic. analysis of plasma proteins, . the 
urinary excretion of amino-acids, and a differential sheep-cell 
agglutination test for rheumatoid. arthritis; - Dr. E. G. L. 


Bywaters reported a “ palindromic” variant of rheumatoid ° 


arthritis, from which he concluded that the’ separation of cases 
of “ palindromic rheumatism ” from the main body of rheuma- 
toid arthritis may: be justified on prognostic and therapeutic 
grounds, but that from the nosologic point of view, until further 
information is available. about the causation of this group 
of diseases, we should view this type of case .as.a variant from 
_ the main ope „of rheumatoid arthritis. l 
y a : 4. 
Gold and Comme T | í 

The Department of Medical Physics of California University 
(Dr. J. J. Bertrand er al.) reported on the distribution of radio- 
active gold in.the blood of animals and man. - They stated 
that relatively `small amounts of gold are held by the blood 
cells, the` white cells containing much more per unit weight 
than the red cells. Most of the gold is found to be in the 
‘plasma and in a form which is chemically bound to one or 
‘several of the plasma fractions. It has beén repeatedly demon- 
strated that soon after the intravenous injection of gold sodium 


thiosulphate it is present in the plasma in a form that will not.’ 


_ dialyse through a semi-permeable membrane. At the present, 
time work is under way by which the one or more fractions 
of plasma proteins which contain the gold may be identified. 
Dr. L. Grauirer (New. York) described. successful results in 
8 cases of rheumatoid arthritis where gold had failed, by 


{ . r 


results of fractionation. 


means of post-partum plasma, administered over a period of 
a year. Drs. J. Forestier, A. Certonciny, and F. Jacqueline 
from an experience of over 300 cases consider the 
indications for injections of copper salts to be as follows : 

(a) early cases of rheumatoid arthritis, where the action is 


. Quicker ‘than that of gold salts; (b) resistance to -gold salts 
frequently, exposure to cold or dampness, surgical operations, - 


(dubious results) ; (c) intolerance to gold salts ‘(favourable 
results) ; (d) psoriasis arthrcpatica, polyarticular synovitis with 
effusion; and certain forms of chronic polyarticular gout. In 
cases where gold is: tolerated, however, this substance remains 
the better of the two. 


Ankylosing Spondylitis 


Drs. Roland Davidson and Koetz, of Stanford University, 
California, read an interesting paper on the effect of A 5 preg- 


_— 


before development of the Ghormley focus, diffuse plasma-cell p aenpione on urinary AS ketosteroid exerehon: and on the symp: 


tomatology of ankylosing spondylarthritis, with a note on the 
They report ‘that increased urinary 
„excretion : of 17-ketosteroids has been demonstrated in 
ankylosing spondylarthritis in both male and female patients, 
and is' present in early gases with’ little demonstrable joint 
change as well as in those patients who have had the’ disease 
for many years and show the typical findings of the advanced 
case. A 5 pregnenolone is a steroid having several actions 
not characteristic of other steroids. Its chemical composition 
makes it a logical process material to act as a precursor of many 
active steroids. When normal individuals are subjected to acute 
stress and fatigue adrenal cortical activity is accelerated and 
increased rates of 17-ketosteroid’ excretion are observed. 
Pregnenolone administered under such conditions lowers the 
17-kestosteroid excretion, improves performance, and combats 
fatigué. This steroid has not previously, they believe, been 
used in disease states. -Its general properties, freedom from 
toxicity, its ability. to lower urinary 17-ketosteroid excretion 
and to combat fatigue, suggested its possible value in 
spondylarthritis. a 

' Two series of cases treated by deep x-ray therapy were then 
assessed. The Canadian workers D. C. Graham, A. A. Fletcher, 
and Wallace Graham reported that 60% of cases received some 
symptomatic benefit, but they could find no evidence that the 
underlying disease. process is affected. Severe reactions were 
rare, but one case-devéloped a fatal lenkaemia.. Drs. F. Foster 
and J. Gillespie, of Boston, on the other hand, considered that 


‘in some at least of their cases the disease process had been 


rendered inactive, and in 88% they claimed favourable effects 
—more particularly in those cases treated -within ten years 


-of onset. 


An important contribution to our PE NE TE of the role of 
heredity in both spondylitis and rheumatoid arthritis (these 
entities tend to be confused in many American statistics) was 
made by Drs. Robert Stecher, W. Solomon, and R. Wolpan, 
of Cleveland. The heredity and familial incidence of rheuma- 
toid arthritis and spondylitis was studied by comparing the 
family history of patients with rheumatoid arthritis and of 
spondylitis with each other and with the families of several con- 
trol seriés.: Rheumatoid arthritis occurred in the’ fathers, 
mothers, and sisters of rheumatoid arthritis patients in a signifi- 
cantly higher proportion than it did in the relatives of patients 
with spondylitis or in the controls. Spondylitis occurred in 
the brothers and sisters of spondylitis patients and of rheuma- ' 
toid arthritis patients more than it did in any other group. The 
figures, which had been statistically analysed and shown to be 
jem were striking. _ 


Non-articular ph chads 


-Dr. Henrick Seyfforth,, of Oslo, presented a paper on the 
disease picture presented by chronic overstrain of the skeletal 
system as the result of faulty posture, occupational stresses, etc., 


‘reviewing the whole field from the angle of industrial medicine. 


Dr. W. S. C. Copeman illustrated his paper /on “the rela- 
tionship of fibro-fatty tissue changes to certain rheumatic - 
syndromes ” with a film-strip. He showed that a completely 
new pathological entity appears to underly certain of these 
conditions, which in ‘essence consist of a periodical shift of 
body fluid accompanied by tension’ pain. This is probably 
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to actual herniation of the affected fat tissue in certain loca- ` 


tions. 


dystrophy of the extremities, basing his remarks: upon a study 
of 98 cases, some’ of which he had followed up for ten: ‘years. 


He considered that stellate ganglion block is ‘the most rapid. 


therapeutic measure in such cases. 


‘The fashionable “ psychogenic is conception ‘of certain: forms. 


of rheumatism was ‘discussed in four major papers, the most 
broadly based of which was that of Dr. W. Tegner. ‘He 
reviewed the problem from -the standpoint of general medicine. 


He said that, though fundamentally the syndrome is present 


without physical signs of organic disease,- there are many 
reactions which can be elicited which are of help in establishing 
the diagnosis. Laboratory findings and radiological examina- 
tion will assist in excluding organic disease., The nature of 
the sensations .of which -the patients complain .is abstruse and 
of great interest. It is very personal to the individual patient. 
_ The value of physiotherapy, which is so often ordered, is open 
“to debate. The response of, patients to various forms of 
treatment may be so bizarre as.to be of diagnostic significance. 


The disposal of these patients'presents a real problem. They 


£ Drs. A. Walters, 


are a burdén to the community. Their symptoms are `of 


value to them and are not easily dispelled. Individual psychiatry . 


Is not normally possible or helpful. 


Experimental work on 
“group therapy is being carried out. 


? Toronto, reported ‘that as the result of a clinical study of 


cases of this type .they conclude that fibrositis may be a 
inixed entity... Factors influencing this appear to include both 


Dr. O. Steinbrocker, of New York, spoke on reflex: 


Wallace Graham, and H. C. Slade, ae 
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to Detroit and Ann Arbor University. Next came Chicago 
and‘ a fascinating practical demonstration of the effects of 
adrenocortical steroids on both rheumatoid arthritis and gout. 


From Chicago to the Middle West, to Rochester, Minnesota, 


- where the party: were hospitably entertained for three days 


é 


at the Mayo Clinic under the auspices of Drs. Hench and 
Kendall. Some delegates remained for another week to study 
further work in the Rheumatism Department while: most of _ 
the party proceeded to Washington. Here the heat-wave began 


to“ get down” even the tougher delegates, and the party 


returned’ to New York after two interesting days there. ‘The 
proceedings were marred by the sudden death of the president 


of the Congress, Professor Ralph Pemberton, whose loss will ` 


be widely felt.” Dr. Loring Swaim, of Boston, deputized ` for 
him throughout. - 3 
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MATERNITY AND. CHILD WELFARE - 
p Bey, CONFERENCE Í 
Effects of Legislation on Mothers and Children . 


, The annual conference of the National Association for Mater- 
' nity and Child ‘Welfare was held at Friends’-House, London, 
from June 22 to 24. The general theme of the six sessions was 
the effects of recent social legislation.on mothers and ‘children. 

The conference was opened by Dr. CHARLES HILL, Secretary of 
the British Medical Association, who suggested that the experts 
in the field of social welfare and legislation were confronted 


‘with'certain dangers. They’ were tempted, when reading the 


peripheral physical faults and central psychological abnormali-' - 


ties. Dr. E. Weiss, of Philadelphia, stressed the unsuspected 
physical causes such as brucellosis and subacute rheumatic 
fever which may underly the diagnosis of fibrositis. He con- 
siders, however, that a similar picture can arise solely from 
mental causes, of which marital, problems are the most common. 


‘Dr. A.. Ludwig, of New York, reported a small; group of 


- 
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» denunciation of ‘ 
dential address which was given before nearly 12,000 medical 


na 


' scientific sessions and entertainment. 


similar cases in which psycho-analysis had demonstrated a 
characteristic personality structure. 

.In the pathological sections there were several papers ‘of 
interest and.importance. Those on various aspects of con- 


nective tissue pathology—the key to our basic understanding 


of the rheumatic diseases—were contributed by such authorities 
as Karl Meyer and Paul. Klemperer (New York) and Marian 
Ropes (Boston).. The role of enzymes in rheumatic. disease, 
the; histological and chemical changes in ‘skeletal muscle in 
normal and’ ‘rheumatic subjects (J. J. Bunim et. al.), and some 
new work on cardiac changes induced by certain types of 
streptococcus (Homer F. Swift) all attracted considerable 


attention, as did“Dr. Douglas Collins’s paper on the range of, 


Sapa gical reactions which can be: displayed by human 
synovi tissties—a contribution to the study of specific lesions 
in which he stressed the need for caution in comparing reactions 
in synovial and extra-articular tissues. Dr. L. Dienes, of 
Boston, put -forward some further work on the possible 
relationship of pleuro-pneumonia-like organisms to articular 
disease. J. H. Kellgren’s address on the peripheral genesis of 
‘pain, in which he put forward new work ‘on the many different 
mechanisms involved, was also the oige of much interest. 


i Ea After the’ Cais 
“Subsequent to the Congress i in New York a party of delegates 


. attended the American Medical Association’s Annual Meeting 


in Atlantic City, where théy listened with interest to the 
‘socialized medicine ” contained in the presi- 


men and women. ‘ After this they were ‘taken on a post- 
convention tour to some of the chief centres of rheumatic 
research work. ‘They visited Philadelphia, where they were 
guests of the American College of Physicians, as also of the 
University. From. there to Boston, where the Massachusetts 
General Hospital, Robert B. Brigham Hospital, and other 
famous institutions, including Harvard University, provided 
The: Niagara Falls and 


.. the University of Buffalo were visited en route (by lake steamer) 


4 


recent report of the Royal Commission on Populatton, to speak 
of potential mothers as “ women of child-bearing age,” and to 
think of children as “ contributions to a population policy, also 
as‘ recipients of calories, as vehicles of infectious disease, as 
temporary possessors of tonsils, and as a form of biological life 


worthy of the deepest: scientific study by those of reforming 


~ 


mind.” He. was sufficiently “ “ impertinent ” to present a purely 
parental: point of view, and, undismayed by the collection’ of 
distingnishodibstetricians administrators, and educationists he 
saw in front®f him, to plead for an emphasis on a field of 
responsibility which no -others could assume—namely, the 
responsibility. which must be placed fairly and squarely. on the 
shoulders of parents. 

There was a danger, said Dr. Hill, that heres might be handed 
over to external authority something ‘which belonged to ‘the 
sateni, a danger also that, in tackling the complexities of legis- 
lation and struggling with the intricacies of administration, the 
simplest: lessons of all might be forgotten—namely, the need, 
for bringing home to the people—what was the secret of any . 
population policy—that there was far more satisfaction to be 
found in the humdrum rearing of a family than in all the 


-external -delights which civilization had imported into this 


modern age. A ' 


The General-Practitioner Obstetrician and the Midwife 


In the first discussion, with Sir ALLEN Davey presiding, the 
opener was 'Dr. E. K. MACDONALD, medical officer of health 
for Leicester. He discussed the problem arising out of Section 23 
of the National Health. Service Act—of the provision! by local 
health authorities of a midwifery service. The problem was in 
the relationship of the genera]-practitioner obstetrician and the 
midwife. In theory there was everything to be said for the 
establishment of a class of general practitioners with- special 
experience and knowledge of midwifery, who would stand at 
the side of the midwife ready to help when help was needed. 
But ‘the Ministry’ s regulations were drawn so loosely and pre- 
supposed `so low a minimal “standard of service for quite good 
remuneration that at times ‘the patient must suffer. Dr. Mac- 
donald referred in particular to the requirement that the 


general-practitioner obstetrician must give a minimum of two 


antenatal examinations. . Did anyone feel that this „was 
adequate ? The danger was that a few general-practitionér 
obstetricians might be content with this low standard and, 
feeling it to be adequate, might not permit the midwife to do ` 
antenatal work herself, while the more conscientious practi- 
-tioners, who were, of course, in the majority, would themselves 
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carry out a complete service of antenatal care and again exclude 
the midwife, whose experience would suffer. ' 

While he welcomed the genus general-practitioner obstetrician, 
he felt strongly that its numbers should be restricted to practi- 
tioners who had had real experience and special training in the 
specialty, and that the principle of the doctor undertaking the 
confinement so that he might retain the remainder of the 
family on his list should be forgotten. He added that in 
Leicester there were some 2,500 domiciliary births a year and 
100 general practitioners—giving an average of 25 cases, among 
which there would be very few “abnormals.” Sufficient experi- 
ence to deal with a bad abnormality could not be gained by 
that method, and what he would prefer was only 20 general- 
practitioner obstetricians, who would do all the abnormal domi- 
ciliary midwifery in the city. 

Dr. BARBARA BAILEY, who continued the discussion from the 
point of view of a general practitioner, said that the new mater- 
nity service had been the cause of some heartburning among 
doctors and midwives. The difficulty arose over the question 
of attendance at confinement. The patient usually wanted the 
doctor to be there when her baby was born, because, rightly or 
wrongly, the question of the doctor attending the confinement 
was wrapped up in the patient's mind with the relief of pain. 
The midwife, who should be, in the words of the Working 
Party’s report, the “practitioner of normal midwifery,” felt 
herself relegated permanently to the position of maternity nurse. 
The doctor was pulled all ways—by the patient who pressed 
him to attend her confinement whether necessary or not, by the 
knowledge that he was not intended to oust the midwife from 
delivering the normal case, and by the feeling that attendance 
at a certain number of normal confinements was absolutely 
necessary to maintain skill and clinical judgment. It was diffi- 
cult to see how the balance could be struck and good feeling 
maintained between midwives and doctors; yet it was vitally 
important that there should be good feeling in the interests of 
the mothers and babies. It was her own practice to be present 
at the majority of the confinements of her Nasional Health 
Service patients, to ask the midwife to deliverfihe baby and 
herself to be responsible for the analgesia and anaesthesia as 
required. 

In Middlesex, out of 2,760 confinements occurring during 
the first nine months of the new Service, a doctor attended in 
2,197 cases—an astonishingly high record. These figures showed 
that the doctors had set themselves a more exacting standard of 
work than the Act required. The statutory number of antenatal 
examinations was insufficient. Her own experience showed that 
eight antenatal examinations were made of each patient; she 
would regard it as a retrograde step if she saw a patient only 
twice during pregnancy. Yet that was all that was required by 
the terms of the Act. 


Safeguards for Mother and Child 


The Minister of Health was expected to address the final 
session of the conference, but his place was taken by Mr. A. 
BLENKINSOP, M.P., Parliamentary Secretary to the Ministry. 
Mr. Bilenkinsop also devoted some part of his remarks to the 
maternity medical service. In this respect, he said, Scotland 
had for some time past been a pioneer in the use of doctors in 
domiciliary confinements. It was hoped to secure a further 
advance by ensuring that if a doctor was needed by a midwife 
at the time of the confinement he should be one already con- 
versant with the case he was handling. This would be an addi- 
tional safeguard both for mother and child. But it was certainly 
not intended to take away the midwife’s feeling of responsi- 
bility. It was felt that there was a great opportunity for part- 
nership between midwife and doctor for the benefit of mother 
and child. The clinic and the centre had a great part still to 
play, and here again it was certainly not desired to see any 
diminution of the vital work the clinics had to carry out. There 
was room for much voluntary work in antenatal supervision, 
advice on diet, and education for motherhood. The Ministry 
desired to see the most effective co-operation between doctor, 
midwife, clinic, and health visitor. This meant that there must 
be close liaison between the regional hospital boards, the local 
health authorities, and the executive councils. Mr. Blenkinsop 
concluded with some remarks on vaccination and immunization. 


The Ministry was concerned at the fall in the percentage of 
children vaccinated since the ending of compulsory vaccina- 
tion. Recent events had underlined the importance of taking 
proper precautions early. With rapid modern transport there 
still might occur smal] outbreaks of smallpox which caused a 
great deal of worry and concern to large numbers of people. 

In reply to a remark by a member of the audience that, while 
a great deal of lip-service was paid to maternity and child wel- 
fare, medical officers were being driven out of the service owing 
to the salaries ‘offered, Mr. Blenkinsop said that he could not 
enter into a discussion on the salaries of medical officers of 
health. He gathered that the medical officers had put in a 
claim ; he was afraid a great many other people were putting 
in claims at the moment. 








Nova et Vetera 








HISTORY OF A SPECIALTY 


A History of Oto-Laryngology. By R. Scott Stevenson, M.D., 

F.R.C.S.Ed., and Douglas Guthrie, M.D., F.R.C.S.Ed. (Pp. 155; 

illustrated. 17s. 6d.) Edinburgh: E. and S. Livingstone. 1949. 
The compilation of a history of even a small section of medicine 
entails a great deal of reading, with separation of the relevant 


` from the irrelevant. In this discrimination the authors have fully 


succeeded, and they have reviewed references as far back as 
3500 B.C. 

It is clear that no real advances in the study of the ear, nose, 
and throat could take place until anatomy was taken seriously, 
as it was in the sixteenth century with the studies of Vesalius, 
Leonardo da Vinci, Eustachius, and Fallopius. The seventeenth 
and eighteenth centuries saw such important workers as Willis, 
who showed that the seventh nerve was different from the 
eighth; Valsalva, who observed fixation of the stapes: in the 
oval window ; and Scarpa, who described the saccule and utricle 
in 1789. All these discoveries were remarkable in the absence 
of modern aids to research. In the nineteenth century, when 
otology became a science, a galaxy of talented observers arose 
from all parts of the world. ‘There was Helmholtz in 1862, 
with his ‘Sensations of Tone”; Flourens in 1830, and his 
work on the semicircular canals; Breuer in 1874, who noted 
that rotation caused moyements of the head in animals and 
nystagmus in men ; and that trio, Weber, Rinne, and Schwabach, 
whose hames are still applied to tests to-day. Though a quack, 
Curtis made a fortune and founded what became the Royal 
Ear Hospital; he died in poverty. 

After an account of these workers comes the story of James 
Yearsley, Toynbee, who was aural surgeon to St. Mary's Hospi- 
tal (which has the distinction of being the first general hospital to 
allot beds to the specialty), and Sir William Wilde, of Dublin, 
There follows an interesting chapter on the education of the 
deaf down the years. . 

It is a matter of interest that laryngology did not progress at 
the pace of otology, but once established it went ahead rapidly. 
Though Garcia is hailed as the founder of laryngology (he saw 
his own cords by means of mirrors in 1855) it is satisfactory to 
read that Benjamin Guy Babington is credited with the inven- 
tion of his “ glottiscope” in 1829, though the authors throw . 
doubt on his having seen the vocal cords. Physick, of Phila- 
delphia, is named the father of American surgery; in 1820 he 
published an account of his method of removing tonsils by 
means of a snare, suggesting this was original. The modern 
sections are crowded with the names of well-known figures, 
many of whom will be known in person by readers. 

This is a most readable volume of great interest to ear-nose- 
and-throat surgeons, and indeed to all those who enjoy medical 
history. 

W. M. MOLLISON. 








The Daily Telegraph (July 1) reports. that Lloyd’s under- 
writers will now insure anyone against contracting certain infec- 
tious diseases. This is a development of a scheme introduced 
during the epidemic of poliomyelitis in 1947. 
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In subsequent issues there will be printed in the BRITISH 
MEDICAL JOURNAL a few of the opening papers read at the 
Scientific Sections. All the papers will be published in full in 
a separate yolume of Proceedings. The reports of the discus- 


sions, concluded in ‘this issue, are intended ‘to give members 


- who were not present a general idea of the proceedings. 
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SECTION OF ANATOMY 
: a, Ye Tuesday, June 28 
' Structure and Fonction of. Muscle 


With Professor Jonn Kirk: (London), the president, in .the 
chair, Professor W. T. ASTBURY (Leeds) opened the discussion 
on the structure and function of muscle by consideringimuscle 
as a molecular machine. : Studies of muscle protein by x-ray 
. diffraction analysis had shown that pure myosin had essentially 
the same structure as whole muscle itself, and that molecules 
of myosin were oriented in the direction of the myofibrils. 
Myosin seemed to be the seat of the contractile properties of 
muscle. Closely similar diffraction pictures, were ‘given by 
keratin of hair or wool, so that these molecules appeared 
to belong to the same family of elastic proteins. Recent work, 


similar ‘structure. The essential’ characteristic of all these pro- 
teins- was that they could alter their molecular length and 
form. Even in the resting relaxed state they were in a folded 
configuration, but they could be pulled out into a more extended 
, form or becomè more folded still. The molecules in india- 
rubber were somewhat different in that they were ordinarily 
coiled up in a complex manner, though they too could be 


, Pulled out into a chainlike form. The folding of hair and 


muscle protein was ‘more regular than in the case of rubber. 
‘It was possible: to make the protein of hair supercontractile 
so that a hair might contract to half its ordinary length. ` It 
would seem then that the basis of elasticity of hair, muscle, 
and india-rubber was essentially the same—a straightening out 
of already folded-up molecular chains with the resumption of 
the initial: state: when the. extending force was removed., Pro- 
fessor Astbury showed electron photomicrographs of myofibrils 
which he had recently received from Draper and Hodge in 
‘Such work suggested that actual shortening of 


molecular level, and thus was not to be observed with the 
electron microscope but only by the indirect method of x-ray 
diffraction analysis. i ae T 
_ Although myosin was: now believed to be the actual sub- 
stance which became shortened at: the molecular level during 
muscular contraction, the work of. Szent Györgyi and his 
colleagues had shown that there was another contractile pro- 
` tein present in muscle—“ actin.” That, too, could be prepared 
pure and studied by the electron microscope and by diffraction 
analysis. Actin could exist in‘a corpuscular form as, a series 


) of discrete rounded particles, and also assume a fibrous form 


by the joining together of these elementary bodies. This 
change was reversible, and could be brought about by altera- 
‘ tions in the pH or salt concentration of the dispersion medium. 
The modern view was that myosin and actin worked together 


a ~ 
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ı too, had shown that the protein of bacterial flagella had a - 


-electron-microscope examination. 


for example, seen in plain muscle. 


-ranged along the side of a road under repair. 
_might be used up if the muscle were worked too hard, and 
indeed an overworked muscle did show fuzziness and displace- ` 


in the shortening of the myofibrils. The globular (corpus- 
cular) form of actin became converted into the chainlike 
filamentous form, and contracted (i.e. more folded) molecules 
of myosin ranged themselves alongside these filaments. 
Electron microscopy with the replica technique and the 
method of stripping successive layers developed in the Leeds 
school had shown that the cross striation of the myofibrils 
was real enough, though the surface .of the fibril opposite 
striations was raised, which suggested differential changes 
during the -dehydration necessary in, preparing material for 
In addition to the ordinary 
bands there were transverse striations some 400 A apart which 
might be due to local accumulations of calcium and magnesium. 
These bands had been studied further by micro-incineration 
coupled with electron microscopy. Ordinary muscle striations 
were not essential for muscular contraction; they were not, 
Their appearance was 
associated with the need for speed of contraction. Striations 
might be depots of essential materials such as calcium or 
magnesium placed ready for use, as barrels of tar might be 
Such stores 


ment of the striations. The flagella of Proteus vulgaris were 


made up of macromolecules ; photographs indicated a structure ' 
Flagella were probably macro- 


similar to that of myosin. 
molecular hairs—the simplest possible unit. Those flagella 
were thinner than the rods of the tobacco mosaic virus— 
probably. about 120 A against the latter’s 150 A. _ 

Dr.-R, BARER (Oxford) said that the sarcoplasm of muscle 
fibre would escape asia jet through a rupture in the sarcolemma, 
and’ the clear fragment of membrane remaining could then be 
examined with the electron microscope. Minute circular dots 
appeared on it, but their nature,was unknown. The sarcolemma 
was less than 0.1m thick. Very fine collagen fibres were 
closely adherent. to the surface of the membrane and could 
readily give se to mistaken ideas about the structure of ‘the 


sarcolemma i examined by the progressive stripping technique 


of the. Leeds workers. The sarcolemma had ‘considerable 
elastic strength. The old idea of Kiihne that sarcoplasm itself 


was contractile could not be entirely dismissed. There always 


remained the problem of How the nervous impulse brought 
in at the motor end-plate was disseminated to the myofibrils. 
Phase-contrast microscopy suggested that the incoming nerve 
fibre’ might lose itself in the granular. sarcoplasm. The 
myofibrils were 1-2 » in diameter. When a muscle fibre was 
treated with alkaline Ringer solution the myofibrillar contrac- 
tion became asynchronous, and it was then possible to study 
the individual fibrils. ~ ae 

Professor W. E. LE Gros CLARK (Oxford) said that the 
experiences of the war had started an investigation into the 
vascular pattern of different muscles from the point of view 
of its influence on the prospects of regeneration or survival 
after injury. . Each muscle seemed to have its own vascular 
pattern. Although it would seem possible that there might 


‘be anastomoses within the muscle, injection preparations 


suggested -that was not the case, for the anastomoses were 
inadequate to carry on the nutrition of any devascularized 
area. The tibialis anterior muscle was supplied entirely 
from the anterior tibial artery and was therefore more 
susceptible: to necrosis than extensor digitorum longus or 
extensor hallucis longus, which received branches from the 
posterior tibial artery also. In a second type of vascular supply 
a single branch entered a muscle or a muscle belly. 


such single branches formed virtually the whole blood supply. 
On that ‘account the muscle was susceptible to necrosis. 
Similarly, the biceps was: also liable to have its blood supply 
interfered with, and a case of necrosis limited to that muscle 
was on record. ; l ~ 
-Individual branches within a muscle might anastomose, but 


such anastomosis might not be adequate for continued nutri-` 


tion of the muscle. It was possible that in extensive incisions 

into muscles carried out at operation there might result more 

extensive necrosis than was commonly supposed. However, 

muscle was able to undergo considerable regeneration— 
ra 


t 
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was seen in the two heads of the gastrocnemius muscle, where. 
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- for three or four seconds. 


' . h e > yr a 
no SE . > t -~ 7 


. 5 r 3 r ‘ ' t i 
Jury 16, 1949 

i 7 
surprising amounts of regeneration in view. of the commonly 
held view that muscle healed by. scar tissue. By producing 
vascular lesions and examining the partially devascularized 
muscle at intervals after the operation he had shown that the 
necrotic area, which was found after two days, was invaded in 
about three weeks by streams of nucléated protoplasm growing 
down from the uninjured muscle fibres. It was astonishing to 
find that in the rabbit the greater part of the tibialis anterior 
muscle could be replaced in that way.. The empty endomysial 
sheaths acted as guiding channels for the protoplasmic strands 
in much the same way as Schwann sheaths guided regenerating 
nerve fibres. 
Gut with equal vigour from both ends of a muscle fibre. How- 
ever, if scar tissue ‘became interposed in the path of the out- 
growing protoplasmic strands, then they became blocked and 
swelled up into pools, like neuromata. In one of Dr. F. K. 
Sanders’s preparations -of regenerating nerve, regenerating 
muscle fibres coursed -down endoneural tubes. 
suggest that it was. the mechanical action. of the tubes acting 
as guides rather than any special chemotaxis which aided the 
regeneration of the muscle fibres. Possibly the areas of hyaline 
degeneration, occurring in certain muscles in the course of 
such diseases as typhoid fever might disappear., by eee 
processes such as those described. 

Dr. R. E. M. BowpeNn (London) described the histological 
changes taking place in human voluntary muscle at intervals 
after peripheral nerve injury. After six. weeks thi{\: wasa 
certain looseness of the muscle fibres, which also ha “tortuous 
appearance! Nuclei tended to become crowded tether. and 
the myofibrils were-prominent: There’ was inchase ‘in fat 
and connective tissue, but there was no fat w muscle 


















fibres, nor- did ‘there appear to be fibrous metapla AR muscle 
tissue. Even 26 years‘after denervation there were fi “ ghosts ” 

* of muscle fibres to be seen. Motor end-plates hd. be recog- 
nized up to nine months after division of a pfisheral motor 


nerve. Blood vessels in the muscle change 
media becoming thickened and perivascular 
tions appearing. 


; tue intima and 
sucocytic -infiltra- 
In a favourable type of (rléive injuty with 


preserved Schwann tubes nerve fibres could Jõe found struggling 


across fibrous tissue towards the original moftor end-plates when 


regeneration „was taking place, a finding in}apreement with the « 
experimental work of Young and Guttmbn on the possible ‘ 


regeneration of motor end-plates. 

As to electromyographic changes shown b: evei human 
muscle, -fibrillation action potentials-began} to appear 10 days 
to 4 weeks after denervation. ` Fibrillatipþn. potentials” might 
*make their appearance only on attempting Yoluntary movement. 


It seemed that the higher a nerve lesion the more rapid the: 


rate of recovery—a finding in accordance with Young’s theory 
of an axonic vis a rergo from the cell b dy being the basis of 
nerve-fibre regeneration. 

Mr. W. F. FLoyp (London) said that fibrillation action 
potentials seemed to be the units of Which ordinary’ activity 
was made up. The latter was due to fandom temporal distri- 
‘ bution—i.e., an asynchronous firing-off of the individual motor 
units. It had to be remembered-always that the electrical 
disturbance was over when -;the actual wave of muscular 
contraction took place. The introduction of the needle electrode 


into a muscle led to a burst: of electrical activity—* insertion ` 


potentials °—ordinarily of very- short duration, but in cases.of 
myotonia atrophica it might last two seconds or more. Tapping 


-a muscle.also caused an outburst of electrical activity, which 


again was prolonged in myotonia. In that condition, too, 
gentle palpation of a muscle had the same effect. Charac- 
teristically, there was a persistence of action potentials: after 
the cessation of stimulation, and that persistence might go on 
The phenomena were not made 
to disappear. by curare.. The disease could not, therefore, be 
one which affected the otor end-plate. 
-than intravenous procaine modified aay the myototic 
response of myotonic muscles. 


‘In the discussion which followed cases were alluded to. 
in which muscular -spasm was- unaccompanied by any electrical. — 
It was:also pointed out that in. the case of heart’ 


Tecord: 
muscle the electrical manifestations did not necessarily parallel ` 
the degree of muscular contraction. 
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SECTION OF MEDICINE 
oe Thursday, June 30 
Streptomycin 


+ With the yoe pedent Professor H. W. FULLERTON (Aberdeen) 
in the chair, Dr. GEOFFREY MARSHALL (London) read a paper on 
streptomycin. In cases of tuberculous meningitis the drug had 
been given intrathecally and intramuscularly daily ‘for one 
month, after which an interval of a week was allowed. This 
was followed by 48-hourly dosage, continued for at least three 
months and probably six months. As a result 30% `of the 


- children over the age of 3 had been cured; many had 


survived for a period, maimed either by deafness, blindness, 
or paresis, but most of these ‘patients had died within a year. 


- In only three cases had resistant strains of tubercle bacilli 


developed. 

There had been‘ fashions in the treatment of pulmonary 
tuberculosis. They had shown how difficult iv was to assess 
results in this disease. -Controls were necessary. It was decided 
to use streptomycin in patients between the ages of 15 and 30 
in whom the disease was of not more than 12 months’ duration 
and of exudative type, where cavitation was not the dominant 
feature, whose sputum was positive, and pyrexia was present. 
The cases and controls were selected by a statistician with the 
usual precautions. Some patients died during the period of 
observation and were therefore omitted. from the series, which 
left 55 treated ‘cases and 52 controls. The treatment lasted 
four months and was followed by two, months’ observation. 


. As 4 result 69% of the treated cases, were improved, against 


33% of the controls) He emphasized’ how well some of the 
They had become apyrexial and even put 
on a‘stone in weight. Of the treated patients 7% died during 
the period ‘of observation, of the controls 27%. 


There appeared to be two disadvantages: first, the develop- 


zment of resistant strains of tubercle bacilli, and secondly the 


effect of the drug on the vestibular mechanism of the body, 
producing ataxia. In non-tuberculous disease of the lung the 
drug: was particularly effective against Ps. pyocyanea, but unfor- 


‘ tunately resistance developed within a very short time. 


Professor ROBERT CRUICKSHANK (London) said that using 
the drug-had caused the development of more accurate methods 
for ‘the demonstration of the tubercle bacillus and estimating 
its sensitivity to streptomycin. * The examination of smears was 
inadequate, and culture had become essential. To achieve this 


. It was necessary to render the sputum homogeneous and to 


kill other organisms that might be present. The usual method 
of-doing this involved treatment with N/1 NaOH for 20-30 
minutes'at 37° C. But this was not very satisfactory, since 
many tubercle bacilli were killed with the other organisms. 
The method known as Jungmann’s acid-iron-peroxide method 
was the. best. 

With ‘regard to medium, if egg was used it should be made 
from fresh eggs and must be sown within three months. The 
du Boss medium, made with bovine albumin, which protected 
the, tubercle bacillus, was most effective, and it could be made 
into a solid plate by the addition of agar. It might even render 
homogenization ‘unnecessary, since penicillin and sulphonamides 


could be incorporated to prevent the growth of secondary: 


organisms. He hoped that fungicides might also be added. 
A rapid test of sensitivity could be developed by sowing two 
plates, one as already described. and the other containing 
streptomycin. 

Strains that became highly resistant were in patients who 
had a poor tissue resistance and invariably did- badly. The 
degree of resistance therefore could be used to some extent 
in assessing the prognosis. Low chloride in the. cerebrospinal 
fluid ‘was not of value in determining the early stage of 
-meningitis, but on the other hand the sugar value was of great 
importance ; in no case’ was it found above 50 mg. per 100 ml. 
In non-tuberculous disease the drug had been most effective in 
cases of H. influenzae meningitis, but all. organisms became 
very. rapidly. resistant. 

‘Dr. KENNETH PERRY (London) referred to the use of 
‘streptomycin in thoracoplasty. Started three days before the 
„operation, it had not proved” a very successful umbrella in 

, 


` 


- it was very good when: the 


` ‘substances either given 
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preventing spread of infection, though it was most effective in 
treating it. The optimum time for inducing an artificial’ ppeumo- 
thorax for the purpose of closing cavities in the more acute 
case was three or four weeks after the start of streptomycin 
therapy. , vos = ee. 

‘Dr. MARSHALL, replying to questions, said that he considered 
the use of streptomycin in clear pleural effusion was wrong, 
since there was no method of determining which might sub- 
sequently develop pulmonary tuberculosis or indeed which were 


‘tuberculous ; and, further, its use would be likely to produce 


resistant pulmonary_disease. It was found to be not as effec- 
tive when inhaled as when injected intramuscularly. It had 
not proved very effective in the treatment of pyothorax, though 
Semb; space was infected. 


‘ Radioactive Substances o 
' Dr. R. R. Bomrorp (London) then took the chair, and 
Dr. RuSSELL ‘FRASER (London) read a paper. on radioactive 
isotopes. These were most useful at present in physiology and 
experimental medicine, where they could be used. for tagging 


that they: could be traced through the body. It must be 


' remembered that the patient was given irradiation, and the 


` than by any other method. 


-given in a local exposure when a 


proper protection was necessary. No patient, was given 
more than 0.01r in a day. 
barium meal was performed. 
were more useful than others. , Calcium could 


Some isotopes 
half-life ; ‘conversely, ‘the rays 


not be ‘used, because of its long 
best, since’ 


it could not be measured. 


Isotopes could: be used in treatment. Many thyroid cancers . 
did not concentrate iodine, but several did. In the latter radia- 
place in greater concentration.’ 


tion could be given to the right pla 
Radioactive phosphorus was very 


- effective in the treatment’ of ‘chronic leukaemias and poly- 


_ 


given in insoluble materials 


cythaemia. Isotopes might also be 


for the local treatment of accessible carcinomata such’ as those . 


‘of the breast. 


by mouth or injected ‘intravenously, so: 


In diagnosis radioactive iodine could be most useful in show ` 


ing whether or not a retrosternal tumour concentrated iodine, 
and so whether or not it was a retrosternal goitre. 
To aid the. diagnosis of thyrotoxicosis and myxoedema: the 


\ iJ s se a e . . 
concentration of radioactive iodine might be measured in the 


_ hours after the injection. In thyrot 


: gland itself, in plasma as the percentage of dose per litre, 


and in urine as the percentage of dose excreted. /in the plasma 


‘the concentration was weak and therefore not easily measured. 


In the urine. it could usefully be measured as the amount 
excreted over 48 hours or over different periods, such as 8-12 
oxicosis the: excretion curve 
fell rapidly and then flattened out, while the reverse was true 
in myxoedema. .Broadly speaking, 
in the’ urine specimen between 8 
the basal metabolic rate. l 


Radioactive iodine might also be 


and’.12 hours, the higher 


. content of histological material obtained from the- thyroid 


- by dosage less than 75-100 mg. 


be used only for a few days. 


. gland. Contrary to what has been stated, there was no evidence 
that the pituitary concentrates iodine. = ` ; 


l 
Anticoagulants PRE” ‘ 
Professor H. W. FULLERTON (Aberdeen) then read a paper 
on anticoagulants. There was little doubt of the value of 
heparin in the prevention of arterial and venous thrombosis, 
but the expense of the drug and the necessity for giving it 
intravenously had confined its use to hospital. The clotting 
time should be kept at 30 minutes, and this was rarely attained 
every four hours.: It was 
obtained by a continuous intravenous drip, and could therefore 
Dicoumarol, which can be given 
lowered the prothrombin concentration.) 
firmly established in the treatment of 
` The American 
results of treat- 


by mouth and which 
was becoming more 
venous thrombosis and coronary infarction. 
Heart Association had recently compared the 


the less radioactive iodine ` 
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This was quite. safe; 25r was 


- of nitrogen were soft and its half-life was very short. Radió- | 
active iodine was one of the 
. days was not too long to be 


its half-life of eight.. 
dangerous and not so short that ~ 


used in indicating the iodine - 


‘safer than dicoum2 






with.those of treating 432 patients with conventional therapy 


plus dicoumarol. Of the control group 24% died, whereas of 
‘the dicoumarol group only 14.9% died. Of the control group 
25% had ‘one or more thrombotic complications (secondary 
myocardial infarct ; pulmonary, cerebral, or peripheral, emboli ; 
venous thrombosis), whereas only 12% of treated cases were so 
affected. ; 

No uniform scheme of dosage can be applied, and each indi- 
vidual needed to be controlled by a regular estimation of the, 
plasma prothrombin, otherwise there was great danger from 
haemorrhage. Plasma lipoid played an important part in 
coagulation which had not 


thrombin estimation, the venom alone gave a more accurate 
method of estimating coagulability, which was much infiuenced 
by the amount of fat in the diet. In dicoumarol therapy, 
while the prothrombin in the blood was lowered the lipoid 
activator was increased. He therefore thought that the venom 
test was the best for controlling this therapy. He usually 
gave 350 mg. on the first day,-200 mg. on the next day, and 
then endeavoured to keep the accelerated clotting time by the 
venom test at 40 seconds. 


+ 


previously been recognized. While ' 
‘the venom-and-lecithin method was the most accurate for: pro- 


There were no definite, rules about ` 


how: this should, be done ; not only should the accelerating -~ 


clotting time be noted but also the speed at which it was rising. 
When haemorrhage occurred it was frequently in the form of 


and he fait was safer. than dicoumarol. With this drug he 
had had to deaths: -in one there was a suprarenal haemor- 
rhage : - sub-pleural and sub-endothelial haemorrhages had 






seen’ where: ; 
had been n 
thelial haemorrhy 


Professor FuLI® RTON RPI 
rol, but it could not be given for 


al: the’ necropsy revealed many small endo- 
res and small haemorrhages in many organs. 
in reply agreed that heparin was much 
the .month 
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or six weeks me thé treatment of coronary: thrombosis. _ 
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PATHOLOGY AND BACTERIOLOGY | 
‘ Thursday, June 30 
Chemotherapy in the Treatment of Malignant Disease 


SECTION OF 


_ The discussion on c emotherapy’ in the treatment of malignant 
. disease was introduced by Professor E. C. Dopps (London), 


problem, since- the cause of the disease’ was still unknown: -A ` 


who pointed out th ett to a>rational approach ‘to this 


great variety of chemotherapeutic agents had been tried, and 
the most, hopeful of thes¢ fell'into two’main groups: (1) sub- 


stances inhibiting the ‘growth of tumours indirectly by their , 


effect on the host background, and (2) substances with a directly 
toxic action on malignant cells. | wi, 

In the first group stilboestrol was the outstanding example, 
and had been used in the tfeatment of carcinoma of the 
prostate with rematkably successful results, although claims 
for complete cure could not be substantiated. In the second 
group of cytotoxic agents, of which urethane and the nitrogen 
mustards were examples, the margin between the therapeutically 


effective and the toxic dose was small. These substances acted ` 


directly on cancer cells. 

A new approach had been made with the use of anti-folic- 
acid compounds which, since folic acid was an essential require 
ment for neoplastic ~fowth, suppressed selectively the growth 
of tumour and leukaemic cells. Encouraging results had been 
obtained with these compounds in the treatment of spontaneous 


and transplanted tumours in animals, but more work was needed’. 


to, assess their clinical value. - x 

Professor A.. Happow (London) restricted his remarks to- 
one type of substance of chemotherapeutic interest with a direct 
action on the tumour' cell. This was a new series of some 
200 compounds, mainly: aromatic nitrogen mustards or analogous 


substances. He was representing’ a team of workers that 


ing 386 patients with the latter disease by conventional methods , included G. A. R. Kon, W. C. J. Ross, P. C. Koller, A. Loveless, 
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E. S. Horning, cd R. J. Goldacre. While it seemed not, 
unreasonable to expect improved therapeutic: efficiency from © 
chemical modification of the aliphatic types ‘so far employed, 

clinical trial of’a few new types, especially, the bis-chloroethyl 
derivative of §-naphthylamine, indicated that therapeutic effects 

were still largely confined to: those tumour. pes—especiálly 
Hodgkin’s disease—which were most responsive to'the aliphatic” 
chloroethylamines. , The new aromatic substances had, however,’ 


some practical advantage in that they could be, readily adminis- ; 


` tered by mouth. for considerable periods. Examples were’ 
shown of the clinical responses obtained, especially in Hodgkin’s 
disease, chronic lymphatic leukaemia, and plasmocytoma. 

That the action of such substances was largely a direct one 
on the cell- was illustrated by cytological evidence—induction 
of nucleic-acid-deficient zones in the chromosome, chromosome 
breaks, defects of chromosome spiralization, anaphase bridges, 
and ejection of fragmented chromatin into the cytoplasm in the 
form of micronuclei. The significant effect was believed to be 
produced in the resting stage, with consequent damage to the 
mechanism of mitosis which became evident cytologically only 
in the course of cell division ; such damage tended tofaugment 
In successive divisions until thé cell was no longer #iable. 


‘py these substances clearly illustrated their radiometric charac- 


~ Both the clinical responses and cytological te induced 


ter, and this was further seen in the damage which} they inflicted 
upon cell division in the bone marrow and ib arid iri the 


characteristic and permanent bléaching of pigmented hair in’ 


the areas overlying the site of subcutaneous injéction: the last 
effect was quite indistinguishable from a similar! effect produced 
by irradiation with x rays or the subcutanepiis injection of 
plutonium.’ | 

Since x rays and other agents” with similar, growth-inhibitory, 
properties were known to be carcinogenic, it/ became important 
to decide whether the new aromatic mustérds were endowed 
with the same ‘property. - Extensive biologi cal tests had now 
shown this to be so. Examples were 
induced at the site of subcutaneous inje@fon, and there was 
evidence that these substances were alsof \ctive by mouth and 
so might induce carcinomata in’ the intemal tract. Many of 
the induced sarcomata were of exceptioua ‘interest on account 
of their high incidence of' cytological}. abgormality; a feature 
which appeared to be characteristic jand was- maintained on 
transplantation over many generations. .Professor Haddow 
went on: to discuss the mode of action of these.new chemically 
active substances on the cell and looked forward to the eventual 
prospect of correlating the chemical „properties, of a carcinogen 
with the chemical and genetic properties of particular, chromo- 
some regions. He concluded that. the -frontal attack on the 
chemotherapy of cancer was not likely to ‘be the most successful, 
since workers were inevitably drawn back to questions of the 
mechanism of carcinogenesis, questions which were more 
fundamental and hence more fruitful in the long run. 

Professor F. DICKENS (London) discussed the use of folic acid 







' antagonists in experimental cancer therapy. Folic acid ‘as a 


> 


member of the B group of vitamins was essential for cell growth, 


with the synthesis of nucleic acids and ‘related compounds.- 
Actively growing cells, such as bone marrow and intestinal 
mucosa, had a special heed for folic acid, which was also the 
vitamin present at the highest ‘relative level in neoplasms. It 


‘therefore seemed logical to attempt the suppression of tumour 
growth by anti-folic-acid compounds such as et DIENN and ` 


anethopterin. 

Professor Dickens and his sallGanues had tested the effect of 
both folic acid derivatives and anti-folic acid substances in the 
treatment of mammary adenocarcinoma in mice. With the 
former group they failed to obtain inhibition or regression of 
tumour growth, but with anethopterin, given daily by intra- 
peritoneal injections, only two of six mice tumours grew, in 
the same. way.as in the control animals. 
had regressed ‘started to grow again and two regressed com- 


pletely. The ‘treated animals showed -pronounceéd’ leucopenia ` 
and. haemoconcentration associated with diarrhoea. Larger’ 


groups of mice were now under test. 
' Sir SraNFoRD Cape (London) described his experience with 
both cytotoxic substances and hormones in the treatment of 


- l R 


own of sarcomata , 


Two tumours which ° 


‘Clinical cases. The nitrogen mustards had „produced striking 
improvement:įn Hodgkin’s disease and other reticuloses, and 
were particularly valuable in cases which had become resistant 
to x rays, but patients who relapsed usually failed to respond to 


, a second-course. Urethane was useful in chronic leukaemia, and ' 


had the advantage that the maintenance dose could be con- 
tinued for years. Aminopterin, the anti-folic-acid compound, 
had been ‘given in acute and chronic leukaemias (lymphatic, 
myelogenous and monocytic). It acted on both normal and 


_ abnormal blood cells and could reduce the total: leucocyte count’ 
to very small numbers remarkably quickly, but the effect was 


only temporary. 

Discussing the use of hormones, Sir Stanford Cade said that 
about 10% of prostatic cancers failed to respond to, stilboestrol ; 
a very large dosage had no advantages. He had employed both 
oestrogens and androgens in the treatment of mammary: cancer ; 
only oestrogens were effective in male mammary cancer, and 


‘in women they should not” be given until ten or-more years 


after the menopause. Testosterone was particularly effective 
against metastases in bone in female mammary cancer; by 
controlling tumour growth and allowing bone replacement it 
‘gave marked relief of symptoms. The tendency to masculiniza- 


tion was not related to dosage. There were no significant blood 


changes, although hypercalcaemia had been reported and there 
was án excessive excretion of 17-ketosteroids ` during treatment. 

In the general discussion which followed, Professor R. J. V. 
PULVERTAFT, the president of the Section, pointed out the 
“analogy between the events of carcinogenesis as described by 
Professor Haddow and the induction of adaptive modifications 
in bacteria. Professor Happow agreed, and stated that in fact 
many of the induced tumours had proved on test to be quite 
insensitive to the cytotoxic action of the compounds used to 
induce them. 


“ 
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SECTIONS OF SURGERY AND NEUROLOGY AND 
ya PSY CHIATRY 


Bp i Thursday, June 30 
ae Head Injury 


With Mr. T.:V. PEARCE (Harrogate) and Mr. W. R. HENDERSON 
(Leeds) presiding, Mr. G. F. RowsortuaM (Newcastle) opened a 
discussion, in the absence of Professor Norman Dott owing 
to illness, on the treatment, after-treatment, and sequelae of 
closed: injuries to the head. Speaking of the, diagnosis and 
management of the acute stage, he said that head i injuries might 
provide difficult problems in diagnosis. , Distortion of the brain 


` was the essential lesion, and the whole brain - ‘was involved. 


Associated injuries must not be overlooked, and they might 
complicate’ the clinical picture ; injuries to the cervical vertebrae 


‚were specially important. He distinguished between the intrin- 


sic injury to the brain (contusion, laceration, diffuse, neuronal 
injury) and the many complications which might develop. The 
‘intrinsic lesion - might be overwhelming and cause death, but 


1,, ‘More attention to, arid study of, the extrinsic complications 
being particularly concerned with haemopoiesis and probably | 


should lead to lives being saved. 

Careful supervision and nursing were required in the acute 
stage. Attention to feeding, bowels, bladder, skin, mouth, and 
eyes were specially important, while restlessness required treat- 
ment. It was difficult to know how often secondary complica- 
tions occurred, or_to visualize what was going on within the 
skull. Nevertheless, if they could control the complications 
they would save many lives. From studying post-mortem 
material he beliéved that even a thin layer of extra-dural blood 
could turn the scales and cause death. If consciousness was 
returning, operative interference was rarely required. Dehydra- 
tion played no part in treatment. When there was grave doubt 
about the advisability of operation he advocated an exploratory: 
trephine or “inspection hole” so that the site of possible intra- 
cranial haemorrhage could be looked at. He stressed’ the 
‘dangers of inadequate debridement of scalp wounds ; this might 
lead to serious’ intracranial complications. 

Dr. W. RiTcHiz RusseLL (Oxford) emphasized the difficulty 
at necropsy of knowing whether the visible abnormalities were 
in fact the cause of death. Most cases of head i injury did well 
on- “sheer neglect,” but perhaps 20% required help with 


£ 
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rehabilitation. He’ advocated: (1) During the acate stage an _ 


environment of confident, optimism,'‘which prevented needless 
anxiety’; (2) graduated physical exercises started early and 
pursued vigorously ; (3) some form of advice service to which 
those patients could turn during convalescence. 
A rehabilitation programme for the patient to attempt was 


‘helpful, and some competent person should be ayailable to 


discuss matters fully with him. An early’ return to a few 
hours’ work a day was specially valuable, but dangerous occupa- 
tions might have to be given up for a time. ~ Insistence on light 
work was often undesirable. Half a day spent at hard manual 
work might be much less tiring than a whole day at “light” 
work. An essential principle of rehabilitation was that the 
patient should practise those movements or activities which 


' caused symptoms. For example, orthoptic exercises might be 


= ache. 


- necessary. a change of occupation advised. 


very helpful when reading led to blurring of vision or head- 
Where’ disability was gross or the occupation specially 
dangerous the situation should be'faced without delay, and if 
The head-injury 
advice bureau at Oxford had been valuable. Developments 
along those lines would be a useful form of preventive 
medicine. ` x < 

Dr. E. STENGEL (London), speaking of the psychiatric aspects 
of head'injury, said there was no phase following head injury 
in which the handling of the patient should not be guided by 
the psychiatric approach. The psychiatric approach was. an 
attitude of mind which made one see an illness or accident as 
something that happened to. a personality'rather than to a part 
of the body. It also implied a, distrust of uninformed common 
sense. They were less concerned than were their predecessors 
with separating the so-called functional from the organic 
features among the symptoms following head injuries, and aimed 
at stimulating the resources of the undamaged parts of the 
brain by rehabilitation and psychotherapy. . Head injury was 
felt to be a psychic trauma much more than injury to almost any 
other part of the body.’ The.head was the most significant 
part of the body image. Neurotic symptoms were apt to emerge 
when ‘the ability of the personality’ to-deal with the impact of 


emotional stress had suffered as the result of structural damage. . 


He fully supported Dr. Ritchie Russell’s proposal for the estab- 
lishment of advice bureaux for those with head injuries, and 
thought that a psychiatrist versed in the problems concerned 
might be an asset on the staff of such a centre; he would also 
study the problem, of accident proneness, which: was part of a 
specific -character structure. ie ad ` 

In the discussion which followéd, Mr. T. V. Pzakce said that 
he was surprised to find that the industrial insurance companies 
were not much impressed by the alleged. difficulties in dealing 


with head injury cases. Dr. D. ENGEL described an increased . 


permeability of the blood-brdin barrier in the acute stage~ 
Dr. HucH GARLAND advocated care in what is said to the patient 
about fractures of the skull. Dr. GORDON CAMPBELL’ (San 
Francisco) referred to associated cervical lesions causing. head- 
ache and even giddiness. Dr. J. G. GREENFIELD said that ‘pontine 
lesions were rare, but the-clinical picture in fatal cases often 
indicated a hypothalamic cause of death. ` 


` 
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SECTION OF ANAESTHETICS ` 
T hursday, June 30 
Dental Anaesthesia 


A Z 
‘With Dr. H. B. WiLson (Aberdeen) in the chair, the discussion 


on dental anaesthesia was opened by Dr: W. S: MCCONNELL 
(London), who said that traditionally nitrous oxide was regarded 
as the safest and least harmful of anaesthetics. “It was there- 
fore administered regardless of its limitations, often with poor 
results. Its “safety” depended on the anaesthetic being 
abandoned at the whim of the anaesthetist and perhaps ‘before 
completion of the operation, A physiological insult was offered 
to a patient by using a gas whose anaesthetic potency was 
so low that oxygen deprivation had to be used to augment its 
effect. He stressed the risks of so subduing a struggling patient. 
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large oxygen demand and small vital capacity ; in large muscu- 
lar men—the “ageing athlete,” who might be resistant when 
there was any psychological intolerance of general anaesthesia ; 
and in patients who had a pre-existing lesion, such as respira- 
tory obstruction, lung disease, myocardial disease, or anaemia, 


; iia) A 
which made anoxia dangerous. The speaker always made a,. 


point of using a strap around the patient's pelvis. 
A film was then shown of the technique of continuous nasal 
nitrous oxide, illustrating the difficulties and their management. 


| -Dr. STEPHEN COFFIN (London) discussed the problem of; 


anaesthetizing children for dental extractions in the chair. They 
were difficult patients because of a raised metabolic rate, 
nervousness, and the accentuation of mechanical difficulties -by 
_a small mouth. It was important that a child’s first anaesthetic 
should not affect adversely his reaction to future ones. Dr. 
Coffin preferred nasal nitrous oxide and oxygen, because, 
though less easy:than other methods, it allowed adequate work- 
ing time and had. the, advantages of a pleasant induction and 
a rapid-and uneventful recovery. Premédication was not ‘given 
routinely except in the younger, and more nervous patients. 
Troubles that might occur during maintenance were : difficulty 
‘in balandjag’ good: anaesthesia and colour, rapid cyanosis in 
response tcgxygen limitation, and mechanical difficulties which 
reduced the Pirway. Hestressed the prime necessity for a human 


‘and friendly,approach.to dental anaesthesia in children. 


Mr. BaLeNDRA (Ceylon), speaking as a‘ dental surgeon, 
pleaded for team work so that clumsiness on the part of the 
‘dental:surgeon; might not upset the anaesthesia. He had devised 
a strap which twas part of an apron and was therefore not so 
objectionable to the patient. He also felt it was unwise to 
operate on patients who had trismus. In these patients cardiac 
or respiratory distress appeared suddenly on opéning the mouth ; 


_ they should be anaesthetized lying down. 
- Dr: A; H. Gangy (London) drew attention to the value of 






trilene for children. He used it. in the Oxford vinesthene 
inhaler. Dr.- E. 
modification of deial apparatus so that the gas mixture could 
be varied by meang#f a foot control. eo 
„Dr. J. MCAULEY Blackpool) found a small dose of curare 
more helpful in obstreperous patient than thiopentone. 
Curare with cyclopropane was best for elderly patients with 
cardiovascular disease. Drs. G. CATHERINE Evans (Herne Bay), 


‘.'ApaMs (Birmingham) appealed for the 


` 


\ 


| 


, 
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G. S. W. Organe (London),'and R. P. HARBORD (Leeds) gave . 


examples of their’ own methods, and described in particular 
how they’ gained the confidence of children about to undergo 
dental anaesthesia. i - 


Continuous Caudal and Peridural Analgesia 


With Dr.:G. S. W. ORGANE (London) in the chair, Dr. ROBERT 
A. Hincson (Baltimore) outlined the history of caudal and 
peridural analgesia from Sicard and Cathelin in 1901 to the 

present day, referring in particular to the work of Lundy and 
Cleland. He showed the instruments he used for continuous 
caudal analgesia, pointing out that the sacral hiatus was easy 
to enter and that there were no structures other than the last 
sacral and coccygeal nerves which were liable to injury. The 
latter in any case could be cut with impunity so far as the 
anal sphincter was concerned. A common technical error was 
injecting fluid or air outside the sacrum and traumatizing the 
periosteum of the sacral canal, with the production of pain. 


- 


P 
, 


\ 


No standardization of dose was possible—-each must be.` 


“ tailor-made” to fit the individual patient. He had used con- 
tinuous caudal ‘block to remove’ the sympathetic vascular tone 
from the lower half of the body, producing a “ bloodless 
phlebotomy ” for those conditions in which a classical phle- 


botomy might have been undertaken. Pulmonary oedema and ` 


eclampsia wcre examples of conditions in which phlebotomy 
had been used to treat a vasomotor crisis, and for which caudal 
analgesia was equally successful. , 

Dr. Hingson then described the use of this method in the 
.treatment of eclampsia and showed how the sympathetic block 
relieved hypertension, thus reducing the work of the heart and 
relieving oedema. Oxygen therapy must always be used con- 
currently. He demonstrated Tuohy’s needle, which allowed a 
fine catheter to be inserted into the peridural or subarachnoid 


X 


Nitrous oxide was contraindicated in children, who had a space'in either a cephalic or caudal direction at the wish of = 
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‘parae needing forceps delivery. The obstetric 


-the duration from one hour to weeks. 


could be autoclaved. 
_ thene) would not. stand up' to heat but-had to be sterilized in 
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the administrator. Other successful, uses of the method had 
been’ in cases of: chronic ulceration of the legs, thrombo- 
phlebitis, and acute arterial thrombosis. In all these cases every 
safeguard, and particularly oxygen, was needed. 

Dr. WINIFRED PITKIN (New York), the British-born widow of 
the late Dr. George Pitkin, reviewed the neuro-anatomy of me 
parts concerned in continuous caudal block.- 


Caudal Analgesia in Obstetrics ` 


Later, at a joint meeting of the Sections of Anaesthetics and 
Obstetrics and Gynaecology, Dr. ROBERT ‘A. HINGSON read a 
paper on continuous caudal analgesia in obstetrics. He first 


_ referred to ancillary factors which helped to make women in 


labour more comfortable, such as air-conditioning, artistic wall 
decorations, music, arid television. .The safeguards without 
which he considered. caudal analgesia should not be undertaken- 
were a continuous drip infusion and oxygen therapy. 
The method was not without its ESEI I from the 
obstetric point of view, 40% of multiparae and' 80% of primi- 
k must be pre- 
pared for this, or else he should reserve caudial analgesia for 
those cases where forceps were going to be applied in any case. 


He had now managed many thousands of cases with only two 


maternal deaths, one due to a massive spinal injection and. the 
other to infection following penetration of the rectum. A total 
ef 600,000 cases had now been reported. _ The extent of the 
anaesthesia had varied from the xiphoid cartilage to the toes, 
. He advised that hospitals 
should arrange for teams of workers t 
hours, each team consisting of trained nurses and doctors who 
would look after the patient continuously. Many statistical 
and other charts were then shown illustrating how. the method 
had reduced infant mortality, particularly among premature 
babies. Dr. -Hingson again warned his listeners against the 
use. of this -method by untrained people, and in unsuitable 
surroundings. 


“ sensory and motor. 
impulses connected with labour. He Pa:lt- that ‘continuous 
caudal analgesia was contraindicated ‘in’ cases of placenta 
praevia, because the relaxed cervix ceased to give support to 
the placenta. The main indications were: multiparae, breech 


Dr. A. H. GALLEY (London), in ie the discussion, ' 


presentations, continuous contractions of the uterus with much 


pain, rigid cervix, foetal distress, prematurity, and’ where forceps 


delivery was anticipated. Professor R.. R. MACINTOSH (Oxford) 


inquired how Dr. Hingson sterilized his catheters. 
In reply Dr. HINGSON again referred to the possible dangers 


of the methods, saying that it could “ ässassinate women ” if in 
‘ances. His catheters were ' 


improper hands or unsuitable circu 
all autoclaved. Formerly he used s{.ellac-coated catheters, but 
had now found a new plastic material, “ vinethyl,” and which 
Another type of plastic catheter (poly- 


aqueous antiseptic. Continuous caudal analgesia carried ‘with 


_ it an inherent mortality of about one in 20,000 women, because 


in one in 10,000'cases a peridural’ infection followed, and this ' 


condition carried with it a 50% mortality. 


E EE 
SECTION OF OCCUPATIONAL HEALTH 
Thursday, June, 30 
. Tuberculosis and Occupation- 


“A 


The chair was taken in turn ‘by,’ the vice-presidents, Dr. W. 7 


BLoop (London), Professor G. P. ‘CROWDEN (London), 
and Dr. F. S. Cooksey: (London). ; Dr. ALICE STEWART 
(Harrow-on-the-Hill) opened the discussion by describing 
an investigation into the incidence of pulmonary tuber- 
culosis in the boot and shoe- industry in Northamptonshire. 


y It had been known for at least fifty years that the sthoe trade 


carried a high mortality rate from phthisis.. Investigation, 
based on the results of a mass radiography survey, on notified 
cases, and on the medical records of men called up, showed 
that this was partly due to selective recruitme The shoe 
trade employed More men with: quiescent tube Kilde than 


i 
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/ of tuberculous ‘persons except by trial and error.’ 
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other trades. The’ physique of men was slightly subnormal, 
and there was a strong family tradition, so that workers were 


` often interrelated. There was no evidence of a specific indus- 


trial hazard in boot and shoe factories,-and the death rate for 
¿other diseases was below: average. 

The incidence of active tuberculosis, was not uniformly dis- 
tributed. Men and women employed in factories with large 
workshops contracted the disease more often than. those in 
factories with small workrooms. The phthisis rate per 1,000 
was 2.9 in rooms with fewer than 20 workers and 10.4 in those 
‘with over 80 workers per room. This.same relationship between 
size of workroom and incidence had been found in the clothing 
industry. Further work would be necessary before it could 
be stated categorically that spread of infection was a funda- 
mental cause of this. high rate, but it might be ‘an important 
factor in the epidemiology of other diseases. ' 

Dr. W. PONTON Dick (Denham), discussing the advantages 
of mass radiography surveys in industry, said that 25% of 
those over 15 years old worked in- factories. With the recent 
, proposal that each worker should bring along a non-factory 
worker it would be possible to survey a substantial proportion 
of the adult population. Between 75 and 85% of the total 
population volunteered, and the degree of response was usually 
high where relations between management and workers were 
good. In return visits it was found that the rate of new cases 
per 100 examined was reduced by a third. 

Dr. F. R. G. Hear (London) said there were three important 
factors in the resettlement and rehabilitation of the tuberculous. 
First, it was never certain that á tuberculous person had 


“ recovered from his disability. ` Although ‘there ` were few 


reliable figures in the follow-up of tuberculous -cases, there 
was' sufficient evidence to demonstrate a high relapse rate. 
Important factors in preventing relapse were high standards 
of housing and nutrition and routine medical examination at 
least once a year. The night sanatorium which offered care, 
nourishment, and rest had great ‘possibilities in the future. 

' Secondly, it was not possible to assess the capacity for work 
Certain 
occupations such as outdoor work, which was usually heavy, 
and high-pressure team-work were undesirable. Where possible 
the tuberculous should be specially trained so that théir work 
had an economic value. 

Thirdly, when the disease was active it was usually infectious, 
but ‘it was probable that inherent resistance was the most 


important factor in infectivity, and that exogenous infection, 


apart from the primary infection played a small part in causing 


. active, disease in those already infected. Financial assistance 


played a vital part in rehabilitation. This could sometimes be 
assured by contributions from certain authorities, but to apply 
a means test would do great harm. 

Dr. E. H. CLuver (S. Africa) said that in his aduni they 
were working on the assumption that the primary infection must 
be avoided. There would’ be extensive tuberculin testing’ of 
the African population ‘from which gold-mining labourers were 
recruited. Those with a negative reaction would be given 
B.C.G. vaccine. y 

Dr. PETER’ Epwarps (Market Drayton) said that many of 
the “incurables ” could work and should be given a chance. 
Untutored idleness was bad for the tuberculous. Exogenous 
‘infection was an important factor in spread of the disease but 
could be controlled by proper sanatorium treatment. It. was 


vitally important to educate the positive case, but a hard core © 


of 10% were ineducable. At Papworth the value of education 
and sanatorium control was proved by the numbers of children 
and adults who had never become infected. Dr. BRIAN DAVEY 
(Oxford) made a plea for using: mass radiography as an instru- 
ment for epidemiological research. 

In reply Dr. HEAF said that: tuberculin tests showed that a 
much higher percentage of the’ population in’ the lower age 
groups was escaping primary infection. B.C.G. vaccination 
could probably prevent the primary lesion from becoming 
dangerous. Later, infection by the exogenous route certainly 
took place, but ‘it need not be harmful if the inherent resistance 
‘of the infected was high. Dr. ALICE STEWART suggested that 
it, was easier to stop infection than to attempt to raise the 
resistance of the total population. 
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SECTION OF RHEUMATOLOGY 
7 _ Thursday, June 30 
International Congress at New York 


Dr..G. D. KersLey (Bath) gave his impressions of the seventh’ 
International Congress on Rheumatic Diseases held in New 
York. Naturally, he said, discussions and clinical sessions 
tended to’ centre on endocrinology, so much so that Dr. Philip 
5. Hench coined the word “ rheumocrinology.” for this field. 
Much interest was also shown in the histology and micro- 
chemistry of connective tissue and their application to the 
“collagen diseases.” Under this heading Professor Walter 
Bauer discussed rheumatic fever, rheumatoid disease, spondy- 
litis, generalized-lupus erythematosus, dermatomyositis, sclero- 
dermia, and polyarteritis nodosa. f 
These diseases had much in common, including a favourable 
reaction to “cortisone” (compound E), but Bauer advised that 
these syndromes should be kept separate until more was known 
of their specific aetiology. The widespread microdermal 
changes in rheumatoid disease were considered a non-specific 
response to some biochemical reaction, though they occurred 
much more frequently ‘in’ this condition than in any. other. 
Steiner (Detroit) alone maintained that the absence of reticulin 
network and the compactness of the focal lesions,in rheumatoid 
disease allowed him to differentiate with certainty these lesions 
from those more rarely seen in other conditions. - 
The old difference of opinion about the interrelationship of 
ankylosing spondylitis and rheumatoid arthritis was maintained, 
‘the Americans considering the two conditions identical in spite 
of. the different age and sex incidence, rarity of nodules ana 
biopsy changes in the muscles in spondylitis, and their different 
_ reactions to\gold and x-ray therapy. = 

In the field of orthopaedic surgery the outstanding 
pre- and post-operative care of cases undergoing cup arthro- 
plasty for arthritis- of the hip at Smith-Petersen’s clinic at 
Boston was remarkable, the surgeon himself supervising all 
exercises during the early stages and rehabilitation being carried 
on for as long as two years.’ This operation was still being 
performed for spondylitic cases, but a second conservative 
operation was often indicated some eighteen months later. No 
walking was permitted without crutches for‘at least six months. 

Excision of the heads of the metatarsals where there was 
pain and deformiity was giving good results, and similar excisions 
of the acromial process, the head of the radius, and the lower 
end of. the ulna were being carried out quite frequently’ when 
indicated. oO 

A number of papers were read on 
in rheumatic disease, notably by 
(Mayo Clinic), Thorne (Boston), and Woolfson (Chicago). 
Later a series of cases so treated were seen and 
examined. In addition to the Mayo Clinic, five other centres 
were given sufficient cortisone to treat two cases each for two 
weeks. Each centre confirmed the results obtained at the Mayo 
Clinic. . The use of these hormones could not yet be looked 
upon as a new treatment likely to be available soon. Not only 
were supplies so limited that only research centres were likely 
to have any for some time, but the present cost of ‘about £4,000 
for two weeks’ treatment was prohibitive. Much more needed 
to be learnt about actions and side-reactions. l 

“ ACTH ” (Armour), the corticotropic hormone of the anterior 
pituitary, and cortisone (Merck) (compound E acetate), 17- 
hydroxy-11-dehydrocorticosterone, a steroid from the adrenal 
cortex, had very similar properties, the former stimulating the 
adrenals to produce the latter. The dosage required, however, ~ 
was so great that the contamination of ACTH with “ pitressin ” 
would often cause a rise in blood pressure, faintness, and 
vomiting. 

Cortisone given intramuscularly in a dosage of 100 mg. a 
day produced a dramatic temporary remission in all the collagen 
diseases and also in govt, and was believed to be of benefit in 

~ treating such diverse conditions as metastatic carcinomatosis, 
hyperpiesis, and the shock of coronary thrombosis. Its action 
therefore was obviously a fundamental one, possibly on con- 
nective tissue, and not specific to rheumatic disease. 
. In rheumatoid, arthritis some symptomatic improvement— 
relaxation in tension and easing of pain—began within a matter 
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of hours. Within_a week, pain largely disappeared, swelling 


_ was reduced, the appetite improved, weight was gained, anaemia 


was corrected, and the sedimentation rate began to, drop. How- 
ever, twenty-four hours after the cessation- of treatment some 
falling off in the improvement was noticed, and often within a 
week the patient had relapsed, perhaps 80% of the improvement 
being lost. Im rheumatic fever a similar result was obtained, 
but in only one case did a relapse occur immediately treatment 
was stopped. 

Relief was experienced in attacks of gout within one to four- 
hours, but about four days after the withdrawal of ACTH or 
cortisone, unless colchicine was administered in large doses, 
an acute attack occurred owing to the temporary production 
of a négative phase of corticosteroid’ production.” This arti- 
ficially produced attack was associated with all the usual r 
chemical and clinical phenomena of gout and of 11-oxysteroid 
depression. This suggested that gouty individuals had a poor 
“ stress ” res¢pnse from their anterior pituitary glands to shock, 
trauma, infeclinn, or strain, and that this was the mechanism 
by which the t#gger factors in gout acted. k 

Woolfson postulated that this sluggish corticosteroid response, 
together with an abnormal androgen, which was not a pre- 
cursor _ of 17-ketosteroids and which helped to regulate a 
hereditary hyperiricaemia, explained the age, sex incidence, 


"T 


‘phases of gout,{and the abnormally low 17-ketosteroid 


excretion in this disease. The latter was not due to difficulty 
in excretion, as testosterone administered to the gouty patient 
immediately produced a normal ketosteroid response. 

In conclusion Dr. Kersley said it was impossible at the 
moment to define thé significance of the recent discoveries in ` 
relation to the anterior pituitary and adrenal.cortical hormones 
of the “carbohydrate” group or even their site of action. 
Their action must be‘ fundamental rather than specific for 
rheumatic disease, though they affected beneficially all the 
collagen diseases apd probably helped to explain the way in 
which the same triggers of shock, fatigue, infection, etc., 
adversely affected aÑ these diseases. To produce results large 
doses had to be useg, and this treatment could not be looked 
upon as simple repl@™§2ment therapy, like insulin in diabetes or 
thyroid extract in myxoedema. He pointed to the absence of 
arthritis in Addison’s disease. In certain ‘diseases it might be 
that large doses of these steroids might act biochemically, as 
in the use of massive doses of vitamin C with arsenic, or the 
compounds may be catabolized over-rapidly in certain people. 







ia 


-The only thing that was: clear was that a new and wide. field 


for research had been opened up with a reasonable hope of 
securing a valuable therapeutic weapon at ‘some time in the 


future. m 
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SECTION OF MEDICINE 
Friday, July 1 ` 

Cirrhosis of the Liver í 
Professor R. E. Tunsripce (Leeds), the president, took the 
chair; and Dr. N. H. Martin (London) opened a discussion on - 
cirrhosis of the liver. He said that since Hanot described the 
condition 50 years ago the studies had been mainly of connec- 
tive tissue, but what. they really wanted to know was 
the condition of the Giver cell. - By means of liver biopsy 


\ > 


_it was possible to follow the changes from'the acute phase_ 


to the stage of restoration as well as the chronic progressive 
disease, and it might thus be possible to discover how many 
recovered and how many subsequently broke down. However, ~ 
it was only a small sample, and one only of the right lower 
lobe of the liver. Experimental evidence during exercise 
showed that there was a markedly diminished flow through the . 
liver y if exercise were allowed too early during the recovery 
from acute hepatitis, the cells might be intermittently deprived 
of oxygen and thus permanently damaged. .This might also 
explain tke tendency to relapse. 

In yello% fever there was little autolysis of the liver cells, and ` 
therefore there was rarely any fibrosis ; whereas when the liver 
was poisoned by carbon tetrachloride there was marked auto- 
lysis, which . he regarded as -precirrhotic. ` It had long been 
known that ¥arbohydrate had a protective action on:the.liver ; 
but recently choline and methionine had‘ been shown to 
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protect the liver from. fatty infiltration. If silphur-containing 
.amino-acids, such as cystine, were cut dut’of the diet, small 
_ areas of haemorrhage and necrosis developed, while a-tocopherol ` - 


(vitamin E) protected the whole liver when ` ‘there was a, 


deficiency of cystine and methionine. ‘It was therefore most 
important not. to starve the patient but to ensure an adequate 
protein intake. | ` 

. Liver-function tests weie disappointing. 
four; (1) Circulating bilirubin ; 
tein, And albumin-globulin ratio; (3) thymol furbidity ; ‘and 
(4) alkaline ‘phosphatase. Steady deterioration’ shown by these 
tests indicated- obstructive jaundice, whereas they showed 
‘gradual imp:ovement in cases of acute hepatitis. The thymol 
turbidity test continued positive long after the serum. bilirubin, 
urinary bilirubin, -and urobilinogen had returned to normal 
levels: This test ‘might be of value in prognosis, and ‘those 
cases in which it was positive over a long period might be ones 
that would subsequently* develop cirrhosis.’ With regard to 
plasma proteins, ‘estimation of the total protein did not help 
very much, since it was very: variable;-but gross ‘inversion of the 
albumin-globulin ratio was of significance. D 

Dr. M. H. K. Hacc (London) said that everyone e had been 
taught that alcohol caused cirrhosis. He had therefore studied 
‘the notes of patients. with evident cirrhosis who had come to 
necropsy at-the London Hospital ‘over a period of 40 years to 
ascertain how many gave a‘history of:alcoholism,,and had 


(2) total plasma pro- 


N 7 P . . . 
found that there had been ‘a falling incidence in recent years. 
r ; l : ' r : 
ra, S / : pi i : i . 5 

3 ‘ Alcoholics . Teetotal ` Not Reed a 
g Per cent. |a Per cent. | _~Per cent. , 

31 

` 33-4 
46 
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"He had also examined 19 patients with cirrhosis who had been 
in the hospital in the past two years. They had consisted of 
12 women and 7 men, whereas in the old literature the incidence 
was three males to one female. 
cause. Two of ‘the 19—one a barman and one a barmaid— 

. were alcoholics. 

in the cause’ of cirrhosis ; but alcoholics often: did not eat, and 
were therefore deficient in the necessary protective factors. 

Mr. J. E. RICHARDSON (London) said that surgery was mostly 
` concerned with the complications of cirrhosis—namely, haemat- 

‘ emesis and ascites: It- had been ‘suggested in the past that 

portal hypertension might increase the liability of the gastric, 

. mucosa to ulcer formation and that gastrectomy was the right 

_treatment,; but in his experience a ruptured oesophageal \varix 

"was always found ‘at necropsy. . Further, if the lower end ‘of 


the oesophagus was studied radiologically after swallowing . 


barium’ the indentations of oesophageal varices could always 
be found in patients who had had recurrent haemorrhages. 
- While ascites was often mechanical, it was sometimes also 
biochemical, and therefore a gross disturbance of the albumin- 
‘\ globulin ratio was an indication against surgery. i : 
The main cause'of post-operative deaths was oozing of blood, 
and therefore fresh blood should be used for transfusion, since 
stored blood was deficient in ‘prothrombin and those patients 
also had a low prothrombin concentration- in the blood. Many 
operations had been Considered. ' Sclerosing fluid had been 
injected ‘through an oesophagoscope into the varices; but the 
thrombosis might spread ‘dangerously after that procedure, and 
it did not remove the cause of the varices. Splenectomy was“ ' 
dangerous’ because of the large number of vascular adhesions 
. which had to be divided. Recently shunt operations had come 
into favour, such as anastomosing the splenic vein to the left 
renal vein, or the portal to thd inferior vena cava. Anastomosis 
of the superior mesenteric to the inferior vena cava and of 
\the inférior mesenteric to the left spermatic had-also been per- 
formed. The:spleno:renal was’ the easiest technically ; it was 


possible that the: porto-caval might eventually prove the, best, . 


since it gave’ the biggest shunt. ‘The ‘results were naturally 
- somewhat better. in cases ‘of extrahepatic obstruction than’ in 
those of citthosis, but the operation: Carried a mortality rate 


. A 
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He usually used 


This ‘also. indicated a changing | 


He therefore thought that alcohol was,a factor j 


, palpable ‘liver were common, but cirrhosis was rare. 


, actions there was no agreement on its value. 


as low as 10% and had given ‘survival rates of 34 years up to 
the present time without recurrence of the bleeding. In cases 
of ascites it had given survival of 18 months to the present 
time with no subsequent tapping: - 

Dr. E. R. CULLINAN’ (London) said that when Laénnec 
described cirrhosis 130 years ago he had referred to the golden- 
‘yellow colour of the liver; the name had been subsequently 
attached to sclerosis. He did not believe that acute hepatitis 
frequently progressed to cirrhosis. Hé was writing to one in 
five -of the troops who developed hepatitis in the Middle East 

in 1942 and had had a very good reply ;-few of them had had © 
ieee trouble. He thought that patients with this disease 
needed rest for~a considerable time after recovery and that it 
was Vital to feed them;to get a quick recovery. Extra rations, 
including meat and skimmed milk, were now available. 

There was a difference between multiple nodular. hyperplasia 


‘with recurring attacks of jaundice due to necrosis and sub- 


acute necrosis, which ;finally ended with cholaemia and death. 
in jaundice-and coma. The state was usually associated with 
cirrhosis. The: first group never developed ascites. The latter 
condition was a very prolonged one. -Early stages were quiet 
and produced few symptoms apart from attacks of gastro- 
enteritis, but eventually there were portal hypertension, oeso- 
phageal varices, splenomegaly, and ascites. The patients 
' practically Never gave a history of preceding jaundice. ; 

Alcohol was a predisposing cause Of cirrhosis ; it was there- - 
fore-important to recognize the early stages, since by stopping 


, the patient’s drinking it might be possible 'to prevent the 


development of portal hypertension. Those patients also often 
had anorexia, and it was important to ‘set them to eat a full 
diet, generous in protein and carbohydrate and not restrictive . 
in fats. Such a diet would certainly contain enough methionine. 
Vitamin-B complex should be given: The evidence in favour of 
, giving androgens was equivocal. Bleeding might be the first 
sign of the disease, and accounted for 4% of ‘cases of haemat- 
emesis ; patients rarely lived two years after such an incident. 
Surgery therefore played an important part in prolonging life 
in those cases. Patients with ascites sometimes did well with 
a. low-salt diet and mercurial’ diuretics, but rarely survived l 
three paracenteses, whiċh had the effect of hastening the onset 
of cholaemia, with confusion, semi-coma, and finally death. 
Porto-caval shunt Miezetore did offer some hope of prolonging 
` life. 

Dr. H. STEINITZ (T ANI Israel) thought that the laevulose- 
„tolerance test was of value and that a test of carbohydrate 
function should be included. Though they saw many kinds ‘of 


_liver damage in his country—particularly as a conséquence of 


amoebiasis and infective hepatitis—true cirrhosis of the liver 


. with portal hypertension, haematosis, and ascites was very 


rare. He did not know the cause, -but*there was almost no 
drunkenness in Israel or in the Arab population of Palestine. 

Dr. R. R. BOMFORD (London) said that -the theory that acute 
hepatitis led to portal-cirrhosis was an attractive one but was 


, without foundation. He asked jwhether every patient who had 


.a. palpable liver as his only abnormality should be regarded as’ 
an early case of cirrhosis. Dr. -J. R. FORBES (Wrexham) said 
that one knew many people. addicted to alcohol who never 
appeared to develop cirrhosis, and wondered whether there was 
a,constitutional factor. Professor A. P. THoMson (Birming- 
ham) said that alcohol played a,contributory part in the causa- 
tion of cirrhosis. The poor in the past.had had a diet deficient - 
in lipotropic factors which would protect the liver after the 
` drinking of alcohol. In cases of diabetes fatty infiltration and 
He had 
known patients have recurrent haematemesis for 20 years. 


Salicylates in Rheumatic Fever 

Dr. G. WATKINSON (Leeds) then read a paper on silat 
therapy in acute rheumatic fever. It had first been advocated 
73 years ago, but apart from its analgesic and antipyretic 
A new phase of 
therapy began in 1943 with the publication by Coburn of the 
dramatic’ effects resulting from massive~controlled therapy. 
He had attempted to assess the. value of the therapy by treat- 
ing'’90”"R.A‘F. recruits (87 men and 3 women) aged 18 who 
_ developed rheumatic fever between April, 1947, and September, 
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1949, with salicylates in various doses. Of these, 21 had had 
_ rheumatic fever previously ; 71 had had an upper respiratory 
infection in the preceding two weeks, mostly with a positive 
haemolytic streptococcal throat-swab. The results in those 
. observed for 18 months were as follows: 


1 O 
Salicylates 
gr./daily 








. High dosage shortened the period of fever and pain and brought 
the sedimentation rate (Westergren) more*‘rapidly back to 
normal. There was some objection to using the sedimentation 
rate as an index of activity. of the disease, since some workers 
had suggested that salicylates would lower this in other condi- 
tions such as pulmonary tuberculosis. He had made some 


observations on this and had found that the salicylates did 
have some effect in other conditions but not in the same way 


as in rheumatic fever. 
The six patients in the series who had had pericarditis 
responded well on doses that were adequate to keep the blood 
salicylate level above 40 mg. per 100 ml. 
The effect on permanent valvular damage was perhaps the 
most important matter to determine. In that series the number 
of patients who had ended with valvular disease of the heart 
was not-statistically different.in any of the three groups. There 
had been fewer, however, in the high-dose group who were 
left with a systolic murmur and had been classified as having 
potential heart disease. The figures of that, experiment com- 

















pared with those of Coburn were: 3 . 
; 
Coburn Watkinson 
, Dosage Valvular Valvular Potential 
of No. of Disease , Disease Heart 
Salicylate , Cases of Heart of Heart Disease 
gr./daily Per cent. ' Per cent. Per cent. 
Less than 100 63 25 
100-200 .. ' 23-3 
200-600 .. '38 9-7 65 | 
——— —I»=T aaa 


It seemed probable that none of the patients in the present 
series had, had valvular defects before the attack of rheumatic 
fever, since they had been recruits, had just been through a 
medical board, and had had their chests x-rayed. A 

Toxic effects could. be divided into three groups. In the first 
the symptoms were common but important, and did to some 
‘extent indicate that an adequate blood level had been reached. 
They were tinnitus, nausea, sweating, and transient vomiting. 
The second group were uncommon but serious, and: included 
vertigo, drowsiness, mental upsets, and haemorrhage. The 
third group were common and alarming, and consisted of severe 
vomiting and hyperventilation. The occurrence of symptoms 
of the last two groups called for a modification of dosage. — 





. SECTION OF OBSTETRICS AND GYNAECOLOGY 
Friday, July I / 
Functional Uterine Haemorrhage 


With Miss GLADYS Kay (Harrogate), vice-president, in the 
. chair, Mr. V. B. GREEN-ARMYTAGE (London) opened the dis- 


` cussion by reviewing the history of endometrial biopsy. It 


was well to`remember that functional derangements of several 
types might result in abnormal bleeding. For instance, it 
might occur in the patient with a hyperplastic (oestrogenic) 
endometrium, or in one with an endometrium so atrophic that 
no material for section could be obtained. On the other 
hand it might be seen in patients who had either a progestational 
endometrium or even ‘delayed shedding of the premenstrual 
membrane, a condition possibly due to some disturbance of 


the process of constriction of the spiral arteries of the endo- 
metrium. Bleeding in all these types was painless and perhaps 
most frequently seen in the young. Few would deny that the 
feminine glandular system could be deranged temporarily, and 
spontaneous cure might account for some of the apparent 
successes of hormone therapy. 

What was the bleeding factor and how could it be 
controlled ? He referred to cases where the psyche controlled 
metrorrhagia, just as it did amenorrhoea. When it did the 
individual rather than her organs of generation must become 
the object of therapy. The hypothalamus influenced ‘the pituitary 
gland, and presumably it was not until the emotional tension 
was relieved that there was a return to normality. Functional 
bleeding, then, was a symptom rather than a disease. 

He had consulted records of 384 cases of functional bleeding 
seen in private between 1930 and 1949, The following table 
showed the xathological findings in 326 patients between 12 and 
45 years of age. 
ae er es PS A a 
Slight enlargement of uterus 





L sia ia oe 97 79 
Small cystic enlargement of one or both ovaries 23 ay 
Endometrial (oestrogenic) hyperplasia 117 35:8% 
Atrophic mucows membrane .. T 30 9:2% 
Mixed or irregular-patterned endometrium .. 13 3-98, 
No abnormal histology, .. Te é% si 28 8-507 
Polypi, simple.or adenomatous ee fi 14 38 
Endometrial tuberculosis ww ws 2 . 092% 
Malignancy of corpus uteri .. si om ji 1 0-30° 
Malignancy ofendocervix 1. 1. 2: 1 0-30% 


~ 


„In the series of 384 cases there were 63 cases of puberty or 
young-adolescent haemorrhage, 15 of .which had to be 
corrected. Eleven patients were classified as having emotional 
haemorrhage when all other causes had been excluded. In 
182 there were various stigmata of endocrine disorder, suc 
as obesity, slight enlargement of the thyroid, etc. 
Discussing treatment, Mr.’ Green-Armytage stressed the 
importance of first excluding physical, organic, conceptional, 
and more obvious endocrinal causes of excessive bleeding. . If 
the patient was young and unmarried the administration of 
thyroid extract, 0.5 gr. (32 mg.) daily, increasing by 0.5 er. 
weekly for six weeks, and Lugol’s iodine, 10-15 min.- 
(0.6-0.9 ml.), was excellent, but contraindicated in the thin 
or nervous subject. At the same time iron, liver, yeast, and 
possibly sedatives were given, and attention was paid to any 
source of mischief in the teeth, tonsils, and general hygiene. 
Very often change of food and environment was beneficial. Jf 
after 4-6 weeks of that treatment there was no improvement 
the “Hamblen Plan ” was carried out. Stilboestrol, 2 mg. t.d.s., 
was prescribed for 20 days; at the end of 10 of these days 
ethisterone or progesterone, 10 mg. t.d.s., was given in addition. 
That regime must be undertaken at the onset of persistent 
bleeding. Stilboestrol, 5 mg. q.q-h., for 24-36 hours might 
be needed as a haemostatic, but there was a danger of profuse 
haemorrhage following this, necessitating immediate curettage. 
Androgen treatment might be preferred but was expensive. 
He did not use radium or x rays in this connexion. If a 
patient was at or about the age of 40 and had failed to react 
to hormonal treatment or curettage, then vaginal hysterectomy 


* was the ideal: procedure. 


Dr. P. M. F. BisHop (London), giving the viewpoint 


‘ of the endocrinologist, said it might become the orthodox teach- 


ing that uterine bleeding was more intimately related to the 
condition of the uterine vessels than to the histology of the 
uterine mucosa. He had found that stilboestrol, 5-15 mg. 
4-hourly, would stop bleeding within 24 hours, though it might 
cause nausea or vomiting. The second problem was to pre- 
vent troublesome bleeding, metropathia, and menorrhagia. The 
object in the former was to forestall the bleeding episode and 
substitute for it an apparently normal period. This could be 
done by giving progesterone, preferably by injection, in four 


-doses of 20 mg. on alternate days (‘medical curettage”). A 


repetition of the course of progesterone 20 days after the onset 
of the previous medical curettage would again forestall the’ 
tendency to a metropathic flooding. 

Menorrhagia was a different problem, and probably mainly 
due to a disturbance of the normal oestrogen-progesterone 
ratio in, the premenstrual phase. Individual cases required 
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ferent treatments—for example, chorionic, gonadotropins to 
mulate progesterone secretion (daily doses of 1,000 i.u.); 
ogesterone to ensure total shedding of the endometrium ; 
d androgens to antagonize the ovarian hormones, to atrophy 
e endometrium, or to exert a vascular haemostatic effect. In 
əm one-third to one-half of the cases of functional menor- 
agia a course of 10-15 mg. of methyl testosterone daily by 
outh would reduce the bleeding, and remission ‘followed for 
few months. And there were cases of maskéd hypothyroidism 
which 2-3 gr. (0.13-0.2 g.) of thyroid extract daily produced 
ectacular results. Endocrine therapy could offer no cure 
r functional uterine bleeding; nevertheless it could -have 
nited, and on occasions spectacular, results, Endocrine 
erapy should, be logically conceived, properly planned, and 
andoned if ‘it had obviously failed after a reasonable 
al. 
Dr. T. N. MacGregor (Edinburgh) said that each case at. 
e Gynaecological: Endocrine Clinic of the Royal Infirmary, 
linburgh, was investigated as follows : (1) Detailed history 
ken; (2) height, weight, and diet recorded (when indicated 
| anti-obesity regime was addpted); (3) -general physical 
amination, including haemoglobin estimation ; (4) pelvic or 
ctal examination and endometrial biopsy ; (5) given menstrual 
lendar and temperature chart for recording rectal tempera- 
re. At first, treatment was directed towards improving the 
neral state of health. Functional uterine: haemorrhages at 
tberty not responding to general measures could be treated 
ectively, by progesterone (ethisterone, 20 mg. by mouth t.d.s., 
duld clear up haemorrhage-in 3-5 days, although the bleed- 
g might be aggravated at' first). Severe bleeding requiring 
imediate control was best treated by ethinyl oestradiol, > 
J5 mg. t.d.s. ~ Initial control of bleeding, whether by oestrogen 
' progesterone, was followed by the administration of ethi- 
>rone, 20 ‘mg. t.d.s., from the 14th to the’ 24th‘day of the 
cle. This treatment was repeated for 3-4 months. Metropathia 
‘emorrhagica was treated similarly, but’ metropathic bleeding 
ter the age of 35 should be investigated by careful curettage 
exclude malignant disease. Such cases did not respond to 
ogesterone so well as the younger cases, and often hyster- 
tomy was.necessary. “But:some cases did respond .to short- 
ive diathermy, the response indicating mild pelvic infection 
pecially following childbirth or abortion. 
erapy was dangerous. A , 
Professor A. M. CLAYE (Leeds), the president, asked what 
is the appropriate time for doing a curettage, and stressed 
e importance of exploring the uterus in women of 35 and 
rer. , ‘He wondered why Dr. MacGregor used .the rectal 
ethod for recording temperature. ’ Dr. A. BARKER (East Kent)- 
lestioned the advisability of vaginal hysterectomy when there 
as a great possibility of endometriosis being present. He 
anted to know the indications for implantation therapy. 
r. G. G. LENNON (Oxford) asked Mr. Green-Armytage if 
. did a vaginal hysterectomy when the cervix did not come 
wn to the introitus, for many cases of functional uterine’ 
seeding were in multiparae ; and were cystic ovaries removed 
ginally also? Dr. J. Lévser (Norway) thought metropathia 
is evidence of a Mendelian’ dominant. i . l 
Professor T- N. A. JerrcoaTe (Liverpool) considered that 
yroid therapy was excellent! He did not think metropathia 
is so common as had been indicated. Polypi in the uterine 
vity were, often missed, at curettage, and for that reason 
stero-salpingography was useful. The uterine cavity should 
explored by incision of the ‘uterus prior to abdominal. 
sterectomy. Mr. G. W., TseosaLp (Bradford) said that 
e theory of the influence of the hypothalamus was one he 
d advanced many years before. Dr. ERwin Rapa (Israel) 
‘Oo contributed to the discussion. , ' 
In reply Mr. V. B. GREEN-ARMYTAGE said he regarded ` 
days of bleeding (or inability to work) as indications for 
rettage. He removed the uterus. vaginally even when the 
rvix did not descend, and he pricked or removed cysts of 
e Ovaries vaginally. l l EPE 
Dr. BisHop pointed out that even small doses of 
drogen could be harmful. The dosage must be kept under 
0 mg. per'month—for only two months at a time, with two- 
onthly intervals. If harmful effects were seen, they dis- 
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appeared when administration was stopped, except for th 
deeper tone of voice. Implantation therapy was seldom indi 


` cated—ethisterone was not absorbed when implanted—an 


progesterone had to be put in deeply to avoid extrusion. Ther 
was no need to take the temperature per rectum. He endorse 


. the hypothalamic theory. Dr. MACGREGOR emiphasized tha 


if endometrial biopsy was to be done, pregnancy had to b 
excluded. The only indication for implantation treatmen 
‘was recurrent abortion, when progesterone. was used. Ther 
might be a psychological effect of rectal temperature recordin; 
Irregular bleeding in a woman older than 40 must be regarde 


-as due to malignant growth until cancer was excluded. . 
ł ‘ ' 
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SECTION OF PATHOLOGY AND BACTERIOLOGY 
Friday, July I 
Pathology of Hypersensitivity Reactions 


Dr. J. G. GREENFIELD (London), the’ vice-president, too 
the chair. Professor HILDING BERGSTRAND (Stockholm), dis 
cussing the pathological anatomy of hypersensitivity in mar 
thought the general term “hypersensitivity”? was preferabl 
to “allergy ” if they were to appreciate the different manifestz 
tions in that group of disorders. They included anaphylacti 
shock—a rare disease in man—characterized by contraction c 
smooth muscle and dilatation of capillaries and small bloo 
vessels due to an interaction between antigen and antibody i 
the tissues of the sensitized animal. A mild form of anaphylaxi: 
now becoming’ rare, was serum sickness, with joint pains an 
swellings, skin rashes, oedema, etc., appearing 7-10 days afte 
injection of a foreign protein.. The Arthus phenomenon wa 
a severe’local anaphylactic reaction of haemorrhage and ulcere 
tion following repeated intracutaneous injection of an antiger 
Atopy was the American name given to a variety of allergi 
diseases in man, of which the prototype was pollen hype: 
sensitivity ; in asthma, -contraction of the smooth bronchiz 
muscle was a prominent feature, as it was in anaphylaxis. Th 
skin rash of serum sickness had its corresponding atopic ski 
disease, such as infantile eczema. There was a group’ of hype: 
sensitivity reactions associated with drugs which were not ther 
selves antigenic but became so after conjugation with a proteir 
The tissue reaction here could be of either the atopic or th 


‘bacterial type ; the latter was exemplified by contact dermatiti: 


in which there was a delayed, not an immediate, response t 
the antigen. In the bacterial type of tissue hypersensitivity 
of which the tuberculin reaction, was the prototype, all th 
cells of the body seemed to be sensitized, in contrast to th 
localized sensitivity of smooth muscle and endothelium in th 
anaphylactic reaction. That difference could be demonstrate 
by experiments on the avascular cornea. . , 

Capillary damage was the main feature of the tissue change 
in hypersensitivity diseasés. “ Characteristically it occurred a 
a focal neurosis with fibrinoid thrombi and some secondar 
haemorrhage, and that capillary damage could probably explaii 
such phenomena as urticaria, angioneurotic oedema, and join 
swellings, Changes in the larger vessels had the character o 
periarteritis nodosa, with focal necrosis, intramural and peri 
vascular cell infiltration, and proliferation of the vascular endo 
thelium to such an extent that the lumen might be occluded 
The secondary changes in the connective tissue consisted o 
oedema and focal splitting of the collagen fibres into reticulit 
fibrils which stained black with silver. That was followe 
by fibroblastic reaction and’ formation of the “ rheumatic’ 
granuloma. An outstanding feature of most hypersensitivit: 
reactions was the localization in different organs, with : 
markedly focal distribution in the affected organ. That- thi 
localization was related to the nature ‘of the antigen wa 
Suggested by the finding that rabbits sensitized with albumi 
developed vascular lesions of the periarteritis-nodosa type 
whereas with gamma-globulin glomerulonephritis was the mos 
prominent lesion. The capricious distribution of the lesion: 
would account for the diversity of the hypersensitivity disease: 
—polyarthritis, endocarditis, pneumonitis, glomerulonephritis 
periarteritis nodosa, lupus erythematosus, etc. He hoped tha 
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there might be a closer integration of the clinical, serological, 
and pathological findings in these hypersensitivity disorders. 
Professor M. J. STEWART (Leeds) demonstrated the histo- 
logical changes in two cases of “allergic prostatitis,” both in 
elderly asthmatics. The characteristic focal granulomata were 
present, together with a gross eosinophilia, present also in the 
glandular tissué, so that the eosinophils would presumably 
have been found in the urinary deposit. Professor K. R. HL 
(Jamaica), who had recently worked with Professor Rich, 
thought that anaphylactic. and bacterial sensitivity should be 
regarded’ as essentially similar; he discussed “ collagenosis ” 
and a paramyeloid condition, both of which were probably 
hypersensitivity tissue reactions. Professor R. J. V. PULVERTAFT 
wondered if the acute blood changes—haemolytic anaemia and 
granulocytopenia—following sulphonamide therapy were sensi- 
tivity’ phenomena ; he was interested in the local eosinophilia 
that sometimes accompanied acute gastric ulcers and appendi- 
citis. Dr. H. RoyLe (London) remarked on the importance of 
histamine in allergic reactions, but noted that eosinophilia was 
absent when histamine was used to produce these reactions 
experimentally. Dr. PURDON MARTIN (London) asked about 
auto-sensitization, with particular reference to encephalopathies. 


Temporal Arteritis 
Dr. C. V. Harrison (London) said’ that temporal arteritis 
produced, in the elderly of either sex, a general illness “which 
preceded and outlasted the local signs and which | was much more 
‘severe than would be expected. It affected mainly the temporal 


arteries, but the facial and occipital arteries were sometimes 


involved too, and in about one-third of the cases involvement 
of the ophthalmic vessels led to blindness in one or both eyes. 
In a few cases seen at necropsy there had been involvement 
of many internal arteries as well. Clinically there was intense 
headache and often fever, leucocytosis (though rarely eosino- 
philia), and a high E.S.R. The affected arteries were thick, 
cordlike, and tender, and the skin might be reddened. Removal 
of a segment of the artery for biopsy seemed to be the most 
reliable method of giving symptomatic relief. Lantern plates 


' of six cases of temporal arteritis and two cases of polyarteritis 


were shown to demonstrate the’ characteristic histology of the 
former (narrowed lumen, greatly thickened intima with charac- 


` teristic histology, and inflammatory infiltration of media. and 
. adventitia) and the similarity of the two.'diseases.- It was con~ 


cluded that temporal arteritis was a, characteristic disease both 
clinically and pathologically, but that it resembled polyarteritis 


- enough. to justify the view that they might be .of similar 


aetiology. 

Professor BERGSTRAND believed that temporal arteritis was 
merely a form of polyarteritis, and Professor PULVERTAFT 
recalled: two cases of tempora arteritis, one of which had 
eosinophilia. < í i 


Vascular Changes in Diabetes _ 


Discussing the vascular changes in diabetes, with particular 
reference to the renal-and retinal vessels, Dr. NORMAN ASHTON 
(London) compared the histopathological changes in the retina 
with the, general vascular condition and the kidney lesions in 
32 fatal case’ of diabetes. With the aid of new staining 


` methods, particularly the periodic acid technique of oxidizing 


polysaccharides to polyaldehydes and then staining with fuchsin- 
sulphite, he showed, with a series of coloured lantern slides, 
that the essential lesion was'a capillary microaneurysm con- 
fined to the retinal vessels and chiefly localized in the posterior 
polar region in the capillaries which link the’ deeper and- -more 
superficial plexuses. He compared the occurrence of this retino- 
pathy, graded according to severity, with the presence of inter- 
capillary- ‘glomerulosclerosis, and found that the mores severe 
the retinopathy the more constant was the association with 
this particular renal lesion. The two conditions were mani- 
festations of the same pathological process modified by different 
anatomical structures. He hoped that histochemical methods 
would be used to find if the waxy exudate in the retinopathy 
was the same as the hyaline material in the glomerulosclerotic 
lesion. Professor K. R. Hi believed that the hyaline masses 
in the glomerulus in intracapillary glomerulosclerosis were in 
fact microaneurysms, as could be shown by serial section. 


f * 
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‘different individuals. 


SECTION OF RADIOLOGY 
Friday, July 1 
Radiology of Jomts \ 


Under the chairmanship.of Dr. C. G. Hircucockx (Harrogate), 
vice-president, a discussion took place on the radiology of 
joints. Dr E. DurF Gray (Manchester) said that in the radio- 
logical examination of joints the following features required- 
individual study: (1) The “joint-space,” (2) the articular sur- - 
faces, (3) the architecture and density of the neighbouring 
bones, (4) the para-articular soft tissues, and (5) the effects ‘of 
movement and posture. The routine radiographic projections ° 
were well known and had become largely standardized ; their 
aim was to show as much bone-free joint-space as possible and 
to demonstrate the relationships of the opposing articular sur- 
faces. The true joint-space was not normally seen, but could 


-be readily demonstrated by the special technique of “ arthro-| 


graphy,” and might be occasionally visible when conditions 
were suitable for the “vacuum phenomenon.” The density of’ 
the bones near a joint might be estimated by the simultaneous 
exposure of a similar bone embedded in a special medium to 
represent .the soft tissues in the living subject or by the 
densitometry readings of a selenium cell with comparative read- 
ings of graduated ivory cylinders. The effects of movement 
and posture had not yet been fully studied radiologically. 


-Lateral films of the cervical spine in flexion and extension 


seemed to provide a fruitful field for inquiry. A special method 
of using ‘tracings from such films allowed a ready appreciation 
of the extent and type of the movement taking place at each 
vertebral level. It seemed likely that the cervical spine was an 
early site for rheumatoid arthritis, and its involvement might 
be indicated by the radiological ‘demonstration of abnormal 
movement at one or more levels. In the study of joint lesions 
x-rey examination of- parts of the body other than the affected 
joints might be useful, and in the search for a “ toxic focus” 
a wide range ‘of radiological methods was employed. The inter- 
pretation of abnormal radiological findings required in most 
‘cases a consideration of the history and the clinical picture, 
because the x-ray appearances of joint lesions were rarely- 
specific. ` 

Dr. J. B. KING (Edinburgh) spoke of various respects in which 
the radiologist could afford more help. to the orthopaedist. 
Everybody who had worked on the subject of degenerative 
arthritis—a term which he preferred to osteoarthritis—agreed 
that there was a hereditary predisposing factor in its develop- 
ment, but no attempt had been made scientifically to_ascertain 
to what extent hereditary and acquired factors’ existed in 
An American observation had shown 
that identical twins later in life showed similar degrees of costal- 
cartilage degeneration. This suggested a possibility for research. 
It might be useful to x-ray the cervical spine in a series of 
identical twins—a fair number would have to be taken because 
of the likelihood that in many cases the hereditary condition 
would be obscured by the result of trauma, including the trauma 
of gravity—and to ascertain to what extent the joints of twins 
showed similar- degenerative arthritis. 

After Dr. J. H. WiLpInG (Manchester) had given a demon- 
stration of the radiological appearances in various ‘conditions 
of the knee-joint, Dr.. J. BLAR HARTLEY (Manchester) spoke of 
a certain drifting apart of orthopaedic and radiological depart- 
ments. Discussions between radiologists and orthopaedic sur- 
geons ought to be more frequent. The’ radiologist did not 
always assist the orthopaedic surgeon as he might. How often, 
for example, was the orthopaedic surgeon presented with 
pictures of the ankle-joint or joints of the foot taken with the 
patient lying down, which. must be useless‘ when the case was 
one of flat-foot ? An obligation which he always imposed upon 
himself was to x-ray the opposite—i.e., the normal—joint as 
well as the joint affected.: On one point he differed from the 
opener, who had said that it was in the cervical spine that 
rheumatoid arthritis began ; in his own observation rheumatoid 
arthritis attacked the cervical spine late. 

Dr. R. Fawcrrr (Ulverston) said that radiologists saw as 
patients very few of the people of whom they took radiographs, 
and if the orthopaedic surgeon would take a little more trouble 
to tell them something about the patients it might result in 


LY 16, 1949 


THE SECTIONS: SUMMARY OF PROCEEDINGS 


171 


BATH 
MEDICAL JOURNAL 





helpful positioning and radiography. Dr. J. L. A. GROUT 
ident of the Section) said that his impression was that 
losing spondylitis started not in the cervical spine but in 
ero-iliac joint, and this joint should always be included in 
xamination. He had recently visited a steel firm which 
a 400-kV machine for the x-ray examination of its 
jal, and he found that they were accustomed always to 
sight projections ; for the human being it was customary 
ake use of only two films—antero-posterior and lateral. 
-EO DELIcaTI (Buxton) believed that ankylosing spondy- 
and rheumatoid arthritis were the same disease in two 
ent forms. Motion films would be extremely ‘valuable in 
lucidation of many points concerning joint structure and 
ations. Dr. J. ALEX THOMPSON (Harrogate) urged the 
lation of-a standard technique, with standard screens and 
ibly standard exposures based upon the thickness of the 
so that early rarefaction of the bone might be better recog- 
. It was absurd to have exactly the same technique for the 
ite hand of a lady and the thick hand of a labourer. 

W. R. MrrceLL (Northampton) spoke of the problem 
‘tecting very early changes in the articular cartilage of 
atella. One of his own early cases had no significant bony 
te, but the patella showed a frond-like process 2 cm. long. 
ad no doubt that many arthritic conditions which they 
called upon to.treat in people over the age of 40 did 
in the adolescent years with this peculiar condition of the 
lar cartilage of the patella, which did not seem to be 
| in other joints. As an orthopaedic surgeon he had been 
ised not to hear more about cineradiography of joints. 


SECTION OF SURGERY 
Friday, July I 
Pam in Right Iliac Fossa 


the president, Mr. T. V. Pearce (Harrogate), in the chair, 
\. FULLERTON (Batley) opened the discussion by referring 
in in the right iliac fossa as the Cinderella of the abdomen, 
the appendix and the right ovary in the roles of the ugly 
s. Pain in general was classified as physiogenic (visceral, 
‘ed, and somatic) and psychogenic (anxiety, hysterical, and 
i). Visceral pain was due to interference with the blood 
y of a viscus, referred pain to deep-seated stimulation of 
rospinal sensory nerves, anxiety pain to fear, and: hysteri- 
ain to a craving for sympathy. If pain in the right iliac 
| present for more than a Week, was due to appendicitis, 
p would be palpable. Chronic pain in the right iliac fossa 
lever due to appendicitis, or to adhesions, or to 2 right 
' free from demonstrable disease. Visceroptosis never 
1 pain in a patient whose autonomic nervous system and 
onal reactions were well balanced. In distinguishing 
en physiogenic and psychogenic pain, age, sex, fertility, 
onal conflict, and duration were important, and the prog- 
of a psychogenic pain depended on its duration. Appen- 
omy was advised for psychogenic pain in the right iliac 
to remove anxiety about appendicitis. It relieved the 


r of the need to consider appendicitis at each outburst 


inctional pain, and gave an opportunity for complete 
ration of the abdomen to exclude organic disease. 

fessor DIGBY CHAMBERLAIN (Leeds) said that when a sur- 
opinion was sought it was usually with the idea of 
ing whether or not pain in the right iliac fossa was due 
pendicitis. Surgeons had tried to impress on the general 


Mr. KENNETH Bowes (London), discussing the gynaecological 
aspects of the subject, said that pain from the ovary was 
referred to the tenth dorsal nerve and pain from the tube to the 
eleventh, so that the territories of surgeon and gynaecologist 
overlapped. When consulted, the gynaecologist might find some 
definite pathological condition of uterus, ovary, or tube, but 
often he found either no lesion at all, or else one of those 
pelvic conditions which are neither well defined nor well under- 
stood. Endometriosis in the infertile woman of over 30 caused 
recurring attacks of pain on one or other side, often referred 
down the inner aspect of the thigh, premenstrual, and relieved 
by menstruation. Absence of physical signs did not exclude 
endometriosis; sometimes a palpable swelling followed the 
onset of symptoms by several months. It was now known 
that endometriosis was common in the twenties, and 4% of 
affected women were in the ‘teens, so for this reason alone 
a diagnosis of neurosis must be made with caution. In the 
treatment of endometriosis, conservatism should be exercised 
towards ovarian tissue. Partial resection was preferred to 
oophorectomy. 

Straight x-ray examination was sometimes of value in reveal- 
ing ossification in a dermoid—a common cause of continuous 
pain, with acute exacerbations if torsion occurred. Intermen- 
strual pain (Mittelschierz) particularly masqueraded as appen- 
dicitis if accompanied, as it commonly was, by low pyrexia 
at ovulation. In the middle-aged woman persistent and rather 
vague pain suggested carcinoma of the ovary and required 
“urgent treatment, for pain meant penetration of the ovarian 
capsule. A history of menorrhagia with chronic and usually 
bilateral pain in the abdomen, together with a tender swollen 
tube felt on palpation, was characteristic of chronic salpingitis. 

A less definite group of patients presented in the adult sex- 
functioning age period with evidence neither of inflammation 
nor of any other definite single pathological condition. Pain 
was referred low in one or other iliac fossa, but usually the 
right, and there was low backache and dyspareunia. The pain, 
which was premenstrual, was increased by effort, standing, or 
emotional strain. Intermittent attacks of acute pain might 
simulate appendicitis but were accompanied by agitation and 
emotional reaction. On physical examination there might be 
tenderness in an ovary or lateral to the cervix, which might 
be infected. There might be urinary symptoms too, or mammary 
discomfort, or such psychological concomitants as insomnia, 
frigidity, headache, or excessive fatigue. Fertility was often 
low. It was unlikely that psychological disturbance was alone 
to blame. Disturbances in pelvic circulation might be impor- 
tant, for they could be effected by gravity, bowel function, 
endocrine influences, and nervous stimulation. Such patients 
did not require surgical intervention. 

Mr. G. H. MacnaB (London), considering right iliac fossa 
pain in childhood, said that the frequency of abdominal pain 
in childhood was due to immaturity of the lymphatic system, 
which seemed over-responsive to infection. He gave a clinical 
description of : abdominal lymphadenitis, non-specific and 
tuberculous. Mr. M. W. C. OLDFELD (Leeds) recalled the 
observation of Braithwaite that an enlarged lymph node could 
cause pain mechanically, its rough surface scraping over 
adjacent peritoneum. Mr. Pure Turner (London) added 
Meckel’s diverticulum to the list of causes of pain in the right 
iliac fossa previously considered, and described two cases of 
that condition. Spasm of the colon and orchitis in an 
abdominal testis might also cause right iliac fossa pain on 
occasion. Mr. IAN Fraser (Belfast) described chronic appen- 
dicitis as a sociological phenomenon because of the present 
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lifelong ‘invalidism, and he had no hesitation in performing 
appendicectomy if the diagnosis was doubtful. He used at 
operation a small incision, big enough only to introduce a 
finger into the pelvis and to withdraw the ileum for the detec- 
tion of a Meckel’s diverticulum. Girls in the late ’teens suffer- 
ing from right iliac fossa pain'were a common problem and 
were best treated by appendicectomy. Mr. T. V. Pearce, the 
president, recalled from his experience some rare causes of 
pain in the right iliac fossa. There was a remarkable case 
of mediastinal abscess, consequent on quinsy, which pointed 
as a psoas abscess in the right iliac fossa. 

Dr. FULLERTON, replying, had found that a tender spot above 
and to the left of the umbilicus (Power’s point) was commonly 
present in cases of adenitis. - N 


~ 


SECTION OF CARDIOLOGY 
Friday, July, 1 
Simulation of Heart Disease by Other Conditions 


Dr. Rak GucHRIsT, (Edinburgh), in discussing common errors 
in- diagnosis, said that he believed that many mistakes could 
be avoided if more ‘time were spent in obtaining an accurate 
history, and particularly in paying attention to the manner in 
which: the story was told. This applied especially to the inter- 
‘pretation of symptoms such as pain. Angina pectoris, for 
example, had to be diagnosed entirely on the history, not by 
physical signs. When a patient complained , of pain in the 
chest the chances were that it was not angina pectoris of any 
other organic disorder. Jf a person was able to take a brisk 


. walk on a cold day one could be fairly confident that angina. - 


was not present. 


The speaker then discussed the differential diagnosis between l 


cardiac infarction and massive pulmonary embolism. He stressed 
that (1) a patient in bed or during convalescencé on account of 


some other illness was far more likely' to develop pulmonary - 


embolism than cardiac infarction ; (2) the onset of symptoms 
was abrupt in pulmonary embolism, and they reached their 
maximum severity at once, whereas in cardiac infarction there 
was often delay before the symptoms reached their peak ; 
(3) pain in massive pulmonary embolism was admittedly 
central, but did not, as a rule, radiate ; moreover, it was-rarely 
severe, being more ‘properly described as distress from suffoca- 
tion ; (4) in pulmonary embolism, dyspnoea was sudden and 
intense, whereas in cardiac ‘infarction it was rarely conspicuous 
at the onset. The distinction could usually be made clinically, 
although the electrocardiogram was helpful in doubtful cases. 

Dr. Gilchrist then turned to physical signs. 
that hypotension often gave rise to anxiety and that the signifi- 
cance ‘of a fall in pressure following cardiac infarction was apt 
to be overemphasized. This fall was often only slight and 
in some, cases did not occur at all; on the other hand, low 
blood pressure frequently resulted from long-continued sepsis 
or other infection. Oedema was caused by many agents other 
than heart failure ; and in the absence of yepnoen it was rarely 
cardiac in origin. À 


Speaking more generally, Dr. Gilchrist emphasized the impor- 


tance of avoiding terms like “fatty heart”: it was better to 


tell an obese: patient that:he, had:a Rolls-Royce engine but that, 


the bodywork was poor. It was important to weigh the patient. 
A neurosis could be detected by studying the patient’s per- 
sonality; organic heart disease was rare without dyspnoea ; 
it was often more important to measure the haemoglobin than 
to take an electrocardiogram; and, finally, fewer mistakes 
would be made if the physician always demanded an aetiological 
diagnosis. 
was by no means easy, to be sure whether there was organic 
heart disease or not. There was Gowers’s syndrome, charac- 
terized by weakness, prostration, and bradycardia lasting half 
an hour or so, in middle-aged women—Ryle’s vaso-medullary 
storms ; and there were cases of apparent heart failure in preg- 
nancy in which follow-up studies showed no evidence of heart 
disease. In fact,. in 380; follow-up. examinations of cases of 
heart disease detected in pregnancy 10% appeared to be normal 
subsequently. 


He had found 


_ system : 


Even so there was a borderline group in which it, 


N 

Dr. a CLIFFORD HoyLe (London) dealt with the simulation 
of heart disease by pulmonary disease. Purulent sputum was 
never cardiac in origin. Cough was dominant in heart disease 
only in the presence of congestive heart failure, gross cardiac 
enlargement, or aneurysmal dilatation of the left auricle, pul- 
monary embolism, or pericarditis. Dyspnoea could rarely be 
ascribed to. disease of the heart if that organ was not enlarged, 


„and it was rare for’patients with bronchial asthma to develop 


cor pulmonale. He also stressed the absence of electrocardio- 
graphic changes in cases of dyspnoea due to purely 
disorders. - 

Paroxysmal dyspnoea, though suggestive of left venten 
failure, might also be due to bullous disease of the lungs or 
to partial bronchial stenosis with recurrent collapse. Haemo- 
ptysis appeared late in heart. disease, whereas it often compli- 
cated the earlier development of pulmonary disease, Pain 
radiating into the left shoulder and arm might be due to apical 


, pleural adhesions, and sternal pain might result from mediastinal 


tumours. 

In radiological differential « diagnosis Dr. Hoyle pointed out 
that difficulty might arise in distinguishing between dilated 
pulmonary arteries and hilar adenopathy, and between the 
appearances of lymph stasis associated with sarcoidosis, for 
example, and pulmonary congestion in mitral stenosis, par- 
ticularly when associated with haemosiderosis; and finally 
between neoplasm or other space-filling tumours and aneurysms. 

Dr. .S. W. PATTERSON (Ruthin Castle) discussed the simula- 
tion of heart disease, by intestinal disease. He lent support 
to the old aphorism about patients complaining of indigestion 
having, heart disease, and vice versa. He described the painful 
effects of diaphragmatic hernia, and pointed out that dyspnoea 
and sweating might’ accompany attacks. Such pain, however, 
was not closely related to effort. Breathlessness might be due 
to the anaemia ‘associated with a bleeding “ulcer, gastric neo- 
plasm, or haemorrhage from bleeding haemorrhoids, Vomiting 
and collapse due to food poisoning was sometimes mistaken 
for coronary thrombosis. ~- 

He went on to discuss reflex disturbances of cardiovascular 
function, and quoted a case of paroxysmal tachycardia cured by 
appendicectomy. He showed electrocardiograms and graphic 
records of respiration and blood pressure illustrating cardio- 
respiratory dysfunction resulting from oesophageal, gastric, 
biliary, or colonic distension. Psychosomatic cardiovascular 
disturbances should not be confused with reflex. disorders of 
the type described. 

Dr. WILLIAM PHILLIPS (Cardiff) described the siiulation of 
heart disease by psychoneurosis. Numerous vague and indefin- 
able symptoms, especially faintness, dizziness, palpitations, 
weakness, exhaustion, and left inframammary pain, were com- 
monly psychoneurotic. In the history of man most of the com- 
mon emotions had been described in terms of the heart. It was 
not a bizarre situation that mattered most in psychiatric aetio- 
logy, but the ordinary day-to-day disappointments, difficulties, 
and anxieties. Frequent sighs and inability to take a deep breath 
were always psychiatric in origin. The only common symptom 
of organic heart ‘disease was. pain or breathlessness on effort; 
psychoneurotic pain’or breathlessness was far less closely 
related to exertion. 

Psychoneurosis might be referred to the .cardiovascular 
(1) because innocent symptoms were attributed to the 
heart by either the patient or his doctor ; (2) following a cardiac 
illness or death in the family or in the patient’s circle of 
friends ; (3) because of incautious statements or actions by 
medical advisers ; (4) because there had been no proper reassur- 
ance. He thought that 90% of ‘these difficulties would be re- 
solved if there were sufficient time to'take a proper history and 
to study the patient as a human being. Physicians must: insist 
on a full aetiological, structural, and functional diagnosis of 
organic heart disease; terms such as 
“ strained ” heart should be condemned. 


Obstinate Heart Failure 


Dr. D. EVAN BEDFORD (London) opened this discussion by 
defining the term “ obstinate heart failure.” He considered it 


meant congestive heart failure with oedema continuing in a 


- 


“tired,” “fatty,” or, 


— 


l 
\ 


p- 
`x out oedema in similar circumstances. 
was'to make sure that no aetiological agent which could be ‘H 
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` patient at rest in | bed and despite routine henpeune measures, 


including digitalis, mercurial diuretics, and limitation of salt 
and water; or a similar situation recurring as soon as a patient 
became ambulant; or persistent left Ventricular failure-or eleva- ’ 
tion of the )venous pressure and, enlargement, of the liver with“ 


corrected was' responsible;' such as thyrotoxicosis, anaemia, 
avitaminosis, and Pick’s disease. The next; step might be to 
put the patient into a wheel-chair, for, it’ was possible to- keep 
a patient in bed too long. Phliebothrombosis with recurrent 
pulmonary embolism was encouraged by prolonged recumbency. 
Dr. Bedford had never been convinced that anything could be 
gained by_ giving mercurial diuretics. more often than twice 
weekly ; but in cases of: obstinate ascites the intraperitoneal - 
route was ‘sometimes helpful ; another variation that might 
help was to change from “neptal” to mersalyl or vice versa . 
when the response became poor. Mechanical drainage of fluid ` 
‘through ‘incisions. made over the dorsum of the foot was 
advised in cases of persistent dropsy. The patient should sit 


‘+ ‘in a chair with’ the legs. down not only while: the fluid was 


3 


t 
r 


|: 


draining away but also beforehand, so that the legs were tense 
before the incisions were made. - > 

A low sodium diet was undoubtedly of great benefit. In an 
ordinary hospital light diet 3—5 g. of sodium could.be expected ; 
sodium could be reduced to 2-4 g. by eliminating table’ salt 
and cooking salt; but this was not enough, for-less than 2 g. 
of sodium per day’ was required. Bread and butter were the 
chief difficulties in,London. ‘The Karrell diet, consisting of 
‘900 ml. of skimmed milk per day, contained 0.4 g. of sodium. 
The Kempner diet,.consisting of rice, fruit, and ‘sugar,, con- 
tained only 0.15 g. of sodium per day. Modified diets could 
be arranged of 1,000-2,000 calories, containing: from 0.5-2 g. 
ofi sodium per day, and these were very helpful in prolonged 
treatment; but a low calorie diet was often ‘beneficial in itself. 


—— 


With ambulant patients a close watch should be kept on ' 


\.. their weight, and effective treatment should not be withheld 


. 


y 


until ọèdema was manifest.. Dr. Bedford then discussed the 
results of therapeutic 'myxoedema, induced either by means of 


total ablation ‘of the thyroid`gland or by thiouracil derivatives. ~ 


Myxoedema. benefited cases of ‘heart failure not only. by 
reducing the oxygen requirement and therefore the work of 
the heart, but also by lowering the heart rate. The latter 
applied particularly to cases of auricular fibrillation or flutter . 
in which .the heart rate could‘ not bè properly controlled by 
ordinary means. Therapeutic myxoedema was far. less helpful: , 
in cases of obstinate oedema than in’ ‘patients. with persistent © 
left ventricular failure or intractable- angina. The results of 
total thyroidectomy were probably better than those with 
thiouracil, and the mortality Tate was not higher. He had 
used methyl thiouracil in doses of 600 mg. daily . in 35 cases 
of persistent heart failure with good results in 50% ;, three 


t developed agranulocytosis, and one of these patients died. 
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if a few days. 
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He did not object’ to patients prescribing vitamin E`for 
themselves, for he felt fairly confident that it did them no, 
harm. He used anticoagulants for those with phlebothrombosis. : 
Recent surgical measures devised for „particular ‘situations were 
mentioned. They included ligation of the inferior vena cava 
and tricuspid valvulotomy for patients with severe pulmonary 
congestion ; anastomosis of a pulmonary vein to the azygos 
vein in cases of severe mitral stenosis with`recurrent attacks of 
pulmonary oedema ; and mitral valvulotomy: 

Dr. D. R. CAMERON (York) described the low sodium diet _ 


“and the results of this treatment in greater detail. He had been 


able to obtain salt-free bread and butter in Liverpool and 
admitted that this eased the difficulties in arranging a suitable 
diet. He was able to provide for these patients 2,000 calories 
daily containing only 0.4 g. of:sodium. In cases of congestive 
heart failure under control’ the addition of 2-5’g. of -sodium 
chloride daily caused a demonstrable rise in body weight within 
With a satisfactory diet the daily excretion of 
sodium chloride should not exceed 1-2 g.; ' using a strict 
Kempner diet it rarely exceeded 0. 25 g. A series of charts. 
were shown illustrating not only the proof that a.low sodium 
diet was beneficial but also .the difficulties that Were met in 
coming to such a conclusion. ; 
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SECTION OF DERMATOLOGY 
Friday, July I i 
W . Psoriasis / 


- 


~ = 


The first consideration ' hha the president, Dr. J. T. INGRAM (Leeds), in the chair, Dr. 


. W. BARBER (London) in a stimulating and. provocative 
opening paper stressed the similarity between the problems 
Of psoriasis and of rheumatoid arthritis.’ He would not 
exclude the Possibility of a specific infective organism such as 
a virus playing ‘an important part in the aetiology, as in herpes 
simplex. The weight of evidénce, however, was in support 


- of psoriasis being a nof-specific reaction of the skin to various 
. kinds of ‘stress in persons. with ‘an inborn tendency to that 


pattern of reaction. There was no specific treatment for 
psoriasis. The work of Danysz, who produced a variety of 
non-specific diseases in experimental animals by repeated injec- 
tion of a foreign protein, was discussed. The particular “ target 
organ” which reacted was specific for the individual. The 
work of: Selye with pituitary and adrenocortical extracts was 
important, and. his' term “ diseases of adaptation ” was very apt. 

The relationship of psoriasis ‘to rheumatic fever in childhood ' 


and to rheumatoid arthritis, gout, and other “ rheumatic con- 


ditions” in the adult was considered, and also the occasional 
association, with so-called allergic diseases. Age at onset, race, 
and climate were all significant. _ Among the many factors 
which might be operative in the aetiology of psoriasis attention 
was drawn to the influence of infections, especially streptococcal’ 
This guttate reaction: to infections was seen parti- 
cularly:in children. The influence of the menopause in pro- 
voking a particular pattern of psoriatic reaction was noted ; 
other influences, such as errors of metabolism and shock or 
emotional disturbances, were important provocative factors. 
Pregnancy and jaundice commonly had a temporary beneficial 
effect upon the course of psoriasis and of rheumatoid arthritis. 
The association of psoriasis with rheumatoid arthritis was. a 
recognized syndrome, Gout with secondary osteoarthritis when 
associated with psoriasis gave a very similar picture. 


\ Dr. Barber described two patients in whom the ingestion of 


cow’s milk seemed to be responsible for’the eruption of 
psoriasis, and he felt that the question of food allergy called 
for further research. Each case of psoriasis had to be considered 
individually, and if the provoking cause or causes could be 
determined ; in a particular -case ere was a good chance of 
successful treatment. j 

„Dr. BRIAN F. RUSSELL (London) took the view that the 


psoriatic state, often ‘latent, was hereditary and probably 


indicated some error in fat metabolism ‘not yet elucidated. 
This underlying state, however, might not call for treatment ; 
it was the provocative -causes of exacerbations of the condi- 
tion which had. to be treated. In this regard two large groups 
were those cases following infective states and those associated 
In the latter group the’ eruption 
was often of flexural distribution ; it would seem that pruritus 
was commonly , the. -primary symptom and psoriasis appeared 
sécondarily as the result of friction. 

Psoriasis was a skin’ reaction to a wide range of stresses, 


‘including all grades’of physical injury, lack or excess of sun- 


light, cold, fatigue, infections, bacterial toxins,’ drugs, emo- 
tional difficulties, and endocrine disturbances. The skin was 
the organ which. suffered, because of an inherited biochemical 
fault resulting in defective keratinization, a fault which was 
latent until aggravated by one of these stresses. . The stresses 
‘were similar in nature to. those which might excite rheumatoid 
arthritis. The tendency in both disorders to spontaneous 
improvement .in’ pregnancy, and 
response to non-specific measures all seemed to support the 
possibility that they ‘might both arise ‘from repeated stimulation 
leading to. failure of adaptation in the-éndocrine-autonomic_ 
system. 

Dr. J. H. Twiston Davies (Manchester), ’ commenting on- 
Dr. Barbef’s consideration of the arthropathic forms of psoriasis, 
drew attention to analogies in other dermatoses. He discussed 
the generalized form of guttate psoriasis of isolated or seasonal 
occurrence and its possible relationship to what he termed 
“seborrhoea.” He criticized the conventional classification of 
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skin diseases.. He agreed that psoriasis could sometimes be 
cured, but felt that in many cases it was better for the patient 
to adjust his emotional reaction to’ the infirmity’ rather than 
labour with the conventional lines of treatment. - He stressed 


the difficulty of assessing the value of physical and chemical ° 


methods of treatment. 


a “1 


` In a lively discussion which followed. the opening papers’ 
» Dr. HERBERT’ Brown (Glasgow) compared psoriasis of the 
vulva and peri-anal regions with neurodermatitis in ‘these sites - 


and. thought they wêre often, of similar significance ; x-ray 
therapy was often useful. Dr. G. A. GRANT PETERKIN (Edin- 
burgh) recognized heredity and trauma, as playing a part but 
raised the question of a: filterable virus and. quoted cases 
suggesting contagion. He thought that psoriasis in hot countries 
was caused by sweating and friction. ‘Sir Norman Walker 
had ‘employed the “so-called” Goeckermann treatment many 
years ago.- Dr. F. F. HELLIER (Leeds) thought that treatment 
which included sunlight therapy increased the patient’s resist- 
ance and diminished the possibility of relapse. Dr. G. HODGSON 
‘ (Cardiff) said he had seen the. part played by trauma’as an 
aetiological factor in mine workers. Dr. Mary SMITE (Glasgow) 
suggested that those who did not tan were more readily affected, 


‘but Dr.’ A. BicHAM (Bradford) said he had seen many cases of > 


_-psoriasis in coloured troops in India. | 


* 


Dr. H. R. Vickers (Sheffield) had found thorium X of value: 
‘in psoriasis of the scalp, and Dr. W..N. Leak, (Winsford) put 
‚in a plea for dithranol to be prescribed in cream’ bases. in tubes. 


soas to -reduce the staining of clothes. Dr. S. T. ANNING 
(Leeds) protested against the psoriatic ‘patient being left 


untreated. Dr. J. T. INGRAM (Leeds) mentioned a patient who - 


had been under his care in infancy with eczema, at 7 years 
of age with alopecia, and now at 14 for -psoriasis. Others 
who contributed to thè discussion were Dr. C. D. Evans 
(Bristol), Dr.: McKey (Derby), and Dr. A. J. E. BARLOW 
(Huddersfield). - = 

In reply. Dr. BARBER said`that, while a: first treatment with 
x rays was often effective, subsequent treatments were not. He 
stressed the importance of focal infection and quoted the 
analogous ‘relationship in ‘tuberculide and dermatophytide 


i na Use and Abuse of Chemotherapy , `` 
_ ‘Dr. F. F. HELLER (Leeds) introduced a discussion on chemo- 
therapy in dermatology.'. Penicillin: and sulphonamides were 


- frequently prescribed when «hęre was no justification. for their 


use. ' Penicillin was probably more ‘effective and less likely 
to give rise to sensitization: if used as a lotion or spray. It 


.” was of value'in the treatment of impetigo, ecthyma, infected 
ulcers, folliculitis, and sycosis. It should not be used in ecze- 


matous states even though infected. The application should 
be limited to'a seven-day period. Sycosis, often relapsed through 
` infection being carried in the nostrils, and. they should therefore 


~ 


. receive treatment. . l ; 


Parenteral therapy.was suitable for deep infections ; procaine ` 
penicillin was more efficient and less, painful than other forms. 
Its use by mouth should be restricted to: infants ‘under the ` 


age of 6 months. Common reactions to the drug were 
erythema and urticaria,'though asthma and exfoliative derma- 
titis might occur. Sulphonamides should not be used for local 
‘ treatment for longer than: five days. ` Internally they should 
be given in an adequate dosage for about five days. Sulphon- 
amide dermatitis. was’ now less common, but if it occurred 
it was very intractable. It was characterized by vesicles about 
‘the fingers suggesting a dermatophytide eruption. Recently 
attention had been drawn to the occasional appearance of 
periarteritis nodosa as a-result of sensitization to sulphonamides. 
_ Dr. P? B. Mumrorp (Manchester) did not think penicillin 
or sulphonamides should ‚be used locally, and he did not regard 
the use of soap. and water as helpful in the treatment. of boils. 
Dr. H. W. BARBER (London) mentioned a case of periarteritis 
- nodosa due to sulphonamides. He restricted the use of sulphon- 
-amides to a single five-day course. Dr. H. R. Vickers (Sheffield) 

felt that the specialist did not see the large number of cases 


™ 


+ 


treated’ successfully by general practitioners.’ He saw much. 


‘less pyodermia in children than previously, andhe thought 
sensitization in children was very rare. 
(Winsford) 


t 


suggested that the, microform sulphathiazole used 
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as a cream was more efficacious. Dr. LIPMAN CoHEN (London) ` 


‘thought thyrotricin should replace penicillin and the sulphon- -. 


amides in local therapy, as sensitization to this antibiotic was’ 

rare. Dr. P. INMAN (Sunderland) and Dr. A. CARLETON. 

(Oxford), however, mentioned cases of sensitization to thyro- 

tricin. Dr. A. J. E. BARLow (Huddersfield) had seen penicillin 

dermatitis follow the insertion of penicillin tablets into dental - 
sockets, í po 


SECTION OF OPHTHALMOLOGY 
; Friday, July 1 ; 
Toxoplasmosis - ; 

Under the chairmanship of Mr. N. P. R. GALLOWAY (Notting- 


i (a 


ham), vice-president, a paper on toxoplasmosis was read by ' 


Mr. A. B. Nutt (Sheffield). He described the case of a 34-year- 
old gitl with signs of old central choroido-retinitis in- each 
fundus together with mental backwardness. Two years pre- 
viously, when he had first seen the child, a diagnosis of toxo- 
plasmosis had not been considered, because at that time no 
known cases had been seen in this country. But the ravages 
of the disease might wel! have been. misinterpreted as instances 


‘of, congenital malformation or as the consequences of other 


infective agents. During a study visit of the Faculty of 
Ophthalmologists to Professor Franceschetti’s clinic at Geneva 


last year ‘Mr. Nutt had had, the opportunity of’ hearing 


Dr: Baimatter’s, account of toxoplasmosis and to examine a 
Being struck by 
certain features of resemblance to his own case, Mr. Nutt had 


‘investigated the girl's casé ‘on returning to England. No radio- - 


logical signs of intracranial calcification had been found, but 


that feature was neither pathognomonic nor invariable. 


Admittedly the toxoplasma had not been identified, but the 
intracellular protozoén was notoriously elusive, even during 
the acute stage of the disease. Laboratory tests, however, ‘had 
given results supporting that diagnosis, towards which the clini- 
cal features had’ already ‘drawn ‘his, attention. : 


i 
cs 


w- 


In that case there had been no: history of any severe illness l 


before the child’s vision had first been presumed to be defec- 
tive, but intrauterine infection was a well-recognized mode of 
acquiring toxoplasmosis, and the house inhabited by her mother 


during pregnancy had contained: a dog and was infested by. 


mice. Mice, guinea-pigs, cats, and dogs are among the- animals 
suspected of conveying the organism. . Several cases had been 
reported in a family of taxidermists, and one of Dr. Bamatter’s 
patients had been a woman whose-pillow had been shared with 
a cat. - : l 

Clearly the problem of’ toxoplasmosis required further 
research, and so far the results of treatment had been dis- 
appointing, nor was: it’ yet known to what extent prevention ° 
was possible. Meanwhile clinicians should bear in mind the 
possibility of this protozoal disease as an explanation for low- 


grade: intelligence’ in association, with bilateral patches of old ° 


central choroido-retinitis characterized by large size, irregular 
pigment proliferation, and clear-cut margins. 
‘coloured fundus drawings clearly displayed these features, and 
in his case no similar lesions were present in the outlying 
regions of. either fundus. Peripheral lesions did occur, and 
might reach a size many times greater than that of the optic 
disk. When the intrauterine devastation wrought by rubella 
was first revealed by Australian observers, clinicians in other 
parts of the world were sometimes inclined to suggest that 
disease as an explanation for lesions readily attributable to 
The same tendency was already becoming 
evident with regard to toxoplasmosis. Nevertheless, the disease 


_could no longer be dismissed as a remote possibility in Britain. 


Hitherto most of the cases recorded had been in inhabitants of 
the U.S.A. or the European mainland, and he could find only 
one published case in our literature at the time.of reading his 
paper. (A report by Mr. Harold Ridley of a case of toxo- 
plasmosis hds since appeared in the British Journal of Opkthalm-' 
ology, 1949, 33, 397) ` ! vs 


~ 


- Ophthalmology in Spain and Holland 
Mr. Jogmn Foster (Leeds) then spoke on practical ophthal- 
mology in Spain and Holland in 1948. He had been greatly 
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impressed by the speed of Seran operators in Spain and 
Holland. At several clinics he had found that,the average 
‘time spent on diathermy for detached retina was less than five 
minutes, and once he had witnessed fifteen intracapsular cataract 
Such speed—when 
it was combined with care and dexterity,-as it had been on 


included, 
Mr. Archer had . described. 


the group of varying and often uatan aetiology, which 
those cases of acute laryngo-tracheitis which 
He concluded by evaluating 
the three forms of interference available—aspiration, intubation, 
and tracheotomy. i 

In the discussion which ROR Mr. A. S. DE B. Cocks 


those occasions—could be achieved only ‘by an able operatot (Adelaide, South Australia) condemned the use of metal instru- 


supported by first-rate assistants working in a’ smoothly organ- 
ized theatre. Another striking feature had been the wide dis- 
crepancy between ‘different ‘clinics with regard to operative 
asepsis. Some surgeons had favoured prolonged washing of 
hands and forearms before donning gown,, cap, mask, and 
gloves. Others had cared for none of these things, and 
purists would perhaps be horrified to hear that statistics did 
not reveal any corresponding discrepancy in the post-operative ’ 
infection rate. 


- SECTION OF OTO-RHINO-LARYNGOLOGY ` 
Friday, July 1 * 


Respiratory Obstruction in Children __ ‘ 


‘With the president, Mr. A. B: Pavey SMITH, in the chair, 
Mr. G. E. ARCHER (Manchester) read a paper on acute respira- 
story obstruction in infants and young children., He reviewed 
‘some of the causes of asphyxia neonatorum, ‘suggesting how it’ 
might. be avoided and how treated, and emphasized the desir- 
ability of having a trained - -endoscopist ‘attached to every 
obstetric unit. Nasal respiration was the natural method, and 
essential in newborn infants. Nasal and postnasal obstruction 
‘could therefore cause severe dyspnoea. He stressed the impor- 


' few such cases. 


ments in treating cases of asphyxia neonatorum. He drew 
attention to the frequent cases of acute laryngo-tracheitis 
reported in Australia and to the almost complete disappear- ` 
ance of diphtheria in S. Australia. Dr. H. M. Jay (South 
Australia) described the epidemic of acute laryngo-tracheitis. in 
more detail. All cases were thought at the time to be laryngeal 
diphtheria, and almost all were fatal from toxaemia. Mr. W. I. 
DAGGETT (London) strongly deprecated the use of endotracheal 
anaesthesia in infants. : 

Dr. J. F. -BRRELL (Edinburgh) stated that the commonest 
cause’ of death from respiratory obstruction in infants in the 
Sick Children’s Hospital in Edinburgh was, the inhalation of 
vomit. Treatment by, bronchoscopic suction had succeeded in a 
Congenital laryngeal paralysis with associated 
sensory changes - was -sometimes a cause. ‘He advocated 
tracheotomy in cases of obstructing laryngeal papillomata, 
and favoured removal of adenoids, when necessary, in very 
small infants. Dr. S. DEBONO’ (Malta) described an epidemic 
of laryngo-tracheitis occurring in Malta last ‘winter, and the 
treatment by direct laryngoscopy and aspiration, with the 
administration of streptomycin. Dr. A. P. M. PAGE Potin 
ham) disagreed with giving carbon dioxide to babies. 

" thought the condition described by Mr. Archer should be ea 
. acute laryngo-tracheo-bronchitis, and that it was the extension 


tance of adenoid hypertrophy.in the very young, and described- into the bronchioles and not the toxaemia which killed. 


acute nasopharyngeal tonsillitis as a clinical entity. He dis- 
cussed laryngo-tracheitis and the’ differential diagnosis between 
it and laryngeal diphtheria. He then described and differentiated 
spasms of the larynx due to reflex irritation, inflammatory 
referring specially to laryngismus 
stridulus, laryngitis stridulosa, and nocturnal dyspnoeic attacks 
in children, and he emphasized the importance of other con- 
ditions, ‘such’ as laryngeal diphtheria, retropharyngeal abscess, 
thyroid and: thymic disease, and foreign bodies. 

Dr. Mary J. Witmers (London) discussed the ways in which 
‘acute respiratory obstruction presented in infants and young 
children. She defined four clinical’ groups: (1) Sudden 
cessation of breathing without preceding distress, as seen 
in “ breath-holding,” Jaryngismus stridulus, ‘and pertussis’; 
(2) laryngeal distress and stridor, the commonest cause being 
jaryngeal diphtheria, though other causes were trauma by 
instrumentation, as in bronchoscopy, and oedema secondary to 
scalds or caused by allergy; (3) attacks simulating \asthma, 
due to obstruction of a main bronchus.by foreign body or 
tuberculosis ; (4) variable and intermittent stridors, which were 
absent during sleep or rest. That ‘included congenital laryngeal 


. Mother. 


Palpation was, important in the diagnosis of retropharyngeal 
abscess: 

Mr. T. McM. BOYLE (Leeds) asked if cases of pertussis 
developing ‘stridor should be treated in the decompression 
chamber. Dr. H. STaNtey, Banks -(London) thought that 
laryngo- -tracheitis comprised two or more: conditions, either 
of bacterial or of virus origin.’ Tracheotomy did not save these 
patients, nor did chemotherapy. Two fatal cases showed well- 

marked haemorrhagic pulmonary oedema. The decompression 
chamber was of no value in treating early pertussis and its 
complications. ' 

Dr. W. M. JONES (Harrogate) said that most cases of asphyxia 
neonatorum were due to drugs and anaesthetics given to the 
Mr. PAVEY SMITH, the president, agreed that tracheo-. 
tomy in ‘diphtheria was becoming ever rarer. He advocated 
intubation of the larynx ‘by a gum-elastic catheter under direct 
vision as the first step in performing tracheotomy. Mr. ARCHER, 
in reply, 'agreed that tracheotomy in young infants was an 
exceedingly difficult operation. Anaesthetists should be trained 
to realize the possibility of damaging the delicate structures . 
of the infant larynx. JLaryngo-tracheo-bronchitis had been dis- 


stridor, and pressure on the trachea frorn without by an abnor- \ Cussed at some length, but he had seen only four cases, two 


mal aortic arch, retrosternal goitre; enlarged thymus, and, tuber- 
culous mediastinal and paratracheal glands. It could also occur 
in cases of papillomata of theelarynx and of catarrhal laryngitis. 

Mr. J. H. Orry (Bradford) emphasized how -rarely the 
laryngologist saw the condition. under discussion. In a 10-year 
period at Bradford at the Royal Eye and, Ear and the Fever 


` Hospitals,only 27 patients required: tracheotomy and 10-intuba- 


tion. He agreed with Mr. Archer on the importance of 
adenoids, but thought that in infants much help could be 
‘obtained from the use of paraffin or ephedrine drops, and from 
multi-vitamin therapy. He rarely found it necessary to curette 
the adenoids before the age of 3 or 4 years. Acute retro- 
pharyngeal abscess was becoming very rare, and acute laryngeal 
obstruction. by papillomata was extremely rare. He looked 
forward to the day when fever hospitals would become ‘part 
of the general hospital System, so that endoscopists would be 
readily available to them. 

Dr. E. C. Benn (Leeds) ascribed the unusual fall in the inci- 
dence of laryngeal diphtheria to the type of bacillus. The most . 
important cause of mortality in tracheotomized diphtheria 
patients was’ toxaemia. Among the fevers measles now was’ 
the commonest cause of laryngeal obstruction. There was 


> 


proving fatal; and in these, the oedema present was tracheal 
and not laryngeal. 


1 CLINICAL DEMONSTRATIONS £ 


On the afternoons of Júne 30 and July 1 demonstrations were ` 
arranged at the Royal Bath Hospital. A large number _ of 
patients suffering from osteoarthritis, ankylosing spondylitis, and 
rheumatoid arthritis were shown in various stages of recovery 
following surgical procedures. Some of them' were still bed 
cases, others were on crutches or could walk unassisted, some 
even ‘entered the hall on bicycles, and so right up to apparent 
full recovery of function. Mr. H. Perry (Leeds) was’in charge 
of: the demonstration, which was followed by a film. The 
physiotherapy regime for cases of cup arthroplasty was demon- 
strated. ` The patient was put on a Thomas splint with skin 
traction, and passive moyements were instituted with the aid 
of a cord passing through pulleys and attached to the splint. 
The Thomas splint was taken off at the fourth week, a foot 
splint used, and the exercises ‘continued. By the eighth week 
there was progress to crutches, and the patient was shown to 
be capable of performing certain. special exercises. 
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Man and the Machine 


Sir,—An alarming picture of the powers of endurance which 
may in the future be required of sufferers from heart disease 
is suggested by Dr. C. W. Curtis Bain’s. Presidential Address 
to the B.M.A. at Harrogate (July 2, p. 1). His clear historical 
review of the technical developments, which have extended 
our understanding of the heart and circulation would perhaps 
have contributed eyen more to medical philosophy had he 
drawn a sharper ‘distinction between- devices employed in 
research and those calculated to have frequent and undisputed 
applications in clinical practice; had he reminded us more 
surely that among the most valuable results of the instrumental 


` inquiries of Mackenzie and Lewis were the powers they con- 


ferred upon: physicians to select and often to dispense’ with 
instruments, Symptom-analysis and history, a careful clinical 
examination not bringing undue disturbance to the patient, and 
an understanding of the “whole man” and his work and 
_. domestic ‘and other circumstances will probably continue to 
outweigh in practical advantage (save-in a very small minority 
of cases) all the elaborate tools of the bedside pathologist. 

Of the countless patients seeking advice about their hearts, 
the great majority have no organic disease ‘ nor do we generally 
require modern. technical aids to decide this for them. _ Of the 
cases of organic disease or those remaining in a doubtful 
category, the great majority can still be adequately assessed 
for purposes of advice, treatment, and prognosis without re- 
course to other tools than the .watch, 
sphygmomanometer, the thermometer, and the ophthalmoscope. 
The dangers for the future inherent in an over-mechanized 
medicine’ (which would be our own ‘responsibility) may in 
‘fact be no less than those Inherent in a too bureaucratic 
administration. - 4 

Dr. Curtis Bain reminds us that: most of the new techniques 
come from Germany, the home of ultra-materialistic doctrines, 
or from America, where the rapid spread of specialization has 
not brought unmixed blessings to medical science and practice. 
In our own practice, and above all in our teaching, has not 
the time already come to consider seriously on every possible 


occasion—and alike from the point of view of the patient and 


of costs to the community—not how many tests might ‘be 
employed in a given situation but which, if any, of them is 
fecessary and a logical contribution to sound treatment? And 
“should we not also be indulging in some very careful thinking 
about the ethics of bedside experiments, not always free from 
discomfort or risk, now often undertaken not so much for the 
benefit of the sick person as for the advancement of theoretical 
knowledge or even for fear of being considered behind the 
times? Professor Geoffrey. Jefferson (June 25, p. 1105), while 
not decrying some other types and’ uses of machines, recom- 
mends that we should range ourselves with the humanists’ in 
studying man and his mind. In our approach to the problems 
of man and, his heart our allegiance should surely not be 
.It would indeed be a grave setback to medicine, 
considered either as a science or service, if clinical specialists, 
bemused by a “multiplicity of tests,’ should cease to be 
physicians.—I am, etc., 


Oxford. JOHN A. RYLE. 
. Momie Eradication in’ Cyprus 
Sir,—As the “investigator from the Ross Institute” con- 


cerned, may I rise to the fly that you cast in your issue ‘of 
June 18° (in “ Heard at Headquarters,” Supplement, p. 339) to 
refute the charge made by Lord Winster that I imported an 
anopheline into Cyprus, reserving to myself the right to claim 
a share in the 100 litres of wine he expects to win over this 
business, as compensation for the attack ? 

The truth about my expedition was' that I went to Cyprus 


\in April, 1948, accompanied by an assistant, Miss W. J. Wall’ 


—our object being to. inquire into the methods used in the 
anopheline eradication campaign, and particularly ‘into the 
means whereby the results were checked and the reliability 


x 


the stethoscope; ‘the. 


of the central records. As a part of this, a team of seven 
people, including Miss Wall, Mr. Aziz, and myself, carried out 
intensive searches for anophelines in a number of places 
throughout the island, the places being chosen by myself—in 
some cases at random and in some because eradication would 
be difficult in them. In this series of searches I made a 
thorough examination of 88 houses, cattle sheds, or other 
‘shelters for adult anophelines, and searched 425 “units” of 
water for larvae in 26 separate localities. 

The campaign, ‘which was described by Dr. Horace Shelley 
and Mr.,Mehmed Aziz in the Journal of April 30 (p. 767), was 
carried out in three areas named the 1946, 1947, and 1948 areas, 
work having only just started in the 1948 area at the time of 
our visit. We caught one adult anopheline mosquito, Anopheles 
multicolor, female, in Asomatos village on April 9. This village 
was in the 1948 area, which had not been claimed as clear, and 
this is my sole record of an ‘anopheline capture. The triumph 
of the visit was that this specimen fell to my own gun. 

Miss Wall stayed in Cyprus for about six weeks after I had 
left, making thorough examinations of 14 villages in the areas 
claimed to be cleared, the villages being selected by myself 
beforehand. She examined 837 prernises for adult anophelines 
and approximately 1, 000 units of water for larvae—all without 
success. In addition, she examined 232 blood films from 
children born since the area in which fhey lived had been 
claimed as cleared of anophelines. All were negative. 

In presenting the conclusions of my visit, I said, “ I am con- 


- vinced that the checking techniques used are as reliable as any 


that could be devised, and that they are carried out on an 
extremely wide scale with a firm determination to discover any 
residual anophelines. The results of my inquiry confirm 
entirely the records maintained in the central office, which I 
therefore accept as absolutely reliable.” I forecast success to 
the scheme, saying that I expected a few records of anophelines 
in 1949, mainly of A. bifurcatus with a possible occasional ~ 
record of A. superpictus, and complete freedom from ano- 
phelines in subsequent years unless reinvasion occurs. History 
so far suggests my forecast was unduly pessimistic. 

The importance of this campaign cannot be over-estimated. 
It is the first attempt to eradicate an entire genus of insects, 
and widespread indigenous ones at that, from a large territory. 
The need for it has been demonstrated in malaria surveys with 
records of high spleen rates and much morbidity. The mean-- 
ing of malaria to the people is illustrated by the name of the 
village in which my capture was made. Asomatos, Greek for 
“without substance,” is the name of: a miserable, poverty- 
stricken, decrepit village, inhabited by a fever-ridden people 
unable to cultivate properly the magnificent alluvial soil on 
which they live owing to the disease from which they constantly 
suffer. The campaign, over-modestly described by Shelley and 
Aziz, is one of the most outstanding achievements of our 
present time.—I am, etc., 


London, W.C.1. 
a oh 


G. MACDONALD. 


Prophylaxis of Goitre. 

Sin,—Some years ago the Medical Research Council 
appointed a subcommittee to investigate this subject and make 
recommendations. In 1944 they published an interim report in 
the Lancet'—that is about 54 years ago. Quite recently the 
full report? ‘has appeared. The number of cases of thyroid 
enlargement in England and Wales was estimated to be 500,000 
in persons of the age of 5”to 20 inclusive. In the words of the. 
M. R.C. report, ‘ Prophylaxis with iodized salt can-be accepted 
‘as the most simple and effective measure of control,” and the 
subcommittee “ strongly | urge the adoption of the national 
policy of adding a trace of iodine to all common salt con- 
sumed in the country. The proportion recommended is one 
part of potassium, iodide to 100,000 parts of common salt.” 

When a body composed of the most suitable men for such 
an examination makes a specific recommendation of this kind 
one would: expect some notice to be taken of it. Here we have 
in this country well over -half a million people suffering from 
this disfiguring affection of the neck when there need not be 
any., All who have had any experience assert that of all 
diseases ‘ goitre is the most easy to prevent. Most people, 
including doctors, believe that where there is no goitre there 
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7 : 
is no iodine deficiency. They ‘do not know, thát the enlarge- 
ment does not occùr until-the normal amount of. iodine Ww a 
should be present in the gland has been reduced by 75%. 


means that a person may have a deficiency of 60%, 50%. o or 


less without any evidence i in the neck. Very few people get all . various quantities of words and constructional’ forms. 


the iodine they require to maintain perfect health; fertility, and 

normal development in their offspring. Is'it not time a practi- 

cal measure like this was put into operation in this country ?— 
/ 


I am, etc., 
Chesterfield. J AMES j GOODFELLOW. 
CES 


'. REFEREN 
1 Lancet, 1944, 1, 107. x 
2 Medical Research Council Memorandum No. 18, 1948, London. , 
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sos | Ming, Machine, and Man __” 

Sır —There is apparently no question that eléctric automatic 
computing machines can be made to play a legally correct 
game of chess. As Weiner says, it is essentially. no more 
difficult than the construction of an interlocking railway’ signal- 
ling systém.: A Teal problem, as Professor M. H. A. Newman 
indicates 7; @Gune 25, p. -1133); is whether: such machines can 
play a “good” game. Weiner and\others have indicated that 
this could be achieved by assigning values to a sequence of a 
given number of moves aheatl-in such a-way that to check- 
mate receives the highest valuation, to be checkmated: the 
lowest, and intermediate situations would have intermediate 
values. The machine would then “play- over” to itself all 
its own legal moves and all the opponent’s legal ripostes, and 
would stop only when it had found’ the move which gave the 
maximum valuation at the prescribed number of stages ahead. 
If the machine. was correctly instructed, about: “value,” and 
could examine all possible-situations up to say three moves. 
ahead, it might play “good” chess in the sense that it would 
checkmate the average player. 

__ Rrofessor Geoffrey Jefferson (June 25, p. 1105) states that 

“not until a machife can write a, sonnet... because of 
thoughts and. emotions felt, and not by the chance fall of 
symbols, could we agree that machine equals brain.” ~But, 
clearly, if a machine could play a “good” game of chess in 
the above manner, a machine exactly similar in principle but: 
considerably more complicated could, with no apparent hesita- 
tion, write a “ good” sonnet when it had’ an appropriate 
“feeling.” A poet, we will say, finds himself in an unusual 
and quite indefinable state of contentment, and is profoundly 
affected by the view before him. He is impelled to translate 
his total feeling about the situation into a sequence of words. 
He ceases‘ when he finds a particular sequence which satisfies’ 
him, and the poem is judged by us to be a, good poen accord- - 
ing to standards of our own. 

A machine, to duplicate the poet’s behaviour, would need. 
yn the afferent side a visual perception apparatus, and somé 
levice which indicated the state of stability of the whole: 
nechanism. For example, its operating voltages will, _through 
10 fault of-its own, be subject to very slow random fluctuations, 
ind ‘a device could be conceived which would indicate some 
juality of these fluctuations, analogous to the poet’s unusual 
‘eeling of contentment—it might for example be made to. 
ndicate whenéver- these fluctuations had been less than their 
iverage for a period of ‘three days. The machine would need 
1 storage system for a few thousand words and some teletype 
>ffector system. - 

All tbat is now needed is to give it its. instructions as to 

‘value.’ The-first set” of instructions would assign a separate ` 
value to all possible visual patternsson a scale which ‘would 
serhaps assign highest marks to those representing Rita Hay- 
vorth in the Alps, and lowest marks to a Japanese soldier in 
Shoreditch. The second set of instructions would ensure that 
when a visual: pattern of unusually high assigned value is 
resent simultaneously with a state of unusual stability | the 
nachine would have no alternative -but to organize its. word 
store into a poem. For this it would be necessary to have a 
third set of instructions which. would assign a value tò all - 
IOssible word sequences. The extent to which this set of 
values was itself influenced by. the particular. visual pattern 
ind by the conventions of grammar and syntax would determine 
he extent to which the final poem would resemble those of 

7 


Wordsworth , or: Ezra Sound: Perusal of an “ Anthology of 
Bad Verse ” suggests that stylistic inconsistency should perhaps 
receive a lower valuation’ than nonsense. The machine would 
also require additional sets of instructions assigning values ig 
The 
- machine would then proceed to ‘play over to itself all possible 
permutations and combinations of its few thousand words, and 
it would stop only when it had reached that particular set of 
words which its instructions have determined shall be valued 
highest. -If, in the end, its operator does not agree that the 
machine has produced a fine poem, he has made an error some- 
where in the values ‘he has given it. $ 

It ig thus not totally - inconceivable to ima gine a machine. 
‘which will, look at.a view, and, if it is in the mood, be com- 
pelled to write’ a poem about it, and after-'some short delay 
type out, without error, a masterpiece. The typewriting 
monkeys will in time produce Hamlet, but these machines are 
by no méans typewriting monkeys if their overall activity can 
be controlled by the process of assigning values to their opera- 
tions. For example, if’ electronic impulses were made to 
represent words, Professor Jefferson “ cannot see that anything 
but jargon would result.” But the net result of these instruc- 
tions could,-be that all tendency to jargon utterance was 
suppressed, and only non-jargon resulted. 

The crux of the matter appears to be that the class .of 
computing machines at present available could, if sufficiently 
elaborated, -produce what we should. judge, to be a masterpiece 
equivalent to Hamlet -with far less wasteful effector, effort 
than the typewriting monkeys. Discussions of whether such 
machines “feel” simply reduce to’ verbal definitions. The’ 
fact that we have not a poet but a man-made poetry machine’ 
which might well have a volume of'a few cubic miles and 
need millions of man hours to prepare its instructions is irrele- 
vant to the point. ` Professor Newman says that “the first 
question which will have to be asked if§ Can anything that 
- can’ be called thought - be imitated’ by machines, and, if so, 
.how much?” This' question again seems too much bound 
up with verbal definitions to'be satisfactory, 

These machines have indicated to us a way in which a 
fundamental ‘gain in efficiency could be made over the type- 


~ writing monkey, but to a biologist at first glance a mechanism 


as described above seems of a fundamentally, less efficient class 
than that which exists for the game purpose in the brain. The 
behaviour of living protoplasm involves principles—for ex- 
ample, of growth and organization—to which. there are no 
mechanical or electrical analogues, and, as Professor Jefferson 
indicated, it is absurd to imagine that the cerebrum functions 
without calling on them. There seems nevertheless to be a 


‘tendency at the moment fór biologists and others to react bs 


if some unwanted. electrical gadget was being sold to them. 
It would, however, seem appropriate to acknowledge that the 
progress that is now being made in the science of the classifica- 
tion of mechanisms may ultimately have a liberating infiuence 
on biology’ akin to that brought about by Darwin.—I am, etc., 


J. A. V. Bates. 


SE a Partial Cion for Peptic Ulcer 


f 

@ Sm,—The article by Mr. John Hosford on certain aspects 
of partial gastrectomy for peptic ulcer (May 28, p. 929) deserves 
comment. He has compared the ‘results of resections with 
.Jetrocolic gastro-jejunostomies,-as well as -gastro-jejunostomies 
‘with a valve and gastro-jejunostomies without a valve. Mr. 
Hosford. has classified the results as excellent, satisfactory, and 
bad, ‘but has not reported the incidence of anastomotic ulcer 
‘Or early postprandrial distress (the dumping syndrome). 

‘It is well, established that the smalL intestine demonstrates a 
gradient of susceptibility. to injury by acid-pepsin. extending 
from the upper to the.lower portions. The use of a retrocolic 
anastomosis -has been advocated on the basis of this evidence, 
since a shorter, and hence less ulcer-susceptible, afferent jejunal - 
loop can be used. The comparison of retrocolic and antecolic 
‘anastomoses should be made on’the basis of the incidence of, 
anastomotic ulcers. 

On the other hand, the Hoffmeister type. of anastomosis has 
been particularly en eraiey to prevent the dumping syndrome. 


London, W.C.1. 
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' Only a small. portion. of the-cut end of the stomach is used avoidia similar fate. that I venture to obtrude these: Senora 

to make the’ gastro-jejunostomy, the remainder of the cut reflections upon the attention of your readers, in supporting 

end being closed to. form a valve. Some feel that the incidence the demand that certainly exists among discerning patients for 
r. of the dumping: syndrome should be less when such a valve is more specialization in this branch of medicine.—I am, etc., 


‘present than- when the entire. 'cut'end of the stomach is. used . S INVALID. 
= the ee ieee type). In. cule ne Sree Epidermolysis Bullosa ; 
and gastro-jejunostomy with. a yalve or without 'a valve, this 
should. be done’ onthe basis of ‘the incidence of ‘postprandial Sm,—I should like to illustrate Dr. Parkes Weber’s letter 
' distress. (June 4, p. ‘1007) by quoting a case of epidermolysis bullosa 
Unfortunately’ Mr. Hosford’s report does not answer the | which I saw in the rae East during the war. 
important questions in- regard to retrocolic and antecolic gastro- The patient, aged 39, was a 
jejunostomies and es with’ a. valve or without . driver in the R.A.S.C. who com- 
a valve.—I am, ete., plained òf recurrent blistering 
Chicas, ‘Devin. Bane of the feet and ankles “all his 
Pii Chlorosis l life.” On éxamination,. both his 


t sh id f rup- | 
Sip, —I]t would appear that chlorosis, in the’ form described R EN A EEA, a l 


‘first by Lange’ in 1520' as: De Morbo Virgeneo, is of sufficient 
rarity now to -warrant the recording of the following case. underneath the toes. There were 
The last report ‘of this syndrome, in British literature’ would : : apne 


ld th I 
appear to be~ that of Dunkerley (rinsa i Journal, Boni ae ecit ae 
1936, 277), 7. : 


one large unbroken bulla was 
‘A girl.aged 19, a shop assistant, attended the medical out-patients’ seen near the head of d o ' 
) department of the Royal Surrey: County Hospital‘ on “Aug. 21,1948, ' the first metatarsal. AET. 65 

complaining of swelling of the ankles and shortness of -breath for the There was’ some. : 
past three months: ' The menses were irregular.. The: appetite had , thickening of the 
recently become poor; there’ were no definite dislikes. On examina- aaa ot : ee ae 
tion, the patient was a pale, plump girl with marked’ greenish-yellow < in t © TERIO i i 
pallor, showing several areas of definite greenish:pigmentation on-the - of the heels, under : 
` forehead and malar regions. fa abe was slight oraema of ankles. which collections of 9 Q ONE SISTER, 'AET.5;, 
‘No other abnormality was, found. fluid were seen. `> | ,  AET7', AET2 UNIEFECTE 

Blood count: red cells 2,350, 000; white cells 6, 300: haemoglobin’ There were no strik- ` 
25% (Haldane) ; colour ‘index’ 0.5:;, mean corpuscular diameter 6.6-" ing changes present in Mik or toes. The’ cee shows 

_ 7.2 p; packed cell volume 18%. Differential white cell count: poly- some of the lesions on. the left foot. 


morphs 33%, lymphocytes 65%, monocytes 2%. -Film: marked degree ‘A: most interesting fami ; f ; 
g family history was given. The family tree 
Sle rarer a haa Ane er da predominance of shows how the condition affected three’ BeHeranons (only the 


ated on the plantar surfaces and 














; oe } UNAFFECTED 


e 


iymphocyte'series; no early nucleated cells found: Sternal puncture: f h 
normal differential count. Test meal: acid curves within normal feet in each case).—I am, etc., 


limits. Urine; no abnormal constituents. As treatment, iron and " Nottingham. ‘ a a E H. Lee, 
ammonium Citrate 30 gr. (2 g.) and, ascorbic acid .50 mg:. were given . Pa a i 
a three times a day. The patient made an uninterrupted recovery, on * |. ` Diagnostic. Tests for Phaeochromocytoma 


‘the above therapy, and on Dec, 31, 1948, her haemoglobin was 90% : . , i ; l 
(Haldane) and: red blood célls 4, 950, 000. She had’ lost her marked, Sir,—In' the. interesting article with a report of a case ‘of 


greenish coloration’ and now had a pinkish complexion. B Seay Dy, aa T. M. Reid ; E a 
_salor (June 25, p. and in the annotation `(p. 

BR oli ene frie Daye peat soa it sec functional tests for this tumour are discussed. Histamine and 

believed to be due to poor ventilation and. deficient diet. .  acetyl-8-methylcholine-chloride: (stimulating a paroxysm_ of 


hypertension), and ` the -anti-adrenaline compounds benzo- `’ 
I wish’ to thank Dr. J.-H. Cobb for permission to report this case. . dioxane and dibenamine (causing a-'drop in blood pressure), - 


—I. am, etc, |. ' l a ' . were mentioned; Yet another test ‘might perhaps be. of: 
Guildford, Siy., ee Jane’. FULLERTON. ` interest? LaDue, Murison, and Pack: have tried in a case 
\f i y , . of phaeochromocytoma, which was successfully removed, 

> ‘Research. in Rénal eee i tetraethylammonium bromide and found it‘ more satisfactory 


Sir,—I should like’ strongly to endorse the views put forward than.‘histamine diphosphate, as. the rise in the blood pressure 
- by Dr, A. A. Osman (May 21, p. 910) on the importance and could be controlled by a change in the ponents posture 
, urgency of training a sufficient number of competent nephrolo- (tilting: table ‘or bed). 
gists and‘ of providing them with the necessary facilities for their l Tetraethylammonium bromide does not inhibit the aeon of 
, work, . yo adrenaline ; it acts by. blocking transmission of nerve. impulses 
I write not only as a doctor but as a patient; for I am the to the autonomic ganglia, and in normal individuals 0.2-0.5 g. 
victim of a disabling form of renal disease by reason of which; ofthis drug will produce a fall of blood pressure. In the case 
though in the ‘prime. of life, Ihave been totally incapacitated mentioned: above hyperpiesia. was observed after intravenous 
' for the past’ five’ years; In these circumstances, though I injection of 400 mg. of. tetraethylammonium bromide, with a- 
‘ cordially agree with everything that has ‘been written’ in this rise in the .blood pressure ‘within 30 seconds from. 75 mm. 
“ correspondence’ regarding. the importance of research in renal Hg systolic and 105 mm. diastolic to 270 mm. systolic and 
disease; I am not unnaturally more immediately interested in, the , 160 mm. diastolic. The raised. pressure lasted 15 minutes: 
A application of current knowledge to the problems of'the patient. On change-of posture, from supine to standing erect the blood 
-~ Dr. Osman does not’ overstate the case when he points-out pressure was. brought down from 230/125 mm. to 95/80 mm. 
that too many patients receive little more than cursory attention. ‘4 direct ‘stimulating effect on- the tumour cells by the drug 
‘My own experience. of' this aspect of the question has been. appears to be unlikely in view of the rapidity with which the: 
bitter indeed; for I have every reason for believing that had my blood pressure rises after its intravenous administration. i 
illness had expert handling in the earlier stages I should‘ now The tumour, which was removed weighed 298 g.and con- 
\ ,be a fit man. It was, bungled’ because those responsible were tained 8 g. of adrenaline in 200 g. of tumour tissue— equivalent 
-Brought up in the complacent tradition that the investigation and . to 8 litres of 1:1,000~solution of adrenaline. ` Ninety-eight 
“treatment of renal disease can be taken in his-stridé by any grammes were fluid and contained 100 mg. of adrenaline. The 


general physician. ' concentration of adrenaline was. egua to 4% of tissue by 
. L now- know better, but'I have had to pay a heavy-price'to ' weight.—I am, etc., a ; 

. gain ‘this knowledge. Moreover, since I perforce became Northampton. ` : l B. OLLES. 
“kidney conscious” many other tragedies of a like kind have - pi REFERENCE l 
come to my knowledge. It'is in’ the hope that others may r 1-Ann. intern. Med., 1948, 29,914. r 
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l = Dect ee ae psychiatry, whether on the: psychopathological level or on thi 
Š i Abortions and Psychoneurosis + _ level of administration. Only. those who have dealt with 
oa aly rea es a hagas Bourne and Dr. Paul R. ‘suicides can realize how humanly impossible it is to preven 
gee ee , 2 are time 7 a i important. This problem a determined patient from carrying out her intention, By th 
Rete E adei men i ee T n so unless . same token, only the psychotherapist knows, and fully unde 
ee B i yee ToT ic ia Safeguard the , stands, that an illegitimate’ pregnancy merely. provides ti 
In sehen st is. ae a 2 Ey Sr Ogist. . occasion for the self-destructive tendency. ' 
E a A SN S ae & E if its l Mr. Bourne’s somewhat airy way of talking about mode 
sig creeper as ie en aay ae ealth, H, . ‘methods in the treatment of depressive states needs toni 
as istficanion tor ene eee: on a oe ess is a o ‘down. To administer convulsive therapy to a woman pregn: 
oe emg R EE ae a ee : e FRE involved with an unwanted <child would constitute one of those tre 
Gis alen is sae ae eae to this Is where ‘farcical procedures only too common ‘inthe professional hi 
oe RI nape F ple. bhe vast majority are not— ‘of our mechanistically minded practitioners of to-day ; to 
y-are in as of anxiety and depression, and usually more humane ‘psychiatrist it is unthinkable-—I am, ete., 
threaten suicide unless the alleged cause, the pregnancy, is l > 
terminated. Although these patients are certainly mentally Wee 7 one 
ill, they are to be viewed with suspicion, because in-such an i... s 
illness one retains 'a.degree of, choice as to the course of the’ ... SIR—Mr. Aleck Bourne’s letter (July 2, p. 31) raises n 
symptoms which is.not present in organic conditions. ' ‘important’ points with regard to induction of premature la 
I think there'is one very good criterion of the genuineness °F therapeutic aBortion in the prophylaxis or treatmer 
` and sincerity of the patient’s mental distress in such cases. Ask  PSychoneurosis, during pregnancy. The vast majority of 
the patient if she is willing to undergo treatment for the mental married, and a considerable number of married, women 
illness as a voluntary patient in a mental ‘hospital: The find themselves pregnant against their will, though anxic 
genuine depressives who want at all costs some,treatment for have the prégnancy terminated, afford no legal indicatic 
their anguish will consent, albeit reluctantly, and it-may then interference. But where the gynaecologist suspects an 1 
be left to the hospital authorities tó decide whether termina- lying psychological instability, on the “basis of which the 
tion is an essential part of the treatment. The hysterics.(and ancy -is causing a grave, psychoneurosis with the like 
‘ they are many), and those whose symptoms arebeing consciously, Of suicide or psychosis, interference may be justified. 
or unconsciously’ exaggerated in-order at all’ costs ‘to: get rid > Where it is possible to obtain a report from the p 
of the pregnancy, will usually not be willing. In fact, the, usual medical adviser, who has a knowledge of her past } 
immediate reaction of. the patient’ when this course of actidn logical history, this should afford valuable guidance ; ap 
is proposed is pathognomonic and enables one to separate ful examination by one or more psychiatrists of stanc 
the sheep from the goats with a goad. deal of assurance. determine her ‘pr esent condition, should both help the 
' The Lunacy and' Mental ‘Treatment Acts are designed to cologist to make a decision and protect him from any s 
safeguard ‘the interests. of the mentally ill. I think a good of unjustified interference. Many such patients need 
deal of trouble and anxiety would be saved if doctors would . therapy efter interruption, though many of them ca 
apply them in these cases. If a patient has attempted suicide Will not undergo it. > í 
there should be little difficulty. Such a patient ‘is ipso facto The patient, ‘or her relations, should always be, war 
“unable to manage herself or her. affairs or a danger to herself ` nọ surgical operation—not even, the removal of tons 
or othérs,” and: the proper place for her is a mental hospital, , an ingrowing toenail—is completely devoid of dang 
either voluntarily or under certificate. .The.threat of suicide, interruption, by-a skilled and experienced operator 
. which in these cases is very like-a pistol pointed at the doctor’s skilled anaesthetist, is relatively safe. It is impossible t 
head, is similar. When the criterion I have suggested is adopted, reliable statistics on this point, but I have seen 
those with strongly motivated mental symptoms usually hasten -fatality in 34 years. W 
to assure one that “ they don’t really mean it seriously.” My ' Mr. „Bourne's letter contains two errors. He ass 
experience in these cases is that this is so and that they do, only “a fewimillilitres of a mildly irritant paste” i 
not in fact attempt suicide. ` The manufacturers of the paste recommend from 101 


As a psychiatrist I am not infrequently ‘being faced with this’ “centimetres. In induction of premature labour a: 
problem. ‘This is as it should be, and'.a psychiatrist is the 40 or 50.cubic centimetres are sometimes used. Ir 
correct specialist to advise if specialist opinion ‘is,thought neces- experience of this technique I have never until the p 
sary. So far as my experience ‘goes, Dr. Saville need ‘not seen any sign of shock. He refers to one “ allege 
fear that the: procedure:'can only be carried out by ‘paying -at self-destruction. The ‘patient’s mother infi 
impossible fees. The gynaecologists with whom I have worked “psychiatrist,. and repeated on oath at the inques 
have all preferred, and mostly insisted on, carrying out the daughter had taken an overdose of “adalin ” and 
‘procedure in hospital.and not in a nursing-home. Admission on the’ gas in an attempt at suicide. ' 
to hospital, either a mental hospital or-a psychiatric bed in a Dr. P. R. Saville (uly 2, p. 31) is unduly pessi 
general ward, has other advantages, too. A decision in any ‘the treatment of “such cases at public hospitals. 
doubtful case can be reached much better -after a period of course, depends onthe individual views of the 2 
observation in hospital than at a single psychiatric consultation, and gynaecologists at the hospital; but in a nur 
besides being, as I have, tried to‘show,‘a good diagnostic test. which I haye referred to public hospitals for con 
By adopting this criterion. one is able-to dé one’s best for, interruption the ‘operation has been carried 
the patient, which is the first and most important consideration. psychiatrists decline to recommend, and some { 
I feel, too, very strongly that such a yardstick also enables decline to carry out, interruption, both in private 
one to safeguard the highest professional standards. ‘his, too, ~ at ‘public hospitals, even in cases where they be 
is important, for it would be idle to pretend that there are ‘indicated, because they are afraid that they may 
not some patients who. are willing to pay almost anything tò -of improper practice by colleagues who do not kr 
have an abortion recommended and carried out. , ' ‘of the cases. Fears of this sort are more likely 3 
_ To summarize, I would agree‘entirely with'the last paragraph -in hospital’ practice, since at a hospital all mt 
of Mr~Bourne’s letter. The cases of mental disturbance where. . staff know what operations are undertaken there 
termination of pregnancy is indicated are uncommon.—I am, The present situation with regard to therapeu 
a 2 TE -of pregnancy is far from satisfactory for medic: 


Kingswinford, Stafis. , 


‘ etc., i ! E j 
Manchester. | E. Howarp KITCHING. since it offers opportunities for abuse by the un 
gi dat te f 


‘ at the same ‘time exposes the-most scrupulous t 


Sm—Mr. ‘Aleck, Bourne’s Jetter’ July 2, p. 31), while Of malpractice, But it is easier to find fault v 
enhancing his reputation as”a gynaecological surgeon, does position than to suggest satisfactory alterations— 
very little indeed to make" us’ respect his knowledge of ` London, W.1. Ne 
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= Dr. H. Bruce Low.writes: As ‘an intimate friend of HENRY 
ANSTEY Cookson may I add a few words tothe tributes already 
paid to him (June 11, p. 1055)? Cookson was richly endowed 
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of sport, especially shooting, golfing, and fishing. To his 
widow and two surviving children, one an officer in the Gurkhas, 


the sympathy of all his colleagues and friends will be extended. 
—H. N.F. i ý i 


` 
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Dr. LAURENCE SEBASTIAN MORGAN, of Grenada, British West 


Indies, died at Virginia Water, Surrey, on, June 9, aged 67 


years. He was the elder brother of Dr. H. B. W. Morgan, M.P. 


and had unusually varied opportunities for gaining experience. ~ for Rochdale. He qualified later in life than usual, and after 


He was pathologist to a busy provincial hospital, and material 
from other hospitals in a thickly populated industrial area was 
sent to him; all of which made him claim to be essentially a 
clinical ‘pathologist. But he became also an expert in forensic 
medicine, and coroners” and judicial courts relied to an increas- 
ing extent on\his investigations and testimony. His-attainments 
were recognized by his colleagues in Edinburgh admitting him 
without examination as a member of the Royal College -of 
Physicians and later promoting him a Fellow.. His scientific 
standing was acknowledged by his election’ as a‘ Fellow of the 
Royal Society of Edinburgh. iS 
Cookson’s interests were wide. He was equally at home in 
discussing moths and butterflies, gannets on the Bass Rock, 
palaeolithic prehistory, the internal workings of a motor-car, 
the intellectual and cultural qualifications ‘of bishops, or, it 
seemed, anything and evérything. He had shrewd, wise, and 
provocative opinions readily expressed on any subject that 
happened to be mooted. He was prepared to say what districts 
of the country motorists had passed through by an examination 
of the insects adhering to their windscreens. With no paráde 
of piety, he had definite religious convictions. He cared not 
whether a:man was Episcopalian or Presbyterian, but he dis- 
dained any who were devoid of religious principles. Pride of 
race and in his country’s achievements. were a portion of the 
deeper parts of his character. l 


~ But among his friends this man, affectionately known as 


short service in the R.A.M.C. in the 1914-18 war (from -which ~ 


he was invalided) he returned to the Caribbean area and joined 
‘the Colonial Service. .He was stationed for the remainder of 
his life in the Colony of Grenada and its satellite islands, and 
did at different periods many malarial surveys for the Govern- 
ment. He was secretary, and later president, of the Grenada 
branch of the B.M.A. Finally he acted as chief medical officer, 
medical officers of prisons, and principal medical officer of the 
asylum and quarantine station until his resignation. 
buried in Highgate Cemetery, London, after a service at. the 
Dominican Church, Southampton Road, Hampstead. 


i 


. Dr. CHARLES Morton Gavin. ELLiorTr died suddenly on 
June 10 at the age of 68. He was born in Geraldton, Western 
Australia, and educated at St. Peter's College, Adelaide. He 
started work in a shipping firm, but gave this up to study medi= 
cine at Edinburgh. He took the Scottish triple qualification in 
1914, and was a house-surgeon at the Royal Infirmary, Edin- 
burgh. Afterwards he worked as an assistant to Dr. Ronald, 
of Larbert. On the outbreak of war in 1914 he joined the 
R.A.M.C., and served in France for four years. He was twice 
mentioned in dispatches. After the war he returned to Edin- 
burgh, to take his D.P.H. in 1919, and later settled in- practice 
in the High Street, Old Portsmouth. He built up an extensive 
practice, especially with Service families, and continued with his 


“Cookie,” will be remembered chiefly for his boyish impishness \ work ‘until sliortly before his death. During the*recent war 


and fun. To be in his company was a delightful entertainment. 
‘A humorous remark quickly broke through the reserve of 


strangers, and a picture comes to my mind of the learned scientist, ` 


sitting on his luggage in the corridor of a wartime crowded train, 
taking his part with a group of passengers in reading a play 
which a hitherto unknown fellow-traveller happened to have in 
his.bag, the whole performance promoting hilarious enjoyment 
on an otherwise tedious journey. Be his desk never so high 
with work waiting to-be done, he followed you out of his office, 
along the passage, down the stairs and to the outer door, firing 
off \quips, jests, and leg-pulls that made the escape of the 
willing victim difficult. With all his learning and bonhomie, 
‘there was a surprising tenderness and depth of feeling for any 
who were in trouble. His imagination readily put him into. 
the predicament of the ‘unfortunate one and he was apt with 
sympathy and proffered help. The world of his acquaintances 
is left sad’ and impoverished’ by the loss of this remarkable and 
lovable man. `` 8 


Dr. ALISTER Forges Cowan died: at his home in Lincoln on 
June 9 at the age of 62.. For the past two or three years he 


had been handicapped by illness but had carried on his practice. 


‘with characteristic pluck. Born in Edinburgh, he was educated 
-at-Merchiston Castle School and at Edinburgh University, where 
he graduated M.B., Ch.B. in 1912. He took the F.R.C.S.Ed. in 
1923. After holding resident appointments as house-surgeon in 
‘the Royal. Infirmary, Edinburgh, and as senior house-surgeon 
at the Royal Sussex County Hospital, Brighton, he joined the 
late Dr. F. J. Paley in practice in Hove. He served in the first 
world war as a captain, R.A.M.C., and subsequently migrated 
‘to New Zealand, where for some years he practised at Akaroa 
and had charge of the hospital there. Always interested in 
gynaecology,.Cowan decided to specialize in this subject and, 
moved to Wellington, but unfortunately s was soon incapaci- 
tated by illness. After ‘his recovery he settled in Lincoln, where 
he practised for the rest of a busy life. Alister Cowan’s buoyant 


_ and enthusiastic temperament carried him through all difficulties, 


and-his sunny nature made him many staunch friends. He was 
‘a fine quarter-miler in his young days, and he loved every kind 


4 


` 


a” 


Dr. Elliott carried on under difficult conditions, for his house 
and surgery were destroyed by enemy «action. A sound 
physician, he never spared himself in his devotion to the highest 
ideals of his profession and to, the welfare and comfort of his 
patients. His qualities won him the respect and affection of all 
classes. He married’Alison Jones, of Larbert, in 1919, and she 
survives him with a daughter and two sons. 


Mr. HYMAN BARNETT LIEBERMAN, Who died in Nottingham on 
June 25 at the early age of 46, was born in Sydney, Australia. 
He graduated M.B., Ch.M. at the University of Sydney in 1926. 
He then came to this country, and was appointed house-surgeon 
to the’ late Mr: A. R. Tweedie and Mr. H. Bell Tawse at the 
General Hospital, Nottingham. He had a natural ability for 
ear, nose, and throat surgery and soon-decided to make this 
his life work. He took the D.L.O. in 1930 and the F.R.C.S.Ed. 
in. 1932. After gaining’ these higher qualifications he was 
appointed hon@rary aural surgeon to the Mansfield and District 
Hospital, and clinical assistant to the General Hospital, Notting- 
ham. In 1936 he was appointed honorary assistant surgeon 
at the General Hospital, Nottingham, and throughout the war 


He was“ 


~ 


years, following the death of Mr. Tawse, he was in ‘charge of ` 


e ear, nose, and throat department. 
with a depleted staff, and little leisure, undoubtedly contributed 
to his early death, for he never spared himself in his service 
to his patients. After the war he retired from the Mansfield 
and District Hospital in, order to concentrate his work at the 
General Hospital, Nottingham, where he was appointed to the 
full staff in 1947. He always had a hankering to go back to 
Australia. In 1948 he resigned his appointments and travelled 


_to Perth, where he, intended to continue the practice of his 


specialty, but anxiety about the health of his children led to 
his early return to Nottingham. Not long after this his own 
health broke down ; his death from pneumonia was unexpected 
and tragic. It could be said of Lieberman that he had three 
interests—his family, to whom he was devoted, music (he was 
an accomplished pianist), and his work. The esteem in which 
he was held by his colleagues and his patients was an indication 
of the character and value of his services.—G. G. 
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Dr. GEORGE THOMAS, WILLAN, a well-known. Hove practitioner, 8+ lb. and was apparently normal in every. way. This ‘meant a 
died suddenly at his home.ọn June 24 at the age of 74. gestation.period of either 186 days or 360 days.. The wife, so 
Dr. Willan received his medical education: at Cambridge and > far as the evidence showed) was a respectable and hardworking 
Guy’s Hospital, taking: his B.A. in 1898 ‘and, the conjoint woman with a small child who lived with -her parents. She 
diploma in 1891. In his early’ days he was especially.interested worked-as an assistant linesman’on the railway. No allegation 
in industrial medicine, and ‘wrote several articles for Pitman's. of misconduct was made against: her. In November and 
. Dictionary of Industrial Medicine,- including, those on the December, 1945, about nine ‘months before the birth, she wrote 
medical examination of employees, factoryvhealth, and factory to her mother-in-law and husband as if with a clear conscience, 
records and statistics.. During the South African war he was and.when jt took place she notified him .by telegram and by 
attached to the 17th Lancers as a civil surgeon. . In the 1914-18 letter. as ey 
war he commanded the 82nd Field Ambulance in the -27th The Commissioner was satisfied on the, medical evidence that 
Division from 1915 to'1918! He served in Belgium, France, the child could not have been conceived as late as 186 days 
and.Macedonia, and in ‘1917 was awarded the D.S.O. and men- before the birth, but on the question whether the 360 days’ 
tioned in dispatches. He was invalided from Salonika in 1917. gestation was possible he had to ask himself whether the extra 

' Dr. Willan practised in Carlisle and later in Milton Regis and 14 days over the period of 346 days previously accepted by the 
Sittingbourne before settling in Hove. He-‘had given valuable courts was such as to tip the balance between a reasonable and 
service to: Many organizations, ‘including the South African a fantastic doubt, for adultery has to be proved beyond reason- 
Veterans, the R.A.M.C. Association, the Ypres League, andthe: able doubt. ‘He did not think it right to condemn this respect- ' 
St. John Ambulance Brigade. \In 1935 he held the’ office of able woman, who had sworn that: she had not committed mis- 
president of the Border Counties Branch of the-B.M.A. During conduct, on speculation alone. He could not say, on the court’s 
the recent War he was in charge of a camp reception-station in. ` judicial knowledge of natural: Jaws, that 360 days was an 
Brighton. Dr. Willan“ was.a good all-round’ sportsman, and |’ impossible period, and so was not satisfied beyond reasonable 
enjoyed a regular dip: in the sea up to the last.. He is survived doubt that adultery had been committed. 
by his widow, ‘one son, and two daughters.” The profession in An appeal has now been entered in thjs case. 
Hove has lost a fine. representative of the old type of general’ .— 
practitioner, who will be much missed not only by his many ` j 2 l n 
friends and patients but also by his colleagues, with whom for ' > ni Iting l j 
many yeąrs he had worked in steady friendship. He was a Universities and Colleges 
good.comrade who could always be relied on for help/when A 7 
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ua aaa ae Ae TETIN . UNIVERSITY OF CAMBRIDGE 

Dr. Joun GALWEY LEEBODY, , medical superintendent of The following candidates have been approved at'the examination 
‘Fulham Hospital and formerly medical superintendent of ,, dicated: / . 
St. George-in-the-East Hospital, died.in Hammersmith Hospi- FinaL M.B.—Part II (Principles and Practice of Physic, Pathology, 


” tal-on July 2 at the early age.of 49. Although he had‘been.in „and Pharmacology): J. Armstrong, G. K. Barker, A. Bates, P. E. 
' indifferent health’ for some time, his death came as a great: eae $ I. ia re E. r A. Bott, J. F. Boyle, B. I. Brown, 
‘\shock to his many friends. Leebody was born in Edinburgh, Claphani, EA. Cod it PE iia is Pag A toe = p 
educated at Merchiston, and graduated M.B., B.Ch. at Edin- Taylor; W. G. Dawson, R. D. Eagland, J. G. Elliott, M.A. msaa 
burgh in 1923. He obtained the F.R.C.S.Ed. in 1936. Most of $ 3 Eo; Traer E E 


urgi ; : ae ot oC ) : R. W. Fairhead, E. H. R; Ford, P. R. Freeman, A. Gol, D. Gough, 
his professional ‘life was spent in the municipal hospital service. G. A. Gresham, B. M. Grimmett, E, C. B. Hall ‘Craggs, J. R. Harris, 


He was a capable surgeon, but of recent years had devoted more E. H. Hemsted, R. N. T. Higgias B. J. Hockey, L. B. Hunt, L. C. 
and more time to medical administration. At work he was Hurst, I. P. James, E. W. P. Jones, M. J. Kehoe, D. S. Kerr, H. P. 
conscientious to a fault, neyer sparing himself and doing evéry- Kilner, A.-J. Lane; D. G. A. Leggett, D. W, L. Leslie, H. P. Lotten- 
' thing he could for his patients‘and for the East End -Hospital TE x eee J Beers aes .C, McCance, I. R; McWhinney, 
he loved. The hospital building was badly damaged during the. J'y Nane H.R. Odlee Bb” a pee ie hs Te vonon: 
war, and the anxiety of these years was no doubt an added. pipe re ae t. or terns, S. T. H. Hv 


? i MMA : l beam, K. N: J. Pocock, A. Polak, H. T. Pym, J. H. Ra . M. 
strain on his health. Leebody was a man of high integrity and Roberts, C. A. Rogerson; J. B. Self, V. H. Smith, J. F. Sovchi. A x 
infinite charm who endeared himself to`all who-knew him. He Spencer, J. Stevens, T? E. Stockley, R. A. Struthers, T. J. Sullivan, 


Was an ideal companion, quick: with the’ happy phrase that M. K. Sykes, D. G. Thompson, P. W. Thompson, E. Veldhuyzen, 
neatly sized up a personality or a situation. -In sport he was , D. P.’ Wagstaff, C. B, Walker, I. S. Waller, S. A. Wartski, J. F. 
an all-rounder, though his activities in this field had necessarily Watkins, R. G. Watkinson, E. J. Watsori-Williams, D. D. Webb, 
been curtailed: of late. - The deep sense of loss /felt by his. E: K. Westlake, J. L. Whitby, B. F. Whitehead, M. Wilkinson. 
colleagues. will also be shared .by the many nurses. who worked” - i 
with him.: ‘He is survived by his widow and a young son, to’ 
whom the sympathy of. many friends will be: extended:— 
J.R.M.W. ` a, ' 


UNIVERSITY OF ST. ANDREWS 


The following candidates have been approved at the examinations 

indicated : f . l 

Se a  M.D.—Elizabeth M. Ford, D. Myles, D. Thomson. 

ce ae a l rit gee RE G: F. Adams, O. R. Akinshete, Anne Astley, T. S. 
Ree ats $ 4 l l i ` _ ‚Beveridge, S. C: Cameron, R. E. Candlin, P. G. Cannon, Jean E. H. ~ 
-C '%. Medico-Legal’' =.. 


b , 
ame- 


Charlton, ‘Elizabeth M. Chester, J. J. Christ, Denys P. L. Cooper, 
J. A. Doig, D. W. Emucháy, Denys V. I. Fairweather, Eileen R.—~ 





3 = 7 one A i = Galloway, ‘D. G. Garrow, C. W. Grant, P. W. Grant, 
‘ : . eila C. Grant, J. D. Green, W. Guthrie, J. B. W. Halley, F. T. 
A STILL LONGER GESTATION P ERIOD Hardy, Margaret M. A. Harley, W. A. Henderson, P. M. Joubert,- 

$ [From OUR MEDICO-LEGAL CORRESPONDENT] ` y Margaret M. Kennedy, G. Kerr, A. S. Liddel, A., S. Lindsay, 


’ “ee ; ; , ' Doreen S. Lowson, Anthea L. MacBean, Mary E. McGavin, J. A. 
Where divorce suits have been founded wholly or chiefly ón . McGregor;, A. D. Mclnness, A. M. McLeod, Margaret G. 


‘ abnormal length of gestation the Divorce Court has accepted Macnaughton®R. A. Main, Pamela A. Mais, Muriel I. K. Nicoll, 
as possible periods of gestation 346 days in 1947 and 349 days’ Isabella G.‘R. Nimmo, Joan North, Margaret Oliver, Evelyn J. 
in 1948" Mr. Commissioner Blanco White, recently retrying ETBN Joan E. Perry, I. R. Purdom, I. H. Redhead, A. W. 
a petition previously heard at Chester in December, 1947, would ``’ ap ete ee ee n po J . N. Rushforth, A. 
not;reject 360 days.” A leading aircraftman serving in Germany’ Janina Zaborowska, ea aa : 
had home leave from Aug. 7 to 17, 1945, and was demobilized’, Sa ial 

_ on: Feb. 9, 1946. Between) those dates he had no access to his a UNIVERSITY OF LONDON - - 

, wife, but on Aug. 13, 1946, she bore a child which: weighed mpe following members of the medical profession have been 


1 Wood v. Wood: Hadlum v. Hadlum. appointed representatives of the University on the governing bodies 
i 2 Daily Telegraph, March 25, 1949. ` of the institutions indicated in parentheses: Professor S. J. Cowell 
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,- and Professor E. M. Killick (King’s College of Household and Social 


Science); Mr. J. B. Hunter (Royal Free Hospital School of 
Medicine); Dr. C. E. Newman (West London Hospital Medical 


School); Professor Jan Aird (Hammersmith, West London, and St.* 


Mark’s Hospitals); Professor J. D. Boyd (Imperial College of Science 


and Technology). ¿The following members of the medical profession 


have been reappointed as representatives of the University on the 
Councils of the Medical Schools indicated in parentheses: Dr. D. H: 
Brinton (Charing Cross Hospital Medical School); Sir Herbert 
Lightfoot Eason (Guy’s. Hospital ‘Medical. School); Mr. M. F. 
Nicholls and Professor Samson Wright (Royal Dental Hospital of 


' London; School of Dental Surgery); Professor A. B. Appleton and 


Mr. E. G. Slesinger (St. George’s Hospital Medical School); Sir 
William Gilliatt (St. Mary’s Hospital Medical School); Air Vice- 
Marshal Sir 'David Munro and Professor T. B. Johnston (St. 
Thomas’s Hospital’ Medical School); Sir Archibald Gray and 


- Professor J. M. Mackintosh (University College Hospital - Medical 


School). 
The following have been recognized as teachers of the University 


_ in the subjects indicated in parenthéses: London Hospital Medical 


r 


\ 


a 


College, Dr. M.-Weatherall (Pharmacology); Guy's Hospital Medical 


School, R. E. Rix, M.R.C.S., D.R.C.P., F.D.S., and F. S. Warner, . 


M.R.CS., L.R.C.P., F:D.S. (Dental Surgéry); St. Thomas’s Hospital 
Medical School, Dr. H. J. Anderson (Medicine) and Mr. R. W. 
Nevin (Surgery); Royal Free Hospital School of Medicine, Dr. 
Ursula Jamés ‘(Children’s Diseases), Dr. Sybil 
(Gynaecology), and Miss Jocelyn A. M. Moore, (Obstetrics and 
` Gynaecology); Postgraduate Medical School of London,, Dr. I. 
Doniach (Pathology); Institute of Psychiatry, Dr. W. C. M. Scott 
(Mental Diseases (Psychiatry) ). a 7 

Frank Cunliffe Ormerod, M.D., F.R.C.S. has been ‘appointed to 
the University Chair of Laryngology and Otology tenable at the 


- 


Institute of Laryngology and Otology, from Oct. 1. 


_ The following candidates have been approved at the ‘examination 


indicated : 
ACADEMIC ' POSTGRADUATE DIPLOMA IN MEDICAL RADIOLOGY 
(Diacnosis).—Part I: M. J. Lochrin, J. McN. Lockie, Joan M. T. 


MacCarthy. 

The following scholarships have been awarded for 1949-50 by the 
Royal Free Hospital School of Medicine: Mrs. George M. Smith 
Scholarship, Miss M. Y. K. Armstrong (Woking County Grammar 
School for Girls); “Mabel Sharman-Crawford Scholarship, Miss 
K. M. Barber (Lewes County Grammar School for Girls); MacIntyre 
Evans Scholarship, Miss J. T. Bryant (Royal Free Hospital School 
of Medicine); Dr. Margaret Todd Scholarship, Miss R. W. Shannon 
(Royal’Free Hospital’School of Medicine); A,.M. Bird Scholarship 
for Clinical Studies, Miss V. Rose (Royal Free Hospital School of 


Medicine). 


` The following candidates, at the London School of Hygiene and, 


Tropical Medicine have been approved at the examination indicated : 

ACADEMIC , POSTGRADUATE DIPLOMA IN _BacTERIOLOGy.—D. R. 
Christie, L. S. Grant, J. Guläsekharam, N. P. Gupta, F. L. Jackson, 
L! A. Little, Kamala P. Roe, J. Shrivastav, J. C. N. Westwood. 


` UNIVERSITY OF MANCHESTER 
Raymond Whitehead, D.Sc., M.D., has been appointed Reader in 
Pathology and Stanley Clucas Gawne, M.D.; D.P.H., D.C.H., 
Lecturer in Public Health Administration. 


UNIVERSITY! OF SHEFFIELD 


M. W. A. Gatman, M.B., ChB. has been appointed Lécturer in, 


Medical Pathology. a a . 
Dr. J. W. Perrott and Dr. J. F. Goodwin have resigned the posts 


of Demonstrator in Anatomy and Research Fellow and Tutor in 
Therapeutics respectively. : ee 


QUEEN’S UNIVERSITY OF BELFAST ‘ 

The -following candidates have been approved at the examinations 
indicated : . i ' 

M.D.—In Medicine: *H. Brewster, *J. D. Cromie, *Â, C. Houston, 
*C. Kirk, *W. T. Warmington. In Pathology: R. A. Neely. 

M.B., B.Ch., B.A.O.—A. F. Adedoyin, G. W. Black, R. Bolton, 
A. N. Bradford, P. D. A. Burns, Jane M. Caldwell, F. W. Charles, 
B. N. Christie, A. N. Dempsey, W. Fullerton, J. C. Gilmore, W. C. 
Green, A. T. Heron, L. H. King, Margaret A. Lynas, Yvonne A. B. 
McArdle, Elizabeth P. McKay, P. B. McKeown, Mary A. O. Moffatt, 
W. Moore, Betty Morrow, J. S. Neison, Frances ,A. Pope, G. 
Rutledge, S. Shaffner, W. Sinclair, T. W. Sloan, Jeannie Stewart, 
J. Tohill, M. Tweedie, W. Warnock, J. Wilson, Mary C. Wilson. 

! _ *With commendation. 
7. Su 


r 


G. Mocatta ' 
‘ College. The result of the poll was as follows: 


/ 


UNIVERSITY OF BRISTOL 

The following candidates‘ have been,.approved at the examinations 
indicated : ; 

M.D.—A. F. Rogers. . i 

FinaL M.B., Ch.B.—! *D. M. Gambier, * *June M. Smith, Joan H. 
Barnes, B. B. Beeson, D. J. Brain, Joan K. Cheeseman, Jennifer M. 
Comely, P. C. Farrant, Elizabeth M. Fraser, Patricia M. Gilbert, 
Pamela M. Hellings, Sybil: E. Jacob, C. D. Linton, J. P. Martin, 
Elizabeth M. Morgan, June Morgan, P. A. Normandale, J. S. R. R.. 
Old, H. Schnieden, ‘J. D: Sheward, Medora Storkey, M. P. Walker, 
G. Walters,‘Olwen J. West, Catherine C. White. In Group I only © 
(Medicine, Public Health, and Forensic Medicine): Pamela Hawkins. 

DIPLOMA IN PSYCHOLOGICAL MeEpicine (Part II).—I. M. Davies, 
I. A. Macdonald. 

DIPLOMA IN MEDICAL RADIOTHERAPY (Part II).—K. Lal, H. H. 
Robinson. ; i l 

DIPLOMA IN PusLIC HeAaLTH (Part JJ)—K.*G. Bergin, Peggy 
Beynon, D. W. Browne, J. E. Krzywiec, J. D. Medhurst. l 


With second-class honours. *With distinction in public health: 
*With distinction in obstetrics. “With distinction in medicine. 


r~ 


` 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


On. July 7 Mr. A. Dickson Wright, Sir Stanford Cade, and Mr. 
Digby Chamberlain were elected members of the Council of the 


Elected < oo Votes 
Digby Chamberlain (General Infirmary at Leeds) 726 
Sir Stanford Cade (Westminster Hospital) 632 | 
Arthur Dickson Wright (St. Mary’s Hospital) 556 , 
Not elected ; 
~= Eric William Riches (Middlesex Hospital) 500 
434 


Rodney Honor Maingot (Royal Free Hospital) ; 
Thomas. Twistington Higgins (Hospital for Sick 


Children) Ey a a ni o .. 427 
/ «Harold Clifford Edwards (King’s College Hospital) .. 406 
Harold William Rodgers (Royal Victoria Hospital, 
Belfast) si F a rx E .. 361 
Alan Cecil Perry (London Hospital) .. ss .. 315 
Arthur John Gardham (University College Hospital)... 229 ` 


In all 1,791 Fellows voted; in addition 12 votes were found to 
be invalid. hee 
ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


On July 1 Violet K.-St. G. Breaky was admitted to the Fellowship, ° 
and Maureen: Murphy and J. Eustace (in absentia) were admitted to 
the Membership of the College. © oe : 


ROYAL COLLEGE OF SURGEONS IN IRELAND \ 


‘The following have received the Fellowship of the- College: M. P. 


Ashe, -C. J. Gilligan, G. 
Prendiville. i 
- “CONJOINT ‘BOARD OF IRELAND 

The following candidates have recéived the diplomas of L.R.C.P. and 
S.I.: M. J. Banahan, T. G. Behan, J. Beirne, S. Brennan, P. Brodbin, 
Mary Collins, Marian D’Arcy, W. J. Donnelly, Margaret Dormer, 
M. Duffy, F. G. Fennell; Sheila P. D. Jones, D. W. Leahy, Maire ` 
Lynch, P. J. Mooney, J. G. Moran; P.J. A. Moriarty, D. K. Mullen, 
B. J. McCartie, Isabel M. McCullough, R. C. Nzeribe, K. J. O’Brien, 
Mary A. O’Callaghan, C. O'Connor, H. O’Donnell, S. J. O’Rourke, 
H. J.‘O’Toole, Rosemary V. Styles, J. D. Sullivan, W. Twibill, L. A. 
Wells; M.,J. J. Cusack. ` 


A, McL. Lee, A> C. V. Maltby, J. B. 








The Services — , 








The Efficiency Decoration of the Territorial Army has been con- 
ferred upon. Major (Acting Colonel) R. W. Nevin and Major T. 
MacGrégor-Gibson, R.A.M.C., T.A. 


_ R.A.F. .MEDICAL AND DENTAL BRANCHES’ DINNER 


The annual dinner of past and present medical and dental officers ` 
of the Royal Air Force will be held at Dorchester Hotel, Park Lane, 
London, W., on Friday, Dec. 2. The price of tickets, which are 
limited in number, is £2 10s. inclusive, and early application ~should 
be made to Squadron Leader ‘G. R. Gunn, Air Ministry (M.A.2), 
Awdry House, Kingsway, London, W.C.2. 
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Medical Notes in Parliament | 





NATIONAL HEALTH SERVICE (AMENDMENT) BILL — 


Consideration of the National Health Service (Amendment) Bill 
was continued in a Standing Committee of the House of Com- 
mons on July 5. The Bill was printed in full in the Supplement 
of May 21 (p. 274), and the, first two sittings of the Standing 
Committee on June 28 and 29 were reported in the Journal of 
July 9 (p. 102). - 

` Mr. BG moved .a new ‘Clause intended to remove doubts 
about the duties of local neal ‘authorities in connexion with 
midwifery. 


“ (1) It is hereby declared for the removal of doubts that the duty 
of a local health authority under subsection (2). of section twenty- 
three of the Act of 1946:'to secure that the number of certified 
midwives who are available'in the authorify’s area for attendance 
on women in their homes as midwives, or as maternity nurses during 
childbirth and” from time to’ time thereafter during a period. not 
less than the lying-in period as there defined, is adequate for the 
“needs of the area includes a’ duty to secure that the midwives so 
available as aforesaid are enabled to render all services reasonably 


necessary for the proper care of the women | ‘upon whom they so 
attend. 


“ (2) It is hereby declared for' the removal of doubts that the 
duty of a local health authority under subsection (2) of section 
twenty-three of the Act of 1947 to make adequate arrangements for 
the provision ‘to women, by whom or on whose behalf application 
was made, of.the services in their homes of certified midwives: before 
and during childbirth and from time to time thereafter during a 
period not less than the lying-in périod as therein defined includes 
a duty to secure that the midwives_whose services are.so provided are ' 
enabled to render all services reasonably necessary for the appropriate > 
care of the women upon whom they so attend.” 


Mr. Bing said the object of the Clause was:to remove doubts 
that: the Minister could not provide all services reasonably 
necessary for the proper care of women attended by midwives. - 
The Clause was drawn to include all the powers of the Minister 
in the midwifery services and; not merely powersjdealing with 

analgesia. He himself did not see how the doubts had arisen, 
but they had been raised and AR the new Clause had 
been drafted. 

Mr. Bevan said he had never at ony time believed that the 
language of the Act left any doubt of the powers of the 
Minister. Long before such doubts were cast the Minister had 
exercised those powers and the local authorities were accepting 
the position. In accepting the Clause he did not do so because 
he thought the words were necessary, but to remove doubt from 
the mind of the -doubters. 

Mr.. WALTER’ ELLIoT said the Opposition was aated tó 
Mr. Bevan, and. the Clausé was then read a second time. 

Mrs. LEAH MANNING then moved to insert in it the words: 

“including in particular the administration of analgesia. ” She 
said she knew the Minister would press this service on local 
authorities, but in her experience of education schemes she had. 
seen matters dropped which it was without doubt in the power 

- of the Minister to have included.- While the Clause went a 
long way, she did not think that “ reasonable care” could be 
„said ‘to include analgesia. “a 

Mr. Bina said the provision of a maternity service was not 
a matter of writing words into Acts of Parliament-but of pro- 
viding local authorities with money. In moving. a similar 
amendment to the Bill on Second Reading, Mr. Thorneycroft 
had made reckless charges against hospitals under the National 


, Were wide enough to include the provision of analgesia. 


Mr. Binc pointed out that in legislation any words added by 
way of explanation narrowed the scope of the general words 
that preceded them. It would be a’grave mistake if the Com- 
mittee were to narrow the scope of ae general words in this 
7 Clause. 

Mr. ‘THORNEYCROFT said it was no pa of his case to attack 
Mr. Bevan or the ‘Health Service. He pointed out that in 
Section 22 of the National Health Service Act there was a 
provision that every local authority should arrange for the care, 
“including in particular dental care,” of expectant and nursing 
mothers and of children. No one had suggested that the inclu- 
sion of the words “dental care” meant that one could only 
look after the teeth of mothers and children and nothing else. 
similarly the inclusion in the Bill of the words “in particular 
‘the ‘administration of analgesia” would not prevent the 
continuation of all other forms of midwifery service. 

Mr. Bevan said the amendment did not impose a duty on 
anybody. All the Clause did was to make it clear that the 
Minister had the right to insist on the local authority carrying 
out schemes under Part III powers, and that in requiring them 


_ to do so he should call on them to have regard in particular 


to the administration of analgesia. 


Duty to Provide Analgesia 


Mr. THORNEYCROFT said’ that counsel had advised that no 
‘clear and specific duty to provide analgesia had been imposed 
on local health authorities under the National Health Service 
Act, 1946. He doubted whether the words “ necessary services ” 
- The 
view of the Government Front Bench was that there was no 
real necessity for this particular form of service.. He pointed 
out that in some Scottish counties and burghs not a single gas- 
and-air apparatus was available. Glasgow, with over 6,000 
births which had been attended only by a midwife, had not a 
single gas-and-air machine and had not even one on order. 
Figures supplied by the Scottish Office showed that in 1948 
there were 27,000 births in Scotland attended only by midwives 
and only 800 of these women had analgesia. As the law stood 
there was no duty to provide analgesia. through domiciliary 
midwives and no obligation on the Minister. The Secretary of 
State for Scotland had said that even if he had the power he 
would not issue orders to local health authorities. He had 
justified the shortage of equipment for analgesia in Aberdeen 
on the ground that the authorities there were waiting for better 
apparatus to turn up. That was not good enough. 

Mrs. JEAN MANN pointed out that the Central Midwives 
Board had imposed an obligation on all midwives in training ` 
that they must take training in analgesia. She thought that 


' members should be content with that and content with the 


Minister’s assurance that it was obligatory on all midwives to 
have the training. She quoted the opinion of Dr. J. E. Elam, 
anaesthetist to the Wellhouse Hospital, Barnet, that if analgesia 
was to be successfully given in domiciliary midwifery a second 
midwife should be present. She thought that before they com- 
pelled local authorities to spend money on analgesia equipment 
they should see that, the apparatus was not of a kind which next 
year would be thrown into the Junk yard. 
\ 


: Clinical Knowledge 


Mr. Bevan said that the discussion showed how unwise it was 
to ‘write into a statute ‘anything relating to the exercise of 
clinical knowledge. For Mr: Thorneycroft the matter had 
become a monomania. . Mr. Thorneycroft was no longer con- 


1 ? 


Health Service.' The Speaker had then ruled that a.case:of ' cerned about the mother, but only with the language of the 


complaint by a patient which Mr. Thorneycroft had raised was 


a matter to be discussed in Committee. The only instance 


statute.. The amendment would 'not relieve any pain. It was a 


piece of political impudence for Mr. Thorneycroft and other 


Mr. Thorneycroft had. given had been ‘based on a reckless- Conservatives with their record of complete neglect for the 


disregard for the facts. ` 
The Chairman pointed out that the new: ‘Cluse dealt with 
attendance on women in their homes and not in hospitals. 
Mr. Bmg said the amendment was an effort to write into the 
Bill a reference to a campaign during which attacks'had been 
made against both the domiciliary and the hospital services/ 
Mrs. MANNING said it was unfair and -dishonest for Mr. Bing. 
‘to continue to make these attacks. 


N 


mothers of Great Britain and their absolute failure to do any- 
thing about analgesia for years to have the cheek to argue in 
the face of the. statistics which the Government had produced, 
showing the changes which had occurred within a few months 
of the introduction of the Health Services. Mr. Bevan claimed 
that he had provided not only for analgesia to be given, but by 
the equalization of rates he had found the money to enable the 
poorer local authorities to carry out the service. The words of 
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the amendment would be fulfilled: if : a local authority provided | 
‘one apparatus. What Mr. Thorneycroft wanted was a stunt and 
not analgesia. - oe 

- It-was for the dinidan to decide what it was best to give the 


mother and for the Minister to put into the hands of the ‘mid-. 


‘wife or the doctor the full rangé of clinical services which: ‘might ` 
be necessary. It was not the duty of laymen } like Mr. Thorney- 
croft to say what should be clinically applied. in a given set of 
circumstances. There were other ways of inducing painless 
birth. which were not analgesia. , Why did not members of the! 
Opposition move an amendment to provide that streptomycin 
‘should be given in all.cases of tuberculous meningitis? ` They 
could ‘go. through the whole range of clinical medicine and insist 
on each case being mentioned in a Bill. Each piece of clinical . 
practice was a part of the general Health Service. It was the 
. duty of the. Minister to put at the disposal of the medical 
` profession the full range of medical apparatus | and then to leave 
the medical profession to apply it in the, light of changing 
experience. In six months or,a year this. practice might, Be ` 
_ -entirely dated ‘and they would have an Act of -Parliament 
‘insisting ‘on the- administration of an out-dated' practice. If, 


Mr. Thorneycroft was better acquainted with the, subject he ` 
' would know that‘some obstetricians and gynaecologists ‘objected | 


v to this form of birth. In this field Parliament must give proper , 


r 


‘attention to the welfare of the Service as a whole and the. health 
of the patients in particular. ; It would be sheer , idleness! to- 


` accept the amendment, because the words would méan nothing. 


. Parliament ought not to: single out any special form of treat- 


ment. It ‘had done so ‘under the principal Act with regard to 
‘dental priorities and Members could see what had happened. 


‘Dr. Guest pointed out that the new Clause included a duty’: 


‘_ on the local health authorities to secure that the midwives whose 


services were provided were enabled to render “all services 
‘reasonably -necessary for the appropriate care” of the women 
they attended. . Surely that’ provision included analgesia and, 
everything else. 


Mr. BEVAN agreed: that these words covered the whole take ' 


‘of servicés which at any Moment might be. regarded as paN 
 necessary—not only analgesia but all services. : - 
Thé Committee then divided and’ Mrs: Manning’s, amendment 


„ x Was rejected by 16 votes to 15. Mr. Bing’s clause as originally 
. Proposed was then added to'the Bill. 


On' the Schedule covering minor amendments of the Acts of 
1946 and 1947' Mr. BEVAN moved to insert words to enable the ' 
“Exchequer grant to be paid on the money which local health . 
authorities. had” to find to make good, the annual deficit of the 
Central Midwives Board, _ The _ Committee agreed to the 


_amendment. .* \ 


An amendment by Dr. SEGAL to add representatives - of 
ophthalmic and’ dispensing` opticians to the local representa-, 


. tive committee was withdrawn when Mr. Bevan agreed, in. 


‘who were treated by private , practitioners and not under the, 
.National Health Service to receive the advantages of the Act . 


effective check on expenditure. 


‘denied themselves. 


a to accept it at the report stage. 


wad. Drugs for Private Patients 
“Mr. RIcHARD Law- moved to insert words to enable patients 


so far as pharmaceutical services were concerned. There was 


a very: strong ` feeling among: private | patients that they were 


being unfairly treated.’ ` - 
Consideration of this amendment was adjourned until the 
Committee resumed for a fourth sitting. 
When the ‚Committee resumed ‘on July, 6:Mr. BEVAN replied to 
Mr. Law, whose amendment proposed that a doctor, who treated 
a private patient could prescribe drugs, medicines, and appli- 


aw 


, ances, which would be’ provided under the National ‘Health 
He said that if this were allowed"there would be no - 
It was a mistake to say: that , 


Service. “ 


' the Ministry | could make regulations to provide for a. doctor 


p who was outside the Service ‘being brought inside for discipli- 
“nary purposes in: this' respect. The patients of private doctors - 


were not denied .the services’ provided under the Act: they 
Probably less than’ 4% of the population 
still chose to have private doctors: A large number of doctors 
in the Service. had private patients as well. He saw'no reason 


. why tbey should not have, if they wished to maintain the 
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‘relationship of privaté doctor and’ private patient which had 
. formerly existed, but-he Saw no reason why Parliament should ` 
pump out public money to support the. proposition moved by 
Mr. Law. ' 





“ The National Health Service (Amendment) Bill afforded un- 


limited scope for the Opposition to put down amendments to 


the National Health Service Act, yet the only substantial amend- 


ment proposed was this one which added to the expenditure 
without adding to the Service. A doctot wishing to retain a 
private patient might be. induced to prescribe expensive; drugs 
because thé more he satisfied that patient that he was prescribing | 
astronomically the more inclined the patient would be to keep 
him as a private doctor. Until the Service had stabilized. itself 
Parliament ought not' to do anything that would bring about a 
return to the old situation. | 

Sir Husa Lucas-TootH asked Mr.. Bevan -whether he would 
accept an: amendment which would enable doctors wha were 
in the Service to prescribe for their private patients. 

Mr. BEVAN said the fact that a doctor treated a person pri- 
_vately put both of them outside the Service in respect of that. 
_ treatment. 

Sir Hucu face Tooth pointed out that a doctor could pre- i 
scribe for a visiting patient or for a foreigner. 

Mr. BEVAN said tthe Opposition could have‘ put down an 


. amendment to deal with the problem and exclude foreigners, , 


but all it wished to do; was to create bitterness ‘and prejudice 
without’ facing the problem. If visitors to this country fell sick 
they ‘took advantage, as a general tule, of the -hospital system, 
but that was no reason why the Committee. should make a, 


': general breach in the system. í 


\- Sir Huca LucAs-ToorH said that a person could go to a 


“doctor as a private patient and át the same time be „placed on 


the list.of' some other doctor under the scheme and take advan- 


"tage of that fact’ to obtain ‘medicines recommended for him by 


‘his private doctor. 

. Dr. HADEN GUEST said that’ was not ithe way that medical 
practice worked. If it took place-it would’ be regarded as a 
very serious matter by both doctors. ’ The: ‘majority of. doctors- . 
in the Service were men of the highest integrity. “Some forms | 
of treatment were very expensive. It might be necessary, to 
- prescribe for patients gland extracts at a cost of £100 per week. 


- To suggest that such treatment should bé outside the control: 


of the National Health Service was fantastic. Doctors would 
resent having to send in two kinds of accounts and would pre- 
fer to deal with the matter from a National Health Service 
point of view. From the doctor’s point of view the advantage 
of the Service was. that it’ got rid. of commercialism: 
Colonel STODDART-SCOTT drew a , comparison between a 
- British subject who ‘paid ‘his taxes and'his contributions to 
_the Health Service but could not ‘get that service,’ while a 
foreigner was' able to get any treatment under-the Health Ser- 
‘vice without being on the list of any doctor. ~ l 
‘Dr. SEGAL hoped that Mr. Bevan would set his face against 
-the ameridment. He believed that the: present glut of over- 
‘prescribing was aTelic of the bad old days. The tendency would 
diminish ‘as the Service. - developed. He did .not see- how 
Mr. Bevan’ could make a concession which would add to the 


` opportunities for overprescribing. ` Ta i 


Mr. Law said Mr: Bevan had been ‘unreasonable in arguing: 
that the change proposed was not administratively possible, and 
unreasonable in arguing that it was a dodge to endow private 
practitioners with ‘public funds. 

Mr., Bevan said that if’a citizen contributed to the upkeep 
of a park which he never entered he suffered no. injustice, 
because the park was not withheld from him. It was not true 
that the Government was withholding from a British private 
citizen what it was giving to a foreigner. Old age pensioners 
and also wives and children did not pay the ‘contribution and ~ 
-were still entitled to the medical service. ‘If he made the con- 
cession which had been asked for, the 4% of population outside ` 
the Service would grow very rapidly, 

. Mr. Law’s proposed amendment-'to the schedule was then 
rejected by 20 to 7. ie 

An amendment by. Mr. HOWARD to provide for compensa- 
tion for “loss of retnunerative time” by individuals attending 
hospital management committees or other bodies in -place of 


\ 


r 


k 
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the provision in the Bill for. compensation for “any loss. of 
earnings” was withdrawn after Mr. Bevan had given ‘an’ 
assurance that the phrase used in the Bill involved -no narrow- 
ing of oe provision. 


~ k r | 


eo Election of Chairmen, ! l ‘ 


“Colonel STODDART-SCOTT ‘moved an amendment the purpose 


of which was to provide that the Minister, having nominated 
every member of every regional hospital.board and every mem- 
ber of every board of governors ‘of teaching ‘hospitals; should 
` permit them to'elect their own chairmen from among the people 
. he had appointed... The, amendment also asked that management 
committees should be allowed to choose their own chairmen. 
Mr. Bme said that the power which the Minister possessed 
` enabled him to make appointinents of a semi-political nature ° 


which it would be difficult for the regional Foard: themselves , 


to make. i 

Mr. BEVAN remarked that of all, his ee in connexion with 
the National Health Service the appointment: of boards of 
governors and their chairmen ‘and of regional hospital boards . 
and their chairmen had been one of: the most difficult. 
not seem to’ have: been able to ‘please anyone, ' but he was. 
consoled by the fact that the regional boards and the boards, 
of governors were settling down quite happily to their tasks. 
Nothing could be more ‘undemocratic than to permit a- body we 
nominated ‘persons to elect a chairman and thereby to. stop! the 
House of Commons from criticizing’ the Minister for the | 
administration of these boards. The Executive ‘Council was 
not an agent of -the Minister but a Statutory and contractual’ | 
body, and therefore it~ was proper for, it. qo relect its Own | 
chairman. 

The amendment was withdrawn. `, l 

Mr. Bevan moved an amendment itko him to pay 
certain expenses to members of:subcommittees of the Executive 
_ Council., 
. further drafting amendment, and. me Committee Stage ended: 


ee 
` 


w 


‘The Lock Hospital 


t 


Sir Huon LUGE To atk asked Mr. Bevan on J uly 7- eha 


he had considered the, proposal of ‘the Regional -Hospital Board 
that the London Lock Hospital should cease to be used as 
a hospital for the treatment of venereal diseases ; and whether 
such action had received his approval or: sanction. l 

Mr. BEVAN said this proposal had-not been before ‘him 
Officially, because. the Regional Hospital Board’s delegated 


‘powers for the’ planning and development of hospital services — 


in their area did’ not require, them to obtain ‘his approval 
before they made changes in the use of, particular hospitals. 


If representations were madé:to him ‘that a thospital ought : «| 


not to be diverted from or to a ‘particular a tg he would: 
take these representations" into account, 


Dr. STEPHEN TAYLOR said the Regional Hospital Board had 


given most careful and sym athetic consideration to the case 
of the Lock Hospital. 
discussed for a long time did the-Board reach this decision. ° 

Mr. BEVAN said it was undesirable that regional boards should 
be interfered with in their detailed plans. j 


T na Analgesia in Childbirth Bilt! 


.A Standing Committee of the House of. Commons resumed 
on June 28 consideration of the Analgesia in Childbirth Bill. 

Mr. J. J. ROBERTSON said that the Government proposed ‘in 
committée on the National Health Service (Amendment) Bill to 
accept in principle new clauses standing in'the name of Mr. Bing, 


and Mrs. Mann. Mr. Bevan-and Mr. Woodburn took the view ° 


that under the.National Health Service Act local health .authoti- 
ties could be required to make provision for the supply of 


-appatatus, for transport, and for the training of midwives in the . 


use of analgesia. - The domiciliary midwifery. service was part 
‘of the ‘National Health Service, and the provision of analgesia 
for women confined at home should not be divorced from other 
care given by domiciliary midwives to their patients.: It would 
be wrong to single out analgesic apparatus and transport but not 
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He did, « 


The Committee agreed to this amendment: and to.. 


, Tejected by 108 to 44. 


Only’ after the matter had been carefully , 


te 1 oa 
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to secure. that midwives were provided with other equipment 
. and drugs -required 'for the efficient practice of their calling. 

\ Mr. THORNEYCROFT Said that those who proposed to make 
specific provision for analgesia were not. the first people to' 
‘single out something in the National Health Service Acts. The 
Ministry had placed specific duties on local. health authorities. 
The Government had made it a duty and not the option of the 
local health ‘authority to arrange for.the ‘care of, mothers and 


_ children under the age of 5... He had no-doubt that if the’ Bill 


passed there would be a greater use Of-analgesia. The machines 
were available and were piled up in the stockrooms a the 
manufacturers. \ 

Dr. HADEN GUEST said it would be better that action should 
-be taken'on an amendment to the National Health “Service 
(Amendment) Bill to confer not only the power to make use of 
analgesia but power to do everything else\ necessary to make 
‘motherhood safe, to diminish maternal mortality; and to 
_ diminish the fear of pain. He thought.that in future the psycho- 
logical and physical „preparation of a woman for childbirth. 


. would be more important than it was now. Safer, motherhood ` 


‘depended on a. big and elaborate organization. They had had 

that' organization in London for some time and ‘it could’ be ae 
up in other places. l 
Mr. THORNEYCROFT said that.if the Garaan was prepared 


to put a specific duty on local authorities in respect of the 


, Supply of drugs, apparatus, and transport he was prepared to 
drop the Analgesia in Childbirth Bill. 

- Mr. BLenxinsop, for the’ Government, said Ministers wished 
. to make the position’ clear by accepting words ensuring that 
the Minister had power to impose a duty ‘on local authorities 


. over, the whole range of the ‘services and not merely : for 
., analgesia: 
‘stand part of the Bill was ‘defeated by 21 to 13. 


After further discussion ‘the proposal that Clause 2 
Subsequent 
-clatises were accepted with minor amendments.’ The Bill. was 
‘then reported to the House. 

1 On July 1 the Bill ‘was considered as- amad in Standing 


_ Committee, and. Mr. THORNEYCROFT offered ‘to accept several 


amendments. proposed by Mr. Bing. Discussion of these 


` continued till the time appointed for the rising of the House, 


‘and the Bill did not then receive a third reading. i 
On July 8 the third reading of the Bill was oe and 


eaS 


Berylliuin Poisoning —Mr. JAMES GRIFFITHS said on June 28 that 
beryllium poisoning had been added to the list of prescribed industrial 
diseases. He was als considering a recommendation: about certain 
forms of cancer among nickel workers. . 


Sickness Benefit —Mr. Tom STRELE stated on ence 7 that it was 
estimated ‘that about 800,000 persons were’ in receipt of sickness 
benefit on June 1, 1949. A statistical inquiry into the average dura- 
tion of sickness in 1949 was being made, but the aoe would not 

< be available until early next year. É 


: Extravagant .Pr escriptions —Mr. PETER FREEMAN on July 7 asked 
the Minister of Health whether he-knew that much larger quantities of 
medicines were frequently supplied on National Health Service 
prescriptions than were necessary, and what steps were being taken to 
prevent such waste of public money. Mr. Bevan said a doctor whose . 
prescriptions ' suggested extravagance might have: his prescribing 
investigated by a local professional committee. Before this he would 
be given the opportunity of-explaining his reasons to, and being 
advised by, one of the Ministry of Health medical officers. f 


Health Centres—Mr. BEVAN announced on July 7 that 26 existing 
clinics were ‚being run ‘as health centres, medical or dental. One 


/ 


' important new scheme was under way, and three other proposals were 


being considered: Meanwhile a special committee of the Central 
. Health Services Council had He whole subject of future development 
in view. _- : 








The Miniširy of Health ; reports hat. nearly, 26, 000 new blood 
donors were enrolled in the first three months of 1949, bringing 
the number of donors in, the National Blood Transfusion Ser- 
vice to approximately 375,000. During the. quarter there were 
106, 766' blood donations —23, 000 more than in the comparable 

period last year.’ To'keep ahead .of the steadily increasing 
demand of hospitals, and to avoid, where possible, calling on the 
individual donor more’ often than twice a year, it is estimated 
that another 200,000 donors will be TER 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during-the week ended June 25. |  _ [No.25 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding ‘week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including -London). 
b} London (administrative-county). (c) The 16 principal towns in Scotland. 
(b) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 





1949 
(b) | (c) | (d) 


1948 (CorrespondingWeek) 
, ._ Disease —_________— 
. (a)~ į (b) |(c) | (d) | (e) 


(a) (e) 





Cerebrospinal fevėr 
Deaths 





' Diphtheria $ 
-~ Deaths 





Dysentery - f 
Deaths 





Encephalitis lethatgice, 
acute 
Deaths 





Erysipelas 
Deaths _ 


Infective enteritis or 
diarrhoea under 2 

/ years - . 
Deaths 


Measles* 
Deathst 


Ophthalmia neonate 
eaths | 


— 





P 


/ 





— 








Paratypheid fover 
Deaths ~ ; 








Pneumonia, influenzal . 

Deaths Crom infiú- 
énzaji . — 1 

Pneumonia, at 


153|: 25 
Deaths Te iis -17 9 








Polio-encephalitis, acute 
Deaths Ap , : 4. E 











Poliomyelitis, acute .. 
Deaths§ : T 3 t, 








Puerperal fever .. iis 
Deaths ae . EOR 








Puėrpèral pyrexia i 
Deaths oc 





Relapsing fever 
‘Deaths 








Scarlet fever .. 
Deathst 








Smallpox zs 
Deaths si 


Typhoid fever .. aie 8 2) 2| 1 








Deaths 








Typhus fever '.. 
Deaths Ri 


Whooping-cough* si 
Deaths ; = 








2,181| 90) 57] 87|. 
8 1 


— 
_ 


Deaths (0-1 year Ta 
Infant mortality rate 
- (per 1,000 live births) 


216) 25; 38) 18 





Deaths (excluding : still- 
irths 


b J. 4,183] 616} 561| 154 
Annual death rate (per i 
1,000 persons living) 


Live births 
. ` Annual rate per 1 ,000, 
persons living ag 


Stillbirths 
Rate. per 1,000 total 
births (including 
stillborn) :. l g 7 

















——————— 

* Measles and whooping-cough are not notifiable i in ecounne: and the returns 
are therefore an approximation only. 

+ Deaths from measles and scarlet fever’ for England and Wales, London 
(administrative county), will no longer be published. 

tIncludes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. : 
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_ duck eggs have been involved, | 
potential danger of consuming duck eggs without adequate heat 


' EPIDEMIOLOGICAL, NOTES 


; Poliomyelitis 


Notifications in England and Wales in the week ended July 2 
were poliomyelitis 80 (48), polio-encephalitis 1 (4). (Figures for 
the previous week are shown in parentheses.) Counting polio- 
myelitis and polio-encephalitis together, multiple cases were 
reported from the following counties: Cheshire 2 (1); Corn- 
wall 9 (3), Devon 4 (3), Essex 3 (5), Gloucester 3 (2), Hert- 
ford 3 (1), Kent 2 (2), Lancashire 5 (5), Leicestershire 2 (1), 
London 6 (6), Middlesex:9 (3), Oxford 4 (2); Somerset 2 (1), 
Yorkshire East Riding 2 (0), Yorkshire West Riding 9 (4),_ 
Carmarthen 2 (0). 

_ The general SEE ENA picture is one of a widespread 
increase, but the only definite ‘groupings of cases so far reported 
have been in Newhaven (last case reported June 17), Camborne- 
Redruth U.D. (last reported case July 8),“and Camberwell (last 


reported casé!July’7). ‘A feature of the outbreaks has been the | 


occurrence of unusual numbers- of multiple cases in families. 
There have been three instances of two cases in one family, in 
Camberwell in two instances and in Newhaven in-one instance. 
Cases have occurred among children rather than adults. 

Many clinicians believe that ymuscular activity in the, early 
indefinite stages of the disease is harmful, and Ritchie Russell 
brought forward evidence on this point based on his questioning 
of 100 patients who had poliomyelitis in 1947 (Journal, 1947, 2, 
1023). ` His conclusion was that “complete physical rest in bed 
from the ‘onset of the pre-paralytic stage greatly reduces the 
danger of severe paralysis. Severe physical activity at this stage 
is almost suicidal, whilé the continuance of even average physi- 
cal activity is dangerous.” This point: was mentioned in the 
Ministry of Health memorandum published in the Journal of 
July 26, 1947 (p. 141), but did not perhaps then receive the 
emphasis which should now be given to it. 


x 


i Food Poisoning at a London Hospital 


- Over a hundred members of the staff and patients at a large . 


Penden hospital were affected by an outbreak of food poison- 


‘ing on July 5. S. typhi murium has been isolated from a num- 


ber of those attacked. There is little doubt that the vehicle of 
infection was “queen of pudding,” eaten by some 600 persons 
at lunch on that day. This pudding was made in'two stages. 
First breadcrumbs were mixed with a custard made from milk 
and the yolks of 200 ducki eggs, and baked in the oven for 
about half an hour. The white of ‘the eggs was then beaten 
up with sugar and poured on. to the top of the sponge and 
grilled until the surface was lightly browned. 

No members of the kitchen staff. had had any suspicious 
illness before the outbreak, and it can be assumed that infection 


‘originated from the duck eggs. ~ It is possible that parts even 
‘of the sponge which had. been baked in the oven for half an 


hour may not have reached sterilizing temperatures ; but it is 
certain that the heat“treatment given to the white of ‘the eggs 
was not sufficient to kill the organisms in this part of, the 
pudding. 

This outbreak, opeten with other recent incidents in which 
is a further reminder of the 


treatment. Furthermore, unless the origin’ of the egg is known 
and it is certain that they are not infected with S. typhi murium, 
it is dangerous to use duck eggs in the preparation of meringue. 


` 


Discussion of Fable 


~ 


In' England and Wales ‘there was a decrease in fhe notifica- 


. tions of measles 2,289, acute pneumonia 92, and whooping- . 


cough 72. The only increase was in the incidence of scarlet 
fever 207. - 


The largest declines in the incidence of measles were London ’ 


295, Warwickshire 254, Yorkshire West Riding 254, Kent 136, 
Sussex ‘131, Surrey 122, Middlésex 111; and ‘Northumberland 
108. - 

There were only small changes in the notifications of 
whooping-cough, notably an increase of 31 in Essex and a 
decrease of 55 in Lancashire. An increased incidence of scarlet 


f 
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fever was reported throughout the country; notifications in- 
_ creased appreciably in Yorkshire West Riding, 42 and Warwick- 
- shire 34. 

The 73 notifications of diphtheria represented a new low 
record, which, was eight less than the previous lowest return. 
The chief feature of the returns for diphtheria was the ‘rise 
in London from 10 to 17, due mainly to an outbreak in 
_ Bermondsey with 10 notifications. 

A further 28 cases of paratyphoid were notified from the: 
outbreak in Durham (Hebburn U.D. 17; Jarrow: M.B. 7). 
Notifications of dysentery from the outbreak. in Lancashire, 
Liverpool C.B., numbered 32, which was six more than in the 
preceding week. 

In Scotland decreases were récorded in the notifications of 
measles 118, whooping- -cough 44, and scarlet fever 21, with a 
rise of 14 in the incidence of dysentery. ‘This increase in 
dysentery was due to-the experience of Glasgow, where the - 
notifications increased.from 18 to 31. 

In Eire there were falls in the, notifications of measles 59, 
whooping-cough 13, and scarlet fever 6. In contrast to the 


general trend a rise of 17 in the notifications of measles was ! 


reported from-Dublin C.B. i 

In Northern Ireland there was an'increase of 21 in the. 
notifications of measles. This increase was confined to two 
' counties~-Antrim 10 and Armagh 12. * 
N 


Week Ending July 2 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,031, whooping- -cough 
2,260, diphtheria 80, measles 6,984, acute pneumonia, 376, 
cerebrospinal fever 23, acute poliomyelitis 80, dysentery ` 49, 
paratyphoid 13, and typhoid 4. 


. Medical News 





i Twelfth British Congress of Obstetrics and Gynaecology 


“A dinner was held in the Guildhall on July 8 at the conclu- 
sion of the Twelfth British Congress of Obstetrics and 
Gynaecology. Sir Eardley Holland, president’ of the Congress, 
was in the chair, and the guests included the Archbishop of 
Canterbury, the Lord Mayor, and Lord Webb-Johnson. Sir 
William Gilliatt, president of the Royal College of Obstetricians 
and Gynaecologists, in proposing a toast to the Lord Mayor, 
spoke of the connexions between the City and the Royal 
Colleges and the close. association of the present Lord Mayor 
with St. Bartholomew’s Hospital. 
and welcomed the visitors from overseas to the City. Dr. J. V. 


Meigs proposed “ The Congress,” to which Sir Eardley Holland- 


responded. Mr. Victor Bonney proposed a toast to “The 
Guests,” who, he said, represented over 20 countries. Dr. Claud 
Béclére (Paris) and Professor Ebbe Brandstrup (Copenhagen) 
replied. Professor Hilda Lloyd proposed a toast to Sir Barely 
and Lady Holland. \ . 
World Federation for Mental Health ` 

At a Press conference held in London on july 7 7, Dr. J. R. 
Rees, president of the Federation, spoke of the immediate plans 
of his organization and the difficulties it was now facing. The 
Federation, which was in the first year of its existence, was 
made up of 55 societiés representing. 33 countries, and more 
were to be admitted. It enjoyed consultative status to Unesco 
and WHO. Dr. Rees said that, it was planned later to carry 
out. a world-wide investigation of mental health, but even 
- with more limited activities their financial difficulties were con- 
siderable. The Federation needed £30,000 a year in order 
to establish an office in Geneva and arrange meetings of its 
members. At present the offices ‘of the Federation were, in 
London, and delegates travelled to the conferences at their 
own expense. He added that an anonymous donor had recently 
given £2,500 for three yéars as the salary of a medical director, 
and the Macy foundation had made a grant of $45;000. - The 


Congress to be held in Geneva in August would discuss how the | 


x 


a] 


~ 


The Lord Mayor replied, ` 


“ EPIDEMIOLOGY SECTION 
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Federation could contribute most usefully ‘to the plans of 


_WHO. Dr. ‘Rees hoped that surveys of rural, industrial, and 


student mental health could be carried out, making use of the 
existing administrative machinery of WHO. He emphasized 
that the Federation would not be made up solely of medical 
men and women, but would include educationists, journalists, 
and representatives of other professions concerned with mental 
health and public education. 


7 


Royal College of Obstetricians and Gynaecologists 
The Honorary Fellowship of the Royal College of Obste- 


itricians and Gynaecologists was conferred on Sir Henry Dale, 


O.M., F.R.S., -and ,Professor-E. J. Heyman, of the Radium- 
hemmet, Stockholm, at a meeting of the council of the college 
held on July 5. Professor Hilda Lloyd and Professor Chassar 
Moir, sponsoring Sir Henry Dale, referred to the effect of 
his work on ergot and pituitrin on practical obstetrics. Dr. 


_ Malcom Donaldson and Miss Martindale introduced Professor 


' Heyman. 


~ 


The president of the college, Sir William oa 
welcomed the new Fellows. 


South African Medical and Dental Council Overruled 
Recently the Medical and Dental Council of South Africa 
refused registration to Dr. Grantly Dick Read. This ruling 
was set aside by the Supreme Court on June 23. According 
to Mr. Justice de Villiers, “ . as the Act and the rules now 


‘read, in my judgment, Dr. Read has fulfilled all the conditions 


requisite ,for registration, and the council had no jurisdiction 


‘to refuse him registration on grounds extraneous to the clear 


provisions of the Act.” : 


Rye Flour 
The Ministry of Food states that patients who are allergic to 


‘wheat or wheat-flour extracts need no longer produce a medical 


certificate fo obtain supplies of rye flour. They should try to 
get rye flour from a-retailer in the normal way. If they have- 
any difficulty they should seek advice from the local food office. 


Commonwealth Fund Fellowships 
‘ Appointments to Commonwealth Fund Fellowships in 
Medicine from September, 1949, are announced as follows: 


‘J. C. S.’ Paterson, M.B., Ch.B., M.R.C.P. (to University of 


Rochester); G. J. Romanes, Ph:D., M.B., Ch.B. (to University 
of Columbia); and G. Smith, M. B., Ch.B. (to Johns Hopkins 
University). Information concerning Fellowships, which are 


offered by the Commonwealth Fund of New York, may be 


obtained from the secretary, Commonwealth Fund Fellowships, 
35, Portman Square, London, W.1. Appointments are tenable 


by British graduates in American universities for one year. 
` 


Sanderson-Wells Prize ' 
Dr. S. S. B. Gilder, assistant editor of Abstracts of World 


"Medicine, has been awarded the Sanderson-Wells (Senior) Prize 


-of the University -of London for 1949 for his essay entitled 


“Symptoms and Signs of ‘Experimentally Induced Vitamin 
Deficiency in Man.” The prize (value £20) is awarded for the 
best essay on a subject set by the university submitted within 


' one- year of the competitor’s taking the London degree of 


M.B., B.S. 


Cambridge Medical Graduates’ Club 

_Mr. W. H. C. Romanis presided over a meeting of the Cam- 
bridge University Medical Graduates’ Club at Pembroke College 
on July 8; followed by a dinner in the College Hall. Mr. S. C. 
Roberts, Master of the College, gave an informal speech of- 
welcome. Mr. H. U. Willink, P.C., Master of Magdalen, said 
that so far as he could judge the quality of the students entering , 
medicine was high, and Sir Lionel Whitby said a few words 
about the plans for medicine in Cambridge. 


Wills 

Dr. Lorimer Gifford Nash, of Ashwell, Herts, who left 
£55,685, left £100 to the Royal Medical Benevolent Fund ; 
Dr. ‘Walter Edward Manby, of Pembroke, left £24,071; Dr. 
Harold Edward Gibson, of Seaton, Devon, £19,598 ; and Dr. 
Septimus Bodger, of Redditch, Worcs, £19,197. 
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a _ COME G EVENTS ` k DT SEAMEN’ s Hosprrat, Greenwich, ‘London; S. E—' 
g S f July 21, 3 p.m., demonstration by Mr. S. Power. : 
, International ‘Congress of. Otolaryngology ,'+ „INSTITUTE OF UROLOGY. wie p! rae Hospital, rae Street, 
© The; Fourth. International Congress of Giianndolbey will DN VATA re: 5 Pai me Tumours ‘of the Testicle.” . by 
be held at Kitig’s College, Strand, ‘London, W.C., from July, 18 _ Mr. W.K. ; ` a 
to'23, and (will be aaa By: the Duchess. of Kent on Monday, ROYAL SOCIETY ‘OF, TROPICAL MEDICINE, AND HYGIENE.—At 26, Port-’ 
' "July 18, it 11 a.m. ` N Z ta ioe land Place, London, W., July 21, 7.30. p.m., “ The Mass Control of 
os Malaria with the. New Insecticides,” by Dr. A. Gabaldon , 
Pi i a e C7 a ap et _ (Venezuela). -A discussion will follow. ; 
> Old People, at Home pane oa ; ne hi He i Friday 


“Tt 


A conference is being held on July 20: and 21 at the Royal ` 

» College of Nursing at the request of the ‘Public-Health Section. 

` to discuss with representatives of national voluntary bodies im- 

: mediate:and economic ways: -of helping the ‘aged and infirm in 
, {their own hotries. ] x 
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i Banting Memorial Lecture , : a ae oe ae 


i ‘Dr. R. D. Lawrence will deliver . the ‘Banting Memorial . 
. , Lecture at King’s College’ Hospital. Medical School, Denmark 
Hill, S.E., on Friday, July 22, at 10.30-a.m. His biel is 
“ Insulin Therapy ; Successes: and Problems.” l 
E S © ~“ i 


4 


" ‘British ‘Standards Institution oat l 


l The annual ¿general meeting of the British Sinda rds Tnstitu- 
* + tion will bé held on July 27,at 3 p.m. in the council” room oÈ. 
the institution (first floor), 24; ' Victoria Street, London, S. W, 1.., 

N ; 


` Psychotherapy and tlie. Coniminiy ee oe ba ATi 
A summer ‘school on “ The Contribution of Psychotherapy to 

aie Life of the. Community, in ‘Medicine; in Education; ‘and. in ` 

_ Religion ” will be held at the, Davidson’ Clinic; 26, Chalmers 
r "Street, Edinburgh, on July 28-Aug. 3. The: guest lecturers are 
- Dr: S. H. Foulkes and Dr. George H: Day. Information may 
tbe obtained from the asertar, at’ the address above. .. 


y “NS ty i t 


ntérnationall Congress of Catholie I Doctors ` PGS 


ra The fourth International’ Congress ‘of Catholic Doctors will. 
be held in Rome, from Sept. '24 to Oct. 1. „An Audience with ` 

© , His Holiness will take place | on: ‘Sept. 29. ‘¢ ‘Man .in the Light 
< ‘e of Medical Science ” forms: the subject for Sica Doctors- 
. wishing to join , the English delegation; which will “be led: by 

* Dr. W. B. Pemberton, should communicate with Dr. W. J 
. O'Donovan; O. B.E; 130, Harley Ha Tondon, W.1, before 
pay 31. to $ 
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pi ‘Saturday, l i k 
BRITISH ASSOCIATION’ OF ALLERGISTS.—At Cardiff, July 16; seer 
: meeting, Morning:, At Medical Unit, Cardiff Royal. Infirmary,, 
‘10 a.m., “The Treatment of Bronchial Asthma,” by Dr. Leon 
‘* Unger ; 11.15 a.m., “ Pros nesi in ae, by Dr. D. McCracken ; 
12 noon, ‘“ Sino-bronchial Syndrome,” by Dr. P.°T. Bray; 
+ 12.20 p.m., demonstration E ‘pollen ‘slides, Afternoon:, At National 
| ae seum: of Wales, 2.15 p.m., business meeting; 2.30 p.m., “ Pollen 
d Mould Studies at Cardiff,” by Messrs. H. A. Hyde and D. A. 


i Williams. ; 

Pe a oe Monday si SY et a ae l 
' LONDON E E —At London School of Hygiene. -and ‘Tropical 
Medicine, Keppel Street, W.C., July 18, 5.30\p.m.} “Normal and 
Pathological ‘of. the Kidney,” by Dr. D. D. van Slyke ` 


YAoiORY 
(Rockefeller Institute or Medical Research), ° ‘ y 


l Sees ae oy ` Tuesday a "he 
\. INSTITUTE OF Tovba? Er St. Pauls Hospital, Endel’ Street, 
‘ . London, W.C., July 19, (1), 11 a.m., “ Collection of, Specimens for 
Laboratory Diagnosis,” y Dr. R’ Thomson; (2) 5 p.m}, “ Non: 
gonococcal, Urethritis,” by Dr. A. H. Harkness. 
ù y i f : . í J r 
\ Wednesday g pi Mun 


‘. INSTITUTE oF. UroLoGY.—At St. Paul's Hospital, Endell Street, 
London, , W.C., July 20, (1) 11 a.m., “ Skin’ Diseases of Possible 
Mail „Origin: Bere nial aera of Genital- Dermatoses,” 
ppe N. Mascall; (2.5 p.m., “ Fistula, Carcinoma, and 

Foreign Bodies a the Uret ra, and, Injuries of the Urethra,” a is 
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“SOCIETIES AND LECTURES -` CRD 


- 


INSTITUTE ‘OF „UROLOGY —At St. Paul’s Hospital,’ Endell Street’ 
London, W.C., July 22, 5 p.m.,. “Injuries and Diseases’ of, the 
Testicle and Epididymis other than ‘Tumour or Tuberculosis,” a 
Mr. Harland Rees. / 

Kine’s COLLEGE HOSPITAL MepicaL ScHool,.Denmark Hill, S E— 
July 22, 10:30'a.m., “ Insulin Therapy; Successes and Problems,”. 
; Banting Memonal ee by Dr.:R. D. Lawrence. i 


’ Saturday } 


MEDICAL ‘SOCIETY! FOR ‘THE STUDY OF VENEREAL DISEASES —At, 
' Leicester Porai Infirmary, July 23, 28th annual general meeting. 


f 








i Presidential Address by Dr. C! Hamilton’ Wilkie: “ ane Leicester 
` V.D., Clinic and the New Health Scheme.” Ba ' 
BIRTHS, ' MARRIAGES, AND DEATHS . 
Fa 3 ' 1° BIRTHS . i 


Gna. July 1, 1949, at River Park Nursing Home, Leamington Spa, to, 
! Dr.. Mary (née FitzClarke), wife. of Dr, J. W. Bishop, a son. . 

_ Blair.—On Julyi2, 1949, at_ Queen Victoria Nursing Inpro, Wolverhampton; , 
to Mary, .wife of Dr. Eric J. Blair, a son. 

Fraser.—On July 8, 1949, in London, to Edith Victoria (née Fovle, 'M. B.), wife, ` 
of „Frederick E. Fraser, M.B., a son. ; = 
Harpér.—On- June’22, 1949, to. Barbara, wife of Ernest Harper, FRCS. 

. East Malling, Kent, a daughter. 
Millar.—On July 2, 1949, “at- the London’ Hospital, to” Patricia, wife pf Dr. W. 
. Bruce, Millar, a son. \ : 

Thorston.—On Junè 28, 1949, at: St.:Mary’s Hospital, Paddington, Ponda W., 
to Gabrielle (née Denvir), wife of John V. ‘Thurston, M.B.; ‘B. S., 1a son— 
Graham | Patrick. . fee i sie a , 

` iy i ve DEATHS > ` i 

Birks.—On ‘Tune 25, 1949, at 4, Goldington Road; Bedford, Guy Thornton i 
Birks, M.B., B.Ch., aged 71. 

Briscoe.—On July 1, 1949, James Rynd Briscoe, M.B., B.Ch:, of, Chardstock. ar 

Darroch. —On June 19, 1949, at an infirmary, Glasgow, Margaret ‘Baird Sproul 
Darroch, M.B., “ChB, ~late of ‘Blackpool. ; 

re a July 10, 1949, at Wells Dene, Gloticester, Douglas Edward Finlay, l 

Forman. On June 23, 1949, at a inie home, Searboroudi; Bernard Gilpin 
Forman, M.B.E. M.B., J.P., late of The Beeches, Cloughton, aged 75. -` 

' Green .—On, June 27, 1949, at 24, Romsey Road, ' Eastleigh, ‘Hants, Leslie 
" Ernest Green, M.R.C.S., LRP. faged 45. 
‘enderson.—On July 1, 1949, at 52; Prestwick Road, ‘Ayr, George Henderson, 
, Ch.B., formerly, of Peckham, aged 73. i 
Hood On July 1, 1949; at a nursing ‘home, Thomas, Hood, C.M.G., M. R. C: S., ; 
. Of Miramar; Pelham, Gardens, Folkestone, aged 78. 

- James.—On June 24, 1949, at 32, Nee Terrace, Aberystwyth, Gwilym’ arate 

M:R.C.S.,. L:R.C. P. 
‘ Johnson—On June '28, 1949, Keane Carveth . Johnson, M.B:, B.Ch., 
Bassaleg Road, ‘Newport, 
Jones.—On July 6, 1949, Reginald Lewis Tones, IL, S.A., Surgeon-Commander 
. R.N., Ret., of Riversdale, Brixton Deverill, Warminster, Wilts. 
Lawrence.—On July ‘5, 1949, Laurie Asher Lawrence, aay C.S., of ` Belsize 
` Square, London, N.W., aged 91. 

_ Leebody.—On Tuly 2, 1949, in Hammersmith Hospital, John Galwey Lecbody, 
' M.B., CHEB., F.R .C.S.Ed.,. aged 49. ‘ 
Lieberman.—On June 25, 1949, Hyman Barnett ‘Lieberman, 
.F.RIC.S.Ed., 44, The Rope: Walk, Nottingham, aged 46.- 
Macdonald.—On June 30, 1949,. at. 73, Greenhill, London, sar George - 
Alexander Macdonald,’ M. B., Ch.B., 137, Harley’ Street, London, W.. ' 
Mahony- Eeceniy, at 189, Drake Street, Rochdale, Martin James Mahony, 
L.R.C.P.&S.Ed., aged 82. *' g 

Milne.—On July 4, 1949, Alastair David. Milne, M R.C.S., L.R.C.P. 

Milroy.—On July 1, 1949, at 26a, (Warren Drive, Wallasey, William Cunning- 
‘ham Milroy, M. D., P. i 
-Morgan.—On June 9, 1949, at Virginia Water, 

Morgan, M.B., ChB., “aged 167. 

 Ross.—On'` June 30, 1949, at the Stratford-on-Avon Hospital, Henry Ross,. M.B., 

C.M., aged 87. - 

'Ross.—On July 3, 1949, at Twickenham, Gilbert Matheson Ross, M.B., Ch.B. 

_ Simpson.—On June 22, 1949, at Meadow Bank, Thursby, Carlisle, ‘Harold 
Christopher Simpson, - L.M.S.S.A!, D.P.H. 

Smith, —On July 7; 1949, at home, John Charles Smith, M. B., L.D.S. : 

Spillane.—On ‘June 12, 1949, in-.a Singapore hospital, David: James Patrick 
Spillane, M.R.C.S., L.R.C.P., Lieutenant-Colonel, I.M.S., aged 38. i : 

Swayne.—On June 30, 1949, at 16, Higher Polsham Road, Paignton, Devon,' 

i Richard Woodward Swayne, O.B.E., M.B., B.S., aged 69. : 

Tait.—On June 25, 1949, at a nursing home, Edinburgh, Joseph Gillison Tait, 
M.R.C.S., L.R.C.P. 

Whlitlan.—On Jime 124, 1949, at 14, 
Willan, D.S.O., T.D. M.R.C.S., LRG Pa 

`“ Wittkowski.—On June 26, 1949, at Hampstead General Hospital, . 
_ Wittkowski, M.D., 24, Aberdare Gardens, Eondon, N.W., aged 81, 
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York Avenue: Hove, George Thomas 
late Colonel R.A.M.C., aged 74. 
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, Any Questions ? 





a Correspondents should give their- names and adire (not for 
publication) and include all relevant details in- their questions, ` 
` which should be typed. We publish here a sélection of those 
questions and ,answers' which seem. to be of’ general interest. 


+ 
“, 1 


Pulmonary Tuberculosis: and Pregnancy ` 

Q.— What is‘ the safest, least violent modern method for , 
terminating pregnancy of two. months’ duration? . 
question is that of a girl aged 17 who has recently come out of 


a sanatorium, where she has been for three years with bilateral | 
pulmonary tuberculosis. ` Although the disease “seems to ° ‘be 


quiescent at the moment, the pallens general condition is not 


good. , 


' A —Although there | may be 'spedal circurhstances “which 
justify it in this, case, a decision to terminate pregnancy should’ 
be made only with the knowledge that the consensus of modern ` 
opinion is that-prégnancy and childbirth do,not have any signi- 
ficant effect on pulmonary tuberculosis—no matter whether it’ 
be-active or quiescent. This is the general conclusion reached 


The case in ‘ 


ANY QUESTIONS? , 
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Lipstick Dermatitis” 


Q.—Is anything known about allergy to lipsticks? What is 
. the treatment in the.case of ‘a woman aged 33 who has a condi- 
‘ tion of the lips characterized by constant painless exfoliation, 
leaving small raw patches which heal, and by a swelling of the 


- lips ‘about two hours after the application of lipstick ? 


A.—Lipstick dermatitis may be due to hypersensitiveness to 
perfume, fatty base, or colouring matter—usually eosin—and 
this can be. determined by patchb-test investigation. The great 


ES majority of cases are due to hypersensitivity to eosin, and there 


may be a superadded factor of induced light-sensitiveness, eosin 
1 being fluorescent. There are few lipsticks which do not contain 
eosin, but such should be sought if that substance is shown to 
be the cause of the dermatitis ; inquiry from recognized cosmetic 
firms is advised. If the. dermatitis is due to perfume or base, 
a change of lipstick would probably be effective. The previous 
application” of a:barrier cream, of the kind employed as‘ a 
` protective against industrial irritants to the lips, has been known 
to permit the use of a upes without injury, - ; 


ya 


Combined ' ‘Diphtheria~Pertussis. Vaccination, 


Q.—A baby, now aged I5 months, had a first inoculation 
of diphtheria—pertussis vaccine when aged 9 to 10 months. What 


by C.J. Stewart and F. A. H. Simmonds (British Medical Journal, ~is the risk ofi sensitization attacks now? Is it safe to carry’ 


1947, 2, 726); R. C. Cohen (ibid., 1943, 2, 775); C. J. Barone, `- 
-J. A. Fino, and L.' H. Hetherington (Amer. J. Obstet. Gynec. ia: 
, 1947, 54, 475); L. L. Friedman and J: R. Garber'(Amer. Rev. 


Tuberc., 1947, 54, 275), and was again expressed by speakers at ` : 


a meeting held in Newcastle-upon-Tyne on March 25, 1949, and 
reported in this Journal (une 11, p. 1047)., The whole subject 
was also discussed at the recent eres at Harrogate of the 
Section of Preventive Medicine. (July 9, p. 92). “It is extremely 
doubtful whether. induction of abortion improves the patient's 
~prospects—at least in those cases where a sanatorium regimen, 
and collapse therapy are available during and after pregnancy., 

If it is decided to terminate ‘pregnancy the operation should 
be carried out at once, if” only because it becomes technically 


potency of either reagent. 


„onas usual? What dosage is recommended for diphtheria , and 
-whooping-cough vaccine, singly or combined ? 


A.—There is no risk of sensitization in. an infant of.15 
“months given an injection of combined diphtlieria and pertussis 
prophylactic six months previously, A second injection of 1 ml. 
‘of the combined vaccine given now will act as an efficient 
secondary stimulus. The combination of pertussis vaccine and 
diphtheria toxoid does. not interfere with the immunizing 


Ed 
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‘Intravenous Iron Therapy 


5, 


Q. —Is there a preparation of iron safe for intravenous use ? 


‘more difficult and dangerous as the pregnancy advances beyond If:so, please give ‘dosage and precautions necessary. : 


‘eight weeks. Up to this stage dilatation of the ,cervix and. 
evacuation of the uterus undér general anaesthesia is probably: 
the most satisfactory procedure. Anaesthesia provides little in: 
‘the. way of ‘a problem provided a specialist anaesthetist with 
modern equipment is available. A method of. inducing abor- 
tion which has achieved some popularity in. this country in 
recent years is the intrauterine injection of an abortifacient 
paste, It is attractive in that it is simple and-does not require 
an anaesthetic, but it is a method ‘which is' by no’ means 'free 
from risk, nor is it certain in its results. It was dealt with in 
considerable detail in a uk to a question pupuened: in this 


“Journal (1947, 2, Ae p 
u z n E S mo 
Q. Is 





there any PA of anterior pituitary 'available for a in 
this condition : ? 


A. —The diagnosis of pituitary Shediy implied i in this question. 


is usually : ‘made in the absence of any detectable. gross lesion, ` 


‘ and is somewhat hypothetical. Further, the question ` implies - 
that the adiposity is due to a deficiency of anterior pituitary, - 
and can be rectified’ by replacement therapy, with one of its 
hormones. If the pituitary itself i is a primary cause of adiposity,‘ 
' the reverse of this supposition is probably the case, and the 
poor food intake with consequent wasting of animals subjected 
to .hypophysectomy but whose hypothalamus has not been inter- 
fered with is well known. It has recently been shown that 
pituitary adrenocorticotropic . hormone leads to an increased 
appetite; and increased weight, quite apart from water retention. 
 Therapeutically, in the absence of a gross lesion the treatment 
of pituitary obesity, or hypothalamic-pituitary’ obesity, or idio- 
pathic obesity, consists of (1) low-calorie diet ; (2) diuretics to’ 
counteract water retention’; (3)‘such substances as amphetamine 
sulphate, which reduce appetite by central nervous action. 


7 , s ; 
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successfully given intravenously. 
described a dramatic response to ‘saccharated oxide of iron given 


‘sulphaemoglobinaemia. 
indication is to eres a normal bowel function. 


\ A. —Sactharated iron oxide in 5% dextrose solution may be 
Davidson and Girdwood 


intravenously in à case of refractory iron-deficiency anaemia 


'' (British, Medical Journal, 1946, 1, tee) Nissim recommended 
the following course: 


: ~10 mg. of ironin 1 ml. 


i , 2.5 ml. 
50 j oo Sml, 
100 r a3 ’ s’ 10 ml. 
. 250 oP on ' pp sf 25 ml 
yo 500 ,, » `» oe 50 ml 


~ 


- Thrombophlebitis, ‘fever, tachycardia, cyanosis, and headache 


may arise after the larger doses. A detailed description of the 


= ‘intravenous use of an iron-sticrose preparation has just been 


published by Slack and Wilkinson (Lancet, 1949, 1, 11), and 


‘this should be consulted, as should Nissim’s paper (Ibid., 1947, 


25 49). 


- 


'Sulphur-contàining Sweat 


Q.—A man of 44, in good health except for a long history of 
constipation, has noticed ‘that his touch turns silver articles 
black. What is the pathology, ana what is the treatment of this 


` 


, complaint’? 


A.—It is probable that the black discoloration of silver 
articles is due to the formation of silver sulphide ; the sulphur 
is presumably derived from the patient’s sweat. It is known 
that chronic constipation is occasionally associated with 
sulphaemoglobinaemia. in the condition called “ enterogenous 
cyanosis.” Possibly in the present case the prolonged constipa- 


- tion has been combined, with excessive formation of hydrogen 


sulphide in‘the bowel, sufficient being absorbed to increase the 
excretion of sulphur compounds in the sweat. It would be 
interesting to -know if spectroscopy shows any evidence of 
Whatever ‘the precise , cause, the 
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‘a Osteomalacia or Senile Osteoporosis ? 


Q.—What is the modern treatment ‘of osteomalacia, and what 
is the prognosis ? A female aged 65 suffers from this disease, 
most marked in the ‘bodies of the cervical and lumbar vertebrae. 
This has led to a'loss of weight; knock-knees, and disk lesions 
at the levels of C4-5 and L5-S1. At present she is having a 
high-protein diet with 180 gr. (12 g.) calcium' gluconate and 


2,700 units vitamin D daily and suitable physiotherapy. Serum 


calcium and urine calcium figures are within normal range. The 
history is approximately, of nine months’ duration, and there 
is 'no evidence of hormone imbalance. ` , 


A.—If the diagnosis of osteomalacia i is correct the treatment 
being given appears to be “appropriate and should prove effec- 
tive. But osteomalacia is uncommon in this country, and unless 
there are special features to support the diagnosis it seems more 
probable that the case is one of senile osteoporosis of the spine. 
True osteomalacia is usually characterized by curvatures of the 
tibiae and femora, and coxa vara; the shape of the pelvis is 
altered, the acetabula being displaced’ medially. These deformi- 
ties represent the effect of body weight on the softened bones. 
In senile osteoporosis the main changes are in the vertebral 
bodies. - ‘There is considerable bone atrophy, and the inter- 
vertebral disks bulge into the softened spongy tissue of the: 
vertebral bodies, which assume a biconcave appearance, " There 
is a general kyphosis, often pronounced, and in addition there’ 
may be marked wedging of individual vertebrae. The under- 
lying cause of senile osteoporosis ‘is unknown, and curative 
treatment is not available. Nevertheless-the wearing of a light 


: but strong spinal “support is often a useful palliative. 


Letterer-Siwe’s Disease 


Q.—I am interested in a child of 19 months who. was: taken 


`. Ul in South Africa. some months ago with what at, first was 


t 


diagnosed as\ glandular fever; she has been ailing ever since, 
~with mild pyrexia, and her condition, has recently been recog- 
` nized as Letterer-Siwe’s disease. Would you kindly tell me. the 
cause, treatment, and prognosis? 


_ A.—Letterer-Siwe’s disease is a systemic aleukaemic non- 
lipoid -reticulo-endotheliosis occurring sporadically, usually in 
infants or'young children. It is characterized by fever, marked 


splenomegaly, some hepatomegaly, generalized adenopathy, , 


eczematous, granulomatous, petechial, or haemorrhagic cutane- 
ous lesions, localized tumours with rarefactions in bone, and 
secondary- anaemia with usually a normal white cell count. ‘The ~ 


“ergotamine tartrate. 


Treatment depends somewhat on the site of arterial obstruc- 
tion: if of a main vessel, efforts to increase collateral circula- _ 
tion by plasma transfusions, intermittent venous occlusion, and 
sympathectomy are often followed by improvement. When the 
distal vessels are affected the prognosis is worse and the results, 
of treatment more disappointing. In both types scrupulous 
“care of the feet is essential if gangrene is to be avoided. The 
precise details of treatment will be found in any of the current 
textbooks. ` 


Ergotamine Tartrate 


on bi 


.\ Q.—A patient who for many years has waked in the night 


with a_severe throbbing headache has received complete relief 
from I mg. of ergotamine tartrate taken prophylactically before 
retiring. Is this patient ‘likely to develop ergotism, and, if so, 
approximately ‘how long is it safe to go on giving the 
ergotamine ? 


A.—Different, people differ greatly in ‘heii tolerance to 
Usually 1 mg. is well tolerated, but if 
the drug'is being taken every night the patient must be on the 
look-out for such symptoms as burning or tingling sensations in 
the legs, toes, or hands. Ergometrine should be tried instead 
of ergotamine. Ergometrine is equally effective in relieving . 
attacks of migrainé in many people, and does not cause 
ergotism. If this does ‘not work, then dihydroergotamine 
(DHE-45) might be given in a dose of 2 mg. This drug is 
considerably less toxic than ergotamine. 


$ 


, NOTES AND COMMENTS 


Dyspareunia.—Dr., B. SANDLER (Urmston, Lancs) writes: May I 
disagree with the reply given- ‘under this heading (“ Any Questions ? ” 
June 4, p. 1017)? In a patient with a psychopathic background, as 
described, glass dilators should not be used at all—not even on 
patients with a normal background are they often required. She 
should be advised to apply oestrone ointment to the introitus, and 
then perform self;dilatation by the gentle insertion, first of her fore- 
finger, next of two fingers, and finally of two or three fingers and’ 
thumb, over a period’ of a fortnight. The use of her own fingers is 
less frightening and more completely controllable ; whilst the oestrone 
ointment produces local vasodilatation, which assists in relaxation. 


` \ ` 
Report on a Cure for Cancer.—Dr. F. WIBAUT, Secretary-Treasurer 
of the Netherlands Medical Association, writes: An Amsterdam, 
physician, Dr. J. Samuels, advertises at home and abroad that he has 
found a universal method to cure malignant and benign tumours, 
diabetes, and multiple sclerosis. ; The method consists of radiotherapy 
by means of radiation with short waves of the hypophysis. Dr. 


cause is unknown, but possibly may be infective. Treatment is : Samuels does not judge the result according to the usual clinical and’ 


uncertain and unsatisfactory, but chemotherapeutic agents, anti- 
biotics, and x-ray irradiation may be tried. The majority of 
reported cases have been fatal. 


` 


= ftiternittent Claudication i 


Q.—What are the prognosis and treatment of intermittent 
claudication in a man of 50 otherwise in good health? X-ray 
examination shows some calcification of the leg vessels. Does 
this finding ‘add to the gravity of the prognosis ? 


Lt 


k3 


A.—The word “ prognosis” 
ambiguity: it may refer to the survival. of the patient or to 
the survival of the patient’s lower limbs. In respect of the'first, 
the outlook at this age is not good and expectation of life is 
undoubtedly reduced. Arterial degeneration is unlikely to be 


limited to the vessels of the legs, and many patients with this \, 
‘disorder die’ from coronary thrombosis: 

additional to the threat to life which would be afforded by the’ 
The prognosis in respect of 'the legs is also- ` 


this is“ a. danger 


onset of gangrene. 
likely to be poor. At such an age the arterial obstruction is 
usually diffuse and adequate Collateral circulation is difficult to ' 
attain; the degenerative process advances more rapidly than 
in a man twenty years’ older, and consequently the blood supply 
to the legs will probably become increasingly defective. Calci- 
fication in the arteries of the leg indicates that these vessels are 
degenerate ; ; it does not make the prognosis more grave. The 
presence of intermittent claudication is already evidence of 
arterial inadequacy. ‘ 
¢ 


in this question has a ceftain - 


pathological methods, but by observing the supposed,changes in the 
circulating blood. These changes are alleged to be visible through 
a fold of the skin by means of a spectroscope. The Minister of Social 
Affairs, who is also responsible for the supervision of public health, 
has asked the President of the Council for Public Hygiene to examine 
this matter. The result of this examination has been that not one 
single case of cure of the diseases mentioned above has been con- 
firmed. Besidés that, the method of diagnosis and the therapy must 
be looked upon as completely worthless. 

The result of the examination has been published as ‘“‘ The Report 
to the Minister,” dated January. 1949 (States Printing Office, The 
Hague. Price 1.27 florins), ` An abstract of the-report has been pub- 
lished by the medical weekly of the Netherlands: Medical Association, 
Medisch Contact. Copies of this issue of Medisch Contact may be 
obtained on application to the office of the Netherlands Medical 
Association, . Keizersgracht 327, Amsterdam (C). 
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»bservations I here put forward are correct, we are 
a position to turn over a fresh page so far as our 
ion of certain of the so-called rheumatic syndromes 
2rned: J am not able to do much more than write 
pter heading for this new page; it seems to me, 
r, that this new chapter will be worth writing when 
'e material is forthcoming. > R 
generally agreed that much of the pathology 
>d for'the chronic rheumatic diseases is speculative 
han“factual. Biopsy does not seem to confirm the 
impression that muscle or fibrous tissues are gener- 
seat of cellular change in non-articular rheumatism, 


eed that inflammation is the underlying patholoev--- 


r as aetiology is concerned, I suggest that *~ 
s had its day, and that the day.~ 
“haps genetics is dawning. a 





thousht. = 


It is now generally defined Jess comprehensively as an 
idiopathic disorder of the soft tissues chiefly characterized 
by pain and tenderness, which. may be local, widespread, 
or referred, and is often associated with muscular spasm. 


Nature of the Pain in Fibsositis 
It .was only comparatively recently that Lewis and 
Kellgren and others pointed out that the pain in fibrositis 
generally has its origin in certain focal points from which > 
the more general subjective pain ‘complained of by the 
sufferer is referred according to a segmental plan. This 
referred pain may seem to be situated at a considerable 
‘ete--= Fro- its real origin. A good example is to be 
“eciaf™, not due to a disk mechanism, 
Nghe “ trigger-point ”— 
“Se iliac crest or even in 
ats, which when’ palp- 
dules,” are definite ` 
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other work of this nature has been done as yet, and the 
accompanying table based upon this objective must be 
regarded as being very provisional. It seems possible, how- 
ever, that some form of classification such as that which 
follows might ultimately prove useful. 


~ ” 


_ Classification of “ Fibrositis”’ 





Nature of _ : Clinical Morbid 
Pain a Finding Anatomy cone 
1. Focal Tendon or | Nodule, small | Fibrous Trauma, rheu- 
aponeurosis |- and hard matic fever 
Focal Lumbar or | Larger nodule | Fibro-fatty Oedematous 
gluteal changes 
3. Focal On muscle | Smallish elon- | Local spasm |- hritative focus 
belly gated ‘* no- of muscle in neural seg- 
Ze dule ” fibres ment 
4. Diffuse .. | Whole muscle | Muscle ten- | Unknown Toxaemia 
; ~ group derness i 
5. Diffuse .. | Many muscle Spasm Chronic mus- | Psychoneuro- : 
; oups cular fatigue i Er OR 
6. Diffuse . Subcutaneous | Panniculitis, | Abnormal | Endocrine 
(sometimes tissues tender fat oedematous 
local) deposits deep fat 


© a : i à 


‘ 
pa 


Aetiology of Trigger-points and Nodules 


It was’ observed (Copeman, 1943) that the pain in the ‘ 


back which accompanies most pyrexial illnesses is of the 
same nature and pattern as in fibrositis. It was shown, 
moreover, that, although the pain disappears with the cessa- 
_ tion of pyrexia, the tender=trigger-point will persist in. a 
_ proportion of cases often for very long periods, unknown 
to the patient. These trigger-points can be reactivated by 
a recurrence of pyrexia, even if this is due +^ a d?®>rant 
cause. It is therefore suggest-~ thet 

trigger-points and nodules sv! 

of fibrositis may someti’” 

in life in the course-* 


tha avnnthama ta ry 


As no evidence of pathological change could be found, in 
fibrous tissue or muscle in biopsy material, we decided to 
examine the deeper layers of fat which constituted the 
remaining tissue in the neighbourhood of the trigger-points 
—notwithstanding the usual assumption that no pathology 
of interest normally affects this type of tissue. We were 
lucky in our first case in that we noticed a curious hernia- 
tion of a large lobule -of distended fat through a defect 
in the deep fascia. In a later biopsy of an easily felt and 
tender nodule from which widespread pain was being 
referred we discovered by cautious dissection that the 
nodule in this case was an oedematous-looking node of 
fatty .tissue lying among superficial fat of the upper buttock, 
but with a pedicle which could- be traced down to the 
layer of fat lying beneath the deep fascia. 


Fatty Structures as a Site for Painful Lesions — 

In our original paper (Copeman and Ackerman, 1944) 
we described the areas of fat in which painful “ fibrositic ” 
lesions occurred as being in the main “residual,” in the 
sense that lobulated fat remains in these areas even when 
it disappears from other areas as the result of extreme 
cachexia. The colour of this residual fat in such cases was 





often darker or pinker than ordinary fat., In two cases we ` 


were able after death to trace the pedicle of a superficial 
fat hernia down to the paranephric fat mass. These obser- 
vations suggested to us that the areas of fat liable to be 
affected, at any rate in the lumbar region, might bear some 
-elation developmentally to the primitive renal fat gland 
‘hich, from a comparatively early period of embry- 

‘+, fat congregates. in- closely lobulated 

Nts (according to Hammar) are- also of 

` normal. - The well-marked area of 


aaaeeeaa 
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herniae in such cases provided lasting relief from pain. 
Histological examination of the material removed has 


shown in practically every case nothing but normal fat. 


tissue distended with oedematous fluid—suggesting that the 
cause of this oedema is not inflammatory. 


In the lumbo- 
sacral region the fat 
herniae seen so far 
have been of three 
types: (a) pedun- 
culated (Fig. 2), (b) 
noh - pedunculated 
(Fig. 3), and (c) 
foraminal (Copeman 
and Ackerman, 1944) 
(Fig. 4). The first 
two are self-explana- 
tory, the herniation 
occurring from the 
deeper layer of fat 
through a flaw in the 
fascial covering or 
layer into a more 
superficial layer. 
The foraminal 
herniae occur along 
the foramina which 
exist in the deep 
fascia of the sacro- 
spinalis muscles, 
along which pass the 
lateral branches of 
the posterior primary 
divisions of the first, 
second, and third 
lumbar nerves to- 
gether with a small 
artery and vein. 

Twenty-two selected case histories from our series have 
been published (Copeman and Ackerman 1944, 1947) in 
which removal of a fat hernia of one of these types resulted 
in a permanent cure of the pain, and many subsequent 
unpublished cases have been investigated with similar find- 
ings and results. Herz (1945), working in Cleveland, has 
confirmed this work and has published two further, larger 
series of successful cases. 








ai- 3 = Ss. ~ 
Fic. 4.—Fatty hernia: 





foraminal type. 


Lesions Other than Herniation Occurring in Fat of 
Normal Distribution 


Upper Dorsal Region 

The skin is normally six to eight times thicker in this 
situation than in most parts of the body, and islands of 
fat may be found actually in the reticular layer of the 
corium of patients suffering from panniculitis. In the upper 
back the fibrous projections between the corium and the 
deep fascia normally form a series of honeycomb-like com- 
partments which are filled with vascular fat. The axes of 
these “cells” are found to be roughly parallel’ with the 
tension (cleavage) lines of Langer. This structure is par- 
ticularly noticeable in the upper back area, and we have 
called this diamond-shaped area the “ dorsal fat-pad.” It 
is one of the common sites of “ fibrositic ” pain, and its 
area corresponds fairly accurately with that of the trapezius 
muscle which lies beneath it. 

When painful nodules are palpable, as is commonly the 
case in “fibrositis ” of this region, they are seldom fibrous 
in nature. Biopsy will generally disclose the nodule to 
consist of the fatty contents of one or more of these com- 





partments, swollen and under tension. Tension is shown 
by the fact that if the incision is made at right angles to 
the lines of tension in the skin the wound will gape and 
the lobule will be seen to present above its surface. It is 
also shown by the peau d'orange appearance if the skin 
and subcutaneous tissues of an affected area are compressed 
laterally. Negative evidence of this is afforded by the well- 
attested observation that palpable nodules of this type can 
be “rubbed away” by means of deep massage; a fact 
that could not be rationalized if they were formed of solid 
material such as fibrous tissue. Herniation of these lobules 
into adjoining compartments has been observed, but is 
uncommon owing to the density of their walls. 


Periarticular Fat-pads 

It does not seem to be generally appreciated amongst 
clinicians that localized collections of fat are to be found 
normally in association with certain joints, particularly the 
knees and ankles, and that these may become painful with- 
out the joint itself necessarily being affected. When: this 
occurs an irresponsible diagnosis of arthritis is often made 
as the result of insufficient examination. 

(a) The Patellar Fat-pads.—A normal intracapsular fat- 
pad is situated between the joint and the patella. This is 
well recognized by anatomists and surgeons. These infra- 
patellar pads will often become tender and painful without 
the joint itself being affected ; this is particularly so around 
the time of the menopause. It is this lesion that commonly 
gives rise to the sensation of grating on movement, which 
is sometimes considered to imply that arthritis is present. 
A fold called the infrapatellar synovial fold extends pos- 
teriorly from the apex of each fat-pad to be attached to 
the femur inside the joint cavity. No doubt in certain 
cases, if this is also affected, intra-articular function will 
to some extent be deranged. 

(b) The “ Popliteal Faf{-pad.”’—This has not, so far as I 
am aware, been described as a separate entity. None the 
less, it is present in more than 80% of normal people over 


Fic. 5—The popliteal fat-pads: normal 
structures which generally enlarge when 
painful. Often mistaken for bursae. 


40 years of age. When it attracts 
notice by enlarging and becoming 
tender it is often wrongly described 
as a bursal enlargement (Figs. 5 and 
6). It is sharply limited at its lower 


Fic. 6,—General 
obesity. A, Enlarge- 


ment of ere 
$ > 


margin by the upper crease of the fat-pads. 

: 4 tional fat-pads at 
popliteal skin, and its outer border inner aspects of 
lies roughly parallel with the course knees, (By courtes 


of the semimembranosus muscle. ee J. med. 


Its upper border, when the pad is 

large, is delineated by another crease which develops in 
these circumstances. The inner border lies to the 
outer aspect of the midline of the popliteal space. This 
fat-pad lies between the superficial and deep layers of the 
fascia covering the popliteal space. When large it distends 
the skin, although the cause of pain and tenderness seems 
to lie rather in the distension of the fat itself. In these 
circumstances, however, full flexion of the knee-joint, by 
compressing the fat-pad, may give rise to pain—and so 
again to a mistaken diagnosis of arthritis. ` 
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The Sacral Fat-pad 
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This can be observed in about 10% of normal persons 
(Fig. 7). In structure it is very similar to the dorsal fat-pad. 
It is rather smaller than the sacrum, but is of the same 


shape and lies over it. It sometimes enlarges painfully as 


an isolated phenomenon, but is more often in association 
with a general Condition of panniculitis, either with or 


without obesity.. 





Fic. 7.—The sacral fat-pads, present in 
about 10% of normal subjects. 


Two other small 
fat-pads exist in 
many normal 
persons and in all 
who are obese. I 
can find no pub- 
lished description of 
these, however. The 
first is situated over 
the dorsal surface of 
the basal phalanx of 


the great toe. The so-called “male hairs” described by 
Wood Jones spring from its surface. It seems to be designed 
to buffer the strong action between the tendon of extensor 
hallucis longus and the skin. It is seldom of clinical signifi- 
cance, although its enlargement greatly contributes to the 
shiny swelling of the skin in this region in cases of acute and 
subacute gout. The other fat-pads which seem to be of 
some significance, in so far as they often become swollen 
and locally painful in obese persons, are situated at the 
ankle-joint. Medially there is one between the malleolus 
and the heel, roughly over the flexor retinaculum ; whilst 
on the fibular side one lies over the stem of the inferior 


extensor retinaculum. A further 


fat-pad sometimes 


develops over the adductor tendons of the thigh at their 
pubic origin. It-is tather doubtful, however, whether this 
can be considered to be of normal occurrence. It always 
develops in cases of obesity, and May be very painful. 


Clinical Effect of Altering Volume and Distribution of 


Body Fluids 


If the views which have been propounded are correct 
regarding the role of increased fluid tension in certain tissues 
causing pain, it should prove possible to relieve the paia 
by reversing this process. An experiment was accordingly 
planned (Copeman and Pugh, 1945) whereby 22 cases of 

- fibrositis in which we believed that the pain might be of 
this type were selected. In these patients we induced the 
state of clinical dehydration ; at which point we added elec- 
trolyte to the extracellular fluid to increase its osmotic 
pressure. Since the cell membranes are impermeable to 
sodium and chloride, intracellular dehydration would result. 

The method of achieving this was to restrict the fluid 
intake of these patients for 36 hours to about 8 oz. (225 ml.). 
After this they were allowed neither food nor drink for 
24 hours, and their fluid output was increased by the 
administration of 4 oz. (14 ml.) of sodium sulphate at 
hourly intervals for six doses. The process of dehydration 
could be followed by noting the daily loss of weight, which 
varied between 1 and 3.5 kg. This preliminary stage of 
dehydration was followed by an intravenous injection of 
50 ml. of 30% sodium chloride (15 g.) into a vein. Immedi- 
ately after this injection the patient was allowed to drink 
4 oz. (414 ml.) of tea to mitigate thirst. Apart from this 
no fluid was permitted for four hours, after which no 
further limitation was imposed and the patient was 


encouraged to get up and about. 


The clinical result of intracellular dehydration in this 
group was that of the 22 patients submitted 13 were 
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rendered completely free of pain for variable periods. It 


was thought that this experiment confirmed other evidence 


‘about the nature of the, mechanism of the pain suffered 


in the successful cases. i 


Relationship of Panniculitis with Fibrositis 

According to Stockman pain of unknown origin occur- 
ring in mesodermal tissue, which he believed (as is indi- 
cated by his nomenclature) was always due to inflamma- 
tion of the white fibrous tissues, is covered by the generic 
term fibrositis. ,Pain which has been described above as 
occurring from the distension in normally situated sub- 
cutaneous fat lobules can also therefore conveniently be 
classified under this heading. Where pain of this type 
occurs in abnormally deposited fat, however, it will be 
referred to as panniculitis. The condition was described 
by Stockman (1911) and also by Telling. It was defined 
by the former as being fibrosis of the deep subcutaneous 
tissues, or more specifically as “a chronic inflammation of 
the areolar tissue of the panniculus adiposus, including the 
small nerves and blood vessels.” Although he recognized 
the presence of excessive fat locally he considered this to 
be the result of the inflammation and did not recognize 
that it had any association with the pain. 

Panniculitis is a common condition which is insufficiently 
recognized as a cause of pain which is not infrequently 
labelled “ psychogenic.” Our investigations have shown 
no single instance histologically of an inflammatory reaction 
having occurred, and we believe that the pain in this con- 
dition originates as the result of oedema, and consequently 
distension, of lobules of the abnormal fat deposits. Pannicu- 
litis can best be considered in relation to those regions of 
the body in which it is most commonly encountered— 
namely, the upper dorsal region, the upper and outer aspects 
of the limbs, around certain joints, especially the knees, 
elbows, and ankles, and some other sites. Panniculitis 
is often associated with general obesity. Even in cases 
showing this association the sites of pain generally remain 
confined to the regions in which pain is situated in cases 
not so complicated. This continuing localization of the 
pain in cases of general obesity may be due to the less 
lobulated nature of the fat which is laid down elsewhere and 
also to the fact that in other sites, such as the abdominal 
wall, no fibrous fascia or capsule is present to limit the 
distension of the fat if it becomes oedematous. Herniation 
of fat lobules is common in association with obesity. 

Although adiposis dolorosa would seem to differ from 
the preceding syndrome merely in degree, it does show 
more generalized areas of pain. The nodular feel of the 
fat deposits, the fluctuation in the sites of pain, and the 
histological findings, however, suggest that the underlying , 
cause of the pain may be the same as in the preceding 
syndromes—namely, a shifting non-inflammatory oedema 
affecting the pathological fat deposits. In this connexion 
it is interesting to note in Dercum’s (1892) original descrip- 
tion that “occasionally very severe paroxysms of pain 
occurred, and these were coincident with temporary swelling 
and hardening of the fat masses.” big 


Panniculitis of the Upper Dorsal Region 

The “ dorsal fat-pad,” which has been described as the 
seat of local lesions in fibrositis, is more generally involved 
in cases of panniculitis. The tissues are sometimes exces- 
sively thickened and the subcutaneous tissues cannot be 
lifted between the finger and thumb. It is'sometimes the 
only region involved in this process, in which case the con- 
dition tends to be concentrated round the base of the 
cervical spine—the “ buffalo hump.” 
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Panniculitis of the Upper and Outer Aspects of the Limbs 


Tender nodules not infrequently. form along the upper , 


and outer aspects‘of the- thighs, often in association with 
enlargement of the periarticular fat-pads of the knee, which. 
are discussed below. Pain due to this cause is generally: 
diagnosed as “ fibrositis.”- A few biopsies and dissections 


have been made in order‘to study the method of formation _ 


roy 


of nodules in this site. 


The usual situation of these localized collections of fat ’ 


is in the panniculus adiposus, where certain portions of 
the areolar tissue seem to become more heavily- charged 


‘ with fat than do others; These portions appear to be more 
` closely lobulated and independent of the average layer of 
fat at this: level, although lying in it, and give the.appear- 
ance of being small. independent “mésenteries ” each with’ 
its own blood and lymphatic supply.. There is also a large. 


potential space between the superficial and-.deep layers of 


the fascia which overlies the fascia lata.of the thighs, and — 


fat nodules, sometimes: form also in this space: - 

In cases in which these collections: become painful in 
this situation it is found that they Have become circum- 
scribed by adhesions which seem to prevent ldteral exten- 
sion of the’fat mass. The pain is presumably due in such 
cases to attempted distension of the unyielding fascial walls. 
The cause of these limiting adhesions is unknown ; it may 


be’ traumatic, but since their occurrence appears to be 


related in many-cases to ‘the menopause they may result 
from a drying*up of the normal lubricating fluid of the 
fascia, No detailed investigations have yet been carried 
out to investigate simildr. conditions in’ the region of the 


upper arm or round the elbow-joints, where panniculitis 


is also commonly found. 
wh The Kneejoint . S 

An abnormal fat-pad develops over the inner aspect’ of 
the knee-joints as a menopausal manifestation and perhaps 
precursor of ultimate osteoarthritis. It -also occurs as a 


hd 


prominent feature ‘of general obesity at any age, and of 


` course -in' those rare cases known since .1892 as Dercum’s 


disease (adiposis dolorosa). , The appearance of these abnor- 


- , mal fat-pads, which may become Very large and pendulous, 


r= 


-like collections of thin superficial veins. , 2% 


is well known (Fig. 6). They are generally bilateral, 


although pain or tenderness is, often confined to one side _ 


only.” Posteriorly they cover the lower insertion of the 
inner. group of hamstring muscles, being separated by a 
definite sulcus near the midline of the- popliteal fossa-from 


internal aspect of the’ patella, but often appear. to blend 
lower down with the infrapatellar-fat-pad. .There is no 


; accompanying sensory abnormality of the overlying skin, 


although it‘is often the seat of multiple’stellate or spider- 


Varicose veins and local thromboses are also a common 
association, as is spontdneous bruising., On palpation dis- 


- tinct lobulation of the contained fat is easily felt, and it 


can be appreciated that only certain lobules—which feel 
more tense-are tender. - If these’ be marked it will be 


, 
S 


_ the normally present (but probably enlarged) -popliteal ‘fat- . 
pads-described above. . Anteriorly they are limited by. the. 


-` lobe, 


~- 
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_of which lobules will often penetrate and adhere. The 


arrangement of this areolar tissue does not seem to be as a 
continuous layer. but in discrete sheets which when infil- 
trated- with fat. lobules -in- this way have the appearance 
each of-a separate miniature mesentery. “The various collec- 


‘tions of lobules are:thus in fact discrete clumps, each with 


its own blood supply and lymphatic system. 

These medial fat-pads when they attain a large size can 
interfere. considerably with the’ free function of the joint, 
and pain from ‘these.is quite often referred to the joint 
itself subjectively, although carefully objective search will 
reveal a tense petiarticular fat lobule in the pad as its real 
origin, The. differential diagnosis of “ arthritis” and its 
despondent-sounding implications is all too often made jn 
such ‘cases, more “particularly if the normally occurring 
“ age-changes ” are interpreted as radiological confirmation 


- of this view. ~ -  . : . 


' -Aetiology > ` - 
a , Endocrine 7 i 
The cause of the *non-inflammatory oedema. which is 
found locally to be distending the fat lobules which cause 
pain in the type of, “ fibrositis ” which has, been described, 
and in panniculitis, is unknown, although it may well be 
part of a more general process. It may be part of a general 
condition of- dysfunction of -fat-water metabolism, as it 


appears to be in-those cases associated with obesity.. It is 


this factor which accounts for those rapid and otherwise 
inexplicable variations in’ weight which -occur during the 
dietetic treatment of the obese. , $ 

In view of the frequent association of these syndromes 
with the female menopause (both- natural and artificial) 
it is tempting to‘ suspect-that the underlying cause must be 
endocrine. It seems to be, accepted by endocrinologists 
that excessive secretion of oestrogens in the. human will 
result in water retention, which largely affects the fatty 
tissues. This “is released at a normal period, but if this 


i 


does not occur the condition may become cumulative. 


4 T . . . * « 
- Some reflection. of this process is often seen clinically in 


the cases which have been described. The fault here may 
Jie in the dysftinction of, the ovarian glands or, more 
probably, further back.in the pituitary or hypothalamus. 
The latter probability is’strengthened by the fact that men 
suffer from these syndromes, more particularly the fibrositic 
one, quite often.- ; ` 77) ’ TE - 

_ Overactivity of the pituitary and the adrenal: cortex is 
known to be associated with pregnancy andthe climacteric, 
and commonly restilts in obesity. In most cases, however, 
no objective evidence of endocrine disorder is to be found, 


-and it may be surmised that the metabolism-regulating 


centres of the hypothalamus are disordered. This is known 
to result in water. retention, owing to the interference with 
secretion of the antidiuretic factor of the posterior pituitary 
It is said that -in:these cases administration of 
chorionic gonadotropin will reduce the subcutaneous fat 
and release water, and probably the effect of this should 
be tried in selected cases. It may be presumed that there 
is no gross pathology ‘present in the majority of the cases 
which are being discussed, and it seems possible that 


found that this localized tense tenderness will affect dif-' lesion may be primarily of genetic determination. The 


ferent lobules on different days. This tenderhess appears, 


thyroid gland has also been invoked, largely on account of 


therefore, to depend upon a-condition of shifting oedema. ‘ts value. in the treatment of certain of these cases; it is 


which inoves fróm lobule to lobule. Excision of the painful 


, fat-pad successfully. relieves`the pain., Microscopical exami- 


~ 


nation shows only oedematous fat of normal structure and 
with no.céllular reaction. . g , 
These pads are not to be conSidered’as lipomata ; the 
fat is laid down in the reticulat areolar tissue. between the 
corium of the.skin and the synovial capsule, into the folds 


pd 


= 


thought, however, that as this substance possesses the 


- property of eliminating excessive tissue fluids its benefits 


probably do not reflect any share in aetiology.” 

Kling (1947), writing of what he terms “ juxta-articular 
adiposis dolorosa ” (probably’ a condition of panniculitis 
localized tothe joints), states that, no high degree of 
endocrine disturbance was found in his patients, although 
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B.M.R. estimates were only markedly abnormal in one-third 
of them. He also failed to find evidence of interstitial 
inflammation of sensory nerves, but he found evidence of . 
’increased tissue tension in these sites and considered it 
probable that the mere increase of the fat tissue causes 
pressure on the nerve endings and so gives rise to tenderness 
and pain. Where enlarged knee fat-pads were only part:of 
a more generalized condition of adiposis dolorosa, these 
? findings were generally found to be applicable to the other ‘ 
joint areas which were affected. 
No generalized abnormality has’ been detected, in the 
_ majority of our cases of panniculitis ; all routine clinical 
tests, including the B.P. and E.S.R., were normal. Arthritis 
did not develop in those cases which were successfully 
treated for the periarticular condition. The condition is not 
necessarily associated with general obesity, although it may 
be ; and. when it is`it tends to bè more severe and wide- 
spread. Adiposis dolorosa, both in its full form and in the 
periarticular form described by Kling, may constitute only - 
-a variation of this entity. .- - 


` 


He : n Sodium Balance \ 
Disturbances of water exchange in general betoken dis- 

location of sodium balance. It can be demonstrated experi- - 

_ mentally that cells, including fat cells, swell or contract in 
a predictable manner in response to variations in sodium 
concentration in the~interstitial fluid, since all cell mem- 
branes permit the free passage of water but not of sodium ` 
and chloride. The water and salt levels are now believed 
to be controlled largely by activity of the hormone-of the 
posterior lobe of the pituitary and the influence of- the 
desoxycorticosterone -fraction of the adrenal cortex. 


: Genetic Factors . 

There may also prove to be a genetic factor involved, 
since close questioning of 50 unselected female casés of 
. severe panniculitis revealed a'history of-a similar condition 
having occurred in the’ family (mostly in a mother or a 
mother’s sister) in nearly one-half of.them.. This is‘a very 
„high proportion, but it does not necessarily point to the 
disease being a familial one, since all these patients had 
been subjected-to similar endocrine disturbance as repre- 

- sented by the menopause. Itis Perhaps more probable that - 

it is the body. type which is familial, and panniculitis cer- 

` tainly occurs most often in that type which Sheldon (1940) 
` designated the endodermic somatotype. | oe g 


' ; - Cold a 

It is striking how sudden the first onset of pain may be 

in some cases, leading occasionally to a wrong diagnosis 
for this-reason alone. It has seemed that in a large number. 
of these cases cold has been the precipitating factor, no 
- doubt merely activating a state already in being. This is 
understandable in light of the observation of Bazett and his. 
co-workers that a temperature gradient exists between the 
surface of the body and the deep tissues extending inwards 
to a- depth of 2-3.5 cm. and having a temperatire differ- ' 

ence ranging from 5 to.152 F. 3-9° C.). The fatty tissues 


ad 


` 


which we believe to be chiefly.implicated in the type of - 


fibrositis that has been described and panniculitis lie well . 
- within this gradient, and, since the temperature gradient— 
and to some extent its depth—vary in response to the cool- 
ing power of the atmosphere, these tissues must be directly 
affected by the external environment. These reactions are 
no doubt responsible for the well-attested phenomenon of 
- weather-sensitivity in these cases. =” 


Treatment i 


The pain which occurs in the two main syndromes cón- 
sidered in this lecture—namely, a certain type Of fibrositis 
` and panniculitis—has been shown to be due in each case 


= / Bg 


to.a painful distension of fat lobules within a confined 
space. Treatment in both will therefore be along similar 
lines and have the same objectives. Where these syndromes 
are complicated by the addition of obesity, the factor of < 
weight reduction will also have to be faced. l 


The results of treatment at the present time are variable, 
and relapse is common. If the syndrome occurs at the 
menopause, however, as is not uncommon, and remission 
can be induced for a sufficient period to cover the comple- 
tion of this process, prognosis is fairly good. . The desiderata ~ 
of treatment may be epitomized under various headings. 


Diet—Since fat is the site of the painful lesion in these cases 
weight reduction is always indicated even in patients who do ` 
not appear to be overweight. It is seldom that any improvement 
is noted as the result of other methods unless the body weight ° 
is falling. Restriction may be limited to starch-containing foods 
and to fat. Ordinarily, protein foods need not be. limited. ^ 

Endocrines-—It has been pointed out that there is clinical - 
evidence that oestrogen tends to cause fluid retention in the 
tissues, which is released at menstruation, and that in the 
menopausal patients this condition may become cumulative. 
‘Theoretically, androgens might in such cases be the proper © 
remedy, and some recent observations tend to confirm their 
usefulness. In menopausal cases ordinary endocrine treatment 
should be tried; in patients who are not’ menopausal thyroid 
is none the less sometimes helpful, except in those cases which 
normally show. a rapid pulse rate. In these cases thyroid 
extract will generally result in palpitations but no reduction 


No 


in weight. There are no known drugs or hormones which will. . ° 


reduce pituitary activity, although such an objective would. 
seem to be desirable... oe 

~ Diuresis and Dehydration—The ‘type of diuresis that is 

required in: these syndromes is that which not. only. increases. 

the urinary volume but also. depletes the body fluids, producing 

thirst. This is the type called by physiologists “ obligatory ~- 
diuresis.” There are several substances which may be 

employed, and, since there is' no contraindication to employing 

them at the same time, it is reasonable to do so. (a) Chemical 

substances which act by distorting the internal environment, 

such as urea. -This may be given in large doses (20 g.), sus- 

pended in a-little water -or fruit juice after each meal, for 
long periods. (b) Chemical substances which alter the acid- -` 
‘base equilibrium and electrolyte balance, such as ammonium 

chloride. ‘This is often given to supplement the action of” 
mercurial diuretics, which may also be employed with benefit, 

and’ “whose effect seems to be to decrease the amount of 

sodium chloride reabsorbed by the renal tubples. (c) A salt- 

frée diet, which is effective in, reducing the volume of body 


. fluid where there is an- excess. Its effect results from ‘the 


removal: of one of the essential components of this process, 
whilst restriction of water, the other chief essential, is rendered 
unnecessary and thirst will thus be relieved. y 
Physiotherapy.—Firm localized, massage “is used to. disperse 
the swelling where oedematous fat lobules can be felt and are 
„the cause of pain. - [twill generally prove very painful at first, 
and.any reaction caused by this process must be allowed -to 
die down before a subsequent treatment of this sort is adminis- 
tered. In time the patient will become less sensitive, and 
regular treatment will become, possible. Previous ‘exposure ` 
to radiant heat and infra-red rays will often increase the 
_patient’s tolerance to such treatment. “Where actual herniation 
of: fat lobules has_occurred, but has not become fixed by 
adhesions, reduction-of the herniation by this method may be 
possible. : a eee: 
Injection.—The object of local injection treatment is to 
disrupt the swollen fat lobule by hydrostatic pressure and so. 
relieve the painful tension. ` Mere infiltration with anaesthetic 
solution will give temporary relief only,.except in those infre- 
quent cases in which this procedure has seemed to allow auto- 
_reduction of a‘hernia, as judged by the subsequent permanent 
disappearance of both the nodule and the pain. The solution 
which we have used mostly for this purpose has been procaine 
0.5% .in saline. Undercutting or “teasing” with the point of 
the needle afterwards-will complete-the disruption.. In -eases 
of localized panniculitis the affected area may be thoroughly 
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infiltrated with an oily - eae el aldon au ‘as ‘benzyl . 
salicylate—under pressure, with the same object in view. :.-The 
fibrous compartments separating the fat` lobules should after- 
wards be disrupted. with the cutting’ edge of: the wide-bored ` 
needle employed, to prevent recurrence... ^e- 22 


Surgery. ——Surgery has no Place i in fibrositis į in which hernia--` 


tion is not a ‘cause of ‘thé “pain. Removal of irreducible, fat 
herniae which cannot be disrupted ‘by, injection, however, 
remains the logical procedure, and ‘in-well-chosen cases is highly 
successful, These structures, however, are ‘sometimes sur- -` 
prisingly difficult to locate in a well:covered person and local 


analgesia is essential, as the-patient’s subjective impressions are ` 


often necessary to ensure that it has been rightly-localized. It 
must not be forgotten that herniations are-sometimes multiple. 
In cases of panniculitis with obesity, persistent pain ‘which: can- 
not be_remedied by-other means can- sometimes be cured surgi- 
cally by undercutting the painful area. Presumably the sensory 
nerves responsible are cut in the course of this procedure. : In. 
two cases of persistent, severe pain.-situated in an enlarged - 
fat-pad-on the medial aspect of the knee-joint the whole pad 
was excised,\with permanent relief of pain, to the satisfaction 


of the sufferers, who had found. no, »_ relief from less drastic : 


procedures. 


Several papers "have been published in Americà during the.. 
last’ few years confirming the part played. by fat herniae in 
the causation-of pain in the Jumbar and gluteal regions. The 
Jargest series is that of Hertz, of Cleveland, In a personal 
communication in 1948 he~ stated -that since 1944 his series of 
such cases‘ had reached a total of 229, 68 of which he had’ 
operated upon. At his last follow-up 62 of these had main- 
. tained complete relief from pain. Hutcherson, in a paper read 


before the Association for Surgery of Trauma in July, 1948; < 


‘ reported 42 such cases operated upon; with permanent relief 

of pain in 40.. In England I know of no published series, 
although: I have received ‘accounts of ‘isolated- operations of 
this type which have -been successful. Among surgeons who- 
have communićated with me in this way I. wish to thank Messrs. 
"L. E. C; Norbury, S. L. Higgs, Rodney Maingot, Harold 
Edwards, J, C. -R. Hindenach, and David Trevor. 


í 


; Summary. foe 

It is thought: that ‘an: aetiological classification, although — 
desirable i in the,case of a “ disease entity,” must remain imprac- 
ticable in the case of a syndrome. ` The classical conception 
of fibrositis is briefly reviewed, and-a classification based upon ~ 


the ‘Structure of the nodules found at the' source of the pain `~ 
of Still’s disease, which all now agree is no more than an 


is tentatively proposed. `. . 2 
Evidence is produced that the fat tissues of the body- are 
subject to pathological variations which cause pain. This pain 
is generally labelled as “rheumatic” or “fibrositic.” When 
this occurs in the neighbourhood of. joints the condition is . 
often wrongly termed arthritic. r 
“It has been shown that several recognizable s rheumatic ig 


syndromes can be -the result of an abnormal retention of fluid ^ ` 


by fat lobules in certain” situations. When this occurs they 
endeavour to swell, but, being confined by indistensible fibrous. 
tissue, they are unable to do so, and tension pain results. This 
oedema shows no sign of being inflammatory. in nature. - 


In.some such cases a flaw occurs in the fibrous covering, 


resulting in.herniatiop of the enclosed fat‘lobule -into an - 


adjoining layer. Such herniations may be of-three types, which 
are described. ae ae 

The origin’ of this selective swelling is obati endocrine. 
The direct effect of cold may unmask it. 

The syndromes described as being due to this akaoa 
of fat are: (a) ‘ fibrositis,” which occurs in any of the several _ 
normally occurring fat-pads which are described, and (b) panni- 
culitis, which’ occurs- in abnormally deposited . fat, mostly in 
predictable sites. Panniculitis may -occur with-or without 
- general obesity: In either case the chief Sites of pain tend to 
remain similar.’ Adiposis dolorosa (Derctim’s disease) would - 
appear to be only a quantitative variation ‘of this combination. 


and general aspects of the disease ; 


The indications for- -surgery are limited but. tend to afford 
dramatic relief. These .are' the. removal. of irreducible fat 
herniae, and to a smaller.extent removal of localized areas of 
' painful tissue in severe cases of panniculitis. 


Thë illustrations are from a film-strip kindly made.for me by Mr. 
E. Wilson in the Photographic Department of the Royal Society of 


, Medicine. 
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. The aetiology of rheumatoid arthritis still remains unsolved, 
but fresh light has been cast on the problem by a wider 
view of the clinical picture. The term “ rheumatoid disease ” 
has been wisely suggested (Eliman’ ‘and- Ball, 1948), and 
realization of the extensive nature of the condition, with less 
emphasis on the locomotor system, is a great step in the 
right direction. Arthritis has obviously attracted the most 
attention; but concentration on this single manifestation has 
certainly ‘hampered | search for the cause. That is why a 
‘study of ‘the disorder can most profitably be undertaken in 
‘the young, for it is then that disease in general appears in 
its most acute and unadulterated form. 

My remarks will-be chiefly confined: to certain aspects 


acute form of rheumatoid’ arthritis in children. Further, 
I will try to correlate ‘several striking features which have 
appeared fairly Constantly in-the group] have been study- 
-ing with some of thé rarer” syndromes. described by the 
‘able physicians of the-past. - 

_The study of rheumatoid arthritis, even in children, has 
to my mind. centred. too largely on the disease after it has 


‘become well established: ‘Investigators have.often not the 
--opportunity of witnessing the ‘onset and must rely largely 


on second-hand accounts from the child’s relatives. In this 
way important < developments may be missed. 5 
Acute examplēs of a disease are also more likely to give 
information than, insidious cases. I-have therefore chosen 
for study from my case notes 20 children all of whom 
suffered from considerable fever and the usual general 


„acute manifestations’ first described by Still: In nearly 


“all of them careful clinical observations were made early 
in the disease, if not from ‘the onset; subsequently ‘the 


- progress of the children was followed for many years, 


‘sometimes. into adult life. i 

‘The account deals particularly -with ` the early stages 
following the 
 „ principles already_ expressed, arthritis will receive only 


Treatment’ must be directed concurrently along several lines >. short consideration. _ - 


if success is ‘to be achieved.- Those discussed, include. diet, 
endocrines, diuresis and dehydration, local “injections, physio- 


fey - 


iia and surgery. , s. ʻ 
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*Read in opening a discussion in the Section of Rheumatology at 
the Annual Meeting of the British Medical Association, Harrogate, 
1949. - 
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Mode of Onset} 

This is more or ess abrupt and could often be dated 
to a day. In most instances there was considerable fever 
and the disease began with arthralgia. At first there was ` 


a+ 


. little obviously wrong with the joints until attempts were 


? manifestations. 


fe 


~ 


‘adenitis, 
„plained fever,-and a 
‘trash. - The diagnosis 


made to move them, which were painful. Sometimes they . 
“were puffy and, ‘though somewhat ‘stiff, movement was not 
greatly restricted. .Later definite arthritis set in, but at-this . 
early stage it was usually migratory, flitting from joint to - 


-joint and lasting only fora few hours (see Chart D. Redness 
of the surrounding skin has been observed in Some instances, - 


and the glistening appearance, swelling, and pain so 
resembled gout that blood uric acid levels were. estimated 
but were always found to be normal. Sometimes the onset 
was like that of-rheumatic fever, but ‘failure of. ama 
salicylate therapy soon 
proved:.this diagnosis 
to be wrong. 

- In a few cases joint 
were 
minimal or entirely 
absent,-and the main 
clinical features ‘were. - 
listlessness, anorexia, 
“an unex- | 


then generally inclined. 
towards glandular | 
fever or. brucellosis, 

but this. was not sup- 

ported, : by PRE 

tests. 

Adehitis, —T. his con: - 
stantÍy occurred at some 
period, but with few 
exceptions could not be 
counted as one of the: 


_ earliest features.’ Once - 
present the enlarged 
glands persisted 
throughout the acute. 


~ 


- 


phase and disappeared’ 
only if the child. made 
a good recovery. When 
a more chronic form 5 

of: rheumatoid arthritis ~ . -” : 
developed glandular enlargement continued until the disease 


and 12 at a later stage. 
reaction almost at once. - 


became “burnt out.” ; 


Splenomegaly. —This was not prominent at the beginning and 
was found to any degree in only just over one-third of the,- 
cases. Later/enlargement of the spleen became more obvious. 


The Rash—This appeared in “15. children, usually at the 
onset, and varied in intensity more or less with the temperature. 
At a later stage it vanished altogether, and that is no doubt 
why it has not- been greatly stressed in“the literature., The 
rash had a fairly‘ widespread distribution on the limbs, the, 
trunk, and occasionally the face. It was sometimes urticarial 
at first but without the usual pronounced irritation ; soon it 
became maculo-papular and was ‘often migratory. With the 
associated adenopathy it is not ‘surprising that cases have been 
wrongly suspected of being rubella. Rarely the macules fused 
into a widespread erythema ; occasionally petechiae appeared ` 
and the capillary fragility, was found to be raised. $ 


` Fever.—In his original description Still stated that the fever 
might be continuous or might occur in bouts. Both types were` 
seen in-16 of the 20 patients : usually a prolonged intermittent 
or a high irregular continuous temperature in the opening 


+The following section. should be read in conjunction with the. 
accompanying Table, in which the main features of the 20 cases are 
summarized. 7 
i ' 7 ` , i . ` 4 p 





Table incorporating the chief clinical points referred to in the text: 
` was an early feature in/all cases. Subcutaneous nodules appeared only in Cases 8 
Gold therapy in Case 9 provoked a‘severe and fatal 
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„stages, giving way to periodic febrile attacks later (see Charts I 


and II). The periods of pyrexia were not so clearly defined as 


in Hodgkin’s disease or melitensis,,or undulant, fever, but careful 


analysis clearly showed their phasic character, which varied’ 


considerably from-case to case and from bout to bout (see 


Charts I-II). In fact, the temperature in some children never | 
remained normal for long ; i neyertheless the “ switchback a 
appearance of the curves was typical (see Chart IV). 

Both joint involvement and the rash tended. to re or to 
vanish completely when the temperature dropped.. Adenitis 
and a raised B.S.R., on the .other hand, persisted throughout 
the acute and active stages of the disease. During the bouts 


'of fever the child was very miserable, „obviously ill, and in 


pain. Improvement followed the fall in temperature, but the 
“clinical condition slowly deteriorated-with each successive rise. 
Eventually the febrile attacks ceased and a typical, clinical 
ae of _ varying degrees of reuma oid arthritis remained 
~ : (11 cases). Complete re- 
covery with no obvious 
‘residual arthritis was 
.the final result’ in -three 
(cf. Hench, 1949), death 
occurred in four from 
causes which will be 
discussed later, and in 
- two the acute stage has . 
hot yet terminated. 
Blood Picture.—With 
any prolonged - fever 
anaemia is to be ex- 


ee aaa) 


MIGRATORY 
ARTHRITIS 


surprising to find~before 
long a reduction of the '` 
‘red cells to between 
three and four million 
per c.mm., with a corre- 
sponding drop in the 
haemoglobin. More sig- 
nificant was the pro- 
nounced leucocytosis, 
- almost invariably pre- 
sent at. the beginning of 
the disease (18 out of 
‘20 cases)... Counts be- 
tween 17,000 and 30,000 
white cells per c.mm. 
were commonly regis- 
tered, with a pronounced 
-polymorphonuclear cy- 
F tosis in the region of 
_ * 80 to 90%. Very soon, 
however the, number of white cells returned to normal and 
leucocytosis was seldom repeated (see Table and Chart IV). - 
On rare occasions and at any stage the disease appeared to 
become too much for the bone marrow. Severe leucopenia 
then.sét in. Both neutrophils and lymphocytes might be equally 
affected, but agranulocytosis has also been observed (Plate, 
, Figs. 1 and 2), and in two cases the final clinical picture and 
bone-marrow biopsy were‘ indistinguishable from that of 
lymphatic leukaemia in an aleukaemic phase (Cases 1 and 20). 
_Leucopenia developed~in four cases—three patients died (Cases 
' 1, 6, and 20), and one recovered rapidly and soon had a normal 
blood count (Case 15). 


Adenitis 


a 


—_ 


Other Clinical Features and Complications 


Pericarditis i is a well-known manifestation, and occurred 
in six of the series. It may in fact precede all other mani- 


'. festations and -be mistaken at first for acute rheumatic 


pericarditis-(Chart IIB: Doubt arises when the illness does ` 
not follow the usual course and the myocardium is. not 
found to be greatly involved. Sometimes the physical signs 
are not very obvious ; _ pericarditis is then masked by’ the 
acute febrile disturbance and is observed only at necropsy 
(Cases 1 and 6). -E ee - 
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or two groups which seem to be interrelated. 
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A RING 


accor = S} S o N » AE & sence | Some of them bear a striking resemblance in 
ge : RS $. X - oa eS ANE - $8 „| part of their clinical course to the acute form 

DEN e a 3 a x > ii S| of rheumatoid disease just described. In his 

y !05 $$ 3 g 3j description of intermittent hydrarthrosis Garrod 
Sits S] i WA, N im Sll 1| NSE $ l (1910) refers particularly to the associated skin 
S or NAL TN at fe | W. Wah HGH | ad] $ rashes, which might be urticarial, erythematous, 
Roost ey) ABA ES ERA ABE Lit s] or haemorrhagic. Although ‘the knee-joints 
z -o CUN l ! "WE3] were usually alone affected, others have 

96 ; : es 3] observed’ a migratory arthritis. The disorder 
OCTOBER NOVEMBER, eid ene me E FEBRUARY - differs, however , from the disease we are con- 
_CuarT I—Temperature chart of a ‘boy (Case 10) in the early stages of his sidering in its More benign Course and in the 
TAA See at first an irregular continuous form of pyrexia which su sequently greater regularity of its periodic outbursts. In 


in character. 


demonstrated. \ 


‘ 


Pleurisy and pneumonitis are commonly associated with 
the pericarditis, but occasionally they may occur on their. 
own (Cases 13 and 14) (cf. Ellman and Ball, 1948). , >- 

Jaundice figured as an occasional ‘complication in Still’s 
original account. In the present group it appeared in four 
cases and the liver became enlarged in nine.’ In one remark- 
able instance (Case 11) the liver and spleen reached well 
below the umbilicus, and. laboratory tests at the time 
demonstrated impaired liver function. After a year’s illness 
all signs of rheumatoid-arthritis vanished.: the boy appeared 
well and active, but was left with an enlarged spleen and 
cirrhosis of the liver (see Chart II and Plate, Fig. 3). 


Amyloid disease has been described (Imrie and. Aitkenhead, ~ 


1939), but it was never demonstrated during life or after 
death in the present series. ` 


Only one account of encephalitis as a complication could 
be found in the literature (Spiihler, 1941). This was in three 
adults with Still’s type of acute rheumatoid arthritis. In 
one of my cases (Nọ. 12) convulsions and prolonged coma 
` suddenly developed with pneumonia, pyelonephritis, cardiac 
failure, and transient hyperpiesia (B.P. 200/120) as addi- 
tional features (see Chart IV). The boy recovered from 
all these, but has been permanently aphasic and demented 
ever since. The aetiology of all this is obscure. Poly- 
arteritis nodosa has lately been much debated in relation 
to rheumatoid arthritis, and the question `  ~ 
naturally arose in this case, but the condition 
-was not confirmed by muscle and vessel biopsy. 


Among other early features in the series were - 
excessive sweating, rapid muscular wasting, and 
generalized bone rarefaction. Later hirsuties, 
particularly round the labia, was often noticed 
in quite "young girls and is difficult to explain. 
One other factor should be mentioned: in a 
few isolated instances the onset of the disease ` 
followed within a few hours of some severe 
trauma or shock, such as a‘fall down a deep 
chalk pit, with concussion, or sudden accidental 
immersion in cold water.. Such occurrences 
may be purely fortuitous and have no bearing 
on the problem, but they may have,some aetio- 
logical significance. Similar happenings are 
well known to anyone who has had wide 
experience of juvenile rheumatism, ‘and serious 
relapses have been observed in children with 
acute rheumatic carditis following fractures, 
after surgical operation, or subsequent to a long 
drive in an ambulance (Bland and Duckett 
Jones, 1935). j 


Relationship to Other Syndromes 


Henry Cohen (1948) in a chapter on-“ the. 
rarer arthritic syndromes” has picked out one 


` 
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The migratory nature of the arthritis is 


pei well Garrod’s cases the condition was mostly super- 


imposed on damaged joints; in mine it was 
often the precursor of permanent arthritis. It is interesting 
to find that Garrod also mentions injury as a precipitating 
cause. ` 


- Pyrexia is not a great feature of intermittent hydrarth- 
rosis; when present it coincides with’ the joint swellings 
and exhibits a fairly regular periodicity. More severe fever 


f 


occurred in an allied disorder which Solis Cohen (1913) 


“called “ angioneural arthrosis.” About 40% of his cases 
\were-febrile, and in a number of them the pyrexial attacks 
had the same phasic character. ie o 
Comparable also to a few of the cases in my series was 
the erythematous or gouty appearance óf the joints during 
the attacks. ’ More or less the same Glinical picture was 
described by Hench and Rosenberg (1944) in a condition 
they term “ palindromic rheumatism,” which seems to be a 
milder form with no effect on the blood. sedimentation rate, 
no fever, a normal blood count, and little tendency to 
chronic arthritis, but .with widespread nodule formation. 
Palindromic rheumatism has also attracted the attention of 


> 


` Parkes Weber (1946), who finds a common thread running 


ALDENITIS 







27 6 I3 
MAR. APRIL 


CHarT JI.—Chart of a boy (Case 11) five months after the orfet. 
bursts of pyrexia are shown. 
evident; the temporary recurren 
complete reccvery from arthriti 
Plate, Fig. 3). 


through all these separately described syndromes, including 
-also those of Schlesinger (1899) and Kahlmeter (1939). In 
many respects their course differs considerably from ‘that 
of Still’s disease in its usual form, but several striking points 
of resemblance can be found. 
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Short periodic 
Leucocytosis, present at the. onset, is no longer 
ce iater was associated with jaundice. There was 
S, but cirrhosis of-the liver developed (see also 
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Cuart I1J.—Chart of Case 7 with pericarditis as an 
bouts of fever are again obvious. 


Precursor to Leukaemia 


The rare’termination of Still’s disease in lymphatic leuk- 
aemia, which I have discussed, raises all kinds of possi- 
bilities. Preceding this there may possibly be a stage of 
undifferentiated leucopenia (panleucopenia), a complication 
of acute rheumatoid arthritis first described by Felty (1924). 
In his syndrome the neutrophils were not, specially picked 
out and the low white cell count persisted for many months 
without -the patient being in great distress or the joint. 
affection severe. Felty remarked upon the associated. 
pigmentation and the resemblance ‘of his cases to those 
described by Banti. The glands and spleen were enlarged 
but not the liver, although in ome case some liver. 
impairment was suspected. a 
' There are also one or two accounts of agranulocytic- 
leucopenia in rheumatoid arthritis, not attributable to any 
specific form of therapy (Collins, 1937 ; Blechmann -and 
Carcanagues, 1940). None of these cases proceeded to 
leukaemia, but this followed in one patient described by 
' Türk (1938)> ` S , 

It seems as if the severer cases of Still’s disease are in 
danger of developing leucopenia. From this the patient can 
occasionally recover, but the condition -is more likely to 
proceed to agranulocytosis and in rare instances degenerate | 

into leukaemia. Further research by repeated bone- 
marrow biopsy during the course of the disease is required 
in order to discover the exact sequence of events. 


4 . Discussion _ 
Recently some form of allergy has again been suggested 


as the basis.of the pathological process in 
rheumatoid arthritis, and in support of this i 
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early feature. 
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eruptions, and occasional involvement of the 
pericardium (Schlesinger and MacCarthy, 1949). 
Glomerular nephritis, which is common in_ 
these two rare disorders, is not a feature of 
Still’s disease. The link here is perhaps more 
with serum disease produced éxperimentally in -` 


Stma animals and resulting in-a number of lesions 

= 74 which are also found in human serum disease, 

T nephritis, polyarteritis nodosa, rheumatic fever, 
and rheumatoid arthritis. E 

Irregular Comparison -of Stil’s disease with these 


two .rare disorders, whose character has 
only recently become ` clearer, and with syndromes 
of the past in which an infective factor has always 
been in doubt does» seem to favour some allergic 
basis as the underlying cause. Its exact form is still most 
obscure. No one has yet discovered the nature of the 
antigen, explained how it produces a prolonged disease with 
progessive inflammatory lesions, or discovered what pre- 
disposes certain individuals and allows others to escape. 
Possibly some organism, normally innocuous, maybe living 
in harmonious symbiosis with its human host and suddenly 
become pathological when the balance is somehow ' 
deranged by stress or trauma. ‘This might explain the 
occasional effects of shock, to which attention has already . 
been drawn. : i y i 
` The dual role, partly infective and partly sensitizing, that _. 
bacteria can play in the development of disease is well 
known. The tubercle bacillus in tuberculosis and the 
streptococcus in nephritis and in purpura are good examples. 
So far no specific infection has been constantly found to 
precede the onset of rheumatoid arthritis, but an infective 
factor is strongly suggested by the pronounced ‘polymor- 
phonuclear leucocytosis which was revealed in the early 
stages of nearly all the cases under review. Leucopenia and 
agranulocytosis might possibly be the detrimental effect on 
the bone marrow of repeated allergic reactions. 

The changing character of the fever from a more or less 
continuously high level to an irregular periodicity might 
also conceivably be regarded as the successive result of an 
infective and‘an allergic process. 2 

Mesenchymal lesions in the skin, lymph nodes, joints, 
heart, lungs, and spleen result from the experimental 
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two rare conditions—lupus erythematosus and — , È g 

polyarteritis nodosa—have been ‘repeatedly F lg Š 

quoted. Both are thought to be allergic dis- 4 104|% x 

orders and to bear a certain resemblance to a (08 

‘acute rheumatoid disease. This is suggested by Š loo FIN 

the pathology of lupus erythematosus, in which à 29 

the collagen tissue is chiefly affected by fibrinoid 97 

changes (Klemperer, 1948 ; Humphreys, 1948). ea 

The clinical features—fever, glandular swelling, rcs" 

arthritis, anaemia, leucopenia, and occasionally ` i Se Pe ee eae Fee ae JUNE 
pericarditis and diffuse or focal cerebral disease ~ - 
—are also significantly similar to the symptoma- : o 2 P Sg 

tology we have been considering: Focal myo- P vS s s Sg F 
carditis, another frequent lesion, in lupus _ y 104 SNA $ 33 ax 

erythematosus, might be takem as further X102 3S iy S F 
‘ evidence of a common. pathology, particularly aie : v i ES 
-by those who consider rheumatic fever and oae X Perera terran EE PE 


rheumatoid arthritis to be associated. 

The morbid anatomy of polyarteritis nodosa, 
on the other hand, does not seem to, bear such = 
a close relationship, but its clinical course is | 
somewhat similar, particularly the arthritis, 


fever, sweating, prostration, tachycardia, skin for leng. 
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Cuart IV.—Showing the “ switchback ” fever chart of Case 12, with encephalitis 
and dementia as complications. 


Initial leucocytosis occurred, but did not persist 
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intravenous injection_of soluble antigens (horse serurh) into ` 


animals, while somatic antigens (whole: bacteria) produce ~ 


their effect mainly in the lungs, liver, and ‘spleen (Ehrich: 


et al:, 1949 ; Gregory and Rich, 1946). Most of these are 
- regions commontly..involved: in Still’s disease, and, ‘as has 
been shown, the lungs, -the -heart, and the liver may not 
escape. i o AA 


- 
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Conclusions 


Study of the most acute cases of Still’s disease emphasizes 
the widespread nature of the lesions. Although the 
_ Majority of cases proceed to progressive arthritis, some 

patients may recover completely. Characteristic types of 
- pyrexia can be recognized at different stages, and significant 
- effects. on the blood picture have also been observed. In 
rare instances the. clinical picture may change from Still’s 
disease to leukaemia. The close resemblance of Still’s 
disease, particularly. at the ‘onset, with certain rare. syn- 
dromes of an allergic nature suggests that rheumatoid 
arthritis may ‘have a similar aetiological basis. Should this 
be so, some form of primary bacterial invasion seems to 
be likely in the course of events. mo 


I am indebted to several of my medical colleagues for allowing me 
to study their cases, and to Dr. Bodian and Mr. Martin for the 
histological sections and microphotographs reproduced in the 
_ photogravure plate. i 


REFERENCES 
Bland, E. F., and Jones, T. Duckett (1935). J. clin. Invest., 14, 633. 


Blechmann, G., and Carcanagues, P. (1940). J. Méd. Paris, 60, 254. , 
Textbook of the Rheumatic. Diseases, ed. by ' 


Cohen, H. (1948). 
W. S. C. Copeman, p. 182. Livingstone, Edinburgh. 
Cohen, S. Solis (1913). Trans. Ass. Amer. Phys., 28, 739. 
Collins, D. H. (1937). Rep. chron. rheum. Dis., 3, 49. l 
- Ehrich, W. E., Seifter, J., and Foreman, C: (1949). J. exp. Med., 89, 

23. eed Ee f 
Ellman, P., and Ball, R. E. (1948). British Medical Journal, 2, 816. 
` Felty, A. R. (1924).. Bull. Johns Hopk. Hosp., 35, 16. y 
Garrod, A., E. (1910). Quart. J. Med., 3, 207.. : ` 
Gregory, J. E., and Rich, A. R. (1946). Bull. Johns Hopk. Hosp., 
78, 1.. l l f . 
Hench, P. S. (1949). Proc. Mayo Clin., 24, 167. “ 
—— and Rosenberg, E. F. (1944). Arch. intern. Med., 73, 293. 
Humphreys, E. M: (1948). Ann. intern. Med., 28, 12. : 
Imrie, A. H., and Aitkenhead, A. C. (1939). Lancet, 2, 421. 
Kahimeter, G. (1939). Acta med. scand., 102, 432. 
Klemperer, P. (1948). Ann. intern. Med., 28, 1. . 
Schlesinger, B., and MacCarthy, D. (1949). Diseases of Children, 
- ed. by D. Paterson and A. Moncrieff, “2, p. 686. Arnold, 
London. eo 
Schlesinger, H. (1899). Mitt. Grenzgeb: Med. Chir., 5, 441. 
Spiihler, O. (1941). Schweiz. med. Wschr., 71, 25. 
Türk, E. (1938). Arch. Kinderheilk., 114, 65. 
Weber, F. Parkes (1946). Lancet, 2, 931. 
QauuauouQqu—uuquanaauqdaeoeoee ee 


4 j - l 


~~ 


The current-issue of Planning is the three-hundredth in the 
‘series which PEP began some 17 yearś ago. It looks back on 
the early history of PEP between its foundation in 1931 and the 
outbséak of war. -A brief account of its origin mentions the 
men who were most concerned with the development of the 
group. In the early days PEP was given some special grants by 
the Rockefeller Foundation, but over the period 1933-9, 12. 
major and two minor reports and more than 150 broadsheets 
were published on a budget of no more than £56,000 for these 
seven years. There is a brief-description of the ad hoc working 
groups set up by PEP, and an attempt is made to assess’ its 
contribution to contemporary knowledge and ideas. The first 
major report to be prepared by the Civic Division of PEP was 
that on The British Social Services, and this was followed in 
December, 1937, by the Report on the British Health Services. 
Three groups which'did important work during the ‘war were 
the Social Security Group, the reconstituted Health Group, ànd: 
the Population Policies Group. The report on Population 
Policy in Great Britain, however, was not ‘published until 
April, 1948. : l 
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In-a large hospital to which patients are reférred suffering P 


from “ rheumatism” considerable diagnostic experience is 
needed in order to classify the various conditions included 
in this omnibus term. There is no agreement at present 
on the scope of the term ; it is customarily taken to indicate 
a group of painful disorders of the locomotor system. - It 
is obvious that a large number of syndromes come under 
this heading. While the arthritides, neuralgias, and other 
‘somatic conditions as a rule present straightforward signs 
and symptoms, patients are continually encountered whose 
experiences do not seem ‘to fit in with any recognized 
syndrome and in whom physical signs are absent or mini- 
mal. In such cases one may be tempted’ to regard the 
patient as suffering from pain which is primarily of psycho- 
genic . rather -than organic origin. If this hypothesis is 
correct, it is plain that rheumatic disorders of this type 


4 


call for particular care in diagnosis and for treatment more 


far-reaching than analgesics and physiotherapy. 

In recent years there has been a growing disinclination 
to accept all rheumatic complaints as somatic in origin. 
Even before the war one of us had coined the term “ poly- 
algia syndrome” to describe the symptoms of which some 
patients complained. In England, Ellman ef al. (1942) 
studied 50 patients with “ fibrositis ”: 23 had no physical 
signs, although they had been diagnosed as suffering from 
somatic disease; -25 showed hysterical tendencies. An 
interpretation of the rheumatic complaint in psychological 
terms was given by these workers. An important contri- 
bution was made by Flind and Barber (1945) ; many of the 
subjects investigated by them were found to be suffering 
from psychiatric rather than organic states. Hench and 
Boland (1946) gave a full description of psychogenic 
‘rheumatism in a paper on the incidence of rheumatic disease 
in the United States. Army ; this condition was the third 
most common diagnosis made in their series of 800 patients. 


If psychogenic rheumatism is to be accepted as an entity 
both. by those who diagnose and treat rheumatic disease 
and by psychiatrists, our concept of it. needs clarification 
and acceptable diagnostic criteria must be established. This 
demands close collaboration between clinician and psychia- 
trist:, it is the purpose of this paper to show the results 
of such an endeavour. a 
- Fifteen patients regarded by the clinician as suffering 
from psychogenic rheumatism: were referred for detailed 
psychiatric examination. . In each case the patient was first 
examined by routine clinical methods. The haemoglobin 
and sedimentation rate were estimated. The group con- 


” 


tained 14 women and one man; the distribution by age ` 


was: 15-29, four ; 30-39, three ; 40-49, four ; 50 and over, 
four. The preponderance of women in this group was in 
accord with the assumption that psychogenic rheumatism 
in clinical practice is considerably commoner in women.. 
A ..control group of patients suffering from a painful dis- 
order of which the cause was known was investigated: by 
the same means. 
Same age and sex distribution, and broadly of the same 
social- ‘class. The diagnoses were: osteoarthritis (3), 


This group consisted of subjects of the” 
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brachial neuralgia (3), fracture of a joint (3), cervical rib 
(1), periarthritis- (1), lesions of an intervertebral disk (2), 
rheumatoid.arthritis (1), alveolar abscess (1). The psychia- 
tric examination was conducted along three main lines 
clinical interview, psychometric examination by two pro- 
jective methods (Rorschach test and Thematic Apperception 
test—T.A.T.), and appraisal of information given by a 
relative, employer, or friend. 


Results ` 
A. Form of Rheumatic Complaint 

Expression of Complaint. —Brief and’ consistent terms 
(“ sharp,” “sore,” “aching ”): controls, 10; patients, 3. 
Compound or unusual terms (“ twisting,” . “ heaviness,” 
S burning,” . stinging and stabbing,” “ shooting and numb- 
ness,” “terrible,” “ hard to describe”): controls, 5; 
patients, 12. The patients often seemed to be trying to put 
into words an indescribable sensation. The impression to 
the -observer is frequently that of a mystical or ecstatic 
experience, with an -undercurrent of ‘satisfaction, which 
recalls Helene Deutsch’s (1947) elaboration of masochism 
as a primary feminine trait. Terms may be used which 
convey the description of a mental state rather than of a 
physical stimulus—e.g., “ irritation.” The psychological * 
precipitants are at times stated quite plainly—e.g., “ bore- 
dom causes irritation.” e 

' Site of Discomfort—Localized: controls, 11'; patients, 
3. Widespread : controls, 4; patients, 12. Tn the majority 
of the control group, discomfort was confined to the area 
of the lesion or to an area related. to it. 
of discomfort in the test group was commonly very exten-- 
sive—e.g., neck, spine, knees, shoulders, calves, hands. 
The phrase “pain all over” was employed by several 
~ patients. - i 


Factors Influencing Severity of Discomfort—In the 
controls the most common aggravating factor was touch 
or movement of the affected part: 11 cases. Among the 
patients the following were mentioned :- work, 4 ;' relaxa- 
tion, 4; mood, 2; noise, 1; heat or cold, 2; doubtful, 2. 
Relief of distress in the control group followed rest in 10° 
cases and treatment in four. Of.-the patients, seven did 
not admit relief with any activity or form of’ treatment ; 
in the remainder some relief occurred with’ rest or exercise, 
a hot bath, or quiet. Analgesic drugs produced improve- 
ment in six out of seven control subjects in „which they 
were tried; out of eight patients, none noticed any effect 
from these drugs. Two control subjects considered that 
the complaint was influenced by their state of feeling, as 
compared with six :patients. Variations in the severity of 
discomfort throughout the 24 hours, or from day to day, 
showed no great differences between the groups. The effect 
of climatic conditions—cold and damp—was similar in both 
groups. Degrees of disability from slight to total were 
noted. in six control subjects; only one patient suffered 
any disability, ‘and this was slight. 


Associated Symptoms.—Depression, tension, irritability, 
poor sleep, or phobias were present in 14 of the patients 
and in five of the controls. ‘In two of the latter the nervous 
symptoms were considered to be secondary to the somatic 
disorder. 

B. Circumstances of Onset 

Two of the controls and 13. patients became aware of 
the onset of the disorder in circumstances ‘associated with ` 
emotional tension: In the remaining 13 controls the onset 
of illness appeared to. be fortuitous. In the majority of the 
test group the rheumatic condition could be shown to’ 
have a- comprehensible meaning in relation to the patient 
and her life situation. 


. 


The distribution — 


- 


<< C. Psychiatric Status 


Clinical Examination—In 10 of the control group no 
significant psychiatric abnormality was found. In the other 
five the physical condition was accompanied by nervous 
symptoms: \ a 

The first of these subjects complained of worries, fears, ten- 
sion, arid fatigue. It was considered that ‘her conditions of 
housing were producing anxiety ‘and frustration, which increased 
the disability due to her organic state (osteoarthritis).- In the 
second, depression, lack of energy, and poor sleep appeared 
about one month after the onset of brachial neuralgia and 


seemed to be a consequence of pain and limitation of activity. . 


In the third, a right-sided cervical rib had begun to cause 


symptoms a few days after a fall on the right hand. On exami- . 


nation the patient also admitted to shakiness, depression, dis- 
turbing dreams, and fear of the dark and of open spaces. These 
were discovered to accompany sexual maladjustment with 


dyspareunia and fear of pregnancy. They appeared unrelated 


to the rheumatic complaint. 


In the fourth subject pain from periarthritis of the right 
shoulder was accompanied by fatigue, headache, and insomnia. 
The shoulder condition followed a fall a few months before 
the time of examination ; the other symptoms had been present 
over many-years’and were the expression of a lifelong neurotic 
state. z 


The fifth subject, with a twelve-onths history of rheumatoid 
arthritis, complained of lassitude, depression, and disturbed 
sleep. She gave a history of previous nervous illness. In view 
of the common Gbservation that rheumatoid arthritis may 
become manifest after emotional trauma, the circumstances 
of onset in this patient were carefully reviewed. No signifi- 
cant precipitating event was found, and the nervous symptoms 
were considered to be secondary to the arthritis. 


In only one patient of the test group were there no 
associated nervous symptoms. With two possible excep~ 


-in 


tions the rheumatic condition in every patient in this group: / 


formed one component of a-reaction pattern which was 
also expressed in disturbance of affect and behaviour. The 
pathogenesis of the condition in each patient is considered 
in more detail below. 


Psychometric Findings—{a) Rorschach test: This is a 
sensitive indicator of personality disturbance. Interpreta- 
tion of records is a skilled task and cannot be reduced to 
a quantitative scoring method. For the purposes of this 
investigation the accompanying table of incidence of cer- 
tain Rorschach signs ‘of maladjustment was drawn up; it 
shows a greater degree of disturbance in the tést group 
than in the control group taken’as a whole. If the two 
control subjects with neurotic features on clinical examina- 


i Results of Rorschach Test oe 
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tion are excluded the difference becomes more pronounced. 
More patients than controls showed evidence of difficulties 
in the emotional field: domination by emotional impulses 
or a morbid fear of and withdrawal-from situations likely 
to arouse them. “ Blocking ”—complete failure to handle 
adequately such situations—was more often found. Aware- 
ness of alien forces within the personality of a sinister 
and threatening nature was commoner in the patient group. 
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Signs of sexual maladjustment occurred more often. The 


various effects of anxiety on the test performance. were 
shown to a considerably greater extent in the controls than 
in the patients: records. NEE i i 


(b) Thematic Apperception Test (selected series of cards): 
The patients showed in general a greater preoccupation with 
themes of violence, injury, crime and punishment, murder, 
and suicide. For examplé, one at least of the cards was 


. interpreted as showing a murder by six of the patients, as 


Pad 


_against three controls; as showing a suicide by four patients, 


as against one control; and as showing some form of 
violence by five patients, as against one control. Themes of 
guilt after wrongdoing were also more frequent in the 
patients’ records. 

The material from the Rorschach and T.A.T. records 
will be used at a later date to build up a formulation for 
the pathogenesis of illness in the test group. 


Pad - 


m 


5 l D. Physical Status 


The-control group showed the physical signs appropriate 
to the physical disorder -from which they were suffering. 
The complaint was in general Consistent in its expression 
and the discomfort was localized to one, usually anatomical, 
body: area. a 

The test_group complained in the main of diffuse and 
severe discomfort, inconstant in site, in -degree, and in 
nature. The terminology used to express the complaint 
was often bizarre. The distribution of the discomfort did 
not correspond to that of a recognized physical disorder. 
Physical signs of a skeletal abnormality were absent. To 
say, however, that no physical signs can be elicited is ‘not 
usually correct. A typical reaction to examination was 
found. Tenderness was often diffuse and due to skin 
hyperaesthesia. The patients found relaxation difficult, 
and muscular tension had often to be overcome before full 
joint movement could be demonstrated. Deep reflexes 
were exaggerated. In several cases the patient took the 
examiner’s hand and applied it to the painful portions of 
her body. a , 

X-ray examination and sedimentation rate estimation in 
the test group showed no abnormality. 


1 


Pathogenesis 


The absence of physical signs of organic disease and the 
clinical characters of the complaint, especially the distribu-. 
tion of the discomfort and the significance of the complaint 
in the patient’s total reaction, place this type of rheumatism 
in a class apart from the hitherto recognized rheumatic 
disorders. Its formulation as‘a~“ psychosomatic ” condition 
caùnot, however, be considered as adequate unless the 
morbid physiology underlying the physical symptoms can 
be ‘articulated with the psychodynamics of the patient’s 
emotional state. 

In the test group a tentative formulation of the patho- 
genesis could be arrived at in 13'of the 15.cases. A fuller 
account embodying the psychometric material and further 
physiological data will be published later ; a summary ‘of 
each case, necessarily simplified, is here given. 

Miss A.,-aged 24, is described as “fussy, upright, proud ; 
holds herself very upright.” - Mother: rheumatism :- nervy, 
quick-tempered. Mother died in 1943; in 1945 father began` 
to carry on a liaison with another woman,'who drank. Patient 
objected to this, and there were quarrels, after which she felt 
very disturbed and tense. Her feelings “seem to bottle up 
inside.” ' Onset of generalized pains, mainly neck and spine, in 
1945. Pathogenesis: somatic expression, perhaps in muscular 


‘tension, of strong moral resentment of father’s behaviour. 


` 


Mrs. B., aged 50, was nervous and timid in childhood ; illness 
diagnosed as chorea. Nail-biting and enuresis until 11 years. 
Home unhappy. Marriage unsatisfactory ; husband has “.bad 
nerves ” and accuses her constantly of' infidelity. “ Prolapse 


. of womb” in 1946; after this she was convinced that “ some- 


thing was wrong inside ” which had not been discovered. Pain 
in the right’side and back: began at this time, accompanied by 
hysterical outbursts. Pathogenesis: nosophobia. 

Mrs. C., aged 45. Father: violent, unstable. Mother: nervy. 
As a child patient was timid and nervous and afraid of father. 
Marriage happy; wanted large family but had only one child. 
Operation at 30 for sterility; at 42, uterus and one ovary 
removed. Very distressed by this ; felt inferior to other women. 
Backache began after the operation. Rorschach : gross disturb- 
ance by a sinister fantasy life, with aggressive and sadistic 
trends. Pathogenesis: somatic expression of self-punitive trend 
at her failure to,bear children. 


Mrs. D., aged 39, is an unstable, dull, shallow person who 
nevertheless has considerable determination and can usually get 
her way with people. Married during the war and left her 
husband next morning as she could not tolerate sex relations. 
Felt strongly the need for home and security. Onset of pain in 
back and perineum while living alone in London. This resisted 
all treatment until she found a congenial job with friendly 
people. Pathogenesis: somatic expression of intense self- 
concern and need for affection. 


-Miss E., aged 27. Father: rheumatism; bad temper. Mother: 
rheumatism ; irritable. Patient a diligent, conscientious, active 
person. Is compelled by circumstance to do a good deal of 
“housework as well a her job, and resents it. Both parents are 
difficult and obstinate, and there are continual family quarrels. 
Onset of generalized pains after an increase in household duties 
on her sister’s marriage. Pathogenesis: somatic expression of 
suppressed resentment of her parents’ attitude and demands. 


Mrs. F., aged 42, was nervous and timid as a child ; enuresis 
till 12 years. Regular dysmenorrhoea; aftér marriage, dis-~ 
inclination for sex. Onset,of pain in rectum while on evacuation 
from London during the war ; this was relieved by injection for 
haemorrhoids, but she was told that the “ neck of the womb 
was out of order.” Became convinced that she had some disease 
of the uterus, probably cancer; pain in rectum returned, with 
backache. Pathogenesis: noscphobia. 

Mrs. G., aged 53. Father: rheumatism “all over”; irritable. 
Mother: rheumatism. Patient nervous and worrying as a child. 
Family ‘unhappy. All her life has had to look after invalids ; 
her husband died of tuberculosis after a long illness. Had one 
child which lived only two weeks; pain in the back at this 
time. Had to take care of a sister with Parkinsonism who ° 


. did not appreciate what was done for her; exacerbation of 


rheumatism at this time. Depressed ; considers her life is empty. 
Pathogenesis: somatic expression of anxiety with guilt over her 
aggressive impulses towards sister. 7 


Mr. H., aged 23, was wayward and delinquent as a boy; 
preferred sport to work. Served in R.A.M.C. during the war, 
much of the time abroad. Found this “ nerve-racking ” ; longed 
‘for home. Onset of pain in left chest during a football match, 
probably froma minor’ injury, in~Singapore after return from 
home leave. After demobilization, dissatisfied with civilian job 
and living conditions. Pathogenesis: prolongation of physical 
symptom due to frustration and discontent. 

Mrs. I., aged 42. Mother: rheumatism ; very concerned over 
children’s health. Patient is married and has four children, who 
are a constant worry to her lest they fall ill or are injured. 
Never lets them out of her sight, but is impatient if they resist 
her—“ would like to take a-knife to them.” Onset of backache 
during a depressive illness. T.A.T.: preoccupation with death 
and suicide. Pathogenesis : somatic expression of tension from 
markedly ambivalent feelings towards children. i : 

Mrs. J., aged 33.“ Father: backache, nervous. Mother: 
“curved spine.” Patient always wished to do well in busi- 
ness and was happiest when managing a public house. Has 
always been irritable, tense, and unable to, relax. Marriage 
fairly satisfactory, but she had dysmenorrhoea, distaste for sex 
relations, delayed conception, and vomiting in pregnancy. She 
sleeps badly, and while half awake sees vivid pictures of death 


r 
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and injury. ~T.A.T.: preoccupation with and fear of ‘sadistic 
impulses." Onset of pain in back, legs, and hands during last 
pregnancy. - Pathogenesis: somatic expression of discontent 
from thwarted masculine aims and ambitions, - _ 

-.Mrs. K., aged 32. Father: rheumatism. in head, arms, 
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” indispensable to the patient. Physiotherapy which is pain- 


shoulders, knee; “always rubbing himself”; “nerves in the. 


_ head.” Patient “takes after father very muc 
- aching pain in back, arms, and-legs: while living away “from 
London during the war. No immediate source of emotional 
tension found. Patient very. preoccupied with’ her complaint 


and sure she is going to be crippled with rheumatism, as her 


father and aunt were. Probable pathogenesis: nosophobia. - 
Miss L.; aged 19, Father died when patient was 11. Brought 
up by mother, with whom she has always got on badly. . Patient 
described as “hysterical ; flares up easily.” Both she and her 
mother have Violent tempers. Patient says she wants to leave 


home, yet is clearly very dependent on mother. Has one boy- ~ 


friend, with whom she quarrels continually. They became 
engaged, hoping that this would ease things ; the quarrels ceased, 
but the patient developed pain in shoulders and arms, with odd 
sensations in the limbs. Pathogenesis: somatic expression . of 
anxiety from'two main conflicts—over dependence, and over 
relation to fiancé; with utilization of illness as a means of 
avoiding marriage. U l 
Mrs.’ M., aged 52. Father: ill-tempered and unstable ; left 
home. ` Patient strong and active; ‘reared in a convent. 
Marriage difficult; husband a chronic invalid who died, 
leaving her with five young children. She had to work to 
support the family. Onset of pain in back and limbs after 
a confinement in her early thirties. Repeated mild attacks of 
depression, ascribed to worry of looking after children. T.A.T.: 
_marked preoccupation: with theme of injury and reparation as 
between mother and child. Probable pathogenesis: somatic 
expression of guilt over care of children. . . 
Miss N., aged’59. Father: nervous, temperamental. Mother: 
rheumatism. Patient has energetic and forceful disposition, 
with strong intellectual and social ambitions, which have never 
been realized.: At about 24 she began to suffer from-insomnia 
with “visions,” in which she could see herself as a crowned 
queen ; with this, she felt irritation .under-the skin. At about 
50 pain began in knees, ankles, and fingers, worst during the 
night, when she cannot sleep. T.A.T.: preoccupation with and 
‘fear-of sadistic impulses. Pathogenesis: somatic expression of 
suppressed resentment from thwarted ambition, precipitated by 
menopause. mo 
Miss O., aged 43. Mother: fainting attacks ; chronic fatigue ; 
dominating and strict with her children. Patient active, vigor- 
ous, ambitious, and successful ; reached her goal—to be a head 
mistress. Onset of backache during the war, at a time -of 
‘especial stress while she was concerned over danger to her 
mother from the air raids. Had to-give up her career to look 
after mother because of illness. 


sion of anxiety from conflict over relation to mother. - 
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l — Diagnosis and Treatment . 
_’ The principal diagnostic features of psychogenic 


Pathogenesis: somatic expres-. 


rheumatism appear-to be in (1) expression of complaint; , 


` (2) area of. discomfort; (3) failure to conform to an 
established organic syndrome ; (4) setting of the illness in 
relation to the patient’s life situation; and (5) lack of 
response to physical treatments. | ~ , 
The- treatment. and disposal -of patients regarded as 
‚suffering from psychogenic rheumatism has always pro- 
vided a real problem to the clinician. It is part of the 
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-= Onset of ~” 


ful may remove the symptom ; another symptom will then: 
take its place. Injections of a local analgesic may be 
tried ; they. generally have a dramatic effect. Even as. 


- little as a few drops- of 1% procaine may. lead to fainting. 


and hysterical manifestations. ' 


' One of`us has attempted to treat the patients in groups. 
by ‘general ultra-violet irradiation followed by exercises ; 
this method has-had some success. Group psychotherapy” 
of selected patients has now been started and has already 
given encouraging results. It is probable that an approach, 


‘along these lines will prove to be the most profitable 
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syndrome that they do not respond to treatment which is. 


limited to physical measures. It seems clear that to these 
patients their suffering is Something very personal and 
valuable ; it makes them important, interesting, and worthy. 
of sympathy, and is a protection against an unkind world. 
To treat them with passive physiotherapy is to acquiesce in 
© their own diagnosis of disease and to allow it to take a 


deeper root. Such treatment usually gives temporary ` 


relief but does not cure; after a time it may come to be 


Pi a a~ 


a 
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measure. ` - : 
__ Summary 
An investigation by a physician, a psychiatrist, and a psycho- 
logist of a group of patients suffering from a rheumatic disorder 
without signs of organic disease is described; a comparison 
with a control group is made. | 
In the former group the disorder was found to have Certain 


special characters ; in most cases the onset and course of the 


condition could be correlated with emotional disturbance. The 
condition seems to merit recognition as a clinical entity: it may 
be described by the term “ psychogenic rheumatism.” ae 


We are indebted to Dr. T. A. Munro for his co-operation’ and 
advice; to Dr. K. W. N. Palmer, of the Department of Physical 
Medicine at Guy’s, for his assistance with the control patients; and 
10 Professor Aubrey 
suggestions. . g 
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A CASE OF RHEUMATOID ARTHRITIS. 
"SIMULATING PYOGENIC 
INFECTION 
BY 


D.S. SHORT, M.D., -M.R.C.P. 
Medical Registrar, Southmead Hospital, Bristol 


ra 


The rarity of high fever in rheumatoid arthritis may be 
judged from the-fact that Bannatyne (1896) on one occa- 
sion recorded a temperature of 105° F. (40.6° C,). This 
observation was later quoted by Garrod (1907) and by 


themselves to the statement that the temperature may rise 


‘to 102-103° F. (38.9-39.4° C.) and that a slight pyrexia 


may persist for several weeks.” . 
- The highest leucocytosis recorded in an uncomplicated 
case appears to be the figure of. 15,800 mentioned by 
Erving (1903). Most miodern writers omit all reference to 
the possible occurrence of a marked: leucocytosis, and 
Gibson (1948) declares that “an increase 
leucocytes per c.mm. is rare.” 

The following case is more reminiscent of .the disease. 
as seen in children, when fever ‘and general symptoms may 
be present for weeks or months before definite articular 
manifestations make their appearance and fever and leuco- 
cytosis may be so marked as to simulate a pyogenic 
infection or. leukaemia: - * i a 


i 5 Case Report 


The patient, a clerk aged 26, had previously been healthy 
. save for a succession of sore throats. - 


` 


Lewis and Dr. J. L. F: Maine for helpful . 


J. 
Hench, P. S., and Boland, È. W. (1946)- - Ann. intern. Med., 24, 808. 


of over 12,000 
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- | Jones (1909) as still unrivalled. Modern authors confine” , 
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Jury 23, 1949 
He was first seen at Southmead Hospital on Jan. 2, 1948, when 
he gave a history of having had.a sore throat. nine weeks pre- 
viously, accompanied by fever and -pains in many joints, which 
had not become swollen. Fever with profuse sweating had 





persisted, and a temperature chart which he. produced showed ' 
an evening rise: varying between 101 and 103° F. (38.3 and” 


39.4° C.) over- the past two and a half weeks.” .- - 


On examination he was seen to be thin and pale.- ‘His 
temperature was 101.2° F. (38.4° C.) and the skin warm and 
moist. The pulse (90-120) was accelerated in proportion to 
the fever, and the B.P. was 130/80. The only joint affected 
was the left elbow, which showed a 30-degrees limitation of 
extension. 
though muscle spasm was pronounced. 
other systems was entirely negative, and no nodules were found. 
There was a soft systolic murmur at the apex. 


Three days after admission an effusion developed in the left 


knee, and the metacarpo-phalangeal joint of the right thumb 
also ‘became. painful. 
of 30,800 (neutrophils 88%, lymphocytes 8%, metamyelocytes 
4%); Hb, 72%, red cells, 3,790,000. Two blood. cultures were 


sterile, and agglutinations to Salmonella typhi, S. paratyphi A 


and B, and Brucella abortus were negative. Radiographs of ` 
the chest and: teft-elbow were normal. No abnormality was 
found in the urine, although a trace of albumin appeared in 
several subsequent specimens. - No malaria parasites were 
found in the -blood. The Wassermann ‘reaction and Paul- 
-Bunnell test were negative, -and intravenous pyelography 
revealed no abnormality. ’ 


On the evening of Jan. 7 the patient had a temperature of - 


103.6° F. (39.8° C.) and appeared critically ill. It was -con- 
sidered justifiable to employ chemotherapy empirically. 
“ Sulphamezathine\” was accordingly given in full doses for a 

\ week, to a total of 50 g. By the time the drug was discontinued 
he appeared much improved : the effusion in the left knee had 
subsided, the temperature had been subnormal for five days, 
and the leucocyte count had fallen to 8,700. 


During the following week the temperature started to rise 
again, until on Jan. 22 it reached 102° F. (38.9° C.). 
leucocyte count reached 15,000 and the E.S.R. was 35 mm. in 
the first hour. Two further blood cultures were negative. A 


= radiograph of the spine and long bones showed no evidence 


of osteomyelitis or other bony disease. An evening temperature 
of 102° F. was maintained for 72 hours, then gradually 
subsided to normal, where it remained for nine days, At 
the end of: this time the patient felt well and did not complain 
of joint pains. The leucocyte count of 17,800 nevertheless 
Tevealed that all was not well. 

The temperature started to mount on Feb. 6, and by Feb. 19 
the patient. was again seriously ill, with a leucocytosis ‘of 
24,000. Penicillin was begun in a dosage of 30,000 units 


three-hourly, and as there was no response within four days. 


this drug was supplemented by sulphamezathine in full doses 
for six:days. For three days the temperature fell to a lower 
level, but on the fourth day he had a rigor and it rose to 
105.2° F. (40.7° C.). On the next two days there were further 
rigors, and temperatures of 104 and 105.2° F. (40 and 40.7° C) 


` were recorded. Forty-eight hours later the patient’ was once 


again afebrile. a E 


Further bouts of fever occurred during the next four months, 


and the temperature did. not subside’ finally until the middle of 
July. - During the first eighteen weeks in Hospital the only 
constant physical sign was limitation of extension of the left 


elbow, .with spasm and progressive wasting of the muscles above ` 
This and other joints were. 


and below the affected joint. 


- }epeatedly x-rayed, with negative _ results until May 14, when 


periosteal changes. were apparent around the neck of the left- 


radius. Many joints were affected for short periods from an 
early stage in the course of the disease. At the end of February 
the left wrist and the proximal interphalangeal joints of the 
left hand became swollen and painful for a few days. ~ Early 


in March there was pain on movement of the cervical spine, - 


which persisted for about a fortnight. ‘Later in the month both 
shoulders became painful for a week. In the middle of April 


- 
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RHEUMATOID ARTHRITIS SIMULATING PYOGENIC INFECTION 


There was rio local heat, swelling, or .ténderness, ` 
. Examination of all” 


A blood count revealed. a leucocytosis, 
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for Rheumatic Diseases, 


for tonsillectomy, he looked remarkably well. 
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- both wrists were swollen and the proximal interphalangeal 
~ joints of the fingers were stiff for several days. 

On May 17 more persistent changes appeared, The 
metacarpophalangeal joints ‘of the left hand became swollen, 
‘red,’and painful.-’ At this time the leucocyte count rose to 
its second highest figure; 26,200. Ten days later the left wrist 


‘ was inflamed and movement of the right wrist was found to 


be restricted. `` Thenceforward the typical deformity’ of the 
hands developed rapidly, and by the end-of June radiological 
appearances characteristic‘ of rheumatoid arthritis were 
apparent. None of the other joints, with the exception of 
the left elbow noted above, showed any radiological changes. 
During the last week of February the patient complained of 
great soreness in the throat.and pain on swallowing. The 
pharynx was injected, but no pathogens were isolated from the 
nose and throat swabs. Early in March definite hepatic tender- 
ness became evident and there was am increase of urobilin 
in the urine. The van den Bergh reaction was negative, but 
the serum, alkaline phosphatase was raised to 26.1 units. oa 
serum albumin was 3:2 g. % and the serum globulin 4.1 g. %. In 
view of these observations, and bearing in mind that the patient 
had seen tropical service, amoebic hepatitis was considered. 
Emetine was tried empirically, 8 gr. (0.52 g.) of the hydro- 
chloride being given over a period of ten’days, but without 
benefit. In April one of the left axillary lymph glands became 
enlarged and was removed for biopsy. Non-specific .inflam- 


. matory changes only were found. 


- -_ 


Therapy and Progress 


” 


Sodium salicylate had been given for several weeks before 
admission and was administered again, without benefit, while the 
patient was in hospital. (For other therapeutic details, see Chart.) 
On: ae 29 he was transferred to the evel National Hospital 


“PENICILLIN 1,680,000 UNITS ENETINE HYDROCHLORIDE 8s : 13 fen 
ULPHAMEZATHINE 50 4. i [BLOOD TRANSFUSION, 2 PINTS nocas- S Ja 


VERTEN 





, TEMPERATURE °F. 
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Record of temperature, total leucocyte count, and treatment. 


Bath, for further treatment. On 
admission: his temperature. was found to be 101.5° F. (38.6° C.) 
and for three weeks there was an evening rise of two or three 
degrees. He was given a transfusion of-2 pints (1.14 litres) 
of packed red cells.. Other, therapeutic measures included rest 
plasters for his hands at night, exercises in the pool, and: mud- 
packs. Gold ‘therapy was’ continued in the form of “ auro- 
calcium,” 20 mg. per week, rising later to 50 mg. At the end 
of November, when he was readmitted to Southmead Hospital 
His weight, 
which during April and May fell to 6 st. 12 1b. (42.6 kg. ), had 
risen to 9 st. 9 1b. (60.5 kg.), and he had recovered a- -full 
head of hair, much of which had fallen out during his long ill- 
ness. The only disability apparent was slight ulnar deviation of 
both wrists, with considerable limitation of movement in all 
directions. There was also periarticular thickening of the 
metacarpo-phalangeal and proximal interphalangeal joints of 
both hands, together with wasting of the intrinsic -muscles. 
Radiographically, the carpus showed marked decalcification 
and narrowing of the joint spaces. AJL other joints (including 


‘the left elbow) showed a full range of painless movement. 
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Summary 


A case of rheumatoid arthritis is described in which bouts 
“of high fever occurred over a period of three months and of > 
low-grade fever continued for a further four months before 
the diagnosis was evident. On” two’ occasions a temperature — 
of 105.2° F. (40.7° C.) was’ recorded after a rigor. ; 

The highest leucocyte count was 30,800, recorded on admis- 
son: the next highest was 26,200 eighteen weeks later. 


My thanks are due to Dr. G. D. Kersley for. his help and for 
details of the patient’s treatment and progress while under his na 
in the Royal National Hospital for Rheumatic Diseases, Bath; 
Dr. D. H. Davies, under whose care the patient was admitted oe 
‘Southmead Hospital, for advice and criticism; and to Dr. P. Phillips, 


the medical superintendent, for permission to publish. 
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FIBROCYSTIC DISEASE OF THE’. 
`- PANCREAS* 
BY 


- ) i 
W. J. MATHESON, M.D., M.R.C.P., D.C.H. 
(From the Paediatric Unit, St. Marys Hospital, London) 


N 
‘ [WITH ,PHOTOGRAVURE PLATE] 


Although ‘the American literature- on this subject ‘is DOW 
fairly extensive there have been few reports from this 
country. Doubtless many cases have gone unreported, but 
theré is still a widespread. belief that the-disease is rare, and 
_ personal experience has shown that it is often misdiagnosed. 
The only large series described here is that of Bodian (1946), 
who reported 30- cases. Henderson (1945) recorded ‘one 
case -and MacGregor and Rhaney (1948) two cases in 
siblings. Previously, under the title of congenital steator- 
rhoea, Miller and Perkins (1920) and Cockayne (1933) each 
described one probable case of fibrocystic_disease, and 
Clarke and Hadfield (1924) a proved case, for necropsy 
showed the pancreatic lesions. which are now associated with 
this disease: It is unlikely that the case described by 
Garrod and Hurtley (1913) ‘under the, same title was one 
of: fibrocystic disease, since ‘Garrod’ (1920) subsequently 
reported that:this patient was of normal development and 
activity at the, age of 14 years. me 

Although the association of pancreatic disease and 
steatorrhoea ‘had been known for ‘over a century it was not 
until 1905 that Landsteiner described the pancreatic lesions 
now associated with fibrocystic disease. 
reported a case in which the. asSociation of the digestive 
disttirbance and the pathological lesion of the pancreas was 
récognized. ~ _Parmelee .(1935) described the cases of two 
patients with congenital steatorrhoea who died of broncho- 
pneumonia, ‘and in both of whom necropsy | revealed cystic 
fibrosis in ‘the pancreas ; he-had found i in- the literature only 
four cases with-a similar history-and post-mortem findings. 


Blackfan and Wolbach (1933) had, however, described six . 


similar cases among 10 reported as cases of vitamin-A 
deficiency in infants, and Harper (1930) one case among 
two reported under the title of congenital steatorrhoea. 





*Based on a thesis submitted to. the University of Edinburgh for 
the degree ‘of M: Di September, 1948. 
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nine months since an illness 


- disease was diagnosed. Dietary 


»,  Investigations—Duodenal juice contained no trypsin. 


Passini (1919) first 
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Harper (193 $) reported eight further cases under ihe: same 
title, in five of which necropsy showed’ typical pancreatic 
lesions, and Blackfan and May (1938) described 35 cases ” 
with: similar pancreatic lesions which in-lesser degree they 
had observed in. a further 200 cases; but they considered 
that it was not possible to determine accurately dependable 
' diagnostic features in life in these cases. Fibrocystic disease 
of. the. pancreas was, however, becoming recognized with 


_ increasing frequency at necropsy ; and, finally, Andersen 


(1938) showed that the disease was a definite and common 
clinical entity with a ‘characteristic course and clinical 
history. She has since written extensively about the disease 
in. all. its aspects, and recently gave. in this country a 


. summary of her work (Andersen, 1949). 


Case 1 ' ` oe 

This patient, a boy aged 10 (Fig. A), was first seen at the 
age of 8. Since birth his stools had been bulky, loose, pale, 
‘and offensive. Despite a good appetite-and an adequate diet, 
he, had never gained weight well. An irritative cough had 
been present since the. age of 
2 years, and had become worse 
and been accompanied by 
purulent sputum in the past 


diagnosed as pertussis and 
bronchopneumonia: , When 2. 
years old he was taken to an- 
Other hospital, where coeliac , 


treatment for two years 
brought no improvement, and‘ 
the diagnosis was altered to 
tabes mesenterica when his 
Mantoux reaction was found 
to be positive and calcified 
glands were seen in the abdo- 
men at laparotomy -performed 
on account of recurrent abdo- 
minal pain. He had had 
bronchopneumonia at 2 weeks 
and rectal prolapse at 6 
months. “His parents were not 
blood relations. One sibling 
aged 8 months is alive and 
well. The patient’s’ weight 
was 44 Ib. (19.96 kg.) (average, 





(on left) 
with normal boy of same age. 


57 lb.—25.85 kg.); 
48 in. (122 cm.) (average, 51 in—130 cm.). His abdomen was, 


fig. A.—Case | 


height 


prominent and his fingers were clubbed. Chest : percussion 
note _hyperresonant; persistent crepitations in right lower and 
mid zones. l 
Micro- 
scopical examinations of the stools revealed numerous fat 
globules and completely undigested muscle fibres; the fat 
content was 50%, of which 80% was split fat. ' Nitrogen 
excretion on a normal diet was 4.47 g. per day in faeces and 
7.8 g. in urine. Blood counts showed no anaemia, but persistent , 
polymorphonuclear leucocytosis. The predominant organism 
in the sputum was a penicillin-sensitive pneumococcus. Radio- ' 
graphy of the chest showed emphysema with a generalized 
bronchitic appearance ‘and parenchymal changes at the right 
base. 

Progress and T reatment-—For 18 months he has been treated 
with a low-fat, high-protein,’ and high-carbohydrate diet and 
30 g. of casein ‘hydrolysate and 16 g. of pancreatin in the form 
of enteric-coated capsules and extra vitamins. He has gained 
only 4 Ib. (1.81 kg.) in weight and 24 in. (6.25 cm.) in height. 
At first his activity was greatly increased, ‘but accesses of the 
pulmonary infection, although relieved by penicillin inhala- 
tions, have recently been occurring so often (about once a 
month) that his activity is now about the level maintained 
before specific therapy was started. Stools are now formed 
and not very offensive. On the same diet faecal nitrogen has 
been found to be diminished when pancreatin is given. 
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G. H. JENNINGS, J. L. HAMILTON-PATERSON, and F. O. MacCALLUM: FATAL CASE OF POLIOENCEPHALITIS 
DUE TO POLIOMYELITIS VIRUS 








Fic. 1.—Normal anterior horn cell. Fic. 2.—Anterior horn cell showing loss of Fic. 


3.—Complete loss of nucleus and 
H.& E. (x 1200.) 


nuclear membrane and nucleolus; partial granula- complete granulation of tigroid sub- 
tion of tigroid substance. H. and E. (x 1200.) stance. H. and E. (x 1200.) 





Fic. 5.—Commencing invasion of degenerated cell Fic. 6.—Degenerated neurone under- 


(x 1200.) going phagocytosis (monkey). 
H. and E. (x 1200.) 


Fic. 4.—Complete chromatolysis, leav- 


ing a structureless eosinophil mass. by histiocytes (monkey). H. and E, 
H. and E. (x 1200.) 


BERNARD SCHLESINGER: RHEUMATOID ARTHRITIS IN THE YOUNG 
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Fic. 1.—Normal bone-marrow section at Fic. 2.—Section of bone marrow from FiG. 3.—Section of liver of Casel I showing 
necropsy. femur of Case 1. Hypocellular, with areas perilobular fibrosis and infiltration of 


of necrobiosis. inflammatory cells. 
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W. J. MATHESON: FIBROCYSTIC DISEASE OF THE S. N. DE: STREPTOMYCIN IN DEVELOPMENT OF 
PANCREAS HYDROCEPHALUS IN TUBERCULOUS MENINGITIS 
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Fic. l.—Appendix. Dilated glands filled with eosinophilic FIG. 1.—Complete blockage of cisterna pontis with tuberculou 
material, in places continuous with similar material filling granulation tissue. Hydrocephalus followed meningitis not 
the lumen. (x 190.) i treated with streptomycin. H. and E. (x 65.) 


105.) Fic. 2.—Complete blockage of cisterna pontis with tuberculous 
granulation tissue. Hydrocephalus followed meningitis treated 
with streptomycin. H.and E. (x 25.) 
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.—Bronchus showing dilated glands in wall. (x 
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Fic. 3.—Pancreas. Grossly dilated duct lined by flattened cells Fic. 3.—Fibroblasts and collagen fibres invading fibrin and 
and filled with eosinophilic material, as are the smaller tubercles within meningeal exudate. Hydrocephalus followed 
ducts. (x 60.) meningitis treated with streptomycin. H. and E. (x 65.) 
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Fic. 4.—Patent sub- 
arachnoid channels 
~ within cisterna 
> pontis. Tuberculous 
' meningitis treated 
T with streptomycin. 
1 No hydrocephalus. 
H. and E. (x 45.) 





Fic. 4.—Duodenum showing dilated glands in wall. (x 90.) 
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s . Case 2. 
A boy aged 2 years was- ‘admitted . to hospital on Sept. 13; 
1948. Since-the agé of 2 months he had wheezed ‘continually ; : 


~ 


a diagnosis of asthma was made and never altered. One month ` 


before admission he’ began .to cough_ and ‘lost weight” and - 
energy. Rectal prolapse had occurred: repeatedly in the past 
two months. Despite a good appetite, he had never thrived 
his weight at 8 months being. 154 lb. (7 kg) and, at 1-year 
184 1b. (8.4 kg.) (birth weight was 74 1b.—3.4 kg.). From the 
age of 6 months~ or so his stools. had been frequent and 
unformed, bulky, and very offensive. He was the third child. 
The eldest died of acute bronchitis at 11 weeks. The second, 

aged 5 years, is alive and. well. A paternal aunt, who nee 
never thrived, died at 16 days. ` 


On examination his temperature was normal, pulse ‘120, ad 


+ respirations 32; he-was dyspnoeic, with frequent paroxysmal 


coughing. - His “weight was 21 Ib. (9.5 kg.) (average, 27.1b.— 
12.2 kg.); height, .30 in. (76 cm.) (average, 33 in.—83.5 ‘cm.). 
percussion note hyperresonant ; rhonchi and crepita- 
The liver was palpable two fingerbreadths 
below the costal margin in the nipple line. aor 

- Investigations—Numerous : fat’ globules and ' undigested 
musde fibres were found in the stools> the-fat content`wāàs 
30%. A laryngeal swab revealed Staphylécoccus aureus sensi- 
tive to streptomycin only. Duodenal intubation was unsuccess- 
ful. Blood counts showed a progressive fall in haemoglobin 
to 75% on Oct. 28 ; there was a persistent polymorphonuclear 
leucocytosis up to 40, 000 per c.mm. Radiographs of the chest 
showed increasing spread ‘and confluence of bronchopneumonia 
in all areas of the lung fields. 

Progress and Treatment. —Wheezing disappeared after two 
weeks, but despite the use of streptomycin, given by inhalation 
and intramuscularly, the cough ’ became more severe, crepita- 
tions persisted in the lungs, and. a -Swinging temperature soon 
developed and persistéd. “Cyanosis was present in the fortnight’ 
before death on Nov. 19. -His appetite had been good for 
six weeks, and on a low-fat diet with extra protein and 26 g. 
of casein hydrolysate and 8 g. of pancreatin (in the form of 
enteric-coated granules) daily his weight had risen to 22 Ib. 
(9.98 kg.) but then fell progressively. His stools had continually 
been frequent, unformed, and very offensive. The liver: had 
remained enlarged. ` 

Post-mortem "Report —There. was much mineopurulent 
material in the air passages, and in the lungs extensive 
bronchopneumonia }with bronchiolectatic abscesses. The 
pancreas appeared normal macroscopically. .The liver was 

“nutmeg,” and the appendix was thickened. Microscopically, 
the pancreatic ducts were considerably dilated and-filled with 
eosinophilic material, and there was much surrounding fibrosis ; 
the lumen of the appendix was filled with eosinophilic material . 
continuous with that-in the dilated glands of the -wall (Plate, 
Fig. 1). Similar -lesions were seen in- the mucous glands of 
the trachea and bronchi (Fig. 2), the: salivary glands,. the 
duodenal wall, and the periurethral glands. 


Case 3 = eg. R 


A girl aged 2 years was first seen in Januaty, 1947, at the 
age of 21 months, with rectal prolapse, which was attributed 
to inadequate intake of vitamin D. Her weight_was then 


-24 Ib. (10.88 kg.). When next seen, a month later, she had 


developed a slight cough and had lost weight’ despite a good 
appetite. She was admitted early'in May, 1947, for correction 
of the prolapse, but was discharged five days later as she was 
thought to have pertussis. -At home the cough became more 
severe, the weight-loss was accelerated, and she’ was readmitted 
at the end of May. Even in infancy her-gain in weight had 
never been satisfactory, although her appetite was so good- 
that she was fed three-hourly with amounts prescribed -for 
four-hourly feeds. Her stools had always béen bulky, pale, 
and very. offensive. = 


- She was the fourth child. of healthy unrelated pani: Her- . 
none had thrived, and all had had very 


~ 


age of 6 months ; 


~ 
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_ Was prominent. 


`“ bronchopneumonia. - 
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offensive stools. 
`of. eight childrèn in infancy from unknown causes. 


Thé maternal grandmother had løst’ five out 
The 


i paternal” grandmother ‘had lost six of 12 children in infancy— 


four at birth and two of pneumonia during the first year: 

On May ‘22 her temperature was 101.6° F. (38.7° C.), respira- 
‘tions 64, pulse 128, weight .184 Ib_(8.28 kg.) (average, 24 lb.— 
10.88 kg.).. She ‘was* wasted and dyspnoeic. Chest: Fine 
. crepitations in all areas. The abdomen was protuberant. The 
liver was enlarged to the umbilicus. The spleen was not 
palpable. 3 > 
” Inyestigations—The faecal fat amounted to 49%, 86% of 
it being split fat. Blood counts showed a -progressive anaemia. 
Three attempts at duodenal intubation” were unsuccessful. 
Mantoux, negative at 1° in 1,000. Serum proteins (June 25) 
were 7 g. %—albumin 2.8, globulin 4.2. .Chest radiographs 
showed increasing bronchopneumonic changes. 

Progress and .Treatment-—Sulphamezathine and penicillin 
failed to control‘the respiratory infection:, Cyanosis was only - 
temporarily. relieved by oxygen. The stools were frequent, 
unformed, and very offensive ; appetite was never good, and. 
- Weight fell progressively. Pancreatin given in the last three 
weeks had no appreciable effect. Peripheral oedema, unrelieved 
by blood transfusion and- intravenous “ casydrol,” appeared four 
weeks before death, and petechiae terminally. 

, Post-mortem- Report (July 22)—Much mucopus in the air 
passages. ‘In the lungs marginal emphysema was present, with | 
extensive: bronchopneumonia and numerous bronchiectatic . 
abscesses in practically all areas. -The pancreas on section 
showed dilated ducts. The liver was large and pale. Micro- 
scopical examination showed gross-dilatation of pancreatic ducts 
filled with eosinophilic: material, much ‘surrounding fibrosis, and 
almost complete disappearance of acinous tissue. There was 
bronchopneumonia with, in places, destruction of bronchial 
walls and dilated bronchial glands. -The liver showed gross 
fatty degeneration. 
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' Case 4 


A girl aged 4 months was transferred on July 16, 1948, from 
another hospital, where she had been treated for six weeks for ` 
bronchopneumonia without improvement. Despite a good 
appetite she had never thrived, and her stools, had always been 


- frequent and offensive. At 3 months she developed pheumonia, 


which did not respond to treatment with sulphonamides and 
penicillin. She had three siblings alive and well. A maternal 
uncle, who had never thrived, died at 10 years of ‘ consumpdon 
of the „bowels. " 

On examination on July 16 the temperature was 99° F. 
(37. 2° C.), respirations 48, weight 8 lb. 15 oz. (4 kg.) (expected 
weight; 124 1b.—5.67 kg.). She was wasted; the abdomèn 
- There was dyspnoea with frequent cough. 
Chest : percussion note impaired at left base ; fine crepitations 
audible over the entire left chest. 

Investigations Duodenal juice contained no trypsin. Faecal 
fat: (a) on skimmed milk 40%, (5) on half-cream milk with 
pancreatin .21% ~ (96% split). A- laryngeal swab .contained 
predominantly a. penicillin-sensitive Staph. aureus. Hb was 
65%. Radiography of the chest showed left basal consolidation. 

Progress and Treatment. —Penicillin was continued, but the 
respiratory trouble spread. Appetite was poor. Stools were 
always frequent, bulky, and very offensive. She died on Aug. 4. 

Post-mortem Report.——The immediate cause of death was 
‘The ‘pancreas was smaller than normal, 
was nodular, and presented an increased resistance to section. 
Microscopically, typical suatee were seen in the pancreas and 
salivary se - 

Case 5 


À boy saat 4 ‘months was admitted to hospital on Aug. 3, 
1948. ‘His appetite had always been good, but weight-gain 
had ,never been satisfactory (his best weight was 8 -Ib. (3.63 kg.) 
at three months). Stools had. always been frequent but not 
noticeably Offensive. .A frequent dry cough: had been: present 
“since birth. cor , 

On examination the temperature and- respirations were 
normal and the weight-7 lb. 11 oz. (3.48 kg.) (expected weight, 
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124 Ib.—5.55 kg.). Mediastinal shift to right with mai 


‘resonant percussion note over left chest. i / 


_ 


` more nodular than normal., 


(Fig. 3). 


* duodenal wall (Fig. 4).. 


~ Investigations ——Three attempts at duodenal intubation failed. ` 
Faecal fat (on full-cream milk), 72% (50% split). Laryngeal _ 
swab revealed Staph. aureus. Blood counts showed a progres 
sivé anaemia. ‘ 

° Progress and Treatment.—Ten days after ainiko he 
developed a pulmonary infection which did ‘not respond to 
penicillin. Appetite was very good, and on a skimmed-milk 


diet with ,pancreatin and hydrolysates weight increased slowly. 


to 8 1b. 10 oz.-(3.91 kg.). Stools were always bulky,-frequent, 
and very offensive. ev x 

- Post-mortem Report (Sept. 21) —The immediate -cause of 
death was bronchopneumonia. The pancreas was‘ normal 
externally, but dilated ducts were seen on section. Micro- 
scopically, typical changes were seen~in the pancreas, salivary 
glands, and bronchial and intestinal walls. ` 


Case 6. 


A girl Sged 5 months, an only child, was admitted to otomi 
on Nov. 1, 1947, with right basal pneumonia. She had ‘had 
a cough since birth, but weight-gain had been satisfactory, 


and she ‘had reached 12+ 1b. (5.55 kg.) (expected weight, 12 Ib. - 


5.44 kg.). when’ pneumonia developed two weeks before 
admission. Chemotherapy and antibiotics failed to control the 
_respiratory infection, and although she ate well her_weight fell. 
Stools were first “noticed to be ‘offensive two weeks after- 
‘admission ; the fat content was 40% (on half-cream milk feeds). 

Pos morien Report (Dec. 17)—The immediate cause of 
` death was bronchopneumonia. The pancreas: was, smaller and 
On the surface of. the liver were 
small nodules up-to-2 mm. in diameter.. Microscopically the 
pancreas showed the typical changes in an advanced stage 


to consist of cirrhotic areas in which’ were numerous bile ducts 
filled With eosinophilic material. ‘Similar lesions to those in 
the pancreas were found_-in the salivary glands and in the 


Casé 13 
A girl aged 16 months was transferred on July 30, 1948, 


from another hospital, where she had been treated for two - 


months for coeliac disease without improvement, Weight-gain 
` was never satisfactory, and from the age of 4 months her stools 
„were bulky and offensive. This abnormality became more 
noticeable at 1-year. She had” had bronchitis at 8 months. 
On July 30 her weight was 154 Ib. (6.92 kg.) (average, 22 1b. 
—9.98 kg.). She had a -coeliac appearance. -Her chest ‘was 
normal. Duodenal juice -showed tryptic activity in undiluted 


juice but not in a dilution of 1 in 10. Faecal fat: (a) on a normal ' 


‘diet; 60% (75% split; (b) on-a low-fat diet with pancreatin, 


15%. With specific dietary treatment she ‘gained 3 Ib._(1.36 kg.) 
in three- weeks. Her stools were always unformed’ and 


offensive. . ne s 
7 i Discussion l 
The seven cases described were seen between June, 1947, 
and September, 1948. To ascertain the hospital incidence 
it is necessary to exclude Cases 4 and 5, which were trans- 
ferred from other hospitals because of our known interest 


‘in fibrocystic disease; the remaining five cases occurred 


among 240 medical admissions to the children’s ward—an 
incidence of 2%. -Andersen (1938) found evidence of the 
disease in 3% of all necropsies on infants, and`Bodian 
(1946) in 3.4% of 500 necropsies on children. The disease 
therefore is by no means uncommon. The failure to 
` appreciate this: prior to-1938 is undoubtedly due to the 
fact that bronchopneumonia, the usual cause of death, was 
taken to be an adequate cause and consequently the pancreas 
was not- sectioned. 


The evidence points -to the. disease being inherited - 


(Andersen, 1949). ` In this series no other proved case has 


occurred’ in an affected family, but there is presumptive 
ee 


In the liver the nodules were seen macroscopically © 


' the most reliable test of pancreatic stedtorrhoea. 
analyses of three-day collections of stools, as carried out 


evidence of the disease in the family history ar Case 3 and 
suggestive evidence in, Case 2. - The inheritance may be 
explained by incomplete dominance: Fisher (quoted by 
Cockayne, 1947) has shown that many dominant defects are 
gradually becoming recessive, this being brought about by 
the selection of genes which prevent a dominant: condition 
becoming manifest when in the heterozygous state ; more- 
over, a defect may behave in one family as a recessive and in 
another as a dominant. `. es 


The pancreatic lesions were formerly P ascribed 

to dehydration, but Farber (1942) disproved this. ‘Blackfan 
and Wolbach (1933) first advanced the hypothesis that they 
were caused by inspissation of viscid secretion in the ducts ; 
. this was confirmed by Farber (1942), who reproduced the 
lesions in kittens by vagal stimulation. It remains to be 
seen if similar experiments will reproduce the lesions 
occurring in other organs' also, and the cause of the 
abnormal secretion has yet to be determined, 


Farber (1944) reported the finding of dilated glandular 
| structures in both the respiratory and the intestinal tracts ; 


he concluded that the disease affected all mucus-secreting 
glands; the lesions being caused, by inspissation óf viscid 
secretion, and that it was the loss ‘of normal mucus from the 
bronchial tree that was responsible for the susceptibility to 
_ pulmonary infections. ' Bodian (1946) also has stressed that 
-this is'a pluriglandular disease, as have Continental workers 
(Glanzmann, 1946 ; Riniker, 1946). . Andersen (1949), how- 
ever, while accepting Blackfan and Wolbach’s explanation 
for the pancreatic lesions,. considers that ‘the pulmonary 
infection is conditioned by dietary deficiency, and that the 
lesions observed in. the bronchial walls are secondary to 
infection. But this explanation does not suffice’ for the 
similar lesions found in other organs in which there is no 


infection ; moreover, dogs in whom the pancreatic duct had’ 


been tied did not die from pulmonary infections (Ivy, 1936). 
The pathological findings in this series have again confirmed 
the pluriglandular nature of this disease, and there seems 
little doubt that Farber’s hypothesis is correct. 


Earlier observers (Parmelee, 1935 ; Harper, 1938) con- 
sidered that a high percentage of neutral fat in the stools 
` indicted pancreatic disease. 
has shown that faecal fat-can be split in the' colon and out- 
side the body by bacterial action, and Fourman et al. (1948) 
consider that increased nitrogen excretion in the faeces is 


in these cases, will usually detect steatorrhoea (Fourman 
et al.; 1948), but the determination of split and waspit fat 
is of no diagnostic value (May, 1947). 


Andersen (1938) showed that cases fell into three aa 


groups : (1) cases of meconium ileus which present within 


a few days of-birth with intestinal obstruction ; (2) Cases - 


which present in the first six months of life with respiratory 


infections—nutritional difficulty is also present (this is the - 


largest group) ; (3)-cases which present later with nutritional 


‘difficulty as instances of the coeliac syndrome or with rectal 


prolapse or with chronic respiratory infection. The typical 
history is of a poor gain in weight despite an adequate diet 
and an excellent appetite, dating from early. infancy. The 


stools are frequent, unformed, bulky, and very offensive ;’ 


these abnormalities are more often noticed by mothers who 
have previously borne- normal children; and usually date 
from early infancy. Sooner or later respiratory infection 
supervenes and dominates the picture. 


Although it is generálly agreed (May, 1947 ; Andersen, 


i 1949) that` estimation `of trypsin in the duodenal juice 


is necessary to establish the diagnosis,- nevertheless it is 


~ 


Andersen (1945a), however, . 
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desirable to make a diagnosis on clinical evidence whenever 
possible, and experience has indicated that this can be done. 
In all the present cases the-diagnosis was made clinically 
and was never disproved by subsequent examination of the 
duodenal juice or- by necropsy., The clinical -picture is 
highly characteristic, but it must be emphasized that an 
accurate history is essential, and.close questioning may be 
ae to obtain this, as noted by Miller and Perkins 
(1920). 


The disease should be suspected in all cases of chronic 
nutritional difficulty and chronic respiratory infection in 
children, and specific questions asked- about appetite, 
weight-gain, the character of the stools in regard to number, 
size, and smell, the exact date of onsét of any abnormality 
noted, and the family history, especially of infantile deaths. 
In a number of cases the abnormality of the stools, while 
present from éarly -infancy, becomes more obvious when 
solids are added to the diet or even later, and this over- 
shadows the history. Cough may be- present without. signs 
of infection, and is then presumably due to efforts to expel 
viscid mucus from the bronchial tree. The clinician should 
himself examine the stools, for their offensive smell is 
characteristic. The typical history, associated with the 
clinical findings, enables a firm diagnosis to be made. 


Sheldon (1948) considers that it is usually possible to ` 


distinguish coeliac from fibrocystic disease on clinical 
grounds alone. In typical cases, therefore, duodenal intuba- 
tion is superfluous and should be reserved for cases in which 
the picture is not characteristic—e.g., Case 6. It is import- 


ant to remember that in some children any chronic infection - 


may ‘produce steatorrhoea and that the ‘association of 
bronchiectasis and steatorrhoea does not justify a diagnosis 
of fibrocystic disease without supporting evidence. 


It is not only desirable but sometimes necessary to make 
a clinical diagnosis, since duodenal intubation has often 


been unsuccessful, and repeated attempts do not improve: 


the condition- of children already wasted. Moreover, the 
absence of trypsin from the duodenal juice is not patho- 
gnomonic of fibrocystic disease.. Dr. G. M. Bull, ‘to whom 
I am indebted for these particulars, has under his care two 
adults—brother and sister, aged 18 and 22 years respectively 
—who have suffered from steatorrhoea since early infancy. 
Recently duodenal intubation has shown a complete 
absence of trypsin in both, but there is no pulmonary infec- 
tion.. These patients are not suffering from fibrocystic 
disease as regarded generally. Their cases are, however, 
similar to the case reported by Garrod and Hurtley (1913). 
Hither the underlying lesion may be a congenital stenosis of 
the main pancreatic duct or these cases may be analogous 
to that reported by Farber (1944) in which lesions typical 


N 


Pancreatin does, however, seem to be of value in increasing 
the utilization of food, and this effect is especially noticeable 
in infants. 

The number of cases reported here is small, but no evi- 


dence has been found to support Andersen’s (1949) conten- 


tion that appropriate chemotherapy, given early in the 
course of the respiratory infection, combined with specific | 
dietary: treatment, may result in the control of the infection. 
Personal experience of cases diagnosed before the onset of 
respiratory infections is limited, but Andersen’s (1945b) 
evidence that most, when given specific therapy, do not 
contract chronic respiratory infections and develop 
normally is not fully convincing. In assessing the results of 
any therapeutic regime in this disease it is important to 
remember that the oldest proved case in the literature, aged 
144 years (Parmelee, 1935), was. treated by a low-fat and 
high-protein diet only. Moreover, Cases 1 and 7 in this 
series showed that pulmonary infections in infancy do not 
invariably become chronic even without treatment. Also 
there are a few cases which, although they lack trypsin in 
their duodenal juice, do not develop pulmonary infections 
at all. oo . 

, Since in the great majority of cases of bronchopneumonia 
in children a good response is obtained, the failure of 
chemotherapy to control the pulmonary infections in these 
cases suggests that unusual factors are involved. One 
unusual factor is the abnormality of the mucous glands of 
the air passages, and the treatment so far possible cannot 
beʻgxpected to influence this. The rational treatment would 

begs liquefy the mucus in the bronchidl tree by some 
oe (e.g., hyaluronidase) aimed at restoring normal 
conditions in the respiratory system. 


Summary 
Seven cases of fibrocystic disease of the pancreas are described 
which occurred among 2% of routine admissions to a children’s 
ward. 
Inheritance by incomplete dominance is postulated. 
The pathological findings have, again confirmed that this 
disease affects mucus-secreting glands throughout the body. 


` The diagnosis can usually be made clinically provided an 


_ accurate history is obtained. 


The results of treatment.have been disappointing, since five 
of the patients have died of bronchopneumonia and one of the 
survivors -has extensive bronchiectasis. 

It is suggested that measures directed at liquefying the mucus 


- in the bronchial tree might lead to more successful results than 


of fibrocystic disease were found only in the lungs and . 


liver ; vice versa, there may be cases in which the pancreas 
is affected and not the lungs. 


Treatment.—The diet used has been that recommended 
by Andersen (1949), but pancreatin has been more exten- 
sively employed than. casein hydrolysates, since the latter 
are unpalatable and older children are loath to take them. 
It is unfortunate that hydrolysatés are so unpleasant, since 


the evidence indicates that they are of more value than’ 


pancreatin (West ef al., 1946). 


Results of Treatment and .Prognosis—Of the seven 


patients, five have died of bronchopneumonia and one of 
the survivors has extensive bronchiectasis. The prognosis 
therefore depends on the respiratory infection, and* the 
failure of appropriate chemotherapeutic. and antibiotic 
agents to control it has been most disappointing. Specific 
-dietary treatment also has proved of limited value. 


“Bodian, 


those generally at present obtained, 
I wish to thank Dr. Reginald Lightwood for much helpful advice 


‘ and criticism and for permission to-publish these cases, except Case 5, 


for which I am indebted to Dr. Ursula James. I also wish to thank 
the staff of St. Mary’s Hospital, Paddington, for carrying out the 


“investigations; Mr. E. V. Willmott for the photomicrographs; and- 


Mr. A. Evason for the clinical photograph. 
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[Wru PHOTOGRAVURE PLATE] "ae 


The case of fatal polio-encephalitis described in detail ri 
is reported because of {ts interesting clinical picture and 
because of the striking proof of the diagnosis by intra- 
cerebral inoculation in a monkey. The similarity of the 
lesions in. the cord of-the human victim to those in the 


monkey inoculated with a filtered saline extract from the - 


child’s brain and cord can easily be seen by reference to 
the illustrations. 


Case Report -s 


A well-developed child of 34 years was admitted to Edgware 
General Hospital on Aug. 3, 1948. He had had pertussis at 
14 years, but had otherwise been well until he began to attend 
. a nursery school one month before his admission: He was not 
happy at the school, slept irregularly at night, and was sleepy 
in the -mornings. Three weeks before admission he had an ill- 
‘ness of influenzal type lasting one day, during which he vomited 
and was febrile and drowsy. On July 31 he was said to have 
fallen from a swing, though apparently with no untoward effect. 
However, the next day he became drowsy and slept through 
much of it, would not eat, complained of abdominal pains, and 
vomited twice. During the night he awoke three times and 
complained of headache and pains in the back of the neck and 
in the legs. On Aug. 2 he still complained of-the pains, and 
some weakness of the left side of the face developed, the face 
‘being drawn to the right. Although he was -febrile-and eager 
for fluids, he appeared to swallow with difficulty. ‘He talked 
normally throughout the day. By evening he was generally. 
- stiff and showed. a tendency to restlessness and twitching of the 
limbs. The bowels were ‘constipated from that day to. the end, 
and he again vomited oncé. On the day of admission he was 


not easy. to rouse and would not speak; the restlessness and 
twitchings continued. 


On admission he was very drowsy, toxic, and cyanosed. His 
temperature Was 102° F. (38.9° C.), pulse 88, respiration 56. 
His tongue was moist but furred. The throat was not inflamed, 
but the tonsillar glands ‘were palpable. There was pronounced 
stiffness of the neck and spine. Kernig’s sign was not present 
_and the legs were not stiff. His pupils were equal and reacted to 
light, though sluggish. The disks were normal. He had slight 
weakness of the left side of the face. No other apparent abnor- 
mality in cranial nerves was observed and no weakness was 
noted in the limbs. Tendon-jerks were absent in the left lower 
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limb but brisk on the right side.’ Plantar response was extensor 
on the left side and indefinite on the right. No abnormality 
was noted in other systems. 

Lumbar puncture showed clear fluid under normal pressure ; 
total protein, 80 mg. per 100 ml:; Pandy + ; white blood cells, 
55 per c.mm (degenerate polymorphs 5%, lymphocytes 20%, 
large endothelials 75%) ; chlorides, 710 mg. per 100 ml.; no 
‘organisms seen ; sterile on culture. 

Overnight his condition had deteriorated rapidly, and when 
seen by one of us (G. H. J.) next morning (Aug. 4) he was 
almost completely unconscious. He was still toxic and 
cyanosed ; respirations were stertorous, but the rate was only 
22. His fempérature was 98° F. (36:7° C.) and pulse 80. A 
tendency to show slight general convulsions was noted. The 
disks.were normal, as were the pupils, apart from the persistent 
sluggish reaction to light. Neck stiffness was slight and Kernig’s 


sign was negative. The face was now almost expressionless as a- 


result of general weakness. The left side of the body, though 
still showing voluntary movement, appeared definitely weaker 


and more flaccid than the right. The tendon-jerks, though. | 
sluggish, were all elicited except the right ankle-jerk. The abdo: -_ 
The left plantar response was* 


minal reflexes were all present. 
still definitely extensor, but that on the right remained indefinite.. 
Lumbar puncture showed C.S.F. under very low pressure ; 

no block ; opalescent fluid ; fibrin clot formed after 15 minutes ; 
white | blood cells, 195 per c.mm. (lymphocytes “86%, poly- 
morphs 14%); red blood cells, 465 per c.mm.; normal sugar 
content ; sterile on culture. A blood count showed: Hb, 90% ; 
red . cells, 5,090,000; white cells, 4,700 (polymorphs 68 %s 
lymphocytes "28%, monocytes 4%. R 

- A-diagnosis of a neurotropic virus miei was made, and 


since the prodromal illness three. weeks before admission was — 


within the reported maximal incubation period of 35 .days for 
the poliomyelitis virus’ it was considered‘ that the case was 
possibly one of polio-encephalitis. The child’s condition con- 
tinued to deteriorate ; the temperature became subnormal, the 
pulse rate: increased to 120-136, and the respiration rate Te- 
mained at 24-26. He died early on the following morning 
(Aug. 5) after many hours of complete unconsciousness. 


~ . - Post-mortem Examination 
This was performed five ‘hours after death. The bod was 


- that of a normally developed male child. 7 
Brain (1,350 g.).—Meninges normal. Surface of brain intensely. 


~€ongested. On section the cortex of the hemispheres was plum- 
coloured,. but showed no petechiae ; white matter normal: except 
for a few tiny petechial haemorrhages in the occipital lobes. 
The cerebellum, mid-brain, pons, and, medulla were macro- 
scopically normal. 

Spinal Cord.—Macroscopically normal. = 

Skull—Normal except for a small quantity of yellow satis 
fluid in the right mastoid cavity. Films of this, fluid showed 
occasional pus cells, and on culture a few colonies of Bacterium 
coli and Streptococcus faecalis were grown: 


1 


Comparison of Histological Lesions of Central Nervous System in l 


the Case described and in the Inoculated Monkey 


a - Human Monkey 
Motor cortoz Jeft Congestion only EN perivascular cufng 
Sensory care loft — Nu 
Olfactory bulb = Nil E 
. Basal nuclei . is Cis a _ | Nill - : 
Brain stem ii ` Few small areas of peri- | Perivascular cuffing and 
, vas cuffing and early neuronal degenera- 
$ very early neuronal tion 
“Cervical cord Makel's perivascular cuf- |} Marked perivascular cuf- 
fing. Slight cellular fing. Cellular infiltra- 
infiltration of anterior, tion of grey matter, 
horns. Early neuronal most marked in anterior ~ 
; degeneration . horns. AH stages of 
Thoracic cord ea er Sacer degeneration, l 
Lumbar cord co Marked perivascu ar cuf- including neuronopha- 
. fing. Marked cellular gia by histiocytic cells. 
infiltration of anterior The changes increase 
f horns, particularly on in severity, y, progressing 
: left side. Advanced from.cervical to lumbar 


region 
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Fic. A.—Perivascular cuffing in poliomyelitis. 
(monkey). 


The remaining organs were normal macroscopically and 
microscopically except for some fatty degeneration in the 
liver 3 

Various pieces of the nervous system were fixed in formol- 
saline for histological examination. Sections were stained with 
haematoxylin and eosin, Loyez’s haematoxylin, and Mallory’s 
phosphotungstic acid. The detailed changes noted in these 
tissues are shown in the accompanying Table and are compared 
with those of an inoculated rhesus monkey (see below) which 
had been similarly fixed and stained. 


Animal Inoculation (Dr. F. O. MacCallum) 

The diagnosis of poliomyelitis infection in this case was 
confirmed by animal inoculation. A suspension of pieces of 
cerebrum, mid-brain, and pons was prepared within a few hours 
of necropsy and inoculated intracerebrally and intranasally 
under ether anaesthesia into one monkey of the species Cerco- 
pithecus aethiops sabaeus. The monkey developed typical signs 
of poliomyelitis 13 days later and was killed with chloroform. 
Histological examination of the central nervous system revealed 
typical lesions of poliomyelitis. 





@ 
Fic. B.—Cellular infiltration of 


spinal cord in poliomyelitis. 


POLIO-ENCEPHALITIS DUE TO POLIOMYELITIS VIRUS 


(ii) Anterior horn of lumbar cord (monkey). 


(i) Section of lumbar cord (human). H. and E. (x 100). (ii) Section of lumbar cord 
H. and E. (x 100). 


A suspension of cord from this monkey was inoculated intra- 
cerebrally into a rhesus monkey, which also developed typical 
poliomyelitis eight days later; the microscopical lesions are 
well shown in Figs. A ii and B ii and in the Plate (Figs. 5 and 6). 
The original C.N.S. tissues of the patient were also inoculated 
intracerebrally into mice and guinea-pigs, with negative results. 


Histological Findings 


The histological changes in both the human and the monkey 
sections were basically the same and varied only in degree. The 
perivascular cuffing, neuronal degeneration, and cellular infiltra- 
tion characteristic of poliomyelitis were all found in the spinal 
cord and brain-stem. 

The neuronal degeneration (Plate, Figs. 1-6) showed itself as 
a loss of the nuclear membrane and of the oxyphil nucleolus 
(Fig. 2). Next the tigroid substance became granular or showed 
condensation at the side of the ceil (Fig. 3). Eventually the 
nucleus and the tigroid substance completely disappeared, 
leaving a structureless eosinophil mass (Fig. 4). This was 
invaded by histiocytes (neuronophagia), which eventually re- 
moved it completely (Figs. 5 and 6). The cellular infiltration 
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(i) Anterior horn of lumbar cord (human). H. and E. (x 100). 
H. and E. (x 100). 


‘cerebellar signs, and spastic weakness. Laurent (1947) 
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aoe poe. | | complete oe was the mo sion ny Ser 
This. case: a poli )-encephali had “several. featur eS Lesions in the corpus s € dus, and in 


of interest. apart from the c Setnaton of the diagnosis by the hypothalamic nuclei were li likewise 
animal inoculation. :First among them comes the encepha- ; 
litic nature of the signs, the chief of these being coma 
and evidence of brain-stem involvement. Kelleher (1947) 
stated that in his experience 30% of the poliomyelitis cases 


seen in the first part of the 1947 epidemic were of the bulbar hese findin gs he quoted the view of Sabin (1942) that the 
type ; of these a few were drowsy, and one became comatose — Virus m ay spread up the vagi from the alimentary tract to 
and died after being unconscious for less than 24 hours. the central nervous system. A simultaneous cellular inflam- 
This lastcase had pronounced cranial-nerve disturbances nat ory reaction, including multiplication of microglial cells 


together with mid-brain and cerebellar involvement. Brewis r 
and Neubauer (1948) described a probable case of polio- and degeneration of nerve cells, was. a feature of Scheinke s 


encephalitis which recovered after showing coma, fits, 


severity. 
Scheinker found numerous oa of lymphocytes in the 
cranial nerves, particularly in the vagi, and also an especial 


medulla and mid-brain, and the cell degeneration was most 
pronounced in the anterior horn cells of the cord. 

These main lesions of fatal poliomyelitis.correspond to 
those in the fatal encephalitic type of case described by us. 
In the less severe cases which recover it is probable that the 
lesions are of simultaneous type and distribution but of less 


recounted two similar examples of encephalitis, one of 
which made a good recovery ; the other died 16 hours after 
admission. Necropsy in the latter case showed only oedema- 
in the cerebral cortex, but small areas of perivascular 


“cuffing” with mononuclear cells were seen throughout intensity. The extensor plantar responses in our case and 
the ene (bulb, pons, mid-brain, and pasal gangl 1a). the spastic paresis seen during recovery in their case by 
These findings correspond to some extent with those in Brewis and Neubauer are evidence of a pyramidal involve- 
our case, in which the cortex was extremely congested but ment, an involvement which McAlpine (1947) has described 
showed no other lesion. In this case perivascular cuffing as occurring, albeit uncommonly, in the spinal form of the 
was observed in the pons, particularly in its dorsal part disease. But it is a matter for comment that, apart from 
below the: floor of the fourth ventricle. In this area, toO, occasional motor-cortical lesions in Bodian’s series, upper 
were cells which showed peripheral concentration of Nissl’s motor neurone lesions have not been a prominent feature 
granules. Unfortunately, the medulla, cerebral peduncles, to the histologist: not even pyramidal demyelination was 
and basal ganglia were not examined, but it can be said that seen in our case, and no cortical or pyramidal lesions were 
the changes in the pons were of a surprisingly mild order: observed by Scheinker. 
that this was not due to the short history of the case can be 


seen from the intense motor-cell destruction in the spinal 5, the present case was responsible for depression of upper 
cord. l motor neurone function, and though cord oedema was 
_ This sparing of the cortex has been recorded several thought of little consequence by Bodian it might be asso- 
times by investigators in the United States, including the ciated with the transitory Babinski responses seen in some 
Collective Committee investigating the New York epidemic of the spinal cases. The initial flaccidity which may be 


of 1907. From their evidence and other evidence at his associated with these responses in some cases (e.g g. that of | 


_ disposal Rothman (1931) was left in doubt about the reality Brewis and Neubauer) was attributed by Toomey (1940) to 


_ ina large measure due to anoxaemia, although in a few the whole nervous system is invaded by the virus of polio- | 


of polio-encephalitis. In fact, Brown et al. (1948) concluded “cord shock,” a state certainly more intangible than -that 


from their investigation of a large series of cases of the of congestion or oedema. As. Scheinker. pointed: out ins 


bulbar encephalitis type that the cerebral symptoms were describing the inflammatory response of the nervous tissues, 


‘cases focal cerebral lesions were found. myelitis. It is therefore not improbable that where a pyra- 


Ee | a tóm these se Dining 
k press included | focal fees 


f horn: cells were | much more: 


‘Scheinker (1947) also. reported no cortical involvement, midal lesion occurs and recovers in a more protracted case | 
= but Bodian (1947), in 24 necropsies on cases of poliomye- of a een there has Scones ai degree a Sele dapat i 
-o litis, found involvement in the motor cortex alone, usually oe ` changes did. ni td ve a 
of mild or moderate degree, in 20 instances. In this series — 
-the most severe lesions were found in the brain-stem, where E 

the substantia Bier, the cerebellar ieee nuclei, the ve E o 
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cases. The cellular reaction was, most prominent in the 


It is of course possible that the intense cortical congestion - 


£ Fhese findings again least some of them. were c Çi nye et in which : 
correspond to those in our case. oie only the brain-stem and ip motor: neurones appeared to - 
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concentration of cells around the vagal nuclei. Apropos of 


. does give this concept further-support. 
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be involved. This likelihood was mentioned by MacAlpine . 
(1947) after the 1947 period of poliomyelitis bad included 
similar cases ; our present case, though affording no proof, 
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Summary 


A fatal case of infection by the virus of poliomyelitis has 
been described. a : 

Although the case clinically showed- a mainly encephalitic 
and brain-stem involvement the cerebral changes were merely 
those of cortical congestion, and the pons showed only a mild 
inflammatory reaction. The spinal cord, on ‘the other hand, 
showed gross and widespread destruction of anterior horn ‘ceils. 
No really satisfactory histological explanation was forthcoming 
from either cord or brain to account for the definite clinical 
evidence of upper motor’ neurone involvement. Congestion, , 
oedema, or very slight early changes in these neurones might be 
adduced as causes of the signs. Inoculation of the nervous 
tissues of this case in monkeys resulted in symptoms and histo- 
logical lesions closely akin to those in the human subject, ~ 

This seemingly encephalitic case was thus -proved to be due 
to an infection by poliomyelitis virus, and its features are com- 
pared briefly with those shown by’ possible atypical cases of the 
same infection seen in the same district two years previously. 


Our thanks aré due to Miss M. H. Shaw for the photomicrographs ` 


of the sections. 
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TO 


The number of instances in which poliomyelitis virus affects 
the fore-brain and brain-stem seems to vary in different 
epidemics. -Reports dealing with the 1947 epidemic in this 
country indicated a higher proportion than usual of cere- 
bral aid bulbar lesions with or without spinal involvement 
(Kelleher, 1947; McAlpine eż al., 1947). The picturé has 
been confused by the occurrence, just before the polio- 
myelitis outbreak of 1947, of minor and localized outbreaks 


- of virus encephalomeningitis recorded by Jennings (1947) 


and Laurent (1947) and regardéd’ by them as a disease or 
group of diseases in which no relation to poliomyelitis was 
probable. On the other hand both -Critchley (1948) and- 
McAlpine et al. (1947) believe that the virus responsible 
was probably identical with that of acute poliomyelitis. 


, 
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POLIO-ENCEPHALITIS DUE TO POLIOMYELITIS VIRUS . 
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~ unable to speak. A fine tremor of the outstretched hands was 
_noted. There was moderate neck rigidity and hamstring spasm. 


_directions but most pronounced to the right. 
_ possible weakness of the left sternomastoid muscle there were 


t 
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Undoubtedly the lack of facilities for the isolation and 
identification. of virus in this country has accentuated the 
confusion, ‘and, whereas Toomey (1941) recognizes eight 
clinical types of poliomyelitis, doubts about the existence 
of types other than spinal and brain-stem are held by many 
authorities in this country—for example, Walshe (1947), 
who’states : “It is probable, however, that only the spinal - 
type and a few cases of brain-stem type really belong to 
this [poliomyelitis] infection.” Baker and his colleagues 
(1947), in.a comprehensive review in which the word 
“bulbar” has been used.“ with some degree of licence” 
to denote involvement of the entire brain-stem, including 
the medulla, pons, and mid-brain, present an acceptable 
classification of all forms of bulbar poliomyelitis. They 
include a “ diffuse encephalitic ” and a “ focal encephalitic ” 
group, and, in connexion with the latter, state that aphasic 
disorders have been reported rather infrequently. ‘They 


` quote one case of visual: verbal agnosia from the literature. 


The following record is a description of a case of acute 
polio-encephalomyelitis in which- during life it’ was not 
possible to make a clear clinical distinction between polio- 
myelitis or other virus aetiology, ‘but in which histological 
evidence and ultimately virus isolation “established the 
aetiological agent. a 


Case Report 


Bi man aged 25 with a record of excellent health: was admitted 
to tae Western Hospital on Oct. 12, 1947, with a history of 
ilindss which had begun six days earlier with a sense of fatigue 


“ andjinalaise, followed 48 hours later by headache and giddiness. 
~On the following day (Oct. 9} he vomited once and, because of 


increasing malaise and the onset of giddiness, tremors, and 
blurring of vision, had-to take to bed. On the fourth day 
after the onset feverishnéss and thirst were pronounced. He 
was restless and unable to sleep, and had difficulty in hearing. 
His conditio rapidly worsened, until on Oct. 12 he was, found 
by“his relatives to. be unable to ‘move, to be generally rigid 
Yáther than weak or flaccid, and, though conscious, to be unable 
to speak. : ~ 3. 4 i 

On admission at 5 p.m. on the same day he had a temperature 
of 101° F. (38.3° C) and a pulse rate of 82. He was conscious, 
and ‘there was some cyanosis of the extremities. He was 


He moved his limbs very slowly. Movements were stiff, jerky, 
and apparently uncoordinated, and passive movements of the 
limbs further revealed. the general rigidity and tonic spasm. 
The facial muscles were involved in the general hypertonicity, 
and commands were obeyed incompletely and with great diff- 
culty and delay in execution. There was fine nystagmus in all 
Apart from a 


no obvious cranial-nerve palsies. AJl tendon reflexes were 
present but depressed, and the abdominal reflexes were normal. 
There was-a doubtful Babinski sign on the right; the left 
plantar reflex was flexor. The respiratory muscles were 
unaffected and the pharynx functioned. There was no retention 
“of, urine, but he was incontinent. 

A few hours later the tendon reflexes in the right lower 
extremity were-very sluggish, but apart from the dysfunction, 
which was apparently due to tonic spasm; there was still no 
apparent paresis or paralysis; the dysarthria might also be 
ascribed to tonic spasm, although possibly it may have been 
a true motor aphasia. Lumbar puncture showed a clear fluid 


- containing 18 lymphocytes per c.mm. and 55 mg. of protein 


per 100 ml.; colloidal gold test, 0111210000; Wassermann 


‘reaction negative. 


On the following day (Oct. 13) there was little change, but 
some weakness of the right lower extremity, with greatly 
diminished reflexes, was noted. Consciousness appeared to be 
clouding and ‘ultimately all response to stimuli failed. The 
tonic rigidity persisted and a fine tremor of the upper lids was 
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noticeable and persistent. A cinematograph record of.the facies | 
exists -(Ministry of Health, -1948).. ‘A consultant neurologist 
made a: provisional diagnosis of acute disseminated encephalo- 
myelitis. -By-the next day (Oct. 14) there was marked deteriora-. 
tion, .with-a. rising temperature and a tendency to accumulation 


of. buccal secretions, but. still no respiratory muscle ‘involve--- 
“ment. ` Death, apparently due to bulbar failure, occurred rather 


, suddenly the same evening. | 


`” Necropsy on Oct; 15 revealed a little. focal haemorrhagic 
bronchopneumonia in the congested lungs, cloudy swelling and 
congestion of the liver and: ‘kidneys, and oedema and congestion 
of the spléen (all confirmed microscopically). The heart was 
` normal, the air passages were clear, the pancreas and stomach 
were congested; and .the urinary bladder was dilated: There , 
-was moderate oedema and congestion of the somewhat swollen 
brain and spinal cord. ey ee 
Microscopical examination. ‘showed very. severe envase: 
“ cuffing,” mainly with lymphocytoid cells, and foci of acute 
‘inflammation and degeneration of parenchyma, in places almost -.. 
purulent, in the basal ganglia, mid-brain, pons,~and medulla— 
most severe in.the mid-brain.' ~The cerebral cortex in” -the -left 
prefrontal,» right Rolandic, and’ left’ occipital regions ~ showed 


only, oedema and congestion., . The third and fourth cervical, ° 


- fourth -and eighth thoracic, and-second’ lumbar segments of 
` the, spinal cord showed inflammation and degeneration of -the 
grey matter, especially of- the ‘anterior horns, in which a con- 
’ siderable number of neurones ‘were destroyed, and to a | smaller 
extent of the white matter. `, ~ 
The findings were characteristic of acute polio-encep al 
myelitis (A.B.B.). -> y 
The histological report was submitted to the -cons 
neurologist (Dr. T. Rowland Hill), who remarked : © Bee. 
- of fulminating polio-encephalomyelitis in“ whith, before death;- 
- it was not possible to demonstrate involvemeiit of lower brain- -¢ : 
stem motor nuclei.” There were signs of severe mid-brain: 
- lesions in that there were tonic fits of, decérebrate. rigidity and ` 
marked nystagmus. There was also a degree of flaccid weak- 
> ness of the Tight lower extremity with markedly. diminished 
reflexes. Bulbar palsy: developed before death.” aaah 
Specimens of the brain and cord were stored at the Vitus 
. Reference Laboratory, Colindale, in glycerol-salirie for ten. 


` months at —10° C. A 10%- suspension of cord and medulla ` 


was then inoculated intracerebrally into one rhesus monkey- 


; under ether anaesthesia. The monkey developed typical signs 


of poliomyelitis ten days later‘and was killed with'chloroform. 
Histological examination’ of ‘the -central nervous - system 
showed lesions PE CRECE of PO Opat (F.Q. MacC,). 7 


Sa ae : ` Summary | ee ; 
A “case is recorded of acute encephefomyélitis ‘of clinically 


undetermined aetiology, in which histological findings and virus 
“isolation established the virus of poliomyelitis as the cause. 


Our ‘hanks are due’ to Dr. W. H: Bradley; of the > Ministry ‘of 


` Heaith, for helpful suggestions. 
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Hospital ‘matrons and nurses from Belgium, Canada, Cyprus, 
Denmark, Egypt, Finland, France, Greece, Italy,. the Nether- 
_ lands, Norway, and the U.S.A. have recently attended a two 
' weeks’ course-on nursing arranged by the British Council in 
Edinburgh. ‘Sir Andrew Davidson, Chief Medical Officer of 
the Department of ‘Health for Scotland, gave Los opening- 
lecture, ~ 
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1 [Wenn PHOTOORAVURE PLATE] 


Sirice the introduction ‘of streptomycin in the ceiien of 
~ tuberculous meningitis several reports of hydrocephalus - 
have appeared. ‘Flory and“his co-workers (1947) describe 
a case of relapse of tuberculous meningitis after cessation 
of -streptomycin treatment -in--which. an internal hydro- 
“cephalus was discovered at- necropsy. -Baggenstoss e¢ al. 
{1947 record. two fatal cases of tuberculous meningitis . 


in which occurred heavy exudate at the base of the brain 


and moderate internal hydrocephalus. Wright and Rees. 


(1948) report three cases of severe hydrocephalus associated © 
with thick basal exudate after treatment with-intramuscular 
and intrathecal streptomycin for at least eight weeks. 

' Smith et al. (1948) describe two fatal cases with gross 
hydrocephalus after intramuscular, intrathecal, and intra- 
ventricular streptomycin ; in two subjects who survived, 
ventriculography before treatment revealed some dilatation 
of the ventricles. -In all of these cases exudate in the basal 
_ cisternae was found to be most intense. E = 


‘ An M.R.C. report (1948) includes 46 instances of Audie: 
cephalus ‘among ‘53 necropsies on cases of tuberculous 
meningitis treated with streptomycin by. various routes. 
These studies led me, whilst interested in experiniental 
hydrocephalus, to: investigate the histological changes in 
the basal meninges in a small series of cases of tuberculous 
meningitis with the object of finding out if the administra- 
tion of „streptomycin had modified the lesion in any way 
that might leag to hydrocephalus, : E , eR 


p 


-r ‘Materials and Methods a 


| +- 


The leptomeninges’ from ‘the undersurface: of the-pons 


Pod 


were available for histological examination from eight cases _ 


of tuberculous meningitis ; six of these were py 
two were not:—Seven ~ 


with intramuscular 
; and intrathecal 
streptomycin, with - 


231 days, while only 
one: (hydrocephalic) 
received no anti- 
biotic treatment. 


j Fic. A.—Hydrocephal an infant © 
Fig. A shows the IG. ydrocephalus in an infan 


following tuberculous meningitis bested 
dilatation of the with streptomycin. _ ` 
anterior: horns of - 
the lateral ventricles in the frontal séction “of the brain of 
a case of tuberculous meningitis treated with streptomycin. 


The leptomeninges, with a piece of brain tissue, were cut 
out from the undersurface of the pons and fixed in-10% 


*Part of a thesis submitted to the University of London for the 
7 Doctorate of Peers y. 
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formol-saline ; the planes of section of the specimens were > showed the presence of an internal hydrocephalus. A 


at right angles to the long axis of the brain. These were 
slowly dehydrated and embedded in paraffin, and thin sec- 
tions were stained with Ehrlich’s acid haematoxylin and 


~ eosin as well as with Weigert’s iron haematoxylin and van 


p 


Gieson’s stain. > r 
Results 


The basal subarachnoid space in all the hydrocephalic 


-cases were completely blocked by a fibrinous exudate and 


thick tuberculous granulation tissue (Plate, Figs. 1 and 2). 
Two of the five treated cases showed some fibroblastic 
proliferation within the exudate, mainly directed against 
the fibrinous elements but also partly encircling some 
minute tubercles (Fig. 3). The other three gave no evidence 


of organization, nor was there any obvious histological `- 


modification of the lesions by streptomycin when com- 
pared with the lesions from the untreated case. T 

' In the two non-hydrocephalic cases, both of which had 
been treated with streptomycin, the subarachnoid channels 
were patent in ‘spite of the presence of meningitis (Fig. 4). 


` The fibrinous exudate-and the tubercles were there, but 


they were much less prominent. The lesions did not appear 
to have been essentially modified, nor was there any 
evidence of fibroblastic proliferation. - 

In three of the hydrocephalic cases the foramina of 
Luschka were found to be patent from the outside, and 
in one case histological section through this region showed 
the lateral recesses, including the foramina, to be 
unobstructed by tuberculous lesions. 


Discussion 
Fibrosis of the tuberculous lesions is known to be a 


- general response to streptomycin treatment both in miliary 


tubercles in man (Flory et al., 1947; Baggenstoss ef al., 
1947 ; M.R.C. Report, 1948) and in experimental lesions 
in guinea-pigs. (Feldman et al., 1945). 
aroused the suspicion that streptomycin, in the course of 
promotion of healing of tuberculous lesions in the meniriges, 
might lead to fibrosis and adhesions, resulting in obstruc- 
tion of the circulation of cerebrospinal fluid and consequent 
hydrocephalus. 


The fact that intrathecal streptomycin had been given 


in many of the reported cases of hydrocephalus strengthened 
the view that leptomeningeal adhesions after such treat- 
ment were responsible for the blockage. But in the present 
investigation only two of the five streptomycin-treated cases 
showed some fibroblastic proliferation in the basal lepto- 
meninges, and although this reaction did surround a few 
tubercles it seemed to -be mainly directed along the fibrin 
threads in the exudate. Similarly, only one of the two 
hydrocephalic cases of Baggenstoss et al. (1947) and two 
of 46 hydrocephalic brains of the M.R.C. report (1948) 
showed any fibrosis in the meningeal exudate. - 

Further, Rich (1944) noted the presence of some degree 
of organization and repair in the meningeal lesions of the 
more protracted cases in pre-streptomycin days. Long ago 
Martin (1909) recorded scar tissue as replacing antecedent 
tuberculous lesions in the meninges in cases that had 
recovered from tuberculous meningitis, while Kramer and 


Stein (1931) also pointed out the tendency to fibrosis of the . 


meningeal exudate in similar cases. These facts suggest 
that the formation of leptomeningeal adhesions has not 
always been responsible for the observed hydrocephalus, 
nor has it been especially brought about by treatment with 
streptomycin. 

On the other hand, one of my cases of tuberculous 
meningitis which was not treated with streptomycin also 


- 


This naturally | 


‘absence of any essential change. in the histology. 


search through the older literature suggests that tuberculous 
meningitis by itself has long been suspected of being 


associated with hydrocephalus (Barther and Rilliet, quoted 


by Burr and McCarthy, 1900 ; Dandy and Blackfan, 1914; 


` Rich, 1944; Martin and Elkinton, 1947; Bucy, 1948). 


Further, it has been possible to produce internal hydro- 
cephalus in guinea-pigs after the introduction of Myco- 
bacterium tuberculosis through the cisterna magna (De, 
1949): It may therefore be concluded that tuberculous 
meningitis alone can give rise to hydrocephalus, and the 
prominence given to the condition since the introduction 
of streptomycin treatment is no doubt due to more careful 
examination of the brain in such cases. 

- The hydrocephalus found in association with tuberculous 
meningitis has mostly been of the communicating type 
(Wright and Rees, 1948 ; Smith et al., 1948 ; M.R.C. report, 
1948).- In some of the brains of my series the foramina 
of Luschka were shown from outside to be free from any 
obstruction. In one case histological section confirmed 
this naked-eye finding. These observations support the 
findings of previous workers that-the hydrocephalus is of 
the communicating type. Moreover, in all the hydro- 
cephalic cases, treated and untreated, the wide subarach- 
noid space at the undersurface of the pons had been fully 
occupied by a fibrinous and caseous exudate with tuber- ~ 
culous granulation tissue ; there appeared to be no room 
left for flow of any cerebrospinal fluid. On the other 
hand, the two non-hydrocephalic cases presented open sub- . 
arachnoid’ passages in between the scanty exudate. 


I have also found that the cisternal introduction of M. 
tuberculosis in guinea-pigs is followed by hydrocephalus 
associated with partial blockage of the cisterna pontis with 
considerable cellular proliferation, but in the rat this change 
is very slight and there is no evidence of blockage or of 
hydrocephalus (De, 1949). These facts also suggest that 
internal hydrocephalus in tuberculous meningitis is due to 
and occurs with obstruction of the basal subarachnoid by 
the tuberculous exudate, independent of any streptomycin 


treatment. 


It should be noted in passing that in most of the present 
cases with streptomycin treatment the tuberculous lesions 


-elsewhere in the body have shown some modification in 


the form of increase of collagen, and in one case almost 
complete replacement by lymphocytes. But in spite of the 
intrathecal administration. the meningeal lesions failed’ to 
respond. Of course, in“ the two non-hydrocephalic cases 
the basal exudate was less intense, but it is difficult to 
decide if this is an.effect of streptomycin, especially in the 
It is 
interesting to recall that the M.R.C. report (1948) recorded 
a similar finding in relation to the meningeal lesions where 
the fibrinous exudate around the lesions was suspected to 
shelter the bacilli from the effect of the antibiotic. 
Hinshaw and Feldman (1944), the originators of strepto- 
mycin therapy in tuberculosis, also realized that patho- 
logical characteristics of the local ‘lesions can impose 
marked limitations in the treatment of clinical tuberculosis. 


Conclusions 


Tuberculous meningitis can give rise to an internal 
hydrocephalus associated with complete blockage of the 
cisterna pontis by tuberculous granulation tissue and a 
copious fibrinous exudate, but independent of the develop- 
ment of cisternal fibrosis. There is no convincing evidence 
that streptomycin increases the chance of this complication 
by stimulating the production of reparative tissue. 
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Paraffin-wax inthe Male Bladder 


The following case of a foreign: ‘body in the bladder, and 
the method of evacuating it, may be Of interest. . $ 


5 . CASE REPORT 


One“evening a young man, acting under an obsessive compul- 
sive urge, fashioned a’ bougie, about 24 in. (6.25 cm.) long by 
about 4 in. (0.6 cm.) in diameter, out of candle droppings 
and passed it up his urethra, from whence it slipped into his 
bladder. The next morning “he came to hospital complaining 
of pain-and frequency and giving the above ‘history. Cysto- 
scopy showed the bougie, broken into three fragments, as three 
white rods floating in the water used for distending the bladder. 
A Braasch direct cystoscope was- passed and efforts were made 
to grasp the-fragments with a Bumpus specimen-taker. 
efforts were, unsuccessful, because the paraffin rods, floating at 
the top of the bladder, ‘eluded capture by bobbing away. As 
the paraffin-wax from which this candle was made was capable 
of solution by liquid paraffin of medicinal quality of a specific 
gravity of 850 at a temperature of: 120° F. (48. 88° C.), it was 
decided to try dissolving the bougie. A piece of candle 7 in, 
(1.9 cm.) long could: be dissolved ‘in 20 minutes, and it was. 
hoped that solution of the bougie would be effected by wash- 
ing out the bladder, for an hour with the liquid paraffin at a- 
` temperature of 120° F. The bladder was accordingly filled 
. with the: specified liquid paraffin and emptied at two-minute 
intervals, 2 oz. (57 ml.) of the oil at 120° F. being used for 
each filling. The washings’ from. the bladder undoubtedly 
contained finé particles of wax, but cystoscopy immediately . 
. afterwards showed -no appreciable ‘difference in the size of the 
rods. The: possibility of melting them by using short-wave 
diathermy was inquired se but as.the elevation of tempera- - 
ture would not exceed 5° F. (2.8° a. above blood heat the 
idea was abandoned. 

In- 1924 Wardill, of Newcastle, described a technique for 
cystoscopy. using liquid paraffin as a medium instead of water. 
The wax -from which the bougie was made sank in liquid 
_paraffin of a specific gravity of 850, and by using liquid paraffin 


‘instead of water and thus having the fragments of the bougie | 


lying on the trigone instead of floating near the fundus it was 
hoped- that the, Braasch cystoscope and -Bumpus_ specimen- 
__ taker, so useful i in the extraction of foreign: bodies-heavier than- 
 water—stones, etc. —might do the trick. However, we met with. 
failure again, because air bubbles, which the bubble extractor 
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of the Braasch cystoscope dild not expel, prevented visualiza- 


tion and the bougies were not even glimpsed. | ‘ 

As a last resort, 4-5 oz. (114-132 ml.) of liquid paraffin of a 
specific gravity of 850 was instilled into the bladder and: the 
patient was asked to void. It was hoped that this manceuvre, 


- by bringing the fragments of the bougie more on a level with , 


the internal urinary orifice, might effect theif evacuation. At 


: the first filling one fragment of the bougie came away, and at 


a subsequent filling, a couple of days later, the remaining frag- 
ments were voided. Doubtless the lubricating effect of the 
liquid ‘paraffin played some small part in helping their expul- 
sion. The above operations were pies out under penicillin- 
sulphonamide cover. 


re 


It is quite possible that ‘the use of liquid paraffin of low | 


specific gravity, as described above, may prove helpful in 
` securing the evacuation of other lighter-than-water foreign 
bodies not too large to bé voided. The method seems so 
innocuous that it is worth a trial, and information regard- 
ing such trials would be very welcome. 

‘It is Obvious that it would be simplicity itself to remove 
these fragments by cystotomy, but it ‘seemed a pity, to do 
this if it could be effected otherwise. 


ok 
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Histamine Desensitization in Méniére’ S 
7 Disease . a 


The following case of moderately severe Méniére’s disease 
responded. so well to treatment by histamine desensitization 
that it is considered’ worth recording. This form of treat- 
ment in histamine-sensitive patients is most strongly recom- 
mended, as there is little doubt that it achieved success in 
this case. The result also supports fhe findings and experi- 
ence of. Miles Atkinson and others who have obtained 
success~in the great majority of their cases. ~ 


1 


CASE REPORT ` 
The patient, a high-ranking officer in the Royal Air Force, 


was posted abroad in November, 1946, to take command of a - 


very important air-training project. Shortly after his arrival 
I was called one night to see him, as he was suffering from a 
sudden attack of-intense vertigo, with nausea and. vomiting, 
tinnitus, and deafness. 

I arrived, to find him quite prostrate, with extreme: pallor, 
and covered with clammy sweat. -He was vomiting repeatedly 
and complained of pronounced giddiness except in the prone 
position. 
-There appeared to be a momentary loss of consciousness. I 
could not detect nystagmus, though this sign was evident ` in 
subsequent attacks. The cardiovascular, respiratory, and 
central nervous systems were clinically normal and I could 
_ find no evidence of focal sepsis. Little doubt remained that 
~ this” was a case of Méniére’s disease—a. diagnosis supported 
by his previous history. - - 

Hiş wife informed me that he had suffered two previous 


- attacks in England, the first some months previously and the 


second shortly before -he left the United Kingdom. He had 
been seen then by two.specialists, both of whom had con- 
firmed a diagnosis of Méniére’s disease. He had been taking 
2 gr. (0.13 g.) of phenobarbitone twice daily for several months 
and had -been given the usual instructions regarding reduced 
salt and fluid intake. JI prescribed bromides and hyoscine, 
which‘ gave some relief, but his attack continued practically 
throughout the night. He had completely recovered in 48 hours, 
but stated that: his hearing was ‘still somewhat impaired and 
that tinnitus was Teoub esome: It-was known that he. had 


N 


His pulsè was very rapid and barely palpable.. 
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but he spent the rest of his life there, rarely leaving the island. 
As he says, he fell in love with the place and never. wished 
to leave it, in spite of temptations to do so. It certainly was 
not the salary which tempted him—£55 a year -for Yell and 
£15 for Fetlar—with what he could pick up in the way of 
private practice among a mostly poor and hard-working 
population. E ie í : 
He had to tackle everything, generally single-handed, for his 
nearest medical neighbour was on another island and communi- 
cations were often very difficult. But Taylor was essentially 
a handy man, and very bravely and ingeniously he dealt with 
many cases which in town life would have been sent to hos- 
pital. He had a flair for mechanics, which was sometimes 
exercised on the engines of ships coming to the island. He 
and his wife built a reflecting telescope froin which they derived 
much pleasure. g 
Anyone who. is inclined to patronize ‘the “mere country 
doctor” would get a surprise if he read this’ book. There 
is not an atom of self-pity in it, but the long walks (at first all 
was done on foot or by means of a boat) in-desperate weather. 
over rough country must havé been trying, and there was never 
any question of sending the case. to another doctor. For 
35 years Taylor was the doctor and friend of everybody on 
the two islands, and it is good to’ learn from a foreword by 
the publishers that he was appreciated and ‘loved by everybody. 
The doctors in the Highlands and Islands have always had 
a strenuous job—one which could appeal only to men who 
are country-lovers and “doctors by the grace of God.” Taylor 
tells how much the coming of the Highland and Islands Medical 
Service meant to him and his colleagues in the improvement 
of their conditions. ar 
There are many racy stories about the people and their 


- customs, some of which disappeared during Dr. Taylor’s time. 


r 


I have no doubt the book will be treasured by many Shetlanders 
both resident and exiled. JI sincerely hope it will have a wide 
circulation among people who-have never seen Shetland but 
would like’to know something about it and its people. They 
will be well rewarded by the tale of the-life of a fine character. - 
As for myself, the story left me with a’ regret that I never 
met Dr. Taylor. He was a credit to our profession. 

The_ book is finely illustrated by pen-and-ink sketches and 


_ some colour plates, all the work of the author, who was. 
evidently no mean artist. j 


' aa ALFRED Cox. 


ABNORMAL: PSYCHOLOGY. 
Abnormal Psychology. By James D. Page. (Pp. 441; 15 figures. 


$4.00 or £1.) New York and London: McGraw-Hill Book 
Company, Inc. 1947. a 


Here at last is a book properly proportioned: to the needs of 
the doctor who sees patients outside a mental hospital; whether 
in general practice or in the wards and out-patient department 
of a general hospital. The psychoses are clearly and adequately 
described, but they do not dominate the book. More attention. 
might have been paid to psychosomatic conditions and the. 
visceral neuroses if this appeal- to the -profession outside the’ 
ranks of the specialist psychiatrist were to be fully met, but 
little complaint can -be directed to either thé matter or the 


~ 


. manner of the book. It is clear, concise, and well balanced. 


r 


Ea 


- The author gives the impression of, basing his statements 
throughout on a close and reasoned study of facts and figures, 
yet he has entirely avoided a dry statistical style., It is interesting 
to note how doctrines which twenty years ago’ seemed specula- 
tive and theoretical have stood the test of practical investigation 
and, at least in this book, appear as’ well-authenticated proposi- 
tions in established psychopathology. ` : . - 

The opening chapters give a clear picture of the differences 
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between normal and abnormal, of motivation and adjustment, . 


mental mechanisms and symptoms, and the general causes of 
abnormal behaviour. In the rest of the’ book the sections on 
the psychoneuroses, alcohol, epilepsy, and- crime are specially 
to be commended. The profession as a whole should do their 
best to read this excellent book—even surgeons would benefit 
by its perusal. AY e ak : 

i 2 R. G. GORDON. 
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BOOKS - RECEIVED 

[Review ‘is not precluded by notice here of books recently received] 
Present Concepts of Rehabilitation in Tuberculosis. By 
Kiefer, M.D., M.P.H. (Pp. 398. $3.50.) “New York: 
1948. 


Edited by H. M. Carleton, 
15th ed. 


- 


National Tuberculosis Association. 


M.A., B.Sc, D.Ph. and E. H. Leach, M.A., B.Sc. 
(Pp. 655. 25s.) Lcrdon: Longmans, Green. 1949. 


A Textbook of Midwifery. By W. Shaw, M.A, M.D, 
F.R.CS., F.R.C.O.G. 3rd ed. (Pp. 649. 22s. 6d.) -London: J. and 
A. Churchill. 1949. - 
Fundamentals of Body Mechanics and Conditionin;. By M. 
Lee, B.S., LL.D., and M. M. Wagner, B.A, M.A. (Pp. 377. 
22s. 6d.) London:- W. B. Saunders. 1949. - 


Eine Systematik. zur Auswertung von 
Elektrokardiogrammen. By M. Waldhecker. (Pp. 114. M. 6.80.) 
Stuttgart: Georg Thieme. 1948. 


Schattenseiten der Ulkuschirurgie. By P. Huber. (Pp. 91. - 
Sch. 36.) Vienna: Wilhelm Maudrich. 1949. 


Plastic Surgery of the Nose. By A. P. Seltzer, M.D, M.Sc., - 
Sc.D., F.LC.S., F.A.C.S. (Pp. 305. 72s.) London: J. B. Lippincott. 


- 1949. 


‘ 


Surgery of the Hand. By S. Bunnell, M.D. 2nd ed: (Pp. 930. 


100s.) London: J. B. Lippincott. 1948 i 


3 : foa 

Campbell's Operative Orthopedics. “Edited by J. S. Speed, M.D. 
Vols. 1 and 2. 2nd-ed. (Pp. 1,643. 150s.) London: Henry 
Kimpton. 1949, : 


Die Ermittlung-des Erregungsablaujfs ın Ungeschadigten und 
Geschadigten Herzen durch Analyse des Elektrokardiogramms 
und des Vektordiagramms. By L. Wendt. (Pp. 84. M. 12.50.) 
Berlin: Akademie. 1949. 


Die Diät- und Insulinbehandlung der. Zuckerkrankheit. By F. 
Depisch. -4th ed. (Pp. 176. No price.) Vienna: Springer. 1949. 


Die Gonorrhoe des Mannes. By A. l Wiedmann. (Pp. 163. 
Sch. 36.) Vienna: Wilhelm Maudrich. 1949, - 


Die Asthetik der Nase. By A. Berndorfer. 


(Pp. 87. Sch. 21) 
1949, i 


‘ Das Dasivtheahivn. By W. R. Hess. (Pp. 187. 15 francs.) Basle: 


Benno Schwabe. 1949, - k 
Studies in Physical Anthropology f Early Man in the Far East. 
Edited by W. W.. Howells. (Pp. 157. $2.00) Detroit: American 
Association of Physical Anthropologists. 1949. 


By D. 
Gigante. (Pp. 144. No price) Rome: Istituto Poligrafico delio 
Stato Libreria. 1948. < : 


Fortschritte der Tuberkulose-Forschung und -Behandlung. 
By H. Birkhauser. Vols. 1 and 2. (Pp. 446. 90.80 Swiss francs.) 
Basle: S. Karger. 1948. ; 


Lehrbuch der Embryologie. By W.' Brandt, M.D, 
(Pp. 648.. 56 Swiss francs.) Basle: S. Karger. 1949. 


Traitement Moderne des Brûlures, By 3, Virenque and J. Sécail.’ 
(Pp. 62. No price.) Paris: Vigot. 1949.. i : 


Ph.D. 


. Les Maladies Endocriniennes. By H. Curschmann (Pp. 164. 


No price.) Paris: Vigot. 1949- 


Topographische Anatomie. By O..Oertel. Revised by P. Glees. 
(Pp. 351. 28 Swiss francs.) Basle: S. Karger. 1949. . 


Your Child and You. By C. Hay-Shaw. (Pp. 157. 6s.) -London: `` 
John Murray. 1949. i * 


The Sulphonamides in General Practice, By E. D. Hoare, M.D. 
(Pp. 90. 5s.) London: Staples Press.. 1949. . 


Hamlet and Oedipus.. By E. Jones, M.D., 


F.R.C.P. (Pp. 160. 
12s. 6d.) London: Victor Gollancz. 1949. ' ae ji 
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THE GRADING OF SPECIALISTS 


The results of the grading. of specialists have caused 
great dissatisfaction in all parts of the country. Much 
of this dissatisfaction is due to the fact that the Assess- 
ment Committees in the various ‘regions interpret their 
duties differently. Thus, in one region the criteria for 
grading are, to the outside, observer, far stricter than 
those in an adjacent region. This inequality naturally 
causes sharp resentment and a feeling of injustice. As 
- our correspondence columns show, some men blame the 
Ministry of Health for this, while others suggest that 
the B.M.A. or the Joint Committee should act to put 
matters right.. It is therefore, in the first place, impor- 
tant to make it clear with whom the le eas for 
grading lies. ‘ 

In November, 1948, the Ministry of Health requested 
Boards -of Governors and Regional Boards to set up 
_ Assessment Committees for the-purpose of grading. An 
Assessment Committee consists of seven members: two 
„general physicians, two general surgeons, one obstetri- 
cian, and two specialists in the branch of medicine 
practised by the doctor to be graded ; of the two special- 
ists one is to be nominated by the university in the 


region. The first five of these must have practised or - 


be practising in the area of the Board. They are chosen 
for “their high professional standing and wide clinical 
experience and their. knowledge of the Services of the 
area.” The first point, then, is that the grading is done 
by the profession itself, not by the Ministry of Health, 
not by the Royal Colleges; and not by the B.M.A. 

In its circular the Ministry of Health gave the Assess- 
ment Committees general guidance. It was stated that 
no genera! criterion of specialist status could be laid 
down: “a proper assessment, can be arrived at only 
after a consideration by- professional advisers of the 
qualifications and experience of each practitioner ” (our 
italics). The circular made it. clear that in many 
instances specialist status could be decided easily on 
the basis of academic - qualifications backed up by 
experience and practice as a consultant. In the case, 
for example, of the general-practitioner specialist it was 
stressed that status could not depend solely .on the 
possession of postgraduate qualifications: 


GRADING: OF SPECIALISTS 


-who fulfil the necessary’ criteria ; 


the deter- 
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mination of status “ must take account of experience, 
which may of itself suffice to warrant acceptance as a 
specialist.” It does not seem that the Ministry of 
Health could have given general guidance in any other 
terms. The guidance is based on the situation that 
exists. Any suggestion that grading should be done by 
some central mechanism would, we feel sure, be resented 
by the medical profession. Clearly the decision must 
lie in the hands of the men on the, spot in the regions. 
That Assessment Committees in different regions will 
interpret their duties differently seems to be inevitable ; 
it is equally inevitable that comparison of the results in 
adjacent regions will cause dissatisfaction. One way of 
removing dissatisfaction is to establish a system of 
appeal that will appear fair to the man. who considers 
that he has not been properly graded. The appeal 
mechanism is now the Assessment Committee with two 
additional members appointed to it. The practitioner 


appearing before such an appeal committee may feel 


that it is weighted against him, and it would seem fair, 
therefore, if at least half of the members of the Appeal - 
Committee were to come to the hearing of the case with- 
unbiased minds. 

There is much to be said for the suggestion that 
in the future it is the posts that should be graded. 
Only those men showld be appointed: to such posts 
and if suitable 
candidates cannot be found such posts should not be 
filled. In this way we.should be able to cut across the 
undesirable practice of some regions of attempting to | 
fill specialist posts with men graded as senior hospital 


- medical officers—an attempt to avoid responsibility for 


making proper payment for work done. One of the’ 
problems now is to find jobs for men of registrar status, 
men, that is to say, who have taken higher quali- 
fications, have had. experience as specialists, and who 
have been qualified for four or five years. As a result 
of the war it has not been possible for them to find 
their way gradually into specialist and consultant work, 
and it is a commonplace that when a hospital vacancy 
is advertised there is for.any one post a large number 
of suitable applicants. This applies especially to posts 
for general physicians and general surgeons. It is 
therefore difficult to believe that, with the exception of 
a few specialties, there is such a dearth of suitable candi- 
dates ‘as to excuse the financial subterfuge of trying to 
fill posts with senior hospital medical officers. , One 
of the: aims of the new hospital service is to see, that 
there is available in all parts of the country adequate 
consultant and specialist skill. That there has been an 
undue concentration of such skill in large cities to which 
teaching schools are attached is admitted. The hospitals 
in the small towns have to a varying extent been staffed 
by men who would be unlikely to be’ appointed to the 
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staff of a teaching hospital. But these men, many of’ F 


them coming under the designation of general-practi- 
tioner consultant, have secured the confidence of the 
local medical profession and the local community as 
surgeons and as consultant physicians. In time it may 
be assumed that when they retire their place will be 
taken by men and women who practise entirely as con- 
sultants or specialists, many of them, it may be hoped, 
recruited from outstanding general practitioners in the 
_ district. In the transitional period,’ which may last for 
years, it would be unjust to attempt to degrade such 


men from the positions they have hitherto held. In so - 


-= far as they practise as consultants and specialists they 
should be remunerated as such. g 


It must be remembered: that the Spens Committee 


“emphasized that all specialists should be treated equally, . 


those ‘of .outstanding ability to have their services 
- recognized by Distinction Awards. 
Health circular made it plain that hard-and-fast criteria 
cannot -be laid down for specialist status. What is 
needed is an exact definition of senior hospital medical 
officer. The B.M.A. is resisting all attempts to include 
under this category those judged on the basis of either 


qualification or éxperience to have specialist status. It» 
is doing this by refusing to advertise in the Journal posts: ; 


for S.H.M.O.s required to do specialist work.. The: 


Ministry of Health will not make new appointments in . 


, 


the grade of S.H.M.O. except within a field agreed with 
the Joint Committee. Nevertheless, there would seem 
to be a case for the grade of $.H.M.O. in mental hospi- 
tals, tuberculosis sanatoria, and fever hospitals. Could 
- it be said, for example, that an assistant medical officer 
in an isolation hospital should be designated as specialist 
and be paid in the terms of the Spens Report? The 
same question may also be asked of men similarly placed 
in sdnatoria and mental hospitals. ` 


Government spokesmen have stressed the need for 
more specialists-and consyltants and for these to be dis- 
tributed more evenly throughout the country, so that the 
public taking advantage of, the National Health’ Service 
may have equal opportunities of obtaining specialist 
advice and skill. Yet young men-with the necessary 
qualifications and experience are now finding it extremely 
difficult to get work to enable them adequately to 
support themselves and their families. Other men who 
have been doing such work to the satisfaction of’ their 
colleagues‘ and the local community are being financially 
penalized bythe decisions of Assessment Committees. 
This unsatisfactory. situation presents a challenge both 
to the medical profession and to the Ministry of Health. 
If a solution of the problem is not soon found the public 
. will have the right to ask why they are not being given 
the medical benefits promised them between 1945 and 
July 4, 1948. 


The Ministry. of - 
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- NEW PROBLEMS OF RHEUMATISM 


Study of the rheumatic diseases has been discouraging 
to both clinician and research worker because of the 
lack’ of pathological knowledge and the absence of 
proved methods of treatment, but the recent work by 
Kendall, Hench, Slocumb, and Polley at the Mayo 
Clinic, to which we have already referred,* has drama- 
tically widened the field in the treatment of the rheu- 
matic group- of diseases. ‘Those who have seen the 
results of the treatment of rheumatoid arthritis with 
“cortisone” have béen left in no doubt about its 
efficacy.’ In the light of this recent American research 
many of the different types of rheumatic disease must 
be regarded from a new viewpoint, and in this issue of 
the Journal there are four papers on various aspects of 
the subject. Dr. Bernard Schlesinger points out the 
importance of studying rheumatoid arthritis in the 
young, in whom the condition appears, as Still’s disease, 
in its most acute and uncomplicated form. In these cases 
the adenopathy, splenomegaly, and fever are more 
marked than.in adults. If the suprarenal glands are at 
fault in this disease, as the new work suggests, it may 
be that in children the rest of the endocrine system 
reacts by over-production: in the case of the pituitary 
this might, for instance, account for the labial hirsuties 
and possibly other unexplained phenomena. There may 
also be a connexion between the pituitary and the inci- 
dence of leucopenia and, particularly, lymphopenia. 
It has been shown that the 11- and the 11-17-oxy- 
steroids have some control over thé lymphoid tissue, and 
the effect of ACTH (adrenocorticotropic hormone) can 
be measured by the drop in circulating eosinophils and 
lymphocytes.” As Schlesinger states, further research 
into the blood changes in this disease is required. In 
the twenty-cases of Still’s disease which he reports four 
-developed jaundice, and in one of these the rheumatoid 
‘arthritis vanished. It will be recalled that the recogni- 
tion by Hench of the fact that jaundice induced remis- 
sions in adult rheumatoid arthritis was one of the steps 
which led him ‘to the final attack on the disease with 
cortisone. : 

-Some physicians have considered that rheumatoid 
arthritis is a psychological disorder. The results of 
clinical tests with cortisone, during which any possible 
psychological effect, was carefully eliminated by giving 
control substances for certain periods—with relapse in 
each instance—has disproved this theory. The fact that 
shock may precipitate the onset of this disease is signi- 
ficant in the light of Selye’s* work on suprarenal 
exhaustion and the onset of “stress” diseases. How- 

a ena BH. thom, O. W, Prunty, E. T G. and Hills, k G., J. clin. 
Erion Intern, Med, 1948529, 403, = 


4 Ibid.. 1946, 24, 808. 
5 Ann. rheum. Dis., 1949, 8, 90. 
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ever, though rheumatoid arthritis is not a psychological 


‘disorder, there is no doubt that in treating rheumatic 


a“ 


diseases the -clinician will encounter cases which can be 
described, in a term coined by Hench and Boland,* as 
psychogenic rheumatism. They reported that 16-18% 
of the patients in U.S. Service hospitals devoted to the 
treatment of rheumatic diseases were suffering from 
musculo-skéletal psychoneuroses. A careful study, 
with controls; of this condition is now reported by 
Drs. William Tegner, Desmond O’Neill, and Anna 


` Kaldegg. They point out that in such cases the patients 
. described their pain in unusual terms; it was wiae 


‘tism.” 


spread, and might be represented as “ pain all over.” 

The distribution of the physical findings, which were 
inconstant in site, did not correspond to any recognized 
physical disorder. These authors confirm the American 
view that analgesics have no effect on the symptoms, but 


differed in their findings that cold and damp affècted ` 


both patients and controls equally. Now that psycho: 
genic rheumatism is recognized-as an entity, diagnosis 
should not be difficult, for the history is bizarre and the 


findings are unrelated to organic disease. It is impor- . 


tant that the correct diagnosis should be made, because 


such patients do not require physiotherapy, which will 
only perpetuate their symptoms. 


Some method upi as 
group psychotherapy might be tried. 


Rheumatoid arthritis is of course the ‘most crippling 
but not the most common form of rheumatic disease. 


' The majority of patients attending the rheumatism 
department of a hospital come with conditions which 


can be classified under the heading of non-articular 
rheumatism or fibrositis. Many clinicians deride such 
a diagnosis, and workers in the U.S.A. tend to disregard 
it. But the fact.remains, as any general practitioner will 
confirm, that this condition forms the bulk of “ rheuma- 
In a paper also published in this issue 
Dr. W. S. C. Copeman describes research work he 
has undertaken on the relation. of fibro-fatty tissue to 

“ rheumatic ” syndromes. 
the anatomy and physiology of this little-studied. part 
of the body have come to light. The discovery of the 
fatty herniae and the oedematous changes found in the 
fatty tissue in certain sites should be considered in rela- 
tion to the new knowledge about the connexion between 
the rheumatic group of diseases’ and the suprarenal 


cortex. Of the twenty-eight steroids so far isolated from 


the suprarenal cortex only six are known to be active, 
and of these desoxycorticosterone has been studied in 
more detail than the others, particularly in relation to 
Addison’s disease: It is largely concerned with electro- 
lyte-balance, and in .Addison’s disease there is increased 


‘excretion of sodium and .chlorides and. retention of 


potassium. ‘This may cause increased intracellular fluid 
tension. Copeman points out that in the dorsal and 
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_ madé in the treatment of rheumatic conditions. 


Certain important facts about ' 
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sacral fat-pads, and in similar pads round the -knees 
and ankle where. fibrositis occurs, this: may be due to 
oedematous distension of fat owing to an upset of the 
water balance. He suggests there may be an endocrine 
cause, and the new work strengthens this concept. 


Leading rheumatologists have for years insisted that 
diagnosis must be more accurate if progress is to be. 
Hench’ 
emphasized last year in a lecture given in this country 
the breadth and complexity of the work in this field, 
and he pointed out that there are about a hundred 
different types of arthritis and another hundred musculo- 
` skeletal conditions called “rheumatism.” In spite of 
the recent success of the Mayo Clinic workers with 
cortisone, many more careful studies, on the lines of . 
those reported in this issue, must be made before the 


‘outstanding problems still presented by ‘the rheumatic 


group of diseases can be solved. 


~ 





- MOSQUITO ERADICATION 


The object of mosquito eradication is the total destruc- 
tion of one or more species in a defined area within a 
limited time, the area being chosen in such a way that 
reinvasion is unlikely, or can be easily avoided, and work 
can be stopped on attainment of the object. Itis there- _ 
for in the nature of capital expenditure, in contrast 
to the normal recurring expenditure on mosquito con- 
trol. Mosquito eradication originates from techniques 
developed by the Rockefeller Foundation as long ago 
as 1928 for the destruction of Aédes aegypti in the con- 
trol of yellow fever. The means then used were destruc- 
tion of Aédes larvae by normal methods, such as the 
application of larvicides and the removal of breeding- 
places, the establishment of a thorough checking system 
(using the search for adult Aédes as an index of effective 
larval destruction), and the perfection of anti-larval 
measures where they were shown to be inadequate by 
the continued presence of even single adults. This sys- 
tem achieved such success against the essentially urban 
Aédes in South America that-it was rapidly extended 
over most of the continent, and now that mosquito has 
been eradicated from a large part of South and Central 
America. 

The first application of this’ principle to anophelines 
was made: in 1939, when it was found that Anopheles 
gambiae, the main malaria vector of tropical Africa, had 


1 Soper, F. L., and Wilson, D. Bruce, Anopheles gambiae in Brazil, 1930-1940, 
1943, Rockefeller Foundation, New York. i 
Bull. World Hlth Org., 1948, 1, 309. 
3 Trans. R. Soc. trop. Med. Hye... 1949, 42, 393. 
4 British Medical Journal, 1949, 1, 767. 
5 Aziz, M., Cyprus med. Sds. 1, 21. 
8 Bull. ento. Res., 1947, 37, 399. ie 
? Malaria, Filariasis and Yellow Fever in British Guiana, 1948. Medica] Depart- . 
ment, British Guiana 
8 Ld. of the Fourth International Congress on Tropical Medicine and ~ 
Ma 1 
~8 Bull. an'i Hlth Org., 1948, 1, 213. 
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gained entry into Brazil, and after seven or eight. years 


silent multiplication had started devastating epidemics 


of malaria in the country around Natal. An eradication 
scheme was begun ‘by the Brazilian | Government witb 
the help. of the Rockefeller Foundation. It was based 
on the same principles—Paris green was used as a lafvi- 
cide, and ‘an elaborate checking system based on the 
search for adults was institùted. Within-22 months of 
starting this work total eradication had been achieved. 
Success was demonstrated by the only effective test—the 
cessation of all anti-larval work with the maintenanée 
of the checking system over a period of at least one year. 
This scheme covered an area of rougtily 5, 000 sq. ap 
and cost $2,140,000. Though the cost was high, i 
was considered small in comparison with the. ae 
Anopheles gambiae had been causing. n N 

The second campaign against anophelines was 


` carried ‘out under almost identical conditions in Egypt 
, during 1944-5. Overwhelming epidemics of malaria in 


1942 and 1943 in the 300-km. stretch of the Nile valley 


south of Assiut proved to be due to Anopheles gambiae 
—a stranger to Egypt which had gained entry at some ~ 
The eradication scheme was started in 


recent time. 
1944 with the help of the Rockefeller Foundation and 
some of the workers from Brazil. Work began in July, 
. and the last Anopheles gambiae was discovered in 
‘February, 1945. Anti-larval work was stopped -six 
months later, and the invaded area successfully passed 
` the test of freedém in the following year. -The details 
_ of this campaign have been described by Shousha,? and 
those of a similar scheme in a small area of the Sudan 
by Lewis.” Neither of these authors gives the actual-cost 


of the work, but it is understood that in Egypt it was’ 


high, of the same order as that in Brazil, while in the 
Sudan it was relatively low. Thèse three campaigns had 
a marked similarity—all were against the same mos- 
quito, which tends to choose readily discoverable 
breeding- places and was in each case foreign to the 
area and perhaps not well adapted to it, and no attempt 
was made -to eradicate indigenous species. 
more important similarity was the fact that in Brazil and 
‚Egypt there was a feeling of impending national calamity 
which made the operation similar to a war campaign, to 
be backed with all national resources without limit. 
In 1946 the Government of Cyprus decided to attempt 
the eradication of all species of anophelines i in: the island 
as a matter-of normal policy. The campaign was referred 
to by Professor.G. Macdonald in a letter which appeared 
in our. correspondence columns last week. The island 


- was-more malarious than either Egypt or Brazil, and was” 


infested by seven indigenous species of anophelines, 
three of which were known to carry malaria. Work was 
begun in the face of public apathy, or even opposition, 
each step having to be justified on its merits. The prin- 
ciples of control were .the same as those in Egypt and 


An even’ 


Brazil, ‘but a solution of D.D.T. in oil was substituted 
for Paris green as.a Jarvicide and the work was carried 
out on a prearranged three-year schedule, the progress 
of which was described a few weeks ago in this Journal 
by Shelley and .Aziz.4 Some parts of the island have 
passed the final test of control—freedom despite cessa- 
tion of anti-larval measures—but this test has yet to be 
applied to the areas which were treated between April, 
1948, and April, 1949. It is understood that one or two 
positive records have recently been made, and more may 
be expected during the remainder of this year ; but this 
should not undermine faith in the success of this more 
ambitious-scheme, which has been carried out at a much 
lower cost—a, sum not exceeding £310,000, or 14s. per 
head of the population. As with other territories, the 
risk of re-invasion has to be guarded against, and the fact 
that it has actually happened in the vicinity of the airport’ 
during 1948 has made it clear that at the next revision 
of thé International Conventions for Aerial Navigation 
some further provision for the disinsectization of aircraft 
must be made. l 
“These schemes might be described as of the “ old type,” 

in that they do not necessarily make use of the newer 
methods of control. The new type, utilizing them as a 
matter of principle, was initiated in British Guiana, 
where Symes and- Hadaway® carried out the experi- 


> mental work ; this was later enlarged by the Govern- 


ment into an executive scheme under the direction of 
Giglioli, who has since reported on its outcome.” Though 


the country is large, 90.5% of the 375,000 inhabitants 


are concentrated in a narrow waterlogged coastal strip 
infested by numerous mosquitoes, of which A. darlingi 
is the main malaria vector and A. aquasalis'a minor one. 
No anti- larval measures have been ‘used, entire reliance 
being placed on the use of D.D.T. residual indoor sprays 
at intervals of eight months. In the initial stages, when 
only a small proportion. of houses were treated, no effect 
on breeding was seen, but when all houses came under 
treatment it was observed that control was so effective 
that the breeding. of A. darlingi stopped, and this species 

is no longer present in the populated area. As this mos- 
quito continues to exist in the neighbouring forest the 
risk of re-invasion is clearly great, and can be guarded 
against only by the continued treatment of the populated 
area. The'annual cost of this work per head is $0.637. 
It has been brilliantly successful, but it must, be remem- 
bered that conditions proved unusually favourable for a 
residual insecticide in that A. darlingi shelters exclusively 


_in houses which are of a type peculiarly easy to treat. 


In, 1946 the Italian Health Commission, at the insti- 
gation of the U.N.R.R.A. Italian Mission, decided to 
attempt the eradication of all anophelines from Sardinia 
by the use of residual insecticides. This scheme has not 
yèt been reported on Officially. Conditions in Sardinia 
resemble those in Cyprus, except that the former is 


r 


N 


~~ 


‘ promise of success by the intended means. 
is'now in its very early stages and has not yet been ` 


‘Health the question of - arbitration. 
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larger. It is known that the attempt at eradication solely 


by: residual insecticides has failed, and that the old © 


methods of larval control as used in Cyprus have now 
been undertaken in addition to the new ones. It seems 


that success will probably be achieved; but at about - 


10 times the cost per head of the Cyprus work. (Press 
reports state that the governors of the two islands had 
an even-odds bet of 100 litres of wine on the results of 
their race. The odds on Cyprus should now lengthen.) 
A similar scheme has just been started in Mauritius, a 


highly malarious island which has had severe epidemics 


‘of malaria for the past 70 years and in which the disease 
is carried by A. funestus, with A. gambiae as a subsidiary 
vector. The intention of this scheme is to attempt eradi- 
cation by the use of residual insecticides and to gain data 
applicable to other territories in the process ; larvicides 
will be used as a supplement if there should be no early 
This work 


reported. - = . 

Eradication _techniques excited much interest at the 
Fourth International Congresses on Tropical Medicine 
and Malaria in 1948, at which Soper? assessed their 
potentialities. It was clear that they are limited, there 
being no prospect of success against, for instance, a 
forest-haunting mosquito in. Central Africa ; «but they 
have not yet been fully investigated, and the WHO 
Expert Committee on Malaria’ has decided as a matter 
of research to foster an attempt at eradication of an 
indigenous anopheline from a mainland territory with 
no natural boundaries, creating artificial boundaries in 
their place. The relative values of eradication as a 
capital work and control by the newer methods as recur- 
rent work have yet to be decided, but it can be said that- 
the Cyprus scheme is a pioneér one in the development 
of eradication of indigenous species. 


———— 
CONSULTANTS ADVISED TO SIGN 


The Joint Committee on Monday of this week once 
more discussed with the officials. of the Ministry of 


As a result of 
that meeting the Committee has decided to advise 


consultants and specialists to enter into permanent 
_contracts. It was assured that no changes will be made 


in the terms and conditions of service without prior dis- 
cussion in the medical section which is to be established 


-as part of the Whitley machinery. The Ministry of 


Health agrees that remuneration is a subject on which 


. there may be arbitration in the event of disagreement. 


The Whitley Councils, it should- be. clear, provide a 
mechanism for conciliation. If, for example, it is not 
possible to reach agreement on remuneration the matter 
can—save in exceptional circumstances—go to arbitra- 
tion by common consent of the Minister of Health and 
of the medical profession. “ Exceptional circumstances ” 
means such events as a grave economic crisis. If only 


one of the parties is prepared to go to arbitration 
the matter can still be referred to a committee, to 
inquire into and report on the dispute, no doubt a 
recommendations. 

It was made plain in the Committee Stage of the 
Amendment Bill that no party in the House of Commons 
will allow either side to compel arbitration. The Joint 
Committee may be congratulated on having secured 
from the Ministry agreement that remuneration is open 

-to arbitration, and it is reasonable to assume that in 
the event of serious disagreement neither the Minister 
of Health nor the medical profession would in practice 
fail to seek the obvious and fair method of resolving a 
dispute—arbitration or a committee of inquiry. The 
Ministry of Health has agreed to delete from the opening 
paragraph of the contract the words “ the Minister of 
Health.” The Ministry, too, has agreed that patients 
admitted to private wards under Section 5 of the Act 
will pay professional fees_in addition to maintenance 
charges, except where a public patient is admitted to a 
private bed for medical reasons.” 

In the light of the discussion in the Gommince Stage 
of the Amendment Bill, which has been fully reported 
and commented on in this Journal, it is clear that sub- 
stantial: progress has been made. ‘The question of arbi- 
tration affects other sections of the profession, notably 
general practitioners and those in the Public Health 
Service ; no doubt they will now review their position. 


EE a 


POLIO-ENCEPHALITIS 

There is at present an increase in the number of notifica- 
tions of poliomyelitis. This is partly seasonal, but the 
figures indicate a greater rise than usual. With the increase 
in poliomyelitis, cases of encephalitis which must be 
attributed to the same virus are bound to occur. In the 
1947 epidemic there was a higher proportion than usual 
of cerebral bulbar lesions with or without spinal involve- 
ment. When this happens during a poliomyelitis epidemic 
the diagnosis is easy, but at other times the aetiology can 
only be suspected. In 1947 Jennings’ reported a small 
series of cases with encephalomeningitic symptoms which 
he believed were distinct from those of polio-encephalitis, 
and at the same time Laurent?.described additional cases 
which he placed in the same unknown group. This view 
was criticized by McAlpine and ‘his colleagues,* who con- 
cluded that in this country a brain-stem encephalitis, 
whether sporadic or occurring in small groups, is almost 
certainly due to the virus of poliomyelitis. Critchley* 
agreed with this opinion. 

In this issue of the Journal case reports by Drs. G. H. 
Jennings, J. L. Hamilton-Paterson, and F. O. MacCallum, ` 
and by Drs. W. H. Kelleher, A. B. Bratton, and F. O. 
MacCallum, provide convincing proof of the identity of 
this type of encephalitis with poliomyelitis. This would 
probably have been decided some time ago if the.necessary 
laboratory animals had been available: now that the war- ° 
time and immediate post-war scarcity is over and monkeys. 


1 Lancet, 1947, 1, 471. 


8 British Medical Journal, 1947, 2, 1019 
2 Proc. R. Soc. Med., 1947, 40, 927. 


4 Medical Annual, 1948, Bristol, p. 257. 









POLIO- ENCEPHALITIS 


bar. failure. “Jennings anda | 
er that the pathologist. finds little to 
o support he clinical picture of ‘pyramidal involvement. It 





: aS probab e, however, that what are: relatively crude tech- 
- Riques. may reveal little change if the signs are transient or 
~ if the patient dies at an early stage of the disease. Gross, 


i though temporary, change in function can occur in other 


ae conditions; such as the acute post-concussion state or the 
= pos t-epileptic. State, with: nothing or very little indeed to be 
- found by the pathologist. An interesting clinical feature 
_ of the encephalitic cases is nystagmus—a relatively common 


- finding—and that wild type of eye movement associated. 


with difficulty of fixation known as opsoclonia. This sug- 


gests strongly that the median longitudinal bundle js- 
affected in the brain stem. When recovery takes place 


_ from the encephalitic type of disease it is usually complete. 
_ This is to be expected from the mild pathological changes, 
The fact that death is due to bulbar failure, often of the 

respiratory centre, suggests that if these patients can be 
- kept alive in a mechanical respirator till the acute phase 
-is over their chances of survival are good. If, however, 
o there is a failure of the vasomotor centre and the cardiac 
Ki centre, then it is very unlikely anI any sb measure 
o ` will succeed. 
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"1926 p paved t the way for the chemical i investi- 
lecule. 





T ai 2551, and 2554, 
a3 


etiemical structie of insulin has been stimu: * 


- investigated by many. other methods. - Vesicant-treated 3 
insulin, prepared by the use of compounds resen 
mistaa es and containing fey acti 


The protein nature of insulin was : 
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not teind the possibility that the dharactenistic elfe on 
carbohydrate metabolism might be due to the activity: of - 
some fraction of the molecule—i.e-; bya“ submolecule "— : 


of insulin. Sanger? has suggested that the submolecule of : 


insulin has a molecular weight of about 12,000 and that it 
consists of four peptide chains: bound together by -5-5 
linkages; two of these chains have terminal glycine and 
two have terminal phenylalanine groups. ‘Oxidation of the 
disulphide cross-linkages of insulin by performic acid gives 
the separate polypeptide chains, and a ‘Start has been made 


-with the work of locating the various amino-acids in these 


polypeptides.* ©- 
Professor Dodds and his: coileAgnes selected insulin as 


specially suitable for a’ general study of protein stricture 
and the action of proteolytic enzymes on the protein 
molecule. When pepsin acts on insulin at pH 2 fragments __ 
are produced which have an average chain length of about : 
seven amino-acid residues and a mean molecular weight 
of about 3,000.1 * 
parations of trypsin, has only a ‘slight hydrolytic and in- 
activating effect? Chymotrypsin, however, removes small 

peptides from the insulin molecule, leaving a more massive 


“core,” which has a molecular weight of about 4,000 and 
apparently consists of the slightly shortened insulin chains 
united by — S-S- linkages.. 
nature of this insulin core will be awaited with interest. 


Further information about the 


The chemistry and mode. of action of insulin are being 
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Fic. 1.—Entering the decompressor. 


HIGH FLYING AND DECOMPRESSION TREAT- 
MENT OF WHOOPING-COUGH 
BY 
H. STANLEY BANKS, M.D. F.R.C.P. 


Physician-Superintendent, Park Hospital, Hither Green 


In 1927 an air pilot of Strasbourg took his child suffering 
from whooping-cough for a flight to a height of 10,000 feet 
(3,050 metres). The child’s cough was said to have ceased 
dramatically after three days. Before the war Dr. W. Matter 
(1946), of Strasbourg, did much pioneer work on aeroplane 
flights for whooping-cough, and the practice became popular 
in many countries of Europe and to some extent in South 
America. As a result of this and of some work done in 
Switzerland (P. Lauener and E. Maeder, 1942) during the 
war, several conclusions were reached : (1) that the best results 
were obtained in the fifth and sixth weeks of the disease: 
(2) that several flights were no better than one; (3) that an 
altitude greater than 10.000 feet was rarely necessary ; (4) that 
the extreme cold at this altitude was harmful to some patients, 
and that for this reason the closed plane was better than the 
open one, 
Claims for the Treatment 


In 1939 a controlled experiment in Berlin on 88 children 
treated by aeroplane flights and 33 children treated under 
similar atmospheric pressures in the decompression chamber 
yielded slightly superior results for the latter, and in addition 
none were made worse by the decompression treatment. The 
highest claims made for the treatment about the year 1945 
were: approximately 30%, cured—that is, cessation of 
paroxysms within four days ; 30% improved—that is, marked 
diminution of the paroxysms within seven to 10 days y and 
40%, no change or worse after seven days. At the same time 
it was generally agreed that the beneficial effect of the treatment 
depended upon low barometric pressure and low oxygen tension 
in the alveolar air rather than upon the actual purity of the 
air breathed. These results were statistically open to con- 
siderable criticism owing to the absence of controlled studies 
and the difficulties of assessment of cure and improvement 
in out-patients. 
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In 1946 Baldry and Richou published their first report on 
300 cases treated in a decompression chamber in Paris. Selected 
cases of all ages from 2 months to 40 years were treated, 
and of those followed up for 21 days (44% of the total) 
there were 22% of cures in four days, 51% “improved,” and 
4% whose paroxysms were aggravated for some days after 
the treatment. Up to 1948 Richou had treated some 6,000 
cases in Paris. His published conclusions include the follow- 
ing principles : (1) that the results obtained were independent 
of age and weight ; (2) that the best time for the treatment is 
after the third week of the disease, preferably the fourth, 
fifth, or sixth; (3) that repetition of the treatment does not 
increase the percentage of successes—that is, a good result is 
obtained with the first treatment or not at all ; (4) that contra- 
indications for the treatment are fever, respiratory and cardiac 
complications, epistaxis and any: haemorrhage, nasopharyngeal 
infections, ear infections, hernia, surgical emphysema, and mal- 
nutrition. The rarefied air-pressure is regarded as the chief 
factor in a beneficial result. How it acts is unknown. It has 
been suggested that it may lead to a relaxation of bronchial 
muscle, damping down of the cough reflex, or alteration of the 
bronchial mucosa in some unknown way. 

The method has its severe critics. In 1948 Bergquist treated 
45 children in Stockholm—20 by aeroplane at 11,000 feet 
(3,350 metres) for 45 minutes, and 25 at similar low pressure 
in a chamber for 45 minutes. He stated that an analysis of 
the course of the disease, the frequency of paroxysms and 
vomiting, duration of the disease, bacillary findings, and 
changes in the blood picture showed no significant difference, 
and in his opinion flying and low-pressure chambers were 
completely without value in treatment of whooping-cough. 

It is clear that a critical assessment of the treatment is 
required, preferably in in-patients, with radiological and 
haematological observations before and after. This is not 
easy to arrange, and to a large extent it will probably be 


Fic. 2.—Inside the decompression chamber. Note the observation 
windows for use of doctor and technician, the telephone, the 
thermometer, and oxygen masks (for use in emergency only). 
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: to conduct dbservanois on out-patients. One point 
not been established is the effect of the treatment on 
us degrees of“ ‘pulmonary’ collapse which so often 
le cases of whooping-cough | in the later stages of the 
hich may not be obvious -on ordinary physical 
-4 certain, ‘however, ‘that. if there are any 





a “Conclusions. i 





“come into use. Of the 32 cases so far treated at the hospital, 
“reports have. been received on 22. In four cases the coughing 
«had virtually ceased within four days and no vomiting occurred 
after the treatment ; three cases were markedly improved, with 
“very little cough and no vomiting seven days after treatment ; 
< and in 15 cases there was gradual improvement or no change. 
< In‘one of the “cured” cases a symptomless right-middle-lobe 
o collapse had completely re-expanded within seven days. 


‘Public transport should not be used for cases of whooping- 


< cough during the infectious stage, which is generally held tọ 
include only the first five weeks from onset of the disease, even 
although cough, whoop, and vomiting continue beyond that 
time. «Applications for treatment should normally be made 
ay doctors to the Emergency Bed Service, 10, Old Jewry, 
E:C.2 (Tel, Monarch 3000). 
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COMMONWEALTH AND EMPIRE 
TUBERCULOSIS CONFERENCE 
PROBLEMS OF RESETTLEMENT 


~ The main sessions of the second Commonwealth and Empire 
| Health and Tuberculosis Conference were reported in the 
Journal of July 16 (p. 150). One. of the closing sessions was 
devoted to psychological and social readaptation. 

Dr. W.E. Cniesman (Medical Adviser to’ the Treasury) 
spoke. of the difficulties which attended re- employment. In a 
= group like the Civil Service such cases were numbered in 
hundreds. In 1948, with a working population of 300, 000, 
> es between $00 and 600 primary and relapsed cases 
re gered 












might have a. certain effect on his fellow workers. 







and what was safe for the community. 


_DECOMPRESSION TREATMENT OF WHOOPING-COUGH. 





fe symptoms such as fever or cyanosis, or- 
cute pores the treatment iS. contraindicated. n 





usion at present from the work done: is that’ the a 
not a cure. for whooping-cough i in, „its early oin z 
lic isohine: ‘ 


d "i All good doctors who managed 
-Se nae otherwise leonel aed cases. 3 
ccess phas still to be. confirmed, and, in any case, seems to 
Rae be limited. Trials are’ now proceeding at Park Hospital, where 
< a renovated. ex-R.A.F. decompression - chamber has recently 
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A umber of insted tits and trade union leaders: took 
part in the discussion on this subject. A description of roe rk 





in a rheumatic unit was given br. Dr. J. F. Baca rs Stephen s 





Hospital, London), who 
that happy and contented 
arthritis. 
the onset so often that he felt these. must be. trigger factors. 


In his hee panonia were, _ Selected for a treatment i 


Dr. so i edie nto se Medical Association) 
discussed the psychology ‘the di ‘patie tlanctites. 


good- psychologists and psychiatrists.: O1 


well, oT 
Dr. Tkevor Lioyp Davies (Boots Pure Drag Comi any) 83 





| that the great difficulty about special centres for refabiliation 


was that it was impossible to re-create the social relationship 


_ a8 it existed in normal industry. He realized that it was neces- 
sary to have these centres in order to get the patient back to 


industry, but at the very earliest opportunity the patient should 
return to normal industry. Something to the same effect was 
said by Miss OLWEN TayLor Davies, welfare liaison officer at 
Papworth Village Settlement. All the schemes developed under 
the Disabled Persons Employment Act, as well as voluntary: 
schemes, she said, were satisfactory only in so far as they 
restored the individual to economic independence and a normal 
life. The segregation of unfit workers was not likely to lead 
to complete readaptation. Experience at Papworth had shown 
that the patients most easily lost their sense of inferiority when 
working with fit people. 


Infected Mitk 


At the final session of the Conference Dr. EDITH SUMMER- 
SKILL, M.P., Parliamentary Secretary to the Ministry of Food, 
said no Government could ignore the danger to the health of the 
community arising from infected milk, The ultimate objective 
was to secure that all milk sold. for domestic consumption 
should be in closed containers, fitted with overlapping caps to 
prevent the contamination of the mouth of the. bottle, and 
that the milk should be tuberculin-tested, pasteurized, or 
sterilized. Unfortunately, this new policy could not be applied 
immediately to the country as a whole because of insufficiency 
of pasteurizing and bottling plants. The makers.of these plants 


_ were so inundated with orders that it would take a long time 


to complete them. It was therefore proposed to apply the 
restrictions first to groups of large urban areas, and then to 
extend them so far as practicable to rural areas. Tt was prob- 


able that some twelve months would elapse before any area : 
would be specified for this purpose, but it was hoped to co me 
plete the specifying of all urban areas within five years and 








most, if not all, of the rural areas within ten years. - see 
Mr. J. N. Rivcrie (Ministry of RAER and ‘Hisheries 
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Fig. LA” ‘schiz6phrenic patient’s drawing of two universes—the real inter- 


mingling with the unreal. 


PSYCHIATRY AND ART 
NETHERNE HOSPITAL EXHIBITION 


For the last three years a number of patients at Netherne 
Psychiatric Hospital have been encouraged to paint pictures 
in the course of their treatment, and an exhibition of some 
of their productions was held at 1, Grosvenor Crescent, London, 
S.W.1, on July 11-16. Though nearly all the work was by 
people untrained in any of the arts, much of it was remarkable 


Fic, 2.-—Entitled “ Housework,” this is one of several hundred 


pictures drawn by a psychopathic girl who was stabilized through 
her work in the studio group. Since discharge she has worked for 
two years as a Land Girl, though previously she had never held a job 
for more than three weeks. 








PSYCHIATRY AND ART 


A typical expression of thought disturbance. 
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for th ‘high a q jality of its aesthetic expression. 
. Haves vigour, imagina- 


Mr. Adamson: shows them « on 
of paper. | oy EE ARE eae A E 

Discussing. the pictures | ‘on. tay JA, Dr. E. 
Cunningham Dax, medical. superintendent of the 
hospital, said he did: not think they should use 
the term “art therapy.” There were nearly as 
many “therapies”. in psychiatric nomenclature 
as there were “ phobias,” and it brought only. dis- 
repute on their experimental methods of- attack- 
ing psychiatrie illness if they. were labelled as 
curative without statistical evidence to support 
their claims. A better adjustment appeared to 
be made, however, when facilities. were given for 
artistic expression rather than for:some form of 
occupational diversion. 


Painting might provide emotional release. He 
had seen many patients reflect their state of mind in their draw- 
ings, and apparently they felt all the better for it. The. transla- 
tion of emotions into paintings might give valuable. information 
to the psychiatrist, and evidence of a patient’s progress might be 
obtained from his paintings without ever having to: discuss them. 
Painting might cut down the time required for. psychotherapy, 
since some patients expressed. themselves: more easily on paper 
than in speech, and came more quickly to the interpretation in 
that way. Useful data might be accumulated in time on whic ‘h 
to base the study of mental functions, 


In reply to a question, he said that patients often did their 
most interesting work when their minds were disturbed. 





Fic. 3.—-Entitled “ The Lizard,” this was painted by a woman with 
an anxiety state and some paranoid features. The patient was feeling 
like the hzard, which appears in the centre. 3 a oe 
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THE ROCKEFELLER FOUNDATION 
„7 POPULATION -PROBLEMS' — 


The Rockefeller Foundation last. year “appropriated _nearly 
15 million dollars for public ‘health projects, medical research; 


, 
~ 


and studies in the natural and social sciences. The new presi- : 


dent of the Foundation, Mr. Chester I. Barnard, who succeeded 
Mr. Raymond Fosdick suggests in ‘his latest annual reyjgw! 


that in future wider fields of study may be contemplated, inclu- 


ding some of those hitherto regarded as the preserve. of religion 
` and philosophy. There is need,-he says, for a reclassification 
of the problems of moderii séciety, and especially those popu- 
Jation problems- which often underlie national, class, and racial 
conflicts. They’ lend themselves to generalization and over- 
simplification, with- quack remedies as a natural consequence. 
The problems are complicated by wide differences in customs, 
rules of inheritance, moral ideas, and religious principles. - It 
is customary to say that the world is over-populated : “ About 
“half the- world’s population,” says this’ review, “is close to 
starvation, and.another quarter suffers from malnutrition.” , But 


the world may not be over-populated if its pedples will co-. 


operate in the economic usé of natural. resources and if 
‘productive capacity can be increased. The .obstacles to. what 
Mr. Barnard calls social engineering are human inertia and 
insufficiency of knowledge. 

Research work in genetics, endocrinology, the physiology of 
reproduction, and sexual behaviour has already been supported 
by the Foundation. 
emphasized the biological maladjustment between the sexual 
drive and-population needs. The bearing of this on morals, on 
the incidence of venereal diseases, on frustration, and: on‘crime 
is evident. In the field of human behaviour the rapid changes 
introduced by modem technology raise many questions. Do 
these changes challenge the meaning and relevancy~of ancient 
moral precepts? What is the~bearing of endocrinology or 


pathology on the moral assessment of human conduct ? “What . 


is the relevancy of the ‘application of ancient codes of indi- 
vidual- behaviour to modern corporate action? The Rocke- 
feller Foundation is proposing an examination of the nature of 
‘the conflicts of ethical systems to- -day in the light of modern 
changes. No doubt it will.find that these subjects of inquiry 
are much more controversial ‘than investigations concerned only 
with ‘public health. and medical science. But the Foundation 
is taking this course because it believes that there can be no 
satisfactory solution to the problems of our civilization which 
does notitake: into account the ideals and spiritual aspirations 
of men. „~ 








' WESTMINSTER MEDICAL ‘SCHOOL. 
` CENTENARY CELEBRATIONS 


Westminster. ‘Medical School celebrated its centenary with a 
meeting ‘ofs the’ staff ‘and students held in. Church House on -> 
July 13. The Earl of Athlone, Chancellor of the University 
of London, gave the opening ‘address, - The Dean. of West- 
minster, Dr. Logan, Principal of“ London University, Lord 
Nathan, chairman of Westminster Hospital; and- Dr. E. R. 
: Boland, Dean of the Faculty of Medicine, London University, 
_ were among the guests. Also present were two former deans | 
of the Medical SchoolSir Ernest Rock Garling, who held 
office from 1909 to 1912, and Sir Adolphe Abrahams, -who was 
dean from “1934 to 1943. Mr. H. M. Clowes, chairman of the 
Medical School Committee and Council, was in the chair- 
Lord Athlone said that the’ formal, connexion between West- 
minster Hospital‘and the Medical School dated only from 1849, 
‘but, a medical school had existed as an offshoot of the hospital 
as early as 1834. He. was glad to say that ties between the 


school and the hospital remained as close as ever, although the . 


Medical School was’ part of the University of London and . 
enjoyed -a separate legal existence, with its own. couricil: and 


academic board. He disclosed that plans were already being - 


considered. for erecting new buildings and founding a preclinical 


` *The Rockefeller Foundation. 1949. New York. < 
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School -although the - -present buildings were opened iņ Horsé- 
- ferry Road only 11 years ago. The support of the University 


`- was assured for this scheme of development. 


There were at present 230 students, and“the main difficulty 
was not to attract more undergraduates, as had been necessary 


„in the days after the 1914-18 war, but.to devise means of dis- 


‘criminating among hundreds~of eligible and desirable applicants. 
Sir Ernest Rock Carling spoke of the early history of the 
‘Medical School. He’ said that preclinical subjects were formerly 
‘taught, but were given up because the number of students was 
so small. He recalled that. the Westminster Hospital was the 
first to build aseptic operating theatres in London, the first to 
make use of radium in treatment, and one of the first to employ 
an almoner. Sir Adolphe Abrahams discussed the advantages 
of the small school, where a greater number of men from other 
hospitals could be included in the staff. 

Mr. G. H: Macnab, the present Dean, spoke of the future of 
the Westminster Hospital and Medical School, the. difficulties 
in selecting Students, and the pains taken by the authorities to 
choose, the right men and women. ` 


— 





Pa 


THE OSLER CLUB j 

The annual dinner of the Osler Club, held at the Royal College 
of Surgeons of,England on July 12, celebrated this year both 
the centenary of the birth of Sir William Osler and its own 
coming-of-age. To mark the oc¢asion several distinguished 
guests were invited, including their Excellencies the Chinese and | 
Italian Ambassadors and the Austrian Minister, Dr. R. Gottlieb 
(representing the High Commissioner ‘for Canada), Dr. A. S. 
Osborne, of the U.S. Public Health Service (representing the 
American Ambassador), Mr. Gilbert Frankau, Dr. Wu Lien 
Teh,-the distinguished Chinese medical historian and organizer 
of the Plague Prevention Service in Manchuria, Dr. Lewis J. 
Moorman, editor of the Journal of the Oklahoma State Medical 
Association, and Mr. Geoffrey Cumberlege, of the Oxford Uni- . 
versity Press, which has made’ possible the publication of a 
volume of selected writings of Osler, to appear in 1950. | 

The chair~was taken by Dr. A. White Franklin (an original 
member of the Osler Club), who outlined its future objects. 
During the dinner, speakers were introduced by Dr. W. R. 
Bett (another, original member). The Chinese Ambassador 
spoke of Osler as an international physician, and the Italian 
Ambassador recalled Osler’s visits to Italy both as medical 
man and-as bibliophile. The Austrian Minister, reminded his ` 
listeners that Osler had rounded off his medical education with 
a visit to Vienna. 

After dinner the .Oslerian Oration was delivered by 
Mr. Gilbert Frankau, who, although professing -his ignor- 
ance of medicine, made an amusing and provocative compari- ` 
‘son between the state of medical knowledge and public health 
in 1849 and the present day. He believed that the renaissance 


_ ‘of medicine which had coincidéd with Osler’s early years as a 


physician had contributed materially to his greatness, for he 
had taken advantage of the great ‘opportunities open to him. 

Dr. Moorman. spoke of the reverence with which Osler was 
still regarded by American physicians, who, he claimed, knew 


` him better than anyone else, for he had been with them ‘longer 


than with the British. In Oklahoma, Dr. Moorman’s home 
city, an Osler Society flourished, and an Osler building pro- 
vided offices for a number of medical men. Dr. Moorman 
concluded by presenting several- documents to add to the 
collection oi Osleriana a possessed by the Osler Club. / 





EPSOM COLLEGE 


The Royal Medical Foundation of Epsom College announces 
that the following pensions, scholarships, and sarees are now 
available : ‘ 
A “Hadlow ” Pension of £70 | per annum fora medical practi- 
tioner or the widow of a medical man fully 60 years of age. 
One or two St. Anne’s Scholarships for girls attending Church 
of Fnsang schools. ‘Candidates must be fully 9 years, of 


~ 


~ 


A 


230 JuLY 23, 1949 


PREPARATIONS AND APPLIANCES 


BRITISH . 
MEDICAL JOURNAL 





age’ and the orphan daughters of medical men who have been 
in independent practice in England or Wales for not less than 
five years. The value of each scholarship is dependent upon 
the means of the applicant and the locality and fees of the 
school selected. 

Pensions for necessitous medical men fully 55 years of age, 
provided they have been registered for five years; for the 
widows of medical practitioners fully 60 years of age; and 
for the spinster daughters -of medical practitioners of 55 years 
and upwards. (Awards are made as vacancies occur.) 

Scholarships and grants for children of either sex, not neces- 
sarily orphans. “Candidates must be of public-school age and 
in need of such help. _ i - 

_ Grants from. the Eastes Trust for the- relief of registered 
members of the profession of any age, their widows and 
orphans, and for the educational assistance of their daughters 
or sons. ` 

Full information and forms of application are available, on 
request, from the secretary, Epsom College, Surrey. ` 








Preparations and Appliances. 








AN “OVERGLOVE” FOR INTRAUTERINE AND 
- OTHER MANIPULATIONS 


Dr. J. A. Moys, of Mitcham, writes: Access to the uterine 
cavity, even under the most favourable conditions, is always 
fraught with the risk of infection. For the practitioner who 
has to carry out an intrauterine manipulation I have designed 
what I call the “overglove,” a rubber covering for the-sterile 
glove used in cases of adherent placenta requiring manual 
removal. ‘ a : 
The overglove is a retractable covering for the sterile 
“ operating ” gloved hand, designed to be carried over it into 
the potentially ‘septic field of the lower genital tract. At the 
‘ desired- level the overglove is held back by the non-operating 
hand pulling on the cuff, so that the encased sterile glove can 
emerge from a suitably shaped slit. The edges of this slit are 
continued into flaps which are invaginated into the lumen of 
the overglove and 
there held between 
the sides of an appro- 
priate pair of fingers. 
These flaps are everted 
as the slit retracts 
over the emerging 
sterile -gloved hand, 
which is thus un- 
covered only in the field .of its application. Not having- come 
into contact with anything other than the inner surface of the 
overglove, the gloved. hand must be at that moment in its 
original degree of asepsis. i 
This sequence of movements or manœuvres is shown in the 
accompanying sketches. Fig. 1 depicts the overglove more or 





Fic. I 


less “in plan” but with the operating hand within it. The - 


_non-operating hand, grasping the cuff, is exerting sufficient pull 
to- cause’ the overglove to. retract. The slit is beginning to 
widen as its flapped edges are everted. Fig. 2 shows the sterile 
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` gloved hand emerging from the stretched slit, the flaps of which 
closely invest it. Continued traction is maintained and the 
movement completed with the slit retracted to the wrist and 
the gloved hand fully outside the overglove. - 
The overglove is manufactured by Messrs. J. G. Franklin and 
Sons, Ltd., Colvestone Crescent, Dalston, London, E.8. 


„` London, w.i. 
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Ovarian Hilus Cells n 


Sir,—While the Journal of July 16 (containing our paper 
enjitled “Association of Certain Ovarian Cells with Endo- 
metrial Cancer > was being printed, our attention was drawn 
to a paper by W. H. Sternberg in the American Journal of 





.Pathology for May, 1949 (25, 493), on the human ovarian hilus 


cells. The author points out that there is little reference to the 
cells in the American literature, and we believe that Sternberg’s 
paper is the first full description of the cells written in English. 
He groups the cells, known to us as paraganglion cells, among 
the hilus cells, although we feel that the cells we describe 
belong to a different type. Nevertheless, there is an accurate 
description of the relation of some of the cells to the blood 
sinuses and lymphatic spaces. -We must emphasize, however, 
the activity of these cells in cases of carcinoma of the endo- 
metrium, particularly in early cases.—We are, etc., 


> : WILFRED SHAW. 
BURJOR DASTUR. 


Tuberculosis in Industry 


Sm,—Having been one of those responsible for the report’ 
of the’ Medical Research Committee of 1915 dealing with 
the incidence of tuberculosis in the boot and shoe industry 
I am interested in the- letters you have published from Dr. 
Stephen Hall (June 11, p. 1049) and from Dr. S.. Roodhouse 
Gloyne (July 2, p. 31). Both writers, and, indeed, Drs. Alice 
Stewart and:J. P. W. Hughes (May 28, p. 926), seem to have 
overlooked that the subject received extended statistical study 
in the Harben Lectures for 1924." 

Briefly, the mortality data there quoted indicate that (a) occu- 
pations with no health risk experience low mortalities from 
every cause of death ;-(b) occupations “infected ” with tuber- 
culosis (e.g., the boot and shoe-industry, tailoring, and printing) 
experience a high mortality from tuberculosis, but low 
mortalities from every other cause of death; (c) occupations. 
exposed to the silica dust hazard experience a high mortality 
from tuberculosis and from other diseases of the damaged 
respiratory: organs, such as bronchitis and pneumonia, but 
low mortalities from other causes; and (d) occupations 
exposed to a general depressing agent, such as alcohol (e.g., 
be«man), experience high mortalitiés from every cause of death. 
—I am, etc., 

Lossiemouth, Moray. 

~ REFERENCES 


1 First Report of the Special Committee upon the Incidence of Phthisis in Relation 
to Occupations, 1915, London. “ 
2 J. State Med., 1925, 33, 150. 
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Sir,—I must thank Dr. S. Roodhouse Gloyne for his. 
courteous reply (July 2, p: 31). On rereading my letter June 11, 
p. 1049) I can detect some evidence of ill-humour, for which 
I am sorty. This display of emotion arose because I fancied 
I saw in the “mistakes” of Drs. Alice Stewart and J. P. W. 
Hughes symptoms of a habit common among those who hold 
the bacteriological concept of tuberculosis. They use language 
which presupposes the truth of their concept, falsely equating 
“infection” with “ disease,” and they tend to regard any 
reproof of this habit as the objection of a pedant. Neverthe- 
less, the offence is rank and fundamental, and its repetition 
acts as an irritant to those of us who think less highly of the 
part played by germs in the aetiology of “ disease.” —I am, etc., 


London, W.1. STEPHEN HALL. 


Incontinentia Pigmenti 
Sir,—I read with interest the article by Dr. W. L. Calnan 
entitled “ Congenital Hemiatrophy Associated with Other Con- 
genital Defects” (July 9, p. 56). The history of that case 
revealed that the child was born with a vesicular eruption on 
the left leg and dorsum’ of both hands. There was also linear 
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pigmentation over the anterior paft of the trunk on the-left 
side and over the lateral wall of the thorax. The vesicular 
eruption left scarring after healing. ` Furthermore, teeth ano- 
malies developed, and in addition to these defects a congenital 
hemiatrophy .was demonstrable. me ras 

. The history of a vesicular eruption at birth with peculiar. 
linear pigmentations, combined with other congenital defects, is 


-characteristic of the condition known as incontinentia pigmenti 


(Bloch-Sulzberger’). I had the opportunity of diagnosing three 
such cases at the Hospital for Sick Children (Skin Dept.— 
_Dr. R. T. Brain). These are going to be published soon. One 
‘of the cases was shown at the Dermatological Section of the 
Royal Society of Medicine by myself,’ and I feel that Dr. 


Calnan’s case belongs to the-aforementionéd syndrome and that _ 


the hemiatrophy is a new feature which was not described 
in the previous cases. my fe 
Less than twenty cases have so far been described. since 


~ 


pass undiagnosed.—I am, etc.. 
ı London, W.C.2. ao ; 


1926, but I believe that many~cases of incontinentia_ pigmenti ~ 


H. HABER. , 
l Ty REFERENCES a ae 
1 Sulzberger, M. B., Arch. Derm. Syph., Chicago, 1938, 38, 57, 
2 Proc. R. Soc. Med., 1948, 41, 759. l 
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:  Dysentery in South -Persia - 
Sir,—I have read the article by Dr. Ian- S.`Stewart (April 
‘16, p. 663) on this subject, and, while the classifications of the 
different types of bacillary dysentery may be of value, the article 
generally is not above criticism-and I would beg space to make 
some comments and criticism on it: p Seg: a 
In the, first place it is hardly -accurate to- assume! that the 


y 


_ conditions as found in Abadan may apply to the rest of. the 
province of Khuzistan or those other parts which go to make 


up the rest of South Persia. There is quite a difference between _ 
the-conditions of life in, say, Ram Hormuz, a rural native 
town in.the desert plain,-and the conditions ds found in the 


_industrial area of Abadan lying’ on the Shatt-al-Arab delta. 


Secondly, the time interval of the experiment.is far too short 
to justify the conclusions reached that a method of contro] has 


_ „been found. Dysentery, like so many other infective diseases, 
fis a seasonal condition and also varies in-its intensity from 


year to year. It would be of interest to. know the disease., 
incidence: in -the previous and succeeding years. l 
Thirdly, -the easy dismissal of amoebiasis, based on’ the 
laboratory findings alone, as a condition -of importance is not 
This condition is 
notorious for its quiet, unobtrusive, yet sinister presence. Many 
cases of amoebiasis can only be diagnosed clinically and in 


- their response to anti-amoebic treatment; many cases. too 
seldom have dysenteric symptoms, and Entamoeba histolytica ` 


may never be found—especially is this so in the chronic form. 

It is noted also that the use of the sigmoidoscope as an aid 

to the_ascertainment of. cure is not mentioned. l 
My chief complaint is, however, on the assumption by’ the 


7 author that a means of control of bacillary dysentery has been 


described. This is far from being the case, and, if it is beliéved 


that the described method of treating those workers reporting 
~ sick with bacillary dysentery “ will bring about a steady reduc- 
tion in the incidence of the dysenteries,” it is to be hoped that 


it is believed by a very small minority. ` « 

It is true that this single approach to the eradication of a 
disease has been the dream of others, as for example the dream 
that quinine would eradicate malaria, that “606” would 
eradicate syphilis, or that tryparsamide would eradicate sleeping 
sickness, but-to imagine that the described ‘method will control 
such an unhygienic. condition as dysentery and in such an area 
as the Persian Gulf, where the sanitation. and personal’ hygiene’ 
of the bulk of the people are of a very low standard, is surely 
wishful thinking-at its maximum. - ,. 

It may come as a surprise to Dr. Stewart and to others to 
learn that of the 30,000 workérs mentioned in the experiment 
only 15% approximately are housed ‘in anything like reasonable 
conditions, with modern sanitation, and of this-15% many have 
still to learn how to use: the ‘fittings supplied; most of the 
remaining 85% live in the congested townships of Abaddn town 
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and Ahmadabad, where it is not unusual to find up to six 
families of three or four persons each living in asingle room. 
Some, indeed, have-no living abode at all and sleep on the 
-ground around, the covered market-places or in doorways, or 
share a stable or garage with some animal or car. 

While it is true that public lavatories are provided, any 
vacant space serves as a. place where nature’s calls may be 
answered—the local inhabitants not being at all fastidious— 
and the whole district is mostly polluted by faeces, and flies 
are legion. I would in all humbleness suggest that if control 
measures are being applied to control bacillary dysentery those 
measures suggesfed in an excellent chapter in that admirable 
book, The Control of Common Fevers (London, 1942), be used ; 
or, where thése more modern measures cannot be applied com- 
- pletely, at least the instructions laid down thousands of years 
ago and described in the book of Deuteronomy (xxiii, 13) be 
carried out. Chemotherapy may have a place in reducing the 
carrier rate, but nothing’can replace the fundamentals of sanita- 


_ tion and personal hygiene in the control: of dysentery.—I am, 


etc. ee d 


: y - i ~ 
Abadan, S. Persia, LAWRENCE G. BRUCE. 


~~ 


_ Pylorospasm and Uraemia 
SR,—In a study of the toxaemia, of acute intestinal obstruc- 
tion (1923) I used the subtitle “ Vomiting as a Pathological 
‘Force : the case of ‘pylorospasm reported in the Journal 
(July 2,.p. 18) shows how justified was, and is, that opinion. 
The malaise of sea-sickness, due to an‘ aberration of the blood- 
flow through the liver ‘occurring before the vomiting begins. 


~ 


~ 


- İs made much worse with the repeated vomiting ; and deaths 


have ensued from’ sea-sickness alone. The deaths following 
cholecystectomy, in which the kidneys may become gravely 
implicated, are to be ascribed to the post-operative vomiting, 
and only to that. The bad results following caesarean section 
for eclampsia formerly experienced were due mainly, or indeed 
solély, to the post-operative effect of the general anaesthesia. 
-With modern methods ‘of rendering the operative area insensi- 
` tive, by which post-operative vomiting is eliminated (and of 
which in these cases spinal analgesia is the best), the picture is 
completely “changed ; so that ‘we know that in eclampsia the 
most satisfactory procedure is to empty the uterus, to relieve the 
vascular disturbance induced by the progressive distension of 


. the -abdomen ‘and magnified enormously by the convulsions 


(in which the-abdominal musculature does not become flaccid 
—the abdomen is as hard as a board) as soon as possible. The 
-day of hypothetical toxins causing pathological changes in 
all these cases is past.’ 
- The case of pylorospasm in an adult related by Dr. E. N. 
Russell supports this statement. Dr. Russell expresses the 
opinion that in his case the cure of the gastric trouble resulted ` 
-from the realization bythe patient—a professional man, at the 
“time about 30—that it was due to psychological causes : 
causes which, I presume, cannot be supposed to- have acted 


- by way of producing or of inducing the appearance of a 


toxin. In treatment, “antal” was peculiarly effective. Antal, 
we are told, consists of a mixture of atropine.and of sodium 
bromide. Antal cannot be expected to operate by neutralizing 
a toxin. There was, then, no toxin: yet uraemia occurred. 
‘The output of uriné varied from 14 to 70 ounces (400 ml- 
2 litres) a day : and the blood urea showed -considerable excur- 
sions—from 200 to 72 mg.-per 100 ml. within five days. And 
the patient, now aged 60, is presumably alive and well. A 
preceding renal disturbance ‘can- be eliminated. 

~ When one considers the structure of the kidney and the long 
and circuitous ‘course of the tubules through which the urine 
percolates, it is not difficult to understand that with great 
contraction of the abdominal wall muscles, such as occurs with 
vomiting, there is obstruction to the flow of urine and, indeed, 
‘to the blood stream within the kidney. The same occurs with 
strenuous rowing. After a race, the urine of all eight men, 
each an athlete in perfect health, contained albumin; some 
of the urines contained blood, and some (I believe) casts 
(Collier). I Have ‘pointed out already that occlusion of the 
ureter-with diuresis in play causes the kidney to become almost 
bloodless (Brodie); and that a continuous compression of the 
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kidney itself, such as occurs in concealed accidental haemor- 
rhage, must .produce the same .result by occluding the Henle 
hair-pin corners and thrusting bodily the pyramids of the 
Kidney. into the renal pelvis, like a cork into a bottle (British 
Medical Journal, 1949, 1, 584). In the case of repeated vomit- 
ing we have a series of compressions : these must present an 
explanation much more acceptable than the play of any toxin 
to the student of medicine conversant- with- the nature and 
effect of physical force——I am, etc., i 


Rugby. i - R. H. PARAMORE. 


1 
1 


Necropsies and Tuberculous Infection 


Sir,—With reférénce to your annotation (May 21, p. 907) 
on the above’ subject, it may be of interest to recall that 
Hermansson’ reported as follows in 1939 : 

“ After examining the. carcasses of tuberculous cattle, the meat 
inspectors washed their hands‘in sterile water. This was centrifuged, 
and -the sediment injected into guinea-pigs. Eleven of the 15 
inoculations produced tuberculosis in the guinea-pigs. .-.. . The rinse 
water from the towels used by the meat inspectors was injected into 
guinea-pigs, producing tuberculosis in every instance.”’ 

—T am, etc, | | tees 

‘London, W.C.1.. - a : G. P. WEST. 
REFERENCE i ` 


1 Skand. vet, tidskr., 1939, 29,926. Quotation from Biol. Abstr., 1940, 14, No. 1205. 


‘“ prostigmin ” 


‘Large Dose of Curare 

-SiR,—It is a‘ well-acknowledged- fact that patients vary 
markedly in their susceptibility to different anaesthetics (as 
indeed to drugs in general). I feel that the-case reported 
below is worth: recording, because of the abnormally -large 
amount of curare required by the patient in a relatively short 
time. a a: 

The. patient, a young man of 22 in the Merchant Navy, weighing 
150 1b. (68 kg.), was to have a partial gastrectomy. There was a 
history of perforated gastric ulcer at the age of 16 years, with a 


further operation three weeks later for liver abscess. Unfortunately . 
-have not been able to ascertain the amount of anaesthesia required 


on these occasions, though obviously curare would not have been 
used in those days. 


- The anaesthetic technique used ,has been described elsewhere.’ 
Sodium thiopentone (0.75 g.) and d-tubocurarine chloride (25 mg.) 
were required before visual intubation and packing of the throat 
could be satisfactorily accomplished. Notwithstanding this already 
significant dose of d-tubocurarine Chloride, a further 10 mg. had to 
be given before the abdomen could be explored in comfort. ' Further 
maintenance doses were given throughout the operation, the respira- 
tion remaining regular and quite deep throughout. Shortly before 
closure a further dosé of 5 mg. d-tubocurarine chloride had_to be 
administered, in order to supplement the relaxation for closure of 
the peritoneum. ; = 
The duration of the operation was 90 minutes, during which time a 
total’ of 70 mg. of -d-tubocurarine chloride and 2.5 g. of sodium 
thiopentone were given. At the termination of the operation 
(5 mg.) and atropine (gr. 1/60=1 mg.) were 
administered, and the patient returned to the ward with good 
respiratory exchange and in satisfactory general condition. Conval- 
escence was uneventful. All the injections were given through a 
Gordh needle, whith was unquestionably in the vein. : 
“The dose of d-tubocurarine chloride in this case was so 
much greater than any I have experienced or read of that I 
feel it will: be of interest’ to all anaesthetists—I am, etc., 
M. SWERDLOW. 


: REFERENCE, i 
1 Chadwick, T. H., and Swerdlow, M., Anaesthesia, 1949, 4, 76. 
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Treatment of Retained Piacenta 
SR,—In these days of synthetic medicine, diplomas, etc., 
it is refreshing to read some of the facts of life as expressed 
by those capable ‘of using their’ powers of observation and 
confirming them by experience.’, Mr. W. G. Mills (June 18, 
p. 1098) puts in a nutshell the true position regarding-retained 


placenta, and Sheehan, from a pathological standpoint, has’ 


confirmed that death occurring from this cause is due to shock. 
Every obstetrician of experience must have repeatedly observed 
the rapid onset of (often extremely severe) symptoms of shock 
in patients retaining the placenta with, or equally frequently 
without, any degree of haemorrhage, even in normal deliveries. 


-_ 


“oncoming shock, even to a fatal issue. 


He was a, teetotaller and smoked -about ten - — -Altrincham, Cheshire. ` 
Cigarettes a day. 7 eo g ‘ 
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If ever the saying, ‘‘ He who hesitates is lost,” had. apt appli- 
cation, retained placenta is the situation bar none. While 
textbooks still reiterate the two hours’ wait after delivery, which 
must have originated in a generation of mothefs very different 
in their resistance to shock from the present, one can only say 
from experience how often lives have been saved by making 
sure the placenta is removed definitely before two hours, and, 
all things being equal, the longer before the better. In my 
own domiciliary and hospital practice every midwife long since 
knows the! rule—no placenta inside after one hour. * 

As to substances necessary for resuscitation (Dr. C. T. H., 
Whiteside (June 4, p. 1005) and others), in the exceptional cases” 
when this is necessary, if haemorrhage is the cause blood holds 
the field, but many a life can be saved by either saiine or plasma 
till this can be obtained, or with ancillary restorants. 

I cannot agree with Mr. Mills that “ the first time the hand 
is plunged into the uterus in search of the placenta is an- 
awful experience,” as that is the very thing which must not 
occur. Passing of the hand. with the utmost gentleness, even 
over the “already stretched perineum and thence through the 
cervix, is of the highest importance, and failure to recognize 
this all-important fact is in itself sufficient to precipitate already 
While bearing this in 
mind, it is possible manually to remove-a placenta even without 
anaesthetic in a bad-risk subject, and the writer has more 
than once been under the necessity of so doing. 

While Mr. Mills ‘rightly stresses sterile gown and gloves, 
he ‘will be fortunate if one night he will not have to be 
satisfied with thorough Sscrubbing-up, and hands and arms 
soaked in antiseptic up to the elbows. In the war years - 
Dodd and others confirmed this as being satisfactory, and 
more ‘than once I have had to prove its truth,.and I have yet 
to see my first patient to be infected in this way. 

I join with him in marvelling at the reluctance of the 
average practitioner to undertake this simple and relatively 
easy course out of an often otherwise desperate dilemma, where, 
real terror can only be replaced’ by. sheer joy for all 
concerned.—lI am, etc.; i z 
' H. A. LOGAN. 


Transfusion in ‘Domiciliary Midwifery 

SIR—As ‘one associated with the obstetrical “ flying squads ” 
in the Windsor area I should like to make the following points 
for consideration. Most emergency calls are made by practi- 
tioners because of collapse of their patients of such degree as 
to make it unwise for them to be transferred to hospital before . 
preliminary resuscitation. The majority of these patients have 
been délivered of their infants, for cases of ante-partum. 
haemorrhage can usually be sent to hospital by ambulance 


- while their general ‘condition is still satisfactory. 


The causes of collapse after childbirth can usually be grouped 
(1) traumatic (? obstetric) shock, without 
bleeding, and (2) shock following bleeding, with or without 
associated. trauma. With regard to the former—often cases 
with retained placenta—one. might suggest that attempts at 


_manual expression should not be made unless the doctor is 


prepared to follow this manceuvre’ with manual removal if 
necessary- If not, it is better for the patient to be transferred 
to hospital with the placenta in utero, for repeated attempts at 


_ manual expression- cause profound shock, especially when per- 


formed without anaesthetic. Cases of collapse in this group 
often respond satisfactorily to plasma alone. ‘a 
If bleeding occurs during the third stage the above principles 


‘apply, but uterine massage and intravenous ergometrine can 


be used in emergency. It-is true that the latter may make 
subsequent removal .of the placenta a matter of greater diffi- 
culty, but this consideration should not prevent the use of a 
possibly life-saving measure. j 
Furthermore, may I make a plea for more frequent’ blood ` 
grouping and rhesus factor estimation during the antenatal 
period? In this area these tests are done as a routine in all 
hospital and council antenatal clinics, and if the patient is 
given a copy of the report for her retention it may be invaluable 
in the event of an urgent blood transfusion being necessary at 
a later date. It-is not possible for the “flying squad” to do 
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HISTOSTAB is one of the t ios ee andere 


~ 


for histamine now available. 
In the. treatment of. a: wide range of allergic 
_conditions -Histostab has’ few undesirable side- 
‘effects. “-It may-be given orally, or by injection when 
rapid action is required. - It will control allergic 
urticaria and eczema, and will relieve the itching in’ 
certain cases of pruritis.- It has proved of value in’, 
- cases of sensitivity to Insulin, Liver and Penicillin, 
suppressing: the unpleasant effects and allowing 
treatment to be continued: ` l 
As . Compound Solution of Histostab ‘it is 
¢ availablé for nasal and ocular instillation i in vaso- 
motor rhinitis and hay fever.” po 
Histostab Tablets. Bottles of 25 x 0.1 G. tablets. 
Injection of Histostab. Boxes of 6 ampoules of 
2 ml. (0.1 G.). =e d 
Solution hse Histostab Compound. Bottles of 4 f. OZ. 


—HISTOSTAR 


` Literature and further information gladly 
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sent on request to the Medical Department 
BOOTS PURE DRUG CO. LTD. - 
NOTTINGHAM, ENGLAND 
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A methyl aspirin preparation for external use in- 


rheumatism ard neuritis. It is non-staining and non- 
greasy and has an agreeable odour. 


A double action, analgesic and counter-stimulant, 
supported by the effects of aspirin esters operating . 
locally and constitutionally, ensures substantial relief 
from pain arising from the common fibrositic dis- 
_orders of muscles, -ligaments, nerves and joints. 


~~ 


Formula :— ` 


-Methyl Aspirin 12% Pheny] Aspirin 2%. 

_Camphor 12% Mentho] 8.75% ; 
Oi. Thymi Rub. 8% i 

~ Alcoholic ‘Solution of Terpin neol 57.25% 


Samples and literature on request 


KAYLENE, LTD. 


Sole Distributors: ADSORBENTS LTD., 
WATERLOO ROAD, LONDON, `N.W.2 - 






X“, Franclsco’s rannik can find ample 
; AN application In everyday usage. and 

might well express the feelings of’ 
those who have obtained rapid relief. 


son PAINFUL SPASMS of smooth-muscled organs. . 
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Contains an important new  synthetle antl- 
spasmodic, offering outstanding advantages over 
papaverine inthe symptomatic treatment of 


_-SPASMS AND. SPASTIC DYSMENORRHGA. 


2. NON - HABIT FORMING. 
3. WELL TOLERATED. 


I. RAPID AND PROLONGED 
THERAPEUTIC ACTION. 


({ tablet taken orally gives prompt 4, EFFECT 1S MAINTAINED 
Fallet, lasting from 3 to 6 hours). 


BY A SMALL DOSE. 
7 Packings of 10 tablets. 


Samples and Literature on request 


FORMULA : Each tablet contains I—(3 : 4 : 5, Clecnoeyre er p—s, 7— 
dimethoxy-isoqulnollne, 0.04 gm. ; Hyosclna Hydrobrom, 0 gm. + 
Ext. Belladonna, 0.001 gm. ; Rhizome, Rhel, 0.005 gm. 


‘ \ Manufactured by 


| COATES & COOPER LTD. 


PYRAMID WORKS - WEST DRAYTON - MIDDLESEX 
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-= more than a simple crds$-match- in an sinerseney, and owing © 


FT 


to the shortage of rhesus-negative blood, at any rate in this 
area, the choice may. lie between a plasma infusion or ,the 
use of rhesus- -positive blood, and we have seen some serious 
complications through the use. of the latter. When the rhesus 


factor is unknown and rhesus-negative blood is not quickly ` 


available I would advocate the use of plasma as a temporary 
measure pending full blood’ investigation, especially in a multi- 
gravida or patient who has-had previous blood transfusion.— 
I am, etc., i 

- Windsor. ~ 


- 


F. H. FINLAISON. _ 


Weight-reducing Diet 


_ Sir,—Dr. H.-L. Marriott’s: note (July 2, p. 18) on a- pecial 
relationship between the consumption of boiled potatoes: and 
slimming will probably arouse’ lay. interest. Some candidates 
for slimming, however, might conceivably prefer to follow the 
advice given to the-late Mr. William Banting by the late 
Mr. Harvey, F.R.CS., in 1864, and substitute wine and spirits 
for the drabness of milk and potatoes. The diets published by 


Mr. Banting and by. Dr. Marriott are not gteatly dissimilar in . 


‘other respects. 


The réspective calorific values of Mr. Banting’s daily. alcoholic l 


intake and Dr. Marriott’s allowance of milk and potatoes are 
approximately the same, but, whereas a boiled potato is. con- 
sistently and monotonously just a boiled potato in looks, odour, 
and taste, there is a wide and interesting sélection of wines and 
spirits with their different vintages, colours, bouquets, palata- 
bilities, and gusts satisfying to_the veriest tyro ‘who desires ‘to 
lose weight pleasantly. 

At the ripe age of -66 Mr. Banting lost 46 pounds (20.7 kg.) 
on his ` alcohol-positive, milk-and-potato ` Negative diet, and 
enjoyed doing so. So much interest did Mr: Banting’s simple 
weight-reducing diet (published and distributed free of charge) 
cause, that some eighty years ago Punch broke into verse wate 
a poem that ended thus: 


“ To avoid, if you wouldn’t grow bigger and bigger, 

- All bread, butter, sugar, milk, taters, and beer. 
Take a fresh lease of life and commence a new era 

‘ Mr. Banting’s advice makes one long to begin— 
Drink claret and sherry, good grog and ‘Madeira, 
Take four meals-a day and—grow-gracefully thin.” 


The passage of almost a century does- fot appear to have 
brought.about any marked improvement in the art of slimming, 
and perhaps the old Roman_ custom horse a to a certain 
extent in this country around 1824, whe#’Sir Astley Cooper 
popularized John Hunter’s (1772) and‘Dukes’ s (1822) modifica- 


` -Therapeutics. Your report has been of great help to us. 


tion of what is now Ryle’s stomach tube) of eating a hearty ` 


meal, pressing on. regardless (gastronomically), then vomiting 
immediately afterwards, had certain advantages.—I am, etc., 


London, W.1. f 7 / J. DouGLAs ROBERTSON. 


Smr,—May I suggest the use of Dr. R. D. Lawrence’s simple 


. diabetic diet (unweighed) card, or a card on the same lines, 


for the dietetic treatment of obesity ? This card, which shows 
all the common and sae of the rarer foods under such head- 
ings as “ Forbidden” “ Allowed (more or less ad lib. )s 
finally shows a certain number of foods that must be taken in 
known amounts. .A modification of the card gives (a) forbidden 
foods, a group including sugar, cakes, and several other items ; 
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they can raise or reduce their number of portions slightly. It 
has been suggested that one item—nuts—not specially excluded 
on the diabetic.diet card should be excluded in the treatment 
of obesity, but in general their cost will forbid them to most 
people. 
The card is obtained from Mesrs. H. K. Lewis & Co., London. 
In using Dr. Lawrence’s diabetic card one must of course 
delete such paragraphs as relate peculiarly to diabetics—e.g., 
reference to insulin.—I am, etc. ey 
Middlesbrough. ‘BASIL LONGBOTHAM. 
: SR—D}. H. L. Marriotts weight-reducing diet (July 2, p. 18) 
allows as many potatoes as the patient likes, but no fat or 


‘cheese. A variation of this diet which is equally successful and 


pleasanter for.the patient is to forbid potatoes but insist that 


all the ration of butter, margarine, cooking fat, and bacon is 


eaten, as well as all the cheese which can be procured. Patients 
should also be told they must eat four meals or snacks daily, 
and if, they. find that as a result of the diet they are sleeping 
badly or are having nightmares they should have their largest 
meal as late as possible at night—I am, etc., ” 


London, W.1. 


`” FRANKLIN BICKNELL. 


” Teaching Pharmacology in India ` 


SR,—I was much impressed with the rèport of the. Medical 
Curriculum Committee on “The Training of a Doctor.” 
‘Especially was I pleased to read the remarks-on the teaching 
of pharmacology and therapeutics. 

Having devoted now over 30 years to the teaching of pharma- 
cology, and being the author of a standard book on pharma- 


‘cology, materia medica, and therapeutics, I always realized 


the defect in the present system, and you were good enough 
to publish in the Journal of Sept. 11, 1937 (p. 552), my views 
on the teaching of pharmacology. I stressed. the importance 
of teaching pharmacology and therapeutics. together and also 
the- necessity of allotting clinical beds to.-the teacher of 
pharmacology. ~- 

“Recently the Medical Council of India appointed a com- 
mittee to revise the medical curriculum, and Í have been 
appointed chairman of the Committee on Pharmacology and 
I 
have issued a questionary to get the viewpoints of those who 
are engaged or -interested in the subject. I shall be grateful 
if you could help me in getting the views of those interested 
in the subject in your country.—I am, ete., 


_ Pharmacological Department, 
R. G. Kar Medical College, 
1, Belgachia Road, Calcutta. 


B. N. GHOSH. - 


~ 


E EA to Adrenaline 
SR, —The following | case illustrates acquisition of a very high 


_ degree of tolerance and resistance to adrenaline, followed by 


~ 


(b) allowed ad lib.—tea, coffee, water, and certain other drinks, , 


saccharin, ete., ; (c) proteins and fats—here all one need do 1s 
say “ Normal rations” ; (d) carbohydrates—({1) a group which 
may be taken ad lib., (2) a. group which should be taken in 
normal amounts only, and finally (3) there is Dr. Lawrence’s 


Jast group of several common food items, each called a portion 


and: each being about 10 g. carbohydrate. This last group -in- 
cludes potato (size of hen’s egg), bread, milk (a tea-cup), etc. 
The only item one need weigh (af first) is bread ($ oz. (18.8 g.) 
= one portion): If one-allows the patient 14 portions per 
day he (or more often she) makes his (her) selection from this 
group. By the use of such a diet obese people can join fairly 
easily in the ordinary family meals. They should- weigh 
themselves weekly, and. should aim to lose an average of 2 Ib. 
(0.9 kg.) ats -if not doing sO ana two or three weeks © 


‘able loss of tolerance. 


complete loss of same after the drug had been withheld for a 
short period. 


The patient, a man aged 51, has had mie asthma for four 
years. He suffers from recurrent bouts of what can best be described 
as chronic status asthmaticus. ` These bouts last about a month. 
Before coming under my care he was taught how to, administer sub- 
cutaneous doses of adrenaline to himself, Though restricted as to 
what was a-safe dosage, he was urged by the severity of his symptoms 
to adopt “kill or cure” methods. On one occasion he injected 
180 minims (10.5-ml.) of adrenaline hydrochloride solution (1/ 1,000) 
as a single dose. He remembers no subjective symptoms. When the 
patient came under my care he was using large quantities of the drug 
in divided doses—i,e., 3-4 minims (0.18-0.24 ml.}—every minute until 
relief of symptoms, perhaps 1 oz. (28.4 ml.) in all during a bad night. 
The,injections sometimes brought on-an occipital headache. 

After the last prolonged bout came to an end the drug was 
withheld for‘a month, and during this time there occurred a remark- 
When next I had occasion to use the drug 
I was‘agreeably surprised to find that a 15-minim (0.9-ml.) dose was 
effective. This. caused the systolic blood pressure to rise from 125 to 
175 mm. Hg in six minutes, together with a small rise in the diastolic 
pressure and the pulse rate. The next day-a larger,amount was 
necessary to, relieve his asthma. It caused a most violent reaction 
(agonizing throbbing headache, rigor, and tachycardia), and even 
a 15-minim dose on the following morning caused a similar headache. 


- 
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Thus a patient who had once taken a single dose of 180 
minims of adrenaline hydrochloride (1/1,000) without subjective 
ill effects became intolerant to a dose of 15 minims when the 
drug was withheld for a month. There was no question of the 
needle .being in a vein.—I am, ʻete., 

Dublin. i 


t 


E. DESMOND FLOOD. 


/  .' Exchange of Doctors with U.S.A. 


S1R,—Before the war there were some schemes in action 
for the exchange. of doctors between hospitals in this country 
and the U.S.A. There is now a more widespread: desire by 
doctors in this country to visit the U.S.A. This may often bè 


facilitated by arranging for a regular exchange of doctors, 


between medical schools and hospitals in the two countries. 
There seems to be some fear that making such an arrangement 
for an American doctor to work in a ‘hospital here infringes 
the Acts governing medical practice here. This is not the case, 
for by Section 8 of the Medical Practitioners and Pharmacists 


Act, -1947, Parliament has made provision for the admission 


to the Medical Register of Commonwealth and foreign practi- 
tioners temporarily in the employ of hospitals in this country. 

If a hospital is prepared to offer a postgraduate post to a 
qualified practitioner, who is not registered hére, it is desirable 
both for him and for the hospital that he should have the 
status of a registered medical practitioner as the holder of 


. that post, and-Section 8 enables him to become temporarily , 


registered here for that purpose. 
The procedure for temporary registration under the section 
is quite simple, and it,is only necessary to add that a practi- 
tioner who is not a British subject must, of course, as a first 
step obtain permission from the-Home Office to enter and to 
remain in the U.K. in order to do postgraduate work.—I 
am, etc., j è 
London, S.E.1. 
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RONALD MACKEITR. . 
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POINTS FROM 


Palpation of. the Pancreas 


Dr. N. S. FRASER (St. John’s, Newfoundland) writes: Is it possible 
to palpate the pancreas in disease ? The normal pancreas is soft and 
could not possibly be felt through the abdominal wall, but a diseased 
gland, swollen and congested, will be firm to the touch and has only 
a flaccid, empty stomach over it. The transverse colon does not 
cover it. Then there is the abdominal wall with its terse rectus 
abdominis which -is. liable to contract if the hand is not gently 
applied. The inscriptiones tendinae are above and ‘below the area 
to be palpated, and so do not interfere with the palpation. With 
concentrated attention, a warm hand flat on the abdomen; and light 
pressure, gradually increased, one can feel the whole gland if it is 
swollen with disease. Then, on pressure with one finger, the patient 
will wince and say it hurts. Such has been my finding in the 
diagnosis of subacute pancreatitis, beginning with a personal experi- 
ence, and I would like an expression of opinion from others. The 
spleen cannot be felt until it is diseased, and the same can be said of 
` the kidney; so why not the: pancreas ? . 
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LETTERS 


i 
Herpes, Varicella, and Liver Extract _ 

Dr. L. KiLrog (Rochdale) writes: With reference to the letters 
by Drs. James Rooth and M. Mansour (July 9, p. 99), I saw cases 
of herpes coinciding with attacks of chicken-pox in 1940 and 1946. 
Both occurred in adult males (aged 45 and 47). The herpes, in one 
case-intercostal and in the other frontal, appeared 5-7 days before 
the chicken-pox rash. Incidentally, the injection of 2 ml. of 
‘“‘ anahaemin ” in the second case on the appearance of the herpes 
did not appear to modify the course of either the herpes or the 
chicken-pox. ~The eruption in the intercostal case was the worst 
I have seen in a case of shingles. “In over 40 years of practice I can 
only recall one other case of severe chicken-pox in an adult, again a 
male, aged 52. Herpes was not present. I have not yet seen a 
case of herpes with chicken-pox in a child. 
Creeping Eruption : 

Dr. F. ADAM THOMSON (Ipoh, Malaya) writes: With reference to 
the medical memorandum by Dr. J. P. Caplan (March 5, p. 396), 
a number of these cases came under my care while practising in 
Northern Rhodesia. 
South African holiday. All responded to the’ vigorous local applica- 
tion of oil of chenopodium to the advancing end of the weal. 


-a young surgeon or anaesthetist. 


-Infection' as a rule seemed to daté from a` 


m Obituary 


BRIAN RAIT-SMITH, D.A., F.F.A. R.C.S. 








Dr. 
anaesthetics to St. “Bartholomew’s Hospital, died at 
St. Albans on July 14, aged 45. He was educated at 
Jesus College, Cambridge, and St. Bartholomew’s Hos- 
pital. He qualified in 1929. Within six months of enter- 
ing the department of anaesthetics as a junior he was 
promoted to senior resident anaesthetist, an appointment 
he held until he joined the honorary staff in 1937. He took 
the D.A. in 1935, and this year was admitted F.F.A. R.C.S. 
He was particularly interested in the anaesthesia of neuro- 
surgery and thoracic surgery. As a resident he played an 
important part in the pioneer work of chest surgery, and 
until his death gave anaesthetics for the increasingly diffi- 
cult procedures undertaken by thoracic surgeons and neuro- 
surgeons... He published work on.anaesthesia for cardiac 
surgery, particularly that of the patent ductus arteriosus, 
and his article on anaesthesia in neurosurgery is shortly to 
appear in a téxtbook. He also wrote. on obstetric anaes- 
thesia, and his own observations on trichlorethylene and 
curare were reflected in papers from his department., Before 
he became whole-time anaesthetist to St. Bartholomew’s 
at Hill End Hospital he was anaesthétist to the British 
Postgraduate Medical School, :the Brompton Hospital, 
and Papworth Settlement, and he had been consulting 
anaesthetist to the L.C.C. 

To the surgeons with whom he worked and his colleagues 
in the department Rait-Smith’s skill was a greatly appre- 
ciated constant among the many variables of operative 
surgery. The difficult work he undertook-is proof of the 
high’standard of his anaesthesia. He had all the properties 


of a first-rate anaesthetist—ability, cool-headedness, sharp 


clinical judgiive,!, and an enviable amount of common 
sense. That he was always cheerful and courteous and 
never allowed -his temper to become ruffled was remark- 
able fn one Wtio.g: ent his life in busy operating theatres. 
His residents became~his firm friends within a few weeks 
of their appointment, and his help in their later careers 
can be witnessed to-day by a score of successful anaes- 
thetists.. A hard worker, he never resented a call to the 
theatres at Barts, however inconvenient the hour the request - 
was made. There was no “side” about Rait-Smith. He 
hated affectation, and was as skilful in his deflation of a 
self-important surgeon as in his discreet encouragement of 
All this he managed 
despite the subarachnoid haemorrhage he had ir 1942, the 
significance of which he knew well, and two major opera- 
tions in the following five years. He was so full of zest 
for life in spite. of his ill-health that his death is a shock 
to his friends, who will all extend their sympathy to his 
wife. 

A memorial service will be held in the church of Saint 
‘Bartholomew-the-Less, on Tuesday, July 26, at 12.30 p.m. 


Dr. CHARLES SALKELD, who died in Bournemouth on June 7 
at the:age of 81, was for many years in practice as an ear-nose- 
‘and-throat specialist in that town. He was educated at Man-_ 
chester Grammar School and served his time as an engineer 
before taking up medicine. After graduating B.A. with honours 
in classics in 1891, he had a brilliant career at Durham Uni- 


‘versity. He won the Gibb Scholarship in pathology, the Dickin- 


son Scholarship, and the Charlton Scholarship in- medicine, all 
in 1896. He graduated M.B., B.S. a year later. After 12 years 


Brian Rait-Smith, anaesthetist and demonstrator of < 


$ 


> assistant. 
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of general practice in Leeds Dr. Salkeld decided -to specialize 
in ear, nose, and throat work, and he studied at the Central 
London Throat and Ear Hospital, where he became a clinical’ 
He started specialist practice, in Bournemouth in 1913, 


: but in 1915 joined the R.A.M.C., in which he served at home. 


~ 


and overseas for four years. He then returned to Bournemouth, 


where he was appointed to the staff of the Cornelia and East - - i 


Dorset Hospital, Poole, and later the Cottage and Children’s 
Hospitals at Swanage. He also operated’ for. many years at the 
Victoria, Home for Crippled Children. Dr. Salkeld had- recently_ 
retired from active practice following a severe illness. He had 


. had an unusually broad education in engineering, classics, ‘and 


` medicine. 


.which inspired confidence and. respect. 


‘board of governors of this teaching: 


His interests were wide, and his.range of accurate 

knowledge was a, byword with his family and friends. Apart 

from all this Charles Salkeld had a ‘personality and appearance 

He had a quiet, cheer- 

ful disposition, and when he spoke it was usually to give a well- _ 
considered opinion.. Small talk and making conversation were 

not in his line; and he disliked social functions, at which he 

seldom appeared. He was unostentatious, never pompous, and 

completely genuine. 
friends, relatives, and colleagues. He leaves one son, who is in 
practice as an ear-nose- -and-throat specialist i in’ Bournemouth. 
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LEGACIES TO HOSPITALS UNDER N.HS._ 
[FROM Our “MEDICO-LEGAL .CORRESPONDENT] > 


A lady made her will on June 18, 1948, directing the executors 
to divide the résidue of her estate into eight equal #%rts and 
to give one part to the Cancer ‘Research E ve another 
to the Royal Cancer Hospital.” At that a, Hind when she 
died on June 23, 1948, both were’ charities, but before the ` 
will was proved the: National Heakiy'Service- Act came into 
force, on July 5, 1948, and doub: arose’ whether the right 
to receive the share of the residue left to the Institute was 
vested in the Royal Cancer Hospital or in the ‘Minister of . 
Health. ~Was the executor required to EPPIY the shares to the- 
itat-ynder Section 60 
of the Act, or to the Ministry, or wo they undisposed “of ? 
These questions were brought to- the Chancery Division for 
solution ‘by the Ministry of: Health, counsel admitting’ that - 
the Ministry confessed itself unable to understand the Act. 
The . Ministry, desired elucidation of the Act for its own 
convenience.” 

Mr. J ustice Harman said i in his judgment that he had expected 






“to find’ some guidance in the Act on the destination of legacies 


to hospitals. He had read the Act section by section with a 
bewilderment which finally ripened into despair. when the’ con- 
clusion was forced upon him—a conclusion from which he 
could see no-escape—that by some mischance the Legislature.” 
had so framed the clauses of the Act as to leave’ charitable 
legacies of this kind outside it. The Act in that’ rapen was, 
he said, almost a miracle `of ineptitude. ? 

The question could not-go to arbitration, for it was a matter 
of law and not of fact. ; The interest which was left by the will < 


_ was excluded from the category of endowments, nor was it a 


right acquired for the purpose of, carrying on the business of - 
the hospital. As the legatees had survived the testatrix, the 
legacies could not have lapsed. 

The bequest must be dealt with ‘by a scheme ‘brought into 
court by the Attorney-General~in the ordinary way. In 
discussing costs, he said that the difficulty had been’ caused by 
the astonishing ineptitude with which Part II of the Act was 


-drawn, and-he, saw no Teason why the charities which took 


the other shares of the residue should- pay for the omissions 
of the Legislature. He did not think .he ought to order the 
Minister to pay the costs, but he ordered that they should come 
out of the two shares over which the difficulty had arisen. 


`o U 1 the Tinies, May 12, 1949 
- 32 Manchester Guardian, May 12, as 
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OBITUARY. 


His loss will be keenly felt by many : 


-1948 was 593. 
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‘Medical Notes in Parliament 








~o ‘TUBERCULOSIS IN. SCOTLAND . i 


Estimates for the Department of Health for. Scotland ‘and the 
National Health- Servicé, Scotland, were considered on July 6 
in the’ Scottish Standing Committee. 

Opening the debate, Mr. WALTER Extrior drew attention to 
recent figures for the incidence of pulmonary tuberculosis in 
‘Scotland. The factual inquiry which the Secretary of State fof 
Scotland had set on foot had not yet indicated the nature of its 
report. Would it be available before the BLOUSE rose. for the 
summer ? R 

Mr. WoopBURN said the report would not be available. Many 
facts had. been elucidated, but if they were to be published as 
they stood at present they would be misleading and in some 
cases alarming. ~ - 

-Mr. Exuior said that. in the absence ‘of information 
exaggerated figures held the field. He. hoped it would be 
possible to bring out an interim report and that some parallel 
figures could be secured for England and Wales. Figures which 
he himself -had given to the Committee last year had indicated . 
„that the good figures for tuberculosis were in the South of 
“ England and that as one moved to the North the figures 
increased. This was not conclusive, however, because when 
one came to Aberdeen the figures suddenly improved. Dr. Harry 

Rae, the medical officėr of health for Aberdeen, had pointed 
out in his report for 1947 that, although in Scotland as a whole 
the death rate for pulmonary tuberculosis was 66 per 100,000, 
~in Aberdeen it was 35. In Scotland generally there had been 
increases both in the number of deaths and in notifications. 
The number of deaths was 2, 717 in 1939; » 2,932 in 1945; 3,231 
in 1946; 3,739 in 1947; and 3,417 in 1948. Notifications were 
7,317 in 1945 ; 7,627 in 1946 ; 7,984 in 1947 ; and 8,010 in 1948, 
` which was the highest figure i in Scotland for 30 years. 

The figures for non-pulmonary tuberculosis were improving. 
That reflected success in the long campaign against bovine 
tuberculosis. In 1945 they were 18, which was higher than 
pre-war; 15 in 1946; 14 in 1947; and in 1948 they were down 
- to 9. In Scotland the number of patients in institutions had 
risen from 4,253 in 1945-to 4,462 in 1948. The-waiting-list had 
` gone up from 1,600 in 1945 to 2,500 to-day. Yet there were 
still in Scotland 572 beds-which because of lack of staff could 
not be used. Dr. Harry’-Rae attributed part of the favourable 
position of Aberdeen to the fact that there were enough beds 
available there. 7 

At the recent Harrogate conference a Glasgow doctor had 
spoken of a large ingrease in the waiting-list there and drew 
attention to an increase in the proportion of notifications among 
children tinder 15—in -1945 it was 9.3%, but in 1948 it was 
_ 18.4%. Glasgow used to have its own tuberculosis organization. 
Now the responsibility had moved to the Glasgow Regional 
Board. - The National Association’ for the Prevention of 
Tuberctlosis had advised regional hospital boards to set up a 
permanent tuberculosis committee. He did not know to what 


‘extent that_advice had been carried out in Scotland. 


A more extended use of B.C.G. vaccine might be of advan- 
tage and miglit help to stop the wastage of nurses in tuberculosis 
institutions, which rose as high as 65%. But isolation must 
always remain one, of the main weapons for dealing with the 
white scourge. The number of active cases of tuberculosis on 
the waiting-list for houses in Glasgow was 437 in 1945 and in 
The Secretary of State must regard this as a 
matter of urgency. In some way or another the 500 beds which 
were empty in sanatoria should be brought into use. Vigorous 
campaigning by the Secretary of State would obtain an increase 
in the number of nurses for sanatoria. 

Some post-war deficiency in nutrition was perhaps responsible 
for-part of.the increase. The intake of, calories per head was 
_ less than it had been before the war. People in Glasgow, 
although badly housed, had before the war spent more money 
on;food. Now they could not get more food than anyone else, 
It might be that somehow a more active tubercle infection had 


f 


“ 


at the present time. 


_an easy prey to tuberculosis. 
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‘reached the country. “The great influx from the Continent, the 
influx of Poles, might have something to do with, that. 


+ 
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Changes in Incidence 


S 
4 
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Mr. WoopBuRN said the’ main increases had taken place in ' 


districts where the. Poles had not been. The incidence of 
tuberculosis was very high in Southern Ireland, but there never 


had been a smaller importation from Southern Ireland than in, 


the period when tuberculosis in Scotland had incréased. The 
fall in deaths- from non-pulmonary tuberculosis was ‘from 705 
to 426. x Notifications of tuberculosis had gone up. by a third 
compared with the five years before the war. Buta comparison 
between notifications to-day and pre-war notifications had no 
value except to show that’ the medical profession was more 


alert to deal with the incipient disease. The number of notifica-~ 


tions gave no indication of the reason for the increase in deaths. 
- Investigations by the Committee which he had set up had 
revealed how difficult it was to reach any sound conclusions. 
Deaths from pulmonary tuberculosis had been rising in Scotland 
but not in every place.. The picture Mr. Elliot had ‘given of 
children under 15 was not quite accurate ; actually the number 


_ of cases had decreased slightly even when compared ‘with the 


pre-war figures. 

` The situation could not be ‘explained by any figures available 
Because of this he thought it would: be 
unwise to publish figures which might create speculation and 


alarm. In the worst places in Scotland the incidence was 110,- - 


per 100,000, and in the best places a little over 10 per 100,000. 
“Congested living conditions still had a-great deal to-do with the 
spread of the disease; and therefore they should concentrate on 
segregation. So far as any distinction could be drawn it was 
between ‘congested -old towns arid country areas, yet Ross and 
Cromarty was a bad area. 

He had taken steps to get an- additional 1,000 daoo 
houses so as-to free houses suitable for families where tubercu- 
~losis was present. The Department had also been able to make 
an additional 500 beds “available since the beginning of 1948. 
It had put 50 more full-time nurses and 350 part-time nurses on , 
to this work. Streptomycin was’ available ín all cases where it 
was- suitable for use. B.C.G. would shortly. be`available for- 
use in Scotland for contacts. It was true that Scotland-was still - 
-going backwards in regard to'tuberculosis, and that tendency 
had not altered -this year. The mystery was that they were 
not going. backward in every place. The problem had been 
narroWed-down, and the- Committee under the National Health 
Services Council was pursuing this’ matter’ vigorously. ‘ 

Mrs. CULLEN suggested that Mr. Woodburn should consider 
moving. elsewhere aged and infirm persons who did not require 
‘trained nursing. personnel. -This would clear:some wards ‘SO 
that the trained nurses could’ be, used to greater advantage. 

‘Commander Hurcuison said a more extended use might be 
made.of health visitors to keep cases of tuberculosis under 
„observation. ` There were four mass radiography units in 
Scotland, and it would -be helpful if there were more: 

Mr. HUBBARD urged that a campaign should be started by the 
Government giving information to every. ‘individual about the 
causes of tuberculosis and ine means of preventing its spread. 


Position of Tuberculosis Officers 


Mi. GALBRAITH urged Mr. Woodburn to ask the’Committee 
to issue some soyt of report at the earliest possible moment. 
He was ‘doubtful whether patients would continue to get the 
“best possible treatment. if tuberculosis officers -were classified 
as senior hospital officers and noft as specialists. This fear had 
been expressed at the B.M.A. meeting! at Harrogate. They 
needed to attract the most able doctors to the study of 
tuberculosis. 

Mr. MATHERS said. doctors with whom he had discussed the 
rise irr 'the incidence of tuberculosis had suggested that the 
conditions of life of young. people, and particularly young. 
women, were important. ` In his constituency young people 


left home - -early in the morning to go to work by bus, had . 


‘hurried meals, and were out dancing till midnight three, four, 
or five nights a week. As a result they became debilitated and | 


~ 
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could be prevented by instruction ‘to people abon the way they 
sapped their energy and reduced their resistance. ‘The highest 
incidence of tuberculosis was between-the ages of 15 and 25. 
Replying to the debate, Mr. THomMaS-FRASER said Mr. Wood- 
burn was anxious that as much information as possible should 
be made available to health authorities and’ Members: of \ 
Parliament as well as to the medical profession. The Com- 
mittee which had been set up must conduct its researches " 


thoroughly before reporting. It might be that there was a ` 
„deficiency in diet, and the.Committee would consider that.. The 


diet of Scotland, however, was no different from that of England 
and Wales, The number of notifications in children under 15 
had gone up a little, perhaps because of-mass radiography, but 
the death rate of those under 15 was going down. They must 
not imagine that the position was improving in the whole of ' 
England and Wales. The town where figures had worsened’ 


‘most in the last 10 years was Jarrow. In 1938 Jarrow had 78 


deaths from tuberculosis per 100,000. population. In 1947 the 
figure was 110. Glasgow was second in the list with 85 deaths- 
in 1938 and 105 in 1947. Next came Dundee with 62 deaths 
per 100,000 in 1938 and 82 in 1947. The worsening was where 
poverty had been greatest in the. last 20 years. ` 

Concluding, he pointed out that the general health of Scotland 
was bétter than it ever had been beore. The suggestion made 
by Mrs. Cullen that nurses now lodxing: after old people should* 
be made available for yeases Of tuberculosis was well worth 
making and had-not been qverookes by the Secretary of State 
or by the hospital boards. pe 

The Committee then adjourned. ` 


at 
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General, Medical Council 


sir HARTLEY SHAWCROSS moved on July 12 the Second Read- 
ing. of the House of Commons (Indemnification of Certain 
Members) Bill. He explained that it dealt with a possible. 
infringemént Ob Mi laws relating to offices of profit under the 
Crown. These laws‘in, the main were embodied in the. Succes- 
sion to the Crown Act¢f 1707 and were obscure. The view 
had been taken that to bt held under the Crown an office did 


not- necessarily have to be subject to any continuing control by » 


the Crown. in its exercise. Where there was, any expectation 
of payment going beyond a fair reimbursement of expenses 
incurred, such ayment would make the office one of profit. 
The attention ite “@gjvernment had been. drawn to the posi- 


_ tion of certain members ere wha had been nominated by his Majesty 


. the Council on the advice of the Privy Council. 


as membérs of the-General Medical Council. The King, on 
the advice of the Privy Council, nominated five members of the 
Council to hold office for a term not exceeding five years. 
Provision was made for the payment of fees to members, and ` 
in practice they- were ‘paid a sum of 5 guineas in“respect of 
each attendance. They were not paid out of moneys provided 
by Parliament butt out of moneys collected by the medical pro- 
fession from registration fees. That the actual emoluments of 
an office were derived from sources other than public funds was 


-not held by, the Government to be a criterion of whether an 


office was one of profit under the Crown. During the present 


= 
` 


‘ 


= 


Parliament two Members of the House had been nominated to 3 


Previously ` 
many members had sat’on the General Medical Council with- 
out anyone suggesting that there might be an infringement of 


- the Statute .of 1707. Penalties against these members should 


now be statute barred and they were not included in the Bill. 
The-two members appointed in the lifetime of the present . 
Parliament had „been appointed and held their office in good 
faith on the basis of many precedents, but there’ was no doubt 
that they had been appointed to an office of profit under the 
Crown. Mr. John Hynd had never acted in the office, because 
before he took any part in the proceedings of the General 
Medical Council it-occurred to him that there might be some 
question’ of impropriety in ‘holding thë office. The two 
Members concerned must vacate the appointments but ought 
not to be penalized-for having held them, and this Bill -sought ’ 
to, indemnify them. The Government did not seek to constitute 


-the office into one not of profit, and did not propose to legislate 


to say this should not be an office which members must not 


A, great deal of the incidence hold. It would be the future policy that no member should be 
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Soluble, neutral and palatable - 


aspirin tablets in stable form | 


- 


f 


GREAT DIFFICULTY has hitherto been met 


‘in providing soluble aspirin in tablet form which 
will remain- stable under ordinary T of 
\ : = storage. -This difficulty has now been overcome. 
7 Disprin has all the valuatile qualities’ of calcium 
aspitin—analgesic, antipyretic and anti-theumatic. 
Since it is soluble, it is aie rapidly absorbed - 
and consequently more speedy. in its clinical effect. 
Since it presents aspirin in the form of its calcium 
salt, it is more sedative. Moreover,-it does not act 
as an irritant to the gastric mucosa, because, unlike 

` ordinary aspirin, it is soluble. 
Disprin tablets readily dissolve in water to form 
a substantially neutral | 


i a palatable solution. 
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Bottle of 26 tablets, price 2/- including Purchase Tax. 
On prescription Disprin is free of Purchase Tax. « . 
_ Clinical sample and literature supplied on application. -- SOLUBLE CALCIUM ASPIRIN 


STABLE, PALATABLE, NEUTRAL 


RECKITT & COLMAN.LTD., HULL AND LONDON (PHARMAGEUTICAL DEPT., HULL) 
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IN THE. LEE. OF - 


_ 


‘rigours of motion sickness. mA 


€ VASANO ” ‘iS a proven remedy for all. forms of 
travel ‘sickness — land, sea or air — and is also 
widely prescribed for the treatment of Meniére’ S 
disease. ` 

~ Vasano ’ contains hyoscine,, hyoscyamine and 
camphoric acid in balanced proportions affording | > 
optimal -central and peripheral action. , 

Hyoscine, acknowledged as one of the most 


ge} 
iy We 


sickness, exerts a sedative influence on the higher 
‘centres and is a parasympathetic depressant, while 
hyoscyamine acts peripherally upon the vagus and`: 
produces a more prolonged effect. 


~*VASANO’. | CATO 
E | R of 10 tablets memset 





ae ea tes GREAT PORTLAND STREET - 
ees of 10: suppositories : ak LONDON, Wir” 


~ 
. 





` r - 


CHRONALGICIN. 


ar , oo (Benger) > a O 
i ot AR DROPS | 
| | ‘for 


“CHRON I€ SUPPURATIVE OTITIS MEDIA - 


BH, ; k : s 


Rem oves Debris 


va 


- Promotes Drainage f 






Controls Infection 


| Eliminates Discharge 


f ` 






Destroys Odour 


” 


' 
+ a : 


` 


~ Combines ' Urea, Ephedrine, Silver Proteinate, Phenyl ‘Mercuric Nitrate for effective action. - 


y> ” 


' 
i H ` n ` 





Made by BE N GE R'SLT D.. @ division of 






> BRITISH CHEMICALS & BLOLOGICALS 
LOUGHBOROUGH, LEICESTERSHIRE 






© THE STORM. ` 


‘Protecting the traveller from the i 5 


effective single agents for the prevention .of travel E 


qualified to hold the office. 
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Sir Hartley went on to refer to a 
case of a different character in which another, member was 
concerned and fof which the Bill also proposed indemnification. 


Mr. R. A.. BUTLER said that, in’view of the fact that under . 
the rules of the: General: Medical Council fees and reasonable ~ 


_ travelling expenses could be paid, , there was no- doubt that the 


case of the two members ought to be covered by a Bill such as 
that before the House. It was intolerable that members should 


' be in a. position , where they. might at any time unwittingly 


~ 


a 


contravene ‘the law. — 
The Bill was then read a ‘second. time without a division, 


- passed through Committee without amendment, TEPORE and 


read a third time. 
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- UNIVERSITY OF CAMBRIDGE 


~ 


; Sir Maurice Alan Cassidy, ` Physician-in-Ordinary to the King, has: ~ 


pr 


been elected an Honorary Fellow of Clare College . 
David Robértson Smith, M.B., B.Chir., has been elected is an 
Elmore Medical Research Studentship, ’ from May 1. 
In Congregation on June 21 the degree of M .D. was conferred: on 
T. S. Hindle. 
In Congregation on June 22 the degree of’ M .B. was souferred: 
by proxy, on J. Ff. Eevee a A 
i : lL + Pa 


on 


_ UNIVERSITY OF GLASGOW. g 


, 'The following medical degrees: were conferred on July.9: C 


M.D.—A. Allison, W. Chambers, W. W. Douglas, W. S. Linton, 
T. M. Paterson. ©  . i 

‘Ch.M.—L._Cuthbert, A. W. Kay. 

M.B., Ch.B.—Kathleen . M. Adams, Marion K. Aitken, A: G. 


Anderson, G. Anderson, I. N; O. Asinobi, H. B. M. Auld, Anne R. 


Austin; A. G. Baikie, M. McA. Baird, R. Bankier, G. I. Barrow, 
N. J. B. Bowie, A. H: Boyd, A. Brodie, I. D., Brown, T. Brown, J. 
Buchanan, Millicent E..Burns, R. K. Burt, A. H. P. Carswell, Mary S. 
Christian, J. H. 


, Erskine, J. Forsyth, J. Frame, P~- G. Gaskell, R. M. Gibson, :J. C. 


Gillespie, J. S. Gillespie, B. Green, R. Greenhill, A. J. Hale, "A. M. 
Halliday, P. Hay, J. C. M. Henderson, G. P: Henry, "W. F. Heslin, 


_ Tulloh, H. P,» Tulloh, J. Turnbull, 


` 


M. D.'M. ‘Staunton; ` B. S. Telford, *W. D. H, Troughton,- E. R. D. 
Williamson, Oonagh D. Wray, R, S Young. 

- M.B.—Reva ~ Berstock, S. C. Blake, Evelyn Browne, Joan I. 
Buchanan, L. J. Clein, K. -C. Finkel, R. C. Gray, O. -H. Kilen, 
"E. B. McHugh, - Sheilagh M. McHugh, J. C. McLean, W. D. 
'McNaul, T. T. E. Michael, R. Nelson, J. P. Nixon, YV. P. 
O’Sullivan-Quinn, Ruth M. Perrott, Frances E. Russell, R. N. 
' Siberry, An A. Sweeney, Annie M, G, Troughton, F. A. Walkey. 

M.B:, B.A.O.—Vyvyan I. K. Johnston. ` 

B.Ċh, B.A.O.—Mabel M. H. Hodgins, °B. A. McC. ‘Thompson. 
- B.Ch —W. D. H. Powell, Gwendoline G, L. Poots. ` ` 

PA O.—D. L. Cowan, Marisa A. O'Keeffe, l 


` 1With second-class honours in medicine. 


With second-class 
_honours i in surgery. ‘ l 


- 
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UNIVERSITY .OF DURHAM 


In Congregations held on ny: 1 and 2 the following medical degrees - 
were conferred : 


M.D.—H. M. Dixon, D. G, French, S. Jonis, F. J. Prime, M. 


` Walton, *C. A, H. Watts, *W. E. Hick, *C. Strang. 


\ 


Cowie, I. D. Cullen, T. A. Cunningham, D. Davies, |. 
F. W. G. Deighton, D. A/T. Dick, J. F. Dick, Grace C. Dunbar, R. : 


Elspeth C. Higgins,. Margaret I. Hill, D. Š. Hogg, D. W: G. Honey-.’ 


man, R. McD. Hosie, Janet L. P. Hunter, S.-W. Hind, Christina M. 
Jack, J. B. Johnson, D. G. Kay, Mary W. Kellock, A. E. D. Kennedy, 
À. S. L. Kennedy, J. Knox, A. Kyle, A. S. McC. Lamont, J. G. Leitch, 
S. G. Leitch, D. W. Leslie, G. H. Lowther, S. G.. McAlpine, 
Sheena E. McCoshim, D. MacDonald, D. G: MacDonald, Sheila C. 


MacGregor, N. J. McKellar, Se Vs McKenzie, Ruth B. McKenzie, 


"D. McKirdy, J. R. Maclean, Ethel E. M. McLellan, Cynthia J, 


- McPherson,.W. McQuater, R. K. McRae, G. T. “Mair, Maureen: A.F.. 


Malcolm, Hazel G. Mansell, Elizabeth L. Millar, T. M. Miller, A. T. 
Mitchell, J..N. S. Mitchell; J. J. E. D. “Mitchell, J. Moodie, J- B. 


Morris, . Sylvia. Morris, T. P. O’Hea, H..W. J. Park, L. R. Parker, ` 


D. C. Pendrigh, A. J. E. Pollock, -W. M. Prenticé, J. R. 'Raeside, A.M. 


M.S.—James: Watt. 

M.B., B.S.—C. F. Anderson, J.A. Anderson, G. W. Bainbridge, 
Jean M. Baińbridge, S. M; Bell, G. S. Black, Sheila M. Bowerbank, 
F. W. B. Breakey, Hugh Brown, Eleanor J. Carmichaél, Barbara W. 
-Cooke, L. D. J. Coore, D: Coulthard, B. W. D. Crawford, Elizabeth 
Daley, H. Davison, H. D. Davison, Mary Dixon, Joyce Dodds, L. B. 
Fleming, Robina M. Forsyth, Vera M. Gallagher; Doróthy B. 
Gilmour, J. B. Glaholm,' Pearl Goddard, H. Gossmann, Eve R. 
Halson, J. Harper, Maŭreen McG. Henderson, J. P. Hurley, J. E. M. 
Hutchinson, W. D. Kerr, E. G.-Knox, G. E. Langley, Sheila Langley, 
L. J. Levene,-Norma D. Lill, J. McCormack, J. R. McGregor, I. F. 
McNeill, Joan E. Maddison, J. S. Makepeace, R. W. Mayes, Ann 
Moffatt, Sylvia, A. Moss, G. A. Nemeth, Muriel K. Nicol, P.'G. F. 
Nixon, Ruth Parkinson, Dorothy A. Percy, A. B. Piper, Ann F. 
Pumphrey, Greta L. Reid, W. T. Richardson, Margaret W. Rodham, 
N. R. Rowell, C. M. Scott, Gillian E. Sladden, A. S. Todd, C. G. 
W. Turnbull, Constance N. 
Vernier, Elizabeth Wales, E. W. Walton, A. J. Watson, L. L. 
Williams,: R. K. Epstein, *G. H. N. Bates, *J. M. H. ‘Hopper, 
*Kathléen S. Reed, *Winifred J. Skinner. 


ree p 
s *In absentia. 
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` UNIVERSITY OF LONDON 


The: `: following candidates at thé London School of Hygiene and 
Tropical Medicine have been approved at the examination indicated : > 


_’ ACADEMIC POSTGRADUATE DIPLOMA IN PUBLIC HBALTH.—A. O. 
Abushamma, René F. Barclay, S. Y. Bhagwat, *H. Binysh, J. F. E. 
Bloss, L. B. De Lanerolle, H. A. Dharamsey, J. E. G. Earle, L. G. 
Eddey, T. P. Eddy, S. J. Evans, A. F. Fowler, *A. W. Gilks,- 
A. H. Griffith, R. F. Guymer, W. G. Harding, C. H. Hoskyn, 
Esther Jackson, S. A. Jones, W. A. Karunaratne,-M. S. Kataria, 
D. A. Kuruppu, M. G.. Langdon, P.-A. Lee, R. N. C. McCurdy, 
J. C. McDonald, T. C. Macdonald, J. J. McNair, J. R. Mayers, 
Isobel S, Mowat, G. M. O'Donnel, C. E. Phillip, Isabella M. 
Pinkerton, J. St. C. Polson, R. H. Pratt, P. G. Roads, C.’ L. E. H. 


. Sharp, R. A. G. Smith, D. G. Snell, W. B. Thorburn, R. N. Wilson. 


Reid, A: W:.Reid, J. M. Reid, B. J. Reilly, A. A. Robertson, AiK.. 


"Ross, P. Roughead, J. R. Roy, T, S. Russell, `T. C. Rutledge, Jessie.L. 


Sharp, A. Silver, R. G. Sinclair, G. D. Smellie, C. McP. Smith, 
Joan E. Smith, W. D. Smith, Sheila W. Soote, R. H. Stewart, W.O. 
Stewart, D. S. Strachan, G. H. Swanson, Vera “Taylor, Elizabeth D. 


- M. J. Thomas, A. S. Watson, Sheila M: Whiteside, J. R. M. Wilson, 
R. B. Wilson, W. Wilson, G. B. wae G-L. Wylie, Mary W: Young. 


~ 
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UNIVERSITY ‘OF DUBLIN 


ScHOOL OF Prysic, TRINITY GoLLEGE 


The following seudiuals have Degn approved „at the examinations 
indicated : af 


M.D.—R. A. J. Holmes-levers, P. J. ‘Mullaney. ` 
M.B., B.Ch., B.A.O—D. W. Beckett, W. G. T. Bell, F. G. o. 


~ 


a 


Burrows, Dorothy J. Cartmill, C. G. H. Charlton, R. P. A. Coffey, - 
R. S. Crone, W- P. C. Deely, E. W. Eppel, B. B. Fazackerley, - 


T. G. Feeney, ! Audrey. M. Franklin, 'R.. J. M. Fry, 7Agnes C. 


. Good, C. Harris, Wilhelmina Hutchinson, H. P. Isaacson, Beatrice 


P. Karmel, S. M. Laird, 7Thelma H.W. Morks, Sybil E. K. Oulton, 
1 2Fleanor B. Outon, W. Pappenheim, L. R. Robinson, Kathleen C. 
Rogers, - Eva Roith, C. F. Moas eee Saville, *S.- B. Sloan, 
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*Awarded a mark of distinction. 


UNIVERSITY’ OF MANCHESTER 


The following candidates have been approved at the examinations 
indicated : i ry 


'M.D.—J. Curry, B. H. Dawson, 1T. B. S. Dick, 'F. Howarth, 
*“W. E. Kershaw, F. Latham, F. S. Mooney, *P. H. Renton, 2E, P. 
Samuel, D. Sutton. - 

Ch.M;—R. H. Sewell. ~ 

FINAL M.B., Ch.B.— E. A. Allcock, * ‘Jean A. Lovatt, sw, J! 
Metcalfe, Mary A. Adlington, Anne R. Barlow,- ‘Jessie M. Beard, 
T. B. Benson, K . Bloor, Margery F. Blumberg, F. Bottomley, Jean 
M. Breakell, N. C. Brown, K. D. Buckley,’P. M: L. Burne, F. R. 
Calvert, Betty Carruthers, C. Cohen, P. Cuff, R. D- Currie, S. 
Dobson, Audrey E. Draycott, P. D. Drinkwater, ‘°J. B, Eagles, G. 
Fildes, Edith H. Grundy, G. Hudson, A. G. Jackson, G. Kettlewell, 
Kathleen M. Lord, I. Macpherson, Lavinia M. Mallott, -Marguerite 
Midgley,- Barbara Oidham, F. W. Oliver, Christine M. Parish, 
‘Marjorie E. Petch, N. E. Quin, Regina Reif, Marjorie Rivers, A. D. 
Robinson, M. Sandler, Jeanette ‘S. Shankland, D. P. Shepherd, 
Rosaleen E. Singer, I. A. Susman, R. M. Thomson, T. A. J. Thorp, 
Margaret R. Thoseby, Barbara J. Walker, Kathleen’ R. Walker, 
T. H. Whitaker, Olive C. Wilks, D. H. Yates. Part I: B. L. 
A anier D: Ashworth, R. D. Atherton, Constance M. 


a¢ 


238 -JuLy 23, 1949 > , UNIVERSITIES AND COLLEGES - ~~ 


: BRITISH i 
7 MEDICAL JOURNAL 








‘Bevan, G. Bills, Flora M. Bisset- Smith, S. M. Broman, P. INFECTIOUS - -DISEASES AND- VITAL STATISTICS 


Burgess, J. C; Canney, P. W. Carnie, Muriel D. Carr, G. Clarke, w t bel mmary of Infectious Disease and Vital Statistic 
Barbara M. Couldwell, D. Davies, B. Didsbury, J. Ellis, E. J- in ihe Brita teles dee of Infectious Diseases [No. 26 
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-D. M. Somerville, S. Stead, G. Sullivan, Hazel W. Symon, C. F. H. 
Vickers, Margaret R. Walley, G. M. ‘Watson, Sheila M. E. West, Cerebrospinal fever 





W. A. Whittaker, B` A. Wolfenden, D. Wolman, A. M. Womack. - Deaths 

DIPLOMA IN PSYCHOLOGICAL MEDICINE —Part I: M. M. Lidgate, Diphtheria 
A. Model. ` l : Deaths 
Gold medal. , "With commendation. *Second-class. honours.  Dysentery 
‘Distinction in medicine. ‘Distinction in surgery. “Distinction in , Deaths 


hygiene and preventive medicine. . i g i : Encephalitis lethargica, 


z ae acute 





ae : Deaths 
; UNIVERSITY GF WALES 2 
: > eee ? Erysipelas 
WELSH NATIONAL SCHOOL OF MEDICINE ` Déaths. ka 
On the recommendation of the Council of the Welsh National School Infective enteritis or 
of Medicine the trustees of the Mansel Talbot Endowment have diarrhoea under 2 
appointed Fred Grundy, M.D., D.P.H., D.P.M., to the Mansel Talbot D e s o ai 


Chair. of Preventive Medicine in the Welsh. National School of 
~ Medicine. Dr. “Grundy has been medical officer oË health to the Measles* 





~ Borough of Luton since. 1937. . k i l : - Deaths} 
: Mii Ophthalmia neonatorum 
Ste . : Deaths 
- UNIVERSITY OF LIVERPOOL ° y 


; _ Paratyphoid ore 
The following -candidates. have been approved at the examinations ” Deaths _ - 


indicated : w= _ ~ Pneumonia, influenzal ; . 
M.D.—C. V. Donnelly, J. G. P. Jones, Edith M. McConnell, P. L. ge (from influ- 
Robinson, W. Sircus, A. H. Williams. RASEN a 
MASTER OF RADIOLOGY. —Part I: J. Ainsworth, Constance M. Pneumonia, primary .. 
Davis. Part. II: J. F. Daniy. W. J. L. Francis, B. B. Harrison, ' Deaths . 
W. Kulke, J. P. MacLaughlin, A . S. Whitehead, F. B. Wright. Polio-encephalitis; acute 
.M.B., Ch.B.—'*Brenda M. Heathcote, 3 7W. B. -Jennett, Deaths ; 
137, C. "Richardson: Part Il (Old Regulations): Margaret Addison, Poli i 
D. U. Bloor, Rosemary -J.‘Bolam, R. Bradshaw, K. W. Brewster, P. ` Death caus; sate 
Burrows, Anthea M. Bushby, Jean’ O. R. Carmichael, Mary I. 
Charlesworth, Jean M. Collins, Beryl C. Davies, Catherine M. Puerperal fever : _ 
‘Durkin, W. Ellis, O. L. Evans, Shelagh J. Fair, G.-H. FletcKer, Deaths 
R. I. Green, I. W. Griffith, Margaret E. Hall, D. B. Hargreaves, Puerperal pyrexiall 
J. F. Hobson, W. M. Hunter, P. Hurst, Margaret L. Johnson, J. L.. Deaths . 
Jones, R. E. Jones, R. H. Jones, Margaret Knox, Margaret A. Lees, Relapsing fever 
Halina Z. Lewinska, D. H. Lloyd, Marcia McArthur, Audrey M. L. Deaths p : 
Owens, Ethel Owens, W..R. roe S. Plumpton, Sheila M. Pope, =<—-————---—--_—_+|—= 
Ursula C. Pope, J. N. Rimmer, R. K. Rimmer, Myfanwy R. H. ar be iewe 
Roberts, E. Rogansky, H. U. Shaw, -Pauline R. Sullivan, J,C. Taylor, TEPE 
R. P. Watkins, D. L. Williams, J. A. Williams., _ Passed in Separate Smallpox as 
Subjects: D. J. Adams, Dorothy M. Broadhurst, ‘and J. S. Endbinder Deaths 
(Surgery, Obstetrics- and - Gynaecology); Lily 1. Chesham and C. Typhoid fever .: 
Griffith (Medicine, Obstetrics and Gynaecology)? A. J. Cunningham, ’ ‘Deaths i 
- -Betsy E. Davies, E. J. J. Dayies, and B. J. Maxwell (Medicine, Typhus fever 
- Surgéry). ' "Deaths 
DIPLOMA IN Pusuic HEALTH —D. J. Cusiter, Elinor M. Evans, ————— 
S. Ghousuddin, K. G. Koshi, D. A. W. Nugent, G. P. Reed, H. D. hoor me scouet* 
Sutherland, W. F. Wille. 7 








Deaths (Q-1 year 








‘1With second-class honours. aWith distinction in obstetrics and Infant mortality rate 
gynaecology. 3 l (per 1,000 live births); 
: ° 7 a 3 Deaths (excl till- . 
pï p j a Eines .+~| 4,192] 707| 555| 168] 106] 3,867] 607| 522| 182| 118 
ROYAL COLLEGE OF OBSTETRICIANS AND ' Annual death rate (per . 
GYN AECOLOGISTS 1,000 persons living) : e 10:5] 11-4 
At a special meeting of the Council held at the College House on gy lee per 1,000 7,618 1212 891) 446 257 8,006)1275) 971) 485) 253 
July 5 with the President, Sir William Gilliatt, in the chair,. the >~ persons living . 19°6] 30-3 
Honorary Fellowship of-the College was conferred on Sir Henry Dale, PTET ea a ——|— 
O.M., F.R.S., President- of the Royal Society of Medicine, and on Rate per 1,000. total 
Professor J. E. Heyman, of Stockholm. births Gncluding 
The following were admitted to the Fellowship of the College : stillborn) .. 
' i H. L. Sheehan, D.’ F. Standing. £ M Sad oe Gough are E d and (ie ecicene 
The following were admitted:to the Membership of the College: | Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
- G. C. Brentnall, J. ECA C. Mukherjee, E. I. Ostry, H. t Deaths from measles sand scarlet fever for England and Wales, London 
Renton, D. B. “Stewart acks. - ; (administrative county), will no longer be pu e 
The President formally presented the prize for an essay on“ The A prami? Torm- tor England and Wales, London (administrative 
_ , -Physiology of the Third Stage of Labour ” to Dr. Jean R. C. Burton- § The number of deaths from poliomyelitis and polio-encephalitis for England 


” Brown; the prizé was-shared equally with Dr. David Shaw, whose and Wales, London (administrative county), are combined. 
essay was on “The Management of the Third Stage of Labour.” ll Includes puerperal fever for England and Wales, Eire, and Northern Ireland. - 
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| _ EPIDEMIOLOGICAL NOTES 


` ` Food Poisoning in Yorkshire - 


On July 2, 332 cases of food poisoning occurred _among 
school-children. at Settle, Yorkshire. -Salmonella “ty phi-murium 


was isolated.- The symptoms were fever, headache, prostra- . 
In the mildest cases 


tion, bellyache, vomiting, and diarrhoea. 
the symptoms were constitutional rather than- related to the 
abdomen, and were attributed at first to the heat of the sun-or 


in one case to teething. Most-cases were mild to moderate, but, 


in the more severe, frequent stools weré passed containing blood 
There -were no deaths. On June 30 Farm A, 
which supplied school milk, was short of the‘required quantity 
and bought some from Farm B- A cowman at-Farm B had 
been ill with diarrhoea and vomiting during the week but had 
carried on with his work: it was hay-making time.and everyone 
was very busy. The milk from Farm B was ‘stored overnight 
in a refrigerator and distributed with milk ffom Farm `A to 
schools in Settle Rural District on July tł- There were no cases 
in Skipton Rural District, which received unmixed milk from 
Farm A, and no cases on Farm A’s milk round. There were 
three mild cases on Farm B’s milk round and two moderately 


-severe ones on the farm itself. Salm. typhi-murium was isolated 


from a case on Farm: B, from a sample of the school milk 


supplied on-July 1, from four out of six empty but unwashed _ 
milk bottles, and from the stools of selected cases among the 


school-children. l 
' Poliomyelitis - 

An increase in n the number of notifications of poliomyelitis has 

been reported for four consecutive weeks. -The trend of this 

disease is one of increasing incidence until the autumn, and it 


seems likely that a large outbreak, such as, was experienced in - 


1947; must be- expected. The number of notifications for.the 
24th to 26th weeks were 31, 44, and 56 in 1947 compared with 
35, 48, and 80 of this year. 


During the week the largest returns were Cornwall, 


_Camborne-Redruth U.D. 9; Yorkshire West Riding 9 ; Middle- 


sex 8; London 6 (Lewisham 3); Lancashire 5; Devonshire 4; 
Oxfordshire 4; Essex 3; Hertfordshire, Hatfield . R.D. 3; 


Gloucestershire 3. In Cornwall the disease. has chiefly attacked- - 


young children, and three-quarters of the first 12 notifications 


_ were of children ‘under 5. à 


Notifications in the week ended July 9 were poliomyelitis - ‘73 
{80), polio-encephalitis 4 (1). (Figures for the previous week 


._ are_in parentheses.) Multiple cases (poliomyelitis and polio- 


encephalitis together) were reported from the following 
counties: London 6 (6), Cheshire 2 (2), Cornwall 5 (9), Devon 
11 (4), Gloucestershire 3 (3), Hertfordshire 4 (3); Lancashire 5 
(5), Middlesex 5 (9), Nottinghamshire 3 (0), Southampton 2 (1), 
Warwickshire 3 (1), Yorkshire West Riding 10 (9), Glamorgan: - 
3 (1). 


The general picture of incidence is very different kom what 


"it was at the corresponding period in 1947. In 1947 the early 


rise in incidence was chiefly in the more densely populated 
parts of central England, with additional foci in north-west 
Lancashire (Barrow) and in Tyneside. 
there has been some increase of incidence in the central parts, 
the chief increases have been in the west and south. Notifica- 
tions in the West Riding of Yorkshire have risen to 10°(9), but ` 
otherwise the north has. remained remarkably free from the 
Another difference between 1949 and 1947 has been 
high | attack rates in relatively small and isolated communitiés. 


a Discussion of Table ; 

In England and Wales there was an increase in the number of ` 
notifications .of measles ` 121, whooping-cough 79, acute pneu- 
monia 42, and acute poliomyelitis 32; decreases were recorded 
for scarlet ‘fever 106, paratyphoid fever 18, and dysentery 17. 

` The largest increases in the notifications of measles were 
Warwickshire 103 and London 101, and the largest decrease 


_ was Kent 193. The largest variations in the local-returns of 


whooping-cough were increases in Lancashire 56 and Warwick- 
shire 25 and a decrease in Suffolk 25. The only considerable 
rise in. the- number of notifications of scarlet fever was 20-in 


London, and the largest falls were ‘Lancashire 34, Yorkshire - 


West Riding 33, and Warwickshire 28.- There was no great 


S ~ ` 


“This year, although . 


_ change in the local returns of diphtheria, but the disease was 


E slightly more widespread, and four more. counties reported a 


< case than in the preceding week: 

A further 9 cases of ‘paratyphoid fever were, notified in 
Durham ; the number of notifications in the three preceding 
weeks were 26, 28, and 15. The only important centre of 
dysentery was Lancashire 22 (Liverpool C.B. 20). 

In Scotland decreases were recorded in the number of notifica- 
tions of measles 121- and scarlet fever’ 29, while-increases were 
reported for dysentery 18 and diphtheria 13. The rise in inci- ' 
dence of diphtheria was spread throughout the country.’ The 
chief centres of dysentery were Glasgow 32, Edinburgh” 10, 
and Midlothian county 5. 

In Eire increases were reported in the number of notifications 
of measles 76 and-diarrhoea and enteritis 16. The increased 
` incidence of measles was general throughout the country except 
in Dublin C.B. The largest returns. were Dublin C.B. 136, 
Kerry, Listowel -R.D. 47, Cork C.B. 29, and Tipperary, 
Tipperary U.D. 21. Am increase of 10 in the notifications of 
diarrhoea and enteritis occurred in Dublin C.B. 

In Northerri Ireland a decrease occurred in the number of 


‘notifications of measles 16 and scarlet fever 28, while an 


increase of 8 was recorded for diphtheria. 


‘ Week Ending July 9 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 946, whooping- -cough 
2,183, diphtheria 103, measles 5,571, acute pneumonia 346, 
cerebrospinal fever 39, acute poliomyelitis 73, dysentery 59, 
paratyphoid 32, and typhoid 5. -Of the-477 cases of food 
poisoning 332 -were notified in Yorkshire West Riding, Settle 
R.D. (see above). 


` 


Medical News 


Leverhulme Research Fellowships 


The advisory committee, has recommended and the trustees 
of the Leverhulme Research Fellowships have approved the 
following awards for research tenablé for periods up to two 
years: Fellowship, Dr. 
treatment-of filariasis in Southern Sudan._ Research Grants, Dr. 
G. W. Harris, neural control of the pituitary gland; Dr. D. A. 
McDonald, the role of the hypothalamus and brain-stem in 
the regulation of the autonomic nervous system. Application — 
forms ‘and further information may be- obtained from the 
secretary, Leverhulme Research Fellowships, 7, Bedford Row, 
London, W.C.1._ : 





t 


. Hire Purchase Facilities 


The Medical Sickness Finance Corporation, whose chairman 
is Sir Cecil Wakeley, has been incorporated as a private lifnited 
company to give hire purchase facilities to medical and dental 
practitioners wishing to buy cars and equipment. The corpora- 
tion is a subsidiary of the Medical Sickness Annuity and Life 
Assurance Society, Ltd. Its address is 7, Cavendish Square, 
London, W.1. i 


Society of Medical -Officers of Health 


Dr. H. C. . Maurice Williams, O.B.E., medical officer of 
health for- Southampton, has been elected president of the 
Society of Medical Officers of Health for the year 1949-50. 


Gift of Medical History Journal 
Mrs: Josiah C. Trent, of Durham, North Garolina, U.S.A., 


has instituted an annual gift of 250 one-year subscriptions for 


the Journal of the History of Medicine and Allied Sciences. 
They will be allocated to all medical-schools in the U.S.A. and 
Canada. Recipients are to be selected from among those in 
the graduating class who have shown an interest in the 
cultural aspects of medicine. The late Dr. Josiah C. Trent 
was a founder of the journal and.a member of its board of 
editors. Recently the journal_came under the official sponsor- 


ship of Yale University School of Medicine. 


~ 
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H. M.. Woodman, chemotherapeutic `. 
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International Congress of Otolaryngology - 


The congress was opened by the Duchess of Kent on July 18 
at the Great Hall, King’s College, London. Thirty-nine countries 
were represented. 


+ 


-Tribute to “Sir Gordon Gordon-Taylor 


The April issue of the British Journal of Surgery is dedicated 
to Sir Gordon Gordon-Taylor, K.B.E., C.B., -F.R.C.S., consult- 
_ Ing surgeon to the Middlesex Hospital, ‘and includes an appreci- 
ation of his work in the field of surgery since he entered the 
Middlesex Beeps) as a student in 1898. 


~ 


Actonian Prize T \ 
The managérs of the Royal Institution have awarded the 


` Actonian Prize of one hundred guineas for the year 1949 to 


Sir Alexander Fleming, F.R.S., for his paper published in 1945 
entitled “ Penicillin—Its Discovery, Development, and Uses in 
the Field of Medicine and Surgery. ” The prize has been 
awarded every seventh year since 1838 under a trust estab: 
lished in that year by the late Mrs. Hannah Acton. 


Lecturing in Germany . = . 

-Dr. G. M. Findlay, editor of Abstracts òf World Medicine, 
is lecturing in Germany at the invitation of the Foreign Office 
on recent advances in knowledge of virus diseases. 


Council for Welfare of Handicapped Persons 


Lord Rushcliffe has resigned, owing to ill-health, the chairman- 
ship of the Ministry of Health Advisory Council for the Wel- 
fare of .Handicapped Persons. The Minister’ has appointed 
Mr. Edward Evans, M-P., formerly vice-chairman, in his place. 
The Minister has also appointed Alderman Mrs. L’Estrange 
Malone, chairman of the Welfare Committee of the London 
County Council, to be a member of the Advisory Council in 
placé of Councillor Douglas Prichard, who has resigned. 


Laboratory Examinations 


The Ministry of Health states that laboratory examinations 
of pathological material relating to outbreaks or suspected out- 
breaks of infectious disease, other than those occurring ‘in 
hospitals in which a pathologist is working, should be referred 
to the Public „Health Laboratory Service where possible and 
not be undertaken in hospital laboratories. If the Public 
Health Laboratory Service is not available within a reasonable 
distance, these examinations should be undertaken by hospital 
laboratories and charged to hospital funds. Any information of 
epidemiological interest should be:reported to the Public Health 
Laboratory Service and to the medical officer of health con- 
cerned. Examinations of specimens taken from material not of 


human origin should be undertaken by hospital laboratories only ` 


by arrangement With the Public Health Laboratory Service, the 
latter meeting the cost. 
ment need not apply to samples of water,: milk, food, etec., 
supplied to the hospital for its own use. The Public Health 
Laboratory Service will not be responsible for the payment of 
fees to a pathologist in private practice except where he has 
been.called in by arrangement with that service. The term 
“infectious diseases ” excludes venereal diseases and tubercu- 
losis in institutional cases. Examinations in_ these cases are 
normally a hospital responsibility and are undertaken by the 
Public Health Laboratory Service only by spena arrangement. 


- COMING EVENTS 


Veterinary Congress 

The 14th International Veterinary Congress will be held on 
Aug. 8-13 at the Central Hall and Church House, Westminster. 
Subjects to be discussed include the control of bovine 
tuberculosis, Brucella abortus infection, and‘ meat inspection. 
Information may be obtained from the National Veterinary 
Medical eee 36, Gordon Square, Fondon W.C.1. 


Pag 


Air Medicine ` e . 

The 20th Annual Convention of the Aero Medical- Associa- 
tion will be held at the -Hotel Statler, New York City, on 
Aug. cs 1. 


~ 
` t 


~" be opened by M. R. Fontaine (Strasbourg) ; 


Unless the hospital wishes. this arrange- . 


- 


South African Medical Congress 

The Medical Association of South Africa will hold its 37th 
medical congress and 16th annual scientific meeting at the 
University of Capetown, Rondebosch, on Sept. 19-24. Parti- 
_culars may be obtained from the honorary organizing secretary, 
37th S.A. Medical Congress, Medical House, 35, Wale Street, 
Capetown. 


International-Society of Surgery : 

The thirteenth congress of the International Society of 
Surgery will be held at New Orleans, Louisiana, U.S.A., from . 
Oct. 10 to 15 under the presidency of Professor G. Grey: Turner- 
(chairman of the British Executive Committee), when the 
following subjects will be discussed: “The Surgery and Patho- 
logy of the Pancreas, especially in Relation to its Endocrine 
Function,” to be opened by Professor Ian Aird (London) ; “ The 
Surgery of -the Parathyroid Glands,” to be opened by Pr. 
Paolucci (Rome); “ The Surgery of the Suprarenal Glands,” to 
“The Pathology 

and Surgery of the Pituitary Gland,” to be opened by M. Paul 
Martin (Brussels); “The Treatment of Post-operative Throm- 
bosis and its Sequelae,” 'to be opened by Ðr. A. Ochsner and 
Dr. de Bakey (New Orleans) ; “ The Causes of Recurrence after 
Operations on the Biliary Tract,” to be opened by M. R. Demel 
(Vienna). Members who wish to take part in discussions are 
reminded that their names should be sent without delay to 
“Dr. Dejardin, Secretary-General, 141, Rue Belliard, Brussels, 
Belgium. Members are individually | responsible for making 
their own- travel arrangements, whether by the route outlined 
in the official programme or otherwise. 


SOCIETIES AND LECTURES 


Tuesday ; 
RUE or ` UroLoGY.—At St. Paul’s Hospital, Endell Street. 
London, W.C., July 26, 11 a.m., “ Sociological Problems in Rela- 
tion to V.D.” by Dr. R. Lees. l ~ 


Wednesday , 
enum OF UroLoGY.—At St. Pauls Hospital, “Endell Street, 
London, W.C., July-27, 11 a.m., “ Psychological and Medico- ae 
Aspects of V.D., F by Dr. W. N, Mascall. 


Thursday 

INSTITUTE OF UroLocy.—At St. Paul’s Hospital, 
London, W.C., July 28, 11 a.m., “ The Problem of Leucorrhoea, 
by .Dr. W. N. Mascall. 


t 


Endell Street, 


x i `~ 


Friday 
BIOCHEMICAL SociETY.—At’ Biochemistry Department, University 
oes Dundee, Juy. 29, 11 a.m., 278th meeting, Papers will be 
rea 
s Saturday 
MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISRASES.—At 
Leicester, July 30. Presidential address. 








BIRTHS, MARRIAGES, AND DEATHS 


> BIRTHS / 


Essex-Loprestii—On July 11, 1949, at Birmingham, to Muriel (née Harrop), 
M.B., B.S.. D.R.C.O0.G., wife of Mr. P. Essex-Lopresti, F.R.C.S., a sister 
for Timothy—Catherine. 

Harper.—On July 5, 1949. at Swindon, to Dr. Marita Harper (née Shattock), 
wife. ot Dr. Eric Harper. a daughter. 

McDonagh.—On July 10, 1949, to Dr. and Mrs; McDonagh, Stanley, Perth, 


a daughter, - 
R $ MARRIAGES 


Brennan—Reed. —On June’ 18, 1949; at St. Marks, North Audley Street, 
London, W., Squadron Leader Terence N. N. Brennan, M.B., B.Ch., to 
Mrs. Betty Reed, “Cambridge, widow of the late Lieutenant E. J. Reed. 


E DEATHS 


` Brown.—On-July 13. 1949, at Grosvenor Villa, Gullane, East Lothian, Robert 


Archibald Brown, M.B., Ch.B., Surgeon Captain R.N., retired. 

CampbelL—On June 19. 1949, at Phoenix House, Sutton Oak, St. Helens, 
Lanes, Donald Campbell, M.R.C.P., aged 66. 

Carre-Smith.—On July 14, 1949, in London, Herbert Lovell Carre-Smith, 
M.R.C.S., L.R.C.P., aged 80. 

CoRier.—On July 11, 1949, 
L.R.C.P.. L.R.C.S.Éd., aged 

Cooke.—On July 13, 1949. at 48, Kingston House; London, S.W., Sir James 
Douglas Cooke, F.R.C.S., aged 70. 

Fisher.—-On July 13. 1949, at Lynton, Cheltenham Road, Gloucester, Theodore 
Fisher, M.D.. F.R.C.P., aged 86. 

Gerrie.—On July 4. 1949 at Harrogate, John Gerrie, M.B.. Ch. B., F.R.C S.Ed., 
of 2, Queen’s Gardens, Aberdeen. 

Gcourtay.—On July 15, 1949, at Rathmore, Elgin, Frederick Gourlay, M.D., in 
his 82nd year. 


ae Lancing, Sussex, William Arthur Collier, 
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- Any. Questions? =<. 








c Correspondents-should give their names and addresses (not for 


mm a eee, 


- needed post-operatively ? 


publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. ~ 


& 


i Vitamin C in Fresh Fruit - . 


Q.—Is there any evidence to support the view that the 


vitamin-C content of fresh fruit is mainly to be found just under 
the peel or skin or actually in it? Is it’a fact that bananas 
and fresh strawberries contain negligible amounts of vitamin.C ? 


A.—There is experimental evidence that ‘the vitamin C of 


apples is found mainly in the tissues underneath the skin. The- 
vitamin-C content diminishes ‘fairly rapidly from the skin .in- | 


wards. The amount in the cuticle is not great,.but much would 
be removed in peeling in the ordinary way.: There is little 
experimental evidence about the vitamin-C content of different 
parts of the pear, which is poor in this substance. 
tion would not apply to fruits like the orange, or to soft fruits 
which are wholly edible. The vitamin-C content of apples varies 
`- widely from about 25 mg. per 100 g. for the Bramley Seedling 
to about 8 mg. or less for, the Worcester :Pearmain. The 
banana has about, the same amount of: vitamin C as apples of 
the latter. type. 
„richest in Vitamin C, with about 60 mg. per. 100 g.—that is, 
second only to the blackcurrant, with about 200 mg. -It ts, on 
‘the average, superior to the orange, with about 50 mg. 


i Epidermophytosis 2 i 

Q.—What is the risk of -contagion from epidermophytosis 
between-the toes? The problem arises especially in connexion 
with children sharing bedrooms. during’summer holidays. Is 
the risk lessened as time passes? What is the treatment, and 
is any form of prophylaxis possible-? ~. 


_ -A.—It-should be mentioned that the, majority of patients 
‘referred to dermatologists as suffering from epidermophytosis 
prove to have pompholyx of constitutional origin. Confirma- 
tion of diagnosis by microscopical examination and culture is 


desirable. Risk of contagion is great, especially, through contact, 


in bed. It is much reduced by parasiticidal measures, the wear- 
ing of protective socks in bed and of sandals about the house 


and bathroom, and the use- of toilet powders containing 2%- 


salicylic and boric acids in talcum between the toes by day. 
Reference may be made to questions in the Journal of June 5, 
1948, p. 1120; Jan: 22, 1949, p. 164; and Feb. 19, 1949, p. 331, 
_concerning -other prophylactic measures. Modern treatment 
with fatty acids and their esters, such as undecylenic, propionic, 
and caprylic acids, is very effective.- There are many suitable 
preparations on the market. _ fa, f° <g> 


Complications of Treatment of Varicose Veins 


Q.—Could you give me any statistics relating to the incidence 
of pulmonary embolism and other potentially fatal complica- 


“tions following ligation: and injection treatment of varicose 


veins? Is it customary to-keep the: patient. in bed for any 
length of time after the operation, or is the modern method to 
allow active exercise. immediately? Also are anticoagulants 


Aw Statistics on this point are not -readily. obtainable, but 
nevertheless deep femoral thrombosis and fatal pulmonary 





embolus do occur and are reported at coroners’ inquests. ' 


Further causes of: death are anaphylaxis and suppression of 
urine, which may be due_to the injected solution. Violent 
haemorrhage from the ‘slipping of a ligature may also be 
directly fatal or predispose-to later embolism. Ambulation 
immediately after operation is imperative if deep thrombosis 
and embolism’ are-to be avoided. Operation and injection 
‘should not be undertaken in those whose family and personal 


- 
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_ ‘ANY QUESTIONS? 


The ques- - 


` days is considered as á positive’ reaction. 
~ negative reaction in only 4.25% of thyrotoxic patients, and he 


Of. native fruits the strawberry is one of the- 
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history reveals several repeated thromboses so easily provoked 
as to justify the diagnosis of thrombophilia. Intervention in 
these patients may cause death or disablement from venous 
thrombosis, or may be followed by arterial involvement with , 
loss of a limb. : è 

‘Anticoagulants are essential if deep thrombosis or embolism 
has occurred, starting with 45,000 units of heparin and 300 mg. 

„of dicoumarol for two days and then continuing with amounts 
of dicoumarol adequate to increase the prothrombin time by 
120%..- When the clotting is under control, ambulation can be 


. resumed. - 3 


Bram’s Test for Hyperthyroidism 


Q.—What is Brams test for hyperthyroidism, and how is it 
applied ? an “8 

A.—Bram’s test for hyperthyroidism depends on his observa- 
tion (Med. Rec., N.Y., 1920, 98, 887) that 95% of thyrotoxic 
patients can tolerate large doses of quinine without evidence of 
cinchonism. In his book Exophthalmic Goitre and its Medical 


. Treatment (london, Henry Kimpton, 1936) he suggests that 


the patient should be given 12 capsules, each containing 10 gr. 
(0.65 g.) of quinine- hydrobromide or sulphate. The patient 
is instructed to take one of these capsules three times daily, and 
the non-appearance of symptoms of cinchonism within four 
_ Bram obtained a 


believed that tolerance of quinine and basal metabolism run 
parallel. . = i 


Muscae Volitantes 


‘local- treatment for muscae 
t 


` Q.—Is there any general or 
volitantes ? 


A. 





Muscae volitantes. are -generally of a septic, haemor- 


- rhagic, or degenerative origin. In the first two instances success- 


ful treatment of the cause will prevent further increase in the 
muscae. ‘The elimination of muscae is a difficult matter. 
Potassium iodide-by mouth is sometimes useful, and the muscae 


_ are much less obvious if glasses :properly.correcting the focus 


are worn. ‘ Subconjunctival injections of hypertonic saline, etc., 


- seem to have no effect. In traumatic cases with a haemorrhagic 


origin aspiration of a moderate quantity of vitreous sometimes 
helps (50% of cases in the writer’s experience). For the type 
due to degeneration of the vitreous no treatment is effective. 


oo i Intestinal Haemorrhages 


~ Q.—Within. 12. months an.unmarried female aged 24 has had 
three severe intestinal haemorrhages, .which occurred without 
warning. There is no history of dyspepsia, nor has she any 
abdominal symptoms. No abnormality, has been found on 
x ray or proctoscopy, or at laparotomy. She has suffered from 
a minor degree of spondylitis for the past 10 years. Can you : 
suggest a diagnosis and treatment ? 


A.—The most likely cause of severe intestinal haemorrhage 
in a woman of- 24 is ulceration associated with ʻa Meckel’s 
diverticulum, but this presumably-has been excluded by lapa- 
rotomy. Other possibilities include hiatus hernia of the stomach 
—in’ these’ cases haematemesis would be more likely than 
melaena—and simple tumour of the small intestine ; lipoma, 
fibroma, and leiomyoma can all cause recurrent haemorrhage 
and, if small, might be missed at laparotomy. Telangiectasia of 

-the gut, if part .of: the ‘familial haemorrhagic telangiectasia 
(Rendu-Osler-Weber disease), is likely to be associated with 
epistaxis. = 

~ Further investigation of this case should include a barium 
meal for small-intestinal pattern and to exclude hiatus hernia ; 
gastroscopy ; examination of stools for ‘occult blood to see 
whether the bleeding persists; and, should massive haemor- 
rhage occur again, a laparotomy at the time of bleeding so 
that the level of haemorrhage in-the gut-can be ascertained. 
The following references may be useful: Eads, J. T., 1946, 
J: Amer. ‘med. Ass., 131, 891; Kennedy, H. P., 1947, New 
Engl. J. Med., 237, 180; Allison, T. D., and Babcock, J. R., 
1948, Ann. Surg., 127, 754; Baker, H. L., and Halley, H., 1946, 
Ann! Surg., 123, 1067. `- - e 
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'. Valsalva Experiment 


Q.—Can you give the physiological explanation of the after- 
dinner trick whereby the victim is rendered temporarily uncon- 
scious by strong compression of his chest, held fully expanded 
in deep inspiration, by the interlocked encircling arms of the 
operator? I have seen this performed only once, when the 
victim became unconscious for a few seconds after compression 
for about half a minute. He gave a slight convulsive jerk 
before regaining consciousness, which was- immediate and full. 
The pulse was slow, full, and. regular, and there was no after- 
effect or ill feeling.of any sort. I have’found no record of 
tragedy, but I feel that this 
dangerous. 


A.—It is possible to render a victim unconscious by strong 
compression of the chest aided by his natural reaction, which 
consists of forced expiration against a closed glottis. This is 
the Valsalva experiment, and if carried out sufficiently vigor- 
ously it halts -the circulation, the intrathoracic pressure being 
so greatly raised-as to prevent cardiac filling: In such 
circumstances loss of consciousness must be associated with 
absence of the pulse. The procedure is unlikely to be dangerous 


“in healthy subjects, for the circulation is fully restored immedi-, 


ately the individual is released. 


e -f ‘ 
Delirium Tremens : = 


Q.—What is the best treatment for delirium tremens ? 


A.—It is perhaps best to tide‘the patient over with small doses 
of alcohol and intramuscular- injections of paraldehyde in doses 


‘N 


` of 2 dr. (8 g.) repeated at four-hourly intervals if necessary. 


Any form of adequate sedation will relieve delirium. 
\ Fes 


~ Persistent Abdominal Sinus i i 


Q.—A bout a year ago a classical caesarean section was carried 
out in a woman, of 22 with contracted pelvis due to spastic 
hemiplegia. The uterus was emptied and sutured with silk 


mattress sutures. The puerperium was uneventful except for a. 


stitch abscess in the abdomen, which resolved after treatment 
by fomentations. The uterus involuted satisfactorily, though 
there is slight menorrhagia. After three months another abscess 
developed in one of the abdominal sutures and a piece of cat- 
gut was extruded; this was followed by a sinus which has 
persisted, and through which bleeding has occurred during the 
last three menstrual periods. Recently one of the uterine sutures 


` was extruded through the sinus, which still persists and remains 


troublesome. What is the prognosis, and what further steps ‘do 
you recommend ? i 


A.—This patient would appear to have either a uterine fistula 
or an endometrioma of the abdominal wall, or both. - A spon- 
taneous cure is now unlikely, and there is little to be said for 
continuing conservative measures. Any operation, however, 
should be conservative in nature and should aim at complete 
excision of the scar and sinus and the restoration of normal 
uterine function. Preliminary studies by means of radio-opaque 
media injected along the sinus track, and also-into the uterine 
cavity through the cervix, would probably, be helpful. The 
operation is likely to be difficult and should be carried out by 
an experienced gynaecologist: ` 


NOTES , AND COMMENTS 


Dicoumarol and Prothrombin Level.—Dr. G. A. MATTHEWS 
(Hemel Hempstead, Herts) writes: I was surprised to see in “ Any 
Questions ? ” (July 2, D. 38) an answer mentioning the use of Russell 
viper venom for measuring the prothrombin time of patients on 
dicoumaro] therapy. It has been conclusively shown! that Russell 
viper venom, when used as a thromboplastin, does not measure the 
prothrombin content of plasma, and_that-the coagulation times 


obtained with this thromboplastin bear no recognizable relationship | 


to the availability of prothrombin in a patient under treatment with 
dicoumarol. It follows from this that to attempt to control 
dicoumarol therapy by means of Russell viper venom as a thrombo- 


plastin ean be positively dangerous, as several workers have. 


discovered,?* though the blame_is often wrongly put on the 
use of dicoumarol. Dicoumarol therapy is a safe procedure when 
brain thromboplastin is used, as in.Quick’s one-stage technique-of 
measuring prothrombin times, ag has been shown in my laboratory 


+ 


P ` 


` 


procedure must be potentially ` 


during the past two years. I trust, Sir, that you will see that steps are 
taken to correct the dangerous advocacy of a discredited method. of 
controlling ‘dicoumarol therapy. ee 
Dr. A. F. Mowun (London, N.19) writes: There-is now 
sufficient evidence’ available to justify the statement that the 
use of viper venom as a source of thromboplastin is fraught with 
danger to the patient, in that this reagent may on occasion fail to 
disclose that the prothrombin time is in fact approaching, or has 
already reached, a dangerous prolongation. Alternative reagents 
have hitherto consisted of saline extracts of acetone-dried human or 
rabbit tissue (usually brain). These are free from what has become . 
Known as the “ viper venom effect.” An even simpler form of extract 
has been devised by Dr. M. Toohey, of New End Hospital, Hamp- 
stead (personal communication). I understand that an account of 


_ this is in the press. Finally, I should like to express my personal 


opinion that your reply to the question would bave performed a 
real service to clinicians and pathologists if it had confined itself 
solely to the statement that the control of dicoumarol therapy is 
achieved by aiming at keeping the patient’s prothrombin time within 
the range of one and a half to two and a half times the normal 
control time, using the same reagents. It is still not sufficiently 
appreciated that “ prothrombin indices *’and “ prothrombin percen- 
tages ” are calculations whose only basis is the measurement of time. 


_ No adyantage is gained by elaboration of the basic data. The calcu- 


lating of “ prothrombin percentages ” implies that ‘prothrombin is 
a chemical individual, and that saline dilutions of normal plasma truly 
imitate plasmas from patients receiving dicoumarol: neither of these 
implications can be substantiated—they are therefore not only 
unnecessary but possibly misleading. Although the chemistry of the 
prothrombin time reaction is obscure, the principles of the control of 
dicoumarol treatment are clear and well substantiated: Use a potent 
thromboplastin other than viper venom; measure the prothrombin 
time of the patient’s plasma and ‘that of a normal control plasma 
(both within three to four hours of removal of the blood); regulate 
the dosage of dicoumarol with the aim that the time ratio shall lie 
between one and a half and two/and a half. The method of collection 


of the blood and the interpretation of the results call for personal 
collaboration between pathologist and clinician. . 
ae : REFERENCES ~ 2 
1 Biggs, R., and Macfarlane, R. G. (1949). J. clin. Path., 2, 33. 7 


2 Lempert, H. (1948). British Medical Journal, 1, 125. p 
3 James, G. A. (1948). Ibid., 1, 475. 


Transient Giddiness.—Dr. Davin Cowan (Johannesburg) writes: 
In “ Any Questions ? ” (May 28, p. 968) a question was asked on 
fhe causes and treatment of momentary transient vertigo. A 
possible cause not mentioned in your answer, and one I have met with 
on several occasions, is:that of cerumen in the ear, deep enough 
presumably to cause pressure on the tympanum. Syringing gives 
complete relief, : $ : 


r Corrections 


The report of the meeting of the Section of Ophthalmology held 
on June 30, which appeared in our issue of July.9 (p. 92), incorrectly 
summarized Dr. Alice Carleton’s views. The last sentence reporting 
her observations does not represent her opinion. i 


In the account of the combined meeting of the Sections of 
Obstetrics and Gynaecology and Dermatology held on June 30, 


, Which appeared in our issué of July 9 (p. 88), Dr. Elizabeth Hunt 


is incorrectly reported to have said that in her experience psychogenic 
càuses of pruritus vulvae were rare. In fact she said that pruritus 
vulvae due solely to psychogenic causes was in.her experience rare. 


In the report (ily 16, p. 165) of Dr. W. Pointon Dick’s remarks 
during the discussion on tuberculosis and occupation at the meeting 
of the Section of Occupational Health it was stated: “In return 
visits it was found that the rate of new cases per 100 examined was 
réduced by'a third.” This should have read “ reduced to a third.” 
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PROBLEMS OF AGEING AND aesa SICKNESS* 


BY : eo 


j A. P. THOMSON, M.C., M.D., F.R.C.P. 
Professor of Therapeutics, University of Birmingham ; Physician, United Hospitals, Birmingham 


: The Problem 


In the short span of 150 years the progress of mediciné 
has been chiefly responsible for two distinct problems of 
population in Western Europe. In, Great Britain, for 
instance, during the first part of that period the reduction 


of infant mortality and the control of infectious disease ' 


led to a rapid and embarrassing increase in the number of 
youthful inhabitants—from about nine millions in 1801 to 


forty millions at “the close of the nineteenth century. . 


Decline of the birth rate and emigration checked the 
increase, but the astonishing advance of curative medicine 
in the past 50 years has so prolonged the ‘average duration 
of life that the total population is to-day Jarger by ten 
millions, and of the fifty millions in this country now no 
fewer than seven millions are over 60 years of age. As it 
-iS inevitable that in the immediate future the proportion 
of the aged will increase, and that the survival of indi- 
viduals with chronic maladies will be greater, the urgency 
of the problem of the proper provision for the chronic 
sick and aged needs no emphasis. It has not indeed been 
neglected: Within the past two years this College (1948) 
and the British Medical Association (1947, 1948) have pub- 
lished reports from special committees on the care and 


treatment of the elderly and infirm, and in addition there. 


have been a number of papers from individuals whose work 
- lies mainly in this field. The relevant literature is interest- 
ing and abounds with suggestions’ for reform. There is a 
general demand for better classification of the patients and 
for their segregation, like with like, in ,appropriate institu- 
tions ; 
sized, and a plea is made for the establishment of yet 
_another medical specialty in the shape of geriatrics. 

When I sought, however, for some factual and statistical 
analysis of, the patients now in the institutions and for 
precise information about how they got there and why they 
stayed so long I often sought in vain, though Affleck (1947) 
in his psychiatric approach to the problem included some 
valuable figures, to which I will refer later. Lack of dis- 
passionate statistical analysis is a weakness in these reports, 
and as there is nothing in the literature from the hospitals 
for the aged and chronic sick that compares, for instance, 
with Sheldon's (1948) account of the condition of the old 
people living in ordinary homes .in Wolverhampton I 


- *The first of two Lumleian Lectures delivered before the Royal 
College of Physicians of London on April 5 and 7. 


4 


the need for special housing for the old is empha-. 


d 
* 


decided to undertake an independent investigation ; in addi- 
tion it seemed probable that conditions would vary in 
different parts of the country. js 


The Position in the Midlands 


In the Birmingham Hospital Region, which includes five 
counties with a population of 4.2 millions, there are 50 
institutions concerned with the reception of the aged and 
chronic sick. Their variety is remarkable ; most of them 
are small and understaffed, with-old and dingy buildings 
and poor equipment. Some are parts of acute general hos- 
pitals ; none have been well designed for their present use, 
and the concern expressed by the Nuffield Surveyors for 
the fate of their patients was-amply justified. Most of 
these institutions have other functions, of which the most 
important is the accommodation of poor and homeless 
people who, though-not sick, are in general unable to fend 
for themselves: ; 

The number of beds available (apart from hose: for the 
insane and simply destitute) in these 50 institutions is 
5,780, and of these no fewer than 2,400 are contained in 
five large establishments in densely populated areas. For 
comparison’ the total available for general medical and 
surgical use in the acute hospitals is only 5,960, but in 
addition there are about 1,000 beds for the same purpose 
in the teaching ‘hospital. Briefly, of every 100 beds for 
general medicine and surgery in the region at least 45 are 
reserved for the chronic ‘sick. This large proportion was 
to me ‘surprising. 

Dr. -Richard Padley, of the University Department of 
Medical Statistics and Statistical Officer to the Regional 


_ Board, to whom I am indebted for these figures, also made 


an éstimate of the staff employed in caring for the chronic 
sick’ (excluding medical ‘and-laboratory services), and found 
at.the end of 1948 that 3,650 persons were so engaged. 
In other words 100 chronic beds required on average a 
whole-time staff of 61, made up as follows: trained nurses, 
4: assistant or other nurses, 21; domestic workers, 224 
laundry, 4; maintenance, 5 ; administration, 5. These are 
serious figures ; with an ageing population it is obvious 
that the staffs necessary for institutions of this kind may 
soon become a serious drain on the national reserve of 
”man-power. 

The field to be explored was so extensive and the prob- 


lems were to me so novel and perplexing that it seemed 
4621. ` 


` 


i 


id 


4 


244 Jury 30, 1949 


_ impossible to investigate all the institutions closely, and 
I decided to concentrate attention on the largest—the 


Western Road Infirmary in Birmingham—and to be 
content with occasional visits to others. 


First Impressions of Western Road 


My most vivid impression of the chronic wards of this 
hospital is of an atmosphere of profound apathy. The 
patients seldom spoke to each other; they rarely moved, 
and although there was a library service and newspapers 
were provided it was exceptional to see one reading. At 
first we thought that this unnatural calm was a consequence 
-of discipline imposed in preparation for our visits, but we 


Were assured it was not so and that there was nothing « 


unusual in it. Even when we were hours together in a 
ward and examined in turn every patient in it the prepotent 


. sense of still foreboding and quiet resignation endured. 


Contact with the patients was not difficult ; histories of 
their social background. and infirmities were mostly accur- 
ate and readily given, but what made them -remarkable 
was the conspicuous absence of emotional overtones as 
they recounted them. There was no bewailing of their fate, 


_no clamant sense of grievance, and they spoke of life’s 
adventure with the detachment of a disembodied observer 


rather than with the passion of a participant. One old 
lady told us a strange story of many years of colourful 
life breeding and breaking ponies in the Welsh Marches, 
of visits to country fairs to sell them, of strange adventures 
in wild country, and of independent freedom rarely to be 
attained in England now. An accident crippled her and 
she had been long in bed. Her face was immobile as she 
spoke; the glory and the zest had departed; she was 
interested mainly in her tea, which was a little late. Food, 
indeed, was their major interest; it was astonishing how 
much they ate. Nearly all of them were well nourished, 
and most of them were stout. The wards came momentarily 
to life at meal-times. . 

_ Apathy prevailed also in the large rooms for those who 
‘were able to’ dress and move about: they sat listlessly 
and in silence.; the men smoked as long as their tobacco 
lasted. In these rooms there was a striking difference 
between the sexes: the women were much more careful 
of their personal appearance; they were cleaner, their 
clothes were neater, and, they were more readily respon- 
sive when addressed. Nearly all the women had capacious 
bags in which they collected a strange and pathetic assort- 
ment of trifles of little value—fragments of food, bits of 
cloth, and empty boxes. Both rooms emptied several 
minutes before a meal, and. long queues were formed at 
the doors of the dining-hall, in which there was strict 
segregation of, the sexes; even the married couples did 
not sit together, and they rarely expressed any wish to 
do so. ` ; , 

_ We were warned that the prevailing calm was sometimes 
broken by outbursts of petulant: misbehaviour which were 


‘ commonly the result of childish jealousy, resentment, or 


misdemeanour. Pilfering was common.and led to trouble. 
The manner of the theft was often ingenious and’ astute. 


One man coveted the pipe that belonged, to another, who: 


also had half a crown. The pilferer, although almost 
incapable of movement, got up one night and stole the 
half-crown. A little later he bought the pipe with the 
money he had stolen from its owner. The men who were 
up and about had another interest besides food—they 


gambled. Nearly every morning there was an hour of’ 


feverish activity in which they studied the racing informa- 
tion and arranged their bets for: the day. The results they 
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heard on thé radio. Football pools were not neglected. , 
Officially their financial resources were limited to five 
shillings weekly allowed to them out of their old age 
pensions, but a few earned small sums in addition by 
doing odd jobs. They had considerable freedom, and when 
fit enough and in the humour they went into the city on 
social occasions; not ‘rarely they were drunk on their 
return. Some of the more adroit deposited their old age 
pension books with friends outside the institution and 
managed to retain the whole sum by drawing it when they 
went visiting. One old woman had defeated the regula- 
tions of authority in this manner for over two years; she 
had glorious “ blinds” on the proceeds and was a source 
of considerable trouble. In the acute wards the atmosphere 
was like that of.an ordinary general hospital. Most of the 
patients had been admitted from their homes but a short 
time before; they were interested, and still hopeful of 
recovery sufficient to allow them to gather up the threads 
of their customary way of life. It was here alone that we 
saw any evidence of anxiety; in the chronic wards there 
was the apathetic indifference I have described and in 
others there was frank psychosis, but in none of these was 
anxiety prominent. 

The records of the patients in the wards for the deterior- 
ated showed that many of them had passed from the acute ~ 
block to the chronic beds, where later they had developed 
incontinence or other unpleasant antisocial habits which 
led to their transfer to this final refuge. Whether the pro- 
cess of decay'is inevitable or whether. it is caused or 
accelerated by the apathy surrounding the chronic beds is 
a matter worthy of consideration. j 


Medical Treatment 

The medical treatment in Western Road Hospital was 
surprisingly good, although there were only five whole- 
time medical officers, including the medical superintendent, 
to care for 1,000 bedridden patients, and they had in addi- 
tion many other responsibilities—a large venereal depart- 
ment, 150 patients who were up and about but unfit to 
return to their homes, and 300 inmates, including provision 
for maternity, under the control of the Social Welfare 
Committee set up by the National Assistance Act. My 


‘registrars made frequent visits, took histories, and made 


clinical examinations of the standard usual in a teaching 
hospital, and each week the staff of the infirmary, my 
registrars, and I spent a long afternoon together in the 
wards comparing the result of our separate observations. 
It was rarely necessary to change a diagnosis or possible 
to modify treatment. A considerable amount of labora- 
tory and radiological investigation had been done in the 
departments of the Dudley Road Hospital close by. 


The individual case records were, it is true, brief and to 
the uninitiated almost incomprehensible, and they were, 
unfortunately, unsuitable for exact analysis. , 

In this connexion I have used the words “ medical treat- 
ment” in their narrowest sense to signify the therapeutic - 
use of rest and drugs, because in the infirmaries no other 
form of treatment is generally possible. In Western Road 
no masseuse: had worked for years; there was a room 
reserved for physiotherapy, but on the door-of it was the 
notice “ Do not enter,” and within was a heap of electrical 
apparatus apparently in good order. Rehabilitation could 
not be attempted, because there was no- staff and all the 
day rooms were full of beds; there was no occupational 
or diversional therapy, but a few women patients knitted 
and did needlework. I never saw: a man engage in any’ 
spontaneous activity in the wards. 
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Nursing . - 


Of the nursing in Western Road Infirmary I find it diffi. 
cult to speak with due'restraint. When we began otir, 
survey the patients were roughly classified thus: . . 


i ` 








Males | Females | . Total 
Group 1: Bedridden 393 550 '943 
E 2: Allowed up but unfit for transfer . 
omes without nursing care .. 67 > 73 -140 
s 623 1,083 
The number of incontinent patiente among l ae 
those confined to bed 295 457 


and “runners” were employed:to call nurses when and 
where they were most needed. Yet the work was done; 

we found the wards clean and the patients well tended and 
without bedsores. In the smaller hospitals classification of 


the patients was impossible, and we saw babies and young 


' children i in beds side by side with senile. dements. 


` In their quiet endurance and their efficiency, as in their 
triumph over discouraging - circumstances and lack of 
proper equipment, the nurses recalled the virtues of their 
fathers in the rank and file of the county regiments who 
held the trenches in Flanders in the campaign of 1914-18 
and saved Europe. ‘Certainly by their work they have 


‘ delivered the hospitals of this country from chaos, for ‘if 


In ‘addition there was a small maternity ward: and a 


considerable venereal-disease department. 

The number of full-time nurses was 181 ; 
besides 90 half-time nurses, and if they be'reckoned as the 
equivalent of 45 the total available was 226. Only 14 of 
these were State-registered ; ‘the remainder- were either 
assistant nurses or in training. i 

Thesé figures were given to us before we went into the 
wards, and‘ I was prepared for an unpleasant experience: 
it seemed certain that we would find bedsores, dirty beds 
with the inevitable foul smell, and general untidiness and 
lack of cleanliness. 

The truth was the exact reverse. The wards were dean: 
the beds were impeccably, made (indeed, as we found later 
when ‘studying consequent deformities of the feet,- they 
were too well made and too firmly tucked in), there was no 
smell or untidiness. We.were quite ruthless and perhaps 
a little rude in our first inspection ; we pulled down. bed- 
clothes here and there looking for bedsores and dirty beds 
and found none. There were only nine bedsores in the 
whole institution, and these were in cases of gross organic 
nervous disease in the last. stages. 


of whom 30 were incontinent ; they never stopped work- 
ing—they did not come to speak to the doctor of- the 
ward or to the matron unless ‘they were sent for; quietly 
and efficiently they went on- with their job. ‘In the i incon- 
tinent cases the backs “ were done ” every four hours day 
and night. 


The equipment of the wards was’ datpene bles basins 


with running water were few and far between, the sluice- . 


rooms were mainly archaic, though here and there a 
bed-pan washer had “been installed ; there. were no, pulleys 
over the beds; the baths were of the ordinary domestic 
type—the bedridden were wheeled to.them once a week and 
laboriously lifted in and still more laboriously lifted out. 
Many of the women patients could not.do.their own hair, 
and yet it was tidy and obviously tended regularly by the 
staff. At night one assistant nurse was in charge of the 
70 beds ; to turn a helpless patient she had to fetch a nurse 
from another ward and render her the ‘sime service in 
return. 


and we. were surprised at the extent of their knowledge of 
the social background and personal predilections of the 
patients. 

Conditions such as these are by no means ceniona 
In many institutions in the Birmingham Region they are 
much worse ; in few are they as good. For instance, at 
Exhall Hospital, in Coventry, there were only two resident 
nurses for 274 patients of the same sort: at night. there 
were often not enough to allow one to each ward of 50 beds, 


- 


there were . 


the infirmaries fail the work of the general hospitals will 
be speedily 'stifiéd by the accumulation of cases of chronic 
sickness in their wards. 7 

Rivers of ink have already flowed into the sterile sands 
of controversy about the nursing problem and I do not wish 
to add to them. I confine myself to the statement that the 
work of nursing in the hospitals of this country is most 
‘inequitably distributed ; that a disproportionately heavy 
burden is borne by the staffs of the institutions for the 
chronic sick ; that, despite neglect and poor equipment, the 
most heavily burdened have done their work efficiently 
and humanely, and their triumph owes little to theoreti- 
cal instruction, academic distinction, or flowers and 
shampoo-rooms in the nurses’ homes. 

These simple facts should be considered by those whose 
duty it ‘is to shape the future of. nursing. Kindness, cour- 
age, practical resource, and patient endurance of the routine 
of daily work are qualities more valuable in nurses than 
a superficial knowledge of the intricacies of anatomy and 
physiology.. It may be that the pursuit of a high average 
of academic attainment for State-registered nurses is a 
mistake. It might 'be better to select a small number for 
intensive training for positions of responsibility as sisters, 


Two nurses were on duty in wards containing 70 patients, ~ matrons, and administrators and to rely more on character 


and practical work in the wards as the test for registration 
for the great majority. Unless some change is made it is 
certain that for: many years defects of primary education 
will exclude a large number of excellent and intelligent 


' nurses from the ranks of the registered. In any event the 


condition of the sick in the infirmaries demonstrates the 
foolishness of the contention that the measure of the effi- 
ciency of the nursing staff is the average duration of the 
stay of the patients in hospital. 

The recently published Report of the Working Party on 
the Recruitment and Training of Nurses is not a distin- 
guished document, but paragraph’ 247 deserves notice for 
its almost incredible stupidity. It runs: “It is clear that 
for some time to come, owing to the shortage of trained 


` staff, ‘it will be. essential to continue to use the services 


The relations between the staff and the patients ‘ 
were good; in our later clinical examinations we heard. 
frequent spontaneous tributes to the ‘kindness of: the nurses, 


N 


at least of those assistant nurses now recognized and 
employed.’ Such evidence as we have been able to obtain 
points to the fact that useful service can be rendered in 
the nursing, of mental and tubercular patients and prob- 
ably also of fever patients and the chronic sick by persons 
who are not fully trained nurses.” For many years four 
out of five nurses responsible for the care of the chronic 
sick have not been fully trained.’ I have paid my tribute 
to their skilful and devoted work and hope they will not 
be distressed- by this slighting. reference in the report. 


| Tentative Conclusions Based on Pilot Survey 


Our preliminary survey was ‘undertaken to discover 
whether improvement in the staffing'and equipment and 
the application of the standards of investigation and 


~~ 
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RELATIVE AGE DISTRIBUTIONS OF PATIENTS IN WESTERN ROAD INFIRMARY 


Actual age of patients in hospital, Jan. 1949 


Age at time of admission of patients in hospital ; Jan. 1949 


= C] Ages of all admissions during i946 
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CHART. 1 


treatment of a good general hospital would be likely to 


ameliorate the condition of, the chronic patients to such 


a degree that they would be able to return to their own 
homes. We were soon convinced that, improvement of 
that extent is quite impossible for. the great majority, 


: although a number might be made fit enough for transfer — 
to institutions in which a more active and congenial life 


‘is possible than in a hospital for the chronic. sick. 


The reasons for that discouraging conclusion are three. 
First, nearly all the patients ‘are the victims of pathological 
conditions which are either degenerative or genetic in their 
origin and beyond the scope of therapeutics in its present: 
stage of development. Secondly, long confinement to bed 
without occupational or diversional therapy, without massage 
‘and passive movement: in hospitals so grossly understaffed 
that independent activity of any kind has been discouraged. 
for fear of accident, has led to rapid deterioration in the 
shape of contractures, deformities of 'the feet, and the 


-development of incontinence.” Thirdly, and probably the 


most important, is the subtle disintegration of human per- ' 


sonality that is so common in these patients: Many literally 
do not wish to leave the beds in which they have lain so 
long ; several refused admission to my wards in the General 


Hospital for the reasori that if they were cured they might © 


be compelled to'leave the infirmary and resume the struggle 
of life alone. Like T. S. Eliot’s women in the Cathedral 
at Canterbury, they did not wish anything to happen: they 
wished to be left to perish quietly. We had to comfort 
others by telling them that we had no intention or desire 
to discharge them before they would’ consent to give a 
history or co-operate in examination. Whether the estab- 
lishment of homes in which a certain amount of nursing 
and domestic help is provided would encourage many of 
these patients to leave the infirmaries willingly is a matter 
to be decided by trial. I am not very hopeful of the 


- result of such'an experiment.’ I feel that most of the 


inmates in the chronic wards must be regarded as a sad 


inheritance from a long period of neglect—like many of 


/ 


-Females 
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Pears TA me 


the deteriorated patients in the 

mental hospitals—and that the 

opportunity for effective treat- 

; ment has long since been lost. 

/ % te ' At this stage it was clearly 
necessary to check the accuracy 
of our impressions by reference 
to statistical control. My col- 
league, Professor Tr McKeown, 
of the Department’ of Social 
Medicine, with one of his senior 

` lecturers, Dr. C. R. Lowe, came 
to our help and devised record 

_ fortis suitable for mechanical 
sorting and analysis. The 
students ‘of the University of 
Birmingham made-us a grant of 

- £1,000 to pay the cost of. the 
investigation. At a later date 
Birmingham Regional Hospital 

, Board, at the suggestion of the 
Hospital Management 
mittee at Stoke-on-Trent, sanc- 
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Potteries, and soon we hope to. 
arrange another“ in the rural 
peace of Herefordshire. The 
final figures will be published, 
independently from the Depart- 
ment of Social Medicine, but by 
the kindness of Dr. Lowe I am able to present the 
results of a pilot ‘survey; based on a preliminary analysis 
of the records“ of 714 patients—318 male and 396 female. 
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Age, Mobility, and Mental Condition 

The. mean ‘age of the males is 74 years and of the 
females 76» 92% of the males and 95% of the females 
are 60 years and over; 70% of the males and 71% of 
the females are over 70 years ; and 27% of the males and 
37% of the females are 80 or over (Chart 1). The largest 
ten-yearly group for men is from 70 to 79 years and for 
women from 75 to 84; both these groups are 43% of the 
respective ‘totals. Clearly the outstanding. characteristic of 
the patients in this infirmary is advanced age.’ 

Of the 714 patients 394 were completely bedridden (49% 
of the males and 60% of the females); of the remaining 
320 only 56 men and 13 women were fit enough to’ venture 
out of doors. -, 

At the time of the survey we judged that all but 5% of 
the bedridden were beyond hope of rehabilitation, but 
unfortunately it was impossible to determine accurately 
what their condition had been at the time of admission. 
We believe that their complete disablement has been in 
some measure due to continued rest in bed and to a large 
degree has been aggravated by it, because later we found 
suggestive evidence that a considerable proportion of the 
patients had been admitted from their homes simply as a 
consequence of some domestic upheaval and not on account 
of deterioration oftheir condition. 

. Sixty-three per cent. of the men and 52% of the women 
were reported to be “occupied”, in the sense that they 
would occasionally read, write, knit, or help in the ward. 
My .own observation, already recorded, suggests that this 
estimate is “excessive. In Affleck’s survey at Leeds he 
included 788 patients in five separate and much smaller 
hospitals ; their age distribution and rough clinical classifi- 
cation corresponded well with ours, but the proportion of 
bedridden was much lower (in Leeds 33.9% of the males 
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and 41.7% of the females). Affleck does not give any 
figures of the nursing staff available, and it may be that 
the difference between the two, groups was due to greater 


_ activity in Leeds than was possible in ‘the wards at 


Birmingham. : 

“Mentally. we classified 32% of the rhales and 39% of the 
females as abnormal and in so doing ignored senile forget- 
fulness, irritability, and other minor .manifestations of 
elderly decrepitude ; we considered 25% of all the patients 
certifiably insane. These figures are in exact agreement 
with Affleck’s estimate of 37.3%, and give further support 
to the explanation ‘suggested by Lewis (1946) of the dif- 
ference between the first admissions to English and 
American mental hospitals of patients over 65 years of 
age. The difference is not in the incidence of psychosis 
but in the method of dealing with it. In England a large 
proportion of these cases are cared for in the hospitals for 
the chronic sick, and in America they are in the mental 
hospitals. In England many patients thus escape the 
statistical analysis of the Board of Control. . 

Affleck believes that the vast majority of the mental dis- 


. orders among the chronic sick are organic in basis, although 


* 


he admits thé possibility. of the importance of functional 
elements derived from hopelessness and lack of interest. 
The reason for his belief ig the undoubted fact that in 
nearly all these cases it is easy to ‘elicit evidence of somatic 
disease such as arteriosclerosis, cerebral thrombosis, and 
cardiac insufficiency. On the other hand, in ordinary clini- 
cal practice cases of that type are common with no evidence 
whatever of mental failure. i 

I confess that I am left with the uneasy suspicion that 
much of the psychiatric disorder in the institutions for the 
chronic, sick may be the result of their apathy and routine : 
no dogmatic statement, and indeed no opinion, is justified 
at the present time. What is needed is a systematic study 
of the mental and physical condition of the patients at the 
time of their admission to the infirmaries and of their 
subsequent progress. Such study has hitherto been impos- 
sible because the institutions for the aged and chronic sick 
have been neglected by both physicians and psychiatrists 
and because their staffs have been too small and too 
overburdened with routine work to undertake it. `` 


<’ ~ Marital Status =” 


Of the men 58% are widowers, and of the women no 
less than 73% are widows. Both these figures are sig- 
nificantly higher than those for similar age groups in the 
general population of Birmingham. The proportion of the 
unmarried in the infirmary is also higher than outside. 
The result is conveniently illustrated in Chart 2, which 
shows that, if a man or woman is married and the mate 
survives, the risk of ending his or her days in an infirmary 
is considerably reduced—a conclusion that may bring com- 
fort to those who worry -about the social institution of 
marriage. In Leeds only 34.5% of the men were widowers 
and 59.3% of the women widows. ) 


i Duration of Stay ` 


The mean duration of stay for males was 34 months and 
for females 37 months (the range in both sexes from 0 to 
184 years); 26% of the men and 28% of the women had 


`- been in the infirmary for more than three years ; 71% -of 


the women and 62% of the, men had been there for a year 
or more. These figures‘do not represent the work of the 


infirmary accurately; they leave an impression of a slow ` 


drift to inevitable death over a period of many months, 


and this is far from the truth. During 1948, for instance? 
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MARITAL STATUS (Patients 65 years and over)’ compared with 


1939 Nafional Registration, Birmingham. 
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there were 958 deaths in the institution ; of these 656 (68%) 
occurred within 100 days of admission and no fewer than 
548 (57%) within 50 days ; only 12% of those that died 
had been in Western Road for two years or more. Clearly 
an important part of the work was the treatment of acute 
illness in old people, and we decided to investigate this 
aspect of the problem more closely by reviewing the sub- 
sequent history of every patient admitted during one year. 
Mr. Broad, the clerk in charge of the records at the 
infirmary, who had already supplied us with the figures 
relating to the deaths in 1948, undertook the formidable 
task of preparing a summary of the case histories of 2,478 
patients admitted between Jan. 1 and Dec. 31, 1946 
(Tables I and II and Chart 3), and Dr. Padley has provided 
me with the following analysis: 


TABLE I.—Admissions, Western Road Infirmary, 1946 


























Age Males Females ? Total 
Under 50 260 (17:7) 124 (12:3) 384 (15+5% 
50-59 `.. 199 13.365 75 (7 497) 274 11-1543 
60-69 357 (24-3%) 218 (21-6%/ 575 (23-257) 
70~79 493 (33-58) 384 (3-17 877 (35-497 
80+ 161 (11$. | 207 20-5% 368 (14.987 
* Total 1,470 E 


ee 


TABLE H.—Fate of Patients Admitted in 1946. Period of Follow-up 

























26 Months 
——ŘŘŮŘŘŮĖ— OONO 
. Males Females , Total 
ee e 
n less than 4-months 437 (29-7%) ° 355 (34-2%) 792 (32° 
In 4 to 26 months .. 115 (7-8%) 82 iae 197 (370) 
Discharged: = i ; <a 
n less than 4 months -784 (53-3%) 385 (38-1%) 1,169 (47-1% 
In 4 to 26 months ., 93 (53209 103 s 10-2%) 196 (79% 
Survived a ty 41 (2:8% 83 (8-227) 124 (5%) 
Total 1 1,470 1,008 2,478 
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Months are lunar months of 28 days. 


The fallacies attending conclusions drawn from a sur- 
vey of patients within a short period of time are at once 
apparent, because large numbers of chronic patients will 
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accumulate over years and distort the picture of the work 
done. More detailed analysis yielded some interesting 
results: (1) Men are’ admitted to the infirmary at an 
earlier age than women; only 44% of male admissions 
are 70 years or over, whereas 58% of the females are of 
that age group. (2) No less than 32% of all admissions 
died within four lunar months and in the same period 
47.1% had been discharged. (3) In 26 months a further 
15.8% of the patients either died or were discharged 
(7.9% in each group). (5) Only 5% of the total admis- 
sions survived 26 months or more, and in this group the 
proportional survival of women was three times greater 
than that of the men (8.2% as against 2.8%). .To adopt 
a simile suggested by Lancelot Hogben—the patients enter- 
ing an infirmary are like a crowd of old people passing 
slowly through a gate into a long avenue. Within four 
months more than 
three - quarters 
“ have left the 
avenue either by 
death or by return 
to their homes. 
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TaBe III 
Western Road, Birmingham | Orsett Lodge, Essex 
E E 


saa ee 

Total admissions in one year 2,478 1,430 

Aged 60 years and over 1,820 Eee 780 (289) 

Under 60 years  .. ~ 658 (26%) 650 (45°%) 

a aA a Se 
TABLE IV 







Western Road, Birmingham | Orsett Lodge, Essex 
a aan 
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Total admissions ` 1,820 . 7180 
Died ès ae si 902 ae} 296 EEREN 
Discharged .. z T | 807 (44%) 284 (37%) 


sions in this age group was also larger in Birmingham, 
because at Orsett there was an active department of physio- 
therapy and there was none at Western Road. The inference 
is that the discharge of an elderly patient from an infirmary 
depends more, on 

f the condition of 

his home than it 
does on the atten- 
tion of a masseuse. 


In two years 19 x TY me : z 7 cian 
out of 20 have Hannan E ee ae o0 to Admission 
gone and only a, ol HLL T æ», No less than 
few remain pass- A AA H DAA AAAMA g o 771% of all the 
se trou te EA A a pe mua nere 26 
shade: these | AAAAAAAAAGAa? Z AAVV 7 mitted direct from 
stragglers may É es A g 2121217121211717 g A Hl pal Al A 41212171217 Ay. Ay? their own homes ; 
long survive, and ° $6789 10n 2S Nae apace GT ero ae o not more than 
their accumulated aii Menny 18% had passed 
numbers at -a ' j through a general 
given moment of ,. l l (x hospital, and of 
‘time give a false , | oD Oe oe PeMsates TO yorrs, ond aver `o this number one- 
impression of the ,. g i i f l R í it i l sixth had passed 
true condition of % alali ze „ tbrough the gen- 
life within the annija g E A A A Abb bA bA bd t J eral hospital in a 
grove. i AAVV r PAV h \* technical sense 
A hospital for “EWOMgdeaaaada 7 RRORENECAKBHA WCO SI Ta ben 
the chronic sick 123 iON 2 B € Se 7 8 9101 we 2%. they had been 
is a bad descrip- l Months’ Months sent on to the 
tion of Western CHART 3 infirmary from 
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Road Infirmary, A 
and I suspect for many others. Most of the patients 
admitted are acutely ill, and their treatment is undertaken 
in an institution without a laboratory or radiological depart- 
ment and wıth a staff so small that it is remarkable that the 
treatment and the nursing were as good as we found them 
to be. It is true that the clinical and laboratory staff at 
Dudley Road Hospital, close by, had given all the help that 


lay in their power, but it would not be candid to pretend - 


that the arrangements were satisfactory. The taking of-a 
radiograph. involved a journey of half a mile, and many of 
the patients were unfit for such adventure ; in any event the 
radiological department was too small for the needs of the 
acute hospital and desperately overworked. The difficulties 
of laboratory investigation by messenger and transport of 
specimens need no elaboration. 

I have compared Dr. Nagley’s results at Western Road 
with Mr. Cosin’s (1948) at Orsett Lodge Hospital, in Essex. 
At Western Road the number of admissions was greater 
than at Orsett and the proportion of older patients was also 
larger (see Table IID. Cosin does not deal\with the fate of 
. the patients under 60, and a comparison of those over 
that age gave the result shown in Table IV. It seems 
likely that the greater proportion of deaths «at Wes- 
tern Road was due to the greater age of the patients. 


What is surprising is that the ratio of discharges to admis- 


casualty and out- 
patient departments and had not been in the wards. In 
brief, six out of seven patients had been admitted to this’ 
understaffed and ill-equipped institution without adequate 
investigation or treatment. To the credit of: the general 
practitioners of Birmingham it should be recorded that in 
more than one-half of the patients admitted to the infirm- 
ary under the age of 60 years some form of laboratory 
or other ‘investigation had first been.und2rtaken in the diffi- - 
cult circumstances of their own homes. The figures are in 
striking contrast with those from Leeds, where it is stated 
nearly all had been thoroughly examined in hospital. 

A study was made of the medical and nursing attention 
required by individual patients at the date of admission, 
and it was found that in 33% all that was needed was a 
visit from a doctor once a month ; this group had no skilled 
nursing of any kind at home, and it was clear that the 
only reason for their entrance to the infirmary was some 
sort of domestic catastrophe such as the death of a spouse 
or friend or illness of the person who had previously cared 
for them. These cases are entirely a social problem ; for 
the most part they needed only help in their houses or 
untrained attention to their physical disability. The esti- 


‘mate of 33% is a conservative one; when there was any 


doubt about a particular case it was excluded from the 
group. It was clear that many of these patients had 
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deteriorated in the infirmary—a consequence,’ we believe, 
of the prevailing apathy and of prolonged rest in bed. 
That so large a proportion as one-third of all the patients 
had been admitted: without disability sufficient to require 
‘admission on medical grounds lends support to the sugges- 
tion of Brooke (1949) that social services organized by the 
hospital to care for the eldérly in their homes might save 
many of them from the last dreary journey through an 
infirmary to a squalid tomb. . Se ; 
Investigations at Highbury, a home for 270 old people in 
Birmingham under the administration of the local authority, 
warranted the same conclusion. 
- mean age of the patients was 78, higher than it was in the 
infirmary, and they were living a much more active and 
pleasant life at a weekly cost of less than half that of an 
infirmary bed. Had this home not-existed we were satisfied 


that a very large proportion of its inmates would have ` 


required accommodation in an infirmary. There is some 
dispute. about the proper ‘size of such homes, and the 
National Corporation for the Care of Old People favours 
small ones for 25 to 30 residents. The master and matron 
of Highbury‘ were convinced, on the other hand, that in 
large cities homes for old people should ideally have about 
400 beds, and that most of these should be in small separate 
rooms, some with two beds for married couples. ‘ 
When I asked whether the ‘provision of ‘separate rooms 
would not make the cost of domestic service prohibitive 
they replied that, on the contrary, it -would solve the 
problem, because nearly all the old people would keep 
their own room spotlessly clean without help, but many 


,of them resented cleaning part of a dormitory. Their main - 


arguments in support of /their ‘preference for the large 
home were that the old people of the ‘cities '‘liked*.the 
atmosphere and bustle of a crowd, that communal enter- 
tainment in the shape of films, discussions, and stage shows 
was much more easily and better organized than. in’ the 
small homes, and that the feeding would be better and 
more economically done. . i 


Attitude to Leaving the Infirmary 
One-third of all the patients were unwilling to leavė the 


infirmary in any circumstances ; as I have.already said, the 
mere suggestion that they might be made'well enough to 


do so distressed them Seriously, and‘ we found that ‘this 


frame of mind was directly related to the duration of their 
stay in the institution.’ Thus, .within the first three months 
of their admission 65% of the men and 71% of the women 
are eager to return home, but' after four years the figures 
fall to 45% of the men and 28% of the women, and I am 
sure that the fall would be even greater if the patients 
were actually confronted with the opportunity of. leaving. 
“In part this reluctance to leave is due to the disintegration 
of their homes, for we found that more than half (57%) 
- of all patients had no home of any kind’ to which they 
could go if they were discharged. Of the 270 patients with 
a home available to them less than a half (44%) could 
expect any form of help in the house, and more than 
one-half (56%) would either be compelled 'to live entirely 


‘ “alone or in a house deserted during working hours. 


At is significant that during the. first three months of their 
stay 71% of the males and 51% of the females’ have a 
home to which they would be welcome on their return ; 
thereafter the home and family background progressively 
recedes and after four years only 24%, of the males and 
13% of the females have any sort of home available to 
them. Manifestly the cohesion of the homes of the elderly 
is fragile: absence for more than three months is suffi- 
cient to damage it; in four years more than three out 


` 
i] 


In this institution the ` 


‘resented the burden of the maintena 


of four of their homes have ‘vanished. Two problems 


-emerge clearly from this analysis: the first is concerned 
with the maintenance of the elderly home, and the second 


is that of provision of adequate treatment and social help 
for the old when they fall sick. 
Nae 


Factors Affecting the ‘Cohesion of the Home 


Psychologists’ and social anthropologists agree that the 
forces. which promote cohesion in a group are derived 
from fundamental instincts modified by habit and custom 
and, to'a very slight degree, by. rational considerations. 
The instincts are of two kinds—the self-regarding and the 
group-maintaining: ‘the first are the instincts of self- 
protection, sustenance, and: assertion, and the second those 
of mating, nursing, and the herd. At the most primitive 
level these instincts were satisfied by the organization of 
society in family groups, but the passion and pugnacity 
inseparable from mating led to the institution of exogamy 
to avoid the internecine strife that ensued from sexual 
selection within the family. Exogamy established the tribe 
as the social unit ; conquest and enslavement of the con- 
quered made the nation. The discipline of law with the 
habits and customs that it implies maintains the cohesion 
of a people so long as the makers of the law are wise 


. enough to see that its ‘system does not conflict unduly with 


the fundamental instincts that lead to the development of 
society or with its interests. 5 


' Itis the opinion of-many with long experience: of the 


work in ‘institutions for the chronic sick and aged that the 
sense of family unity’and responsibility is weakening, and 
that people in this country are less interested than they 
„were in the fate of ‘their elderly and disabled relatives. 
We are also told that parents to-day are not as willing to 
sacrifice personal comfort and pleasure in the interests of 
their children, and that many children at the age of puberty 
or soon after lose all sense of responsibility and ‘affection 
for their- family. 

Accurate estimation of the value of evidence of this kind 
is difficult, because it emanates from those whose work 


l ‘constantly brings them face to face with the tragedy of the 


broken home and their judgments may be unduly melan- 
choly. Sheldon’s (1948). report on the old people of 


: Wolverhampton shows how ardently the flame of family 


affection may burn despite discouraging circumstances, and 
suggests that the evidence should be accepted with caution. 
It would be unwise, however, to neglect it; for it comes from 
many sources ‘and its volume is increasing, l 


The loosening of. the ties of English family life and the 
rapid increase of divorce attracted serious attention in 1918 
at the ‘end of the first world war and have become more 
pronounced during the past 30 years, especially in the 
period of the second campaign. 

Disruption of a: family: by ‘conscription and long terms 
of separation inevitably diminished cohesion; so did 
unemployment and the application of the means tests in 
the uneasy period of truce. During the industrial depres- 
sion many a father found his dignity and authority as the 
main support of a family replaced by a sense of ignominious 
dependence on the earnings of children, who sometimes 
ce of their parents’ 
home. ; - l 
, The deplorable condition of houses and their . OVET- 
crowding made the position of sick and disabled members 
of a family increasingly difficult, and the burden of their 


. care in restricted accommodation seemed intolerable. Many 


social workers regard this factor as the predominant one, 
and ‘it is often pressed in argument by those who seek 
a bed in an institution for a dependent relative. It cannot, 


+ 


ri 
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however, be alone responsible for the increased demands 
on the infirmaries, because, first, the overcrowding. of 
houses is less than it was 50 years ago, when the average 
size of families was larger, and, secondly, applications for 
institutional provision often come from those who cannot 
reasonably claim that their housing accommodation is 
unsatisfactory. It is difficult, too, to induce families to 
take back their relatives when new houses are available 
to them. Clearly there is now less reluctance to seek the 
aid of public assistance in solving the problems of family 
life. The administration of the infirmaries has become 
more sympathetic and humane, the horror of the Victorian ° 
union is no longer so deterrent, but it is also possible that, 
slackening of the moral fibre of the family and a demand 
for material comfort and amenity outweigh the claims of 
natural affection. 

A shorter working week for-men has encouraged the’ 
employment of women in industry ; homes therefore have 


‘less attention at a time when they are difficult to run. For 


the same reason domestic service is almost unobtainable 
and local authorities are unable to recruit “ home helps ” 
to care for the sick and aged in their houses. i 

It may well be, therefore, that the weakening of family 
cohésion which so many observers claim to have detected ` 
is in part a result of the trend of recent legislation. As 
a contribution to the study of this social problem we 
investigated the frequency of visiting at the infirmary, with 
the following result. Eighty-two per cent. of the men and 
79% of the women*are visited at least once a week for 
the first three months of their stay ; thereafter the frequency 
of visits declines steadily, but it is not until four years have 
elapsed thatthe total of weekly visits falls to 40% for 
the men and 46% for the women. 

Irrespective of the duration of stay of, the whole sample 


_ of 714 patients, no less than 52% of the males and 68% 


of the females are visited by friends or relatives once a | 
week ; only 48 men (15%) and 28 women (7%) are never 

visited. The remainder were visited’ at intervals greater 

than a week. 

In view of the depressing environment of the infirmary, 
of the unpleasant nature of many of the disabilities in the 
patients, and of the difficulties of travel, these figures show 
that even if natural affection has declined, as some believe, 
it is still a potent influence in the social life and conduct 
of the English. Curran et al. (1946) reached the same con- 
clusion in Glasgow, and it must never be forgotten that 
at least 95% of the aged, never go into an institution: with 
the help of their families and friends, or more rarely alone, 
they struggle on to the end. 
“Indisputably necessary as it was to do something ‘to 
improve the material standard of life of the people, it must 


_always be remembered that it is possible to do too much. - 


Freedom from tyranny, from poverty and want, from the 
fear of unemployment, and from the hopeless despair of 
unattended and persistent sickness is no doubt desirable, 
but whether it is good to achieve it without effort on the 
part of the individual‘or his family—to have it, as it were, 
“laid on” by the State—is questionable, and the matter 


is more commonly decided by an appeal to sentiment or 


. self-interest than by reason. ' 


The instincts of self-protection, sustenance, and assertion 
imply struggle to satisfy them, and if society makes the 


struggle unnecessary the vitality and survival’ value of its’ 


individual members will diminish. Similarly, the power of 
the group-maintaining instincts: will suffer if the provision , 
of a home, the training of children, and the care of its 


but the duty of a local or central authority.. 
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In these debatable matters a decision requiring high 
qualities of statesmanship is necessary before new plans are 
made to deal with the problems of the chronic sick and 
infirm. ‘The problem is simple. Shall they become the 
responsibility of society in large institutions or should we 
encourage their friends and their families to care for them 
whenever possible ? 

In the interest of social cohesion psychology and anthro- 


pology favour the second course, and so does ethics, and, 


while it has been the constant aim of religion and morals 
to extend the affections of the individual beyond the range 
of his personal and group relations, both agree that such 
extension must be based on a lively sense of responsibility 
for the weaker members of the family and on service to 
them. -Aesthetics in days of realism is often confused 
with sentiment, but there is a beauty and a value in per- 
sonal service to a crippled friend or relative that no hos- 
pital can rival. Claims of expediency and economy may 
be vulgar, but they are insistent, and the fact that care of 
the sick and ‘disabled in their homes is cheaper than in. 
institutions is worth emphasis. i 

For all these réasons, and to avert the distressing dis- 
integration of human personality that is so common in 
patients who lie'for years in an infirmary, it would be wiser 
to endeavour to preserve the sense of family responsibility 
and to encourage people to’ tend ‘their own sick and guard 
the aged. : 

That does not-mean that families should’ be expected to 
bear the whole burden. Society must help them, and the 
problem really hinges on the type and extent of assistance 
to be provided. Institutions will always be necessary, but 
the aim should be to redtice the demand for them, and the 
measures to be adopted must not conflict with the claims © 
of human instinct or with the principles of ethics, morals, 
and religion. ‘ l 


(A list of references will appear at the end of the second 
lecture, which will be published in our next issue.) 








A memorandum prepared by the Minister of Health’s Stand- 
ing Advisory Committee on Cancer and Radiotherapy and 
endorsed by the Central Health Services Council has just been 
issued for the general guidance of regional boards and boards 
of governors. The memorandum suggests that no recognition 
should be accarded to “cancer” as a specialty in itself. To 
secure full efficiency a cancer’ service should provide a single 
organization to serve a population of the order of two million 
to four million. The area served should normally, but need 
not necessarily, be coterminous with that of a regional hospital 
board. Each cancer service should have a co-ordinating com- 
mittee, appointed jointly by the regional hospital board and 
board of governors, concerned with the allocation of work 
to hospitals, records, follow-up, transfer of patients, provision 
of equipment, and other matters. : It should include representa- ~ 
tives of the university and medical school, and should have the 
advice of local health authorities and of a professional and 


scientific subcommittee including representatives of the uni- 


versities and the- appropriate medical school, medical officers 
of health, and general practitioners. Facilities for preliminary _ 
consultation should be established at an adequate number of 


- recognized peripheral hospitals, which should be visited regu- 


larly by specialists for consultation with the general practitioner 
and local staff to assist in preliminary diagnosis and for follow- 
up. Similar facilities should exist in all units of the organiza- 
tion. The co-ordinating’ committee should advise on the selec- 
tion from among. the physicians, surgeons, radiotherapists, and 
other specialists on the staff of hospitals in the area of those 


a its . who are to form the headquarters staff of the cancer service. 
disabled members are no longer the ambition of a family ' 


Treatment by radiotherapy should be under the control of 
specialists engaged solely in that work. 


~ 


JULY 30, 1949 


` ` 


EFFECT OF LOW TEMPERATURES ON 
THE BITTNER VIRUS OF MOUSE 
CARCINOMA 
BY 


IDA MANN, D.Sc, FR.C.S. 
(From the Laboratories of the Imperial Cancer Research Fund. 
London, N.W.7) 


t 


"In the British Medical Journal of March 26 (p. 511) 


appeared an Imperial Cancer Research Fund ‘lecture by 
Professor W. E. Gye dealing with the propagation of mouse 
sarcomas by means of frozen and dried tumour tissue. The 
experiments described make it clear that by ‘refrigeration 
and subsequent drying at a low temperature the tumour 
Cells can be killed and an active agent liberated which is 
capable of starting tumours afresh, and which, judging 
from. those of its properties so far known, is viral in 


` nature. This holds good for both chemically induced and 


~ 


spontaneous sarcoma in mice, so that we can regard the 
virus as the continuing cause of „Sarcoma (i.e., the agent 
which is responsible for the continuing ‘cell division), while 
the chemical in those tumours apparently started by it acts 
as the inciting cause, allowing of, or producing, the change 
in the virus from the latent to the active form, 

This sequence of events can be closely paralleled by what 
is already known to be true of mammary adenocarcinoma 
in mice. Bittner and his co-workers in the United States 
have shown that these tumours have for their continuing 
cause a virus (the Bittner milk factor), but that this virus 
requires a chemical inciter (oestrin) before it can change 
from the latent to the active form and produce a cancer. 
This virus, of which the active form can’ be seen in 
the ‘tumours with the electron microscope (Porter and 
Thompson, 1948) is present in the milk of lactating female 
Mice in the latent form and enters the bodies of the young 
Mice as they suckle, especially if the milk, is drawn into 
the respiratory passages (Begg, 1949). Here it circulates 
throughout the life of the mouse, reaching every organ 
which has a blood supply (Woolley, Law, and Little, 1941), 
but because of its high tissue specificity it is capable of 


producing tumours only in mammary cells and then only 


in the long-continued presence of oestrin. 

In the male mouse, mammary tubules, imperfectly 
developed and without secreting acini, are present over 
large areas of the subcutaneous tissue, but even in high 
cancer strains male mice do not develop mammary cancer 


` unless they are subjected to prolonged treatment with 


oestrin, when tumours occur as in the females—i.e., the 
virus changes from, the latent to`the active form. Hitherto 
no method of obtaining the active form of the virus outside 
the body or apart from living tumour cells has been dis- 
covered. That obtained free in milk is naturally in the 
latent form and is carcinogenic only after long-continued 
action of oestrin. l 
In the present experiments, however, it has been shown 
that by freezing mammary carcinoma tissué at —79° C.-for 
long periods the tumour cells-are killed and the Bittner 
virus liberated in its active form. It is then capable of 
initiating new tumours in male mice without oestrin as 
readily as in female mice, but only when injected into 
mammary tissue, thus demonstrating its selective infectivity. 
That these tumours produced with refrigerated tissue are 
not transplants but are true new infections is also demon- 
strated by the fact that ‘there is an increase in the per- 
centage of tumours obtained the longer (within limits) the 
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tissue is frozen. This suggests the slow liberation of the 
active virus and also perhaps the denaturing of an inhibi- 
tory substance by cold. Such inhibitory substances haye 
already been demonstrated in the Shope papilloma and 
carcinoma of rabbits and in sarcomas of chickens. The 
present experiments were done with both sporadic mammary 
cancers of inbred mice and with the “63” carcinoma 
(Bashford’s adenocarcinoma) of the hybrid M.R.C.-Hunt 
strain.’ Roughly equal numbers of males and females were 
used. 


I. Experiments with Frozen Carcinoma Tissue Inoculated 
Subcutaneously in Male and Female Mice 

The technique followed was that worked out in the 
Imperial Cancer Research Laboratory for the transmission 
of sarcomas. The tumour tissue was removed aseptically 
from.the freshly killed mouse and minced finely in a Craigie 
mincer (Craigie, 1949). This alone should reduce its trans- 
missibility, since mechanical disintegration of carcinomas 
was shown by Jensen in 1903 to reduce transplantability. 
It was then diluted with an equal volume of 5.3% dextrose 
solution in most cases and drawn up into a 5-ml. syringe, 
from which it was run into sterile ampoules (1 ml. in each). 
These were sealed, cooled rapidly to —79° C. by immer- 
sion in a. solution of solid CO, in “cellosolve ” (ethylene 
glycol monoethyl ether, B.D.H.), and stored in a “ deep 
freeze” storage cabinet kept at '—79° C. From this one 
ampoule at a time was removed as required. The contents 
were just thawed and, as soon as fluid, were drawn up in 
a small syringe and inoculated subcutaneously in the right 
mammary region of mice of the samé strain as the tumour. 
The average dose was 0.05 to 0.1 mi. per mouse, which 
represents 0.025 to 0.05 ml. of tumour mince. It was noticed 


_that the frozen tissue underwent a physical change, 


becoming more homogeneous, softer, and slightly sticky 
on prolonged freezing. This change also occurs in 
long-frozen sarcoma tissue. 


The mice were then examined at intervals of three to 
four days and the time of definite appearance of tumours 
noted.’ Although the mice all came from high cancer 
lines they were used before they were old enough to develop 
sporadic tumours, and in all cases the tumours obtained 
were at the site of inoculation. It is to be remembered 
that when carcinomas are obtained in male mice known 
to carry the Bittner virus, by painting with oestrin, the 
tumours appear in a haphazard distribution and not at the 
site of’ painting. ) 

Table I shows that 239 mice were inoculated and 154 
tumours obtained. Tumours were obtained with equal ease 
in male. and female mice, and the occasional omission of 
dextrose.seemed to make no difference. The time of appear- 
ance of the tumours was related to their rate of growth ; 
rapidly growing tumours appearing often within 10 days, 
and slowly growing ones being delayed from seven to 12 
weeks. The stable “ 63 ” tumour appeared fairly constantly 
at four weeks, some mice in each batch showing it a little 
later or earlier than this. 


If these figures are examined statistically it becomes 
apparent that there is a slight increase ‘in virulence the 
longer the tissue is frozen. Thus, if the experiments are 
broken up into groups the percentages of “ takes ” shown 
in Table II are obtained. This is consistent with the 
gradual freeing of virus particles from an inhibitory sub- 
stance, protein in nature, by continuing cold, and is not 
suggestive of survival of intact tumour cells. The argu- 
ments against cell survival on freezing to —79° C. in 
the case of sarcoma tissue have already been stated in 
other papers (Gye, Begg, Mann, and Craigie, 1949) but 
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TABLE J..—Frozen Carcinoma Inoculated Subcutaneously z 




















Diluent 





Dextrose 


3? 
None 
Dextrose 





63 Dextrose 


M65 ” st + 
-G3C ? Rill Sporadic Dext.-cysteine 

G3D j a Dextrose 
M65 MRC/H 63 ‘a 
M65 \ ” kid ”> ~ 
M53 S/A Sporadic None 
G3E RIN Dextrose 
G3F ` a Dext.-cysteine 
M53 / None 
M65 si 
M57 ss 
M72 Dext. added on 
thawing 

_ M57 S/A Sporadic None 
M57, S/A ” ” 
M74 MRC/H ' 63 Dext. added on’ 

s thawing 

M57 S/A Sporadic None 
M59., MRC/H ' 63 ES 
M86 RIE Sporadic Dextrose 
G25 MRC 63 = 
M90 RI Sporadic i 


* Technical error. t? error. 


statistical proof by numbers of successful inoculations is not 
so readily obtained in the case of the sarcomas, since the 
phenomenon of selective infectivity is not shown by them 
(see later), and tumours are obtained in practically 100% 


‘after freezing for any time after 15 minutes. 





TABLE II 
[l 
Time Frozen No. Inoculated | No. of Tumours Successes 
15 minutes to 12 hours 72 30 41% 
24 hours to 7 days .. 76 55 127, 
12 to 182 days ie 91 69 75% 


By application of the x? test to the figures in Table I 
it appears that there is an enhancement of the effect of 


‘ cold up to 48 hours, but this is less marked later. In these 
calculations the three experiments with entirely. negative - 


results have been omitted, because it is very likely that they 
were due to a‘technical error (probably thawing to too 
high a temperature or leaving too long after thawing before 
inoculating)., In making calculations the ‚readings have 
been arranged in 15 groups, as shown by the brackets in 
Table I. The value of x? for the first seven readings is’ 
12.145 with 6 degrees of freedom, which is greater than 
the value of x? for which P is 6%. The value of x? for 
the remaining eight readings is 2.444 with 7 degrees of 
freedom, which is less than the value of x? for which P is 
95%. This is compatible with an increase in virulence 
during the first 48 hours—te., during the death of the cells 
—and a stabilization later. It must be realized that the 
experiments were not designed for statistical analysis, and 
no claim is made that the statistical approach offers final 








Time Frozen Inoculated Tumours Time of appearance 
15 min. 6 3 4 weeks 
eg e 3 o7 
‘| hour 1, 6 i , a he 
I an 6 4 4-5 weeks 
: hours 3 : i 3-4 » 
2 5 ” 
6 a 14 6 14 4-6 | 
6 4 6 4 5 » 
9 y» 6 3 5 oi 
5 i 5 : i 4 h 
24 6 os oem 
24 =~«C«ss 6 3 4 weeks 
24 „» l6 5 5 11 days 
24 a» 5 5 10 zi 
24 n 6 6 1! h 
24 > 4 j 4 4 weeks 
5 ls 4 w 
2 "7 ¢7 6 6 34 0=C« 
? i 6 6 4 3 s 
4 , 6 2 3-6 ,» 
L w 8 6 4 2-6 „ 
T » 8 7 4 ” 
Hob | $ = 
4° 8 7 5 
14 ”» 9 6 ot r an 
A ere 4 4 2 weeks 
26s j 11 3 ot — 
2 w] p : ; : weeks 
37 ss liz , 3 1 4o o 
42. ~«Cy, 4 4 3 Si 
55 oy J 6 3 Bn 
8&2 y» 3 l 3 1 week 
Bota i ; hae 
113 ;, 3 2 2 weeks 
3 g te 
3 2 12 ” 
6 6 2-3 » 
4 ! 5t 2-3 » 
3 3 9 days 


ł Two inoculations in one mouse. 


proof of the increase in virulence. It does, however, afford 
ancillary confirmation, and suggests a rational design for 

















future experiments. The calculations are shown in 
Table III. 4 
TABLE Ll] ‘ 
| 
No. of Observed | Bxpected | (o-e)? 
Reading Total o e e- 
1 9 0:247 
2 5 0-611 
3 2 3-644 y2 = 12-145 
4 8 0-119 with 6 degrees 
5 6 2:009 of freedom 
6 23 3:861 
7 19 1:654 
8 13 0:555 
9 11 0-220 
10 7 0-062 x2 = 2-444 
1] 8 0-417 with 7 degrees 
12 12 0-173 of freedom, 
13 9 0-031 y 
14 8 0:251 
15 14 0:735 





My thanks are due to Mr. Richard Gye for these calculations. 


Ii. Experiments in Selective Infectivity 


If inbred strains of mice are used tumour tissue can 
be successfully grafted in both subcutaneous and intra- 
peritoneal ‘sites. The new tumours are simply clumps of 
cells of the original mouse growing in the tissues of the 
new host. If, however, the active form of the Bittner 
virus has been obtained free from living mouse cells it 


‚seems highly probable that only cells of mammary tissue 


can be infected, and that connective-tissue cells cannot 
respond to it. Since it is well known that the mammary 
tissue of the mouse is very widespread, and that sporadic 
tumours can arise almost anywhere on the surface of the 


/ 
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,, TABLE IV:—Frozen Carcinoma Inoculated Intraperitoneally 
p i ; . | Tumours Tumours in 
No. of Expt Strain Tumour Diluent Time Frozen - Inoculated (Intraperitoneal) Abdominal Wall 
M60A MRC/H 63 o Dextrose 1 hour 6 1 
4 ow» - ” » ' ” 3 hours 6 None None 
” ” ‘ s ” pe ; ` ” 6 7 6 None : l 
” i » ` ‘ 2 os ` ' n [2 ” 6 one None 
> ” +9 ”» 24 ” 6 None None 
M53 S/A Sporadic None 24 —=C«, 4 None None 
M60A MRC/H 63 he Dextrose 2 days 6 None None 
M53 S/A Sporadic: | None , 7 y 8 None: None 
» { - op 7 n ' » 14 ” 8 None None 
M57 >» m 3 at , 4 Noue 1 
y %. i »4 k ” ” 28 4. None None 
> 1 rT) ” y b’ 35 ’ 4 None None 
» | ” + ” 42 » 4 None None 
M59 MRC/H 63 ; ae 55 53 6 None 1 
M58 H Sporadic Dextrose’ is, 5 2 1 
` M63 s ` i š 1:19 a 3 None 2 
G8C RII 5 > 138 „ 6 None None 





body, subcutaneous inoculation of açtive virus can never 
offer evidence for or against selective infectivity. ` l 
On the other hand, ‘sporadic mammary cancer never 
arises inside the peritonetm, and yet “successful intraperi- 
toneal grafts of living tumour tissue can be easily obtained. 
If, therefore, frozen tumour tissue, which as -we have seen 
readily produces subcutaneous mammary ‘cancers, were 
inoculated intraperitoneally it should produce tumours if 
it contained living cells, and should not do so if it con- 
tained only active virus.’ In the experiments shown in 
Table IV it is obvious (by comparison with Table D- that 
a qualitative difference in results exists between sub- 
cufaneous and intraperitoneal inoculation’ of refrigerated 
mammary tumour. The number of failures is too high to 
be accounted for by any explanation other than the absence 
of mammary tissue in the site chosen. ‘ os 
The technique of) intraperitoneal inoculation is difficult 
because of the ease with which a few cells from the surface 
may be carried into the deeper tissues by the needle and also 
because of the difficulty of avoiding contamination of the 
abdominal wali and subcutaneous tissues by the material 
in' the needle during its withdrawal. This can be demon- 
strated in various’ ways. 
be mixed with powdered charcoal and its position thus be 
rendered visible. Small particles of carbon are often 
found in the abdominal, wall at the site of puncture. Again, 
microscopical examination of subcutaneous and ` intra- 
peritoneal tumour grafts often reveals the presence of ‘hair 
follicles which have been forced in by the grafting-needle. 


A further source of error is a slightly lateral inoculation: ` 


Unless the ‘skin and the abdominal wall are pierced exactly 
in the midline there is always the risk of a mammary tubule 
béing involved in the puncture. ' 

In spite of these obvious sources of error it will be seen 
that out of 92 inoculations 83 were negative, and of the 


nine cases in which tumours were obtained six were im the. 
abdominal wall at the site of inoculation and projected as , 


. masses of growth’on both its superficial and its deep surface. 
These cases therefore prove nothing, since it is probable that 
the needle came in contact with a mammary tubule in its 
passage through the‘wall. In three of the cases intraperi- 
toneal’ tumours were found apparently unconnected with 
any structure, but it is not possible to be certain that they 
were not originally attached to the parietal. peritoneum 
at the site of needle, puncture. In any case a failure to 


' < obtain growths in 90% of the intraperitoneal experiments 


as against a success in 75% of subcutaneous inoculations 
(where:the chances of the virus encountering a mammary 
tubule are high/but not even -there 100%) is’ strongly in 
favour of selective infectivity of the virus as against cell 
survival. , . ; = 


t 


For example, the inoculum can 


Further evidence in ‘this connexion is offered by the 
behaviour of refrigerated sarcoma tissue on subcutaneous 
and intraperitoneal inoculation. In both situations the 
percentage of “takes” is equally high, which suggests a 
qualitative difference: between the carcinoma and the 
sarcoma virus, the one being adapted to mammary cells 
only, the other to connective-tissue cells, and therefore able 
to produce tumours in practically any situation. > 


Conclusions 

The active form of the Bittner factor can be obtained 
by freezing mammary tumours at —79° C. 
The activity of the refrigerated tissue increases rapidly 
in the first 48 hours and more slowly later. 

The refrigerated tissue possesses selective infectivity for 
mammary tissue, thus differing qualitatively from living 
tumour cells, which can be grafted in any situation. 
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BY 


IDA MANN, D.Sc., F.R.C.S. 
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London, N.W.7) ' 


t 


From the experiments described in the preceding paper 


.(p. 251) we know that storage of minced mouse carcinoma 


at —79° C. for long periods does not destroy, but rather 
enhances, the power, of such tissue to start carcinomas 
afresh when injected into Mammary tissue. From those 
experiments it has been concluded that such “ deep freeze ” 
storage kills the cells and renders the Bittner virus avail- 
able in its active form. The present series of experiments - 
demonstrates that while practically all carcinomas yield 
active material after one period of freezing (be it for 
15 minutes or six months) it is not so easy to produce 
tumours from material which has been frozen, thawed, and 
refrozen. In this respect the Bittner milk virus shows itself 
less, thermostable than the sarcoma virus, which will stand 
repeated freezing and thawing. 
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` TABLE A.—Activity Only to First Thawing 
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Ist Freeze and Thaw . | 2nd Freeze and Thaw 3rd Freeze and Thaw 4th Freeze and Thaw 
[æ] a a [=] 3 v 
No. of - Tumour 3 E p wa e 2 6 oi- 9 3 ‘| | 5 = g mag=, 
Expt F 3/6 oS F 38 s F = a| 8 a = 3| 8 od 
v a z 2a a a| g 28. o Dlg a9 u p ao 
g 9| 5|) 86 g lale] #a § |sl5|° ga g 18/5] 88 
im ciiz P< a aie Bt a ele E< | mn | SiR Da 
M70 | 63 carcinoma 15 min. | 6 | 3 3 weeks | 15 min. | 6 | 0 _ 15 min. | 6 | 0 = | 15 min. ¿6 0! ar 
M77 ” ve “15 5 6 | 3 4 aò l5 y» 6 |0 =} I5 » 6| 0 = 15. ss \ 6 0 — 
M96 | -a s» 50 days | 6 | 0 — 3) y 6 | 0 — i 
M98 a9 999 oe ” 6 0 eon 25 » 6 0 a 
M78 | RII sporadic ns 15 min. | 6 | 6 | 5-6 weeks 15 3; 6 |0 — 15- 60 — 
M90 | RIII sporadic derived| 99 days | 3 | 3 4-5 p» 15° 55 Not tested 15 » Not tested 15 ss 610 — 
from material fro- i r | { | | 
zen 138 days : bs 
M90 | Strong A sporadic.. | 182 ,, 3/3 yaar 15 y Not tested IS -j Not tested 15° 45 6/0 — 
M91 | Rillsporadictreated| 15 ,, 6 | 6 4,5 30 6,0 — 
with distilled water : z , ; 
and dextrose LS v- 
M102 | Strong A sporadic .. 15 min. | 6 | 2 | 7-10 ,, 15: 5 6 — I5 » 6] 0 — 
» » ” “+ 19 days 6 |2 6-7 \ £ 15 yy 6 | 90 





. These facts were first, pointed out in 1930 by Cramer,* 
who showed that, while a mince of the cells of mouse 
sarcoma’ 37S could be frozen in CO, snow, thawed, and 


refrozen four times in succession without much loss of. 


activity, the “63” carcinoma was always rendered com- 
pletely inactive by four such freezings. He-also showed 


that diminution of activity occurred even in sarcoma tissue - 


if, after freezing, the tissue was warmed up in an incubator. 
From this and other experiments he concluded that a 
thermolabile agent (stable at low temperatures) might exist 
in sarcomata after the cells were killed by freezing. He also 
pointed out that if such an agent existed also in carcinomata 


its presence could not be proved or disproved by failure’ 


of frozen material to produce a tumour, since the 
carcinoma-producing agent would be tissue-specific and 
could at best give rise to tumours only when in contact 
with mammary cells. If it were also extremely thermo- 
labile the odds would be that repeated thawings would 
render it practically harmless. 

At the time of Cramer’s work the only carcinomas readily 
available for study were tumours which had been grafted 
from mouse to mouse for many years. Now that we have 
a large number of sporadic carcinomas of the R III and 
Strong A strains, each of them showing slight individual 
differences of growth rate, though all of them are associ- 
ated with the “ milk factor,” it seems of interest to study 
this problem afresh. A variety of sporadic RIII and 


O E a amaaa aaauaaaaaamamauMammħÁ 
" Cramer, W. “On the Possibility of Transmitting Mammalian 
Neoplasms Without the; Intervention of Living Cells.” Ninth- 
Scientific Report of-the Imperial Cancer Research Fund, p. 21, 1930. 






Strong A tumours were tested as well as the old strain, - 
No. 63. While Cramer’s results with “ 63“ were entirely 
confirmed it was found that several, though not all, of the 
virulent sporadic tumours would stand a succession of 
changes of temperature from 2° to —79° C. and back again 
two or three times. 

Out of 24 experiments, 22 of which showed activity of 
the tumour agent after a single freezing, 14 showed activity 
after further freezing and thawing. In 13} cases tumours 
were produced after a second thawing, in eight also after 
a third thawing. In no case did a'tumour inactive after the 
second thawing produce a tumour after the third. In no 
case did a “ 63 ” tumour show activity after more than one 
freezing and thawing. The length of time of the first freez- 
ing made no difference to the number(of ‘tumours obtained, - 
though they appeared earlier the longer the initial freezing. 


- This is to be expected from the enhancement of viru- ‘ 


lence by long freezing shown in the preceding’ paper. 
It is therefore to be concluded that the active agent of 
mouse mammary cancer suffers progressive deterioration 


. on repeated freezing: and thawing, but that individual 


tumours differ in this respect, some being completely 
inactivated by’ a second thawing, others rendered pro- 
gressively less active. 


Technique 


Each tumour was minced in a Craigie mincer. It was 
diluted with a small amount of saline; glucose was not 





+In one experiment the mice died of intercurrent infection before 
turnours could have appeared. 


TABLE B.—Activity to Second or Third Thawing 






















1st Freeze and Thaw 















No. of - 7 
Expt Time Inocu- | Tum- 
Frozen lated 
M91 Strong A sporadic M82 | 33 days: 6 
M91 RIII sporadic from | 112 i, 4 4 
material frozen 138 ve 
days 
M96 As M91 a se | 125 » 6 6 
M98 R IH sporadic treated | 29 ,, 6 6 
with dist. water and `- 
glucose 
M100 | RIII sporadic 15 min 6 6 
"M100 |- ,, 35 ARA 21 days 6 6 
M103 | Strong A sporadic .. 15 min. 6 6 
M103 w as js ey 17 days 6 6 
M107 | RIIL sporadic treated | 15 min, |. 5 5 
with distilled water 
M107 3 $ 20 days | -6 6 
M109 | Strong A sporadic 15 min. 6 6 
M109 10 days 6 “6 
M110 15 min. 6 6 
-M110 10 days 6 6 





2nd Freezo and Thaw 3rd Freeze and Thaw 








Inocu- | Tum- Time of Time Tum- Time of 
lated ours | Appearance | Frozen ours | Appearance `^ 
6 |: 445 weeks a 
5 2 33 
5“ a. a 
2 5-6 LB) 
Died of injection 15 min. 6 4 4 weeks 

6 16 3 weeks I5 4 6 5 4 D 

6 6 / 6— »” 15 b» 6 6 T- 8 ” 

6 6 4:5 S5 IS ee 6 4 '| 67 sr 

6 5 J gs 20 » 6 4 4 » 

6 6 2-3 ” 1 5 a? 6 6 3 ” 

6 6 6-7 Ri 15- ? ? ` 

6 5 4 9 15 »? 6 2 4 ” 

6 ` 1 eo) ae I5 a 6 1 6 s 

6 1 5 rr) 15 » 6 5 T7 + H 
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7 added. It was sealed in 
~ ampoules containing 0.5 ml. 

6 each. These were frozen in 
a solution of CO, snow in 


5 * cellosolve ” (ethylene gly- 
col monoethy! ether, B.D.H.) 
to —79° C. for varying 
periods (from 15 minutes to 
182 days). Each ampoule 
was then thawed, sometimes 
by immersion in water at 
2° C., sometimes by holding 
in the hand. (No difference 
was noticed between the two 
_ methods.) If it was to be 

i 2 3 tested it was opened, the 
NUMBER OF Sega AND contents drawn up into a 

THAWI syringe, and 0.05-0.1 ml. (as 
in Cramer’s original experi- 
ment) injected into the right 
mammary region of each mouse. Equal numbers of male 
and female mice were used, all younger than the cancer age. 
As stated in the preceding paper, sex is immaterial provided 


WEEKS OF APPEARANCE 
b 





- Chart showing rise in latent 
period at successive freezings. 
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the injection is made in the nipple line. If the mince was to 
be refrozen it was dropped (after an interval of approxi- 
mately five to six minutes) again into the cellosolve. 
Freezings other than the first were for 15 minutes to one 
hour. Tables A and B show the variations in the 
experiments and the results. 


It is interesting to note that the appearance of those 
tumours which show infectivity after two or even three 
thawings is delayed with each successive thawing. Table B 
also demonstrates the slight heightening of activity when 
the same tumour is frozen for some days instead of for 
15 minutes. The Chart demonstrates graphically the rise 
in the latent period for each tumour at successive freezings. 
It is therefore obvious that some activity is lost each ume 
the tissue is thawed. 


Conclusions 
Repeated freezing and thawing of mouse mammary 
carcinoma tissue reduces its infective activity. 
The apparent difference between the behaviour of 


sarcoma and carcinoma on repeated freezing and thawing 
is a quantitative and not a qualitative one. 








PROPAGATION OF MOUSE CARCINOMA 
BY DRIED TUMOUR TISSUE 


BY 


IDA MANN, D.Sc., F.R.C.S. 
AND 


WILLIAM J. DUNN 


(From the Laboratories of the Imperial Cancer Research 
Fund, London, N.W.7) 


The propagation of mouse sarcoma, both chemically 
induced and sporadic, by means of tumour tissue frozen to 
—79° C., thawed, and then dried in vacuo at —15° C. has 
been demonstrated by Professor Gye (1949). That investi- 
gation revealed the presence of an agent, other than a 
living cell, which has the properties of a virus. 
Since the spontaneous mammary cancers of the Strong A 
and R III strains of mice are 
known to be caused by the 
Bittner virus, it appeared to 
us desirable to try to propa- 
gate mammary cancer by the 
same method. The difficulties 
are, however, theoretically 
greater in the case of car- 
cinoma than in sarcoma. 

In the first place, 
though we know, that the 
virus is liberated in its active 
_form by prolonged freezing 
of the minced tumour, we 
also know that it is tissue- 
specific and must therefore 
be brought into intimate con- 
tact with mammary tissue. 
We know that in its active 
form it can infect male 
mammary tissue as easily 
as female if injected in the 
nipple line. But this tissue 
specificity in itself leads to a 


al- 


lower percentage of tumours in carcinoma than in sarcoma, 
since in the case of the sarcoma mutant of the virus any 
and every subcutaneous connective-tissue cell is susceptible 
to infection, and connective tissues are, moreover, every- 
where easily accessible to an active sarcoma virus. 

In the second place, experiments with serial freezing and 
thawing have shown that the Bittner virus is extremely 
thermolabile, and that many tumours will not withstand a 
second freezing and thawing. Since the method of drying 
sarcoma tissue described by Gye, Begg, Mann, and Craigie 
(1949) involves freezing the minced tumour in an ampoule, 
thawing it, transferring it to the drying-flask, and refreez- 
ing it at the beginning of the drying process, it is likely that 
only a few carcinomas (such as M103 and M107, described 
in the preceding paper at page 253) will yield active dried 
‘material by this method. We know certainly that such 
tumours as “ 63 ” and M91 (in the previous paper) will not 
withstand drying by this method. We also ascertained this 





Fic. 1.—Section through the R III sporadic mammary tumour used in Experiment 111 (see Table). 


Juty 30, 1949 





e 





Fic, 2.—Section through the mince of the tumour shown in Fig. 


structure is seen, 


experimentally by drving “ 63,” two C3H, and two Strong A 
sporadic tumours by this method. These gave uniformly 
negative results. 

A method was therefore required which would obviate 
the need for thawing the material before transferring to the 
drying-flask. This has been done in two ways; first, by 

grinding up the frozen material to powder in a mortar 
embedded in CO, snow, dropping the powder into the 
drying-flask, also cooled below freezing-point, and sticking 

_it to the bottom of the flask with a small amount of ice-cold 
5% glucose solution, which immediately solidifies. This is 
necessary, since the material to be dried must be in close 
contact with the bottom of the drying-flask. The second 

| and easier way is to freeze the tumour mince in the flask in 
which it is to be dried. For this method a tubular con- 

_tainer was used in place of the Erlenmeyer type of flask 

usually employed. This made storage at —79° easier, and 
all that was required was to take the tube from the “ deep 
freeze ” and attach it at once 
to the drying apparatus. This 
method has the slight dis- 
advantage that material can- 
not be removed from the 
lask for test for activity after 
freezing but before drying. 
(This is easy when the first 
method is used, 


Either method, however, 
gives successful results. We 
have succeeded in six con- 
secutive experiments, using 
six different sporadic mam- 
mary cancers, in obtaining 
tumours from dried material 
in both male and female mice. 
The tumours appear in the 
nipple line at the site of injec- 
tion in from four to 10 weeks. 
All the mice were young and 
well under the cancer age. 
Photomicrographs of sections 
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of R III sporadic mammary 
tumour used and of the 
tumour produced by inocula- 
tion of the dried material are 
reproduced in Figs. 1, 2, and 
3. The Table shows the 
results. 


Technical Details 


|. Preparing the Tumours 
for Freezing—The mouse is 
killed with coal gas. The 
tumour is dissected out asep- 
tically, a small piece fixed in 
Bouin's solution, the rest 
minced in a sterile Craigie 
mincer and diluted with an 
equal volume of 5.3% dex- 
trose solution. If it is to be 
stored in ampoules, 0.5-1 ml. 
is placed in each by means of 
a syringe with a wide-bore 
needle. The ampoules are 
then frozen rapidly to 
—79° C. and stored in 
solid CO, for the desired time. If storage in the drying- 
tube is desired 1 ml. of the mince is run into the tube and 
by manipulation over crushed CO, “dry ice” is made to 
freeze in a thin layer spread over the sides and bottom 
of the tube. The tube is then stored as above. ` 


l, after drying. No cellular 


2. Drying.—The frozen ampoule is removed from the 
storage cabinet, cracked open, and the solid mass extracted 
into a sterile mortar embedded in CO, snow. All the instru- 
ments used are sterile and chilled by keeping in test-tubes 
embedded in CO, snow. The solid mass is ground in the 
mortar and most of it tipped into the cold drying-flask, 
which stands in a vacuum jar of “cellosolve ” at —15° C. 
ice-cold 5% glucose solution is dropped with a pipette on 
t@ the powdered mass in the flask. This solidifies and sticks 
it to the bottom of the flask. The drying is then started (see 
Craigie (1949) for details of the apparatus). The residual 
moiety of the frozen material left in the mortar is now 





Fic. 3.—Section through the tumour produced by inoculation of the dried material into the breast 
tissue of a 6-weeks-old R III mouse. 


` \ 
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No. of 
Expt 
a Mixture of 3 sporadic strong A tumours 
97 is j rai a 
99 ‘R III tumour from tumour which had 131 |: 
been frozen 138 days and then 
= inoculated 
106 - Strong A tumour from tumour frozen 


14 days 
R IlI sporadic .. 


thawed and inoculated into three mice of the appropriate 
strain as a control forthe activity of the frozen tissue. 

3. Inoculation of .Dried. Material—When the drying is 
complete a small portion of the,dry material is dropped 
into xylol and embedded direct for microscopical examina- 
tion (no dehydration is of course necessary). The rest is 
wetted by running into the flask 2-3 ml. of a`1 in 500—1,000 
neutral solution of cysteine. This produces an even emul- 
sion, 0.05 to 0.1 ml. of which is then injected in the nipple 
line of each of ‘six mice (three male and three female) of 
the appropriate strain. Attempts were:made to improve 
the results by adding 33% rabbit serum saline to the cysteine 
and by the use of embryo extract. 


alone, which is therefore recommended. 

It must be repeated that avoidance of thawing at any 
time before drying is complete is essential. Experiment 82 
was repeated without taking this precaution and using 
material known to be active, and no tumours were obtained 
from the dried material. , 


‘ Conclusions 


.The active ‘form of the Bittner virus obtained from 
mouse mammary cancer by freezing can be successfully 
dried in vacuo provided no thawing occurs. before the 
material: is dry. ; 

Active dried mouse mammary cancer produces tumours 
in both male and female mice when injected into breast 
tissue. ; 
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The annual-report of the National Council of Social Service 
(1947-8) clearly shows how independent organizations can still 
make a helpful contribution to public welfare by working in 
collaboration with the developing statutory services and, even 
more important, by undertaking research work in new fields. 
The ` British delegation played a notable part at the Inter- 
_ national Conference of Social Work at Atlantic City in 1948. 
In the same year the National Council organized with great 
success an International Youth Conference in London, and 
delegates from 25 countries took part. The activities. of the 
Council’s associated groups have also continued to expand. The’ 
National Old People’s Welfare Committee, for instance, has 
established 17 county committees and 235 local committees. The 
National Assistance Act has increased the neéd for co-operation 
between voluntary agencies and Government departments. In 
the words of the report, “ The problem is so large and increases 
so rapidly, that it requires the combined efforts of both statutory 
and voluntary agencies to meet the needs. ... The stage is 
set therefore for a concerted effort over the whole country for 
the welfare of the older/ members of the community.” A re- 
vised and enlarged edition of the handbook Old Peoples Wel- 
fare is to be published this year. 


— t ' ` 
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‘The latter is definitely . 
harmful and the former of no greater value than cysteine . 
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n and Dried without Thawing 





í 


Control: Frozen Only 


Time of 
Appearance 
Inoculated Tumours 
3 1 
3 2 
3 3 
3 3 
é 
3- 3 
Not done 





UREFHRITIS, GONOCOCCAL AND NON- 
SPECIFIC, TREATED BY 
AUREOMYCIN. , 


BY 


R.. R. WILLCOX; M.B., B.S. 
Physician in charge of Venereal Diseases Clinic, 
King Edward VII Hospital, Windsor; Senior 
Assistant Medical „Officer, Department of 
Venereal Diseases, St. Mary's Hospital 


: AND 
G. M. FINDLAY, C.B.E., M.D., Sc.D., F.R.C.P. 


The treatment of non-specific urethritis has up to the 
present been. unsatisfactory. Sulphonamides combined with 
urethral irrigation have in some cases been effective, but 
penicillin has proved of little, value. Streptomycin has been 
shown to be successful in ‘certain cases (Pulaski, 1947 ; Kane 
and Foley, 1947; Willcox, 1949); it is also known to be 
active against pleuropneumonia-like organisms both in 
animals and in man-—a point of some interest, since there 
is evidence to suggest that this group of organisms may 
sometimes be associated with the distressing and by no 
means uncommon complaint of non-specific urethritis. 

In the present communication the effects of “ aureo- 
mycin” in non-specific urethritis are described. Pleuro- 
pneumonia-like organisms were obtained from the urethra 
in certain of these cases. 

Aureomycin hydrochloride, dispensed in the form of 
capsules each containing 250 mg., can readily be given by 
mouth (Duggar, 1948), and oral administration is in fact 
probably more satisfactory than injection. Aureomycin is 
known to be effective against various rickettsial infections, 
brucellosis (Spink et al., 1948; Galpine, 1949), staphylo- 
coccal and pneumococcal infections, and atypical pneu- 
monia. Certain organisms infecting the urinary tract, such 
as Aerogenes aerobacter and Streptococcus faecalis, are 
susceptible, but Proteus vulgaris and Pseudomonas pyo- 
cyanea are resistant. Collins et al. (1948) and Finland ef al. 
(1948) found that gonorrhoea was influenced: of 66 cases 


` given an average of 1.3 g. over a period of 1.2 days 49 were 


cured, 11 were considered doubtful successes, and six were 
failures. Two cases of non-specific urethritis, both of 
which had resisted repeated courses of penicillin, sulphon- 
amides, and streptomycin, were also successfully treated : 
in one, organisms of the pleuropneumoni a-like group were 
present in the urethra before treatment. is patient was 
given 9 g. of aureomycin by mouth in six days: he was 
symptomatically improved within three days, and cultures 
were negative. The other patient, of whom no bacterio- 
logical details are given, received 11 g. in five days. He 
rapidly became asymptomatic. 


Z 


~ 


‘ undertaken in the clinic, special examinations w 


+ 


—_ 


? 


- examined. 


‘showed Staph. albus and diphtheroids. only. 


_at intervals during 24 hours. 


_and 60 days after treatment. 


+ 
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7 | Non-specific Urethritis 
Four cases of non-specific urethritis were t 
aureomycin. ‘In addition to the routine inv 


both -before and after treatment for the presence 
pleuropneumonia-like organisms. 


. Case -I1—An unmarried white man aged 27 attended the 
clinic with a profuse purulent urethral discharge and slight 
dysuria of five days’ duration. . No gonococci were seen in the 
smear and no trichomonads or spirochaetes by dark-field 


examination. Urethral cultures revealed Staphylococcus aureus’ 


and diphtheroids, and pleuropneumonia-like organisms were 


„found in smears stained with Giemsa and on culture in media 


containing a high proportion of serum. The urine was hazy 
in the first glass, and there were fullness and tenderness of the 
prostate, but the blood Wassermann, Kahn, and gonococcal 
complement-fixation tests Were all negative. ‘ Treatment was 
deliberately ‘withheld for two days, after which the consort was 
She- had no urethritis or cervicitis but a slight 
vaginitis. Coliforms were obtained on culture, and local treat- 
ment with acetarsol was prescribed. 


Aureomycin 1 In 250-mg. capsules was then e orally 
to the man until a total of 2,000 mg. had been given over 
60 hours. The discharge disappeared by the second day of 
treatment, but there was some headache and diarrhoea, on 
the last day. When seen two days after the completion of 


treatment the urethral smear was free from pus, as was -the | 
` prostatic .bead. Ordinary urethral cultures grew only diph- 


theroids and Staph. albus, and a special examination revealed 
no pleuropneumonia-like organisms. The patient remained free 
from discharge, with a clear urine and a normal prostatic bead, 
while 8, 22, and 29 days later ‘prostatic | cultures grew only 
staphylococci. 


Case 2.—-A white man aged 39° who had been married for one 


“ month complained of á slight pain in the groin and a urethral 


discharge of five days’ duration. The urethral.smear revealed 
pus, and the urine was hazy i in the first glass. The Wassermann, 
Kahn, and gonococcal complement-fixation' tests of ‘the. blood 
were negative. The wife was examined, but there was no 
evidence of urethritis, cervicitis, or vaginitis. Her cultures 


` 
Between Jan. 31 and March 14 the husband was seen on 
eight occasions and was given in succession 20 g. of sulpha- 
diazine over five days, two single intramuscular injections of 
300,000 units of' procaine penicillin, a course of “ mandamine” 
(two tablets four times daily for.seven days), and a hexamine 
mixture for one week. At the end of this time the discharge 


"was as profuse as ever and the urine was smoky,, with threads 
_ in the first glass. 


The urethral smear showed an abundance of 
pus, and the culture grew Staph. albus and diphtheroids. Pleuro- 
pneumonia-like organisms were isolated in culture and were 


seen in smears stained with Giemsa. No spirochaetes or tricho- ' 


monads were found by dark-field examination, and the serum 
tests were repeated and still found to be negative. 
given four capsules of aureomycin (1,000 g.), which were taken 
When seen five days later there 
was a little urethral moisture containing a very few pus cells 
and the urine was quite clear, although a few threads were 
‘present. Culture of the urethra continued. to show Staph. albus, 


' but examinations for pleuropneumonia- like organisms were now 


negative. No other treatment was given and no discharge was 
apparent; the urine remained clear and the prostatic bead free 
from pus (although prostatic culture continued to show Staph. 

albus, diphtheroids, and occasionally coliforms) 10, 19, 24, 40, 


with the wife was resumed without trouble. 


Case 3.—An unmarried white man aged 28 had a purulent 
discharge, without dysuria for one week. .There had. been 
repeated exposures to one girl. The urethral smear showed an 
abundance of pus but no gonococci, and no trichomonads or 
spirochaetes were found by dark-field examination. Urethral 
culture grew Staph. albus, and pleuropnéumonia-like organisms 
were recovered from the urethra: The consort was examined 
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A 



















_seen 7, 30, and 36 days after treatment. 


He was. 


Frequent unprotected intercourse ' 


and showed no urethritis or cervicitis but a slight vaginitis. 
Cultures showed coliforms, diphtheroids, and Staph. albus. She ' 
treated with acetarsol locally. The man was given four 
of aureomycin within 24 hours, and when seen the 
y his urethra was dry and his urine, which formerly 
y in the first glass, was now clear. The prostatic 
‘free from pus and the prostatic culture still grew 
us, but no pleuropneumonia-like organisms could be 
recovered. When seen one week later there was a slight relapse, 
there being a scanty purulent discharge of one day’s duration. 
Fresh exposure was denied. The urethral smear revealed only 


- a moderate amount of pus cells, and, though the urine was very’ 


hazy, it cleared on the addition of a considerable. amount of 
aceti¢ acid, to leave a slight haziness in the first glass. The. 
Wassermann, Kahn, and _ gonococcal complement- -fixation 
serum tests were negative. He was again treated with aureo- 
mycin, being given four capsules (1,000 mg.) in 24-hours. When 
seen 2,7, and 14 days later there was no discharge, and the urine 
was again quite clear and the prostatic bead free from pus. 
Staph. albus was grown both at the time of the relapse and again 
after re-treatment. A further search for pleuropneumonia-like 
organisms before and after the relapse was negative, and 40 days 
- later the patient had‘ no further symptoms. 


Case 4—An unmarried white man-aged 19 had a muco- 
purulent urethral discharge with slight dysuria for one week. 
There had been an exposure in Lisbon two and a half weeks 
before the onset.’ The urethral smear and culture revealed no 
gonococci, but he had taken 2 g. of sulphathiazole during the 
previous two days. No’ trichomonads or spirochaetes were 
found by dark-field examination, and the Wassermann, Kahn, 
and gonococcal complement-fixation tests of the blood: were 
negative. ‘The urine was: hazy in the first glass. He was given 
four capsules of aureomycin (1,000 mg.) over 24 hours, but 
when seen two days later the condition was unchanged. 
Urethral cultures from this case showed only Staph. albus, and 
pleuropneumonia-like organisms were not recovered by culture 
cr seen in smears stained with Giemsa.’ 


t ` : 
Gonorrhoea sy 
( ` $ 
For comparison two cases of gonorrhoea were treated. 


Case 1~—An unmarried white man was first seen on Jan. 1, 
1949, complaining of a urethral discharge of one week’s dura- 
tion and a swollen right testicle since October, 1948. The puru- 
lent urethral discharge contained an abundance of gonococci, 
‘and he was treated with a single intramuscular injection of 
300,000 units of procaine penicillin. The. discharge rapidly 
abated and the epididymitis subsided, but unfortunately his 
consort could not be ‘persuaded to attend. -On Jan. 21 he again 


‘showed a purulent urethral discharge containing gonococci, 


although he denied re-exposure. The apparent relapse was 
treated with a single injection of 600,000 units of procaine 
penicillin, to which he responded, and he was quite well when 
On March 5, follow- 
ing exposure one week before to the same girl, he came once 
more with a purulent urethral discharge containing gonococci. 
The urine was hazy in two glasses, and'the Wassermann, Kahn, 
and gonococcal complement-fixation tests- of the blood were 
negative. His consort was secured and found to’ be suffering 
from gonorrhoea, which was treated. ` 


The man was given eight 250-mg. capsules of aureomycin 
hydrochloride orally over 52 hours. When seen 48 hours after 
the onset of treatment, and before its completion, the discharge — 
had completely gone and the urine was absolutely, clear. An 
absence of discharge, a clear urine, and a freedom from pus in 
the prostatic.smear, together with a negative culture for gono- 
cocci, were found at 7, 14, 35, 42, and 49 days after treatment. 

Case 2.—An unmarried white man aged’28 attended the clinic 
with a purulent urethral discharge and slight dysuria of four 
days’ duration. There was also a-small, slightly tender right 
inguinal lymph node, and there had been a contact with a 
stranger ten days before. Gonococci were found without diffi- 
culty in the smear and were confirmed by culture. The:urine was 
markedly hazy in the'first glass, and the Wassermann, Kahn, and 
gonococcal complement-fixation serum tests were negative. He 
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was given four capsules of aureomycin in divided doses over 20 
hours (1,000 mg.). When seen two days later the discharge had 
gone and the urine was completely 'clear apart from some 
threads in the first glass; the inguinal adenitis had entirely 
- subsided. The urethral smear showed no pus cells, and the 
culture was negative for gonococci. He did not trouble to 
attend again until the 26th day, when he had no discharge, His 
urine was clear, ánd his prostatic secretion was free from pus. 


w 


Discussion i ' ; 


The results here recorded confirm those from America, 
and suggest that aureomycin is a satisfactory treatment both 
for gonococcal urethritis and for non-specific urethritis, 
pleuropneumonia-like organisms disappearing rapidly from 
the urethral discharge. 


Aureomycin has also been shown to be effective in 


lymphogranuloma venereum (Wright et al., 1948a, 1948b) ` 


and in granuloma inguinale (Greenblatt et al., 1948). In 
addition O’Leary et al. (1948) have reported that doses of 
40 to 50.g. of aureomycin rapidly cleared up the clinical 
symptoms in two cases of syphilis with early secondary 
lesions: serological reactions were unaffected. This anti- 
biotic therefore seems capable of influencing all the common 
venereal infections. 


Summary and Coicincions 


Two cases of gonococcal and four cases of non-specific 
urethritis have been treated by oral aureomycin. One of the 
gonococcal cases and one of the non-specific’ cases received 
2,000 mg. and the remainder 1,000,mg. over 24-60 hours. 

Both the gonococcal cases responded, as did three of those 
with non-specific urethritis.- Although one of the latter relapsed, 
it reacted sayOMTE RY to further treatment.’ There was one 
failure. 

In addition to the Saltnes tests specjal examinations were 
made for pleuropneumonia-like organisms in patients with non- 
specific urethritis. These organisms were recovered before ~. 
treatment in three cases and after treatment in none. 


Our thanks are due to Professor G. A. H. Buttle, O.B.E., in whose 
laboratories in the Department of Pharmacology, School of 
Pharmacy, the special bacteriological investigations were carried out. 
One of us (G.M.F.) wishes to thank the Medical Research Council 
for a grant towards laboratory expenses. 
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The effect of vaccination: during pregnancy on the incidence 
of malformations has been studied by Greenberg and his 
colleagues (Paediatrics, 1949, 3, 456). More than 5,000,000 
people were vaccinated following the outbreak: of smallpox in 
New York early in 1947. Among these were 4,172 women in 
the first three months of pregnancy. They gave birth to 68 

children with malformations, an incidence of 1. 63%. A control 

non-vaccinated group of 2,186 women in the same period of 
pregnancy gave birth to 30 malformed infants, an incidence of 
1.37%. These studies have shown that vaccination of women 
in the first three months of pregnancy does not appear 'to have 
any deleterious effect on the -developing embryo. 
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NEUROLOGICAL COMPLICATIONS OF 
-MUMPS 
| BY 
JAMES MACRAE, M.D., F.R.E.P.S., D.P.H. 
AND 
A. M. G. CAMPBELL, D.M., M.R.C.P. 
(From Ham Green Hospital, Pill, near Bristol) 


Hamilton (1781) first recorded cerebral manifestations 
associated with mumps ; since then the subject, without 


becoming properly crystallized, has commanded medical 


interest as a comparative rarity. 

. Dopter (1910) reported that 9.8% of 1,705 cases of mumps 
showed meningeal symptoms, -but admitted that “real” 
meningitis might be very rare. When Acker (1913) studied 
details of 30 fatal cases of cerebral mumps he considered 
that true meningo-encephalitis had been'present. During 
and after the 1914-18 war French and American physicians 
described meningo-encephalitis complicating mumps, and 
details of isolated cases continue to appear in medical 
journals. 

Coe (1945) agreed with Paddock (1932) that clinical 
meningitis accompanied mumps in from 0.15 to 0.5% of 
cases. Frankland (1941), in discussing a mumps epidemic 
involving 234 cases, put the occurrence of meningitis as 
high as 30% and reckoned that meningeal symptoms in con- 
tact cases of mumps could be presumed to be due to mumps 
infection. Five of Frankland’s cases, gave a meningeal 
reaction in the cerebrospinal fluid. Another epidemic of 
mumps, among men of the New Zealand Expeditionary 
Force in Japan, was noted by Laurence and McGavin 
~ (1948), who considered that out of 208 cases 60 had symp- 
toms suggestive of meningeal involvement and six had 
definite meningo-encephalitis. 

Ford (1937) has collected information PE the 
widespread neurological lesions which may be expected in 
mumps, lesions involving almost any part of the central 
nervous system. 

While it is generally agree that the cerebral symp- 
toms usually occur after the ordinary signs of mumps 
have shown themselves, Colomb and Mary-Mercier (1912), 
Bedingfield (1927), and Frankland (1941) described cases 
with neurological signs before there was any suspicion of 
mumps. Also, Howard (1919) and Frankland (1941) 
reported cases in which meningo-encephalitis occurred 
during a mumps epidemic and suggested that these were 
cases of mumps with the neurological signs as the only 
clinical manifestations. 

Dopter (1910), Frankland (1941), and. Lightwood (1946) 
tend to hold that the virus of mumps can be primarily 
neurotropic, and this view is given tentative authority by 
Harries and Mitman (1947) on experimental evidence. 
Similarly, Box (1946) ascribes the virus with possible 
neurotropic qualities. 

In reviewing this considerable literature and remember- 
ing that individual, cases of mumps meningo-encephalitis 
are still reported in some detail from time to time, we feel 
that a group of 14 cases occurring in a restricted area 
and during a short period of time merits attention. 


i The Present Series 


With one exception all the cases developed in the Bristol 
area in May (1 case), June (3 cases), July (3 cases), 
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thè same’: period - 23` cases’: of anterior poliomyelitis were 
admitted to hospital—more than during the general épidemic | 
period of 1947. Otherwise there was‘no marked prevalence. 
of virus infections.’ It was noted that 18 out of 48 cases 
of known antérior poliomyelitis had long previously had 
i ‘mumps. ` p i 
-, Since ‘mumps is not notifiable and cases. are not usually 
admitted to- hospital, it is impossible to compute the total - 
number of cases in-the area during the time that.we received 
_these 14 cases, but hearsay evidence did not suggest even 
' a moderate mumps epidemic. Table I gives details of the 
cases. °° 


Ls + 


> signs of involvement of the central nervous. system before 
there was, any other indication of mumps.’ All the patients 
appeared to be‘alarmingly ill on admission, and the majority ` 
‘entered hospital under‘a quite justifiable diagnosis of 
meningitis. Four ‘cases showed paralysis, and nystagmus ' 
was a common feature. 
stantly in the region.of 102° F. (38.9° C.). Bradycardia, . 
reported as common by French writers, was not ‘noted. 
Severe frontal ~headache: was~-a' distinctive feature. All 
the patients ;were ‘discharged well and without sequelae.’ 
‘Table II gives details of-cerebrospinal fluids on admission. 
In all cases the fluid pressure was raised and the general 
“picture was that noted in other types of virus encephalitis. 
‘The etnphasis laid by-Frankland (1941) on the occtirrence 

. of a purely lymphocytic reaction was not sustained ; ; in fact, 
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Pyrexia-on admission. was con-: 












_ ferentiating some of the cases from benign lymphocytic 
meningitis ; but these polymorphonuclear findings made a 
differential diagnosis from tuberculous meningitis more 
difficult, and in view of the necessity for. early treatment of 
this condition with streptomycin the problem is important. 
The recent emphasis on the lowering of the cerebrospinal 
fluid sugar concentration- in tuberculous meningitis should 


be a valuable differentiating point, for the sugar concentra- ' 


tion in mumps meningitis is not low. It-is. worth noting 
that two of our cases were admitted as cases of tuberculous 
-meningitis for streptomycin treatment. 


` 


Most of the cases of mumps meningitis give a history of - 
‘Tt will be seen’ that Cases 1, 4, 6, 12, 13, and 14 had ~. previous contact with a case of mumps, which is not always 


inquired about. 
that of a nurse who came -in contact with Case 11 and 
might well have had the same strain of virus. A further 
` contact with this nurse was a surgeon working in the same 
hospital, who also developed a severe menihgitic- reaction, 
coming on nine days before the appearance of orchitis. As 
this surgeon refused lumbar puncture we are unable to: 
-includé him’ in this series. 
virus’ was highly neurotropic. 


These three cases bear some resemblance to the cases 


4. ‘~ 


It is of interest-to note that Case 7 was. 


~ 


of mumps meningitis in. ‘twin brothers quoted by Paddock 


l (1932): These ‘two brothers. developed . typical - severe 
meningitis with increased cellular responses in the. cerebro- 
‘spinal fluid, but neither’ case showed any ‘parotitis.- Three 
Sisters in the same family, however, showed the typical 
parotid. symptoms found in mumps. It would seem, there- 


fore, that the virus can have a predilection for the nervous 


tissue in certain people, but it more usually reacts on the 
parotid. 


i 


x 


a ~ 


Comment 


E it “has been suggested thas a cerebrospinal 
reaction exists in cases of orthodox mumps, and Lavergne 
et al. (1938) have even shown many instances of a cerebro- 


“It does seem that this strain of i 


~ 


` spinal fluid pleocytosis in asymptomatic contacts of mumps, . 


most commonly during the last three days of the incuba- 


tion period, yet a grouping of 14 cases, such as put forward 


‘in this article, suggests, the presence of an organism more 
‘than usually neurotropic. It might also suggest a popula- 
tion more than usually susceptible to. a neurotropic virus, 

"and this might have some bearing on the unusual ‘prevalence 
of poliomyelitis during 1 the same period. 
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Donohue (1941) has described perivascular demyeliniza- 


tion, similar to that seen in other cases of post-infective - 


encephalitis, when he reported the pathology of a case of 
fulminating mumps meningo-encephalitis. Gordon (1927) 
experimentally produced mumps encephalomyelitis in ‘a 
monkey (M. cynomolgus), and noted a cerebrospinal fluid 
reaction similar to that seen in the cases described here. 
He also described histological parotitis at necropsy in 
four cases of encephalitis lethargica (Gordon, 1913). 
Armstrong ef al. (1936) similarly demonstrated the virus 
of choriomeningitis in: the testes of experimentally infected 
monkeys. x 


There are authenticated cases of orchitis (Humphries, 
1947) and pancreatitis (Box, 1946) as the only signs of 
mumps. 
predilections of virus ‘organisms. It may well happen that 
cases loosely described as aseptic ‘meningitis may in réality 
be mumps meningo-encephalitis. If, however, after -study 
of the other manifold manifestations of mumps it is con- 
sidered that- this virus infection is generalized and apt to 
influence any tissue—even the foetus in utero.(Humphries, 
1947)—then it is quite understandable that the central ner- 
vous. system can at times be affected too, and possibly in 
preponderance. Thus it would no longer be necessary to 
postulate a neurotropic virus but rather one which settles 
where it ‘will, and, depending on the speed of immunity 


production, the salivary glands, central nervous system, 


pancreas, ovaries, testicles, or pericardium may one or a.l 
produce clinical Signs of virus inflammation. \ 


~ 


\ Summary - 

The literature concerning the central nervous: system manı- 
-festations of mumps is reviewed. 

Fourteen cases of mumps meningo- encephalitis are presented. 


six of, which occurred before other signs of mumps developed. P 


The place of the neurological signs of mumps in the picture 
of the disease is discussed, and it is suggested that, being a 
general infection, ‘central nervous types of the disease are ‘apt 
to occur more by accident than because thes virus is necessarily 
essentially neurotropic. 
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LEUCOCYTE COUNTS IN THE 
-~ PREVENTION OF. DRUG . 
` ' , AGRANULOCYTOSIS 


BY 


C. J. YOUNG, M.B., D.T.M., D.P.H. ; 
(From the Pathological Department, Bradford Royal Infirmary} 


Himsworth (1948) stated that he and Morgans (1947) had 


come to the conclusion that frequent blood counts for the 


early detection of agranulocytosis during treatment with 
thiouracil are worse than useless, because agranulocytosis 
develops like a bolt from the blue, and a normal count may 
impart a quite unjustifiable sense of security. This has 
long been known in the case of the sulphonamides, but the 
evidence’ has been generally disregarded, and leucocyte 
counts. for purposes of prophylaxis. are still considered 
desirable. Roberts (1948) and Hendry (1948) have drawn 
attention to the greatly increased demands being made on 
clinical pathological departments of hospitals, and leucocyte 
counts, requested under the mistaken impression of their 
value in the prevention of agranulocytosis, constitute an 
unnecessary and wasteful part of such demands. 

I drew attention to the failure of serial leucocyte counts 
during sulphanilamide administration either to give warning 
of an impending ‘agranulocytosis or to prevent a fatal out- 
come (Young, 1937). Later I collected evidence supporting 
this observation (Young, 1944). On the other hand, Britton 
and Howkins (1938) carried out leucocyte counts during 


“14 days of sulphonamide treatment in 50 patients, and 


found that the polymorphs fell during treatment in 46% 
of. cases—in 10% to fewer than 2,000 per c.mm—but they 
did not observe agranulocytosis. Also Bigler et al: (1938) 
carried out counts in 33 persons during short courses of 
sulphonamide treatment, and concluded that sulphonamides 
seemed to cause depression of white blood.cells even to a 
point at which leucopenia developed, but agranulocytosis 
did not occur with this depression. 

It might be anticipated that leucocyte counts would be 
Useful in the prophylaxis of agranulocytosis in two ways: 


-(1) in preventing the occurrence of agranulocytosis, and (2) 


in reducing case mortality through earlier diagnosis. 


‘Influence of Counts on the Occurrence of Agranulocytosis 


It has been assumed that the detection of a drop in the 


' leucocyte count to a leucopenic level during treatment 


would enable agranulocytosis to ,be averted by stopping 
administration at this stage, and it has been claimed that 
this has been achieved (Hohmann, 1938). Plum (1937), by 
administering amidopyrine to patients who had recovered 
from agranulocytosis due,to the same drug, showed that 
the changes in the marrow are well established before the 
peripheral blood gives any warning, and that, although 
administration of the drug was stopped long before this 
warning in the blood, agranulocytosis followed.- His experi- 
ments, and other evidence (Shecket and Price, 1939; 
Agranat et al., 1939; Filler, 1941), indicate that- when a 
leucopenia is due to an imminent agranulocytosjs the latter 
will follow whether the drug is stopped or not. If a rise in 
granulocytes occurs immediately after administration ceases 
the condition merely represents the mild leucopenia which 
occurs in about 50% of persons, as demonstrated by 
Britton and Howkins (1938) and Bigler er al. (1938) with 


z sulphon amides. 
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That such‘a leucopenia does: not proceéd to agranulo-: 
cytosis is readily demonstrated by continuing the adminis- . 


: tration of the drug. Such a test case is the following, in 
which thiouracil was given for the treatment of thyro- 
toxicosis. ii 

Before treatment was started the blood showed a polymorph 
count of 3,000 per c.mm. in a total leucocyte count of 5,600. 
After 14 days’ treatment the count had fallen to 1,480 poly- ` 
„morphs in a total count of 3,900. At this: stage, instead of ` 
suspending treatment, the dose of thiouracil'was doubled. Four. 
days later the counts were the same, the polymorphs being 
| 1,587- and the, total leucocytes 4,100. At the end of a further. 
six days’ treatment the polymorph count had risen to 3,538. 
and the total leucocytes to. 6,100, restoration to’ the pre- 

- treatment level having ensued in spite of the continued ' 
administration of the higher dosage. | 

If such a leucopenia is to be used as an indication for. 
stopping treatment it not only ‘seems to be an unreliable ` 
indicator but may be so misleading that it results in patients 
being deprived unnecessarily of the benefits of treatment. 

| Filler’s (1941) case strikingly. demonstrated. the- failure of 
leucocyte counts in the prevention of agranulocytosis. The 
case was one of staphylococcal septicaemia treated with 
sulphamethylthiazole. After the blood culture ‘had become 
sterile, pyrexia was still present: and drowsiness was noted 
for the first time. There was no leucopenid.at this period, 
but owing to the suggestion‘of toxicity the drug was stopped. 

_ Six days later polymorphs had completely disappeared from. 
the: peripheral blood, so that, although treatment had ceased 
before there was any warning leucopenia, agranulocytosis’ 

" was not, prevented. 

Influence. of EEN Counts on Mortality 


Although leucocyte counts are generally misleading as 
indicators of impending agranulocytosis, it might be antici-' 
‘pated that serial counts,’ by bringing about cessation of the’ 

“ offending drug at the earliest possible moment, would lower 


iwN 


cytosis failed to avert a fatal outcome, although the drug 
was stopped when the leucocytes fell from 12,500 to 8,500 
per c.mm. Morgan and Detweiler (1939) described a case 
in which 14 counts were made during 19 days’ treatment, 
but again death occurred. Other, cases providing similar 
evidence, are among those enumerated in the’ table, 
references to which, with individual data, are given by 
_roune (1944). i 
Discussion ; 


The evidence, both experimental and clinical, indicates 
that in drug agranulocytosis the condition is inaugurated 
in the bone marrow some time before granulopenia occurs 
in the peripheral blood,’ and the information given by the 
-latter is too late for prophylactié purposes. Plum’s (1937) 
experiments with amidopyrine showed that the formation of 
granulocytes ceased at its, earliest stage, but that the marrow 
granulocytes already formed continued to develop and so 
sustained the numbers in the peripheral blood for some days 
after the condition had been established in:the marrow. 

The bone-marrow changes found in sulphonamide 
agranulocytosis have been variously described as absence, 


reduction, maturation arrest, and aplasia of neutrophil 


granular cells, but the term ‘ ‘maturation arrest” is not 
justified, as it has been based only on single examinations 
‘which cannot show whether the picture is static or changing. 
As indicated above, Plum showed that there was no 
maturation arrest in amidopyrine agranulocytosis. 
Rubinstein (1944) made serial marrow examinations in a 
case of thiouracil agranulocytosis during recovery. He 
showed that the return to normal of the marrow preceded 


. that of, the peripheral blood, the polymorphs in the latter 


reaching the pre-treatment level some,time between the sixth 
and nineteenth days after the marrow count was normal. 
These observations again indicate a considerable time lag 
between the ‘marrow and the peripheral blood, and agree 
with -Plum’s findings with amidopyrine that marrow 


‘mortality in comparison with cases in which no counts were, ; examination gave earlier information than did the blood. 


made. ut 


~ To`test this assumption the available asia relating to 74 ` 


cases of sulphonamide agranulocytosis were extracted from . 
the literature and aré presented | in the Table. 
~ “te ! 
_ Table Showing ‘Leucocyte Counts arid Mortality 


~ 


No. of Counti: 


` No. of oe cases .. 

.- No. of fatal cases 

Case mortality per cent. s 
Observed difference per cent. .. 
2 x standard. error of difference 
- Significance of difference wie 





Two, comparisons are made: “first, between cases having i 


no counts and those having one or more’; secondly, between 
those having one to three counts and thosé having more 
than three. ‘The latter are rather few in number, but in 
no group was any significant difference in-case mortality’ ° 
demonstrated. :While..the data may not be sufficient to 
establish the absence of any influence of leucocyte counts 
on case mortality, they show that the assumption generally 
‚made that they will do so is not justified on the available 
evidence, at least in regard to the sulphonamides. “Indi- 
' vidual cases illustrate how completely they can fail. In 
_ one of my own cases (Young, 1937) treatment was stopped 
.on the day after a count which showed no drop in poly- 
morphs, so that even if a reduction had been demonstrated 
on the following day the drug would not have been stopped 
sooner, yet the patient died. In the case of Shecket and 
Price (1939) five counts in the six days preceding agranulo- ' 


t 
\ 
i 
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Beck (1933) recorded that the myeloid bone marrow in’ 
agranulocytosis might be aplastic, normal, or hyperplastic, 
: and this variability in the marrow findings has caused some 


. confusion regarding'the basis of the condition. A type 


of agranulocytosis occurs which is probably due to cell 
_ destruction rather than failure to produce granulocytes, but; 
. so far as is known, this type does not seem to be produced 
“by drugs. The finding of numerous granulocytes in, the 
-béne marrow has been reported in ‘cases due to various 
drugs; including at least one- due to sulphonamides (Rosen- 
thal and Vogel, 1939).' It is probably significant that this 
sulphonamide case was the only one to recover among 
those in which the marrow was examined in the series 
studied ‘by Young (1944), 'the others all showing various 
degrees-of aplasia. | 

From an examination of available data (Dameshek, 1944 ; 
- Young, 1944) it seems likely that the variations reported in 
‘the marrow in drug agranulocytosis generally are due to 
‘variations in the state of marrow recovery at the time: of 
examination. The marrow has most often been examined 
post mortem, and, death being as a rule due to bacterial 
invasion and not directly to’ the state. of the marrow, all 
‘stages of recovery in granulocyte production may be present 
at the time, of death. -A single examination of the marrow 
may therefore be misleading in regard to the nature of the 
condition, which, when due to drugs, usually appears to 
be aplastic in type. 

Instead of leucocyte counts "during iieattical with 
thiouracil, Himsworth et al. (1947) recommend that every 
patient should be told that if he develops a sore throat 
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or fever he must. discontinue the drug and report to his 


doctor. ‘The same procedure might be applied in:the'pro- ` 


longed sulphonamide administration employed in rheuma- 
tism prophylaxis. For other cases of sulphonamide 
administration, limitation of the period of treatment to’a 
` week or ten days is probably the best method of prophylaxis, 
' and seems to have almost, eliminated agranulocytosis due to 


this group of drugs. Amidopyrine agranulocytosis is readily’ ' 


avoided, as this drug is 
be used, > ' ~- ' 


4 


unnecessary and should no longer 


i Summary “ ' 33 
No evidence has been found that serial leucdcyte counts 
during the administration of agranulocytosis-producing drugs 
either prevent agranulocytosis or reduce case mortality. 
The reason for this failure is found in the bone marrow, 
_Where the condition can: become fully established before’ the 
peripheral blood gives,any warning. ' 
Reliance on leucocyte counts is undesirable; as they may give 
rise to ‘a misguided sense of security which may prevent the, 
adoption of more useful measures. oe , 
Leucocyte counts for purposes of prophylaxis also constitute 
a waste of time in clinical pathological departments of. hos- 
pitals, and may mislead clinicians into stopping the administra- 
tion prematurely, so unnecessarily depriving patients of the 
benefits of treatment. eo oan 
Other, methods of dealing 
briefly ‘mentioned. Ea 


` 


with drug: agranulocytosis are 


t 


I ain indebted to Dr. J. K. Rennie for clinical data. Much of 
the material in this article is taken from a thesis accepted by the 
University of Edinburgh for the degree of M.D.' 
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Information about the hospital services in the United States 
is summarized in a report ‘published in the Journal of the 
American Medical Association (May 7; 1949, p. 23). The 


present bed capacity is 1,423,520, ahd the average ‘daily number ` 


of ‘patients occupying hospital beds during 1948 was 1,217,154. 
Between 16 and 17’ million. patients were admitted- to‘ hospital 
during the year. The greatest increase in service compared with 
past ‘years .was in the general hospitals. The average daily 
number of patients in mental hospitals was 664,399: thus. nearly 
55% of the occupied hospital beds’ were utilized for psychiatric 
care. The tuberculosis hospitals contained about 5% ‘of the 
total hospital load. The average length of stay in general 
hospitals fell from 11.4 days in 1947'to 10.5 in 1948. There 
are now 807 ‘hospitals approved for the training of interns‘and 
- 1,140 for the training of resident physicians. The accredited 
schools of nursing education, which total '1,163, enrolled 100,174 
student nurses in 1948. ' ee a. 
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-an inflammatory condition of the tubes. 


J. Amer. med. Ass., 113, 584. 
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TORSION OF- NORMAL FALLOPIAN 
TUBE | 
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R.' de SOLDENHOFF, F.R.C.S.Ed., M.R.C.0.G. _ 
Obstetrician and Gynaecologist, Ayrshire Central Hospital 


r 


Torsion of the normal Fallopian tube when first encountered 


strikes one ‘as being rare enough to warrant a little excite- 
ment. On looking at the tube and its mesentery. during 


- Operative work in the abdomen it is hardly conceivable that 


the ‘tube itself should undergo torsion without involving the 
neighbouring’ structure of the ovary : with its broad pedicle 
it'would-seem impossible that it could so twist on itself as to 


t 


give rise to urgent symptoms. ' 


t 


, l ' Case Report 

A 2-para aged 24 was admitted to the maternity unit of the 
Ayrshire Central Hospital on Dec. 7, 1947. The elder ‘child 
„Was 2} years and ‚the younger 8 months. The family history 
showed nothing of importance. The husband was alive and 
well. The patient had been feeding the baby until three weeks 
before admission to hospital. She stopped on account of an 
attack of pain in the left iliac fossa and slight uterine bleeding. 
This was the first sign of uterine bleeding since the birth of 
the baby, and she was sent to hospital by her doctor as a 
case of threatened abortion or of subinvolution. 

On admission the temperature was .99° F. (37.2° C.), pulse 
124, respirations 20, B.P. 120/80’mm. Hg; blood Rh-negative : 
O(iv) ; W.R., negative ; „urine, N.A.D.; chest, heart, and lungs, 
N.A.D. ‘On vaginal examination a small tender mass was felt 
behind the uterus, which was slightly enlarged, retroverted, 
and tender. l y : 
~ After admission there was 'no further uterine bleeding, so 
the differential diagnosis ‘rested between ectopic gestation and 
i - During the next 
three days there'was'a slight rise in temperature, and a course 
of penicillin of 1,000,000 units was given. An Aschheim- 
Zondek test, which had been taken’ on admission, was now 
shown to be negative, and as the patient’s temperature had 
settled she was examined under general anaesthesia. The 
previous findings were confirmed and’the provisional diagnosis 
of tubal mole made.. / i 
' Operation—On Dec. 16 the- abdomen was opened through a 
Pfannenstiel incision.. A small mass surrounded by adhesions 
was found in the pouch -of Douglas. When the adhesions 
were freed the mass was found to be the left tube with three 
clockwise twists in it. It was removed, leaving the ovary 
untouched, and the stump was buried in the broad ligament. 
Appendicectomy was performed and the abdomen closed. The 
patient was ambulatory by the third day and was discharged 
from hospital on Dec. 27, 11 days after the operation. 

The specimen would at first suggest an atypical tubal preg- 
nancy which had -undergone torsion. ‘Section showed’ no evi- 
dence of pregnancy, and microscopically no'cells suggestive of 
decidua or chorionic elements could be found. This, after 


' consideration of the patient’s: symptoms and history in retro- 


spect, supported the diagnosis of simple torsion of the tube. 
Y po Discussion 
The standard midwifery textbooks make no mention of 
this entity, but after reviewing some, of the literature it was 
perceived that it was not really rare. Bldnd-Sutton (1890) 
reported the first case, and since then’ many others have 
been published. In the, majority there has been a history 
of a diseased condition of the’ tube—hydrosalpinx, etc. 
Darner (1926) states torsion of the ‘undiseased tube is less 
common, particularly in the virgin.. French authors, in par- 


y 


ticular Regad (1933a, 1933b), have. referred to a syndrome, 


r 
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as they consider the condition to be common enough to be 
regarded as à clinical entity in the virgin. This is of course 
understandable. In married women there is a greater diffi- 
culty in assessing the normality of the tubes, particularly 
after pregnancy, and this was borne out in my case, in 
which the woman’s last pregnancy occurred only seven 
months before. She had never menstruated since then and 
had been feeding the baby, which of course is no bar to 
pregnancy or pelvic infection. 

_ Shute (1932) wrote an extensive paper on 
dealing with all theories of causation and its distribution 
in the various age groups and types of cases encountered. 
He found that 80% of cases occurred during the genital 


activity of women and the remaining 20% -during puberty : - 


68% of the former: were on the right side and in 62% the 
torsion was clockwise. It has been extremely difficult to 
separate the cases associated with-tubal disease from those 
in the normal tube, as only 8% of specimens had had histo- 
logical examinations, although one must presume that the 
20% arising before puberty occurred in a normal tube. In 
those not associated with disease there would seem to be 
some connexion with the initiation of menstruation, and 
Davies (1925) and McEachern (1934) each cited a case 
similar to mine. It must be assumed’ that the bleeding 
occurring in my case was that of a commencing period. | 
Blum and Sayre (1937) mentioned the prevalent theories : 
(1) Haemodynamic (Payr), the idea being that the pulsations 
of the blood vessels in the mesentery of the tube can in 
some way initiate the torsion ; (2) Sellheim’s suggestion that 
the movements of the body and abdominal wall could be 
transmitted and this would initiate the torsion. This second 
theory is understandable when applied to a large ovarian 
cyst which is in contact with the abdominal wall, for any 
sudden violent, irrégular movement of the abdominal 
muscles might then start a movement of the cyst to right or 
left, but it would hardly seem applicable to the ‘tube, which 
is lying deep in the pelvis. ; E 


Anatomical malformations and physiological peristalsis - 


are much more likely to initiate a twist. It has been sug- 
gested that drugs such as apiol may also initiate such exces- 
‘ sive peristalsis as to start torsion. Once a twist has occurred 
it is easy to understand the consequent interference with 
circulation and the indrawing of the fimbriae which occur 
in acute salpingitis and ectopic pregnancy. This results in 
the extravasation of blood into the'tube, with the formation 
of a small pedunculated mass-which may undergo further 
torsion. ee 
Such a sequence of events will give rise to all the clinical 
symptoms seen in .the case reported, and suggests the 
erroneous diagnosis of ecfopic pregnancy or salpingitis. 
Unless this occurs in the pubescent girl it is, to my mind, 
impossible to recognize’ a definite syndrome which will 
_identify torsion of the normal ‘Fallopian tube, particularly 
as it must be assumed that the latter cases are virginal and’ 
difficult to examine. The urgency for operation in these 
cases is not great ; cases have been described in which the 
distal portion of the tube has actually been amputated by 
the torsion and a free tubal mass has been removed some 
considerable time—even years—after what must have been 
the original crisis. 
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AN OUTBREAK OF FOOD-POISONING 
IN BROMYARD DISTPICT. 
Ei bY - 


M. J. PLEYDELL, M.D., D.P.H. 
M edical Officer of Health for North Herefordshire 


On Friday, Nov. 5, 1948, a number of people left Bromyard 
by coach to attend the evening performance of a play in 
Birmingham. They arrived early, and 14 persons, so far as 
is known, entered a near-by restaurant and had a meal con- 
sisting of cold beef sandwiches and coffee or alcoholic 
refreshment. The beef in the sandwiches was described by 
different patients as being “ undercooked,” “ overcooked,” 
“ dark-looking, stringy, and tough.” l 

Of these 14 persons, 11 were taken ill on Nov. 6 and one 
on the 7th, the incubation period varying from 16 to 36 


hours. The presenting symptoms were malaise, lassitude, ' 


severe frontal headache, aching in the limbs and back, 
fever, shivering, abdominal pains, diarrhoea, and in some 
cases nausea and vomiting. One patient collapsed while 
attending a memorial service on Nov. 6. Photophobia and 
tenderness of the eyeballs were complained of by four 
patients, and one patient statedithat he had had puffiness 


_round the eyes. 


The severity of the attack varied considerably: from 
headache and abdominal discomfort, with mild pyrexia 
only, to complete incapacitation with pyrexia of 102- 
104° F. (38.9-40° C.) at.the onset, associated with extreme 
diarrhoea and blood in the stools. The duration of the 
attack extended over a period of two to three’ days in 
the mildest case ; whereas in the most severe cases, although 
the acute phase of the illness had passed off within seven 
days, residual lassitude, anorexia, and minor recurrences of 
the headache and abdominal symptoms persisted for two 
to three weeks. 


+ 


Two of the persons who ate the beef sandwiches suffered 
only from slight headache and malaise on the following 
day. A specimen of faeces from one of these persons gave 
a negative result on culture ; no specimen could be obtained 
from the other person. It is of interest to note that, of 
those persons who took alcoholic refreshment, these’ were 


the only people who had two glasses of either,gin or sherry 


with their sandwiches. . 

Investigations in Bromyard.—Specimens of - faeces 
obtained from the 12 persons who were taken ill yielded 
salmonellae on culture, which were later identified as 
Salmonella bovis morbificans. 


Investigation at the Restaurant, Birmingham.—(a) 


. Bacteriological examination of specimens of faeces from 


the eight members of the staff at the reStaurant showed 
that,four persons were excreting Salm. bovis morbificans. 
Two of these four had not been ill, while the other two 


- had had symptoms ‘of enteritis after Nov. 5. (b) Bacterio- 


logical examination of rat droppings in the restaur- 
ant revealed the presence of Salm. bovis morbificans. 
(c) Bacteriological examination of the rat-poison which 


was being used in the restaurant showed the presence of 
. Salm. entéritidis (Gaertner). ` 


i 
- ' Discussion : 
These findings. indicate that in all probability there was 
an epidemic of gastro-enteritis due to Salm. bovis morbi- 
ficans affecting the rodent population in the vicinity of the 
restaurant at Birmingham, and that unprotected food had 
been contaminated by the infected rodents.’ The beef had 
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l FORENSIC MEDICINE ' 
Médecine ‘légale judiciaire. , By C. Simonin. - Second ‘edition. 
' (Pp. 819; 313 figures; paper cover, 1,100 francs; bound, 1,300 
` francs.) Paris: Librairie Maloine. 1947. - i ! ; 
Psykopatibegreppets bankrutt (Bankruptcy of the Concept of 


Psychopathy). By Bo Gerle. (Pp. 43; paper cover, 3 kronen ; in 
Swedish.) Lund: Gleerupska Univ.-Bokhandeln. 1947, |. 


The contacts.of law and medicine are now so many and various 
that forensic medicine has split up into a group of specialties, 
each calling for special training and experience. It is therefore 
far. from easy for one author to cover the whole field ; this is . 
the task assumed by Professor Simonin, of Strasbourg, and he 
has ‘performed it remarkably well. .His book is the first of two 
volumes, and consists’ of massive chapters, on “medicine ‘and 
justice and the medico-legal aspects of injury, sex,’ poisons, 
death, identification, and {psychiatry : these are -the topics 
covered by. the term “ judiciaire,” social medicine and medical 
„ethics being reserved for discussion in the second volume. 
The first chapter contains an excellent sketch of the history 
.of criminology and’ valuable discussions on juvenile delinquency 
and malingering. The section on injuries includes comment’ on 
-cruelty to: children, ‘the assessment of disability, and post- 
traumatic disorders. The chapter on sex deals fully with the 
whole subject, including . perversions, sterilization, abortion, 
marriage, pregnancy, and paternity. Much information about 
industrial toxicology is found ‘in the article ón poisons; 
those on death, identification, and psychiatry follow the usual 
lines. 7 i ea 
' The handling of sô vast ‘a subject might excusably have been 
purely technical, but the approach is, in fact, philosophical, 
and Professor Simionin does not conceal his strong moral 
convictions.. ; 


i 
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The outstanding features:of the work are’the author’s con- ` 


Stant preoccupation -with the prevention of crime, and the 
excellence of‘the clinical descriptions which abound through- 
out the book.and could be read with pleasure and profit, by 
any medical man. The volume will be useful to a wide variety 
of specialists, and teachers of forensic medicine: outside France 
will find in it ideas worth incorporating in their own courses 


it is. important, as“ the author says, to approach each patient 
as an individual. So _ o s 

Gerle' stoutly defends the unity of personality and the view 

. that a ‘highly developed intellect may. be powerless to control 
serious affective deficiency. This at once raises the question 

of criminal responsibility and challenges current legal opinion ;- 

the question merits full discussion in a separate paper, and 

Gerle is obviously well qualified to write it. He concludes 

, with a plea for more thorough training in psychiatry for medi- 
cal students to enable them, as doctors, to deal competently 


`Y 


With’ the various types of psychical abnormality. 


© Gerle has a limpid style, and if he chose to write in English 

` he would have a wide circle’ of readers, both medical and legal. 
Readers of his book would have been assisted by the use of 
cross-headings and ‘the addition of a summary of the chief 
conclusions. j 
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, PHYSIOLOGY. OF FLYING | 


Aviation Medicine in its Preventive Aspects. By John F. Fulton, 
-B.E., M.D., D.Sc. (Pp. 174; illustrated. 12s. 6d.) London: 
Geoffrey Cumberlege (Oxford University Press). 1948. 


‘This is a historical survey of the more important researches 
and developments in. altitude or decompression sickness, the 
physiological problems of pressurized aircraft cabins, the effects 
of ‘acceleration on-man,, and safety in flight. It concentrates 
on the -period 1939 to 1946. Experiments to secure impartial 
data'on the respiratory and circulatory changes which occur 
during acclimatization to the lowered partial pressure of oxygen 
at altitudes between 23,000 to 29,000 feet (7,000 to 9,000 m.) are 
‘described in some detail. This investigation, named “ Opera- 
tion Everest,” was carried out at the United States Naval Air 
Station in Pensacola, Florida.. For this purpose four young 
adults lived for five weeks in a low-pressure chamber fitted 
„with an air-lock, so that observers could enter to make 
observations: and take‘appropriate samples without being sub- 
jected to anoxia. The results showed that acclimatization 
consists of a series of integrated adaptations to restore the 
oxygen pressure of the tissues to the normal sea-level] value. 

- Researches in, decompression sickness are reviewed, from 
Leonard Hills work on caisson’ sickness in divers in 1912 
to those in connexion with aviation, especially during the various 
phases of the recent war., There is a good description of bubble 
formation in the blood and’tissues of ‘animals and man in rela- 


of instruction. Reference to any topic is unusually easy because’ ' tion to “ bends,” and of such underlying factors as gas tension, 
of a good index, a detailed. table of contents, the division of hydrostatic pressure, surface tension, and gas nuclei. The 
the text by many cross-headings, and’ the free use of small practical results of these researches are outlined. The technique 
type for matters of detail. The text is:elucidated by'many is given of the pre-selection test to assess suitability for high 
- drawings, the work of the artists E. Huber and A. Collinet. altitude operations, and is, followed by an account of the 
Dr. Bo Gerle'is a Dozent in forensic psychiatry in,Lund prevention or mitigation. of “bends” by pre-oxygenation to 
University’ and head of the forensic department of' St. Lars displace dissolved nitrogen before ascent and by. limitation of 
Sjukhus, a large mental..hospital near Lund. His book;.a muscular. movements during flight to lessen the formation of 
revised and enlarged version of a course ‘of lectures attended ` bubbles in the blood vessels. ` 

by doctors, lawyers, and humanists, discusses the origin and The main physiological problems discussed in connexion 
development of the concept’ of psychopathy, the “ psychiatry with pressurized aircraft concérn ventilation and explosive 


without psychopathy ” of Sjébring, and the consequences of a 
modified conception of: psychopathy. i ' l ' 
The first half of the book is a historical and critical study 

- of: the term psychopathy, whose current meaning is “ non- 

intellectual deficiencies making the social adjustment. of an. 
individual difficult’ or impossible.” The development of the 
concept is traced from Pinel’s manie sans délire and Esquirol’s 


monomania, through. Platner’s amentia' occulta, Pritchard’s ` 


moral insanity, and corresponding ideas of, many later students, 
including Kraepelin, Lombroso, Freud, and Henderson and . 
Gillespie. The conclusion drawn is that the concept of psycho- 
pathy. inclides a variety of unrelated conditions, which Gerle 
distinguishes, on the-basis of Sjébring’s theories,:as, hypophrenia 
(post-infective firedness.::and apathy), v. schizophrenia, and 
ixophrenia (an epileptoid : state). .The- remainder of: the, book 
is a discussion of the legal, therapeutic, and educational impli- 
cations. of: these concepts. It ‘rémains.to- be seen, whether these’ 
ideas ‘will: be: any: more durable than. their ‘predecessors,, and: 
3 l $ š 


t 


decompression. ‘Little ‘information is given as ‘regards the 
former, but the section on explosive decompression is reason- 
ably full and valuable. Reference is made to’the experiment 
which: proved that no perceptible’ harm is caused to a fit man 
by -explosive decompression, provided an adequate supply of 
oxygen is immediately ‘available or a rapid descent made to 
non-oxygen-requiring altitudes. > Survival times for: explosive 
decompression at various altitudes up to 75,000 feet (22,500 m. 
are given, as well as the time of useful consciousness without 
oxygen. These figures have proved of greatayalue to aircraft 
designers afd -engineers, who’ have to or emergéncies 
while avoiding weight’ penalties in f unnecessary 


equipment. . r, 
. The section'ôn' the ‘effects of accel 
considération ‘of’ centrifugal forces whi 
Due' reference is made to’ the -R.A.F: 
1939, in‘ an aircraft fitted up äs a fiyi 
‘cine-camera. to „record the effects of hi 
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. conditions of aerial combat, the results of which enabled suitable 
countermeasures to be devised. Then follows a description 
-of centrifugal machines used by the Canadians, Australians, and 
Americans, on which much fundamental research was done. 
The’ results obtairied added considerably to our knowledge of 
the effects of centrifugal. forces on man, and culminated in the 
` development of anti-gravity suits, both of the hydraulic and 
‘air-pressure types., It is claimed that these suits did much to 
give Allied fighter pilots ascendancy over the enemy. ` 

The final chapter discusses briefly the problems of safety in 
flight, including a study of the effects of forces of deceleration 
on man as demonstrated in-aircraft crashes and non-fatal 
suicidal leaps. The design of aircraft to provide increased safety 
is considered, and the practical value of seat ‘belts, safety 
harness, stressing of seats, backward-facing seats, and “ ditching 


drill ” are assessed. i i 
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‘A DIGEST OF GYNAECOLOGY’ 
A Pocket Gynaecology. By-S, G. Clayton, M.D., M.S., F.R.CS., 
RL (Pp. 111. "s. 6d.) London: J. and A. Churchill, 
td. : ao 


k / 

This is the age of digests. As members of the general public 
we persuade ourselves that we have no time for serious reading’ 
and too often turn to the small monthly magazine that feeds 
us-with tasty morsels from current literature. As doctors ‘we 
receive the weekly journals but too often do not trouble to 
read them. If we are specialists we view with dismay the 
monthly publications that pile up on our desks, and frequently, 
console ourselves with the thought that a year book, a survey, 
* or an abstract journal will soon come to hand to spare us the 
effort of reading the literature as it-is intended to be read. 
If this is our weakness we cannot criticize the harassed medical 
student in: his struggle to keep abreast of the ever-increasing 
medical curriculum, or_deny him the help that a condensed 
textbook may give. But in both cases: the danger is the same. 
Is the summary: or review to be used ás a genuine refresher or 
is-it to be the. means of escape from serious reading—the 
pander to laziness ? 


These thoughts are aroused by Dr. Clayton’s book. As a =: 


condensed account of gynaecology this is an excellent produc- 


tion, and the considerable amount of up-to-date information . 
presented in small space reflects much credit on the author -, 


and publishers alike. - But whether the medical student will 


benefit by turning from his well-known textbook to a new. 


“cram” book during his period of ‘final revision is a matter 
on which I, for one, have serious doubt. - Doo so 
' The usual gynaecological subjects are, set out in orthodo 
fashion in 109 small pages of text. Anatomy, physiology, 
embryology, and pathology all receive due notice. The two 
final chapters deserve special attention—one is on gynaeco- 
logical symptoms and the other on special gynaecological 
treatment, including a brief account of drugs and endocrine 
‘preparations, of x rays‘and radium, of gynaecological opera- 
tions, and even of contraception.’ A few necessary illustrations 
are included. l a 2 i ` 

The preface states that there is “ economy of words.” This 
is certainly trut, even to the extent of the omission of verbs 
from many sentences. 
but there are a-few slips, such as an obvious error of spelling 
on page 3 and. the occasional use of a singular verb with a 
plural subject. In criticism of the subject matter it may be 


questioned whether it-is not misleading to speak of “slight ; 


fever” as being a symptom experienced- by normal women 
during menstrus{iz4,.. Condylomata acuminata are not neces- 
sarily gonococs igin, nor do they appear “after a few 
Stilbc ¿Oses as 

certain to ca Sand ‘depression in a post-menopausal 
woman. Th mor criticisms in an otherwise excellent, 
if, very cor, resentation ‘of orthodox gynaecological 
. teaching. 7 S exactly what it claims to be : it is a 
pocket gy! ; ^nd a remarkably good one at that.’ 


~ 
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J. CHASSAR MOIR. 


The etext is generally well corrected ; . 


large as 5 mg. daily ‘is fairly’ 


GUIDE TO TREATMENT 


` Obstetrics and Gynaecology. By Beatrice M. Willmott Dobbie, 
A., M.B., F.R.C.S., D.M.R°E. (Pp. 358; 23 illustrations. 
20s.) London: H. K. Lewis and Co. 1948. á 
Textbooks of obstetriċs and gynaecology abound in British 
medical literature; it may be asked, therefore, whether there 
is a place for further works: on this subject: Miss Dobbie’s 
new book does not attempt to cover the same ground as the 


` usual textbooks, but rather to provide a simple guide to 


‘practical treatment. It is addressed primarily to the general- 
practitioner, and fulfils admirably:the needs of the busy doctor 
who requires a handy work of reference or who wishes to. 
refresh and bring up to date his knowledge. Simplicity of 
éxpression and sound common sense, the keynotes of this book, 
make it thoroughly readable. ~ 
The general layout of the work is good, and the advice it- 
contains, is generally excellent. Criticism is thus confined to 
a few details. The dose of ergometrine by intravenous injection 
should not exceed 0.25 mg., and 0.125 mg. is often sufficient. 
Administration of 0.5 mg., as recommended, is’ likely’ to cause 
symptoms. Contradictory advice is given concerning the treat- 
ment of cervicitis. In the chapter ‘on post-natal care`(p. 205) 
it is stated that cauterization can be carried_out in the out- 
patient department, while cauterization under anaesthesia is 
recommended in the section on.gynaecology (p. 292). Most 
cases of cervicitis can in fact be treated as out-patients, thus 
obviating thé need for hospitalization or general anaesthesia. 
The section on the toxaemias of pregnancy is sketchy and 
inadequate. More precise advice is needed on the normal level 
of blood pressure, and a great deal more detail shoyld have 
been included on the management of cases of essential, hyper- 
tension in pregnancy and of pre-eclamptic toxaemia. The 
illustrations are adequate, though some appear unfinished in 
‘comparison with those appearing in other books. 
- The psychological aspects ‘of obstetrics, and gynaecology are 
not neglected, and the sections “ Telling the Patient” are 
especially important. Miss Dobbie shows‘her wide experience 
in this book, which, though containing littl new or original, 
` fulfils the purposes for which it is intended and will thus prove: 
a valuable addition to current medical literature, 


J ‘ 4 
JOSEPHINE BARNES. 


SURGICAL SUMMARY > 


Handbook of Surgery. By- Eric C..Mekie, M.B., Ch.B., 
F.R.C.S.Ed., F.I.C.S., and Ian MacKenzie, M.B.E., M.B., Ch.B., 
F.R.C.S.Ed. With foreword by the late Sir John Fraser, Bart. 
Second edition. (Pp. 764; illustrated. £1.) Edinburgh: 
EZ and S. Livingstone. 1949. k i 


A second edition of this book (which first appeared in 1925) 
has Mr. Jan MacKenzie, now of Newcastle-upon-Tyne, “as 
joint author. There has been considerable revision, but, 


‘although there are 764 pages, perhaps rather many for a hand- 


book, there are only 29 figures. Thesé are good, but so much 
text unrelieved by diagrams or figures is inclined ‘to make 
reading dull, and the criticism of the first edition remains—that 
more line drawings interspersed through the print would add 
considerably to the attraction of this otherwise. excellent 
student’s guide. Fig. 11, p. 308, is inaccurate in view of recent 
knowledge of root distribution, and I could find no mention of 
either the costo-clavicular or scalenus syndromes, each of which 


is of frequent -occurrence, whereas arthrogryposis multiplex 


congenita (p. 594) is less common so far as the student iS 
concerned. There is an account of cervical rib in which it 1s: 
stated that Hudson (no initials,-no reference) showed that the 
vessels and nerves can be compressed between the free end of a | 
cervical rib and the anterior scalene muscle, and that the radial 
pulse is diminished on the affected side but_becomes normal 
in volume when the arm is elevated above the shoulder (p. 212). 
This is not in accord with our experience, which is the reverse. 
The’ statement on page 299 that the majority of intradural 
extramedullary spinal tumours are meningiomas is not accurate, 
as the neurinoma is commoner. i : 

These are minor criticisms of what is essentially a`sound 
text in which for the most part the matter is well balanced. 


t 
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- 
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The book may be described .as an excellent summary of the 


teaching of the Scottish’ school of surgery and a sound guide . 
Like/ most. post-war articles 


for the student of the súbject. 
the price has increased, in this case from. 12s. 6d: to £1. 
En i a |» “LAMBERT ROGERS. 
_™ oe ae wy D ta : 
S _ ` ADOLESCENCE l 
Adolescence. Its Social Psychology... -By C. M. Fleming, M.A., 


Ed.B., Ph.D., F:B.Ps.S. The. International Library ,of Sociology 
and Social Reconstruction. _ (Pp. 261. 16s.) London: Routledge 


~ 
Toe 


é 
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and Kegan Paul, 1948. 
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This is an important and valuable book. It sums -up recent 
research on the physiology and. psychology: of adolescence, ‘as 
well as its educational and social aspects.. This recent’ work 

as tended ‘to upset several preconceived ‘ideas, most '.of them 
dating from Stanley Hall's’ generalizations, which have -been 
too readily accepted both ‘by. teachers and psychologists, 

The book points out the wide variations -of the normal per- 
sonality and stresses the7importance of the individual’s funda- 
mental needs. Considerable atteftion has in the past been placed 
on innate dispositions and ‘instincts, and considerable variations 
in the strength of these in different individuals has been postu- 
lated. A more practical attitude may be to think more in terms 

` of the needs of the individual, founded no doubt on, the relative 

 fiusiraticn and grat:fication of, instincts. ‘The author points out 
how the failure to find gratification of the needs in.one genera- 
tion may be reflected in the behaviour- of the next, and how 

. difficulty of adjustment and social misbehaviour may thus 
follow through several generations. \ aa PA 
- Delinquency is an expression of distress, and this distress is 
due ito failure to achieve the fundamental needs, which’ are 
listed: as love, security, new experience, recognition, acceptance, 
respect, and success, he dignity’ and“ individuality, of the 
child must be recognized ‘and: respected. Growth, both-mental 
and physical, is not a smooth process, and may be influenced 
by environmental factors operating at any particular time even 


r 


- ‘more than by innate capacities. If this is so; it is not easy for 


educationists to’ answer the questions about which they. would 
so much like to be definite—namély, what are the difficulties 
and therefore the requirements of any group of children at 
different stages of their’ development? How can ‘future 
succes; in different activities be predicted _from present per- 
formances ? In other words, a cross-sectional observation; 
such as‘an intell'gence test at a particular age, is not so reliable 


in foretelling the future development of the.child” as many. 


people would like to believe. Ultimate capacity may be more 
influenced by limitations of experience, both social and educa- 
tional, than by innate ability. The way all sorts of ‘types of 
young men and -women have learnt and adapted themselves ‘to: 
quite unfamiliar trades in the relatively short period given to 
training for modern technical warfare: illustrates this. ` Young 


people require'not only intellectual food but, the influence of 


the right sort of group of their peers, as well as guidance by. 


, - those more experienced than themselves in formulating a philo- 


sophy of life which should be a map of how they may live. 
Vocational guidance is of little use if founded on single 
interviews, but it should be based on long-term observation of 
the-young person. Means must therefore. be found to ‘obtain 
and record such observation .by several:persons if our. youth 
are to be helped as they. deserve. Doctors; teachers, 
sociologists, and psychologists will all find much in „Dr. 
Fleming’s book to.stimulate thought. Presented as it is, without 
prejudice or- bias, it is' to be highly recommended. ' 

| R. G. GORDON. 

a. 


t 
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` Review of Dentistry for State Board Examinations; by Vincent R. 
Trapozzano, D.D.S., F.A.D.P. (pp. 661; 32s. 6d.; London: W. B. 
Saunders Co.), is a’ book in which dental surgery becomes a series of 
quick questions and snappy answers. It may possibly be useful to 
the student preparing for a viva voce examination, provided that the 
examiner asks the correct questions, or may even be more useful to. 
the examiner to provide him.with questions that he- should’ ask and 
the reply that he should automatically be given. ' i 
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' Coronary Artery Disease. By E P. Boas, M.D. 
price.) ^ London: H. K. Lewis. ° 1949 - 


_ The ‘Principles oj Sctentifec Reseurch. By P. Freedman, B.Sc., 
M.LE.E.,.F.I.E.S. (Pp. 222. 15s.) London: Macdonald. 1949. 


.Ectopic Pregnancy. By K. M. Masani, M.D.Lond., F.R.C.S‘Eng. 
(Pp.‘165. ,12s.)- Bombay: The Popular Book Depot. 1949, 
{ J ʻ 


By W. Stephenson, M.A., M.Sc 
(Pp. 127. 12s. 6d.) London: Longmans, Green and Co. 


” Testing School Children. 

- Ph.D. 
1949, , , 
i ; ; 

A Primer oj Electrocardiography. By G. E. Burch, M.D, 

F.A.C.P., and T. Winsor, M.D., F.A.C.P. 2nd ed. (Pp- 245. 

22s. 6d.) London: Henry Kimpton. 1949. 


_ The ‘Common Form of Joint. Dysfunction. By W. Kaufman, 
Ph.D., M:D. (Pp. 208.‘ No price.) . Brattleboro, Vermont, U.S.A.: 
E. L. Hildreth. 1949, | . 
Neurosurgical Pathology. By |. M. Scheinker, M.D.“ (Pp. 370 

l ASS.) Oxford: Blackwell Scientific Publications. 1948. 


Diseases of the Liver, Gallbladder, and Bile Duéts. By S. S. 
Lichtman, M.D., F.A.C.P., 2nd ed. (Pp. 1,135. 50s) London: 
Henry Kimpton. 1949, , : TE ` 

Internationai Congress on Mental Health, Lopdon} 1948. 


Edited by J. C- Flugel, D.Sc. (3 vols. £2 10s.) London: H. K. 
_ Lewis. 1949. ` / : 


é 2 t,- t 


„A Short Practice of Surgery. By H. Bailey, F.R.C.S., and R. J. 
McNeill Love, F.R.C.S. Part 5. 8th ed. (Pp. 1:050, 32s 6d (set).) 
‘London: H. K. Lewis. 1949.. TE : 

, ` g 

| Cunninghams Manual of-Practical Anatomy. Edited by J. C. 
Brash, M.C., M.A., M.D., F.R.C.S.Ed., F.R.S.Ed. Vol. 3. 1th ed. 
(Pp. 513. 21s.) London: Oxford University Press. 1948. 


Bodily Reactions and Examination of Systems of Therapeutics. 
By K. L. Daftari, B.A.Cal., B.L.Cal., D.Litt. (Pp. 235. 6 rupees 
8 annas.) Bombay: Hind, Kitabs 1949, 


An Outline of Psycho-Analysis. ` By Sigmund Freud. Trans- 
lated by J. Strachey. (Pp. 84. 8s. 6d.) London: The Hogarth 
Press. Institute of-Psycho-Analysis. 1949. . 

Three Essays on the Theory of Sexuality, By S. Freud. (Pp. 133. 
10s. 6d.) London: Imago Publishing Company. 1949. 


Child Health Services and Pediatriè Education. (Pp. 210. 
20s.) London: Geoffrey Cumberlege: 1949. ai 
' Cystoscopy and Urography. By J. B. Macalpine, D.Sc., F.R.C.S. 

3rd ed” (Pp. 570. 63s.) Bristol: John Wright and:Sons, Ltd. 1949. 


A Journey Round My Skull. By F. Karinthy. 3rd ed. (Pp. 288. 
8s. 6d.) London: Faber. 1949. 
A Descriptive Atlas of Radtographs. By A. P. Bertwistle, M.B., 
Ch.B., F.R.C.S.Ed. 7th ed. (Pp. 622. 50s.) London: Henry 
Kimpton. 1949. au a . 


Canned Foods. By J. G: Baumgartner. 


‘3rd ed. (Pp. 278. 15s.) 
London: J. and A. Churchill. 1949, 
“ A ‘ 


t 


‘Rehabilitation of the Tuberculous. By H. A. Pattison, M.D., 
F.A.C.P. 3rd ed. (Pp. 250. 22s. 6d.) London: Baillière, Tindall 


r 


Transactions of the American Ophthalmological Society, 1948. 


' . Vol. 46. (Pp. 676. No price.) Philadelphia: American Ophthalmo- 


Pd 


logical Society. 1948. . “dt ; 
' i “ i 5 Fog Tot 
A Practice óf Orthopaedic Surgery. l BY 1 
C.B.E., M.B., F.R.C.S.Ed. 3rd ed. (Pp. 444. 
Edward Arnold and Co. 1949, 
ta E ` 
A Surgeon's World. By M. Thorek, M.D. (Pp. 333. 
London: Robert Hale. 1949. l 


P. McMurray, 
30s.) ‘ London: 
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A VIRUS IN ‘MOUSE CANCERS? 


In March of this year Professor Gye ee in a 
lecture! that he and his colleagues of the Imperial Cancer 
Research Fund had succeeded in transmitting mouse 
sarcomata by means of tissues which had been frozen 
and dried. The importance of such a finding could not 
be doubted. Until then there had been an apparently 
complete contrast between the -bulk of mammalian 
tumours having no obvious continuing cause and a few 
growths, particularly fowl sarcomata, in which was 
evident the activity of a virus as a continuing cause of 
the malignancy. Professor Gye’s report gave reason to, 


believe that now, in mammalian growths also, was to | 


be found a virus-like neoplastic agent. He made quite 


clear his belief that in the dried and even in the frozen | 


tissues no surviving intact cell could be held responsible 
for the malignant activity. 

This report caused much comment, discussion, and 
criticism. Scientists are perforce a race of sceptics, and 
a discovery as important as this was not likely to be, 
accepted generally until it had been confirmed by others 
and until the interpretation was beyond doubt. Many 
have therefore awaited with eagerness the full technical 
‘details which will permit others to-confirm—or refute— 
the claims made. The foundation of all the work con- 
sists of Dr. James Craigie’s improved devices, especially 
those for finely mincing and for drying tumours; a 
description of these is still in the press. 
we publish to-day three very important papers by 
Miss Ida Mann; these make it clear that the new 
techniques will give results not only with mouse. sarco- 


mata but with adenocarcinomata also. They go far to 


answer the questions we raised in discussing this matter 
in March.’ 

- It is now plain that it is not just a few mouse tumours 
which . can be transmitted by means of frozen or dried 
tissue, and that’ a principle is concerned applying 
equally to epithelial and to connective-tissue ‘growths. 
Miss Mann’s results also shed light on what is poten- 


tially the most controversial question of all: is it certain - 


that these violently treated tumours do not still contain 
some living cells ? Until this point is proved all is in 
doubt. Some pathologists will find it impossible to 


British Medical Journal, 1949, 1,511. ` 
2 Ibid., 1949, 1, 531 
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believe that a complicated mammalian cell can survive 
thorough drying ; and the histological evidence supports 
their doubts. Others will. wonder if such survival may 
not after all be possible, particularly as the alternative 
is the abandonment of all orthodox views on the caus- 
ation of cancer. Discussion could go on- indefinitely 
in the realms of metaphysics and histology. Fortunately 


there seem to be ways of by-passing this obstacle. 


A tumour virus causing sarcomata, would be expected 
to infect wherever in the body it was introduced ; it 
would find susceptible connective-tissue cells every- 
where. ‘But one causing carcinomata would be epithelio- 
tropic and could hardly do so unless placed in juxta- 
position to the right kind of epithelial cell. One can 
expect therefore to be able with epithelial growths to 
distinguish clearly between the results of transplanting 
an odd surviving cell and infecting cells anew with an 
active agent. A graft might grow anywhere; new, 
infection could occur only where suitable epithelial cells 
were present. Where we are concerned with an agent 
believed to cause mammary tumours in mice we are, 
however, up against a difficulty, for mammary tissue 
exists almost everywhere in the mouse’s subcutaneous 
tissue ; there. are rudiments even in male mice. So it 
ig not surprising that frozen or dried mammary tissue 
is effective wherever it is introduced subcutaneously in 

mice of either sex. Cell grafts of the adenocarcinomata, 
however, will grow in the peritoneal cavity, where there 
are no mammary cells. Miss Mann’s results show that 
the frozen adenocarcinomata, which grow readily in the 
subcutaneous tissues, fail to grow on intraperitoneal . 
injection, or do so rarely and in circumstances where 
the carrying in of a few mammary cells on the needle 
cannot be excluded. ‘There is thus an apparent qualita- 
tive difference between the results of propagation with 
cell grafts and with frozen tumour. Proof derived 


from this type of experiment might easily be made more 


convincing. Quantitative tests with seria] dilutions of 
live cell suspensions on the one hand, and of dried or 
frozen tumour on the other, introduced (a) subcutane- 
ously and (b) intra peritoneally; might bring out the 
fundamental distinction in behaviour even more clearly. 
Better still, experiments with carcinomata other than 
mammary ones should yield decisive answers. If it is 
proved that the successful transmission with dried or 
frozen tumour tissue depends on something other than 
a surviving tumour cell it is a reasonable working 
hypothesis, on the analogy of the fowl tumours, that 
the active agent is a virus. The agent seems, however, 
to be a very labile one ; so it may not be easy to apply 
the necessary tests to determine whether it can be justly 
placed in that category. 

Some of Miss Mann’s experiments were with spon- 
taneous mouse cancers in which Bittner’s milk factor— 


® 


_ guggested—but the thesis is not elaborated at all—that 
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or virus—is concerned. fe is at first sight a dis- streptococci of viridans type, have with less certainty - 
‘crepancy. If these growths are “caused by a virus,” been suspected to cause food-poisoning. 

how comes it that the Bittner milk factor produces them The salmonellae most frequently responsible for food- 
only after months and only in the presence of, suitable poisoning are Salm. typhi-murium and Salm. enteritidis, 
hormonal activity, while the frozen’ cancer tissue is formerly known ‘as the aertrycke, and Gaertner bacilli. 
effective within days or weeks and in mice of either T hey are both natural pathogens of rats and mice, whose 
sex ? Why jis the milk factor relatively stable and the excreta ‘may thus contaminate ‘food, and they are not 
activity of the frozen tumour highly labile? It is’ uncommon in duck eggs.’ Salm. enteritidis is also a con- 
stituent of certain ° ‘rat viruses ” used for the destruction 
the virus can exist in two forms, one latent and`presum-, of rodents. A report by Dr. M. Í. Pleydell in this issue 
ably stable and the other active but labile. Itis further of the Journal shows how thé contamination of food in 
suggested that the effect of oestrogen in male mice carry- ` a restaurant by infected: rodents can cause an outbreak 
ing the Bittner virus.is to precipitate a change from the of food-poisoning. Other hosts of these organisms, of 
latent to the active form. These are interesting specula“ _ which. there is a large number of named species, are pigs 
tions, but the workers in ‘the Imperial Cancer Research and cattle. ` Pork and beef- may thus come under „suspi- 
Fund will be wise, not to try-to move too fast. They. cion, and milk may sometimes contain Salm. dublin, — 
-have madéan important advance, but i the ground gained which is the cause of a disease of cows. During the 
will need consolidating. Most pathologists have for ‘war food-poisoning was often traced ‘to imported dried 
years turned either a blind eye on the virus'theory of 88S; in which many new salmonella species were intro- 
cancer. or at best a suspicious and wary one. Every duced into this country. In a'recent issue of the Journal 
item in the “newer knowledge ” ‘will have to be proved Guly 16, p. 186) an outbreak of food-poisoninig at a 


to the hilt, every step will have to be repeatable in other ` 
laboratories, every deduction shown to be inevitable. 
~ There is every hope that in the end the results Will con- 


‘London hospital was described. Salm. typhi-murium was 
isolated from a number of those attacked; and there was 
little doubt that the. vehicle of infection. was a pudding 


fatal. Other organisms, such as Proteus, Bact. coli, and Ile, with tood poisoning outoreaks, 


‘stitute’ one of the brightest chapters in cancer’ research. made with duck’ eggs. Chronic human carriers are 
- rare, but infectión can arise from-a temporary excreter 


~- who may have few or no symptoms. In another recently 
ee. i ° `, ` _ reported outbréak of food-poisoning among ` school- 
È B ACTERIAL FOOD-POISONING ae children in Yorkshire (July 23,- p. 239) milk supplied 


to the schools concerned was found to contain Salm. 
_ During the last ten years there has been a great increase typhi-murium. A cowman at a farm supplying milk to 
in the number of recognized outbreaks of bacterial food- 


the ‘schools had been ill with diarrhoea and vomiting 
poisoning in this country. - Improved diagnosis no doubt just before the outbreak, but had carried on with his 


partly accounts for this, but much ' of the increase is work. In the infection type of food- poisoning the 
real, and during the’ war years was associated with the laboratory may help by identifying the organism in the 
introduction, of communal feeding, often ‘supervised by , faeces,or vomit of the victim and- in thé suspected food, 
workers with little knowledge! of -food hygiene. It is and by tracing the source and path of infection. The 
mportanti to` distinguish the “infection” and the- first: duty of the investigator is therefore to secure any 
“ toxin.” types \of food-poisoning. _In , the infection remains of the suspected meal before they can be 
type the patient has ingested living organisms, usually . discarded. 
of the salmonella but sometimes of the dysentery group.” Food may be contaminated with staphylococci trans- 
After an incubation period, of 6 to 40 hours the illness ferred by the fingers from thé nose of food-handlers or 
begins suddenly with severe headache, vomiting,’ diar- from infected cuts or septic lesions. There is a high © 
thoea, and abdominal pain. ‘There is commonly some nasal’carrier raté of coagulase-positive staphylococci in 
tise of temperature. Patients usually feel-ill for about* the: general population. Not all of these organisms can 
a week; in debilitated subjects the infection may produce‘enterotoxin, for the presence of which there is 
prove fatal. ‘In the. toxin type, which is most often due no good laboratory test other than those requiring a 
to Staph pyogenes, enterotoxin has been ‘preformed in human volunteer, but the bacteriologist can help by 
the food'and consequently takes rapid effect—the i incu- finding-whether the food contains large or small numbers 
‘bation period being half to four hours.’ The illness is of staphylococci and by identifying their serological and 
more severe but of shorter duration. than the infection bacteriophage type ‘with’ that of. the organisms found in 
type, so that the symptoms are over within 24 hours. the food-handlers and possibly i in the victims. There is 
Food-poisoning caused by enterotoxin rarely proves a Significant association of one particular type, 6/47 
It must be 
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which bacterial multiplication can take place. 
include brawn, meat pastes, pressed beef, gravies and - 
‘sauces, cream and custard fillings, and’ice-cream. The 
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2 i ; . 
remembered that the enterotoxin is heat-resistant and 


that bacteriological examination of the offending food 


and of specimens from the Patients may therefore give 


negative results. 
The. foods commonly associated with food-poisoning 
are those which are handled during preparation and in 


tasté and appearance of the food may be unaltered. A 


factor 1 in most outbreaks is the keeping of food at some 


stage in a place which is insufficiently cool. In this way, 
for example, organisms in reconstituted dried egg readily 


‘multiplied to a dangerous concentration overnight at 
The general measures for pre- 
vention of these outbreaks areclear.' Some-of them, such , 


warm-room temperature. 


as rodent control, the hygiene of slaughter-houses, and 


the adequate cooking of such foods as duck eggs, have 


already been indicated. Food should be-prepared and 
served by clean workers, cleanly clad. They should be 
trained to report even trivial diarrhoea, cuts, and septic 


lesions, and they should have satisfactory hand-washing’ 


facilities. Manual handling of food should be reduced 


. e ` e / ` 
to a minimum, food wrappings and covers used where - 


' possible, and “foods kept cool’ between the stages of 


preparation and during storage. Not least important is 


. the hygiene of the kitchen: apart from its construction, 


+ 


the lighting, ventilation, proofing against flies and vermin, 
and facilities for the cleansing of utensils should all 


“be of a high standard. By the. intelligent application 


of common-sense principles’ it should be possible to 


minimize at least one menace of the warmer weather. 


/ 
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PRCS. AND P.R.C.0.G, 


Lord Webb-Johnson, as we annsnneed in last week’s ` 


Journal, has been succeeded as President of the Royal 
College of Surgeons by Sir Cecil P. G. Wakeley, and thus 
brings to*‘an end a memorable period of office. As 
Sir Alfred Webb-Johnson he was elected P.R.C.S. in 1941, 


a year before the publication of the Beveridge Report, . 


which, among other things, led úp to: the introduction’ of 
the National Health Service last year. Lord Webb-Johnson 


. guided’ the affaits of the College of Surgeons during the 


greater part of the war, but, in spite of the difficulties 


inseparable from the time, he planned wisely and well, - 


building up the College to a height of efficiency and enter- 
prise not witnessed before. Departments were established 
and ‘professorships endowed for anatomy” and pathology ; : 
in the College laboratories practical teaching was made 


available for postgraduate students seeking higher quali- 


fications ; a research chair in ophthalmology was instituted ; 
and under the new charter faculties in dental surgery and 
in anaesthetics have been established in the College. Under 
Lord Webb-Johnson the Royal College of Surgeons has 
become not only an international centre for teaching and 
research but also a social centre where Fellows and 
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In 
a time of stress and controversy he held firm, in the face 
óf much opposition, to what he believed to be for the good 
of his College and of the medical profession. His successor, 
Sir Cecil Wakeley, has a hard task to follow in office a 
man who has achieved so much. Those who: know 
Sir Cecil Wakeley in his combined capacity as surgeon and 
editor will wish .him success in the a eas position 
he new holds. 

Professor Hilda Lloyd has been elected Président of the 


‘Royal College of Obstetricians and Gynaecologists in 


succession to Sir William’ Gilliatt. She is the seventh Presi- ` 
dent of the Royal College, which was founded in September, 
1929, as the British College of Obstetricians and Gynae- 
cologists, and she is the first woman to hold that office. 


‘Mr. William Gilliatt (ashe then was) took office in Septem- 


ber; 1946. He was knighted in the Birthday Honours in 
1948, and in November of that year attended Princess 


Elizabeth when her son was born. Professor Hilda Lloyd 


is professor of obstetrics and gynaecology in the University 
of Birmingham. 

The burden of office in these days falls heavily upon the 
Presidents of the Royal Colleges ; indeed, to be President is 
now almost a full-time occupation. Those who govern the. 


_ destinies of the Colleges may well see fit to devolve 
-more responsibility on to permanent officials, so that the 


President may have more en to carry on his 
professional work. ! 


| THE AETIOLOGY OF CONGENITAL 
| MALFORMATIONS 


The statistical significance of foetal malformation as a fre- 
quent cause of stillbirths and neonatal deaths has been 
known.for a long time and is easily demonstrated. Recently 


‘the possible causes of malformations have been studied with 
increasing intensity. The importance of the subject in ` 


preventive medicine can be judged from Malpas’s} finding 


' that either anencephaly, hydrocephaly, spina bifida, or 


mongolism ‘was present in 1% of ‘all infants born at the 
Liverpool Maternity Hospital. . The influence of heredity 
in these. conditions. is very difficult to determine, though 


-studies on familial cases have been made by Schade,’ 


Penrose,’ and Murphy.‘ Experimental and clinical evidence 
about the environmental factors which are associated with 
the development of malformations is, however, rapidly 


‘a¢cumulating. Working in the field already investigated by 


Warkany, who induced malformations in the offspring by 
restricting the: diets of the mothers, Gillman and his col- 
leagues® have reported that malformed offspring are regu- 
larly produced if female rats are saturated with trypan blue 


‘injected before pregnancy begins and during its early stages. 


Injections were given at regular 14-day intervals, and it was, 
found. that when an injection fell on the eighth day of preg- 
nancy or thereabouts more than half the offspring were 





1 J, Obstet. Gynaec. Fae Emp., 1937, 44, 434. 

2 Erbarzt., 1939; 7, 1 

3 Ann. Eugen. Camb., 16 546.1 

4 Congenital Malformations, 1347, ‘Philadelphia. 
5S. Afr. J. med. Sci., 1948, 13, 

6 Amer. J. med. Sci., 1947, "214, €05. 


48, 37, 409. 
10 Arch. Dis. Childh., 1948, 23, 237. 
1 Amer. J. Dis. Child., 1947, 74, 147. 
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malformed. The commonest conditions were hydtocephaly 


‘and spina bifida. 


These writers consider that, since. the dye does not enter 
the foetus; the effect is analogous to ‘that produced’ by virus 
infections (such as rubella) and is due to disordered maternal . 
metabolism. This interpretation would seem to ‘agree with 
the views, expressed by’ Gruenwald, é ‘who suggests that 


1 foetal changes may be secondary to the toxic effects of. 


rubella inthe mother. ‘On the other hand » Hamburger : and 
Habel’ infected chick .eggs with influenza virus and found 
that this impaired the growth of. the embryos and caused 
micrócephaly.. Similar injection of mumps virus increased: 
the liability of the chicks to develop malformations which | 


‘otherwise occurred ‘spontaneously inthe stock animals. 


This, work, tends to support the views of Bardram and, 
Broendstrup, ® who examined eight children with eye disease \ 
(cataracf¥ or retinal ‘dégeneration) whose mothers had had 
rubella in the first two months of pregnancy. The patho-, 
. logy of virus-infection in the developing embryo ‘would 
scarcely be.expected to. follow the same pattern as infection 
_in the adult. -> = vs 

A perplexing feature of all these investigations is the 
variety of malformations apparently due'to the same cause 
as well as the variety of causes leading to similar | end- 


results, though-in: the case of maternal rubella the picture 


is becoming clearer. Grouping together all kinds of foetal’ 
` defects,- Grönvall and. Selander? found' four or, five ‘cases ' 
of maternal rubella and five cases of maternal mumps 


` among 354 mothers of malformed infants. They estimated 


that these numbers, though small, were far in excess of the 
expected numbers of maternal infections of tiiis kind baséd 
on -a large random series of births in Sweden.” Retinal 
degeneration and ‘deafness were ‘found in-the children of 
the mothers who had had rubella, and: mongolism -and 
defects of the nervous system ‘in tlie children of the mothers 
who had had mumps. Landtman?’ compared the maternal 
histories of 73 malformed offspring with a control group. 


. He found that’ acute infectious disease had occurred during 


the first three months of pregnancy ‘in 12. (16%) of the 


mothers of the malformed children,, but in only ‘three ` 


(1.5%) of the mothers of 200 normal children in the control 
` group. Influenza was the commonest infection, and the 
associated abnormalities ‘ranged from spina bifida to’ con- 
genital heart disease and naevus. The’ greater liability of 
older niothers to bear malformed- children, many times 
previously < observed, was confirmed. This ‘is particularly 
noticeable for mongolism. - Ingalls?! has commented upon: 
it and suggested that the causes of mongolism are multiple: 
he includes many pathological ‘uterine conditions ,and 
intercurrent infections as aetiological factors. , 

It seems now to be accepted that maternal ‘illness, 
especially when due to virus infection, occurring in the 
early month’ of pregnancy, may frequently be a contribu- 
tory cause of foetal malformation and occasionally, the 
whole cause. , There are also’ genetical causes less ‘easily. 
controlled. The results of recent. work on this subject, 
previously considered one of the most intractable problems 
in medicine, are encouraging. But the modes of action of. 


abnormal-genes and abnormal environments on the develop- i 


ing embryo are extremely obscure, and: there is sometimes 
a tendency to lose sight of the ordinary scientific. aim of >, 
finding specific causes for given. effects. . ' 
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r PORTAL HYPERTENSION ° 


Since ‘Surgeons’ “have ‘developed. the ‘technique of venous 
anastomosis the outlook for the sufferer from portal hyper- 
_ tension has improved.’ Without operation the patient with 
liver cirrhosis has only a 50% chance of surviving a year 


‘after the first haematemesis,! and, for patients with Banti’s 


syndrome the’ prospects are also gloomy. Until a few 
years ago ‘surgery could ‘do little for these patients, for 
Morison’ S operation ‘of omentopexy did not increase the 
survival time.? Sirice 1945, however, through the develop- 
ment of; the, vitallium-tube technique: of Blakemore and 
Lord. and the improvements in suture anastomosis developed 


‘by Gross and Blalock, it has been possible to make a junc- 


tion between the portal’ arid systemic venous systems, with 
consequent relief of the portal hypertension. * , . 
Several ‘series of cases are now available for analysis, the 
largest being that of Blakemore, who has followed the 
progress ‘of 58 patients for up to three and a half, years after 
operation., The principal indication for a venous anasto- 
mosis. is persistent ‘and protracted haematemesis from 
oesophageal varices, which, according to Linton and his 
colleagues,* can and should be demonstrated by- barium 
swallow in nearlyall cases. These, authors havé found that 
the injection of sclerosing agents into the varices does not 
stop or prevent bleeding, one of their patients having been 
treated thus 15 times without benefit. Splenectomy, too, 
is not a reliable treatment in portal: ‘hypertension,® except in 
cases of. thrombosis limited to the splenic vein, and a 
number of patients\with Banti’s syndrome have required 
subsequent venous anastomosis because of continued hae- 
matemesis. If the patient is unfit to withstand the bigger 
operation, ligation of the splenic artery, which is followed 
by atrophy of the spleen, is reported to have given good 
results. Those with most ‘experience! * are agreed that 


` splenectomy alone should not be done in cases of Banti’s 


syndrome if there is evidence of portal hypertension, since 
the. chances of successfully anastomosing the splenic and 
renal veins at a later date are thereby ‘greatly reduced, and 
anastomoses using "smaller veins, such as the inferior 
mesenteric, have given disappointing results. 

Linton and his co-workers‘ state that any surgeon who per- 
forms splenectomy in Banti’s syndrome should be prepared 
to make a spléno-renal vein shunt at the same time. This 

is‘the type of anastomosis now usually performed. It is 
preferred to the portacaval shunt because the latter is more 
difficult, and. sometimes impossible,-to perform, and it is 
more dangerous to important structures such as the hepatic 
artery and the common bile duct. . Removal of the spleen 
is desirable, since ‘this reduces the portal circulation by 
Furthermore, theré is evidence from experi- 
mental work that complete diversion of the portal blood 
away, from the liver leads ‘to slight functional and struc- 
Of the spleno-renal 
anastomoses, that now preferred is a sutured junction 
between. the end ofthe splenic and the side of the ‘left 





1 Blakemore, A., H., Gastroenterology, 1948, 11, 488. ` ' 
' 2 Cates, H. B., Areh: intern. Med., 1943, “71, 183. 
3 Ann. Surg., 1948, 128, 825. 
4 Surg. Gynec. Obstet., 1948, 87,129. 7 ' 

7 5 Learmonth, J. R., and Macpherson, A. I. S., Lancet, 1948, 2, 882.. 
6 Everson, T. C./ and Cole, W. H., Arch. Surg, 1948, 56, 153. : 
? Johns, T. N. P, Surg. Gynec. Obstet., 1947, 84, 939. r 
8 Lord, J. W., Jr., Surgery, 1948, 23, 550. : ‘ 
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“renal vein. This has me merit of preserving the left kidney, study of all the-relevant factors the ‘authors,concluded that 
and the anastémosis remains patent in experimental animals ` in 20 (15.6%) of the 128 children there’ was a definite 
‘much more often than does end-to-end anastomosis ‘by causal relationship between the attack of whooping-cough 
suture.’ Vitallium-tube anastomoses are even more liable “and the intellectual retardation that followed. The age of 
to become .thrombosed and are no: -longer used. in this attack was important ; the: number of children whose mental 
operation by their originators. }* - Hy 

The choice of cases suitable for operation iS important . 14 (29.2%) of the 48 children who-had the disease. before 


if the mortality’ rate is not to be excessive, and the degree they were 2 years old, 5 (14.3%) of the 35 children attacked! 


: of liver damage appears to be the principle criterion, apart between ages of 2 and 5, and only 1 (2.2%) of the 45 children 
from general considerations. In Linton’s ‘series the opera- attacked after 5 years.of age. The conclusion that an attack 
tive mortality was 71% in the cases with cirrhosis of the of whooping-cough - -can lead to serious mental deteriora- 
. liver, but those ‘without liver damage all survived. One tion seems to be justified. The children studied had intel- 


retardation was attributed solely to whooping-cough was - 


- point of practical importance is that the severely damaged ligence quotiénts of 70 or less, and border-line cases “were 


liver does not appear-to metabolize sodium Citrate, and . not included. It is therefore possible that whooping-cough 
- after ‘a: large transfusion, of citrated blood the power of may be a cause of dullness among the general, population 

coagulation’ may be,lost. One patient received no less than of children.” , : - 

48 pints (25 litres) of blood—mostly his‘own removed from eo Se ed Q 
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the abdomen by suctidn—and did! not survive. However, ~~ 2 


‘Blakemore, had only.three deaths in 39 cases with liver SWIMMING-POOLS AND RESPIRATORY DISEASE . 


cirrhosis—all three had severely damaged livers—and it 
seems thatthe operation ‘in patients with cirrhosis is not 
unduly hazardous, espétially if cyclopropane is used as the 
anaesthetic, provided the serum albumin is-not too low, and i; 
the alkaline phosphatase not too high. - >. ` 
On completion of the anastomosis the portal pressure 
“ falls from-up to 500°or more millimetres of. saline to about 
200 mm., and the subsequent progress of’ most of the 
patients has been very satisfactory, with a notable freedom 
from further haematemesées and a great improvement in 
‘the general health. There,can be no doubt that the surgical 
relief of portal hypertension is an important development 
which has greatly improved the immediate outlook ‘for 
sufferers from this disorder.: Whether or not the anasto- . 
mosis remains patent and the improvement is maintained 
indefinitely will ‘be ‘known as‘time passes, but certainly 
relief for up to four years is a great advante on previous 
Areatments and holds out much hope of permanent benefit. O 
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Among thè conditions said to be transmitted on occa- 
sions by swimming-bath water ‘are, sinus and respiratory 


some of the virus infections of childhood. As Suckling? 
has pointed out, the danger has probably been exaggerated, 


whose vitality has perhaps ,been lowered by prolonged 
immersion, the disease is transmitted by more direct forms 
of contact. It is generally agreed that the risk is greater’ 
in the case of sinus, eye, and ear infections, and with 
respiratory® diseases, than with intestinal infections. In 
this connexion a recent report by Gallagher? is of interest. 
The author, who is physician to a boys’ “boarding school 


ease.in the boys during the first eight weeks of seven suc- 


most ‘prevalent. The school had an indoor chlorinated 
swimming-pool, and the boys were’ grouped as regular 


i ‘ 


r 
” 


“ae = Mie observations refer mainly to the first and last groups. The 

PERTUSSIS AND» MENTAL . DEFICIENCY © non-swimmers were not necessarily unable to swim, but were 
In the aetiology of mental deficiency heredity is`not the boys -who chose to go in for some other form of sport. 
only important factor. Injury or infection of the brain Variable factors in ` the two groups made assessment of 
can produce irreversible damage, and many cases of mental’ the findings. difficult, and figures from any one year might 
defect are dué to birth injuries, especially in premature clearly have been misleading, but certain observations taken 
babies. The possibility that the common infectious dis- _ from the series as a whole are perhaps significant. ‘The 


eases of childhood may in some cases interfere with nor- average number of admissions: to the school hospital on - 


infections, enteric fever, skin diseases, Weil’s disease, ‘and ` 


and it is likely that in many cases, especially in bathers. - 


in Massachusetts, noted the incidence of respiratory dis- | 


cessive years—this ‘being the season when such disease was ` 


swimmers, occasional swimmers, and non-swimmers-; the ` 


‘mal mental-development has recently been considered, and account of respiratory; illness was about 14% greater for 


Levy and Parry? have provided some evidence to support the regular swimmers than for the other groups. Acute 


* the hypothesis that an attack of whooping- cough may cause sinusitis was twice as common, and colds and acute pharyn- 


mental deterioration. They investigated a group of 1,000  gitis slightly more common, ‘in the regular swimmers than 
children admitted to a special school- for intellectually in the non-swimmers, but there was no constant difference 
retarded children in Washington,, with a view to 'determin- in the incidence of’ influenza, streptococcal throat infec- 
-ing whether an_attack of whooping-cough at any age might . ‘tions, or otitis media. In one year in which the numbers 


have been the sole factor, responsible for a child’s: back- ‘of cases were sufficient to make comparison worth while. . 


wardness: The records of these 1,000 children showed that the number of cases of measles, was. 33% greater, in pro- 
350 had a history of whooping-cough before admission. A portion to the size of the group, among: ‘the regular 
questionary was sent to the parents ‘or guardians, but replies swimmers than among: the non-swimmers. Similarly in 


were obtained only in-213 cases, and of these-85 had to be’ another year there were six times as many cases of mumps 


excluded, because either the attack of pertussis was denied among the swimmers as among the non-swimmers. ‘The 


SS Se ee A oe a 
or ‘insufficient information was given.. After a careful 1 The Examination of Water and Water Supplies, Thresh, Beale and Suckling _ 
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inference is that after’ the occurrence of the first case of 
measles or mumps in the swimming group the risk .of 
spread is greater than-among-the non-swimmers. A further 


observation ' was. that: over the whole period the non- 


swimmers had on i the average 14% fewer days in hospital 
because | of respiratory illness. 'Gallagher’s' conclusion. is 
that with careful.control and reasonable precautions the 
benefits of a swimmirg-pool outweigh any possible risk ‘of 
spreading infection. l 
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. MEPACRINE: DERMATITIS 


- In 1943 Peterkin’ and Hair! observed an eruption of the: 


skin in soldiers Serving in North Africa, and’ they saw a 
similar condition later in Italy; they believed this to be 
caused by mepacrine, and American dermatologists were 
of the same opinion. At about the same. time a similar 


dermatosis was observed among soldiers taking mepacrine 


in the New Guinea—North Solomons<area, and later i in the 
Philippines, Australia, and India. Pruritus was severe in 
most patients, but constitutional symptoms were usually 
absent. 
followed by the development of chronic lesions. 


An acute onset, with generalized erythema, was. 
Nisbet?- 


found a chronic symmetrical eczematoid eruption in 80% .- 


of the-cases.he saw, the commonest sites being the ears, 
' eyelids, periorbital region, the backs of the hands and feet, 
and those areas-most often affected in seborrhoeic der- 
matitis. In 12% of the cases pigmented flat or hyper- 
trophic lichenoid lesions, developed, with patchy alopecia. 
This type of eruption was .more widespread ‘than that of- 
ordinary lichen planus) Lesions resembling lichen planus, 
leucoplakia, or syphilitic mūcous patches appeared’ on the 
tongue and mucous membranes of the mouth. Dystrophy - 
of the nails resembled psoriasis or fungous inféction: a 
-case in which this sign was prominent was reported recently 
in this Journal by Dr. G. H. V.. Clarke (July -9, p. 58). 
Exfoliative dermatitis: was sometimes a’ primary reaction, 
or it might follow ‘the eczematoid or lichénoid ‘eruptions : 
it was similar to that caused by the organic arsenicals, and 
"was occasionally fatal. A resemblance to Riehl’ s melanosis 


areas who took quinacrine hydrochloride in suppressive 
. dosage over a period of.at least six months acquired some 

type of cutaneous reaction.” 

It is now agreed that the ingestion of 0.1 g or more daily 

of mepacrine for several months was the cause of this 
condition, Inder Singh,‘* who has recently described the 
occurrence of mepacrine dermatitis in labourers in India, 

considers, like Nisbet, that the accumulation of mepacrine 
in the skin depends-on the dose and the rates of absorption 
and of excretion. Thus lesions recur after a latent period 

of one or more weeks when mepacrine is again given to 

patients who have recovered. Similarly, larger doses of 
mepacrine may produce lesions in patients previously 

unaffected., Several authors have noted a seasonal inci- 

‘dence, and Singh-agrees that mepacrine dermatitis is more 
common during the hotter and more humid months. This 
“May,-be due to diminished urinary output of mepacrine and 
perhaps to a combination of profuse sweating and the. 
‘deposition in the skin of an insoluble form of mepacrine. 

The treatment of the condition is to hasten elimination of 
the drug by a large fluid intake and the administration of 
acid salts. 


: COARCTATION OF THE AORTA 


An unusual study of coarctation of the aorta has been made 
by Newman,! who has examined the histories of 20 
patients who served in the recent~war and three in the 
1914-18 war. These patients, all men, were examined on 
enlistment, but coarctation was not diagnosed until later, 
generally after years of very strenuous activity. Most of 
‘them were of good or even powerful physique. It would 


` be interesting to know how many men were rejected by 


was noted: by Sulzberger!*—lichenioid, pigmentary, atrophic, - 


telangiectatic, and poikiloderma-like changes being present 
in both. This observation is of interest, because Riehl’s 
melanosis appeared‘ in Vienna after the 1914-18 wart! 
and acridine derivatives weré among the suspected causes.1? 
Other diseases which may resemble mepacrine dermatitis 
are lupus erythematosus, psoriasis, Dig asis. rosea, and 
seborrhoeic eczema. ' : 

The incidence of mepacrine dermatitis dmong ‘troops was 
difficult to assess.. In the Pacific zone Williams’, found 
0.5 cases per 1,000 in ä New Zealand division and Alden 
and Frank? 0.6 per 1,000 in American’ troops. Pillsbury 
and Livingood, ai however, thought it probable. that. “at 


least 1% of all persons in hot, humid; tropical overseas 





1 Brit J. Derm, Svph., 1946, 68, 263. - 
4 Bagby, J. W., Arch.- "Derm. Syph., eee 1945, §2, 1. 
3 Nisbet, T. W, ibid., 1945, 52, 22 y 
4 Wilson, D. J., ibid., 1946, a m. 
5 Bazemore, J.- » Jobnson, H - H., Swanson, È. R., and eee I. M., 
Ibid., 1946, 54, 30 Y 
6 Butler; M. G., ibid., 1947, 55, 535. 
1 Williams, W., Rritish Medical Journal, 1947, 2, 901. 
- 8 Aiden, H. S., and Frank, L. J., Arch. Derm. Syph.,, Chicago, 1947, 56, 13. 
-~ 9J. Amer. med. ASS., 1947. 134, 446. 
10 Arch. Derm. Svph., Chicago, 1947, 56, 23. 
11 Wien klin. Wschr., 1917, 30, 780. 
12 Nelson, L. M - Arch. Derm. Syph., Chicago., 1947, 55, 12. 
18 lbid., 1947, BE. 44 DS 2 
14 Brit. J. Derm. on. 1948, oe 90. 
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medical boards for coarctation, since 20 cases among the 
huge population ‘which the armed Services represented 
would make coarctation a much rarer defect than it is 
believed. to be. How the correct diagnosis eventually came 
to be made, whether from symptoms or from signs found 
on routine examination, is not entirely clear, but it would 
appear that in a number of the men the discovery was 
made from the appearance of rib notching in a radiograph 


» of the chest. _ This was present in 16-or 17 of the 23 cases. 


In one in which there was no. notching’ the aortic knob 
was prominent and high—a finding which shows that the 
characteristic radiographic signs in the chest cannot be 
relied upon. . Hypertension in the arms (usually greater 


_ In the right arm), was an almost constant sign, though in 


. endocarditis. 


one subject the reading was only 144/90. An important 
_observation-was that cardiac enlargement, which was usual, 


_ bore no relation to the height of the blood pressure. When 


recorded, the arterial. pressure was always less in the leg 
than in the arm, and i in many of the cases the femoral pulse 
was absent. The other most frequent &1 signs were a systolic 
murmur over the praecordium (sometimes also heard over 
the back) and a collateral circulation óver`the chest. Of 
the 20 men who served in, the last war, three have. died— 
„one from rupture of the aorta, one while being operated 
upon for the coarctation, and one from subacute bacterial 
The three cases of the 1914-18 war were 
known to have survived an average of 24 years before 
death or the onset of very-severe symptoms. 


1 Brit. Heart J., 1948, 10, 150 
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INTERNATIONAL: CONGRESS 
`: OTOLARYNGOLOGY 
ae LONDON MEETING 


The fourth International Congress óf Otolaryngology was held 
at King’s College, London, last week. The assembly was 


OF 


_ attended by 725 members and 72 scientific associates, all 


medical men practising the specialty, and some forty countries 
.were represented. The Congress was opened on July 18 by 
H.R. H. THE DUCHESS OF KENT, who said that so large a gather- 
ing, “ representative of so many nations, was evidence of 


advancing knowledge and of the increasing importance attached’ .. 


by physicians and research workers to a subject which bore 
directly on the lives of all. Her Royal Highness was wel- 


, comed by Mr. V. E. Necus, the president of the Congress, 


- quarters. 


. died during the past year, 


and thanks were expressed to her ‘by Mr. F. C. W. Capps, the 
general secretary. 

In 1928 the first International Congress was held at Copen- 
hagen, under ‘the presidency of Professor Schmiegelow, who 
. The second was held at Madrid 
in 1932 and the third in Berlin in 1936, under the presidencies 
of Professors Tapia, and von Eicken respectively. ‘The fourth 
would have been held in Amsterdam in 1940 had the war not 
intervened. ! 

A full programme was arranged for the London Congress. 
About 150 papers were presented, most’ of which were dis- 
cussed in four sessions sitting simultaneously. There were 
three general discussions, the first on antibiotics and chemo- 
therapy in the treatment of nasal sinusitis and its complications, 
which was opened by Sir. Alexander Fleming and Sir Lionel 
Whitby. The second was on the ‘treatment of aural vertigo, 


and the third was concerned with non-malignant strictures of’ 


the thoracic oesophagus and their treatment. In daddition 
there was an almost continuous programme of films, by which 
many of the American and Continental visitors demonstrated 
their operative techniques. Visits to hospitals and clinics 


were arranged, and receptions were given by H.M. Government, `` 


the London County Council, the Royal College of Surgeons, 


the Royal Society of Medicine, and the British Medical Associa-° 


tion. After their strenuous week in London the visitors 


separated for meetings in Oxford, Cambridge, and Edinburgh. * 


1 
$ 
{ 4 


' Treatment of Aural’ Vertigo: . 


About twenty speakers took part in a discussion on aural 
vertigo, which was opened by Professor F. R. NAGER (Zurich). 
He said that the pathogenesis of the condition was still largely 
uriknown, and several diseases probably contributed to 
it, The theory of allergy had been rejected in many 
Professor C. NYLEN (Uppsala) gave a survey of 180 
cases seen between 1944 ‘and 1948, the majority of which 
were treated conservatively during the critical period by con- 


finement to bed, a special diet (which included extra vitamins), . 


and restriction of fluids. About 70% of the cases treated in 
this way recovered or improved considerably. Operative treat- 
ment had been undertaken in only a few cases ; 
‘vestibular nerve had been cut. ` 

Dr. W. J. MCNALLY (Montreal) reviewed a series of 200 cases 
seen over ten years. 
diagnosis of aural vertigo, and the triad of dizziness, deafness, 
and tinnitus was present in only about half the cases. . It 
was significant that.in about 50: of these patients there was 
definite evidence of advanced cardiovascular disease. He felt 


_ that cardiovascular disease and disease of the central nervous 


system might play an important part in the aetiology of this 
condition. A history of allergy was given in about 50 of the 
cases. In aural vertigo there were long remissions, and in this 
series the longest, up,to four years, had been found i in patients 
who had received no treatment at all. Treatment had been 


in five the: 


_ 


It was not easy, he said, to make a. 


confined to sedation in some cases, but at best this produced. 


only a temporary result. About half the patients were placed 
‘on a modified salt-free diet and given potassium chloride. 
About 30 had histamine, 
cutaneously, and in about half of these relief from dizziness 


I 
` ! 


in most cases. administered sub- ‘ 


.was -obtained.- Histamine brought about. an. improvement in 


hearing also. Nicotinic acid had proved useful, and about 
three-quarters of the patients so treated showed -signs of 
improvement: Nine cases were treated surgically (by eighth 
nerve section), of which five were cured. He felt that surgery 
should be rigidly restricted to carefully selected cases. | 
Dr. J. A. SULLIVAN (Toronto) also urged severe restriction 
of surgical intervention. The fenestration operation had in 
his experience made the condition worse, and he had been 
obliged to. subject the patient to further intervention later. 
Dr. E. P. FOWLER (New York), who suggested that the term 
“otic vertigo ”:was more appropriate and less confusing than 
‘aural vertigo,” gave an account of eight patients with either 
bilateral or very severe symptoms who had refused operation 
and were treated with streptomycin. One of the cases had a 
further severe attack one year after treatment, but the others 
had so far done well. The effect of small doses of streptomycin 
on ‘the yestibular cells was good and free from deleterious 
effects. Dr. C: A. HAMBERGER (Stockholm) gave an account. 


-of the chemical changes in ‘the vestibular ganglion in guinea- 


pigs after administration of streptomycin. - The effect of the 
streptomycin appeared to- be selectively linked to. the eighth 
nerve. 

Other speakers in this discussion were Professor y. MEURMAN 
(Helsinki), Professor G. PORTMANN (Bordeaux), Mr. T. E. 
CAWTHORNE (London), Dr. C. A. AMESUR (Bombay), Mr. 
GARNETT Passe (London), Dr. J. M. Tato (Buenos ‘Aires), 
Dr. H. M. GOODYEAR (Cincinnati), and Dr. D. E. Wopex (Tel 
Aviv). Dr. Wodek described ‘the treatment of aurad vertigo 
by a new drug called scopanin, which was manufactured from 
the root of the mandragora. He said that it had proved useful 
and without side-effects, and was effective also in air- and s¢a- 
sickness. r 


ET in Aural Surgery 


The fenestration operation was the sole topic of discussion 


at one session, at which Dr. J. A. SULLIVAN (Toronto) gave 


the results of ten years’ experience, and Professor M. SOURDILLE 
(Strasbourg) demonstrated his surgical technique. 
` Mr. T. E. CAWTHORNE (London) said that the last few years 


'had witnessed a great change in the type of surgery performed 


by ‘otologists. _The surgery of suppuration was diminishing 
rapidly, while non- suppurative ‘surgery was expanding at an 
almost equally rapid rate. It was therefore important to 
consider the new techniques that non-suppurative surgery 
demanded. Changes in aural surgery had been accompanied 
by extensive alterations in technique and management. Until 
the present’ century -it was ¿considered that any approach to 
the bony boundaries of the labyrinth rendered it extremely 
vulnerable to infection, and as à result operations were 
generally, and not without justification, viewed with disfavour. 
The greatest advance in aural surgery had been the demonstra- 
tion that non-suppurative, conditions of the temporal bone 
could be operated on without subsequent infection, provided 
the general rules of aseptic surgery were observed. 
Non-suppurative surgery of the temporal bone demanded 
for its proper performance a brilliantly lighted field, for the 
parts to be operated on were small and delicate. In the past 
many surgeons had been handicapped by inadequate illumina- 
tion for their «task. ' Another important development was 
magnification, some degree’ of which was necessary in such 
surgery. With a bright beam of light reflected by a mirror, - 
and the use of a microscope, many things- were shown which 
might otherwise escape detection. But the full benefits of 
illumination and magnification could not be obtained if ‘the 
field was obscured by blood. Any anaesthetic which caused 
congestion was to be avoided. Local bleeding must be con- 
trolled by diathermy. For many of his finer instruments the 


_ otologist was indebted to his ophthalmic and dental colleagues. 


In the fenestration operation, for instance, fine dental instru- 
ments were needed to clean the edge of the fenestra. The 
margin of error in many of these operations was small, and 


` no one should undertake them without adequate training on 


the cadaver. ‘The sphere of the otologist had been enlarged. 
He was now able to restore equilibrium to the unbalanced 


_and ‘even give hearing to the deaf. 


I 


penicillin and other: antibiotics in this connexion. 
speakers from | more than-a dozen countriés participated ' In - 


` Logt. i I 


te adhe e 
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= ` Antibiotics in’ Nasal Sinusitis 7 ho 
A discussion on antibiotics and, cheinotherapy in the treat- 
ment of nasal sinusitis and- its complications was introduced - 
by Sir, ALEXANDER FLEM G, who referred to’ the rolė of 
Twenty 


the discussion. ’ Sir. LIONEL WHITBY said it ‘might be asked 


- whether the sulphonamides had any place. in the treatment of ' 


_nasal sinusitis now that antibiotics had come into- use. He 


_ would -answer ‘yes for, two reasons : one, the availability: of 


these products, and the other, the fact that the sulphonamides' 
‘had a significant action on Gram-negative bacteria. But if- 
sulphonamides were to be used in nasal sinusitis .it' was 
important to, bear certain principles in mind, because the use 
of these drugs ` ‘was not without_ risk, whereas with penicillin 
there was no risk atal. The most useful action of the sulphgn- 
amides was, probably prophylactic ; ‘this. ‘was particularly, true 
in tonsillar and- nasal infections. They had a useful place 
in the early Stages<of acute infections, but in chronic infections 


they were ‘disappointing unless free drainage was established. 


On occasion they might be successful where penicillin failed. 

. Sir ALEXANDER FLEMING said that he was told by his ear,’ 
nose, and throat colleagues that penicillin had made a consider- 
able difference i in the treatment of nasal sinusitis and its compli- 
cations. This was'‘only tobe expected from the fact that nearly 
all infections of this class,were due to organisms which. were ° 
‘sensitive: to penicillin.. In such cases the treatment resolved 


itself into the introduction of penicillin soas to ensure that it -' 
„reached the infecting organisms and remained in contact for a ` 
` sufficient time to destroy them. 


Perhaps | the most important 
advances \in penicillin, therapy had been those: designed to pro- 
long.the action of penicillin injections, especially by. delaying 
excretion. sSystemic administration ‘of penicillin was easy; it, 
was very different with local administration. 'Here the surgeon | 
had to bring the drug into contact with all the infecting 
organisms, and: this ‘might be difficult; or impossible. Sir 
Alexander concluded by remarking that. under present circum- 
stances patients would often be treated with these selective drugs 
without bacteriological control. When the surgeon was treating 


sinusitis he was not merely combating a word ending in “itis”; 


he was in conflict with a definite infection, and he was at a 


- serious disadvantage if ,he knew nothing of the organism 


involved. 

Dr. H. P. SCHENCK (Philadelphia) sald that the value of the 
antibiotics and sulphonamides had inevitably been depreciated | 
by errors in the hands of the inexperienced. Although ‘the mis-. 
takes of insufficient dosage, administration at an improper rate 
‘and for an inadequate interval, or use against non-susceptible 
organisms had come to be generally recognized, other pitfalls 


' remained. He’ condemned in particular the use of aerosols in 


f 


the treatment of most forms of sinusitis. It was inconceivable 
that ‘such ‘mists could penetrate diseased sinusés* which 'were 
closed by an oedematous mucosa or by~ tenacious secretions: : 
Such aerosols undoubtedly had. value ‘in the nasál.. passages 
themselves, but! they were unable to enter’the sinus cavities in 
sufficient concentrations to be ‘therapeutically’ effective. The 
` fallacy of attempting’ to influence the fluid level in'the- maxillary 


sinus by the -use of ‘antibiotic aerosols alone was ‘obvious. - 


‘ Removal of obstructions to drainage and. ventilation, shrink- 


age of \turbinal tissue, and sometimes: displacement irrigation - 


continued to be necessary ' in addition to chemotherapy if a 
successful - result was to be achieved.’ 


A, 
Ya 


. Non-malignant Strictures of Oesophagus , ` l / 


Another general’ discussion was on non-malignant strictures 
of the thoracic oesophagus and their treatment. Before calling 
upon Dr. Gabriel Tucker, of Philadelphia; to open the.discus- 
sion, ‘Mr. V. E. NEGUS, president of the Congress; said that i in 


the treatment of some of these ‘oesophageal conditions in ‘this - 


. country.’ great benefit had ‘been obtained» ‘from ‘Dr. Tucker's 


dilating bag—a bag with three layers which Collapsed to a small 
size and could be used with the oesophagoscope. He had found 
it extremely useful, For ‘its: introduction, in certain ‘cases, it 
was an advantage if the centre was perforated so, that it could 
be introduced along a guide. 


rou 
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" described in this, country ‘as the Negus bag. He always took 


‘ occasion to correct ‘that description and to assign the credit 


where it belonged—to Dr. Tucker. , 

Dr. GABRIEL TUCKER recounted his observations on a series 
“of cases, seen in.a.period of Q5 years, with special reference to 
diagnosis. and: treatment. These included 36 cases of short 
oesophagus, 63 of Stricture ‘caused by ‘caustic burns—alkalis, 
' acids, and other corrosives—and a smaller number due to other 
trauma: or of congenital origin. He showed a. film to illustrate 
his procedure of continuous string retrograde dilatation in the 
' patient with a gastrostomy. , 

, Dr. ‘CHEVALIER L. JACKSON (Philadelphia) said that the pre- 
vention of caustic burns of the oesophagus had been the subject 
of campaigns in the United States. Many years ago Chevalier 
Jackson, senior, had been active in promoting committees which 
caused’ various States to ‘introduce legislation on the labelling 
and: sale of substances. which produced such burns. Now a 
‘Federal Act had been’ passed ‘to the same effect, and the inci- 
dence of these accidents had been greatly reduced. In simple 

‘stenosis due to burns, dilatation with oesophageal bougies was 
. generally sufficient. In multiple strictures, however, and even in 
single strictures in children. the retrograde dilatation method of 
Tucker was considered to be safer and more efficient. If the 
stricture was of longer than a year’s duration it might not be 
possible to re- -establish the passage by endoscopic methods, but 
he believed that in cases with less than a year’s history the 
` passage - could, be re-established under fluoroscope guidance, 
even though the patient was not able to swallow well. 

Dr.'P. H. HoLmcGeR (Chicago) said that in the dilatation treat- 
ment of stricture caused by caustics his practice was to use 
mercury-filled, bougies. , Indwelling tubes had been abandoned 
because of the tendency to post-cricoid ulceration. A new 
problem was presented by post-surgical stricture following 

_ section of the oesophagus for carcinoma or ‘for benign lesions, 
“which sometimes substituted a benign nodular type of stenosis 
for a smooth cicatricial type. ,Another group comprised 


> children: with tracheal . stricture associated with atresia or 


stenosis of the oesophagus. Professor Opp. OPHEIM gave an 
analysis of the treatment of burns of the oesophagus in two 
hospitals:in Oslo during a five-year period. In all, 132 patients 
had been observed, of whom 81 were children under 3. Four 
patients presented. negligible corrosive marks in the oesophagus, 
or none at all, and these received no treatment. The other cases 
were fairly equally . divided between those showing distinct but 
not deep-seated corrosion and those with major corrosive 
injuries. In these“latter cases an indwelling tube was intro- 
_ duced and left in,for at least eight weeks. It was removed only 
for thé necessary changes.. Of 39 patients followed up in the 
‘first of these groups, 31 were found to be symptom-free, seven 
had marked, though not-severe, swallowing difficulties, and one 
had died. In the group of major corrosive injuries, 28 out of 
the 39. whom it was possible to follow up were symptom-free, 
“seven had swallowing difficulties, and three had died. Treat- 
ment had been ‘singularly free from complications. 
, Dr. L. H. Cxerr (Philadelphia) said that in most of his cases 
retrograde bouginage had been carried out. In cases in which 
gastrostomy had been done he had used the indwelling tube, 
placing it in position under fluoroscopic guidance and securing 
it with a thread above and a thread through the gastrostomy 
opening. Care'must be taken that the thread was not behind 
the cri¢éoid. Dr. “F. T. LAND showed a series of cases from 
the Western Infirmary, Glasgow, of lesions of. the lower third 
of the oesophagus. The „presenting symptom was pain in three 
cases, dysphagia in ten, and pain and dysphagia together in 
16. The lesions were twice as common in females as in males, 
and five of 'the ' cases of dysphagia occurred in pregnancy, all: 
among: older women (aged 36 to 42). 
Other speakers from France, Finland, Austria, Holand, and 
Italy took part in’ this discussion. i 


' Differential -Diagnosis of Aural Vertigo 


Mr. C. S. HALLPIKE (London) gave a ‘paper on the pathology 
of aural vertigo. He mentioned three varieties of aural vertigo : 


— 


` (1) Méniére’s disease, or idiopathic endolymphatic hydrops ; 


-and (3) positional vertigo. 


(2) vestibular neuromatosis ; 
The 


“Méniére’s disease -affected chiefly patients aged 40-60. 
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first attack’ of m was E by any history of 
head injury. Distortion of hearing was a common complaint, 
ånd, tests > ‘of -cochlear function showed considerable deafness. 
in the active phases of the disease loss of intelligibility in 
hearing was out of all proportion to pure tone audiometric 
loss. “. He ` emphasized the\importance of changes in Corti’s 
organ. Yestibular neuromatosis affected younger patients than 


did Méniére’s disease, and was ‘not uncommon between- the ` 


ages of 20'and 30. The onset of symptoms was frequently con- 


\ nected with some infective illness. Unlike Meniere's disease, 


‘the symptoms .might include, transient “ black-outs,” and_ “the 
condition persisted between the attacks as a feeling of lack of 


balance. A fair proportion of these patients were found to’ 


have oro-nasal infection. In, positional vertigo, the onset of 


S ‘symptoms might again date from an infective illness or head 
- injury. Many- cases showed evidence of focal. infection in 


xX 


4 


` 


«'the. territory of the ear, nose, and- throat. Localized tender- 
ness in the occipital region was noticed. 7 s 
Dr.MILES ANDERSON (New York) discussed the evidence for 


vitamin deficiency as the basic disturbance in Méniére’s syn- | 


drome.. He had: found that patients with this syndrome who 
were histamine-negative had severe deficiencies i in nicotinic acid, 
while in the histamine-positive group the majority were 


', severely deficient in riboflavin. ‘‘Patients responded to treat- 
ment by means lof vitamins, first’ with-the fraction that -was , 


deficient and afterwards with” the’ other ‘fractions. The vaso- 
constrictor group responded to nicotinic acid and the vaso- 
\dilator group. to riboflavin. ` ee, a a 


re a: 4 „Colds ‘aa Catarrh e 


Neurogenic factors in -the common cold was the subiect of 
a ‘paper’by Dr. E. P: Fowler (New York): ` In the common 
cold of all types an- emotional factor was’ very likely ,to be 


" 


4 
d 


the -precipitating one. It arose from a state of, imbalance. ` 


- He mentioned the well-known “courtship cold,” the “ honey- 
moon cold,” and the catarrh of pregnancy. It was very com- 


mon for a cold’ to, develop on examination day or ona day of. 


domestic upheaval, evidently due to changes in the nasal mucosa 
arising from an emotidnal cause. It was generally accepted 
that ‘the common cold was due primarily to a virus: infection, 
-but the preparation of the’ “soil” .must not be overlooked. 
- If -workers in certain dusty occupations’ and those in contact 


y? 


by 
‘operation to the attention of- the Section’of Otology of the Royal 
- Society of, Medicine two years ago. It had been criticized on ._ 


hearing 1 was not an oa dissection and should not be too 
radical. / 

Dr. TAGE KJAER (Covenlineen) discussed’ bronchostenosis of 
inflammatory origin. He said- that this was:no uncommon 
condition. It could be divided into. (1) acute and subacute . 
catarrh with submucous swelling, and (2) a stenosis in which 
changes extended through. the whole ` bronchial Wall, ‘with “a 
tumour-like appearance in some cases. He analysed a series 
of 30 cases seen in Copenhagen, and gave pacer of their 
treatment. , 

z "atm of Acute Mhstoiditis 5 , 


: Mr. J. I. Munro BLACK (Newcastle-upon-Tyne) gave an 
account of the treatment of acute mastoiditis in children by- 
“penicillin. Injections were continued until the swelling .of the 
tympanic membrane had completely disappeared. The time 
necessary for this to take place was from four to fourteen days. 
iif the majority of cases acute. mastoiditis could -be treated by 
penicillin injections alone, with perhaps incision of an abscess. 
Parents Jcould be reassured that no immediate operation was 
required and that it was unlikely that surgery would be neces- 
‘sary at all. He thought that cases with otorrhoea did best with 
this form of'treatment, and that this method should be brought | 
to the knowledge of general practitioners. , ‘They should. use ` 
penicillin-‘early in the treatment | of acute-suppurative otitis 
media, with the object’ of preventing - the formation‘-of an 
abscess. ‘This advice, had been more welcome: since -procaine 
penicillin had become available, making ee one injection: 
a day instead `of- four. 
The operation of transmeatal attico- -antrotomy-was described ' 
Mr. A. TUMARKIN (Liverpool). He said he had brought the’, 


` 


the ground that it gave a restricted approach, but „he found it 
. had proved completely ‘adequate. in the majority of cases and 
` he had‘never had to abandon an operation because the access- 
‘was not sufficient. It was a logical procedure. It did not , 
_ sacrifice the ossicular chain or disturb the normal tissues. -The 
-haemorrhage could be controlled. - It was not an easy opera- 
tion, but in hands possessed of reasonable skill it presented no | 
special difficulty.; He.had' now done 500 cases witl no deaths ` 


. and no major catastrophes. There were no instances of facial 


palsy. After-treatment must be carried out with care. He'did , 


with ‘infections were excluded, he believed that a large number - ee. recommend ‘the transmeatal approach`in acute infections, 


of colds were of a ‘neurogenic type, due to overdction of the 
sympathetic. Physostigmine or'a similar. drug was indicated | 
instead of the usual sulphadiazine or penicillin. , „The out- 
-standing prophylactic was emotional. equilibrium. 


Adenoids in the adult as the-cause of chronic nasopharyngeal 
” infection were mentioned by Dr. B. M. Kutty (Los Angeles). ` should be done to save hearing also. 


He considered that hypertrophy of the’ adenoids commonly | 
persisted into adult life and was responsible for many catarrhs, 
low-grade fevers, and unexplained headaches.” In 140 necropsies 
eight specimens were found of hyperplastic adenoids of infantile 
type in persons over-70 years of age. He was left. with a feeling 


nor ‘when. complications were’ present, but he had found’ it 


` adequaté- for all “ cold ” surgery and he now used it for fenestra- © 


tiom The méthod: permitted the surgeon to alter the operation — 
in accordance with the pathological conditions he encountered. 
In days gone by operations were done to save life; to-day they 
Professor G. CORNELLI 
(Milan) read a paper on the: transmeatal approach to the 


É tympanic cavity. ` 


‘Dr. A: J. CRACOVANER (New York) introduced the subject of 
- bronchoscopy in the treatment of diseases of the Jung. At one 
time this method was employed only for the removal of foreign . 


that adenoids were a primary factor in the causation of the , _ bodiés, but it was now used in many lung conditions. “In Jung / 


common. cold, and that the removal of adenoid tissue in ‘the? 


adult was one’ of the best means; of diminishing the incidence 


of colds and their complications: 


pharynx was cleared by aera Bids high frequency, 
` followed by irradiation. 


Mr. O- POPPER (J ohannesburg) pears forward the subject ` 


of the restoration of: hearing in the.“ chronic ear.’ He said | 
that there had been a spate of literature on this subject. If the ~ 
character of infective deafness were analysed the eleménts which. 


made-up the pattern of the “chronic ear.” would be found..to ` 


_ include the obliteration of the round window _by granulations , 


‘ or other proliferations, and the removal of the stapes from. the 
oval window, causing disequilibrium. The first objective must 
-~ bean unrestricted sound. path. The “ chronic ear” person, who 
‘did not even remember when he heard: last, was sometimes 
inclined to, write off his hearing. That the hearing could be 


' restored by operative measures, did not seem to have occurred 


to him or to his doctor, but, the! elimination of .obstructive 


‘ elements might restore it without- -any. other operative procedure. 


Mr. Popper urged that: the operanon: for the restoration pi 
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abscess bronchoscopy should always be performed to determine . | 
. the-cause and exact- location ‘of the suppuration and“to plan the ' 


He mentioned. a number of - necessary treatment. Bronchoscopic aspiration had been known 
persons whose hearing had greatly, improved , after the maso-\ to assist ‘in the healing of an acute abscess. 


It was well to. . 
bronchoscope- every case of bronchiectasis and every: patient | 
who had.a thick exudate in the bronchus for any unreasonable ' 
time. In tuberculosis it was -thought “not so ‘long. ago that 
‘bronchoscopy was contraindicated, but this idea no longer held 


. good. Gertain definite indications called for bronchoscopy—for . 


example, a patient with positive sputum but no ‘other signs -of 
tuberculosis. In cases of asthma which were not relieved -by 
the accepted methods of treatment it should’be borne in mind 
that the condition might be the result of bronchial obstruction. , 


‘_Dr. Cracovaner added that surgeons and anaesthetists were now 


using bronchoscopy, but it was’ only the specialist in this tech- 
nique ‘who could advance it and discover its possibilities. 


ee Techniques of Examination . 

A demonstration of a simplified technique for direct aneo: ° 
scopy was given by- Dr. SAM Roperts (Kansas City). He 

employed a special head block which ensured the head being 


\ 


\ 


' \ 


y 


“ 


a . Gi ~~ L3 
“os « = ‘ TEF - i 
ae ‘ i f = 
r 


JuLy 30, 1949: . INTERNATIONAL CONGRESS ‘OF OTOLARYNGOLOGY ` eo ee a 279 
pee, i M 
in the- -optimum position. The- curve, of the block held the that thë symbol of the Red Cross: should be kept flying over . 

. head firmly and did away with the services of,a trained assistant. medical activities of ‘all kinds. \ 
Interest was also shown in a» demonstration by. Professor Av s In response Mr. Negus referred to the friendships which 
TRIMARCHI (Bergamo) . of an- apparatus which ‘ permitted the; . were established ‘at’ congresses of this kind ‘outside the halls 
` inspection’ of the ‘larynx, life-size ‘or ‘énlarged. -Dr. -P. `H. in’ which-scientific discussions were hell: He’ paid tribute to 
HOLINGER? (Chicago) . showed shłts` skill~in endoscopic photd- | Sir- Henry Dale as „one who personified the acme of science 
graphy.. -.His technique ` resulted - in admirable pictures .of thé, allied to medicine. Mr. Negus feferred in particular-to dis- 
larynx- and -bronchius one-quarter, of ‘an ‘inch (0.6 cm.) ‘in, tinguished oto-rhino-laryngologists who had graced congresses 
diameter and -capable of-considerable enlargement., ' < in „previous years—Professor Schmiegelow, of Copenhagen, Sir 
Asseries of. films ‘by Dr. L. H. CLERF (Philadelphia), which StClair Thomson; and Professor'de Kleyn, of Amsterdam. 
included photographs of. the’ normal larynx during’ respiration, Lord, Webb-Johnson, to whom Sir Henry Dale had paid tribute 
‘phonation, and’ cough, ‘attracted considerable attention. He also ` for his work for' the Royal College of Surgeons and in wider . 
showed photographs illustrating unilateral and bilateral laryngeal . fields, proposed the toast “ Oto-rhino-laryngology.”” He, too, 
paralysis following thyroidectomy, the technique ofMthe modi- referred to the .need- for international friendship and co- 
\ fled King’ operation for mobuization: and lateral fixation of } ‘operation in science_ and medicine. ‘The names of great surgeons 
„the vocal cords, and the appearance óf the larynx before: and-~ had ‘been associated with otology and of physicians with 
“after operation. , Another film,’ by the Edison Bell Telephone laryhgology. He’ referred to the support given to the specialty 
' Company, showed the vocal: ‘cords in- “ slow motion,” récorded bythe Royal College of Surgeons. Iù response Dr. LeRoy A. 
\ on film at a‘ speed of 4,000. framés per second, ‘Perhaps -the ` Schall, of Boston,: praised the action of the president of the ' 
“most remarkable of the films was ’ by’ ‘Dr..-H.. G. Kobrak . Royal College .of Surgeons in fraising the prestige’ of the 
(Chicago), who, by using. optical ‘ magnification combined ‘with, "specialty of oto-rhino-laryngology. In’ proposing the health of 
stroboscopic illumination, had" recorded the vibrations of the | the guests Mr. F. C.W. Capps; , the general secretary of the 
vear in response to Sound stimulation, The film showed: drum ' ‘Congress, sai that . between four hundred, and five hundred 
vibrations, ‘movements of the’ ossicular chain, | „and ‘vibrations of . members had come from overseas at great cost and -trouble 
the-round window membrane. ~The movements ‘in disease were ^ to ‘themselves. “This made the people in this country ‘proud 
' also shown, correlated with distorted acoustic signals recorded | -to hold the Congress in London. ‘On behalf of the guests 
l E on a' sound track. ~ ` thére were responses’ from Professor le Maitre; of France, and 
‘Fhe. presentation of '150 papers with only’15 minutes allowed i Dr. N. Rh. Blegvad, of Denmark, who entertained- the diners 
for, each gave.a- sense of haste “to the proceedings, although:, by putting a viking’s helmet on his head and a beard round 
J discussion I had gerierally to be entreated rather’ than ‘curtailed ‘his -chin -to ‘illustrate what previous invaders of England had 

‘ in the-intervals set aside for the- purpose. Only:a few of the looked. like. 


`Y 


- speakers can be mentioned in a summarized account. Several 4 Oa Ss : > - 
papers on. the surgical-treatment of ‘cancer’ of the larynx 7 E a ee 
‘and the oesophagus were presented, also a number on: the `.. . UNICEF . IN YUGOSLAVIA 
conservation_of hearing and hearing-aids and on “vocal ' cord - y 
- paralysis. “7 h S The programme of work carried out in Yugoslavia by. Unicef 


Mention should. be made of the exhibition/ illustrating the (United Nations International Children’s, Emergency Fund) was 
history of otolaryngology, which was arranged by Dr. Douglas explained at a press conference at: United Nations office in 
‘Guthrie and -Lieutenant-Colonel W. ‘A. D. Drummond:: It London. The ‘cost of the programme so Jfar has been ten 
included a number. of instruments designed, , by.. -Morell ' million dollars, of which 60% has been spent on food. As Many | 
Mackenzie, the manuscript of his work- on, malformations of :! as 600,000 children, as well as expectant and-nursing mothers, 
the oesophagus, and his book Frederick’ the Noble, the story- ` have been cared fór. One of Unicef’s principles has been to 
of “the - illness of ‘the Emperor. - - The exhibits were - -from the, encourage- communal meals ‘at schools; partly because this is 
collection’ ‘of Dr. Irwin Moore. and the Wellcome Historical the most economical way of handling the’ food, and also because . 
Medical Museum.. Other collections” were of books, letters; and, ` it is hoped’ that once,a system of school feeding is’ established 


instruments’ assdtiated. with Sir “StClair: Thomson and with it will bè. made: Rermanent. , Unicef in Yugoslavia, as in other 
Lord Lister. - ` ` l ‘countries, is operating a- programme of : B.C.G. vaccination. 


The delegates from: overseas; E numbered some 450, against tuberculosis. ’ When this is completed it is thought that 
-expressed their’ appreciation fi the arrangements for the One and a half million children will have-been vaccinated. An 
Congress and of the. kindness of their: British ‘hosts. During area of central Bosnia has suffered from an outbreak of syphilis 


the course of the Congress the King, as Patron, sent a.message ‘00t transmitted sexually.. In some mountain villages the inci- 
i expressing his good wishes for its success. i ; ' dence among: children was said by óne American venereologist ' 


i d “st THE ~a “to beas high as 50%, and the children have passed the disease 
; a Ce aon to their ' parents,’ “Procaine penicillin Was being used in 
-5 ; ` ~- combating this outbreak: 
l THE, OFFICIAL BANQUET . D.D.T. was being used. against malaria and fly-borne diseases. 


y 


The banquet in connexion’ withthe Fourth: Tite ational Con- | The previous work of Unrra in Yugoslavia and other countries 
gress of Otolaryngology was held at the Dorchéster Hote] last, bad done a great deal to bring down the incidence of malaria, 
week with the president, Mr. V. E. Négus, in the chair. -There ` and it was said that for-the first time since the second Punic 

~ Was a very large attendance of members- of the Congress’ and > War {218 B.c.) Italy had no deaths from, this disease last' year. 

“their wives’ and guests. After’. the ‘Idyal toasts had. been This is attributed to D.D.T. - -~ i 
' honoured, Sir Henry Dale, O.M. “proposed thé health of the’ The organization, also provided milk-processing machinery for 
Congress in a‘speech the keynote of which was international ~the manufacture ‘of powdered milk and for pasteurization, 
’ ‘co-operation in’ medicine and. science. There were, Sir Henry There was a shortage of milk; which was greatest in the moun- 
Dale, said, forty different nationalities represented ‘at the Con- ‘ tains on the’.Dalmatian: coast, but it was hoped to supply at ` 
. gress. The King was the Patron of , the. Congress and, the . least a' minimum ‘of clean, ‘dried milk for’use in every part of 
Duchess. of - Kent had opened it: «~ “ All London ‘is eager. to. the country and at all times of the year. . 
s welcome you.”., Sir Henry pleaded that international science , Mr. Forrester, the agent of Unicef, who presided at the 
should be, kept free. from: national “prejudices, Science was’: conference, Said that in Europe four and a half million children 
„one of man’s intellectual. activities- which :were- universal, Sir were. being given. milk régularly every day by the organization. 
Humphry, , Davy, he said, - was during ‘the. Napoleonic. wars - lhe ‘continued need for the, use ‘of powdered milk since the end 
received; ‘with courtesy ‘by the ‘Academy: of Sciences in Paris,. of the war had placed a strain on the ‘manufacturing capacity. ' 
' and it was in Paris in 1907 ‘that’ Charles Richet made an Opposition to-communal feeding had been! experienced from 
‘impassioned appeal at the Congress of Physiology for abolish-. parents, who felt that what was provided in the home was good 
ing barriers ifi.the world of science. Sir Henry,- recalling that enough, but that opposition was breaking down. Another effect , 
Sir J ohn Pringlehad started the idea of the Red Cross; suggested of,’ vac work was upon labour productivity, for venereal 
va `~ ` 


ae `Y y oe ~ & 


1 
` 
- [i 7” 
” ` ~ 
azn — ~ - - 
r e - - ` é 
4 


sa 


1 


280 JULY 30, 1949 


UNICEF IN YUGOSLAVIA i 


BRITISH 
, MEDICAL JOURNAL 


a 


diseases in. their endemic form were debilitating rather than 
lethal.. The same remarks applied to malaria. If those two 
diseases could be' wiped out a great deal would have been done 
to assist productivity in the areas affected. Another aspect of 


the work, ‘said Mr. Forrester, had been to demonstrate ‘the 


practicability of international co-operation. When the children 
themselves saw packages labelled in almost every, part of. the 
world they saw a demonstration of international unity. They 
felt that they were being looked after, and that there was 
something more in United Nations than political disagreement. 








l e ; i i 
BRITISH EMPIRE CANCER CAMPAIGN 
Transatlantic Exchange Fellowships ` 

The -DUKE OF GLOUCESTER presided at the annual meeting of 
the British Empire Cancer Campaign, which was held at the 
House of Lords on July 12. He stated that, thanks to the 
special appeal for increased funds to mark the 25th anniversary 
of the Campaign, sufficient money had been subscribed to 
enable a number of fellowships to be created. These, would 
allow first-class men to concentrate on different aspects of the 


‘cancer problem for periods of several years without, interrup- 


tion by other duties. £87,000 had been set aside for this pur- 
pose. At the same time the Campaign had inaugurated a 
system of exchange fellowships with Canada and the United 
States. Research students from those countries would come 
over here for a year, while British studerits would visit suitable 
institutions in America. Jt was hoped that within a few years 
all the Dominions and Célonies would be able to participate in 
this scheme. ~ 

His Royal Highness mentioned that import licences for 
laboratory equipment ‘from the United States to the value of 
about’ £25,000 had been granted to the Campaign, and orders 


' were also being placed for equipment, which could be manu- 


factured in this country. : These expenditures were in addition 
to the normal annual allocation of grants to institutions and 
individuals, and the Campaign’s financial support for cancer 
research for the year approached a quarter of a million. 
congratulated Sir Heneage Ogilvie, the new editor, on the 
production of the annual report. Sir Heheage succeeds 
Mr. Lockhart-Mummery, to whose 25 years’ editorship fitting 
tribute ‘was- paid. my . 

‘Lord WEBB-JOHNSON, moving the adoption of the, report and 
balance sheet, said that a body of experts set the seal of its 
approval on the grants which were made, so that a generous 
public could always ‘be assured that their contributions were 
spent to the’ best advantage. Lord WARDINGTON said that’ the 
large undertakings of the State in .the health services might 
give rise to the impression that the need for sustained voluntary 
effort no longer existed. The Campaign was not subsidized, by 
the Government, although its valuable work' was recognized 
by the Ministry of Health. He added that during the 25 years 
of the Campaign’s history no application for a grant had been 
refused because of lack of funds. 

On the proposition of Professor R. D. PassgEy, seconded by 
Professor F. DICKENS, the members of the Grand Council were 
re-elected. The Nuffield trophy for outstanding work in 


support of the Campaign’s funds was presented to a representa- 


tive of Sudbury and district. 


y 


Quiet and Steady Progress ` 


The 26th annual report of the Campaign, which was 
presented to the meeting, embodies reports: from about 30 
research centres, including those in the Dominions, as well as 
a dozen reports from individual investigators. In his foreword, 
Sir Heneage Ogilvie gives further information about the 
American contacts to which the Duke of Gloucester had alluded. 
With the object of obtaining laboratory equipment for cancer 
research which was ‘not available in this country, a delegation 
led by Lord Horder visited the United States and Canada. 
They not only saw the latest equipment but took the oppor- 
tunity of recommending the institution of exchange Fellowships. 
It‘is hoped that the first two Canadian Fellows will start work 
in England in the coming autumn.) — -> ' 


He 


‘ the period 1936-47 (1,355 cases). 


Last year saw no dramatic discovery in ‘the, field of cancer 
research, but the report is a record of much quiet and steady. 
progress. , The Campaign’s scheme of intensive research into 


the virus theory of cancer is beginning to produce results. One, _ 


useful effort in the study of carcinogenesis has been the pre- 
paration of a comprehensive “bibliography of the literature 
relating to carcinogenic compounds and the tumours they pro- 


‘duce. A comprehensive index of over 3,000 papers from 340 


journals in sevéral languages has been made. As Sir Ernest 
Kennaway remarks in a note on this subject, “ Every science 


,is in danger of being buried alive under its own literature.” 


A guide tothe rapidly advancing literature in all aspects of 
cancer would be of great service. \ 

Referencè is made in the report to studies of the isotopes. 
Radioactive isotopes for use as -tracers in experimental and 
clinical research have been made available by the Medical 
Research Council for more than a year. These isotopes. are 
also being used therapeutically in a number of centres, but as 
they have been available only since the latter part of last year 
little fresh has been learnt about them. In experimental radio- 
logy considerable progress has been made in the investigation 
of the absorption. by tissues of microwave radiation in the 


from King’s College, University of Durham, and Royal Victoria 
Hospital, Newcastle. ‘At this range the power of the beam 


_is usually reduced to one-tenth after penetration through about 


1.6. mm. of tissue. At shorter wavelengths the absorption might 
be less, but radiation cannot as yet be generated at high power 
in wavelengths shorter than 1 cm. 

. The ‘cancer research department at St. Bartholomew’s 
Hospital reports on the survival for five years and over of 400 
cases treated by million-volt x rays, compared with similar cases 


, treated by 200-kilovolt x rays. There is no marked difference 


in the response of the carcinoma to ordinary x-ray and to 
million-volt therapy, with the possible exception of carcinomas, 
of the rectum and bladder ‘and of the antrum and larynx. 
Evidence of any biological difference in response to the shorter 
wavelengths is lacking, and any improvement in the results is: 
thought to be due to the physical advantages of greater penetra- 
tion and greater accuracy in application. 


_ Evaluation of Results of Treatment 


Statistical analyses from various centres are given in the 
report. The Clinical Cancer Research Committee of the Cam- 
paign this year turns its attention to about 400 cases of cancer 
of the ovary and 126 of cancer of the vulva recorded at London 
hospitals. Little more than half the patients with primary 
cancer of the ovary consulted a doctor within the first three 
months-of the appearance of symptoms, and in a certain number 
the symptoms were of more than six months’ standing when 
the patients were first seen. Nearly half the patients already 
had clinically recognizable metastases when admitted to hospital. 
In cases of primary cancer of the vulva'rather more than one- 
third of the patients consulted a, doctor during the\first three 
months, and ina similar proportion the symptoms were of 
over six months’ standing when the patients were first seen. 
In 30% of 103 cases'of primary cancer of the vulva there was a 
definite history of antecedent leukoplakia. ; 

From the Marie Curie-Hospital it is reported that the results 
now obtained by treating cancer of the body of the uterus by 


_ radium compare favourably with those produced by surgery. 


For cancer of the vulva, on the other hand, radical surgical 
removal, whenever possible, still appears to be the treatment 
of choice. It is considered that only inoperable cases or cases 
regarded as poor surgical risks should be treated primarily 
by radiotherapy. A report from the department of medical 
statistics at Birmingham University analyses the: cases of carci- 
noma of the uterus seen ať Birmingham United Hospital over 

On the five-year survival 
rates, surgery with deep x ray appears to give the best results in 
cancer’ of the body, 82% being -still alive. Surgery alone gives 
a survival rate of 63%, radium alone 21%. The most common 


. form of treatment for cancer, of the cervix was radium alone, 


which gave a five-year survival rate of 18%. 
A report from Cambridge illustrates the harmlessness of 
biopsy. In a series of 166 cases treated by radiation for 


- 1-3 cm. range of wavelength. A report on this subject comes * 
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diagnosis is uncertain. . 
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carcinoma of the uterine cervix, the five-year survival figures 
(25% of all cases treated) are the same for patients who had ‘ 
serial biopsies as for those’ who did not. From St. Mark's Hos- `- 
pital it is reported that biopsy has ‘proved a reliable aid. to. 
diagnosis if rectal cancer. The procedure should be more 


generally employed, especially. in cases where> the clinical 


7 





3 a 4a 
This document, although it js-a collection of reports which 
often overlap, contains many interésting facts and figures. For 


' example, there is- the observation from St. Bartholomew’s 


Hospital that the incidence of uterine cancer: among ‘Jewish 


women is lower than among non-Jewish. This is'more remark- ~ 


able because Jewish women seem to be: particularly. subject 
to conditions (early marriage and child-bearing ‘and, in some 
communities, low economic statis) which in other people appear 
to increase the liability to this form of cancer. The feport not 
only records work which has been done but poses many new 
problems. This in itself. is a stimulus to further investigation: 








- - at é 
~ 


ORDER OF ST. JOHN OF JERUSALEM ` 
The London Gazette has announced the following promotions 


in, and appointments to, the Venerable Order of the Hospital 
of St. John-of Jerusalem: ,- E - 


w% 


As Commanders (Brothers): Air Marshal P. C. Livingston, C.B., ‘ 


C.B.E., /A.F.C.,, F.R.C.S., Sir. Reginald “Watson Watson-Jones, 
F.R.CS., Air Vice-Marshal F. J--Murphy, C.B.E., M.B., D.P.H., 
K.H.S., Surgeon Rear-Admiral J. A. Maxwell, C.V.O., C.B.E., M.B., 
F.R.C.S. As'Officers- (Brothers): Lieutenant-Colonel K.`G: W., 
Saunders, O.B:E., F.R.C.S., Major J. R Hamerton, R:A.M.C., T.A., 
Surgeon Rear-Admirals O; D. Brownfield, C.B., O.B.E:, M.B, 


K.H.P., and K. A. I. MacKenzie, Surgeon Captain D. Duncan, - 


' OBE, M.D, DPH, RN., Wing Commander'R. L. Soper, ' 


~ 


' Hadley,- M.B., F.R.CS. 
F.R.C.S., Drs. K. V. Adalja, M.B.E., and Shir 


`~ This book is à reconstruction from the 
‘and Books written by George. Fox of 


k 
` 


‘which was never published and, has since been lost. 
Catalogue cites-only the first and last.few words of the account . 


M.R.CSS., L.R.C.P., Drs. A. 
Vickers, J. McCausland, A.’ 
W.G. Evans, A, G. Smith, 


~P. Gorham, R. A. P. Gray, W. J: 


and W. E. Hutchinson, Mr. J. A. E. M. 

Ás Associate Officers (Brothers): 
`S. Garewal, M.B., and B. S. Nat, M'D., 
Lok Shang. ‘As 
Officers (Sisters): Dr. Mary A, C. Ainscow and Lady Elizabeth M. 
Wakeley, M.B. -As Serving Brothers: Surgeon Commanders J. L. S. 
Coulter, D.S.C:, M.R.C.S., L.R.G.P., and W; V., Beach, F.R.CS., 


Lieutenant-Colonels A. 


R.N., Drs. A. McK. Fleming, M.C. J. J.-Giraldi, O.B.E., F. H. P. 


Wills, J. D. McVean, G.-N. -Stathers; D. A. Brigg, F. C. Miller, 
G. I. Griffiths, J. G. Macqueen, WG. Smith, B, J. Williams, ‘and 
P.'W. Rice. - As Associate Serving Brothers: ‘Drs. M. I. Chaudhri 
and M. D: Gautama. .As Serving Sister: Dr. Eleanor D. Blunt., : 
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” THE MIRACLES OF GEORGE FOX: -` 


George Kox's “ Book of ‘Miracles.’ Edited with an intrqduction ` 
and notes by Henry J. Cadbury. With foreword by Rufus M: . 
Jones. (Pp. 162; illustrated. 21s.) Cambridge: The University 
Press. 1948; - S B ee mr i 
Catalogue of all Papeys 
the: 150 -miracles per- 
Book of.Miracles—a book 
_ The 


` 


formed by him ard recorded in his 


of each 


ch miracle, but-Mr. Cadbury -by -patient and extensive 
research has .identified many of the sufferers who were thus 
The book was not 


treated and the nature, of their cures. 
issued with Fox’s Journals-because of the accusations harmful ` 


to Quakerism which might have been caused by it. In- 1656" 


= ¢ 


a critic wrote of. the Quakers : “They pretend to learn modesty 
from the examj&€e of Christ, who forbad the‘reporting of many 
of his miracles to the.world ; -but they make’ no little,use of 
them among their seduced ones. to confirm then: thereby in 


‘their delusions, and it is-‘not unlikely would make them more 
-publick to the world were it, not that they feared to be found . 


liars if; they should do, so.” George Fox’s miracles do not’. 
appear to be ‘more surprising than the medical cures recounted 


' “By contemporary orthodox physicians; sometimes they arose 
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‘BRITISH EMPIRE GANCER CAMPAIGN ` , -Sjop 


ad 


Critien, O.B.E., F.°J. H. Crawford, ` 






from the provision of spiritual consolation, now and again by 
the use of physical remedies. Disciples of Dick Read will find 
in this bookan early account -of painless childbirth. On 
Sept. 9, 1657, Thomas Salthouse wrote, “This day I came 
about 30 miles to Walter Clements’ house who is at liberty 
and well. ‘And this very hour, being about the seventh hour 
at night, is'Walter' Clements’ wife delivered of a..daughter by 
the mighty power of the Lord. Before she travailed she 
brought: forth to the astonishment of the heathen that cannot 
believe and to the praise and honour of Him that hath taken 
away the curse....7” | Pane 

.“ A miracle,” said a character in Bernard Shaw’s St. Joan, 
“js an event which creates faith.’ This definition reversed 


~ 


supplies the modern explanation-of the miracle, itself created ` 


by faith. ‚The miracles of. George Fox are the minor seven- 

teenth-century decorations of a remarkable personality whose 

spiritual odyssey is set out in his Journal. The book under 

review is of no more than antiquarian interest, but the Journal 

-Is-one Of the great English autobiographies. 
l ‘ ` D. V. HUBBLE. 








` 


- Preparations and Appliances 
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TILTING: TROLLEY FOR CONVEYING PATIENTS 
"TO AND: FROM OPERATING THEATRE . 


«Mr. MICHAEL C. OLDÉELD, F.R.C.S., honorary. assistant sur-. 
geon, Leeds General Infirmary, writes : Many of the trolleys - 


used‘ to convey patients to and from the operating theatre are 
unnecessarily primitive., Patients are often- roused from their 
“premedication slumber” by the rude jolting they- Teceive 
on the way to’the theatre. After an ‘operation’ under spinal 
analgésia,’ or if the patient is suffering from shock, it is a 
great advantage to be able to convey him to the ward with 
his feet raised'and his head down. The“trolley here illustrated 
has given satisfaction on these and other points. .It is made of 
I4-in. (3.3-:cm.) welded. steel, the thrusting part consisting of 


< > 
A 
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İf x 4in. (3.3 x 0.6 cm.) mild steel., At.the rear end it has 


. two fixed pneumatic-tyred wheels, and at the front end two 


spring-loaded castors; ensuring freedom. from jolt and providing 
ease in steering. The tray is of 16 G. aluminium and is 
“dished” to the depth ‘of 24 in. ‘(5.6.cm.). A pole serves to 
carry the transfusion or infusion bottle, which is held in posi- 
tion by a stainless-steel clip. This pole is telescopic, -so that: 


its height can bė adjusted when ‘a patient has to be taken 


- through a doorway or into a lift ; and it'can be fitted at either 


end of the trolley for leg or arm transfusion. The mechanism 
for tilting is sfable and also adjustable, and when the tilt~is in 
use adequately padded shoulder supports prevent the patient 
from: sliding head first off- the trolley. When -the patient is 
lifted on to the trolley and when a tilt is not beihg used the 
shoulder rests can be turned;away over the sides of the trolley. 

The trolley is made by Messrs. Siddall and Hilton, Ltd., 
. Sowerby Bridge, Yorkshire. 
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`- amides makes it all appear too easy. 


„ results were magnificent. 
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Caesarean Section 


Sır, —There is no doubt that the paper read by Mr. 
C. McIntosh Marshall.at the twelfth British Congress of 
Obstetrics and Gynaecology (reported in your issue of July, 16, 
p. 147) on this’subject was an excellent one, and that his 
But ‘unfortunately ‘the modern 
caesarean section combined with penicillin and the sulphon- 
In skilled hands. there 
should be practically no mortality : in unskilled, the mortality 
will be high, and the -unskilled will attempt it. That is why 
I suggested, not- cynically, that normal labour would be an 
excellent subject for discussion at some future Congress. 

The difficulty of knowing whether a case-of slight dispro- 


portion or inertia will terminate, with a live birth is great, ` 


and this knowledge can be obtained only by constant attendance 


->in labour wards where the course of Jabour,can be watched. 


\ 


‘ 


Marshall made it clear that he did not advocate mass caesarean ` 
section, but I still feel that the furor operativus is being instilled 
too much in the minds of the young obstetrician.—I am, etc., 


Dublin. á BETHEL SOLOMONS, 


u 
‘ 
1 


Peptic Ulcer and Smoking 
Sir,—Your report (July 9, p. 78) of the discussion on peptic” 
ulcer in the joint meeting of the Sections of Medicine and 
Surgery at Harrogate quotes me as saying that ‘controlled 
American experiments’ showed the importance of nicotine in 
ulcer production. This is not quite accurate. These experi- 
ments give-a formal statistical proof, based on an adequately 
designed trial, of the importance of nicotine in preventing 
healing and in producing relapses, and my own experience con- 
. firms this. “Curiously-enough, the available evidence, for what 
it is worth, is rather against tobacco ‘being, responsible for the 
first development of an ulcer. J i 
‘ There is no ‘proof that prolonged or repedted functional 
disturbances of digestion such as are produced by worry or 
nicotine lead to peptic ulcers. On the contrary, ulcers often 
form suddenly -in persons with previously good digestions, 
while if a man .manages to go six months with a bad digestion 
without getting an ulcer he can probably go six years or 


indefinitely without getting one.. With a quiescent ulcer, how- | 


ever, the situation is. different. Functional disturbances of 
digestion, whether due to worry, depression, -irritative aperients, 
unwise mixtures of food or alcohol, or tobacco, can all lead 
to acute inflammation of the ulcer with an increase in size 
and an exacerbation of symptoms. ’ , 
Blunderbuss prohibitions, like blunderbuss prescribing, are 
particularly objectionable iwm the management of patients 
_with peptic ulcer; in these, extensive treatment carried 
on far several years is far more important than intensive treat- 
ment over a few weeks. Cuitting tobacco consumption down 


XN 


. from 15 cigarettes a day to three or four rarely makes much 


difference. In fact it may make an irritable, tense patient 
rather worse. It is better to warn thé patientthat he will be 
asked to stop smoking completely unless the ulcer is radio- 
logically’ healed within a few months,. but that he will be 
allowed to start again if complete abstinence does not cure, him 
in a further six months. 

If complete abstinence from tobacco does lead to an ulcer 
healing after all other measures” have failed, it is probably 
unwise for the patient ever to start smoking again. It is one 
‘of the most dramatic things which one sees in. medicine, when 
the patient who has refused to givé up smoking for. several 
years and whose weight has fluctuated between 9 and 10 stone 
_(56.7-63 kg.) gives abstinence a trial, puts on 20 Ib. (9 kg.) in 
weight within a few months, and at last loses his ulcer crater.— 
I am, etc., 1 : 

London, E.1. 


` 


; REFERENCE ; , 
1Batterman, R. C., and Ehrenfeld, I., ENTERED 1949, 12, 575. 
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- accepted as being completely efficient. 


Denys A. JENNINGS. ` | 
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3 Syringes. - 3 
, SiR,—Dr. A. G. Rickard’s account (July 16, p. 135) of a 
hospital syringe service prompts me to describe a similar service 
in general practice which we have now been running for two 
years. We are a partnership of four doctors, and, while we 
may have initiated the idea, the credit for experimenting with 
types of syringes and various packings and for maintaining the 
service must go to Mr. C. R. Stoffer, M.P.S. The pathology 
department of Chelmsford Hospital willingly carried out many 
bacteriological investigations. . -i 
While. a few 10-ml. syringes are available for special pur- 
poses, we have found that a 2-ml. Record syringe with ceramic 
piston (“ laminex ”) covers most of our daily needs, and three 
sizes of needles are provided, 12, 15, and 20. With the needle 
attached, this syringe is fitted into a good quality test-tube 
(Sin. x $in.— 12.5.cm. x 1.6 cm.) up to the flange—a close 
fit being ensured with a half-inch (1.26-cm.) cuff of cellulose 
‘wadding. The whole is now'put into a cylindrical aluminium 
container, similar to those'in use before the war for the dispatch 


- 
— 


_ of throat swabs. A plug of cotton-wool at top and bottom pre- 


vents rattling. These containers were specially made for the 
purpose. After sterilization the doctor has immediately avail- 
able, a complete, dry, sterile syringe, easily and safely carried 
about in bag or pocket. : 

Syringes are sterilized in batches in a Maw’s “sterotherm,” 
an electrical hot-air oven, at:160° C; for one hour, and remain 
in’ the oven for a further half-hour during. cooling. It, is 
stated that the variation in temperature in different‘ parts of 
this oven is never more than + 2°C. Syringes were con- 
taminated with bacilli and spores, sterilized, and then sent for 
investigation on many occasions before the method. was 
Care must be: taken to 
place the cylinders needle upwards in the sterilizer or they 
may drop off as a result of the varying rates of expansion 
of the metals. ` 
' Packing .and sterilization are done by the pharmacist, but 
after use the syringes are returned to the surgery and our 
receptionist carries out a simple cleansing process. Syringes 
are dismantled and washed in hot water. Syringes used’ for 
injecting oily substances are first cleansed in a little ether: Each 
syringe is then washed out in industrial. spirit and completely 
dried—a strip of one-inch (2.5-cm.) bandage and a glass rod 
easily dries the inside of the barrel. Care is taken to replace 
the right piston in the right barrel. Replaced in the cylinder, 
they are transferred to the pharmacist. We have had nbd 
trouble with syringe markings; syringes Over one year old 
are still quite clearly marked. Th j 

On an average we use about 20 syringes each day, and a 
stock of 80 provides an ample supply of stérile syringes. Break- 
ages are due to (a) accident, and (b) failure to return ‘syringes 


promptly for cleansing, when the piston is found to have stuck ' 


and forcible attempts to free it. result in a broken barrel. We 
have had no casualties from the sterilization process... / 

With the steady increase in injection therapy’ the provision of 
a sterile syringe is a daily problem for the general practitioner. 


The'cost of:apparatus and the time and work involved in the 


process is probably, more than the single practitioner can stand, . 


but by combining into small groups they can themselves, or: 
with the co-operation of their local pharmacist, institute a: 
service similar to the one described above, and save.a great 
deal of time on their rounds and in their consulting-rooms.— 

I am, etc., i . a, E 
- “Oo 5 
Witham, Essex. T. G. BENJAMIN? 

i . 


é 


Sir,—I am glad that Dr’ A., G. Rickards (July 16,-p. 135), 


has stated many of the requirements for a good syringe. The 
type of syringe with metal plunger which is in common use 
in this country is certainly a horribly inefficient affair, and 
it is amazing that it survives. I am surprised, however, that 
he makes:no reference to the type of needle fitting. Of the 
two generally used, the Record and Luer, the Luer is larger 
and far more efficient at making an absolutely air-tight joint. 
In a procedure such as exchange transfusion in an infant, 


_ where a syringe and two-way taps are involved, an apparatus: 


” 
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of Reinke. 
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made up with Record fittings=is almost never air-tight, whereas large dose—thé, therapia stetilisans magna of Ehrlich—would 


with Luer fittings this‘is easily attained. 

The second advantage of the Luer fitting \is that the stouter | 
nozzle makes it ‘possible for an all-glass syringe to be- strong 
enough to stand up to routine use, and I have had to, discard 
few syringes for chipped - or broken nozzles.. The glass, nozzle . 


' is a distinct help in pvenipunenire, since a. trace of, aspirated 


blood is visible: 


„I would make a plea that there should be.a gradual change l 


over to the, Luer. fitting’ for all apparatus. .This`wòuld also 


. make British and American. apparatus ‘interchangeable, -since 


this fitting has long been standard in the U.S.A. The standard 
type of syringe should therefore’ be all-glass, with Luer ‘fitting 
and (except in the ‘smallest _Sizes) with eccentric nozzle.— ' 
I am, etc., ; ; 

Ease: : k ` Dousras GARDNER, ` 


M ee ; 


ee EE | Ovarian Hilus Cells ` 
SIR,—It would: seem “probable “that the Peli. ~described in 


aE 


the ovary by Mr. Wilfred.Shaw and Dr. Burjor Dastur (July 16, 


p. 113) are the same as’ those which have*recently’ been described 
by W. H. Sternberg (Amer. J. Path. 1949, 25, 493) -únder ‘the 
name “ovarian ‘hilus cells.” 


their cytology varies. size they are usually 14 to 25 Bin 
‘diameter, and in shape they may resemble fibroblasts, may be’ 
elongated;, polygonal, or oval, or may be multinucleated. They 
may contain fat vacuoles; lipochrome, pigment, _or crystalloids _ 
They are found in clusters of various. sizes, usually 


in the neighbourhood of vessels and nerves, _ They’ probably 


produce androgens, and cases with, masculinization associated, . 


with hyperplasia and’ tumours of these cells are described. — 


I am, etc., - ee 
Hull, > i Bo Sad Be “A, J, SELLITOR. 


'*e Ina letter published in last week’s Journal: (p. 230) Mr. 
Wilfred Shaw and Dr. Burjor Dastur stated, “We believe that 
Sternberg’s paper is the first full description, of the cells writen 
in English.”"— —Eb., B.M.J. ak y 


f i 


The Lock Hospital © E 


SR, —It would be regrettable if the threatened’ closure of the 
Lock Hospital were carried ‘into effect. The: venereal diseases, 
for the treatment of. which the hospital was originally founded 
and which work it has done uncommonly | well for so! many, 


years, are still with us—even in greater nuinbers than before 


the late war. There is-need for more knowledge of these. 
diseases among practitioners, so that we should increase rather 


than reduce the number of hospitals and cligs+s at which sucli ES 


knowledge can be acquired: 


According’ to Sternberg, these . 
cells are likely to be found, in all ovaries if enough sections . 
are cut.’ They resemble ‘the Leydig cells’ of’ the ‘testicle,’ and 


- to the fact that serologically identical Strains -of Bact. 


` 
~~ 


‘The late Sir William Osler i in his fie Lettsomiam Oration ; 


(reported in the Journal, 1917, 1, 694) at the ‘Medical: ‘Society’ 


`of London in 1917 on “The Campaign against ' Venereal 


Disease,” said, “ Venereal disease is and*remains the despair 
of the statistician. Trustworthy data are not forthcoming. 
Even in death.a stigma is associated with it, and the returns are 
everywhere but under the special caption of the disease “itself.” 


To-day, more than 30 years after Osler made. this indictment, 


his statements are substantially true. To my knowledge several 
men whose children ‘had béen treated in my clinic for -con- 
genital syphilis died from syphilitic cardiovascular disease, yet 
the word syphilis -appeared nowhere -in the death records. 


` Recently a former patient. of mine consulted a cardiologist | 


whom he’misled by denying that. he had ever suffered from, 


' venereal: disease, though actually I had previously treated him 


and his wife and children for syphilis. Instances such as these 


serve to show that enlightenment of the public ‘and, one may, 


add too, of the profession is very necessary, and the more‘ 
‘centres we have for instruction in and the near a venereal ,. 
diseases the better for the, community. ; 

It might be said that such hospitals and centres are becoming’ 
redundant owing to improvements in ‘the methods of treatment. 
This may prove to be an illusion, for some of us. can remember’ 
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how, with the introduction of “ 606, ” it was hoped that a single | 
` i 


PE 
infants’ suff 


“as potentia y infected until this is done. . 


‘(Amer. R 


‘desperate te 


cure a case: of syphilis. We subsequently learnt otherwise. It 
will take 10-years, possible 20 or even 30 years, before we can 
. say with any degree of certainty, that penicillin can cure human 
„acquired or congenital syphilis or that it can with certainty 
prevent the antenatal infection of the infant? Meanwhile the 
patients’ need to be kept under observation, and in my opinion 


‘there is’ ‘no: better institution. than the Lock Hospital for the 


humane, painstaking, and altogether efficient treatment’ of the 
venereal: disease patient and for the dissemination of know- 
ledge concerning ‘these diseases. Syphilis is a much more 
serious and killing disease than is realized at the present day, 
and I would éxhort the authorities to think again before decid-, 


ing upon-thé-closure of the “Lock” to venereal diseases.— 


I am, etc., : . 
” London, N. 12, ; 


1 l 3 l 


Davip NABARRO. 
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ig Aetiology - be Infantile Enteritis 


SIR,—-Your leading article (July 16, p. 141) draws attention 
coli 
have. now ‘been found: in a number of different outbreaks of 
infantile . -gastro-enteritis, It is important to stress that in 
these series, as in the original series reported by Bray’ in 
1945 and by Bray and Beavan? in 1948, there has been a high 
percentage: f'serious cases and, compared with many previous. 
writers, ‘a [much less definite association with parenteral 
infection. ' 

‘My own feeling is that'we are at last establishing one 
common type of severe infantile gastro-enteritis as a disease 
sui generis.| This is supported by the fact that we have found 


' identical agglutinable strains in a high percentage of some 


‘60 severe cases which have been. admitted in the past year 
to: two hospitals at Chester and Central Wirral. In’ two 
‘instances epidemics of 6 cases have followed the unwitting 
of an infant infected with.an identical strain among 
ie from.other conditions fhan enteritis. 

I feel that there is now sufficient. evidence to enable us to 
institute 'centain prophylactic measures. I would’suggest that 
all infants admitted to institutions should have their stools 
examined, for these strains, and that they should be separated 
It would alsé seem 
to be a wise precaution to examine the stools of all pregnant 


‘women before delivery, and nursing staffs in maternity depart- 


ments and sick infants’ wards.—I am, etc., 
: T. E. D. BEAVAN. 


Chester. $ 
ara i 

"a | lJ. Path, Bact., 1945, 57, 239. 
2 Ibid., 1948, 60, 395. i 


` Tuberculous Empyema p j 


Sir,—I should like ‘to add a ‘note to the quotation from my 
paper on pleurisy with effusion during pneumothorax therapy 
. Tuberc., 1948, 57, 598) reported: in a leading 


article in the Journal of ' July 2 (p. 23). The‘ quotation was 


`` taken’ from|the ‘conclusions reported at_the end of the paper. 
. It should 
developed 


e noted that>90% of the twenty-one empyemata 
lowly from serous effusions and did not rapidly 
follow the juptire of a tension cavity: into the pleural space. 

Empyemata developing from serous effusions can frequently 
be controlled by repeated as irations, but those following cavity 
rupture can|rarely be treated me Teally with success. Thoraco- 
plasty, if ise should be undertaken much „earlier in the 









latter type but an expectant attitude will in the former type 
spare’ some}. patients the necessity of having major surgical 
treatment, the underlying -disease in the lung having become 
quiescent following the temporary collapse. Salkin and Gadde and Cadden 
(J. thorac. 'Surg.; 1941, 11, 109) reported fhat 80% of 225 
repeated aspirations. 

g , In. my original article to 
“influence à yone to revert to the disastrous practice of using 
thoracoplasty ' so ,late in treatment that'it was, in fact, a 
erminal remedy., -Andersen (July 2, p. 6) expresses 
a similar view in his paper. >I am, etc., 

Abergėle; N.|Wales. e -is JOHN B. MORRISON. 
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_ Rheumatoid Arthritis as a Psychological Disorder. ’ 


Problems in Rheumatism” you state, “Some physicians have 
considered that rheumatoid arthritis is a psychological disorder. 
The results of clinical tests with. cortisone, during which any 
possible psychological effect was carefully eliminated by 
giving control substances for certain periods—with relapse in 
each instance—has disproved this- theory.” . , 

Such a statement is surely somewhat facile and likely to be 
misleading, for it takes an altogether too superficial view of 
the psychogenesis of disease. The effectiveness of “cortisone” 
in rheumatoid arthritis infact goes some way in support of 


the work of Selye? and the evidence of others he compounded `, 


in his conception of the “general adaptation syndrome.”- In 
this work he recognizes the potentiality of emotional stress | 
at least as one of the causes of the syndrome.—I am, etc., ' 
‘London, W.14. . J. W. PAULLEY. 
i f REFERENCE i - 


/ “1J, clin. Endocrinol, 1946, 6, 117. 4, 


1 


Concussion and. Hypertension i 
N 


CORRESPONDENCE 


- 1 


~ 


` ` Barrin 
MEDICAL JOURNAL 


; / 
-ml.). Penicillin treatment was started with 40,000 units daily intra- 
thecally and 120,000 units intramuscularly 3-hourly. .Sulpha- 


' Sm,—lIn your leading article (July 23, p. 221) entitled “New | diazine (1 g. 4-hourly) was also given. The spinal fluid became sterile 


after 24 hours and remained $0. After nirie-days the intrathecal treat- 
ı ment ‘(which was mainly done by puncture of the lateral ventricles) 
was discontinued, and several spinal-fluid . samples remained sterile. 
Systemic treatment was discontinued on the 19th day of treatment. 
‘By this time the child was, very well and eating and behaving 
normally. The hydrocephalus,» which had. been very marked, was 
, hardly apparent. ©‘: . - S E S 
She has been seen regularly for five-months dnd seems perfectly 
normal, and even advanced, for her age. She is now 13 months old, 
can walk fairly well, understands 
and intelligent. 


—I am, etc., 


` London, S.E.10. E E. T. BASSADONE. 
- The Children Act | 

Sm,—Belatedly, and’ with great astonishment, I. learn that 
under the Children Act, 1948, responsibility for the needs of 
children deprived of normal home life is vested in the Home 
Office, and that local authorities are to set up ad hoc committees 
and‘ appoint children’s officers. ’ Britain used to ‘lead the world 


in hygiene, but if the care of children, and especially those in 


Sık —My remarks in. the discussion on head injuries were - question, is not the prime concern’ of the health authorities, 


inadequately reported in the, summary of the Proceedings of 
the Sections of Surgery and’ Neurology and Psychiatry at the 
Annual Meeting of the’B.M.A. at Harrogate (July 16, p. 164). 
A short résumé-of what-I said: is:as follows. Eighty-three per 
cent of severe cases of post-concussional syndrome examined 
had a blood pressure higher than the standard ‘of their age. 
Seventy-eight pericentiof 33 men submitted to the CO, inhala- 


tion test proved to be hyper-reactors. The hypertension develops 


. several weeks or months -after the-trauma, and appears to be 


4 


a 


` 7 gulphathiazole by het own doctor and: 


and streptomycin le, the 
tion of its successful treatment with penicillin is of great,. 


a permanent sign, with a tendency to increase., The hyper- 


‘tension-is: neurogenic and is probably caused by a lesion of the 


hypothalamus, or the medulla oblongata. . Since the symptoms 
of the post-concussional syndrome_and of hypertension are’ 
similar, it is likely that headache, giddiness, etc., after con- 
cussion are caused frequently by hypertension. - The therapy 


should therefore be directed’ towards combating -the latter. 


Hypertension and hyper-reactivity are often the only objective 


signs of the_post-concussional syndrome, and have, therefore, 


a diagnostic and prognostic value. 


In ‘contrast to the: hypertension, which is a late sequel, I 
found’ that \the increased permeability of the’ blood-brain 
barrier, as shown by the fuchsin and fluorescein tests, is mani- 
fest’ only in the’ acute stage of concussion.—I am, etc., 
| D. ENGEL. 
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' Lythat St. Annes, Lancs. 


- Influenzal Meningitis Treated by Penicillin - , l 
: | 7 a 

Sir,—Influenzal meningitis being comparatively common, 
uot. being readily available, the demonstra- 


importance.’ ‚The article by Drs. Frances Braid and R. B. 


Meyer (July 2,.p. 11) prompts me to report this càse, which . 
was very severe and recovered completely following penicillin . 


~ 


treatment. 54 l 
An infant, 7, months old, had been ill: for three weeks before 
admission to hospital (refusing food, feverishness, loss of weight). 
Two weeks before admission weakness of left arm and leg, twitchings 
of face, and repeated vomiting occurred. She was treated with 
r andisent to hospital on Dec, 7, 1948., 
She was then listless, but resented examination. There was no 
obvious-neck rigidity. The anterior fontanelle was tense and bulging; 
and: the. cranial sutures were separated widely. Temperature was 
100° F. (37.8° C.). Lumbar puncture showed purulent fluid ‘with 
numerous H. influenzae. ' f Sos 
Some‘streptomycin was then available, and it was used as follows: 
intrathecally, 50 mg. on the first’ day- and 25 mg. on subsequent days ; 
intramuscularly 20 mg. per lb. (0.45 kg.) of body weight daily. | On 
second, third, and fourth day of treatment: the spinal fluid was sterile. 
On the fifth day, the fluid contained many H.-influenzae with well-- 
marked,pleomorphism. At this stage it was assumed: that the organ- 
ism had become resistant to streptomycin (actually it.was later found 
that the H. influenzae, which was of a Pitman type B, was sensitive 
to streptomycin and also to penicillin in concentration of 20 i.u. per 
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then my conception: of health and hygiene, including mental 
hygiene, must be wide astray. The Home Office certainly has 
‘an alluring title—I am, etc., . i : 

; o JON DALE; 


_ Melbourne.’ Medical Officer of Health. 


l The.-Triumphs of Psychotherapy 

Smr,—I have just ‘read the paragraph (July 2, p. 37) dealing 
with the most inspiring service, held in Canterbury Cathedral 
on June 25, at which I was privileged to be present. -One 
hesitates to question the pronouncement of a president of one 
of the Royal Colleges, but-I feel that: Lord Moran’s statement, 


that when physicians had tried to follow the workings of the - 


mind and its many aberrations he could tell of no comparable 


~ 


many words, and seems very bright `~ 


triumph as had been shown in dealing with disease of the body, 


cannot go unchallenged.: ` i ` 
It is true that psychiatry is a young science and that there 
are many schools of psychological’ thought. But surely the 
very-striking successes resulting from carefully arranged electric 
convulsion treatment and, insulin-shock therapy in various 
forms of neuroses and psychoses, and more, recently the benefit 
derived. from ‘prefrontal leucotomy in wisely selected cases, 
are veritable. triumphs in the psychiatric realm. .It would: be 
very instructive to know what Lord Moran’had in mind when 
he made this rather pessimistic statement. One does feel that 


considerable advix,ces in psychotherapy will take, place in the 


fairly near future, and that the outlook is not:as black as the 
learned President has suggested in what was a very’ masterly 
address that should be very carefully pondered by all thoughtful 
people.—I am, etc., . 


` Epsom, Surrey. J. B. GURNEY. SMITH. 


K POINTS FROM LETTERS © a 
The Medical’ Directory . 4 

The editor of ,the Medical -Directory writes: To maintain the 
accuracy of our annual volume we rely upon the return of our 
schedule, which has been posted to each member of the medical 
profession. Should the schedule have been lost or mislaid we will 
gladly forward a duplicate upon request. 
doctor should be sent for identification. 


N 
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YN 
Prefrontal Leucotomy, Incision i A 
Dr. A. P. BERTWISTLÈ (Birmingham) writes: Why is the incision 
for prefrontal leucotomy made vertically ? , Nothing could be -more 
obvious, particularly when bilateral. A somewhat longer incision 
-made along the, creases of the forehead would hardly be „noticed, 
especially as part would be through the scalp. 1 The superficial 
temporal artery could easily be drawn aside or ligated. That 
important landmark, the coronal suture, would be easier to find. 
aie temporal muscle would, of course, be split in the line of its 
bres. ... n s . 
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RICHARD WALTER MARSDEN, 
+ D.P.H. 

Dr. R. W. Marsden died at his home in Manchester on 
July 10 at the age of 81. He qualified with the Conjoint 
Diploma at Manchester University in 1891, taking the 
degree of M.B., Ch.B. a year later, after a distinguished 
undergraduate career, and proceeded M.D. in 1896., He 
took the D.P.H. in 1898. His ambition was to practise 
as a consultant, and he soon established a considerable 


M.D., F.R.C.P., 


reputation for his clinical acumen, especially in diseases of 


the chest. During this early period he became medical 
superintendent of the Monsall Hospital for Infectious 


i Diseases, and university lecturer in that subject. Those who 


a] 


strength of character did to raise it 


j` 


attended his classes speak of 
him as a dramatic teacher. 
Later he was appointed 
university lecturer in tuber- 
culosis, and an honorary 
physician at ġacoats Hospital, 
Manchester. # 
In 1906 he became medical 
officer and in 1927 medical 
` superintendent of Crumpsall 
Hospital, Manchester, and 
there he did his most import- 
ant life’s work. His associa- 
tion with this hospital began 
in 1892 as resident medical 
officer, and he could recall 
vividly the state of affairs in a 
poor-law hospital at that time, a story that illustrated the 
progress made in hospital work. during the last half-century. 
In describing the history of Crumpsall Hospital from 1906 
until he retired in 1933, Dr. Marsden modestly gave most 
of the credit to others, but those who knew him and his 
work for the hospital realized how much his foresight and 
rom a nineteenth- 
century poor-law hospital to a busy ger.al hospital of high 
status and a first-class training school for nurses. He will 
long be remembered there with affection and esteem. 

He was a good administrator, 7, ever afraid to face 
awkward problems, and he detested humbug. But first and 
foremost he was å physician of outstanding merit who relied 
on accurate clinical observation. Generations of residents 
who came under his wing have cause to remember his 
kindly but thorough tuition, not unmixed with admonition, 
and his capacity for seeing the whole as well as its parts. 
Crumpsall Hospital under his guidance gained a high repu- 
tation not only for the care of patients but as an excellent 
placé for young doctors to leg¢n medicine before going into 
practice. His election as F’2.C.P> in 1929 was a well- 
earned distinction, and one not commonly given at that 
time to medical superintendents of municipal hospitals. He 
came out of retirement in 1940 to take charge of a hospital 
in Macclesfield, and carried on this work until 1946. 

Throughout his professional career Dr. Marsden was a 
most active member of the local learned societies, and in 
1928 was president 4 of the Mancheffer Medical Society, of 
which he was a trustee at the time of his death. A member 
of the B.M.A. since 1895, he was honorary secretary of the 
Section of Diseases of Children at the Annual Meeting of 
the Association at Manchester in 1902. In his younger days 
he was a good athlete, being specially proficient at gym- 
nastics and swimming, and in later years a keen golfer. — 
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- Manchester medicine has lost a memorable and much- 
loved figure. He is survived by his three sons, all members 
of the medical profession, and by his second wife. His first 
wife, the mother of his family, died in 1936. 


DOUGLAS EDWARD FINLAY, M.B., B.S. 


Dr. Douglas- Edward Finlay died at his home in Gloucester 
on July 10 after a long period of ill-health. He received 
his medical education at St. Mary’s Hospital, London, and 
qualified in 1902, taking the London degree in 1905. After 
being house-surgeon at the Gloucestershire Royal Infirmary, 
he joined its honorary staff as assistant physician and settled 
in private practice in Gloucester. He was appointed 
honorary physician in 1913 and senior honorary physician 
in 1924, which position he held for 22 years until 1946, and 
was also visiting physician to the Gloucester City General 
Hospital. During the war of 1914-18 he served in France 
as a Territorial with the rank of major, and was mentioned 
in dispatches. 

A member of the B.M.A. since 1903, he was honorary 
secretary of the Gloucestershire Branch from 1908 to 1916, 
and during that period played a notable part in the contro- 
versies over the National Health Insurance Act. He was 
president of his Branch in 1920, served for two periods on 
the Council (1912-14 and 1925-31), and was on the Journal 
Committee from 1925 to 1927; he was a representative 
from 1919 to 1924. Finlay had many interests outside his 
profession. As a member of the Gloucester City Council 
and, later, as mayor in 1926-7, alderman, and justice of the 
peace, he rendered much public service. His special interest 
in education. was shown by his many years of work as 
chairman of the education committee, chairman of the 
United Schools’ Governors, a lecturer to the Gloucester- 
shire College of Domestic Science, and an examiner for 
the General Nursing Council. He also took an active 
interest in a number of learned societies, and was a Fellow 
of the Royal Geographical Society, the Royal Archaeo- 
logical Society, and the Royal Society of Arts. Many and 
diverse pursuits engaged his enthusiasm, and he contributed 
to each a knowledge and ins ina which commanded 
respect. 

As a physician Finlay was obteinndine and had those 
inborn qualities of mind which make the great clinician. 
He loved medicine, reading extensively and pondering on 
its problems, and contributed to this Journal several notes 
on cases of unusual interest. To present him with a clinical 
problem was to be welcomed as a kindred spirit. His 
reputation as a consultant was high. In grave crises his 
presence imparted, to doctor and patient alike, a calm 
confidence which was remarkable. Yet it cannot be said 
that he devoted himself arduously to the practice of medi- 
cine. Often he was busy with political, educational, and 
other interests. It seemed as if all these activities, as well 
as the practice of medicine, were to him so many hobbies 
to be followed in turn as his mood dictated. But once a 
problem was presented to him, Finlay’s friendly response, 
immediate interest, and readiness to help were completely 
disarming. He was a colleague truly loved. 

He is survived by three daughters and two sons, to whom 
great sympathy will be extended. 








The British Red Cross Society has issued its Annual Report 
for 1948. It gives a full account of the Society's activities 
during the year at home and abroad, and is obtainable (price 
2s. 6d.) from the Society at 14, Grosvenor Crescent, London 
S.W.T. 










z At Lewes s Assiz 


E “Not guilty." “bat: ate this 
- “Guilty of the acts charged, but ins 

committed.” Nearly. 30° ‘witnesses were 
< tion, and. only one—a_ psychiatrist—for the defence. 









“The 


circumstances of the murder and the disposal of the body. of, 
the victim have been given in such detail in the public press - 


that it is unnecessary to repeat them here, and this report is 
_ confined to. the evidence of the: medical witnesses. 


j yordict of “ aniy,” and the prisoner was sentenced to death. 


s Medical Evidence for the Prosecution 

Dr C Keith Simpson, pathologist, -Guy’s Hospital, and 
lecturer in: forensic. medicine, University. of London, ‘said that 
on March 1 he had visited premises at Crawley known as Giles 
©- Yard; and on the wall of a workshop belonging to Hurstlea 
Products’ Limited he noticed, between. two windows, a group of 
finely spattered: blood-stains. 

a depth of about 3 in. over a considerable area, anda quantity 


ss of soil amounting to 575. Ib. or thereabouts was taken away > 
dt was, later shown to him at New Scotland Yard by Chief - 


; K Inspector Mahon. On: March 2, 3, and-4 this was examined 


“by him in the presence of Dr. Holden, director of the Metro- 
Pe politan Police Laboratory, ‘and in it were found, among other 
$ articles, intact upper and lower dentures and various human 
remains, including gall-stones and bony parts: Asked whether, 

from his examination, he concluded that a human body had 


< been dissolved in sulphuric acid, Dr. Keith Simpson replied, 
“Yes. they represented part of. one human body,” 


The Attorney-General: Was: there ‘anything to indicate that more 
than one body had. been dissolved ? —No, I found nothing. 
Was tHere any indication at all of the sex ? —Yes, one of the bones 
cof, the hip having sex. characteristics was still partly preserved and 
~ owas. plainly, in my view, female; = 

Was there anything to indicate the probable age of the fëmale 
¿ whose body had been so destroyed ?—I came to. thè conclusion that 


such as remained. of. the better-preserved - ‘bones: were fragile and 
_ showed senile changes. 


l -E should say, I: think, that the. bones were 
those of an elderly ‘woman—but. no. further ; “not more. closely.” 


Asked if the remains gave any indication. of the cause of 


_. death, witness replied “No,” neither was any natural disease 
ARE There was no. doubt eon imm ersion: of a body in 





o ne “doubt. - 





L ueg sonia d one b 1g 
sulphuric acid; the stitches had 


called for the prosecu- 


one After the. 
two-day hearing the jury took only 14 minutes to arrive at a. 


Soil was lifted from the yard to have been attacked by concentrated sulphuric acid. 


tosh and rubber apron contained a residue of sulphuric acid 
and animal fat, and acid residue was found on a pair of woollen 


~ soft gall-stone. a 


ircumstances -e 
he remains. | 
handbag m as 
fats and, cabout: thi 
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‘The paletom was hu 







to pieces: 










found at’ the junction of the walla, 0 on the t n 
of the fur coat, en re 






Dr. Gentee Edr Turfitt, pee le of ee M tropo! 
Police Laborator® said that on March 1 he receis A ga: 


_, Det. Insp. Symes a revolver which was in prope - working ‘order: be 





on the inside of the barrel there was a quantit of unburned aK 


powder which, together with the fact that there were no signs _ : 
of corrosion of the barrel, suggested that the weapon had been 


fired within the last week. He was also shown eight cartridges | 


of a type which could have been used in such a weapon—an 
Other exhibits were identified ar d stated. e 
A macki 


Enfield revolver, 





gloves anda wooden rod. With Dr, Holden he had examined a ` 
quantity. of earth, which he had subsequently taken. away for 
further analysis and hed found to contain, speaking generally, E 
sulphuric acid, a hish percentage of animal fat, and a certain 
amount of calcium and phosphate. On ‘March 7 he had 





received from Dr. Holden a gall-stone. which on examination 


proved ‘to be “a typical gall stone of the choleşterol Bre i = 





NAA, i Evidence for the Defence 


The only -witness , called for the defence was” De. TNA 
Yellowlees; of Harley. Street, ‘physician for “mental diseases, 
St. Thomas’ $ Hospital consulting psychiatrist _ to the British : 
Expeditionary. Force during the war. He examine : 
Sir David: Maxwell Fyfe... 0. ees 

Dealing with the accused’s mii 
first impression: had been that he 
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mentioned, and also, of course, his demcanour under examination 
and the many symptoms that he may show. 

Q. Taking the first of those, the history: do you find here in the 
history what you consider to be the breeding-ground of paranoid 
constitution ? A. Yes, the history as I have it is a' most characteristic 
breeding-ground for the development of this constitution. 


After a legal discussion upon the admissibility of evidence 
as to the prisoner’s early home life being given by this witness, 
Sir David asked Dr. Yellowlees what, in his opinion, had been 
the religious atmosphere and surroundings of the prisoner's 
youth, to which the witness replied : 

“T should say, sir, in view of what has been said, that every 
point was not actually mentioned to me by the accused ; I have 
taken certain points which he mentioned to Dr. Matheson, and 
I presumed that he would mention them to me. Everything he 
did say to me agrees-with what he said to Dr. Matheson.” 

Asked to confine himself, so far as possible, broadly to the 
information obtained from the prisoner, the witness said : 

“ He made it clear to me, from what he said, that he was 
brought up in a fanatically religious atmosphere, and he told 
‘me that newspapers. and radio were forbidden in his parents’ 
house, that friends and neighbours were excluded, and that the 
wrath and vengeance of God were held over his head as the 
punishment for every trifling misdemeanour. That, in summary, 
is what he told me about his home atmosphere. He told me 
"also that his mother was greatly given to studying dreams in a 
future-telling sense and believed that the future could be told 
by them, and he told me that books upon these subjects were 
very readily available to him although newspapers and wireless 
were not.” 

Q. What opinion did you, form. as to the mental stability where 
you get, on the one hand, that extremely exclusive religious back- 
ground and, on the other hand, this harping on and stressing the 
influence of dreams ? Did you think that showed a heredity of mental 
stability, or the contraty,? A. I think any household with that atmo- 
sphere is bound to be the very! reverse of stable, and in this matter 
of heredity it is believed and said that this is the only thing which 
really is transmitted—namely, a mental instability. There is no 
obvious thing or disease that you have got that is transmitted; it is 
the mental instability. i 

Q.: I suppose that, of course, one has to distinguish heredity and 
early environment. That early environment must have an accumu- 
lative effect on the heredity? A. Of course, the two things are 
interwoven; they cannot help being. 


Asked if he attached importance to the absence of friends in 
relation to the paranoid constitution, the witness said he 
attached great importance to it and would attach even more 
to it if it were shown that that had been carried into school- 
days. A great authority, the late Dr. Percy Smith, had said in 
a famous address, “The solitary schoolboy is the potential 
paranoic,” a view with which he heartily agreed, oe 

“If you have a youth of inherited nervous instability,” he 
said, “ brought up in a solitary atmosphere and with the fear 
that unseen and punishing powers are all around him, he tends 
to run away from them in the only way he can—namely, into a 
world of, in the first place, fantasy and fairy-tale. He will not 
face his difficulties fairly, and he becomes progressively less able 
to do so. At first he merely thinks of some clever way round, 
of some clever way of avoiding punishment, and if it develops 
further, and if there is no cléver way round, he goes into him- 
self, into a world of fantasy, and makes an imaginary solution 
for himself, and comes to believe in if.” 

Q. By coming to believe in it, does that mean he blinds himself to 
' the practical solutions and concentrates on the fantastic solution in 
his own mind? A. Yes, I should not have said “ believe"; he 
blinds himself as far as he can. , ; 

Q. From the history he has given you, do you find illustrations 
of the formative action in bringing about a paranoid constitution ? 


A. Yes. 


Asked if he attached importance to the change of surround- 
ings experienced by the prisoner when, from the age of 10 to 16, 
he exchanged the atmosphere of the Plymouth Brethren for 
that of Wakefield Cathedral, the witness said : 

“ Yes, great importance. Here was this youth, a boy, under a 
form of worship in which he did not believe himself, and of 
which he was frightened, and he is plunged into the opposite 
extreme—a form of worship where ritual and mysticism hold 


a very much more prominent place ; and by entering into that 
he avoids the conflict between his beliefs that he has ‘got in 
his early religion and his developing mind... .” 

Sir David said that Haigh had been a chorister at Wakefield 
Cathedral and subsequently, at the age of 17 or 18, assistant 
organist, which the witness said he had accepted as general 
history, not obtained from the prisoner. The witness understood 
that at that time the atmosphere of the cathedral was very 
“High Church.” Taking into account the very circumscribed 
and harsh surroundings from which Haigh had started, the 
change to surroundings of that kind would have appeared to the 
prisoner an ideal way of escape ; the prisoner might not put it 
in that way, but that would be the effect, and it would be 
harmful to the extent of encouraging the tendency to avoid 
reality. 

Asked if Haigh had given him an account of his dreams 
during that period, Dr. Yellowlees said (referring to his notes 
by permission of the Judge) that Haigh had told him that at 
that time he had experienced a recurring dream which he called’ 
*““The dream of the bleeding Christ,” and in that dream he had 
said that he could see either the head, or sometimes the whole 
body, of Christ on the cross with blood pouring from his 
wounds. All along it had been the question of blood that 
troubled him ; he had said that at that time he had been unable 
to understand why Christ had been left to die slowly upon the 
cross and had not been killed at once. 

The witness accepted from Sir David that that dream had 
stopped at about the age of 16 and had recurred once—wher 
he had been in Brixton prison awaiting trial—but did not know 
that of his own knowledge. In his experience, such dreams 
were invariably associated with a very large amount of waking 

_ fantasy and day-dreaming. 

Asked if a person in the course of forming a paranoid consti- 
tution was secretive, the witness said that was very important ; 
they were almost invariably secretive up to a certain stage ; it 
was the beginning of an entirely private and almost mystic life 

“which they treasured because it was apart from the cruel world. 
If one had the confidence of such a person—which was not 
easy—at a fairly early stage—as was indeed the case in ordinary 
life—the person could be induced to unburden himself, after 
which he often went to the other extreme and became very 
voluble, verbose, and garrulous. It depended upon the two 
persons concerned and upon the stage of the disorder. 

Asked whether, as the disorder formed and the subject became 
more and more wrapped up in his own fantastic and personat 
solution to life, he formed the view, generally, that he was much 
cleverer than and really on a ‘different level from ordinary 
people with whom he mixed, Dr. Yellowlees replied : “ Yes, that 
is the natural point. He.can only preserve his self-esteem and 
conceal from himself the fact that life is too much for him 
by making these fantastic solutions and saying, just like every 
person who withdraws from life, ‘Look what a clever solution 
I have made! Oh, the cleverness of me!’” 

That being the first stage, the paranoid constitution upon 
which was erected the foundation of the structure of the mental 
disorder or aberration known as paranoia, Sir David asked 
whether there was much or little evidence of the second stage. 
Dr. Yellowlees said that before answering that question he would 
like to deal with one or two points further concerning the 
paranoid constitution. A person so affected had to live two 
lives at once; he had, so far as he could, to keep up the 
appearance of being clever and to avoid his “ psychological 
bluff” being called. “You therefore find such people,” he 
added, “though in no way obviously insane, to be extremely 
vain and very. conceited, very fond of showing off and taking a 
delight in scoring off their fellow-creatures. A large number 
of the false-pretences people and the confidence tricksfers have 
got a paranoid constitution. . . . It is an abnormality but it is 
in no sense a disease of the mind, and it is important to remem- 
ber that the constitutional paranoid has got to keep his end up 
with regard to the society in which he lives.” 

In reply to Sir David, the witness agreed that one of the 
greatest authorities on paranoia was Professor Tanzi, of 
Florence, with whom the witness had been in contact and with 
whose work he was acquainted. The professor's book on mental 
diseases, which contained a chapter on paranoia, was a classic. 


A Š } $ 


“288° Të 30, -1949 - 


aw y 
se "i 


MEDICO-LEGAL 





- Sir David: i want to get it "clear, Dr. Yellowlees, that- paadi. 
is‘a recognized and discussed’ mental -aberration and, if I may say so 
. without offence; not something that you have created for this case. 
‘One wants to be quite blunt about these matters because the i BEDFORD 


sion’ might‘ exist. - A: I am. ‘very: glad you said, so, sir, | 5 
Q. Dealing with. that, in your view has the acute paranoid con- ' 


stitution, . that, -abnormal personality that. you have’ ‘described, ` 


developed i 
- want you to: address yourself to. “A. The answer is “ Yes,” but— 

., Q., Could we just pause there for a moment, because I want to ‘get 
it quite clear, if I may, in your words. I told my Lord and the jury’ 
yesterday that paranoia was a complete ‘and ‘permanent alteration ` 


of the entire personality which ovérwhelms the mental outlook, - © 
Was I correct in saying that ? A. You were i 


character, and conduct.. 
_ correct, sir, but it would-need, I‘think, some clarification,” 

Q. Well, will you_ clarify’ if, ‘because’ counsel is apt to. paint with 
a broad brush: and: I do not want there to be any, mistake about it. 
A'I think the only essential qualification is you should say a com-* 
pletely well established paranoią, ‘because paranoia, whatever else it 
is, is an extremely . progressive disorder.’ 
-begins on. this day. and’ends on that ‘one. 

-Q. I' quite appreciate that,- Dr. Yellowlees. 

+ completely ms ell. established: ` 

Q. “ Well establishes paranoia.” | Would you say that I had puť 
„it „correctly as a complete, and permanent alteration of the personality 
nE a the mental oudonk) charac apande conduct om se Yes, 
I think that is correct. ` > 


Putting in the word ` ' 


= i 


` The. witness. said > that after ‘his dcond interview: with the, ~ times, always-in- the very same way. 


prisoner he’ had on the spot thought of. the .book which’ Sir © 
David -had mentioned, and he~had procured, it, although ‘he’ 
had ‘not read-it for 30 years, and -he had found that the state- 
ments made in the book, which’ was regarded as-a classic, ‘and 
the matters which he ‘had~himself elicited. had ‘seemed SO 
startlingly. in -harmony that he ‘had felt it-his: duty -to say so: 


The point” where a'man 'with the paranoid’ constitution developed’ iJ have no comment to make on that. 


into a paranoic ‘was terribly difficult to make plain’; there were: 
‘varieties of paranoia, and ‘the most important one for his: ‘pure 
‘pose. happened to be -one of the most rare and terrible of the 
_ whole group. a 

“The word'is sometimes a] Jassy among medai men,’ 


-he added, “ but if you: ask a medical man what he means’ nae a.) water,’ 


pure paranoia he. will understand | that you are talking about . 
a condition of which. this Professor Tanzi’s is the classic descrip-. 


to the’ disorder known as’ paranoia. 2?) ‘That is what Si = 


You cannot: say that- it.- - 


' when -I saw him. 


"and is a . matter of fact that I -understand vhe hàs soken 
followed that instruction to fhis day, and: he was certainly doing it 
x t 

Q. Just | pausing there for a moment, is it an accepted characteristic: 
, Of paranoia: that /paranoics do. follow what are well-known customs 
' among primitive: and savage tribes without knowing’ that they are- 
“following primitive ‘customs ? A. That is true. I should not have- 
associated’ it with this‘ particular act, because’ it is~not altogether © 
uncommon among mentally unstable and peculiar” persons, but. it 


a 


may well be as you say, and it certainly is a fact that parañoics in , | 


general are really, though they _do-not know it, throw-backs ; 
are following. the customs’ of primitive and’ savage peoples. 


“Mr. Justice Hamphreys: They: are: what ? 

Sir David :*“ Throw-backs ” was. the word, he used; my ford. 

The witness: Atavisms.. ' Would- you quote: Profession Tanzi 
im support of what I have just said: ack atavismns, to show it 
is hot my own invention ‘a 
„Sir David: Well, I think my learned friend ias a copy of. Tanzi 


„they 


one of’ the’ characteristics that he ‘points out, and you agree with hat; 
A. That isso. 

Q. Would you go now to the second of those points which you ‘are 
emphasizing,? 7 A; Then he says’ that. the second revelation was ` 
marked by the appearanice—I-think it was in 1944 or 1945—of what 
“I call the,“ Tree Dream” which .he described to me three or four 
Me os rooms 

, Asked by Mr. Justice ‘Humphreys to describe, 'the dream, 
Dr. /Yellowlees said: 

“ He'said ‘that it started after a Hoor -car jeddent That may 
-or may not have any importance: I do not, know.'- The point 


. 
~ 


and he'can check on it in any way, but I think it will be enough for . 
' us if you say that that view is supported by: Professor Tanzi ‘and it is 


tig that he says:that in that accident a lot of blood from’a scalp | ` 


wound ran into his mouth and- revived his ideas about blood. 
The dream that ‘he 
` describes’ is that he goés out into-a forest and sees before him | 
an entire forest of crucifixes. These gradzally turn into trees, 
and the trees, which have branches stretching out at right angles, . 


_appear to be dripping with dew ' or with, rain. As he gets nearer - 


he sees that it -is blood that i is dripping from the trees, and not 
One of the trees then gradually assumes -the shape of 
a man ‘who, holds a bowl or cup beneath’ one of the. dripping 
‘treés - and collects the blood which comes from: it. As, this 


tion, and_a very rare condition.: ‘It is technically called—I_am ' happens he sees the. tree get paler in colour and: he himself feels 
‘that he is losing strength.” Then the man in thedream, when. `. 


` sorry. about this—one of: the egocentric paranoias;. and it” is 
called ‘ ambitious” “or sometimes: ‘ mystical, and’ the point.'at 


=which-: it develops, so far as it can be:a’ point, is when: (the. “ him’ to drink it: 


. patient’s fantasy world becomes: “really his psychological home, - 
-where it becomes. more real, to- him than his real world;- -and, 


wher ‘his fantastic, solution ‘and his idea: of personal clevérness. ° 


passes all bounds and he regards: \himself ‘as nearly -as possible. 
omnipotent. All his other activities; his work, his sexual activi- - 


into them is turned into building up, this fantastic life. Usually | 
he does not get, to the length—except i in a very, long-standing case , 
of regarding ‘himself * as ‘a god, although I have met patients- 
' who did. Usually. he Stops short of that and rewards himself as” 
"in, mystical communion-with: some force or principle or outside - 


' power which guides him. I -believe that the process has , begun: -- ‘Sir’ David: Did he-tell you whether the “dreams caused, in his l 
E 


in this case! I.cannot tell you how far it has gone.” 

Asked ‘for his reasons for , considering, that the. patient had ` 
_ passed, from. the ` “constitutional ý stage into that form’ of- 
insanity; from the, medical. point of view, Dr. Yellowlees_ said’ 
that-was a difficult matter to deal with, because one of’ the very’ 
important grounds for his opinion was ‘his -lifelong experience’ 
and familiarity with» „patients of that kind, but there was first his 


conviction thatthe prisoner ‘had ‘a paranoid constitution in a‘. 


high degree; then.came a series’ of points. which ‘had a. Very” 
‘cumuldtive effect taken together: to’ begin with, there was, the“ 
‘very’ strong indication of a progressive development ‘of. a system. 
' of , mystical ideas expressed with intelligence and lucidity but. 


more associated ‘with reference to some vague, force or principle” 
‘under whose guidance. he acted. ` ' z 


Sir David: . Would you tell us ' what, he gave’ as s the first oe 
conscious revelation.? .A. He stated to me that his” first conscious 
revelation took place’ towards the close of the: period ‘at Wakefield 
, when he was.16 or,17, he'said, and he was divirlely guided to interpret, 


a ‘verse in the Old Testament as an instruction to drink his own nuang 
y i 1 = oA K 


w 


- 


sT 
a 


“the cup is full, approaches him and offers it to him and invites 


the ‘dream ends. 
“He then tells me that this Fae may be repéated for some 
nights i in succession—once-he.said six or seven ‘nights, and then . 


At first he says he'is.unable to move towards ` 
the man, and the man „recedes and he cannot get to him, ‘and 


tz 
$: 


Acs 


N 


` 


again I, think he said four or. five—and during the time when - £ 
ties; and so'forth, are ignored and the ‘ energy-that ought to goi the dream i is recurring | he is uneasy, distrait, ‘able to do`his daily. 


functions all right, ‘but not really at.ease. He says that after 
this his killings -occur and after them—after one or two of them, 
I think that is what he said; I am not sure—he, dreams again ’ 
the ‘same dream, but ‘this: „time - -the man’does’ not recede from, 
him and he is- able to drink the blood:” SUARE 


waking hours, .a “desire for human blood ? A. Yes. He was not 
very clear about that, but he simply said he was very uneasy and 
he must do something—and ‘that was all he said to me. 


Sir David’ asked whether the two -factors'to which the witness 
had attached importanceé—the - drinking of the- -urine and the 
dréams which. had been described—were an end ‘of the fantasy: 

-or_was there -a further fantasy which defied, description as to 


‘the’ working, of that type of mind: Dr. Yellowlees replied that ` 


‘it haď' been shown _that,such statements were simply attempts to 
express what could not possibly be.put into. ‘words. ‘Even in 
‘the telling of a dream it was not always easy to be precise, ‘and | 


3 when’ dealing with these mystical fantasies: it’ was. impossible. 
ever less ‘related ito ‘the morals of ordinary society. ‘and, ever. > 


Asked whether there was complete absence, of the sex element: 
in the accused’s conduct;-he said ‘there was a .complete absence _ 
-of any-interest or ames in sex. That in- itself was an abnormal 
thing. 


- 


Q. This was. not a casė` „dependent, EA on. ihe sort “of Viennese z 
i “psychology that everything was‘related to sex ? A. No, it had nothing 


“to do with that. The absence of’a sex element was important, because 
it was a very ae abnormality of some kind KAN a physically healthy 
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young man, «fis did not seem’td be’ at alt’ ‘séitipulous in his actions, 
should have no interest whatever in sex and sexual activity. It also 
happened to. be stated in authoritative works that that was a thing 
found in paranoics, who sublimated their sexual ee into that 
' self-worship and ‘mystical fantasies. 

Asked what differentiation the accused, had’ made between his 
killings and his ordinary acts of dishonesty, the witness replied 
` that the accused had been quite normal ‘on that subject. As to 
‘his previous convictions“ (all- for dishonesty), he’ had said that” 
the third was not proper. The first two he'admitted, and had said 
„that he had ‘to live like anybody else ; having good enough wits _ 
and rather better than his neighbours, he really had to do ‘the 
_ best he could. He really did it to get the artistic joy of a good 
` job. He had ‘said he was-like an artist painting a picture when 
he had successfully hoodwinked his fellow, creatures, which was 
typical of an early paranoic. -constitution and showed the. conceit 
' and vanity which were also’ to be,observed in „petty tricksters. , 


k Questions by the Judge , 
ans in reply to his Lordship, the witness. made it'clear that none 
of the _accused’s prèvious convictions were for any*form of, 
| violence ; all were concerned with dishonesty. , The killings were 
treated entirely differently by the accused in his statements. 
He had objected very much. to the word: “ ‘murder ”— “ Itswas, 
_ .I think, almost the- only sign'of touchiness that he showed, ” he 
> added. The prisoner:had not minded their being. described as 
“ killings.” He had said he had no special interest in rights or 
wrongs or in the laws of the’ country or in his victims, because 
“ This is ‘his destiny.” He had said he had'a destiny to ‘perform: | 
—and believed it. 
_ the third revelation and—although - ‘he was not yet clear. about 
‘it—he thought they might’ have to do with eternal life, but he 
- did not know‘how. He was ‘the instrument of an'outside power. 
Before the killings he had had no particular plan ; in one case 
he had said he had not known until a minute before that he;was- 
going to kill the victirh, On the other hand, he’ had stated that ` 
after the killing he had’ taken every possible precaution to ayoid 
detection because’ he knew ‘perfectly: well that murder was _ 
punishable by Jaw and, like _any other. sensible man, he was 
anxious to avoid it. , E 
; Mr. Justice Humphreys` If I have got “this Tight, Dr. Yellowlees, 
he 'told ‘you he. took steps to- avoid detection afterwards because he ‘ 
knew quite well that to kill a-person was a crime., A. Yes, my Lord; 
I think he used the phrase “ punishable by. law.” 
y Q. Very.well. A. And he added that of course it did not apply to. 
Im. a i 4 
Q. What did not apply ? “A. What T have just said—that murder, 
being punishable by. law, did not apply to him. ~ 
Q. I do not-quite follow. Did he suggest ‘that he was not amenable 
to the law. A. Certainly, my Lord. 
Q. Why was he not amenable to law? A. Because he says ‘thai he, 
is working under guidance and in. harmony with Some vital principle. 
Q. And he thought if he said that everybody else would believe it, ? 


rn ae 


_ A. I would ‘not-say that, my Lord. ` The one thing he is not is a 


malingerer.. 
- Sir David: Did he: „appear to you to believe: ia “A. He appeared to 
believe it absolutely. i ‘ 


Mr. ‘Justice Humphreys : He thinks he, ought not to: be punished ? 
A. That is ‘so. 

Q. Does he really think he will not be punished, -that.if he is caught 
stealing or killing, or-anything else, that he will not be punishéd ? : 
A. I asked him that, my'‘Lord, and what he said was, * I am awaiting 
trial with ‘complete equanimity. TI am in the position of: Jesus Chiist 
before Pontius Pilate, and the only thing I have'to say, if I do say 
anything, would be”—and he quotes, “ Thére can be no power against , 
me'unless it were given him from above.” ; L % 

Sir David suggested that it was not uncommon for a A E 

‘to show callous indifference and asked what the _witness | con- E 
sidered unique in the case. Dr. Yellowlees ‘replied : 
ee | think. the ‘absolutely careless, cheerful, bland, almost 
friendly indifference ' of! the accused , to the crimes which he 
freely admits having committed is unique in my experience.” 

Asked whether he believed that accused had: really had the 
“tree” dream, the witness replied that he thought the accused 
may have ‘been exaggerating, the effect that it had upon himn 
because, as he had said, the paranoic person was very lucid and . 
intelligent and lived in two’ worlds at once and here they were 
clashing ; further, he did: not think it? pane that Haigh could ,' 

' have invented the dream. . 


` The prisoner believed that the killings were ` 


+ ' 


Asked for his views on the accused's claim to have “ had 
his victims and drunk’ their blood,” the witness said he thought 
it was pretty, certain that Haigh had tasted it; he did not, know 
whether he had drunk it or not, and from a medical viewpoint it 
was not important, since blood had run through all his fantasies 
from childhood like a motif and was the core of: the paranoic 


-structure which he believed Haigh thad erected. - 


He agreed, having seen many papers and statements Written 


by the prisoner, that Haigh’s writings were consistent with his ` 


being in a.state of paranoia. 
. The witness said hewas' not prepared to pass an opinion on 
the- legal test as to whether Haigh knew that what he was doing 


‘was Wrong. ' ' The prisoner had gone “ over the borderline ” from 
- possessing a paranoid constitution to being in a state of 
` paranoia, | -but as to thé extent to which that had occurred 


witness: ‘could not speak ‘With the ‘same definiteness. 
Asked what contact and opportunities for observation would 


be necessary for a psychiatrist before he-could properly answer 


that question as to the legal test, the witness said : 

“J appreciate the importance of the question and I should 
like to make it. clear why I am not prepared to answer it. . Very 
few forms ‘of-insanity are amenable ‘to the- question which the 
‘Jaw requires, because nowadays we do not regard insanity in 


‘terms of intellectual power or reasoning ability—medical ‘people 


do not, I mean. {am here as an expert on medicine and there- 
fore it will not be fair for.me to give any opinion in words, 


` 


in terms, that do not mean anything to me in this particular . 


case. 
elşe’s.” 
The. question having been: repeated, the witness said : “Ido 


-not think any psychiatrist could answer, or attempt ‘to answer, 


that question unless he had lived with such a ponent: paranoic 


, patient—for’ years.” 


Q. And therefore you prefer to give: no answer toit? A.I 


\ 
' give no.answer. , 


` Cross-examined by the Attorney-General 


d by the Attorney-General, the witness agreed 
that Haigh’was a person on whose word it would be totally un- 
safe to ‘rely; he denied that he had relied on.it-as the main 
basis of his opinion in this case. 


Q. What objective signs of insanity are there ‘in, ‘the’ prisoner ? 
A: I think I should have to repeat all my, evidence to say that. 


, Later the witness said that there‘were no objective signs 
of insanity ” ;, that was ‘one of the oldest fallacies. He relied 
, in, the main on “his lifelong experience’ of such cases and his 
‘ observation of `a ‘cumulative . series of symptoms, such as 
` verbosity, egocentricity, inability to. ‘speak the truth, absence 
of any shadow of remorse, stories of dreams. Paranoia was the 
_ most difficult of all mental disorders to simulate. “I may be 
‘wrong, but I-do not: think I would have been hoodwinked.” 
- He was not relying on any'one factor. The dreams were not 
athe, ‘main ‘reason ‘for. his opinion, although he attached great 
“importance to them. * 

. Sir Hartley suggested that, . although Haigh þad been con- 
Gaani under observation, during the time he had been i in prison 
_he had only, been seen to drink his urine on one occasion, when 
' he had publicly: demonstrated: that he was'able to do it. The 
witness said that, as a result of consultations with Dr. 
‘Matheson, he was quite satisfied that it was a fact that’ the 
prisoner did have - that habit, ero there was no other 
evidence ‘of it. ; 

Sir. Hartley : Dr. Yellowlees, you know, of course, from the 
prisoner’s statements in ‘this case that he is.a man who, in connexion 
with these various murders, has practised.an elaborate system of 
forgery and false pretences in order to possess himself of his victim’s 
property. ` A. I do not know “in order to possess them ” - that is 
not a question for me. But he has. done so, I believe. 

Q. Well, with the result that he “possessed himself of his victim’ S 
. property., A. Yes. 

Q: You know that from the statements that have been read out and 
_ to which you have no doubt had access earlier. A. Yes. 

Q. You have mentioned his ‘previous convictions: you mor do 
you not, that those convictions were for false pretences ? A. Yes. 

Q. In. the first casé for conspiracy to defraud, aiding and abetting 


forgery, and uttering and obtaining money by false eee and 


` 
` 


In: other -words, my view would be as good ae anyyody 
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Ë see money by false pretences with six Cue cases taken into 


account ? A. Yes. 
Q- Do you kKnow8that . on the second occasion when there were 
seven similar casés, the, charge was attempting to obtain- -‘money.by , 


false pretences and obtaining, bankers’ cheques by: false pretences ? 


A. Yes. - 
Q. You realize that in the past he has attempted, aid sonietimés: 


been successful in deceiving others? A. Yes: 


Q. You think it quite impossible that he” might have deceived you’ 


‘about these dreams ? A. It depends on what subject. 


Q. And the other symptoms ? A. Iam sorry, sir, I do-not see the 
relation between his previous convictions to whether I OSARE his, 
story about dreams. 

-Q. Well, you see what I am putting to you, doctor? A. Not quite. 

Q. I will put it to you frankly: it is that this man has been 


inventing a defence and has been deceiving you in regard to these | 


symptoms upon which ~you have relied for your evidence that’ he is’ 
a paranoic. A. Well, I would say, sir, that there is no evidence either 


“way conclusive; my opinion is just m ‘opinion, which I have come to 


in good faith and which.I am bound to tell,-and I do not think I am 


. likely t6 be deceived on this subject, but it may well be.. 


- dreams from time to time. 


_is any evidence of hereditary insanity ? 


Q. You may, well be deceived’? A. Undoubtedly. 
Q. You have 'not relied on anything, apart from your examination 


‘of the prisoner and his statements to you, as showing that he is~a 
-paranoic ?- A. Yes, I think I said that I relied, or I was confirmed . 


by the startling similatity between his behaviour and the classic 
account of this disease.‘ ~- _ 


Witness agreed he had seen ‘i statement by Haigh’s iker 
and, asked if it had assisted him in coming to a conclusion, he 
said he could not really remember that it had; he “did not think 
it was possible for\Kim to explain the various ‘grounds upon 
which he had come to a medical diagnosis of the case, although : 


` he would try his best’to do so. He had not-the least recollection, 
. Of the deta.is of the father’s statement. , 


‘After some discussion as to the legal -admissibility of the 
evidence (the terms of the, statement being finally excluded), 
the witness was handed a copy. He did not think the father’s 
opinion would be very valuable. . 


_ Mr. Justice Humphreys: You would not suggest that the fact 
that the parents belonged to the sect described as Plymouth Brethren ` 
A, I never spoke of 
hereditary insanity ; I took great care not to. 

Q. You talked‘ about ‘hereditary conditidns. ‘A. I talked about 
hereditary instability, and I think that the fanatically religious sects > 
show in that very. fact evidence of instability. There happens to be 
a classic book on the subject called Father and Son, by Edmund 
Gosse. ~ 


The Attorney-General asked if the witness had. ever heard or 


‘read of a case where the drinking of blood had been an indica- 


tion of insanity or.a motive for murder, and the witness replied, 


_ “No, I have not.” 


Q. Did you ever ask the ‘omgonee how much he had realized in 
pounds, shillings, and pence from the murders of the Hendersons and 
the McSwanns, to which he confessed 2~ A. No, I did not regard 
that as my province. ~ 

Q. But were you not. ondene it as part of: your province td 
discover the motives for these offences, whether it was a motive 
which' lay in the field of insanity or a motive which belonged to a’ 


- mere mercenary field ? A. That, I think, was quite obvious from the 


first interview with him—that there was no- question of motive in 
the popular sense at all.’ l ‘ g 


r 


“In his opinion it was not a matter of importance whether or 
not the prisoner had gained financially from his killings. © 
He agreed that the prisoner elaborated the accounts. of his 


. Dr. Matheson-that the prisoner had not mentioned the dreams 
when he had beén at Lewes jail previously. He thought the . 


prisoner could not help ‘dramatizing everything. \ 


‘Q. Did you ask whether ‘the urge to drink blood which came to 
him in these dreams immediately preceded the commission of the 
crime or would there be a long’ interval in between ? A. All he told 


me, as I gave in evidence, was -that he had a dream for four or 


five or- six nights and that during that -time he would be a little 
abstracted or distrait at large. . 


< Q. Would .the commission of one murder satisfy the urge that these 


dreams created in him’? A. No, it is quite incredible that it should. 
Q. You mean that he might want tò murder a number of people 
because of the same dream or series ‘of ‘dreams ? -‘A: Yes, or because 
of’ the same delusional system in which he might certainly wantsto 
murder a number of people. ~ 1 
fie z ! 


‘he would not use; 


/ 


He thought he had heard from — 


Q. Because of the same dream? A. I do not like td use the words 
“ because of ”; that is where*we differ. 

Q. Because of the same urge to drink blood following the dream ?. 
A. Following upon the dream I think .it is certain that he would 
commit further acts of violence. 


nae x 


The’ witness further said, in reply to the Kion aenea, 
that paranoia was a profound mental disease. The Attorney,- 


-General quoted from ‘Professor Tanzi’s book, at p. 746, that 
“ Paranoia is not d true- disease but an intellectual anomaly.” ' 


The witness replied that this was simply a matter- of words. _ 


Sufferers from mental diseases, if they did not recover, passed 
into a state of mental enfeeblement called dementia, which was 
shown by alterations in the brain as an ‘organ. - 
was paranoia.’ -A man could be `a profound paranoic for 


fifty years and upon death the examination of his brain would - 


reveal no changes or alterations whatever. For that reason 


.many purists in mental- medicine declined to call it a mental 
- disease ; 


it was- not a disease of the brain in ‘that sense. 
Asked whether, in ordinary everyday language, he would call 
Haigh a Junatic, Dr. Ae owlees replied that. among doctors he 


‘would. - 


Q. I quote: “ Paranoia is to be regarded as a simple aevelocumenel 
anomaly, the product of a passionate temperament and a methodical 
and pedantic mind.” You do-not agree with that? A. I do not 
agree with any sentence taken out of its context and applied to some- 
body thirty years after the writer is dead; but in general I agree 
entirely with the wiews expressed in that chapter, and indeed: it was 
- J, as I have told ‘you, who discovered haw important it ‘was sane 
brought the book here. . 


The Attorney-General further get: “The paranoic is an 
anomalous being, but he is not a lunatic in ‘the common ‘sense- 
of the term.” ‘The witness said that that was expressed, in the- 
terminology of 40 years ago;’it was written in general and 
had no application whatever to our Present conception ot 
diseases or to this particular case. è 

In reply to a suggestion that by reason of nei disease a 
man must be presumed not to know the nature and quality 


‘ of his act and that it was wrong, the witness said that, for 


the reasons he. had already given, he had no opinion.to ‘offer 
on that. The word “know” was one which, as an expert, 
it would not be fair. He agreed that 
he had given evidence i in many cases of alleged insanity before, 
and in reply to the suggestion that he had not previously had 


difficulty in saying-whether or not in his view a prisoner had . 
Known that what he was doing was wrong, he said he thought ' 


that was so. Hedid not agree that in this case the prisoner, 


‘by: reason of. the elaborate preparations he had 'made, must 


have known that jhe -was doing wrong ; if that had been so 
he would not have dreamed of coming to the court to give 
evidence.’ He.agreed that the prisoner must have procured the 
sulphuric acid in order to destroy the body: ‘That was pre- 


sumably because he wished to avoid detection as he did not’ 
wish to be punishéd. ‘ The prisoner certainly knew that murder 


„was punishable by law as a general principle. E 
Asked if it was his opinion that the prisoner thought he 
was acting in obedience to something on a higher level, the ` 


witness replied, “ That is what he says, yes.” > He was not 
satisfied that the prisoner realized that the law of this country 
was binding upon him { he was not satisfied. that he had not 
known it was wrong: The word “know ” was very difficult. 


The judge suggested the-substitution of the, word “ believe ”- 


for “know,” 
‘easier to answer the question ; he thought it was very doubtful 


and the witness agreed that it would thus be 


whether the prisoner had such belief. He thought the prisoner 
imagined he was acting “under ‘the guidance of a Higher power, 
but he-did not know. These questions of knowledge of right 
and wrong had, very little to do with persons in the condition 
in which he believed the prisoner to be; it was the most difficult 
of all disorders to describe satisfactorily in a legal way. 


The Attorney-General : 
decided, in obedience to a higher power, to do what he realized 


was- wrong; I am asking you to look at the facts and tell the jury- 


' whether there is any doubt that he must. have known that, according 


4 


to English law, he was ‘preparing to do, and subsequently did, - 


something which was wrong. Aé I. will say “Yes” if you say 


p a PUREMADE, by law.” E e A S 


X é ` . / 


A 


The exception, 


I am.not asking’ you whether the man 
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Q. “ Punishable by law ”' and therefore’ wrong by the law of this 
country. A. Yes, I think he knew that 
\ 


` 


Reana 


` 


Insre-examinatiori the witness said he had never before given 
evidence in a case of ‘pure paranoia ; it was because of the 
difficulties’ arising out of pure paranoia that he was not prepared 
to answer the question as to whether the accused knew that 
what he was doing was wrong. i 

Sir David quoted the following passage from Professor 


` Tanzi’s book: © | ~ ; E 


s Instead of believing himself to be’ surrounded by treacherous and 


hostile spirits, the paranoic with delusions of ambition is comforted 
by the presence of fetishes of guardian angels who, through super- 
natural means, -åre maintained in close relation with him.” 


. That was precisely the same’ sort -of relationship with an 
external force which. the witness had described in his evidence. 
Sir David quoted again, from p. 724: s ` 


+ 


“ The paranoic delusion, on the contrary, is not a symptom, it is a 


mode of thought, an opinion which, however much it may be marred : 


i by preconceptions, has its roots in a special structure of the mind, 
in the paranoic constitution. It is the fantastic product of an 
egocentric but lucid spirit, ee abandons itself without restraint to 
the mysticism of primitive man ”— `s - 


a view with which the witness agreed: entirely. s 

He agreed’ again that Dr.’ Matheson had given him every 
possible assistance; he had seen Dr. ‘Matheson’s sown case 
history and had no reason whatever‘to doubt the facts contained 
therein, which in fact confirmed his own views. ae 

The Attorney-General did not call evidence in rebuttal. . 
_ The judgé, in his summing-up, outlined to the jury the 

principles -of the M’Naghten Rules; he advised them that no 
' jury was ever expected to decide ‘whether or not a man was 
sane. That was entirely a matter for the medical authorities. 

In this case the somewhat unusual course had been adopted 
of not calling any evidencezat all as to the state of mind of 


the man and of asking no questions at all of any of- the ' 


witnesses called for the -prosecution as to whether he had 
exhibited any peculiarities which would make anybody think 
that-~he was not a perfectly sane and ordinary person. The 
defence had been content to say, “We are calling an expert 
upon insanity and diseases of the mind who has formed an 
opinion.’ 

“Well, members of the jury,” ie judge ‘continued, .“ if: I 
were to say to you that you ought to follow the opinion of 
. Dr. Yellowlees that’ would be, in terms, telling you to find a 


verdict of guilty in this case, because there is no doubt that- 


Dr- Yellowlees,: although it was very “much against his will, 
was in the end forced to-say, “J cannot doubt that this man 
did know’ what he was doing.’ “ He has said:so in terms.” 

The jury retired, and subsequently brought in a verdict of 
“ Guilty,” and Haigh was-sentenced' to death. 
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` Cancer and Tuberculosis Statistics ee 


Mr. BEVAN circulated on July 14 the totals of deaths in ‘England 
and Wales from cancer and tuberculosis, as follows: 


4 








: Deaths“ i 
Year < 
- J- Cancer... » .» Tuberculosis 
í 1920 |’ 42,420 41,439 
1925- ` 50,433 39,342 E 
1930 56,204 : voy 34,82 
“1935 \ 62,602 a 28,489 
1940 + E 68,922 28,144 
\ 1945 74,291 , Lc. 23,955 
1948* ` 79,537 -21,984 ` 
` - 4 
; : * Provisional i i E 
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Grading of Hospital Staff 


Mr. J. V.-CoLLins on July 14 invited Mr. “Bevan to ‘define 
the qualifications of a senior hospital medical, officer and the 


minimum qualifications „of a consultant under the National 
Health Service. N 

Mr. .BEVAN replied: “I'should not resume to. do so. Each 
_ individual case needs judging on its merits, by-local professional 
‘Committees suited to the task.” He added that he had not the 
least intention of interfering with these committees. -He could 
do no more than leave the matter tothe members of the pro- 
fession concerned. This was the first time that grading had 
been done, and therefore there could be no “demoting ” from 
a superior to an, inferior grade. There was a review of the 
initial decision, and arrangements had „been made to establish 
machinery_for the ‘purpose. 


Free Clothes for Patients 


Mr. Bevan was asked on July 14 by Mr. Haypn Daves to’ 
what extent his practice was.to provide free clothes for hospital 
patients. He replied, that he had told hospitals, in effect, to go 
on doing: what had already been proper hospital practice before 
the. Health Service, which was to lend clothing to patients who 
could not provide it for themselves or get it from any other 
agency and to let them keep it on discharge when inquiries had 
made it-clear that they could not otherwise get it. As in the 
past, this provision would normally only be required for long- 
stay ambulance'cases without resources. Mr. Bevan deprecated . 
the “ grave misrepresentations”’ which certain newspapers had 
mane: in this matter. , an 


Diphtheria Immunization - 


Mr. BEVAN stated on July, M4 that doctors who certified deaths 
as due to diphtheria were not under an obligation to state 
whether the, victims had been immunized. He explained that 
since diphtheria was a notifiable disease medical officers of 
health knew of fatal cases and could usually tell from the local 


- authority’s,immunization records whether a child who died from 


diphtheria had- been immunized. 
7 , \ 
7 ‘Claim to Cure Mastitis . 


Sir WILIAM Y. DARLING on July 12 sked the ‘Secretary of 
State for Scotland ‘why a registered medical. practitioner who 
claimed to have a cure for mastitis and had made offers to his 
Department ‘was’not allowed to demonstrate this cure without: 
submitting in advance information which might prejudice a fair 
examination of the claim. E 

Mt.. WoopBurRN replied that the medical practitioner referred 
to was free to demonstrate his alleged cure for mastitis, but it 
could not receive, official backing until it had been thoroughly 
tested by impartial scientific experts. , For that purpose details 
and method of treatment required to be disclosed. He could 
not accept the suggestion that/disclosure of. that information in 
advance might prejudice a fair examination of the claim. 


Compound E 


On miy 12 Mr. A. R. BLACKBURN asked, in ‘view of the 
evidence as to the efficacy of compound E in the treatment of - 
‘rheumatic diseases,, what steps were being taken through the 
‘Medical Research Council or other bodies to ensure the pro- 
duction of this drug on a large scale at the earliest possible date. 
- Mr. HERBERT MORRISON answered that research aimed at 
finding effective new substances akin to compound E.was in 
active progress under the Medical Research Council. All these 
compounds were exceptionally difficult ‘to make, and early ~ 
success was not to be expected. Large-scale production% of 
compound E itself was a matter for commercial laboraféries 
rather ‘than the Council, but again the difficulty of /ynthesis’ 
must hamper’speed. American manufacturers of the Compound 
had intimated that it was unlikely to be generally_available for 
use by doctors.even in the United States for ~ ĉveral years at 
least. 


sf 


r ` Pulheems 


“Mr. D. RENTON asked on July 12 which medical categories — 
qualified soldiers for service at Hong Kong. 

Mr. E. ‘SHINWELL said the fitness of soldiers. for .service 
overseas was assessed under the Pulheems system of medical 
classification, which had’ replaced the former medical 


categories. . i i 


- 


r 
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_ Universities and Colleges 





` 


UNIVERSITY OF ST. ANDREWS 


J. M. S. Manson received the ‘degree of M.D. EN commendation) 
at the Graduation Ceremony‘ held on June 30. 


UNIVERSITY OF LONDON 


The title of Professor Emeritus of Anatomy in the University 
has been conferred on Professor John Kirk, M.B., Ch.B., 
F.R.C.S.Ed., on his retirement from the S. A. Courtauld Chair of 
Anatomy at Middlesex Hospital neal School which he has held 


* since 1937. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
' At a meeting of the Council of the College held on July 14, Sir 


\ Cecil Wakeley was elected President in succession to Lord Webb- 


“Jéhnsoh. Sir Harry Platt and Professor Ernest Finch were elected 
Wie cried . 

Mr. Digby Chamberlain, Sir Stanford Cade, and Mr. A Dickson 
Wright were admitted as Members of the Council. 

Professor D. E. Derry, of Cairo, was admitted to the Fellowship, 
having been elected as a medical practitioner of 20 years’ standing. 

Professors and Lecturers for the ensuing year were appointed as 
| follows: 

Sir Henry Wade was appointed Thomas Vicary Lecturer. 

Lord Webb-Johnson was re-elected as the representative: of the 


I! College on the governing body of the ‘British Postgraduate Medical 


Federation. 

Diplomas of Fellowship were granted to ARERR Ashabhai Patel 
and to Himadri Kumar Sarkar. N 

Dr. T. J.‘ Gilmartin, Dr. Alan Cogswell, Dr. T. T. P. Murphy, 
and Dr. W. D. Arnison were elected Fellows of the Faculty of 
Anaesthetists. 

Diplomas in Psychological Medicine and in’ Laryngology and 
Otology were granted jointly with the Royal College of Physicians 
of London-to the following successful candidates : 

DIPLOMA IN PSYCHOLOGICAL MEDIcINE.—Y. I. Al-Kadi, G. H. L. 
Bullmore, R? L. Buttle, T. Elmahi, M. Engler, M. B. Feldman, 
W. N. L.' Haynes, S. K. Jetley, D..H. Jones, D. T. Maclay, J. C. 
Marfatia, J. R. Mathers, D. L. Murti Rao, C. M. Vaillant, W. S. 
Watson. , - 

DIPLOMA IN LARYNGOLOGY AND OToLocy—B. S. Alderson, S. W. 
Allinson, N. C. Banerjee, H. A. Beagley, R. D. Bell, D. L. Chadwick, 
S. L. Citron, G. A. Dalton, W: V. Doyle-Kelly, C. N. d'E. Eastes, 
L. Fisch, T. B. Gupta, E. W. R. Hackett, J. T. M. C. Jenkins, T. 
Manickam, A. Mares, S.. R. Mawson, M. J. Maxwell, M. F. A. 
O'Connor, M. L. O’Mara, J. T. Rossouw, C. C. D. Shute, Noreen M. 
Simpson, J. N. S. Taylor, J..D. Thompson. Ei 

The following hospitals were recognized under paragraph 23 of the 
_F.R.C.S. regulations :’ 
‘first and second house-surgeons); Wanstead Hospital (Resident 
surgical officer and house-surgeon); Royal Salop Infirmary, Shrews- 
bury (second house-surgeon at Copthorne Hospital). 

Hunterian Professors—Mr. R. I. Harris, one lecture on spondylo- 
listhesis ; Mr. C. F. M. Saint, one lecture on stomatodaeal rumina- 
tions, clinical and non-clinical ; Dr. S. A. Henry, one lecture on 


` cutaneous cancer in relation to occupation; Mr. D. J.- Browne, one 


lecture on congenital deformities of the urethra, vagina, and anus; 
Mr. J. B. Oldham, one lecture on renal denervation; Mr. J. E. 
Piercy, one lecture on factors contributing to safety in surgery of 
the thyroid; Mr. J. E. A. O'Connell, one lecture on a review of 500 
surgically treated cases of lumbar intervertebral “disk protrusion, with 
special reference to the late results of operation; Mr. H. F. Moseley, 
one lecture on ruptures of the rotator cuff; Mr.'H. L. M. Roualle, 

ne Jecture on malignant disease of thyroid gland ; Mr. E. M. Evans, 
one lecture on fractures of the radius and ulna; Dr. Ruth E. M. 
Bow ca, one lecture on factors influencing functional recovery 
of peripheral nerve injuries; Mr. R. S. Murley, one lecture on post- 
operative venous thrombosis and embolism; Mr. M. R. Ewing, one 
lecture on villous tumours of the\rectum ; Mr. E. M. Nanson, one 
lecture on the respiratory responses to operative trauma., 

Arris and Gaie Lecturers —Mr. D. F. E. Nash, one ‘lecture on 
surgical aspects of.renal damage in childhood : assessment, salvage, 


` and aftermath; Dr. F. D. Stephens, one. lecture on the diagnosis and 


management of Hirschsprung’s disease; Mr, E. S. R. Hughes, one 
lecture on the development’ of the mammary gland. 
Erasmus Wilson Demonstrators —Mr. C. E. Shattock, two demon- 


strations; Mr. P. H. Mitchiner, two demonstrations ; 'Mr. L. W. 


Proger, two demonstrations. 
Arnott Demonstrators —Mr. R. J. Last, eeg demonstrations ; 
Dr. F. S. Gorrill, three demonstrations. , z 


~ 


Fulham Hospital ,Gunior surgical registrar, 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ending July 9. ` _ [No. 27 
Figures of Principal Notifiable Diseases for the week and those for ‘the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Hire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 


are for: (a) The 126 great towns in England and Wales’ (including London). 


“(b) London (administrative county). (c) The 16 principal towns in Scotland. 


(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northerndreland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 



































1949 | 1948 (CorrespondingWeek) 
Disease ae See 
(a) |(b)| (©) | (d) (e) | (a) Rud (c) | (d) | (e) 
Cerebrospinal fever 39) 4) 15! fy — “oal 1] 201 al 
Deaths : : —|— a 
Diphtheria 103| 27| 26) 3 5 150|) 19; 39] .19 4 
Deaths 1 l — | — J] — 3 5. | ee | eee 
Dysentery a 10) 27) 1) — 56) 5} 34 — | — 
Deaths on ke —_|— 
Encephalitis ' sea 
acute oe — m e eee 
Deaths = 
Erysipelas 23) 8 4 
Deaths =i 
Infective enteritis or Pij 
a under 2 40 
Deaths Pa ee 34, ‘2) 7 i — 
Measles* 8,837! 585| 83| 71| 53` 
Deathst — 2 
Ophthalmia neonatorum 37 13} — | — 
Deaths 
Paratyphoid oe 1(B)} — | — 
~Deaths ae pee 
~ Pneumonia, influenzal § a 


Deaths (from influ- 
enza) -.. a. 





Pneumonia, pronary 
Deaths 





Dea 
Poliomyelitis, acute 
Deaths§ a 








Puerperal fever .. 
ths yt l.. 


Puerperal pyrexiall 
Deaths ae 








Relapsing fever 
Deaths se 









Scarlet fever .. ee 


| 946| 66| 130| 53 
Deathst ni — 








Smallpox sa ooo 
Deaths aa ‘at lee 





Typhoid fever .. 
Deaths i 





Typhus fever 
Deaths 


17| 88 


— 


y 


Whooping-cough® 
Deaths 


sa 92| 34 73 


— 


8a] 3,075 “259 


— | s 


239 30 22; 33) 13 














Deaths (0-1 TEG 
ant mortality rate 











(per 1,000 live births) 
Deaths (excluding still- 
births ane .» | 3,910] 590| 496) 172| 121] 4,001] 605| 515| 141; 101 
Annual death rate (per 
1,000 persons living) 10-4] 8-8 
Live births s à 7,690}1225|} 986| 482| 248| 8,317|1328|1069| 356| 280 
Annual rate per 1,000 
persons living = 8 21-6} 22:3; , 
Stillbirths F 185| 26| 34 205| 29 23 
Rate per 1 ,000 total i 
births (including 4 


` stillborn) .. | og 33 





* Measles and‘ whooping-cough are not notifiable in Scotland, and the returns 


_ are therefore an approximation only. 


t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. ; 

ll Includes puerperal sever for or Bngland and Wales and Eire. at ae 
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EPIDEMIOLOGICAL NOTES 


- , Poliomyelitis 

The number of notifications in'the week ended July 16 was: 
poliomyelitis 112 (73), polio-encephalitis ‘5 (4). (Figures for the 
previous week are in parentheses.) Thus the rise in incidence, 
which was temporarily arrested last week, has set in again. 
Cases were widely distributed, but except for two in the Wigton 
R.D. in Cumberland there were none north of the West Riding. 
Only one case was reported in the eastern, counties. 

. Multiple cases (poliomyelitis and polio-encephalitis together) 
- were reported from the following counties: London 13 (6), 
Berkshire 2 (0), Cheshire 3 (2), Cornwall 4 (5), Cumberland 
2 (0), Devon 9 (11), Essex 3 (1), Gloucester 6 (3), Hertford 2 (4), 
Lancaster 7 (5), Leicester 2 (1), Middlesex 11 (5), Southampton 
14 (2), Surrey. 4 (1), Sussex 2 (1), Warwick 2,(3), Yorks West 
Riding 19 (10), Glamorgan 4 6). 


The rise so far this year is closely commensurate with the’ 


upward trend which occurred during July two years ago. In 
the corresponding week of 1947 an “ unprecedented prevalence ” 
was forecast. Although once again an unusually high incidence 
is to be.expected, there is a definite possibility that the curve of 
notifications will flatten out. 
of population are not seriously, involved. 


Poliomyelitis Film hooo 


A 60-minute film entitled “Polio: Diagnosis and Manage- 
ment,” produced by the Crown Film Unit in 1948 for the 


Ministry of Health, is now available. It-is«suitable for general“ 


practitioner audiences and could be seen with advantage. by 
nurses, ‘physiotherapists, and ‘public health staffs. The film is 
obtainable in 35- and 16-mm. sizes on loan from the Central 
Film Library, Imperial Institute, South Kensington, for showing 


to professional audiences if the organizer has his own projector ; ,, 


otherwise it can: be shown ‘on the C.O.J. mobile film units, by 
application to the regional film officer of ‘the C.O. I., to pro- 
fessional audiences who/can provide a properly blacked-out hall. 


f ` 


' Prevalence and Tonsillectomy 


In the memorandum on poliomyelitis by medical: officers of 
the Ministry of Health (British Medical Journal, July 26, 1947) 
the following statement was made: “ There is, however, over- 


whelming evidence that a recent tonsillectomy increases the risk . 


‘of a child contracting ‘poliomyelitis, particularly of the bulbar 
type. 
be an indication for the postponement of operations on the 
nose and throat whenever possible.” The subject was discussed 
at the B.M.A. meeting in 1948 (British Medical Journal, July 17, 
1948, p. 151) and the evidence was summarized by Glover 
(Monthly Bulletin of the Ministry of Health, 1948, 7, -150). 

Clearly the’ decision whether a particular child should be 
operated on at a particular time and place is one for the surgeon 


performing the operation. This decision depends on balancing - 


the probable benefit to the child against the probable risks of 
the operation. Both’the benefits which may, follow the opera- 


tion and the danger of the child’s developing bulbar poliomyelitis ` 


are to a great extent imponderable. 

It has been established by many studies in the U. S.A. that 
when multiple paralytic cases'are occurring in an area virus is 
widespread and the carrier rate is high, but there is no practic- 
able rotitine ‘way of detecting healthy carriers of virus. The 
medical officer of health of the area in which a child lives has 
up-to-date information on the incidence of poliomyelitis in his 
area, and the surgeon should take the local prevalence of polio- 
myelitis into account when considering the desirability of’ oper- 
ating. Information on the incidence will continue to be soporte’ 
in these columns. 

Poliomyelitis in New York 

Dr. Harry S. Mustard, Health Commissioner of New York 
City, has announced ‘that the number of cases of acute polio- ņ 
myelitis reported to the Health. 


it is still too early to determine whether this will be a bad year 
(New York Times, July 15). In the first: fortnight of July, 64 
cases were reported. ' There were 12 cases in June, 3 in May, 
1 in March, and 1 in January. 


- + t 
‘ 


`~ 


, occurred in the local returns of- whooping-cough ; 


Up to the present the large centres 


Prevalence of poliomyelitis in an. area should therefore 


Department since the beginning . 
of the year is well above the average for the last 20 years, but ' 


. Discussion of Table: | 

In England and Wales a decrease: occurred in- the number of 
notifications of measles, 1,413, scarlet fever-85, whooping-cough 
77, acute pneumonia 30; while increases were reported for 
diphtheria 23, paratyphoid fever 19, cerebrospinal fever 16, and 
dysentery 10. 

The largest, decreases in ‘the notifications of measles were 
London 191, Warwickshire 158, Gloucestershire 99, and Surrey 
88. The only large variation in the local trends of scarlet fever 
was, a decrease of 30 in London’ notifications. Fluctuations 
the largest 
were , decreases in Lancashire 66 and Surrey 31, and a rise of 
‘52 in Durham, There was an increase in the notifications of 
diphtheria in London from 14 to 27 (Bermondsey 17), and an 
increase also,of 12 cases in Liverpoal C.B. 

The only large return for paratyphoid fever was Lancashire 20 
(Liverpool C.B. 16). The chief centres of dysentery were Lanca- 
shire with 23 notifications ere C.B. 18) and London 
with 10. Å f 

Nine cases of acute encephalitis lethargica were notified 
during the week, the largest return during recent years. Six 
„óf the 9 cases were notified in Cambridgeshire (Chesterton R‘D.). 
_ The greatest numbers of notifications of food-poisoning were 
in Yorkshire West Riding (Settle R. D? 332 and the City of 
London 44. 

The notifications of ‘acute palionivélitis were 7 fewer than 


ein the preceding week. The largest returns were those of 


- Devonshire 10 (Okehampton R.D. 5, Exeter C.B. 2, Northam 
U.D. 2); Yorkshire West Riding 10 (Dewsbury CB. 2, Leeds 
C.B. 2, Batley M.B. 2; Colne Valley U.D. 2); London 5 (Wands- 


, worth 2); Middlesex 5 (Hornsey M.B. 2) ; Cornwall (Camborne- 


Redruth U.D.) 5; Hertfordshire 4 (Hatfield R.D. 2); Lanca- 
shire‘ 4 (Liverpool C.B. 2, Darwen M.B. 2); Glamorganshire 3 ; 
Gloucestershire 3 (Bristol C.B. 2); Nottinghamshire 3 (Basford 
R.D. 2). 

In Scotland infectious diseases were less prevalent, and the 
fall in the number of notifications included measles 58, acute 
primary pneumonia 39, dysentery 34, whooping-cough 18, scarlet 
fever 16, diphtheria 11. 

In Eire decreases were recorded in the number of notifica- 
tions of measles 48, whooping-cough 16, primary pneumonia 15. 
The largest. decreases in measles were Dublin C.B. 34 and 
Kerry (Listowel R. D.) 28. An outbreak of 10 cases of scarlet 
fever was notified in Tipperary (Tipperary U.D.). 

In Northern Ireland decreases`were reported.in the number 
of notifications of measles 20 and diphtheria 8. The fall in 


measles was contributed by counties Antrim and Armagh. 


. - Week Ending July 16 
The. notifications of infectious diseases in England and Wales 
during the week included: scarlet-fever 1,043, whooping-cough 
2,184, diphtheria 104, measles 5,376, acute pneumonia 330, 
cerebrospinal fever 17, acute poliomyelitis 112, dysentery 68, 


paratyphoid fever 50, typhoid fever 6. 


Medical News 


Osler Centenary Celebrations at Oxford 


To mark the'centenary of the birth of Sir William Osler the 
Oxford Division of the British ‘Medical Association arranged a 





_ medical meeting and a dinner on July 12, It was appropriate 


both that the principal celebration took place in Oxford and 
that it was sponsored by the Association, for it was at the 
annual meeting at Oxford in 1904 that Osler decided to accept 
the regius chair at Oxford. The medical meeting was held at ` 
the Sir William Dunn School of Pathology, where Lieutenant- 
General Sir William MacArthur spoke to a large gathering on: 

“ Of the Smallpox: a Review in the Osler Tradition.” Sir William 
was followed by Professor Sir Henry Cohen, whose talk on 
“ Subacute Bacterial Endocarditis ” included an account of the 
part which Osler had played in the recognition of the condition. 
The commemorative dinner, at which over 200 were present, 

: g l 


j 


l \Osler was, in common with regius professors since Stuart times, ° \ e fhe 


 \ The committee set up by the Prime ‘Minister, inda the 
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was held at Christ Church, ‘the principal speakers’ being Pro- the various schemes of contributions deducted from Civil 
fessor J. A. Ryle, Sir Hugh Cairns, ahd Professor A. D. Gardner. ` Service salaries. The clearing house is handling about £30,000 
Dr. Peyton Rous, of the Rockefeller Institute, replied on behalf a year. pe ee <8 : 


1 


of a large number of, distinguished guests. Great crédit is due, i : ace a8 Ye 


a 


On Saturday, July’, 16, as part of the center celebrations: - the National Health Service and how it is, administered. It is 
members. of the Osler Club- made a pilgrimage to places i - intended for anyone: at home or abroad interested:in the Service, 
-Oxford associated with their “ patron saint.”. After a visit to “and for those who are -workers in the Service, without whose 


the collection of Robert Burton’s books reassembled by Osler, understanding and‘ whole-hearted effort it could not succeed.” 


, the. party lunched in hall ať: Christ Church with Professor” It gives a fairly objective account of the .general-practitioner and 


A. D. Gardner, the Regius Professor of Medicine. In the early _ hospital ‘services ‘available, and, though enthusiastic! about „the 
afternoon, through ‘the courtesy of the librarian of the Radcliffe “ effects of the Service, does not shirk mentioning the deficiencies 
Science Library, ‘the very interesting exhibition, arranged with’ that exist at- present. Readers are warned in parenthesis that 
the’ assistance of Dr.. A` H. T. Robb-Smith ard Dr. H. M., 4 private ‘patient <‘ must also pay to have his prescription made. 
_ Sinclair, was, inspected, and: aftetwards the’ party visited up at the chemist’s—because the medicine cannot be regarded as 


~ Osler’s room in the Radcliffe’ Museum. - Following a tour of * -separable from the doctor’s -advice and treatment.” >It admits 


` \613, Norham Gardens; the warden, Miss Fairburn, provided tea that “the. public has‘still to learn how-to ,use the new facilities 
‘in ‘the drawing-room which Osler had'added-to the house. The properly, a and economically,” and adds: “ Those who are. actually 
_day-was‘concluded by breaking the return journey’ at Ewelme running the Service have to ‘get used to, new conditions and , 


“and visiting the ‘charming old almshouse of which Sir William changing needs,” ey 


~. 


ex-officio master, but in‘which he was the first.to take a” great WHO Sanitation Measures | 


. interest. The beautiful little St. Mary’s Church, which adjoins , A project costing -$1,000,000 To improve. aoi through- 


the almshouse and ċontains the memorial tablet to Osler and : out the world has been adopted by the Programmes: Committee- 
his family,, is suffering from, the ravages of the death-watch `, of WHO.'’ Fifteen teams -will give demonstrations -on- housing, 
_ beetle; it would -bé appropriate in this centenary year if town planning, dnd rural hygiene. , The committee -has also 


i admirers’ of Osler expressed their respect for him by send- approved- sanitary regulations to- replace ‘the various sanitary 


.ing to the vicar. of St. Mary’s a contribution towards the cost conventions adopted between 1903 and 1944. The guiding prin- 
of TESTOVE MOR: See a a ar A x -ciple is the, active suppression of epidemic disease wherever it 


~ 
`, 


: appears. : - 8 \ , 
Royal Institute of Public Health and Hygiene ; X l E pa no 


+ s? 


= The Harben Medal was presented, to Lord Boyd-Orr, ER. S Health Centres in London 4 i 
and the Smith Award to'Dr. M: T. Morgan at-a meeting of. the > The Health Committee of ie E County . TER is 


`. Royal ‘cua of Public: Health and- Hygiene on au 21. +». proposing that’the Council shall acquire a site of about two 


acres at Southend, Lane, Lewisham, for the purpose-of a health: 
“Industrial Health Services Inquiry ee 4 a centre. This will serve an extensive ‘health service area and- 
include two neighbourhood units which will contain ultimately 
a population of about 14.000 to 15,000, including the inhabitants 
of the: Council’s Bellingham and. Flower House estates. ” The 
building will probably not be started for another five or, seven 
years. , It is also proposed to proceed, forthwith to acquire 
certain sitesin Walmer Road and Threshers Place, Kensington, ` 
for‘the erection of a comprehensive health ceritre. Both at 


chairmanship of Judge E. T. Dale, to examine the relationship 
between the National HealtH Service and the industrial ‘health 
"services which make a call’ on medical man-power_(June 11, 
pg 1056) met’ in London. on July 22. ` " Various’ bodies will be 
invited, to give Added 


Studying Meitical Education mE exercise powers of compulsory purchase, and permission under 
Dr. Anistas Shahine, dean of the faculty of medali qn the ` the Town'and Country Planning (Development by’ Local Plan- 

Syrian University, Damascus, is visiting Britain under the ' ning Authorities) Regulations, 1948, will be required: 

‘auspices of the British ‘Council. After attending the Fourth g Ae . k 

International.: ‘Congress. of ‘Otolaryngology held’ in London: on- Heberden Society Do Ea a 


' July 18-22, he is studying the British system of medical educa- ~ The Heberden Society held its annual meeting at Bea gg 


tion. Dr. Shahine qualified from the Syrian University i in 1924 - . July 15 and 16, when the Heberden ‘Round was taken at the- 
and’ later studied ïn Paris, specializing in. diseases ‘of the ear, Radcliffe Infirmary by Dr. Sidney Truelove in the -absence of 
Gas and _ throat. ‘He joined that department” of the. Syrian - Professor L. J. Witts. Seven cases were presented for discussion 
University arid was ‘appointed professor in 1943, gecoming dean | by Dr. Truelove’and'members of Professor Witts’s unit. They 


of the faculty - “of medicine this! Oa \ > #, -~ included a case of sclerodactyly and oesophageal stricture, on 
. r na whom ‘oesophagectomy- had. been performed. The pathology. 

Hospitals Contributory Schemes ©, was discussed’ by Dr. Robb-Smith with the aid of slides. “Other 
The British Hospitals Contributory’ Schemes ` Association , cases presented were: rheumatoid arthritis with Sjégren’s syn- 

, (1948). held a! general meeting on July 15, and accepted::in ` drome; neuritis of the deep branch of the ulnar nerve, occupa- 
“ principle a draft constitution prepared by its provisional execu- tional, in-origin ; ankylosing spondylitis with involvement of the 
'-tive committee. ' Mr., Henry. Lesser was elected “president, -Mr: peripheral joints ‘resembling. rheumatoid arthritis ; hypertrophic. 
W. G. Nevin honorary treasurer, and Mr. John Dodd honorary ` pulmonary osteo-arthropathy, which ` was suggested to be pachy- 
secretary... During the year' ending June 30, 1949, twenty-five derma and pachyperiostitis ; idiopathic steatorrhoea, which pre- 


; contributory ‘schemes had collected £1 138, 340.: : The members‘ ‘sented as ‘anaemia and subsequently developed osteomalacia ;° 
‘ of the .scheme : ‘and: their’ dependants are entitled to various and chronic hepatitis of nine years’ duration with gross oedema 


- benefits supplementary to those, of the National Health Service. “and ascites and a subsequent remission following omentopexy 
‘Figures ‘are: not available fot at least twelve other schemes. four years ago. Dr. W. S. C. Copeman was in the chair, and 
Ten. schemes collected £193,642 for charitable purposes such Professor A. D.° Gardner, regius professor of medicine, wel-’ 
as hospital amenity funds, medical research,’ and medical comed‘ members of the society. On the previous evening la 
‘charities. The association opeřates a clearing house, by agree- dinner was held in Magdalen College, with Dr. ‘E. M. Buzzard 
amen man the. eas) for the, receiptiand distribution among Í acting as host to the members. \ 


l A = f f = 


‘ 
> >` 
! à r 7 ` T . 


\ to the ‘organizing committee and its secretary, Dr. C. W. M. Health- ‘Service Expounded ., / 
Whitty, for, the: erie aranecments made, for, the occasion, AY pamphlet entitled The Watonal: Health Service has beii 
P 2 E an T prepared by the’ Ministry of Health and the Central ‘Office `of.. 
~ Osler Club’s Visit to Oxford ¢ . is = ee - Information ` (H.M.S.O., price ‘6d.) describing the purpose, of ~ 


Ld 


eas © ~ Lewisham ard Kensington it’ will probably be necessary to | 


5 


= ` Congress of Military Medicine - ee 


* Stewart.—On July 16, 1949, at Hurst Garth, 
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COMING EVENTS, 
Edinburgh Lectures ' oa ` 

A series of open lectures has been arranged by the Edinburgh, 
Postgraduate Board for Medicine in connexion with the post- 
graduate course in the medical sciences which commenced on 
J uly 4. The lectures, which dre being delivered in the anatomy 


~ 


“ 


lecture theatre of Edinburgh University, began on July 11;when ` 


Sir James.R. Learmonth discussed.. thrombosis ; on July 18 
Professor G. W. Pickering, the physiology of hypertension ; and 
on July 28 Sir Lionel Whitby, the present position ‘regarding 
leukaemia. , Details of the remaining lectufes will be published 


in the diary column of the Journal week by week. AN students - 


and graduates: are “invited to attend. 


The 12th ‘International Congress: of Military Medicine and 
Pharmacy: will be held in Mexico on Oct. 23-29.. It will be 


- followed by: a conference of the International Office ' of 


Military Medicine Documentation on- Nov. 6-8 ‘at Havana, 
Cuba.. 
Secretary of` the Comité International de Médecine et. de 


Information may ‘be obtained ‘from the General . 


Pharmacie Militaires, 79, Rue Saint-Lauient, , Liege, Belgium. 


SOCIETIES AND LECTURES. 


r Tuesday | 


‘EDINBURGH pce BOARD. FOR MEDICINE SA Anon 
Lecture Theatre, Edinburgh University, Aug. 2, 4.30 p.m., “The 
Principle of Venous Pressure Reduction in the Treatment -of Heart 
Failure,” by Professor -J. McMichael. 
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‘APPOINTMENTS E i 


Mr. D. Roy McCullagh, Ph.D., has-been appointed director of the 
Sterling-Winthrop Institute’s biochemistry laboratories, New -York. 
-Mr. McCullagh has recently been g out research in Sadacelnology: He 
graduated with the degree of B.Sc.'at the University of Manitoba, Canada, and 
in 1929 obtained the degree of Ph.D. at ee University, where he studied 
Haldane. Trouens Gowland, Hopkins, Dr. T. S. Hele, and Professor J. B. S. 
e ; E a Ca 
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P ‘BIRTHS, MARRIAGES, AND DEATHS 
` 4 7 
- BIRTHS 
Seward.—On July 10, 1949, to Margaret Mary (née Vaughan), wife of F. Ww: R. 

Seward, M.R.C.S., L.R.C.P., a daugbhter—Suzanne` Margaret Linda. : 
Sherry.—On’ July 10, 1949, to Kathleen Robinson, 

, Vincent F. Sherry, ` a` daughter.) 


MARRIAGES 
Westlake—Whitton.—On June 29, 1949, at Alyth, Perthshire, Canat Keith 
- Westlake, M.B., B.Chir., to Nora, Whitton. 
DEATHS ' 


Bell.—On^July 21, 1949, Douglas Bell, M:B:, D.P.H., of Cliffe House, Sket- 
manthorpe, Huddersfield. Yorks, aged 66. 


t i 


y 


F.R.C.S.; wife of Dr. ` 


t 


Crossley.—On ‘July 20, 1949, Leonard Crossley, M D., of Highfield, ‘Winsley, ‘ 


Bradford-on-Avon, Wilts. 

Dakymple.—On-July 17, '1949, at 13, Southfield Road, Bude, Cornwall, Joseph 
Dalrymple, - C.M.G. O.B:E., L.R.C.P.&S.Ed., L.R.F.P.S.Glas,, Colonel 
_R.A.M.C., retired, aged 80.. ~ 

Davies.—On July 19, 1949, at Southsea/ John Phillip Henry Davies, “MB. 
B.Ch., D.P.H., of Elgin, Llanishen, Cardiff. 

Fletcher-Jones.—On_ July, 11, 1949, . at `: Chester, 

L.R.C.P &S.Ed., L.R F.P.S.Glas., 5, 

Jackson.—On july 11,-1949, in hospital, Violet Maon (née Conway), M. B., 
'Ch.B., D.R.C:0O/G., of 408, Street Lane, Leeds, 7.. ' 

ae July n, _ 1949, at Beaconsfield, Bucks, Lawrence Jones, M.S., 

Kelly.—On July 19, 1949, at Strathview, Friar’s Lane, Lanark, Joseph Owen 
Kelly. F.R.C.S.Ed. 

" MacGregor. —On July 18, 1949, at Craigmount, 
"Vallance MacGregor, M. D., late of West Hartlepool, aged ` 82. 

Marsden.—On July 10. 1949, at 25, Rathen Road, Withington, Manchester, 
20, Richard Walter Marsden, M.D., B.Sc., F.R.C.P., D P.H., aged 81.” 

Rait-Smith.—On July 14, 1949, at Hill End Hospital;_ St. Albans, Herts, Pren 
Rait-Smith, M.R.C.S., L.R.C.P., 'D.A., F.F.A. 

Robertson.—On . July -21, ` 1949, at Farhills, Fort r: Toni Joseph 
Robertson, M.B., Ch.B., of 38, Highburgh Road, Glasgow, W. 

Shackel.—On July 14, 1949, George Arthur Shackel, M‘R.C.S., LR.CP., of 
Erleigh, Mayfield, Sussex, aged : 87, \ 

Dallam Road, Shipley, Rete 
William Craig Stewart, M.B., Ch.B., ECS EA 

Sutter.—On `July 9,° 1949, at -44, Burges Road, Thorpe Bay, * Esuex: 
Ross Sutter, M.D., late of Warboys, Hunts. : 

Walton.—Recently, Donald, Walton, L.M.S.S. A., 
Road, Macclesfield, Cheshire. 

Witson.—On July 18, 1949, at Normanton, Chaties Haddon ‘Wilson, M. B., 

Woodman.—On July 20, 1949, at 272, 
on-Sea, Willlam Edwin Woodman, 'M.D., aged ‘94. 

Wight.—On June 22, 1949, at me Dundas Avenue, Dudley, Worcs, _George 
Douglas Wight, M.B., Ch.B., D.P.H. 


‘Robert 


of Astule House, Oxford 


Battle Road, Hollington, St. Leonards- 


eee Fletcher-J oien i 


Peebles, ` Scotland, Angus - 


- man, Amer. J. Orthodont., 


~hyperpiesis is not always suitable for transfusion purposes. 


`- Any Questions? . 





t 


Correspondents should give their names and addresses (not for 
publication) and include, all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which „seem to be of general eres: 


rea Staining of Teeth 


Q.—W hat is the cause of green staining of the teeth? 
this affect the permanent as_well as the deciduous teeth, and 
is any treatment possible ! ? 


. A.—The most common form of green stain affecting teeth is 
of, extrinsic type’ on the outside of the- teeth and it can be 
removed, It is usually-seen on the gingival third of the factal 
surface-of the maxillary anterior teeth in children. The causa- 
“tion is not certain, but it is thought to be due to the action of 
chromogenic bacteria and is as a rule associated with poor oral 
hygiene. Intrinsic staining-is far more rare, and is usually due 
to bile pigments carried-to the pulp, from which they probably 

‘enter the dentinal tubules. Copper amalgam, which is occa- 

- sionally, used for filling deciduous teeth, will sometimes give 
rise to a greenish: stain which permeates the teeth. Staining of 
. the deciduous teeth appears to “be more common than that of 
permanent teeth, although involvement of the latter has been 
‘recorded, and John Hunter ' (Works, ed. J. F. Pamer, 1835, 
2, “19) refers to the effect of jaundice on adult teeth. The treat- ’ 
ment of the extrinsic type is simple and consists in scaling arfd 
polishing. 

Intrinsic. staining, if of the deciduous teeth, can be left. 
however, it is present in the permanent dentition, a difficult 
problem arises, since the introduction of bleaching agents 
necessitates entry into the pulp: canal, the* teeth thereby being ` 
devitalized. This procedure threatens the life of the teeth and 
gives rise to’ the-risk of subsequent apical abscesses, etc. Severe 
staining of the anterior teeth is probably best dealt with by 
cutting down the tooth to a peg, leaving the pulp alive, and 
, cementing a porcelain or acrylic resin crown over the peg. 
’ Reports of cases of green staining of the teeth have been made 
by the following: Craig, British Medical ‘Journal, 1925, 1, 453 ; 
Ellis, Proc. roy. Soc. Med., 1938, 31, 767; Boyle and Dinner- 

1941, 27,. 377: ` Thursfeld, Proc. 
TOY. ‘Soc. Med., 1912, 5, Sect. Clin. Med., 148 ; and Langmead, 
ibid., 147. i : 

- \ ‘Treatment .by, Tridione 


~ Q.—May I have some information ‘about the use of ‘tridione 
in petit mal and -pyknolepsy? (1) How long should a patient 
be kept in hospital at the beginning of treatment? (2) How 
often are leucocyte counts necessary ?. (3) What are the toxic 
effects, and at what period of the treatment are they likely to 


Moy 
re 


- arise? (4) Has -treatment to be continued indefinitely ? 
`“. A,—(1) There is no need in the ordinary way to have.a patient 


in hospital when starting treatment with tridione. (2) White 
blood-cell counts may be done once a fortnight for the first two 
months and‘then once a month, the frequency being reduced as 
time goes on. Attention ‘should: be paid to the actual number 
of polymorphonuclear ‘leucocytes, and any counts below 4,000 
per c.mm. should call for care. (3) Possible toxic effects, which 


are generally not so bad as the literature might suggest, include.. 


agranulocytosis, aplastic anaemia, and episodic hiccup ; apart 
- from.the changes in the blood, these occur very early. (4) Treat- 
ment usually has to be continued indefinitely. l o 


_ Hypertensive Blood Donors . | 
Q.—I understand that blood from patients suffering from 
Is 
this correct, and, if so, why? I should also like to know 
whether it is dangerous to bleed these patients ? l . 


A.—There is no ‘tisk to the recipient when blood from a 
hypertensive ‘subject, is transfused. * There is little risk to a 


' benign hypertensive. donor in relatively good’ health ; but when 


degenerative vascular changes have set in, there is some danger 


% $ “i 


Can ` 


If, 


a 
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of a stroke should the blood-letting result in syncope. Patients 

with angina run a similar risk of cardiac infarction in the event | 

of syncope. J 
Threatened ‘Abortion 


Q.—A young primigravida three months pregnant has had a 
moderate blood loss lasting four days, but the, haemorrhage has 
now stopped. What are the chances that ‘the foetus is alive, 
and how long can it be left with safety if it is not? or 


A.—S. Bender found that in about 10% of all cases diagnosed 
clinically as of threatened abortion the foetus was dead at the 
time of investigation (British Medical Journal, 1948, 1, 683). In 
the case in question, however, if there has not been any recur- 
rence of bleeding or any discharge since the original haemor- 
rhage, there is considerably more than a 90% chance that the 
foetus is still alive. There is no reliable method of making an 
immediate diagnosis, but estimation of the urinary pregnanediol 


‘ora biological pregnancy test, if carried out now and repeated 


again in a few weeks, might help. There is no harm‘in adopt- 
ing a “ wait and see policy ; 
make sure of the diagnosis. Provided there is no intervention, 
there is practically no risk to the patient’even if the products 
of a missed abortion are retained for many months. Occasion- 
ally, however, minor upsets, such as general malaise and skin 
rashes, presumably due to absorption of Products of degenera- 
tion, are seen. ` 
i Post-herpetic Pain es 
Q:—A man aged 66 had a severe attack of herpes zoster of 


the right frontal region 15 months ago. The whole frontal 
region remains hypersensitive to. touch, heat, and cold, while a 


A 


‘severe neuralgia similar to the pain of the acute herpes still 


f 


occurs. The patient is also blind in the eye opposite- to the. 
herpes, following corneal ulceration, and hé has limited vision 
in the other eye. What further treatment is advised, apart from 
the continued use of analgesic drugs? Would nerve injection 
with alcohol interfere with the: remaining vision ? 


A.—It appears that the eye on- the same side as the herpes 
has already suffered damage. Since nerve injection sometimes 
causes keratitis in a normal eye, the use of this method of . 
producing analgesia might have grave consequences. The 
relief of pain in such cases is always a. difficult problem 
and one not always capable of solution. The pain may persist 
for many years. Deep x-ray therapy has been tried with some 


_ success, but the mainstay of treatment is the use of analgesic 


dropi: 
Ulcerative ‘Colitis 
Q.—A woman aged 35 has suffered periodically for three 


years from attacks of vomiting and blood-stained diarrhoea. 
Bacteriological examination is repeatedly negative, and’ the 


diagnosis is apparently non-specific ulcerative colitis. Recently 
_ the condition responded rapidly to phthalylsulphathiazole, but 


on ‘stopping the drug there seems to be a tendency to relapse. 
(1) How long will it be safe to continue with this drug? 
(2) Could thevintestinal flora be kept more nearly normal by. 
giving, say, lactose after stopping phthalylsulphathiazole ?' 
(3) Is penicillin likely to be of use ?e (4) If the case proves 
resistant, would retention enemata be of any avail ? 


A.—It is not uncommon to find that phthalylsulphathiazole 
controls the diarrhoea of ulcerative colitis, and at times a course 
of treatment may initiate a- remission. Unhappily, relapse. 
immediately the drug is withdrawn is frequent. When. this 
treatment was originally introduced a dosage of 0.2 g. per kilo 
of body weight four-hourly for four weeks was recommended. 
The, part played by the bacterial flora of the bowel is uncertain ; 
there is no evidence that ulcerative colitis is primarily a microbic 
infection, and thus no reason to suppose that a change in the 
bowel organisms would benefit the patient. At one time an 
emulsion of Lactobacillus acidophilus was often prescribed with 
the aim of altering the bacterial ‘flora, but it had no noticeable 
effect on the course of the disease. Penicillin may control 
secondary bacterial invasion of, the ulcerated colon ; the impor- 
tance of this process is hard to assess, and the effects of the 
drug ‘are not impressive. Retention enemata of 7 to 10 g. of 

phthalylsulphathiazole in’'200 ml. of water or mucilage have 
been employed and are often useful. 
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ANY QUESTIONS ? 


indeed, that is the only way to ` 
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NOTES AND COMMENTS 


Unilateral Flush after Food.—Dr. THEODORE JAMES (Boston, Mass.) 
writes: In 1945, under this heading, you published a question I put to 
you (British M edical Journal, 1945, 1, 687). This drew two interesting 
comments from. Dr. F. Parkes Weber (p. 758) and Dr. A. D. McDwyer . 
(p. 794). It might be of interest, therefore, to record, because of the 
rarity of the phenomenon, two more almost identical cases which came 
within the ambit of my experience within less than three months last 
year. The first was a boy of 10 who was seen with the chief complaint 
of poliomyelitis. Thesstory of unilateral flushing of the face after 
food was volunteered by his mother during the taking of the history. 
This had first been noticed in very early childhood, was becoming Jess 
frequent, and more often thdn not required spices to provoke it. 
The boy himself. could. guarantee dill pickle to produce it when 
other agents failed. Sweating was not in evidence. The second case 
was a little_girl of 2 who was presented by her mother for repair of 
her cleft palate, and as an afterthought requested that something be 
done about a unilateral flushing of the face which recurred regularly 
with- or after. meals, and had been doing so for some time. In 
neither of these two cases were there any associated subjective 
symptoms, and in all three the manifestation was on the left side 
of the face. Not even’ suggestive evidence of previous local 
pathology was forthcoming. 


Dicoumarol and Prothrombin Leyvel.—Drs. Rosemary Biccs and 
R. G. MACFARLANE write from the Pathological Department of the 


‘Radcliffe Infirmary (Oxford): Under ‘ Any Questions ? ” (July 2, 


p. 38) you print a reply to a correspondent who is interested in the 
control of dicoumarol therapy. In this, Russell viper venom is 
recommended as thromboplastin for the estimation of prothrombin 
by the one-stage technique. We feel that the particular correspon- 
dent, and any others who may read this reply, should know that the 
use of the venom, with or without lecithin as a substitute for brain, 
may give most misleading results. Higher values for the “ percentage 
of prothrombin ” may be obtained with venom than when brain is 
used as thromboplastin. Lempert? has drawn attention to this danger 


‘in your columns, and we have since then been informed of ‘several 


cases in which disastrous overdosage of dicoumarin was encouraged 
by an apparently safe level of prothrombin zs estimated with venom. 
These and other experiences have prompted investigation of the 
difference between Russell viper venom and brain (Wilson, Biggs 
and Macfarlane, Mawson‘). These investigations have all shown 
the-danger of this modification of. Quick’s one-stage technique. We 
feel that venom, with or without lecithin, should not be used for 
any routine estimation of prothrombin and that it is particularly 
undesirable when used for the control of such a dangerous drug 
as -dicoumarol, 
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Drs. K. P. BALL and H. O. HucHEs, writing from the Central 
Middlesex Hospital (London, N.W.), also refer to the work 
quoted above by Drs. Biggs and Macfarlane. They continue: 
We, too have found that Russell viper. venom is a most 
insensitive thromboplastin i in the estimation of dicoumaro] hypopro- 
'thrombinaemia using Witts and Hobson’s technique. Serious haemor- 
thages are liable to occur with little increase in'the prothrombin time. 
Since changing to Quick’s method, using brain extract as thrombo- 


. plastin, significant spontaneous haemorrhages have fallen from 10.4% 


to 1.5%. No serious haemorrhage has occurred when the plasma 
prothrombin content exceeded -10%. The use of Russell viper 
venom inevitably -leads sooner or later to serious dicoumarol 
haemorrhages, and as a result a valuable drug is blamed. 


‘vy 
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TUBERCULOSIS: CERTAIN UNEXPLAINED MORTALITY FIGURES* 


BY 


` 


The Right Hon. WALTER ELLIOT, M.C., F.R.C.P., F.R.S., M.P. 


I want here to deal with a subject which necessarily 
involves statistical ‘tables and the scrutiny of certain factors 
of incidence of disease. I am well aware of the desirability 
of: the very greatest and closest attention to thése things 
in detail and for the most meticulous accuracy. Therefore 
I am afraid that on this occasion I must add the letters with 
which we are not unfamiliar in the scrutiny of accounts— 
E. and O.E.—“ errors and omissions excepted.” You must 
in fact take this more aş a general survey than as a very 


close scientific examinationall the more so since the- 


factors with which I am dealing are not anywhere fully ex- 
plained, and are not at the moment the subject of any 
consensus of scientific opinion. I draw attention to the 
trends; the conclusions to be drawn are admittedly 
extremely hypothetical. ` I wish to discuss the figures repre- 
senting a certain unexplained mortality in tuberculosis, 
particularly pulmonary tuberculosis, in the northern half of 
Great Britain, and more particularly in Scotland. Scotland 
is a very convenient statistical unit from many points ‘of 
view ; it is a smaller and more manageable country, and 
its figures are sometimes published ahead of the correspon- 
ding figures for England. 


Tuberculosis Rates 


Tuberculosis rates are, it is agreed, among the most 
important indices of the state of the public “health. I 
think it will be agreed that the steady fall in tuberculosis 
mortality in the United Kingdom has been a notable feature 
of public: health figures for many years. The rates for 
pulmonary and for non-pulmonary tuberculosis each have 
their special significance. For my purpose it is desirable 
_ to examine them‘ separately, where possible, although the 
combined rates have also, of course, great importance. ` 


Just to run over the background picture. 
for pulmonary tuberculosis per 1,000 of the estimated }jopu- 
lation was, in 1851, for England and Wales, 2.78. In the 
next 45 years it fell to almost exactly half : it was 1.34 in 
1897 and 1.31 in 1898. The fall continued. By 1910 the 
rate had dropped to 1.02 and by 1920 to 0.87, in spite of 
the war. The fall still continued ; in 1930 it was 0.72; in 
- 1938, before the outbreak of the last war, it was 0.52. These 
figures follow the recognized’ course, a course which finds a 
general parallel in many other countries, even in those 
greatly ravaged by war and suffering in consequence from 
various degrees of malnutrition and overcrowding. 

There was a short and slight rise of the figures in England 
and Wales in the early war years, but the rise was neither 


alarming nor continued. ‘The unexplained figures to which’ 


I should like to draw attention are those for Scotland. 


*Presidential address to the Royal. Institute of Public Health and 
PIE given on Thursday, May 26. i 


? 


The death rate ` 


The curves in the two countries for many years followed the 
same general course. The death rate per 1,000 for pul- 
monary tuberculosis in England and Wales was, for 
example, 0.72 in 1931. In Scotland it was 0.62. In 1938, 
when, ‘as I have said, the rate in England and Wales was 
0.52, the rate in Scotland was also 0.52; that is to say, the 


falling rate in England had gone faster than in Scotland, 


and the two were at the same point. The rate in Scotland, 

however, reacted to 0.63 in 1941, and continued at 0.62 for 
1942, 1943 , and 1944. This was all the more strange since 
the destruction of houses owing to aerial bombardment was 
very much greater in England than in Scotland, and the 
regular crowding together of the population by night in 
air-raid shelters, which was such a feature in London during 
the blitz, had no parallel in Scotland. The Ministry of 
Health viewed with very great apprehension the result of 


-those enormous numbers of people herding together at 


night,-and sleeping in crowded shelters, out of their homes, 
during the war years. 


. Increase of Pulmonary Tuberculosis in Scotland 

In-1945, at-the end of the war, the Scottish pulmonary 
tuberculosis rate declined to 60 per estimated 100,000. It 
appeared to be about to follow the decline which was taking 
place in England, but this was not borne out by events. 


' The estimated rate for 1947 rose to 66 per 100,000, and this 


figure was repeated: in 1948. No figure so high has been 
recorded in Scotland for 20 years. 

These figures do not seem to be due to any statistical 
fallacy. Notifications may be, and are, subject to changes 
due to greater accuracy in diagnosis and to the extensive use 
of x-ray surveys. In an x-ray survey among the students 
of one large city in Scotland, of the total examined— 
3,465—the rate of significant tuberculosis detected was : 
for females; 1.95 per 1,000, and for males 2 per 1,000. A 
statement issued by the Ministry of Health in March, 1949 
(British Medical Journal, 1949, 1, 493), said that by June 30, 
1948, about 2,500,000 persons had been examined by mass 
radiography. The number of ‘cases in which clinical diag- 
nosis of active tuberculosis was subsequently made was 
approximately 9,564, or between 3 and 4 per 1,000 of all 
persons examined. It is not more than one would expect. 
The post-war notifications cannot be exactly compared with 
those of the pre-war years ; but I think the post-war notifi- 
cations can quite justly be compared with each other, and, 
taken in conjunction with the actual deaths, they present 
this feature of a rise in pulmonary tuberculosis in which 
Scotland is exceptional. 

In 1945 the notifications in Scotland: which pre-war Fhad 
been 4,700, rose to 7,300. As I say, a certain proportion 
of that has to be discounted owing to greater accuracy 
in diagnosis, but not all of it. In 1946 the notifications 
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were 7,627 ; in 1947, 7,984 ; and in 1948, 8,208. The deaths 
follow a similar curve. The deaths from pulmonary tuber- 
culosis in Scotland—and that is-as near a watertight statis- 


tical figure as you can get, for people are not certified as ' 


having died from pulmonary: tuberculosis unless there is a 
fairly strong certainty that that is the cause of death— 
in 1945 were 2,932 ; in 1946, 3,231 ; in 1947, 3,390 ; and in 
1948, 3,417. It is clear, therefore, that the upward trend of 
s notifications is followed to a certain extent by an upward 
trend of deaths. In 1948, as I have pointed out, the figures 
are the highest yet; and the 1948 figures are important 
because they refer to a year with an exceptionally mild 
winter, as against the exceptionally severe one of 1946-7, 
‘ which might reasonably have been expected to produce a 
Tise in pulmonary disease of all kinds. The curves are 
SOND. 3 in | Fig. 1.: The figures for. respiratory and non- 

: respiratory tuberculosis move 


E oom. 2 quite reasonably until 1939. 
a i Pa Then there is a startling rise 
100) re / vespipatory . 10 notifications of cases of 
75| `  TOBERCULOSS respiratory tuberculosis, and 


the curve runs on toa plateau. 
There is no sign whatever of 
a movement downward. The 
mortality rate for respiratory 
tuberculosis follows the notifi- 

` cation rate upwards at a short 
distance. 

In contrast to the pulrnon- 
ary tuberculosis rate; the non- 
pulmonary tuberculosis rate 
shows a drop both in number 
of notifications and mortality. 
It seems as ‘though after a 
period of time the curve were 
resuming its normal shape. I 
need not remind you of the 
‘intense campaign being waged 
for the purification of milk. It 
will be seen, therefore, why 

-I decided that it was more. advantageous to examine those 
two: curves separately, not combining the curve for the 
pulmonary cases with that for the non-pulmonary. In that 
way there will be no misleading conclusions. Ct 





BiG. Poe ‘and 
mortality rates of respirato 
tuberculosis ompad. with , 
‘those of non-respiratory ` 
tuberculosis in Scotland. 


r Decline in England and Wales 


The interesting thing is that this rise is not parallel in 
the general statistics south of the Border. In England and 
Wales the notifications of pulmonary’ tuberculosis were: in 
1945, 42,100; 1946, 42,100 (I am leaving out the last two 
digits) ; 1947, 43,100 ; 1948, 43,900, a slight rise. These 
figures are only to be compared with each other; it 
is not so useful to compare closely the figures for 
England with tHose for Scotland, because the, details 
are different. 
1945, 20,013 ; 1946, 19,365; 1947, 20,156; 1948, 19,089. 
It is clear that something quite different is happening in 
the two countries, and the really interesting question is, 
Does it stop at the Cheviots, at the artificial political 
= frontier, or not? A striking difference would not be 
expected between Newcastle and Galashiels and peices 
Lancashire and Lanarkshire. 


At-this point it is interesting to note that the Scottish — 


_figures are high amongst European countries, whilst the 
English figures are low. We are dealing here not merely 
with a rise but with a rise in a country with a high tuber- 
culosis figure. In England we are dealing with a fall in a 


i 


On the other hand, the deaths were: in| 


country with a low tuberculosis figure: The most recent 
death rates from all forms of tuberculosis per 1,000 are as 
follows: Denmark, in 1946, 32; New Zealand, in 1945, 38 ; 
United States, in 1945, 40; Sweden, in 1946, 51; England 
and Wales, in 1946,°55; Belgium, 66; Switzerland, 76 ; 
Scotland, 79; France, 81; Northern Ireland, 83. It will 
be seen that even in.1946 ‘there was a wide gap between 
the rate in Scotland (79) and the rate in England and Wales 
(55). A breakdown of these figures amongst the Scottish 
towns shows a very high figure in the great industrial centre 
of Glasgow; and to a smaller extent in Dundee, while Edin- 
burgh is lower, and Aberdeen, surprisingly enough, is lower 
still. The industrial County of Lanarkshire follows Glas- 
gow. Caithness and Orkney follow Aberdeen. In 1946 
the death rate per 100,000 for all forms of tuberculosis 
was : in Aberdeen 46, in: Edinburgh 76, in Dundee 87, and 
in Glasgow 132. This compares with figures of 42 for 
New York, 44 for Copenhagen, 51 for Amsterdam, 56 for 
Stockholm, 78 for Paris, and 110 for Madrid. The rate for 
Glasgow was a long way above the rate for Madrid. 

I have set out here, by courtesy of the Department of 
Health for Scotland (to whom I am also indebted for the 
graphs of Fig. 1), the run of the curve as you might 


‘have expected it and the run of the curve as it is actually 


working out (Fig. 2). 
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FIG. 2.—Graph showing mortality rates of tuberculosis in ‘Scotland, 
together with expected curve from 1939-47. 


. is projected (broken line) on to 1947, with the figures on 


either side of the line up to this rise of which I have been 
speaking. The projected line shows how the figures ought 
to have gone; the dotted line shows how they actually 
went. The non-pulmonary curve, according to the latest 
figures, has a trend satisfactorily downwards along the pro-. 
jection, but the pulmonary curve has a arene upwards, 


away oe the projected line. 


"$ “ Slope to the North ” 


To come to the next point of which I spoke, the question 
of the English figures, can we draw any conclusions. from 
an analysis of the figures in England ? I believe it is true 
to say that a “slope to the north ” can be discerned. ‘The - 
rate for all forms of tuberculosis in 1946 was 66 in Birming- 
ham, 79 in Manchester, 89 in Liverpool, and 92 in New- 
castle., I think it is clear, therefore, that a certain masking 
of the trends in England is taking place, owing to the 
averaging of the north and south. It is still more interest- 
ing that in the northern areas the rates have tended to rise, 
and this at a time when the overall rate in England and 
Wales has continued to fall. As I have said, it would be 
very queer if completely different trends were shown in 
Lancashire as against Lanarkshire. The deaths per 100,000 
from pulmonary tuberculosis in Lancashire were 70.9 in 
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1945, 75.1 in 1946, and 76.1 in 1947. The same trend otis 
in the West Riding of Yorkshire, a county with a great 
population which can give one a reasonably reliable. ‘statis: 
tical figure. It is a lower rate, but lately’ it has moved 
upwards. That is all the more interesting, since the West 
Riding figures for the last 50 years or so’have been below 
the average of England and Wales. They are at ‘present 
tending to rise. The rate was 54.9. in 1945, 53.7 in.1946, 
and 58.8 in 1947. For Durham County the figures are: 
43.0 in 1945, 41.4 in 1946, and 47.4 in 1947. 

I do not wish to lay too much: emphasis on this ound 
because I have not the 1948 figures for those counties, and 


_ all these figures may still: be distorted by the incidence of 


j 


the very long and severe winter. In Scotland, as we saw, 
they have been able to crdss the bridge and to give figures 
for the following year, when the winter was mild. I would 
therefore not lay too much stress on the rise that occurred 
in the three northern: English counties mentioned. On the 
other hand, it is true that even in those severe winters \this 


rise did not take place in other areas.' It did not take place _ 


in Northern Ireland, though the figures there are high, nor 
in the City of Belfast; nor has it taken place ‘to the same 
extent in either the cities or the counties of Wales. 

Of course in Northern: Ireland we are dealing. with 
smaller figures, but there the actual deaths from pulmonary 
tuberculosis were 799 in 1945, 849 in 1946, and 761 in 
1947; and in Belfast 328 in 1945, 343 in 1946, and 281 in 
1947. ` It also is rather odd that the rise ‘did not show 
itself in the cities or the counties of Wales. In a‘very great 
industrial centre such as South Wales roughly, the same 
trend would be expected as is found in Liverpool and in 


Glasgow. ‘In Glamorgan County the actual deaths were. 


416 in 1945, 432 in 1946, and 432 in 1947; in Cardiff the 
actual deaths were 178 in 1945, 164 in 1946, and 161 in 
1947, We all know the fallacy of small numbers either in 
death rates or in any other form of statistical analysis. I 
do not wish to stress these figures, but it certainly . would 
not be true to say that i in them you can detect a rise. , 


Causes of Upward Trend 


Now it is very difficult to see what factors can have 
changed adversely in the industrial North which have not 
changed in industrial Wales or in: industrial’ Southern 
England. What is affecting Glasgow which is not affecting 
Birmingham and Cardiff? The factor, whatever it. is, 
seems to.be associated elsewhere at léast.with industrialism. 
The rise in Scotland is mostly in Glasgow and Lanarkshire: 
The upward trend in Northern England is shown in the 
industrial counties of Durham, Lancashire, and the West 


Riding. It is not shown in the neighbouring more-agricul- 


~ tural counties of Northumberland and Cumberland. On 


the other hand, no rise at all is.shown in Sheffield or Leeds. 
The housing conditions in the northern towns ‘in general 
have been’worse than those in the south, yet one might 
say that the deterioration, if anything, was greater in Bir- 


- 


mingham, Manchester, and, of course, London, al of which ` 


suffered wide destruction of houses from air bombardment. 


There is another factor which might have to be examined 
—not so much -a deterioration as an equalization. The 


rationing system has tended to level out any ‘differences ‘in' 
consumption of food and fuel. -I think it is probable that, 


pre-war, there was. a greater consumption of food and fuel - 


as one moved northwards.’ At any rate, the housing was 
worse, and in general the rents were lower and the surplus 
available for food was' greater. ` It is possible that the iron- 
ing out of these things has increased the impact of climate 


and housing, and that that is at least partly responsible | 


for the figures I am mentioning. 


X 


As you know, the Seċretary of ‘State for Scotland has 
actually instituted an inquiry into the Scottish position. 
The committee in question has not yet reported, and I 
think that: its first report will be mainly of a factual nature. 
So far as I know, ‘this committee has ‘not yet arrived at any 
explanation. And so the fascinating picture is before you 


‘of a detective story half read. We do not know the crimi- 


nal. It-is'up to, us to exercise our intelligence. The field 
is open; anyone may gain great fame and reputation by 
Solving the puzzle. It is a very remarkable thing in the 
history of public health that one of the major diseases, one 
which has been under such careful examination for so 


‘many years and has been so closely surveyed in every 


way, is at present subject to a movement that is entirely 
unexplained by those who have either the responsibility 
of dealing with it or the responsibility of giving advice 
upon it. From the administrative point of view this prob- 
lem has, naturally, to me the very highest fascination... 


u 


N on-respiratory Tuberculosis . 

F promised to mention the non-respiratory curve:’ That 
curve has moved down, as one would expect, I think, 
parallel with the ‘ < cleaning up of the herds.” It was, how- 


. ever, puzzling to us in Scotland that our figures remained 


above those of England, although the cleaning up of the 
herds has gone much farther in Scotland than in England. 
That story, however, so far has a happy ending, because 
the most recent figures of 1948 show ‘that the curve has 
come: down with a run and is only just above that for 
England. The non-respiratory ' mortality rate, which in 
England and Wales: was 10 in 1945, 8 in 1946, and 8 in 


' 1947, left us with an unexplained problem in ‘Scotland, 


where it was 18 in 1945, 15 in 1946, and 14 in 1947. How- 
ever, the 1948 figure comes down with a run to 9, so it 
looks as if wisdom were being justified of her. ‘children 
there. But that simply means that that curve is doing 
what one would expect—it is following a recognized course, 
the campaign is producing results. 


\ 


S Conclusion 

To summarize, the fascinating curve is the one which is 
not doing what we expect, which is moving the other way— 
the campaign is not producing results. A doubly interesting 
point is that in England, where the combination of the — 
various parts of the island is producing a general curve, 
it would appear, breaking it down more closely, that the 
curve is not similar in all parts of the Kingdom. Wild 
speculations may be made ; they are as likely to be right, or 
at any rate to.form as reasonable’ a point of departure, as 
any other at the moment. One speculation is that there 
may. have been an introduction of a more active strain of 
infection into -Scotland in the considerable Polish migration 
that took place in the early days of the war. It may not be 
so ; but, at any rate, there certainly was a mass movement 
to our country of a population which in its own country is 
highly susceptible to tuberculosis and has a high tuber- 
culosis rate—a population which, afterwards was inter- 
mingled very intensively with the Scottish people. That 
may be an entirely erroneous line of inquiry. But when 


' you are faced with an unexplained set of facts you must 


consider all,the likely and all the unlikely explanations. 
It is possible that the unlikely explanations are quite as right 
as the ‘likely explanations. Here, then, is a fascinating 
problem of public health to which no solution has yet been 
found. J commend it as an example of how to-day it is 
still possible to find unexplained problems, and of how it 
may be possible, by the use of intelligence and by industry, 
for any investigator to find an explanation of facts which so 
far have baffled everyone. 


r 
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AND CHRONIC 


In my first lecture I recalled impressions gathered from 
a general review of several infirmaries and presented a 
more detailed analysis of the patients of one large institu- 
tion. Before I discuss the clinical material as.a whole 
I propose to describe some conditions that deserve more 
attention than they have hitherto received. They fall into 
four groups: (1) Extreme contractures developing with- 
out apparent lesions in either the nervous or the loco- 
motor system. (2) Some peculiar conditions of the feet. 
(3) Unusual phenomena in the late stages of vascular 
hemiplegia. (4) Incontinence. 
Contractures 

y The contractures to which I would draw attention are 
usually- found in very old people who have been long in 
bed. The posture is one of extreme flexion ;'the knees are 
drawn up to the abdomen; the heels touch ‘the. buttocks, 
the arms are held close to the sides, with the elbows bent 


so’ that the hands are close to the mouth, dnd the chin rests. 


on the chest. The Wrists and fingers and sometimes one 
elbow are freely movable; when feeding,- either hand is 
used to stuff food into the mouth without the help of spoon 
or fork. The attitude recalls that of the intrauterine foetus. 
Such patients are difficult to examine. Left to themselves 
they pull the bedclothes over their faces and lie motionless 
for hours. In all that we have examined we have found 
the plantar responses flexor, but it was hardly possible to 
be certain of the tendon reflexes. Rough testing of sensa- 
tion showed no gross change, but vibration sense- was 
absent. Attempts to:straighten the limbs were obviously 
painful. ve 

There was no history of arthritis or any detectable abnor- 
mality in the joints. A few of these old people talked freely 
and sensibly when they were roused, but they certainly 
preferred to be left alone. Invariably they were totally 
incontinent. 


-` We speculated much about the cause of this condition, 
which I had never encountered before ; it may be that there 
is some degeneration in the. central nervous system that 
accounts for it, but the extraordinary agility of the fingers 
of both hands if manipulating food makes that explana- 
tion improbable. Eventually we came to the conclusion 
that: the very old adopt a position of flexion in bedin 


order to conserve heat; for the same reason they pull the- 


bedclothes over their heads and rebréathe their expired air. 
In the course of time the immobile muscles are fixed in one 
position. It is likely that regular massage and passive 
movement would prevent this-horrible and distressing dis- 
tortion. If, as is common in:cases of arthritis, the contrac- 
ture of the legs is not symmetrical and one thigh rests 
across the other, extraordinary atrophy of the soft tissues 
occurs at the place of pressure, so that the femur may be 
felt almost immediately beneath the skin on the medial 
aspect of the thighs. The tissues adjacent to the place of 
contact seem tobe moulded round the opposite limb. 

*The second of two Lumleian Lectures delivered at the Royal 


College of Physicians of London on April 5 and 7. Lecture I was 
published in last week’s issue. 
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. ' The Feet 


The deplorable condition of the feet of the aged poor is 
notorious. On admission to the infirmaries many patients 
have deformities not only of the toes and feet but also of 
the nails which must have made walking painful. In some 
the nails grow to such an extent that, they are bent over by 
the shoe and bury themselves in the soft tissues on -.the 
under side of the toe. Relief of this distress by rest in bed 
leads some of them to avoid activity, and soon they become | 
permanently bedridden. We have no doubt that the 
deformities are increased, and in a few cases’ caused, by 
the pressure of bedclothes tightly tucked in. In many 
patients lying supine we found the terminal phalangeal 
joints flexed with the skin shiny from the pressure of the 
sheet ; the great toe later is inclined outwards, usually on 
the dorsal aspect of the foot in the position of extreme 
hallux valgus, but sometimes it is pressed under the other 
toes and comes to lie on the ball of the foot so that’ when 
the patient tries to stand the weight is borne on it. 


As an example to show how so simple a deformity may - 
wreck an individual life I recite this simple history. i 


A woman aged 58, in active work in a factory in 1940, fell and 
broke her humerus. She was admitted to hospital; there was 
some difficulty with the. fracture and she lay in bed for two 
months. She then got up, but complained that walking was 
painful and was put back to bed. As she persisted in her com- 
plaints she was transferred to the infirmary, where she lay for 
over seven years. She was the picture of health, and her only 
disability was that the big toe lay transversely under the ball 
of the.foot. Treatment was refused, because she did not wish 
to leave the institution in which she had been treated so kindly. 


ce 


Steps have now been taken to supply simple cradles ” 


to all the beds. 


Hemiplegia . 

The common consequence of a vascular lesion involving 
the internal capsule is familiar: spastic ‘paralysis in exten- 
sion of the leg on the opposite side, adduction of the arm 
at the shoulder, flexion of the elbow, and sometimes 
extreme flexion of the wrist and fingers with rotation of 
the forearm. In a few the flexion of the fingers is suffi- 
cient to cause the nails to make deep grooves in the palms 
of the hands. We were surprised to find in a number of 


‘patients some years after the original stroke that the pos- 


ture of the limbs varied from the usual pattern. In some 
there was gross flexion of the affected leg with the knee 


‘drawn up to the belly, and the arm might be either 


extended or flexed at the elbow. At first we thought that 
the variation was the result of another stroke, but we could 
obtain no history suggestive of an episode of that kind: 


- several experienced nurses assured us that the postural 


pattern of the affected side of the body slowly. and almost 
imperceptibly changed in the course of years, and some 
considered that the flexion deformity of, the leg could be 


‘ prevented by massage, movement, and daily traction. We 


examined a number of these anomalous cases in great detail ; 
there were no demonstrable sensory changes, and the depar- 
ture from.the usual pattern could not be related either to 


‚spontaneous activity after the stroke or to any form of 


physical treatment or position in which the patient had 
been nursed. It is of ‘course conceivable that these irregu- 
lar posturés developed as a result either of slowly- pro- 
gressive thrombosis around the original lesion or of 
independent vascular occlusions in other situations which ` 
we failed to trace. If the observations of the nurses about 
the. slow insidious course of the change in posture are 
correct (and I have no-reason to doubt them) there is an 
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obvious need for careful study of the morbid nervous 
anatomy of these cases. 

We noticed, too, in a.few cases some difference between 
the texture 'of the skin on the paralysed and. unaffected legs, 
and we propose to investigate this by biopsy to see whether 
inactivity of a limb leads to demonstrable structural 
change in the skin. 24 


Incontinence of Urine 
Incontinence in the aged and chronic sick is the most 


serious of all the problems in the day-by-day management . 


of an infirmary. The burden that it places on the nursing 
staff needs no emphasis. I remind you only that no fewer 
than 457 were always or occasionally incontinent out of a 
total of 943 bedridden patients when we began our survey. 
The cost in, laundry and in the wear and tear of bed linen 
is formidable. Preliminary analysis shows that a large 
proportion developed incontinence after admission to the 
institution and confinement to bed for varying periods. Of 
the 714 patients included in the survey 252 were incon- 
tment—79 males (25%), 173 females (44%). The propor- 
tion is smaller than the one given to us on our first visit 
because our figures exclude some of the occasional and 
accidental offenders. Of the 252 cases 97 were certainly 
incontinent on admission, but no fewer than 108 lost con- 
trol of the bladder while in the infirmary ; 
date of the onset was unknown. 

In only one-quarter of all the incontinent cases was it 
possible to find a physical condition that might reasonably 
be considered to be,the cause of it, but no investigation 
worthy of thë name has been possible. An important result 
of our analysis of this symptom was the fact that in these 
patients incontinence in either sex was not a consequence 
of age; there was very little difference in the incidence 
in the ten-year groups 60 to 69, 70 to 79, and over 80. 


In the Leeds survey the proportion of incontinent patients 
was much smaller (males 8.5%, females 10.5%). I have 
already suggested that the better “condition of Affleck’s 
cases may have been due to greater activity in the wards. 


‘There was general agreement that incontinence could 
not be avoided by “screening” rounds even at very short 
intervals ; patients might be left with bed-pans for ten 
minutes without result and the beds would be soiled within 
a few minutes of their removal.’ We tried the effect of 
acetylcholine derivatives to produce a result while the bed- 
pan was in position, but the experiment failed and, the 
patients resented the injections. It had been noticed. that 
if bedridden patients were encouraged to get up and move 
about with help from the nurses the incontinence often 
ceased, but the labour of getting them out of bed and 
caring for them when up was greater than that of cleaning 
them every four hours and was too much for the small staff. 

The reverse was also true: a few clean bedridden patients 
became incontinent when they were. removed: from bed— 
especially if the adventure: was undertaken against their 


- wishes—and it was clear that evacuation of the bladder 


and bowel was with several of them a sort of protest 
against the disturbance of their peace. 

These facts suggest that much incontinence in infirmaries 
is due to psychological disorder induced to some extent by 
institutional routine, although it may also be aggravated by 
infection and local pathological changes. The patients do 
not seem at all distressed by it, and this supports the view 
that the mental factor (the lack of conscious inhibition) is 
more important than the overactivity of the bladder 
mechanism that Wilson (1948) found by cystometric 
methods. 
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Psychologists have expressed the opinion that incon- 
tinence in the senile is a form of regression to the ano- 
oral eroticism of infancy. It may be so. I Jack the train- 
ing and ability to explore the unconscious motivation of 
the incontinent who were brought to my notice. The 
analysis must, I think, be difficult. 

.Of one thing I féel confident—that the burden of incon- 
tinence will not be reduced until.it is possible to ensure 
greater activity and more effective treatment to the senile 
and chronic sick than is now possible with the restricted 
staffs of the infirmaries. 


‘The Clinical Material 

The patients of a large infirmary are a rich mine of 
clinical material for teaching and investigation. Strange 
phenomena of human pathology abound, and one of my 
registrars, after a happy.afternoon with cases of hereditary 
cerebellar ataxia, Huntington’s chorea, and paraplegia 
due to: localized Paget’s disease’ of the spine, remarked 
that the place was a censor’s paradise. The simile is fair, 
but lacks precision ; his recent struggle for the member- 
ship of this College had perhaps clouded his judgment of 
the appropriate paradise for censors. 

Our original intention was a clinical classification of the 


_patients based on accurate diagnosis, but, apart from the 


inherent difficulty of the extent and variety of the material. 
.we were confronted with so many individuals who showed 
evidence of numerous distinct and serious pathological pro- 
cesses in one body at one time that we found it impossible 
to classify them even by “systems.” This was true in at 
least half the cases, and in the remainder a single diagnosis 
was often not more than approximately accurate because 
in achieving it the psychological condition, the blood pres- 
sure, and the state of the arteries might be conveniently 
ignored. We eventually decided to classify the patients 
according to the condition which seemed most disabling at 
the time of survey. Thus, in Table V, “cardiac condi- 


f ‘ 
TaBLe- V.—Diagnostic Category of Most Disabling Condition at 
Time of Survey 
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Nervous disease 1 44 
Dementia .. 33 8 31 
Cancer Di 12 3 10 
-Parkinsonism 13 3 30 
Tuberculosis 2 1 8 
Prostatic disease .. 
Other diagnosis 41 10 48 
No diagnosis 14 4 23 
Total 100 396 | 100 37 
tions ” include-only cases of gross cardiac failure and not 


those with symptoms of cardiac insufficiency. Chronic 
bronchitis with heart failure was classed as cardiac; 
advanced arthritic changes with hemiplegia were counted 
as arthritis, and severe hemiplegia with moderate arthritis 
was reckoned as cerebral thrombosis, and so on. In the 
senile groups were the extraordinary | contractures that have 
already been described. The final fesult, for the reasons 
that I have given, is of dubious value. ` The large numbers 
of cases with multiple pathology led me to heretical 
criticism of the theory of the single diagnosis. 
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The Theory of the Single Diagnosis 


This dogma of the single diagnosis holds almost undis- . 
puted sway in English medical teaching. It is founded on, 


the simple faith that if -we are'clever enough and thorough 
in our investigation of a clinical’ case we will eventually 


' be able to show that all the symptoms and all the physical 


signs are the result of a single process of disease.. The 
appropriate label may then be affixed, honour is satisfied, 
and the dogmatic are content. I do not think I exaggerate. 
On all sides I hear, the warning, “ Don’t diagnose two dis- 
eases simultaneously.” Those about to give classes search 
diligently for good teaching material, by which they mean 
cases which ‘permit the plausible demonstration of the 
validity of the theory: clinical examinations are conducted 


_ to test (among other things) ability in this exercise. 


I can find no specific account of the origin of the theory A 


I suspect that, like Topsy, “ ‘it just growed” .in_ the 
nineteenth century under the stimulus of the triumphs of 
exact science and with the development'of morbid anatomy, 


‘the discovery of micro-organisms and the consequences of 


their invasion, and particularly,.perhaps, with the elucida- 
tion of certain obscuré syndromes and their constant asso- 
ciation with gross lesions in particular organs. Consider, 
for instance, Addison’s, disease’ of the suprarenals—its 


` strange and perplexing symptoms and signs and the splendid 


- 


demonstration that they were hardly.ever found 1 in a patient. 


without manifest destruction of one or both of two small 
glands. | S 
The discovery of the bacillus of uberculosisi the defini- 


tion of the architecture of the,basic lesion, and its natural hae lived throu gh a period of chronological fone. 


history showed that many very dissimilar clinical conditions 


were in truth the result of a single pathological process., 


Before this advance had been made it was difficult ,to 


believe that there could be a unity linking chronic phthisis . 
‘in the adult with tuberculous meningitis in the’ infant, 


. although a few physicians with prophetic -insight had 


suspected it. The proof that the pale spirochaete was the 
cause of all the varied lesions of syphilis and especially 
of general paralysis and tabes, had a like influence, and 


_it is unnecessary to multiply examples. 


The human mind longs for order,.and soon. the theory 
of the single diagnosis was born and waxed mighty. And 


indeed it served a very useful purpose, for adherence to it . 


undoubtedly led to more careful examination and more 
accurate classification of clinical syndromes. Pragmatically 
the theory was justified ; it worked. Later-it was buttressed 
—as useful theories are often buttressed—by somewhat 
dubious argument. A hypothesis of independence was 
introduced (I do not know whence) which stated simply 


that, as in human beings serious disease apart from epi- 


demics was a rare event, it was inherently improbable that 
two serious processes of disease would coexist in the-same 
person. But this argument neglects important: facts. 


First, a person who is already the victim of one serious 


` disease is often as.a direct result. more prone to develop 


another: Consider, for example, the high incidence of 
cancer in the post-cricoid region in patients who have 
suffered long from an iron-deficiency anaemia, ; or the 
frequency of arterial degeneration in the diabetic. ‘Text- 
books recognize -the coexistence of serious diseases, but in 
deference to the theory of the single diagnosis they call one 
of them a complication of the other. 


Secondly, a disease which in a healthy man is but a 
trivial: affair may in those already subject to a serious 
malady assume lethal significance. A sore throat in a 
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strong young man is unpleasant ; in the victim of chronic. 
nephritis it is something worse. i 

Thirdly, the longer a man lives the more likely is he te 
bear scars and disabilities of previous indiscretions and 
random attacks of disease which may in. part be balanced 


-by the acquisition of “immunological wisdom” by his 


tissues. The response to fresh disease or injury in the sick 
and aged will therefore paint a, clinical picture confused 


, and complicated ‘by differing contributions from many 


sources, and ‘the assessment of the relative importance of 
the separate contributions is the particular task of the 
clinician rather than the construction or a single PRENON 
to account for, them all. . . 


As I have already said, the application of the theory of 
single diagnosis, which: has given the familiar working 
world of doctors the fallacious appearance of a multitude 
of separate and unrelated disease processes, has produced 
results of the greatest practical value—not: only in the 
recognition of disease and the discovery of effective treat-, 
ment of its immediate cause, but also by the accumulation 
of knowledge which enables us to prevent or restrict the 
operation of those`causes: At a certain stage in the train- 
ing of students, too, dogmatic teaching has its worth. The 
‘theory is therefore not lightly to be set aside as a working | 
hypothesis ; in acute illness occurring in the young or pre- 
viously healthy a single diagnosis is likely to be justified, 
but in the aged and chronic sick it is rarely relevant. 


‘, The Problem of Ageing 


Senescence implies a series of changes most of which 
commonly’ but. not invariably occur in an individual who 
In man 
the changes are familiar: the skin is pale, often yellowish, 
wrinkled, and inelastic. ,On the backs of the hands purpura 
is common and there is patchy pigmentation of brownish 
hue. The hair is white and. often sparse; the back is 
bowed; the limbs are sometimes tremulous, and the teeth 
are lost... Movement is slow and ‘often clumsy. There is 
a tendency to fall, and, as Sheldon has shown, the fears 
of accident may be so great that they dominate the life of 
the old person. Muscular effort entails distress, especially 
with breathing. Sleep is short and easily disturbed, though 
drowsiness is frequent. Vision fails and deafness is com; 
mon. Sexual desire wanes and infertility in females is 
absolute and in males possible. 


Observation of others and, more rely. contemplation 
of. ourselves acquaints us with certain more subtle changes 
in personality—the conservatism and intolerance of change, 
a slightly contemptuous indifference to popular opinion and 
fashion, the loss of memory for recent events, and the 
difficulty in recalling names. All these things, with the 
physical changes, are accepted as natural; inevitable, and 
irreversible with the grim resignation that proclaims .that 
an old dog can’t learn new tricks. 

It is reasonably certain that ability to learn declines in 
the human species‘ soon after growth ceases, but my col- , 
league, Professor M. V. C. Jeffreys, of the Department of 


‘Education, tells me that no work has been done in this 


country that justifies any opinion about that quality in 
those over 50 years of age. In America preliminary investi- 
gation suggests that’ considerable capacity to acquire new 
knowledge and skill may be retained until late in life, and 
that judgment and experience may compensate in large 
measure for the slowness of the: learning—an opinion that 
I can describe as comforting.. 

Foulds and Raven (1948), on the oter hand, were ea tie: 
fied that the capacity to form comparisons and to reason 


„A 


' not occur. 


` 


AUG. 6,`1949 


by analogy diminished I after the age of 25. They 


‘did not investigate persons over 60 years of age, but said 
‘that if the rate of decline in’ later life remained the same 
as in maturity it would follow: that by the age of 80 the 


average individual’s ability to grasp fresh ideas and adopt 
new methods would be no greater than that of' a child 
of 8. Eysenck (1945) had already produced evidence: in 


support of that grim conclusion. Freud, too, at one time 


discouraged psychological analysis in patients above 50, 
“because old people are no longer | educable.” : We may 


- readily concede that mature experience is likely to prove 


an infertile soil- for the cultivation of psycho-analytical 


concepts and reserve a hope that, for- that reason alone, 


it may not be incapable of wisdom and greater knowledge. 


With respect to the physical changes, belief that the 
disabilities of age are the result of a natural and inherent 


process in human life is based on the frequency with which’ 


they occur and the simple fact that no man,has yet escaped 


death. . The belief is also sustained by the common' observa- * 


tion that longevity is often a familial characteristic and by 
the experimental evidence, that modification or removal 
ef one gene in Drosophila will any pe the life 
duration of the resulting stock. | ` 


For several reasons, however, it is possible to maintain 


speculative doubt whether the changes of senescence dre >~ 


wholly inherent and inevitable in the course of life. 


First, there Is considerable variability in the time of onset of 
the disabilities of age not only in individuals of the same family 
but also in .different peoples. Senescence occurs earlier, for 
instance, in tropical races than in those of the temperate zones. 
This’ suggests (but does not.prove) that the effects of external 
environment, the. incidence ‘of infection; accident, malnutrition, 
or indiscreet excess may’ play a larger’ part in the development 
of senescence than has previously been suspected. . 

Second is the fact that in certain forms of life ageing does 
Insects die almost invariably without showing any 
signs of the wear and tear accepted as the usual prelude to 
natural death in the human being; a possible exception is the 
worker. bee—the indomitable woman of the hive who is said to 


- show a loss, of hair and some fragmentation of the wings before 


she dies—but this is not certain. > 


Third is the strange irregularity of the distribution of changes 
attributed to age—the tissues of the body are not’ affected 
equally. In the vertebrates, including man, as Carrel has 
pointed out, these changes.occur first in what may be: termed 
the closed systems and the plasma, in the teeth, in the joints 


(arthritis deformans) and particularly the vertebral articulations, . 


in the amount and distribution of fat, and in the arteries long 
before there is any ‘ detectable alteration in the organs. Are we 
to assume that tissues age independently ‘of each other, or is it 
possible that these early changes in the closed systems are the 
result of metabolic or other disturbances conditioned from 
without ? ; 


Fourth is the riddle of marine life. 


` ~ 


1 


Bidder (1925, 1932) has ` 


maintained that in natural conditions the growth of fish is' 


unlimited by time and that they do not become! senescent ‘or 
infertile. They die by random chance, or “ parental” deaths 
eccur, as in the male salmon. Established ati is small 
and the matter highly debatable. 


` PROBLEMS OF AGEING AND CHRONIC SICKNESS 


These mysteries have more, than intellectual’ interest ; in ` 


view .of the changing age structure of human populations 
they are among the most urgent of our, problems. In the 
present state of knowledge, it seems to me, senescence must 


be regarded as the product of two components Or groups , 


of factors: (1) effects produced in an individual by pro- i 


cesses inseparable from life as an organism over a period 
of time ; and (2) random effects of changes in environment, 
disease, "famine, surfeit,-and activity. Age and death are 


- phenomena resulting from the variable interaction of the 


two. ; 
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Influence of External Conditions on Ageing 
There is no satisfactory definition of ageing. Minot 
(1908) measured vitality in terms of growth; not the mere 
rate of growth but the specific rate—that is, the ability 
of living tissue to reproduce itself at the same speed as 
that at which it was itself formed. If that criterion be 
accepted the vitality of tissues declines soon after the fer- 


_ tilization of the ovum ; at first reproduction is unrestricted 


in, geometrical progression—from the zygote to 2, 4, 8, 16 
cells—but as not more than between 300 and 400 cellular 
reproductions are likely in the whole nine months of gesta- 
tion the rate must soon decline. In other words, man has 


‘aged considerably before he is born, and continues to age 


rapidly in youth and more slowly as life advances. 

In a study of the shape of the human form as a func- 
tion of time my colleague, Professor P. B. Medawar (1943), 
reached a parallel conclusion—that the rate of change falls 
off progréssively. from the fifth month of foetal life to 
maturity. In a review (Medawar, 1942) of the biological 
mechanisms controlling growth he recorded the opinion 
that it is likely that there is a non-diffusible protein in the 
‘intercellular fluids of adully that CisCOUrAgES the inception 


of free ‘growth. 


Minot’s ideas raised the problem whether changes in the 
rate of growth might alter the vitality and survival of 
organisms. Early’ experiments in mice led to the belief 
that a high rate of. growth was associated with increased 
‘longevity, but the result was dubious because the possible 


influence of genetic differences had been ignored. Study 


of the brook trout, indeed, suggested that the relation of 
rates of growth to longevity might be inverse, and Saxton 
(1945) investigated the matter afresh in rats carefully 
selected to avoid genetic difference. He found that, if the 
rate of growth were reduced by. feeding them on a diet 
properly balanced in respect of all the known essentials 
but, of smaller calorie value than the rats would normally 
consume, the longevity of the experimental animals was 
increased by no less than 100% when compared with that 
of a similar group on unrestricted diets. This remarkable 
increase was noted in both specific and potential Jongevity, 
in the mean age, of survival of the group, and in the 
duration of the life of the. individuals. 


The application of such diets to rats: at maturity 
undoubtedly prolonged their lives, and this: experimental 
result strengthens. the appeal for moderation that the 
empirical wisdom of physicians has so often addressed to 
the middle-aged, 

That I should not be charged with the wish’ to impose 
moderate hunger ‘as a condition of the discipline of well- 
conducted nurseries I think it prudent to say that.in my 
judgment Saxton’s general conclusion, that retardation of . 
growth in rats by restriction of calories significantly 
increased their life span and reduced the development of 
inflammatory, neoplastic, and degenerative diseases, is of 
only theoretical interest until we learn the fate of suc- 
cessive generations of animals bred in such conditions. 
His work is. none the less important, because it shows that 
longevity in rats may be increased to a surprising degree 
by a simple. change in diet. 


The Evidence. from Botany 


There is great variation in the life span and life cycle of 
different plants, and -both the.span and the cycle may be 
greatly modified by artificial culture. Monocarpic plants 
mature seeds but once and die. Why they die is unknown ; 
it may be from starvation due to exhaustion of available 
food by seed production or the result of some poison 

; 


gt 
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elaborated in the process. Nevertheless the life of mono- 
carpic plants may be indefinitely ‘prolonged by modifying 
' their environment in such a way that growth continues 
without the formation of flowers and. seeds. 

Gardeners long believed that vegetative reproduction 
soon. ied to degeneration and that sexual propagation was 
in some way necessary to rejuvenation. But it now seems 
. probable that the degeneration was in fact due to virus 


diseases, which only exceptionally are transmitted through . 


seeds. In perennial plants there is no certain morpho- 
logical evidence of senescence in succeeding years, though 
the temporary organs such as leaves and fruits show 
obvious cycles ending in senescence and death. The con- 
clusion is that suitable modifications of/external conditions 
may enormously prolong the period of growth: and survival 
of plants and seeds. i 
Tissue Culture 

There is now no doubt that the life and reproduction 
of most cells may.be prolonged by artificial culture beyond 
.the limit of the natural span of the organism from which 
they are taken, although some of them, like those of the 
nervous system and the muscles, soon become incapable 
of reproduction. It has been noticed, too, that cultures 
from an aged tissue, though slow in starting, will grow 
as well as those from a young one and that the growth is 
favoured by the introduction of tissue fluids from a young 
animal of the same species. The interesting problem arises 
whether the ageing of tissues may be a consequence of 
some humoral change in-the organism. 

These fundamental questions in the present state of 
knowledge have little immediate relevance to the urgent 
problem of the infirmaries, but I mention them to show 
that the study of the aged and their disabilities may be 
something more than an exercise in ‘clinical taxonomy and 
worthy of the attention of physicians. 


Our work in Birmingham is in a preliminary stage; we 
have found in apparently healthy old men a curious altera- 
tion in the pattern of the chemistry of the blood—the 


sodium and the chloride are reduced, there ‘is delayed - 


' response to hypoglycaemia due to intravenous insulin, the 
storage of vitamin C is defective, and there is a diminished 
excretion of 17-ketosteroids. These changes suggest a defi- 
ciency in the adrenal cortex, but there is no increase in the 
blood potassium or any clinical -evidence' of Addison’s 
‘disease. Injections of testosterone restore the pattern of 
the blood chemistry to the accepted normal and the patients 
gain several pounds in weight and profess that they feel 
‘better. Clinical physicians have exceptional opportunities 
‘in this field, for to them alone will come the cases of 
sudden and premature senescence which may be expected 
to afford material suitable for exact investigation. All of ` 
us are familiar with the rdpid ageing of healthy individuals 


submitted to the strain of injury, bereavement, fatigue, and 


illness, but-the biological processes underlying the manifest 
change are rarely studied—the condition is accepted as 
“ natural.” And yet in these cases the phenomena of age’ 
‘are sometimes reversible. In’ this connexion I cite a 
published case (Thomson, 1938) illustrating the’ sudden 
appearance of senility after an accident. 


In April, 1937, a healthy virile man aged 55 had his hand 
crushed in a machine and suffered much pain. In three months 
he was completely bald and withered; his weight fell from 
10 to 84 st. (63.5 to 54 kg.) and his friends did not recognize 
him. Sexual desire almost disappeared, and he shaved only 
once a week instead of daily. His hair slowly grew again and 
` was white ; his skin was wrinkled and inelastic. There was no 
change in the external genitalia, ‘but the pubic hair was scanty. 
No evidence of disease was found after investigation in the 


~ treatment. 


j out-patient department, and he refused admission.~ I saw him 


at intervals for several months and he improved slowly without 
Two years later his hair was brown and thick, he 
regained his normal weight and lost all trace of senility ; sexual 
desire had returned, and he had to shave every day. 

Similar changes are to be observed in women who suffer 
ischaemic necrosis of the pituitary as a consequence of 
severe haemorrhage or infection at parturition, and I have 
twice seen the sudden development of senile changes in 
cases of the so-called Lorain infantilism. ‘For more than 
twenty years I have had under observation a dwarf, now 
36 years old, who suffers from epilepsy but has no other 
symptoms or evidence of illness. Recently he has shown 
signs of sudden ageing, mainly in the wrinkling and' loss of 
elasticity of the skin. Soon, I believe, as happened in the 
other two cases, he will be a typical example of the 
progeria of Hastings Gilford. 


Summary and Conclusion 
R _ The Clinical Aspect 

My purpose when I set out on this inquiry was simply 
the discharge of what seemed a disagreeable duty—the 
discovery of the best means of improving the state of the 
institutions forthe aged and chronic sick in the Birmingham 
region. I now believe that the problem’is one which 
intimately concerns the whole of clinical medicine and yet 
has been almost entirely neglected. j : 

To restore the study of the aged and the chronic sick 


to the common stream of medical activity seems to me the : 


paramount necessity, and the first step must be the estab- 
"lishment of wards in general hospitals and particularly in 
teaching hospitals for this purpose. Some assert that it is 
necessary to develop yet another specialty in the shape of 
geriatrics. I do not share that opinion. The problems of 
the aged and infirm are so varied that narrow specialism 
is unlikely to be profitable. Medicine to-day is too fissi- 
parous ; it breeds too many specialties. It is my view that 
this field is properly ‘the domain of that under-privileged 
class the general physicians, and that by cultivating it they 
may contribute to the integration and generality of know- 
ledge for which the Harveian Orator pleaded lately and so 
eloquently. 


The virtual exclusion of the aged and the ironie sick . 


from the wards of teaching hospitals, is responsible for 
serious defects in the training’of medical students. In 
general practice the care of such patients constitutes a 
considerable ‘proportion of the work, and the fact that 
the newly qualified'embark on it relatively untrained is a 
reproach to clinical teaching. In excuse it is urged -that 
the pressure of the waiting-lists has prohibited the admis- 
‘sion of these patients, and in the past that has been true. 
The difficulty is not insoluble. 

In the Birmingham Region we estimate that the waiting- 
list of general medical and surgical cases is about 14,000. 
Of these, 60% are cases of hernia, piles, varicose veins, and 
prolapse. My belief is that the provision of a few recovery 
hospitals to which clean surgical cases of this sort could 


.be removed within a few days of operation would end ‘the - 


problem of the waiting-list and permit the establishment 
not only of wards reserved for the aged and chronic sick 
but also of provision for specialized services. ` 

In the wards for the aged in general hospitals the dura- 
tion of stay should rarely exceed three months. . Our 
analysis has shown that ‘the critical period in which the 
fate of the elderly is determined-is about 100 days—that 
is, whether they’ die or become fixed in an infirmary bed 


for years or return home. In a general hospital that period . 


would not only enable a proper decision to be taken about 
the best provision for the individual but it would permit 
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research and dispose of the scandal of admission to the 
infirmaries without adequate investigation—the position at 
present in six out of seven admissions to the Western Road 
institution. In. Hereford County Hospital and in the Manor 
Hospital at Walsall in Staffordshire we found in the course 
of our survey wards reserved for.'the reception of all 
patients above the age of 65 irrespective of the cause that 
‘ led to their admission, and we had no doubt that the 
treatment and disposal of the chronic sick was better done 
as the result of it. 
sary prelude to real improvement i in the chronic institutions 
is regular visiting for teaching, investigation, and review by 
physicians in active charge of general hospital beds. 


Social Aspect 
A summary of our pilot survey justifies the following 
conclusions : 


1. The outstanding chavactentic of the patients is 
advanced age, but the mean age of the patients in the 
infirmary is less than that in the Highbury Home for old 
people, where the inmates live actively and pleasantly and 
at less cost to the community. ` 


2. Of the bedridden patients in Western Road Infirmary, 
who form the overwhelming majority, in only a minute 
fraction (5%) is there any hope of rehabilitation. Dis- 
integration of personality in the apathy- of -institutional 
routine, the development of incontinence, the contractures 
and deformities produced by long inactivity.in bed, the 
lack of adequate treatment by physical methods, and the 
dissolution of homes are’ to a great extent responsible for 
this disaster. 


3. Reform should be directed towards the geven of 
complete disability in the senile. In the strictly realistic 
order of their possible achievement I suggest the following: 


(a) The restoration ‘of the care of the aged and chronic sick 
to. the common stream of medical activity in the way that has 
‘already ‚been described. Thomson and Curran (1948) have 
shown, that the treatment of the old in general hospitals often 
leads to speedy recovery. 

(b) Measures to maintain the cohesion of the homes of the 
elderly: the provision of medical and social services from the 
hospital as at Carshalton, the encouragement of a.sense of 
family responsibility by training a member of it in the care of 
the invalid and perhaps by payment for the work done, and 
occasional admission of the invalid to‘an institution to allow 
holidays to those normally in charge. 

(c) The provision of hostels, special housing, or. accommoda- 
-tion for the aged in which central services and some form of 
domestic help is available. There is no need for uniformity or 
central control in this direction : local conditions and individual] 
circumstances are infinitely varied. In an analysis of a sample 
of applications for help directed to the Welfare Department of 
the Birmingham Council for old people Miss J. E. McCrindell 


found that the vast majority came from independent old people - 


who found that the battle of life was becoming too much for 
them and needed help at home. The sample was composed as 
follows: women 79% (widows 52%, spinsters\27%), men 16% 
(widowers or bachelors), and married couples 5%. Many of 
these will be on the waiting-lists of infirmaries unless some help 
is given soon. 

(d) Industry should be encouraged to examine the conditions 
of the elderly in employment to discover whether adjustment is 
possible to prolong the useful working life of individuals beyond 
the customary age of retirement. A remarkable example of 
initiative in this direction is a special shop at Lucas’s factory 
in Birmingham,’ which I was privileged to see. In this depart- ` 
ment were collected about 50 men and women, most of- whom 
. had given several years’ service to the firm amd then failed to 
keep pace with the rate of production of their fellows. In the 
majority the reason for the failure was premature senescence, 
but occasionally there was a specific physical disability. Instead 
of discharging them the firm established this department where 
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they did light work in special conditions. When I ventured to 
say that the -enterprise seemed to beian admirable example of 
enlightened altruism I was promptly told not to confuse sensi- 
bility with sense: the shop had been costed and it paid. 


The Problem in Relation to Evolution 

It has been somewhat slickly said that what happens to 
individuals beyond the age of reproduction is of small 
importance to the race; that their fate is simply not on 
the agenda of evolution. It is conceivable that senéscence 
and death soon after the term of fertility may have been 
genetically determined in‘ the long struggle for survival, 
because in primitive conditions a race composed of the 
young and vigorous would undoubtedly triumph over 
another with a large contingent of the elderly. But human 
evolution is no longer determined solely by a struggle with 
the natural forces of the environment or by combat decided 
by mere physical fitness. The unique quality of mind and 
the development of a literary tradition.are new and potent 
factors in directing human progress, and it may be that 
the wisdom of the old, less perturbed by sexual and other 
passion, has a greater part to play than is commonly 
believed. Twenty-five years have passed since George 
Bernard Shaw first propounded the gospel of the Brothers 
Barnabas in the second part of his metabiological penta- 
teuch, Back to Methuselah. The brothers had become 
convinced that the confusion of civilization in Western 
Europe was due ‘mainly to the childishness of statesmen, 
and that final catastrophe could not be avoided unless the 
span of’ human life were prolonged so that government 
might be entrusted to individuals with 200 years of train- 
ing and experience instead of immature striplings in the 
sixties. We may justly be dubious .of the biological 
mechanisms postulated by the Barnabas brothers and yet 
retain some sympathy with their doctrine that wisdom and 
experience in high places have some advantage over the 
brightness of puerility. That idea has helped me in this 
contribution to the study of the problems of the aged. 

The Management Committee of the Western Road Infirmary made 
this inquiry possible, and I am particularly indebted to the Chairman 
of the Hospital Group, Mr. Vernon Grosvenor. Dr. Charmian 
Elkes, Dr. S. E. Hallisey, and Dr. P. M. Meynell did the exhausting 
work for the statistical survey with the help of two trained social 
workers, Miss Honor Pringle and Mrs. Leaver. My three registrars, 
Graham Marson, Lewis Arundel], and J. M. Winn, were of great 
help. Dr. L. Nagley, the medical superintendent, and Miss M. 


Thomas, tHe matron, of the Infirmary put their wide experience and 
‘sreat knowledge generously at my disposal. 


- BIBLIOGRAPHY 
Affleck, J. W. (1947). Lancet, 1, 355. 
— (19 48). J. ment. Sci., a 33, 
Alstead, S Se ere Lancet, 1 171. 
Bidder, G P. (1925). Proc. Linnaean Soc. „a 17. 
—— (1932). British Medical Journal, 2, 583. 
British Medical Association (1947). ree and Treatment of the 
Elderty and Infirm, London. 
rage The Right Patient in the Right Bed. ‘Conde. 
are B. (1949). Lancet, 1, 462. 
Cosin, Le (1948). Proc. R. Soc. Med., 41, 333. 





Cowdry, E. V. (1942). Problems of Ageing. Baltimore. 

~ Curran, M. rt al, (1946). Lancet, 1, 149. 
Eysenck, H. J. (1945). J. Neurol. Neurosurg. Psychiat., 8, 15. 
Foulds, G. A., and Raven, J. C. (1948). J. ment. Sci., 94, 133. 
Hogben, oe et al. (1948). Brit. J. soc. Med., 2, 29 . 


Howell, es Old Age. London. 
Lewis, ie J. (19 46). J. ment. Sci., 92, 150. 
. B. (1942). Proc. R. Soc. Med. 
oda). Proc. roy. Soc. B B, 132, 133. 
— 194 Mod. Quart., 30. 


Minor wi $. (1908). The Pollen of Age, Growth, and Death. New 


Royal College of Physicians (1948). 
Aged and Infirm. London. 


, 35, 590. 


Report on Provision for the 


Saxton, J. A. (1945). Biological Symposia, 11, 177. 

Sheldon, J. H. -(1948). The Social Medicine of Old Age. London. 
Thomson, A A. P (1938). Lancet, a 135. 

Thomson, | E. a and Curran, M. (1948). Ibid., 2, 241. 

wa 2, 822. 


W. (1943). British Medical ena 
R Proc. R. Soc. M. ed., 37. ` 
Lancet, 2, 374, 


+ 


306 AuG..6, 1949 _ 


RETURN TO WORK OF ELDERLY IN-PATIENTS 


‘N 


BRITISH 
MEDICAL JOURNAL 





THE RETURN TO WORK OF ELDERLY 
MALE HOSPITAL IN-PATIENTS 
' BY ' 
JOHN PEMBERTON, M.D., M.R.C.P. 
AND 


“ JOAN C. SMITH, B.Sc.Econ., A.M.LA.. 
(From the Department of Medicine, University of Sheffield) 


The following study was undertaken to find out to what- 
extent male patients aged 50-64 admitted to the general 


The Medical Cases 


Of the medical cases, 38.1% died in hospital or after 
discharge, 14.9% did not recover sufficiently to resume 
work, 8.4% were able to return to “light” work, 33.1% 
resumed their, previous employment, and 5.5% were’ 
untraced. ‘The results were less good in group A mainly 
because this group contained more cases of coronary disease 
(13) than group B (6) and fewer cases of peptic ulcer (8 
compared with 23). 


Return to Work in Relation to Diagnosis—There was 


‘naturally a close relation between the patient’s ability to 


return to work'and the nature of the illness from which he 


medical and surgical- wards of a teaching hospital were ' suffered. Table III shows the numbers returning to work 


subsequently able to return to work. . Three groups were 
selected for study: 

(A) All those admitted to rasdioal firm A’s beds between 
Nov. 1, 1946, and. Oct. 31, 1947. 102 patients. 

(B) All those admitted ‘to medical firm B’s. beds hetweel 
Jan. 1, 1947, and Feb. 16, 1948. 100 patients. 
` (C) All those admitted to the wards of a general surgéon 
between Oct. 1, ‘1946, and Feb. 10, 1947, and between June | 
and Nov. 1, 1947, 100 paruens: 


Padi 


Method 


The aim was to follow up 100 patients in each of the 
three groups. 'A date was chosen which would give an 
average follow-up interval of six months after discharge 
from hospital. No case was followed up sooner than three 
months or later than eighteen months after discharge. The 
names of patients were taken seriatim from the hospital 
admission list until the number required had been obtained. 
A circular letter was sent to each patient asking if and when 
he had returned to work and whether he had gone back to 
his old job or to a new one. He was invited to call at the 
hospital if he required any further help from the- social 
service department. Patients who failed to answer or to 
provide the information required were visited by the 
almoner. Half the patients replied satisfactorily to the 
inquiry, about one-third were visited at home, and the 
remainder came up to see the almoner at hospital. Those 
who had died either in hospital or, after discharge were ' 
included in the study to provide a complete picture.. 

The age distribution of the three groups is shown in 
Table I. About one-third of each group fell in each 
quinquennium. The fate of the patients in the three’ groups 
after admission to hospital is shown in Table IT. 


i TABLE I.—A ge Distribution of the Three Groups 


Group 
A. Medical 
B. Medical 
C. Surgical 


All groups, 


` 


‘Group 


A. Medical 
B. Medical .. 


Total medical 


C. Surgical 








oN 


\ 


. Pernicious anaemia 


TABLE JiI:—Diagnosis and Fate of the 202 Medical In-patients 
Aged 50-64 


Returned 
to Old 
or Simi- 

' Iar Job 


Died in 
Hospital 
or After 
~} Discharge 


Not Returned 
Returned | to Light 
to Work | Work 


Diagnosis Untraced 


Pulmonary infec- 
tions (excluding 
tuberculosis) .. 

Peptic uicer 

Cancer 

Coronary artery 
disease 

Essential hyper- 
tension wa 

' Nephritis 

Pulmonary tuber- 
culosis ; 

Cerebrovascular 
accident i 

Attempted suicide 

Psychoneurosis .. 

Rheumatic heart 

Toxic goitre 

Tertiary syphilis 


Nh? oN 
la KO 





ANNNWAAL 


WwW 


Miscellaneous .. 
(single cases) 


Total 





Ny 
oS 
N 





in the different diagnostic categories in groups A and B. 
Half the 44 cases of pulmonary infections (excluding 
tuberculosis), 19 of the 31 cases of peptic ulcer, three of the 
19 cases of coronary disease, two of the 10 cases of 
nephritis, and one of the 14 cases of essential hypertension 
were able to return to their old'jobs. None' of the 23 cases 
of cancer ‘or the four cases of cerebrovascular disease got © 
back to full work, although one cancer r patient returned to 
light work. 


Failure to Return to Work.—Of the 30 patients who did 
not return to work, one was fit for work but was unable to 
find suitable employment. The other 29 patients were 
medically unfit.: Of these 29, one had been transferred to 
the local infirmary, one to a mental hospital, and one was 
awaiting admission to a sanatorium. Six patients had given 
up work because of their illness before the exacerbation 
which led to their admission to hospital. 

_ The most important reason why these 29 patients failed: 
to return to work was that the illnesses from which they 
suffered were chronic or progressive and their course could 
not in most cases be reversed or arrested by admission to 
hospital. As Brown and Carling (1945), in a more general 
study of the social aspects. of hospital medical cases, wrote: 

“For the majority of the patients the stay in hospital was 
merely an episode, sometimes'a relatively brief episode, in 
a protracted period of disability and treatment.” A secon- 
dary reason why some patients failed to return to work was 
that their usual occupation was too strenuous for all but the 
physically fit. j 

The three chief industries in Sheffield and its neighbour- 
hood are steel-making, coal-mining, and the manufacture 
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of edged tools and cutlery. Much of the work in these 
industries is arduous and involves’ considerable muscular 
effort and exposure to various dusts or great variations in 
temperature. | Furnacemen, foundry workers, metal- 
grinders, and coal-miners experience mortality rates for 
bronchitis and pneumonia considerably in excess of that 
for the general population (Registrar-General, 1938). It is 
not easy for the elderly Sheffield workman who has been 
employed in the steel or coal-mining industry and who has 
been partially disabled by a serious medical illness to find 
suitable alternative work. l 


Return to Light Work—Seventeen of the medical patients 
were able to return to less arduous work than their usual 
occupation. The diagnosis, previous work, and “ light ” work 
obtained in this group are shown in Table IV. It was in 


TasLeE 1V.—The 17 Medical ae who Obtained Less Arduous 
or 





















; Diagnosis Previous Work . Light Work 

Fibroid, pul. tub., and 
silicosis ; 

Duodenal ulcer 





Furnaceman Light labouring work 
at old firm à 

Light labouring work 
at old firm 


Painting at old firm 






Handling sheet steel on 
heavy press 

Pneumonia and bron- | Furnaceman 
chiectasis 

Osteoarthritis and em- 
physema 












Registered as disabled 
person. Obtained 
light work at colliery 
surface 

Sedentary clerical work 


Steeltesterin coal mine 





Coronary thrombosis 














Government inspector. 
Mauch travelling 
Labourer at furnace 
Insurance agent. Be- 
came unemployed 
because of illness 
Silver-spinner 





Sweeper-up at old firm 
New clerical job 


Arteriosclerosis 
Diabetes mellitus 








Light turner at old firm, 
sitting down; 9 a.m.- 
4 p.m., 5-day week 

Surface job at former 
colliery 

Lighter job in timber 
yard at old firm 


Essential hypertension 


Bronchitis and empby- 
sema 

Duodenal ulcer and 
ulmonary tubercu- 


Coal-face worker 





Forgeman , 












Watchman in tram shed 
Works timekeeper 
Same works, 
‘job, 6-hour day 
Light labourer, 


Tram driver 
Insurance traveller, 
Cutler 


osis 

Essential hypertension 
Coronary thrombosis 
Bronchial carcinoma , 










Coronary thrombosis Gas worker same 





Coronary thrombosis Furnaceman 









wor 

Given lighter duties 

Old job, but only 6 hours 
a day 


Arteriosclerosis 
Essential hypertension 






City policeman 
Silver hammerer 
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this group that the almoner was most often able to help the 
patient in his return to work. The following case histories 
are illustrative : 


A furnaceman, aged 51. Fibroid tuberculosis and silicosis. 
Unable to do previous work becausé of breathlessness. Was 
registered as a disabled person at the Ministry of Labour, 
and the almoner approached his employer, who eventually 
found him light labouring work in the steel works. 


A silver-spinner, aged 54. Essential hypertension.» Could 
not return to his old job, at which he ‘earned £8 10s. a week, 
as he was unable to stand for any length of time owing to 
dizziness and fatigue. He was registered as a disabled person, 
and the almoner wrote to ‘his employers, who were very co- 
operative and allowed him -to return as a light turner. He 
was able to sit down to this work, and worked from 9 a.m. to 
4 p.m. for five days a week.at a wage of £4. 

An insurance agent, aged 51. Diabetes mellitus. He was 
unemployed when the follow-up letter was sent. He was then 
registered as a disabled person and found temporary clerical 
work. The disablement rehabilitation officer promised to fit 
him into a better position as soon as one became vacant, 
and he was later found permanent employment -as a clerk in 
the Ministry of National Insurance. 


Return to Full Work-—Sixty-seven of the 202 medical 
patients were able to return to their previous employment. 


It is, however, probable that some of these-patients—for , 
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lighter _ 


works 
Light labourer, same - 
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example, those who had been admitted to hospital for 
coronary disease, nephritis, or chronic respiratory disease, 
and who managed to return to their old jobs—would not be 
capable of thẹ same occupational effort as before or remain 
much longer at work. 


Bronchitis, Bronchiectasis, and the Pneumonias.—Non- 
tuberculous pulmonary infections constituted the common- 
est cause of morbidity in the medical group. The 44 cases 
under this heading included 15 diagnosed as pneumonia or 
lobar pneumonia, 13 of bronchitis and emphysema, eight 
of bronchiectasis, five of bronchopneumonia, two of lung 
abscess, and one of empyema. In a survey of illness in 
general practice (Pemberton, 1949) “'bronchitis ” was found 
to be the commonest complaint diagnosed by a group of 
Sheffield general practitioners. It accounted for 11% of the 
4.814 diagnoses, and in men the frequency steadily increased 
through working life. The group of illnesses which includes 
bronchitis, bronchiectasis, and the pneumonias constitute an 
extremely important cause of morbidity and mortality 
in elderly men. The aetiology of these conditions is 
imperfectly understood and in consequence their prevention 
hardly attempted. There is, however, a high mortality from 
these conditions in certain occupations which are common 
in Sheffield, as has been mentioned above, and this may to 
some extent account for their predominance in the present 
series. l 

` The Surgical Cases 

Table II shows that 15 of the 100 surgical patients died in 
hospital or after discharge, 13 failed to get back to work, 
six obtained “light” work, and 59 went back to their 
„previous employment.'. Seven were untraced. Table V 
shows the fate of the surgical cases in relation to diagnosis. 


| TABLE V.—Diagnosis and Fate of the 100 Male Surgical Patients 
. Aged 50-64 







Died in 
Hospital 
Cases} or After 
Discharge 


Returned 
to Old 
or Simi- 
lar Job 


- Not Returned 


Diagnosis 


Returned | to Light 
Work 


Untraced 
to Work 


Hernia .. 
Peptic’ulcer 
Cancer 
Abscesses A 
Haemorrhoids .. 
Enlarged prostate 
Cholecystitis and 
gall-stones .. 
Vesical calculi .. 
Fracture ., pa 
Intestinal obstruc- 
tion .. a 
Hydrocele 
Appendicitis 
Anal fistula 
Bronchiectasis .. 
Pneumonia 6 
Renal calculus .. 
Perinephric abscess 
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Return to Previous Employment.—The surgical patients 
who were able to return to their previous employment 
included 26 of the 33 cases operated on for hernia, five of 
the 11 cases of peptic ulcer, and one of the eight cases of 
malignant disease. The last-named was a patient with 
sarcoma of the mesentery who for a time returned to his 
work as an inspector in the R.S.P.C.A. The high propor- 
tion of men operated on for hernia who returned to their 
old work emphasizes the value of this operation for main- 
taining and often increasing: working capacity. Two of the 
15 deaths occurred from medical, illnesses—one from 
“pneumonia and one from bronchiectasis—and six of the 
13 patients who failed to get back to work were prevented 
from doing so by illnesses which either were non-surgical 
or were non-surgical throughout most of their course. 
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These were two cases of pulmonary tuberculosis, two of 
-peptic, ulcer, and two of. cardiovascular disease. . £ 


Age and Return to Previous Employment.—As might. be 
expected, there was a falling off with advancing age in the 
proportion of patients. returning to their previous employ- 
ment. In the medical cases there was a sharp drop between 
the 50-54 and 55-59 age groups: in the surgical cases the 
drop did not occur until the 60-64 period. 

‘Discussion 

The figures which have been given indicate that the 
majority of-these elderly male medical and surgical patients 
‘either became fit enough to return to their. old jobs or 
died. There remained two intermediate groups: those who 
did not become fit enough to return to work (15% of the 
medical and 13% of the surgical cases), and those who, 
while not becoming fit enough to resume their old- work, 
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were able`to undertake less arduous employment (8.5% of - 


the medical and 6% of the surgical cases). In these latter 
cases the almoner was often able to help by-communicating 
with the previous employer ’or the labour exchange or a 
' different: employer, and explaining the needs and capacity 
- of the patient. It was an advantage if the patient was 
registered as a disabled person so that he could be included 
in the legal quota of disabled persons in ‘the factory 
concerned. 

It was difficult to obtain a suitable ijob for the partially 
disabled man-under a different employer. Usually there 
was no suitable work or the employer did not want the 
responsibility of taking on an elderly unfit man. Moreover, 
the patient usually preferred to return to the occupational 
environment which he knew and where he was ‘known. He 
had perhaps spent twenty or thirty years there and could 
: therefore expect sympathetic consideration. Employers in 
the Sheffield industries have usually, in our experience, 
taken their disabled employees back and found them less 
exacting work, although in many- cases, owing to the small 
proportion of light jobs in these industries, it might mean 
that a workman became almost a “ passenger.” Of the 
17 medical and six surgical patients who obtained lighter 
work after their discharge from hospital, 18 were taken 
back by their previous employers. ~ 

Beck, Gardner, and Witts (1947), reviewing the, social 
‘service ‘required for an unselected series of male and female 
medical in-patients, found that 10% needed assistance in 
changing their employment and, as we have done, that 
registration under the Disabled Persons Act and the use of 
the disablement rehabilitation officer were of value in find- 
` ing patients suitable employment. 

Ministry of Labour Retraining 'and Rehabilitation 
Centres and Remploy factories may help to solve the 
- problem of the partially disabled elderly man. This type of 
patient, however, is unlikely to learn a new craft easily, and 
his physical condition may seriously deteriorate even before 
retraining is complete. Industrial rehabilitation for elderly 
' medical patients does not yet appear to have been much 
developed.’ Usually, however, it is not a question of only 
retraining muscles. which have become weak and inapt from 
disuse or of re-creating the desire to work but of employing 
a man at a much lower level of occupational effort.. For 
this, the Remploy factory seems to offer the best solution. 
Here, the disabled man can be employed on a permanent 
_ basis and the work arranged to suit his capacity. 

It is to be hoped that émployers of labour on a large scale, 
whether in State or privately owned industries, will extend 
still further arrangements for ré-employing their elderly 
partially disabled employees. Such arrangements might 
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include retraining schemes within an industry, “ protected ” 
workshops, shorter hours of work, slower rates of output, 
and the provision of part-time employment. There are 
sometimes departments in a factory which because of the 
nature of the work done could be largely manned by the 
elderly and less fit. The report on old people published by 
the Nuffield Foundation (1947) emphasized the value to 
industry in wartime of the skill and reliability of workmen 
retained after pensionable age in light but skilled work. We 
have seen, for example, two old men of 85 and 83 who had 
been employed at the same silversmiths in Sheffield all their 
working lives, engaged on repairing silver ware.’ It is of 
course not so easy to provide these conditions in heavy 
industry, where the rate of premature disablement is already 
high. ` 
` Summary and Conclusions 


An unselected series of 202 medical and 100 surgical male 
in-patients aged 50-64 were followed up for an average of 
six months after discharge from hospital to see to what extent 
they were able to return to their previous employment. - 

Thirty-three per cent. of the medical and 59% of the sur- 
gical patients were found`to have resumed their previous work. 
. Ability to return to previous employment was most closely 
‘related to the type of illness and to a lesser extent to the work 
normally undertaken. 

Eight per cent. of the medical and 6% of the surgical patients 
were able to return to light work.. 

The social service required to help elderly ‘men who are 
partially disabled by chronic or progressive illness-to find suit- 
able work and the industrial problems involved are discussed. 

Thirty-eight per cent.:of the medical and 15% of the surgical 
patients had died in hospital or before the follow-up. 

It is clearly worth while 6n humane grounds, and also because 
of the need to conserve the nation’s labour force, to arrangé 
suitable working conditions for men who are partially disabled 
by medical or surgical illness years before the normal end of 
their working lives. ,At the same time attention should be 
given to the probability that some of these disabling illnesses— 
amongst the cases of chronic respiratory disease, for example— 
might have been prevented if the patient’s working conditions 
had been healthier from the start. ` 
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Our thanks are due to Professor C. H. Stuart-Harris, Dr. T. E 
Gumpert, and Mr. H. Blacow Yates for permission to investigate their 
cases, to Professor Stuart-Harris for helpful advice and criticism, 
and to Miss B. I. Richardson for assistance in the preparation of 
this paper. 
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The Minister of Health is considering proposals to extend 
the range of gases and fumes included in the list of “noxious 
and offensive gases” which are controlled by the provisions 
of the Alkali, etc., Works Regulations Act, 1906. A draft order 
has been prepared adding to the list volatile organic sulphur 
compounds, and fumes containing carbonaceous particles from 
black production works and fluorine. The order also adds 
black production works, fluorine works, and acid sludge works 
to the list’of scheduled works liable for registration under the 
Act, and it. extends the range of processes carried out in 
` sulphuric acid works, bisulphite works, and cement production 
works the carrying out of which renders the: works liable for 
registration under the Act. The draft order is being circulated 
to interested organizations with a request that any observations 
should be submitted to the Ministry before July 23, and a 
public inquiry will be held before the order is confirmed, 
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BRONCHO-PULMONARY SEGMENTS OF 
THE LUNG AND THEIR TERMINOLOGY 


BY 
J. HARDIE-NEIL, F.R.A.C.S., F.A.C.S. 


AND 


W. GILMOUR, M.D., F.R.A.C.P. 


(From the Oto-laryngological and Pathological Departments, 
Auckland Hospital, New Zealand) 


As there has been some controversy concerning the entity 
of the segments of the lung we will consider these before 
dealing with the terminology. The bronchial tree varies in 
each mammalian species, so we may, by referring to com- 
parative anatomy, gain enlightenment concerning the signifi- 
cance of the various homologues found. The term 


“ broncho-pulmonary segment” is applied to a branch of 
the stem of a lobe of a lung which has on it secondary 
branches with masses of lung tissues called secondary 
lobules. 


A broncho-pulmonary segment with its secondary 
lobules is surrounded 
by connective tissue 
derived from the 
visceral pleura, 
which sends further 
prolongations sepa- 
rating lobules and 
penetrating the lung 
tissue as interstitial 
connective tissue. 
T he broncho-pul- 


monary segments 
form areas that are, 
in the words of 


Ewart (1889), who 
first described them, 
“kept in isolation 
as regards their air 





Fic. }—Lateral view of right upper 
lobe of cast of bronchial tree of black 


buck. supply and form 
separate respiratory 
districts.” From 


pathological data it 
is noted that infec- 
tion in them may 
pass towards the per- 
iphery or pleura, 
but only gross 
pathology such as 
tuberculosis or 
malignancy can 
break through their 
boundaries to invade 
the — neighbouring 
segments, 

Willis (1676) 
was apparently 
acquainted with 
comparative anat- 
omy when he drew 
the diagram of a 
lobar bronchus and 
its branches. It is 
corroborated by that 
of Huntington (1898) 
showing an embry- 
onic mammalian 





Fic. 2. 
view of cast of right upper lobe of 
bronchial tree of dog. 


lateral and slightly posterior 
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lung. This type with 
many lobar branches 
is seen in some 
mammals, such as 
the pig and the 
wallaroo, but one of 
the earliest mammals 
or monotremes, the 
platypus, has an 
upper lobe closely 
resembling that of 
the human. In one 
of the herbivora, the 
black buck (Fig. 1), 





we find a simple 

type of the upper- 

lobe stem that 

divides into two 

trunks—the subapi- Fic. 3.—Pruned cast of right upper lobe 
cal below and an of bronchial tree of monkey, 
upper one. This 


division can be 
traced in all the 
mammals we have 
dissected. On the 
upper or cephalad 
aspect of the upper 
trunk of the black 
buck may be seen 
two obvious homo- 
logues of the apicals. 
In the dog (Fig. 2) 
two well-marked 
apicals come off this 
trunk. Intermediate 
between them, but 
on the lateral aspect, 
is a well-marked 
axillary branch that 
supplies an area 
between the anterior, 
or continuation of 
the upper trunk, and 
the subapical. 


HUMAN 
RIGHT 
UPPER, 





Fic. 4.—Anterior view of cast of right 
upper lobe of bronchial tree of human. 


The Upper Lobe 


If the apicals are granted segmental status a simple 
classification must be accorded to the axillary. In a monkey 
(Fig. 3) the two apicals are fused into one segmental 
bronchus. The axillary is well marked, whilst the 
remainder of the upper trunk, taking a ventral or an 
anterior direction, continues on as the anterior. We show 
a cast of the upper lobe of a human (Fig. 4), but it is only 
a confirmation of the diagram of Aeby (1880), which has 
never been challenged. In it there is practical coequality 
of the axillary and the anterior. 


With progress in the gradation of the mammals the upper 
trunk shows, first, branches that fuse and serve the apical 
portion of the lobe. Then the axillary segment appears. 
After it is given off the upper trunk continues on as the 
anterior segment. Thus we see that, in accordance with 
adaptation, branches of a lobar bronchial stem, in con- 
formity with the diagram of Willis, may disappear or fuse 
with another or may become aggrandized to form a separ- 
ate segment. The axillary in the higher mammals becomes 
progressively enlarged and serves the area between the sub- 
apical dorsally and the anterior in front, The axillary is 
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readily accessible to bronchoscopy, can be filled separately 
with “ lipiodol,” and is a recognized site of lung abscess. On 
a lateral view of a radiograph it overlies the bifurcation of 
the trachea. The attempt to incorporate it with the anterior 
segment ignores anatomical and clinical accuracy and does 
not lead to clarification. 


The Lower Lobe 


In the lower lobe a controversy centres round the question 
whether the subapical has a separate entity or should be 
regarded as part of the posterior basal. Starting from the 
proximal end in the human there are given off in succession 
the apical, the cardiac on the right side, the anterior basal 
one or two, the axillary basal. and the posterior basal, which 
is the continuation of the lobar stem (Fig. 5). The relative 


4 f APICAL 
a i 
2 


~~ 


“MIDDLE. a 2 
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Fic. 5.—The human right lower lobe. 





position of these is constant. In various positions from 
below the apical to above the final major division, where the 
axillary basal is given off, there may be found one to three 
segmental orifices distributed to the subapical segment 
which serve the lung between the apical above and the 
posterior basal below. Their distribution may be media- 
stinal, posterior, and lateral. 


At times, particularly on the right side, the segmental 
orifice of a subapical may be as large as the apical segmental 
bronchus. It may be absent on the right side or on the 
left side, but it is present, however, as a substantial segment 
with an orifice often as large as the anterior basal in all 
the mammals we have dissected. Frequently on the left 
side in the human the proximal part of the subapical 
segmental bronchus is overlain by the apical above and 
the posterior basal ‘below. Hence on inflation it has simply 
a lateral distribution. 

Some contributors persist in showing the subapical of 
the lower lobe as part of the posterior basal—this in spite 
of the classical work of the first masters of bronchial 
anatomy, Aeby and Ewart, and the constant findings in the 
mammals that we have dissected. In his diagram, in which 
the bronchial tree is shaded to demonstrate his belief that it 
divides monopodia'ly, Aeby shows the subapical definitely 
as a separate branch of the lower lobe of the bronchial 
stem, which latter eventually ends as the posterior basal. 

Consequently the last branch given off from the bronchial 
~ tree before it continues as the posterior basal is that of the 
axillary basal. A subapical branch must come off above 
this point to be classified as a broncho-pulmonary segment. 
Comparative and human anatomy definitely show this to 
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be true. It is not possible to see how a subapical can be 
considered part of the posterior basal. 


Preparation of Lungs for Inflation 


We once more reiterate that the most satisfactory way of 
demonstrating the broncho-pulmonary segments is by the 
Moolten (1935) method of fixing the lungs. When the 
lungs are fully distended in vacuo the air sacs are fixed 
in that condition. On inflation the segments may be 
delineated just as in a map. If a lung is simply fixed in 
formalin the air sacs, in contraction, are filled with fluid 
and debris, and inflation may cause an artificial emphysema, 
masking the definite boundaries. We have given up using 
casts for the demonstration of the segments to students, as 
they are not easily recognized guides to the peripheral 
distribution, We have found it practically impossible to get 
any useful results from demonstration of fresh lungs in 
the necropsy room: they will develop artificial emphysema 
on inflation when apparently just fully expanded. 

Moreover, when the bronchial stem in a fresh specimen 
is opened, the lung collapses in its full length and recogni- 
tion of the various segmental orifices is very difficult to 
those not well experienced, Turning over a fresh lung and 
holding the collapsed slippery mass in an endeavour to 
demonstrate the segmental delineation by inflation is worth 
a trial by any investigator, as it will convince him of 
its uselessness for accurate delineation. The Moolten 
apparatus is cheap and easily constructed. Specimens pre- 
pared by this method will last for years without losing their 
segmental delineation. The method of preparation has 
already been described (Hardie-Neil and Gilmour, 1946). 


Terminology 


The terminology of the bronchial tree was discussed at 
the two meetings of the Oto-laryngological Section of the 
Pan-Pacific Surgical Congress in Honolulu in September, 
1948. The consensus of opinion was that although the 
entity of the axillary segment of the upper lobe was 
definitely accepted its name could be replaced by the term 
“lateral” in conformity with modern anatomical termin- 
ology. Similarly the middle lobe main divisions could be 
termed “lateral” and “anterior.” The name “apical of 
the lower lobe” is a convenient and localizing one in 
topography. Ewart described this segment as the bronchus 
dorsalis, but divides it into two branches—one the apical, 
and the other supplying the rest of the segment. As the 
term “dorsal” would apply to the apical, subapical, and 
posterior basal segments by position, it should be discarded. 
The term “apical” is more localizing, and anatomically 
corresponds with the apical of the upper lobe. The separate 
entity of the subapical segment of the lower lobe was recog- 
nized, and among the basal segments the axillary basal could 
be termed the lateral basal in accordance with modern 
terminology. We now suggest the following terminology 
of the broncho-pulmonary segments. 


Upper lobe : apical, lateral, anterior, subapical. 
Middle lobe : Anterior, lateral. 


Lower lobe: apical, subapical, 


: 
cardiac, anterior basal, 
lateral basal, posterior basal. l 


The anatomy of the broncho-pulmonary segments, and 
particularly of their vascular supply, has in recent years 
received such detailed consideration in connexion with 
pulmonary segmental resection as to add to that knowledge 
which has been the basis of the splendid life-saving 
advances made in recent years in the surgery of the lung. 
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E so ae oe aera ae A Ep 7 al, . wentioned.a similar.case which recovered. Barnett et al. 
1241) AS tim pPOOUC ANC ANACRE ArT Tae TIGIOne (1948) and`Briggs and Emery (1949) also record two cases, 
was synthesized by Spielmann in 1944 it was originally witha nephrotic syndrome, one of which was fatal. These 

R CO— NH R CO—-NH_ R. CO—_NH-~- reported figures—eight fatalities and a further six severe 


n SF | ‘XZ NX reactions—must be considered in the*light of Nattrass’s 
C ug C '- CO (1949) quoted., estimate of 10,000 cases that have had 
ZN. mt eS aay Z -` tridione treatment. In this context the toxicity of the drug 
R O——CO R ` NH——cCo r R CO—. L « r « ga ry 
Beles ely ae BO ot R ` ' : ; cannot be viewed as very high, and Briggs and Emery 
Oxazolidine diones Hydantoins Barbiturates . ; : i f ; 
pS 7 t ; must .have been particularly unlucky in their experience 


- ~ 
4 


tried as a: sedative and analgesic. However, in experi- of four ‘severe rT eactions in a total of ten patients 
¿mentally induced convulsions in animals it was found to treated. 


` be more effective as -an anticonvulsant than. either barbitur- -' Apart from the above effects, Lennox also found that 
ates or hydantoins (Everett and Richards, 1944)._ This ~ in half the cases of ‘grand mal these fits were made worse. 
observation, combined with the drug’s low toxicity,recom- The drug has not been extensively used in this country, 
mended it for ‘the’ treatment of epilepsy in man, and it owing partly to difficulties of supply” and partly to its 
has now been in clinical use for some three years. ° ` reputation for toxicity, which seems to have been exagger- 


The first report of its-results was given by Lennox (1945), ated. Only three series, of 23,10, and 9 cases respectively 
who noted that it was often dramatically effective in the (Butter, 1948 ; Briggs and Emery, 1949; Nattrass, 1949), 
_ petit-mal epilepsies; but that its expected anticonvulsant have so far been recorded. In this paper the results of the 
action as shown by the control of grand-mal seizures was’ treatmentof 50 patients are given. 
not pronounced: on the contrary, it appeared occasionally p “3 ; i 
to aggravate these. Thiş'view has been largely confirmed a i l Present Investigation ; 
by subsequent: workefs (Richards and Perlstein, -1946 ; ° Case Material-—Patients were selected in the main 
Perlstein'and Andelman, 1946 ; Butter, 1948). Its value in because other forms of treatment had failed to contro] or 
psychomotor attacks also seems slight, though De Jong: reduce their attacks. Nineteen were males and 31 females, 
(1946) has: claimed on rather slender evidence that, com- and their ages ranged from 4 to 62 years. Treatment was 
bined with other drugs, it is also effective in-controlling continued for periods varying from 2 to 18 months. Some 
ithese seizures. | After two and a half years’ experience of form of the, “ petit-mal triad ”* was, present in 46 cases: 
its use in 245 patients Davis and Lennox -(1947) write of 22 had only petit-mal epilepsies ; the other 24 had grand- 
its “unique and almost.specific effect in the control of the ` mal attacks as well: Six of thése had proved local brain 
petit-mal epilepsies.” This is a high claim: for the treat- lesions as the probable basis of their attacks. Of the 
ment of a condition. notoriously difficult to control; and remaining four patients, three had grand mal only, and 
may prove over-optimistic. Nevertheless all experience one a unilateral tremor-rigidity syndrome due to birth 
seems to agree that in many cases ‘of petit mal tridione injury. ` l 
produces a striking Amenoranon A a ae '" Dosage—Dosage varied-from 0.3 to 1.8: g. of tridione a 

Although the drug’s toxicity 1n animal experiments’ was day, which represented one to six capsules of 0.3 g. each. 
low, minor toxic effects in manjare common. They were with adults the initial dose was usually one capsule three 
discussed-in detail by Lennox (1947).. He found com- 





2 Se eee 
— 1. “This nomenclature was introduced . by Lennox and Gibbs, and 
*“Tridione ” ‘is .Abbott Laboratories’ trade name for 3,5,5- includes “ classical” petit-mal, myoclonic jerks, and akinetic or 
trimethyloxazolidine—-2,4—dione. ~ It has become established in the inhibitofy epilepsy. The grouping seems justified on both- clinical 
literature as, the clinical name for this chemical substance and is „ang electroencephalographic grounds, and is now accepted, with 
therefore used here. ‘* i . qualifications, both iri this country 'and in’ America. 
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times a day, which would be scaled up or down'in the weeks ; then a “severe status epilepticus occurred and 
light of their response. With children under 10, two cap-' tridione,was abandoned. In a third case, with a calcified 
sules were used initially, and for those under 5, one. Once lesion in the left temporal region, inhibitory or petit-mal 
a marked beneficial effect was obtained the. dose was attacks were greatly reduced. The drug -was stopped in 
usually réduced by stages to the minimum needed to main- _ nine cases: in three'because improvement was maintained 
tain improvement. This was generally two or three cap- 5 ; 

sules a day. .Few patients who did not respond to three ‘TaBLe II.—Cases with Grand Mal and P etit-mal  , 

or four capsules a day .would do so with larger. doses, , 
though in one case in which the smaller dose had produced: 











Length of l 
. , Effect on Attacks. 


Treatment: 


` 














. no. noticeable effect at all doubling the dose from three to (Months) = 
six capsules a day produced a dramatic improvement in’ 3 ia Pm. no ‘effect. Gm. increased 
i { ; satas 4 , |In. abolished.” Gm. increase 
48 hours. In. some cases improvement’ was maintained.:' 35 (4 Both abolished for 2/12, then Gm. 
even when the drug was stopped. For this reason the effect 5 N ast hina aie cee i 
of omitting it was tried in’ alk cases which still maintained PA I poti renee o E te ; 
improvement with only one or two capsules ‘a day. 12 - Boa reduced to fio, Gm, unchanged, 
, r . A ee i : Pm. epolsned: are improved d 
n ' ` ' du ` 1 Pmi reduced to }. m. increase 
i y l : ; ` 12 | Pm. no effect. Gm. improved E 
3 l Results i fo o i n n apm. aoled, noe incremen 4 
q i : . ' . reduced to . Gm. improve 
Results were judged by comparing the average number 15, | Pm. reduced to i: Gm. improved 
of fits per week before and after treatment. Evidence of x ra peaurad at Gm. ea ; 
av : a D . m. reduce O g.: ‚Gm. ʻ 
this was always obtained from an outside observer as well ~- 8 | Pm. reduced to 1/10. Gm. increased 
‘as the patient.’ It. will be seen from Table I that five of Blea eave ae yop Gm, on hanged 
the 22 pure petit-mal cases had their attacks completely 3 oin A gece a 
T $ , i g er : n. Te i . 
' - i , i 4 Pm. reduced to 1/10. Gm. increased 
TABLE I.—Cases with Petit-mal Triad Only >` i +3 ‘| In. no effect. Gm. increased 
\ : ' y E Pm. reduced to ł}. Gm. unchanged ‘ 
i R j ; } — 5° | Pm. reduced to 1/10. Gm. unchanged 
` Type of' | Length o f ON ? AS 
Attacks | Treatment] Effect on Attacks Gm: & Grand’ mal. In. = inhibitory epilepsy. Pmi. = petit mal. . Myo! = 
: (Months) : i “myoclonic jerks i l 
EMs In Reduced to ' ‘ f Hy j ‘ + l ‘ : | g 
m. +9 ” i p i, L e oe : i . 
Pm. Reduced fo 3 (variable) ‘without it; in two because the effect on petit mal was 
Pin: S Reduced toilet transient or negligible; in three because grand mal was 
ase In laca le S'a ji increased ; and in one because of marked irritability and 
Pm. ‘Reduced to 4 , conduct, disorder. `> i i ak 
* 4 = 19 EEJ y 
Pm.’ es: Ree | Of the three cases of grand: mal only, one, a post- 
agree ‘Abolished = so traumatic epilepsy from closed head injury, was completely 
” ‘ ” y \ . p 4 
rm. | Reeders te i free from fits for a period of, over a year. She had’been 
Pm. Reduced to 4 (transient) r given tridione as both hydantoins and phenobarbitone had 
Kr Myo: Rednedts a. 2 failed to reduce the number of her attacks. ` The other two 
Emi ie a ł i ‘7 ~ had been wrongly diagnosed as akinetic attacks before the 
Pm. ae? ae; OM ; ‘ , account of a trained observer made it clear that they were ' 
Bat iy sti °° yin fact mild grand mal: In neither case was the frequency 





. of the fits affected. ; The patient with tremor-rigidity syn- 
,' Pm. = Petit mal. In. = inhibitory epilepsy. Myo. = myoclonic jerks — drome was given tridione for its supposed antispastic effect, 
i i s Pa oo but no' objective change in his condition’ was noted after 
abolished for’ the period. of observation. In a further-11 three months’ treatment. , l l a 
cases attacks: were reduced in frequency to a quarter or ‘In general the results of this regime were shown within . 
less. Another five’ showed slighter degrees of improve- a week or ten days of its start. ‘Often within 48 hours a 
ment, which in one case lasted only six weeks. In only; reduction of attacks was remarked on. After three weeks’ 
one case was there no effect. ~ ; treatment with an effective. dose, further changes in the 
‘The assessment of the cases, with mixed grand mal and petit-mal epilepsy were ‘not usually seen, though an increase 
petit mal is more difficult (see Table Ii). However, in} 15, in grand mal, if it occurred, commonly did so after this 
of them the petit-mal element ‘was abolished or greatly time. f 


t ` 


- reduced, and in a, further five cases it was somewhat’ `, If seizures were abolished or much reduced for over ` 


` 


, reduced. ‘In four it was unaffected. The effect on the three weeks it was usual to start lessening the dose: of 
grand mal was hard to judge, as these’ attacks: were ustially tridione. In most cases it was possible to do so without - 
much less frequent than the petit mal. ‘A noticeable reduc- any, relapse, though ‘occasionally reduction by even one 
tion of frequency occiirred in-five cases ; in nine it appeared , capsule a day caused increase of fits. In three cases thè 
unchanged ; and in ten it increased in. frequency, or- the drug was' stopped entirely after three to six months of- 
fits -became more severe, status epilepticus occurring in ‘treatment, and all three remained free from attacks for: 
one case. Reviewing the whole 46 cases from the: point of. . periods of two to four months. On the other hand,. in 
view of petit-mal attacks, 31 showed abolition-of attacks some cases in which the drug was omitted inadvertently 
or great improvement, 10 showed some improvement, and attacks recurred or became more frequent within three to 
5 showed no change ; none were worse, : four’ days. Moreover, in two cases omission of the drug 

Of the six cases. With focal, brain lesions the petit mal’. because clinical response seemed slight produced an unex- 
was unaffected in three. In one, with a frontal glioma, pected increase in petit-mal attacks, which were again 

‘attacks were reduced in ‘frequency from three or four a -reduced when it was ‘restarted. i 7 
day to two or three a month. In another, with a right Two cases, one with ,grand-mal only and one. with 
temporal angioma, the petit mal wa$-abolished for five~ myoclonic jerks and grand mal, showed. an interesting 
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change in their attacks within ten days of starting tridione. 
Both noted a lengthening of the ‘period of aura, in each 
case an epigastric one, so that they-were able to sit or lie 
down before their grand-mal attacks developed, whereas 
previously they had had only the most. momentary warn- 
ing. They appreciated this change considerably} though 
in neither case was there any reduction in the frequency 
of attacks. ue z 


Illustrative Cases ' ` 
The regime of treatment and the problems involved are 
illustrated in the following brief case histories. 


Case 16: Petit Mal and Myoclonic Attacks Abolished by 
Tridione—A boy aged, 13 had had typical petit-mal attacks and 
occasional myoclonic jerks of the right arm and shoulder since 
‘the age of 44. There was no personal history of grand mal 
or any family history of epilepsy. Attacks averaged 10 a day, 
but on bad days he might have 20 or 30. They wereunaffected 
by 44 gr. (0.29 g.) of phenobarbitone a day, which was making 
him sleepy. He was given 0.3 g. of tridione t.d.s and 1 gr, 
(65 mg.) of phenobarbitone.b.d. After three days the attacks 
were much less frequent, and after a week they were abolished. 
They have been absent now for over a year, except. when he 
omitted the tridione for periods of five and eight days. On 
each occasion the attacks recurred in 48 hours.’ He is! 
- stabilized on 0.3 g.-of tridione b.d. 


Case 5: Petit Mal Controlled-by Tridione. . 


Grand Mal 
Occurred for First Time - Controlled by Hydantoin——A youth 


now \ 


r 


Toxic and Other Incidental Effects 


, Blood changes are potentially the most dangerous and 
deserve ‘special consideration. Reports of fatal blood 
changes have been mentioned above. They appear.to be 
ë © 
fairly sudden in onset and rapid in progress. In some of 
them both diagnosis and treatment seemed somewhat 
, delayed. -They may occur at any time within a few weeks 
to ten months of the start of treatment. As with other 
toxic blood dyscrasias, their earlier manifestations are 
probably general symptoms of sore throat, malaise, listless- 
ness, etc. Their possible occurrence demands that patients 
on tridione should be under medical supervision, and 
unexplained general symptoms require an immediate check 
on the blood. They.are, however, rare, and a more common 
effect noted by Davis and Lennox was a slow downward 
drift of the absolute neutrophil count, sometimes with a 
rise in number of lymphocytes or a transient eosinophilia. 


. The change was reversed by omitting the drug. 


In 36 of the cases in this series full blood counts were 
done at the start of treatment, thereafter fortnightly for 
the first six weeks, and then at intervals of four to six 
weeks. In 10: others the counts were done initially and at 
monthly intervals. In four the counts were more sporadic. 
In 26 cases treated for six months or more two showed a 
sudden marked reduction of total granulocytes in their 
‘monthly counts. Both returned to normal—one within 14 


aged 18 had had petit-mal attacks since the age of 7. There ~ days and the other within'four days of the abnormal count.. 


was no personal history of grand mal. One’ sister had petit. 


mal. Attacks averaged one or two-a day and. were controlled ° 
for some years with 1 gr: of phenobarbitone b.d. At the age | 


of 16 attacks recurred, and 1 gr. of phenobarbitone t.d.s. had 
no effect. He was given 0:3 g. of tridione t.d.s with 1 gr. of. 
phenobarbitone b.d. ` The attacks ceased after 48 hours. Thé 
phenobarbitone was gradually reduced during six weeks. 
- Occasional petit-ma] attacks recurred three months later, averag- 
ing one in four or five weeks. Five months later he had his 
first grand-mal attack. ‘He had three further attacks in the next 
10 days. Then 1} gr.. (0.1 g.) of hydantoin b.d. was added to 
his tridione. No further grand-mal attack occurred. for the 
next four, months. Two’ petit-mal attacks occurred during this 
time. He is now regularly taking 0.3 g. of tridione t.d.s. and 
'14-gr. of hydantoin b.d. me ge 


Case d4: Petit Mal Unaffected by Tridione; Grand Mal 
Developed.—A girl aged 12 had had petit-mal attacks since the 
age of 10. There: was no history of grand-mal attacks, and 
the family history was negative. The frequency of attacks was 
12 daily, and they were reduced in number for'a few months 
by 2 gr. (0.13 g.) of phenobarbitone a day. This effect ‘soon 
wore off. She was given 0.3 g. of tridione t.d.s. together with 
the phenobarbitone, but this was without effect. ‘In one, mònth 
dosage was increased to 0.3 g. of tridione five times a day. 
There was no effect in a further month. At this time the first 
grand-mal attack was reported, and 0.3 g. of tridione t.d.s. 
with’ 14- gr. of phenytoin sodium (“epanutin ”) was given for 


two months. There were no further grand-mal attacks, but the ` 


petit mal was unabated. : Electroencephalography in this case 

showed runs of typical wave-and-spike activity. ' É 

2 = os 8 
Electroencephalographic Changes 


A detailed description of these will be given elsewhere. 
Here it is worth noting that clinical improvement did not 
always go hand in hand with decreased abnormality in 
E.E.G. records ; nor was the occurrence of wave-and-spike 
or “ petit-mal variant” patterns in a record essential- for 
clinical or, E.E.G. improvement. to occur. 
majority of those showing good clinical respofse did’ in 
fact show wave-and-spike activity, some-cases without ‘this 
improved markedly, and at least one case with a clear-cut 
wave and spike showed no clinical response to the drug. . 


` 
I 4 f $ 


Though the- 


In the latter case it was considered possible that the 
‘apparent reduction was’due to a technical error. In six 
others a slow but irregular reduction of granulocytes was 
noted, but in'none did the absolute neutrophil count fall to 
the 1,600 considered dangerous by Lennox. -In four a 
moderate leucocytosis occurred, but at periods varying from 
one to 10-months after the onset of treatment, so that there 


“was probably no causal link. In two an eosinophilia of 


over 5% was noted. No-significant change in haemoglobin 
or red cells was seen. - 

The -urine was’ tested, for albumin and- sugar only, 
in 18 cases during the first three months of treatment. 
Albtiminuria was found in one case. This was 
absent three weeks later, though the treatment had been 


. continued. a 


Apart from the aggravation of grand-mal attacks con- 
sidered above, other toxic .effects, though annoying to 
‘patients, were medically trivial. Seventeen cases suffered 
from “glare.” For this the wearing of sun-glasses during 
bright ‘weather sufficed to allay any discomfort. Ten had 
rashes—eight acneiform, one macular; and one urticarial. 
In the latter two cases the.drug was omitted for three weeks, 
as these rashes may sometimes herald more severe toxic 
reactions. The acne seemed purely an aesthetic disadvant- 
age, though at times-a serious one. In young women 
especially it proved a handicap to continued treatment, 
which had sometimes to be omitted temporarily. The rash 
would then clear, to return, though. often less intensely, 
when the drug was restarted. Four patients had an irrit- 
ability severe enough to affect their social relations. Three 


. noted drowsiness and slight ataxia, and in one of them this 


persisted for some months. Three had prolonged bouts 
of hiccup during the first three months. ` None complained 
of indigestion, though two had nausea or vomiting at the 
onset. None of these complaints required more than a 
temporary cessation of the drug. It is a distinct advantage 
that ‘its sudden complete cessation had no tendency to 
cause status epilepticus in patients with grand mal—a 
danger which always has to be borne in mind with 
barbiturates and hydantoins. 
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The obverse of these minor ill-effects should also be 
mentioned. In many cases patients or their relatives 
spontaneously remarked on an increased sense of well-. 
being, an improved performance at school, or improve- 
ment in social behaviour in the home.’ One intelligent 
patient gave a vivid description of the increase in self- 
~ confidence when, he no longer had to fear the sudden 
interruption of what he was saying or doing by an attack. 
| Discussion ard Conclusions 7 

There can be little doubt that tridione is a valuable 
remedy in the treatment of :petit-mal epilepsy. At present 
„it is used mainly in those cases in which phenobarbitone 
and the other better-established drugs have failed. In the 
future, it, or one of its less toxic related compounds 
such as dimethylethyloxazolidine dione, already in use in 
America, will probably be the drug of first choice. Its 
possible toxicity, especially to the blood, is a handicap, 
but as case material accumulates’ this will be seen to be a 
slighter risk than it appears at. present. For the moment 
it should be used with circumspection, regular medical 
supervision and a-routine monthly blood count being 
essential. 
_ may be its aggravation or provocation of grand-mal-attacks. 
For this the addition of some effective anticonvulsant will 
be required. Phenobarbitone may be useful here, but in 
this series the hydantoinates proved more valuable for 
combined therapy. 


‘In the ‘ten cases in which tridione seemed to. activate 
grand mal this tendency. was controlled in six by the addi- 
tion of hydantoinates ; and with these two drugs together 
three patients were rendered free from all fits for the first 
time for some years. .Such a combination requires especial 
care in watching for blood dyscrasias, as both components 
are known to’ produce this effect. In practice, 17 of the 
above patients have been on this regime for periods 
up to 14 months, and so Hoar no untoward results have 
been seen. > 

Short-term assessment of treatment in epilepsy is always 
apt to be misleading, because the frequency of the seizures 
tends to vary naturally, often for no apparent reason. 
Nevertheless, the first results of tridione therapy are 
striking enough to justify hope for the future. 


- Perhaps the most interesting ‘question that arises out of 
this drug’s marked selective. effect on petit mal is that of 
its mode of action. Some valuable information on this 
point is provided by the findings of Grey Walter (1949 
—personal communication). Tn patients who showed myo- 
clonic jerks which could be fired off by photic stimula- 
tion, provided the frequency of the light-flash on the retina 
was exactly right, he found that administering tridione in 
a given case changed the frequency at which the light-flash 


would elicit the jerk. At first it appeared as ifthe light- 


stimulated response had been abolished ; that the drug had 

“cured ” this artificially stimulated epilepsy. But further 
stimulation with the light-flash at a changed frequency again 
produced the myoclonus, and it would seem that tridione 
had only altered the setting of the complex reflex pathway 
subserving the response. ` 

In certain patients, at present few in number, the occur- 
rence of clinical petit-mal seizures has ‘been _ Teported 
following intermittent stimulation of the retina by some 
incidental: occurrence during their day’s work (Cobb, 1947). 
In these cases any curative effect of tridione must work ina 
similar. way to that demonstrated by Walter. If we consider 
that the central mechanism for firing off petit mal can be 
stimulated by other than photic afferent impulses—from 


\ 


— 


As its use increases, a more serious disadvantage - 


~ 


exteroceptive and possible enteroceptive sources—then 
changing the-rate of stimulus necessary to fire the mechan- 
ism would still provide a basis for clinical cure. There are 
many features in the clinical course of petit mal which 
would lend support to the view that incoming stimuli of 
various sorts help to precipitate the attacks. 

Moreover, Jasper and Droogleever-Fortuyn’s (1947) pro- 
duction ‘in animals of generalized wave-and-spike cortical 


‘electrical patterns by stimulation of the internal laminar 


region of the thalamus also suggests the importance of the 
afferent system.: Should these findings be applicable to 
human petit mal, then we must envisage the electrical 
changes in the cortex and the changes in consciousness that 
constitute the seizure as being activated from the thalamus. 
What causes the thalamus to fire in-this way is still a matter 
for further experiment and speculation. But in interfering 
with the thalamo-cortical mechanism of the seizure tridione 
can presumably act at cortical or thalamic level or at 
both. : 


The findings from clinical use of the drug would suggest 
that some action at any rate is at cortical level. '.The 
glare’ phenomena support such a site, as does the change 
produced only in the aura phase of the two cases of grand- 
mal attacks. ` Moreover, the effect on seizures occurring in > 
the three patients with known focal cortical lesions point 
the same way. If this is so, then the continued use of 
tridione may enliven clinical routine by the incidental light - 
it sheds on cortical function as well as by its therapeutic 
success. 


£ 


, Summary 


A review of 50 cases treated with tridione is given—22 had 

one of the petit-mal epilepsies only, 24 had mixed grand and 
petit mal, three had grand mal only, and one had a unilateral 
tremor- -rigidity syndrome. 
_ In 31 cases the petit-mal attacks were abolished or markedly 
lessened; in 10 they were reduced, and in five unaffected. Grand 
mal was reduced in five cases, unchanged in 9, and aggravated 
-n 10, in one of which status epilepticus oécurred. 

Evidence. of serious; though transient toxic effects on the 
blood was shown in two cases. .Other toxic effects’ included 
“glare,” ‘rashes, irritability, hiccup, drowsiness, and ataxia. 
Except for the first two, these were usually slight or transient, 


/ The drug was discontinued in eight cases because’ it was 


ineffective or too provocative of grand mal, in. three because 
improvement was maintained without it, and in one because 
of pronounced irritability. 


The combined use of tridione and sodium diphenyl 
hydantoinate for the mixed epilepsies, and the possible mode 
of action of the former drug on the genesis of petit-mal seizures, ` 
is discussed. 


Addendum 


Since writing this paper an additional’ five cases have been 
treated with tridione for periods of three weeks to three months. 
In three cases petit mal attacks were reduced to one-quarter or ` 
sless of their previous frequency: ‘in two there was little or no 
effect. Of the 37 cases from the original series who were 
continuing tridione, four have now ceased to take it. Three of 
these cases have maintained their improvement for one to three, 
months. “Blood changes have occurred in a further two cases— 
in one there was-a sudden drop in the absolute neutrophil ` 
count, which was reversed within three days by withdrawal of 
the drug; the other showed a slow reduction.of neutrophils to 
1,400. 1n this case the total leucocyte count at first rose, owing 
to a simultaneous increase in lymphocytes. This emphasizes 
the importance of a differential count. i S 


My thanks are due to Dr. W. Ritchie Russell for facilities for 
carrying out these trials, Messrs. British Schering. Ltd., kindly pro- 
vided samples of trimethyloxazolidine dione at the start of this 
work. 
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THE USE OF “TRIDIONE” IN 


PETIT MAL - 


` BY ` 
F. C. HAWARD, M.R.C.S., L.R.C.P. 
Medical Officer, Chalfont Colony for Epileptics 


“ Tridione ” was first used at Chalfont Colony.for Epileptics 
in October, 1947. The following is a summary of the 
cases treated with this drug in the following year, with our 
conclusions. . 1e ; 

As we knew little of the possible toxic effects of tridione 


“ TRIDIONE ” IN TREATMENT OF -EPILEPSY 


the trial was limited to 50.cases, but we feel that these were . 


sufficient to assess the efficacy of the drug. The patients 
were chosen at random; some suffered from petit mal 
alone and some from petit mal with grand mal.. All cases 
of petit mal were diagnosed solely on clinical grounds. As 
tridione is effective only when petit-mal attacks are asso- 
ciated-with a cortical dysrythmia of the wave-and-spike type, 
it is probable that some of the failures were due to the fact 


; that the patients had a dysrhythmia of a different type. 


(Electroencephalographs' were not available.) The ages-of 
the patients ranged from 10 to 68, and they were mostly 
females. 


Dosage 


Each patient began treatment with one capsule (0:03, g.) 
thrice daily ; the dose was to be increased to six capsules 
daily if no benefit was, produced. In only three cases was 
it necessary to administer the maximum ‘amount. Initially, 
tridione was given to all cases, whether they suffered from 
petit mal alone or in combination with grand mal, but it 
was soon realized that tridione does not.control grand mal. 
Moreover, certain cases who had previously only suffered 
from petit mal began severe grand-mal attacks when given 
tridione ‘alone. Two cases went into status epilepticus (with 


_ subsequent recovery). We agree with Lennox (1947) when 


he states that he'does not regard the term “ anti-convulsant ” 
as correct when applied to tridione in its use in epilepsy. 


. An anti-convulsant such as phenobarbitone and/or epanutin 


is now given in conjunction with tridione to all cases. 


` 
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_ Duration of Treatment 

‘Anxiety about the possible toxic effects of tridione led 
to withdrawal of the drug too soon in some of the early 
cases. The continued administration of tridione with an 
anti-convulsant might have led to improvement in these 
cases, and we are at present treating some of them in this 
way. We have so far completely withdrawn the drug in 
only one patient (quoted below), who has reacted success- 
fully. Lennox states that after the withdrawal of tridione 


' there may be no attacks for 18 months. We gradually 


reduced the dosage when the fits ceased or became much 
lesg frequent. A number of patients whose attacks were 
considerably reduced with tridione showed an increase 
in attacks when the drug was discontinued owing to some 
contraindication. a 

Immediate Effects 

Tridione' is beneficial in cases of petit mal, a condition 
which had previously appeared not to react to any form 
of tredtmerit. The results with some patients, particularly 
children, were dramatic. Within-a short time of the drug 
being administered there was complete relief in patients 
previously having frequent attacks. One typical case 
illustrates this: 

T. F., aged 14 years 10 months. Admitted to Chalfont on 
April 29, 1943. He had suffered from 10 to 21 minor attacks 
per month for five and a half years. On Oct. 18, 1947, he was 
given tridione, one capsule t.d.s. Since that date he had one 
major attack, in ‘November, 1947, and no epileptic attack of 
any type since. Prior to having tridione he was described as 
a “dopy” type of child; at present he is a bright and reliable 
boy and joins in all games with obvious enjoyment. 


Apart from cessation or reduction of frequency of 
attacks, there has been improvement in behaviour defects 
and mental capacity in several cases, and the patients have 


expressed a feeling of general betterment. We have not 


been able to record improvement by the electroencephalo- 
graph, as the apparatus is not available. Lennox utilizes 
electroencephalography as an indication for reducing the 
dose of tridione. If his cases have had no petit-mal attacks 
for three months and the encephalograph is free of wave- 
and-spike formations, he reduces the dosage by one capsule 
every two months until none is taken, if the attacks do not 
return, When reduction or cessation of attacks is not 
accompanied by an improvement in the patient’s mental 
state, this may‘be.due to insufficient time having elapsed 
for. the mental capacity to be judged. An improved mental 
state may follow, pafticularly~in children and in cases with 
a short history. _ 

‘In our experience the best results have been produced 
in children. Whether this is due to the age of the patient 
or the shorter duration of the malady- we do not feel in 
a position to say, though Lennox states that the age is 
presumably the important factor, Age would appear to be 
no contraindication to the use of tridione. Our oldest case 


is a woman of 68, whose history is appended: 


K. A., admitted to Chalfont on Nov. 12, 1931, with 27 years’ 
history of epilepsy—-all minor attacks. Her, annual number of 
attacks was from 150 to 250. She was first given tridione on 
Nov. 21, 1947, since when she has had six to seven attacks per 
month. 


In addition to the petit-mal attacks recorded by the 
attendants, presumably ,there are a*large number which 
must escape observation. ; 


One other factor in assessing the value of original treat- 


ment, particularly in adults, is the: patient's suspicion of 


a new drug; in some cases this resulted in a lack of 
co-operation and hysterical manifestations. . 


t 
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>. > Toxie Effects 


Visual. —There were no serious toxic effects i In our cases. 
Photophobia,’ or the “glare” phenomenon, particularly. 


_ when the patient was out-of-doors, has been the most 


common manifestation, although this has occurred only in: 
adults, ‘ ‘There ‘was no evidence of intrinsic eye changes. 
In‘ no case was it necessary to discontinue treatment on this’ 


‘account, and the condition appeared to occur irrespective 


of dosage. ' 
. Blood —White cell counts and haemoglobin | er ree 


7 were done at monthly. intervals. We had decided that if 


-_ 


'. are now receiving tridione again, and doing well. 


little or no improvement. 
“the earliest treated with tridione, and began: severe attacks of 


© Males—Ten cases. 


___ the count, fell below a total of 4,000 white cells we would 
© ‘stop the drug. This ‘occurred in one case, and the count ` 


improved considerably after the tridione had been dis-, 
continued. Lennox lays.down that a white count of below: 
4,000,- with polymorphonuclears. less than 40% or number- 


‘ing less than’ 1,600; ‘are indications for.at least temporary - 


discontinuance of medication. The haemoglobin remained 
normal except in one case with a reduction to 60% ; ‘there 


:Was no. evidence that the diminution was due fo the tridione. 


Skin —Two children developed a morbilliform eruption, 
one having in addition a severe stomatitis, presumably due 
to the drug ; -the blood picture was ‘normal, The condition 


- cleared up shortly after tridione was discontinued.. 


- Güms.—There was no effect on the, gums, such as the 
hyperplasia that follows epanutin administration. 


Ataxia—There was no case in „which tridione could be 
incriminated. , ; | 


` 


“Indications. for Stopping “Treatment 


These are: (1) an increase in the number of attacks, 
(2) failure: to: control petit mal, and (3) manifestation of 
toxic symptoms: The dose of tridione was increased-.to 
six capsules per day, when necessary, before we considered 
it had failed to control ‘the petit mal. : One important factor ' 
in the use of tridione is that, unlike the anti-convulsant 
drugs, it can be ‘withdrawn abruptly without ill’ effects: 


wy 


Summary ‘of Cases 
d Children —Foutteen cases. ' 


Boys.—Ten ‘cases, aged between 10 years and 14 years 
11 months. Attacks. have entirely ceased in four cases. In case 1 
they ceased in seven months, in case 2 in six weeks, in case 3 in 
four weeks, and in case 4 in four months. Case. 1 was having 
100 attacks a month ; case‘2,’65 attacks a month ; case 3, 10 to 
20 attacks a month ; and case 4, 35 attacks a month. The remain- 


N 


ing 10 cases showed from 10% to 90% reduction i in the number . 
. Of attacks. 


Girls—Four cases, aged between. 11 years‘ 11 months and. 
13 years 11 months. 
of attack. She has ceased to fallin the attacks, 'and they were 
reduced by about 15%.’ In cases 2 and 3 the attacks were 
reduced by: 50%. Case 4 had shown a marked reduction in 
her attacks, but after four months’ treatment tridione was withb- - 
held when the total white cell fount fell to 4 000 per c.mm. 


A dults. -Thirty-six cases. 


Females ——Twenty-six casas, aged bewen 16 years 10 months . 
and 68 years. Attacks ceased in six months in one case that’ 
was having 120 to 300 attacks a year. Thirteen cases showed 
a diminution in the number: of attacks. Seven cases showed 
Three of these cases were among, 


grand mal as soon as therapy was started. Two of these cases 
Two cases 
were’ apparently worse with tridione. 


‘Of these, eight cases showed improve- | 
ment and two no: improvement. ` . i 
i ro! : 
7 , ' 1 
'i u i 


ı culture, 


` this stage.“ 
Case 1 was exhibiting the akinetic-type’ - 


From ‘ the foregoing it wiil be seen that in boys 28.5% 
showed cessation of attacks, and in girls 75% showed improye- 
ment. In female adults 3. 7% showed cessation, 50% improved, 
and 7.7% became worse. In male adults 80% showed i AMD EOYE: 
ment, and 20% showed no improvement. 


We are now giving tridione to more patients. The drug 
appears to be of use in all cases of petit mal, although it is 
of nie or no value in the treatment of grand mal. 

Summary g ' 

- Conclusions are given of the treatment of 50 cases of petit 
mal with tridione over one year. . Tridione is of value only 
in the treatment’ of petit mal. Dosage and toxic effects are 
discussed. 


An analysis is given of the effects of treatment upon adults 
and ee The best results were with children. 


‘My thanks ie due to the committee of the National Society for 
Epileptics for their permission to publish these results, and to the 
matron and nursing staff for their co- operation.. \ 
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CASE OF SALMONELLA ENTERITIDIS - 
SEPTICAEMIA WITH LUNG 
ABSCESS 

‘ ‘I, McLEAN BAIRD, M.B., ChB. 


L. CAPPER, MB, B.S. 
(Erom the London Chest Hospital and the Seamen’s Hospital) , 


eres Salmonella enteritidis (Gaertner’s bacillus) infec- 


tion is usually characterized by an acute gastro-intestinal 
illness with a pyrexia, many authors report a positive blood, 
Huang (1937) reviewed 50 cases of Salmonella 
Septicaemia; most of which also had a coincidental debilita- _ 
ting disease—e.g.,, relapsing fever. There: is a striking 
similarity, between the features of Salm. enteritidis ' seph; 
caemia and typhoid fever, 


The usual onset of Salm. enteritidis septicaemia is sudden, 
with fever and generalized, aches. , A continuous fever witb 
a relative bradycardia often occurs in the second week, A 
moderate anaemia with a leucopenia is frequently present. 
An enlarged spleen is almost constant. Rose spots ,about 
3 mm. in diameter, not fading on pressure, are a feature at 
The blood cultures are positive in the first two 
weeks, and the organisms can be recovered from the stools 
and the urine later. Serum agglutinins are not usually 
detected until the fourth week. 


Occasional variants from this clinical picture have been 
recorded—e.g., hepatic enlargement. Necropsy- firidings | 
includé hyperplasia of Peyer’s patches, haemorrhages in the 


‘gastro-intestinal mucosa, and inflammatory lesions of the 


brain, gall-bladder, bile ducts, and lungs. l 

Predisposing Factors and Prognosis—Most authorities 
stress the. importance of. malnutrition and debilitating 
disease, which is emphasized.in the case report below. The 
mortality is ‘high, and due to the frequent occurrence of 
complications. 

E ae: Complications 

The complications recorded include meningitis, pyelitis, 
osteomyelitis, cholecystitis, cholangitis, and pulmonary 


ae 


\ 
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` involvement... Two cases of fatal purulent meningitis are 
recorded by Huang. Stevenson and Wills (1933) have 
reported a, “primary” -Salm. 
in a child of 9 weeks.  Pyelitis and pyelonephritis 
are common in the recorded cases. Harvey (1937) 
, and Guerra have reported the occurrence of Salm. enteritidis 
osteomyelitis. Barwell (personal communication, 1947) 
describes a case of amoebic liver abscess: in which Salm. 
enteritidis (Chaco variety) was found in the pus from the 
abscess. „d a . a 

Pulmonary Involvement.—The recovery Of Salm. enteri- 
tidis from the sputum has often ‘been reported, but only two 
cases. of pulmonary involvement could be found. McNee 
(1921) describes a case of “ influenza bronchopneumonia ” 
in which necropsy findings were haemorrhagic peribronchial 
areas with pus in the bronchi, from which Salm. enteritidis 
was cultured. Smith and Scott (1930) report a case of Salm. 


enteritidis: septicaemia in which consolidati8n’ of: the right. 


upper lobe developed. The rarity of the pulmonary involve- 
ment is contrasted strikingly with the comparative frequency 

-in typhojd and paratyphoid fevers and in infection by Salm. 
cholerae-suis. > i 
Ż 


t 


i » Case Report 


A merchant seaman aged 48, a native of Barbados, was 
admitted to the Seamen’s Hospital on Feb. 6, 1946. _He com- 


plained of several weeks’ headache and sweating.. He also had. 


some shortnéss of breath and had recently developed anorexia 
with occasional vomiting. He’ had a history of malaria and 
- had been treated for nutritional oedema in 1945 at Durban. 


On admission his temperature was 101.4° F. (38.55° C.), but 
there were no abnormal physical signs except a furred tongue 
and a dermatitis on his back and arms.. The initial white-ceéll 
count was 12,900 (82% polymorphs) and the blood urea.49 mg. 
‘per 100 ml. The urine contained albumin, pus, and a few red 
cells. The chest showed no radiological abnormality at this 
stage. l ; ' l ' i 
Pyrexia continued, with peaks of 104 to 105° F. (40 to 
40.6° C.), and six days after admission a course of quinine and 
mepacrine was ‘tried empirically. The pyrexia did not respond 
to this therapy. Twelve days after admission he developed-a 


| coliform cystitis which responded to potassium citrate, and:he — 
became afebrile for a week, with much clinical improvement, 


On the 24th day after admission he again became febrile 
and developed a cough with “ rusty ” sputum. Examination 
revealed fine crepitations over the right upper lobe and signs 
of a small effusion at the left base. 
the presence of a thick-walled abscess cavity in the right upper 
lobe and a small left basal pleural effusion. 


of the abscess, which lay in the axillary-pectoral segment of 
the right upper lobe. .A second smaller cavity developed. in 
the left upper lobe, but this diminished in size subsequently. 

The patient’s condition slowly deteriorated, and he was soon 


producing 4-6 oz: (110-170 ml.) of foul sputum daily. There _ 


was no response to penicillin or sulphonamide therapy, and on 
March 22 he was transferred to the London Chest Hospital for 
surgical drainage. At this Stage. his main complaint was a 
sharp pain in.the-.right side of the chest, and his temperature 


was continually about 101.6° F. (38.7° C). Clubbing of -the. 


‘fingers had not developed, but‘ the-dullness at the right upper 
‘lobe and showers of fine crepitations were still. present. | 
white cells numbered 34,000 (polymorphs 70%), and his haemo- 
globin was 66%. aL ae l ' 

A course of penicillin (500,000 units daily) was again started, 
and on March 24 the abscess was drained through the axilla. 
Specimens of pus from the abscess, the sputum, and the blood 
all produced Salm. enteritidis on culture. . However, the patient 
became stuporous two days after the drainage and developed 
marked meningism. The cerebrospinal fluid was sterile on cul- 
ture, and there were no abnormalities ‘in pressure. or cell count. 


The patient’s condition gradually deteriqrated, and generalized ` 


a a 
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SALM. ENTERITIDIS SEPTICAEMIA WITH LUNG ABSCESS | : 


enteritidis meningitis’ 


_ this case and for their helpful criticism. 


A ‘skiagram now showed’ 


Further radiologi- | 
cal examinations during three. days showed an increase‘in size’ 


“Were not severe. 


His | 


_ were later than the radial pulses! 


eo * 
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oedema developed. He died on April 4, eight weeks after his 
original' admission. se ; 

Necropsy revealed a marked increase in intracranial tension, 
with numerous abscesses and septic infarcts but no meningitis. 
The whole of the right upper lobe of the lung consisted of a 
sloughing pneumonitis with central cavitation,- and there was 
a thin-walled abscess in the left upper lobe. Ulceration of the 
ascending and lower descending colon was present, non-specific 
in character. The liver and spleen were normal. 

The bacteriological investigation (Dr. Joan Taylor, Salmon- 


' ella Reference Laboratory) showed that this particular organism 


was the Chaco variety of Salm. enteritidis, which had been 
isolated in India and South America but not previously ‘in this 
country. l ` i 


We are indebted to Dr. E. H. Hudson, Dr. Keith Simpson, Dr. 
C. E. Sundell, and Mr. Vernon Thomson for permission to publish 
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Direct Inspection of Coarctation of 
Aorta: with a Thoracoscope / 


A study of the literature reveals that a coarctation of the 
aorta has never been reported as having been seen through 
a thoracoscope, nor has the use of this instrument as a 
means of identifying abnormalities of the great vessels been: 
described,, though Fatti (1949—personal communica- 
tion) ‘used the procedure before performing Blalock’s 
operation. : l 

In: the case here described there was a chance com- 
bination of two diseases—coarctation of the aorta and 
pulmonary tuberculosis. A therapeutic pneumothorax was 
induced and the présence of adhesions indicated thoraco- 
scopy. An opportunity for direct inspection of the coarcta- 
tion was thus presented. We were able to confirm the 
presumptive diagnosis and to determine the exact position 
and extent of the lesion and its relation to the subclavian 
artery: 


Vo. 


CASE REPORT 


The patient, a woman aged 22, had a haemoptysis in July, 
1948. She was x-rayed, and pulmonary tuberculosis was 
diagnosed. < ' : 

On admission to the tuberculosis unit of St. Stephen’s Hos- 
pital she felt’ well, had only a slight cough and a trace of 
sputum, had not lost weight, but had had some headaches which 
The feet were always cold: even though 
she used a hot-water bottle to try to keep them warm. 

Her general condition was good; she was afebrile and her 
weight was 7 st. 12 Ib. (49.89 kg.). There were no physical 
signs of pulmonary disease. Examination of the cardiovascular 
system revealed a normal-sized heart with a blowing systolic 
murmur heard all over the praecordium, and equally, well ` 
heard in the, interscapular region, especially on the left side. 
‘The blood pressure was 200/95 in the right arm, 210/90 in the 
left arm, 190/100 in the right leg, and 190/100 in the left leg. 
There was visible and increased carotid pulsation, but no evi- 
dence of abnormal collateral circulation over the chest wall. 
The femoral pulses, though present, were difficult to feel, and 


i 
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A radiograph of the chest showed diffuse miliary-type infiltra- 
tion throughout the left lung. The right side was normal, as 
was the heart size; the aortic knob was small, and the pul- 
monary conus was not enlarged. There was no rib-notching. 
The electrocardiogram was normal. Sputum once showed 
scanty tubercle bacilli. - ' 2 

A diagnosis of pulmonary tuberculosis complicated by a 
mild degree-of coarctation of the aorta was made. Dr. Paul 
Wood, who saw: her in consultation, thought that the diagnosis 
of coarctation of the adult type was likely. i 

After a period of bed-rest and para-aminosalicylic acid the 
patients condition was even ‘better than on admission ;; her 
erythrocyte sedimentation rate had fallen from 30 to 7 mm. 
Westergren. The radiograph was unchanged. Tomography 
showed’ a cavity in the left infraclavicular region. A left 
artificial pneumothorax was induced on Feb. 16, 1949, without 
incident. Adhesions were present. In the absence of evidence 
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of gross chest-wall anastomoses thoracoscopy was considered ' 


to be a justifiable procedure. 

The operation was performed by one~of us (J. R. B.) on 
March 4. The few apical adhesions which were present were 
divided without haemorrhage from the cut ends. After this 
the aorta was examined both above the upper lobe and through 
‘the fissure, and the whole length from arch to coarctation was 
seen. The notch was easily visible at the posterior end of the 
fissure, and was rather deeper than had been. anticipated from 
the clinical picture. It was a short constriction and well below 
the origin of the left subclavian artery—the second type 
described by. Salén and Wiklund (1948). Convalescence from 
thoracoscopy was not complicated by intrapleural haemorrhage. 


COMMENT ae . 


? 

Since Gross (1949) reported a case in which a graft had 
been successfully implanted in a boy in whom a long seg- 
ment of aorta had to be’ removed in order to excise the 
stenosed segment completely, an accurate pre-operative 
diagnosis of the anatomy of the coarctation has become 
more important. f ' 

The method of angiocardiography using a systemic vein 
‘ag the site of injection does not give very satisfactory 
results owing to excessive dilution of the medium. As an 
alternative, dye may be injected by introducing a catheter 
through the brachial artery, as has recently been. ‘done 
in Scandinavia. | R 
` Itis suggested that there may be a place for thoracoscopy, 

_as a view of the actual lesion must be far more informative 
than any radiological technique. The risk entailed must 
necessarily be’ haemorrhage from the anastomotic vessel 
on the chest wall, and; although this problem was not 
encountered in our case, it was not one in which complete 
obstruction was present. To avoid this risk it may be wise 

to introduce the: thoracoscope high up, possibly in the 
` second space anteriorly. Rib-notching is seldom seen in 
the upper two or three ribs, which may indicate that the 
collateral circulation is not extensive at this level, although 
J. Chesterman (1949—personal communication) states that 
the vessels are greatly dilated in all the intercostal’ spaces 
in specimens he has had the opportunity of investigating 
by injection at necropsy. a 


./We would like to thank Mr. T. H. Holmes ‘Selloys and Dr. Alec 
Wingfield for their-encouragement. g 


J. R. BELCHER, M.S., F.R.C.S., ` 
First Assistant, London Chest Hospital. 


. F. E. DE W. Cavey, M.D., M.R.C.P., 
1 Senior Registrar, St. S:ephen’s Hospital. _ 
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Artificial Pneumoperitoneum Associated 
with Strangulated Hernia and 
Scrotal Pneumocele — 


It has not been possible to find an account ot strangulated 
hernia complicating artificial pneumoperitoneum treatment. 
The following case is therefore recorded. ‘ 


> CASE REPORT` 2 


A man aged 22 was referred to the Bedford Chest Clinic 
in October, 1946, because of persistent tachycardia. _ An 
x-ray film on Oct. 22, 1946, showed shadowing in the left upper 
zone, suggesting tuberculous infiltration. The right lung was 
clear. An artificial pneumoperitoneum was induced on Jan. 19, 
1947. A left phrenic crush was done on Feb. 15. A rise in 
position of thè Jeft diaphragm of approximately 3 in. (7.5 cm.) 
was obtained by these means. The patient has done no heavy 
work since his lesion was diagnosed. His refills have been 
given at approximately ten-day intervals, 1,000 c.cm. in amount. 
His final pressure has averaged +4 to +6, 4nd-the highest ever 


recorded was +9 on- two occasions in November, 1947. ` 


His left phrenic nerve was recrushed on Feb. 14, 1948. He 
was last refilled on Oct. 1, 1948. Final’pressure +3 to +6. 

About October, 1947, he had noticed a small , painless 
“Jump” below the right inguinal canal. On Oct. 5, 1948, 
he noticed a sudden increase in the size of the swelling. Severe 
pain developed accompanied by vomiting. Six hours later a 
tender tense swelling was present in the right inguinal region, 
extending into the scrotum and_reaching the upper pole of the 
right testicle. The swelling was irreducible, size about 34 in. 
(8.75 cm.) Jong by 1 in. (2.5 cm.) wide. After administering 
morphine and atropine the hernia was reduced by taxis with 
some difficulty. Immediately following this procedure the 
right side of the scrotum became distended to about the size 
of a grapefruit. The testicle was covered but could be ‘felt 
below the swelling, which was not tender. This swelling could 
be easily reduced, but it rapidly re-formed. It was undoubtedly 
caused by air. A pressure pad, placed over the external ring 


‘retained the swelling without difficulty. 


An operation for right, inguinal hernia was performed. An 


` air-distended processus vaginalis was demonstrated, dissected 


down, and found to include the testis. i 7 


` 1 


_ COMMENT . 


The interest in this case lies in the fact that no reference 
has been found in the literature to the occurrence of 
strangulated (incarcerated) hernia accompanied by a scrotal 


‘pneumocele complicating pneumoperitoneum -treatment. 


Meltzer (1948) describes a case of scrotal pneumocele, and 


quotes four others as the only cases that he has found in the 
quotes a case of . 


literature. Nagley (1948), however, 
inguinal hernia, and - also adds three cases of scrotal 
pneumocele. Bennett (1938), in a review of 200 cases of 


pulmonary tuberculosis treated by pneumoperitoneum, had 


‘three cases of hernia develop, none strangulated, but treat- 


hent was discontinued. Rilance and Warring (1944) report 
a case of a patient who had a small inguinal hernia sac 
which was filled with fluid from the peritoneal cavity by 
coughing. This could not be reduced. until 25 ml. of fluid 
was aspirated. - Daniels and Eisele (1938) describe two cases 
of inguinal hernia in which increase in the size’ of the 
scrotum occurred during pneumoperitoneum treatment. 
This they ascribed to air. Banyai (1946) also quotes two 
cases of inguinal hernia, not started by pneumoperitoneum 
treatment, but made worse by it. Crow and Whelchel (1945) 
report an emphysematous type of inguinal swelling ‘occur- 
ring in something under 2% of 546 patients. They treated 


‘this by reduction of fhe swelling and the fitting of a truss. 
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Refills were then continued without further trouble. A 
number of other authors have quoted similar experiences. 

It is obvious that hernia complicating artificial pneumo- 
peritoneum treatment is common: -It is clear that it can 
bè well controlled by a truss, that this should be done, and 
that the pneumoperitoneum need not be discontinued. 
Scrotal pneumocele, until lately looked upon as a rarity, is 
probably more common than hitherto thought. 


N. WYNN-WILLIAMS, M.B., M.R.C.S., 
Physician in Charge of Bedford Chest Clinic! 
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Haematemesis Following Intraduodenal 
- Rupture of Aneurysm 


The frequency of occurrence of aneurysms of the abdominal 
aorta and its branches is now well recognized. 
(1903), examining necropsy records at Guy’s Hospital, 
found, over a period of 46 years, 325 cases of aneurysm of 
the aorta, 54 of which were abdominal. Of -Lucke ‘and 
Rea’s (1921) series of 321 aortic aneurysms 40 were 
abdominal, as were 6 of 94 aortic aneurysms recorded by 
Levitt and Levy (1940). Kampmeier (1936) found 386 
cases reported in the literature, which was reviewed by 
Jennings (1941), who added four further cases and ‘stressed 
how varied and dramatic may be the presenting ‘clinical 
picture. . 


American authors seem to regard syphitie as the major 
aetiological factor in the development’ of these aneurysms, 
whereas in, this country the combination of atherosclerosis 
and continued heavy manual work is generally held to be 
responsible, a view that is supported by the predominance 
of males among reported cases. In untreated cases the 
expectation of life from the time of diagnosis appears to 
be little more than a year, death being due to rupture of the 
aneurysm and haemorrhage. 

In the majority of cases rupture is either retroperitoneal 
or intraperitoneal. 
of haematemesis, refers to the possibility of aneurysmal 
rupture into the stomach but does not quote any recorded 
instances. Perry and Shaw (1893) reported a case of a man 


aged 37 in which at necropsy “at the lower end of the. 


duodenum ” there was a small orifice opening into the sac 
of an aneurysm. “which sprang from the centre of the 
abdominal aorta.” The stomach,.duodenum, and parts of 


the small intestine were full of blood clot, but death was | 


sudden and the occurrence of haematemesis was not 


, described. Scott (1944) refers to a patient whose death 


was due to massive gastro-intestinal haemorrhage follow- 
ing rupture into the duodenum, but no clinical history is 
given. No other reports of rupture into the ‘duodenum 
have been found in the more readily available literature. 


The following çase seems to be of particular interest, 
the patient being ` a female and death being preceded by 
haematemeses recurring over a period of nearly 24 hours. 


CASE RECORD 


A widow aged 58 was admitted to Edgware General Hospital 
at 11.30 p.m. with a history‘of having vomited approximately 
10 oz. (280 g.) of blood-stained gastric contents 12 hours and 


t 


- was audible on auscul- 


Bryant 


Bockus (1943), in discussing the causes - 


. Kampmeier, R. H 


six hours previously. For the preceding five months she had 
felt generally unwell, with poor appetite, distaste for food, and 
occasional upper abdominal discomfort which bore no definite 


‘relation to the taking of food. There had been no earlier 


history of dyspepsia and no loss of weight. Bowel action had 
been normal, and there had been no observed abnormality of 
the stools. 

The patient was a well-preserved co-operative individual ; her 
general condition was good and not indicative of any great 
blood loss. Haemoglobin was 70% (Haldane). The abdomen 
was soft, and in the region of the.umbilicus was a tumour, 
about 7 cm. in diameter, showing the characteristic sign of 
expanstle_ pulsation. 
Pulsation of the tumour 
was visible through the 
anterior abdominal wall, 
but there’ was no pal- 
pable thrill and no bruit 


tation over the tumour. 
There were signs of, 
moderate cardiac en- 
largement, considerable- 
sclerosis of peripheral 
arteries was present, 
and the blood pressure 
was 140/85. A barbiturate hypnotic was prescribed and the. 
patient spent a comfortable night, but at 8.30 a.m. the next day 
there was a further haematemesis leading to collapse and death. 


A post-mortem examination was made by Dr. H. C. Moore. 
A large saccular aneurysm was present, arising from the main 
trunk of the abdominal aorta; which showed severe atheroma 
though no adventitial thickening. The aneurysm extended 
anteriorly and was filled with blood clot, removal of which 
revealed a stoma opening into the third part of the duodenum. 
The stomach and intestines were filled with blood. Sections 
of the aortic wall, were reported as showing marked atheroma 
of the intima and, in the media, diminution of elastic and 
muscle tissue with ‘collagenous replacement : in one place the 
media was absent. Mild lymphocytic infiltration of the media 
was present, and in the adventitia there’ was also some peri- 
vascular lymphocytic infiltration ; no plasma cells were seen. 





Glass rod passed through connecting 
stoma. 


There was no evidence of fiedionecrosia. 


My thanks are due to Dr. H. C. Moore fot assistance with the 
pathological examination, to Miss M. Shaw for the clinical photo- 
graph, and to Dr. L. I. M. Castleden for permission to publish this 


report. j 
G. M. BARRETT, M.D., M.R.C.P., 
Department of Medicine, Edgware General Hospital. 
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According to the third annual report of the Institute of 
Child Healthoin the University ‘of London, the Institute has 
been considering the possibility of obtaining its own premises. 
The new Board of Governors of the Hospital for Sick Children, 
Great Ormond Street, was consulted, with the object of seeking 
agreement on a joint policy of building and development. This 


‘policy has now been decided upon, and plans being considered 


include the completion of the hospital’s buildings. The 


` Institute has been stimulated in this course by a gift of 


£106,888 received last year from the people of Durban and 
the Province of Natal. The close association between the 
University and the Institute has been continued, and lecture- 
demonstrations have been given for D.P.H. students and for 
students of the London School of Economics. An account 
of progress’ in research supported by the Institute and the 
Hospital for Sick Children is appended to the report. 


i d å . 
` ` 


D . i 2 ' { i 
' 1'320 Aua: 6, 1949 i | REVIEWS 





E a “Reviews 








i 


i RECTAL SURGERY 


The Principles and Practice of Rectal Surgery. By William B. 
Gabriel, M.S., F.R.C.S. Fourth edition. , (Pp. 508; 11 Cone 

plates and 278 illustrations. £2 5s.) London: H. K. 

and Co. 1948. 

Sixteen years ‘have elapsed since Mr. Gabriel published this 
_ excellent book, which is one of the standard works on the 
subject. and is studied by all who undełtake' the treatmént. of 
© esions«of the ano-rectal region. / During this period, when so 
” many ‘matters have been in a state of flux, surgery has pro- 
pressed along many lines, knowledge has increased, ‘operative 
l technique has advanced, and new operations have been’ per- 
R; fected. _In this surge forward rectal surgery is in a place of 
i prominence and has become a -specialty resting upon the safe 


Lewis ‘ 


' sound superstructure of symptomatology, diagnosis; and, treat- 
ment. Proctology, in this country is ‘practised by surgeons 
trained in general surgery who, continue their work in the 
latter subject. 
The appearance of the beautifully illustrated fourth edition 
,” is appreciated, since the subject matter has been revised care- 
-~ fully to incorporate the latest developments. In addition, :a 
_ new chapter on anal incontinence ıs presented. The sad plight 


of patients with this condition is obvious and their gratitude - 


for relief without the institution of a colostomy is unbounded. 
The author discusses all the varieties of anal incontinence and 
warns against unskilled and injudicious deep division of the 
external sphincter and ano-rectal ring ior the cure: of fistula, 
‘ which is especially liable, to happen with high- -level fistulae 
anterior to the transverse anal line, particularly i in women, Anal 
incontinence may, of course, follow several other operations 
on this region, and the chapter should be studied by ‘younger 
surgeons who contemplate carrying out these procedures. The 
. correction of the condition by various operations is described 
in detail and illustrated by helpful diagrams. I am glad to note 
the author -advocates the use of unabsorbable sutures with 
an aseptic technique, pointing ‘out.that the ‘use of.an absorbable 
suture’ may account for the comparatively poor end- results in 
_ the past. ` i 


foundation of ‘anatomy, physiology, and pathology, ,with a 
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i ESSAYS ON SURGERY 


Surgery Orthodox and Heterodox, By Sir Wiliam Heneage 
‘Ogilvie, K.B.E., D.M., M:Ch., F.R.C.S., Hon. F.A.C.S., Hon. 
F.R.C.S:Canada, Hon. F.R.A.C.S. (Pp. 241. 12s. 6d.). Oxford: 


. , Blackwell Scientific Publications. ` 


The author has collected in this volume reprints of articles he 


The part of the book concerning malignant: disease is | 
important, and reflects the mature wisdom ọfa surgeon who . 


has studied the subject in’ detail from every viewpoint, often 
in collaboration with Cuthbert Dukes, As the result of his 


experience he prefers the one-stage perineo-abdominal excision, - 
which has given him a 75% five-year survival rate in group A , 


patients. Other- operations, including anterior resection ! and 

r proctosigmoidectomy, which are being studied earnestly. at the 

. present time, are discussed in a most helpful manner. The 
author incorporates the warning that we should adopt a cautious 
attitude until comparable statistics are available, “and the death 

| ° of W. Ernest-Miles in September,, 1947, is also a sad reminder 
'=-of the fact that his abdomino-perineal excision has* now been 
the standard procedure for: forty years, and it is not lightly 


to be discarded.” Consideration is given to the so-called ` 


. “inoperable” carcinoma.. I feel. the time has come to delete 
. this term, for at. best it is only relative and its attachment 
to a patient means the abandonment of hope. The. author 
rightly demands, “ When is any particular growth to be con- 
sidered inoperable ? ”» and he supplies the answer by stating 
it can be,given only in most of thé advanced and. border- 
' ' line cases when laparotomy is, undertaken bya surgeon with 
special knowledge of this branch of surgery. 


given concerning the subject of sacro- -coccygeal tumours, 

including teratoma and chordoma. Doubtless a section will be 

- added on carcinoid tumours, which are being discovered: in 
‘increasing numbers. 

I express'my : indebtedness to the author for all the contribu- 

tions:he has made’ to rectal’ surgery, praise his book, and 

commend it to surgeons who seek to relieve the intense suffering 


occasioned by ano-rectal : disease. Roran W. RAVEN. 


It is-hoped that in a future ‘edition more details will be, 


‘ amanuenses. 


does not receive mention. 


has published at various times during the last few years. They 
range from addresses to students and professional societies to 
papers on „highly technica] aspects of surgery. Throughout 
they give evidence of the wide interests of the author, of his 
great surgical experience, and of his clear insight into the 


_ Many problems which have confronted him. The descriptions l 


of his own cases are the most attractive feature of the volume, 


‘and they are certainly examples, which any student should 
Study, of how cases should be described. 


Indeed, there are 
few surgeons, however great their own experience, who will 
not.learn something from_their perusal. Even those articles 
outside the field of technical surgery have a wide interest, and 
should appeal to many readers whose interests are “not 
restricted to the world of medicine. 

xv H. S. SOUTTAR. , 


‘TABULATED THERAPEUTICS 


A Course in Practical Therapeutics. By M. E. Rehfuss, M.D., 
F.A.C.P., F. Kenneth Albrecht, M.D., and Alison Howe Price, 
A.B., M.D. - (Pp. 824; 70 plates. £4 2s. 6d.) oes 
Bailliére, Tindall and Cox. 1948. ; 


` This great, book, which in appearatice is not unlike a ‘family 


bible (it is beautifully ‘printed and illustrated), has evolved 
from the ‘method of’ undergraduate instruction in Jefferson 
Medical College, Philadelphia. For some years each student 
was assigned to review a particular therapeutic subject in 
internal medicine. Their contributjons were then considered 


by ‘the members of the department best fitted to do so, revised, 


edited, .mimeographed, ‘and given out to the class: In this 
way a huge quantity of material gradually accumulated and 
has been incorporated in the present volume. One feels the 
result is indeed the product of some great organization rather 
than of ‘a few individual writers. 
one can almost, hear the whirring of holleriths, the clicking 
of massed typewriters, and the hurrying feet of bands of busy 


well balanced, and lacking in contradictions. Somewhere in 
the background there has been a meticulously efficient secre- 
tary to the organization (probably a woman) and a remarkably 
well informed editorial , board. 

The book is planned in four sections.. The first and shortest 
is an introduction to the principles:of treatment by the senior 
editor. It is the only. section to be written in a consecutive 
prose style, the other three being set out in tabular notational 
form. The second section is devoted to a discussion of 
symptomatology and its management. 
with the therapettics of definite diseases, some consideration 
being given to aetiology and diagnosis, since it is realized that 
the successful description of treatment demands some prelimin- 
ary ‘classification and definition of the disease to be treated. 
The fourth section is on special forms of therapy. 


In a rapid’ survey of the book I have been unable 


to find a‘single important drug or method of treatment which 
In -spite of the fact that such a 
large volume must have taken `a. considerable time to pass 
through the press, it is nevertheless remarkably up to date, even 
in respect of the most modern forms of antibiotic treat- 
ment. The main criticism of the work, and it is a serious one, 


is, that too: many methods of ‘treatment are described without 


As the pages are scanned | 


And yet: the result is co-ordinated, wonderfully 


~ 


The third is concerned: . 


adequate critica] assessment of their relative values. The-reader . 


is dumbfounded by the number of things he can do for a patient, 
but is left in some doubt about which is most important and 
when to do it. Embarrassed by his riches, he may feel like 
the celebrated ass which starved between two bundles of hay 
because it could not make up its mind which to turn to 
first. ° 

This - is manifestly. ‘not a book to read: through, but one.to 
use as-a work of, reference. A lecturer anxious to deal-with 
any aspect of the therapeutics of internal medicine will here 


i 
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find his-notes beautifully prepared for him ; and’ should anyone reliably for palpation. Although oscillometry, angiography, 


in this country think of editing a booklet on medical treatment 
he will find:it easy, ,with the help of this volume, to ascertain 
how far the information given by his contributors is accurate, 
up. to date,,and comprehensive. ae i 


~ 
aa ~ i ta 


4 


D. M. DUNLOP. , 


‘NOMENCLATURE OF DISEASE |: l 
: The Nomenclature of Disease. Drawn up by a joint committee _ 
appointed by the Royal College of \Physicians of London. - 
seventh edition. (Pp. 385.: 8s..6d.) London: H.M. Stationery 
Office. 1948. i : . l 
The appearance of the seventh edition of this'work coincides 
with the publication of the International Statistical Classifica- 
tion of Diseases, Injuries, and Causes of Death (British Medical 
Journal, April 30, p. 771). The purpose of the nomenclature 
is.to lay down an approved terminology and to list the separate 
disease entities and parasites which in the light of current know- 
ledge are believed to exist, giving in most instances Only the 
recommended name for each. A statistical classification, on the 
other hand, has to group together into numbered categories, in a 
manner thought to be most useful for statistical presentation 


-` and research, all descriptive terms. likely to be found-on medical 
records. . For each of these systems some form of combined - 


aetiological, and anatomical framework has to be used, and 
to some it may seem unfortunate that the system newly adopted 
for this edition follows the plan of the, American standard 
nomenclature of disease rather than the simpler one which 
has stood the test of time in the international] list. However, 
there are advantages as well as disadvantages in having a 
diversity. of system between the nomenclature and the statistical 
classification. ` ar: e © 1 l 
The distribution of diséases according to aetiology, within 
each anatomical section was entrusted to one, two, or three 
experts in diseases of that part of the body, and this has 
resulted in a certain lack of consistency between the sections 
and loss of balance in the amount of detail.devoted to.them 
in the index. What is more important, there.are differences 
in aetiological assignment of ‘some diseases between the nomen- 
clature and the-international classification. Hodgkin’s: disease, 


for example, placed among the neoplasms by overwhelming - 


opinion from many countries in the course ‘of constructing the 
international] classification, finds an uneasy place under several 
headings in the nomenclature, only the bone: deposits being 
grouped as-neoplasmic. 
disease of the newborn, appear in two different sections. 


The list of eponyms and the list of plant and animal parasites 


(which occupies 59 pages) will possibly prove to be the most 


useful parts of the volume.. The index contains more than. 
15,000 items, including reférences to the parasite section. In 
course of its preparation the book was placed at the disposal 
of those responsible for preparing the index to the international 
classification, which will contain many more terms, not all to 
be recommended, however., > RJ i 
re PERCY: STOCKS. 


T ARTERIAL DISEASES | 
Vascular Diseases in Clinical’ Practice. By -Irving Sherwood 


Wright, M.D.. (Pp. 514; 104 figures. ‘£2 1s.) Chicago: Year 
Book Publishers Inc. London: H. K. Lewis. > a 


Arterial disease is man’s greatest, natural -enemy after’ middle 


life. His chance:of dying from lsuch disease or from: its effects 
on the heart and kidneys is then probably five times as great 
as his risk of death from `any other single cause. “` 

Dr. Irving Wright’s book considers all the ‘well-known and 


lesser-known diseases of the arteries and veins; . but: not the . 
resultant morbid changes in the heart, brain, kidney, and other : 


viscera. An account of the methods of examination includes 
not only detailed descriptions of clinical methads, Such as Allen’s 
test for patency of the ulnar artery, but also’ such practical 
points as the great variation in the position of the dorsalis. 
pedis artery and the fact that'some individuals have such. a 
distinct pulse, in their own. finger-tips they cannot. use them 
: \ l 


+ ‘ ` t 


never becomes technical, obscure, or extreme. 


Some diseases, such as haemorrhagic ’ 


and other instrumental methods receive attention, emphasis is 
placed throughout upon clinical procedures. 

In connexion with the aetiology of arteriosclerosis, the 
author has little to add to the well-known factors such as 


ı heredity and an excess of cholesterol, lipoids, and fatty acids 


in the blood. ‘Conversely, he sees’ only: one important agent 


‘In the causation of thrombo-angiitis obliterans, namely, 


tobacco. He insists that every patient with this disease must 
give up smoking altogether and for good, and he states that 
every one of his 300 or more patients who have required major 
amputation has continued to smoke, often surreptitiously. 
Moreover, he predicts that sympathectomy operations will fail 
in their main purpose if smoking has not been abandoned. 
Most physicians will agree that tobacco is also disadvantageous 
in the degenerative types of peripheral vascular disease ; this 
being so, it is‘ remarkable that abstinence from ‘tobacco so 
rarely alleviates-the symptoms of myocardial ischaemia. r 


This work deals with many other interesting- problems, 
among them the role of the cervical rib and the scalenus 
anticus in ‘the production of vascular and neurological symp- 
toms in the arm, as well as the disputed costo-clavicular 
syndrome and the effects of hyperabduction. The book is 
enlivened throughout with graphic clinical examples illustrating 
the points under discussion. In short, it is a first-class guide 
by which the clinician may orientate his own experience, and a 
stimulating exposition of a rapidly growing subject. 


K. SHIRLEY SMITH. 


~ 
s £ 
THE SCHOOL CHILD l 
_ Everyday Problems of the School Child. By Agatha H. Bowley, ° 
Ph.D. (Pp. 142; 11 photos. 7s. 6d.) Edinburgh: E. and S. 
‘Livingstone. 1948. ` i 


A new book: by Dr. Agatha Bowley is always welcome, 
because she writes ¢learly, interestingly, and sensibly. This 
volume is primarily intended for teachers, and gives advice on 
the handling of the child throughout his school life. Dr. 
Bowley founds her: advice on psycho-analytic principles, but 
In fact, the 
Whole story reads extremely like practical common sense, which 
is a tribute, both to the author’s presentation and the funda- 


mental soundness of modern psychology when shorn of the 


excrescences which are often derived from a lack of practical 
understanding of human nature. 

Two chapters discuss thé relationship of teachers to child and 
parent, the rest being devoted to a consideration of the prob- 
lems met at each stage; of the child’s career from nursery to 


i secondary school. It may be asked what such a book has of 


Interest to the medical reader, but neither the paediatrician 
nor the child psychiatrist, and still less the family doctor, can 
afford to lack a full understanding of the child at school. If 
the doctor is to keep'the child healthy.and treat him when he 
becomes ill in mind or ‘body, he must realize what the child 


is experiencing intellectually, emotionally, and spiritually during 


the school life which takes up so, much of his waking time. 


K 


If the practitioner wishes.to obtain at least a general under- 


_ standing of this subject without having recourse to the more 


erudite textbooks of child psychiatry or education, he cannot 
do better than spend a wet Sunday afternoon reading Dr. 
Bowley’s admirable little book. o I i 

* R. G. GORDON. 


=, 


17 r ` t 
i . CHILD GUIDANCE jia 
Handbook of Child Guidance. Edited by Ernest Harms. 
No price.) New York Citý: Child Care Publications, 
Dr. Ernest Harms has -gathered together many workers in child 
guidance ;' each has written on some aspect of theory or prac- 
tice; and the result is a book of 751 pages of beautiful paper. 


Every feature is covered: one wonders” whether any more 
need ever. be, written on the subject. It may be that from now 


t 


(Pp. 751. 


` on the matter of child guidance must” be considered closed. 


Every library should have this volume on its shelves, and there 
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are probably people who, unlike this reviewer, love to read- 


books of 751 pages which cover everything. - BOOKS RECEIVED 


I have looked through the pages for annoying features and [Review is not precluded by notice here of books recently received] 
obvious errors, and I cannot find any. The English is clear 
and good. There is even an attempt to present Freud’s and Aviation Medicine, Its AO) ane Speer oi Bye Dren, 


M.A.. M.D., D.P.H., A.F.R.A h 
Jung’s theories which must be described as serious. Francis G. Wright, 1949. F.R.Ae.S. (Pp. 447. 35s.) Bristol:, John 
Wickes’s chapter on Jung’s theories is one of the best. Beside r = 


this there are references to Anna Freud’s work, and there are, Sex in Social Life. Edited by S. Neville-Rolfe, O.B.E. (Pp. 506. 
- attempts to state or evaluate a few of Melanie Klein’ s concepts. *21s.) London: George Allen and Unwin. 1949. r 


I have also looked for an original idea, and the fact that I Da . l S l i 

tas. By A. F. 

have not found one must not be taken as meaning anything. e re aa. Y, O E T 30s.) FeR 
Such volumes can easily be burial grounds for new ideas. In f l 


Baillière, Tindall and Cox. 1949, 
any case the book remains a monument to the: personal drive . 


of. Dr. Harms. , The Ries Fader: By G. F. Roberts, M.A., M.B.Cantab. 
D. W. WINNICOTT. 2nd ed. (Pp. 64. 3s. 6d.) London: William Heinemann. 1949. 
' | The Clinical Application of Psychological ‘Tests. By R. 
BESNIER’S PRURIGO - ’ Schafer, M.A. (Pp. 346. 30s.) London : George Allen and Unwin. 
Open one Sidis of Besnier Prurigo. By P. H. Nexmand. 1343. ' . 
: trat 7 
RA 1948. m O: DUSE). COpenNAREN Rosenkilde ond - Textbook of Histology. By J. F. Nonıdez, D.Sc., and w. F. 


-Hill 
This is a factual survey of a series of one hundred cases of Windle, Ph.D., Sc.D. (Pp. 456. 40s. éd) London: McGraw-Hi 


Book Co. 1949. 
Besnier’s prurigo, observed over an average period of six 
months. The syndrome `is regarded as something apart fróm 
- eczema, which to the author is a vague and uncertain group plications. Edited, by E. W. Hayes, M.D. (Pp. 480. 50s.) 
of itching affections of unknown aetiology. ‘Nevertheless, Oxford: Blackwell Scientific Publications. 1949. 
infantile eczema commonly precedes Besnier’s prurigo and is ' i 
often localized to the flexures of, elbows and knees at this Transactions Wf ‘the Association of Life Insurance Medica! 
early age. Directors oj America. s7th Annual Meeting. Edited by J. R. 
ally as Gudger, M.D. Vol. 32. (Pp. 242. -No price) ` 
Little credence is given io the significance of the psycho- 


logical. basis of Besnier’s prurigo, attention being ‘ directed Psycho-Analysis. By E. Glover, M.D. 2nd ed (Pp. 367. 15s.) 
almost entirely to the allergic aspect. Elaborate, investigations London: Staples Press. 1949. i 

by patch, scratch, electrophoretic, and intradermal methods gin g Me : ; 

revealed no very certain relationship to foods or inhalants, Villon. By P. Loo. (Pp. 127. No price.) Paris: Vigot. 1947. 
including pollens, moulds, house dust, and animal. or human 
dander. Treatment by desensitization and by ultra-violet light 
is described, but better results’ were obtained in a shorter 
time and at less expense by: local therapy. . Antihistaminic Les Maladies de L'Appareil Genito- indie. By J. Trabaud. 
drugs, employed over short periods in eight cases, did not 2nd ed. (Pp: 192. No price.) Paris: Vigot. 1949, 

ap G js a n muen a ioin £ lech Greff: Ovarienne Intra- Oculaire chez la Lapine Casio: Appfita- 
l e author draws, attention to the occurrence of perlèche bon au Diaghostic de la Gestation. By J ‘Vors (Pp. 66. No 
in a number of his patients. Ichthyosis was present in only price.) Paris: Vigot. 1949. o, a 

six cases and cataract in one case. He has observed a signifi- 

cant increase in the incidence of the dispase eunmg the past Morphologie et Histologie des Corps Progestatifs et Castati)s 


ten years. de L’Ovatre Féminin. By G. Dubreuil and M. Rivière. (Pp. 101- 
J. T. INGRAM.- No price.) Paris: Vigot. 1947. i 
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-La Lobectomie Supérieure. By A. “Maurer ‘and others. (Pp. 71. 
No price.) Paris: Vigot. 1948. 


~ 


i i i La -Chirurgte du Mouvement By R Massart (Pp. 128._ No 


. ; N ; od a. l price.) Paris: G. Doin.. 1949. - 
While the standard limb-lead electrocardiogram remains sufficient 


for the examination of arrhythmias, it is now- widely recognized as 
inadequate for the study of myccardial disease. This fact has 
been taken into account by Burstein and Bloom in. the third edition 
of ‘their I]ustrative Electrocardiography (pp. 309; illustrated ; $6.00. Oto-Rhino- Laryngologie tm Kinudesatte. By E. J. Jents, 
New York and London: D. Appleton-Century Company, 1948). (Pp. 326. 48s.) Vienna: Verlag Wilhelm Maudrich. 1949. 

They have discussēd`in the first two-thirds of their work the well- , 
understood principles of electrocardiography and the- arrhythmias, Obesity. By E. H. Ryncuens M.D., F.A.C.P., and C. F. 
describing the conventional leads and sometimes an additional lead,. Gastineau, M.D. (Pp. 134. 17s. 6d.) Oxford: Blackwell Scientific 
IV Ror IV F. The chapter on the electrocardiogram in myocardial Publications. 1949. f : í 
infarction would be quite inadequate without. the supplementary ~ i : 
section (later in the book) on “‘the-.fourth and other precordial. Advances in Surgery. Edited by W. D. Andrus Vol.. 1. 
leads ”; no doubt in future editions these passages will be integrated (Pp. 554. 66s.) London: Interscience Publishers. 1949. 

and the obsolete designation ‘“‘ fourth lead ”. dropped. The authors 
have given a useful survey of-the development of unipolar limb Diagnostr Tests for Infants and Children. By H. Rehrendt. 
leads. They emphasize the manner in which curves from these leads M.D.’ (Pp 527. 57s.) London: Interscience Publishers. 1949. 
relate to the posture of the heart and demonstrate that apparently 

abnormal Q or S waves in limb leads may prove to be positional Pracical Lessons in Psychiatry. By J: L Fetterman, M.D. 
when unipolar leads are used. With so much that_is new in electro- (Pp; 342. ae) Oxford : Blackwell Scientific Publications. 1949, 
cardiography it is surprising that the authors have seen fit to include i 
sections on / phonocardiography and the radiology of the heart. A Minature. Texi book of Feeblemindedness. „By L. Kanner, 
Moreover,/neither of these subjects is properly included under the, M.D. (Pp. 33. $1.25.) New York: Child Care Publications. 1949. 
title “.electrocardiography.” The former is a cognate subject but 

“deals largely with the elucidation of valvular lesions by the registra- . English-lalian Medical Dictionary. By R. Marconi and E. Zino. 
tion of sound; the second is a totally different, topic, as worthy as (Pp. 565. 2,400 lire.) Turin: Edizioni Minerva Medica. 1949. 
electrocardiography of a book to itself. It is certainly.inappropriate : 
to sandwich 35 pages of radiology into Illustrative Electrocardio- ' Medicine on the March. By M. Clark. (Pp. 308. About 21s.) 
graphy. Nevertheless, al! of these subjects are clearly and briefly London: Mayflower Publishing Company. 1949. 

described, and any student or practitioner who seeks an introduction 3 

to some of the instrumental methods employed in cardiology will Specs. By “BM/TFCE.” (Pp. 49. 3s. 6d.) St. Albans: W. 


find much of what he needs in this book. . Cartmel. 1949. 


Dermatologte. By J. Darier, A. wae and A Tzanck. (Pp. 922. 
90 Swiss francs.) Bern: Medizinischer Verlag Hans Huber. 1949. 
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POLIOMYELITIS PRECAUTIONS ` 

We do not know if there will be a major epidemic of polio- 
_ myelitis this autumn, but the warning signs are sufficiently 
grave ; and local authorities, hospital management com- 
mittees, and individual practitioners would be well advised 
to consider how best to handle the situations which may 
arise. -Attempts to control the spread of poliomyelitis 
have in the past ‘been singularly disappointing. The 
apparent ineffectiveness ‘of public health measures must 
be-due at least partly to there being perhaps several 
hundred. cases of abortive infection for every one diag- 
nosed as poliomyelitis. Food in this country is handled 
so carelessly that the. avoidance of infection seems 
impossible. 
make a difference, and -sensible precautions should be 
taken without carrying these to firesome extremes. 
Parents: should realize that they themselves may be 
carriers of the virus and may infect their own children 
either by droplets from the mouth or by handling food 
with cofitaminated hands. The virus is also found on 
flies during an epidemic: Clearly the threat of. polio- 
-myelitis is.an indication for special attention to personal 
hygiene, ‘and children who are in any way únwel] should 
be put to bed and isolated from others. A patient sus- 
pected to have an abortive infection should be kept i in bed 
for one week.! / 4 

Since little can be done to avoid the virus, the question 
‘ arises whether any steps‘can be taken to reduce the risk 
of the infection, when it occurs, developing into the . 
paralytic form of the disease. In the first place there - 
-seems to be little chance of keeping the virus outside 
the central nervous system, for it is found’ in the brain 
experimentally even in abortive cases. Further, though 
the virus has for long been thought to travel by the nerve 
axon, Brierley and Field? have recently demonstrated 
a very easy pathway from peripheral nerve to spinal 
cord by the inter-fibre spaces. 


- After-a minor and non-specific catarrhal illness, which 
may be the first indication of infection, the virus seems 
to lurk in the brain and spinal cord for many days, 
apparently awaiting an.opportunity to attack the nerve 
cells and cause paralysis. Study of the physiology of 
the neurone in relation to its vulnerability to virus infec- 


1 British Medical Journal, 1947, 2, 141. 
2 J. Neurol: Neurosurg. Povchilat., 1949, 12, 86. 
3 British Medical Journal, 1949, 1; 465 a t, 
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However, the amount of infection’ may 


This means that some. 
. long-established theories will have to be reconsidered. - 
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tion is therefore well worth while : it is a difficult task, 
but at the present time provides perhaps the most hope- 

_ ful line of defence. In poliomyelitis the motor cells in 
the spinal cord .are the most vulnerable ; and there is 
good evidence to indicate that motor cells supplying 
fatigued muscles are, as a result of this fatigue, 

: rendered more vulnerable to the virus. This effect of 


.“ fatigue may perhaps operate in converting an otherwise 


abortive case into a paralytic case, but fatigue is prob- 
ably most dangerous after the pre-paralytic phase, with 
its meningeal symptoms, has developed.* Physical 
‘fatigue during this meningeal stage is often disastrous, 
while even the continuance of normal activity is highly 
dangerous. 


Over-careful aav to make all children rest during 
an epidemic seems undesirable, but the thoughtful parent 
can do much to avoid that state of over-fatigue which 
occurs often during the holiday season, especially when 
the weather is good. Further, there are theoretical 
reasons for increasing precautions against fatigue for 
several days after injury, minor illnesses, sunburn, and 
surgical operations. Dietary indiscretions, such as eat- 
ing excessive quantities of fruit, or unnecessary purging 
may also be harmful. In addition, however, to these mild 
and easily planned restrictions tbere should be an absolute 
rule that children who develop minor illness must go to 
bed at once, and: unnecessary contact with healthy persons 
should be avoided, particularly when the symptoms are 
in any way suggestive. of those which may occur in the 
pre-paralytic phase: these include fever, nausea, vertigo, 
unsteady eyes, retention of uriné, pains in the head, neck, 
back, limbs, chest, or trunk, with perhaps some stiff- 
ness of the neck or spine. Ritchie Russell* has recently 
described’ in this Journal some of the many ways in 
which paralytic poliomyelitis may present. 

The, doctor seeing a patient who he suspects may be 
developing the pre-paralytic stage of the disease must 
often be uncertain about the indications for transfer to 
` hospital. In making his decision he should bear in mind 
that at this stage the sick child should be kept very quiet, 
both physically and mentally, with adequate sedation to 
prevent restlessness and to ensure at least some sleep. 
In such a. case a tiring journey to hospital, followed 
perhaps by the child.crying for its mother, may be harm- 
ful, while if isolation precautions are taken in the home 
and the case is notified a few days’ delay is unlikely to 
cause any otherwise preventable spread of infection. On 
the other hand, the development of bulbar or respiratory 
paralysis outside hospital means that the practitioner has 
a very difficult situation to handle successfully. The 
need for very early diagnosis by lumbar puncture is not 
usually a vital m matter, but if the differential diagnosis 
includes the possibility of bacterial meningitis then early 
lumbar puncture is urgently called for, since specific 
treatment may be required. It is unnecessary for the 
doctor to exhaust his patient by testing all muscle groups 
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in the acute stage. A few simple tests for each limb 
and trunk are sufficient to ee whether pees is 


'. spreading. 


Patients with daare poliomyelitis’ are Jai 
better cared for in hospital, if it is satisfactorily staffed, 
. but in some cases the doctor and parents may be justified 
in deciding that the’ child should remain at home pro- 
vided ` precautions ate taken to secure isolation and 
arrangements .can_be made for transfer to hospital at 


short notice. If the ability:to cough becomes very weak, 


or swallowing difficult, hospital care is urgently neces- 


sary. Bulbar palsy is treated by postural drainage (rais- ` 


ing the foot of the bed to.make an angle of 30 or more 
degrees) ; the use of the respirator must ‘be avoided in 
these cases if the muscles of respiration are active, since 


it is liable to, suck pharyngeal secretions into the lungs. . 


When respiratory muscles: begin to fail there should be 
a respirator at hand to give the weak muscles a rest and, 
if necessary, to maintain respiration. If a respirator is 


not available some other form of artificial respiration - 


must be used temporarily, and of these a resuscitator 


` or lung inflator is the best: the Oxford inflator is excel- ' 


lent for this purpose. The | ‘services of an anaesthetist 
will be found very helpful in such an emergency. Finally 
it would be wise: to overhaul respirators now and to 
ensure that someone is ready without delay to direct 
operations when they are required. The National Foun- 
dation, 120, Broadway, New York, 5, N.Y., will send to 


any physician or hospital an excellent booklet on the | 


nursing of:patients in respirators. 


THE ELDERLY SICK 
The fact that the problems of ageing and chronic sick: 
ness should have been, chosen by Professor A. P. 
Thomson as the subject for the Lumleian Lectures— 
published i in this and last week’s Journal—is an indica- 
tion of their great practical importance at the presént 
time. The Report of the Royal Commission on Popula- 
tion? shows that the steady i increase in the numbers of the 
old, both absolute and relative to tHe rest ‘of the popu- 


lation, has already brought us to the point where there. 


is approximately one person over:65 to six’ persons of 


` . working age, and that in another 25 years the propor- 


tion may well be one to four.or even less. Clearly such 
a State of affairs will present society with a difficulty that 
is potentially disastrous, and it is only sensible to use 
the present time to determine the. best methods of secur- 


ing for, the elderly conditions in which they will be sa 


to live independent and useful lives. 

Hitherto ' medical investigation has been mainly con- 
cerned with two aspects of the problem—the rehabilita- 
tion of the chronic sick and the physiological processes 
of ageing. The complete indifference to the state of the 


1 Report of the Royal Commission on Population, 1949. ;London: H.M.S.O. 
See leading article in the British Medical Journal, 1949, 1, 1127. 
' . & The Social Medicine of Old Age, 1948, London. See leading article in the 
British Meditat Journal, 1948, 1, 1142. - 
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_were housed in public assistance institutions. 
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aged and chronic sick in the wards of long-stay hospitals 


has been replaced by a welcome growth of interest in 
their special needs, and by a realization not only that 


much can be done to ameliorate theit physical distress 
' but also that some of the physical and mental states 


found in long-stay patients may actually derive from 


_ their removal from home to the atmosphere of a chronic 


ward. Professor Thomson’s plea that such individuals 
should be brought out of their segregation into the 
common stream of medicine deserves the fullest sup- 
port. Many of the elderly sick present clinical problems 
of great interest, and behind these there lies the riddle 


of the: intrinsic nature of the ageing process, which, in 


spite of sonie famous assaults in which the intestinal 
flora and the sex-glands were concerned, is still an, 
enigma to the investigator. In addition to the common 
disabilities of old age there is the sad group of “ iatro- 
genic” disorders resulting from prolonged confinement 
to bed. It will indeed be some’ time before the Jaw of 
diminishing returns begins to apply to the results of 
skilled clinical research in this field. , 
It should never be forgotten that the problems of old 
age are fundamentally domestic, and there is no pros- 
pect of their ever being anything else. As Tecently as 
1946 only 1.16% of the population of pensionable age 
If the 
great future burden of. old age is still to be borne within 


the family, a better understanding of the sense of family 


responsibility towards the aged and of the external 
factors which: may facilitate or hinder its operation will 
be essential. Professor Thomson refers to the prevailing. 
opinion that in general the sense. of family unity is 


= weakening, and he suggests that this may be related, 


at.any rate in part, to the fact that there is less reluctance 
than formerly to call in “public assistance” to solve 
the problems of family life. This process has probably 


been hastened by the largely successful attempts of both — 


central and local government departments to banish _ 
the stigma of the old Poor Law. Public assistance 
authorities, for instance, are now “ welfare ” or “ social 
welfare” authorities—a great improvement in termino- 
logy. No doubt the increased numbers of old people in 
the population wil eventually make it necessary to pro- . 
vide some form of assistance to those younger relatives 


' who carry a disproportionate share of the domestic. 


burden of old age, but fortunately both Professor 
Thomson’s undue. and the results of Dr. J. H. 
Sheldon’s survey” in Wolverhampton show that family 
loyalty is still a common virtue. 

Though the problems of old age are mainly domestic, 


the number of beds available in hospitals for the 


treatment of the aged sick is relatively small, and it is of 
great importance that full use should be made of. them. 
Standards for admission and rate of turnover require 
careful examination, and Professor Thomson’s findings. 
on the social, aspects of hospital stay are particularly 
interesting. No less than one-third of the patients were 
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admitted to a large infirmary in Birmingham because of 
some domestic catastrophe, such as the death of a 
spouse, while the rate of turnover was in ‘part deter- 
mined by the condition of the home to which the old 
person would return on discharge. This, again, was 
affected by the length of the patient's stay in hospital 
—during. the first three months after their admission 
71% ‘of the males and 51% of the females have a home 
to return to, whereas after a stay of four years only 24% 
. of the males and 13% of the females are in this fortunate 
. position. Clearly the mere fact of admission to hospital 
has undesirable consequences in some cases, and Pro- 
fessor Thomson’s findings support the results of the 
experiment carried out by Brooke at. St. Helier’s Hos- 
pital, Carshalton, to which old people are admitted only 
if they come within a few sharply limited categories. By 
the provision of suitable transport and other means every 
effort is made. to provide aoa treatment for the 
` elderly sick. 

Elsewhere in this issue Dr. John Pemberton and 
Miss Joan-Smith report the results of a study of elderly 
male patients discharged from hospital. They discuss 
the type of social service which elderly men- who are 
partially disabled by chronic illness require. The most 
important reason why° patients admitted’ to medical 
wards did not return to work was because the illnesses 
from which .they suffered were chronic or progressive, 
and their course could not in most cases be reversed or 
arrested by admission to hospital. 
ence (reported on page 330) on the community care of 


old people Dr. C. A. Boucher emphasized ‘the necessity - 


for co-operation ‘between the general practitioner, the 


hospital specialist, and the medical officer of health. It 


is certain that in the future a medical service for the aged 
will require to break down the rigid distinctions between 
hospital and home treatment and between medical and 
social care. = 


f 





TREATMENT OF PETIT MAL 


Petit mal is difficult to treat: little success has been 
obtained with the hydantoinates, phenobarbitone only 
„occasionally reduces the number of attacks, while the 
older remedies—the bromides, belladonna, and borax— 
are of value in very few cases. A minority of patients 
care helped by amphetamine, caffeine, or a ketogenic 
diet, but until recently no form of-therapy has been 
consistently effective. In 1945 Lennox” introduced a 
synthetic product—3, 5,5-trimethyloxazolidine-2,4-dione 
—usually known as “tridione,” which has a specific 
effect-in reducing the frequency of petit mal, and in 1947 
he reported on its use in 166 patients.? He found that 
83% of them had-improved, and attacks had stopped 
completely in 31%. Others have since confirmed dts 
value, and in this number of the Journal Dr. C. W. M. 
Whitty and Dr. F. C. Haward report small. series of 


we 


At a recent confer- - 


patients with petit mal in whom the drug has been of 
‘value. In the former’s 46 patients the attacks ceased 
ot there was great improvement in 31 and some improve- 
ment in 10 others. 

` The best results with tridione have been obtained in 
patients with typical wave-and-spike complexes in their 
electroencephalographic records, but in some of Whitty’s 
successful.cases this E.E.G. abnormality was not present. 
Lennox divided petit mal into three varieties : true petit 
mal, in which there is a lapse of consciousness for 5-30 
seconds, the patient usually remaining immobile but 
occasionally having rhythmic jerking or twitching move- 


- ments of the eyelids, head, and arms ; myoclonic attacks, 


in which single contractions of flexor muscles of the 
arms occur without impairment of consciousness ; and 
akinetic attacks, in which there is sudden loss of postural 
control with nodding of the head and, at times, falling 
and loss of consciousness. It is in these three varieties 
of attack, especially when the E.E.G. shows character- 
istic changes, that the best results are obtained with tri- 
dione. The drug has no éffect-in reducing the frequency 
of major epileptic attacks, and ‘some patients even have 
an increased number of major attacks when tridione is 
being administered. When major attacks and petit mal 
are occurring in the same patient phenobarbitone or 
hydantoinate has to be given in addition. An unusual 
feature of treatment with tridione is that in many cases 
administration can be stopped suddenly without causing 
an increase in the number of attacks. This does not 
happen invariably, however, and Whitty found that in 
two of his patients the attacks increased in frequency 
when tridione was stopped, and decreased agaim when 


‘they were put back on the drug. 


Unfortunately tridione has disadvantages : the com- 
monest toxic symptom is an unusual type of photo- 
phobia in which objects appear to shimmer and which 
is usually called the “ glare phenomenon.” ‘This appears 
to be related to the dose employed and can often be 
stopped by reducing the dose. Lennox noted this side 
effect in 31% of his patients. Skin rashes may also 
occur : acne-like papules, the most usual form of rash, 
are unbecoming rather than dangerous, but at times á 
rash similar to that of measles may develop, and Lennox 
advises stopping the drug if this occurs. One fatal case 
of exfoliative dermatitis apparently due to tridione has 
been reported.” The most serious toxic effect is on the 
blood-forming organs. This appears to be due to indi- 
vidual susceptibility, as'is the case with other drugs, 
such as amidopyrine*or thiouracil, and not to be related 
directly to the dosage employed. Lennox’ reported one 


1 J. Amer. med. Ass., 1945, 129, 1069. 
2 Ibid., 1947, 134, 138. 
8 Kerrin, J. C., Lancet, 1948, 1, 267. 
4 Braithwaite, R. F., British Medical Journal, 1948, 1, 14. 
5 Foster, T. W., Watson, J. W., and Neumark, E., Lancet, 1949, 1, 517. 
R Harrison, F. F., Johnson, R. D., and Ayer, D., J. Amer. med. ASS. 1946, 132, 
7 Mackay, R. P., and Gottstein, W. K., ibid., P 132, 13, 163. 
g paroan, a Li; Simons, D. Js and Wells, R. E., Amer. J. Med., 1948, 135, 760. 
ggs, J. N , and Emery, J. k Lancet, 1949, 1, 59. 
10 wE 1949, 1, 366. $ 
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_ fatal, case of aplastic anaemia and stated that he had. 


heard of three other ‘fatal cases in the United States. , 


- those conditions. ‘ 


There’ are published records . of two deaths from 
agranulocytosis** and two from aplastic anaemia.® 7 
Finally a nephrotic syndrome has been observed during 


` administration of tridione and attributed to the drug.’ ° 


Because of these rare toxic effects tridione should not 


‘be used indiscriminately; but should be reserved for cases 


of petit mal ; ‘if ‘possible an E.E.G. record should be 
made before it is prescribed. It is preferable to find out. 
first whether the petit.mal can be controlled by the safer 


i but less commonly effective remedies; If: these fail and 


if the attacks are frequent, then treatment with: tridione : 
should be begun. The patient must be kept under 
regular medical observation while he is taking the drug. 
A white-cell count and differential court should be per- 
formed at-monthly intervals, and if the granular cells fall’ 
below 1,600 per c.nim. tridione ‘administration should’ 


. be stopped. Complete reliance cannot, be placed on ' 


regular cell counts to give warning of agranulocytosis, 


‚for it may develop’ suddenly, and careful watch must be ' 


kept for symptoms such as sudden lassitude, pyrexia, 


‘sore throat, or stomatitis ; if these appear the drug must. 


be stopped and a white-cell and differential count done 
immediately. “As Lennox!’ puts it, “Like any potent ` 


weapon of offence, tridione can cause ‘grave hafm if not’ 


handled with respect and conscientious care, but this 
would be a poor reason for. hot using it.” 


\ m 





A DISPUTE ENDED 
The lofal authority associations have at last agreed to 
meet representatives of the medical profession to negotiate’ 
new scales of remuneration and conditions of: service for 


‘public health medical officers. ! ‘The B.M.A.’ s proposals for 


the new terms were submitted to the Ministry of Health in 
July, 1948, but in spite’ of repeated requests the lécal 
authorities would not consent to open negotiations on them. 
In January of this year, therefore, the Council decided that 
if negotiations through’ approved Whitley machinery were 
not begun by ‘the end of February advertisements from 
local authorities would not be accepted by, the British. 
Medical Journal unless the salaries offered conformed 
with those in the Association’s proposed scales.. ‘The local 
authorities continued to! refuse negotiation, and for the 


last five months advertisements have not been accepted 


by this or by other medical TOTOR unless they fulfilled 


The local authorities’ delay’ Au caused inconvenience’ 


and hardship to men and women in the Public Health Ser- 


vice > with very few exceptions they: have followed the 
B.M. A? s.advice in refusing to accept appointments which 
were the subjéct of an “Important Notice.” ' They are to 
be congratulated on the fortitude with which they have 
stood loyally by their colleagues. 
in ‘conformity ` with the Association’s proposals has been 


‘published in the Journal ae os pa oe 
. Tydfil. 


- 


1 See Supplanaar p. 73, i 
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Only. one advertisement 


The last obstacle to the formation of a medical functional 
council in the Whitley machinery has now been removed. 
It was not possible to set one up until the local authorities 
agreed to.co-operate, since they must be represented on 
the management side as employers of practitioners in the 


- Public Health Service. It was also questionable at one time - F 


whether the Whitley machinery would be of much value 
to the profession if it was not backed by the right to go 
to arbitration. Though the absolute right has not been 
granted, the consultants obtained satisfactory assurances- 
from thé Ministry that, ‘ ‘save in exceptional circumstances, : 
and after the conciliation machinery of Whitley has been . 
exhausted, issues on remuneration remaining in dispute will 
go either to arbitration or for inquiry and report by a com- 
mittee.” Because of this promise and other assurances 
the Joint Committee and the Central Consultants and 
Specialists Committee advised, hospital staffs to sign perma- 
nent contracts.’ On J uly 28 the General Medical Services 
, Committee met and decided that these assurances appeared 
to safeguard the rights of general practitioners in the Ser- 
vice, and the chairman of the committee has written to 
Sir Lionel Whitby thanking him “ for the magnificent work 
which. you have’ put in not only ‘for consultants but for ` 
general practitioners as well.” 

Though the Minister has not conceded all that the profes- 
sion wished in order to ensure that disputes go to arbitration 
„if they cannot be resolved through Whitley machinery, he 
has goné a good way to meet our requirements and allayed 
much anxiety. The outcome of these disputes reveals 
plainly what has so often been said—that when the pro- 
fession .stands together in a just cause it obtains satisfac- 


‘tion. It only remains now to set up the Functional Medical 
: Council and to bring before it, as occasion demands, 
- outstanding points of difference between the medical 


profession, or any part of it, and the employers’ side. 


ANATOMY OF THE BRONCHIAL TREE | 


' The anatomy of the bronchial tree used, to be a neglected ‘ 


subject, but the last ten years have seen this deficiency cor- 
rected and a number of good descriptions have appeared. 


.Recognition of the importance ‘of the broncho-pulmonary 


segment as a unit has led to advances in knowledge of 
the natural history, pathology, diagnosis, and treatment of 
many lung diseases. Drs. J. Hardié-Neil and W. Gilmour, of 
Auckland, have carried out long and painstaking work on 
this subject, and an authoritative article by, them appeared 
in this Journal in 1939.1 In a more recent paper? they pre- 
sent in greater detail the results of their study of:a sub- 


ject which is of. much importance and about which other. 


authors have written little—the comparative anatomy of 
the bronchial tree and the application of the knowledge 
acquired to the investigation of the human bronchial tree. 
In this issue of the Journal we publish a summary of the 
research work undertaken by these, authors. The clear 
exposition of the otherwise confusing arrangement of the 
subapical bronchi: of the lower lobes can be cited as a 
practical result of their comprehensive anatomical studies, 


1"Hardie-Neil, J., Gilmour, W., and Gwynne, F. J., British Medical Journal, 


1939, 1, 495. 
, N. Z; med. J., 1946, 45, 20. \ 
3 The. Anatomy of the Bronchial Tree, 1946, Lon 
4 Kourilsky, R., ef al., J. uated Méd. Chir. Woe "1948, 2,402. . 
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which have been carried oup on eleven different mammalian the economic social factor does not appedr to be the impor- 
species. _ .\° tant one. The nutritional state of the community, which 

Hardie-Neil ma Giimour’s nomenclature has also been is ‚probably the most important single factor in determin- 
followed by other authors and has served as a basis for ing tuberculosis morbidity and mortality, does not differ 
modified nomenclatures. The term “apical segment of the between the two countries’in these days of food rationing. 
lower lobe” is, for instance, more satisfactory. than the Housing, another important influence on the prevalence of 
term “ dorsal lobe.” Subapical follows quite naturally from the disease, has deteriorated more in England, because of 
this, in- contrast to the ill-begotten and quite unacceptable the greater damage done by bombing. McKinlay! has 
term “subdorsal,” which they criticize strongly. On the shown that overcrowding does not explain the different 


‘ other hand, their ‘adherence to a Classification which trend of pulmonary tuberculosis in Scotland, and economic 


includes ‘four divisions to the right upper- -lobe ‘bronchus factors can hardly be held responsible, since the rise in 
will not have much support; it is now generally agreed mortality has occurred during a period of full employment. 
that this lobe contains only three chief broncho-pulmonary The increase in mortality in Scotland has been greater 
segments. The specimens and diagranis they use or borrow among females than among males. The percentage ratio 
from other authors to'sustain their claim cannot: be inter- of the actual deaths in 1946-7 to the expected deaths, calcu- 
preted convincingly in the way they suggest. Moreover, lated from the 1937-9 figures, was 119 for men and 132 
in their earlier :paper they quote Brock? incorrectly when for women. All age groups shared in the rise in mortality, 
they state ‘that he describes the lateral division of the pec- though it is among the younger people, particularly those 
toral or anterior bronchus as the most common site for lung aged 15-25 and, to a lesser extent, school-children, that 
abscess in the upper lobe. According to Brock the most the adverse change has been greatest. Over Scotland as a 
common site is the subapical or postero-lateral segment, Whole the mortality follows the usual pattern, rising in the 


and either its lateral ,or posterior Sivision may be affected, MOTE industrialized areas. Glasgow,-with a very high rate 
or both together. - and about one-fifth of the.total population, takes'a large 


These differences of AREE to emphasize that share in the responsibility for the unfavourable ane of 


the time is fully ripe for the adoption of a nomenclature the Scottish figures. 

that would be, ideally, accepted internationally. A com- The rise in“mortality, may be due to several causes, and 
mittee in France* has recently agreed on a nomenclature, fr om: the figures available for analysis it does not eee 
but this certainly is one that would not be accepted in most . likely'that these can be positively identified. Mr. Elliot's 
other countries. It is to be hoped that an attempt will be SUsseStion that Polish migration in the early days of the wet 
made to obtain international agreement on a working ™ay have introduced a more active strain of infection is 


nomenclature for the anatomy of the. bronchial tree. ~ interesting but difficult to prove., On a similar line of 
l i l reasoning the high rate for Glasgow might be explained 

7 ' = by the fact that many of the population of the city are of 
TUBERCULOSIS IN SCOTLAND fe Irish extraction. Susceptibility to tuberculosis is high in 

During the present century there has been a great reduction Ireland : in 1947 the death rate was 124 in Eire and 79 in 
in the tuberculosis mortality rate, and at the same time Scotland. Some have attempted to explain the propor- 
living conditions generally have improved. The relation- tionate increase in tuberculosis among the younger people 
ship between cause and effect is generally accepted. Dis- py finding fault with their way of living—too many late 
turbances in the life of the people may alter the trend of nights spent dancing or in cinemas, careless eating habits, 
death rates, and in both of the world wars an increase in and a neglect of a propér balance between exercise and rest. 
tuberculosis mortality occurred. In England and Wales . Tuberculosis notifications have risen steadily in Scotland, 
the crude death rate per million from respiratory tubercu- and in 1948 they were twice the pre-war figure. Compari- 
losis rose from 989 in ‘1913 to 1,323 in 1918. In the last' sons ‘of notifications are not very satisfactory, owing to 
war the change was not sò great, and the rate rose from _ changes that have been introduced in recent years. By 
516 in 1938 to 602 in.1941 and then commenced. to fall. mass radiography minimal’ lesions are discovered that 


After the 1914-18 war the fall in tuberculosis mortality would have gone completely undetected a few years earlier. 
was retarded in several: areas, but the figures available made Notifications are merely the cases which are discovered, 
a direct explanation of this phenomenon impossible. This and the number may be only loosely related to the true 
slowing down was most pronounced’ in those towns and _incidence—the relationship in any area depending upon 
areas where “social and’ economic conditions were least the carefulness of the local practitioners. Thus the notifi- 
satisfactory. i ` cations of tuberculosis in England and Wales dropped by 

The trend of the death rate in Scotland and in England 2,000 in 1939 due to the effect ' of war on medical and 
and. Wales has differed during the past few years. In administrative procedure. | 


England and Wales the death rate from respiratory tuber- 
culosis has fallen steadily from 557 per million ‘in 1943 to 


473 in 1947, while in Scotland the rate fell from 647 | in” THE M.R.C.P. 
1941 to 627 in 1945 and then rose in 1946 to 658 and The Comitia of the Royal, College of Physicians last 


remained practically constant at this level for the next Week received a report of a committee which had been set 
two years. As Mr. Walter Elliot points out in a paper UP “ to consider whether the examination for the M.R.C.P. 
appearing in the opening pages of this issue, a convincing as regulated and conducted in the past can meet the needs 


explanation for this rise cannot be found.’ Paradoxically of the future, and tosmake recommendations.” ‘The recom- 


ee mendations were. accepted by the Comitia and there- 
1 Health Bulletin, Department of Health for Scotland, Vol. V, No. 3, and Vol. - P y 


VI, No. 4. ; © fore now, become the official policy of the College for the 
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next two years, when the M.R.C.P. examination will once. 


more be reviewed. The outstanding conclusion of the com- 


_ Mittee is that “ membership of the College should signify a 


knowledge of general medicine that justifies further train- 
ing as a consultant, and the examination should therefore 
be a test in general medicine, on a level higher than that 
required for qualification.” From this follows the conclu- 
sion that the examination “should be taken early in’train- 
ing, normally about two years after qualification.” The 
College report recognizes that the M.R.C.P. is widely 
regarded as the hallmark of the specialist, but also notes 
that the teaching hospitals more and more demand, the 
M.R.C.P. as the qualification for the post of registrar òr 
chief assistant. It considers that no examination can satisfy 
both these criteria and that a choice must be made between 
them. | i 

The choice is admittedly difficult, but the decision of the 
College is one the consequences of which it does not seem 
to have thought out to the end. Until now the M.R.C.P. 
has been looked upon as a qualification conferring specialist 
status. Obviously the man who ‘has passed the M.R.C.P. 
has regarded this as the first and ‘important step to 
establishing his career of a specialist or consultant. It 
is the beginning and not the end of experience in this field 
of medicine. When the College states that membership 
“should signify a knowledge of, general medicine that 


l justifies further training as a consultant” the question must 


'be asked, What further training is to be considered neces- 
‘sary, and who is to decide at the end.of such training 
that the possessor of the M.R.C.P. is or is not “a failed 
specialist”? The answer may be that so far as the Col- 


. lege of Physicians is concerned this will be recognized by- 


election to the Fellowship ; but many men have practised 
and are practising as specialists: and consultants who have 
not had this. distinction conferred upon them. By its 
decision the College has altered the status of the M.R.CP., 
and this alteration may well be resented by those who have 
passed the examination on the widely held assumption that 
its possession was a’ recognized entry into the ‘ranks of 
consultants and specialists. “Not only does the College 
decision appear to lower tlie status of the M.R.C. P., but it 
may well have the unfortunate effect of lowering the stan- 
dard of the examination. In fact the two would seem to 
be inseparable. 

The committee considered ‘whether the M. R. C. P. should 
not be preceded by a primary examination in anatomy and 
physiology, or any other subjects.. It did not, apparently, 


. consider the possibility, of holding a primary examination. 
- which would qualify successful candidates to-enter a final 


examination the passing of which would clearly define the 
status of the candidate as a consultant or specialist.. The 
method adopted by the Royal College of Surgeons appears 
to be more rational and fair, and it may be hoped that 
when the M.R.C.P. is reviewed in two years’ time the 


College will consider the possibility of holding, instead 


_ of the M.R.C:P., a primary ‘examination, possibly in con- 


‘junction with the Royal College of Surgeons, as’a prelimi- 
nary to a final examination: for the F. R.CP., say four or 
five years after qualification. Its present decision: is simply 
a recognition of the fact that very large numbers of young — 
men and women are exhausting themselves and their” 
examiners to obtain a diploma which will enable them 


to avoid going into general practice. It is no solution to 
the problem of how a man should be trained and recog- 
nized as a consultant or specialist in medicine. 


\ 
ad 


ped 


DOMICILIARY MIDWIFERY 


‘The Ministry of. Health has issued a statement on the — 


Domiciliary Midwifery Service which, it is advised by the 
Central Health Services Council, should be given the widest 
possible publicity. The statement is printed in this week’s 
Supplement. The Ministry considers that in England and 
Wales there is misunderstanding about the nature of the 
medical services available for the mother who is confined - 
in her own ‘home. The misunderstanding, apparently, is 
the belief among general practitioners and the public that. 
the doctor accepts full responsibility for antenatal care, 
labour, and the lying-in period. “This was certainly not: 
the intention ; it was not intended in any way to diminish 
the importance of either the antenatal clinics or the mid- > 


‘wives by the introduction of the Maternity Medical Ser- 


33 


vices.” The statement points out that the general practi- 
tioner, the midwife, the antenatal clinic, the pathologist; 
and the hospital and specialist services all have a part to: 
play as members of a team. The Ministry appears to go- ` 
out of its way to.stress the value of the service of the mid- 
wife and the antenatal clinic. It observes, it is true, that the 
general practitioner may assume full responsibility for the 
conduct of the case, but adds that “it is the hope of the 
Minister’ that in domiciliary midwifery the midwife will 
continue to be regarded as a normal attendant, supported: 
by the antenatal clinic during the pregnancy 4nd working . 
in co-operation with the general practitioner. . . .” 

In its comment on the report of the Working Party on 
Midwives the B.M.A. Council! criticized it as speaking of 
the midwife as a practitioner of normal midwifery. It 
criticized also the feeling of competition which was tend- 
ing to grow up between general practitioners and midwives. 
The present statement by the Ministry would seem.to have- 
the same undesirable effect, even though this may not have: 
been intended. It is obvious that the general practitioner 
who practises obstetrics must have a large experience of 
the normal if he is to be able to deal satisfactorily with the 
abnormal. In its proposals for a General Medical Service 
for the Nation, published in 1938, the B.M.A. stressed the: 


need in a maternity service for continuous medical super- 


vision by a general practitioner. It considered ‘that an 
efficient maternity service should include among other 
things : “ (1) antenatal care by, or under the responsibility: 
of, a medical practitioner chosen by'the patient throughout 
pregnancy in every case; (2) attendance in every case by 
a certified midwife during the antenatal. period, labour,,. 
and the puerperal period; (3) attendance by the practi-- 
tioner chosen by ‘the patient during pregnancy, labour, and: 
the puerperal period, when as a result of antenatal exami- 


` nation the practitioner has declared his personal attendance: 


to be necessary, or when his attendance is requested by - 
the midwife.” These recommendations are as sound to-day 
as they were eleven years ago, and it is hoped that in the 
National Health Service a real effort will be made to see 
that they are carried out.’ The present statement of the; 
Ministry of Health is not encouraging. 


1 British Medical Journal Supplement, July 30, 1949, p. 65. 
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HEALTH REGULATIONS FOR AIR 
TRAVEL (D A 
~ BY i 


' R. H. BARRETT, M.R.CS., D.P.H, D.T.M.&H. 
Medical Officer, Ministry of Health 


The attention of the travelling public and of practitioners has 
often been drawn to the number of inoculations and vaccina- 
tions that are obligatory on the intending traveller, particularly 
if he intends proceeding abroad by air. During the period since 
1946 the position described in the first-article in this series 
(British Medical Journal, 1947, 2, 741) has become more stable, 
as was indicated by Kyle in the table appended to the second 
article (British Medical Journal, 1948, 2, 1115). This increase 
in stability, has occurred despite the setback caused by the 
cholera epidemic in Egypt in 1947, an event which precipitated 
certain health authorities into adopting quarantine measures 
that had not been invoked since the Middle Ages.. The closing 
of frontiers and the threat of the use of firearms to prevent 
tre unauthorized entry of persons from an infected or 
supposedly infected area were examples of a fashion in quaran- 
tine which might properly have been left in the textbooks ‘of 
medical history. Nevertheless, the international outlook as 
regards quarantine has steadily improved, with a corresponding 
reduction in the delays and frustrations. : 

It may therefore be of interest to, practitioners and others 
to know that this particular aspect of international co- 
operation is being actively-pursued by the World Health Organ- 
ization, which has recently taken over the duties previously 
carried out in this field by the Office International d'Hygiène 
Publique in Paris. In October, 1948, an Expert Committee 
‚on International Epidemiology and-Quarantine met in Geneva 
and considered amongst other matters a revision of the ‘Inter- 
national Maritime and Aerial Sanitary Conventions, which are 
to be replaced in the future-by WHO Sanitary Regulations. 
It was very encouraging’ to note the more liberal attitude 
adopted by the committee towards quarantine restrictions in 
the light of the advances made by modern methods in disease 
control. `’ : ' 

In the proposed “ principles” on which the WHO Regula- 
tions for air travel will be based the following recommendations 
were made; they are, of particular interest : 

1. Plague and Typhus Inoculations—These inoculations will not 
be required of travellers by the new regulations. It was considered 


by the committee that the use of new insecticides and rodenticides’ 


now available should be the most effective method of dealing with 
outbreaks of these diseases. 


2. Cholera Inoculation—This inoculation will not ordinarily’ be 
required of travellers; but it will be permissible for individual 
Governments to require it of passengers coming from local areas 
infected with cholera. : ` 


3, Transit Passengers.—Air passengers in ‘transit through foreign 
airports will not bé subjected to any sanitary measures iù force for 
that locality—e.g., compulsory inoculations or vaccinations—pro- 
vided that they are not suffering from an infectious disease and that 
they do not leave the precincts of the airport. ‘A passenger will not 
be considered to have left the airport if he is conveyed to another 
airport in the same vicinity under the supervision of the health 
authority. - : 

4. Immunization of Travellers—The committee’s views on the 
subject of immunization of travellers as a quarantine measure are 
worth quoting at length: 


“The committee noted that there had developed since the last 

: war a widespread tendency on the part of health administrations to 

require from travellers certificates of immunization, irrespective of 

the value of such immunizations for the protection of the countries 
reached by the travellers or for that of the travellers themselves. 

_ “The committee was aware of the many disadvantages inherent 

in the compulsory production of immunization certificates, and 

considered that the serious obstruction to free and rapid travel 


caused by such requirement was out ‘of all proportion to the 


protection likely to be afforded to the country of arrival.” 


5. The Personal Declaration of Health—This document was com- 
pulsory for air travellers in the 1944 Sanitary Convention for Aerial 


~ 


Navigation, but its use under the WHO Regulations will be optiona] 


at the discretion of individual Governments. 


y 


Summary 


In the future, therefore, it seems that the statutory immunizations 
likely to be required of travellers, apart from those required for 
personal protection—e.g., 'T.A.B.—will be confined to vaccination 
against smallpox and inoculation against yellow fever, with anti- 
cholera inoculation as an occasional measure. Practitioners with 
practical experience of these diseases in epidemic form will probably 
not quarrel with this decision. But the traveller will no doubt 


impatiently await.the day when world epidemiological conditions 
-will render even these measures unnecessary. 


The Expert Committee reflected this feeling in the first of the 
“ principles ” upon which the new regulations will be based when it 
was agreed that “ WHO Regulations would be needed until the true 
object of international epidemic control—the eradication of the 
pestilential diseases—had been achieved.” 








INTERNATIONAL CONGRESS OF 
OTOLARYNGOLOGY 
EDINBURGH VISIT 


-A discussion on “ Otogenous Thrombophlebitis and its Compli- 


cations ” was held in conjunction with the Scottish Otological 
and Laryngological Society in the Department of Surgery, 
University of Edinburgh, on Monday, July 25. Dr. G. Ewart 
Martin, president of the Scottish society, was in the chair. 

In the absence through illness of Professor Norman M. Dott 
(Edinburgh), who was to have led the discussion, the opening 
paper was delivered by Dr. BERGER THomas (Edinburgh). 
Dr. Thomas dealt with the complications of thrombophlebitis 
which might be met in cases exhibiting a resistant strain of 
organism. He first described aseptic thrombosis of the lateral 
sinus, which may produce a subacute external hydrocephalus 
(the post-otitic hydrocephalus of Symonds). This could be 
demonstrated by ventriculograms. Treatment consisted in the 
intravenous administration of hypertonic saline solution and 


‘the control of cerebrospinal fluid pressure by a lumbar punc- 


ture. Where no improvement occurred a subtemporal decom- 
pression, with a simple stellate opening in the dura, was 
advocated. _ os 

Aseptic thrombosis of the cerebral branches of the lateral 
sinus.was often silent in onset, the patient first complaining of 
loss of vision or seizures due to cerebral damage following 
thrombosis of the veins. Ventriculograms showed localized 
cerebral involvement with ventricular shift and displacement 
of the third ventricle. In these cases antibiotics were given, 
and the cerebrospinal pressure controlled as already described. 
A bone-flap decompression might be required. 

In connexion with ‘the septic complications of thrombo- 
phlebitis of the lateral sinus, Dr. Thomas referred to Gradenigo’s 
syndrome, which he, thought was seen less commonly since the 
introduction of antibiotics, and which he regarded not as an 
apical petrositis from direct spread of the infection but as a 
thrombophlebitis of the petrosal sinus. Subdural empyema, 
on the other hand, was more commonly encountered now, 
particularly after frontal sinusitis. Cerebral and cerebellar 
abscesses were now considered to be due to a thrombophlebitic 
process rather than a direct spread of infection. Dr. Thomas 
showed that tension within the abscess interfered with the 
penetration of penicillin. When the abscess was drained 
surgically, penicillin could then be recovered from the pus. 

Dr. A. BROWNLIE. SMITH (Edinburgh) contrasted his experi- 
ences of, lateral sinus thrombosis before and after the intro- 
duction of antibiotics. Although diagnosis was often easy 
before the advent of ‘penicillin, many cases presented extreme 
difficulty, and complications were ‘frequent. Since penicillin 
became available the difficulty of diagnosis had increased but 
the serious consequences of thrombosis had diminished. Of 
the 29 cases of\lateral sinus thrombophlebitis in his series, 
22 occurred before antibiotics were introduced, and of these 14 
were complications of acute otitis media. There were seven 
deaths (32%) in this.series. One was due to the anaesthetic, and 
six occurred from undue delay in operating, either because the 
case was referred too late or because the condition was -not 
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suspected until the patient had been some days in hospital. Of 
the seven remaining cases, all were associated with chronic 
otitis media and five ‘were in children under the age of 11 years. 
No’ deaths occurred in this series, and in no patient receiving 
penicillin was the jugular vein ligated. It would appear that 
lateral sinus thrombosis as 2 complication of acute otitis media 
was disappearing, or if it occurred the condition ‘responded 
to antibiotic treatment and remained undiagnosed. The cardinal 
features—rigors, positive blood culture, raised cerebrospinal 
fluid pressure, and a positive Queckenstedt test—were not now 
seen, and the temperature chart was the only certain guide to the 
possibility of thrombophlebitis. An ‘unexplained temperature 
in the face of penicillin treatment ' for acute otitis media was, 


` in ‘Dr. Smith’s opinion, an indication for urgent, operation. 
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OLD PEOPLE AND THE COMMUNITY 


A two-day conference was held recently at the Royal College 
of Nursing on the community care of old people, Those who 
took part included representatives of the nursing service of the 


L.C.C., the Women’s Voluntary Services, the Civilian Welfare | 
, Department of the British Red Cross. Society, the Public Health, 


section of the Royal College of Nursing, and the National 
Council of Social Service. \. 

Mr. ARTHUR BLENKINSOP, M.P., Parliamentary Secretary: to 
the Ministry of Health, said that’ most. local: authorities were: 
now providing accommodation for old people on their new 
housing estates of a much more attractive kind than had hitherto 
been available. He hoped it would be possible ‘to provide a 
certain’ number of hostels also where,services could be rendered 
to the occupants. Old people often became permanent bed’ | 
cases in hospital when, for their own benefit and that of others, 
they ought to be taking their place again in the community. 


Dr. ` KENNETH Cowan, county, medical officer of health for 
Essex, spoke on the care of the chronic sick in hospitals in ' 


relation to shortage of beds and. lack of nursing staff. Where 
treatment by rehabilitation and physiotherapy had been given 
there had been ‘a 'remarkable increase in the bed turnover. He- 


_ instanced the position in Cornwall where, ‘by the use of adequate , 


had been increased by 50%. 


rehabilitation and medical treatment for the chronic sick in the. 


institutions of the county, the available bed accommodation : 
Part-time nursing staff had been . 


used to good purpose in some areas, particularly in'Gloucester- 
shire. He pleaded for suitable holiday homes and hostels: in’ 
the country where aged people who were living with their rela- 
tives could be taken for short periods, so relieving the. strain 
at' home and perhaps enabling thé old people to continue their -, 
home ‘life for a much- longer time. For organized voluntary 
endeavour in the care of the aged he suggested'a national 
organization which: would institute measures for the care of 


_ old people in their homes and formulate a policy which could 


`~ of people. 


a“ 


be carried out locally. 


Dr. C. A. BOUCHER, medical officer of the Ministry of Health, . 


said that the problein of the aged was really a problem of social 
medicine—that is to say, of. medical. science applied to groups 


as arace apart. Their relatives, friends, and neighbours would 
then be relieved from all responsibility, which would be un- 
fortunate. In spite: of the ‘brilliant .work of experienced. 
specialists and enthusiastic doctors in geriatric units, much 
more could be achieved if there was adequate help at an 
earlier stage before chronicity developed. , The geriatrician had 
already: shown what could be done; he must now show how 
much more could be prevented. The present overloading of 
hospital beds was a confession of failure of preventive measures. 
The fantastic position had* been reached whereby an old person 
who required skilled hospital treatment had to wait a long while 
for it. The result was that his illness became well advanced, 
it required a much longer period for treatment and rehabilita- 


‘tion, and_in,the end the patient had often to be retained in the ' 
institution because his family circumstances had altered and 


there was no home to which to send him. Four thousand old 
people were killed every year in-accidents in their homes.: 


; they were made.aware of these..dangers and how preventable 


-+ 
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' services should be made available. 


He begged that these people should not be isolated - 


~use in Egypt. 


If’ 


they were, this heavy fatality list would be lightened and hospital 
beds would ` not be filled with fractured femurs and the like. 
He praised St. Helier Hospital, Carshalton, where they had a 


Council, the Hospital Management Committee, the Local Execu- 
tive Council, and the National Assistance "Board. Another 
notable effort was the Bermondsey Mission, which was* run 
by three general practitioners. : 
beds for old people, and a geriatric specialist: from a near-by 


, geriatric liaison committee with representatives of Surrey County: ’ 


The mission had a ward of 25 ' 


hospital visited once a week and was available on call. There ` 


was need, said Dr. Boucher; for`a “triangular” system. At 
the apex was the family doctor, who knew the old person and 


_ his background. At one of the bases was the hospital specialist, 


the geriatrician, and at the other the medical-officer of health, 
through whom the local authority and voluntary association 
These services included 
home helps. 

No resolutions were formulated, but it was Stated) that the 
ideas put forward at the conference would serve as a guide for 
local action in the months ahead. 
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: COLONIAÈ MEDICAL RESEARCH 
“TRIAL OF, NEW DRUGS IN THE TROPICS . 


. The .Colonial Research Council is responsible for research 
' schemes- in many fields—agriculture, forestry, demography, 


————————— | 


‘social science, engineering, and a dozen others. Research in | 


medicine, undertaken by the Medical Research® Committee, of 
which Sir Edward Mellanby is chairman, is one of the most 


irhportant of its interests ; of the last annual grants, amounting ` 


to £1,652,169, medical research schemes took more than 10%. 

` Many of ‘the ‘other investigations have medical aspects, such as‘: 
the work on insecticides and the search. for ay of possible 
medicinal value. 

' The annual. report of the Council’ contains ‘a list of about 
150 new or supplementary projects which have been approved 
for grants during the year under review. They range from an 
‘investigation into the technique of parboiled rice to a study of 
the properties of antisera for identification of blood found in 
mosquitoes and other insects ; from the bionomics and distribu- 


tion' of ornithodorus ‘ticks in relation to relapsing fever to the ' 


establishment of the East African Bureau of Medicine; from 
psychological research in Northern Rhodesia to an investiga- 
tion into the suitability of the roller mill for milling millets and ' 
sorghum,.this latter as part of nutrition research in West Africa ;“ 


from the setting up of a medical research library in Fiji to the ~ 
mate 


‘study of hot-climate physiology in Nigeria ; from an investiga- 
tion of salt-water mosquitoes to studies in African witchcraft. 


The-Medical Research Committee had some eight projects in ` 


hand last‘year in Africa and Malaya, and during the year 


‘started two new ones. . The first was an investigation on 


‘Bancroftian filariasis and onchocerciasis in East ‘Africa, and 
the other was,a study of loasis (infestation of Loa-loa, a genus 
of filarial roundworm) in the Cameroons. ‘The whole subject 
of filariasis is being extensively investigated in East Africa, and 


‘Mwanga, in Uganda, has been selected as the headquarters of 
-the Colonial Office team for this work. . Research on schisto- . 


somiasis is already being undertaken, independently in Egypt 


and in. Southern Rhodesia, and it is not.considered necessary to — 


begin work on.this subject in the colonial territories at present. 
From Egypt it is reported that marked ‘clinical improvement has 
been obtained by the use of “ miracil D,” but complete steriliza- 


‘tion does not appear to. have been obtained as a rule in the 


Egyptian patients. Moreover, the drug has been found irritating 
to the gastro-intestinal mucosa, which contraindicates its general- 
In Southern Rhodesia the drug works more 
favourably—for some reason the dweller by the Zambesi 
withstands its irritant action better. than the dweller by the: 
Nile. 
Prophylactic Value of Proguanil 
Work on-malaria has been continued in Malaya, East Africa, 

and North Borneo. In Malaya extensive trials have been made 


_—_—_— MMMM 
1Colonial Research 1948-49. Cmd. 7739. London: H.M. Stationery 
_ Office. 2s. 6d. net. 
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to establish the prophylactic valte of proguanil and mepacrine. 
Among the labour forces on the plantations i in an endemic area 


the high suppressive value of proguanil in falciparum and vivax ° 


malaria has been confirmed. The disappearance of parasitaemia 
~ when proguanil was given was found to be more rapid than 
with mepacrine in cases of falciparum malaria, though the dura- 
tion of the fever was somewhat longer. ’The exact comparative 
value of these two drugs: seems as yet undetermined. The most 


suitable methods of using proguanil, with its effective gameto-’ 


cidal action, have been worked out for both prophylaxis and 
treatment. The prophylactic value of the drug is said to be 
- high, but the clinical response to treatment’ slow. It has been 


found that the duration of the fever is shortened and relapse ' 


` prevented when the ten-day course of proguanil is supple- 
mented, on the first day of treatment only, by mepacrine or 
quinine, and the trial of this reinforced method is recommended. 
_ Chloroquine has also: been tried out with a view to.its probable 
practical value in rural areas. 

Work on nutrition has been continued in the Gambia and 


elsewhere, chiefly on the prevalent types of anaemia and the 


extent to which these conditions are dependent on malnutrition 
and on zymotic disease.. A-study of the digestive function in 
conditions of malnutrition is being undertaken in Uganda by 
the Medical Research Council. Protein deficiency is shown to 
be common in the Gambia. Other investigations include, re- 
search in tick-borne relapsing ‘fever i in Kenya. The Virus Insti- 
tutes in ‘Nigeria and. Uganda have been primarily concerned 
with a study of the epidemiology of yellow fever, and the work 
in Uganda has shown that there exists ‘in Africa an epidemio- 
‘logical type of yellow fever which is analogous to the jungle 
yellow fever. of. South America. 
permanent reservoir of virus which exists in the animals. and 
mosquitoes of the forest is the ultimate source of the yellow 
fever of urban communities, 


Chloramphenicol in Scrub Typhus 
A section of the medical report concerns the work of a 


research unit in Malaya which is making a long-term study 


of the natural history of scrub typhus, a condition: which took 
a heavy toll of the Allied forces during the Japanese war. An 
investigation has béen made by an American unit on the value 
.of the new antibiotic, chloramphenicol, in’ this condition and in 
typhoid fever. An explosive outbreak of scrub typhus occurred 


on an estate near Kuala Lumpur soon after the investigation 


began, and during~the next 10 weeks 40 proved cases were 
treated with the drug without failure. Some of them were 
treated as late as the eighth or ninth day of the disease, although 
in untreated cases death may occur from the: ‘twelfth day on- 
wards: Up to now about 90 cases have been treated success- 
fully. A small amount of the drug prepared by chemical 
synthesis became available to the workers at Kuala Lumpur 
and was used in treating two Gurkha soldiers infected during 
jungle warfare against bandits. They were given the synthetic 
drug on the fifth and sixth days of fever, and in both cases the 
temperature reached normal within 48 hours. The toxicity dis- 
appeared and convalescence was: uneventful.’ In typhoid fever 
the improvement of the general condition and the diminution 
in toxicity usually began within 24 hours. One curious circum- 
stance is that chloramphenicol has been found effective against 
gonorrhoeal urethritis, and a recent preliminary communication 
records the successful treatment of 32 cases. The importance 
of this finding, which is thought by venereologists to open up 


a fruitful field of investigation, lies in the fact that the drug is — 


given orally. The successful large-scale synthesis of an effective 
. non-toxic antibiotic has obviously wide implications. It is’ hoped 
that the number of diseases affected by this class.of: drug will be 
increased, and that reduced costs, approximating perhaps to 
those of the sulphonamides, will gradually free chloramphenicol 
and other antibiotics from the restrictions imposed by expensive 
fermentation methods of preparation. 

The question of undertaking trials in Africa with B.C. G. 
vaccine has been considered further. .In French and Belgian 
African territories this vaccine is already being tried out. The 
Medical’ Research Committee considers that trials should be 
undertaken in a selected area with a stable population and'a 
known incidence of tuberculosis. and the committee is- making 


It is now thought that the < 


=: 


suitable ` arrangements. - - Climate physiology is another long- 
continuing study. One ‘experiment mentioned is that small 
doses .of pituitrin have been given to a group of eight African 
students,. and those who had high 'sweat-rates were found to 
have ‘them lowered after injection, while those with low sweat- 
rates had the opposite: experience. In other words, without 
pituitrin there was a great difference between the sweat-rates 
of the two sub-groups, but after pituitrin there was no difference. 

`The tsetse fly has been a major‘ preoccupation of a number 
of colonial investigators this year. The important reports on 
trypanosomiasis in Eastern and Western Africa and on the 
Anchau rural development scheme have been the subject of 
notice in these columns. They were followed by the intro- 
duction of “antrycide ” for the treatment of trypanosomiasis in 
cattle, about which the Colonial Office report expresses the hope 
that the experiments now in progress will establish the prophy- 
lactic value of this drug and extend its practical application. 
A sum of £15,800 has been allocated for a three-year research 
on the effects of antrycide injections on cattle in East Africa. 
An account is given of the trials in Uganda with D.D.T. and 
B.H.C, smokes. It has been confirmed that these substances are 
lethal to tsetse flies, but the application apparently still presents 
difficulties. The malaria eradication experiments in Mauritius 
and Cyprus are described, as well as the control measures in 
Uganda, Swaziland, and Malaya. 

It ‘is stated that the shortages of scientific personnel, labour, 
building materials, and equipment are being slowly overcome, 
and proposals are to be submitted to Parliament for the amend- 
ment of the Acts under which colonial development and welfare 
research is administered, to~enable the yearly disbursement to 
be increased. is 





CO SCIENTIFIC FILM ASSOCIATION 
j MEDICAL ‘FILMS 


A meeting called by the Medical Committee of the Scientific 
Film Association was held recently at the Royal College of 
Obstetricians and Gynaecologists. ' 
Mr. MALCOLM DONALDSON in his introductory remarks said 
that the object of the meeting was to discuss the best way to 
encourage, the use of films and film strips in teaching. At 


’ present there was no central medical film library for teaching 


purposes. ‘There were very few medical films and more would 
have to be made. This could perhaps best be done by the 
senior teachers of any particular subject forming a committee 
anid, after deciding exactly what points it was necessary to 
illustrate, writing a script for a film to be produced by a pro- 
fessional film artist. Although everyone had his own methods 
of teaching, it was uneconomical for each man to make his own 
film. The fundamental points which an undergraduate had to 
learn were common to all teaching schools. It was after qualifi- 
cation that points of difference in technique should be taught. 
‘Sir KENNETH GOaDBY, the: chairman of the Medical Com- 
mittee, said that the Scientific Film Association had been in 
existence for five or six years. The association had as its aim 
the general diffusion of knowledge concerning the making, use, 
and advantages of scientific films in all branches of education. 
The Medical Committee was handicapped by want of funds. It 
had published, in conjunction with the Royal Society of Medi- 


_cine, a catalogue of medical films, and had corresponded with 


the deans of medical:schools in the hope of stimulating interest 
in the use of films as an aid to teaching. The real value of the 
medical film was in presenting the salient points which could 
not adequately be demonstrated by lantern slides or ‘by word 
of mouth. 

Films were then stage ‘illustrating normal labour, the use of 
Kielland’s forceps, and breech: delivery. Girl Grows Up was 


a film intended to explain menstruation to girls aged 12 to 14, 


and a film on the care of premature infants came from the 
Rotunda Hospital. In the discussion after each film, among 
many who took part were Sir WILLIAM GiLiaTr, Dame LOUISE 
McIlroy, and Mr. Lestiz-WiLtiAMs. The production of these 
films was of a high standard, but there was outspoken criticism 
of the obstetrical technique illustrated in some of them. 
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` "INTERNATIONAL CONFERENCE ON 
: AUDIOLOGY 


The second International Conference on Audiology was held 


in London on July 15 and 16, at the Royal Society of Medicine, 
under the presidency of Professor Gunnar Holmgren (Sweden). 
The Conference was attended by otologists, physicists, and 
others interested in the various aspects of audiology. Fifteen 
countries were represented. / 

The delegates were welcomed on behalf of the Royal Society 
of Medicine by Mr. Scott Stevenson, president of the Section 


of Otology. On the first day a review was given by the secre- “ 


tary, Professor Eelco Huizinga (Holland) of work already done. 
Papers were read by Professor Maurice Sourdille (France), Dr. 
E. P. Fowler, jun. (U.S.A.), Professor E. Luscher (Switzerland), 
and Dr. Harvey Fletcher (U.S.A.). 
occupied by a discussion on the work in audiology carried out 
in England by the, Ministry of Health, the Medical Research 
Council, and others. An introductory address was given by 
Sir Wilson Jameson, Chief Medical Officer of the Ministry of 
Health, and other speakers included Dr. C. S. Hallpike, Medical 
Research Council ; Dr. W. G. Radley, G.P.O. Research Station ; 
Mr. R. S. Dadson, National Physical Laboratory; Dr. T. S 


Littler, Department of Education of the Deaf, Manchester Uni- i 


versity; Mr. Michael Reed, Ministry of Health; Dr. E.'A. 
Underwood, Ministry of Education; Miss Edith Whetnall, 
Royal National Throat, Nose, and Far Hospital; Mr. R./Scott 
Stevenson, Metropolitan Ear, Nose, and Throat Hospital ; 
Professor Sir Henry Cohen, Medical Research Council; Mr. 
Leslie Wilkins, the Social Survey ; and Mr. Terence Cawthorne, 
Medical Research Council. At the end of the meeting it was 


‘announced that the present ‘secretary was retiring and that his 


place would be taken by Mr. Terence Cawthorne (England). 


rm 





Reports of Societies 


HAEMODYNAMICS OF PREGNANCY ` 
Ata meeting of the Edinburgh Obstetrical Society on May 11, 


with the president, Dr. E. C.: Fammy, in the chair, Professor, 


R. J. KELLAR presented a symposium ón the “ Haemodynamics 
of Pregnancy.” His critical review of Oe subject was supple- 
mented by four short papers. 

Dr. HILARY HAMILTON gave a brief description of previous 
experimental work and then analysed the changes in cardiac 


output during normal pregnancy in 68 women. -Output was 


determined by: the Cournand technique of right heart catheter- 
ization. Experiméntal work now in progress at the Simpson 
Memorial Maternity Pavilion. was concerned with the cardiac 
output in cases of toxaemia.all showing some degree of hyper- 
tension. Preliminary results in 44 cases showed that’ they fell 
into fairly distinct groups. Pregnant patients with “ fixed” 
essential hypertension (10 cases) showed no alteration in cardiac 
output from the curve found in normal-pregnancy. In 6 cases 
of “fixed” essential hypertension with superimposed pre- 


. eclampsia a rise in cardiac output'was noted. There was ‘also 


an increase in cardiac ouput: in. 11 cases of “labile” 
hypertension. 
Varying results were observed in 117 cases of teaclampaas 


13-had a mild or marked increase in output, and this usually ' 


exceeded the increase seen in the two hypertensive groups ; 


in 4 cases the cardiac output was within’ the normal limits ` 


for the duration of pregnancy. The changes in cardiac output 
in the cases of pre-eclampsia did not appear to bear any 
clear-cut relationship to the clinical severity of the toxaemia. 
No explanation of these results could be put forward at the 
present time, but it was hoped that future work would help to 
clarify the situation. 


Blood Volume and Blood Flow | “ou 


Dr. RACHEL WHITE contributed two short papers, one’ on 
blood volume in pregnancy and the other on limb volumes in 
pregnancy. In the first paper she outlined the method used 


` r 


The second day was' 


_ nant patients with pre- eclamptic toxaemia or. hypertension ; 


and the results obtained in the investigation of 10 normal non- 
pregnant women, 56 women at various stages of normal preg- 
nancy, and 10 women in the first week’ of the puerperium. 
She showed that the increase in blood volume during preg- 
nancy was approximately 23 yo—a result comparable with those 
of previous investigators. This increase occurred mainly during 
the second half of pregnancy and was maintained for the first 
seven’ days of the puerperium. She also gave a preliminary 
\survey of the results of investigations now being carried out 
during pregnancies complicated by hypertension and pre- 
eclampsia. From these results it appeared that the blood 


‘ volume in cases of hypertension (“labile” and “fixed ”) was 


comparable with that in normal pregnancy, while in cases of 
pre-eclampsia it was lower than normal. 

The second paper was concerned with a study of the limb 
volumes of 15 patients during the second half of pregnancy. 
She described the method, which was based on the principle 


' of water displacement, and said that records were kept at 


2-4-weekly intervals’ during ‘the pregnancy and at seven days 
and, six weeks after delivery. Of the 15-cases, four had a 
- normal pregnancy with a variation of 0.5 to 3.8% in limb 
volumes; 7 cases developed a mild to moderate degree of 
toxaemia with an increase of at least 6% in all their limb 
volumes, a 6 to 7% increase appearing to coincide with the 
presence of “ pitting ” oedema. The remaining 4 cases showed 
an increase of up to 9% in at least one limb volume with no ` 
other manifestation of toxaémia. She also showed that the 
increase in volume during pregnancy appeared to be more 
marked in the hand used less frequently—i. e., the left hand in, 
right-handed patients. `S 

Dr. CATHERINE BURT presented a: preliminary report on blood 
flow and finger temperatures in 20 pregnant patients (8 normal, 
7 pre-eclamptic, and 5 hypertensive) compared with those in 
a group of non-pregnant controls. Records of resting forearm 
blood flow made in the later weeks of pregnancy showed an 
increased flow in‘normal pregnant patients in comparison with ` 
‘non-pregnant women. A greater increase was found in preg- 
in 
these cases the average resting' forearm blood flow was twice 
that of the control group. In all the pregnant patients a fall 
in the average forearm blood flow occurred following delivery, 
but the figure remained above that of the non-pregnant group 
for the first few weeks of the puerperium. During reflex 
vasodilatation tests forearm blood flow was more variable and 
showed a greater average rise in pregnant than in non-pregnant 
patients, this ‘increase being most evident in patients ~ with 
pre-eclamptic toxaemia. Ne 

At an environmental temperature of 17° C. non-pregnant 


~ women and women in the first trimester of pregnancy showed 


peripheral vasoconstriction as evidenced by a low resting blood 
flow in the hand ; as’pregnancy advanced the hand blood flow 
showed a gradual rise up to the time of delivery. A state 
of cutaneous vasodilatation, as shown by a resting finger tem- 
perature of over 30° C., was found in 19 out of 20 cases in the 
later weeks of pregnancy and in all 17 tested in the first eight 
weeks of the puerperium. In non-pregnant volunteers exposed 
to the same environmental temperature (15.25° C.-22.5° C.) the 
average finger temperature was 24.7° C. This prelimiriary work 
indicated a tendency to muscular and cutaneous vasodilatation - 
in the upper limbs during the later months of pregnancy. 


On June 17 and 18 the Fever Group of the Society of Medical 
Officers of Health held a meeting at Seacroft Hospital, 
Leeds, by invitation of the president of the Group, Dr. E, C. 
Benn. On June 17 Dr. D. C. Liddle read a paper on the Steven— 
Johnson syndrome, and Dr. H. J. Parish, Dr. K.’J. Randall, and 
Miss M. Barr contributed a symposium on “Immunity in 
Early Lifé.” In the afternoon Dr. Leese, Professor J. W. 
McLeod, and Dr. P.~T. Boyle gave a clinical, bacteriological, . 


‘ and pathological review of a series of patients with tuberculous 


meningitis treated with streptomycin. On June 18 Dr. Hugh 
Parry read a paper on “The Fate of Infants with Gastro- 
Enteritis Receiving Intravenous Plasma,” and Dr..C. W. Dixon 
gave an account of an outbreak of meningococcal meningitis in 
New Zealand. } 
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Ankylosing Spondylitis $ 

Sir,—I have been very interested to read the. letters of Drs. 
F. Dudley Hart and H. F. West (April 9, p. 633) in reply to 
Dr. C. B. Heald’s communication (March 26, p. 546). Dr. West 
rather takes Dr. Heald to task for being over-enthusiastic about 
ankylosing spondylitis. We in New Zealand recently had. the 
pleasure of hearing Dr. Heald when he was asked to lecture 
on rheumatism by the New Zealand Government. In con- 
nexion with ankylosing spondylitis one would agree that he 
showed enthusiasm, but is it not, better to show enthusiasm 
than adopt ‘an attitude of Jaisser-faire in such an important 
and, in many cases, such, a crippling disease? Dr. H. F.. West 


. has looked up, a great many references which are not available 


in this country, and rather tends to belittle the crippling effect 
of ankylosing spondylitis and also the benefits of x-ray therapy. 
Two cases I have seen recently illustrate that the disease can 
be crippling and does respond to x-ray therapy. T 
The first was a woman aged 33 who complained in the first place 
of paift in the neck and back and a little Jater stiffness in the left 
shoulder. A course of gold injections had been advised and given 
without any relief, and her condition was becoming worse. Her 
right arm could not be raised above. the level of the, shoulder and the 
pain and stiffness in the back had spread to the lumbar region. A 
diagnosis of ankylosing spondylitis was made from radiographs. An 
interesting point in this case was that while waiting for x-ray therapy 
an injection of 1 ml. “ prostigmin ” was giyen. The patient almost 
immediately felt ill, became collapsed, and vomiting set in. The 


antidote to this, 1/100 gr. (0.65 mg.) of atropine, was given, and . 


the reaction gradually subsided. Within 24 hours there was marked 
improvement in the movement of the right arm, which could be raised, 


_above the head. In spite of the reaction, the patient begged for a 


second injection. This time atropine was given prior to 4 ml. of 
prostigmin—even so the patient had a milder reaction. Any further 
requests for injection were refused. Three courses of deep x-ray 
therapy to the dorsal and lumbar spine and sacro-iliac joints were 
given. “In addition, after consulting with Dr, John Mennell, manipula- 
tion was given to the cervical, dorsal and lumbar vertebrae and the 
costo-vertebral articulations from time to time. 
freedom of movement in these areas. In- addition breathing, which 
was becoming increasingly difficult, has been very much relieved. This 
patient now has no pain, is bright and happy, and can manage her 
own housework and cooking. ‘There is permanent loss of rotation 
in the dorsal vertebrae and limited lateral movement in the lumbar 
region. In spite of this she is very grateful for the marked improve- 
ment in her movements, general health, and her freedom from pain. 
Before I saw her she was spending most of her time in bed, and the 
future outlook-was not at all good. ‘ 

The second case, a young man of 20, had been suffering from 
“rheumatism” for four yéars, with pain in the back and, limbs.. 
General wasting of muscles was present, the joints of both limbs 
were swollen and painful, and he was in continual pain. For the last 
14 months he had been confined to bed almost continuously. Gold 


` injections, , penicillin, physiotherapy; and polyvalent streptococcal 


vaccine had all been tried without effect. Dr. C. B. Heald -was called 
in consultation and diagnosed the case as one of ankylosing spondy- 
litis. Radiographs showed quite definitely involvement of the. sacro- 
iliac joints. X-ray therapy was ordered with very satisfactory results. 
Two years later this patient reported that he had had several courses 
of- x-ray therapy—not only to the spine, but also to the joints of 
the upper and lower limbs. Apart from the fact that there is a 
rather- general stiffness of joints, he can go about his teaching duties 
at a preparatory school, and, most important of all, he is free from 


In both the preceding cases it can be’ stated quite definitely 
that ankylosing spondylitis was having a crippling effect, and 


following x-ray treatment there has been a very marked ' 


improvement in their condition-and they have again become 
useful citizens.—] am, etc., ` j 


. 


ao as 
Christchurch, New Zealand. ` W. Gorpon RICH. 
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Treatment of Angina with Thiouracil 


Sir,—All those who have tried to investigate the value of 
thiouracil ‘in the treatment of angina pectoris will agree with 
your annotation (June 4, p. 997) that “it is time a large series 
of cases was treated under scientifically controlled conditions.” 
But it seems unlikely that both these requirements can be 
satisfied. Evans and Hoyle’ have drawn attention to the main- 
difficulty, which is the inherent variability of angina. They 
conclude that in addition to adequate scientific control the 
type of case selected for study must be clearly defined if 
the results are to be reliable. 

The. investigation described below, though not significant on 
its own, may contribute a little to the subject when read in 
conjunction with other reports. An attempt was made to select 
for study only those cases which were as nearly “stable” as 
possible. The criteria were as follows : ; 

1. All bad unequivocal angina of effort, with pain as tbeir worst 
symptom. Its site, type, relation to exertion, and quick relief by 
rest or glyceryl trinitrate were definite. If a neurosis became obvious 
and predominant during the investigation the patient was excluded 
from the series. 

2. No patient had dyspnoea as a prominent factor limiting exertion. 

3. No patient had any other physical disability limiting exertion or 
lowering, pain threshold. 

4. No patient had a haemoglobin below 90%. 

5. No patient had evidence of myocardial infarction in the six 
months immediately preceding the start of the investigation. 

6. No patient had hypertension above 170/110 mm. Hg or evidence 
of valvular disease, paroxysmal ‘disturbances of cardiac rhythm, or 
cardiac failure. , Í 

7. No patient had clinical or. serological evidence of syphilis, or 
clinical evidence of thyrotoxicosis, diabetes, or adrenal disturbance. 
. 8. All were under the age of 65 years. i 

9. All were at least of average intelligence. - 


Out of over 80 patients attending the hospital with angina 
only 19 fulfilled the above criteria, but during subsequent weeks 
11 of these had to be excluded from the series for the following 
reasons : dyspnoea found to be prominent factor limiting 
exertion, 3; neurosis became overt, 3; failed to attend, 2; no 
attacks during the summer, 1 ; developed pernicious anaemia, 1 ; 
developed status anginosus, 1. This last patient had thiouracil 
for one week only... It was stopped because his attacks became 
more frequent. A week later he developed status anginosus. 


' The eight patients who remained were all men between the 


ages of 49 and 64 years. Three had had previous myocardial 
infarctions. 

The initial examination of the patients included a detailed 
history, full clinical examination, fluoroscopy, and limb and 
unipolar chest lead electrocardiograms.. During the first two 
weeks the variability of the angina was observed, and base-line 
white-cell ‘counts and blood-cholesterol determinations were 
made. Four patients were then given 0.2 g. of thiouracil 
three times a day (Group A), and the remaining four one 
lactose tablet three times a day (Group B). No patient knew 
what tablets he was having. Each patient was urged to 
continue his normal routine of life. 

_Observations were made on the pulse rate, blood pressure, 
weight, glyceryl trinitrate requirements, walking distance on 
level ground, and blood-cholesterol levels for periods ranging 
from 19 to 36 weeks. Thiouracil was stopped when there 
was evidence of myxoedema. In two patients (Cases 1 and 2) 
who had shown only a slight response to the initia] dose the 
dose was increased to 1.0 g. daily after 17 and 19 weeks 
respectively. Progress was assessed by comparison of the 
glyceryl trinitrate requirements and à detailed history of the 
pain at the beginning and at the end of the investigation. ° The 
table shows the progress of each patient. 

It will be seen that three out of four patients in the treated 
group were improved, whereas only one patient in the control 
group was slightly improved. In those who were benefited 
improvement occurred ‘gradually during the third and fourth 
months of treatment, and it is interesting that the improvement 
was more marked in ‘the substernal than in the peripheral 
component of the pain. (The patient in Group A who did 
not improve was the one who had had a previous myocardial 
infarction. Serial blood-cholesterol levels were found not to 
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correspond to -uac dosage or to the clinical response to 
. treatment. ` There were widé variations in level i in both groups 

. of patients. One patient (Case 3) developed florid myxoedema, 
with a- cholesterol level lower than at the start of the 
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Group A 


34 | Improved Nil, .| Ni j: on Individual attacks less 
Severe. Substernal 
pain almost com- 

` | + pletely disappeared. 
Pain in left wrist no 
longer distressing. _ 
Distance increased 

- from two miles on 


level ground to five 


















—20 Substernal pain dis- 
appeared; only pain 
in throat Temained. 
Cold weather no 
longer a precipitat- 
ing factor: ‘Able to 
manage stairs, pre- 
viously impossible. 





ioe r aE a, 
eals, emotion,: 


no longer precipi- 
' tating factors. Able 
to run 100 yards for 
bus without pain, 
, whereas previously 
any hurrying 
brought on pain 


~ 





- Group B 


30-35- |. Same} +20 | No change ' 


| en | aaa a 


10-20 Saine 4 No thaties 
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| | | 


+7 Very doubtful im- ' 
o py detailed his ‘judged 
y detailed history 
of pain 


+29 | No change 


90-100 ; Same 
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fivestigitiont 
. the difficulty of assessing the results ‘of any form of treatment 
in angina oe ~ nog ; : 


Dr. Evan Jones, 'Dr. F. T. G. Prunty, and Dr. Råymbnd Daley 
have kindly agreed to the publication of this letter. I am very 
grateful to them for the special investigations and sa their interest, 
advice, and criticism. 


7 


—I am, etc., i _, | 
Uffculme, Devon. | CD. W. R LYLe. 
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; e Tuberculosis ‘in Industry 


` SR,—Drs. Alice Stewart and J. P. W: Hughes and their 
colleagues, (May 28, p. 926) showed that a tenfold increase in 
the size of boot and shoe factories was associated with a two- 
` fold increase in the number of persons “infected with tuber- 
culosis.” Their paper.appears to have caused some surprise 
and criticism (Dr. Stephen Hall, June 11, p. 1049). It is, H 
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course, true that it is only by thé routine use of the tuberculin 
test that recently infected persons can be detected: it is, how- 
ever, of interest that statistics collected by Bang as long ago as 


1896 showed that a tenfold’ increase in the size of herds of ' 


cattle was associated with an approximate doubling of the 
incidence of tuberculosis as judged by the tuberculin test.* This ' 
is true even when small herds in which there were no tuber- 
culous cattle were excluded. Almost the same trend is obtained 
by classifying results of tuberculin tests on 364,286 cattle in 
Great Britain according to the size of the herd. i 


Dr. Hall bas suggested that infection is inevitable, and the 
important thing is to study, why only some people develop 
clinical tuberculosis., It appears to the- present writer that no 
attitude could more ‘stultify the main effort which should be 
made to control tuberculosis. It is true that every effort should 
| be made to. increase resistance (including the use of B.C.G.), 
but it was pointed out at the recent Commonwealth and Empire 


‘Health and Tuberculosis Conference that tuberculosis is still , 


a serious problem i in New Zealand, where the standard of nutri- 
tion is excellent. All the work on the control. of tuberculosis 


‘in cattle indicates that it is the degree of exposure to infection 
. which is important and that effective control of the disease is 


achieved only when every effort is made to prevent the spread _ 
of infection., As pointed out by Dr. S. Roodhouse Gloyne ~ 
(July 2; D: 31), the work of Drs. Stewart and Hughes does 
indicate that in man- the degree of exposure to infection has 
an important effect on the number of “ recently infected ” 


' individuals. 


The question of whether one should concentrate on breeding 
and ` feeding cattle with “sound bodies and perfect mucous 
in order to eliminate tuberculosis. was being dis- 
cussed in 1901 .when McFadyean? wrote: “The man whose 
sense of proportion is not hopelessly defective will attach only . 
minor importance to such considerations, and will concentrate 
his efforts against the one great cause of the disease—the opera- , 
tion of contagion. When that has beén a grappled 
with predisposition ‚becomes of no account. Fá Supgequeni 
events have proved him to be correct. 

It is, of course, true that it is much more difficult to control -- 
tuberculosis in man than cattle, but Myers® and his colleagues 
have created areas- in which no child of primary-school age 
reacts to tuberculin, and on the island of Bornholm Olsen‘ has ; 
reported that communities have been made free from infection 
with tubercle '‘bacilli.` Both these workers have consistently ` 


` emphasized the importance of treating tuberculosis as an 


` 


It is hoped tħat these results once’ ‘again confirm ' 


prevention of spread.—I am, etc., 


infectious disease and concentrating special efforts on the 


Bramhall, Cheshire. ‘ JOHN PRANGIS: 
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. `| Fibrocystic Disease of the Pancreas 


Sir,—After reading Dr. W. J. Matheson’s interesting article ~ 
‘(July 23, p. 206) I am prompted to give a short account of 
„a case’ of fibrocystic disease of the pancreas in an -infant 


which L was fortunate enough to diagnose during life: 


The patient, a female infant 8 weeks of age, was a-first-born child; 
delivery was normal but the birth was said to be 5 weeks premature. 
Her birth weight was 5 lb. 8 oz. (2.5 kg.). Since birth she had failed 


and occasional vomiting. /She had been given several different pro- 
prietary foods, none of which had been continued for very jong. On ` 
examination she was a marasmic infant weighing 5 ‘lb. 2 oz. (2.3 kg.). 
She had signs of bronchitis; her stools were yellow, loose, copious,,. 
and both offensive and frequent. She vomited occasionally, but 


apart from this took her feeds well and appeared always hungry. In . 


_ spite of correction of her feeds she did not gain weight and remained 


marasmic. The Wassermann reaction was negative, and bacterio- 
logical examination of stools, and chest radiographs, etc., did not 


, reveal any abnormality.. Blood count showed definite anaemia : i 


paota 67%, R.B.C.s 3,250,000. 


4 


~ to gain weight and was stated to have had continuous diarrhoea. ` 
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In view of these negative findings—accompanied by the following 


four facts: (1) continued failure to gain weight in spite of an adequate | 
calorie intake; (2) persistent, loose, bulky, offensive, and frequent * 


motions; (3) feeds eagerly taken. by the infant; (4) severe bronchitis 
not responding to chemotherapy—a tentative diagnosis of. fibrocystic 
disease of the pancreas was made. ‘ However, before further. investi-’ 


‘gations could’ be carried out the child developed bronchopneumonia 


and died. ' Necropsy revealed, a well-marked bilateral broncho- 
pneumonia and some fatty degeneration of :the liver. Histological 
examination of the pancreas showed typical fibrocystic disease.: , 

I agree with Dr.’ Matheson that this condition is probably 
more common than one would be led to believe by published 
reports, and I'feel with him that this diagnosis should be 
considered when infants presenting the above four -criteria are 
encountered.—I am, etc., 


Stoke-on-Trent. 7 JAMES Hoses ION. 
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| Essential Hypertension in. Pregnancy: 


SIR, —The report (July 16, 
discussiön ‘on. this subject at the twelfth British “Congress of 
Obstetrics and Gynaecology is so brief that I should be grateful 
if you would kindly allow me to amplify it. My main thesis 
was that functional vascular spasm ` dué to sympathetic over- 
activity was. the primary factor in the early stages of hyper- 


` tension, that it resulted locally in renal cortical ischaemia, 


~ 


- twenty minutes after the injection. 


-At the, fourth visit she 


and that a humoral substance or substances produced within 
the kidney in consequence of the anoxia or hypoxia passed 
into the general circulation to produce effects throughout the 
body as a. whole. yO 

My belief in the occurrence of such’ nervously intermediated 
functional vascular spasm, within the kidney is strengthened 
by the eyidence provided by Solymoss (Lancet, 1949, 1, 957) and 
also. by the results obtained by Dr. Robert A. Hingson,. of 
Johns Hopkins Hospital, in his treatment‘of eclamptic patients 
by means of controlled spinal analgesia. Dr. Hingson’ has 
recently lectured in Oxford and London on his technique and 
the effects of its application in such casés, and the gist of his 
findings is that the interruption of reflex nervous pathways at 
the ‘renal spinal level can in a vast majority of cases produce 


rapid relief from the gross symptoms ‘and signs uncludine l 


oliguria and anuria) of eclampsia. —I am, etc., 


London, W.1. : Jonn, SOPHIAN. 
tol 
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Reactions to Intravenous Sclerotics 


“SiR —In the last quarter of 1948 wei published a short series 
of letters under the above heading. I should like to report 
a further case of acute ‘allergic reaction following the use of 

“ ethamolin,” and to pose one or two queries. therefrom. - 


The patient, a woman of 58, with bilateral gross varices, ‘was 
subjected to juxtafemoral ligation and resection of the left internal 
saphenous vein, together with retrograde, injection of 10 ml. ,P2G 
(2% sphendPin glycerin), i in January. ‘of-this. year. Following this she: 
attended' on ten occasions, ‘at weekly intervals, for injections of 
ethamolin, receiving a total of! 37 ml. (averaging 4 ml. per visit). On 
the first occasion she received the customary 0.5-ml.. test dose, to 


which she showed no reaction. , The yisits were uneventful, except that ‘ 
‘ at the fifth she fainted, but‘ tecovered immediately. 
* In April a similar operative procedure was performed on the right . 


shegittended on three occasions for injection 
‘ing varices, receiving a total of 8.5 ml. 
sed 4 mi. (three injections of 1.5, 1.5, < 
and 1 ml. respectiyely) alemci for home ‘shortlyyfterwards. About 
ten. minutes later, while oSroaching her house, “ae skin of her back 
and shoulders began ¥%.itch, and her. breathing, shé noticed, was 
becoming “ wheezy.” “She returned to the clinic, where” I saw, her 


~ 







leg,.and following 
of ethamolin into the re 


On examination, ‘she was faintly cyanosed and was clearly stening 
from a mild attack -of asthma. There were patches of urticarial 
_erythema and wéals all over her body, being most marked. over the 
‘left upper arm. There was no reaction -at the site of' the recent 
injections. A/‘total of 10 minims (0.6 ml.) of 1:1,000 adrenaline was 
administered¢ The itching ceased within five minutes, and' the skin 
reaction hag disappeared within half an hour. On questioning, she 
stated that/she usually suffered from asthma, in the ‘winter. months, 
but not igi the summer unless she had a cold. She added. that a cold 
had been “ coming ton?’ for the past two_ days. “She had never 
experienced a similar skin Teaction before. She returned home. and’ 


t 
~ 
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thesis. ` 


p. 148) ‘of my statement at a. 


continued Her normal work, When seen one week later she stated 
that she had remained well, with no recurrence of her skin reaction. 
She was still a little wheezy, however. 


Perhaps the most important lesson to be learnt is that even 
ethamolin -can seemingly give rise to a generalized systemic 
allergic reaction. Patients should wait a little while before 
returning, home, and adrenaline should always be to hand. 
The ‘obvious conclusion’ to be drawn is. that the patient has ° 
been slowly sensitized to ethamolin during the past six months, 
but I must confess to being not entirely convinced by this 
While it would be an extremely bold man who would 
administer a further dose of ethamolin to this patient (a man, 
I hasten to add, far bolder than J), could it not be that the 
patient was in a “ trigger ” state, and: that an injection of saline 
at that particular time might have produced a similar allergic 


‘reaction’? How are we going to explain the case reported. by 
-Dr. C. E. Taylor (Sept. 18, 1948, p. 573) in which,-following 
‘an allergic reaction to sodium -morrhuate, the substitution of 
‘sodium salicylate produced’ an exactly ‘similar-result ? What 


reason ‘can be advanced’ for the fact that allergic reactions are 
occasionally reported following a test dose of 0.5 ml. of a 
sclerotic never before administered to the patient ? 

It would help if we could learn of any case where a sclerotic 
which had previously given rise to a reaction had inadvertently 
been administered on a further occasion,.and with what result. 
Perhaps your correspondence columns, Sir, may help to provide 
the answer.—I am, etc., 

London, E.8. cee, | He S. M. RIvLIN. 5 


| Sir William Osler Centenary. `~ 


' Sm, —The memory of “the greatest physician of: all time” 

was fittingly honoured by the Osler Club celebrations:at the 
Royal College of Surgeons‘on July 12, followed by the pilgrim- 
age to Oxford on July ‘16 (concluding with the visit to the 
famous almshouse and church at Ewelme). It is, perhaps, not 
generally known that the Osler exhibition at thé Radcliffe 


Camera in Oxford will be open to the public for some months. 


One wishes that it could be visited by every doctor (including 
those overseas) who is on-the Medical Register. A trip to that 
beautiful “city of dreaming spires ”\is always a delight, and, 
to a medical man, the added inspiration from visiting the Osler 
exhibition will be more than worth the expenditure of time and 
“ effort. , 

-How many dodion realize that Osler’s world-famous text- 
book, The Principles and Practice of Medicine, has appeared 
in a Chinese edition? Or that during his lifetime Osler had 
the following ‘qualifications and distinctions conferred upon ` 
him: LL.D. (Aberdéen, Edinburgh, Liverpool, Leeds, Yale, 
Harvard, McGill, Toronto, Johns Hopkins) ; F.R.CP.London, 
1883; M. 1878; L. 1873 ; M.D.McGill, 1872; M.D.Oxon., 
` 1905; M.D. (Hon) Oslo ; Se: ‘D.(Cantab. ); DSc. (Hon.) (McGill, 
London, Leeds, Berlin, Vienna, Trinity College, Dublin); 
D.C.L.(Durham) ; FERS, etc.? In addition to'which he was, 
among other things, president of the Bibliographical. Society 
and, later, president of the Classical Association. His publica- 
tions numbered over 1,500. Certainly an astonishing record. 

Recently the French have made a film of Laennec, the origi- 
nator of the stethoscope. Is it too much to hope that the 
, English-speaking world will make a film of the life of “The 
Great Physician ” 1—1 am, etc., ` 


London, W.5. L. CARLYLE Lyon. 


Histamine ~Headache ` 


Sır —The report on the: treatment of histamine headache 
by Dr. M. Eszenyi-Halasy (June 25, p. 1121) was both instruc- 
‘tive and timely. Should it arouse the profession from a some- 


- what lethargic attitude towards. such ailments it will certainly 


have served a useful purpose. 

_ For some reason both general practitioners and specialists 
seem to fight shy of „making a serious attempt to treat sufferers 
from- “migrainous’”’: headaches, be these associated with 
menstruation or allérgy; or inducible by histamine. To tell a 
patient to “go to bed with an aspirin ° p "is as much a confession 
' of failtire on the part! df the physician as it is useless to the 


patient, who may be epaiei for as long as three days ` 
; every two or thrée weeks, 


‘ . Brown, J. A, British Medical Journal, 1943, 2, "201. 


° ance. 
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Ergotamine tartrate, though useful 
in some cases, requires to be injected at the very start of the 
‘headache, a procedure often quite impossible: 


Dr. Eszenyi-Halasy has shown that histamine headaches can 


be cured in a significant percentage of cases by giving-increasing 
doses of histamine by injection, thus producing a tissue toler- 
I have had comparably good results in :cases which 
give a positive intradermal histamine reaction by the oral 
administration of: gradually increasing doses of “ prostigmin P3 
bromide'as advocated by Pelner and Aibel.’ , This is a simple 
procedure and has the added advantage of not inducing head- 
ache or requiring injection. 


So far as true migraine is concerned, it seems a pity that, 


as one person in five hundred is a sufferer, greater | use is not 
made of the anterior-pituitary-like hormone’? or even, in 
obstinate cases,.urea.* I have personally treated over 150 cases 


in the past six years, and relief from this crippling complet has. i 


been achieved in over 50% of patients. 

Surely it is time.more consideration was given by the profes- 
‘sion to therapies which can» alleviate one of the commoner, 
even though not lethal, complaints auiiee by mankind = 
am, etc., o. 

London, W.1. ; NAVD LEYTON. 
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Treatment of Rheumatism with “Corüoné. 


SIR ;—The paper by Hench and his colleagues’ on the benefi- ` 


cial therapeutic effect of 17-hydroxy-11-dehydrocorticosterone 


i 


(Kendall’s ‘compound E) and of’ adrenocorticotropin (ACTH) 
in: ‘Theumatoid arthritis was undoubtedly of remarkable signifi- 
cance. “In'a recent paper cases of rheumatic fever are also 
spresented.” The practical significance of the advantages men- 
‘tioned in this second report—the rapid improvement’ in the 


: ‘anaemia, the’ atrioventricular interval, and the sedimentation 


; poik Hungary. noo : Ps 


rate—seems to be not of the- highest importance. The cardiac 
- involvement was unaltered in all cases. There is no definite 
‘practical advantage aver bed-rest with salicylate therapy. 
` Before these . compounds come into wide use. it is as ‘well 
to ‘note communications’ of., Ingle’ and Conn and his col- 
‘"leagués.* 
capable of producing at least a’ diabetes-like, picture in animals 
and in human beings. ‘In Hench’s cases the doses were large, 
and. the duration of the - ‘treatment. is long; this merits \some 
attention —I am, etc., 
E. KELEMEN. 
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“POINTS FROM LETTERS A 


Length of Gestation Period 


Dr. Dora J. ADAMS CLARK (Spennymoor: Co. Durham) writes: In 


_ connexion with the case reported under the heading * A Still Longer 


Gestation Period” (July 16, p. 181), I have seen to-day a woman 
‘in late pregnancy whose last period finished- on August 2, 1948. 
Thus ape might be 351 days pregnant. 


Sunbórn Treated by Antihistamine Drug 


Dr. DONNELL DEENY (Lurgan, Co. Armagh) writes: On a recent 
holiday in the South. of France my wife and I suffered a mild attack 


of sunstroke, with headache, elevation of: temperature, reddening - 
Since the liberation in the tissues 


of the skin, and great discomfort. 


`of histamine causes vascular dilatation and oedema, it seemed reason- 


able.to give an antihistaminic drug (“ antistine ”), 30 mg. four times 
daily. We found considerable relief from local irritation. The skin 
lesions did not proceed: to oedema and desquamation so fast or so 

severely as ‘in’ other members of oyr party who did not take the 


| tablets, although the period of exposure to the sun was the same. 


The: sedative enect of the drug was also of help in this painful 


condition. 


. to the Great-Central Railway Company. 
‘to use his talents to the great advantage of the company’s 


According to them, -both’ of ‘the compounds are ` 


_ incidentally, this accident enabled ma 


` Obituary 





4 ` LAWRENCE JONES, M.S., F.R.C.S. 


Mr. Lawrence Jones died on July 11 at the age of 71. He 
received his medical education .at St. George’ s Hospital 


and qualified with the Conjoint Diploma in 1900. He took 


the London degree of M.B. in 1901.and the B.S. with first- 
class honours, as well as ‘the’ F.R.C.S., the following year. 
While serving as surgical registrar at St. George’s he took 
the M.S. in 1904. 

His seniors formed a high -opinion of his capabilities ; 
he ‘was soon appointed assistant ‘surgeon to the hospital; 
and lecturer in operative surgery both at the medical school 
and at the London: School of Clinical Medicine. His ` 
ability, allied to a singular modesty and charm of manner, 
had marked him out for success as a consulting surgeon 


‘in London, when he was attacked by a very serious illness 


which necessitated major surgical treatment. He made a 


. Satisfactory recovery, but was advised that the strain of 


consultant practice in London entailed.a risk which he 
ought not to run. - He therefore gave up his hospital post 
and accepted an appointment as chief examining surgeon 
Here he was able 


employees for many years until his final retirement a few 
years ago. Hè was unmarried. 


é 





Dr. Frank Coleman writes: As a colleague and friend of 
NORMAN GRELLIER, I should like to express my appreciation of 
his sterling qualities and integrity of character. I knew the 
Grelliers—Norman and: Bernard—whilst they served on the staff 
of the, Royal Dental Hospital for four or five years after the 
first world war. Apart from Norman Grellier’s many interests 
and ‘distinctions recorded in the obituary notice. (June 18, 
p. 1099), the twin brothers had much in common. both in work 
and play. Flying was one of their mutual ‘accomplishments. 


‘Norman and Bernard joined the Cinque Ports Flying Club at 


Lympne in October, 1933, and early in the following year both 
took their “A” licences. Norman and his brother had-a 
theoretical and practical knowledge of mechani¢s which no 
doubt contributed to their’ rapid progress and efficiency in aero- 
nautics. From then onwards they joined several fiying-clubs in 
Kent and Sussex and regarded flying as their week-end pastime, 


- although this included aerobatics and other forms of stunt flying., 
_ After. the last war they became active members of a gliding-club. 


It was, on the evening of Sunday, April 19, 1936, that these 
brothers had their only accident. Norman‘ was piloting a Gipsy 
Moth and Bernard was a passenger, when the aircraft stalled at 


„a height of 100 feet and crashed in a field at the top of Hythe 
Hill, just off the roadway. Both wee seriously injured, but on, ' 


recovery they were’ back at Lympne\and resumed their flying. 


of us to distinguish the 









brothers, as one had ‘been trephined f 
scar of- the operation showed. Norre* was medical officer to 
a Grenadier Guay battalion from fa 
wår, and remained With them for a timat Cologne after the 
armistice. His brother Bernard served for\a similar period as 
medical officer to a battalion of the Royal. Welch Fusiliers. 
Both were awarded the Military Cross, Norman at Passchen-, 
daele and Bernard in the Ypres Sector. The ashes of Norman, 
carried in a casket, were scattered over the South Downs in a 
plane piloted by his brother. 


Pr. Guy THORNTON BIRKS died at his home in Bedford on 
June 25 at the age of 71. He was educated at Harrow: and 
King’s College, Cambridge, where he took’ honours, in the 
Natural Science Tripos, and later the degree of M.B.\ B.Ch., 
receiving his clinical education at St. Thomas’s Hospital. 
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“fractured skull and the 


until the end of the > 
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holding house appointments there Dr. Birks went to practise in 
Bedford in 1906, joining. the late Mr. W. Gifford Nash., For 
30 years he was on the staff ‘of the. Bedford County Hospital as 
honorary’ physician, and was an energetic and popular honorary 
secretary, to the local Bedford Medical Society for 15 years. 


He served in the R.A.M.C. in Palestine during the war of 1914- . 


18. To the regret of his colleagues and patients ill-health 
enforced a too early retirement.a few years before his death. 
Dr. Birks was a good -diagnostician and clinician, a wise and 
kindly adviser, and a loyal colleague, well liked in both lay 
and professional circles. He was a fine example of the type 


of medical adviser now unfortunately fast disappearing. — 
H. D.P. : 

Dr. A. FLETCHER-JONES died suddenly on July 11 at Chester, 
while on holiday from his home in Alderney, at the age of 75. 
He qualified with the L.R.C.P.&S. at Edinburgh in 1897, 
and shortly afterwards took up an: appointment in North China 
as a medical missionary. His life in China was full of 
adventure. Soon after his marriage he and his wife were 
driven from their home.by the Boxer rebels, and this fate 
befell them again during: the 1911. revolution. For his work 
in connexion with a plague epidemic the Chinese Government 
conferred upon him the Order of the Excellent Crop. 
1921 he retired from his missionary work and settled in practice 
in Alderney, where he held many public appointments.. When 
Alderney was evacuated during the war he took up an appoint- 
ment as resident medical. officer at the Southampton Isolation 


Hospital and Sanatorium. While Southampton was being. 


subjected to heavy bombing he never considered his own 
personal safety, and tended the sick and wounded with ‘that 
‘ care and friendliness which endeared him to patients and staff 
alike. On the liberation of Alderney he returned and re- 
established his practice, Overcoming great difficulties. He leaves 
a, widow, a married daughter, and four sons, one of whom 
is a member of the medical profession. 
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j PREGNANCY OF 360 DAYS 
£ Appeal gave judgment on July 22 on the case 








The Court 
of a baby 
days. Bý a majority, , Lord Justice Denning dissenting, the 
Court dij-.cted a new trial, and gave leave ‘to both sides to 
appeal t the House of Lords? The husband’s evidence was 
that he! had’ been serving in Germany, had had home leave 
from Aug. 7 to 17, 1945, and had been demobilized on Feb. 9, 
1946.2) He had ‘had no access to ‘his wife between those 
dates, but on Aug. 13, 1946, she had borne a child which 
weighed 84 Ib. and was apparently normal in every way. 


said that the question was whether it was contrary to the laws 
of nature that the child, if conceived not later than August, 
1945, could be born a normal healthy ‘child’ 360 days. later 
without any forcing or prolonged labour. The’ husband had 
applied for leave to call further evidence. It, was proper 
“that he should have an opportunity of calling it. l 
Lord Justice Denning, dissenting, said that a Judge did aot 


4 
require evidence, to prove that in the ordinary course ‘nine. 


months elapsed between the conception and birth of a‘child. 
He might take judicial notice of the fact. that there might 
be a margin of a week or two on either side without noticeable 
effect on ‘the child, but that if the margin became’ a couple 
of months either way the result would be> apparent on the 
body of the child. He said that he. would have, been for 
allowing the appeal and granting a decree nisi. 





1 The Times, Tuly 23 
2 British Medi Tork July 16. 








Under an order made by the Tan scientific instrument l 


cases have been exempted from purchase tax. 
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cated to have been born after a pregnancy of 360 ` 


‘been set up by rules. 


ren Justice Bucknill, with Lord Justice Asquith concurring, 
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' NURSES (SCOTLAND) BILL 

On July 20 the House of Lords went into Committee | on the 
Nurses (Scotland) Bill. Clauses’ 1 to. 6 were agreed to. On 
Clause 7 (the Mental Nurses Committee) Lord Morrison moved 
amendments which he explained were drafting ones. He further 


_ explained that the great bulk of the amendments to be moved 


were drafting or consequential or dealt with minor points on 
which there, was no difference of opinion. The amendments 


were accepted and Clause 7 as amended was passed. Amend- . 


ments were also made in Clause 8 (Registration of Nurses 
Trained Abroad), and the amended Clause was accepted. On 


l Clause 9 (Closing of Part of the Register) Lord Morrison moved 


an amendment which debarred the General Nursing Council. 
from asking for the closure of the principal supplementary 
parts of the Register unless it was satisfied that other means 
existed enabling the public to identify nurses with special. train- 
ing. He said that what would happen in 'practice was that 


‘when the Supplementary Registers were closed the Council 


would attach an appropriate: distinguishing mark in the main 
Register to the names of nurses who had undergone particular 
forms of training. The amendment corresponded to one made 
in the English Bill, ‘and it was desirable to have similar pro- 
visions because of the. statutory reciprocity between the Scottish 
and English Registers. 

Lord CLYDESMUIR said the amendment was desirable, and 


- the slight difference in drafting from the English. version had 
„been made because in Scotland nurses for, mental defectives 


were entered in a separate supplementary part of the Register. 

The House agreed to the amendment and Clause 9 as amended 
was carried. Small amendments were made in Clause 10 (Pro- 
visions Relating to the’ Approval of Training Institutions). 


Clause 10 was then agreed to as amended and Clauses 11 to 14° 


“hae z 


were approved. A drafting amendment was made in Clausè 15 ° 


and this Clause, with Clauses 16 to 18, was agreed, On Clause 19: . 


(Interpretation) Lord MORRISON moved. an amendment making ` 


clear that references in the” Bill to supplementary parts of the 
Register included references to parts which had been set up 
by rules made in pursuance of the Act of 1919. He said the 
only statutory supplementary parts were the parts for male 
nurses, for mental nurses, and for sick children nurses. The 
‘parts for nurses for mental defectives and for fever nurses had 
The House accepted the amendment 
and agreed to Clause 19 as amended. Clause 20 was approved. 
On the first schedule Lord CLYDESMUIR moved to leave out 
paragraph 3 and to insert? 

3. The members of the Council appointed by the Secretary of 
State shall’ include— 

(a) two registeréd nurses Spiorad in services provided under 
Part IIX of the National Health Service (Scotland) Act, 1947, 
appointed by him after consultation with such persons and bodies 


‘as he thinks fit, being persons and bodies having special knowledge 


and “experience ‘of the work of nurses so employed ; 

- (b) registered medical practitioners, appointed by him after con- 
sultation with such organizations representative of the medical 
profession as he thinks fit ; : 

(c) persons with experience in hospital management, appointed by 
him after consultation with! such persons and bodies: having 
experience in hospital management as he thinks fit ; and 

(d) persons with experience in local government, appointed by 
him after consultation with such local health authorities, or such 
organizations representative of local health authorities, as he thinks 
fit. 


! 


He said the amendment was the result of an agreement with 
the Government. It was to give more precise direction about 
the type. of person to be appointed by the Secretary of State 
to the General Nursing Council. It would secure that nurses 


“employed by voluntary bodies under contract with local 


authorities would not be debarred from appointment. It also 

directed. that medical practitioners should be included in the 

composition of the Council, and it named persons with 

experience of hospital management and also persons with 

experience `n ldcal government, This would meet the 
P: 


yoa À 


j -agreed to it. 
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representations of bodies which had proposals for improving the 
Bill in this respect. 
` Lord Morrison accepted the amendment and the House 
A further amendment was made and the first 
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schedule as amended was approved. On the second schedule. 


(Regional Nurses Training Committee) drafting amendments 
were made on the motion of Lord Morrison. ,An amendment 
moved by Lord PotwarTH dealing with the qualifications of 
auditors was withdrawn. The schedule as amended was agreed 
to. The third schedule (the Mental Nurses Committee) was 
amended to make it clear that persons appointed to fill casual 
vacancies must have the qualifications which would have been 
required had they been elected or appointed in ‘the ordinary 
way. This schedule and the third schedule were then approved 
and the Bill was read a third time. 


4 
4 


Ca 


Distribution of Doctors 


On July 21 Mr. PLaTrs-MILLs reported that in the Borough 
of Finsbury there was only one doctor to every 3,678 of the 
population, compared with one for each. 2,935 in Islington, 
and 2,429 in Holborn. | 
\ Mr. Bevan said redistribution of the available supply of 
doctors in accordance with the best interests of the public 
must be done gradually. The method of remuneration under 
the National Health Service, coupled with the powers of the 
Medical Practices’: Committee to close over-doctored areas to 
new. entrants, should be sufficient to brag. about the care 


result. i 


Hospital Administration 


Mr. DONNER on July 21 asked Mr. Bevan if he knew that the 
‘Basingstoke hospital service was now responsible, to the Win- 


_ chester Group, which was responsible to the Region, which in, 


turn was responsible to the South-Western Board ; that expenses 
of. operation ‘had been increased by this system as well as by the 
appointment of officials, and that delays due to this centralized 
control marred the efficiency of the service; and whether he 
would simplify control. 

Mr. Bevan said ift¢Mr. Donneresent evidence of delays and 
increased expense he would investigate it, but he was not 
prepared to consider unsubstantiated statements. 

Mr. DONNER said the chairman of the hospital committee had 
resigned. 

Mr. BEVAN said there were 10,000 to 11,000 voluntary workers 
-in the hospital system, but this was the first-resignation which 
the Ministry had received. Mr. Bevan added that the, regional 
hospital board was considering the provision of a new hospital 
in Basingstoke, but progress must depend on its urgency com- 
pared with other calls on the available money and building 
resources. A new x-ray set would, be delivered to Basingstoke 
hospital shortly. = 


Attendance at Maternity Clinics 


On July 21 Mr. LaNcrorp-HoLt inquired tð what extent 
regulations made under the National Health Service Act made it 
compulsory for expectant mothers' to go to a maternity clinic. 

Mr. Bevan replied that he had made -no regulations which 
made it compulsory for expectant mothers to attend Clinics. 
' He hoped, however, that they would realize that it was much 
in: their interest to do So. 


~ 


Televised Operations 


` 

Mr. JANNER asked Mr. Bevan whether he was aware that for 
the first time in medical history delegates to the International 
Gynaecological Congress saw televised operations ; and what 
precautions were taken to ensure that the patients or their 

relatives gave. their full consent. 
` ‘Mr, BEvAN replied on July 21 that an operation was televised 
by land line to a lecture theatre in the medical school to which 
: delegates from the Congress were invited: It was therefore a 
purely private occasion, and the operation was not “ broad- 
cast:? This method avoided all the difficulties and possible 
dangers to the patient of the alternative normally used—tLe., to 
have ‘groups of spectators in the operating theatre: itself. 


1 
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Typhoid in Kenya 


Mr. LONGDEN asked on July 19 for information on the typhoid 
epidemic in the British Army camp at McKinnon Roas: 
Mombasa, Kenya. 

Mr. SHINWELL' said he had received a full report on this 
unfortunate outbreak. A total of 88 cases of. typhoid and 


enteric group fevers had been reported up to July 8, of which 


34 were British and 54 African. In addition to the deaths of 
two British soldiers four African soldiers had died. The out- 
break originated: among the African troops, but the Source of 
infection could not be definitély stated. The water supply had 
been thoroughly investigated, and it seemed most unlikely that 
„it was the cause. Everything possible had been done to ensure 
that the hygiene of the. area was fully up to standard and to 
‘ensure that all troops and civilian employees were protected by 
inoculation. ‘A good number of civilians in the area had 
also been inoculated. The outbreak was now under control, 
although ‘the oe, of further cases occurring could not 
be ruled out.. 


Tuberculosis in the Colonies 


When the Colonial Estimates were debated on July 20 
Mr. ANTHONY GREENWOOD complained that the Colonial Office 
Report on Development and Welfare made only four references 
There was little doubt about 
the high incidence of tuberculosis and the high death rate from 
In Lagos the mortality rate was 128 per 100.000. The 
Director of Medical Services for Kenya reported that the posi- 
tion in respect of tuberculosis gave rise to anxiety, and that 
there appeared to be no doubt of its increasing spread. In 
Tanganyika the tuberculosis mortality rate had doubled in six 
years. Small dispensaries, mobile units, and trained ‘staffs were 
most needed. 

Dr. HADEN GUEST said visits to West Africa by consultants 


in obstetrics, tuberculosis, and social and preventive medicine ° 


reser ‘sufficient doctors 
Dagor did not to-day - 


had been of great yalue, but up to the p 
had not been obtained for. the Colonies. 
exist in the required numbers. There was a hortage of general 
practitioners alike in the United Kingdom and:in the Colonies. 
The medical schools set up in East Africa, Wrest Africa, the 
‘West Indies, Singapore, and Hong Kong would “ot supply any 
large number of medica! officers for eight to teñ, years. If the 
Colonies competed in this country for specialisti, and- general 
duty doctors it would be an error. It would be Ù tter to treat 
the Colonial Medical Service as a branch of the Nati “nal Health 
Service in this country. Doctors could be sent to th Colonies 
for six months or a year. When they returned, other doctors 
from the National Health Service in this country would take 
That might also be required in other sphe’ es out- 
side the United Kingdom where doctors were difficult ‘to get. 
There would not bein the next 50 years the proportion of 


J doctors to population which there was in this country. Dr. suest 


thought the system would have to be adopted of employing 
medical auxiliaries who could carry out medical preventive work 
under medical direction without themselves being qualified., 

Mr. ‘CreecH Jones in his opening remarks had said that 
the Colonial Service had vacancies for 163 doctors, bùt 
Mr. Rees WuLams in replying to the debate did not touch: 
on medical questions. 


Grading of Venereologists 


Sir ERNEST GRAHAM-LITTLE asked Mr. Bevan whether, as by 
reason of the down-grading of venereologists, the total of 
accredited specialists would be reduced to a number wholly 
insufficient to deal with the increasingly anxious problem of 


‘venereal disease, he would review the position. 


Mr. BEVAN ‘replied on July 22 that boards were reviewing 
their medica! establishments in the light of the needs of the 
service. He added that it would not be proper for the grading 
of existing individuals to be ‘influenced by considerations of 
staffing requirements. He was making inquiries about dis 
satisfaction ‘among whole-time venereologists in the Liver- 
pool area who found themselves relegated to the category of 
senior hospital medical officers. 


-” 


y 


~ 
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n Kenny Treatment ` = 33 
Mr. Viant asked Mr. Bevan, “in view of the failure . of 
medical science to discover a cure, for poliomyelitis, ’™ to- give 
an assurance that steps had been taken to provide the Kenay 
treatment to sufferers from this disease. ~ - 
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~Duck-egg ` Poisoning. +~Asked about recent incidents of food- 


_ poisoning which had been traced to consumption of duck eggs, Mr. 


Mr. Bevan replied on July 22 that this method of remeni i 


was well known to specialists in the disease in this and other 
countries. The use of it in individual’cases was a matter of 
medical discretion. It had not been shown that it would be 
jastifiable to adopt it to the exclusion of other methods used 
in current mene pare which were no less valuable. 

V 


a 


, Infectious-diseise Certificates `, ^ 


On July 25 Sir ERNEST GRAHAM-LITILE drew attention to the 
fact that persons certified “by a general practitioner as being 
unfit for work as a result of being carriers or contacts with one 
of the more serious infectious diseases were refused sickness 


bénefit, as only a‘certificate issued by a medical officer of health | 


was accepted. He said this was: “much resented by germ 
practitioners. i 


Mr. STEELE replied that this provision “had ‘been radici: 


into the National Insurance (Unemployment and Sickness 
Benefit) Regulations to give effect to a -specific recommenda- 


tion by the National, Insurance Advisory Committee. -He had - 
- no reason- to think it _was ‘not: “Working; satisfactorily, ’ 


Prescribing by Servic M.O.s 


1 

Mr. NIALL MACPHERSON asked on. July 27 why Service doctors 
at stations in Great Britain and Northern Ireland were not 
allowed:to prescribe for wives and families of Service personnel 
registered with them on- National Health.Service forms, .so that 
their patients could obtain necessary medicines from_ local 
chemists free of charge instead of having to, buy them when 
they were not available at, the station dispensary. Mr. Mac- 
pherson suggested that - Service doctors at stations in Great 
Britain and .Northern Ireland, should be registered as medical 
. practitioners with the appropriate executive council in respect 
of such patients. \ 

Mr. A. V. „ALEXANDER replied that participation of Service 
medical officers in the National: Health Service would not be 
feasible, since the resulting division of responsibility would be 
bound to give rise both to administrative and disciplinary diffi- 
culties. They could not}: therefore, ` issue prescriptions on 
National Health Service forms. There was, however, no reason 
why dependants of Servicemen should have, to pay for medicines 


prescribed by Service doctois; since , thé Service Departments - 


themselves met'the cost if ‘such medicines could not be supplied 


by a Service dispensary. 
X-ray Films —Mr. Bevan states that there i is a general shore of 
x-ray films. He has had to ask hospitals to economize in their use. 


Contraceptives: Mr. CHUTER Eps can hold cut no prospect of 
legislation to prevent the sale of contraceptives from slot machines. 


Hospital Transfer.—Mr. Bevan has informed the Boards concerned 
that he is unable to agree to the proposed transfer of the’ South- .- 
Western Hospital, Landor Road, §.W.9, to St., Thomas’s Hospital. 


Closed’ Areas.—In general Mr. Bevan will not give permission to 
exceed the ‘normal maximum in any area where the Medical Practices 
Committee considers that the number of doctors is adequate. Where~ 
a doctor has an assistant he is able to have a larger list. 


Confinement in Hospital. —Mr. Bevan said on July 14 that hospitals 
and local authorities were being encouraged to ‘give priority for 
hospital confinement to those who needed it ‘for medical reasons 
_or because home circumstances are unsatisfactory. 7 


Spectacles ——Mr. BEvaN said on July 14 that the total demand for 
spectacles in the United Kingdom in the first six months of 1949 
‘ was estimated at 5,000,000 pairs. Production during the same period 
had been about 3, 700, 000 pairs and continued to expard rapidly. 


Children , Electrocuted —Twenty-three- children have been electro- 
cuted, ‘in 1948 on live rails, other than -those belonging to: the 
London Transport Executive, 11 ‘being killedyand 12 injured. 


Medical Films—Mr. Bevan has arranged for the acquisition of 


, suitable films as they become available, with the object of building up’ 


a special medical and nursing section of the Central Film Library. 


z d x 
ie 


BEVAN said it was safest to bake or fry these eggs, or to boil them for 
at least ten minutes. They should not be preserved in water-glass 
or eaten uncooked. 


‘Rheumatism Clinics —lIn Wales one clinic in charge of a senior 
hospital “medical. officer deals exclusively with rheumatism. In 
. addition, treatment is-given in the special cepa one of 23 hospitals 
and by arrangement at four spas. 


Foot-and-mouth Disease—In co- -operation with the French 
authorities the Ministry of Food has arranged that livestock exported 
to Britain shall be drawn only from areas which are believed to be 
‘free from foot-and-mouth disease and kept segregated from other 
animals to minimize any risk of importing infected meat. 


Records of Vaccinations. There is no statutory requirement for 
doctors performing vaccinations against smallpox to report them to 
their local medical officers of health or executive committees, but 
there’ are arrangements for doctors taking part in the vaccination 
service of-local health authorities to supply them with records. These 
authorities make returns accordingly to the Ministry of Health. 


Tuberculosis: Waiting-list About 960 cases are on the waiting-list 
in South Wales dnd Monmouthshire of persons suffering from tuber- 
culosis who have been certified as needing institutional treatment. 
Mr. BLENKINSOP states that the reason for the length of the wait is 
lack of staff, which Mr. Bevan-is doing all he can to remedy. 


~ 


1 


Univetsities and Colleges 








i ` } 
| 7 UNIVERSITY OF EDINBURGH 


At a Graduation Ceremonial on J uly 20 the following medical degrees 
were conferred : 

M.D.—E. G. Barnes, °A.. E. Claireaux, J. W. Fraser, 7‘A. D. 
Gillanders, D. Gilmour, J. S. Grant, ‘B. Isaacson, ‘Marjory A. 
Keith, C. K. McDonald, W. A. L. MacFadyen, C. Mackie, ‘A. B. 
Monro, M. Niazi, A. W: Williams, *J. H. Young. 

C.M—A. W. Wilkinson. 

Ph.D.—In the-Faculty of Medicine: M. M. A. Aal, B.M., B.Ch., 
. Barbara-E, Clayton,” M.B., Ch.B., Helen N. Duke, M.B., Ch.B., 
J. A. Loraine, M.B., Ch.B., ‘H. C. W. Stringer, M.B., Ch.B.. 

'M.B., Ch. B.—Mary H. Aitken, J. A. D. Anderson, O. Archer, 
5P, G. ‘Aungle, N. E. Awunor-Renner, J. S. Barrett, J. A. Beattie, 
. M. H. Beaubrun, B. Bendkowski, J. S. Berkeley, L H. Berman, 
W. F. Blàir, Dorothy S. Bleakley (née Macdonald), Halina Bobinska, 
D. H. A. Boyd, J. D.-D.~Brown, J. H. Brown, J. B.. Brown, T. A. 
Brown, I., A. Cameron, I. ‘H. Cameron, Margaret M. Cameron, 
J. H. Campbell, M. A. Campbell, A. J.M. Carlin, Marion L. Clark 
(née, Robertson), Matilda J.- Clerk, wW. P. aetna N. Conley, 
J. Cook, "W. F.- Coulson, Isobel B. Craighead, W. Cranston, 
Janet S. Darling, R.D. McC. Davie, A. R. Dawson, a S. Deas, 
Catriona M. Dempster, Pamela M. Dodson, Alice B. Doherty (née 
Ritchie), Eleanor J. Durrand, Frances M.- Falconer, Helen L. A. P. 
Férmie, Mary C. R. Fisher, H. M. Flett, Mary L. Fraser, J. A. G. 
Graham, P. W. Grant, G. H.. Hardie, E. R. Harris, Muriel G. 
Hartley, Susan E. Herdman, J. A. Hislop, Sheila S. Hume, 
R. S. M. D. Inch, T. T. S. Ingram, J. J. Ironside, Ailine M. W. 
James, D’ A. Johnson, I. M. Johnstone, L. Kaufman, Margaret 


- -Kennedy, I. H. -Kidd, ‘R. Kilpatrick, J. D. E.'’ Knox, A. Koch, 


J. A. Krawiecki, K. Krnjevitch, Janet M. Lamont, J. A. H. Lee, 
Anne P. Lerpinière, Isabel J.. Lim, J. A. Liver, M. D. W. Low, 
Elizabeth Y. McDonald, M. S. Macdonald, Bery} B. MacKenzie (née 
Grenfell), W.A. N. Mackie, Sheila L. McKinlay, I. F. MacLaren, 
‘Catherine M. U. Maclean, D. W. MacLean, Edith M. McLean, 
‘J.-D. F. McLean, K. F. M. MacLennan; T. J. McNair, D. M. 
MacPhee, D. M. ^McSwan, F. Malcolm, ‘Annie B. Mann, Helen F. 
Martin (née Steele); G. H. Matheson, J. H.M. Miller, J. L. Miller, 
, V. G. Milne, C. J. Morris-Mancor, Winifred A. Morton, Helen 
M.C. S. Mowat, Catherine R. Munnoch, J. H, Neill, J. E. Newsam, 
H. M. S. Noble, B Nolan, S. E. N.-A. Otoo, J. A. Owen, Rosemary 
E. T.* Philp, Hilary R. Pullon, Helen M. Roberts (née Rebalska), 
A. D. Robertson, Elizabeth Mack: ‘Ross, Joan M. Russell, Helen H. 
Scott, H. G. Seed, R. L. Simpson, Krystyna M.. Slawinska (née 
Andrzejowska), Lesley D. Smith, J. S? Stark, T. Stevens, Sheila M. 
Stewart, I. B. Sutherland, H. B. Torrance, 
Margaret A. Tubbs, G. -McD. A. Turner, W. B. Valance, I. R. 
Verner,, Peart A. Walker, Edith ‘J. Warner, 
J. McA. Williams, C.’ W. M. Wilson, D. 1. T. Wilson, Janet W. 
. Worling, Mary E. S. Wylie, G. Young, SR, Yule. 

B.Sc.—In: the Department of Pure Science: 


AIA; aa 
M.B., Ch.B. ' : 
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The following diplomas were awarded: ` ~ 


_ D.P.H:-R/S. F. Adam, E. Akwei, ‘K. H. Black, Jean A. Gemmell, 
D. W. Horn, ‘J. A. Leitch, J. P. Sexton, L. Sheldon, ‘J. L. Watson. 
© DIH—W. Bolliger, ‘W. H. Graham, A. K: Niyogi. ` 
D.T.M.&H.—Mary A. Ashton, M. Davey-Hayford, A. H. 

. Dunnett, S. C. Ghosh, P. M. Kirkwood, S. A. Mannan, R. Park, 
J. M. U. Philip, S.-W. Wang.. >, °C Ci 

DIPLOMA IN MEDICAL RADIODIAGNOSIS.—Agnes M. Macgregor, 
J. Mackenzie, C. D. Preston, D. F. Ross. 

„DIPLOMA IN MEDICAL RADIOTHERAPY.—J. D. Crowley, J. Milligan. 


_ The_following scholarships, bursaries, prizes, etc., were awarded’ 
in the Faculty of Medicine. Cameron Prize in Practical Therapeutics, 


D. Bovet (Rome). Etiles Scholarship and Leslie Medal, P. G. Aungle 
and R. Kilpatrick (equal). Scottish Association for Medical Educa- 


tion of Women Prize, Buchanan Scholarship in Obstetrics and. 


‘Gynaecology, Mouat Scholarship in.the Practice of Physic, Dorothy 
‘Gilfillan Memorial. Prize, Catherine M. U. Maclean.. James Scott 
. Scholarship in Obstetrics and Gynaecology, Annie B. Mann. Murchi- 
son Memorial Scholarship' in Clinical Medicine, C., W. M. Wilson. 
Whaitt Research Scholarship, W. Tomaszewski, Gunning Victoria 
Jubilee Prize in Physiology, 1.'F. Sommerville. Gunning Victoria 
` Jubilee Prize in Pathology, G. M. Wilson. Beaney Prize.in Anatomy 


| and Surgery, R. Kilpatrick (proxime accessit, Margaret Kennedy). . 


Keith Memorial Prize in Systematic ‘Surgery and Lawson Gifford 
Prize in Obstetrics’: and Gynaecology, R. Kilpatrick- Singapore 
-Medal, A. 'H. Banton. 
Margaret Kennedy. Murdoch Brown Medal in Clinical ‘Medicine, 


G. Young. Ellis Prize in Physiology, W. E. Balfour. Wightman- 


` Prize ‘in Clinical Medicine, C. W; M.'Wilson. Pattison Prize in 
‘Clinical Surgery, J. R. Brown. Stirton Bursary, D. N. S. Kerr. 


‘Colonel Thomas Biggam Memorial Medal and Prize in Pathology, - 


„B. C. Paton. Lewis Cameron Undergraduate Prize in Bacteriology, 
. D. N. S. Kerr and D. McIntyre (equal). Maclagan Prize in Forensic 
Medicine, M. R. King. Wellcome Medal and Prize in the History of 
-Medicine, S. Polsky. Cunningham’ Memorial Medal and Prize in 
_ „Anatomy, W. D. Smith. Senior John Aitken Carlyle Bursary in 
Anatomy and -Physiology, J. H. Tait.. Whiteside Bruce- Bursary, L. 
"Gilbert. Ian Oswald Prizes in Anatomy, W. Harrison and J. K. 
Morrison. Robert Wilson Memorial Prize in Chemistry and Vans 
« Dunlop Prize in Physics.and Chemistry, P. H. Jaques. Vans Dunlop 
‘Prize in Botany and Zoology, W. C. Constable. MacGillivray Prize 
in Zoology, W. C. Constable (proxime ' 
Holderness). a 


-Awarded medal for thesis. | *Highly commended for thesis. 
, Commended ‘for thesis. ‘In ‘absentia. ‘With honours. ‘With 
second-class ‘honours in pathology. oa < 


UNIVERSITY OF DURHAM 


Alfred Alexander Harper, M.D., has been appointed to the Chair 
Of Physiology tenable at King’s College, Newcastle-upon-Tyne.- 
1 FY * ~ 


+ 


| ~ 


UNIVERSITY OF LONDON l F 


The following candidates have been approved at the examinations 
indicated : TE \ i 


_ ACADEMIC POSTGRADUATE DIPLOMA IN MepicaL RapioLocy.—A. I. l 


‘Black, J. M. Burbury, D. McC..Gregg, S. J. Hinds, B. M. Jacobson, 


é 


T. M. Prossor, R. Singh, Z. L. Szur. 


M.S.—Branch I (Surgery): C. J. Longland, P. P. Rickham. Branch > 


W (Otology, Rhinology, and Laryngology): L. F. W. Salmon. 


` Claud Foster Barwell, M.B., B.Chir., has been appointed to the 
University Readership in Bacteriology tenable at the London Hospital 
Medical College, from October 1. . eo 


,__John Joseph Pritchard, B.M., -B.Chi, has been appointed to. the 
7 University Readership in Anatomy tenable at St. Mary’s Hospital , 


Medical School, from October 1. f 
_ Harold Charles Stewart, M.D., Ph.D.,’has been appointed to the 
University Readership in Pharmacology tenable at St. Mary’s Hospital 
Medical School, from October 1. . 


_ UNIVERSITY ‘OF MANCHESTER’ i 


‘ gS y \ 
Robert Francis Leslie Logan, M.D., M.R.C.P., C.P.H., has been 


appointed Part-time Lecturer in Occupational Health. 
I r 7 


' UNIVERSITY OF BIRMINGHAM f 


_ In Congregation on July 2 the honorary degree of D.Sc. was con- 
' ferred on Sir Howard Florey, Ph.D., M.D., F.R.S., Professor of 
. Pathology in. the University of Oxford, and on Francis Peyton Rous, 

M.D., Pathologist, Rockefeller Institute for Medical Research, and a 

Foreign Corresponding Member of the British Medical Association. 
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Annandale Medal in Clinical Surgery, 


„accessit, Margaret C. _ 
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The following medical degrees were conferred in Congregation on _ 


July 22: . 
M.D.—'J. J. Elkes, ' "Margaret D. Thompson, W. D. Carruthers. 
Ch.M. (ex officio)—E. B. C. Hughes. 
M.B.,-Ch.B.—’F. B. Buckley, ?Sheila G. S. Burnie, 7V. W. M. 

„Drury, "Margaret T. England, 7J. A. Ireland, “Lillian F. Jones, 

7Ann L. Reynolds, *Sylvia M. Saddington, June M. Astill, C. G. 

Berry, Jean E. Buller, B. W. M. Bushell, R. M. Butler, Winifred N. 

Chamberlin, E. W. Clarke, J. A. G. Clarke, R.» F. Crampton, M: P. 

Creedy-Smith, J. R. Cross, D. H. Davies, W. R. Davies, R. F. 

Dingley, Margaret G. Douglas, F. J. Ensell, Thelma P. Higginson, 

P. D. Hooper, I. Hyde, Marjorie E. Johnston, J. E. Keen, Jean 

M. Kennedy, N. G. Kirby, Ruth L. Lawson, Bridie O. Lyons, 

D. F. J. Malins, M. R. Mellor, B. R. Middleton, ‘Jill Prichards, I. 

Robinson, R: G. Robinson, -D. S. Rowe, Brenda W. Stevens, P. J. 

Stevens, K. Wade, L. E, Wall, D. E. Wallis, I. M. Webster, Jean I. 

Whittle, V. Zuck, *B. B. Jakeman, *Elsie M. Wormington. 

Dr. A. B. L.'Beznak has been appointed Lecturer in Physiology 
and Dr. C. N. Iland Lecturer in Bacteriology, both from October 1. 
Dr. J. H. Hirshman resigned his appointment as Research Fellow in 
Social Medicine on June 30. 


*With honours. *With second-class honours. In absentia. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At an ordinary quarterly comitia, of the College held on July 28, 


with the President, Lord Moran, in the chair, the following Fellows 


.were elected’ officers for the, ensuing year: Censors, J. Crighton 


Bramwell, R.V. Christie, J. F. Smith, A. H. Douthwaite; Treasurer, 
W: G. Barnard ; Registrar, H: E. A. Boldero; Assistant Registrar, 
W. D. W. Brooks. 


' Sir Leonard: Parsons was appointed Harveian Orator and Dr.: 


E. R. Cullinan Bradshaw Lecturer, both for 1950. The following 
Lecturers were also appointed: Lumleian (1950), Dr. B. T. Parsons- 
Smith; Goulstonian (1950), Dr. Howard. Nicholson; FitzPatrick 
(1950), Dr. William Brockbank; Croonian (1951), Dr. T, F. Fox; 
‘Oliver-Sharpey (1950), Dr. E. E. Pochin; Lloyd Roberts (1950), Lady 
Violet ‘Bonham Carter; Humphry Davy Rolleston (1950), Dr. J. H. 
Dible; Bertram Louis Abrahams (1950), Dr. E. C. Dodds. The Baly 
Medal was awarded to Sir Edward Mellanby, F.R.S., for’ his services 


‘to physiology ‘and ‘his work on nutrition, with particular reference 


to the accessory food factors. 
Lord Moran was elected the College representative on the General 
Medical Council and on the Governing Body of the British Post- 
graduate Medical Federation: 
Nixon as representative on the Court of the University of Bristol was 
confirmed, as was the appointment of Sir Arthur MacNalty as repre- 
‘sentative on the Royal Medical Benevolent Fund. Dr. W. W. D. 
‘Thomson was appointed representative of the College at the centenary 


' celebrations of the foundation of the-University of Belfast, at Queen’s 


College, Belfast. 


The following having satisfied thè Censors’ Board were elected 
Members of the College: D. Ẹ. Aikenhead, M.D., C. D. Alergant, 
M.D., S. Balasingam, M.D.; J. Baragan, M.B., E. M. M. Besterman, 
M.B., J. E. Blundell, M.B., R. E. Bowers, M.D., J. F. Britto, M.D., 
D. E. St. J. Burrowes, M.B., L. J. Bussell, D.M., J. A. Chamberlin, 
M.B., Patricia Chippindale, M.B., E. S. Clarke, M.D, H. R. 
Colquitt, M.B; Lorna Cooke, M.B., Christine E. Cooper, M.B., 


The reappointment of Dr. J. A. : 


J. E. Cotes, -B.M., C. J. Don, M.B., A. S. Douglas, M.B., C. E. P.. 


Downes, L.R.C.P., J. R. Edge, M.D., R. H. Ellis, M.B., J. D. 
Everall, L.R.C.P., P. R Fleming, M.B., R. V. Gibson, M.B. J. E. 


, MacA. Glancy, M.D., J. M. Gooch, M.B., D. A. Gordon, M.B., 


'R. G. Gornall, M.D., R. F. Griffith-Evans, M.B., L. N. Grunbaum, 
M.B; S. Grzybowski, M.D., R. O. F. Hardwick, M.B., D. S. Harling, 


_M.B., W. C. Harris, M.B., W.’ Hausmann, M.D., J. C: Hogarth, 


M.D., M. Horwitz, M.D., Betty E. Howarth, M.B., June L. Howqua, 


M.D., E. C. Hutchinson, M.B., M. A. Jackson, M.B., J. A. James, -` 


M.B., O. Janus, M.B., S. E. M. Jarvis, M.B., A. M. Joekes, B.M., 
B. R. Jones, M.B., A. J. Karlish, M.D., R. C. King, M.B., A. 


Knudson, M.B., J. B. Lyon,`M.B., R. F. Mahler, M.B., R. H. ` 
_ Meara, M.B., K. B. M.°O. Megat, L.M.S., Margaret Middleton, 


M.B., E. W. Nation, M.B., K. A. Newton, M.B., J. A. Nightingale, 
M.B., G. O'Gorman, L.R.C.P., C. V. Patel, M.B., H. K. Pawsey, 
M.B., A. V. Price, M.B., S. G. Rainsford, M.D., Surgeon Captain, 
R.N., J. T. Rendle-Short, M.B., R. F. Robertson, M.B., K. C. 
Robinson, M.B. R. Sahu, M.B., F. D. Schofield, M.B., A. B. Sclare, 


M.B.. G. A. Scott, M.D, W. A. McD. Scott, M.B., Major, ` 


R.A.M:C., F. W. Smith, M.B., I. O. Stahle, M.D., A. G. Stephenson, 
M.B., H. C. Stewart, M.D., H. T. Swan, M.B., B. E.'R. Symonds, 
M.B., Cecily M. Tinker,’ M.B., D. Tomlinson, M.B., D. A., H. 
Trythall, M.B., A. S. Tumer, M.B.; D. A. J. Tyrrell, M.B., N. R. 
Venkatswami, M.B., G. R. Venning, B.M., R. G. Vine, M.D., 
D. G. Vulliamy, M.B., M. H. West, M.D., D. Whitfield, M.B.,: 


' D. H. M. Woollam, L.R.C.P., Esme M. Wren, M.B., E. A. Wright, 


M.B.,,R. J. Young, M.B., Flight Lieutenant, R.A.F. 
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Licences to practise were conferréd upon 117 candidates (including 
28 women) who have passed the final examination in Medicine, 
Surgery, and’ Midwifery of the. Conjoint Board and have complied 
with the necessary by-laws: C. A. McC. Aitken, G. W. Bainbridge, 
J. F. R. Ball, Q. A. Bari, Eleanor’ H. Barrington, A. T. Barwood, 
L. Bernstein, J. A.: Blundell, I. I. Bornstein, Christine A, Bratt, 
J. E. Breese, Patricia-L. Broadhead, D. E. Brown, H. J. Burns, 
R. A. Chesterfield, R. E.-Citrine, E. G. Clarkson, K. R. J.-Coates,, 


B. Crawshaw, P: J.'Crosland-Taylor, J. R. Cross, Patricia A. Crowther, > 


Thelma W. Dafforn, Brenda L. D’Arcy, D: M. Davies, I. B. Davies, 
Lorna C. Davies, J. G. Elliott, G. Ellis, Valerie M. Ellis, K. A. 
Etherington, M. N. Fergusson, Barbara M. Fessey, O. O. F. Ffooks, 
G. Fleet, E. A. Foreman, W. G. C. Forrester, Yvette A.*P. Franklin, 


R. Gathercole, Patricia M. Gilbert; H.`°S. Glatt, Helen Gordon; , 


H. Gough-Thomas, S. S. Grové, -A. O. Hagger, R. E. Hancock, 


Josephine Harper, W. H. Harper, P. H. R. Hawkes, K. M. Herd, _ 


Patricia Herdman, J. J. B. Hobbs, T. H. Hughes, Sheila M. H. Hugh- 
Musgrove, Margaret M. Ives, H. Jackson, C. H, James, W. B. 
Jennett, C. H. Jones, P. Kelly, I. Kent, D. S. Kerr, Ann Kiln, 
W. B. Knapman, N. B. Kreitman, K.`Kuczynski, J. W. Latham, 
Mary I. Legg, J. C. Linn, H. K. N. Lister, Marcia McArthur, J. 


„Mander, W. K. Marshall, Pamela G. L. W. Mason, S. N. Mathur, 


D. G. May, J. S. Mehta, Margaret L, Meikle, B. R. Middleton, 
J. B. Millard, D. D. Miller, K. E. Mortimer, G. M. Muller, Q.F. 


v Neethling, N. H. Newman, R. L. Newman, G. J. Nicholas, D. H. 


ae 


Parker. 


Nixseaman, P. L. Norman, C. P. B. Parry, P. I. Perkins, C. D. 
Peters, S. T. H. H. Pilbeam, K. N. J. Pocock, C. O. M. Priday, 
Suzanne L. Quittner, Josélen Ransome,. J. A. Rassell, Regina Reif, 
W. M. Savery, H. Schlossmann, P. B. Schofield, E. M. Sklar, June M. 
Smith, Susan Simpson, B. Singh, J. G; Sowerbutts, G. D. Stones, 
Medora Storkey, J. C. Sumption, F., Tavill, J. M. Thomas, P. W. 
Thompson, W. L. Timmins, 

Young. o 


Diplomas in Tropical Medicine and Hygiene, in Public Health, 
and in Physical Medicine were granted, jointly with the Royal 
College of Surgeons of England, to the following successful 
candidates: ` got 

DIPLOMA IN TROPICAL MEDICINE AND Hyarens.—Y. G. Abdelal, 
J. P. Satterwhite, A. F. H. Stewart, S. W. W. Terry. -o 

DiıirLoMa IN Pusiic HeattH.—A. Bashir, B. A. Bhatti, Mary 
Brooks, T. H. Elias, J: E. Francis, Joan K. Griggs, W. E. Hadden, 
D. G. Levis, G. K. Lim,’ J. H. F. Norbury, Alexandrina M. M. 


y 


-— 


DIPLOMA IN PHysicAL MeEpDIcIne.—M. Fletcher. \ ; 


Diplomas in Anaesthetics and in Medical Radiotherapy were 
granted, jointly with the Royal College of Surgeons of England, 


to the successful candidates whose names were printed in the report | 
of the meeting of the Royal College of Surgeons of England in the 


Journal of June 25 (p. 1145). 
Diplomas in Medical Radio-Diagnosis were granted,. jointly with 

the Royal College of Surgeons of England, to D. Chisholm „and 

J. J. Wallis and to the other successful candidates whose names were 


_ printed in the report of the meeting of the Royal College of Surgeons 


of England in the Journal of June 25 (p. 1145). . 

Diplomas in Laryngology and Otology and in Psychological 
Medicine were granted, jointly with the Royal College of Surgeons of. 
England, to the successful candidates whose names were printed 
in the report of the meeting of the Royal College of Surgeons. of 
England in the Journal of July 30 (p. 292). 


. \ 
ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a meeting of the College held on July 19, with the President, Dr. 
W. D. D. Small, in the chair, the following were elected to the 
Fellowship: D. E. Sands, A. W. S. Thompson, C. F. J. Cropper. - 
` Diplomas of Membership were conferred on the following: R. G. 
Lendrum, J. I. Lipschitz, R. W. D. Turner, R) M. M. Hunter, 
A. C. S. Iyer, A. P. Littlewood,-W. Gordon, Muriel M. D’Souza, 
B. E. Cohen, J. H. Taylor, J. O. Craig, J. W. Farquhar, K. Rhaney, 
G. Mundel, D. Cappon, T. C. Noble, F. W. A. Turnbull, J. S. 
Calder, R. T. Ritchie, R. S. Walker, A. B: Sclare, J. D. Matthews: 


“ROYAL COLLEGE(OF SURGEONS OF EDINBURGH 
At a reception held on July, 25 the Honorary Fellowship of the 


College was conferred on Mr. Victor Ewing Negus, M.S., F.R.CS., . 


President of the Fourth International Congress of Otolaryngology 
held in London last month, and, in absentia, on Dr. Chevalier 
Jackson, Professor of Btonchology in Temple University, Phila- 


` delphia, U.S.A. The first Honorary Fellowship in Dental Surgery 


of the College was conferred on Mr. Wiliam Guy, LL.D., 
F.R.C.S.Ed., H.D.D., former Principal of the Edinburgh Dental . 
Hospital and School. Honorary Fellowships in Dental ‘Surgery were 
also conferred on Professor Kent Thoma, Professor of Aural Surgery 
in Harvard University, «and on Professor Robert: Vivian Bradlaw, 


` 


1 
A 


I. M. Webster, Jean I. Whittle, W. B.-M.. , 


M.R.C.S., L.R.C.P., F.D.S., Dean of the Faculty of Dental Surgery, 
Royal College of Surgeons of England. ` 

The Honorary Fellowship in Dental Surgery of the Royal College 
of Surgeons of England was also conferred on Mr. Guy. . Professor 
Bradlaw, who ‘presented jit, said that it was fifty years ago that 
Mr. Guy. had succeeded Bowman McLeod as Dean of the Edinburgh 
Dental Hospital and School, and to his endeavour might be ascribed 
the deservedly high reputation of that great school. To his vision 
they owed the Dentists Act of 1921, the charter of their profession ; 
from his researches ‘came advances in dental anaesthesia; and his 
skill and wide experience laid the foundations of their modern con- 
cept of maxillo-facial surgery. A fine scholar, a skilful surgeon, an 
outstanding teacher, and an able administrator, he brought distinction 
to the Roll of Fellows in Dental Surgery of the Royal College of 
Surgeons of England. If Carlyle was right- when he said that 
statesmanship was to provide for posterity, William Guy was indeed 
a statesman. a 

At a meeting of the College held on July 27, with Mr. 
Frank E. Jardine, President, in the ‘chair, the following candi- 


. dates, ` having passed the requisite examinations, were admitted 


Fellows: C. E. L. Allen, F. Baar, A. J. Biesman-Simons, 
C. S. Campbell; B. C. Dastur, Patricia R. Davey, K. Drummond, 
J. M. E. Jewers,.D. H. King, G. L. McEwan, I. W. MacPhee, J. J. 
MacPherson, R. M. Nadkarni, M. A. Radwan, T. K. Raju, T. J. 
Reid, M. H. Saadi, N: T. Sampanthan, H. Sayeed, R. N. Sinha, 
G. Smith, H. J. M. Stratton, P. A. Thorpe, H. S. Trafford, H. V. 
Wingfield. ' 3 
f 


ROYAL COLLEGE OF OBSTETRICIANS AND 
3 GYNAECOLOGISTS 


` Atta meeting of the Council of the College held in the College House 


on July 23, with the President, Sir William Gilliatt, in the chair, 
Professor Hilda Nora Lloyd was elected President and will assume 
office in October. Mr. John Eric Stacey and Dr. V. B. Green- 
Armytage were elected Vice-presidents. 

The following officers were re-elected: Honorary Treasurer, Mr. 


_ Arthur A. Gemmell; Honorary Secretary, Mr. Humphrey G. E. 
-© Arthure; Honorary Librarian, Mr. Frederick W. Roques; Honorary 
_ Curator of the Museum, Mr. Aleck W. Bourne. 


The following candidates were elected to the Membership of the 
College: A. B. Backus, Jessie E. C.’ Baird, T. E. C. Barns, A. 
Bhagat, D. H. Blakey, V. Y. Bockner, S. C. Bose, M. B. Bruce, 
R.’ C. Cummin, Mona M. Davin-Power, R. G. Denniss, H. 
Doberman, T. Dougray, L. W. D. Drabble, C. T. F. Ealand, G. K. 
Emsley, G. M. Evans, J. J. Foley, P. S. Gardner, G. W. Garland, 
H.’ K. B. Geiser, Elizabeth Gilbertson, Marie P. S. Grant, G. T. 
Hammond, J4 C. Harvey, J. Henderson, J. A. Henderson, D. W. 
Hendry, R. W. Hutchinson, E. W. Ilangantileke, E. P. Jones, F. G. E. 
King, J. M. King, E. W. Kirk, Joan E. M. Lambert, D. Latto, J. G. 
Lawson, F. H. Leckie, E. M. Leyland, J. W. F. Lumsden, J. M. 
McCracken, I. MacGillivray, H. N. Mansfield, W. G. Millar, R. 
Moolan-Feroze, LI. O. Morgan, M. R. Neely, F. C. R. Picton, J. G. 


» Reynolds, N. A. Richards, S. Riterband, T. W. Roddie, J. H. Rout- 
- ledge, C. A. Samad, E. M. Sandler, Olive' C. Sandys, J. W. F. 


Scrimgeour, S. Sen, J. C. Shelton, Norah P. Sherlock, A. Sinnatamby, 
J. A. McC. Smith, Doreen M. J. Stracey, A. B. Swarbreck, J. L. 


* 


. Taylor, S. D. Tewary, J. Watson, G. F. J. Williams. 








The Services 


, 








' ha 


Surgeon Rear-Admiral F. G. Hunt, C.B.E., RN., has been 
appointed Honorary Physician. to the King in succession to Surgeon 
Rear-Admiral J.-A. Maxwell, C.V.O., C.B.E., ‘K.H.S., RN., who 
has been’ placed on the Retired List. 

Surgeon Lieutenant-Commander J. A. Shepherd, R.N.V.R., has 
been awarded the R.N.V.R. Decoration. 

Captain (now Major) R. M. Vanreenan, R.A.M.C., has been 
awarded the Efficiency Medal (T erritorial). 

The Efficiency Decoration has been conferred upon Majors H. 
Dickie, C. H. Johnson, and J. L. Warner, R.A.M.C., T.A.: 


` DEATHS IN THE SERVICES 


Colonel Josepa DALRYMPLE died on July 17 at the age of 80. He 
qualified at Edinburgh in 1899, having already served with the 


‘Bechuanaland Field Force in, the Langeberg Rebellion in 1897. In 


1900-1 he served in the South African War, gaining the Queen’s 
Medal with five bars, and he served throughout the war of 1914-18, 
being mentioned three times in dispatches. ‘He received the O.B.E. 
in 1918, and was made a C.M.G. the following year. He had 
published work on the restoration of the sick and wounded to the 


forward areas and on the treatment of malaria-infected troops. 
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. INFECTIOUS DISEASES AND VITAL- STATĪSTÍCS i 


We print below a summary of Infectious Diseases and Vital Statistics 

in thé British Isles during the week ending July 16. z [No.. 28 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
, ‘sponding wéek last year, for: (a)England and Wales (London included), (D) 
N London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
~ ' Figures of Births and Deaths, and of Deaths recorded under each infectious disease. 
-are for: (a) The 126 great towns in England and. Wales (including London), 
(c) The 16 principal towns in Scotland. 


~, (b) London (administrative county). 
gx Ne) tte 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


dash —- denotes no cases; a blank space denotes disease not notifiable or no _ 


return available. i 





A : > 1949 
Disease 3 i 
K - | @ |b)] (c) ] (d) 
17 1 


1948 (Corresponding Week) 
(e) | (a) | (b) | © 1 @ , (e) 


— | = | a | es 


n `-} 7 








< . Cerebrospinal fever 
Deaths ` i 
Diphtheria > .. °°.. 
Deaths sa ee 1 








Dysentery ' 
Deaths 








Encephalitis i 
acute . IR : 
Deaths ie eel 8 ae — a 

, Erysipelas 
Deaths ' 
Infective enteritis or 
` diarrhoea under -2 


years 
a Deaths 


lethar, gica, 


, 71| ` 
22) ‘2) 8 1] 1 
"4 |, 5,376) 490] 149| 204) 102 9,459|.602|* 70) 91 


— — 


Measles* 
Deathst 

Ophthalmia neonatorum 
Deaths > .. |... 


—s 


4 


er | et fs | ee 


\ 


Paratyphoid fever ~ .. 
Deaths ee. Siete 1 


— 





, Pneumonia, influenzal .. 330; 24) < 2 
Deaths (from influ- N 
_enza)t aca ‘ele 
Pneumonia, primary 
‘Deaths e. 

'Polio-encephalitis, acute 
* Deaths : oe gi 
\Poliomyelitis, acute 

- » Deaths§ a 


_ Puerperal fever 
Deaths 


Puerperal pyrexia] .. 
Deaths. eer So cee 

Relapsing fever 
Deaths a 


aT 


“> Scarlet fever ` 
i Deathst 
T Smallpox > 
” Deaths ane 







1,703; 114| 256| 40 


—_— 





Ss | ee 


' Typhoid fever `.. 
Deaths si 


A Typhus fever 
* Deaths 





Whooping-cough* Sas 
Deaths ` .. = 
-Deaths (0-1 year 
Infant mortality ‘rate 
(per 1,000 live births) 


ra 


Deaths (excluding still- 
births) á as 
Annual death rate (per 


1,000 persons living) 









Live births Pe, hoe 7,608]1223] 866 
Annual rate per 1,000 | ` 
ae persons living ~. |. ` 
Stillbirths ee cal” 
Rate per 1,000 total 
, ~ births (including 
Ae stillborn) eg ae - ` 


— aaa aaa 
* Measles and whooping-cough are not notifiable in Scotland, and the returns - 
are therefore an approximation only. : o j 
t Deaths' from measles and scarlet fever for England and Wales, London 


(administrative county), will no longer be published. 


- . f Includes primary form for England and Wales, ‘London (administrative f 


- county), and Northern Ireland. gi, E a toy! 

'§ The number of deaths from‘poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. are 

|| Includes puerperal fever for England and' Wales, Eire, and Northern Ireland. , 
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; EPIDEMIOLOGICAL NOTES ; 


, ra Poliomyelitis ; Š 


The rise in -the notifications of poliomyelitis (39) was due 'to | 


increases in four- counties ; these counties accounted for 56 of 
the 112 cases. , The largest returns during-the week were York-- 
shire West Riding 19 (Sheffield C.B. 4, Batley M.B. 4, Wortley 
R.D. 3); Southampton’ 14 (New Forest R.D.-'12); London ‘12 
(Camberwell 3, Lewisham 3); Middlesex 11 (Finchley M.B. 5, 
Hornsey M.B. 3); Devonshire 8 (Okehampton R.D. 4); Lanca- 
shire 6; Gloucestershire 5 (Bristol .C:B. 4). . ‘ 
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. POLIOMYELITIS : 


` “WEEKLY NOTIFICATIONS IN ENGLAND AND WALES 


NUMBER OF NOTIFICATIONS 





` A 3S 45 i 
, i re vt WEEK \ 


- The number of notifications in the week ended July 23 ‘was 
jpoliomyelitis. 96 ' (112), polio-encephalitis 3, (5). (Figures for 
the previous week are shown in parentheses.) This is-the second 
time since the seasonal rise definitely began in the week ended 
June 11 that the weekly notifications have. been fewer than 

' those of the previous week. In ‘1947 the rise was remarkably 

‘steady once it ‘had set in; and the figure for the week~ended 

= July .19, corresponding to the present week, was 193. It is 

. possible that this: may: portend. a flattening of the curve of- 
incidence. ‘ ; 

Multiple cases (poliomyelitis and polio-encephalitis ‘together) 
were reported from the~ following counties: London 7 (13), 
Berkshire 3 (2), Cumberland 2 (2), Devon 7 (9), Essex 4 (3), 
Gloucester 2 (6), Lancashire 8 (7), Leicestershire 6 (2), Middle- 
sex 11 (11), Northumberland 2 (0), Southampton 8 (14), Suffolk , 
East 2 (0), Suffolk West’ 3 (1), Surrey~3 (4), Sussex East 2 (2), 
Yerks’ West Riding 17 (19). ` & pe 


“  * , Film for General Public _ . | 

In addition to the film for doctors, “Polio : Diagnosis 
and Management,” mentioned in this column last~week, a 
short film for the general public éntitled “Johnny Green in his 
-Fighting Chance ” ‘has been made and will- be shown in ordinary 


cinemas from Aug. 8. Copies will be available in the Central °, 


Film Library, Imperial] Instituté, South Kensington, from about- 
Sept. 1. ` - $ SO 
©“ + “Discussion of Table 


k 


In England and Wales. decreases were réported in the number > 
of notifications of measles 195 and cerebrospinal fever 22, 
while increases were recorded for scarlet fever 97, acute polio- 
myelitis 39; and paratyphoid fever 18. “There were 278 fewer 


~ 


Li 


7 


/ 


Q 


AuG..6, 1949- , N 


-` EPIDEMIOLOGY SECTION 


343 


BRITISH 
MEDICAL JOURNAL 


$s = eee = 
, ~ ’ 


| 
notifications of food-poisoning than in the preceding week. 
A very small rise in the incidence of scarlet fever was recorded 
in every region of the country, but no’ ‘change of any’ -size 
occurred in the- local trends. The largest decreases in .the 
notifications of measles were Kent 170, Middlesex 46, York- 


shire West Riding 42, and the largest increases Were Lancashire . 


37, Glamorganshire 31.+ The only.-variations of note in the local 
trends of diphtheria were a decrease of 5 notifications in London’ 
and an increase of 6 in Lancashire. The largest fluctuations in 


the returns of whooping-cough were a decrease of\38’in Essex: 


and an increase of 31 in Lancashire. 

The rise in paratyphoid fever occurred in Lancashire, where 
the chief centres of infection were Liverpool C.B. 29 and Crosby 
M.B. 6. Dysentery decreased throughout the country except in 
‘Warwickshire, where in Warwick R.D: the notifications rose 
from 2.to 34. The largest outbreaks of food-poisoning notified 
were the City of London 31 and Essex, Chingford M.B. 30. 

In Scotland decreases were recorded in the- number of notifica- 


tions of scarlet fever 25, diphtheria 10,,and a Tise of 27 was. 


reported for measles. The chief centres of dysentery were the 
cities of Glasgow 15 and Edinburgh 8. The decline in scarlet 
fever was confined to the western area, and a’ slight rise occurred 
in the south-eastern area. 

In Eire a decrease occurred in the number of notifications of 
measles 24, while increases were recorded for whooping-tough 
27, scarlet fever 21, and diarrhoea,and enteritis 16. The experi- 
ence of Dublin C.B. was mainly respońsible for the rise in 
scarlet fever and diarrhoea and enteritis. The increase in 
whooping-cough:was due to :an outbreak at Dublin, Balrothery 
R.D., involving 30 persons. 

In Northern Ireland decreasés ocċurred in ‘the number: of 


‘ notifications of measles 15 and whooping: cough 12, due mainly : 


to the experience of Peast C.B. 


Week Ending July 23 | i f 


The notifications af infectious diseases in England and Wales 
during the week included : scarlet fever 1,157, whooping- cough 
2,004, diphtheria 76, measles 5,052, acute pneumonia 329, 
cerebrospinal fever 28, ‘acute poliomyelitis ‘96, dysentery’ 90, 
paratyphoid fever 54, typhoid fever 8. 


? Medical News 


Malta University- ‘Rector’ s Visit 
Dr. J. A. Manché, Rector of the University of Malta, began 
a three-weeks visit to Britain under the auspices of the British 
Council on July 25. He is visiting laboratories, medical schools, 
and teaching hospitals to see teaching methods. ` Dr. Manché 
was appointed senior medical officer: in the Malta’ Medical and 
Health Department’ in 1937. While holding this: post he was 
appointed professor of ‘physics in ‘1943, in which subject he 
has always been deeply interested: He pecami Rector of the 
. University last year. o | 


Gift for Nuffield Orthopaedic Centre 

Lord Nuffield has given £50,000 to the Nuffield Orthopaedic 
Centre at Oxford. The centre offers special facilities and‘ train- 
ing: for orthopaedic. specialists from all over the world and 
students from the Commonwealth. 
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Great Ormond Street War Memorial ay i 

A bronze memorial tablet has been erected to the memory 
of members of the staff of the Hospital-for Sick Children, ‘Great 
Ormond Street, who gave their lives during two ' world wars. 
The memorial was unveiled on July 27' by, Sir Lancelot 
Barrington-Ward, consulting - surgeon ‘to. the hospital ‘and 
former chairman of ,the’ medical committee: .Sir Lancelot, who 
was invited to perform the ceremony: by the chairman of the 
hospital, Mr. T. H. Bischoff, said that the tablet commemorated 
16 men and women, all of whom were’on active service in one 
or other of the wars. They had served the hospital in various 
capacities—as physicians, surgeons, nurses, electricians, and 
porters. All of them were members of its fellowship and all 
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had rendered devoted service. The tablet was set by the main 
doorway of the hospital, where it would remind those passing 
through of the men and women who had made the great sacri- 
fice for the nation and its children. After the unveiling, the 
simple ceremony was concluded by prayers of dedication and 
thanksgiving said Ai the o chaplain, the Rev. R. Mercer 
Wilson. ', | ` 


Ligue Européenne conie le Rhumatisme 

At a general meeting of the Ligue held in Paris on May 14, 
with Professor M.-P. Weil in the chair, Dr. W. S. C. Copeman 
(Great Britain) was elected president for. the next two years. 
The next congress will be held i in Barcelona in 1951. 


oy 


Directory of Collections of Micro-orauniams 


One of the recommendations of the British Commonwealth 
Scientific Official Conference, 1946, was that a directory of. the 
important culture collections of: the Commonwealth should be 
uplicated copies of the “Directory of Collections 
of Micro-organisms maintained ‘in the United -Kingdom and 
Crown, Colonies ” and of the “Catalogues of Arthropods, Hel- 
minths, Molluscs, and Protozoa of Interest to Medical and 
Veterinary Workers ” are now available free on request, the 
former from the Secretary, United Kingdom National Com- 
mittee of the British Commonwealth Collections of Micro- 
organisms, 38, Old Queen Street, Westminster, London, S.W.1, 
and the latter from the Director, Laboratory Animals Bureau, 
Royal Veterinary College, Royal College Street, London, N.W.1. 


Lord Webb-J ohnson Cectare 


The, Council of the Royal College of Sireen decided at 
a meeting on July 28, on the recommendation of the Faculty 
of Dental Surgery, to institute an annual dental lecture entitled 
the Lord Webb-Johnson Lecture. It will be a College lecture, 
and will be given on invitation from the College. It com- 
memorates the indebtedness of the dental profession to Lord 
Webb-Johnson, who was instrumental in founding the Faculty 
of Dental Sure, 


Freedom of City ` 


‘The freedom of the city of Verona has been conferred on 


l Sir Alexander, , Fleming. — 


Dean. Resigns ; 

Professor J, M. Mackintosh has resigned from the PE of 
Dean of the London School of Hygiene and Tropical Medicine, 
but will continue to teach in the school as Professor of Public 


‘Health. We understand that the school has decided to appoint 


a whole-time Dean. 


COMING EVENTS 


General Meeting ‘of Psychiatrists 


A meeting, open to all psychiatrists practising within the 
South-West Metropolitan Region, will be held at B.M.A. House, 


Tavistock Square, London, W.C., on Thursday, Aug. 11, at 


2.30 ‘p.m. t 


‘Veterinary Congress, — ` 


The National Veterinary Medical Anoda will hold its 
annual congress in London on Aug. 12-15 in conjunction with 


‘the International Veterinary Congress being held on Aug. 8-13. 


Dr. J. Peters, of Rotterdam, and: Dr. J. Winsser, of Leiden, will 
present a: paper on “ Diseases ‘of Household Animals Com- 
municable to Man.” Members of the B.M.A. will be welcome 
at this discussion, which is to be held at the Central Hall, 
Westminster, at 2.15 p.m., on Saturday, Aug. 13. Tickets of 
admission may be obtained from the General Secretary of the 


', N.V.M-A.,:36, Gordon Square, London, W.C.1. 


First- and Nursing Courses 

- A course of first aid. and nursing will, be started ‘under the 
direction of .the St. John Association on Sept. 3 at the new 
Brigade Training Centre, St. John House, 15 and 16, Colling- 


‘ham Gardens, London, S.W.5. All are eligible without obligation 


to join the Brigade. First aid will be dealt with in one week, 
home ‘nursing in the following week, with an examination at 
the end of each week. Successful candidates will receive a 
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St. John Association certificate in either or both subjects accord- 
ing to the set of lectures followed. The training centre is also 
a social club and provides meals and accommodation for all 
taking part in’ the course. ` 
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Congress of Hàematology 


The Société Européenne Internationale d’Hématologie is hold- 
ing a meeting in`Montreux, Switzerland, on Sept. 15-17. The 
official languages of the congress are English, French, German, 
and Italian. Two subjects. have been proposed-for the main 


discussions : (1) haemolytic anaemias; (2) changes in blood . 


proteins in blood dyscrasias. British haematologists may obtain 


.particulars from Dr. A. Piney, 152, Harley Street, London, W.1. 


í 


SOCIETIES -AND LECTURES 
Friday, i 


EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At Anatomy 
Lecture Theatre, Edinburgh University, .Aug. 12, 12.30 p.m, 
“ Frontal Lobe and the Integration of Thinking,” by Professor G. 
Jefferson, F.R.S. ; 


`“ i 


S APPOINTMENTS 


~ a 


` ASHCROFT, A. T., M.B., Ch.B., Regional Medical Officer, Ministry of Health. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD.—The following appointments are 
announced: Consultant Physician in Ipswich Area, J. W. Paulley, M.D., M.R.C.P. 
Consultant Paediatrician in Ipswich Area, R. M. Mayon-White, M.D., M.R.C.P., 
D.C.H. Physician Superintendent at Ipswich Sanatorium, G. R. McNab, M.D., 
F.R.C.P. <" , 


Ferreira, H. P., M.B., B.S., Assistant Pathologist to Queen Charlotte’s and 
Chelsea Hospitals at Chelsea Hospital for Women. 


GREGORY, T. S. S., M.B., F.R.C.S.(Ophth.), D.O.M.S., Ophthalmic Surgeon 
to Aylesbury and District Group of Hospitals, Oxford Regional Hospital Board. 


HOSPITAL FOR SICK’ CHILDREN, Great Ormond Street, London, W.C.—The 
following appointments are announced: House-physicians, J. C. Macaulay, 
M.B.. B 
surgeons, L. H. Pimm, M.B., B.S., R. M. T. Walker-Brash, B.M., B.Ch.; Part- 
time Surgical Registrar, D. J. Waterston, M.B., F.R.C.S. 


SOUTH-WESTERN REGIONAL HosPrraL BoarD.—The following appointments at 
the hospitals indicated in parentheses are announced: , Pathologist, G. Stewart 
Smith, M.D. (Royal Devon and Bxeter Hospital, Exeter); Assistant Orthopaedic 
Surgeon, M. H. Saiz,-F.R.C.S. (Mount Gold Hospital, Plymouth, with clinical 
duties in other hospitals in area, as required); Assistant Radiologists, G. R. Airth, 

.B., B.S., D.M.R. (Southmead Hospital, Bristol), and C. W. B. Woodham, 
M.R.C.S., L.R.C.P., D.M.R.E. (Roya! Devon and Exeter Hospital, Exeter); 
Assistant Clinical Pathologist, C. H. Jellard, B.M., B.Ch. (Gloucestershire Royal 
Hospital}; Plastic Surgeon, G. M. Fitzgibbon, M.D., F.R.C.S. (Frenchay 
Hospital, Bristol). | - ‘ 


* 








BIRTHS, . MARRIAGES,. AND DEATHS 
“BIRTHS 


Bartolo.—On July 21, 1949, at Blue Sisters Hospital, Malta, to Jean (née Callie), 
wife of Dr. A E. Bartolo, a son—David. - 

Benians.—On July 15, 1949, at North M.ddlesex County Hospital, London, N., 
to Edith (née Aiken), S.R.N., wife of Richard Benians, M.B., M.R.C.P., a 
daughter. ; : a3 7 y i 

Beynon.—On July 27, 1949, in London, to Nora, wife of Dr. Arthur’ E. Beynon, 
a son. / 

Elphick.—On July 14, 1949, at Lagos, Nigeria, to Hilary Jean Elphick (née 
Haden), M.B., B.S., and Richard Michael Elphick, of King’s College, Lagos, 
a daughter. i 7 , 

Freeman.—On July 23, 1949, at British Military Hospital, Vienna, to Fr-da 
(née Allibone), wife of Captain Roger Freeman, R.A.M.C., a daughter. ; 
Gilmour.—On July 24, 1949, at Hayes, Middlesex, to Jean (née Macleod), wife 

of Dr. S. J. G. Gilmour, a son. . 

Goulden.—On June 19, 1949, at 94th British Military Hospital, Hamburg, to 
Margaret Fionn'a (née Macrae), wife of Captain Richard Patrick Goulden, 
R.A.M.C., a daughter—Margaret Sheonach. i ' 

Hirsch.—On July 22, 1949, at Leicester General Hospital, to Edna (née Saytr), 
S.R.N., S.C.M., wife of W. P. Hrsch F.R.C.S.Ed., M.R.C.O.G., a son. 

MacAullffee—On July 15, 1949,:at-Swindon, to Judy (née Baldry), wife of 
Richard MacAuliffe, M.D., a daughter. 


MEDICAL NEWS 





S., M.R.C.P., D. McR. Hanna, M.D., M.R.C.P., M.R.A.C.P.; House» < 
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Wharton.—On July 10, 1949, at 277, Stroud Road, Gloucester, to Jenny (née . 


`u 


Morgan), wife of Dr. G. C. C. Wharton, a son. 
= í 


MARRIAGE 


Thomson—Milne.—On July 23, 1949, at Perth. Thomas Nairn Thomson to 
Nancy S. M. Milne, M.B., Ch.B., late of Wisbech. 


DEATHS , , 


Ackland.—On July 26, 1949, William Robert Ackland, M.D.S.. M.R.C.S., of 
5,-Rodney Place, Clifton.. Bristol, aged 85, ~ , . 7 

Anderson.—On July 25. 1949. at Cratgbittern, Colvend, Dalbeattie, Kirkcud- 
brightshire, Alford Wiliam Anderson T.D., M.D., J.P.. aged 81, 

Barr.—On Ju'y 22. 1949. at The Cairn, Oxlea Road, Torquay, James Barr, 
M.B. C.M.. D.P H. aged 8l. : y 


Brew.—On July 23. 1949, Richard William Brew, M.B., B.Ch., of 8, Herbert- 


Terrace, Penarth. ag-d 78 R 
Ca'ms.—On July 24, 1949, at Edinburgh, Agnes Josephine Cairns (née Gardner), 
M.B.. Ch.B.. D.P.H. eo oe : 
Elwell-Johaston.—On luly 26. 1949. at University College Hosp‘tal, London, 
Loiza Elwell-Johnston (née E'well). M.R.C.S., L.R.C.P.. aged 77. 
Fegan.—Or Julv 26, 1949 at Leveretnck Green, Herts, John Herbert Crangle 
Fegan, M.R.C.S., L.R C.P., aged 77. 


— 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


` "i - 
¢ \ Bedsores 


Q.—A woman of 40, bedridden: for some years with dis- 
seminated sclerosis, has some very bad bedsores. For several 
months she has had almost constant urinary incontinence, which 
makes treatment of the sores impossible. Is there any reason 
why a catheter cannot be inserted and left in, and can you 
suggest any palliative treatment ? 


A.— Urinary incontinence should not, prevent adequate treat- 
ment of bedsores ; indeed, with good nursing care the sores can 
usually be healed in such a case. If the deformities referred to 
consist of severe flexion and adduction contractures of the lower 
limbs the task will be more difficult. An indwelling catheter 
may be tried for a few days, but is not always satisfactory.. 
A rubber bed-pan, which the patient can lie on all day, like a 
rubber ring, is of very great help. The free use of diapers which 
have been sprinkléd with:,boric acid solution and allowed to 
dry prevents much discomfort and also the ammoniacal odour. 

Bedsores develop in such a case because the patient is left in 
one position for more than four hours at a time. The common 
propped-up position of the chronic.invalid in bed throws nearly 
all weight on.the sacrum. ‘The patient should never be left like 
this for long ; every four hours the position should be changed, 
but this involves removing all but one pillow and turning the 
patient fully on the side or face, if contractures allow. It is 
also worth noting that removalvof all pillows in itself transfers 
much of the weight-from the sacrum to the shoulders ; while 
raising the foot of the bed with the patient lying flat is even 
better, and in difficult cases should be used for one period 
every day. Deep bedsores should seldom be packed, and then 
only very lightly, as the patient’s weight on the dressing makes 
the bedsore deeper. An empty space stimulates free growth © 
of granulation tissue. If flexion contractures have not yet 
developed, a daily period of lying prone on the face is specially 
valuable for all bedridden patients. This relieves sacral pres- 
sure, counters flexor spasms, and prevents the otherwise inevit- 
able flexion deformities of hip} spine, and neck. The last point 
is not applicable to this particular question, but its importance 
demands emphasis. After a long illness a properly treated 
patient should be able to walk as erect as a guardsman ; the 
curled-up victims whom oné -sees coming out; on- fine days 
exemplify how sadly our profession fails to counter the vicious 
flexion deformities of the infirm. 
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Oedema: of the Newborn : 


Q.—What are the modern views on the causation of spon- 
taneous oedema of the newborn? Is vitamin E of any value 
in treatment ? : 


A.—Oedema of the newborn, apart from the hydrops of 
haemolytic disease, cccurs principally in association with two 
conditions—sepsis and prematurity—but in neither is the causa- 
tion at all clear. Certainly infants with severe infection develop 
oedema, first of the legs and later of other parts of the body, 
and it is usually, but not always, an ominous. sign. It is often 
accompanied by anaemia, and is possibly associated in severe 
cases with heart failure. Treatment in such cases is of course 
directed at the infection. In premature and weakly infants who 
are not thriving oedema is also often found, sometimes indicated 
by an upward jump in the weight curve’evén before oedema 
becomes obvious. In this connexion it should be remembered 
that the infantile kidney, as McCance has shown, is poor at 
concentrating ‘the urine, and if chlorides are being given, as 
in normal saline or even in milk, retention may occur and may 
explain the oedema in some instances. The serum protein level 
may be low in either of these conditions, but, as with hunger 
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oedema; there is not an “absolute correlation. Oedema may. 
occur with normal protein figures and not occur "with low. 
levels. In premature infants with a subnormal temperature. 
the condition may be treated by the administration of thyroid 
as suggested by the late-Eric Pritchard. ‘He recommended 
1/10 gr. (6.5 mg.) for. every -1 Ib. (453 g.} of ‘body weight daily 
for a-few days. . Congenital syphilis affecting the kidnéys is a 


theoretical cause of oedema of the newborn, but. ought never . 
to be seen if routine antenatal investigation. of all expectant: 
Also theorétically, Milroy’s hereditary f 


oedema might begin.tò show in the newborn period. It is diff- 
cult to see what part vitamin E could possibly play in treatment 


spontaneously, and any preparation or treatment used can 
thereby secure a spurious ropymton; ‘5 


a 
y? 


Resuscitating Apparatus 


Q.— What are the ‘latest, views on the use of a resuscitatirig. 


apparatus supplying oxygen with a fixed proportion of carbon 
dioxide'in cases of drowning, carbon-monoxide poisoning, or 
electric shock? Is there-much value in giving oxygen alone in 
any of these cases? Is carbon dioxide of value, and, if so, in 
what’ proportion ? 


A.—Carbon dioxide | Js a stimulant to the respiratory “and 
vasomotor centfés. It is therefore logical to administer carbon 
dioxide along with oxygen in - cases where the patient ~is 
suffering from anoxia and impaired respiratory funċtion.* The 
proportion usually recommended is 5 to 7% of carbon dioxide ; 
appreciably . higher concentrations may be deleterious. ‘An 
‘appropriate oxygen~carbon-dioxide mixture ~ is ‘considered 
-specially suitable in the treatment of severe carbon-monoxide 
poisoning, because the. increased carbon dioxide not only, stimu- 
lates’ the “respiratory centre but also favours 4 more rapid 
dissociation of the carboxyhaemoglobin. Moreover, there may 


- of oedema of the newborn. ‘Most mild examples clear up | 


be an added value in that the hyperventilation occurring in the - 


earlier stages of carbon-monoxide asphyxia causes a deficiency 


- of carbon dioxide in the body. This latter argument does not. 


apply in’ cases of drowning: and electric shock, and the desir- 
"3 ability of the addition of.carbon dioxide to the inhalation mix- 
ture is probably not só great-in these conditions.. Nevertheless, 


it ‘would seem reasonable to try.the effect.of'a similar mixture | 


where the respiratory movements are feeble and there is an 
obvious need for incréased pulmonary’ ventilation. The 
beneficial effect of the carbon! dioxidé on the circulation 
should also be borne in ‘mind. The administration can- be 
combined with artificial respirdtion, and in most cases need 
not be unduly prolonged. If no‘oxygen-carbon-didxide mixture 
is available, oxygen by itself should certainly be used. 
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' Supplementary Vitamins 


~ 


Q.—Is there-any justification for advising the-routine dmiri: 


‚stration of vitamins A and D to, say, a police force to increase’ 


“vitality and resistance to infection ?. 


A. —There is not the slightest justification. for ddvining this -- 


practice.. 
/ Pag 
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- Anterior Pituitary Growth Hormone . 
Q.—Will you «please let me know „if the isolated growth- 


-~ promoting hormone of the anterior’ pituttary is obtainable ; 


also the indications for use and: recommended dosage. 
‘A. —No preparation.of ‘the isolated growth hormone is-avail- 


able, but there. is on the market an extract.of the anterior 


pituitary, standardized for the growth-hormone (i00 units per 
mi) “and also containing adrenotropic hormone. The dose 
recommended is.1 ml. daily. intramuscularly. . In the writer's 
experience this dosage is useless, and he has obtained results 
only with 5 ml.. twice daily, which is both painful and expen- 
sive. .The pure hormone has been isolated by Li, of California 
(J. biol. Chem., 1945, 159, 353), and in'some unpublished experi- 
ments on dwarfs this failed to stimulate growth and even failed 
to’ produce nitrogen retention ; both these effects, however, wére 
obtainable in animals. 
is therefore unsatisfactory; éven to the ‘point of causing scepti- 
cism about the existence of a pure ‘growth hormone. Thyroid 
and testosterone. stimulate Bowie in suitable cases. * 


The position as regards growth hormone. 


- Psychiat., Chicago, 1944, 51! 446; 


f 
T Fox-Fordyce Disease 

Q. —<A female aged 20 has been suffering from Fox-Fordyce 
disease for the last two years, and in spite of expert treatment 
the condition seems to beat a standstili—in fact, it is becoming 
more painful in both axillae. Is the AE NOES known, and is 

there any effective ‘treatment ? 
` A.—Fox-Fordyce disease is an irritable papular anaiba of 
axillae, pubes, and breasts related to apocrine-gland function. 


a 4 


“It depends on disturbances of endocrine function and is usually 


relieved by ‘the administration of oestrogens. Local applica- 
tions, including x-ray therapy, as: employed in other types of 
prurigo are of little value in this affection. ` 


Glutamic Acid for Mental Retardafion 


Q.—is glutamic acid likely to improve the intellectual per- 
formance of a boy of 8 who is not mentally defective but only 
somewhat .retarded? The-father rejects the boy because of 
his slowness, and‘ any improvement would probably make a 
difference to this attitude. Please state the dosage and the 
method of administration. How long ought treatment to ‘be 
continued, and are thére any contraindications? ; 


A.—The evidence that administration of glutamic acid makes 
a real difference to retarded and defective children is not con- 
vincing. According to published reports, response varies greatly 
from individual to individual, so that while one child makes a 


- striking advance others are unaffected or even drop points on 


intelligence ‘testing. There -is no indication that results differ 
with different types of defective: The numbers of patients so 
treated have not been large. L-Glutamic acid is given by mouth 
“jn doses which are to a considerable extent independent of age 
and determined by the response obtained, but beginning, say, 
with -2 g. thrice daily and increasing even up to 48 g. dafly. It 
-can be given as tablets, powder, or in capsule. Unpleasant 
effects may be indicated by gastro-intestinal upset. The patient 


` described might perhaps benefit from this -treatment, and ill 


éffects need not be feared. It might in any case be good for 
the father’s attitude—which may itself be partly the cause of 
the son’s slowness—to try something in the way of treatment, 
and lead him`to regard the boy more sympathetically. The 
inguirer is referred to the following articles: Arch. Neurol. 
1946, 56, 489 ; 1949; 61, 275; 
Psychosom. Med., 1947, 9, 175; "Amer: J. Psychiat., 1948, 104, 
593; J. nerv. ment. Dis, 1946, 104, 263. 

! . Menstrual Tension State 

O.—Since her first pregnancy five years ago a woman g 29 
has headache, irritability, depression, aching in the gums, and 
right low-abdominal pain starting a few days before and 
continuing till a few days after each menstrual period. The 
‘lochia were blood-stained for, several weeks after the birth of 
the baby, and during lactation the mother often had night 
sweats. Tuberculosis was excluded. In 1947 the- uterus was 
found to be pulled over to the right, but was normal in size 
and anteverted ; the ‘right ovary was tender on pressure, and at 
laparotomy was’seen to be covered by a thick white capsule 
and contained ó ‘few small follicular cysts. It was removed, but 
histological examination failed to reveal any abnormality. After 


. afew months the symptoms returned, with pain in the left side. 


‘to any final conclusions. : 
i indicate an endocrine disturbance, nor is it likely that the upsets 


The patient became pregnant again., After her confinement 
night swedting recurred, and for six weeks the lochia contained 
blood. On examination a well-anteverted but subinvoluted 
uterus was found. When her “periods started again there was 
a return of the symptoms with in addition small papules on the 
body and face. A papular rash also developed on the baby, 
accompanied by colic.and green stools. Can the mother’s symp- 
toms, including the ovarian tenderness, be due to an endocrine 
disturbance, affecting the baby by excretion of hormones in the 
milk? If ,so, can any treatment: on an endocrine basis be 
suggested ? 


A.—It is difficult to comment ’ sed on a complicated 
case history of this kind, and personal knowledge of the patient 
and her environment ‘would seem to be important before coming 
There is nothing in the account to 
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In the baby were related to a noxious agentin the milk. Indeed, 
. the whole picture suggests that the basis is one of over-anxiety. 
. Colonic spasm is likely to be the cause of the left-sided pain: 
and to give rise to occasional right-sided pain from the caecum. 
The abdominal discomfort has probably always been of bowel 
. origin, and the ovary which was removed was blameless. The 
general disturbance associated with menstruation represents 
exaggerated molimina, amounting to what is sometimes called 
a “ menstrual tension state,” which again often ‘has a psycho- 
logical underlay. Night sweats, sometimes most profuse and 
disturbing, are common enough during the puerperium and early 
weeks of lactation; and in the absence of pyrexia they are not 
of any: real significance, Persistence of red lochial discharge 
for six weeks after delivery is also not necessarily pathological. 
Cyclical ulceration of the mouth associated with’ menstruation 


and perhaps causing discomfort in the gums is a condition the. 


cause of which is unknown. It may be an allergic manifesta- 
tion, and is dealt with-at some length in replies to questions in 
the Journal (Aug. 21, 1948, p. 408 ; March 15, Baa p. 365; and 
June 15, 1946, p. 940). 


Paroxysmal flee 


Q.—A male aged 73 has suffered' from paroxysmal tachy- 
cardia for nearly. 20 years, and the atlacks seem to be increasing 


in frequency—though not in intensity. Treatment with quini- 
Is there any other treatment ‘ 


`` dine appears to have little effect. 
that would decrease ‘the number of paroxysms or abort .or 
shorten the attacks ? 


OO OA. —If quinidine in doses of 5 gr. (0.32 g.) tbrice daily has 
failed to influence the frequency or~duration: of the attacks, 

mepacrine 0.1 g. daily may be tried when attacks are -particu- 

larly frequent. Although digitalis i is usually contraindicated, it, 


‘is helpful occasionally, and is alaya worth trying when other | 


methods fail. i 


NOTES AND COMMENTS 


Anaesthetics for Domiciliary Midwifery. —Dr. J. E. M. . BARNES 
, (Eye, Suffolk) writes: I was interested`in the answer to the question 
about anaesthetics in domiciliary midwifery {“ Any Questions ? ” 
July 9, p. 112). It was, stated ` that the Cyprane inhaler could bé 
adjusted to` produce a "concentration of “ trilene” ‘sufficient for 
general anaesthesia. I would like to ‘know whether this was a 
theoretical assumption or based on practical experience. I have used 


one of these inhalers with complete satisfaction in purely domiciliary ' 


surroundings—but only in so far as analgesia, is concerned. On 
occasion I have.tried to induce anaesthesia, but not successfully. In 
one particular case forceps blades were positioned on the foetal head 
without untoward reaction, but as soon as ‘traction occurred the 
patient resisted the manœuvre. It was a low-forceps delivery, and 
was terminated rapidly and smoothly,’ with no difficulty, after 
_ anaesthetizing with straight chloroform. .I would be interested to 
know from others their experiences in: this particular direction, 


because I'am loath to follow trilene with ‘chloroform as a’ routine, - 


having, since the case quoted, run up against an alarming instance of 
cardiac arrest, due presumably to vagal inhibition, which entailed 
resuscitation of mother, infant (white BSE Ay) and, almost, the 
single-handed G.P. - ; 


Weight i in Pregnancy.—Dr. F. R. KINKEAD ALLEN (Belfast) wiles: 
Gain weight during normal pregnancy (“ Any Questions ? ” 
‘May 7, p. 831) is ‘subject to rather wide variation. In the United 
States ue America this gain appears to be more-than in the British. 
Isles. . According to McIlroy and Rodway (J. Obstet. Gynaec. 
Brit. Emp. . ` 1937, 44; 221), in a: thousand cases the average: , 
: total gain among primiparae was 11 Ib. 3 oz. (5 kg.) and for multi-' 
parae ‘it was 11 Ib. 7 oz. (5.2 kg.), and they noticed. that the older 
patients gained less in weight than the younger ones.: According to 


Chesley (Amer. J. Obstet. Gynec., 1944, 48, 565) the average gain in . 


weight may be generally’ ranked as 24 1b. (10.8.kg.); two-thirds of 
the normal women in his series gained between 18 and 35 Ib. (8.1 and, 
15.7 ke: )» but one-sixth gained more than 35 Ib. (15.7 kg.). The total: 


increase in any one case, however, is to some extent dependent on‘ 


_ the woman’s initial bulk, and Stander and Pastore (Amer. J. Obstet. 
Gynec., 1940, 39, 928) suggest that it should not exceed 25% of the 


pre-pregnancy weight. ‘There are, however, many exceptions even to ` 


this, and gain does not take place regularly throughout pregnancy. 
In the first three months there is often little gain, and even a loss 
‘may be recorded, especially where a woman suffers from' vomiting 
or anorexia. 
tendency to lose or to cease to gain weight. 


r 


` Mciiroy and Rodway 


x 


ks 


In the last two or three weeks there may also be a,. 


Jt 


claim to' haye prevented the onset of toxaemia in patients showing 
excessive gain: in a week by regulating diet and by increasing walking 
, exercise. Emblin (British Medical Journal, 1949, 1, 260) considers 


‘that the weekly gain during pregnancy’ should not exceed 8 oz. 


` (0.22 kg.). . 

Bacteriology of the Throat. Dr. W.. B. Orme (Hove, Sussex) 
writes: One of the queries in “ Any Questions ? ” (July 2, p. 39) was, 
“What is the normal bacteriology of the throat ? ” In answering, 
your specialist’ replied giving non-haemolytic ‘streptococci of the 
viridans and. salivarius types, Gram-negative diplococci of the 





catarrhalis group, slender Gram-negative bacilli of the Haemophilus ` 


influenzae family, and Gram-positive diphtheroids. Further on in 
his reply he refers to organisms which are recognized as pathogens, 
including Staphylococcus aureus, haemolytic streptococci, pneumo- 
cocci, meningococci, and occasionally diphtheria bacilli.. Not in the 
whole reply does he once mention the well-known Friedjander’s 
bacillus, also known as Bacterium mucosum-capsulatum and other 
names ; micro-organisms of this group are not infrequently associated 
with various respiratory infections in man,‘ though in many cases 
these are considered as being simple secondary invaders, Yet they 
are commonly present in the nasopharynx of patients suffering from 
. chronic sinusitis, and in ‘some cases they are definitely, pathogenic, 
accounting for 1% of all :pneumonias—such cases have an exception- 
ally high case-fatality rate. Again, Friedlander’s bacillus is one 
.of the most difficult organisms to deal with, as it appears to’ be 
resistant to all modern bacteriostatic drugs. J am therefore surprised 
‘at its omission from your reply. 
-Ergotamine and Pregnancy—Dr. K. D. Safan Reading) 
writes: Your answer to ‘the query on ergotamine and pregnancy 
', (* Any`Questions ? ” July 2,.p. 40} states that, “ unless the patient’s 
previous history -suggests a special susceptibility - to abortion or 
premature labour, ergotamine is unlikely to have any significant effect 
on the uterus, and ‘its continued administration is therefore not 


contraindicated. ” A few-years ago.a consultant recommended to one‘ 


of my colleagues a simple method of inducing labour. He advised 
giving one ergometrine hydrochloride tablet every morning until 
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labour ensued. My ‘colleague, at his next antenatal clinic, found .. 


three of his patients were about a fortnight postmature and unfortun- 


_ ately decided to.try the ergametrine method of induction. It worked. 


All three mothers went into labour within three days. All three 


‘had ‘spontaneous labours, and all three gave birth to macerated ' 


foetuses, although at the last antenatal examination the infants were 


alive. In addition to the above experience I recall a patient of mine ' 


who had reached term and developed a migrainous headache. I gave' 


' her a tablet of ergotamine tartrate. She started in labour, had violent 
, pains, and gave birth—spontaneously—to a stillborn infant. In view 


of the experiences of my colleague and myself I think one should 
say that it is unwise to give ‘ergotamine to a * primigravida in the 
early months of pregnancy ‘(before it is known whether she has any 
tendency to miscarriages) and rarely or never should it be given 
when the uterus isino longer inert—at term or during the last few 
weeks preceding maturity. There-is one exception to the above 
rule, If the foetus in utero is dead, one might utilize the daily 
tablet of ergometrine or ergotamine as a means of inducing labour— 


- particularly if massive oestrogen therapy has failed. I have ZnOWD 


this, done successfully on several occasions. š 


Dr. 


r - Corrections .- 


E. K. ee (Southwark) writes: ‘It is not clear 


` in the report of my: remarks at the Commonwealth and Empire 


Tuberculosis Conference (July 16, p. 152) that domiciliary collapse 
therapy was first organized on a large scale in May, 1946, by Dr. 
C.'H. C. Toussaint. and myself .in our respective Boroughs of 
\Bermondsey and Southwark.. Dr. Toussaint subsequently organized 


a similar scheme in the Borough of Willesden. “The necessity for this. 


‘form of treatment was the natural éoroliary of the success of the 
„mass x-ray survey .of cases with minor respiratory symptoms | started 
in similar collaboration between Dr. Toussaint and myself in 1942. 
This survey brings to-light a large number of early cases in urgent 
"need of treatment, 

. The Hunterian Lecture by Dr. W. S. C. Copeman, published in the 
Journal of July 23 (p. 191), was incorrectly described as the Hunterian 
Oration. 
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THOMAS ADDISON: PIONEER OF ENDOCRINOLOGY* 


Sir HENRY 


Thomas Addison was second in that matchless succession 
of physicians and morbid anatomists—Richard Bright, 
Thomas Addison, William Gull, and Samuel Wilks— 
whose work at Guy’s Hospital in the earlier and middle 
years of the nineteenth century raised to such heights 
the reputation of this 
school as a great 
centre of medical 
teaching and investi- 
gation, and contri- 
buted so much to 
the foundation of the 
great nineteenth - cen- 
tury tradition of ad- 
vancing medical know- 
ledge by the accurate 
study and differentia- 
tion of diseases in the 
clinic, closely linked 
with an equally thor- 
ough scrutiny of their 
results as seen after 
death. The names of 
two of them, Bright 
and Addison, have 
been permanently as- 
sociated with diseases 
which they thus de- 
scribed ; the number 
would be three if we 
included the name of 
Thomas Hodgkin, 
who was curator of 
the museum here in 
the same period, 
though never on the 
clinical staff. Two of 
them again, Addison 
and Gull, can be re- 
garded as clinical pio- 
neers of endocrino- 
logy. In Gull’s case 
we ought to associate 
his achievement with that of another and younger Guy's 
physician, Hilton Fagge, whose recognition of absence 
of the thyroid as the cause of cretinism enabled Gull, in 
1874, in describing “a cretinoid condition in adult women ~“ 
now known as myxoedema, to associate it with atrophy and 
functional defect of that gland. That, however, was a 











*The Addison Lecture given at Guy's Hospital on June 23. 
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quarter of a century later than Addison's first mention of a 
condition which he had discovered, now known everywhere 
as Addison’s disease, and which he then described as “a 
remarkable form of anaemia ” regularly associated with 


disease of the suprarenal capsules. 
p p Two Pioneer 


Communications 


The late Sir William 
Hale-White,f whose 
long life enabled him 
to transmit to more 
than one later gener- 
ation the great tradi- 
tion of this school 
from a time when 
Addison was still held 
in living memory 
here, has suggested 
that “the whole of 
endocrinology dates 
from March 15, 1849” 
—this being the date 
on which Addison 
made the first, short 
communication on his 
disease to the South 
London Medical So- 
ciety. I believe that 
a good case could be 
made for that claim. 
There had, indeed, 
been earlier accounts 
of diseases — diabetes 
mellitus and exoph- 
thalmic goitre—which 
were shown much later 
to have a causal rela- 
tionship to endocrine 
disorders. Even corti- 
cal tumours of the 
suprarenals had been 
recorded early in the 
nineteenth century, and 
hirsutism noted in a girl patient, but again without clear 
recognition of an aetiological relationship. I think, there- 
fore, that we may agree with Sir William Hale-White that 
—+Great Doctors of the Nineteenth Century. Sir W. Hale-White 
Arnold and Co. 1935. To those who wish to learn more of 
Addison's life, personality, and achievements, the chapter on him 
in that volume is recommended. It gives references to other accounts 


of him by Samuel Wilks, who was his pupil, and Lonsdale, a lifelong 
medical friend, 
4623 
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"endocrinology bgah. Tectis 
_ which in 1849 made the first clea 
morbid condition to. defect o 
will note that the date give: 
celebration of this great m 


` Addison’ S fuller ; account 


They. show how imh: can be accon peed, without 
any of the modern clinical and laboratory. facilities, by 
keen observation of the living and dead patient. They 


are prominent examples of concise and descriptive medical- 


writing.” They are so indeed ; no better model could be 
recommended to the many who. to-day seek to give per- 
“manent record. to observations. which are, in the main, of 
slighter significance. 


A remarkable feature of the publication of 1855 is that, 
by way of introduction to the principal theme, Addison 
describes and differentiates another new disease, for which, 
-by contrast, he had failed to discover an adequate cause 
by examination post mortem. This he named ‘ ‘idiopathic 
| anaemia, ” but it is now generally known as “ pernicious ” 
“ Addison’s ” anaemia. It is not clear that he had at first 
“distinguished with certainty between these two fatal dis- 
' eases, in both of which anaemia and lassitude were promi- 
nent; but there is no doubt about the distinction in the 
a book of 1855. His object there was to give an exact 
account, based on a series of cases, of what he called 
oe bronzed skin” or “melasma suprarenale, ” Known to us 
as“ Addison’s disease.” The description of “idiopathic 
anaemia ™ is given only by way of introduction, to explain 
that the author was looking for additional cases of this 
-condition when, in his own phrase, he “stumbled upon ” 
_ another major discovery, which: is the main subject of the 
“book, : 

_ So that: this slender volute contains the first full descrip- 
e tion of two new diseases: and, to quote Sir William 
_ Hale-White again, “ Addison’s account of each is so per- 
_fect that nothing has been found wrong in his clinical 
picture, and nothing has been added except facts that have 
_ been obtained by instruments which he did not possess, 


hich he describes.” "I -think. it should be added that, if 
Addison had looked at the marrow in the long bones of 
the patient dy ing of pernicious anaemia, his acute eye 
e missed its unusual appearance. Even 
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in fact, he had ; 


What is i remarkable’ is 
so little recognized and se widely forgotten. His earliest 
publication of importance was a ‘characteristically perfect 


description of the clinical appearance which he found tobe 


associated with, and diagnostic of, a fatty liver. Then in 


1839, when he was 44 years old, in.a book, Elements of 
the Practice of Medicine, which. he ‘published with his — 


senior, Richard Bright, Addison gave the first descrip- 
tions of appendicitis and its consequences—“* descriptions,” 
according to a modern writer, “so clear and well presented 
that they could not be surpassed to-day.” Later he gave 
the first correct account of the pathological process of lobar 
pneumonia ; he published observations calling for 

found modification of the earlier “conception, « i 
Laennec, of the destructive process in “pulmonary 
phthisis; and he discovered and described xanthoma, 
which he called “ vitiligoidea.” 
tions to the advancement of medical knowledge, any one 
of which might be judged adequate by itself to. have given | 
him high rank as an investigator, were made by Addison 





before he discovered the two diseases which bear his name 
and thereby keep it in general. remembrance among hou 


who study and practise medicine: 


When Addison came to London after ‘radiation in. 
Edinburgh, he gave his time and interest for some years 
chiefly to diseases of the skin. This interest he retained 
after he had begun his career at Guy’s,. where he entered 
as a student in 1817; it was he who later superintended - 


the making of the beautiful wax models of skin. conditions = Be 


which are still one of the great treasures ¢ 
logical museum here. He seems to have b 
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The Development of Endocrinology 


In the medical circles of a wider world Addison will 
be remembered chiefly as a pioneer of the science, of 
endocrinology—as the man who first' entered and opened 
to other explorers a new territory which in the, intervening 
century has been extended in all directions and brought 
under a most vigorous cultivation. There have been periods 
in which doubts of its further fertility. have become pre- 
valent and have seemed even to be natural, but it is to-day 
yielding harvests of medical knowledge in overwhelming 
‘ abundance and in bewildering variety. I am going to invite 
you now to follow me in a preliminary survey, at the best 
a most cursory review, of the lines of development along 
which the present position has been reached. Then I shall 
endeavour to speak in somewhat greater detail of the course 
of the advance, including some recent and intricate phases, 
of knowledge of the endocrine functions of the particular 
ductless glands, the suprarenals, which, through Addison's 
discovery, provided endocrinology with the point of its very 
beginning, and which are now providing a focus for some of 
its most recent and most rapidly progressive developments. 


I think we may assume that, brilliant and accurate 
observer as he was, Addison went as far as it would ever 
have been possible to proceed with the advancement of 
knowledge of an endocrine defect by simple observation of 
the results of a natural process at the bedside and in the 
- post-mortem room. His work came at the end of the 

purely observational period and at the beginning of a new 

epoch, in which deliberate expériment was to play a domi- 
nant part. It is curious, indeed, that the use of the experi- 
mental method in medicine should have fallen so long 
into abeyance. William Harvey had shown what it could 
do, and had particularly enjoined ‘its use on his fellow 
physicians, two centuries earlier; but before Addison’s 
day English physicians appear to have forgotten Harvey’s 
injunction, and to have left the use of experiment 
to surgeons like John Hunter and Charles Bell. And when 


a major revival of the experimental method came, opening 


the era in which we are still living, it began, not in Harvey’s 
England, but on the European continent. 

There, in Paris, the founder of modern physiology, 
Claude Bernard, in his experimental, studies of the glyco- 
genic function of the liver had reached and propounded 
the general idea of an internal secretion into the blood. 


The idea was not an entirely new one; its germ can be 


found in medical writings at least,as early as 1775; but 
Bernard gave it form and an experimental basis. He was 
not directly concerned, however, with the specifically acting 
internal secretions of the glands with which endocrinology 
normally deals; and, apart from what had been known 
since prehistoric times of the effects of. castration, the first 
attempt to study the function of an endocrine organ by 
deliberate experiment. must apparently be credited to 
Brown-Séquard, who began to remove suprarenal glands 
from animals by operation in 1856, the year after Addison’s 
book was published. His animals all died rapidly ; but any 
significance which his results might otherwise have claimed 
seems to be called in question by his frequent record of 
fatality following unilateral adrenalectomy—an’ operation 


which later workers, using a clean surgical technique, have - 


uniformly found harmless, -In any case, neither he nor 
Tizzoni (1886), nor Abelous and Langlois (1891), who thus 
later confirmed the fatal effect of double adrenalectomy, 
contributed much more than a confirmation of Addison’s 
conclusion, from his study of Nature’s experiments, that 
the function of the suprarenals was -for some reason a 


vital necessity. 
\ 
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It was in 1856, again, that Moritz Schiff reported that 
extirpation of the thyroid gland was fatal to dogs—many 
years, it will ‘be realized, before the clinical studies of 
Fagge and Gull brought to light the connexion between 
defect of thyroid function and cretinism or myxoedema. 
There can be no doubt, however, that the effect which Schiff 
thus early observed was mainly due to his removal of the 
parathyroid glands with the thyroid, to which in the dog they 


‘are closely attached. This was eventually made clear by the 


work.of Gley in 1891; but, before this, Schiff had himself 
shown that successful grafting of a portion of a dog's 
thyroid gland, which presumably contained a parathyroid, 
would protect it from the normally fatal result of removing 
the remainder. And after, Gley’s demonstration of the 
separate function of the parathyroid glands the possibility 
and protective effect of grafting these alone was shown by 
von Hiselsberg (1892), Leischner (1909), and others. 

Meanwhile the experience of Reverdin and of Kocher 
on the myxoedematous or cachexial condition following 
surgical removal of the human thyroid for goitre, and 
Horsley’s production in 1884 of an artificial myxoedema by 
thyroidectomy in the monkey, had brought the experimental! 
work on the thyroid again into closer relation with the 
observed results of its atrophy in man.- And then in 189! 
came the first successful application of these experi- 
mental findings in practical therapeutics, when Murray, 
of Newcastle, showed that myxoedema could be success- 
fully treated by administering an extract of sheep’s thyroid 
—a notable milestone, indeed, on the road of advance in 
endocrinology. In this case, at least, the formation of an 
internal secretion was no longer a matter of inference: 
it had.become a demonstrated fact. 

This advance was followed, however, by a long and 
discouraging delay, which was especially obvious on the 
side of remedial application. When I myself, as a student, 


first bégan to be conscious of physiology and its progress. 


Horsley’s experimental results and Murray’s triumphant 
application of them were still relative novelties, and there 
was great interest in the likelihood of analogous therapeutic 
success in diseases due to defects of other ductless glands. 
As the' years went by, however, such possibilities seemed 
to become increasingly remote. Plenty of observers were 
trying to correct such defects, whether resulting from dis- 
ease or from experimental removal, by administering glands 
in substance or as artificial extracts; but no convincing 
success was for many years obtained in such other cases— 
neither with the parathyroid and suprarenal glands, nor 
with the gonads, nor with the pancreas, the removal of the 
latter having been found by Minkowski, in 1889, to cause 
a diabetes mellitus. With all these glands, on the other 
hand, protection against the effects of removal was 
obtainable by the establishment of successful grafts in 
advance. i 

It began to be believed, and the conviction grew and 
hardened with time, that the thyroid might be unique 
among these presumptively endocrine. organs in the stability 


' of its active principle, or in the extent to which this was 


stored in the gland so as to be available at a given moment 
for extraction. It had not, indeed, been established even 
yet, by strict evidence, that.these other organs had in fact 
an endocrine function: one or another of them, if not all, 
might conceivably act by destroying an injurious by-product 
rather than by supplying a factor necessary for normal 
metabolism. And-while this position of doubt remained, 
the progress of endocrinology, especially on the side of 


-remedial replacement, was of necessity halted. ‘Thus there 


grew, for a time, a discouraging tendency to suspect that 
the experimental method, like that of clinical observation ' 


ta 


A 
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before it, might-be approaching the limits of what it could 
achieve in this difficult field of inquiry. Then, after some 
thirty years,.came the discovery of insulin by Banting and 
Best in 1921, revolutionizing the treatment of pancreatic 
diabetes, bringing a whole range of metabolic problems 
within the scope of new and progressive exploration, restor- 
ing to work on the ductless glands the earlier spirit of 
hopeful enterprise, and sounding the advance into a new 
phase, in which endocrinology is still expanding with a speed 
which now puts a strain on the alertness and the scientific 
' equipment of anyone who endeavours to keep pace with its 
_héadlong progress and’ its dazzling changes. 


` 


` 


‘a component of a now familiar and wider scheme which’ 


pictures the effects of'all efferent peripheral nerve impulses 
as evoked by the liberation of one or another chemical 
transmitter at the nerve.endings. . There remained, however, 
some grounds for uncertainty whether the adrenergic trans- 
mitter was always, or entirely, “ adrenaline” itself, though 
the correspondence was-so close that nobody doubted that 
there was a definite chemical relationship. The late W. B. 


‘ Cannon took care to leave the question open by referring 


There have, of course, been a number of other important . 


factors of this astonishing acceleration. One-has been the 
-concentration of studies on the pituitary body, in the medi- 
cal and surgicalclinics asi well as in the experimental labora- 
= tory, and especially on the control over ‘the functions of 
other ductless glands which is exercised by the hormones 
of its anterior lobe—a control which led the late Sir Walter 
Langdon-Brown, and others who have adopted his pic- 
turesque phrase, to describe the pituitary anterior lobe as 

“the conductor of the whole endocrine orchestra.” Another 
“has been the rapid elucidation of the once baffling interplay 
of ‘endocrine activities involved in the sexual cycle. Yet 
‘another and most important factor has been the discovery 
of the true plan of the chemical ‘structure of the’ sterols 
and their derivatives, providing the key to the chemical, 
- nature and relationships of the whole series of steroid 
hormones, including, as we shall see, those of the’suprarenal 
cortex as.well as those of the gohads. -. 

We must make no further attempt, however, to range 
over the whole endocrine landscape. Any one section of 


it, if an endeavour were made to deal with it in full detail, ` 


could now provide the material for a whole course of 
lectures by somebody equipped. so to present it. For several 
reasons I must bring our inquiry now to a narrower focus, 
and in the rest of this memorial lecture I shall ask you to 
. look with me, still in rather hasty survey, and without any 


pretence at more than an occásional reference or attribu- - 


tion, at some of the recent developments of knowledge con- 
cerning the subject of Addison’s own pioneer investigation, 


the suprarenal glands. l 


“~ 


` The Suprarenal Medulla 


We must recall frst that it was not till 1895-that it 
began to-be understood that the suprarenal’ body consisted 
of -twò functionally different glandular organs bound 
together as cortex and medulla. In that year Oliver and 
Schafer discovered the remarkable immediate actions of 
‘simple extracts from the gland when these were injected 
intravenously or, as in later experiments by -others, were 
applied locally. Then the active principle responsible for 
these intense immediate effects was found to be localized 
entirely in the medulla of the gland; and just after. the 
end of the nineteenth century it was isolated, as adrenaline 
or epinephrine, and eventually made by synthesis. , 

-Meanwhile ft had been discovered by Lewandowsky and 
by Langley, and then further demonstrated in fullest detail 
by Elliott, to whom the pure adrenaline was available, that 


to the transmitter always as “ sympathin ” ; and, apart from 
a further hypothesis which led him to complicate’ this: 
terminology, Cannon was clearly right in emphasizing the 
departures from complete identity between the actions, on 


‘the one hand, of artificially applied adrenaline and those, 


- 


there was ʻa remarkable and . unquestionably: significant l 


correspondence between the actions of adrenaline and those 
of the true sympathetic nerves. It is well known how Elliott’s 
penetrating early suggestion (1904) that sympathetic-nerve 
impulses transmit their effects by liberating small charges 
of adrenaline at the endings of the nérve fibres was verified 
many years ‘later by Loewi’s brilliantly simple and con 
vincing experiments from 1921 onwards. It thus became 


i 


on thè other ‘hand, of sympathetic-nerve impulses and of 
the actual transmitter escaping from the site of its libera- 
tion into the blood stream and carried therewith to act 
on a distant organ. I myself, as early as 1910,‘had empha- 
sized the tendency of adrenaline to exaggerate the inhibitor 
in relation to the augmentor components, as seen in the 


corresponding actions of Ho 

sympathetic _ nerves. In 

comment on Elliotts hypo- Ho — ÇH-CHa~NH-CH3 
thesis, I had even then ’ OH : 
pointed out that the primary 

amine corresponding to “ADRENALINE. 
adrenaline (nor-adrenaline, ' HO 

then known commercially sg eee nie’ 
as . “arterrenol”) repro- “. Mi 


duced the actions of sympa- 

thetic impulses with an even — 
closer fidelity, in this re- NOR-ADRENALINE 
spect, than adrenaline itself. Fic. 1. 


The evidence did not then seem to warrant a direct 
suggestion, that nor-ddrenaline might be the transmitting - 
agent, or even a component thereof.- Elliott’s suggestion 
had at that time received but little notice, and nor-adrenaline 
was known then, and indeed till quite recently, only as a 
product of artificial synthesis. 


But now, in the past year, the evidence has begun to 
flow in, arising simultaneously and independently in a 


‘ number of different laboratories and in several different 


countries, Differential physiological reactions, contrived 
with “much ingenuity and reinforced by fluorometric 
measurements, have made it possible to determine the 
proportional contributions of adrenaline and nor-adrenaline 
to the sympathomimetic activity of a fluid containing both. 
And by such methods it has been possible to prove that the 
sympathetic transmitter, as extracted from the sympathetic 
chain or-from a purely adrenergic nerve, or found leaving 
thé spleen in its venous blood during stimulation of its 
adrenergic nerve-supply, consists mainly of nor-adrenaline, 
with adrenaline itself as, at most, a- minor component. 
Even the hormone secreted into the blood from the supra- 
renal medulla when the- splatichnic nerve is stimulated, 


though it usually consists mostly’of adrenaline during the 


early Stages of such a stimulation, contains nor-adrenaline 
in increasing proportion as the process is repeated, and | 
may even, after several periods, consist almost entirely of . 
this primary amine. 


These discoveries have interest for the, pharmacologist 
and the chemist, and they remove certain puzzling dis- 
crepancies, but they make no fundamental difference to our 
conception. of the endocrine function of the suprarenal 
medulla. .We still regard it, following Cannon, as con- 
tributing immediate reinforcement to sympathetic-nerve 
actions on occasions of- PIneT gency, of sudden calls for 
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activity, or of emotional stress; and its hormone still 
figures also as the peripheral transmitter of the effects of 
adrenergic -impulses. Only our conception | of its chemistry 


is slightly changed. When first the actions of this medullary - 


hormone were. discovered it was natural to expect that a 
lack of it would be found to play at least an important part 
in the symptoms of .Addison’s disease; and evidence for 
such an effect of its exclusion was eagerly sought. 
result, however, we are left without’ any clear reason for 
attributing any conspicuous item of the’ Addisonian syn- 
drome to simple Jack of the endocrine function of the 
medulla. It is remarkably difficult, in fact, to detect any 
significant result from the removal of one suprarenal gland 
and extirpation of the medulla from the other. Even when 
Cannon removed; in addition, the whole system of the true 
sympathetic ganglia from cats, the animals remained healthy 
and exhibited. only an unusual placidity. The fact that a 
melanin pigment is formed by oxidation of adrenaline or 
of its primary homologue might, well suggest a connexion 
between a medullary defect and the bronzed skin of 
Addison’s disease. Even in that case, however, there is no 
direct experimental evidence. Extirpation of the medulla 


does not cause any comparable pigmentation, though ` 


the possibility still remains open that a disorder, rather 
than a suppression, of the medullary metabolism normally 
producing the adrenalines may be responsible for the 
appéarance of Addison’s pigment. 

What is now abundantly clear is that the main eines 
of Addison’s disease—the increasing debility and languor, 
the muscular weakness, the low arterial pressure, the 
decrease in blood volume, the disturbance of the normal 
balance of inorganic salts between body fluids and tissues, 


the liability to attacks of hypoglycaemia, and the general — 
lack of the normal resistance to infection, poisoning, tem- ` 


perature changes, or any/ kind of harmful influence,’ this 
complex of symptoms leading to the inevitably fatal ter- 
mination of untreated Addison’s disease—are due entirely to 
the lack of the hormones formed by the cortex. It becomes 
l ever clearer, indeed) that when Addison described his 

“melasma suprarenale ” he was dealing with the collapse 
of a main arch of the functional structure by which a large 
proportion of the functions and reactions concerned in`the 
mdintenance of a healthy vitality are kept under endocrine 
control and regulation, and that the keystone of that arch 
was to be found in the hormones of the suprarenal cortex. , 


Cortical Hormones 
After long discouragement and frustration, as an impor- 


tant item of the new and accelerating advance which set ' 


in after insulin was discovered, Swingle and Pfiffmer in 


1931 succeeded at length in preparing a stable and approxi- ° 


mately purified extract of the cortical hormones by 


systematic injection of which life could be maintained in , 


‘an animal deprived of its suprarenal glands. It was not 
long before, from several laboratories in different countries, 


crystalline fractions began to be obtained from cortical . 


extracts, and a little later again the chemical nature of 
these began to be clarified. A few years earlier the chemi- 
cal identification of pure hormones from the suprarenal 
cortex would have seemed an almost fantastic aspiration. 
Its achievement was greatly facilitated by the recognition, 
then recent, of the widely varied physiological significance 
of substances built by the, attachment of different substituent 
groups and side-chains to a common hydrocarbon skeleton 
—the so-called cyclo-penteno-phenanthrene nucleus, forming 
the central structural feature of the sterols, the bile-acids, 
certain remedial glucosides, the steroid vitamin ,D, the 


steroid sex hormones; and, now, the steroid hormones’ of 
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the suprarenal cortex. Many investigators have contributed’ 
to the amazingly rapid advance of knowledge of these: 
substances, and mention can be made only of work by 
Kendall, and his co-workers of the research laboratories. 
of the Mayo Clinic, in isolating several of these hormones. 
from animal suprarenals, and of that of Reichstein, and 
his co-workers of Basle University, in producing members. 


‘of the series artificially by synthesis. 


At least six such active cortical-steroids are known in ` 
pure crystalline form, and there is a highly active amor- 
phous residue, probably containing a number of others. 
The evidence, available concerning the different activities. 
of those already isolated would by itself provide materiał 
for a course of lectures ‘by an expert. In broadest terms, 
the hormones already recognized fall into certain main 
groups: The members of one such group are oxygenated 
at the carbon atom numbered 11 on the structural formula, 
while those of another group differ from the former only 
in having no oxygen ‘in this position. Corticosterone 


(Fig. 2, I) is a representative member of the former group, 
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the actions of which are particularly concerned with carbo- 
hydrate metabolism. When given in excess they cause 
breakdown of cellular proteins, rise of blood sugar amount 
ing to a temporary diabetes, with resistance to insulin, 
greatly increased excretion of uric acid, and a steep decline 
in the number of eosinophil leucocytes in the circula- 
ting blood. As a group, they may be regarded as’ the 
carbohydrate-controlling cortical hormones. A type of the 
other group is desoxycorticosterone (Fig. 2, II), and the 
characteristic action of these is to maintain the balance 
of inorganic salts in the body, with preponderance of 
sodium and chloride in the fluids and of potassium and 
phosphates in the cells. Lack of these hormones, which 
may be referred to as the salt-controlling group, causes loss 
through the urine of sodium and chlorides from the blood 
and body fluids and appearance in these of excess of 
potassium ; ‘administration of these hormones in excess 
causes over-retention of sodium and chlorides and water- 
logging of the tissues. Both these types of endocrine con- 


. trol are deficient in Addison’s disease, and both must be 


replaced to preserve life, though lack of salt-controlling 
hormones can to some extent, and for a time, be made 
good by an added intake of sodium chloride. And there 
is another group, derivable from the 11-oxygenated series 
‘by replacement of the`side-chain on the 17-carbon atom 
by oxygen; and the members of this group, of which 
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androsterone is a type (Fig. 2, IV), closely related: to 
testosterone, the hormone of the testis, have indeed a 
sex-hormonal virilizing action. 


Conclusion 
The outlines are beginning to appear of the most com- 
plicated pattern of the complementary actions of these hor- 


mones in relation to one another ; of their balanced actions ` 


against those of other hormones—for example, of some 
of them against the actions of insulin ; and of the control 
of their formation and output by the so-called adreno- 
corticotropic hormone of the pituitary anterior lobe and 
apparently to some extent by the suprarenal medullary 
hormone adrenaline. I myself observed, as early as 1921, 
that a cat from which the suprarenals had been removed 
showed a greatly exaggerated sensitiveness to histamine, 
even before overt general signs of deprivation appeared. 
: And, in more general terms, the part played by the cortical 
hormones in the whole scheme of the endocrine control 
of the body’s functions and reactions, and especially, as 
Selye, of Montreal, has emphasized, in its adaptative 
reactions to almost all kinds of injury. or stress, is 
undoubtedly one of central importance. 

In further and most suggestive illustration of this func- 
tion, in the case of at least one of the corticosteroids comes 
the recent news of therapeutic trials, at the Mayo Clinic 
and elsewhere, giving promise of a protective and 
curative effect of another member of the’ carbohydrate- 
controlling group, the 17-hydroxy-11-dehydrocorticosterone 
(Kendall's “Substance E,” Fig. 2, IID, against defective 
or perverted adaptative reactions responsible for rheumatoid 
arthritis. We shall wait eagerly for further evidence of 
advance in this new and surprising direction. And mean- 
while I think you ‘will agree that, if the anterior pituitary 
lobe occupies the conductor’s rostrum in the endocrine 
orchestra, we must at least assign the leading violinist’s desk 
to the suprarenal cortex. And surely no artificial monu- 
ment to the memory of Thomas Addisori' could be so 
imposing ‘as this great and now so rapidly growing tree of 
health-giving and life-saving knowledge, sprung from 
the seed which Addison dropped as he worked’ in this 
hospital with such patient devotion and with a clinical 
vision unsurpassed in its clarity and alertness. 
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The Report of the Food Investigation Board for the year 
1935 has now been issued by His Majesty’s Stationery Office, 
price 2s. 6d. Before publication could be effected when the 
report was originally prepared the type was destroyed by enemy 
action, and the document could not be issued until the present 
time because of restrictions on printing and paper. Some ,of 
the work described in the original paper has now been com- 
pleted, and accounts have been published in various journals, 
to which references are given. Among the experiments de- 
scribed are tests on the control of microbial spoilage in meat 
by ultra-violet irradiation. Some retardation of bacterial growth 
was obtained, but the effect was not great. The storage of eggs 
was investigated, and experiments were carried out on freezing 
and storage of sprats ‘before canning. Work was undertaken 
‘on the effect of acetylene and ethylene on the ripening of 
“Kelsey” South African plums. Treatment with either gas 
for three days accelerated ripening and improved the quality 
of the fruit, while untreated samples kept in air ripened slowly. 
Continued exposure to acetylene until the fruit ripened, how- 
ever, made it too sweet. Research on blemishes on the rind of 
grapefruit stored at low temperatures, known as “ low tempera- 
ture spot,” showed that wrapping in moisture-proof material 
instead of tissue-paper enabled lower temperature storage to 
be used, or the fruit to be stored longer. Other work included 
investigations of various methods of freezing strawberries, rasp- 
berries, and. peas. 
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During the last two decades our knowledge of biological 
processes has been rapidly extending. Studies on sex hor- 
mones have had an outstanding influence on this advance 
Research work and clinical experience have shown that - 
specific principles formed in the pituitary, gonads, and 
adrenals profoundly affect the structure and function of 
the whole body. Therefore sex: hormones, now available 


in highly purified preparations, have been introduced in 


many cases. of gonadal and extragenital disorders either as 
substitution or as stimulation therapy. This use of hor- 
mones has enormously increased. However, it must always 
be remembered that no benefit can be expected from their 
promiscuous use. A critical attitude should be maintained 
in the management of endocrine disorders. 

These disorders demand some understanding of sexual 
functions under various physiological and pathological con- 


. ditions and a thorough knowledge of the. hormone-pro- 


ducing organs and those involved in hormone metabolism 
In cases’ of possible hormonal deficiency diagnosis and 
treatment are based both on the clinical picture and on the _ 


histological, biological, and chemical findings. 


Any hormone determination is of value only in the light 
of a preceding clinical examination.” Typical changes in 
weight, temperature, fatigue, appetite, growth and distribu- 
tion of hair, and vascular, nervous, and other physical 
manifestations sometimes suggest the kind of sex-hormone 
imbalance present. The sexual sphere, as the most sensi- 
tive to hormonal influence, is the one most readily involved. 
Undisturbed sexual function may already exclude impor- 
tant hormonal disorders. Administration of sex-hormone 
preparations in stich cases may be unwise and even harmful. 


Further information on hormonal activity is obtained 
from histological and cytological examinations. In women, 
endometrial biopsy and vaginal smears reveal the uterine - 
and vaginal response to ovarian stimulation. They are the 
simplest means of determining ovarian function. _ They 
show whether an ovarian deficiency exists and whether the 
disturbance involves suppression in the follicular or luteal 


. phase, or both. They are used not only as diagnostic aids 


but also as a control to the efficacy of treatment. These 
clinical findings, however, vary with the responsiveness of 
the organ involved and are predominantly qualitative in : 
character. They have to be completed by quantitative 
studies of sex hormones, data of which are provided by 
biological and chemical methods indicating hormone leveis 
in blood and urine. These give evidence not only of the 
kind but of the amount of hormone produced. These deter- 
minations represent one of the most important diagnostic 


4 lecture delivered by Professor de Watteville to the Faculty. 
of Ountalnolecce of London, at the Maternité of Geneva, on 
May 11, 1948. ! 
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‘ ‘aids and should be a part of the general Jma routine 
work. | ` 


Because of the importance of these Salone and 


chemical findings, some principles underlying . hormone 
determination < are here. discussed (see Tables I and ‘TD. 


f 


bo ` 
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TABLE I:—Substances to be Determined: in Endocrine Disturbances 


of Mie Genital System 


I 
` 





the quantity of urine eliminated, excretion values should 
. be reported not in milligrams or -units per litre but in 
milligrams or units per 24 hours. Exactness in the collect- 
ing of urine is „therefore necessary. Whether a given speci- 
men represents'the complete 24-hour collection or not may 
be determined approximately by the amount of creatinine 
it contains, this substance being eliminated in most cases 
‘at a fairly constant daily rate (Smith, 1942). -From the 
excretion .values thus obtained deductions regarding hor- 








Principal Target fe Method of ea one ; 5 
pubstencet a; pou . Organs Material | Determination ' monal activity in the body are justified provided that kidney 
ee Ries “Ovary: follide, corpus Biological , and liver functions are normal. 
tropins Placenta «| 7 luteum sitial cells test >» - Hormone output, however, has no constant normal value. 
i Ovary (follicle); Uterus: endometrium, Biological It varies greatly, ‘according to age, pregnancy, or the men- 
Oestrogens 4 | Meena orter Vaan Biological strual cycle, so that these physiological variations must be 
-o (neoplastic) | Mamma a a TE borne in mind when interpreting results. Furthermore, the 
' l Ba fluorimetry -determination of hormone levels should be carried out only 
Proges- ae —*". | Biological © at a suitable time (see Table HII). Ignorance of these facts 
terone |} Placenta“ j| Mamma’ aa may commit laboratory workers to expensive: and time- 
Pregnane- ‘Progesterone (and corticosteroid) Gravimetric, 
ee, metabblite “titraion,' ` consuming examinations without, providing any useful 
a a colorimetry information. 7 ` 
Testes: inter- | Spermatogenic cells,. | Urine Biological 
Androgens 4 |' stitial cells }|.Prostate (Blood) test. , 
Adrenal cortex Samina] vesicles = Tase ILL Schedule for Sex-hormone Determinations in Urine 
enis i 
Cortico- f i . Biological t In Men 
steroids { Adrenal cortex Metabolism Urine, test, colori- Gonadotropins 
17-K J ee ra 17 Kencteroids Twice within a few da 
-Ketoste- : x : , sA -Ketosteroi wice within a few days 
. Metabolites derived from adrenal and >:| Urine Colorimetry, i : 
roids, pro- 4 Oestrugens (in cases , 
portion aff testicular steroids , (Blood) . polarography C of feminiziag tumour f 
l : Sl f In Women i 
TABLE U.—Hormone Levels in Some Diseases (a) During tho menstrual cycle: 
Terasi 7 . Decreased or Zero epee to be Collet e C on Following Days of 
Gonadotropins E 
* _ Hydatid mole Hypopituitary, amenorrhoea g y otb lich 15th-16th 20thbh-21st 25th-26th 
. Chorionepithelioma ‘ Anovulatory failure of pituitary origin | 
Testicular teratoma Chromophobic adenoma .- Gonadotropins a (x) ‘xX fe 
Natural and artificial menopause ° ‘Craniopharyngioma’ ” Oestrogens n. yi X x x 
Primary ovarian amenorrhoea ' Fréhlich’s syndrome (adiposogenital- + Pregnanediol . ne -— W d€. X x 
Sexual precocity ism) 17-Ketosteroids Twice during the cycle 
pany tamar hitism (Cushin ss Simondi v airease, ns , : 
ituitary basophilism g) urence—M oon--bie syn ome D 
Disease of the hypothalamus Dercum’s disease n i F a = Urag samples of' ugi diagnostic value. 
Dwarfism of ovarian origin Diabetes insipidus, oe ` » ” » titel 10M ,, ” 
` j 1 Pituitary dwarfism yf - @= = ” ” » ttle ” ” x 
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Oestrogens 


sedvecanion due to ‘granulosa or.‘| Castration 
eca-cell tumours . Menopausal ovarian involution - 
Follicular hyperplasia 


~ 
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Hypo-ovarianism (amenorrhoea, ` o li- 


(6) In pregnancy: 
“Gonadotropins 
Pregnanediot 


From the 35th day of amenorrhoea onwards 
th 


” $3 ” oP Lid Ltd 
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(c) Pre-puberty—Menopause—-Amenorrhoea: 


Persistent follicular activity omenorrhoea, extra nital symp - : ; 
Feminizing adrenal tumour ~ tome) an Deg sad : a Three times, once every 7-10 days 
i ~ ` 17-Kertosteroids 
~ Pregnanediol Androgens (in cases of virilizing P Twice within a few days 


Missed abortion 
Threatening abortion, 
Anovulatory cycle 
Luteal deficiency 


17-Ketosterolds 


‘ ' Addison’s disease 
A | Chromophobic adenoma 


Normal pregnancy « 
Persistent corpus luteum 
'Theca-cell tumour 
Certain adrenal tumours 
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Adrenal tumour (§-fraction) 
Adrenal hyperpl 
Hand-Schilller-Christian ita 
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Simmonds’s disease , 
Myotonia, dystrophica 
Pituitary dwarfism 


1 ) 

Hormones affect what we 

by way of the blood. Determination of .hormone levels 
depends upon the presence of hormones or their ‘metabolites 
in blood and urine. In the blood they are as a rule present 


in low concentration. This représents a practical difficulty, | 


as large quantities are required to obtain measurable values. 


This inconvenience is- easily avoided, as urine hormone 


levels are higher and parallel those in blood. Although on 


the whole the amounts excreted do not exceed 5 to 20%' 


of that present in the body; these arè fairly well reflected 
by the excretion values. This fact has been proved 


from, simultaneous blood and urine controls after the ' 


administration of hormone ` preparations. 


Actually most hormone detérminations are made with, 
‘urine, No preserving chemical have to be added to urine 
samples when they are examined within 24 to 48 hours, 
after: collecting... _AS the hormone concentrations vary with: 


+ 
~ [i 


may call the target organs . 


t 


Methods 


ieee ination of sex hormones is ‘carried out by chemi- 
cal methods or by biological tests on the animal. Chemical 
_ methods are cheaper’ and simpler than biological -tests 
because no stock of test animals has to be kept. Standard 
‘techniques, giving similar or even equal results in different 
laboratories, can ‘be established more readily for chemical 
methods than for biological tests. In most instances chemi- 
‘cal procedures take less time than biological reactions. 
On the other hand, chemical procedures should not be 
introduced without the assistance of a trained chemist. 


The main difference between the’ two methods lies in 
the fact that bio-assays measure the biological activity of 
an extract which may contain not only the hormone but 
also its active or inactive metabolites ; it is evident that 
the latter are no less important than the hormone itself, but ` 

| they cannot be detected -by bio-assay methods, On the 
other hand, chemical methods, while presumably atest for 
hormonal activity, do not measure anything but the amount 
of chemical substances which have in common certain 
chemical reactions or physical properties. '' Therefore the 
development of chemical methods of hormone determina- 
tion depends upon the proof (a) that certain chemical struc- 
tures with specific properties are typical for a hormone 
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„and/or its metabolites, and (b) that no other substances 


present. iw the extract under consideration show the same 
: properties or interfere with the reaction employed. 

Unless these two. facts have been established by | bio- ' 
‘chemical research no chemical determinations are possible. 
‘That is why gonadotropins, for instance, as protein com- 


. pounds of unknown chemical constitution, are tested. exclu- 
‘sively by biological methods. 


(Compare, however, the 


‘work of Mello, 1943.) Bio-assay measurements are com- 


parative and require the use of a reference standard, 
because differences in strain, living ‘conditions, and age of 


_test animals (mostly mice, rats, and rabbits) sometimes 


(a 


_leadto divergent results. Therefore values obtained from 
' biological tests by different research workers are compar- 
able only if related to the international unit of a standard ' 
` preparation. 


Some clinicians prefer biological methods, arguing that 


biologically active principles can be measured only by the | 


response of a living organism. But actually the respective 
proportions of active principles and, the corresponding 
chemical fractions in human urine are fairly well known. 
Chemical and biological standard methods are therefore 
regarded as equally reliable and informative. 


é 


\ 
` 


- Gonadotropins 


Aschheim and Zondek, and independently Smith, in : 


1926-7 observed that immature mice respond to implanta- 
. tions of pituitary or injections of human pregnancy urine 
with precocious ripening of their ovaries- ~This reaction is 
the effect of the gonadotropic hormones. These are, not 


sex-specific, as they stimulate male as well as female gonads. 


In the pituitary two fractions of gonadotropins are pro- 
‘duced: the follicle-stimulating hormone’ stimulates pri- 
mordial follicles of the ovary to develop into mature 
follicles, which in turn produce oestrogens ; the luteinizing 
hormone transforms the ruptured follicles into. corners 
lutea, which in turn will produce progesterone. 

Gonadotropins’ also have a stimulating effect on the 
size and functional activity of the testis. j 

A source of gonadotropins other than the pituitary is 
the placenta, which is the chief producer of the luteinizing 
- factor. Tumours derived from’ chorionic tissues ‘likewise 
_ produce -gonadotropins, the amounts far exceeding those 
already high during „pregnancy. 

Generally, routine biological tests determine both frac- 
tions together. ` Separation of follicle-stimulating hormone 
and luteinizing hormoné is done only in biological research 
work and is not used for clinical examinations. 

Determinations of high gonadotropin levels” in body 
fluids are of practical importance for the early diagnosis of 
_ pregnancy. A „drop to subnormal values indicates foetal 
death. Excessive rise in gonadotropin titres as proved 


_ by a positive. Aschheim-Zondek reaction with highly diluted 


samples. of urine indicates pathological growth of hormone- 


` producing chorionic tissues, such as hydatid mole, chorion- 


- epithelioma, 


and some kinds of - teratoma containing 
_ chorionic: cells. ` 


. In conditions other than pregnancy only small amounts 
of gonadotropins are present. Therefore they must be 
concentrated before they can be measured by the- ‘biological 
tests available. During the menstrual cycle gonadotropin ~ 
excretion rises and falls, with a peak about the time: of 
Ovulation.. Several determinations have therefore to be ` 
made, the most important, one being. ın mid-cycle. 

- In castrates of both sexes, in old men, in women at the 
menopause, and in conditions due. to primary ovarian 


\ 
t, ` ' l 


failure a. rise of gonadotropin . levels has been demon- 
strated. This fact is said to be at least partly responsible 
for climacteric troubles. 7 


The pituitary gland iñfluences, the whole sndodiite system. 


. Therefore control of gonadotropins is of interest in all 


cases in which endocrine dysfunction is suspected. . High 
levels of‘ gonadotropins are to be expected in pituitary 
basophilic hyperplasia or adenoma and in organic diseases 
of the hypothalamus. On the contrary, low values are 
found when ‘the basophilic cells of the pituitary are 


‘destroyed by tumour growth—for example, in cases of 


chromophobic adenoma, eosinophilic adenoma, and cranio-’ 
pharyngioma ‘or some- other intracranial tumours—and in - 
all cases of symptomatic or idiopathic pituitary atrophy, 
such as Simmonds’s disease, Dercum’s’ disease, and the 


, syndromes of Fröhlich and Laurence-Moon-Bied. 


Oestrogens 


The three naturally occurring oestrogens considered here 
are oestradiol, oestrone, and oestriol, the first being the 
most potent, the last-named the least potent. They are 


- formed not only in the ovary and in the placenta. but, in 


much smaller amounts, also in the adrenals and in the testes. 
Possibly only oestradiol i is actually elaborated by the glands, 
the two other oestrogens being its metabolites.. All three 
are excreted in urine, to,a small extent as such, but mainly 
in conjugated form as sulphate or glucuronide. The only 
inactive metabolites known are the oestranediols, which, 
however, have no clinical importance. 

~The oestrogens stimulate proliferation of the myometrium, 
endometrium, and vagina,. and- furthermore they develop 
the mammary gland and other secondary sex characters. 

The most widely employed biological test (Emmens, 
1939 ; Pedersen-Bjergaard, 1939) is based on the ability 
of oestrogenic hormones to induce corhification of: the 
vaginal epithelium in spayed mice and rats. Positive 
reaction is demonstrated by the presence- of cornified 
cells in the vaginal smear. For the determination of low . 
oestrogen ‘concentrations the histological demonstration ot . 


-vaginal mucification preceding cornification has been used . 


(Fluhmann, 1930). These biological tests necessitate a 
previous chemical preparation of urine involving libera- 
tion of the active principles by hydrolysis of the inac- 
tive conjugated oestrogens, followed by extraction and 
concentration. 


Numerous chemical procedures have been described in 
the literature using colour’ reactions of the oestrogenic 
phenols for their colorimetric. determination.  Unfor-` 
tunately, they can ‘replace bio-assay only in conditions 
such as pregnancy, when high levels are present. To the 
clinician itis much more important’ to determine the smal] 
amounts excreted during the menstrual cycle. This seems to 
be achieved by a fluorometric method (Jailer, 1947-8) the 
principle of which has long been in use in veterinary 
medicine as a qualitative pregnancy test in mares (Cuboni, 
1934). 

Chemical determination as well as. bio-assays may be 
done after separating the three oestrogens in order to 
determine their respective amounts. This chemical separa- -. 
tion (Pincus, 1945 ; Friedgood et al., 1948) complicates the 
technique considerably, but nevertheless it may be worth 
while because of the additional information cn oestrogen 
„metabolism which can be obtained. 

The rate of oestrogen’ excretion in urine varies during 
the stages of the menstrual cycle. The highest values are 
encountered at the end of the follicular phase, and consider- 
able amounts are still present during the luteal phase. 
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One of the most striking but unexplained characteristics 
of poliomyelitis, to which many workers have drawn atten- 


tion, is its relatively greater incidence and epidemicity in _ 


countries ‘with high standards of living and good sanita- 
tion. In contrast it has “ remained endemic and sporadic 
in countries where living conditions are poor, sanitary 
facilities minimal or non-existent, and infant mortality 
high” (Horstmann, 1948). 
supplies and means of excreta disposal have been improved, 
while social conditions and nutrition have been steadily 


advancing, the disease has risen in many countries from, 


sporadic or only small-scale appearances to epidemics on 
a wide scale, There seems no doubt whatever that this 
change is ‘predominantly real, though its actual magnitude 
may well be exaggerated ‘by the increasing attention paid 
during the last 50 years to the abortive and non-paralytic 
cases. 
_ Somewhat similarly, the early literature on poliomyelitis 
contains constant references to the victims of the disease 
as healthy and strong children—indeed, Heine himself made 
such comment over a hundred years ago. This observa- 
tion—if in fact the idisease does fall with significantly 
greater frequency upon such children—might be explicable 
on the grounds that the strong and healthy by taking more 
muscular activity run a greater risk of bringing themselves 
into the paralytic class and thereby of being’ more often 
observed (Russell, 1947). An g | 

It has also been stated, and not infrequently, that the 
cases in a localized outbreak have been unduly concentrated 
in the better and more sanitary parts of the area. Thus, 
for example, Gilloran (1949) quotes the ‘report of the 
medical officer of health for Beaminster rural district 
(Dorset) on a small outbreak in 1914: “ The cases nearly 
all occurred... . in the least-crowded and most sanitary 
part of the town on the main street.” Going further afield, 
an inverse relationship between population density and 
attack rate was reported in the Mauritius outbreak of 1945 
(McFarlan et al.). There is no dearth of such comments 
in the literature. E 

More recently, and arising out of, the unprecedented 
epidemic that took place in Great Britain in 1947, it has 
been suggested that within a country exposed to a widely 
spread outbreak the ‘incidence is likely to fall more heavily 
upon the communities that enjoy the most favourable 
environment and the best social conditions. Thus in a 
discussion of the poliomyelitis experience of the. borough 
of Luton in 1947 it was said that “ the birth rate was 21.3, 
death rate 9.4, infantile mortality rate 36, stillbirth rate 
21.3, and maternal mortality rate 0.8. The outbreak was 
therefore set in circumstances of good health and ‘low 
infection—a characteristic of poliomyelitis which seems 
to favour populations in favourable conditions where public 
health services are above the average” (Med. Off., 1948). 

Such striking events, however, may easily meet, the eye 
and lead to comment while more normal or more expected 
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happenings naturally tend to go unobserved and unrecorded. 
A full statistical account of the distribution of cases in 


` relation to, social environment is needed, and this we have 


attempted for the epidemic of 1947. 


The Statistical Data 


` Through the kindness of the Registrar-General we were 
provided with the number of corrected notifications of 
poliomyelitis (including polio-encephalitis) in each of the 
125 great towns and the 148 smaller towns of England and 
Wales in the year 1947. From these we computed the 
poliomyelitis attack rate during the year in each town 
(necessarily the crude rate at all ages, since attacks by ages 
are not available). l 

In the absence of a census since 1931 we have no up-to- 
date measure, in these towns, of overcrowding or of social- 
class attributes to use as our index of environment. Such 
characteristics are, however, invariably correlated closely 
with the infant mortality rate and to some extent, but less 
closely, with the general death rate. These, it will be 
recalled, were used as evidence of the social setting of the 
epidemic in Luton. As an indirect index of the environ- 
ment we have-therefore used these rates as computed for 
each town in the two years previous to the epidemic, 
1945 and 1946 (the mean rate for these years). 


Results ° 


Correlation of the recorded attack rate from poliomyelitis 
with the specified mortality rates gave the following results 
(coefficients of correlation): 


' 125 Great Towns 148 Smaller Towns 
Attack rate of poliomyelitis and crude 


death rate... ots p oe —0-10 +0:04 
Attack rate of poliomyelitis and infant 
mortality rate > a S —-0-04 —0°13 


These coefficients are all technically insignificant and there- 
fore reveal no association between the incidence of polio- 
myelitis and the total and infant death rates of the 
towns. | . 

The infant mortality index covers, by definition, the 


‘whole of the first year of lifé. It is, however, well known 


that the social and economic environment is mainly corre- 
lated with the mortality of the latter parts of the first 
year of life and: less closely associated with deaths in the 
neonatal period. We therefore computed the degree of 
association between the attack rates of poliomyelitis and 
the infant mortality experiences of the great towns in 1945, 
limited to the ‘ages 1-12 months and 6-12 months. The 
coefficients of correlation were as follows: 


. ren 125 Great Towns 
Attack rate of poliomyelitis and infant mortality at 


- 1-12 months of age ee z a ne z +0-08 
Attack rate of poliomyelitis and infant mortality at 
6-12 months of age : T si we e —0:07 


Once more the coefficients are very small and again they 
are technically insignificant. , 

Reverting, therefore, to the total infant mortality rate— 
i.e., over the whole of the first year of life—the distribution 
of the poliomyelitis incidence in the total 273 towns in 
relation to this social index may be shown as in the table 
on the next page. l 

As follows inevitably from the insignificant correlations 
shown above, there is at every level of infant mortality a 
very wide scatter in the level, of epidemicity of poliomye- 
litis. Over infant mortality rates ranging from 30 to 60 
per 1,000 there is clearly no material difference between 
the percentage distributions showing the frequency with 


which different attack rates of poliomyelitis were recorded. 


At the two extremes of infant mortality, under 30 and 
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Number of 
. and Given Poliomyelitis Incidence in 1947 











ł 
Poliomyelitis Attack Infant Mortality Rate per 1,000 Live Births 
Rate per 100,000 z z 
Inhabitants Under 30; 30-39 Total 

Under 5 44 
5-9 63 
10-14 .60 
15-19 46. 
20-24 19 
25-29 13 
30+ 28 

Total 273 

r Percentage Distribution 

Under 10 741. . 
10-19 
20-29 .. 
30+ i> vie 

Total 





`y Pie 
- over 60, it might bé thought that there was at the lowe 
end a slight excess of towns with a high poliomyelitis 
incidence and at the upper an,excess with a low attack 
rate. But the numbers of towns in these extreme categories 
are small and the scatter of. poliomyelitis rates obviously 
very wide. Clearly, therefore, a very favourable rate of 
‘infant mortality, and thereby, as a rule, favourable -social 
conditions, need lead to no alarm that an unduly high 
incidence of poliomyelitis will inevitably, or even probably, 
be experienced in an epidemic year. | - E 


Experience vof London 


~ The incidence of poliomyelitis in London in the 1947 
‘epidemic has been studied in detail by Daley and Benjamin 
(1948). To.test the relationship. between incidence and 


social conditions they correlated the attack rate in"the 28 . 


boroughs with the proportion of males aged 14+ who were 
in social groups IV and V at the 1931 census (the least 
skilled occupationally). The coefficient of correlation resul- 


ting was +0.13, an insignificant value. On the other hand. 


3 


between incidence in the 28 boroughs and number of per- 
‘sons per dwelling'they did find an appreciable degree of 
correlation—namely, . — 0.48—indicating that the more per- 
sons per dwelling there were the lower was the attack rate. 
In explanation the authors suggest that when the virus 


“enters a household it may usually infect all persons but, 


will in most instances produce an overt-attack in only one 
member. It would then follow that the larger the house- 
hold the smaller on the average ‘would be the proportion 
of overt attacks, 1 


As an index of social conditions'the proportion of persons 


Towns Showing Given Infant Mortality Rate in 1945-6 








` 


living more than two to a room would clearly be preferable . 


to the absolute number of persons per dwelling. Wè have 
therefore correlated the former with the incidence of polio- 
myelitis in the London boroughs in 1947, and reach a co- 
efficient of +0.29.. This insignificant (and positive) value 
` is in accordance with that found by Daley and Benjamin 
between the attack rate and proportion of males in the lowest 
social classes. These correlations for London suffer, it may 
. be noted, from the defect that the indices of conditions are 
based upon the 1931 census. The’relative gradings of the 
London boroughs may not have undergone ‘serious changes 
since then, but that is an assumption that must be made. 


Summary, 


It has been suggested that towns with favourable health 
conditions as revealed by low infant and general mortality 
rates are peculiarly liable to a heavy incidence of poliomyelitis 
when that disease becomes epidemic. The recorded notifications 
of poliomyelitis in the 273 large and small towns of England 
and Wales show no such association between the attack rates 


\ =~ 


re N 


- cification is a late 


they suffered in the 1947 epidemic and the infant and generál 
death rate they experienced in the two preceding years. 
1945-6. In other words, according to this experience, favour- 
able mortality rates,. indicating favourable social’ conditions in 
a locality, need not raise fears of an unduly heavy risk when 
poliomyelitis becomes widespread. ; e 34 
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CARIES 


Structure of Teeth, with Reference to Occlusal Grooves ard 
Development 


“Human molar teeth show cusps on the biting surfaces ; 
‘between the cusps lie grooves. The biting surfaces are 


known as occlusal, surfaces, and the grooves as occlusal 
grooves. It is of’some importance to note that these 
grooves are commonly the, site of caries, especially in the 
case of the lower first molars. In considering the mode of 
production of caries the contents of the occlusal grooves 
must be taken into account, since the grooves themselves 
are often so narrow that the contents are unlikely to be 
removed by the chewing of food or the use of a tooth- 
brush. Soon after eruption the contents of shallow occlusal 
grooves are lost. However, in the present work it is not 
towards these but towards the narrow inaccessible grooves 
that attention is directed. 


Enamel is laid down by cells (ameloblasts) which move 
from within outwards, depositing -soft enamel matrix, 
which later hardens to become mature enamel. The pas- 
sage of the ameloblasts is marked by the traces of organic 
material which remain between the prisms. The highest 
concentrations ‘of organic material in enamel are found 
between the prisms, while the prisms themselves are 
permeated by , 
organic material. 
The enamel can 
be distinctly seen 
radiographically 
only when calcifi- 
cation occurs ; this 
takes place first at 
the cusp tips and 
later gradually 
spreads over the 
rest of the tooth 
crown (Apple- 
baum, 1943). Cal- 





stage in the de- 
velopment of the 
‘enamel; finally, 
the enamel under- 
goes a process of 
maturation, Teeth 





Fic. 1.—Diagrammatic representation of 
the order in which calcification occurs in a 
molar tooth. The formation of an occlusal 
groove is seen. Drawings based on x-ray 
appearances. E=Enamel, D=Dentine. ~ 
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It. is „important to note that in clinical caries a similar” 
_- state of affairs is found—i.e.,. the -enamel is friable and 
~ readily lost, while the dentine is softened. It follows from 
the hypothesis enunciated above that CaSO, should be 
present in carious material as‘a result of the interaction 
of the released sulphuric acid with calcium phosphate. . In 
fact, CaSO, has been demonstrated in carious material, 
and it is absent from sound tooth structure. 
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nective. tissues. Chemical examination of the organic 
material has shown it'to be a mucoprotein. Its chemical 
composition ‘is :. nitrogen 5.1%, sulphur. 0.4%, hexosamine 
11.2% ; while the following qualitative tests are positive: 

. Millon, ‘xanthoproteic, Sakaguchi, ninhydrin, p-dimethyl- 
aminobenzaldehyde, naphthoresorcinol, carbazole (Dische, 
1947): 


Mucoproteins and Chondroitin, Sulphuric Acid —Few 


Gram-negative. sulphatase-producing -bacilli would thus , direct observations on the amount of protein present in 


be the ultimate cause of caries. We do not yet know what 
are the: conditions which determine’ the production and 
activity of the enzyme by these bacilli. Such conditions 
may play a large part in precipitating or preventing caries, 
This hypothesis argues that any organism in the mouth 
which can release sulphatase may be a factor in the. pro- 
duction of caries. In other words, caries is not due to a 
specific bacillus but to specific enzymes, one of which has 
already been demonstrated, though obviously enzymes other 
than sulphatases are also involved : in the a as process 
of initiation of caries. 

' The conditions at the bottorh of an occlusal groove would ; 
seem to be favourable for the multiplication of the Gram- 
negative bacilli and the release and action of the sulphatase 
and other necessary enzynies. If the enamel were first 


attacked this would enable the organisms to penetrate into . 
Although the organisms might initially enter ` 


the dentine. 
the dentine through a minute site, of destruction in the 
enamel,. once ‘they had got into. the dentine they ‘could 
further damage the,enamel from its deeper aspect. = =, 

The question still remains to be “answered whether the 
hypothesis enunciated:above can account for caries in situa- 
tions other than the bbttom of the occlusal groove.: CaSO, 
has been demonstrated in carious material no. matter what 
the site from which it has been obtained, provided: enough 
material is available. ‘In other words, there is an a priori 
reason for’ supposing that sulphatase-forming bacteria may 
be concerned in caries production anywhere, in.a tooth. 


Experimental Details, 


Organic Material Present in Enamel and Dentine-— 
Protein is found on the surface of newly erupted enamel 
(Nasmyth’s membrane) and permeates the enamel in the 
form of ;thredds, one such between -each enamel prism 
and its neighbour (Fi ig. 6). The presence of organic material 
, in enamel can easily 

be demonstrated. 

After a thin 
of enamel has ‘been 
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halts 
aiins weak acid. so that 


most of the’ inorganic: 
matter passes into 
solution, microscopi- 
cal examination shows 
fine.strands of an‘acid- 
resistant nature which 
remain in situ, leaving 
a replica of the struc- 
ture of the enamel, though’ this is now made up of organic 
material. Histological examination suggests that the organic 
material is a mucoprotein. In the present work sections 


RS 
OENTINE— 
ENAMEL 
JUNCTION ` 

1 `} DENTINE 
3 PROTEIN \ 


Fic. 6 iver illustrating’ the distri- 
bution of tooth proteins. 


‘of, developing human ‘efamel have been stained with 


thionin, when material- resembling mucin, was seen (Pincus, 
1948c). Wislocki et al. (1948), using histochemical methods, 


found that the ground’ structure ‘of the enamel -òrgan “ 


resembled: an “ epithelial mucus,” comparable in staining 


reactions to the acid mucopolysaccharides of some con-- 


-l 
f 5 ` i 


‘as shown in pure culture. 


slice | 


slowly attacked. by a` 


enamel have been made. _As a rule, determinations of 
nitrogeh are carried out and the amount of protein calcu- 
lated -from these results. Since’ mucoproteins confain a 
lower percentage of nitrogen (10%) than do other, proteins 
(159%), it will be clear that the actual amount of, protein 
present in enamel may be 50% greater than has previously 
been supposed. To arrive at a result more directly, the 
protein must first be separated from the enamel, a matter 
of some difficulty. This point is emphasized to show that 
‘the ‘amount of protein present in enamel is sufficient for 


¿tbe production of acid as demanded by the new theory. 
‘and may amount to 5% 


by volume. It. is known 
that dentine contains collagen (Harrow, 1946), and I have 
demonstrated that dentine contains the polysaccharide 


' chondroitin sulphuric acid, which may be separated from 


dentine by the use of a method similar to that employed 


‘to ‘separate the polysaccharide from cartilage (Meyer and 


Smyth, 1937). The composition of chondroitin sulphuric 
acid separated from dentine is: nitrogen 1.7%, sulphur 
4.6%, acetyl 8.1%, hexosamine, 26.3%, hexuronic acid 28%. 


` Caries Bacteria 


In earlier ‘work (Pincus, 1948d) I have shown that, when 
mixed caries bacteria were inoculated into tubes contain- ` 
ing cartilage (which ‘is rich in chondroitin sulphuric acid)’ 
and incubated at -37°° C., first Gram-positive. forms 
resembling ‘enterococci grew, while, later, Gram-negative 
bacilli resembling those of the Proteus group eventually 
outgrew all other forms. Both the Gram-positive and the 
Gram-negative forms were classified by their characteristics 
Now, Gram-negative bacilli of 
the Proteus: group are found in caries (Hine and Bibby, 
1939) ; Neuberg and Hofmann (1931) have demonstrated 
in Gram-negative bacilli of the Proteus group the presence . 
of an enzyme (sulphatase) that can liberate sulphuric acid 
from organic compounds in which. it is present in combined 
form—e.g., mucoitin and chondroitin-sulphuric acid. I have 
suggested above that such bacilli are present in the mouth 
and may play a part in caries by releasing sulphuric acid 
from the organic compounds i in which it exists in the teeth. 
Evidence is presented elsewhere that bacterial enzymes 
can release free sulphuric acid „quantitatively from both 
chondróitin and mucoitin, sulphuric acid, which can be split 
off from enamel and dentine proteins. 

It may be seen that caries of enamel and of dentine may 
be accounted for by the hypothesis set out above, for 
which there is some experimental support. The fact that 


“a large mass of carious dentine is often found in a tooth 
despite the tiny size of the point of entry in the enamel 


is a clinical commonplace for which the present hypothesis 
offers a. reasonable explanation. In the new theory, once 


suitable organisms gain access to the dentine bacterial 


growth and enzyme production may proceed, using as 
nutriment that available in the tooth itself. No nutritional 
factors other than these Pong then. pe needed. 


o 
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vs Samaa 
Betwesi the cusps, of molar teeth lie gtooves which, especially 
if narrow, are a common site of caries., These grooves in newly 
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erupted teeth contain two structures which differ in biochemical 
nature ; one is a mucoprotein. S 
Enamel at eruption is covered with a layer of. protein, and 


is permeated with protein throughout life. ’ Enamel protein is - 


a mucoprotein, which comprises a class of proteins containing 
mucoitin sulphuric acid. . : 
Dentine contains chondroitin sulphuric acid. 
Gram-negative bacilli found in caries can release an enzyme ' 
—sulphatase: 
, Sulphatase can release sulphuric acid from such combined 
forms as -mucoitin sulphuric’ acid and chondroitin sulphuric 
acid, thus attacking the calcium _salts of ‘both enamel and 
dentine and causing caries. j 


To my colleagues at the hospital and’ to the Medical Research 
Council, which has provided financial facilities, T wish to express my 
` indebtedness. 
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was seen. The right tonsillar gland was enlarged and tender,- 
but other lymphatic glands were normal. Bronchial breath 
sounds were audible in scattered: areas over the right lung base 
posteriorly, and there were crepitations on inspiration in this - 
The cardiovascular system was normal and the blood- 
pressure 100/70 mm. Hg; the spleen was not enlarged. The 
central nervous system was normal except: for the profound, 
mental prostration. Questions were answered reluctantly, 
slowly, and with difficulty, but the answers were nevertheless 
clear. and not' confused. : 
Laboratory Investigations.—On Sept. 14 a radiograph of the 
chest revealed loss of translucency in the right lower zone. 
suggesting an inflammatory lesion. A psittacosis complement- 
fixation test was positive to a titre of 1/64. The titre rose to 
the level of 1/256 on Sept. 27. Blood culture wa’ sterile 
aerobically and anaerobically. A throat swab revealed no 
haemolytic streptococci, diphtheria bacilli, or Vincent’s organisms. 
On Sept. 15 a blood count showed: Hb, 89%: white cells. 
5,400 per c.mm. (polymorphs 84%, eosinophils 1%, lympho- 
cytes 10%, large-hyalines 5%). Sputum contained many bacteria 
and some monilia, but no virus was seen. On Sept. 21 a radio- 
graph of the chest showed that the lower zone of the right lung 
field had cleared. An irregular opacity was apparent in the left 
mid-zone. On Sept. 27 the lung fields were clear. ` 
Lreatment.—The history of exposure and the clinical features 
of the illness-made the diagnosis of’ psittacosis ‘certain enough 
to justify treatment before laboratory confirmation was avail- 


-able. Apart from penicillin, the only drugs used were analgesics 


to relieve headache and sedatives to ensure sleep. Each dose 
of penicillin was mixed with 1 ml. of 2% procaine to reduce the 
discomfort of the injection. Penicillin therapy was started in 
the patient’s home on Sept. 13,' seven days after the onset of the 
illness. On that day’ 1,200,000 units were given in three doses. 


' On Sept. 14, the day.of admission, one dose of 500,000 units 


- - WITH PENICILLIN | | 


BY. ` 


` ‘ x 
J. R. TASKER, M.B., M.R.C.P. . 
Medical First Assistant, London Hospital 


The purpose of this note is to report the case of a patient 
infected with psittacosis who responded to.treatment with 
penicillin. ` 

Case History 

A medical research worker aged .43 was admitted to hospital 

on Sept. 14, 1948.. His work during the previous three months 
had involved the handling of material obtained from mice, 
infected with psittacosis virus. 
' Two weeks before admission he had developed severe coryza. 
Six days later (eight days before admission) he suffered the 
sudden onset of marked malaise, shivering, and high fever 
(temperature 103° F.—39.4° C.). associated with severe head- 
ache and-vomiting. He went to-bed, and the symptoms persisted 
unchanged for 48 hours. Then they suddenly abated, and for 
12 hours he felt much better. But five days before admission: 
fever, rigors, headache, and vomiting returned: anorexia was 
complete ; both mental and physical prostration soon became 
marked ‘features; and he slept poorly or not at all. He 
developed a slight cough producing only scanty sputum. The 
day: before admission he developed a sore throat. 

On admission to hospital he looked seriously ill, with pale 
complexion, sunken eyes, and hollow cheeks. His lips were 
crusted with sordes, andchis tongue was dry, brown>and furred. 
He was not dyspnoeic, and lay flat in bed without distress. 
His temperature was 99° F, (37.2° C.), ipulse 80, and respira- 
tions 22. The fauces ‘and tonsils were injected but no exudate 

: : 


` 


and one of 1,000,000 units were giver, Thereafter 1,000,000 


units of penicillin were injected twice daily for four and a half 


days. The drug was discontinued on Sept. 19, the patient by 
then having received a total of 11,700,000 units. . 
Thé response to treatment was most satisfying. On Sept. 16. 
ten days after the onset of the illness and 72 hours ‘after the 
initiation of penicillin therapy, the patient as completely 
apyrexial (see Chart), his mental processes were noticeably 
\ 
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clearer, and he was sleeping well. Next day ‘the signs of 

consolidation at the base of the right lung were still present.. 
and in addition there was clinical evidence of left basal 

pneumonia. These fresh pulmonary findings were not, how- 

ever, accompanied by further symptoms or constitutional Upset. 
On Sept. 19 treatment with penicillin was discontinued. On 

Sept. 21 a radiograph of the chest confirmed the clinical find- 

ings by showing diffuse Shadowing at the left mid-zone, suggest- 

ing an-inflammatory process. But by now the`right base showed 
considerable clearing radiologically. Clinical improvement was. 
rapid, and on Sept. 27 the lungs were normal both clinically. 

and radiologically. i 
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The patient was discharged, symptom-free, on Oct. 1; 25 days 
after the onset of the illness, and 17 days after admission to 
hospital. 


Comment 


A patient suffering from a severe attack of psittacosis is 
usually. ill for between two and four weeks. Prognosis is 
difficult to assess, but the outlook is better in the young than 
in the old, and extensive pulmonary involvement tends to 
carry a high mortality. In the patient under consideration 
penicillin therapy was started seven days after the onset, 
and complete defervescence had occurred 72 hours later. 
In view of the severity of his illness it seemed reasonable to 
attribute the satisfactory response to the treatment he 
received. 


Reported cases of human psittacosis treated with peni- 
cillin are few. “Parker (1945) published details of two such 
patients. In the first, a woman of 61, treatment with intra- 
= muscular penicillin in a dosage of 120,000 units daily was 
started on ‘the nineteenth day of the illness, and the patient 
had become apyrexial on the twenty-first day. The second 
patient was a woman of '52 who received 160,000 ‘units of 
penicillin daily from the thirteenth day. She was afebrile 
on the sixteenth day. In the same year Flippin, Gaydosh, 
and Fittipoldi (1945) treated a man of 53 with 100,000 units 
of penicillin daily after he had been ill for 19 days. On 
the twenty-second day great improvement was shown, 
However, since in these three patients the drug was given 
late in the disease, when spontaneous recovery might have 
been expected, the improvement which followed the admin- 
istration of penicillin cannot conclusively be attributed to 
this treatment. ; 


In the case of a patient aged 43 reported by Turgasen 
(1944) a daily dosage of 100,000 units of penicillin was 
begun on the fifth day of the illness. But the response 
was not dramatic, for the patient’s high fever persisted 
for five days after the initiation of treatment. Rosebury 
et al. (1947) reported the treatment of a man aged 41 with 
both penicillin and sulphadiazine : 400,000 units of peni- 
cillin were given daily from the fourth to the fourteenth 
day of the illness, and 6 g. of sulphadiazine was given daily 
from the fifth to the twelfth day. The patient became 
apyrexial, and marked clinical improvement was shown as 
early as the sixth day, after he had received 800,000 units 
of penicillin and only 4 g. of sulphadiazine. The dosage 
of sulphadiazine here seems too small for this drug to 
have been of major therapeutic value, and the satisfactory 


response must therefore probably be attributed to the ` 


penicillin. 
‘Wolins (1948) reported six patients suffering from psitta~ 


cosis, only one of whom could be considered severely ill.. 


Four of them responded satisfactorily, though not dramati- 
cally, to 400,000 units of penicillin daily. The same dose 
of penicillin had little effect on the course of the illness in 
the remaining two. Wolins pointed out that two of the 
four patients who responded well to penicillin had earlier 
failed to improve on a smaller-dose (200,000 units daily). 


In contrast with the clinical evidence there is good experi- 
mental evidence that infection of the mouse with psittacosis 
virus can be controlled by penicillin. Heilman and Herrell 
(1944) infected 104 mice with psittacosis virus and treated 
half of them'with very large doses of penicillin (1,000 units 
daily),, the remainder acting as controls, All the controls 
died, whereas the mortality in the treated mice was only 8%. 
This finding was confirmed by Bedson and May (1945), 
who also showed that the minimum dosage of penicillin 
necessary to protect a mouse from a lethal infection 


was 800 units a day for four days. This again is a very 
large dose, and suggests that, if one may argue from mouse 
to man, the total dosage of penicillin needed to treat a 
human case-of psittacosis would be about 11,000,000 units. 
The treatment of the case reported above was of this order. 


It may be that the two most recent antibiotics, chlor- 
amphenicol and “ aureomycin,” which are effective against 
viruses of the psittacosis-lymphogranuloma group (Smadel 
and Jackson,, 1947; Wright et al., 1948), will prove more 
useful than penicillin. They have the added advantage 
that they can be given by mouth. However, neither is 
as yet available in this country, and in the meantime the 
encouraging result obtained in the case described here sug- 
gests that penicillin is well- worthy of further trial in the 
treatment of psittacosis in man. It seems likely, however, 
that the dosage should always be massive ;'and if 2,000,000 
units daily should prove ineffective,an even higher dose 
should be considered. 

I wish to thank Dr. Donald Hunter and Professor S. P. Bedson 
for much valuable advice and criticism. Permission to publish this 


account was kindly granted by Dr. Hunter, under whose care the 
patient was treated. 
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A CASE OF MONOCYTIC LEUKAEMIA 
TREATED WITH AMINOPTERIN 


BY 


P. L. de Y. HART, M.B., M.R.C.P. 
Clinical Assistant, Metropolitan Hospital, London 


The acceleration of the leukaemic process produced by 
folic acid led to the search for antagonists which might 
favourably influence the disease. The most potent com- 
pound so far reported is “ aminopterin ” (4-aminopteroyl- 
glutamic acid), though others with similar properties have . 
lately been used. It is effective in doses of 0.5-1 mg. daily 
in children and up to 4 mg. daily in adults. It causes a 
general depression of bone-marrow function and has toxic 
effects at therapeutic dosage which seriously limit its useful- 
ness. It can be given by intramuscular injection, but is 
equally effective by mouth. In the case reported below 
none was available for oral administration. 


Case Report 


‘An obese man aged 30, who was subject to spasmodic bron- 
chitis severe enough to warrant grading C2 in the Army, pre- 
sented with a six-weeks history of furunculosis and stomatitis. 


For six months he had been listless and unduly fatigued. The 


stomatitis consisted of a boggy hypertrophy of the gums and 
hard palate. There was no bleeding, but the mouth was very 
painful. Neither spleen, liver, nor lymph glands could be felt 


_to be enlarged. There was an irregular fever; the patient was 


anaemic, and Hess’s test for capillary fragility was positive. 


_ A blood count showed: white cells 32,400 per c.mm. (monocytes 


- 


, and the 
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62%, lymphocytes 28%, polymorphs 10%); réd cells, 2,700,000 
per c.mm.; Hb, 48%. Sternal marrow puncture showed 73% 
of the cells to be monocytes or precursors, with numerous primi- 
tive cells. A diagnosis of Schilling-type monocytic leukaemia 
of subacute nature was made. The marrow counts are shown 
in the accompanying table. i 


4 


Table Showing Marrow Counts 





Day 

3rd 44th 62nd 
Neutrophil myelocyte o o 35% 
Eosinophil myelocyte i 5% 28% 3% 
Neutrophil polymorph 6% 20% 11% 
Eosinophil! polymorph ? 9 1% 
Monocytes and precursors 73% 19% 29% 
Lymphocytes 12% 9% a 
Nucleated red cells 2% 23% My ¢ 
“ Blasts ” <a ie ws in 2% 1% 4% 
Plasma cells .. ci A a — = 1% 





Ln ronal 
Treatment was begun with fresh blood aed usions and . 


penicillin, which improved the local sépsis and general condi- 
tion. inopterin was first given on the thirteenth day, and an 
immediate improvement occurred in the peripheral blood count 
(see Chart). The platelets were only 37,000 per c.mm. at first, 
but this level was well maintained throughout treatment. There 
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DAYS 
Chart showing progress of case. 


was, one brief intermission due to a respiratory infection, but 
apart from this the remission progressed until the blood picture 
was normal. A second sternal puncture showed a great improve- 
ment in the balance between the cells and considerable 
maturation. r 


Thirty-two days after starting treatment, when 64 mg.:of 
aminopterin had been given, the toxic effects of the drug became 
manifest. Stomatitis due to painful shallow ulceration of’ the 
gums, spreading on to the lips, became steadily worse until 
treatment had to be stopped. A total of 109 mg. had then been 
given. The stomatitis rapidly healed on ceasing treatment. 

A slow tendency to relapse was manifested in the peripheral 
blood picture even before treatment was stopped, but afterwards 
a rapid multiplication of the leucocytes occurred, the pathologist 
remarking that the blood resembled’ a marrow smear in the 
number of ‘primitive cells involved. Between the 71st and 80th 


days the patient was at home, but on return to hospital the ° 


blood was found to contain 125,000 white cells per c.mm. (77% 
monocytes and 5% promonocytes)—a picture far more mature 
than during the rapid multiplication period after the aminopterin 
was stopped. 

A second course of the drug was given, with blood trans: 
fusion ; this led to a second and more dramatic remission, but 
the toxic effects of the aminopterin recurred almost immediately 
treatment was again stopped. Toxicity on this occasion 
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also involved colicky abdominal pain, diarrhoea, and ulceration 
of the rectum. On the 103rd day, when the blood picture had 
again become grossly leukaemic, the patient was given a massive 
transfusion without aminopterin ; but no improvement occurred, 
showing that transfusions were probably not the cause jof the 
remissions. It was intended to follow this by a course of amino- 
pterin without blood, but on the 113th day the patient died 
, suddenly, almost certainly from a pulmonary embolism from 
a site of transfusion in the leg, although he was ambulatory 
up to the last. Only a limited post-mortem examination was 
permitted, so that it was not possible to confirm the immediate 
cause of death. 


Comment 


This case is of interest, as Dameshek (1949) was unable 
to produce remissions in three cases of monocytic leu- 
kaemia treated by him with folic acid antagonists, though 
myeloid and lymphoblastic cases responded. The readiness 
with which a return to maturity may be induced in the 
leukaemic cell with aminopterin serves to remind one that 
the leukaemic states are in the borderland between neo- 
plastic and infective disease. 

Leukaemic cells differ from cancer cells in that 
they do „not show the phenomenon of aerobic 
(Kempner, 1939); also they mature within 
14 days when cultured in vitro (Israéls, 1940). 
whereas cancer cells multiply unchanged indefi- 
nitely. Mouse and fowl leukaemias are readily 
transmissible, but there is reason for suspecting 
that these results may be inapplicable to human 
leukaemia, since the disease has never success- 
fully been transmitted in mammals other than 
rodents. The demonstration of marrow-stimu- 
lating substances in large quantities in the urine 
and faeces of leukaemic patients (Miller and 
Turner, 1943) suggests that the basic error in 
leukaemia may lie not in the leukaemic cell but 
in its environment. ‘The ultimate cause of 
this change is unknown, and on that point it 
is difficult even to conjecture. But this concept 
provides a far more fruitful line of possible 
therapy, since, if the environment can be 
altered, useful remissions should be obtainable. 
Perhaps aminopterin may represent this form 
of approach to the problem : its effectiveness in 
such small quantities suggests that it may be 
acting on a fundamental mechanism. The efforts to obtain 
more effective and less toxic drugs of this nature which are 
now in progress are therefore amply justified. 
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Summary 

A case of monocytic leukaemia in a man aged 30 is described 
in which remissions followed the administration ‘of aminopterin. 
The peripheral blood count returned entirely to norinal after 
five weeks, but owing to toxicity the drug had to be withdrawn 
after 109 mg. had been given, and a rapid relapse followed. 
A further remission was obtained by a second, shorter, course. 
The patient died on the 113th day from pulmonary embolus. 
Some aspects of this form of therapy are discussed. a 


My thanks are due to Dr. N. G. Hulbert, who had the patient 
under his care, for permission to publish this case and for his 
encouragement. Acknowledgments are also due to Dr. S. J. 
Hopkins, who was responsible for the blood counts, and to Dr. R. B. 
Scott and Sir Lionel E. H. Whitby, who confirmed the diagnosis ; 
also to Professor Haddow, of the Royal Cancer Hospital, for his 
kindness in supplying the drug, which was manufactured by Lederle 
Laboratories. 
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ISOLATED UNILATERAL SPINAL 
ACCESSORY NERVE PALSY 
OF OBSCURE ORIGIN 


A REPORT OF THREE CASES 
BY 


JOHN D. SPILLANE, M.D., M.R.C.P. 


Physician in Charge of the Department of Neurology, United 
Cardiff Hospitals 


Injury to the spinal accessory nerve during operation for 
block dissection of cervical glands is probably the com- 
monest cause of unilateral paralysis of the sternomastoid 
muscle, In the neck the nerve may be injured by direct 
compression from enlarged glands and from tumours or 
abscesses, and of course it may be damaged in penetrating 
wounds. Within the skull, in the posterior fossa, it may 
be involved in tumour, abscess, or aneurysm formation. 
Occasionally a syphilitic process within the skull may impli- 
cate the nerve as it runs from the foramen magnum to 
the jugular foramen. Within the spinal cord or medulla 
the cells of origin of this exclusively motor nerve are not 
infrequently involved in degenerative processes such as 
motor neurone disease and syringomyelia, The same cells 
are also liable to destruction by the virus of anterior 
poliomyelitis. 

The sternomastoid and trapezius muscles often undergo 
atrophy in the muscular dystrophies and especially in the 
affection called myotonia atrophica. 


During the past five years I have encountered three 
patients in whom the sole lesion was an isolated spinal 
accessory nerve palsy. Weakness and wasting of the sterno- 
mastoid muscle and of the upper fibres of the trapezius 
on the same side were the only abnormalities. 


Case 1 


A soldier aged 25, serving in the Middle East, was referred 
to hospital as a possible case of “ shoulder-girdle neuritis ” 
(Spillane, 1943). He had always enjoyed good health, but for 
a year past had been troubled with an aching pain about the 
right shoulder. This was never acute and did not involve the 
arm. It was ill defined and dull in character, nearly always 
following prolonged 
exercise, He had 
noticed that his neck 
was asymmetrical. 


There was con- 
siderable wasting and 
weakness of the 
Sternomastoid and 
upper part of the tra- 
pezius on the right 
side. The right shoul- 
der had dropped 
(Fig. 1). The nervous 
system was otherwise 
normal. X-ray exami- 
nation of the skull 
base and cervical] 
vertebrae revealed 
no abnormality. The 
C.S.F. was normal, 
and the Wassermann 
reaction in the blood 
and C.S.F. was 
negative. 

During his stay in 
hospital repeated ques- 
tioning and examina- 





Fic. 1.—Case 1. 
mastoid muscle and upper fibres of 


trapezius on right side. Tilt of head to 
pie Sg suggests that the lesion is of long 
standing. 


Wasting of sterno- 












tion disclosed nothing 
to suggest that the 
problem was one of 
early myotonia 
atrophica, 


Case 2 


A soldier aged 31, 
serving in the Middle 
East, was similarly re- 
ferred to hospital be- 
cause of pain about 
the neck and right, 
shoulder and obvious 
asymmetry. His past 
clinical history re- 
vealed nothing of 
note, and there were 
no other complaints. 
He said his right 
shoulder had not 
“felt right” for some 
years, but he had 
never had any acute 
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Fic. 2.—Case 2. Wasting of sterno- 


; Tyr mastoid muscle and upper fibres of 
pain and = right arm trapezius on right side. Considerable 
Wes BOSAL, dropping of right shoulder, 

The right sterno- 


mastoid muscle was apparently absent. There was considerable 
weakness and wasting of the upper fibres of the trapezius muscle 
on the same side, so that the right shoulder had dropped con- 
siderably (Fig. 2). There was no other abnormality in the 
nervous or the muscular system. X-ray plates, as in Case l, 
showed nothing abnormal. Serological studies were negative. 


The patient was detained in hospital, but no clue to the 
nature of the condition was forthcoming. His family history 
contained nothing relevant. 


Case 3 


A married housewife aged 30 who had never left this 
country was referred to me in 1946 because she complained 
that “there was something wrong with my neck.” She was 
an intelligent and healthy young woman and said that at the 
age of 24 she had had acute pain on the left side of her neck. 
It prevented her sleeping and persisted for about one month. 
She consulted her doctor; he found local tenderness and 
believed that it was some form of fibrositis. During that 
month, however, she also had another symptom. This con- 
sisted of periodic tic-like movements of the head on the neck, 
Many times a day, for a few moments at a time, her head 
would tilt quickly, quite involuntarily, to the left. The whole 
condition seemed to have subsided spontaneously, 

For several years 
she had forgotten the 
affair until her hus- 
band noticed some 
asymmetry about her 
neck when she wore 
an evening dress. That 
was in 1943 or 1944, 
In 1945 she either 
became self-conscious 
about it or the asym- 
metry was more 
noticeable, for she 
consulted a doctor. 
She had also found 
that certain move- 
ments were difficult 
from some positions. 
If she lay on her right 
side in bed and 
wished to raise her 
head she experienced 
particular difficulty. 





Fig. 3.—Case 3. 
masxuid muscle and upper fibres of 
trapezius on left side. 


Wasting of sterno- 


3 _ Slight. 


co. were identical. 1 eel 


that the lesion is neuritic and not muscular. 


3 ‘course, a usual finding in myotonia atrophica, 














culty in raising the head. | cw ès 


On several examinatio ions TR 


and no further signs: have. “developed: Her- condition is 


A apparently stationary: -Two brothers. have been examined, and 
-o they” present no abnormality. | Both parents. are dead and 
= y neither had any disability. to suggest myotonia atrophica. She 


“has inquired of cousins and other sails with este results. 


Aetiology 


In Foe ‘case all the known causes for such a lesion 
were considered, but the aetiology remains obscure. In 


the first two cases the story did not conform to. the very 
-v characteristic sequence of events in the affection of neuritis 
of the shoulder girdle. Sternomastoid atrophy has not been 
recorded in that condition (Spillane, 1943 ; Parsonage and 


ee Aldren Turner, 1948). 
The: selective. nature of the Wasting strongly suggests 
There was 
no other abnormality ; on careful examination neighbouring 
muscles were found to be normal. 
If the nerve lesion is in the nature of a 


és 


neuritis ” its 


causation remains unknown. Cervical adenitis would be 


unlikely to result in such severe atrophy. Surgeons have 


a often commented on the manner in which the spinal 


accessory nerve escapes injury in suppurative conditions of 
-the neck. Like the facial nerve the spinal accessory nerve 
is purely motor in function, but it does not emerge from 
the skull through a small foramen alone as -does the 
former nerve. It enters the neck accompanied by the jugu- 
lar vein and by the ninth and tenth cranial nerves through 
a relatively ample aperture. A lesion at this point would 
also be likely to involve these nerves. 


Poliomyelitis is often suggested, especially in orthopaedic 


+ clinics, when the problem arises of explaining an isolated 
oe - paralysis of one or more: muscles. But in this series of 
eases there is certainly no positive evidence in that direc- 
tion. From the accounts given by the patients the likeli- 
hood of congenital eficiency, of the sternomastoid muscle 
Is very remote. 


Bilateral atrophy of the atertioniastoid muscles is, of 
But the 
- other features of this disease-—myotonia, general weakness, 
diffuse muscular pains, baldness, testicular atrophy, cataract, 
absent: deep. reflexes, and: red uced 





During ihep past two. years she ‘has ‘heen under my E 


eas { sense in the ~ 


ia imom 9 or heats 
ed Wt een ue seeing and seli 


era ly reports 
of such a condition, but isolated unilateral iypoglossal- 
nerve paralysis has been described. The lesion was thought 
to be due to a periostitis of the anterior condyloid foramen 
analogous to the lesion of the stylomastoid foramen which 
may be responsible for Bell’s pey (Goldenberg and 
Sandler, 1931). o 

Three cases are reported in which there was isolated wasting 
and weakness of one sternomastoid muscle and the upper fibres 
of the trapezius muscle on the same side ——— 

The cause is not known, but it is probable that the lesion 
was in the spinal accessory nerve. - : va en 

The lesion may be similar to that i in Bell's palsy. 
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A CASE OF DIAPHRAGMATIC HERNIA. 
OF CONGENITAL ORIGIN | 
WITH PERFORATION OF ‘STOMACH - 
BY 
SIDNEY B. RADLEY, FRCS. 

AND. 


H. P. GOLDSMITH, MB. 
(From the Newark Town and District Hospital) 


The following account of a complete right-sided thoracic 
stomach with a perforated pyloric ulcer is of interest 
because of (1) the extreme rarity of such a condit i 

have A no pos recorded | case ofa similar ¢ 
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immediately, His own doctor treated him by diet and alkalis, 
and the condition subsided after three weeks. Since then he 
occasionally had a mild recurrence of his epigastric pain for 
which he did not attend his doctor; he had not adhered to 
the diet prescribed. He had had no pain before the onset of 
his present illness. For the last five years he has been having 
mild attacks of “asthma,” which were worse on the hot days 
of summer. The attacks did not prevent him from doing his 
work, and he has not received treatment for them. 

On examination the temperature was 97.4° F. (36.3° C), 
pulse 88, and respirations 26. He was well nourished. He 
seemed to be in pain but not shocked, and was rather excited. 
His tongue was moist and slightly coated. General abdominal 
rigidity was present, but no real tenderness ; there was no reduc- 
tion in liver dullness or any rebound phenomenon. No tender- 
ness was felt per rectum. Respirations were mainly thoracic 
and wheezy in character. There was slight dullness at the right 
base posteriorly on percussion, and breath sounds were wheezy 
all over the chest. The pulse was regular and of good volume. 
The heart was not enlarged and there were no murmurs. The 
blood pressure was 130/84. No appreciable disease was found 
in the central nervous system. 

Perforated gastric ulcer was suspected, and in view of the 
normal temperature and pulse and the patient's general condi- 
tion it was decided to treat him conservatively under observa- 
tion. A kaolin poultice was applied to his abdomen and he 
was put in Fowler’s position. A half-hourly pulse chart was 
kept. At 5 a.m. the temperature was 99.8° F (37.7° C., pulse 
90, and respirations 24. At 7.30 a.m. the temperature was 
100.6° F. (38.1° C.), pulse 112, and respirations 24. The pulse 
chart showed a rise from 90 to 112 between 5 and 7.30 a.m. 

He was re-examined at 7.30 a.m. and his abdomen was found 
to be still rigid, with generalized tenderness and rebound 
phenomenon, and in view of his rising pulse and temperature 
laparotomy was decided upon. 

Operation—At 9 a.m., under anaesthesia induced by thio- 
pentone followed by gas and oxygen and ether, a supra- 
umbilical paramedian incision was made and free fluid was 
found on opening the peritoneal cavity. On exploration the 
stomach was found to be entirely in the right thoracic cavity, 
It was in a complete peritoneal sac. There was a small hole 
under the liver in the right side of the crus of the diaphragm. 
This opening was a definite rounded orifice admitting three or 
four fingers. Through it, it was possible to trace the duodenum 
and pylorus. With peritoneal forceps passed through the 
opening the stomach could be grasped and pulled slightly down- 
wards, but it could not be drawn through the aperture. A 
small perforation was identified by tracks of lymph and effusion, 
and it was closed by passing a needle on a holder through 
the aperture and making a purse-string suture, covering it with 
an omental graft from the greater curvature omentum. The 
liver was very prominent in the wound and seemed to be dis- 
placed downwards. It had to be retracted upwards to expose 
the gap in the diaphragm. When this was done there was a 
clear view of the opening, which was situated in the right crus 
of the diaphragm behind the liver and to the right of the 
vertebral column. A drainage tube was inserted through a 
Separate suprapubic stab wound and the abdomen was then 
closed in layers. 

The patient stood the operation quite well, and was in fair 
condition when taken from the theatre. Immediately on his 
return to the ward 5% glucose-saline intravenously was started. 
The 5% glucose saline was given intravenously for the first 
48 hours. A Ryle’s tube was passed and the stomach aspirated 
every two hours. Then he was given glucose water and citrated 
milk by mouth. This was gradually increased until at the end 
of the first week he was put on the first week of Sippy’s diet. 
He tolerated his feeds well, and Meulengracht’s diet was given 
at the middle of his second week. His temperature and pulse 
were raised for the first week ; this was ascribed to pulmonary 
complications after anaesthesia. It subsided after treatment 
with penicillin injections and inhalations. His temperature and 
pulse have been normal since that time. 

On Nov. 16 a screening examination and a series of skia- 
grams showed a complete thoracic stomach on the right side 


of the thorax and.confirmed that the stomach is above the 
diaphragm and is lying centrally between the anterior and 
posterior walls of the chest. It is in a complete peritoneal sac, 
separated from the pleural cavity by omental tissue, peritoneum, 
and the basal pleura. Screen examination showed full move- 
ment of the left diaphragm and slight movement of the right 
diaphragm. The stomach, the greater curvature of which is 
uppermost, appears to empty from the right side. The 
duodenum passes across and behind the base of the stomach 
to empty through the aperture in the medial side of the right 
diaphragm. A film taken on Nov. 17 showed the colon dis- 
placed to the left side. This is probably due to the downward 
displacement of the liver. 

By the sixth week he was convalescent and was able to take 
light diet without any discomfort or digestive trouble. He looks 
and feels extremely well and has returned home. 


Comment 


This is a case of complete thoracic stomach with a short 


oesophagus of congenital origin, hence the failure of the 
attempt to draw the stomach through the opening in the 
diaphragm at operation and the absence of a sliding 
stomach at the radiological examination under the screen 
when in the vertical position, which may occur in some 
cases. 

It is completely enclosed in a peritoneal sac separating 
it from the pleural cavity. Unfortunately at operation it 
was not possible.to feel the junction of the oesophagus with 
the stomach, so we cannot say whether the peritoneum was 





et et | 
Radiograph showing stomach on right side of thorax above the 


diaphragm, The greater curvature is uppermost. Barium is in the 
oesophagus. 








reflected on to the stomach before it reached the cardiac 
orifice or whether it enclosed the cardiac end of the 
oesophagus. 

As a result of the complete peritoneal sac there was no 


infection of the pleural cavity from the peritonitis after 


operation. 
The stomach is completely rotated, with the greater curva- 
ture uppermost, and the oesophagus curves underneath the 


cardiac end of the greater curvature to reach the cardiac — 


orifice. There is no stricture or hour-glass contraction, as 
it is a completely thoracic organ and no portion is nipped 
by the diaphragm, hence the absence of gastric fullness and 
distension. 


_ We wish to express our thanks to Sir Thomas Dunhill for his 
interest in the case, for his great kindness in corresponding with us 


about it, and also for his account of the condition in the Arris and — 


Gale Lecture delivered by him to the Royal College of Surgeons in 
1934, from which we have derived much information. We are also 
indebted to Dr. F. M. Gordon and Mr. R. J. Walls, M.S.R., for the 
radiography. 
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n unusual case of traumatic © rupture of the bladder in a 
an suffering from schistosomiasis . in South Central Africa 
Meaguibed below. | | 
: a CASE. History 


es A nisje Abi judged: to be about 65-70 years of age, was 
-brought in dead to the Gwelo. Native Hospital on July 2, 1948. 
The relatives stated that the man had died at his kraal the 
previous afternoon. Four days before his death, while coming 
out of a native hut, he had collided with another native who was 
entering, and the latter’s head had struck the old man in the 
abdomen. During the four days before his death he had com- 
plained of abdominal pain and had vomited once or twice. 
The other natives had not. brought him to. hospital. 
< Post-mortem Examination—At 10 a.m. on July 3 a post- 
“mortem examination was carried out. As it was the cold 
“Season and rigor mortis was beginning to pass off, it was 
estimated that he had died 36 to 48 hours previously. There 
was no bruising of the abdomen or any other sign of injury. 
The presence of some vomitus in the mouth was noted. On 
opening the abdomen. the peritoneal sac was seen to be full of 
a dark-brown fluid which smelt like urine. There were flakes 
of pus covering the coils of the small intestine, and several 
loops of these were adherent. The stomach, spleen, liver, gall- 
bladder, and small and large intestines were removed, and apart 
from distension and inflammation of the bowel no abnormality 
was detected. Examination of the bladder in situ revealed a 
hole in the fundus about the size of. a sixpence. The bladder 
‘Was empty. The edges of the hole were ulcerated and slough- 
ing. The bladder was carefully removed and opened. The 
prostate (median lobe) was seen to be much enlarged, and the 
“mucosa of the bladder had the granular appearance and ulcer- 
ated areas seen in extensive schistosomiasis. The kidneys 
and ureters were removed, but they showed no naked-eye 
Pathology. 

Histology =A snipping of mucosa close to the hole in the 
bladder ‘Was examined microscopically by teasing out the pre- 
-paration in water on a slide. The mucosa was seen to be 
packed with terminal-spined ova (Schistosoma haematobium). 
‘Section of a portion of the ulcerated edge of the vesical per- 
-foration showed the presence of S. haematobium ova in large 
numbers in the mucosal layer and some leucocytic infiltration 
E of the deeper muscular layers. 


COMMENT 


From the above findings it was concluded that in the 
presence of a distended bladder, presumably in part due 
to the enlarged prostate gland, the blow.on the abdomen 
had caused rupture to take place through the most advanced 
area of schistosomal destruction. The resulting extravasa- 
ion of urine caused a generalized perioahis ending in 
eath from the toxaemia, 


This case is described for two reasons, . First, enlarge- 
ent of the prostate gland is not a common condition in 
1e Africans of Southern Rhodesia, presumably because of 
their death at a somewhat early age. Secondly, although 
e presence of schistosomal infection is extremely common 
the South Central African native (Gelfand. and Ross), I 
find no evidence in the literature of a previous traumatic 
pture of the bl: through. such an area, 
Although this | must. have beer suffering consider- 
le pain during the four days pre | 
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A Case of Femoral Appendicitis: 


A rare complication of femoral hernia occurs when its sole 
content is the vermiform appendix. An example of this is 
considered worth recording. 


Cast. REPORT | 

The patient, a woman aged 55, was seen at a gynaecological 
out-patient clinic on Oct. 8, 1947. Three weeks previously- 
she had developed a feeling of heaviness at the “ bottom of the 
stomach.” Five days later she noticed a lump in the right 
groin, and shortly afterwards she began. before micturition to 
feel slight pain, which persisted: Her history was otherwise 
negative, 

On examination the internal group of superficial inguinal 
glands in the right groin were found to be tender and inflamed. 
There was slight inflammation of the urethra, and a few sub- 
epithelial haemorrhages were present in the vestibule. The 
glands were treated by local applications for a week, and on 
re-examination on Oct. 15 the acute infection had settled. The 
hard irregular lump had persisted, and the glands were slightly 
movable, discrete, and hard. No femoral hernia was palpable, 
and arrangements were made to remove a gland for biopsy. 

On Oct. 17 the patient was operated on under local analgesia. 
Dissection revealed a lobulated fatty mass with two normal 
lymphatic glands perched on its surface: the mass extended 
towards the femoral ring. The sac was opened and was found 
to contain turbid fluid surrounding a purple pre-gangrenous 
vermiform appendix. The appendix was removed and the. 
stump allowed to retract into the abdomen. The inguinal canal] 
was then opened, and the femoral sac was transposed above 
the inguinal ligament, where it was excised. One stitch between 
inguinal ligament and pectineus fascia was adequate for the 
repair of the small femoral ring. Closure of the aponeurosis 
and skin was then effected without drainage. 

No pathological examination was considered necessary either 
for the glands, which were macroscopically normal, or for the 
appendix. Convalescence was uneventful. 


DISCUSSION 


In 1731 De Garengot recorded the first operation for 
hernial appendicitis, and in 1785 Hevin gave the first 
detailed description of operation for femoral appendicitis. 
Ryan (1937) published three cases of femoral appendicitis, 
Watson (1938) collected 217 cases, two cases were recorded 
by Seley (1941) and one by. Knapp a and 1 Cops (1944, ; oring- 
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diagnosis even when the possibility of its occurrence has , 


been remembered. Taking the present case as an example, 
the data on which an accurate diagnosis could be’ based 
were quite inadequate ; it was not even possible to be sure 


„that a femoral hernia coexisted with the inguinal’ glands. 


Furthermoré, even when a hernia is obvious; the differential 
diagnosis of femoral appendicitis is most difficult. One 
must exclude omental hernia, partial. enterocele, adenitis, 
strangulated epiploic appendix, prehernial lipoma, intes- 
tinal diverticula in hernia, and reducible and irreducible. 
hernia of the intestine, bladder, and other viscera. ` It 
seems obvious that in most instances this condition is ` 
destined to remain an accidental finding during herniotomy. 


I am indebted to Dr. C. E. B. Rickards, honorary - gynae- 
cologist, Warrington Infirmary, for permission to publish this 
case. 


J. STUART Young, M.D. F.R.CSEd. 
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An Interesting Case of Epilepsy - 
The following case is worth reporting because. of „several 


unusual features. 
psychiatric practice and | closely links up. neurology and 


peye MANY: ; 
; CASE HISTORY i 
A male aged 30 was transferred to us from a hospital in the 


Midlands ‘where he had been suffering from partial aphonia, , 


difficulty. in swallowing, and attacks of parțial unconsciousness 
for several months. 


History of Present Illness—His first ‘fit occurred at the age 
of 17, while he was at his fiancée’s house. There was no recur- 
rence until soon after marriage, at the age of 21. During these 
attacks he threw his arms and legs about, and after a severe 
attack found it difficult to walk. After being turned down by 
several medica] boards he was finally accepted by the Army, but 
about three weeks later, while waiting to go overseas, he had 
one of his fits. On account-of this he was invalided out. 

He continued to have four or more fits daily for several 
months after his discharge. Gradually the fits became less 
frequent and their nature changed to what the patient’s relatives 
described as “ blackouts,” in which his head suddenly: dropped 
on his right shoulder, he appeared to lose consciousness for 
about two minutes,'and then suddenly recovered. During these 
attacks he bit his tongue if no precautions were taken. In 
neither these “ blackouts” nor the fits was he ever incontinent. 


~ Early in 1947 he developed a progressive impediment in his 


` speech and had difficulty in swallowing both liquids and solids. 


This led to his admission to the Midlands hospital, where, after 
some months’ treatment, a psychiatrist was consulted. He came 
to the conclusion. that the patient’s condition was “in many 
ways a regression to infantile behaviour. It would appear that 
the epileptic element in his condition has receded_and been 
largely replaced by hysterical regression.” On account-of the 
frequent fits the patient had been unable to work for: four years. 
There was no history: of epilepsy in his pay and porns 
significant in his early medical history. 


Condition on Admission —A well-nourished’, young ‘man: 
Because of tonic spasm of thé masseters the patient could not 
open his mouth wide and could only lisp like a child. There 


It also emphasizes one of the pitfalls of: : status epilepticus. 


Still some 3 c/s rhythms present, 


Progress:—While under observation in the ward he had 
severa] fits, both when awake and when asleep. Fits could 
also be easily induced by hypnotic suggestion, and clinically 
there was no difference between spontaneous and induced fits. 
Each fit-began-with the typical epileptic cry, followed by tonic 
contraction of facial. muscles and loss of consciousness for one 
to two minutes. .At the same time the head dropped to the 
right side. During the attack the plantar'refiex was extensor on 
both sides. Cyanosis of the face varied—sometimes it was 
marked, at other times it was slight or absent. During a 
demonstration it was possible to induce by post-hypnotic 
suggestion a series of these fits in rapid succession when the 
patient was standing but supported on either side. There was 
‘difficulty in obtaining the E.E.G. record owing:to the number 
of fits, the tracing being “ grossly abnormal ; high amplitude 
, Slow rhythms between attacks, definite evidence of epilepsy.” 
Next day he had fits almost every 10.minutes—a total of about 
132 fits in,24 hours—although he was receiving phenobarbitone 
gr. 1 (65 mg.) t.d.s., and-epanutin (soluble phenytoin) gr. ił 
(0.1 g.) b.d. Although lucid in the intervals, he was uuable to 
open his mouth ; the muscles of his neck and nasopharynx also 


~ appeared to be in spasm, as it was difficult to pass a feeding- 


tube. In order to control the fits he was given paraidehyde 
dr. 8 (28 ml.) per rectum, but he rejected a good deal of this. 
However, phenobarbitone sodium, 1 ml. intramuscularly, and 
“amytal,” gr. 3% (0.25 g.) intravenously, caused sufficient relaxa- 
tion of the pharyngo-cesophageal muscles to enable him to 
swallow. He was then’ given phenobarbitone gr. 2 (0.13 g.) t.d.s. 
and epanutin gr. 3 (0.2 g.) b.d., which reduced the fits to 23 
in-24-hours. In spite of these large doses of phenobarbitone 
and epanutin he had 17 fits next day. He was then seen by a 
neurologist, who considered there was an approximation to 
During the next 24 hours the patient had 
only seven fits, although there was considerable tonic spasm of 
the jaw muscles. “Next day (26th day after admission) he had 
no- fits, but the dribbling continued. The E.E.G. showed “ great 
abnormality of the cortical rhythms from all areas of the head, 
possibly more so on the Jeft side, Diffuse 3 c/s and 5/6 c/s 
rhythm, little alpha’ rhythm seen; 3 c/s rhythms often 
occurring in bursts of high amplitude. Blocking by visual 
stimuli poor.” From that day he had no spontaneous fits and 
suggestion failed to induce them (although there was no change 
in his domestic circumstances). The increased salivation, how- 
ever, did not respond to any treatment and persisted for several 
days. An E.E.G. performed just before his discharge from 
hospital showed: “ Generalized abnormality of 5-6 c/s rhythms- 
but not having the high 
amplitude of the previous recordings. Some alpha rhythm seen , 
of 8 c/s, blocked by visua] stimuli. No single focus of abnor- 
mality seen. Record greatly improved.” On discharge from 
hospital he was able to start work, and was later reported to 
be>still employed. 
. DISCUSSION ; 

There is no doubt that this was a genuine case of epilepsy 
involving specially the face and the pharyngo-oesophagea) 
region. Psychogenic causes were apparently sufiicient to` 
initiate the attacks, thus lending support to the concept of 
hystero-epilepsy. Fits which were clinically indistinguish- 
able from epileptic attacks could also’ be induced by. 
hypnotic suggestion, though they could not be controlled 
by suggestion. The E.E.G. records showed that the induced 
fits were identical with epileptic fits. The reponse to pheno- 
barbitone and epanutin was also significant. 


: SUMMARY 


A case of epilepsy involving the face and pharyngo- 
oesophageal region: is .described. The fits were . initiated by 
psychogenic causes. 


Thanks are due to the medical superintendent for permission to 


was continuous dribbling of saliva owing to difficulty in- Publish the. case-notes. 


swallowing. ` There were no other physical. signs. 


Investigations.—Wassermanh negative. Total 


RBC. 5 
million, m 100%, C.L=0.9, an 
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VIRUS DISEASES OF MAN 


Viral and Rickettsial Infections of Man. Edited by Thomas M. 
Rivers, M.D. _ (Pp. 587; 77 illustrations, including 6 plates in 
colour. 45s.) Philadelphia and London: J. B. Lippincott 
Company. 


it is nearly fifty years since a virus was first demonstrated 
as the cause of a human disease, yellow fever. During these 
fifty years, and especially during the last two decades, a vast 
amount of knowledge has been acquired, and to-day there fall 
to be discussed in this work no fewer than fifty-four virus 
infections to which man is susceptible. Even then, two diseases 
are omitted : the recently described but somewhat unfortunately 
named “ Mengo encephalitis” (Mengo is a place name and 
has nothing to do with the meninges), and Durand’s disease, 
which was found in Tunis in the early days of the war. The 
latter undoubtedly deserves mention. ; 


Within the past few years there has been a stabilization of our 
knowledge and ideas of virus and rickettsial infections, and it 
is opportune that these advances should be collected and made 
easily accessible to all those interested, whether or not they _are 
actively engaged in the study of virus and rickettsial infections. 
As it would obviously be impossible for one person to write 
authoritatively on all these diseases and their causal agents, 
Dr. T. M. Rivers, the editor of this co-operative venture, has 
been assisted by twenty-seven collaborators, comprising all the 
best-known virus and rickettsial workers in America. After 
a short introduction on the general aspects of viral and 
rickettsial infections by the editor, there are chapters on physical 
and chemical procedures by W. M. Stanley and M. A. Lauffer, 
serological reactions by J. E. Smadel, chick embryo techniques 
by E: W. Goodpasture and G. J. Buddingh, tissue culture 
procedures by J. F. Enders, and epidemiology by K. F. Maxcy. 
The inclusion of a chapter on bacteriophages is of value but 
requires explanation, for bacteriophages never give rise to 
human infections. In one or two places in these introductory 


chapters there is a somewhat uneven distribution of emphasis. 


Variation in viruses is dismissed in less than half a page, but 
four times this space is given to the question of variation in 
bacteriophages. , The same criticism may be urged against the 
space allotted to the interference phenomenon as applied to 
bacteriophages and to other viruses. Bruce White’s original 
description of the interference phenomenon in bacteriophages 
is unmentioned. 


Each virus and rickettsial disease is described under the 
following heads : definition, history, clinical picture, pathology, 
aetiology, diagnosis, treatment, and epidemiology. In the 
majority of cases the articles are excellent, and are written by 
those who have actually contributed to our knowledge of the 
particular infection they describe. The book thus represents a 


._ vast storehouse of facts up to 1946, and it should undoubtedly 


‘be read and digested by laboratory workers, clinicians, and 


` before 1940. 


epidemiologists alike. 
American workers have failed to appreciate fully work carried 
In the 
chapter on the hepatitis viruses, for instance, it would be 
difficult to deduce that their nature was well appreciated 
There are, however, other than purely medical 
reasons for glossing over some of these facts. 

The book is beautifully produced and well illustrated. An 
excellent coloured plate by Leon Schlossberg shows the 
reactions to vaccinia vaccination in both white and coloured 
persons. These illustrations will be intensively studied, though 
some of the other coloured plates are less successful. Adequate 
author and subject indexes are provided. A work of this 
type has obviously cost much to produce, and it is only through 


a grant'from the National Foundation for Infantile Paralysis, 


Inc., that its publication has been possible. Virus workers in 
dollar-starved countries owe a further debt to the National 
Foundation for Infantile Paralysis in that it has made copies 


` 


If any criticism is possible it is that . 


freely available to them. In 1783 Dr. Benjamin Rush wrote 
to Dr. John Lettsom in London to thank him for sending 
medical books from England. “I have feasted on each of your 
pamphlets,” he said. “It is an act of Charity to pour upon a 
benighted American the discoveries of the last eight years in 
Europe.” One hundred and fifty-six years later America has 
fully repaid her debt. 


G. M. FINDLAY. 


MYCOLOGY 


Mycoses and Practical Mycology. By N. Gohar, M.R.C.S., 
L.R.C.P. With foreword by Sir Philip Manson-Bahr. (Pp. 234 F 
4 colour plates and 134 other illustrations. £1 5s.) London? ` 
Baillière, Tindall and Cox. 1948. 


In his foreword to this work Sir Philip Manson-Bahr truly 
describes mycology as the Cinderella of modern medicine. 
Dr. Gohar is to be congratulated for having had the courage 
to attempt so comprehensive a task as preparing this book, 
and has succeeded in presenting a balanced picture of the whole 
range of medical mycology in a small and compact volume. 
The major mycological diseases as they affect the patient as 
a whole, and the more important. affections of the separate 
systems, particularly of the respiratory and digestive tracts and 
the skin, are briefly but- clearly described. The difficult pro- 
biems of mycology, the morphological and cultural details, and 
terminology are discussed adequately but in simple and lucid 
style. The approach is modest, the presentation is capable 
of easy interpretation, and Dr. Gohar is fortunate in having 
the ability to incorporate the mycological studies as part of the 
whole clinical problem of diagnosis and treatment, There is 
a brief but interesting historical introduction to many of the 
major subjects which adds to the pleasure to be derived from 
reading this work. 


The book is pleasingly produced, paper:and typescript are 
good, and illustrations are plentiful and helpful. There are 
very few errors in the text, and the author has an attractive 
style. 

The volume is particularly valuable to the dermatologist, and 
the section describing the dermatomycoses is admirably pre- 
sented. It is not possible to satisfy all authorities in such 
a difficult and contentious subject, and if criticisms are offered 
it is only that they may be considered in preparing further 
editions of this book, which will certainly be expected as 
mycology receives more adequate recognition. The chapter on 
epidermophytosis is good except for the section on treatment, 
which is inadequate and makes no reference to the value of 
modern fungicides. In other parts the clinical descriptions 
and differential diagnosis could be elaborated with advantage. 
More comment upon modern fungicides and bases would have 
been interesting. Treatment in recent years has advanced 
rapidly, and this is not always reflected in the text. There 
is a tendency to indicate past and present therapeutic measures 
in rather colourless fashion, without emphasis or. indication 
of their relative values. In the description of actinomycosis 
and erysipeloid infections the reader would not suspect from 
the text that penicillin has revolutionized treatment in these 
fields. i 


The section on diagnosis and treatment of ringworm infection 
of the nails could be improved, and Dr. Gohar is unduly 
pessimistic. The paragraph devoted to “ phytid” reactions is 
too brief and inadequate. A kerion ringworm lesion is a 
pustular reaction to the ringworm fungus itself and not a secon- 
dary pyogenic infection superimposed upon the fungus, as 
suggested. In the paragraphs on black hairy tongue there 
is no reference to its occurrence as a sequel to sucking 
penicillin lozenges. The chapter on fungicides is incomplete 
and has no mention of the dyes, of dithranol, or of the modern 
fatty-acid preparations. i 

But these are small points relative to the value of the work 
as a whole. It promises to become a valuable textbook on 
this subject, of great help to the student and practitioner in 
every branch of medicine, but it will be particularly well ‘ 
received by the student of dermatology. It is surprising that 
this field has been so sadly neglected by the laboratory and 


research worker, and it is to be hoped that this book may , 
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stimulate others with the necessary training to pursue further 


the investigation and research which are so necessary-in medical : 


mycology. “ . “3 | J. T. INGRAM. 
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- ADVANCES IN OPHTHALMOLOGY 


Documenta Ophthalmologica, Edited by F. P. Fischer, ‘A. J... 

- Schaeffer, and Arnold Sorsby. - Vol. 2. (Pp. 462; illustrated. 

. No price.) Holland: W. Junk. 1948. F l 

The second volume of this series- (which periodically sum- 
marizes recent advances in ‘ophthalmology) contains seven 
articles of more than usual interest. 
optics by A. von Tschermak deals with several problems: The 
first describes a “contrastometer” to demonstrate the com- 
pensating reaction on simultaneous contrast in the retina of 
frogs, the illumination of which can be varied by polarization. 
The entoptic phenomenon of Heidinger’s brushes is then con- 
sidered, with an interesting discussion on, the effect of double 
polaroid spectacles in reducing the light entering the eye. The 
. discrimination curves of photopic and scotopic vision are 
described in terms of wavelength and oscillation frequency, 
and the basis of stereoscopic vision.is reviewed as it originates 
on retinal points in which size relations differ. It is finally 
shown that the coincidence of entoptic and exoptic stimuli 
may result in monocular diplopia. l l 

The physiological optics of the visualization of x-ray pictures 
are discussed by W. Bronkhorst, J. Ten Doésschate, and F. P. 
Fischer, who bring forward some points of considerable interest 
which have hitherto been largely ignored by radiologists. R. 
Weekers and F. Roussel contribute an article on the critical 
frequency of fusion, particularly in its relation to pathological 
conditions. They point out that the physiological variations 
of this factor are small, while pathological anomalies produce 
marked disturbance. Thus, in cases of detachment of the 
retina the pre-operative extent of the detachment and the 
functional defect’ can be estimated with: considerable accuracy. 
In tobacco amblyopia the critical frequency is reduced in the 
centro-caecal area in proportion to the degree of intoxication ; 
in glaucoma, disturbances in the frequency are early and 
common, and may supplement perimetric studies. 

J. Ten Doesschate and'F, P. Fischer contribute an article of 
considerable length on the mechanical] properties of the tissues 
of the eye, emphasis being placed on their micellar structure ; 
the bearing of this work, which may seem academic in: nature. 
is of importance in such conditions as detachment of.the retina. 

Two papers are contributed by G. Karpe, of Stockholm, the 


first a description of his own apparatus for. recording the- 


electro-retinogram in clinical cases, and the second the applica- 
tion of this relatively new method in the investigation of cases 
of ocular siderosis. Electro-retinography can be used to follow 
the’ course of development of siderosis, and Karpe has found 
that it provides information of great value when the difficult 
decision has to be made upon the advisability of undertaking a 
dangerous operation for the extraction of a foreign. body which 
has been in the eye for some time. It is interesting that in the 
initial stages of this disease both the positive and negative com- 
ponents of the electro-retinogram are increased at a stage when 
the disease cannot yet be recognized by.the usual. clinical 
examination, while ata later stage the retinogram becomes 
negative and is finally abolished, even though the retina may 
function reasonably well. The potentialities of this new 
clinical method are therefore considerable. we i 

The final section by L.'Poleff, of Rabat, deals with recent 
‘work on trachoma. Hegives a general ‘review of the state 
of our knowledge of the aetiology of this disease, based on 


‘ morphological studies and the results of culture experiments ' 


and of inoculations carried out in animals and man, adding 
a discussion on the virus and rickettsial nature of the-infective 
agent, the significance of the Weil-Felix reaction, and questions 
_ of immunity and predisposition. The discussion is critical, and 
it is pointed out that many problems are yet unresolved. 

The book,'in- which the various articles are written. in Ger- 
man, French, and English, deals with the more scientific 
developments of ophthalmology, which are not readily obtained 
elsewhere, and is of considerable interest and value: 

STEWART DUKE-ELDER. ' 
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HEART DISEASE 
« Cardiology. By William Evans, M.D., D.Sc., F.R.C.P. (Pp. 310; 

illustrated. £1 15s.) London: Butterworth and Co. 1948. 

Dr. Willian’ Evans has set out very effectively, though rather 
dogmatically, the facts and arguments upon which the diagnosis 
and treatment of heart disease are based. The work is founded 
upon a series of lectures’ from which it derives a note of per- 
sonal experience ; at the same time it is inevitable that it should 
bear some-of the disadvantages of such an origin. 

The merits of the work are so obvious that it is unfortunate 
the author has at times allowed personal views to be presented 
as final judgments. For example, there 1s no general agreement 
that the term “ triple rhythm ” should replace “ gallop rhythm,” 
and, since most cardiologists are resolved that “ gallop rhythm ” 
shall stay, the term should at least find mention in a standard 
textbook. We know. that ordinarily there are two heart sounds, 
just as there are two phases of respiration ; if there is a third 
sound it may or may not be of pathological significance. While 
the term “triple rhythm” might suitably denote the innocent 
form of this auscultatory phenomenon, it would be better to 
preserve for the pathological sign the descriptive and honoured 
term of “gallop rhythm.” To speak of “the fourth heart 
sound ” is, to say the least, confusing. 

It is regrettable that Dr. Evans has given room in this book . 
for consideration of so complex a subject as the classification of 
auricular tachycardia into five groups. It is true there are good 


- reasons for believing in the identity ‘of flutter and paroxysmal 


tachycardia, but these matters are far outside the range of the 
average student. Other criticisms of the same kind could be 
cited. f 
The author has brought together here many themes that have 
interested him, and the whole work makes stimulating reading 
for the physician or cardiologist who can weigh the statements 
against his: own experience. But the student who has no such 
background will not so readily profit from this approach. No 
work so individual as this could be free from shortcomings, and 
the merits of the book far outweigh the demerits. The pro- 
duction is well above the average post-war standard, and the 
diagrams, electrocardiographs,° drawings, and photographic 
reproductions are on the whole excellent. 
` K. SHIRLEY SMITH. 


AETIOLOGY OF HYPERTENSION 


Arterial Hypertension. By David Ayman, M.D. Reprinted from 
Oxford Loose-Leaf Medicine. Oxford Medical Publications. 
(Pp. 91. _ 12s, ) New York and London: Oxford 
University Press (Geoffrey Cumberlege), 
Dr. Ayman is well known for. his clinical studies of hyper- 
tension, and especially for his researches into the onset and 


‘early stages of essential hypertension in the children of hyper- 


tensive parents. He takes the view (which would be shared 
by many authorities in this country) that there is as yet no 
evidence that essential hypertension in man is initially caused 
by any disturbance of the renal circulation. In all probability 
essential hypertension is a functional condition in its early 
Stages. Persons who have inherited the tendency react to 


- physical and emotional stimuli by large and rapid changes in 


their blood pressure. Organic changes in the. cardiovascular 
system occur later, and are the result and not ‘the cause of the 
high blood pressure. The author rightly ‘stresses the degree to 
which these patients are under the influence of their emotions, 
and the fact that in the early stages the majority of their 
symptoms are psychogenic, frequently induced by the finding 
of .a high blood pressure at a medical examination. The 
reader’s instinctive approval of this sane outlook on the early 
hypertensive case receives a rude shock when he finds that 
Dr. Ayman advises his patients to take their own blood 
pressures frequently at home. 

The great variability of blood pressures in benign essential 
hypertension is pointed out, and it is clearly shown that most 
of the claims for one treatment or another are based on cases 
which: have been inadequately controlled. Any placebo, if 
prescribed with sufficient assurance, ‘will cause significant 
improvement in the great majority of cases. Only two forms of 
therapy. are known to produce a persistent lowering of blood 
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' pressure : thiocyanate treatment, which requires careful control 
and which is not free from untoward effects ; and sympathec- . 
tomy, the results of which are still difficult to assess because 
most surgeons, including Smithwick, have not observed their 
cases long enough before operation. 

Most experienced physicians will agree with Dr. Ayman’s 
general outlook on hyperfension. The book has, however, 
certain rather important shortcomings. The section on patho- 
logy is inadequate and of doubtful accuracy. The reader is- 
not given a clear account of the distinctions between essential 
and secondary hypertension. ‘The description of the malignant 
phase of hypertension is poor, and nowhere is it made plain 
that while renal failure practically never occurs in benign hyper- 
.. ténsion it is almost inevitable in the malignant phase. Finally, 
the. author, like many of his American colleagues, appears to 
be wholly ignorant of the British literature on his subject; the | 
_only British authors to which he refers are Bright, Mahomed, 
and Allbutt. Although it is natural that an author should refer 
to the most easily available literature when he is quoting general 
opinion or the records of cases, it is a serious defect to be 
completely unaware of important and fundamental observations 
which have been made in other countries. i 

ROBERT PLATT. 


MENTAL HEALTH 


Mental Health. By John H. Ewen, F.R.C.P.Ed., D.P.M. With 
a chapter by C. Friedman, M.D.(Vienna), L.R.C.P.&S.Ed. 
(Pp. 270. 12s. 6d.) London: Edward Arnold. 


The author sets out to write a short and practical handbook 
for students and practitioners, and especially for those studying 
for the Diploma of Mental Health. Like many, handbooks, it 
has fallen between two stools. It is brief, clear, and well set 
out, with a few short illustrative cases, but it is on strictly 
conventional lines without any originality or fresh ideas. As 
such, it is doubtful if it is full enough to allow the specialist 
student to appreciate the various theories and experimental 
work on which modern psychiatry is based. For the under- 
graduate, who is in most cases going to be a general practitioner, 
the situation is different. Surely the time has now come when 
in psychiatry, as in everything else, the emphasis in textbooks 
should be changed so that the ‘student may learn what will 
chiefly concern him in day-to-day practice. Certainly the 
practitioner should have some idea of the symptoms and 
prognosis of the major psychoses, but the conditions he will 
be faced with are the’ psychoneuroses, the psychosomatic 
diseases, and the minor deviations from the strict norm which 
are not really diseases at all. As in so many textbooks of 
psychiatry, the psychoneuroses get short shrift in only 24 pages, 
and practically no mention is made of their treatment except 
in the section on special treatments—well set out by 
Dr. Friedman—where narco-analysis is described, but this is 
not common therapy for the general’ practitioner. Admittedly, 
it would not be easy to write a really effective textbook for the 
general practitioner, but do we need yet another conventional 


handbook of psychiatry, however good it may be ? 
R. G. GORDON. 





In the preface of his Introduction to Medicai Psychology (pp. 171; 
17s. 6d.; London: William Heinemann Medical Books, 1948) Dr. 
Erwin Wexberg remarks the absence of suitable textbooks on 
psychology for preclinical medical students. He has set out to write 
one, and has certainly produced an interesting and informative hand- 
book. Nevertheless, for British students the book makes the wrong -7 
‘approach to the subject. The first chapter. discusses from the philo- 
sophical aspect the relations of the individual with the community, 
and it is doubtful if the preclinical student has sufficient preliminary 
education to grasp a dissertation orf values. The acquisition of know- 
ledge is dealt with chiefly from the Gestalt viewpoint, but though 
this is a physiological approach it is not a very easy concept to 


follow. In describing the emotional side the author refers frequently / 


to Freudian theory and terminology, which is not suitable for the 
undergraduate, and certainly not for the preclinical student. It would 
be better to teach preliminary psychology on a basis of physiology, 
examining the complex relationships of the individual to his fellows 
at the end rather than the beginning of the course, and so far as 
possible leaving the psycho-analytical theory until the clinical aspects 
of mental illness are reached. If the other approach is favoured, 
however, this book has the merits of brevity and clarity. 
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THE ADRENAL GLAND 
It is one hundred years since Thomas Àddison first 
described, at a' meeting of the South London Medical 
Society, the disease which bears his name, and in the 


opening pages of this issue of the Journal Sir Henry . 


Dale pays tribute to his pioneer work on the adrenal 
gland. 
changes occurring in many parts of the body as a 
result of destructive disease of the suprarenal cap- 
sules suggested for the first time the importance of 
the control exercised by these glands over many body 
tissues. But although Addison’s clinical .observations 
on the disease were so exhaustive and novel they came 
at-a time when neither physiology nor biochemistry 
was sufficiently advanced to carry much further the work 
he had begun. The study of other glands was for many 


decades to prove more fruitful to the investigator, and- 


Sir Henry Dale traces the way in which the secrets of 
these other glands were to be disclosed one after 
another: The clinical results of over- and under-function 
of the thyroid gland were recognized. Its hormone was 
readily obtained in active form and many years later 
was brilliantly synthesized by Harrington and Barger. 
The internal secretion of the pancreas was obtained by 
Banting and Best, with consequent changes in the con- 
ception of diabetes and of its treatment. The clinical 
disturbances of the pituitary were classified, and many 
of the secretions of this gland were identified and put to 
clinical use. But during all this time it was clear that 
the main activities of the adrenal gland, on which’ the 
maintenance of ‘life depends, had eluded understanding. 
Adrenaline, the hormone of the adrenal medulla, had 
been isolated at a relatively early date, its physiology 
had been thoroughly worked out, and it had been used 
widely in clinical practice. But study of the action of 
adrenaline alone went very little way to explain the 
various disturbances resulting from disease of the 
adrenal gland. va 

It was not until 1931, more than 80 years after Addi- 
son’s description of the disease that bears his name, that 
Swingle and Pfiffner first succeeded in preparing an 
active extract of adrenal cortex which could prolong 
life in the adrenalectomized animal. At about this time 
a developing partnership between organic chemists and 


1 British Medical Journal, 1949, 1,812, and 2, 24 and 221. 
2 J. clin. Endocrinol., 1946, 6, 117. 
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physiologists was beginning to prove very fruitful in the 
investigation of the sex hormones. Progress was rapid, 
and the chemical formulae of most of these hormones 
were worked out. The endocrine secretions of the 
testis, ovarian follicle, and corpus luteum proved to have 
in common a chemical structure consisting of four united 
carbon rings, three of which contain six carbon, atoms 
and the fourth five carbon atoms. The active hormones 
such as ‘testosterone, oestradiol, and progesterone vary 
maifly in the number and position of ketone, hydroxyl, 
methyl, and other groups attached to the carbon atoms 
of this ring skeleton. Thus the natural cestrogens have 
one methy! group, the androgens two, and progesterone 
three. Elsewhere in this issue Professor H. de Waitteville 
and Drs. S. Salinger and R. Borth discuss the clinical 
value of sex-hormone determinations. 

The chemical knowledge acquired in studying the sex 
hormones has proved useful in the investigation of the 
nature of the active constituents of Swingle and Pfiffner’s 
adrenal cortical extract. This too was found to contain 
many compounds having the same four-carbon-ring 
skeleton as had been found in the sex hormones, the 
variation again being mainly in the attached groups. A 
large number of such substances have been isolated from 
adrenal extracts and from urine, in which they are 
present in much smaller amounts. Only a few of these 
compounds have much physiological activity—desoxy- 
corticosterone, with its powerful action on salt and water 
metabolism, being the best known and most widely used. 
Another group is characterized by the presence of an 
oxygen atom on the eleventh carbon atom of the ring 
skeleton and a reducing group similar to that of fructose 
on the seventeenth carbon atom. Compounds of this 
group have little or no action on salt and water meta- 
bolism, but have a great influence on carbohydrate meta- 
bolism—causing glycogen to be deposited in the liver, 
Increasing body resistance to the action of insulin, and 
hastening recovery of muscle from fatigue. It is to this 
group that the now famous “compound E?” (“ corti- 
sone”) belongs, a substance which, although not yet 
available in this country, has already been the sub- 
ject of much discussion because of its dramatic effect 
in ‘certain rheumatic diseases.* 

-Addison’s brilliant analysis one hundred years ago 
led to the development of the now flourishing science of 
endocrinology, but only now are the many problems 
connected with the secretions of the adrenal gland begin- 
ning to be unravelled. The importance of future dis- 
coveries can only be surmised. The effect of cortisone 
on rheumatoid arthritis is indeed extraordinary, but there 
are hints that the adrenal cortex has other. important 
actions. Many conditions of “stress” aré now known 
to increase the activity of the cortex, and if the stress is 
long continued adrenal exhaustion can be induced in 
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animals., Selye? believes that such exhaustion may lead 
by adrenal dysfunction to a wide variety of diseases. 
Injections of desoxycorticosterone in animals have 
caused such varied conditions as myocarditis, arthritis, 
nephritis, Aschoff’s nodes, and periarteritis nodosa. In 
man the urinary excretion of the carbohydrate- active 
adrenal hormones is found to be increased after such 
stress as, pregnancy, surgical operations, burns, and heart 
failure, and a fall in thelr excretion has been observed 
shortly before death. In experimental animals these 
hormones increase ability to survive low oxygen ten- 
sions. This action is especially interesting, for it was 
a rumour, probably unfounded, that the German Luft- 
waffe was using cortical extracts to increase the high- 
flying ability of its pilots which did much to stimulate 
official interest in the U.S. A in these hormones during 
the last war. 

- There is urgent need for a wide trial of these new and 
active compounds in therapeutics, but here again the 
adrenal gland presents its challenge. The amounts of 
these hormones stored in the gland are small compared 
with the quantities produced and used by the body daily. 
Extraction of glands is thus an inefficient method of 
obtaining them, and it is to be hoped that chemical 
synthesis will soon be achieved. Desoxycorticosterone 
has been produced commercially for a number of years, 
but the comparable production of the allied carbo- 
hydrate-controlling compounds presents problems likely 
to tax the ingenuity of organic chemists for many years 
to come. Cortisone has been obtained by partial syn- 
thesis from a bile acid, but the yield after a long series 
of chemical processes is less than one-thousandth part 
- Of the theoretical. A great expenditure of effort and 
money soon led to the mass production of penicillin, 
and it is now certain that a comparable effort will be 
required if the needed hormones of the adrenal cortex 
are to be produced in sufficient quantity. There is little 
doubt that during the next decade or two we shall wit- 
ness some startling developments in adrenal physiology 
and that clinical medicine will be greatly influenced by 
them. The pioneer work of Addison will then be seen 
. to have possessed an even greater significance than has 
been apparent hitherto. 


CES 


HISTOPLASMOSIS 


If the history of histoplasmosis were to be written 
in popular instead of what bas recently been called 
clinical journalese it would undoubtedly be described as 
intriguing. In 1906 Darling’ in Panama reported the 
occurrence of a disease characterized by visceral symp- 
toms and the presence of small intracellular bodies in the 
cytoplasm of mononuclear cells. Since Darling was a 

protozoologist and the condition had some similarities 
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to leishmaniasis, it was naturally thought to be due toa _ , 
protozoon. Not until twenty years later was a compar- 
able case reported from the continental United States, 
and only in 1934 did de Monbreun’ successfully culti- 
vate the organism from the blood of an infant and by 
demonstrating the mycelial forms clearly prove that it, 
was a fungus and not a protozoon. Later he was able 
to inoculate monkeys and mice and to infect puppies by 
feeding them with the mycelial forms, thus showing that 
the fungus may enter the body by way of the gastro- 
intestinal tract. By 1939 only 4 cases had been recorded 
in the United States, but one year later Meleney° 
managed to collect no fewer than 32. 

The fungus responsible for histoplasmosis is known as 
Histoplasma capsulatum and is probably unique, since it. 
is the only fungus pathogenic for man which is primarily 
an intracellular parasite of the reticulo-endothelial 
system. In tissue sections or smears the parasites appear 
as round or oval bodies 1 to 5 x in cross section with 
chromatin irregularly distributed at their centre and with 
colourless refractile capsules. They can be stained with 
haematoxylin and eosin, though Giemsa’s method is 
preferable. The mycelial forms grow readily on blood- 
agar or Sabouraud’s medium, though from three to four 
weeks at room temperature may be necessary before 
growth is visible‘ * ; 50 units of penicillin and 50 units 
of streptomycin per ml. should be added to the culture 
medium when attempts are made to isolate the fungus 
from ulcerating lesions. As would naturally be expected, 
the organs specially involved are those containing abun- 
dant reticulo-endothelial tissue: liver, spleen, lymph 
nodes, and the lymphoid structures of the pharynx and 
intestines are not uncommon sites of this somewhat 
chronic granulomatous condition.° Ulcers of the skin, 
bowel, pharynx, and mouth may constitute the most 
important lesions. According to Weed and Parkhill’ the 
ulcers have rolled edges, and are associated with fever, 
sweating, and loss,of weight. Only cartilage and the 
cortex of bone invariably escape, as they are devoid of 
reticulo-endothelial cells. Greyish-white nodules or 
ulcerations may be seen on the surface of the affected 
organs. Histologically there is proliferation of the 
lymphoid tissues with considerable cellular destruction ; 
the causal organisms can ‘be seen within the mononuclear 
cells. Granulation tissue with macrophages containing 

1 J, Amer. med. Ass., 1906, 46, 1283. l 
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the parasites is prèsent outside the necrotic zone, and in 
addition there are giant cells, polymorphonuclear leuco- 
cytes, eosinophils, lymphocytes, and plasma. cells.” The 
parasites are capsulated and basophilic. 

The signs and symptoms of histoplasmosis are, as is to 
be expected, very varied. In general it develops as a 
systemic febrile disease, associated with loss of weight, 
anaemia, leucopenia, and. enlargement of lymph nodes, 
liver, and spleen. Gastro-intestinal symptoms, including 
diarrhoea, have been mentioned in nearly two-thirds of 
the reported cases; oral lesions, when present, closely 
resemble those seen in leukaemia. Hodgkin’s disease 
may be suspected at first, and in fact Hodgkin’s disease, 
noma, or carcinoma has been present in 14 out of 70 
cases.” When the suprarenals are affected Addison’s 
disease may be produced. Pulmonary spread, as shown 
by x-ray examination, is characterized as a rule by 
multiple small foci, frequently subpleural, but Meleney” 
regards the lungs as more often the sites of secondary 
infection than the portal of entry of the fungus. - It is 
thus obvious that no typical clinical picture of histo- 
plasmosis exists; it may simulate many systemic 
diseases, and one case of endocarditis due to H. capsu- 
latum has been reported. Possibly it may occur in a 
subclinical form. 

Although histoplasmosis has so far been recorded 
mainly from the New World, it has been seen in members 
of various races. The sex incidence is approximately 
equal, and there is no correlation with any occupation. 
No less than a quarter of the cases in one series were in 
children under the age of 13 years. The outcome of 
clinically recognizable disease has usually been regarded 
as invariably fatal, the duration having been from one 
to eight’ months, though some adults have been infected 
for a year or more. There is now, however, evidence 
from Kansas City and elsewhere that non-fatal cases 
may occur. , 

Very little is yet known of the epidemiology of histo- 
plasmosis. Though widely distributed in the United 
States, it is particularly prevalent in the south-eastern 
area, but at least one case has occurred in California.® 
McLeod and others? reported the only instance in which 
there was contact between proved cases; since the 
patients were siblings, the disease may have been trans- 
mitted either from one to the other or from possibly a 
common source of infection. Pará’ described one case 
where there.was possible contact between an infant and a 
dog with histoplasmosis. Harmon™ collected 10 cases of 
the disease in dogs in the United States, and has now 
added two further cases seen by himself. Emmons and his 
colleagues,’” in an area in Virginia where four human 
and three canine cases of histoplasmosis had occurred, 
examined the tissues of 1,620 fur-bearing animals, mostly 
small rodents. H. capsulatum was grown from the tissues 


of one mouse and five rats (Rattus norvegicus); 10 a 
further note isolation from five other rats is recorded. 
No gross lesions were seen in the tissues of the infected 
animals, only small foci. ” In this connexion it is of 
interest that white mice and guinea-pigs commonly 
recover from the acute phase and survive indefinitely, 
but so does the fungus, since the liver and spleen con- 
tinue to yield positive cultures. It is thus not improbable 
that rodents and dogs are the source from which human 
beings are infected. 

The final diagnosis of histoplasmosis can be made only 
in the laboratory. The parasites may be seen in thick 
smears within monocytes in the peripheral blood stream. 
Puncture of the spleen, sternal bone-marrow, or super- 
ficial lymph nodes may reveal the organisms, as may 
biopsy material taken from accessible sites of infection. 
Inoculation of guinea-pigs with blood, or cultivation of 
the parasites on suitable media, may provide an answer. 
A recent, method of diagnosis is skin testing with histo- 
plasmin, which is simply a sterile broth filtrate of 
H. capsulatum. It appears, however, that a number 
of persons who have no previous history of infection 
with histoplasma’ give a positive reaction with histo- 
plasmin. Related to this is the finding that in a 
proportion of these individuals there is evidence of 
pulmonary calcification and at the same time no reaction 
to tuberculin. Palmer,’® for instance, in a survey of 
3,105 student nurses found calcification present in 31.1% 
of those positive to histoplasmin but in only 10.4% of 
those positive to tuberculin. Some other fungi may be 
responsible for positive reactions to histoplasmin,** and 
in certain areas in California it is suggested that cocci- 
dioidomycosis may be the cause of such calcifications. 
Furcolow and his colleagues’ also emphasize that in 


‘regions of the United States where histoplasmin sensi- 


tivity is widespread not only calcifications in the lungs 
but also ‘diffuse patchy infiltrations are very frequently 
non-tuberculous. Various attempts have been made to 


‘use complement fixation for diagnosis. Histoplasmin as 


an antigen has not proved very specific, but Salvin?’ has 
obtained far better results with the intact formalin-fixed, 
yeast-like forms of the fungus cultivated on a' special 
medium—an antigen which he terms “ Y.P.” While the 
majority of cases of histoplasmosis have been seen in 
North and Central America, reports are now coming in 
that the disease exists also in the Philippines.*’ It is 
probable that the disease is much more common than 
was originally supposed and probably not nearly as fatal. 

Treatment of histoplasmosis during the acute phase 
has so far proved unsuccessful. Penicillin, the sulphon- 
amides, potassium iodide, arsphenamines, quinquevalent 
antimonials, and radiation therapy have all proved value- 
less. Recently Fontaine and his co-workers**® have found 
that an antibiotic isolated from young tomato plants and 


376 Auc. 13, 1949 


HISTOPLASMOSIS _ 


BRITISH 
MEDICAL JOURNAL 





at first called lycopersicin, but now tomatin, has an 
inhibitory action on the growth of cultures of H. capsu- 
latum. Since tomatin has a low toxicity in animals, a 
description of its action on this fungus infection in vivo 
would be of considerable interest. 


t 





CARCINOMA OF THE GALL-BLADDER 


‘The prognosis in cases òf carcinoma of the gall-bladder 
is gloomy, and inevitably surgeons have sought means of 
preventing this condition. There can be little doubt that 
cholelithiasis is a predisposing factor of the greatest impor- 
tance, and a number of‘authors report the presence of 
stones in from’70 to 100% of-cases of carcinoma of the 
gall-bladder.1* This variety of malignant disease is not 
so uncommon as is generally believed ; Kirschbaum? places 
the incidence at 3% of all carcinomata, while Graham! 
gives a higher figure of 8-10%. A further point of interest 
is that carcinoma of the gall-bladder is found at opera- 
tion in some 1-5% of cases of cholelithiasis, and the former 
condition has generally never been suspected. P 

With the above considerations in mind Sainburg and 
Garlock® have reviewed 75 cases of carcinoma of the gall- 
bladder. Abdominal pain, a history strongly suggestive 
of gall-bladder disease, loss of weight, and jaundice were 
the most important features of these cases, but the authors 
stress that at this stage the disease is generally advanced 
and incurable. Only 65 of their patients were subjected 
to operation. The group in which the best results were 
obtained consisted of seven cases in which the diagnosis 
was made by the pathologist and was not suspected by 
the surgeon: one patient in this group was still alive after 
134 years, but the average period of survival of the others 
was less than one year. In the remaining cases the average 
period of survival varied between 2-3 months in the frankly 
inoperable group and 6-7 months in those cases where it 
was believed that complete excision had been done. From 
these figures it can be seen that surgery is virtually useless 
when the disease is established, though an occasional very 
early case may survive. As the incidence of carcinoma in 
gall-bladders containing stones is far from negligible— 
Kirschbaum mentions a figure of 3% and Graham one 
of 5-14%—and as the overall mortality of cholecystectomy 
is unlikely to exceed 3% there would seem to be a strong 
case for “ prophylactic” cholecystectomy in all cases of 
cholelithiasis. 

As-a result of a 10-20-year follow-up of 112 cases of 
silent gall-stone, Comfort and his colleagues® at the Mayo 
Clinic adopt a somewhat different attitude to the problem 
of gall-stones. - Sixty-one patients had no symptoms dur- 
ing the ensuing years, while 24 of the 51 patients develop- 
ing symptoms had had a cholecystectomy. There was no 
record of cancer of the gall-bladder in any of the 28 
patients who had died, but it should be noted that this 
follow-up was undertaken by post and the information 
obtained was incomplete. At first glance these findings 
may appear to be completely at variance with those of 

Sin Grace Ober 194), gs ey 1940, 7, 657 
4 Finney, J. M. T., and Johnson, M. L., Ann. Surg., Toas, 121, 425. 


5 Surgery, 1948, 23, 201. 
8 Ann. Surg., 1948, 128, 931. 


Sainburg and Garlock, but the risk of carcinoma ıs 
perhaps less in those cases of gall-stones without symp- 
toms. It might be reasonable to suggest, ‘therefore, first 
that all cases of cholelithiasis with symptoms should be 
treated surgically unless there is some definite contra- 
indication to operation ; secondly, that cases of silent gall- 
stones in fit and young patients should also be treated 
surgically, for, although the work of Comfort may suggest 
the relative immunity of such cases from carcinoma, there 
is no 'means of telling how long the stones will remain 
silent ; and, finally, that in elderly patients with silent gall- 
stones a conservative attitude might be adopted, since the 


_ risk of malignant change in their few remaining years may 


well be less than the risk of operation. The evidence in 
favour of gall-stones being the most important predisposing 
factor in carcinoma of the gall-bladder is overwhelming, 
and it is clear that the removal of gall-stones is the 


surgeon’s most effective method of preventing carcinoma 
of the gall-bladder. 


ANIMAL INFECTIONS AND PUBLIC HEALTH 


Delegates from 53 countries have been attending discussions 
on animal health and disease control during the fourteenth 
International Veterinary Congress in London, which 
met this week. The theme of the Congress was the 
world food situation—“ the most important scientific 
and practical question of the day”—and Lord Boyd- 
Orr was the principal speaker at the opening discussion. 
The fact that no less than eight papers were read on 

public health subjects is a reminder that medical men and 
veterinarians have many interests in common. It has of 
course long been. recognized that comparative pathology 
affords a meeting-place for medical and veterinary science, 

but the need for co-operation between medical practi- 
tioners and veterinary surgeons ‘has only recently received 
much attention. It might be thought that the limitation 
in value of animal, as opposed to human, life would restrict. 
the use of laboratory services for diagnosis in veterinary 
medicine. To a certain extent this is true, but an increasing 
number of veterinary surgeons regularly use a microscope. 
in their work, and the veterinary pathologist is never short 
of material. 

The first human infection with Leptospira canicola 
in this country was reported three years ago,) and in 
a recent paper McIntyre and Stuart? stated that the 
medical profession “ might be helped here by veterinarians 
who were actually diagnosing the disease in dogs and indi- 
cating to the owners the risk run by human contacts.” 
They described one case where diagnosis of infection in 
a dog had led to its discovery in the owner. The same 
observations apply also to tuberculosis, which is not un- 
commonly found in the dog—more often affecting the 
abdomen than the chest. Tubercle bacilli are frequently 
present in the nasal discharge of cats brought for veterinary 
attention because of “catarrh.” The cat, unlike the dog, 
has a relatively high degree of resistance to the human 
bacillus, but is more susceptible to the bovine. Whether 
the disease happens to have been transmitted from the 
animal to the owner or vice versa, the -veterinary surgeon 
~ 1 Baber, M. D., and Stuart, R. D., Lancet, 1946, 2, 594. 

2 Vet. Rec., 1949, 61, 411. 
3 Jordan, C. F., Indust. Med., cay 17, 176. 
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makes a contribution to, public health when he diagnoses 
the disease and advises the destruction of the-animal. Here 
again the medical practitioner may sometimes be glad to 
be acquainted with the veterinary findings. Brucellosis,’ 
salmonella infections, louping-ill,* anthrax, and erysipelas 
are seen in both medical and veterinary practice, and the 
apparent increased incidence® in this country of the beef 
tapeworm—Taenia ‘saginata—is of common concern to 
doctors and veterinarians. . 


THE NUFFIELD FOUNDATION 


In its first year of activity—1943—the Nuffield Foundation 
laid plans for the future, and the next five years were 
devoted to grant-giving. During this period grants of con- 
siderably over £2,000,000 have been distributed, of which 
nearly £600,000 has been allocated to the medical sciences. 
The major grants have included an endowment with 
£100,000 of the Nuffield Chair of Child Health, which 
was the Foundation’s contribution to the creation of the 
Institute of Child Health in the University of London ; 
grants of £70,000 to Manchester University and of £40,000 
each to the Universities of Durham and Glasgow for the 
development of departments of industrial health ; grants 
of £90,000 to four university schools for dental pesenichi 
and teaching ; and a grant of £100,000 over 10 years from 
1947 to the University of Manchester for research in 
chronic rheumatism. ‘The fourth report? of the trustees 
is interesting ‘not only as a record of past achievement 
but as a statement of future policy. The aim which has 
guided the trustees in their choice of projects in the medical 


sciences has been to promote the proper understanding, - 


definition, and maintenance of health rather than, as a 
rule, to seek cures for established diseases ; the research on 
rheumatism is and will remain for the present the principal 
exception. 

The grants just quoted may seem ‘large, but they are not 
large in comparison with State expenditure on research. 
In the Civil Estimates for 1949-50 a total of over 
£100,000,000 is shown for Government expenditure on 
research and development and on the universitiés. Else- 
where in this issue the work of the Colonial Research 


Council is reviewed, and here the annual allocation of- 


grants runs into seven figures. With the State so large a 
paymaster, private patrons, however great their resources, 
might well be discouraged. Yet private benefactions, 
which are ‘not subject to State audit, have the vital func- 
tion of ensuring that the “creative minorities,” to which 
Mr. Arnold Toynbee in his Study of History attributes 
the genesis of civilized progress, get at least a first hearing 
and the chance of commanding wider support. Moreover, 


i 


the comparative smallness of privately provided funds ' 


imposes a more critical selection of projects for support. 
The Nuffield Foundation sets itself to try out the unique 
person or project, but, as a rule, supports that person or 
project only through the medium of an established institu- 
tion, so that if the value of the venture is proved the work 
can be continued after the Foundation’s necessarily limited 
support has had to cease. 


1 The Nuffield Foundation. Report of the Trustees for the year ending March 
31, 1949. Oxford University Press. 
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With this ‘as its general policy the Foundation intends 
during the next five years to devote more attention to 
biological and social studies. These have been, if not the 
Cinderellas of research, rather poor relations in the family. 
They do not offer the excitement to be found in research 
in physics. The investigator is apt to feel that nothing very 
remarkable remains to be elucidated and that his work is 
mainly a question of classifying what is already vaguely 
known. In the field of biological studies the normal 
mechanism of growth, differentiation, and self-mainten- 
ance of living things will have attention, and in the social 
sciences an attempt will be made to bring such subjects 
as social anthropology and sociology up to the level of 
the more highly developed science of economics. In addi- 
tion the Foundation will encourage greater co-ordination 
of research. Hitherto this has been to a large extent 
individualistic. The experts in various subjects should be 
brought together, and they should work out their prob- 
lems by joint effort. The great work of the Foundation 
on behalf of old people will be continued, and so will the 
system of medical and other fellowships. 


| DENTAL CARIES 
In 1885 Miller! drew attention to the fact that acid- 
producing organisms were common inhabitants of the 
mouth, and ‘that if they were incubated with sugars they 
produced acids capable of dissolving the enamel covering 
a tooth. This led to what became a generally accepted 
hypothesis about the cause of dental decay, which, briefly 
stated, is that food debris such as carbohydrates, if allowed 
to stagnate in the mouth, is broken down by bacteria with 


‘an organic acid as an end product. This acid acts directly 


on the calcium phosphate which forms the bulk of the 
enamel, producing a soluble calcium salt. Many attempts 
have been made without success to reproduce the carious 
process in vitro, for although the enamel can be disinte- 
grated in this way the appearance bears no resemblance to 
that of caries’ when produced in the mouth. The theory, 
however, seems to be supported by the fact that caries 
commonly starts in a tooth in sites where food stagnates, 
and, conversely, very rarely occurs on a surface that is kept 
clean and free from food and debris by the action of the 
tongue or lips. <A diet containing an excess of carbo- 
hydrates, particularly if its consistency is such that it 


_ adheres to the teeth, also predisposes to rapid caries. 


On theoretical grounds the fact that chemical analysis 
shows that inorganic salts compose about 99% of enamel, 
calculated by weight, suggested that the organic compound 
was too small to be of importance. The destruction of 
enamel, therefore, would appear to be a process of 
decalcification. No satisfactory explanation has, however, 
been put forward to explain why acids formed on the sur- 
face of a tooth should combine with the fixed calcium of 
the enamel rather than with the more freely available 
calcium ions in the saliva, and little account has been taken 
of the buffering properties of the saliva. “Latterly, more 
attention has been paid to the organic_component of the 

1 Independent Pract , 1885, 6. 289. 
2 J. Amer. Coll. Dent. 1944, 11, 243. J. Dent. Res., 1947, 26, 181. 
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enamel, and it is now recognized that, although it forms an 
apparently insignificant part\when assessed by weight, when 
account is taken of the different density it is found that by 
volume it forms about 5% of the enamel. ‘Until recently 
histological investigation has been limited to the examina- 
tion of hard-ground sections, because the organic matrix 
is also freely soluble in acids and was lost when attempts 
Were made to prepare a decalcified section by ordinary 
methods. But Frisbie? at San Francisco and Sognnaes? 
at Harvard have now overcome this difficulty and, 
using special methods of fixation, have demonstrated 
that the organic matrix of the enamel can: be preserved in 
decalcified sections. Frisbie and his co-workers have thus 
been able to produce convincing histological evidence ‘that 
the initial stage in enamel caries is the result of a bacterial 
attack on the organic matrix, but so far they shave not 
succeeded in isolating any mouth organism that will attack 
enamel in vitro. ` 

In 1937 Dr. P. Pincus* demonstrated that certain proteo- 
lytic bacteria could bring about the disintegration of enamel 
in a media that remained above pH 7 and contained no 
carbohydrate. They presumably did this by breaking down 
the organic matrix. In this issue of the Journal he describes 
more recent work which suggests a double action. He con- 
siders the enamel matrix to be a mucoprotein containing 
mucoitin sulphuric acid, and he claims to have isolated from 
the mouth an organism that produces an enzyme, sulphatase, 
that can break down a mucoprotein and at the same time 
liberate sulphuric acid ; the latter combines with the calcium 
phosphate and forms a more soluble salt. That caries is, 
in fact, the result of such a process awaits further proof. 
So far no one has succeeded in isolating an organism from 
a carious lesion that will attack the organic matrix of intact 
‘enamel. The problem would now appear to rest with the 
bacteriologist. A solution is urgently required, for until 
it is found it is impossible to plan the prevention of caries 
in a rational way, 


PENICILLIN IN PSITTACOSIS 


The first indication that penicillin had a therapeutic action 


in any virus disease was the work of Heilman and Herrell! 
on the treatment of experimental ornithosis in mice. Using 
a strain of virus derived from a pigeon, they were able 
by penicillin treatment to reduce the mortality from 87.5% 
to 5% when inoculation of the virus was intraperitoneal, 
although the disease produced by intracerebral inoculation 
was little affected, presumably because of the inability of 
penicillin to pass the blood-brain barrier. Since then 
there has been further experimental evidence that peni- 
cillin has an action on this virus, and there have also been 
clinical reports of the penicillin treatment of human psitta- 
cosis. These are reviewed in this issue on p. 362 by 
Dr. J. R. Tasker, who adds a report of a further case of 
peculiar significance. The circumstances of its occurrence 
enabled the diagnosis to be made at an exceptionally early 
stage, and the attack was evidently a severe one. The 
large doses of- penicillin which have been calculated on 
the basis of animal experiments to be necessary for con- 
trolling this infection were given from the first, and the 
‘rapid abatement of fever and the general clinical improve- 


1 Proc. Mayo Clin., 1944, 19, 57. 


_, the drug of choice is 


“been treated with aminopterin ; 


ment which followed can have been due only to the 
treatment. 

This comparatively rare form of virus pneumonia is 
the only one for which penicillin is of any value—in 
primary atypical pneumonia it is without effect. For the 
treatment of this and perhaps certain other virus diseases 
“aureomycin ’—the new antibiotic 
which has so astonishingly enlarged the effective range of 
chemotherapy. The successes achieved by this drug have 
in part falsified the general belief in the insusceptibility 
of viruses as a whole to the action of antibiotics. On the 
other hand, it should not be supposed that there is any 
immediate prospect of effective chemotherapy for the 
majority of virus diseases: among those on which no 
known drug has any effect are poliomyelitis, influenza, 
and the common cold. 


CHEMOTHERAPY OF LEUKAEMIA 
Many drugs have been used in the treatment of leukaemia, 


but, since palliative effects only have been obtained, assess- 


ment of their value is very difficult. Arsenic and benzene 
had the disadvantage that when given in adequate doses 
they often caused toxic reactions. In cases of chronic 
leukaemia prolonged remissions have been reported after 
treatment with urethane’ and nitrogen mustards,? though 
no permanent cure has been obtained with any of these 
compounds, Until publication of the work of Farber and 
his colleagues? acute leukaemia was thought to be uninflu- 
enced by drug therapy. These American workers, how- 
ever, found that the extremely potent anti-folic-acid agent 
4-aminopteroylglutamic acid or “aminopterin” caused 
remissions in children suffering from acute leukaemia. 
Although aminopterin is most effective in children there 
was an indication that it might sometimes be beneficial 
in cases of acute leukaemia in adults. Aminopterin has 
been used in this country during the past year, and tem- 
porary remissions in the course of acute leukaemia in 
children have been obtained. The drug is very toxic, and 


' for this reason treatment cannot usually be continued for 


any length of time. A new folic acid analogue, 4-amino- | 


' N?°methylpteroylglutamic acid, appears to be more effec- 


tive than aminopterin in the treatment of leukaemia in 
mice.* A few cases of monocytic anaemia in adults have 
its action in bringing about 
temporary remissions is remarkable. One such case is 
described in this issue of the Journal by Dr. P. L. de V. 
Hart, and other case reports are being prepared for pub- 
lication. These results are important, for they should lead 
to a better understanding of the nature of leukaemia and 
also, perhaps, to effective chemotherapy of the disease. 


Lord Horder has been appointed’ an Extra Physician, 
Sir James Walton an Extra Surgeon, and Sir Morton Smart 
an Extra Manipulative Surgeon to His Majesty’s Medical 
Household. 


gae foe E., ApThomas, I., Haddow, A., and Watkinson, J. M., Lancet, 
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THE WORLD HEALTH ORGANIZATION AND 
TUBERCULOSIS * ' ' 
as i 
J. B. McDOUGALL, C.B.E., M.D., F.R.C.P.Ed., F.R.S.Ed. 
Chief of Tuberculosis Section of WHO 
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From the earliest meetings of ‘the World Health Organization 
tuberculosis was regarded as one of the subjects to be, given 
the highest. priority in its deliberations. An international com- 
mittee was set up by the World Health Assembly to lay down 
certain principles as a general guide for future action. In the 
first report of the committee, which was accepted by the World 
Health Assembly in 1948, a number of techniques recommended 
for adoption were set out briefly. I propose to enumerate the 
most important of these and to refer to the action which has 
so far been taken to implement them. i 

It is necessary first to determine the extent of the’ problem 
of tuberculosis in each country, the facilities at its disposal, the 
manner in which they are being used to tackle the problem, and 
the additional facilities required. Officers from the tuberculosis 
section of WHO have already visited Poland, Belgium, Hungary, 
Switzerland, Greece, and Ethiopia and have studied all aspects 
of the tuberculosis problem. Other officers are conducting 
similar surveys in South-East Asia, the Eastern Mediterranean, 
and Central and South America. A schedule has been prepared 
which ensures that the information obtained from each country 
is as uniform as possible. In this,way it is hoped that com- 
parable facts will soon be available from a very large number 
of countries. 

A second important problem is recruitment and training. In 
most countries there are not enough trained workers in the 
tuberculosis field. Travelling fellowships in four special fields 
—administration, epidemiology, laboratory work, and clinical 
work—are being awarded to the countries most in need. For 
the present year the number of fellowships in tuberculosis 
alone ‘is limited to 34, but in 1950 it is hoped that at least 50 
will be available. The policy here is to select the more senior 
officers who are already in key positions in their Government’s 
service and who can be spared for periods of from four to six 
months to obtain a wider view of the work they are normally 
called upon to do. ; 

Next, it is felt that the best way to get a new programme 
started or to improve a poor one is by means of field services 
in one of the special fields of tuberculosis control. Well- 
trained teams even with limited supplies and equipment can 
demonstrate what should be done and how to do it. The size 
of the team, and the length of its stay vary, but the object’ is 
to keep the team small and to limit the period of stay to a 
minimum. These teams take their own supplies and equipment, 
and it is an essential -condition that the country shall agree ` 
beforehand to take over the project as soon as sufficient of its 
own personnel have been trained. 

Thus in China a small team has trained local doctors in the 
miniature film method for mass surveys.’ Seven centres have 
been established in the country at Shanghai, Peking, Tientsin, 
Nanking, Mingpo, Hangchow, and Canton, and the entire 
tuberculosis dispensary organization has been overhauled. The 
techniques of tuberculin-testing and B.C.G. vaccination have 
also been demonstrated, vand some 70,000 cases have been 
examined during the past year.-~ Assistance’ has been given in 
the formation of a new national tuberculosis association. In 
addition WHO arranged with the authorities for 12 Chinese 
doctors to visit Europe and the United States during 1947 and 
1948. Those doctors have now returned to their native country 
` to continue the work started by WHO. ; 

In Poland, the Government has been advised on’the establish- 
ment of a model tuberculosis scheme for the province of Lodz, 
and during 1948 one of our x-ray technicians was working 
constantly in the country, erecting and often repairing apparatus 
ee 


*Summary of an address given to the British - . 
‘Association at Cambridge on April 6. ritish “Tuberculosis 
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which had.been given by Unrra. The same technician trained 
over 100 students in elementary technical work, and as a result 
apparatus which was previously of no value to the country is 
now functioning well. 

In Greece, the efforts of the Unrra team which was in the 
country in -1945-6 ‘Were continued through 1947 and 1948, 
though on a smaller scale. Even so, some 300,000 people have 
been x-rayed and, after careful checking, a morbidity rate of 
nearly 3% of clinically significant cases has been established as 
common to most urban communities. A new chest hospital 
has beef set up, and it is fair to say that in Athens especially 
progress in diagnosis and treatment has gone on apace. 
Unfortunately, however, work in the provinces has suffered 
owing to the civil war. 

Another WHO team visited Madras in the summer of 1948 


` with the object of establishing a B.C.G. laboratory which would 


serve South-East Asia. Between May and December, 1948, the 
laboratory was equipped, and vaccine of the required potency 
was available at the end of the year. 


A 


International Children’s Emergency Fund 


Perhaps the most important work undertaken has been in 
association with the International Children’s Emergency Fund, 
which has as its special responsibility the B.C.G. vaccination 
campaign in many parts of the world. WHO takes no direct 


. part in the field work of this activity but confines itself to giving 


technical assistance and advice on the research aspects of this 
project. i 

Already in Europe some 8,000,000 persons have been 
tuberculin-tested and 3,000,000 vaccinated, and at this moment 
a campaign is extending into India, Ceylon, Morocco, Algiers, 
and Tunisia. Shortly it will be further extended in China, and 
requests for assistance have also come from Mexico, Ecuador, 
and Bolivia. A research group is trying to obtain morë precise 
data on details of technique and results, and to evaluate the 


` B.C.G. vaccination programme in the prevention of tuberculosis 


morbidity and mortality. Some indication of the importance 
which the executive board of WHO attaches to this research 
is reflected in the proposed estimate for 1950, when 
a sum of approximately £75,000 will be available for this 
work. 

Perhaps one of the most difficult and. yet most valuable func- 
tions of WHO is that which aims at developing and recom- 
mending uniform procedures, whether it be in tuberculin testing, 
classification, laboratory diagnosis, or in the evaluation of new 
chemotherapeutic agents such as streptomycin. Already a 
streptomycin subcommittee has met in New York and has 
published its recommendations.. The International Children’s 
Fund has given supplies of streptomycin to some countries in 
Europe, and a WHO expert is supervising the clinical trials 
and endeavouring, to get some uniformity in the documenta- 
tion of cases. So far as the classification of tuberculosis is 
concerned WHO has requested all member Governments to 
express their opinion on the simplified classification by the four- 
digit code method which has already found favour in Denmark 
and the U.S-A. : ; 

This brief review of the initial work of WHO would be 
incomplete if I did not refer to the great desire which the 
organization has to work in the closest possible harmony with 
the International Union against Tuberculosis. WHO is essen- 
tially an inter-governmental agency and makes no direct contact 
with national organizations. The policy is to contact national 
voluntary organizations only through ‘the accredited inter- 
national agency. In view of the vast amount of work which 
has been done, and is still being undertaken, by voluntary 
agencies in many parts of the world, it seems imperative that 
there should be an efficient and powerful international volun- 
tary agency to collaborate with the innumerable voluntary and 
private agencies in many parts of the world which are interested - 
in stemming the death rate from this disease. The recent 
suggestion therefore that the present International Union should 
be reorganized to assume its rightful responsibility in this work 
is welcomed by WHO, and the fact that,the present director- 
general of the Union, Professor Etienne Bernard, is also a 
member of the Expert Committee of WHO on tuberculosis 


` the very magnitude of the task which’ attracts. 
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does something to ensure that there will be a close co-operation 
between the two organizations. 

The international approach to tuberculosis control is‘ one 
which I believe must be encouraged. -Not only is this missionary 
work welcome, but I do not hesitate to say that: those who go 
into the back. Janes and alleys of the globe learn more about 
tuberculosis epidemiology than they had ever known. It is 


The function. of an international -organization in countries 
with undeveloped programmes must be to guide and direct, 
not with a view to the duplication of the schemes which may 
be successful in Western Europe or North America, but only ` 


in directions in which we feel sure these countries will be able to 


` follow within the limitations of their own economy and availablé 


personnel. International assistance must never be substituted for ` 
national effort, for in the long run the destiny of any country’ S, 


programme must be established by its own workers, and in no 


~ sphere does this apply more than in tuberculosis, with its numer- 


t 


= 


out social and’ economic ramifications, which are best known 
only to those who are intimately familiar with local conditions. 
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STABILITY OF THE NATION’S HEALTH 
-ANNUAL REPORT OF THE MINISTRY 


.. In the report of the Ministry of Health just issued for the 


year ending March 31, 1948? the comments of the Chief 
Medical Officer, Sir Wilson Jameson, and his staff relate only 
to 1947, a year of exceptional trial for the British people. 
During the first three months the country was visited by one 
of the severest winters on record, and, fuel restrictions were 
added to scarcity of food. This was followed by the heaviest 
floods for half a century, which denuded the sheepfolds and 
threatened the harvest. Then came a period of economic crisis 
and dollar deficiency. Bread and potatoes were rationed, 


the meat allocation was reduced, the bacon ration halved, and . 


other foodstuffs increased in price. 

It is a tribute to the resilience of the people that the nation’s 
health, which had been good during the war, also withstood ' 
the rigours of- the second-full year of peace. The death: rate 
rose slightly, chiefly owing to increased mortality in the diseases 
of old age and the severity of the winter! But infant mortality 
fell to its lowest figure, notwithstanding . the highest’ birth 


Tate for a generation, and there were further falls in maternal 


mortality and in the stillbirth and neonatal death rates. There 


"was no abnormal rise in the number of sick people, though 


the average number of days of incapacity of those who, became 
ill increased. The frequency of colds and respiratory disorders 
in the January-March quarter of 1947’ was not greater than 


‘in the previous year, except among old people. 


The Epidemiological Picture 
Deaths from diphtheria were barely half those of the year 
before as the result of the intensive campaign which brought 
450,000 children _to be immunized. Scarlet fever showed a 
new low record both for infections and deaths. ‘Cases. of 


measles were numerous, but the fatality rate, already exception- 


ally low, fell once more. The deaths ascribed to influenza 
were fewer than in any year (save one) since the middle of 
the first world war. Cases of typhoid and paratyphoid ‘fever 
were fewer than in 1946, although two corisiderable paratyphoid 
outbreaks occurred, one in: Bedfordshire and the other in Cam- 
bridgeshire. There was a new fall in reported cases of syphilis 
and gonorrhoea, suggesting that the wartime, tide of venereal 
infection might now have turned. Another wartime manifesta- 


tion, epidemic hepatitis, declined almost to vanishing-point. . 


Cases of dysentery were reduced by 50%. It had been expected 
that the resettlement in this country of Jarge numbers of people 
who had served abroad in malarious areas would lead to a 





` iReport of the Ministry of Health for the Year ended March 31, 
1948, including the Report of the Chief Medical Officer on the State 
of the Public Health for the Year ended December 31, 1947, Cmd. 
No. TA. H. Me Stationery Office. 1949. 5s, net. 


‘sharp rise in the number ‘of cases of indigenous malaria, but 
only five notifications were received. 

‘The figures for whooping-cough remained Hamori 90,000 
notifications and 900 deaths, almost exactly a repetition of the 
year before. Vaccination against whooping-cough has not 
yet reached the status of immunization against diphtheria. In 
1947 there were more cases of smallpox than.in-any year 
since 1934. An unsatisfactory feature was that 6 of the 78 cases 
were in persons who should have been protected by recent 
vaccination—a doctor, a sanitary inspector, a nurse and kitchen 
maid in a hospital, a medical student, and a man working on a 
disinfection plant. Three of them had received vaccination in 
infancy, but the ‘others had not been vaccinated at all. 


Poliomyelitis í 
A féature of 1947 was the outbreak of acute poliomyelitis, 
which reached the unprecedented incidence of 18 per 100,000— 
four and a half times that of the highest epidemic previously 
recorded (1938). Fortunately the case fatality of 9.1% was 
the lowest on record. ' During the years 1913 to 1946 the case 
fatality varied between 20 and 30%, except in 1918, when 100% 
case fatality was recorded. This was probably due to some 
confusion with deaths from influenza and encephalitis lethargica 
in that year of great epidemics. , + 
The report gives an account of the measures taken to limit 
the.outbreak. . No disease, as Sir Wilson Jameson says, presents 
more numerous or difficult problems, or causes more family 
or communal distress.- 
noted. Roughly about one-third of the cases were under 
five, one-third between five and fifteen, and one-third over 
fifteen, and it was among those over fifteen that two-thirds of 
the deaths occurred. In 1938 less than a quarter of the cases 
were over fifteen. The point of constancy about poliomyelitis 
is its seasonal behaviour—its summer rise and its decline with 
the fall of the year—but in 1947 the summer rise started before 
May was out'and the peak was reached in a September.’ 


“Cancer and Tuberculosis 


Deaths from cancer have recently advanced: by something 
like 2,000 a year. It is now an understatement to say, as a 
lecturer in a cancer campaign some years ago told. his audience, 
“ One in every seven of you will die of cancer.” The digestive 


organs and peritoneum are in both sexes the principal sites of - 


attack. There are about as many cases involving those- sites 
as all the other cases put together. Preparations were being 
made during the year to merge the work under the repealed 
Cancer Act with that’ of the forthcoming National Health Ser- 
vice, and a warning is given that with each Regional Hospital 
Board having its own cancer advisers the existing useful degree 
of centralization might ‘be lost. 

_ An increase of 4% was shown in deaths from respiratory 
tuberculosis. This was related to the first quarter of the year, 
when climatic conditions were exceptionally bad. The number 
of newly diagnosed cases showed an increase, explained in 


part by. the activity and awareness of general practitioners 


and tuberculosis officers. Some particulars are given of the 
mass miniature radiography units. The number operating in 
England and Wales in 1947 was 23, and'up to the end of that 
year just over two million persons had been examined. . Of 


these more than 94%. were found to.have no abnormal chest 


condition. ` 
The National Health - Service 


Many pages of the report describe the preparations for the 
National Health Service that was introduced the following year. 
But this is now ancient history. National Health Insurance 
saw its last year in 1947, and the service closed with a ‘clean 
slate. 
money was withheld from practitioners for breach of the terms 
of service, and the total sum kept back was only £130. No 
representations were made that the continuance of a practitioner 
on the medical list would be prejudicial to the Service. Although 
the figures are now overshadowed by those of the National 
Health Service, they did relate to twenty million insured persons 
and to the issue of 67 million prescriptions. The average 
cost of the prescriptions was 1s. 14d. 


The change in ‘age distribution is 


~ 


~ 


During the year there were only six cases in which’ | 
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The amount of short-tefm sickness which was nöt reflected 
in the vital statistics and notifications is the subject of -a` note 
from the Government ‘Actuary’s department. '. A ‘sharp rise in 
the level’ of short-term sickness duting the war became general 
in 1942, perhaps owing to war fatigue, and was maintained until 
the, middle of 1945. Since the end of the war there has been 
a gradual downward trend. The social’ survey, in which 
representative samples -of the ‘population are visited in their 
homes, tells the same story. Medical consultations, excluding 
those concerned with patients in hospital, averaged 4.5 per 
person between the ages of 16 and 64 during the whole year, 
and 7.1 per person aged 65 and over. The average proportion 
of people over 65 who said that they had ‘been free from 


` illness or injury during the: three months preceding the inter- 


view was 27,%. ! ; 

The nutritional state of the people remained satisfactory. 
Although there was rationing of bread and potatoes the allow- 
ance was generous. Special attention was paid by the school 


medical service to the nutrition of adolescents, and in various’ 


surveys from 93 to 96% of this ‘section of the population were 
found to be in good nutritional condition. In 17 areas there 
was a Slight but definite decline in weight in children in 1947 
as compared with 1945. The rations and allowances of the 


school child were still sufficient for his needs, and the number 


of children taking school meals and milk had increased. 


= 


. "Mental Health and Other Services 


For the ‘first time the report includes a chapter on ‘mental 
health, a subject formerly discussed in the annual reports of 
the Board of Control.. There is still considerable overcrowding 
in public mental hospitals,” in ‘comparison with recognized 
standards. The overcrowding is serious enough in itself, but 
it has been kept within limits partly because many mental 
‘hospitals have decided to limit admissions to certified cases’ and 
have declined to receive. voluntary patients. This is detrimental 
‘to the whole.system of voluntary treatment and involves great 
hardship to people in the early stages of their illness. Never- 
theless, the proportion of voluntary admissions continues to 
increase, and in 1947 more than half the total admissions were 
voluntary. Vs : 

The report contains an immense amount of information on 
other subjects. It tells the story of the National Blood’ Trans- 
fusion Service, under which, in 1947, 235,492 3-pint bottles of 
blood and 64,407 bottles of dried plasma were distributed. 
There is a chapter on hospital planning, though the Ministry 
does not commit itself deeply on the question of standards. 


. It is pointed out that standards discourage experiment, and that - 


it is impossible to foresee the conditions that will prevail when 
‘building can be freely undertaken. . 
The. work of the Public Health Laboratory Service is des- 


cribed. .This service was greatly expanded during 1947. A. 


point of importance mentioned in this section is the increased 
number of food-poisoning outbreaks, which reached 765: in 
1947. Most of these outbreaks were due to salmonella infec- 
tions, and attention is drawn to the part which imported spray- 
dried egg may have played in their propagation. But it is clear 
that in many cases of food poisoning*it is the human element 
that introduces bacteria into the offending food. The two 
precautions enjoined are that those who handle food should 
- observe scrupulous cleanliness, and that food should be eaten 
aS.soon as possible after preparation. 
which often takes place in canteens with the left-over dishes, 
does not destroy: staphylococcal enterotoxin. s 

Dr. Melville Mackenzie gives an account of'the work of the 
interim commission of the World Health Organization and its 
eleven expert committees. Dame Katharine Watt'describes the 
- efforts to overcome the shortage of nurses. Dr. Stock reviews 
the problems that confront port health authorities. The 
Ministry’s activities in connexion with housing ‘are. discussed in 
another section. Despite the difficulties of the national econo- 
mic situation a quarter of a million families were provided 
with new homes during the year. A sidelight is thrown on 
the Ministry’s public relations department when it is men- 
tioned that telephone inquiries by journalists during the year 
numbered 10,000. a ian 


STABILITY OF THE NATION'S HEALTH 


Reheating of -food,’ 


, 
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_ This’ is probably the most comprehensive document ever 
issuéd from the department. It deals with the end of'an era, 
and the next report will describe new incursions by the State 
in the field; of health and medicine. Perhaps it is appropriate 
to close ‘this review with Sir Wilson Jameson’s tribute tc 
voluntary: services : “ This country has always' been fortunate 
in having at its disposal the help of'experienced voluntary organ- 
izations 'and of an army of able and enthusiastic voluntary 
workers. Never was voluntary service ‘more welcome than 
it is now, and I. would make special acknowledgment of the 
‘great assistance the medical side of the Ministry has received 
from such sources during my term of office.” 


` 


~ 


ALCOHOLISM IN SWITZERLAND 

' KELYNACK MEMORIAL LECTURE 
Dr. Henri REVILLIOD, of Geneva, gave the third Kelynack 
Memorial Lecture to the’ Society for the Study of Addiction 
at. the Medical Society of London on July 12. His subject was 
“Some Aspects of the Problem of Alcoholism in Switzerland.” 
Discussing the drinking habits of his countrymen, Dr. Revilliod 





. Said the Swiss drinks 100 times,more wine and four times less 


beer: than the Englishman. The wine habit had an obvious 
relation to the agricultural economy of the country, and the 
vine had been cultivated in French Switzerland since the time 
of the Romans. The vineyards to-day, however, covered less 
than half the area they did 45 years ago.’ 

Spirits had been distilled in Switzerland since the sixteenth 
century, at first in the form of cherry and plum brandy. Since 
the beginning of the nineteenth century “ schnapps” had been 
made from potatoes, and the moral and material misery that 
this liquor produced among the peasants resulted in the intro- 
duction of. the federal alcohol monopoly in 1885. The effects 
on the descendants of the schnapps drinkers were shown by 
the number of abnormal children and young men unfit for 
military service now seen in the-country. In 1930 the monopoly 
was extended from potato distilling to that of seed fruits, and 
the consumption of spirits fell from about 6 litres to 2.5 litres 
per head. Aperitives were drunk widely, especially in the 
French-Swiss towns. 

Beer, nearly all of which was brewed in the country, occupied 
an important place among the alcoholic beverages of Switzer- 
Jand. At an establishment for patients in an advanced stage of 


alcoholism, beer-drinking alone was responsible for 48% of 


the cases, ‘Fermented cider was drunk in some quantity in 
north-east and central Switzerland. ' 

_ Dr. Revilliod remarked that a relatively slowly developing 
form of alcoholism was seen in his country. In observations 
made during the four-year period 1933-7, Professor M. Roch, 
head of the medical clinic at the Hospital of Geneva, demon- 
strated that alcoholism occurred in 48% of male patients coming 
under his care for various illnesses. Similar observations were 
reported | from Zurich. Cirrhosis ,of the liver, detected at 
necropsy, was more frequent in Switzerland than in any other 
country. It occurred in about 7. to 10% of post-mortem 
examinations. The yearly admissions to Swiss mental institu- 
tions of patients suffering from psychoses due exclusively to 
alcoholism numbered 20 to 25% of male entrants and 3 to 5% 
of: females. These figures declined during the war but rose 
in the period 1946-8. — 


Measures Against Alcoholism 


In Switzerland, as elsewhere, said Dr. Revilliod, legislative 
measures against alcoholism were preceded by the action of 
groups ‘of private citizens. In 1876 a young Swiss pastor, L. E. 
Rochat, launched the “ Blue Cross ” movement for reclaiming 
drunkards., Twenty-five years later this society, which was 
based upon total abstinence, had about 38,000 members in 
Switzerland and other countries. Auguste Forel, the psychiatrist, 
introduced the “Good Templar” order, which had the same 
object as the “Blue Cross” but no religious: associations. 

As another means of preventing the abuse'of alcoholism the 
production of non-fermenting fruit juices, such as apple juice 
or grape juice, was’encouraged. -The taxation of alcohol jn >- 
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Switzerland was at present very much lower thar “in other 
countries and did not amount to'even 10% of the Swiss people’s 
expenditure on drink, compared with 40% in Great Britain. 
The cantons were obliged, however, to allocate at least 10% 
of the revenue derived from the alcohol monopoly to the 
assistance of inebriates and the support of organizations engaged 
in this task. The cantons possessed the right to pass licensing 
laws, to restrict the number of public houses, and limit the 
serving of drinks to minors. The majority of the cantons also 
possessed a law which permitted the authorities to intern alcohol 


addicts for four to 12 months in a rehabilitation establishment.’ 


In Switzerland there were 75 anti-alcoholic: dispensaries, in 
which alcoholics received advice, aid, and free treatment. If 
the gravity of their case required it, they were placed in a 


rehabilitation establishment or in a medical or psychiatric clinic. 


There were nine homes for inebriates—six for men and three 
for women—all free institutions subsidized by the State. Since 
1947 a consultative commission of legislators and medical 
experts had been created to co-ordinate the efforts of the 
cantons and the associations in treating alcoholism. 

The treatment of alcohol addiction by apomorphine had 
given good results in the department of neurology of the Hos- 
pital of Geneva. Intravenous injections of alcohol appeared 
to be efficacious for calming the delirium tremens. “ Antabuse ” 
had also been used in Switzerland, but: was considered by the 
speaker to be not without danger. 


- 








BEIT MEMORIAL FELLOWSHIPS FOR MEDICAL 
RESEARCH 


Report of Trustees for 1948-9 > 


Sir Alfred Beit resigned his seat on the board of trustees in 
October, 1948, the trustees accepting his resignation with great 
regret. Sir Alfred had been a trustee since the death, 
in December, 1930, of his father, Sir Otto Beit, the founder 
of the Trust. ‘Mr. R. A. Hornby has been.elected as a trustee 
in his place. In April, 1949, the death of Lord du Parcq, who 
had been a trustee since 1947, was announced. ’ The Right Hon. 
Lord Simonds, P.C., has been elected a trustee in his place. 
The trustees noted with great satisfaction that during the 
year two of their Fellows, Dr. W. T. J. Morgan (1927-9) and 
Professor F. G. Young (1932-6) have been elected to the Fellow- 
ship. of the Royal Society; and that the newly appointed 
secretaries ‘of the Medical Research Council and the Agricultural 
Research Council—namely, Professor H. P. Himsworth and 


Dr. W. K. Slater, respectively—were Fellows in the years © 


1932-5 and 1923-8. Professor Himsworth was a member of 
the Advisory Board, and in view of his new appointment asked 
the trustees to accept his resignation. The trustees . have 
appointed Professor G. W. Pickering in his place. 
Elections to Junior Fellowships (normal value £600 per 
annum) have been made as follows: D. V. Bates, M.B., B.Chir., 
to carry out research on respiratory function, at the Dunn 
Laboratory, St. Bartholomew’s Hospital, London; D. B. 
Carlisle, B.A., to study the mechanism of the production of 
the anterior pituitary hormones, at the Department of Zoology 
and Comparative Anatomy, University ‘of Oxford; B. Cinader, 
Ph.D., to investigate the formation of multiple antibodies to a 
-single antigen and to examine their properties, at the Lister 
Institute of Preventive Medicine, London; J. T. Davies, Ph.D., 
-to investigate the nature of the excitation of living cells by 
examining the closely similar case of built-up films of materials 
which recent work suggests to be responsible for the permeability 
of cell walls, at the Royal Institution, London’; D. T. Elmore, 
B.Sc., to examine the hydrolysates of nucleic acids, at University 
Chemica] Laboratory, Cambridge; A. S. Jones, Ph.D., to study 
the immunochemistry of bacterial nucleic acid complexes, at 
A. E. Hills Laboratories, Chemistry Department, University of 
Birmingham; June Lascelles, M.Sc., to study the metabolic 
function of folic acid and para-aminobenzoic acid, at the 
Department of Biochemistry, University of Oxford; E.<Reid, 
B.Sc., to study the pituitary growth hormone in relation to 
metabolic processes, at the School of Biochemistry, University 
of Cambridge ; B. D. Wyke, M.B., B.S., to’ carry out quantita- 


4 


tive studies on the electrical activity of the brain in patients 
with various types of central nervous system disorders of both - 
organic and functional type, at the Department of Surgery, 
University of Oxford, and at the Radcliffe Infirmary, Oxford. 
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AN ELIZABETHAN SURGEON 


Thè Selected Writings of William Clowes, 1544-1604. Edited, 

with an Introduction and Notes, by F. N. L. Poynter, B.A., 

F.L.A. (Pp. 179. 15s.) London: Harvey and Biyth, Ltd. 
William Clowes is a familiar figure in the medical history of 
this country, but few have any acquaintance with his actual 
writings. This is regrettable, since Clowes was not only one of 
the founders of British surgery but a writer whose works— 
in English, not in Latin—embody the spirit of the Elizabethan 
age. The reason certainly is that the works themselves are 
now amongst the scarcest of English medical works, and Mr. 
Poynter therefore deserves gratitude for his charming selection 
from Clowes’s writings and for his scholarly introduction and 
editing. i} 

Clowes was born in 1544—and not in c. 1540, as the editor 
shows convincingly—and, after serving as a surgeon to 
Leicester’s expedition to Normandy, became full surgeon to 
St. Bartholomew’s Hospital and surgeon to Queen Elizabeth. 
He had great experience of military surgery, and quotes freely 
from the practice of the father of that branch of surgery 
Ambroise Paré. Of his three books the last, dealing with Struma 
or the King’s Evil, appeared in 1602 and was not again reissued. 
His other two works, on the Morbus Gallicus and his Prooved, 
Practise for all young Chirurgians, are a bibliographer’s night- 
mare. They both went through several editions, changing their 
titles from time to time. 

The work on surgery is the better-known and probably the 
more important from the medical aspect. This work is written 
in the’ form of a series of case reports, in which the author 
sets out in vigorous prose the cause of the conditions, the 
patient’s relations with his doctors, and the treatment adopted 
by Clowes himself. Some of his operations are a great credit 
to his. knowledge and experience. ~For the arrest of haemor- 
rhage after amputation he employed a styptic powder which 
he tried out thoroughly before making it available for the use 
of others. He was not keen on the cautery, and in one passage 
he refers to “the hot glowing irons, which are very offensive 
to the eye.” His instruments were on the whole those of Paré,- 
modified to suit his own needs. These were rough. days, and a 
surgeon who failed to cure—or even to please—a powerful 
patient stood a good chance of being maltreated by the house- 
hold servants. At that date the surgeon had not become eman- 
cipated from astrological beliefs, and in one report Clowes 
says that one of his patients was in greater danger because he 
got his wound very near the full of the moon. He despised 
and hated all quacks, and he had:no illusions about the hard 
work required before a man could become a good surgeon. 
“For anyone to suppose or dream that the art comes to a 
man by succession, because happily his father was a good 
surgeon, it is a paradoxical opinion, very foolish, absurd and 
fantastical.” ze ` 

In ‘the time of Clowes syphilis was rife in this country. He 
says that at St. Bartholomew’s half of all patients seen were 
suffering from that disease, and in five years over a thousand 
patients had treatment for it. In one passage he’ describes the 
tragic effect of inhalations of brimstone and mercury used in 
treatment. His`small book on the King’s Evil is of great 
interest also to the social historian. It contains an interesting 
account of the treatment which a patient adopted after having . 


‘been “touched” by the Queen. “I never applied any medi- 


cine at all, but kept it [the lesion] clean‘with sweet and fresh 
clean cloths, and now and then‘washed the sore with white 
wine.” A flight from the doctrines ‘of Guy de Chauliac ! 
This book, carefully edited and well produced, should be of 
value to all who are interested in the history of surgery. 
E.. ASHWORTH UNDERWOOD. 


` 
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HEADLAMP “FOR E.N.T. SURGERY 


Mr. G. W. Morey, of Lincoln, writes: The problem 
of designing a satisfactory headlamp is a most difficult 
one which has interested me for more than ten years. 
In order to be efficient, such an instrument must conform to 
the following standards : (1) the light must be of high intensity ; 
(2) the beam must be either coincident with, or parallel to and 
in line with, the visual “axes ; (3) the light must be* focused 
into a clear homogeneous circle ; (4) the whole apparatus must 
"be light in weight and not be too bulky; (5) it must not get 
too hot. 
Bulbs varying from 2.to 24 volts have been manufactured 
for my experiments. Unfortunately, though the higher voltage 
lamps gave considerably more light, they were unsuitable’ be- 
cause of their size and heat.’ The present lamp employs an 


` optically correct bulb of 12 volts, and has a specially wound 


horizontal filament giving 12 watts. The size of this bulb neces- 


sitates a rather bulky lamp-housing, but with an outer casing - 


for heat dissipation the instrument is light and well balanced, 
~and has been worn continuously for more than ‘three hours 
without discomfort. 


The homogeneous patch of light is of great intensity and 
sharply focused at 14 in. A feature of the lamp is an 


adjustable mirror positioned over the bridge of the nose by, 





\ . 
means of which the beam can be directed horizontally (when, 
for instance, it is desited to do a tonsil dissection from the 
sitting position) or slightly downwards. Since the light axis 
is roughly parallel to and between the visual axes it is quite 
possible to use this instrument for endoscopy.. If desired a 
hole may be made in the centre of the mirror so that, when 
adjusted over the eye, the: operator may look along the beam 
itself. The barrel of the headlamp may be moved up or down 
or rotated after slackening off a clamping screw. Once adjusted 


to the user’s individual requirements: it need not be moved - 


again. For certain ear, nose, and throat operations it may be 
found necessary to use magnifying spectacles. 
comfortably under the mirror. / 

The headlamp is carried on `a standard vulcanite headband 
and is connected by a convenient length of thin lightweight 
plastic wire to a small resistance. The shorter wire from the 
resistance to the mains terminates in a combination plug which 
will fit three varieties of sockets. It is fitted with a“ through ” 
switch, and this, when pinned by means of a towel clip under 
his gown, gives the surgeon complete control of his light. 
small connecting plug-and-socket- situated just below the switch 
allows the wire to be “broken” through the gown. 


The Jamp-is manufactured by Theodore Hamblin, Ltd. 


` These fit, 
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- of 96% of the consultant body on the other. 
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Distinction Awards 


SR, --As chairman of the medical committee of a teaching 
hospital I have recently received a signed circular letter from 
the chairman of the Distinction Awards Committee appointed 
by the .Minister of Health, inviting recommendations for the 
grading of the consultant staff into those eligible for distinction 
awards and those not, and for the further classification of 
the first category into those meriting highest, second, and lowest 
awards respectively. ` 

The letter also indicates that the Awards Committee would 
not regard with disfavour the delegation of this task by the 
medical committee to three or four of its number, these latter 
then to report their recommendations confidentially to the 
Awards Committee without notifying their colleagues what 
these are. The reason given for this invitation is the explicit 

e e it «gs a 
admission that by itself the Awards Committee cannot satis- 
factorily discharge the responsibilities its members have under- 
taken, owing to lack of local knowledge. > 

Few, indeed, would dispute that the Awards Committee has 
a wholly impossible task, but many will regard it as being so 
not from any simple matter of lack of local knowledge but 
from its very nature, and likely to remain so no matter how 
freely the Awards Committee may farm out its responsibilities 
to small bodies reporting confidentially. It is one thing to 
grade a series of posts but quite’ another to seek to grade pro- 
fessional distinction, and it passes my comprehension that. any- 
one who has spent his working life in medicine—unless as an 
administrator—could suppose that a grading of this order can 
be rationally and equitably accomplished. Even the assessment 
of purely scientific achievement in men of science, such as may 
be needed, for example, in the matter of election to membership 
of learned societies, is difficult enough, though here no vexing 
questions of money values/arise. How utterly illusory, there- 
fore, must be the hope' of pricing “distinction” in the profes- 
sion of medicine, where so many diverse factors of personality 
and achievement are involved and there are so many red herrings 
to be drawn across the trail. 

It is idle to discuss this question unless we are candid about 
it. I ask, therefore, What constitutes “ distinction” in medi- 
cine ? Is it aptitude in the variegated arts of worldly success ? 
Is’ it clinical wisdom, therapeutic fervour, or the acceptable 
usage of the forms of sickroom politeness ? Is it the gift of 
training students or fruitfulness in original research? Is it 
the acquisition ‘of seniority by lapse of years or a flair for 
planning the activities of one’s colleagues? Is it to be a Mary 
or a Martha in ,medicine ? How are these incommensurables, 
these diverse qualities of mind, heart, and worldly wisdom, to 
‘be comparatively assessed ‘in terms of sterling ? What are we 
to feel about a committee, apparently so unaware of the 
‘essential nature of what it is setting out to do that it can 
Suppose that no more is necessary for its successful accomplish- 
ment than sufficient local knowledge ? 

I submit that there is no practical answer to these pertinent 
questions and that no committee can achieve a grading of a 
congeries of diverse human qualities, arbitrarily dubbed “ dis- 
tinction” for the occasion, that will satisfy the demands of 
reason or equity on the one hand or fulfil the natural desires 
Indeed, what 
more sure way of ‘sowing discord amongst. the members of 
hospital staffs could be devised than this setting up of an ad hoc 
body to price them as though they were professional soccer 
players ; and, if university professors are to be differentiable 
like the rest of us, the invidious distinctions that are inevitable 
must make the most hardened cynic sorry for them. 

Surely we may see in this another revelation of where’ the 


\ central control of medicine is leading us—namely, from the free 


` 


status ofa learned profession to that of a sub-group of that 
drab and alien abstraction “ economic man.” Is it too sanguine 


to hope that before this irrational affair has gone any further 


there will be some protest against it, and that some of the 


~ 
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consultant body may feel that there is an element of the 
ridiculous, in our going about our daily tasks bearing a first, 
„a second, or a third class “distinction” label issued from 
Whitehall =l am, etc., - 

London, W.1, F. M. R. WALSHE. 


Royal /Medical Benevolent Fund , 


Sir,—For the first time in the history of the Royal Medical,’ 
‘Benevolent Fund the chairman’s Report is being sent to every. 
ı member of the profession in England, Scotland, and: Wales, ` 


‘Fund is essentially the profession’s own benevolent fund and — 
all members of ‘the profession should be informed of. the 


useful and valuable work which is being done to alleviate the’ 


distress which exists within our own ranks. 

-I ask all your. readers to consider the Report as one of 
personal importance and to help the work to be continued 
in the true spirit of brotherhood by giving generously to’ 
those who are in adversity. 

The Fund receives much help fon many, but, to those who 
are not subscribers I make this appeal : Please support your 
own benevolent -fund by a subscription, large or small. Help. 
to make the Fund worthy of our great and noble profession 
by having the personal support of ney medical pracunonen — 
. I am, etc., - 7 


1, Balliol House, Manor Fields, 
Putney, London, S.W.15. 


\ 


' WEBB- JOHNSON, - 
President, Royal Medical Benevolent. Fund. 


_ Torsion of Normal Fallopian- Tube ' 
SR;—Mr. R. de Soldenhoff (July 30, p. 263) reports a case 
‘of torsion of the right Fallopian tube of a woman aged 24, 
a mother of two children, and refers to some of the previously 
recorded cases of torsion of apparently normal Fallopian tubes. 


This condition occurs three times more often on the right side . 


„ than on the left, possibly because there is more room: on the, 


® 


right side of the pelvis owing. to the presence of the pelvic 
colon on the left ; movements of the caecum and lower, ileum 
may be contributory factors.’ 

No mention is made by Mr. de Soldenhoff of the fact that 
the condition may be bilateral, as in the case which I reported 
:in 1925.2 This wasim a girl aged 16 whose right tube was 
black, swollen, and twisted on its mesosalpinx, while the left 
had also undergone torsion, but to a less extent. At operation 
` the right tube was removed, and it was possible to untwist and 
‘preserve the left. Factors in the aetiology which have been 
held responsible but which cannot completely account for the 
condition may be (1) an abnormally long and free mesosalpinx, 
(2) menstruation with accompanying passive venous congestion 
(several ‘reported cases have occurred in adolescent girls at 
this time), and (3) some muscular effort. i 

If we exclude cases of torsion secondary to tubal or ovarian - 
lesions and those in which both tube and ovary are involved, 
` those which occur in the mesosalpinx of the apparently normal . 
tubes of young women are rare. Until 1929 according to 
Koster? only 11 cases (of which my case’was one) of undoubted 
primary torsion of undiseased Fallopian tubes in nulliparous, 
.women had been reported. By 1934 there were 15,‘ and by- 
- 1939 Blum and Sayre® had collected 19 cases and added one 
of their own, a girl aged 10. Iam not aware of more than one 
or two others since then. Bilateral cases are still more rare, 
albeit worthy of mention in any consideration of this very 
curious condition.—I am, etc., 

Cardiff. , LAMBERT ROGERS. 
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Psychogenic Rheumatism 


_  SıR,—I have read with interest the article entitled “ Psycho- 
genic Rheumatism ” by Drs. William Tegner, Desmond O’Neill, 
and Anna Kaldegg (July 23, p. 201). - It contains some state- 
ments which I think are misleading and should not be allowed 
to pass without challenge. ' Having in their first paragraph 
defined the term “ rheumatism ” as a group of painful disorders 


` CORRESPONDENCE 


= ———<———— SS SS See 


The Committee has felt justified in taking this. step, as the ` Was Known.” 


chave the cardiac neurosis and others, 


t 
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of the locomotor system, the authors go on to state that. the 
arthritides, neuralgias, and other somatic conditions as a rule 
present straightforward signs and symptoms. Are the neuralgias 
to be regarded as disorders, of the locomotor system, and 
what is meant'by the term “ other somatic conditions”? As 
it is written this can only mean every known disease having 
somatic. manifestations. Such statements as these certainly 
cannot help in clarifying an already complex problem. _ 

As a control series of cases we are offered a group of 15 
subjects “ suffering from a painful disorder of which the cause 
A study of the diagnoses of these cases shows that 
in fact the causes are far from obvious. Can we say we really 
know the cause of osteoarthritis ? Brachial.neuralgia is nowa- 
days a diagnosis of the. destitute ; it is not really a diagnosis at 
all, since it constitutes neither a disease entity nor a syndrome, 
and so we are left to guess at its cause in this series. I am at 
à loss to understand what is meant by a fracture of a joint, 
and by the diagnosis of cervical rib I presume the authors mean 


firmation at Operation. I was also amazed to find rheumatoid 
arthritis in this motley list of diseases of allegedly known 
causation. Notwithstanding the recent work on this condition, 
have we really got as, far as defining the cause? I think the 

authors might: with profit have included this case among the 
patients under review rather than among the controls. 

. A statistical analysis of only 15 cases must aab: 
lead to serious criticism, and I certainly ‘do not consider that 
the authors have made a case for placing “ this type of rheuma- 
tism in a class apart from the hitherto recognized disorders.” 
The line of: distinction is by no means as clear-cut as they 


- would have us believe, and as yet I see no reason to believe that 
it actually exists. 


I. observe that in no less than five of the 
15 controls the physical condition is ‘stated to have been 


Bot 


compression of nerve trunks by such a structure with con- 


- 


accompanied by nervous symptoms, but these are suminarily : 
dismissed by. the authors as secondary or even unrelated. This — 


is much too/facile an explanation, ‘and especially does this 
apply in the case of ‘rheumatoid arthritis. 

Taken as a whole I find this paper a somewhat timid and 
constricted approach to a subject which is indeed worthy of 
the closest study in view of the high morbidity of the so-called 
rheumatic disorders. 
the work of Flanders Dunbar and her colleagues on, this sub- 
ject. In doing so they have missed what I consider to be 
the fundamental point at issue—namely, that in- probably all 
the rheumatic disorders there are important psychogenic factors. ' 
to be reckoned with, and the real task is to decide how great 
is their importance. In attempting to split off a sub-group the 


„authors are pursuing the blind alley of fractionation, whereas f 
_ what we really need is unification and the establishment of the - 


principles.common to the group as a whole.—I am, etc., 
London, N.W.3. M. J. PARSONAGE. 


Sir,—It -was well said by T. A. Ross that “all illness is 
due either to bodily changes or to mental changes or to both. 
The mental changes can produce symptoms in every part of 


‘the body, and therefore every teacher of medicine must be 


prepared to recognize it, to treat it, and to teach it.” Drs. 

William Tegner, Desmond O’Neill,. and Anna Kaldegg, the 
authors of the-careful and interesting paper published in your 
issue of July 23 (p. 201) have adopted a regrettable attitude 
when they segregated certain psychoneurotic invalids according 
to their symptoms and labelled them as suffering from “ psycho- 
genic rheumatism.” 


And you, Sir, in your leading article (p. 221) quoted a still 


recognized in the United States. 


Mi 


The authors have apparently disregarded’ _ 


Furthermore they offer this originally: . 
» American product to us to be accepted as a disease entity. 


` more startling concept—the musculo-skeletal psychoneurosis l 


Where does 'this sort of classification stop? We already. 7 


and ‘obviously every 
well-known chronic illness could adopt a “ psychogenic ” form 


as a common or ‘rare subdivision. ‘The diagnostic features of | 


psychogenic rheumatism quoted in the paper are the diagnostic 


features of conversion symptoms in any other parts of the body: - 


and of all types, with, in the summary, the important omission 
of the patient’s attitude 9 the symptoms and to ws illness in 
general. ; 


- ` 
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Cases such as`those'quoted are common in all communities. _- skeletal origin that cannot) be rationalized to a'recognized 


The series was of interest and value in describing briefly the 


personality and. background of the type of patient to“devélop ` 


such symptoms. But all these patients might. under different 
circumstances equally well have developed locomotor, effort- 


v. syndrome, neurological,’or ‘abdominal Symptoms, or persistent 


beguiled with. ` Thè diagnosis in each case was psychoneurosis, 
and the presumptive diagnosis of rheumatism was wrong. > ~- 
` This may seem a small. point./ But it is of first importance ` 
that all medical training should be directed towards recog- 


nizing the group of the psychoneuroses as a disease entity in © 


whatsoever form it‘presents ‘itself. The authors of the paper 
use their valuable material to show that psychogenic-rheumatism 
is an éntity by itself—which is nonsense—instead of to show 


. that the difficulty of diagnosis between rheumatism and psycho- 


- 


neurosis is extremely difficult—which is all too true.—I am, etc., 
Emsworth, Hants. ar E. Be McDowaLt. 


Sır, —With’ reference tò the article by Drs. William Tegner, , 


Desmond O’Neill, and Anna Kaldegg (July .23, p. 201), surely 
an attempt to define “psychogenic rheumatism ” as. a clinical 


entity is somewhat unprofitable in the present -state of ‘know- - 


ledge of psychodynamics.” While no one will be‘disposed to 
deny that “significant psychiatric-abnormality ” is more likely 
to be found in patients who show no evidence of an organic 
aetiological factor, it is certain that-a considerable proportion 
of ‘patients who do show organic" pathology show in addition 
the, operation -of emotional factors (in. spite of the authors’. 
claim that.in 13 controls the ‘onset of illness appeared to be. 
fortuitous). Detailed life histories of the control group would 
therefore have been of at least as much interest as the case 
histories of the test group. | 5... yN 

A psychosomatic affection, as defined. by Halliday,’ is “a 


bodily disorder whose nature can be ‘appreciated ‘only when ` 
. are investigated in. addition to ° 


emotional disturbances ... 
physical disturbances”; and, since the authors explicitly ‘say 
that they are trying to formulate a psychosomatic’ condition, 
it is unreasonable of them to take as a diagnostic criterion 


_ “failure to conform to an, established organic syndrome.” It 


-_ 
4 


must be emphasized and' re-emphasized’ that the psychological 
and physical approaches to diagnosis—and treatment—are not 
mutually exclusive. They are-complementary. To say that a 
syndrome is either psychogenic or organic in origin is to over- 
simplify to a dangerous extent. .It would, be`of considerable, 
interest if the authors were able to correlate the complaint of ` 
rheumatic, pain—with or’ without organic. changes—with any, 
particular type- of personality or with any particular kind of 
emotional reaction-pattern.° The short case histories ‘published 
are of little help in this respect. 


There are two other questions to which the answers would : 
be interesting. (1) Would not ‘group psychotherapy of the 


„control group be worthy-of study ? Even if-this is considered 


pe 


to be therapeutically -valueless; it might- help to -clarify the 
personality pictures and- emotional reactions, of members of the 
group. (2) Is there any evidence that sufferers from rheuma- 
tism who have organic pathology Ttegard their suffering as less 
“important, interesting, and worthy .of sympathy ” than those 
in whom no organic lesion is found ?—I am, etc., 


-JAMES R. MATHERS. 
, , 7 » REFERENCE ;' 4 . ` 
1 Psychosocial Medicine, 1948, London, p. 45. 


SIR, —The article by Drs: William Tegner, Desmond O’Néeill, 
and Anna Kaldegg (July 23, p` 201) is interesting in its content 
and clearly ‘the result of painstaking work. . Nevertheless, it 
suffers from, a lack of precision in the’ definition of the precise 
syndrome under investigation. - If the term “ psychogenic 


` “io oz 
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rheumatism ” is to serve any usefùl diagnostic purpose it must ` 
be clearly differentiated from -psychoneurosis with accompany- ` 


ing somatic. symptoms. ' Otherwise the whole trend of the 


argument! i$: merely to prove the existence of sornething that ° 


-iS already widely accepted and described in standard textbooks. 


The crux of the matter appears to be the use of the word 
“ rheumatism.” As far as can be seen it is being used because 
this group of patients ‘display somatic symptoms of apparent 


1 
I - 


~ applicable ) 
} . Are we therefore to 
headache, or any: other of the myriad complaints that we are ` 


é 


pathology. \But can this be accepted.as a reason for the 
introduction of. a new syndrome? ` Is there anything in the. 
Clinical description’ or diagnostic criteria that is not equally 
'to-a psychoneurosis ‘with somatic manifestations ? 
jettison the term psychoneurosis completely 
except in” those patients where the somatic symptoms are 
absent ? 3 : 
“It is hard to see what has. been gained and easy to see the 
difficulties added to an already confused diagnostic picture. For 
- the picture, is confused.: At one end of the scale there is the 
frank psychoneurosis with diffuse,. sometimes contradictory; 
somatic symptoms. At the other end there is the “ organic” 
non-articular. rheumatism ; the “neuralgia” of approximate 
segmental, distribution ; the fibrositis conforming to a recog- 


` nized anatomical and physiological pattern. In bétween there 


is every shade of variation in the clinical picture presented. 

Others may feel with me that an either/or approach to the 
problem is a fallacious simplification and that the approach 
should ‘be in terms of the whole organism, psyche and soma, in 
relation to its environment. f 

The authors give fiye diagnostic points under the heading 
“ Diagnosis and- Treatment.” I feel it would be wrong to pass 
over’ without comment the fifth point they list—“ lack of 
response to physical treatments.” Surely the essence of diag- 
nosis is that it should be made on positive evidence, and this 


, is generally recognized to be. of particular importance in the 


psychoneuroses. Initial fruitless treatment based on an error 
in diagnosis undermines the confidence -of the patient when the 
error is corrected and may tend to fix the somatic’ pattern 
more firmly. In addition subsequent treatment is rendered 
more difficult. We all make such errors frequently, but it 
should always -be recognized primarily for what it is, an error, 
and not be elevated to the false dignity of a justifiable diagnostic 
“point,” Furthermore, if we accept the validity of this view, 
the converse is equally acceptable. That ‘is that the success 
of organic therapy in the relief of symptoms can be accepted 
‘as ‘satisfactory proof that the organic diagnosis was correct. 
It only needs to be stated for the weakness of the reasoning to 
be /apparent.- The physiotherapy departments to-day bear 
witness to this faulty logic—I am, etc, ` 


London, W.2. ` A. F. KENNEDY. 


r 


' Ra “ Fibrositis ” and Rheumatism 
Sm,—lIt is a great pleasure to me to find Dr. W. S. C. 
Copeman (July 23, p. 191) ranging himself on the side of those 
who, like myself, no longer believe that the fibrous tissue in 
the muscles of the trunk becomes inflamed for no apparent 
reason and a disease called “ fibrositis ” results. This support 
indeed helps, as Dr. Copeman claims, to turn over a fresh page. 
The question is, however, whether in connecting: pain at the 
posterior aspect of the trunk with fatty lobules there he is 
turning the page backwards or forwards. 
The fatty lobule idea arose in the following way. Finding 
' that healthy young men were apt to suffer “ fibrositic ” pain 
in the lower back, Copeman and Ackerman’ carried out post- 
‘mortem dissections on the lumbar muscles in a number of young 
‘soldiers, whether 'they had previously had backache or not. 
Had their assumption been securely based all might have been 
well., They found the-muscles normal, but discovered lobules 
of fat in and about them, to which they then related “ fibrositic ” 
pain. Their article doés not mention any investigation of the 
joints of the lower back. Their work thus rested on the dubious 
postulate that lumbar pain results not from articular but from 
muscular disorders and that it is in the muscles.that the cause 
must be sought. Since Dr. Copeman now mentions disk lesions 
‘as’a possible cause of lumbar pain he must be aware of the 
criticism invited by this muscular hypothesis, i 
‘. The article, so exhaustive-in other respects, mentions no 
‘physical signs whereby those cases can be distinguished in which 


` 


. tender deposits iri muscle are and are not causing symptoms. 


` 


enderness is stated to be considerable ʻover lobules causing 
symptoms, less so over thoSe that are not. ` This is not much 
help, and invites deception in cases of functional pain, when 


great tenderness is usually a promjnent feature. | 


r 


386 AuG. 13, 1949 


In fact there exists a very simple clinical test distinguishing 
between pain originating from a joint and from adjacent muscle. 
The function of muscle is to contract; if it does so fully and 
painlessly it cannot be causing the patient any pain, however 
tender or nodular it happens to be.’ If a muscle is made to 
‘contract against such resistance that no movement takes place 
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_ enteritis, is a serologically distinct ‘type. (3) Taylor, Powell, 


. the tension on.the muscle alters, but the joint remains stationary. 


If this attempt at movement causes or aggravates pain a muscle 
lesion is present. Since it is clearly desirable in any case of 
backache, ‘before proceeding to palpation, to find’ out whether 


_ the lesion is muscular or articular, the joints and muscles should 


be tested separately first. This is the more important since 


referred pain, referred tenderness, myalgic spots, and trigger. 


points are all commonly present at the site of pain in the dural 
and nerve-root lesions set up by disk protrusion. Trigger points, 


etc., result from, the lesion causing pain; they are not primary.‘ 
The clinician’s only safeguard is to test each muscle indivi- - 


` dually against resistance ; this singles out. the muscle at fault— 


if there is one. This is the only way to find out whether or not 


. to disregard the. tender fat lobules that Copeman. and Acker- 


man’s own dissections, no less than everyday clinical experience, 
‘have’ shown to exist in many normal subjects without interfering 
with muscle action. A 
I -have spent many years examining muscles and joints in this 
way and warmly commend it to those who’ would like to know 
at what structure to look,for the lesion in cases of pain in the 
trunk or indeed about any part. Another virtue of this method 
is the quick detection of functional symptoms that it provides. 
When the active, passive, and resisted movements at a joint are 
tested, patients who have no local lesion must answer at random, 


and a self-contradictory pattern soon emerges. . This system, - 


šo quick and simple to use by the examiner, confuses only those 
patients whose pain. possesses no organic basis. - We have, found 


it, in reverse, a valuable criterion for.detecting genuine local 


lesions in patients obviously neurotic; a common injustice is 
thus avoided. Dr. Tegner and his colleagues (July 23, p. 201) 
have done ‘us à great service in emphasizing the frequency of 
functional symptoms in patients sent for physiotherapy. — 
Every layman knows what “ rheumatism ” is, but there exists 
no acceptable medical definition. If it is to mean anything at 


all (except of course in rheumatic fever) it must indicate some 
' non-specific lesion of moving parts, chiefly of muscles and joints. 


F 


_ becomes inappropriate. 
' avoids all attempt at fusion of two incompatible words and 


My disagreement with Dr. Tegner is therefore only on nomen- 
clature... Psychogenic ‘“ rheumatism ” is self-contradictory, for 
_if the lesion lies in the patient’s sensorium the word rheumatism 
“Functional” or “ psychogenic pain” 


provides an unambiguous alternative——I am, 
London, W.1. 


etc., 
l / JAMES CYRIAX. 
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Strains of Bact. coli 


Smr, —It seems quite likely that whenever a new -publication 
‘appears on the subject of Bact. coli in relation to gastro-enteritis 
it will be found that the authors have coined a fresh name for 
the -bacteria or the strains which they have isolated, although 
these may in fact be Bact. coli of the same serological type. 
Giles and Sangster’ have stated that the strains they isolated 
in Aberdeen were identical serologically with those originally 
isolated at Hillingdon by Bray.” Drs. Joan Taylor, B. W. 
Powell, and Joyce Wright (July 16, p. 117) say that their strains 
aré identical serologically with those of Giles and Sangster. 
It follows therefore that the D 433 strains of Dr. Joan Taylor 


and her colleagues are identical with Bray’s original’ stratns— 


a point’ which they did not make in their paper. 

A summary of the nomenclature up to date is as follows. 
(1) Bray, 1945, and Bray and Beavan,’ 1948, referred to these 
bacteria as Bact. coli neapolitanum, and the two strains in cir- 
culation among bacteriologists are called Lindsay and G. R. 
:(2), Giles and Sangster, 1948, and Giles, Sangster, and Smith,* 
1949, refer to the bacteria as Bact. coli neapolitanum type alpha. 


The beta type described by them, also in association with gastro- . 
, . f 7 


` 


\ 


and Wright; 1949, refer to the bacteria as Bact. coli D 433. 
I shall also immodestly add (4): in Holland, where these bac- 
teria are being found (personal communication by Dr. ten 
‘Seldam), they are even referred to as Escherichia coli bray.— 
I am, etc., © i 


London, N.W.1. 


JOHN BRAY. 
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4 


Zoster ahd Varicella in the Same Patient 
- SR,—I was interested to read letters from Dr. A. Courts 
(June 11, p. 1052) and Dr. C. E. Taylor (July 9, p. 100) on the 
coexistence of herpes zoster and varicella. This combination 
, cannot be considered rare and is in fact not uncommon in 


a hospital admitting infectious diseases from a considerable 
catchment area. ` a 


.I have had five such patients under my care at the Neasden 
Hospital during the last three months. In one case the two 
manifestations appeared concurrently. In four cases the 
varicella developed in periods of 2-15 days after the appear- 
ance of herpes zoster and before it had healed. The nervous 
lesions involved, the, area of the first, second, third, and fourth 
lumbar roots in one case, and the second, third, and fourth 

' sacral roots in another ; in the remaining three cases it was the 
ophthalmic division of the fifth cranial nerve.—I am, etc, | 


W. F. TWNG McMata. 


London, N.W.10. ` 
Sm,—Further to the’ letters on this subject in the issues of | 
June 11 (p. 1052) and July 9 (p. 100) we record particulars 
of another instance of this occurrence. , 


-A male patient aged’ 84 years was recently admitted with well- 
marked herpes zoster involving the distribution of the'posterior root 
_ of the second cervical nerve, accompanied by a typical attack of mild 
_chicken-pox with characteristic distribution. No contact. history 
‘with either complaint could be established; and he had no recollection 
of’a previous attack of chicken-pox. The herpes zoster had preceded 
the onset of the varicella by six days. 

As some of the immature varicellous lesions presented a haemor- 
rhagic appearance and the base of some of the mature lesions waa 
unusually hyperaemic, the possibility of vitamin-C dcaciency was 
considered likely; especially as the patient admitted he seldom 
partook of fresh fruits. - The ascorbic acid saturation: test showed a 

.considerable deficiency of vitamin C, although no other -clinical 
evidence of deficiency was apparent. ._ 


Apart from the relative infrequency of this concomitance cf 
chicken-pox and herpes zoster the case is additionally interest- 
ing in view of the very advanced age of the patient.—We are, 

 ete., - 
J. H. WER. i 

'Ylford, Essex. G. LANG BROWN. 


t 


i Eclampsia and Peritoneal Haemorrhage 
Sm, —I have read with much interest the article entitled - 
“Rupture of Liver Associated with Parturition” by Dr. 
Jean. R. C. Burton-Brown and Dr. J. A. Shepherd (May 28, 
p. 941). The prophetic suggestion of Rademaker that sudden - 
death during eclampsia may sometimes bè due to a ruptured 
liver was rejected by the writers of the article. The following 
brief: notes of a case may prove of interest to your readers. 


- An East Indian woman of 30, para 8, was admitted to hospital with - 
a history of having had a fit,at 6 a.m. on Feb. 4. In the ward she | 
had two fits—the first at 7.30,a.m., and the second at 9.30 a.m. At’ ` 
4 p.m. her condition was satisfactory. The patient died suddenly at 
5.15 p.m. ° Post-mortem examination revealed that the peritoneal 
cavity was full of fluid blood and blood clot. This had come from 
a very large subcapsular haemorrhage on the upper surface of the 
left lobe, of the liver, which had ruptured the capsule at one point. 
| The liver showed advanced eclamptic changes. The kidneys were 
pale and the cortex swollen. Nothing else abnormal was noted. 
Death was attributed to peritoneal haemorrhage and eclampsia. 


—I am, etc., 


[i 7 t 
Port of Spain, Trinidad. _ JAMES A.. WATERMAN. 
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T = The MRCP. + 


Sm, —In the annotation “ The M.R.C.P. » (Aug. 6, p. aay 


you ask a pertinent question, but do. not suggest an answer. 
Thus you write, “ When the College states ‘that: ‘methbership 
‘should signify a knowledge of general medicine that’ justifies 
the question must be asked, 
What further training is to be considered necessary, and who 


is ‘to decide at the end of such. training, that -the, possessor | 


of the M.R.C.P. is-or is not ‘a failed consultant’? ” 
suggest several answers to your question? ’ 

First, it would be well,if the M.R.C.P. were- really considered 
to have the significance suggested by the Comitia of:the R.C.P., 
because. it would then be a qualification. open to the general 
practitioner whose interests are mainly in general medicine, 
while it would also be a jumping-off place for the future con- 
sultant. If this were admitted there should then be a further 


May I 


examination for those who consider themselves fit to be con- 


sultants ; and this examination should be adapted to the desires 
and capabilities of the individual candidates. 
that the face is not to become’ extinct), the, higher examination‘ 
would be one in general medicine ; ' while’ for the aspiring 


specialist the examination .would be, ‘primarily at least, in ‘his , 


chosen subject., If the second suggestion were accepted there 
should be no ‘limitation on’ the candidates in the matter of 
their “specialty,” although if a man proposed a new subject 
he would have to justify his opinion that it deserved to be 
considered as a “specialty.” 

Such a plan would convert the. present M.R.C.P. Gite a sort 
of primary examination for the Fellowship (for I ‘suggest that 
those who passed the second examination should automatically 
become Fellows), while the whole machinery would be so 
flexible that there would be no difficulty in establishing: new 
specialties so long as their exponents could convince the 
College that they were valuable. . Details would, of course, have 
to be worked out. For instance, it might be wise for the 
regulations for the. Fellowship to include a demand, for a thesis 


or for submission of published work, while it would probably ' 
be wise to limit admission to the examination to. those over 


the age of 30, or perhaps even over 34. 


- I am sure that some will ask how the member is to qualify ` 


himself “for the Fellowship examination, and I feel. strongly 
that he should have complete freedom in the matter, because, 
although the rudiments of a specialty can be taught, the task 
of really learning to be a specialist is-a matter of personal 
initiative. Such a procedure would represent a real islet -of 
freedom in our medical system, because each candidate could 
prepare himself as he thought best, although, of course, if he 
proposed to be examined in a “new” subject he would first 
have to convince the College that it was sufficiently important 
to be regarded as a specialty. JI do no more than throw out 
these few suggestions, ‘realizing that there may be some diffi- 
culties in carrying them into effect—I am, etc., 
A. PINEY. 


London, W.1. ” aa 
’ ’ ` 
. Mepacrine Dermatitis - 

Siz,—May I be permitted to suggest a small cortection in 
your annotation: (July 30, p. 275)-on the above condition ? 
The, correction is in reference to the sentence, “It is .now 
agreed that the ingestion of 0.1 g. or more ‘daily of omepacrine 
for- several months was the cause. of this condition.” 
point out ‘that I statéd in the article following that of Peterkin 
and Hair (Brit. J. Derm. Syph., 1946, 58, 263) quoted in the 


_ annotation that I had observed lesions of mepacrine dermatitis 


-_ 


in troops newly arrived in India—i.e.. who had been’ on 
suppressive Mepacrine therapy for a few weeks only. 

The subject of mepacrine dermatitis has been one of interest 
to the North of England Dermatological Society in the past 


year. I have shown a case producing identical lesions—a case’ 


of rheumatoid arthritis under gold treatment. Other members 

of the Society have described similar*cases,.and Dr. Twiston 

Davies has mentioned two cases of cardiac oedema taking Guy’s , 

pill, producing lesions similar to those of mepacrine dermatitis. 
i : = 


t 


Thus, for the . 


t 4 


men who wish to become general physicians (and let us hope `> 


‘demanding answer. . 


I would ' 


It. appears therefore that mepacrine is only one of a number 
of drugs capable of producing this type of skin manifestation. 
—I am, eté., \ 


Bradford, ' 


ALLAN BIGHAM. 
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aeaa Syringes 
Sik Li ai that Dr. Douglas Gairdner has made a plea 
Quly 30, p. 282) for the standardization of the Luer nozzle 


or hub fitting on all hypodermic syringes. I- would like to 
reinforce this plea, as these syringes (being of Americani manu- 


, facture) are now unobtainable here and, as I have’ previously 
‘indicated (Proc. R. Soc. Med., 1946, 39, 460), have particular 


advantages for ophthalmic work. This has been brought home 
to- me with considerable force recently, as the few in my 


possession ‘are wearing out and the contrast with the standard 


British fitting which I am compelled! once again to use is very 
great.—I am, etc., ‘ 
Leeds, | 


JOHN FOSTER. 


Treatment of Stress Incontinence 


Sir,—I join with my colleague Mr. Keith Vartan July 9, 
p. 99) in admiring the technique of Mr. Wilfred Shaw’s opera- 
tion for the cure of stress incontinence. I do assert, however, 
that these arduous and technically’ difficult fascial sling 
operations are unnecessary. “My operation’ for the cure of 
this ‘condition restores, underneath ‘the urethra and particularly 
the neck of the bladder, those tissues, which support these 
structures under stress, and is thus physiological in principle. 

But it is results which count. In over 150 operations for 
the cure of stress incontinence (either for' this. condition alone, 


or combined with cystocele, or even vault prolapse) I have 


had two failures, one of course being in a “private” case. It 
has- once been successful ‘in “virginal” stress incontinence, 
and in another case where three attempts elsewhere had been 
made to cure this condition. These figures almost bring their 
own condemnation, for they show a success rate higher than 
in almost any constructive operation. They are, nevertheless, 
true. , The fact remains, however, that, in my hands at least, 
the: operation I have devised is so eminently successful that 
I can see no necessity for any form of sling operation. May 
I suggest that my operation be tried first, and if it be true 


. that I am suffering from “the- optimism which affects all 


inventors of operations for stress incontinence” I shall be 
only too glad to abandon my operation and join with Mr. 
Vartan in his enthusiasm for slings.—I am, etc., 


MORTIMER REDDINGTON. 
REFERENCE ` } 
1 Brit. J. Urol., 1948, 20, 77. 


London, W.. 
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, Growth of Foetal Head 
Sm,—In a recent’ paper by Blair Hartley’ on the radiological 


. detection of foetal abnormalities there occurs a very important 


paragraph which asks a question and carries a challenge 
He writes: ~ 
“ A point to which further attention should. be given is the state- 


` ment -which has been repeated in the past, that the foetal head 


continues to enlarge at the same rate during the later months of 
pregnancy. <The late R. E. Roberts, for example, based his method 
of estimation of foetal maturity upon this assumption, but I have 
long had ‘doubts regarding its correctness, and J have recently had 
the opportunity of examining the work of Dr. Sydney Josephs, who 


, has already measured many foetal skulls by precision x-ray methods 
_ at .36 weeks and at birth, and he has been unable to show in the 


foetuses examined any ‘increase in the diameter of the foetal head 
during the last four weeks of gestation. Indeed, is there any precise ' 
evidence to the contrary ? It is important to emphasize the point 
that this applies only’ to ne ere foetal skulls, It does not 
' apply i in hydrocephalus.” 


Now this appears to be a.question to which a definite answer 
should be expected. Hither the foétal .skull increases its 
diameters by one-tenth of an inch (0.25 cm.) each week after 


} 


~ 
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the ‘thirty-sixth week or it does not, In all humility I suggest 
the radiologists are the only people who can answer the question 
accurately. If, as Blair Hartley suggests, the foetal head does 
not -enlarge during the last four weeks, then’ all those who 
induce labour prematurely for apparent disproportion, either 
in primigravidae or in multiparae, will need to have a very 
clear idea of what they hope to achieve thereby. 
from the size of the skull, the mere bulk or weight of the 
foetus is the only other factor which can helpfully be reduced 
by premature induction of labour. And while it can be argued 
that such reduction in bulk is of great importance in breech 
delivery it can hardly be considered of common importance 
in cephalic delivery. It is for this reason that I suggest that 
this question is of no little significance.—I am, etc., 


London, S.E.18. ARCHIE G. MURRAY. l 
REFERENCE | 


1 Proc. R. Soc. Med., 1949, 42, 301. 
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What is Social Medicine ? 

Sir,—In the Journal of July 16 (p. 125) you published a 
„paper by Professor W. Hobson entitled “ What is Social 
Medicine”? I happen to be one who has spent a lifetime 
in the Public Health Service and in the study and practice of 
preventive medicine, and I confess I have been somewhat 
mystified by the term. “social medicine” which has become 
so fashionable in recent years, wondering in what way- it 
differed from ‘the public health work with which I had been 
connected. So, with the hope of having: my doubts answered 
by Professor Hobson, I read his paper with great interest and 
expectation. 

Although I must say I'found the paper admirable in many 
respects, I could not find in it anything to show that social 
medicine in its objects and practice is.very different from the 
‘old public health or preventive medicine. as practised in this 
country during, say, the last 25 years. Social medicine is 
defined by Professor Hobson as the study of those environ- 
mental factors which affect health and the application of that 
study to the benefit of man. ` Surely this is nothing new, for 
such study and application have always been the role of public 
health work. Indeed, by quoting a sentence from the Memo- ` 
randum of the Ministry of Health on the duties of medical 
officers of health to the effect that he, the medical officer 
of health, should endeavour to acquire a knowledge of: the 
_influences—social, environmental, and industrial—which may 

operate prejudicially to health in his district, Professor Hobson 
himself shows that all these factors were not overlooked in the 
old public health. 

Professor Hobson says that the term opcia] medicine ” is 
necessary because the older terms—public health and preventive 
medicine—are too limited in their scope, and that there are 
many factors not mentioned in the Public Health Acts which 
affect health. This is quite true, for the “Public Health Acts 
deal mainly with requirements which can be enforced _by law, 
but surely it is not true to say that public, health work in the 


, ‘past’has beén! confined to the enforcément Gf these Acts. Indeed, 


Professor Hobson himself supports this view when he quotes 


as an example of the need ‘for studying factors outside the- 


physical environment the researches of the late Dr. M’Gonigle 
on the health of people transferred from slums to new housing 
estates, but Dr. M’Gonigle was a medical officer of health, and 
no doubt he regarded these inquiries as part and parcel of 


` his official duties. A study of the annual reports of medical 


es of health for many years past, or the annual reports 
of Arthur Newsholme, George Newman, and their successors 
at the Ministry of Health, will demonstrate that many and 
‘yaried researches have been made by these officers and their 
staffs into matters now considered to be the particular concern 
of social medicine. 

It is true that during the last century and in the earlier 
years of this century public health work, apart from infectious 
diseases, was almost wholly concerned with drainage, water 
supplies, nuisances, and the like, but with, the introduction of 
maternity and child-welfare and school medical services, 
followed by those for tuberculosis and venereal diseases; a 


For, apart > 


attached to its edge. 


great change came over the scene, and public health became 
infused with new interests, largely social in character. I have 
been concerned in this letter only ‘to vindicate, if that-is not 
too strong a word, the work of “ public’ health ”.in the past, 
for I see clearly that great changes are impending, and are 
indeed unavoidable. , I can see a great break-up of the environ- 
mental work of the medical officer of health, and ‘if social - 
medicine can infuse new life into a service which is threatened 
with death by inanition then I say, God eee to social 
medicine. . 

I hope Professor Hobson will forgive. me the few mild 
criticisms which I have submitted, for I really enjoyed reading 
his paper and agreed with much he had to say, particularly 
where he pleads fora closer integration between preventive and 
curative medicine-——I am, etc., 


Torquay. THOMAS GIBSON. 


Intrauterine Manipulations 


Sir,—With reference to the “ overglove” for intrauterine and 
other manipulations described by Dr.’J. A. Moyse (July 23, 
‘p. 230) I should like to mention a similar device designed 
by me and described in Ginekologia, Polska (1933) under the 
title “Sterile Access to the Uterine Cavity.” 


It consists of a rubber cuff about 44 in. (11 cm.) Jong which 
extends at one end .into a flattened shield with a metal frame 
The longitudinal silk threads:inside the rubber 
prevent stretching of the cuff lengthwise while the transverse stretch 
remains unhampered. The cuff is lined with gauze, the folds of which 
allow the cuff, to be stretched: transversely but not longitudinally. 
When in usé the metal frame is attached with clips to the sterile 
sheet covering the operating field in such a way that the flat rubber 
shield covers the perineum and the surrounding skin of the vulva and 


. the opening of the cuff comes opposite to the introitus of the vagina. 


Then the cuff may be inverted into the vagina when the hand 
passes through the vagia, or by a tubular or’ any other vaginal 
speculum. 

Because the cuff is non-stretchable lengthwise, it cannot slip over 
the surface of the vaginal membrane when inverted, and it thus 
prevents the transfer of the bacterial flora from the lower to the 
upper part of the vagina. The gauze lining, which is turned towards 
ithe skin of the vulva and the membrane of the vagina, absorbs the 
‘mucous secretion which otherwise would be spread over the rubber 
surface of the cuff, and it thus prevents the transfer of organisms to 
the upper part of the vagina. The gras of rubber in the frame 
takes the place of the hand pulling the ‘ ‘ overglove ” in Dr. Moyse’s 
diagram, and thus the left hand is free. This is porani, as the 
free hand should be placed on the abdomen over the fundus of the 
uterus when passing the other hand through the vagina to the 
uterine cavity. 

The usefulness of the instrument was éonfirmed by the bacterio- 
logical examination of the pieces of the gauze lining taken from 
several places corresponding to the different levels of the vagina after 
the instrument had been used. 


This instrument can be used for vaginal examination before 
or during labour, and for all obstetrical operations done by 
hand or instrument? inside the uterine’ cavity Although the 
“consequences of infection are less dangerous now in the era 
of sulphonamides and penicillin, there is no doubt that Dr. 
Moyse is right in his opinion that the problem ‘of the sterile 
access to the uterine cavity will always be one of great 
importance.—I am, etc., 


London, W.3. ~ C. UHMA. 


te 
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Breast-feeding 


SR, —Dr. F. H. M. Dummer will not mind an observation on 
one sentence of his excellent article (July 2, p. 14) from a class- 
mate and fellow breást-feeding supporter. He says, “The 
number of babies completely breast-fed at 6 months was esti- 
mated at the low figure of 13.2%.” Now rightly or wrongly 
this gives the impression that a higher figure would have: been 
considered more desirable. If it is’correct that it is necessary 
to give a breast-fed baby vitamin supplements from an early 


age, then presumably Nature, which. could not have ‘foreseen 


the generosity of the Ministry of Food, must bave intended 


i j N 


AUG. 13, 1949 


. that mixed feeding should begin much ' earlier than is the 
common practice; + € ` UF i 
The opponents of unconditional breast-feeding are, I believe, 
more opposed to breast-feeding being carried on too long, and to 
breast-feeding insufficient in quantity and not assisted by bottle- 
feeding after each breast-feed, than to breast-feeding in general. 
Possibly some reconciliation of the two viewpoints could ‘be 
‘achieved along these lines, and, much more important, .more 
mothers might be willing to breast-feed if they were told that 
weaning might be commenced at 4-5 months-and completed at 
6-7} months, depending on health and size,’ instead of begun 
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at 6 and ‘finished at 9 months, as seems to be the’ common ; 


practice, quite unnecessarily, with bottle-feeding.—I am, etc., 


Saxmundham, Suffolk. 


Child-guidance Clinics 
Sir,—According to your report (July 9, p. 90) of the meeting 
of the Sections of Child Health and Preventive Medicine on 
‘June 30, Dr. D. D. Payne suggested that reference of pupils to 
a child-guidance clinic should be by the school medical officer. 
His reported statement infers that other sources of reference 
should be closed. Not long ago, at a formal meeting arranged 
- to discuss child guidance, a county medical officer of health 
said that in his opinion (an influential ore) these was no need 
for child guidance in his county, and that in ayes he did not 

believe in it | 18 hin 
My own experience of child-guidance clinics during, the past 
‘six years has been that the majority of cases‘ were referred by 
the family doctor, who surely is in the best position to know 

' of the need for this highly specialized treatment—I am, etċ., 





Wimborne, Dorset. J. S. HORSLEY. 


i 

o The niare | p 
Sır —Dr. John Dale July 30, p. 284) does not appear „to 

have read the Children Act. The Act is designed to enable 


local authorities, through their children’s committees, to stand 


` in loco parentis to children who for one reason or another- 


‘fall into public care and thereby lose home background. In 
implementation of the Children Act the local authority 


children’s committees are empowered to find individual children » 


suitable substitute homes. It is also their responsibility to 
form proper liaison with the health and education committees 
of the council, and to ensure that children\ have adequate 
medical care and educational opportunity. - - 


Dr. Dale can be assured that the care of children deprived © 


of normal home life is not restricted to “ health and hygiene,” 
which, still remains the prime concern of the health authorities. 
—I am, etc., i i ' 


Birmingham. HELEN MURTAGH.’ 


X ` Memorial to Sir John Fraser 


a A eei must be many who would be eager to contribute 
‘a memorial to'Sir John Fraser, Bart., the late Principal of the 









‘ents, and all those who had the pleasure of working with 
= ` ‘ye course-of the many publi¢ duties to which he gave 
_ \unsparingly. f Sy ta < 
“qusent of Lady Fraser..d her family, a small com- 
: ` formed to receive donations to a fund for this 
which the memorial might take is a matter 
discussion; ži is felt,’ however, that the 
~M might be applied in the provision of a 
N ravel grant to be awarded annually to 
urgeons ‘of promise. 
, `^ħọould not exceed ten guineas, should 
\C.BE., F.RyQ:S.Ed., Department of 
“sity of 2 not later’ than 


0 
Epwirp V. APPLETON, 
F. E. JARDINE. 
” J. M. GRAHAM. 


a JAMES LEARMONTH. 
. f 





. ' ersity of Edinburgh: These would include his old students, ` 


+ 1 
‘JOHN SLEIGH..: : 
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POINTS FROM LETTERS 
! 


Petroleum Jelly asa Dressing 


' Dr. R. E. Hope Smpson (Cirencester) writes: Sterilized petroleum 
jelly is much used as a dressing on raw areas in the belief that it will 
prevent gauze, lint, or other material from sticking. In fact it does 
no such thing, and dressings of this type adhere at least as firmly as 
dry dressings. There may be virtues in soft paraffin dressings, but. 


/ 


„not that of non-adhesion, and removal of such dressings after 24 


hours is tedious and painful. 


Mind, Machine, and Man 


~ Dr. J. B. Ettison (London, S.W.17) writes: While much enter- 
tained by Dr.\J. A. V. Bates’s letter (July 16, p. 177) on the alleged 
powers, of electric computing machines, I must confess I was 
puzzled. It is not hard to see how, given the first move, an “ electric 
brain ” might always succeed in such a contest as the old game of 
nim. This game has an exact mathematical basis, so that actions 
needed to win could no doubt be transformed into mechanical 
operations which a machine would infallibly perform; juggling with 
rows of Os and Is is just what it does so well. But play chess ? 
Can one envisage any machine on, say, the sixth move of a queen’s 


- Pawn opening hazarding an advance.of the king’s pawn to its fourth 


Square in order to avoid the “ Cambridge Springs ” variation because 
it knows that old Lobcockski (needing one point for first prize) has 
made a-profound analysis of this variation and will be put off by such 
unorthodoxy ? That is what I would call playing chess. And what 
would the poor machine do when confronted with a deep sacrificial 
combination ? Could it refuse an offered queen (surely one of the 
highest priorities of “ value ”), foreseeing mate in the offing by 
‘/Philidor’s Legacy ” ? This I do not believe—to speak of a machine 
playing a game is a fallacy of equivocation. But when it comes to 
the’sonnet I am still more puzzled. First, as to these relative values. I 
wonder why Dr. Bates thinks thar Miss Rita Hayworth on an alp 
is more “sonnetogenic ” (to coin a word by analogy) than a Japanese 


- soldier in Shoreditch. I know of a dozen modern poets who would 


certainly think the reverse. And how does the wretched machine 
know that it is looking at Miss Hayworth in the Alps rather than at 
Miss Lana Turner in the Himalayas or Miss Betty Grable in the 
Dolomites, and how would it assess the relative merits of such a 
galaxy ? Of course it could decide nothing of thekind: the decisions 
are all made by the human mind outside that feeds the brute (that 
ghost horse of a recent radio discussion). 


Mr. A. R; Jorpan, (Dover) writes: As one interested in both chess 
and the ideas suggested by these new calculating machines I am 
intrigued by the ‘letter of Dr. J. AL V. Bates Guly 16, p. 177). I 
have some misgivings about the electronic chess player. No doubt 
it could play a legally correct game, but the difficulty would lie in 
the correct “ instructions as to value.” The standard openings have 


_.all been analysed’ for a few moves in this way, and invariably the 


limit is reached when a number of situations arise between which 
the greatest masters cannot decide the values, - If the machine went 
on playing over to itself every possible sequence I have an idea that 
it would sooner or later find one where it went on for ever without 
a checkmate unless a new rule were introduced limiting the number 
of moves, and this would defeat the whole business. It still-could 
not discover which was the “ better’ move. However, I have no 
doubt at all that a machine could be constructed which could solve 
any chess problem. ... But could a machine be constructed to 
compose chess problems ? I should say undoubtedly not. It would 
merely produce a series of end-games out of which some “ mind” 
would have to select those which contain those elements of “ diffi- 
culty ” and “ beauty ” which constitute a true chess problem, and I 
do not see how such values could be put into the machine. 


“ S "This correspondence is now closed.—Ep., BMJ. 


Harrogate Appreciated oo 

‘Mr. Purr Gaunt (Chairman, North Eastern Local Board of the 
Chartered Society of Physiotherapy) writes: On behalf of the 
members of the Chartered Society of Physiotherapy in this area, may 
I, through your Journal, offer our sincerest thanks for the generous 
concession made.by the responsible committee in permitting us 


, admission to the meetings of the Scientific Sections during the recent 


Annual Meeting of the B.M.A. in Harrogate ? This was appreciated 
by all.the members who were able to attend. The meetings were 
felt to be’of real value and a help in keeping us scientifically equipped 
to enjoy our ‘place as members of the team in which the medical 


| profession: plays the senior role. By example of the generous gesture 


of the Association during that week’the right team spirit will always 
be maintained. Our thanks.are also due to Dr. J. V. Wilson, 
Honorary Local Science Secretary, for the arrangements he made for 
us and for the -patience ‘he showed at a busy time in answering any 
requests and queries. ' - 


- 


- 
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T. STACEY WIĽSON, B.Sc., M.D., F.R.C.P. 


Dr. Theodore Stacey: Wilson, who died in Birmingham on 
July 30 at the age of 88, was the senior consulting physician 
of the United Birmingham Hospitals, sixty years having 
elapsed since he was appointed assistant physician tothe 


General Hospital in 1889. 
Stacey Wilson was educated at ‘Grove House School, 


Tottenham, and at Edinburgh University, where he obtained : 


the B.Sc. in 1881 and the M.B., C.M. and M.R.C.S.Eng. 
in 1883. In 1892 he proceeded M.D., and was awarded 
the Gold Medal for'his thesis, After study in Vienna and 
Berlin he became resident medical officer of the Birming- 
ham General Hospital in 1885, assistant physician in 1889, 
and honorary physician in 1892. In 1917, under the old 
rule which permitted only twenty-five; years on the full 
honorary staff, he retired when only 56 years old, although 
he continued as extra physician until the end of the 1914-18 


war. In, 1919 he- became -consulting physician, and con- . 


tinued in active consulting practice until the last war. 
Wilson was’ lecturer in medicine to dental students and 
consulting physician to West Bromwich and other hospitals 
and institutions. He was twice married, and had one 
daughter. i 4 

An exact contemporary. of Almroth Wright and Gowland 
Hopkins, Stacey Wilson displayed the enthusiasm of each 


‘but the scientific inhibitions of neither, though he exhibited’ 


the enterprising outlook of genius. Nervous in manner, 
quick in step and in speech, he was tall and spare and had 
brown hair and a moustache which. turned to grey only in 
the last decade. Though he was a gentle and earnest 
physician who had lived for forty years in the Victorian 


: era, retaining. his frock coat until far into the present cen- 


tury, he never lost the sparkling optimism of youth, which, 
gleaming through his spectacles, induced him to observe 


new clinical signs and symptoms, to deduce hypotheses ` 


which appeared more, attractive than likely, and to retain 


, his interest and his convictions until some fresh observa- 
‘tions drew his thoughts on to new trails. In the old- 


fashioned arts of palpation, percussion, and auscultation 
he was expert, though sometimes he claimed to perceive 
moré than others could agree to. Chronic disorders of 
the stomach, the colon, and the heart interested him most. 

He set out:his views, with unfortunately little reference 
to the findings of other workers, in treatises on The Early 
Diagnosis of Heart Failure, Thought Transference : Specu- 
lations upon Psychology and Religion, The Tonic Colon, 
and other books. For those who gathered the grains of 
wheat from the mixed corn and chaff the exercise was 
stimulating and not without reward, but little that he did 
has survived the test of research and time, for the medical 
pendulum has swung from.the qualitative region of clinical 
observation and speculation to the quantitative assessments 
of the laboratory, the machine, and the statistician. He 
did not tire of his patients nor they of him, and rewards 
in money or in status did not appeal to him. In earlier 
days he excelled at skating, and he was a competent golfer; 
until an advanced age he enjoyed the rod and the gun. 

As a kindly physician he will long ,be remembered with 
appreciation by students and ‘colleagues, who: were stimu- 
lated by his untiring enthusiasm. Sufferers from chronic 
diséase found in him a sympathetic attendant when other 
doctors had come to the end of their resources and of their 


- patience.—H.W.F. , 
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RALPH PEMBERTON, M.D., 


Dr. Ralph Pemberton, professor of medicine at the Gradu- 
ate School of, the University of Pennsylvania and Honorary 
Fellow of the Royal Society of Medicine, London, died 
suddenly-on June 17. , : 

Dr. Pemberton was born in Philadelphia in 1877, and 
graduated. at the university there successively B.S., M.S., 
and M.D.‘ While still a hospital resident he became deeply 
interested in, and distressed by, the plight of the many 
chronic rheumatic patients for whom ‘so little was. done. 
His research and writings on the various aspects of chronic 
arthritis soon made him well known both in America and 
also internationally. After the first world war, in which 
he served as a major in the U.S. Army ‘Medical Corps, 
he returned to his home town as Woodward Research 
Fellow in physiological chemistry, working for subsequent 
periods in Berlin and Strasbourg. On his return his wide ` 
and novel: outlook and great energy inspired a group of ° 
younger men to join him, and resulted in the formation 
of his well-known arthritis clinic at the Abingdon Hos- 
pital, of which he was senior physician at his death. 

In 1938 hé.becunie president of the Ligue Internationale 
contre le Rhuifitisme. His illness tragically prevented him 
from attendingNits recent congress in New York, for which 
he had worked so hard. He was also’ National Consultant . 
in Rheumatism, and ex-president of the American Rheu- 
matism Association. In 1946 he was awarded the Gold 
Key of the American Corzress of Physical’ Medicine in 
recognition of his resegy:n on arthritis and his contribu- ' 
tions to physical medii. A true’ “ internationalist,” he 
had friends all over. the\world,and was a great pioneer: 
in the difficult field of medicine which he made his own. 

. ” W. S. C. COPEMAN. ` 


HARRY HORSMAN McNABB, M.D. ; 

The death on July 28 of Dr. Harry, Horsman McNabb, 
of Manchester, is a great loss to ophthalmology, and 
especially to Manchester, where he practised for nearly 
fifty years. i 
Dr. McNabb graduated M.B., Ch.B. in 1898 at Owens 
College, Manchester, and proceeded M.D. in 1902. After 
spending a short time in general practice he started his 
ophthalmic training as junior.and senior house-surgeon 
at the Manchester Royal Eye Hospital. He later became 
assistant honorary surgeon and then honorary surgeon. 
Nine years ago he was appointed consulting honorary 
surgeon and was active in hospital duties and a busy practice 
until a few weeks before his death. Among his appointments 
were those of clinica! lecturer in ophthalmology at Man- 
chester University and consulting honorary surgeon to many 
local hospitals. For many years he was surgeon to the 
Henshaw’s Blind Asylum, and he was also vice-president of 
the Section of Ophthalmology at the Annual Meeting of the 
B.M-A. at Manchester in 9929. He was a member of many ` 
learned societies and often contributed to ophthalmic 
literature. One of these papers—on an “ Alternative to 
Excision of the’Sac in Daq-yocystitis,” in the Transaction 
of the Ophthalmological Society of the U.K.—advocated 
simple, direct, and effective method as compared with t 

usual operation for excision.of the lacrimal sac.: 
-Everyone knew “Sandy” -McNabb, and his so 
qualities were loved}; so many. that wherever he we 
knew somebody ang was known by somebody. H 
very quiet in his mner and speech, but was always 
ful and had,a twinklé.in his eye. Dapper and hel 
everyone who asked for his advice ot help, h 
i word, o 
temper. The remarkable beauty of his! hands wa 





















- loss of a friend, mentor, teacher, and colleague. 
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in his operative ability, which was a joy to watch. His, 


Operating, which was done very quietly, was perfect in its 
execution and ingenuity. A clinician all the’time and a 
diagnostician of the first class, he was a mine.of information 
on old and new ocular therapeutics, but never forgot -the 
old methods, which often triumphed when modern treat- 
ment had- proved inconclusive. As an expert ophthalmic 
witness he had few if any rivals, and his mere appearance 
in court carried weight for his client’s case. 

His persistent courage when in the middle period of his 
life he was smitten by phthisis, and how he announced it to 
his friends and fought it to a successful conclusion, was the 
admiration of all. When the tragic illness which caused 
the death of his-elder son hit him sorely he never com- 
plained, but we all knew how afflicted he was. His married 
life was ideally happy, and his Scottish wife and he were 
both expert fishermen. To be entertained in their house 
was always a delight. The loss of “ Sandy ” McNabb is the 
His 
host of friends will sympathize deeply with his widow and 
son in their tragic loss. He was a perfect and gentle person 
of humour and understanding.—W5S. 


WILLIAM ROBERT ACKLAND, M.R.CS., M.D.S. 


The death of William Robert Ackland on July 26 at the 
age of 85 years in a nursing-home at Clifton, Bristol, 
removes the last of five brothers distinguished in dentistry. 
He was the second son and last surviving child of ‘the late 
Mr. and Mrs. Ackland, of Exeter. ‘All the brothers quali- 
fied in medicine and dentistry, practising the latter. Each 
became one of the leading practitioners in London, Bristol, 
Bath, Exeter, and Bournemouth. 

On leaving school W.R., as he was affectionately known, 
entered Charing Cross Hospital Medical School and the 
Royal Dental Hospital School, where he carried all before 
him. He obtained the Saunders Scholarship at the Royal 
Dental, and every prize it was possible to win—proving 
the most brilliant student of his year. He qualified L.D.S, 
R.CS. in 1884, and took the M.R.C.S. in 1886, before the 
formation of the Conjoint Board. After acting as house- 
surgeon and demonstrator in operative dental surgery at 
the Royal Dental Hospital: he joined. one: of the ‘leading 
practitioners in Harley Street and was appointed assistant 
dental surgeon to Charing Cross Hospital. In 1888 the 
Bristol Royal Infirmary decided to establish a dental depart- 
ment with an honorary visiting dental surgeon. After 
some persuasion Ackland applied for the post. He was 


appointed, and returned to his beloved West Country, . 


setting up in private practice at 5, Rodney Place, Clifton. 
His ability and charm, soon ‘won: him a special place in the 
locality. Ackland may be looked upon as the father of the 
Bristol University Dental School. He*was appointed lec- 
turer and internal examiner in dental surgery at the Bristol 
University College. He retired from the staff in 1924, and 
was appointed consulting dental surgeon to the nove 
Infirmary and the Minehead Hospital. 

A member of various professional and learned societies 
—the British Medical and Dental Associations, the -Bristol 
Medico-Chirurgical Society, and the Odontological Society 
of London—he took a keen interest in all their activities, 
delivering some interesting and original papers. His special 
interests were focal sepsis and its relation to systemic dis- 
ease, and drainage of the maxillary sinus, for which he 
devised a special drainage tube. During his active years 
he occupied the chair of the Bristol Medico-Chirurgical 
Society, and was also president of the Odontological Society 
of London. In 1914-15, and again in 1933-4, he served as 


president of the Bath, Bristol, and Somerset Branch of the 


N 


of penicillin to qualified’ persons. 


‘provision (b). 


B.M.A., and in 1931-2 as president of the West Somerset 
Division. 

After the passing of the 1921 Dental Act he was elected 
one of the'original members of the Dental Board set up 
by the Government, and he was appointed an examiner 


, to assess the fitness to practise of the unqualified practi- 


tioners. He also served on the General Medical Council. 
The University College of Bristol was granted its charter 
as a university in 1909. Ackland received the Service 
degree of M.D.S. in 1913 as a mark of appreciation of 
his work in the Dental School. During the 1914-18 war 
he served as major in the R.A.M.C. and acted as second 
in command of the 2nd Southern General Hospital in 
Bristol. | 

W.R. was deeply interested in the arts, and gathered 
together some beautiful specimens of, china, antique furni- 
ture, and paintings. His waiting-room in Clifton was of 
perfect Georgian period. Among other interests was a 
love of horses:- he spent most of his spare time hunting. 
A serious fall when out with the Beaufort Hunt resulted in 
concussion, and he had to give up his beloved sport. In 
1917 he married the widow of Judge Buckle. 

He retired from practice in 1937. When his wife died 
in. 1945-her last surviving child, Mrs. Cotterell, and her 
husband:came to live with him, caring for him in his last 
years. He died peacefully in his sleep, and his friends 
mourn the loss of a charming and most lovable man. 
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: SALE OF PENICILLIN 


[FROM OUR MEDICO-LEGAL CORRESPONDENT] 


The Penicillin Act, 1947, was passed in order to restrict the sale 
Section 1 provides that no 
person shall sell or otherwise supply penicillin unless he is 
(a) a duly qualified medical practitioner, or a person acting in 
accordance with the directions of any such practitioner, or 
(b) a registered pharmacist or an authorized seller of poisons 
selling or supplying under the authority of a medical prescrip- 
tion. A shopkeeper,’ Mr. C. J. Coombs, who was neither a 
registered pharmacist nor an authorized seller of poisons, sold 
drugs and surgical appliances in his shop. On four occasions 
in August, 1948, he supplied penicillin ointment under a 
National Health prescription signed by a qualified medical 
practitioner. An inspector of the Pharmaceutical Society, 
Mr. W. R. Roberts, preferred informations against him for 
contravening the Act, but the Middlesex justices dismissed them, 
finding that the defendant was “acting in accordance with the 
directions ” of a practitioner, that he sold or supplied the drug 
in accordance with the directions of a practitioner on each 
occasion, and that therefore he had committeed no offence. 


‘The inspector of the Pharmaceutical Society appealed. and the 


Divisional Court reversed the decision and remitted the case to 
the justices „with the intimation that the on had been 
proved.’ 

Lord Goddard, Lord Chief Justice, said in giving the judg- 
ment of the Court that if anyone could sell penicillin on a 
prescription under provision (a) there would-be no object-in 
If the justices were right, a registered pharmacist 
would be at a disadvantage compared with an unregistered one. 
The words “in accordance with ‚the directions of” a medical 
practitioner in paragraph (a) of Section 1 must, to be intelligible, 
include such cases as that of a doctor who told his dispenser 
to make up a penicillin preparation ; but if the doctor gave a 
prescription to a patient. that prescription must be made up by 
a registered pharmacist. A prescription, in other words, was 
not “directions” within the meaning of Section 1 of this Act. 


1 Roberts v. Coombs. The Times, May 5, 1949. 
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a '' PENSIONS i 


4 


Mr: BLENKINSOP ‘on July 20 moved that the, draft National - 
Health Service (Superannuation) ,(Amendment) Regulations, , 


1949, be approved. He said these regulations cleared up minor 
difficulties which had shown themselves in the first year of 
the working of the superannuation scheme for the staff of 
the National Health Service. He understood that the various 
staff organizations were fully in agreement with them. The 
main provision was one under Regulation 10 designed to 
encourage those who had already retired on pension or were 
eligible to do so to continue in employment up to a further 
five years and thus earn an increased pension when they finally 
retired. ' 

ı Mr. -WALTER ELLIOT said it might be that further amend- 
ments would be necessary in the immense volume of regulations 


l _ to which these amendments were proposed, - In July, 1948,’ it 


had been estimated that the superannuation scheme covered 


` 300,000 persons. This scheme obviously covered more people. 
: > He thought it covered the employees of, the regional boards, 


the employees of the medical bodies, teaching hospitals, execu- 
tive councils, and other bodies set up under the Act. He was 
informed that it also covered medical practitioners and dental 
practitioners, although not ophthalmic practitioners or chemists. 
He asked whether Regulation 10, in which employees were 
encouraged to continue in employment up to ten years beyond 
the’ possible retiring age, also covered those who returned to 
the ‘Service, and what rebates or’ allowances were granted. to 
» The 
strain on the Service just now was very great, and one of the 
simplest ways of.relieving it was to recruit from those who 
had already been fully trained in one branch or another. 

He remarked that Mr. Blenkinsop had not touched on the 
cost of the regulations. The estimated gross total for the 
Health Service this year was some £352,000,000, against which 
appropriations in aid amounted to £92,750,000. 
butions paid to the insurance scheme were only one-ninth 
of its cost. The insurance contribution of 6% paid by contri- 
butors towards the cost of the superannuation scheme amounted 
.to a substantial sum. ‘The appropriations made last year had 
been estimated at £44,000,000 for England and Wales, but rose 
to £62,000,000 when the estimates had been completed. 
Through these superannuation, benefits there had accrued to 
, the Exchequer in England and Wales £30,694,000. The only 
“ payment at present under the superannuation regulations was 
a sum of just under £2,000,000 for England and Wales. The 
Exchequer had a temporary surplus of over £30,000,000, which 
would run off as the liabilities began to accrue. 


Son Apply to Specialists i 


Sir Huo Lucas-Tootu said Regulation 16 (c) was applicable 
to specialists. Regulation 16 (c) of the original regulations 
enabled’ general practitioners within the Service to choose if 
they preferred to continue with a privately arranged insurance 


- scheme to. obtain benefit from the employing authority equal 
to the amount that the executive council would have had to’ 


putvaside for their benefit if they had come within the’ general 
‘scheme. He thought the House would welcome the extension 
of this proposal to specialists; Under the original arrangements 
doctors who wished to continue their own. insurance schemes 
had to give notice within three months of the appointed day in 
the original Act. Under the National Health Service (Amend- 
ment) Bill now passing through Parliament a number of general 
practitioners might: come in at some future appointed day 
and might have insurance schemes which the}? wished to con- 
tinue after the new appointed day. He feared this class might 
fall between the two regulations. They were not specialists, 
they were not covered by the new regulations; and they had ‘not 
been within the schemes on the original;appointed day. 

Mr. BLENKINSOP pointed out that these amending regulations 
did not extend the scope of me scheme or bring in further 


“ 
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‘extended. 
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groups with the exception of the small number of chaplains. 
They made the provision of the regulations more acceptable to 
those concerned but did not involve extra expense. ‘Replying 
to Mr. Walter Elliot’s questions, he said the new regulations 
covered those who would return to the scheme after a short 
break of service. The Government was providing for those 
who continued: for an extra five years, or for a shorter period 
under the scheme, for those who returned to the Service after © 


`a break, and for those who entered the Service after leaving 


some other superannuated service. The period was five years. 
Regulation 6 brought the injury provisions into line with the 
Civil Service’ provisions. Previously the Ministry of Health 
Persons who 
came back into service eas a gap were covered in 
Regulation 10. i 

The provisions in Regulation 16 (c) of an option for part-time 
specialists to contract out had been made to meet a point raised . 
by: the British, Medical Association. Practitioners coming in 
after the appointed day were not covéred. The provision in 
Regulation 16 (c) was a special concession, and he doubted 
whether it could bé.extended. He did not deny there might 
be points worthy. of consideration as the Ministry’s experience 
„ It would obviously be necessary to consider from 
time to time further amendments to the regulations. 

Mr. WALTER ELLIOT trusted that Mr. Blenkinsop would look 


at the National Health Service (Amendment) Bill to see whether 


it was not possible in subsequent stages to bring in medical 
practitioners who would enter the scheme at a second appointed 
day and make it possible for them to be covered by the regula- 
tions., In view of Mr. Blenkinsop’s pledge that this was not the 
occasion on which books were to be closed and no further 
amendments introduced ‘the Opposition was wens to: approve 
the regulations. . 
The draft National Health Service (Seperannwation) 

(Amendment) Regulations were then approved. 

: ; 


Scottish Superannuation Regulations 


The-draft National Health Service (Scotland) (Superannuation) 
(Amendment) Regulations, 1949, came before the House of 
Commons on July 27. Mr. WALTER ELLIOT said these regula- 
tions covered large sums of money and considerable numbers 
of employees. For Scotland alone something like £2,500,000 
was being brought in to diminish the apparent cost of the 


` National Health Service, and the only payment out was a 


sum of £140,000. He inquired how the number of employees 
was related to the original number estimated. It was time 
the Government became more precise on these matters. 

Mr. WoopsurN said these regulations amended the original 
regulations, but the adjustments were slight and the money 
involved was negligible. ' Nothing was added. to the cost of 
the scheme. About 50,000 employees were covered, but there © 
was no increase there. 

The House agreed 9 the draft regulations. 


i i Parliament Adjourned i j 


Parliament stands adjourned till Oct. 18. The Report and 
Third Reading of the National Health Service (Amendment) 
Bill are set down for Oct. 19 in the House of Commons. The 
Second Reading of the Nurses (Scotland) Bill is down for the 
following day. 


Barnet Victoria Hospital 


Mr.” SPEARMAN asked the Minister of Health whether he 
knew that local concern had been caused by the decision of 
the North-West Metropolitan Regional Hospital Board to con- 
vert the Victoria Hospital, Barnet, into a matemiity depart- 
ment for the ‘Wellhouse Hospital, Barnet. 

Mr. BEvaN replied on July 29 that if a petition was sent 
to him he would certainly consider it. It would be more 
appropriate if, in the first place, it was addressed to the 
regional hospital board, who had delegated powers, for the , 
planning and development of hospital services in their area 
which did not require them to obtain approval before they made 
changes in the use of particular hospitals.’ 
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Cancer Research , $ 


Brigadier MEDLICOTT on July 28 asked Mr. Herbert Morrison 
whether, in view of the serious increase in deaths from cancer 
during the last 30 years, he would make'a statement on the 
research now being, conducted under the auspices of his depart- 


ment, or with his encouragement ; and, in particular, say what ~” 


joint research or co-operation with America was taking place. 

Mr. Morrison replied that research on cancer formed a 
very important part of the programme of the Medical Research 
Council. It was also promoted, with official encouragement, 
by bodies such as the Imperial Cancer Research- Fund: and the 
British Empire Cancer Campaign. ` There was particularly 
close co-operation -in this field between British workers and 
their colleagues in America. The Medical Research Council’s 
expenditure on cancer research was estimated at £145,000 for 
1948-9 and at perhaps £200,000 for 1949-50. ‘Mr. Morrison 
declared that real progress was being made in research and 
that the limiting factor was not finance. 


Free Drugs for Private Patients 


Mr. H. D. Hucues asked on July 28 what would be the 
increased cost of allowing private patients to obtain drugs 
recommended by their doctor free: of charge. 

Mr. BLENKINSOP said that if the estimated annual rate of 
expenditure on the pharmaceutical services were proportionately 
increased in respect of the 5% of the population of England 
and Wales not on doctors’ lists the increase would amount to 
about £1,000,000. ` 


r 
Pneumoconiosis 


Mr. JAMES GRIFFITHS states that from Jan. 1, 1949, to 
June 25, 1949, assessments under the Industrial Injuries Act 
of disablement due to pneumoconiosis were made at 100% 
in about 20 cases, and at less than 100% in about 1,900 cases. 
In addition, 
industry before July- 5, 1948, were certified under the Work: 


men’s Compensation Acts: of these 134. were found to be- 


totally disabled. During the corresponding period of 1948, 
843 men were certified under the Workmen’s Compensation 
Acts, of whom 87 were found to be totally disabled. These 
figures are not strictly comparable with those for 1949. 


Tuberculosis Examinations—Foreign workers recruited ° under 
official schemes for which the Minister of Labour is responsible are 
required to undergo a general medical examination and an x-ray 
examination to detect tuberculosis before they are accepted and 
brought to this country. In -proportion to the numbers recruited 
cases of serious sickness have not been numerous, but as these 
workers are mostly displaced persons the privations which they have 
undergone may. have resulted in some cases in breakdown in health 
after their arrival. 


Glasses and Wigs.—At a rough estimate about 4,500,000 pairs of 
spectacles have been supplied under, the Supplementary Eye Service. 
Between 3,000,000 and 4,000,000 pairs are on order. No information 
is available as to the number of dentures. Up to ~May -20, 8,000 
. wigs were ordered, and’ 2/600 supplied, through tHe ‘Ministry of 
Pensions on the advice of specialists. 


Dental Emergencies-—Procedure for emergency treatment under 
the Health Service by dentists of patients who are in pain is being 
used for over 25,000 patients a week. 

Bristol Patients —The average number of patients on the panel of 
doctors at Bristol on April 1 last was 2,300—the mgNESt something 
over 4,000, the lowest 2. 

Ophthalmic Opticians ——The number of ophthalmic opticians in 
England and Wales now employed in providing optical treatment 


within the National Health Service is 5,662. The Government hopes 
for an increase in the number. \ 


2 


According tò a report in The Times (June 30), the chairman 
of the British Tourist and Holidays Board has stated that the 
“clean food” campaign which the Board began a year ago 
has been a great success, and ‘efforts will be continued to raise 
the standard of hygiene in hotels, restaurants, and cafés. “The 
problem of hygiene in the catering industry,” the chairman said, 
“is more than 70% a problem of personal hygiene.” 


in the same period 276 men who had: left thë- ` 
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Universities and Colleges 





UNIVERSITY OF LONDON - 


Dr. John. Thomas Aitken has been. recognized as a Teacher of 
Anatomy at University College, and Dr. Robert Douglas Harkness 
has been granted probationary recognition as a Teacher of Physiology 
-at University College for a period of two years from June, 1949, 

Shenley Hospital, St. Albans, has been added to the list ‘of recog- 
nized mental hospitals for the degrees of M.B., B.S. 

The ‘Mary Scharlieb Research Studentship for 1949 has been 

. awarded to George Philip Arden, F.R.C.S., for one year in the first 
instance. The studentship, which ts of the value of £250, is tenable 
for one or two years and is offered to graduates of the University 
who are either registered medical practitioners or in possession of 
qualifications which in the opinion of the Senate would enable them 
to undertake postgraduate medical research. 

The A. H. Bygott Scholarship for 1949 has been awarded to 
Howard Temple Phillips, M.B., B.S. The scholarship, of the value 
of approximately £100 and tenable for one year at the London School 
of Hygiene and Tropical Medicine, is offered annually for the course 
for the Academic Postgraduate Diploma in Public Health. Candi- 
dates must be registered medical practitioners who are serving in 
public health departments or who intend to ‘enter or have already 
entered the Public Health Service either at home, in the Dominions, 
or in the Colonies, 

Robert Knox, M.D., M.R.C.P., has accepted an invitation to the 
University Chair of Bacteriology, tenable at Guy’ s Hospital Medical 


\ School, from Oct. 1. 


The title of Professor of Bacteriology in the University has been 
conferred on Frederick Robert Selbie, M.D., Ph.D., D.Sc., in respect 
of the post held by him at Middlesex Hospital Medical School. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on July 28, with 
_ Sir Cecil, Wakeley, President, in the chair, it was decided on the 
- recommendation of the Faculty of Dental- ‘Surgery to institute an 
-annual’ Dental Lecture to be entitled the “Lord Webb-Johnson 
- Lecture ” to-commemorate, the indebtedness of the dental profession 
to Lord Webb-Johnson. 

Dr. J. Hall Best, President of the Twelfth Australian Dental 
Congress, was elected to the Fellowship in Dental Surgery. 

The Hallett Prize for 1949 was awarded to Graham Roland 
Anderson (Queensland). 

The date of the annual meeting of Fellows and Members was 
arranged for Wednesday, Nov. 9. 

Diplomas of Membership were granted to the 117 recipients of 
the L.R.C.P. whose names were printed in the report of the meeting 
of the Royal College of Physicians of London in the Journal of - 
Aug. 6 (p. 340). 

Diplomas in Public Health, in Tropical Medicine’and ‘Hygiene, and 
in Medical Radio-Diagnosis were granted, jointly with the Royal 
College of Physicians of London, to the following successful 
candidates: 

DIPLOMA IN PusLic HEaALTH.—A. Bashir, B. A. Bhatti, Mary 
Brooks, T. H. Elias, J. E. Francis, Joan K. Griggs, W. E. Hadden, 
D. G. Levis, G. K. Lim. 

DIPLOMA IN TROPICAL MEDICINE: AND HYGIENE.—J. P. Satterwhite, 
A. F, H. Stewart, S.'W. W., Terry. 

DIPLOMA IN MEDICAL RADIO- DIAGNOSIS.—D. Chisholm, J. J. 
Wallis. 

The following hospitals were recognized under paragraph 23 of- 
the Fellowship regulations: Poplar Hospital, London (resident 
medical officer, resident surgical officer, and senior house-surgeon) ; 
St.” Stephen’s Hospital, London (two surgical registrars and one 
-house-surgeon); Maidenhead Hospital (resident surgical officer). 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the final examinations, have 
been admitted L.R.C.P.Ed., L.R.C.S.Ed., L.R.F.P.S.Glas: A. E. Barr, 
Margaret H. Batty, Constance E. Belton, W. E. Bennie, M. C. 
Berenbaum, L. H. Berman, D. G. Brown, E. L. R. Brown, W. F. 
Blair, Diana P. M. S. Cargill, S. L. Chinchin, L. I. Davidson, G. M. 
Daya, J. Devine, D. J. ete ee F. Doherty, Helen E. Ferguson, 
L. M. Foegal, V. Gallone, G. T. W. Gowdie, Joan F. Greaves, 
_ Muriel S. Hill, D. D. Hillier, J. B. M. Hirst, H. Jackson, J. Jackson, 
`'R. G. Jacomb, .Ruth W. Joelson, Valerie Jones, H. Justitz, J. D. 
Keir, Rosemary C. Kennedy, R. C. Lamberty, V. K. Moodaley, 
D. B. Murray, R. McNeill, G. S. C. Nzegwu, Rosemary A. Page, 
-B. Raeburn, Gwyneth Richards, Helen M. Roberts, F. Starer, C. 
Stewart, M. Stock, Christina E. C. Taylor, T. H. Walker, B. T. 
Walters, D. B. S. Watt, D. LI. Williams. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary 
in the British ‘Isles during the week ended July 23. [No. 29 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included): (b) 
London (administrative county). (c) Scotland. (d) Hire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales ‘(including London). 
R London (administrative county). (c) The 16 principal towns in Scotland. 
d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. ` 
a 
: 1949 1948 (Corresponding Week) 
(a) |c) | @ | @)| o 


r ‘ L] 
Disease 


(b) | (c) | (d) | Ce) 


rs fs 








Cerebrospinal fever 
Deaths zi 


Diphtheria 
Deaths 





Dysentery 
Deaths 


Encephalitis lethargica, 
acute . es 
Deaths 


Erysipelas ° ~. 
Deaths 


Kos 





Infective enteritis or 
diarrhoea under 2 


Opinan neonatorum 
eaths ` .. s 





Paratyphoid fever 
Deaths ae 





Pneumonia, influenzal .. 
Deaths (from influ- 
—enza)t E di ee 


Pneumonia, prim 
. Deaths 


8 
~ 


Polio-encephalitis, acute 


Dea - 


eaths ° 





Puerperal pyrexiall 
Deaths sa fe 





Relapsing fever 
Deaths 


Scarlet fever 
Deathsf - 


| 








Smallpox 
Deaths 





Typhoid fever .. 
Deaths 





Typhus fever 
Deaths ' 

Whooping-cough* 
Deaths 7 

Deaths (0-1 year g 


Infant mortality rate 
(per 1,000 live births} 


Deaths (excluding still- 
births): 


_ Annual death'rate (per 
1,000 persons living) 


‘Live births mA - 
Annual rate per 1,000 
persons living asa 


Stillbirths i as 
Rate per 1,000 total 
births” (including - 
stillborn} .. `.. 








3,926| 659 


7,863(1370|1012] 385|.251 


r a 
‘_ * Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only, i 
t Deaths from measles and scarlet fever for England and Wales, London 

(administrative county), will no longer be published. 

~ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. i i 

'§ The number of deaths from poliomyelitis and polio-encephalitis for England 


_and Wales, London (administrative county), are combined. 


|| Includes puerperal fever for England and Wales, Eire, and ‘Northern Ireland. 
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`- EPIDEMIOLOGICAL NOTES ' 

:- Poliomyelitis ` f 
The total numbers .of notifications in Eńgland and Wales for: 
the week ended July 30, 1949, were: poliomyelitis, 147 (96), 
polio-encephalitis 22 (3). (Figures for the previous week are 
shown in parentheses.) Counties reporting more than one case 
(poliomyelitis and polio-encephalitis, together) were: London 
20 (7), Bedford 2 (0), Berkshire 2 (3), Cambridge 2 (1), Chester 
6 (0), Cornwall 8 (1), Dorset 2 (0), Durham 2 (1), Essex 8 (4), 
Gloucester 3 (2), Hertford 3 (1), Kent 3 (0), Lancashire 12 (8), 
Leicestershire 5: (6), Lincolnshire, Lindsey 4 (1), Middlesex 13 
(11), Nottinghamshire 3 (1), Oxfordshire 2 (0), Southampton 
7 (8), Suffolk West 4 (3), Sussex West 4 (1), Warwick 6 -(1), 
Westmorland 2 (0), Yorkshire East Riding 2 (1), Yorkshire 
West Riding 24 (17), Denbigh 2 (0), Glamorgan 3 (0), Mon- ` 
mouthshire 2 (0). - 
The rise in notifications this week has been considerable, and 
it is unlikely that a consistent fall can be expected yet. How- 
ever, in comparison with 1947 the rise this year has been irregu- ` 
lar, and in the week ended July 26, 1947, corresponding to the 
week under discussion, there were 302 notifications of polio- 
myelitis and 34 of polio-encephalitis. In 1947 the peak was 
, reached in the week ended Sept. 6 (thirty-sixth week), but notifi- 
‘cations in the week ended Aug. 16 (thirty-third week) were 
almost as high, and there was a small recession in the two 

intervening weeks. . = 
The geographical distribution of the notifications underwent 
little change. The largest centres of infection were Yorkshire 
West Riding 17; Middlesex 10 (Hornsey M.B. 5, Finchley M.B. 
4); Southampton 8 (Southampton C.B. 4); Lancashire 7; 

London 7; Devonshire 7. a 


Quarterly Returns for England and Wales 
The birth rate during the March quarter was 17.4 per 1,000 
compared with an average of 18.2 for the first quarter of the 
‘five years 1943-7. The infant mortality was 40 per 1,000 live 
births and was the lowest rate ever recorded for a first quarter, | 
being 1 below the rate for the first quarter of 1948 and 24 
below the average rate of the 10 preceding first quarters. 
The general death.rate was 15.0 per -1,000, and was 3.7 above 
the rate for the March quarter of 1948 and 0.2 above the 
five-years average of 1943-7. / 


Quarterly Return for Northern Ireland 


The birth rate during the March quarter was 21.8 and was 
1.0 below the average rate for the five preceding first quarters. 
Infant mortality was 55 per 1,000 registered births and was 2 
above the rate for the corresponding quarter. of last year but 
16 below the five-years average. ‚The general death rate was - 
14.0 per 1,000—an increase of 1.2 on the rate for the March 
quarter of 1948 but 1.6 below the five-years average. There 
were 118 deaths ‘from the principal epidemic diseases; they 
included 49 from influenza, 45 from diarrhoea and enteritis, and 
13 from whooping-cough. Deaths from pulmonary tuberculosis. . 
numbered 197, and there were 34 from other forms ; these were 
39 and 31 respectively below the average for the five preceding | 
first quarters. f 
l ; Quarterly Return for Eire 

A birth rate of 21.9 per 1,000 was recorded during the March 
quarter. This was 0.3 ‘above the rate for the preceding first 
quarter. Infant mortality was 55 per 1,000 registered births and 
was 8 below the rate for the March quarter of 1948. The 

general death rate was 14.7 per 1,000 and was 0.5 above the 
rate for the preceding first quarter. Deaths from the principal 
epidemic diseases numbered 125, and ‘included 72 -from 
diarrhoea and enteritis, 35 from whooping-cough, and 12 from’ 
measles.. Deaths from pulmonary tuberculosis numbered 631, 
from other forms 153 ; these were 61 and 11 respectively below 
the totals for the first quarter of 1948. ra 


f 


Discussion of Table i 

` In England and Wales decreases in the number of notifications 
were reported for measles 324, whooping-cough 180, diphtheria 
28, and acute poliomyelitis 16, while increases were notified 
for scarlet fever 114 and dysentery 22. i 


| 


` 
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The largest falls in the notifications of measles were London 
111, Lancashire 68, and Devonshire 61, while the largest rise in 
incidence was Kent 56. The only large variations in the local 
trends of scarlet fever were rises in Yorkshire West’ Riding 31 
and London 25. The chief features of the returns of diphtheria 
were decreases in London 10 and Warwickshire 9 and a rise 
of 8 in Cheshiré due to an outbreak of 7. cases in Birkenhead 
C.B. The only: fluctuation of' any size in the returns for 
whooping-cough was a decrease of 30 in Lancashire. 

The chief centres of paratyphoid fever were Lancashire, 
Liverpool C.B. 25, and Cheshire, Birkenhead C.B. 11. The rise 
in dysentery was mainly due to Lancashire, where the notifica- 
tions rose from 5 to 26 (Oldham C.B. 12 and Liverpool C.B. 11). 
A further 33 cases of dysentery were reported from the outbreak 
in Warwickshire, Warwick R.D. Of the 172 cases of food- 
poisoning 82 were notified in Yorkshire West Riding. 

. In Scotland'a decrease occurred in the number of notifica- 
tions of measles 57 and scarlet fever 16 ; increases were reported 
for dysentery 21 and diphtheria 8. The rise in dysentery was 
contributed by Glasgow, where the notifications rose from ‘1 
to 45. ; u A 

In Eire decreases:were recorded in the number of notifications 
oft measles 64, whooping-cough 46, and diarrhoea and enteritis 
18. An outbreak of 23 cases of measles was notified from 
Kerry, Listowel R.D. , fo 

In Northern Ireland the only fluctuation.of any size in the 
returns for the. country was a decrease of 38 for measles. 


. , Week Ending July 30 : 

The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,045,. whooping-cough 
1,795, diphtheria 98, measles 4,266, acute pneumonia 263, 
cerebrospinal fever 27, acute poliomyelitis 147, dysentery 94, 
`. paratyphoid. fever 50, typhoid fever 3. ` 
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Visit to Canada and the U.S.A. , | Co 

Sir Lionel Whitby, Past President of. the B.M.A., is visiting 
Canada and the U.S.A. from the middle of August to the begin- 
ning of October, and will attend q number of Divisional 
Meetings of the Canadian Medical Association, including the 
Maritime States. a 5 ' 


l Contaminated Pears 


The Ministry of Food.states that some pears now arriving 
from Italy.still retain a slight trace of an antiparasitic spray. 


We understand that the spray contains a small amount of - 
It cari be removed by wiping with a cloth, and the ` 


arsenic. 
health authorities are examining all the pears now arriving to 
ensure that this is done where necéssary before the ‘fruit is 
offered to the public. The'Italian authorities have taken steps 
to prevent further affected fruit from being exported. 


’ New Diploma in Psychological Medicine a 

Thé Royal Medico-Psychological’ Association will hold the 
first examination for its diploma in psychological medicine in 
November this year. Applicants should apply before Sept 1 
to the Registrar, Southfield, Shipton Road, York. Applications 
for recognition as training schools for the diploma should be 
sent to the Secretary of the Association, 11, Chandos Street, 
Cavendish Square, London, W.1. Further information about 
the examination may be, obtained. from the.same address. ` 
British Society of Periodontology : 

This society has recently been formed for the purpose of 
promoting the study of periodontology. Dr. E. W. Fish has 
been elected president. The society will provide ‘the means 
for those interested to meet and discuss their problems. | It 
will meet- during the winter months, and papers, communica- 
tions, or demonstrations-will be presented. The initial member- 
ship is about forty. Correspondence may be addressed to the 
hon. secretary at the Institute of Dental Surgery, Eastman 
Dental Clinic, Gray’s Inn Road, London, W.C.1. - 
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N.A:P.T. Scholarship for Scottish Nurse 

_ A scholarship of £100 to £150 will be awarded-by the National 
Association for the Prevention of Tuberculosis to a registered 


/female nurse working at the time of her application in a hos- 
` pital in'Scotland. - The scholarship will enable her to spend a 


‘period of from three to-six months in postgraduate study in 
hospitals or clinics in (a) Scotland, (b) England, or (c) Scan- 
dinavia. Candidates should state age, qualifications, previous 
experience, and reasons for wishing to do postgraduate work 
in tuberculosis, and should affirm their intention to continue in 
tuberculosis work after attaining the scholarship. Application 
should be made by Nov. 1 to Miss A. J. Weir, Scottish 
Secretary N.A.P.T., 65, Castle Street, Edinburgh, 2. 


, Second Century , À 
The Registrar-General’s Return for the quarter ended 
March 31, issued on Aug. 5, is No. 401, and inaugurates 
the second century of its publication. The statement which 
„appeared in the first of these Returns is of even more signifi- 
cance now .than it was then: “The present arrangement will 
show, at short intervals, how many marry, how many are born, 
and how many.die in England; and will thus appear in time 
to enable the public and the Legislature to take the indications 
which the returns may furnish into account in the conduct of 
affairs.” Some results of the sample Sickness Survey included 


l in it are published in the Supplement at p. 79: 


Rationalist Press Association l 

The fourth Annual Conference of the Rationalist Press 
Association was held at Oxford on Aug. 5-9. Dr. Alice M. 
Stewart said that during the last five years a few medical 
schools in this country had established departments of social 
medicine in an attempt to bridge the gap between hospital and 
domiciliary medicine. At present over 90% of the teaching 


` was done by specialists who were concerned with the minutiae 


‘of disease’ but need: have no first-hand experience ‘of general 
practice. ` There was a tendency for medical students, the 
‘majority of whom „were destined to become genera] practi- 


' tioners, to overrate the importance of diagnosing and treating 


established disease, and to underrate the importance and also 
the interest of preventive medicine. “Departments. of social 
medicine provided a setting in which clinicians might work 
outside hospitals and yet retain contact with medical students. 
They should therefore be in a unique position to ‘institute 
new lines of research and to explore new methods of teaching. 
_At present they were finding difficulty in obtaining full co- 
operation from other departments which are slow to recognize 


. the need for’ fundamental reform.’ Dr. C. P. Blacker said that 


recent preoccupations with declining fertility had closed their 
eyes to the fact that over much of the world the Malthusian 
dilemma still pressed. The ‘possible effects of birth control 
methods in backward countries must be considered. Parental 
‘instincts, dissociated from their. sexual precursors, would 
increasingly determine fertility. Few social innovations were 
‘unreservedly beneficial, and new problems might emerge. 
Surgeon Vice-Admiral Sir Sheldon F. Dudley said that our 
boasted’ and boosted National Health Service was in reality 
a. medical or ill-health’ service, an institution for taking care 


, of the sick and unhealthy at the expense of the healthy. It 


would require years of experimental ‘research. by sociologists 


_and psychologists before we could hope to discover what degree 


and kind of social security would produce the greatest health 
and energy for the greatest number of the citizens. = 


i Institute of Venereal Disease Technicians 


The inaugural conference of the Institute was held at Man- ` 
chester on July 23, and was attended by ‘representatives from 
each regional hospital area. Mr. R. A. Henderson, the 
honorary secretary, said that the primary function of the 
Institute would be the recruitment, training,‘ and setting of 
professional examinations for selected State-registered nurses, 
with the object of producing a highly skilled V.D. technician 
-of a standard and quality which venereologists would have 
confidence in. Before they could get recognition they must 
have the support and approval of the venereologists. 


t 


` 
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Diabetics and Sweet Rationing i 

When sweet rationing is started again on Aug. '14 diabetic 
patients will still be able to obtain packets of glucose tablets 
for use in emergency without surrendering personal points. 
These tablets are prepared specially for medicinal use, and 
chemists should reserve them for customers whom they know 
; By the terms of the new Ministry of Food 
Order patients will not be able to have glucose barley sugar 
ordered for them on Forms E.C.10. A doctor may, if he wishes, 
give a patient an “approved order” (not being an E.C.10), 
which may be taken to a chemist only and the barley sugar 
obtained on payment by the patents 


Medical Library Association 
~The 48th annual meeting of the Medical Library Association 


was held at Galveston, Texas, on April 10-14. It was announced 


that an “Interim List of U.S.A. and Canadian Holdings of 
German Medical and Dental Periodicals, 1939-48 ”. would be 
ready for distribution within a few months. Officers elected 
for the year 1949-50 were : president, Dr. Sanford V. Larkey, 
librarian, Welch Medical Library, Baltimore ; vice-president 
(president-elect), Miss Marjorie J.` Darrach, librarian, Medica! 
Science Department, Detroit Public Library; honorary vice- 
president, Admiral George W. Calver, physician to Congress. 


` Washington, D.C. ; secretary, Miss Helen Hlavnac, New York 


University, College of Dentistry Library ; treasurer, Mrs. Edith 
Dernehl, librarian, Marquette University Medical Library, 
Milwaukee, Wisconsin. The 49th annual meeting will be held 
at Boston in June, 1950. 

E o 
Medical Sickness Society — « 

The annual , general meeting of the Medical Sickness, 
Annuity and Life Assurance Society, Limited, was held in 
London on July 25. Mr. R. J. McNeill Love, chairman of 
directors, said that the society had been able to help many 
of its members both by advice on the difficult questions which 
arose out of the Superannuation Regulations and by devising 
new policies to meet the altered conditions. Their widow’s 
protection and pension protection policies had solved the 
problems of many doctors who, were concerned with the lack 
of provision for their wives and children under the new Service. 
They had decided to abolish the war clause in all their policies. 
They had also decided to abolish extra premiums for residence 
overseas in any capacity, save in very exceptional circumstances. 
There was now no extra premium for those serving in H.M. 
Forces. ‘These remarks applied only to life assurance: policies, 
but they had also made substantial concessions as regards sick- 
ness insurance for those who reside overseas. -In approved 
cases, although the policy limited benefit to residence in the 
United Kingdom, they were allowing full cover in other~parts 
of the world, subject to reconsideration at the end of five years. 
A private limited company, the Medical Sickness Finance 
Corporation, Ltd. (see Journal, July 23, p. 239), had been 
incorporated with a capital of £25,000 in £1 ordinary shares. 
The corporation operated from the society’s offices. The 
facilities were available not only for members of the society 
but for all medical and dental practitioners, and in approved 
cases those connected with the professions. ‘Advances were 
made on cars and on medical and ‘dental équipment, and it 
would be found that the rates of interest charged were far 
lower than those usually required by ordinary commercial 
companies. l 


COMING EVENTS . 


International Union of Nutritional Sciences 


In connexion with meetings of the Committee of the Inter- 
national Union of Nutritional Sciences, to be held in Copen- 
hagen. on Sept. 12 and:14, some scientific sessions will be held, 
as well*as visits to institutes near Copenhagen of interest to 


nutritionists, between Sept. 12 and.16 inclusive. Those interested 


are invited to communicate with Professor H. Dam, Biology 
Department, Polytechnic Institute, Ostervoldgade, 10 L JH, 
Copenhagen, Denmark, or with Dr. Torben K. With, Rigshos- 
pitalet,. Copenhagen. Denmark. 


Sept. 30, 


Bengué Memorial Lecture 

Professor René Sand, Professor of Social Medicine in the 
University of Brussels, will deliver the Bengué Memorial 
Lecture at the Royal Institute of Public Health and Hygiene, 
28, Portland Place, London, W., on Thursday, Sept. 15, at 
3 p.m. His subject is “ World Trends in the Rescuing of Social 
Medicine and Public Health.” 


Symposium on Amino-acids and Protein Hydrolysates 


The Food Group of the Society of Chemical Industry has 
arranged a symposium on amino-acids ‘and protein hydro- 
lysates to be held at Senate House (William Beveridge Hall), 
University of London, Bloomsbury, W.C., on Sept. 28, 
29, and 30. ` The programme is as follows: Sept. 28. 
6 p.m., opening address by Professor E. C. Dodds, F.R.S. 
Sept. 29, 10.30 a.m., Mr. K. Bailey, Ph.D., “Some 
Features of the Amino-acid Composition of Proteins”; Dr. A. 
Neuberger, “Properties of Proteins”; Mr. G. R. Tristram, Ph.D., 

‘““Amino-acid Analysis.” 6 p.m., Mr. E. C. Barton- Wright, 
D.Sc., “The Microbiological Assay of Amino-acids”?; Mr. 
R. L. M. Synge, ‘Chromatographic Methods in Amino-acid 
Analysis”; Mr. C. H. Lea, Ph.D., “The Role of Amino-acids 
in the Deterioration of Food—the Browning -Reaction.” 
10.30 a.m., Messrs. C. Ockrent, Ph.D., R. O. 
Atkinson, and C. Simons, Ph.D., -“ Methods for the Manufac- 
ture of Amino-acids”’; Mr. S. M. -Partridge, Ph.D., “ Displace- 
ment Chromatography as a Preparative Method for Amino- 
acids.” 2.30 p.m., Messrs. G. M. Dyson, Ph.D., and E. M. 
Bavin, B.Sc., “ The Preparation of Protein Hydrolysates ” ; Mr. 
H. G. Rees, Ph.D., “ Applications of Amino-acids and Protein 
Hydrolysates in the Food Industry.” . 6 p.m, Dr. D. P. 
Cuthbertson,. “ Amino-acids and Protein Hydrolysates in 
Human and Animal Nutrition.” An open discussion will 
follow each session. The registration fee for participation in 
the whole symposium is 10s., payable to the Society of 
Chemical Industry, 56, Victoria Street, London, S.W. 


Course in Public Health and Industrial Health _ 

The Royal Institute of Public Héalth and Hygiene announces 
that the next course of instruction for the Certificate in Public 
Health and for the Diploma in Industrial Health (Part 1) will 
commence on Sept. 30. Full details may be obtained from 
the secretary of the Institute, 28, Portland Place, London, 
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MARRIAGES, AND DEATHS 


t 


BIRTHS, 


BIRTHS ; 


Conway.—On July 19, 1949, at Glasgow, to Dr. Lilian I. Conway (née Donald), 
wife of Dr. Hugh Conway, M R.C.P., a daughter, 

Johnson.—On July 7, 1949, at Kuala Belait Hospital. Brunei, Borneo, to Betty 
Jane (née Powell), wift of Dr. A. W. Johnson. a son. 

Nauth-Misir.—On July 25, 1949, at Oldchurch Hospital, Romford, Essex, to 
Iris (née Hall). wife of Dr. T. N. Nauth-Misir, M.B., M.R.C.P., D.C.H., a 
son—Nigel Isridutt. 

Seward.—On July 10, 1949, at the Charlton Nursing Home, P!ymouth. to 


Margaret Mary (née Vaughan), wife of F W. Ry Seward, M.R.C.S., L.R.C.P., 
Totnes, Devon, a daughter—Suzanne Margaret 


MARRIAGES 


Eyans—Mitchell.—On July 31, 1949, quietly, at the Church of the Ascension, 
Blackheath. Dr, Carlton John Evans, of Lewisham, to Dr. Alexa Mitchell, 
of New Cross. 

Harris—Burr.—On August 2, 1949, in London, Nigel H. Harris, B.A., M.B, 
B.Chir., of Grimsby, Lincs, to E.izabeth Burr, of Hallingbury, Herts. 


DEATHS 
1949, Hedley Ormonde Butler, 


of Redlands, Bridgetown, 


Linda. X 


M.B., B.Ch., late of 


Butler —On July 29, 
Chiswick. 

MacKenzic.—On July 25, 
MacKenzie, M.B.. Ch.B. 

O'Neitl.—On July 27, 1949, at North Cheam, Surrey, Willlam O'Neill. M.B., 
B.Ch., D.M.R.E., aged 

Rosser.—On Ju'y 25, 1949, Richard Picton Rosser, M.B., Ch.B., 
Chase, Tunbridge Wel’s, Kent. formerly of Darlington. 

Southey.—On July 21, 1949, at 111. Tonbridge Road, Maidstone, Herben 
Watson Southey. M.R.C.S.. L.R.C.P., aged 81. 

Wagegstaff.—On July 25, 
M.R.C.S., L.R.C.P., of 15, Huntly Road, Bournemouth. 

Williamson.—On July 23. 1949, at Grimsby and District General Hospital. 
Jessie, the dearly loved wife of Dr. Joshua Williamson, of Cleethorpes, — 
Lincolnshire, aged 71. 


N : 
1949, at Croit Mhairi, Tain, Ross-shire, Colin 


of 3, Royal 


1949. at a Nursing-home, Charles Bertrand Wagstaff, g 
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Any Questions ? 

x , OE Wd k F 
Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 


which should be typed. We publish here a_selection of those 
questions and answers which seem to be of general interest. 








a 


Blood-Brain and Meningeal Barriers 


Q.—What is meant by the “ blood-brain barrier,’ and in 
view of the rich capillary ramification present in the brain 
how does it interfere with the entry of antibiotics to the nerve 
cells? Also, what does the term “ meningeal barrier” mean ? 


A.—The blood-brain barrier is the physiological mechanism 
which determines which substances can pass from the blood 
to ‘the brain parenchyma and in what’ concentration. Oxygen, 
and glucose are examples of substances which cross the barrier 
readily, while the bile pigments circulating in the blood in 
obstructive jaundice are an example of those that cannot. Akin 
to, but distinct from, the blood-brain barrier is the blood- 
cerebrospinal-fluid or “ meningeal” barrier. 
which substances can pass from the blood to the cerebrospinal 
fluid. ia l 

The mode of 
blood—cerebrospinal-fluid barrier is as yet fully understood. 


Experimental work with dyes, however, suggests that the elec- ` 


trical charge on the ionized molecule plays an important part. 
Thus certain basic dyes, bearing a negative charge, when injected 
into the blood stream will stain the cerebrospinal fluid but not 
the brain, while acid dyes, carrying a positive charge, will stain 
the brain but not the cerebrospinal fluid. This factor is 
probably more important than the actual size of the molecule. 

Most of the work on antibiotics has been concerned with 
their ability to pass the blood-cerebrospinal-fluid or “ menin- 
geal” barrier. This ability has proved to be very variable. 


For example, sulphadiazine passes the barrier more readily than - 
does sulphathiazole, while the threshold for both penicillin and», 


streptomycin is extremely high. Again, active inflammation 
of the meninges stends to increase the permeability of the 
blood—cerebrospinal-fluid barrier, but in, different degrees for 
different substances. Thus, in active meningitis the passage of 
arsenicals from blood to cerebrospinal fluid is slightly facili- 
tated, that of streptomycin is considerably increased, while that 
of penicillin is not significantly affected. The ease with which 
antibiotics can cross the blood-brain barrier is technically much’ 
more difficult to estimate ; there is accordingly very little accur- 
ate information available on this subject. It seems possible, 
however, that penicillin may enter brain tissue more readily than 
it enters the cerebrospinal fiuid. 

. ‘> 


t 
” 
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Transitory Retrobulbar Neuritis a 
Q.—What may be the cause, apart from disseminated sclero- 
sis, of a transitory, attack of retrobulbar neuritis ? i 


A.—In cases of transitory retrobulbar neuritis the differential ` 


diagnosis is from functional disease, local pressure on the nerve, 
or a vascular lesion either local or intracranial. . Various authors 
differ in ascribing catises for retrobulbar neuritis, one stating 
that nasal disease heads the list, another that focal sepsis is the 
main cause, and a third that disseminated sclerosis overshadows 


all others. It is important to remember that there is a natural . 


tendency to ‘spontaneous recovery, and-so the application of 
any remedial measure may be followed by recovery, suggesting ` 
a wrong aetiology. A transitory retrobulbar neuritis may result 
from either a rapid spontaneous recovery or transitory activity 
of the causative factor. ` The usual causes of the condition may 


be given as disseminated sclerosis, alcohol and tobacco, diabetes; - 


pernicious anaemia, syphilis, plumbism, post-partum haemor- 


` rhage, sepsis, inflammation of surrounding orbital tissue, dis- 


4 


turbances in nutrition, pregnancy, and menstrual disorders. 
Some attempt has been made in this list to indicate the frequency 
of the causes, but this is not put forward.as incontrovertible. . 


~ - 


ANY QUESTIONS? ` 


This determines ~ 


action of neither the blood brain nor the. ‘show that.fertility decreases progressively long before the meno- 


„over eight weeks from “ irritable eyelids.” 
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f Deficiency ‘of 11-Corticosteroids 


Q.—A woman. suffering from Addison's disease appears to | 
have a deficiency of the Il-corticosteroids, and perhaps the 
as yet not isolated group of adrenal hormones. In her case 
salt and water balance is easily upset, and she develops symp- 
toms of potassium deficiency on low doses of cortical extract. 
Are the synthetic Il-corticosteroids yet available ? 

A.—This clinical picture is not infrequently met with— 
that is, one in which ‘hypoglycaemia and lack of well-being 
appear to be more important than the salt and water depletion. 
The pure 1i1-corticosteroids are not available as such. They 
are present in some degree in the usually obtainable cortical 
extracts, and they occur in much higher concentration in a 
relatively new lipid adrenal extract made in the U.S.A. but not. 
yet commercially ‘available in' this country, probably because 
of currency exchange difficulties. i 


x Fertility with Advancing Years l 


Q.—Is there any basis for the belief that the fertility of 
woman decreases progressively after a certain age, usually 
placed in the region of 30? As ovulation occurs only once 
in each menstrual cycle, and as this normally continues to about 
45 or later, one would expect the chances of conception to be 
the same throughout the years of normal menstruation. 


A.—Observations carried out among various races all go to 


pause, and, moreover, it is not fully developed for some’ con- 
siderable time after puberty. In white women fertility is rela- 
tively low until the age of 17 or 18 years, reaches a maximum 


at 20 to 25 years, falls slowly up to the age of 35 years, and 


thereafter rapidly. Although such statements are based largely 
on a study of the marriage—-conception interval at different ages, 
without allowance always being made for other factors which 
may be,concerned, and although there are individual exceptions, 
they are. generally accepted. 
Contrary to the-implication in the question, regular menstrua- - 
tion does not necessarily mean regular ovulation, and it seems 
likely that all women occasionally have anovular cycles. The 
frequency of this phenomenon remains uncertain, but it is com- 
mon, if not the rule, during the years immediately after the 
menarche, and it occurs more often after the age of 40 than 
during the more fertile years. Sometimes it appears to be the 
cause of sterility in young women, and it is generally assumed 
to be the main ‘cause of physiological low fertility at the 
extremes of reproductive life. Nevertheless, other factors may 
be concerned—alterations in the function of the cervix and the 
body of the uterus, the age of the husband, the decreased 
frequency of. coitus with advancing years, etc.. The subject of 
physiological infertility as it affects animals and the human 


. being is dealt with’ by M. F. Ashley Montagu in Adolescent 


Sterility (1946, Illinois). 


Toa “ Irritable Eyelids ? ` 

Q.—A professional woman aged 44 has been suffering for 
The itching is 
particularly marked at night, but during the premenstrual’ 
period it is very intense even during the day. There is a 


history of other allergic manifestations and vasomotor disturb- 


ances. Calcium injections have proved ineffective; “ benadryl” 
has. given only occasional and temporary relief. Can you 


suggest further treatment ? Is any hormonal therapy indicated, 


in: view of the premenstrual exacerbations ? 


‘A.—One would suggest in the~first place a complete 
ophthalmological examination,’ as astigmatism, early presby- | 
opia, and other’ ¢ye conditions may sometimes. cause this 
condition. If these: are excluded, skin reactions to the com- 
mon inhalants (pollens, house dust, feathers, orris root, and 
moulds) and to the common and seasonal foods should be 


tested as a guide to the possibility that the irritation is due to 
‘ the atopic type of allergy. Contact dermatitis might also be 


considered. Hazen (Arch. Derm. Syph., 1944, 49, 253), in a 
series of 36 cases of dermatitis confined to the eyelids, found 
the following to be offenders: nail lacquer, orange peel, carbon 


f 


‘ (diethylaminoethyl-N-thiodiphenylamine) are 
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paper, wave-setting lotion, Tar dye, face powder, dog hair, 

cold cream, sulphur ointment, ammoniated mercury, and soap 
powder. Premenstrual exacerbations of allergic reactions are 
not, unusual, and -are presumably due to increased oedema of 
the tissues at this time, Hormona] therapy is in general dis- 
appointing, but stilboestrol is worth a trial. Symptomatically, . 
one, of the other antihistaminic drugs, such as “ phenergan ” 
(“3277 R.P.”) or “anthisan” (pyranisamine maleate), might be 
worth trying. : 


Medical ‘Treatment of Myopia 


Q.—lIs there any evidence that calcium lactate and para- 
thyroid extract are of use in preventing the progress of 
myopia in children? If so, what dosage should be given, 
and for how long should treatment be continued? Is the 


parathyroid extract likely to cause any glandular disturbance ? - 


A.—The medicinal treatment of myopia was in vogue several 
years ago but is not now much used. It would appear that the 
results in the past with calcium and parathyroid extract have 
not been encouraging. in these days chief reliance is ‘placed 
on ordering a full correction at as early an age as possible. The 
glasses should be worn all day long. . 


, 


_ ~ 


. Toxic Effects of “ Diparcol” 


‘Q.—Are there any dangers associated with the administra- 
tion of the new drug “ diparcol”’ in the treatment of Parkinson's 
disease ? E 


~ åÅ.—Toxic effects which have bén noted with “ diparcol ” 
somnolence, a 
slight feeling of drunkenness, and sometimes, though rarely, 
severe vertigo. These call for a reduction, possibly only tem- 
porary, in the dosage of the drug. A more distressing com- 
plaint, again rare and a sign of overdosage, is a temporary or 
almost complete paralysis, but this passes of in a matter of an 


. hour. The drug sometimes also produces a temporary aggrava- 


tion, of Parkinsonian symptoms. The French workers who 


‘introduced this drug reported a fatal case of agranulocytosis, 


but considered this to be due to other drugs used at the same 
time ; nevertheless, an occasional check on the leucocyte count 
is probably desirable. In debilitated : patients, if the drug is 
stopped suddenly some degree of “collapse” may occur; and 
for this reason its administration should always be tailed off 
gradually. The same applies’to its substitution for any of the 
solanaceous alkaloids: the change- over should be gradual. The 
two may safely be given together for a time. It is best to 
follow accurately the gradually increasing scale of dosage 


. recommended by the makers. 


Pus Cells in Semen 


Q.—The semen of a man aged 36, married ten years but with 
no children, is coloured yellow; motile sperms are absent, but 
there are a number of .pus cells, The colour change is' only 
recent. There is no'history of venereal disease or trauma, but 
six months ago the testicles ached continuously for three weeks. 
There are no other signs and symptoms and the urine is clear. 
What is the cause? What investigations do you advise, and is 


there any treatment ? 


A.—An attempt must first be made to discover the source 
of the pus cells in the semen. These may come-either from 
infection of the prostate or vesicles, or else from a low-grade 
infection of the seminiferous tubules themselves. To exclude 
the former, cultures should be made of the urine passed after 


5 


-prostatic and vesicular massage. If nothing is grown from this, 


the semen‘itself should be cultured and the infecting organisms 
identified. But it is quite likely that what have been regarded 
as pus cells are actually spermatocytes exfoliated from the 
tubules. The cause of this may be some systemic or .consti- 
tutional’ departure from health, which may be discovered by 
a careful medica] overhaul. If nothing is revealed, a biopsy 
should be carried out to discover the exact state of the testicle. 
The outlook is poor, but, should the biopsy specimen reveal 
healthy testicular tissue, an attempt may be made to stimu- 
latë spermatogenesis by injections of chorionic gonadotropin 
prepared from pregnant mare’s serum. 


~ 


NOTES AND COMMENTS . 


Vaccination.—Dr. F. W. A. FosserRyY (Bristol) writes: I beg a small 
amount of your space to comment on the practice of vaccination. . 
as done by too many qualified doctors. Vaccination is compulsory 
for entry into the U.S.A. Too often have I to treat badly swollen, 
septic arms, caused by bad technique. - The method of choice is: 
(1) to cleanse the skin; (2) drop (by any means, even gravity) a smali 
bead of vaccine tymph on the chosen site; (3) puncture the skin 
through the bead, and wipe off excess; (4) do not cover. This is 
all that is required to produce immunization and avoids the crippling, 
unnecessary secondary sepsis favoured by covering the site. The 
international certificate requires a notation of the’ “reaction ” (and 
this is more important than the fact of vaccination for entry into the 
U.S.A.), and the wording of the certificate should be quite accurate 
—i.e., (1) reaction of immunity; (2) vaccinoid; or (3) typical primary 
vaccinia. The term “ successfully vaccinated ° merely means that 
a needle has been passed over the skin. A certificate of “noe 
reaction ” is a reflection on the powers of observation of the doctor 
who certifies it. - ; 

Deafness after Penicillin Injection.—Dr. JOHN S. MEIGHAN (Bridge 
of Weir, Renfrewshire) writes: I recently had a patient, a man in early 
middle-age, who complained of transient deafness and faintness 
following the intramuscular. injection of a half mega unit of the 
sodium salt penicillin dissolved in 1.5 ml. of apyrogenic water. Three 
subsequent injections had no such effect, but he was made to lie down 
immediately after them. I would be very interested to know if 
-anyone else- has had this experience, i 


Bee-stings.—Dr. ALFRED R. Hargreaves (C.M.S. Hospital, Gaza, 
Palestine) writes: Having been a bee-keeper for nearly 50 years I was 
interested in the question and answer on bee-stings (“ Any Ques- 
tions ? ” June 11, p. 1061). I would like to add to your expert’s advice 
“by suggesting that the best way to remove the sting, which, by the 
way, is barbed, is to scrape it out with the edge of a pocket knife To 
pick it out with the fingers would only squeeze more of the venom 
into the victim. I always keep my open pocket knife handy when 


- manipulating them. For treatment of the sting itself I find a drop 


of honey on,the spot is very effective. I can imagine that there is 
more to this.than mere hypertonicity and osmosis. 

Adrenaline and Blood Pressore.—Professor HENRY BARCROFT and 
Dr. H. Konzetr write from St. Thomas’s Hospital, London, S.E.: 
In the answer in “ Any Questions?” (July 9, p. 111) it is 
stated that isopropyl-nor-adrenaline (“ aleudrin,” “ aludrin,” “ neo- 
epinine,” “ neodrenal ”) causes a fall of blood pressure even when 
injected intravenously. This is so in anaesthetized animals'; in man 
(unanaesthetized), however, it caused a rise in' the systolic pressure 
and a fall in the diastolic without much change in the mean pressure.’ 
During inhalation of therapeutic doses of isocpropyl-nor-adrenaline the 
arterial blood pressure is usually unchanged, . In the isolated perfused 
dog’s lung, administration of isopropyl-nor-adrenaline- by means of 
an inhaler caused a slight fall of, pulmonary arterial presare: an 
Whether this happens in man is not yet known. 
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, Corrections 


The editor of the Medical Directory has pointed out that his 
address should have been given in the letter published in the Journal 
of July 30 (p. 284). Doctors who have mislaid or not received the 
schedule can obtain a duplicate by writing to the “Medical Directory. 
104, Gloucester Place, London, W.1. . 

The price of Bailey and Love’s Short Practice of Surgery is 
52s. 6d. per set, and not 32s. 6d. as stated” 


a m m m mmm 
ae 


™ 


All communications with regard to editorial business should be addressed to THe 
EDITOR, BritrsH Mepicat JOURNAL, B.M A. House, Tavistock SQUARE, 
Lonpon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology, 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical iia alone 
unless the contrary be stated, 

Authors desiring REPRINTS should communicate with the Publishing Manager. 
B.M.A. House. Tavis-ock Square, W C.1, on receipt of proofs, Authors 
overseas should indicate on MSS. if reprints are required, as proofs are not 

sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager. 
B.M.A. House, Tavistock Square, London, W.C.1 hours 9 a.m. to 5 p.m.). - 
TELEPHONE : EUSTON 2111. TELEGRAMS: Britmedads, Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TELEGRAMS : Medisecra, Westcent, 
London. 

B.M.A. SCOTTISH OFFICE: 7, Dromsheugh Gardens, Edinburgh. 


r 


`“ 


BRITISH MEDICAL JOURNAL 


LONDON 


SATURDAY 


AUGUST 20 1949 





THE SURGERY OF PULMONARY STENOSIS* 


R. C. BROCK, M.S., F.R.CS. 


ld 
` 


The relief by operation -of certain forms of cyanotic con- 
genital heart disease (morbus caeruleus), especially those . 
associated with pulmonary stenosis, has aroused widespread 
interest during the’ last two or three years, and 
a suitable time to review the present position. In addition 
to assessing the results and, value of the .usual operation 
for this condition (the Blalock-Taussig -operation), a pre- 
liminary account will be given of an entirely new operation 
which“has so far proved successful and which may offer 
certain great advantages. i 


Human ‘and Clinical Problem of Congenital Pulmonary 
Stenosis 


The problem of the “blue baby” has always been a 
tragic one in which the doctor has hitherto been powerless , 
to offer relief either to the sufferer or -to the distracted 
parents, Although the plight of thèse children has been- 
well known, it is only since the prospect of relief by opera- 
tion has been available that the incidence and full tragedy 
of the condition has really come to light: those.of us-to-. 
whom these patients are brought for advice have’ been 
almost overwhelmed by the numbers and have been very 
impressed by the large amount of suffering and human 
misery that has been revealed. Many of these children 
have been almost hidden away in‘all parts of the country, 
not through any deliberate policy of concealment, but 
because many are necessarily, from their disability, con- 
fined to the house or to their room for the whole or the 
greater part ‘of their lives. A few are able to get about 
out of doors moderately well under favourable conditions ; 
some can manage to walk a short distance (10-100 yards) ; 
a number more must be wheeled in a “pram” or carried 
by their parents if they are to leave the house at all. 

In extreme cases the child is very blue and dyspnoeic 
even while sitting or lying in bed and cannot move about 


` at all; we have seen children as old as 6 years who have 


“considerable. 
child, who not only occupies most of her attention but may- 


never walked. Some have- been able to get about in a 
restricted fashion for a few years, and with the steady 
increase in their disability they finally become completely 
immobilized. 

The strain on the parents and ‘on the family life ‘is 
The mother can rarely if ever leave the 


give rise to periods of intense anxiety if, as often happens, 
it is subject to attacks of loss of consciousness and deep 
cyanosis and distress in which-it appears to be near to 
death, or may indeed die. The burden on the mother is 
so great that she may abandon any idea of having more 
children, a situation that only heightens the tragedy when 


*The Alexander Saree: ooo sic delivered at the Medical 
Society of London on 5. 


-of 14, and less than one in 10 will reach 21. 


Thoracic Surgeon to Guy’s Hospital ; Surgeon to the, Brompton Hospital 


the blue child eventually dies. It is worthy of remark 
that the father always accompanies the mother when the 
child .is brought for consultation ; much of the carrying 


this seems” about of the child falls on the father, and it is im any case 


quite impossible for him not to be intimately involved in 
the management and anxiety of the grave family and 
domestic problem that the disabled child constitutes. 

The more severely afflicted children die young ; the mor- 
‘tality in the first few years of life is high. A number of 
children reach the early or even the late “teens,” but 
usually with increasing disability. It often happens that 
a bright or intelligent boy or: girl who has done well at 
school and: even won scholarships becomes increasingly 
“handicapped by, the physical disability that prevents the 
fulfilment of what might otherwise be a promising and 
‘useful career. Only few patients are seen in the twenties 
who are able to carry out any useful occupation or 
employment. . 

The prognosis is poor, aña this is strikingly shown by 
an analysis of the age of patients with cyanotic heart 
disease who have attended the congenital heart clinic at 
‘Guy’s Hospital, which is under the care of Dr. Maurice 
Campbell. An analysis of the age incidence in 340 patients 


. seen by Dr. Campbell over a period of some 15 months 


shows-a rapid falling off’ which admits of no other general 
conclusion ‘than that the prognosis is bad and becomes 
worse as the years pass. Campbell sums it up by stating 
that only one in two children is likely to survive till the 
age of 7 years; only one in four is likely to reach the age 
Moreover, 
24 of these patients died while awaiting admission to hos- 
pital. These observations of Campbell’s not only are of 
-value to.us in assessing the gravity and prognosis of the 
disease, but are also of assistance to the parent in making 
their difficult decision whether to agree to submit their 
child to the dangers of an operation. 


| The Place of Surgery 


Although operation on these cases carries a considerable 
risk, the risk is in most cases far less than that of leaving 
` the condition untreated. Moreover, operation alone offers 
a prospect of relief, and, as will be shown later in a dis- 
cussiòn of the results, it offers a very good chance of 
striking and dramatic relief. It is now fair to say that 
surgery has fully justified itself by its results. 

It is scarcely necessary to emphasize that operation in 
these cases is both difficult and dangerous. It is a type 
of surgery that is not for the lone operator. The prob- 
lems involved are so numerous and complex that team- 
work is essential if good results are to be obtained. It 


is not enough for the surgeon to acquaint himself merely 
4624 
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with the technical details of vascular anastomosis and to 
think that he can then embark upon operations with safety 


- and success.. Team-work is of course essential in the 


operating theatre: where in addition. to the surgical and 
nursing assistants the anaesthetist plays a part of funda- 
mental importance which deserves a special tribute. Rink, 
Helliwell, and Hutton (1948) have recently published an` 
account of their anaesthetic experiences. 


Even more important, however, than team-work in the 
‘theatre is team-work before the operation, for much must 
be done in the diagnosis and selection of the correct cases 
for operation. Although it is almost ~a fashion to-day to 
speak of the need for team-work, it is difficult to over- ~ 
emphasize the need for it in the problem before us. Close 
co-operation with a cardiologist is self-evident ; good radio- 
logy is essential, and we are fortunate at Guy’ s’ Hospital 


in having the valuable and whole-hearted co-operation of. 


Dr. T. Hills in this ; the physiologist and clinical research 
worker can contribute much in the study and application 
‘of the various tests and investigations-of respiratory. and 
circulatory efficiency ; the anatomist and the_ pathologist 


body:of some 15 people actively engaged in the manage- 
ment of these cases, and all play their part in the efficiency . 
and success. of the service. 


DIAGNOSIS AND. METHODS OF INVESTIGATION 


Until recently there was little general interest in the dif-. 
ferential diagnosis of cyanotic heart disease, although a 
` few enthusiasts have made invaluable studies and presenta- 
tions of these: cases.. Until the advent of surgery great 
accuracy in diagnosis was rather an academic refinement of 
interést-to the occasional clinician, as to the pathologist.. 
‘Once the possibility of relief by operation arises it becomes 
essential to make the diagnosis’ as complete as possible 
-before operation so as to avoid the hopeless case and to 


: recognize the ones that can be helped. Careful clinical 


assessment, aided by routine radiography, is clearly of first 
importance, and for complete accounts of the clinical presen- 
tation it is best to consult the book by Helen Taussig (1947) | 
or the comprehensive article by- Campbell (1948). To arrive 
at a more exact diagnosis, especially in the very difficult 
cases,- it is necessary to use- cardiac catheterization and 


information. 


angiocardiography, both of ‘which afford very valuable _ 


The Blalock-Taussig Postulate 


In considering. a case for surgery it is of fundamental 
importance tò realize what one seeks to achieve by opera- 


=- tion. Blalock and Taussig (1945) have pointed out that the 


cyanosis is due to two things—namely, mixing of venous 
and arterial. bloód and an inadequate supply of blood to 
_ the lungs. The most important element ‘of their contribu- 


7- tion is the conception of the part played by the second 


feature—an inadequate pulmonary blood flow. As a result 


- Of this they postulated that the cyanosis and disability 


‘could be relieved by improving the blood supply to the 
lungs by. anastomosing a systemic artery to a pulmonary 
artery.: The proof of the correctness of their postulate lies 
in the good results of their operation: cyanosis is often 


. completely relieved and is always greatly lessened when 


a satisfactory anastomosis is possible ; the disability is also 
greatly relieved. As the venous-~arterial shunt persists it 
may be impossible, except in the slighter cases, to relieve 
the cyanosis completely, at any rate after exercise. 

It follows from this that the most important matter to 
- be considered in the assessment of a case is in regard to 


~ 


- catheterization. 


At Guy’s Hospital there is a.- 


the pulmonary blood flow: we must try to determine , 
whether this is decreased or not. 


Radiography and Radioscopy - 


Radiography and radioscopy are of first importance, for 
by their use it is possible at once to, exclude those cases 
in which there is evidence of a plentiful or excessive blood 
flow to the lungs as shown by the degree of vascularity 
of the lung fields and visible pulsation of the pulmonary 


arteries. Atrial septal defect and- perhaps Eisenmenger’s - 


complex are the cormmon examples of this ; transposition: 
of the great vessels may present a similar picture. 

In contrast, a typical case of Fallot’s tetralogy has clear 
lung fields due to poor vascularity, and. there is no visible 
pulsation in the hilar vessels. Careful radioscopy should 
give the necessary information, although in a doubtful case 
a direct reading of the pressure in the pulmonary artery 
will be decisive. This can be done during. cardiac 


Cardiac Catheterization 


A catheter passed along a vein-into the right atrium can 
also be manipulated into the right ventricle and thence into 
the pulmonary artery and into its right and left branches. 
If septal defects are present the catheter may pass into 
the left atrium and then into a pulmonary vein, or from 
the right ventricle into the aorta (when the aorta is over- 
riding). Pressure readings are taken in the various posi- 


~ tions of the catheter, and also blood samples for estimating 
- In this way a great deal of valuable 


the oxygen content. 
information is obtained. For instance, in pulmonary 


stenosis the pressure in the right ventricle is. raised but - 


that in the pulmonary artery is very low. As- mentioned 


above, in Eisenmenger’s complex the pulmonary arterial _ . 


pressure will be high. By noting the exact level at which 
the drop in pulmonary blood pressure occurs it may be 
possible to obtain evidence concerning the site- of ‘the pul- 
monary stenosis—for ADDE whether it is valvular. or 


-infundibular. 


The information afforded by cardiac catheterization is- 
essentially complementary to other investigations and 
especially to angiocardiography. j di 


Angiocardiography 


This examination is of great value, and our policy at 
Guy’s is to use it on all patients unless there is a grave 
contraindication. For instance, it is occasionally waived 
in the case of a small child who has severe cyanosis and 


in whom it is felt that the examination involves a con- 


siderable extra risk. Otherwise we feel that, quite apart 


from .the diagnostic value of the test, the anatomical infor- 


‘mation it affords the surgeon is indispensable and-of a 


character that is otherwise revealed only by thoracotomy. 

It is easy,. by angiocardiograms,. 
presence of a right-to-left shunt, because the aorta .and 
its branches may be opacified after two‘to three seconds, 
simultaneously with the pulmonary arteries. Indeed, when” 
there is a large shunt and a severe degree of pulmonary 
stenosis most of the-contrast medium passes rapidly- into 
the systemic circulation and so little enters the pulmonary 


shown. , | 

By studying the anatomical.arrangement of the “great 
vessels the surgeon’ can form an idea whether they are 
likely to be suitable for making an anastomosis. It may, 
for instance, be shown that the aorta is very high and 
the subclavian artery so short. that it could not bė brought 


~ 


~ 


~ 


to demonstrate. the j 


_ circulation ‘that the pulmonary arteries may be poorly 


od 
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down to meet the pulmonary artery-; in such-a:case the the aorta is used it “may not be poets to peeneye the 
surgeon would know: that he had tq use the aorta- ‘itself - situation. , 

for the anastomosis (Potts’s operation: Potts, et al., 1946). There would seem -to be a very real danger in the size 
ít is also valuable to’ know if both- pulmonary arteries are of the stoma that is made when aortic-pulmonary anasto- 
present or whether one is absent or so small as to be useless. mosis is used ; if it is made too large a great extra strain 
Conversely, if there is no deficiency - of. the pulmonary: js thrown ‘on the heart: Acute pulmonary oedema may 
circulation, or even an excessive blood supply,. this also appear soon after the operation, or céngestive heart failure 


will be revealed by the Snes SE _ ` s may supérvene later. I have already seen one case of _ 
. ; severe congestive heart failure after the operation. 
SURGICAL METHODS oS eee ‘The great advantage of the-Potts operation lies in those 


cases in which the subclavian artery is ‘too small or too 
short and. in which it has been. suggested that the carotid 
or innominate artery should be used. The use of the aorta 
avoids interfering with these vessels, and thus spares the 
patient the greatly increased mortality (33%) and also the 

Blalock does not recommend operation before the age danger of severe paralysis from cerebral ischaemia. The 
of 2 years unless the patient’s condition is so grave that Se of the carotid or innominate artery is no longer Justi- 
he is unlikely to survive long without it. The drawback fied in view of the high mortality and morbidity that have 


to operating on young children is that the vessels may be occurred. 

too small to allow an efficient anastomosis to be made, or: ~._ _Antero-lateral or Postero-lateral Incision 

the anastomosis may- cease to be adequate~as the child. ‘Blalock’s practice of using the antero-lateral intercostal 
grows up. Our-policy at Guy’s has been not to operate ‘incision was followed almost exclusively in our first 
much before the age of 5 years unless for. Special reasons. 50 cases, but has been departed from since then. In a very 
This is partly because we feel that the older children on ill patient the antero-lateral approach may throw a smaller 
our waiting-list cannot with safety wait as long as most ‘strain on the lungs and circulation than- a postero-lateral. 
of the younger children can. The youngest child in ‘our ‘In general, however, the exposure provided by the antero- 
series was aged 2 years 11 months. Blalock also prefers © Jateral -intercostal incision may be rather cramped, and if 
- not to operate on a patient over 20° years of age if possible. the ribs arè awkwardly shaped so as to make a high narrow 
With this we strongly agree, for in these Older patients the chest the difficulties of dissection and ligation of the highest 
operative risks ‘are far greater. The oldest patient we have „branches of the subclavian artery may be extreme. In 


Having satisfied. the first postulates—namely, that there 
are a deficient blood -supply to the lungs, a pulmonary 
artery: to receive the blood, and a suitable systemic. artery 
to provide it—it is necessary to consider the most suitable ° 
age for operation and the most suitable type of procedure. 


operated on successfully was aged 29 years. - such cases the exposure commits one to a set of- cir- 
Certain general technical features of the operation need cumstances that really constitutes faulty surgery. 
brief discussion, and for a fuller consideration I would My present practice is to use the antero-lateral approach 


advise reference to the article by Baker, Brock,-Campbell, only in those cases in which-it may be necessary to operate 
and Suzman (1949). Most of the points raised introduce upon the right ventricle itself. For all other cases a postero- ` 
important practical problems.”that should concern the, lateral incision is used,. with resection of the whole length 


surgeon undertaking this work. n Me ` of the fourth rib from transverse process to costal cartilage. 
By resecting a rib instead of incising the intercostal space 
Blalock’s Operation or the Potts Modification there is much less bleeding at the time and less risk of 


oozing afterwards ; post-operative pain is also lessened by 
avoiding . the need for pericostal sutures. The exposure 
afforded by the long- postero-lateral approach is a great 
- advantage and allows a much more easy, rapid, and safe 
exposure of the vessels, and inspires the surgeon with much 
greater confidence that he has more complete control of 
the situation. The performance of the actual anastomosis 
is rather easier than from the front. Moreover, the postero- 
lateral incision allows ‘use of either the subclavian artery 
‘or the aorta according to the conditions found. I have 
even, on one occasion, performed a direct operation on the 


The Potts-Smith modification of aortic-pulmonary anas- 
tomosis has attracted enough attention to.make it desirable 
to discuss its advantages and disadvantages first. It does 
not introduce a new principle, but is a technical modifica- 
tion based upon the ‘original principles laid down by 
Blalock and Taussig. They postulated that, certain cases 
of cyanotic congenital heart disease in which pulmonary 
stenosis existed could be improved by anastomosing a 
systemic artery to a pulmonary artery in order to increase > 
the blood flow to-the lungs, and.in their preliminary dis- 
cussions mentioned the use of the aorta as.a possibility in 
place of one of its branches. It remained for Potts and. right ventricle through a postero-lateral incision, but it is 
his colleagues to introduce the ingenious clamp that made unusual to be able to do this with ease and safety ; ; an 
this possible. There has been a tendency-on the part of a anterior incision is preferable.. 
number of surgeons to use the Potts operation because it P 
seems to be quicker and easier than the Blalock operation. = Right or Left Side 
It is true that Potts’s operation may be preferable in a Blalock’s earlier recommendation was to use the side 
small child in whom fhe aortic branches are too-small, or opposite to the aortic arch in all but adults or patients in 
‘indeed in any patient in whom they are too small or too - the later teens—that is, when the aorta is left-sided a right- 
short. Moreover, it-is possible to vary the size of the~ sided incision should be made. This is in order to use the 
stoma at will. On the other hand, if it is possible to use subclavian artery as it arises from the innominate artery ; 
the subclavian artery to make an ‘effective anastomosis it - ‘when turned down it forms an easy T-junction with the 
would appear to be unjustifiable to choose deliberately to parent ‘trunk, whereas if the subclavian artery is used as it 
use the. aorta instead. - It cannot be good surgery to inter- arises from the aorta it may be kinked and flattened. In his 
fere with a structure of the imiportance of the aorta if it latest paper Blalock (1948) states that he uses the right 
can be avoided. If any mishap occurs while the subclavian side (when the aorta is left-sided) in all.patients between 
artery is being used it should be possible to control the the ages of 2 and 12, but prefers the left approach in 
situation by ligating the artery. If troublé occurs when “children under 2 and J in patients over 12 who have attained 
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most of their growth or who are more than 5 feet 
(1.52 metres) in height. 


_ After using the right-sided approach in nearly 50 cases 
„I have abandoned it except in exceptional circumstances. 
In spite of increased familiarity and experience with the 
operation the dissection of the systemic artery on the right 
side may be extremely difficult, not a little dangerous, and 
certainly very exacting; especially so when the superior 
vena cava is large and dilat If the innominate artery 
branches high up, the subclavian may be too short to-reach 
the pulmonary artery; hence an anastomosis is possible 
only if the carotid artery is divided or the innominate 
artery is used. As already mentioned, this is no longer 
considered justifiable. 

Another disadvantage of the right-sided approach is that 
it does not permit a proper examination of the heart and 
origin of the pulmonary artery and aorta in order to make 
as complete a diagnosis as possible. When the left side is 
used for the approach a very thorough examination can 
be made if the pericardium is opened. _ 

In no case that I have so far done from the left side 
has the subclavian artery been so kinked or flattened that 
it jeopardizes the efficiency of the anastomosis. In any case 
in which the artery is found to be too short to use without 
tension, kinking, and flattening I either employ direct 
end-to-end- anastomosis between the-subclavian artery and 
the pulmonary artery or use the Potts operation of 
aortic-pulmonary anastomosis. 


Post-operative Haemorrhage” 
We have found that there is a great tendency for bleeding 


to occur into the chest after operation in older patients . 


who are severely cyanosed and polycythaemic and in 
younger patients with complete pulmonary atresia who 
have been submitted to exploration. This tendency is 
extremely dangerous, and severe bleeding occurs even 
after every care has been taken with haemostasis. The 
patients may“ appear to be progressing satisfactorily, and 
then collapse and die within a few minutes. The condition 
is insidious and rapid in its development. The best safe- 
guard is the use of an intercostal drain which enables the 
bleeding to be recognized early and spares the patient the 
cumulative mechanical effects of the haemothorax. Even 
frequent examinations and radiography may not ‘prevent 
rapid deterioration, ‘especially during the night hours. 

In the average young patient we have not, until recently, 
used a drainage-tube, because usually one or two aspira- 
tions are all that is needed and often aspiration is never 


wanted. - However, our 99th patient, a boy of 7 years in ` 


whom operation was straightforward, died suddenly six 


hours later from the same cause ; we therefore now make © 


it a rule to drain every case: i 


These Operations can be difficult and very exacting, 
demanding all- one’s patience, skill, and endurance ; they 
may be made more anxious by deterioration of the patient’s 
general condition. Nevertheless, we have found that it is 
best to press on quietly even when things seem almost 
desperate, and not to give up until it becomes quite clear 
that success is impossible. This applies not only to anatomi- 
cal difficulties but to physiological ones as well. 
occasions the anaesthetist has reported the patient’s con- 
dition as very’ grave, and the temptation to abandon the 
operation has been great. In almost all of these cases 
continuance with the operation alter a short wait has been 
rewarded by final success. 

The most striking example of the soundness of this policy 
came in the case\of a very ill child of 5, who was deeply 
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cyanosed, with severe recurrent pain in the chest even when 


‘resting in bed; she was incapable of any activity at all. 


During induction of anaesthesia her breathing stopped, and 
her heart also. The heart’s action was restored after intra- 
cardiac injection of adrenaline. Spontaneous respiration did 
not return for over 40 minutes. Her condition was of course 
desperate. At the end of an hour her condition had begun to 
improve and it was decided to proceed with the operation. This 
was completed with success. The child made an excellent 
recovery and has continued’ to do well; she walks and runs 
about easily, a thing she was quite unable to do before. 


Results 

In his latest paper Blalock (1948) reports 610 cases 
treated by operation in which the overall mortality was 
17%. The mortality ranged from 9% when the subclavian 
artery was used to 33% with the carotid or innominate. 
In the first 50 cases from Guy’s (Baker, Brock, Campbell, 
and Suzman, 1949) seven deaths occurred, a mortality of 
14%. The total number of cases in which the Blalock 
or Potts operation has been done or attempted at Guy’s 
is now 83, and 13 of these patients died—a mortality of 
15.5%. Among these 83 were many severely ill patients 
also included were a number 
in the late teens and the twenties. 

Blalock states that the result was excellent in about 15% 
of his cases. The first 50 of our cases have been carefully 
followed and assessed by Campbell, who states that, in 
addition to the seven who died, in’ three there was no 
improvement and in four the result was only “ fair.” “ This. 
leaves 33 (66%) in which the result was almost perfect. 
The patients’ capacity was enormously increased, up to 
walking several miles instead of a few hundred yards, or ’ 
getting about all day instead of being an invalid mainly in 
the house. To the parents the improvement seemed almost 
miraculous.” _ 

‘The results in the good cases are indeed strikingly drama- 
tic ; in addition to the banishment of disability the cyanosis 
is usually changed to a good normal pink, although in some 
a mild cyanosis remains or can be noticed after exercise.- 
It should be realized that the right-to-left shunt persists, 
and so it is not surprising that some degree of cyanosis 
may remain in. the more severe cases, especially after 
exercise. 

It would be possible to cite case after case of really 
dramatic improvement in the amount of:-activity possible. 
A typical case may be mentioned of a boy of 14 years who 
could walk only some 20 yards before becoming distressed 
and squatting down. Within a few months of operation he 


was able to walk several miles, could ride a horse, was 


learning to ride a motor-cycle, and is hoping to become 
a dirt-track rider. 

It is a regular and rather heartening experience to receive 
letters from parents who state that they feel they must write 
and say what a joy and relief it is for them to watch their 
child setting off happily to school or playing with other 
children without distress, whereas before the operation such 
activities were quite impossible. In not a few cases a 
steady deterioration with increasingly frequent attacks of 
deep cyanosis and unconsciousness and the probability of ° 
death within a few months has been changed for apparent 
good health with no cyanosis or disability and complete 
cessation of the alarming attacks. 


DIRECT ATTACK UPON THE STENOSIS 


Although the Blalock-Taussig operation is brilliant in 
its conception and results, it.has certain possible disadvan- 
tages, at any rate in theory. It is, in effect, a short- 
circuiting operation in which an obstruction is by-passed, 
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, and in this respect is comparable in the cones of its 
conception and the excellence of its results to the other 
classic short-circuiting operations in surgery such as gastro- 
jejunostomy for pyloric obstruction. 

It differs from these operations, however, in that by 
creating an arteriovenous leak it actually imposes a new 
burden upon the body; in effect it gives the patient an 
artificial ductus arteriosus, a condition which, when it 
occurs naturally, we prefer to treat by operative closure. 

On the. other hand, there can be little doubt that in 
many cases this is the lesser of two evils, and, as Blalock 
and Taussig themselves say, there is.no justification for 
letting a patient suffer and die from anoxaemia to-day just 
because he may develop trouble from his artificial ductus 
arteriosus in later years. Moreover, they suggest that in 
the presence of the interventricular septal defect and the 
overriding aorta the arteriovenous leak may not have the 
same significance as in an otherwise normal heart. 

Whatever the answer to that question is, and time alone 
can tell, it is certain that surgery is not static, and that we 
must try to assess the feasibility and efficacy of direct opera- 
tions upon the pulmonary stenosis in an attempt to relieve 
it. When one contemplates the small hole through which 
all the blood to the lungs must pass, whether the obstruc- 
tion be at the pulmonary valves or lower down, it seems 
as if surgery should be able to offer relief to this mechanical 
obstruction. 

Valvular Stenosis 

In its simplest form the pulmonary stenosis may consist 
of a pure valvular stenosis with no interyentricular septal 
defect, a condition that can be recognized clinically and 
can -be confirmed by appropriate investigations. In most 
of these cases cyanosis is absent or slight in early life and 
appears later, usually during the teens; this is probably 
due to the effects of an increasing obstruction which in 
the presence of a patent foramen ovale causes a right-to- 
left atrial shunt to develop. In this type of stenosis it is 
certain that Blalock’s operation is wrong, because it merely 
imposes an extra strain on the left ventricle and does 
nothing to relieve the strain on the right ventricle. ` 

In a certain number of cases of Fallot’s tetralogy (the 
exact proportion as yet being unassessed) the. stenosis is 
also valvular in type. 

The correct treatment for this condition is relief of the 
valvular obstruction by valvulotomy, an operation which 
I recorded a year ago (Brock, 1948) and which I have per- 
formed with success.in five cases. In-one of these not 
enough time has elapsed to assess the final result, although 
so far it would appear to be good; in two the result is 
moderately satisfactory and in two it is excellent. The 
valve is divided by inserting a special valvulotome through 
the wall of the right ventricle -and passing it up into the 
pulmonary artery ; haemorrhage from the heart is controlled 
by two rows of interlocking mattress sutures. 

The actual valvulotomy is formidable, perhaps alarm- 
ingly so, but is not technically very difficult. The difficulties 
in the way of successful operation lie in the liability of 
the heart to fail quite suddenly soon after the chest is opened 
or as soon as it is touched. This is probably directly due 
to the extremely small size of the pulmonary outlet ; while 
the heart is beating efficiently the circulation is maintained, 
after a fashion, but as soon as any fall in peripheral pres- 
sure occurs, with a corresponding -fall in cardiac output, 
too little blood passes through the pinhole valve orifice 
to maintain the circulation. The coronary circulation 
suffers ; the heart’s action deteriorates further and soon 
ceases altogether. 


t 


Pulmonary valyulotomy was attempted in 10 cases, but 

in three the. heart failed soon after the chest was opened 
and ‘all three patients died. In the last of these three, as it 
was clear that the heart was making no ‘response to all 
efforts at resuscitation, valvulotomy was performed in order 
to relieve the strain on,the-right ventricle and to enable 
blood to pass to the lungs. The effect was dramatic, for 
the heart at once revived and its powerful action was fully 
restored. Unfortunately the circulation had been arrested 
too long for the brain to have escaped injury, and, although 
the blood pressure was well maintained, death occurred 
six hours later from cerebral damage., From my experience 
with these three cases I am convinced that when a pul- 
monary valvulotomy is planned one must be prepared for 
the heart to fail soon ‘after it is exposed, and if this occurs 
it is essential to perform valvulotomy at once and then to 
concentrate on reviving the heart; for unless this is done 
the heart is not likely to respond at all, or not before 
fatal cerebral damage has occurred. 

Of the remaining two deaths, one occurred on the table 
from heart failure after the valve had been divided, but 
it was a badly chosen case of a woman in the twenties with 
a rigid calcified valve ; the other patient (a woman aged 27) 
died from a haemothorax some hours after operation. 

One of the patients in whom the result is classed as 
excellent is one of the three cases previously reported 
(Brock, 1948 ; Case H 107, Case 2). This patient, a girl 
aged 11, is a normal colour and leads a normal life. One 
other of the successful cases is worthy of special mention. 


The patient, a married woman aged 26 (Ref. No. 0207), was 


_deeply-cyanosed and could walk only a few yards ; her condi- 


tion was deteriorating rapidly and she obviously had little 
time to live unless something could be done to help her. She 
was even unable to eat an adequate amount of food because 
of the severe dyspnoea that followed a meal. All her symptoms 
have been relieved; she is an excellent colour and leads a 
normal life; she has gained over a stone in weight since her 
operation in December last. Also significant is the fact that, 
although she had: been married for several years and wanted 
children, she had never conceived. Although warned against 
an-early pregnancy, she has become pregnant. In view of her 
good general condition the pregnancy is being allowed to 
continue. It will indeed be gratifying if she is Salen delivered 
of a live child. 


Infundibular Stenosis 


Although valvular stenosis does occur in Fallot’s tetralogy 
it is certain that infundibular stenosis is more common, 
and the more cases one sees and operates upon the clearer 
it becomes that if direct relief of the obstruction is to be 


at all widely applicable to these cases it must include direct 


` exit of the ventricle: 


attack upon the infundibular stenosis itself. This is, of 
course, a far more complicated: matter than relief of a 
valvular stenosis by valvulotomy, since it involves resection 
of a portion of the. actual wall of the active ventricular 
muscle and not simple division of a narrowed valve at the 
it has been said that even if it were 
possible to operate upon the infundibular obstruction it 
would probably recur after the operation. It has also been 
suggested that since we have such an effective procedure as 
the Blalock-Taussig operation it is scarcely justifiable to 
embark upon a more elaborate intracardiac one. 

It has already been pointed out that surgery is not static 
and therefore the feasibility and efficacy of direct relief 
of the infundibular stenosis must be, considered carefully 
and critically. A moment’s reflection shows that if it were 
possible to relieve this infundibular stenosis it would be far 
better than short-circuiting it as in Blalock’s operation. 
The obstruction would then be relieved directly and no 
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new strain would be thrown upon the heart by the creation 
of the artificial ductus arteriosus. ) 


Moreover, another important advantage would be con-, 
ferred by the operation. -In Fallot’s tetralogy the cyanosis 
and disability are due to two things—the pulmonary stenosis 
which allows too-little blood ‘to. go to the lungs, and the 
septal defect with an overriding aorta which allows a mixing 
of venous with arterial: blood. The- Blalock operation 


increases the blood supply to the lungs but does not relieve 


t 


the right-to-left intracàrdiac shunt (except in so far that it 
pays back into. the pulmonary circulation imperfectly. 
oxygenated blood that has failed to enter the pulmonary 
artery and- has passed. into the-aorta). I wish to empha-. 


_size that these two factors are to a great extent interrelated, 


a fact to which insufficient attention has been given. 


If the degree of pulmonary stenosis is severé, the blood, 


in ventricular systole, cannot pass quickly enough into 
the pulmonary artery and must be diverted into the over-: 
tiding aorta; if the degree of pulmonary stenosis is slight, 
a far greater portion of the blood ejected during ventricular 
systole can pass’ into the pulmonary artery -and a ‘corre- 


spondingly smaller amount passes into the aorta (Fig: 1). 





d. - 


Fic. 1,—Diagrams illustrating the importance of the 
degree of pulmonary stenosis in determining the amount of 
_ -~ right-to-left Shunem Mat occurs in the presence of an 


overriding aorta. a there -is complete pulmonary 
atresia, and all-the blood passes into the aorta. 

there is a high degree of pulmonary stenosis and most of 
the blood from the right ventricle enters the aorta. In c, 
in which the pulmonary stenosis is less or has been relieved 
by operation, more blood enters the pulmonary artery and 
correspondingly less escapes into the aorta. , in 
which there is no pulmonary stenosis and only a small inter- 
ventricular septal defect, there is no appreciable mixing. 


~ 


` Nature itself provides us-with instances of the two extremes: 
‘on the one hand we have the example of complete pul- 
‘monary atresia in Which the exit of blood from the right 
` ventricle into the. pulmonary artery. is completely pre- 


vented (Fig. 1a); on the other hand we have pure. inter- 
ventricular septal defect with no pulmonary stenosis 
(“ maladie de Roger”), in which no apparent right-to-left 
ae ee occurs (Fig. 1d). It is true there is no overriding 
aorta. ° i 


In the case of complete pulmonary atresia, if we imagine 


opening up even a small lumen to the pulmonary artery, 


instead of all the blood passing through the right-to-left 


> 


- 


shunt some could. pass into the, pulmonary arteries. Con- 
versely, if we imagine a.pulmonary stenosis supervening in 
the “maladie de. Roger,” it is clear that a proportion of 
the blood normally ejected by the right ventricle into the 
pulmonary artery would pass through the septal defect, 
the exact amount being directly proportional to the degree 
of the pulmonary stenosis ; if the pulmonary artery were 
narrowed down to complete obliteration the only exit for 
the. right ventricular blood would be through the septal 
defect and thence into the aorta. -: 4 


It is not unreasonable to assume that in Fallot’s tetra- 
logy there is a. similar correlation between the severity- of 
the pulmonary stenosis and the severity of the right-to-left 
shunt. As the years pass by, the stenosed channel becomes 
more rigid, warty vegetations appear, and the lumen ‘is 
further diminished. As the passage to the lungs becomes 


. more difficult, correspondingly more blood escapes into the 


systemic circulation, and cyanosis and disability -become 
worse. The pulmonary obstruction functions rather like 
the sluice-gates of a river, regulating the amount of flow 
that occurs in the main stream or is diverted to a side 
stream. The effect of direct operation upon the pulmonary 
stenosis and of relieving the obstruction to the outflow of 
the right ventricle will be not only to increase the amount 
of blood going to the lungs but to lessen the amount passing 
through the shunt and causing venous arterial mixing 
(Fig. 1c). ed i 

The same mechanisñ is seen, although it functions in a 
more roundabout manner, in pulmonary valvular stenosis 


, without an interventricular septal defect but with a patent. 


foramen ovale. There may be little or no cyanosis in early 


_ life, but as the stenosis: becomes more severe the pressure 


behind the obstruction rises and the effect is eventually. felt 
on the right atrium, with consequent passage of blood from 
right to left through the interatrial septum. By dividing 
the “stenosed pulmonary valve one not only allows more 
blood to go to the lungs but the back-pressure effect is also 
relieved and the interatrial right-to-left- shunt is corrected. 
The cyanosis and disability are thus relieved by a dual 


mechanism. 


This correlation between the degree of the pulmonary ~ 
stenosis and the amount of right-to-left shunt appears also 
to offer a very reasonable explanation for the severe attacks 
of cyanosis, often with loss of consciousness, that are apt `’ 
to afflict these patients. They occur with slight exercise or 
even when the patient is at rest. Although in older patients 
‘the walls of the stenosed infundibular canal may become 
very fibrous and rigid, in most patients, -and certainly in 
young children; there is much more muscle than fibrous 
tissue surrounding the narrowed channel.: One of the 


. functions of muscle, in addition to that of contraction, is 


to exhibit tonus, and this tonus can vary. It is not improb- 
able that variation of tonus of the encircling muscle may 
affect the functional lumen of the already narrowed 
infundibular channel, diminishing further the blood flow 
to the lungs and also causing more blood to be diverted 
into the systemic circulation through the intracardiac shunt. 


This concept of variations in the tonus of cardiac muscle 
resulting in corresponding variations in the distribution of 
blood through the various anomalous channels, even though 
largely theoretical, provides a satisfactory explanation for 
the dramatic variations in the patient’s cyanosis and general 
condition. It is, in fact, difficult to. picture a more satis- 
factory explanation. Moreover, in the heart of Fallot’s 
tetralogy, as the cardiac output increases with exercise, the’ 
narrowed pulmonary canal is too small to take advantage - 
of: the greatly increased blood flow, most of which is 


` 
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inevitably diverted into- the. systemic circulation, thus: 
rapidly increasing the cyanosis and disability. ` 


If these arguments are true it follows that i a direct 
operation on the stenosis, which relieves the obstruction to 
the blood flow to.the lungs, we increase the flow of blood `- 
to the lungs and ‘at the same time diminish the escape of : 
venous blood into the systemic circulation through the intra- 
cardiac shunt. During exercise the pulmonary “circulation” 
is further able to avail itself of the increaséd cardiac -out- ` 
put. The procedure, therefore, would appear to be superior 
to a simple short-circuiting operation that neither relieves 
the obstruction nor lessens the shunt. : The only. way to’ 
stop the venous-arterial shunt completely would be to close. 


-~ the interventricular septal defect and correct the overriding - 


of the aorta: It would seem very difficult.to achieve both 
these things by operation; at present we can only hope’ 
to lessen the degree of the shunting by. opening ui the 
pulmonary channel. i 


Observation. of the types of patient presenting themselves” 


- for treatment has impressed me ‘that it is possible to separate 


f 


_ in five cases. 


out two rather rough groups. ` Not all patients fall into. 
these two groups ; some are intermediate, but they do reveal . 
two extremes. In one group, are the very blue and disabled ` 
patients, in. particular the younger children with. severe. 
héart lesions; the other group, is composed - of older. 


patients, in’ the middle or late teens, who have less cyanosis . 


and disability and_are often bright and intelligent, have. - 


done. well at school, and are held back by their cardiac con-. : 


dition. - In-the first group it is of first importance to save 
life. Most of'the patients in it-are threatened with an early 
death unless they are relieved in some way by operation ; `; 
they are quite unable to make any use of educational facili« - 
ties and are unlikely to become useful citizens. Nobody 
can question the justification for using the. Blalock-Taussig ~ ` 


‘operation to relieve these- patients ; the operation is life-" 
- saving’ and confers ‘great benefits in the relief of s severe 


disability. - ` ; : 
I am always more wowed gbau the use af the Blalock-. 


“Taussig operation in the second group—not because’ it will - i 


not lessen cyanosis and disability and enable the patient to 
make full use' of his educational and mental attainments, 
but because of the uncertainty of the later prognosis - 
attached to the artificial ductus. arteriosus. Itis for ‘this. 
reason that I have always felt a lurking doubt when viewing 


_ the present good result after a Blalock’s operation -on these 


patients. It would be so much more satisfactory if there 
was not-in the background the uncertainty that in another 


~ five to ten-years serious effects of the artificial ductus 


arteriosus will appear. It would be much better: if one 
could feel that a bright and intelligent boy: or girl of 10-18 - 
could be spared this doubtful future. ~ 


_ By direct operation on and relief of the obstruction i in the 


pulmonary channel one might be able to achieve this, and.- 
I feel that -this provides another powerful ‚argument in 
favour of operative relief of the infundibular stenosis ; 

certainly so in the older and less disabled group, but by no 


.means excluding the.more severe or most severe cases: 


If -these arguments are correct the advantages of direct 
operation upon the infundibular stenosis are manifest. I am 
happy to be able to state that the operation is certainly 
possible, because I have ‘already performed it successfully. - 
It is as yet-too early to know whether there | 
will be a tendency for thé stenosis to recur, but tip:to now. 
there seems to be progressive- improvement rather than 
regression- with the passage of months. . The newly made 
wider channel seems to be progressively increased by the 
improved circulation; it is of course possible that the- 


` 
` w 


s 
~ 
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i ` tricle. 


. form of most of the- 


‘Fig. 3 


. infundibular cham- 


_passage of years may tell a different story, but so far the 


~ results have been extremely encouraging, 


The development of an operation of this sort must be 
based, among other things, on a clear conception of the 
. surgical and -pathological.- anatomy -of the condition. A 
- complete description of this. is impossible here and must 
“be dealt with in a separate report. It must suffice to say 
“that there are considerable variations in the position and 
character of the -stenosis;. which may be placed a short 
distance below the 
pulmonary valves or 
as much as ‘several 
centimetres. lower 
down in the ven-— 
Fig. 2 shows ` 
diagrammatically 
the position and 
‘usual. types; and 
shows two 
types similar to those ` 
in Figs.. 2c and 2d 
but with a muscular 
outer ‘wall- to the 


ber. Especially im- .“ 
portant is the variety : 
seen in Fig. 2d, in 
which the stenosis is 





‘situated ‘low. in the . 


ventricle. and there 


bular chamber sepa- 
rated from the main 


-‘ventricular’ chamber . 


‘by a small ostium. 
This type is usually 
easily,- recognized 


. radiologically before 


operation by a well- 
marked convex pro- 
jection on the left 
- border ‘of ‘the heart 
shadow. just below 
the. pulmonary 


artery ; it is‘ thrown ` 


-into greater promin- 


ence in the right- 


anterior - oblique 
view, and the cham- 
ber _ itself -is-.clearly 
demonstrated by 


Fic. 2.—Diagrams illustrating certain 


| ` forms of the commoner types of infun- 
„is a large infundi- i degree of pulmonary , hypoplasia with a 
_ bicuspid valve and stenosis lying just 


dibular. stenosis. In a there is a high 


below the valve in a narrow muscular 
channel. In 6, the commonest type, 
there is a high infundibular stenosis. In 


` c there is a small infundibular chamber 


with a very thin fibrous wall. In d 


‘the thin-walled infundibular chamber is 


large. 





s are similar to 
and 2d, except 


FIG. 
those ae in Figs. 
that the outer -wall of the infundibular 
chamber is muscular. 


3.—These two 


angiocardiography. In view of the ease of recognition, and 
the considerable clearance below the pulmonary valves: 


.afforded for operative manipulations, this was the type 


chosen for the first resections. This resection was done by 
inserting a special_punch through an incision in the wall of . 
the right venfricle below the stricture. In some cases a 
- finger has’ been passed into the heart, both to examine the 
-local state of affairs more exactly andto dilate further the 
. pulmonary canal. In one case finger dilatation was all that 
-was ‘done, and.a good result followed. 

A complete clinical: account of the five successful cases 
will be given elsewhere in conjunction with Dr. Maurice 
"Campbell. 

In addition to these five successful cases there was one 


‘patient who died. This was a very blue woman aged 35 
"who, like all these patients over the age of 20, was an 
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É extremely bad risk ; an operative diagnosis of a valvular 


+ 


stenosis was made and a valvulotome was passed, although ` 


as soon as it was'introduced it became clear that a more 
complicated condition existed. She died, and post-mortem 
examination revealed an infundibular stenosis situated just 
below the valves. Although not strictly an, example of 


infundibular resection, it was felt that this fatal case should 


be included in the series. ` 


Comment upon Direct Cardiac Operation 


These direct operations upon the heart involve consider- 
able anxiety, and many difficult- and complex problems 
arise. This is not surprising, as they constitute virtually an 
entirely new field of ‘surgical endeavour. Even more than 
in the case of the Blalock-Taussig operation they are 
definitely not for the lone operator, but demand the work 


and attention of an enthusiastic, loyal, and courageous ` 


team. Quite apart from the technical details of the actual 
operation upon the-heart itself, there are the abstruse prob- 


lems that arise in connexion with the avoidance or treat- 
„ment of cardiac arrest or of the various severe.arrhythmias 


that may occur during the operation ; in addition there is 
the ever-preserit danger of temporary or permanent damage 
to the brain occurring as a result of arrest of, or interfer- 


ence with, the cerebral circulation: . The various problems . 


are being elucidated, and answers to them are being sought 
and found ; progress is being made all the time, and we 


‘hope that the final results will justify the efforts. It is 


certain’that by this means alone can-we settle the question 
of the feasibility or otherwise of direct operations upon the 
heart for the relief of pulmonary stenosis. 


It has been suggested that all this hard, anxious, and 


‘difficult work is scarcely justified for patients with con- 


genital cyanotic heart disease, since so-many of them are 
poor lives in any case and do not merit the effort. Morally, 
of course, this attitude is quite indefensible, but apart from 
this it must be emphasized that the issue is a far larger one 
and should be recognized as such. Although at present 
most of our efforts are being directed towards the surgical 
relief of congenital heart abnormalities, there is also the 
much vaster and more important field of the acquired heart 
lesions. Up ‘to now very little has been achieved in their 
surgical relief, but the knowledge and experience gained by 
direct cardiac surgery for the congenital cases must help 


the development of successful operations for acquired heart | 


lesions. We have, in fact, already at Guy’s one successful 
case of. the operative relief of post-rheumatic mitral 


4 


‘stenosis. 


Both these operations upon the heart itself and the indirect 


. operations of the Blalock-Taussig type are tiring and 


anxious procedures, involving much care, responsibility, and 
hard work. Fortunately they have their happier side, and 
we are in large part recompensed for the long and difficult 
hours by seeing the almost miraculous change in the 
children themselves and in witnessing the joy and relief of 
the parents when they see their children running about 
happily and without effort like other children. 
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SOME ASPECTS OF POLIOMYELITIS 
IN NEW ZEALAND ` 


BY 


J. E. CAUGHEY, M.D.N.Z., F.R.C.P., F.R.A.C.P. 
(From the Auckland Hospital) 


From the study of poliomyelitis in different parts of the 
world it seems apparent that the clinical picture of the 
disease varies from country to country and from time to 
time in a given locality. The occasional case of endemic 
poliomyelitis with a minimal prodromal illness and sudden 
onset of paralysis, as is common in the United’ Kingdom, is 
poles apart from the type of case which occurs in epidemic 
form in New Zealand, where there is a high mortality and 
the prodromal illness is often an acute influenza-like affair 
with marked muscle spasm. As a result, concepts of the 
disease and methods of treatment in the U.K. and those of 
New Zealand and the North American continent are widely 
divergent, and we have~the paradox of skilled observers 
in the U.K. stating that they -havé never seen -muscle tight- 
ness in poliomyelitis, whereas competent observers in other 
countries aver that muscle tightness occurs in every patient 
with poliomyelitis. Treatment has varied accordingly. 


In the United Kingdom in the past, apart from occas- 
-sional minor -epidemics, the disease has been endemic, but 
there has been a rising incidence in ‘the last two years, | 
and it seems probable that poliomyelitis may be about to 
shed its cloak of endemicity and appear in full-dress 
epidemic form. Whether such a change: is a result of a 
rising virulence or is due to the advent of a new strain 
of poliomyelitis is not yet apparent, but if severe epidemic 
poliomyelitis does occur: in the U.K. it seems probable 
that the clinical picture will ‘be different from: what it -has 
been in the past. In view of this it might be of value to 
place on record some.’aspects of an epidemic of polio- 
‘myelitis which occurred recently in New Zealand, where 
poliomyelitis has been endemic since 1887 but where in 
addition there have been major epidemics at regular 
intervals, as in 1916, 1925, 1937, and 1948 (Department of 
Health, New Zealand, 1938). 


\ 


Sa 


The New Zealand Epidemics _ 


- Seasonal Incidence.—In the recent epidemic in Auckland 
(population 354,000), 250 patients were admitted between 
November, 1947, and September, 1948 (Hughes, 1949), and 
thereafter occasional cases occurred up till April, 1949. 
The onset and main intensity of the epidemic occurred in 
the summer, in the first three months of the outbreak. 


_ Thereafter the epidemic smouldered for 14 months. 


Previous epidemics in New Zealand have occurred in the 
summer months, whereas in an epidemic among New 
Zealand troops in Egypt (Caughey and Porteous, 1946) the 
incidence was highest in the months of January and April, 
unlike that of other epidemics in the Northern Hemisphere, 


' which tend to fall in the summer months, between July and 


October. . 


A ge Incidence.—The 250 patients admitted comprised 188 
children and 62 adults. A study of the age incidence of 
notified cases in this and previous epidemics (Table I) shows 
a steady increase in the incidence of patients over 16 years 
and a fall in-the 0-5 age group, in keeping with the 
definite shift to the higher age groups noted in the polio-- 
myelitis statistics.of New York City and elsewhere. 


` 
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TABLE I.—Age Incidence in New Zealand Epidemics 


Kie 1916 1924-5 1936-7 1947-8 
(Years) Cases l A Cases A Cases % Cases yA 
0-5 ba 200 59-3 641 55°3 245 27:3 86 34:4 
6-10 a 65 19-3 273. 23:6 291 32:5 70 28-0 
1-15. 27 8-0 115 9-9 177 19°8 32 12°8 
16 + (adult) 45 13-3’ 130 11-3 209 20-4 62 24-8 





Age and Severity of the Disease-—Study of Table II shows 
that the severity of the disease was greater and the mortality 
rate higher in the older age groups, while the morbidity 
rate was higher among the younger age groups. 


TABLE II].—Age Groups 





Years: |. Under i 1-5 6-10 11-15 16+ 
No. of patients .. 6 80 70 32 62 
Deaths ae oe 0 0 . 1 2 9 
% mortality a 0 0 1-4 6:3 © 14-5 





Contact Cases and Multiple Cases—For the correct 
assessment of “multiple” cases consideration must be 
taken of mild poliomyelitis (stage 1), but it is of interest 
to note that of those cases regarded» as severe enough for 
admission to ‘hospital 16 came from seven families. A 


nurse and a medical officer who were working in direct. 


contact with patients developed the disease, and 17% of the 
patients admitted were’ known to have had contact with 
positive cases. i 


Severity of Disease in Relation to Onset of the Epidemic. 
—During the first three months of the epidemic the cases 
were more severe, with a more acute onset, greater febrile 
disturbance, marked muscle`spasm, and more paresis. The 
incidence of respiratory paralysis and bulbar palsy was 
higher, as was the-mortality rate, 10 out of the 12 deaths 
occurring in the first two and a half months of the epidemic. 
‘Thereafter the severity of the cases steadily declined, many 
presenting with a mild upset with muscle stiffness, and often 
with a normal spinal fluid. 


Portal of Entry.—Interest in tonsillectomy as a possible 
portal of entry for poliomyelitis was stimulated by the 
report by Francis et al. (1932) of a family of five children 
in Ohio who all had tonsillectomy performed on the same 
day. All developed poliomyelitis a few days later and three 
died. From the outset of the epidemic in Auckland the 
local health authorities and doctors advised against tonsil- 
lectomy and nasal operations while the epidemic was raging. 
The first 125 patients admitted were studied with this matter 
in mind, and in no case could recent tonsillectomy be held 
to be a factor in the development of the disease. One 
patient had undergone a nasal operation several days before 
the onset of the disease, and one patient had had a tooth 
extracted two weeks before admission. 


= ”“ 


Clinical Manifestations , 


The Clinical picture of acute poliomyelitis in the past has 
been divided into a pre-paralytic and a paralytic stage or 


into “ abortive” and paralytic poliomyelitis. In this study . 


we have found ‘it convenient to regard. the disease as 
developing in three stages: stage 1,'a stage of “minor 
illness ” ; stage 2, a stage with evidence of muscle spasm, 
with or without changes in the spinal fluid ; and stage 3, 
in which the disease has progressed to definite paresis. 


Stage 1: “Stage of Invasion”; “ Minor Illness” of 
Poliomyelitis; “ Abortive ” Poliomyelitis —During the 
epidemic a, large number of adults and children presented 
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with evidence of a minor febrile upset lasting two or three 
days and then ‘settling without residual upset. Paul, 
Salinger, and Trask (1932) investigated a group of these 
patients among-household contacts of cases of undoubted 
poliomyelitis and studied comparable control homes. They 


. found a high incidence of so-called “ minor illness ” in the 


positives as compared with the contacts, and in comparable 
communities the incidence of “ minor illness ” was six times 


‘more common where poliomyelitis cases were occurring. 


The “ minor illness ” took one of two forms—acute febrile 
illness with sore throat} headache, and vomiting, settling 
after 24 to 36 hours, or mild upsets referable to the upper 
respiratory or the gastro-iniestinal tract, with “cold” or 
diarrhoea. An investigation was carried out on 12 of these 
patients, and in two the diagnosis of poliomyelitis was 
established by monkey inoculation of nasopharyngeal 
material. . 

In the New Zealand‘ epidemic Thompson (1948) carried 
out a careful investigation to discover how the epidemic 
started and how much minor illness related to ‘the polio- 
myelitis had occurred (a) among household contacts, (b) in 
other persons residing in the same neighbourhood, and (c) in 
those parts of the urban area least affected by the epidemic. 
The investigation showed that the epidemic was preceded 
and accompanied by a large number of cases of “ minor 
illness ” of varying severity characterized by fever, head- 
ache, sore throat, vomiting, and diarrhoea. The ratio of 
this suspect minor illness to positive cases was very high— 
300 to 1. These patients were seldom admitted to hospital. 
They presented with an illness more or less characteristic 
but not specific. Most of them were probably suffering 
from stage 1 poliomyelitis. l 

Stage 2 : “ Pre-paralytic Poliomyelitis” ; “ Abortive Polio- 
myelitis”—Of the first 224 patients admitted to hospital 
114 were in stage 2 and had had the “minor illness ” of 
Stage 1, but in addition they had developed pain and stiff- 
ness of muscles of the limbs and back and showed evidence 


. of muscle spasm but no paresis. In the earlier days of the 


epidemic this type of patient usually had changes in the 
spinal fluid, but in the later months many stage 2 patients 
had a normal spinal fluid. \ 


Stage 3 : Paralytic Poliomyelitis —Of the first 224 patients 
admitted 110 had evidence of paresis—76 moderately severe 
and 34 severe, 12 of. whom died. 

Signs and Symptoms , 

Headache.—Headache was a common presenting 
symptom. In a previous epidemic among New Zealand 
troops in Egypt (Caughey and Porteous, 1946) headache 
occurred in 39 out of 40 patients. In the present epidemic 
45.4% of the patients complained of headache, which was 
usually throbbing in character and generalized or frontal 
in situation ; but the series contained a large number of 
children below 5 years old, which made accurate record- 
taking on this point ‘difficult. In some, headache first 
appeared three days after the onset, and might have been 
connected with the invasion of the central nervous system. 


.Vomiting accompanied the headache in 17.4%. 


Fever.—A study of the temperature charts of 115 patients 
(31 adults and 84 children) shows that, in general, the tem- 
perature range was highest in cases in which death or severe 
paralysis occurred (Table IID. 


. Most of the patients had been ill for a number of days 
before admission, making estimation of the duration of 
fever difficult. The duration of fever after admission 
tended to be longer in thase with severe paralysis than in 
those with slight or no paresis. _ 
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TABLE Il].—Height of Fever and Relation to Mortality and Severity 
of Paralysis (115 Patients) 





Cases | Range Max. T. Av. Max. |In Hosp.| Total 











Adults (31): ` 
Fatal cases .. 5 101-4-104-6° F. 103-1° F. 2 4 
(38-55—40:3° C.) | (39-5° C.) 
Severe 5 «. 13 99-103-4° F 01-8° F = 8°5 
(37-2-39-7° C.) (38-8° C.) 
Mild 5 98-4-103° F. 100:1° F. '| 45 7 
, (36:9-39-4° C.) | (37-85° C.) 
Non-paralytic , 98-6-105° F. 102°6° F 3 55 
(37-40:6° C.) (39-2° C.) 
Children (84): 
Fatal cases .. 3 102-104: 2 F, 103:1° F 3 4 
; (38-9-40-1° C.) (39-5° C.) 
Severe ,, es 24 100—104-4° F. 102-2° F 4:5 7 
. | | @GT7-8-40-2° C.) (39° C.) 
Mild ,, me 24 99-4-104-8° F 101-7° 3-7 6 
, , (37-4—40:45° C.) | (38:75° C.) 
Non-pàralytic ~ 33 99-6-103-8° F. 101:5° F. 4-7 6:7 
(37°55-39-9° C. ) (38-6° C.) 





Evidence pointing to a gastro-intestinal invasion was 
scanty. Diarrhoea developed in 6.4% at the onset and 
vomiting occurred in 32%. In 20% there was complaint 
of sore throat and evidence of nasopharyngeal congestion, 
which might point to a respiratory-tract invasion. 

Pain.—Discomfort in the form of aching muscles, some- 
times amounting to pain, was often a feature in the acute 
stage of the illness ; and pain on movement, palpation, or 
muscle-stretching was frequently severe. This discomfort 
caused irritability and exhaustion, and prevented sleep. It 
was relieved by hot packs in practically all cases. 

_Hyperaesthesia of Skin-—This was sometimes a feature 
in the early phase of the illness. One adult complained 
of tenderness of the calf, and on light massage the skin 
was found to be extremely tender. The latter persisted for- 
two days, but tenderness of the muscle persisted for five 
days. No weakness developed, but ‘the ankle-jerk was lost. 

A nurse on the fourth day of her illness was hyperaesthetic 
‘over the abdominal wall and lumbar region, and when 
admitted to the sick bay was found.to have tenderness of 
the right deltoid and in the abdominal and lumbar muscles.” 
An adult male noticed that when he rubbed the extensor 
surface of his left forearm “the skin tingled and felt as 
though it had been slightly burned.” This hyperaesthesia 
persisted. In four days he developed ‘weakness of the left 
arm, more pronounced in the flexor muscles of the forearm. 


Muscle Spasm 

When our means of examination for this sign was 
adequate we detected muscle spasm in 100% of patients. 
A careful search was made for muscle spasm by inspection: 
and palpation and by taking muscle groups through their 
full range of movement in order to observe the effect of 
stretch. This examination was more easily carried out with 
the patient in shorts, lying on a plinth. g 

Muscles in a state of spasm were often very tender, 
and were firmly contracted, bringing about deformity such 
as head retraction, deviation or rotation of the head, eleva- 
tion of the shoulder, lordosis or scoliosis, flexion at the 
knees, or plantar flexion of the foot. 

Muscle spasm was induced by stretching the muscles. 
The spasm developed at the onset of a phase of painful 
stretch as though pain had set up an abnormally active 
stretch reflex. Electromyographic studies tended to con- 
firm this (Caughey, in the press). Once spasm had 
developed, further stretch was prevented -by pain and the 
degree of spasm. The common sites of muscle spasm were 
the extensors of the neck and back and the hamstring 
muscles, the trapezius muscle,~the muscles round the 
shoulder girdle, the quadriceps, and the gastrocnemius. 
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Muscle spasm was aggravated by massage, premature 
weight-bearing or other unsuitable motor activity, exposure 
to cold, and infection such as virus influenza. It was 
relieved by heat: this will be discussed later. 


Duration of the Pre-paralytic Period 


The duration of this period is important from the point 
In 
this epidemic it was estimated from- the first sign of the 
disease, and the average was 4.7 days, with a range ‘of 1-18 
In a previous epidemic among adults in the Middle 
East the average was 4.6 days. Another useful guide to 
prognosis of paralysis was fever ; it was found that while 
fever persisted prognosis in So of paresis had to be 
guarded. 
Stage 3: “ Paralytic E i 


Apparent paresis in poliomyelitis may be due to muscle 
spasm, to reflex inhibition or involvement of the anterior 
horn cells, or to a combination of these. Much of the 
recovery from paresis which occurs after it has developed 
is due to removal of reflex inhibition and abolition of 
spasm. 

The onset of paralysis at the height of the. epidemic was 
usually heralded by muscle-tightness and pain, muscle 
fasciculation, and occasionally hyperaesthesia of the skin. 
The incidence of paresis was much higher in the early 
months of the epidemic. Reflexes were variable ; in some 
patients they were exaggerated in the early stages of the 
disease, and at times were absent or reduced without paresis. 
Where deep reflexes were preserved in the presence of 
paresis, the weakness was usually due to reflex inhibition 
or muscle spasm. 

As.a tule paralysis was maximal within 48 hours of its 
onset—the weakness being Jocalized to one muscle group 
of one limb—and at times there was generalized weakness, 
with or without a more local weakness.’ The paralytic cases 
could be divided into spinal, bulbar, and encephalitic groups, 
with considerable overlapping. In the spinal type the 
weakness more often involved the lower limbs and was 
usually asymmetrical. Transitory retention of urine 
occurred in some, but this invariably cleared up after a few 
days. In the bulbar cases the reticulum wherein lie the 
9th, 10th, 11th, and 12th nuclei was at times picked out in 
pinpoint fashion so that cardiac and respiratory centres were. 
partially spared. while the 9-10 complex was affected, caus- . 
ing difficulty in deglutition, choking, and nasal regurgitation. 
In other bulbar patients there was early nasal regurgitation 
and a nasal voice ; mucus accumulated in the throat, the 
nasopharynx and the palate became intensely hyperaemic, 
the pulse was rapid and temperature high, the blood pres- 
sure was low, the respirations were jerky and irregular, 


- fasciculations developed about the face, there was cyanosis. 


and finally coma ensued, with death. 


Five patients who were diagnosed as cases of polio- 
encephalitis were seen among the children; they passed 
from the pre-paralytic stage into a comatose state. Recovery 
from the comatose state occurred in two to seven days, the 
patient being left with a residual paralysis of a limb or 
involvement of the cranial nerves, and twice there was no 
residual paresis, making the diagnosis uncertain. 


Clinical Pathology i 


A study of the blood picture yielded little useful informa- 
tion. The total white blood cells ranged from 2,000 up to 
20,000. In general it could be said that the cases with a 
high leucocyte count had a high a ad count 


ra 
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The cerebrospinal-fluid pressure was usually moderately 
high. “The fluid at times was crystal-clear, but.in cases in 


which the count was high it was slightly hazy or even turbid, - 


and occasionally developed a fine fibrous clot on standing. 
_ The C.S.F. cell count was found to vary enormously, and 


ranged from 5 to 2,000 or more. In the first day or two -- 


there was usually: a preponderance. of-. polymorphs or, 
rarely, the cells were all lymphocytes.: This was probably 
determined by the stage of the disease at which lumbar 
puncture was done. After seven or eight days the count 
usually fell and became entirely lymphocytic in type, and 
after two to three weeks it returned to normal. The height 
of the cell count was no guide to whether -paralysis was 
likely to develop.. The protein content at the outset was 
normal or slightly raised. ‘In what has been described as 
the classical picture, the protein content rises as the cell 
count falls. This was not borne out in our experience: 
' the average protein in 41 cases was 56 mg. per 100 ml., with 
a range of 12-174 mg. The glucose level was undisturbed 
and ` chlorides -were unchanged. However, as with 


other aspects of poliomyelitis,: the cerebrospinal fluid ` 


changes were variable, and paralysis occurred With a normal 


fluid, or, on the other hand, marked chaiiges occurred in ~ 


the fluid without paralysis. 


` Management of. the Outbreak "3 a 


~ 


When it seemed likely that the outbreak in Auckland 
would assume epidemic ` proportions the local health 
authority and the hospitat made plans to handle the: 
situation. ee 


Health Department.—All practitioners were circularized l 


and instructed in preventive measures,-such as the avoid- 
ance of tonsillectomy, nasal ‘operations, and teeth extraction. 
To this, in future, should be added detailed information 
concerning the diagnosis of the suspect minor illness (stage 
1).and the importance of treating any such’ suspect “ minor 
illness ” by complete rest to avoid unnecessary aggravation 
of muscle spasm and paresis by activity during the pre- 
‘ paralytic period. ~- ; l 
In addition, a panel ‘of doctors with experience of 
poliomyelitis was set up to screen all suspect cases-before 
admission to hospital. Only in exceptional circumstances. 
were. patients admitted to hospital without first being 
examined by one of this panel. This kept the admission 
rate to hospital down to reasonable proportions and ensured 
-that suspect illnesses were carefully handled. ie 
Hospital Preparations.—Beds were set aside in the infec- 
tious-disease block ; the number of these could be readily 


expanded. Convalescent wards were also set aside to which . 


patients could be transferred after three to four weeks. The 
medical care of all patients was in the hands of a paedia- 
trician and a neurologist, the orthopaedic surgeons and 
‘otolaryngologists being called in consultation if necessary. 
Ultimately patients passed to the care of'the physician in 
charge of the physiotherapy department. Three Kenny- 
trained technicians were brought to the country to assist 


other physiotherapists in the management and treatment of. 


patients. A number of lay women were engaged as 
. packers ” ; with instruction they 


and rendered invaluable service. 


Treatment 


In the acute stage ‘of the illness all patients were nursed 
on a firm flat mattress with a low pillow, and a small one 
under the knees, in a position of comfort, the feet up 
against a foot-board at the bottom of the bed. If necessary 
sandbags were used to control rotation of the legs, and the 
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pressure of bedclothes was taken by a cradle. 
these measures no splinting was employed. 
‘Hot Packing—From the outset treatment was directed 
to -the :relief of muscle spasm.- In severe cases full 
packs tothe trunk and all four limbs were used. In 
less‘ severe cases packs were sometimes applied to the 
part affected. Packs were made of fine woollen material cut 
suitably for each part. .They were immersed in boiling 
water, were wrung dry ih an extractor, were applied at 
high. temperature, and were then covered ‘with blanket 
material‘and pinned in position. ` An efficient extractor was 
an important adjunct to treatment, as packs could then be 


Apart from 


: applied at high temperature without burning the patient. 


Packs were applied at-hourly to four-hourly intervals, 
dependent upon the severity of the case. At night packing 
was stopped, although occasionally packs were then used 
for the relief of pain. In the event of excessive sweating in 
the packs, saline was given to avoid salt depletion. The 
results of this treatment have to be interpreted with caution, 
but certain benefits undoubtedly accrued. Patients who were 
unable to sleep on account of pain and restlessness were 


‘relieved-of their discomfort and’ usually slept soundly after 
a day of hot packing. Muscles in a state of tightness- 


were-relieved of their spasm, and ie-education and passive 
joint movement could be carried out almost from the outset. 
The skin rémained in a healthy state and was soft and 
pliable ; this was especially apparent in the skin of the chest 
wall. in: patients with severe intercostal and respiratory 
involvement. | 
. Passive Movement.—This was usually begun one or two 
days after the onset of treatment. Joints were gently taken 
through their range of movement once or twice a day after 
muscle relaxation had been attained by hot packs. Where 
relaxation of a muscle’ group was incomplete after hot 
packing for several weeks more forcible stretching of the 
tight muscle group was carried out daily. 
Re-education—This was usually started after three or 
‘four days, dependent upon the severity of the illness. Any 
unaffected- muscles were gently exercised, and affected 
muscles were trained in order to correct any reflex inhibition 


- and disturbance of reciprocal innervation which may have 


arisen. Ambulation in general was begun as soon as 
possible, making free use of elbow crutches and giving 
careful instruction in walking: 


` Treatment -of Patients with Respiratory Paralysis.— 


| Having decided that a patient was likely to require treatment 
` in a respirator, the sooner the Step was taken the better. 


Such cases invariably were endangered by aspiration of 
fluid, food, vomitus, or mucus. If it was not possible to 
keep the throat clear by suction, tracheotomy was carried 
out, all fluids were stopped by mouth, and the patient was 
fed by the intravenous route, using glucose and saline and 
daily a bottle of protein hydrolysate or plasma. Prophylactic 
penicillin was ‘given. By this means patients could tide over 
a week or two, by which time the general condition had 
often improved. We feel that these measures were life- 
saving on three or-four occasions. 


~ 


Results of Treatment. 
A rèview of the first 224 patients treated in this manner 


shows that the mortality rate was 5.4% (12 patients); 22 


were severely paralysed, 76 moderately paralysed, and 114 
had no paresis. Of the 76 moderately paralysed 64 had 
completely recovered and 5 were still moderately paralysed 
at the end of one year. At the end of nine months 5 were 


. Still moderately paralysed, and at the end of three months 


2 were moderately paralysed. Of the 22 severely paralysed 


e 
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8 were completely recovered, 7 still moderately paralysed, 
and 5 ‘severely paralysed. 

Hence out of 224 patients 12 died and after 12 months 
32 (14.2%) still had residual weakness. ‘The remainder 
had made a complete recovery. : l 


It is a pleasure: to express one’s appreciation of Dr. Elizabeth 
Hughes, with whom I worked in this epidemic; Dr. Rowatt Brown, 
the Director of Physiotherapy; Dr. Hunt and-Dr. Barker, and the 
house-physicians, physiotherapists, and’ nursing staff, whose skill and 
devotion made this work a pleasure. 
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FAILURE OF AUREOMYCIN IN 
EXPERIMENTAL MELIOIDOSIS* 
BY l B. 


J. C. CRUICKSHANK, M.B., Ch.B., D.T.M., Dip. Bact. 
(From the London School of Hygiene and Tropical Medicine) 


No satisfactory agent for the treatment of melioidosis has 
yet been described. The disease in its generalized form is 
almost invariably fatal, but recovery in cases with localized 
superficial abscesses in which serious constitutional symp- 
toms were absent have been reported. These reports have 
recently been -reviewed by Green and Mankikar (1949), who 
also summarize the literature relating’ to the treatment of 
melioidosis with sulphonamides and antibiotics, and describe 
_ experiments made with certain of the newer drugs. 


The evidence suggests that sulphadiazine is the most 


promising of the sulphonamides, and that a full course of’ 


this drug should be given. Penicillin, in concentrations 
attainable in the blood, is ineffective, but may be of value 
for injection locally. Streptomycin and “ polymyxin ” have 
no inhibitory effect on Pfeifferella whitmori, but chloram- 


TABLE I.—Sensitivity of Pf. whitmori, Str. 





Organism 
100 50 25 
ee i te | rE | TC, | RR 
Pf. whitmori .. F { Rear plats _ = = 
Str, pyogenes .. re ERNA = _ 
Bact. coli a a pee plate = x a 


SOME ASPECTS OF POLIOMYELITIS IN NEW ZEALAND 


BRITISH 
MEDICAL JOURNAL 


In-vitro Tests 


Tests of the inhibitory action of aureomycin in vitro were 
made by the method recommended by Paine, Collins, and 
Finland (1948). A series of tubes was set up, each contain- 
ing 0.5 ml. of heart broth and a concentration of aureo- 
mycin falling from 200 ag. per ml. by twofold dilutions to 
0.8 pg. per ml. To each tube was added 0.5 ml. of a broth 
culture of Pf. whitmori standardized by opacity to 10 
million organisms per ml. The concentration of aureo- 


-mycin now ranged from 100 yg. per ml. to 0.4 yg. per ml. 


A standard loopful from each tube was inoculated on the 
surface of an agar plate containing the same concentration 
of aureomycin. 

Strains -of Str. pyogenes and of Bact. coli (faecal type), 
regarded respectively as typical sensitive and resistant bac- 
teria, were simultaneously tested in broth-tubes and on parts 
of the same plates. The tubes and the plates were incubated 
for three days at 37° C. The results are shown in Table I. 
It will be noted that Pf. whitmori, which was inhibited by 
12.5 pg. per ml. of aureomycin in broth and by 6.3 pg. 
per ml. on the plate, lies more closely to Bact. coli in its . 
sensitivity than to the haemolytic streptococcus. ,According 
to Schneierson and Toharsky (1949) levels of up to 2 ug. 
per ml. are attained in the blood four hours after a single 
oral dose of 500 mg. in healthy subjects, falling after 12 
hours to levels of the order of 0.49 ug. per ml. 


In-vivo Tests 


Although the tests made in vitro did not show great 
promise, it was decided to make a trial of the antibiotic 
in experimental infection in guinea-pigs. The orthodox . 
procedure in a trial of this kind would be to estimate the 
average lethal dose of the infecting’ strain with adequate 
numbers of animals, and to proceed to a trial of the thera- 


„peutic agent, observing treated and untreated animals 


inoculated with a suitable infecting dose. It was considered 
wise, however, to arrange in the first instance a small-scale 
trial which could be completed quickly. If aureomycin 
showed any promise a fuller trial would then be made. One 
advantage of this arrangement was that it reduced the num- 
ber of persons required to handle the animals infected with 
Pf. whitmori, which is.reputed to be a highly dangerous 


pyogenes, and Bact. coli to Aureomrycin 


Concentration of Aureomycin in ug. per ml. 


0-4 ~—, | 0-0 (control) 


12:5 6:3 3-1 -16 

— + +++] +++ +++ +++ 
- — + ++ +++ +++ 
- - — — _ = +++ 
— -. ~ -. + +++ 
+ `++ ++ ++ +++ +++ 
- | = ++ ++ +++ +++ 


+ 








Degrees of growth: +++, ++, +. No growth: — 


phenicol in concentrations obtainable in the blood (60 pg. 
per mi.) is highly inhibitory in vitro and is suggested for 
clinical trial. No-report of the effect of chloramphenicol 
in vivo is yet available. 

Through the courtesy of Messrs. Lederle‘ a quantity of 
“ aureomycin ” was made available to the Medical Research 
Council, and since there seemed to be no data relating to 
the use of this antibiotic in infections with Pf. whitmori it 
was considered worth while to carry out a small laboratory 
trial. The strain used had, been isolated from an abscess 
of a severe human case of melioidosis. 





*A report to the Medical Research Council. 
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organism in the laboratory. A special animal-room was 
set aside and a technique devised to minimize the hazards . 
associated with the possible deyelopment of ulcerative 
lesions and the scattering of infected litter. 

As the virulence of the strain was unknown, nine dif- 
ferent infecting doses, falling in decimal series from, 500 
million to 5 organisms, were injected in suspension in 
quarter-strength Ringer solution intramuscularly, into the 
leg of groups of either four or two guinea-pigs (average 
weight, 400 g.). Half the animals in each group were 
treated by the intraperitoneal injection of aureomycin 
morning and evening. . Treatment was started at the same 
time as infection and continued throughout the period 
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of observation. The igus which varied ‘from t to 
4 mg., are shown in Table, II. The time to death was 
recorded, and each animal | was submitted to post-mortem 


examination. . E 


TABLE II. “Tein with Aureomycin of Experiniental M elioidosis 


e . in Guinea-pigs 


’ 
> 


x . ` 





p SE AC 
7 : Days to Death - 


: Treated 





Infecting Dose: 


of Pf. wi tmort Untreated Daily Dosage of Aureomycin 
> E I mg. 2 mg. 4 mg 
500,000,000 4 4 4 5 - ‘= 
0,000,000 4 4. 4 6 ʻi = 
5,000,000 4 5 4 “4 n : 
500,000 4 5 - - - ^ 8- ` 
50,000 4 a = ~ 5 x 
000 | “5 = F a 9 = 4 
500 7 7 - - 5 10 
50 4 To s 5 4. 7 
5 8 11. a - 8: -| 10 





Aureomycin was given intraperitoneally in divided doses morning and evening 
beginning on the day of infection and continuing until all the’ animals were dead. 


It will be observed that the strain proved to be of very’ 
- high virulence. 


With the larger infecting doses death 
usually occurred on the fourth day,-but. with the smaller 
doses ‘it might be delayed as‘ long as the 11th day. The 
lesions observed were typical of experimental melioidosis, 


and consisted of a large abscess at the site of inoculation, 


suppuration of the regional lymph glands, general sub- 


cutaneous congestion, peppering of the liver and spleen with. 


yellow necrotic areas, and multiple abscesses in the lungs. 
It is clear that there is little difference between the’ treated 


and the control group. There were no survivors:in either ` 
group, and. the slightly longer survival-time of some of the 


treated animals may well have been due to chance. The 
lesions in the treated animals did not differ from those in 
the controls, and the infecting organism was readily isolated 
from the spleen and glands. `~ 


Although -it is possible that- larger doses of aureomycin 


-- might have had some beneficial effect, the restilts of in-vitro 


tests do not Suggest that this is probable, and the dosage and 
spacing were in fact the same as those found effective by - 
other workers in the treatment of Suen infections.as Weil’s 
disease. 
7 - Summary 7 

Pfeifferella whitmori was found not to be inhibited in vitro 
by concentrations of aureomycin lower than’ 6.3-12.5 Hg. per 
ml. The course of experimental melioidosis in guinea-pigs was 


not materially influenced by treatment with aureomycin started 
at the same time as infection. ` 
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o ~E. B. STRAUSS, MA, D.M, E.R.CP. 


Physician for Psychological Medicine, St. Bartholomew’s 
; Hospital l 

It i is impossible to embark ona discussion on pain without 
being brought’up with a bump: against the insoluble body- 
mind problem. All experience, of course, has its origin in 
sensory data. ‘Sensation becomes perception ; percepts are 
further elaborated into concepts ; concepts cluster together 
to form ideas and ideational constellations ; and all these 
events undergo mnemic engramatization—i.e., the formation 
of memory traces.. So far, it will be noted, I have been 
able to summarize experience in psychological terms only, 
without any reference to the material apparatus involved 
in the process. Nevertheless it is a common habit of mind 
. to think of pain in physical terms and to draw an artificial 
distinction between what one is pleased to call “ real ” and 
imaginary pain, oblivious of the fact that all pain, what- 
ever its most peripheral source of origin, is in the final 
analysis a psychic event. - 


If the words “ pain” and. “ suffering > are mentioned 
outside any given context it is impossible to decide whether 
mental anguish is meant or pain arising direct from the 
body ; and this is not a case of one houmen or descriptive 
‘category being correct in one context and in another being 
-used as an analogue. The term “ pain” covers both kinds 


` of experience with equal justification, indicating, I would 


maintain, that, phenomenologically and semantically, 
mental and: physical pain are ‘so closely allied as to be 
. almost identifiable one with another. 


If one is compelled to think monistically it is wiser to 
regard pain from the, psychic aspect and to disregard its 
material substratum, and to reserve for consideration in 
neuro-physiological terms .the type of pain experienced. 
One.can talk of a burning sensation, a boring sensation, a 
. sensation of weight or pressure, a shooting or radiating 
sensation, a vibrating sensation, and a host of other sensa- 
tions, all of which can be registered as painful, but not 
necessarily so. What converts such a sensation into a pain ` 
‘Is, in a specially narrow sense, psychic.rather than somatic, 
whatever ‘fibres conduct the original stimulus. In other 
words, pain is an emotional as well as a sensory experience. 
Pain divorced from its emotional component is very different 
from the total experience, as is well shown after leucotomy. 


I have to thank Mr. B. Madge for efficient technical assistance> The emotional appreciation of pain probably depends on 


_ REFERENCES . 
eller and Mankikar, D. S. (1949). British Medical Journal, 1, 
56, 


Schneierson, S. S., and ‘Toharsky, B. (1949). Ibid. 57, 483: . 


- The biènnial conference of- the Transport and General 
Workers’ : Union recently’ carried a resolution (Scotsman, 
July 14) requesting the Government to keep all aspects of 


their administration under constant review, with particular refer- . 
ence to pensions and the National Health- Service, with the . 


object of introducing improvements on a progressive basis as 
and when opportunity offered. The national secretary of the 


union’s Government and- municipal group said they had. 


informed the Minister of Health of instances’ where they knew 
that certain people had been taking advantage of the National 
Health Service to benefit themselves, their friends, and their 
poor relations. : 


intact memory and unimpaired foresight ; therefore léuco- 
tomized persons may be said to feel pain in the same way 
` as an undomesticated animal.does.. When we empathetically 
suppose that the experience of pain in humans and animals 
is identical, we are likely to be guilty of the pathetic fallacy. 

I believe that there is another important difference 
between pain as a sensory experience and pain as 
„an emotional one.’ Pain as sensation is correctly 
‘located in the somatic segment in which it is generated 
in accordance with intact neural pathways. Pain as an 
emotional ,experience depends for its localization on the 
nature and integration of the body-image, in Schilder’s 
sense. When the body-image is fragmented, the strangest 
things may happen: for example, one paraphrenic patient 
of mine complained that he heard voices in his stream of 
urine, and that the experience was extremely painful. 


*A paper read in ‘the Section of Neurology and Psychiatry at the 
Annual Meeting of the British Medical Association, Harrogate, 1792 
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Message of Psychogenic Pain R 
` There-is no need for me to say anything here of the 


- .biological purpose of pain, except to remind you that,- 


regarded teleologically, pain is a message to the total 
organism that all is not well and that a new adjustment 
is demanded. When the message has been delivered and 
adequately interpreted, pain has served its purpose and 
should be eliminated by all the means in our power. 
Psychogenic pain, using the word “psychogenic” in its 
narrowest sense, has a similar message to deliver—namely, 
that all is not well with the psyche—but the correct interpre- 


tation of the message, oncé it has been projected on to the. 


body-image, is more often than not a matter of some 
difficulty. : 

Psychogenic pain, therefore, is likely to go on and on 
like a telephone bell that nobody answers because no one 
knows how to answer the telephone except a few trained 
psychotherapists, many of whom unfortunately, instead of 
answering the ’phone intelligently, go on repeating, parrot- 
like, a few stock T such as: “I am sorry you have 
been troubled . . - by the Oedipus complex.” It is for that 
‘reason that a severe pain which does not respond to anal- 
gesic drugs is likely to be psychogenic or emotionally over- 
determined. On the other hand, a pain which is abolished 
by the subcutaneous injection of sterile saline is much more 
likely to be somatogenic, since physical pain, like any other 
sensation, is easily influenced by suggestion. 

The terms “ pains ” and “ penalties ” go naturally together ; 
in other words, there is a powerful emotional link between 
the ideas of suffering and of.punishment. From this we 
can correctly adduce that the idea of pain is bound up with 
man’s most primitive organization as a moral’ being. It is 
not only from sadistic motivations that people still cling so 
obstinately to the notion that corporal punishment possesses 
a value all its own. 

The adult type -of conscience is nothing more than the 
faculty of reason judging applications of moral values. 
However, there is another form of conscience which acts 
directly on the psyche—the unconscious conscience (i.e., 
the conscience with its roots in the unconscious, the super- 
ego of the Freudian schema). The super-ego, however 
speciously it may disguise itself, is archaic, ruthless, super- 
stitious, pleasure-pain-governed, and swayed by Talion law. 
We are all influenced by our super-egos as well as by our 
conscience, but in mental health there is a reasonable degree 
of correspondence s between these two regulators of conduct. 


Problem of Guilt 


All psychopathologists stumbled across the problem of 
guilt very early in their investigations. The very helpful 
concept of the super-ego was formulated by Freud with 
the idea of providing some kind of account of the 
“ mechanics ” of guilt and its resolution. Since few of us 
are saints—and, incidentally, the greatest saints have always 
been endowed with what the theologians call a “sense of 
sin ”—the super-ego is constantly engaged in the task of 
restoring endopsychic harmony by means of “ guilt- 
cancelling ” devices. That is the reason, I think, why 
nearly all psychoneurotic symptoms are unpleasant (i.e., 
“ painful” in the widest sense). I can think of no agree- 
able hysterical syndrome, with the possible exception of 
hysterical trance-states, and hysterical trance is amongst 
the rarest of psychic disorders. Even the habit of alco- 
holism, which. is subjectively pleasant for the time being, 
is punished by agonies of alcoholic remorse and finally by 
painful social degradation. 
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Strangely enough, psychogenic pain as an isolated symp- 
tom of conversion hysteria is not very common. - When it. 
does occur it as often as not covers an underlying encap- 
sulated psychosis. I well remember at the Cassel Hospital 
treating a man for the single symptom of agonizing pain 
in the tongue. I was successful in abolishing his pain by 
analytical, methods, and patted myself on the back for my 
psychotherapeutic skill. I was less complacent when I heard 
that three months after he left hospital as a “ cured ” patient 
he committed suicide in a state of galloping involutional 
melancholia. Neurologists not uncommonly: come across 


.cases of psychogenic trigeminal neuralgia, and the patients 


have at one time or another been treated by injection of 
the Gasserian ganglion. In my experience it is often wiser 
to allow these people to continue with their pain rather 
than to seek to remove it by analytical psychotherapy. Some 
people require a hair shirt or need to go through life with 
peas in their shoes. : 


Another complication of pain, regarded from its psychic 
aspect, is that the differentiation between pleasurable and 
painful stimuli is very indeterminate and variable, and that 
the point where pleasure passes over into pain (and vice 
versa) is therefore by no means constant. When the pleasure 
taken in pain is sexually tinged, even though the sexual 
factor is repressed~ and hence unconscious, the term 
“masochism ” is applied. Persons endowed with an 
asthenic attitude to life—usually schizothymes—are more 
inclined to exhibit masochistic tendencies; persons with 
sthenic temperamental attributes are potentially more 
sadistic. j 

We can see, then, that pain of purely central origin can 
perform two sets of psychobiological functions : (1) regulate 
the balance between guilt and innocence by (unconsciously) 
self-imposed punishment, and (2) satisfy the conflicting 
claims of the masochistic and sadistic components of the 
personality-structure. ‘From this it follows, as has already 
been inferred, that by no means all cases of psychogenic 
pain respond‘well or should be submitted to psycho-analysis. 


The persistence of psychogenic pain or the psychically 
determined perpetuation of pain that was originally somato- 
genic not infrequently covers an already established drug 
addiction. In other words, people stick to their pains in 
order to provide a subjective justification for continuing to 
take the drug to which they have become habituated. This 
consideration should make every doctor very cautious in 
prescribing analgesic drugs. Pethidine, it will be remem- 
bered, was ushered in with a great flourish of trumpets on 
the grounds that it was non-habit-forming. A few months 
later, reports were coming in of grave pethidine addiction. 
Our attitude to pain is for the most part ambivalent; we 
wish to suffer (unconsciously, it is true), and at the same 
time we jib at pain and seek to avoid it. This ability to 
have one’s cake and eat it is well shown in states of relig- 
ious ecstasy—e.g., in the case of dancing dervishes who cut 
themselves with knives—when sea is accompanied 
by analgesia. 


It must be remembered that many pains which are 
primarily psychogenic are secondarily somatogenic. For 
example, the colic associated with spastic colon is inner- 
vated in the usual way through the autonomic nervous 
system,- although the spasticity of the colon itself may be 
psychically determined. The pain associated with nervous 
dyspepsia is another example ; and there are innumerable 
others. It is for that reason that there is no incongruity 
in or scientific objection to treating these states pharmaco- 


` logically as Well as psychologically at one and the same 


time. 
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“Two Other Factors 


There are two more ‘psychological factors which sich 
perhaps, tò be considered in connexion with the psychology 
of pain: (1) the influence of the pattern of culture, in the 
anthropological sense, on pain tolerance, and (2) individual 
differences. In many cultures—North-American Indian, 
for instance—the ability to bear pain without psychomotor 
expressions: of suffering is regarded as an essential - virile 
quality ; and it would seem that in days gone by few males 
failed to pass the test. Among primitive. peoples most 
initiation ceremonies for young ‘boys include the infliction 
of pain, such as circumcision without.an anaesthetic ; and 
the boys are not allowed even to whimper. It would appear, 
too, that the Russians. and the Chinese are traditionally 
_ somewhat insensitive to pain and suffering of.all kinds. 
The converse is equally true: certain patterns of culture 
-~ permit. psychomotor .extravagance in the presence of pain. 
: This is true, I think, of Jewish and Latin peoples. This 
in no way implies a characterological weakness in the 
individual, who is acting in accordance with his tradi- 
_ tional reaction-pattern. I have already inferred that an 
individual’s ‘personality-structure determines his attitude to 
pain. Evidence of individual differences. is also provided 
by the study of the psychoses. 

I remember one schizophtenic boy who attempted suicide 


. _ in the most bizarre and painful way: he procured a pound 


of meat (it was in the days when meat was unrationed), let it 
rot until it stank, expressed the juice, and injected it into his 
7 liver with a large, blunt, rusty, hypodermic needle. When I 


According to” Salter the hypnotic trance itself and all 
hypnotic and post-hypnotic phenomena are nothing more 
than conditioned reflexes, and he builds up a very strong 
‘case to support this thesis. If Salter is right the hypnotist’s 
“ suggestions ” are to be regarded merely as conditioned 
stimuli. There is thus no reason why a person should not 
be trained to provide his own conditioned stimuli, thereby 
eventually ‘eliminating the need of a “hypnotist” and 
abolishing the somewhat, mystical concept of rapport. 


` Salter has, it would seem, ‘elaborated methods of training 


questioned: him after_the long and painful illness which - 


followed he denied that he had experienced ‘anything 
unpleasant, although his pre-psychotic temperament had 
been hyperaesthetic. In depressive psychosis physical pain 
is often welcomed as a counter-stimulus to mental anguish ; 
and manic patients are often so insensitive to pain that they 
have to be protected from injuring tiemselves just for the 
fun of the thing. 


Hypnosis 


Paradoxically enough, psychiatry has more to offer in 
the alleviation of physical suffering than in the treatment of 
, psychogenic pain. Pre-frontal leucotomy as a.means of 


abolishing-the emotional factor of the pain experience has - 


already been mentioned; and I do not propose in the 
limited space at my disposal to discuss the advantages and 
disadvantages of this procedure. 
neglected practice of ae that I would turn your 
attention. 

The treatment of the psychoneuroses by E had 
no sooner come into its own than it was eclipsed -by 
Freudian psycho-analysis and àllied methods òf therapeutic 
procedure. -And yet, hypnotism still has much to offer, 
especially in the treatment of pain. In my student days 
there was a boy iñ hospital sùffering from severe osteo- 


myelitis whose daily dressings were so painful that he. 


required .a general anaesthetic on every occasion. I 


~ 


people in dutohypnosis—in’ other words, self-conditioning 
—-which seem to be sound and relatively simple. He defines 
autohypnosis as “the ability to induce upon oneself the 
trance -of sleeping hypnosis together with such of its 
phenomena as may be desired.” 


The advantages of autohypnosis over heterohypnosis are 
at orice apparent: it is extremely useful for a person to be 
able at will to abolish existing pain (once its nature has 
been diagnosed), to cure himself of insomnia, to render 
himself completely deaf to disturbing noises, to increase his 
inclination to work, to eliminate stage-fright and other 
crippling forms of self-consciousness—and all this without 
having to establish a dependence on any psychologist. 
` In a world which. is becoming ‘increasingly totalitarian, 
when . political-police investigators employ third-degree 
methods involving physical and mental torture as a matter 
of course, it may well be that the time has come for all 
Government “agents” to be trained “ autohypnotists.” 
Such. an agent, when captured and “investigated,” could 
make himself insensitive to pain of all kinds, could at will 
be deaf-to all sounds, including the sound of his inter- 
viewer’s voice, could send himself .to sleep in all circum- 
Stances, and induce amnesia for matters which he did not 
wish to reveal in such a way as even to circumvent the 
use of “ truth-drugs. > It would indeed be extremely diffi- 
cult, even with the most refined modern methods of 

“ persuasion,” to extract bogus confessions from political 
opponents. - 

Disregarding this last rather fanciful and sensational 
suggestion, it would at least seem. that autohypnosis offers 
some people with intractable pain an easy and legitimate 
way out of their suffering without the necessity of having 


` their brains pithed. 


It is to the: much--- 


+ 


obtained permission to hypnotize him, and found that he. 


was susceptible to deep hypnosis. Afterwards he had part 
less dressings daily under hypnosis. 
It is, however, to Salter’s work in America that we must 


look for further advances, provided, of -course, that his- 


work can be confirmed and repeated at. will.’ Salter (1944) 
rejects the views of the psycho-analysts, who regard hypnosis 
as an: artificially. induced hysteria, and who suppose that 
the hypnotist must be unconsciously identified with one or 
other of the parental figures and that the hypnotized person 
automatically regresses to a state of infantile dependence. 


= 
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Unesco ‘proposes to publish later in the year a.manual on 
the international, exchange of publications.. It intends to pub- 
lish as an annex to this manual a classified list of institutions, 
including libraries, universities, scientific institutions, learned 
societies, etc., throughout the world, which are willing to 
exchange either their own publications or other publications 
which they have regularly at their disposal. Unesco has 
obtained a considerable amount of information concerning the 
availability of exchange material, but considers that it is still 
far from complete. All institutions which have so far not sent 
to Unesco details of their exchange material in one form or 
another are therefore’ asked to communicate immediately the 
following information to the Unesco Clearing House for Publi- 
‘cations, 19, Avenue Kléber, Paris, 16°: (a) Name and full 
address of institution. (b) Exact titles of publications offered.. 
(In the case of duplicates offered for exchange purposes actual 
lists of duplicates are not required, but only a statement that 
lists of duplicates are available. Institutions possessing a cata- 
logue of their own publications available for exchange are asked 
only to send a copy of the catalogue or to give a full biblio- 
graphical description of the catalogue.) (c) Institutions which 
wish to exchange their publications only under certain conditions 
are asked to state what these conditions are. Only information 
which reaches Unesco before oe 1 can be used‘in the manual. 
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BANTPS. DISEASE 
POSSIBLE RELATIONSHIP TO’ Rh 


BY 


A. M. NUSSEY, .M.D., M.R.C.P. 
Physician, Selly Oak Hospital, Birmingham 


FACTOR 


Clinicians and research workers were quick to grasp the 
significance of the discovery .of the Rh factors, and their 
combined labours have shed a flood of light on many 
hitherto perplexing problems. Not a little of the work was 
done in the Birmingham Children’s Hospital, where , Sir 
Leonard Parsons (1933) and his co-workers helped to 
establish the essential unity of icterus gravis, haemolytic 
anaemia of the newborn, and hydrops foetalis, and where 
_ the subject of kernicterus was investigated. Even before 
the role of Rh incompatibility in those conditions became 
known ever-increasing inquiries were being made into the 
possibility of haemolytic disease being at the root of other 


DRUMMOND & WATKINS TWO FAMILIES 
SOOO, 





F -Į HEPATOMEGALY & SPLENOMEGALY 
SLIGHT JAUNOICE.. 

SEVERE JAUNOICE 

DICO AGED 3 DAYS 
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HEPATOMEGALY A SPLEMOMECALY 
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Fic. 1.—Genealogical tree of Drummond and’ Watkins's two 


families and of Family T. 


ills which befall mankind, and now they include studies of 
the genetic make-up of families of imbeciles and mental 
defectives, those with chorea-athetosis, Wilson’s disease, 
and congenital obliteration of bile ducts, and of some indi- 
viduals showing enlargement of liver and spleen. 

No convincing proof has so far been found that either 
mental defect in the broad sense or Wilson’s .disease -is 
caused by Rh incompatibility; but Skelton and Tovey 
(1945), reported congenital obliteration of the bile ducts 
in association with haemolytic disease. It is generally 
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known that in severe haemolytic disease of the newborn, 


in addition to Jaundice, there may be an enlargement of 
liver and spleen, and that this enlargement may persist for 
some time after the jaundice has subsided. It is therefore 
natural that when we find young patients with enlargement 
of the liver and spleen of seemingly unknown aetiology we 
should ask ourselves whether Rh incompatibility may not 
have had something to do with it. 

No doubt this question has occurred to many clinicians, 
but, surprisingly enough, only one paper could be found 
in which an endeavour was made to answer it. Drummond 
and Watkins (1946) record three families with hepato-’ 
megaly and splenomegaly. They make it clear that in only 
two of these families could the Rh factor have played a 
part, and for the sake of brevity the main details of these 
are summarized here in the form of family trees (Fig. 1). 
Drummond and Watkins state that in neither of their - 


‘families did the mother have a transfusion, and.one is 


struck straight away by the fact of the- firstborn being_ 
affected in No. 1 family, while the disease, after skipping 
the next Rh-positive child, caused the same condition in 
the third one, and thereafter was probably responsible only 
for the death of the sixth child. Family No. 2 conforms 
more with our conception of how Rh incompatibility works 
—the first one or two, in this case two children, being 
responsible for sensitizing the -mother and seemingly esca- 
ping, while those who follow bear the brunt of the disease. 
In both these families the mothers had no Rh- antibodies 
when examined, but suffered severe reactions when trans- 
fused with 50 ml. of Rh-positive ABO compatible blood, 
and subsequently showed abundant Rh antibodies. 


Details of Family T. 

In the family about to be described the possibility of 
Rh incompatibility playing a part in the incidence of 
hepatomegaly and splenomegaly stands out even more 
clearly. The genetic make-up of the family for the various 
blood groups is set out in the accompanying table. 


Table Showing the Various Blood Groups of Family T. 














Antisera 
Name Age | Group - Rh Genotype M | N | P 
C| D c 

Father 52 A +I +)'—] + CDe/cde +i +ty- 
Mother 51 A —j~-{-[ t+ cde/cde —-|+it+ 
Arthur 28- A.J} —-]—l—- d+ cdo/cde +l +] t+ 
John 26 O t+tI+]|—~i+ CDe/cde Ae ers Allee 
Frank 23 A +itl])—It+ CDe/cde +) +[+ 
Edward .. 194 A +i +l]—]t+ CDe/cde = Sal Vaca weet ice 
Kathleen .. 17 A Sat chee See cel e a CDe/cde ti+] + 


Here, then, an Rh-negative woman, who had never had 
a transfusion, married a heterozygous Rh-positive man and 
had five children. The parents, who have been examined, 
are normal clinically. The first child of the marriage, 
Arthur (28), who is Rh-negative, is perfectly normal. The 
next one, John (26), is Rh-positive, and he too is normal, 
which is quite understandable considering he must have 
been the first in a position to sensitize his mother against 
the D antigen. The next three children, all Rh-positive, 
revealed enlarged spleens ‘and palpable livers, and their 
more detailed history is as follows. , 


Case 1 

Frank, now aged 23, was sent to the Children’s Hospital. 
Birmingham, in 1936 on account of abdominal discomfort. 
There his liver was found to be moderately enlarged, firm. 
and smooth, and his spleen very large. Liver-function tests 
‘were Within normal limits, he was not anaemic, and his white 
blood count was normal—8 000 (71% polymorphs, 1% 
eosinophils, 1% basophils, 14% lymphocytes, 13% ‘monocytes). 


Ț 


$ o 


AUG. 20; 1949 


l BANTI’S DISEASE 


415 


BRITISH 
a a - MEDICAL JOURNAL 





A diagnosis of Banti’s disease was made, and later in the same 
year he was readmitted for splenectomy. Dr. H. S. Baar 
very kindly looked out the original sections of the spleen, and 
his comment on them and on those: of the 
other two affected sibs is matey are typical 
of Banti’s disease. 


This lad remained well for over a year 
after the splenectomy, and early in 1938 he 
was admitted to this hospital following his 
first haematemesis. ~ A second haematemesis 
at the end of 1938 necessitated a blood 
transfusion. In all he was admitted on ten 
occasions, because of haematemeses, the last 
one being in April, 1949. At no time, how- 
ever, was his condition really desperate, and 
transfusion had to be carried out on only 
three other occasions. Liver-function tests 
which were repeated here showed no ‘evi- 
dence of serious dysfunction. . 

Examination of his blood.and urine did 
not point to any excessive haemolysis, and 
in fact there was a small but significant de- 
crease in the fragility of the red cells (Fig. 2), 

a point also noted by Drummond ‘and Watkins (1946) in their 
patients. His white cell and platelet counts were within normal 
limits, too. This patient’s liver is now only just palpable and 
he himself is reasonably well and earning a living as a bakelite 
moulder. , 2 





% CONCENTRATION 
OF SALT SOLUTION 


| Fic. 2.—Graph- 
showing de- 
creased fragility 
of red cells in 
Case 1. 
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- Case 2 


Edward, now 194, was brought to this hospital in August, 
1938, following his first haematemesis. His spleen was appre- 
ciably enlarged, while the liver exceeded the normal limit- only 
slightly. Again Banti’s disease was diagnosed. This boy’s 
bleeding and‘ clotting times ‘and* his white cell count were 
normal. In September, 1938, Mr. James Gore performed a 
splenectomy on him; recovefy was uneventful. The patho- 
logist’s report states : “The spleen shows fibrosis extending 
through the organ, slight thickening of capsule, and dilated. 
sinuses. Hyaline swelling present in endothelial layers-of the 
vessels of -the Malpighian bodies.” : 


Fifteen months after splenectomy. this patient had a further 


haematemesis, and by July,- 1948, he had had eight haemat- © 


emeses in all. He also showed remarkable. recuperative 
powers, though at one time in. 1945 his condition was critical. 
His liver-function tests were normal, too, and he showed no 
evidence of excessive blood destruction. : - 


Case 3 


I saw Kathleen, the fifth child, for the first time in October, 
1947, when her brother Frank was an in-patient- with haemat- 
emesis. It was then that I began to make tentative inquiries 
into the possibility that we were dealing here with a. familial 
affection due to Rh incompatibility. Clinical examination of 
the girl revealed an enlarged.spleen and a cleft palate but 
no anaemia.. Till then she had never had any overt bleeding, 
and although somewhat delicate was able to. work- as a box- 
maker. 


She was not seen again till Juse 27, 1948, ‘when she was 


brought into hospital as an emergency case following haemat- ~ 
emesis. 


Her blood count showed 8.4 g. % Hb, 3,220,000 
red cells, 5,100 white cells, with .64% polymorphs. “At. first 
her condition did not give rise to anxiety, but on July 2 she 
rapidly became very ill following a severe melaena and haemat- 
emesis. There was a temporary rally after a transfusion of 
3 pints (1.7 litres) of blood, but next day she collapsed again 
and became almost moribund. -A further 34 pints (2 litres) 
of blood was given, but- profuse’ melaena continued and she died 
on July 4. 

Post-mortem examination showed varices at the Sia: 
oesophageal junction, and on, the greater. curvature of .the 
stomach about 1 in. (2.5 cm.) from the cardiac sphincter an 
acute ulcer which had eroded one of the dilated veins. The 
mucosa round the ulcer was injected, but, apart from this 


and much -altered blood in the small intestine, no other 
abnormality was found in the gut. The spleen, which weighed 
134 oz. (383 g.) and was about 6 ‘in. (15 cm:) long, contained 
localized patches of fibrosis in the capsule, and was partly 
eoira to the diaphragm. Its pulp was beefy and showed 
‘an increase in fibrous -tissue.’ The liver, which weighed 45 oz. 
“a. 276 g), had a finely granular ‘surface. . It showed great 
‘increase in fibrous tissue, grey strands of which were visible 
to the naked eye.- Sections of the liver and spleen are shown 
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Fic. 4.—Section of spleen in Case 3, showing fibrosis. 


in Figs. 3 and 4. No other gross abnormalities were found, 
and`òin particular the basal ganglia of the brain showed’ no 
degenerative changes. 


. Discussion , 

The parents in our family never noticed any jaundice in 
their children either at birth or subsequently. This is in 
conformity with the findings in the cases of Drummond 
and Watkins (1946), and does not, of course, rule out the 
possibility that a considerable degree of neonatal anaemia 
may have been present in these patients. In this connexion 
it is worth recalling the statement by Vaughan (1946), who 
found no correlation between the incidence of kernicterus 
and the degree of blood destruction—in other words, the 
symptoms ‘we associate with -kernicterus may occur in 
children who have never been jaundiced. This too was 
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pointed out long ago by Sir Leonard Parsons and his 
associates. 

All this raises the question whether Mollison et al. (1948) 
are right in maintaining that the evils which flow from Rh 
incompatibility can be put down to the effects of blood 
destruction or whether the Rh antibody is able to fasten 
on fixed somatic cells and wreak damage there. Support 
for the second view is given by Boorman and Dodd (1943), 
who have shown that the Rh factor is a general character- 
istic of many tissues, and consequently many if not all 
tissues are likely to be susceptible to injury by Rh anti- 
bodies. - The Birmingham school (Baar, 1946) also “pro- 
duced evidence of what we may term primary hepatic 
damage by Rh antibodies. 

Another point of interest is that the mother of our 
patients showed no Rh antibodies and failed to produce 
them after an injection of 0.05 ml. of Rh-positive blood 
obtained from one of her sons, but showed them after 
injection of 5 ml. of her husband’s blood. Something 
similar was found by Drummond and Watkins (1946), and 
the assumption is that the antibodies which the mother 
had originally died out with the passage of time, only to 
reappear under suitable stimulation. On the other hand, 
Gerrard (personal communication, 1949) found blockiùg 
antibodies in a woman 18 years after she had given birth 
to a child -with icterus gravis. The child concerned died 
‘of cirrhosis of the liver at the age of 34, and the.case was 
reported by Braid and Ebbs (1937). 

If, from the fate of my patients, I may be allowed to 
draw any conclusions about the outlóok in similar cases, 
I may be tempted to say that splenectomy improves the 
prognosis, but cannot be sure.that this is the case when I 
recall that Frank did not bleed until after his splenectomy, 
and that Kathleen’s death was almost certainly the result 
of a fortuitous gastric erosion superimposed on a dilated 
vein. Whitby and Britton (1946), however, are of the 
opinion that splenectomy influences the prognosis favour- 


ably. It may be that in future instead of a simple splen-: 


ectomy some form of porto-caval anastomosis will be 
undertaken in similar cases. 

The three patients described, though they showed no 
leucopenia or progressive anaemia, would qualify for inclu- 
sion in the so-called Banti’s syndrome. What Banti (1894, 
1910) had in mind, when he described the disease to which 
he gave his name is not absolutely plain, and subsequent 
commentaries have not helped to clarify the issue. It has 
been obvious for some time, however, that the name Banti’s 
syndrome has been used as a cloak for a variety of diseases. 


It may be that further work will sort out one of the entities ‘ 


lumped together under the title of Banti’s disease by con- 
firming that fibrosis of the spleen and liver, with enlarge- 
` ment of these organs, and especially of the former, occur- 
ring in the young and young adults and accompanied by a 


tendency to. haematemesis, is at times due to Rh incom- 


patibility. 
l Summary l 

A family is reported in which three out of five sibs were 
affected with hepatomegaly and splenomegaly and a tendency 
to haematemesis. 

Reasons are given why this may have been caused by Rh 
incompatibility. 

It is suggested that. the condition observed may eventually 
be segregated from. the Banti syndrome. 


Grateful thanks are due to Dr. W. Weiner, Director of the Midland 
Region Blood Transfusion Service, for details of the table setting 
out the various blood groups of family T. and for his helpful 
advice; and to Dr. H. S. Baar for his opinion on the pathological 
sections. 


generalized 


REFERENCES 
Baar, eae 1946). Brit. med. Bull., 4, 178. 
Banti, G . (1 94). Sem. méd., Paris, it aoe 
— (19 10). Folia haemat., Lpz., F 


Boorman, K. E., and Dodd, 3 oaa, J. Path. Bact., 55, 329. 
Braid, F., and Ebbs, J. H. 1937) wee Dis. Childh., 12, 389. 
Drummond, R. J., and bt A. G - (1946). British Medical 
Journal, 1, 984. 
Moon P. L., et al. (1948). M.R.C. Memo. No. 19. H.M.S.0., 
Parsons, L. "G. (1933). Arch. Dis. Childh., 8, 85. 
— Hawksley, J. C., and gf cue R. (1933). Ibid., 8, 159. 
Skelton, M. O., and Tovey, G H. (1945). British "Medical Journal, 
2, 


9 
Vaughan V. C. (1946). J. Pediat., 29, 462. 
Whitby, A E. H., and Britton, C. J. 'C. (1946). Disorders of the 
Blood. Churchill, London. : ; 





MIKULICZ’S SYNDROME 


BY - 


ALAN J. HIRD, B.Sc., M.B., Ch.B., M.R.C.P. 


(From the Gardiner Institute of Medicine, University 
of Glasgow) 


\ 


A considerable numberof cases of combined lacrimal and 
salivary glandular enlargement have been reported since 
Mikulicz (1888) first described the syndrome which now 
bears his name. Nevertheless the condition is rare enough to 
prompt the recording of a recent case seen in the Western 
Infirmary, Glasgow. Since this hospital was opened in 1873 
there apparently have been only two other in-patients in 
whom this diagnosis has been made, both in 1936. On 
fuller investigation, however, it seems that neither showed 
enlargement of the lacrimal glands, and their cases can 
hardly be considered to fall into this syndrome. One was 
a boy aged 7 with acute myeloid leukaemia and moderate 
enlargement of the salivary glands, and the other a man of 
26 who had bilateral parotid enlargement but no other 
abnormality. It would seem, therefore, that this is the first 


case of Mikulicz’s syndrome to be seen, at any rate as an 


in-patient, in the Western Infirmary in 75 years. r 


Case Report 


The patient, a man aged 73, was admitted for the first time 
on Sept. 30, 1947, complaining of swellings in front of both 
ears, under the lower jaw, and above both eyes. These had 


‘appeared gradually over a period of 12 months, and for a 


month before admission vision had been much impaired by 
the presence of the large supraorbital swellings. Apart from 
these swellings there was no complaint, and the patient had 
given up his job as a forester only on account of difficulty in 
seeing. He could remember no previous illnesses. ` Both 
parents died when over 90, and all siblings had survived to . 
similar ages. i 


Fxamination re- 
vealed a` well-built 
healthy-looking man., 
The most striking 
abnormality was the 
symmetrical enlarge- 
ment of all salivary 
and both lacrimal 
glands (Fig. 1). 
Chemosis of the con- 
junctivae of. both 
upper lids was pre- 
sent, but neither xero- 
phthalmia nor xero- 
stomia was a feature. 
In addition there was 
_enlarge- 
ment of all groups of 





1.—Appearance on Oct. 6, 1947 
before treatment. 


FIG. 
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superficial lymph glands and also-of those of the mediastinum 
as shown on x-ray examination of the chest. The superficial 
glands ranged up to 4 in. (1.25 cm.) in diameter and were moder- 
ately firm, mobile, discrete, and painless. The spleen was 
enlarged to 4 in. (10 cm.) below the costal margin. 

Blood examination (see Table) showed normal values for 
haemoglobin, erythrocytes, and total leucocytes, but a neutro- 
penia and lymphocytosis were features of the differential count 


Table of Blood Findings 





-Eos. | Bas. | Lymph. | Mon. 


Neut. 
i (A) | %&) | %) (%) 


(7%) 


i | a tt | aE | 

















30/9/47 | 14:0 | 40-0 5°42 3,500 2:0 | 1-0 55-0 9-0 - 
16/10/47 | 13-0 | 39-0 — 6,800 10 | 0S | 465 |100 
30/10/47 | 12:9 | 40-0 — 6,200 05 | 0-5 60-0 40 
4/11/47 | 13-9 | 41-0 — 7,200 30 | 1:0 51-0 3-0 
26/11/47 | 13-2 | 38-0 — 4,080 0 0 29-0 | 12:0 ~ 
6/2/48 14-4 | 43-0 | 4-59 6,240 0 0-5 29-0 8-0 
13/4/48 1270 | 40:0 | 4-91 5,840 1-5 | 05 53-0 a5 
20/4/48 12:5 | 39-0 | 4-65 6,440 35 | 05 54:0 45 
19/5/48 13-4 | 410 | 4:51 6,080 0 0°5 37:0 45 
18/8/48 | 12-2 | 38-5 4:72 240 1:0 | 0 59-0 3°5 
26/8/48 | 12:5 | 42-0 | 4-63 6,600 0-5 | 0 37:0 85 


: 


before treatment. Sternal-marrow examination revealed normal 
erythroid and myeloid series with possibly a slight increase in 
lymphocytes. The Wassermann reaction was negative. The 
erythrocyte sedimentation rate was never more than 5 mm. in 
one hour by Wintrobe’s method. Plasma protein levels were 
albumin 4.04 g. %, globulin 1.81 g., and fibrinogen 0.47 g. 

A lymph-gland biopsy was carried out and Professor D. F. 
Cappell reported as follows : “The lymph node shows general 
overrunning of the architecture with small lymphocytes, which 
infiltrate the capsule and extend from the hilum into the 
surrounding fat. Only traces of a follicular structure are 
identifiable, The condition is one of the ill-defined systematized 
lymphoid hyperplasias. The association with lacrimal and 
parotid enlargement suggests' Mikulicz’s disease, of which the 
lymphoid form is one variety. It would not be surprising if 
this condition terminated with lymphatic leukaemia.” 

Following this report an attempt was made to alleviate the 
patient’s main symptoms by deep x-ray therapy, applied both 
generally and locally. Within a fortnight of beginning treat- 
ment there was obvious diminution in the size of the salivary 
and lacrimal glands and to a smaller extent of the cervical 
lymph glands. By. Nov. 29 there was very pronounced regres- 
ston of salivary (especially parotid) and lacrimal glands, but 
the spleen and lymph glands were not greatly altered. The 
patient was discharged at this time. 

When seen again on Feb. 6, 1948, he looked and felt extremely 
well. Lacrimal and parotid glands were no longer visibly 
enlarged (Fig. 2). The submandibular glands were still palpable 
and the spleen and 
lymph glands un- 
changed. Blood 
examination showed 
essentially normal 
values, the previously 
noted lymphocytosis 
having disappeared. 

The patient was seen 
again on April 12; 
there was then moder- 
atè recurrence of the 
swelling of both lacri- 
mal and submandi- 
bular glands. ` Neither 
parotid was palpably 
enlarged and the 
condition of _ lymph 
glands and spleen was 
unaltered. Blood 


- 





2.—Appearance on Feb. 6, 1948— 


FIG, 
three months -after first course of treat- 
ment. 


examination showed a slight fall in haemoglobin‘and a return - 


of the lymphocytosis, although the total white’ count remained 
normal. A further sternal-marrow examination, however, 


showed gross infiltration with lymphocytes, which comprised. 


about 90% of the total nucleated count. X-ray therapy was 
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.and (3) frank leukaemia. 
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reinstituted on April 14, and a month later complete regression 
of lacrimal and submandibular glands had taken place, but 
other findings, including the leucocyte picture, remained 
unchanged. 

By Aug. 17 there had been sufficient recurrence of the 
lacrimal swellings to cause difficulty in seeing, and the patient 
was readmitted. An interesting feature on this admission was 
the presence of considerable swellings in both lower eyelids, 
presumably consisting of lymphoid tissue. These swellings were 
some distance from the free margin of the lids and appeared 
to be closé under the skin ; they were certainly not connected 
with the tarsal glands. Parotid glands were visible and palpable 
but not grossly enlarged. The submandibular glands could 
not be felt. Lymph glands generally were still enlarged and 
the spleen. now reached 6 in. (15 cm.) below the costal margin. 
` Otherwise there was no change and the patient felt and looked 
well. Blood examination showed values for haemoglobin, red 
cells, and total white cells to be still within normal limits, 
though the differential white count showed a persistence of 
the lymphocytosis and neutropenia that had been a feature of 
previous examinations. A further sternal-marrow film showed 
the presence of large numbers of lymphocytes, comprising some 
95% of the total nucleated cells. 

Further local x-ray therapy resulted in rapid regression of 
the swellings around the eyes, but the lymphocytosis persisted. 


It may be remarked here: that the only occasion on which this 
“latter feature was modified by treatment was during the initial 


course of x-ray therapy, when the whole body was irradiated. 

The patient was, discharged to his home on Aug. 26, and 
thereafter his general condition seems to have deteriorated 
fairly rapidly. He was confined to bed from mid-September 
and died on Sept. 27. His practitioner, Dr. W. D. McLellan, 
wrote to,say that the lacrimal and parotid glands remained of 
normal size, but there was a rapid and enormous increase in 
the size of the spleen, which became very tender. Cough and 
a blood-stained sputum became -troublesome symptoms, and 
there were signs of an increase in size of the mediastinal 
glands, with collapse of the left lung and a pleural effusion. 
Blood examination could not be made and a post-mortem 
examination was not possible ; it cannot therefore be said with 
any certainty that he developed a terminal leukaemic phase, 
but such an event seems not improbable. $ 


g Discussion 


Various classifications of Mikulicz’s syndrome have been 
proposed, notably those of Howard (1909), Thursfield 
(1914), and Schaffer and Jacobsen (1927). Howard’s classi- 
fication, based on-four personal and 51 reported cases, has 
the merit of simplicity, all cases being divided into three 
groups: (1) Mikulicz’s disease proper, (2) pseudo-leukaemia, 
Thursfield, who described only 
one case, made an intensive study of the literature and put 
forward a scheme differing somewhat from Howard’s and 
including tuberculosis, syphilis, and gout as aetiological 
agents. Schaffer and Jacobsen, with personal experience of 
ten cases, proposed a classification into Mikulicz’s disease 
(familial and acquired) and Mikulicz’s syndrome (due to 
leukaemia, tuberculosis, syphilis, lymphosarcoma, toxic 
agents, gout, and other diseases). 

The study of these and numerous other papers reporting 
solitary examples leads to the conclusion that Mikulicz’s 
syndrome is a manifestation of a general involvement of 
lymphoid tissué rather than a disease of the lacrimal and 
salivary glands themselves. The involvement may be due 
to lymphatic leukaemia, but in many cases, as in the present 
one, there has been only a moderate lymphocytosis in the 
blood or no deviation at all from normal. It would appear 
likely that many of these will eventually develop the full 
picture of chronic lymphatic leukaemia. In the present 


case, despite the development of a grossly abnormal marrow 


picture, the peripheral blood showed only a slight absolute 
lymphocytosis evén after a course of at least two years. 
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Many, if not all, examples of this syndrome described in 
the past as being due to tuberculosis (e.g., Garland and 
Thompson, 1933) would probably now be classified as 
examples of sarcoidosis,’ while a study of the clinical 
features of those ascribed to syphilis leaves the impression 
that in many the syphilitic state may have been purely 
coincidental. Why Mikulicz’s syndrome should be so rare 
when the pathological states which give rise to it are rela- 
tively so common does not appear to have been explained. 


Summary 


A record is presented of the findings in a case of Mikulicz’s 
syndrome (enlargement of lacrimal and salivary glands) 
followed from the initial hospital admission until death 
14 months later, 
leukaemia, including lymphocytic infiltration of the sternal 
marrow, were present, but the total leucocyte count was ‘not 
raised during the period of hospital observation. Swelling of 
the lacrimal and salivary glands was treated by x-ray therapy 


„with satisfactory though temporary results. 


Brief reference is, made to the more important literature on 


-- the subject. 


I should like to express my thanks to Professor J. W. McNee, 
in whose wards the patient was investigated and treated, for permis- 
sion to publish this account, to Professor D. F. ‘Cappell for 
permission to include his report on the gland section, and to Miss 
M. M. Todd for the photographs. 
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A SIMPLE EMERGENCY METHOD 
FOR ESTIMATION OF BLOOD SUGAR* 
BY 
M.D., M.Sc, D.LC., A.R.C.S. 
AND 


G. B. PENDLENTON, F.LM.L.T. 


(From the Section of Chemical Pathology, Department of 
Pathology, King’s College, Newcastle-upon-Tyne) 


A. L. LATNER, 


A simple and accurate method for estimating blood sugar, 


- either in the ward or in the patient’s home, has long been 


required. The technique of Haslewood and Strookman 
(1939) as described by King (1946), when used in’ conjunc- 
tion with some simple apparatus we have designed, would 
seem to satisfy these criteria. This apparatus can easily be 
made by any competent glass-blower. No colorimeter or 
photometer is necessary. 


Apparatus 


The following apparatus is required: (1) a number of 
clean and dry teat-end pipettes ; (2) one blood pipette cali- 
brated to contain 0.1 ml., for measuring the blood sample ; 
(3) one pipette calibrated to contain 0.2 ml., for measuring 
the solution of 10% w/v sodium tungstate; (4) a 1-in. 


. (2.5-cm.) glass funnel and a supply of 5.5-cm. Whatman 


No. 41 filter papers; and (5) four tubes as shown in the 
accompanying diagram. 

Tube A has an internal diameter of approximately 10 mm. 
and is calibrated to contain 3.7 ml. It is fitted with a rubber 


bung. 


*Received Jan. 3, 1949. ` 


Many of the features of chronic lymphatic ‘ 


Tube B has an internal diameter of approximately 13 mm. 
and is calibrated to contain 7 ml. at the lower mark and 
14 ml. at the upper. It is fitted with a rubber bung. - 

Tube C has a narrow portion approximately 5 cm. long 
with an internal diameter of approximately 8 mm., and a 
wider portion approximately 16 cm. long with an internal 
diameter of approximately 13 mm. It is calibrated by ring 
markings to contain 1, 2, 5, 10, and 20 ml. The length 
between the 5- and 20-ml. calibrations is further subdivided 
into 24 equal portions by alternate short and long etched 
lines. The long lines from below upwards are marked 100, 


A B C D 





_.. 20 mi, 
on 
a A 
> 
= 
=) 
Š 
37ml = 
..-.10 ml. --- 10 l. 
sand ml, 5 mi. 
Petre 2 mi. -2 mi, 
f Imi. iml. 
- The four tubes required. 


Figures shown at the sides of 
the tubes are etched “on the 
reverse faces of the tubes. 





120, 140, and so on up to 320, which coincides with the 
20 ml. mark. These markings represent mg. of R per 


- 100 ml. of blood. 


Tube D is similar to tube C and of identical measure- 
ments. It also has ring calibrations at 1, 2, 5, and 10 ml., 
the length between its last two markings being subdivided ` 
into four portions. These are determined by adding 
calculated volumes of water, namely: 


At calibration 70 the tube contains a total volume of 5.7 ml. 
3 39 60 99 $3 + 39 $9 6.7 ml. 
3 3 50 13 33 339 9 39 8 ml, 
33 39 40 9) LEJ 3 3 33 10 ‘mal, 


Solutions Required.—These are exactly as described by 
King (1946). The standard solution contains 2 mg. of 
glucose per-100 ml. and is prepared fortnightly by suitably 
diluting the stock solution containing 0.1 g. of glucose per 
100 ml. with saturated benzoic acid. 


Method 


Tube A is filled to the mark with the isotonic sodium- 
sulphate—copper-sulphate mixture by means of a teat-end 
pipette. Blood obtained by capillary puncture is collected 
in a tube of internal diameter about 8 mm., which contains 
a small quantity of neutral potassium oxalate to prevent 
coagulation. 


AUG. 20, 1949 


METHOD FOR ESTIMATION OF BLOOD SUGAR 


419 


BRITISH 
MEDICAL JOURNAL 





The 0.1-ml. blood pipette is filled to the mark with this 
blood and the outside. of the pipette carefully wiped free 
of blood with clean cotton-wool. The measured quantity 
of blood is delivered into the solution in tube A and the 
inside of the pipette rinsed into the solution by sucking 
some of the fluid into the pipette up to the mark and then 
blowing it back again. This is repeated twice. Tube ’A 
is gently shaken to ensure thorough mixing, and 0.2 ml. 
of 10% sodium tungstate is added. The tube is closed 
with a rubber bung and inverted several times to get 
thorough mixing. After standing a few minutes the precipi- 
tate which forms is filtered off through a dry 5.5-cm. No. 41 
Whatman filter paper. Tube C is filled to the 1-ml. mark 
with this protein-free blood filtrate and tube D to the same 
mark with the standard glucose solution. For each of 
these manipulations separate teat-end pipettes are used 
which are long enough to deliver direct into the narrow 
ends of the tubes. 

The alkaline copper solution is now prepared by filling 
tube B to the lower mark with solution A and adding solu- 
tion B to the upper mark. ` Again teat-end pipettes are used. 
The tube is closed with a rubber bung and shaken well to 
ensure mixing. Tubes C and D are further filled to the 
2-ml. mark with the alkaline copper solution so prepared, 
using a clean teat-end pipette. The tubes are carefully 
shaken to ensure thorough mixing, are placed in boiling 
water for exactly 10 minutes, and ther rapidly cooled by 
immersion in a relatively large volume of cold water or 
under the tap. Both tubes are filled with the phospho- 
molybdic reagent exactly to the 5-ml. mark, the open end 
is closed by the thumb, and the contents are mixed by 
inversion. The small amount of fluid adhering to the thumb 
is restored to the tube by wiping the thumb across its edge. 

If the blood sugar is above 80 mg. per 100 ml. the blue 
colour in the wide portion of tube C below the 5-ml. mark 
will be darker than that in tube D. In this event small 
quantities of distilled water are added to tube C and the 
contents mixed by inversion after each addition, using the 
thumb technique already described. “When the two colours 
match, the level of the bottom of the meniscus in tube C 
indicates the blood sugar. If the level has reached the top 
mark (320 mg. per 100 ml.) and the colour in tube C is still 
darker than that in tube D, the former tube is emptied 
exactly to the 10-ml. mark and further diluted until correct 
matching is obtained. In this case the final reading obtained 
must be doubled in order to give the correct blood sugar. 
In this way values up to 640 mg. per 100 ml. of blood can 
be determined. For higher levels the tubé is again emptied 
to the 10-ml. mark and the final reading multiplied by four. 

If the original blue colour in tube C is lighter than in 
tube D the blood sugar is less than 80 mg. per 100 ml. 
It can be determined by suitably diluting the fluid in tube D 
until the colours match and reading the calibrations on this 
tube. . 

Results 


The accuracy of the method has been tested by the 
usual procedure of recovering known amounts of glucose 
added to blood, the blood sugar being determined before 
and after the addition. The results; shown in Table I, can 
be seen to be remarkably good. 

The method has also been used on'a number of blood 
samples by a medical graduate with no special chemical 
training. All matching was done by artificial light in order 


to simulate ward emergency conditions, as, for example, 


in the diagnosis and treatment of a patient in a diabetic 
coma admitted at night. A parallel séries of determina- 
tions was also carried out by a trained laboratory tech- 
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TaBLe [I1.—Comparison with Laboratory Findings 


Blood Sugar 


Blood Sugar 
(mg. per 100 ml.) 


(mg. per 100 ml.) 


Emergency Laboratory Emergency Laboratory 


Method Method Method 
107 120 125 
115 140 
195 190 70 
110 120 280 
70 85 260 

120 135 250 - 
180 180 65 
210 210 220 
220 420 





nician, using the method of Herbert and Bourne (1930). 
The results are shown in Table II. The findings speak for 
themselves. 

A sufficient degree of accuracy for most clinical require- 
ments could no doubt be obtained by the provision of a 
dropping pipette which delivers 0.1 ml. of blood in a known 
number of drops. This, in conjunction with a similar 
method for delivering the sodium tungstate, would simplify 
the- method still further. 


Summary 


With the use of easily constructed apparatus the method of 
Haslewood and Strookman has been converted to a simple 
dilution technique, requiring neither colorimeter nor 
photometer. 

Estimations have proved accurate in the hands of a medical 
graduate with no special training in biochemical methods. 


We wish to thank Dr. W Jack, who carried out the determinations 
in Table II. 
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The housing progress summary for May, presented to 
Parliament as a White Paper (Cmd. 7723), shows that the 
number of permanent houses completed in -Great Britain 
during May was 16,866, compared with 15,110 in April. This 
brings the number of permanent houses completed during 1949 
to date to 84,688. The total number of houses completed since 
the war'is 667,656 (510,408 permanent and 157,248 temporary). 
Of the permanent houses, 379,016 were built by local authorities 
and 86,492 by private enterprise. During May homes were 
provided by new building, repair of uninhabitable houses, con- 
version, and requisitioning for 18,469 families, compared with 
16,587 in April. This brings the total number of families re- 
housed by these methods under the post-war programme to 
957,113. 
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METHYL N-PROPYL ETHER 
BY 


l C. E. SYKES, M.B., F.F.A. R.C.S. 
j Anaesthetist, Manchester Royal Infirmary 


Methyl n-propyl ether, known also as “metopryl,” is a 
clear, colourless, volatile liquid having a characteristic smell 
which is not unpleasant. It has the chemical formula of 


CH,.CH, CH 


— 


CH, z~“ 
and. is isomeric with diethyl ether and isopropyl-methyl 
ether (isopryl). Methyl n-propyl ether was first used as 
an inhalational anaesthetic on the human subject on 


Oct. 3, 1945, at the South Baltimore General Hospital 


for- appendicectomy and uterine suspension. i 


‘Carr et al. (1947) give the following information concern- ` 


ing these ethers: l i 
TABLE I 
Diethyl Ether Metopryl Isopryl 
Boiling-point .. 35° C. 39° C. 31° C. 
Solubility in water (ml. “in 
100 ml. at 25° C.) . Sg 8-6 5:0 9-9 
Oil/water coefficient .. 4+0-4 1041 2402 


The inflammability range is identical with that of diethyl 
ether (White et al., 1946). The. specie gravity is 0.726 at 
16° C. 
. - In their series of cases White et al. found that, compared 
with diethyl ether, methyl n-propyl ether was less irritating 
to the respiratory tract, the pulse rate was not as rapid, 
the blood pressure rose and returned to normal more 
quickly, and muscular relaxation was more easily achieved. 
Post-operative nausea and vomiting were less and there 
were no pulmonary complications. The physical signs of 
varying depths of anaesthesia do not vary greatly from 
Guedel’s classification. 
of methyl n-propyl ether when measured on the dog is 
approximately 25% greater than that of diethyl ether. 


- Fisher and Whitacre (1947) from a series of 500 cases, 
concluded that decreased irritation of the respiratory tract 
is the drug’s only advantage over diethyl ether. 


Krantz et al. (1947) consider that methyl n-propyl ether 
has a wider margin of safety than diethyl ether. 
that if it be assumed that to induce anaesthesia with diethyl 
ether the volume per kg. of body weight is 1 ml., and to pro- 
duce respiratory arrest the volume per kg. is 2 ml., the corre- 
sponding volumes of methyl n-propyl ether are 0.84 and 
2.1 ml. Therefore methyl n-propyl ether has a higher 
potency but a wider margin of safety than diethyl ether. 
Rochberg (1947) showed that in 86 cases 52.8% had nausea 
or vomiting. 

Clinical Trial 


I obtained a small amount of methyl n-propyl ether for 
clinical trial, though the scarcity of the drug made it impos- 
sible to carry out the investigation on as large a scale as 
‘one would have. wished. Table II shows the list of cases 
included in the series. In all except Cases 16, 17,,and 18 
the ether was placed in the ether container of a Mushin 
closed-circuit apparatus, while in those three instances the 
‘ether was placed in the chloroform bottle of the Boyle 
apparatus. 


In my hands" the induction period was not much shorter 
than with diethyl ether, though, contrary to expectations, 


METHYL N-PROPYL ETHER 


They also found that -the potency ` 


They state. 





BRITISH 
MEDICAL JOURNAL 
TaBLe II 
- mplications 
Case , Duration “onip 
No. Sex | Age Operation aa a z Vomit-} Pul- 
nites | ing | monary 
I M 53 | Partial gastrectomy 125 No Yes 
2 M 19 | Trendelenburg operation 37 No No 
3 M 33 Herniorrhaphy 45 No Yes 
4 M 44 For hydrocele 20 No No 
5 F 4) Bilateral cervical sympathec- 80 No No 
tomy 
6 F, 18 Appendicectomy 25 No No 
7 F 64 | Herniorrhaphy ? 30 No No 24 
8 F 25 ~ 60 No No 
9 F 16 Appendicectomy 90 No No 
10 F 17 | Lengthening of tendo Achillis 35 Yes No 
11 F 27 | Keller’s operation 24 Yes No 
12 F 64 | Se Re 15 _}] No No 
13 M 25 Meniscectomy 27 No No 
14 M 29 | Reamputation end of fibula 22 No No 
15 F 42 | Keller’s operation 25 _ No No 
16 M 41 + Removal os calcis spur 15 No No 
17 M 46 Meniscectomy 25 No No 
18 M 42 | For dislocated scaphoid 20 No No 
19 F 24 | Tonsillectomy 18: No No 
20 F 43 | Herniorrhaphy 60 - No No 





it was shorter in those cases in which the ether was in the 
chloroform bottle. Cases 16 and 17 were powerfully built 
men who settled quickly and quietly. The diminished irrita- 
tion of the respiratory tract was very noticeable. Relaxa- 
tion was satisfactory, but not more so than with diethy] 
ether. The post-operative period was most satisfactory. 

- Case I was a nervous man who had a high abdominal . 
incision—the type of case in which pulmonary complica- 
tions would be expected. Case 3 had a rise in temperature, 
and on x-ray examination was found to have tuberculous 
cavities in his apices and a positive sputum which had been 
missed in the pre-operative examination. Cases 10 and 11 
each had a slight amount of vomiting on one occasion. 

Apart-from these cases all patients made an uninterrupted 
recovery and had no complaints to make about the anaes- 
thetic. Other members of the surgical teams concerned 
noticed the unusual smell of the methyl n-propyl ether but 
made no adverse comments. In 10 cases there was a fall 
in the pulse rate during administration of the anaesthetic, 
in five a rise and later a fall, in four a rise which did not 

return to the former level, and in one case a fall which did 
not return. 4 Ea 

Summary l 

Methyl n-propyl ether is described. The results of a clinical 
trial of this inhalational anaesthetic in 20 cases are given. The 
chief points of interest are the lack of irritation of the respira- 
tory tract and the small percentage of post-operative pulmonary 
and gastric complications. 


I wish to express my thanks to Messrs. Duncan, Flockhart and Co 
for their kindness in providing me with the sample of methyl 
n-propyl ether used in this test. 
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The functions of the National Research Development Cor-, 
poration, which are defined in the Development of Inventions 
Act, 1948, are to secure, where the public interest requires, the 
development or exploitation of inventions and to acquire and 
dispose of rights in connexion with inventions. The President 
of the Board of Trade has appointed the following members of 
the corporation: Sir Percy Mills (chairman), the Earl of 
Halsbury (managing director), Professor P. M. S. Blackett. 
F.R.S., Sir John McLean Duncanson, Sir Edward H. Hodgson, 
Mr. W. E. P. Johnson, and Sir Edward de Stein. Correspondence 


' should be addressed to the corporation at I.C. House, Millbank, 


London, S.W.1 (telephone: Whitehall 5140). 
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SIGNIFICANCE OF CONVULSIONS 
© + IN INFANCY 
BY g 


P. W. NATHAN, M.B., M.R.C.P. . 


Neurological Research Unit, Medical Research Council, 
National Hospital, Queen Square 


AND 


P. M. RANSFORD, M.R.C.S., L.R.C.P., D.C.H. 
Supernumerary Registrar, Hospital for Sick Children, Great 


Ormond Street ; Paedtatric Registrar, Royal Infirmary, Leicester 


‘There are two opinions about the significance of convul- 
sions in infancy. One is that convulsions within the first 
two years of life are of no serious significance, that many 
children have them, and that these children are no more 
likely than others to have convulsions later in life. This 
view is often held by parents and general practitioners. 
Peterman (1939) supports this view, as follows: ‘The 
young child is subject to certain hazards and diseases. 
These diseases are characterized by a tendency ‘to produce 
convulsions. Once these, hazards have been safely passed, 
.the child is no more susceptible to seizures than is the 
adult under similar ‘circumstances.” The second opinion 
is favoured by neurologists. They usually hold that infantile 
convulsions are the early manifestation of epilepsy. Turner 
(1907) found in his series of 1,000 epileptics that the 
greatest number beginning in any single year occurred in 
the first year of life. 


The purpose of this paper is to present some evidence 


which may contribute to the formation of an opinion on 
the significance er these convulsions. 


o 


Present Investigation 


The evidence is based on observations obtained from two 
groups—a group of 200 patients attending hospital.as out- 
patients on account of epilepsy, and a control group. Each 
group is subdivided into two according to age—namely, 
one to contain subjects aged 2 to 15 years, and the other 
to contain those-from 15 to 35. The 100 controls aged 2 
to 15 were out-patients at the Hospital for Sick Children 
or at the Leicester Royal Infirmary, which they were attend- 
ing for disorders other than epilepsy ; the 100 controls from 
I5 to 35 were acquaintances of one of us (P.W.N.), and 
included a large number of hospital workers, nurses, tech- 
nicians, and doctors. The 200 epileptics were out-patients 
attending the National Hospital on account of this disorder. 

It will be understood that in the epileptic groups there is 
selection to the extent that no one is included who has to 
live in an institution—such as an epileptic colony, an 
institute for mental defectives, or a mental hospital. The 
epileptics are those who remain within the normal com- 
munity, living in their own homes, attending London 
schools, and working ; and those in the control groups are 
their counterparts, but having no fits. No one was admitted 
into the control group unless he was able to find out from 
his parents whether he had had infantile convulsions ; 
also, in the epileptic group the history was always obtained 
from a parent, who was asked about the occurrence of any 
convulsions, fits, faints, sudden stiffenings with loss of 
consciousness, or facial expression of vacant staring. 

Of the control subjects, two (2%) in each age group-had 
had infantile convulsions. Of the 100 epileptic subjects 
from 2 to 15, 34 had had infantile convulsions, and of the 
100 from: 15 to 35, 14 had had infantile convulsions. 


y 


“seven days. 


This pronounced difference—2% in the control groups 
and.14% and 34% in the epileptic- groups—makes it clear 
that convulsions within the first two years of life are to 
be taken as a manifestation of epilepsy, and that the subject 
so afflicted is likely to have a recurrence of fits in later 
years. It also seems that the recurrence is likely to show 
itself before the fifteenth year. It is of interest, that this 
percentage of those having a recurrence of fits before the 
age of 15 is so much higher than that of those having a 
recurrence after the age of 15. -This may indicate that the 
longer the child lives free from convulsions the less likely 
he is to have any. 


The question arises, If convulsions within the first two 
years of life indicate that the child is an epileptic, should 
some treatment be started ? General neurological opinion 
holds that the longer the subject remains free from attacks 
the less likely he is to have further attacks. The lower 
percentage in the older, epileptic group supports this belief. 
This observation upholds the view that any child having 
convulsions should be treated with anticonvulsant drugs 
for a prolonged period, and possibly for years. 

j 
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Bilateral Hydrosalpinx with Torsion of 
Both Tubes 


` Torsion of the Fallopian tube is an uncommon condition, 


but cases are reported in the literature fairly regularly. 
Anspach (1912) was able to collect 95 cases, and in 62 of 
them the lesion of the tube was. a hydrosalpinx. Eastman 
(1927) brought: the number of cases of torsion of hydro- 
salpinx up-to 91, and Goldberg and Olim (1938) increased 
the figure to 108. The condition, therefore, is not exces- 
sively rare, but bilateral torsion is extremely: uncommon. 
Anspach records seven instances in his paper, and since 
then additional ‘cases have been described by Sénéchal 
(1932), Pineda and Campagnoli (1934), and Ficklen (1938). 


CaSE REPORT 


A nulliparous married woman aged 24 was admitted to the 
West Middlesex County Hospital on May 31, 1948, complain- 
ing of a sharp knife-like pain in the right loin, radiating round 
to the front of the abdomen and down to the pubes, of twenty- 
four hours’ duration. There had been nausea but no vomiting. 
Her bowels had been regular and micturition had been normal 
apart from slight difficulty in initiating the act since the onset 
of the pain. Her periods took place every 23 days and lasted 
She experienced, some backache on the first day. 
Her next period was expected on the day after her admission, 
and in fact it began that day. She complained of some yellow 
vaginal discharge which was most pronounced on the two days 
before the onset of menstruation. Her previous health had 
been good; she had never experienced a similar attack of pain 
in the past. She had undergone two minor operations for the 
correction of a narrow introitus. 


On physical examination her temperature was 100° F. 
(37.8° C.), pulse rate 92, and respirations 20. The tongue had 
a moist white coat. The abdomen moved fairly well on 
respiration, and there was slight tenderness and muscle-guarding 
in the lower quadrants of the abdomen, greater on the right 
side than on the left. Rectal examination revealed the presence 
of two cystic swellings (or one bilobular swelling) in the pouch 
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of Douglas, each about the size of a tangerine and attached 
to the back of the uterus. They were moderately tender. This 
finding was confirmed on vaginal examination. The white cells 
numbered 15,000 per c.mm., of which 77% were polymorphs. 
A radiograph of the pelvis showed the presence of a cluster 
; - teak of teeth in front of the 
` sacrum and a little to 
the left of the midline. 
A diagnosis of twisted 
or infected dermoid 
ovarian cyst was 
made. ~~ 


June 4 the abdomen 
was opened through a 
midline subumbilical 
incision. The left 
ovary was replaced by 
a dermoid cyst the size 
of a large pear. There 
was a left hydro- 
salpinx the size of a 
hen’s egg which had 
undergone torsion 





—ihe left hydrosalpinx with the associated 
perme cyst, opened to show teeth and | 
air. a 


Above—the right hydrosalpinx. ciated Ý 


pape 


alae 2) faa 
J ho fat ia 





about one and a half times in a clockwise direction. It 
was blue in colour and had a congested appearance which 
improved when the torsion was undone. On the right side there 
was also a hydrosalpinx which had undergone torsion. It was 
the size of a duck’s egg and was purplish red. It was clearly 
the seat of strangulation. The twist was also about one and a 
half ‘times in a clockwise direction. The point of torsion was 
at the junction of the normal and cystic portions of the tube 
about 1 in. (2.5 cm.) from the cornu of the uterus. At this 
point the tube was constricted by a narrow omental adhesion. 
The right ovary was about the normal size, but was studded 
with small cysts. A left salpingo-oophorectomy and a right 


salpingectomy were performed, the severed end of the right” 


tube -being left open. The appendix was removed and the 
abdomen closed. 

Convalescence, after operation was uneventful and the patient 
returned home on June 17. Her customary menstrual cycle has 
continued since the operation. 

The specimens have been mounted for preservation in the 
hospital museum, and consequently. no histological examination 
of the tubes has been made. 


i COMMENT 


The left hydrosalpinx was in a state of simple torsion 
without gross interference with the blood supply, while 
the right tube had undergone torsion with strangulation, 
converting the hydrosalpinx into a haematosalpinx. The 
patients symptoms were produced by the lesion of the 
right tube; the twist of the left tube was a coincidental 
finding. The omental adhesion around the point of torsion 
of the right tube may have been an important factor in 
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producing the twist by constricting the area of attachment 
of the hydrosalpinx.. The dermoid cyst of the left ovary 
had not taken’ part in the torsion of the left tube and did 
not seem to have had anything to do with its production. 


A study of the recorded cases of torsion of the Fallopian 
tube reveals that in the majority of cases the tube is the 
seat of disease, although a normal tube may undergo this 
complication. The commonest lesion is a hydrosalpinx, 
and this fact is well shown in’the figures quoted above 
from Anspach’s paper. A hydrosalpinx satisfies the con: 
ditions required for torsion of an organ—namely, a freely 
mobile tumour attached to a more or less fixed base by a 
pedicle. A pyosalpinx, on the other hand, is much less 
likely to undergo torsion because of surrounding adhesions 
which limit its mobility. 

The clinical picture of torsion of the tube resembles that 
of torsion of an ovarian cyst, for which it has often been 
mistaken, but differs in that the symptoms are much less 
severe, and also in that shock is not a feature of the 
condition. 


I wish to thank Mr. John Scholefield, under whose care the patient 
was admitted, for guidance and for permission to publish this case. 


RIcHARD E. Saaw, Ch.M., F.R.CS., 
Chief Assistant in Surgery, West Middlesex Hospital. 
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Leiomyosarcoma of the Stomach 


Leiomyosarcoma is one of the rarest tumours of the 
stomach, comprising only 10% of all gastric sarcomas. 
Ewing (1940) estimated that 1% of malignant tumours of 
the stomach were sarcomatous. At the Mayo Clinic in one 
year, however, of 298 malignant lesions of the stomach 
3.3% were sarcomas (Counseller et al., 1946). Edwards and 
Wright (1933) thought the condition more common than 
the number of reported cases indicated. 


CASE REPORT 


The patient was a Bantu woman aged 21. She had four years’ 
history of attacks of severe epigastric pain, which was unrelated 
to meals but worse before her periods. For the last six months 
she had continuous pain and frequent vomiting, the vomitus 
being pale and never coffee-ground in appearance. Her appetite 
was good, but she had lost a great deal of weight and was 
becoming progressively weaker. Her diet was predominantly 
carbohydrate, and her home conditions were poor. 


On examination she was cachectic and too weak to stand. The 
temperature was 100° F.°(37.8° C.) and pulse 120. In the. 
abdomen a hard, tender mass was felt occupying the costal 
angle ; there was a second mass under the left costal margin 
which appeared to be connected with the liver. Both masses 
were felt only on deep inspiration. There were no other 
physical signs. 

The patient stopped vomiting on the day of admission. She 
exhibited a remittent temperature which frequently reached 
102° F. (38.9° C.). A chest radiograph showed clear lung fields 
but a raised left diaphragm. She was too ill for screening. 

The blood count demonstrated a hyperchromic anaemia, with 
metachromasia and anisocytosis. The r.b.c. was four million, 
the Hb 77%, and the colour index 1.1. The w.b.c: was 13,000, 
of which 79% were polymorphs. Examination of the sternal 
marrow showed a macronormoblastic reaction. A fractional 
test meal revealed complete absence of free HCl, a low total 
acidity in the ‘resting juice, and no rise in response to a gruel 
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meal. Blood was present in one specimen. The sugar tolerance 
curve for hepatic function showed a fasting Jevél of-.80 mg.% 
and a rise of blood sugar after-50 g. of dextrose to 200 mg.%, 
followed by a lagging fall. There was no glycosuria. The 
E.S.R. was 31 mm./hour (Cutler technique). cok 


Ten days after admission the patient passed a stool consisting 


of a large amount of red clotted blood. Proctoscopic examina- 


tion revealed no abnormality. After this haemorrhage the blood 
count was: r.b.c. 2,400,000, w.b.c. 7,000, Hb 20%, colour index 
1.1. The patient was free of abdominal pain, vomiting, and 
diarrhoea, and felt better, but showed some oedema of the feet. 
She was given 5 ml. of liver.extract intramuscularly daily, and 
received two blood transfusions of 250 ml. each on successive 
days. There was no reticulocyte response to the liver therapy 
after nine days. She became somnolent and died five weeks 
- after admission. , i 


In view of the long history, the macronormoblastic bone 
. marrow, the lower bowel haemorrhage, the oedema, and the 
macrocytic anaemia which failed to respond to liver, she 
was considered a case of post-necrotic fibrosis of the liver; 


At necropsy a large pedunculated neoplasm, fungating 
and foul-smelling, was found arising from the lesser curva- 


ture and posterior wall of the stomach and infiltrating the’ 


left lobe of the liver, which was in contact with it. There 
were no other deposits in any part.of the body. ‘The liver 
itself was large and fatty. Microscopic examination of the 
mass revealed it to be a leiomyosarcoma. s A 


I am indebted to Dr. Dormer, medical: superintendent of King 
George V and Springfield Hospitals, for permission to publish this 
case. ` l l 

ELIZABETH GREATHEAD, M.B., Ch.B., 
Medical Officer, Springfield Hospital, Durban. 
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Hydatid Cyst and Cirrhosis 
The following‘is a case of hydatid cyst associated with 
gross cirrhosis of the. liver, an association. which has rarely 
been reported. ees 
i CASE REPORT 


A woman aged 68 was admitted to Edgware General Hospital 
on Sept. 27, 1947. - She had been well and on holiday until that 
morning, when she- vomited a small quantity -of blood; during 
the ddy she vomited blood several times, in all about half a pint 
(284 ml.). She was-seen by her doctor about 7.45 p.m. and 
had difficulty in giving her history, as she seemed dazed. She 
received an injection of morphine and was transferred to 
hospital. On arrival at 9 p.m. she was semi-conscious and 
unable to give any history. Her relatives could add little to 


the above account except to say that she had had two abdominal . 


operations in early life,‘the first of these at 13.years,-and a 
third in .1931. The only notes available concerning the last 
stated: “Laparotomy—hydatid cyst.” In 1944 she-had a 
haematemesis from which she entirely recovered. She had lived 
all her life in Lancashire except for pilgrimages to Lourdes, 
and she was not an alcoholic. 

Examination showed~a semi-conscious woman, moderately 
pale and sweating slightly, who’ was vomiting blood clot. A 
few purpuric spots were present on the limbs, and on the 
abdominal wall there were enlarged: veins and two upper 
abdominal laparotomy scars. The liver edge was 2 in. (5 cm.) 
below the costal margin; it was smooth and hard, with one 
large rounded eminence. 
(2.5 cm.) below the costal margin. 
corneal opacities, depressed tendon reflexes, and a right extensor 
‘plantar response. The pulse rate was 110 and blood pressure 
100/60. She was afebrile and free from jaundice. There were 
no other significant findings. 
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- mal. 


size, and firm. Apart 


‘uncertain. 


A firm spleen was palpable 1 in.. 
She also showed -bilateral . 
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On’admission her urine contained protein but was otherwise 
normal. -Blood count showed: haemoglobin, 68% ; red blood 
cells, 3,360,000 per c.mm. ; white blood cells, 14,400 per c.mm. 


_. Plasma proteins: Total, 5.75 2.%; albumin 3.4 g.%, globulin 


2.35 g.%. The cerebrospinal fluid was normal in all respects. 
She was transfused with one litre of blood and 800 ml. of 5 % 
glucose, but failed to improve, and died .36- hours after 
admission. 


Post-mortem Examination (Dr. H. C. Moore).—The body was 
generally obese. There were large oesophageal varices, and 
the stomach and intestines contained fresh blood. There was 
no ascites. The liver weighed 1.95 kg. (normal, 1.2-1.4 kg.) 
and the right lobe:was replaced by a cavity, 18 cm. in diameter, 
which contained turbid fluid. The walls were composed of a 
4-mm. layer of fibrous tissue and compressed liver tissue with 
a shaggy fibrinous inner surface (see photograph). There was 
no calcification. The j 
remainder of the liver 
showed a multilobular 
cirrhosis with nodules 
of hyperplastic liver 
tissue ; there were no 
remnants of ‘other 
cysts elsewhere in the 
liver.- Gall-bladder 
and ducts were nor- 
The spleen was. 
four times its normal 





from oedema of the 
lungs there were no 
other macroscopic 
abnormalities. Micro- , 
scopically the liver showed a multilobular cirrhosis. The wall 
of the cyst consisted of vascular collagenous tissue in which 
normal bile ducts could still be seen, but no liver parenchyma 
was present. 


The posterior wall of the cyst has been 
opened; the liver is cirrhotic. 


f COMMENT 


The cause of death appeared to be liver. failure due to 
multilobular cirrhosis, precipitated by a haematemesis from 
oésophageal varices. Morphine may have slightly hastened 
death. The large thick-walled cyst which was found at 
necropsy had existed for many years, and was almost cer- 
tainly hydatid in origin. Instead of becoming shrunken and 
calcified after the death of the parasite, as is usual, it had 
remained distended. Its relationship to the cirrhosis is 


All authors are agreed on the frequency with which 
compensatory hyperplasia of the liver cells occurs when 
part of the liver is destroyed by hydatid disease, but most 
consider that cirrhosis and hydatid disease occur together 
merely by coinciderice. Dew (1928), for example, states 
that in view of the great difficulty of excluding other causes 
it‘ seems that the existence of a true hydatid cirrhosis 
remains: to be proved. A biliary cirrhosis due to obstruc- 


-tion of the bile ducts by hydatid material has been 
‘described. 


It is hard to believe, however, that in the above 
case multilobular cirrhosis and a thick-walled cyst were 
present together only by chance. Stevens (1901) described 
a similar case—that of a man aged 63—in which two cysts 
were: present. Both in his and in my case the cysts had 
probably existed since childhood, and their great age and 
survival after the death of the parasite may have had some 
bearing on the development of cirrhosis. 


I am indebted to Dr. G. H. Jennings for his-advice and to 
Miss M. H. Shaw for the photograph. f 
i C. P. Sver, B.M., M.R.CP., 
Lately Senior House-Physician, 
‘Edgware General Hospital, Edgware. 
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MANUAL OF PUBLIC HEALTH 
Hygiene. By J. R. Currie, M.D., LID.Glas., D.P.H.Birm., 


F.R.C.P.Ed., and A, G. Mearns, M.D., B.Sc.(Public Health), 
D.P.H.Glas., F.R.S.Ed. Third edition. (Pp. 724; 212 illustra- 
tions and 4 plates in colour. £1 15s.) Edinburgh: E. and S. 
Livingstone. 1948. - 
This is the second edition since the war of the textbook known 
affectionately in Scotland as “Currie and Mearns.” - Rapid 
changes have occurred since the publication of the 1945 edition, 
and in bringing the book up to date the authors have consider- 
‘ably enlarged it and greatly increased its value to both under- 
graduate and postgraduate students. Currie and Mearns 
has joined the ranks of standard textbooks on both sides of 
the border, and is by no means confined in its application to 
Scotland. The book covers the vast domain of public 
health and hygiene in 26 chapters. The broad picture presented 
portrays in considerable detail modern public health as a study 
of the environment and of the community which inhabits that 
énvironment. The personal health services are well represented, 
and the last chapter, entitled “ The Social Vista,” is an interest- 
ing outline of the history of social medicine, including its post- 
war developments. Great care has been taken with the 
chapters on food, community diseases, and infestation ; per- 
sonal hygiene and health education are dealt .with by ‘an 
author who has made a special study of these subjects. 


It is curious how, even in the most carefully revised text- 
book, old phrases linger on as though in response to tradition. 
In chapter 4, for example. it is stated (p. 49) that “ main 
latrines should be placed outside the school building.” This 
‘is at least a generation out of date. Again, some of the 
statements about housing and, more particularly, ventilation 
require reconsideration in the light of recent investigations, In 
chapter 10 (p. 295) there is over-emphasis on cubic space and 
consequent under-stressing of the importance of floor area 
in small houses” Further, it is stated that 8 ft. is too low 
for a habitable room and that in ordinary houses the 
height of ceilings may range up to 11 ft. These-statements 
will not stand up to obstinate questioning on grounds of: either 
- health or expense. : 
` Nevertheless, the teaching is generally up to date and the 
subjects are presented in an attractive manner. The paper 
is excellent for a post-war production, and the book is exten- 
sively illustrated -with more than ~200 well-chosen diagrams, 
tables, and photographs. It is good to see the return of colour 
illustrations, which are very effective. 
` The student of hygiene, and especially candidates for the 
Certificate and Diploma in Public Health, will find in Currie 
and Mearns an excellent textbook which gives them all that 
is required for a well-balanced groundwork. For under- 
eraduates it is easy to read and not difficult for reference. 
Medical officers of health, sanitary inspectors, and other officers 
engaged in the practice of preventive medicine are recom- 
mended to take it as a refresher course covering the whole 


field of their work. A ; 
J. M. MACKINTOSH. 


PUBLIC HEALTH IN THE U.S.A. 


Essentials of Public Health. By William P. Shepard, B.S., M.D., 
With the collaboration of C. E. Smith, M.D., R. R. 

Beard, M.D., L. B. Reynolds, A.B., Sc.D. With foreword 
by R. L. Wilbur, M.D., LL.D., Sc.D. (Pp. 600; illustrated. 
eae Philadelphia and London: J. B. Lippincott Company. 


As the dust-cover states, this book points out the place of the 
physician in to-day’s public health activity and shows clearly 
where his support is essential. It is written for the practising 
doctor in the United States; I think it will appeal to a 
larger public, and that the- public health officer in this country 
will find it stimulating. In the United States much still depends 
upon voluntary agencies and the enlightenment of public 


opinion (broadly speaking, public health education), and this 
aspect is prominent in the work. Health education is one of 
the new functions of the medical officer of health and that is 
why the volume may: well find a place on his bookshelf. The 
legal and administrative aspects of public health in this country 
and in America present considerable differences, and* the book 
will be found stimulating to thought for precisely this reason. 


The section on tuberculosis is of particular interest. <A 
letter from a High Court judge to the superintendent of a ~ 
sanatorium, explaining why he had not caused a tuberculous 
child to be compulsorily committed to the institution, is an 
unusual item and one indicating that this is not just another 
textbook of public health. 

There is a statement in relation to activated sludge which 
requires some elucidation. Among the advantages of this 
method of sewage treatment is' mentioned low operating cost, 
but the next line gives among its disadvantages that of high 
operating cost; one may well ask how this can be. There 
are some excellent illustrations of American sewage disposal 
plant in this section. 

- Anyone who has produced a book dealing with an advancing 
subject will know how soon it is out of date, but it was very 
unkind of fate that in the excellent brief classification of the 
value of minerals in water there should occur, relative to 
nutritive trace elements, the statement, “ All except cobalt are 
necessary to human nutrition.” And now cobalt has been 


. found to be a constituent of vitamin B,,, the anti-pernicious- 


anaemia factor. ~ 
~ C. O. STALLYBRASS. 


FACTORY AND MINE HYGIENE 


History of Factory and Mine Hygiene. By Ludwig Teleky, M.D. > 
(Pp. 342. 25s.) Columbia: University Press. London: 
Geoffrey Cumberlege. . 1948. 


Written by an acknowledged authority, and with an introduc- 
tion by Dr. Alice Hamilton, this book raises more hopes than 
it fulfils. Too much has been attempted, and the main argu- 


. ment is obscured by detail. 


The author’s thesis is an important one, and has been fully 
established. . It is that “laws and regulations (thoroughly 
worked out) are indispensable to industrial hygiene.” As a 
rider, the need for the active co-operation of all parties is 
insisted upon. Dr. Teleky stresses and proves the necessity for 
a scientifically trained Civil Service inspectorate, free from 
political influences and capable of determining in specific detail 
the regulations required for every hazardous process. 


The book opens with a historic survey of the development 
of industrial hygiene, particularly in Britain, Germany, and the 
U.S.A.. British practice started “from an outraged national 
conscience,” and German practice from a special concept of 
the rights and duties of the State. American practice, with 
its virtues and anomalies, arose from the interaction of three 
forces—the demands of the workers, employers’ interests, and 
the uncertain influences.exerted by both central and local State 
authorities. l l 

Written primarily with an eye to the contemporary American 
situation, the author covers an immense field in less than three 
hundred. pages. The history (in three countries) of industrial 
legislation, co-operating agencies, medical, scientific, and 
research services, of injury and hazard prevention, of education, 
and of some special problems such as dust, compressed air, and 
skin diseases, is surveyed. 

. Special attention is devoted to the problems of mines and 
miners.’ Dr. Teleky is most successful in this part of his 
book. The section is followed by a chapter on the effects 
of industrial hygiene, and a summary concludes the text. There 
is a full bibliography and an adequate index. 

Those who are concerned with the legislative aspects of 
industrial hygiene and are not already familiar with the history 
of the subject, or those who are interested in the history of 
industrial medicine, will value this comprehensive survey. As 
a book of reference it will prove valuable to medical libraries. 
H. E. COLLIER. 


AUG. 20, 1949 





ALLERGY 


Practice of Allergy. By Warren T. Vaughan, M D. Second 
edition. Revised by J. Harvey Black, M.D. (Pp: 1,132; 333 
illustrations. $15.00 or £3 15s.) St. Louis: The C. V. Mosby 
Company. London: Henry Kimpton. 1948. 


The investigation of: allergy has suffered in the past from the 
, uncritical claims of its enthusiastic adherents. This excessive 
enthusiasm, together with the difficulty of cure, has caused its 
study to be regarded too lightly by the medical: profession 
in this country. The plain truth is that the allergic diseases 
are psychosomatic conditions in which the pattern of the: mental 
and allergic processes are so interrelated that truly objective 
investigation’ is extremely difficult. This, however, does not 
detract from the interest or importance of the subject, which 
is so ably discussed in the new edition of this work. 


Readers of this book cannot fail to be impressed by the 
, vast amount of experimental work and the accumulation of 
clinical observation which it presents. It contains full informa- 
tion on every aspect of allergic diseases. The first 130 pages 
are devoted to theoretical considerations of the possible 
mechanism of allergy; the remainder deal with its more 
practical aspects. Over two hundred pages are devoted to food 
allergy: This subject has always received more attention in 
the United States than in this country, and it is not easy to 
decide whether it ïs overdiagnosed there or overlooked here, 
or if there is a real difference in incidence in the two countriés. 
There can be little doubt, however, that if the patient and 
detailed investigations recommended by the authors were carried 
out'in suspected cases here many more of that vague group 
of dyspepsias labelled “functional” would be found to be 
due to food sensitivity. On the other hand, it is difficult for 
us to believe that approximately 50% of Americans have some 
form of allergy to food. 

There is a well-documented chapter on so-called physical 
allergy. This condition also’ receives scant attention in this 


country, although there is evidence that physical factors are. 


' responsible for the precipitation of attacks of asthma, 
urticaria, and similar illnesses far more commonly than is 
generally recognized. Little reliable work has been done to 
explain the way in which these factors produce their effects, 
and it may be that use ‘of the ‘term “allergy,” by appearing to 
offer an explanation, has served only to obscure it. s 
The sections relating to drug allergy and contact allergy 
are of exceptional interest. Detailed information is also 


supplied for preparing extracts of all the important allergens _ 


(atopens). ~ 

An extensive bibliography is provided at the end of the 
volume. It is unfortunate that not all the papers referred 
to in the text are included. 

This is an excellent book in which one of the leading Ameri- 


can exponents of allergy has set down the results of his extensive, 


experience. It contains a critical and up-to-date review of the 
literature, and this makes it a valuable reference book. It 
can be whole-heartedly recommended to all interested in the 
subject. ee 
R. S. BRUCE PEARSON. 


$ 


BLOOD SUBSTITUTES 


mee Derivatives and Substitutes. By Charles Stanley White, 
, Sc.D., and Jacob Joseph Weinstein, B.S., M.D. (Pp. 4 
asia. "£2 1s.) London: Bailliére, Tindall and Cox. 


This book gives a description of current American. practice 
in the preparation and administration of plasma. and plasma 
substitutes. Most aspects of the subject, both practical and 
theoretical, receive comprehensive treatment, and it can be 
said that this“ is a valuable work of reference to what has 
been and is being done in this field in the United States, written 
by workers with much experience of what they describe. British 
methods differ considerably -from American ones, and the book 
cannot therefore be used as a routine guide in this country. 
The historical section is, on the other hand, refreshingly broad- 
minded in giving credit to the pioneers of transfusion in all 
countries. ` 


REVIEWS. | 
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There is a good account of the physiology and biochemistry 
of plasma, but it may be questioned whether it is needed in a 
book of.this type. The techniques of preparation, storage, and 
administration of liquid and dried plasma are treated extensively 
and well, but with a totally unnecessary wealth of photographic 
illustrations, many of them simply representing labelled bottles, 
cr even the cutting of a rubber tube with a pair of scissors. 
There follow chapters on plasma fractions, on by-products of 
plasma preparation, and a somewhat inadequate section on 


: plasma substitutes in which little is said of the extensive work 


done in the past on gum saline ; nor is there any reference to the 
important recent Swedish research on dextran. Further sections 
discuss human serum, blood preservation and transport, and 
the clinical results of plasma administration. 


In a final chapter on reactions the account of homologous 
serum jaundice is totally inadequate. Less thana page is devoted 
to what is in practice, both in the United States and England, 
the most dangerous of all sequels to plasma administration ; 
nor is any useful guidance given for the prevention of this 
complication. The mere avoidance of donors with a history 
of jaundice gives little protection. The recommendation 
regarding donors who may have run the risk of yellow fever 
infection is not relevant unless they have received vaccine 
prepared with human plasma. 

The book will thus be of greater interest to. those concerned 
with the administration of blood collection, processing, and 
transfusion than to clinicians. 

A. E. MOURANT. 


HAEMOSTATIC AGENTS 


Hemostatic Agents. By Walter H. See ers, M.S., Ph.D., and 
Elwood A. Sharp, M.D., Sc.D. (Pp. 13 - 27 figures. $4.75 or 
£1 5s.) Springheld, Illinois: Charles C. Thomas. Oxford : 
Blackwell Scientific Publications. 1948. 
This small book provides a useful review of the haemostatic 
agents which have been developed as a result of the study of 
blood coagulation and fractionation of the plasma proteins. 
Professor Seegers is well known for his work on the physiology 
of coagulation, and Dr. Sharp has been largely responsible for 
the development of haemostatic materials by Parke, Davis, and 
Company. 

The first section describes the process of clotting on con- 
ventional. physiological lines, although greater stress than usual 
is laid on fibrinolysin. The chapters discussing the practical 
uses of the haemostatic agents will be of greater interest to 
clinicians. The value of thrombin solution in the control of 
haemorrhage in prostatectomy and other surgical operations is 
reviewed, although no mention is made of its use in the arrest 
of haemophilic bleeding. Fibrinogen solutions have been 
employed for the fixation of skin grafts and for nerve suture. 
They have provided an ingenious method of pyelolithotomy, 
whereby the ureter is occluded and the renal pelvis filled, 
through a small incision, with fibrinogen and thrombin solu- 
tions. The resulting coagulum is withdrawn through the usual 
incision, and enmeshed in it are all the stones lying free 
in the renal pelvis. The final chapters deal with the absorbable 
materials which may be used as haemostatic agents, alone or 
in combination with thrombin. Oxidized cellulose and fibrin 
foam are familiar to most surgeons in this country, but gelatin 
sponge, which has uses similar fo those of fibrin foam, is less 
well known. 

This book is an opportune résumé of the newer methods of 
obtaining haemostasis. It is, moreover, a tribute to the fertile 
co-operation of physiologist, clinician, and manufacturing 
chemist. 

i - R. BODLEY Scorr. 


ADVANCES IN PSYCHIATRY 


Modern Trends in Psychological Medicine, 1948. Edited by 
Noel G. Harris, M.D., F.R.C.P., D.P.M. (Pp. 450; 25 figures. 
ca , plus ts. 6d. postage.) Tondon: Butterworth and: Co. 


The editor undoubtedly had a difficult task in choosing the 
subjects to be covered in an account of modern trends in 
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psychiatry, for these are diverse and chaotic. Nevertheless, 
much of the interest this work will arouse will come from the 
fact that psychiatry has so many growing points, for the first 
time included in a comprehensive book. 

Psychiatry is changing under our eyes, and what seems to be a 
dominant trend to-day may in twenty years be looked on as a 
blind alley, an eccentricity of our age which-led nowhere. Dr. 
Harris says in his introduction that the most important require- 
ment in psychological medicine is a narrowing of the gap between 
this and other branches of medicine. Yet an exactly opposite 
view could equally well be taken. Fissiparous tendencies get 
stronger rather than weaker with the years. The gap between 
psycho-analysis and the older psychiatry has widened since the 
days when Bleuler formulated the concept of schizophrenia, 
and he and his collaborator Jung used psycho-analytic ideas 
in the interpretation of psychotic symptoms. Psycho-analysis 
itself is splitting into warring camps, and the American school, 
which attributes the cause of psychiatric syndromes almost 
entirely to “sociogenetic” factors, has moved far from the 
position taken by Freud and still maintained by. his more 
- orthodox followers. The psychodynamic school branches and 
proliferates, and has now invaded industria] medicine, sociology, 
anthropology, and at last politics, economics, and statecraft. 
Refiections of these developments are found, as is proper, in 
this book. | 
_ In all, six chapters are given to psychosomatic medicine, the 

physiology. of emotion, constitution, causation, electro- 
- physiology, and physical treatment. The remaining thirteen 
chapters are allotted to social and psychodynamic aspects. 
As in all such collections of contributions from many authors, 
some chapters are excellent and others less meritorious, some 
are informative and factual and others speculative and dog- 
matic. The opinions voiced in some sections are in direct 
contradiction to those expressed in others. The reader may 
make his own choice. No doubt the views he adopts will be 
determined less by rational than by emotional considerations, 
but, whatever they are, if he looks diligently he wiil find 
authoritative support. ` 

ELIOT SLATER. 


COMMON SENSE ON CHILDREN 


“The Child: An Adult's Problem. By Anthony M. Ludovici. 
(Pp.-288. 10s. 6d.) London: Carroll and Nicholson. 


Mr. Ludovici is a cynical and dogmatic writer who will no 


doubt shock many people; nevertheless there is a great deal . 


of sound common sense in what he says. He deprecates the 
conventional child-worship based on Wordsworth’s conception 
‘of the innocent child trailing clouds of glory. This is part of 
what he regards as a retreat from adulthood, seen especially in 
women who desire power over children, pet animals, and the 
poor. Adults pretend they remember the innocence of their 
own childhood ; but the child is prevented only by his muscular 
weakness and incoordination from behaving in the most asocial 
or antisocial way. This tendency can be counteracted only 
by the imposition of proper discipline, which is not synonymous 
with punishment. Corporal punishment should never be needed 
if mutual love and respect between parent and child have 
been established from the earliest years. A spoilt child 
generally reflects narcissism in the mother, which is likely to 
be greater the older she is. In this sex-phobic society the 
child is venerated because he is supposed to be sexless; but 
to parents, and especially to fathers, he is a manifestation of 
their sexual potency. He is a means of achieving ascendancy, 
yet each parent tries to win his love. There is therefore con- 
siderable confusion in relation to the child, ‘which may be 
reflected in the present confusion of the world. The elders 
are gradually losing the respect of the child and dominance 
over him, and this is responsible for much delinquency. The 
proper way to train the child is discussed, and there is a sensible 
final chapter on sex education. This is a provocative and well- 
‘written book which should prove of interest to a large circle 
of readers, and certainly to the medical profession. 


R. G. GORDON. 
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HYPNOSIS IN TREATMENT 

The position of hypnotism in medical practice is 
ambiguous: only a small minority of doctors take an 
interest in it, or make any practical use of it, and the 
majority of their colleagues afe sceptical of the value 
of the results obtained. -Owing to public displays of 
hypnotism on the music-hall stage, the atmosphere- that 
gathers about the hypnotist, even the medical hypnotist, 
does ‘not. provide the sort of climate in which most 
medical practitioners feel at home. The practice of 
hypnotism is ancient. Priests of all religions have at 
times employed it to produce apparently occult effects. 
. It was introduced to medicine by Franz Anton Mesmer, 
a physician who practised in .Vienna 150 years 
ago, and Mesmer himself is said to have learnt 
the technique from a Catholic priest who used it to 
exorcise devils. Mesmer applied the method to the 
cure of patients and, discarding any notion of divine 
intervention, tried to explain his results by the theory 
of a “magnetic fluid ” which was supposed to flow from 
_ the hypnotist into his subject. 
abnormality in the flow of the magnetic fluid, and could 
be cured by correcting ‘its flow: Finding medical 
scepticism and resistance in Vienna, Mesmer moved to 
Paris, only to meet the same fate there. His spectacular 
successes and a technique which was not lacking in some 
charlatanry caused ill feeling in his colleagues, and a 
commission adjudged him a fraud, 

Mesmer died in obscurity, but his practices found 
other adherents, and since then a series of honest 
and respectable medical men and psychologists have 
developed the technique of hypnotism, simplified theo- 
retical explanations, and added to our knowledge of its 
physiological nature. Better known among these names 
are those of Forel and Moll on the Continent, of Braid 
and Bramwell, and, in recent years, of Brown and 
McDougall in this country. Surgical operations under 
hypnotic anaesthesia are first known to have been per- 
formed in France in 1821. Isolated instances of the use 
of hypnotism for this purpose have been reported in the 
medical and general press ever since. A field in which 
it is said to be particularly valuable, and which has 
attracted some recent notice, is the reduction or aboli- 
tion of the pain of childbirth. One of the greatest diffi- 


1 Hypnotism, 1943, New York. 


Disease was due to an - 


‘bility of post-hypnotic suggestion. 


culties in’ the practice of hypnotism is the unreliability 
and unpredictability of its effects: it is likely that the 


mother in the early stages of labour is in a more than 


usually suggestible state, and so is an exceptionally good 
subject for hypnotism. 

The principal use of hypnotism has been for the relief 
and cure of neurotic, especially hysterical, symptoms. 
Hypnotic and hysterical states are closely allied, and 
both depend largely on stiggestion and on a mechanism, 
which is not fully understood, of functional dissociation 
in the central nervous system. Effects can be produced 
both by hypnotism and in the course of hysterical ill- 
nesses which are beyond the capacity of the organism in 
ordinary circumstances. Estabrooks,! for instance, has 
reported that with the same electrical apparatus and 
methods of securing contact normal subjects found 15 
volts painful and 20 volts unbearable, while 120 
volts were taken without flinching under hypnotic 
anaesthesia. The cataleptic and paretic phenomena 
which can be induced by hypnotism also seem 
to be beyond serious question. Rather more doubtful 
are the claims which have been made that under 
hypnotism a direct suggestion can alter the rate of 
the heart or cause local dilatation or constriction of 
blood vessels, or that the central nervous system can be 
made more efficient by the production of a so-called 
hyperaesthesia or hypermnesia. Even with its admitted 


. possibilities it is clear that hypnotism could be of service 


in the treatment of hysterical anaesthesias, pareses, 
spastic conditions, and amnesias, and that it might prove 
of value in the treatment of such single symptoms as 
headache, insomnia, tics, stammer, or enuresis. 

The value of hypnotherapy is increased by the possi- 
After waking from 
the hypnotic trance the subject has no recollection of the 


-Suggestion which the hypnotist has given him until it 


arises in his mind, apparently de novo, at the stated time 
or occasion. This is very frequently used in stage dis- 
plays, and then often has a most unconvincing quality. 
At the appropriate signal the subject does indeed carry 
out the hypnotist’s command, but, it appears to the 
observer, only by his own consent. The stage subject 
has himself a desire to make a good “show” and is 
no doubt prepared to co-operate in performing at the 
right time any action which is not too ridiculous or 
humiliating. The value of post-hypnotic suggestion for 
therapy lies almost entirely in its enabling the patient 
to do something which he badly wants to do but which 
he is ordinarily prevented from doing, and not in com- 
pelling him to do. something which he does not wish 
to do. 

There is very great variability from subject to subject 
in the ease with which a hypnotic state is induced, and 
also in the same subject from time to time. There are 


428 AUG. 20, .1949 


also interesting differences from subject to subject in the 
neurological and psychological pattern which is induced. 


Some subjects fall at once, without any suggestion given 


Q 


to this effect, into a cataleptic and anaesthetic state, and 
others show few, if any, signs of this. Some patients, 
while hypnotized, seem to have a general clouding of 
consciousness, whereas in others there is a much greater 
degree of dissociation between one function “which is 
depressed and others which are maintained in normal 
alertness and' responsiveness. It is, however, probably 
true that all normal individuals, if fully co-operative, 
are capable of being put into a hypnotic state, and that 
with practice the state can be induced more and more 
easily and made progressively deeper. 

To a certain extent, therefore, the main difficulty in 
the way’of a more extensive use of hypnotism both for 
surgical anaesthesia and for psychotherapy might be 
overcome by greater medical interest in the subject. 
There is no evidence that in capable and conscientious 
hands hypnotism, repeated as many times as is desired, 
carries with it any physical or psychological danger to 
the patient. 
than a small proportion of doctors will be tempted to 
make any extended use of hypnotism in their practice. 
The technique of inducing the hypnotic state consists in 
telling the subject with the greatest conviction and 
impressiveness something that is not strictly true—for 
instance, that his limbs are feeling heavy, his lids droop, 
and he is becoming sleepy. Such things are said, and 
have to be said, in the hope that their saying will make 
them come true. Certain temperaments will find actions 


of this kind either antipathetic or ridiculous, and the . 


technique cannot then be carried through with the inner 
certainty and self-assurance which are imperative for 
success. l 


Despite this and other limitations, however, hypnotism 


might well be more widely employed than it is at present, 
both as a harmless local anaesthetic in suitable sub- 
jects and in suitable circumstances and for the relief 
of psychoneurotic symptoms. Effective short cuts in 


' psychotherapy are very urgently required. No one 


would now claim that psycho-analysis is the treatment 
of choice for more than a small minority of neurotic 
patients :`the time it requires is a very practical difficulty. 
Nevertheless there is a large amount of neurotic illness 
which is not as yet effectively treated but is of its nature 
capable of treatment. For some of these sufferers 
hypnotism might offer substantial relief. Above all it 
seems desirable that hypnotism should be investigated 
more thoroughly along neurophysiological lines. The 


systematically applied interest of trained and critical . 


minds might do much to clear up present obscurities, 
remove unfavourable impressions, and increase under- 


‘standing of higher cortical activity-in the brain. 
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TREATMENT OF PULMONARY STENOSIS 


The surgical treatment of congenital heart disease has 
proved to be one of the most spectacular of recent thera- 
peutic advances. It is only 10 years since Gross’ first suc- 
cessfully ligated a patent ductus arteriosus, and the passing 
of this landmark led to attacks on the problems of coarc- 
tation of the aorta and pulmonary stenosis. In the latter 
condition the object of surgery must be to increase 
the oxygen saturation of the blood, which fails as a 
result of the stenosis to be fully exposed to the oxygen . 
in the lungs. The “ blue ” blood from the right ventricle 
passes in part through the defect in the interventricular 
septum into the overriding aorta, thence into the systemic 
circulation. Experimental work in which the subclavian 
artery was used to make an artificial channel in coarcta- 
tion of the aorta pointed the way to the successful treat- 
ment of the “ blue baby.” If some of the systemic blood 
could be deflected by an artificial “ductus arteriosus ” 
into the pulmonary artery then oxygenation would be 
improved and some amelioration of the general condi- 
tion might be expected. Eventually Blalock and Taussig’ . 
devised a brilliantly successful operation: this was 
the anastomosis of a systemic vessel, usually the sub- 
clavian, with the’ corresponding pulmonary artery. It 
has fully justified its conception, for it has provided 
relief for many patients suffering from a most distressing 
and hitherto incurable disability. 

The technical skill and experience required for this 
form of surgery are apt to overshadow the careful work 
of investigation that must be carried out when assessing 
the suitability of patients for operation. To obtain 'suc- 
cessful results closely integrated team-work is necessary. 
and, in addition to’the surgeon and anaesthetist, physi- 
cians, radiologists, and physiologists all have an impor- 
tant part to play. The recent publications in this country 
by Campbell,” by Baker, Brock, Campbell, and Suzman,* 
and by Rink, Helliwell, and Hutton” describe the prob- 


' lems which must be faced by those who undertake the 


surgical treatment of congenital heart disease, but clearly 
the results amply justify the risks taken. In the opening 
pages of this issue Mr. R. C. Brock makes another 
important contribution to the literature on the subject. 
In discussing the surgery of pulmonary stenosis he gives 
instances of the enormously increased capacity for exer- 
cise in children who have had operative treatment. Out 
of the first 50 patients operated on in Guy’s Hospital 
two-thirds were benefited to an extent that was regarded 
as “almost perfect.” This more than offsets a mortality 
of 14% and a similar proportion of indifferent results. 

1 Gross, R. E., and Hubbard, J. P., J. Amer. med. Ass., 1939, 112, 729. 

2 Tbid., 1945, 128, 189. 

3 Guy's Hosp. Rep., 1948, 97, 1. 

“4 Brit. Heart J., 1949, 11, 170. 

5 Guy’s Hosp. Rep. iy 1948, 9 7, 48. 

8 Surg. Gynec. Obstet., 1348. 87, 385. 


7 British Medical Journal, 1948, 1, 1121. 
8 Lancet, 1948, 1, 988. 
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Blalock® has published a much larger series (610 cases) 
and reports a slightly higher death rate (17%) ; in three- 
quarters of his cases the results were described as 
excellent. If surgery required any further justifica- 
tion it would be given in Campbeli’s observations that 
only ‘one in two “blue babies” will survive to their 
seventh year and that less than one in’ 10 will reach 
the age of 21.° ~ 

There are many technical probléms in this branch of 
surgery. The standard Blalock operation has now been 
frequently described, but individual surgeons have modi- 
fied the procedure in certain respects. Brock now pre- 
fers a left postero-lateral approach, for it has the advan- 
tage of permitting full exposure of the pericardium, and 
it allows a choice of a subclavian—pulmonary or pul- 
monary~aortic (Pott’s operation) anastomosis. Stenosis 


of the pulmonary valves themselves has been recognized, ` 


and deliberate division of the valvular obstruction has 
been successfully carried out by Brock,’ who reported 
three cases in this Journal last year, and by Holmes 
Sellors.*. This has required an intracardiac approach, 
and Brock has now developed the operation further by 
punching out or dilating the narrowed channel in selected 
cases of infundibular stenosis. This method of estab- 

lishing a more normal circulation may prove to: have 
` advantages over the “artificial ductus.” The surgery 
of pulmonary stenosis is now well established, for the 
immediate results are more satisfactory than anyone with 
knowledge of the condition could reasonably have hoped 
for, but time will decide whether the full benefits of 
either type of operation can be maintained indefinitely 
as the growth of the patients progresses. 





DIPHTHERIA IN SCOTLAND 
The advantages of the co-operative form of inquiry are 
many, among them being the fact that investigations by 
several teams of workers permit the most to be made of 
what might individually have formed a relatively useless 
experience. In recent years the Infectious Diseases Sub- 
committee of the Scientific Advisory Committee of the 
Department of- Health for Scotland has produced two 
reports on cerebrospinal fever, and in a third. it has 
accumulated statistics on the behaviour of diphtheria in 
Scotland : during’ 1942.4. Such analyses are to be 
encouraged, for, despite the great changes that have 
occurred in the severity and mortality of infectious 
diseases in the last 20 years, readers still have to depend 


too often upon the descriptions of the disease enshrined . 


in such canons as Ker’s earlier editions. 
A total of 4,272 cases—about 46% of all those 


admitted to hospital with diphtheria in Scotland during - 


1 Diphtheria. Report by the Infectious Diseases Subcommittee of the Scientific 
Advisory Committee, Department of Health for Scotland, 1948. H.M.S.O. 
2 McLeod, J. W. , Orr, J. W., and Woodcock, H. E. de C., J. Path. Bact., 1939, 
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1942—-came under review, and the first point to be noted 
is that despite the high prevalence (70%) of gravis infec- 
tions the mortality was less than 3%; even in the 
youngest age groups (0—4 years) the mortality was only 
6%. The'type of organism was certainly important, for 
in gravis infections the fatality rate was 4%, whereas 


‘the rates for intermedius and mitis infections were 


0.8% and 1.5% respectively. The low incidence of 
toxic complications and the infrequency of extensive 
membrane formation were also indications of the com- 


- parative mildness of the disease. Nerve palsies occurred 


in 4% and circulatory complications in a further 7% of 
the patients. The former figure is indeed surprisingly 
small, though it could be argued that in young patients 
mild degrees of palatal and ocular paralysis might escape 
attention. Nevertheless, the rate in children under 10 
years was. twice that in the older patients. The fatality 
rate in patients who developed circulatory complications 
was 22%, and in patients with nerve palsies only the rate 
was 4%. The acquisition of some basic capacity to with- 
stand diphtheria as age advanced was shown by the 
steady reduction in toxic complications in each succeed- 
ing age group ; in fact, over 70% of the affected patients 
were under the age of 10 years. 

Membrane was confined to the tonsils in nearly 75% 
of the cases, and the fatality rate in this group was 
1%—a result in accordance with experience, for such 
cases are not usually severe. When membrane extended 
to the pharynx the rate increased to 13%. Further 
analysis of the data collected ‘about the site of infection 
brought to light two interesting facts. In the first place 
the gravis types: produced the highest proportion of 
pharyngeal cases—a surprising result, since it conflicts 
with McLeod’s® suggestion that membrane formation is 
greatest in mitis infections. But perhaps of greater 
interest was the differential increase in mortality pro- 
duced by the different types when membrane extended 
beyond the tonsils. In.pharyngeal infections with inter- 
medius and mitis organisms the mortality was 26 times 
greater than in the relatively innocuous tonsillar infec- 
tions. On the other hand, with the gravis organism the 
mortality of pharyngeal infections was nine times that of 
tonsillar infections. Thus the tonsils were much less able 
to resist toxin when the gravis organism was present. 
When infections with the gravis types extended beyond 
the tonsils the fatality rate was 17%. 

In the second part of the report the course of the 
disease in inoculated and uninoculated patients is com- 
pared. In_ 1942 diphtheria immunization had only 
recently become a matter of national importance, and the 
number of patients who had been inoculated was only 
one-quarter of the total, the majority of them being 
children of or below school age. With the disease taking 
a comparatively mild form, it might have been expected 
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that the benefit of immunization would not be very 
obvious ; nevertheless, the inoculated patient fared better 
in every way. Perhaps the most noticeable effect was the 
reduction of the fatality rate in patients with toxic com- 
plications from 27% to 9%.’ The occurrence of such 
complications was of course less frequent in the inocu- 
lated group, and yet the incidence of gravis infections was 
actually higher, especially among the younger children. 

Public health workers will be glad to have further 
evidence of the efficacy of diphtheria-immunization, but 
they may think that the great merit of this report is the 
authentic information given about the character of an 
infectious disease at a particular time. If the Scottish 
-Committee is searching for fresh work it might well 
undertake to supply similar information on the behaviour 
of other infectious diseases. 





. THE MANAGEMENT OF INTRACTABLE PAIN 


While the commoner analgesics generally contro] pain in 
acute illnesses, their use in more chronic conditions often 
presents many obvious disadvantages, chief of which is 
the development of tolerance and addiction. In the treat- 
ment of such disorders as inoperable malignant disease, 
causalgia, painful amputation stumps, and crippling arthritis 
it is natural that attempts should have been made to provide 
relief by surgical interruption of nerve pathways, and oper- 
ations such as neurectomy, sympathectomy, procaine nerve- 
block, and chordotomy have all had some success in the past. 
In a proportion of patients treated surgically, pain is apt to 


return after a variable interval, either because pain impulses . 


utilize alternative pathways or because the operation itself 
established new foci of irritation in the central nervous 
system.! Following Rowbotham’s? treatment of facial pain 
by intramedullary tractotomy, Crawford? has used this 
operation to control persistent pain in other conditions, 
chiefly. inoperable cancer. In a series of 11 cases there 
were three deaths, two of which occurred in the only 
- patients subjected to the bilateral operation. The chief 
limitations of this method are that the operation is a 
severe one, demanding highly skilled’ neurosurgery, and it 
must be bilateral to provide relief in many cases—e.g., 
visceral growths. For the present, therefore, this operation 
will probably be confined to those cases of severe intract- 
able pain in which more conservative methods have proved 
inadequate. 

Approaching the problem in another way, Freeman 
‘and Watts* have found that prefrontal lobotomy helps 
these patients. They emphasize that pain is essentially a 
psychosomatic phenomenon—a sensory perception which, 
signalling a threat to the safety of the organism, produces 
profound and distressing psychic reactions. While the 
actual threshold of perception for pain impulses is fairly 
constant in all normal people,® this psychic reaction varies 
widely with individual make-up. Prefrontal lobotomy 

1 Bingham, J. A. W., British Medical Journal, 1948, 2, 334. 

2 Ibid, 1938, 2, 1073, 

3 Arch. Surg., Chicago, 1947, 55, 523. 

4 Ann. intern. Med., 1948, 28, 747. 

1943, 23, 1 J. D., Waitt H. ’G., and Goodell, H., Proc. Ass. Res. nerv. ment. Dis., 

8 Craig, J. Donaldson. Personal communication. 


7 Strdm-Olsen, R., and Tow, P. M., Lancet, 1949, 1, 87. 
- 8 What is Hypnosis? 1944, New York. 


leaves pain pathways intact, so that pain perception 
remains. The normal physical reactions to pain, such as 
pupillary dilatation, elevation of blood pressure, pallor, and _ 
sweating—responses mediated through the sympathetic 
nervous system—still occur, as may be demonstrated by 


the muscle-ischaemia test performed on patients who have 


been subjected to lobotomy. But the operation largely 
abolishes foresight, ‘concern for the future, preoccupation 
with self, and the dreadful anxieties which so often accom- 
pany severe pain. The patient continues to feel his original 
pain, but that pain is no longer of greater significance than 
the appreciation of any other sensory stimulus. The 
emotional colouring which makes pain so distressing is 
eliminated, and with it the patient’s fear of the future con- 
sequences of his disease. The operation-had the same effect 
on incapacitated depressive psychotic patients who com- 
plained of pain out of all proportion to the somatic dis- 
orders present, examples of what Freeman and Watts call 
“ nsychalgia.” 

Though the technique of the operation is relatively simple, 
frontal lobotomy causes profound temperamental changes, 
some of which are socially undesirable. This treatment, 
therefore, must be recommended with caution, unless the 
patients are definitely psychotic, such as those in Freeman 
and Watts’s second group.” However, the effects of pro- 
longed pain for which no radical relief is possible and the 
anxieties inseparable from incurable disease are in them- 


selves almost certainly more destructive than the effects of 


this admittedly imperfect operation. More widespread trial 
of the method is therefore erat pane in patients 
suffering from inoperable cancer. 

Elsewhere in this issue Dr. E. B. Strauss again stresses 
that all pain is, eventually, a psychic event and an emotional 
experience. Psychogenic pain—that is, pain which con- 
tinues in the absence of organic disease—is often an impor- 
tant factor in the persistence of an unstable psychic equili- 
brium. Its removal by psychotherapy may therefore pre- 
cipitate the development of a previously latent psychosis in 
which the guilt factor is prominent. In the same way pain . 
persisting after its original cause has apparently been cured 
may conceal an already established drug addiction. The 
diagnosis of psychogenic pain should not be loosely 
employed, for it is dangerous unless all possibility of 
organic disease has been carefully eliminated. Prolonged 
pain from any cause can lead to the development of psychic 
changes and increased susceptibility to all painful stimuli: 
resistance is diminished by suffering. In such cases good 
response to suggestion and innocuous injections may appear 
to confirm the diagnosis of psychogenic pain, whereas such 
behaviour really indicates that the pain has a somatic 
origin. Paradoxically, as Strauss mentions, organic rather 
than psychogenic pain is the more amenable to psycho- 
therapy, particularly to hypnosis. Salter? maintains that 
hypnotic and post-hypnotic phenomena are conditioned 
reflexes. If this view is confirmed there is no reason why 
an individual should not be trained to provide the appro- 
priate stimulus himself. Thus by autohypnosis any sensory 
perception, including that of pain, could be abolished at 
will. These are novel concepts, but they are worth con- 
sidering, for the relief of suffering without the disadvan- 
tages of mutilating surgery or disintegration of the 
personality would be a true conquest of pain. 
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FAMILIAL HEPATIC CIRRHOSIS ` 


In 1903! Parkes Weber described two cases of hepatic 
cirrhosis in the same family, and since then many examples 
of familial cirrhosis have been reported.24 In most 
instances the disease affected siblings born of healthy 
parents. Débré> recognized three clinical variants of the 
disease, the first being characterized by ascites, the second 
by biliary cirrhosis and jaundice, and the third by spleno- 
megaly and portal hypertension. The third type, in which. 
the clinical course resembles that of Banti’s syndrome, is 
sometimes referred to as “ familial anicteric anascitic cir- 
rhosis.” Elsewhere in this issue Dr. A. M. Nussey reports 
a family in which three of five children suffered from 
this disease, and he adduces convincing ‘evidence that the 
cirrhosis in these cases was a manifestation of Rh iso- 
immunization. The father of the family was heterozygous 
Rh-positive and the mother Rh-negative. The eldest child, 
who was Rh-negative, and the second child, who was Rh- 
positive, were healthy. The remaining three children were 
Rh-positive, and all three had splenomegaly and repeated 
haématemeses. None of the patients had been jaundiced 
in the neonatal period. 

It is conceivable that there was a fortuitous genetic link 
between the inheritance of the Rh factor and the liver 
defect in these children, but the sparing of the first Rh- 
positive child is much more in’ keeping with the natural his- 
tory of haemolytic disease of the newborn. Many of the 
families reported before the discovery of the Rh factor 
showed similar freedom in the firstborn.2> Moreover, it 
is known that Rh immunization gives rise to liver disease. 
Henderson® described diffuse hepatic cirrhosis in macerated 
foetuses and regarded this as being the most severe form 
‘of haemolytic disease, and later workers have confirmed 
that liver damage is by no means uncommon.”"° It has 
also been shown that congenital obliteration of the bile 
ducts?! and hepato-splenomegaly in childhood’? may 
develop after haemolytic disease of the newborn. It 
seems probable, therefore, that familial anicteric cirrhosis 
may well prove to be a manifestation of Rh incompatibility. 
This discovery may help to separate cases of non-familial 


congestive splenomegaly from the mixture of entities . 


labelled Banti’s syndrome. 


ANTHRAX AND AUREOMYCIN 


The potentialities of the newer antibiotics are now - being 
rapidly éxplored. We have recently published a report by 
Drs. J. F. L. Walley and T. V. Cooper!® of a case of 
undulant fever treated by chloramphenicol (“ chloro- 
mycetin ”) and an account of the treatment of urethritis with 
“ aureomycin ” by Drs. R. R. Willcox and G. M. Findlay. 
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5 Ibid., 1939, 32, 1173. 

6 Arch. Dis. ’Childh., 1942, 17, 49. A : 
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In this issue of the Journal Professor J. C. Cruickshank 
describes work which indicates that aureomycin does not 
control experimental melioidosis. In Mexico, Ruiz Sanchez 
and his colleagues!®> have brought forward evidence to 


-show that anthrax can be readily controlled by the oral- 


administration of aureomycin. Tests in vitro on six strains 
of anthrax-bacilli show that aureomycin inhibits the growth 
of the anthrax bacillus in concentrations of 5 yg. per ml. 
Penicillin in vitro is more active, for the inhibitory con- 
centration is 0.02 pg. per ml.; that of streptomycin is 


-0.5 pg. and of chloromycetin 50 yg. In doses of 10 mg. 


per kg. of body weight aureomycin protected guinea-pigs 
from a fatal infection by anthrax. In two human patients 
suffering from malignant pustule good results were 
obtained. The doses used were 100 mg. per kg. 
of body weight by mouth for 34 to 5 days, followed by 
50 mg. per kg. of body. weight for a further two days. 
The administration of aureomycin. was followed by a rapid 
improvement in the clinical condition and a prompt fall 
in temperature. Anthrax bacilli could not be isolated from 
the lesions three and four days after the beginning of 
aureomycin treatment. 


‘LUPUS ERYTHEMATOSUS 


Acute lupus erythematosus was first described by Kaposi? 
in 1872, and for twenty or thirty years thereafter it was 
regarded as a primary dermatological condition, the accom- 
panying general symptoms being put down. to the toxic 
effects of severe skin involvement. Morbid anatomical defi- 
nition of the disease was difficult, since necropsy findings 
were very variable, but Libman and Sacks? made the valu- 
able discovery of an unusual form of endocarditis charac- 
terized by flat pinkish vegetations occurring at the base 
of the valves, usually beneath the posterior cusp of the 
mitral valve. Small necrotic foci are found in the myo- 
cardium, but it is difficult to assess the severity of the 
cardiac condition during life because of the many symptoms. 
In a recent review Humphreys? has suggested that electro- 
cardiographic studies are useful, though the results may 
be confusing if a pericardial effusion is present. In 1935 
Baehr, Klemperer, and Schifrin‘ demonstrated widespread 
lesions of blood vessels and serous surfaces, particularly 
degenerating and necrotic lesions associated with thrombosis 
and haemorrhage. They noted a glomerular change in the 
kidney, with a peculiar hyaline thickening of the basement 


` membrane known as the “ wire loop” lesion. In all areas 


of the body there are changes in the collagenous portions 
of fibrous tissue, but the exact nature of these is undeter- 
mined. Klemperer® belieyes that they are an important 


, feature of the disease. 


Widespread connective tissue changes occur in general- 
ized sclerodermia, rheumatic fever, and periarteritis nodosa, 
as well as in lupus erythematosus. This suggests the pos- 
sibility of a common cause, but the evidence in favour of 
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such a theory is slender. Bacteriological examination of 
many tissues before and after death has not revealed any 
organism as the immediate cause of the disease, and’ the 
suggestion that it was tuberculous in origin—seriously con- 
sidered over many years—was finally disproved by Keil® 
in 1933. Some authors have considered hypersensitivity 
to bacteria or bacterial products as a probable cause. The 
fibrinoid collagen changes so frequently found in lupus 
erythematosus are held to be evidence for. this theory, but 
such changes have long been known to occur in bacterial 
infections, in-inflammations due to chemical and physical 
irritation, in compensated hypertension, and even as a 
result of simple’ trauma such as squeezing the skin.’ 
Fibrinoid collagen alteration cannot therefore be regarded 
solely as an expression of hypersensitivity. i 

Another microscopic change which is a feature of both 
lupus erythematosus and generalized sclerodermia is an 
alteration in the homogeneous ground substance, which ‘is 
composed of a variety of mucoproteins. This change may 
prove to be a guide to the cause of the disease. It is known 
that the colloidal state of the ground substance is affected 
by hyaluronidase and that various female sex hormones 
seem to exert an opposite effect. .Wolbach and Howe? 
have studied the action of ascorbic acid on the ground sub- 
stance and its relation to collagen: fibrin formation. But 
such evidence as there is about the cause of lupus erythema- 
tosus is fragmentary. and obscure; there is ample scope 
for further investigation. 


RESECTION IN PULMONARY TUBERCULOSIS 


During the past few years pulmonary resections have been 
` successfully carried out in an increasing number of cases 
of tuberculosis, and it is now agreed that such operations 
have a restricted but important place in the treatment 
of this disease. The concept of~excision is not new; 
Macewen! removed a tuberculous lung in 1895, the patient 
being alive and well forty years later, but only sporadic 
cases were reported until those of Jones and Dolley? in 
1939. Since then several papers on the subject have been 
published, chiefly in the American literature, a recent 
example being a review of 39 cases by Clagett and Seybold.® 
These authors carried out 14 lobectomies and 15 
pneumonectomies ; four patients have died and five have 
active tuberculosis, but 19 are apparently well?’ In 
most of these cases the follow-up period has been short, 
but it has been as long as four years in some. No other 
effective treatment was available for the majority of the 
patients. More recently Holmes Sellors and Hickey‘ in 
this ‘country have described their results in a series of 78 
patients, of whom 11 died. They performed pneumon- 
ectomy in 33 cases and lobectomy in 45. Follow-up his- 
~ tories are not available, but there is no evidence of further 
tuberculous infection in the surviving patients. 

There are two groups of cases in which resection is 
indicated. The first are those in which collapse therapy 
has failed. Examples in the series of Clagett and Seybold 








1 British Medical Jaman. tane, 2-1; 

2 J. thorac. Surg., 1939 

3 Proc. Mayo Clin., i948" = 81. 

å Thorax, 1949, 4, 82. 

5 Quoted by H. Morriston Davies i in Thorax, 1948, 3, 211. 
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include a patient with a thick-walled cavity in the upper 
lobe persisting in spite of a satisfactory artificial pneumo- 
thorax, and a patient with a dorsal cavity in the lower 
lobe not responding to pneumoperitoneum and phrenic 
crush: for both of these a lobectomy was found adequate. 
In another patient the sputum remained persistently posi- 
tive in spite of an adequate revised thoracoplasty ; there 
was no tracheobronchial ulceration, disease in the opposite 
lung, or recognizable cavitation, and a pneumonectomy was. 
performed.’ 

The second group consists of those cases in which 
experience has shown that collapse therapy is unlikely 
to succeed. The dangers of pneumothorax with its 
attendant atelectasis in cases with bronchial stenosis are 
well known, and this relatively unusual manifestation is 
perhaps the most widely accepted indication for resection ; 
it was present in 13 patients in this series. Cases of 
tuberculoma, of tuberculous bronchiectasis, and of asso- 
ciated carcinoma are included in the series, but in such 
conditions the diagnosis of tuberculosis can usually be 
made only on the results of histological or bacteriological 
examination of the excised specimen, and the operation is 
performed either as'an exploration or without knowledge 
of the accompanying tuberculous infection. In cases with 
giant cavities, large tension cavities, much destruction of 
lung tissue, or repeated severe haemoptyses, excision is a 
desperate resort often giving gratifying results. None of 
the cases in this series were in children, but before growth 
is complete resection may occasionally be the operation 
of choice, since thoracoplasty leads to such severe ° 


‘deformity. The indications accepted by Holmes Sellors 


and Hickey are very similar. 3 

‘Complications are frequent. As after any pulmonary 
resection, a broncho-pleural fistula is serious. Ulceration 
of the bronchial stump commonly occurs, with a positive 
sputum as a result, but it usually responds to treatment 
with local silver nitrate or systemic streptomycin. More 
important, and indeed the greatest drawback to this method 
of treatment, is spread of disease to remaining lung tissue 
or reactivation of quiescent tuberculosis. This may occur 
either early, immediately after operation, or several months 
later. In recent cases streptomycin has been used as a 
prophylactic and has given encouraging results, but it 
seems unlikely tha, it will greatly diminish the incidence 
of late spread, esptcially as resistant strains of. bacilli 
develop after prolonged treatment. In this connexion the 
figures of Bailey> are remarkable: only one patient out 
of 100 given streptomycin developed contralateral spread. 
It seems likely that one of the most valuable uses for 
streptomycin will be as a cover for surgical treatment: its 
property of reducing the complications of resection should 
be particularly welcome. 


The Queen has graciously consented to accept the 
Honorary Fellowship of the Royal College of Obstetricians 
and Gynaecologists, of which she is the Patron, and has 
intimated that she will attend the College in the autumn 
to be formally admitted. Her Majesty has sent a donation 
of £1,000 to the appeal which is being made by the College 
for funds urgently needed to meet the financial demands 
of its ever-widening activities. 
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ROBERT WILLAN, DERMATOLOGIST 


The London County Council has affixed to No. 10, Blooms- 
bury Square, now part of a hotel, a tablet commemorating the 
residence there of Dr. Robert Willan (1752-1812), physician and 
dermatologist. Dr. Willan, who was a native of Yorkshire, 
was educated at Sedbergh Grammar School and received his 
medical training in Edinburgh. After some practice in Darling- 
ton, during which he wrote a treatise on the sulphurous waters 
of Croft and Harrogate, he came to London and was appointed 
physician to the public dispensary in Carey Street, Lincoln’s 
Inn, on its establishment in 1783. He held this appointment 





=~. oc auae iIIa 
The portrait of Dr. Robert Willan is reproduced from British 
Masters of Medicine, edited by the lafe Sir D'Arcy Power, by kind 


permission of the publishers, The Medicajy”ress. 


for twenty years, after which he was made consulting physician 
and life governor, 

Willan was the first physician in this country to classify the 
diseases of the skin in a clear and intelligible manner and to 
place their nomenclature on a satisfactory basis. His classifica- 
tion gained him the Fothergillian medal of we Medical Society 
of London in 1790. In 1791 he began a series of monthly 
reports on the weather and prevailing diseases of the metropolis, 
continuing this for several years. His great work, however— 
and one of lasting value—was his Description and Treatment 
of Cutaneous Diseases, the first part of which was published in 
1798, and the last, posthumously, in 1814. 

Willan lived in Bloomsbury Square, then the abode of 
nobility and fashion, until 1810, when syniptoms of pulmonary 
tuberculosis and dropsy developed and he went to Madeira, 
where he died in March, 1812. In the Gentleman's Magazine 
for that year he is described as “ ongf the best and noblest 
of human kind, possessed of every .iue that can ennoble or 
adorn... . In his profession he was beloved almost beyond 
example. .. . He possessed almost every intellectual attain- 
ment that can be comprised within the finite compass of the 
human mind.” 


INTERNATIONAL VETERINARY CONGRESS 
ANIMAL DISEASES COMMUNICABLE TO MAN 


An International Veterinary Congress was held in London 
during the second week in August under the presidency of Sir 
DANIEL Casot, formerly Chief Veterinary Officer of the 
Ministry of Agriculture. Delegates from 53 countries attended, 
and the discussions covered the whole field of animal health, 
including the control of bovine tuberculosis, foot-and-mouth 
disease, vaccination, virus diseases of cattle and horses, nutri- 
tional factors, veterinary surgery, and animal husbandry in 
relation to public health, The addresses included one by 
Lord Boyp-Orr on the world food situation. He declared 
that modern agricultural and engineering science could double 
world food production in less than twenty-five years, provided 
governments would co-operate in a world plan. Loss in human 
food due to preventable animal diseases probably ran to 
millions of tons a year. The veterinary profession, which had 
here a great opportunity, needed a strong international organ- 
ization on the lines of the World Health Organization through 
which governments could co-operate in the elimination of 
preventable diseases on a world scale. 


Diseases of Household Animals 


One of the sessions, which was shared with the National 
Veterinary Medical Association, discussed diseases of house- 
hold animals communicable to man. Dr. J. Winsser, of 
Leiden, said that tuberculosis of dogs and cats was rather 
frequent in the Netherlands, and every animal suffering from 
this disease was a potential danger to human health. Large 
dogs were more susceptible, not on account of breed but 
because of the likelihood of under-nutrition. Among cats 
Siamese were most susceptible. Infections with the human type 
of tubercle bacillus predominated in dogs, whereas in cats 
infections of this type were rare. Both dogs and cats might 
spread enormous numbers of bacilli by coughing, by their 
faeces and urine, and by the secretion products of skin ulcers. 
Therefore it was important that members of the veterinary 
profession should diagnose the disease as early as possible and 
get the owner's consent to the destruction of the animal. 

Leptospirosis was an important disease in man and dogs in 
the Netherlands. He mentioned in particular L. canicola infec- 
tions. During the last fifteen years 49 human cases of this 
infection had been recognized at the Institute for Tropical 
Hygiene, Amsterdam, and of these six (including one fatal case) 
showed jaundice. Salmonella infections occurred frequently 
in dogs, less so in cats. The infected dog during disease and 
convalescence was a transient carrier, spreading salmonella 
organisms by means of faeces and urine, and every strain of 
salmonella was a potential danger to human health. In Sweden 
two workers had isolated salmonella organisms from the faeces 
of seven members of a family suffering from gastro-enteritis 
and from the blood of the family dog. Streptococcosis was ā 
not uncommon infection in dogs and cats both in England 
and in Holland. There was strong evidence that milk-borne 
“sore throat” epidemics in man were caused by the 
streptococci residing in the cow's udder. 

Among parasitic skin diseases he mentioned microsporum 
infections (M. canis), more common in cats than in dogs, and 
communicable to man. Dr. Winsser had observed a stubborn 
infection among Persian cats, from which some adult persons 
had contracted the disease. Tricophytia was not a rare disease 
in dogs. à 

A condition frequently met with food animals as well as in 
dogs was echinococcosis. The disease was contracted not only by 
direct contact between animal and man but by contamination 
of market produce with dogs’ faeces, The worm eggs were 
resistant and might remain fertile for at least a year. Meat 
inspection regulations had diminished the prevalence of the 
disease, and there was a continuous decrease in the number of 
cases in the Netherlands. 

In some discussion on this paper Mr. H. W. Smitn, formerly 
of the London School of Hygiene and Tropical Medicine, 
mentioned that in 500 specimens of canine faeces salmonella 


<- number of samples of feline faeces, 


= cases were seen every year. 


= nationalization of the profession, 
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= problem of hydatid disease in that country, both in man and 
in animals. In a population of 14 millions about 100 human 
Some 12% of these were fatal. 
A campaign had been started to spread knowledge of the cause 
and control of the disease. 

Dr. MARGRIT SCHEITHLIN (Zurich). veferred to the prevalence 
in Switzerland of microsporum infections derived from small 
animals. Dr. Joan JOSHUA said that, while transmissibility of 
disease from animals to man was certainly established, the 
danger should not be exaggerated. Tuberculosis in small 
animals in this country was decreasing with the increase in the 
pasteurization of milk. Leptospirosis had a public health 
significance, as had salmonellosis, but it was a common experi- 
ence of practitioners dealing with small animals to be told 
that children had contracted “worms” from a cat or dog 
and that the animal must be destroyed, whereas it was often 
entirely free from parasites. Ringworm contracted from a cat, 
particularly a blue Persian, was always a possibility. Dr. 
Orca Uvarov said that during the last fifteen years she 
had encountered six cases of sarcophytic mange in women 
and one in a child as a result of handling dogs, and had 


also come across one case of ringworm transmitted by an, 


animal. 


Tapeworm Infestation 


Dr. Jon PETERS (Rotterdam) said that during the invasion 

of his country the German soldiers often brought with them 
dogs from the eastern parts of Europe, and these animals fre- 
quently harboured tapeworms which contaminated Dutch live- 
stock. The clandestine slaughter on the black market fostered 
the spread of the parasites. 
but in man the results of this heavy infestation from dogs 
“could not yet be assessed. 
Dr. R. F. MONTGOMERIE, closing the discussion, said that he 
. wondered whether the title of it might not be turned round 
so they could consider diseases of man communicable to 
_ animals. The glass shields at the Zoological Gardens were 
“not designed to protect visitors from animal infection, but to 
protect the animals from the visitors. 

The same subject of transmissibility figured in other papers 
“vat the Congress. A Californian delegate, Mr. W. R, HINSHAW, 
spoke of ways in which the veterinary surgeon could assist 
in reducing human as well as animal loss from salmonellosis. 
_ Those engaged in small animal practice should devote some 
time to studying this group of diseases as possible sources of 
„illness in cats and dogs, both to reduce loss from salmonellosis 
“in the animals and to prevent human cases by transmission 
from carriers. Dr. J. N. RITCHIE, of Edinburgh, discussed 
tuberculosis in cattle from the public-health aspect. In 1948 
the number of cattle in tubercle-free herds in Great Britain was 
1,704,000 and the amount of milk sold from such herds was 
354 million gallons, as compared with 141.6 million gallons 
five years ago. In another paper Mr. F. BLAKEMAN discussed 
- the relation between human and porcine influenza. 
o that the possibility of an exchange of viruses between pigs and 
= the human population must be seriously considered. “Hog 
flu” was first recognized as an. en ity at the time of the 1918 
i pandemic of human influenza. .Neutra izing antibodies to the 
- pig virus were later demonstrated nhohuman beings, and the 
possibility of a relationship between the two conditions must 
. not be lightly dismissed. ao 
Political questions were not in order at the Congress or the 
~ N.V.M.A. meeting which followed it, but one session of the 
_ latter was devoted to the organization of veterinary practice. 
> Emphatic and uncontested views were expressed against the 
One speaker declared’ that 
= that would be the direst calamity that could befall them. He 
was certain that there were other ways of developing a service 
. which would retain professional freedom and yet enable the 
< practitioners to fulfil their obligations to the utmost. 










|, mentioned ‘the + serious g 


This had now been cleared up, 


He said. 






lished). ‘The period covered by th 
except for a few months at each end, with 
war. The time was an abnormal one from a 
point, owing to evacuation and other movements of population, 
to the continued call-up of males, and later. off : tales, and, 
at the close, to demobilization, E 

All of the deaths, except some 57,000, were of civilians. Enemy 
attack accounted for 23,268 deaths in 1940 and. nearly as many 
in 1941, but after that the number was comparatively ‘small, 
except for 9,000 deaths in 1944 due to long-range projectiles. 

One result of the war was the alteration of the sex ratio 
in the mortality rate. The ratio of male to female mortality 
has been rising for a hundred years. A century ago it was 109 ; 
it rose steadily to 134 in 1939, but the increase: was greatly 
accelerated during the war years. The continued call-up of 
young fit males and the subsequent discharge of the unfit meant 
a lowering of the physical standard of certain groups of the 
male civilian community. This was reflected in a higher mor- 
tality as compared with other groups and with females. Thus, 
if the female mortality be taken as 100, the male’ mortality’ 
for ages 20-25 approached 200. 

The standardized (as opposed to the crude) death rate fell 
from 9.8 per 1,000 living in 1938 to 9.0 in 1945 in. the case of 
males, and from 7.4 to 6.4 in the case of females. The number 
of people who were over 65 when the war ‘began was 897 
per 10,000 at all ages, and when the war ended the number 
had risen to 1,146. During the war 111 male and 528 female 
centenarians died. Three of the females were reputedly 108, 
and a male (who died in Greater London in 1941) was 112. 

The war had little effect on diseases of the heart, Deaths 
from acute and subacute bacterial endocarditis averaged 1,016 
annually during the five years before the war and 868 during 
the war years. The deaths due to rheumatic fever in the four 
years immediately before the war showed an annual average 
of 1,000; during the war this figure fell to 638. 

Among other wartime effects is to be noted the sharp decline 
in deaths from alcoholism. Deaths attributed to alcoholism, 
or to disease said to be due to alcoholism, were 144 in 1940. 
In the last year of the war they numbered only 26, and deaths 
to which alcoholism was a contributory cause fell during the 
same period from 286 to 105. Suicides also declined-—a familiar 
tendency in wartime. 


Maternity «ad Child Welfare 








The reduction in tÀ% number of deaths froni- sane ok LC as 


nected with pregnancy and child-bearing - continued | uninter- | 
ruptedly throughout the war. A remark is made on age as 
affecting maternal risk. At ages under 25 the risk of death. 





from a complication of childbirth or the puerperium is onein 


a thousand ; by 35 i bas reached two in a thousand, and by- 
40 three. The’ im oounced improvement in infant mortality 
which occurred in 1 p 7 
the first week and the second half of the first year. - Measles, 
scarlet fever, and whooping-cough had low death rates. during 
the war years. The number of bopa from diphtheria, which 
in 1935-9 averaged nearly 3,0 annually, fell progressively 
during the six years of war toa 2 „480 to 722. It is mentioned — 
that to the immunized child aged 1-5 the risk of dying frem 
diphtheria is less thn one-thirtieth of the risk to the non- 
immunized, and at ages 5-15 the ‘risk is. one. twenty-fourth. | 
Acute poliomyelitis and polio-ence halitis notifications con- 
tinned evenly during the war. years, herë was no epidemic year — 
such as immediately pro led a i 
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It is pointed out that from 1926 to 1943 there was a progressive 
change in the age distribution of deaths from this disease. An 
increasing proportion occurred amongst adults and a diminish- 
ing proportion amongst young children. This change was inten- 
sified in 1944-5, when only 17% of the deaths were of children 
under 10, compared with 57% in 1926-30, and the proportion 
at ages over 25 rose to nearly one-half. toa 

In connexion with the deaths of children, it is startling to 
note the large proportion due to violence,' most obviously road 
accidents (deaths from war operations are excluded from these 
figures). For children between 5 and 10 during the war years 
the rate of deaths from road accidents was something like 250 
per million living in the case of boys and 120 in the case of 
girls. In the medical tables the number of deaths of children 
up to 15 caused by motor vehicles in 1944 is given as 1,133, 
slightly less than the number of deaths from scarlet fever, 
whooping-cough, and diphtheria combined. Nearly one-third 
of the pedestrians killed on the roads were children under 10. 
In 1945 violence accounted for more deaths of boys of 10-15 
than any other cause. Among girls of the same age, violence, 
which was fourth in frequency as a cause of death before the 
war, took second place and was exceeded by tuberculosis. 


Death Certification 


Much is said in the review about defects in certification of 
causes of death. In one year something like 14,000 inquiries 
had to be sent out to medical practitioners to clarify the cause 
„of death for the purpose of statistical classification. Improve- 
ment of quality, says the compiler of the review, is to be sought 
first in accuracy of diagnosis by improving the diagnostic ser- 
vices during life and by. performing necropsy more frequently 
in doubtful cases after death. An important causé of error 
is the omission from the certificate of the real cause of death 
because its appearance might be unpleasant or inconvenient to 
relatives. This problem will have to be tackled boldly if 
real statistics of syphilis and diseases of syphilitic origin are 
to be secured. Deaths from syphilis have declined progres- 
sively from 1938, when they numbered 3,463, to 1945, by which 
year they had fallen to 2,395. Deaths under or associated with 
anaesthesia during the. six. years numbered 4,775, but it is 
impossible from the certificate to distinguish between deaths 
due to the operation and deaths caused by the anaesthetic itself. 

Defects -in certification of causes of death by coroners are 
also “mentioned, especially failure to state whether a fatal 
accident occurred in a house, a public building, or out of doors, 
so that the compilation of the number of accidents in the 
home has to be based on assumptions and conjectures. 
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BRITISH PHARMACOPOEIA COMMISSION 
APPROVED NAMES 


In order to avoid the difficulties which arise from the multipli- 
cation of names for the same medicinal substance, the -General 
Medical Council has adopted the practice of recognizing as 
approved names certain non-proprietary names which may be 
used freely by manufacturers. The approved names are devised 
or selected in the first instance by the British Pharmacopoeia 
Commission, and-should any of the drugs to which these are 
applied be eventually described in the British Pharmacopoeia 
the approved name would be its official title. On the other 





hand, the’recognition of an approved name does not imply that. 


the substance will necessarily be included in the British 
Pharmacopoeia. 

The Pharmacopoeia Commission is prepared to consider 
requests from manufacturers and others for approved names 
for products which appear likely to come into established use. 
Such requests should be accompanied by reports of pharmaco- 
logical and clinical investigations on the drug concerned and 
suggestions for a suitable name, having regard to the need to 
avoid similarity with existing trade marks and other current 
names. In the selection of an approved name the Nomencla- 
ture Committee of the Commission will be prepared to consult 
with authorized representatives of the manufacturer concerned, 


N 


but the final decision will rest with the Pharmacopoeia Com- 
mission. ‘If a manufacturer should desire to issue under a 
‘proprietary name a drug for which an approved name has been 
provided, it-is strongly recommended that the label shall bear 
the approved name in-letters as conspicuous as those in wbich 
the proprietary name is printed or written. 

The following general principles are stated for guidance in 
devising new names : (1) Names should preferably be free from 
any anatomical, physiological, pathological, or therapeutic 
suggestion. (2) An attempt should first be made to form a name 
by a combination of syllables from the scientific chemical name, 
in such a way as to indicate the significant groupings of the 
compound. (3) Names should not exceed four syllables. 
(4) Names should be distinctive in sound and spelling, and 


‘should not be liable to confusion with names already in use. 
(5) Names which are difficult to pronounce or to remember 


should be avoided. (6) The addition of a terminal capital letter 
or number should be avoided. (7) Names used in the United 
States Pharmacopoeia, the British Pharmaceutical Codex, or in 
New and Non-Official Remedies should receive preferential 
consideration. (8) The following terminations should be used : 
-ine (Latin -ina) for. alkaloids and organic bases ; -in (Latin 
-inum) for glycosides, glycerides, and neutral principles; -ol 
for alcohols and phenols (-OH group) ; -al for aldehydes ; -one 
for ketones and other substances containing the CO group ; 
-barbitone or -itone for drugs of the barbiturate group ; -caine 
or -aine for local analgesics.- 

Communications relating to approved names should be 
addressed to the Secretary, British Pharmacopoeia Commission, 
44, Hallam Street, London, W.1. 
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Reports of Societies 








ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 
MENTAL HOSPITAL ORGANIZATION 


Delivering the Presidential Address to the Royal Medico- 
Psychological, Association at York on July 20, Dr. J. Ivison 
RUSSELL. said that whereas the extramural psychiatric services 
were at one time sadly neglected, and they quite rightly used 
every endeavour to increase out-patient clinics, psychiatric units, 
and early-treatment and neurosis centres, there was a possi- 
bility that the pendulum might swing too far and that these 
facilities might be regarded by regional boards as all-sufficient 
in a scheme of preventive psychiatry. 

The task of fitting psychiatry into a regional hospital service 
would not be quite satisfactory until a pattern of key hospitals 
and their relationship with associated extramural centres were 
clearly defined. Was it possible to create in every management 
area a-base hospital that would embrace all aspects and serve 
as the main centre of a group of treatment units for all types 
of psychiatric disorder? Could the mental hospital be that 
base ? And, if so, would its present form require to be modi- 
fied? He believed that could be done if the workers in this 
field strove individually and collectively to that goal. 

How should they plan the mental hospital of the’ future ? 
If they followed the pattern of general medicine they would 
have relatively small hospitals to provide curative , treatment, 
and larger infirmaries for the care of long-stay cases. By a 
process of screening at qut-patient clinics and diagnostic units 
patients would be selected for admission to the hospital appro- 
priate to the nature of the case. But in such a scheme there 
must always be a last resort to deal with the failures, and 
some were a little concerned lest this final resting-place might 
be called the mental hospital. ` 
` The modern trend was to evaluate both the physician and 
the hospital in terms of production and according to the indus- 
trial ‘potential of the patient. With that yard-stick psychiatry 
might sometimes seem to give short measure. It was all the 
more important that they should guard against an uneven dis- 
tribution of experienced clinicians which might divert them 
from the long-stay in-patients. 


` 


- 


ho$pital accommodation for aged patients. 


- with-any difficulty that might arise. 


- Officers. 
- have a Royal College of Psychiatry behind it, and perhaps; in 
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Aged Patients 


At present they had-all got in mind the need’ fi special . 
Some of these old 
people should not have to be sent to mental hospitals. A more 
simple type of hospital with good nursing would be adequate 
and ought to be made available. : 

While they could not accept the view that the `senile patient 
did not suffer from any psychiatric malady, they would agree 
that the mental hospital might well hand over its habitual prac- 
tice of, providing large senile ‘infirmaries. Their association 
would keenly co-operate in any effort to provide oe 
care and comfort for the aged, 


~ Group of Units. - 
‘Thé menial hospital proper should not be an isolated insti 


` tution but an extensive group of widely dispersed units, of 


which the nuclear centre or headquarters hospital would deal 
with the reception, treatment, and, if necessary, the prolongéd 
treatment of all types of acute and difficult cases, regardless of 
duration. It would supply the medical and: nursing staff for 
all the subsidiary units and out-patient clinics. Suitable cases 
would be treated by the same specialists in the psychiatric 
departments of the general hospitals and at neurosis centres, 
but these would not be used as screening centres for ine main 
hospital. ~- 

Remote from the headquarters hospital, and situated in rural 
surroundings, relatively small resettlement homes would accom- 
modate those who no longer required active treatment. Some 
of them would gradually become dispersed in the surrounding 
villages when the community learned the value of their labour 
and knew that the hospital would be ready to deal immediately 
On this pattern, and with 
adequate geriatric units and mental deficiency colonies providing 


independently for their-fespéctive cases, the problem of over- 
crowding in mental hospitals would be solved, and here ang i 
i there some ancient blocks could pe demolished. . 


“ Royal College of Psychiatry a 
Proposing the toast of “The Royal Medico-Psychological 
„Association ” at the annual dinner held on the same day, the 
Sheriff of York, Councillor A. S. Rymer, hoped that the asso- 
ciation would endeavour to awaken public interest in the pro- 


gress that had been made in recent years in the treatment of ' 
mental illness and make it known that it was no different from. . 


physical illness.’ In reply, the president said the association 
looked back with satisfaction on its work of training nurses. 
The first certificate was awarded in 1890, and since that time 
more than 54,000 had been issued. In some years there had 
been as many as 4,000 entries for the examination. 
‘activity would soon be terminated, and it would then be pos- 
sible to concentrate on the postgraduate training- of medical 
- He hoped that. the new D.P.M. might some day 


a future not far distant, students would be, taking systematic 


‘courses of study at a ‘University of York. z 


` 
` 


' SOCIETY OF BRITISH NEUROLOGICAL SURGEONS 
The Society of British Neurological Surgeons held its 40th 


meeting in London on July 22 and 23 under the presidency of 
Professor Lambert Rogers. The delegates included representa- 


_ tives of the United States, South Africa, Australia, and several ` 
European countries. 
an honorary member of the Society. ~- 


Dr. Ernest Sachs, of St. Louis, was made 


Discussions were held at ‘the National Hospital, Queen 


“Square, and at University College Hospital Medical -School, 
‘and included a consideration of the neurophysiological studies 
of the Research Unit under Dr. Carmichael at the National 


Hospital. Dr. PauL Bucy, of Chicago, spoke on the surgical 
treatment of involuntary movement. He said that-Parkinson’s 


disease was incurable by operation and the most that could be’ 


hoped for was the abolition or diminution of tremor. His own 
experience and that of almost all United States neurosurgeons 


-had shown that ‘involuntary movements could not be stopped 


~ 


4. + = 


This ` 


, Health and Local, Government. 
trating all branches of nursing, and midwifery, a small model 
„operating theatre, a display of nursing decorations, nurses’ ` 


without excising the motor’area, which naturally- produced 
profound weakness or paralysis of the affected limb. Dr. 
Krynauw, of J ohannesburg, gave an interesting -account of 
his experiences of removing the -damaged hemisphere in 
hemiplegic epileptic children. 

' At the Society’s dinner Dr. ERNEST SACHS gave his reminis- 
cences of Sir Victor Horsley, under whom he had studied 
neurosurgery, and Dr. FRANCES ‘GRANT, of Philadelphia, spoké 


about the organization. and present trends of Se ede 


in the United States. 











Preparations and Appliances 


METHOD OF GIVING “V.AM.” 


Dr. C. G. BLAKELEY, specialist anaesthetist, Royal Halifax 
Infirmary and Halifax General Hospital, writes; For nearly 
three years I have employed “V.A.M.” (1 vol. divinyl ether 
and 3 vols. ethyl ether) in the Coxeter-Mushin apparatus by 
the convenient method illustrated in the accompanying photo- 
graph. The apparatus consists of an ether container from the 


Walton Mk. 2, from which the large glass bottle has been’ 


removed and replaced by a Boyle apparatus chloroform bottle, 


thus allowing freedom of movement for-the handle of vo 


-~ 


concertina bag when plugged into the respiratory side of the . - 


apparatus. The gas passages are of adequate bore, and clinical 
experience as well as experiment upon myself give no evidence 
of embarrassment to the respiration. 
may find a wider application if this simple method is more 
generally known. 





To stimulate public interest in -nursing as a profession a 
mobile nursing exhibition is touring -Northern Ireland from 
Aug. 15 to Sept. 10. The exhibition was opened in Belfast on 
Aug. 15 by the Parliamentary Secretary to the Ministry of 
It includes photographs illus- 


badges, medals, etc, models of nurses’ uniforms; and a 


‘panorama of nursing through the ages.- 


a 


The virtues of V.A.M.- 





`F 


— 


l - 
` ` ` 
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(under five million/ml.), 37 cases group 3, subfertile and 
border-line, 187 cases-; group 4, normally fertile, 44' cases. 
The age of specimens was as follows: group 1, six specimens 
produced at laboratory and inspected immediately, six specimens 
less than 1 hour old, and 12 specimens 1-2,hours old ; group 2, 
13 specimens produced at laboratory, and 24 specimens 1-2 
hours old; groups 3 and 4, 61 specimens produced at labora- 
tory, and 170 specimens 1-2 hours old. These specimens were 
kept under observation from the time received for periods of 
6-24 hours. Specimens showing total azoospermia were mixed 
with part of others containing spermatozoa ‘and kept under 
` similar observation. 

No spermatolysis was observed in any of the above 292 cases. 
In view‘of this finding, and in view of the fact that we cannot 
recall seeing a case suggesting spermatolysis in more than 5,000 
_ previous semen analyses, we conclude that if spermatolysis 
occurs in this country it must be very uncommon. However, 
spermatolysis might be a phenomenon confined to other racial 
or climatic conditions, and it would be of great interest to 
hear whether Dr. Yildiran’s’ findings’ have been confirmed 
elsewhere.—I am, etc., f \ 


London, S.W.1. oa £ H. A. DAVIDSON. 


B.C.G. 


Sır, —Dr. W. Norman Taylor (April 30 
are the facts?” And then; cussing the significance 
‘of a.positive reaction to the Mantoux tést, concludes that by 
- analogy with other diseases we can suspect that it may indicate 
resistance but that we can be by-no means certain as yet.. 
Is not the case for B.C.G. much stronger than Dr. Taylor’s 
letter implies ? Heimbeck! was the first to show that healthy 
tuberculin-positive young adults were less susceptible to tuber- 
culous disease than were those initially iu bercuyn negative 
- Both Heimbeck” and Ferguson’ have significantly*-swered the 
incidence of clinical tuberculosis in tuberculigagyefative nurses 
as compared with unvaccinated controls. In.#:.;uson’s series 
there was actually less disease among the vaccinated than among 
those initially Mantoux-positive (those who “ have been tried in 
the fire and not found wanting,” according to A so 


0, —p. 778) asks, “ What 








` Owing partly to the difficulties of conducting a@jectly con- 
trolled experiment over a.-period of many.years in civilized 
communities, both tic ‘studies have been open to criticism, 


but on different grounds. However, Aronson’s* study amongst ' 


3,000 young Mantoux-negative American Indians appears con- 
clusive tọ most critics. Nearly all those vaccinated became 
Meantoux-positive within a few weeks, and only six of them had 


# 


unvaccinated controls, - ; 
It has been asked, “ Could the same specta E results be 
expected in civilized countries ? ” Studies like; those of Heim- 
beck and Ferguson and the clinical experience of eminent 
Scandinavian physicians like Wallgren® indicate the answer. 
The Danes, who practise B.C.G. vaccination more extensively 
and thoroughly than any other people, have the lowest tuber- 
culosis mortality in Europe (about 30, as compared with more 
than 50 per 100,000 in Great Britain).—I am, etc., ' 


E. A. Norra. 


diéd from tuberculosis after nearly 10 years, as against 53 of the: 


Melbourne, Australia, 
REFERENCES 
1 Tubercle, 1936, 18, 97. 
2 Ibid.; 1948, 29, 84. ; 
3 Amer. Rev." Tuberc., 1946, 64, 325. ` 
4 Ibid., 1948, 57, 96. ; 
5 British Medical Journal, 1948, 1, 1126. 


Treatment by Hil 


\ t 5 T a ° 
Sir,—I .wish to protest strongly against .the grossly unfair. ` 


references to H 11 made by Dr. P. H. Phipps (July 9, p. 100). 
Reprints of articles published in the medical press have been 
sent to selected members of the medical profession, and in 
most cases the doctors concerned already have had experience 
of H11 therapy. ù i 


A case is quoted in which she states that H 11 was tried out. 


in hospital and failed. The truth is that H 11 was first given to 
‘this- casé on Sept. 2, 1943, and 13 days later, on Sept.. 15, was 
stopped: The patient died 5 days afterwards on Sept. 20: 
Obviously this was. no trial or failure of H11. - Indeed, on 


hl 


Sept. 24 the assistant medical officer wrote, “ As his period of 
survival was so short one can hardly express any opinion as 
to the effect of the H 11 injections.” i 
Further, the allegation is made that these Laboratories refused 
personal investigations and treatment of the patient. The facts 
are that the necessary supplies of H 11, with instructions, were 
dispatched to the hospital on the same day that a telephoned 
request was received for a supply: The Hosa Laboratories 
requested further details about the patient, and the correspon- 
dence, which can be seen, demonstrates the personal and 
detailed interest of these Laboratories throughout the brief 
period under review, as well as the helpful and courteous 
collaboration of the medical staff of the hospital. 
' Lastly, although many cases of inoperable cancer have 
recovered under H 11 treatment, no claim or even suggestion 
has ever been made by these Laboratories that'H 11 is as yet 
the cure for cancer. The only.claim made is that in advanced ; 
inoperable cases with an expectation Of life of over two months } 
an inhibitory action is demonstrable in 66% of cases treated— ' 
which claim can be verified by any careful and full investigation : 
of our records.—I am, ete., ` ' 


Hosa Research Laboratories, 
Sunbury-on-Thames. 


J. H> THOMPSON. 


~ 


SıR,—I received to-day, with the compliments of the Director 
of Research, Hosa Research Laboratories, a reprint of an article 
fromthe Medical World by Dr. Gordon Ward entitled “ The 
Truth about H11.” Among other things discussed in this 
article is a-list of 12 cases “selected by the Hosa Laboratories 

- as the most favourable in their files.” 

There are apparently between 3,000 and 4,000 histories of 
cases treated with H 11 in the files of the Hosa Laboratories. 
Survivals in the 12 cases cited have been for 7, 6, 44, 4, 3, 
3,.3°> years, 18, 16, 16, 13, and 13 months respectively. Jf 
all these cases are accepted as cured (and this is not claimed) 
the cure rate would be, between 0.3 and 0.4% of cases treated, 
while the 5-year survival rate would be 0.05 or 0.06%. Before 
one can judge the value of such survivals it is essential to 
know whether similar survival rates exist among untreated 
“inoperable ” cancer cases. 

It is a curious feature-of almost every new method of treat- 
ment for cancer that has been advocated that a few cases have 
given apparently successful results while the great majority 
show no benefit. It would be interesting to know of any cases 
of cancer, classified as inoperable, of unexpectedly long sur- 
vival. which have had no further treatment or only symptomatic 


‘treatment. In the absence of knowledge on this point itis 


clearly impossible to form a fair judgment as to the possible 
value of treatment with H 11.—I am, etc., 


Glasgow. P. R. PEACOCK. 


. Parotid Emphysema During Labour 


SR,—A brief report of a somewhat unusual case of parotid 
emphysema might be of interest. 


. The patient, a primipara aged 20 years, was in bed in a maternity 
home -suffering from a mild toxaemia of pregnancy. At 11.30 p.m. 
on June 25 she went into labour. She did not ring for the mitlwife 
until 5 am. on June 26, when she was found to be fully dilated. 
She therefore had no sedation or analgesia. By 7 a.m. she had made 
no further progress and she was delivered easily by forceps following 
episiotomy. She had gross bilateral swelling of the parotid glands 
when I saw her at 7`a.m. This was subsiding in 24 hours and 
was clear by June 28. Associated with this swelling was marked 
bilateral conjunctival haemorrhages. The patient was afebrile, had 
had mumps previously, and there had been no possible contact 
during the previous four weeks. This girl must have undergone very 
considerable physical effort, and in the course of this air must 
have been forced up Stensen’s ducts. 


,As a footnote, I met a case of self-induced parotid 
emphysema during the late war. A soldier, on draft for over- 
seas, attempted to evade the issue by blowing strenuously into 


‘a gingerbeer bottle, inducing parotid swelling, and then report- 


ing sick, complaining with: considerable craft of pain ‘in. his 
testicles. Such an effort almost deserved to succeed.—I am, etc., 


ALAN S. OGDEN, 


a 


Bournemouth. 
i 


"a 
` 
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~ ` ` Urea for Migraine 
SR, —Dr. Nevil Leyton (Aug. 6,-p. 335) pleads for a serious 
attempt to treat sufferers from “ migrainous ”. headaches, and 


` mentions urea as a remedy to be tried in obstinate cases. May 


I go further and suggest the use of this drug as a first line of 
preventive treatment in every case,- whether of recent origin 
or. of long standing? It is surprising how many patients will 
derive considerable benefit, if not complete relief, from attacks. 

The dosage advised is as follows-: 20_gr. (1.3 g.) of urea 
in water three times a day for a week, followed by the same 
dose twice a 
a daily dose of 20 gr. for an indefinite period.—I am, etc., 

Birmingham: - p% J. A. BROWN. 


POINTS FROM LETTERS 


Retained Placenta , : 

Dr. W. D. G. TeLLaM (Penzance) writes: You have published 
many letters on the treatment of retained placenta, but it appears to 
me that such an emergency need never~arise—uniless it is- that very 
rare placenta accreta. In a semi-rural domiciliary practice I have 
found the_intravenous_injection of 0.25.ml._of ergometrine given as 
soon ag the head is born and the anterior shoulder delivered, 


t 





föltowed s30- seconds ater By the delivery of the posterior shoulder, ` 
fesults in the delivery of the placenta immediately afterwards—- 


leaving a firmly, contracted uterus. Our breech deliveries have 
received a similar intravenous dose as soon’ as the head is born, 


followed 30-45 seconds later by an intact placenta and membranes. __—.. 


I would like to know if this treatment of the third stage has failed 
or has caused any complications. ; f 


New Problems of Rheumatism g l 

Dr. THOMAS ROBERTSON (Glasgow) writes: In your leading article 
(July 23, p. 221) you quote Hench as stating that there are 200 
arthritic and musculo-skeletal conditions called rheumatism. This 
raises a number of important questions. By what criteria are these 
‘differentiations made ? In such a context as the above, does the 


‘day for two weeks. and further treatment .with - 


‘Obituary - = 





SIR ALAN NEWTON, M.S., F.R.CS., F.R.A.CS., 

Ms F.A.C.S.. 

On Aug. 3 Australia lost one of her most distinguished 
sons—a great surgeon—Sir Alan Newton. = l 

Hibbert’ Alan Stephen Newton was born on April 30, 
1887, and was educated at Haileybury College, Melbourne, 
and at the University of Melbourne. He was a brilliant 
student, and in his final year. was placed first in a dis- 
tinguished company. He was very early attracted’to sur- 
gery, which was to give scope not only for his natural and 
acquired manual dexterity, aided by a splendid visual know- 
ledge of anatomy, but:for his sound judgment and the 
decisive quality which charac- i 
terized all his thinking. 

He qualified in 1909, and 
after a year as resident at the 
Royal Melbourne Hospital 
and a further period as surgi- 
cal registrar he ^agama arre.. 
ciated with Mr. Pr =o. . 


” 





who had operated on him 
early in his course and from 
whom he learnt much of the 
art of surgery.. He took 
the M.S. in his own univer- 
sity in 1912, In 1913 he was 
appointed®:n out-patient sur- 
geon at thë penal Melbourne - 





A 


word rheumatism signify anything ? Apparently one can develop 
any of the 200 types either as a disease in the body (“soma ”’)‘or in _ 
the “ psyche.” Dr. W. S. C. Copeman (p. 191), who now comes 
forward -with -another aetiological variety of rheumatism, provides 
a -quasi-mechanical explanation concerned with water metabolism 
and.fatty tissue. He suspects, probably rightly, that the hypothalamus ` 
may be at fault. But what-relation exists between the hypothalamus 
and this mysterious “ psyche” ? However—to come to earth—as. 
a physician of the baser sort I am delighted to find (1) that fibrositis 

-no longer exists, (2) that most cases of rheumatism met with in 
. pfactice cannot be. either understood ‘or . adequately ‘treated 

. unless the patient is not only physically but psychologically examined, 
as Halliday pointed out in the Journal (1937, 1, 213 and 264), and 
(3) that physiotherapy frequently does more harm than good. 

To TL Yr E- E ET a a CA E “ 


Á ROE m o ER E 


Hospital. > period im-_ i 
mediately before this appoiri- ~~~ 
ment was speat not in acquiring further. qualifications but 
in postgregiff’te~study and reséarch-in England, where he. 
came und the influence-of Sir Vic..c Horsleycand_saw 
much of his friend, the late: Dr. Gòn Clines Mathiesae> 7 
who was then working‘ with Professor Staring at University PE 
College Hospital. . a . ; 
Apart from this brief absence and az. Yer one during 
the 1914-18 war, all his working life Nc agepent in cloze 
association with the Royal Melbourne, Hosprral until. héy & 
retired frog ‘he active staff and became an honorary con- 
sultant surgeon. During the first world war he served in. 
France as a surgeon in the Australian Army Medical Corps? S 
In 1919 he became a Fellow of the Royal College of Sur- 
‘geons, England. Subsequently, he was elected -a Fellow 
of the American College.of Surgeons, an Honorary Fellow 
of the British Association of Surgery, and an Honorary 
Fellow of the Royal Society of Medicine. 8 
Newton’s ancestry, with many distinguished lawyers in 





K 
oo, . 


Psychogenic Rheumatism 
Dr. I Ernst ReICHENFELD* (Birmingham) writes: Drs. William 
Tegner, Desmond’ O'Neill, and Anna Kaldegg (July 23, p. 201) gave 
an interesting analysis of a number of those unfortunate people with 
vague but for.them very real complaints who are familiar 'to the 
G.P. Valuable as their paper is, I found the title “ Psychogenic 
. Rheumatism ” rather misleading. In my opinion the expression 
f rheumatism ” ought to be reserved for the two conditions which 


me 


SARTEN 


r 


are more ot less well defined entities—viz., rheumatic fever and 
rheumatoid arthritis. If we call every painful condition ‘for which 
a cause rheumatic we follow the rather vague nomen- 


h we cannot find 
4 clature of the 


lay public and confuse the fàtter even more. That a 
t cervical rib is being called a “ rheumatic complaint ” obviously is 
‘ an- oversight. mm o ° ‘2 
Percussion Finger — l 
Dr. A. Niven ROBERTSON (Edinburgh) writes: For thirty years 
of my life I was engaged continuously in the examination of chests, 
and therefore I was daily. percussing the dorsum of the middle 
phalanx of the middle finger of my left hand. As a result, of this 
constantly recurring trauma I noted a distinct smooth, low, and firm 
_swelling had been created on the dorsum of that phalanx. The 
swelling was scarcely noticeable to the eye, but it was quite obvious 
to palpation. “It had a convex surface and ‘shaded off on to the bone 
at its upper and jower curved ends. It was never painful. -For the 
last seven years I have rarely done any percussion and the swelling 
has to all appearances disappeared. I shall be interested to know 
if other percussionists have found the same thing. The -swelling 
was obviously a fibrous: hypertrophy due .to constant mechanical 


trauma. 


his family tree, might have led him to the practice of law, 
but indeed his talents were such that he would have made 
a success of any profession. He was a splendid teacher, 
—a master of lucid exposition.” Always a ready speaker, 
for any special occasion he would carefully prepare his 


speech and in doing so memorize it. This gift of oratory 


was displayed on many occasions, notably in his Stawell 
Oration and in an address to his colleagues and friends at 


the Royal Melbourne Hospital dinner on “The Spirit of 


the Place.” 
Newton was keenly interested in the teaching of students, 
and after his return from the first world war, in addition 


“to his regular hospital clinics, he became a lecturer in 


surgery at the University of Melbourne, and at a later 


stage took the chief position as Stewart Lecturer organ-- 


izing the surgical teaching. He had a strong belief in 


~ 


Aus. 20, 1949: 


OBITUARY . es 


-~ 


441 


BRITISH 
MEDICAL JOURNAL 





the importance of carefully planned - clinical lectures in 
which people of experience could provide for the students 
material not readily to be obtained in téxtbooks. He was 
deeply interested not only in undergraduate but also in 
postgraduate teaching; and played an important part in 
forming the Melbourne Permanent Postgraduate Committee, 
whose object was to increase the facilities for postgraduate 
teaching in all: departments of medicine and surgery. He 


was a Foundation member of the Royal Australasian -Col- 


lege of Surgeons, and in its early years was Censor-in-chief. 
and subsequently its President. His unselfish and unsparing ` 
efforts to improve -the status of the surgical profession in 
Australia were extremely fruitful. For his work for the 
College he was knightéd in 1936. 

During the second world war Sir Alan served with the 
rank of colonel in the Australian Army Medical Corps, 
being consulting surgeon to Army Headquarters for two- 
years. From 1940 to 1945 he-was chairman of the Medical 


Equipment ‘Control Committee, Department of Defence, ~ 


and in this capacity he made a major contribution to the 
Australian war effort. He brought to bear-on the problem - 
of medical equipment and drug supplies a.clear analytical 
mind that saw th Lamar treis = perspective and - 
assessed priorities mie. ngar der. In January, 1942, 
the paramount importance of immediately getting more 


quinine out of Java was téalized by the Australian military 
Within 24 „hours ; 


authorities, who had just arri yp there 
of Sir Alan_ Newton’ S receiving" this ° secret information a 
very large. sum’ was made ' availabfe by . th Australian 
Goveriment ‘in a Dutch, bank in _Bata mt to procure 
A2O tons of quinine: such was~his capacity for rapid 
decision and prompt action, and the influence he exerted 
ote the highest level even_as. “early as 1942.- His co-operation 


‘'y ATMY Headquarte cis in speeding up the manufacture - 


oE essential drugs like sulphaguanidine. was of the -utmost 
“value to, both the South-west Pacific and the South-east Asia 
fig evens Nor were his activities limited to the field of 


‘gery. His status-stood almost as high in the financial as | 


_ in the surgical world. His, reputation for probity, sound 
judgment, and Susiness acumen, and his wide knowledge 
of men and -` ::+s, made him much sought after, and he 
_ was later c woad of directors of several s the leading 
` companies of Australia. l 

Be surgical technique never so great, reputation outlives 
the mèn by very little. The only immortality for physicians 
and surgeons lies in the extent to which they lay founda- 
. tions for their students and their successors. Alan Newton 
followed what was best of tradition but had no patience 
with its “dead hand.” He saw that hospitals and. medical 
schools could be too self-cor.tained, that it should be pos- 
sible to share what was best in one with- others, and that 
this might be reciprocal. After the second world war, 
‘despite chronic ill-health, he.attempted to apply these prin- 
ciples to the three teaching hospitals of the Melbourne 
Medical School, and this panels his chief interest until 
- the end of his life. 

Alan Newton was a dynamic person. His character was 
solid as a rock. He never sat on a fence, and for him there 
were no grey shadows. His clear insight and objective 
approach to problems made his ` opinion much valued. In 
him imagination and vision were blended with the capa- 
city to adapt. them to practical ends. Though intolerant of 
stupidity or muddle-headed thinking, he had the virtue, of 
being intensely critical of his own conclusions and was 


always prepared, on the rare.occasions on which events | 


- showed him to be wrong, to admit his mistakes. He would 
never undertake anything unless he could do it well, and 
everything he did was superlatively well done. 


. Speaker on special occasions. 


- 


He married in 1919 Mary Cicely, daughter of J. Hartley 
Wicksteed, of Weetwood, Headingley, Yorks, who, together 
with a son and a daughter, survives him.—T.P.D., N.H.F., 
and C.H.K. 


Dr. Isaac Jones and Mr. E. T. C. Milligan write: Many 
to-day in this country and Australia will have a sad. sense 
of loss with the passing of Sir’ Alan Newton, but 
there will come a greater sense of gratitude and sdatisfac- 
tion for the gift of such a man in our life and generation. ` 
He was a wise and warm friend, an inspiring leader, and 
a stirring example. He inherited, and acquired through his 
home training, high moral standards, the art of creative 
- human relationships, and a strong sense of selfiess duty and 
- responsibility. He began as a leader in his academic career, 
and with his ‘outstanding abilities he naturally took the lead 
even amongst a unique generation of leaders and talented 
men. He ever maintained this leadership in the wider 
sphere of professional and social life. This pioneering 
leadership gave him an air of austerity and dignity, but 
it was a thin veneer over an open-and affectionate heart, 
which it: was the delight of all his friends to discover. How 
he raised Australian surgery by his. vision, example, and 
planning to the high place it now holds in British surgery 
will for ever place him among the leaders and prophets: of 
that young country ; but those-6f us who were trained with 
him and lived alongside him will ever be grateful for the 
man, his standards, and his inspiration and encouragement. 

His main vocation in life was to help his fellow men 
In the inevitable hour of suffering and personal crisis. In 
recent years he too had to face the common ordeal of 
suffering and death, the ultimate test of a man’s philosophy 
of life: In recent letters there was the unmistakable fight- 
ing note of triumph and hope, revealing that the inspiration 
of his whole. life came from his knowledge and possession 
of the same spiritual resources and verities which inspired 

“his notable ancestors, 


~ An Australian colleague writes: By the death of Sir Alan 
Newton, Australia has lost one of her leading surgeons and 
a man who did all in his power to follow and teach’in his 
own land what he felt to be best in British surgery. After 
qualifying and holding several house appointments at the 
Royal Melbourne Hospital he visited England and worked 
with Sir Victor Horsley at University College and Queen 
Square on shock injuries to the spinal cord, at the same 
time’ studying the advances of British surgery. When the 
first world war drew to a close he was one of the selected. 
men brought to this country to do postgraduate work in 
addition to their Army responsibilities: he obtained his 
F.R.C.S. in 1919. The two periods of work in England 
had a great effect on Newton’s future life and work, for 
he carried home with him an admiration for what he had 
seen and learnt and a determination to reproduce in his 
own country and hospital those things which he felt were 
true, honest, just, and of good report, Thus in later years 
he became a prime mover in establishing, and was a 
Foundation Fellow of, the Royal Australasian College of 
Surgeons, filling the positions of Censor-in-chief, Vice- . 
president, and finally President in 1942-5. Between the 
wars Newton steadily built up a wide reputation as a care- 
ful and skilled surgeon and was perhaps best known for. 
his work on goitre. As a teacher, in classroom or in ward, 
he was clear, accurate, and concise, and had no difficulty 
in holding his audience. In addition to many contributions 
to scientific journals he was much sought after as the 
The Lister Oration on toxic 
goitre in-1938, and his tribute to his old teacher Sir Richard 
Stawell in October, 1947, will remain in the memory of 


442 AUG. 20, 1949 


those who heard them. He said of Stawell that he was at 
times “perhaps a little unrestrained in his criticism... 
but nobody minded this‘much.” ‘The same could be said 
with equal truth of Newton. Honest endeavour pleased 
him, but he could not suffer slackness in silence. The 
beginning of the second world war found Australia in a 
dangerous position as regards medical and surgical sup- 
plies, dependent as it was on overseas shipments. Newton 
was appointed chairman of the Medical Equipment Control 
Committee and did a fine piece of work. Under his 
enthusiastic guidance 4 workshop built to make railway 
equipment produced surgical forceps, scissors, and the like. 


He was trusted by the members of his profession, and they. 


put up cheerfully with the restrictions he imposed, for all 
recognized his honesty of purpose and fairness. Tall, trim, 
and alert, he commanded respect, but his patients and 
. those he honoured with his friendship experienced kind- 
‘ness beyond the ordinary, courtesy, consideration, and good 
humour on all occasions. He will be sorely missed, and 
he leaves many cherished memories behind him in addition 
to admiration for his services to his country and his pro- 
fession, for he was a big man in'every way. 
_ W. G. WILLOUGHBY, M.D., D.P.H. 
“Dr. W. G. Willoughby, Past President of the British 
Medical Association and formerly medical officer of health 
for Eastbourne, died on Aug. 13 at the age of 83. 
Until William George Willoughby was introduced at the 
` Annual Business Meeting of the British Medical Associa- 
tion in London in 1930 his name was little known to the 


medical profession outside. 


Eastbourne. He was content 
with a local reputation, but 
that was a very high one. By 
the practitioners of East- 
bourne, whose unanimous 
choice he was for the presi- 
dency of the Association, no 
man was more highly re- 
garded. His election as Pre- 
sident was something new in 
Association history, for he 
was the first whole-time medi- 
cal officer of health to be its 
titular head. But he himself, 
‘as he said in his address at 
the Eastbourne Meeting in 
; 1931, was anxious that not 
too much should be made of that singularity, for he thought 
it emphasized a cleavage which should have no real exis- 
tence., Probably he would have described himself as a 
general practitioner as much as any of them, and equally 
he.would have called his colleagues in general practice prac- 
titioners of preventive medicine. For him médicirie was not 
bisected-into the ctirative and the preventive; and it was his 
vision of its wholeness—a vision he had translated into 
administrative detail during nearly half a century—which 
accounted for much of his POPU among the medical 
profession in his area. 

W. G. Willoughby was a son pi Devon, but he had been 
for so long associated with Sussex as to be a part-of its 
personality. He received his medical training at St. Bar- 
tholomew’s (where his younger brother, the late Dr.. W. M. 
Willoughby, M.O.H. for the City of Lóndon, followed him) 
and qualified in 1888. After a resident appointment at his 
hospital and some period of study in Vienna he became, 
within five years of his qualification, medical offcer of 
health for Eastbourne, in which post he remained for.forty- 
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five years. On his retirement in 1939 he was the senior 
medical officer of health for any county or county borough- 
as regards length of service. He had Seen Eastbourne grow 
from a small place of not more than five thousand inhabited 
houses to a spreading resort with more than three times 
that number. 

At the time he began his work few public health services 
were in existence or were in more than rudimentary form. 
Indeed, Eastbourne came in for a good deal of criticism 
just when Willoughby was getting into the saddle. This 
Journal had an acid note in 1896 that Eastbourne had 
rather too good a conceit of herself in respect of her sani- 
tary conditions. It was said to be more by good luck than 
by intelligent management that'she had escaped a visitation 
of smallpox that would have brought her growth to a pre- 
mature end. It was also suggested that an improvement in 
the q! ality of her water supply and the purification of her 
sewers “might profitably engage the attention of those 
who have the public health of the placé in their keeping.” 
Under W. G. Willoughby’s guidance Eastbcurne became 
from the sanitary point of view one of the most progressive 
places in the kingdom. 

The long years of service for Eastbourne were broken 
only by the war-of 1914-18, in which, after serving in 
Egypt, he became malaria officer in Macedonia and even- 
tually Acting-A.D.M.S.. Sanitary, to the 12th Army Corps. 
After the war he graduati~ook a more prominent place 
in the central affairs of his profession. He became Presi- 
dent of théSociety of Medical Officers of Health and of 
the Medical cers of Schools Association, as well as of 
the Eastbourne Medical Society. -He was called to the 
presidency of the British Medical Association at its ninety- 
ninth meeting, and in the preparations for the Cestenary 
he took a prominent part. Some of the ceremonial of the 
Centenary celebrations fell to him, notably the unveiling 
of the tablet on the Sir Charles Hastings house during the 
After his presidency he continued 
for eight years to be a member of the Council, interesting . - 
himself in many Association concerns, but especially those 
which bore on public health, He was a member of the 
Public Health Committee for many years and chairman 
of the special committee which dealt with the relation of 
alcohol to road accidents. At the Annual Meeting at- 
Winnipeg in 1930 he was vice-president of the Preventive 
Medicine Section, and at Oxford in 1936 of the Section of 


«Medical Sociology. He had also served as chairman of his 


Division in 1928-9 and president of his Branch in 1929-30. 
He was twice an M.D., having taken the London degree in 
1889 and the M.D. in State Medicine in 1894. While his 
main interest was in public health and in balneology it. 
extended also to other-fields—to psychology, for example, 
on which he ‘contributed several articles to Tuke’ S 
Dictionary of Psychological Medicine. 

Like ‘other public servants: whose principal work is to 


` prevent, his achievements are not among those that leap 


to the eye, but they were appreciated in the place where 
he laboured, and by none more than his medical colleagues. 
They subscribed to a handsome testimonial on his retire- 
ment, on which occasion he was also presented with the 
freedom of the borough. In his valedictory, addressed to 
the mayor and corporation of Eastbourne, he said : “ With- 
out the good will of the medical profession it is not possible 
for the public health services of the country to be carried 
I am very grateful, therefore, that in 
Eastbourne there has been full co-operation between 
medical practitioners and the public health department.” 
Those who had the happiness to be associated with him 
will long remember a most kindly and modest personality. 


- 


` he leavés a family of two son$ and three daughters. 
fession has lost a fine representative of the old type of general- 
_ practitioner, who will be much missed by all who knew him. 
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Joun Pui Henry Davies, of Elgin, Llanishen, near 
Cardiff, died suddenly on July 19, ‘while on holiday. 
of ane: of the oldest and best-known medical families in ‘South 
Wales, he was born in Ystrad Rhondda in 1883, the: son of 
Dr. I. Naunton Davies, who practised there for- many years 


and who was an outstanding public figure. Dr. Davies received - 


his medical education at Cambridge, University and St. 
Bartholomew’s Hospital, qualifying in. 1910. A year later he 
took the D.P.H., and-in 1914 the Cambridge degree of M.B. 
After a term as house-physician to the London Chest Hospital 


he was appointed assistant medical officer of health for the 


Rhondda Urban District Council. In the first world- war he 
served in the R.A.M.C. in the Second’ Welsh-Field Ambulance 
with the rank of captain. After demobilization’ he -went into 


general practice in Llanishen, succeeding the late Dr. Shiach ' 


there, and very soon he gained therconfidence and high regard 
not only of bis many patients-bit also of all his professional 
cclleagues. Among the a appointments that he held were those 
of medical officer to the Post Office and clinical assistant to 
Cardiff Royal Infirmary, while he was honorary s ‘irgeon to 
St. John’s Ambulance Brigade and an Officer of St. John of 
Jerusalem. ‘He was secret i" of the Section of -Pharmacology 
and Therapeutics at thc Annual Meeting of-the Association at 
Cardiff*in 1928. In all of these offices’ ‘he gave of his best. 
A -conscientious and able practitionsr, “he was of a singularly. 


. Simple, direct, and attractive disposition, while his temperament 


was remarkably equable, so. that He was never ruffled or out of 
temper. His ethical sense was of the highest, and -in this 
cad in other aspects of his character there was much of that 
- *ci sense of duty that we associate-with the “old school.” 
‘Io one ever,had a hard werd to say about “J.P.H.,” as he 
was affectionately known. His genial personality will long be 
lt 
‘nissed”” He. leaves a widow, one son who recently graduated 
in mcdicine from Bart’s, and two daughters. The deep sympathy 


at a wide circle of friends and ‘admirers is extended to them 


in their great bereavement. 


Dr. ALFORD WILLIAM ANDERSON died at his home at 
Dalbeattie, Kirkcudbrightshire, on July 25 at the age of 81.after 
an illness of several months’ duration. He graduated M.B., 
C.M. at Edinburgh University in 1891, and after serving as 


` resident medical officer at Fife and Kinross Mental Hospital 


he took up general practice at Dalbeattie in 1894. In 1908 he 
proceeded M.D. For almost forty years he carried’ on an 
extensive country practice single-handed, and retired in 1935, 
when he was honoured by a public banquet. The welfare of 
his patients was always his first consideration,.and his kindly 
manner, added to his very considerable experience and skill, 


was a constant comfort in this’ widely scattered community. . 


From his earliest days in Dalbeattie the local volunteers claimed 
his attention, and he received a commission shortly after 
going there; he was instrumental in raising the-company to 
full strength. In August, 1914, he was mobilized with his 
battalion, the 1/5 K.O.S.B., but was: later transferred ‘to the 
R.A.M.C., attaining the rank of lieutenant-colonel. On return 
to civilian duty he became an enthusiastic member of the 
British Legion, and was the first president of the local branch, 


an office he held with distinction for many years until illness 


supervened. It was largely due to his efforts that the Dalbeattie 
branch of the Legion received. the gift of the allotment grounds 
and entrance gate. . During the recent war he was Medical 
Examiner of Recruits ‘and Troop Relation Officer in the area. 
His recreations were shooting and fishing, in which he was an 
expert, and his congenial company and good sportsmanship 
were ever an. asset. He was-a pioneer in motoring and one 
of the first in Dalbeattie to own a car. Predeceased by his wife, 
The pro- 


EET WIETHE, director of the Second University 
Clinic for Otorhinolaryngology in Vienna, died on July 10 at 
the age of 60. From 1927 to 1936 he had been assistant to 


Professor Hajek, the well-known laryngologist, and was in: 


private practice from 1938 to 1945, when he was appointed 


- 


` 


A 


A member” 


‘Czechoslovak Military Medal, 


director of the clinic. He had contributed to the medical 
press on many subjects, including burns of: the oesophagus, 
the surgery of the larynx, and allergic conditions. 


>= "n 
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Universities and Colleges 





_ UNIVERSITY OF LONDON 


The following candidates have been approved at the examinations 


- indicated : 


M. D.—Branch I (Medicine): G. M. Bailey, D. H. Bennett, A. C. 
Boyle, H. W. Bunje, N. R. Butler, J. A. Chamberlin, C. E. Dent, 


‘H.._E.- de Wardener,. I. R. Gray, K. G. Green, T. A. Grimson, 


K. J. Gurling, M. Hamilton, J. N. Harris-Jones, M. F. Hart, 
M. S. R. Hutt, Madeline K. Keech, D. R. Laurence, G. de J. Lee, 
G. H. T. Lloyd, J. Marks, D. B. Morgan, F. W. Nash, F. T. Page, 
-Diana G. Paradise, R. G. Pitman, N.. Ponnampalam, T. A. J. 


“Prankerd (University Medal), D. L. Reés,’ TZAT Richards, M. Steel, 


S. J. Steel, P. G. Swann, D. M. E. Thomas, N. A. Thorne, L. H. 
Turner, E. “Waddington, R. S. Walker, J. R. Wilson, W. J.-S. Wilson. 
Branch Il (Pathology): Rosemary P. Biggs (University Medal), 
F. N. Ghadially, C. L: Greenbury, R. F. Jennison, Sylvia D. Lawler 
(Mark of Distinction), W. D. Linsel, C. F. Ross, C. H. Smith, 
H. E. Vickers, K. W. W. H. Walton, F. Whitwell. Branch III 


_ (Psychological Medicine): J. H. Rey, A. Shapiro, Fede M. Shattock 


(University Medal). Branch IV (Midwifery and Diseases of Women): 
J. D. Martin, N. F. Morris, A. C. Pearson. Branch V (Hygiene): 
Doris A. Craigmile, M. T. I. Jones. Branch VI- (Tropical Medicine): 
p: Lawrence. £ 


- KING’S COLLEGE HospiraL MEDICAL SCHOOL 


The following scholarships have been awarded: . Anatomy and 
Physiology Scholarship, J. S. H. Lodge (Emmanuel College, 
Cambridge); Burney Yeo Bequest Scholarship, H. T. Thomas (Jesus 
College, Cambridge); Epsom College Scholarship, Michael Dulake 
(Clare_College, Cambridge); Seaman Bequest Scholarship, T. M. O. 
Morris (Trinity College, Cambridge). 


- UNIVERSITY OF MANCHESTER 


William Sayle-Creer, M.Ch.Orth., F.R.C.S., has been appointed 
Honorary Clinical Lecturer in Orthopaedic Surgery. 


The Council of the University has accepted the sum of over £208 
from the subscribers to the fund raised in memory of the late 
Dr. William Susman, Lecturer in Morbid Anatomy and Histology 
from 1926-48. It is proposed to--establish-an annual prize in 
pathology, the first offer of which will be made in 1950, 


-4 
UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL or MEDICINE 


The Council of the Welsh National School of Medicine has appointed 
William Ferguson Anderson, M.D., M.R.C.P., F.R.F.P.S., to the 
post of Senior Assistant in the Medical Unit of the Welsh National 
School of Medicine,” Dr. Anderson is at present Lecturer in Materia 
Medica and Therapeutics in the University of Glasgow and Assistant 
Physician at Stobhill Hospital, Glasgow. 


The Services 





The President of the Czechoslovak Republic has conferred the 
{st Class, upon Air Marshal Sir 
Harold E. Whittingham, K.C.B.,-K.B.E., R.A.F., retired, in- recog- 
nition of valuable services rendered in connexion with the war. 


A notice appeared in the London Gazette dated Nov. 19, 1948, 
and in the Journal of Dec. 11, 1948 (p. 1043), stating that the 
King ‘of the Hellenes had conferred the decoration of Commander 
of the Royal Order of the Phoenix upon Captain A. M. Boyd, 
R.A.M.C. The name should have read Lieutenant-Colonel 
(temporary) Alexander Michael Boyd, R.A.M.C. 


The Efficiency Decoration has been conferred upon Major (Acting 
Lieutenant-Colonel) C. K. Sconce and Major J. M. Lees, RA.M.C., 
T.A. 


- 


y 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended July 30. [No. 30 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week.last year; for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notifiable or no- 


return available. 
Disease 
Cerebrospinal a 


Deaths 


Diphtheria i 
Deaths R >. 


Dysentery ate 
Deaths 


Encephalitis cee: 
acute 
Deaths 





Erysipelas 
Deaths 





Infective enteritis or 
diarrhoea under 2 
years st ee 

Deaths 





Measles* 
Deathst 


Ophthalmia neonatorum 
Deaths 





Paratyphoid fever 
Deaths | .- 
Pneumonia, infocseaale 


Deaths (from influ- 
enza)ft ace sai 








Pneumonia, primary 
_ Deaths 





Polio-encephalitis, acute 
Deaths — re 





Poliomyelitis, acute .. 
Deaths§ ; si 





Puerperal fever .. 
Deaths zs 





Puerperal pyrexia] 
Deaths s% 





Relapsing oe 
Deaths ` š 





Scarlet fever 
Deathst 





Smallpox 
Deaths 


Typhoid fever .. 
Deaths 





Typhus fever 
Deaths 


Whoopie souehy 
Deaths 
Deaths (0-1 Tear) . 
Infant mortality ‘rate 
(per 1,000 live births) 


Teamin, (excluding still- 


s) 
Aanual death rate (per 
1,000 persons living) 





Live births 
Annual rate per 1 ,000 
persons living si 


Stillbirths 
Rate per 1,000 total 
births Gncluding 
stillborn) aa 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t{ Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

1 Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES j” 


7 
Poliomyelitis and Polio-encephalitis , í 


The notifications of these diseases were 70 more than in 
the preceding week. The largest returns during the week were : 
Yorkshire West Riding 24 (Leeds C.B. 5, Dewsbury C.B. 4, 


Colne Valley U.D. 2, ‘Spenborough U.D. 2); London 20 ` 


(Camberwell 4, Kensington 3, Hampstead 2, Paddington 2, 
Southwark 2, Wandsworth 2); Middlesex 13 (Hornsey M.B. 6, 
Enfield U.D. 2); Lancashire 12 (Liverpool C.B. 6); Cornwall 8 
(Camborne—Redruth 3, Penzance M.B. 2, West Penwith R.D. 2) ; 
Essex 8 (West Ham C.B. 2); Southampton 7 (Portsmouth 
C.B. 2); Warwickshire 6 (Birmingham C.B. 2, Coventry C.B. 


.2); Cheshire 6 (Winsford U.D. 3); Suffolk 5 (Bury, -St. 


Edmunds M.B. 2); Leicestershire 5 (Leicester C.B. 2). 

In the week ended Aug. 6, 1949, notifications of poliomyelitis 
numbered 164 (147) and of polio-encephalitis 22 (22). (Figures 
for the preceding week are shown in parentheses.) Counties 
with multiple cases (poliomyelitis and polio-encephalitis 
together) were: London 31 (20), Bediord 5 (2), Berkshire 3 
(2), Chester 3 (6), Cornwall $ (8). Derby 2 (0), Devon 6 (1), 
Essex 7 (8), Gloucester 5 (3), Hei ated 3 (3), Kent 3 (3), Lan- 
caster 12 (12), Leicester 5 (5), Lincolnshire, Lindsey 4 (4), Middle- 
sex 15 (13), Somerset 2 (0), Southampton 9.(7), Stafford 2 (1), 
Suffolk West 6 (4), Surrey 7 (1), Sussex West 2 (4), Warwick 5 
(6), Yorks Hast Riding 2 (2), Yorks North Riding 2 (1), Yorks 
West Riding 17 (24), Glamorgan 5 (3), Monmouth 2.(2). 

Some outbreaks with high attack rates in comparatively small 
communities are still being reported, but there is also a genéral- 
ized rise in prevalence like that of 1947. Fortunately the noti- 
fications in the week under review are 301 fewer than those of 
the corresponding week of 1947. The figures are : © 





l 
+ 


Poliomyelitis | Polio-encephalitis 
_ 1947 week ended Aug. 2 . ~ - 448 39 
1949 ,, » Aug. 6 164 22 





Discussion of Table 


In England and Wales a decrease occurred in the number-of 
notifications of measles 786, whooping-cough 209, scarlet fever 
112, acute pneumonia 66, while a rise was reported for acute 
poliomyelitis 51, acute polio-encephalitis 19, and diphtheria 22. 

The largest decreases in the notifications of measles were 
Warwickshire 115, Lancashire 94, London 76, Cheshire 72, 


+ 
4 


Kent 72, while the only exception to the general decreasing | 


trend was a rise of 51 in Norfolk. A small fall in the incidence 
of scarlet fever occurred in every region. of the country. except 
in the eastern region, where there was a slight rise. No changes 
of any size were ‘reported'in the local trends of whooping- 


cough. The chief features of the returns’ of ‘diphtheria were _ 


increases in Staffordshire, where the cases rose from 0 to 11: 
and involved eight administrative districts ; Warwickshire, with 
a rise from 4 to 10 (Birmingham C.B. 9); Yorkshire West 
Riding, with a rise from 1 to 8, where the cases were spread 


' through six administrative areas. 


An outbreak of dysentery involving 18 persons was notified 
in Buckinghamshire, Amersham R.D. A further 14 cases of 
dysentery were notified’ from Warwickshire, Warwick R.D., 
bringing the total cases during the past three weeks to 81. The 
other large returns of dysentery were Lancashire 11 and Lon- 
don 10. Of the 50 cases of paratyphoid 30 were notified in 
Lancashire (Liverpool C.B. 21). 

In Scotland decreases were recorded in the Suis of notifi- 
cations of measles 29, acute primary pneumonia 20; dysentery 
14, while an increase of 23 was reported for scarlet fever. 
Fifteen cases of poliomyelitis were notified, an increase of 8 
on the number of the preceding week. The rise in the incidence 


of scarlet fever was mainly due to the northern and north- ' 


-~ eastern areas. 


In Eire rises. occurred in the number of Huaco. of 
diarrhoea and enteritis 49 and whooping-cough 56, and a fall 
of 15 was recorded for scarlet fever. An increase of 56 occurred 
in the notifications of diarrhoea and enteritis in: Dublin C.B. 

In Northern Ireland an increase of 21 in the- number of 
notifications of measles was the only change in the trends of 


1 
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infectious diseases, The rise was contributed by the counties 
of Londonderry and Tyrone. 


Week Ending August 6 


The notifications of infectious. diseases in England and Wales 
during the week included: scarlet fever 854, whooping-cough 
1,566, diphtheria 89, measles’ 3,683, acute pneumonia 220, 
cerebrospinal fever 19, acute poliomyelitis 164, acute 'polio- 


encephalitis 22, dysentery 45, paratyphoid fever 37, typhoid 


fever 5. 








Medical News 


` 
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Awards, by N.A.P.T. 


The N.A.P.T. has awarded the following scholarships to 
Colonial medical personnel to enable them*to spend a period 
in Britain studying anti-tuberculosis methods. ‘Scholarships of 
£120 each to: Dr. R. K. Richardson (Trinidad), Dr. A. W. E. 
Moreira (Federation of Malaya), Dr. Abbas bin -Haji Alias 
(Federation of Malaya), Dr. Mohd Din bin Ahmad (Federation 
of Malaya). Scholarships of £80 each to : Miss W. C. Jones, 
matron (Jamaica), Mr. See Ho Meng, male nurse and hospital 
assistant (Singapore). A prize of 100 guineas for.an essay on 
the control of tuberculosis in a British Colony by a medical 
officer in the service of a Colonial Government has been 
awarded to Dr. Vincent Hetreed, of Northern Nigeria. 


Scientific Films 


The Third International Scientific Film Congress will be held. 


in Brussels on Sept. 30-Oct. 5. In conjunction with the congress 
there will be a Scientific Film Festival at which medical films 
will be shown. The Scientific Film Association of Great Britain 
is considering the films to be submitted as the British entry in 
the festival. While the association knows of most of the 
important films, it would appreciate information about privately 
produced films suitable for inclusion. Full details should be 
sent to the office of the association at 4, Great Russell Street, 
‘London, W.C.1. _ f ~ 


` Pharmaceutical Conference 

The, Pharmaceutical Society of Great Britain will be: repre- 
sented at the Assembly of the International Pharmaceutical 
Federafion in Amsterdam on Aug. 29-Sept. 2 by the president, 
Mr. H. Clement Shaw, Professor Brindle, Professor Todd, Dr. 
J: M. Rowson (who .will read & paper at the Assembly), Mr. 
E. A. Brocklehurst, Miss M. A. Burr, Mr. J. F. McNeal, and 
Mr. F. W. Adams (secretary and registrar). l 


. Tuberculosis Appointments in Italy ~ 

' A number of appointments at the Ospedale Sanatoriale 
“Forlanini” in Rome and at the Ospedale. Sanatoriale 
-< “Forlanini” in Naples are open to British medical practi- 
tioners who wish to learn Italian methods of treating tubercu- 
losis. ‘The appointments are tenable from Nov. 1; 1949, to 
June 30, 1950. Those holding them will receive full board 
~and lodging at the hospital, but must pay their return fares 
_ and supply their own pocket money. Candidates should send 
their applications before’ Sept. 15 to the Controller, Education 
Division, British Council, 3, Hanover Street, London, W.1, 
giving particulars of their age, medical training and experience, 
and the names and addresses of two referees. 


Progress Report on Cancer Research 


A series of 15 articles on cancer research have been prepared 
by Mr. Lester Grant, a science writer on the staff of the New 
York Herald Tribune. They are designed to be an authoritative 
progress report on work in'this field, and the United Nations 
Educational, Scientific, and Cultural Organization, 19, Avenue 
Kléber, Paris, 16¢, has purchased them and is willing to make 
t. the whole series available freely to any journal or individua 

on request. ; 
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Manchester Paediatric Club 

At the fifth meeting of the Manchester ‘Paediatric Club on 
July 18 Professor Alton Goldbloom, professor of paediatrics 
at McGill University, Montreal, Canada, delivered an address - 
on “Pitfalls in Paediatric Diagnosis.” The second annual 


- general meeting of the club will-be held on Sept. 27. 


National Institute for the Deaf 


At the annual general meeting of the National Institute for 
the Deaf, held on July 6, the president, the Duke of Montrose, 
referred tothe greatly increased work of the N.I.D., much of 
it due to the introduction of the Health Service. Thousands 
sought advice on all kinds of problems relating to new legisla- 
tion. He.emphasized the improvements necessary in the supply 
of hearing-aids under the Government scheme, and said that 
new and improved hearing-aids would soon be available. The 
chairman of the council, Mr. R. Scott Stevenson, said that the 
institute had become an active information bureau, with an 
average mail of some 400 letters a week. The institute was in 
constant touch with Government departments and organiza- 
tions of many kinds. Mr. Edward Evans, M.P., vice-chairman 
of the N.I.D. and chairman of the National Advisory Council 
for the Welfare of Handicapped Persons, set up by the Minister 
of Health, pointed out that the Minister had stated categorically 
that welfare work could not succeed without the help of the 
voluntary societies. The State had therefore accepted the ulti- . 
mate responsibility for the care of the handicapped, but left 
the human administration to those who by long experience and 
devoted service, coupled with technical efficiency, were best 
suited to administer that great conception of social service. 


` 


Funds for Peckham Health Centre- 


Lord Nuffield has offered £5,000 to Peckham Health Centre 
if other subscribers give the same amount. The health centre 
States that subscriptions have now nearly reached the required 
figure, but further contributions are urgently needed. One way 
in which funds can be raised is through the health centre’s 
Bulletin, since the costs of publication and postage have been 
defrayed by a friend. The Bulletin costs 7s. 6d. a year, and is 


obtainable from 8F, Hyde Park Mansions, Marylebone Road, 
London, N.W.1. 


Health Education 


At the 22nd annual general meeting of the Central Council 
for Health Education, held on July 28, Lord Woolton was 
re-elected president and Sir Allen Daley and Dr. Charles Hill 
vice-presidents, Dr. E. K. Macdonald, medical. officer of 
health for the City of Leicester, was reappointed chairman 
of the council, and Dr. W. A. Bullough, formerly county 
medical officer of health for Essex, and Dr. Robert Forgan 
were also re-elected as vice-chairman and honorary treasurer 
respectively. In his report for the year Dr. Macdonald said 
that in spite of the reduction in the grant from the Ministry 
of Health the council had been able to maintain its equilibrium 
and to introduce several promising and significant developments. 
During the year the Central Council had organized three series 
of short refresher courses at 12 university centres in England, 
Wales, and Northern Ireland. They had proved so successful 
that the council proposed to make them a permanent feature 
vof its free sefvices and to extend their scope considerably. 
The council had also considered what it might do to relieve 
the very heavy burden on general practitioners working under 
the Health Service. It was planning a series'of small leaflets on 
specific disorders, which general practitioners would be able 
to hand to patients at consultation. These leaflets would 
contain information about diét, etc., which would supplement 
the physician’s verbal instructions, and which the patient could 
keep for reference. The scheme would be operated in con- 
junction with local authorities. He also referred to possible 


_ changes in the constitution of the council, which would prob- 


ably give a predominant influence to local authorities. It 
would perhaps mean the severance of some old ties, but it 
would give the council a more official standing and greater 
financial stability and thus enable it to continue to exercise 
a growing influence on the development of health education. 


Pal 
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Commendation for Bravery . 

Dr.” Eric Buchanan Ross, general medical practitioner, 
Cambois, Northumberland, has received the King’s Commenda- 
tion for brave conduct for services when an accident occurred 
in a mime. 


Wills ; 

_ Dr. Ronald Edgar French, of Burgh Heath, Surrey, left 
£135,119. Dr. William George Harnett, of Hadley, Barnet, left 
£43,785, including £100 to the Royal Medical Benevolent Fund. 
Dr. Kenneth Rogers, of Bournemouth, left £12,758. Dr. James 
Nowell Richardson, of Halton, Leeds, left £12,064. Dr. Frank 
Spiller Locke, of Tunbridge Wells, Kent, formerly Reader in 
Physiology, King’s College, London, left £232,538, with the 
request that, after certain bequests had been made, part of 
the residue go to the Royal Society, to be utilized for endowing 
“Locke” fellowships for research in experimental physiology 
and pharmacology. Sir James Purves Morisson Purves-Stewart, 
of London, W.8, left £57,478, including £2,500 each to the 
University of Edinburgh and Westminster Hospital Medical 
School, the income to be used in assisting senior medical 
students and young graduates who would benefit by temporary 
financial assistance. 


COMING EVENTS 


i Annual Meeting of the British Association 
The 111th annual meeting of the British Association for the 


- 


- Advancement of Science will be held at Newcastle-upon-Tyne 


from Aug. 31 to Sept. 7. Sir John Russell, F.R.S., will speak 
on “ World Population and World Food Supplies ” in his presi- 
dential address. Among the subjects to be discussed by the 
physiology section, of which Professor R. A. Peters is the 
president, are adolescent nutrition, relations of brain to mind 
(joint meeting with the Section of Psychology), and folic acid 
and anaemia. i 


~ 


French Congress of Electroencephalography 

The Second International Congress of Electroencephalo- 
graphy will be held in Paris on Sept. 1-3. Information may 
be obtained from Dr. H. Gastaut, 149, Promenade de la 
Corniche, Marseilles. l 


French Congress of Neurology 

The 4th Congress of Neurology will be held in Paris on 
Sept. 5-10. Information may be-obtained from Dr. Raymond 
Garcin, 19, Rue de Bourgogne, Paris, 7°. 


Photographic Exhibition 

The 94th annual exhibition of the Royal Photographic Society 
will be held at 16, Princes Gate, London, S.W.7, from Sept. 9 
to Oct. 26. The scientific, including medical, section is from 
Oct. 8 to Oct. 26. Particulars may be obtained from the 
secretary of tbe society at the address given above. 


Physiotherapy 

The Annual Congress of the Chartered Society of Physio- 
therapy will be held at the Assembly Hall, St. Pancras Town 
Hall, Euston Road, London, N.W.1, on Sept. 14-18. Particulars 
may be obtained from the society at Tavistock House North, 
‘Tavistock Square, London, W.C.1. 


Infertility i 

The Family Planning Association will hold an annual con- 
ference on infertility at Edinburgh on Sept. 17-18. Particulars 
may be obtained: from the association at 69, Eccleston Square, 
London, S.W.1. ` f 


Exhibition for Rheumatic Patients 
The British Rheumatism Association will hold an exhibition 
for rheumatic patients at the Town Hall, Chelsea, on Sept. 27-30. 
Concurrently there will be a two-day conference on (1) the 
welfare of the rheumatic patient, and (2) the interests of the 
handicapped rheumatic. Tickets for the conference cost 10s. 
Information may be obtained from the Association at 5, Tite 
Street, Chelsea, London, S.W.3 (telephone: FLAxman 2957). 
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MEDICAL NEWS 


i Hopkinson. —On July 31, 
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Middlesex Hospital Medical School : 

The annual dinner of the Middlesex Hospital Medical School 
will be held at the Savoy Hotel on Friday, Sept. 30, at 7 for 
7.30 p.m. l 


SOCIETIES AND LECTURES 


Tuesday 


EDINBURGH POSTGRADUATE BOARD FOR MEDICNE.—At Anatomy 
Lecture Theatre, Edinburgh University, Aug. 23, 4.30 p.m., “ The 
Conducting System of the Heart,” by Professor Thomas Walmsley. 


Friday 
NATIONAL HOSPITAL: INSTITUTE OF NEUROLOGY, Queen Square, 


London, W.C.—Aug. 26, 5 p.m., “ Topectomy: Cortical Ablation 
for Treatment of Mental Illness,” by Professor J. Lawrence Pool.” 


_ APPOINTMENTS 


The following have been appointed to the Civil Consulting Staff 
of King Edward VII Convalescent Home for Officers at Osborne, 
East Cowes, Isle of Wight, as from June 4: Sir Francis Fraser, 
M.D., F.R.C.P., Sir James Paterson Ross, K.C.V.O., M.S., F.R.CS., 
W. D. W. Brooks, D.M., F.R.C.P., D. E. Bedford, M.D., F.R.C.P., 
D. H. Brinton, D.M., F.R.C.P., H. Osmond Clarke, C.B.E., F.R.CS., 
A. E. Porritt, C.B.E, M.Ch., F.R.C.S., R. Marnham, M.Ch., F.R.CS. - 


BUNTING, F. W., M.B.E., M.D., D.P.H., Medical Officer of Health for Prescot 
Urban District Council. : 

Casson, F. R. C., M.B., B.S., D.P.M., Clinical Assistant to Department of 
Psychological! Medicine, Charing Cross Hospital, London, W.C. 

ENTON-RUSSELL, D., M.D., D.P.H., D.P.M., Consultant Psychiatrist, Stanley 

Royd Hospital, Wakefield, Yorkshire. 

HoLrLand, C. B., M.B., Ch.B., D.A., Consultant Anaesthetist in the Ipswich 
Area, East Anglian Regional Hospıta! Board. f 

Jones, JOHN FRASER, M.B., B.S., House-surgeon, the Royal Hospital, 
Wolverhampton. 

Keepinc, Joyce Auprey, M.D., M.R.C.P., Physician to Paddington Chest 
Clinic, London, W. - 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS i 


Crabtree.—On August 5, 1949, at the Queen Elizabeth Hospital. Birmingham, 
to Joyce May “ Maimé ” (née Airey), wife of Norman L. Crabtree, F.R.C.S., 
of 14, Church Road,- Edgbaston, a brother for Valerie and Jennifer—John 
Rawcliffe. 

Herford.—On August 6, 1949, at Cliveden Memoria! Hospital, Bucks, to Mary 
(née Crago), wife of Dr. M. E. M. Herford., D.S.O., a daughter. 

Lambert.—On August 5, 1949, at Hillingdon Hospital, to Sadie, wife of Dr. E. 
Vivian Lambert, of Uxbridge, a son. ss 

Leslle.——On July 11, 1949, at the Duke of York Nursing Home, Bradford, to 
Frances, wife of Dr. William Leslie, a daughter. 

Murley.—On August 12, 1949, at 43, Newlands Avenue, Radlett, Herts, to 
Dayne (née Garrod), wife of R. S. Murley, M.S., F.R.C.S., a son—David 

cter : 

Ounsted.—On \ugust 5, 1949, to Margaret Ounsted, B.M., wife of Christopher 


Ounsted, B.M., a son. 
` MARRIAGE 


Eason—Towler.—On August 6, 1949., at St. Paul’s Presbyterian Church, Croy- 
don, Thomas John Eason, F.R.C.S., to` Ruth Willand Towler, M.B., Ch.B. 


m DEATHS a 


Ashby.—On August 6,1949, at 127, Roundhay Road, Leeds, J. E. Ashby, 
M.R.C.S., L.R.C.P., aged 59. i 

Battiscombe.—On August 4, 1949, at 29, Drakes Avenue, Exmouth, Eric 
George Battiscombe, M.R.C.S., L.R.C.P., aged 76. ‘ 

Campbell.—On July 7, 1949, at 20, Daneswell Drive, Leasowe, Cheshire, Thomas 
Graham Campbell, L.R C.P.&S.Ed., L R.F.P.S.Glas., aged 79. 

Charles.—On August 2, 1949, at Bournemouth, Rhys Pendriil Charles, T.D., - 
M.D., of 9, Dean Park Road, Bournemouth. 

Crisp.—On August 12, 1949, at 2, Hillside Road, Cheam, Surrey, Thomas 
Sah. M.D., late of St. George’s House, Chorley, Lancs, and Tinterfeld. 

Foster.—On August 5, 1949, at Danby, Yorks, John Robert Foster, M.B., 
C.M., F.R.C.S.Ed., formerly of West Hartlepool, aged 81. 

1949, at 6, Adams Road, Cambridge, 
Hopkinson, M.B., B.Ch., aged 85. 

Kaufmann.—On August 2, 1949, Walter Kaufmann, M.D., of 18, Danes Court, 
Wembley Park, Middlesex. : 

Macneitl.—On August 6, 1949, at 64, Hook Road, Surbiton, Surrey, Robert 
Archibaid Macneill, M.B., Ch.B., aged 74. 

McNabb.—On July 28, 1949, Harry Horsman McNabb, M.D., of 8a, St. John 
Street, Manchester, and Butley Close, Prestbury, Cheshire, aged 74, : 

May.—On August 3, 1949, at Torquay, Harry John May, L.S.A., of Chudleigh, 
Devon, aged 84. z 

Mitchell.—On July 29; 1949. at the Royal Hospital, Wolverhampton, Nevil 
Robert Kennedy Mitchell, F.R.C.S.Ed. 

Newtun.—On August 3, 1949, in Melbourne, Australia, Sir Alan Newton, M.S., 
F.R.C.S., aged 62. i 

Palmer.—On July 28, 1949, at Accra, Gold Coast, Ralph Winnall Palmer, 
M.R C.S., L.R.C.P., aged 35. 

Parkhurst.—On July 27, 1949, at Rathan, Lewes Road, Newhaven, Sussex, 
Rodie Parkhurst M.B., C.M.Ed., aged 80. 

Wilson.—On July 30, 1949, at 76, Farquhar Road, Edgbaston, Birmingham. 
Theodore Stacey Wilson, M.D., F.R.C.P., aged 88. 


Albert 


AE 


4 


` 


AUG. 20,1949 0 BRITISH MEDICAL JOURNAL _ ADVERTISEMENT 


wi 


i 


ui 





fil 


1 H, f 
it ha 
ye 











if 


d 


a 
ra b 





E + 


`~ ~ 


- 


IN ANALGESIA 


- 
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~ 1540: “Take a fatte -piece of veale or ellse a fatte capon and boyle it in 
water or ellse white wyne and strayne at from the fleshe, and sett the saide 
‘lycor over the fyre, agayn, and putt therto these things folowing, of 
mallowes ii. unces, of violett leaves, of night shade ana 3 i. lett them boyle 
untyll they be very softe and tendre, and powre awaye the licor from them, 
and putt therto barley water as shall suffise to make tt a pulthes”. 
: f (A pulthes to cease payne devised by Dr. Burts) 
Today the physician has, in ‘Physeptone,’ a specific agent for the relief of 
pain. * Physeptone’ is more powerful than morphine and does not cause 
hypnosis or constipation. It may with advantage replace morphine as an 
analgesic for patients confined to. bed. ‘Physeptone’ is available as 5 mgm. 
compressed products for oral administration (bottles of 25, 100 and 500), 
and as injection, 10 mgm. per c;c. (ampoules of 1 c.c., in boxes of 12). 


= SPHYSEPTON EL 
: BRAND 
j z , dl-2-DIMETHYLAMINỌ-4 : 4-DIPHENYLHEPTANE-5-ONE HYDROCHLORIDE 


| THE ESTABLISHED ANALGESIC 


~N 


~ 


BURROUGHS WELLCOME & CO. (TNE. WELLCOME FOUNDATION LTD.) LONDON 
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Elastócrepe is Elastoplast cloth without the iE ee 
adhesive spread. It, therefore, has the- unique’ > . l : 
properties of stretch and regain which are associated 


with Elastoplast. - El 
Elastocrepe provides comfortablé and adequate asto cr epe 


support and compression for its particular purpose, - : 
and is superior in every way to the ordinary crepe . SMOOTH, SURFACE CREPE 


bandage. When soiled it may be washed—washing ` BANDAGE 
renews its elasticity. ` 


Madein England by T. J. SMITH & NEPHEW LTD., HULL 
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| DI-ISOPROPYL 
FLUOROPHOSPHONATE. 


For the treatmeat of 
Glaucoma, Paralytic Ileus and 
. Myasthenia Gravis : 





A potent miotic and inhibitor 
of cholinesterase 


/ 
D.F.P. resembles physostigmine in promoting the 
accumulation of acetyl choline in the tissues. But 
the inhibition of cholinesterase by. D.F.P. is 
irreversible and occurs at a much lower concentra- 
tion. Clinical trials show that D.F.P. gives pro- 
longed control of intraocular tension in glaucoma, 
and is often effective when other miotics fail. 
D.F.P. also increases the motility of both large and 
small intestines in paralytic ileus and may reduce 
the requirement of neostigmine in myasthenia gravis. 


Available as: : 
D.F.P. EYE-DROPS-BOOTS. 0.1% solution in arachis oil. 
Bottles of 10 ml. 

INJECTION OF D.F.P.-BOOTS. Sterile 0.1% solution in 
arachis oil. Box, of 6x 2 ml. ampoules. 





‘Literature and further information on request to Medical Dept. 


BOOTS PURE DRUG COMPANY LIMITED 


NOTTINGHAM ENGLAND 
S.42 








~ 


BRITISH MEDICAL JOURNAL 


- 


AUG. 20, 1949 





Here’s 
‘metal more attractive 


IRON in readily assimilable 
form is the metal so vital 
for the successful treatment 
of hypochromic anzmias. 


Of the iron compounds 
usually given by mouth, fer- 
rous sulphate is generally re- 
cognised as the most effective. 


In ‘PLASTULES,’ ferrous 
sulphate is presented in its 
most attractive form—as a 
semi-fluid in a capsule which 
rapidly dissolves in the stom- 
ach, thus ensuring maximum 
absorption. ‘ PLASTULES’ 
induce a rapid response with- 
out gastric upset. 
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Each ‘Plastule’ Plain contains 


Ferrous Sulph. Exsicc. B.P. 


5 gr., dried yeast } gr. They 
are also available with Hog 
Stomach, with Liver Extract, 
and with Folic Acid. 


% Plastules ” Heematinic Compound 


Trade Mark 


~ 


JOHN WYETH & BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON RD., LONDON, N.W.1 
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PLASTIC TUBING 
for ENDOTRACHEAL, DRAINAGE, INTRAVENDUS, 
HIGA PRESSURE, PENICILLIN ADMINISTRATION, 


AND LABORATORY USE 


, Literature and samples on request 


Manufacturers: 
_ Portland Plastics Limited. 
Abbey House, Victoria Sireet, §.WV.1 
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oe Any Questions 2: 
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i ET E should give iheir: names aa addresses (not Tor 
, publication) and include all relevant details in- their questions, 
which should be typed. “We publish ‘herea selection of those 
questions and answers which seem to be of i interest. 


a! 


S Infection from Ducks’ Eggs 


Q.—What is the toxin sometimes present in ducks’ eggs? 


is there less danger‘ of infection if the duck is kept-in a pen 
„and given fresh-water daily, with no access to dirty water.? 
“What precautions should be taken in cooking ducks’ eggs? 


A.—The retention of the term “ food-poisoning ” to describe 
~a variety of conditions, some due to toxins, some to infection 
by living bacteria, evidently explains the misconception, in this 
The noxious agent present in a small proportion of 
ducks’ eggs is not a toxin but a living organism,“ usually 
Salmonella typhi-murium (“ B. aertrycke”’), sometimes Salm. 
enteritidis (' Gaertner’s bacillus ”). “These organisms cause an 
infection in the bird itself and are actually within the egg when 
it is laid. They are closely related to the enteric group but 


produce a very different type of disease, with a short incubation | 


period (one to two days) and an acute onset. The condition 
takes the form of an acute catarrh of the entire alimentary 
tract, with fever and diarrhoea, and its duration is commonly 
only ‘three days. Birds free from the infection will not acquire 
it if kept under~clean conditions, and particularly away from 


ponas and other dirty water. Possible sources of infection, apart - 


from other birds, are pigs and rodents. No form of cooking 
which fails to coagulate the whole ofthe egg protein is likely to 
destroy the organism—that is to say that eggs lightly boiled or 
poached will. be infective ; they should be al when boiled hard 
or when used in cake-making. - 


Bleeding Nipples 


Q.—What is “the cause of exudation of blood PERN both 
nipples of a‘nursing mother?, In the case I have in mind— 


in a primipara aged 32—bleeding started immediately after 


parturition, and for a week blood mixed with colostrum could 
be expressed from the nipples. 


A.—This phenomenon is well Known but ‘is comparatively 
rare. -It is associated with the enormously increased blood 
supply- and congestion. of the breasts which develop very quickly 
after childbirth, and is presumably the result of some inherent 
fragility of the capillaries around the alveoli. It has nothing to 
. do With the character of the labour. Sometimes the blood is 
not fully mixed with the colostrum or milk—suggesting that the 
trouble is limited to certain ducts and alveoli. >In other cases 


it is intimately mixed, giving the appearance of “ brown ” milk. 


The occurrence may be only transitory, subsiding gradually 


after the first few days, but sometimes it persists long: enough. 
: torjustify discontinuing breast: feeding. Although the’ writer-has : 


‘no experience of it, it would seem worth while trying. the effect 


‘of 5 mg. stilboestrol, twice daily for 24 to 48 hours, during which | 


time suckling. or expression O e milk should -be continued 


to avoid suppression of lactation. 


Persistent Sinus after Fractured Coccyx , 
Q.—A woman of*28 had a fall.10 years ago resulting in 
fracture of the coccyx.~ A loose piece of bone was removed, 
but the wound healed slowly and a shallow: sinus formed. 
Several sequestra have since been removed, but the sinüs persists 
with a slight clear discharge. The chest is clear.- For the past 
few years the sinus has periodically shown a tendency to close, 
and this is accompanied by photophobia, headache,.and irrita- 
bility. These symptoms do not appear to He neurotic. What 
treatment do you advise? ™ 


; A.—From the history it appears that there was infection 
` of the fracture haematoma, leading’ to osteitis of the coccyx. 
Persistence of the sinus suggesis either that infection is still 


a 
— 


ANY QUESTIONS ? 


i capped ‘by —‘ over-sturdy legs.” 


“‘lipodystrophy, and the cause is unknown. 


Y ee z 
` 
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SAGES in "the remaining bone or that there. is a further 
~ Sequestrum. In general, the treatment of such cases would 
' depend.on the.clinical course and the radiographic appearances. 


If evidence’ of residual bone- infection. were found on x-ray ` 
examination, excision of the coccyx Would be indicated. If the 
radiographs “were inconclusive, a decision would have to be 
made on clinical grounds alone ; but, unless the clinical course 
suggested that continued progress was being made towards final 
spontaneous closure, excision of the coccyx—preferably under 


‘penicillin. and sulphonamide ` control—would usually be advis- 


able.. Local and general, symptoms after temporary closing of 
a sinus—particularly when accompanied by pyrexia—often indi- 
cate local pocketing of pus. In the absence of pocketing it is 
difficult to understand how such symptoms as are described 
in this case could arise. 


' Sleepwalking in Childhood 


Q.—A boy of 7 walks in his sleep. Is he likely to come to 
any harm if he should wake to find himself out of bed? Should 
one talk to him, or should one attempt to lead him back to bed 
—or merely follow and allow him to return in his own time ? 
He will be moving shortly to a house at the seaside. Would 
he be likely to walk out of the house to the beach, which is 
only a short distance away? What do you advise? 


A.—lIt is generally agreed that, although sleepwalkers seldom 
come to harm, this does sometimes happen. In childhood 
somnambulism is not uncommon, the child often acting out a 
dream in which he is looking for: his mother to comfort him. 
The stimulus may be anything emotionally upsetting, such as 
worry over school or home relationships ; if this can be detected 
and resolved, sleepwalking usnally ceases unless there is a 
general disturbance of personality involving great anxiety. It 
is better to let a child find his way back to bed, if possible, 
giving him a tucking-up that even in a-dazed state ‘he may find 
reassuring. It is advisable to avoid over-excitement and alarm- 
ing reading at bedtime, which should be made a specially 


pleasant time so that he goes off to sleep feeling happy and 


safe: - Phenobarbitone can also be a useful preventive. It is 


_just -possible that the boy, if he knows of the forthcoming move 


to the sea, may be disturbed by fantasies about the change of 
house, and will settle down when this has actually taken place. 


A Fat Legs 


Q.—An otherwise attractive spinster of 25 is socially handi- 
-The distribution of fat is normal 
above the waist but massive below; periods are scanty, and 
there istsome hypothyroidism. Can you explain the localiza- 
tion of fat to this site, and suggest a remedy ? 


A.—Fat distribution below the waist, \with absence of fat 
above the waist, is characteristic of the disorder known as 
However, in idio- 
pathic adiposity it is by no means uncommon for this distribu- 
tion to be present.in milder degree, or for the fat to be located 


‘in the abdomen and hips, and perhaps the upper arms, leaving 


the face thinis’ In :Cushing’s syndrome the ‘face and neck, in 
contrast, are fat. No. one has yet been able to explain the cause- 
of the many ‘varieties of fat distribution met with. The treat- 
ment is that of adiposity in general, and, unfortunately the fat 
depots are sometimes more -resistant than the areas where fat is 
normal. As regards ‘ ‘ over-sturdy ” legs, this has a constitu- 
tional genetic: basis, and is probably not of endocrine origin. 


At is certainly’ not. amenable to endocrine therapy. 


: Thrombo-angiitis Obliterans 

Q.—How should one treat thrombo-angiitis obliterans in a 
man of 50 years who has-been suffering from intermittent 
claudication in both legs for two years? Is vitamin E of any 
value ? i : 
E: Y 
details are given. The fundamental indications are to improve 
the collateral circulation and to minimize the risks of gangrene 
by scrupulous attention to the toilet of the feet. The various 
methods of improving the- circulation include the use of 
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‘ vasodilator drugs, saline and ether—saline injections, intermittent 


venous occlusion, and lumbar sympathectomy. Specific indica-- 


tions for these various measures can be found in the standard 
textbooks, Vitamin E ‘and -similar substances, especially 
a-tocopherol, have recently been employed in the treatment 


- of peripheral vascular disease ; early reports were enthusiastic, 


but these have not been endorsed by subsequent experience. 


Enlarged Liver after Amoebic Dysentery 


Q.—A European living in an area where amoebiasis is 


endemic,- and who. has had amoebic dysentery in the’ past, 


suffers from a painful enlarged liver with moderate pyrexia. 
No protozoa have been found in the stools, and malaria was 
excluded. The total leucocyte count.did not rise above 7,400 
per'c.mm., and no jaundice was present. 
amoebic treatment was started (after eight days) the temperature 


~ had settled. Pain and liver enlargement persisted through a full 


course of emetine injections, though diminishing in-severity. 
The patient is now free from signs and symptoms. Is 


‘amoebiasis the probable diagnosis? According to the text- 
books, leucocytosis and a rapid response to emetine are ` 


characteristic of amoebic hepatitis. .Is liver biopsy simple and - 
safe? Could you refer me to a description of the technique ? 


A.—The problem: of hepatic enlargement after amoebic 
dysentery is a difficult one. ‘There is a group of patients in 
whom the textbook criteria of amoebic hepatitis exist and who 
rapidly recover after injections of emetine. There is another 
group with which -medical officers serving in the Middle East 
and Italy during the war became familiar. In these patients 
there is complaint of pain in the right hypochondrium and the 
liver is moderately enlarged and tender ; there is no improve- 
ment with injection of emetine, and biopsy usually shows the 
liver tissue to be normal. Symptoms disappear over a period 
of weéks or months without specific treatment. The nature of 


_ this syndrome, and; indeed, whether it is related to amoebiasis, 


are uncertain. Liver biopsy is simple and safe, but inadvisable - 


- if"active amoebic: hepatitis is suspected.. A description of the 
_ technique appeared in this Journal recently (1949, 1, 657). 


E N SÈ 3 _ 

Aspirin at. « Haematemesis 
Q.—Is there a real risk of haematemesis following. the con- 
tinued administration of aspirin? “Can you give references to 
the literature on this subject ? a 
A.—The danger of haematemesis following the taking of 
aspirin -is not related so much to the continued use of the drug 
as to individual susceptibility. In certain persons aspirin pro- 
duces’ inflammatory reaction when it’comes in contact with the 


1 
{ 


mucosa of the lesser curvature of the stomach. Aspirin in 


solution has been shown’ by Douthwaite and Lintott (Lancet, 
1938, 2, 1222) to be non-irritant. The difficulty experienced 
hitherto has been that calcium aspirin has tended to break down 
with the liberation of salicylic acid. A preparation’ is now sold 
which overcomes this disadvantage. 


Angioneurotic Oedema : 


` 


-Q.—W hai are the prognosis and treatment of angioneurotic 
oedema in a man aged 68? He is allergic to strawberries and 
other foods, and at the age of 36 he had severe pruritus which 
cleared up under x-ray treatment. He-now seems to be in 
constant fear of_“ choking.” Is there anything better than 


adrenaline, which appears to have been efective in previous 


attacks? Would, desensitization be worth while? oe 
A.—Since adrenaline was effective in previous attacks, this 


` patient- might be supplied with a syringe and adrenaline ; he 


‘“ phenergan ” 


could then give himself an injection as soon as an attack started. 
- “ Neo-epinine ” „Caleudrine ”) could be used instead of 


“one ofthe antihistaminice drugs, such “as 
(3277 R.P., “ anthisan ” (pyranisamine 
maléate);or “ benadryl,” could also be given. The most careful 


adrenaline, and 


history should BEAKER for possible food or drug allergens, and - 


a food diary might help. Unusual foods, and foods taken in 
excess at times corresponding to the attacks, as well as the 
occasional headache powder, hypnotic, or purgative, should be 


- 


~ 


z : ` 
ANY QUESTIONS ? 


By the time anti- - 
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especially inquired for. -Skin testing is rarely if ever of value : 
in this condition: Trial eliminative measures must include not . 
only the suspected food as usually eaten, but all- foods which 
contain any trace of the suspected allergen. Specific and non- 
specific desensitization are of doubtful value, A thorough 
search should be made for a focus of infection. The prog- 
nosis depends very largely on finding the cause, which is often 
difficult and frequently unsuccessful. - 


NOTES AND COMMENTS 

Muscae Volitantes.—RANA IN-FauciBus and Renis FLurrans (Mr. 
Frederick Ridley, amanuensis) write: We write’on behalf of our 
sisters the .Muscae Volitantes, who are much distressed by the article - 
so headed in “ Any Questions ? ” (July 23, p. 241). Ever since God 
in His wisdom caused light to pass through’ a living jelly so that 
beauty might illumine the soul of man these charming and entertain- 
ing translucent threads, whorls, and dots have cast their shadows 
upon the retinal image. Normally mankind has ignored them; 
often, under favourable conditions of lighting, he has been delighted 
by their antics. They have excited the poet’s fancy and helped to while 
away many an idle hour. Loved by. most, they have always been an 
annoyance to microscopists and, we admit -with some regret, they 
have from the earliest times provided a focus of anxiety for humans 
of sick mind. Our sisters have consoled themselves with the thought 
that many people have chosen less pleasant natural phenomena on 
which to focus their mental illness. To ‘us, of course, it is no 
new thing for humans to seek to “ cure” natural phenomena and to 
“invent ” disease (first they imagine a pathology and from that, with 
much word-spinning, is deduced a logical treatment—preferably an 
operation), but for our sisters this is a new experience. Maybe. 
magic is as young, as we know it to be as old, as man. So uvulae 
have been amputated, the frenulum linguae cut, kidneys “fixed,” 
nipple strings “ broken,” and now muscae volitantes are to be treated 
both medically and, God help us, surgically. It may be argued. 
that disease processes can give rise to optical phenomena’ simulating 
our sisters’ appearance, but we doubt it. In such cases gross, uly, 
opaque monsters may be seen, but surely these could hardly ‘be 
confused with our delicate sisters. Moreover, the normal person 
recognizes at once that such appearances are new—muscae he has 
had with him always.’ We beg you to publish our letter: first, 
because it is both inaccurate and unwise to use the same name 
for the effects of disease processes as is used by Everyman to 
describe a perfectly normal experience; secondly because, as we have 
said, many humans of sick mind are already worried by our sisters, 
and these people should be comforted, not alarmed and confused ; 
and, lastly, because we are quite sure that the right attitude towards 
our sistérs, apart from affection or indifference, is that of Punch, who 
calls them “ flying mice,” and of the late Harrison Butler, who. 
wisely said, “ Muscae Volitantes are things we can all see but only - 
the damn fools look at ’em.” : 


- Family Planning.—The Family Planning Association state that they 
are often asked by members of the public for the names and addresses 
of medical practitioners who give advice on family planning. Medica} 
men who wish to undertake this work or to obtain information about . 
it are invited to write to the Family Planning Association at 64, 
Sloane Street, London, S.W.1; 

Disturbed Micturition in Disseminated Sclerosis—Dr. E. 
LEDERGERBER (St. Gallen, Switzerland) writes: The answer given to 
the question under this heading (“ Any Questions ? ” May 7, p. 832) 
is not very hopeful. I have had fair success in such cases with. 
a testicular extract containing the hydrosoluble and liposoluble 
principles (not the artificial product) in women and oestrone in men. 
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A cultivated public our civilized world over is ‘now cele- 


brating the’ bicentenary of the birth of. Johann, Wolfgang 
von Goethe. It would be difficult to find a happier event 
for commemoration. It had become Germany’s turn for 
a literary heritage. America, was still, a stripling ; the East 
was for Europe still a region partly: fabulous. Our own 
-continent:rang the changes on itself. In belles lettres: France 
and ourselves divided the honours. In our own case.an era 
had supervened when the heroic couplet was supreme ; even 
Homer’s rush and flow were subject to, it by the skill of 
Alexander Pope; and Thomson's Seasons offered a‘ rural 


. counterpoise to it with a commanding Continental follow- 
irẹ Then it was that the German tongue in literature began © 


to be heard—Herder, Schiller, and, as its head and front, 
Goethe. | 


Looking” back in 1824, Goethe wrote, “I was fortunate. ` 
| Shakespeare had left in English nothing else to do ; but in 
German I soon got in front of what there was.” . The new» 


era hailed not from Vienna or Berlin but from.a provincial 
Court, Saxe-Weimar. It brought an engaging air of fresh- 
ness ; it derived from native springs. It some, respects it 
had cousinship with ourselves, Burns, and the Percy 


Reliques. As an invasion it was transient, but its result was ` 


lasting.. It affected Coleridge but touched little. if at all 
the Romantics—Keats and Shelley’ and Wordsworth. 
Byron did not react to it, though it‘reacted to him. -Its 
influence; of course, had in foreign travel to meet the draw- 
back of using an alien tongue, and that difficulty was 
enhanced by a further circumstance—that the spear-head of 
the invasion camé in the form. of the lyric, and the great 
lyric is ‘especially refractory to translation. It is often in 
short lines employing rhyme and a condensed felicity which 


must yet be simple. ‘As examples, and. taking recourse to' 


memory and to comparison, “Wer nie sein Brot'mit Thranen 


* . N 
ass,” ‘runs with “Fear.no more the heat'o’ the sun”; 


and, then again, “Liebchen, kommen diese Lieder 
jemals wieder dir zu Hand ? ” runs with “ Who is Sylvia, 
what is she?” or de Musset’s “Elle était belle, si la 
Nuit.” . The word-music is so wedded, to the sense that no 


"© other words will do. Its audience is limited therefore to a 
native audience consisting of those to whom its language is 


their home tongue, and to a relative few, outside that circle. 
Shakespeare’s songs illustrate this ‘and so do Goethe’s 
Gedichte. Their native magic is incomparable, but it is not 
for export. ` ‘This is a strong plea for a common language. 
The old monkish chants: were in Latin. Esperanto ? No, 
no ; not until Esperanto has, been lived in, laughed in, wept 
in, rejoiced in, sobbed in, can it.be an adequate vehicle fora 
great lyric. . Will such a day.ever dawn? ` , 


Of all the major works, of Goethe, I should suppose the- 


dramatic poem, Faust, Part I, is the one most read to-day. 
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I once visited the exceptionally complete Goethe library at 
Yale, and an impression which I received there was that of ` 
all his works Faust, Part I, is that which has called for most 
editions’ It suffers somewhat ‘less as to width of audience 
‘from the translation' difficulty than do, the lyrics. The 
Story’s general outline is so well known that even a reader 
not fully skilled in German can open ‘it’ practically at any 


' page 'and pick up something of the beauty of the text. 


‘We in English have the added’ zest of the echo of Marlowe's 
- Faustus: “Was this the face that launch’d a’ thousand ships, 
and burnt the topless towers of Ilium ? Sweet Helen, make 


. - » . ` . at 
- me immortal with a kiss ! ” As imaginative poetry those 


lines are scarcely to be excelled, but Goethe’s Faust is far 
, richer in sustained intellectual dialectic. “It is a poem in 
drama rather than an acting play ; it is, however, given on 
the stage, especially in Germany, where it has the added 
appeal .of being German. In it Goethe is thought to have 
succeeded in characterization better than anywhere else in 
the young girl Gretchen of Pa J. Perhaps it is a pity that 
„we readers should be asked ™® find a continuation of her 
in the somewhat wearisome Helen of Troy of Part II. 
Goethe is at his weakest in this respect in Part II. Of 
course he was when composing Part II already an aged 
man. As to the other personae of Part I, the restraint 
exercised in the delineation of Mephisto is a notable inspira- , 
tion, a sort of mischievous “ God’s ape,” too aloof for 
does—a rebel against 
heaven, but of the meaner class. Anything more remote 


, from Milton’s Satan is not to be conceived. Faust, Part I, 


also instances what is not frequent in Goethe, humour—the 
garden scene with Martha. 


As we think back to Goethe’s masterpieces they strike us 
‘by their variety. During much of his career he was a 
literary ‘sounding-board for the Europe of his time. T he 
Sorrows of Werther is a case in point. It bas, I suppose, 
passed over into unreadability. But a romance which once 
took the reading world by storm cannot be altogether 

devoid of lasting merit. It reflected wholesale the sentimen- 
tality of a period when society lived on the brink of war, 
when domesticity: in woman was a universally admired: 
virtue _and ‘middle-class domesticity yearned for the 
Sentimental 
romance is sadly at’ the mercy‘.of satire, even from the 
good-natured. -In halcyon times which we now call 
Victorian, Thackeray rallied the dear high-waistcoated 
He remarked that even after .her 
lover had killed himself “ she, like a well-conducted person, 
went on cutting bread-and-butter.” Goethe in his later 
years said that in Werther he was like the pelican drawing 
blood from his own breast. Is there not a Werther period 
in most young men, even to-day ? 
l aai i 4625 
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' Then there is Iphigenia, a Statuesque poem built on the 
model of antiquity, and challenging its model. And Her- 
mann and Dorothea, a somewhat Virgilian picture of our 
European countryside, told in faultlessly rhythmic verse, 
but again with its rural content and virtuous. thrift and 
wedded life and quiet courage settled along the very fringe 
of war. It had its imitators ; 
fellow’s Evangeline, a late echo from across the Atlantic. It 
also influenced. Clough, and not only in metre. Then there 


are the Wilhelm Meister, and Wilhelm Meister’s Travels, 


and the Journey to Switzerland, and the West-Oestlicher 
Divan, and the dramas of Goetz von Berlichingen, Egmont, 
and The Natural Daughter. For 18 years he was the Director 
of the Grand Ducal theatre at Weimar, and the Grand Duke 
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gave him a freé hand to manage it as seemed best to him, - 


within a certain expenditure. This management was a 
lively interest to. him, and he faintly regretted in old age 
that he had spent so much time on it. A playwright’s 
question at that time in Germany was adherence to the 
classical unities of time and scene. Goethe in some plays 
departed fully from them, in others not. His Poetry and 
Truth is autobiography of his youth’ and early middle age. 
The Conversations by Eckermann continues that theme to 
his death. It is often compared with Boswell’s Life of 
Johnson, but this latter is too much the superior to make 
the comparison instructive. Eckermann was painstaking, 
but a “slow person.” Goethe did not open his heart to him 
intimately ; he treated him somewhat as a retainer. Goethe 


was a man who customarily in his study wore his “ star "—. 


his Court decoration. Eckermann’s wife was never on 
Goethe’s reception list, although he showed personal kind- 
ness to. Eckermann. Goethe gloried in the Court functions 


r 


of Saxe-Weimar. He was never an admirer of the French’ - 


Revolution. He admired Canning’s support. of Portugal. 
` ‘He praised the freedom of the English way of life, but 
thoroughgoing Law A scared him. I should 
suppose him, translated into English terms, a moderate 
conservative. In religion he was essentially a theist, 
althoùgh at the latter end of his life he protested against 
not being regarded as a Christian. 
expressions as “the Lord God” and “ good God ” applied 
to an “incomprehensible Being beyond the reach of our 
thoughts.” He felt that to address prayer to such a Being 
„Was unseemly. As to human personal immortality he was 
in doubt ; about such questions it was the part of a wise 





man who had work.to do to do it and not puzzle himself ` 


with the questions. : 


- But.I.fear I am neglecting part, of what was asked of me 
—namely, Goethe’s scientific writings. To appraise them is 
not a congenial task. In his time natural science was 
commonly called natural philosophy or simply philosophy. 
He busied himself with this off and on throughout his life. 
‘He may be called'an amateur-in it without belittling his 
position in it. His interest in it was wide, and included 
zoology and botany as well as geology and physics. 

Let us turn to the two first:of these and recall where 
'they.stood in Goethe’s period, say from 1780 to 1832, the 
date of his death. The microscope was in use, though not 
so much as the hand lens. Simple visual magnification had, 


He condemned such ° 


although it did not‘foresee it, a great generalization await- ' 


ing it. The hand lens was not powerful enough for it, but 
the compound microscope was. It would be able to show, 
in 1839, that each animal and plant which we see with the 


unaided eye is a-society of living units cohering as a com-. 


posite individual, the whole shaped into a fish, or bird, or 
man, or flowering plant, as the case might ‘be. The 
_ establishing of this immense fact spelt ruin; to much 
gratuitous theory. To such theorizing Goethe had contri- 


- 


buted with enthusiasm. There was a sect of so-called 
“ Philosophers of Nature” who especially cultivated this 
field. The anatomist Oken taught that skull is a set of fused 
vertebrae; Goethe went further and declared that 
primordial vertebra is the basis of structure of the whole 
-tribe of backboned animals. Analogously he taught that 
in the plants a basic element of structure which pervades 
them all is an “ideal” leaf, The plant is an assemblage of 
such modified: leaves. These assumptions stood through- 
out Goethe’s life as untested possibilities, but when, soon 
after his death, the cell-theory and embryology came into 
being, new criteria became available. Embryology did not 
reveal elemental vertebrae within the fabric of the skull, nor 
did the plan} resolve itself- into primordial leaves. Goethe’s 
guesses then receded into the limbo of untenable hypotheses. 
But these guesses did serve to chasten the frozen view of 
species favoured by the Linnean classification and to substi- 
tute for it an idea of fluctuation of a specific form about a 
mean. Goethe attributed this fluctuation to the fancy-free 
Operation of a creative deity which he addressed as Nature, 
an Olympian being. We have to bear in mind that Goethe 
was both a poet and a pagan. It was only at the end of his 
life that, perhaps for appearances, he made some approaches - 
towards the Christian faith—and in doing that he equated 
Christ and the sun. 

But to return to his science. He propounded yet another 
“law of Nature.” It explained the long body of the snake 
as being obtained by suppression of the creature’s limbs ; 
and the relatively large limbs of the frog by shortening of 
the creature’s body. “ Nature” could not add to the aniffal 


except at the price of taking something away. But know- 


ledge does not confirm this. : - 

He also turned to the subject of colour. He was what 
psychology styles “ a visual ” ; that is to say, visual images 
rather than auditory dominated in his mind. Comparing the 
eye with the ear, he speaks of the latter as a “ dull sense,” 
showing how different is the ear for music from the literary 
ear. There is a field of colour which centres on. “ subjec- 
tive colour ”—that is, colour sensible even in absence of 
physical stimulation. Goethe made a number of excellent 
observations on this. He also made physical experiments 
on colour. Professor Andrade, the accomplished physicist 
and also historian of science, comments in the current issue 
of Nature on Goethe’s pronouncements in this field and 
there is no need for me, who am far less competent, to dilate 
upon them here. Suffice it to say that Goethe rejected the - 
fundamental observation on white light and the-prism. He 
reverted to a modification of the Aristotelian theory of 
classical- antiquity. In his great Handbuch, first issued in 
1856, Helmholtz dismissed Goethe’s view as not based on 
science at all: ree i 

Goethe was a man who greatly impressed his contem- 
poraries. His self-confidence as a scientific theorist was 
that of an enthusiast and amateur. He said, and repeated, 
“Ido not attach importance to my work as a poet, but I 
do claim to be alone in my time in apprehension of the truth 
about colour.” Here a great artist was mistaken in apprais- 
ing his own gifts. We learn how necessary in the make-up 
of science is, along with the urge to: discovery, the sublime < 
detachment of the true scientific thinkers. : | 
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The report of the final conference of the British Hos- 
pitals Contributory Schemes Association, which was held at 
Folkestone on Sept. 30-Oct. 3, 1948, has been published. A 
limited number of copies are available on application to the 


` honorary secretary of the association at Royal London House, 
Queen Charlotte Street, Bristol, 1.. ' 
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_ STREPTOMYCIN TREATMENT OF 
SEPTICAEMIA AND MENINGITIS DUE 
TO INTESTINAL ORGANISMS -- 


IN INFANTS © a 


BY 


ROBERT DEBRE 
"AND 
PIERRE MOZZICONACCI | 
With the Collaboration of RAYMONDE GRUMBACH, - 
PIERRE BOULARD, LUCIEN COSTIL, and JANINE MEYER 
From the Faculty of Medicine, University of Paris 


The effectiveness 
organisms of the Bact. coli and Salmonella, groups in 
vitro was quickly recognized by Waksman and others, 
and has led clinicians to make use of this property in 
` the treatment. of infection by intestinal organisms. Since 
1945 encouraging results of thé use of streptomyin have 
been reported in urinary ‘infections (Helmolz, 1945) and 
miscellaneous conditions (Herrel and Nichols, 1945). Several 
authors have confirmed these results (Keefer et al., 1946 ; 
Goettsch ef al., 1948), and we ourselves, struck with the 
frequency of septicaemia and meningitis of this type in 
the newborn and the infant, have reported our prelimin- 
ary investigations (Debré, Mozziconacci, Grumbach, and 
Boulard, 1948). 

We were able to collect 41 cases of infection due to 
organisms of the Salmonella groups and of the Bact. coli 
and similar groups—infection which previously was fatal 
but in which streptomycin has given appreciable results. 
We think, however, that our technique might be improved 
and we hope for still better results in the future. 

The 41 cases include all infections, slight’ or severe, 
during the course of which bacteriaemia was demonstrated 
either by blood culture or by the development of metastatic 
abscesses, or both. We-have not included mild infections 
of the urinary tract in this series. i 


~ 


Clinical Picture 


The clinical picture, no matter what the organism, 
presents the same general features. At the onset the infec- 
tion may be subacute, with failure to gain weight (23 cases), 
or .with diarrhoea and vomiting (sometimes severe) that 
often ceases after a few days. There may be a persistent 
irregular fever of about 38-39° C., anorexia, and progres- 
sive loss of weight. The-stools may indicate faulty diges- 
tion. In 11 of our patients‘these features continued during 
the entire illness ; in eight others a neurotoxic state was 
superimposed. In other cases the infants rapidly became 
dehydrated and critically ill. The onset may also be 
marked by signs suggesting acute meningitis (8 cases). In 
our series, cases with meningitis due to -Hriedlander’s 
' bacillus were the only ones giving rise to clear-cut signs 

of the condition. -Cases complicated by meningitis should 
be considered separately, owing to their more grave prog- 
nosis. 
cases of septicaemia without meningitis, and (b) 25 cases 
of meningitis with òr without septicaemia. 

Alimentary symptoms dominate the clinical picture in 
‘the septicaemic forms of the disease. Diarrhoea occurred 
in 29 cases out of the 41. The'stools.often had a péculiar 
odour and were sometimes orange-coloured. Vomiting 
occurred in 30 cases, and in 16 of these it ushered in the 
_ disease. In four cases the stools contained fresh blood 

and mucus, as in the dysenteric colitis of older children. 
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Abdominal distension was a striking feature. In several 
cases oedema of the abdominal wall was present, particu- 
larly in the subumbilical region, and sometimes oedema of 
the genitalia as well. In one case there was a red peri- 
umbilical swelling. Purpura often occurred on the abdomi- 
nal or thoracic walls. Usually no splenomegaly was present, 
but the liver was sometimes enlarged. In four cases there 
was hepatomegaly alone and in three cases jaundice, which , 
was accompanied in two patients by abdominal distension 
and the appearance of a collateral circulation. In some 


cases there were areas of localized gangrene. 


of streptomycin on Gram-negative - 


We have therefore divided our series into (a) 16 | 


The temperature was always raised, often to 38-39" C. ; 


„sometimes it reached 40° C. Loss of weight accompanied 


the infection, and often a rapid loss preceded the rise in 
temperature by 24 to 48 hours. There were also loss of 
appetite, intense dehydration, and frequently cyanosis, even 
without pulmonary signs.- Localized suppuration, for 
which’ systematic search should be made, may occur as 
otitis, pyelitis, or meningitis. Otitis and mastoiditis were 
‘found in 18 cases, and many authors have considered this 
route to be the means by which the meninges are infected. 
The organism obtained from blood culture is not invari- 
ably that recovered from the middle ear. Pyuria was found 
in 16 cases, in almost all of which the infective organism 
was Bact. coli. In every case the organisms in the urine 
were the same as those recovered from the blood and the 
meninges. Infection was, however, most often localized 
in the meninges, and it is necessary not only to search care- 
fully for physical Signs but to perform lumbar eae 
in all cases. 

It has recently been shown that i in infections by intestinal 
organisms there is a raised white cell count in which poly- 
morphs predominate (Debré, Grumbach, and Mozziconacci, 
1948). All our cases except four had a leucocytosis of 
over 10,000 per c.mm., the count occasionally reaching 
63,000-83,000. The average number of polymorphs was 
72% ; as the red blood count was not altered the condi- 
tion was obviously a pure leucocytosis, and did not repre- 
sent haemoconcentration or the marrow reaction of the 
acute infectious anaemias of infancy. Infections with 
“Pseudomonas pyocyanea sometimes produce exceptions to 
this rule. i 

Blood cultures were positive in 27 cases out of 32. In 
many cases culture was performed aerobically and anaero- 
bically. The organisms grew rapidly in a simple aerobic 
medium, and the only difficulty was their exact identifica- 
tion. Treatment with streptomycin should be started once 
a Gram-negative organism has been isolated. Without 
doubt final success depends on early treatment, and non- 
meningitic forms so treated are likely to be cured (12 cases’ 
out of 16 in our series). 

Recovery is usually rapid. The alimentary disturbances 
disappear first, the temperature falls to normal, and there 
is a gain in weight. A relapse may occur, and there is 
always the risk that the second attack will involve the 
meninges. In fatal forms of the disease fatty degeneration 
of the liver or a subclinical meningitis may be discovered 
at hecropsy. 

Meningitic forms of the disease are the most serious 
and the most difficult to treat. Out of the 41 cases we had 
25 cases of meningitis, of which only’ four have been 
definitely cured. In many instances the dominant feature 
of the meningitis was its extreme latency. In 12 out of 
25 cases the condition was discovered by lumbar puncture, 


which was performed after either a positive blood culture 
or the appearance of slight signs suggesting meningeal 


irritation. In 13 cases, however, the meningitis was revealed 


`” by the classical signs. 
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In some cases it resembled pneu- 
mococcal meningitis. The cerebrospinal fluid was usually : 
frankly purulent and the organism could be recovered from 


+ reaction and a raised albumin to suggest the possibility of 


I! 
” 


fd 
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meningitis. In three cases the cerebrospinal fluid. was 


‘normal in all respects, although severe suppurative menin- ` 


gitis was revealed at necropsy. Of the 25 cases only four 


` were cured, and four became chronic. 


Cure.seems to be possible only in cases that are treated 
promptly : 


may become chronic and hydrocephalus may appear. 


two .who were eventually cured were treated- 
„when the cerebrospinal fluid was still clear and’ showed, 
only an increase in lymphocytes and albumin. If treatment, 
is insufficient of too late the patient may die or the disease 
‘One , ` 


in 24 hours ‘for the first five days and once in 24 hours.on. 
the following days. When necessary a ventricular injection 
. of 0.01 g. of streptomycin, similarly diluted, was given. This 


it. But the fluid may be clear, with only a lymphocytic , route is. not without danger, and we have seen convulsions 


produced by its use. It should be employed only in cases 
of ventricular infection not affected by the subdural injec- 
tion of streptomycin, or in cases of subdural obstruction. 
.The dose injected must be small and’ well diluted; the 
‘injection must be made‘slowly and an equivalent amount 
of cerebrospinal fluid removed first. The results are’shown 
in Table II. . 

We have ‘used .sulphonamides with’ streptomycin, and 
have favoured sulphadiazine in a dose’ of/ 0.3 to 0.4 g. 
per kg., given by the oral route. ie 

Penicillin was given in cases of superadded infection. 


of our- patients, on whom we had decided ‘to operate,\. These cases of meningitis of mixed aetiology are not 


















developed hydrocephalus. A ventricular puncture revealed exceptional. Neurosurgical treatment is the only measure 
i TABLE I.—Treatment of Septicaemia without Meningitis - 
Case i tani Previous Sensitivity ` B Treatment . a io Necropsy 
No. Ago © Organism Illness in'vitro (Units of Streptomycin) Clinical Progress Ree Findings 
1 5 months | Bact. coli — — 300,000 I.M. Slow improvement Recovered | . os 
2 TE ow d» » — l — 600,000 I.M. and sulphon- | Rapid improvement „ : 
i ; amides 
9 8 y » o» — Blood, 2,000 y 300,000 TM. and sulphon- | ,, 0 m4 
s - amides - ‘ 
11 `| I year Str. pneumoniae — — 1,000,000, later 500,000 I.M. s NR then rapid | Died , ‘ 
j deterioration . 
12 2 months | Bact. coli — — 600, 000 I, M. Rapid improvement , Recovered - 
15 2 y ys = Blood, <5 y.. | 250 7000 I.M.; 100,000 orally;| Progressive deterioration Died Fatty degeneration 
sulphonamides ' ofliver; no men- 
f : ' ‘| ingitis 
20 i year » y — Blood, 1 ,000 y 700,000 I.M.; 100,000 orally | Rapid improvement Recovered 
25 6 months | S. typhi-murium — , Blood, 30 y 400,000 I.M.; 100,000 orally;| Two successive attacks J i 
, ' PREEN i , sulpħonamides . ğ 
26 3 4 S. enteritidis = Blood, 40 y 400,000 I.M. and sulphon- Favourable ar >% 
27 3. Bact. coli = Blood, 2,000 y | 600,000 I.M.; 300,000 orally;] Slow, with relapses » yp ý 
! aes ss vy V «| _ sulphonamides Nie A 
'31 1 month Ps. pyocyanea — = 300,000 I.M. Very rapid improvement oy 
33 2% months | _,, 3 — — i — , * + | Rapid deterioration Died 
34 2 5» '|-Bact. coli‘ — — 400,000 I.M. ; 200,000 orally; | Slow; favourable Recovered 
i . , i sulphonamides PE 
35 2$ » Str. faecalis = Blood, 2,000 y | 600,000 1.M.;'200,000 orally; | Slow improvement ~ i 
; i i Ne , sulphonamides ; Fs 
40 o ayy Bact. coli — : | Pus from ear, | 400,000 I.M. and sulphon- Rapid deterioration, then 5 : 
- E E l ” , X 20 y; Blood, amides r slow improvement : 
oan E y r . 1 
41 E ops Congenital —— 300,000 ÉM. and 200,000 | Slow deterioration | *Died 
; ‘| syphilis i orally - 
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Ta 





at first a clear fluid, which became opaque at the end of 


the aspiration and was found to contain Bact. coli. 
findings precluded further intervention. ' 
hydrocephalus are rapidly progressive and call for opera- 
tive treatment, but we have not yet seen a case in which 
this has. ‘been successful. 


These 


Treatment nas , 


Our experience is too limited to allow uş to lay down 
definite ‘rules for treatment. 
measures that we have adopted. 


General Infections—From 0.05 to 0.1 g. (50,000 to 
100,000 units) of streptomycin sulphate or hydrochloride 
per kg. Body weight was given daily. For oral administra- ` 
tion 0.1 to 0.3 ‘&. (100,000- to 300,000 units) of streptomycin 
dissolved in 60 ml. of sugared water was divided~ into SIX 
doses of.10 ml. and given four-hourly.. 
route, which had. previously given good results (Goettsch 


et- al., 1948), seemed efficacious in treating simple intestinal ' 


. infections in small children, and therefore appeared to be 
‘indicated as an adjuvant in septicaemia. ‘The results are 
` shown in Table I. f 


, Meningeal Infection —This was treated by the intrathecal 
injection of 0.025 g. of streptomycin dissolved in 5 ml. of 
warm physiological serum. The injection was made twice 


+ 


a . ” 1 


These cases of’ 


We can only indicate the. 


Medication by this 


I.M. = Intramuscular. `, val f 


a 


possible in chronic cases of meningitis with hydrocephalus. 


Lumbar puncture may be discontinued when the cerebro- ’ 


‘spinal fluid is stertle—usually after five to: eight days. 
Treatment with intramuscular streptomycin should be 
continued for “two to three weeks for fear of relapse. * 


' 


Sensitivity of Organisms 


The response of the -organisms to stteptomycin was 
assayed from time to time during treatment, The method 
used consisted in inoculating a series of tubes containing 


_the same volume of peptonized water- with an equal quantity 


of organisms, then adding to each of these tubes a pro- 
gressively, increasing ‘amount of streptomycin. After 24 
hours note was taken of the dilutions in .which_ turbidity, 
was absent. We have made similar studies with solid ` 
media,’ which is a-more precise method and allows the 


colonies to be counted. j 


The sensitivity of organisms so far studied has often: 
been considerable—of the order of 3 to 7 y per ml.: that 
is, it. required 3 to ‘7 units of streptomycin tod inhibit 
growth in 1. ml. of ‘the culture. We could expect treat- 
ment to be effective in the casé of organisms sensitive to 
20 to 30 y per ml. But this method estimates only bac- 
teriostasis and not bacteriolysis, which is an important cause 
of error: and explains certain discrepancies between sensi- 
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r Trani i gee ee Moet i 
Case _ Sensitivity... : Bacteriological Clinical : Necropsy 
. No. yin vitro a spon ' aol ‘Progress. . ae Result Findings 
3° Proteus vulgaris “| 500,000 TM. -| Good - |, Hyperpyrexia; -Died f Suppurative 
a . 100, OOO TV. jo ois, SMe, ee convulsions > arachnoiditis 
4 | 8-months | ‘Str. pneumoniae 300,000 I.M. ” l Bad -> Hydrocephalus; 
g i 100,000 EV., d e*t, K died - 
aa -| ` 50,000 IT. 7 ” Se oe 
`, 5 | 1 year ; 900, 000 I.M. | Improvement | Improvement. `| Died , 
7 ` J4 50 ‘000 La, then relapse |+ then deteri- |: 
: 4, 5000 LY. oration 
a3 ; 2 sul phadiazine l ~ Gea 
6 |} 10 days . | Str. pneumoniae, 300, 001M. | Good; . Bad on e os Ventricular col-. 
ae Proteus vul- |, | 100,000 I.V. - ` pe lapse; pus in 
ay ‘ garis «° wt, : 50,0005 T. |. a gal E” two ventricles 
7 1 month’, Str..pneumoniae 300,000: I.M. pP ,, Bad; pneumo--} Hydrocephalus; Purulent arach- 
eee me ene oe 100,000 I.V. Ain ; coccal super- |` ‘died _| noiditis 
~ Cl. tee 50,000 I.T. - oF infection at : 
8 6‘weeks, | N. meningitidis, 800,000 I.M. | Rapid Improvement: | Died »' ” 
á Bact. coli -100,000 I.V. 1. then deteri- ` 
A 100,000 I.T: i . |- „oration - ; 
, ior 1 month’ Str. pneumoniae, 450, 000 I.M. Rapid improve- poe ME a so 
i p Bact, coli . ! .50, 000 LT; Y menr then re- f i 
: ‘ se aera) (ae ee : a 
13 6 months Bact. coli v 500,000 I.M., |: Rapid ‘4 | Bad $ 33 Meningitis 
: "i ef S sulphon- ` ; : , found 
E oa z , amides’ , ' na E 
14 | 10 days -Proteus vulgaris -200,000 ILM. ; f . {Improvement |.';, ` 
ig 1 wt ; - |7 30,000 I.T., ` then ` rapid 
p sul kll h S n- . - |° deterioration 
‘ 1 p “ + + ~ » 
t6 2 months | Bact. coli C. s. F. >2, 000. y 300,00 000" 1, M. |» Slow improve-.| Recovered + 
‘ f i blood;5 y, . 30 000 I.T. ` , ment .. . ; 
y ` A ` urine >2, 600 y ` i i , p 
_ 07 17 days Bact. coli, Str. 600,000 LM.; No improve- | Rapid. deteri- | Died ` | Pus at base of 
/ z ; pneumoniae penicillin ment oration ^ Aoo . | skull 
` 600,000 I.M., DEE à - |" 
z 25,000 I. s oe ee ` 
18 Str.- faecalis 200, 000 LM? +! Nil _ | Bad sé 
‘ $ ai 50,000 I.T. i , 
19 Bact. çoli ' -300,000.1.M. ‘. cau cae? i E Meningitis 
` : ; 3 Tan : 7 i found 
. 2i 7 weeks 150,000-I.M. - '| Progressive is s5 » y 
a A = a deterioration 
22 | 17 days S. typhi-murium 200 ,000. Me Nil _. - ' | Bad . i T 
: oS : “50,000 LT. ` y ; 
2 28 5 months | Ps. pyocyanea_ |: ‘1,000,000 I.M. | Rapid. ae - f Purulent arach- 
: pe ON S - 100,000, I.V. ; ae. ; noiditis 
3 eee a ee 50,000 I.T. ; a ae : ; 
24 I month | Bact. coli .' — 14 months| C.S.F. <50 y Ye. 300,000 I.M. |--, “Relapse, -then ; Hydrocephalus; 4 
ag . stools. 500 y “25,000 I.T., |: .| deterioration died 
4 \ Ys -a v . P sulphonamides g g eee ' 7 
. 28 4 months | Str. pneumoniae | — — — 0, . CSF. Ty- 500,000 I.M.: | Good Toxic relapse | Recovered i 
- ; : wt > | 25,000LT. | Pap K 
toa 3° ; ; 100,000 orally |` $ 
ae eag Bact. coli ' — 15 days 400,000 EM. ‘| Rapid inC.S.F., Cachesta’ Died Hydrocephalus; 
; 12,000 I.T: . | « slow in ven- | hydrocephalus suppurative 
P P i ro . 12,000 I.V. triculaf fluid : Í , ependymitis of 
i ee E (ig ies Ns ne A on dt A AC a 2S ’ 4th’ ventricle 
OH 13, -| Ps. pyocyanea ——— | I5 , 800,000 I.M. | Rapid,” then | Improvement, » 
f ; ,000 I.T., reappearance then relapse 
, sulphonamides of organisms : , : 
32 | 27 days . 000 I. ` i Rapid . deteri- oe 
7 wi eae y ~IS; ‘000 LT. : oration 
36 | 1% months| Bact. coli id Oo . 300,000 I.M. | Rapid “| Rapid improve-| Recovered i 7 
OPEL gece 15,000 I:T l : ı- ment, then o 
: 100, ,000 orally, i naf relapse $ - 
, 3 i ' ‘ sulphonamides S , j ` ~ 
37 .| 1l month | Salmonella .| -—-— 5 days 400,000 I.M. | Nil 7 Rapid deteri- | Died i Pus on vault, 
ae ; i. ae i | ori 25,000 LT. oration. base, andspinal 
oO We. ee, Se |e - 25,000 I.V. p eae a | ’ cord 
-~ 38 ,| 15-months | Ps. pyocyanea * = o~ 800, 000 I.M. | Rapid pupe ay Recovered ‘ 
Tee Mo 3 200 000 orally on. 8 i 
' . : 25,000 IT. ; ; 
he r ae ‘sulphonamides ee: st ; 
39 GE oy Bact. coli ‘ -, 6 days Biĝod. 50 y. 500,000 I.M. | , . “| Progressive | Died Brain congested ; 
, i ai urine 2 „000 ' a 200, ,000 orally i deterioration |. 5 thin fibrinous 
; 20,000 L.T. . r - : , film at the base 
2 z sulphonamides Y o> L> 
i a 
S a I.M.. .= Intramuscular. ca V. = Intraventricular. I.T. = Intrathecal. eS 
tivity of the organism in vitro and. the clinical progress ‘of ats was not possible to, estimate the resistance of the 


_ the disease. We'have proved this’ by “centrifuging in five: organisms in all our cases,.but our: ‘results show that there 
cases the cleat (and therefore apparently sterile) tubes:and is ‘no clear relation between the resistance of the organisms 
` culturing the’ deposit on agar. Although the’ five cultures and the clinical progress of.thé case. The progress of the 
> originally. appeared to be sensitive Xto concentrations of „patient is determined not only by his response to strepto- 
; Streptomycin of *1--y, 10. y,. 20 y, 40 y, and, 200 y; + mycin, but’ also by ‘anatomical lesions and the obstruction | 
. Tespectively, it was denionstrated that the newly cultured ; ' they present to the. diffusion of antibiotics. This is, in our 
organisms were still living: and -could grow in media con- ‘opinion, the reason. for the difference between the rélatively 
taining 10 y, 50 y, 20 y; and 500 y of Streptomycin, «The ‘favourable prognosis in cases with septicaemia and the 
organisms had ‘therefore not “been destroyed, ‘but .their': extreme gravity of.those with’ meningitis. All the necropsies - 
development had: been, inhibited. The sensitivity - of the “on cases of meningeal infection have shown a purulent 
organisms varied greatly from case 'fo case; according’ to arachnoiditis at the base ‘of the skull which was almost 
whether, they were recovered from the urine, ‘the blood, or always associated: with- märked ventricular distensión 
the. cerebrospinal fluid. _ The sensitivity of. those affecting . whether’ there. was`clinical hydrocephalus’ or nof. ` It does 
the meninges is abnously the Engst important, ` = not seem ' to us that these lesions acted by - -the simple 
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. mechanism of producing Jamai block, but it is certain 


that they affected the circulation of the cerebrospinal fluid 
and the diffusion of streptomycin injected subthecally. 


` ‘ 


Comment 
We cannot close this paper without remarking on the 


‘relative frequency of infection by intestinal organisms in 


infants.. In many circumstances saprophytic organisms 


in the digestive tract of the newborn become pathogenic 


and produce bacteriaemia, septicaemia, and meningitis. It 
is significant that in 18 months we have been able to observe 
in the Clinique Médicale des Enfants 41 cases of this type 
of infection, 25 of which developed meningitis. The signs 


of these infections are often obscure at first sight, and 


‘ puration in the skin. Repeated blood culture is extremely . 


1 


many of. the cases can be discovered: only by the careful 


examination of infants suffering from toxaemia and 


subacute fever with alimentary disturbances. 


' A search must’ be made for the ‘organism in blood: 


marrow, stools, urine, pus from the ear, cerebrospinal fluid, 
nasopharyngeal secretions, and pus from any metastatic sup- 


important. The occurrence during a gastro-intestinal ill- 
ness of an inexplicable alteration in the patient’s general 
condition or, as we have shown, a polymorphonuclear 
leucocytosis, is a diagnostic sign of great importance. The 
possibility of meningeal infection must always be con- 
sidered, and lumbar puncture, repeated if necessary, must 
be done as a routine measure. At the same time it must 
be remembered that the cerebrospinal fluid may be normal 
or ʻi little changed. 
Summary 

An account is given of 41 cases of infection in the infant 
by intestinal organisms, seen over a period of 18 months. -Of 
these cases 16 had septicaemia alone and 25 developed 
meningitis, 

The clinical fame of the condition are discussed, and an 
account is given of treatment with streptomycin given by the 
intramuscular, oral, intrathecal, and intraventricular routes. 

1: A method of assaying the sensitivity of organisms to 


streptomycin in vitro is discussed. 
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The family allowances scheme has now been in operation for 
three years. The Ministry of ‘National Insurance states that 
about 2,941,000 families of two or more children are receiving 
allowances varying between 5s. and £3 5s. a week at a total 
cost of £60 million a year. ` Family allowances are a payment 
of 5s.-a week for every child after the elder or eldest below 
the’ age limit, which is usually 15 (school- leaving age), but is 
extended to July 31 following the sixteenth birthday where full- 
time education is ‘continued and in cases of apprenticeship. 
During the three years the Ministry. has received nearly three 


‘and a half million claims to family allowances, of which fewer 


than 100,000 have had to be rejected. The 2,941,000 families 
recefving allowances contain children within the qualifying ages 
as follows : two children, 1,850,000; three children, 688,000 ; 

four children, 247,000 ; five or more children, 156 000. The 
family drawing the largest allowance of £3 5s. a week consists 
of 14 children within the age limits. In the last year over 
290,000 new claims to allowances resulted in payments for over 


- 300,000 children. In the same period the total number of allow- 


ances in payment and the number of children for whom allow- 
ances are paid increased in each case by over 100,000. 
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Crowley et al. (1941), inta survey of the literature and from 
their own findings, concluded that no single specific aetio- 
logical agent could be incriminated in infantile diarrhoea 


and vomiting. A wealth of facts relating`to the clinical- 


and metabolic changes arising in that condition has been 
accumulated and has made treatment more rational and 
effective ; none the 'less, modern medical science has not 
yet provided the answer to the challenge of this illness. It 
is therefore not surprising that almost every chemothera- 
peutic agent introduced during the last decade has been 
tried in the treatment of infantile diarrhoea and vomiting 
in the vain hope that it might offer a satisfactory solution 
to the problem. 


‘ Recently streptomycin has been used and a number of 


encouraging results have been published. James, Kramer, 


and Armitage (1948) treated 30 children aged from 6 days 
to 13 months with streptomycin by mouth, on the basis of 
their finding in the stools Proteus vulgaris, to which they 
attributed pathogenic significance. 
some of their cases not associated with Pr. vulgaris also 
improved on streptomycin. There were no deaths in their 
series, and convalescence was particularly rapid. In a 


- control group of eight cases Pr. vulgaris was isolated from 


the stools of five infants ; all recovered, though at a slower 
rate. The total dose of streptomycin was 2 g., given over 
a period of seven days. 


of treatment. 

Pulaski and Amspacher (1947) reported an epidemic 
involving 13 infants, three of whom died; the successful 
outcome in the ten who recovered was’attributed directly to 


‘streptomycin. The dosage used in all the cases was 0.1-0.2 g. 


of streptomycin per kilogram_of body weight by mouth for 
two to ten days. Loeschke and Cochlovius (1949) 
attributed recovery from infantile gastro-enteritis to 
streptomycin in 9 of 13 cases. They gave 25-75 mg. five to 


No toxic effects were noticed, 
, and Pr. vulgaris was rapidly cleared from the gut as a result 


They pointed out that : 


eight times daily by mouth. Their bacteriological findings | 


were Bact. coli, Pr. vulgaris, Pseudomonas pyocyanea, and 
Streptococcus faecalis. A reduction in the number of 
Gram-negative organisms isolated generally followed the 
oral administration of streptomycin. Leisti (1947) recorded 
his results in 46 infants suffering from diarrhoea ; 38 were 
full-term babies, eight of whom died; 8 were premature 
infants, all of whom recovered. Streptomycin was given 
in a dosage of from 40,000 units (40 mg.) to 160,000 units 
(160 mg.) intramuscularly daily for one to eight days. 
Goettsch, Cobley, and Mulloy (1948) obtained excellent 


-results in 44 cases of parenteral gastro-enteritis. There were 
three deaths in their group, which they felt could not be . 
‘attributed to failure of streptomycin. Their dosage was 


0.5 g. intramuscularly and 0.5 g. orally for seven to ten days. 
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In the present javestigation vedal attention Was’ given 
to the presence in the stools. of a serological type, of Bact. 


coli var: neapolitanum (abbreviated in this paper to B.C.N J 


and Pr. vulgaris, the object being: to correlate ‘the clinical 
effects of treatment with bacteriolo gical findings. | 


Giles and Sangster (1948), and .Taylor, Powell, and Wright 
(1949) have ‘all déscribed this particular serological. type'of 


‘Bact. coli, associated with a high percentage of cases of: 


infantile diarrhoea and vomiting. Dr. C. Giles kindly placed 
at the disposal of one of us (G. M.) antisera and subcultures : 


of his alpha ‘and beta types ‘of Bact. coli, from which our l 


. own antisera were prepared (the alpha type. corresponding’ to 
B.C.N.). Full details of the bacteriological invi higanot 


: and findings. will be published, later. SEP. 


Stools. were culturèd before streptomycin was giver and ° 
just before or after the end of treatment. 
- considered to ‘be negative ‘for B.C.N. until at least 30 
colonies had been -tested specially. The streptomycin sensi- 
tivity of B.C.N. strains was tested on plates, using strips’ of 
uiter paper soaked with 1 mg: pr ml. of streptomycin. 


r 
1 1 ' i 
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3 ' : Results of Treatment ar 


- Cases of non-specific ‘infantile diarrhoea and vomiting 


admitted to hospital; as well as those developing the disease 


after admission, were divided into three groups., One group .; 


was treated with streptomycin by intramuscular injection, ‘a 


second group ‘by oral, administration, while every' third i 
case, regardless of its’ severity, acted as a: control and, formed , 


the third group. - v4 


Two standard “schemes of dosage + were bmployed for both: ` 


the, intramuscular and the’ oral route of administration. 
The first was ‘to give 20. mg. of streptomycin per Ib. body 
weight pér day, divided into doses: given at, four-hourly 


intervals day and night for five to seven days ; the second: , 
was to administer 100 mg. at four-hourly intervals for 24. 


hours and 75-mg: at four-hourly intervals for. the remainder 
of the period, which varied from four to six days. The 


total dosage used for a single case therefore rarely exceeded - 


3 g.. Five to seven days’ treatment was regarded as 
adequate for: assessment - of failure or. success. `` | 
All patients were given fluids, whether receiving strepto- 


mycin or not. 
blood, 5% glucose . in N/5 saline, Hartmann’s . solution, 


y T 


, 
(a oy 


Organ- f 
isms of the-Salmonella and Shigella’ groups were ‘absent in’ 
' this-series of cases., Bray (1945), Bray and Beavan (1948), 


`y 
. 


.No case was- 


' The following fluids were used : „plasma,“ 


25% Or -59% casydrol intravenously, according to the‘ 
requirements of the individual infant. Feeding was started 
„after ` 24. or 48 hours with a diluted skimmed lactic acid 
- milk,’ ‘gradually i increasing the concentration of the-formula 
if improvement , was: maintained. _ During the starvation 
period. Hartmann S Or Darrow’s_ solution was given by 
mouth.’ 

“The Clinical: condition ‘of each patient was classified as 


i mild, moderate, or severe,- according to the degree of © 


‘dehydration, character of stools, petsistence of vomiting, 
and initial loss of weight. The existence and the nature of 
Ba infection were noted. ; 

- The- effect of treatment ‘was assessed by the clinical 
response: Some cases improved rapidly and recovered 
‘during the course of streptomycin treatment, and it was 
these which -had to. be considered as. possibly benefiting 
from streptomycin therapy. Others. showed no improve- 
ment during the periód when streptomycin was given, but . 
recovered ` ‘eventually-; these. were considered not to have 
. responded to’ streptomycin. ' Fourteen (19%) of the patients 
died. . : : I 

_ Two levels of dosage ‘have been mentioned, but as there 


“was no apparent benefit from the higher dosage no differ- 
-entiation has been made in analysing the results. 


Table I. sets out the number of cases, classed according to 
Clinical’séverity and the response to treatment. The control 
‘group and the cases as a whole are included for comparison. 

‘ The details.of individual cases are shown i in Tables II, WI, 
‘and: IV. a er : ; 


Bacteriological Observations ne 

‘of the EN cases in this series, B.C.N. was isolated’ from 
the faeces at-the first examination in 50,(63%). It.was more 
commonly, present in severe cases (76%): than in moderate 


` 


‘and mild cases-(50%). The difference is statistically signifi- 


cant, as it is‘just over twice the standard ‘error. Of severe 
éases in, which the organism was found, 42% ended fatally 
(13 of 31 cases). In comparison, of the severe cases which , 
` did not: have-the: ‘organism 10% were fatal (1 of 10 cases). 
This. difference.is also ` significant statistically, “being more 
_ than twice the standard error. 

- One may. ‘therefore coriclude that in this series there 
was a’ significant correlation: between severity of case and 
the presence: ‘of B.C.N,, and also between ‘the probability of 
“death in severe cases and the presence of this organism. 
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) aa TABLE: L—Details of Casés showing Clinical Severity and re to Treatment. i ; , 






Rapid | Delayed 
'| Improve- Improve- 
ment ‘ment 


Clinical condition of 
cases 
Severe 
Moderate 
Mild 


Total 

Cases with parenteral 

~ infections: j 

Severe ‘.. ‘ - 3 

Moderate 
id r 


Total — 


Cases without paren- 
teral infections 
{ Severe 
Moderate « ° 
ild . 
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TABLE I.—/ntramuscular Streptomycin Treatment of Infantile Diarrhoea and Vomiting ` 
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s ; E ER Clinical Condition ` - + Bacteriology of Stools i s 
; OA : ' Age i Sex - = : — - ~ ` Result 
: AS ee oe eee kee ee Parenteral Infection Before Treatment _ | After Treatment . 2 
` 3 6 weeks ._. F- ` Severe ' ’ a E nee B.C.N. (S.) . BC.N.G.) ° N.I.* 
8 ` Ihmonths ` |- M ' Moderate Upper resp. infection ; Pr. vulg. ` Pr. vulg. Improved 
. 9 ` 3-weeks F $ ; i a ' B.C.N. (R.) ' Negative N.I. 
. 10 ` 10.weeks F Severe No Pr. vulg. Pr. vulg., ~ N.I. 
- 11 esi M ' r eg Aola + B.C.N. (R.) * B.CLN. & Died 
: 127 E ae AOE E : B.C.N. (S.) B.C.N. (S) .  ʻ Improved -` 
`17 T - M : og Otitis media ioe B.C.N. (S.) ; ts Died . 
1 18 10 , F- . Mild f Upper resp. infection y|. Pr. vulg. <. Pr. yulg. 7 ‘Improved n 
2 -19 34 months ' F- Moderate A ` Bact. “coll (bota), (S.) pie Negari ' ` E - 
23 A : F, Severe ae ( vulg. No Proteus ' N.I 
F i = Begs sa i k; Bact goii (beta) (S.) | ade scot (beta) R): ee 
i : i ere egative > 
26 2$ 5 n M. poo Otitis media . Bact. colt (beta) (R; ), Pr. -vulg. Improved 
“<27 `5 weeks UOM ' m a ws : B.C.N. (S.) .C.N. œQ.) N.I; 
32 . „l year tk Sag ; ‘i i . B.C.N. ER W GS a Esay -Died > 
\ 34 ~ 4months,, ‘ F Moderate ~ B.C.N. (R. B.C.N. (R.) ; Improved 
45. AE. egy IN M. E ees a o B.C.N. (S) -~ B.C.N.- (R.) ae 
47. “3 weeks M .| Severe J i ' B.C.N. 3) B.C.N. (R.) a N.I. 
~ 50. 5 months eT RI a.” Spgs Se Stee Mastoiditis . BCN. (S.) Improved. 
54 ae F | - Moderate ast B.C.N. (R.) B.C.N. (R.) o» , 
‘8 59 . Æ weeks - F -}| .° ‘yy , + a |. Pneumohia Negative Negative i M 
ai 67 ‘ 2months M’ -Severex “| ai _ ,Negative ' Negative, ` NI. 
_ 16 2 5 M, . a .: B.C.N. (S.) ae B.C.N:(R.) » , Died, 
“ 77 64 „s` F ‘ ” ` Pyelitis - B.C.N. (R.) = ` NL i 
~n, , 834 2 > M See G B.C.N. ‘RY Died 
. 86 s 1 y ' F e a a : . Otitis: media, pyelitis, B.C.N. (S.) B.C.N. (R.) „N.I. , 
a g = a Bg i pink disease - - , e ; i 
f reer al P 4 H n ta won ` D . eT 7 . Bian a — 
* NA. = Not improved, but recovered later on Foutine treatment. ` S5. = = Streptomysin-sensitive. R. = Streptomycin-resistant. F 





~ cases. 


These’ fitidings may not, ‘However: apply- seai aia, in, 
themselves’ may not indicate a causal relationship. ° 

„The -organism- was often found in mild and odent 
‘It also persisted in recovered cases; even those which 
had been ‘clinically severe.: Of 50-recovered .cases it was 


si found in 27 (54%). which was a very- small’ reduction 


`~ 
- 


compared with the initial incidence of 63%. if a causal . 
aonn existed. s i 


' About half. the cases from which the organism ` .was 


a poet before “treatment yielded, -stteptomycin-resistant , 


strains (24 of 50 cases, 48%). Strains which were initially . 


> sensitive often became résistant during treatment, a change’ 


which was noted in 12 of, 16-cases ‘(Tables Il and IIT). Five 
of’ these 12 cases recovered satisfactorily. _ rs ERE 


. Fhe findings as a whole may be’ Tegarded as ‘not support- ' 


ing an aetiological relationship of this organism to infantile 


diarrhoea and vomiting. They. indicate, too, that’ strepto- * 
mycin therapy had little effect in eliminating the organism 
from the bowel., e A fe gy A. 


Pr. vulgaris was isolated initially in, 10 cases, “in 6 cases 
` béing associated with B.C.N.:or the beta’ type of Bact. coli. 
Seven of the 10, cases were classified’ as severe. This 
organism .appeared to have a minor significance in this 
series. It was not present in any-of the patients who died. 


+ 


o “Discussion Te eg ~ 
` Our investigations confirm the frequent occurrence of:a 


special type of Bact. coli, referred to as B.C.N., i in the stools | 
of infants suffering from infective gastro- -enteritis, though 


, this association was less common in, our-cases than in the. - 


‘series reported by Bray and Beavan (1948), Giles , Sangster, 
and Smith (1949), ‘and Taylor, Powell; and Wright (1949). 
' No evidence has yet been forthcoming to prove the patho- 
genic importance-of any of the: varieties of. Bact. coli shown 
to: be associated with infantile, diarrhoea. 


‘B.C. N. was isolated from 25 of. 32 cases arising’ ‘after 
admission to hospital; ‘in all probability these’ were the 
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- FAsLe II.—Oral Streptomycin ‘Treatment of Infantile Diarrhoea and Vomiting > 
f - pay oe au 4 © 2 i 





', Clinical Condition, ` 


aT 
- . on 
l] E a ' 
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Bacteriology of Stools 
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result of cross-infection, a. conclusion that was SHPRON 





. te : : s . Result } 
: k ` Parenteral Infection g Before Treatment ‘ After Treatment , K G 
2% Severe ee er . B.C.N. (S.) B.C.N. (S). > 7|. Died. 
5. , Moderate ao Negative , Negative. - ; Improved 
13 Mild . Otitis media B.C.N. (S.) «`~ B.C.N. <) l roa S ~ 
: a _ Severe Bronchitis: BEN E ; BEN By ane ae z 
' A eiiie Moderate Pneumonia Negative =, Negative ) Improved 
N l; 4 : i : iN. n” ' 4 
7 + 40 Severe es Negative’ N Negative . r 
46" ‘Moderate “ |. Bilateral otitis media B.C.N. (S.) ard B.C.N. (R.) ss 
< 48 Severe ` - Negative . - B.G.N. (R.) ~, at; NOI. a 
A B 3 ae 2 He ty .C.N. R.) . B.C.N. R p , Improve 
51, : Moderate - ‘Upper resp. infection B.C.N. (S.) i B.C.N. (R:)- F 
53 Severe ras B.C.N. (R.) `~ B.C.N: (RD Died “|. 
55. Moderate - Negative B.C.N. 3 ' NA 23 
2 : Tne t i i Depa Ya : BON: ae . Improved 
“60 7 (Severe, > i BCN. (RJ ' B.C.N. 3 i Be gi 
i 62 ~ EF] r Ds : -~ f , B.C.N. RS EARI Jt . , ” a 
1 6 , Moderate’ | Bronchopacumonin' | {BENRO - ` | BEN GRD aa 
64 Sévere Bronchitis B.C.N. R.) : ee . Died in 24 hrs. 
_ 65 Mi a “| ` Pnèumonia =. B.C.N.(R.) |» © B.C.N. R.) Improved 
-68 ; Mild a PoR ; i Negative y l : x \ . 
i n ` Severe, Bilateral otitis media , BON R) k non : 5 ' `| Died 
75" ‘Moderate 7) | BENG) BON. (R3 Nit 
i .79 í . ‘Severe ‘B.C.N. (S.) B.C.N: (R.) Died xz 
ae La: ‘op AML = Not improved, but recovered later on routine treatment. S. = Streptomycin-sensitive. R. =’ Streptomycin-resistant. ; 
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’ a i. © er - fen ite elles oe ae aa: i y ee 
; - TABLE IV.—Control Cases of Infantile Diarrhoea and Vomiting on Routine Treatment 
4 ` - A Ta : ~ $ = : d \ 
` g Ve 5 Ne og ' T iar 
fi Clinical Condition .° > a Bacteriology of Stools ~ ' 
Sex ; - — = Result 
: Parenteral Infection Before Treatment After Treatment Z 
4 year M es í * Bact. coli (beta) (S:) Improved - 
6 1 30 months ` F , s 4 - BCN. (S.) . Fui ka » 
7 Par ig F O.R.L.. i “Negative N BCN.R) ` h 
14 Oe el. E l > | -Otitis mèdia > 0 } Baci. coli Qeta) (S3 non pA 
i , q> . i : egative ; egative 

. 16 10 weeks - 4 M ) Severe , "o mF i Pr. vulg. Pr. vulg. ~- ” ” 
20 15 months „M Moderate i ` Negative Negative ” 

22 ` 7 weeks E . „i j » Ez] * B.C.N. ) + è w 
25 . 4 months M . Severe OM. aye Sie E B.C.N. (S.). , B.C.N. (S.) u ʻi 

“29 1 month "F Wok Te Negative i . Died 
35 ‘6 months F Moderate . . Aa B.C.N. (S.) - Negative . Improved 
37 6 » 1° |. FE Ogg . | Pyelitis and pneumonia - Negative tgs ii 

39, : 2 p» M Mild: n pec coli (beta) (S. i ae 9 
2 . E weeks M ` Moderate ‘B.C.N. (S.) ` r 

N » i ai Upper resp- infection Negative — >- : See 

- 44° 9 months F . |. Mild Pneumogia. e| Negative i ; . ” 

752 : eee .M Severe 1 ‘| | ae B.G.N. Š oe Died in 24 hrs. 
56 3 weeks F - Mild , Negative — a Improved 
61 4. months F Moderate _ ` B.C.N. (S.) ~ ” ” 

r 66 10 M Severe ` oye tt BCN. ) ~ 4 i; ” 
69 ST A ~. F 7.| Mild Bronchopneumonia ; Negativo , » = ” 
70 JB. S M Severe ‘ ee "a| _B.C.N. S je 3y 
"1, 5 ^; M ne 38 Upper resp. infection oe J beta) (S) n 
78 3 M Moderate © i B.C.N. R.) : ý 
80 11 weeks - F Severe’: B.C.N. (R.) ‘| Died 
81 4 months F Moderate , ' ~ “af, B.C.N. (S.) Improved 

- 82 ” M: evere s ` Negative ” 
83. 4 weeks F`. Moderate ` Bact. coli (bota) R.) 9” " 
85 / 2 months SM- | Severe Be ee yd Not received - j 
87 3 weeks M` ae “B.C.N. R.) B.C.N. (R) , i 

3 ; : 
i Uae d l S. = Streptomycin-sensitive. 
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by`the more frequent isolation of streptomycin-resistant 
Strains later. in the investigation. This- may be accounted 
for by survival ‘of resistant strains only in patients under 
treatment or’ by cross-infection’ with a ~B.C.N. 
originally sensitive but ` ‘resistant after treatment. 
Bacteriological investigation thus would not’ seem to’ 
justify streptomycin therapy, though the presence of B.C.N. 
in a severe case of infantile diarrhoea and vomiting may 
be regarded as a , warning signal ana, a pointer to a more 
Serious ` prognosis. ae E - 
Clinical improvement.in some patients receiving the anti- 
' biotic seemed to be’ attained at a more rapid pace than in 
those treated by standard measures. Especially was this‘so 
in cases associated’ with a parenteral infection: stools ` 
returned to normal in a shorter time and. the upward trend . 
In the patient’ s general condition appeared steeper. ~In_ 
agreement with this are the favourable results recorded by _ 
Goettsch, Cobley, and Mulloy (1948) in their cases, of ` 


parenteral gastro-enteritis. w : 


In a number’ of’ our cases streptomycin.” was ae bee 
a spectacular improvement—in others it failed ‘completely. , 
Even detailed analysis of the case histories has not furnished: 
clinical or bacteriological indication for the use of the 


` antibiotic. ‘In each individual case the result of Strepto-- 


mycin therapy was also Vipredictablg. 
ON ` : ta 

s B \ p - 

Beas Siiimmary a A 4 


The restilts of streptomycin treatment of infaritile danio s 


and vomiting ‘are discussed. . =e e 


Streptomycin was given to 26 Cases orally, and to, 24 intra- 
muscularly, while a control, group or 29 cases, received no 
antibiotic. `S, DEN 

The dosage of > streptomycin was either 20 ing. per lb. body 
weight per day for five to seven days, or 600 mg. for the -first 
24 hours, followed by: 450, mg: ‘daily tor a further four to ‘six: 
days. 

The results do hoi “indiċate ` that ‘streptomycin exerts any ' 
specific therapeutic effect, yoo’ l Ra X 


.. strain 


w 


= Streptomycin-resistant. 


BEER A 4 L ; } 


The. frequent’. association of a special’ type of Bact. coli 
(B.C.N.) with infantile diarrhoea and vomiting was confirmed, 


' being found before treatment in 50 out-of a total of 79 cases, 


. tion for 18 .to.24 hours. 


' Loeschke; A., and Cochlovius, 


but no evidence was obtained that it was of any aetiological 
significance. : 


Our thanks are due to Professor Gaisford for his encouragement 
‘and valuable criticism; to Professor Maitland for allowing facilities 
in the department of bacteriology and for help with bacteriological 
„problems ; and to Drs. S..K. Guthrie, R. I. Mackay, and N, Wells for 
permission to include some of: their cases in our investigation. 
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- Food Investigation, 1947, is a report from the Department 
of -Scientific and Industrial Research (H.M.S.O., price 6d.). 
which is written for the non-specialist. ` -It describes work which 


` has been done on ‘whalemeat during an expedition to the 


Antarctic by the factory ship Balaena.’ It was found that the 
whalemeat was’ much improved in quality if the whale was 
bled and, ‘cooled down rapidly. The practice recommended 
was to make an incision in the main.blood vessels in the neck 


‘and ‘to slit- the belly wall so that ‘the cold sea-water could 


circulate.~ In this -way the meat could be kept in good condi- 
Research on meat, fruit, and potatoes 


continued during the year, and ‘dt the Torry Research Station 


quicker and more convenient methods of freezing were ‘studied. 


Lobsters are apparently better frozen cooked than raw. Rapidly 
frozen cooked : lobsters “can ‘be ‘stored for eight months with 
little, change in flavour and texture. + 
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"THE AETIOLOGY OF GRAVITATIONAL 
~ ULCERS OF THE LEG 
“BY 
S. T.. ANNING, M.A., M.D. ‘MRCP. 
+ Tutor ` in Dermatology, the University. of Leeds ` 


? 


' The, term “ gravitational ulcer,? first a by Dickson. 


Wright (1931), refers to. those chronic ulcers which occur 
on the lower ‘half of the leg associated with one or more 
of the following: oedema, cyanosis, induration, ‘sclerosis, 
. ‘pigmentation, loss of hair, ‘eczema, and varicose veins of ` 


the affected linib. These are signs. of ‘chronic impairment - 
of the venous drainage of: the leg. . The’. importance of - 


‘gravity in' the cause of this condition: was stressed by ' 
Brodie’ (1846) and by Hilton- (1863). Brodie called ‘such ` 
varicose,” and they have long ‘been thought to be’ 
due to varicose veins. Gay (1868) was probably the first 
to show, by clinical observation and careful dissection, that 


_ many were due.to obstruction of trunk veins, deep and 


superficial, and that varicose veins often play no part. . 
Gay’s work, seems fo have been forgotten or has been 
neglected, and the view that varicose veins are the’ main 
or only cause has persisted (McPheeters, 1928). 
Wright (1931) and Homans (1939) held this opinion, though 
both believed that. some gravitational ulcers' were due to 
thrombosis of deep veins. However, in a series of 432 
patients with Jes ulcers Birger (1941) found that throm- 
bosis was the ‘chief factor. Nilzén ( 1945) thought that cer- 
tainly 41% or possibly 56% of such ulcers. were caused 
by previous thrombosis, Bauer (1946) that 80-90% and , 
Birger (1947) that 40% were due to this; cause. 


‘The belief that varicose veins play a: major part in the’ 


. aetiology of these ulcers has affected treatment, which until 


the last few years has concentrated attention on such 
superficial varicose veins as might be present. 

Allen, Barker, and Hines (1946) considered that chronic’ 
venous insufficiency or stasis of the venous blood flow. was 
due to-obstruction of one of the main veins of thé limb, 
particularly the ilio-femoral, as the ‘result ‘of thrombo- ` 
phlebitis, neoplastic invasion, or external pressure ; ; incom- 
' petency of valves of’ the ilio-femoral vein resulting from 


` of dispute. 


Dickson . 


The importance or otherwise of varicose veins in, causing 
chronic venous insufficiency and ulceration is still a matter ' 
Certain it is that many individuals with severe 
varices do not suffer from either. Furthermore, patients 
-with chronic venous insufficiency and ulceration of the legs ` 
are seen not pncommmonly with no varicose veins visible or 
palpable. 

The venous eon of the limbs: can be investigated 
by clinical'examination, including the patient’s history, the 
‘condition of the limbs, certain special tests (the Brodie— 
Trendelenburg, Perthes’ s, etc.), phlebography, venous pres-. 
sure estimations, examination of veins after surgical 
removal, and post-mortem dissection. 


ne Present iire : 


‘This investigation was undertaken to try to determine the 

cause of ulceration in a-series of 270 unselected patients 
‘examined and treated personally: The methods employed 
were clinical, with phlebography in a few patients. 
' The term “-thrombosis ”.is‘used here to denote throm- ` 
bosis of ‘one of the deep veins of the lower limb, and is 
assumed to have taken place if there is a history of chronic 
oedema of the leg of sudden onset, with or without pain 
and tenderness in the calf and with other signs of persistent . 
` venous stasis. Symptoms’ of pulmonary embolism at the 
‘onset and the appearance of varicose veins soon after are 
taken to indicate that thrombésis occurred. ` 

- There were. 192 female and 78 male patients. Their ages 
‘at the onset of ulceration varied greatly. One woman who . 
had suffered -from osteomyelitis of the left leg when aged, 3. 
first developed'an ulcer. in that leg after slight trauma at 
the age of 13, and another first developed an ulcer at 
_17 years while suffering from congenital haemolytic icterus. 
” Ulceration .occurred, in’ one youth of 17 a year „after a 
Trendelenburg operation. Most ,ulcers appeared during 


. the fourth and fifth decades, but in one panegar not until 


„the eighth: 


` Family History. —Patients were, Spats about ‘the 
presence of varicose veins or ulceration of the legs: in 
their parents, brothers, sisters, or children. Twelve patients ° 
were uncertain and 140 (54%) of the rest gave a positive | 
‘family history. ! 


ł 


Ca 


Illustrative Cases. —Three sisters - (unmarried) had gravita- ` 


thrombophlebitis. without permanent ‘obstruction of the tional ulcers.. Their mother, one. of their four brothers,, and 


: vein ; or-varicose veins of primary type '-(Le., - developing, . 
spontaneously), aa those - of long — standing or, 
considerable ‘extent. 

‘The chief EON nas: of chronic venous insufficiency 
are in ‘the skin’ and subcutaneous tissue, and are thought. 
to result from venous -stasis rather than from increased 
venous pressure. As a result. of stasis the venous blood 
has a low cońtent of oxygen and a ‘high content of carbon 
' dioxide and other products.of metabolism (Dickson Wright, 
1931). The ħutrition of the tissues is impaired.and oedema 
and necrosis may result. Ulceration of a limb with venous 


stasis may occur-at, the site of a local thrombosis ‘of small `, 
- superficial veins or it may follow trauma with broken skin. 


The “healing power of the poorly nourished ‘tissues is 
` affected and'trauma may not bė followed by repair. Hence 
_ ulceration is a common -complication of chronic venous 
“insufficiency. ` Infection plays little or no part in ulcera- 


tion (though it may.cause thrombosis). There is no rela- 


tion between the type of infection or the bacteria in ‘the 
ulcerating area and the slowness or rapidity with which 
the ulcer heals. Those ulcers which heal most rapidly often 
ane the most bacteria (Léwenfeld, 1924). . 


~ 


te yo 


another’ sister (married, with five e idre; had ulcers. 
other sisters were unaffected. ug 


: A tram driver had: gravitational ulcers. Both his parents 
had varicose veins and two maternal aunts had ulcers. 


Four 


Heredity may play a part in the aetiology of ulceration 
‘of the legs associated with purpura haemorrhagica; sickle- 
cell anaemia, congenital haemolytic icterus, splenic anaemia, 
Gaucher’s disease (Witts, 1942), or Cooley’s anaemia (Estes, 
Farber, and Stickney, .1948); otherwise its importance in 
this condition is not well established.. Weber, Rast, and . 
_Lutteroti (1930), however, described chronic ulceration of : 
the legs following pneumonia in a man of 25 with thrombo-` 
angiitis obliterans whose father had suffered ‘from similar 


-ulcers, and Carleton (1948) showed a striking , family history 


in two sisters with varicose ulcers. Congenital absence of . 
valves in the veins of the leg'as described by Eger and 

‘Casper (1943) and Curtis and Helms (1947) may be impor- 
tant in relation to inheritance. Weber (1948) wrote that 


\ there certainly’ is a constitutional teadete to ulcus c cruris 


\ 
in some families: 


` Occupation.—Table I shows TERE O followed at 
the time ulceration appeared. It will be noted that: very 
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* Men (Total 78)" - Women (Total 192) . 








Standing ` ' . Standing ee 
Fitter or driller .. . ... ... 10 Housewife ; na Sih 132 
Labourer et `. ‘8 Shop assistant :. pon .. 14 
Farmer , 5 Weaver or spinner n :. HI 
Shop. assistant `. si 4 Office cleaner |... .. Keo o 
Warehouseman .. legs 4 Canteen worker .. er oiga A 
Joiner .. ae a) ia gS Cook or kitchen worker S 
Gardener ™ rs ken is. 2 Hoffman presser . os ee 
Boiler fireman: .. oa see 2 Tailoress (half sitting) 3 
Painter .. i oe: Ot sate a Barmaid. .. a 
Boot repairer... és 2 Landworker 2 
Tailor’s cutter .. c5 " 2. |*, Hairdresser; laundry hand, yar- : 
Tailor’s presser .. 2 nisher, l each . ba 9 
`“ Baker, bricklayer, circus hand, i - Ca. © 
cleaner, compositor, cook, i 
dentist; engineer, fur. cutter, > 
grinder, ' hairdresser, labora-, : 
tory attendant, miner, motor / , 
mechanic, music-hall artist, * 
' optical instrument maker, paper 
' maker, plate-layer, porter, rol- i i 
_ler coverer, scourer, shoeing ; 
smith, steward, , tea , blender, - z po hag 
tram driver, tram conductor, i f . r. 
Ne ert wae 1 © ' 
each À r ʻ. 28 ' \ 
Total 74 Total š . 185 
: Sitting | Sitting 
Unspecified Ee an ear. Unspecified ` ea. oS ek ici 
Clerk. gee Whe ge Office worker .. A E Ae 
l y i Printer’ .. - a <p as E. 
i oe ; . „Mender so 1 
. © Total i 7 


Total... Sate A 


few patients had eine jobs, and that many worked 


standing with little activity as in fitting, drilling, shopkeeping, 
weaving, and spinning. Although many miners attend this 
hospital, only one was seen with a gravitational ulcer. (Con- 


stant muscular effort while working, ene kneeling, or" 


lying may prevent venous stasis. 


, Child-bearing. —Of the 192 women, 37 (19%) were nulli- 
parous. 
(mean 4.1). a ‘ 

W eight.—Obesity has been thought to be of O ante 
in relation to gravitational ulcers (Dickson Wright, 1931; 
~ Heller, 1943 ; Mahorner, 1949). The' weight of patients in 
this ‘series varied between 45 and 132 kg.:' a distribution 
curve is shown in Fig. 1. Nine men and 29 women weighed 

` more ‘than 89 kg., 
and, of’ these, four 
men ‘ ‘and twelye 
women weighed. 

. more than 100 kg. 
One woman weighed 
132- kg. It would 
„appear that, in the 
. majority of patients 


x 


WEIGHT: h STONES (approx) 


y WOMEN. 
R! "(roTAL 169) 
' MEN 


plays no part: in the 
aetiology. 
‘Blood. Pressure.— 
The blood pressure 
of 69 men and 172 
, Women was deter- 


NUMBER OF PATIENTS 





' of the’ women were 
'. classified’ in age 

groups. The humber 
with atoli pressures above 140.imm. and: diastolic pres- > 
sures above 90 mm. is shown in Table I, with the total in 
each age group, in order to compare the results with the 


Fia.' 1.—Distribution curve of bedi: 
welght 


figures given by Robinson and Brucer (1939) based on a ° 


group of 3,405 American urban women taken at random. - 
The proportion of ulcer patients with hypertension is signifi- 
cantly higher than in the control group. The men with 


w 


The remaining 155 ng 1 to 15 children each 


‘With ulcers obesity _ 


mined. The readings. ments), and in six 


' i I ' t 
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TABLE JI.—Proportion of Women with Hypertension (172 Patients) 














Age Group: 25-9/30—-4/35-9 40-4 | 45-9 | 50-4 | 55-9 | 60-4 | 65-9 | 70-4 


Total in group .| 3 | 4113717 120 ° 12 | 13 
Systolic hypertension: : 1 |e i 
No. in group ... | 0 1] 2 9 9 28 10 | il 
Percentage of group — | — 115-3 | 52-9 | 45-0 | 56-6 | 67-8 | 87-5 | 83-3 | 84-6 


(5-4)|(12-3)|(20-9)}(21+4)|(37-6)}(46:5))(S7+2)\(71°4) 
Diastolic hyperten- } 4 

sion: - 
0/112 ' 5 5! 10 9 
— [15:3 | 29-4 | 25-0 | 36-6 | 50-0 | 65-6 | 83-2 | 69-2 
(5-1) (9-1) (C1 1-5){(10-9)/(19-9)}(22-5)| (26:0)|(12:5) 


No. in group .. 
Percentage of group) — 





* The figures in parentheses are those of Robinson and Brucer, 1939. 


ulçers formed a group too small for conclusions to be drawn 
from their blood-pressure readings. 


- Concurrent Disease.—The following diseases were present 


in additión to ulceration: pernicious anaemia in one patient, 
severe anaemia secondary to’ menorrhagia in one, con- 
genital haemolytic icterus in one, diabetes mellitus in four, 


‘ hyperthyroidism in one, hypothyroidism in one, thrombo- 


phlebitis migrans in one, Paget’s disease (osteitis deformans) 
in.two, and syphilis in two.’ The ulceration of the legs of 
the last two patients had none of the characters of syphilitic 
ulceration, and antisyphilitic treatment did not cure the 
ulcers. The Wassermarin reaction was also determined in 
68 other patients, and was negative. Some of the aetio- 
logical factors as disclosed by the history in the present 
series are shown in Table III. 


TABLE III -—Aetiological Factors in Patients with Gravitational 


ae g Ulcers 





Men | Women | Total 


Pa 


Thrombosis of deep veins: 
1.. Post-partum thrombosis 
20 Ante-partum thrombosis .\ 
‘3. Conditions affecting the leg: 
: Injury without fracture .. 
„Injury with fracture s3 
Kee i ' Operation on a leg ' .. 
' < Infection of the leg Eee A 
Treatment of varicose T 
‘Unknown causes... 
4 Recumbency or‘inactivity: 

j ‘  Medicat illness .. ca = 
ae Operation (not on leg) .. ae 
6: Miscellaneous causes 
7. ‘Silent’! thrombosis (proved) 


Total . è i ae ea ee eo 





Venous stasis with í no history of thrombosis: ' ~ 

~ F. + Varicose veins as only cause found 2 
Miscellaneous causes 3 

} : - 

Total hee a = AS 


Grand total - 








Note.—Four women are entered in more than one group. 


o; t 
Stasis due to Thrombosis of Deep Veins 
by . _ 1. Post-partam “ White Leg ” 
` Sixty-nine (36%) women gave a history of post-partum 
“white leg” (phlegmasia alba dolens)—28 \ after the first 
' confinement. In the remainder the “ white leg ” occurred 
after confinements varying from the second to the thirteenth. 
Most of the women were multiparae (mean 3.9 confine- 
“ white leg” occurred after two con- 
finements ; in one patient it occurred three times. The 
‘mean age at which thrombosis took’ place was 30.2 years 
(variation 19 to 46 years). In 27 patients the thrombosis 
y was bilateral and in the others it occurred slightly more 
‘commonly on the left side. Only 13 women developed 
di white leg” after a normal ‘confinement, and one of these 
got up on the third day, “ white leg ” developing soon after. 
- Intervention, with forceps took place in 18 patients, severe 
post-partum haemorrhage in 12, a long Jabour in five, twins 
in three, abortion at seven months in two, toxaemia of 


1è 


y“ 


- 


- developed varicose veins for the first time. 
that thrombosis of the deep veins of the leg had occurred, - 


/ 
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pregnancy in two, malposition in two, retained placenta in 
two, ante-partum haemorrhage in one, and triplets in one. 
Details of other abnormal confinements were not obtained. 
Matthew (1947) mentioned the raised incidence of “ white 
leg ” with high forceps deliveries and stressed the role of 
infection in some cases. The first ulcers ‘in the present 
series occurred three months to 27 years after the “ white 
leg ” (mean 8.9 years). =e 


_ Illustrative Case——This patient was delivered of her only 
child at-the age of 25. Details are not available, but she says 
that it was a difficult labour and forceps were used. A few days 
later she had “white leg” and “ pneumonia” (probably pul- 
monary embolism). The swelling of the legs persisted, and ten 
years later, following’ slight trauma, the first ulcer developed. 
There was no family history of varicose veins or ulcers of the 
legs. Her weight was 85 kg. No varicose veins were found on 
examination, but the’ legs were oedematous, ‘indurated, and 
pigmented over the lower halves. 


l 2. Ante-partum Thrombosis a s 
Fifteen patients gave a history of pain and’ swelling of 


- one or both legs of sudden onset-during pregnancy. Oedema 


of the affected legs persisted and some of the patients 
It is assumed 


and in seven patients ulceration of the leg followed within 
a few weeks.’ Ante-partum thrombosis is well recognized 
as\a complication of pregnancy, but, as Matthew (1947) 


pointed out, it is less frequent than post-partum “ white 
leg.” i l 1 


Illustrative Case. —A spinner had bilateral varicose veins from 
the age of 18. Her mother also had varicose veins. At the 
age of 44, at about the sixth month of her eighth pregnancy, she 
developed “ white leg” (left). She spent the remainder of thé 
pregnancy in bed. An ulcer of the left leg appeared a few 
months later. She'weighed 97 kg. and her blood pressure was 


‘240/110 mm. when she was examined at the age of 52. 


ma 


' ` 3. Conditions Affecting the Leg 


Injury to Leg without Fracture—Sixty patients had 
suffered such an injury to one or both legs. The severity 
varied from that of a kick to that of a fall from a height,- 
as from a roof or down stairs or through @ floor which 
collapsed (three patients).i Other injuries were due to a fall 
from a tram-car, a superficial gunshot wound of the leg, 
or wrenching an ankle; many were caused by mild blows 
such as walking against some firm solid object. In many 
the skin had not been broken. With-most ulcers-of- the-leg 
the precipitating cause is mild injury with abrasion of the 
skin. In the group under consideration, patients with a 
previous history of thrombosis of the leg in whom mild 


_ Injury produced ulceration are not included. Only those 


with legs previously normal or with varicose veins with 
no evidence of chronic venous insufficiency are considered. 
Of these, 23 gave a history of swelling of the-leg after the 
injury, probably due to thrombosis caused by the injury, 
and 10 developed varicose veins after the injury, possibly 
from the same cause. At the time of examination, when 
ulcers were present, 52 had varicose veins, which in several 
patients were in the injured leg alone. Slight or moderate 
injury to the leg with laceration, soft-tissue wounds, or 
simple haematoma may result ‘in thrombosis. Vance (1934) 
investigated thrombosis of the veins of the lower extremity 
and pulmonary embolism as a complication of trauma. 
He found that even minor injury to the leg.may result in 
thrombosis. Homans (1934), Bauer (1944), Birger (1947), 
and Mahorner (1949) are in agreement with this view. In 
Bauer’s patients the presence of thrombosis was confirmed 


by phlebographic examination. 


} 


Illustrative Case.—A grinder in good health was injured at 
the age of'32 by a severe blow from an iron girder whiċh fell 
against his right leg. There was no fracture and the skin was 
not broken. Swelling of the leg followed. Varicose veins 
appeared for the first time, and a year later there was ulceration 
of the affected leg. At the age of 34 the varicose veins were 
ligated, but the ulceration was not improved. The Wasser- 
mann reaction was negative. His father had suffered from 
ulcers of the leg. i 


Injury to the Leg with Fracture.—This had occurred in 
11 patients—affecting the tibia and fibula in six, the femur 


' in two, the patella in one, and the ankle (fracture-disloca- 
tion) in two. Both direct injury to a vein and immobiliza- , ` 


tion of the limb may have been factors in causing the 
thrombosis which followed.” Ulceration occurred in-.a~ 
period varying from one month to 26 years (mean 4.8 years) 
after the fracture. 


Illustrative Case—A married woman sustained a fracture- 
dislocation of the right ankle. at the age of 37. The leg was 
immobilized in plaster-of-Paris for three months, after which 
it was found to be oedematous and discoloured. ‘These signs 
persisted, and one month after removal of the plaster ulceration 
of the leg occurred. There was no family history of ulcers or 
varicose veins. ` i 

Operation on a Leg.—Six patients had undergone opera- 
‘tion for knock-knee, for hammer-toe, for deformity of the 
tibia in Paget’s disease, for tuberculosis of bone, for osteo- 
arthritis of the hip, and for an unknown cause. In each 
patient thrombosis of the: affected leg had followed ‘the 
operation, ulceration occurring later. 3 


Infection of the Leg—Fifteen patients had infection of 
the leg-in various forms causing thrombosis: osteomyelitis 
(2—one of the tibia and one of the patella), septic wounds 
of the leg (12), and abscess of the ankle drained with tubes 
(1). One of these patients was a diabetic. Ulceration fol- 
lowed the infection in a period varying from a few weeks 
‘to 11 years (mean 4.1 years). 


Allustrative Case-—A motor mechanic aged 57 caught his left 
ankle against a sharp piece of metal, an abrasion resulting. 
This healed, but two weeks later an abscess formed at the site 
of injury and burst, discharging pus. At the-same time the 
whole leg became swollen, with deep tenderness in the calf. He 
attended the clinic five months later with an ulcer at the site of 
‘the abscess and with oedema and discoloration of the leg. The . 
other leg was normal .except for varicose veins, which were 
prominent in both legs. ` 


Treatment of Varicose Veins.—This appeared to be the 
cause of ulceration in 15 patients, including two in whom 
the injection of varicose veins was carried out during preg- 
nancy. In two others thrombosis of-the leg ‘had occurred 
previously, in one after a fracture of the patella and in 
another after a fracture of the humerus which required rest 
in bed. Injection of varicose veins seemed to intensify the 
chronic venous insufficiency already present in these patients 
and to produce it in the remainder. Ulceration of the legs . 
concerned resulted within a few months. The risk of throm- 
bosis of deep veins after the injection of sclerosing fluids into 
superficial varicose veins, especially above the knee, was 
stressed by Boyd and Robertson (1947). In three of the 
patients in the present series varicose veins had been 
injected at the same time as the internal’ saphenous vein 
was ligated, ulceration following within a few weeks. In 
none*had phlebography been carried out to determine. the 
state of the deep venous circulation of the legs before 
injection of the varicose veins. a 

Illustrative Case—A married woman suffered from “ white 
leg” (left) after her first confinement at the age of 28, when 
forceps were used. Varicose veins followed, and these were 
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injected eleven years later. The left leg became -even more 
oedematous, and ulceration occurred shortly after. Her mother . 
had suffered from varicose veins and ulcers of the leg. 


when he got up. He had injured his right groin when 27 years 
old and some swelling of the leg had followed. . 


A joiner aged 57 fractured his pelvis. ` Thrombosis and ulcera- 


is $ -tioni of the right leg followed. -His mother had varicose veins 


a 4. Thrombosis of Unknown Cause 
Thrombosis in the legs from no apparent cause occurred 
‘ in 19 patients. In several the condition had started in 
superficial veins, but all gave a history of marked oedema 
of the affected leg, with: pain in the calf in some, which 
suggests that the deep veins were involved. Thirteen 
patients had a family history of varicose veins or ulcers 
of the legs. Phlebography confitmed the presence of 
thrombosis (of the femoral vein) in one patient. : 
Illustrative Case.—A nulliparous woman weighing 76 kg. and 
living an active life suffered from phlebitis of a superficial vein 
of the left calf for no apparent reason at the age of 36. Within 
a few days the leg became greatly swollen and pulmonary 
embolism occurred. ` Shortly after this the right leg also became 
swollen. When she was-able to walk the oedema increased and 
ulceration near the left ankle followed. Her mother had suffered 
from varicose veins and ulcers of the leg. 


5. Thrombosis due to Recumbency or Inactivity 


Medical IlIness—-Some illness, the disease itself or the 
, Test in bed necessitated by it, had caused thrombosis of the 
legs in 12 patients. In three it was said to have been 
influenza, in two bronchitis (one with pleurisy), and in two 
lobar pneumonia. Rheumatoid arthritis with many months 
in bed, pyaemia following a carbuncle, tonsillitis, scarlet 
fever, and pyrexia of unknown origin were each responsible. 
in the other patients. 


Illustrative Case.—A baker whose mother had varicose veins 
developed scarlet fever at the age of 17. Three weeks after the 
onset, while in bed, thrombosis of the: left leg occurred.. There 
were no other complications of scarlet fever. An ulcer of the 
same Jeg appeared a few weeks later when he got up. The 
Wassermann reaction was negative. . 


_Operations\not on the Leg.—Twelve patients gave a his- 
tory of < white leg” appearing shortly after an operation. 
Of these, nine had undergone an abdominal operation— 
two for appendicectomy (one with drainage), two for, 
removal of ovarian cysts, one for cholecystectomy, one for 
hysterectomy, one for pelvic abscess, one for abdominal 
hernia, and one for an operation following an injury, the 
details of which are not known. Two' patients had under- 
gone left inguinal herniotomy and one a perineal-operation 
of unknown type on the bladder for retention of urine. 
Allen; Barker, and Hines (1946) showed that post-operative 
thrombosis is more common after pelvic operations than 
after.any other procedure, and more common in the left 
leg than in the right. i 


~ 


Illustrative Case.—A railway plate-layer underwent an Opera-' ` 


tion for left. inguinal hernia at the age of 37. Five days later 
he suffered from pulmonary embolism and shortly afterwards 
his left leg became swollen. Ulceration of the leg occurred a 
few weeks after he got up. 


6. Thrombosis due to Miscellaneous Causes ` 


Thrombosis of the leg occurred in a woman aged 29 during 
intravenous therapy with glucose-saline for hyperemesis gravi- 
darum. An ulcer of the ankle’ followed at the site of injection. 
The risk of this complication of intravenous therapy when given 
at the ankle is now recognized. ` 


A woman weighing 117 kg. had varicose veins for years, for 
which several injections with sclerosing fluids had been given. 
Thrombosis and ulceration followed a second-degree burn of . 
the right leg. In another woman, aged 59, these followed a 


scald of the leg. 


A miner aged 39, in bed on account of a slight injury to his 
back, had a thrombosis of the right leg, and ulceration -occurred 


and his brother‘an ulcer of the leg. 

A farmer, when aged 22, had both legs severely bruised by a 
riding “accident and varicose veins. appeared. A year later 
Trendelenburg’s operation was carried out bilaterally, marked 
swelling of the right leg occurring afterwards. At the age of 24 
the varicose ‘veins, which had reappeared, were injected with 
sclerosing fluid. Ten years later he fractured his right femur, 
the limb being immobilized for ten months with a plaster spica. 
Shortly after the plaster was removed the first ulcer appeared. 
The Wassermann reaction was negative. There was no family 
history of varicose veins or ulcers. 


A labourer aged 58 had no family history of varicose veins 
or‘ulcers. When aged 27, while wearing puttees in the infantry, 
thrombosis occurred in the right leg with much swelling and 
aching. Varicose veins appeared for the first time, with 
ulceration, after a few-months. 

A Czech fur-cutter, a cigarette smoker, had suffered from 
thrombophlebitis migrans since the age of 21, with recurrent 
idiopathic thrombophlebitis of the superficial veins of the legs 
and right arm. No signs of arterial disease were present. There 


‘was marked venous stasis of the legs, with varicose veins. 


Ulceration first occurred when he was aged 31. His Wasser- 
mann reaction was negative and his weight 74 kg. ‘His father 
and sister had ulcers of the legs. f 


` 7. Silent Thrombosis 

When a patient has venous stasis, with no history of 
thrombosis, a silent thrombosis may be suspected if there 
has been pulmonary embolism ; otherwise it may be indi- 
.cated by phlebography, by surgical exploration, or by- post- 
mortem examination. In this series, in those patients with 
no history of thrombosis, phlebography was carried out in 
only one, and:of the others some may have had a silent 
thrombosis. 


Illustrative Case-——The mother of ‘13 children, weighing 
82 kg., had bilateral varicose veins for many years, and these 
were injected when she-was 42. Her sister had ulceration of 
the leg. There was no history of thrombosis at any time and 
she had never been. in bed on account of illness of note or 
operation, nor had she suffered any Injury. The Wassermann 
reaction was negative. The first ulcer appeared in the right leg 
at the age of 51. Nine years Jater a phlebogram: showed block- 
age of the deep veins of the right thigh near the knee. 


v 


in Venous Stasis with No History of Thrombosis 


- In addition tó the patient mentioned above there were 


others with-no history of thrombosis. 


1. Venous Stasis due to Varicose Veins ‘ ¢ 


There were 29 patients whose venous stasis and ulcera- 
tion might have been due to varicose veins. Of these, 24 
were women, of whom 17 were parous. In the whole group 
the family history of two was uncertain, but 17 of the 
remaining 27 gave a family history of varicose veins or 
ulcers of the legs or both. The age at which ulceration 
occurred varied from 20 to 78 years (mean 45.4 years). 


. All but one had suffered from varicose veins for many years 


before ulceration appeared, and the problem arises whether 
these are cases of true varicose ulcer—i.e., ulcer due to 
varicose veins—or whether they are post-thrombotic, the 
thrombosis having been symptomless. Some of these 
patients had ulcers “ riding.” over a vein, to use the descrip- 


“tion applied, by Homans (1939) to true varicose ulcers. 


The possibility of previous thrombosis in the other patients 
remains. The question of varicose ulceration is discussed 
later, but even were ‘it assumed that most of the patients 
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in “this group suffered from varicose “ulceration ‘they 
represent less than 11% of the whole series. 


l A tram driver weighing 84 kg., with a striking family history - 
of varicose veins and ulcers of-the leg,.had varicose veins from 


the age of 12. An‘ ulcer appeared on. the right leg when he 


"+ was 20 and on the left leg when he was:26. There had been 


no history suggesting thrombosis. . Bilateral injection of vari- 


'. cose veins with sclerosing fluid was carried out when’ he-was, 20, 
and ligation’ and injection of the veins when 26, on both occa-" 
‘sions after the’ulcers had appeared. The veins .were injected. 


‘again when he’ was 29. The Wassermann reaction was negative. 


_ The early ulcers in this patient would seem De have-been true -. 


varicose ulcers. | 
. A mother of five children, who had been a eee developed. 


. Varicose veins at the age of 26 while bearing her first. child. 


There -was no family history of varicose veins ‘or ulcers.. One 
of the veins burst when she was 42 and an ulcer formed at’ the 
site. The- varicose veins were treated by operation soon after 
with no benefit to the ulcer, and were injected when she was 50. 


Tremendous swelling of the leg resulted, no doubt due to a: 
‘She now has calcification of the ` 


thrombosis: of deep, veins. 
varicose veins, much: induration of me ‘legs, ‘and diabetes. Her 
ea is 76 kg. : / 





PARTURITION i 
OPERATION ON, LEG 
INJURY TO LEG. ` 
FRACTURE OF LEG- 
` INFECTION OF LEG. 
IMMOBILIZATION | 
UNKNOWN CAUSES 


DEEP VEINS’ 
OF CALF AND 
‘THIGH 


T f 


l pieeo VEINS: ‘5 m , . i 
' Í THROMBOSIS ~ BLOCKED i l 
| < DEEP VEINS 
_ RECANALIZED 
¥ . with valves 
damaged .— 


gravitational ulcer. The pathology. of thrombosis will not. 
be discussed here,,as the subject:has been fully reviewed 
by Allen, Barker, and Hines (1946), Zilliacus (1946), and 
Birger (1947). Causative factors ‘may be slowing of the 
blood flow, alteration in the composition of the blood lead- 


_ Ing to an increased tendency to clot, and injury to- the 


intima of: the vein.. The blood flow’in.a leg vein may be 
slowed by lack of muscular activity, by pressure on the 
vein ‘from outside, and ‘owing to defective venous valves. 
Thrombosis may take place with no’apparent cause, as in 
19 patients in this series. 


Homans. (1934)- pointed out the importance of the deep 


‘veins of the. calf as the site of origin of thrombosis in the 
. lower limb. In two large series of cases of pulmonary 


embolism examined post mortem by Rossle (1937) ` ‘and 


. Neumann (1938) the calf or plantar veins were the site of 


thrombosis in the- majority. This was confirmed: by-Putzer - 
(1939), Frykholm (1940), Bauer (1941), and Hunter, Krygier, 


“Kennedy, and Sneeden (1945). ‘Only 10% of all throm- ’. 
“boses in the femoral veins are not associated with deep 


thrombosis below the knee (Homans, 1943). 
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| VARICOSE VEINS - al ACQUIRED INCOMPETENCE 
wit DEEP VALVES. b CONGENITAL ABSENCE | ee SEDEMA 
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| 5 superficial ULCERATION 

i l varicose ‘|ScLerosis 

EXTERNAL PRESSURE. ON DEEP VEINS (e.g., ABDOMINAL Tumour) din: ' , ; 

(rare—usually thrombos!s produced) s Sd | 
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: i : l 

‘Lack OF, MUSCULAR $ CONTRACTION — A. POST-PARALYTIC l , - 

eae wet "b, ? LONG-CONTINUED - Coe ; ee A 
2+ See ae _ STANDING : a ha 
) | Fic. 2—Causes of venous stasis in the lower limb. A k 


a2 2. Venous. s. Stasis due to Miscellaneous Canes: 

A woman With congenital haemolytic icterus ‘suffered from 
ulceration of the. lég from the age of 17. Her mother and two 
sisters had. ulcers of the legs. ea 


A boot-repairer, whose mother had an ake of the Tee had. 


suffered from acute anterior poliomyelitis as a child. His -left 
leg was wasted and he wore a walking-calliper. A gravitational - 
-ulcer appeared when he was 26. No varicose veins were present 
and.there was no history of thrombosis. The ulcer was prob- 
ably due to venous stagnation caused by lack of muscular 
contraction in the’ leg. =.> a. at a 
Discussion 


The c causes of chronic venous stasis, and henge of gravita- 
tional ulceration: of the leg, are. summarized in Fig. 2, 5 


` 


~ 


Thrombosis of Deep Veins of the Lower Limb ' 


This had been present in about 89% of patients in the. 
series and seems to have been the most important cause of 


mo : ` 


ŢȚ 


‘Thrombosis in the veins of the calf may cause pain and 


- deep tenderness (Homans, 1934 ; Boyd, 1948), but often a 


“ silent’ thtombosis ” has been demonstrated i in patients with 
pulmonary embolism (Homans, 1943) and by phlebographic 


‘examination (Bauer, 1941). The absence of any history of 
thrombosis in a patient with gravitational ulceration is 


therefore no evidence that the latter is not post-thrombotic 
in origin, and probably only by phlebography or dissection 
can the.point be settled in a particular case. It is possible 
that some of the patients in the present~series me no 
history of thrombosis had suffered ‘from -a “ silent 
thrombosis.” a 
Thrombosis E in the lower part of the leg 
tends to'extend centrally, often into the ilio-femoral vein. | 
As a:result of such thrombosis the venous return from the 


‘lower, limb is impaired, as Gay (1868) observed, the lumen 


of the deep veins being Scenes though sometimes not 
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completely. Periphlebitis secondary to an aseptic , inflam: - 
mation of the wall of the-veins (phlebitis) may be present 
(Bauer, 1948). . Later, recanalization ‘of the thrombosed : , 
vein may take place, but’ the valves - are permanently 
destroyed (Homans, 1917; Edwards and Edwards’ 1937 ; 
- Bauer, 1948). This’ recanalization and: valve destruction in| 
the popliteal and femoral veins leads to marked venous. 
stasis in the lower limb when the individual ‘is erect. 
Linton and Hardy (1948) believe that ulceration of the 
leg does not .take place until ‘the. thrombotic veins have. 
` become recanalized, and that this may, take from oneto 
29 yeais from the time of venous thrombosis. j 


j Varicose Veins . 
These may usefully be considered as primary or second- 
ary. ‘The. primary type develops spontaneously and is’ 
probably due to inherited weakness in the structure of the 


vein—dilatation of the vein ‘leading to. incompetence of. ' 


the valves (Edwards and ‘Edwards, 1940)—or to congenital 
absence of.valves as described by Eger and Casper (1943) - 
and Curtis‘and Helms (1947). The secondary type develops. 
as the result of thrombosis: of deep veins in the lower limb, 
(Meyer, 1932), though ifthe latter has been “silent” it 
may be difficult to distinguish this type from the primary. 

Post-thrombotic ulcers may be associated with such varicose 

veins of secondary type.. 


Do varicose veins of the’ primary type lead io venous 
stasis and ulceration ? Varices may-occur, as Meisen (1932) 
pointed out, with stasis and. without stasis, and stasis may 
~ occur without varices (as in 31 patients in this series). The 
two may be independent. Clinical experience suggests that . 


primary varicose veins, sometimes quite severe, occur not . 


uncommonly without venous stasis. However, stasis ;and’ 
ulceration may be found with. primary varicose veins, and 
the condition is well described. by Bauer (1948). A family 
history of varicose veins is usual, a history of deep throm- 
bosis is absent, women are affected -twice as often as men, 
a, bursting sensation is present in the legs,on standing, 


oedema and other signs of chronic venous insufficiency are . 


present similar to those’ following thrombosis, but phlebo-, 
graphy and, operative exploration differentiate the condi- . 
tions. Bauer (1948) believes that idiopathic or non- 
thrombotic femoral incompetence, as he, names it, is due. 
‘to deficiency of the valves’ of ‘the femoral and popliteal 
veins caused by: phlebosclerosis affecting the deep’ veins, 


and not merely the superficial veins as in primary varicose ° 


veins, without eviderice of venous insufficiency. Probably: ` 
a similar result is produced by congenital absence of valves 
in the deep veins, (Eger, ane ie 1943 ; Curtis and ` 
‘Helms, 1947). j 


Thus with primary varicose veins ulceration may ‘be 
present if there is congenital or acquired absence or-incom- 
petence of valves of the deep Veins. , Ulceration: may be 
absent if only. the superficial veins.are varicose. Throm- 
bosis may occur, however,, i the deep veins of patients 
_ with the latter condition, following: ‘treatment of the super- 
ficial varices, or may be due to any of the causes which 
lead to-thrombosis'in an individual without varicose veins. 
A post-thrombotic ulcer may result. In the present series 
primary varicose veins'do not seem to havé been. a cause 
of ulceration in many patients, as only 32 (11%) gave no, 
history of previous thromibosis.. Three of these did not 
have primary varicose veins, and of the others some may 
have had a “ silent ” thrombosis.. 


Venous stasis, due to, complete absence of muséular 
contraction is rare, only one patient in the series having © 
gravitational ulceration from this cause (previous anterior 
poliomyelitis), but comparative lack ‘of movement while. 


r 
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ulcers. 
-rise in, blood pressure. 


l Brodie, Sir Benjamin C. 


‘standing at work may be a secondary factor of note in 
„some patients with ulcers. 
- 7 


Arterial Disa 


‘ag (1868) and Heller (1943) considered arterial disease 
rae -be aw important cause of some ‘chronic ulcers of the 
lower part of the leg.’ More recently Hines’and Farber 
(1946) have described ulceration of the leg due to arterio- 
sclerosis and ischaemia occurring in the presence of hyper- 
tensive disease, with no other vascular or cutaneous disease. 


. Although in the present series no ulcer was thought to be 


due only to arterial or arteriolar disease, the high pro- 
portion of patients with hypertension suggests that this 
condition may be a factor in the aetiology of gravitational 
Obliterative arterial disease may occur without, a 
The presence of an arterial factor 
in ` the «causation of some -ulcers may account for the 
; beneficial effect of sympathectomy in certain patients 
. (Borrie-and’ Barling, 1948). it 


| Fhe treatment of chronic venous insufficiency and ulcers 
‘of the leg will not be discussed here, but. it is clear that to 
be effective’ an accurate diagnosis of .the cause’ and a 


. knowledge of the aetiological factors involved are important. 


D Sa A Treatment 

In this country at the present time the concentration on 
treatment of superficial , varicose veins, in patients with 
venous stasis’is neither rational nor useful, and the results, 
as shown in several patients in this series, may be appalling. 
More often ‘than not it is harmful, increasing the degree 
of stasis already. present. Progress will “be achieved only 
by a better -understanding of the essential causes of the 
condition. Measures to prevent thrombosis are important, 
and when venous stasis has appeared the continued use of 
elastic. supports to prevent oedema is essential. Various 
surgical techniques, such as those of Bauer (1948) and 


R Linton and Hardy (1349); require consideration. 


ny | 
re! l Summary i 
A series of 270 patients with gravitational, ulcer has been 
investigated. ‘This type of ulcer results from chronic venous 
stasis of. the lower limb. -In ‘88. 6% venous stasis was due to 


' previous thrombosis of deep veins in the leg. Varicose veins 


may ‘be present as a result of thrombosis, but primary varicose 
veins rarely” cause venous stasis and gravitational ulcer.' The 
, futility of treatment of the condition by attention to superficial 
' varicose veins is stressed. 


Tam grateful to Dr. J’ T. Ingram and Dr. F. F. Hellier for allowing 


me-to carry out this investieston on’ their patients. 7 
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A` NEW NEONATAL’ SYNDROME 


BY 


W. G. MILLS, F.R.C.S., M.R.C.O.G. 


` Assistant Obstetric Surgeon, United Birmingham Hospitals 
= se ‘ 


During the ten-months period December, 1946, to October, 
1947, a new syndrome affecting infants appeared in the 
nurseries of the Birmingham Maternity Hospital. Eight 
cases were observed, the predominant feature being a circu- 
Jatory disturbance in one or both lower limbs, while some 
cases in addition showed muscular weakness or palsy. The 
case incidence was sporadic, and on only one occasion was 
the interval between cases less than three weeks. The 
aetiology was unknown, and neither the medical nor the 
nursing staff could recall similar cases. Search for guidance 


in standard textbooks proved fruitless, and it was concluded’ 


that the syndrome must have been caused by some new 


factor, such. as a new line of treatment, that had- never 


before sea 
Case Reports 


- , Case 1—On April 6, 1947, a 60- hours-old infant was found to 


have a flaccid paralysis of the right lower limb with apparently 
complete sensory loss below mid-thigh ; the leg was:pale and 
cold and no arterial pulsation could be detected. The appear- 
ance suggested an embolism of the common femoral artery, 
but the exact time of onset was uncertain. 
was still pale and cold, but the calf. showed a mottled cyanosis 
and ih a short time the whole limb became warm and flushed. 
Patches of local discoloration ‘persisted on the front of the leg, 
the heel, and great toe, and desquamation was followéd by scab 
formation and a chronic ulcer over the anterior border of the 
tibia. At 1 month old there was still a small unhealed ulcer, 
‘and considerable weakness in the anterior tibial group of 
muscles. At 2 years old there was a pes cavus, a limp, and 
poor dorsiflexion of the foot. 

In an attempt tò elucidate the aetiology the obstetric his- 
tory was checked in detail. The-mother, a primigravida, had 
been treated in hospital from the 34th to 38th week of preg- 
nancy for pre-eclamptic toxaemia. -Labour had been induced 
surgically, but after three days’ inertia delivery had been 
effected by lower-segment caesarean section under general 
anaesthesia. The child was asphyxiated at birth, and was 


. resuscitated with oxygen and an injection of nikethamide into 


the umbilical cord. It weighed 5 lb. 3 oz. (2.35 kg.). It had 


\ 


é 


‘was a more severe variant of the other.. 


Next day the foot ' 


not been delivered through the incision by traction on one leg, 
and no injection was recorded as having been given into the 
buttock. The only conclusion that could be reached was that 
spontaneous thrombosis or embolism of unknown origin had | 
occurred in the main artery to the limb. 


It was then recalled by the ward sister that a somewhat 
similar though more severe case had occurred a few months 
previously, and that the child had subsequently died. 


Case .2.—On consulting the records it appeared that a child 
had been delivered: spontaneously on Dec. 14, 1946, following 
surgical induction of labour at 37 weeks for disproportion in 


| a primigravida ; the second stage of labour had been prolonged 


to: three hours, and the child, weighing 6 lb. 9 oz. (2.98 kg.), 
had been born in a state of white asphyxia. Its condition being 
critical, nikethamide followed by lobeline and a second dose 
of nikethamide had been injected into the umbilical cord with- 
out any immediate effect. Six hours later the right leg was 
seen to be cyanosed and flaccid, with some oedema of the 
buttock, and during the next day it became cold and anaesthetic. 


_ Gangrene of the extremity developed and the infant died on 


the eleventh day from peritonitis. Necropsy showed thrombosis 
of the right common iliac artery and also of the inferior 
mesenteric vessels ; there was: gangrene and perforation of the 
sigmoid colon. 

No common aetiological factor could be deduced- fom 
these two cases, although it seemed probable that the one 
However, the next 
three months produced five more cases which, although not 
so severe, presented sufficient similarity to those preceding - 
to warrant grouping together. d 


‘Case 3—A-child, was delivered on April 30, 1947, by 
caesarean section for placenta praevia ;'a general anaesthetic 
was used. The child was sleepy and asphyxiated at birth, and 
three injections of nikethamide were given into the cord before 
respiration was established. On the second day the left buttock 
was found to be discoloured and indurated as though severely 
bruised ; there was no concomitant paralysis, and the condition 
resolved in a few weeks without ulceration: It cotld easily 
have passed unrecorded. had the previous cases not stimulated. 
interest and observation. 


Case 4.—This child was seen on May 25. tabóür had been 
induced at 37 weeks in a primigravida with a posterior position 
of the dcciput, but there was an interval of three days before 
the onset’of labour. Intrauterine infection developed, and 
eventually a small infant’5 lb. 3 oz. (2.35 kg.) was delivered=in 
a state of white asphyxia. Nikethamide was injected into the 
cord, and recovery was uneventful until the third day, when 
an area of discoloration was noticed on the right buttock. This 
area was indurated as’ though severely bruised, and the over- — 
lying skin became necrotic, to produce an unhealthy ulcer which 
healed with difficulty in about a month. There was never 
any demonstrable paralysis. 7 


.. Two further cases were recorded within 24 hours of each 
other three weeks later. 


Case 5—A baby born òn June 18 was the second child of a 
woman aged 47 ; during a difficult forceps extraction of-a 9-lb. 
(4-kg.) infant there was: considerable delay in delivery of the 
shoulders, and the child was born in white asphyxia. Two doses 
of nikethamide were injected into the umbilical cord. Twelve 
hours later there was extensive discoloration of the right buttock 
and right side of the scrotum, and during the next two days 
the gluteal skin broke down to form an ulcer, and a tense 
hydrocele developed. Movements of the right lower limb -were 
greatly diminishéd, and there was temporary palsy of the 
anterior tibial group of muscles. The gluteal ulcer healed in 
a month, and leg and ankle movements gradually returned to 
normal. ' 

‘Case 6—The coincident case > was less serious. Labour had 
been induced at 37 weeks for disproportion in a primigravida, 
and an infant weighing 7 lb. 3 oz. (3.26 kg.) was delivered with 
forceps for foetal distress; its condition was only fair, and 
one injection of nikethamide was given into the cord. Three 
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_ days later the typical indurated area of discoloration had 


appeared on the right buttock, and movements were diminished 
at the right ankle. There was no subsequent ulceration, and 
recovery was complete in 10 days. 


Case 7.—This child was born on July 16. The infant was 
delivered precipitately through a rachitic flat pelvis after a long 


delay at the brim, and its condition was so poor that cerebral 


haemorrhage was presumed. Its life was twice despaited of, 
but after three separate injections of nikethamide into the 
cord respiration was more or less established. Six hours 
later the child was still cyanosed. There was discoloration of 
the Jegs : the left showed a mottled cyanosis of the buttock, 
thigh, and flank, while the right was pale, atonic, and in- 
active ; there was also oedema of the left side of the scrotum. 
Within an hour the pallor of the right limb had been replaced 
by deep cyanosis, but the child died within 24 hours and no 
further changes were recorded. Necropsy revealed cerebral 
haemorrhage and atelectasis with no demonstrable thrombosis 
or embolism in the main arterial tree of either lower extremity. 

Following this case a tentative diagnosis was propounded, 
and it was hoped that further cases might be avoided. How- 
ever, the arrival of a new resident two months later was 
followed by the eighth and final case. 


Case 8—This child was born on Oct. 1, 1947. Caesarean 
section had been performed on account of some disproportion 
and inertia, and the child’s condition was poor enough to 
require nikethamide for resuscitation, Within seven hours the 
left buttock was cyanosed and mottled, the left side of the 
scrotum was discoloured, and the left leg was pale and atonic 
(see Fig.). The leg regained full movement within a few 
days, but the gluteal skin broke down to produce an ulcer, 
which healed in a few weeks. 





Case 8. The area of discoloration of gluteal and ‘scrotal skin is 


limited almost exactly by the midline of the body. The marks on the 
lateral aspect of the right buttock have been produced by pressure 
from the napkin on which the infant was lying. 


Discussion 


To summarize these eight cases, we have a neonatal con- 
dition that has apparently not been previously recorded ; 
it is probable that cases of little severity have escaped 
notice in the past, and in fact search in the hospital records 


-has disclosed reference to one such case in 1945. The 


chief characteristics include the onset of vasc disturb- 


= ances shortly after birth in one or both lower extremities, 


with a predilection for the gluteal region, and sometimes 
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a flaccid paralysis of the limb. In one infant there was 
a fatal issue from cerebral haemorrhage ; in another the 
inferior mesenteric vessels were affected and the child died 
from peritonitis ; in a third there was residual paralysis’ of 
the anterior tibial group of muscles. All the remainder 
recovered fully. 


After the occurrence of the seventh case a determined 
effort was made to establish a diagnosis, and various 
theories were put forward. The unilateral bruising of the 
buttock suggested thrombosis or embolism of the inferior 
gluteal artery, which in foetal life represents, the main 
arterial axis of the lower extremity. It is the chief branch 
of the hypogastric, which continues as the umbilical artery ; 
the external iliac artery is very much smaller. The inferior 
gluteal artery contributes the chief blood supply to the sciatic 
nerve. Embolism was considered improbable on account 
of the bilateral effect in Case 7 and the mesenteric lesion 
in Case 1. No cause could be adduced for a primary 
arterial thrombosis. Injection of vitamin K into the infant's 
buttock was disproved. The obstetric procedures were so 
diverse, including spontaneous, forceps, breech, and caesar- 
ean deliveries, that there seemed small chance of finding 
a common factor. However, it was observed that all 
infants had been born in a state of white asphyxia, and all 
had required at least ene injection of nikethamide for 
resuscitation. Speculation was aroused upon the possibility 
of an intravenous injection being responsible for an arterial 
lesion, when it was suddenly realized that in all probability 
the injection had been given on occasion into an umbilical 
artery. 


The resuscitation of the newborn is always an emergency 
procedure, and if it shauld follow operative delivery the 
obstetrician may still be engaged in the treatment of the 
mother. In consequence, the anaesthetist or a junior 
hospital resident may be instructed to inject “ nikethamide 
into the cord,” by which it is intended that 0.5 to 1 ml. of 
nikethamide shall be injected into the umbilical vein and 
milked down the cord to the umbilicus. Instead of the 
familiar engorged cord with a prominent distended vein 
and two smaller encircling arteries, there will probably be 
a practically avascular structure in which two dark vessels 
are dimly discernible. The operator, unfamiliar with the 
appearance of the cord in states of shock, and anxious to 
discharge his duty rapidly, may select a vessel and puncture 
it with difficulty ; ; whichever he selects will be wrong, for 
the vein is empty, transparent, and practically invisible, 
and the injection will have been made into an artery. 


It is my belief that in the past this accident has been by 
no means uncommon, and that the production of a patho- 
logical lesion depends upen three factors. The volume of 
injected fluid and the vigorous nature of the “ milking” 
process will determine how much nikethamide enters the 
foetal hypogastric arteries, while the height of the infant's 
systolic blood pressure will decide how far the retrograde 
injection advances before being swept peripherally in the 
arterial stream. The actual pathology might be an arterial 
spasm with ultimate thrombosis similar to the condition in 
the upper extremity following accidental intra-arterial injec- 
tion of anaesthetic solutions. The occurrence of a bilateral 
case may be explained by the use of both umbilical arteries, 
while the massive effect in Case 1 followed a triple injection 
—enough to fill the common iliac artery and overflow into 
the aorta and inferior mesenteric. It is hardly surprising 
that the notes record “ no immediate improvement.” 

It may be argued that the above hypothesis is mere 


conjecture supported by circumstantial evidence, and it must 
be admitted that proof is still lacking. An attempt has 
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A Rew syudtome i is: described, ‘comprising arenal lesions with 


~ ogdadional paralysis in the lowe er limb of the newborn. 


Eight cases are recorded as having occurred in a period of 
ae 10 months at a busy maternity hospital... 


The aetiology of the condition. remains. unproved. H is 


- suspected that the lesions may be dtie to injection of drugs 


CS into an artery in the umbilical cord, The evidence. in favour 


of this theory is. discussed, 


tam: ‘deeply indebted to Dr. e Braid for teri interesi in 
I wishoto thank 


Dr. Hudson, of the Walton Hospital, Liverpool, for details of a 


similar ‘series of cases, and. the staff of the Birmingham Maternity 


Hospital, under whom the cases were adteltted, for permission to 
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ue A number of: ‘Goverament! ‘scholarships have hitherto been 
_ -available to selected nurses who wished to train as nurse tutors. 
-The assistance given has covered the training and examination 
fees and the Cost booke, and apronda i an ‘allowance of 
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The: ‘Drug’ 5 Action 


Before relating thse it will be of interest tto Sippine the- 
pharmacological basis. of the drug’ ‘action. For many years 
it has been known that certain substances—e.g., , cyanamide 
and the fungus Coprinus atramentarius—though innocuous 
to man when taken alone, yet gave rise to unpleasant symp- 
toms when alcohol subsequently was consumed. 
ethylthiuramdisulphide has a similar action, and the work a 
of Dr. Jacobsen and his colleagues in Copenhagen | has. 
shown fairly conclusively that these characteristic effects are 
due to an interference with the normal metabolism of 
alcohol in. the body, so that unusually high levels of acetal- 
dehyde become present in the blood stream. Acetaldehyde. 





is a normal intermediate stage in carbohydrate metabolism, 
and after alcohol its presence in the blood shows a tem- 


porary slight increase. When any member of the 
group of substances now under. discussion has | ee 





before the consumption of alcohol the blood sete : 
rises steeply. (up to tenfold) and its elimination is slow. 


Aldehydes: ‘are derived | from. the’ simple oxidation of 


s primary ‘alcohols, as-is. shown: by the following. equation 
2 with structural formulae : n Ep 
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error of metabolism will be found to account for the hyper- 
sensitivity of certain individuals to small doses of alcohol. 

Tetraethylthiuramdisulphide has an advantage over other 
sensitizing drugs in that, though its action is prolonged, 
lasting several days, there is no evidence of cumulative toxic 
effects in the dosage usually employed. Moreover, it is easy 
to carry and to administer orally in tablet form. No symp- 


toms arise unless and until alcohol also is ingested. Then’ 


typical symptoms begin with a burning sensation in the 
face. This is followed by injection of the conjunctival 
vessels and redness of the face. The loose tissue around the 
eyes becomes congested and the patient may have difficulty 
in keeping his eyes open. The pulse increases in frequency 
and may gradually rise to 150 a minute, but there js little 
if any change of blood pressure, though most patients com- 
plain of a pounding at the heart. Giddiness, hammering in 
the ears, and headache are next to appear, and the patient 
complains of a vague generalized anxiety and distress. 
Finally, if the doses of both substances have been large, he 
vomits and feels “ thoroughly ill.” Symptoms begin within 
a quarter of an hour of the intake, of alcohol and last a 
variable time (up to five hours), then fade away gradually 
in sleep. On the following day the patient feels lackadaisical 
and listless, but is capable of carrying on his work. 


These typical symptoms, of course, are subject to con- 
siderable individual variation in their march and severity, 
but the above recital affords a general picture of the 
average patient under close observation. Advantage has 
in two ways been taken of the disagreeable sequelae of this 
drug plus alcohol as an aid in the total treatment of 
excessive drinkers. ` 


Method of Treatment 


First, in a’special institution for the rehabilitation of 
alcoholics those patients allowed out on parole receive a 
dose of 1 g. the previous day and 0.75 g. at breakfast on the 
morning of the day of congé. Asa knowledge of the effects 
of the drug has not yet spread abroad patients do not know 
the consequences which a breaking of parole will entail. 
They think that the tablets received are merely vitamins, to 
which they aré accustomed. Should a patient upon his 
return from an outing complain that queer things befell him 
his physician draws the obvious conclusion, but, instead of 
asking awkward questions, explains that the susceptibility 
of persons under treatment is such that any lapse to 
alcoholic beverages is likely to be fraught with not 
unmerited distress. ; 

As patients and public become knowledgeable concerning 
' the properties of these innocent-looking tablets this particu- 
lar device will cease to have strategic value and the second 
method must be adopted. 

This method is frankly to discuss with the patient the way 
in which tetraethylthiuramdisulphide can be used to con- 
tribute to a cure in his individual case. He is then free to 
decide whether to co-operate in the plan. Though there is 
no pretence that the drug of itself can rectify the defective 
personality structure of which alcoholism is a symptom, it 
can, by temporarily rendering the lure of alcohol easier to 
resist, gain a sober interval in which the process of reorien- 
tation can be begun. Possibly also, though this is at present 
not proved, a small daily dose in a patient of good will may 
establish a permanent distaste for alcohol. Even so, unless 
those underlying motivations which prompted the patient 
to excess be adjusted he cannot be regarded as cured. The 
largely unconscious urges which gained neurotic gratifica- 
tion via alcohol will, if this means of escape be denied to 
them by pharmacological force alone, break out in some 
other and possibly more objectionable form. This -drug 
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is therefore not recommended as a quack cure, but as a 
powerful addition to our already existing therapeutic 
armamentarium. 

Before regular administration of tetraethylthiuramdisul- 
phide is begun the patient should be put to a clinical test 
as follows. After sensitization has been established in the 
way about to be described, alcohol is administered to the 
patient according to his usual habit when drinking. His 
reactions then are carefully studied throughout. The 


' detailed recital of a single typical but rather severe case 


will be more instructive than any attempt at statistics in 
illustrating the method adopted during a course of general 
and psychological treatment. 


Illustrative Case 


A married man aged 42, with no children, was first admitted 
in 1947. He was a Cambridge graduate and barrister-at-law, 
teetotaller until the age of 25, when he began drinking, which 
rapidly became excessive. His behaviour towards his wife 
became so brutal that he eventually consented to undergo 
institutional treatment. Under this he improved and gained 
considerable insight. He had, however, a suspicion, not 
altogether unfounded, that his wife meant to leave him when 
he got cured, and while he was undergoing treatment was only 
keeping in touch with him from a sense of her moral duty. He 
showed all the signs of an overcompensated inferiority complex 
with an overwhelming wish to be in the limelight and the “ life 
and soul of every party.” 

On his return home renewed quarrels with his wife soon led 
to relapse. He thereupon left home and took up quarters in a 
public house at a port, where he drank heavily. While thus 
disporting himself he received a severe blow on the head in a 
drunken brawl. This necessitated trephining for removal of a 
blood clot. After discharge from hospital he went home and 
for a time refrained from alcohol. ‘Then, without knowing why, 
he relapsed and kept drinking up to a bottle of gin a day and 
had superadded acute exacerbations associated with amnesia. 

He insisted, however, that he had no real desire for alcohol 
but wanted to be cured of his uncontrollable habit. His history 
was already known in detail, as he had by request written an 
autobiography during his first admission, and this was brought 
up to date when he of his own wish returned for treatment early 
in 1949. The advantages derivable from tetraethylthiuram- 
disulphide were then explained to him, and he readily promised 
his whole-hearted co-operation. After a few days’ rest, seda- 
tion, and detoxication a first test with the drug was performed 
to gauge his individual reactions. A dose of 0.75 g. was given 
one evening, and was repeated next morning. At 2.30 p.m. he 
was given a “ double ” gin (2 oz. (57 ml.) of 70% proof alcohol). 
Ten minutes later his face became hot and red. His conjunctivae 
were bloodshot and his lower eyelids puffy. His pulse went up 
from 68 to 120. Respiration also increased and he complained 


' of a pounding at the heart and in the head. At 2.50 p.m. 


another -double gin was given. Within. a few minutes the 
patient’s distress increased, hiš pulse rose to 130, and he felt 
so, squeamish that he was sure any more gin would make him 
sick. These symptoms gradually subsided and he felt normal 
in just over two hours. 

That night 1 g. of the drug was taken, and again at 10 a.m. 
the next day. At 3.45 p.m. he was given 2 oz. of gin. Symp- 
toms as previously described came on more quickly than on the 
first occasion. A second 2 oz. of gin was given at 3.55 p.m. 
By 4 p.m. he felt extremely uncomfortable, with all symptoms 
increasing in severity. He next complained of seeing double 
and feeling generally ill and confused. At 4.05 p.m. a third 
2 oz. of gin was given. (This order of drinking was the man’s 
usual, and without the drug did not upset him, but led to more 
drinks.) After this third gin he became rapidly confused and 
felt desperately ill and anxious; pulse 150, respirations 36. 
Tingling followed 'by anaesthesia of the left hand developed 
and he could not move his left ring-finger and little finger. 
(These latter unusual symptoms probably are associated with 
his cranial operation.) At this point his face became pale 
instead of red, and he complained of feeling cold. At 4.25 p.m. 
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he vomited and asked to be alldwed to go to bed. . He com-, 
plained of “noises in his head as if an engine were pumping 
away outside.” At 5 p.m. hé became sleepy and refused:a prof- 
fered'cup of tea and a cigarette.* At 5.40, 5. 45, and 6 p.m. he 
again, vomited and complained that the vomit tasted unusually.- 
acid. He also felt “icy cold” but otherwise better. At 8’ p.m. 
he vomited for the last time, and thereafter ore oy through 


_- the night. ; 


- h 


Next morning he “felt a ‘bit washed out” and “ uneasy’ in 
the stomach,” but he worked in.the garden for two hours, 
morning and afternoon, as usual. Three days later, accordin 
to a previous. arrangement, he travelled home (a long journey 
„with two chahges and waits, involving a three-days absence)’ 


INCIDENCE OF 


PHYSICAL DISORDERS 
AMONG PSYCHIATRIC IN-PATIENTS 


A STUDY OF 175° CASES - 


` 3 b BY 


H. E. S. MARSHALL, M. C., M.A., M.B., B.Chir. 
(From the Psychiatric Unit, St. George’s Hospital) ce 


= p | 


During my.period of duty as resident . medical officer to 


. to attend a meeting of directors, before, during, and after which . the psychiatric. unit I was so impressed by the number of 


~N 


. he usèd on former occasions to indulge freely in drink. On this 


, occasion he was primed with tetraethylthiuramdisulphide, 0.75 g. 


night’ and morning over the period. He did not experience-any’ 
disagreeable‘ symptoms and did not have any inclination to 
drink. His institutional treatment will shortly be terminated. 
Then, as an added precaution when in the outer world, a daily 


' dose of 0.25 g. will be prescribed for a month or two’ with a 


view to giving. him an added sense of SECU, as it has done 
to others. 


A 


00t Comment 


"There is'a hope that in milder ` cases, with ‘the help of 
tetraethylthiuramdisulphide, the patient may receive enough 


help and understanding from his environment to- dispense . 
with specialized institutional treatment,-or at any rate to 


shorten its duration. .This, however, will require careful ~ 


` judgment, and remains for future experience to evaluate. 


At. present one is justified in considering that: tetraethyl- 
thiuramdisulphide seems likely to occupy a useful place in 
the treatment of alcoholics, and that it merits extensive but 
cautious investigation. The reactions of each individual 
patient ‘under* his usual drinking habit-should be carefully. 
tested the day after an initial sensitizing dose of the drug. 


Under out-patient conditions vigilance is required to see , 


‘that a patient who has been placed on a small regular dose 
of the drug is not also managing to consume some alcoholic 
beverage. ‘Should he do so the dose ones immediately to. 
be quadrupled. ` 


$ . Summary and Concinston: 


The use of. tetraethylthiuramdisulphide is recommended as a 
useful ancillary, but- not as a substitute for, general and psycho- 
logical methods in the treatment of alcoholics. 

The pharmacological action of the drug is ‘discussed. 
innocuous ‘to man unless ,followed by alcohol, 
precautions im its. administration are advocated. 

Details in a Severe case of alcoholic addiction are related in 
order to illustrate the symptoms and technique in treatment. 


~, 


~ 
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. Among developments that Governor Dewey has recently . 
announced will be carried out in the New York State mental 
hygiene programme (New York Times, July 20) is the establish-- 
ment of a new> relationship between .voluntary hospitals and 
State mental hospitals; the former will provide preliminary > 
treatment for patients before they become State charges. 


child ” is the creation of a new intern system in which 200 men 


‘yearly will serve for two years as interns in every State mental ` 

hospital, which would pay interns more’ than the voluntary 
hospitals do. “This is a system of which I vigorously dis- 
approve,” he said, “ unless it is a. public necessity, and I think 
, this is a public necessity. i 


1s 


It is. 
but certain. 


A: 
second innovation that he described as “my own private brain ° 


patients needing attention for physical conditions that I 
reviewed the ‘case records of all those admitted to the unit 


(in 1948 in order to estimate the frequency of such condi- 


tions,among the patients treated and a relevance of these ; 
to their Pycha trie: conditions. eg 


~ 


Material Studied 
During 1948 the unit had the use of 28 beds—22 for 


- females and six for males, though, owing to redecorations, « 


not all the former were continuously available. „A total 


„of 179 patients were admitted, of whom four did not stay 


long enough to allow of full examination andso are 
excluded from this series. The number of patients studied 
was 175, comprising 124 women and 51 men. 
in need of psychiatric attention, and no purely physical . 
criterion entered into their selection: 

The predominant features of the psychiatric conditions 
found were.as follows: affective reactions, 108: (endogenous 
depression 51, reactive, depression 35, anxiety states 16, 
cyclothymic reactions six) ; hysterical reactions, 22 ; schizo- 
phrenic reactions, 20 ; obsessional reactions, 16; organic 
reactions, five ; hypochondriasis, neurasthenia ,- ` behaviour 
disorder, and drug addiction, one. each. 


t —_— 


Abnormal Physical Conditions 


In no fewer than 77 patients (44%) some physical condi- 
tion needing attention was found. As might be expected, 
the incidence was higher in. those over 40 than in younger 
patients (61% against 35 %). 

In four patients serious physical disorders were first dis- 
covered during examination in the unit, their presence not 
having béen previously ‘suspected ; these comprised one . 
case each of pulmonary tuberculosis, bronchial carcinoma, 
glioma, and major epilepsy. In two other patients serious 
physical disorders, not related to the psychiatric condition, 


ad 


:developed during their stay in hospital ; these ‘comprised l 


one case each of cerebral thrombosis and thrombophlebitis. 
In, the accompanying tables the varioùs physical condi- 


tions found are analysed according to their, apparent 
‘relevance to the psychiatric conditions for which treatment 


was required. ° , 7 i 
i 
TABLE I.— Physical „Conditions Contributing to the Onset of 
Psychological Illness 1+ 
7 N: No. of - 
Patients 


X 


Gynaecological conditions (menopause, 6; pregnancy, 4; eclamp- $ 
sia, abortion, sterilization, puberty, 1 "each) 14 


1 Disorders of central nervous system (épilepsy, 3: ‘cerebral contu- 


sion,” glioma, internal carotid aneurysm, poliomyelitis, 
encephalitis lethargica, l'each) .. 
Disorders of respiratory tract (influénza, maxillary sinusitis, 
asthma, pulmonary tuberculosis, bronchial carcinoma, 1 each) 
Orthopaedic gia (prolapsed intervertebral disk, 2; TAGUE 
tibia, 1 


Disorders of vision (cataract, Leber’s atrophy, 1 each) 
Endocrine disorders (acromegaly, hypothyroidisin, r each) 
Arteriosclerosis .. 
Chronic nephritis “a AEE ESA 

ntestinal obstruction : vs Da Sar i ee ie 
Otosclerosis i ba ha = So Big 7 Aa 


I 


- 


See NNW UW oO 
r 
i 


- All were . | 


~ 


è 
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“TABLE T. Physical’ Disorders Resulting from Psychological Illness 
r EN r I No. of 
Patients 
. Lesions resulting from sùicidal dttempts (of which 4 occurred ° ; 
before admission) . i i oe e 

Asthma ' 

Collapse of lower lobe of left ee: 
Physical sequelae of anorexia nervosa. 
Stomal ulcers .. v o.. a 


. 

` 
, - , maa= 
7 I 


TABLE IH epia Conditions Not j Sopan Related 
y enolaRicaNp to Psychölagtcal, Illness, but Requiring Attention 


X 
[S e 
Pa 
. paei pb pet pet ON, 


LY 


Disorders- of chiral nervous system nicos, 2; , frontal lobe 
injury, cerebral thrombosis, narcolepsy, migraine, ataxia of: t 
own cause, tremor of unknown cause,.] each) .. 5 8 
Disorders of alimentary tract (dental conditions, 6; stomal ulcers, 2) , 8 
Disorders of respiratory tract ' (pulmonary ‘tuberculosis, 3; 
emphysema, maxillary sinusitis, tonsillitis, 1 each) 6 
Gynaecological conditions (pregnancy, cervical polyp, cervical 

-, erosion, retroversion of uterus, pruritus vulvae, 1 each) A 
Disorders of veins (varicosity, 2: t ombosis, phlebitis, - shaemor- 
rhoids, 1 each) -5 5 
Endocrine . disorders (thyroid adenoma, 2s 
hypothyroidism, 1 each) .. 4 

Orthopaedic conditions (cervical rib, scoliosis, pes cavus, 1 each)... $ 3 
Anaemias` oe ae TERT ais os 3 
p e ss Sa: 2 

pie 

1 

1 

1 

1- 


2 


ta 


diabetes: melts 


Hernia .. ins a ae A 

Skin conditions. .’..~ :. o Sie os nani 
Rheumatoid arthritis ‘a Ta Sa W ET tek “ee 
“Detached retina ` ae ies aah Ta a as 
Otitis media  ... 5.. . ek een" aA 

Chronic mants. zo 4 5% a 


ar 


“Laboratary Investigations. =the number of patients 
showing abnormal findings from laboratory and radio- 
logical investigations are as follows: 4 


F 


E EEEE EE POEN < "Cerebrospinal fùid a 2 

Serum cholesterol : . >55 Blood urea `.. ži; 2 

Chest radiogiaph 4. Basal metabolic rate 2- 
Skull radiograph . 4 Ventriculography "1 

Fractional test: ‘meal . 3 Bronchograp hy 3 l 

Blood counts . 3 Blectrae easaanhy. 1 

‘Blood sugar .. 3 : Blood Wassermann or Kahn’ .1 

Barium meal or enema 2 ` 


Simiman of Findings.—Out of the 175° ‘patients, 77 (44%) 
presented some physical condition requiring attention. Of 
the 10 patients (6%) whose physical condition resulted from 
psychological illness, there were six in whom the physical 
lesion’ was consciously induced in a suicidal” attempt. In 
the other four the physical condition found had'a definite 
psychogenesis. In‘39 patients (22%) the physical condition 


Seidel 


-© condition.’ * we 


H 


severe diabetic - condition, the patient. needing stabilization on 
„insulin as well as’ electric convulsion therapy for the depressive 


Case’ 2.—Man a 45. Referred:“for investigation of 
attacks: of dizziness and, fainting, which his doctor was satis- 
fied: “ were ‘not organic in the main , and a single epileptiform 


-fit a' few days previously: The doctor added that the pdtient 


“health ‘or his own impotence. 


- 


` had always . had some worry—about. his job or his mother’s 
‘The left.arm had been ampu- 
‘tated many years ago following an accident. The clinical 
_ findings, after admission: were summed up thus: “ A bad family 
background. and a long history of gastric trouble, probably 
of emotional origin ;, evidence of an’ overconscientious obses- 
sional. driving personality. A history of disturbances of con- 
sciousness for seven to eight years; these have ranged a 
‘transient attacks lasting from- a few seconds to a minute, 
which he feels his actions are mechanical, to complete los 
lasting as long as an hour and followed by vomiting. No 
physical signs, but sensory disturbances in ,a phantom -left 
. hand may ‘have an organic basis. In the last nine months he 
has been lacking in libido, has become anxious and depressed, 
and feels that ‘he is irritable and less efficient than before.” 
„After electroencephalography, skull radiographs, and ventricu- 
lography a _diagnosis was. made of glioma in the right fronto- 
parietal žegion, and the patient was referred for deep x-ray 
therapy. : — > ' 

_Case 3.—Man aged 29: Referred on account of three 
fugues’ during the previous 18 months. He complained of 
headaches’ and dimness of. vision in the left eye, and was 
stated to. have become apathetic and irritable since a sub- 
arachnoid haemorrhage’ eight years previously. Skull radio- 
graphs showed a shadow having the appearance of a large 
calcified aneurysm at the bifurcation of the left internal carotid 
- artery. ‘There were a few rales at the bases of both lungs but 
no other physical. Signs and no. symptoms referable to his 
chest. The E.S.R. was 40 mm. in one hour. Radiographs of 
the chest showed extensive infiltration. of both lungs with 
cavitation, and the sputum” contained tubercle bacilli. 


Eull medical and surgical facilities are clearly necessary 
for the satisfactory treatment of such cases as these. The 
modern mental hospital'is admittedly provided with such 
‘facilities, but there are many psychiatric patients for whom 


was considered to contribute to the development of the ‘admission to a mental’ hospital is undesirable, particularly 


- psychological illness. -In 26 patients (15%) the -physical 
and psychiatric conditions did not appear to be aetiologi- 
cally teats a : bo tk 


A 


Discussion : 


` The importance of the psychiatric aspect in .many.. 
‘patients suffering from.undoubted organic disease is now 
widely recognized, and is reflected. in the development of 
the concept of psychosomatic ‘medicine. This has perhaps 
' led to less emphasis being laid on: the physical factors in 
psychiatric syndromes, ‘especially in those which are not 
obviously of organic type: The figures given above indicate 
the importance of this aspect of: ‘psychiatry. That this- may : 
‘be underestimated 'in general wards as-well as in Devonian 


E wards is- indicated in a study made by Comroe (1936). 


followed up%100 patients. who after admission to a, ees 
clinic were diagnosed as suffering from: “neurosis, and. 
found, that 24% of them had definite organic disease within. 
an average period of eight months, and that i in most of them 
evidence of: fhe organic ° disease’ was’ present, PRE, „the 
„original admission to the clinic. >` ' ` i 


The variety and’ gravity of ‘physical disorders present 
among «patients attending for psychiatric, treatment are 
illustrated by the three case. histories quoted below. ' 

Case 1—Man aged 72: A case of endogenous depression’ 
with a history of three: depressive illnesses in the last 16 -years. 
No physical symptoms, ‘and ‘no abnormal physical: signs -except 
glycosuria. A’ glucose-tolerancs test- dicated a i moderately 


aa 


ms 


in view of popular prejudice and misiaformation. Hender- 
gon and Gillespie (1944) state: “Recent experience has 
shown that with modern methods of treatment a consider- 
able range of mental-illness can be treated in the wards of 
a general hospital ; but this is on the whole to be regarded 
as a provisional arrangement pending the establishment of 
specially: ‘constructed and equipped. clinics within ‘general 
hospitals.” Treatment in such a unit is not merely a matter 
of investigation and transfer elsewhere, and the average 
duration of stay of a patient there is comparable to that in 
a general ward (Sands, 1948). At this time, when so much 


‘hospital. planning is taking place, it may not be inappro- 


`Y 


. priate- to call attention’ to the need for such psychiatric 


‘units, as exemplified by the facts quoted in this paper. 


` S / 
Summary 
The incidence of physical disorders among 175 patients 

admitted. to a psychiatric unit is analysed. In 44% the 
physical -condition required attention. In 22% a physical 
condition: contributed to the psychological illness; in 6% a 
‘physical disorder resulted from the psychological ‘illness ; in 
15% physical and psychiatric disorders occurred together ‘but 
“were not apparently related aetiologically. 

_ The importance ,of full physical investigation of all’ 
“psychiatric patients- is, emphasized. The need for properly 
. equipped Psychiatric , units in general hospitals is stressed. 


I am indebted. to Dr.:Desmond Curran’ and Sir Paul Mallinson for 
their help ‘in the presentation of this paper and for permission to 


1 
i 
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thal (1934). | 
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quote from the records of patients under their charge, and to Dr. 
J. B. Randell, Dr. H. F. Osmond, and Dr. L. Ford for their help. . 


REFERENCES 


Comroe, B. I. (1936). J. nerv. ment. Dis., 
Henderson, D. K., 
Psychiatry, 6th ed, p. 11. 


London. 
Sands, D. E. (1948). 


J. ment. Sci., 94, 799. 





FAMILIAL PERIODIC PARALYSIS 
REPORT OF A CASE 
BY 


ERNEST SOYSA, O.B.E., M.B., MLR.C.P.Ed. - 


Major, Ceylon Medical Corps; Consultant Neuropsychiatrist, 
British Military Hospital, Colombo 


Familial periodic paralysis presents a well-defined clinical 
picture. It was first described by Cavaré (1853), whose 
findings have been supplemented by studies of the electro- 
cardiogram (Janota and Weber, 1928), of the electro- 
encephalogram (Watson, 1946), and of rare features such 
as non-familial incidence, protracted seizures, visceral 
involvement, and fatal complications (Smith, 1939). Pre- 
cipitation of attacks has been ascribed to physical exertion 
and mental strain, indulgence in carbohydrates or alcohol, 


alimentary disturbance such as overeating, hunger, diar- 


rhoea, or constipation, and exposure to cold-or damp. 
Postulated relationships between this and other conditions 
—e.g., endocrinopathy (Shinosaki, 1926), migraine (Mac- 
Lachlan, 1932), muscular dystrophy (Biemond and Daniels, 
1934), spinal vascular spasm (Vernon, 1936), chemical. 
defect of the neuraxis (Pudenz, McIntosh, and McEachern, 
1938)—are inconstant and indefinite. 


The search for an adequate pathology was initiated by 
suspicion that muscular metabolism was deranged by some 
transitory autotoxaemia, which was suggested by arrest of 
gastric digestion and motility during the palsy (Mitchell, 
Flexner, and Edsall, 1902), and by transient urinary 
anomalies—e.g., acetonuria (Pastine, 1918), albuminuria 
(Shinosaki, 1926), and creatinuria (Ferrebee, Atchley, and 
Loeb, 1938). Recent studies of the blood chemistry of this 


syndrome have led to a fundamental advance in the state of ` 


knowledge as it existed between the review of the literature 
made by Singer and Goodbody (1901) and that by Schoen- 

From a casual observation that the potassium content of 
the blood serum was lowered during the palsy (Biemond 
and Daniels, 1934) there developed a new line of inquiry 
(Walker, 1935). A low serum potassium was found in 
attacks induced by administration of glucose in large 
quantities and insulin, separately and together (Aitken, 
Allott, Castleden,, and Walker, 1937), and by adrenaline 
injection (Allott and McArdle, 1938). Attention has been 
drawn to alterations in the phosphorus balance of the blood 
(Milhorat, 1937; Allott and McArdle, 1938), variations in 
electrolyte features of the blood (Ferrebee ef al., 1938), 
and experimental evidence suggestive of a central con- 


` trolling factor (Pudenz et al., 1938). The pathogenesis of 


this disease presumably depends upon an excessive call for 
potassium in the muscles, its consequent withdrawal from 


the blood and retention in the body, with parallel changes 


in phosphorus metabolism. Undue lability of the serum 
potassium and phosphorus in relation to sugar mobilization 
perhaps conditions some motor dysfunction, such as inter- 
ference with transmission of nerve impulses or inhibition 
of the muscular contractile response. 


83, 679. 
and Gillespie, R. D. (1944). A Text-Book of 


“hood during a para- 


It has long been récognized that this palsy may be averted 
or arrested by the ingestion of various potassium salts— 
e.g., the acetate (Singer and Goodbody, 1901), the car- 
bonate, the chlorate (Mitchell er al., 1902), the bromide 
(Holtzapple, 1905), the chloride (Aitken et al., 1937), the 
citrate (Herrington, 1937), and the phosphate (Allott: and 
McArdle, 1938). The success of prophylactic potassium 
medication at night (Allott and McArdle, 1938) is prob- 
ably related to nocturnal lowering of serum potassium in 
this malady (Gammon, Austin, Blithe, and Reid, 1939). 
Symptoms have been controlled also by choline esters 
(Pudenz et al., 1938), pilocarpine (Guttmann, 1931), and 
pancreatic extract (Vernon, 1936), and averted by cod-liver, © 
oil (G.D.H., 1948). 


The following case, which illustrates typical familial and 


-clinical features of this rare and remarkable malady, shows 


a prominent association between muscular exertion and 
paralytic seizures, a striking hemiplegic distribution of 
symptoms, and a prompt response to potassium therapy. 


Case Report 


A South Indian male, aged 24, of a rice-eating race, serving 
in a labour corps in Ceylon, was referred for neuropsychiatric 
examination with’ a history of transient flaccid hemiplegic 
seizures occurring early in the morning after a hard day's 
work. A provisional diagnosis of hysteria had been suggested 
by the relation of these attacks to heavy work, their transitory 
duration, apparent response to bromides, irregular recurrence, 


_and increasing frequency. 


. Personal History—Symptoms had originated ‘at the age of 
17 with transient weakness of the lower limbs after strenuous 
work. As increasing frequency and severity of the disability 
began to interfere with his work as a cultivator, he had sought 
ayurvedhic treatment (herbals and massage), with apparent relief 
for several months. After resuming work, however, several 
relapses compelled him to abandon manual labour and obtain 
light work in a rural grocery store. This was followed by 
freedom from the disability. Enlistment in the Indian. Army, 
six months before the time of examination, had been followed 
by another recurrence of symptoms, this time ranging 
in intensity from fleeting. muscular weakness to profound loss 
of power lasting 2} days. The frequency. of attacks had 
increased from one in six to eight weeks to one in two to 
three weeks, having almost always affected both limbs of the 
right side, rarely having spread to the opposite side, and never 
to the trunk, neck, or head. The palsy evidently used to come 
on insidiously during sleep at night, as it would become 
apparent on awaking next morning without any premonitory 
warning. Spontaneous recovery had been the invariable termi- 
nation of these seizures. Other past illnesses comprised two 
attacks of intermittent fever suggestive of malaria, and a few 
diarrhoeic episodes. 


Family History—Six other members of the patient’s family, 
who were of coolie or labourer stock, had been afflicted by dis- 
abilities similar to his own, as indicated in the accompanying 
family tree. A maternal uncle, U, had suffered from occa- 
sional paralysis of his legs-until his death, by accident, at ‘the 
age of about 40. A maternal aunt, A, had had intermittent 
loss of power of her legs, but had gradually become free of 
her disability after about 25 years. This woman’s son, C, was 
subject to paralytic attacks in his right arm and leg. The 
patient’s elder sister, í 
S, used to suffer 


from intermittent ue 2 of of @A 
loss of power of her : 
upper limbs, and < pot on : H 
one of her .daugh- es ope o Be” 0 CH” .0 
ters, N, had a simi- t + + os + 
lar weakness of her | 

legs. The patients , 

younger brother, B, 0 f: : 4 


had died in child- Memhers of family affected by periodic 


paralysis are shown in black. 


` 
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lytic seine ofall four limbs and: body. -The patient P, had 
been married for about three years. His only child had died of 


convulsions eight days after birth, but had exhibited no, mani- | 


festations of: paralysis. No information was available regarding - 
the patient’s maternal grandparents. No paralytic’ disability — 
was known ‘to have occurred in his father’s family. ` a: 


Investigations Observation in hospital | for a fortnight 
revealed no physical abnormality ; the urine, faeces, blood, and 
spinal fluid were normal. Psychiatric investigation disclosed no 
` evidence of a psychogenic basis for the-palsy: -` - 

As the classical features of familial periodic paralysis. were 
recognizable in the history, attempts, were made ' ‘to ‘induce. 
symptoms. Four ounces (114 ml.). of glucose was ‘given ‘by 
mouth at 1’ p.m. and again at 7 p:m. Weakness: of the right 
arm and leg was reported the next day at 5. a.m:,-and of the, 
left arm and leg at 6.15 a.m. ' By 10 a.m. ‘all four limbs were . 
in a state.of flaccid paralysis with - extinction of, reflexes. 
Paralysis was profound on the right side,‘ but weak movements 
of the left hand and foot indicated incomplete involvement, of 
the distal muscles of the limbs‘on that side. Faradic reaction 
was abolished on the right side and’ feeble on the left: There 


was nọ motor disturbance, of the trunk, neck, or head. The - 


cranial nerves, abdominal reflexes, sphincter control, -and sensory | 
‘functions were normal. Urine was voided normally during the | 
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-> Some Presenting Symptoms of 
~ Carcinoma of the Bronchus 
Carcinoma of the bronchus may give rise to a variety of 


paralysis,’ but the bowel: was not evacuated. Transient, 'mild préseriting symptoms due either to the primary growth or 


glycosuria (0.02%), high acidity, and excess of urates were 
observed, during the palsy., -Results of systemic examination 
were otherwise negative. After’ a static period of about 26. 
hours, gradual return of power began distally and: progressed 
to complete recovery in about 11 hours. Reflexes were restored . 
later, but remained sluggish for about 18 hours, with coexistent, ~ 
aching and tenderness of the limbs. Four days later an attempt: 
was made, without: success, .to provoke the palsy by’ sub- 


cutaneous injection of 10 min. (0.6 ml.), ee adrenaline, repeated: 


half-hourly from 9°a. m. to 3 p.m. 
A ‘spontaneous “attack developed a week later. Tisai 


exercise, the limbs of the right side only being affected. When ` 


paralysis was maximal 1 dr. (3.5 ml.) of potassium citrate in 
peppermint water was given by mouth. Symptoms passed. off 
rapidly, with complete recovery in 34 hours, leaving slight 
post-paralytic myalgia for about two hours. ` n 

As the patient’s seizures were. invariably nocturnal in: inci- 
dence, a dose of 3 dr. (1.75 ml.) of potassium citrate was.ordered 
as a routine prophylactic measure every. night. ‘No a 
recurrences were reported thereafter. j 


It was unfortunate ‘that wartime conditions precluded’é biG: 
chemical study of this case—e.g., estimations ‘of potassium, 
phosphorus, and sugar in the blood. ‘I am' not aware ‘of a 
previous récord of periodic paralysis affecting several mem- 
‘bers of an Indian family. The first such’ instance reported 
in a family in Britain, is accredited -to Farquhar Buzzard 
(1901). One’ of his three patients has recently ‘described . 
his symptoms, mentioning a persistent attack which. had 
crippled him for three weeks (G. D. H;, 1948). 


I am grateful to Dr. C. Worster-Drought for his helpful c comments 
and suggestions regarding this paper.’ He has. kindly sent' me an. 
interesting note about one of three members of a family afflicted by 
this, palsy who invariably develops attacks after bowling three or 
. four overs at cricket, but never after batting or fielding. I ‘am 
obliged to my colleague, Captain Oliver Medonza, for-assistance in 
searching the‘ literature available in Ceylon for .references " ‘to this 
interesting ibaa J / 
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_ puffiness of. her face and both upper limbs. 


to secondary deposits. The table shows the mode of presen- 
‘tation in 17 cases seen during a six months’ appointment 
as house-pliysician at the Essex County Hospital. -In these 
unselected. cases from' the medical and surgical wards of 
a general hospital nearly half presented with symptoms 
caused 3 metastases. ; - 


Presenting Symptoms , 


@ Caused by. Primary Growth 
Cough, haemoptysis, blood-stained 
; - sputum, pain in chest, dysphagia, 
superior vena caval obstruction 
(ii) Caused by Primary Growth but simu- 
lating Pleuro-Pulmonary Infection . 
_ Fever and symptoms and signs sugges- 
tive of unresolved pneumonia or 
empyema. 


No. of Cases 


} 9 


rf Gii) Caused by eis Growth 


Paraplegia pi TE 3 
"Cerebral tumour .. -` - oo 7 1 
` Pain in abdomen (ileum) . 1 
a Gross enlargement of liver 1 


Total 

In- cases ‘in which carcinoma of the bronchus was 
diagnosed before secondary growth had caused symptoms 
- death’ occurred ' within three months, of the onset. Death 
supervened rapidly in this small series of cases, but some 
patients survive for two or ‘three years after diagnosis. 
One case is worth recording in detail because of the 
unusual mode of presentation. - 


CASE REPORT 


Up to'six weeks before admission this ` woman, aged 39, had 
“been perfectly well. Her first complaint was, of swelling of the 
face and upper part of the trunk. She also had some shortness 
of breath at that time, but no other symptoms. 

On admission, on Sept. 9; 1947, her most distressing symptom 
was `a- massive, painful enlargement of both breasts. They 
were. enormous and intensely tender ; pitting oedema and peau 
d’orange was manifest. The right breast was larger than the 
‘left, and while she was sitting in“bed this breast rested on her 
thigh. There was no discharge from the nipple ; no localized 
inflammatory or other mass‘could be detected. 

She also had a severe persistent cough, with brown blood- 
stained sputum. Her temperature was 104° F. (40°C), pulse 
200, and respiration rate 48. She was pale, cyanosed, very 
, dyspnoeic, and obviously moribund. There was oedema and 
The neck veins 
were engorged.on the right side, but not on the left. Enlarged 
tender lymphatic glands were palpable in both axillae and in 


412 AuG. 27, 1949 





the right supraclavicular region. Examination of the chest 
showed consolidation of the whole ‘of the right lung and a 
pleural effusion. The liver was grossly enlarged and tender. 


The diagnosis in this case was not easy. There was obviously 
superior vena caval obstruction, and carcinoma of the bronchus 
with large hilar secondaries seemed a likely diagnosis. The 
gross enlargement of the breasts developing so rapidly and 
the shortness of the history were both confusing factors. Her 
condition rapidly deteriorated, and she. died three days after 
admission. 


Post-mortem examination confirmed the .diagnosis of carci- 
noma of the bronchus with lymphatic obstruction and obstruc- 
tion of the superior vena cava. 
tracheitis, bronchitis; and there were multiple small abscesses 
containing thick yellow pts in the right lung, which was solid 
with grey pneumonic consolidation. The right bronchus led 
into a firm white mass at the hilum of the lung. 


This growth invaded the right lung deeply and occupied a 
considerable part of the mediastinum, being about 6 in. (15 cm.) 
in diameter. In the mediastinum: the mass was a mixture of 
primary growth and secondary glands. The growth had pene- 
trated through into the right auricle and superior vena cava, 
which was partially occluded. The left lung was congested ; 
the right pleura contained a large yellow effusion. There was 
a, toxic change in the myocardium and gross “ bread-and- 
butter ”' pericarditis with dilatation of the neck veins. 


On sectioning the breasts, the enlargement was seen to be’ 


due to oedema, ‘which was also present in the presternal 
eubeutancous tissue. 


I am grateful to Dr. S. A. Propert, Hodod Physician, Essex 
County Hospital, Colchester, for permission to publish this case, and 
to Dr. J. B. Penfold, who performed the post-mortem examination, 
for his advice and criticism. 


J. PETER Bus, M.B., D.R.C.O.G., 


Obstetrician, North Devon Infirmary, Barnstaple. 


Pethidine asa Supplement’to Nitrous 
Oxide Anaesthesia 


The synthetic analgesic pethidine provides an alternative 
to morphine that possesses certain advantages over the 
natural alkaloid.- The high degree of pain relief without 
- respiratory depression or interference with the cough reflex, 
and the possession of certain atropine-like properties, have 
made it justly popular in obstetrics and in the relief of 
post-operative pain. 


On a recent visit to San Francisco one of us saw this 
drug being administered intravenously as a supplement to 
nitrous oxide anaesthesia by Dr. William B. Neff, professor 
of anaesthetics at Stanford University, with excellent results 
` both on the operating table and after. This use of pethidine 
does not seem to have been. previously investigated in this 
country. We have since used it in upwards of 100 cases, 
with very gratifying results, It has been usual at the end 
of a long: anaesthesia for the patient to reply to questions 
before, leaving the table, and there has been a noticeable 
absence of -post-operative pain and restlessness, often such 
a feature of other techniques where rapid .recovery of 
consciousness occurs. 


- 


It has been our practice to put the patient to sleep with ‘ 


thiopentone and then administer nitrous oxide with some 
30% of oxygen. An intravenous injection of 25 mg. of 
pethidine is given at the outset. 
often as is necessary to subdue any reflex activity on the 
‘part of the patient. We have found that 25 mg. of pethidine 


is needed about every 20-30 minutes in the average case. - 


In abdominal and thoracic operations we have given occa- 

‘sional injections of “ flaxedil” (a synthetic curarizing sub- 

stance) or curare when the abdomen is tight or when 
the cough -reflex is active. A rising pulse raté or blood 
j ri 


:: MEDICAL MEMORANDA 


There, was a purulent ` 


This dose is repeated as: 
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pressure, or similar reaction to painful-stimuli, is an indica- 
tion’ that pethidine is required. The results during and after 
operation have been so good that we feel justified in -pub- 
lishing this early report, in case our colleagues may not be 
aware of the method, 

We record our great debt to Dr. William B. Neff, who 
has developed this form of anaesthesia to a high degree. 


| i WILLIAM W. MUSHIN, M.A., M.B., 
i F.F.A. R.C.S., D.A., 


L. RENDELL-BAKER, M.B., D.A., 
‘ Department of Anaesthetics, Cardiff. 


Splint to Control Dorsal Subluxation of 
Proximal Interphalangeal Joints 
of Fingers 


In the British Medical. Journal of Dec. ,11, 1948 (p. 1030), 
Dr. Trevor Howell stated that the problem of deformed 


fingers with ulnar deviation and subluxation was unsolved. 


In many of these cases the main deformity is a dorsal sub- 
luxation of 'the proximal interphalangeal joint, and in the 
Cowley Road Hospital, Oxford, we have introduced a splint 
which controls the subluxation while allowing free flexion 
of the finger. The splint is constructed of a single piece of 
heavy-gauge single-strand galvanized Wire, padded and 
covered with leather. It consists of three transverse arms, 
one ventral to the proximal:interphalangeal joint, and two 
others dorsal to the phalanges on either side of it. These 
arms are connected by side pieces, and the splint is so 
adjusted that the finger in maximum extension is slightly 
flexed, as in Fig. 1. As shown in Fig. 2, the splint forms 





Fig. 2 


Fic, | ; 
í 


no bar to flexion to the limit of thé capacity of the joint. 
The: side pieces of the splint should be tight enough on 
the finger tò maintain the splint in position during flexion. 


The patients who have been provided with these splints 
have remarked on an increased range of usefulness of the 
hand. This is because the finger can no longer “lock ” in 
a subluxated position, and also because the initiation of 
flexion is carried out with the finger in a much more 
advantageous mechanical position for the flexors,and there- 
fore with more power. Further, if fixation of the joint is 
progressing, it will occur in a more satisfactory functional 
position if the deformity is controlled. None of the splints 
have been worn long enough to show whether their use can 
be curative, but it is possible that it might be so after- 
constant wear for a period of several months. The splint 
is also useful in cases of this deformity arising from other 
causes. 

(Since this note was Written one patient suffering from para- 
lysis agitans has undergone a complete cure of this deformity 
and now hasta good functional hand after wearing the splint ' 
for nine months.) i z 


My thanks are due to Dr. J. H. Spence, medical officer to the 
Cowley Road Hospital, for permission ‘to publish this account, and 
to Mr. Eric Hillsdon for constructing all the splints since production 


of the prototype. 
: JOHN L. INSLEY, B.M., B.Ch., D.L.O. 
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Se s Reviews ee. SURGERY OF THE STOMACH | 
i 3 : : Se ie i The Surgery of the- Stomach and Duodenum. By 


T. H. 
Somervell; M.A. M.B., B.Ch., F.R.C.S: (Pp. 546; insiraled. 
£2 5s.) London : Edward nae ‘and’ Company. ~ 








> PER 


AEN Ee aA j 
ABDOMINAL “SURGERY < i a Mr. ` T. H: “Somervell, whose- advocacy- of “physiological 
Abdominal Operations. By Rodney Maingot, F.R. cS. Second ° ‘gastrectomy. ” ” is well known, ‘has here ‘collected the results of 
` edition. (Pp. 1,274 5° 468 ein ations, $4 4s.). “London: H. K . his:exceptiónally wide experience of the.whole ‘range of gastric 


Lewis and, Co. 1948. ace n _surgery. Although he is a complete convert to Hey’s operation 
In the second” edition of is book Mr.. Maingot. fells’ us that ` of vasoligation with, or occasionally without, an associated 
the considerable advances. made in: abdominal surgery during . gastro-jejunostomy, his book is as unbiased an account of the 
the last’ few years ‘have forced him to -revise the whole’ work. “surgical attack upon peptic ulceration as one could wish for ; 
thoroughly’ in order to bring it up ‘to ‘date.’ This revision is - indeed,- thé description of his favourite method of treatment 
at Once apparent, for the ‘original two-volume book published occupies but eleven pages of the book’s' total of over. 500. His 
in 1941 now consists of: a single ' volume; and whereas the ` conclusions on this subject: are well summed up in the pre- 
first edition‘ was Mr. Maingot’s, own work throughout, -with * face: “ It is not everyone who_can perform an adequate gastrec- 
the exception of two chapters’ by two contributors who no tomy with a low enough, mortality to make it a justifiable 
longer appear, the present is the handiwork of eight new operation. « But many surgeons can do vagotomy, and all 
contributors in addition to. the original author. The modernity ` surgeons worthy of the name can devascularize the stomach 
‘of the book may be gathered from the fact that Chapter 16;° ‘with negligible mortality. -All the evidence we have so far 
by Lester Dragstedt; is on ‘section of-the vagi in the treatment collected goes to show that the results of this operation are 
of peptic ulcer. Certain omissions commented upon in reviews, “good: >` The chapter on vagotomy is written by Mr. Orr, who 
of the first edition’ have’ been made good ; thus, there is, an | gives a well-balanced account of this innovation,’ including 
indéx of authors as well as of subjects. ' There is also a chapter ` descriptions of both the ftansthéracic and the “abdominal 
by A. J. Cokkinis in which malrotation of' the gut is discussed. ` supradiaphragmiatic operations. 


In this section more reference might have been- made to The general outlook of the book is. essentially balanced, and 
Norman’ Dott’s notable paper on the subject. The historical ” ‘in controversial matters the author, has been at great pains to 
notes which appear in.various parts of the book; such as those in present both sides of. the question quite’ fairly ; nevertheless, 
the ‘chapters on. subphrenic abscess, appendicitis, and diverti- he usually: has a definite opinion. of his own. . For instance, 
culitis, are excellent, many of them containing gow sou om . he is. not in favour of the non-operative. or expectant treatment 
original papers. ` eae a of ‘perforation’ except in the, very gravest type! of bad-risk 

Ín. the diagram’ of various modifications of 'the` Billroth II ‘patient, but-he favours the Fowler position after operation 
type of gastric resection (p. 223) I should ‘like, to have séen provided all air is expelled-from the peritoneum. He thinks 
the Moynihan: II no-loop, ‘isoperistaltic anastomosis shown, as that in ‘very special circumstances there'is a place for 
this has proved highly successful in the hands of -many , of his gastrectomy in the treatment of perforation. On the debatable 
disciples and appears to be still popular. There are à few. errors , question of the surgical treatment of bleeding from ulcers he is 
in the spelling of proper names—the appearance of Sir William’s’ ` Jess definite, believing that the correct answer depends upon the 


name as MacEwan @. '820) may cause distress in Scotland, and capabilities of the individual surgeon :'* For patients who are 
that of Rodgers (p: 108) ‘without the third letter lead to dis- in the hands of an experienced surgeon I am in-favour of early 
conterit in Northern Ireland. , - operation within 24. hours of the bleeding, backed by a trans- 


. There is an excellent chapter by Mr. R. C. Brock c ,on post fusion controlled by intelligent observation.” But how the 


- operative ‘chest complications, and their management, but ` surgeon is to assess his own capabilities cannot be told. He 
except for an article-on local analgesia there is still no section is enthusiastic on the, transdiaphragmatic and transthoracic 


on anaesthesia, ‘ar omission which was also commented, upon routes for access to the cardiac end of the stomach or -oeso- 
.in the review of the first edition. Perhaps the distinguished phagus, and gives a good description of these operations. 
author: prefers to leave the selection and administration of.’ These are a few examples of the ‘valuable conclusions and 
anaesthetics: entirely to the anaesthetist,, but, the safety’-and teaching to. be found in these’ pages. `. 

ease of performance of abdominal surgery and the incidence ` ' The, book is well and copiously illustrated, the reproduction 
of post-operative complication’ are so closely linked with the - of radiographs and photomicrographs one the semi-art paper 
nature of the anaesthetic and its method of. administration ‘that, being particularly good. To sum up, this is å volume .which 


a-place might:be found for. general guidance in these matters ‘can „be - ‘highly recommended both {to the novice and. to the 


in order to'make'this book complete. >" , _ more experienced, for if is written modestly and with obvious 
This i is a masterly work, the text of which is well arraiiged, sincerity: ' 
clear, and ‘eminently readable, while the ‘illustrations are out- | i po __, NORMAN C. LAKE.. 


standing. Special notice, should be given to them, ‘since their. . 
importance in such a book; .which is to be a guide to operating“ ; n 
surgeons, cannot be overstated. They are for the:most part, aoe pn RADIOLOGY OF THE. GUT 
the work of ‘the -Misses Larivière and McLarty- and, represent The ‘Digestive Tract in Roertgenology. By Jacob Buckstein, 
fine craftsmanship of which British surgical publishing may, . M.D. , (Pp, 889; 1,030 illustrations in 659 figures. £5.) Phila- 
well be: proud. . The figures are clear and accurate as well as- i daiphig and London: J. B.’ Lippincott Company. . 
real stic, and.should be a’ decided help, to: the young surgeon ^. The . author’s twenty-five years’ association with. Bellevue 
in the process of developing his technique or seeking guidance “Hospital, ‘New York,.as a visiting radiologist, have provided 
about an operation with’ which he is not very familiar: Some him ‘with a wealth -of _ experience’ in gastro- enterological 
pathological-matérial is well shown in both coloured and black“ . radiology.” ‘ 
and-white plates by well-known medical illustrators - such ° as: 
Thornton Shiells, ‘ALK: Maxwell, and others. aor 

Among a series‘ of. textbooks on‘: abdominal. ‘surgery ~ 
Moynihan’s two-volume’ book was outstanding-up to. the’ ‘time. 
of his death, and for s6me years later. - This ‘is a work: which 
in many*respects resembles it, and bids fair: to. be, a- -worthy > 
successor and as valuable:a guide to this generation as that.. 
of the great Leeds surgeon- was. to the generation before ` it.. 


a he 


r 


`The material presented. in this book has. been carefully- and 
-systematically selected. Each section is prefaced by-a short 
anatomical description, a- -historical sketch, and a well-illustrated 

- account‘of: the normal appearances of the part under discussion, 
"The method of ‘examination of. the part is described briefly 
‘in each major section. A short history of any case described 
Is followed ‘by the clinical, operative,’ pathological, and radio- 
logical . findings. The radiological opinion is reserved to the 
The author appears to have~fully-achieved his purpose of- end‘ of the presentation., There is a air of infallibility, and 
presenting a. detailed consideration of the, technique of modern- where errors were made in the diagnosis the reasons are given 
apdominal operations. A ; ” LAMBERT ROGERS. without reserve. 
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mended i in spite of its heavy cost : 
of reference for the experienced radiologist and clinician, as 
. well as being an excellent textbook for the junior radiologist or' 


_ reaching the hemispheres. 
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‘Over a thousand illustrations of very ‘firle quality are ee 
"and, they are properly keyed to the text.so that the reader can 
: follow them with the minimum of page turning. They really 
.do show the points madè, which is not true of- all books 
on radiology. Each section has a satisfactory bibliography 
which - is selected from publications in many languages. 

Some of the:author’s statements are open to challenge. “Many 
‘would: not ‘agree with him that. “ gastritis is a comparatively 
frequent disease,” but they would share his caution in making 
‘ the diagnosis ‘radiologically. There is no doubt also that air’ 


‘in the duodenal cap is derived'from that in the stomach, though , 


_ the author would only: presume so. ‘In the discussion ‘of short 
oesophagus the condition is considered solely as a congenital 
abnormality, and the possibility ‘that shortening may occur later. 
as a result of ulceration is not mentioned, even though a case 
oy described would seem to fit into the acquired category. 


_understanding of this aspect of disease. 


‘These are minor criticisms, and the book is strongly recom- ° 


it provides a ready source: 


postgraduate trainee. The printing and paper are good and 
the bibliographic and ae indices are clearly drawn up. 


oe 7 ae F. PYGOTT. 
'A SCHEME OF NEUROLOGY 


A Textbook of. Clinical Neurology. By J. M. Nielse 
Second cahon, _ Fp: 699. $7: 0a New Vork': Paul B. 
c. 
Dr. Nielsen says in‘ his prelite to the first edion “The book 
aims to present the subject oi clinical neùrology working from 
the simple to the complex .!. 
a manner and in: ‘sufficiently small volume that it may be used: 
as a text of the subject during the time allotted to neurology 
in a general medical course.” To this end he has systematically 
described the’ pathology and effects of diseases of each part 
of: the nervous system, ‘beginning at’ the periphery and finally, 


t 


n, 
Viowber. 


forms of disease in turn ; there are chapters on inflammations, 


such as the epilepsies, migraine, and intellectual defect in 
separate sections.. Finally, he has an account of such ‘special 
‘subjects as electro-encephalography, diseases of bones, and the 
‘vitamins. , There are also two articles on neuroses and addic- 


-tion which, though short, are much more useful than in. 


' think undesirable. 


. and many others. ` 
‚upon memory | which is beyond, ‘the capacity : ‘of, some students: _ 
` and” most neurologists. 


‘ comparable téxtbooks of neurology. 


. in so ‘concise and clear-cut - 


-where hé has had patients under prolonged pbecivaucn and has 
“watched the transition. '- 


The author displays an eclectic taste in his range of ‘subjects. . 


He discusses on the -one hand common conditions such as ` 


arteriosclerosis, peptic ulcer, uraemia, Graves’s disease, ‘and 
obesity, and on the other’ uncommon illnesses such as peri-. 
arteritis nodosa, Libman-Sachs disease, and. follicular lympho- , 
‘blastoma. Because of his preoccupation with the dynamics of 


disease rather than with the accompanying ‘diverse , morpho- — 


logical changes, however, he achieves unity—which is all the 


mcre surprising because the book appears at first sight .to be 


_a conglomeration of’ articles on unrelated subjects. 

Dr. Moschcowitz writes with enthusiasm about psychosomatic 
‘medicine. As he points out, it is as old as Hippocrates in con- 
ception, but recent years have been fruitful in clarifying our 
Among psychosomatic , 
disorders he defines a group of, hyperkinetic diseases which 


‘includes essential hypertension, Graves’s disease, peptic ulcer, 


_and cardiospasm, in all of which he believes there is a primary 


| exaggeration - of function’ -followed by marked anatomical 


changes. He observes five stages in their evolution : (1) the 


i constitutional, (2) the exaggeration óf function; (3) the lability 


He has then considered ‘different - 


. tumours, and trauma, for example, and he has described entities - 


t 
t 


of.signs and -symptoms, (4) .the fixation of this exaggerated 
‘function, (5) somatic changes. 
throw new light on why. emotional stress has different . effects 
on different people. He recognizes this important gap in our 
. knowledge, and, though rejecting the Adlerian postulate of 
“ organ inferiority,” .can only fall back’ on the all- embracing — 

concept of “constitution” as an explanation. | { 
Not all of us will agree with his opinions, 'but most of us, 
will enjoy reading his pos ; 
. SIDNEY TRUELOVE. 


REFLECTIONS ON. GENERAL PRACTICE.” 


Cum Notitia: Reminiscences of a General M sca Practitioner. 

By D. A. Alexandep, M.B., Ch.B, (Pp. 395. 12s. 6d.) Bristol: 

John Wright and Sons. `1949: 
‘An unusual book which left-:me sorry that no more information 
is, given about the author than can be gathered from the” 
_ text aùd the scanty note in the foreword. This introduction 
~merely-tells'us that-it is a collection of medical papers arranged 
as lettérs from a father who loved , his profession to a son 
who felt unable to follow it, and that the author died suddenly 
before the book could be published. `- It is clear, however, 
„that he was a happy man of wide reading and culture who 
was intensely interested ‘in his patients. He was old-fashioned 


'The presentation of neurology in this book follows the Ger-., f in some ways, but curious about new developments which 
man method, with ap emphasis on syndromes and proper-names : might-help him in his work and answer some of the questions” 


which is now unfamiliar in ‘this country, and which many’ 
This is‘ most clearly shown in the chapter — 
on syndromes of the brain stem, which includes not only the ' 
Wallenberg syndrome, the Millard-Grubler syndrome, and the 
Fovilles syndrome, but also Avellis’s, Schmidt’s, Jackson’s, 
This form of presentation makes a demand 


' The second edition has been! brangti up to date, particularly ` 
the sections on the treatment of infections. ` 


' 
iF? 


DENIS ` WILLIAMS. 


THE BASIS OF DISEASE 


-By Eli Moschcowitz, M. D., 


.@p. 221. 
1948, ; 


_ Biolo 


y of Disease. 
` $4, eles 


New York: Grune and Stratton. 


“in this collection ‘of 24 essays, ' previously | published in , various’ 
journals, the author is concerned ‘with the biological- processes, - 
underlying.a variety of clinical syndromes. He feels that too 


It is admirably - 
_ produced and. well: illustrated. ' pon 


P, 


detailed classification of diseases ‘is potentially dangerous, be- ' 


cause thereby we may obscure the fact that similar ,derange- 


ments ‘of function are common to several of them. Moreover, i 


‘he believes that a' number of chronic diseases are not separate 
entities, but represent the same morbid ‘process at different 
stages of, evolution. 
‘as the precursor: state of ‘Graves’s disease, and cites examples: 


4 


t 
` 


" Thus he regards neyro- -circulatory asthenia, 


about which he was always speculating. He tells us that an 
editor to whom:he submitted a paper, said, “ You are a ‘born 
 speculator —a verdigi water all readers of this book. will 


' ‘endorse. ' 


It is a discursive Hok ‘The bulk of it is takei up by many 
careful and picturesque case historiés. There are occasional, 
‘and too rare, reminiscences of colleagues and assistants,’ and 
-a vivid.account of his visit to the \B.M.A. Annual Meeting at 
‘Cambridge in 1920. He had been anxious to meet Sir Clifford , 
Allbutt, for whom he had great reverence, and like most of © 
us -who were present .was ‘disappointed with Sir Clifford’s 
ı portrait that was presented to him at ‘the meeting. “In it,” 
“he says, “I could not see all that we admired in the Regius 
Professor.” I liked his defence of routine and mechanical - 
work (p. 256). ; ; : 

‘I ‘hope I have given the impression that this is a. ibook to 
be dipped into and savoured. It is a worthy record of some 
aspects .of an obviously good man who was a- - general 
Pee aa far above the average. 

ALFRED Cox. 


i MARRIAGE GUIDANCE 


David R. Mace, M.A., B.Sc., ee 
With foreword ,by the Papat ‘Hon. Henry Wil link, M. C. K.C. , 
K (Pp. 167. 8s.) London: J. and A. Churchill.. 1948. : g 
‘The reader of this’ excellent book need no ‘longer complain 
he does not know what marriage a is or what it tries 


M arriage lesan aa By 
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Unfortunately he does not . 
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' specialists should be through the patients’ own doctors., 
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f 
to do. Dr. Mace sets out in -clear and ‘simple language, all 
that an inquirer seeks to know. | si Dy 
The backbone of marriage guidance is the group of coun- 
sellors at the .centres throughout the country, who work. for 
the most part on a voluntary basis. _ These’ counsellors corre- ` 


' spond: to general practitioners in: : medicine, and their function ` 


is to sort out the cases, arrive ata diagnosis, and where neces; 
sary refer them to specialists (who may be medical, psycho- 
logical, social, spiritual, or legal). Reference .to medical’ 


success of marriage guidance depends on team work, since the- 
causes of - unsuccessful marriage are manifold; each case’ 
presents an individual problem,.and' no one counsellor can- 
expect to be able to cope with all. : 


The work should comprise education for marriage, suitable 
for all young people over 16, preparation for marriage for 
engaged couples, and guidance and remedial treatment for those 
already married. In the past toomuch of:the work has been 
with desperate cases where the situation has almost or quite 
passed beyond control. , : Even so, some measure of success 
has been achieved, though accurate statistical evidence cannot 
be obtained. It is hoped that in the future more preventive 
work ‘may be possible as the public gains confidence in the 
efficacy of the centres. „The help given must be competent, 
sympathetic, and confidential, and the counsellors must be 
most carefully selected. ‘The methods used for selection are 
described. On the whole, married Middle-aged people are 
the best, as they are most acceptable to both husband and 
wife, who must almost invariably be interviewed separately. 
The counsellors work for sessions of three hours not more than 
once a day, often only once a week. The general aims are 
emotional catharsis, elucidation and explanation, and mediation. 
With increasing experience less and less recourse to specialists 
is necessary. \ 


While trying to keep an` open and uncritical mind on all 


problems, there are certain. ethical principles which are main- 


tained. Extra-marital intercourse is condemned ; contraceptives 
are permitted and in some cases encouraged. No decision about 
artificial insemination has yet been reached. Although every 
effort is made to seek a solution other than- divorce, in’ some 
cases it is regretfully admitted to be unavoidable. No attempt 
is made to quote individual cases, but there is a general survey 
of the causes of marital disharmony. 


There is no doubt that, marriage guidance has,come to stay ; 
it now has Government support as a constructive effort to allay 
the social menace of the broken home with all its attendant 
evils, and this book should have a-wide circulation in order 
that ‘the public, who ougnt to be interested, may learn what 
it is all about. j 

i iF ' R. G. E 

N i Se ` fu sats 5 
' Percival Bailey’ S Tararanial Tumors (second edition ‘pp. 478, 
155 figures, 16 plates; $10.50 or £2 15s.; Springfield, Illinois: Charles 
C. Thomas; Oxford: Blackwell Scientific Publications, 1948) has 
been out of print too long, for it is a useful book’ of an unusual kind. 
It is written in an ‘authoritative fashion by a man who knows very 
clearly what he thinks about the brain, its structure, its functions, .” 
and the nature and effect of ‘the- tumours that grow in it. It is 
essentially an American book 'showing little, except _inferentially, of 


_ British influence on neurology and neurosurgery. The basic plan of. 


the work is pathology, a good starting place and one.that befits the 
author, whose part in the identification and classification of brain 
tumours is well known. The clinical effects of tumours in various, 
situations ‘are demonstrated by graphic descriptions, often transcripts 
of what patient and doctor said to one another. The only disadvan- 
iage of this is that tumours in the same situation; donot produce 
stereotyped results, so that.the inéxperienced clinician who expects 
his patients to make the interesting replies that Dr. Bailey records 
may fail to recognize the site of the lesion in someone else. This 
is particularly true of frontal tumours, the typical ‘effects of which’ 


are not only frequently absent but-may be mimicked by tumours , 


elsewhere. The book is well and plentifully illustrated ; the diagrams 
are good, though some of the more ambitious pictures are not. But,-. 
even though it has faults, Dr. Bailey’s book’ retains its place as highly . 
important. It is‘a statement of his own views, an account of his 
thoughts on a subject to which he has made many contributions of 
the greatest interest and importance. ~ ‘ 
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. THE CAST OF, THE GREAT EUROPEANS 
Men of science have often been prominent among the 
great amateurs of the arts. But it is now unusual for 
poets,’ painters; or musicians to be serious students of 

science. , In this issue of the Journal we are privileged ` 
~ ‘to, publish an ‘appreciation’ òf Goethe, whose bicentenary 
is now being celebrated, from thé pen of Sir Charles 
Sherrington. It is surely fitting that the doyen of British 
scientists, 
literature illuminates the whole of his paper, should pay 
tribute to a great poet who not only studied’ science 
seriously but contributed original observations of his 
own. Goethe’s influence on scientific thought is no 
longer widespread, but regard for his genius among “a 
cultivated public our civilized world over ” still remains 
as great as ever. ’ . 

The German word Heiterkeit is untranslatable. Per- 


haps “cheerful serenity” isasclose a rendering as we can: 


contrive in English. :Goethe was one of the few great 
men of the modern age who had a deep sense of tragedy 
and ‘yet achieved Heiterkeit. It was by no means his 
constant mood, for he-was one of the moodiest of men. 
He was also a man of strong passions. His moods would 
_ chase one another with extreme rapidity. His passions 
were deep-seated and endured until the end—he was 
83 when he diéd. : His mind combined to an extraordi- 
nary degree the perceptive and creative faculties. Even 
in the year of his death he was so full of ideas and pro- 
jects that he felt as though all the world were still before 
him. Goethe’s,was a complete and perfectly integrated 


personality—integrated both in itself-and with external ` 


. Nature, or what we have come: to regard as that, for 
to Goethe, as to the ancient Greeks, Nature was not 
external. Nature to him was. everything. 


‘ anity ; the doctrine of the Fall, the rapture in Nature, 
- and the ineradicable sinfulness of man were wholly alien 
to his spirit. He could not accept the mediaeval view as 
- expressed by Chaucer in the line: l 
| . Nature, the vicaire of th’ almyghty ade: è 

For Goethe, God and Nature were one—complete and ' 
perfect, There would be something gruesome’ in his 
poem on the skull of his friend Schiller as it lay in 
the charnel-house, some inappropriate. recollection. of - 


~ 


whose profound knowledge of European 


_of writers, he was one of the least paradoxical. 


It was for” 
‘this reason above all that he could not accept Christi- 


` 


. Hamlet musing over the skull of Yorick, were it not 


for the grandiose conception which makes the skull the 
temple of genius (an ancient temple, as. it. were, that 
once housed a divine spirit) and for Goethe’s deep 


awareness that the skull is itself a-noble structure and 


organic form. The poem, one of Goethe’s ani ends 
with the marvellous—but untranslatable—ines : 


Was kann ein Mensch im’ Leben meh gewinnen, 
Als dass sich Gott-Natur ihm offenbare ? 


. All the emphasis lies. upon Gott- Natur—God- Nature— 
-the organic principle, the essence of all that Goethe 


believed in, lived and worked for, his religion and ‘his 
philosophy in one. For theology he cared. little, and 
for systematic philosophy even less, though he deeply 
revered Spinoza. That God-Nature should reveal itself 
to a man as it did to Schiller—this is the greatest happi- 
ness in life, the only enduring gain, the only fulfilment. 
Such is the meaning of these two lines which only a 
great poet could transmute into another language. 


Goethe was 4 man who suffered much, and his 
“cheerful serenity” was but the aspect—though the 


‘inner as well as the outer aSpect—of anguish and pas- 


sion mastered and yet not forgotten. What was most | 
astonishing about him'was the immense power of intel- 

lect and imagination which enabled him to. harmonize 
all. contraries and discords in himself, in history, and 
in the world of his day. Although one of the deepest 
His 
conception of classical antiquity is out of date from 
an archaeological point of view, for modern research 
has disclosed what might be called the ancient under- 
world—-the dark and daemonic forces in Greek religion, 
and the pessimism of the Greeks to which the great 
Burckhardt first called attention. Goethe saw “cheerful 
serenity ” above all in the Greeks.. And surely it is 
there ; but much is there also of which Goethe had 


_no knowledge. Hisjudgment of Greek sculpture, known 


to him almost entirely through inferior examples of the 
late decline, is not ‘our judgment. But even when. he 
was mistaken he was profound and illuminating. "We 
cannot simply discard’ his perception of classical anti- 
quity. -That perception did not merely record certain ` 
data—Goethe was little interested’ in data. Nor. was 
it an apparatus criticus. It Mase way oe looking at 
things in their totality. j 

_ Although, as Sir Charles Sherrington points out, most 
of Goethe’s work as a scientist has been superseded, it 
_ has extraordinary merits. Even when it is entirely mis- 
taken it is interesting—and always readable. His work 


>“ on the nature of colour has a value which made T Urner, 


the greatest of English colourists, treasure it all his life. 
Goethe as a scientist did not seek for proofs, but pro- 
pounded organic conceptions. He had an extraordinary 
sense of significant form. . 


~ 
‘ 


\ 


\ 


` 


; cant. 


` not be undérstood’ by -his contemporaries. 
' own generation has ‘understanding come. 
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Goethe ‘despised politics,. and yet few writings are as 
replete with political wisdom as his. The Germans, were 
not yet a nation in his -day.. He warned. -them. against ` 
trying to become a: nation, and he tóld them’ ‘Do: not 


on any accourit try to’ imitate Napoleon. ‘The, French ` 


Revolution was repugnant to. him, but'he had the gift of 
observing political phenomena sine ira et studio and 4 
yet with. deep understanding; just, as he would observe” ' 


natural phenomena. He’ admitted that the, French Revo- 
Jution produced: a revolution. in himself, -but ‘thie har- 


` mony of- his own nature ‘prevailed. He hated presump- 


tuous ‘ignorance. '- “ There: is nothing,” he said, ‘more 


terrible than ignorance in action.” 


Classical antiquity, the Rehaissance, and ‘the modern 
world came together i in Goethe. This is, evident: above 
-all, in his supreme- masterpiece, the second part of F aust. 
Every character in this gigantic architectutal. poem is 
a type, every scene is symbolical, every- event is signifi- 
. The.poem contains: the most grandiose scene of ` 
classical’ beauty , in. modern, literature—the- ‘klassische 
Walpurgisnacht: It has the audacity, sand ‘the sensuous 
splendour .of the Renaissance and the perplexity, “the 
sense of crisis, that. mark our own time. He finished 
-this .work just, before he died, fully aware ‘that it would 
Only i in our 


The period | that immediately “followed Goethe’s. i was 
a period, of’ prophetic ‘genius—of Kierkegaard, Dosto- 
evski, and.Nietzsche. , These great men were ‘Europeans 
' t20, though Dostoevski would have disclaimed that title, 
but they belonged to the' Europe that was already break- , 
ing apart. . They not ‘only stood on: the verge of the 
abyss.: they were already of the abyss.“ ‘Goethe ‘Saw _ 
the abyss,.but he was never ‘of it. He wasa prophet, but 
prophecy « was. not his vocation. His vocation’ was not ` 
to warn but to fulfil,. hot to paint. the future “or recall 
_ the past ‘but to contemplate and reveal in „symbolical ' 
" terms—through , the medium of poetry, drama, fiction,’ 
and sciénce—the living, organic whole which, while it- 
is always changing; is always the same. He would have 


- was complete and perféct, and every change. was ‘but; a 
change from‘ one pérfection to another. «He -was a great 
` moralist. He řegarded evil a something against Nature, 
because Nature was not the realm; of free and arbitraty 
impulse but the realm ‘of form, structure, harmony, and 


‘law. T a SE dey A i ni 


unity which the modern world has lost: He ` was: ‘the last? 
of. the great, Europeans, -The relevance’ of his. warnings. 
grows. with every year. His: influence upon. his, -own : 
generation ‘and- those: ‘that followed’ was. pervasive—ā 
kind: of creative radiation, not an, imipact, He formu- ., 


lated ho doctrine. that moved -the masses. 


ty 


| rapidly ‘to ‘further treatment. 


His genius was the last emboditient of that organic . that aureomycin is a specific for every common form of 
$$ 


‘Not one of ` + 


his: ideas. stands alone., All his ideas—and they were. 
many: and varied—belong organically to one living con- 
céption.. That the bicentenary of his birth should be 
celebrated ‘throughout ‘Europe: rand wherever European 
civilization has spread i 1S evidence that Europe is not lost. 


+ 
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~ JAN. ANTIBIOTIC OF WIDE RANGE 

We` have ~-referred, on several recent occasions to 
‘reports from the. U.S.A. on ‘the: therapeutic properties 
of “ aureomycin. *" Earlier accounts of this new anti- 


biotic were not encouraging: ‘indeed, its properties as 
demonstrable: in vitro, are, such that an’ entire absence 


. of therapeutic-effect would not have been surprising. It 
a 1s exceedingly. unstable in- ordinary - culture media, sO 


much so. that the method of assay recommended is one 
in-which the results can be read after only four hours’ 
incubation. It is much Ièss active in neutral or alkaline 


s` tham in: ‘acid media, and serum diminishes its activity. 


‘THat these unpromising characters „are for some reason 


' quite unrepresentative of the behaviour of aureomycin 


in the body is clear from the growing volume of clinical 
‘reports on its “efficacy in' a wide. variety of infections. 
It has i in fact a greater range of . therapeutic activity than 
any other antibiotic, and.-its popularity in the. U.S.A., 


Be ies it is now being used on an enormous scale, is 


much enhanced by the ease of its administration. It is 


‚taken ` ‘by. mouth; and, although sometimes producing 


- nausea, vomiting, and diarrhoea, is apparently free from 
any. risk of more serious toxic effects. 

: With its action in rickettsial. infections we in this 
country are. fortunately not directly concerned, but the 
fact that ‘there is now. an effective treatment ‘for typhus 
and similar diseases is a therapeutic advance of the first 
importance : in this the honours are shared between 
auréomycin and ‘chloramphenicol (“ chloromycetin ”), 
Aureoinycin has ‘also an action on several viruses, 
including. those of lymphogranuloma venereum and of 
_ primary ‘atypical pneumonia. The latter disease was the 
subject of a very careful study by Meiklejohn and 


‘Shragg,*, wh laid d 
_ rejected the evolutionary hypothesis, for iD him ‘Nature k agg,” who Idid’ own: strict criteria in selecting their 


patients, whose disease was of rather more.than ordinary 


‘severity. They also treated an exaetly comparable con- 


trol group with penicillin. Although about half the con- 


„trol group recovered fairly rapidly, a prompt therapeutic 


response, was . invariable in those treated with aureo- 
mycin. A few patients relapsed, but they responded 
“It is a remarkable fact ~ 


1 British Medical Journal, 1948, 2, 1112, and 1949, 1, 763, and 2, 431. 
2 J. Amer. med. ASS., 1949, 140, 391. 
- 3 British Medical Journal, 1949, 2,257. ` 
-4 Proc. Mayo Clin. ,:1949, 24, 302. ` 
r 5 Ibid., 1948, 23, 569. mi oe R ` 
6 J. Amer. med. Ass. 1948, 138, 1145. 0, ‘| 
.7 Lancet, 1949, 2, 326.. ee 
8 British "Medical Jamal 1949, 1, 1037. p, HOD g 
: + 8 Ann. N.Y. Acad. Sci., 1948, 51, 267. 4 ` 
10 Proc. Mayo Chin., 1949, 24, 309. ~ i ~ oe ete 
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. to a few reports from the Mayo Clinic, in the latest of 
| Which O’Leary and his colleagues’ describe the rapid 
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pneumonia, : whether due to a bacterium or a virus.’ increasing prevalence of these organisms. has. caused : 


` Among highly susceptible bacteria are the pneumococcus: 


‘and other Gram-positive cocci, and H: influenzae and 


certain other Gram-negative bacilli: susceptible viruses 
‘are those of primary atypical pneumonia and of psitta-- 


cosis. It'is perhaps unnecessary to point out that the 


“demand for a drug which can justifiably be given on’ 


making the’ ‘clinical diagnosis of pneumonia, without 
waiting for, or even undertaking, a bacteriological 
diagnosis, is likely to be considerable. 


To pneumonia in general can be added venereal dis- 


_ ease in general, as, was pointed out recently in this 
Journal by Drs. R. R. Willcox and G. M. Findlay.’ 


Lymphogranuloma venereum and granuloma inguinale 
have both ‘been found to respond, as also have syphilis, 
gonorrhoea, and, in the experience of the authors quoted; 


~ non-specific urethritis associated with the presence of 


pleuropneumonia-like organisms. It should be under- 


stood that the action of aureomycin on gonorrhoea is: 


. inferior to that of penicillin, and only likely to be 
exploited should. penicillin-resistant strains of gonococci 
appear, and that its effects in syphilis require much 
Information about the latter is confined: 


healing of lesions of late cutaneous syphilis, and the 
early stages of a study of the treatment of neurosyphilis. 
It should be remembered | that Heilman’ has already . 


shown experimentally that aureomycin is more effective 


weight for weight than penicillin in the treatment of 
‘relapsing fever and leptospirosis: thus’ evidence of 
‘ spirochaetes ” is accumulating. 


Aureomycin is now acknowledged to be much inferior 


to chloramphenicol for the treatment of salmonella infec- - 


tions, including typhoid fever. On the other band, the 


‘evidence is now conclusive that it has a remarkable effect 
“Spink and his colleagues? are among_ 


in brucellosis. 
those who have’ gone to Mexico. to exploit the abun- 
dance of clinical material of this kind to -be found, 
there, and they report enthusiastically on the. treat- 
ment of 24 patients with bacteriologically proved 


Br. melitensis infections, some being of great severity. 


Debono’ also has reported from Malta that the immedi- 
ate response to treatment was excellent in 24 patients’ 
infected with ‘Br.’ mélitensis. The successful treat- 
ment of a. patient with a Br.. abortus infection 


~~ was described’ recently in this Journal by Galpine.* 


_ Among ‘other bacterial infections, nothing conclusive 
about the action of aureomycin in tuberculosis has yet 
been reported, though a single observation by Schoen- 


action. On the other hand, it is already quite clear that 
a wide field of essential use for aureomycin exists among 
‘penicillin-resistant infections due to staphylococci. The 


r 


much disquiet, and is amply confirmed by Nichols and 
Needham,?° of the Mayo Clinic, who: found that of 50 
recently isolated strains 34 were resistant to penicillin 
and 14 to streptomycin, ‘but all were sensitive to aureo- 
mycin.. In the last 15 cases . of staphylococcal bac- 
teriaemia treated: at the. . Mayo Clinic the` organisms 
from 12 were penicillin-resistant and from three strepto- 
mycin-resistant: all were inhibited by 0.78 yg. per, ml. 
of aureomycin. Six of these patients were actually 


'' treated with aureomycin, with successful results in four. 


There are.so far few references in the American litera- 
ture to the use of aureomycin in this type of case, but 
it is now a common practice, and aureomycin rather 
than’ streptomycin. is generally regarded as the second . 
line of ‘defence when penicillin fails against staphylo- 
cocci. Indeed, some authorities even go so far as to say 
that .aureomycin should be given in addition to peni- 
cillin from the outset in a severe case, pending deter- 
mination of the penicillin sensitivity of the organism. 
It remains to be added that, since aureomycin is active 
against all organisms commonly’ causing urinary. tract 
‘infections except Proteus and Ps. pyocyanea, it is now 
very widely used in the U.S.A. as a urinary antiseptic, 


. sometimes even before other drugs have been tried. 


Some of these uses are non-essential, and others, notably 
the treatment of rickettsial infections, ‘do not concern 
us in Great Britain. But there remain three diseases in 
which aureomycin may sometimes be the only means of 
saving life. “The task of those who have to decide how 
many precious dollars to spend on this new antibiotic 
and how to distribute such supplies as reach this county 
can be no easy one. | 


STREPTOMYCIN IN INFANTILE GASTRO- 
.. ENTERITIS | 


The rational use of: chemotiempentié drugs in ‘infective 
gastro- -enteritis of infants is made difficult by the many 


varieties of organisms to which aetiological significance 


has been attributed: A careful ‘bacteriological investiga- 
tion by Taylor, Powell, and Wright! was published in a 
-recent issue of this Journal. The wide range of action 
of streptomycin, especially against Gram-negative bacteria, 


‘made it an obvious choice for clinical trial in this disease... 


Preliminary results indicate that even when no pathogenic 
organisms are isolated from the stools streptomycin may 
be effective, and among the earlier reports those of Leisti,” 
who treated 46 infants, all with negative stool cultures, 
and of James and his colleagues,* who isolated Proteus _ 
vulgaris from most of their cases, are favourable. The 
latter authors found that oral streptomycin alone was 


effective -whether or not other foci of infection were 
bach and his colleagues? suggests that there is such an ` 


present, and that even critically ill children were ready for 
discharge from hospital in from 9 to 12 days. However, 
1 British Medical Journal, 1949, 2, 117. See also leading, article, p. 141. 


2 Ann. Med. nen: cnn 1947, 36, 575. 
3 Lancet, 1948, 2, 
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the conclusions of Drs. A. Holzel, G. Martyn, and L. Apter 
and of R. Debré and P. Mozziconacci in the papers 
published elsewhere in this issue show that much has yet 
to be learned. » , 

The former conclude that streptomycin had no specific 
effect in cases which they studied.. Seyenty-nine infants 
were divided into three groups: the first, consisting of 26 
cases, was given oral streptomycin ; the second (24 cases) 
received intramuscular streptomycin; and the control 
group of 29 cases was not given chemotherapeutic treat- 
ment. The numbers of deaths in the three groups were 
5, 6, and 3 respectively. The presence or absence of 
parenteral infection made no difference to’ the outcome. 
In 63% of the cases a type of: Bact. coli var. neapolitanum 
was isolated from the faeces, but the authors do not con- 
sider that their findings indicate that this. organism was 
necessarily the cause of the infection. The failure .of 
‘streptomycin treatment in some cases may be attributed 


either to development of resistance ‘by this organism: or to - 


cross-infection with a resistant strain. Although great 
improvement occurred in some infants, in others, ‘the drug ' 
had no effect, and the indications for antibiotic therapy ‘in 
this condition remain obscure. P 

In ‘the series of 41 cases of spicae and meningitis 
_in infants reported by Debré and Mozziconacci the infec- 
tion was due to intestinal organisms—members of the 
Bact. coli and Salmonella groups, Ps. pyocyanea, or other 
Gram-positive organisms. Signs of gastro-enteritis ~were 
an important clinical feature in all these cases. Strepto- 
mycin was administered intramuscularly and, where appro- 
_ priate, by the intrathecal or intraventricular routes. -Some 
of the patients received sulphonamide in addition. ‘Twelve 
out of 16 cases of septicaemia without meningitis recovered, 
but only four recovered out of 25 cases in which menin- 
gitis was a complication. Again, many of’ the failures 
might be attributed to resistance of the organism. Strains 
obtained from blood or cerebrospinal fluid were sometimes 
sensitive to between 150 and 200 yg. per millilitre—concen- 
trations which are not, usually. attainable clinically—but 
the authors were unable to find any relation between 
resistance and clinical progress, and they emphasize the 
importance of lesions which interfere with the diffusion 
of the antibiotic.’ Evidently the recovery of ‘a strepto- 
mycin-sensitive organism from a case of infantile gastro- ` 
enteritis is not a reliable indication for streptomycin _ 
therapy. There are other, as yet unknown, factors which _ 
are important, and until these are elucidated treatment 
must remain largely empirical. 


- 


MEDICAL PROBLEMS IN WESTERN GERMANY, 


The medical problems of: Western Germany. are those of ' 
the whole of Western Europe writ large but with some 
special distinguishing features.” A great increase in the 
population followed the exodus from Eastern Europe, 
and many doctors are among thosé who ‘have had to 
leave their homes; some of these are still in displaced- 
person camps. Medical posts have yet to be found for ~ 
doctors who were`in the Services; or who have returned 
from prisoner-of-war*camps in Russia, or who have fled 
from intolerable political conditions. Inevitably in a 
| ` 


; 
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period of readjustment such as the present there are occa- 
sional complaints, mostly, it would seem, unfounded, that 
appointments have been made less on professional than 
on political grounds. All the medical schools are over- 
crowded with students and young doctors : a professor of 
medicine, for instance, will have at least a dozen paid 
assistants, in addition to a number of voluntary workers. 
Bomb damage has reduced the numbers of hospital beds, 
which would in any case have been insufficient to meet the 
needs of the increased population. In the now disused 
S.S. barracks, however, space has been found for addi- 
tional hospitals, and many of these grim buildings have 
been skilfully converted into hospitals with self-contained 
cubicles for the nursing of patients with infectious diseases. 
Outside in the corridors are still the racks for stacking rifles. 
The bomb-proof underground bunkers constructed in many 
hospitals are, still in use, in some cases as neurosurgical 
clinics where patients with brain lesions can be given com- 
plete quiet and rest. Bed linen at first was scarce, but now, 
after the devaluation of the mark in June, 1948, everything 
has become more plentiful. Penicillin is at last being 
' produced on: a commercial scale. Streptomycin too is 


© available, and in one children’s clinic it was claimed 


that 36’ out of 71 cases of tuberculous meningitis had 
survived, ' 

Many medical journals before 1939 were printed in what 
is now the Eastern Zone; arrangements have been made 
for publishing many of these journals in Western Germany, 
or, if this has been impossible, a new journal has arisen in 
place of the old. The Archiv fiir Schiffs- u. Tropenhygiene, 
for instance, exists no longer, but to replace it there 
now appears a new Acta Tropica. New medical books 
are also being published embodying the experiences 
gained during the-war. One important work on hunger 


, oedema gives many interesting facts which will be new to 


medical men in this country. Incidentally, children now 
seem to be well nourished and full of energy, and, apart 
from returned prisoners of war, the only signs of malnutri- 
tion still visible are in elderly men and women. Despite 
the difficult conditions under which most German doctors 
are working, there is a feeling of optimism and an intense 
desire to learn what has been going on abroad. The 
medical scholarships provided by the British Council are 
being eagerly sought. Medical research has never entirely 
ceased in Germany. Ultracentrifuges and electron micro- 
scopes: are being produced, and -new and remarkable 
apparatus has been, devised for subjecting bacteria and 


‘viruses to ultrasonic vibrations. 


Apart from outbreaks of diphtheria and paratyphoid B 
and'some increase in indigenous cases of malaria, there has 
been no serious epidemic.in Western Germany, though in 
1947 poliomyelitis was more prevalent than for many years. 
Venereal disease, especially syphilis, increased alarmingly 


Immediately after the end of the fighting, but the incidence 


is now decreasing. , | 

Last year the Foreign Office published a report! prepared 
by the Medical Research Council entitled “ Tuberculosis in 
the British Zone in Germany.” While the 1946-7 figures 
showed no general fall in the tuberculosis mortality, there 
were no signs of any alarming increase. In Hamburg, for 


r 


, 1 See British Medical Journal, 1948, 1, 508. 
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instance, the death rate from pulmonary tuberculosis during 
the post-war -period has declined. It is believed, also, that 
+" the humbers of cases of coronary’ “thrombosis and diabetes , 

‘have not increased: There is- much interest in the British. 
National Health Service, especially among those engaged 
Win medical administration, who feel .that as° soon as a- 

“ German Government is established an analogous scheme 

will have to be set up in Germany. 
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` No doubt the erect posttire is responsible for certain, weak- 
esses in the Jegs of man. The location: of many lesions 
in the leg—for instance, ‘chilblains, erythema nodosum, and, 
ithe gummatous phases of tuberculosis and syphilis—is deter- 
. mined to a great extent by circulatory and gravitational . 
‘factors. The necrobiotic, myxoedemic, and other expres- 
‘sions of metabolic disturbance, and the eruptions and ulcer-" 
ations which may accompany anaemia, deficiency states, 
and acholuric- jaundice, are indications that the: aetiology. 
~ Of diseases. affecting the ‘legs is not necessarily straight- 


4 


forward. Such factors should not be overlooked when © 


considering the so-called varicose or gravitational ‘ulcers. 

~which .cause so much serious ‘disability’ in the’ community. , 

. The condition is: not.limited to any one section-of the com-: 

. munity, „but ‘the incidence is greatest among “those least 

able to rest and support their limbs—the essentials , of 
~ treatment. i l 

The influence of age, sex; occupation, and heredity is 


` important, atid- work which entails ‘standing with.-little ~ 


~- activity may be a serious aggravation, “. Hypertension or 
i \ arterial disease sometimes plays a part. It should be empha-.’ 
sized that the treatment of gravitational ulcers of’ ‘the legs 
is an individual problem : there is no satisfactory: rule-of- 
` thumb procedure: 
the presence of superficial varicose veins. .In a review-of 
` the subject in this issue of the Journal Dr. S. T, Anning sug-: 
gests that treatment of such veins is Shen useless and may” 
indeed be harmful. . The value of compression and sup- 
port—both^ still of ‘the utmost . importance—in expressing ` 
' stagnant fluids was stressed as long ago as 1676’ by Richard ~; 
Wiseman and again in 1783 by Michael Underwood.! “ Put 


| the hydraulics right, and the ulcer. will take ‘care of ‘itself ” `- 

was a phrase used by Dickson Wright,” whose advocacy’ `- 
of these measures, including the use of elastic adhesive ban-. : 

dages for,support, has not had the wide support | in general : 


- practice which it deserves. 
Dr. Anning finds that in the A of ‘patients (88. 6%) 
the venous insufficiency affects ‘all the tissues of the limb 
and js a ‘result of thrombosis of the deep veins. This may 


be followed by recanalization, but as a result of damage to : 


.the valves in these veins and in the vessels communicating 


with the superficial veins there is grave functional incom-, 
' petence, stasis of lymph and blood, and oedema and conse-- ° 


quent devitalization of tissue. ' Phlebography may indicate 


much. of this and should be undertaken before interfering. 


t 
„with any “superficial varices. In this condition’ the‘ ulcer 


` is a ‘complication, not the essential abnormality. - There is 


some place for ‘methods of treatment which aésist the ulcers’ 
to heal, but most emphasis should pe « on prevention. What-. 


H. G., British Medical Journal, 1931, 1, 284. 


‘> 1 Quoted by Adamson,‘ H 
Q < , 996. 


>" i 2 Wright,- A: Dickson, ibid., 1930, 
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_ever use is made of temporary expedients, effective support 


of the limb to counter the venous insufficiency: and stasis: 
should be an essential part of the ‘permanent routine—for 
The many books and papers.on‘ this. 


life in most cases. 
subjèct in’ the last 20 „years have not been very. fruitful. 
Dr.: Anning’s. observations may. help to direct. attention 


„from the floor of the ulcer and from the Superhgial y veins 


to the underlying ‘condition. 
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THE MIRACILS. AND SCHISTOSOMIASIS. 


~ 


Until’ the second decade’ of this century - ‘there was no ` 


specific remedy for schistosomiasis, though: emetine had — 


‘for some time been used as a secret remedy in Egypt ; 

‘then McDonagh! and Christopherson? independently 
‘showed .the value of tartar emetic. There was little 
fiirther advance in the. treatment of schistosomiasis , for. 
-nearly 30 years, though | attempts were made to over- 
come the toxicity of. tartar emetic by the introduction of 
‘tervalent antimonials such’ as ‘ ‘stibophen ” and “ anthio- 
maline”; these compounds, though less toxic,- were less 
effective, 
the end of the war it: became, known that a new series 


= 


There was | , much: interest, therefore, when at . 


. of preparations ‘had been synthesized in Germany by © 


Dr. H. Mauss at Elberteld. The compounds are “known 


‘as the miracils—A\, B, C, and- D.. Miracil A is 1, -diethyl- 


. aminfoethylamino-4-methylxanthone ; in miracil B.a chlorine 
atom is introduced 'into position 6 of miracil A, ‘and the 
formula is therefore 1 -diethylaminoethylamino-4- -methyl-6- 
chlorxanthone ; ‘miracil D, the structural formula of which’ 
‘is “here shown: is 1-di- 2” 3 


~ 


` 


ethylaminoethylamino - 4- O 

methylthioxanthonė ; and -> Ci NH. CH: ‘CH. N(CH) 
"in miracil C the thioxan- ./\ B 

thone group is, replaced | LA n A as p i 


`. by xanthydrol.. -The most 


| CH, | 
/ promising of these'com: .. i 


pounds‘ 1s miracil.D or nilodin, which was Loya by Kikùth, : 
Gönnert, ‘and ‘Mauss? . to be: active. ‘against Schistosoma ` - 


mansoni in mice. Its ‘pharmacology has been studied’ by 
Wood,* Hawking and Ross," and Kikuth and Gonnert.® 


_Muiracil D cannot be injected, because of the local irrita-\ 
, tion and necrosis which it causes: by mouth mice tolerate 
p to 0.3.g. per kg. of body weight, the LD50 (the -dose 


Rabbits tolerate 0.2 to’ 0.6 g: per kg. without harm, but 
death occurs after, doses of 0.7 to 1:0 g. per kg. ‘In monkeys 
oral. doses of: 0.2 g. ‘and 0.4 'g. per. kg. cause slight, diar- 
“_thoea, and doses of: 0.4, B and 0.8 g. produce’ vomiting. 
.Miracils ‘A, B, and C are more ‘toxic ‘for monkeys. 
mice fnfected’ with Schistosoma mansoni. miracil. B ` 

superior to all the others, but in monkeys it has a aii. 


aw 


. 1 Biology and Treatment of Venereal Diseases, 1915, London. “sf 
2 Lancet, 1918, 2; 325. , oof 
3 Naturwissenschaften, 1946, 33, 253. ` mo, eee, ee 
4 Quart. J. Pharm., 1947, 20 ‘31. . : 
Š Brit. J. Pharmacol., 1948, 3, 167. | 3 : 
~- 8 Ann. trop. Med. Parasit., 1948, 42, 256. ~ * 
777 Acta trop. Basel, 1947, 4, 21 and. 97, 
8 Vogel, H., and Minning, W., Ann. trop. Med. Parasit., 1948, 42, 268. ‘ 
.9 Watson, J. M., Abdel Azim; M., and Halawani, A., Trans. R. Soc. trop. Med. 
Hyg., 1948, 42, 37: 
‘10 Abdel Azim, M., Halawani,*A., and Watson, J. M., Lancet, 1948, 1, 712: 
< 11 Halawani, A.; Watson, J. M., Nor EI-Din, G., Hafez, å., and Dawood, M., 
J: R. Egypt. med. ASS., 1948, 31, 272. 


12 Blair, D. M. { Hawking, F., Meeser, C. V., and Roe y F., Brit: J. Pharmacol “i. 


1949, 4, 68. 
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which is lethal for 50%, of the animals tested) being 0.5 g.- 
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effect only, whem given in doses ° which. cause vomiting, ` ` 


and miracil D -is the best” preparation. Miracil: A, “which 
is only slightly active ‘in«mouse schistosomiasis, is more 
activé in: monkeys; and” miracil C takes an intermediate 
position‘ both in mouse: ‘and monkey tests. All the miracil 
compounds’ have: a remarkably poor dction on immature 
worms. Even with optimum dosage, however, adult worms 
do not-begin to die until about 14 days after ‘the adminis- 


tration of the, drug is begun, but egg production is dis=- 
turbed within a very few days, as is shown by the formation - 


of eggs: without shells, of. déformed eggs, and of con- 
glomerations | of shells and yolk cells, as well as: by the 
excretion of large drops of shell substance.’ These changes 
are associated ‘with dégenerative changes in the cells of the 


to those- observed by Vogel and Minning? in S. japonicum 
when acted.on by.tartar emetic, stibophen, and emetine: 
Curiously enough, none of the miracils has any action 
whatever on experimental infections due to S. dapOnICne 
in rabbits, hamsters, and :monkeys.®. 


- Because. of, the results obtained in animal apime, 
miracil D was selected for clinical trials, and tests’ have 
“now been carried out- ‘in Egypt”- -11> and in Southern 
Rhodesia.!™? In Egypt doses up to. 7.5 -g. were given in 
eight days to patients with S. haematobium: With the 
highest doses- permanent cures were usually obtained, but 
there was some evidence of toxicity. The, blood concen- 
tration of miracil D, and presumably its toxicity, are faised 
when ` the renal: functions .are impaired. 
Rhodesia daily doses ranging from 35 to 150 mg. ‘per kg. 


of body weight were given to boys ‘and young adults for- 


10 days. Fifteen weeks after the end of treatment 12 of 
18 patients appeared permanently cured. -For feasons not 
yet explained symptoms: of toxicity were much less pro- 
nounced than in Egypt and consisted mainly of abdominal 
pain, nausea, - vomiting, slight disorientation, and cough. 
The frequency of these symptoms was.not related to the 
size of thé dose and seemed-to depend, at’ least partially; 
on ‘personal idiosyncrasy. Very occasionally herpetiform> 
eruptions are seen both with miracil D ‘and, with tartar 
emetic ; possibly, therefore, the condition may be, due to 
allergy from disintegrating schistosomes rather, than to 
drug toxicity. a ea ee 

S. mansoni seems to- be less sensitive: ‘to miracil D than 
S. haematobium. In ‘Southern Rhodesia only 1 of 14 
` patients was cured. In Egypt results are difficult to evalu-- 
ate because of the small number of patients treated and 
the numerous dose schedules employed. ' Blair and- his col- 
leagues!” treated a few patients suffering from urinary 
schistosomiasis with either mirdcil A or B No curés were, 
obtained, but the drugs ‘were not toxic and larger doses 
_might have been effective. Because of “the poor ‘results 
in animals infected with S. japonicum it is; questionable 
- whether the ‘miracils will be, of value in, this” infection. 
Although: the optimum dose schedules for urinary schisto- 


somiasis have not yet been established, ‘it ‘is, obvious that, 


at any rate. in the case of miraci D, a. satisfactory 
alternative, to antimony has been found. As.a result of the 
ease with which the drug can. ‘Be given by, mouth, trials are 
‘ now being carried out.on a large scale in “particular. areas 


in order to try to break the cycle of. infection. 
ve 
` 


“Although the 


In Southern 


‘manufacture. 


© -plant‘sources of animal hormones. 
-of cortisone as at-present prepared is established, then its 
preparation on a larger scale will become more practicable. 
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PLANT SOURCES OF, CORTICAL HORMONES 


‘treatment of rheumatoid arthritis by 

“cortisone” (“ compound E”) must still be regarded as 
experimental, 1 there is naturally great interest in any method 
of increasing supplies of the substance. Not only is the 
present’ output limited to about 200 grammes per month, 
but ‘the permanent limitations of the present method of 
partial synthesis from desoxycholic acid can be judged from 
the fact that it would be. necessary to use the bile acid 
from forty cattle to obtain the 100 mg. needed daily fot 


“the treatment ofa single patient over one year. The adreno- 


corticotropic hormone is equally difficult to obtain in’ 


' quantity. According to the Armour Laboratories in 
testes, ovaries, and yolk-glands and are similar i in character ` i 


Chicago, approximately” 1,360 hog pituitary glands weigh 
one pound and only ‘about, 14} g. of ACTH can be extracted 
ftom: this quantity. All the hogs slaughtered i in the United 
States would not yield much: over a pound a week. There is 
also a’ growing ‘Interest in the cortical hormones generally, 


. and an increasing need, therefore, for some alternative 
. Source of supply. : 


According to an announcement? reported 
to have been made last week by representatives of the U.S. 
Public Health Service and the Department of Agriculture 
such an alternative source has now been found in sarmento- 
genin, a substance which was isolated ‘in 1915 (but not then 
determined) by Jacobs and Heidelberger, of the Rockefeller 
Institute for Medical Research. The discovery was made 
during .the investigation of seed samples from the plant 
genus Strophanthus, from which strophanthin is derived. 
The ‘sample im question’was a commercial one and was 
wrongly labelled as from the species S. hispidus—one of 
those used by African’ tribes as a source of arrow poison. 
‘None of the original seeds had been kept, and it was only 
after a number of years that another sample was obtained 
—this time from ‘seeds of sS. sarmentosus—which yielded 
the same substance. The plant is a tropical vine which 
may grow toa height of eighty feet or more. Besides grow- 
Ing in ‘Africa, it is foundsalso in India, Burma, the East 
Indies, and the Philippines. 


More recently it has been shown that with sarmentogenin 
as the starting-point cortisone can: be, prepared with 20 


‘intermediate steps instead of the 37 the present method 


entails, and that a ton of seed could provide enough corti- 
sone to treat one patient for a‘yedr. This would be a useful 
simplification, but still a long way from an ideal method of 
Although both seeds ‘and plants have’ been 
‘collected from Liberia by an expedition led during the 
present ‘summer by Dr. J. T. Baldwin and sponsored by the 
Federal Security Agency and the Department of Agricul- 


‘ture, it.is pointed out that five years would be needed 


before plants raised from seed would be in bearing. None 
the less, ` the project: of ` large-scale cultivation under 
equatorial conditions is ‘being contemplated, and a further 
appropriation is being sought ‘for.a wider investigation of 
If the therapeutic value 


Further, the, partial synthesis of other cortical hormones | 
may be simplified. ` st 


d 
` 1 British Medical Journal, 1949; 2 24 and 154. 
2 New York Times, Aug. ‘16-and 17! 1949, : 
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THE MENTAL HOSPITAL. POPULATION 
BOARD OF CONTROL REPORT 


An acdoint of the mental health services of England and Wales: ` 


was recently for the first time incorporated in the annual report 
of the Ministry of Health (Journal, Aug. 13, p. 381). To satisfy 
a provision of the Lunacy Act, however, an annual report has 


` to be made by the Board of Control to the Lord Chancellor, 
‘ and this; which has just been issued, contains some further 


details. The number of persons under care under the Lunacy 
and Mental Treatment Acts at the end of. 11948 was 144,725, of 


“whom 140,915 were in‘hospitals now vested in the Minister of 


Health. The designation of mental hospitals is said to have 
proceeded smoothly in spite of complications resulting from 
the fact that many former public assistance institutions were 
continuing to accommodate mental patients and a good deal-of 
sorting out had to be done and is still continuing. 
of recognized standards, there is considerable overcrowding in 
the former county and county borough mental. hospitals, and 
it was worse at the end of 1948 than it had been at the beginning 
of the year. The main problems are shortage of staff, unreleased 
beds, and lack of new building. The nursing shortage has been 


somewhat ameliorated by the recruitment of part-time nurses, , 
though ‘it is hinted that this arrangement is not altogether satis-' | 


factory in mental hospitals. But according to the reports of the 
individual commissioners who have made statutory visits to 
various institutions the. shortages have not adversely affected 
the welfare of the patients, thanks to the efforts of the medical 


. and nursing staff,‘to whom the Board pays.a tribute. \ 


The death rate in 1948 was 6.26% of the average number 


resident, being 1.36% below the rate for the previous year. . 


-À Tuberculosis continues to occur more frequently in mental 


' death-rate from tuberculosis fell from 5. 5 per 1,000 patients © 


~~ 


hospitals than~among the general community, and this year, 


owing to intensified methods of x-ray examination, there was” 


a slight increase in the number ‘of cases discovered, but the 


resident to 4.7. Gastro-intestinal infections, on the other hand, 


‘are said to be more rare proportionately in the mental hospitals 
“~ than outside them. Less than one patient in a:hundred is so 
-affected, and the death rate is less than one per 10, 000 persons 


resident. : ee 
In ie view ‘of the Board. the documentation of certified 


patients continues to be unsatisfactory. In one quarter of 1948 


an-investigation was made,'and it was found that, out of 6,156 
‘documents for temporary’ and certified patients Teceived, 384 
had to be returned for amendment on medical grounds and 1,291 
for amendment for technical reasons ; ultimately in each 
category 55 were rejected. ` 


‘’ "| From the tables which appear at the ‘end of this brief report 


it is shown that in the designated mental hospitals and ‘the 


teaching hospitals: there are 60 Health Service patients to one ` 


private patient, but. in premises not vested in the Minister the 


proportion is reversed. . There was a large decrease (over 7,000) 


in the number of private patients during 1948 and a corre- 
sponding increase in the number of Health Service rate-aided 
‘patients. The number of voluntary patients in hospitals and 
under care of all kinds was 21,788. and of certified patients 
123,464, Of the total number of persons ‘suffering from mental 


disorder and under care about 57% are females, who pre-. 


dominate in every category, except that of Broadmoor patients. 
The Broadmoor population is just upon 1,000, of whom only 
one-fifth: are women. l j 


f 


The Ministry of Food has reminded retailers that where an' 


, additional quantity of butter and margarine together is specified 


on Form' R.G.48 issued to diabetics the maximum amount 
allowed is 10 oz. of butter and, 10 oz. of margarine. This means 
that diabetics are entitled each week to 6 oz. of extra butter 


. and 6 oz.'of extra margarine in addition to the normal weekly . 
Margarine 


ration of 4 oz. of -butter and 4 oz. of margarine. 
may be taken in lieu of all or any part of the butter ration. 
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MENTAL HOSPITAL POPULATION 


‘ lecturer in economic history at Exeter. 
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WILLIAM WALWYN, “ HEALTH’S STUDENT 


The name of William Walwyn is as familiar to the political and 

social historian as it is unknown to the medical historian. This ` 
is not surprising, for only in recent months has: the celebrated 
leader of the “ Levellers,” the associate of Lilburne ‘and-’ 
Winstanley, been, identified with the obscure unlicensed 








‚practitioner, who wrote -Physick for Families. 


Many of our younger historians are making a special study 
of-the English Puritan revolution. One of the -most recent 
products of this revived interest: is a book" by Dr. W. Schenk, 
The, third chapter of 
this book is devoted entirely to Walwyn, and Dr. -Schenk’s 
account supplements and corrects the entry in the Dichonary 
of National Biography in many particulars. 

-Born in 1600? at Newland, Worcestershire, William! was the 
son of Robert Walwyn, gentleman, and of Elizabeth, daughter 
of Herbert Westfaling, Bishop of Hereford. After apprentice- 
Ship with a, silkman.in- Paternoster Row he became a member 
of the Merchant Adventurers’ Company and maintained a large 
family “in a middle and moderate but contentful condition.” 


: One of his daughters married Humphrey Brooke, F.R.C.P., who 


may have influenced Walwyn in the choice of his later career 
and whose own written works reflect the influence ok Walwyn’s 
social and religious views. 

Walwyn’ s career between 1642 and 1649, ‘when he spent eight 
months in the Tower with Lilburne, accused by Cromwell of 
fomenting mutiny in the Army, belongs to ee history and 


«Physick for Families ” 


‘While working on his book in the Bodleian Library, Dr. 
Schenk came across’ the 1681. edition of Physick for Families, 
by William Walwyn, which has a portrait frontispiece, engraved 
by R.. White, of the author at the age of 80.*° Collating this 
with the information given in the Newland parish register and 
in a published pedigree of the Walwyn family,‘ which states 
that William ‘Walwyn, M.D. (sic), of London, son of Robert 
Walwyn, of Newland, married and had several daughters and 
died circa 1680, Schenk identifies the author of the book with 
Walwyn the Leveller. Final confirmation was given by the: 
discovery of Walwyn’s will-in Somerset House. This is dated 


"1680 and was proved-on Jan. 14, 1681. i ! 


. Schenk séems to be unaware of any other medical book by 
Walwyn or of any other edition of the Physick for Families 
(which he -thinks was published posthumously and possibly 
commemoratively), so, that his account of iWalwyn’ s medical 
career is necessarily vague, although there is evidence in the 
1681 edition.of the Physick that‘Walwyn may have been practis- 
ing. as early as 1665, during the “great Mortality.” It is no 
reflection on the thoroughness of Dr. Schenk’s- researches that 
his results were so. limited in this respect, for the 1681 Physick 
is indeed the only‘medical book. with: Walwyn’s name on the 
Apart from the Bodleian copy there is one at the 
Royal Society of Medicine ; copies’ of a 1696 edition are to, be 
found in the British Museum and in the Army Medical Library 
at Washington. But there were earlier editions—one in 1669, 

presumably the first; and another in 1674. Both editions are 
in the Wellcome Historical Medical Museum and in the Cushing 
Collection in Yale Medical Library. In addition, there is a book 
called A Touchstone for Physick published anonymously in- 
1667; copies of which survive in the British Museum (catalogued 


1 The Concern for Social Justice in the Puritan Revolution. London, Longmans, , 
Green, 1948. Pp. 41-63. ; 

2 According to the Newland parish register he was baptized on Aug. 17, 1600. 
The Dictionary of National Biography has (fl. 1649) and its account does not go 
beyond the year 1651. 

3 This portrait is reproduced as the frontispiece of Dr. Schenk’s own book. 

4 Visitation of the County of Worcester, 1682-83. Edited by W. C. Metcalfe. 
Exeter, 1803, p. 100. 
G 5 Dictionary of Anonymous and Pseudonymous English Literature, 2Sa 
Vol. 6, p 
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under W. W)) and i in the Wellcome Historical Medical Museum. 
This work is correctly attributed to Walwyn by Houei, and 
Laing.5 . ‘ 

It is thus possible, to state that Walwyn was pie me 
cine certainly before 1667, and there is internal 'evidence that he 
was practising for some yeats before his Touchstone ‘was pub- 
lished. On page 81 he declares that the value of his medicines 
had been proved - mee. Oe 


t, 
“even in the Pestilence it selfe, for Houel I staid not in 


London past the increase of two Thousand a Week ; but was . 


forced away or must be cruel where all obligations of tender- 
ness lay upon me: yet took I care that nothing of mine 
should be wanting to any, who desired to make use of them ; 
with some liberty of freely helping the necessitous: besides 
I ‘had long declined Practice,-visited none, nor had then so 
much as one Patient under my Hand: and withall had so 
published the Vertues, and Uses of all my Medicines ; as 
sufficed both to encourage and to instruct ‘every one so plainly, 
as without further direction or attendance, every ‘one, might 
be in a capacity of helping themselves and their relations 


upon any. occasion.’ . i : 


On page 84 he refers to “one who praciied much with them 
[his medicines] long before, and. from the- beginning to the 
ending of, that sad Mortality.” The preface to the book is 
signed W. W., and at the end is the address, 
the Postern. by little Moorefields, London, 1667: 4i 
` * The 1669 edition of his'Physick for Families is also anony- 
mous, but the preface is signed “ W. W. Healths Student ” from 
the same address. The 1674 ‘edition has his initials and address 
on the title-page, and begins, without preface: “ Having ow 
past through many years Practise, in this my new way of 
Physick ; And with God’s blessing in, and upon my ‘peculiar 
Method ‘and Medicines, been most ‘happily successefull, in 
abundance of very threatning, dangerous Distempers. ’. ” 
, Walwyn’s Method and* Medicines , ' : 
What -were his -“ peculiar method and. medicines ”? The 
answer to this question fills the’ last gap in our knowledge of 
Walwyn and of his career as reformer and physician. They con-. 
sisted of an uncompromising repudiation of all: the- fashionable, 


medical procedures of his day, such as,purging, bleeding, vomit- , 


ing, issues, clysters, and the indiscriminate exhibition: of mineral 


drugs, and the renunciation of polypharmacy and all the evil- - 


smelling and foul-tasting mixtures which made up the greater 
part of the seventeenth-century pharmacopoeia. He advocated 


a mild expectant treatment, aided by the patient’s co-operation. | 


and his own “ peculiar medicines,” which were 32 in number, 
each one appropriate for.a particular “mark or. character of 
disease.” He does not tell us what went into these medicines, 
but assures his readers that they were all’ pleasant: to the sight, 
smell, and taste, liquid in form, and generally ‘of æ clear and 
sparkling character. i \ 
His books largely consist of case, histories in which the virtuės 
of his treatment are vindicated- by a successful outcome. 
informs us that he declined “the common Road ‘of Physick”. 
(he had no medical qualification) for no other cause “ but ‘for 
its manifest: uncertainty in Principles, Roughness, Harshness 


_and Cruelty in Methods, Impropriety, Impotency ‘and danger’ 


iù Medicines.” Instead, he sought to ‘blaze his own trail as 

“Healths Student,” probably ‘influenced by. his son-in-law, 
Humphrey Brooke, whose book A ‘Conservatory of Health’ 
(1650) stresses the value of preserving health rather than curing 
disease. ' 


The medical historian; while introducing a‘ new’ » fipure ‘into 


‘the gallery of medical men who have left their mark on history, 


and while applauding the originality which ‘led Walwyn to 
reject the therapy of his day before the scientific reasons ‘for 


such a rejection were enunciated, may yet criticize the ' un-. 


scientific character of his books. . ` Walwyn' gives his own answer: 
“I conceive ‘my charitable intentions sufficiently justified by 
the Text: The truly Christian Vertue of Compassion, being as 
essentially needful i in a Physitian,'as in the most tender hearted 
Samaritan.” ; 
S i i F. N. L. POYNTER. | 
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. Preparations and Appliances 
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‘a patient with a long vagina. 
He — 


, the handle of a long spoon. 
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~ . ` UTERINE, ANTEVERTOR ž _ 


Mr. McKim MCCULLAGH, surgeon, Samaritan Hospital, Lon- 
don, writes : For those elect few among general practitioners, 
consultants, and specialists in gynaecology who believe that a 
fully retroverted uterus can cause such'symptoms as backache, 
dyspareunia, menorrhagia, premenstrual depression, headaches, 
‘and even nausea, not to speak of sterility and miscarriage, I 
can’ recommend ‘the antevertor depicted in the diagram and 
‘made by A. L. Hawkins, Ltd., of 15, New Cavendish Street, 
London, W.1, as a helpful instrument. 


‘ 





_ Normally one ‘endeavours ‘to antevert the uterus with the 
fingers by pushing upwards in the posterior fornix and then 
changing the finger-tips to the anterior fornix and pushing the 
cervix backwards. The left hand is kept on the abdomen 
ready''to. contact the fundus uteri and pull it forward. For 
those with short fingers the procedure is difficult, especially in 
A’ long narrow Hodge pessary 
grasped, by the thumb and first two fingers at its lower end is | 
often used to transmit the push to the posterior wall of the 
corpus uteri, which causes’ it to move forward and upward 
from the floor of the pouch of Douglas. 

The vulcanite antevertor here depicted saves the patient some 
of her discomfort and the specialist mental and physical strain. 
It is easy to introduce and use, and causes no pain or pressure 
at- the vulval orifice. The lift and degree of pressure on the 
posterior fornix are easily regulated, as the handle of the 
instrument is well outside the vulva and is used as if it were 
The lift and pressure on the 
posterior wall‘ of the uterus should be as high in the posterior 
fornix as possible, and it should be slow and gradual and 


‘always short of causing appreciable pain to the patient. I 


find anteversion of the uterus much easier to attain with the 
antevertor than with the fingers or a Hodge pessary. .When 
anteversion is:attained and the uterus pulled and flexed well 
forward, a suitable Hodge or ring pessary is inserted. After 
three days a marked improvement in comfort and mental out- 
look ‘frequently follows and definitely warrants the advice of 
surgical treatment in the fòrm of a ven morugpension operation. 
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` FRIENDS OF THE HEBREW ‘UNIVERSITY 


asid 


3 London Dinner mS nA 


The Friends of the Hebrew University held a dinner at the 
Park ‘Lane Hotel on July 21 to:celebrate the opening of the 
_ new medica] school], in Jerusalem. Professor SAMSON WRIGHT, 
who presided, “remarked that the ~ representative “gathering 
/ reflected the widespread interest in this country in the new - 
‘institution. He’ had received - many messages of good. will, 
including one from Sir Henry Dale, who had expressed “his 
` high hopes of the school. Frofessor Wright pointed ‘out that 
` the annual budget.of the Hebrew University was, now some 


_ £700,000. The Government of Israel made a grant of £50,000, | 


. but the large balance had to be .raised by friends all over 
thé world. He referred to, the .help received from British 
‘research funds, and he thanked the British’ Government for 
granting the University facilities ‘to acquire surplus -scientific” 
equipment on generous ‘terms. He hoped that the dinner 
would mark, the re-establishment of the cordial ‘relationships 
which had always existed between the Hebrew University , ae. 
the British scientific, academic, and medical world.  ' 


The Minister of Israel, Dr. MORDECAI ELIASH, said there 


were some „3,000, doctors in Israel to serve a’ population: 
of less’than a million, or roughly three times as many doctors ~ 
During the first ` 
in 


as are required.by an ordinary community. 
five. months ofi this year‘ 500 doctors had arrived 
Israel, which, taking full account of the immigration during 
that period, ‘still ‘maintained the proportion: But most of 
these doctors had passed the prime, and the number of young 
practitioners, was alarmingly small. 
number of hospital beds was still much below the normal! 
t requirements of the country, only 3,000 being available 
instead of the normal eight or nine thousand., p 

‘For some ‘years there had existed a pre-faculty of medicine 

of the Hebrew University of Jerusalem. ‘In the year 1946-7 . 
appreciable progress had. been, made and'a new building was 
laid. down: on Mount Scopus. On May 17, 1949, the “first 
_ 45 students from _among’ 200 applicants were enrolled. 


They were mainly Israel medical students who were recalled . 


from abroad to serve in.the Army. The medical school would ' 
be the best memorial to the three men—Dr., Yaski, , Dr. 


_Doljanski, and Dr. Ben- David—who were its leading planners’ i 


‘and who lost their lives in the Mount SRE massacre in 
April of last: year. ; 

Sir HENRY COHEN referred to “his. life-long connexion with 
the Hebrew University, of which he was a Governor. He paid, 


tribute to the work’ “of the University hospital staff and its > 
scientific workers, in- coping so successfully with the ‘grave . 


problems resulting from the prolonged siege and military opera- 
‘tions in Jerusalem. He commented on the meagre salaries now 
paid to the academic staff. of the University, and hoped that 


resources would soon be available to enable ‘their. ‘remuneration : 


to be raised. 

Dr. REDCLIFFE SALANSON, FRS, soni the toast of the 
guests, who included Lord Harder and Dr. H. E. A. Boldero. 
Dr. ARTHUR FELIX, F.R.S., responded. 











"Next manik the Manchester Municipal College of Tech- — 
-nology is ‘to begin.a series of evening courses for laboratory < now, is to`do- something very drastic. 


' technicians. . These courses are intended to supplement their 
daily work in the laboratory and to help, them prepare’ for 
' their professional. examinations. Both scientific and medical 
subjects will be taught. There will be an intermediate course 
in the elements of: laboratory technique in pathology, bacteri- 
ology, chèmical pathology, and haematology, and fòur inde- 
pendent final courses in each of these subjects. At the end 
‘of .the. final course, the student will take the corresponding 
final examination™ nore the Institute of Medical Laboratory 


Technology: l i ' ey 
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` Distinction Awards ù iE 


~ 


SIR, : The very important letter from Dr. F. M. R. Walshe 
(Aug. 13, p. 383) is not likely to go unanswered, but the 
signatories of this letter, all members of the consulting staff” 
of a teaching hospital, wish ‘to express their Wwhole-hedarted 
agreement with everything said by Dr. Walshe. As he pointed 


out, the Awards Committee-has-a wholly impossible -task, ‘and ~ 


it seemed only too probable that in an attempt to solve their, 


problems they would be compelled. to adopt methods of obtain- 
ing information which are both undesirable and invidious. 


There can be no doubt that. consultants are not all of equal - 


merit and that therefote some are worthy of special distinction. 


"We would submit, however,.that the academic distinctions of -`- 


` 


w , R. BROOMHEAD. 


‘On the other hand, the - 


Y 


the past will rémain in operation (the Member of the College 
will strive for the Fellowship, the Fellow may be elected to the 


.Council), and private practice still ‘remains at the disposal of ` 


those who feel that their merit deserves remuneration. - ' 
We hope with Dr. Walshe that it is not yet too late to abandon 
the idea of distinction awards i in its present form. —We are, -etc., 


IAN MACPHERSON, 


o J. LE FLEMING Burrow. H. H. MoL. 
J. M. P. CLARK. ‘MICHAEL C., OLDFIELD., 
ANDREW M. CLAYE. A. B. PAIN. 


LESLIE N. PYRAH. 
GEORGE SEED; \ 
H. S. SHUCKSMITH. 
H. W. SYMONS. 


MAXWELL TELLING. : 


Davip* W. CURRIE. 
HUGH GARLAND. 
F. F. HELLIER.' 
~- BRYAN JEAFFRESON. 
7 ASJ. C. 'LATCHMORE. 
\ Leeds. 


ES 


SIR —Not only pacang toii committees but committees 
for professional assessment in hospital regions have been asked 
for recommendations for merit awards, and, difficult as the job 
is, it Is being-tackled.: What'is the alternative ? ` How are 
consultants to be paid? To reject the considerable sums of 
money ‘offered would be hard on some men. The method of 
distribution put forward by the Spens Committee at the sugges- 
tion—it is understood—of ‘a distinguished layman is supported 
in principle by the Consultants and- Specialists Cómmittee of 
the B.M.A. - EA 

-The range of qualities and ‘skills among eoieultants is of 
course vast, and grades do not exist except in the mind ‘of 
‘the observer. In the past incomes have been vastly -variable 
also. But can we say, when we look at the incomes tabulated 
in the Spens, Report and remember able men earning much 
less than they deserved, that the old method was really good ? 
When we remember such men, surely we grade them in our 
minds, just as we have always graded fellow consultants, though 
not by finding out who’ earns the most, when sending our 
patients—or taking our relatives and ourselves—to them. 

. In spite of philosophical doubts, then, if we are honest with ' 
ourselves we admit we have acted as if grades existed, though 
we have gone to some trouble to conceal the fact. 
now asked to express ‘the opinions which ‘guided us. up to 
July 5, 1948. ‘Jt is not easy: if another method of letting. 
consultants get what they need can be produced nobody would, 
be more glad than FI. But’to reject this scheme without pro- 
ducing one as good, or- at. least feeling sure’ that the method - 
that worked. before the Health Service began would work better ` 


„are determined on a health service, and it happens that in the 
one proposed to us a consultant is rewarded less according 
to his prestige with the laity and more according to the opman 
of his fellows. It is a defensible point of view. 

The decisions ought not to be made by only a few, however, 
and. it seems frorn information given to regions that they will 
not’ be. Recommendations will come, from several directions 
and be referred in several directions again. -One direction from 
which they will come (and on this the Consultants and 
Specialists Committee has been emphatic) must be local.” 
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is impossible to judge without local knowledge. ‘Bui’ this, ' 


we understand, is only one source of information : to place 
sole responsibility there would be too heavy a task altogether, 
and we do not think it is contemplated. l 

For this responsibility is deeply felt. People who accept it 
do so because they believe the profession is faced with political 
and economic`facts which can only be ignorèd to its certain 
disadvantage, and they.are not prepared- to ignore them. If 
consultants as a whole refuse extta pay then assessment com- 
mittees can rest at last. But unless! consultants do refuse 
the money the committees- must do their best.—I am, etc., 

f 


W. A. BOURNE. 


Hove, Sussex, 
i 


- Sm,—Dr. F. M. R. Walshe (Aug. 13, p. 383) has again done, 
a great service to our profession by attacking the whole con- 
ception of .distinction awards, but he has ignored at least two- 
of its weaknesses. First, if recommendations are to be made 
by subcommittees of hospital medical committees it seefns clear 
that the-members of such subcommittees will ‘have to be chosen 
from among those who are considered to be unsuitable for a. 
merit award—an invidious task for the chairman of the medical 
committee. Secondly, as chairman of the medical committee 
of a non-teaching hospital I have not received one of the 
signed circular letters. Is it to be assumed, therefore, that 
only thé staffs of teaching hospitals are eligible ? 

There have been previous attempts to weaken the precarious 
unity of the medical profession :: they failed. Let us be 
careful that the bait of financial, benefit does not split the 
consultants into envious groups. et , 
~ ‘If there is, indeed, some money available it could be 
employed in a much -more fruitful way. (Thus we were 
promised that anybody would be allowed to use the whole of 
ithe facilities of the N.H.S. or. any part of them.. Since then 
the Minister has refused tb allow private patients to use that 
part of the service that consists of receiving free drugs, using 
as his excuse the nonsensical statement that medical advice. and 
treatment cannot be separated from one another. Oddly 
enough, he does not hold that this indissolubility: holds in 
surgery : everyone is entitled to be a private patient and yet 
to be operated on gratuitously in hospital, It is, I think, 
impossible to escape the conclusion that the, Minister thinks 
that the granting of the right to receive medicines without direct 
payment for them would: wreck his scheme, because so many 
_ people would choose to be,private patients. 

Whether this would be so or not is a mattey of opinion and 
need not be discussed at the moment. What is, however, 
relevant to my remarks is the reply of Mr. Blenkinsop to 
Mr. H. D. Hughes (Journal, Aug. 13, p. 393). 
the estimated annual rate of expenditure on the pharmaceutical 
services were proportionately increased in respect of the 5% 
of the population not on doctors’ lists the increase would 
amount to about one million pounds. If this expenditure were 
undertaken private practice would undoubtedly revive. And 
consultants would do as they did in the past—they would 
build up practices. Then the various kinds of “ distinction” 
in medicine would have their chance to add to their possessors’ 
incomes, while the Distinction Awards Committee, having no 
part to play in assessing the status of members of a learned 
profession, could be disbanded.—I am, etc., 


London, W.1. A. PINEY. 


- 


SmI hope ‘that Dr. F. M. R. Walshe’s admirable letter 


' (Aug. 13, p. 383) will rouse us to action. The vast majority ; 
of doctors consider the distinction awards a ludicrous suggestion, : 


and it is well recognized that an equitable manner of selection’ 
of individuals -to receive such awards is’ a frank impossibility. 
It seems incredible that members of what has been for so long 
an honourable profession should become commercialized: so 
rapidly that they may be willing, as Dr. Walshe aptly says, “to 
be priced as though they were professional soccer players.” 
Must distinction in our profession now be assessed, only in 
terms of pounds, shillings, and pence paid through a Ministry ? 

In the eyes of the general public our professional prestige 
has already been sadly dimmed by what appears to be our 
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undue concentration on the monetary side in our negotiations 
with the Ministry. Are they now to be diverted by the spectacle 


, of those who should be'the leaders of our profession sitting 


in solemn conclave dispensing first-, second-, and third-class 
distinction awards, payable in cash, to their colleagues? We 
expect a better moral lead from those in high places. 

I have the honour to sit on two committees to which the 


‘request from the chairman of ‘the Distinction Awards Com- 
_ mittee has been‘made for guidance. - Cynical Jaughter is the 


instant reaction in any medical group where the subject is men- 
tioned. Nevertheless, when it is suggested that we shall have 
nothing to do with this farcical ‘plan, fears are expressed that 
by inaction we may be doing an injustice to colleagues in our 
own hospital*or specialty and that other bodies may make 
recommendations although we refuse. 

Surely it is high time that we ceased to be guided by such a 
policy of expediency. These fears of possible consequences 
have insidiously broken down too many of our defences’ 
already; they are all’ too reminiscent of the successful Nazi 
method of producing an attitude -of cynical defeatism. If, as 
‘individuals, we feel a policy is wrong we ought to have no 
hesitation in making a stand now against a scheme which must 
lead inevitably to’ jealousy,.suspicion, and discord among mem- 
bers of our profession. As individuals and as members of 
any professional body to which we may belong we should 
‘rouse ourselves from a state of apathetic acquiescence and 
protest against this attempt to'put a financial value on .that 
invaluable and indefinable ‘ thing—professional distinction.— 
I am, etc., 


London, N.W.1.: KATHARINE LLOYD-WILLIAMS. 


- Poliomyelitis Precautions 

Sirn,—In your leading article (Aug. 6, p. 323) you advise 
‘doctors to keep children at home who are suspected of being 
in the pre-paralytic stage of poliomyelitis. I feel that this is an 
unwise recommendation, for it is very liable to cause delay 
in the diagnosis of meningitis, particularly tuberculous, which 
is very apt to be confused with poliomyelitis in the early stages. 
The prognosis of tuberculous meningitis depends largely on 
early diagnosis. 

Only last week a child was admitted to this hospital in deep 
coma as’ a result of tuberculous meningitis: he had been 
watched at home for a fortnight as a suspected case of polio- 
myelitis. In my opinion a case of suspected poliomyelitis, 
especially if there is meningism, should be admitted immediately _ 
to hospital for investigation—I am, etc., 


The Children’s Hospital, Sheffield. J. LORBER. 


w 


What is Social Medicine ? 


i Sm, —May I say that I. have long shared Dr. Thomas Gibson’s 


uncertainty (Aug. 13, p. 388) as to the meaning of the term 
“ social medicine,” and have asked repeatedly and in vain for a 
satisfactory definition. . If Professor W. Hobson’s extremely 
comprehensive description (July, 16, p. 125} is accurate, then 
surely the term “ psychosocial medicine,” which is, already in 
use, would be the more appropriate. 

But my difficulty here is that a few years ago, when a 
“strong” subcommittee of a famous hospital was considering 
an appointment in this “ new ” specialty, neither its department 
of public health nor its department of psychological medicine 
was represented on the subcommittee or consulted in any way 
on the matter.—I am, etc., 4 


_ 


London, W.1. Henry YELLOWLEES. 


- _ Conceptions of Right and Wrong 


- Syr,—The -questiou of the adequacy of the M‘Naghten rules 
„to express or interpret modern knowledge on the subject of 


responsibility is raised afresh and in a prominent form in 
your report on the Haigh trial (July 30, p. 286). 

_As is generally ‘known, the two questions requiring proof in 
any individual -case in which the subject of responsibility’ is 
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raised are that the accused person was. not aware of thé nature 


„and quality 6f the act he was doing or that he did not know 
‘that what he was doing was'wrong. ‘1 -would very much like 
| to be. authoritatively informed of the meaning of the word 

“wrong” in this context. 
generally employed to signify wrong in. the moral sense; 


the meaning that the average rational’ individual in this- 


country—i. e., living in our Particular form of culture—would 
give it. J 

But the: pios ouii counsel, Sir Hartley Shawcross, at the 
Haigh trial gave a different interpretation to the,term. He 
is stated to have put to the medical witness ‘the question : “I 
am not asking you whether the man decided, in obedience ‘fo . 
„a higher power, to do what he realized was wrong; I am 
“asking you fo look at the facts and tell the jury whether there 
is any doubt’ that he must have known that, according to. 
English law, he was preparing to do, and’ subsequently did, ’ 
: something which was wrong.” I submit that this «is not the 
meaning Of the word “ wrong ” intended -by the M‘Naghten 
rules. I say this. because, im the first place, there have been 
many trials`in which it has been interpreted in the ordinary’ 
moral sense. .A not uncommon example is the case of the 
mother who in a state of depression kills her child in order 
to. save it from the suffering she imagines ‘is in store for it.. 


She may be aware of what she is doing, may know. that it is. 


against the law and that she will be punished for it, but she 
considers it right and justifiable in the light or her strong: 
(abnormal) convictions. 


_ Inthe case: of M ‘Naghten himself, from: whati is known of | 


` his state of mid we can draw the highly probable conclusion 
that he knew what he was doing when he shot Sir Edward 
Drummond and also that he knew, that “according to English © 
- law” what he was: doing was wrong, At the same time’ his 
judgment of right and wrong was so impaired by his delusions 
of persecution‘that it was obvious to the court that he was ‘of 
“unsound mind. - If, however, the same‘test had’ been applied 
to him as was applied in the case of Haigh, M‘Naghten ‘would 
not presumably have been found: insane at the trial. ' 
In the second place it is to. be noted that the statement of the 
two tests setting out'the legal conception of. responsibility con- 
‘tains the.disjunctive “ or ” (did he know the nature and quality 
of the act or (sic), if he did know it, did he know that what he 
was doing was wrong). The disjunctive implies that there is a 
- significant difference between the -two tests. But the fact is’ 
that in the great majority of cases in which the prisoner knew 
what he was doing he would also know that what he was’ doing: 
“according to English law.” : He may, neverthe- 
less, firmly believe that what’ he was doing was right according 
to his conscience’and his own conception of right and wrong. 


It is clearly a matter of great importance to know, without : 
as used in the’: 


equivocation, what is meant by “wrong.” 
M‘Naghten rules. It can hardly be seriously contended that 
it is justifiable. to allow it to signify wrong according to English 
law in.one case and morally wrong in another.—I am, etc., 


‘ London, W.1. : FREDERICK DILLON, . 


j! i \ i 
Třeatment of Infantile Gastro-enteritis a 


Sir,—Dr. C. Zahra Neumann (July 16, p. 132) is to be con- 
gratulated on a novel interpretation of part of the symptomat- 
ology of infantile gastro-enteritis,.and further work will be: 


needed to substantiate the hypothesis that the histamine bodies ; 


‘are responsible for some of the intoxication seen in this group 
, Of diseases. | l i 
The paper, however, does not support the claim made that 


a combination: of antihistamine drugs plus sulpha derivatives . 


are more effective than the sulpha derivatives alone. ‘The 


sedative effect of “benadryl” is central in action, and this, by . 


„ producing rest and sleep, would in itself. seduce the general 


' discomfort, irritating whine, tachycardia, and even prostration | 


(many years ago. injections of nepenthe were used for this 
-purpose). No figures are given which could enable one to com- 


pare mathematically the reduction in number: of stools in: the - 


_ two methods: of treatment—the graphs given do not contain . 
sufficient information for- statistical. analysis, 


‘4, ' 


« 3 F 
- 


My opinion is that it has been l 


In the group treated by sulphamezathine alone (method A) 
there are 3 deaths in 42 cases ; in the group treated ‘by sulpha-. 
mezathine plus benadryl (method B) there is'1 death in 40 cases. 
Now the percentage difference between A and B is 7%— — 24-9, 
. =4} % 3 ; but the- standard. error is 5.57%,.and as the’ percentage 
` erroris less than twice the standard error there is no statistical 
Significance: between these figures. Furthermore, using the 


‘exact method of x for a 2x2 table, it can be shown that 


_ the probability is’ 0.33, which means that: ‘we can expect’ this 
’ difference (of 3 deaths in:42 cases and of 1 death in 40 cases) 
to’ occur 33 times in every 100 experiments. In other words 
this difference in mortality, is an event quite likely to occur 
‘ by chance and no conclusions can be drawn from it. It is 
clear that much larger numbers of cases will need to bé 
VOSA ‘before this claim can be substantiated I am, etc., : 


C. A.  ROYDE. 


l N ® 
` Syringes i F 
SIR ,—Anyone contemplating the initial expense of a ‘syringe 


* London, W.9. i 


~t 


e serviée ‘should note that the British Standards Institution -has 


recommended the Luer fitting, and the specification in British 
‘Standard 1263 covers metal-and-glass as well as all-glass 
syringes. As a consequenée, at least one manufacturer is now 
marketing syringes’ only of standard specification, and it seems 
likely’ that the Record fitting will. be superseded and that in a 
few years replacements in bulk may be difficult. 

The general adoption of the Luer fitting is obviously desir- , 
able, as pointed out by Dr. D. Gairdner. (July 30, p. 282), and 
I am told that an attempt was made to adopt it after «the 
1914-18 war. The market was soon flooded, however, with 
` cheap Record syringes from Germany, and. English manufac- 
.turers had to conform in order -to compete. A repetition of °° 
this is unlikely, and anyone making a stock of syringes should 
begin with the Luer pattern, for economic reasons as well as 
those given, by Dr. Gairdner. —I am, etc, > i 


f 


T. C. BEARD. 


Broxbourne, Herts. 


Essential Hypertension in Pregnancy 


SR, —Mr. John Sophian’ s letter (Aug. 6, p. 335) is of interest. 
The idea that “ functional , vascular. spasm ” is, the primary 
change inducing hypértension, and’ that it is the cause of “renal ` 


' cortical ischaemia ”: in pregnancy, ‘when the renal arterioles are 


affected—or that it is, the cause of the anuria ‘occurring in © 
elderly, men with enlarged’ prostate’ in whom the greatly dis- 
tended bladder has been emptied too rapidly—is unsatisfying. 
Attributed in the former to “ sympathetic overactivity,” ' the 
cause of this overactivity remains: ‘unexplained. Nor can -I 
understand how in puerperal anuria Bowman’s capsules and 
the renal, tubules' should become so. greatly distended—with 
urine—if the condition’ is caused by ‘a’ primary occlusion due 
to vascular spasm of renal arterioles. A picture of this ‘change 
‘ was given, twenty years ago by Clifford White (Proc.R.Soc.Med., 


. 1919, 12, 29), and his sectiong were shown on the: screen atan ` 


RSM. meeting in January of this year.. Those seeking an 
explanation of the cause of the acute changes in the kidney 
associated ‘with oliguria or anuria, whether in’ the pregnant | 
or not, should take this distension into account. My criticism 
“of the work of Trueta and his colleagues is that ‘nowhere in 
Studies of the Renal Circulation have I found any reference , 
to the effect, of the secretion of urine on the blood flow through 
the kidney. ` Itis of fundamental importance. `, 

Very interesting is Mr. Sophian’s comment on Dr. Hingson’s 
treatment of eclamptic patients by means of controlled spinal 
analgesia.’ In 1928 I published my first case treated with spinal 
analgesia (Proc. R. Soc. Med., 1928, 21, 70). It was received 
with ‘scepticism. I believe it was tried, but I think 
more to demonstrate its unworthiness than any virtue it 
might possess. The mind of the demonstrator matters. I 
have had several similar experiences. In'1932 I treated a man 
who had developed anuria some time after an abdominal. 
operation. Two injections . were given at an interval of twelve 
hours, and the result was wonderful. It was so, wonderful 
‘ that I had the greatest difficulty in getting the paper published : 


_ everyone seemed. to think the experience related was not’ true. 


k k 1 ' t 
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Finally, it was published in abridged form in’ ‘1935 Doce 2, 


` 


occasionally by chance i inl the street, TE ESR vai 


In my view spinal analgesia‘ ‘acts by inducing a state, com-- 
parable with shock. There is a great fall of blood pressure, . 


and blood is not thrust into.the renal medulla to. maintain’ the 
obstruction to the exit’ of urine from the uriniferous ‘tubules. 
The treatment should be’ induced early : there is no point in 
‘delaying. The position of the patient is important: : He (or ` 
she) should be kept in the ` Sims position, with the foot of thè 
bed elevated, and starved completely, with great limitation ‘of | 
fluid. More than one injection’ is usually\ required. In ful- ` 
minant eclampsia it is better to try such ‘a .treatment-than let 
the patient die. In post-partum anuria it is much better to 


do this than use an artificial kidney, for the application of the, , 
latter is vain’ at a time waen the cortical ronal cells are rotting. 


—I am, etc, ` | ; yd 
: R. H. PARAMORE. 


‘ 


Rugby. 


Š Strángulated Appendix in F emoral Hernial Sac 


SIR, —The following case report may be of interest to your, 


‘readers. ; ~ 


4 


_—I am, etc., i 


A woman, aged'67, was admitted to St. Leonards Hospital .on 
May 6, 1949, with a diagnosis of strangulated femoral hernia. She was 


collapsed and dehydrated, with a subnormal temperature, a blood , 


pressure of 100/70 mm. Hg, a pulse of 120, and a respiratory rate of 
28. Two days before admission she had complained of intense abdom- 
inal pain, most marked in the right iliac fossa. ‘Vomiting began ‘simul- 
taneously, ‘the vomit- being first yellowish, later ‘brownish, and, on 
admission, faecal in character. - 


lump about two inches’ (5.cm.) in diameter, in the right femoral 
region; there was lower abdominal tenderness and/a certain amount 


_ of distension. A diagnosis of Strangulated femoral hernia was, made. , 


At operation a longitudinal incision was made over the lump ‘and 


“the hernial sac was exposed and opened. The appendix was lying in 
` tthe sac and was-thickened, ‘obstructed, and congested, with haemor- 


rhagic patches on its walls. The neck of the sac was very narrow 
and was obviously obstructing the appendix; the proximal quarter- 
of-an-inch (0.6 cm ns which was inside the sees was normal 


The a could hot Te buried in the wall of the caecum, but as` 
“there was a long mesoappendix it was-buried in that structure. ‘The 
sac was ligated and divided, and the femoral canal closed ‘by sutur-: > 
ing the inguinal ligament to the pectineus fascia.” The patient made an 


uneventful recovery, and was discharged from hospital. on May 20, 
1949. 


I am indebted to Dr. A. D.. Morris, medical superintendent of 


St.: Leonard’s Hospital, ‘for his advice = Laon to p Paana this ` 


case. 


rc 


London, N.1. S. P. BOFFA! 


Torsion of Normal Fallopian Tube 


. SR, —I have rend the article by Mr. R. de Soldenhoff - 
g uly 30, p. 263) and Professor Lambert Rogers’ s letter (Aug. 13, 


p. 384) on the subject of torsion of the normal Fallopian tube, 


. and I should like to add a further case to the literature. - 


I was called ọut to see a girl, aged 13, who had not yet begun 


`“ to menstruate. She complained of ‘colicky abdominal pains for,the 


past four days, situated: mainly i in the left iliac fossa, and had vomited 
on the first day of her illness. Three weeks previously she had 


` suffered from a ‘similar attack which had: lasted three days, ‘and she 
had -then a well again. She was constipated and looked ill and . 


toxic. 1 
On etaminaton her temperature was ,100.4°, È. (38° .C.) and the 


pulse rate 96. Her tongue was. furred and moist. Her abdomen felt , 
soft, without any. guarding, but she was tender to pressure in the , 


left ‘iliac fossa. A rebound phenomenon was present in.both iliac 


. fossae. Peristalsis was diminished. She was extremely tender in the 


. the peritoneal cavity. The left tube and ovary, formed an impacted: 


anterior walls of her rectum,’and she was virgo intacta. 
.'The diagnosis of -a Jower abdominal peritonitis, ‘due possibly . to 


a perforated appendix: or a perforated Meckel’s. diverticulum, \was ‘ 
made. During‘the next few hours.in hospital: her pulse, rate rose ' 


to 114 and she did not improye.; - 
At operation ‘there was a small amount of Houa fuid in 


reddish-blue mass in the -pouch of Douglas. . They were released 
with difficulty. The tube: was gangrenous, due ‘to two sa 
aT | Fd 1 . 


4 a r t r 
: : ) 


‘The patient, a farmer, is still strong and well—I see him - 


‘She had had no. bowel action: and 
had not passed flatus per rectum for three days. She had a tender 


1 Leeds! | 


twists of its mesosalpinx. ‘The ovary contained a ' blood-stained. cyst. 
A left salpingo-oophorectomy was carried out, and the patient had an 
‘uneventful’ convalescence. Secfion of the tube showed it to be 
normal, but jit was obliterated by blood. 


‘This case-is one of “undoubted . primary torsion of the 
_undiseased, Fallopian tube in'a girl before menstruation had 
“ commenced.- ‘As the aetiology is unknown, its main importance 
lies in ‘the difficulty of. diagnosis, for there is no definite syn- 
“drome to recognize. , Because it occurs in young people and 
the diagnosis is in doubt, I verture to, disagree with' Mr. de 
Soldenhoff and state that the urgency of ere is great.— 
I am, etc., ; 


Liverpool, 9, ALFRED M. ABRAHAMS. 


f 


The Cún Cold 


Sir —In' the Journal of Oct. 2, 1943 (p. 433), I stated that 
' as a result of psycho- analytic investigations I had come to the 
conclusion.that the common cold always occurred in association 
with a- particular. emotional state which could be defined. 
. At the meeting of the International Congress of Oto- 
laryngology, reported in the Journal of July 30, Dr. E. P. Fowler 
(New York) said (p. 278), “In the common cold of all types. 
an emotional factor is. very likely to be the precipitating one 

. It is‘ very common for a cold to develop on examination 

| day or.on a day of domestic upheaval, evidently due to changes 
in the nasal mucosa arising from an embtional-cause.” He 
/ added that he believed that a large number of colds were of 
a neurogenic type, due to overaction of the sympathetic, and 
that the outstanding prophylactic was emotional equilibrium. 

I am glad to have Dr. Fowler’s support for my theory. I 
am ,quite confident that further investigation of the common 
cold on psychological lines will confirm the psychogenic origin 
of this, up.to now, mysterious and sometimes dangerous 
affliction. E am, etc., l 


E. WRIGLEY BRAITHWAITE. 


f 


è 


; Simulated Amna 


'/ SR,—I have read with great interest Drs. R. E. Hemphill and 
J. R. Stuart's article (May 28. p. 938) dealing with simulated 
amnesia, ` Do any of us possess hard-and-fast criteria whereby 
malingering can be distinguished from hysteria vi 

Very few of us liké to use the former term in clinical practice, 
whereas in legal practice either the term malingerer or the 
implication that a'‘state of simulated disability exists is fre- 
‘quently made. JI take it that the reason for this is that in the 
majority of uch cases the physician sooner or later discovers 
some underlying cause.of worry which explains the response. 
` This “does not dispose of the technical question of evaluating 


è “the ‘mechanisms whereby ‘an individual symptom complex is 
produced’ and maintained—i.e., of explaining the actual pattern 


of symptoms. A large proportion of the major hysterical 
patterns can be removed in one session by persuasion. Now 
although this begs’ the question of the validity of such forms 
of therapy if unsupported by more fundamental help it never- 
theless reinforces the impression held by many that the hysteric 
“could help it if he would ”—i:e., could adopt a more reason- 
.able manner of drawing attention to his need for help. 

It appears to me that there are three clinical settings within. 
which the problem of simulation or apparent simulation of, 
for example, amnesia can occur. (1) The constitutionally 
‘averagely endowed man who falsely states that he is ill, know- 
ing that such i is not the case. This is true malingering, and is rare 
in clinical practice, (2)'The constitutionally endowed hysteric. 
In these cases: we may be dealing with a prolongation syndrome 
or elaboration of a nucleus of true dissociative features. This 
in my experience is the most common clinical problem. 
(3) The psychotic. Amnesia occurring in schizophrenia is fre- 
quently. amenable to precisely the same forms of treatment as 
is thé case with hysteria.. The more “ genuine ” the dissociative 
mechanisms the more grateful the patient. The more conscious 
the mechanism the more hostile the patient. 


When we come to post-traumatic hysteria (neurasthenia) in which’ 


‘litigation is involved we frequently see colleagues in the witness box 
A h l ; 


i 3 


488 AUG. 27, 1949 E CORRESPONDENCE S a 


BRITISH 
MEDICAL JOURNAL 


stating opposite opinions. For the plaintiff it is neurasthenia, for help of an operation cystoscope (Sass-Wolf). The paraffin-wax had 
the defence it is malingering or some oblique expression which evidently become completely dissolved. The cystitis subsided after 
implies this. War ‘neurosis cases illustrate the same theme. Some three days’~treatment by washing the bladder out with rivanol and 
regard fhe “shell shock ” case as a faint-heart and sometimes a instilling 100 ml. of silver nitrate (1 in 200). When the patient’ was 
coward’. Others assert: he is a sick man. I suggest that in many. asked if he himself had introduced the candle into’ the urethra, he 
cases the truth is a combination of both statements. That is to reluctantly admitted that two days previously, while drunk, he had 
say, when we meet conversion hysteria we can assume that the- had intercourse.with a’prostitute whom he.could not pay. She in her 


patient is in’ distress and to that extent a sick man, but also that anger had inserted the candle while he was asleep. 
mechanisms have’ come into play which to some extent (varying ` 


from patient to patient) are under his control. , —I am, etc., 

When we say that “dissociation” occurs in 'hysteria we are London, S.W.5. , * B. B. RAPACKI. 
employing a term which possesses no referrent. This is not to deny ' l 
its hypothetical validity or indeed its pragmatic necessity, and it % P A l 
appears as if this term describes a class óf event which expresses at Nucleoprotein, Virus, and Mouse Cancers - 


one and the same time a reaction to emotional trauma and a con- - Sir,—Low-temperature treatment of mouse carcinoma tissue 
Stitutional capacity for dissociation which the non-hysteric does not 


possess. N : yielded ‘remarkable results in the laboratories of the Imperial 
I have seen a pseudochoric maintain his movement for eight weeks aera Research puni (uly 20; BE ’ 251, 253, 2355). As e ihe 
to the point of emaciation through inability to eat and’ sleep, resist acts, I hop : they -will readily obtain ample confirm ANON i. AS 
narcosis, shock therapy, and what psychotherapy was practicable, and tO the theories: attached to them, however, I’deem it necessary 
then recover within 12 hours following strong persuasion. I have _ to consider further possibilities as well. May not very low 
seen a soldier going about camp with his back bent double for weeks, -temperature cause structural changes in’ the puotein Molecule 
resist similar methods, and then respond to persuasion in the matter itself? I refer particularly to the nucleoproteins of the chromo- 
of a few minutes.. When the law is concerned with a compensation somes, and this altered molecule might be the causativé agent ’ 


issue the question of the extent of this control becomes important. i i 1 
I know of no criteria whereby this can be determined. When all is Oe El pronade, fOr this uence on ca 


ae is $ : : be found in the Continental literature. Karuo Yamafuji and 
said and done we all “ forget ” appointments occasionali , tell white nae . : ; : 
lies, lose all emotional controt at times, and ander stress get _Teigen Cho (B iochem. Z 7 1343, 318, 9 5) claimed to be able to 
palpitations or feel weak at the knees. The hysteric does these things Produce tobacco-mosaic virus by keeping the plant at higher 
more frequently, for longer, and at times apparently more conveniént temperatures (43-45° C.) and the polyaeder virus of the silk- 
to his self-interest. worm by this and other means. The’virus so produced seemed 

If we are good physicians we do not ‘sit in judgment on him—we to be to a certain extent transmissible, without any further 
seek to understand and try, to ‘help. If we are judges or commanding temperature effect. Their theory is that normal nucleoprotein. 


officers or school masters or parents we occasionally have to sit in becomes denaturated nucleoprotein, which becomes poly- 
judgment, and sometimes we reprimand. Now, can anyone deny merized nucleoprotein; which becomes a virus. 
that a reprimand benefits the hysteric ? 1 $ 


Finali I reiterate ih Ba hich h i ee Although the authors did not refer to the produchon of ~- 

ice os Ga au eiterate the question which has prompted’ this tumours in this article, the possibility cannot be left undiscussed. 
any psychiatrist assert that he can diagnose with confi- The followi à theref b 

dence between malingering and hysteria in any individual. case ? e folowing two experiments therefore appear to be necessary. 
Because if there is such a test medico-legal work in our compensation : (1) The same cooling procedure should be applied to non-tumour 
courts will become easy., The answer to this question would illumin- tissues, and these should be grafted into an animal afterwards 
ate the manner in which those processes we call dissociation operate, to ascertain the behaviour, of mormal tissue protein under such 
and enable us to understand how a hysteric really thinks and feels circumstances. (2) Lower temperatures than —79° C. should ” 
-about the world. My opinion is that, the hysteric can be compared . be applied—say —150 or —200° C.—to prove that there is a 
ae Mad ues ar ee l po ay of tino, low temperature which kills the virus. Without such proof the 
this queer mechanism is set going by emotional trauma, and to that ‘US 9 eutet contesta pie, and the Po sibility of a non-living 
extent the patient is a sick person. Sometimes it is set going as a agent—Le., “Pe lymerized moļecule—is likely. inti 
result of the patient’s decision to evade responsibility or duty or to _, It is a puzzling observation by Dr. Mann that it is not the 
establish prejudice in his favour (as in compensation cases). More time of freezing but the repetition of it with corresponding 
commonly it is a mixture initially outside his control which becomes thawing that causes a diminution in the infectivity of the agent. 
prolonged and sometimes, in addition, elaborated. The elaboration- It might be that the ‘virus is more. easily killed by repeated 
` features are'true malingering, the prolongation features‘are more or freezing than by a prolonged ‘spell, but the protein molecule 
less genuine, and the original nucleus is entirely genuine. , may have the peculiarity of withstanding polymerization, 

Persuasion’ is capable of removing the elaborative features becoming resistant to it on repetition. Regarding the virus, 
but will rarely affect the genuine features except it be exhibited it would be strange if-it is killed by the process of thawing 
in a manner which introduces still more subtle therapeutic , when it is resistant to extreme low temperature. It might be’ ~ 
mechanisms. “I seemed to be unable to get better myself: I equally suggested that the denaturation of some virus-inhibitory 
wanted to but couldn’t until you seemed to get me going,” as substances, the existence of which is propounded by Dr. Mann, 
one patient (I believe correctly) assessed the effect of brisk does not take place on repeated freezing and thawing. This 
admonitions to a previously intractable pseudochorea, Need- would be a further field of reséarch. There are many more 
less to say, the physician who has the temerity to attempt to interesting points. They are, however, beyond: the scope of a 
treat hysteria by admonition, though invariably receiving the letter, which should be brought to an end by expressing a high 
gratitude of his genuine patients, will encounter strong hostility appreciation for ‘the experimental results which give so much 
from the non-genuine. Hence the need for accurate diagnosis: food for thought.—I am, ete., 
—I am, etc., 


` A A London, N.W.2. 
Dunedin, New Zealand. - 


HAROLD PALMER. 


: B.M.A. Tuberculosis Group 2 


Paraffin-wax in the Male Bladder E SR —May I draw the attention of all old tuberculosis 


see oe bs i e i i d tuberculosis physi- 
Sir,—I read with interest Dr. T. J. D. Lane’s report (July 23,  ficers, tuberculosis superintendents, an c 
p. 216) on -paraffin-wax in the male bladder: I Lisle ei _ cians to the newly constituted B.M.A. Tuberculosis ore 
mention a similar case which I encountered in Poland in 1936, Use all to join it? I hope secretaries of local tuberculosis 
; ` - societies in England,.Wales, Scotland, and ‘Northern Ireland ; 
The patient was admitted to hospital with acute cystitis. Cysto- will be willing to help, first by getting a supply of forms from 
sige confi a med E diagnosis, ae a my great PE T a B.M.A. House and then by circulating them to their members 
a blue-tinted twisted Christmas candle floating òn top of the liqui : e - tines. 
(“ rivanol ”) which had been injected into the Bladder for the purpose 224 having copies available at all the early autumn meetings 


iat is ` 3 joi the tuberculosis 
ination. I insti b l of benzine int If 90% of tuberculosis workers join the group 
ae ont er he eng ode og liquid. 1 then service will wander less in darkness and confusion than at 
` filled the bladder with rivanol and on cystoscopy failed to find any present—lIam, etc,  . . . 
traces of the candle except for the wick, which I removed with the Church Stretton, Salop. ‘G. LISSANT Cox. 
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became even more marked. She then examined the gas 
cylinders and found that both contained nitrous oxide.. “ An 
oxygen cylinder was then put in and artificial. respiration started. 


For two hours everything possible was done‘ to- revive the’. 


patient- She agreed that,-though the cylinders were the’ same 
size, nitrous oxide cylinders ‘had a black distinguishing. mark 


and oxygen cylinders black with a white ring round the,.top. - 


With continued usage the distinguishing white paint did tend to 
become worn. ` a te eee 
A nurse described how she had brought into the theatre what 


- She thought was a cylinder of oxygen. ` She did not examine 
‘ the label on the cylinder to see whether it contained oxygen 
| or not. 


The labels on the cylinders’ of nitrous oxide and 
oxygen. were similar in size and she had no reason to believe 
that this cylinder did not contain oxygen.: Later one of the 
medical students noticed that both cylinders in the anaesthetic 
machine contained; nitrous oxide. 
labels on the cylinders were of 


the same size they were of 
different colours. 


She had not seen gas cylinders being changed 


` before in the course of her training and she had never been 


told of the distinguishing’ marks. p 

A fourth-year medical student said that'he had been in 'the 
theatre for about five minutes, helping to apply artificial respira- 
tion, before he Roticed- that both cylinders in the anaesthétic 
machine contained nitrous oxide. + He identified the cylinders 
‘by the labels. He did not look particularly at the tops, of the 
cylinders. are: _ cS 


` The senior anaesthetist at the. Adelaide, Hospital described 


the methods of resuscitation employed and said that-in her 
opinion death was due to anoxaemia and cardiac failure. 
Doctors were taught the importance of distinguishing between 
the colours of cylinders, but she thought that it would be better 
if the fittings were so arranged that it would be impossible ‘to 
connect them up wrongly. | i 

The manager of the firm which supplied the cylinders said 
that they were painted every. two` years. . l 

The jury gave a verdict in accordance with the evidence and 


added a rider expressing the opinion that the Adelaide Hospital , 
~ was guilty of negligence and 


that there was contributory negli- 
gence on the part of the house-surgeon. ‘ 
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UNIVERSITY OF LONDON ; 


The recognition of the British Postgraduate Medical Federation as a 

school of the University has been extended in respect of its facilities 

lth and (b) at the Institute of Ophthal- 

mology for three years and five years respectively in the first.instance, 
from Oct. 1, 1948. : ` - 

Sir Archibald Gray and Mr. J. B. Hunter. have been appointed’ 

representatives at the University on the governing body of the British, 


sentative on the 
Cheam, Surrey. 

A further A. H. Bygott.Scholarship for 1949-50 (see. Journal, 
Aug. 13, p. 393) has been awarded to Wilfred Charles Turner, M.B., 
BS. i 


governing body of Nonsuch County School for Girls, 


The Sir Wiliam Dunn Scholarship of the value of £100 for one 
year, which is‘ awarded annually on the results of 


March, has been awarded, for 1949, to ‘Charles John Edmonds (Uni- 
versity College), who proposes to proceed to the ‘B.Sc. (Special) degree 
in physiology. ' AO a ; l , 

Awards of medical entrance scholarships and exhibitions have been 
made on the results of the London 
Board examination, as follows: Medical Scholarship, Miss ‘M.A. 
Clark (University College). Bucknill Scholarship, D. B. Thomas ; 
(University -College). Medical Exhibition, 
College). Sambrooke Scholarship, R. Conroy ‘(King’s College). ` 
Mrs. George M. Smith Scholarship, Miss M.-Y. K. Armstrong 
(Royal Free Hospital School of Medicine). Mabel Sharman- 
Crawford -Scholarship, Miss K. M. Barber (Royal Free. Hospital 
School of Medicine). ' a 
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, She agreed that though the - 


of the second ` 
examination for medical degrees (internal and external) held in Livo births 


‘Inter-Collegiate Scholarships © 


R. Radford (University |. 
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Postgraduate Medical Federation and Dr. Audrey: Z. Baker repre- Whooping-cough* 


-~ county), and Northern Ireland. 
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INFECTIOUS DISEASES 'AND VITAL STATISTICS 


‘We Print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended Aug. 6. [No. 31 

Figures of Principal: Notifiable Diseases for the-week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
` Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
arefor: (a) The 126.great towns in England and Wales (including London). 
a London (administrative county). (c) The 16 principal towns in Scotland. 
d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland, 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. . : 



























1947 (Corresponding Week) 
. Disease —~ 
ene (a) |(b)| (©) |) | ©) 
Cerebrospinal fever 40) 2) 20 3) = 
Deaths ià 3 — 
Diphtheria 107 28; 6 — 
. Deaths 1 =a ER 
Dysentery 111 30) — | — 
Deaths A a 
i ee —_——— 
Encepha itis lethargica, i 
acute eb An — 2 — | — 
Deaths 
` Brysipelas 24, +4 — 
Deaths 
Infective enteritis or 


diarrhoea under 2 
ears 3 b 
Deaths 


Measles* 
Deaths. 


$s 
Ophthalmia neonatorum - 
eaths es ca 





Saia ie aa i 
6,879] 430| 52| 46| 42 


F Paratyphoid fever 
Deaths ia 


L A E 
Pneumonia, influenzal .. 
Deaths (from influ- 
enza)t sy R 
ee, 
, Pneumonia,.prim 
ths 


aA 


i Ss Ss 
a ay 
Polio-encephalitis, acute 

Deaths Sa os 





Poliomyelitis, acute 
Deaths§ ey 
Puerperal fever ' 
Deaths ii 
Puerperal pyrexia 
Deaths i " 
„Relapsing fever 


Scarlet fever 


134} 29] 21 
Deathst ' Es 


— 





Smallpox 
Deaths 


Typhoid fever .. 
Deaths > .. 


Death 





Deaths (0-1 year aN 
fant mortality~ rate 
(per 1,000 live births) f 


e — 
Deaths (excluding stijl- y 
s births) ee ee 
Annual death rate (per 
1,000 persons living) 





Annial rate per 1,000 
-~ persons living .. 





poe ea LA 
Stillbirths sa a 
Rate per 1,000 total | - 
births ) (including 
ro) .. wa 


r 


7” * Measles and whooping-cough are not notifiable in Scotland, and the. returns 
are therefore an approximation pnly. t 
ft Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 
ł Includes primary form for England and Wales, London (administrative 


§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined, i 
li Includes puerperal fever for England and Wales and Eire. 
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' a ` EPIDEMIOLOGICAL NOTES 
W Poliomyelitis . 5 

= In, the week ended Aug. 13 notifications in England and Wales 

“were: poliomyelitis 236! (164), polio-encephalitis 18 (22). Figures 
for the previous week are shown in parentheses.- | | | 

‘Counties with: multiple cases (poliomyelitis and polio-encepha- 

i, litis together) were: London 30 (31), Bedford 2 (5), Berkshire 2 

(3), ‘Buckingham’ 2 (1), Cambridge 2 (0), Chester 3 (3), Corn- 

_. wall 6 (9), Devon 9 (6), Dorset 2 (1), Durham 3 (1), Essex 19 (7), 

Gloucester 7 .(5), Hereford 4 (0), Kent. 6 (3), ‘Lancs 23 (12), 

Leicester 4:(5), Middlesex 10 (15), Norfolk 3 (0), Northampton 2 

(0), Northumberland 4 (1), Nottingham 4 (1), Somerset 4 (2), 

., Southampton 13 (9), Stafford 4 (2), Surrey. 7 (7), East Sussex, 5” 

: (2), West Sussex 4 (2), Warwick 10 (5), Wiltshire 2 (2), Yorks 
| ‘Bast Riding 2 (2), Yorks West Riding -34 (17), Glamorgan 3 (5), 
Monmouth 4 (2). « A: Sip 

Total notifications in the corresponding 

poliomyelitis 568, polio-encephalitis 56. 


~ 


week of 1947 were : 


' - Discussion of Table , < < ~o ` 

In England and Wales therẹ were decreases in the notifications 

of measles 583, whooping-cough 229; scarlet fever 191, dysentery 

49, and acute pneumonia 43, with an increase in the incidence 

of ‘acute poliomyelitis 17. — 
The largest falls in the notifications of measles were Durham: 

55, Sussex 44, Oxfordshire 42, Gloucestershire 42, and Yorkshire ~ 
_ West Riding 41 ; the largest rise in incidence was Warwickshire 
' 65. Notifications. of whooping-cough decreased in Lancashire 
-.. 52 and Essex 30, but rose in Warwickshire 42. The incidence 
of scarlet fever decreased’ in. London 46 and in Yorkshire 


_™/ r 


the notifications ‘of diphtheria. 


A further 4 cases of dysentery have been reported from the 
. outbreak in Warwickshire, Warwick R.D. No further cases of 
. dysentery have been notified from the outbreak in Buckingham- 
shire, Amersham R.D. There were 16 notifications of dysentery `” 
‚in ‘Lancashire. ` ee ee 
Notifications of food-poisoning numbered 356, an increase 
' of 175 on the previous week. .The largest notifications were 
Lancashire 131: Bury C.B., 43, Farnworth’ M.B. 43, Lytham 
St. Anne’s M.B. 20; Yorkshire East Riding 54: Kingston-upon- 
' ‘Hull C.B. 54; Yorkshire West Riding 30: Sheffield C.B. 20. - 


In Scotland there were increases in the notifications of 
dysentery 41; scarlet fever 22, and paratyphoid fever 9. The 
. increase in the incidence of dysentery was mainly contributed 
‘by Glasgow, where notifications rose from 14 to 59. -Of the 
10 cases of paratyphoid 8 were notified in Glasgow. 


k 


_. In Eire there were decreases in the notifications of whooping: 
= cough 43, measles 24, and scarlet fever 18. There was an 

` increase ‘of 20 in the. notifications of diarrhoea and enteritis in 
' 'Dublin C.B. i a: l i 


_ In Northern Ireland a decrease‘ of 19 im the notifications of 
measles was the only notable change in the trends of infectious 
diseases. | \ i 


a Week Ending August 13 | 


K 


`i an eae 


‘during the 'week ‘included: scarlet fever 689, -whooping-cough 
. 1,738, diphtheria 78, measles 3,226, acute pneumonia 227, 
- cerebrospinal. fever 26, acute poliomyelitis 236, acute polio- 
encephalitis’ 18, dysentery 62, paratyphoid fever 26, typhoid 
fever 11. 7 : 


> 4 


management.committee or board of governors will be! met, up 
to.a maximum of three-fifths of the grant, out of the National 
Insurance Fund. -Formerly the maximum was 
5 grant. | we ae chad = 
aft r wo i ‘ ce 


em hy 


EPIDEMIOLOGY SECTION 


West Ridirig 36. No appreciable changes were reported .in Y 


Notifications of infectious diseases in England and Wales - 


When a death grant is payable under the National Insurance | i 
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Medical Research Council Travelling Awards . 
The Medical Research: Council announces that it has made 
the following travelling awards for the academic year 1949-50 .: 
Rockefeller Travelling Fellowships in Medicine-—Mr, W. J. 
Atkinson, Mackenzie Mackinnon -Research Fellow (Royal 
College of Surgeons), National Hospital, Queen Square, Lon- 
don: Dr. Ruth E. M. Bowden, Lecturer in Anatomy, ‘Royal 
Free Hospital School of Medicine, London; Dr. R. Daley, 
First Assistant, Cardiology Department, St. Thomas's Hospital, 
London; Dr. J. Dawson, Lecturer in Biochemistry, University 
of Leeds; Dr. C. E. Lumsden, Senior Lecturer in Pathology, 
University of Aberdeen ; Dr. J. S. Robson, Assistant, Depart- ` 
ments of Medicine and Clinical Biochemistry, : University of 
Edinburgh. Dorothy Temple Cross Research Travelling Fellow- 
ships in Tuberculosis.—Dr. A. J. Robertson, Medical Registrar, 
Royal Infirmary, Liverpool; Mr. J. D. Wade. Surgical Officer, 
Welsh National Memorial Association (Sully Chest Centre). - 
Travelling. Scholarships under an exchange arrangement with 
the Centre National de la Recherche Scientifique in France. 
| Dr. E. J. Field, Lecturer in Anatomy, University of Bristol ; 
' Miss A. M. N. Sewell, Nuffield Research Unit, Psychological 
Laboratory, University of Cambridge. 


+ 


' American Committee to Study Rheumatism — PEE S 
Dr. Philip Hench, of the Mayo Clinic, has been appointed 
chairman of.a committee in the U.S.A. to study new methods 


promising to alleviate rheumatic diseases. 


Dr. Granville Bennett, of the University of Tlinois School “of 
Medicine :-Dr. Jerome W. Conn, of the University of Michigan ; ' 
Dr,'W. Paul Holbrook, of Tucson, Arizona; Dr. Robert Loeb, 
of New York: Dr. Fred Moore, of the University of Southern 
‘California School of Medicine ; Dr. Jane-A. Russell, of Yale 
University School of Medicine; Dr. Emil L. Smith, of ‘the 
University of Utah School of Medicine; and Dr. Alfred L. 
Wilds, professor of chemistry, University of Wisconsin. , 


New Journal for Radiologists, i a 
-The first issúe of the Journal of, the Faculty of Radiologists 
has just been published. All branches of radiology~-have 
expanded so rapidly in recent years that the Faculty o Radio- 
logists felt that the time was opportune for the publication of 
_a journal devoted to clinical radiology. This first issue includes 
a number of’papers on cerébral tumour which were read at the 
‘annual meeting of the Faculty, and there are also articles on 
pneumoconiosis, on the radiotherapy of leukaemia, and on the: 
doctor-patient relationship in the treatment of cancer.. 


Inquiries should be addressed to the editor at the Faculty of . 


' Radiologists, 45,.Lincolh’s Inn Fields, London,. W.C.2. 
\ n e : 


p? 


Bristol Hospitals Fund - 
Since. July 4, 1948, the Bristol Hospitals Fund has allocated 

£7,495 to hospital amenities funds, medical charities, and’ for 

medical research. E 


A. 


Statistics in Israel gts i e 
'A new publication entited the Statistical. Bulletin of Israel 
has been issued by the Israel Central: Bureau of Statistics. 
Various statistics are given for cases of infectious diseases ; 
the figures are fairly complete for the years 193 
figures for the Jewish population are given’ for 4948 in’ most . 
cases. 


National Association for the Prevention of Tuberculosis 
matron from a British sanatorium to spend three months visit- 
ing: tuberculosis: institutions ‘in Canada has been awarded to 
Nora Burrows, matron of Baguley Sanatorium, near 
Manchester. It’ is hoped' that a matron from a Canadian 
sanatorium will pay a similar visit to this country. © ` 


N { 
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The other members — 
are’ Dr. -Walter Bauer, of Boston, Mass.,’ General: Hospital; -ruu 
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` Menopausal 
- Syndrome — 


poli d 
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E Estigyn enables the ee of jie menopause, due to decline 


in the oestrogen secretion of the ovary, to be effectively treated by 
specific Teplacement “therapy. 


5 Estigyn? is a highly potent ` ‘estrogen derived from natural | 
“sources andi is active orally. In addition i it is non-toxic in therapeu- 
i tic doses. The- improvement in subj éctive symptoms and the 
restoration to normal outlook is, in many cases, gratifyingly rapid 


while at the same time’ the’ possible onset or prorsns vulvæ or 
Samea vulvæ is ma | 


id N 
f. 


 ETHINYL (ESTRADIOL 
B.D. 
ESTIGYN’ 


Tablets of-0.01 mg. and 0.05 mg. in bottles of 25 and 100 


_ Literature and isa samples peatiatle on request | 
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„THE: INTRAVAGINAL 





5. In cases in which a cervical erosion 
was present, neither the amount of 
bleeding 'nor the character of the 
erosion was altered by the use of the 
tampons, ` , 


- 6. There was no apprẹgiable difference 

4 in the bacterial flora of the vagina and ° 
cervix, as determined by 'smoar and culture, before menstru- 
ation and after the use of the tampons during the menstrual t 
period. l 


7. There was no appreciable difference in the 
or cervical secretions before menstruation àn 
the tampgns during the period. i B 
8. Absolute comfort and complete absorption of the flow was, 
obtained by the,proper correlation of the size of the tampon , 
-with the‘length and calibre of the vagina. - 


9. The evidence is conclusive that the tampon method of menstrual 
hygiene is safe, comfortable and not prejudicial to health. ` 


v USA. 
for May, !942 





H of the vaginal 
after the use of 
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If, you are not acquainted with Tampas, descriptive literature and ` 


~ x 


samples of both absorbency sizes will gladly be sent on request. 
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_ MEDICAL INQUIRIES : TAMPAX LTD., 110 JERMYN ST., 8.W.1 
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‘and ligature which leaves the famous 
£ Mersons factory` is tested by the -Quality - 

' Control Department to more stringentlimits .: . 
-than those required by the official standard. :, 


` 


` 
KAEEDCOAARECADANDAEANOESCNE 


All orders for Ethicon and Ethicon Mersutures 
should be sent to your usual wholesaler. 
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; l In view of the increasing use of the intravaginal rH Bs 
-` tampon for the absorption of the menstrual flow, the oe i 
‘ an E 

i following important study was undertaken to deter- H F 
- . mine whether or not this method of sanitary control H pa 
TH is safe and not prejudicial to health. zx E- 
Twenty-five women — parous and nonparous— E r 23 | ` $ es dee: HH 

~ were selected and were under daily institutional H M Fo a see. er car S ‘pectalt St 72 H 
observation during two successive catamenial periods. a: 6° : ; . i 

ing i enty-< rE ! pa 

. Ranging in age from twenty-one to forty-five, some PH ae E N T Sur er H 

- had previously used tampons, others had not. H A R ee 8 yY ; a EE 

i _ The'following'.summary indicates clearly. the rH Si - ee ee aa k E 
 findings‘6f the'study. |, pe | HE The skill with which the surgeon handles , i 

she Ín hot a single instance was there any evidence of local is a his materials must be matched by the skill S8 f 

| irritation brought about by the use:of the tampons. H ; : 5 Pong ne \( Eg 
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Visits Abroad of Ophthalmologists 


During May nineteen ophthalmologists went to Italy on a 
tour organized by the Faculty of Ophthalmologists. At Pavia . 
the rector of the university received them, and Professor Bietti 
gave some interesting talks and ‘performed some: operations. 
At Genoa Professor Maggiore showed the party round, and 
demonstrated some new ‘instruments and some experiments in 
colour vision. The party then visited Professor Alajmio’s clinic 
at Florence, where they saw some operations performed, in- 
cluding sclerectomy for glaucoma. Next day they. went to 
Rome, where Professor Cavara showed some interesting cases, 
including one of “crocodile tears,” and a hydatid cyst causing - 
retinal detachment. Professor Leonardi in another hospital 
demonstrated cases of cataract extraction-by suction apparatus. 
On reaching Naples the. party was entertained by Professor Lo 
Cascio, who performed nine cataract extractions in 45 minutes. 
Finally the party went to Bologna and visited Professor Di 
Marzio’s clinic, wheré papers were read on pituitary tumours 
and nasal infection in eye diseases. Jn June twenty members 
of the Faculty, under the leadership of Mr. W. Muirhead 
(Sheffield), were received by the heads of the ophthalmic clinics 
at Copenhagen, Lund, Uppsala, Stockholm, Oslo, and Gothen- 
burg. Lectures, clinical demonstrations, and operative sessions 
were arranged, and the tourists were made welcome in the 
homes of their Scandinavian friends. 

am | 
. Hospital Contributory Semis i 

A history of the British Hospitals Contributory Schemes 
Association will be published in the autumn under the title 
Pennies for Health. The cost will be 13s. 3d. post free, and 
orders may be sent to the British Hospitals Contributory 
Schemes Association (1948), Royal London Mouse, Queen Char- 
lotte Street, Bristol, 1. A 

í 
Faculty of Radiologists 
At ‘the recent annual general meeting the Faculty ‘Of 


Radiologists the ‘following officers were appoi‘ited for 
1949-50. President : Professor B. W. Windeyer, L don. Vice- 
presidents’: Dr. J. L. A. Grout, Sheffield (Diagnosis % ‘Dr. J. R. 


Nuttall, Leeds, (Therapy). Warden of the Fellowship : Dr. S.- 
Cochrane Shanks, London. Editor : ‘Dr. Peter Kerley, London. 
Hon. treasurer:: Dr. J. W. McLaren, London. Hon. secretary : 
Dr. E. Rohan eee London. 


Nuffield Orthopaedic Centre a 


Lord -Nuffield has made a further pift to TF Nuffield 
Orthopaedic Centre at Oxford. The donation is of £50,000, 


and the fund will be used -mainly to offer special facilities- for - 


visiting orthopaedic specialists and students from the Common- 
wealth. The ‘gift is comparable to Lord Nuffield’s recent 
benefaction to the Royal College of Surgeons of England. 


` ‘| j n 
Medical Films i ; 

The following medical films are available on‘ request from 
the Documentary Film Unit, May & Baker, Ltd., Dagenham: 
“ Thiopentone Sodium and its Use in Intravenous Anaesthesia ” 
(made in co-operation with the Department of Anaesthetics, 


Westminster Hospital, London); running time is 38 minutes - 


on 16 mm. and 35 mm. (with. sound track). “ Medical Appli- 
cations of Sulphonamides”; running time is 34 minutes on, 
16 mm. and 35 mm. (with sound’ track). Both films are divided 
into three sections—namely Introduction (chemistry), Pharma- 
cology, and Clinical Use. Applicants should specify alternative 
dates when possible. ; Synopses.may also be obtained., - | 


` x ` 


Wills ` gi 

Professor Stuart McDonald, who was emeritus professor of 
pathology in Durham University, left £7,933. Dr. Lionel James 
Picton, of Holmes Chapel, Cheshire, left £15,308. ` Mr. Robert 
Leslie Dodds, of London, N.W., left £2,195. ` Dr. Howard 
Bluntisham Hodson, of Colchester, left £8,596. Dr. Oswald 
Hanson Isard, of Tonbridge, Kent, left £59 1739, including £100 
to the Royal Medical Benevolent Fund.. 
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COMING EVENTS 


South-east Metropolitan Regional Tuberculosis Society 

A meeting of the South-east Metropolitan Regional Tubercu- 
losis Society will be held at B.M.A. House, Tavistock Square, 
-London, W.C., on Saturday, Sept. 10, at 10. 30 a.m., when a 
lecture on “ The Secondary Effects, of Tuberculous Mediastinal 
Lymphadenitis, with Special Reference to Disease of the Middle 
Lobe” will be delivered by Mr. R. C. Brock. The meeting will 


. be followed by the annual luncheon of the society at Russell 


Hotel, Russell Square, London, W.C. 


Rehabilitation Clinic 

A special clinic on rehabilitation will be held by Dr. Howard 
Rusk, of New York, at the Royal Free Hospital, Gray’s Inn 
Road, London, W.C., on: Wednesday, Sept. 14, at 2.30 p.m., 
when Dr. Rusk will demonstrate his special methods of 
approach to the subje¢t. The chair will be taken by Lord 
Horder. Anyone who wishes to be present should’ notify the 
Medical Rehabilitation Unit at the hospital. 
Association of Army Psychiatrists 

The seventh reunion of army psychiatrists will take place at 
Slater’s Restaurant, 18-24, High Street, Kensington, London, 
W., on Saturday, Sept. 24, ‘from 7.30 to 10.30 p.m. Particulars 
may bé obtained from the honorary secretary, Dr. J. C. Penton, 
The Old Farm House, 1; Gatehill Road, Northwood, Middlesex. 


Dechires’ m Social Studies 


The Institute for the Scientific Teena: of Delinquency 
(8, Bourdon. Street, Davies Street, London, W.1) announces 
the following university extension lectures for candidates for 
in Social Studies. Twelve lectures on 
“ Criminology,” by Mr. H. Mannheim, on Tuesdays, at _ 
6.30 p.m., beginning on Sept. 27 ; 24 lectures on “Social-Philo- ` 
sophy,” by Mr. J. J. Hartland- Swann, Ph.D., on Wednésdays, 
at 6.30 p.m., beginning on Sept. 28: 24 lectures on “ Social 
Psychology,” by Mr. R. Elias, Dr. Phil., on Thursdays, at 
6.30 p.m., beginning on Sept. 29; 24 lectures on “Social 
Structure,” by Mr. B. C. Adams, on Fridays, at 6.30 p.m., 
beginning on Sept. 30; 12 lectures on “The Psychology of 
by Dr. Edward Glover, on Tuesdays, at 
6.30 p.m., beginning on Jan. 10, 19507 The lectures are open 
to members and non-members of the institute and to diploma 
and non-diploma students. As each class will be limited in 
number early application for enrolment forms should be made 
to the education secretary of the institute at the above address. 
The fee for 24 lectures is £1 10s., and for 12 lectures 15s. 


French Medical Congress 


The Association des Médecins de ance Française will hold 
a congress at Geneva on Sept. 29-Oct. 1. Subjects to be 
discussed include plasma proteins, hyperthyroidism, and hor- 
mone treatment of cancer. Information, may be obtained from 
Professor E. Martin, 16, Boulevard Helvétique, Geneva. 


Course on Rheumatic Diseases 


A concentrated week-end course on the rheumatic diseases, 
with lectures, ‘ward-rounds, and practical demonstrations, will 
be given at the Rheumatism Unit, St. Stephen’s Hospital, 
London, S.W., on Oct. 1 and 2. The course will be opened 
by Sir Ernest Rock Carling with an address on “Some Social 
and Economic Aspects of the Chronic Rheumatic Diseases.” 
Other lecturers will include, Dr. Francis Bach, Dr. Grace 
Batten, Dr. Philip Ellman, Mr. Timbrell Fisher, Dr. Jackson 


l Richmond, Dr. David Shaw, Dr. A. G. Signy, and Dr. Worster- 


Drought. Applications to attend the course should be made 
to the medical registrar, Rheumatism Unit, St. Stephen’s Hos- 
pital, London, S.W.10; or to the Fellowship ‘of Postgraduate 
Medicine, 1, Wimpole Street, London, W.1. i 
' Safety in Chemical Works 
The Association of British Chemical Manufacturers has 
„arranged to hold a conference on “ Safety i in Chemical Works ” 
on Oct. 7 to 9 at Scarborough. 


\ 
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French Dental Congress | BG So. as oe 9 
The annual congress of the Confédération Nationale des ai A n Q ns i 
Syndicats Dentaires will.be held on Oct. 3~9 in Paris. Visitors. y uestio ° o 
‘from abroad are invited, and further information may be. 
, Obtained from the secretary of the congress at 31, Rue ‘Tronchet, 
: Paris, 8e. ' : A R 








Correspondents should -give their names and addresses (not for 
publication) and include all relevant details in their questions, 
“International ‘Society of Medical Hydrology which should be typed. We publish here a.selection of those 

The -anniial meeting of the International Society of Medical questions and answers which seem to be of general interest. 
Hydrology will be held at Dax, Landes, France, from Oct. 9 


to 15. Further particulars may be obtained on application to Hypertension and Pregnancy po +8 
tbe honorary secretary, Dr, Donald Wilson, - “ Cranbourne,” Q.—A married woman aged 26 is anxious to have another 
Southdown Road, Bognor Regis, Sussex. . child if it is not likely to damage her health. During her first 
. pregnancy, which ended’in a live birth, she suffered from high 
: SOCIETIES ' AND - LECTURES ~ blood pressure. In the 32nd week of her second pregnancy — 


Monday her blood pressure was 145 /95 mm. He; there was oedema 


| EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At Anatomy Ff the ankles but no albuminuria. At the 36th week she went 
Lecture Theatre, Edinburgh University, Aug. 29, 4.30 pm. into labour and was delivered of a stillborn child weighing 3 Ib. 


“ Influenza in Perspective,” by Dr. C. H. Andrewes, F.R.S. (1,360 g.) and an unhealthy, small, infarcted placenta. There - 
$ ' were no foetal abnormalities. Her blood pressure is now 
` APPOINTMENTS £35185 mm., and there is no albuminuria. What advice should 


» 


MacDoucatt, Ivor ANDERSON, M.B.E., M.R.C.S., L.R.CP., D.P.H., Medical I give her about another pregnancy ? a 
of canot Heilin end a oa eal Officer to the County Borough of Bourne- A.—The history suggests a diagnosis of essential hypertension 
PRIESTMAN, AUSTIN, M.B., Ch.B., D.P.H., Temporary Medical Officer of rather than a recurrent pre-eclamptic state, and this despite 
reer Ryokn mond and Rural Districts of Richmond, rary ae the fact that the blood pressure is not much raised at present. 

: Is there any family history of vascular disease? If this 

7 diagnosis is correct, it seems likely ‘that another pregnancy 
will also be complicated by an exacerbation of the hypertension 

MARRIA 3 : prensa: P 

BIRTHS, i GES, AND DEATHS and possibly by albuminuria in the later weeks.. In such event 
BIRTHS. aan there is also an appreciable chance that the woman might be 

Galewsk£—On August 11, 1949, at Queen Charlotte Maternity Hospital, London, i wf : ° i u, 

to Anna (née Galin), wife of Dr. Galewski, a daughter. ' left i : ee Serer blood erin Although ne : 
Rosenvinge.—On August 5, 1949, at Carlton Lodge, Harrogate, to Margaret, 18 not inevitable, the next foetus is ely to be poorly 
(née Ogden), wife of Dr. Gerald O. Rosenvinge, of 35, Hookstone Drive, developed, and its live birth gould not be guaranteed.‘ These 
_ Harrogate, a brother for Louise and Stephen—Henry Paul. : points should be put to the patient, but it is doubtful whether 
MARRIAGE the risks are graye enough to justify advising her not to 


Marciniec—Macfarlane.—On August 13,- 1949, in London, Antoni Marciniec, apiece . . 
Captain P.R.C., to Laura Helen Macfarlane, M.D., D.O.M.S. embark on anot p-cgnancy. It would, however, be wise 








i DEATHS i for her no: to try to conceive until two years after the last 
Blampied.—On August 15, 1949, at Seymour Cottage, La Rocque,, Jersey, confinement,and at that time estimations of blood pressure 

._ Harold John Blampied, M.B., B.S., aged 56, aie and renal Ss gtion should be made. During the next preg- 
EITE RE aa Middlesex Hospital, Gordon Frank Chissell, nancy she shottd rest for regular periods each day and should 
Gater.—On August 10, 1949, at Brighton, Horace James Gater, LM.S.S.A,, be kept under the closest observation. A rise in blood pressure 

of Santos, Little Crescent, Rottingdean, Sussex, formerly of Peckham. . -or the appearance of albumin in the urine would call for her 


Se Cheyne Canes Chey, ulin Withers Green M.R.C.S., LRCP.. of admission to a well-equipped maternity hospital, and in the 


Hollings.—On August 13, 1949, Guy Bertram Hollings, M.D., F.R.C.S.Ed., interest of both ‘mother and child premature termination of 
-of Torrington House, Berkhamsted, Herts. ' pregnancy might be necessary. The' method of termination 


Jaceson Taylor- On „August 18, 1949, Basil John Francis Jackson-Taylor, contd be decided according to the circumstances present at the 


Jameson.—On August 20, 1949, at 95, Bouverie Road, Folkestone, Archibald time, but caesarean section under local analgesia has its place 
Douglas Jameson, M.R.C.S., L.R.C.P., Lieutenant-Colonel, R.A.M.C., Ret., in some of these cases. ` ' 


aged 71. g 1 
Laidlaw.—On August 9, 1949, at 109, Grantchester Meadows, Cambridge, A ` ‘ o7 
Janet Young Laidlaw, M.B., B.S., aged 66.. Blood Circulation Time 


. Leggat.—On August 8, 1949, at Wellington, New Zealand, Alexander Gordon 
` Leggat, D.S.O., T.D., M.B., Ch.B., D.P.H., of Monkswood, Newbury, ' + Q.—The fact that sodium dehydrocholate, when injected 
Littlewood.—On August 1, 1949, at ‘‘ Highfields,” Woodhouse Road, Mansfield, intravenously, gives rise to a bitter taste on the tongue has 


Samuel Littlewood, M.B., B.S., aged 64. Ps ‘ $ : É 
Lyle—On August 2, 1949, at “ Moyle,” Belmont Road, Belfast, Wiliam been utilized to determine the arm-tongue circulation time of 


Lyle, M.B., B.Ch., B.A.O., M.P., aged 78. $ the blood... The interval between the injection into a vein of 


Newfield—On August 13. 1949, at Buck’s House, Great Bardfield, Essex, | Š > ree . 
Matirice Newfield, MIUCS., LR.C.P, aged 55, the arm and the moment a bitter taste is experienced is 


Owen.—On August 19, 1949, at Royal White Hart Hotel, Beaconsfield, Daniel , Sener ally S r eckoned to pbe fr om eleven to nineteen _ seconds. 
Stanley Owen, L.S.A., late of Langford House, Higham Hill, Walthamstow, QOyer a similar distance—from a vein in the antecubital fossa 

d i E. 1 . . . 1 ofo 
pane on August 2, 1949, George William Murray Paterson, F.R.C.S.Ed., tO the olfactory nerve—by USING a solution of sodium penicillin 
I have lately demonstrated a circulation time of eight seconds 


of 84, Oswald Road, Scunthorpe, Lincs. f 
IEL LAPES Oa OF ae ga games „MoeAlister Ramsay,, or fess, Perhaps this is because the olfactory sense organ is 


L.R.C.P.&S.Ed., L.R.F.P.S.Glas,, of il, Brucehaven ‘Crescent, 


` 


Fife. , more quickly stimulated.- I should like to' know wherein lies 
Seott—On August 16, 1949, at Hill Crest, Silcby, Leics, Alexander Scott, she flaw, as the figure arrived at by this method is only about 
Steven.—On. August 9, 1949, at ‘* Ardglass,” Lochgoilhcad, George Henry half that generally accepted. 5 

uci eta age jogo Sedani: Vitos Wai Cielen A.—Determination of the circulation time, usually measured 
Stone. n August , , at gewood, a alk, eltenham, i e s : 

Charles Ainslie Stone, M.B., B.Ch., aged 70. from the arm to the tongue, is a very complex affair. A high 


Symons.—On August 18, 1949, at 17. Boscombe Spa Road, Bournemouth, concentration of sodium dehydrocholate is produced in the 
C.P. 


Annie Dorothea a en reas dalesex Hospital, London, w., Y¢i@S of the arm into which the injection is made. This 
` Warwick.—On August : » at e tddlesex Hospital, London, “7 * i > 3 ; 

William Turner Warwick, F.R.C.S., of Fitzroy Farm Cottage, Highgate, COncCentration, however, is considerably diluted in the great 

London, N. , veins and in the right heart. Furthermore, rates of blood-flow 
White.—On August 4, 1949, in Guernsey, Digby mg White, M.D., aged 81, through _the different parts of the lung vary somewhat, and 
Whitelaw.—On August 14, 1949, at Osborne House, Bathampton, Bath, James i - i z i, 

Charles Graham Whitelaw, M.B., B.Chir., aged 43. by the time the systemic arteries are reached the injected 
Wiloughby.—On August 13, 1949, at St. Bartholomew's Hospital, London; substance has been considerably diluted. The concentration 


William George Willoughby, M.D., of 17, Hartfield Square, Eastbourne, in arterial blood begins to rise about the 9th to 12th second 


d 83. i aerate : 
Wills. —On July 30, 1949, at Bath, James Tremlett Wills, M.B., B.Ch., aged 78, after injection, reaches a peak in 14 seconds, and thereafter 


i 
1a i ack 1 , 


~ 
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falls away more slowly. “These phenomena have recently been 
well demonstrated by Prinzmetal and his colleagués (J. Amer.- 
med. Ass., 1949, 139, 617) by following the passage of injected 
radioactive sodium through the, right and ‘left heart with a 
Geiger counter. placed over, the chest.” " 

It is clear that. sensory perception of the arrival of these 
diluted test substances is governed by the sensitivity of the sensory 
end-organs and by the reaction-time of the. patient. Presumably 
the olfactory perception’ of sodium penicillin «is sensitive to 
much greater dilutions of the substance, and the very beginning 
of a rising concentration may be recognized. -Sodium dehydro- 
cholate is. recognized only some seconds later when a greater 
concentration reaches the taste buds in‘the tongue. Alterna- 
tively, substances perceived . by sense of .smell may diffuse 
through the lungs, reaching the nose in the, expired air. 
is the basis of the arm—lung circulation time with injected ether,, 
which is, of course; much shorter than the arm-tongue time. 
Some of the prolongations of circulation ‘time in heart failure 
are due to dilution of the test substance in the dilated heart 
and engorged lungs.. `: The patient simply does not perceive, 
the smaller concentrations reaching his tongue until the delayed 
peak of concentration is, attained, after. which the taste may 
. last an unduly long time. Rapid injection of the test substance 
- -is of the utmost technical importance , if any comparative value 
is to be placed on circulatiop’ times for clinical assessment. 
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T JealMsy in a Child - 

Q.—I am: the mother) ofto little boys... ` The elder, Peter, 
aged 4, is intensely jealc, cis of the ‘younger; Paul, aged 24. 
The jealousy first appeare d when Paul started to toddle: and 
Peter constantly pushed¢gim ‘over. Now he hits him, teases 
him, refuses to let wsit®® 








ANY QUESTIONS ? 


This . 


f 


speak to him, interrupts plans for ` 


little outings, etc., and s“ ams and rages for anything that’ 


Paul is playing with. Paul in 
mainly by my mother's help, as I’ was temporarily crippled and 
could not handle him; 1 tried to show Peter how much I loved 
him, and had him with me a good deal, but in order to achieve 
safety and peace for Paul I have often had to smack him. ‘Paul 


is early days. was cared for 


_ is a shy, good-tempered,- generous little boy. Peter gets. on, 


very well -with other people and seems to have a charming ` 
personality, and I do want to help -him .to grow: up well 
balanced. .This temperament has ‘appeared in ‘older generations . 
of the family, so I feel that it may be an inborn tendency rather 
. than something that has arisen as a result of environment only. 
I would appreciate it if you could indicate a senay line of 
action. , 5 


k 


A.—The origin of Peter’s extreme e of Raul may well 
be connected with your prolonged disability. “Although this 
had nothing to do with the latter’s birth, it A auld : certainly 
have appeared to the eighteen-months-old Paul as.the work’ of 
_ the wicked baby .who had damaged you and might do so again. 
It is quite possible that the word ‘ ‘jealousy ” is out of place * 
in this case, for, since the attacks on Paul did not, start for 
about a year, it may be that, Peter really wanted to- like the- 
new brother, and could do,so as long as his inability to get 
about made him harmless. - At the toddling stage, however, : 
Paul’s increased mobility’ would again make him appear as a- 
_ danger against which you must be protected at all costs by the 
loyal Peter, who would then have been\24 years old 
period in a child’s attachment to his mother. "This expianation, 
being in line with common fantasies of early childhood, is more - 
likely to account for the trouble than can any theory of inborn 
tendency, especially as Peter has a charming personality other“ 
wise. He is now at an age when:companionship with his-father - 
_ might help .by leading to adoption of the. latter’s ‘attitude— 
“being like Daddy” towards Paul and yourself. Another - 
suggestion is to tell Peter quite factually how your disability: 
arose, making it clear that it had nothing. to do with Paul. 
This might be followed by.schemes in which you and he in 
partnership arrange things for Paul, so making-him feel you 
are on his side, though obviously you must protect the younger 
‘son until there is a change of attitude, ‘and this may take much 
time and patience.’ -If these home measures ‘do not succeed, as 
they may well do, it is likely that a fairly. short Jae of child 
psychotherapy would ‘be effective. 
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3 . Mild Thyrotoxicosis 


Q. 
aged 30 there appear to pe three ways of treatment: ' (I) with 
Lugol’s iodine ; (2) with methyl thiouracil ; “and (3) by subtotal 





thyroidectomy. Some cases are effectively controlled by Lugol's 


iodine ‘continued indefinitely; if this treatment is not enough, 
can it be supplemented with methyl thiouracil? What is the 
current relationship between medical and surgical treatment of 
mild early cases in patients under 30 ? 


A:—Mbst authorities would contest the statement that thyro- 
toxicosis can be controlled indefinitely by Lugol’s solution. It 
is common experience that iodine has a rapid and short-lived 
effect, which reaches a maximum about three weeks after its 
administration is started. The available effective methods of 
‘treatment are with methyl thiouracil, by operation, and with, 


„methyl thiouracil followed by, operation. In a mild case in a 


young, woman, prolonged treatment with methyl thiouracil in 
small’ doses is a reasonable choice. At this age the disease is 


- often self-limiting, and-after.nine to twelve months it may be 


possible to withdraw the ‘drug without consequent relapse. 


- Operation is to be preferred if there is a large goitre, and 


particularly 1 if it has a retrosternal prolongation, for it may 
increase in size after medication with thiouracil. Many prefer 


l preliminary . “ detoxication ” with thiouracil, followed by thyroid- 


ectomy. An interval of three weeks should elapse between 
discontinuing the drug and the operation, and during this period 
Lugol’s solution should be given, By this step the vascularity 
of'the gland is decreased and the technical difficulties of the 


‘operation are lessened. It,cannot yet be said that the relative 


positions of surgery and methyl thiouracil in the treatment of 
thyrotoxicosis have been precisely defined. 
i ' : 1 x 


Acroparaesthesia i 


a 


, Q:—A woman aged: 44 has for three years complained of 
paraesthesia in the tips ‘of her fingers, worse on the left than 
the right, and followed by a pain which spreads up the arms 
to the shoulders. These symptoms start when she gets warm 
in bed; the pain is worst after a day’s washing. There are no 
abnormal physical signs: radial pulses are equal in rate and 
‘volume ; sensation and.reflexes are normal ; there is no tender- 
‘ness over the ulnar nerve ; and the skin is normal in appearance. 
Please suggest diagnosis and treatment. 


A.—The condition as described is acroparaesthesia, which 
is fully, discussed in textbooks. No physical signs are found 
when ‘tingling is not présent, but the hand is often red and 
puffy then. The condition is vascular, and is thought to be the 


-same as felease tingling. / 


Excessive Salivation 


Q. a a female aged 56 suffering from progressive motor 
neurone disease the most distressing symptom is loss of control 
of salivation; the saliva pours from her mouth in a constant 
stream. The following drugs have had little or no effect: 
_ tincture of belladonna, stramonium, hyoscine, tincture of opium, 
and ‘nicotinic acid. Can anything else be done to control the 
salivation ? ; 


A.—This symptom. is a very difficult one as treat, because in 
most cases it.is the failure of the patient to control the saliva- 
~ tion ‘which causes the trouble. We do not know of any other 
substance: which can be used, but atropine alone, if given in 
large enough doses, is sure to reduce salivation. 


T: 


Suiphonamide Sensitivity 


Q.—-A woman died of subacute necrosis of the liyer as a 
result of sensitivity ‘to sulphonamides. Is sensitivity to` these 
drugs an inheritable factor, and is there a simple cutaneous test 
to determine such sensitivity ? 


A.—There is no satisfactory skin test to determine sulphon- 
amide sensitivity. Such sensitivity is not known to be inherited, 
and subacute necrosis of the liver, although sometimes attri- 
buted. to the action of one of the sulphonamide drugs, is a 


rare and unusual sequel to their administration. 


1 
r 
K 


, » . 2 
n ta a y r ` ' . ` -= r, - Pa 
4 ` tn 4 us = te 
om ` ġ ‘ ‘ z 1 
k ` = yoy 4 af ` + 
„~ ‘ š r ` 1 “ m `> F 
P 


496 AUG. 27, 1949 ` © + O “ANY' QUESTIONS? — ` 2 * Bama)! 


S _ Alopecia Totalis : na E oat Sodium Glutamate ’ 


-. Q.—Eighteén months ago.a healthy womdn'aged 35 observed Q.—What. are the chemical and physical properties, physio- 
a small bald-patch behind the ear. In spite of treatment the. logical actions, method, of manufacture, etc., of *" sodium ` 
_‘¢ ‘condition spread to involve the occiput and rapidly progressed glutamate ? , a oe ae . 

. to alopecia totalis; a few lanugo hairs are visible on the body, -A.—Sodium glutamate is the’ sodium salt. of glutamic acid—. 
' but no pubic or axillary. hair, eyelashes, or. eyebrows. exist: The a simple amino-acid which occurs in food protein and as -part 
patient continues. to, mienstruate normally ànd her weight. _of.the molecule of folic‘acid. Its structure may be thought of as 
-remains constant. -T he scalp has been painted with a prepara- ‘a compound of acetic acid and the amino-acid alanine, Alanine 

‘, | tion containing radon as well as with liquor iodi fortis, and. is H-CH,.CH.NH, .COOH, whilé acetic acid_is H-CH,.COOH. 
the. patient has been given injections of testosterone propionate, If H is removed from’ each substance and the residues on 

se. »but-all to no avail. Is the prognosis quite hopeless so far as’ joined, the result is glutamic acid. Like other amino-acids, i 


‘regeneration of scalp hair is concerned ? ~ y has no physiological. ae Its’ manufacture is indicatéd: by 
\ 
-' A.—The alopecia is, of course, symptomatic and there must . the structure. : S: l 
"be some underlying. cause, probably psychogenic or endocrine, a A o 
even though it is not apparent. It is important to know whether i : ; i NOTES AND- COMMENTS an 4 
the patient had previously sufféred from alopecia or whéther Delirium Trentens.—Dr. A. E. CARVER (Nuneaton) writes: I was i 


` there is any family history of the-affection. Prognosis depends shocked to read in answer to the question, “ What is the best treat-. 
‘on! the underlying cause. There is probably no destruction of. ment for delirium tremens ? ” (“ Any Questions ? ” July 23, p. 242), - 
` follicles, so’ that theoretically hair may regrow, but in practice > v. that small doses of alcohol plus intramuscular injections of 2 ‘dr. (8 g.) 


the prognosis “is: generally bad., e Sy of paraldehyde were recommended. Although D.T. is not now so 

a Z - . common as it used to’ be in my young days, I did think that there 

WaR W 2 ’ ewe i > was gereral agreement among thoŝe called upon to deal with it that 
es eee De, i , once it was established alcohol should be immediately and completely ` 

a Infection from Crockery cys i cut off, since its exhibition has ben found to prolong this brief 


Q. Cais you tell me if the use of glazed earthenware vessels “psychosis. ii long-standing topers, who alone are subject to D.T., a _ 
may be detrimental to health owing to frequent crazing or fine Small quantity of alcohol is irritating, Xot soothing. . Forty and more 


ears aso there was an idea ‘that D .T. was due to an excess of some- 
cracking of the ‘glaze allowing the entry of o1 ‘ganisms ? Whai hypothetical e substance inghe body and that giving alcohol 


is the risk iri Britain, as compared with countries in the East ? would néutralize this, but such an ideayhas long since been disproved. 
fice A .\—Chipped and cracked cups, ‘whieh are consequently . Healthy hravy drinkers sent to prison ari? abruptly cut off alcohol 
~ -, impossible to clean; can convey bacteria from mouth to mouth do not develop D.T. Some trauma ae bee disease (e.g., broken’ lcg 


“:and may ‘therefore be concerned in transmitting throat and © a te rena io be e ae: 2recipitating a , econ 
welfare of the pa epends far more upon how this is atten 

'- mouth. infections, ' such as streptococcal sore throat : ‘and ` to tkan upon the restless delirium, which usually is controllable by. 
Vincent’s ‘angina’; they have even been known to transmit repeated small injections. of Ityosciné hydrobromide. Other seda- 
syphilis. ` This’ does not ‘apply to utensils used: only’ in the  tives‘and hot. packs may also be employed*-but intramuscular injec- 
~kitchen, :since. there is no reason why they should. become ' tions of paraldehyde should certainly be eschtwed. I wonder whether- 
contaminated with pathogenic bacteria. The worst that bacteria he who' answers the question has tried them. -i on 

‘in cracks in earthenware glaze are likely. to do in ordinary. v 

: circumstances:is to cause the more rapid souring of milk. The Suiphur-containing Sweat.—Dr. J. N. Morais (Stoke, P lymouth) 


- same considerations: would seem to apply in any country, except writes: In “ Any Questions ? ” (July 16, p. 189) sulphur-containing 


sweat is discussed, I have known this condition to follow the taking 
that in hot climates and-without refrigeration bacterial growth - of Epsom salts or otfier sulphur-containing laxatives.: This may be 


4 
` 


4 


t 


; would be more ‘rapid. ` ' ; or ı + the explanation in your Correspondents case. f 
M ty. Re i <> | Mišs W. Joan Wanéz, F.R.C.S. (London, W), writes: With “ 
i Chronic Intermittent Priapisin . - .-‘.- reference to the question: and answer ‘under this heading, (“ Any 


Q. Ap man of 42 recently ‘suffered for afew days 3 from ipain - Questions ? ® July £6, -p.“189), I have seen this in patients who 


. in thè groin,:with maximum tenderness over the ‘right pubit „were applying a. gfiphur-containing, liniment to the skin ‘(elsewhere 


th n on the har Bowel function was normal. k 
bone where the cord passes over it. There was no abnormality - ME a r 


of the cord .and no rupture; both testes were descended and not aera çe we K.. WENNER (Upper Montclair New Jersey) 
. swollen or painful. There ‘was, however, a partial erection of Pic With regard to the question ‘on bee-stings in the Journal 
ae k the ~penis, which was painful from congestion, and a small, ‘(June 11; p. 1061), may I draw your attention to a paper by W. T. 

“hard lump was palpable underneath at the root of the organ. ' Strauss (J. Amer. med. Ass., 1949, 140, 603), who reports good results 

The patient had: been circumciséd, but gave a history of penile . by topical application of the antihistamine “ thephorin ” (2-methyl- 
`~ “eczema from infancy to the age of 25. The skin of the penis, -. 9-phenyl-2,3,4,9-tetrahydro-1-pyridindene hydrogen > tartrate) ? 


` “though intact; is easily irritated by slight trauma. There have Auaestlietiés for Do taf ciliary /Miawifery. Bo i aoe, 


' been occasional similar attacks for a year or two. His sexual~ “(Obs etric Unit, University College Hospital,-London, W.C.) writes : 

life seems to be normal. Can you suggest any : treatment ? I ar} glad that Dr. J. E. M. Barnes (Aug. 6, p. 346). has drawn 
- 77 ÅA. Persistent, erection of the penis occurs with eee nese atteriion to: the misleading, statement that the, ‘Cyprane inhaler can 
“of the corpora cavernosa, which may be,of unknown causatión -produd@ anaesthesia. ‘We in this department at any rate have-not - 
or associated with various disorders of the-blood ; it is a well- been. abje to-use the apparatus for this ‘purpose, though we found 
recognizéd~ complication of chronic ‘ myeloid leukaemia. ‘1 satisfactory for producing analgesia. 
Although the congestion of ‘the organ raises suspicions of: a 











\ 
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thrombotic origin, the recurrent attacks make it improbable. A, ae r TEE AEE AE ate ed T tame el A i 

- communications regard 'to torial business shou: e addressed to IHE 

chronic intermittent priapism is known to occur; it is'some EDITOR. Bnivisn Minican TOONA BMA House. Tavistoce SOUE. 
times associated with lesions in the posterior urethra or. prostate Lopon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: Aitiology,, 


publication are understood to be. offered to’ the sal Medical Journal aione 
of the case require investigation. No cause | can be found in unless the contrary be stated, 


~ other - instances; and treatment is then: „unsatisfactory. ' Some Aino ae oe REPRINTS ahang communicate with, the Publishing Manager, 
ouse, aviıstoc quare, on receipt-of -proois uthors - 
_ relief has been ' obtained with heat applied. by the diathermy overseas should indicate on. MSS. if reprints arë required, as proofs are not 


current, and occasionally irradiation is effective. The palpable ` sent abroad. - 


; ADVERTISEMENTS should be addressed ‘the Advertisement Manager, 
nodule at the root of the penis raises the possibility of fibrous DM A Elsie e e ar e i onion, WG diane O Gan te SnD. 


Se or plastic induration of the penis. Priapism is not . TELEeHone ;, EUSTON 2111.. ‘Teteorams: Britmedads, Westcent, London. 
íl symptom. in this condition, whichvis‘again resistant to MEMBERS’ “SUBSCRIPTIONS should be sent to the SECRETARY Of the 


ti ONE;: STON 2111,'TELEGRAMS : isa 
neds ent, although some success has followed injections of © Asoriation. TELEPHONES: BU Modicccra,.- Westcent, 


broly uto the lesions. ` Ea B.M.A., SCOTTISH OFFICE : pA  Druehcugn Gardens, Ed: nburgh. 
a ; i 7 f ; l x , f 
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The last quarter-century has seen three notable publica- 
tions concerned with this subject. First, the excellent 
report of Dr. Abraham Flexner (1925) on his compara- 


tive study of medical education in Europe and America’ 


undertaken under the auspices of the Division of Medical 
Education of the Rockefeller Foundation ; secondly, the 
Report of the Interdepartmental Committee on Medical 
Schools (1944), under the chairmanship of Sir William 
Goodenough ; and last, but by no means least, The Train- 
ing of a Doctor, by Sir Henry Cohen and his colleagues 
of the Special.Committee of the British Medical Association 


(1948). 


A brief consideration leads inevitably to the conclusion | 


that education in medicine has developed more according 
to the dictates of expediency and tradition than as the 
result of integrative development based on continuity of 


principle. I shall therefore attempt to outline certairi appro-, 


priate principles and objectives, beginning with the asser- 
tion that medicine is essentially a science in that it deals 
with phenomena and is based on observation, experiment, 
and deduction, and is an art only in so far as the term means 
human skill, both definitions being derived from the’ Con- 
cise Oxford Dictionary. Popular perversion of these terms 
imputes to them the qualities of opposites, science being 
regarded as meaning preoccupation with essentially labora- 
tory aspects of disease, while the latter has come to-imply 
mystic qualities of insight which transcend logic and defy 
definition. - ~ 

Enlightened promotion of health and care of the sick 
must be based on scientific methed which compels thorough 
observation, leading to recognition of causal factors and to 
interference i in natural processes only when theresis good 
evidence that such interference is likely to diminish the 
disrupting effect of disease on the community or the indi- 
vidual. The clinician who makes his diagnosis from the 
patient’s history and the presence or absence of physical 
abnormality and applies treatment which favourably alters 
the disease is practising the scientific method just as much 
as the experimental biologist who observes the behaviour 
of a cell in tissue culture, deduces a particular force deter- 
mining that behaviour, and tests his hypothesis by obser- 
ving the effect of calculated interference. It makes no 
difference to the quality of the science if in a particular 


case the clinician can carry out this process with his unaided . 


senses while in another case he has to extend his sen- 


*From an address delivered to.the East Yorkshire Branch of the 
B.M.A. on March 9, 1949. 


i 


sory appreciation by microscopy, radiography, or chemical 
analysis. Science is just as much disgraced by the over- 
zealous application of elaborate technical investigation 
regardless of the patient’s emotional state as it is by indis- 
criminate blunderbuss therapy with a superficial diagnosis 
or perhaps no diagnosis at all.. 


The Scientific Method in Medicine 


Despite the fact that scientific method was appreciated 
by Hippocrates and Galen, its substantial application to 
medical practice is a comparatively modern development ; 
indeed, it is probably incorrect to assume that it is at all 
widespread even to-day. The reasons for this are to be 
found, first, in the developmental history of medicine in 
its relation to mankind, and, secondly, in the prevailing 
emotional pattern of man himself. Fear is one of the 
dominant human emotions, and bodily and mental dis- 
order is a potent source of fear both to the sufferer and 
to his dependants largely because ill-health is a constant 
reminder of insecurity and mortality. When confronted 
with illness and the threat of illness the sufferer casts 
around for help, and the more ommiscience and omnipo- 


tence he-imputes to his helper the greater surcease does he 


gain from fear. 

In the early river-valley civilizations of Babylonia and 
Egypt -medicine was practised by the priesthood, who, 
greedy for power, relied mainly on mysticism and empiri- 
cism for their influence. Throughout the ages the practice 
of Medicine has been a compound of superstition, empiri- 
cism, and scientific method ; the last in but small propor- 
tion. It is still very true that in order to give patients 


’ comfort from their fears it is often necessary for the physi- 


cian to pretend to a degree of insight and confidence he 
sadly lacks. Small wonder is it that in these circum- 
stances the systematic practice of scientific method tends 
to languish. It is but a small step’ from the physician 
deceiving the patient to deceiving himself. It is only by 
thorough grounding in scientific method that the medical 
practitioner can hope to retain a foundation of intellectual 
honesty in the shifting sands of emotional prejudice. 
The attitude of the public to medicine is, of course, not 
fixed ; indeed, it is changing with astonishing rapidity. 
One- is frequently delighted to find how much intelligent 
insight laymen have in medical matters. People are begin- 
ning to distrust the doctor who goes on treating them for 


\" chest disease without an x-ray examination, who doses 


em for anaemia without a blood test, or who tells them 
4626 
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that their febrile ‘attack is a “touch of malaria” without 
finding parasités. An increasing number of patients are 
beginning to suspect that the vast majority’ of illnesses 
recover spontaneously and not as the result of the “ doc- 
tor’s medicine.” Patients not infrequently come to -the 
_ doctor saying that no doubt their complaint will right 
itself, but they would like to know how long it will last 
and whether anything will hasten recovery. 

If scientific method be the most desirable quality in 
medical practice its inculcation should be the chief 
“endeavour of medical education. The first and main 


step in its application is the collection and evaluation’ of 


evidence directed towards establishing the best possible diag- 
nosis—that is, a diagnosis based on aetiology. In-the case 
of an infective disease this implies the recognition of the 
causal organism, its source, the mode of infection, and.an 
assessment of factors, intrinsic and extrinsic, which have 
determined ‘the susceptibility of the patient to attack. In 
many diseases one has, in the present state of knowledge, 
to be content with an inferior brand of diagnosis which 
goes no further than recognizing the probable type of the 
disease on the basis of similarity to some general qualita- 
tive concept. For instance, the diagnosis of effort syn- 
drome-is based on an aggregate of disturbances not due 
to any clearly defined organic or psychological defect in 
a person whose personality is of the type generally known 
to be liable to such reactions. The recognition of such 
inferiority of diagnosis is a constant reminder of the limited 
horizon, and should act as- a spur to the enlargement of 


knowledge. Scientific method is critical of-the quality of 


evidence and tries always to measure. A complaint of 
pain is not regarded as of much value until it has been 
defined in terms of its severity, location, duration; and 
quality. The statement that tubercle bacilli are not present 
in the sputum is regarded as of little value without know- 
ing how often the examination has been performed and 
whether concentration methods have been used and cul- 
tures made. A common example of neglect of scientific 
method is the tendency to embark on a range of laboratory 
tests without a thorough history. The most important step 
in the elucidation of an obscure disorder may be the obtain- 
ing from another hospital of a report of some antecedent 
illness or operation. 

The scientific study of disease recognizes no limitation 
of methods of observation. - The pencil and notebook can 
` be as effective an instrument of investigation as the elec- 
tron microscope—indeed, often more so. The only pur- 
pose in employing the inferior clinical methods of physical 
examination of the chest when a radiograph is available is 
to keep in practice these methods against the time when 
radiology is not available. It is just as important to appre- 
‘ciate the limitations of a method as to -know its possibilities. 
The good physician appreciates that he deals in probabilities 
and not certainties. There is no such thing as the “ cast- 
iron ” diagnosis. It is a commonplace in medicine to see 
individuals, condemned. to death on the basis of a well- 
supported diagnosis of fatal disease, gain a reprieve either 
because of the remote chance of error or the rare. regression 
of the process. 


Faults of Educational Practice 


An important characteristic of scientific method is that 
it strives, always to be quantitative. The transition from 
the qualitative to the quantitative marks the adolescence 
of a branch of science, and the conviction that if a pheno- 
-- menon exists it can be measured is a sign of scientific 
sophistication. It is-one of the serious faults of current 
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educational practice that it allows people to obtain the 
hallmarks of higher education without any training in size 
language. Much effort is expended in developing facility 
in two or.more descriptive languages, living or dead, in 


history, in formal mathematics, etc., to the complete neglect 


of training in elementary statistical methods. In my opinion 
some appreciation of how to assess significance in numerical 
data; the normal distribution, and the theory of probability 
is just as important in the educated person—particularly if 
he aims at being. a useful physician—as being able to 
preserve the integrity of his infinitives and the purity of 
his tenses. Mathematics to a higher standard, including 
_elementary -statistical methods and an introduction to the 
‘calculus—most important in biological science because of 
its preoccupation with rates of change—should be an essen- 
tial requirement for admission to a medical school. In 
exchange for this educational benefit I would willingly give 
the dead tongues, solid geometry, ʻand much else besides. 


Another -characteristic of scientific procedure is a keen 
appreciation of the limitations of knowledge.” It has been 
said, whimsically, that one of the functions of a university 
is to teach what is not known, partly in order to throw 
into greater prominence the little that is known and partly 
to stimulate inquiry so as.to reduce, however slightly, the 
seemingly infinite content of the unknown. 





Progress in 


` 


medicine has often been retarded by established authority, - 


There is in human nature a deep-rooted fear of -the 
unknown which tends constantly to seek solace in belief in 
the authority of the elder and to look for inspiration to 
the didactic rather than the appeal to reason. What in 
the light of present knowledge looks logical is likely to 
be quite absurd in the light of future discovery ; expressed 
epigrammatically, the dogma of to-day is the doubt of 
to-morrow. It was Willard J. Stone (1936).who, in his 
monograph on Bright’s disease, headed a chapter on classi- 
fication with this apt quotation- from Bacon: “The first 
distemper of learning is when men study words and not 
matter.” ‘It should be the constant endeavour of the teacher 
in any branch of knowledge—and the principles of science 
are applicable to all knowledge—to be constantly on the 
watch to prevent the student believing rather than com- 
prehending. It is the inevitable fate of the teacher endowed 
with superior intelligence, wide knowledge, and an attrac- 
tive personality that his followers tend to accept his pro- 
nouncements because they are his and not because they 
represent reasonable deduction from inevitably meagre 
data. The intellectual. vigour and scientific quality of a 
medical school can be gauged by the quality. of the 
teacher-pupil relationship. An outstanding flaw in this 
respect is any element of the pompous or pontifical ; a 
sign of grace is an atmosphere in which no student is ever 
afraid to question or to express doubt and in so doing is 
assured of kindly and-appreciative consideration. 


Much misconception has arisen with regard: to. that’ 


curious attribute which is called’ “clinical instinct,” the 
possession of which confers the power to arrive at a cor- 
rect diagnosis, more or less, at a glance. By many it is 
-regarded almost with awe as evidence that its owner has 
capabilities which transcend scientific procedure—something 
akin to second sight. “He took one look at the patient 
and said he’s a case of acute Hodgkin’s ”—how often have 
we heard that sort of story? Such a tour de force is a 
compound of acute observation, extensive experience, and 


- rapid deduction—all perfectly proper—coupled with a large 


slice of luck.’ If a clinical teacher indulges in such a 
diagnostic gymnastic he should take great pains to analyse 
the processes by which he arrives-at the conclusion and 
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to emphasize that it -is' no substitute for thorough 
verification. ~- / 3 

Another much more snischievous slur that is Bien cast 
on scientific method in clinical practice is the implication 
that it is in Some way antagonistic to the humanity which 


should characterize the physician in his attitude. to suffer- 


ing. In that the object of the scientific approach is to 


influence favourably -the-state of the patient, any lack of. 


sympathy or neglect of the patient’ s emotional state’ is 


just as much a crime against science as it „is ce 


humanity... - j 

The distinction between scientific method and eaipiniciem: 
although very important, is rather subtle, in that the rela- 
tionship is rather that of the-part to’ the whole. While 
the scientist is always endeavouring to verify and to extend 
knowledge the empiric recognizes no such responsibility, 
but is perfectly content to work within the bounds of cur- 
rent belief. . 
ately endowed with intellectual ability’a ‘sort of conditioned 
empiricism is the only possible modus operandi, but this 
should always be recognized as:an inferior substitute, 


s 
— 


- Selection of Teachers `. 

It is clear that no educational system, however perfectly 
it be designed, can produce good results if it be- applied 
to indifferent students by duil-teachers. It is appropriate, ` 
therefore, to- consider-next the selection of the teachers and - 
the taught. 

-In the past the system of training and selection of the 
academic staffs of the non-clinical departments of, medical 
schools has been on a very much more satisfactory foot- 
ing than in the clinical departments. The main reason 
-for this is the circumstance that these men.-have been 
“ whole-time * university, or medical. school teachers -and 
have ‘therefore been free to move from school to school, 
thereby acquiring a valuable breadth“of outlook and experi- 
ence. Furthermore, their advancement has depended very 
much more on their status in the national or international 
association of their colleagues than on their local status 
among those most of whom are unable to assess them as 
critically as their peers. 
physiologist depends primarily on. the opinion that, other - 
physiologists hold of him. In my opinion that is the 
biggest single factor-which has promoted thé undoubted 
scientific ascendancy of the,so-called laboratory sciences 
ovef the clinical departments. In my own: alma maier this 
point is well illustrated in a non-clinical department which 
. in virtue of its whole-time status has been able to maintain 
_ in its direction an unbroken dynasty of illustrious scientists. 

Promotion to academic posts in the clinical subjects has 
been handicapped by the fact that until the comparatively 
recent introduction of whole-time units the field of those 
eligible has been almost entirely limited: to those who had 


` already sunk economic roots in the locality. This has. 
resulted in a great variation of standards and quality from ` 


place to place and from time to time in the same place. ‘It 
is not so much that those responsible have frequently made 
errors in selection as that Sometimes they could have done 


much better if the field of candidates had been nation- 


wide instead of parish-wide. The other side of this picture . 
is that many individuals of the._highest ability and promise 


must have been denied opportunity because they had the: 


misfortune to -be contemporary ‘with a surplus of quality 


in their own school and the system denied-them the chance~ humility. 


to move elsewhere. - Previously academic, clinical appoint- 
--ments, with the exception .of.a few whole-timie posts, had 
to be filled from “local talent,” and the almost-invariable - 
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I fully recognize that for those but moder- ` 


For instance, the career of a-. 
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practice was for recognition. as clinical teachers to be 
accorded to those who had been elected to the staff of 
the ‘teaching hospital, in many places without prior refer- 
ence to the University, which therefore had little if any 
“direct influence on the appointment. . 


‘Fhe position ‘is- very much better under the new Act. 
Thé substantial payment now given to all clinical staffs 
should make it easy for a specialist to-accept an appoint- 
ment away from his own school. Whereas previously his. 
survival in a new milieu was dependent upon his gaining 
in a short time a consulting practice or upon the possession 
of private means, he now, “even on a part-time basis, has 
enough to keep him going until additional connexions are 
- established. a 


. This severance of geographical economic bonds can con- 
fidently be expected to have a great vitalizing effect on 
the teaching: of clinical subjects. It has been .clear that 
many medical* schools were decadent from inbreeding. 
The extent to which this had gone was shown by the fact 


‘that, far from deploring and seeking to circumvent the 
- economic. factors: which limited their choice of recruits 
_‘to their own school, they had come to invest this practice 


with a peculiar intrinsic merit of its own, or, as Chaucer 
expressed it, “to maken vertue of -necessite.” It seems 
likely that in the New Order there will be little if any 
difference-in standards of remuneration between academic ~ 
centres ; this circumstance, coupled. with migratory facilities, 
_ will mean that a medical school will have to compete for 
its staff, using for inducement opportunity for research, 
adequacy of clinical opportunity, a restricted quota of 
_ general administrative duties, and, above all, an atmo- 
" sphere charged with’a love of. learning, a search for truth, 
and a tradition of discovery. ‘A free migration of-staff 
was probably one of the main factors contributing to the 
` great efflorescence of scientific medicine which occurred in 
Germany from about 1850 to the first world war. 


Let us‘try to analyse the qualities which should charac- 
terize the medical teacher and, in -particular, the clinical 
teacher. The most fundamental attribute must be a 
thorough training in the method -of science. It is this, 
and this alone, which will mean-that his efforts will be 
- characterized’ by thorough observation, critical evaluation, 
.and -intolerance of the ‘specious’ and meretricious. He 
should be, or have been, engaged in the. active prosecu- 
tion of reséarch, because the procedure of science cannot 
be learnt from the grand-stand. It must not be expected, 
however, that he should always, or indeéd often, have been 
responsible for outstanding advances in knowledge—such 
achievement comes only to the few. Another quality of 
equal importance is the possession in outstanding degree. 
of clinical ability with all its implications of experience of 
humanity in health and sickness, ‘coupled with qualities 
of compassion and insight without which the -successful 
care of patients is impossible. - | 

Lastly, there is an aggregate of attributes essential in 
any person whose duties entail human contact and. leader- 
ship—i.e., the capacity to inspire others, to get the best out 
of them, and to create an atmosphere of happy endeavour. 
Although it is hard to put into words, we all know what 
‘js meant when it is said of someone that he is “ difficult.” 
.There are many ways in which this unhappy effect origin- 
ates, but a common basis of it is intellectual arrogance ; 
contrariwise, one of the most endearing of human traits is 
However it may come. about, it is an unhappy 
fact that some people possessed of intellectual ability are 
denied academic, advancement solely because of their 
inability. to create happy relations. On the other hand, 
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outstanding S of rapport may more than compen- 
sate for shortcomings in other directions, in that they create 
an environment which enables others to attain a pinnacle 
of achievement which would otherwise be denied to them. 
Selection of Students l 

Here one enters a highly controversial field. One of the 
fundamental aspects of this problem is the question whether 
or not there are enough individuals of sufficient intelligence 
to meet the demands of the community. The increasing. 
complexity of community organization and the develop-- 
ment of technology are steadily shifting the emphasis from 
brawn to brain, and there is hardly a trade or profession 
which is not bent on imposing’ ever higher educational 
standards on its entrants. Each profession is bent on 
carving for itself the largest possible slice of the cake of 
intelligence. This is all very right and proper, but current 
belief regards the distribution of intelligence in the com‘ 
munity as a relatively fixed characteristic suscepfiblé only 
to slow change over many generations. Intelligence so far 


as it is understood—and its definition and measurement 
` are relatively rudimentary—is probably not susceptible to 
_any great improvement in any one individual. 
_ Medical Journal in- a leading article and in a paper by 


The. British 


Smyth (1946), and the similar number of the Lancet in 


‘1948, dealt with the subject of selection of medical students. 


It was made.clear that the problem was complex and was 


fundamentally hampered by ignorance of the qualities 


necessary for success in medicine. However, a systematic 
effort i is now being made to determine by organized investi- 
gation the correlation between various grades of achievement 
and different combinations of intellectual and personality 
attributes. It will obviously take years to reach any defi- 
nite conclusions. In the meantime it is clear that the more 


‘effort medical schools take to find out about their applicants 


the less likely are they to acquire gross misfits. An inter- 
view conducted by a small committee is essential. 
who show an outstandingly poor performance during the 
earlier years of the course should be discouraged from con- 
tinuing. Britain is no longer wealthy in terms either of 
man-power or of treasure, and she can no longer afford 
the luxury of square pegs in round holes. 


Cai 


Integration of the Curriculum 


Although my qualifications allow me. to speak with any ` 


measure of authority only in the department of'medicine,,. 
I venturé to offer some comments on education in the 
earlier years. Following a good grounding, preferably at 
the university standard, in physics, chemistry, and biology, 
the student passes to the study of anatomy and physiology. 


_ In this direction thè most notable advance of recent years 


has been made at Birmingham, where under the leadership 
of Professors Zuckerman, Gilding, and Smout there has 


- been effected a fusion of ‘the normally isolated disciplines 


of anatomy and physiology. Zuckerman (1947) has pointed 


out that this separation is a temporary phenomenon which ' 


has prevailed for only some 60 years. ` 

~ In- 1845. William Bowman, in conjunction with ‘Robert 
Todd, prodtced a great textbook, entitled The Physiological 
Anatomy and Physiology of Man, which made no distinc- 
tion in its presentation between structure and function. 
Apparently the separation was in large measure due‘to the 
influence of Sharpey, followed by Schaefer, who, while 
contributing much to knowledge of structure particularly 


‘in the histological field, so developed the experimental 


_approach as to“establish this tradition as an entity separate 


‘from those who concerned themselves more or less exclu- 


- procedure. 
Students . 


tion of the curriculum of the clinical years. 
~- tion that pathology be-the central discipline around which 


sively with the direct observation of tissue structure. The 
same influence led to the curious anomaly that, while 
macroscopic structure became the domain of the anatomist, 
microscopical anatomy- remained in ‘general within the 
province of the physiologist. The last two decades have 
seen anatomists adopting more and more the experimental 
method so as to restore- the former unity of approach. 
Parallel with this, another and philosophically not dis- 
similar trend can be discerned in that the physiologist or 
anatomist—it matters little what you call him—is probing 
ever deeper into the dynamics of molecular behaviour, 
making use of the modes of thought and techniques which 
traditionally have belonged to the chemist and physicist. 
These developments emphasize that the scientific study of 
phenomena, particularly biological, knows no narrow tradi- 
tional boundaries. The approach to a problem may at one 
time be mainly structural, at another functional. Function 
may imply the methods of organic chemistry; the techniques“ 
of nuclear physics, or the refinements of electrical engineer- 
ing. The researcher must be a jack-of-all-trades and a 
master of many, or at least capable of working in fruitful 
harmony with many masters... 


Widening Horizons °“ 


The influence of this widening of horizons goes far 
beyond the most successful fusion of instruction in anatomy 


and physiology effected at Birmingham. We are now 


engaged in studying how best to apply this scientific 
“holism” throughout the whole of the curriculum. The ` 
first step in this direction ig to make the student’s transi- 


_ tion from the preclinical to the clinical-as smooth as pos- 
' sible and to impress on him that the knowledge and- modes: 


of thought he has already’ acquired form the only secure _ 
basis of clinical practice, and that the good clinician shares 
with the good physiologist devotion to the same scientific 
There used to be a time ‘when, the second © 
M.B. hurdle surmounted, the student proceeded to a book-. 
seller to sell his physiology books ; he usually retained his 
anatomy works, because the surgeon has always placed 
great emphasis on a good knowledge of macroscopic mor- 
phology. With few exceptions teachers of medicine and 


_ surgery who qualified more than a generation ago have 


not attempted to base their clinical téaching on physio- 
logical knowledge, and therefore the’ student has not appre- = 
ciated the concept of a body of knowledge one and 
indivisible. 


This appreciation of the aoe of knowledge extends 
beyond the transition from preclinical to clinical, and we 
intend to make of it a guiding principle in the reorganiza- 
It is our inten- 


is built the study of medicine and ‘surgery, and at appro- 
priate stages pharmacology and all the other subjects which 
constitute the traditional more or less independent content 
of the conventional curriculum. 


An essential corollary to pathology occupying the central 
place in co-ordinated teaching is that it should “be one 
of the subjects of the Final. Examination-and should be 
taken within a few months of the examinations in medicine 
and surgery. It is quite illogical that it should be other- 
wise, and in this school steps are being taken to effect . 
such an association. It may even be desirable to go further 
and have written papers and’ viva-voce examinations con- 7 
ducted jointly by pathologist, pharmacologist, physician, ?: 
and surgeon. This would serve more than anything else 


‘to emphasize to the student the essential unity of these - 


subjects. ; s - 
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The Place of Surgery 
In such co-ordinated teaching the place of- surgery 
> requires close examination. . Traditionally surgery has 
.tended to be taught and practised as a discipline separ- 
ate from that of medicine. There are obvious though not 
particularly sound reasons for this dichotomy. The sur- 
geon has in the past had more to offer suffering humanity 
than the physician, and the rapid development ‘of surgical 
techniques has in itself been a complex process- of immense 
practical significance. Furthermore the surgeon enjoys a 
position in public esteem far transcending that of the physi- 
cian—in some measure due to the inherent drama of the 
surgical operation and the strong appeal it makes to primi- 
tive emotional characteristics. However, in my opinion the 
-time has come for a real rapprochement between surgery 
and medicine. The community of work and interest is far 
greater than the divergence. The physician need not be a 
surgeon, but the surgeon must be a physician. They are 
both engaged primarily in the recognition and study of 
disease processes, using_the same methods of thought and 
similar diagnostic aids. The difference comes when the 
surgeon steps into his operating theatre and carries out 


surgical therapy. i = 


Speaking as a-spectator, I would say that the difference 
between a good surgeon and a bad surgeon is much more 
often to be found in his ability as a physician than in his 
purely ‘operative technique. The closest harmony has a 
beneficial effect on both, particularly on the physicidn, who 
comes to appreciate the great opportunities and inevitable 
limitations -of surgery and to. realize the utter futility of 
treating the surgeon as a per rdon ‘whom he directs to do 
a specific operation. It is essential that the physician call 
in the surgeon in consultation, not so much to have an 
operation performed as to get another opinion on the prob- 
lem in its entirety. In my opinion_a very practical method 
of emphasizing the unity of outlook is to avoid, except for 
very special purposes, the rigid hospital segregation of 
medical and surgical cases. I'have the inestimable benefit 
of working with surgical colleagues ‘who permit cases on 
which they have operated to remain in the medical ward. 
Witnessing the post-operative course and surgical after-care 
has an excellent influence on staff and students, and empha- 
sizes that -theré is no fundamental distinction between dis- 
eases treated surgically and ‘those treated medically. I 
look forward to the day when clerking ‘and dressing as 
separate disciplines ‘are abolished and’ students will serve 
their clinical apprenticeship in hospital units where cases 
are treated some by surgical methods and some without, 
and where the surgeon shares with the physician the wages 
teaching irrespective ‘of whether operative therapy - 
_applicable. ’ 


: Lightening the Burden 

As regards theoretical teaching in these subjects, clost 
integration will lighten the burden for both teacher and 
- taught. The cry of “ Pity the poor student ” is often raised 
these days. It is stated that there is so much more to learn, 
professors of this specialty and that subject all clamouring 
for more hours in which, to profess their branch of know- 
ledge, with the result that the student is in danger of being 
utterly overwhelmed by a flood of facts. That this tendency. 
exists I do not deny; but I believe it is due not so much to 
the acquisition of new knowledge as to-failure to discard the 
old. Viewed rationally, I am convinced that the presenta- 
tion of a well-balanced -curriculum within the compass of - 
the intelligent student—and. there is no place in medicine 
for the dullard—is easier -to-day than it has ever: been. 
There are numerous instances of where. increasing know- 
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ledge has replaced a elias of irrational conjecture by,a 
' relatively concise body of knowledge. 


A very obvious 
example is drug therapy, in- which a small number of 
potent agents have entirely replaced a wide range of pro- 
ducts at best inactive or at worst harmful. Furthermore, 
the increasing emphasis on scientific procedure with its 
insistence on the critical evaluation of evidence has made 
the-mere acquisition of facts of less importance. It is futile 
to attempt to show the student~even a majority of the 
almost infinite varieties of human ailment. The careful 
„study and critical evaluation of-a relatively small number of 
diseases in all their facets constitute a better preparation 
for medical practice than a motley of fleeting impressions. 
An essential feature should be emphasis on where to find 
information rather than on any attempt to overburden the 
memory. 

Clinical teaching to be of real value must be conducted 
with a small group: it is earnestly to be hoped that the 
increased’ number of students will not result in large ward 
classes. With a small group it is possible to make of each 
member an active participant in the work of the class. The 
student is much more likely to carry away a vivid impres- 
sion of a case which has been demonstrated by a fellow 
‘student under the guidance of the teacher than if all the 
interrogation and demonstration has. been done by the 
physician.. We all know the form of teaching in which the 
lecturer talks the whole of the time, relates the patient’s 
history—or what he thinks ought to be the history—rapidly 
demonstrates selected physical signs, answers his owa ques- 
tions to his own complete satisfaction, and relegates the 
students to the role of passive spectators. 

Probably as the result of the morbid-anatomical era in 
medical development with its preoccupation with structure 
rather than function, there has tended to be undue emphasis 
placed on physical signs and insufficient attention paid to 
disordered function as revealed by the history of the illness. 
Platt (1947) studied the value of the patient’s history apart 
- from physical examination as a guide to diagnosis, and 
came to the conclusion that in 68% of cases an accurate 
diagnosis—as confirmed subsequently—was made on the 
basis of the history, while in only 6% was it found either 
impossible to reach a diagnosis by this means or such 
diagnosis was completely wrong. This is most important, 
and cannot be over-emphasized in clinical training. How 
often one sees clinicians embarking on this or that labora- 
tory investigation or listening intently at a stethoscope or 
peering into a fundus when all these investigations would 
have some meaning and coherence if a little time were spent 
on the history. .Much of the trouble lies in the character 
of the clinical part of final and higher examinations, which 
places an undue premium on the “ physical sign ” and-makes 
little if any attempt to assess the candidate’s interrogatory 
ability. 


A Welcome Development 


A very welcome recent development in clinical teaching 
-has been the enlargement of the scope of social medicine. 
Previously this subject, or public health as it was called, 
was more or less ‘limited to State medicine and sanitary 
Science, and was exclusively non-clinical. _Although in 
every group there were notable exceptions, it was on the 
Whole true that conventional clinical medicine concerned 
‘itself exclusively with the organic ‘aspects of disease and 
gave but scant attention to the patient as an individual, 
the influence of his social environment on the origin, 
development; and prognosis of his illness, and the effect of 
this illness on the prosperity and health of the other 

S ; ; ; 
Up till the last few years there was 
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an excellent reason for this omission in that the contempla- 


tion of the social and economic causes and consequences ` 


of illness brought inevitable frustration, because the aid 
and resources necessary to mitigate these influences were 
either totally absent or were_provided by some charity 


_ usually ‘gravely hampered by lack of funds. There has 


k 


` British Medica! Journal (1946). 


grown up under the new social Acts a wide range of assis- ` 


tance which can be brought to the aid of the victims of 
illness and accident, not as an act of charity but as 
an expression of the prudence of a community which 


has elected to insure. itself against the malevolence of. 


chance. i 


Although the general principles and the social biology 
of social medicine are a matter for a non-clinical depart- 
ment, their application’ to individual cases of illness is of 
the very stuff of clinical medicine and constitutes a matter 
for the clinician. It is in my opinion quite wrong for the 
physician to limit his view of the case to the details of 
the disease process and to leave the assessment of the social 
factors to another person, such as an almoner. The help 
of the trained social worker is of the greatest possible value, 


but it achieves its maximum value only in close co-operation, - 
` with the physician. This emphasis is particularly valuable 


in teaching, because the general practitioner has rarely got 
the help of an almoner and he must be quick himself to 


_perceive and alleviate the social stresses of illness. 


i 


Conclusion 


A 


~ I can do no better than conclude with a quotation from 
the evidence that Sir Thomas Lewis presented to the Good- 
enough Committee; he said of medical teaching that it 
should “ aim at sending the student forth with a well-trained 
mind, familiar with and critical of sources of information, 
possessed of a sound knowledge and experience of all com- 
mon disease, and of disease and manifestation of disease 
—whether common or rare—that is clearly understood. 
Thus a-substantial foundation will be laid upon which, by 
buiiding as he has been taught, his mind can become well 
stocked.” i a “es 
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In a pamphlet entitled “ Hospital Reform in New Zealand ” 
Drs. Selwyn Morris and Douglas Robb advocate a complete 
survey of hospital resources in the country, with the idea of 


grouping them ultimately under six regional hospital boards. . 


They say that there are now too many small and unrelated 
administrative units. The general medical services overlap the 
hospital work, little attention is given to the care of the aged, 
and there is an undesirable division of authority -between the 
local hospital boards and the Government department. The 
regional hospital boards would each serve about 300,000 
people, and would have their base hospitals- at Auckland, 
Hamilton, ~ Palmierston North, Wellington, Christchurch, and 
Dunedin. There ‘should also be an investigation into the 


nursing services. The existing shortage of nurses has necessi-- 


tated curtailment of hospital work ,on more than one 
occasion. . -y ' 


REFORM IN MEDICAL EDUCATION : 


being first won by simple observation. 
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“The true aim of the teacher must be to impart an 
appreciation of method and not a knowledge of facts.” 
KARL PEARSON (1900). 


` 


Medical education, said Abraham Flexner, is a problem 
not of medicine but of education. That statement is as 
true to-day as when it was made. If we are to judge 
rightly of what should be sought in teaching physiology 
we mùst' begin by -examining the aims and methods of 
education and the difficulties of realizing them in the medi- 
cal course. For one of the major criticisms of medical 
education is that the elementary principles of education 
have been forgotten. i 


Education and Instruction 


In the older universities a sharp distinction was drawn 
between education and instruction. The Oxford English 
Dictionary defines “educate” as follows: “To bring up 
from childhood, so as to form habits, manners, mental and 
physical aptitudes.” 7 

The essence of education is that the student does the 


work. He is guided -and stimulated by his teachers, and 


his teachers appraise and criticize his. efforts. -Set classes 
occupy but a fraction of the student’s time-table ; most 
of his time is spent working on his own in the library, 
the study, or the laboratory. To carry out this system 


. effectively the pupil must have learned how to work and - 


classes must be small, which requires a high teacher/student 
ratio. The system still operates in sixth-form work in 
schools and in the older universities, particularly in” 
languages and humanities. f 3 

The Oxford English Dictionary defines “ instruct” as 
follows: “To furnish with knowledge or information.” 
The teaching is didactic. The student learns by memorizing 
material which he receives in lectures or from textbooks. 
His own mental contribution, apart from a feat of memory, 
is small. This system requires only a small teacher/student 
ratio. It operates in elementary schools and in trade and- 
technical schools. : 

The object of education is to train the student’s mind, 
to train it to seek its material from original sources, to 
manipulate ideas, and to weigh the evidence which bears 
on these ideas. The well-educated man is not merely a 
man of superior knowledge ; he is also a man of method, 
a man whose mind is so trained that it can deal adequately 
with a problem presented to it for the first time. He can 
clearly define the problem, collect the relevant facts, evalu- 
ate what may seem to be contradictory evidence, and arrive 
at a judgment on the problem. These steps are common to 
most of the higher intellectual processes that make up the 
life of:a civilized community. 

In the case of science the same steps are taken, the facts _ 
Then follows a 
further process which is the most important, and is the 
peculiar contribution of natural science. This is the method 
of experiment, which is the essence of the scientific method. 
Here the observations are made under a variety of condi- 
tions, in Which one or more variables are controlled, kept 
constant, or eliminated. It is by the method of experiment 
that conflicting hypotheses are tested and a decjsion finally 


~ 
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reached on which, if any, is correct. It is of course chiefly 


— 


The Place of Physiology - 


to the scientific method that we owe’ our knowledge of ~ Apairist this background we may consider the place of 


and ability to control the world of nature; both: animate - 
and inanimate. ee 

The object of instruction is*to teach a , particular system 
- of belief or practice.” Thus religious instruction is rightly ~ 
so called. In the secular field the method is particularly 
suited to the, teaching of an art ora trade or a technique. . 

~- Method in Teaching, 

Since medicine always has been in large part a practical 
art, instruction clearly has its place as a method of teaching. 
But when medical schools were incorporated in the uni- 
_versities—and the past two years have witnessed the com- 
pletion of this process in Great Britain—it was tacitly 
admitted that the educational method, which is the chief 
concern of the universities, should play an increasingly 
important part. A century and a half ago there may have © 
seemed to be. little justification for such a step. But the 
rapid progress in our understanding of biological pheno- 
mena since that time has now made the use of the method 
imperative. For the most important asset that the newly 


physiology, the opportunities it offers as a medium for 
training the mind, and the way in which these opportunities 
can best be -utilized. No doubt it is chiefly because I am 
not and never have been on the staff of a university depart- 
ment of physiology, though I have long been a member of 
‘the Physiological Society, that the Editor asked -me to 
contribute this article. 

Physiology and the closely related biochemistry have 
made enormous strides in the‘last century. Much is now 
known of the-behaviour of the mammalian body, both in 
terms of the body as a whole and in terms of its constituent 
organs and cells. This knowledge forms an essential basis 
for understanding the behaviour of the body in disease, 
and thus is an essential basis for clinical work and its 
numerous subdivisions. It is therefore, quite obvious that 
during his course of physiology the student should gain 
as complete as possible a knowledge. of the contemporary 
status of the subject. 

- The course in physiology, however has ‘another and 
even more important function. One constantly hears that 


qualified doctor should have is an ability to learn both’~ the premedical subjects of chemistry, physics, and biology 


from his own experience and from that recorded by 
others. 


Now, if we look at the medical course of to-day we find 
that the method of instruction is almost in sole possession 
of the field. The educational method is used sparingly or 
not at all. The result is what would be expected. In the 
words of the’ Royal. COREE ‘of Physicians Planning 
Committee (1944): ' ‘ 


“We are agreed that, quite apart from lack. of character and . 
ability. that may be.avoided by improved recruitment and selec- 
_ tion, the average medical ‘graduate has defects which are to be- 
attributed chiefly to the manner of his training: He tends to. 
lack curiosity and initiative ; his powers of observation are rela- 
tively undeveloped; his ability to arrange and interpret facts - 
is poor; he lacks precision in the use of words. In short, his 
training, however satisfactory it may have‘been in the technical 
sense, has been’ unsatisfactory,.as an education.” 


There are three reasons for the failure to use the educa- 
' tional method in medicine. First, historical ; the course _ 
has grown’ out of a course of instruction, and the natural 
tendency is against change, Secondly, the crowding of the 
curriculum ; 


- mation, less ground. can be covered in the time. 
the small size of university staffs. 


Thirdly, - 


_ Of these causes the second is the most difficult to com- 


bat. There is a tendency to forget that the unfortunate 
student has such a thing as a mind that is worth cultivating ; 
there is a tendency for each teacher to regard his own 
subject as the most important in the whole curriculum,, to 
forget that in medicine there are some 14 other subjects, 
_ and ruthlessly to demand his pound of flesh.. Thè first 
cause needs no discussion; the third is ceasing :to be 
-operative since the increase in Government grants ` to the 
universities. 


It is quite beyond the -scope of this article to suggest 
what should be eliminated from the curriculum. All bodies 
who have considered the matter agree that much should, 
but until medicine has an enlightened dictatorship, or until 
some of us are prepared to be consistently rude to our col- 
leagues, little will be done. It is urgent that it.should be 
done, because the-recent increase in university staffs makes 
the increasing use of the educational method a practical 


-` proposition for the first time. 


are justified because they teach the student thé fundamental 
principles and methods of science. From my own: experi- 
ence as a recipient, as a donor, and as an observer of the 
premedical course in more than one university and school, 
nothing is further from the truth: the course tends- to 
degenerate- into a cram-class in which the student learns 
by rote. Of all the subjects in the medicat curriculum 
proper none is a better vehicle for the teaching of method 
than physiology. For physiology has been won by the. 
experimental ‘method, and the exponents of this method 
in physiology have numbered amongst them some of the 
greatest.names in science. It is not enough, therefore, for 
the teacher ‘in physiology to give his students a compre- - 
hensive knowledge of the subject. He must also_give them 
a firm foundation in the scientific method, and parucularly 
in the experimental method. For if he does not, he ‘is 
failing in his most important-duty, for no other teacher 
in’ the curriculum has similar” sopporemniies for the 

„exposition of method. 


By physiology we ‘usually mean animal physiology. While 
there are many points of resemblance in the behaviour of 


since the student. learns more slowly by his ~ a't animals, there are very numerous differences in detail. 
own efforts than by the memorization of predigested infor-: 


The fish. differ. from amphibia, amphibia from birds, and 
birds irom mammals. Even in the mammalia there are 
often’ striking differences between genera-and even species. 
Now it has been maintained that it does not matter which’ 
animal is used to illustrate physiological behaviour. This 
‘is ‘incorrect. To quote from the Cambridge University 
Report on University Education and Business (1945): 

“ Any subject can be used as a means of training and develop- 
ing the intelligence, and when intelligence has been developed 


_ by exercise it will -be a better instrument for studying other 


subjects. This, however, is not the same as_saying that the 
clarity in thought attained in.one subject is directly transfer- 
able to another. In order to secure clarity the ideas involved 
must be easily ‘manipulated, and an early acquaintance with 
these ideas is a great aid to proficiency. Further, if the subject 
-is one for which the student has special interest, he will more 
readily advance by using his innate ability unchecked by lack 
of interest in the. subject-matter. Perhaps one of the most 
useful conclusions of experimental psychology has been to 
stress the importance of developing intelligence in conjunction 
with special aptitudes and. interests.” 


Since most students of physiology are going to be doctors, 
and will be primarily concerned with man, it is clear that, 
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in presenting physiology to the -student, man should be 
used wherever possible ; if not man, the mammal. It is 
‘easier for the student (and in view of the strain of the 


curriculum this aspect should always command respect) if. 


human or mammalian physiology is the medium in which 
he is taught. While this should be a guiding principle, it 
ħeed not be adhered to slavishly. There are aspects of 
cellular physiology which can at present be worked out 
only in invertebrates, and the energetics. of muscular con- 
. ` traction are-as yet well elucidated only in the frog. There 
is one other important point. Most active laboratories 
- have a team or teams working on a limited field. It is 
natural that in the relevant school most attention should 
- be paid to this particular.field. From the educational point 
of view this is the correct course, because the student will 
learn method best by working in the field which his teacher 
has mastered. ac J 


Techniques of Education 
i Having defined our objectives, in which method has been 
stressed, and having discussed the principles guiding con- 
tent, we may proceed to discuss the techniques of education 
that are available—the lecture, the tutorial, and the practical 
class. l l 
= ` The Lecture 


When the attitude of a teacher is that of an instructor 
the lecture becomes a dogmatic exposition which is no 
more than a substitute for the textbook. It is what my old 
teachers in Cambridge used to‘define as a system for trans- 
ferring material from the nofés of the lecturer to those of 


-the student; without the material passing through the -minds. 


of either. It is of limited value, but it is popular with the 
student in these days of overloading, because he feels that 
if he learns his lecture notes he should be able to pass his 
examination. To the teacher who regards his function as 
that of an educator the lecture has a different purpose.’ No 
_ attempt is made to cover the ground completely ; certain 
problems are taken up and defined, and the experimental 
evidence which has been accumulated in exploring the 
problem is‘set forth and critically assessed. 

I always remember in this connexion an elementary lec- 


~ 


ture at- Cambridge by Sir Joseph Barcroft on the kidney. | 


He described briefly the kidney structure and told us he 
was going to ask six questions and describe one experi- 
ment to answer each of these questions. ~The questions 
were: Does the glomerulus of a frog act as a filter (evi- 
dence the constitution of the-glomerular filtrate as obtained 
by Richards by puncturing Bowman's capsule with a micro- 
pipette) ? Does the tubule of the frog-reabsorb ? Does 
the tubule of.the frog excrete? The same three questions 
were asked about the mammal. This lecture was remark- 
ably helpful in having picked out the major questions in 


kidney function, and excellent as an exposition of the scien- . 


tific method. It was to my mind the model of what a 
lecture should be. l l g 
' The Tutorial 
The second method is the tutorial. By a tutorial I do 
not mean the revision class to which we have become accus- 
tomed in our medical schools, which is nothing more than 
a cram-class of the most brazen variety, with examination 
~ success as its only goal. Not surprisingly, this kind of 
class has becomie popular with the overburdened student, 
and his teachers can see in it a sign of the mental disease 
of which they are the chief creators. I mean by a tutorial 
a class of the kind that is so important a part of the edu- 
cational method as practised in the sixth form of a good 
school and at Oxford or Cambridge. 


the presentation. 


The essence of such a class is that the students prepare, 
a subject by reading~a list of references which they may 
have been given by the teacher. The results of the student’s 
reading and deliberations are presented either as an essay 
or verbally to the group. The function of the teacher is 
to criticize and to comment on the matter and form of 
These classes are inevitably small, and 
they can.be effectively conducted only if the teacher 
realizes their function.and has the ability to get to know 
his students and to help them individually. Outside Oxford 
and Cambridge this method is not to my knowledge used 
in Great Britain. Of all the subjects in the medical course 
none is more suitable than physiology for its employment. 
Nevertheless it will- be difficult to start such a class, for’ 
so few of the graduates we turn out of our medical schools 
understand the -principles of education, and fewer have 
any knowledge of how to apply them. The danger will be 


- of producing just another cram-class, always popular with 


the student and requiring no mental exertion by the teacher. 


h p 8 The Practical Class 


It is in the practical classes that the content of physiology 
assumés major importance. I am glad to find that- the day. 
when the frog was the mainstay of practical physiology is 
nearly over. Wherever possible man should be used as a 
subject ; if not man, the mammal. Now it is possible- to 
illustrate a remarkable variety of experiments relating to 
the fundamental principles of physiology by experiments 
on man. Professor Landis, of Harvard, has instituted such 
a class, which I saw in.operation. Lewis’s Exercises in 
Human Physiology, 1945, is a compendium of simple and ~- 
very illuminating experiments drawn largely from his own 
field ; many experiments of similar type could be found 
elsewhere to complete\the course. ` 

The advantage óf such a course is obvious. `The student 
becomes familiar with the workings of the human body 
and with the approach to human problems through experi- 
ments on man himself—an invaluable prelude to medicine. 
It is one of the major shortcomings of contemporary medi- 
cine and surgery that so little use has been made of the 
experimental method, that we have failed to verify so much . 
that is capable of proof or disproof,.and that we accept as 
fact so much that is no, more than a tissue of dreams. The 
difficulty in arranging such a class is the space required 
to accommodate so large an experimental animal and his 
observers. When new departments of physiology are built 
they should provide for such a laboratory, which could also . 


‘be used for teaching elementary physical signs. 


Classes in mammalian physiology in Great Britain will | 
be difficult to organize so long as they are based on the 
cat or dog, uncommon and expensive animals the use of - 
which is much hedged round by restrictions. In Adelaide 
I saw a most successful practical class in which the wild 
rabbit was used. These animals are apparently very tough 
and can be trapped cheaply. Of a team of’six students, 
there was one anaesthetist, one surgeon, and one assistant, 
two in charge of recording apparatus, and'one in charge 
of notes. A series of 12 experiments was done, including 
the occlusion of the carotids before and after denervating 
the carotid sinus with collections of blood from the 
suprarenal vein. . 

Sir- Stanton Hicks told me that these classes had been 
remarkably successful. The students learned to work as a. 
team and succeeded in carrying out in a remarkably suc- - 
cessful fashion even a very difficult technique such as that 


` just quoted. But one of the great points-about such a. 


class is the interest it stimulates. The student is able to 


” 


~ 
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record these very dramatic facts for himself, and § Sir Santon l 
said that one of the major difficulties in running - ‘the ‘class ` 


was to get the students out of the laboratéry in ‘time to’ 
have it cleaned up for.the next day. >». i 


; `~ The Student’s Problem : y 
Education is essentiàlly a partņership, and having con- 
sidered the teacher’s side we must not forget the student... 
The student ‘of to-day ‘faces a problem that is in many Ways 


- much grimmer than that ‘which faced his. predecessors. 


‘so long- as he passes. His “examinations. 


Often he, is dependent on a grant which continues only 
The exigencies 
of war and the pressure of students on medical schools have 
led to the practice of expelling a student after-oné or two 
failures in an examination. The student’s request is accord- 
ingly a simple one: he asks-to be put through his examina- 
tions. - Whether or not. he -is ‘educated in the process is 
to him a secondary considération. EA 

-If we teachers place a high value on education, and on 


- method, we must ensure. that the student who has acquired ,‘ 


this is duly rewarded. `, This can be done in two ways: 
by taking into account’ his performance in class during ` 
the year, and by ensuring that the: examination is ‘largely 
a test of method. For I doubt whether we are in a posi- 
tion to do away with examinations. Nevertheless, they 
require the same careful study as the course itself. If the 
course is being designed: to impart méthod the examinations 
must be designed tó test how far method has been acquired. 
And since all professional examinations have and must 
continue to have an external examiner, it is clear that he 
also -must- understand and, be! in ‘sympathy with what has 
been attempted. His. selection therefore’ requires equal 
care. i | oo A . 
i l Conélusion u ta 
 The.rèader who has persisted thus far may remark that 


‘this article is just loose talk, that the writer has nat. laid 


down a precise syllabus, that he has- not told ‘the physio- 


` logist what he must teach and“what he need not, and that 


i student. 


i Lewis, 


i - on Medical Education. London. 


Spectator, August 19, ce = 


petent ‘to do so; 


‘to-day. 
Cambridge University Appointments Board (1945). 


he has not laid down the. number of hours to be devoted 
to lectures, and tutorials and practical classes; -I have not 
done this, for three reasons: first, because I was not com- 
secondly, because I profoundly distrust 
any precise statements on matters that are so controversial ; 

but my chief reason is that these matters are of less impor- 
tance ‘than the attitude of mind of the teacher and “the 
I personally do not mind if a student” comes tó 
me in medicine with enormous lacunae in his knowledge; ’ 
these he can very quickly repair once they. are pointed .out 
to him, if he has learned how to learn.’ But I do very 
strongly: ‘object when I meet students who have already 


‘had three years of university education, and who, far from 


having the scientific attitude of mind, have not the least 
idea. what the scientific method is. That I regard as the 
most heinous ‘crime of. our system of medical: education 
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“It could be--said, I suppose, that of all the changes which ° 
have occurred in the~last ‘half-century, . the most beneficent 
are the discoveries of medical science. 
has been alleviated and much hope created by contemporary 
researches into the functioning of the endocrine glands and ` 
by such discoveries as insulin-and the many varieties of anti- 
septic and anaesthetic drugs.” —Mr. ‘Harold Nicolson, the 


` 


` ing laboratories. 


, Assuredly much pain ` 


“<THE TEACHING OF -CHEMISTRY . 


“E, C: DODDS, M.V.O., M.D., F.R.C.P., F.R.S. 


Courtauld Professor of Biochemistry, University of London 


The teaching of chemistry to medical students has been one 
‘of the most controversial subjects in the whole of medical 
education. That a sound knowledge of organic and physical 
chemistry-is necessary for the proper understanding of 
medical and allied subjects will be disputed by nobody ; 
but what is the best method of imparting this knowledge ? 
Medical students are taught chemistry usually in one of 
two ways., If they are students at a university possessing 
a single chemistry department;: they attend special courses 
in this department. On the other hand, if they are students 
at a medical school attached to one of the big London 
teaching hospitals, the medical school in most instances 
provides teaching. of the complete curriculum and the 


- student is taught chemistry in the chemical department of 


the medical senook, 
_ Two Methods a 


It must be emphasized at the outset that these instances 
differ entirely in the problem they present. A university 
chemical department is naturally a highly specialized and 
well-equipped institution’ with a series of professors for 
organic chemistry, inorganic chemistry, physical chemistry, 
and so forth. Each of these subdepartments of chemistry 
is fitted with modern apparatus and well-turned-out teach- 
Here are all the facilities for teaching, 
together with the necessary inspiration and drive given to 


` 


`a subject By those engaged in original research. Theoretic- 


_ally at least, in these circumstances the medical student 
should ’- have _the advaritage ; ‘of an ideal education in 


‘chemistry. ` 


Before considering in detail what inne to him in this 
department, let- us-turn to the potentialities for the student. 
in ‘the: hospital medical school. From the material point 
of view he is obviously very much worse off than’ his 
fellow-student at a university chemical department; for 
medical schools cannot’ afford to. maintain and equip a 
chemical department of the same standing as that .in a 
university. They obviously cannot afford to have three 
or four professors for .the teaching of the various branches 
of chemistry, nor have they the space for separate ‘depart- 
ments of i inorganic, organic, and physical chemistry. Again, 
the equipping ‘of laboratories: of. this type with modern 
apparatus would be an expense beyond their power. The 


chemistry department is therefore organized on different 


lines, consistent with its admittedly more limited scope. 
One man is tesponsible for organizing the teaching in all 


‘branches of chemistry, and he is assisted by more junior 


lecturers and demonstrators: The teacher of chemistry in 


the hospital medical school can claim an advantage over 


` his, counterpart in the university chemical department. 
Having spent years in a medical school, he has become 
acquainted with the ways and minds of medical students 
and is therefore perhaps in a better position than others 
to have. responsibility for their chemical instruction. We 


‘can quote many examples of distinguished organic chemists 


who have devoted the greater part of ma lives to the 
teaching of medical students. 


To* switch back to the university hanal ee 
, one must point out that -the position of such a student 
is not “quite so -enviable as. would appear at first sight. 
For a number ‘of years past: every university chemical 
departitient in. the country has been grossly overcrowded 
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with honours and ordinary-degree students taking chemistry 
in its various branches as their main subject. Laboratory 
accommodation for practiċal work in every university in 
the country is inadequate, and almost without exception 
practical classes have to be run in shifts. The director 
of.a. university chemical department would indeed be abnor- 
-mal if he did not regard the purely chemical student as 


TEACHING OF CHEMISTRY 


BRITISH : 
MEDICAL JOURNAL 





important consideration is that the chemical course for the 
student should be treated as a whole from the moment he 
enters the medical school to the time when he is- dealing 
with chemical pathology in his final year. 
has certainly not been the case. In the university the 
chemistry and physical chemistry have been taught in the 


- chemistry department, biochemistry has been taught by 


his first charge, and not unnaturally the medical students. another group quite independent of the former, and the 


are regarded as an unfortunate burden and necessity. They 
have to be fitted in to suit the convenience of the degree 
students, and usually the less senior and inspiring teachers 
are allottéd for their instruction. We can sympathize with 
the purely chemical teacher in the university chemical 
department, to whom by definition the medical student must 
be little other than a nuisance. i 


— 


Value of Chemistry to the Medica! Student 


It is very difficult for the medical student to regard the 

` instruction. for the first and second medical ‘examinations 
as other than hurdles and obstacles put in his path to pre- 
vent his getting to the clinical work in the hospital. 
Chemistry to him means a kind of barbed-wire entangle- 
ment through which he must cut his way and so get to the 
patients in the wards. Unless he is very carefully taught, 
he does not realize that’ chemistry is being taught him for 
its intrinsic value, nor how it will help him when he does 


_ get to the wards. The teacher in the university chemical, 


department completely loses sight of the medical student as 
soon as he has passed his second-M.B., and one can well 
understand the lack of interest which must inevitably arise 
in these teachers. . f 


We are faced, therefore, with an unsatisfactory state of, 


affairs both in the university chemical department and in 
the hospital medical school. In order to solve this difficult 


- problem we must first of all try to define how, much chemi- E 


cal knowledge is necessary for the efficient practice of medi- 
< cine. This is said advisedly, since we must never lose sight 


‘of the fact that the main function of the medical schools. 


. is to produce practising doctors and not medical research 
workers. Every commission and committee that has sat 
on the revision of the medical curriculum has had pon- 
derous and far-reaching comments to make about the 
teaching -of chemistry, but it is my opinion that very few 
people who have studied this problem really see it in its 

_ proper perspective. - i o 

‘Obviously the ideal form of education would be to give 
the medical student a competent working knowledge of 


organic chemistry and biochemistry. To do this would. 


take several years of study of chemistry and later of bio- 
chemistry alone. It-is obvious that such a course is impos- 
sible, arid we are therefore faced with the limiting factor of 
how much knowledge can be imparted. to the average 
student in the six or seven years-during which he is avail- 
able for tuition at the medical school. The amount of 


- time’ allotted for the teaching of chemistry and biochemistry. 


has been settled as a result of uneasy compromise between 
the warring factions of anatomy, physiology, and chemistry. 
The only practical way to regard the-problem is to accept 
with as good a grace as possible this allocation of time 
and to see what can be fitted into it. 
/ 
= Co-ordination of Work 


We may assume that the student of to-day, and certainly 
of thefuture, will come to the medical school with a fairly 


competent knowledge of elementary inorganic and physical | 


chemistry, and eithér a smattering of organic chemistry or 
none at all. It would seem to me that the first and most 


~ 
~ 


chemical pathology has been dealt with by an entirely 
separate department. Again, in most institutions, little 
or no attempt has been made to co-ordinate the work of 


-these departments, with the result that.a student may be. 


taught to estimate chlorides in the inorganic chemical 
laboratory in his first year and may be taught an entirely 
different method of estimating chlorides in biological fluids 
in his second or third year, and is possibly given an entirely 
new method in the chemical pathology department. This 
segregation of the three periods of his chemical education 


leads to intellectual resentment on the part of the student, | 
so that he almost takes pleasure in forgetting and refusing 


to apply what he has learned in the previous department. 

Few would deny that those responsible for the teaching 
of the inorganic and physical chemistry should be suffi- 
ciently in touch with biology and the biological outlook 
to impress on the student that when, for example, he. is 
‘conducting experiments on osmotic pressure in the inorganic 
chemical laboratory ın the medical school or university, 
which seems to him so remote from the eagerly awaited 
ward or operating theatre, he is really actively preparing 
himself for this period. This making the student aware 


' that his chemistry is being taught him for his own ulti- 


mate good, and that he should not regard.it as a particu- 
larly unpleasant obstruction in an obstacle race, must run 
through the whole of the teaching-of chemistry. 

This question of the co-ordination of the various branches 
presents a difficult problem. One way to settle it would be 


fo arrange for all the chémistry taught to the medical - 


student to be under the control of one authority. This 
experiment is at present on trial at the Middlesex Hospital 
Medical School, and has now been operating for three 
years. It is as yet too early to give any judgment on the 


_ practical results, as the scheme will obviously have to be 


in operation for at least six years in order that the final- 
year students shall have been through the whole of the 
chemical course. The important point is that accurate 
co-ordination be obtained. Provided some scheme is put 
into force which ensures this, the teaching of chemistry 
to medical students is bound to improve. ~ ; 


1 


Choosing a Syllabus 


‘If this be accepted as the organization, we still have 
to face the further difficult task of choosing a syllabus. 


_ It is obvious that in the limited space at my disposal this 


important subject can be dealt with only in the most general 
terms. It would seem to me that the chemical education 
should be pyramidal in its construction—that is, the base 
should be extremely broad so.that the student is grounded 
in the basic principles, and that as the teaching advances 


In the past this. 


at 


from inorganic and physical chemistry to organic chemistry ' 


the field can be narrowed as the pyramid rises. 
Thus it is obviously important that a really sound know- 


ledge of the physical chemistry of solutions, electrolytes, ` 


osmotic pressure, and colloid chemistry be given -to the 
student. So far as is possible this should be treated in a 
non-mathematical manner. Many experts will object to 
this and say that it is impossible. After many years of 
teaching medical students, I have been impressed with the 
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curious ilese objection that they have to any form of 
mathematics.. This curious phenomenon is well known to 
all teachers, and one of the surest ways of alienating a 
class of medical students is to introduce some mathematical 
formula even of the simplest character. 
is taken by a sympathetic lecturer, this cardinal error can 
be avoided, and it is possible to explain to_students the 
phenomena of physical and colloid chemistry without 
recourse to higher mathematics. 

In the past one of the great difficulties . in demme a 
course of chemistry_for medica] students has been the dif- 
ferent types of-school education. Thirty years ago the 


teachers in the first year might be faced with a group of. 


students who varied between two extremes. At one end 
of the scale was the classically educated’ boy from- one of 
the older public schools who knew no science at all, and 
at the other end the boy from the secondary school who 
_ could have passed his first M.B. in physics and chemistry 
the day he entered. From that time up to-the present.this 
difficulty has gradually become less and less, and to-day 
every student entering a medical school has at least some 
knowledge of physics and chemistry, and very often also 
of botany and zoology. At the present time, with the pos- 
sibility’ of the abolition of the matriculation examination 
and the substitution of ‘the new certificate of education, it 
is premature and impossible to say what will happen with 
regard to the preliminary education of the new entries. It 
is almost certain, however, that in the medical schools we 
can anticipate receiving students who have an increasing 
knowledge of the basic scientific subjects- of physics, 
chemistry, and biology. : 

It is not the function of this article to discuss how much 
‘of the old first M.B. work should’ be done in school; the 
construction of the chemistry syllabus will therefore be 
based on-the assumption that the student entering a medi- 
cal school has an elementary general knowledge of 
inorganic and physical chemistry. ; - 9 


Organic Chemistry _ P 


The organic chemistry syllabus has always been one of 
the biggest bugbears of- would-be reformers. The teacher 
of medical chemistry in a hospital medical school, in order 
to justify the importance of his subject, will try -to- make 


the syllabus as wide as possible, whilst the medical student. 
in the university chemical department is often forced to 


attend lectures and practical classes on chemical subjects 
which he knows will never be of any interest to him. It 
would seem to me that we can profitably narrow this field 
of organic chemistry and restrict its teaching to those sub- 
stances which are of importance in the body. These, by 
and large, will include proteins, fats, carbohydrates, purines, 
sterols, and pigments, and in order to understand the 
chemistry of such substances the student must know some- 
thing of the basic aliphatic and aromatic compounds. This 
list is formidable enough, as anyone with knowledge would 
admit. There is obviously no point in teaching the medical 
student elaborate details of synthetic organic chemistry, 
nor is ‘there any point -in dragging him: through a lot of 
dyestuff chemistry and similar fields so far removed from 
his own. 

-One of the most important errors to avoid is the feeling 
of satisfaction that some teachers and students get through, 
memorizing formulae. This has always been one of the 


curses of medical chemical education. So many biological ° 


examiners experience a feeling of erudition when they can 
demand the writing of a formula for a steroid hormone 
from a student. It is‘most unfortunate that so many medi- 


`~ 
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cal students, and in fact 'many of their biological teachers 
also, fee] they understand the whole sterol field because 
they can draw a cyclo-penteno-phenanthrene formula on 
the blackboard, What is much more important is that the 
student should realize that the fusion of a number of satur- 
ated six-membered rings gives rise to the possibility of 
innumerable stereo-isomers in this field, and that it is there- 
fore possible to have a whole series of cortical steroids 
all with very similar formulae. In addition, the position 
of polar groups, such as methyl, hydroxyl, and ketonic, 
can modify the properties to such an extent that it is 
essential to have an idea of the importance of their positions 
in relation to configuration. 


Practical Teaching 


Up to the present I have dealt mainly with the theoreti- 
cal.side of the course-in chemistry. Perhaps even greater 
difficulties are caused by the wide divergence of expert 
opinion on the question of practical teaching. Teachers 
There are those 
who maintain that the student can obtain valuable instruc- 
tion by his making complicated quantitative estimations, 
and that even if the results are wide of the mark the fact 
that he has struggled through the determination will have 
demonstrated to him the principle of. the method. The 
second group of teachers, to which I very definitely belong, 
maintain that this performance of elaborate experiments in 
determination, with the production frequently of ridiculous 
results, is not only useless but actively dangerous from an 
intellectual point of view. It encourages the development 
of the old bogy of the medical student already referred to 
—namely, that subjects like chemistry, etc., are put there 
as traps and obstacles to prevent him from getting on. 
The second group of teachers believe that the student should 
attempt experiments in quantitative determination only of 
a complexity that will enable him to practise them well 


enough to get accurate and reproducible results. The more 
complicated investigations can be shown in lecture 
demonstrations. 


Many teachers seem to delude themselves into believing 
that medical students can perform accurate gas analyses 
with the Haldane apparatus and can do accurate blood 
analyses. Those of us who have had experience of running 
biochemical routine laboratories know the length of time 
it takes to train a techriician in one or two blood or urine 
quantitative determinations. - With an intelligent technician 
it requires weeks of training before one can rely on his 
results, and it is therefore most unfair to expect a medical 
student to master the more complicated determinations in 
the short time at his disposal. 

Another important development in the modern teaching 
of chemistry to medical students is the very wholesome 


trend of employing biological material, and wherever pos- 


sible human material, for experimental practical work. It 
is very obvious. that if one can design experiments where 
the students examine the effect of some reaction on their 
own blood and urine they take much greater interest than 
if they are handed out some made-up solutions. The prac- 


. tical course in organic chemistry has been evolved in 


most schools and universities to contain exercises such as 


-simple synthetic preparations which enable the student to 


understand the elementary principles of organic synthesis. 
- In biochemistry the same principle should hold, and the 
student should only do exercises which he can accomplish 
efficiently. Wherever possible the more complicated exer- 
cises should be illustrated by. carefully thought-out lectures 
and demonstrations. i on - 


+ 
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Chemical Pathology 


Finally, turning to chemical pathology, for the general’ _ 


_ course of practical instruction in examination of blood and 
urine from different types of cases it-has always been found 
a good plan, if accommodation is available, for students 
to be able to carry out examinations on patients whom they 
are looking after in their médical and surgical appoint- 
ments. While this tends to be a nuisance to those in charge 
of the laboratories, there can`be no doubt that many bio- 
chemists of distinction to-day: have entered the subject 
through this portal. In some institutions the students actu- 
ally perform the routine investigations on the patients. In 


my experience this puts far too much strain on the students, 


and the results cannot be relied upon. 

If the continuity of teaching is maintained, the student 
will appreciate it fully: when he comes to his chemical 
pathology. If the scheme outlined has been properly imple- 
mented he will fall o 
adrénogenital syndrome almost with relish and will start 
his studies of diabetes and other metabolic diseases with 
interest based on sound chemical knowledge. ` Another 
advantage of, such co-ordination is that it enables the insti- 
tution to provide interest for the teachers of inorganic and 
. organic chemistry. If they are in the same department as 
the teachers of biochemistry and chemical pathology they 
do not lose sight of their students, and then they have the 
_ stimulus of research work in that they are in constant touch’ 
with biological material. 


and organic chemistry. had no connexion .whatsoever with 
those dealing with biochemistry and chemical pathology, 
being segregated in a separate department. 


‘Conclusion 


t 


Anyone who attempts criticism of the medical curriculum 
or points out faults in the éxisting system of- teaching 
exposes -himself to a battery of criticism, and this applies 
doubly to the person who is rash enough to publish his 
article in a journal- permitting correspondence. There is 


no doubt that many of those who read these brief notes 


will be tempted to write at once and say that these objec- 
tions certainly.do not apply to their particular university 
or medical ‘school. I trust that those who are kind enough 
to study my remarks will understand that they are meant 
in an entirely general sense, and that there must_ be 
institutions where some or possibly all of the defects are - 
avoided or minimized. ~ 


y 


The Dutch have long realized the limitations of their own 
language as a medium for scientific expression. In the 17th 
century Leeuwenhoek was sending accounts of his discovèries 
to London for publication in English in the Philosophical’ 
Transactions, and as recently as 1947 English was chosen ds the 
most suitable language for the series of abstracting journals 
` published in Amsterdam under the title of Excerpta Medica. 
Dutch surgeons have now commenced publication in English 
of a new journal for their specialty, the Dutch Archives of” 
Surgery (Archivum Chirurgicum Neerlandicum), which is spon- - 
sored by the Dutch College for the Advancemént of Surgical’ . 
Science. By this new journal surgeons in Holland hope to 
enjoy the advantages of international criticism and a broader 
interest in their work. . Papers will be published in French 
or German also, but manuscripts submitted in Dutch will be 
translated into English. The journal will appear quarterly, at 
an annual subscription of £2 2s. The agents in this country 
are Messrs. Bailli¢re, Tindall and Cox, 
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the urinary steroidal examination in_ 


This is very different from the old, 
regime in medical schools where the teacher of inorganic: 
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ON. THE TEACHING OF BIOLOGY 
` A PREPARATION FOR MEDICINE 


AS 


BY 


F. A. E; CREW, M.D., F.R.C.P.Ed., F.R.S. 
Professor of Public’ nea i ll of Edinburgh ~ 


‘It is most unlikely that further re concerning this 
particular topic can yield conclusions significantly different 
from those presented in the 1948 Report of the B.M.A. 
Medical Curriculum Committee. - Nevertheless it is perhaps 
desirable that such discussion should “proceed, since in 
spite of the appearance of this most’ admirable report 
‘there is still much disputation and not a little misunder- 
standing both among medical students and among their 
teachers concerning the contribution which biology makes, 
or is expected to make, to the education of the future 
practitioner of medicine. 


r ~ 


© Aims of the Curriculum 
The structure of the curriculum and the place of biology 


within it~cannot be considered profitably until the aims. 


of the curriculum are known. They certainly are not solely 
the production of the general practitioner, that lowest (or 


highest) form of professional life, the- specialist ‘in some- 


particular branch {or twig) of .medicine, or the medical 
scientist (physicist, chemist, anatomist, physiologist, patho- 
logist, bacteriologist,- biochemist, pharmacologist, and the 
like). There would seem to be a general though occa- 
sionally hesitant agreement that the product is meant to 
be a person who, in virtue of his initial organic endowment, 
and early upbringing and as the result of his exposure to 


this curriculum, has become fitted to pursue further study. 


and thus ultimately equip himself with that constellation 
of qualities, personal, social, and professional, that is neces- 
sary for the kind of work he proposes to do and for the 
kind of life —he proposes to lead. Graduation is thus 
the starting-point for a career in one of the three major 
provinces of medicine. The graduate can proceed thence 


to become a medical scientist whose hope is to advance. 


knowledge in -a particular field of medical science, a 
-specialist in medical practice dealing with some particular 
part of a human being in relation to the rest of him (for 
example, an ophthalmologist ; a specialist in the utilization 


of some particular technique demanding a mastery over . 


some particular complicated machinery. and of value in 
diagnosis and therapy—e.g., radiology ; a specialist in some 
particular field of medicine—e.g., public health), or a 
generalist ,in medical practice concerning himself with the 
total individual in relation to his total external physical 
and social world. 


So far as the future practitioner of .medicine is con-— 


cerned; the aim of medical education is to produce out of 
‘an individual with the appropriate personality, aptitudes, 
and inclinations an educated person. He must be fitted to 
claim his proper place in the society of which he is a 
co-operative member and be equipped with'the special out- 
look, knowledge, and skills which will enable him-to-render 
service of a special and expert kind to the community ; this 
service taking two’ main forms—the skilful application of 


«his special abilities to the immediate task of conserving, 


augmenting, and restoring the health, happiness, and effi- 
ciency, o of individuals or of a community, and the expansion 
of the ‘special’ corpus of knowledge which is medicine by 
additions thereto gleaned from. his own activities and 
experience. ` l 
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_ Groundings in General Science 


To medicine can be given several definitions, every one 
of them plausible and attractive. But for the purpose of 
this particular discussion let it be granted that, in the main, 


medicine inaction, the practice of medicine, is the appli-. 


cation to human and social affairs of medical science (that 
part' of scientific knowledge which has its:bearing upon 


medical theory or its application in medical practice). 


. Medical science is a part of-general science but has an 
added vocational value. It is ‘but reasonable; therefore, 
that the future practitioner of medicine should receive an 
adequate introduction to those disciplines which are grouped 
under the heading of medical science. Since medical science 
is science, it is equally reasonable that thé student should 
-receive an adequate introduction to science itself. 

The curriculum as we know it is divided into three 
interrelated parts: (a) an introduction to general science 
(with special reference to physics, chemistry, zoology; and ` 


biology) ; (b) a grounding in the sciences on which ‘the . 


theory and practice of medicine rest (anatomy, physiology, 
biochemistry, bacteriology, pathology, pharmacology, etc.) ; 

and (c) an extensive introduction to the theory and prac- 
tice of medicine (total medicine applied to the affairs of an 
individual patient, of a series of. these, or of ,a group). . 
Since group (b) rests on: group (a) it can of ‘course ‘be 
argued, and quite commonly.and rightly is so ‘argued, that: 
in the ultimate analysis the sciences on which the theory 
and practice of medicine are based are physics, chemistry, 
and biology. However, let this pass.' All that this present 
approach demands is the acceptance of the view that the 
teaching of medicine is not to be detached from the teaching 
of science and that the practice of medicine is not to be 
undertaken by anyone who is unacquainted with science. 


There is another reason why an introduction to ‘general 
science should be included in the medical curriculum. The 
history of our society is from its beginnings, and especially 
since the Renaissance, the narrative of science in applica- 
tion,. and the possibilities: of the continuance and further 
development of our way ‘of life depend on the even more 
intensive application of science to its affairs. The practi- 
tioner of medicine is a citizen as well as a doctor, and as 
such should be well informed concerning these matters. 
Furthermore, it must remain impossible to understand the 
place which medicine occupies in our society until it is 
understood in, what ways and to what extent science has 
shaped our social philosophy and has fashioned our social 
aims, and in what ways and to what extent the prevailing 
social philosophy and aims have moulded the philosophy 
of medicine. . 

The promulgation of the theory of evolution and its 
general acceptance produced great changes in our concepts 
of the world, of mankind, and of disease. Man, who had 
been a puny creature imprisoned in a hostile, narrow, and 
incomprehensible world, whose heart had been chilled by 
fear and whose mind had been blinded by superstition, was 
liberated. His world became a potentially hospitable, 
friendly, bountiful environment which could be shaped 
by him to satisfy his every physical need. Man himself 


became part of organic nature, a product of a continuing - 


evolutionary process. Neither he nor the social institutions 
which he had invented were final static things. He could 
hope to gain the knowledge concerning them that, trans- 
lated into power, would enable him to change them accord- 
ing to his desire. Disease, formerly to the masses the 
handiwork of demons or the sign ofthe wrath of an 
outraged, maleyolent, and implacable deity, became the 
manifestation of a disharmony between, man- and the other 


f 
` 
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whole, offers certain advantages. 


components of an oecological system of, which the human 
being was but one member. Disease was the outcome of 
ignorance ; it was undesirable, , unnecessary, preventable, 
and often curable. It was a barrier standing between man 
and his own self-selected goal and was therefore to be 
removed. 

Science grew becausé it gave to man in increasing measure 


‘the power to control the forces of his external and social 


world. . It grew because it came to be recognized that 
before individuals and nations could hope to realize their 
spiritual desires they must enjoy a certain level of material 
comfort and security. Science in application has made 
possible the material welfare of mankind. But it has done 
far more than this. It has given to mankind great hope 
and the possibilities of. great-dignity. The medical sciences 
have grown because man came to desire health and freedom 
from pain and anxiety, and becausé these sciences have 
given that for which the people yearned. Medicine has 
grown because it has shown itself to be one of the most 
potent tools that a society can use for the achievement of 
certain of its aims—the creation of a physical environment 
ridded of its disease-provoking agencies and propitious for 
the full‘growth and expression of man’s inherent qualities. 

For these reasons alone it is imperative that the student 
of medicine shall know what science is. He must be so 
attracted and impressed by the teaching to which he is 
exposed that he shall become and remain a scientist (in 
putoo at least). 


Purposes of Biological Training A 


Biology, used as a branch of science to illustrate the 
The student himself is 
aware of the biologiċal nature of his own existence. Among 
the sciences it is biological science that seeks an understand- 
ing of the nature of human personality and answers to the 
questions—Whence came man, what is man, and what is 
to. be his terrestrial destiny ? The relative attractiveness 
of the biological sciences to the student is perhaps evi- 
denced by the fact that failures in the first professional 
examination are invariably fewer in the case of zoology 
than in chemistry., Perhaps the student finds the exam- 
ination easier because the subject is inherently more 
attractive (?). Other reasons for this difference—the ones 
that usually satisfy the chemist—can of course be adduced. 

The content of the course and the method of its 
presentation are matters which have to be left to the 


‘teachers themselves. Doubtless they realize full well that the 


attractiveness of the apostle as a person is no less impor- 
tant in the matter of gaining adherents to a point of view 
or to a field of inquiry than is the beauty of the creed 
he presents and represents. If courses in zoology and 
botany respectively ‘are offered by different university 
departments, as is usually the case at present, then it is 
imperative that the two should be most carefully integrated 

Perhaps it is correct to say that what their colleagues 
of the later years of the curriculum. desire of the teachers 
of the biological subjects is that the ultimate purpose of 
their, teaching shall be: 


(a) (in'common with: the’ physical sciences) to show that 
scientific knowledge is a special kind of knowledge, system- 
atized and formulated and secured by the employment of cer- 
tain particular modes of inquiry ; to show that scientific inquiry 
rests on the warrantable assumption that among the circum- 


_ stances and events in the world around ‘us there is to be 


discerned an orderliness, a regularity, in the character or rela- 
tions of certain classes of facts and events ; to show that science 
is the product of human reason applied to the phenomena of 
nature and that it is that human interest and activity which 


` Gncluding the elements of statistics) ; 
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seeks to disclose this. orderliness, this regularity; and to explain 
it ; to exercise the student in the ‘methods of science—the logical 
methods of reasoning, inductive and deductive, and the techni- 
cal or téchnological methods of manipulation and measurement 
to exercise the student’s 
curiosity in the stream of ‘natural events that flows past him ; 
to encourage his capacity for imaginative speculation (and his 
capacity to hold this'in check); by every possible means to~- 
interest the student in the higher values of science—e.g., the 
aesthetic ’ quality in scientific thinking, fairness in judgment, 
openness of mind, scepticism, intellectual honesty, dispassionate 
observation, critical discrimination ; to contrast the relative 
values of reward in.the form of wealth, security, social eleva- 
tion, popular acclaim on the one hand and on the other the 
calm delight that comes from the contemplation of the har- 
monies of science and the ‘exaltation that follows upon scientific 
discovery ; : 


(b) (the special sontcbution of the biological sciences) o 
stimulate, excite, and satisfy the student by giving him an. 
understanding of the theories of evolution, of the cell and 
of the gene; and 3f the impact of these theories upon human 
thought and action; 'to demonstrate the interdependence of 
Nature and nurture ; to display the astonishing variety of” 
biological inventions by means of which different types of living 


` things function more or-'‘less efficiently—e.g., inventions relating 


_ of animals with that of man; 
- harmony that ‘exists between habitat and inhabitant and the 


to respiration, alimentation, reproduction ; to trace the develop- 
ment of the animal society and‘to contrast the social life 
to demonstrate the essential 


effects of the disturbance of this harmony ; to Reser the con- 
cept of the oecological system. 


'Much of what is here suggested might appropriately be 


i offered in an arts course preceding the entrance of the 
Many of the - 


student into the medical curriculum proper. 
topics listed may seem to belong to the territories of moral, 


’ philosophy, logic, or aesthetics. But for the majority of 


~ 


N 


medical students there is no such arts course, and so the 
responsibility for explaining these topics must be accepted 
by the teachers within the medical curriculum. There is 
no valid reason why the student should be the loser by 
this arrangement. 

At present the complaint is all too commonly made by 
medical ‘students that ‘the courses in zoology and botany 
are a waste of the students time; they are held to’ be 


useless because they do not seem to help in the cultivation 


of the bedside manner and because they postpone unneces- ° 


-sarily the contact between student and cadaver or: patient. 


There is gross and grave misunderstanding here, and it is 
for the teachers of the first year to remove it. The mind 
of the medical is more important than are his medicaments: 


A Privilege and an Adventure 
Participation in the medical curriculum is a privilege, an 
adventure, a mounting excitement as knowledge is added 
to knowledge and understanding, expands, | If not, then it 
ought to be. > What surely is required is that the first-year 
teachers shall hand on tọ those who follow students whose 


` initial ‘experience of the university has exceeded their 


: discourage his idealism in his last year. 


wildest hopes, whose inclination towards medicine as a 
career has been strengthened, and whose mental outlook 
and habits havé been profoundly affected as the result bok 
their contact with science and the scientist. 


It is a privilege to take part in, the’ making of a ETE 
since he can’ be such a force for good in open society. 
To bore him in his first year is as great a crime as to 
It is imperative _ 
in these most critical days to arouse his faith in science as 
a means of human and social betterment. We are afraid 
of. the. power with which science has endowed us. Out of 
this fear has emerged a wiuespread pessimism concerning 


` ‘ 


human nature and human motives. In this course the 
student'should be presented with the evidence which shows 
that man’s dominion over the other species rests on his 
scientific knowledge concerning them. He should be invited 
to examine the evidence which points to the conclusion that, 
thanks to science and to science alone, it has become pos- 
sible. both theoretically and practically for mankind to 
build a world based on common effort for common: good 


in which the powers which science gives will be used for . 


beneficent purposes. He should be confronted with the 
proposition that the recent explosive, growth of science has 
made it impossible to: set limits to the directive capacity of 
man or to predict how far he may extend his dominion over 
his external world and over himself. 

Believing in the perfectability of the human mind and 
loving his fellow man, the doctor, holding to the view that 
' to expanding: scientific knowledge there is no discernible 
limit, can do much to treat that most serious disease of 


z mankind to-day, the pessimism which destroys man’s tah 


in man and robs the future of all hope. 





‘THE TEACHING OF ANATOMY TO 
' THE MEDICAL STUDENT 


BY 


T. P. McMURRAY, M.Ch., E.R.C.S.Ed. . 


Emeritus Proessor of Ortkopaedic Surgery, University of 
Liverpool 


Clinicians constantly complain that students on entering the 
hospital wards for the first time show a lamentable standard 
of anatomical knowledge. , At first sight this would seem to 
be a severe condemnation of the teaching in the preclinical 


‘years, but there are certain factors which modify the value 
_of the criticism.. The clinician is, as a rule, a specialist in 


one branch of medicine or Surgery, and his knowledge of 
the minute anatomy of the part of the body i in. which he is 
particularly interested is very extensive. If the roles were 
reversed, and the student were allowed to question the’ 
teacher on general anatomy, it might be that the report 
would be equally severe. 

Because of the frequency with which these sonnant 
are made, it is natural that the student’s ighorance of the 


minute points of regional anatomy is accepted as proof of _ 


a weakness in the teaching of the subject. 


Many attempts have been made to bridge the gap between 
the subject of anatomy as a basic science and its applica- 
tion to, the clinical work which is the object towards which 
the training of the medical student is directed. In most 
schools young clinical teachers from the medical and sur- 
gical sides of the university have been appointed as lec- 
turers in the anatomical department’ with ‘the object of 
changing the bald anatomical facts into a living picture. 
These efforts have been tô some extent- successful, and the 


student is instructed by the clinicians in those points of ` 


anatomy which are considered to be of the greatest clinical 
significance. 

The clinicians emphasiz particularly the alterations in 
form and relationship which occur in the various organs 


as a result of their normal and abnormal functional activi- ~ 


~ ties, and they lay stress on the importance of the surface 
markings of the various organs and bony prominences. 


In spite of these efforts at improvement the weakness still 
remains ; the student takes little interest in this important 


- 
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part of the subject, as ‘he knows that the clinician will 
take no part in the examination, which will be ‘conducted 
entirely by the anatomical teachers. 

An experiment on somewhat différent lines has recently 
been started in the University. of Birmingham, where the 
subjects of anatomy and physiology have been integrated 
into one department. The idea is excellent; through this 


comparatively easy, by the aid of diagrams and demonstra- 
tions, for him to understand the arrangement in other parts 
of the body. - 


‘7 A Suggested Rearrangement 
A complete dissection of one joint with its articular sur- 
faces, joint cavity, ligaments, and capsule will form the 


-arrangement the bald truths of anatomy can DE enlightened basis from which variations in other joints can be under- 


by the experimental work carried out in the physiological 
section, and the dead structure of the dissecting-rooms can 
be seen to function in a living-medium. 


La 


Time Spent in the Anatomical Department 


In spite of these efforts-there are, however, certain. ques- 
tions which may reasonably be asked in regard to the 
teaching of anatomy. The first and most obvious of these ` 
is, the problem of the time spent by the student in the 
anatorhical department. Is time being given to anatomical 
instruction which could be devoted with greater advantage 
to other subjects in the medical curriculum ? To answer 
this question is extremely difficult: every teacher in the 
medical faculty is convinced that his particular subject is 
' not receiving adequate recognition in the student’s s training. 

It is obvious that the student is not receiving too much . 
instruction in anatomy, otherwise the Criticism of the clini- 
cians would not have arisen. The student cannot possibly ' 

»know too much of that subject ; it is just as important for 
the doctor to know, every part of the ‘human organism as 


stood and appreciated. Muscles take their origin from 
bone, membrane, and fascia in the limbs as they do in the 
trunk and on the chest and abdominal wall ; similarly, their 
methods of attachment to bone vary jittle in the different 
regions of the body. .It is true that the arrangement of the 


' organs, vessels, and nerves varies widely in the chest, abdo- 


men, and skull, but even this problem can be overcome by 


it is for the engineer to know every nut and bolt of the - 


machine for the repair and maintenance of which he is 
responsible, The only question) then, is whether the time 


the museum dissections, models, and drawings. 

This suggested rearrangement would involve a consider- 
able increase in the number of demonstrations which must 
be given if the standard of teaching is not to be lowered. 
The’ problem is how to maintain an equally high standard 
of general anatomical teaching and at the same time to 
improve the student’s knowledge of those sections which 
are of the greatest clinical significance. 

The obvious answer to this difficulty would at first sight 
seem to be an increase in the number of lectures; this 
would have the advantage of concentrating the attention 
of all the students on the same section. Although this 
method has some obvious advantages, it is not really the 
answer to the problem. The size of the classes and the 
distance of the student from the dissection which is being 
discussed tend to diminish the value of even the most 


spent in anatomical teaching could be rearranged to equip perfect lecture. 


the medical student more fully for his life-work. 

At present the greater, part of the timè spent in the 
anatomical department i is devoted to.dissection ; the student 
must, during his attendance there; complete the minute 
examination of the whole body. Although this arrange- 
ment is very satisfactory, and gives both teacher and student 
a sense of completion, yet much of the routine work of dis- 
‘ section could be avoided without lowering the value of the. 
instruction given to the student. 

Dissection of at least. one part of the body by each 
student is an essential step in his training. It is'impossible 
to visualize correctly from drawings or photographs the 
exact arrangement of the fascia in its attachments to bone 
or in its intermuscular separations. These can be under- 
stood fully by completing the dissection of any one part ;. 
similarly, only by dissection can the student realize that the 
ligaments round a joint are not. separate structures but are 
simply thickenings of the all-embracing fascial sheath of the 
limb. Again, in the dissection of any one part he can‘see 
the method of. origin and attachment of muscle to bone, the 
method of entry of the motor nerve‘into the muscle belly, 
the splitting up of the cutaneous nerve branches, and ‘the 
arterial and venous arrangements of the part. 


These are only a few examples of the outstanding impor- 


` 


tance of dissection in the training of the student, but, once ` 


having accepted ,the necessity for dissection as an important 
factor in-teaching, we are faced with the. question of its 
extent. 


Some lecturers have the ability to illustrate their teaching 
with clear, easily understood diagrams on the blackboard, 
but the best of these drawings fail to leave an impression 
on the student’s mind equal to that gained by-examination 
of the tissues in their normal -relationship. 

Lectures and blackboard demonstrations cannot replace, 
but can only implement, the value of dissection and visual 
examination of tissues. If, then, it is impossible adequately 
to replace the slow method of dissection by set lectures, 
can there be any rearrangement of lectures by which the 
studént can obtain better instruction in an equal period ? 

The only method by which this desirable end can be 
achieved involves a considerable increase in the teaching 
strength of the department. ach teacher could take a 
small group of eight or at most ten students, and each part 
could be thoroughly and repeatedly demonstrated. until in 
the opinion of the teacher an adequate standard of know- 
ledge has been reached. All the different sections would 
then be fused into the general outline, and the relationships 
of each organ and tissue to its neighbours explained i in the 
set lectures, which could thereby be reduced in number. 

These suggestions would depend for their successful com- 
pletion on an alteration of the outlook of at least some of 
the teachers in the anatomical department. 


7 . ~ Divergent Views 


The subject of anatomy consists essentially of a mass of 
facts each of which is of equal value in the mind of the 


Is it necessary for the student to dissect every portion of pure anatomist, but’ from the standpoint of the clinician 


the. body ? There is so much which is common to all 
regions that it seems to be unnecessary to insist on a com- 
„plete detailed examination of’ every part. ‘Once the student: . 
has dissected and understood the arrangement of the more 
superficial structures of skin and superficial and deep fascia, 
with the emerging cutaneous nerves, in any region, it is | 


and of the training of,the medical student some of these 
facts could be omitted from the course, ‘while others could 
with advantage be stressed and elaborated. 

A good illustration of this divergence of view is seen in 
the teaching of the musculature of the body. In the dissec- 
ting-room the student must learn the’ exact point and extent 


t 
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of the origin of a muscle from bone and fascia with its 
course and relations.to its point of insertion. He must also 


‘learn the nerve supply of the muscle ; but its action, which . 


is the most important clinical feature, is usually ignored or 
at most mentioned casually,’ _ 


The clinical teacher, on the other hand, ignores the minute 


description of its bony attachments, stressing particularly 


the action of the muscle, and noting especially the fact that 
some muscles, like the biceps brachii, extend over two joints 
and therefore have a more complicated action than muscles 


such as the brachialis, which:acts on only one articulation. | 


The anatomical teaching of the vascular system of the 
body is also so complicated and minute that the student is 
forced to learn in parrot fashion the innumerable named 
branches'of the arteries.’ Thus the external carotid artery 
is described as starting from the common carotid opposite 
the upper border of the thyroid cartilage, extending upwards 
and forwards and then backwards to a point behind the 


' neck of the mandible, where it divides into the superficial 


temporal and internal maxillary arteries. 

In its short course the external carotid artery gives off 
eight named branches, whose course and relations must be 
memorized. ‘These eight arteries in their‘turn give off a 
total of thirty branches whose names must also be remem- 
bered by the unfortunate student. Is it any wonder that 
as a result of this difficulty every student is fortified by the 
series of rhymes which help him to remember the first letter 


ie r 


Some Modifications 


` ` 
In suggesting a few modifications in the teaching of ` 


anatomy in the preclinical years we must avoid the mistake 
of trying to teach the subject in a specialized form. The 
broad: conception of anatomical structure must always 
Temain. The student must be taught the interdependence 
of each system on the others, and all attempts to describe 
the subject as one of watertight systems must be resisted. 
It is wrong to suggest that a limited or first-aid course of 
anatomy would be sufficient to fit the student adequately 
for a medical career. 


` Nevertheless, there are some modifications which might 

be made in the anatomical curriculum, alterations which 

would not lessen the value of the course to the student and 

would make his subsequent medical training more simple. 

Of these suggestions the first and most obvious is‘ the 

elimination of the uninteresting mass of detail which is of. 
little practical clinical importance. The’ student should not 

be asked’to take up a bone and map out by pencil or pen 
the exact limit of origin and insertion of every muscle and 

ligament to which it gives attachment. 

To this suggestion the examiner holds the answer: so 
long as there is any possibility that he may be asked such 
detail the student must burden his mind with unnecessary 
material. TE 

Further, there must-be agreement between the clinician. 
and the anatomist in regard to the amount of instruction 
which-shall be given on pure anatomical grounds, as com-- 
pared with functional and clinical details. It is unnecessary 
to teach all the details of muscular origin and insertion, 
but a sound working knowledge of these facts is necessary 
if the functional activity of a muscle is to be understood. 
’ “Much interest has been shown recently in the idea of 


' instruction by means of radiographic demonstrations : these 


are of considerable importance in certain well-defined fields. 


. Thus, radiographic pictures of the ‘chest, abdomen, and 


joints are of considerable value, more especially in the case 
of the last-named in the recent innovation of movable 


pictures, but we must realize the limitations of this method 
of instruction. 


Modifications can also be made with advantage jn the - 


_ teaching of the arterial and venous systems. These are 


vastly important to the student and to the doctor, but there 


“can be no advantage in knowing all the names with which - 


the subject is at present burdened. The main vessels must 
be known and ‘their situation and relation to other 


important structures and organs fully realized. 


Central Nervous System 


, ‘The teaching of the nervous system could also be altered 
with considerable advantage. With a full knowledge. of the 
nervous system the student will be able to understand many 
of the problems which he will meet after qualification. It 
is not enough to teach a student that the.deltoid muscle is 
supplied by the circumflex nerve: he must dlso understand 
the area of the cord from which these fibres are eventually 
derived, and know the other muscles supplied from the same 
segment. l } 

_ Neurology, which to most students of clinical medicine 
is a difficult subject, is largely a problem of anatomical > 
localization. The apparent difficulties disappear when the 


` structure of the central nervous system is understood. 


Too little use has been made of the important subject 
of developmental anatomy. Thus when instruction is beings 
given on the structure of the central nervous system it is 
easy for the’student to grasp the relationship ànd ` the 
possible abnormalities which may be seen in this system 
if at the same time models'are shown illustrating the various 
stages of development. l ; 


Similarly, it is not sufficient that the student should read 
of the development of the heart or intestine without giving 
him the help which is gained from a study'of models of 
these organs at various stages. ‘The structure of fully 
formed bone can be understood more readily-if the changes 
which occur in these tissues can be studied in models and . 
diagrams. : . 

Anatomy is one of the most valuable subjects in the 
curriculum; no attempt should be made to reduce ‘its 
importance, but a more complete integration of anatomy 


_ With the clinical subjects is not a difficult problem. ' 





ON -TEACHING PHYSICS TO MEDICAL 
y STUDENTS 


BY 


„D. W. SMITHERS, M.D., M.R.C.P., D.MR. 


Professor of Radiotherapy, University of London; Directo} of 
Radiotherapy Department, Royal Cancer Hospital 


An attempt by someone who is concerned with postgradu-. 
ate education to evaluate the present teaching of the basic 
sciences to first M.B. students is beset with difficulties. 
While it is true that.one should be in a position to judge 
how well the students from a number of different schools 
and from several parts of the world have been equipped 
scientifically for the work they have to do as doctors, - 
one is also out of touch with the trend of thought in the 
undergraduate schools and with the'plans for improvement 
in the training that are already afoot. What appear to:be 
defects may be, reasonable compromises hammered out 
after long discussion, and what seem to be obvious over- 
due reforms’ may only be awaiting the moment when 
they are no longer quite impracticable. Voluntarily: to 
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undertake the task of teaching one’s grandmother how to 
instil the physical principles involved in extracting the con- 
tents of eggs is extremely rash. The incentive is a firm 
belief in the need for more science in medicine. By this I 
mean-a way of thought, an approach to problems, and 
not merely what appears to the lay public so often as a 
rather terrifying and uncontrollable technology. 


The process of development of medicine’from a mediaeval , 
art into a modern science is proceeding. There is no know- 


ing where important implications to medicine may appear 


at any time from advances in the basic sciences. The. 


study of mechanics led the anatomists to advance their 
interest in form to include an interest in function. An 
obscure draper in Delft, through a persistent interest in 
lens-grinding,. was the first to see an,animal “a thousand 
times smaller than the eye of a large louse” in a drop of 
water, and so laid the foundations of bacteriology and 
histology. As in the past so to-day: the introduction of 
artificial radioactivity in providing a new method of investi- 
gation by tracer techniques has started a new era of medical 
research. | j 

The reason for inviting'a radiotherapist to write about 
the teaching of physics is presumably that radiotherapists 
are so clearly concerned with the application of physics 
in medicine, and that they have been foremost in recog- 
nizing the need for the appointment of hospital physicists. 
Radiotherapists are not, however, alone in their interest 
in medical physics, the place of which is hardly given 
adequate recognition by astonishing statements such as 
the following which appeared,in a leading article in the 
British Medical Journal in 1945: “ At present the applica- 
tion of physics to medicine is limited to radiology, the 
electrocardiograph, and the encephalograph in diagnosis, 


and the somewhat empirical use of various forms of radiant, 


energy in treatment; but, it is highly unlikely that these 
represent more than a fraction of the contribution physics 
might make to human biology.” “ 

Physical methods of diagnosis and treatment have become 
indispensable in medicine and have so expanded in recent 
years and have covered so many branches that it was pos- 
sible to publish in the United States a year before the above 
quotation was written an encyclopaedia of medical physics 
of 1,744 pages under 255 main headings listed in the 
_table of contents (Glasser, 1944). 
employment of physicists in general hospitals only awaits 
an initiative in other clinicians similar to that shown by 
radiotherapists ; in fact, the latter have already established 
physics departments in most large hospitals which are ready 
and are waiting to be called on. 


K 


Educational Value of Physics 


The importance of physics in medicine and the fact that 
the teaching of first-year students 'has been unable to keep 


pace with the advances cannot be seriously disputed. Before, 


° we judge the success or failure of present methods of 
instruction, however, we must have a 'clear understanding 
of what we want to achieve. It is all too easy to point out 
how much more is required, and all too-difficult to reconcile 
the claims of the many subjects which compete for time 
on the already overloaded, medical curriculum. If every 
sectional interest had its way years might be added to the 
training of the poor medical student, who only wants to be 
a doctor. .The reason for teaching him physics should be 
to help to make him a good doctor first and to. provide 
him with an appreciation of the practical applications ‘of 
physics in medicine second. We should not forget, in con- 
sidering the first, that technical ability may be an important 
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professional quality and, in considering the second, that 
so many branches of medicine are open to each individual 


student that he is unlikely to. deal personally in practice 


with more than a small fraction of the physical methods 
concerned. , Teaching that does not help the student towards 
these ends should be ruthlessly eliminated on the grounds 


‘that the inclusion of any unnecessary work under the 


present conditions of strain in a medical education amounts 
to cruelty. | , 

Anyone in daily association with a large and active 
department of medical physics employing nine physicists 
may be forgiven for stressing the importance of the prac- 
tical application of physics in medicine, but no one who 
also consults with a number of doctors about the treatment 
of patients with cancer could deny the paramount impor- 
tance of a sound general scientific education. The advance- 
ment of the practice of medicine demands that doctors 
receive a thorough training in the scientific method of 
logical, objective, dispassionate thought. To teach a medi- 
cal student that the field of human knowledge is expanded 
by reason and experiment; that he should remain 
unmoved by plausible argument while retaining the capa- 
city to accept new ideas, and so depend upon his 
own judgment; that when his facts are verified and his 
arguments tested he should proceed to apply his conclu- 
sions fearlessly—this is an achievement which rises far 
above the mere provision of technical proficiency. , 

Those combinations of qualities which go to make a 
good doctor and which are so hard to define are enriched 
and given purpose by a scientific outlook. The dissection 
of a problem to its fundamentals, the correlation and inter- 
pretation of the available facts, the.conclusion uninfluenced 
by personal bias, add point both to the skill with which 
he applies his treatment and to the understanding and 


. feliow-feeling that soften his conversation with his patients- 


We have too many fashions in medicine, too many new 
remedies which work wonders for a while, too many 
specialists whose diagnoses always lie within their specialty, 
and too many medical advocates of quack “cures” on the 
basis of one or two cases unusual in their limited experience 
but well within the bounds of normal variation. 

It, is reported (Shryock, 1948) as an example of the sad 
way in which treatment used to be based on mere asser- 
tions of the most dogmatic sort that Freteau, in the early 
nineteenth century, insisted on the necessity for venesec- 
tion in certain conditions “on the ground of two reported 
cases, each susceptible of other interpretations than those 
he accepted ” (the italics are not mine). Why pick on the 
nineteenth century when 1949 would do as well? We do 
not have to go so very far back in the correspondence 
columns of our medical journals for equally good examples. 
Doctors are not always less susceptible to convenient illu- 
sions than their fellows, nor are they less ready to produce 
rationalizations to preserve for themselves their appear- 
ance of reasoned thought and logical action. The laudable 
desire to save the medical student from some of the rigours 
of the syllabus, to get down to “the fundamentals of 
medicine” and away from all this “pure physics,” must 
not be allowed to interfere with his essential, basic scien- 
tific: education. Physics and mathematics are particularly 
valuable as a background training in scientific thought and 
method. 

“Medical Physics , 

Having insisted on physics for its basic educational value, 
must we therefore necessarily insist on a course of classical 
physics similar to that planned for the elementary training 
of physicists ? Surely a greater concentration on medical 
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physics will serve our purpose just as well and at the same 
time add interest and practical advantage. The under- 
graduate should learn to appreciate the use of physical 
methods in medicine and acquire a basic knowledge on 
which to build should he later take up some branch which 
is ‘closely associated with a particular form of medical 
physics. It may be as well that the basic sciences should: 
not seem to be too well defined-; medicine has no interest 


‘in artificial barriers between the sciences, and physical 


chemistry and biophysics cannot be ignored because they 
have been arbitrarily placed on some borderline. We shall 
certainly not solve the real problems of the lengthening 
syllabus, the urge to get on with the things that will be 
useful, and the need to eliminate the inessential by insisting 
on the status quo. w e ' 

Once the student has embarked on his medical career 
the continuation of his scientific education should surely 


_ be made an integral part of his training rather than a pre- 


liminary to it. 
cine ; he regards a good deal of what he is taught in‘his 
preclinical course as being divorced from this object. It 


‘is too’ often merely an obstacle in the path of his progress 
‘towards matters of real interest. 


He has to-day to over- 
come considerable difficulties to be allowed the opportunity 
to start at all, and at this stage is eager for instruction in 


subjects that seem to him to have an obvious medical appli- 


cation. When you start out to heal the sick it is a little 
discouraging to find yourself confronted by a Wheatstone 
bridge and a post-office box. 


‘Dr. Henry Yellowlees (1946) starts his admirable and, 


| delightful, book with the sentence, “ I suppose that the most 


significant, if not ‘the most ‘memorable, day of a medical. 


student’s career is that on which he finally: emerges from ' 


the. preclinical period, and I have always felt that the 
occasion of his first introduction to clinical work might 

f A X : 
well be marked by some appropriate ceremony.” I think 
that this is a true picture of the position, but it contains- 
some reflection on our method of presentation of the. basic’ 
sciences as medical subjects. 


. - Adjustment of the Syllabus 


Postgraduate students embarking on a physics course for 
a diploma in medical radiology can be heard one after 


another denying familiarity with.the physics that they-were -« 


taught so few years before. No hospital physicist “ assumes 
a knowledge of physics equal to that of the first M.B.” 


_ whatever the regulations may say, because he knows from. 


sad experience ‘that he can.do no such thing. This is 
some indication of the failure to ensure that the training 
does at least consistently provide a sound though elemén- 
tary knowledge of physics. Is it possible-that the reason 
sO many retain so little is that their interest was not 
engaged ; and could the general educational result have 


_been achieved with medical physics of more interest to 


the student and a , greater degree of usefulness to him 
during his clinical training ? , 
If we assume that the present makoa: do aaie thèir 
main object of developing a scientific outlook and pro- 
moting a way of thought, giving due allowance to the 
varied, abilities of the students to absorb such teaching, 
then reform must be cautiously applied to see that none 
of this is lost. If we assume that they do not achieve even 
this end, then reform is urgently needed. There would seem 
to be some reason for doubt whether the present arrange- 
ments of the teaching of physics are in fact nicely adjusted 
to produce the desired result... No emphasis is placed in 
the syllabus on the development of the all-important 


-sity of London for 
The medical student sets out to do medi- ` 


‘science to medicine on its broadest basis. 


attitude of mind; this is left to take care of itself in the 
general classical approach to the subject that is laid down, 
or rather is left to the individual teachers on whose vary- 
ing knowledge of the needs of medicine and -whose 
ability to impart an. outlook to the student all ultimately 
depends. Some, at least, seem concerned only with the 


elementary details of heat, light, sound, electricity, and. 


magnetism: 


The practical utilitarian side of the instruction appears 
shyly here and there in the syllabus with the mention of 
osmosis, spectacles, microscopes, ophthalmoscopes, radio- 
activity, and thermionic emission. That no real importance 
is attached’ to these concessions to those who have 
demanded more direct application of the prescribed sylla- 
bus to medicine is shown in the list of exemptions which 
allows a boy from school to avoid all such instruction. 
The introductory paragraph of the syllabus of the Univer- 
“Physics (including Mechanics) ” does 
not say, “ The subject is to be treated as a basis for the 
development of a critical, reasoning, scientific outlook and 
illustrated-as frequently as possible by means of direct prac- 


` tical examples of the applications of physics in medicine ; 


a knowledge of mathematics on the part of-the student, is 
an inestimable advantage in attaining this object, the experi- 
mental approach being the only other, method likely to ‘be 
successful.” Instead there appears the rather dreary sen- 
tence, “ The‘whole. subject is to be treated in an elementary 
manner, the mathematical development in no case extending 
beyond a knowledge of quadratic equations and elementary 
trigonometry.” 

It has, I believe, been sug bested that the first M.B. might 
be abolished and that instruction in chemistry, physics, and 
biology be given along with that in anatomy and physio- 
logy in one preclinical course. More time is wanted for 


_ the second M.B., and it is thought to gain it at the expense 


of the ‘first. The time would preSumably be gained by the 
elimination of mùch of what is now taught in the basic 
sciences and regarded by some as unnecessary, and what 


,remained would be more closely related to practical, every- 


day medical needs. If every student received a sound scien- 
tific training at school, if anatomy and physiology ‘were 
not allowed to swamp the chemistry, physics, and biology 


‘that remained, and if teaching were’ done imaginatively 


and largely by the experimental method, using direct clini- 
cal applications for illustration, there would be much to 
be said for the suggestion. The student would start off 
doing something more nearly related to medicine ; he might 
better appreciate the. need for the physics he was being 
taught: There are, however, a lot of “ifs” concerned. 
I do not know how such:an arrangement would work, 
but while fundamental changes are-being discussed .there 
are still reforms which surely should be made at once. 
Suitable Instructors 


The teaching of ‘physics to medical students should never | 


be solely in the hands of a university physics - department, 
but should include instruction from those with personal 
practical knowledge of the medical applications of physics 
and who themselves engage in research in physics in rela- 
tion to biology or medicine. 
hospital physicists available who -would benefit from a 
closer contact with medical students and also from the 
necessity to review the applications of their branch of 
There should be 
no exemptions from a course of this kind. , Hospital physi- 
cists could produce many ‘fascinating subjects for inclusion 
in‘ it. Some knowledge: of radioactivity, of the use of 


There is a growing band of E 


f 
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radioactive isotopes’ as tracers in the investigation of physio- 


logical and pathological ‘problems, and of the. use of a` 


Geiger—Miiller counter as a clinical instrument are obvious 
_examples. It is not difficult at the same time, ‘for instance, 
` to convey something of the potentialities of: the quantitative 


method, something of’ present ideas of the nature of the ` 


atom or the ways in which aa confirmation of | 
theory has been obtained. a 


Last year I was fortunate- enough to see the results of . 
an exercise set by Dr. Joseph Hamilton to a student class 
in the University of California at Berkeley in which each 
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~/ | SER WILLIAM. GOWERS 
Sir William Gowers.’ By Macdonald Critchley. (Pp, 118; 


illustrated. 17s. 
“ Books.’ 1949. f 
Dr. Macdonald Critchley’s life of‘Sir William Gowers, who was 
born in 1845, records the chigf events of his career, illuminates 
them: with the reminiscences of those who were privileged to 
. be his pupils, and reviews his contributions to medicine. He 
was-born the son of a Hackney shopkeeper, and it was probably 


6d.) ' London: William Heinemann Medical 


student was required to set.down in detail an account of » the accident of his father’s early ‘death and his., widowed 


an experimental investigation that he‘would like to carry 
out ,with a radioactive tracer material and that Had not 
‘ been suggested before in the literature. 
reasoned, ‘practical, original stggestions, and some were so 
well presented and of such merit that the Opporttnity BE 
carrying out the experiment was being provided to these 
Students, It would be hard to find a better example of 
the use of a method of applied medical physics as a méans 
for promoting a scientific outlook. It is difficult to believe ` 
that such a result could be obtained with- the -methods ` 
of training students in Operation in most ‘schools in this - 
oy at the present time. ~ 


=. = ps E S $a | 


Practical Applications 


“Illustrations of the- application of -physics in- medicine 
naturally occur to me primarily in the field of radiation, 
but ` many others can be fourid. Some of the applications 
of optical principles, such as the measurement of erythro- 
cytes by the haloes they cause around a source of light, 
or microscopy from the optical microscope to the fascina- 
tions of the electron microscope, where a. virus may be 
shown by means of a golden shadow, are good examples. 
' Electronics ‘is invading medicine on a‘ large scale and pro- 
vides possible demonstrations for the student in*such varied 
fields as neurophysiology, the measurement ‘of radiation, 
the ‘use of hearing-aids, electrocardiography, muscle-nerve 
stimulation, colorimeters, pH meters, and even the 
demonstration of surgical operations by television. 


‘An obvious illustration in surgery is the importance and 
means of. counteracting, the physical factors that interfere 
with respiration and circulation when the chest is opened. 
-The dermatologist may be ‘interested in the „physical forces , 
which produce alterations in skin pigment, the psychiatrist 
in electric-shock therapy, the ophthalmologist in the spectral 
sensitivity of the various parts of the retina and the methods - 
of investigating night-blindnéss, the haematologist in. elec- 
trophoresis, the orthopaedic surgeon in the trajectories of 
stresses in bone, and the otolaryngologist in the complica-. 
tions of vestibular mechanisms. — <a 


* 4 Te 


The difficulty i is not to ‘find illustrations but to distinguish 


amongst the’ wealth. of material available those most likely 
to hold the student’s ‘interest and provide him “with an 
appreciation of ‘the underlying physical principles con 
cerned, while unobtrusively developing his powers of criti- 
cal examination of a problem and his ‘desire and ability 
to test a theory by experiment—in fact,. providing him with 
the- capacity for logical, impersonal, R RINE thought. 
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, Nearly all were- Church College School. 


. was destined to contribute so much. 


. medical affairs ': 


‘Year Book ‘Publishers ‘Inc.,” Sir Astley Cooper and not Sir Ashley Cooper. 


mother’s migration to the neighbourhood of Oxford that set 
his foot on the first rung of the educational ladder at Christ 
An apprenticeship to a general practi- 
is entry into the profession to which he 
Thereafter. University 
College Hospital and subsequently the National Hospital made 
up ‘the sphere of his activities. He played no great part in 
neurology filled his working life, and hobbies, 
especially shorthand, occupied his spare time. He died in 1915. 

Gowers will be remembered as:a great -clinical observer. -Dr. 
Critchley points out that the early descriptions of many of the 
nervous diseases which we recognize to-day with confidence 
are due to his acumen. That this has not been more generally 
recognized in the past is due to the fact that many such descrip- 
tions: were given casually in the course of his’writings and it 
was often left to subsequent observers to attach a label to con- 
ditions which Gowers had ' discovered. 

Dr. Critchley has written a valuable memoir which is short 
encugh to make the reader, wish for more. Ten illustrations 
add to its’ itetest, and it includes a bibliography. 

- RUSSELL BRAIN. 


<, PIONEERS IN ORTHOPAEDICS 


On the Contributions of Hugh Owen Thomas, Sir Robert Jones, 
and, John_Ridlon_to Modern, Orthopaedic Surgery. By H. 
Winnett Orr, M.D.; supplement: by ‘Arthur Steindler, M.D. 

- (Pp. 253, £1: 5s.) -Oxford: Blackwell Scientific Publications. 

These , three men, prominent in their generation, have added 

much to orthopaedic surgery, and a critical examination of the 

work of any one of them would be. sufficient to satisfy most 
writers. Dr. Orr has wisely not attempted to judge the value 
~ of all their contributions to orthopaedics, but has confined him- 
self largely to Thomas’s writing on rest, and the reactions of 

Jones and Ridlon to ‘these principles. It is for this reason 

that Jones and Ridlon appear not as original workers themselves 

-but rather-as pale moons’reflecting the light of the sun. The 

“book enables the réader to’ obtain a picture of the relations 

between the three men, and it brings to the notice of the 

profession once again the great advances made by , Thomas 
and the difficulties’ he encountered. 

Dr. Orr’s style of writing leads on Occasion to some difficulty. 
He does not finish his remarks on ‘one personality before dis- 
cussing others, and this results in'a certain amount ‚of confu- 
sion which could readily have been avoided. He rightly, 
‘criticizes, the many. modifications and improvements of the. 
Thomas ‘splint that have been suggested during and between 


-tioner in Essex was 


- the two world wars, and states that it-would have been. prefer- 


able if the authors of these suggestions had learned how to use 
the splint in the. correct manner. Directly after. this con- 
demnation Dr. Orr, explains that “the use of skeletal fixation 
pins (not wires) in plaster of Paris represents the only sub- 


. stantial improvement in the technique for maintaining correct 


_length—position—and rest—since Thomas himself.” 

It is unfortunate that'with a subject in which the facts could 
be so readily confirméd there should be a few obvious mistakes. 
For -example, Thomas was not trained by his maternal uncle 
Owen Roberts, of St.‘ Asaph, at, the Liverpool’ Workhouse Hos- 
pital, as stated in the text, and it is obvious that-Dr. Orr meant 
It is hard to 
define the exact character of this book ; ; it includes ` many 
extracts frorn other authors and follows closely their ‘opinions. 


a . 'T. P. MCMURRAY. 
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SURGICAL COMMENTARY 
A Companion in Surgical Studies. By Ian Aird,'Ch.M., F.R.C.S. 
(Pp. 1,060. £3 3s.) Edinburgh: E. and S. Livingstone. 1949. 


This is a new and aftractive book, and the author is to be 
congratulated on choosing a happy title and on providing 
such a pleasant and useful companion for the senior student 
and postgraduate. The volume represents an enormous amount 
‘of work, for there are over a thousand pages, of reading matter, 
ten ‘thousand references, and ten thousand items in the index. 
It is largely based upon lecture notes and js certainly well up 
to date. In at ‘least one place there is over-emphasis on a 


subject of minor interest—-there are four and a half pages’ 


devoted to pre-auricular fistula. Some of this space might well 
be sacrificed to make room for a more detailed account of 
the relative value of the tests of renal function, or some other 
subject’ of similar importance. ' 

The book is well written and ‘is all from the one hand. It 
not only contains the’ basic information on all the problems 
with which it deals but gives finger-posts to the sources of 
information which the student must consult if he wishes to 
improve his knowledge further. In the introduction the author 
says, “It is hoped that this book will be found convenient 
' for employment in the hospital ward and ante-theatre, no less 
than in the study, as a kind of commentary to the clinical 
illustration which the ward and operating theatre afford. For 
this reason and for economy of space diagrams have been 
entirely excluded.” This was probably a wise decision, though 
it -is difficult to. understand the operation for cleft-palate 
(Wardill’s) in the absence of a diagram. 

It is unfortunate that the author felt it necessary entirely 
to omit the subjects of fractures and orthopaedics from his 
book, and it is difficult to..accept one of his reasons for 
doing so—that “the gap between general surgery and the 
specialized surgery of thé skeleton is so wide.” Surely it 
ought not to be. ‘Every candidate for the higher surgical 


examinations is required to have a sound basic knowledge of, 


these subjects, and most surgeons would agree with the view 
that every general surgeon should ‘have at least a working 


knowledge of them. The total exclusion of these subjects leads ` 


to serious difficulties for the student, for though he will find 
a good account of the paraplegia due‘to Potts disease of the 
spine he will look in vain for an account of the main symptoms 
of that disease; he will read that osteitis deformans may 
attack the lower jaw but fail to find any general account of 
Paget’s disease of bone. 
on the, treatment of a wound which involyes a bone but have 
to obtain the’ details of the treatment of the fractured bone 
elsewhere.. Another hundred pages giving the main facts ‘of 
these two subjects, with appropriate references, would make 
this book almost a mecessity for the postgraduate student. ` 


V. ZACHARY COPE.. 


t 


ILLUSTRATIONS OF SURGERY 


Illustrations of Surgical Treatment, Instruments and Appliances. 
By. Eric L. Farquharson, M.D., F.R.C.S.Ed., F.R.C.S. Fore- 
word by the late Sir John Fraser, bi Third edition. (Pp. 391; 

illustrated. £1 5s.) Edinburgh : E. and S. Livingstone, 1949. 


` There is much to be said for the pictorial method of “teaching 
in an intensely practical subject like surgery. Not that pictures, 
even when accompanied by good descriptive matter, can act as 
substitutes for clinical experience, but in the, student’s com- 
paratively short period of training there are many surgical 
techniques which he has no opportunity of seeing. In this con- 
nexion Mr. Eric Farquharson’s book fills an obvious gap. The 
work is already well known, the present being the third edition. 
The reader must realize that it limits itself'to certain ortho- 
paedic conditions, fractures, closed injuries,‘ and deformities, 
and is mainly concerned with plaster technique. The‘ second 


i 
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He will even get sound information, 
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section, which consists of numerous illustrations of surgical 
instruments and appliances with short descriptions of their 


-uses, covers a much wider field. The author has been unduly 


conservative in his choice of instruments, but this may be of 
advantage from the student’s point of view. 

The illustrations have been carefully chosen and are well 
reproduced, so that a good and clear conception can be obtained 


of the procedures depicted. The text contains many useful 


hints which house-surgeons will find of value when they handle 
their first cases. 

This is a book which can be recommended to the senior 
student and the junior surgeon as a trustworthy guide, especially 
in fracture work. Some of the sections have been revised, and © 
the price has not been advanced since the last edition was 


published in 1942. 


NORMAN C. LAKE. 


ANAESTHETICS FOR STUDENTS 


Anaesthetics for Medical Students. By Gordon Ostlere, M.A., 
M.B., B.Chir.(Camb.), D.A. With foreword by C. Langton 
Hewer, M.R.C.P., F: F.A. RCS. (Pp. 108. 7s. 6d.) London: 

J. and A. Churchill. 1949. 3 
This book is an attempt to explain to medical students how an 
anaesthetic may be administered with safety to the patient’ 
and satisfaction to the surgeon. It is written in a pleasant, 
easy, and informal style, and is short, concise, and to the eon 
Its objects are certainly achieved. 

There are some anaesthetists, however (of whom I confess 
myself one), who consider anaesthetics to be a postgraduate 
rather than an undergraduate study, and from this viewpoint 
the book is perhaps too inclusive. However, assuming that 
medical students do require to be taught the.details of intra-- 
venous techniques, .closed circuit methods, and local and spinal 
analgesia,.this book does convey the necessary information in 
a readable way, eminently suited for study “in the bus, or 
while awaiting the entrance of an unpunctual surgeon.” It 
includes all the important facts without being too dogmatic or 
detailed, and the student who knows this book well should be 
able to tackle any question on anaesthetics which he is likely to 
meet in his qualifying examination. 


R. BLAIR GOULD. 
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TEXTBOOK OF MEDICINE 


Medicine. By A. E. Clark-Kennedy, M.D., F.R.C.P. Volume 2. 
. (Pp. 522. £1 5s.) Edinburgh: E. and S. Livingstone. 1949. 


The second volume of Dr. Clark-Kennedy’s book is concerned 
with diagnosis, prevention, and treatment. Its six chapters are 
entitled : Clinical Diagnosis, Special Investigations, Distur- 
bances of Function, Reactions of the Mind, Pathological 
Processes, and The Practice of Medicine. This is not a text- 
book of`medicine containing the factual knowledge necessary’ 
for passing examinations or the practice of one’s profession. 
The subjects are discussed in a broad manner as a series: of 
essays, and the ‘text makes very pleasant reading. A great 
amount of material is covered, and new light is thrown on 
many, of the infirmities to which the mind and body of man 
are heir. No one can read this book without having his interest 


' stimulated and his outlook broadened. 


The titles of the chapters do not alone indicate the many 
subjects considered, but these are related in subheadings. The 
prospective reader may be interested in a short selection of 
these—The Urgent Case, The Easy Case, The Difficult Case, 
X-ray Shadows, Looking into the Body, Tests of Function, 
Fever, Reactions of the Mind, The Doctor, The ‘Family, and 


, The State. 


We must expect generalizations rather than details in a work 
of this type, and the information given about any one subject - 
is necessarily somewhat meagre. For example, the use of 
j lipiodol ” in the diagnosis of pulmonary conditions is dis- 
missed in half a page. A barium enema is said tò be “ more 
time-consuming and more unpleasant than a: barium meal. 
The information gained is more expensive and on the average 
less reliable.’ This must, however, depend upon what we are 
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looking for ; if the barium enema is able to reveal a growth 
of the colon in an operable stage, and the barium meal fails 
to do so, the comparison is somewhat unfair. In the:section 
describing the x-ray appearances of the heart we learn that 
when the patient is-screened in the postero-anterior position 
“ the right border of the’heart with the patient in this position 
is formed below by the right ventricle.” ‘Readers may not, be 
in agreement with this. i ee ' 
The book will make a wide appeal, for it expresses the 
inarticulate and ill-formed thoughts of. many. a seasoned 
practitioner of medicine. 


_.  G. E. BEAUMONT. 


CARDIOLOGY, AND GENERAL . MEDICINE 


An Introduction to Cardiology. By Geoffrey Bourne, M.D., 
-F.R.C.P. (Pp. 264; illustrated. 18s.) London: Edward Arnold. 


Patients with diseases of the digestive, pulmonary, and nervous 
systems may present with symptoms suggesting heart disease, 
and many diagnoses will be missed unless the cardiologist has 
a considerable familiarity with general medicine. This theme 
is predominant in Dr. Bourne’s book. 

The author has described fhe chief aspects of cardiovascular 
disease : opening sections on clinical methods are followed by 
chapters on heart failure, diseases of the myocardiym, and 
disorders of rhythm. Articles on valvular and vascular diseases 
of the heart are admirably suited to the needs of the under- 
graduate student of cardiology, though “angina innocens ” is 
not a term which has commended itself to most cardiologists. 
No doubt the inevitable delay between writing and publication 
accounts for the statement that atheroma is responsible for 
60% of cases of aortic stenosis\in the British Isles. Recent 
investigations have emphasized the role of rheumatism: in the 
majority of cases. Such points do not, however, detract 
from the value of the book, which has throughout the ring 

_of personal experience and which should inculcate in budding 
physicians and cardiologists an understanding of the funda- 
mentals of medicine from the cardiologist’s viewpoint. The con- 
tinuity of the book is impaired by its derivation from lectures, 
but it demonstrates throughout the principles upon which 


cardiological diagnoses are based. 
K. SHIRLEY SMITH. 
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“EDEN AND HOLLAND” 


Eden and Holland's Manual of Obstetrics. By Alan ‘Brews, 
M.D., M.S, M.R.C.P., F.R.C.S., F:R.C.O.G. “Ninth edition. 
(Pp. 796; 36 plates, 12 in colour, and 405 illustrations. £2 2s.) 
London: J. and A. Churchill. 1948. i 


This' work has always been acknowledged as one of the finest 
examples of a British textbook, for the publishers have used 
the best available paper and print and have been lavish with 
illustrations, while the authors, apart from’ being men of great 
academic distinction, have been able to write with clarity and 
precision. Mr. Alan Brews ‘can be congratulated on the effi- 
ciency with which he has revised the book, and his powers 
of expression are at least equal to those of the previous authors. 
Moreover, he has shown skill in picking.out from the literature 
which has been published since the last edition those contribu- 
tions which deserve inclusion. , io mh 

The new volume-can be regarded as a full and up-to-date 
account of obstetrics as practised in Great Britain. It will 
be universally welcomed, particularly by postgraduate students 
working for higher examinations. Although the book is long 
it is not easy to see how the size could be reduced, for it is of 
primary importance’ in a textbook of this kind that full 
references should be made to original work. ‘Indeed, it may be 
argued that the book should be expanded ‘so that in time:it 
can rival the'great American textbooks. 

The new diagrams are not always of the same high quality 
as those of previous,editions, otherwise there is little to criticize. 


The success of the new edition is certain. 


i , ` 


WILFRED SHAW. 


examinations. / 
a practical manual of obstetrics with emphasis on the normal. 


though it is noted that collapse may occur. 


‘that at present it lacks. 
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‘PRACTICAL OBSTETRICS, | 
Handbook of Midwifery. By Margaret _Puxon, M.D., 
ie (Pp. 326.. £1 Ss.) London: Sylviro Publications. 
Si i 


Since the end of the war a number of books on practical 
obstetrics ‘and gynaecology have been added to the literature. 
Many of these take the form of revision manuals for the 
general practitioner’ and those wishing to revise for higher 
Dr. Puxon’s book is of this type : she presents 


The subject is discussed in reasonable detail and the text is 
up to date. The style is that of a book of reference rather 
than a textbook, and the synoptic treatment of many of the 
sections makes it as a whole not very readable. 

The book is marred by some errors of fact and, by the 
doubtful value of some of the advice contained in it. For 
example, the level of the blood urea is not always raised in 
chronic nephritis in pregnancy, and in severe pre-eclampsia the 
baby is often small, not of normal size, as stated. The adminis- 
tration of pethidine by the intravenous route is recommended, 
Surely such 
dangerous advice would be best omitted altogether, since the 
drug can be given safely and with reasonably rapid effect 
by the intramuscular route. The use of ergometrine to induce 
labour has only to be mentioned to be condemned as extremely 
dangerous in any circumstances. The dose of 0.5 mg. of ergo- 
metrine intravenously for postpartum haemorrhage is unneces- 
sarily high and liable to cause side-effects. 

The chief faults of this book are that ‘it attempts too much 
in too small a compass and that it suffers in many instances 
from lack of illustrations. These shortcomings detract to some 
extent from its real merits of completeness and sound 
practicality. : 


i JOSEPHINE BARNES. 


SYMPTOMATIC DIAGNOSIS 


Symptoms in Diagnosis. By Jonathan Campbell Meakins, 

C.B.E., M.D., D.Sc, LL.D. Second edition. (Pp. 542; 

illustrated. 42s.) London: Baillitre, Tindall and Cox. 1948. 
Like Disraeli, many medical authors hate definitions, and 
Dr. Jonathan Meakins makes no attempt in this book to define 
the meaning of “symptoms ” beyond.the statement that they are 
“the patient’s way of telling his story.” This omission may 
explain why much of the work is concerned with phenomena 
generally regarded as physical signs. This is not a true defect, 
however, for the division of the subjective and objective 
phenomena of disease into symptoms and signs is patently 


' artificial, the artificiality extending to books which undertake 


to consider them separately. 
The author follows the customary pattern, considering in 


` successive chapters the body’s various anatomical and physio- 


logical systems and the’ symptoms which arise in connexion 
with them. . The four final chapters on the eye, the ear, nose, 
and throat, the nervous system, and symptoms in psychiatry are 
contributed by specialist colleagues. Dr. Meakins’s great experi- 
ence and erudition are reflected in the mass of factual informa- 
tion presented ; it is not clear to what audience the book is 
addressed, but the detail may be overwhelming for the student. 
In some Sections rarities are accorded a disproportionate amount 


‘of space, and in others forbidding lists of causes will deter the 


faint-hearted. These minor criticisms do not detract from the 
general excellence of the text, and the discussions of cyanosis 
and dyspnoea are of particularly high standard. 
. The inevitable systematic arrangement tends to destroy 
cohesion, and symptoms which cannot be allocated to any 
one system elude consideration—there.is, for instance, no dis- 
cussion of fever. It is.also disappointing not to find a section 
concerned with the technique of. eliciting symptoms, for a 
chapter on history-taking would have given the book a unity 
There are signs of hurried proof- 
reading, and. the reader’s pleasure is sometimes marred by a 
turgid literary style: the author -of Plain Words would not have 
approved of “Increased fragility (of bone) is.demonstrated by 
a predilection to spontaneous fractures.” 


R. Bopiey Scott. 
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A BEDSIDE HANDBOOK 
Bedside Diagnosis. By Charles Mackay Sewaid, M .D., 
F:R.C.P.Ed. With foreword by Sir Henry Cohen, M.D., 
F.R.C.P. (Pp. 372. 17s. ’6d.) Edinburgh: E. ‘and S. 
Livingstone. 1949. 


Dr. Seward points out the wide gap that exists between the 
symptoms complained of by the patient and the contents of the 
usual textbook of systematic medicine, and he attempts to- help 
the student bridge this gulf. The book opens with sections on 


psychogenic symptoms and pain, but the remainder of the text . 


consists of 20 chapters discussing the implications of single 
signs or symptoms. Each chapter is prefaced by a list of the 
common causes of the symptom in question; the underlying 
physiological disturbance is described whenever possible ; and 
suggestions are made for shortening the list of possible 
diagnoses by analysis of the presenting ‘complaint. There 
follow a brief description of the diseases responsible for the 
symptom and an account of the important investigations that 
may be required in diagnosis. 

The author’s plan is sound, and is that followed by many 
clinical teachers in the wards. The information is accurate ; 
where statistics are given they are well chosen; and the work 
‘bears the stamp of a practical physician throughout. The 
book has flaws, though it is only fair to add that these are the 
result of its brevity, for even the common diseases are too 
numerous and too variable to be adequately described in such 
small compass. A notable weakness is lack of information 
-on the diagnosis of diseases of the nervous system, common 
Farta such as disseminated sclerosis, hemiplegia, and 
epilepsy not being mentioned. But as the book is intended 
as a guide to the principles of diagnosis rather than a work 
of reference such omissions can be, forgiven. The publishers 
are to be congratulated on the production, and the price is not 
high by to-day’s standards. : SIDNEY TRUELOVE. 


x 


The twelfth edition of Clinical Methods, by Sir Robert Hutchison 
and Dr. Donald Hunter (pp. 484; 17s. 6d.; London: Cassell, 1949), 
has undergone a thorough revision, for which the authors have called 


‘on ‘the assistance of Dr. R. R. Bomford. Some of the methods and 


phrases that gave an air of antiquity to parts of the previous edition 
have been eliminated, and the text now incorporates modern work 
on “haematology, liver function tests, and elementary radiology. 
Some teachers will note with displeasure that the third and fourth 
heart sounds have made an appearance in the book, and it is surpris- 
ing that a long description of the polygraph has been retained in a 
practical volume of this sort. 
use of large and small type will help the student considerably in the 
difficulty he faces with all his textbooks—the selection of the leading 
facts from the less important details. The illustrations have been 
greatly improved, particularly- those of urinary crystals, This edition 
will be found easier to read and to remember than its predecessor, 
and the book remains equally- important to candidates for Member- 
ship and,the M.B. 


Dr. F. M. R. Walshe’s Diseases oj the Nervous System (pp. "359 ; 
17s. 6d.; Edinburgh: E. and S. Livingstone, 1949) made its/ first 
appearance as recently as 1940, which may be a matter of surprise to 
many of its readers. It has now become a well-established textbook 
and occupies as important a place in the student’s reading as 
‚many senior volumes. In the sixth edition the text has everywhere 
‘been brought up to date. The chapter on neurosyphilis has been re- 
written and the sections on acute poliomyelitis and intracranial 
abscess enlarged. The short chapter on psychoneuroses has been 
retained, and there is a useful scheme of examination of the nervous 
‘system at the end of the text. Dr. Walshe should relieve the student 
who carefully reads this book of the anxiety with which he usually 


` contemplates a neurological -case in the final examination. 


‘In their Elementary Atlas of Cardiology (pp. 108; 99 illustrations ; 
12s. 6d7; Bristol: John Wright, 1948), Drs. Wallace-Jones, Chamber- 
lain, and Rubin have put together a series, of electrocardiograms 
illustrating abnormalities of rhythm and of myocardial function. 
These are the standard records used for undergraduate teaching; they 
and the accompanying legends fulfil this: purpose excellently. The 
authors have.perceived that even in an elementary textbook chest leads 
must be mentioned, and they include IV R, IV F, and CRI. It is not 
clear why both of the first two are decsribed when some other lead 
instead of IV F, such as CR6 or CR7, would have given additional 
information. The book includes a section on the radiography of the 
heart,’ This achieves a succinct. presentation of the principal 

abnormalities, but the. illustrations are not of high quality. 
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INSTRUCTION OR’ EDUCATION ? 
In this Educational Number our distinguished contribu- 
tors are all discussing from different points of view the 
same question. This is a question which has been asked 
since ever there was:a' medical curriculum to reform. 
Is it possible, by integration, to compress the present 
curriculum, ‘overloaded with instruction,. within limits 
that will no longer stultify attempts at education? In 
different keys, but in harmony,, our -contributors say 
yes. All are agreed-that medical students must be 
“educated ” and not merely tutored, or else when in 
practice in an increasingly instructed and science- 


conscious. community their prestige will rightly sink. 


The most serious complaint voiced to-day is tbat as 
the student passes from the premedical to the preclinical 
period and thence to the wards he appears to have learnt 
little of his professed subjects and forgotten more. The 
explanation generally offered is that ‘subjects are pre- 
sented in such a way as to lack demonstrable value for 
the student’s aim of becoming a doctor ;'he thinks them 
futile and frustrating. Some blame, of course, is, laid at 
the door of examiners, but more at the lack of unity of 
the curriculum. Chemistry, physics, anatomy, biology, 
and even physiology appear remote from the student’s 
objective, or so/the critics allege. One means of amend- 
ment proposed is the fusion of anatomy and physiology 
—now in the programme of one school, Birmingham— , 


` and another the integration of all the chemistry from 


first to sixth year under one educational head, as at 
the Middlesex. 
there not room for the inclusion of pharmacology with 


chemistry and for its proper relation to general medi- | 


cine ? No doubt other co- ordinating experiments will 
be tried as. pilot endeavours in other schools. The right 
method .will only be reached by trial and error—in fact, 
by the “experimental ” method. . 

A partial solution of difficulties might be found in 
a co-ordinating committee, or perhaps. even a dean- 
dictator, of education, whose purpose would, be to 
assemble all the staffs, first, second, and third stage 


teachers, and devise' a composite course that would. 


excite the student’s expectations and ‘make clear to’ 
him that however devious the path plotted for him it 
As Professor Smithers says, “ The 
reason for teaching him physics should be to help to 
make him a good doctor, ” and adds that “the best 
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people: to teach physics are perhaps those who them- 
selves engage in research in physics i in relation to biology 
or medicine.” Professor Dodds points out that it might 
be stimulating even for first-year teachers of inorganic 
chemistry to feel that they kept touch with their students 
up to and after qualification, and had an interest in the 
reputation of the profession in the community. “ What 
surely is required,” writes Professor Crew, “is that the 
first-year teachers should hand on to those who follow 
students whose initial’ experience of the university has 
exceeded. their wildest hopes. 

There have been many ‘proposals for improving the 
method by which doctors are trained, but it is unusual, 
to say the least, to find so plainly stated the need to 
improve the teachers as well as the taught and the teach- 
ing. It is indeed remarkable not so much that clinicians 
never have sought instruction or training in the art of 
teaching, as that the men of science, the physiologists, 
the research workers, who can transform themselves into 
clinicians overnight by the acceptance of a chair, have 
not been prompted by their daily practice of the scientific 
method to take a course in pedagogy. The methods 
used by educationists to téach the teacher are described 
in this issue by Professor W. R. Niblett. He urges co- 
operation between institutes of education and schools of 
medicine, and here, perhaps, one of the matters to be 
inquired into might be the training of doctors in the art 
of teaching. Teaching, however, is a small part of the 
great burden that professors now carry. It is too much 
to expect that research, clinical experience, a competent 
understanding of intimate human relationships, admini- 
strative wisdom, and the patience of a good committee- 
man can all be combined in the same person. One way 
~ or another the ardours of research, the art and practice 
of educating, and the pursuit of planning must be shared. 
An older and experienced director of education might 
share responsibility with a younger research professor, 
or perhaps middle age for research and.youth “ to teach 
the young idea how to shoot” and, pace Francis 
Thompson, not “to pour the fresh instruction o’er the 
mind.” All are agreed that educational method through- 


out the curriculum would require a great increase of 


teaching staff and, as Professor McMurray mildly puts 
it, “an alteration of the outlook of ‘at least some 
of the teachers.” Others would add, “of the exami- 
ners too.” There is. naturally some rejoicing that 
adequate payment of clinicians will free more and more 
of them to follow their bént from one school to another, 
from university to university ; that inbreeding' amongst 
clinical staffs will therefore become less prevalent ; and 
that if’and when classes are small enough there will 
really be’ time and space for educational method. 


There is a strong feeling for the seminar or class where 
student and Rachel keenee ideas, for-student as teacher 
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of student, or even for ‘such a pronouncement AS 
Trousseau used to make to his.class at the commence- 
ment of a term, k I expect to learn as much from you 
as you from me.” All teachers are concerned to culti- 
vate the “scientific method” and ,to exercise it by 
example and experimental practice until, like the aseptic 
ritual of the surgeon, it becomes a habit that cannot be 
broken. At the back of their minds is the fundamental! 
distinction between teaching and education, and a feel- 
ing that in the use of the collective-study method there 
js an immediately practical way whereby the student may 
educate himself and from the first day of his entry feel, 
the implications of the last of his pupilage. 

Professor Pickering, as might be expected, claims for 
physiology a foremost place as an educational tool ; he, 
like many another, would see clinical medicine not only 
based upon, but indissolubly permeated with, phy siology. 
He would so far as possible use man, and that man 
often a, fellow student, as the experimental animal. 
Others insist on focusing the phases of study on one 
ultimate intention, each teacher abstracting from the 
great excess of material at his disposal, that illustrative 
part, and that part alone, which will arrest the attention 
of a student intent on his objective of caring for the sick 
—and this the more easily now that function can be 
described in terms of molecular shape. -All the basic 
sciences and many clinical problems are concentrating 
to-day on the molecule as their ultimate target and have 
at service, in the tagged ‘atom, a research Oe of great 
value. 

With agreement on the tiporta of educating the 
medical neophyte in scientific method there appears 
again and again the plea for a humane and humanistic 
approach, an indication of awareness that by concentra- 
ting on the science and despising the art of medicine it 
would be quite possible to throw the baby out with the 
bath-water. Professor Arnott, in his carefully thought- 
- out paper in our opening pages, asserts that “ Science 1S 
disgraced by the,over-zealous application. of elaborate 
technical investigation, regardless of the patient's 
emotional state.” 
much trust in measurements, fallible and delusive as 
they may easily be in inexpert or lazy hands, should 
overwhelm the humanity of the doctor in his compre- - 
hension of his patient. . “ The- training in scientific 
method, whilst providing the student with capacity for 
logical, impersonal, objective thought, should add point ` 
both to.the skill with which he applies his treatment and 
to: the understanding and fellow-feeling that soften “his 
conversation with his patients.” ; 

Thus, though psychology has made but a shy appear- 
ance in these articles, it lurks in every corner, and the 
- prevailing emotional pattern of man” seems unlikely 
to be entirely overlooked. That:is as well, for; as Pro- 
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fessor’ Crew points out, an additional duty is now 


imposed on those who educate the medical student : 
besides. teaching him the methods of his trade, they must 
instil into his mind and character the culture that once 


was the peculiar’ and exclusive prerogative of the 


humanities. A prospective student who reads these 
articles, if he becomes aware that the curriculum pre- 
pared for him is in many ways defective, will neverthe- 


less be convinced that his interests are the subject, of 
great concern to his future teachers and that his own 


endeavours will have a fair field and no impediments. 
A situation that demands precise and unshrinking 
consideration must be faced. The national finances 
are in so precarious a state that thought must be 
devoted to what share of the country’s total income 
can be afforded for the promotion of health and the 
treatment of sickness. 
regarding the dictates of civilized human sympathy, 
must be dispassionate and realistic. This is a matter 


of national policy. . So far as the medical profession is’. 


concerned, whatever material economies may be made, 
however much “ overheads ” may be cut on the hospital 
account, and however distressing it may be to postpone 
the day of palatial health centres, it is clearly a duty so 
to educate the generality of medical men that far from 
declining into little more than “ medical orderlies ”—of 
which there is a real danger—they should, on the con- 
trary, apply their trained intelligence so that their indi- 
vidual service may be effectively spread:over the whole 
field of prevention, social well-being, curative method, 
and restoration to productive citizenship. Education in 
and by the scientific method certainly ; but that method 
must extend into realms where exact experiment is diffi- 
cult, where there are factors that cannot be singly 
eliminated, and where emotion is imponderable but 
dominant. | 








SURFEIT OF DIPLOMAS 


All plans for the reform of medical education are to 
some extent held up by the natural inertia of those in 
control of the medical curriculum at the teaching hos- 
pitals. There is not in medical education the same 
scope for initiative and experiment as there is in general 
education. And all schemes of reform sooner or later 
come up against the formidable’ obstacle of the exami- 
nation. Many earnest words have been written on the 
value of a sound general education to the youth who 
intends to be a doctor. 
the need for a good all-round education in general medi- 
cine, especially for those who intend to be specialists. 
The time may yet come when all who qualify will have 


Much more might be said of ° 


P 


The decision, while not dis- . 


to spend some time in general practice before being ` 


allowed to specialize.. In the meanwhile the drift to 
specialism continues, and the young doctor who seeks to 


\ 


SEPT. 3, 1949 


l 
—_ auai SSsSsSsessesesssFese 


SURFEIT OF DIPLOMAS 





PR l MEpical JOURNAL 521 
avoid the most arduous medical life—general practice—. „contributions to ‘learned societies and periodicals. The 


finds before him a tempting array of special diplomas, 


acquisition of any one of which will enable him to stake : 


his claim as a specialist. 


The Conjoint Board now offers ten Special. diplomas, 


eight of which were in existence before the war; the 


diplomas of physical medicine and of industrial health ` 


have since been added. Since 1938 thirteen provincial 
universities in Britain have made provision for taking the 
D.P.H., a diploma, incidentally, for which there is more 
justification than for many of the others. Nevertheless 


the issue of diplomas on a wide scale to accommodate . 


the different divisions of medical practice illustrates ‘the 
tendency to the atomization’ of. medicine. If this ten- 
dency continues ‘medical men will cease to be“ doctors,” 
men more or less learned, and instead become mere 
technicians able to tinker with’ local parts of the human 
machine. The unfortunate patient, with no one to see 
him as a whole person, will pass along a conveyer 
belt to be assembled, perhaps, by an administrator ina 
central records office. l 


It is worth noting that in recent years those homes of 


real learning, Oxford and Cambridge, have offered only, 


one special diploma each. The worst offenders are the 
Royal Colleges of Physicians and of Surgeons -through 


their Conjoint Board. There is, of course, a financial side 


to the issue of diplomas, and the Colleges may be naturally 
apprehensive of their financial position if, for example, 
the Conjoint qualification, M.R.C.S. and LR.CP., is 
abolished, as ‘was implied in the Goodenough. Report. 
But finance must not be allowed to dictate the policy 


of medical education, nor would one suggest that it 


does. The mushroom growth of diplomas is no doubt 
in large measure due to demand. And such a demand 


is in itself a reflection upon the inadequacy of medical 


education: The foreign doctor, it has been said, looks 
with amazement and -mockery upon the alphabetical 
beads the British doctor can string after his name. 


If we may assume that a specialist will confine him-. 


self either,to a part of surgery, or to a part of medicine, 


or to the combination of the two in obstetrics and 5 


gynaecology, there would seem to be a rational way 
out of the diploma maze. Just as no one is allowed 
to qualify until he has been grounded in the whole of 
„medicine, so, surely, no one should’ be allowed to 
specialize, say, as an otolaryngologist until he has 
proved his general competence as a surgeon. The 
F.R.CS. of England is the hallmark of this general 
competence, and no additional diplomas should be 
needed to indicate that: the F.R.CS. is competent to 
practise as an otolaryngologist, ophthalmological sur- 
geon,. thoracic surgeon, or what else. His special com- 
petence is recognized by his appointment to special hos- 
pitals, or departments of a Nera hospitals, and by his 


‘position of the physician is now somewhat ambiguous 
because of the present policy of the Royal College of 
Physicians in relation to the M.R.C.P. But until now 
the passing of the examination for the M.R.C.P. has been 
taken to indicate general. competence to. practise as a 
medical specialist. What need, therefore, to urge the 
would-be paediatrician to ‘add the letters D.C.H. after 
his name ? Manson and Ross were able to make their 
discoveries without the assistance of the D.T.M.&H., and 
Sir Alexander Fleming hit upon penicillin unaided by 
the D.Bact. now offered by London and Wales. The 
real danger of the special diplomas is that they will 
ease the way to special practice for those who cannot 
pass the test of such general examinations as the 
F.R.CS. and the M.R.C.P. This will lead to a lower- 
ing of standards and of competence, to the detriment. of 
medicine and, of the public medicine serves. ' A strong 
case could be made out for retaining such diplomas as 
the D.P.H. and the D.P.M. The medical officer of 
health applies his art and science in a way quite dif- 
ferent from that of the physician or surgeon. He deals 
with the collectivity and not with the individual. Some 
mark of his special competence would seem to be neces- 
sary. And with the present division between “ mental ” 
and. “ physical” medicine the practice of psychiatry, 
too, must largely be in the hands of those whose special 
training is proved by the ‘possession of a diploma. 

Now’ that the National Health Service has been 
launched the whole question of consultant and specialist 
practice should be reviewed, perhaps by a ‘special com- 
mission ‘of men and women representative of the teach- 
ing centres of Britain. An inquiry into the qualifica- 
tions of consultants and specialists is urgently needed, 
and a long-term policy should be laid down if the medi- 
cal profession is not to drift into the position of accept- 
ing the second best offered by endless permutations and 
combinations of all the letters of the alphabet. 





.PROSPECTS IN THE N.HS. 
“It must be brought home to boys and girls, to their 
parents and school teachers, that there is no profession 
offering a wider range of interests than Medicine, and 
that children of ability need not be deterred from enter- 


. ing the profession through lack of money.” The Good- 


enough Report, - from which this passage is quoted, was 
published in 1944. Have the events of the intervening 
five years made any difference to the prospect before 
the medical student and the newly qualified doctor ? 
The.present is a’ difficult time to answer this question, 
for the manner in which: the National Health Service 
og Goto the Interdeparimenial Commitee on Medical School, 1548, London: 
2 British Medical Journal, 1948, 1, 579. Š 
| 3 The Training of a Doctor, 1948, London. 


4 Hansard, 1949,-May 24, col. 1 097. 
5 rth Medical Journal’ Supplement, 1949, 2, pp. me and 93, 
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will develop cannot yet be foreseen, and the period of 
transition’ which began on July 5, 1948, is likely to last 
for a long time. At the medical schools also the last 
few years have been exceptional because of the effects 
of the war and of compulsory service in the Forces. 

In one direction a great change has already come 
about. A student who passes the stiff hurdle of 
entrance into a university can now more easily obtain 
financial help, if he needs it, than ten years ago. Even 


` parents who may be considered relatively well off are 


finding the burden of paying for the medical education 
of their children increasingly heavy, and it seems certain 
that as time goes on more and more medical students 
will receive financial assistance from the State and from 
local education authorities. A university or ‘college 
scholarship will continue to be a distinction for excep- 
tional ability. Early in 1948 the Minister of Education, 
replying to a question in the House of Conimons, stated 
that the Ministry was making at that time 2,540 grants 
to medical students? ; no figures were available to show 
the number of similar grants given by -local education 
authorities. Parents of a boy or girl who has succeeded 
in entering a medical school and who can show that 
the cost of the medical education of their child would 
be a crippling expense should apply to their local educa- 
tion authority for information about the grants available. 


What of the prospect before the newly qualified 
doctor ? Certainly the salaries of junior posts in the 
hospital service are better than they used to be. Fur- 
thermore, entry into the superannuation scheme dates 


` from the time of taking up the first appointment. Every 


encouragement should be given to the young doctor to 
widen his experience in hospital after qualification, and 
doubtless it will not be long before one of the conditions 
of registration will be, in the words of the Goodenough 
Report, “a compulsory period of approved and respon- 
sible clinical practice under supervision.” In The Train- 
ing of a Doctor the Medical Curriculum Committee of 
the British Medical Association discussed “the intern 
year” at some length and made many sensible sug- 
gestions about how the work of the “ interns ” should be 
arranged.” There is still keen competition for house 
appointments -in teaching hospitals, but the newly quali- 
fied doctor who fails to “ get on the house ” may stand 
a good chance of obtaining an appointment at one 
of the satellite hospitals associated with his teaching 
school, and he will be able thereby to keep in touch 
with, experienced teachers during this important stage 
in his career. It is when he has finished his junior 
house appointments that the young doctor is faced with 
a number of difficult decisions. If he has decided to go 
into general practice or into one of the Services—inclu- 
ding tlie public health and colonial medical services—he 
can make his plans accordingly, but if he wishes to 


specialize or to remain in the hospital service he would 
be wise to consider carefully what his chances*are of 
reaching the position which he desires. During the past 
30 years young doctors have been increasingly atttacted 
to specialist work. If anything the N.H.S. increases the 
attraction, and competition will be keener than ever. 


The way to a specialist appointment is ordinarily 
through the grade of registrar. It is not essential for 
a registrar to hold a higher degree, but at some hospitals 
the chances of candidates without the M.R.C.P. for 
medical and the F.R.CS. for surgical appointments 
would be very poor. The pressure onthe aspiring 
specialist to take one or more of a “surfeit of diplomas ” 
is also increasing. It is, as it used to be, the step from 
registrar to specialist that is the most difficult. It was 
not uncommon for the man or woman who wished to 
obtain an appointment on the staff of a non-teaching 
hospital to go into practice in the area served by the 
hospital and wait for a vacancy. An established local 
practitioner with the necessary hospital experience and 
qualifications stood a good chance of securing the 
desired advancement. The more impersonal method 
of selection in the National Health Service has raised 
doubts whether he is now so likely to succeed. Many 
registrars are at present. gloomy about; their prospects, 
but there is hope in the fact that the hospital service is 
far from the stage of full development. In the debate 
on the Second Reading of the National Health Service 
(Amendment) Bill, Mr. F. Messer, the chairman of the 
Central Health Services Council, said about the hospital 
service: “ We cannot look for contraction ; there must 
be expansion.” He added that there were areas in the 
country in which the hospital service was inadequate, 
and that in these areas there will be a need for more 
specialists.‘ 

For the doctor who wishes to. enter general practice 
things are easier in one respect than they used to be and 
harder in another. . He can, of course, enter practice by 
‘putting up his plate in any open area with the permis- . 
sion of the Medical Practices Committee. For those 
who prefer the more usual approach to.general prac- 
tice no capital has to be found nowadays for the 
purchase of a practice in the N.H.S. (though the pur- 
chase of a house may mean heavy expenditure), but the 
doctor who wants to obtain a practice must submit 
a formal application for an advertised vacancy. The 
number of applications to fill these vacancies is large 
at the present time, especially when the practice is 
in an area which is popular with doctors. Another 
difficulty for the man or woman seeking to set up 
in practice lies in the fact that certain areas of the 
country are “closed,”? the Medical Practices Commit- 
“tee having decided that the number of doctors under- 
taking to provide general medical services in them is 
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to-day as monuments of. wise local government and 


an. assistantship if he wishes to enter general practice, _ excellent teamwork among the officers of local authori- 


and this is probably the best way of being introduced .- 
- to it, especially if he becomes'a`trainee assistant under 
the guidance of a principal selected to train entrants to. 
general practice. Many principals seek an assistant with 
the intention of offering a partnership if the assistant 
proves his worth. During. the next few. years the distri- 
bution of general practitioners throughout: the country 


will be changing, and it may be some time before . 
the new machinery works smoothly. Practitioners who . 
` require advice about the method of entry into general’ 


practice should make use of the Medical Practices Advi- 
sory Bureau, which the British Medical Association set 
up at the end of last year; one of its functions is to 
introduce partners, ‘assistants, and locums. The Bureau, - 
which maintains an information service about openings 
in the various fields of medical practice, may also be 
able to give helpful advice to specialists :and others 
seeking appointments outside general practice. 


a 


TRAINING IN PUBLIC HEALTH 


The scope of preventive medicine is being constantly 
enlarged. No single practitioner can now be expert in 
the whole subject, and some degree of specialization 
has become essential. At one time, for example, the 
health officer was expected to have a detailed knowledge. 
of. the young science of ‘bacteriology ; but such great 
advances have now been made along this road that even 
bacteriology applied to hygiene is itself a lifelong study. 
The practice of public health in the field is also limited 
by political considerations, and teaching should take 
note of changes brought about: in this way. From the 
beginning of the present century—to choose a simple 


ilustration—preventive medicine has become more and- 


more closely linked with personal health. In the mean- 


time many of the environmental servicés have become. 


so highly developed technically that they have‘ been 
rightly handed over tọ the architect and the sanitary 
engineer. The medical officer of health gladly shoul- 
dered the burden of maternal and child care, and played 
a .notable part in the evolution of the statutory 
schemes for the prevention and treatment of tubercu- 
losis, venereal disease,. crippling : conditions, and other 
social handicaps of great importance to. the’ nation. 


These services were built up in a comparatively short“ 


time to a remarkable state of efficiency. 

In the year 1929 a large number of hospitals came 
under the direct administration of the medical officer of 
health, and in the course of the next ten years many of 
them were transformed from typical “ poor law institu- 
tions” to progressive modern hospitals.’ They stand 


‘1 Lancet, 1942, 1, 343. 
2 British Medical Journal, 1949, 2, 326. 


ties.. -Nevertheless hospital administration was apt to 


_ take precedence over the proper functions of the medi- 


-cal-officer of health. He has. no reason to deplore the 
recent restoration of hospital and other remedial ser- 


‘vices to the fold of clinical medicine, for he ‘should 
‘now have time and opportunity to concentrate on his 


own job. = 


Postgraduate teaching in públic health was slow to 
follow these progressive changes. In the past, it has to 
be admitted, the ‘study of the personal health ser- 
vices was only sporadically introduced into the course, 
while, the intricacies of bacteriology and chemistry still 
received too great a share of the student’s attention and 


, loomed too large in the examination for the D.P.H. At 
_ the end of the last war, however, a new syllabus came 


It was intended to cover an interim 
period- “ while the new medical services are taking 
shape.” The nine months’ course for the full D.P.H. 
was retained, but the first three months were to 
be devoted to a general review of the -health ser- 


into „operation. 


vices. A Certificate in Public Health was given to those 


who passed an: examination at the end of this period of 
‘study. It was believed that a. large number of students, 
content with the certificate, would then proceed to 
advanced, clinical work in paediatrics, tuberculosis, and 
the like. In fact nearly all the students go on to take 
the full coùrse for the diploma in public health. 


This interim curriculum is- already out of date, and 


the courses for the diploma are being adapted to keep. 
\ „Pace. with the times. 


In particular, more attention is 
being paid to practical social work, to industrial health 


_ problems, and to the vast field of epidemiology. . Elec- 


tive subjects are taking their place in the curriculum 
here as in the United States, and stress is laid on the 
day-to-day observations made by the student in his 
notebook. , Public health is not only not in decay: it 
has not nearly reached maturity. As Sir Farquhar 
Buzzard said in a Harveian Oration eight years ago: 
“ It exhibits precocities of growth and promise of fur- 
ther development. It has already accomplished much 
in its fight against slums, dirt, infection, and industrial 
disease. It. has done much indeed for the health of 
mothers and children. In short, the history of our 
public health services is one of which our country may 
be justly proud.”? 


It is necessary to think well esd if the framework 
for the new public health service is to be soundly con- 
structed. If the present course for the Certificate in 
Public Health were to be given in the undergraduate 
years it should be easier for the general Practitioner and 
the health officer to work more closely together to pro- 
mote health of mind and body. This task has always 


+ 
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' been hard, and it'is not likely to be made easier in the 


` near future.. For one thing the’Government, preoccu-- 


pied with working a statute which is mainly concerned 
with the sick, is busy with remedial care ; for another, 
the medical practitioner, as yet untutored in prevention, 
is consulted only when people are ill. The local health 
j authorities are still smarting under the blow which tore 


from them the hospitals in which: they took so much 


pride. ` And the multitude care little about health sO 
' long as they are reasonably well. 

The health officer’s special responsibility is to , safe- 
guard the ‘health and well-being of the community he 
Now that he has been relieved of his clinical 
burdens he can give his full attention to the study of 
health and: of the foundations of disorder—epidemio- 
logy in its broadest sense. In this territory he should 
' once again be a pioneer.- Further, the medical officer 
of health has a clear duty to translate the technicalities 
of science applied to hygiene into terms which the public 


can understand. , The basis of local government in this E 


country is the’ presentation of expert knowledge in such 
a way that the layman can grip it and act upon it. The 
. M.O.H. is an interpreter. If these principles are right, 


- then the course for the D.P.H. should be educational’ 


rather than narrowly vocational. On the one hand it 
. should give the student an understanding of how the 


sciences can be applied to the practice of health, and , 


on the other it must afford abundant opportunity for 

him to grasp the social functions of mediciné—the study 
' of man in relation to his home and his family, his work 
and his play. 


The prospects of a career in ‘public health have never , 


been better. The work is interesting, and there is wide 
scope for experiment and imagination. The ties of 
office work have mercifully been loosened since the 
National Health Service Act came into operation. 
Financially the rewards of a career in public health will 


always be less than clinical medicine can offer, but it is’ 


encouraging that the dispute between the, British Medi- 
cal Association and the local authority associations 
about the remuneration of puble health medical officers 
was settled a few weeks ago.” The representatives of 


‘the local authorities have now agreed’ to take-part in the. 


formation of .a medical functional council under the 
Whitley machinery, and doctors in the public health 
service have the satisfaction of knowing that- their case 
for improved scales of salary must now be heard. 





` TEACHING OF MEDICAL BACTERIOLOGY 
Medical bacteriology is not a subject which can easily 
be compressed. .The medical student must know how 
infections spread, how the body defends itself against 


them, how sometimes bacteria overcome this defence, how 
they produce toxins, the nature of the tissue -damage 


& ~ 


jing of bacteriology should be in four ‘stages : 
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they cause, and how death or recovery takes place. For 
practical reasons he must be taught what specimens to 
take, how and when to take them, and: the information to 
send to the laboratory with them. He must also be familiar 
with skin tests in common use to indicate infection or sus- 
ceptibility and know what preparations are used for pre- 
vention’ and treatment. The student’s understanding “of 
future developments in the diagnosis, prevention, and 'treat- 
ment of bacterial disease will depend on his knowledge of 
the nature of bacteria and, in particular, their metabolic 
processes, for it is interference with these which seems to 
offer greatest hope for the control of infectious disease. 
One of the problems of the teacher of medical bacterio- 
logy is to give a balanced review of the subject in all its 
aspects within the limited time allowed in the medical curri- 
culum, and: in this, connexion Professor R. Cruickshank’ 
has recently made some constructive suggestions. He very 


` rightly maintains that bacteriology should not be taught in 


isolation, but should be integrated with other subjects, par- 
ticularly with pathology, epidemiology, and clinical medi- 
cine and surgery. Demonstrations, | tutorials to small 
groups, and bacteriological clerkships all have great educa- 
tional value. Professor Cruickshank believes that the teach- 
during the 
biology course ; in an introductory course in general patho- 
logy’; in an intensive course in pathology and bacteriology 


to be taken after at least one year of clinical work ; and 


during bacteriological clerkships in the final year. Such a 
scheme obviously has great advantages, but some medical , 
schools may find it requires too much time. 

The proposal that instruction in the principles of bacterio- 
Jogy should be given during the biology course is valuable. 
If included towards the end of that course the subject would 


. catch the student’s interest as something obviously’ related 


to his future‘work. There might, however, be a danger of 
reducing the load in one course by overloading another. 
The inclusion of bacteriology in an introductory course 
in general pathology puts the subject in its proper perspec- 
tive for a medical student as a branch of pathology. 
Another object of the introductory course is`to bridge the 
transition from “ the familiar and normal to the unfamiliar 
and abnormal.” At this stage the approach should be 


‘from bacterium: (much about the bacterium) to patient ` 


(only a little ‘about the patient). When the student is 
ready to cross the bridge his teacher should cross it with 
him by leaving the class-rroom and going into the. ward. 
The approach would then be from patient to bacterium. 
Students, under supervision at first, would study the patient, 
consider what, if any, bacterial cause there might be for 
his illness, take the appropriate specimens, and either follow l 
or themselves carry out the examination in the labora- 
‘tory. Finally, there would be discussion with clinician 
and pathologist of modes of infection, pathological! changes, 
treatment, and prevention. 

Such a method of teaching small groups of students 
would give a balanced view of bacteriology and integrate 
it with other subjects. Many teaching hospitals have a 
number of bacteriologists on their staff, and all should be 
called on for teaching ; but it might be more difficult to 
‘find suitable teaching laboratories. After this period of ' 
‘work under supervision the student should be able and be 
2 St. Mary's Hosp. Gaz. 1949, 55,35. , 
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required to work on his own. 


he should be expected himself to take and examine speci- 
mens from his patients. 
will he really learn. 


TEACHING OF TROPICAL MEDICINE 


TEACHING OF MEDICAL BACTERIOLOGY 


Only by accepting responsibility. , 


At the present time there are three centres in this country ~ 


at which postgraduate courses of instruction in tropical 
médicine are given: these are in London, Liverpool, and 
. Edinburgh. The length of the courses is about five months, 
and the students then sit an examination for a diploma in 
tropical medicine and hygiene. That in London is con- 
ducted by the Conjoint Board, and those in the other 
centres by the universities concerned, Their original pur- 
pose was to fit medical men for clinical practice in the 
Tropics, essentially to familiarize them with a variety of 
diseases of which they learn little or nothing in the ordi- 


nary qualifying medical curriculum in this country. Among . 


the diseases which are of more peculiarly tropical distribu- 
tion those due to protozoa, to spirochaetes, and to hel- 
minths are of very great importance. The study of these 
cannot be confined to the more rigidly clinical aspects of 
their diagnosis and treatment; it entails an introduction to 
subjects largely foreign to the graduate in medicine in this 
country. It is impossible to. understand the parasitic 
diseases of man without a sound knowledge of the para- 
sites causing them and of the vectors which convey these 
parasites. The student’s course of study. must therefore 
include clinical parasitology and medical entomology and 
zoology in order to’ give him sufficient knowledge to 
undertake ordinary tropical practice. 
ments of the curriculum are thus wide, and not least of 
the difficulties for the student is the ce of an 
extensive new vocabulary. 

-Learning the facts about tropical diseases is largely 
valueless in medical practice without skill in the technical 
examinations which are necessary for diagnosis and for the 
control of treatment. The help of a laboratory, so easy. 
to obtain in this country, is but rarely available in the 


The basic require-’ 


_ British 


S 


Tropics, and the medical practitioner there must be his _ 


own clinical laboratory technician. To give him confi- 
dence in his ability to do this work a large proportion of 
his time in training must be spent in the laboratory if he 
is to acquire the necessary technical proficiency. The need 
for this is great, for teachers have found that many post- 
graduate students coming for training cannot even use a 
microscope competently. In addition to essential instruc- 
tion: in tropical diseases the three courses now include a 
wide range of subjects such as ethnology, nutrition, sani- 
tary engineering, field surveying, public health practice, 
epidemiology, and vital statistics. That adequate know- 
ledge of each of these can be acquired by the student in 
so limited a period is doubtful, and in -the attempt to 


absorb it there is a very real danger that the facts neces-. 


sary for the ordinary: practice of his profession may be 
obscured. 

Restriction of a curriculum to assimilable proportions 
without omission of essentials is a problem common to 
all branches of: medical education. In this case the pri- 
mary object is to equip the medical graduate for his imme- 
diate duty as a general practitioner in the Tropics, and a 
preliminary course of study might well be limited to this. 


During his medical clerking After experience in the Tropics the practitioner would 


have first-hand knowledge of the medical problems of his 
own district, and he would know which were capable .of 
-Solution by his own efforts. Armed with this knowledge, 
he would be in a far better position to seek and to assimi- 
late a wider range of information to this end. Those who 
advocate a preliminary course of instruction in tropical 
medicine of rigidly limited scope and of severely practical 
aspect have a strong case. Ata later date medical officers 
with practical experience in the field could take a more 
advanced course of study. The preliminary course might 
be followed by an examination, which would in effect 
afford a certificate of competence to practise medicine in 
the Tropics. The advanced course would be much less 
stereotyped and could be varied to meet the needs of 
individuals; an examination after this course might be 
dispensed with. . 


l THE B.M.S.A. 

Though the British Medical Students Association has to con- 
tend with the problem of all student bodies in that after 
a short time medical’ students—or most of them—become 
doctors, it continues to flourish and to increase its activities. 
It confines its work to studying and trying to fulfil the needs 
of medical students as medical students and eschews poli- 
tical controversy and other’ ulterior affairs. Its wholly 
laudable aim is to increase co-operation between medical 
students themselves as well as between them and the medi- 
cal profession, students of other faculties, and students 
overseas. Several times a year it holds clinical confer-_ 
ences at various centres, where authorities on different 
aspects of medicine give Jectures and demonstrations, and 
three times a year it publishes an excellent journal. The 
Medical Students Journal, which is edited by 
students and has a circulation of over 4,000, contains 
articles both on clinical medicine and on its historical and 
cultural aspects. Last year the association also published 
a diary for 1949—an enterprise that will be continued each 
year—which includes many pages of tabulated clinical and 
pharmacological information. It is a useful pocket-book 
for the medical student, though he might be wiser to leave 
it outside the examination hall with his textbooks. 

The association’s annual general meeting, which is to 
be held at Edinburgh on Nov. 11-13, is attended by repre- 
sentatives of the constituent bodies. These are the great 
majority of the medical schools in Britain and Northern 
Ireland. -As a result of decisions taken at last year’s 
meeting the association inquired into billeting fees paid by 
students taking their midwifery course. They were found 
to vary from £1 to £3 a week, and it was suggested to the 
Minister of Health that they should be a charge on the 
Hospital Service. He did not agree, and contended that it 
was a question for the medical school or university. 
Another problem investigated—and this time with greater 
success—was the ex-Serviceman’s grant. A meeting was 
held with the Ministry of Education, and certain anomalies 
were adjusted. The B.M.S.A. is playing a useful role in 
investigating students’ problems and advocating solutions to 
them. It deserves the backing of all medical students, for 
no case,- however good, can succeed unless it is well sup- 
ported by the evidence and effort of the majority of those 
concerned. 


- 
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. TRAINING OF THE TEACHER 


-Shape lessons of many sorts, how to make effective contacts - 
with children of differing temperaments and abilities. 
During their periods of practice they are encouraged to 
look upon ‘teaching as-an art and a craft calling for great 
demands-not merely upon their knowledge of a subject but 


ing an audience and helping it to learn. ot 


At least fifteen thousand teachers are .sent néwly trained - á 


`, Into: the schools: of the nation every year. Most of.them 
- are trained in collèges which offer a two-year course, but 
teachers who: take up posts in secondary grammar schools. 
and an increasing number. of those” joining, the staffs of. 
other types of-secondary school are -graduates who have- 
had in all a four-year -period of training—the first three 
years being spent.at a university in reading for the degree 
of B.A. or B.Sc. and the year after graduation in a university 
education department. - ` e » 
During his three years” course ‘the undergraduate '-will 
have been fully occupied in his academic studies and will 


Social Factors in Learning : 

Clearly there is much in common between the training 
_of a doctor to be a good doctor and a teacher to be a good 
teacher. It is significant that in these days there should be 
an increasing emphasis in teacher training upon .the impor- 
tance of social. factors in learning, just as there is an 
increasing emphasis upon social factors in medicine. Simi- 
larly, it is realized more and more that the individual child 
~cannot be understood simply as an individual. He must 
be seen as intimately influenced by the family in which 
he has been brought up, the social class to which he belongs, 


have concentrated upon securing the best degree he-can his environment of street and newspaper and public opinion. 
in the subject or subjects of his choice. The postgraduate. Educational psychology is to be seen as a branch of social 
. year of training is therefore-a year during which his mind psychology. ` The time allowed for discussions -in small 


and personality have to be acclimatized to the idea of groups between students and -their lecturers has its . - 


counterpart in the case of students training to be doctors. 
The training of the teacher, whether in a two-year train- 

1 capacity or deficiencies as a teacher of ing college or in a university education department, is not 
boys or girls,- © > = ~ - of course to be thought of only as a narrowly professional. 
But the task of a university education department’ is- business. If the student is to make a good teacher he must 
much -widér than that of- giving a student various hints. during the whole time of his training be enriching his 
and tips:about the techniques of teaching in the classtoom humanity. It is important that his capacity for experience 
and of providing chances of practical experience of such should be increased as well as his knowledge of education 
teaching. It-is~true that the total length of the course is asa subject and his skill as‘a practitioner. The experience 
‘quite short. It amounts to about thirty weeks in all, of students can be stretched: in many ways, and Use can be 
perhaps seventeen of them spent in lectures, discussions; made of the arts, the novel, the film, and also of travel. 
and classes at the university and the remainder in “teach- It is important that students training to-be teachers should 
ing practice ”`in schools of various types. In these thirty not ‘merely read textbooks upon’ child development or 
weeks the student has to be introduced ‘to’ some of the methods of teaching, but stories-about childhood and the ` 
social, philosophic, and psychological bases of education. childhood parts of various autobiographies. . It is very 
-Ajl university education’ departments are anxious that enlightefing to thém also to read something about educa- 
students should not think of the job of teaching simply ‘tion in primitive societies. Such absorbing studies of life 
as one of instructing John and Mary in-a particular subject in primitive societies as Margaret Mead’s- Growing: Up in 
or subjects. The education which a nation gives to its -New Guinea or Coming of Age in Samoa are valuable 
children, is an intimate expression of its social and national books-upon education itself. ` ` i ; 
purpose and character: the children of a nation are its l 
future. It isnot merely what they are ‘consciously taught |. 


-in schools that will matter but the unconscious presupposi- Since the war, great developments have been taking place 
. Hons’and values which the school-as a society will impart “in the organization of teacher training in this country. The 
to them. 2 i as obs: country has been divided up into regions, each ‘with an 
A very important element in the training given to the institute of education centred upon a university. Hence- . 
‘teacher is bis study of thé psychological development of forward these institutes will be responsible for the training 
- children.. Such ‘instruction as he receives on the psycho- given to teachers within their area. This will inevitably 
logy of childhood is no substitute, of course, for personal bring about the gradual development of much closer rela- 
understanding of children as human beings. But ‘some tionships between the two-year training colleges (which -in 
knowledge of human psychology can undoubtedly deepen due course will offer three-year courses instead of two- 
- understanding ‘of child behaviour and mental growth. A ‘yéar) and the universities themselves. The Ministry of 
_ certain-number of lectures are given to students upon the Education will.in future recognize as qualified teachers 
, physical development of: childhood and upon principles only students who have secured a qualification awarded by 


teaching. It may have been some years since he has even 
been inside. a school, and he is not likely to’ be very well 
aware of his own 


ang ‘a 
~ 


i Institutes of- Education 


of health. There may be lectures, also, upon the history 
of education in this country, contemporary educa- 
tional developments in- other nations, and the general 
administration. of education. 
All-the lecturers in an education department are them- 
selves teachers of experience, and students take part with 
them in discussions on teaching methods. During the year 
the students have experience of trying to teach boys and 
girls of various ‘ages. This gives them a chance of learn- 
ing how to co-operate with themselves as teachers, how to 


one or other of the institutes of education. 
But institutes, like medical schools, are not concerned ~ 
only with the initial training of teachers. A very impor- 
_ tant part of their work will be in “ postgraduate ’-education ` 
—in the continued training and education of- teachers 


- already in the field. In the past there have been, of course, 


summer schools, refresher courses, and evening lectures for 
.teachers who cared to attend them. -With the coming of 
institutes of education, however, the scope and provision of 
such methods of continued training will be much enlarged. 
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Post-certificate ‘qualifications for trained teachers are likely 
to come into existence in considerable numbers. Thus a 


graduate who has had an initial year of teacher training. 
immediately after receiving his first degree will beable to add ©.” 


to his qualifications as a teacher by taking a more advanced 
diploma after having-taught for some years. 
general in character or of a specialized sort—é.g., a dip- 


loma in primary-education, or religious education, or the’ 


administration of education. Corresponding qualifications 
_ will also be open to-those who have qualified as teachers 
after a period at a two-year training college. 


~ 


Educational- Research ` 


A third concern of an-institute of education is with the 


` organization and encouragement of educational .research. 
Here again there is a parallel with the centres of medical 
education. ` In all the five main fields of éducational investi- 
gation vast territories remain to be discovered—in the socio- 


logical, psychological, historical, comparative, and methodo- - 


logical fields. Educational ` research is not to be regarded 
simply as a matter of discovering more about actual. 
methods of teaching in the classroom or about more eff- 
cient means of examining children at‘ various stages’ in 
their school career. We need to know much more than-we 
do about, for example, the - educative influence of the 
cinema, the adaptation of: the school curriculum to fit con- 
` temporary needs ‘more effectively, the influence’ of class- 
room and school design upon: the education given within 
‘the buildings which have been. put up. ‘The curriculum 
` itself in most types of school is what-it is for traditional 
rather than really educational Teasons. 


Most institutes of education are building up libraries of. 


books available for loan to tédchers in their area. They 
` have already begun to publish accounts ‘of experiments 
and researches which are taking place under their auspices. 
Indeed, an institute which: is really awake will:be seeking 
out and -encouraging all sorts of investigations, projects, 
and néw methods within. the schools and. colleges `of its 
area. It will act as.a focus and fertilizing place for vital 
_ ideas on many educational matters.. 


There is an obvious parallel between the work of -uni- 


versity institutes of education’as they are developing and - 
‘medical schools which specialize in postgraduate education 
and advanced medical research. It may be, however, that . 
- in institutes of education continued teacher education and 
the findings of educational research are brought into closer 
relationship -with one another than is sometimes the ‘case ` 
in medicine. As time goes on the need -is likely. to become 
more apparent for a closer linkage between institutes of 
education and’ the departments ‘of medical’ schools con- 
cerned with child: health, mental health, and social medi- 
cine generally. The doctor i in ‘training and the teacher in 
training have much -to give to one another,’ and, SO have 
the staffs engaged in training them. 





n The Central Council for Health Education held a summer 
school at the School of Domestic Economy,’ Eastbourne, from., 


: July -28 to August 11 under the direction of the Council’ SER 
- Medical Adviser and’ Secretary, Dr. Robert Sutherland- This . ; 


year not only’ the subjects.but the method of study were ‘of ° 
_ interest to ‘both pupils and tutors. The subjects were “ The 


-- Nature and Needs of Man ” and“ The Contents, Principles, . 


- and Practice of Health Education, ” and the method of study 
was that of ‘tutorial group discussion. ` A short consideration 
of the theory and method of group discussion completed the 
course, which.was supplemented by~the showing of films and ` 
a display of health education material and books. .The students : 
were drawn from all fields where health ‘education is of 
_importance. ; = : 


This may be ~ 


- iñ the State examinations. 
- to bring their nursing -to a higher level have generally 


_ NURSE-TRAINING AND ‘LEGISLATION 
` -RETROSPECT AND PROSPECT 
>. ~  _. [FROM A SPECIAL CORRESPONDENT] 
When the Nurses’ Registration Act was passed in 1919 after 
long struggles and much controversy. it was assumed that 


the field had been won. The goal on which the nurses had 
set their hearts was the formal! recognition of nursing as 


‘a profession. This implied a recognized qualification, and 


the qualification had been found in State registration.” Since 


=, that-time nurse-training has become more and more a 


process of obtaining the greatest possible number of passes 
Efforts to help other countries 


included the.imposition of a State diploma and of minimum 
requirements not unlike ours—e.g., a three-year. training 
course. Clichés such as “the one portal of entry,” “ raising 
the ‘standard of the profession,” “professional self- 
government of nurses by nurses,” have largely dominated 
the thinking of nurses and have raised a barricade against 
help which might have come from outside. 

z Is it possible that the paradoxical situation which exists 
to-day, when in spite of the steadily mounting numbers of 
student nurses and pupil midwives entering the training 
schools since 1938 a grave shortage of nurses: and - mid- 
wives for the hospitals still persists, is due in some measure 
to a too rigid allegiance to the principle -of State registra- 
tion? To ‘approach the question from another aspect, 
would anyone claim that the essential art of nursing has 
made any appreciable -progress in the last twenty or thirty 
years ? Has there been any real research into nursing skills, 


nursing practices—one is tempted to add nursing supersti- 


tions? Discounting the. effects of modern equipment, 
modern. methods of heating, etc., can the patient entering 
hospital to-day be sure that the nurses will know better 
how to ensure his comfort and the well-being of his mind 
and body than they would have done twenty years ago ? 
The delicate and elusive art of making the patient comfort- 
. able is the- very heart and essence of nursing—without it 
theré is no value in all the talk of “raising standards.” It 
may be that some of the, “ wastage” -and restlessness so 
evident among young nurses is due to frustration—they 
were groping towards this ideal when they entered hospital 
and they have found their days ruled by a flurry of ward 
routines- and by the cramming of indigestible ‘ theory ” 
related to the State examination syllabus rather than to the 
work they are doing in the wards. 

-The purpose of these notes is to suggest that the mainten- 
ance ‘of State registration in its present form has in fact 


- hampered the evolution -of nurse-training rather than 


assisted it. -To trace the processes at work we must look 
further back than the Nurses’ Registration Act of 1919, 
and further vials than the nursing profession. 


E . -The Evolution of Nurse-training 


When Miss Nightingale founded a training school for 
nurses in 1860 with the fund raised in her honour by a 
grateful nation shé sowed the- seed for the cultivation of 


` nurse-training schools. Other fine training schools sprang 
- „up and made a great name for themselves, but there was one 


‘difference—none had the separate endowment and financial 
independence of the hospital which the Nightingale School 
had. From’ 1860 to 1948 the nation made no grants for the 
training of its nurses. The nurses themselves have largely 
‘financed their training by the services they have rendered 
to the hospitals. It has long been recognized in the hospital 


2 - 


\ 


. State aid is not given in order that the 


- the hurdle of the State examinations. 


~ actual conditions met in the wards which ev 


. government.” 
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world that the most practical and economical way to staff energies are already fully employed in the wards rebel 


a hospital is to set up a training school and attract a large 


. body of student nurses—totally disproportionate, very often, 


to the number of trained staff employed. Even the General 


on this score. State-registered nurses were found to have 
had serious gaps and omissions in their experience, and to 
have spent a totally disproportionate amount of their train- 


Nursing Council, which -administers the Nurses Acts, is ~ ing time in some ward or department where their experience 


financed by the examination and registration fees of nurses, 
self- 


so much have nurses been willing to give for “ 

When we look at. other professions and the means 
whereby their practitioners are trained we see a different 
scale of values. Other great liberal professions have not 
accepted or imposed one uniform national examination and 
qualification—imagination shrinks from contemplating the 
results if this had happened in teaching, for instance. Uni- 
versities and training colleges have been free, have been 
given the strongest encouragement, to develop their own 
individual and characteristic.courses, and it has been taken 
for granted that the State should help to finance them, to the 
tune of many thousands of pounds a year. Moreover, this: 


the State in a particular capacity. 
A comparison ‘of the working’ of the two systems may 
explain some of the differences in the results. 
At the time when the Nurses’ Registration Act was passéd. 
a-number of hospitals were able to award a training certifi- 


‘ 
` 


graduate may serve to obtain the necessary staff. 


+ 


was of use—all because of the labour needs of the hospital. 


Drawbacks of the Present System 


In recent years the General Nursing Council has tried 
to effect reforms by appointing inspectors of. training ` 
schools, by refusing approval to small hospitals-not offering 
adequate experience, by attempting to ‘impose a uniform 
educational test for entrance to all hospitals, no matter 
what the level of their teaching, and by making their 
requirements more stringent in various ways. The real 
authority behind the Council’s: requirements, however, is 
not the power to give help to the training school or to with- 
hold it, but simply. to withdraw -approval of the training 
school, which seriously handicaps the hospital.in its efforts 

A large amount of the nursing work of the country has 
always been undertaken by nurses who have no training 
Certificate. The services of these people were needed in ` 
1919, and the country has continued to rely on them up to 
the present day. It is typical of the British outlook that, 


cate which was recognized as the mark of. a well-trained While the “one portal” of State registration was imposed 


and ‘skilled nurse. Other hospitals, though not so famous 
for their nursing, were able ‘to attract enough `“ proba- 


- tioners ” for their training courses, which varied a good deal 


in 1919, the existence of this large body of nurses who 
would never attain to it, but whose services were needed, 
was politely ignored until 1943, when the Nurses Act pro- 


in value.. For, some years the leading training schools:still- vided for a second national standard-—that of the assistant- 


regarded their own training certificate as the true test of a 
nurse’s ability, and in some cases the standard was higher 
‘than that required for the State examinations. As time 
went on, however, policy dictated that nurses should be 
prepared for the State examinations, and few hospitals, if 


any, Can: spare their nurses time now to adventure widely in 1919. 


outside the confines of the State syllabus. This has led to 
an artificial levelling down as compared with the heights 
which might have been achieved. At the other end of the 


nurse—and for the réstri¢ted use of the title “nurse.” It 
is interesting to speculate whether the shortage ‘of the 
practical nurse ” would be so acute to-day, and the number 
wishing to be assistant nurses so few, if the existence of and 
the need for the assistant nurse had been frankly admitted 

The 1943 Act still further hampers. the hospital's efforts 
to find nursing staff by restricting it to the State-registered 


) nurses or enrolled assistant nurses (admittedly far too few - 
. scale more and more hospitals came to see that their only for present needs) or to those taking a recognized training 


hope of attracting that economical and manageable unit of course. Thus we have the hopeless situation in which the 


-labour, the “probationer,” lay in opening a training school 
and offering the training course required for the State 


General Nursing Council tells a hospital it can no longer 
be a training school because it has not enough beds in use. 


examinations. Then it was found that the hospital-would The hospital must then send away the student nurses it has, 


have to spend money on class-rooms, teaching equipment, 
and staff, and there was much counting of the cost, because 
the money ‘spent in this. way-must show a good return “to 
the hospital in labour and in the recruitment of more 
‘and more probationers. It was, in. fact, mere outlay on 
“maintenance.” Class-rooms were improvised in. base-, 


‘ments, in odd -outbuildings ; administrative needs dictated 


that so far as possible the nurses should attend lectures and 
study in their off-duty’ time, so that the wards were not 
deprived of their services. These hospitals could not set 
a high educational standard for entrance if their staff needs 
were to be met, and so a system of artificial cramming and 


and, since it is no longer a training school, it cannot hope 
to find the staff it needs ; still less can it open additional 
beds. Here lies the real tangle of staffing and training—not 
simply, as some have’ supposed, that the training course 
consists of too much ward work and too few lectures. 


An ‘Alternative System i 

It has been suggested above that the power behind the 
General Nursing Council’s influence on “ standards” is not 
the ability to help the- hospital- to offer a,better training . 
course but the threat to withdraw approval and thus to ` 
prevent it from recruiting student nurses. What alternative 


parrot-learning was needed, and this: did- indeed have is there? It is taken as quite a natural thing that the 
astonishing!results in the unlikely mater ial it forced over University Grants Committee should distribute between 


for that intelligent consideration and understanding of the 


nurse ” should have. . ' T os sts 
Once a hospital had gained approval as a training school 


Little time was left £5,000,000 and £6,000,000 annually on behalf of the 


Treasury in grants to universities and colleges. By their 


en the “ practical. grants, given after periodical: visits, the: Grants Cotninittee 


_can foster what is best in the~educational system of each 


institution. Where things are amiss they can apply sanctions ` 


it was left in peace. It might economize by employing an by refusing grants unless reforms are made, and at the 


unqualified sister-tutor and requiring her to undertake also 


the duties of assistant matron or home sister. .Mány. were necessary financial help. ' 


` the complairits about insufficient-teaching, though it must 


“ 


same time make those reforms-possible by offering the 


4 


What is needed for nursing is, first, a separation ʻof the 


-take à good deal of provocation to make a young girl whose finances of the training school from those of the hospital, 


? 


` 


- 
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and, secondly, a body analogous to the University Grants 
Committee, composed largely but not exclusively of nurses. 
The Grants Committee would be entrusted with an annual 
block grant from the Treasury, and would haye the power 
to distribute this money in grants for satisfactory training 


projects and to withhold it from those training schools - 


which did not offer an adequate course. It would also 


decide which training schools were worthy of recognition’ 


and therefore able to confer a qualification on their 
graduates; but this would not imply in every case the rigid 
following of a standard syllabus laid down by an outside 
body. Just as the teaching profession has a wide range of 
courses, from that of the training college for primary school 
teachers to the honours course of a university, so the train- 
ing schools would be able to adjust their teaching to the 
capacity and needs of the student body which each was 
able to. enrol. 

The efforts of the nurses to establish a university school 
of nursing indicate a groping in this direction, but the need 
is not merely for one school here and there distinguished 
from others by its academic standard, but for freedom 
for a number of training schools to spend money on their 
teaching course and to develop that course on the lines 
which seem best for the students they admit. Schools of 
this type would preserve the apprenticeship system to which 
British nursing owes so much, but the fact that the training 
school was separately financed should ensure that the 
training course was not sacrificed to meet the varying labour 
requirements of the hospital. 

It may be argued that this leaves too much room. for 
diversity of standards and that jthe public must have some 
means for Knowing what the a “trained nurse ” implies. 
It would be too much to expect every hospital in this 
country which wished to train nurses to plan and decide 
its own course of training. These proposals do not rule out 
the possibility of a national syllabus which the rank and 
file of hospitals would adopt, with the help of grants from 
national funds for nursing education and with the stimulus 
of consultation with the Grants Committee. State registra- 
tion would be given on satisfactory completion of this 
course. Its content would be planned to match the ability 
of the type of candidate on whom the less-sought-after 
training schools rely—and must continue to rely.. It would 
not presuppose a school certificate standard of education in 
the student nurses. However much that may be regarded 
as desirable, it is outside the sphere of practical politics, 
since the training schools for State registration need an 
annual intake in -the neighbourhood of 20,000 student 
nurses. But hospitals which could offer something more 
than the national syllabus would be allowed freedom to 
develop their training courses on characteristic lines and 
. their training certificate would confer full professional 
qualification with exemption from the national course. 

No lowering of standards is contemplated in these pro- 
posals, but rather a fostering of what is best in nurse- 
training, with the assistance of educational grants, a greater 
degree of freedom in the presentation of the teaching 
material to the student body, and a willingness to learn from 
the experience of older and more seasoned systems of 
education. Zeal for “standards” and professional status 
as expressed by State registration has led at times to a level- 
ling down of the best and an artificial levelling up of the 
poorest. If there were real encouragement and financial 
support for nurse-training schools to develop on individual 
lines and to achieve training certificates of their own which 
would be accepted as the hall-mark of a competent nurse 
there might be a flowering of the art and science of nursing 
beyond anything yet envisaged, and with it a raising of 


the prestige of nursing which would solve much of the 
presént recruitment difficulty. 


The Nurses Bill, 1949 

The Nurses Bill recently introduced represents a great 
step forward, inasmuch as it provides a new channel 
for the finance of nurse-training,. quite separate from 
hospital finance or any other expenditure on the 
National Health Service. The channel runs -from the 
Treasury through the General Nursing Council and Stand- 
ing Nurse-Training Committees to the training schools. 
The Standing Nurse-Training Committees are bodies which 
may be appointed by the Minister for any region (the Bill 
does not state that they will be appointed for each region). 
Their functions would appear to be partly advisory (both 
to the General Nursing Council and to the training schools) 
and partly executive, and they are to be staffed by the 
Regional Boards, though they are not subcommittees of the 
boards. 

The General Nursing Council then becomes the -grant- 
making body (through its Finance Committee) as well 
as the examining and qualifying body. The question 
which calis urgently .for consideration is whether such 
an arrangement is likely to secure those elements of 
diversity and elasticity which are so much needed in 
nurse-training. Financial independence for the training 
schools is not enough if they remain tied to rigid uniformity 
in the curriculum and examinations. Under the Bill, half 
the members of the reconstituted General Nursing Council 
are nurses elected by nurses on a regional basis. This 
method is likely to lead to the appointment of prominent 
members of the profession who have achieved distinction, 
possibly as administrators or teachers. It does not seem 


` likely to ensure the special and rare qualities. needed to 


distinguish the potentialities in new and perhaps revolution- 
ary schemes of training, to assess whether their results might 
be worthy of recognition as at least equivalent to the normal 
standard for State registration, and to decide how far a 
training school may be given a free hand and financial 
independence in carrying out such a schemé. Fundamen- 
tally, there would seem to be no objection to vesting the - 
dual powers referred to above in one body if some means 
can be found of appointing on it the persons best fitted to 
discharge these exacting duties and to bring vision and 


~ sound judgment to the evolution of nurse-training. 


Remembering that the nurse-training centres number 
several hundred, in contrast with the small number of 
_centres with which the University Grants Committee deals, 
it would appear essential to delegate most of the routine 
assessment of ‘training schools and their needs to the 
Standing Nurse-Training Committees in the regions, reserv- 
ing the more “experimental” schemes for the detailed 
scrutiny of the General Nursing Council. If that were 
done, the membership of the Regional Committees also 
would become a matter of great importance. It would not 
be enough to secure the representation of the various 
interests in the region. Here again it would be necessary 
to ensure that each individual sharing these responsibilities 
possessed the special qualities needed for the work. Present 
tendencies suggest that salaried appointments rather than 
voluntary membership of a committee might be called for 
to secure a sufficient degree of continuity and concentration 
in the work. 
To sum up: while the general outline of the Bill suggests 
a great step forward, much consideration needs to be given 
to the constitution of the General Nursing Council and the 


-Standing Nurse-Training Committees, as outlined in the first 


and second schedules to the Bill, if the objects proposed 
earlier in these notes are to be achieved. 


` 
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__ . POSTGRADUATE TRAINING FACILITIES 


“In discussions on medical education ‘and duties of medical 

, schools we tend to lose sight of the fact that the best that the 
student can do‘in them is to begin to learn. If he does not: 
study much longer and harder after he graduates than he does - 
before-he will not, become a successful physician.””—Dr.. J. S.-' 
BiLuincs (1851), i 7 i a ae 


Once again- we. are indebted to Sir Francis Fraser, director of 
the British Postgraduate Medical Federation, which is a school, 


Lad 


of the University of London, for up-to-date: information. -Last’ =- 


~ year we mentioned the-formation of the Joint Board..of the . 


Federation andthe three Royal Colleges. The Joint Board | 
has`met- several times during: the year and has paid particular ~ 


attention to the procedure necessary to make available to post- = 
. graduate students-advice on suitable hospital appointments and 
Each of the three Royal Colleges ` 
“arranges courses of, lectures in the clinical aspects of their 


programmes of study. 


specialties, and the Royal College of Surgeons provides “in 
addition courses of lectures ‘and demonstrations in the basic, 
sciences for -potential surgical and- dental specialists, and, in. 
anaesthetics. Each Royal College provides expert advice and 
guidance on suitable hospital appointments and programmes 
of study for its higher qualifications and for other graduates 
visiting this country for further study, and the: services of the 


. staff of the Central’ Office of the Federation (2, Gordon Square, 


London, W.C.1) are available to all postgraduates. 
Among other recent developments in the postgraduate field is 


, the formation. of: the Institute of-Obstetrics and Gynaecology, 


which‘ started work in October, 1948, and has latély been 
inspected by the Senate and recommended for recognition as 
a federated institute-of the University of London. Other insti- 


‘tutes which have also been. recognized in the same way since 


last year-are those of child health, laryngology and otology, and 


~ ophthalmology. 


The regional advisers in postgraduate education who were 


appointed to the four metropolitan regions of the National 


Health Service at the beginning of the present session have 
been visiting the hospitals in their regions with a view to. 
ascertaining the ‘educational facilities for specialist and general 
practitioner training and grading them accordingly. This infor- 
Mation -is available at the Central Office of the Federation. 
A start has been made in two of the regions with plans for the: 


interchange of ‘registrars during their more advanced ’stages of ` 
training between: the teaching’ and the other hospitals. ! 


4 


‘Refresher Courses for General Practitioners 


. A number of refresher courses for general practitioners ‘have 
been arranged at non-teaching hospitals in the. regions through- 


` ‘out the year. These are open to National Health Service practi- 


` 


tioners who receive grants from the Ministry of Health and 
also to private doctors who wish to attend at'their own expense. 
As an alternative to the present one-week or two-weeks inten- 


“sive courses (l1]-session and 22-session courses), which are not 


proving as attractive as the’ Ministry would wish, financial | 


' assistance is now available to N.H.S. practitioners for special 


short courses, consisting of three half-day sessions at the week- 
end or during the week.. The same, conditions of grant and 
procedure apply_in respect of such courses, with the modifica- 
tion that a doctor may take a maximum of seven courses of 
three sessions‘(or any combination of such courses with the 
11-session courses, provided that it does not exceed 22 sessions) 
in any year. Form G.P.R.C. 2 will be marked by the university - 
or medical. school “ Special Short Course.” The course fee, 
will be paid direct by the Ministry. Travelling expenses and 
subsistence allowance may be reclaimed~by a doctor who 
qualifies for grant, but it is not expected that any expenses for. 
the payment of a locumtenent will be incurred-in these cases. 
When the Ministry was asked by the British Medical Associa- - 
tion to elaborate this last point, the Ministry replied that as the 


. week-end courses would be held on Saturday afternoons and 


Sundays it seemed reasonable to expect that there would be no 
need for a locumtenent. A doctor might not have a Saturday 


evening surgery. and, even if he had, the times of the session 


might enable him to carry it through, or it might be possible to 


ed 


' higher degrees and diplomas, 


‘treat any patients directed to him, as well’as to cover any visits 
which could not be postponed. The same arrangement might 
cover absences during three mid-week sessions ; these might be 
spread over a period—for example, one afternoon a week. 
“These short courses (week-end or mid-week) have been intro- 
duced on the representation of certain universities, where it is 
‘said that they have attracted large numbers of applicants, who 


+ “at the moment are meeting the entire cost themselves. 


+ 


2 vV 


London Postgraduate Institutes 


Included in the British Postgraduate Medical Federation are 
. the. Postgraduate Medical School at Hammersmith Hospital, 
with its university departments of general medicine, general 
surgery, and pathology, and a number of institutes in- the 
_principal clinical branches of medicine associated- with the 
special hospitals. The institutes are in various stages of develop- 
ment, and the numbers of students that can be admitted to the 
clinical practice’ of some of the hospitals are limited. - Appoint- 
meénts of the house officer and registrar types in the hospitals 
and institutes provide the most valuable form of postgraduate 
education, and there are opportunities for research for selected 
graduates. At all the institutes courses of instruction are given 
throughout the academic year ; these-are suitable for graduates 
in the early stages of their specialist education, and also for 
those who have completed their practical training. Two or 
more years of hospital work in general medicine and general 
surgery after graduation are normally advisable before beginning 
work in the special branches. The work at the institutes is of 
an advanced type, and is comprehensive enough to enable 
graduates with suitable’ practical experience, to prepare for 
Emphasis is placed on clinical - 
and laboratory teaching, supplemented- by lectures and ”, 
_.demonstrations. 5 ' 
Brief notes are appended concerning 
bodies. 
Postgraduate Medical School of London (associated ‘with Hammer- 
smith Hospital, Ducane ' Road, W.12)—Teaching in clinical 
departments based on ward work is:continuous and is supplemented 
by lectures during three ten-weeks courses starting in January, April, 
and October.: Course for university diploma in-clinical pathology, 
lasting one year, available for limited number of selected’ students. 
Department of Radiology of hospital provides courses for D.M.R. 
of, university and Conjoint Board. All these courses begin in 
October. Long-term and short-term tuition in anaesthetics provided 
for small number of students.” : l 
Institute of Cardiology (associated, with, National Heart Hospital, 
Westmorland Street, W.1).—Seven appointments of registrar type 
offered each year to physicians in training as cardiologists who 
already have a sound grounding in general medicine. General 
physicians may enrol for full-time or part-time instruction for one 
_term of approximately three months. Three terms annually, beginning 
‚January, May, and October. Three intensive fortnight courses of’ 
lectures and demonstrations, beginning February, July, and 
November. _ 
Institute’ of Child Health (associated with Hospital for Sick 
Children, Great Ormond Street, W.C.1., Hammersmith Hospital, and | 
Queen Elizabeth Hospital for Children, Hackney).—Tuition pro- 
vided throughout year in three terms of three months each, beginning, 
January, May, and September. Series of lectures by specialists and 
experts each term. 5 y 
Institute of Dermatology (associated with St.. John’s Hospital for 


each of these teaching 


` Diseases of the Skin, 5, Lisle Street, W.C.2)—Clinical teaching in 


out-patient department. twice daily. Facilities for study and tuition 
in. pathological laboratory. Owing to restricted accommodation, no 
ward instruction as yet. Shorť course of lectures in summer months, 
more systematic course in winter. Clinical assistantships arranged 
for more advanced students. f i 


Institute of Diseases of the Chest (associated with Brompton . 


Hospital, S.W.3).—Students enrol for three. months or more for what 
is at present approximately a half-time course. In special cases 
a whole-time programme can'be arranged. Courses consist of clinical 
work in wards and out-patient departments, lectures, and demonstra- 
tions. Three terms annually, beginning January, April, October. ” 

Institute of Laryngology and Otology (associated with Royal 
National Throat, Nose, and Ear Hospital, Gray’s Inn Road, and 
Golden Square, W.C.1).—A comprehensive full-time course lasting 
20 weeks is held twice a year, beginning in January and July. 
Part-time advanced revision course lasting 10-12 weeks, suitable for 


cancel the evening surgery and to argange with a colleague to students preparing for higher qualifications, is held twice yearly, 


~ 
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approxirnately from February to -May’. and from Sehtemnber “to 


November. A number-of appointments open to students after com- 
pletion of basic training- in specialty, giving good’ opportunities for 


Cal 


acquiring and extending clinical experience. E: C u 


Institute. of Neurology (asšociated with National Hospital for 
Nervous Diseases, Queen Square, W.C.1).—Teaching - mainly by ~ 
attendance on hospital practice; three terms annually, ‘More 


advanced students appointed ‘as clinical clerks in, wards or attached | 


to special departments and research laboratories. Two whole-time 
courses in clinical neurology held annually in autumn and spring 
‘terms.’ During summer term a course in.neurosurgery is held. Two 
courses of weekly clinical demonstrations held regularly. ` 


Institute of’ Obstetrics and Gynaecology (associated with Queen 


Charlotte’s Maternity Hospital, Chelsea -Hospital for Women, and 
Department of-Obstetrics and Gynaecology, Postgraduate School). — 
Teaching based, on ward work and supplemented by lectures and 
demonstrations during 10-week terms, beginning October, January, 
and April’ ' Short intensive’ courses of a fortnight’s duration, suit- 
able for students preparing for higher qualifications, are held twice 
a.year. Limited- number of Posts for junior’ specialists receiving 
advanced training. 4 


Institute of Ophthalmology ‘(associated with Moorfields, West- 
minster, and Central Eye Hospitals)—In addition to teaching by 
means of hospital ‘practice, a routine lecture -and tutorial’ course, 
lasting four to‘five months, is held twice a year, beginning March and 
October. This starts with basic subjects. and elementary’ clinical 
instruction - and proceeds to.’ cover all branches of ophthalmology. ` 
Clinical teaching and lectures given ‘at higher level for advanced 
students. - ’ 

Institute of ‘Orthopaedics (associated with Royal-National Ortho- 
paedic Hospital, Great Portland Street, W.1).—-Practice of both 


central hospital and country hospital. at Stanmore open to post-` 


graduate students. Selected students have opportunities for taking 
active’part in-work of Institute afid hospital and for spending in the 
Institute up to two years of- their training. Comprehensive six: 
months basic course held each year, beginning. in October. Twice 
a year, in April and September, ża one-week course in advanced 
clinical orthopaedics is held. 

Institute of Psychiatry (associated) with Maudsley Wes ;pital, Den- 
mark Hill, S.E.5, and Bethlem Royal Hospital) —Training normally | 
covers two- to three years after experience elsewhere in -general 


medicine, and is based on responsible hospital duties under super- - 


vision. Regular series of lectures and demonstrations given through- 
out each of the’ university terms; clinical training continues 
throughout the year and includes seminars _and case discussions. 
Students who, because of previous experience, do not wish to take 
the comprehensive two-year course are able to attend_limited _Series 
. of lectures and clinical instruction, Facilities for original investiga- 
tion under supervision -in -clinical departments and in the psycho- 
logical, neuro-anatomical, . electrophysiological, and, Piochanical 
departments. .-.- 4 

Institute of. Urology (associated with ~ the combined chioli of 
St. Peter’s and St. Paul’s Hospitals, Henrietta Street, W.C.2).—Three 
courses of -14 weeks’ duration held annually, beginning -January, 
April, and September, “An intensive two-weeks course suitable for 
-students taking higher éxaminations is held in September and March. 
Limited numbers of ‘clinical assistants are appointed in January and 
July each year. 
months, held annually, beginning April and September. - 


‘Institute of’Dental Surgery (associated with the Eastman Dental 


Clinic, Gray’s Inn Road, W.C.1)—Object ‘of Institute is to train l 


dental practitioners in the special -branches of preventive. and thera- 
peutic dentistry, both for children and for adults, by means of clinical 
experience, lectures, demonstrations, and research., Opportunities 
for limited number of students available in orthodontics, conservative 
dentistry, periodontia, and preventive dentistry, the courses varying 
from four to.12 ‘months. © ee 


Prospective students should make their own arrangements” 
well in advance. Those ‘sponsored by their universities, govern- 
ments, or other official bodies receive first consideration in the 
allotment of vacancies. Established specialists ffom overseas, 
here for a relatively short time,-who wish to see something of 
practice in this country are always welcome : they are regarded 
as. visiting colleagues, and the experts in their specialties _are 
always ready to receive them and let them accompany them - 
in their work and teaching. In- addition refresher courses for 
general practitioners are arranged at non-teaching hospitals in 


London and the home counties. Inquiries should be made of the 


of postgraduate activities in London and other university centres 
is mainta med, a —- tee 


` - ~ 


The: ‘Fellowship of Postgraduate Medicine (1, Wimpole Street, 
W. 1) provides general information on postgraduate work and 


- atranges courses of‘ instruction as follows: (1) Week-end courses 


‘and anaesthetics 


“at” various hospitals‘ in such subjects as infectious diseases, 


geriatrics, rheumatic diseases, and clinical surgery. (2) Courses 
specially suitable for, though not restricted to, candidates for 
the D.A.,. D.C.H., D.Obst.R.C.0.G., M.R.C.P., and F.R.C.S. 
(Primary and Final). These include general medicine, neuro- 
logy, general surgery, proctology, obstetrics, children’s diseases, 
Some are full-time courses, lasting one to 
two weeks; others are spread over longer periods, arranged 
either in mornings, afternoons, or evenings, and are intended 
particularly’ for postgraduates who are not free for -full-ti 
study. 


Facilities- in Other University Centres 


The following is a list, not exhaustive, of courses of post- 
graduate instruction held regularly at universities other than 
London. All are full-time courses, except those in general 
medicine at Liverpool and Sheffield, in neurology at Birming- 
ham, and in obstetrics and, gynaecology at Liverpool, which are 
part-time.. All the courses include practical work, demonstra- 
tions, -and lectures. 

Courses in public health, which are provided by practically 
all the universities, are not included-in this table. They will‘be 


_ found set out in the article headed “ Special Diplomas.” 


Two courses’ in venereology, .each lasting four 









~ Subject University | Duration Remarks 
Anaesthetics | Bristol 12 months | Oct. Suitable for DIA. 
at ba." (Conj.) ` 
Liverpool | ee ò : ” ”» , 
Oxford r| 2 weeks | Mch., Sept. Redsion, for D.A. 
Ps : onj. 
- Bacteriology | Manchester 9 months | Oct For Dip. Bact. Manch. 
‘Industrial’ Edinburgh 9 » ù| » For D.1.H. Ed. 
health . | Glasgow 9 , a For D.1.H. (Conj.) 
. '." | Manchester 9 5 
Medicine | Edinburgh 12 weeks i Oct., April Advanced instruction 
(general) Glasgow 8 * ” s Í ” ?, 7 
mei Liverpool |10 ,, oe Jan., | Advanced revision 
in ~ r p Pa 
a Sheffield, 10 ” ry » s 
Neurology Birmingham | 2 months “a w -Revision suitable for 
i : D.P.M. (Conj.) 
Obstetrics | Liverpool S 4s Oct. - Advanced revision; 1 
and gynae- |` session weekly; first 
cology - I5 weeks, obstetrics; 
: à second 15 weeks, 
g \ gynaecology 
Ophthalmo- | Birmingham | 6 >; Jan., July mutable yer D.O., 
ogy - (Conj 
Orthopaedic | Liverpool 15 y Oct. For M. Ch. Orth. Lpool 
- Surgery g : 
, Paediatrics .| -Bristol 3 4a ET 
Psychiatry es 2 terms 35 P Part I, D.P.M. 
£ S rist.) 
it | Edinburgh 5 weeks is we ae Psychiatry 
"| Leeds ` 3 terms i For Part I, D.P.M. 
a A lo. | (Leeds) 
Radiodiag- ` | Bristol 18 months R For D.M.R.D. (Brist.) 
nosis ` ~ | Edinburgh 18 Cy, - For D MR D. (Bd.) 
„| Glasgow 18 ,, Oct., April | For D.M.R D (Conj.) 
; Liverpool ; 2 years Oct For D.Rad(@.) and 
st- M.Rad. (Lpool) 
Manchester | 18 months | April For D.M.R.D. (Conj.) 
Sheffield 18 ,, Oct. B n 
Wales 18. » ” + »9 
Radiotherapy| Birmingham | 2 years D For D.M.R.T. (Conj.) 
Bristol 2 y» zi For D.M.R.T Cont.) 
Edinburgh Bigs Le - For D.M.R.T.(Ed.) 
_Glasgow 2 y» Oct., April | For D.M.R.T. (Conj.) 
ake oy Liverpool ? soo For D.Rad.(T.) and 
ae ; M.Rad.(Lpool) . 
g Manchester }.2 „ April For D.M-R.T. (Conj.) 
Sheffield 2 + Bye 2, | Oct ‘i J 
Surgery (gen- | Edinburgh 5 months | Oct., Mar. | Advanced instruction 
eral)’ ° -| Glasgow 8 weeks | Oct., April 
Liverpool 9 months ct. ‘| For Ch.M. "(Lpool),, 
oe, va, (suitable also for 
F.R.C.S.) 
Tropica! Edinburgh ~ | ` 2 terms re For D.T.M. and H 
medicine - 4 (Ed.) 
Liverpool 4 months | Jan., Sept nee D.T.M. and H. 
` ol) 
Tuberculosis 6 Sy Jan. - For FDD. (Wales) 
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At Cambridge postgraduate courses ie ‘been arranged as 
follows: October, 1949, to July, 1950: regular daily sessions at 
Federation atthe address given above. . An information bureau > fixed times, taking. the form of ward rounds, out-patient clinics 
_ and clinico-pathological conferences. In February, 1950, a post- 
. graduate course jo orthopaedics has been arranged. Information 
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-about the Cambridge courses should be sought from ‘the 
Secretary, the Naval Hut, Downing College. ; l 

Westminster Medical School celebrated its centenary in July 
with a postgraduate course for old students given by members 
- of the staff of the Westminster group of hospitals. The first 
course for the final F.R.C.S. examination to be held at 


Westminster- and the designated hospitals will- take place in - 


September and October. 


A two-weeks course on child health is being held in Glasgow - 


‘in September,.and a three-weeks course on mental deficiency 
in October.. In Durham a recent short course in midwifery 
and gynaecology, designed for practitioners, 


year. : i 
$ - The Royal Colleges 


A highly important contribution to postgraduate education 


is by means of the series of lectures at the Royal Colleges. 
The Royal College of Physicians of London holds a series 
_of lectures for postgraduates on advanced clinical subjects., The 
lecturers: are specially distinguished in their respective. fields 
and are drawn from the provinces as well as London. 


The Royal College of Surgeons of England has’ arranged a` 


number of lectures and demonstrations to be held at the 
College. In surgery two series, each of 24 lectures, will be 
given during October and April, and at the same time clinical 
conferences will be, arranged at selected hospitals. In anaes- 
thesia ‘two. series, each of 45 lectures, will be given in October 
and March.. In addition, courses extending over a period of - 
‘from one to two years are, being arranged. Between October . 
and January and between -March and May. there will. be a 
series of 72 lectures and practical demonstrations in anatomy, 
applied physiology, and. pathology. Lectures in oral, dental, . 
. and general surgery will be given in February-March, and 
lectures’and practical demonstrations on the application of the 
basic sciences to dental surgery, wul be held in January- 
February. 


Facilities are now available for ie on postgraduate: ortho- 


paedic training through the Postgraduate - Orthopaedic Com- 
mittee which, with its headquarters at the College,. has -been 


established under the aegis of the Royal College of Surgeons ; 


of England; the Royal College, of Surgeons of Edinburgh, the 
Royal Faculty of Physicians and Surgeons of Glasgow, the 
British Orthopaedic Association, the Institute of ‘Orthopaedics 
of the British -Postgraduate -Medical Federation, and the. 
Department of Orthopaedics of the University of Liverpool. 
The ‘British Medical Association, which last year published 
the report of its special committee under the heading The 
raining of a Doctor,,has appointed another committee, again 
under the chairmanship of Sir Henry Cohen, to condar: the * 
postiradugte. education of general prcHioners, i 
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THE ENROLMENT IN MEDICINE ` 
The total number of names in the_curfrent ‘Medical’ Register 
= is 76,292,a drop of-1,600 on the figure of a year ago, but 5,000 

‘higher than the average of the last twenty years. Common- 
wealth and foreign registrations account for only 10% of the 
total. During last year. the task of determining -the’ position 
_ of practitioners eligible to apply for normal registratién under 

the Medical Practitioners and Pharmacists Act, 1947, was 
` completed, with the result that 4,467 names were removed 
from the temporary list. Of these practitioners, who came on 
to the Register from abroad mostly in the period 1941-5, just 
over 3.000 did not apply for re-registration: under the Act 
just mentioned within the statutory time limit, and it.may be 
assumed that most of them have returned to their practices 
in their own countries. Of the remainder, 1,337 have come 
on to the Foreign List of the Register. 

The number of persons registered in the local’ registers. for 
England, Scotland, and Ireland is 68,323 ; those on the Com- 
monwealth List number 6,081, and those on the Foreign 
List, 1,803. Those temporarily registered number only ‘85. 
They are persons whose applications under the new Act have 


not been finally determined. As a result of this readjustment 


1 7 


~ 


proved very. - 
popular,- and it.is nopea to run a second course later in the. 


the number of names added to the Foreign List im 1948 is the 
highest recorded addition in any one year, as is also the number 
added to the Commonwealth List (416). . : 
The following table gives the position in respect ef the 
Medical Register during the last ten years : 


` Year Added by - Restored Removed Total ' 
- Registration _ sion number 
1939. ~ 2,968 .. 49 1.027 .. 63,360* 
1940 2,384 37 1,102 64,679 
1941- 3,296 16 996 66,992 
1942 : 3,556 7 1,127 69,428 
1943 3,532 13 ` 1,091 71,882 
1944 2,971 11 1,218 73, ` 
1945 2,666 11 1,190 75,133 
1946 2,237 14 1,092 76,292 
1947 2,787 10 1,160 77,929 + 
1948 3,968 16 4,467 .. 76,292 
*Figure adjusted in. 1940. i. 7 Gl 


The following graph shows the numbers of medical practi- ` 
. tioners on the Register at each five-yearly period since 1876, 
when the information was first compiled, and the numbers of 
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additions. The-Jarge increase in the number added-in 1948 is - 
mainly due to the transference of temporarily registered foreign 
doctors. 

‘The task of training students to be doctors is shared between 
the teaching hospitals and the universities. In London -the 
-twelve undergraduate teaching hospitals, each with its group 


` of satellite institutions, have been designated as teaching centres. 
- In- the regional hospital centres of England and Wales .the 


existing teaching hospitals, again with their groups of associated 
hospitals, have been similarly designated. The teaching hos- 
pitals remain separate from, though closely linked with, both” 
the regional services and the university.. They are specially - 
picked centres for medical training, drawing their patients, of 
course, from a wider area than the ordinary hospital, but the ` 


` board of governors of each teaching centre comprises nominees 


of the university, of the regional board,` and of the doctors 


“actually teaching in, the hospital, as well as other persons 
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appointed by the Minister in ere ‘with focal health f College is receiving about 2,000 anie dots every year, and 


authorities and other interested’ bodies. ` ‘In Scotland hospitals: 
are not designated as teaching. hospitals, and they all come 
within the jurisdiction of the five Regional Hospital: Boards, 
but special Provision is made for the. inclusion inthe boards 
of management of these hospitals of nominees of the university . 
on which the region “is centred and also of- the teaching staff 
of the hospitals. “In Northern Ireland there is a duty upon 
the Hospitals Authority—a: body corporate appointed: by the 


Minister of Health and Local Government—to provide the. 


Queen’s University of Belfast with adequate facilities for 
cence teaching. 
The Student Entry 


The number of -medical students admitted to the schools 


of Great Britain and Ireland’ during the academic year 1948-9 : 


was 2,653. 
The table of student admission for recent years is as follows : 
1941-2 . 2,361 .1945-6 .. 2,610 
` 1942-3 2 468 “1946-7... 2,993 
1943-4 2, 426 ‘1947-8 .. . 2,797 
1944-5 2. 2,612 ` | ‘- 1948-9 |. |. 2653 


` Passes and Rejections 


The number of passes and ‘rejections in the final or quali- 


fying examinations’ held in- 1948 by the various examining 
bodies was asi follows : : 


; oa Passes Rejections 
Medicine. es sa n o 25774 14521- 
Surgery ; 2,756 daa Ea 1,805 
Midwifery. ` 2, 900 n 1,536 


The proportion of passes in medicine was s highest 3 in Sheffield 


(85.19%), in surgery in Aberdeen (87.219 in ‘midwifery 
in St. Andrews (89.39%). The lowest prow ‘tion of passes in 
medicine and in midwifery (47. 35 and 51. Ei% respectively) was 
in the Scottish Conjoint Board examination, and the lowest in 
surgery (47.29%) in the Society of: Apothecaries, London. 

In the examinations in anatomy, and physiology the highest 
percentage of passes was in Sheffield (97.26%). The percentage 
of passes in the English Conjoint: ‘Board examination in™ these 


_ subjects was not much above 60,-and in the Scottish Conjoint . 


Board it.was as low as 40. 
The following table, which has been compièd from the report 


of the University Grants Committee (H.M.S:O., 1949), shows - 


the numbers of professors and other teachers in the London 
medical schools. 


fo od Readers, 


: Assistant 
Assistant eT: i 
: i Lecturers | - 
. Pro- | Professors, | Lec- 

Institution . fessors| and Inde- | turers} #24 | Others 

| ce | pendent |" | Demon; 
ne, io Me ee Ses fo 

Charing Cross Hospital ming RN: 

School Jy 4 2 o1 8 — 
Guy’s Hospital Medica! ‘Schoo: _ 8 5 8 19 — 
King’s College Hospital Medical : 

School aa 1,- 5 |\~ 4 — 
London Hospital ical School 7. 7 112° 8 — 
Middlesex Hospital Medical i 

School 10 4' . 3, 12 16. 
Royal :Dental Hospital School 1 —~ — — 4 
Royal Free Hospital School of = = me 

Medicine 3. 7 5 18 — 
St. Banholsmsws Hospital " F 

Medical School . - 8 3 2 36 — 
St. George’s Hospital "Medical A ` 

School —., — 4° 4 — 
St. Mary’s Hospital "Medical be oe ‘ , "S 

School 6 6 . 17 — 
St. Thomas’s Hospital Medical ý 

‘School 7 4 7 9 3 
University College . Hospital 

Medical School- ~ 7 2 2 18. 
Westminster Medical School : 2 — 8 7 1 
British Postgraduate Medical - : 

Federation...’ 9 5 47 13 12 
London School of Hygiene and i i ` 

` Tropical Medicine .. 11 5 13 4 1 
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thcoming Academic, Year 


a Fetth l 
The. ae students for 1949-50 are reported by.’ 
_manyZof the sehdor’, © be again-well above the-number which - 
can be rega ed as: 2. Sptimum, but owing to accommodation 
for other reasons a strict limit ‘has to be placed 
mber accepted. The London Hospital Medical 


pa À 
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from these it has-to select 80. At Middlesex, where again 
the intake is 80, there is no diminution in the number of - 


" applicants, and selection i is a difficulty.’ At St. Bartholomew’s 


the number of applicants is as high as, or ‘higher than, ever, 
but thè ‘entry next October has been reduced to approximately 
100. The Dean of Westminster Hospital Medical School 
writes that the number of students has mounted steadily to the 
present total of 140, and the problem of selection from the 
enormous number of applications is becoming increasingly 
difficult. At St. Mary’s Hospital Medical School, 70 students— 
56 men and-14 women—were accepted for entry last session, 
and the number is expected to be about the same for 1949-50. 
The total number of.-full-time students in the school is about 
440. -The annual intake at King’s College Hospital Medical 
School is 50, and students are admitted for clinical training 
twice a year, in April,and October. At Guy’s there are 80 
vacancies to the -preclinical studies, of which roughly two- 
. thirds are for the first year, the remaining third entering the 
second year, having already passed the first M.B. In addition, “ 
‘25 places are reserved for Oxford’ and Cambridge men for the 
clinical period of studies ;' these men take a three-months 
preliminary- course before entering the wards. 

In the provincial schools it is much the same story. At 
Leeds the intake into the first M.B. course cannot be increased 
‘beyond 75° without further building, and the selection of this 
number of students from the many hundreds of applicants is 


- a difficult matter, but selection is ‘still done by interview and 


consideration of scholastic performance. “At Oxford the number 
of new students is restricted by decree; the number for the 
coming ‘year has been fixed, as it was last year, at 55_men 
and 10 women. Ex-Service men and women are admitted 
„over and above these numbers only if they were born before 
"1929, The various colleges put forward the names of the 


“students they wish to be admitted to the medical school, and 


preliminary > acceptance by a college is- essential for any pros- 
pective student. The last annual entry at Cambridge was 
210 new students, of whom 19 were women. At Bristol the 
annual entry is about 54, and the total number in Faculty 325. 
At Manchester and at Liverpool the annual entry is round 
about 100, representing the maximum capacity. About one- 
fourth of the students at Manchester are women. At Sheffield 
` the figure is 60. In the Welsh National School of Medicine 
the number of ‘places for entrants is now 65, comparing with 
44 a few years ago, but this number falls short of the demand 
from -the schools and from ex-Service men, and -cannot be 
_ increased without extensive building, of which there is no early 
prospect. An the University of Durham the number of appli- 
cants is greater than ever before, and selection of the ‘most 
suitable candidates to fill the 95 vacancies has accordingly been 
“strict; women are accepted in the proportion òf one to four. 
In view of the hospital facilities available at St. Andrews 
the annual intake is limited to between 70 and 80 to ensure 
that, each undergraduate receives adequate clinical instruction. 
At Glasgow it is expected that about 230 new students will . 
~ ultimately be*admittéd. Queen’s University; Belfast, admits 
108 to the Faculty of Medicine, but this includes 20 dental 


‘students. Most of the places are allotted to students normally 
. resident, in Northern Ireland and children of former graduates. 


The number available for candidates from. Great Britain and 
overseas’'is not likely to be more than ten, and for the coming 


session over. 800 applications have been received, . f 


„Effect of National Health Service 


A ‘question which was asked of the deans concerned the 
effect of the.,National Health Service on the schools. In 
most cases’ the. ‘answer’ was that there was no perceptible effect. 
`The Dean of the: Medical College of St. Bartholomew’s says 
that any effect of the. N.H. S..on the College is not a direct one, 
but certain matters - are requiring. adjustment, not always in 
the College’s favour, such, as the ruling that ‘whole-time patho- 
` logists must be paid wholly ‘by the College instead of as 
hitherto by the- ‘Gollege and the hospital: Similarly, the ruling 
that all registrars must be paid by the hospital instead of 
jointly by the hospital and College as hitherto has some serious 
implications, -and the. ruling is at the moment being contested. 


~ 
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Charing Cross says that the Service appears so far to have 
_ had. little effect directly on the school, except to constitute it 
under section 15 of the Act as an independent legal entity, but 
even this has made little difference, as previously the school 


was organized on a basis similar to that now adopted. Middle- 


sex says that the Service has had no appreciable effects. Cer- 
tainly there has been no diminution of applications to join 
the school, and it enjoys all the same facilities in the hospital 
as before. St. Andrews says that, while the Service has had 
little influence upon undergraduate teaching, it has called for 
a complete reorganization of postgraduate instruction with a 
view to the training of specialists. The Dean of the Faculty of 
Medicine of Aberdeen writes: “So far as I can see, the only 


effect the National Health Service has had on the school is to ` 


continue the plethora of trainees imposed on us in the immedi- 
ate post-war years. This should kap in the teaching and 
guidance of students.” 

It should be’ made clear that medical schools are not trans- 
ferred to the Minister or to the board of governors of the 
associated teaching hospital, but in the provinces they are 
owned and administered by the governing body of the university 
of which they form part, and in London by their own governing 
bodies. Any medical school of London University which was 
not a body corporate was required to become incorporated 
within six months of the passing of the Act. 


Improvements in the Curriculum 


Several schools report interesting changes in the curriculum. 

As mentioned last year, the Faculty of Medicine at Birmingham 
set up a committee to review the curriculum. During the past 
year this committee has confined its deliberations to the clinical 
course, and it has been decided to abolish the third and fourth 
M.B., Ch.B. examinations in their present form. The subjects 
formerly included in these two examinations have been trans- 
ferred to the final examination, which is now divided into three 
parts—namely, (1) pathology, bacteriology, pharmacology, 
forensic medicine and toxicology, and social medicine, which 
will be taken: in June of the fifth year ; (2) surgery and obstetrics 
and gynaecology; and (3) medicine, paediatrics, and child 
health. The second and third parts of the examination, which 
also include applied pharmacology, pathology, and bacterio- 
- logy, will be taken in June of the sixth year. Ophthalmology 
“and psychological medicine have been deleted as separate sub- 
jects in the examination. These revised regulations apply to 
all students passing Part II of the second M.B., Ch.B. examina- 
tion in and after March, 1949. The Dean states that a frequent 
criticism of the medical curriculum is that it is constantly 
being extended and the student’s life is thereby made corre- 
spondingly difficult ; therefore it is interesting that the lecture- 
ships in operative surgery, vaccination, and applied anatomy 
have been abolished. The experiment of teaching anatomy and 
physiology as an integrated subject continues to attract attention 
and congratulation. 

At Leeds the revision of the curriculum with the object of 
giving the student a more integrated course is’ under active 
‘consideration. Entry requirements to the first M.B. course 
are being considered, with special reference to the new general 
certificate of education which in 1951 will replace the School 
and Higher Certificates. New regulations have been introduced 
for the Ch.M., for which a thesis must now be presented. 
At Bristol the main changes in the curriculum which have 
beén introduced are, first, that a full introductory clinical 
course is now firmly established; and, secondly, that next 
:year most of the systematic teaching in pathology will be 
given in the third and fourth years, so that the main instruction 
in ,this subject will be completed during the first clinical 
appointments. At Sheffield a: new curriculum, to which refer- 
_ence was made in last year’s account of the school, has been 
almost completely introduced, the last batch of students work- 
ing under the old regulations having now entered their final 
year. In Durham the present arrangement of holding the 
second M.B., B.S. examinations in anatomy and physiology as 
separate parts is to be discontinued. In 1951 there will be 
a return to the system whereby the examinations in anatomy 
and physiology are taken together after five terms’ work. A 
rearrangement of the final examination will also take place in 


- the clinical course. 


1950-1. Surgery is to be taken in Part II of the final exami- 
nation in June of the final year, in company with medicine and 
paediatrics. Midwifery and gynaecology remain in Part I of 
the examination taken in the previous December. 


At_St.. Andrews the six-year curriculum, recommended. shy: 
the General Medical -Council was introduced last October, and 
the” necessary rearrangement of work in the later ~years of 
study will be made as required. The whole curriculum may be 
taken at Dundee, or the first two years and two terms at St. 
Andrews and the remainder at Dundee. Good opportunities 
for clinica] work are afforded by the Dundee Royal Infirmary and 
Maryfield Hospital, the instruction given thereat being recognized 
for purposes of graduation by all the Scottish universities, the 
universities of Cambridge and London, the National University 
of. Ireland, and the Royal Colleges. It is the intention of the 
University to institute at an early date chairs in social medicine 
and in child health, so that in this respect the recommendations 
of the Goodenough Committee will also be fulfilled. At 
Manchester a Committee of the Faculty has spent a very long 
time considering the report of the B.M.A. Committee published 
last year under the title The Training of a Doctor, and 
several minor adjustments have beea made. New regulations 
are -also being introduced at Manchester for the final M.B., 
Ch.B. examination and the award of honours. At the » University 
of Glasgow the recent recommendations of the General Medical 
Coiinicil” will be implemented in the coming session, and „all. 


students Scmmencing study in October or thereafter will follow i 


ee m 


entirely to the pre-niedical subjects. 

The Welsk National School of Medicine has made some 
minor adjustment the curriculum. The Senate has given 
much consideration he Goodenough and B.M.A. reports and 
to the recent recommendations of the General Medical Council. 


. The regulations for the degrees. M.B., B.Ch.(Wales) are in the 


process of complete revision, with the object, among other 
things, of curtailing slightly the Jength of preclinical studies, 
lengthening the clinical part, and ensuring that the final examin- 
ations will all be taken near'the end of the course. At the 
Queen’ s University of Belfast, under the new curriculum now 
in force, the second professional examination in. anatomy, 
physiology, and biochemistiy is taken after five térms of study, 
following upon which successful students pass on to two terms 
of study in “pharmacology and bacteriology, ending with the 
third praiessiðnal examination in these subjects. - 7 


King’s College Hospital Medical School is in process of ¿l 
revising the curriculum, which will in future include the teach- 


ing of psychological medicine and certain special subjects such 
as orthopaedics and urology during the first twelve months of 
Three months”Will be devoted entirely to 
the study of paediatrics, including fourteen days in residence 
at the Belgrave Hospital for Children. -evision course will 
Be he'd twice a year -preceding the M.B., BS _ examinations. 
St. Bargolomew’s reports no basic changes - curriculum, 
but states that some developments have t Ẹ, W .:ce putting 
rather more stress on the teaching of sovial medicine and 
allied subjects. 

At St. Thomas’s, which maintains its entry level of 80 clinical 
students a year, the elementary clinical period from October, 
including work in the casualty department, will be six months, 
after which the student will commence proper ward work as an 
in-patient medical clerk. 

The, Dean of the London Hospital Medical College (Dr. 
A. E. Clark-Kennedy) writes : 

“I do not think there have been any great changes in the curricu- 
lum. We have, however, started a system by which all students are 
required to undertake duties in the wards for a period of 10-14 days 
during their clinical training—that is, at the end of their first clinical 
year. Students-work eight hours in the wards every day, which they 
arrange with the ward sisters to suit their mutual convenience so as 
not to interfere with. the lectures on the one hand and so that they 
go into tne wards when there is most for thefg to do. They are 
expected to carry out any nursing duties which ante educational 
advantage—that is, to carry out any nursing duti ‘ich they might 
find themselves required to supervise when later they. re practising 
their profession. I would emphasize that they are not; & >to supple- 
ment labour in the wards. They are not expected‘ ‘ sked to 
carry out work which has no educational advantage, s 
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At St: Mary’s Hospital Medical School a revised course of 
clinical lectures over a period of two years has been introduced, 
and it is expected that this will greatly assist the clinical | 
students to cover the syllabus systematically. . A chair -in 
biochemistry .has been instituted during the past session, and , 
in October readerships are being established in anatomy, physio- 
logy, pharmacology, and bacteriology. - Middlesex Hospital 
reports improvements in the clinical- period, with a rearrange- 
ment of instruction in anaesthesia ; and Charing Cross reports 
slight adjustments in the introductory clinical course.,. 


The Older Universities 
At Oxford the. various’ colleges put forward.the names of 


.the students they wish. to be admitted to the medical school, 
_and preliminary acceptance by-a college is essential for any 


prospective medica] student. There are 22 men’s societies in 
Oxford, each attached-to a college and under the presidency 
of ‘its head, and there are four women’s societies attached to 
the three women’s colleges and Lady Margaret Hall, and one 
non-collegiate society. Preliminary inquiries should be addressed 
to the bead of a society, not to the Dean-of the Medical 
School. ae. 
All students entering thé school-are now required to take 
the second public examination as before the war. The course 
normally taken to satisfy this regulation is the final honour 


~ 


schoo! of animal physiology, which takes up one year after 


méthods for undergraduates ‘has ‘been completely reorganized 
to cover adequately the intermediate period between preclinical 
and clinical work in accordance with the recommendations of 
the General Medical Council. Undergraduates also have the 
opportunity of attending an introductory course in psychology 


` during ‘the long vacation term of their residence. 


passing the andtomy and physiology examination for the B.M. - 


degree. Students then do their clinical work either at the 
Radcliffe Infirmary in Oxford or at one of the teaching hos- 
pitals. Students who have completed their preclinical studies 
elsewhere are also admitted to the clinical school, though they 
take the qualifying ‘examinations of their own universities. 
` At Osler House, in the Infirmary. grounds, there ‘is a club’ 


r 


and hostel for clinical students, providing social and reading - 


facilities and sleeping accommodation for those on duty in 
the hospital. This social, administrative, and teaching centre 
is being completed by the provision of additional lecture rooms 
and class-rooms and of further sporting facilities for students - 
in the médical -school. 

‘In the University -of Cambridge the most important plans 
concern the further development of the department of human 
oecology, in which a chair is to be established from October 
next. There is also.a good prospect of an early start on the 
erection of a permanent building for the department, which it 
is hoped will be situated on Fenner’s Ground and combined 
with a gymnasium suitable for remedial exercises. 
an atmosphere’ of healthy athletic ‘activity the University 
Health Service will have full’ scope. > This service ‘has been 
in operation during the past year and has carried out some 
3,700 x-ray examinations-and 1,700 clinical examinations on 
volunteers from among undergraduates-and the university staff. 
The mass radiography apparatus and team ‘have~been borrowed- 
from the East Anglian Regional Hospital . Board. 


Here in. 


During the past year the regulations for the Cambridge 
degrees in medicine and surgery have been revised. The most 


| important change consists of a rearrangement of the final M.B. 


examination. Part I of this examination will in future include 


- pathology; pharmacology, and therapeutics, instead of surgery 


and midwifery and gynaecology. Part II will include medicine, 
surgery, and midwifery and gynaecology, instead of medicine, 
pathology, and pharmacology and therapeutics. Under the 
new arrangements a. candidate who fails in only one or two 
of the subjects in Part II will not necessarily have to sit the 
-whole of that part again. The revised regulations apply to all 
candidates who matriculated after Oct. 1, 1948, but the new 
arrangements will begin on Oct. 1, 1951. At first most candi- 
dates who have matriculated before Oct. 1, 1948, will have the 
option of the old or new regulations. ` - 


Developments in London Undergraduate Schools 


In discussing long-term and short-term developments at their 
schools many of the deans refer to the value of the arrangement 
whereby the main teaching hospital is the centre of a group 
of hospitals, most of them of a special type.” University 
College Hospital, for example, has associated with it the 
Obstetric Hospital and the Royal Ear Hospital, Huntley Street, 
the Hospital for Tropical Diseases, and St. Pancras (formerly 
L.C.C.) Hospital. Guy’s has the York; Clinic and Nuffield 
House in, its own curtilage, the Evelina Hospital for Sick 
Children, and country recovery and convalescent homes. St. 
Thomas’s includes the Royal Waterloo Hospital for Children 
and Women, the General Lying-in Hospital, the Grosvenor 
Hospital for Women, and the Roffey Park Rehabilitation 
Centre. . 

_ Associated with the Royal Free Hospital group are the 
Elizabeth Garrett Anderson Hospital, the Hampstead General 
Hospital, and other institutions providing altogether over 
700 beds, which are available for clinical teaching. The Royal] - 
Free is building’a new wing in Hunter Street to provide addi- 
. tional laboratories, research rooms, and other conveniences to 
accommodate the increased numbers. At Westminster Hospital 
Medical School the clinical facilities available at the designated 
hospitals make it possible for an increasing amount of instruc- 
tion to be given ‘outside Westminster’ Hospital itself, and thus 
to deal more easily with the growing number of undergraduates. 
Students on general firms already attend All Saints’ Urological 
Centre ;' the paediatric work is carried out at Westminster 


. Children’s Hospital; and a new surgery firm will shortly be 


A high’ 


proportion of first-year students, -men and women, have: also . 


submitted to a clinical examination. 
such as-to suggest that at least x-ray examinations should be 
made compulsory. , The new department of human oecology is 
also interested in the development within the teaching hospital 
of-a home care and nursing service with which will be linked 
the study of the problems of'the aged and infirm. The Reader 
in Human Oecology has been engaged in epidemiological studies 
and, in co-operation with the county medical officers of health, 
has been able to make a preliminary analysis of the distribution 
of infectious diseases in the schools. : :. 

The university department of -radiotherapeutics has pur- 
sued research work designed to improve the treatment of cancer 
and allied diseases by the combined use of radiotherapy and 
chemotherapeutic agents. The department expects to have 


`a 30 meV synchroton -installed in the near future. The depart- 


ment of experimental medicine has carried out studies on 
various aspects of undernutrition, notably oedema, renal func- 
tion, and skin conditions. The’ staff of -Addenbrooke’s, which 
has been strengthened by the election of a thoracic “surgeon 
and a paediatrician, now regularly give courses on various 
snecial subjects, for postgraduates, including” general practi- 
tioners. The long vacation course in elementary clinical 


`- 


The results have been . 


formed to work at the Gordon Hospital. The teaching of 
psychiatry has been reorganized, and students attend for 
instruction at “Netherne, Belmont, and Fountain Hospitals. 
There is a resident fevers course at the Western Hospital. A 


. fortnight’s resident course for final-year students has also been 


instituted at King Edward VII Sanatorium, Midhurst, where 
the students attend in groups of four. Only in the teaching 
of pathology has the problem of overcrowding arisen, and 


- this has-been solved by spreading instruction. in that subject 


over a longer period of the clinical course. 
Hospital visits are arranged to Harefield Sanatorium, where 
lecture-demonstrations in pulmonary tuberculosis are given. 
Although major ‘building seems to be out of the question, 
‘many schools are making adaptations. At St. Mary’s during 
the past year new research laboratories have been equipped 
in the biochemistry department and medical unit. A new 
common-room for women students, who make up a quarter of 
the intake, a new kitchen for the students’ restaurant, and a 
photographic department for the combined use of the medical 
school and hospital have been opened. At King’s College 
Hospital Medical School the post-mortem department has been 
re-equipped to provide better accommodation for post-mortem 
demonstrations, the museum is being recatalogued and many 
specimens remounted, and library facilities have been increased. 
At St. Bartholomew’s the future plans are largely concerned 


At Middlesex = 


t 
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with rebuilding, and a start has been made on this with the 
help of the good offices of the University Grants Committee. 
The plans for the new Charing Cross Hospital and Medical 
School to be built at Northwick Park, Harrow, have now been 
submitted to the Ministry of Health and the University. Nego- 
tiations are almost complete for a lease of additional accom- 
modation at Charing Cross, which will ease the pressure on 
the present facilities of the school until the move is made to 
Harrow. Middlesex Hospital School began its rebuilding before 
the war, but so far has not been able to resume this arduous 
task, though it is hoping to start again as soon as practicable. 

The West London Hospital Medical School, by arrangement 
with the University of London, has agreed to accept no more 
undergraduate students. The last group of students entered 
the school in October, 1948. The usual undergraduate work 


_ will continue until’ these students have qualified, and early 


next year a start will be made with postgraduate teaching in 
association with the Postgraduate Medical School - at 
Hammersmith. The plans for the future have not yet matured, 
but the full resources of the school and hospital will be 
devoted to the postgraduate training of. specialists in medicine 
and surgery as soon as the school’s undergraduate commit- 
ments have been fulfilled. 


Schools Outside London 


At the Medical School, Birmingham, the anatomical, and- 
dental hospitals are being reconstructed so that self-explanatory 
demonstrations may. be presented to students from time to time. 
By a redistribution of space “greatly increased accommodation 
has beenxmiade available for the teaching of surface anatomy. 
The building of the experimental anatomical research labora- 
tory is proceeding slowly, but it is hoped that it wa be ready 
for occupation in''the near future. 3 

On the clinical side at Birmingham E E AR year has 
been completed, and the Regional Hospital Board has given 
many examples of its desire to co-operate with the university 
by providing members of the university teaching staff with 
opportunities for practice and for teaching in the hospitals 
which are under its authority. A standing joint committee 
consisting of representatives of the university, the: board of 
governors of the teaching hospital, and the Regional Hospital 
Board has been formed to ensure this close collaboration. 

A new departure in the department of bacteriology is the 
introduction of an Honours (B.Sc.) School, which will help 
to meet the urgent need in medicine as well as in agriculture 
and industry for persons with knowledge of the principles of 
bacteriology and with practical experience of bacteriological 

-technique. Research workers from the department of-chemistry 
and: paediatrics are working in this department on’ problems 
connected with: tuberculosis. Mention should also -be made 
of a further innovation which has taken place at Bifmingham 
since the closing months of 1948—namely, an investigation 
into the condition of the chronic sick to determine whether the 
lot of these patients can be alleviated and to encourage them 
to return to some degree of active life. 
place at one of the hospitals under the authority and with the 
enthusiastic support of the Regional Board. 

At Leeds accommodation has proved insuffictent in the 
medical school for the needs of new and growing departments, 
but it has been possible to convert houses in the neighbourhood 
to accommodate the departments of preventive medicine and 


_. public health, forensic medicine, and paediatrics, while the 


departments of medicine and biochemistry have also taken over 
additional premises. This new accommodation tl unprove 
facilities both for teaching and for research. 

The main advance in the medical school at Bristol next year 
will be the opening of a school of veterinary science under 
the aegis of the Faculty of Medicine. Twenty-five students 
are being admitted in'October for the first-year course for the 
degree of B.V.Sc. Buildings to accommodate veterinary 
anatomy and physiology are nearing completion, and a farm 
for clinical work is being stocked and equipped. 

At Sheffield the use for teaching purposes of hospitals other 
than those under the control of the board of governors is being 
steadily developed, and several members of the specialist staff 
ofthe City General Hospital have been recognizéd by the 


t 


z 


This inquiry is taking . 


university as clinical teachers. A chair in social and industrial ° 


medicine has been set up, the student outlook on public health 
has been reorientated, and the research side of this department 
is being developed. The early history of the school has lately 
been recalled by Sir Arthur Hall’s presentation of a portrait 
of Lord Addison, the first occupant of the Arthur Jackson 


_ chair of anatomy. 


At .Cardiff the University of Wales, the Welsh National 
‘School of Medicine, and the Regional Board have given much 
time and thought during the past year to the acquisition of 
a site for a new medical teaching centre, but so far without 
success. The reallocation of beds in the two main teaching 
hospitals—Cardiff Royal Infirmary and Llandough Hospital— 
is proceeding and should make it easier to use the beds at 
Llandough, which is a former municipal hospital, for teaching. 

Proposals have been made in Wales to establish a whole-time 
chair and department of paediatrics and child health and to 
set up other special university departments. The university 
and the school are in sympathy with such. developments and 


hope to proceed with them in an orderly fashion as money ` 


becomes available. In this connexion it may, be mentioned 
that the co-ordination jot the anaesthetic service in Cardiff 
and neighbourhood through. a medical school appointment 
has led to a great increase in efficiency and to the develop- 
‘ment of research and improvement of. methods which are 
‘attracting many postgraduate students and visitors from foreign 
countries. 

At Edinburgh from October, 1948, the course for the M.B., 
Ch.B., previously five years, was extended to six. ~ 

The School of Medicine in the University of St. Andrews lays 
stress on the value of residence. Both at St. Andrews and at 
Dundee there are excellent student residences which accommo- 
date undergradiates from all or any of the faculties. Medical 
students in their early yeary are encouraged to reside in these, 
so that there is a width of contact among the undergraduates 
which is of great educational value. In addition there is the 
William Low Residence of Medical Students, situated near thé 
principal teaching hospital, which is devoted exclusively to 
undergraduates in their clinical years, 

At Queen’s University, Belfast, clinical teaching is carried 
out at the Royal Victoria Hospital (554 beds), the Mater 
Infirmorum Hospital (200 beds), the Belfast City Hospital (600 
beds), and the other hospitals in Belfast which deal with 
specialties. A new department of child health. under the care 
of a full-time professor has been established, and the depart- 
ment of social and preventive medicine (formerly the depart- 
ment of public health) has been reorganized to meet the require- 
ments of the ‘General Medical Council. The erection of a 
new clinical block and an extension of the institute of patho- 


- logy’ have ‘been sanctioned and it is hoped to begin construc- 
tion this year. A full-time officer in charge of students’ health ` 


has been appointed at Belfast, and all first-year students are 
required to be medically examined, the examination ‘to be 
repeated before entering upon clinical studies. 

So much for a review of undergraduate education. One 
fact has not up to now been mentioned, but it is everywhere 
felt—namely, ‘the handicap arising from the ‘calling up of men 
so soon after qualification” By the time they are out of the 
‘Services again they are often married or for other reasons are 
-not prepared to come back as house officers. It is certainly 
unfortunate that at the present time military service is seriously 
handicapping the normal postgraduate education of the medical 


`- student. 


On a still broader -issue perhaps ‘we may quote again the 
‘Dean of the London Hospital Medical College : 


“I suppose the major problem is how medicine should be taught 
in the face of the increasing. volume of medical knowledge and 
the increasing complexity of the practice of medicine. It 
seems to me, that before long we shall reach bursting point, and 
some radical reconstruction will be necessary. Personally I think 
too much time is given to preclinical subjects, and before long 
clinical training must be brought back into the preclinical period, 
and the men started in the wards sooner, and the teaching of anatomy 
and physiology carried on during their clinical training so as to 
provide some satisfactory overlap. 

“ But perhaps I am a heretic in these things.” 


— 


` 


- M.B., B.Chir., 


rr 
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3 QUALIFYING DEGREES AND ‘DIPLOMAS: 


All universities, following the results of the final exariiinations,” 
confer qualifying bachelor “degrees ` in .medicine and“ surgery. 
The abbreviationy for registration are: B.M., B.Ch.;-U.Oxfd..; 
U.Camb.; M:B., B.S., U: Durh, and U.Lond. ; 
M.B., Ch.B., V. U.Manc., U. Birm., U. Lpool, U Leeds, U.Sheft.; 
U.Edin., U. Aberd.; U. Glasg.; and, USt. And. ; M:B., 
B.Ch., U. Wales, N. U.Irel., Q. U.Belf., and U.Dubl. (also L Med. 
and L.Ch.; U.Dubl.). The licentiateship. in -medicine, surgery, 
and -midwifery of the Society of Apotliecaries `of London 
-(L.M.S.S.A.Lond.) also admits primarily to the Register, as does 
the licentiateship of Apothecaries’ Hall, Dublin (L.A.H. Dubl.). 
The Medical Act, 1886,. requires the document presented i in evi-. 
` defice of -any of the above qualifications to.show that its Tolder, 
has passed a qualifying examination in medicine.: 


~ 


2. 7 ‘The Conjoint Board 


The qualifying diplomas in the English Conjoint (L-R.C.P. , 
Lond., M.R.C.S.Eng.) were taken by about one-fifth of the total 
of those who qualified: last year. Candidates aré examined by 
the Examining Board, in England of the three Royal Colleges 
(Examination-Hall, Queen Square, W.C.1): Threé examinations 
have to-be passed: a pre-medical examination ; a’ first examina- 
.tion . in ` anatomy, physiology, pharmacology, -. and materia 
medica ; and a final examination in pathology and- bacteriology, 
médicine, surgery, midwifery, and gynaecology. ‘Candidates are 
‘required to*complete the medical curriculum extending over not - 
less than fifty-seven months of study at recognized medical 


` 


_ schools and hospitals, and to pass the professional examina- 


tions in accordance with the regulations after passing any two 
parts: of the pre-medical examination. _ The Board does not 
itself conduct the preliminary examination in general education , 


_ but recognizes a number of. mà iculation examinations and 


school-leaving certificates. 

= The examinations of the Board are conducted four times d 
year, and candidates are required to give notice to the secre- 
tary of the Board twenty-one day before the examination. The 
first medical exarhination is in {two parts: (1) anatomy and 
_physiology, ‘written, oral, and practical ; and (2) pharmacology 
-and materia medica, oral only; In the final examination, medi- 
cine, surgery, and.midwifery and gynaecology, are.written, clini- 
.cal; practical, . and oral; pathology. is. written and oral only, 
and may not be taken alone as the last part of the examination. 


Candidates. who produce evidence of not less than twenty- 


seven months’ recognized clinical study subsequent. to“ passing 


_ in anatomy and. physiology are admissible to any one part only 


of the examination ; on the.completion of thirty months’ study- 
they are admissible to one or two , further parts, or to three 
_-parts if presenting themselves for“ the first time.. Candidates ` 
may not:enter for. the last pårt of the examination until they - 
have completed. . thirty-three months’ clinical study. 


_-they are. at, least 21 years of age and must produce evidence 
` of having completed mp medical curriculum as pet: out in the 
regulations. `- 3 

The Scottish and the Irish Conjoint 


The Royal College. of -Physicians of Edinburgh, the Royal 
Collége’ of Surgeons, of Edinburgh, and the Royal Faculty of - 


Physicians and Surgeons of Glasgow have an arrangement by / 


which after one ‘series’ of examinations students may obtain 
diplomas of the three co-operating bodies (L. R.C. P., L.R.C.S.Ed., 
. L.R.F.P.&S.Glas.). Each, of these corporations grants its single 


- diploma after examination, but the single diploma does not‘con- 


: fer the right to qualifying registration ; it is only a qualification 


, additional ‘to those already on the Register. The course of pro- 


fessional study embraces ,a certified period of ‘not less than 
five academic’ years, -in ‘the last three. of which clinical subjects 
must be studied. The. first examination embraces physics, 
chemistry, and biology ; 
and physiolog 
-logy, materia- medica, and pharmacology., .Thħe final examina- 
tion is in two parts: the first, forensic: ‘medicine and public 
health; and the second, medicine, surgery, ` and obstetrics‘and 
gynaecology. All. candidates at the final éxamination must also 


` 


Before l 
- admission to the final examination. candidates must show that_ 


, biochemistry, and biophysics ; the third, patho-. 


produce certificates of - efficiency in ‘the practice of vaccination 
from a Government teacher in the United Kingdom. Candi- 
dates for the Scottish Conjoint may work at any of the medical 


schools of Grteat-Britain and Ireland. Details may: be obtained 


from the’ Registrar, 18, Nicolson Street, Edinburgh, 8. 

> The’ Conjoint Board of the. Royal College of Physicians of 
Ireland and the Royal College of Surgeons in Ireland issues a 
joint licence in -medicine, surgery, and midwifery (L.R.C.P.1L& 
L.M., L:R.C.S.1.&L.M.), which f is a registrable qualification, and 


' accepts candidates: from most of the medical schools at home 


and overseas. The regulations are obtainable from the Secre- 


‘tary of the Conjoint Board; Royal SONGES of Surgeons, 
St. Stephen’s Green, Dublin. 


Other Diplomas x 


The Society of Apothecaries of London, which was consti- 
tuted by the Royal Charter of James I in 1617, confers a dip- 
loma (L.M.S.S.A.Lond.) which is registrable under the provi- 
sions of the Medical Act, 1886, and qualifies the holder to 
‘Compete for appointments in the naval, military, and Air Force 
services and for civil and colonial appointments. Examinations 
for the final ‘subjects are held monthly except in September. 
Examinations in. anatomy, physiology, and materia medica are 
“held in January, April, .July, and October. Particulars from 
yi o Apothecaries’ Hall, Black Friars Lane, London, 

The L.A.H. of the Apothecaries’ Hall of Ireland (95, Merrion 
Square, Dublin) entitles to registration as a qualified medical 
practitioner under the Medical- Act, 1886, and enables: the 
holder to compete for public medical appointments, including 
naval and military’ service, civil- and’ colonial appointments, 


_ and all Poor Law appointments. At entitles the holder to prac- 


tise pharmacy’ as well as medicine, surgery, and midwifery, 


. which means that he may if he so desires open a medica] hall. 


Diplomas in medicine and surgery registrable in the Colonial 
-List are granted by the -Universities of Sydney, Queensland, 
- Adelaide, and Melbourne, Ceylon Medical College, University 
of Ceylon, ‘University of Hong Kong, Royal University of 
Malta, Newfoundland Medical, Board, University ‘of New 
Zealand, the Universities of South Africa, Capetown, and the 
Witwatersrand, and-the King Edward VII College of- Medicine, . 
Singapore. Under certain conditions diplomas of universities 
and colleges in some of the provinces of Canada are registrable ; 
also, with some exceptions, and subject to dating, diplomas of 
the Universities of India and. Pakistan and the University of 
Rangoon. ~ 

‘All universities confer the higher qualification of Doctor of 
Medicine and Master of Surgery.. -Liverpool also confers the 
degree of Master of Orthopaedic Surgery (M.Ch.Orth.U.Lpool). 
The regulations for the award of this degree have been amended. 
Intending candidates must now be holders of an F.R.C.S. or 
F.A.C.S. before beginning the course. The Irish universities 
offer the degree of Master of Obstetrics (M.A.O.). The Master 
of Surgery of Oxford is a degree admitting primarily to the 
Register ; it is conferred as the result of an examination. To 
obtain the D.M., Oxford, a -thesis satisfactory to the Faculty 
Board must be ‘presented. ` University ‘requirements vary, -and 
~ particulars should be obtained from the one selected. 


2 "7" MR.C.P. 


7 ‘The Royal College- of Physicians of London confers its 
Membership (M. R.C.P.Lond.) by examination. The. pass for 


~ Membership is a written examination in the form of a paper 


on questions « of medical anatomy, pathology, principles of medi- 
cine ; a paper on questions of the practice of medicine, includ- 
ing the principles of public health, and on psychological medi- 
cine ; a clinical examination in the clinical wards:of a hospital ; 


- and oral examinations.- The M.R.C.P: has been the subject of 


recommendations of a committee which considers that 
, Membership of the College should signify a knowledge of general 


the second, anatomy ‘and embryology, ” medicine that justifies further training as a consultant and the 


examination should therefore be a test in general medicine on a leyel 


_rhigher than that’ required for qualification.” 


Hitherto the M.R.C.P. has been looked upon as a a qualifica- 
tion conferring specialist status. Teowai of the College is 


_ subject to election by the Fellows’: 


`“ 
\ ` i 


- 


~ 


‘+ Nations are held four times a year. 
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Fellowships of the Royal Colleges 


` The Royal College of Surgeons of England grants its Fellow- 
ship (F.R.C.S.Eng.) to those- who pass its primary:-and final 
. -Fellowship examinations. 


a 3 
w á 
` 
` 
x - 


The, primary examination, partly - 


~ written and partly oral, is Held in January and July, and the ° 


final examination, partly written, partly practical, and partly 
oral, and including the examination of Pee) is held i in May 
and ‘November. 


Membership of the Royal College of ' Obstetricians and. - 


Gynaecologists may be applied for by medical graduates who 
have been registered or eligible-for registration for at least threé 
_ years. The Fellowship (F.R.C.O.G.) is granted to members who 
are considered to have advanced the science and art. of obstetrics 
and gynaecology. 

The Royal College of Physicians of Edinburgh elects ` as a 
‘Member any licentiate of a British or Irish College of Physi- 


cians or any graduate in medicine of a university approved by - 


the Council, following upon an examination in the principles ` 


and practice of medicine and also in a department of medicine 
selected and .offered by the candidate and approved by the 
Council ; in this a high.standard of efficiency i is expected. Exami- 
Save in exceptional cases, 
no one is elected a Fellow of the College untib he has been at 
least three years a Member. Motions for the election of Fellows 


- years. 


are made at quarterly meetings of Fellows, and a three-fourths | 


majority on ballot is necessary. 

The Fellowship examination of the Royal College of Sueton 
of Edinburgh consists of two parts: the first, a written paper 
and an oral examination in anatomy and physiology and in 


| „pathology and bacteriology ; the second, a written paper,'a clini- 


cal or practical examination, and .an oral examination in the 
principles and practice of surgery, and in an optional subject 
chosen by the candidate from the following: surgical pathology 
and operative surgery; laryngology, otology, and. rhinology ; : 
obstetrics and gynaecology ; and ophthalmology: 


.~ grants,-after examination, a Fellowship qua physician “and a 


Fellowship gua surgeon registrable by the General Medical 
Council as an additional qualification (F.R.F.P.S:G.). Admis- 
sion is by examination and subsequent election. Candidates 
for the Fellowship in medicine must, have been in possession 
of a recognized medical qualification for not’ less ‘than three 
years and must have been engaged during one of these 


~ 
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Two examinations—primary and final—are also required for 
the Fellowship of the Royal-College of Surgeons in Ireland . 
(St. Stephen’s Green, Dublin). The first is in anatomy, physio- 
logy, and pathology, and the second’ in-surgery. A one-year ' 
course for the primary starts in October each year and lasts 
three terms. 

The Mastery of Midwifery of the Society of Äpotbecaries of 
London (M. M.S.A.) is designed to give evidence of practical 
experience in antenatal care, midwifery, and infant welfare, -and 
their relation to hygierie and: preventive medicine. The diploma 
indicates qualification to undertake the responsible control of 
maternity and child welfare. Examinations are held twice yoary;: 
in May and November. ae 





MILITARY SERVICE 


Civilian doctors and released medical officers who have held a 
non-permanent commission in the Royal Army Medical Corps 
during the emergency will be considered for appointment to 
short-service commissions in the R.A.M.C. for a period of eight 
The first four years will be on the Active List and the 
remainder in the Regular Army Reserve of Officers. Civilian — 
doctors will have direct appointment in the rank of lieutenant, 
and released medical officers, on certain conditions, in the rank 
of captain. Candidates must at the time of application be -` 
(a) normally not over 30 years of age, (b) British subjects or 


citizens of the Irish Republic, and sons of British subjects ` 


or citizens of the Irish Republic, and (c) registered under~ the 
Medical Acts in force in Great Britain and Northern Ireland. - 
During their service on the Active List they will be considered 


for appointment to a regular commission, and if they do not . 


want, or are not selected for, such commission they will receive 


- at the end of their four years” short service on the Active List a 


years in full-time clinical, work in a recognized” hospital and - 


“have spent two other postgraduate years in approved medi- 


cal work. The examination comprises.a clinical. .examination..- 


in medicine, written and oral examinations in.the principles 
of medicine’: and medical pathology, and . written. and -oral 
examinations in ‘the practice of medicine and therapeutics. 


pass a primary and a final examination. The primary examina- 
tion consists of written and-oral examinations in anatomy, 
physiology, pathology, and bacteriology. For admission to 
the final examination candidates must have been in possession 


- 


. chemical warfare, and six Visits to a recognized hospital. 


of a recognized medical qualification for not less than three ~ 


years and produce evidence: that they have been engaged, after 
qualifying, for one year in full-time clinical work in a hospital 
approved by the-Council and a further two years in the study 
- of surgery. The final examination. comprises a clinical exami- 
Nation in surgery, written and oral examinations’ in surgical 
anatomy and surgical pathology, and written and oral exami- 
- nations in surgery. Alternatively, -candidates may submit them- 
selves for examination in one of the following subjects: obstet- 


rics and gynaecology, ophthalmology, and otorhinolaryngology. 


The address of the Royal Faculty is 242, St. Vincent Street; 
Glasgow, C.2. > 


The Royal College of Physicians of Ireland (6, Kildare Street, 


Dublin) grants to registered medical practitioners, as the result . 
of examination, its Membership (M.R.C.P.L.), its Licence in . 


Medicine (L.M.), and its Licence in Midwifery (L.Mid.). Dates 
and particulars of the examinations can be obtained from the 
Registrar. The College grants the Fellowship (F.R.C.P.I.). “Only 
_Members of the College are eligible for election as Fellows. 


ae — 
a 
t 


“conditions stated above. 


-S.W.1. 


-gratuity of £600. Conditions of service and forms of application 
‘can be obtained from the ‘Assistant Director-General, Army 


The Royal Faculty of. Physicians and. Surgeons, of Glasgow -> Medical Services (A.M.D. 1) 38, Hyde Park Gate, S.W.7. 


On the nomination of the, Central Medical War Committee 
(B.M.A. House, London) doctors are appointed to national 
service commissions ‘in ‘the rank of lieutenant. 
service they can apply for a short-service commission and subse- 
quently be considered for a-permanent commission under the 


- 


` Training of Army Medical Officers i 


Officers commissioned in the R.A.M.C. receive a postgraduate 
service. trainingrat-the-Royal Army Medical College, Millbank, 
-Here--a senior officers? course is held twice yearly. 
The.first-of the. three-parts-is devoted to the study of tropical 


. medicine and entomology, military surgery, pathology, military 
Candidates for admission to the. Fellowship ' in surgery are .. 


`s required to.-possess a recognized medical qualification and to 


hygiene, .and. psychiatry,-and<is spread over about three months. 
Practical. instruction -and.demonstrations are given concurrently * 
with this. part of: the course:. -In addition there is a series of - 
lectures on venereology, dermatology, the medical aspects of 
The 
second part includes clinical instruction in medicine and surgery ` 
at London teaching hospitals ; this part also takes about three 
months. Examinations are held at the conclusion ‘of each 
of these parts, and thereafter officers are selected: for training | 
in the specialist subject for which they are best qualified or 
show aptitude. The officers selected by the College Council 
for specialist training begin the third part in their particular ` 
subject after the completion of the six months devoted tò the 
first and second parts. The training is carried out at various 
civil hospitals in London, Edinburgh, Glasgow, Belfast, Dublin, 
and other cities. The period of training is up to a maximum 
of twelve months, depending upon the previous experience -in 


During their — 


i 


the specialty of the officer concerned. The examination consists ` 


of a.paper of questions -and practical or oral tests. 
Instruction in tropical medicine includes a course of ‘lectures 
and clinical demonstrations. In addition, instruction in ento- 
mology is given. The principles and practice of modern 
military surgery are taught at the College. Lectures in the 


various courses, deal with the surgical lessons which have been _ 


learned as:a result of war experience, and cover both general 


= 
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_ Well-equipped laboratories exist for instruction in hygiene’ 
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and: regional surgery. The surgery. of kopal diseases has 
its place in the syllabus, and stress is laid:on the influence of 
tropical diseases on the management of surgical conditions in 
the soldier-both at home and abroad. 

In the teaching: of -pathology the syllabus of-lectures fot 
the senior classes is designed to cover the subjects taught in 
the classes of tropical médicine, surgery, and hygiene. 
Specialists in pathology receive all their ‘training, except in 
the performing of necropsies, at the.College. The-vaccine and 


gency vaccine laboratory at East Everleigh, Wiltshire, area 
part of the pathological department of the College and are 
responsible for the preparation of T.A.B. and cholera vaccines 
for the Army and of standard reagents for agglutination tests. 
The hygiene. department, in addition to the teaching of Army 
health, has facilities for the carrying-out of research of import- 
ance to the Army from the hygiene point of view, and much 


work of this kind has been a¢complished in the past and will : 


be a feature of the activities of the College in thé future. 


laboratory work of all kinds. There is also a well-organized 
hygiene museum. Officers taking a specialist course in hygiene 
(now Army health) are given the opportunity of taking the 
D.P.H. and the D.T.M.&H., and a considerable part of the 
instruction for ‘these diplomas is given at the College. 

The course in psychiatry consists of lectures partly on clinical 
psychiatry and psychopathology and partly on the applications 
of psychological principles to morale, discipline, personnel 
selection, and other purely military matters. “There are also 
demonstrations of clinical cases held at Banstead and Sutton 
Emergency Hospitals, and demonstrations of selection tests by 
a personnel selection mee 


~ 





- 


SERVICE OVERSEAS — - Bad 
The Colonial Medical Service _ a, 


AG interesting career is offered by the Colonial Medical Service, 


vacancies in which occur in all parts of the Colonial Empire, 
the greatest number in tropical Africa and Malaya. Candidates 
must ordinarily be British subjects holding medical qualifica- 
tions registrable in the United Kingdom, and should have had 


at least 12 months’ postgraduate hospital experience before. 


appointment. Those applying for entrance into the permanent 


service must be under 40 or 45 years of age, according to the’ 


age of compulsory retirement (50 in West: Africa and 55 in 
most other territories) in’ the territory to which they are 
appointed. Contract appointments for short terms are avail- 
able for candidates who are above the age-limits or who, while 
being below the age, do not wish to commit themselvés to a 
colonial career at the outset. 
permanent service are normally required to take a course in 


-tropical medicine and hygiene either before proceeding overseas 


or during their first leave. 
In the first instance medical officers are usually appointed for 


general duties, which require all-round ability and a balanced ` 
Such’ 


outlook upon both preventive and curative medicine. 
duties often involve the ‘charge of a district hospital and 
responsibility for the medical administration of a district, 


although many officers are employed” on clinical duties in the 


large hospitals: Some posts are purely concerned with public 


health work, and for these the possessidn of the D.P.H. or. 


` special experience in preventive medicine is necessary. 


A large number of specialist appointments exist which are 


normally filled from within the service by officers possessing 


Z 


the necessary aptitude and qualifications. For these appoint- 
ments a very high standard of professional attainment is 
required. Senior administrative appointments are also almost 
invariably filled by the promotion -of serving officers. The 
Colonial Medical Service is unified throughout the Colonies, 
and promotion takes place in the administrative or specialist 
branches whether in thé territory in which the officer is serving 
or on transfer to another. The scope for promotion is there- 
fore considerable. The total .of the establishments of the 
various Government medical departments amounts to some 800 


‘advise work for specialist diplomas or higher degrees. 


Officers appointed to the 


hee 


Buropeant medical officers and an even greater number of officers 


_ appointed locally. 


Officers -possessing qualifications or experience in pathology 


` would. be- considered for appointment to the laboratory estab- 


lishments. Workers in the laboratories carry out pathological 
and biochemical examinations for clinical, forensic, and public 
health purposes. ‘In. this branch a great deal of the research 


_ work: which has led to important advances in the knowledge of 
- tropical medicine and of local health problems has been carried 
serum departments, now separately accommodated at the emer- - 


out. 

There are a aunta of vacancies for women doctors, particu- 
larly for those with special experience in obstetrics, school 
health, child welfare, and nutrition, although their employment 
is not necessarily confined to these subjects. 

Full particulars of terms and conditions of service may be 
obtained from the Director of Recruitment, Colonial Office, 
Sanctuary Buildings, Great Smith Street, London, S.W.1. 


- i Medical Missions 
To medical men and women with a sense of vocation and a 


‘desire to express their faith through their professional work, 


medical missionary service offers vast opportunities. Jn China, 
Christian missions have given the country a medical and a 
nursing profession, and even in ‘these recent days of trouble 
and change the missions continue their witness. In Africa they 
have ploneered.rural health services and contributed largely 
to leprosy. research and control. In'India and Pakistan they 
have helped to maintain high ethical and professional standards. 

The missionary societies regard 18 months’ postgraduate 
work in resident appointments as a minimum, and often 
In 
addition special missionary training is- recommended. Terms 
of service vary in length from 18 months to six years, accord- 
ing to climatic conditions. Ordinarily it is’ hoped that life 
service .will be volunteered for, but short terms are considered. 
Salary is on a missionary basis, with children’s allowances and 
a pension scheme. 

Applications from students and qualified men and women 
should. be made direct to the missionary societies, through Jocal 
branches of the Student Christian Movement or the Intervarsity 
Fellowship, or to the Chairman of the Medical Advisory’ Board 
of the Conference of British Missionary Societies, Edinburgh 
House, 2, Eaton Gate, London, S.W.1. 





> MEDICAL AUXILIARY SERVICES 


In 1936, principally at the instance of the British Medical 
Association, there was formed .a Board of Registration of 
Medical Auxiliaries. The purpose of the Board’ was to estab- 
lish and maintain a national register of trained persons engaged 
in technical work or practice ancillary to the work of ‘the 
medical profession. This register now comprises over 12,000 
names and is composed of radiographers, dispensing opticians, 
chiropodists, speech therapists, orthoptists, dietitians, and 
physiotherapists and biophysical assistants. The Board is a 
registering and disciplinary body, not an examining one. 
Examining bodies in the various branches are approved by 
the Board and appoint representatives to, its Council. The 
majority of members of the Council—nine out of 16—are 
members of the medical profession. 

The function of the Board is to co-ordinate the work of these 
various auxiliaries, to ensure that they are qualified, to main- 
tain and improve their standard of training, and to afford liaison 
between them and medical practitioners. All those whose names 
appear on the register hold a qualification in their particular 
sphere recognized and approved by .the Board. With the 
exception of the chiropodists, all those on the register, as a 
condition-of admission, undertake not to carry out any medical 
auxiliary work except ‘under a medical practitioner’s direction 
and contro]. The chiropodists, when not acting under medical 
direction, confine-their practice to the treatment of malformed 
nails and. superficial excrescences occurring on the feet, and 
bunions. - 

The qualifying bodies for the respective branches are 


-the Society of Radiographers, the Association of Dispensing 


~ 


- 
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Opticians, the Society of Chiropodists, the College of Speech 
Therapists, the British Orthoptic Society (the -training and 
qualifications being the responsibility of the Faculty of 
Ophthalmology - advised by ' the Orthoptic Board), and the 
British Dietetic Association. In 1944 the Chartered Society 
of Physiotherapy withdrew from membership of the Board, 
and so ceased to be a qualifying body. The Board is unable, 
therefore, to accept for registration members of the Chartered 
Society qualifying since that date, but the majority of the 
members, as distinct from the Society, registered with the 
Board have not resigned, and their names appear in the register. 
Biophysical assistants—namely, those qualified to dispense ultra- 
violet radiation, light, heat, etc-—underwent an examination 
formerly controlled by the Society of Apothecaries. This 
examination is no longer held, and the number of persons hold- 
ing this qualification“only is small. All the qualifying bodies 
have established periods of training. That for the radiographers, 
for example, is two‘years at a recognized training centre, and 
for speech therapists three years’ full-time course at a recognized 
school. 

The office’ of the Board i is at B.M.A. House, Tavistock Square, 


- W.C.1. 


} 





ORGANIZATIONS TO JOIN 


At every gathering of final-year students and the newly. quali- 


fied the man on the eve of entering practice, public or private, 
is advised to do two things—namely, to join one of the defence 
organizations and to become a member of the British Medical 
Association. This advice is as good as ever. The National 
Health Service has not made it less necessary for the practi- 
tioner, by joining a defence society, to protect himself against 
the medico-legal hazards to which even the most careful and 


- conscientious practitioner is exposed. The defence societies are 


three in number. 


Defence Societies 


a“ A 

The Medical Defence Union (49, Bedford Square, W.C.1) 
has now a membership of over 33,200. It has thrown open its 
doors to dental as well as to medical practitioners, and it has 
made special provision for overseas medical and dental practi- 
tioners practising in the Dominions and in other countries. Its 
work has been increasing by leaps and bounds during the past 
three years. ‘It claims to be the largest defence organization 
in Great Britain or indeed in any country except America. The 
Union furnishes advice and tnlimited financial indemnity to any 
member threatened with or involved in litigation raising a ques- 
tion of professional significance or more commonly based upon 
a charge of professional negligence. The accumulated funds are 
now-about £150,000, while the subscription income is mounting 
annually. Nevertheless, costs of-litigation and of settlements 
out of court are mounting at a more rapid rate. 

The Medical Protection Society, formerly known as the 
“London and Counties” (Victory House, Leicester’ Square, 
W.C.2), has a membership exceeding 25,000. During the past 
year it has gairied nearly 1,800 new members. Membérship is 
open to any registered medical or dental practitioner. This 
society was the first ‘to afford indemnity against adverse costs 
and damages, the first also to afford unlimited indemnity. The 
indemnity is secured by financial resources exceeding £145,000 
and a reinsurance at Lloyd’s for an unlimited amount: 

The Medical and Dental Defence Union of Scotland, Ltd. 
(115, St. Vincent Street, Glasgow, C.2), has a membership ‘of 
approximately 6,200.. The total assets are over £37,000. The 


policy of the council has always been to give careful considera-, 


tion to the interests of its members who have claims made 
against them for negligence. 

The annual subscription of all these gatie is £1, with an 
entrance fee of 10s. The Medical Defence Union ‘mentions 
the possibility of ansincreased subscription, but is prepared to 
accept newly qualified practitioners applying for membership 
within three years of their registration at the subscription of 
£1, this annual rate to obtain for the mee three years of 
membership. 
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` The British Medical Association 


The British Medical Association (Tavistock Square, W.C.1) 
has now a membership of considerably over 60,000. 1t includes 
more than three-quarters of the members of the medical pro- - 
fession in the, United. Kingdom. Members are elected by the 


~- council of the Branch in the area in which they reside, or, if 


not resident in a Branch area (for example, serving with the 
Forces), by the Central Council. The privileges of members 
include participation in all activities, local and central, in its - 
government and ‘the formulation of its policy; the ‘weekly 
receipt of the British Medical Journal and its Supplement; the 
use of the houses of the Association in London and Edinburgh, 
and the help of the central staff in professional matters. The 
Association offers a number of prizes for research and the 
encouragement of important work. Six prizes, each of the value 
of £25, are awarded annually to medical students for essays 
submitted in open competition on a national basis, and £150 
has been allocated for the award of. regional essay prizes to 
medical students based on the four regions of the British 
‘Medical Students’ Association. The Association also has cer- 
tain research scholarships which are awarded for a period of 
twelve months to accord with the academic year. 

A recent development in the Association is the establishment 
of an Empire Medical Advisory Bureau to assist members of 
the profession coming to this country from the Dominions and 
Colonies for postgraduate instruction and other purposes. The 
,Bureau, which is located at B.M.A. House, furnishes a personal 
‘advisory service to visiting practitioners, and one of its principal 
objects is to make available the fullest information regarding 
facilities for postgraduate study and, where necessary, to pro- 
vide the required contacts and introductions. 

A still newer piece of work of the Association is the estab- 
lishment of a Medical Practices Advisory Bureau. The work 
of this Bureau is described elsewhere in this issue under the 
heading “The G.P. and the N.H.S.” S 

The ordinary subscription, to the B.M.A. for members resi- 
dent in Great Britain and Northern.Ireland is being raised from 
Jan. 1, 1950, to four guineas, but there are certain classes of 
members who come in at lower rates, and the newly qualified 
practitioner who is elected within two years of registration will 
pay only two guineas per annum for the period of four years 
after registration. Members residing outside Great Britain and 
Northern Ireland pay one and a half guineas, and Service 
members, wherever resident, two and a half guineas. 


Medical Women’s Federation 


The Medical Women’s Federation’ (Tavistock House North, 
W.C.1) is the only professional organization in this country 
consisting solely of medical women. Its forerunner, the 
Association of Medical Women, was constituted in 1879, but 
the Federation itself was founded in 1916. It endeavours to 
bring before the main body óf the profession the special 
minority difficulties of medical women and, when necessary, 
to press for the full application of the principle of equality. 
It works:in close’ and friendly rélatiériship with the British 
Medical Association and encourages women to take an active 
part in the Association’s central and divisional activities. 


The Students’ Association 

The British Medical Students’ Association (B.M.A. House, 
Tavistock Square, W.C.1) was founded in 1941 to afford a 
means of communication between medical students of the 
various schools and also between British and foreign medical 
students. It publishes a quarterly journal, organizes clinical con- 
ferences in university centres, and holds an annual meeting in 
London extending over a week-end. It has'liaisón with the Irish 
M.S.A. Last year it held a noteworthy International Clinical 
Congress in London, Oxford, and Birmingham ; there were 107 
delegates, representing 25 countries. The weakness of all 
students’ associations is that they continuously lose members 
on graduation. The B.M.S.A., with the object of retaining the 
interest of its old members, has created a category of member- 
ship for qualified men and women, so that, having left the ranks 
of students, they are not necessarily cut off from the student 
body. 7 


‘tion for the C.P.H., 
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Public Health i 


‘The London School of Hygiene and Tropical Medicine, Keppel 
‘Street, W.C.1, offers a course of study-for the University of 


‘which begins in October and extends through. an academic 
year of nine months. The preliminary: part of the course, 
from October to December, which is followed by thé examin- 
is intended to meet the needs of registered 
medical practitioners who wish to devote themselves to any 
branch of public health work; and the full course provides 
more advanced instruction for those practitioners who wish 


‘to qualify themselves for appointments in which they are: 


‘required by law to hold diplomas or decrees in pubie health 
or State medicine. .- 

Studeñts are also offered facilities for making special study. 
-f-one group of ‘subjects during the second part of a diploma 
course. These “elective” subjects have been introduced in 
order to give students an opportunity of acquiring special 
‘knowledge within the framework of the general course. The 
elective subjects offered are : (1) industrial health, (2) statistics, 
(3) hospital administration, and (4) tropical hygiene. . The 
elective course in industrial health is recognized in part as 
„qualifying for the examination for the Diploma in Industrial 
Health,. and opportunities are given for visits to factories 
‘and other industrial establishments. Only a limited number 
of ‘students can be accepted for this and the other elective 
‘courses, 

` At the University of Leeds the D.P.H: course covers three 
academic terms, of which the first is devoted to an introductory 
course in social medicine and the mass aspects of- disease, on 
which the Certificate in Public Health is granted, followed by 


- two terms of more detailed instruction in public health suit- 


A 


' Bachelor of. Science in- Public 


able for the practising medical officer. Practical bacteriology 
is taken in the course, so making it particularly suitable for 
those students who will ultimately practise public health in 
countries where the laboratory services are. under the super- 
vision of the publio health service. 
is fortunate in having within a radius of 10 miles an area with 


a population of one and a half millions, both urban and rural... 


in which the practical field work can-be particularly well under- 
taken. The Department of Preventive Medicine and Public 
Health has moved to new premises equipped with a demonstra- 


tion room and a students’ common-room for students attending. 


public: health courses.of various kinds. In Durham a .marked 
falling off in the number of applicants for the D.P.H. course 
led to its cancellation in 1948-9, but it is intended to provide a 
course. both for the .diploma and the certificate, beginning in 
October, 1949. a: = 


The Department: at Leeds . 
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‘London Postgraduate ‘Certificate and Diploma in Public Health . 


At the Queen’s University oe Belfast a course for the Certifi- ` 


cate and Diploma in Public Health is held each academic year 
in the Department of Social and Preventive -Medicine. | The- 
courses, which’ are full-time, are open to graduates of -British 
and Commonwealth universities. Not more than 15 students are 
accepted, and, poe are owen to graduates of Queen’ S 
University. ~- 

Full-time courses; with practical “anche demonstrations, and 


lectures, lasting nine months and beginning in October, are - 


also given at the Universities of Aberdeen, Birmingham, Bristol, 
Durham, Edinburgh, Glasgow, Liverpool, ‘Manchester, St. 
Andrews, and Wales. Wales offers a three-months full-time 
course for the Certificate. in Public Health, preliminary to the 
D.P.H., for which there is a twelve-months part-time course. 
In addition to the universities, the Royal College of Physicians 
of London and the Royal College of Surgeons of England 
confer a Diploma in Public Health (D.P.H, R.C.P.S.Eng.),. as 
do the Royal Colleges of Physicians and Surgeons of Edinburgh 
and the Royal Faculty of Physicians and Surgeons of Glasgow 
(D.P.H. R.C.P.S.Ed. and R.F.P.S.Glasg.), and:the Royal College 
of Physicians and Surgeons in Ireland (D.P.H. R. C.P.S.1.). The 
University of Durham confers the diplomas of Bachelor and 
Doctor in Hygiéne (B. Hy., D.Hy.,Durh.), Birmingham that of 
Health ` (B.Sc.(P. H. )Birm.), 


- 


- surgery, 


fo. $ 
= MEDICAL JOURNAL 541 
Glasgow similarly (B.Sc.(P.H.)Glasg.), as well as a doctorate, 
Victoria University of Manchester has a Diploma in Sanitary 
Science, and. the University of Dublin a Diploma in State 
Medicine ; all‘ these in addition’ to the ordinary D.P.H. 

The- Royal Institute of Public Health and Hygiene (28, Port- 
land Place, -W.1) arranges courses of lectures and laboratory 
instruction for the D.P.H. Students completing the course are 
entitled to enter for examinations for the diploma of - the 
universities and corporations. Examinations for the diploma 
and for the.certificate are held- twice a year. 

Postgraduate teaching in the University of Liverpool includes 
full-time courses -for the diplomas of D.P.H. and D.T.M.&H. 
(in conjunction with the Liverpool School of Tropical Medicine), 
as well as for the Diploma in Raswloey referred to below, ` 


i i Tropical Medicme and Hygiene 

The Incorporated Liverpool School of Tropical Medicine has 
courses for the D.T.M.&H. Two courses are arranged for this 
diploma, each lasting about five months. The syllabus com- 
prises tropical medicine, dermatology, ophthalmology, and 
bacteriology, entomology, parasitology, tropical 
hygiene, and sanitary engineering. Fees are 40 guineas for 
the D.T.M.&H. course and 20 guineas for the revision course. 
The examination in the University of Liverpool for this diploma 


‘is held twice~yearly, in January°or February and in April or 


May. The Liverpool School, which also gives courses of 

instruction in public health parasitology and entomology for 

students taking the D.P.H., has recently passed its jubilee. 
The London School of Hygiene and Tropical Medicine offers 


-a course.in tropical medicine and hygiene, intended primarily 


to prepare qualified medical practitioners for the examination 
of the-Conjoint Board for the D.T.M.&H. The courses last 
five months and there are two each year, from October to 
February, and from March to July, to prepare for the exami- 
nations in March and July. The syllabus includes systematic 
and practical instruction in the laboratory sciences, proto- 
zoology, helminthology, entomology, and bacteriology in rela- 
tion to tropical conditions ; theoretical and clinical instruction 
in tropical medicine, and systematic instruction in statistics, 
nutrition, sanitation, and public health. Application should be 
made not ‘less than one month before. the course is due to 
begin. - 7- 

A -short course in medical statistics is also offered by the 
London School. It occupies two days a week for‘three months, 
during April to July, and also during January to April if 
enough applications are received. The instruction is on the 
principles of medical statistics and statistical methods. 

The Medical Faculty of the University of Edinburgh has 
courses for the D.T.M.&H.Edin., lasting two terms, beginning 
in October. ~ : 


w 


Industrial. Heatth 


The Royal Faculty of Physicians and Surgeons of Glasgow 
grants a Diploma in Industrial Health. Candidates for the 
diploma (D.J.H.Glasg.) must complete courses of instruction 
and pass the examinations. Copies of the regulations respect- 
ing the diploma may be obtained from the secretary of the 
Royal Faculty, 242, St. Vincent Street, Glasgow, C.2. 

The Society of Apothecaries of ‘London holds an examination. 
for the Diploma in Industrial Health, taking the history of the 
subject, legislation, occupational diseases, the industrial environ- 
ment, the practice of industrial medicine, and clinical medicine 
and surgery as applied to industry. The examination is held in 
July and December. The. D.I.H. is granted by the Datverstty 
of Edinburgh and by the Conjoint Board. 

The Royal Institute of: Public Health and Hygiene arranges 


courses for the D.I.H. 


Bacteriology ‘ 


A course ‘of study for the academic postgraduate Diploma 
in Bacteriology of the University of London is given by the 
London School of Hygiene and Tropical Medicine. The course 
extends throughout the, academic ‘year,-.starting in October. 


Lectures and practical instruction cover the fields of general 
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bacteriology, including the study of virus diseases and bacterio- 
logy applied to hygiene, and instruction is given in bacterio- 


logical chemistry, medical mycology, and elementary statistics. ’ 


The course, which is intended to give advanced instruction in 
~ bacteriology to students who wish to follow a bacteriological 
career, may be taken by students with a qualification in medi- 
cine or veterinary science. A small number of students with an 
honours degree in science (including chemistry) or a degree in 
pharmacy may receive instruction in bacteriological chemistry 
as applied to industry instead of in bacteriology as applied to 
hygiene. The total number of places available in.the course 
is strictly limited.. Applications for admission to the course, 
beginning in October must be received by the preceding March. 
Manchester University also has a Diploma in Bacteriology. 


Other Diplomas 


A large number -of other special diplomas are available, and 
the programmes and prospectuses of the various bodies must be 
consulted, The English and Irish Conjoint and several of the 
universities, among’ them Bristol and Leeds, have Diplomas in 
Psychological Medicine. The Diploma in Psychiatry of the 
University of Edinburgh (D.Psych.Ed.) requires candidates 
entering for the examination to have spent a period of three 
years in a duly proportioned training in approved hospitals, 
clinics; and other institutions. 

- Diplomas in Radiodiagnosis and Radiotherapy are conferred 
by the Conjoint Board and, among other universities, by Edin- 
burgh and Bristol. A Diploma in Radiology (diagnosis and 
therapy) has lately been instituted in the University of Liverpool. 
Holders of this diploma (Dip.Rad.) may be awarded the degree 


-, of M.Rad. after further study for two yéars and the presentation 


of an acceptable thesis. 

The University of Oxford grants a Diploma in Ophthal- 
mology, the University of London a Diploma in Clinical Patho- 
logy. A Diploma in Anaesthetics is granted by the English 
Conjoint (D.A. R.C.P.Lond., R.C.S.Eng.), which also offers 
Diplomas in Laryngology and Otology, in Ophthalmic Medi- 
cine and Surgery, and in Child Health. Diplomas in Ophthalmic 
Medicine and Surgery, in Anaesthetics, and in Child Health are 
also granted by the Irish Conjoint.- 


Fellowship in Radiology 


The Faculty of Radiologists (45, Lincoln’s Inn Fields; W.C.2) 
offers a Fellowship (F.F.R.) to medical graduates of five years’ 
standing who have spent at least one year in general clinical 
werk at approved hospitals, hold a radiological diploma, and 
have practised radiology exclusively for at least two years after 
obtaining that diploma. Candidates are required to pass an 
examination and submit a thesis. Candidates who hold ‘higher 
medical or surgical qualifications may be exempted from the 
examinations in general medicine, general surgery,,or pathology. 


N 
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COURSES IN PSYCHIATRY 


The National Association for Mental Health (39, Queen Anne 
Street, W.1) arranges training courses in certain aspects of 
psychiatry, especially child psychiatry. Its courses for school: 
medical officers .are full. Fellowships are given to ‘enable 
qualified psychiatrists to obtain special training in child 
guidance at a recognized training clinic and are tenable at a 
number of clinics in Great Britain. The usual course of train- 
ing covers 12 months, half-time, and is recognized as a qualifica- 
tion for the medical directorship of a child-guidance clinic. 

The Tavistock Clinic (2, Beaumont Street, W.1) specializes as 
a centre for the out-patient treatment of children and adults 
with psychiatric disabilities. The educational programme 
_ includes courses for psychologists and social workers as well 
as doctors. It organizes with the National Association for 
Mental Health (see above) the 12-month half-time course for 
psychiatrists specializing in child psychiatry. 

Fhe Institute of Psycho-Analysis (96, Gloucester Place, W.1) 
furnishes a part-time course, lasting about four years, in psycho- 

analytic theory and:technique. ‘It includes a personal analysis, 
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, mattresses. 


attendance at lectures and seminars, and clinical work under 
supervision. The Institute does not set out to teach all aspects 
of psychiatry, and general psychiatric experience must be 
obtained at other clinics and hospitals. 

The Institute of Psychiatry, associated with the Maudsley 
Hospital and Bethlem ‘Royal Hospital, is referred to in the 
article on “ Postgraduate Training Facilities ” (p. 530). Training 
normally covers a period of two to.three years after adequate 
experience elsewhere in general médicine and is based on 
responsible hospital duties under supervision. The aim is to 
provide a wide training in the many branches of ‘clinical 
psychiatry and its basic sciences. 

The fees payable by those who attend the teaching at the 
Institute of Psychiatry without holding hospital appointments 
are: for clinical instruction only, 10 guineas for three months, 
I5 guineas for six months, and 20 guineas for 12 months; for 
clinical instruction and all first- or second-year lecture and 
demonstration courses, 20 guineas for one term and 50 guineas 
for one year; and for first- or second-year lecture and demon- 
Stration courses only, 12 guineas for one term and 30 guineas 
for one year. The enrolment fee is £1. Fuller information may 
be obtained from the Deari, Maudsley Hospital, Denmark Hill, 
S.E.5. 
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NEW WORK FOR THE KING’S FUND 


King Edward’s Hospital Fund for London is not directly 
affected by the National Health Service Act (it is governed by 
an Act of its own, passed more than forty years ago), and its 
responsibilities and sphere of influence have been enlarged, not 
diminished, as a result of the transfer of hospitals to the 
Minister of Health. The King’s Fund has been inthe past a 
staunch supporter of the voluntary system, and its aid enabled 
this system to survive the financial crisis which followed the 
first world war. a , 

Now that the voluntary system has been abolished the 
King’s Fund remains as a\ residuary legatee. There is, as its 
52nd annual report points out, still a large volume of good will 
flowing towards hospitals, and the Fund offers a means where- 
by in the metropolitan area this can be canalized. The Fund 
has large financial resources, its ordinary income reaching over 
a quarter of a million pounds, 90% of which comes from 
investments. What is more important, it has a long and . 
intimate experience of hospital problems. It would be pre- 
mature to define precisely the manner in which this income 
may still be used to assist hospitals, but there are many ways 
in which institutions can be helped, though the State is 
financially responsible for their. maintenance. Last year, for 
example, grants amounting to over £21,000 were made to 
some fifty-hospitals for the provision of comfortable modern 
Other grants were made for the well-being and 
comfort of patients and staff by providing patients’ trays, easy 
chairs, wireless, and so forth; for improving the hospital 


_ Service by gifts of refrigerators, washing machines, and x-ray 


apparatus; and to encourage the extension of the work done 
by hospitals for the aged and the chronic sick. 

Little attention has ‘been paid to the “ disclaimed ” hospitals, 
but, asthe report points out, the progress and development of 
the National Health Service will be profoundly influenced by 
the existence of active institutions experimenting and develop- 
ing under voluntary aegis. Grants to. twelve such hospitals 
in the metropolitan area were made last year. Convalescent 
homes also -require help, and a sum of £30,000 was distributed 
among them during 1948. In some respects the new Act is a 
greater landmark in the history of convalescent homes than of 
hospitals, because for the first time it gives them recognition 
as an integral part of health care. Convalescent homes were 
formerly regarded as a rather luxurious appendage to the treat- 
ment of illness; they are now seen to‘be a necessity. Only 
about 40% of convalescent homes have been taken over and 
attached to boards of governors or management committees. 
Many have been left outside the Service, not because of ineffi- 
ciency, but because of failure exactly to fulfil: a statutory 
definition, Here again comes in the value of an organization 
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which is not frustrated by rigid Official frontiers in the allocation’ 
of its help. -~ 


Ke vacancies in 1 the Service can no Jonger be filled by purchase 
, the M.P.C. may decide not to fill a vacancy; when a vacancy 


Other activities of the King’s Fund are finding an ‘increased ‘has to be filled the executive council will normally advertise it. 


scope. One of them is the Emergency Bed Service, established 
just before’ the war.- This has become the agent of: the. four 
metropolitan regional boards for urgent admissions under the 
National Health’Service, It was expected that its work might “ 
be doubled on the appointed day; actually it was. quadrupled, ` 
but the organization took the. strain and no disaster occurred.‘ 
The Emergency Bed Service received a- good deal of attention 
from the ‘Press for political reasons, as .being likely to “illus- 
traté the failures of the Act. , Nevertheless, it has solid achieve- 
‘ments to its credit, and the regional boards and the Ministry < 
have given; the fullest help and encouragement. Two other 
activities of the Fund, one in being and the other projected, are 
the setting up of a. staff college for -ward sisters, recently 
described in these columns (July 2, p.-30), and the coming 
inauguration of a-catering-centfe at St. Pancras Hospital to 
serve as a model in equipment and: layout. 


and almoners. The impression gained from this report is of 
an organization which is meeting new occasions with new 
duties. It is taking.a broad view ofthe needs of hospitals, 
helping in many ways where. help is most needed, encouraging 
progressive hospitals, and introducing the human element, in 
which ‘the best-laid State schémes are apt to be deficient. 
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"THE GP IN. THE NES. i 


The genéral practitioner who enters the National Health Service 
does' so by making a contract with. the local executive- council. 
He is not an employee of the council, but a contractor with 
it, in the same way ‘as his predecessor, the insurance practi- 
tioner, was in contract with the local insurance committee. ' 

In England and Wales, there are 138. executive councils, one 
for each county and county borowgh, except in eight" cases 
where two areas have been combined ‘under ‘a single council. 
Each executive council consists of 24° members—four (with 
the’ chairman) appointed by the Minister of Health, eight 
appointed by the local health authority,- seven doctors appointed 
by the local medical- committee. (which is elected by all the 
local doctors and is the successor of the Panel Committee), 
and three dentists and two pharmacists appointed respectively 
by their local committees. 

The doctor newly starting .in practice, like the established 
doctor who moves into a new district, can come into the Ser- 
vice anywhere in the country except in some áreas declared ° 
to be over-doctored (see Supplement to the. British Medical 
Journal of August 6, p. 70, and August 20, p. 93). An area may 
be closed to additional doctors and a vacant practice remain 
unfilled if it is considered that ‘the area has more doctors than 
it needs. The control in this respect is exercised by a Medical 
Practices Committee, whose. nine members, all appointed by’ 
-thè Minister, include seven doctors appointed after consulta- 
_ tion with the British Medical Association, and five of the seven 
“must be actively engaged in medical practice. To this Medical 
. Practices Committee the executive councils report the number 
- of doctors required to meet the needs of their areas: and also 
-any vacancies occurring in the Service. The committee tan 
-refuse a doctor’s application , to join the Service in a particular - 
area only on one ground—namely, “ that the number of medical — 
practitioners undertaking’ to provide general medical services 
in the area or part of the area concerned is already adequate.” 
Formerly, vacancies in practices were commonly filled by 
urchase. ‘ The young doctor had to buy his way into general 
ractice, starting perhaps as an assistant and presently buying, 
ither a practice’ of his own or,a share in a partnérship. ‘This. 
uying and- selling of practices has been swept away so far 
public practices—that is, practices within the National Health 
rvice—are concerned, and a: fund of +66,000. 000 hasbeen ° 




















comes law. 


In addition, bur- ' 
saries are offered to assist the training of hospital administrators ~ 
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‘Gardens, Edinburgh. 


'A booklet entitled The National Health Servicé just issued by 
the Ministry states: “If only one doctor applies he will usually 
be given the practice automatically..- If several apply, the execu- 
„tive council, when reporting their names to the committee, will 
add -the’ opinion of the local medical committee and its own 
recommendations. Local ties and wishes, as well as-local needs, 

will be taken into account. For instance, a partnership of 
doctors may want a’particular man to join them, or a son may ' 
wish to carry on his father’s practice: The doctor who fails to 
get what he wanted may ask the Minister to overrule the com- 
mittee or to’ appoint him in addition to the doctor chosen by 


_ the committee.” i 


_ The remuneration of general practitioners in the National 
Health Service is in general by æpitation fee. The amount of 


the capitation fee has been the subject of long discussions, not 


yet terminated, between the Ministry and the British Medical 
Association. "The ‘maximum number of persons on the [ist 
of a single-handed doctor is fixed for the time being at 4,000. 
With the consent of the executive council after consultation 
with the local medical committee (or on appeal to the 
Minister) a doctor may have a fixed annual payment—a_ basic 
salary~as it is called—of £300, plus capitation fees at a “lower 
rate. This arrangement is intended to help doctors starting 
in practice. “ Normally the annual: payment of £300 is subject 
to the-condition that the doctor shall have a specified number 
of patients.on his list within a given period of his entrance 
into the Service. - There is also a fund amounting to £200,000 


a year, for extra payments to be made tq doctors who practise 


in difficult or unpopular areas. In addition to the capitation 


` fee ‘there -are certain extra payments such as for maternity 


services, for mileage in-rural areas, and for dispensing. Doctors 
undertaking the training of a young assistant may also receive 
extra fees, and the Government scheme includes provision for 
superannuation, death benefits,.and widows’ pensions. Various 
public appointments, as well as, of course, private practice, are 
open to the practitioner. 
A word about the disciplinary many The executive 
council has‘no power to dismiss a doctor, but if after inquiry 


- 4 


‘it feels that owing to a doctor’s dereliction. his contract ought 


“to be cancelled the.case is referred to an independent tribunal 
consisting .of a Jjawyer-chairman appointed by the Lord 
Chancellor and a layman and a doctor both appointed by the 


‘Minister after consultation with the Association of Executive 


Councils in the one ‘case and the doctors’ professional organiza- 
tion in the other. Jf the decision of this tribunal is in favour 
of the doctor it is final; if it is against the doctor, he has a 
right of appeal to the, Minister, who, after careful inquiry and 
consultation with an advisory committee of doctors, can over- 
ride the tribunal in the doctor’s favour. 
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rd 
- An Advisory Bureau 


With the cha anges which’ the. National Health Service has 
brought about .in the customary methods of entering upon 
practice, the Council of. the British Medical Association felt 
the need of’ establishing some central machinery through which » 
practitioners wishing to establish themselves in practice could. 
obtain advice and information concerning suitable openings. - 
_ The Medical Practices Advisory -Bureau has been accordingly . 
set up as a department of the Association at Tavistock Square. 


_ Its purpose is to advise all practitioners on individual problems 
, connected with _entry into, and. conduct of, practice, and it 
_ includes an appointments ‘information service through which 


the introduction of locumtenents, assistants, or partners can 
be effected. .The Bureau is under the direction of one of the 
assistant secretaries of the Association (Dr. L, S. Potter), and 
it’retains the. services of some ‘members of the staff of the 
British Medical Bureau, now in voluntary liquidation. Branch 


_’ Offices have been established at 33, Cross Street, Manchester, 


and at the Scottish office of the Association, 7, Drumsheugh: 
It is hoped that in course of time-other ,” 
regional offices will play their part. The services of the Bureau | hee 
are free of ‘charge to members of the Association; others are.‘ _ 
expected to pay fees as a pono tothe expenses incurred. 
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A, survey by the Medical Practices Committee in which the 
areas of England -and Wales were scheduled according ‘to 
-doctor-need appeared in the Supplement of August 6 (p. 70) 
, and of August 20 (p. 93): ` 








7 TSE PUBLIC HEALTH SERVICE _ 


The public health service has been very greatly affected by the - 


changes resulting from the National Health Service Act. The 
hospitals of local authorities, like the voluntary hospitals, have 
been transferred to thé Regional ‘Hospital Boards, and the 
public, health service feels a natura] disappointment at the loss. 
of municipal beds.. Moreover, maternity and- child welfare 
services, instead of, as formerly, belonging to the smaller as 
well as the larger welfare authorities, are now included in the 
150 county and county borough authorities which are the local 
health authorities under the Act. Tuberculosis officers, hitherto 
employed by local authorities, are now mainly officers ‘of the 
Regional Boards. The number of chief posts in the public 
health service in relation to the total number in the service 
has always been small, and the’ Act has made them relatively 
fewer still, though a number of new types of post have been 
created. ra bs 

At the moment of writing the long dispute between the British 
Medical Association and the associations of local authorities is 
ended, the associations having agreed, with a certain proviso, 
to participate in the Whitley machinery. It is to be hoped that 

` the service will be so established that the best type of medical 
graduate will be attracted. to make a career in public health, 
with prospects no less satisfactory than those which confront 
general practitioners and: specialists. 

The entrant into public health work usually begins as an 
assistant medical officer, doing maternity and child welfare or 
school work or both. Such medical officers are likely in future 
to specialize more directly either on the obstetric or om the child 
health side and to have opportunities of keeping up clinical] 
knowledge by interchange arrangements with hospitals or by 
clinical assistantships, for which the D.P.H. is not essential. 
The Society of Medical Officers of Health has suggested that 
Special experience in maternity or children’s hospitals and the 


acquirement of some diploma such as the D.C.H. might in fact _ 


- be more useful than the D.P.H. itself. But the Certificate in 
- Public Héalth is regarded as the basic qualification for entrance 
into the public health service. : 


The L.C.C:. Medical Service 

Sir Allen Daley, Medical Officer of Health and School 
Medical Officer to the London County Council, kindly sends 
us the following: Whole-time appointments in the Public 
Health Department of the London County Council, apart from 
those of medical officer of health, deputy médical officer of 
health, and principal medical officer, include five senior medical 
Officers, nine divisional medical officers, one principal assistant 
medical officer, six senior assistant medica] officers, nine assistant 
divisional medical officers, and 67 assistant medical officers. 
Their duties are, in the higher grades, mainly administrative. 
The officers, speaking generally, have graduated through the 
clinical field and have special knowledge in at least one branch 
of the service. The assistant medical officers are mainly 
engaged in the school health and maternity and child welfare 
services. Suitable qualifications are the D.C.H. and the C.P.U. 
or the D.P.H. It is hoped that arrangements may be made for 


them to have clinical responsibilities at hospitals, and for’some ` 


of them to gain experience of the environmental health services 
in the metropolitan boroughs. 
. For the grades assistant medical officer to senior or divisional 
medical officer the present salaries range from £910 to £1,800 
per annum. : = i 

In addition the Council employs nearly 500 part-time medical 
officers in a variety of work—for example, in residential 


nurseries, welfare institutions, staff examinations, and sessional . 


work at clinics and school medical Inspections. 

By arrangement with the London School of Hygiene and 
Tropica! Medicine, the Institute of -Child Health, and several 
“undergraduate schools, students are given opportunities of gain- 
ing experience ‘in the Council’s various medical services, 
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The M.R.C.P. 
" SR,—Dr. F. M. R. Walshe’s admirable criticism (August 13, 


p. 383) of the tests of merit to be applied to men and women 


in the middle of.a career is relevant to the testing of young. 
persons on its threshold, so I venture to- offer some comments 
on the College committee’s report on the examination for _ 
M.R.C.P. l - S; 

At present the career oft medical “ consultant” in England 
is virtually closed against all young people who ave not passed 
this examination. In the year ending September 29, 1948, candi- 
dates, successful and unsuccessful, paid the College £33,873. In 
1948 a: candidate was under’ examination for approximately 
seven and a half hours, of which six were devoted to answering 
written questions, 70 minutes to thé clinical examination, and, 
20 minutes to a pathology viva. In future the clinical exami- 
nation will last 80 minutes. Those who have examined in the 
faculty of science of a university for degrees or diplomas 
valuable to would-be specialists (e.g., the London B.Sc. (Special) 
in statistics is a highly esteemed qualification for embryo 
statisticians) will notice that their examinees have a much longer 
run for their money. I use the sporting phrase because the 
College committee holds that if candidates found insufficient 
in the written examination were not admitted to the clinical 
examination they “might fairly complain of not having a run 
for their money.” The system of marking was, and is to remain, 
such that if a candidate fails in his “ long case ” he will usually 
fail in the whole examination. The committee justifies this in 
the following passage: 

“The examination is meant to test method at least as much as . 
knowledge; and if it puts a premium on readiness of judgment, that 
is defensible because this quality is useful to consultants. A former 
Censor has declared that, ‘in the routine and method of examining 
a patient and in the recognition and evaluation of obvious physical 
signs, the candidate must be right first time.’ ” 


“© Obvious ” is an ambiguous word: a professor of mathe- 
matics once said that “it is obvious that” in an examination 
script frequently meant “I cannot prove that.’ No doubt the 
committee would agree that many “mental and moral qualities 
other than readiness of judgment are useful to consultants— 
forethought, caution, tact, sympathy. It is even arguable that 

- readiness of judgment is of less importance to a young consul- 
tant, who will usually pass years in the service of a well- 
equipped institution where technical aids to diagnosis are 
available to him, than to a general practitioner in a remote 
country district who must depend wholly on himself, Perhaps 
the committee would retort that these other desirable qualities 
cannot be tested at all by examination. That might do less 
than justice to Censors, I should think that a wise physician 
who -has the gift of putting a young man at his ease might in 
20 minutes’ talk learn a good deal about him. Not, of course, 
if he simply fired questions at him, but if he drew him out. 

Is it possible—as a man with little clinical experience I am 
genuinely asking for information—that clumsy fingers and dull 
ears are now not the insuperable obstacle to success as a 
physician that they were 60 or 70 years ago? That now a ma 
with a good brain, able to interpret the reports of technologist 
and the graphical records of machines, might be a very goo 
physician although his fingers were clumsy, provided he ha 
qualities not tested at all by the ritual of the “ iong case ” ? . 

What is, I suggest, probable is that the way to improve 




























mium on readiness of judgment, is to lengthen it. There 
two-ways of doing this—drastically to reduce the number 
candidates and/or. to increase the number of examiners. 
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says x%. of cases of bronchiectasis in adults were found to 


have had: an attack of cough in éarly childhood, as compared 
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it is recognized 
that the. earlier bronchiectasis” js treated the better. We there- 


“fore advocate that all children who. ‘have an attack of cough 


should be given prolonged treatment, possibly for years, for 
bronchiectasis, in case in adult life: they. may turn out to have 
bronchiectasis.” | 

Surely diagnos. should: ricede treatment. We feel-that only 
when all other causes have been eliminated should a child with 
convulsions be considered an epileptie and treated as such — 


We. ate, te: a R. S. ILLINGWORTH. 
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SiR, The interesting gatid by Drs. P, W. Nathan and P, M, 
Ransford (August 20, p. 421) illustrates statistically a prognostic 


e fact that. must. be ‘well known to those who have had the 
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Press Reports on Technical Subjects 


Sır, —The May issue of the Journal of General Microbiology 
(p. 274) contained a highly technical paper of mine on 
“The Incidence of Penicillin-sensitive Variant Colonies in 
Penicillinase-producing Strains of Staphylococcus pyogenes.” 
This recorded the fact that when kept under laboratory condi- 
tions for some length of time many strains of penicillinase- 
producing staphylococci give rise to a proportion of penicillin- 
sensitive variant colonies. While these experiments indicate 
that penicillin-destroying strains of staphylococci are genetically 
unstable in the test-tube, they cannot readily be interpreted in 
terms of penicillin-resistant infection. 

An account of this paper and of my work which appeared 
in a national newspaper on August 9 implied that such an 
interpretation had been made. This is not the case. I should 
perhaps add that the writer of the article had not consulted me 
at any stage. This seems to me to raise an issue of some impor- 
tance for all medical research workers. Is there no way by 
means of which they can be protected from this type of report- 
ing of their work in the popular press ? More important still, is 
there no way by means of which the general public can be 
pores from the false conclusions so presented to them ?— 

am, etc., 


London, S.E.1. Mary BARBER. 


Treatment of Rodent Ulcer 


Sik,—The tendency in treatment is that when a case is 
referred to a specialist it is treated according to his methods 
of therapy unless there are clear-cut reasons for other branches 
of therapy. To the plastic surgeon a rodent ulcer asks for 
surgical excision, and the more difficult the resulting area is 
to close the more fascinating the problem. To the radio- 
therapeutist x rays are the obvious answer, It is essential 
that any specialist should know what can be done by his 
colleagues in other specialties, and this can only be done by 
close co-operation. 

For the past 18 months I have held a clinic with my radio- 
therapeutic colleague, Dr. F. Ellis, and we decide whick form 
of therapy we think is most suitable for each particular case, 
In this early stage one cannot draw conclusions. In any form 
of treatment where two methods of treatment are available (and 
we must agree that in the majority of cases x-ray or surgical 
treatment gives equally good results) there must be at either 
end of the scale cases which are better treated by one or other 
form of therapy and others which may require a combination 
of the therapies. The difficulty is deciding which is best, and 
this can be done only by seeing the results of all forms of 
therapy.—I am, etc., 


London, E.l. CHARLES HEANLEY. 


POINTS FROM LETTERS 


Shunts in Essential Hypertension 

Dr. Rupotr Lovrec (Maribor, Yugoslavia) writes: I have read 
with interest Professor F. H. Smirk’s paper on essential hypertension 
(May 7, p. 791) and should like to draw attention to the value of 
shunts from arterioles to veins. They cause more oxygen to be 
present in the veins, so that their intima receives the needed oxygen. 
All over the body there are such arteriovenous shunts—in the lungs, 
in the liver, in the kidneys, in the tips of the fingers and toes, and 
in the coccyx (glomerulus coccygeus). Vertebrates, as the dog and 


wolf, have in their tails such a glomerulus of much greater size, I | 


think this phenomenon of arteriovenous shunts is of very great 
importance for the nourishment of the veins. When it is disturbed 
a condition of malnourishmen of the intima of the veins arises. 
Such abnormal! veins set free into the circulation a substance that 
causes the blood pressure to rise, in order that more oxygen may 
be obtained by the veins, “ 


Syringes 

Dr. H. Maitland Morr (Currie, Midlothian) writes: I see Dr. 
T. G. Benjamin (July 30, p. 282) says that a stuck piston in a syringe 
results in a broken barrel. I had a stuck metal piston recently, and 
when all efforts had failed to free the piston I put it in my refrigerator 
for a few hours, after which the piston came away quite easily. It 
may not always work out that way, of course, but it is worth trying. 
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SIR CRISP ENGLISH, K.C.M.G., F.R.CS. 


Sir Thomas Crisp English, who died on August 25 at the 
age of 71, was elected to the surgical staff of St. George’s 
Hospital in 1904 on the untimely and unexpected death of 
Hertert Allingham. 

Tre son of Dr. T. J. English, whose family was well 
knon in the North Riding of Yorkshire, he was educated 
at Westminster School and St. George’s Hospital, where 
he was a William Brown Scholar. He qualified in 1900. 
Whe. he was surgical registrar in 1902 he won the Jack- 
son.cn Prize for his essay on head injuries, and for a time 
he toyed with the idea of 
spec alizing in this branch of 
surz2ry. But in 1901 Edward 
VII had been operated on for 
acut2 appendicitis by Sir 
Frecerick Treves in dramatic 
circumstances on the eve of 
his coronation, and the public 
—lay and medical—became 
“ appendix-minded” over- 
night as it were. English was 
one of the first to perceive 
the implications of this, and 
he set out deliberately to 
become pre-eminent in the 
surgery of this organ. How 
ful» he achieved this ambi- 
tion is common knowledge. 
His success was no fluke; it 
was thoroughly well deserved, for he was an extremely 
dexterous, careful, and conscientious surgeon. There must 
be thousands who can testify to his skill and kindness and 
his gnremitting care. He also had the vision to foresee that 
asepsis was inevitably going to supersede antisepsis, and he 
adopted it whole-heartedly. He realized even in those days, 
however, that aseptic technique depended on a chain of 
ess2atial precautions and that perfection could only be 
arrived at if each link in the chain was as strong as another. 
He took the most elaborate care to ensure this in his 
operating theatre, and his results showed how successful he 
was As his experience grew, he began to discover for him- 
sel=. what is now commen knowledge, that appendicitis is a 
protean malady, that a disordered appendix can give rise 
to a number of symptoms which are not at first sight refer- 
abie to the organ itself. But his immense success in private 
practice left him no time then to publish these observations, 
even if the urge to do so had been strong in him. The very 
grectness of his reputation for operations on the appendix 
had in one sense an unfortunate result. It tended to obscure 
the fact that he was also an extremely good general surgeon. 
Te see him remove a breast for carcinoma, to take one 
instance, was an object lesson in how that operation should 
be done. 

In the 1914-18 war English was sent to the Middle East, 
and on his return he was made a C.M.G. in 1917 and 
advanced to K.C.M.G. in the following year for his 
distinguished services there. As consulting surgeon to the 
Brivish Salonika force and the British Forces in Italy he 
wes four times mentioned in dispatches, and was made a 
Kn ght-Commander of the Order of George I of Greece. 
He was also awarded Serbian and other decorations, and 
many other distinctions came his way. A Knight of Grace 
of the Order of St. John of Jerusalem, he was also a member 
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of the Chapter-General of the, Order. Sir Crisp English was 
vice-president of the’Section of Surgery | when, the B.M A. 
met at Portsmouth in 1923. Later'he represented his. con- 
stituency at the Annual Representative Meetings in 1933-6, 
and again in 1938. He was a member ‘of the Central’ - 
Council from 1933-7, and -at different times he gave. valu- 


_ able service to the Finance Committee, the Hospitals Com-': 


mittee, the Arrangements Committee, and ‘the Parliamentary 
Elections Committee. He was also- president of the Metro- 


politan Counties Branch of the B.M.A. in 1939-40. “Apart, 


from his long connexion with’ St. George’s Hospital he 
served the. Hospital of St. John and St., Elizabeth, Queen 
Charlotte’s; and Beckenham: Hospital, and .he was also 
associated with the Royal National Orthopaedic Hospital: 
and the Royal Hòspital, Chelsea. ; 

. Between the wars his success was, if possible, greater than 
-ever.. Even so, he always found time to give to the interests 
of St. George’s, Hospital, for which he had a passionate 
and lifelong devotion, ‘The suggestion.’ that it should’ be 
moved from its present site was to him anathema. When- 
ever the idea was mooted, as it has often been during the 
last forty .years, he’ fought it tooth and/nail; and if he 
had lived to seé Hyde Park Corner unadorned by the 
hospital, as one day soon it will be, he would have regarded 
the landscape with pain and grief and horror. 

When he ‘retired’ from the ‘active staff of St. ‘George’ s I 
wrote this of him—and Iam going to repeat'it now, because 
I can think ‘of no better epitaph for him: “St. George stands 
for England and’ all that is English ; English stood for St. ` 
George’s and all that i iS, St. George’s.” —I. B; 


W. E: “WARWICK, M.B., FRCS. 


Mr. Wiliam Turner Warwick, senior siirgeon of the . 
Middlesex moe” died there on August, 21, at the. Age, 
of 61.. 

He was born in 1888, sinari at Doncaster Gamma 
School, and i in 1906 entered Emmanuel College, ‘Cambridge; 
where he studied mathematics and gained ‘an honours, 
degree. He was always deeply interested i in education, and 
he left` Cambridge to teach at Bedales School in ‘1909.: 
While ‘teaching there he worked for and, won an entrance 
scholarship to the Middlesex Hospital‘in 1911. He'took, a 
remarkably short time tọ qualify M. RCS., L.R.C.P. in 
1915, and after resident house appointments-he joined the' 
R.A.M.C. Three years later he returned in poor health, | 
and- although ‘no one knew: it he suffered’ considerably at 
` times throughout his life.. In 1918-he-took the degrees of 
M.B., B.Ch:, and, having already had ‘time to become’. 
interested in rectal surgery, -he gained the appointment of ¢ 
resident surgical officer at-St. Mark’s Hospital in 1919.’ 
Therethe obtained further practical experience which stood 
him in such good’stead in future years. ‘The next year, 
. too, gave ‘him valuable experience in general surgery at the 
Leeds General Infirmary as resident surgical. officer. Work- 
„Jing with Lord Moynihan.and Mr. Littlewood he ‘always 
regarded as of great importance, and he retained an interest 
in, and affection for, that hospital and his old associates. 

Warwick had by. this time become convinced.that surgical 
treatment could only be based upon:a sound knowledge of, 
pathology, „and in 1921. hè returned -tọ ‘the Middlesex’ 


Hospital as surgical pathological registrar’: by so doing he ` l 


not only’ became a ‘pathologist of unusual ” merit but - 
inaugurated a close liaison between the laboratories and the 
surgical ` wards. . In 1921 he married Joan, daughter of 
Theodore Harris, of Limpsfield, Surrey, whom he had first 
met during: his: teaching days at, Bedales. ‘He was appointed ' 
to the staff of the Middlesex Hospital in 1923 ane bia 
senior surgeon in 1945., zaa u g 
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This brief recital can conyey ‘only á faint impression of 
the. man he was. William’ Turner Warwick was a 
remarkable and complex personality., It was easy to under- 
estimate him on early or superficial acquaintance, but the 
more one. knew him the finer did he appear, and however 
well one did know him it did not seem possible to approach 
his, depths., Among, his outstanding characteristics were his 
kindness and understanding. No appeal for help would 
remain unanswered, and he had a way òf identifying him- 
self completely with the problems of others. He was always 
interested in the welfare of students and nurses, and gave’ 
them much practical dssistance, although few realized this. 
He remained a true humanist, and intellectually he was a 
man of many and brilliant ideas. Few of these ideas he 
left in print: He became an authority on several subjects: 
om .rectal surgery, on malignant disease in general, and 
particularly ‘with regard to the correlation of the various 
methods of; treatment. As one example his influence is 
most obvious in the:pathology and’ treatment of varicose 
veins. © In 1931 he, published a short book, The Rational 
Treatment of Varicose Veins ,and Varicocele. Its impor- 
tance was immediately appreciated and has been generously 
acknowledged by recent authors. In 1942 Warwick 
‘delivered a Hunterian oration on the growth of bone, and ` 
the views, he put forward were original and stimulating 
though. somewhat unorthodox. 

On all subjects he carefully studied the work of others 
but never accepted: unlikely | statements or took facts for 
‘granted. His knowledge’ was vast, and there were few 
surgical problems ‘that he had not ‘considered. Warwick 
delighted in discussion, but would never advance his opinion 
without ‘careful thought. His self-imposed standards were 
so high he, could seldom believe a task was fully completed, 
and: for this reason alone his writings were few in number. 


. He was never facile of tongue, or vociferous concerning his 


ideas, and this may be regarded as unfortunate, but if he 
had been’ these things he would ‘not have been the man so 


loved by all who knew him. “As a surgeon he was very 


successful, and although there may have been better 
technicians few have ‘obtained such consistently good 
results. This was often ascribed to:“ green fingers,” but it 
was really a green and fertile mind: which saw every case’as 
‘a particular problem’ in itself, to be studied meticulously 
from ali, angles and to be followed with the -greatest 
care in all its stages up to the final discharge. As 
a diagnostician he was superb, and he reached his conclu- 
sions by careful logical reasoning based on his wide and ° 
` well-remembered experience. He demanded a “problem 
book ”:in which should be kept a record of all difficult 
cases with observations“on where mistakes were made and 
how they might have been avoided. He preferred post- 
graduate: teaching, and he would take immense pains in 
guiding his assistants. To work for him was always a 


' privilege, and he was unfailingly tolerant and kind. If his 


ward rounds were ‘not so popular: with students as they 
might have been, it was because he did not care to talk 
over the conscious patient ; on the other hand his operating 
sessions were a delight. 

Towards his patients he was kindness itself and always 
found time to consider their feelings and their fears.’ His 
family, his wife, three sons, and a daughter, was the centre 
of his own,life, and he never forgot that his patients also 
had their-own homes and their relatives: He would never 
refuse a patient a chance, however remote, and would 
undertake slong and fatiguing operations if there was: the 
slightest ; hope of assisting the sufferer. Those who loved 
him in' his completeness will always remember his acute 
sense of the ridiculous -and his sudden “ puckish ” moods. 


i ` 
3 F 


-~ 


550 SEPT. 3, 1949 


* 


: ` OBITUARY : 


BRITISH ~ 
N MEDICAL JOURNAL. 
ee enema a a 


They will never forget those delightful shocks of surprise 
produced by his spontaneous shafts of penetrating and 
kindly wif. There are true rocks in this world, and he was 
one; so completely loyal and so entirely dependable. 
“T.W.” was a great and an unusual man, and we are all 
-much the poorer for his loss. 
g a E S 
MAURICE NEWFIELD, M.R.Ċ.S., L.MSS.A ” 

Dr. Maurice Newfield, who died on August 13 at his home 
in Great Bardfield, Essex, at the age of 55, was well known 
as a medical journalist. He was educated at the City of 
London School, and soon after leaving there he joined the 
Kensington Rifles, being subsequently commissioned and 
sent to .Mesdpotamia with the 3rd Battalion of the 
Bedfordshire Regiment. He was invalided to: India, where 
he transferred to the Indian Army. He was then in charge 
of a signalling school until his return to England in 1919. 
As soon as he was demobilized he went abroad again to 


study at: the Sorbonne and at. Freiburg before becoming a . 


student at Charing Cross Hospital, where he qualified in 
1922 after a much’shorter course than was usual even in 
those days. He held a number of resident posts at'Charing 
‘Cross Hospital, and’ he was also’for a time clinical assistant 
' at the Hospital for Sick Children, Great Ormond Street. For 
a while he was in‘practice in Bloomsbury, Then in 1928 he 
was appointed a sub-editor on this' Journal. He had already 
contributed an amusing brief medical section to the Week- 
end Book in 1924. It:was while he was on the staff of the 
Journal, however, that he wrote Parenthood: Design or 
Accident, which is still popular and has sold over 200,000 
copies. The pseudonym he used at that time was “ Michael 
Fielding.” ‘This book had a preface by H. G. Wells, whom 
Maurice Newfield knew well. He spent a winter in Portugal 
with Wells, acting as his private physician. Another pseudo- 
nym that he used was “ Richard Harley,” but Womanhood 
and Marriage which he published over that name fever had 
the same success as the “ Michael Fielding ” book. 
Unhappily, in 1930 Newfield’s health broke down, but he 
continued to do a great deal of work for the Journal even 
while he was a patient at the Mundesley Sanatorium. After 


this first breakdown he worked as a freelance from his own- 


‘home until 1936, when he joined the staff of Butterworth’s 
and assisted Sir Humphry Rolleston in editing the British 
Encyclopaedia of Medical Practice. In 1938 he went to the 
- firm of Hamish Hamilton and set up the medical depart- 
ment there, and this he built up until it Was recently taken 
over by another publisher. ae | 
During all his illnesses Maurice Newfield never stopped 
working. Even at Midhurst, where he underwent a three- 
stage thoracoplasty, he continued his many activities. There 
was no branch of medicine in which he was not interested 
and informed. ' In recent years he edited the Eugenics 
Review, and he was also keenly interested in the history of 
medicine. Maurice Newfield was a man of talent and 
. personality and despite his poor health, did valuable work 
as an author and journalist. His death will be deeply 
regretted by a wide circle of friends within and without the 
profession. He leaves a widow and one son, who is studying 
medicine. 


Lord Horder writes: The death of Maurice Newfield at, 
such an early age deprives medicine of one of’ its ablest 


writers; and many friends and colleagues of an example 
of courage and pertinacity in the face of ill-health which 
can hardly find an equal. This note of. bravery is the 
dominant feature in Newfield’s life. For twenty years the 
handicap of pulmonary tuberculosis pursued him, but even 
during the periods of active disease, and whilst in the sana- 
torium, his contributions to medical literature were never 
i \ 


- 


`~ 


` 


. Edinburgh University -Musical Society. 


‘conditions or its rewards. 
` order animated all he did, and his humorous neglect of the 


suspended for more-than a few weeks. Newfield’s published 
papers and- books make a formidable list, but perhaps his 
best work was done as editor of the Eugenics Review. His 
monthly notes were boldly critical, but evinced very wide 
reading and a grasp of Galtonian principles unequalled by 
any of his contemporary writers. Newfield was a small' 
man physically ; was markedly unobtrusive ; spoke with a 
low, soft voice, and to the general observer was not impres- 
sive. A quiet talk with him, however, discovered a mind 
out of all proportion to his physique, cultured and urbane, 
and leaving a lasting memory upon all who knew him. 
Once past this point there emerged a very lovable and very 
loyal friend.. 

Mr. Cedric Lane-Roberts writes :: Of Maurice Newfield’s 
indomitable courage and personal charm it is only possible 


to speak,in eulogistic terms. Others will have told of his 


literary ability and his consummate editing capacity. Here 
nothing slipshod was ever countenanced,,and with his easy 
and complete tact the erring sentence would be altered and 
moulded to his satisfaction and its final and obvious suita- . 
bility and correctness. To see Maurice Newfield. in’ the 
surroundings of his quite perfect family life was indeed a 
privilege. It was a genuine pleasure to hand him a book, 
asking for his opinion, and then to watch him while he 
deliberated before giving his verdict, fondling it all the 
while with the gentle hands of the true bibliophile. I used - 
often fo see him, his eyes burning with unquenchable 
vitality, sitting up in bed by the open window, by his side 
the telephone through which for months and months he 
had conducted his editing, his favourite books all around, 
ever an early copy of Don Quixote to hand, and nearest to 
him his Bible, his constant companion, which seemed 
to live when in his hands. He was widely read, 
and remembered what he had read—only one instance 
of his excellent memory. Anything selfish in word and 
deed were completely’ foreign to his nature, and to those 
who knew him quite inconceivable. This all made an 
unforgettable picture of a unique and beautiful character, 
fostered in family surroundings that so much. helped to 
round off the whole. His host of friends will sympathize 
deeply with his widow and‘son in their tragic loss.» - 


Dr. LEONARD CrossLey ‘died in a nursing-home at Bradford- 


' on-Avon on July 20, at the age of 80. After leaving Repton 
~ School he was at first attracted by industrial chemistry. Later 
- he turned to medicine, and went to Edinburgh, graduating M.B., 


Ch.B. in 1900, and proceeding M.D. in 1903. From his boy- 
hood at Arnside he maintained a lifelong interest in yachting. 
Always fond of music, he made this his other relaxation, and 
at Edinburgh, with.a few other enthusiasts, he founded the 
After qualifying, he 
took up tuberculosis work, and an appointment as the first 
medical superintendent of Benenden Sanatorium was followed 
by that of medical superintendent to Winsley Sanatorium, near 
Bath. Then he obtained the post of tuberculosis officer for Wilt- 
shire, which he held until his retirement. In later years this 
appointment included heavy responsibilities in connexion with- 
the county’s orthopaedic scheme. Crossley stood out among his 
contemporaries, and subsequently he brought a wide culture 
and experience of life, with great clinical ability, to work which- 
at first did not attract the best of the profession either in its 
Practical common sense of a high 


more useless and baffling departmental instructions is refreshing 
to recall. His official: position was never as important as the 
fact that he was a friend of every doctor in-the county. During 


-his later working years he was handicapped by a most persistent 


and troublesome osteoarthritis of the hip, but never allowed 
the discomfort and limitations of this disability to change his 
sociable and friendly outlook on-life. Crossley was chairman 
of the Trowbridge Division of the B.M.A. in 1927-8. He 
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resigned his appointment on reaching thes age of 65, and enjoyed 


a peaceful retirement with his wife, taking an active interest in , 


his garden and in the activities of ‘his friends at Winsley. He 
was chairman of the Nursing Committee of the Bath and 
Wessex Children’s Orthopaedic Hospital, and maintained his 
` interest in the Trowbridge, Voluntary Orthopaedic Clini¢, being 
responsible for its financial administration. Leonard Crossley 
was a colleague truly loved by all, and he will be’ ‘remembered > 
by all who knew him.—J. B. L. 
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EPIDEMIOLOGICAL NOTES . 
: Polfomyelitis , 


The numbers of notifications in the week ended August, 20 were 
poliomyelitis 273 (236), polio-encephalitis 22 (18). Figures for 
the previous week are shown in parentheses. 

Multiple’ cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 35 (30), 
Bedfordshire'4 (2), Berkshire 11 (7), Buckingham 2 (2), Chester 
6--(4), Cornwall 8 (6), Derby 9°(1), Devon 9- (9), Durham 2 (3), 
Essex 10 (19), Gloucester 5 (7); Hereford 2 (4); Hertford 3 (1), 
Kent 6 (6), Lancaster 29 (23), Leicester’ 7 (4), Lincolnshire, 
Lindsey 3 (1), Middlesex 13 (10), Norfolk 3 (3), Northants 6 
(2), soar apse 7 (4), Nottingham 10 (4), Oxford -2 (1), 
Somerset 5 (4), Southampton 11 (13), Stafford 6 (4), Surrey 7 
(7), Sussex East 2 (5), Sussex West 3 (4), Warwick 4 (10), Wilt- 
shire 4 (2), Yorks West Riding 50 G4), Flint 2 (0), Monmouth 
2 (4). 
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Discussion of Table ; z ' 
-In England and Wales there were increases in the notifica- 
tions’ of: whooping-cough 172; acute poliomyelitis. 72, “and 
_dysentery 17. There were decreases in the a as of scarlet 
fever 165, medsles 457, and diphtheria 11.° : \ 

The largest changes in the notifications of whooping- cough 
were an increase in Staffordshire 46 and a decrease in 'Warwick- 
shire 33. The largest decrease in, the notifications of measles 
was Warwickshire 160 ; the only , large exception to the 
decreasing incidence was a rise of -54 in Glamorganshire. 

The chief features of the returns for diphtheria were ‘an 
increase in London-7 and-decreases i in Yorkshire West Riding 8 

„and Lancashire 5. No -large variations were, reported in the 
local trends of scarlet fever. 

Of the 1f cases of typhoid. fever T were notified in Lanca- 
shire, Bootle C.B.\ The chief centre of paratyphoid fever was 
Liverpool C.B. with 8 notifications. An outbreak of dysentery 
affecting 16 persons was notified in ‘Durham, Hetton U.D. The 

- only other Jarge return of dysentery was Lancashire’12 (Liver- 
pool- C.B. 6). 

Outbreaks of food poisoning occurred; in \Staffordshire, 
Wolverhampton C.B. 132, and Lancashire a (Warrington 
C.B. 144, Clitheroe M. B: 49). 

In Scotland there were decreases in the “netbeations of 
dysentery 27, scarlet fever 24, measles 24, whooping-cough: 14, 
and diphtheria 11. There-were increases 'in the incidence of. 
acute: primary pneumonia 24,and acute poliomyelitis. 9. The 
chief centres of poliomyelitis were Glasgow 7 and Fife.County 
‘5. The rise in the incidence of pneumonia was, contributed by, 
the western area. ot ‘8 

In Eire notifications of measles: were’ 48 ‘fewer than in the 
preceding week. The 13 cases ‘of paratyphoid were ‚scattered 
throughout the country. 

In Northern Ireland decreases were recorded, in the notifica- 
tions of ‘measles 23 and whooping-cough 17, while a rise of 20 
was reported for scarlet fever. The increased incidence of 

scarlet fever was due to the experience of Belfast C.B., where 
the cases notified rose’ from 15 to 36.. 


Week Ending August 20 ` ` ' 
Notifications of infectious ‘ diseases in England and Wales 
during the week included: scarlet fever 678, whooping-cough: 
1,637, diphtheria ‘59, measles. 2,120, acute . pneumonia 245, 
cerebrospinal fever 22, acute poliomyelitis. 273, acute polio- 
7a apts 22, dysentery. 35, paratyphoid fever 30, typhoid 
ever 6. | o 


Correction.—In the summary of Infectious Diseases and Vital 
Statistics No. 31, August 27, p. 491, the main-column headings should 
read 1949 and 1948. They were misprinted 'a as 1948. and 1947. 
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. London (administrative county). (c) Scotland. (d) Eire. 


' Paratyphoid fever —~ ., 


Poliomyelitis, acute 


Scarlet fever 


-Typhus fever 


INFECTIOUS “DISEASES AND VITAL STATISTICS 


We print below a summary, of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended August 13. [No. 32. 
` Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a)-England and Wales (London included). (b) 
fe) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for; (a) The 126 great towns'in England and Wales (including London). 
OR London (administrative county). (c) The 16 principal towns in Scotland. 


d) The 13 principal towns in Eire: (e) The 10 principal towns in Northern Ireland. 


dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 










































1949 1948 (CorrespondingWeek) 
Disease ' ' ; —j 
j &lwlojwojlol @ |0] 0] a] @ 
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Cerebrospinal fever! 
Deaths r 
Diphtheria‘ .. `.. 
Deaths 
Dysentery 
Deaths 
Encephalitis 
acute' 
Deaths 


lethargica, 


Erysipelas 
Deaths 
Infective enteritis or. 
diarrhoea under 2 
years si 
Deaths 


Measles* 


faite 
DeathsT 





Ophthalmia neonatorum 
Deaths : 


ty | ef eee fee 


Deaths’ 





Pneumonia, influenzal . 
-Deaths ve influ- 
enza)t 





Pneumonia, DAMAO te 
Deaths 


Poe uennelts, acute 
-Deaths ; 


Deaths§ 





Puerperal Ser 
Deaths ’ 


Puerperal pyrexial| f 
,, Deaths oe 


Relapsing fever 
Deaths 


Deathst 

Smallpox 
Deaths 

Typhoid fever .:. — = 
Deaths i 


Deaths 


Whoppingicough? 

Deaths ss 

Deaths (0-1 TS well 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding` still- 





as 29 a 18 
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births) : i 3,800| 589; 503} 145| 87] 3,710} 547| 494 102 
Annual death rate (per ` 
1,000 persons living) . 10-0 
Live births 7,707|1206| 876| 411| 216] 8,027|1303| 947 259. 


» Annual rate per 1 „000 
` persons living a 





Stillbirths 198). 25} 30) , F 
Rate per: 1,000 total 
births including si 
stillborn) .. 31 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
eaths from measles and scarlet. fever for England and Wales, London 

(administrative county), will no longer be published. 

ft Includes primary form for England and Wales, London (adatinisiraline 
county), and Northern Ireland: 

§ The number of deaths from polidmyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 
|| Includes puerperal fever for England and Wales and Eire. 
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New Minister of Health in Northem Ireland ' 


Dame Dehra Parker, D.B.E., M.P., has been appointed 
Northern, Ireland Minister of Health and Local Government 
in succession to the late Mr. William Grant, and she thus 
becomes the first woman Cabinet Minister in Northern Ireland. 


Hebrew Medical Journal 


` The Hebrew Medical Journal enters its twenty-second year with 
‘the publication of Vol. 1 for 1949. This bilingual publication, 
edited by Dr. Moses Einhorn, comes from New York but main- 
tains a close connexion with Israel in its endeavour to promote 
the development of Hebrew medical literature and terminology. 
The current issue includes a symposium on present-day public 
health problems in Israel (printed in both Hebrew and English); 

, and contributions on old Hebrew manuscripts, the Bible and 
ee and Hebrew medical terminology (printed in Hebrew 
only). l 


~ 


Study of Child Care’ “yO 


British advances in the field, of child care are being studied by 

. 45 doctors, nurses, and: social workers from sixteen European 
and Middle East countries during, a 15-weeks course in social 
paediatrics which has been financed by the United Nations 
International Children’s Emergency Fund and ,organized by 
the Ministry of Health and the British Council. After a week 


in London for introductory lectures, the students are;now work- * 


ing in small groups in centres at Birmingham, Bristol, Liverpool, 

Manchester, Newcastle, Edinburgh, and Glasgow. They will 

later return to London for final’ discussions and the study of 
' Various special services. i 


Register of Speech Therapists 


The Register of Speech Therapists for 1949 has now been 
published, and medical practitioners cąn obtain a copy free 
' on application to the registrar of the Board of Registration of 
a Auxiliaries, B.M.A. House, Tavistock Square, London, 
Cal. 


Psychiatrist to. Lecture in Australia 

Professor Alexander Kennedy, Professor of Psychological 
Medicine in the University of Durham, has been invited by the 
Government of Victoria to advise it on mental health and 
psychiatric organization. The presentation to ‘the Victorian 
Parliament of a new bill dealing with these subjects is being 
delayed until after,his visit. Professor Kennedy will tour other 
‘States in Australia to lecture on mental health, under arrange- 
ments made by the British Council and the Australian Associa- 
tion of Psychiatrists. ; 


t 


Working Party to Investigate Fluorides 


The Ministry of Education has announced’that a Working 
Party has been set up to direct and organize an investigation on 
the prophylactic effect of the local application of a solution 
of fluorides to school-children’s teeth. ‘The members are as 
follows: R. Weaver, M.D., F.D.S., Ministry of Education 
(chairman); E. R. Bransby, Ph.D., Ministry of Health; Miss 
J. R. Forrest, L.D.S., Ministry of Health ; W. G. Senior, O.B.E., 
Ph.D., F.D.S., Ministry of Health; G. J. Parfitt, M.R.CS., 
L.R‘CP., L.D.S), Department of Preventive Dentistry, Eastman 
Clinic; B. R. Townend, F.D.S., West Riding Local Educa- 
tion Authority; W. Ritchie Young, F.D.S., London County 
Council; A. T. Wynne, M.D., Ch.B., B.D.S., L.D.S., Ministry 
of Education (secretary). - f 


Wills i E i 

Sir Frederic Jeune Willans, K.C.V.O., Surgeon Apothecary to 
the King’s Household at Sandringham, left £7,115. Dr. George 
Sandison Brock, of Jersey, left £27,712; Dr., Thomas Smith 
‘Duncan, of Nottingham, £19,370; and Dr. George Herbert 
Simpson, of Brighton, £16,022. peice 
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COMING EVENTS 
Foot Inspection p 


The Foot Health Educational Bureau will hold a convention 
at the Caxton Hall, Westminster, on September 30, from 2.15- 


.5 p.m., on “Foot Inspection in Childhood and Adolescence.” 


The speakers include Dr. W. G. Booth and Mr. T. T. Stamm. 
Admission is free on presentation of a ticket, which may be 
obtained not:later than September 15 from the Bureau at 
121, Ebury Street, London, S.W.1. 


American Course in Gastro-intestinal Surgery 
The -American National Gastroenterological Association 
announces that a ‘course in gastro-intestinal surgery will be 
given at the Boston City Hospital, Boston, Mass., on October 27- 
29. It will be under the direction of Dr. Owen H. Wangensteen, 
Professor of Surgery, University of Minnesota Medical School, 
assisted by Lord Webb-Johnson. ‘Enrolment is limited to 250. 
.The fee will be $35. Information may be obtained from 
the ' National Gastroenterological Association, Dept. GSJ, 
1819, Broadway, New York, 23, N.Y., U.S.A. i 
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. SOCIETIES AND LECTURES 


Tuesday 4 


EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At Anatomy: 
Lecture Theatre, Edinburgh University, September 6, 4.30 p.m., 
“ Synovial Membrane in Health and Disease,” by Professor D. V. 


Davies. -ag 
APPOINTMENTS 
CARLISLE, W. H., M.B., M.Sc., D.R.C.O.G.,'F.R.C.S.Ed., Consulting Surgeon, 
North Cambridgeshire Hospital, Wisbech, Cambs. 


TAYLOR, D. Witson, M.B., Ch.B., Consulting Ophthalmologist, North Cam- 
bridgeshire Hospital and Clarkson Hospital, Wisbech, Cambs. 
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BIRTHS, MARRIAGES, AND: DEATHS . 
ans l BIRTHS 


Jones.—On August 14, 1949, at St. Mary Islington Hospital, London, to Erica 
(née Axelrad} and Dr. Alun Howard Jones, a son. 

Nabarro.—On August 26, 1949, at University College Hospital, to Joan (née 
Cockrell), wife of J. D, N. Nabarro, M.D., M.R.C.P., a son—David. 

Petit—On August 19, 1949, at the Lady Chancellor Nursing Home, Salisbury, 
Southern Rhodesia, to Joan (née Lamplugh), M.B., Ch.B., D.T.M.&H., wife 
of Joseph Petit, a daughter. ‘ è 

Pridie.—On August 24, 1949, to Joanna (née Egerton) and Kenneth Pridièė, - 
F.R.C.S., of 58, St. John’s Road, Bristol, 8, a son—William’ Raleigh. 


" MARRIAGE 


, Sloan—Logan.—On August 27, 1949, at Glasgow, Flying-Officer J, Burnley 
Sloan to Mairi Buchanan Logan, A.M.I.A. ` 


DEATHS 


Belbin.—On August 22, 1949, at Hove Hospital, Harry Ashley Belbin, L.S.A., - 
late of Cradlev Heath and Rottingdean. i 

Blaber.—On August 21, 1949, at Farthings, Borough Marsh, Twyford, Berks, 
Percy Leonard Blaber, M.R.C.S., L.R.C.P., of Boat House, Marlow, Bucks, 
aged 77. 

C: ns,—On Auzust 23, 1949. at 36. Bankfield Lane, Southport, Lawson Miller 
Cairns, M.D. 

pak August 23, 1949,.at 12, Glodwick,' Oldham, James Joseph Duffy, 
M.B., B.Ch. 

English.—On August 25, 1949, at Chilton Hall, Sudbury, Suffolk, Sir Thomas 
Crisp English, K.C.M.G., F.R.CS. - 

Ferguson.—On August 27, 1949, at St. Helier Hospital, James Ferguson, 
C.B.E., M.B., B.Ch., of Cranleigh, Ashley Drive, Walton-on-Thames. 

Gibson.—On August 19, 1949, at Lancaster, James Andrew Gibson, M.D. 

Hopkins.—On August 21, 1949, at Croydon, Walter Kempson Hopkins, O.B.E., 
M.R.C.S., L.R.C.P., Surgeon-Commander R.N., Ret., aged 79. , 

MacRobert.—On August 24, 1949, at Edinburgh, Peter Carmichael MacRobtert. 
M.B., C.M., aged 79. : 

Mortlock-Brown.—On August 20, 1949, Constance Anderson Mortlock-Brown, 
L.M.S.S.A., of Boode, Braunton, Devon, nav 

Ross.—On August 25, 1949, at Ardrannich, Inveraray, Argyl], Donald Ross, 
M.B.E., T.D., M.B., Ch.B. 

Shave. —On August 22, 1949, Edward Simpson Shave, M.R.C.S., L.R.C.P., 
F.R.C.V.S., of Bexhill-on-Sea, Sussex, aged 93. 

Welply.—On August 24, 1949, at Rosemont, Thurgarton, Nottingham, George 
Chinnery Welply, M.B., B.Ch., late of Forest Gate, London. 
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j “CENTENARY. OF PAVLOV’S BIRTH 


a . . ; . BY 


E. D. ADRIAN;. -O.M., M.D., FRCP, F.R.S. 
Professor of Physiology, University of Cambridge 


- 


ivan Petrovich Pavlov was_born a hundred. years ago in 
Ryazan, a -district town in Central Russia. Hé died in 
1936, one of the great men of hbis time, of immense prestige 
in his own.country and famous throughout the world for 
his scientific achievements. We-are too close-to him to 
forecast the verdict of future generations, ‘or rather to 
know which phase of his. work. will seem the most impor-. 
tant, but we are fortunately not too far off to remember - 
what he was like. -Many. of us have witnessed the energy, 
the sincerity, and the buoyant enthusiasm which made him 
_ such a universal favourite. He. was a great character— 
outspoken, impatient, and fiery-tempered, with an engaging 
simplicity and delight in work and play. i : 
To the physiologist, Pavlov’s work covers several fields 
and goes back almost to the beginning of the.modern era, 
to the time of Ludwig and Heidenhain. To the world at 
- large it has come to be identified with the single bold con- - 
ception of ‘the conditioned reflex. The idea that intelligent 
behaviour might be reduced to such a-basis was welcomed - 
by some as a new 'and inspiring philosophy and dismissed - 
- by others as wicked nonsense. It Was seldom ‘viewed as. 
- the workirig hypothesis for a new kind of experiment. It 
was like Pavlov to take such a novel and simple generaliza- ` 
tion as the basis for his work on the brain, but in the -end 
the generalization may have less importance than the facts 
it produced. And even if Pavlov had never worked on the 
brain he. would still have been one of the | ‘outstanding 
physiologists of his age. He had won the Nobel prize for 
his researches on digestion at a time when his conditioned 
reflex experiments had scarcely begun. : 5 
An excellent account of Pavlov’s career has been given 
by his old pupil, Professor Anrep (1936). He was the eldest 
son ‘of a parish priest and was a vigorous: ‘child, delighting 
in all forms of physical achievement. An accident post- ` 
poned his schooling and he was not particularly distin- 
guished as a°scholar, but in 1870 he entered the-Faculty...: 
of Science of the University of St. Petersburg and came 
under the influence of Cyon, who was then ‘professor of 
physiology. -Cyon, the discoverer of the cardiac depressor’ 
nerve, suggested. a problem on‘ the: innervation. of- the 


pancreas, and Pavlov did so well in his first. -tesearch that . 


he was awarded the: gold’ medal of the-University. . Oe ote 


+ i A 


` Experimental Work: - a so 


In 1875 Cyon was elected as- rane ‘at the Medical 
Academy and took Pavlov as hiş- assistant, but „the, elec- 
tion was revoked.by the Government. Pavlov indignantly 
refused to serve under Cyon’s successor ` and movéěd to 
-the Veternay, Institute. An: eed he _became medically 


~ 
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qualified, and a few years later he completed his training 


by working in Germany with the two leaders of experi- 
mental physiology—Ludwig, the exponent of precise method 
in the study of the circulation, and Heidenhain, the investi- 
gator of secretory processes. Under their influence, on 
his return:to Russia he settled down to work first on the 
innervation of the heart-and then on the secretion of the 
digestive glands. 

He was already an experimental surgeon of great dex- 
terity, and he had come to realize that in the study of 
normal digestion the well-being of the animal was essen- 
tial, Discomfort and anaesthesia were both eliminated, and 
his .dogs were trained to co-operate fully in the experiment. 


-The result was a revolution i in the technique of investigating 
the digestive tract. 


There were the sham feeding method, 
the. imnervated Pavlov pouch, and the Eck fistula, and 


` all ‘his work revealed a direct grasp of essentials and a 


mastery of experimental detail. He discovered the secre- 
tory nerves of the stomach and pancreas, the acid control 
of the pyloric sphincter, the nervous ‘and. chemical phases 


-of gastric secretion, and the action. of-enterokinase. In fact, 


most of our present knowledge of the physiology of diges- 
tion is based on the work’ doné in-Pavlov’s laboratory 
between ‘1888 and 1906. In 1904° he was’ awarded the 


‘Nobel’ prize for this work, and ‘in 1907 was elected a 


Foreign Member of the’ Royal Society. 

It is sometimes said that ‘the. discovery of secretin T 
Bayliss and Starling in 1902 made Paviov-realize that future 
work-on the digestive system would lie with the physio- 
logical chemist. But his decision to turn from the study 
of digestion to that of brain function was probably inevit- 
able. The nervous control of digestion always interested 
him‘ far more than the chemical, and he had already dis- 


‘covered a kind of nervous control which cried out for 


further investigation. The secretion of saliva was pro- 
duced refiexly by:food in.the mouth or by the smell of 
food,. but it was also produced by the sight of food—t.e., ` 


by a visual pattern customarily associated with feeding. 


Pavlov called this the psychic secretion. He soon found 
that the stimulus need not be visual ; the sound of the 
dinner bell could be made just as evocative as the sight 
of the-dinner. In fact, the dog could be trained so that 
it would salivate to a particular stimulus or combination 


‘of stimuli which had no necessary connexion with food. 


The. reaction had the almost mechanical certainty of the 
reflex, but it depended on the-higher levels of the nervous 
system. ‘Although expressed by the secretion of a digestive 
gland, it seemed to be on-a par with other kinds of 


behaviour involving learning, recognition, and intelligence. 
4627 
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Conditioned Reflexes 


From 1905 onwards Pavlov settled down to investigate 
these conditionéd reflexes, and for the rest of his life he was 
constantly at work on them. We do not yet know:what 
neural processes take place in the brain when a new habit 
is formed, but what we do know about animal and human 
behaviour has been enormously extended by what Pavlov 
found out. He used a new method of experiment and a 
new way of treating the results. Thorndyke had studied 
the associative processes in animals by experiments in 
Which the solution of a simple problem was rewarded’ by 
food. His results were published in 1898 in his book, The 
Animal Intelligence, which is now one of the classics of 
experimental psychology. Pavlov studied the formation of 
reactions associated with feeding, but he deliberately 
excluded the subject-matter of psychology. He believed 
that the physiologist ought to keep ‘to his proper sphere, 
‘that nothing but confusion would come if he began-to speak 
or think ‘of learning, of fears and hopes, success or failure. 
He must confine himself to an objective analysis of the 
external stimuli and of the animal’s behaviour. He must 
“ adhere strictly to the physiological point of view, investi- 
gating and systematizing the whole subject -by physiologi- 
cal methods alone.” ‘This is easier said than ‘done: the 
exclusion of the familiar terms which we use to describe 
, our own behaviour often seems to involve a- complex 
restatement in which half the picture is left out.. But 
Pavlov adhered strictly to his principle, and was justified 
by the discoveries which it brought. He set himself to 
Study not “learning” but the “ formation’ of conditioned 
reflexes,” and he succeeded in demonstrating many of the 
rules which govern their formation. 


Pavlov has been praised or blamed because his thesis 
could be taken to mean that men are machines and should 
be treated as such. Naturally he wanted to see how widely 
his physiological net could .be cast, and he was human 
‘enough, one might'almost say naughty enough, to ‘enjoy 
the reaction of his hearers when he discussed religion as 


an example of the social conditioned reflexes. But his real _ 


concern was with the experiments he was making to‘cover 
the borderline between innate and acquired reactions. The 
value of his way of approach is shown not’only by what 
he himself found out but by the whole development of 
behaviour studies in the past thirty years, a 

There is no doubt at all about the value of the method. 
The conditioned reflex is now used as one of the standard 
tools for investigating the, capacity of the nervous system. 
It can be used to study the range of sensory discrimina- 
- tion, the effects of cerebral injury, etc., for Pavlov has 
' shown how conditioned reflexes can be formed and kept 
in being, and for many purposes that is enough. We'need 


. not try to understand the underlying changes which must ' 


have taken place in the nervous system. 


Ta 


A Good Working Hypothesis 


‘. There is naturally more doubt about the detailed scheme 
which Pavlov elaborated to account for his findings. It 


invoked ‘a number of special processes assumed: to take. 


place in the brain—irradiation, positive and negative induc- 
tion, extinction, inhibition, and generalization. It became 
more elaborate as the work progressed. The cortex was 
thought of as a mosaic of excitatory and ‘inhibitory points 
with further excitatory and inhibitory influences spreading 
out by irradiation or coricenitrated in particular regions. 
The scheme is difficult to follow, partly because some of 
the terms carry unfamiliar meaningsand partly because 
-Pavlov was..constantly.adding to it. It had‘ to reconcile 


~ ~ 


a vast number of experimental results, and we may be-sure 
that it was never wholly satisfactory to its originator. But 
for Pavlov it certainly fulfilled the function of a good 
working hypothesis in that it was continually leading to 
fresh investigations ; it was a spur to his original genius, 
but was not without danger to the many pupils who were 
dominated by his thought. Like so many biological theories 
it became a dogma not tobe challenged except in inessen- 
tials, and so prevented the fusion of the brain physiology 
of Pavlov’s school with that studied in other countries by 
different methods and from a different starting-point. 
There’ were, of course, many other reasons to prevent a 
complete interchange of ideas, and it is a mistake to suppose ` 
that Pavlov’s views have been immune from criticism in 
his own country. His genius would have dominated less . 
ardent minds wherever he had happened to work ; in the 
U.S.S.R. Beritoff{,has been an outspoken critic for many 
years, and Anokhin and Kupalov have both upheld objec- 
tions on specific points. Fortunately a monograph has 
now been published by Konorski (1948), an old pupil of 
Pavlov’s, which will help to remove ‘the- misconceptions 
which have grown up.. It is a criticism of Pavlov’s scheme 
and an attempt to bring his work into line with recent 
neurophysiological research, but it also gives an impressive 


-picture of the range and exactitude of the experiments of 


his school and of the hard thinking which went to their 
interpretation. Konorski finds Pavlov’s scheme inadequate 
because the original conceptions were never clearly defined 
and so could be used, and often were used, to mean different 
things. He says, “ For as long as the great edifice of know-’ 
ledge built up by Pavlov was guided- and extended under 


. that great scientific genius it could continue to grow despite 


its isolation and despite the fundamental inadequacy of its 
construction ” ; but he feels that “ Pavlov’s priceless heri- 
tage” will be lost if there is no synthesis with-other lines 
of advance in the physiology of the nervous system. 
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` “Use Facts and Do Not Theorize.”’’ 


It is doubtful whether a complete synthesis can be made - 
without first pulling down much of the edifice which has 
been built up so-carefully, but this does not mean that the 
work was wasted. “Anrep tells us that theoretical inter- 
pretations in general had little value for Pavlov: “ Use 
facts and do not theorize,” was his constant saying. He 
has givens a host of facts relating to the plasticity of 
the brain, and the facts were selected to reveal the general 
principles of habit formation, not to- vindicate a particular 
theory of cortical activity. 

Pavlov worked on.conditioned reflexes for the last~30 
years of his life. , He had neither the time nor the tempera- 
ment required for. the lengthy experimental work ; indeed, 
Anrep records that Pavlov never attempted to establish 
a conditioned reflex himself, but he was in close touch 
with the many experiments going on under his direction. 
The work was constantly expanding into newer and larger 
institutes, yet he was able to manage~them and to direct 
a host of research workers without losing contact with . 
their problems. , He could do this because he had immense . 
reserves of. physical energy and was able to switch his 
mind completely and without effort to the task before 


‘him. He could be the scientist,- the administrator, the 


family man, the ‘gardener, the book collector, or the 
naturalist. He could fill each role with ‘enthusiasm. He 
could be a charming host or guest in spite of language 
barriers. on 


Many physiologists will remember the impressive sincerity 
of. his presidential address to the International Physiological - 
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Congress in Leningrad in 1935. He warned,us that the 
ties of international ‘science would not be strong enough 
to prevent war, though war is “ essentially a bestial method 
of settling difficulties, a method unworthy of, the human 
mind with -its unlimited resources.” But the Congress 
promised new friendships and was altogether a splendid 

_ affair, a fitting tribute to its world-renowned president. He 
was in his 86th year, a venerable but not an aged figure. 
He died six months later, after a short illness. 
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MYXOEDEMATOUS, MADNESS 
! BY os cs 


'R. ASHER, M.D., M.R.C.P. 
Physician, Central Middlesex Hospital 


Myxoedema is one of the most important, one of the least 
known, and one of the most frequently missed causes of 
organic psychoses—important because it may respond so 


gratifyingly to treatment, little known because little has. 


been written about it, often missed because tbe textbook 
description of myxoedema is not the rule but the excéption. 


- Fourteen cases are here described, all of which had 
myxoedema and psychotic changes. In every one of them 
the diagnosis was confirmed beyond doubt. They all 
showed a psychosis, amounting -to complete “ madness,” 
ten being admitted to the mental. observation wards under 
the Lunacy Act, ‘one referred, to the neurosurgeon for cere- 
bral tumour, and three to general medical wards with other 
diagnoses. In nine of the cases there was a dramatic and 
complete recovery of sanity with thyroid treatment, in two 
there was partial improvement, one showed no change, and 
two patients died. The fact that in none ‘of these cases had 
the diagnosis~ been made by the outside doctor suggests 
that there is need for increased awareness of myxoedema 
as a cause of psychoses, and,-further, shows that it may 
be worth while discussing how myxoedema can be diagnosed 
so that cases may be recognized and treated early. 


_The average doctor is well: aware that dullness ‘and a` 


poor memory are caused by myxoedema, but does not 
realize that a frank psychosis can occur. Dr. “Leonard 
Simpson, in Price’s Medicine, describes the condition clearly 
and stresses its importance,’ but most of the popular text- 
books omit any reference to it at all, and this may account 
for the rarity of its recognition. Apart from’ medical text- 
books, A. J. Cronin (1937) paints a vivid if sensational 
picture of a “mad myxoedema,” and it. was from this 


source that I first-learned’ of the condition. Though Stoll - 


(1932) described six personal cases, the fact that Zondek 
and Wolfsohn (1944) published one solitary -case of 
myxoedematous psychosis in 1944 suggests again that it 
is regarded as a rarity. Nevertheless, the condition was 
clearly described, and was recognized as exceedingly com- 
mon by the Committee of the Clinical Society -of. London 
(1888) appointed in 1883. to consider:the subject of myx- 
oedema. Their report says (p. 31):’ “Delusions and 


hallucinations occur in nearly half the cases, ‘mainly where 


the disease is advanced. Insanity as a complication is 
noted in about the same proportion as delusions and 
hallucinations. It takes the form of acute of chronic 
manias, dementia, or melancholia, with “a -fnarked -pre- 
dominance of suspicion~and:self-accusation.” “(At the time 
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of that report thyroid treatment was quite unknown, so 


. doubtless many of the cases would to-day have been 


diagnosed and treated before mental symptoms arose.) I 


- want to make it clear that I am not describing something 


new, but something old that is“nowadays often forgotten. 


Is there a Specific Type of Psychosis Associated with 
Myxoedema ? 


This question is fully discussed by Akelaitis (1936). The 
(1) that myxoedema produces a 
psychosis depending on the “ pre-psychotic reaction type” 
(2) that it produces a specific type of psychosis ; and (3) that 
it produces psychoses of various types, either resembling 
one of the ordinary idiopathic psychoses or else typical of 
no special type. 

Cases in the literature record a very wide variety of 


- mental changes, and certainly in the series I have observed 


there has been no constant type of psychosis, though 
general confusion and disorientation with persecutory 
delusions, and hallucinations, and occasional bouts of rest- 


‘less violence, haye been common. J have made the diag- 


nosis on the myxoedematous appearance of the patient and 
not on the kind of mental symptoms. No physician would 
attempt to diagnose lobar pneumonia or typhoid by the 
delirium they may produce, and likewise in myxoedema it 
is the disease which is the characteristic feature, not its 
mental manifestations. - e3 

: The fact that recorded cases of myxoedema psychosis 


- have closely resembled paranoia (Case 1 and Stoll, 1932), 


schizophrenia (Zondek and Wolfsohn, 1944), melancholia 
(Buschan, 1896), or other orthodox psychoses does suggest 
that the common psychoses—schizophrenia, mania, melan- 
cholia, paranoia, and so on—may turn out to be not 
diagnoses in themselves, but manifestations of underlying 
organic disease. 


Does the Response to Thyroid Prove the .Myxoedematous 
Origin of the Psychosis ? 7 


First, if the case iespòbd it is of coùrse no absolute 
. proof, because almost any type of psychosis can improve. 
spontaneously. Nevertheless, when mental symptoms that 
have been present in a hypothyroid patient for many 
months-clear dramatically within a few weeks of starting 
thyroid it is reasonably certain that they were due to 
myxoedema. - 
‘ Secondly, if the mental changes persist after adequate 
thyroid treatment, does this mean they were not myx- 
oedematous ? As Ruhberg (1936) points ‘out: “It is 


r- necessary to determine if they are secondary to thyroid 


insufficiency or merely a coincident concomitant.” He 
states dogmatically: “If the mental symptoms, are part 
of myxoedema, improvement and relief should be obtained 
by establishing a normal basal metabolic rate.” Akelaitis 
(1936), discussing cases which showed physical but not 
mental improvement with thyroid, also concludes: “ The 
psychosis was a coincidence and .not part of the myx- 
oedema.” Such dogmatic assumptions are unjustified. It 
is generdlly agreed that metabolic changes can produce 
irreversible damage—for instance, the changes of prolonged 
hypoglycaemia or of pellagra may fail to respond respec- 
tively to glucose or to the vitamin B complex, although 
they were caused by deprivations: of these. Again, the 
belated treatment of cretinism shows that the changes in 
the brain cannot be reversed by thyroid. , 


Dr. Leonard: Simpson, (personal communication) records 


‘such a case. in which peculiar behaviour persisted after 


thyroid.treatment and ultimately. ended in psychosis. Hence 
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prolonged thyroid deficiency may well cause a psychotic 
change which does not respond ‘to thyroid. I believe that 
myxoedema, if left untreated, can produce an incurable 
psychosis, and I consider that those cases that have not 
been completely cured (Cases 1, 2, and 8) with thyroid were 
nevertheless initially caused by lack of thyroid, especially 


as two of them improved a great deal at the beginning of 
treatment. 


I can give no certain evidence (from analysing these 
‘fourteen cases) that the longer the myxoedema is left 
untreated the poorer is the outlook for recovery, though 
this is what one would expect. Itis'so hard to determine 
when the myxoedema started that one can only guess at 
the answer. 
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Case 1 2 

_ A housewife aged 55 was admitted on an authorized officer’s 
order on Aug. 26, 1944, confused, hallucinated, and with 
persecutory ideas. Fourteen years previously she took her child 
to another hospital with a whitlow. The casualty officer, 
noticing that she herself looked thyrotoxic, referred her to a 
surgeon. Total thyroidectomy was performed. On discharge 
she was-instructed to take thyroid, but stopped doing so after 
five years. She had thus been without thyroid for the nine 
years preceding her‘admission. For three years her daughters 
had noticed her increasing dedfiiéss:*hoatsetiess of voice, and 
mental strangeness. 
plotting to harm her; she heard imaginary voices, and some- 
times expressed delusions of grandeur. a 

On examination she was seen to be mentally retarded, 
apathetic, and-sluggish. Occasionally she would become 
excited and‘ complain of hearing voices or that the nursing 
staff was plotting to kill her. She was so confused and dis- 
orientated that she was unable to give an account of herself. 
She had the. typical appearance of advanced myxoedema with 
gross non-pitting oedema of the whole body. ‘She had well- 
marked supraclavicular pads, scanty eyebrows, thick croaking 
voice, and dry scaly skin. She was slow and ponderous in both 
body and mind. Her pulse was 65 and the blood cholesterol 
362 mg. pér 100 ml.; it was not possible to take the basal 
metabolic rate. + 

In addition to myxoedema she had- gross elephantiasis of 
- the left leg with scars of a previous Kondoieon operation, This 
_elephantiasis had come on rapidly eight years previously. At 
the time of the operation..(four years previously at another- 
hospital) the house-surgeon, after describing the leg, records : 
“ whole body now solid with lymphatic oedema.” This suggests 
that. she was really grossly myxoedematous at that time, but 
that because she had lymphatic oedema of the leg the general- 


ized swelling was incorrectly assumed to be lymphatic oedema 
also. ` 


Progress—She was treated with 1 gr. (65 mg.) of thyroid 
four times daily, increasing by 1 gr. a day till she was taking 
8 gr. (0.52 g.) daily. The blood cholesterol came down as 
‘follows : Aug. 29, 362 mg. per 100 ml.; Sept. 5, 354 mg. ; 
Sept. 18,. 230-mg. ; Sept..26, 158 mg., ay The thyroid was then 
reduced to 1 gr. four times daily, whereupon the cholesterol 
rose ta 273, mg. by Oct. 13, The thyroid was again increased 
to 2 gr. (0.13 g.) four times daily and the cholesterol came 
down again; thus on Oct. 24 it was 225 mg. and on Nov. 7 
163 mg. It therefore seemed that she required this large dose 
of 8 gr. a day, and, having had a total thyroidectomy, this was 
not surprising. During tréatment her physical improvement 
was slow and her mental improvement disappointing, After 
six weeks she had lost 7 lb. (3.18.kg.) in weight and her 
appearance was noticeably less myxcedematous. Mentally 
there was an increase in alertness and sufficient decrease in 


disorientation and noisiness for her to be transferred from-the. 


mental observation ward to a general medical ward on Oct. 19 ; 
but she continued (though less constantly) to behave peculiarly 
and she had to be sent baék'to the observation ward on 
Nov. 6. : Three months after admission (Nov. 28) she: had 
lost over 14 ib. (6.35 kg.) in weight ‘and“-the’improvement in 
. her appearance was more apparent, but as she did not show 


_ was far less confused, _ 


She believed neighbours and others were. 


- any further mental improvement she was transferred to Shenley 


Mental Hospital?” Though she still thought other patients were 
making accusations against her and stated that she and King 
George VI jointly owned the hospital, there was a great 
improvement compared with her mental state on admission, 
for she could. give a full account of her previous history and 


Case 2 i l 

A housewife aged 60 was admitted on an authorized officer’s 
order on Dec. 20, 1945, with delusions of persecution. and 
hallucinations. For six months she had noticed that her voice 
was croaking and she felt cold weather badly; but she had 
noted no other myxoedematous symptoms—no gain in weight, 
falling out of -hair, or deafness. During the week before 
admission she had an idea that her landlord was trying to 
poison her “because she knew all about the shootings in the 
back garden,” she heard voices talking ‘to her costinuously, 
and locked herself .in her room to protect herself from 
imaginary enemies.’ 

On examination she was completely confused and dis- 
orientated, and showed the delusions and hallucinations 
described above. Her appearance. was that of advanced 
myxoedema, with puffy face, malar flush, toad-like skin, scanty 
hair, and croaking nasal voice. She slept a great deal, with 
unusually sonorous snoring. The pulse was 60, cholesterol 
374 mg. per 100 mi., basal metabolic rate —26%, blood 
pressure 170/90. 


Progress.—She was treated with 1 gr. of thyroid thrice daily, 


starting on Dec. 24. She made steady improvement, both 
mental and physical : after a week she lost her delusions and 
realized that they had been absurd. ‘After a fortnight she 
was rational, orientated, and almost completely clear. 
three weeks she had lost 14 Ib. (6.35 kg.) in weight and now 
slept without snoring. (This was a particularly striking feature 
of the case” “Her appearance was much improved and the 
blood cholesterol had come down from 374 to 250 mg. per 
100 mi. After a month she was transferred to a general 
medical ward for a cataract operation. She stayed there five 
months because her eye was slow to clear up and there was 
“delay over her new glasses. 


watched. She was discharged for convalescence on June 7, 
1946. : 


Two months later she wrote to the ward sister complaining 
that she was under the control of a mysterious man’s voice, 
and on Sept. 7, three months after her discharge, she was 
readmitted to the mental observation wards complaining that 


_ this man’s voice was talking to her all the time and controlling 


her'actions. On readmission her blood cholesterol was 276 mg. 
per 100 ml. and her basal metabolic rate was —25%. She 
did not look frankly myxoedematous. Treatment with 2 gr. 
(0.13 g.) of thyroid thrice daily brought her -blood cholesterol 
down to 150 mg. in three weeks, but there was no corresponding 
mental improvement, and on Nov. 15 shé was certified and 
transferred to:Shenley Mental Hospital. _ 


- Case 3 


A housewife aged 50 was admitted on an authorized officer’s 
order on Aug.. 16, 1946, with delusions and hallucinations. For 
three months she.had been getting increasingly dull mentally, 
gaining weight, and becoming constipated. For one week she 
had expressed ideas-of- persecution, saying that Many people 
were plotting -against her. She also believed that she was 
ridden with incurable diseases, and that she miight infect every- 
one. She was continuously terrified by strange voices and 
strange faces. = i 

On examination she was hallucinated, deluded, and persecuted 
as described above. She told the doctor estimating her basal 
metabolic rate that he was in danger of catching typhoid, 
syphilis, and cancer if he came near her. She was slow in 
her responses and -very.depressed and disorientated. Her 
appearance was typically mriyxoedematous., The“ strąwberry and 
cream” complexion was well marked: (the malar. flush shows 


After - 


She behaved rationally most 
of the time, but occasionally complained that she was being . 
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Fic. 2.—Case 3; April 14, 1947. 


well in Fig. 1, which also shows that the outer thirds of the 
eyebrows can be well developed in myxoedema) and the palpe- 
bral tissues were narrowed by compression with myxoedematous 
tissue. The voice was thick, grating, and nasal. Her hair 
was coarse but profuse, and her skin thick and scaly. The 
pulse was 76, cholesterol 428 mg. per 100 ml., basal metabolic 
rate —25%, and blood pressure 155/110. 


Progress —On Aug. 23 she was given | gr. of thyroid twice 
daily, the dose being gradually increased to 2 gr. three times 
a day on Sept. 12. There was a very rapid improvement in 
both her appearance and her mental state. Unfortunately, the 
first photograph (Fig. 1) was taken when she had received 
thyroid for three days, and shows a perceptibly less 
myxoedematous state than on admission. Within 


was much more alert, and as well as being free from delusions | 
and hallucinations she had insight—realizing the foolishness| |” 
and absurdity of her previous ideas. Her cholesterol hads | 


come down from 428 to 253mg. par100 ml., but her basal 
metabolic rate was still -22%. When she had become clear- 
minded she told us that she had been in Redhill Hospital 
two years before, where she had been given some tablets which 
made her feel brighter and . (Inquiries at Redhill dis- 
closed that she had been an in-patient there from Nov. 12 
to 21, 1944, suffering from myxoedema, and had rapidly 
improved with 2 gr. of thyroid thrice daily. After discharge 
her practitioner had discontinued the treatment.) Her mental 
and physical improvement continued rapidly; she was dis- 
charged to the out-patient department a month after admis- 
sion and continues to attend there in very good health. Fig. 2 
shows her appearance on April 14, 1947. 


Case 4 


A housewife aged 73 was admitted on Dec. 23, 1946, as a 
case of “ bronchitis.” 


On admission she was quite confused, 
could give no coherent history 
at all, and was obviously grossly 
demented. She showed no evi- 
dence of actual delusions or 
hallucinations.. A history was 
not available. 

On examination she was 
stuporous and slow, had occa- 
sional bouts of restlessness, and 
was grossly demented. She 
was flagrantly myxoedematous 
(Fig. 3). Her whole body was 
spongy with myxomatous tissue, 
which was especially striking 
around the eyes and above the 
| clavicles, and which distended 
~ | the lower lip. Her voice was 

| thick, croaking, and nasal in 





=) - ik character. She breathed with 
s i a thick, stertorous snorting 
Fic. 3.—Case 4. This patient sound: Her hair was scanty. 


collapsed suddenly six days 
after admission. ` `~ 


Her colouring was of the 








classical pink-and-white variety. The pulse was 60 and the 
cholesterol 166 mg. per 100 ml. (a surprisingly low figure). 
She was too ill for the basal metabolic rate to be taken. The 
blood pressure was not recordable. 


Progress.—She was given thyroid, 4 gr. (32 mg.) thrice daily, 
on admission, increased two days later to 1 gr. thrice daily. 
Five days after admission she became more restless and con- 
fused, disturbing the rest of the ward. The next day she 
suddenly collapsed, became eyanosed and unconscious, with 
bubbling respiration, and died shortly afterwards. 

Post-mortem examination showed a small thyroid (13 g.) with 
normal macroscopic appearance, but microscopically showing 
marked fibrosis, atrophy of the lobules, and almost complete 
absence of colloid, with replacement by lymphoid tissue. The 
heart (480 g.) showed myocardial hypertrophy of both 
ventricles, with gross dilatation of the right heart. The lungs 
showed congestion and oedema, with some pus in the trachea 
and main bronchi. . 


Case 5 


A housewife aged 72 was admitted to a medical ward on 
Jan. 6, 1947, having collapsed unconscious five hours before 
admission. She- was just recovering consciousness when 
admitted. For two years she had been putting on weight and 
feeling tired, drowsy, and unusually cold. She had also noticed 
her hair falling out and her hearing getting worse. On the day 
of admission she collapsed unconscious, with snoring respiration, 





Fic. 4.—Case 5; Jan. 6, 1947. Fic. 5.—Case 5; Jan. 1, 1948. 


On admission she was slow and inclined to ramble, though 
rational and orientated. Two days later she became completely 
confused, noisy, and irrational. She had no idea where she 
was, and repeatedly said, “I must go home and look after 
my son.” The other patients were so much upset by her 
restless mutterings that she had to be transferred to the mental 
observation ward. 

She had a typical myxoedematous appearance and colouring. 
The oedema of her eyelids was particularly pronounced ; her 
left eye, blind and atrophied after an old injury, was com- 
pletely occluded by myxomateus swelling, and appeared visible 
only after thyroid treatment. The pulse was 70, cholesterol 
320 mg. per 100 mL, blood pressure 220/120. The basal 
metabolic rate could not be taken. 


Progress—She was started on thyroid, 4 gr. (16 mg.) twice 
daily on Jan. 7, increased gradually to 2 gr. three times a 
day on Jan. 18. There was rapid improvement in both her 
mental confusion and her myxoedematous appearance (see 


_ Figs. 4 and 5), (Note how the atrophied left eye, previously 


walled in by oedema, has become visible as the swelling sub- 
sided.) The blood cholesterol came down from 320 to 130 mg. 
in a fortnight. She became mentally quite clear within a week 
and was transferred back to a general medical ward. After 
a month she was discharged pote clear mentally, and 
physically free from any signs of myxoedema. She continues 
to attend the out-patient department for further supplies of 
thyroid. 
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Case 6 


A woman of no occupation aged 67 was admitted on an 
authorized officer's order on Feb. 4, 1947, demented, confused, 
and disorientated. Her landlady said that for three years she 
had been “ going senile.” She needed reminding about every- 
thing and took two hours to get ready to go out. Once a fine 
pianist, she had lost all interest in music, During the week 
before admission she had attacks of screaming and violence, 
set her nightgown on fire, and became generally quite 
unmanageable. - 

On examination she was so slow and lethargic that she 
would fall asleep while being interviewed; she was quite 
confused and out of touch with the~world, and was unable 
to give any account of herself whatever. 

Physically, she gave an immediate impression of myxoedema. 
She had the pink-and-white complexion; coarse, thick skin 
and hair ; slow, deep, nasally obstructed voice ; and scanty eye- 
brows. The pulse was 66, cholesterol 300 mg. per 100 ml., 
blood pressure 156/100. The basal metabolic rate could not 
be taken. 

Progress:—On Feb. 4 she was started on } gr. of thyroid 
three times.a day, gradually increasing to 2 gr. three times 
a day on Feb. 24. There was a rapid improvement in both 
her appearance and her sanity. Within a fortnight she was fit 
for a general ward and within a month was discharged. Her 
blood cholesterol had fallen from 300 mg. per 100 ml, on 


admission to 125 mg. on discharge. She attends her own doctor - 


for further supplies of thyroid, and is in good physical and 
mental health. / 
Case 7 


A housewife aged 54 was admitted on an authorized officer's 
order on March 13, 1947, with alternating excitement and 
depression, and ideas of persecution. For one year she had 
been getting slow and dull, and losing interest in herself and 
the house. A marked increase in weight and coarsening of 
her features had been noticed by her relatives. Her sister- 
in-law said : “ When I was in a hospital once I saw somebody 
with ‘lack of thyroid,’ and she looked just like my sister-in- 
law does now, so I've always thought she must have the same 
illness. I tried to persuade her to see a doctor, but she 
wouldn't go.” For a week before admission she had been 
alternately excitable and depressed, at times behaving violently. 
She had told her relatives that various people were plotting 
to do her harm and she had accused her husband of attempting 
to poison her. 

On examination she was depressed, confused, and persecuted. 
She babbled disconnected nonsense about fire-and-water ven- 
geance and the Bible, and could not give any rational account 
of herself. Whenever anyone approached her bed she would 
cling to their hands, begging for mercy. She showed the 
appearanee of advanced myxoedema (Fig. 6). Her face was 
bloated and she had a butterfly-shaped flush on the nose and 





7.—Case 7; FiG. 8 —Case 
April 6, 1949, 
cheeks. Her skin was thick and rough. Her voice was thick 
and hoarse, with a nasally obstructed quality. The lips were 
noticeably thickened. The scalp hair was fine and plentiful, 
the eyebrows sparse. The pulse was 60, blood chclesterol 


364 mg. per 100 mi., blood pressure 180/110. The basal 
metabolic rate was impossible to take. 


Fic. 6.—Case 7; Fic, 
March 13, 1947. April 21,1947, . 


Progress——On March 14 she was given ‘thyroid, 4 gr. three 


times a day, increased gradually to 2 er. three times a day 
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on March 20. At first there was rapid improvement in her 
physical appearance, with no corresponding mental change. 
Fiz 7 shows clearly both the depressed mental state and the 
striking change in facial appearance after a month’s treatment, 
Her blood cholesterol came down from 364 to 226 mg. in 
th-ee weeks. Her depression, persecutory ideas, and general 
unruliness continued for five weeks, and, if anything, thyroid 
treatment seemed to lend more vigour to her misbehaviour— 
she was a sore trial to everyone. Then suddenly on April 21 
she became rational, cheerful, and orientated, with almost 
coraplete amnesia over her period of confusion. For a further 
week she had occasional bouts of weeping, after which time 
she remained cheerful, happy, and perfectly normal both 
mentally and physically (Fig. 8). She continues to attend as 
an out-patient, in vigorous health. 


Case 8 


A housewife aged 62 was admitted on an authorized officer's 
order on May 15, 1947, with systematized delusions. Her sister 
said she had always been rather simple. For one month she 





ce a | 
Fac. 9.—Case 8; May 18, 1947. 





had become restless and deluded. 


She wandered round the 
hetse, packing up her belongings and saying that she was 


gcing to the seaside. She maintained solidly that she and 
her husband had a house at Leigh-on-Sea, and that there she 
mast go (there was no truth in this whatever). 

On examination she was quiet and co-operative, but incapable 
of giving a history and unwilling to submit to a basal-metabolic- 
rate test. She insisted that her husband was living somewhere 
in -he hospital. Throughout her stay she persisted with the 
delusion that she had a house at Leigh-on-Sea, She was a 
shrivelled little old lady, not very myxoedematous to look 
at isee Fig. 9). She had wrinkled dry skin of yellowish parch- 
meat colour. There was gross alopecia. Her voicé was high, 
with a grating, scrannel character, but was not the usual 
myxoedematous voice. There were no other signs. The pulse 
was 80 and the blood cholesterol 400 mg. per 100 mi.: the 
basal metabolic -rate was impossible to obtain, and the blood 
pressure was not taken. 

Frogress——She was started on thyroid, 1 gr. thrice daily, 
gradually increasing to 3 gr. thrice daily. There was a steady 
change in her appearance, as can be seen from Fig. 10. Within 
six weeks she looked 15 years younger. The blood cholesterol 
came down steadily thus: May 15, 400 mg. per 100 ml.; 
May 25, 349 mg.; June 4, 287 mg.; June 24,218 mg. It 
was most disappointing that there was no corresponding mental 
improvement. She persisted in her delusions with, if anything. 
more conviction and vigour than before. I waited two months 
to see if the psychosis would clear, and then, on July 9, trans- 
ferred her to Shenley Mental Hospital as a certified patient. 


Case 9 

A housewife aged 56 was transferred from Hillingdon Hos 
pitz] on May 28, 1947, for investigation as a case of suspected 
cerebral tumour or subdural haematoma, She had already been 
diagnosed as suffering from myxoedema. | i 
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One year previously she had been admitted to Hillingdon 
as a Possible case of Alzheimer’s disease. At that time she 
complained of six months’ chronic head pains, depression, loss 
of concentration, and attacks of palpitations and panic. 
was said to have been a lively person and good company 
before the illness, but had become so dull she could not work 
out ordinary money problems. On that admission nothing 
abnormal was noted, though she was observed to have an 
unusually deep, husky voice. She was discharged slightly 
improved after three weeks. 


She was readmitted to Hillingdon on April 26, 1947, suffering 
from right thoracic herpes zoster and mental symptoms. She 
was completely confused, and was comatose most of the time 
but occasionally restless and violent. 


Physical examination revealed an appearance of myxoedema. 
She had a sallow thick skin, a husky deep voice, and scanty 
eyebrows. There were oedematous pads above both clavicles 
and she was very deaf. The pulse was 90, basal metabolic 
rate —27%, blood cholesterol 333 mg. per 100 ml., blood 
pressure 200/120. 


She was treated with thyroid, 3 gr. daily for 14 days, reduced 
after three weeks to 1 gr. daily. During a bout of restlessness 
on May 4 she fell out of bed and sustained a large 
haematoma in the centre of the forehead. Because of 
increased mental confusion and a suggestion of early papill- 
oedema she was transferred on May 28 to the Central Middle- 
sex County Hospital under Mr. T. I. G. James for neurosurgical 
investigation. 

On admission she was still mildly myxoedematous in appear- 
ance. The blood cholesterol was 272 mg. per 100 ml., the pulse 
75. No abnormal neurological findings were made. The 
encephalogram was normal. It was therefore considered that 
her mental symptoms were myxoedematous. The dose of 
thyroid was increased to 2 gr. three times a day. She was 
transferred back to Hillingdon on June 16, where, with further 
thyroid treatment, her mental condition gradually became normal 
and she was discharged for convalescence on July 11. 


Case 10 


A housewife aged 64 was admitted to Hillingdon Hospital 
under Dr. C. G. Barnes on Feb. 21, 1948, as a case of “ chronic 
heart and renal back pressure.’ Dr. Barnes kindly asked 
me to see her on Feb. 27. Her husband stated that for one 
year her face had been getting puffy, for six months she had 
swelling of the legs and difficulty in walking, and for one month 
she had been bedridden. A week before admission she became 
quite confused and delirious, and remained so until the day of 
admission, when she became comatose. 


On examination she was semicomatose, with shallow respira- 
tion and a slow pulse. Her eyes were completely closed by 
oedema and could not be opened. Her face was typical of an 
unusually advanced degree of myxoedema, with a striking yellow 
skin and malar flush. She was partially bald, her eyebrows 
were scanty, and her eyelashes almost completely absent. The 
pulse was 60 and blood cholesterol 486 mg. per 100 ml. ; the 
basal metabolic rate was impossible to obtain. 

She was given 10 gr. (0.65 g.) of thyroid the same day, as 
Dr. Barnes feared that otherwise she would suffocate or die 
from bronchopneumonia. 


Progress.—During the next two days she became more deeply 
comatose, but on the third day she became conscious and 
her eyes were visible. She was restless and hallucinated. 
She complained that “Joe the Shadow” was trying to do 
her harm and that people were watching her. She shouted 
about pictures on the ceiling and told me that she heard pianos 
and singing. She remained maniacal and hallucinated for 
over a fortnight. She was given | gr. of thyroid daily and her 
myxoedematous appearance and her mental state steadily 
improved. After two months she looked nearly normal and 
her confusion had almost gone. On April 1 the basal meta- 
bolic rate was +2% and the blood cholesterol had come 
down from 486 to 314 mg. per 100_ml. She was discharged 
home on April 1, fit and rational. 
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Case 11 


A housewife aged 53 was admitted on Feb. 23, 1948, com- 
plaining of tiredness and undue gain in weight. Fifteen months 
previously she had had a cholecystectomy for gall-stones. Por 
six months she had felt weary and had gained much weight. 
She complained of chronic catarrh and said her voice had 
become coarse and her skin rough. 

On examination she was slow and rather drowsy, but appeared 
rational until a week later, when she showed delusions of 
persecution. She said she had been accused of wrongdoing 
by the hospital staff and believed that she had been admitted 
for punishment. She told me that all the other patients were 
whispering to each other, saying unpleasant things about her. 
She had to be transferred to the mental observation ward on 
March 8, as her paranoid ideas were getting worse. 

Physically she had the typical appearance of fully developed 
myxoedema. Her features were swollen, the normal facial 
creases being ironed out by the swelling. Her face was a 
waxy yellow colour. Her eyebrows were scanty, her skin 
dry, her speech thick and indicative of nasal obstruction. Her 





Fic. 12.—Case 11; June 14, 
1948. 


blood cholesterol was higher than that of other cases in this 
series—610 mg. per 100 ml. The palms of her hands had 
yellow bands 0.25 cm. wide, corresponding to the creases. 
These were cholesterol deposits, the same colour as the 
xanthelasma of hypercholesterclaemia, and they steadily faded 
during the next two months as the blood cholesterol fell with 
treatment. (The high blood cholesterol might also have contri- 
buted to the gall-stones from which she had suffered.) The 
pulse was 75 and the basal metabolic rate —8%; the blood 
pressure was 155/90. 


Progress.—She was given thyroid, 1 gr. three times a day, 
on Feb. 27, increasing gradually to 2 gr. four times daily on 
March 19. At first her mental symptoms grew worse, while 
her appearance improved, By March 11 she had some insight 
into her previous irrationality, and by March 13 she was 
mentally normal, remaining so until her discharge to the out- 
patient department on March 25. Figs. 11 and 12 show the 
striking changes in her face. 


Case 12 


This patient was a physiciam aged 33. During a lecture 
on myxoedema to some doctors taking a membership course 
in 1946 I described the mental changes which I had so often 
encountered, and mentioned that ideas of persecution were 
common. At the end of the lecture the patient came up to 
me and explained that he was a known case of myxoedema, 
and gave the following history. 

In 1941, while with the Army in West Africa, he felt tired, 
dull, and slow. At the same time he developed ideas of 
persecution. These symptoms continued unchanged until 
February, 1942, when he was diagnosed as a definite case of 
myxoedema and ordered thyroid, 3 gr. daily. The persecutional 
ideas disappeared completely in a short time and he felt a 
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striking improvement in his feeling of well-being. In 1945, 
while in Italy, he began to wonder if it was really necessary 
to go on taking thyroid, so he stopped. The mental symp- 
- toms crept insidiously back and there was a falling off in his 
general efficiency. Eventually he found himself unwilling to 
go into the mess with his fellow officers because he believed 
they were talking about him, criticizing him, and plotting 
against him in some way. He resumed thyroid treatment 
again, and his persecutional ideas once more disappeared 
rapidly. Since that time he has continued to take thyroid in 
various doses, at present being stabilized om 6 gr. daily and 
remaining mentally and physically quite well. 

When I saw him his appearance seemed normal (I did not 
examine him professionally), but he had some malar flush and 
his voice was a little lower and slower than the average. He 
had not previously mentioned his mental symptoms to anyone 
lest they indicated a true psychotic tendency, but on learning 
that they were merely a part of his hypothyroid symptoms he 
was much relieved and quite pleased to admit them. He has 
very kindly agreed to my publishing these details about his 


case. 
Case 13 


A housewife aged 62 was admitted on March 18, 1949, on 
an authorized officer’s order, suffering from confusion and 
dementia. Her husband said that for about four years she 
had been increasingly slow in mind and body. She often 
complained of coldness and deafness, and became very forget- 
ful. She “snored something awful.” A week before admission 
she became unable to walk. Her voice was so thick no one 
could understand her. She stared blankly about her and 
seemed unaware of what was going on. 

On examination she was mentally in a state of hibernation, 
and an unintelligible croaking monosyllable was the only reply 
to questioning. Her mind seemed to have stopped functioning 
rather than to have become disordered. 

Physically she was the grossest case of myxoedema in the 
series. Her face was bloated and misshapen, with great 
wine-coloured patches on a dusky yellow background. She 

f: ae: ‘ee was dirty, unkempt, 
and partially bald. 
Her skin was as 
cold and rough as a 


lizard’s. Her pulse 
was 48, temperature 
7° F. G64" -C), 


respirations 15, 

Progress.—She died 
early the next morn- 
ing before any investi- 
gations had been done, 
so the cholesterol 
value, the basal meta- 
bolic rate, and the 
blood pressure were 
not known. A coro- 
ner’s inquest reported 
death from acute heart 
ak ac A failure due to myx- 
ees ~ | oedema. The thyroid 
fie eee was completely re- 
placed by white 
fibrous tissue, but was 
TE otherwise normal in 
size and shape. The heart was dilated and hypertrophied, and 
there was a pericardial effusion. 


Case 140° 


A housewife aged 53 was admitted on an authorized officer's 
order on March 29, 1949, suffering from hallucinations and 
delusions of persecution. For three months she had com- 
plained that she was being persecuted by the people in the 
flat above her. She tried to persuade her husband that they 
were spying upon her down a ventilator pipe. She heard voices 
saying unpleasant things to her, particularly at night. She 
also began to snore excessively, and because of this she went 





Fic. 13.—Case 13. This patient died on 
the day after admission. 
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to Że out-patient E.N.T, department of a large voluntary hos- 
pitaL Her delusions and hallucinations were so flagrant, how- 
ever that she was immediately referred to the psychiatric 
depertment. The senior psychiatrist then referred her to the 
authorizing officer as a case of paranoid psychosis. 

When deliberately questioned she admitted that for two years 
her air had been coming out, her voice had been getting deeper, 
and her skin had become dry. She said she felt so cold 
a sleepy she wanted to curl up and go into a long, long 
sleen. 

On examination she was found to be persecuted, deluded, and 
hallucinated, and she complained of the voices pestering her 








Fro. 14.—Case 14; March 31, Fic, 15.—Case 14; May 25, 
- 1949, - 1949. 


continually. She was typically though not grossly myxoedema- 
tous. The skin of her face was yellow with a malar flush, the 
palpebral fissures were narrow, and the eyebrows scanty. Her 
voke was thick and croaking. Her pulse was 68, cholesterol 
250 mg. per 100 ml., blood pressure 130/90. The basal metabolic 
rete was impossible to take (she thought she was being gassed). 

Progress.—She was started on thyroid, 4 gr. thrice daily. 
increased five days later to 1 gr. thrice daily. Within a fort- 
night there was an obvious facial change and she began to 
have insight into her hallucinations—admitting they were not 
rez] voices though she still heard them. After three weeks 
the cholesterol had come down from 250 to 120 mg., the 
halucinations had stopped, and she said, “I feel different, | 
see things different, and my husband says I look younger. | 
tak different; I've lost that deep tone and seem to speak 
lighter.” She was discharged a month after admission and 
continues to attend as an out-patient in normal physical and 
mental health. Soon after discharge, when she went to her 
grocer he said to her: “Are you a relation of the Mrs. —— 
who used to come in here and went to hospital?” He had 
completely failed te recognize her. 


Discussion 


it is hoped that publication of these fourteen case reports 
may call attention to the very important fact that myx- 
oedema causes psychosis. If one observer can encounter 
ttis number in four years it must mean that there are 
many others. Possibly there are many cases in mental hos- 
ptals which have not been diagnosed. If the diagnosis 
-s borne in mind by psychiatrists a number of otherwise 
hopeless psychoses may be cured, and the awareness of 
aa organic cause for one psychosis may lead to the dis- 
zovery of physical causes for others which are at present 
fismissed as of psychological or idiopathic origin. 


How to Diagnose Myxoedema 
As this paper has stressed the importance of early diag- 
rosis and treatment of myxoedema, it seems logical to sum- 
marize the methods by which a diagnosis can be made. 
especially as these case records show that in no instance was 
the diagnosis made before the patient came to hospital. 


Sept. 10, 1949 


The history gives little help in making a diagnosis, though 
it greatly helps in confirming it once the condition is 
suspected. That is because the symptoms are admitted 
rather than complained of; they are dismissed by the 
patient as minor nuisances rather than exhibited as major 
complaints, and are therefore usually elicited only when 
the appropriate questions are asked. The mental slowness 
of the illness itself smothers self-criticism, and so changes 
may pass unnoticed by the patient while friends and rela- 
tions observe them. In fact, you get no history of myx- 
oedema if you are not thinking of myxoedema when you 
take that history. 

- The following symptoms are common: general tiredness, 
gain in weight, vague aching pains in the legs, poor memory, 
constipation, deafness, falling out of hair, dry skin, always 
feeling cold. All these symptoms commonly occur in non- 
myxoedematous people and not one of them is constant 
in myxoedema, Change in the facial a rance, altera- 
tion in the voice, and snoring are usually noticed by 
relatives rather than by the patient. 

The only way to ascertain what a case of myxoedema 
looks like is to see one. No amount of description can 
convey the unmistakable impression of a well-developed 
case. Photographs are more helpful than words, but give 
no idea of the characteristic colouring and voice. Here 
is a description of an advanced case. 

Nearly all cases occur in women. The features look bloated 
and the normal contours of the face are smoothed away, just as 
the wrinkles of a balloon disappear when it is blown out. 
Oedema collects in the lips, broadening them, and around the 
eyes, forming little bags of flesh beneath them. When, after 
treatment, the swelling round the eyes subsides there is some- 
times revealed a slight exophthalmos, possibly due to the anterior 
pituitary’s efforts to flog an inactive thyroid. “The colour ‘is 


yellowish and waxy, with a contrasting burgundy-coloured flush , 


over the malar bones. The hair is dry and scanty, the receding 
hair margin leaves a wide forehead, and there may be partial 
baldness. The eyebrows are sparse, and sometimes the lashes 
too. The classical loss of hair over the outer third of the 
eyebrows is an unreliable sign, because so many normal people 
show this deficiency. 

The voice is slow and fumbling from the clumsy thickness 
of the lips and tongue, and the oedematous infiltration of the 
nasal passages gives it a characteristic nasal quality. It is 
impossible to imprison the sound in words, but the impression 
is that of a bad gramophone record of a drowsy, slightly intoxi- 
cated person with a bad cold and a plum in the mouth. 
Snoring (Morehead, 1936), already mentioned as a symptom, 
may be of arresting intensity, and it is odd that in a discussion 
on snoring at the Royal Society of Medicine no mention was 
made of myxoedema as one of its causes. 

The description here given is that of an unusually obvious 
case. The recognition of an early or a mild case is harder 
but is more satisfying than recognizing the self-evident one. 
Mild cases are probably often missed because the textbook 
illustrations always picture an unusually gross case and 
not the moderate cases which are more often encountered. 
Mistakes are also made through expecting every sign to be 
present, whereas the average case lacks at least one of the 
classical features of the illness ; for example, Case 3 had 
luxuriant eyebrows (see Fig. 1), Case 4 had a low blood 
cholesterol, Case 8 had no puffiness of the face (see Fig. 9), 
Case 9 had a raised pulse, and Case 11 had a normal basal 
metabolic rate. 


Confirmatory Tests 
Photographic Test.—I consider there is only one infallible 
confirmatory test for myxoedema. Take a good photo- 
graph ; then give thyroid for a month or more and take 
another photograph. The change between the two photo- 
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Fic. 16.—Case A; Fic. 


17.—Case A; Fic. 18.—Case A; 
May 20, 1947. 


July 2, 1947. Nov. 19, 1947. 


graphs is a clear confirmation of the diagnosis. In many 
cases where I have not been certain of the diagnosis the 
change recorded by photographs has been the only unequi- 
vocal proof of the answer. Look at the picture of Case 8 
(Fig. 9), which might well be that of just an elderly bald 
lady: the change of face makes the diagnosis certain, 
especially coupled: with the changes in cholesterol. See 
also Cases A and B—two other examples of “ non- 
obvious ” myxoedema confirmed by photographic changes 
(Figs. 16, 17, 18, 19, amd 20). These cases are not 
included in the series, because they had no psychosis: 

and here I would like to stress that only a proportion of 
myxoedema cases have psychotic changes, and that these 
remarks on the diagnosis of myxoedema apply to all cases, 
with or without mental symptoms. 





Fio. 19.—Case B; Jan. 13, Fig. 20.—Case B; May 10, 
1948. 1948. 


Blood Cholesterol—This is nearly always raised, and, 
furthermore, descends with thyroid treatment. In ten of 
these cases the initial blood cholesterol was 300 mg. or 
more per 100 ml., and it usually descended by over 100 mg. 
per 100 ml. after thyroid treatment. Blood cholesterol 
estimations are, after photographs, the best confirmatory 
tests, 


Basal Metabolic Rate-—From experience with many 
other cases besides these I have found the basal meta- 
bolic rate of little help in diagnosing myxoedema. It is 
a test which is accepted when it agrees with the physician 
and disregarded when it dees not. I have seen many cases 
of myxoedema with normal or raised B.M.R. Further, the 
presence of mental change or respiratory obstruction may 
prevent the estimation being done. In only four of the cases 
described above was the basal metabolic rate taken— 
eS 2 —26%, Case 3 —25%, ‘Case 9 SaR Case 11 
—8%. 

Pulse Rate-—The classical bradycardia of the textbook 
is not common. In four cases the pulse was over 70 and 
in only two instances was it below 60. 
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The relative value of. sulphanilamide; sulphapyridine, 
sulphamezathine, sulphathiazole, and sulphadiazine in the 
treatment of ophthalmia neonatorum has been discussed in 
a previous study (Sorsby, 1945), It was pointed out that, 
with the dose of 0.25 g. on admission and 0.125 g‘ four- 
hourly day and night until 48 hours after clinical cure, the 
results obtained by different sulphonamides were essentially 
the same, and that su nide itself. and sulphapyridine 
were less desirable tha h nezathine and sulphathiazole 
and sulphadiazine, a a ned: 1 to Bive: toxic symptoms 
rather more freque | . 
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4 np e instance 
was the response so poor as to cause anxiety for the state 


~ of the eye, and some of the cases classified as relapses were 
almost certainly cases of reinfection rather than relapse. 


Tos present study, covering 151 cases, was undertaken to 
determine whether better. results could be obtained, par- 
ticalarly from the SE PUORAI NES: by more e intensive use of 


the agents employed. 


A Series of 151 Cases 


Table I sets out the 151 cases studied, classified aécording 

tc 2ausal organism and severity of the affection in relation 
ta mode of treatment: It will be seen that Staphylococcus - 
albus was responsible for the largest number of cases (33), 
Staphylococcus aurens for 22, various bacilli, ‘including 
diphtheroids, for 21, and the gonococcus for 14 cases. 
Th2re were 31 cases “completely negative, showing neither 
organism. nor. inclusion bodies, whilst 18 cases showed no 
In addition, inclusion 
bodies were seen in combination with causal organisms an 
The total incidence of inclusion: bodies in. this 
seres was therefore 43. Of the whole series 48 cases were - 
miki, 78 moderate, and 25 severe. The different grades of 

severity seemed to be fairly evenly distributed over the 
whole range of causa! organisms. Several modes of treat- 
ment were tried out in this series. oS 


Therapeutic Results © 

t. Systemic Penicilin Therapy (30 Cases). In all 30 
cases were treated by penicillin systemically. Four received 
80C,000 units of penicillin exclusively by mouth— 200,000 - 
units initially with a second dose one and a half to ‘three 
heurs later, and two further doses at three-hourly intervals. 
The response was slow and incomplete, and all four cases _ 
relz -psed.. This erian was not tieg l furthe _ Twenty-six 
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` TABLE I.—Classification of Cases;by Causal -Organism and Severity-in Relation to Mode of Treatment ea ae 
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* | One Intramuscular | ! ` < | 9.95 ~ 
wee : g. Initially | 0: 5 g. Initially Total _ 
Oral Administration 0-5 g. Initially | 0-125 g. 4-hourly| 0:25 g, 6-hourly | 0.5 g. Tnitiall 


or ee : "5 g 

Administration ‘200,000 Units x 

200,000 U its Followed by 3 Oral 25 g. TRULY With Penicillin With Penicillin | 0: 23 g. 8-hourly 
- X- ~ “£ 


- Administrations _ 








Gonococcus : 
Moderate = 
Severe š eee 

-Staphylococcus aureus - 
Mild 


~ 


4 


— 


Moderate ae . f 
- Severe a FA 


6 
19 b22 (d) 
6 


H 
jne 


2 
— p3 
1 


2 
Ths 


2)- 
$ baw 
4 


f 


2 . 
2 Hó 


2 
3?5 


— 


Moderate Ea : f y P 


A 


—- en mae 


~ Moderate ..°. .. 
Severe 
Diphtheroids 
Mild - e AT ty 
Moderate... .. ias 
Severe ; 


Severe ` 5 
Streptococcus- -viridans 
Mild 


Moderate ' .. 
Gh Severe S i 
ther coccal organisms 
Mild 


Moderate .. Pea a a 
‘Severe 
Nee without inclusion bodies 


Moderate’ |. . 11) > a 

: Severe 3 aai ge 
Negative with inclusion bodies 

Mild ; 


‘Moderate <. f 
. Severe i PSS 


. — Toal=> 2.. 








Se (a) Inclusion bodies present iù 1 case. o! $ _ (e) ‘Inclusion bodies present in 3’cases. « (f) Inclusion bodies present in 6 cases. 


(b) ” a n i -", vy, Z'CaSeS. ~ ah D 9 ~ s» ” ” 4 ” (g) , "o ` tS) ” 10 » 


- 


that by increasing the dose a rapid ‘cure is ‘obtained in a 7 than’21 responded within one to three days, and the remain- 
‘greater percentage of cases, but that the incidence of ing three all cleared up within four to eight days, so that 


` unsatisfactory response is uninfluenced.- `` ; there .was no case. with an unsatisfactory. response, or 


relapse: Sulphamerazine had the further advantage that 


ln Locally (40 Cases)—A series of 30 cases were treated in none -of these 24 cases was’ there any suggestion of 
with sulphamezathine orally in the smaller dose combined intolerance, and the occasional cyanosis observed with 
with penicillin drops 10,000 units per ml., initially instilled sulphamezathine was entirely lacking. i 

at one-minute intervals for 30 minutes. A further 10 cases - 5. The Series as a Whole.—Table IV brings out the salient 
were treated with the larger dose of sulphamezathine and features observed with the different modes of treatment in 
the same mode of penicillin locally. As can be seen from this series of 151 ‘cases ' compared with the previously . 
- Table I, in both these- small series the percentage of cases. recor ded result: If the small series of 24 cases treated by 
with rapid response was high (29 out of 40). ~ For this. sulphamerazine is excluded it would.seem that the methods 
` series of 40 cases as a whole, the proportion of unsatisfac- . recorded in the present study have failed to reduce the 
‘tory responses is, however, once more not diminished: This incidence of unsatisfactory responses and relapses. It is, 
is clearly so for the 30 cases treated with the smaller dose however, clear that two conclusions can be confidently 
of sulphamezathirie, whilst the 10 cases treated with the -drawn. regarding the use of. penicillin and the sulphon- 
larger dose of sulphamiezathine in combination with peni- amides. First, the intensive .use of penicillin locally at 
cillin are: too few to allow any definite conclusions to be - one-minute intervals is still the best mode of applying 
‘drawn. ; = 4 7 f : 


3. Combined Use of Sulphamezathine Orally and Penicil- 


TABLE II].—Results Obtained by the Combined Use of Sulpha- 


















4. Sulphamerazine Orally in an Initial Dose of 05'g. and -...  mezathine Orally and Penicillin ey 
a Maintenance Dose .of 0.25 g. at Eight-hourly Intervals =~ at | . 
, (24 Cases) —In a series of 24 cases so treated,. no fewer ae a | Tota! Cases Showing Showing 
ce . N = - = . -Mode of Treatment : No. of} Clinical Cure in satis: 
x ` Cases | —————~ ~ cto 
TABLE I —-Comparative Results with Two Different Dosages of ~ = 1-3 Days | 4-8 Days Response 
~ Sulphamezathine i Sulphamezathine orally |- Penicillin drops 
` vA EER T: (2) 0-25 8. initial dose;| _ 10,000 u/ml. 
Total Clinical Cure in; Unsatisfactory - 0-12 g. mainten- Initially at 1- 
Response or ` ance we? 4- | minute inter- ’ 
Relapse’ hourly’ .. 7. .. | vals for 30-| 30 9 
minutes 
W0: 5 g. initial dose; | - ,, si 
0:25 -g.- mainten- Sn 2 2 : 
- ance dose, .6- : ` 
- hourly .. bse ' 10° 0 
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TABLE TV. —Salient Features in the Present Series Set Against Me ain 
Results Previously Recorded 


—— 





Percentage of Cases 





Total Showing 
a : me. of Clinical Poor 
g es Cure in Responses 
: > i 1-3 Days | or Relapses 
Previous series : 

Sulphonamides orally (sulphapyridine, 
sulphamezathine, sulphadiazine, sulpha- 

- thiazole, and sulphanilamide—0- 25 g. 
initially and 0-125 g. 4-hourly) . 333 32-4 16-3 

Penicillin locally (drops, 2,500--10, 000 units 
per ml., initially at -minute intervals) . 104 74-0 -26:0 

Penicillin systemically (4 injections of 
200,000 units at 3-hourly intervals) 39 84-4 15-6 

Present series: 

Penicillin systemically (800,000 units) : 
Oral administration : 4 0-0 100-0 
Combined intramuscular and oral 

administrations in s% 26 ~ 57-7 42:3 

Sulphamezathine orally: 

0-5 g. initially and 0-25 g. 6-hourly . .. 57 68:4 17-6 
0-25 g. initially and 0-125 g. 4-hourly, 

with penicillin locally 30 66°6 30°0 
0-5 g. initially and 0-25 g. S-hourly, with - . 

penicillin locally $ 10 90-0 0-0 

Sulphamerazine: 
0°5 g. initially and 0-25 g. 8-hourly 24 87-5 0-0 


penicillin ‘in ophthalmia neonatorum. Secondly, the sul- . 


phonamides can with advantage be used in higher doses 
than - those „employed at present. A more rapid 
response is obtained if’ an initial dose of 0.5 g. is -given, 
- with a maintenance dose of 0.25 g. at six-hourly intervals 
with sulphamezathine and at eight-hourly intervals with 
sulphamerazine. - As to the small series with sulphamera- 
‘zine, the suggestion is that this drug may prove the sul- 
phonamide of choice, possibly reducing the frequency of 
unsatisfactory responses and relapses ‘as well as giving a 
high incidence of rapid results. The chance occurrence 
of a high proportion of these 24 Cases béing due to organ- 
isms readily susceptible to sulphonamides cannot, however, 
be excluded. | 


Therapeutic Failures 


In the present series.of 151 cases there were 34 which 
gave an unsatisfactory response or which relapsed ; 15 of 
these were observed in the 30 cases treated with penicillin 
intramuscularly or orally. As this method of treatment was 
experimental and has proved unsatisfactory, these 15 cases 
need not be considered if:any detail. It is enough to note 
that they did not contain an undue proportion of relatively 
resistant organisms. 


Of the-121 cases treated by sulphamerazine or sulpha- 
mezathine with or without local penicillin 19 gave a poor 
response or relapsed. These 19 cases were observed in a 
series of.87 cases—the 57 treated by large doses of sulpha- 
mezathine orally and the 30 treated by sulphamezathine in 
smaller doses with penicillin locally. Seventeen of these 19 
were relapses ; in one case—completely negative bacterio- 
jogically—there was a persistent membranous cast of the 
conjunctiva, and in the remaining case diphtheroids, coli- 
form bacteria, and inclusion bodies were present, leading 
to prolonged treatment but ending in a primary cure. 
Table V shows. the clinical features of these 19 cases in 
. comparison with the cases responding satisfactorily. It is 


TaBLE V—Degree of Severity in Cases with Satisfactory Response 
Compared with that seen in Cases with Relapse i 
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clear that unsatisfactory response is not related A the degree 
of severity of the ‘affection. 


Table VI sets out the data concerning causal organisms. 
It will be seen that the-cases with unsatisfactory response 
are not confined to any one aetiological group. In all groups 
the satisfactory responses considerably outnumber the cases 
with relapse or slow Tesponse. It should, however, be noted 
that 10 out of the 19 cases showed. inclusion bodies either 
alone or in combination with organisms. In the whole 
series of 121 cases inclusion bodies occurred either alone or 
in combination with organisms in 33 cases. There are there- 
fore 10 failures out of 33 cases showing inclusion bodies, 
and nine failures in 88 cases without-inclusion bodies. This 
confirms the previously recorded observation that cases with 
inclusion bodies are the most resistant to treatment. As the 


TABLE VI.—Distribution of Organisms in Cases with Satisfactory 
Response- Compared with that seen in Cases with Relapse or 
Slow Response 
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17 Cases with 
Soe Series of Relapse and 
Se eine ae Ë ases ases with 
T azi “Cases) Slow Response 
Gonococcus Cs : 10 ey 2 
_ Staphylococcus aureus 18} 10t 2* 
pA albus 231] 161] 3° 
‘3 = with | diphtheroids 3 3 1 
Diphtheroids ; 7§ 78 3 
Other bacilli © ... 8t 7ł 3 
Streptococcus viridans Sa ivf - 4" 3 — 
Other coccal organisms . - 2 2 — 
- Negative, without inclusion bodies 29 18 1 
3 with "stds 52 ” 17 14. 4 
* One case associated with inclusion bodies. - 
t Two cases ,„ A 9 ” 
. ts $ Three cases , s 5 a 
§ Four , a}, és ao E os 
il Five pa LEJ 39 a3 93 


difficulty centrés “if ‘relapse rather than on slow response, 
the question ‘arises whether such cases should not be given 
a longer consolidation treatment than cases of ophthalmia 


‘ neonatorum due to other exciting organisms. 


Discussion 


The present study suggests that the sulphonamides, used 
in larger doses than those advocated until now, tend to give 
results almost as rapid as those obtained by the intensive 
local use of penicillin. With larger doses of sulphonamides 
some 60 to 70% of cases of ophthalmia neonatorum give a 
clinical cure within one to three days. This is still less rapid 
than the results obtained with intensive local penicillin treat- 
ment, but not to any marked degree. Local penicillin 
therapy has the advantage that it can suppress pus-forma- 
tion within 20-30 minutes, whereas the sulphonamides take 
the befter part of 24 hours to achieve this initial improve- 
ment. Sulphonamide therapy is, however, much simpler in 
application and is far less exacting on both the baby and 
the nurse. 

When sulphonamides were first used in the treatment of 
ophthalmia neonatorum a dose of 0.125_g. initially and 
0.062 g. at six-hourly intervals was given (Sorsby, Hoffa, and . 
Smellie, 1942). Subsequently the maintenance dose was 
raised to 0.083 g. With these doses the incidence of unsatis- 
factory response and relapse was 38.1%. With the sub- 
sequent increase. of the dose to 0.25 g. initially and 0.125 g. 
as a maintenance dose at four-hourly intervals this pet- 


‘centage fell to 16.3. $ 


The higher dose suggested in the present study, whilst not . 
influencing the relapse rate, has the merit of reducing the 
duration of treatment. This higher dose is innocuous and 
there is’ nothing to be gained by not adopting it as the 
standard dose for ophthalmia neonatorum. As ,betwéen’ 
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sulphamezathine and sulphamerazine,. the advantage . seems ` 


to lie with sulphamerazine, though it has still’to be proved 
that the frequency of relapses with ‘this ‘drug will be less 
than with sulphamezathine.. 
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Routine Procedure for Treatment -© ~ ` 
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The steps ‘in the two alternative ‘methods of treating 


ophthalmia - neonatorum available at present—sulphon- 
amides orally- and vie locally—may be thus 
summarized: | - 


(a) Steps in Common. for the Two Methods.—On admission a 


swab is taken for smear and culture and the eye is irrigated - 


with half-normal saline at room temperature. ‘A drop of 
adrenaliné 1 in 1,000 ‘is instilled -and a scraping is taken from 
the palpebral conjunctiva for examination for the presence of 
inclusion bodies. Gutt. atropinae sulphas, 1%, .are instilled if 


-the cornea is affected.‘ Any pus that may have. accumulated is ° 


- wiped away with moist pledgets of cotton- -wool, 


(b) Procedure for Sulphonamide Treatment —(1) eter the 
“preliminary measures a tablet of sulphamerazine -Or sulpha- 
mezathine (0.5 g.) crushed into powder is given by’ mouth in a_ 
teaspoonful of water or milk. Alternatively a stock mixture ` 
can be used. (2) Sulphamerazine administration in doses of | 


0.25 g. is continued every eight hours. If ‘sulphamezathine is~ 


used the administration has to, be at six-hourly intervals. 
(3) Local treatment consists of three-hourly ` irrigation with 
saline solution during the first day in cases with profuse dis- 


_ charge ; as a rule there is no need for further irrigation on the : 


subsequent days. After irrigation medicinal paraffin is instilled 
as a precaution against the sticking together. of the lids. 
(4) Atropine is instilled three times daily in ‘cases with corneal 
haze _or ulceration. 
continued for 48 hours after clinical curé: 
With this treatment swelling of the lids generally subsides 
within 12 hours after admission ; 
disappears within 24 hours. ` 


(c) Procedure with Local Penicillin Therapy.—(1) The pre- 
liminary measures are completed by the instillation: of’ a drop 
of penicillin in a concentration of 10,000 units per: ml. into the 
conjunctival sac. (2) The baby is now placed on the nurse’s lap,” 
while another nurse sitting near by instils one drop of penicillin 
solution, 10, 000 units per ml.,.eyery minute for:30 minutes: 


at a ee et aw em 


Irrigation is not needed, as pus does not-form: to, any:extent ; _ 


such thin mucoid discharge -as is present can be ignored or, 
if it clings to thé lid margin, wiped away with moist. pledgets 
of cotton-wool.-. (3) At the end of this time there lis ‘invariably 
no pus and generally little or no discharge. The eye, however; 
is still moist, the lids are still ‘swollen, and the lid margins tend ` 


to be sticky. The baby is returned to its cot, ‘and instillation E 


of penicillin drops is continued six'times at five-minute intervals, 
followed by a similar number of instillations at: half-hourly, 
hourly, and two-hourly intervals. This gives a total of 22 hours’ 
treatment. Many cases require no further attention. (4) In 
some babies the lid margins still tend to remain sticky. It is 
_ advisable in such cases to continue with penicillin“ at two-hourly. - 
intervals until. the eye is dry, when treatment i is carried on for . 
a further 12 hours. 


_Crystalline penicillin only should be used ‘for maka up 
RS the drops. ae penicillin is likely to” Cause irritative 
_Teactions. - io ee Pag 


a 


g | Summary’ ot 
A series of 151 cases_ of ophthalmia neonatorum treated by 
several different methods is recorded. 


` Oral administration of doses of 200,000 units: oe ‘penicillin, 
either exclusively or after. an, initial in intramuscular injection, has 
proved disappointing. S dae 


an ig 
) 
i 


_ TREATMENT: OF OPHTHALMIA NEONATORUM 7 


ne aan =I SII Im 


Contrary to expectation; the 
combined use of penicillin locally and sulphonamide. orally 
does not seem to reduce the relapse“ rate} ‘biit it “should - 
always-be borne in mind that relapses are sometimes,- 
~ possibly often, reinfections — rather than relapses © in the: 


‘dose. of sulphonamide. 


. — (1947). 


(5) 'Sulphonamide administration is `- 


purulent . cischarke : 
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Combined: oral sulphonamide, and local’ penicillin therapy 
„proved effective .in reducing“ the duration of treatment but 
_ ineffective in. reducing the considerable frequency of relapses 
seen with either sulphonamide or penicillin therapy. 


‘Duration of treatment was likewise reduced by increasing the 
With sulphamezathine, 0.5 g. initially 
and a ‘maintenance dose of 0.25 g. six-hourly, some 70% of 
cases showed clinical cure within one to three days. Similar 
results were obtained with sulphamerazine, 0.5 g. initially and 
0.25 g. at eight-hourly intervals. The use of these larger doses 
of sulphonamide does not apparently influence the relapse rate, ; 
it is, however, possible that’ suiphamerazing may prove to be 
a favourable exception. 

For the present the best.way of administering penicillin is still 
the instillation of drops of 10,000 units per ml. initially at inter- 


- vals of a` minute for half an hour and subsequently at less 


frequent intervals. For the best results with sulphonamide 
therapy higher doses than those used previously are necessary. 


We are indebted to the matron of White Oak Hospital and Sister 
Condon, of the Ophthalmia Neonatorum Unit, for their loyal nep 
in’the treatment of the .cases recorded here, 
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BACTERIOPHAGE TYPES IN PENICILLIN- 
RESISTANT STAPHYLOCOCCAL ` 
- - 7. INFECTION | - 
l BY - 
'_ `. MARY. BARBER, M.D, B.S. 
J. E. M. WHITEHEAD, M.A., M.B., B.Chir. 


(Prom the Pager of Bacteriology, St. Thomas's Hospital 
3 i - Medical School) +=.: 


Many stùdies concerhitig. the odene of penicillin-resistant 
staphylococcal infection have been reported, and it is now 
generally agreed that this is increasing (Spink ef al., 1944,. 
1945; Bondi and Dietz, 1945':*Gallardo, 1945 ; Plough, 
1945; Harley et al; 1946; Barber and Rozwadowska- 
Dowzenko, 1948).- Results of-investigations of a series 


of infections occurring-in a single hospital, however, are 


difficult to assess, as such institutions often seem to be 


_ breeding- grounds of a particular 3 strain of pathogenic 
_ staphylococcus. 


Thus in previotis studies:in a single hos- 
pital by ‘one of us (Barber, 1947a, 1947b; Barber and 
Rozwadowska-Dowzenko, 1948) it was found that 59 of 
100 eases of staphylococcal infection investigated in 1948 


i “yielded penicillin-resistant staphylococci, whereas the inci- 


dence-in a similar series was 38% in 1947 and 14.1% in 


‘1946. “Each year, however, it was found that a significantly . 


high -proportion of. the penicillin-resistant strains when 
typed by the bacteriophage method fell into the 6/47 group, 
- suggesting that most of the penicillin-resistant infections 


‘might have been caused by a single strain of staphylococci. 


Recent experience, however, has led us to the conclusion 


<. that a large number. of penicillin-resistant staphylococci 


isolated from infections in widely separated hospitals belong 
to the 6/47 phage group. In the present investigation, 


_ therefore, staphylococci | isolated from a series of 100 cases 


of infection occurring in this hospital have all been tested 
for penicillin sensitivity and pase We to see if the two’ 


“fs” could- be: correlated. . 
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ditch-plates grew at least to the ditch, whereas the sensitive 
~ Methods : e ok ee 
5 colonies showed an area-of inhibition similar to that shown 
uring the investigation all cultures of staphylococci by the Oxford staphylococcus. It wiil be seen from Table I 
(usually on blood-agar plates) obtained from cases of that the incidence of resistant strains was greater in 
infection were collected ‘from the routine laboratory. in-patients than in out-patients. The results, analysed 


From each-primary plate 10 colonies were. picked off and according to type of infection, are shown in Table II. 
streaked on to penicillin ditch-plates, the ditch containing 


10 units of penicillin per ml. The remaining growth was TABLE II.—Results According to Type of Infection ` 
then emulsified in broth and: plated out on a similar peni- —— —— ————— 


cillin ditch-plate in order to detect small numbers of peni- Type of Infection Sere a 
~ en € n ain 
cillin-resistant organisms which might otherwise have been? ——__-- r. |S 
Carbuncles, abscesses, boils, etc. . T 53 14 
missed. After incubation overnight the plates were examined. Superficial skin lesions i 19 9' 
If all colonies from a single specimen showed a similar nee wounds ` . T z 2 í 
i L eae ‘ are pe ulmonary .. ph a ba l, 
reaction to penicillin one was picked off into “lemco Conjunctival a ee 4 2 
` a . . . . ` ` Aural . = bh I — 
broth for further Investigation. If penicillin-sensitive and Nasopharyngeal 4 2 
penicillin-resistant staphylococci were present, one colony Genito-urinary |. 5 3 
f Inadequate information l — 


of each was similarly picked off. 

All staphylococci were tested for coagulase by the slide 
method ‘and only coagulase-positive strains included ‘in the 
‘series. Later all strains in the series were tested for . Previous treatment with penicillin was studied to see if 
haemolysin production by the method of Gillespie and this bad. any relation to the incidence of resistant strains. 
Simpson (1948), and strains giving doubtful or negative In only 67 of the patients was information regarding peni- 
results were tested for coagulase production by the tube cillin, treatment available. Penicillin sensitivity in relation 
method of Fisk (1940) and for haemolysin by the method -to treatment within the preceding three months in this 
-described by McFarlan (1938). + group is shown in Table m. 

All penicillin-resistant strains were tested for penicillinase 
production by the method described by Barber (1947a); 17 Taste III.—Relation of Previous Treatment to Incidence of Resistant 





= 
= 
a] 
A 





of them, were tested by the serial dilution method in broth, P Strains 

using two different-sized inocula in each case, as recom- See . pi 
mended by Gilson and Parker (1948). Sensitivity to strepto-_ f Treatment Bic i aaa 
mycin was also tested on ditch-plates, the ditch containing > within Previous | Specimen Taken 


100 units of streptomycin per ml., and to sulphonamides Penicillin-sensitive strains only isolated .. 
on ditch-plates made of laked horse-blood agar as recom- Penicillin- -resistant strains isolated N 
mended by Harper and Cawston (1945); the ditch contain- eee E 
ing 1 in 5,000 sulphathiazole. All ditch-plates, whether. —- 
for testing penicillin, streptomycin, or sulphonamide sensi- 
tivity, were kept for 24 hours before use to allow diffusion 
_of the' chemotherapeutic agent, and part of every ditch- 
plate was seeded with the Oxford staphylococcus as a 
control. Phage-typing of all strains was carried out by 
the method now used at the’Central Public Health Labora- 
tory, using thé same 25 filtrates. The method is based on 





It will be seen that 22 of 41 patients who had been treated 
with penicillin yielded penicillin-resistant staphylococci, 
whereas only eight of 30 patients not treated with peni- 
cillin yielded such strains. One patient with an axillary 
abscess had a specimen taken before receiving any peni- 
cillin, and this yielded a’ very few colonies of penicillin- 
resistant and a heavy growth of penicillin-sensitive Staph. 


the work of-Wilson and Atkinson (1945). - i . re a : 
` „pyogenes. Treatment with penicillin was then started, and 
three weeks later a specimen of pus was received ‘which 
Penicillin Sensitivity ` yielded a heavy growth of Staph. pyogenes, and all colonies 
Specimens were examined from 100 consecutive patients tested were penicillin-resistant. 
with infection due to coagulase-positive staphylococci (here- The nedene ot penicillin-resistant strains was corre- 


after referred to as Staph. pyogenes). The results are given lated with length of hospital treatment in 46 cases, and 


. in Table I,- in-patients and out-patients being separated. the figures are given in Table IV. It will be seen that only 
From 35 patients penicillin-resistant strains of Staph. 3 


pyogenes Were isolated: from 24, all colonies tested Were Taste IV.—Incidence of Penicillin-resistani Strains of Staph. 





resistant to penicillin; from 11, sensitive and resistant Pyogenes in Relation to Length of Treatment in this Hospital 
colonies were isolated in each case from a single specimen. Patients Yielding 
_ Thus -111 strains of Staph.- pyogenes were obtained from No. of Days See a | 
- i i : iti iS- under Penicillin- enicillin- ensitive Total 
100-specimens. The difference between sensitive and resis ears AE resistant | and Resietant 
tant strains was clear-cut in every instance; All the peni- Colonies Only | Colonies Only | Colonies 
cillin-resistant colonies when streaked across the penicillin 9 2(1) 1() “47 © 
1-7 1 0 5 (2 
8-14 .. 1 6 (3) 
TABLE I.—Ahalysis of Patients Yielding Staph. Pyogenes in Relation 15-28 `. 7 (1) 0 10 (2) 
to Penicillin Sensitivity : Over 28 3 (1) 0 8 (6) 
ccm cc ĖS ee Le 
E Patients with Penicillin-resistant Strains Total 14 (3) - 3(1) 46 (19) 
Aug.—Dec , No.of |- Sensitive and o The figures in parentheses refer to the number of out-patients in each 
1948 . Patients AS Colonies Resistant Colonies Total 8 pare e p group. 
Š esistant Isolated 
a ee T a 4 out of 22 patients who had been attending the hospital- 
-patient is : 
Outpatients 51 11 4 15° fora week or less yielded penicillin-resistant strains, whereas 
= 10 of 18 patients who had been ee for. a fortnight 


Total .. 100 24°. It, 35 
ig = or more yielded such organisms. , ; 


= wee 
~ 1 = 
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2s | ' The penicillin-sensitive: strains, on the other hand, were 
Degree and Type of Resistance to Penicillin l distributed among all the groups, only. nine out of 76 

AIl, 35 penicillin-resistant strains destroyed penicillin. “belonging to group 6/7 /47. 
As is now well recognized (Luria, 1946 ; Barber, 1947a) the 
degree of resistance of such -organisms when measured in 
the laboratory may vary many hundredfold according’ to 
the size of inoculum used.. It is therefore extremely diffi- 
cult to devise a test giving accurate information on .the 
‘degree of resistance which will help the clinician in decid- ° 
ing the probable effect of penicillin in'a particular case of 


f 


‘As mentioned ‘above, penicillin-sensitive and penicillin- 
resistant strains were isolated from the'same patient in 11 
‘cases.’ These 11 pairs of strains were phage-typed and the 
results are given in Table VII. In nine of the 11 pairs the 


. Taste VII “Phage Types of Tan of Strains Isolated from the Same 
atient 








infection. Gilson and Parker (1948) have suggested that Tice Tt Sra of Sips VONE 
the double sensitivity test in broth, using two different- Patient - — 
sized inocula, is, the most informative, ås the results Penicillin-sensitive Penicillin-resistant 
Obtained are directly related to the degree and rate of s5 7 er N.T. T: 
_ penicillinase production. ’. This test was carried out on 17 jp n tzo è yo y L NT 
. of the resistant strains of Staph. pyogenes isolated in this ae ee Sio ue eR p 
series (Table V). It will be`seen that a large inoculum was 41... sio N.T. Ey 
' PE 343 a ae 52A ears 
TABLE V.—Showing Degree of Resistance `o NT 6/47* 
i BP nee es e 52A, 52A 
Greatest Concentration of Penicillin Permitting Growth 92: a a s pi 42E | - N.T. 
No. of ‘ 
Large Inoculum Small Inoculum Strains 
(Approx: 1,000,000 orgs.) (Approx. 1,000 orgs.) 
50 u./ml. or more .. ‘1-4 u./ml 7 
50 ” s Doe reo i ‘0:25-05 u./ml 5 ' 
25 y» pa ai Ar 1u.jml. 1 
25 4, ar Da . 0-25-0-5 u./ml 2 
12-5 ,, 0-25 u./ml., 1 i 
12:5 4, 0-03 u./ml. T 22 
0-03 -,, o 0-03 u./ml. Oxford’ 


Staphylococcus 





t f 


able to grow in from 12.5 to 50 init per, mil., whereas a’! 
small inoculum was able to grow only in from 0.03 to 4 


units per ml. 


Phage-typing oa 
All the 111 strains of Staph. pyogenes were phage-typed, 


and the results in relation to penicillin sensitivity are given 
-in Table VI. Cultures reacting with one or more closely 


TABLE VI Phage Groups: of 111 Strains of Staph. Pyogenes 


Isolated in Present Series — i 


No. of Strains: of Staph. pyogenes 


- Phage Group l : 
` Penicillin-sensitive Penicillin-resistant - 

6/7/47 er. hs oe 9 > . 24 
52A ea oe, Gels es 18 f oo 4 
3 a vë = ws 16 0 
42 Bese A Lt at 5 0. 
29/31/52 in ay ii a. : F 
Nomra l s asl is 21 = 7. 

Total l 76 ` 35 


related sages have been grouped together, and the strains 


in a particular group, do. not all give identical reactions. 
Of those classified as 6/7/47 nearly. all reacted strongly 
with phage 47, and many also. reacted with various com- 
binations of-6, 7, and 3298: A few strains included in this 
group were sensitive to phage 6 or phage 7 only. Group 
29/31/52, again, consists of strains showing varying 
reactions with one or more of these three phages. Nearly 


mc rN 





N.T. = Non-typable. * Side-reactions. 

two appear to be different in phage-type, but it is unfor- 
tunate that in eight cases one of the pair is non-typable. 
From one of these 11 patients penicillin-resistant and peni- 
cillin-sensitive strains:‘of Staph. pyogenes were isolated from 
both: the lesion (sycosis barbae) and the nose. From. each 
site, the ‘penicillin-resistant strain was phage type 6/47 and 
the penicillin-sensitive strain non-typable. 


It occurred to us that the. apparent correlation of peni- 
cillin resistance and phage group 6/7/47 might be.a purely 
local phenomenon. A number of penicillinase-producing 
strains of Staph. pyogenes isolated from patients in widely 
separated hospitals were therefore collected together and 
‘phage-typed.. The cultures from Hammersmith Hospital 
and the General Lying-In Hospital, S.E.i, were already 


. in our possession, and the cultures from Canterbury, Man- 


chester,.and the West London Hospital were kindly sent 
by’ Dr. Forbes, Dr. Martyn, and Dr. Morris respectively. 
” Except for the cultures from Manchester, which were iso- 
lated from healthy infants, all strains came from cases of 
infection. The results are given in Table VII. 


` 


Tappe VII.— Phage Types of Penicillin-resistant Strains of TA 
Pyogenes Isolated from Patients 


- Source 


i 


Phage General | West |Kent and | St. Mary’s Total 


Group ammer: St. Lying-in | London} Canter- | Hospital, 
| lool Hered Hospital, Hos- bury Man- 
sp p S.E.1 pital | Hospital | chester 





1/47 





5 85 
52A ' 0 21 
H 0 3 
Br etol 0 1 
29/31/52 0 1 
N.T.’.. 1 29 . 
Total.. ` 6 140 





In all; 140 strains were tested and as many as 85 (61%) 


all the strains classified as 3 were sensitive to only. one: fell into the 6/7/47 group. Apart from non-typable strains 


of the phages 3A, 3B, and 3C, and similarly strains in the « 
42 group reacted only with one of thé phages 42B, 42C, 
42D, and 42E. ‘Apart from trace reactions, the 52A strains 
reacted with this phage alone. The non-typable group con- 
sists mainly of strains giving no reactions, but includes a 
few which were very sensitive and could not ‘be classified. 

It will be ‘seen from Table VI ‘that of. the 35 penicillin- 
resistant strains as many as 24 fell into the 6 /7/47 group, 


the only other large group is 52A. This is mainly due 
to an outbreak of infection among the babies at the General 
Lying-In Hospital which -at the time of writing is under 
investigation.. Nearly all the infections occurring at present 
in this maternity hospital are due to. penicillinase-producing 
Staph. pyogenes and, as will be seen in the table, most of 
the strains are phage type 52A. A very large number of 
nurses in the hospital are ates a similar organism in 


and that the only, other typebls strains belong to type 52A. « the. nose. 


ld 


- 


t 
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Streptomycin and Sulphonamide Sensitivity 
All 111 strains were tested for sensitivity to streptomycin 
and sulphonamides. The results are presented in relation 
to penicillin sensitivity in Table IX. All strains showed a 


TABLE IX.—Streptomycin and Sulphathiazole Sensitivity of 1il 
y Strains of Staph. Pyogenes i 


~ 








; Penicillin-sensitive Penicillin-resistant | Total 

Streptomycin-sensitive 76 2 35 os ` 
Streptomycin-resistant 0 0 0 
Sulphathiazole-sensitive ` 72 18 90, 
4 17' 21 


Sulphathiazole-resistant 


- sensitivity-to streptomycin comparable to that of the Oxford 
staphylococcus. .One of the patients, who had a lung 
abscess infected with penicillin-resistant Staph. pyogenes, 
Proteus, and non-haemolytic streptococci, was subsequently 
treated with streptomycin. Within five days the Staph. 
pyogenes had become highly resistant to this antibiotic. 

Twenty-one of the 111 strains were considerably more 
resistant to sulphathiazole than thé Oxford staphylococcus, 
and 19 of these strains grew at least to the edge of the 
ditch containing’ 1 in 5,000 sulphathiazole. It is interesting 
that 17 of the 21 sulphathiazole-resistant strains were also 
penicillin-resistant. Eight of the patierits yielding sulphon- 
amide-resistant strains had had some form of sulphonamide 
treatment before the specimen was taken, eight had not, 
and from five information in relation to treatment is not 
available. 


= 4 ‘ .  @-Toxin Production 

The strains isolated in the: present series were all 
coagulase-positive on testing by the slide method. As 
Schwabacher, Cunliffe, Williams, and Harper (1945) and 
Christie, North, and, Parkin (1946) have suggested that the 
production of a-lysin is more closely correlated with patho- 
genicity than coagulase production, all the strains were 
examined for a-toxin production, using the sheep-blood 
‘plate method of Gillespie and Simpson (1948). Of the 111 
strains, 101 were a-toxigenic, two were negative, and eight 
' were regarded as giving doubtful reactions. The negative 
and doubtful strains were tested for coagulase by the tube 
method of Fisk (1940) and found to be positive. The doubt- 
ful reactions on the sheep-blood agar plates were due in 
some instances to the simultaneous production of #-toxin 
in amounts sufficient to mask the dppearances due to the 
a-toxin. On testing the eight doubtful strains for the pro- 
duction of a-toxin in broth, using the method of McFarlan 
_ (1938), four were found to be positive, while the remaining 
four were negative, as also were the two strains found to 
be negative by the sheep-blood plate method. Thus of 
the 111 coagulase-positive strains 105 were a-toxigenic. 

Of the non-toxigenic ‘strains, three belonged to phage 
type 3C; the remainder were non-typable. 

Discussion o 

It is remarkable that such a high proportion of penicillin- 
resistant strains: of Staph. pyogenes, isolated from patients 
in widely different hospitals, should belong to phage group 


6/7/47. ~While in the present state of our knowledge it is. 


possible only to speculate on the meaning of this, it may 
well be of considerable epidemiological importance. It is 
possible that strains of phage group 6/7/47 are genetically 
less stable than those of other phage groups, and have thus 
given rise to penicillin-resistant mutants more readily. A 
significant number- of the remaining: penicillin-resistant 
strains were type 52A, but nearly all these were isolated 
from neonatal infections occurring in a single maternity 
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hospital over a period of three months. It is interesting 
that Staph. pyogenes of phage type 52A has been isolated - 
from the noses of many nurses in this maternity hospital, 
and that some of the strains are sensitive to penicillin 
whereas others are.resistant. It is possible that an origin- 
ally sensitive strain of Staph. pyogenes carried in this hos- 
pital has recently given rise to a penicillin-resistant mutant 
which has now established itself there. : 


The ultimate origin of penicillin-destroying strains of 
Staph. pyogenes is still undecided. Spink and Ferris (1947) 
favour the hypothesis. that such strains arise as mutants 
The work of Barber 
(1949) on the readiness with which, in vitro, penicillinase- 
producing staphylococci give rise to penicillin-sensitive vari- 
ants supports this theory. Penicillin-destroying mutants, how- 
ever, cannot beinduced by growing penicillin-sensitive strains 
of Staph. pyogenes.in penicillin in vitro. Spink et al. (1945, 
1947) claim that such a change may be induced:in vivo 
by penicillin treatment. As, however, their strains of Staph. 
pyogenes were not typed, it is possible that they were deal- 
ing with mixed infections due to penicillin-sensitivé and 
penicillin-resistant strains of different types ; that the latter, 
initially in the minority, were favoured at the expense of 
the former, and thus by a simple process of selection 
ultimately supplanted the penicillin-sensitive organisms. 


Such mixtures of penicillin-sensitive and penicillin- ` 
resistant strains of Staph. pyogenes have now been isolated 
from the same patient on many occasions, and in most 
cases where such pairs have been phage-typed they have 
been found to give different reactions. Of 11 such pairs 
in the present series nine gave different phage reactions, 
and it seems likely that they were different phage types, 
although it is impossible to be quite certain of this where 
one of the pair was non-typable. .aIn previous studies 
(Barber, 1947a, 1947b; Barber .and Rozwadowska- 
Dowzenko, 1948) 10 such pairs were phage-typed and eight 
pairs were shown to be of different types. 


Whatever the ultimate origin of penicillin-destroying 
Strains of Staph. pyogenes, it seems likely (Barber and 
Rozwadowska-Dowzenko, 1948) that selection plays a large 
part in the increasing incidence of such strains in hospitals. 
The work of Harley et al. (1946) and Forbes (1949) further 
makes itclear that the incidence of penicillin-resistant strains 
isolated from staphylococcal infections in hospital in- 
patients is much greater than that in out-patients. In the 
present study it will be seen that 20 of 49 in-patients yielded - 
penicillin-resistant strains compared with. 15 of 51 out- 
patients, and that there was a significantly higher incidence 
of penicillin-resistant organisms in patients who had been 
under hospital treatment for more than a fortnight. 


Kirby (1944) first pointed out that penicillin-resistant 
strains of Staph. pyogenes isolated from infective processes 
were characterized by the production of a powerful peni- 
cillin-inactivator. Since then Spink, Hall, and Ferris 
(1945), Bondi and Dietz (1945), Gots (1945), Barber (1947a, 
1947b), Barber and Rozwadowska-Dowzenko (1948), Martin 
and Whitehead (1949), Martyn (1949), and Forbes (1949) 
have recorded studies in which all penicillin-resistant strains 
of Staph. pyogenes isolated from cases of infection or 


‘human carriers were shown to destroy penicillin. The 


resistant strains isolated in the present series likewise have 
this property. 

Luria (1946) and Barber (1947a) have both shown that 
the degree of resistance of penicillinase-producing organisms 
recorded in the laboratory was dependent on the size of 
inoculum used. In the present series it will -be seen 
(Table V) that with many strains a small inoculum was, 
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sensitive to less than 1 unit of penicillin per ml., E 
a large inoculum grew in from 12.5:to 50 units per ml. 
Thus the heaviness of the infection is the most important 
factor in deciding whether a patient infected: with such 
an organism will benefit by penicillin treatment. As it is 
usually impossible to determine this, elaborate laboratory 
tests designed to show degree of sensitivity or rate of 
penicillinase production are valueless. It should further 
be emphasized that where a small inoculum is used in 
testing penicillin sensitivity the type of resistant organism 
here described may easily be missed. . 

The differentiation of pathogenic from non-pathogenic 
staphylococci'in the laboratory has received considerable 
attention lately. Schwabacher,- Cunliffe, Williams, and 
Harper (1945) and Christie, North, and Parkin (1946) 
found a small number of strains which were coagulase- 
positive but did not produce a-lysin, and both sets of 
workers considered the latter test to be more closely corre- 
lated with pathogenicity. In the present investigation all 
111 strains were coagulase-positive and 105 -were a-toxi- 


genic. Although no evidence could be obtained to indicate ' 


that the a-lysin-negative strains were less pathogenic than 
the others, none of them came from very serious cases of 
infection. 

Summary | eS 

Out of 100 cases of infection with Staph. pyogenes occur- 
ring in this hospital 35 yielded penicillin-resistant strains. In 
24. cases all colonies tested were penicillin-resistant and in 
11 both sensitive and resistant strains were isolated. 

All penicillin-resistant strains were shown to destroy penicillin. 
Seventeen were tested for penicillin sensitivity, using two 
different-sized inocula, and it was found that whereas a small 
inoculum was sensitive to from 0.06 to 4 units per ml. a large 
Inoculum grew in from 12.5 to 50 units per ml. 

Twenty-four of the 35 penicillin-resistant strains were shown 
to belong to phage group 6/7/47, whereas only nine of 76 
penicillin-sensitive strains fell into this group. When 140 
penicillin-resistant strains isolated from patients in a variety 
of hospitals were phage-typed, 85 were found to belong to 
the 6/7/47 group. 

All strains were initially sensitive to streptomycin. A strain 
from one patient became resistant after five days’ treatment 
with this antibiotic. 


Twenty-one of the 111 strains were resistant to sulphathiazole, 


and 17 of these were also resistant to penicillin. i 
All 111 strains were coagulase-positive ; 105 were o-toxigenic. 


We are grateful to Dr. R. E. O. Williams and the staff of the 
Staphylococcal Reference Laboratory’ for teaching us to phage-type 
staphylococci and for supplying us with a set of filtrates. We should 
also like to thank Dr. J. Bamforth and the staff of the Jenner 
Laboratory'for supplying us with the specimens on which this work 
was based, Dr. Bhatia for assistance with some of the penicillin- 
sensitivity tests, and Dr. Forbes, Dr. Martyn, and Dr. Morris for 
sending us cultures of penicillin-resistant Staph. pyogenes." 
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INFECTION WITH PENICILLIN-RESISTANT 
STAPHYLOCOCCI IN HOSPITAL 
AND GENERAL PRACTICE 


BY 


G. B. FORBES, M.B., Ch.B. 
Assistant Pathologist, Kent and Canterbury Hospital 


The isolation of penicillin-resistant staphylococci from 
clinical sources, at one time a rare event, is now 
a commonplace. The great majority of these strains 
possess a natural resistance to penicillin by virtue of 
their ability to produce a penicillin-neutralizing enzyme, 
penicillinase (Kirby, 1944 ; Bondi and Deitz, 1945). Some 
indication of the frequency with which penicillinase-pro- 
ducing staphylococci.are encountered in hospital practice, 
and the rising proportion of staphylococcal infections due to 
these strains, can be gauged from the work of Barber, who 
recorded a progressive increase in the incidence of infec- 
tions with resistant strains from 14.1% in 1946 to 59% in 
1948 (Barber, 1947a, 1947b; Barber and Rozwadowska- 
Dowzenko, 1948). 

Dr. Barber’s work has aroused much interest and not a 
little alarm, for at first sight it might appear that the 
power of penicillin in €éombating staphylococcal infection 
is decidedly on the wane. However, the results of an 
investigation carried out in a large hospital are not neces- 
sarily representative of the community as a whole, an 
opinion to which Dr. Barber herself subscribes when 
She states (Barber and Rozwadowska-Dowzenko, 1948): 
“Though penicillin-resistant strains of Staph. pyogenes are 
now appearing with increasing frequency in many hospitals, 
this is probably not the case in the community at large.” 
This statement receives substantiation from the results of 
an investigation carried out at this hospital during the past 
12 months. 

Outline of ‘Investigation 


Staphylococci isolated on routine culture were in the 
first instance tested for coagulase-production by the method 
of Gillespie (1943) and sensitivity to penicillin on ditch- 
plates, using 10 units of penicillin per ml. of agar in the 
ditch. Coagulase-positive strains were then subcultured 
and set aside for further investigation, including a quanti- 
tative estimation of penicillin sensitivity (using serial dilu- 
tions of penicillin in 1-ml. amounts of broth and an 
inoculum of 0.02 ml. of a 1 in 100 dilution’ of a 24-hour 
broth culture), production of penicillinase, and sensitivity 
to streptomycin. 

In the meantime further information regarding the source 


of the specimens which yielded coagulase-positive staphylo-: 


cocci was obtained by questioning patients and nursing 
staff, and in some cases examining the lesions from which 
the specimens were obtained. ‘In particular it was noted 
whether the patient was an in-patient or out-patient not 
only at the time the specimen’ was collected but also at 


r 


t 
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the time that infection first became apparent, and whether 
the patient was having or had had penicillin- treatment. 
Finally, attention was paid to the nature of the specimens 
submitted for examination, and to the amount and purity 
of growth on primary isolatión, with a view to ensuring 


that the staphylococci were both pyogenic and truly patho-- 


genic. As one would expect from the mode of selection, 
the great majority of strains accepted for analysis were 
from specimens of frank pus or purulent material from 


boils, abscesses, septic fingers, infected -wounds, etc., and. 


in nearly all cases the growth of staphylococci on primary 


_ culture was heavy and pure. 


. g Analysis of 120 Strains ‘of Staph. pyogenes. 


One hundred and twenty strains of Staph. pyogenes from 
the same number .of patients were investigated. All but 


- three were of the aureus variety ; the three albus strains 


were strongly coagulase-positive - on repeated examination, 
were present in pure culture on primary isolation, and the 
Source of the strains left no doubt that they had been 
actively pathogenic. Of these 120 strains 73 (60.8%) were 
sensitive to penicillin and 47 (39.2%) resistant. The sensi- 


, tive strains possessed a degree of sensitivity approximately 


‘the resistant strains were penicillinase-producers. 


equal,to that shown by the control Oxford staphylococcus, 
and none produced penicillinase. On the other hand, all 
The 
resistance was gross in all cases both when tested ‘on the 
ditch-plate (growth extending up to and over the ditch) 
and when estimated ' quantitatively, the minimal concen- 


_ tration of penicillin required to inhibit growth varying 


Cai 


from 5 to 400, times that required to inhibit the control 
strain of Oxford staphylococcus (Table I). 


. TABLE I.—Degree of Resistance of 41* Resistant Strains. 


ga f ' ` Inhibiting Concentration of Penicillin i in 
. ts per ml: 


1 


ne | aa 


No. of strains 





* Six strains were not available for quantitative sensitivity tests. Staph. aureus 
(Oxford) was inhibited by 0-08 unit per ml. 


‘Resistance to streptoniycin was not encountered among 
any of these 120 strains, all possessing a sensitivity to this 


antibiotic of -the same order as the control: Oxford > 


staphylococcuis. 


~~ 
k 
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Analysis of 78 Out-patient and In-patient Strains 
A separation of the 120 strains into those derived from 
out-patients and those from in-patients was then attempted. 
Inevitably a number of strains could not be placed in 
either of these categories. Thus a specimen may have been 
received from an in-patient, but the history of the case 


indicated that infection had ‘occurred before the patient ` 
Conversely, an out-patient may ' 


was admitted to hospital. 
have given a history-of a recent stay in hospital for the 
treatment of-.the condition from which he was suffering 
at the time the out-patient specimen was collected. Such 
cases in which the origin of the infecting strain was not 
clearly established have been omitted from this part of the 
analysis. Altogether 42 strains were unclassifiable, leaving 
a total of 78 sabia which could be labelled with confidence 

out- patient ” ‘in-patient ” strains. The incidence of 
sensitive and ant strains for ‘this reduced series , was 
60.25 % and 39.75% respectively, indicating that the exclu- 
sion of these 42 unclassifiable strains had not resulted in 


any significant deviation from the ratio for the original ' 


series, which was 60.8% sensitive to 39.2% resistant. 


` 
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Out-patient Series-—-The 40 strains which comprised the 


out-patient group were derived from specimens collected . 
in the casualty and out-patient - departments of this and’ 


neighbouring hospitals, and from specimens sent in by local 
practitioners. All but five of these: strains were highly 
sensitive to penicillin, representing an incidence of sensitive 
strains of 87.5% and of ‘resistant 12.5% (Table ID.’ 


TABLE I] —Jncidence of Penicillin-resistant Staph. pyogenes ei 78 
Patients with Staphylococcal Infection 


‘ Source No. of.Strains - Resistant Strains 
Out-patients `., 40 2 U2: 5%) 
In-patients 38 COC, -26 (68°4%)' . 


In-patient Series. —Strains accepted for this series were 
recovered from patients whose infection had arisen during 
their'stay in hospital. Thus infected operation wounds, 
infected plaster sores and bedsores, .and neonatal infections 
were among the lesions which yielded: in-patient strains. 
Of the 38 strains in this group no fewer than 26 (68.4%) 
were resistant, and 12 (31.6%) .were’sensitive. When these 
resistant strains were further analysed it was found that 11 
of the 26 had Originated i in one department of the hospital, 
the maternity ‘unit. This finding prompted a search for a 
carrier among the staff of the unit, and one of the senior 


nurses ‘was found to be á persistent heavy nose-and-throat. 


carrier of a penicillin-resistant coagulase-positive Staph. 
aureus. Phage-typing of eight patient strains, two carrier 
strains, and three strains isolated from the ward dust by 
exposing blood-agar plates was carried out through the 
courtesy of Dr. R. E. O. Williams at the Central Public 
Health Laboratory, Colindale. The results (Table III) show 


TABLE HI — Phage Reactions of Resistant Strains from Maternity 





Unit 
Ref. : y Phage ‘ 
No. | ' Source Reaction Remarks, 
50 Pemphigoid impetigo. Pustular 3A ` 
73 Osk thalmia neonatorum 3A 
77 | Pustules on nipple ' 3A P: 
87 ‘ 47 +- ' 
, 94 Ophthalmia neonatorum 3A r R 
‘95 | Pustular rash. Pemphigoid im- 47+ Child of No. 101 
petigo d 
101 Pustular rash : 47/47B+ Mother of No. 95 
108 | Ophthalmia neonatorum .. | 47/A7TB+ : , ; 
49 | Nose and throat of Nurse 1 .. 3A __ ,| Heavy persistent carrier 
78 Nose and throat of Nurse2 .. 52A Temporary 
79 | Ward dust, Colony 1 .. si 3A . 
80 | Ward dust, Colony 2 .. ` “7 
97 | Ward dust, Colony3 .. 47/47B+ | 


that all of the patients were infected with staphylococci 
belonging to one of two phage-types, that these same types. 
were isolated from the ward-dust, and that one of them 
(type 3A) was carried by a member of the nursing staff. 


Effect. of Previous Penicillin Therapy on the — 
Resistance Rate 
A history of treatment with penicillin for several days 
before the collection of the specimens was obtained from 
4] patients. Twenty-five strains from -these penicillin- 
‘treated patients were resistant and 16 were sensitive. Of 


~ 


- 


51 strains from patients not treated with penicillin 22 were 
resistant and 29 sensitive (Table IV). In short, the incidence - 


we ¢ Taste IV.—Penicillin Therapy and Resistance Rate! 





" Source* No. of Strains, | Resistant Strains 
Untreated patients 51 22 350) 
Treated patients 41 25 (59%) 


* The 92 patients which comprise this series include both out-patients: and 


patents, and are independent of those quoted in Table I. 


a + 
* 
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of resistant strains was slightly but not significantly higher 
in patients receiving penicillin. 

In interpreting these findings. it should, ‘be remembered 
that 42` of ‘the 47 resistant strains were ‘hospital, strains, and, 
although“ ‘they were isolated’ from 42 patients, ‘it Cannot be 
said that they. were all distinct strains, for, as phage-typing 
has shown, dissemination of any one strain.or the.descen- 
dants of that strain by means of cross-infection had prob=bly, 


occurred to*some extent. Consequently a number of the . 


infecting strains were already: resistant before the institu- 
tion of penicillin treatment. 


on large doses of penicillin when the specimens were col- 
lected. It is conceivable that the cells, of the original 
infecting strain were for the most part susceptible, but that 
a number of variants within the strain enjoyed a measure of 
resistance. By the time the specimens were collected peni- 
cillin had eliminated the susceptible . cocci, leaving a flora 
which was resistant. 


Discussion 


There is no doubt .that staphylococcal infections die to 
penicillin-resistant strains are being encountered ' with 
increasing frequency in hospital practice.‘ "The | reason for 
` this unwelcome trend would seem to lie in the fact that 
the- staphylococcal ‘population of most hospitals 


at. 


All five out-patients‘and 20 | 
in-patients from whom resistant strains were isolated were : 


the present time is dominated by strains which. ‘possess a 


natural Tesistance, the inevitable consequence of the wide- 
spread use of penicillinduring the past few years. By a 
process of natural selection these resistant strains have’ sur- 
vived and propagated at the expense of susceptible breeds ; 
and their presence in ward dust and the upper respiratory 
passages of members of the hospital staff, together with 
case-to-case infection, no doubt accounts for the high inci- 
dence of this type of infection in hospitals. By contrast, the 
environmental conditions which prevail in the community 
at large offer small scope for the perpetuation and dis- 
semination ‘of resistant strains, and one would anticipate a 
much lower incidence of infection due to these strains 
among the general population. 


The carrier rate of penicillin- resistant staphylococci | 


among hospital and non-hospital employees is under investi- 
gation and will be the subject of a later communication. 
Preliminary findings indicate that the rate of carriage of 
these strains by members of the staff of' this hospital. is 
disturbingly high. Of 50 ward nurses no fewer than 23 
(46%) were found to carry in their anterior nares coagulase- 
positive Staph. aureus resistant to at least 1 unit of penicillin. 
The resistant strains all produced penicillinase. Of a control 
group of 50 office workers (not attached to the hospital) 
only one (2%): was found to be a nasal carrier of a 
penicillin-resistant strain. | 

From these and other observations one might attempt a 
grouping, of staphylococcal infections - according to ‘the 
sensitivity to penicillin of thé infecting strains, as follows. 


(a) Infection due to a pure sensitive strain the cells of, 
which are all susceptible to the ‘action of penicillin ‘in - 


adequate dosage. The majority of infections, especially 
those met with in gèneral practice, fall into this group. 
(b) Infection due to -a pure, resistant strain—for example, 
hospital infection—which ‘is naturally resistant to peni- 
cillin. (c) Infection due to a single strain, for the 
most part sensitive but containing a. variable num- 
ber of naturally resistant penicillinase-producing vari- 
ants. Under the influence of penicillin such a strain may 


develop into a pure resistant strain owing to the elimination’ 


of -penicillin-susceptible cells (Anderson et al., 1944 ; Spink 


ea 


and Ferris, 1947). .(d) Infection due to a sensitive staphylo- : 


Yo ’ ' 


; , 5 e 5 urs 
coccus complicated by superinfection with an insensitive 


strain, of different phage type (Barber, 1947a, 1947b). 


Recent reports on the high incidence of resistant strains 
have cast doubt on the competence of penicillin to deal with 
staphylococcal infections (leading article, British Medical 
Journal, 1947, 2, 874). The results of this study are pre- 
sented in the hope of restoring confidence in penicillin for 
the treatment of staphylococcal infections in general prac- 
tice. So far as the results of a limited study confined to 
one provincial hospital area are applicable to the general 
situation, it would:seem that intelligent therapy with peni- 
cillin (and other measures when indicated) should effect a 
cure in nine of ten out-patients with’ staphylococcal sepsis. ` 
At the’same time the results confirm the high proportion of 
hospital infections due to resistant strains: only one in 
every three patients with infection contracted during their 
stay in this hospital was eligible for penicillin therapy. 

Penicillinase-producing strains of staphylococci are fully 
pathogenic (North and Christie, 1946 ; Barber, 1947a) and 
on occasion ‘are capable of causing severe and sometimes 
fatal infections, such as staphylococcal septicaemia. Since 
resistance to penicillin appears to be specific, and not neces- 
sarily accompanied by resistance to either sulphonamides 
(Spink, Hall, and Ferris, 1945) or streptomycin, recourse 


, may be had to one or both of the latter anti-staphylococcal 


agents in the treatment of severe aneccHons due to penicillin- ` 
resistant staphylococci. 


Suvsmary 
Seventy-eight strains of Staph. pyogenes from clinical sources 
have been analysed according to their sensitivity to penicillin. 


/ The resistance rate of strains derived from out-patients was 


12.5% and from in-patients 68.4%. 
- All resistant strains produced penicillinase. 


Many of the strains were already resistant before penicillin 
treatment was started. 


The epidemiological and clinical significance of these findings 


‘has been -briefly discussed. The frequency with which penicillin- 
‘resistant strains are carried in the anterior nares of ward nurses 


is thought to be partly responsible for the high proportion of 


hospital infections with resistant staphylococci. 


My thanks are due to Dr. I. B. Morris for help and encouragement, 


and to the laboratory staff for technical assistance. 
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The June report of the British Control Commission for 
Germany says that thẹ Rockefeller Institute has arranged a 
study tour in Denmark, England, and the U.S.A. for a number 
of young German medical officers of health, two of whom will 
probably come from the British Zone. The tour will last two to 


three. months. In the hope that the proposed central narcotic 


administration for Western Germany may be modelled on 


. British organization, arrangements are being made to send 


prospective officials to Britain for a 10-day visit to study British 
methods.' No special shortages of medical supplies were 
reported during the month. Improvement in the supply of 
penicillin should enable a reserve to be built up again, and it 
is now sold more cheaply. 
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‘HOMOLOGOUS SERUM JAUNDICE 


BY 
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Regional Blood Transfusion Officer | 
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*MARY GALTON UPWARD 


AND 


l *DOROTHY ROSEMARY THOMSON 
_ (rom the Regional Blood Transfusion Centre, Liverpool) 


In 1938 MacNalty drew attention to the fact that jaundice 
had followed the subcutaneous injection of convales- 
cent measles serum ; of 109 recipients 41 developed jaun- 
dice. Despite this and similar reports, little interest was 
aroused until in 1942 Sawyer et al. reported 28,585 cases 
among United States troops following inoculation against 
yellow fever with vaccine suspended in human serum. 
Subsequently there were reports of jaundice following the 
transfusion of human plasma or serum. In 1943 a memo- 
randum was published (Lancet, 1943) by Medical Officers 
of thë Ministry of Health reviewing the literature on homo- 
logòus serum jaundice and reporting that recipients of 
plasma transfusions had developed‘ jaundice. Spurling, 


Shone, ‘and Vaughan (1946), in their survey of 1,054 patients . 


given plasma, found that 7.3% developed jaundice, whereas 
in 891 patients given whole blood there were no cases of 
jaundice which could be attributed definitely to transfusion. 


Brightman and Korns (1947) investigated 649 cases in which 


plasma had been transfused, and found a oe incidence 
of jaundice.? i . 

From these and other reports'it was o that certain 
' pools of plasma were definitely icterogenic while others 
were non-icterogenic. It therefore seemed probable that 
the icterogenic factor was present in the blood of a small 
percentage of donors, and that the inċlusion of such donors’ 
blood in the pòols was responsible for their icterogenicity. 
It was considered likely that by limiting the number of 
donors contributing to each pool it should be possible to 
limit the dissemination of the icterogenic agent, and accord- 
ingly small-pool plasma was introduced in June, 1949. 


This paper reports the’ results of a survey carried out 


during the period October, 1945, to March, 1948, in the 
region served by. the Liverpool Regional Blood Transfusion 
Centre. The main object of the survey was to obtain com- 
parative figures for the incidence of homologous serum 
jaundice following the transfusion of different blood 
products. The transfusion materials investigated were : 


Large-Pool Plasma.—This consisted of plasma processed at 


the Medical Research Council Drying Plant at Cambridge or. 


the Army Blood Supply Depot at Bristol before June, 1945, 
each. pool being derived from not fewer than 300 donors; 
this plasma was Seitz-filtered before drying. In addition to 
this a small quantity of similar large-pool dried serum, supplied 
during the war by the Government of the Dominion of Canada 
and the Canadian Red Cross Society, was used. It was con- 
sidéred that no useful purpose would be served by recording 
separately cases receiving large-pool plasma and large-pool 
serum. \ 

Small-Pool Plasma—Consisting of unfiltered plasma, 
collécted and processed since June, 1945, each pool being 
derived from not more than 10 donors. 


Whole Blood—Collected and bottled by the 
technique of the National Blood Transfusion Service. 


standard 


*Working with a grant from the Medical Research Council. 
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Method of Follow-up 


The survey was carried out on the following lines: 
(1) Names of patients receiving transfusions were reported 
to the Regional Transfusion Centre by the hospitals. (2) Per- 
mission was obtained from the hospitals’ to abstract from 
their records information such as the patient’s home address, 
the condition for which the transfusion was given, and other 
relevant details. (3) After a period of six months from the 
date of transfusion had elapsed a letter was sent to the 
patient’s home address. This letter was in the form of a 
general i inquiry regarding the health of the patient following 
his discharge from hospital. A questionary was included 
with the letter,and the patient was asked to indicate whether 
he had had various illnesses, including jaundice. On receipt 
of the completed questionary, those patients whose replies 
indicated that jaundice had occurred were visited. 


This “home -visit” was essential for the discovery of 
_cases of homologous serum jaundice, because very few were 
‘reported by hospitals or private practitioners. Further- 
more, it was necessary to ascertain whether jaundice had 
occurred in other ‘members,of the patient’s household, as 


_if this had occurred it was doubtful whether the illness of 


the recipient could be attributed to transfusion. When full 
details of the course of the illness had been obtained from. 
the patient, further inquiries were made from the physician 


.who had treated the case, so establishing a comprehensive 


1 


history and accurate diagnosis. 


The “ home visit” was omitted in the case of death of 
the recipient, and a careful check of the case papers and 
the private practitioner’s records was carried out to ensure 
that-hħhomologous serum jaundice had not occurred. 


A diagnosis of homologous serum jaundice was made 
only if each of the following conditions was: fulfilled: 
(1) jaundice occurring one to six months after transfusion ; 
(2) absence of -history of contact with cases of infective 
hepatitis ; and (3) absence of other pathological causes of 
jaundice. 


TABLE I.—Particulars of Patients given -Blood, Large-Pool Dried 
Plasma, and for Small-Pool Dried Plasma 


Blood | Blood 
7 Blood Large- and and Small- 
Alon Pool Large- | Small- Pool Totals 
one | Plasma Pool Pool Plasma 
Plasma | Plasma 
Total No. of patients 
followed up ` 4,270 893 666 703 584 7,116 
No. of patients un- 704 133 173 83 50 1,143 
traced (164%) | (14-8%) | (25-9%) | (11°8%) | (8-5%) | (16-1%) 
No. of patients traced 3,566 760 493 20 15,973 


No. of deaths within 
6 months of trans- 
fusion (not with 
jaundice) . Ka 

No. of surviving pa- 
tients upon whom 
incidence of jaun- 


770 307 126 
(21-6%) | (40-49%) | (25-5%) 


396 


dice is based : 2,796 453 ‘367 418 4,430 
No. who reported no | ° . 

history of jaundice | 2,772 399 320 410 391 4,292 

within 6 months . (99:1%) | (88-1%) (87-2%) | (98-1%) | (98:8%) | (96-9%) 
No. with unconfirmed s > 

history of jaundice 0 1 1 0 4 

or doubtful aetiology} (0-1 Zn — (0:3%) | 02%) = (0-1%) 
No. who developed 

jaundice attributed 

to transfusion with- , ‘ 

in 6 months after 22 54 46 7 5/ 134 

transfusion (0:822) | (11-9%) | (12°5%) | (17%) | (13%) | (3-0%) 
No. who ae of jaun- 0 3 3 I 0 7 

dice — (07%) | (08%) | 02%) — (0-2%) 





Overall*case mortality rate = 5-22%. 


In three of the four cases listed as “doubtful” the history of jaundice was 
extremely vague, and it was not possible to obtain confirmation of the illness from 
the patients’ private doctors. In the fourth case the patient had been in contact 
with a case of infective hepatitis. 

Of the 1,543 patients who died within six months of transfusion without evidence 
of jaundice or hepatitis, 1,308 (84. 8%) died within one month and 235 (15.2%) 
within the next five months. 
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: tee jaundice occurred 8 to 16 weeks 40 WY 
l _ Results of Follow-up ; after transfusion (see Chart). V/ 
Particulars of the patients followed up are shown in ‘Nature of the Illness—Eight of 






Table I. Letters were sent to 7,116 recipients of trans- the ‘cases (6%) were very mild, 2 
fusion, and 5,973 were traced, of whom 1,543 were reported with an illness lasting less than s 
to have died - within six months, leaving 4,430 to be '.one week, and three of these were `a 
interviewed. : - AE indisposed for two to three days. 2 


Classifying these aeeordi to fluid transfused, 2,796 ‘only. On the other hand, two 
received whole blood, 453 large-pool plasma, 396 small- ” cases terminated fatally within 
pool plasma, 367 blood and large-pool plasma, and 418 . three days of the onset of symp- NA 


blood and small-pool plasma. In all, 134 cases of jaundice toms. - Twenty-one cases (15.7%) INTERVAL A R i 20 24 2 
were discovered. ` = were severe, With an illness which 


The 2,796 recipients of whole blood were giver 6,210 P eae beg aes eal ers gahan showing. incuba- 
bottles, equal to an average of ‘2.2 ‘bottles- per patient. ` “© Temaming cases (73.7%) are omitted because the 
Twenty-two cases of homologous serum jaundice occurred’ ae ill Sro month eth and me oa PT oe 
following the use of these 6,210 bottles of blood: if each To Ea ae ae ue r ae ” mined. ees 
case of jaundice received only one bottle of icterogenic | 30. Sa sae ne feos i prs iss d 112. d lepp 
blood, and assuming that each donor gave only one bottle - ee id PAR with extremes ve K d si ays z 
» of blood, then at least 0.35% of the donors were carrying Table HI. of the various symptoms and signs is s one in 


Ud 
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=> an icterogenic agent in their blood stream ‘with no symp- | Nettie 
toms indicative of disease. It is unlikely that all recipients ` | Taste. I.—Symptoms and Signs yoljgv 
Symptoms and Signs No.‘of Cases 
were susceptible; so that the: rate is possibly higher than jae ie te, Dae. a aoe 
“this. : Was Nausea, vomiting, and anorexia .. se “ea ee fe 44-8% 
t en Gan Sa pen a o og p 1%) 
Among those who received large-pool es ‘and blood Toint pains 5.. a ge ne we ee ee 1390" 
and large-pool plasma 100 cases of homologous serum jaun- Pickem Ce eS oy 
_ dice occurred.’ The batches of plasma uséd in six of these '- Gea 
cases were also found to be icterogenic when used in other Age Incidence. —The age incidence is set out in Table IV ; 
areas. Seventy-one of-the cases followed the use of 25 the upper. and lower limits were -73 ‘years and 9 years 
batches—for example, Batch, No.: C307 was involved in’, respectively. : ra 
seven cases. Each of the remaining 23 cases was associated. TABLE IV.—Age Inciderice or 
with a different batch of plasma. , l - 
Similarly, among those receiving small-pool plasma and Si NO ror Baten Eraaiysed lI! tee Gales of Jauadige 


blood and small-pool plasma the plasma used in six of the Age Group. _ | Plasma and Plasma and 
i ' Blood Alone | Plasma and | Blood Alone |. Piasma-and' 


12 cases was drawn from 13 different batches. The remain- 
-ing six cases each followéd the use of a different batch. 
These batches were not associated with jaundice in any 
other tecipients: i 


It is impossible to give an'attack rate for any particular 
batch of icterogenic plasma in this Series, but it was found, | 
for example, that Batch No, C307 was given to-15 patients 
without complication, although this’ batch was followed by. 
Jaundice in seven other patients: The total number' of 
recipients of this: batch, which was widely distributed in ; 
other areas, is not known. - / The illness which necessitated transfusion therapy was 

taken into account in all cases, but nothing significant was 
noted. : Similarly, the cases’ were more or less equally distri- 
buted between the sexes, 71 (53 %) being female and 63 
(47%) male: . 





Fatal Cases. —There were seven deaths from homologous 
serum jaundice in the .series—namely, three, in the’ large- 
‘ pool plasma group, three i in the blood and large-pool plasma 


' group, and-one in the blood and small-pool plasma group. nE ‘ 
-There were.no fatal cases in the groups which received _ Discussion gt 
small-pool plasma or whole blood (see Table ra In the present investigation the incidence of homologous 


serum jaundice (11 9%) found among the recipients of 


i Il.—Fat 
Taste Il—Fatal Cases Seen A large-pool plasma is considerably higher-than that reported, 











eee Togubation “Transfusi on Fluid by other workers. Of the 54 cases, three.were fatal, whereas 
- Spurling and others reported 77 cases, none of which was 
Incomplete abortion .. | 36 | F 12-weeks,| Blood and TETERE plasma fatal. . d + oo ate 
Post-partum haemorrhage 28 16 ,, Blood and large-pool plasma- - . 
pring - hip: . 35 M 6 » s » `» » _. In those patients who received aid plasma, on the 
e n. ” | ss CT) ” » ate 
Multiple injuries a and shook 73|Mj 9 ,„ | Large-pool plasma other hand, the incidence of homologous serum jaundice 
statecto : 67|M]| B n- gah? egrets 
P artal rareco tes line || “ar 2 z was significantly. lower, amounting to only 1.3%. The, con- 
siderable reduction in the incidence of this complication 
= ii i of plasma transfusion seems to justify the decision made in 
Incubation Period—The incubation: period of the illness 1945 to produce only small-pool plasma. i 
varied considerably in the- cases investigated, but unless Of the recipients of whole blood 22. developed jaundice 


the jaundice occurred, between -one and six’ months -after i.e., 0.8% of the cases—whereas among 891 recipients 
transfusion it was not classified as homologous serum investigated by Spurling and others six cases of jaundice 
jaundice. In fact, no cases of jaundice occurred within (0. 7%) were reported, but these were listed as “ doubtful 
one month of the transfusion. In the majority of cases the if due to transfusion.” at 
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Iriquiry failed to reveal any increase in the incidence of 


infective hepatitis during the period under review in the: 


North-West Region, the population of which is 3,250,000. 
In another part of England the attack rate per 1,000 per 
annum. was 0.06 in 1945, 0.07 in 1946, and 0.04 in 
1947 in a population of 2,600,000 ‘(McFarlan—personal 
communication). 

In the production of small aonk plasma a record of the 
donors who contributed to each pool was available, and a 
follow-up of these donors was carried out so far as was 
‘possible, but in only one out of the 63 donors traced was 
there a history of jaundice. -In this case jaundice occurred 
three months after blood donation. No information such 
as history of contact with infective hepatitis or of inocula- 
tion' was given. The donors whose bloods were involved 
in homologous serum jaundice in the whole-blood, series 
were also followed up, but with negative results. . 


, 


Summary ` 


- In. the follow-up of 4,430 patients ‘ who had received 
transfusion therapy 134 (3%) cases of jaundice were discovered, 
of which seven (0.2%) terminated fatally. 

Large-pool plasma and combined large-pool. plasma and 
blood transfusions were responsible for 100 (74.6%) of the 
cases, six of which were fatal. 


‘The incidence rates of homologous serum E small- 


pool plasma (1.3%) and for whole blood (0.8%) are not sighi- 
ficantly different (difference/S.E. of difference = 1, approx.), 
but these rates differ very considerably from that ae large- 
pool plasma (11.9%). l 

. The findings suggest that at least 0.35 % of dete are 
probably carriers of the icterogenic virus. l, 


- 
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Putnam, 


One ‘of the German casualties of the war was the Archiv 
fiir Schiffs- und Tropenhygiene, and for over four years the 
‘Germans have been without a national journal devoted to 
tropical medicine. This gap has now been filled by the publi- 
.cation of the Zeitschrift für Tropenmedizin und Parasitologie, 


which: is edited by workers at the Bernhard Nocht-Institut fiir _ 


Schiffs- und Tropenkrankheiten, Hamburg, and published by 
Georg’ Thieme, of Stuttgart. In their prefatory note the editors 
point: out that, while opportunities for German workers in the 
Tropics are now almost non-existent, many problems con- 
cerning tropical medicine can be investigated in the laboratory 

` at:home, and that as a result of the war many cases of tropical 
disease in Germany make ample material available for clinical 
investigation. Subscription to the new journal is approximately 
£4, per annum. Dutch investigators also suffered a setback 

_ when publication of the Geneeskundig Tijdschrift voor Neder- 
landsch Indié' was stopped: by the Japanese in March, 1942, 
after having appeared without interruption since 1852. This 
journal was replaced in 1946 by the Medisch Maandblad. Both 
these journals have the disadvantage, so far as English readers 
are concerned, of being almost entirely in Dutch., To over- 
come this difficulty the Dutch have now commenced publication 
of an English-language quarterly journal of tropical medicine 
and hygiene, Documenta Neerlandica ‘et Indonesica de Morbis 
. Tropicis, with an editorial board representative both of the 
‘Netherlands: and its overseas territories. Subscription to this 
journal’ is £1 2s. 6d. per annum, and it is published at 
Rivierenlaan 268, Amsterdam Z. ' 


‘oo 


F. (1944). Amer. J. Hyg., 39, 337; 40, 


ISO-IMMUNIZATION BY BLOOD-GROUP 
FACTORS A AND B IN MAN - 


BY 


PIERRE O. HUBINONT, M.D. 


(From ithe Laboratoires d'Hygiène et: de Bactériologie. de la 
Faculté de Médecine, Université Libre de Bruxelles) 


Much ha's been written about the possibility of the blood- 
group factors A and B acting in the same way as the Rh 
' factor in the pathogenesis of haemolytic disease of the new- ` 
' born. Jonsson (1936) gave the first immunological evidence, ' 
of a statistical nature,-that heterospecific blood-group preg- 
nancy (where the O or B mother bears a foetus of group A 
or AB) was accompanied by a rise of the anti-A haemolysin. 
Smith (1945) demonstrated that the anti-A or anti-B agelu- 
tinin titre rose only in the cases in which the sheterospecific 
foetus was a secretor. 
capable of inducing an.immune response, but there are very 
‘few heterospecific foetuses that demonstrate haemolytic 
disease. In consequence, there must be some protective 
mechanism, several of which were reviewed by Tovey 


(1945). 


There are, however, certain facts hich focus the atten- 


tion on the antibody itself. In 1946 we found in the blood 4 


of ‘pregnant women who had’ previously been delivered of! 
stillborn babies anti-A agglutinins reacting far more strongly 
at 37° than at 4° C..(Millet and Hubinont, 1946a ; Hubinont 


and Millet, 1946). Bruynoghe (1947) found an anti-B agglu-` 


tinin of the same type in a case of haemolytic disease of the 
newborn. Since then we have met with several similar 
cases in which the clinical course wás somewhat different 
from the classical haemolytic. disease of the newborn. In 
all cases the foetus died in utero a few days before delivery 
or during labour. 


Many authors—the first of them being Levine, Katzin, ` 


and Burnham (1940)—have emphasized that anti-Rh agglu- 
tinins react more strongly at 37° than at 4° C. Inversely, 
it is very well known that natural anti-A or anti-B agglu- 
tinins possess a thermal optimum at 4? C. 


We verified that several normal agglutinins of rabbit 
serum (Millet and Hubinont, 1946b ; Hubinont,'1948a) and 
guinea-pig serum (Hubinont, 1947) showed, through im- 
munization, the same change of thermal optimum that we 
found in our patients. Further investigations on the rabbit 
showed that hyperimmunization with sheep erythrocytes ' 
was often followed by the production of a blocking anti- 
body, giving a prozone phenomenon in quantitative 
agelutination tests (Hubinont, 1948b). 


The heterospecific pregnancy is then ` 


~~ 


We recently had the opportunity of studying the immune- ° 


response of a group B individual who was transfused by’ 


mistake with A, blood and eventually recovered: 75 mi. of © 


whole blood had been injected before alarming symptoms 
appeared. 

‘The serum was tested at regular intervals with A, and A, 
cells collected fromthe same donors. The tests were per- 
formed by the usual technique in tubes, using 0.9% saline 


‘as diluent, each test being performed simultaneously at 4°. 


and 37° C. The results are shown in the Table. 


On the day of transfusion both A, and A, cells were 
agglutinated with the same titre and thermal optimum. On 
the fourth day there was a small increase in titre, noticeably 
higher for A, than for A, cells. 
thermal optimum for .A, ‘agglutination turned to 37° C. 


' Finally, on the 30th day the agglutination was, stronger at: 


t 


P l} 


J 


On the eighth day the . ° 


\ i mae 
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37° C. for both A, and A, cells. Further, there was a - ae | 
prozone phenomenon in the test for A, agglutination at | DIAGNOSIS AND TREATMENT OF 
4° C. It was shown by a blocking test (Race, 1944 ; Wiener, “~ CUTANEOUS ANTHRAX | 
1944) that this prozone was due to the presence of an | , F 
anti-A blocking antibody. | 7 | ` . Re a? 

cot T D cw. JOHN A. HOLGATE, M.B., Ch.B. 
Sccum Dilutions’ Demonstrator, Department of Physiology, University of Leeds; 
|i] en a i ay &_<PVmerty Housephyscian to the Deparment of Dermarlogy, 









REGINALD A. HOLMAN, M.B., ChB. 
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242 |1i-j + — |=| —|— fed 8 Demonstrator, Department of Bacteriology, University of Leeds 
414 j4 |3 2 [1° j++] + aa abs 
++i++](+)| ? —{—|—-j— — . l or ; ; 

4 | 3h} 3 |3- + [C+] wj? —. Anthrax—a rare disease in this country—has many interest- 
4/4 |4 |4 ATER ing and unusual facets. Probably first recorded by Virgil, 
4 |4 l'3} 34 24 zt t it became prominent initially in Britain about the middle - 
j4 j4 [4 13 3'|3 |2 


of the last century coincidentally with the importation of 





os rte crt | eg | ns fee | ts |p, 











TELER 


4 ag. | ak 3313. | 2% alpaca and mohair to Bradford. It was first notifiable so 
oo T HDS 3t at $ far as factories and workshops were concerned in 1896, and 
2} | 3 3 | 24°] 2 





activity was rapidly directed towards its prevention in view 
of the high proportion of fatalities among affected workers 
the signs usually employed, for microscopical agglutination in Rh work (M.R.C. —then some.20 to 30%. Local precautions’ in the form of 
aaa R BL ' protective clothing, the posting of information regarding 
Unfortunately ‘the patient could not befolowed up, and the disease, washing facilities, and exhaust ventilation for 
` we are not aware of his actual agglutination- pattern, for certain processes were advocated by the Anthrax Investiga- 
A, and A, cells. Nevertheless, his immune response to an’ 0n-Board set up in Bradford by the Chamber of Com- 
incompatible transfusion confirms our observation of ABO Merce. Despite these the incidence remained high, though 
iso-immunization in pregnant women and of experimental the dread and fatal form of pulmonary infection showed a 
hetero-immunization in rabbits. rapid decline between 1881, when Mr. John Spear made his 
investigations, and 1905, when Dr. T. M. Legge gave the 





Scores for agglutination are given in arabic signs (for visual agglutination) and 


ae Pa Tein ee T = TE igre cleared a classical Milroy Lectures on industrial anthrax. l 
or anti-B in man, anti-sheep in rabbits), the first noticeable ,_ A further Anthrax Investigation Committee set UP, i 
change would be a slight rise in titre, followed quickly by 1913 advocated, in 1918, a process for wool and hair dis- 
an inversion of the thermal’optimum in quantitative, agglu- infection. Following up the committee’s suggestions, Parlia- 
tination tests. A further'stèp would be the apparition of a Ment passed the Anthrax Prevention Act in 1919, and by 
prozone corresponding to the production of “blocking 1321 an experimental disinfecting station had been set SP 
antibodies” ; 7 -~ in Love Lane, Liverpool, to carry out the “ Duckering 
‘ process ”—named after the. secretary of the above com- 
mittee—for wool and hair disinfection, and in succeeding 
years this process has proved its efficacy. Mention should 
be made of the excellent bacteriological investigations 
carried out for both the board and the committee by the 
late Dr. F. W. Eurich, professor of forensic medicine at the 
‘ University of Leeds. 


The in-vitro differences in the behaviour of “ natural” 
cold anti-A and anti-B agglutinins and: the “immune”: 
warm anti-A and anti-B antibodies are probably dependent 
on their chemical structure, which would account for their 

‘harmfulness to the foetus. ' It is a significant fact that we 
‘found these warm agglutinins in the only instances quoted 
above. with their particular clinical course, and that they 


were not found in uneventful heterospecific blood:group From 1890 to 1920 an increase in the incidence of anthrax 
pregnancies. -> ae l was also noticed in the cattle of.Great Britain, though the 
l Summary se E . „numbers were never comparable to those encountered in 


A case of immune response to an incompatible blood-group shai pune ee ee p ar of India. Knowledge 
transfusion is described. There is a definite difference in vitro &2VOVt the Hie OP Spread: o the disease and the life history 
between natural and immune anti-A agglutinins. of the organism enabled measures to be taken which may 

The same difference is found in maternal iso-immunization, be briefly summarized under the headings of—notification, 
the particular form of haemolytic disease following A and B isolation, and destruction of the sick animal or carcass, dis- 
sensitization being the death of the foetus in utero, either during infection’ of the surroundings, and inoculation of other 
the last days of pregnancy or at the- time of delivery. ‘animals. These not only rapidly controlled the _ disease 

, í i among cattle but also diminished the incidence among 
l l butchers, veterinarians, shepherds, and others associating 
Pruynoghe, Ri an TE Pr. méd., 55, 823. with animals, the true index of which was never known, 
~~" (19480). CR. Soc. -Bi ol., Paris, 142, 1457... `. ‘since only cases occurring in certain trades were then noti- 
—— (1948b). Ibid., 142, 1458. | - fiable. This anomaly of notification was widely commented 
— and Millet, M. (1946). Gynéc. et Obstét.; 45, 718. `.. > _ upon in coroners’ courts, medical journals, and Parliament: 
Jonsson, B. (1936). Acta path. microbiol. scand., 13, 424.. - at the time. P 
E a Te p a pines, Bree: ee ee In.the four or five years following 1915 the incidence of 
Millet, M., and Hubinont, P.,O. (1946a). Acta.clin. belg., 1, 452: anthrax increased both here and in America, the source 
= aon Ga or segs ees Bal . , being shaving-brushes made from infected hair. This 
Smith, G. H (1945). J. Path. Baat, 57, -113. ; source was soon recognized -as being especially dangerous, 
Tovey, G.'H. (1945). “Ibid., 57, 295. ae '_ ` Since.it was not confined to any particular trade or industry, 
Wiener, A. S. (1944). Proc. Soc. exp. Biol., N.Y., 56, 173. ` ` claiming ‘among its victims a professor of law and a 
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Congregational minister, to name but two, and precautions 
were rapidly taken—in particular an Order made under 
the Act of 1919 banning the importation into Britain of 
shaving-brushes of Japanese origin. ' Sporadic cases from 
‘this source have been reported up to 1939—some from 
brushes bought years previously, in which the spores had 
lain dormant until the unlucky coincidence of shaving-cut 
and spore ignited the powder of disease. : 


The disease contracted from wool.and hair and that in 


animals are’thus largely controllable, but there still remains. 


a further common source of infection—namely, imported 
hides and skins. This source gives rise to cases not only 
in tanneries but also in dock workers, carters, and ware- 
housemen, as well ‘as very occasionally in persons coming 
in contact with leather. Methods aimed at killing the 
hardy spore in the hides tend to damage the material, and 
though~suitable disinfecting processes have been claimed 
by Seymour-Jones, of Wrexham (and advocated by Ponder), 
and by others in Germany, they have not been adopted. 
Cases from this source arise from time to, time, and the 
following is a report of eight such cases occurring in two 
tanneries- in Leeds and district in a period of fourteen 
months.’ 


Occupation and Source of Infection 
All. eight cases were of the cutaneous type of infection, 


and all occurred in men doing essentially the same tasks 
at two different tanneries (named for: convenience “A” 


and “B ”) in widely separated areas. Tannery “A” deals 


_ «TABLE I.—-Summary of Cases 


At both tanneries the full regulations as laid down, in’ 
various Acts are carried out, the men wearing protective 
clothing, and washing facilities and changing-rooms being 
provided. In the opinion of the authorities at 'these tan- 
neries it is the increased demand for raw materials which 
has given rise to the present outbreak, the materials being 
collected from various remote regions in Africa where there 
is little or no control over the source of the hide or skin. - 
No cases have ever occurred at either tannery in the 
processes carried out beyond the lime-vats. 


t 


Occurrence of Infection. Contact Cases 


The necessity for a local skin abrasion together with the 
presence of the organism before the appearance of a malig- 
nant pustule has long been known, and is borne out by 
these cases, in all of which there was good cause for a local 
abrasion such as collar-chafing or shaving-cuts. Even in 
Case 4, in which the lesion was on the leg, there were also 
numerous flea-bites. It is interesting to speculate in this 
connexion whether a break in the lung “ lining surface ” is 
not also necessary before the development of pulmonary 
anthrax. Spore-laden dust was plentiful at tannery “A” 
and yet no pulmonary cases have occurred to date. Also 
the rapid decline in incidence of pulmonary anthrax from 
1880 onwards parallels the improvement in general public 
health and the decline of tuberculosis in particular. 

All cases presented the classical malignant pustule, and in 
all the diagnosis had been made by the patient or a fellow 


















1 | > è i 
: : Constitutional . : 
Case | Age | Tannery Source of Hides Site of Lesion Duration ial AE Symptoms on Smear | Culture Perenn yri 

1 ~ A Indian and E. African goat- | Below and behind | 26 hrs. | 24 days 27/11/47 Nil Pos. Pos. Pos 4 

skins tight ear . s 
2 A ‘| E. African goat-skins Left temple 4 days | 17 .,, 22/12/47 Pe a w3 - 1 
3 A a A a Right side of neck k 4 5 16/2/48 er vs 3 a 7 
4 A E. and W. African goat-skins | Posterior right 20 hrs. 13 ,, 21/2/48 Severe ‘3 x i 7 
5 A me z5 Js Right cheek 4 days | 13 ,, 22/2/48 Nil ?Pos. Neg Neg 2 
6 A $ jy iş Posterior right neck 6 4, 33°. ys 20/8/48 Ws Pos. | -Pos Pos. 1 
7 :B E. and W. African cowhides | Left cheek a> 5 I7 p» 29/5/48 si $s s es 2 

` with some S. American and 

Indian 2 
8 29 B S. African and Nigerian cow- | Below and behind; 3 ,, 19 ,, 24/12/48 $ D s 5 j 

hides -j Tight ear 








mainly::with goat-skins coming from various sources as 
indicated in Table I, but principally from East and West 
Africa. All six men from this tannery were employed 


opening the bales of skins, carrying the skins up to a 


sortiný-shed, sorting them, and then sending them down a. 


chute to the lime-yard when required. As one man after 
another fell victim other men took their place, and eventu- 
ally they too: became patients. Of the seven different men 
undertaking these tasks during the past fourteen months 
six have contracted anthrax. The previously reported cases 
occurring at this tannery were two in 1936 and two in 1946. 
Certain alterations have now been carried out in the hope 
of reducing the risk. | i i $ i 
Tannery “ B ” deals with cowhides chiefly from East and 
West Africa, though occasionally from South America and 
India. All are dry hides, as opposed to the’ wet salted 
variety which rarely give rise to infection, The duties of 
the men at this tannery are precisely the same as those at 
“4% but owing to thé demand for goods and the short- 
age of raw material there is very little storage of hides at 
present, and they are almost immediately taken to the 
water- and lime-vats on unbaling, and there is no chute 
system. During the eight-months period in which cases 


occurred there were some 12 to 15 men working in this, 


part of the tannery. There had been no previous cases. 


workman—from their knowledge of the disease obtained 
by experience or from a poster hung in the factory—and 
never by a physician. In some cases delay in admission was 
actually caused by the physician. 

Man-to-man infection is surprisingly rare. There are 
recorded cases in the literature—Hodgson (1937) records 
two—but their number is small, and this is surprising in 
view of two points which can be seen in Tables I and I— 
namely, the length of time during which the patient may be , 
in contact with his family, often in a small house, and the 
fact that his normal healthy skin may give a positive growth 
of organisms, showing the widespread nature of their dis- 
tribution. The intact skin must in many cases be a barrier 
of unusual strength in preventing the appearance of 
contact infection. - 


i 


Diagnosis - 
This is made on the following three salient points. 


~ 1. Appearance of Lesion——In all eight cases this was 


typical—a black, necrotic centre, a, ring, partial or com- 
plete, of pearly translucent vesicles, the whole sitting on a. 
red base on a hillock of widespread oedema. Certain other: 
features aid the physician. The absence of pain with such 
a degree of oedema is noticeable. Practically the only local 
symptom encountered in this series was slight itching. 
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Earlier stages than this in the development of the lėsions 
are described, the commonest being the large vesicle- under 
which the black .eschar forms, but these were not seen by 
us even inthe patient who presented within 26 hours 


of the onset of disease. Constitutional symptoms and signs ` 


were not common. ‘Only Case 4 presented with 'pyrexia, 
though Cases 3, 6, and 8 had pyrexia’ on the second or 
third day of treatment, with associated headache, malaise, 
and often pains in the bones. In Case 6 this may have been. 
of other causation (see below). ~- os 


- 2. Occupation of Patient—At present this is a reasonably ~ 


straightforward: clue, anthrax occurring in those industries 
where exposure to infection. is well known. A survey of 
the literature has shown- that’ the disease may: appear under 
most unlikely circumstances. For example, it may occur 
in carpet-layers, paper-hangers (from wall plaster), menders 


of sacks (which have carried bones, horns, or hooves), and - 


carriers of potatoes (from soil), and from mink farms, 
elephant tusks, elephants at the London Zoo; etc. A 
physician. may be forgiven for not suspecting the 
condition in patients in occupations such as these, but in 
persons connected with animals or animal products 
' (especially. imported ones) presenting with a localized 
skin lesion, or occasionally multiple lesions, anthrax should’ 
be a first consideration, ' ne 


3. Bacteriological Diagnosis and Irvestigations:—These 
are the:final proof, and were obtained in all our cases except 
Case-5, in which the first two criteria were adequately 
fulfilled—justifying treatment for anthrax. The following’ 
investigations were carried out in this series. 


Bacteriological Examination , 

As soon as a case was suspected of being due to’ Bacillus 
anthracis, material from the local lesion was’ taken for 
investigation. The most practicable way of taking this 
material was found to be with a Pasteur pipette, plunging 
_ the point into the centre of a vesicle, or vesicles if confluent; 


~and withdrawing the fluid. If there were no -obvious | 


vesicles, or they had burst, then material was aspirated from 
beneath the ‘edge of the eschar. ( 
clear, yellow, or sanious in nature, there being no evidence 
of pus macroscopically. ` ‘ 

` As.a routine this material was cultured aerobically-on 
heated and fresh blood agar, and two thick’ films were 
made, stained with Gram and ‘Leishman ‘respectively. ` On 
examination of the Gram film'a long time was often 
spent before coming across one, two, or perhaps .a small 
chain of bacilli—this being especially true in five of the 
seven positive cases. In the other two the vesicular fluid 
was heavily infected with the organism. In ‘no case was 
there any marked polymorphonuclear leucocytic response. 
In the seven positive cases the appearance of the’ bacillus 
was morphologically typical of B. anthracis—a large, ; 
` straight, capsulated,, Gram-positive bacillus with. parallel” 


sides, clean-cut square ends, with a tendency to chain: 
formation. As: confirmed by-others, there was no evidence - 


of spore formation in the human tissue fluids. 


The growth after 18 to 24 hours on the solid media 
. Invariably showed an almost pure culture of B. anthracis, 
with occasional colonies of Staphylococcus albus and diph- 
theroids. There was no evidence in any case of invasion 
by other pyogenic organisms. The colonies at 24 hours’ 
growth had the ‘typical reticulated surface with irregular’ 
wavy edges (so-called barrister’s -wig), producing proteo- 
lysis on the heated -blood-agar medium and no. haémolysis 
on the medium containing the-fresh blood.’ | ; 


\ 


Cd 


The fluid obtained was ` 


These colonies were subcultured, and after the organ- 
ism ‘had been isolated in pure culture , the following 
investigations were carried out. 


. n. 

Morphology.—Routine films from the 24-hour culture 
showed the typical rod-shaped appearance of the organism in 
heavy interlacing chains, capsulated, and associated with the 
production of numerous spores. These were mainly central 
or subterminal, but there were many spores also lying free. 
The characteristic morphology was retained on repeated 
subculture. E 


Motility—This was determined by growing the organism 
in a semi-solid nutrient-agar medium in a 1-in. (2.5-cm.) 
diameter .boiling-tube. A small-bore glass tube was inserted 
into the boiling-tube, the B. anthracis being inoculated on to 
the surface of the agar in the small tube. The organism, being 
non-motile, remained localized on or just below the surface 
of this agar. If the organism had been an anthracoid, then 
owing to its motility growth would have proceeded downcthe 
small tube and eventually infiltrated the larger volume, of, agar 
outside. In all the sevem strains investigated the organism 
was non-motile. 


Proteolytic Actiyity—Gelatin prepared in large boiling;tubes 
was inoculated as a stab culture at 24°C. The lytic. effect 
in gelatin is a slow but definite effect. In two cases only 
did the organism produce the truly characteristic inverted fir- 
tree phenomenon. The other five strains seemed to produce 
little „attempt at .canalicular liquefaction, there being just a 
central core of proteolysis.’ l 


‘Effect of -Antibiotics—All the strains were tested for their 
sensitivity to penicillin and streptomycin. The usual punch- 
hole plate. method was adopted. Table II shows the degree 


TABLE I.—Sensitivity to Antibiotics: Animal Pathogenicity. 





Sensitivity Compared with Oxford 
Staph. aureus 


Penicillin ` Streptomycin , 


` us 


Death of 
Mouse after 
















Equivalent 


of . inhibition compared with that of the Standard -Oxford 
Staph. aureus. Thus in all cases the strain was sensitive to 
both penicillin and streptomycin in fairly low concentrations. 
It is interesting to observe that on the whole 'the strains showed 
greater inhibition with streptomycin than with penicillin, using 
equivalent concentrations of streptomycin per ml. No produc- 


‘tion. of strains resistant to these drugs was noted, as the 


organism was never recovered from the lesion after the patient 
was placed on intensive treatment. The strains on, an average 
were sensitive to 10 unit§ of penicillin per ml. and to 5 to 10 
units of streptomycin per ml. 


” 


‘Animal Pathogenicity—-In the seven cases in which the 
organism was isolated the mouse was utilized for virulence 
tests. A volume ‘of 1 ml. of ‘a 24-hour “ oxopeptone” broth’ 
culture was injected subcutaneously into the right half of: the 
anterior abdominal wall. The animals were isolated in glass 
containers, the carcass, food, faeces, ete., being autoclaved 
after necropsy. Death occurred in all cases within 36 hours, . 
as ‘shown in Table I. At necropsy the local lesion was 


„haemorrhagic, hyperaemic, and oedematous, -the spleen_, was 


congested and enlarged, and on` microscopical examination 


the oedema fluid, splenic pulp, and heart blood were found 


to contain enormous numbers of Gram-positive bacilli, yielding 


‘ pure heavy growths of B. anthracis on culture. 


In addition to the above investigations on individual 
strains, in each case a series of swabs were taken frém the 
hair or skin of the patients in order to ascertain the presence 
or otherwise of B. anthracis. Table HI summarizes the 
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` results of these investigations, carried out before the third 
day of treatment (usually on the first day). Similar investi- 
gations made towards the end of the stay in hospital were 
‘ negative, as were cultures made from materials taken from 
beneath the eschar after complete therapy. 

| J : 

























d TABLE IIl.—Skin Cultures 
- Case | 2 in. Above | 2in. Below | Hair of | Right | Left | Right | Left 

No. on Lesion Scalp Palm | Palm | Groin | Groin 
1 Neg Pos. -Neg. 
2 aj Pos. A ñ 
3 io Neg ” 
4 s$ iB) ” 
5 $?) 3 » 
6 BS $3 wD 
7 33 + 23 

' 8 


” ” Dy ry) 9 ” ” 


Neg. indicates only normal flora grown. Pos. indicates B. anthracis. cultured. 
Pos. A indicates anthracoids cultured. 


aa 
Var n P 


T. Treatment 


In no case was. surgery contemplated. Excision and 
incision, especially the murderous crucial incision which 
was once performed, play no part in the modern treatment 
of anthrax, and are probably harmful, breaking down 

_ natural barriers. A study of the literature has revealed that 
excision performed very early’ was possibly beneficial, 
but incision was almost invariably followed by death, and 
thus was much worse than no treatment at all. In this series 
the local lesion was covered with a dry sterile, dressing 
and left alone after the necessary bacteriological exam- 
inations. The part was immobilized as far as possible: 

if on the head and neck the-patient was nursed flat with the 
head between sandbags’; if on a limb, as in Case 4, the 
limb was splinted. The following specific treatment was 





ssa liek TABLE [V.—Treatment f 1 
Case N.A.B. k Serum Result 

1 | L5 g. over 10 days 145 mi. in 4 days Cure 

2 “| "1-05 g. in 6 days 90 ml. in 5 days oor 

3 1-2 g. over 5 days 160 mi.in 5 days. " 
+4 1-2 g. over 8 days 240 mi. in 5 days “i 

5 1-2 g. over 5 days 80 ml. in 2 days » 

6 1-2 g. over 6 days 320 ml. in 4 days 3 
'7 1-8 g. over 13 days 80 ml. in 2 days N 

8 1-2 g. over 6 days 420 ml. in 6 days p 








s l 
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carried out (Table IV), since the literature concerning. 


patients treated successfully with penicillin alone had not 
been studied when the first case was admitted. ' 


Neoarsphenamine——This drug was given in two or ‘three 
doses of 0.45 to 0.6 g. intravenously at five- to seven-day 
intervals. Doses such as these given once:or twice at one- to 
three-day intervals have been used successfully without any 
other therapy (Becker, 1912a, 1912b; Pijper, 1926). 


Anti-Anthrax Serum—Until recently this has been the main- | 


stay of treatment. Advocated by Sclavo in Italy, by Marchoux 
` in France, and by Legge (1905)'in Britain, it soon became 
widely used—at first ın combination with surgical treatment, 
‘and later alone, with definite success. Dosage advocated 
differed—from 40 to 80 mi. by early workers (Legge, 1905 ; 
Lockwood and Andrewes, 1905 ; Bowlby and Andrewes, 1905) to 
600 ml. and upwards (Hodgson, 1941 ; Gold, 1942). In the 
above series the average dosage was 190 ml. in some seven 
injections over four ‘days—the total varying with the 
need .and response of the patient. Usually between 60 and 
100 ml. was given intravenously on the first day of treatment. 
No severe reactions were encountered during the time of serum 
administration, but all cases developed urticaria and pruritus 
on' the eighth day after the start of serum therapy. _ This 
was readily controlled by the use of calamine lotion containing 
1%. phenol locally and “ anthisan ” internally, 100 mg. three 
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times a day with meals. , The serum used, apart from the 
first case,- was that marked. “ War - Agricultural Committee,” 
contained in rubber-cappéd 500-ml. bottles., Case 1° had the 
product manufactured by Mulford’s, and later some 90 
of Lister’s antiserum. i 


Penicillin—Several reports are now in the literature of cases 
of cutaneous anthrax treated successfully with penicillin alone 
(Murphy et al., 1944 ; Ellingson et al., 1946 ; Griffin et al., 1948). 


The suggested dose -increases as the years go by, starting with j 


a total dose of 200,000 to 400,000 units advocated by Murphy 
et al., to 5,000,000 units advocated by Griffin et al. The average 
dose used in our series was about 3,000,000 units, given usually 
as 64,000 units three-hourly, though occasionally as 250,000 
units twice daily. ` 


' Sulphonamides.—Sulphonamides were used not as specific’ 


therapy, though claims have been made for their curative 
powers in anthrax by Gold (1942), but in an attempt to remove 
the secondary invading organisms in the lesion—usually Staph: 


_aureus.. The dosage was small, a total of 15 g. over 10 days 


being the average. In Case 4 secondary infection with a 
purulent discharge was very troublesome, and the patient 
attended as an out-patient for local and general (penicillin) 
therapy for some two months after the cure of the anthrax. 


Case 6 presented an interesting therapeutic problem in 
that he had latent seropositive’ syphilis in addition to 


— 


anthrax. On the fourth day of treatment with serum, v; 


neoarsphenamine, and penicillin, he had a pyrexia of some ` 
101° F. (38.3° C.) lasting for eight hours ; since this occur- 
red about eight hours after the last injection of serum, the 
possibility of a Jarisch-Herxheimer reaction: was considered. : 


‘Luckily there was no focal flare-up of the syphilis—at least, 


it was not in evidence. A study of the literature has not 
revealed a similar case. 


All cases have been visited since discharge’ from hospital. 
All possess a small scar which is barely noticeable. : All are 
well, and so far none has contracted any further lesion.. 
Second attacks are uncommon, but do occur (Inda, 1921) 
and are said to be mild. The two men now doing the 
dangerous work at tannery “ A ” are both discharged cases, 
but it is hoped that the alterations carried out at this tan- 
nery have reduced the risk of infection. A third man 


‘from tannery “A” has returned to work, but in a job 


connected. with the further processing of the leather and 


not in the lime-yard. The remaining three have obtained l 
Both men from tannery “B” have , 


other employment. 
returned to work in their original occupation. 


[y 


Summary “4 


‘ A brief survey of ‘the sources of anthrax shows control “to. 


be applicable and useful in all but hides and skins, and a report 


is given of eight cases occurring in Leeds and district over a 
period of 14 months in persons connected with these raw 
materials. f i 

The salient points concerned’ in 
together with the details of the isolation and identification of 
the organism in seven cases by direct films, culture, biochemical 
activity, and animal inoculation. 

The effect of penicillin and streptomycin on the organism is 
discussed, and the routine investigation of skin culture before 
and after treatment is cited. ' ; pa 

‘Methods of treatment past and present are briefly given, and 
the conclusion is reached that, for all practical purposes, peni- 


. cillim is probably the most desirable method to-day—from the > 


point of view of effectiveness, time of hospital stay, expense, 
and unpleasant side-actions. 4 


We wish to express our thanks to Dr. J. T. Ingram and Professor 
J. W. McLeod for their kind permission to publish these cases, and 
for their help and advice in the writing of the article; also to Miss 
J. Cuckston for her invaluable technical assistance. , 


the diagnosis are given, ’ 
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ACUTE PERICARDITIS SIMULATING 
l CARDIAC INFARCTION ` 
o te BY = 

W. A. BOURNE, M.D.,-F.R.C.P. | 
Physician, Royal Sussex County Hospital, Brighton 


Simulation of cardiac infarction by acute pericarditis’ is 
well recognized by cardiologists, though references are not 


. numerous` (Barnes and Burchell, 1942 ; Wolff, 1944). Peri-- 


carditis in such cases is of unknown aetiology, since an 


` obvious cause would leave no doubt about the diagnosis. 


It forms a subgroup’ of the type mentioned by East and 


Bain (1948), in which “cause and association are’ quite’ 


obscure,” and is termed by Peel (1947) “ primary or idio- 
pathic,” by Dry (1943) “non-specific ... from which 
recovery may be complete,” and by Andrews et al. (1948) 
“acute idiopathic.” The infrequency of specific references 
seems to justify a report of only two cases. The association 
of one with a general arterial disease suggests a possible 
mechanism. ` a á 


á ' Case 1 


A man aged 63 was admitted to the Royal Sussex County 


Hospital ‘on July 23, 1948, and. was diagnosed’ clinically as a 
case of temporal arteritis. Biopsy confirmed the diagnosis and 
relieved a severe headache : the histological report was, “ The 
adventitia is infiltrated with round cells, among which are a 
few eosinophils and giant cells. There are areas of necrosis 
in the media. The appearances are typical of ‘temporal 
arteritis.” Though the condition was regarded as still active, 
with persistent fever, 4 predominantly polymorph leucocytosis 
of 11,800, and an erythrocyte sedimentation rate of 31 mm. 
in the first hour (Wintrobe corrected, normal 0-10), discharge 
/ was necessary after a fortnight. 
- Headaches returned, however, and he was awaiting readmis- 
sion, when in the early hours. of Sept. 21 he was suddenly 
attacked by a pain under the left costal margin which spread 
to the lower substernal area. He was admitted 16 hours later, 
with evident severe substernal pain but negative clinical findings 


except for fever of 100° F. (37.8° C.).and what was regarded. 
as triple heart rhythm. During the next 24 hours his tempera- 


ture fell to normal and the pain disappeared, but a pericardial 
friction rub developed. An electrocardiògram showed changes 
indicating acute pericarditis, with elevation and. deformity ‘of 
.the R-T interval in all leads. This returned practically to 
normal a fortnight later; no evidence of cardiac infarction was 
present. He was then discharged, afebrile, but with a raised 
. sedimentation rate, which persisted until he was last seen in’ 
February, 1949, when he complained of pains’ in the occiput, 
sterno-mastoid, thigh, and deltoid muscles. The heart appeared 
normal clini¢ally-and by electrocardiography ‘and cardioscopy. 


Case 2 


A man aged 37 was seen on Jan. 19, 1949. Following 
moderate exposure and mild malaise, and after a heavy nieal, 
he developed epigastric pain. while driving his car. This grew 


y ~ 


ACUTE PERICARDITIS SIMULATING CARDIAC INFARCTION v 


+ 


more severe and paroxysmal, extending from the xiphisternumt 
upwards to the suprasternal notch, pa’sing outwards to the 
pectoral regions and posteriorly~to the interscapular region at 
the level of the sixth dorsal vertebra. Although no abnormal 
clinical signs of any kind were found, repeated injections of 


_ “ omnopon ” and pethidine were necessary. 


By the next morning the patient felt practically recovered, 


: but during this second day fever of 101° F. (38.3° C.) developed, 


and a loud but painless pericardial friction rub became audible. 
An electrocardiogram showed the changes of acute-pericarditis, 
with elevation and deformity of the R-T interval in the limb 
leads and chest leads CRI to CR7, maximal in II and CR3. 
Friction disappeared in 24 hours and fever.in 48 hours. After 
a fortnight the heart was clinically and cardioscopically normal, 
but there-was still slight elevation of the R-T interval, maximal 
in II and CR4. After a further seven weeks, when the patient 
had. been working for a month, slight elevation of R-T in CR4 
alone remained. a i 


1 


‘Comment 


Ca 


Both cases were at some stage, and with justification, 
diagnosed clinically as cardiac infarction. Apart from 
differential diagnosis, the general question of their mechan- 
ism may be raised. As will be observed from the earlier 
references, none has been suggested. It is also noted by 
Wolff (1944) that the prognosis is good, as is implicit in. the 
terms “ non-specific,” “ obscure,” or “ idiopathic ” used by 
other authorities, since fatalities and necropsies would be 
likely to lead to some conclusion regarding their cause. A 
bacterial origin seerhs unlikely, since duration is brief and 
sequelae aré rare. The cases cannot be regarded as “a 
chief manifestation of an infective process ” (Lewis, 1946), 
such as acute rheumatism (Evans, 1948). 

Another possibility arises, however, when the group 
simulating cardiac infarction is considered. The most 
likely .simulator of a vascular lesion is another vascular 
lesion. In Case 1 there is evidence of activity of temporal or ` 

giant-cell arteritis, now recognized as a generalized process 
(Cooke et al., 1946). The possibility has been suggested that 
this may affect the coronary vessels (Cole, 1948) or other 
large vessels (B.M.J., 1949), A reasonable explanation of the 
pericarditis in Case 1 seems to be arteritis of the vessels 
supplying the pericardium—branches of the-internal mam- 
“mary vessels or descending aorta—producing a pericardial 
infarction. Pericarditis or subepicardial infarction is known 
to occur’ in some cases of coronary occlusion, so that 


fe 


= vascular lesions can produce such changes. On the other 


hand, they are not invariable in coronary disease, so that 
the subepicardial muscle derives part of its blood supply 
from elsewhere. The vessels providing the supply may be 
those damaged by the arteritis in Case 1, and possibly in 
“idiopathic ” Case 2 some chance lesion may also have 
affected them. The rarity of an obvious general cause may 
be due to the ‘fact that when there is generalized arterial 
disease the coronary vessels, exposed to constant and severe 
stresses in unintermittent response to changes in the internal 
and external environment, will fail earlier than the relatively 
sheltered vessels of the pericardium. These, on the other 
hand, may suffer from such diseases of capricious local 
incidence as temporal arteritis. 
: . : , 
Summary 

Two cases of acute pericarditis simulating cardiac infarction 
are reported, one associated with temporal’ arteritis. Pericardial 

infarction is suggested as a responsible mechanism. 
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ADDENDUM 


Since completing the above a further case has been observed | 


and the article by Harrison and Wood (Brit. Heart J., 1949, 11, 
205) has been published. Their Fig. 9 illustrates development 
of anastomoses via pericardial vessels in coronary artery 
disease, by which means the blood supply of subepicardial 
muscle is presumably maintained. Increase of such pericardial 
anastomoses by talcum insufflation of the pericardium provides 
a rational therapy in coronary disease and has been performed 
on: three of my cases, without mortality and with some 
symptomatic relief. 
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Gansrenous Intussusception 


This note records the successful resection of a gangrenous 
ileo-ileal intussusception in an infant of just under six 
months, on the third day of his illness. 


CASE REPORT 


The following pre-operative notes were kindly supplied 
by Dr. Michael Cutler: 


“I first saw the patient at twelve noon on a Saturday, when 
the mother stated he seemed ‘ grievy’ and not his usual self. 
He had twice vomited, first at 9 a.m..that morning and again 
about,11 a.m. After the operation the mother was again ques- 
tioned and agreed that the child had an attack of screaming, 
with drawing up of the legs and pallor, at or about the time of 
the vomiting. It would appear the attack was neither prolonged 
nor violent, as the mother, an intelligent witness, thought it 
unworthy of mention when first questioned. : 


“ The first examination was completely negative, except that 
the child looked rather pale. The bowels had not been open 
‘since the previous evening. I attributed the pallor to a severe 
infection, and fully expected diarrhoea and pyrexia to appear 
in a few hours. I instructed the mother to give 8 fl. oz. (227 ml.) 
feeds of half normal strength three-hourly. I saw the child 
again that evening. By then he had much improved: the pallor 
had gone and there was no more vomiting. For the second 
time I sought in vain for an abdominal tumour. The child 
slept all through Saturday night, and by Sunday morning the 
mother thought he had recovered. The failure of the bowels to 
act was attributed to the small feeds and vomiting. I again 
carefully examined the patient, but could find nothing wrong. 
I instructed the mother to continue diluted feeds and announced 
that I thought the trouble was nearly over.- I left the child for 
twenty-four hours, making my next call on Monday morning. 
One glance at the child as I,entered the room was’ enough— 
he was sweating, pale, and obviously very ill. The mother told 
me he had been vomiting-severely since Sunday at 9 p.m. and 
there was a foul odour to the vomitus. I again examined the 
child and found no abdominal tumour, but the other signs were 
now conclusive.” 


This is a case of intussusception unrecognized until the 


third day. The failure in diagnosis is attributed to absence 
of the usual physical sign of blood per rectum, and to the 
striking absence of pain after the first day. There was only 


one attack of screaming, and that was brief. The vomiting’ 
was not profuse until 9 p.m. on the second day. The 
apparent recovery early on the second day also contributed 
to the difficulty of diagnosis. The case exemplifies the need 
for vigilance, as emphasized by Morrison and Court (1948). 


On admission, the child’s temperature was 100.4° F. (38° C.), 
pulse 144, respiration 28. He looked pale and ill. The abdo- 
men was resistant to palpation,, but when the patient relaxed 
a firm, sausage-shaped mass could be felt lying across the right 
lower quadrant, fixed with the axis to the right and upwards. 
This mass was deep in the abdomen and did not harden with 
the pains. This fdilure to harden was explained by the 
subsequent finding of a gangrenous intussusception. 

Operation.—Dr. A. H. Grace administered ethyl chloride and 
open ether. Pre- -operatively a catheter was inserted into the 
stomach and a quantity of greenish fluid aspirated; the tube 
was kept in place during the operation. A right paramedian 
mid-abdominal incision was made, and revealed some clear 


free fluid. An irreducible, gangrenous intussusception of the 


small intestine was found. This was resected between clamps, 
and an end-to-end anastomosis was performed with two rows 
of interrupted catgut. A small oil-silk drain was inserted into 
the pelvis and left protruding from the wound, which was closed 
in layers. 


The first day after operation the child was very E and 


- vomited a considerable amount of green fluid. A catheter 


was passed into the stomach for hourly aspiration. He was 


passing urine normally. Intravenous glucose-saline was adminis- ; 


tered, and he was given 50,000 units of penicillin four-hourly 
for nine days. During this time the evening temperature 
reached 100-101° F. (37.8-38.3° C.). He received hypodermic 
injections of “‘nepenthe” 1 minim (0.06 ml.) as required, and 
3 ml. of water hourly. On the second day after operation a 
quantity, of stale and bright red blood was passed per rectum, 
and a little greenish fluid was withdrawn from the stomach. 
Plasma (200 ml.) was administered intravenously, followed by 
200 mI. of Group O blood and normal saline. 


On the third day about 200 ml. of gastric contents were with- 
drawn by hourly aspiration. This was a considerable increase, 
but the patient appeared to be much better in the afternoon. 
The intravenous drip was then discontinued and the bowels 
were opened with a rectal saline. 


On the fourth day the patient was much “better. Gastric 
suction was discontinued and he was given glucose by mouth. 
He was passing urine and yellow, loose motions, and he smiled 
for the first time since the operation. 

On the fifth day he was well, and took small amounts of 
milk and glucose solution. 


On the sixth day the wound discharged during the night. The 
child vomited one feed, and the bowels were opened. In the 
afternoon a faecal fistula formed, which closed after five days. 
Sulphamezathine (sulphadimidine) was given for four days, the 
dosage totalling 3.25 g. After this the patient became apyrexial, 
and his progress has since been uneventful. 


Acknowledgment is due to Dr. J. McMurray for directing the 
post-operative treatment with untiring skill, to Dr. M. Graham, and 
to Sister J. A. Vincent and the nursing staff of the Royal East Sussex 
Hospital for their loving care, and to Mrs. W. Beaufrere for her help 
in the arrangement of this account. 


a J. A. Kerr, B.Sc., 


+ 


F.R.C.S. 
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Professor Frits W. Went, designer and director of the new | 


Earhart Plant’ Research Laboratory in California, said that for 
the first time in the history of experimental biology it was now 
possible to grow plants under a wide variety of rigidly con- 
trollable conditions. All possible climatic factors, such as light, 
temperature, humidity, and gas content of the air, are simul- 
taneously and independently . controllable in the laboratory, 
which is to be used 'for experimental work by the Califarnia 
Institute of Technology. : 
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COMMON SURGICAL INFECTIONS 


Clinical Aspects and Treatment ‘of Surgical Infections. By Frank 
Lamont Meleney, M.D., F.A.C.S, With foreword by Allen O. 
Whipple, M.D. (Pp. 840; 287 figures and 241 illustrative cases. 
ne Philadelphia and Condon: W., B. Saunders Company. 


This book is a companion to the author’s treatise on surgical 
infections, and the two volumes form a comprehensive ‘work. 
Dr. Meleney considers the commoner infections in each ‘region 
of the body—the skin, the head and neck, the heart and peri- 
cardium, the mediastinum, the lungs and pleura, the peritoneum, 
and so on-—finishing with chapters on surgical septicaemia and 
war wounds. The scope of the book necessitates a considerable 


amount of repetition, and it is difficult to read much of it at. 


one time. It is essentially a volume of reference for the 
practitioner to dip into when he is confronted with a difficult 
case of infection in any part of the body. . 
be any problem on which he will not find some useful word of 
advice, or some illustrative case, which may serve as an example 
of what to do or what to’avoid. Every practitioner would 
do well to read the account. of the case of appendicitis on 
page 417, which 
dangerous. 4 

Every section is complete in itself and provides an account of 
the relevant pathology and bacteriology, signs, symptoms, and 
treatment, and a bibliography of the most important books or 
articles déaling with the subject. The author shows a remark- 
able knowledge ‘of the literature, particularly the American, 
English, Canadian, and French journals. The absencé of many 
references to German periodicals is probably due to the dearth 
of original work on the subject in that country during the last 
ten years. ” 

Though the book was begun twenty years ago it contains the 
latest work on penicillin and streptomycin, and gives an account 
of an antibiotic called bacitracin, on which the author has 
done considerable research. There is little evidence that this 
substance is better than or even as good as penicillin, and 
it does not appear that it is yet available‘on any scale; that 


being the case, it is unfortunate that the drug should be given so: 


prominent a place in this record. 

There is so much good in this book and in the companion 
volume that I would suggest the two were made into one small, 
practical manual. 
busy practitioner. 


ZACHARY COPE. 


PHYSICS IN ’.SURGERY 


Physics and the Surgeon. By Sir H. S. Souttar, D.M., M.Ch., 
F.R.C.S. (Pp. 60. 7s. 6d.) Oxford: Blackwell Scientific 
Publications. = 


It is both inherent and axiomatic that surgical, as opposed 
to medical, methods of treatment should be largely physical 
in their nature. Records show that from early times surgeons 
were employing splints, traction, heat, cold, and other measures 
. the use of which demanded some acquaintance with physical 
principles. This tendency has increased until the present day, 
when the surgeon is surrounded by complicated machines `'`in 
which modern physica] advances are put to practical use. 
Furthermore, he is called upon to use radioactive materials 
which depend upon atomic nuclear disruption for their bio- 
logical effects. The practical surgeon cannot be ‘expected to 
have a detailed knowledge of the constructional features of 
these machines nor of the mathematical profundities of. nuclear 
physics, but at least he should know something of the under- 
lying general principles. so . 

The amount of physics demanded of the medical, student is 
not sufficient to cover this field. To remedy the defect Sir H. S. 
Souttar has written this small book, which explains in simple 
language the surgical applications of physics, from elementary 
levers to. radioactive isotopes. The author’s interest in this 


There will hardly” 


so strongly emphasizes that delays are‘ 


This would be of even greater value to the 


aspect of surgery is well known, and within sixty pages ‘he 
has managed to include a wide range of authoritative informa- 
tion. The surgical student whose -knowledge of physics is 
deficient or requires revision will find this book admirable for 
his purpose. 
NORMAN C. LAKÉ. 


EARLY DIAGNOSIS ' 


Early Recognition of Disease. Edited by Sir Heneage Ogilvie, 
K.B.E.. D.M., M.Ch., F.R.C.S., and William A. R. Thomson, 
D (Pp. 134. 10s. 6d.) London: Eyre and Spottiswoode. 
This is one of the handbooks in which are reproduced a series 
of articles published in. the Practitioner. Two chapters have 
been added, one by Professor Moncrieff on diseases of child- 
hood and the other by Professor Sorsby on diseases of the 
eye. The remaining articles deal with diseases of the heart, 
lungs, nervous system, digestive system, blood, kidneys, and 
endocrine glands; and with orthopaedic disabilities, non- 
specific arthritis in adults, malignant disedse, mental disorders, 
and the complications of pregnancy. A wide selection in a small 
compass, and all written by recognized authorities. 

-= The preface states that “during the last thirty years a mass 
of data has accumulated concerning the recognition of disease 
in its early stages. Much of this, however, has not found its 
way into the standard textbooks or is not easily available to the 
practitioner or medical student.” For this reason, we are told, 
the book has been published. This is a reflection upon the 
standard textbooks and those dealing with the special branches 
of medicine and surgery. But is it true that these works do 
not contain all the important information available for the 
recognition of disease in the early stages? Does this small 
book give any information of this character which is not dis- 
cussed more fully in the standard texts? Take any subject— 
for example, the early recognition of malignant disease of the 
colon. We are told in this book that it is necessary to make 
digital, radiographic, and sigmoidoscopic’ examinations. But 
did we not all know this before? Are not the standard books 
readily available to students and practitioners in the medical 
libraries and bookshops? These and similar questions can ` 
easily be answered by the curious reader who is willing to make 
the necessary comparisons. 

Diagnosis is an art which must be learned at the bedside. 
There is no short cut to the early recognition of disease, and 
failure to make an early diagnosis often depends more on 
lack of care than on lack of knowledge, and on the neglect, 


” 


„or apparent inability, of the observer to select and apply 
"special knowledge to.the individual case. 


Professor Moncrieff 
has hit the nail on the head when he writes in the concluding 
chapter : “Complete physical examination . . . is the real clue 
to the early reCognition of disease,” and, “ Skill and experience - 
with children is an, essential requisite for the early recognition 
of disease.” And this applies to adults also. 


G. E. BEAUMONT. 


CLINICAL DIAGNOSIS 


Diagnostik dirch Sehen und Tasten. By H. Kabler. (Pp. 253; 
illustrated. 13s. 6d.) Vienna: Springer. 1949. 


Central European medical literature has a tendency to the 


` bizarre rather than the basic, and'Dr. Kahler’s book on bedside 


methods is therefore welcome. The author was a pupil of 
Chvostek, and the academic pedigree of “ Diagnosis by Sight 
and Touch” is therefore unexceptionable. The book is 
arranged by regions, and under each regional heading the 
features to be sought.or examined are enumerated. Mi 
The pages devoted to methods of examination are relatively | 
few and are unbalanced. For example, in discussing palpation 
of the' abdomen the author makes no mention of the every- 
day matter of palpation in children, but finds room for a 


“reference to “the superficial and deep palpation of Hausmann, 


the diaphragmo-inspiratory palpation of Obrastzow, the 
double-handed gliding palpation of Martini ...a similar 
procedure of Lejars and Laqueur.” 

There are nevertheless many features of interest among 
the descriptions of signs—for example, an account of the 


~ 


~“ 
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mechanism of‘neck-vein pulsation. .But-again there are grave 
deficiencies. The palpation of vocal fremitus and of tracheal 
displacement:are both unmentioned.. The almost useless section 
on the cervical lymph-nodes does not distinguish the various 
groups. ‘The book is most inadequately illustrated, and the 
seventeen photographs show the less common of the subjects 
discussed. The reader who' is in a ‘position to be critical 
may find some interesting gleanings. He may also' be ‘pleased 
to take advantage of the extensive bibliography, which gives 
references to many classical descriptions. ; : 
JEFFREY Boss. 
| GERMAN ‘MIDWIFERY 
‘Lehrbuch. der Geburtshilfe. By Professor Heinrich Martius., 
o ED. 1,196; illustrated. M. 72.) ‘Stuttgart: Georg Thieme. 
Martius’s: Textbook of. Midwifery- issa typical German work, 
with excellent paper and print. ‘The illustrations are adequate 
and good : many of them are familiar and have. been, copied 
from -those already, well. known in .Germany, and „others 


resemble the illustrations ‘found in De, Lee and Greenhill. 


. Professor, Martius has: a great reputation, for ingenuity: in 


illustrations, and the new diagrams are of the same high level 
as ‘those fotind in his textbook on gynaecology. There are 
felatively few ‘references to, original papers, a disappointing 


omission in a volume of this quality, which will surely rival 


the. works of Stoeckel and Guggisberg. 

This review is a convenient opportunity to point out the 
wide divergences between German obstetrics and the practice 
in the United States and Great: Britain. In Martius’s book 
there is no’ evidence whatsoever of the influence of progress, 
It is difficult to - 
German:- obstetricians ‘have ‘persistently 
neglected antenatal supervision and have ignored the great 
contributions. made in the subject, in this country. As a 
result this textbook is entirely different in style from modern 
British publications.. Moreover, little attention. is paid to the 
problems of the Rhesus factor, and the description of ‘con- 
likely to be severely criticized both in ‘the 
United States and in,Great Britain. The book has the usual 
German emphasis on malformations of the foetus and. upon , 
rare. deformities of the uterus. The German means of con: 
trolling post-partum haemorrhage are well illustrated, ‘and it is 
intéresting that the methods have never found favour here. 


understand why 


. In Germany and Central Europe Martius’s book will: have a 


and Baltimore. 


meningitis, 


wide appeal, and the author is to be congratulated on .his 
industry and his great power of expression. | 
ve ad WILFRED. SHAW. 


A 


SNA , 
_ IMMUNITY TO' SYPHILIS = 

Racial Variations in Immunity to Syphilis. A Study of the 

Disease :in the Chinese, White, and Negro Races. By Chester 

North Frazier and Li Hung-Chiung. (Pp. 122. 14s.) Chicago: 

Deas of Chicago Press. London: Cambridge University 

Ci ress. / ii | , 
Both the main ‘title and the subtitle of ‘this little book are 
misleading, for little is said about true immunity, and, ‘although ~ 
the study includes Chinese, white, and nego males and females, 
it only refers-to selected groups ofthe populations of Peking 
A comparison of these three groups may, as 
the authors admit, be prejudiced by the fact that the Peking 
group were probably, undernourished and short of vitamins, 
whereas these factors were unlikely to apply to the Baltimore 
groups, either white or negro. Not only are these groups 
compared, but the two sexes also, a matter-of some importance, 
as it is generally agreed that syphilis is a milder disease in 
the white woman:than in the white man. Possibly the most 
important point to emerge from this study is that syphilis in 
the male Chinese assumes very much the same pattern as it- 
does in the white woman ; this agrees with the general: make-u 
of the “Chinese ' people, which is more: related to that of, the 
female than the. male. 
disease the. Chinese are particularly susceptible «to - acute 
to skeletal lesions, and to skin lesions in the 


oe 


+ \ 


zai . ` 4 


Of the various manifestations of the , 


secondary stage,-but are much less prone to late neurosyphilis 
than the other groups. ‘On the other hand, the negro is more 
commonly affected by cardiovascular syphilis, especially inthe 
_ form of aneurysm. These authors consider that all the evidence 
is against the concept of tropism in so far as dermotropic. and 
neurotropic strains of Treponema pallidum- are- concerned. 


/ 


/ 


Within its sphere the book is full of interest, but the student ..` 
of syphilis would have appreciated information about more - 
races, more areas and climates, and more forms of spirochaetal ` 
infection: such as yaws, bejel, and’ pinta., So little is, known, 
about syphilis in China that detailed information on congenital 


syphilis in that country would have added much to the value 

of the study. There are 27 tables containing a mass of statistical 

detail, 13 figures, and an ample bibliography. ae & 
a T: E. OSMOND. 


‘ADVANCES IN PUBLIC HEALTH ` 


‘Modern Trends in Public Health. Edited by Arthur Massey, 
C.B.E., M.D., D.P.A., with 23-Contributors. (Pp. 581; illus- ; 
nard £2 105., plus 1s. 6d. postage.) London: Butterworth. - 


j , 
At a time when the duties of local authorities in relation to 
public health have been radically altered by the law, Dr. Massey 
has performed a‘ valuable function in producing this useful 
volume. The twenty-three papers are .by persons well versed 
in the particular aspects of preventive medicine they discuss. 
The objection to this form of publication is that a certain lack 
of balance is inevitable, and the’ reader must endeavour to 


assess the relative, importance of the numerous subjects that . 


these papers cover. l . r. 

The manner in which public health must be integrated with 
other forms of socidl endeavour is laid down by Professor 
Crew .in the section headed “Future of Social Medicine,” 
which is contained in the chapter-with the arid title, “Social 
Medicine as an Academic Discipline.” 1 was disappointed, 
however; to find’ in this section no reference to family life 
as the basis of personality. '' Dr. Odium has contributed ‘an, 


excellent article on the mental health aspects of public health, | 


‘ and,.W. Edwards, has written an equally good discussion on 


the contribution of preventive medicine to general practice. 
Individual subjects are discussed authoritatively, as in Fraser 
. Brockington’s informative article, “ Nutrition and Public 
Health,” and Tattersall’s section on tuberculosis. Tattersall 
rightly gives an early: place to the value of B.C.G: vaccine, 
about which he states that “an officially sponsored supply of 
the vaccine is expected to be available for selected groups of 
patients in the near future.” rofessor Cruickshank’s “ Recent 
Laboratory 
mary. Paul’s account. of day nurseries will, I fear, leave 
doubts whether the staffs of these units are always capable 
of carrying forward Margaret Macmillan’s work. 8 ay ee 
: C. O. STALLYBRASS. ` 


er 
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SEXUAL INVERSION 


The Invert and his Social Adjustment. By “ Anomaly.” With 

an introduction by R. H. Thouless, M.A., Ph.D. Second 

oe (Pp. 290. 8s. 6d.) London: Baillière, Tindall and. Cox. 
8. 


The first half of this book is a reprint of ‘a work published in 
1927. It was widely appreciated as an authoritative discussion 
of the personal problems of the male invert and as a portrait 
of a fine-man with exceptional literary gifts. The “ sequel ” 
now added records some changes of opinion and discusses 
broader questions such as homosexuality as an instrument of 
political blackmail, as a theme in literature, and as a pheno- 
menon in prisons, internment camps, and the Services. The 
author is an invert (though not a medical man), and his 
‘observations now extend over nearly fifty years. i 


Contributions to Public Health” is a valuable sum- - 


The author accepts the Roman Catholic rule that “the sex 


impulse can be licitly. indulged only.in marriage, and then ‘only 
without interference with the natural. physiological conse- 
quences.” This does not invalidate his discussion, ‘and the 
existence of other viewpoints is recognized.’ ‘The author thinks 


that'the wisest course for an invert is complete abstinence from 


~ 
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any form of sexual relation; even: platonic, He ‘knows that this 
is counsel of perfection, and .thinks that legal penalties! should 


_ attach only to actions neorresponditig to those for which! normal 
. men are punished, , f z 


z 
The frequency of inversion has probably been. exaggerated 
‘through failure to distinguish it from bisexuality, and the author 


` estimates ‘that the percentage of inverts in the male population ’ 


“is not more than five. 


This figure may seem high, but lower ~ 


. estimates may be due to lack of skill on the observer's part. - 


people—it will be invaluable. 


The author found no evidence for the’ opinion that seduction, 
plays a significant part in causing inversion—an opinion reminis- 
cent of the attribution of tumours to trauma. Of his more 
recent findings, perhaps the most interesting is that - sexual 
attraction between’ inverts. is extremely Tare:.a male invert 
almost invariably desires that “his “mate ” shall be a- com- 
pletely normal man. The conclusion drawn is that “ all psyclio- 
sexual attraction is essentially heterosexual.” The book leaves 
no doubt: that sexual inversion is wholly involuntary or that 
most inverts—like most normal aaa to oe decent and 
useful. lives. ži 

This work will be helpful to speciality: ae knowledge of 
inversion may be based solely on clinical experience. ‘To general” ' 
practitioners—and indeed .to all who have to deal- with young 


Ld 


: 
RAYMOND WHITEHEAD. 
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Children in Need, By Melitta Schmideberg, M:D. Be rlin). 
Introduction by Edward Glover, M.D.- (Pp. 196; 12s. 6d.) 
London: George Allen and Unwin. 1949. 


Another book, on the difficult cand delinquent ichild ‘seems < 


‘superfluous; but this volume, by’ an experienced worker at 


the Institute for the Scientific’ Treatment of Delinquency, is 
well. worthy of study. It supports the familiar theses that : - 
home ‘is best, foster parents’ are better than institutions, and 
that institutions (if they must’ be used) should be small, 
humanitarian, and’ staffed- by intelligent and! sympathetic 
trained people. The author stresses that’ reports -of ¢om- 
mittees,’ laws, and“ regulations do’ not necessarily -achieve ail - 
that is wanted, though they may be steps in the right direction. 


“She points out that even-now there is ‘too little recognition: 


of the: needs of individual children, ‘and too great a tendency 
to move children to an institution as the: ‘easiest course. . The 
trouble and money might be better ‘employed. improving ‘the 
child’s home, to which he- will ‘probably, have to-return even-. 
tually. Institutions are i in many cases too Victorian in outlook 
and organization, as they were often founded by charity with 


. the object of uplifting the lower classes and imposing: a patron- 


izing and highly. religious. atmosphere on the inmates. 


If a child cannot be kept at home the parents can bë helped 


and taught so that the child can return at the earliest possible 
moment. Earlier and. more effective psychological treatment ° 
of the child is urgently necessary, -and proper training—not 
merely laundry work and scrubbing floors—should, be given to 
the ‘adolescent to fit him -for-a bie ek job when he 


returns to the world. - 


The author has her prejudices—tfor >` anpie yea inat abi 
schools, which ‘she looks at tod much from the-neurotié child's 
viewpoint—but, she presents her casé in an interesting and: 
persuasive way-which; may convince readers that, ‘in spite: of 
improvements and plans, all'is not yet welll i in the management - 
of delinquent children. - -- 

PER E ae JR. G. GORDON: ` 

It is good to see the publication of Fedi aa lectures again. 
Dr. H. Grenet is already well known for his contributions in this 


‘style, and his new edition of Conférences- Cliniques de Médecine ` 
Infantile (pp. 275; illustrated ; no price ;. Paris: $ Vigot Frères ; 


1949) 
provides a good opportunity for offering a new welcome to an old 
friend.. Fourteen lectures are included, mostly. about disorders of’ 
the newborn or young infants. The cases chosen as illustrations 
are graphically described, and the discussions are interesting and 
practical, Differences from British teaching are not difficult to find 
—for -example, the discovery of á tumour ,in congenital pyloric 
stenosis is not regarded as\important. . But it: would be a dull world - 
if all physicians agreed> and it is stimulating to read passages with an. 


approach completely different from the traditional, British one, a. 
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PAVLOV AND- CONDITIONED REFLEXES 
In. the opening pages of this issue Professor E. D. 
- Adrian describes the life and work of Ivan Petrovich 
Pavlov, who was born. on September 14, 1849.- It 
is perhaps not common- knowledge that Pavlov” was 
already world famous . as-a physiologist and the reci- 
pient of a Nobel prize for his work on the processes 
of digestion before he became seriously engaged in his 
reséarches on the conditioning of innate reflexes—work 
which was to'extend his fame far beyond the physio- 


logical and even the scientific world and to become the. 


-subject of often bitter controversy among philosophers, 


moralists,. and educationists. “Professor Adrian has” 


sketched from his own memories some of the personal 
| qualities of this great figure. All who: had met him 
speak of his sincerity, energy, and. enthusiasm and his 
strenuous adherence to the truth as he saw it. 
the Tsarist regime his professional career was ham- 
.pered' at times by his uncompromising criticism _ of 


policies which he thought wrong. The confirmation of ’ 


his appointment as professor of physiology in the Mili- 
tary Medical Academy at St. Petersburg in 1895 was 
held up fortwo years, largely because he made ‘quite 
plain his disagreements with the” Academy’s -Rector. 
After the revolution the Soviet Government, it is said 
owing to the personal intervention of Lenin, gave every 


support to Pavlov’s work, but this did not deter him ` 


from voicing his disapproval of what he thought were 
its faults. In- scientific work he was equally outspoken, 
but, since he applied the same thorough criticism to 


his own past work as to the work of others and was i 


_ generous in his appreciation of sound results wherever 
obtained, his vehemence made few enemies. It may be 
that in the future more attention will be paid to some 
of his earlier- researches and .that-the method of condi- 
tioning stimuli and the facts elicited therefrom will -be 
‘judged more imp6rtant than the behaviourist “ philo- 
sophy ” others have based on these experiments, but it 


can hardly be doubted that’ his work on, conditioned 


reflexes will have a permanent place in the history of 
human thought. 


1 Pavlov, I. P., Lectures on Conditioned Reflexes, 1928, London. 
2 Animal Intelligence, 1898, New York. 

3 Behavior. An Intrcduction to Comparative ` Psychology, 1914, New York. 
44 SU of the Knee Jerk, 1902, Ph.D. thesis, University of Philadelphia. 


Under. 


~~ 


The basic facts of the. conditioned reflex are 
now a part of elementary biological education. ` All 


- Pavlov’s own work was done on dogs, and much of it . 


with the ‘salivatory response. Food placed in the 
animal’s mouth produced a flow of saliva (uncondi- 
tioned reflex): if placing food in the mouth was Con- 
stantly associated with some other stimulus, this stimulus 
alone would after a time cause salivation (conditioned 


reflex). The associated or conditioned stimulus could `, 


be a constant property of the food .(for instance, its 
smell or appearance at a distance); something less’ 
intrinsic, such as the dish on which it was placed or 
/the sound of that dish being filled ; or it could be some- 
thing quite artificial, such as the ringing of.a bell or a 
flash of light. Pavlov’s interest was directed’ to the 
study of stimuli in this last group, to which the term 
“ conditioned reflex ” generally refers. In reporting his 
earlier results Pavlov wrote, “ We see here facts which 

. seem to imply intelligence,” and for over 30 years 
he and his associates investigated and elaborated these 
facts. They insisted on the study only of observed and 
verifiable physiological responses: to the stimuli they 
applied, and they denied the need for-any speculation 
on the animal’s subjective state. Pavlov himself only 


‘ applied his findings to man in the most general terms, 


though he was hopeful that the method might bring 
forward useful facts for human psychology ; he certainly 
claimed that it was one which made possible a ce l 
logical approach to “ mental” phenomena. 

Such an approach was clearly indicated in the sites 
of animal behaviour and the investigation of “ intelli- 
gence ” in animals which was taking place at the turn 
of the century, particularly in the United States, where- 
Thorndike’s* work acted as an incentive. Moreover, ` 
it had attractions for the growing school of human 


- psychologists who were in revolt against the arid “ intro- 


attitude and-were- in search of -a -psycho- 
“without the 


spectionist ” 
logy based on the study of behaviour 


‘ terms consciousness, mental states, mind, content, will, 


imagery, and the like.” Both the methods and the 


implications of Pavlov’s work appealed to J. B. Watson,’ 


who, trained in the study of animal psychology, now ` 
attempted to analyse human conduct in the same way. 
The principles of the conditioned reflex thus became 


` a mainstay to the behaviourism which Watson elabo- 


rated. This extremely limited conception of the springs 
of human conduct, which formally denies the existence. 
of sensation, - feeling, and thought because they’ 
give rise to, no direct- observable cou and then 
has: to employ the quibble of a “verbal report’: to 


' admit them—speaking being observable behaviour— 


has only a very tenuous connexion with Pavlov’s work. 


` But the- latter continues. to possess- great potentialities 


for the physiological analysis of adaptive behaviour. 
Its findings are on a different plane from ‘those of 
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- cipation of the reflex jerk, so that in this case at any 
rate the conditioning must have occurred in‘a different- 
part of the nervous system from that in which: con 
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introspection, and it seems unnecessary to-try to oppose 


` the two. It is interesting that.one of the earliest obser- 


vations on conditioning was made by T witmyer® on, the 
human knee-jerk before Pavlov’s main work was under <‘ 
way. 


stimulation of the patellar tendon.. The subjects. actu- 
ally made * ‘ introspective reports ” 
and there was apparently no conscious volition or anti- 


scious adaptive behaviour takes place. 

So far Pavlov’s work ‘seems to have less application 
to clinical medicine than have the results iof other con- 
temporary neurophysiological studies. The rèsearches 
of Sherrington, of-Adrjan himself, and of many others 
now working along lines indicated by these pioneers 
frequently. elucidate the problems’ encountered in -a 
neurological clinic, but it is quite unusual to formulate 


a case in terms of conditioned reflexes 3 even-in psychia- 


tric, practice such a formulation is rarely made in ‘this 
country. The idea of conditioning stimuli, ‘especially 
in the emotional sphere, is inherent in ‘much. modern 


. psychiatry, but formal -behaviourism seems on the 


wane. “Nevertheless, the ‘harvest of Pavlov’ s work will 


not be ‚complete ùntil the facts his method is still . 
- accumulating - can be satisfactorily relatėd-` to the 


physiology and: ‘anatomy of the nervous: ‘system. ` When 
that is achieved „neurophysiology - and neuropsychi- 
atry will both have gained ne ‘of fundamental 
importance. 


FREEDOM FROM’ WANT | 
Freedom from want. was one of the results which Prési- 


dent Roosevelt hoped that peace would bring Most. 


educated people, however, are now aware that, unless the ~ 
production of food is increased-at a faster rate than that 
of the, world’s population, attempts at - social improve- 


ment are not likely to succeed. The; elements of the ` 


_ problem are simples. world population i is increasing at 


_age of two every three seconds. 


the rate of at least 20,000,000 people a year, an aver- 


become ‘three or more as science “advances, social ser- 


-vices improve, and bodies such as the World Health 
Organization become fully operative.; -i Although some 


areas are relatively . empty, others are already over- 
populated, and it is just in these areas; “such as the West 
Indies, that the population increase is of the order of 

2% per-annum. -If world ‘food ‘supplies are not pro- 
gressively increased, if thé growth of! population is not 
slowed down by control of births; or’ if mass- migration 
does not take place; then one or more’ of Nature’s checks . 


` will be automatically applied in the form of famine, 


He reported that this reflex became’ conditioned 
to a- ‘sound which would: then evoke it without any . 


of the experience, 9 


The two may well 


war, or epidemic disease. If freedom from want is to 
‘be attained, much more than the application of the 
natural sciences to. food- production’ will be required : 
‘superstitions, religious scruples, racial customs and pre- 
_judices—based often on the unconscious and irrational 
—are as important as, perhaps: more e important than, 
` economics and politics. 


It is: ‘not surprising. that some- pegaidennet exists 
-at the present time. 


On the one hand the Royal 
Commission on Population’ has no hesitation in recom- 
mending that a replacement size of family is desirable 
in Great Britain, though it finds it by no means easy 
9 weigh the factors entering into its conclusions ; 

“imponderable ” elements in the situation are at least 
partly responsible for this. On the- other hand the 
 example'of an island such as Malta may be cited, where 
unless food or money is pouréd in from abroad or 


large-scale emigration is encouraged the present popu- — 
‘lation cannot bésupported. Many, too, will have read 


with some alarm such works as Our Plundered Planet’ 
or The Road to. Survival.” 

In these circumstances Sir John Russell’s authoritative 
review of the problem in his presidential address to the 
British „Association on August 31 at Newcastle-upon- 
Tyne is of particular interest. Expansion of the world’s 
food supplies depends, he believes, on extension of the 
food-producing areas, more intensive cultivation of the 
areas already -used, and reduction of the present heavy 
wastes and losses. _ The food-producing areas repre- 
sent’ at present an average per person of about one 
acre and a half, whereas if all the “ climatically suited ” 
areas were under cultivation there would be about five 
acres for every person. Agricultural science is now in 
`a position to.convert much marginal land into good 
‘farm Jarid, and with control of pests and disease among 
plants and animals, destruction of weeds, and increased 
_use of fertilizers there is every possibility of producing 
far more food than at present. Then, too, recent inves- 
tigations have shown that only the best stock need be 
used for breeding: Artificial insemination from sires 
of good stock is now regularly practised, -but there . 
is evidence to show that fertilized ova from a particular 
mother can be artificially implanted into the uteri of 
other cows. One cow could thus.become the mother of 
75,000 calves.. Unfortunately Sir John Russell scarcely 
touches on the human side of the problem, beyond the 
reminder that food will not be produced by the.more 


advanced nations merely from a sense of duty. If 
‘Westérn standards of food are required by less advanced - 


peoples they must also use Western standards of restraint. - 


1 Report of Royal Commission on Population. (Cmd. 7695.) London: 
H, M.S.O. See leading article in British Medical Journal, 1949, 1, 1127. 

`a sbon, ] F., Our Plundered Planet, 1948. London: Faber.and Faber.. 

3 Voigt, W "The Road to Survival, 1949. London: Victor Gollancz, 

4 Freedom from Want, a symposium edited for the Americari Association for 
ae AE Advancement of Science, by E. E. DeTurk, 1948. Waltham, Mass. : Chronica 


ca Co. 
-6 Émile, ou de l’ Education, 1762, Paris. 
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. Another useful contribution on ‘this subject is a sympo- 
sium of the American Association for the Advancement 
Agricultural experts. and economists have 


` _it would be possible to double the world’s food produc- 


tion iby 1960. This would mean that more of the red . 
and lateritic soils of the Tropics and sub-Tropics, Which | 


_ together- constitute 19% of the earth’s surface, -would 
'-`-have to-be used. That this task is none too easy has 


been shown ‘by: the’ difficulties of growing even ground- 


nuts and sunflowers in Tanganyika. Nevertheless in the . 


_U.S.A. the increase in Tice per acre ‘has been almost ` 


unbelievable; and an increase of only 10% in yields in 
China and Burma would. supply food for some addi- 
tional 58,000,000 people. The professor of economics 


‘at Harvard; Dr. J. D. Black, emphasizes the fact: that 


as undeveloped communities modernize.their economics 


‘their’ populations, while initially risirfg, soon. begin to 


fall.. Japan‘is now rapidly passing through such a cycle. 
However, even the rate of decrease in the. birth rate of 
Japan is not rapid enough by itself, and the real demo- 
graphic need of Asia and also:of many areas in Africa . 


. and the West Indies . is to devise ways by which the 


diffusion of the small: family pattern'may be quickened 


among peasant populations. H. R. Tolley, the Director 


‘of Economics and Statistics of FAO, puts his finger on 


one of the crucial ‘difficulties: “If a particular nation 
needs food imports exporting ‘countries ‘must -expand 
their output to meet this demand. Simultaneously’ the ` 
importing ‘natior must boost its: production of other 


goods to trade for the food it imports.” : Unfortunately’ 
_ he does not explain what other goods the African 
peasant, armed with a hoe, can possibly supply to. 


exporting countries such as the U<S.A., where .good 
imitations of everything down to a Camembert chéese 


are already available. 


\ 


_of the contemporary scene; could solemnly declare that _ 


‘Although so far no practicable crop or ‘cropping. sys- 


‘tem has been found for restoring to the soil either the 


depleted nitrogen or the organic materials which are 
slowly but surely lost as a result of constant cultivation, 
nevertheless the Director-General of FAO believes that 


_ civilization can-reach safety: it need not succumb in the - 
desperate struggle of too many people trying to livé on’ 
‘too limited resources. 


es. , Prophecy is of course dangerous. 
Writing in 1762, at the very dawn of the industrial 
revolution, Jean Jacques Rousseau,‘ no foolish observer 


in.a few years’ time Europe would be depopulated, a 
desért inhabited by wild beasts. In 1898 Sir William 
Crookes, at a‘ meeting of the British Association in- 
Bristol, asserted that by 1930 the world would be starv- 
“ing. Both’ these prophecies failed to come true for 
` reasons quite unforeseen by their authors. One reason 


for controlled optimism is that the growth of scientific ` 
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knowledge will not cease with this current fiscal or- 


calendar year. Fungi and bacteria, for instance, synthe- 
size not only. antibiotics but vitamins and amino-acids. 


| It may be that in the course of time the discovery will — 
_ efficiently and by bringing certain new lands into use , be made that if given the right encouragement . they 


could produce something much more substantial. 


-~ 





>» 


Although it has been known .for eight -years that 


staphylococci can be made in vitro to acquire a high 


degree of resistance to penicillin, strains. possessing such 


resistance were very rarely encountered in patients ` 


during the earlier part of this period. They then began 
to be found, chiefly in, patients who had undergone 


streatment with penicillin, and it was at first supposed - 
that the strains ‘concerried had acquired resistance by 


‘PENICILLIN-RESISTANT * STAPHYLOCOCCI `.. 


the same mechanism as that which had already -been’ ~ 


shown to operate in vitro. _It was chiefly owing to the 
work of Spink and Ferris* 4 that the existeñce of two 
` kinds of resistant staphylococcus came to be recognized. 
The artificially resistant; which can be produced. i in the 


laboratory, has apparently little or no counterpart in _ 


the clinical field, and is in any case of little: practical 
importance .owing to its diminished virulence. The 


naturally resistant type, on ‘the other. hand, is fully — 


virulent and’ owes its resistance to its property of form- 
ing penicillinase, an enzyme’ which destroys penicillin. 
It is this type which is found in, patients whose treat- 


ment has failed, and is now also being encountered with 


increasing frequency in infections of many kinds, often 
before any treatment has been given. 

The most definite and perturbing information about 
the recent behaviour of these staphylococci is - that 
obtained by. Dr. Mary Barber as the result of observa- 
tions made at the- Hammersmith Hospital; she found 
` that the frequency of occurrence of such resistant oe 
was in three successive years 14, 38, and 59%., 
seemed probable that cross-infection within the seh 
accounted at least in part -for this increase, and subse- 
quent studies -on out-patients have shown that among 
them the frequency of resistant strains is much lower. 
The importance of this distinction is- confirmed else- 
where in this issue by Dr. G. B. Forbes, who studied 
strains‘ from both in- patients and out-patients at the 


same hospital and showed that resistant strains were - 


over five times as common. mong the former.’ He also- 


found that 23 out of 50 ward nurses were nasal carriers 


of resistant pathogenic strains, a fact which must have 


‘an important bearing on the occurrence of infections 


due to such organisms. One comment which must be 
made on such observations is that the' wearing of masks; 





1 Science, 1945, 102, 221. : 
2 J. clin. Invest, A 28, 379. 
3 Bellamy, D:, and Klimek, J. W., J. Bact., 1948; 55, 153. 
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and various other precautions, some of: which have been 
introduced or at least modified with a view to greater 


‘efficiency within the past ten’ years, seem" not to be’ 


having all the effect they should. . . = 
A further contribution to the study of this subject by 
Drs. Mary Barber and J. E. M. Whitehead also appears 


in this issue.. It is concerned with staphylococci from 


100 patients, in 24 of whom resistant strains only were 


found and in a further 11 a mixture of resistant and 


sensitive strains. Again, in-patients yieldéd resistant 
organisms more often than out-patients, though the dif- 
ference is much less. 
those resulting from phage typing. This’ ‘method of 
identification was applied to the pairs of cultures 
isolated from the 11 patients having both resistant and ` 
sensitive organisms. 


it appears that in only one patient was thé phage type 
of both organisms the same. Still more significant are 


. the findings when phage typing was employed not only 


for all the resistant strains isolated in this study but for 
further strains obtained in five 6ther hospitals, -140 in 
all. Of these as many as 85 belonged toa single phage 
type and 21 to another, about’ five typable strains 
remaining which’ were assigned. to other types. This 
evidence points to selection as’ the major factor i in caus- 
ing the incéeasing prevalence of- resistant organisms ; 
miost of these, in the London area at least—so far as 
the hospitals where this investigation took; place may 
be regarded as representative—belong to a: single type 
which must originally have been rare and has flourished 
in a penicillin-saturated hospital environment which has 
tended to eliminate other and sensitive -types. The 


possibility that resistant variants may arise by mutation- 
- cannot be excluded, and is’ indeed suggested by the 


observation that organisms of the same phage type may 
belong to either category, but the fact remains that 
such a change cannot be induced in vitro except at an 


_ extreme stage of habituation, when the organism has 


become almost unrecognizable owing.to the ‘profound 

changes in its morphology and metabolic ‘behaviour:° 
Drs. Barber. and Whitehead’ also discuss the- quanti- 

tative assessment of resistance, pointing out that the 


heaviness - of the infection has also to be. taken into . 


account in deciding whether a given concentration of 


penicillin will arrest the growth of an enzyme-forming ; 


staphylococcus. Since this cannot well ‘be. determined 
(except perhaps by quantitative blood culture in a case 
of septicaémia) the practical apa lage of detailed infor- 


-mation about the’ organism in any given case is doubt- 
- ful. The most useful conclusion to be drawn from these . 


studies is that only a much more vigorous campaign 
against cross-infection can prevent -the frequent occur- 
rence of infections Pagu may be very difficult to treat 
effectively. * i 


- 


- PENICILLIN-RESISTANT ‘STAPHYLOCOCCI 


The findings of chief: ‘interest are, 


Though the results are, incomplete ; 
. owing to the fact that some cultures could not be typed, 


. guide, and the value. of his 


“~ 


MYXOEDEMATOUS MADNESS 
Every. physician of experience. must be.able to recall at 
least: one itistance in which he failed to recognize that a 
patient. ‘was suffering from myxoedema. He will be able 
to remember his dismay when his error was pointed’ out 
.and his astonishment that such an obvious diagnosis should 
have eluded him. In the out-patient department it is a 
commonplace to see patients whose appearance clearly pro- 
claims this malady but in whom it has been unrecognized 
for years. It.is curious that a disease which leaves its stamp 
so clearly on the patient’s face should pass undetected, but 
the truth of these assertions is once more borne out by 
Dr. R. Agher’s paper on myxoedematous madness in this 
number of the Journal. Of his 14 patients, seen within 


` four yeafs, at least 9 were admitted to hospital without the 


diagnosis of myxoedéma having been suspected. 
Dr. Asher’s’ report is naturally concerned with patients — 
in whom mental symptoms were dominant, but his illustra- 
tions show that the characteristic myxoedematous facies 
“was not lacking, and he has performed a useful service in 
drawing attention to a feature of this disease which is 
obviously common but not widely appreciated. The type 
of. psychotic reaction varied: apathy, confusion, and 
mental retardation were the rule, but hallucinations were 
common, and eight patients had delusions of persecu-, 
tion. © This inconstant pattern gives some support to the 
suggestion that myxoedema reveals. latent psychotic poten- 
tialities and does not induce a “ specific” psychosis. The 
‘paranoid characteristics have frequently been remarked in 
the past, and, indeed, ‘the mental symptoms are of the same 
nature as those of senile deterioration. The effects of 
cretinism on mental development are well known, and it 
is the more remarkable that these aspects of myxoedema 
should suffer such neglect in the textbooks, even in those 
devoted to psychiatry. That one of Asher’s patierits had 
received the label ‘of “paranoid psychosis” from an 
experienced psychiatrist may explain, but cannot excuse, 
the general ignorance of. myxoedematous madness. The ' 
author rightly says that the fault lies in failure to recognize 
myxoedema rather thdn the psychosis which accompanies 
it. To remedy this defect he gives simple directions, ending 


` with the statement, to which all will subscribe, that the only 


way to’make the diagnosis is to know what a myxoedema- 

tous, patient looks like, and the only way to learn this is to 

see one. He has found’a raised blood cholesterol a useful 

“ photographic test” is well 

-illustrated in his. article. All physicians will not have 
shared his experience of. having seen cases of myxoedema 
with a raised basal metabolic rate. 


OPHTHALMIA NEONATORUM 


In papers’? published in this Journal in 1942 and 1944 
Professor Arnold Sorsby and his associates drew attention 
to. the value of the sulphonamides in. the treatment of 
ophthalmia neonatorum. In a series of 258 cases treated 
at White Oak- Hospital they reported that with an initial 
dose of 0.25 g. over 85% were cured ‘within eight days. 
With penicillin a further advance was made. In an early 
study-in 1945 Sorsby and Hoffa? reported only indifferent 
results with penicillin eye drops in concentrations of 500, 
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. 1,090, and 1,500 units per ml., but distinctly better results 
—21 recoveries in a’ total of 22 cases=when the concentra- 
tion was increased to 2,500 units per ml. 
instilled at half-hourly intervals for the first three hours 
_ and then at hourly intervals for 24 hours. The results as a 
„whole were similar to those obtained with the sulphon- 
amides. Subsequently Sorsby* recorded a series of 38 


- cases with only two failures; the treatment in this series 


was more intensive, the drops being instilled at intervals of 
5 minutes. 
a matter of hours, this being as great an improvement over 
the sulphonamides as these in turn were over the older 
methods: When the concentration of the penicillin was 
increased to 10,000 units per ml. and the frequency of instil- 
lations to one every minute for the first half-hour, the 


appearance of pus ceased in most cases within half an hour `- 


and clinical cure was achieved within 24 hours.’ Massive 
intramuscular injections of penicillin also gave good 
results. 

- These studiés established the systemic adonat of 
,sulphonamides and the local application of penicillin as 
alternative methods of treatment of ophthalmia neona- 
torum. Sulphonamide therapy has the advantage of being 
simpler in use, but treatment with penicillin brings about 
the more rapid cure. Both methods are effective not only 
‘ against gonococci ‘but against staphylococci, diphtheroids, 
and all the other common organisms, found in ophthal- 
mia neonatorum, and an unexpected finding was that both 
cured the ‘type of ophthalmia neonatorum caused by a 
virus. This is important, since the gonococcus, far from 
being the exclusive cause of ophthalmia neonatorum, is 
now not even the most frequently found causal organism. 
Both. staphylococcal and virus infections are considerably 
more common ; Sorsby-and his associates have found the 
gonococcus responsible for the infection in less than 20% 
of the cases in their recent studies. Clinically there is little 
to distinguish between the different varieties of ophthalmia 
neonatorum : all may be mild, moderate, or severe infec- 
tions, and the one substantial difference is the incubation 
period. When caused by bacteria, the symptoms come on 
within the first five days of life, but with a virus ‘infection 
they do not usually appear until the sixth to tenth day. In 
each group there may, however, be cases that do not con- 
_ form to “these incubation periods.® While the sulphon- 
amides appear to act equally effectively on all the causative 
organisms, penicillin is least active in virus infections, 
especially if adequate concentrations are not used. 

In this issue of the Journal Sorsby and Kane report a 
further study of 151- cases, the object of which was to 
eliminate relapses. They point out that an unsatisfactory 
response is not the same as a bad result : in-not a single 
_case in their experience has the response to sulphonamide 
and to penicillin been so poor that anxiety has arisen about 
the state of the eye, and some of the cases classified as 
relapses might well have been cases of reinfection. Their 
bacteriological: findings confirm that ophthalmia neona- 
torum is caused by a number of organisms. 





1 British Medical Journal, 1942, 1, 323. 
2 Ibid., 1944, 1. 353. 


Rs Ibid. 1945, 1, 903. 

S Sorsby, A., ibid., 1947, 2, 322. 

: Obstet. Gynaec. Brit. Emp. 
= Ophthalmia Neonatorum, 19 5. 
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The drops were . 


Clinical cure could be obtained in this way in: 


When the. 


initial dose of sulphonamide was increased to 0.5 g. the 
proportion of cases in which a clinical cure was achieved 


‘within 1-3 days rose to 68.4% ; this compared with 39.3% 


after an initial dose of only 0.25 g. The authors were 
not able, however, to reduce the frequency of the relative 
failures, but there was some indication that with sulpha- 
merazine, used in 24 cases, the frequency of poor responses 
declined: Penicillin given by mouth alone or combined 
with intramuscular injections proved disappointing—the 
results were distinctly inferior to those following intra- 
miiscular injections of large doses.alone. Likewise no 
advantage was gained by the combined use of penicillin and 
sulphonamides. Further investigation is required to deter- 
mine the best type of sulphonamide to use in the higher 
dosage now advocated, and, to find a-less tedious method of 
penicillin treatment than instillation of drops at intervals of 
one minute—a procedure trying both to the infant and the- 


- hurse, 


. There -are still about 4,000 cases of apank neona- 
torum notified each year, and in many of them the danger 
of blindness is still real. That there has been a great reduc- 
tion in, the incidence of ophthalmia neonatorum can hardly 
be doubted, but the fact that of late yéars there has been 
no definite decline is a sign that existing methods of prophy- 
laxis are unsatisfactory. The system of prophylaxis asso- 
ciated with the name of Credé has .two components, aseptic 
and antiseptic.” Prophylaxis by. antisepsis—namely, dis- 
infection of the conjunctiva by a drop of silver nitrate— 
is. probably of little value. -On the other hand prophylaxis 
by asepsis—antenatal treatment of the mother by the Credé 
toilet to prevent infection from entering the eye of the new- 
born baby—is valid by present-day bacteriological concepts. 
The persistence of ophthalmia neonatorum therefore raises 
the question whether obstetricians are as alive to the pos- 
sible danger of the many varieties of antenatal infection in 
the mother as they are to the considerably less common 
danger of maternal gonorrhoea. Prevailing views on the 
aetiology of ophthalmia neonatorum must be revised if the 
condition is to be eliminated. 
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WHOOPING-COUGH AND BRONCHIECTASIS 


Bronchiectasis commonly arises during the first few years 
of life,.the symptoms dating from ‘an acute respiratory 
infection in early childhood. In the majority of such cases 
pulmonary collapse has occurred. It is known that when 
a segment of lung collapses the bronchi in that segment 
dilate ; unless early re-expansion takes place both-the col- . 
lapse and the bronchiectasis become irreversible. Because 
of the narrow lumen of their bronchi children are move `- 
susceptible to lobar or segmental collapse than adulfs, and 
collapse occurs in such conditions as simple catarrhal bron- 
chitis,! primary tuberculosis,? and whooping-cough. As 
many of these episodes of collapse are unrecognized or pass 
under’ the clinical SOdeuyiet of “pneumonia,” it is diffi- 
cult to determine which diseases of childhood are the 
most frequent precursors of bronchiectasis, but it is widely 

believed that whooping-cough is the commonest cause.. 
A history of whooping-cough is found in approximately 
10% of cases of bronchiectasis -in children,’ and a slightly 
higher proportion is found in children with collapsed lower 
lobes.‘ : è 
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Although pulmonary atelectasis in whooping-cough was 
described. in the middle of the last century,®.° the. frequent 
[occurrence of this- complication ‘has only recently been 
recognized. The main reason for this is that segmental 
pulmonary collapse can be diagnosed ‘with: certainty only 
from clear radiographs taken -in both antero-posterior and 
lateral planes; thesé’ may be difficult to obtain ‘in sick 
children, since reliance must often be placed on portable 
x-ray apparatus. . In 1944 Kohn and his colleagues’ investi- 
gated 222 children with whooping-cough by: taking radio- 
graphs at weekly intervals ‘throughout their illness. It was 
found that the incidence of pulmonary complications varied 
directly with the severity of the illness, and in 86: 6% of the 
children considered to ‘be seriously ill the radiographic 


appearances were abnormal at some stage of ‘the disease: - 


Most of the shadows seen on the x-ray films were due to 
collapse, the right “middle: lobe ‘being most often affected, 
and they were usually transient.. In no case was there 


radiological evidence of collapse ‘caused by lymph-node ` 


enlargement—a finding which supports the current hypo- 


‘thesis that Collapse is due fò retention of viscid sputum. - 


More recently. Nicholson® has reported’ on. a series of 
44 children with -whooping- cough who were examined 
radiologically at: intervals. 
only criterion being that they were ill enough to, be admitted 
to hospital. Four patients died, in three of whom collapse 
of the lung was demonstrated at necropsy. ' Nicholson 

` found - radiological evidence of. segmental ` or lobar col- 


appeared to be not so much the severity of the illness as 


delay in admission to hospital after the onset of symptoms. ` 


‘ Complete re-expansion of thé collapsed lung took place in 


rather more than half the cases during the first three months 
of observation and in a further eight during the following 
six months. No re-expansion was’ observed after collapse 
had persisted for nine months. 
of.33 who were followed up for more than) a.year had 
persistent collapse and probably, therefore, bronchiectasis. 


_ This high proportion should dispel any complacéncy 
about the treatment of whooping-cough. The recognition © 


of collapse in its early stages is of the greatest! importance, 
for only prompt treatment is likely to be- effective. Swift? 
has shown that “aero rosporin™” (an: antibiotic produced by 
Strains of Bacillus aerosporus) is of some use! in pertussis 
provided it is. given early enough in the disease, and 
Kinney?” has reported that inhalations of carbon. dioxide 


(5%) assist Patients to expectorate the viscid sputum. m. A 


combination of these measures might reduce the incidence. 
of the more serious respiratory ‘complications. of whooping-. 


cough. Better still would be prevention of the |disease alto- 
_ gether. The preliminary statement on - whooping-cough 
` prophylaxis -issued by the Whooping-cough Immunization 
‘Committee of the Medical Research Council (appearing 
at page 590 in this issue) is ‘pich. more encouraging | than 
the reporti! of a trial of whooping-cough | vaccine which 
was published iñ this-Journal four years .ago. i , 

1 Ramsay, H., and Scadding J. G., Quart. J. Med., 1939, n.s. S8; 79. ~ 

2 Hutchison, J. H., ibid., 1949, D.s, "18, 21. i 

3 Franklin; A. W., ' Proc. R. Si Med., 1944, 37, 576. A NE 

4 Oswald, N. C., ibid., i947, i 40, 736. -| 

5 Gairdner, W. T., Mon. J. med. Sci., 1850, 11, 

6 West, C., » Lectures s on Diseases of Childs 4852, London: 


; ed 463. 
8 Arch. Dis. Aan 1949, 24, 29. . gl 


11 British Medical Journal, 1945, 2, 205. 
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The cases were un elected, the 


Seven children (21%) out. 


1o Dis. Chest, 1947, 13, 33. l eu ee 
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RESULTS OF ‘COLLAPSE THERAPY 


With the present shortage of nursing and domestic staff 


it is important that valuable sanatorium. beds should be 
used to’ the best’ advantage. Simmonds and Martin! have 
recently attempted a: statistical evaluation of the results . 
of sanatorium | treatment and collapse therapy. Their 
investigation is based on the study of nearly 4,000 patients 


„discharged: from Clare Hall Sanatorium jin the years 


1937—45.. During this period the use of collapse therapy 


-has steadily increased,- and for this reason the duration 


of institutional treatment also increased. The figures show 
a steady improvement in the 3- and 5-year survival rates 
throughout the period: - The rate for patients who had col- 
lapse therapy was surprisingly high, 70% surviving five 
years. On average about 7% of the:patients were lost 
from observation. 

_ The authors point out that, whatever the treatment, most 
patients with tuberculosis improve “at first, and therefore 
studies of survival rates-must cover at least five years, pre- 
ferably longer, if they are to be of any value. The worker 
who undertakes such a long-term investigation has many 


‘difficulties. Some, like, the movement and dispersal of 


patients, are inevitable, but others are not; among these 
may-be mentioned the practice at many hospitals of 
destroying x-ray films. Much valuable and-unique material 
is lost in this way, because accurate estimates of the extent 


- of disease can be. based only on radiographic evidence. It 
lapse in no less than 39°of his cases. ‘The predisposing factor 


should not be difficult to arrange that the radiographs of 


‘tuberculous patients are preserved. 


Simmonds and Martin are well aware of the difficulty of 
applying statistical methods to tuberculosis problems, but 


they urge that the attempt should be made so that the 


clinical observations of different workers may. be compared. 
Unfoftunately the Ministry of Health’s classification, which 


‘they use in their investigation, lacks the precision which 


is needed to obtain a true comparison: For instance, the 
authors show that the survival rate of patients in the 
“T.B.4, Group 2” (B.2) category who had collapse 
therapy was double that of patients in the same group who 
had no active treatment. But the limits of this group are 


` SO. wide. that it can include both unilateral. and bilateral 


cases and disease varying in extent from two zones to the 
whole of both lungs. ` Hartley, Wingfield, and Burrows? 
showed the close relationship between extent of disease 
and prognosis, and ‘a. Classification which gives a more 
precise indication of the amount of lung tissue affected 
is badly .needed.- The revision of the Ministry of 
Health’s classification® ‘has left this feature unchanged: 
Nevertheless: the Clare Hall figures show that in a selected 


group of tuberculous patients collapse therapy undoubtedly 


improves the prognosis—thus confirming Bentley’s* obser-’ 
vations on -patients treated by artificial pneumothorax. 


‘Simmonds and Martin are fully justified in concluding that 
the limited resources at present available’ should be used 


for the ‘benefit of those who can be treated with real pros- 


. pect of improvement ; the patients with the best claims for 
_ early admission ‘are those with open cavitary disease in 
‘whom, éollapse therapy appears to be practicable. 


1 Amer. Rey. Tuberc., 1948, 88, 537. ` 

2 Brompton Hosp. Reports, 1935, 4,1 

3 Revision of Section I of the "Appendix 6 Memorandum 37/T (Revised). e 
British Medical Journal Supplement, 1941, 1, 111. 

4 Spec. Rep. Ser. med. Res. Coun., “Lond., 1936, No. 215. 
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_ FIRST INTERNATIONAL CONGRESS OF `` 


>°. BIOCHEMISTRY S 


~> +”. MEETING AT CAMBRIDGE 


The first International Congress of Biochemistry, initiated by 


the Biochemical Society, was held in Cambridge from August 19 
‘to 25. This Congress marks a notable stage in the development 
of biochemistry as a branch of science, covering the ill-defined 
territory between chemistry and the many branches of biology. 


The need for an international congress on this. subject has been ` 
evident for some time, and-eight congresses ‘for. French-speaking - 


~ 


‘biochemists have already been held ‘since 1927. 


_*-", The distinguished foreign chemists and biochemists who 


consented: to be honorary . vice-presidents, and: the names. of 
the. lecturers, - illustrate the international character of. the Con-, 
gress. Among the vice-presidents were Professor J. B. Collip,: 
of Canada ; Professor N. È. Cruz-Coke, of .Chile’; Academician 
J. O. Parnas, of the ‘U.S.S.R. ; Professor J. Roche, of France ; 


-- and Dr. D. D. van Slyke, of the U.S.A.” Professor M. Florkin, 


“of Belgium, and Sir Robert Robinson, of Great Britain, ‘were, 


‘FIRST INTERNATIONAL CONGRESS OF BIOCHEMISTRY 


~ ~ 


en 
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biliary: mechanism, and possibly 
organ asa whole. . 


4 


the lymphatic ‘integrity of the 
- Adrénal Cortex oo 


In the Section on Hormones and Steroids, Dr.~G. Pincus 
(Massachusetts) spoke on studies of adrenal cortex function. - 
He’ stated that indices of human adrenal cortex function could 
be -obtained by, measuring the urinary 17-ketosteroids: and 
neutral ‘reducing lipids, which appeared to vary with the secre- 
tion- of adrenocortical steroid precursors. Secretory ‘activity of 
the ddrenal cortex was reflected in‘the changes in the urinary 
sodium, potassium, and uric acid, and-in the blood lymphocytes 
and eosinophils. Measurements of the diurnal variations of 
urinary steroid ‘excretion had been made in men. and women 


x 


of various ages, and it was foùnd that the basal output of 17-7. 


ketosteroid’ decteased markedly in older persons, whéreas the 
output of urinary reducing lipids did not. The diurnal] variation’ 
of each changed with’.age. Stress procedures or the administra- 


tion of adrenocorticotropin, which ‚stimulated adrenocortical ` 


secretion, were reflected’ by significant changes in the various 
blood and “urinary indices of healthy men of various ages. 
Response in terms of these indices to stress’or to adrenocortico-_ 
tropiù administration occurred in psychoneurotic patients, but i 


among the lecturers. The Congress was opened by”the į- : a. à e A or > 
Ong ST pened by't TSi was absent or diminished’ in most schizophrenic patients. The > ~ 


"o (1) Animal Nutrition ‘and’ General Metabolism ; (2) Micro-- - 


_ , therapy and Immunochemistry ; (11) Plant Biochemistry ; and 


\ 


dent, Professor: A. C. Chibnall, “F.R.S. Viscouñt Addison. 
presided at a~reception given to the delegates by the Govern- 


- Ment during the evening. : 


-(4) Proteins ; .(5) Clinical Biochemistry ; 


` The discussions: were held in 12 separate groups, as follows » 
biological Chemistry ; (3) Enzymes. and Tissue Metabolism ; 
(6) Structure. and 
Synthesis of Biologically- Important Substances ;. (7) ' Cyto- 


chemistry; (8) Bi ical . Pi i ` : 
emistry ; (8) Biological : Pigments, Oxygen SATE, and ‘number of discussions held by the Congress.” The range of 


Oxidizing Catalysts ; (9) Hormones and Steroids ; (10) Chemo- 


(12) Industrial Fermentation. 


j i ‘ Vitamin B,, 
. « J ee Ta . . » . 
_In_a discussion -on dietary-factors in relation to anaemias in 


_ the -Section on Animal Nutrition and General Metabolism, 


'- and this was compared with vitamin B,,.° Comparative chemical against whooping-cough of children’ 


-æ 
~ 


Dr. K. Folders (New Jersey) said that.chemical research carried 
out with collaborative clinical tests by Dr. Randolph West, of~ 
New Jersey, discovered the properties of vitamin B,,:- The 


crystals do. not melt below 300° C. Emission spectrographic ‘ 


analysis showed the presence of cobalt; thus the molecule was 
a cobalt co-ordination complex. The red colour and melting 


point were at least in part associated with the cobalt-complex , 


character. The significance of cobalt'‘as an essential’ trace 
element .in nutrition could: be re-evaluated as the. biological - 
functions of vitamin B,, became known. “Sources other than 
liver for vitamin B,, were being sought, since the natural vita- 
mins were known to occur in numerous animal, plant, and 
microbiological materials. A red crystalline compound had been 
isolated from a grisein-producing strain: of Streptomyces griseus, 


and biological data provided evidence that the crystals from.the 
microbiologica] source and vitamin B,, were identical. ` 

Professor G. R. Cameron, of London, spoke on the patho- 
logical type? of liver injury.. He wished to reduce the complicated 
‘patterns of liver necrosis to a few simple components with a- 
geometry of their own. Liver necrosis began with impairment 
in the functioning of liver cells, such ‘cells being distributed 


from the trabeculae within the lobules, either ‘singly, or ~in:_ 


linear groups, or in clumps. At first there might be no fixed 
rule in grouping, but sooner or later, usually within a few hours 
of the onset of the phenomena, a trend of redistribution made 
its.appearance and the necrotic: area emerged as focal, zonal, 
diffuse lobular, or massive lesions. There was reason to believe 
that this grouping also represented the time-sequence of fiecrosis. 
All known'‘cases of liver-necrosis produced changes which 
fitted into:\these groupings. Complications ‘arose with variation 


‘in intensity of the causative agent, its power of self-propagation ,_ 


(as in infection with bacteria and viruses), and possible host 
variations. Analysis had to take into account the. disturbances 
of the vascular relationships within the lobules, the action of 


_ 7 the causative agent’ on-the liver cells, the preservation” of the 


- - 


Pod 


‘Whooping-cough Immunization Committee 


latter were fairly responsive to adrenal -cortex extract; indicating 
that adrenal cortex response was largely defective in the schizo- 
phrenics. . This did not appear. to bea function of the-nutritive. 
state of the schizophrenic patient. The significance of derange- 
ments of pituitary-adrenal function: in schizophrenia was dis- 
cussed and the effects of some therapeutic procedures were 
presented. ; 5 ae oe Se 
It is impossible to report more than a fraction of the large. 


subjects is indicated by the 12 sections already mentioned, -and 


metabolism to brewing and yeast production. `. - 


During the Congress the University’ of Cambridge ‘conferred p 


honorary doctorates of. science on Viscount Addison, Professor 
Cori- (U.S.A.), Sir Charles Harington, Professor Linderstr6m- 
Lang (Dénmark), Professor Tiselius~ (Sweden), and Professor 


Tréfouél (France). l Eo ’ ; 
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_ WHOOPING-COUGH PROPHYLAXIS 
T PRELIMINARY REPORT .- - “ 


The “following preliminary statement has been issued by the 
_of, the Medical 


> 


Research Council. , i 
- In view of the conflicting reports on the efficacy -of pertussis 
vaccine in whooping-cough -prophylaxis the Medical Research 


-Council was asked by.the Ministry of Health to investigate: the 


4 


problem and report on the value’ of 3 
; England and Wales. As 
part of the investigation the Whooping-cough Immunization 
Committee organized. a series of controlled field. trials in which 
the experience of children inoculated with pertussis vaccine 
could be compared with that of control children. The results, 
of some of the early. trials have already been published - 
(McFarlan, Topley, and Fisher, British Médical Journal, 1945, 
2, 205). The evidence obtained suggested that the pertussis 
vaccine used in these trials was of no value‘in whooping-cough 
prophylaxis. É it oe oe SI 
Further large-scale trials: have -now been carried out in 
collaboration with the medica officers of health of Oxford, 
Manchester, Tottenham, Wembley, Edmonton, Leeds, and West 
Ham, using a number of different vaccines of, both British and 


-American origin. Each trial was planned in a-similar manner. 
' Children, mostly between the ages of 6 and 18 months, whose - 


parents agreed that ‘they should take part were divided by the 
method of random sampling into two’ groups. The children 
in, one group—the test group—were inoculated with the 
pertussis vaccine under trial, while those in the other group— 
the control group—were inoculated with an “ anticatarrhal ” 
vaccine containing no H. pertussis., ~ After inoculation “the 


`~ æ 


` the`individual topics varied from a. study- of acetylcholine 


~ 


prophylactic immunization ` 
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children in both groups were kept under close observation for 
a period of at least two years by monthly home visits made bys 
specially appointed nurse-visitors. Those children who came 
into known contact with whooping-cough or ‘who developed 
symptoms which might be those .of early whooping-cough 
received. special visits in order that a bacteriological diagnosis 
might be made. As it was essential that observers should not 
be influenced in their clinical assessment of the disease, efforts 
were made to ensure that neither the doctor, nor the nurse- 
visitor, nor the parents should know whether the child under 
observation was in the test or the control group. 

Seven of -the early trials, comprising a total of 4,691 test and 
control children, have now been in progress for over two years, 
and from a preliminary analysis of the results the following 
‘general conclusions may be drawn : 


(a) In each trial the random allocation to test and control 
produced two equivalent groups of children, comparable in age, 
sex, duration of breast-feeding, size of family, and incidence of 
infections other than whooping-cough. 


(b) In six of the trials the incidence and severity of whooping- 
cough- in: the test groups were appreciably. less than in the’ 
control groups. In the seventh trial ‘the results were cony slightly 
more favourable in the test group. 

(c) There was considerable variation in the prophylactic 
potency of vaccines from. different sources, and, there was 
probably also some variation in the potency of different batches 
of vaccine from the same source. 


(d) One particular type of vaccine, not at present readily avail- 
able, was found to give decidedly better protection against the’ 
disease than any of the others tested. 

The reason for variations in‘ the prophylactic potency of 
these vaccines is not clear, nor is there yet available a conclu- 


sive laboratory method of assay by which this property of a: 


vaccine can be accurately assessed, but an investigation is in 
progress in which the prophylactic value in children of a number 
of different vaccines is being compared with their immunizing 
properties as shown by laboratory tests. With this aim in view‘ 
trials have already been begun in, Manchester, Oxford, Cardiff, 
Poole, Walthamstow,-and Leyton. ~ foo 

No investigation has so far been made of ‘ss value of com- 
bined pertussis-diphtheria prophylactic, as it was considered - 
desirable to avoid the inclusion of any factor that might com- 
plicate the. issue and do nothing that might possibly harm the 
diphtheria immunization campaign at a Stage when the true 
value of whooping- cough immunization. was unknown. This 
preliminary statement has been ‘prepared ‘on account of the | 
interest shown by health authorities in the outcome of. “ these- 
investigations.: A ‘detailed analysis is now being made and 
should, be ready for publication early in 1950. | . 

Members of the Committee and the medical officers of -health 
concerned wish to record their gratitude to the many thousands 
of parents who have collaborated and are Still collaborating in 
the investigation and who,’ when control groups have been 
essential, have volunteered to take part in the ‘full knowledge 
that their children would not necessarily receive pertussis 
vaccine. 


. ROYAL 'MEDICAL BENEVOLENT FUND 


In his annual report on the Royal Medical Benevolent -Fund 
the `chdirman of the committee of management, Mr. R.' M. 

Handfield-Jones, pointsgg@/ut that the inauguration of the 
National -Health and Mational Insurance schemes does not 
mean that the need for benevolence has ceased to exist either 
within the ranks of the medical profession or outside them. 

He gives several poignant examples of distress amongst elderly 
doctors and their families. During the year-the income of the 
Fund from invested capital was £13,068, and from subscrip- 
tions and donations £23,900. A-sum of £32 000 was voted in 

relief, of poverty and distress, some of it in the form of regular 
annual grants to beneficiaries of many, years’, standing, some. in 
the farm of single grants to meet a case of illness or misfortune, 

and some again in the form of educational grants for doctors’ - 


children. The Fund has now a house near Wimbledon Com- 
mon where 12 elderly ladies, beneficiaries of the Fund, who 
were previously living in loneliness are . lodged in comfort. 
Mr. Handfield-Jones reminds the profession that the Fund “has 
never madd a public appeal; it has resisted the temptation to 
be “This Week’s Good Cause,” believing that an honourable 
and learned profession ought to be able to deal with its own 
casualties and help its lame dogs over stiles. He makes a warm 
acknowledgment of the continuing help of the British Medical 


- Association through its Charities Committee and through the 


work of its Divisions and Branches, and also that of the Medical 
Insurance Agency, which “continues, as if with a touch from a 
Magician’s wand, to present the Fund with seven-year covenants 
which magnify the gifts twofold.” The treasurer of the Fund, 
Dr. C. L. Batteson, points out the need for larger grants in 
individual cases. The former grants of £26 or £40 a year are 
obviously inadequate in present circumstances, and the com- 
mittee is in a position to vote grants of £2, £3, or £4 a week 
in exceptional cases of distress. Legacies during the year 
totalled £21,670. r 

At the 113th annual meeting of the Fund Lord Webb- 
Johnson was elected president, and Mr. Victor Riddell honorary 


. secretary. The address of the Fund is” 1, Balliol House, Manor 


Fields, Putney, S.W.15. 








MEDICAL DEFENCE UNION 


The annual report of the council of the Medical Defence Union 
to its members has been distributed recently and will be con- 
sidered at the annual meeting which is to be held at 49, Bedford 
Square, London, W.C., on Tuesday, September 20, at 3.15 p.m. 


- The report puts -forward proposals about increasing the rates 


of subscriptions. These increases are necessary, in the council’s 
view, because of the considerable: deficits in the- Union’s-income 
‘and expenditure for three consecutive years, and because of the 
probability that these deficits are due to continuing factors and 
not to excéptional misfortunes unlikely to, recur. o 

If the contention that the causes of the Medical Defence 
Union’s unfavourable experience are likely to be permanent is, 
a well-founded one, it may be surmised that no long period is. 
likely to elapse before the two sister societies follow the lead 
of the Medical Defence Union. Meanwhile it may be noted 
that the increased rates are not to apply, on the council’s. 
. suggestion, to new members during their first three years of 
membership. ‘This isa helpful concession to junior members 
of the profession. 


~ -= 
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The-Minister of Food has approved for- ‘publication a report 
containing the Food Standards Committee’s recommendations 
for standards for processed cheese. The committee recom- 
mends: (a) That ‘processed cheese be defined as cheese. which 
has been heat-treated with or without the use of emulsifying 
salts, and the fat of which consists entirely of butter fat. 
Colouring matter may also be added. “Flavoured processed 
cheese means processed cheese to which a flavouring substance 
has been added.” (b) That a minimum butter-fat content of 
48% in the dry matter, and a maximum moisture content of 
42%, be prescribed for. processed cheese ; that a minimum 
butter-fat content of 45% in the dry matter, and a maximum 
moisture content of 45%, be prescribed for processed cheese 
of the Gruyère and Emmenthal varieties. (c) That a maximum 
quantity of 3% emulsifying salts be permitted for all types of 
processed cheese. (d) That cheese spread be defined as cheese 
prepared to spread easily by the addition of one or more milk 
products, with or without the application of heat. Emulsifying 
salts,. colouring matters, and flavouring substances may be 
added. “It shall have a minimum content of 45% of butter 
fat -in the dry matter and a maximum content of 48% of 
moisture.” ~(e) That the ingredients of cheese spread be dis- 
closed on ‘the labels in accordance with Article 2 of the 
revere of Food Order (S.R.O., 1946, No. 2169). 
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WORKING CONDITIONS IN HOT AND-DEEP. 
Empire Mining Congress . 
The recent Empire Mining and ` Metallurgical Congress at 


Oxford passed one of its sessions- considering ‘the physiological 
and «psychological effects of heat and humidity in deep mines. 


. The discussion was mainly concerned with the mines of South 


Africa and India, but it was pointed out that the subject was 


becoming increasingly relevant to. British coal-mines. In.'India- 


mines have reached a depth of 9,300 ft. (2,790 m.), and, although 


. in South Africa there are.no mines so far below the surface, 


leases have been granted which will make mining to 10,000 ft. 


(3,000 m.) a possibility. In Western Europe a mine-of 3,000. ft. 
- (900 m.y would be considered deep, but-the subject was impor- - 
-tant here if recruitment to the mines was to`be unhindered ‘by | 


` 


- «uncomfortable underground conditions. , 


Dr. A.:CaPLaN spoke of ‘the psychological effects seen under 
conditions of;high environmental temperature in the Kolar gold- 


_-fields in Bangalore, South India. ~The miner subjected to high. 


temperatures, he said, suffered from mental fatigue not -only 
during the shift but after’ his work was over, and in - certain’ 
individuals this contributed to Maladjustment and anxiety and 


depressive states. The men became apathetic, careless, accident- `. 


prone, and ready. prey to the agitator. This view was endorsed 


` by the superintendent of the Mysore mine on the Kolar gold- 


field, Mr. J. K. Linpsay, who said that the miner of to-day 


- would not put up with the conditions.tolerated by his forebears. 


According to his observation the first symptom of mental fatigue. 
in the mines was.a tendency to shout; to pay undue attention to 


trifling-incidents, and to get the ‘work done: speedily at all costs. 
, .In his experience such’ mental fatigue lasted longer than physical 
” fatigue, and mental clarity was not recovered until-the follow-’ 


ing day. It had been found in the Kolar gold-field that the 


miner could, work comfortably ‘and - efficiently, at wet-bulb-. 


temperatures up to:83° F.-(28.3° C.); even at 85° F. (29.4° C.) 


_ ‘the loss of* efficiency was slight; it became considerable at 


87° F: (30.6° C.), and at 90° F. (32.2° C,) the efficiency was 


‘down to about half the normal. One, speaker said that he had 
. paid a visit to some German mines at Hamm. ‘When the ‘wet- 


bulb temperature exceeded 82° F. (27.8° C.) in these mines the 
length of the shift was automatically reduced, so there -was an 
inducement to the management to keep down working tempera- 
tures for the sake of production. Other experts declared that 


a wet-bulb temperature of 80° F. (26.7° C.). with a dry-bulb ` 


_ témperature of ‘90-95° F. (32.2-35° C.) and a moderate air 


velocity’ made extremely pleasant conditions in a mine, not 


- unlike those of'a summer day so far as temperature’ and air 
movement were concerned. Figures were given of the cases of. 


heat collapse in the Kolar gold-field ‘since the, installation’ of 


cooling plants fiye years ago.~ During the five years before the ` 


plants were started the number of cases of heat collapse was 
406, with two deaths; during the last five years.the number 
has’ been 26,-with ‘no death> > ` |” A Gy 8 

Dr. J. S. Wemer, of the Department of Human Anatomy, 


. Oxford, described’.an experiment at the City Deep mine in 


Johannesburg which. showed ‘that Bantu labourers—not only _ 


novices ‘but trainéd.. men—although they had. spent all their 


lives in a hot Climate, were less able to adapt themselves to 


conditions in the mine than were _well-acclimatized .Europeans. 
One South African speaker said that he had obtained the views 
of more than 30 experienced European foremen in the Rand 


, mines on- the question of‘ acclimatization: The majority of 


them agreed-that acclimatization could be acquired in about 
15 days ; some considered-that it could be acquired in a week. 
It was theig_opinion that after one to two weeks’ absence from 


` underground work thtre -was-a slight -loss of acclimatization 


which was recovered a few days after return, but a.significant’ 


`- loss occurred after a month’s absence.- About half the foremen 


considered that some acclimatization remained after an absence 
of three to six months. Cases of heat collapse occurred most 


` 
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frequently among men who were resuming underground ‘work - 


zafter a short remission. The co-ordination of measures to 
combat héat and humidity. and those-to combat dust presented 


a problem. With water used to suppress dust the wet-bulb' 


- 
A A z 


- 


temperature might be raised considerably, because the strata -` 


were cooled, by such a”process and not*the air. Moreover, as 
coal was broken up into’finer particles more heat from oxida- 
- tion was generated in the dust, and this could be a serious factor 
in a deep’ coal-mine. a Ee 
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M:A, (Dublin), L.R.C.P.&S.I. Foreword by William Doolin, 
RCS. (Pp. 107., - 17s. 6d.) ~“ Edinburgh: E. and S. 
Livingstone. 1949. > 5 a 


This entertaining history of the foundation and growth of the 
Royal College of Surgeons in Ireland and its’ schools gives a 
picture of the growth of surgery in Dublin. Surgery there 
followed’ the same general lines of development as in London 


_temperament: The same -progress can ‘be seen from itinerant 


. and-.Edinburgh, with colourful touches added by the Irish’ 


charlatanry. through guilds allied with the barbers and wig- ` 


“makers to a company and finally to a college. s 
In.1745, when the London Company of Surgeons -received 


‘their- charter, a society of surgeons existed in. Dublin, but no - 


systematic training was available. The foundation of the Royal 
College of Surgeons in Ireland in 1784, however, preceded that 
of the Royal College of Surgeons in London by 16 years: The 


, Irish College has from the outset taken a lead in education, and 


in the first half of the nineteenth century the College held 
classes and conducted examinations in the. preliminary sciences 


‘and in medicine as well as surgery. This responsibility was 
accepted by the English College only’ within the last quarter of a + 


century. As in London, much of the teaching in anatomy and 
surgery was.undertaken ‘by private schools like the one run by 
the Hunter’ brothers in Windmill Street, but in Dublin these 
flourished until much later, and the last two, the Carmichael 
and Ledwich Schools, were incorporated: in the College in 1889. 

‘There is entertainment as well as interest in this book. .In the 
early years of the Irish College the Dublin poor, having buried 
their- relations with -ceremony- and celebrated their interment 
with spirit, took no further interest: in the departed. The 
resurrection men, provided they observed a- modicum of 


decency, were therefore able to supply the anatomists with ` 


abundant material—so abundant that the- export of .cadavers 
to England was at one time a flourishing trade, and one pro- 
fessor was wont to illustrate his discourses on war surgery. by 


' propping a series of subjects round the lecture theatre, firing 


his revolver at them, and demonstrating the lesions that resulted. 
‘The troubled history of Ireland colours the pages. Then as 


` 


now onẹ of the chief exports of the country was medical officers 


for the armed Forces of ‘the Crown. But while many served 
in British uniform, others were fanatical rebels. William Law- 
Jess, professor of ‘anatomy, was expelled from the College in 
1799 for treason. He joined Napoleon’s army, was wounded at 
the battle of Dresden, and had his leg amputated by Larrey. 
Knowing the dangers of hospital gangrene, he mounted ‘his 
horse af- the end of the operation and. rode off to Mainz 
withott changing the dressings. ‘This js a colourful book that 
will interest any student of the hist of surgery. ~ 
-> : ` - HENEAGE OGILVIE. 
er Iama 


r 


A new.international non-governmental body, the main object - 


_ of which is to ‘co-ordinate international congresses of medical 
_ Sciences, was created at Brussels in April, 1949. 


The final 


establishment of this new organization-was: the result of much” . 


‘preparatory work carried out by a group of scientists under 
the joint sponsorship of WHO and Unesco, and it will fill 
the lIong-recognized need for a permanent organization .to 
ensure continuity and co-ordination of medical congresses. 


> 
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Pieparations and Appliances 








~ 


A TRANSPARENT “PERSPEX” PERIMETER 
A, 


described below is made from a “perspex”. half-sphére ; the 
material is colourless, transparent, and about 4 mm. in thick- 
ness. The instrument has no movable parts. J have found 
the chief disadvantage to be the formation of troublesome 
reflections if care is not taken to place the head of the patient 
between the source of light and the point of fixation. When 


the source of light is a window in daylight, or an opalescent 
globe, so long as the general illumination of the room is» good, 
image formation will not interfere with the test if the above 





position is obtained and if only one source of light is used. 
The perimeter being transparent, the point of fixation can be 
placed at any distance. Best results will be obtained with a 
` dull background. . ee 
The instrument combines the simplicity and speed of the 
clinical confrontation test with the accuracy of peri¥etry.. I 
made the instrument for 30s. The parts required are: (1) 
Astral dome, ex-R.A.F., made of perspex. I bought mine-at 
‘one of the stores selling -ex-Service equipment for 25s. ; it 
has a radius of 300 mm. (2) Piece of wood 18 by 9 By + in. 
a “(45° by 22.5 by 1.25 

cm.) (3) Two metal 

` right-angled rackets. 
(4) A piece of metal 
rod (curtain rod) 5 in. 
(12.5 cm.) by 4 in. 
(1.25 cm.} diameter. 
(5) Curtain*od fitting. 
(6) Piccat wood 
4 by 2 ¥ %2. in. (10° 
by 5. by 5 cm). 
(7) Black matt paint 
or*black cloth. The 
dome has -to be’ 
marked by „scratch 
lines indicatizs, the 
merid#ns 15 - degrees 
apart and the cpncen- 

_ tric circles. at 10-° 
degree intervals. The 

* circumferences at the 





Supporting 
block 





A 


oe 


methods of fixing 


Showing 
i - _ brackets.  ' 


1 ` 


PREPARATIONS AND APPLIANCES ` 


~ 


” to. assist fixation. The 
- perspex- can be pol- 
-ished with ordinary 


-mal limits of the -field 


.dotted -line for the 


j Se ! 
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1,8855- mm. 


— 
— 


periphery will be 2ar = 34 x 600 mm. 


: Therefore the distance between the peripheral points will be : 
j a soc age 7.8 cm ` 
e 


A _ . These intervals are marked in ‘ink on the peripheral flange 
Dr. Ceci M. Rusen, of London, N.W.3, writes : The perimeter . 


and opposite points are joined with scratch lines made with 
a needle; care must be taken that all lines pass through the 
centre. (A piece of pliable cardboard about 4 in. wide by 
half the circumference in length is suitable as a ruler.) 

. The concentric markings are made with a large pair’ of 
mathematical dividers, one end being placed at the centre, 
the other swept around the inside surface of the dome. The 
distance between the circles is equivalent to T 


The base is now taken and the metal brackets, are fitted 
at one end equidistant from=the midline; the spacing must 
be exact and they must be over 4 in. apart. The vertical 
meridian of the perimeter must be held in alignment with the 
central line of the ‘base, and in ‘this position two-marks are 
made on the flange opposite the holes in sthe supporting 
‘brackets. Holes are drilled through at these marks and the 
dome fixed into position by nut and screw (4 by 4 in. (0.3 by 
1.25 cm.) long). It is best if the flange just rests on the base. 
Surplus bracket projecting into the perimeter is sawn off. 

The chin rest is made from two pieces of wood 4 by 4 by 1 in. 


(10 by, 1.25 by 2.5 cm.); and the chin depressions are filed out. 


This rest is fixed to the curtain rod by the support shown, and 
the supporting block has a hole 4 in. in diameter drilled through 
its centre vertically. The fixing screw must be-improvised from 
1 nut and screw- with a milled head, the nut being sunk into the 
wood in line with the shaft and near the top. . 
The centre of fixation can be made from anything suitable. 
My dome had á hole at the centre and my fixation point is a 
screw-head painted white held in position by a nut and a black 
rubber tap-washer. . The supporting block can be screwed to 
the end of the base or into its top surface according to- the 
position of the right-angled brackets. The flange is marked 


‘in indian ink with numerals + in. high indicating the angle of 


the meridians according to the recording charts used. The 
concentric circles can be indicated by markings i, ii, tii, iv, v, 
vi, Vii, corresponding to 10-80 degrees; they need not be 
higher than 2 mm. and only along four meridians. The base 
is painted black or covered with cloth. It is best to employ - 
targets as used with 
screen scotometry ; 
with a pencil in one 
hand and a chart held 
in the same hand ‘ds 
the target rod, or vice 
versa, recording is 
more rapid. 

Another refinement 
is to scratch the nor- 


on the- perimeter—a 
continuous. line for 
the ‘right field and a 


left field. This will 
enable the less ex- 
perienced and occa- 
sional perimetrist to 
note departures from 
the normal . without 
making a detailed re- 
cording. ‘It is best to’: ~ 
have the central 10-° 
degree ‘area bare of -` 


- -+ ay 





metal-polish 
soft cloth, 


~ 


to: be Scratched on to 
the dome. 


and .@ ` Showing the grid 


j t 


1 - > 


} 


i 


_~ medical library and near abundant clinical material. 


'tion. 
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Correspondence 





~ Training College for Medical Teachers 


Sir,—The reading of your interesting educational number 
(September 3) stimulates me to write about an idea which I 
have thought and talked about but never aired in print—the 
training of medical teachers, at present non-existent. It appears 
that even elementary teachers are trained and exercised not only 
in the material they present but inthe method of its presenta- 
They are taught not only what but how to teach, and 
are helped in the latter by trial and helpful criticism. - As regards 
clinical medicine, undoubtedly the most difficult subject to teach 
and impart, no training is available, and teaching ‘ability is a- 


somewhat minor consideration iw appointments to a teaching ` 


hospital. Some few are wonderful teachers by innate ability, 
others are inferior and often inaudible, and probably ail 
could be improved by training and criticism when they are 
young.. . d i a - ' 
I seriously suggest the need for a school for medical teachers, 
chosen naturally from the registrar type.» Here for two or three 
months the best young medical brains in the country would 
be thrown together.- They would have courses of elocution, 
psychology, methods of teaching, logic, and sociology ; lecture 
to each other,-be taught how to speak, present slides, and make 


reasoned presentations ; and be criticized ‘by their teachers and - 


themselves in all they did. They would be taught to teach 
and how to think in the scientific method as far as possible. 
They would be endiessly stimulated by the endless talking of 
shop, with~variants of tennis, music, beer, or what have 
you.. What a glorious chance for themselves and the future of 


` medicine. i 


Such an institution must presumably be set up near a goo 

Presum- 
ably the students might be paid by the Health Service at 
their established grading, but some organization would have 
to initiate such a scheme. 


the leaders, the teachers of the future teachers ? Difficult. to 
find, but essential for success. The writers in your recent 
educational, number show that the medical profession is not 
lacking in persons of the right calibre —I. am, etc., 


London, W.1: R. D. LAWRENCE. 


t 


-o Distinction Awards 
+ s a s > » 
Sır;—Successive Governments, Coalition, Conservative, and 


a Labour, have had this in common, that -they all wished to 


_@ service unaided. 
repeatedly affirmed their faith that co-operation would be-for ` 


introduce a national health service. In these circumstances 


_ it would be difficult for any profession to resist the wish of 


the people, 
were not unanimous. There have been two alternatives open 
to those who pfactise medicine. Either we can guide and help 
the Government of the day to set up such a service, or we can 
hold aloof, leaving it to the Ministry of Health to‘ plan such 
The Royal College of Physicians has 


the good of the cojintry and for the good of the profession. . 
When the remuneration of consultants was first under con- 
sideration it_-seemed probable that professorial salaries of that 
time would be taken as a maximum. At this ‘juncture Lord 
Moran proposed in the House of Lords that the whole subject, 
should be investigated by a special committee.. The terms 
eventually proposed by the Spens Consultants Committee, and 
accepted by the Government, have justified the wisdom of this 
step. Indeed, these terms have been criticized by the Treasury 
and by other professions as unduly generous. There is good 
reason to believe that the laymen on the Spens Consultants 
Committee, who were in a majority, would not have agreed 
to these terms if seniority alone had been the deciding factor. 
They were attracted by the provision of an incentive which 
they felt would contribute to the efficiency of the consultant 
service. > ee 


I feel that the Nuffield Foundation ~ 
could spend its money in no better way. And who are to be - 


It would plainly be impossible if that profession ` - 


“ 


One of your correspondents asks pertinently, “ What.is the 
alternative?" The answer is that there is none. If the 


- consultants do not want merit awards I am sure that the 


Treasury will meet their wishes with alacrity. Let us be under 
no illusion. I speak from the book when I say that there 
will be no substitute. The money for these awards will not 
be available for any other purpose, such as_an all-round 
addition to basic salaries. It is well that the profession should 
know where responsibility lies if the considerable sum of money 
allocated for these awards is lost to consultants. Is Dr. 
F. M. R. Walshe (August 13, p. 383) speaking for consultants, 
and in particular is.he speaking for the younger generation 
who have to work the service? The Royal College of Physi- 


- cians decided unanimously to give any, assistance they could 


to the Awards Committee. The Royal College of Surgeons 
have been equally constructive. The.same action has come 
from many quarters, including Scotland. : 

I do not believe that the system of awards for merit is 
either undesirable in theory or unworkable in practice: The 
whole system of remuneration appears to me to be a sensible 
compromise between the claims of seniority and the claims of 
merit. Moreover, professional distinction will be decided in 
the future more by the profession and less by the laity. 
are of course many analogies for monetary awards: the 
prestige tof the Nobel prize-winners, for example, is not 
obviously impaired by the fact that a committee picks out 
certain men for considerable monetary reward. 

The element of novelty in these awards is perhaps the 
explanation of such criticism as has been voiced in your 
columns. . But the response of regional boards and teaching ` 
hospitals 5’ Lord Moran’s appeal for help and advice has | 
already mad plain- that the great majority of consultants 
intend to do what they can to ensure an équitable distribution 
of these awards. And J am confident that those medical 
committees which have not already met will take the same 


constructive line.—I am, etc., 


London, S.W.1. en H. E. A. BOLDERO. 


`- 


Sm,—I¥{hould like to add my support to those who have 
joined their voices to Dr. F..M. R. Walshe’s admirable protest 
(August 13, p. 383) against the distinction awards scheme for _ 
specialists. In this, as in other matters, what is important is 
that no. only must justice be done, it must plainly be seen to 
be’ donc, Any arrangement which makes it necessary for part 
of the profession, no matter how eminent, to decide on the 
fortunes their fellows is bound to give rise in some to 
bitter suspicions of injustice and nepotism, whether or not such 
suspicions have any foundation in fact. If awards retained the 


relative rarity of àn Honours List recognition they would fall - 
_ only to those whose eminence was universally admitted. But 


when every" third or fourth man gets a prize his colleagues may 
well have Recon for envy. ` i 

Having salk this, we must in common fairness avoid the use 
of such phrases as “ Nothing could be more calculated, étc.,” 
not to mention the “Nazi” methods of Dr. Katharine Lloyd- 
Williams (August 27, p. 485) and the “ Divide and rule” of 
Dr. C. C. Beatty (September 3, p. 545). For itiş clear that 
nobody has deliberately set out to produce the proba ul 


_I desbe, and the awards scheme, so far from being the 


Machiavelliau Biòt of the Ministry of Health, is: part and 
parcel àf the methods advocated by the independent Spens 
Committee, which included several eminent consultants, for 
bringing specialists’ salaries to the proper level. The Govern- 
ment gave a pledge in advance to accept the Spens report, and 
they might rightly be criticized if they had refused to do so. 
It is unjust now to attribute to them the unpleasant conse- 
quences of part of this report. We might too, if we wished, 
regard the proposals as a laudable attempt—though an 
attempt, fraught with the usual consequences of good inten- 
tions—at retaining incentive and initiative in a nationalized 
service. i - 

I believe that there is some evidence that the Government 
would ‘be glad to be relieved of the odious responsibility. of 
fulfilling its promise in this respect. But we could only expect 


¢ 


There + - 


_ 
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the scheme to be. abandoned at ie unanimous request of iie 
profession, as expressed through the Association and the joint’ 
Consultants Committee, Would such a request be unanimous ? ° 
Would those whose position or connexions gave them reason to 
regard themselves as-likely recipients of an award vote in favour 
of abandoning the scheme ?> I for one would willingly live on 


-the basic salary scale for specialists rather than take. my chance 


in a haphazard. hand-out of ‘prizes which” was bound to make 
some of my friends uneasily a and some. miserably 
disgruntled. : - : R 
I imagine that the- democratic machinery exists by which it 
could become the Association’s -official policy in negotiating to 
dispense with the award proposals, ‘either entirely or in favour - 


of some generally acceptable alternative. It is. not: part.of my > 


business here .to -state ‘what alternatives are available. Dr.. 
Walshe himself in the past’ has slipported the right to purely 


destructive criticism’ where it is justified, and nowhere was it :~ 


more justified; or more easily directed, than here. — ain, ete., 


` London, Wl. - Fe _ Daviv Le Yi 


"m 


has 
> - . mw 


Posts, Not ‘Individuals - at 


a 


Sm —The confusions andgziomalies up and down. the country 
-in the allocation of salary Tying titles are ‘due to one cardinal 


-> error—the attaching af*titles to ‘individuals .and.not to ‘posts. | 
_ This statement js’ based on actual“experience of the work of 


assessment and: appointments committees during tthe last. six 
months. The same error has set the Distinction Awards” ene 
mittee a task“Wwhich it. cannot perform equitably. 


The allőcation of titles to pòsts might properly þe based upon” 
types of hospital, of which there are four. (1)-The country or . 
cottage’ hospital: ` The staff- here is open; every general practi- 
tionersof the neighbourhood-has the right of use. The appro- 
priate title of the members of the staff is general practitioner ; 
, the salary is‘that of.their general practice; (2) The town hospital. 
” The staff is selected: The appropriate title for-all these selected 
members is specialist; the salary that of the Spens scale. 
(3) The area hospital, or hospital group.; .otherwise styled dis- 
trict or-key, hospital. The staff here is also ‘selected. The 
‘appropriate title for its members is consultant :-the salary. scale ` 
a- percentage (perhaps 20%)- above . the Spens scale. (4) The 
_ regional: hospital group. In addition to the services provided ~ 


by the area -hospital group, this group provides’ special services - 


(neurosurgical, etc} and teaching. The proper ‘title for the 
staff is consultant and teacher ; the salary that of the consultant | 
with additions for teaching duties,” 

_ This definition: of the regional ’ hospital. group assumes’ the 
merging of the teaching hospitals with others of the regional. 
centre. Such a merging would be. nothing but the correction 
of the administrative error of separating the teaching hospital 
.. from the. general scheme of providing for the sick—a correction” 
` which some boards of governors arè making voluntarily. , As 


_ an error; it exemplifies the putting-of second-things first, instead’ 


of adjusting secondary duties to the primary duty. 

Of details I mention only one. In the special” hodpitals 
_ (mental, chest) the senior member of the staff and his deputy. © 
should be styled consultant; the other members specialists or 
specialists in- training. 
takes their place. I have’not touched upon the subject of liaison- 
between ‘one: grade of. hospital and others, for its | general lines 
_can be readily drawn sI am, etc., 


Faringdon, Berks. ~. ` Doo K W. MONSARRAT. ~ 


~ 


m Ki t a, am 


ue S - _ -Mosquito Eradication: 


Sr—I have rend with great ‘interest the ‘leading: article on 
_ mosquito eradication (uly. 23, p. 222). There is one ‘conclusion 
which emerges’ obviously from the various experiments with - 
residual insecticides which. have been reported. so far from 
various parts of the “world: the introduction of D. D.T.’ and 
other similar residual insecticides has provided us with new and 
truly wonderful tools for the control of, malaria,- but these 
- insecticides, as with-all the-methods of control formerly: known, 
to be effective and economically feasible must be: applied intelli- 


se bs ~ 
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- gently—i. e., with a full: knowledge - of local epidemiological 
conditions ‘and „with“ very special reference to the bionomics 
‘of the local vector or vectors. Conclusions drawn from experi- 
ments-conducted in Cyprus, Sardinia, or British Guiana have 
a Significance which is strictly limited to the local vector and ~ 
` to’ local: decology. Generalizations in the malariological field 
are no- more warranted to-day than they were’ yesterday, mere 
the introduction of residual insecticides. 

While in the past contiol methods were principally paced! on 
.a full knowledge of the breeding habits of mosquitoes, residual 
- spraying techniques, even with the most effective insecticides, 
_ require a very thorough understanding of the feeding, biting, © 
and resting habits of the adult insects. Anthropophilic and 
domestic species are specifically vulnerable to attack by residual 
“techniques, -and eradication becomes possible. Mosquitoes 
which bite in the open and do not enter houses, on the con- 
trary, cannot be affected by residual spraying methods. Species 
with eclectic feeding habits, which attack both man and 
animals, will continue to be abundant even in spite of residual 
` treatment. : = p 


. In the necnon region A. darlingi ‘and ‘Aédes aegypti are 


strictly. anthropophilic and domestic; both have been success- 
- fully eradicated in the settled areas of British Guiana by residual 
methods only. This has ‘been accomplished under a wide range 

of environmental conditions, including the coastal plantation 
belt and localities in the forest; ‘Savannah, and mountainous 


' areas of the interior.’ This range .of conditions is fairly typical 


of ‘those prevailing- over a huge portion of tropical South 
“ America, where A.-darlingi is the main malaria vector, ¿It was 
` the knowledge of the selective biting -habits of A. darlingi 
which. enabled us to make a successful plea for the release of 
` D.DT.. to British Guiana -in 1944, when this insecticide was 
still on the’ secret. list “and ‘strictly Teserved to military use. 
thw darlingi can be taken as the prototype of mosquitoes 
susceptible to 100% control by residual D.D.T. house- 
sprayinig.. 

‘At the other end of the scale we find A. bellator, an. efficient j 
carrier in the ċocoa-growing districts of the interior of Trinidad ; 
this species breeds in the bromelias infesting the immortelle 
shade trees of the cocoa plantations. It bites in the, open and 
by day ; it never enters houses. This mosquito can be expected 
to be as refractory to residual spraying Si as it is to 
. conventional - hydrological control. 

In between these two extremes we have species which are 

only partly: domestic and’ anthropo-zoophilic in: their, biting 
habits. With. such species, of which the notorious vector 


`--A. albimanus and A. aquasalis are examples, residual methods 


can give only partial results. The transmission of malaria will 


‘probably be reduced by the elimination of individuals which 


actually enter houses to attack man, but the total species popula- 
*tion will hardly be affected. In British Guiana residual methods, . 
“limited to house-spraying, have had no effect whatsoever ‘on 
the population of A. aquasalis. 

_In this colony we’ have achieved localized eradication of both 
Aédes aegypti and A. darlingi:(the latter, it should be noted, is an _ 
autochthonous forest species) under continental conditions. The 
. possibility of - ‘Teinvasion of the area which is to-day free from 


. these mosquitoes is an obvious possibility if the periodical 


application of D.D.T. is not continued indefinitely. Yet even 
here, with: an adequate knowledge of local topographical 
oecology, it will be possible to whittle down spraying opera- 
tions to a number of strategic localities dominating the probable 
‘routes of reinvasion. “Spraying operations have already been 
closed down on certain coastal sections, where the situation is 
being closely watched -with an intensification of check* surveys. 
-We are taking advantage of such natural barriers as wide rivers, 
brackish. marshes; and belts of acid soils.with surface waters 
unsuitable for A. darlingi production. Elsewhere mountain 
ranges or stretches of open wind-swept savannah could be 
_utilized as natural barriers. Even under continental conditions 
natural obstacles“can frequently be found and exploited, but 
_ here? ‘again * the definition of such obstacles’ depends on, the 
` complete knowledge of/ the bidlogy -of the local ‘vectors and™ 
a thorough understanding of: local ayron menia conditions. 
Lam, ete., t- : alt x 

Georgetown, British Gulana. - i G. GIGEIOH. 


~ 





+ 


_. difficulty is ‘to find suitable data. 


| 
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. i Carcinoma of the Gall-bladder 


SR,—The annotation (August 13, p. 376) suggests that a deci- 
sion for or against cholecystectomy. should be influenced by 
the possibility of carcinoma developing in a gall-bladder .con- 
taining stones. As I have recently contributed to a:textbook 
an exactly opposite view; I should like to justify myself. 

When we advise an operation with an immediate mortality 
of at-least 1-2%-in order to avoid some possible disaster in 
the remote future, our decision ‘is based on probabilities and 
we must try to make a rough arithmetical estimate. The first 
Statistics of gall-bladder 
surgery tend to be misleading, bécause the patients Attending 
a large and’ famous hospital are a selected and unrepresentative 
sample. '- Standardized mortality rates are based on the -whole 


CORRESPO 


population and avoid fallacies of selection; but they are Open ` 


to serious criticism because of unavoidable mistakes in’ death 
certification, especially in the older age “groups. The least 
objectional data are thus male and female death rates at ages 
45-65, and several independent lines of argument suggest that 
the following figures from the Registrar-General’s occupational 
mortality -returns (based on the 1931 census) showing annual 
death rates per million living are approximately accurate : 


a 


Ages 45-55 Ages .55-65 
j k Married Married 
‘ - Men Women Men Women 
All causeś of death combined 11,141 7,658 23,552 16,431 
All forms of cancer combined 1,606 2,024 , 4,685 4,012_. 
Gall-stones, cholecystitis. etc. -, 37 91 111 _ 218 
Carcinoma of the gall-bladder - 10 20 | 42 ' 82 


~ 


~ If we accept your citation from Graham} that 8-10% of all 


. Bi 


, carcinomätåá ‘start in the gall-bladder we are almost. driven to 


- assume that about 90% of patients who die from gall-bladder 


carcinoma are falsely certified as dying from carcinoma of the 
stomach or colon, and that in reality the gall-bladder is one of 
the commonest sites of a primary cancer. Even Kirshbaum’s? 
figure of 3% would create difficulty. The Registrar-Gerferal’s 
figures fit in far better with clinical and necropsy experience. 
The next question is the incidence of gall-stones at different 
ages in the general population. Here we, ate compelled to 
accept necropsy figures, but these are so extensive and agree 
so well that théy should be fairly reliable. At ages over 45 
at least 5% of men and 10% of women carry stones., Most 
authors put the figures considerably higher, but as a result of 
modern austefity the incidence is possibly falling. 
_ The statistical ‘argument now runs as follows. . 
unlikely that the association between gall-stones and 


Jt is not 


vice versa. «But-let us assume that every gall-bladder-carcinoma 


isthe resuJtof -stones and that the whole incidence ofrthe `. 


disease falls on the group with Stones. ~ Then, in order to get 


carcinoma | 
‘is’ in ‘part due to mucosal changes producing stones, and“ not 
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The M.R.C.P. ao 
Sir,—The annotation’ on the M.R.C.P.` (August 6; p...327) 
suggests that “the decision of the Cdllege is one the conse- 


quences of which it does not .seem to have thought out to the.” 
end,” and goes on to predict a lowering both of the status and 


the standard of the examination. While no one who happens 
already 


is room for- doubt whether the writer of the annotation is 
not suffering from a lack of prescience similar to that which he 


criticizes in the committee when he expresses the hope that in. 
two years’ ‘time “the College will consider ‘the possibility of . 


holding, instead of the M.R.C.P., a primary ‘examination, 
possibly in conjunction with the Royal College of Surgeons, 


- 


to have achieved the membership can regard lowering. ; 
of its status or standards as anything but catastrophic,, there ~ 


as a preliminary to a fihal- examination for the F.R.C.P., say ' 


four or: five years after qualification.” i 
For were this suggestion to bc adopted what would be the 


status of the pre-1949—or even thé pre-1951—Members ? At 


.present no Member can’ become a Fellow by examination: 


and I venture_to predict that Members who had obtained their 
M.R.C.P. under the conditions which have so far prevailed 


‘would consider themselves atterly betrayed were the F.R.CP. 


to be rhade obtainable by a Sama while the M.R.C.P. 


-became obsolete or depreciated. 


The procedure which would in fact.become necessary if the 
F.R.C,P. were at some future date to be made, obtainable by an. 
examination of a-standard comparable to that of the present 
M.R:C.P. would be to elevate all’ existing holders of ‘the 
M.R.C.P. 30 the Fellowship. This would of course rob the 
F.R.C.P. of the special distinction which ‘at present-attaches to 
it as an individual honour, in that while the M.R.C.P. and the 
F.R.CS. are strictly comparable, there exists no.counttrpart to 
the’ F.R.C.P. in the officially designated hierarchy of the Royal 
College of Surgeons at-all. To maintain this differerice in 
designation appears to ‘have been the agreed policy of the 


Comitia to date. l : S 
To remark that “the method adopted by the Royal College N 
_ of Surgeons appears to be more rational and fair ” is accomment 
» which; whether considered reasonable or not, is utterly irrelevant 


a 


--M.R.C.P. which are under consideration.—I am, etc., 


the incidence of gall-bladder carcinoma in patients with stones, 


we must multiply the rates just given by 20 for men and .by 
10 for women. We can then deduce that the -probability of 
a man dying between 45 and 55 is 1.1131 in 10 if there is 
no risk of gall-bladder. cancer, and 1.1331 in-10 if there is a 
risk of gall-bladder cancer. The biggest difference’ occurs in 
women aged 55-65, where the respective risks are 1.6349 in 10 
and 1.7169:in 10. Various incalculable factors, might. alter 
these risks slightly in either direction, but all my assumptions 
have tendéd to exaggerate the benefit to be gained from 
cholecystectomy. ; j 


u 


Surely the reward is incommensurate with the immediate- - directed. 


risk. e immediate risk'is .1-2%, and the benefit between 
the ages 45 and 65 is less than 1%. A better statistical case 
could be made out for universal appendicectomy or gastrec- 
tomy. ` Life cannot be lived on the basis of sacrificing our 
working years for an intricate actuarial calculation of- an 
increased expectation of life as an old-age pensioner. The 
decision in favour of cholecystectomy must be based ‘on. a 


clinical judgment of more immediate benefits—I am, etc., , 


- ' Denys A. JENNINGS. 

REFERENCES 

1 Ann. Surg., 1931, 93, 317. bon S 
2 Surg. Gynec. Obstet., 1941; 73, 740. 
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London, E.l. 


in the present context ; for the terms of reference of’ the com- 
mittee did not’ include a consideration of the desirability of 
equating the F.R.C.P. with the F.R.C.S., thereby lowering the, 


status of the F.R.C.P. and abolishing the M.R.C.P. altogether. ` 


` 


Whether this is or-is not in fact desirable is beside the point- 


as long as it is the status, Standards, and furiction- of the 
Boston, Mass, | DAVID ‘STAFFORD-CLARK. . 


x al 


A 


l Structure and Function of Muscle - 


Sır —I would be glad of an opportunity to correct two mis-, ` 


understandings in the report (July 16, p. 160) of a paper ‘given 


tothe Section of Anatomy at the Harrogate Meeting of the . 


British Medical Association, 


The pattern of re-innervation of human voluntary miuscle. 
varies with the nature of the lesion in the main nerve trunk 


. and the severity of.atrophic changes in the muscle itself. Thus, 


- 


after a favourable lesion such as axonotmesis,-the degree of 
re-Innervation may be ‘normal and maturation is-of a high 


degree, although abnormal branching ‘is seen at the motor end- ~ 


plates. Where there is scar tissue at the site of injury of the 


herve some of the axons are obstructed and others may be mis- . 
In such cases the intramuscular nerve trunks may ° 


contain both empty Schwann tubes and others containing nerve 
fibres in varying stages of maturation. Cutaneous sensory fibres 
fail to make functional reconnexions with the muscle: 
atrophic changes in the muscle are advanced and re-innervaticn 
is delayed, the axons are seen to have left the terminal Schwann 


. tubes, and they pass across muscle fibres in an attempt to form 
~new connexions. 


s 


highest degree of re-innervation is of no avail. ; 

, Fibrillation action potentials ‘are characteristic of denervated 
muscle fibres—they are wholly independent of voluntary effort. 
One of the early signs of re-innervation of muscle is the return 
of motor-unit action potentials. In cases which’ go on to 


If the atrophic changes are irreversible the 


s 


If 
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successful - recovery these ‘motor-unit An “potentials may tolerances we. suggested. the legal limits, beyond which mineral - 

, precede probable voluntary contraction by 10 to 20 days in oils must not be present in foods. as a result-of processing. It 
cases of pure axonotmesis. In cases. where the.nerve has. been . is clear, therefore,.that to attain these limits the baking industry 

-> sutured or there is a lesion in“ cogtinuity ` with considerable. must exercise the greatest care in. using mineral oils for tin ~- 

intraneural scar they may. precede voluntary; contractions by -greasing or machinery lubrication, -and' any step which might 
several weeks or even two to threé.months. ` The appearance .. be advised’ to replace the former operation would be an advan- 
of a few motor-unit action potentials is no guarantee: of useful -tagẹ provided the harmless nature of ‘the replacement can be 
recovery ; where such recovery is taking place successive electro- , demonstrated. - . <~ 


myographic examinations of the muscle show. an increasing : A For some: time we have been: ¢ examining the use of silicones as 


number of motor-unit action potentials I am, etc., cs Ae water-repellent glazes for bread-baking tins, these materials having 


-i Ba ; Ruts E. M. DOWD. been used in America and latterly on a ‘restricted scale in this country 
- -London, W.C.1. ; : b .- 7°, ‘to,eliminate entirely the use of tin-greases whether of edible or 
‘ mineral character. The silicones are polymers containing silicon, 


_ oxygen, and alkyl radicles (R) and may be regarded as complex 


_ Headaches after Spinal Analgesia een, 
m h t i 
SIR ,—During - recent’ discussions with’ anaesthetists and olecules p ossessing ne able’ prop ene of the type , La. 3 


“surgeons ` in. this country and in „America, the problem of : k : -o aR i ji ; i 
the relief of post-spinal headaches has arisen ‘several times.. __ R-Si-O.... Si-O.... Si- 
A measuré which has been consistently . effective since 1930 | et 
has been that of the intravenous injection of 20 ml. of-30% ° R . R R ` 
: saline. It may aggravate the condition for 20’ minutes, but at When dissolved in a solvent such as solvent naphtha (the inflam- 


‘the end of half an hour the cephalalgia disappears and the - mable nature of which probably precludes their use by many smaller 
E ability, to read and to concentrate is-restored. On one or two bakeries unless some central distributing ‘and. processing ‘organization 

- occasions during the past-20 years it has been necessary to, can be created), these silicone solutions can be painted, sprayed, or 
repeat tke injection the following day, and also tó combine it otherwise distributed on a baking-tin and, after drying to remove the- 


_ inflammable solvent, are rendered hard by baking. at the usual 
with placing the- patient in the high Trendelenburg position for temperature. In this „way a thin durable glaze comprising a synthetic 
‘half an hour, but it has always succéeded.. . wees 


‘resin is created on the tin which can withstand repeated use approxi- 
- It*has proved equally effective in “persistent ‘post-traumatic mately: 200 times without renewal or carbonization of the coating. - 


headaches and also in those ‘occasional ones following a diag- We have “investigated carefully the possible absorption of the resin 
nostic: himbar puncture. `I have seen no. ill effects from it by bread baked in silicone-coated tins and have been.unable to detect 
‘beyond soreness at the point of injection when .some of the by chemical means any increase in the Proportion of silicon present 
salt has-been inserted paravenously. Miss Joan Walker (Brit. in the crust of the loaves so obtained, irrespective of the’.method of 
J Surg, 1936, 3 4, 105) wrote on the effectiveness of hypertonic application of. the silicone solution to” the surface of the tin. The 


method used was to compare ‘the:silicon content of the crust of a 
Saline in raising a fallen blood: ‘pressure ‘in spinal ‘anaesthesia, loaf baked in a silicone-treated tin with the content of the crust of 


‘and in a: pérsonal communication she told me that in the - a loaf prepared from the same dough baked .in a greased tin—the 
patients in-which it had been used the incidence of post;spinal crusts being treated chemically to convert any silicone present to 

. headaches was ‘reduced. Soi silica, followed by colorimetric determination of the ‘total silica in 
The effectiveness of hypertonic saline for post-spinal head- each case. In a series of comparisons no result was obtained which ’ 
aches was suggested by its efficacy in the persistent cephalalgia indicated a Higher final silica content in the case of loaves baked in 
of syphilitic basal meningitis. This remedy for insistent héad- tins coated with the silicone resin. ~.It should of course be borne 


in mind that bread naturally contains a small amount of combined 
. ache is so dependable and staple) that it merits being widely- ` silicon, hence the use of the comparative method outlined. 


known.—I am, etg., o RE : + ‘We have also investigated. the loss in weight of a normal silicone 
London, W.1. ae ! cee Hanon Dopp. _ film during a series of baking experiments, and the average loss per 

. 4 ja r i `a baking with very slight deviation was 0.0000006 g.-per sq. cm., or 

ks: og _ Silicone Pan G] in Bread Pro duction | « 0.00045 g. per 2-Ib. loaf tin. Even if -one assumes that the entire 


loss is due to absorption by. the loaf—which.the previous experiment 
Sir,—We are concerning ourselves increasingly with the study described indicates as unlikely—this loss would only represent a 


of the possible effects of ‘absorption | and ingestion of new i final proportion of’ approximately 0.00005% of silicone in the loaf,- 
products of. „chemical „origin finding their way into the baking 0 less than 0. 5/parts per million of silicon. It is possible that, as 
industry. It;has recently been pointed out that a food which i TRIN glaze i i ary a DERN by sharp metal, stacking of 
may be regarded as wholesome, should’make its expected contri- the tins between ba angs will cause slight removal of the coating. 
butions to human nutrition ‘and be clean and free not only. In view of the data now, put forward, and the earlier toxico- 
from harmful bacteria but also from substances which: might . logical findings reported,” we do not consider that silicone pan 
be classed'as chemical contaminants. The increasing number _ glazes in bread production involve any potential harmful effect 
of new technological, aids which-are, and‘have been, developed ` on the consumer and that the very small amount of silicon 
for use in the’ growth, storagé, and processing of food make it ` naturally present in bread is not materially _ increased by this 
necessary. for individual examination of such new. products, process.—We are, etc., 


‘W 


particularly if ingested, for both -acute and chronic toxicity. It — The British Baking Tidaitiei Research J. B. M. COPPOCK. 
is equally important to demonstrate in certain cases_that usage wSthe Royal ‘Technical Coles and - ; | H. HULS. 
` of new. materials, of which> the silicones are an -example, ‘is’ Glasgow. . A. URE. 


' "REFERENCES 
1 J. Amer. med. Ass., 1949, 140, 786. 
2 Rowe, V.K., Spencer, B. C., ang Bass, S. L., J. Industr. Hyg. Toxicol., 1948, 


- unlikely’ to lead to their absorption by the product ‘being manu- . 
factured. . In “such cases the information required is simpler, 


` inasmuch ‘as analytical procedure will suffice. without recourse -- ' 30, 332.., 

to the lengthy physiological examination which is ‘Mecessary to ~ 3 British Medical Jour nal, 1948, 2, 401. "e 8 

demonstrate the harmlessness of materials which are absorbed Statutory J Rules & Orders 614, 1949, London : H.MS.O. 

and consequently ingested. . eee Bis o ae ee yo g ye 
‘ In the. „particular instance- of silicone an RA it has ‘already | gh aes fe Da i sae ORS an 
~ been shown? on’ experimental icone pan g this substance ‘is Gravitational Ulcers of the Leg 

_very low in chronic oral toxicity. It is our view, “however, that, | ISIR Dr. "S. T.-Anning’s excellent article on the aetiology of 


“analytical evidence in a case of this type removes some ‘of the ER ulcers of the leg (August 27, p. 458) calls atten- 
_ uncertainties.in translating results on- experimental animals into tion to ‘a fact which is-not commonly recognized—the i impor- 
‘terms of ‘human metabolism .dnd that problems. generally of’ tance- of thrombosis. of the deep veins as a cause of these 
this nature require investigation by a as many diverse techniques ‘common’ and disabling lesions. c - 
-as possible.. vas ' I. cannot help commenting .on the extremely high incidence 
As a result of our. earlier work on the-use oË mineral oils] in (86.6%) of deep thrombosis in Dr. Anning’s cases, for, while 
baking, * on which we “bàsed recommendations: to the industry, I.agree whole-heartedly that deep thrombosis is a very common 
the advent of, me, Mineral’: Oil in Fovd Order* has made the causal. agent, I am sure hati in general it is not nearly so much 


+ 
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- to blame as Dr. Anning’ s figures would suggest. Certainly i ina 
-large varicose-vein clinic attached to my -service a relatively 
high percentage of leg ulcers are due to simple varicose 

.. Veins and considerably less than ‘half are associated with deep 

, thrombosis. Probably the explanation is that as a dermato- 
logist Dr. Anning does not see the majority of the varicose 
ulcers: which are quickly and satisfactorily dealt with in the 


~ surgical clinics, while on the other hand a great many of the’ 


. cases with deep thrombosis gravitate oyeninaly to the “skin 
clinics. ; ` 
There are undoubtedly thousands of cases of gravitational 

ulcers of the legs receiving “ dermatological ” treatment both 
in skin clinics and from. practitioners, and- it is refreshing’ to 
find a dermatologist calling attention-to the fact that these ulcers 

- are a problem in hydraulics rather than dermatology, and that 
infection plays little or no part in their production. It is time 
that the. profession learnt that ointments and lotions are at. ‘best 
useless in the treatment of these ulcers. I cannot remember 
seeing a gravitational ulcer’ during the last few years that had 
not been having penicillin applied as an ointment or given by 
‘injection. All ‘too often the ointment produced a “severe skin 

- reaction. 

~ Jt is good to: find Dr. Anning adding his experience to eat 
of Boyd and Robertson regarding the risk of deep thrombosis 
- when varicose veins. are injected at the same time as they are 
ligated at the sapheno-femoral junction. I know -that many 
authorities on varicose veins, such as Dickson Wright and Dodd, 
still advocate this method. I agree that severe complications 
are uncommon, and I confess that for years I myself taught 
and wrote ‘advising simultaneous ligation and injection—in 25 

~ years I remember only one personal case when deep thrombosis 
resulted—but as a consultant to the Navy during and-since the 
war and to-the Ministry of Pensions I have seen a distressingly 
large. number of cases where gross | oedema, ulceration, etc., 
followed this. practice. ` 

The treatment of deep thrombosis and its complications has 

until recently -been distressingly futile. Undoubtedly. preven- 


tion is the best treatment, and the introduction of heparin ‘and - 


dicoumarol and a proper realization of the causes of the condi- 
tion should help us to reduce the numbers of cases developing 
it. There will, however, always be_a great many patients who 
will-only be seen too late and who will already have developed 


oedema, pain, and ulceration. ‘Surely we cannot be content to ` 


offer, these patients nothing but elastic support. The problem 


is one not for the varicose-vein or the skin clinic alone but for. 
them in conjunction with the radiologist and surgeon, for | 


undoubtedly the surgical techniques of Bauer and Linton and 
©- Hardy., are giving results which more than’ justify further 
_ consideration: =L am,. etc., 

a Liverpool, 1. : , l : ` J. B. OLDHAM. 


SR Dr. ‘S$. T. ‘Manne I, 2l; Di. 458) concludes. from 

a study of 270 “unselected patients”. that treatment of vari- 
cose superficial veins is harmful more often than not. I should 
‘like to.suggest that a high degree of selection has been achieved, 
as he has collected a number of. cases who have had sclerosing 
injections without “benefit, the- remainder being cases of ‘ white 

- leg,” „which - are obviously unsuitable for varicose-vein injec- 


tion. Dr. ‘Anning gives no figures concerning ulcers healed by 


.` injections. | i 

„My. own personal- impression is that the incidence-of gravita- 
tional ulcer ‘has decreased since 1929 by at least 80%. At 
that time no practice was complete without three or four chronic 
leg ulcers, -whereas now ulcers are relatively rare. Some of 
` this improvement is due tọ better understanding of nutrition. I 
have, for- instance-seen an-indolent ulcer heal after vitamin-C 
saturation with no other treatment, but most have required 
some sclerosing injections, occasionally helped by a subcu- 
taneous ligation in our own practice. 

The only chronic leg ulcers in our practice now are- the 
really -difficult cases. If the deep veins are thrombosed’ and the 
superficial veins varicose and therefore-not functioning in. the 
erect posture, the leg is perilously close to gangrene, and tight 
bandaging is not.as a rule tolerated by the patient. There is no 
cure for ‘these cases except amputation or indefinite .rest in 
bed. They are unusual compared to the cases of ulcus cruris 


* 


t 


which heal after a, few injections, or occasionally after only one. 
I feel that Dr. Anning has been seeing.the failures and should 
study the successes before coming to a conclusion —I am, etc., 


Shipley, Yorks: os H. S. RUSSELL. 


Sir, —The abert -of gravitational ulcers is treated m : 


ungratefully by your annotator (August 27, p. 480}—“ Th 


many books and papers on this subject in the last 20 ar x 


_ have not been very fruitful ”—and more 'realistically_ by 


Dr. S. T. Anning (p. 458). Dr. Anning deals with only’ one — 


aspect of the problem—no doubt a deep-seated one—but one 
has to point out that, in the words of an eminent doctor, “ On 
the black and marigolded mud the moorhen's noisier print.” 
(On the Hill, by-John Masefield.) ae 

The condition of the deep veins is important and is easy to` 
neglect, but this problem is bound up with what one might 
term the “ soil,” and the “soil” includes “ dirt,” trauma, mal- 


“nutrition, associated diseases, stagnation of circulation: duto- _. 


phytic influences, tissue ‘Inertia, and some other unknown 
factors. In addition to the “ soil ” one must consider the- 
`“ seed,” in other words the factor of infection. This may be 


„staphylococcal and/or streptococcal—the ‘synergistic infec- 


‘ tive gangrene of skin ” described -by Meleney—the Vincent’s 
organisms associated with tropical ulcer, Corynebacterium 
diphtheriae, and some others. 

In addition to the “soil” and the “seed” the day-to-day 
and seasonal’ alterations in “climate” or weather have an 
important ` influence, and bodily fatigue or overwork and 
exhaustion must be considered. The anatomical distribution 
of small arteries to the superficial areas of the leg between 
knee and ankle, particularly the ring.a few inches above the 
ankle, have a bearing on the formation and healing of these- 
gravitational ulcers. 

It is not the knowledge or treatment of these conditions that 
is defective—as hinted in your annotation—it is: merely -the 
practical application in- general practice (and I do not blame 
general practitioners) which is defective. A short account of. 
the factors involved in the evolution of these ulcers was pub- 


+ 


lished in 1945 (Trans. R. Soc. Trop. Med. Hyg., 1945, 38, 259), - 


and a method of treatment suggested, which . proved not. 
unfruitful.—I am, etc., a a 
` Epping, Essex. eer: ' FRANK MARSE. 


~ 


. Significance of Convulsions in Infancy | 


Sm,—The article by Drs. P. W. Nathan and P. M. Ransford: - 


(August..20, p. 421) presents, some convincing statistics, indi- 
cating that convulsions occurring in infancy are likely to be the. 
precursor òf epilepsy. But surely the suggestion that any child 
having convulsions should, without careful individual study, 


_be submitted forthwith to ‘anticonvulsant - medication is rather 


drastic. Repeated convulsions, it is generally agreed, are much 


` more likely to be epileptic than those occurring singly, but, even 


when they are multiple, family history, possible precipitants, 
and the type of attack should first be considered, 

It is, perhaps, not quite fair to attribute to Peterman the view . 
that convulsions. within the first two years are of no serious 


significance. In a later. and more comprehensive communica- ` 


tion? he finds birth trauma by far the commonest cause of 
‘convulsions, single or multiple, occurring in the first month ; 
of. life. During the succeeding five months convulsions associ- ` 


ated, with acute infections take first place, with infantile tetany - 


and birth trauma as less frequent causes. From 6 months to 
3 years febrile convulsions still head the list, with idiopathic - 


epilepsy, birth trauma, and tetany a good way behind. A large-~ 


number of less common causes are, of course, cited. The out- 
look, qua fits, for the cases of idiopathic epilepsy and birth | 
trauma needs no comment, but Peterman is now inclined to` 


think that acute infection may precipitate fits. only in children ` 


-with a low convulsive. threshold, itself evidence of a hereditary 
predisposition, and this he has conned in some cases by 
the E.E.G. 

Margaret Lennox’ has made a more detailed study of febrile 
convulsions arising in early childhood. Boys are twice as com- | 
monly: affected as girls, and a family history of convulsions (not. 


.* 


— "m 


neçessarily epilepsy) is found i in nearly half the „CASES, “Among; s 
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those who subsequently developed epilepsy the initial convul- 
sion was more severe, and the incidence of birth trauma ‘and 
of positive family history much higher. The clinical picture 
is confirmed throughout by. the E.E.G., and Margaret Lennox 


suggests that children who have febrile convulsions should - 


have an E.E.G. record within a week of the attack, a month 
later, and again at the age of 3. When indicated by clinical 
and E.E.G. findings anticonvulsant drugs might usefully be given 
up to the end of the third year. This would appear a sound 
policy to aim at for all cases of convulsions in early life. -© ` 
It is commonly stated that the incidence of infantile convul- 
sions is very much less than it was a generation or two ago. 
Is there any published evidence of this decline ?_ There is, so’ 
far as I know, no reason to suspect any increase or decrease 
in the incidence of idiopathic epilepsy, and if the majority of 
early convulsions belong to that category we must assume that 
some fit-precipitants have disappeared. A fall in acute infec- 
tions is unlikely, but it may be that dietary deficiencies have 
been made good, or that more intelligent and careful’ super- 
vision of feeding has lessened alimentary upsets. Anyway, here 
would be a field for expldration, of especial interest, perhaps, 
to those who are investigating the role of metabolic factors in 
epilepsy.—I am, etc.,. 
Purley, Surrey. Š ; J. TYLOR Fox. 
REFERENCES 
1 Amer. J. Dis. Child., 1946, 72, 399. 
2 Proc. Ass. Res. ment. Dis., 1947, 342. 


Sir,—Surely Drs. P. W. Nathan and P. M. Ransford 
(August 20, p. 421) have reached their conclusions too éasily 
and swiftly. They quote a series of known epileptics attend- 
ing hospital and a smaller. group of ordinary out-patients for 
_a contrast. The former group was-almost bound to contain a 

number of “items ” which had some sort of fits in infancy, and 

the latter group is far too small, and memories ‘even of parents- 
_ are likely to be too unreliable. 
I do not know what the incidence of infantile convulsions is 


at the present date, but I do‘remember that 40 years ago, when . 


_I was in general practice near here, the onset of the ice-cream 
season was a time when I expected to be called out of my bed 
fairly regularly to give hot baths, etc., to many a baby or young 
child who had been indulged.- There were also many cases in 
which the exanthemata were ushered in by a convulsion. These 
cases never developed epilepsy, and indeed when I meet many 
of them now they introduce me to some buxom daughter or 
capable son as the man who“ saved their lives ” by a hot bath. 
Should I have kept these youngsters under sedatives (bromides, 
because we had no phenobarbitone) as Drs. Nathan and 
Ransford suggest ?—I am, etc., 


Brixham, Devon. CECIL B. F. Tivy. 


Sir,—May I be permitted to make some observations upon 
the article-by Drs. P. W. Nathan and -P. M. Ransford 
(August 20, p. 421), in which they confirm the finding of a 
higher incidence of infantile convulsions in epileptics than that 
found in the general population. In the brief space- available 
to them there was obviously no. question of a-general review 
_of the literature, but it appears to me that brevity in this case 
has created rather a false impression. To say without further 
qualification that a convulsion -within the first two years of life 
indicates that the child is an epileptic is likely to lead"to an 
unnecessarily gloomy prognosis that may well be hotly 
challenged by those with-experience of convulsions in childhood. 

Their figures are not remarkably different from those 
reported by Patrick and Levy,! who_ found 20% .of infantile 
convulsions in 500 epileptic children and only 4% in 752. 
unselected controls; nor from those of Burr,? who found a 
history of convulsions_in infancy in 15% of a large series of 
epileptics. It is difficult, however, to see how these facts alore 


warrant the conclusion “that convulsions within. the first two | 


~ years of life are to be taken as manifestations of epilepsy ” 
and that recurrence is to be expected. Surely all that they do 
indicate is the well-known fact that epilepsy very frequently 
begins in early life and often in infancy. 

The only accurate. way to determine the prognosis of infantile 
„convulsions is to follow up for an.adequate period a series of 
infants who haye had observed convulsions and see’ whether 


` 


` - 
r 


‘on these lines has been published by Thom.’ 


Iam, etc, / 


A most searching investigation 
In 395 children 
with infantile convulsions only 12% developed epilepsy, while 
the incidence of epilepsy in 8,000 unselected children was 1%. 
From this it is fair to conclude that there is an increased chance 
of epilepsy in those with infantile convulsions as a whole, but, 
while 88% of: these children remained free from further fits 
during the period of observation, it is scarcely legitimate to 
dub them all epileptic, let alone to treat them as such. 

The whole argument depends obviously upon what one means 


in fact they have any more: 


by epilepsy.” I have tagen it that the authors have used the 


term in the usual sense of a chronic convulsive disorder 
characterized by recurrent convulsions and the strong likeli- 
hood of subsequent mental deterioration. This concept is con- 
venient and time-honoured, even if aetiologically unsound. 
Nevertheless, taking this definition, it is certainly not true that 
most children who have an isolated convulsion at the onset of 
an acute infection are “epileptic.” On the other hand, the 
convulsion appearing “out of the blue” and.unaccompanied 
by acute illness is very much more suspect, while repeated con- 
vulsions should always be regarded as potentially epileptic.— 


ROBERT A. SHANKS. 


Glasgow. 
‘ : REFERENCES 

IJ. Amer. med. a: ve 82, 375. - 
2 Arch. Ped., 1922, 3 3. 

3 Amer. J. Psychiat, Your 68, 574. 


*, In addition to the above letters and that from Professor 
R. S. Illingworth and Dr. S. A. Doxiadis (September 3, p. 547), 
letters criticizing the paper “ Significance of Convulsions in 
Infancy,” varying in detail but similar in substance, have been 
received from Dr. C. Elaine Field (London), Dr. N. Malleson 
(Ipswich), Dr. A. Lewis (London), Dr. A. A. McInnes (Welling- 
borough), Dr. D. Pyke (London), Dr. N. F. Elliott Burrows 
(London), Dr. J. B. Metcalfe (London), Dr. S. G. Siddle 
(Malton), and Dr. J. C. R. Morgan (Lliantrisant)—Ep., B.M.J. 


Tuberculosis in European Voluntary Workers 


Sir,—In the course of routine clinical duties among the 
population in an extensive and fairly representative area of 
the West Riding of Yorkshire I have been astonished by the 
number of cases.of pulmonary tuberculosis which have been 
discovered among European voluntary workers who have immi- 
grated to England during the past few years under the Ministry 
of Labour schemes. 

It may well be that this ‘finding is a mere impression on 
my part and one which may not be substantiated by detailed 
statistical investigation. Yet it is rather alarming to note that 


` some at: ‘least of such new recruits to British industry have never 


had an x-ray examination prior to their acceptance for employ- 
ment in this country, and others who claim to -have had such 
an examination have, demonstrable pulmonary infiltrations when 
examined within a few months of arrival in Yorkshire. 
‘Clearly there is no room in this matter for political prejudice 
or parochial nationalism, but it must be borne in mind that one 
tuberculous E.V.W. may easily saddle the Exchequer with a 
bill for over £1,000 for his treatment and for the maintenance 


‘of his family during his stay in an institution and subsequent 


rehabilitation. The whole situation is even more- perplexing 
when it is recalled that both the Canadian and South African 
Governments insist on the most rigorous health qualifications, 
including the- production of a chest radiograph by all prospective 
British immigrants. ‘Apart from the financial aspect of this 
problem, the further danger of introducing a new and perhaps 
more virulent strain of the tubercle bacillus among the 
indigenous population of this country may prove to be some- 
„thing more than mere academic speculation (see Mr. Walter 
Elliots paper in the Journal of August 6, p. 297). 

` Finally, while conceding the need for additional sources of 
manpower in the current export drive, every effort should be 
made by the Ministry of Labour or the appropriate Govern- 
ment agency to introduce the highest possible health standards 
a all European workers recruited tor British industry.— 

am, etc., 


Halifax, 


t 


BERTRAM MANN. 
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Torsion- of Normal Fallopian Tube 
Sirn,;—May I record a further case of torsion of an apparently 
normal Fallopian tube ? 2.7 

In June, 1947, I was, called to see a woman of 48 (para 2) with 
severe lower abdominal pain, this being her fourth attack of similar 


pain in twelve months. Each attack had lasted about twelve hours. 
On examination, a tender swelling, estimated to be 1} in. (3.75 cm.) 


roe 


in length, was palpable in the left fornix. A diagnosis of twisted / 


ovarian cyst was made, and at operation the left tube was found 
to be swollen, black, and twisted on its mesosalpinx. The ovary 
was not involved, and there’was no obvious reason for the torsion. 
The other tube and both ovaries were normal.” 
—I am, etc., 
Southampton. ~ _ 


„r 


¢ 


RAYMOND PURVIS. 


‘-  . Growth’ of Foetal. Head 
Sir,—I have read the letter on this<subject by Dr. A. G. 
Murray (August -13, p. 387). 


“have estimated foetal maturity on the assumption that the 


‘ will have increased by about four-tenths of an inch (1 cm.).— 


foetal skull grows at a constant rate during the last month of 
pregnancy. `I have probably made over a thousand of these 
examinations since Reece’ described his method in 1935, and 
my impression that this method is of definite value has, gained- 
strength through successive years—particularly so-in the last 
six hundred cases, in which the proved accuracy of the vertical 
shift technique” has contributed to the precise measurement. of 
Reece’s greatest circular section. Reece based his calculations 
of foetal maturity on the work of Calkin, who showed. that the 
diameters of .the head are proportional to. the length of the 
foetus. z E E 

Proof of growth in the last month is difficult if cephalometric. 
results are not accepted as reliable evidence. Clinical measure-.’ 
-ments immediately after birth are apt to be upset by moulding. 
If the foetal head does not grow during the last month cephalo- 
metry at the 36th and 40th weeks would give similar results. 
This is not so in my experience. The greatest. circular section 


~ 


I am, eté.,- å 3 
' Reading. ~ > , - PAUL CAVE.. 

: REFERENCES ; 
‘“1 Proc. R. Soc. Med., 1935, 28, 489. 
_2 British Medical Journal, 1943, 2, 196. 
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‘ Haemorrhage into the Spermatic Cord 
Sir—The following case was erroneously -diagnosed ‘as a. 


` strangulated hernia’ by two independent doctors of experience. 


On April 26,1949, a boy aged 13 was playing football and, while 
running, he became aware of a slight pain in the left groin not 
associated with any injury at all. During the next five minutes the 
‘pain increased in intensity „until it became fairly severe but not 
excruciating. He cannot remember, whether he ran abbut or remained 


_ still during the time when the pain became more severe. At this time’ 


he noticed that a lump had developed in the groin. 

After an hour the pain diminished gradually and he was able to 
‘sleep that:night, but was aware of the pain on awaking next morning. 
‘His doctor was’ called and, finding a- tender .irréducible Jump with 
‘no impulse on coughing, he diagnosed a strangulated hernia and sent 
the patient into hospital with a letter which read, “ Though not 
appearing typically like a hernia I think it is one.” This diagnosis 
was: substantiated by the doctor who saw the boy on admission’ to 


~- “hospital. 


aT 


_ region.—-I am, etc., 


A 


At operation-on the next day (April 28), the lump was found to 
be due to swelling of the spermatic cord, which was black in colour 
throughout its length. -Torsion of the ‘testicle was suspected and the 
tunica vaginalis openéd, but the testicle and epididymis were seen to 
be quite normal. ‘The coverings of the spermatic cord were then- 


divided and the entire cord was found to be infiltrated with blood ` 
- clot.: This was gently swabbed away with dry gauze, but the bleeding | 


and was not discovered. There was 
no hernial sac. The wound healed: by primary, union and recovery 
‘ x AE ES aes k t 


kaad 
o 


bva 


examination and can cause the surgeon to. suspect a torsion 
‘of the testicle at operation. It should 


Like ‘the late R. E. Roberts, I. 


4 


o 


differential diagnosis of surgical -emergencies of the inguinal - 
~ F t ss, 


CHARLES MACLAy. - 


o 


Boston; Lincs, ` 
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Stress Incontinence in the Female 


- SR, —I have - followed the correspondence on this subject 
with interest. So far none of your correspondents has pointed 
out that this condition may be a neurotic manifestation simply 


-and solely, due to neither anatomical nor organic neurological 


causes. To attempt to cure such a case by any form of 
operation would be as likely to be followed by permanent cure ~ 
as an attempt by a thoracic surgeon to cure the air swallower 
by slinging up the oesophagus. . = i i 
Non-realization of this may lead to. one- of the most worth- 


while operative procedures, ‘the :cure.of stress incontinence, . - 


coming into unwarranted disrepute.—I.am, etc., a 


| TERENCE G. ROBINSON. 


t 


East Boldon, Co. Durham. 
i : 


b 


ae 


Dermographia- 

_Sir,—A case of dermographia came under my_care recently, _ 
and the following particulars may interest your readers. 

The patient, a nurse, consulted me on December 16, 1948, 
suffering from dermographia which she had had for several 
months. Her skin was extremely sensitive: to the touch—a 
thumb-nail drawn lightly over, the surface causing a weal to 
come up almost immediately. The weal took about five minutes 
to come up, during which time intense’ pain was experienced, 
but this passed off as soon as the weal was fully formed. Such 
simple’ movements as crossing her legs, combing her hair, or 
even lying in bed caused these weals to come up. - In conse- 
quence of this she was becoming very debilitated and nervous. 
She found hot baths relieved the pain, although the friction of 
the towel while drying herself again aggravated her condition. 

She had previously had desensitization tests, which . proved 
negative. This was followed by a course of peptones and later 
by typhoid shock treatment, neither of which gave her any 
relief. ` She was then put on a milk diet.with calcium injections 
and hydrochloric. acid by mouth, without result. While under - 
this treatment in hospital she lost a stone (6.3 kg.) in weight. 
After ‘a period of four months there was no improvement. One 
of her fingers became infected, and she was treated with 
penicillin. The result of this was a further aggravation of her 
condition. Jt was at this stage that she consulted me. 

A radiograph of her chest was negative. The only possible 
focus of infection which could be found were her tonsils, which 
were enlarged and pitted but which had been passed as satis- 
factory during the time she had been in hospital. With a view 
to improving her general health and sedating her nerves I 
decided to try to build up her general condition by a simple 
tonic containing: lime, phosphorus;:and iron, phenobarbitone 
gr. + (32'mg.) t.d.s., and general ultra-violet-light treatment. 
She had six general ultra-violet-light treatments before the 
end-of the year, and these’ then stopped for five weeks. She 
received them again every other day in February for nearly 
four weeks, and she had a further three treatments in the - 
middle of March. On April 1t she reported that she still had 
a very little dermographia,: but.,there was «no further burning 
and her ‘general condition had improved considerably. : 

On further consultation with a nose-and-throat specialist her 
tonsils were removed as ‘being a possible focus of infection,~ 
and early_in May she had returned to full duty in hospital 
(being 4. sister in charge of a ward) completely relieved of her 
symptoms. i i ` ; 

_ This case is interesting, demonstrating as it does the remark- 
able .effect of ultra-violet light on this condition, which had 
resisted various forms of treatment. In addition it is important 


in such cases to make sure that any doubtful focus of infection 
is eradicated.—I am, etc., 3 


W. GORDON RICH. 


-_ 


Production' of Dental Caries 
Sir,—I was most interested in the article by Dr. P.. Pincus 
on the production of dental caries (August 13, p. 358),.and I 
found his-logical reasoning as he took it step by step, smashing 
the lactic’ acid theory on the way, quite fascinating. ` While 
appreciating the considerable research he has done in‘ this con- . 


- 
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nexion, it is difficult to agree with his final BeA in which aF l 
he points out that certain Gram-negative‘bacilli in the mouth ce POINTS FROM. LETTERS 
are the cause of. caries in that they release sulphatasé, which Di stinction. Aeae ci 37 2 


acts'on one of the*organic compounds of dentine and enamel eee ae 

_ proteins, liberating sulphuric aac, which attacks - the calcium meo RR rE N A oron A W.3) writes: I Guin: 13, a 383) 
salts. 1 ` under thé heading “ Distinction Awards.” I look upon Dr. Walshe 
At first sight the cause of, caries seeris to- have been found; - as one of the few sane men still to be found in’ our profession, and 
but on second consideration the actual cause seems as obscure one after my own heart in that he fears no man, minister, or presi- 
as ever, and what Dr.-Pincus has described is the probable - dent. I still have a letter. written by him and termed “ The Common- 
chain of events after the cause has been set in motion. What place Mind,” which was published in the Journal of February 28, 
the cause is, Dr. Pincus admits earlier in his article, is unknown, 1948 (p. 407). .No more devastating and dignified answer to the 


X ce d- present Minister of Health’ was ever penned: Let us hope with Dr. 
P ets pagel Bas eee d re fa" hot oe Walshe that.if nothing elsé can kill this irrational affair stone dead a 


“before thé sulphatase can act on the tooth it would seem ~ °35° of the ridiculous will put an end to the Distinction Awards 


R r i - ee Committee. : ; 
that initial hydrolysis of the protein (of the enamel and dentine) oo a 


must take place ; it is not known at „present how this „initial 
reaction occurs.’ 


Pid 


os Ockham’ s Razor”. 


_ Dr.. R. E. REWELL (London, N.W.8) writes : piofessor A. P; 
When we discover. what causes this initial hydrolysis of Thomson (July 30, p. 243, and August 6, p. 300) does not appear to - 
_ enamel and dentine proteins we shall have discovered the cause recognize “ Ockham’s Razor ” as a fundamental principle of logic, 
“of caries. Until then it is erroneous to ascribe the cause tO. and as the reason why more than one disease process should not be 
the presence of certain Gram-negative bacilli in the mouth, as invoked. to account for any multitude of symptoms and signs 
these only exercise their effect after the process of decay ‘has presented by a patient unless it is necessary to do so. The whole 


-started.—I am, etc, — . - trouble would appear to be what is meant by “ necessary,” and Pro- 
À ' - 4 fessor Thomson does well to protest against the dead hand of 

Slough, Bucks. ©“ , ~ =. AL. TUDOR EDMUNDS. tradition paśsed on by a succession of registrars who have never heard 

~ - ~ ~n ă of so out-of-date a teacher as William of Ockham (or Occam). He is 

ra - + More recent than Aristotle, as the Dictionary of National Biography 

| “Death after Neostigmine Injection gives the date of his death as “ ? 1349,” but both of them would join 


with Galen in condemning any uncritical perpetuation of their ideas.— 

- Sir,—The_note. by Professor R. R. Macintosh (May- 14, 5 p. 852). Even to-day medical men do know the names at least of the Roman 

and the letter. from Dr. J, Clutton-Brock (June 4, p. 1007) on the and the Greek, but their own countryman has sunk into complete 
‘subject of sudden ‘death following the injection "of neostigmine ` darkness: For the sake of any of the uneducated who may still be 

recall the details of the following case., interested, here is Ockham’s`™ razor”: Entia non sunt muiplicanda 

The patient was a deeply jaundiced baby of 7 weeks, admitted - P” aeter necessitatem. 

to hospital with a provisional diagnosis of congenital atresia of 

the bile ducts. At 1 a:m. on April 22, 1949, it-was said to A Population Policy 

have “frothed at the mduth -and ‘gone cold ” in the ward. It >` Dr. Jon A. McCrusxre (Perth, Western Australia) writes: Your 

recovered from this attack after.excess mucus was removed ~“, leading article on a population policy (June 25, p. 1127) largely 

by sucking.’ An- intravenous ‘saline drip-was set up before ` endorses the findings of the Royal Commission. Yet there is one 


: : h d d : d thr t question the Commission has not-answered. You State, ‘‘ We must 
operation at 2 p.m. the same day, and continue oughou rely, given reasonable social conditions, upon instinctive desires for a 


Induction was by. means. of open-mask ether, followed by a - family. . . .: But the ‘ reasonable social conditions’ are fundamental. 
' dose of 0.7 mg. d-tubocurarine (body weight of the child being Broadly they fall under two headings: (1) financial assistance or relief 
6 lb. 74-0z.=2.9 kg.) injected into the tubing of the drip. After and (2) services for the special benefit of children and mothers:’” If 
20 minutes-a further dose.of .0.2 mg. was given and anaesthesia this is true, why have the best-off families the smallest number of - 
continued, with ether and oxygen. Relaxation was.adequate, '' children ?° The answer is that excépt in the case of extremely strong 
and the operation lasted one and a half hours. Respiration and -personalities instinctive desires for a family are incompatible with 

modern material comforts. .. . The fact that the birth ‘rate rises 

‘ pulse were satisfactory throughout. 


i d with-thė extenuating conditions of war is good evidence that some 
At the completion of operation, as the child was being Moved. factor other than “ reasonable social conditions ” is “ fundamental.” 


about for the application of the bandage, 0.25 mg. of “ prostig- . Anyone who cannot follow the inhibiting effect Be fear and comfort 
min” and 1/300 gr. (0.22 mg.) of atropine were injected into, - can at-least realize that the poor -have the teast fear of loss and, as a 

- the tubing.. The patient collapsed forthwith, the heart-beat: Tesult,. -the biggest families. 
being inaudible and the respirations.absent. The usual remedial 


f 


measures of artificial respiration, inflation with oxygen, and the Pevchousnle Rheumatism - 7 i fo - 
‘injection .of .0.5 ml. of, nikethamide were -of, no avail. .Post-- Dr. W. A. ‘O’ConNOR ae ineswititord, Staffs) writes: While it may 
Mortem examination révealed no abnormalities ‘other pan M the be admitted that the paper on psychogenic rheumatism by Drs. 
congenital: one at ‘the ‘site of operation HT am, .etc., _: William Tegner, Desmond O’Neill, and Anna Kaldegg (July 23, 
i p. 201) presents certain dangers inherent -in the splitting-up of all 
Sydney. Be ety TE Ly as Marie HILL., | hitherto ‘accepted classifications, it cannot be but a step in the right 


ge ae a direction: To the general class of reader it may well appear to be 

=: 8 a revolutionary step; to the newly orientated psychiatrist, to whom 

= ‘An Antibiotic of Wide Range a .. psychodynamics is an accepted concept, the subject matter is nothing 

startling. He will feel grateful for this contribution, even though 

Sm,—Your leading article (August 27, p> 477) on the valuable he’ may feel, as I do, that we have entered only upon the first stages 

therapeutic properties of.“ aureomycin”’ states that the drug is of an intensely interesting pilgrimage towards a wider understanding 
now being used on an enormous scale in the U.S. A., and ends of human psychosomatic aberrations. The-authors of this paper have .. 

with the sentence: “The task of those who have to decide how - shown the true pioneering spirit. , So have those who were instru- 

many precious dollars to spend on this new antibiotic and how mental in helping them and to whom they have acknowledged their 


indebtedness. And I, for one, praise the Editor of the Journal for 
a ee such supplies as. Teach i “country: can. be no having courageously set the te amongst the pigeons. 
asy on 5 


The inference appears ‘to be that the E of the diae : 


‘available i an this country, is limited to SOIE exte nt by the dollars Dr. Fr. KLEIN (Bratislava, Czechoslovakia) writes: With wer 
available for its purchase. If this inference is correct, then it to Dr. G. M. Barrett’s report (August 6, p. 319) on a case of haemat- 
seems a most opportune time to express the hope that the flow emesis following intraduodenal ‘Tupture of aneurysm, I described, 
of this and-other life-saving. drugs will be made as immune  togéther with A. Bárdos, a similar case about a year ago (Schweiz. Z. 
from the effects of sterling-dollar crises as is the two-way flow . Path. .Bact.,' 1948, 11, 387). In this an atherosclerotic pseudo- 
of medical ideas and information I am, etc, 3 aneurysm- of the aorta ruptured into the descending part of the 
3 ; ee vauri ', ~duodenum (2 cm. beyond Vater’s papilla) in a man aged 61. No 

Rodtrevor, C Co. Down. ye ae Tt, J. A. FISHER? . signs of syphilis were found. 
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JAMES FERGUSON, CBE. MB. D.P.H. 
Dr. James Ferguson died on August,27 after a painful 


illness borne with quiet courage. As was fitting, he received” 


in his illness the skilled ~medical and nursing care of 
` St. Helier Hospital, which is a monument to his services 
for the people of Surrey as County Medical Officer from 
1929 to 1946. “ Fergie,” 


became even more attractive as he grew older. 

- = ‘ _ James Ferguson was born in 
Muckamore, County Antrim, 
in 1879, and received his 

‘ education at the Royal 
Academical Institution and 
Queen’s College, Belfast. As 
an undergraduate he was 
president of the Belfast Uni- 
versity Students’ Union. He 
obtained, -first of all, an 
honours degree in classics at 
his university with the inten- 
tion of. entering the higher 
Civil-Service. Throughout his 
life he retained his intense 
love of the classics and deep- 
ened his appreciation of litera- 
ture. 





_ ‘Elton & Fry, Lrd. 


lously considered and models of literary art, bore the hall- 
mark of a cultured mind. But his career was not to be in 
the Civil Service; for illness supervened and he did not 
pursue that course. He turned to medicine and graduated 
. in 1908, later adopting public health as his specialty. It 


was a happy decision, for he lived to adorn the. specialty of: 


his choice. -But in whatever branch of medicine he had 
practised Ferguson would have been successful, for not 


-only did ‘he acquire the highest academic distinction and. 


a quiet philosophic approach to his problems. but he 
possessed in large measure the qualities of human under- 
standing and sympathy for others. They endeared him 
to all with whom he came in contact; indeed, it can be 
said with complete assurance that he had no enemies. 
Perhaps -his most. effective work was done in the com- 
mittee room and through his multifarious reports on all 
aspects of the public health service of the Surrey County 
Council, to which he came after a distinguished career.as’ 
Chief Assistant. County M.O.H. for Lancashire, where he 
served under Dr. J. J. Butterworth. For. these high public 
health offices he had undergone excellent preliminary train- 
- ing throtigh House appointments at his teaching hospital, 
_ followed by several yedrs in general practice in Rochdale 
under:a great general practitioner, Dr. Bateman. Ferguson 
also held an appointment for several years in a mental hos- 
pital in Gloucestershire, where he laid the foundation of his 
considerable general knowledge of mental hospital admin- 
istration, which played such a great part in the building up 
of the Surrey County Council’s combined hospital service 
_in which the mental hospitals and the general hospitals and 
sanatoria all came under the: county medical officer as 
their administrative chief. Under his-guidance this system 
was to prove an efficient prototype of the close association 
‘now being attempted under the National Health Service 
between mental hospital and general hospital services. 


Obituary Be 


as he was known to a vast number . 
_ of-friends, was an essentially lovable and gracious person. ` 
He had courtly manners and a handsome presence which 


Cultured in the widest- 
sense, ‘his many -reports on public health affairs, meticu- - 
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In committee and through his written reports he exercised 
great influence, not alone because of his wide knowledge 
and high intellectual ability; which, with his characteristic 
modesty, he always underestimated, but also because of thé 


thoroughness with which he prepared his work and his. 


elegant and scholarly English. His delightful Ulster accent 
added to the charm of his expositions. He had a marvellous 
memory, and wie recalled accurately the surnames and 
initials of everyone* he met in the course of business. 
Though unsurpassed in skill in debate in the comparative 
privacy of the committee room and in‘the preparation of 
written reports, he was-inhibited, by a diffidence and shy- 
ness which were attractive features of his character, from 
showing to, the best advantage when speaking in public. 

Ferguson’s visible monument is St. Helier Hospital. .But 


even more important to those who worked under him (and - 


the numbers of those now holding high positions, both. 
medical and lay, in the public health service who have been. 
Assistants to Dr. Ferguson is legion) is that for 18 years, 
as a natural consequence of his personal character and also 
his deliberate policy, he maintained in the Surrey County 
Council’s public health service a harmonious team. He had 
the necessary attribute in a chief of being content to see 
his assistants- given their-full share of credit for the work 
of the department. - Reference must be made to his steadi- 
ness and courage, both moral and physical, throughout the. 
difficult war years, when, moreover, he insisted on taking 
his full and jheavy share of night duty. Itis impossible to 
estimate how much his conduct did to keep his staff unper- 
turbed-so far as possible during the vicissitudes of the years 
between 1939 and 1945 when so much was laid on local 
government departments. He felt bitterly the loss of what 
should have been the years of progress between 1938 and 
1946, but such feelings did not turn him aside from his 


immediate duty to see that the work of his department and . 


its share towards the war effort went on unimpeded. He 
had indeed a natural and simple pride because he had the 
opportunity to play such an important part in maintaining 
the essential services of Surrey county throughout these 
war years. Few who knew him as the embodiment of 


physical and mental vigour, working all the hours that a, 


man ‘could possibly work,-realized that before the 1914-18 
war he had a long and serious illness, from which. he made 


a complete recovery but on account of which he was refused, 
. to his great humiliation and despite numerous attempts, a © 


commission in the R.A.M.C. in 1914. 

‘ The main energies of James Ferguson were always 
devoted to the service of his employing authority, but, busy 
man though he was, he managed to fit in a great amount of 
work for the Society of Medical Officers of Health, the 
` Association of County Medical Officers, the Royal Sanitary 


‘Institute, and the British Medical Association, in each of 
` which he held a very distinguished place. 


He was a 
member of the departmental committee on partially sighted 
children between 1932 and 1934, and a member of the 
committee dealing with the’cost of hospitals and other 
public buildings between 1933 and 1938. The latter com- 


mittee played no small part in turning his thoughts in the | 


latter period of his office so much to hospital affairs, but 
he maintained also the closest association with the school 
medical and child-welfare services and with the work of 
his colleagues, the district medical officers of health in 


Surrey, with whom he held the happiest ea —' 


W.G.P. 


Sir Andrew Davidson writes: The paige of James 
Ferguson, affectionately known as Ferguson of Surrey, 


removes another of the great medical officers of health of ` 


the past generation. My friendship with him extends over 


a 


d 
+ 
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20 years, strengthening with the passing of time ; “and with 
it came .an ever-increasing appreciation of his influence: in-: 
public health. So intuitive was his selection of. staff, so 
inspiring and encouraging was his leadership, and so prac- 
tically sound ‘was the training he gave. them that many of 
his young men now occupy high positions in the public 
health service. He was loved and respected by them all, 
and later they-often turned to him fgr guidance and help ` 
that was never refused. ‘ Ferguson came to Surrey from 
Lancashire-in 1929 to take over from Professor E. W. Hope, 
of Liverpool, who had been acting county medical officer 
for some nine months. Those were difficult days in the 
history’ of public health in Surrey. Two main, influences 
conspired .to create new problems—the transfer of Poor 
Law functions to the County Council with the consequent 
need for reorganizing the hospital service, and the rapidly 
increasing population with the need to develop the existing 
health services. Ferguson threw himself whole-heartedly 
into the solution of these difficulties ; and, with his capacity 
for reducing the most abstruse problem to its simplest form, 
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“services were built. 


Misean TouniaL 603 
Dr. F. Hall writes : News of the death of James Ferguson 
-was received: with great regret pi his friends- and- former 
colleagues in Lancashire, where he spent the earlier part 
of his public health career. From 1920 until his appoint- 
ment as county medical officer for Surrey he- occupied the 


-post of chief assistant medical ' officer to the Lancashire 


_ County Council, a period during which the health services 
of that county were actively developed. Intellectually bril- 
liant and endowed with:a clear and constructive mind, 
Ferguson exercised an important influence on this process 
and helped to'lay the sound foundations upon which the 
Those of us who were in thè service 

at that time will long remember not only his friendly and 
helpful counsel but also his thoughtful and discerning views 
upon major social and health problems. Large numbers of 
the more unfortunate members of the community he served, 
particularly the blind and crippled children, also owe him a 
debt of gratitude for the thorough and sympathetic manner 
in which he exercised his administrative functions in arrang- 
ing for their welfare. The public health services and the 


the background of his experience in Lancashire, his’ unspar- ‘medical profession have lost an honoured and valued 


ing energy, and the confidence which an enlightened county 
council had in him, the county health services were slowly 
built up to be equal to the best in the country. Ferguson’s 
reputation as a leader in public health was established and 
the inevitable followed. He was a first choice for innumer- 
able committees on health affairs ; ; indeed, no such com- 
mittee was complete, particularly those concerned with 
“hospitals, without the name of Ferguson of Surrey. A cata- 
logue of-the committees on which he gave such valuable 
advice and guidance would be too lengthy to include here. 
But his help was also sought by éxamining bodies for the 
D.P.H.: he was examiner for London and Manchester 
Universities and for the English Conjoint Board. 

- One project to which Ferguson gave much effort was the 
development of the health services of the great L.C.C. 
housing estate at St. Helier. The provision of a first-class 
school health service, a health centre for the local preven- 


‘terms “ careful-” and “ deliberate ’’for “ 


member, one who at all times maintained the highest ethical 
standards of medicine in all its varied relations, 


W. T. WARWICK, M.B., FR.CS.° 


Sir Gordon Gordon-Taylor writes: Some years ago J wrote 
of a distinguished Australian surgeon that he was “a man 
of few words, a-flair for diagnosis, and a sharp knife ” : 
these words would not inaptly describe my old friend and 
colleague, Turner Warwick, with the smbstitution of the 
sharp.” Warwick, 
whose obituary notice was printed in the Journal of 
September 3 (p. 549), was never an architect of talk, not 
that he was unready to take part in any discussion that was 
for the benefit of his patient or on a subject upon which 
he entertained strong views, but he was not publicly dis- 
putatious, and I imagine that he felt the strain each time 
he was compelled to participate in open debate. His diag- 


tive services, and a new hospital were only parts of that -nostic flair was extraordinary: he was the first, or at least 


scheme. In‘ particular, he was justly proud of St. Helier 
Hospital. Tribute has been paid in naming the nurses’ 
home of that hospital “ Ferguson House.” He was proud, 
too, when he was made an Honorary Physician to the King 
in 1941 ; he felt it was one of the bighest honours in the 
profession—and it was richly deserved. Later be was to 
receive further recognition in. 1946, when he was created a 
C.B.E: 
ledge that he had been the architect of the efficient and 


extensive health services of the county which he served so `’ 


well. So highly was Ferguson’s knowledge, experience, 
and administrative ability appreciated that he was not 
allowed to retire at the end of his‘service in Surrey. He was 
offered a temporary appointment as a principal medical 


officer at -the Ministry of Health: he accepted and, with the - 


highest commendation from those whom he.served there, he 
continued to give of his best. Unfortunately, the last two 
years of his life were darkened by an insidious illness which 


hé bore, with fortitude, to the end.. Few, if any, knew that 


he was ill; he suffered in silence lest he should worry his 
friends. When I saw him two weeks before the end it was 
clearly evident that he was resigned to the inevitable. 
Indeed, his ‘Good-bye ”' was an emotional moment not 
‘readily forgotten. 
The passing of James Ferguson will leave a gap in many 
places where his friendship was cherished, and his wide 
circle of friends will offer to Mrs. Ferguson, his daughter, 
- Doreen, and the two grandchildren their deepest sympathy 
in their irreparable loss. « m 


» 


But his greatest satisfaction came from the know-. 


one of the first, to make. the diagnosis of a ruptured 
oesophagus ; ; he tentatively formulated the startling diag- 
nosis of actinomycosis of the rectum in a patient of the 
writer’s, subsequently confirming its accuracy by demon- 
strating the streptothrix fungus on numerous occasions 
before the patients death; he unerringly diagnosed a 
haemorrhage into an intrathoracic goitre in a colleague, 
when all others in consultation took the most sinister view 
of the case; it is even alleged. that he suspected the rare 
affection which terminated his own life. 

His work and outlook bore the impress of his dis- 
tinguished senior colleague, William Sampson Handley, 


‘and this contact, together with the years of nurture in the 


Bland-Sutton Institute of Pathology, perhaps inculcated in 
him a livelier Lucretian interest in the nature and cause of 
things than in the technical correction or ablation of human 
affections and ills, perchance sustained by Cromwell’s hope: 
“To be a seeker is to be of the best sect next to a Finder, 
and such an ‘one shall every faithful, humble seeker be at 
the end.” 

He was the “whitest”? man that ever lived, “ four- 
square,” of transparent. ‘honesty, completely devoid of 
self-seeking, unsparing. of effort on behalf of others. 
Perhaps the affection in which Warwick was held may 
be summed up in words used of the old St. George’s sur- 
_geon, Sir Prescott Hewett,- who also owned a Doncaster 
“background: “ Few men were more beloved: by those who 
were connected with him in practice, whether as pupils 
. or-patients, for.he-was-a. man.~.who_would-not.merely scorn 


i ` 
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a bàse action, but with whom anything base would bei incon- and he was also honorary consulting surgeon: to the Llanelly : 
ceivable. >” The idea of. any panegyric would have been General Hospital. Ill health compelled his retirement ‘six years 
‘abhorrent to a nature like Turner Warwick’s, but I.believe 280, and since then he had been living at Aberystwyth, where 

` that he would have liked a senior colleague to say of hiny he renewed many old friendships. oe 
a throughout life he eva pia yed: tie P E da g Dr. _ARTHUR CARVETH JOHNSON died on June 28 at the age 
` of 63: He was born in West Norwood, London, of Cornish 
Dr. Wihan PEACEY, who died in April jast was an out- ` ancestry, and was educated at the Merchant Taylors’ School,’ 
Standing figure in the West of England. After studying at where he won a scholarship to Downing College, Cambridge, 

- Oxford and the London.School of Medicine for Women.she _` and to St. Thomas’s Hospital. He graduated in-1913, and after ` 
qualified.in 1921. Her father was an Anglican canon, and she `` holding house appointments at St. Thomas’s and at the Bromp--: : 
was the only Catholic in her family. ‘Two of her sisters became ton Hospital he joined the Welsh National Memorial Associa- ~ 
Anglican’ nuns and several of her brothers became Anglican. ' tion for Tuberculosis. He was at first responsible for’ the 
clergymen., After holding a house appointment she joined the. districts of Brecon and Radnor, and was transferred to Newport 
“Congregation of the Daughters of the Cross and was appointed in 1917. Dr. Johnson played rugby for his school and for his _ 
to their convent at St. Michael’s Hospital, Hayle, Cornwall, hospital. He was a well-known breeder, exhibitor, and judge - 
in 1925. From then until her death Sister Marie:Theresa, as of bull-terriers, and was a life-member of the Bull-terrier Club. 
she became, worked unceasingly. During her long term of He was at one time chairman of the Newport Canine Society 
office:as medical superintendent the- facilities of the hospital - and president of the Newport, Devon, and Cornwall Society. 
were extended and it became more and more an important link . A keep photographer, he“was a founder member of the Newport 

~ in the chain of hospitals in that area. Sister Marie Theresa Camera Club, and was its president when he died. At the age 
became one‘of the best-known and most dearly loved doctors ‘-of 21 Dr. Johnson was initiated a Freemason, and at the time. - 
in the district. Tlie hospital, at first staffed by general practi- of his death he was provincial grand senior warden for the . 

_ tioners in the neighbourhood, grew under her guidance, and province of South Wales, Eastern Division. He was a member 
over the last ten years treated nearly all the emergency cases of the Newport Medical Society, and he had been in charge of © 
. from the surrounding districts of Hayle, St. Ives, and the rural: the tuberculosis services for practically the wholé of Monmouth- 
area covering the -wild Cornish coast and countryside down to shire for many years. He was considered to be an authority 
the Lizard and Pefizance. Sister. Marie Theresa, apart from on his subject, and. his opinion .was valued throughout Wales. 
acting as superintendent, was also responsible for radiography.. Dr. Johnson was twice married, and he is survived by a widow 
and for most of the anaesthetics administered. Thréé-or four and three children —]J. T. R-E. > 
-years ago she estimated that she had given 16,000 anaesthetics , ` ¢ ah o 

- for all types of cases with only one death on the table. She be Dr. ALEXANDER S Scotr died at his home in Sileby, Leicester- 
participated fully in- the‘religious life of the convent, gave shire, on August 16 at the early age of 50. A student of St. 
lectures to the nurses, and supervised the busy. physiotherapy . _ Andrews, he. graduated M.B., Ch.B. in 1928 and held resident 
out-patient department. Although a nun, she spoke her mind . house appointments at the Dundee Royal Infirmary. He hdd - 
on all occasions, and it: was her forthright character which ‘ been deputy medical superintendent of Baguley Sanatorium 
endeared her to those: who understood her and appreciated her and an assistant tuberculosis officer, in Sheffield. 
great qualities. In common with the other members of her - E. K. M. writes: Dr. Scott came to Leicester as senior tuber- 
sisterhood she scarcely ever left the hospital or convent grounds, ‘ culosis officer.in 1945. -His experience of his subject was great, 
- but, nevertheless she knew every family in the district and, but it is more of his character as a man of which I would 
conducted the business affairs of the hospital. with precision _ write. Following, as he did, a man who had given the last 
and impartiality. Thanks to her firm and fair management of thirty years of his professional life to the work of the local 
the hospital there was never any friction among.the medical, tuberculosis ‘clinic was not particularly. easy, but Scott soon 

` staff of specialists and practitioners,.and her ruling was always , -endeared himself to the staff -and even more especially to his 
accepted as final. During the 10 years which I spent in surgical patients. He was a man of -great courage and full of life ‘to 

~_ work at the hospital I came more and more to depend on.her’ a remarkable degree.” It may be said that he had a zest for 
sound judgment in clinical: matters. Over many long hours of living, everything—his profession, his garden, his bee-keeping— 

. operating by day or ‘night one came to rely on her impassive his very special hobbies—was so intensely interesting to him. 
moral support from the “top of the table” and to bow to her His death was marked by more than one letter in the local 
cryptic remarks when surgical zeal began to outrun discretion. press from former patients expressing their lifelong gratitude 
Sister Marie Theresa was never disturbed by the most irritable for the ‘words of cheerful hope which he had been able to give 
surgeon or by the most unreasonable and exacting patient. Few them. Scott leaves behind him: a widow and four young 
doctors have devoted themselves more whole-heartedly to their children. : 
profession and looked less for reward or recognition. ‘Her long _.. - 
illness failed to’dim her spirit, and she continued to work until ` Dr. James ANDREW GIBSON died on August’19 at his home in’ 
the spread of metastases‘ prevented her from walking. It is Lancaster. A student of Edinburgh University, he- a 
the greatest satisfaction to all who knew her that she lived to M.B., C.M. in.1895, proceeding M.D. in 1900. - After being - 
see her hospital saved from State ownership, concerning which! in general practice at Kendal, he came to Lancaster in 1898. 
she had strong views seldom- heard, I imagine, from the lips- In 1908 he joined the staff of the Royal ‘Lancaster Infirmary, 
of one who had chosen: the convent for-her life’s work.—E. C: A. and was in charge of the electro-medical department. “He was 

a a ae = . largely responsible in those early’ years for the introduction of 
Dr. GwityM James, ‘of Aberystwyth, died suddenly on  the- first x-ray unit to be installed there. He was appointed 
` June 24. The son of a sea captain of Aberystwyth, Gwilym honorary medical officer to the infirmary in 1911, and was a , 
James first attempted to follow his father’s profession, and he member of the general committee from that TTR onwards. ` 
served for a period as apprentice in a sailing ship. Later, how- ‘Dr. Gibson took a large share in the planning of the original 
ever, he studied medicine at-St. John’s College, Cambridge, and extension of the hospital buildings, and he was elected president 
at University College Hospital, where he qualified in 1911. He of the Royal Infirmary in 1927 and 1928, and again in 1942. 
was a house-surgeon at the Queen’s Hospital for Children, He was chairman of the house committee for many years, both 
Bethnal Green, and also held resident appointments at the Royal before and‘after his retirement from general practice, and. was 

~ Northern Hospital. He settled in general practice in-Llanelly chairman of the medical committee from 1931 to 1938. He was ` 

_ in partnership “with Dr. Samuel Williams. Here over many elected honorary consulting physician in 1939, and ‘he acted as 


years Dr. James won the esteem and affection of his patients chairman of the local medical war committee during the recent 
by his outstanding ability and his self-sacrificing devotion to war.” Over the past 50 years, while he lived in Lancaster, 


his work. He served as a captain, R.A.M.C., with the 2nd Rail- Dy, Gibson built up a large and flourishing general practice, 
way Construction Section of: the Royal Engineers throughout and for many’ years was in partnership with Alderman P. F. 
` the CREIR war. At Llanelly he was in practice from 1919-43, Mannix.. He was much beloved by all his patients, and with 
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his quiet and assured manner he. was agreat comfort to many 


who. sought his help. To a few- of liis more intimate associates 


his generosity and kindness to the poor and needy ‘were ‘well 
known. By his professional colleagues he was respected: and 
admired, and his wise counsel and unhurried; unbiased judg- 
_Ment-in controversial matters was of inestimable value in the, 
. administration, of hospital: affairs. His colleagues all regretted 
that during his latter years failing health prevented him from 


continuing to guide the affairs of the infirmary whose welfare - 


and smooth running were always his first and most ‘important 
interest. His loss is a-great ‘one to all those, who ‘knew him, 


- and his memory will be. cherished. He was a man of sterling 


quality, unimpeachable integrity, and a loyal and beloved friend. 
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` 7 PARTIAL INTERCOURSE AS CRUELTY - 
-[FRoM Our MEDICO-LEGAL CORRESPONDENT] i 


r 


Cruelty for'`divorce purposes is nowhere defined by statute; 


but the accepted traditional’ definition is, briefly, conduct 
endangering or threatening the spouse’s life or health. The 
idea has been gradually clarified by successive decisions of the 
courts, but each case is decided on its own-facts. One of the 
most recent of these decisions’ is useful in showing one of the 
boundaries of legal cruelty and also.one of the possible remedies 
where a spouse suffers from refusal of complete sexual inter- 
course. ~- - h 

_A husband, almost from the -outset-of the married life, 
performed partial intercourse by coitus interruptus in spite of 
the repéated protests of his- wife and of his own knowledge 
that his conduct was increasingly injurious to her bodily and 
-mental health. He abstained for varying periods, and after 
these had partial intercourse on occasions. On each of these 
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ane Universities and Colleges 


- 


tig a a UNIVERSITY OF OXFORD 
In a Congregation: held on July 16 the following degrees were 

‘conferred: - pa i : 
DMJ. P. Childs. , . 

` B.M.—D. A. T. Tizard, R. T. T. Warwick, W. J. C. Symonds, 

R. W: Barr Brown, R.-Kelly-Wiseham, Sheila J. Thorogood, Anne 


M. M. Oriel, *G. A. Rose, *D. G. R. Campbell, *G. de B. Mitford- - 


Barberton, *J. W. Yeandle-Hignell, *Susan E. Scott-Stokes. ~- 

- In a Congregation held on July 30 the following degrees were 
-conferred : i ' 
-D.M.—G. P. Maher-Loughnan. 

M.Ch.—G. J. Fraenkel. 


“A BM.—G. F. Harris, J. C. F; Poole; R, O. Payne, Patricia M. 


Gilham, Sabine J. Strich, Alison D. Reid, *D. J. Woolford, *T. C. 


Baros, *Ruth E. Trilling. : 


*In absence. 


ra 


UNIVERSITY OF .CAMBRIDGE 


Kendal Cartwright Dixon, .Ph.D., M.B., B.Chir., has been appointed 
-University Lecturer in Chemical Pathology. for three years from — 
October 1. 3 _ ms F f 
Mary Etheldreda Priscilla Hele, M.B., B.Chir., has been appointed 
to the Benn W. Levy Research Studentship in Biochemistry for the 
period October 1, 1949, to. September 30, 1950. - 
In Congregation on July 30 Kenneth Frank Wilsdon, B.M., B.Ch., 
` F.R.C.S.Ed., was admitted to the degree of M.A. by incorporation. 
The following ‘medical, degrees were conferred in Congregation on 


. ' 
Pr —_ 


-. July 30:: 


M.D.—*A. P. Bentall, *A. Leese, *J. R. Squire, *T. P. Pattinson, 
*A. P. Norman, J. M. Lipscomb, R. Fletcher. ~ ; 
M.B., B.Cur.—*R. N. Twistington Higgins, *J. L. Whitby, *G. K. 
Barker, *P., J. Crosland-Taylor, *M. A. Epstein,.*H. P. Lambert, 
*D. W.-L. Leslie, *P. T. Perkins, *A. Polak, *M. T. Pym, *C. B. 
Walker, *J. F. Watkins, *E. C. B. Hall-Craggs, *L. B. Hunt, 
*R, G. Watkinson, R. W. Fairhead, *D, Bulmer, *E. H. R. Ford, 


„occasions the’ wife genuinely hoped afd believed that the inter-- +D, G. A. Leggett, *J. D. Marsh, *B` W. Peckett, *J. H. Rack, 


course would be complete and that she could bear..a child? 


Each time she was frustrated, disappointed, and depressed, and 
her nervous system was disturbed, with the result that her health, 
-both bodily and mental, suffered increasingly, for she keenly 
desired to raise a family and believed ‘that-her husband did also. 

~ At last, losing hope of-the marriage, she‘petitioned the court 
for nullity on the ground of the husband’s sexual incompetence 
or wilful refusal to consummate the marriage, but the judge was 
not satisfied that the’ marriage"had not been constimmated. 
She accordingly petitioned for divorce on the ground of cruelty 
through a failure of the husband, consistent-only with determin- 
ation, properly to give her those sexual rights to which she was 


` _ entitled, with the result that her health deteriorated and at one 


time at least was in a serious condition. - : 


Mr. Justice Wallington did not doubt that the conduct of the ` 


husband, if continued, would have produced a serious and 


dangerous deterioration in her health, nor that. he must have . 
- understood the wrong and injury that he was doing to his wife. 


The judge did not suppose’ that her whole well-being depended 
on sexual intercourse or that she thought that.it did. 
women,-he said, may be so constituted that their health is not 


- affected by „repeated partial intercourse, such as coitus inter- 
‘ruptus, while other women enter into the marriage state hoping 


to fulfil one ‘of its most important functions—the -bearing of 
children. 
‘child-bearing and their sexual functions are abused by frequent. 


coitus interruptus, especially when it-follows substantial periods : 
_of complete denial of intercourse, their health is likely to “be 


affected. In his opinion the case before him fell into this class, 
and he granted the wife her decree. “He mentioned, ‘however, 
during his judgment that mere abstention by the husband from 


intercourse could not amount to cruelty or give the wife any - 


remedy, even though it might injure her health. ; 


There must, it appears, be aggravating circumstances: of the , 


kind related here, such as long periods of total abstention and 
callous indifferencé to the harm’ that was being done. Where 


such circumstances are present, however, a spouse may havea - 


remedy if the nullity remedy fails. 
1 Walsham v. Walsham; 1949, 1 All E.R. 775. ; 
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` Eagland, M. 


Some . 
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When such women are denied the normal means of ‘ 


*T. J. Sullivan, I. R. McWhinney, *D. Gough, I. P. James, *P. E. 
Bodkin; *G. A. -Court, *G. A. Gresham, *J, B. Self, *P. W. 
Thompson, *I..S. Waller, *M. Wilkinson, D. A. A. Beardsmore, 
E. A. Cooper, E. J. Watson-Williams, *E. C. A. Bott, *J. F. Boyle, 
-*C, McCance, *T, C. K. Marr, *J. H. Neame, *C. A. Rogerson, 
*T~E. ‘Stockley, *S. A. Wartski, *C. C. Clapham, *J. F. Soothill, 
*J. Stevens, P. A. Freeman, *D. S. Kerr, M. K. Sykes, *A. J. 
Lane, *W. P. L. Morrison, *J. M. Roberts, *L. R. Spencer, *R. A. 
Struthers, *D. G. Thompson, *H. B. LI. Williams, L. C. Hurst, 
E. W. P. Jones, *A. Bates, *J. Armstrong, *B. F. Whitehead, R. D. 
J. Kehoe, *Janet F. C. Callow, *Ellen Veldhuyzen, 


*Dorothea P. Wagstaff, *Dinah D. Webb, Billie I.. Brown, Patricia B. 


- Corston, Brenda M. Grimmett, *B. J. Hockey, H. R. Odlum.’ 


. *By proxy. 
In Congregation on August 20 the ‘honorary degree of D.Sc. was 


` conferred on the following: Viscount Addison, K.G., M.D., F.R.C.S., 


Lord Privy Seal, Leader of the House of Lords, and Chairman of 
the Medical Research Council; Carl Ferdinand Cori, Professor of 


` Biochemistry in the University of Washington School of Medicine; 


Sir Charles Robert Harington, Ph.D., F.R.S., Director of the 
National Institute for Medical Research; Kaj Linderstrém-Lang, 
Director of the Carlsberg Laboratory, Copenhagen$ Arne Wilhelm 
‘Kaurin. Tiselius, Professor of Biochemistry in the Royal University 
of Uppsala, Sweden; Jacques Tréfouél, Membre de l’Institut et de 
"Académie Nationale dë Médecine and Directeur de Institut Pasteur, 
Paris. : pi 

, l > UNIVERSITY OF GLASGOW 

The ,followitig candidates have been approved at the examination 
indicated : 7 š, ; 
-- D.P.H.—Muriel-S. Alexander, J. R.:H. Berrie, G. S. Carrick, 
Flora 'C. Cowan, N. R. Cowan, Agnes C. Davidson, Katharin I. 


- Kerr, Ruth A. Keymer, D. Livingstone, Margaret J. Macarthur, 


D. MacInnes, Ann K. MacLennan, J. Maxton, Agnes W. O’Gorman, 
Martha G. Robson (née Kennedy), Betsy D. Scott, M.*Silver, J. M. 
Wallace, Elizabeth M. Whiteside, Jessie E. Wilson, T. S. Wilson. 


UNIVERSITY OF LONDON 


Anthony Clegg Cunliffe, M.D., has been appointed to the University 
Readership in Bacteriology. tenable at King’s College Hospital 
Medical School, from October L ` 

John Laurence Malcolm, M.B., Ch.B., has been appointed to 
the University Readership- in Experimental Physiology tenable at 
St: Mary’s Hospital Medical School,-from October 1. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week. ended August 20. | [No. 33 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
a London (administrative county). (c) The 16 principal towns in Scotland. 
d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 


return available. 










1949 1948 (CorrespondingWeek) 





Disease ` 
= (a) 
. Cerebrospinal fever 26 
.Deaths 24 













Diphtheria 
Deaths 











‘Dysentery 
Deaths 
Encephalitis lethargica, 
acute ae ais 

Deaths ` ee” E 


Dèaths 


Infective enteritis or 
diarrhoea under 2 
-years ` 

Deaths 


Measles* 
Deaths 





Ophthalmia neonatorum 
Deaths atk se 








1/3 (B)|8 B} -— 

Deaths es =e 2 => 
Pneumonia, influenzal .. 
Deaths (from` influ- 

enza) Stee ae 








Pneumonia, prim 
eaths ss 
Polio-encephalitis, acute 
Deaths cpu, tes 
Poliomyelitis, acute 
Deaths§ qs 
Puerperal fever 
Deaths 


oe 
` 
b 


Puerperal pyrexialj 
Deaths - dia 





_Relapsing fever 
Deaths ° i 


Scarlet fever -<. our 
Deathst 





| fe, | meaa 


IE 


Typhoid fever .. 
Deaths es 





Typhus fever 
Deaths - 


-41| 118| 82] 3,260 
13 


Whooping-cough* 
Deaths wis 
Deaths (0-1 year 


Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) ‘ 


Annual death rate (per 
1,000 persons living) 


~ Live births ey ae 
Annual rate per 1,000 

_ persons: living C 
Stillbirths Ra a 
Rate per 1,000 total 


births (including |- 
stillborn) .. i 
















—_— = 
it ts ane | ts | te | a 


3,910 635| 513| 167| 108] 3,7711 583| 547125) 92 

















s Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. ‘ 


t Deaths from measles and scarlet fever for England and Wales, London 


(administrative county), will_no longer be published. 


ł Includes primary form for England and Wales, ini : 
county), and Northern Jreland. London (administrative 


§ The number of deaths from poliomyelitis and polio-encephalitis for England 


~ and Wales, London (administrative county), are combined. 


| Includes puerperal fever for England and Wales and Eire. 
1 
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„hospital. 
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7,087|1099) 831| 400| 247| 7,568|1281| 917| 353| 241 ` 
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EPIDEMIOLOGICAL NOTES 
Q Fever in London 


On July 11,12, and 13 three members of the staff of the patho- 
logical department and one nurse at a London hospital became 
ill with what appeared to be atypical pneumonia. All recovered, 


t 
- 


. but subsequent investigation has shown that all now have signi- 


ficantly high agglutinations against Rickettsia burneti. The 
rickettsia has also been recovered from one sample of blood. 


The usual incubation period (10-24 days) has now expired, and ~ 


there is no evidence of further spread of the disease in the 
The source of infection is being investigated. ` 
This is believed to be the first occasion on which R. burneti 
has been recovered in-this country. ‘Although Stoker has found 
suggestively high titres in a few individuals, there has heretofore 
been no unequivocal evidence of a source of infection here. , 
Q fever was first distinguished as a human disease in Queens- 
land, Australia, in 1935, and was thought to be tick-borne. 
Later, in Chicago and Texas, outbreaks occurred in slaughter- 
houses and were attributed to the inhalation of tick faeces or 
some other rickettsial-contaminated material. During: 1944-5 
the disease was recognized in Greece and the North Apennines. 


_ It has also been reported from Switzerland, France, Germany, 


Turkey, Morocco, and Algeria. In the U.S.A. endemic foci have 
been identified in California. In some outbreaks ticks have not 
been involved, and the mechanism of spread remains uncertain. 

Although the present episode may be no more than an isolated 
importation it calls for special vigilance. Early‘recognition of 


the disease and the correction of any environmental factor likely - 
to facilitate spread may, prévent the establishment of endemicity. 


It is therefore desirable that outbreaks of atypical pneumonia 
should be brought to the notice of medical officers of health, 
especially infection in persons handling meat. and ‘milk in 
slaughterhouses and dairies. Facilities for routine laboratory 
diagnosis are not available in hospital laboratories. Serological 
studies will be undertaken through the Virus Reference Labora- 


. tory at Colindale in selected instances. Not all strains of Q fever 


are antigenically identical. : 

~ Q fever is an acute febrile disease closely ‘simulating virus 

pneumonia. It is not easily differentiated from influenza, pri-` 
mary atypical pneumonia, psittacosis, and 6ther obscure fevers. 

The disease is characterized by sudden onset which can be dated, 

headaches (commonly frontal, behind the eyes), weakness, sweat- . 
ing and chills; and body aches. Pleuritic pain and cough often 

occur, and the sputum may be ‘blood-stained, although expec- 

toration is as a rule scanty. As in virus pneumonia, physical 
signs are relatively slight compared with the radiological find- 

ings, which are, generally speaking, indistinguishable from those 

of primary atypical pneumonia.’ The white count is normal or 
decreased, with a relative lymphocytosis. Fever is usually high 

and persists for from one to ten days or more ; in most cases 


, it is of from three to six days’ duration. Anorexia may be pro- 


nounced at the onset, and the fever may be very debilitating. 

Q fever is distinguished from the other rickettsial diseases. 
(epidemic typhus, scrub typhus, Rocky Mountain spotted fever,” 
rickettsialpox) by the rarity of cutaneous lesions. A fine vesi- 
cular eruption of short duration may occur in less than 10% 
-of cases. In Q fever the Weil-Felix reaction is negative. (See 
also. an annotation in our issue of June 12, 1948, p. 1145.) 


: l : Poliomyelitis 
Notifications in England and Wales in the week ended 


. August 27 were poliomyelitis 258 (273), polio-encephalitis 22 


(22). Figures for the previous week are shown in parentheses. 

The following counties reported multiple cases (poliomyelitis 
and polio-encephalitis together): London 34 (35), Berkshire 
3 (11), Cheshire 8 (6), Cornwall 5 (8), Derby 2 (9), Devon 4.(9), 
Dorset 2 (1), Durham 3 (2), Essex 13 (10), Gloucester 15 (5), 
Hertford 6°(3), Kent 9 (6), Lancaster 33 (29), Lincolnshire, 
Lindsey 3 (3), Middlesex 17 (13), Northampton 4 (6), 


Northumberland 6 (7), Nottingham 7 (10), Somerset 7 (5), . 


Southampton 16 (11), Stafford 4 (6), Suffolk East 2 (0), Suffolk 
West 2 (3), Surrey 5 (7), Sussex East 4 (2), Sussex West 2 (3), 
Warwick 7 (4), Wiltshire 3 (4), Yorkstire East: Riding 3 (1), 


Yorkshire North Riding 4 (1), Yorkshire West Riding 33, (50), 


Monmouth 2 (2). © 
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Of the 15 cases reported ‘from Gloucestershire 14 were in 
Bristol C.B:--For the first time in five weeks there has been 
a small fall-in- notifications. Thus-the curve of incidence so 
far this year has_ been very similar to that in 1947 though at 
a much lower-level. The figures of notifications for the corre- 
sponding week (Week 34) of 1947 were : poliomyelitis 626, 
polio-encephalitis 50. 


Š Discussion of Table ; a F 


In England and Wales infectious diseases were less prevalent 
during the week. There weré decreases in the notifications of 
measles .1,106, whooping- cough 101, dysentery 27, and diph= 
theria 19. There was an increase- of 37 in the notifications of 
acute poliomyelitis. 

The largest falls in the: notifications of measles were Durham- 
104, Lancashire 85, Kent 80, Northumberland 71, Norfolk 69, 
Glamorganshire 68, London 65, and Warwickshire 62. The 
largest variations in the returns for whooping-cough were- 
decreases in Yorkshire West Riding 38 and Staffordshire 33, 
with an increase of 40 in Lancashire. 

- Notifications of diphtheria reached a new record, low level 
and were 14 below the previous lowest return. The chief feature 
of the returns for diphtheria during the week was.a decrease in 
notifications in London 6. 

Of the 30 cases of paratyphoid fever 20 were > notified in 
Lancashire (Liverpool C.B.-8):---The largest return for dysentery 
‘was 10 in Lancashire (Liverpool C.B. 6). An outbreak of food 
poisoning occurred in Carmarthenshire, and 196 cases were 
notified in the urban and rural districts of Llanelly. 

In Scotland there. were increases in the notifications of 
dysentery 29 and scarlet fever 26. Of the 83 cases of dysentery ' 
62 were notified in the city of Glasgow. In the western area 
there were 9 more notifications of diphtheria than in the pre- 
‘ceding .week. The-rise in the incidence of scarlet fever was 
contributed by the western area. 

In .Eire’ increases were recorded in the notifications of 
whooping- cough 43 and measles. 23. There: was a decrease 
of 23 in the notifications of diarrhoea and enteritis.. Outbreaks- 
of whooping-cough were notified from’ Donegal, Donegal R.D. 
27, and Dublin, Balrothery R.D. 14, and there was an outbreak 
of measles in Carlow, Carlow R.D.° 18. 

, in Northern.Ireland an increase of 14 in the notifications of 
whooping-cough was the only noteworthy change in the trends” 
of infectious diseases. 


hi 


Week Ending August 27 


Notifications ‘of “infectious diseases in England and Wales 
during the “week included: scarlet fever 718, whooping-cough 
1,671, diphtheria 52, measles 1,778, acute pneumonia 222, : 
cerebrospinal fever 18, acute poliomyelitis 258, acute polio- 
' encephalitis 22, dysentery 90, paratyphoid fever 25, typhoid 
fever 10, food poisoning 171. 


Medical News.. > 


4 


x 
’ 





Films on Haematology x 


-The first two, of a series of films on Animated Haemato- 
logy ” were recently shown to an audience in London. The 
films were produced by the Armour Laboratories in Chicago, 


‘> with the collaboration of the Department of Medicine of the 


University of Illinois. The first i is entitled “ The Haemopoietic 
Principle,” and the second “ Bone ‘Marrow.” They are 1,600- 
foot, 16-mm. silent colour films.and are ‘suitable for teaching 
purposes and for showing at medical, meetings. They may ‘be 
borrowed free of. charge- from Armour Laboratories Limited, 
Z; TROY Street, London, E.C.1. = P š 


Pharmaceutical Research-Fellowships . . ° 


' The Pharmaceutical Society announces the award ‘of two 
Fellowships ‘of the value of £300 a year for two years.- The 
Ransom Fellowship has been won by Mr. R. A. Webb, 
B.Pharm., B.Sc., who will do research- work i in organic chemistry. 


’ Wilis 


at the iaivesity of London School of Pharmacy. Mr. B. K. ' 
Martin, B.Pharm., won the 'society’s own scholarship and will 


undertake an investigation of the synthesis of pteridines and - 
other related heterocyclic compounds at Nottingham University. 


p. ” 
, 


“Dr. J ohn Christopher Davies, of Shrewsbury, left £41,960. 
Mr. Arthur Hedley Clarence Visick, “of Fulford, Yorks, left 


£13,589. - Dr. Henry Colin Maclaren, of Carlisle, left £5,970. 


Dr. David Cyril Thomas, of Winterton, Norfolk, left £13,130. 
Dr. Frederick: Barnes Elwood,' of ‘Belfast, left £33,524. Mr. 
Ernest Lewis Lilley, of Scraptoft, Leics, left £44, 038, including 


_ £250 to the Charities Fund of the B.M.A: 


~ 


COMING, EVENTS 
4 { : 
N.A.P.T. and Medical Officers of Health - 

“A joint meeting of the National Association for the Preven- 
tion of Tuberculosis and the Society of Medical Officers of 
Health will take place in B.M.A. House on Thursday, 
September 15, at 2.30 p.m. The chairman will be Professor 
R. H. Parry, president of the Society of Medical Officers of 


Health and medical officer of health, City and County of 


Bristol. The object of the meeting is to exchange views and’ 


‘experience on social and aftercare arrangements by local health 


authorities under the National Health Service. The following 
speakers will’ lead the discussion: Sir Allen Daley, London 
County Council ; Dr. G. W. H. Townsend, Buckinghamshire 
County Council ; Dr. W. Alcock, Burton-upon-Trent ; Dr. 


' Neville Irvine (B.C:G. Vaccination); and Miss Anne Topley, 


Care Almoner, Surrey County Council. 


ca 


_Cerebral Palsy 


Dr. Earl R. Carlson, medical director of the School of 
Corrective Motor Education, Long Island, New York, will 
address a meeting to be held under the auspices of the British 
Council for the Welfare of Spastics at the Royal Society of 
Medicine (West Hall), 1, Wimpole Street, London, W., on 
Wednesday, September 21, at 5 p.m. .The American film, 
“A Day in the Life of a Cerebral Palsied Child,” will be 
shown after the address. 


King’s College Hospital Medical School 


‘Sir Hugh Cairns will deliver the inaugural address at the 
opening of the 1949-50 session of King’s College Hospital 


Medical School on Friday, September -30, at ee p.m., with Sir - 


William Gilliatt in the chair. 


oe 7 


No. 2 General Hospital 


The third reunion dinner of No. 2 General Hospital will be . 
held at Simpson’s Restaurant, 100, Strand, London, W.C., on 


i Saturday, October 8,'at 6.30 fot 7.15 p.m., with Colonel E. Scott 


in the chair. Tickets (14s. for officers and nursing officers ; 


12s. 6d. for, other ranks) may be obtained from Mr. A. E. r 


Porritt, C.B.E., FRCS, 


10, Upper Wimpole Street, London, 
W.1. J ` 


French Refresher Course 


A refresher course in medicine and surgery—Les Entretiens 
‘de Bichat—will be held at the Bichat Hospital, 


Paris, on 


October 10-15. Further particulars may be obtained from 


L’Expansion Scientifique Erancense, 23, Rue du ‘Cherche- ` 


Midi; Paris, 6°. 


Amaian Public Health Association 
The 77th Annual Meeting. of the American Public Health 


Association and meetings of ‘related organizations will be held 


at the Hotels Statler and New Yorker, New York City, on 


"October 24-28. Information may be obtained from Dr. Reginald 


M’ Atwatér,- Executive Secretary, American Public Health 
Association, 1790, Broadway, New York City. 


c 


— 


` Alvarenga, of. Lisbon, Portugal, an Associate Fellow of the 
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` Alvarenga Prize and Lecture Sa a 


On July 14 the College of Physicians of Philadelphia (19, 
South Twenty-second Street, Philadelphia, 3, U.S.A; awarded 
the. Alvarenga Prize for 1949 to Owen Harding Wangensteen, 
M.D., Ph.D., Professor of Surgery; University of Minnesota, 


of gastric and duodenal ulcer. Dr. Wangensteen will deliver | 


‘the Alvarenga Lecture on “this ‘subject -at the College of . 


Physicians of Philadelphia on November-2. The Alvarenga 
Prize was established by the will'of. Pedro Francisco daCosta’ 
College of Physicians, of Philadelphia, to be awarded annually ~ 
by the College on the anniversary of the death of the testator, 

which took place on: A Taly, 14, 1883. -* 


ee SOCIETIES: AND LECTURES - 


. 


” 


tN 


i aae Tuesday. i \ ` 


EpINBURGH ‘POSTGRADUATE BOARD FoR MEDIcINE.—At “Anatomy 
Lecture Theatre, Edinburgh University, September 13, 4.30 p.m., 
“The Metabolic Response to Injury,’ by. Dr. D.-P. Cuthbertson. 


-. k ~ ` ay 


Wednesday 


ind 


INSTITUTE. OF PSYCHIATRY (UNIVERSITY OF LONDON).—At Maudsley 


” 


Hospital Denmark Hill, London, S.E., September 14, 5 p.m., 
“ Neurological . Organization for Motion. *” Public Lecture by 
Professor Warren S. McCulloch (University of Illinois, uae 
All interested are invited. 
- Thursday 


' Hospital, Denmark Hill, London, S.E., September 15, 2.15 p.m., 
>“ Emotion from the Physiological Viewpoint,” Public Lecture by . 
prore aor E. Gellhorn (University of Minnesòta). All interested are 

invite 


ROYAL INSTITUTE .OF PUBLIC HEALTH AND HYGIENE, 28, Portland 
Place, London, W.—September 15, 3 p.m., “ World Trends in the ` 
Teaching of Social Medicine and Public Health,” Bengué Memorial -: 
Award Lecture by ene René Sand (University of Brussels). 


~ 


kd 


, a _ APPOINTMENTS : 
Dr. D. J; M: Mackenzie, O .B.E., Director of Medical - Services, 
Nyasaland Protectorate; has been “appointed an Official Member of 
the ‘Legislative Council of the Protectorate. - 
© EAST ANGLIAN REGIONAL HOSPITAL BoAaRD.— Consultant Psychiatrist, Fulbourn = 
Mental Hospital, R. L. Buttle, M.R.C.S., L.R.C.P., D.P.M. < Second Consultant. 


Pathologist. Norfolk and Norwich Hospital, A. L. M. Christie, M.Sc., Ph D., M.B., 
B Consultant Chest Physician, Ipswich and East Suffolk Area, C. J . Stewart, 


` M.D., D.Obst.R.C.O.G. 


RAFTERY, LILIAN, MGR.C, $., L.R.C.P., MÌ M.S.A., M.RC.O.G., Honorary ~ 
Visiting” Sinaseolon sts King George V Springfield Hospital for Tuberculosis, ` 
-Durban, South Africa., 


„t 
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BIRTHS, MARRIAGES, AND. DEATHS 


BIRTHS ` 


Eedy:—On August 22, 1949, at Mansfield Nursing Home, to Françoise (née 
Chanu), wife of Dr. B. N.. Eedy, a daughter— Bernardine. 

Heap.—On August 21, 61949, -at.‘* One Oak,” Pickering, Yorks, to Berry, wife ' 

of Dr. K. I. Heap, a-son. “ - 


' DEATHS ` 


Alderson.—On September 3, 1949, Wilfred Ernest ‘Alderson, M.D., formerly 
of 56, Highbury, Newcastle-upon-Tyne, aged 76. : 

Berry.—On August 31, 1949, at 3, All Saints Road, Clifton, Bristol, Beatrice 
Catharine, the wife of Professor R..J. A. Berry, M.D., F.R’S.E., aged 71. 

Critchley.—On August 31, 1949, Samuel Edward Critchley, M. B., Ch. B., of 
532, Chorley Old Road, Bolton. : 

Dewar.—On September 1, 1949; at Heathfield House, Whitefield, near Man- 
chester, James Dewar, M.B., B.Ch., of Bury. 


o Fuller.—Onr August 31, 1949, at 5, Regent’s Court, Hanover Gate, London, 


N.W., Charles Arthur Fuller, V.R.D., M.B., late of Cawnpore, India, aged 80. 

Folton.--On August 30, 1949, at 57, Burnley Lane, Chadderton, Frederick 
Fulton, L.R.C:P.&S.Ed., L.R.F.P.S.Gias. 

Hernaman-Johnson.—On September 3, 1949, at Rotherfield Road, Carshalton, 
Francis Hernaman-Johnson, M.D.; F.F.R., aged- 70. 

aS cee 26, 1949, at "Wells, Somerset, Arthur. Cecil Hincks, M. C., 

‘Lindow.—On August 26, 1949, Eric Delafield Lindow, M.R.C.S., L.R.C.P., of 
19, Beaufort Gardens, London, S.W.. late Malayan Medical Service. 

Morgan.——On September 1, 1949,- at North Walsham, Norfolk, Edward Morgan, ` 
M.R.C.S., L.R.C.P., aged 69. : 

ir ee -h April, 1949, Winifred Peacey, M.R.C.S, „L.R.C.P., of Hayle, 

omw. 

Stewart.—On September 3, 1949, at Wilton Villa, Ashton Road, Denton, “Man- 

chester, William Stewart,. M.D., M.Ch, 


`” Wells.—On September 2, 1949, at ‘Wilcott, Sanderstead, Suniy. mey Vernon 


Wells, F.R.C.S., aged 49. 
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Any Questions ? 








_ for his important. contributions to the aetiology and therapy | oe atgo cnondrns Dissecans - 


grognopn, and treatment `of 


~ 


Q. 


osteochondritis dissecans ? / : 
A. —The cause of osteochondritis decai is- Het eee 





` with certainty. It is generally agreed that-it results- from local. ` 


loss of blood supply to an area of bone, but the primary cause 
of this is debatable. It is often attributed to trauma, ‘ which 
_ may lead to thrombosis of’ an end artery supplying a segment 
. of bone.. This is a reasonable hypothesis, and it is supported. 
by the observation that in the knee the area of osteochondritis 


-usually lies on the infero-lateral aspect of the medial femoral . - 


condyle immediately opposite a prominent tibial spine ; it is 
supposed that impingement of the condyle against the tibial 
spine is the primary factor. When osteochondritis occurs in 
other areas of thé knee, or in other joints, there is often— 
though by-no means -always—a history of previous directi injury. 
The pathological course of osteochondritis dissecans in the 
‘knee may be summarized as follows. Initially there is an area 


-of avascularity of bone, which is shown in the radiographs as 


an area of increased density. ` The overlying articular cartilage 
degenerates. After a variable.period, usually many months,.the 
avascular fragment of bone separates and forms a loose body, 


. leaving a crater in the bone which becomes filled with fibrin i 
- INSTITUTE OF PSYCHIATRY (UNIVERSITY OF: LONDON) —At Maudsley . Z 


and later with fibrocartilage. - 
When the diagnosis is made before the diment has separ- 
ated it is often wise to await spontaneous separation, heavy use- 


- of -the joint being avoided in the meantime. But if the knee is 


opened the avascular fragment should be gouged out, leaving 
a clean vascular bed. In doing this it is sometimes difficult to 


`, define the line of demarcation between avascular and healthy 


‘ bone. When Operation is, deferred until spontaneous separation 


has occurred all that is. necessary is to remove the loose body, ° 


-or bodies. After operation, - -a few weeks’ ‘rest, with intensive 


` quadriceps exercises, is advisable. The prognosis depends on 


the size of.the avascular, fragment and of. the resulting cavity 


‘in the articular surface, and on the position of the lesion. When 


“ 


„the cavity is small and Situated away from the major weight- 


bearing area of the condyle—for example, at the lateral aspect 
of’ the lateral femoral condyle—the prognosis is. good; . but 
when the main weight-bearing surface of -a joint is involved, 
and particularly if the lesion is large, there is.a risk of the 
development of degenerative arthritis months or years later 
owing to the. loss of normal articular cartilage over the area 
of the lesion. 


Treatment of Burns 


-Q.—What is the modern treatment of burns ? 
A—Experience during and since the war has shown that 


treatment should have these aims: (1) to relieve the pain which ~ 
follows the accident, and avoid pain later; (2) to prevent the 


onset of “ shock,” and steer the patient through it if it develops, . 


by carefully controlled fluid replacement; (3) to prevent and 
control infection throughout the ‘period of recovery; (4) to 
ensure regeneration or replacement of skin as early as possible ; 

(5) to avoid or diminish metabolic disturbances resulting from 
injury, fever, or anaemia; (6) to encourage normal functioning 
of the injured parts- and of affected joints, etc., and to maintain 
the patient’s morale throughout; (7) .by secondary repair or 


ko plastic ” operations to correct any, defect or deformity which 


remains or develops after healing is complete. . 

Amplifying these aims very briefly, the following recom- 
mendations are made: (1) For limb burns, if immediate pain is- 
not severe, hold them under the cold tap ; if pain is severe, give ; 

“omnopon ” and scopolamine. Cover burn with a sterile (or 
freshly laundered) towel until dressing can be undertaken. The 
avoidance of later pain is almost entirely a question of prevent-. 
ing and controlling - infection (see’3 below) and depends on 
patience. and skill in carrying out the dressings. - (2) For severe 
burns involving a large area, intravenous transfusion of plasma 
or serum should be started if possible within an hour of the 


~ 
~ 


~ 


é 
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accident, or as soon thereafter as may be. . The ‘Tate of flow it is therefore true to 


and’ quantity of fluid to be given ‘should ‘be regulated by 
repeated haematocrit or haemoglobin estimations, and by the 
general condition’of the patient (see Gibson and-Brown; M.R.C. 
Memorandum No. 249, 1944), Transfusion can usually be dis- 
continued after 24 to 30 hours. Plenty of fluid, but only by 


repeated sips, should also be given by mouth during the first few . 
(3) Burned-’ 


hours—sodium: lactate 1.75% solution for choice. 
areas should be first cleaned carefully with “ cetdvion ’-solution 
. 1%. (An anaesthetic is very seldom required if omnopon and 
_ scopolamine have been given.) -Penicillin cream,,400 units per 
gramme in a paste of lanette wax and water, is smeared on 
thickly, and plenty of dressing applied with: firm pressure ‘by 


crêpe bandages (these are essential). Burns of hand and fore- © 


arm should be-elevated above the level of the heart for the 
first three to five days to reduce effusion. ` (4) The first dressing’ 
should be-left ‘untouched (if comfortable-and the initial fever. 
has subsided) for from seven to-14 days. ‘Subsequent dressings, 
. if-there is no manifest infection, should be applied at intervals 
of five to seven days: To burns infected with haemolytic 
streptococci penicillin cream should be applied at intervals of 
two days: until the’ micro-organisms have disappeared. When-. 
ever possible all dressings should be carried out in “clean” 
air—that is, in a-room supplied with an abundant stream of 
filtered air—or, where this is not available, in a room „with 
good window ventilation. Great care should be taken that- 
perfect coverage of the burned areas is obtained and main- ` 
tained. For superficial burns, avoid infection, and epithelial 
regeneration will need no encouragement. For burns involving 
“ whole-skin ” loss of. limited extent, grafting may often be 
undertaken with great advantage on the day of the accident (or . 


within three days), after the burned tissues have been excised. - 


Grafting at later periods should not usually be undertaken when 
_ haemolytic streptococci are present. Flexures in particular 
‘ should be grafted very early. (5) Patients with severe burns 
should be given an abundant high-protein, well-balanced diet 


after the first two. or three days, with in addition a liberal: 


say that the test does not give a determi- 
nation of chlorine alone. Nevertheless, as the chloramines are 
also bactericidal, although slower in action than chlorine, the 
o-tolidiiie reagent is probably. still the best- to`employ for the 
control of purity. It is, of course, necessary in the control of 
swimming-bath water to ensure that the test is used after the 
break-point has ‘been passed. Much work- has been done on 
modifications of the o-tolidine test, and it is probable that a 
method, will soon .be- published which will determine the actual 
amounts of chlorine; chloramines, -and nitrogen trichloride 
present in chlorinated water. : 


Hunner’s Ulcer ‘of Bladder 


.Q.—What are the-modern views on the treatment of .Hunner's 
ulcer of the bladder? The condition is complicated by severe 
rheumatoid arthritis which contraindicates extensive operative 
procedures. 


“A.—-It is perhaps unnecessary to say that Hunner’s ulcer of 
the bladder is one of the more intractable conditions with which 
. the genito-urinary specialist has to deal. Many forms of treat- 
ment have'been tried, but without avail. One recognized form 
.of treatment is distension of the bladder. The patient is 
taken into hospital or nursing-home and the bladder distended 
- with increasing amounts of fluid. A solution of silver nitrate 
is often ‘used for this purpose, beginning with a strength of 
J in 8,000 and gradually increasing up to’ 1 in 1,000. The 
bladder is distended once daily, the distension and strength of 
solution being increased according to the toleration of the 
patient. However, the writer has had little success with this 
treatment and it has the disadvantage of being painful; the 
only cure-he has. obtained when the condition is well established 
has been by operative measures. The whole of the affected 
area was excised, and the result was complete cure.’ If the 
patient is in great distress, so that life has become a misery, 
-it would be justifiable to operate. 
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allowance of ascorbic acid. Anaemia, if severe, may call for ` 


one or more blood transfusions. (6) Early physiotherapy and . 


occupational therapy are of value ; great gentleness arid patience 


` in applying dressings are essential throughout the whole course : gy, 


- of treatment. cee oa. 
Incubation Period of Tuberculosis : i 
©- Q.—Is any information available about the length of the 


latent period between infection with the tubercle bacillus and 
clinical. manifestations of the disease? ~- >- -  - 


A.—In most cases infection with the tubercle ‘bacillus is not 
followed by clinical manifestations in the ‘sense of recognizable 
symptoms. A positive tuberculin reaction is-the-only evidence 
that infection has occurred. Wallgren has made. a spécial 
study of “the time-table of tuberculosis ” (Tubercle, 1948, 
29, 245). He-found that the important initial manifestations 
of tuberculous infection in children included ‘transient fever, 
raised erythrocyte sediméntation rate, erythema nodosum, and 


—_ 
i 


. the development of tuberculin-sensitivity and of the rE as has been frequently indicated in these columns (Aug.. 21, 


complex. The exact time infection occurred’ is’ often difficult 
to determine, but his ‘studies suggest that the incubation period 
is usually about five-to six weeks, although in exceptional cases 
it may be as short as three or as long as eight weeks. 


j i Testing Swimming-bath Water 

Q.—A recent article seems to suggest that the results obtained 
when’ testing swimming-bath water for. residual chlorine with. 
o-tolidine reagent may not be reliable enough, and that, even 
if the water shows a high chlorine reading, this chlorine is not 
necessarily all available for sterilization purposés. Is this 


Frohlich’s Syndrome 


Q.—When examining school-children between the ages of 10 
d 14 years one occasionally. comes across a very fat child— 
if male, with one or both testes undescended, or, if female, 
‘with delayed menstruation. This combination suggests some 
endocrine dysfunction. It would be interesting to learn if any 
_ of the endocrine glands are involved, and if any hormone’ treat- 
ment is available. The hormone therapy for undescended 
testicle does not reduce the obesity, neither does dietetic treat- 
ment. What investigations are needed in these cases'and what 
-treatment ? . 


A.—Adiposity with failure of sexual development and failure 
of growth is known as Fréhlich’s syndrome, and in some classi- 
fications a failure of growth is not regarded as essential for 
the diagnosis. -However, from the point of view of treatment, 
the obesity falls into the same category: as idiopathic obesity, 
for which there is no direct hormone therapy, and for which, 


1948, p. 408; Oct. 30, 1948, p. 808; March 5, 1949, p. 421; 
July -16,- 1949, p. 189), -the conventional treatment is diet, - 
diuretics, and appetite-reducers, such as amphetamine sulphate. 
X-ray examination of the pituitary fossa should be carried out, 
but is usually negative. 


Price’s Precipitation Reaction i 
Q.—How does.Price’s precipitation test for syphilis compare 
with other precipitation tests and the Wassermann reaction as 
regards specificity and sensitiveness? What is the technique 





correct? The bacteriological examination of water~means a~ _Of this reaction? * 


wait of three to four days. If the residual chlorine test can 
still be regarded as reliable, it has obvions advantages. 


A.—Monochloramine,. dichloramine, and even nitrogen -tri-. 
chloride may be produced. when chlorine is added to water 
containing ammonium, depending on the conditions. . The 
o-tolidine reagent will react with all of these. 
in thé ordinary test, differentiate clearly’ between these, and 


_ 


It does not, — 


`- A.—According to its originator, Price’s precipitation reaction 
is less sensitive than the Kahn test, but considerably more 
specific. It is less sensitive than the Wassermann reaction, 
but of about the same degree of specificity. The technique of 
the test is described by Price, I. N. Orpwood (J. clin Path., 
1948, 1, 91), and his experience in the use of the test is given 
in Brit. J. vener. Dis. (1949, 25; 67). : 
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‘ Esbach’s Test i 


Q.—Esbach’s test can be very misleading, and\it is surprising 
that textbooks do not mention this. The only reference I have 
found<is on page 640 of Martindale's Extra „Pharmacopoeia, 
1943 ed., vol. 2. By employing a simple method I have been 
able to arrive.at a more correct quantitative reading of albumin 
content, and would be glad of an opinion about the correctness 
of the method dnd the accuracy of the deductions. Finding a 
heavy precipitate in Esbach’s albuminimeter which 1 could not 
reconcile with clinical findings, I turned out the column of 
fluid and precipitate into a test-tube and boiled it for a few 
minutes, when much of the precipitate went intd solution. After 
cooling, the contents were transferred into Esbach’s tube and 
allowed to stand for anotlier 24 hours, at the end of which the 
reading, which had originally been 4 g. per litre, was only 0.5 g. 
As boiling brings down albumin, it must be concluded that the 
original high reading was accounted for by substances other 


than albumin... What are the-other substances which precipitate 
in Esbach’s reagent ? 


- + 


A.—On account of its simplicity, Esbach’s test is often used ° 
by clinicians, but it gives only a rough measure of protein 
content and is too inaccurate for use in the laboratory. In this 
test it is assumed that a given weight of protein precipitated 
from urine always occupies the same volume regardless of 
variations in the composition and density of the urine. This 
cannot be true, because the state of aggregation of colloidal 
precipitates of proteins is known to vary with „physical condi- 
tions. Furthermore, the test-has not been properly standardized. 
.For instance; there are variations in the composition of .the 


recommended precipitating solution, and the temperature condi- . 


tions are not specified. The method given in Martindale’s 
Extra Pharmacopoeia, which involves heating to 180° F. 
(82.2° C.) and centrifuging for a few minutes, might well yield 
different results from the more usuaf routine. Substances other 
than protein which may be precipitated are uric acid and urates,~ 
and the excretion product of “ uroselectan ”; other substances 


mentioned as interfering with tlie result are creatinine, resin,. 


unspecified acids, methylene blue, and alkaloids. 

To explain the decrease after boiling reported in the question 
would require a careful chemical examination of the particular 
specimen tested, but it is possible that the boiling may have 
converted some: protein’to metaprotein, or have changed it 
physically so that it occupied less volume. Alternatively, as 
the question suggests, boiling may have removed some interfer-~ 
ing substance. The inquirer’s variation of the test—namely, 
boiling ‘the mixture—has probably little to recommend it. If 
a satisfactory determination of protein is required, then a recog- 
nized chemical estimation should be used—for example, a 
_ Kjeldahl or biuret determination. It is unfortunate that several 

textbooks describe Esbach’s test without giving any warning of 
its inaccuracy, but Harrison makes-some pertinent comments on 


the test (Chemical Methods in Clinical’ Medicine, 3rd ed., 1947, ' 


Churchill, pp. 44 and 52). 


pa 


Sex Hormones and the Hair 


‘Q.—Three women in their middle fifties haye complained 
recently of a lack of lustre in their hair. In each case the 
patient dated the condition from a large intake of stilboestrol. 
The hair was lifeless and in texture resembled cat's fur. Stilb- 
oestrol has been withdrawn. -Would the male hormone in 
suitable doses help to restore the condition of the hair? 


A.—It is very unlikely that stilboestrol has adversely affected 
the scalp hair, .as in Simmonds’s disease it improves the texture 
and colour of the hair (S. L; Simpson, Proc. R. Soc: Med., 
1948, 41, 192, and Section of Endocrinology, p. 6). It is 

. theoretically possible that the dosage was so large as to pro- 
duce degranulation of the anterior pituitary cells and a type 
‘of hypopituitarism. Testosterone, or, methyl _ testosterone, 
improves the lustre and colour of the hair in Simmonds’s 
disease (ibid.), and might therefore prove ,helpful in the cases 
referred to. In very large doses, however,’ it: causés some loss 
‘of scalp hair in the temporo-frontal regions, as in virilism ; it 
also makes-the-hair somewhat coarse in texture’ 


„a way unintelligible to her. 


Delayed Speech . F 


Q.—What would cause backwardness in speech ‘in a girl 
aged 4, who seems héalthy and intelligent but is still unable 
to form any sentence of more than two or three words, which 
are unintelligible to a stranger? She has a‘ brother .aged-6 
who has always spoken remarkably well for his age, and she ' 
meets other children frequently. ~ Is there any treatment ? 


A.—There are many causes of retardation of speech m 
normal children, and some.very intelligent children have been 
known to delay talking until after 4 or 5 years of age and 
then, to speak fluently. It is possible that in this case a cause 
for the delayed speech may be the unusual ability of the elder 
brother, who might. unwittingly deter his younger sister from 
talking, either by acting as interpreter so that she need not voice 
her own demands or by demonstrating too high a standard in - 
It can be very difficult for a 
younger child to understand.an older one talking rapidly. And 
- then much depends on the way parents and other adults speak: 
this should be clearly and slowly, encouraging - response but 
without demanding it. There is, of course, a serious possibility 
of speech being delayed by some type of deafness, and this 
could be ascertained by tests such as those devised for young 
children by Dr. and Mrs. Ewing, of Manchester. 


ç i ~ 


NOTES AND COMMENTS 

Delirium Tremens.—Dr. R. M. Younc (Macclesfield) writes: I 
have been shocked to read both the answer about delirium tremens 
and the note from Dr. A. E. Carver (" Any Questions ?” July 23, 
p. 242, and “August 27, p. 496). Surely it has been accepted for 
many years that delirium tremens is a manifestation of vitamin-B, 
deficiency, due to the anorexia of the alcoholic in combination with 
failure of absorption due to the chronic poisoning of the alimentary 
_canal. Be that as it may, your correspondents will find that delirium 
tremens responds in a matter of hours, almost minutes, to adequate 
vitamin-B therapy parenterally. A proprietary preparation contain- 
ing suitable amounts of the whole group exists, or 200 mg. of 
nicotinic acid can be given intravenously. Aneurin hydrochloride 
(50 mg.) is given as well. The choice of sedative scarcely matters, 
but 2-3 oz. (56-84 ml.) of paraldehyde by mouth, suitably diluted, 
is excellent. A nasal tube may be used if’the patient is not able to 
co-operate; and.since, if this is so, exhaustion and dehydration are 
likely to be severe the opportunity should be taken to give a pint 
of milk or water with such added nourishment as is at hand—glucose, 


, Taw eggs, hydrolysed protein preparations. The patient will wake up 


clear, rational, and with a ravenous appetite which will complete the 
“cure.” With any other form of treatment the death -rate is high. 


‘In milder cases the vitamins seem to prevent the pangs of- sudden 


withdrawal and the craving for a “ hair of the dog” first thing in 
the morning. In these and in cases of delirium tremens after the 
crisis is past the vitamins can be given in tablet form in the. follow- 
ing doses {t.d.s.): tab. acid. nicotin., 100 mg.; tab. aneurin hydro- 
chlor., 10 mg.; tab. riboflavin, 3 mg. The patient should be warned 
to expect the hot flush which follows adequate dosage with nicotinic 
acid. - 


Correction —Dr. ALAN J. Hirp (Glasgow) writes: I am sorry to: 
say that an error has: arisen in my article on Mikulicz’s syndrome . 
in the Journal of August 20. This is on p. 417, column 1, line 26. 
The term “ deep x-ray therapy ” (200 Kv) should apply only to the 
general or body irradiation. The local irradiation to salivary and 
lacrimal glands was with low-voltage therapy (85 Kv) so as to 
minimize the possibility of paces effects upon the eyes or 
secreting tissues. 
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T HE RESULTS OF | THYMECTOMY IN MYASTHENIA GRAVIS* 


m4 GEOFFREY KEYNES, M.D. F.R.C.S. 


. Emeritus Surgéon, St. Bartholomew s Hospital; 


Consulting Surgeon, 


: New End Thyroid and Thymus Clinic 


lt is now èight years since the treatment of myasthenia 
gravis by thymectomy was first described by Blalock, of 
Baltimore, and seven and a half years since'the first thymec- 
tomy for myasthenia was performed in this country. The 
experiment was initiated by Dr. Arnold Carmichael and 
his former assistant, Dr. James Carson, and I am proud 
to say that it.was to my hands that they entrusted the per- 
formance of the first- operation. This was at New End 
Hospital; in association with Mr. J. E. Piercy, in February, 
1942, and the experiment has flourished to such an extent 
that we have now operated on 155 myasthenic patients, and 
a considerable number of operations have also been done 
by other surgeons in this country. It may be admitted, 
therefore, that enough patients have been treated and a 
long enough time has elapsed for it to be possible to survey 
the results in such a way as to form a true idea of the value 
of the operation, both in its immediate and in its remote 
effects. 

A difficulty in the way of assessment of results is 
‘immediately encountered in the well-known tendency of 
myasthenia gravis ito show “spontaneous. remissions ” of 


symptoms, for it may be said (and it has been said on: 


several occasions) that the effect of operation, if it seems to 
be beneficial, may be really no different from what might 
have occurred spontaneously. ‘It is necessary, therefore, 
to show that post-operative remissions are both more fre- 
quent and more prolonged than could have been expected 
in the course of nature. It will not, I think, be very hard 
to do this. First, we must get some idea of the rémission 
pattern in a series of patients who have not had surgical 
treatment, and here we find help in a paper published last 


year by Professor A. M. Harvey (1948), of Johns Hopkins . 


' University. 

He first reviewed a series of 87 patients Babine’ by 
Kennedy’ and Moersch in 1937. Twenty-seven of these 
patients had complete remissions, ranging from one month 
to 16 years ; but the majority lasted less than one year, and 
the average was only 2.2 years. : Some of these supposed 

“ complete ” remissions were probably, in fact, only par- 
tial. Of Professor Harvey’ s own series of 125 patients, 17 
had significant clinical remissions, nine of which lasted over 
two years. Only one lasted. over five years. 
Harvey has noticed that ‘since the introduction, of neostig- 
mine (“ prostigmin ”) therapy spontaneous remissions have 
been less enduring, and that only one patient so treated had 
a remission of,over two years. This observation is impor- 
tant, because practically all the patients in our series had 
had neostigmine therapy before operation, and if Professor’ 





*A lecture given at (he National ‘Hospital for Nervous Diseases, 


Queen Square, on July 
l 


Professor 


Harvey is right an insignificant proportion of them would 
have had lasting remissions. , Clearly it would be absurd 
nowadays to withhold neostigmine therapy on the chance 
of a few patients having spontaneous remissions. All, or 
practically all, will have had neostigmine, and the probable 


_incidence of spontaneous remission lasting more than two 


years would be extremely small. 


Four Categories of Results 


'I have referred on other occasions to the difficulty of 
assessing results in a disease so extraordinarily variable as 
myasthenia gravis. In my first communication (Keynes, 
1946a) the patients were divided into the four following 
categories according to results, and the same’method is 
still adopted: (A) Quite well ;.no symptoms; no neostig- 
mine. (B) Virtually well ; minimal symptoms ; small dose 
of. neostigmine. (C) Some improvement, often consider- 
able ; neostigmine still necessary. (D) No change. 

Before considering the numbers that we have placed in 
these four categories it is necessary to emphasize that those 
patients who have been found to have thymic tumours have 
been excluded. The course of the disease and the effect of 
operation in these patients have been so different from the 
others that we believe a truer view of the value of operation 


- can be obtained if we first consider only those who were 


free of tumour formation. Tumours can now nearly always 
be diagnosed by radiology. before operation is undertaken, 
so that these patients can be set aside for a different plan of 
action; they therefore form a group for separate study. 
The incidence of tumours has been found to be 11.6% of 
all patients, so that the number of patients remaining for 
assessment is still satisfactory, after this deduction has been 
made. 

Patients have been carefully followed up, a few neces- 
sarily only by post, since they live in distant parts of the 
country or in the Dominions. The great majority have 
been seen personally, and not only by me and by my 
surgical colleague, Mr. J. E. Piercy. Patients at Queen 
Square have been seen by Dr. Carmichael and other mem- 
bers of the staff; those at, New End by Dr. Raymond 
Greene; and those at St. Bartholomew’s by Dr. Aldren 
Turner and Dr, Scowen. The number of patients treated 
privately has been insignificant. 

The. number of patients available for assessment, after 


deducting the post-operative deaths (10), the tumours (18), 


and the few that have not yet been assessed (7), is 120. 
The figures for the four categories described I find to be 
as follows : 
(A) 39 (32.5%) 
(C) 31 (25.8%) 


(B) 40 (33.3%) 
(D) 10 (8.3%) 


\ 
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; ‘Operative Mortality 


The results of the operation can naturally be assessed 
only among those who have survived the operation—though 
death is unfortunately one of the possible results, and this 
must be carefully considered. The total number of patients 
who died as the immediate result of the operation is 10, 
but a high proportion of these deaths occurred during the 
early stages of the experiment, when experience of the 
operative technique and of the management of patients was 
small. This is reflected in the fact that five deaths occurred 
among the first’18 patients and only five in the next 119 
operations. If it is fair to take this long consecutive series 
‘as the basis, then 4.2% represents the present operative 
“mortality in experienced hands. This is a low figure con- 
sidering the relatively poor human material with which we 
have to deal, for myasthenic patients with their narrow 
margin of respiratory efficiency are unfavourable risks> ‘ 

The cause of death maybe attributed in almost all 
‘instances to pulmonary complications ; in none, so far, to 
loss of blood at the operation or afterwards. The pulmonary 
complications haye been occasionally those of an acute 
myasthenic crisis in which-the patients drown in their own 
secretions ; more often they have been: attributable to 
atelectasis of part of a lung or to a flare-up of a.pre-existing 
bronchitis. The risk is always greater in the older patients 
and in those with coexisting disease—and it is of course 
the older patients who tend to have the coexisting disease. 


Thus our death roll included a man of 37 with chronic’ 


alcoholism, a woman of 46 with rheumatoid arthritis and 
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` 
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cardiac degeneration, and a man of 47 with thyrotoxicosis ` 


and cardiac degeneration. Whenever a pulmonary infec- 
tion .becomes established a vicious circle tends to follow, 
since any acute infection in a myasthenic patient tends to 
make the myasthenia worse and the response to neostigmine 
less complete. i 

Moreover, in the early part of the series we were learn- 
ing, through experience that was sometimes bitter, how 
best to perform the operation and how to steer a myasthenic 
patient through the post-operative périod. Before Febru- 
ary, 1942, no one in this country had ever performed a total 
extirpation of the thymus gland. Knowledge of its anatomy 
was hazy, and some of the information regarding its natural 
history was erroneous. Blalock’s first communication gave 
very little technical help, though it emphasized the necessity 
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Another strange fact that not all physicians seem to know 
is that it is dangerous to give a myasthenic patient an enema. 
Almost invariably the patient will collapse with syncope. 
This sounds improbable, but we do not doubt that it is a 
real danger. Early experience. on several occasions had 
warned us, but we had not seen it happen for a long time 


‘and had almost come to disbelieve it. We tried to ensure, 


however, that the ward sisters had fully warned everyone 
concerned. On one occasion recently the warning, though 
given in Writing, had failed to register. 
given, and the patient became unconscious and pulseless. 


“We hope that the experiment will never need to be repeated. 


I have referred already to the myasthenic crisis character- 
ized by excessive bronchial secretion, sometimes followed by 
pulmonary consolidation and death. Occasionally’ death 
may be due to a more suddenly fatal cause—complete 
failure of both heart and respiration. 


In April, 1948, a girl aged 16 had travelled from Singapore 
to London for thymectomy to be performed. Six months 
previously she had developed symptoms of myasthenia, first 
noticed as weakness of the arms when brushing her - hair. 
Later the symptoms were mainly bulbar, ‘but varied- greatly in 
severity from time to time. On the voyage to England she had 
several attacks of dyspnoea, which greatly alarmed her. An 
Operation done in July, 1948, was no more than a skin incision 
and exploration. with a finger in the mediastinum, because at 
this stage the presence of a tumour was suspected, and the 
incision was closed. She was then given a course of deep 


x-ray therapy to the thymic area. This had to be stopped half- | 


way through because she became much worse: but it was after- 
wards completed, and ultimately she greatly improved. She 
increased in weight and became transformed in appearance, so 


_ that the next operation was undertaken with great hopes in 


for giving the patients an intravenous drip after operation. > 


Improvement in Technique 


I am not now concerned with details of technique, but 
naturally our handling of the thymus did improve with 
experience, and soon it became obvious to us that the prime 
necessity was to keep the patients dry. To give an intra- 
venous drip to a patient who had not lost a-great deal of 
blood, and who did not suffér from much surgical shock, 
was unnecessary, and in a patient who tended anyway to 
produce an excessive bronchial secretion it was actually 
pernicious. As technique improved we realized the import- 
ance of removing the thymus without injury to the pleura, 
since even temporary collapse of a lung is harmful to a 
myasthenic patient; also it is easier to ensure pulmonary 
efficiency if the pleura has not been opened than after any 


transpleural operation or after accidental opening of the. 


pleura, which may be difficult-to close. Nevertheless we 
still have occasional arguments with thoracic surgeons, 
who are so accustomed to transpleural operations in non- 
_ myasthenic patients that they do not yet appreciate the extra 
_ dangers introduced by, the presence of myasthenia. 


— 


December, 1948. A somewhat shrunken thymus not showing 


„any obvious tumour was removed without difficulty and the girl 


was not immediately affected by the operation. Within two 
hours, however, there was å sudden failure of peripheral circula- 


: tion, with extreme pallor. Respiration then ceased and she died 


. č . . 
in the course of,a few minutes. Those who were watching her 


- Said that the respiration seemed to stop an appreciable time 


before the heart had quite failed. At the post-mortem exami- 
nation no adequate cause for her death could be discovered, and 
it could only be assumed that this was’ a form of myasthenic 
crisis following the disturbance of the operation. 


This has been the only instance of death taking place 
so soon after the operation, and this kind of reaction is 
clearly exceptional. 


The First Patients 


t 


; Having these facts on the debit side of the account, let - 


me now turn to the pleasanter side and give some account 


of the post-operative course of the patients who survived. - 


First things come first, and so I must describe the first 
patient on whom we operated. r 


This patient was a woman aged 31 who had had symptoms 
of myasthenia for between three and four years. In February, 


‘1942, she was a patient in the National Hospital, Queen Square, 


and her symptoms ‘were very severe. , Also they were getting 
worse, together with some mild signs of thyrotoxicosis, and it 


-was thought that her prospects of survival were extremely bad. 


Thymectomy was therefore suggested, and this was done on 
February 10, 1942, together with a partial thyroidectomy. Her 
post-operative course was stormy, though on the fifth day she 
noticed improvement in nearly all her symptoms, and diplopia. 
present for several years, had disappeared. Nevertheless this 
same day she had a severe attack of dyspnoea with much mucus, 
and almost died. Ten days later she was almost completely well 


? 


-and neostigmine was reduced to one tablet, four-hourly with 


ephedrine. She had some temporary setbacks*after this, but 
soon returned to her occupation as a land-worker, and has 
remained well to the present time—that is, for seven and a half 
years. 


ae: 


An enema was ` 
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The second patient in the series had a thymic tumour and , 
succumbed to the operation, 

The third.patient was one of the worst with whom we have 
ever had to deal. He was a man aged 34 who had worked in the 
National Fire Service. Symptoms of myasthenia had started 
nine months before we saw him, and had rapidly become worse 
until he was practically helpless, even with large doses of neo- 
stigmine. Im addition he had a Severe thyrotoxicosis with 
paroxysmal fibrillation. He was clearly going to die quite soon 
unless something could be done, and we judged that it would 
be best to deal with the thyroid gland first. A subtotal thyroid- 
ectomy was done on May 2, 1942, and his condition was critical 
for a few days, with rapid auricular fibrillation. However, he 


recovered, and after a month’s interval a thymectomy was under- - 


taken. He now had no symptoms of hyperthyroidism, but his 
myasthenia was worse, and he was extremely weak. The opera- 
tion was done’on June 15, 1942, and he stood it well. Some of 
his symptoms, such as those affecting the voice and swallowing, 
improved rapidly. The recovery of his skeletal muscles was 
slow, the delay being partly due to pronounced wasting of the 
muscles of his thighs and shoulder girdle. He was still taking a 
small dose of neostigmine two years later, but eventually was 
able to leave it-off entirely, and for the last four years he has 
been quité’ well... It issnow seven years since the thymectomy 
was done. < 

The next patient was a woman aged 44 with a six-years 
‘ history, of myasthenia. A thymectomy was done in May, 1942, 
and there was great improvement at first. Later she relapsed, 


and four years after the operation was much the same as before . 


it was done. She died in 1947. . z 

The fifth patient wasa sdilor aged 22 who had had symp- 
toms of myasthenia for only 11 months, but he was already 
very ill, and without neostigmine ,was almost helpless. 
_ A thymectomy was done in May, 1942, and during the first 

14 days he rapidly improved. A relapse then occurred due to 
an acute mediastinitis, probably following the liberal scattering 
of sulphanilamide powder in the mediastinum before it,'was 
closed (this was never repeated). Four weeks later he was 
without-symptoms, and neostigmine was no longer given. Since 
that time he has been quite well. 

It therefore seems that three of the first four patients 
who survived operation have had complete and permanent 
remissions if upwards.of seven years is to be regarded: as 
permanent. The evidence already given regarding the 
incidence of spontaneous remissions seems to make it 
unlikely that these recoveries were unconnected with the 
operation. - 

The Clinical Picture 

Knowledge concerning the function of the thymus gland, 
whether normal or abnormal, is still very imperfect. V 
suppose that in removing the thymus we are getting rid of 
the source of a “ curare-like substance ” which is discharged 
into the ‘circulation, though the final proof of this is still 
lacking. The histology of the gland in myasthenia shows 
that it is undoubtedly abnormal, and before long we hope to 
have some light upon the biochemistry of the disease ; but 


even then we are unlikely to know why it is that results of - 


thymectomy are so erratic. This uncertainty has dis- 
couraged some operators, including even Blalock himself, 
from advocating surgery. But the manifestations of the 
disease itself are just as erratic as the results of Surgery, if 
not more so. 

The clinical picture is never exactly the same in any 
two patients. There are great variations in the muscles 
affected and so in the mode of onset and in the course of 
the disease. Jt may first be noticed in the ocular muscles 
as diplopia—suddenly appreciated, for instance, during a 
game of tennis; in the levator muscles as ptosis; in pr 
facial muscles, first noticed when applying lipstick ; , 
difficulty in swallowing ; or as weakness in the arms or Ea 
The disease may advance rapidly or slowly, or it may be 


r 
- 
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stationary for long periods. It may develop in a series of 
relapses, each being somewhat worse-than the preceding 
one. This highly irregular pattern in the natural history of 
the disease is reflected in the effect of operation, but, pro- 
vided that the results, taken broadly, are satisfactory, that 


“is no reason for withholding operation. , 


Sometimes the effect of the operation is appreciated by 
the patient with an-astonishing promptitude. I have known 


‘diplopia, present for years, disappear within 24 hours, never 


to return.. Dysphagia is often abolished within a few days. 
Often within the first week the patient is aware of a new 
feeling of vigour in the limbs. The order in which symp- 
toms disappear does not, however, obey any sort of rule. If 
generalizations are to be made, it may be said that ptosis 
arid ocular palsies are usually the slowest features to 
disappear ; sometimes ocular muscles remain permanently 
paralysed when all other symptoms have gone, and are 


‘ then unaffected by neostigmine. 


A patient who showed this in an extreme degree was a 
woman aged 24. She had a 19-months history of fairly severe 
generalized myasthenia with pronounced ptosis. A thymectomy 
was done in June, 1945. She made a good recovery except that 
the ptosis remained, and she afterwards went with her husband 
to Czechoslovakia. In 1947 she returned'to England because, 
although neostigmine seemed to have some effect on the ptosis, 
she was unable to obtain the drug. When examined she had 
no symptoms of myasthenia except the ptosis, and neostigmine 
had little or no effect on this. She was accordingly given splints 
for her eyelids, and advised that she no longer needed 
neostigmine. 

Although the ptosis is sometimes persistent,, the other 
facial muscles usually recover well after operation. 

In May, 1948, a patient from Australia who was in 
St. Bartholomew’s Hospital gained widespread notoriety in 
the press as “the girl with the frozen smile.” She was a girl 
aged 16} with an eight-months history of severe generalized 
myasthenia showing complete immobility of the facial muscles. 
Her recovery after thymectomy was almost complete. She still 
takes a small dose of neostigmine, but her smile has been un- 
frozen, and ‘this change took place within a fortnight of the 
operation. 

Among those who have undergone complete recovery / 
are a few individuals who are unable, for psychological 
reasons, entirely to. give up taking neostigmine. Their 
dependence on the drug has over months or years induced a 
state of mind in which independence of it seems too good 
to be true, and they still believe it is necessary to take a 
tablet at irregular intervals, particularly in the evening, when 
normal fatigue is felt. The most extreme example of this 
was a girl who would take a tablet on Saturday evenings 
but at no other time. On inquiry it was found that this 
was preparatory to going to a dance. -Examination of these 
people will not detect any signs of myasthenia. 

It has been suggested by Professor Harvey (1948) that the 
administration of neostigmine might interfere with the effect ` 
of operation in the same way as it appeared to do with the 
occurrence of spontaneous remissions. In this connexion 
the following history is of interest. 

A woman aged 37 was operated on in September, 1943. She 
had been the first patient to be treated in this country with 
neostigmine. She had had symptoms of myasthenia for 17 
years, and had received neostigmine therapy for nine years. 
Though certainly better than before, she has not experienced 
very great benefit, and now, nearly six years later, she is still in 
category C. Eui 

Nevertheless a general survey. of the results with special 
reference to the period of neostigmine therapy did not 
reveal any constant relation between them, and there is 
no justification for basing a prognosis on this evidence. 


a 
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It will have been noticed that a small proportion of 
patients have not undergone any improvement at all. They 
have not necessarily been those who had severe symptoms 
of the disease or a long history. 


A doctor aged 56 had mild myasthenia for ne year, 
mainly affecting the movements of the lower jaw and lips. The 
thymus when removed in February, 1946, was quite large, 
though rather fatty in consistency. The patient’s immediate 
response to the operation was excellent, and he left hospital 
a fortnight later without any symptoms of myasthenia. Never- 
theless a month later he had relapsed to the same myasthenic 
level as before operation, and there he has remained ever since. 
He takes 45 mg. of neostigmine daily, with good response. 

Another patient who failed-to improve after a short history 
of disease was a man aged 47 who had myasthenic symptoms 
for two years, especially affecting the ocular muscles. His 
response to neostigmine was slow. After thymectomy, done in 


July, 1946, he improved a good deal and was able to return to ' 


work in a shop ; but 18 months after operation he had relapsed 
tothe same state as before. 

A third failure was observed in a woman, aged 26, with 
moderately severe myasthenia of 15 months’ duration. 


Thymectomy was done in January, 1947, and up to the present 
time she has not improved at all. 


Nevertheless the average age'of the failures has been 
nearly 40, including patients of 39, 41, 47, 56, and 61 years. 
The youngest was 26. Their histories have also tended to 
be long, including ones of 5, 8, 12, 12, and 20 years. Since, 
however, there were four others of 3 months, 1 year, 
i} years, and 2 years, clearly no general inference can be 
drawn at present. The number is too small for an average 
length of history in this category to have much meaning. 

Age of Patient and Duration of Disease 


When we examine the ages of the patients in the other 
three categories we find that A and B have a considerable 
proportion of patients of the age of 20 or below, whereas 
in category C only three are under 20. If the average ages 
in these categories are calculated, however, the differences 
are inconsiderable: (A) 28.3 years, (B) 28.4 years, and 
(C) 32.1 years. It seems, therefore, that the influence of 
age on the results is less important than at first appeared 
probable. On the other hand, the calculation of the average 
duration of the disease is more illuminating: (A) 2 years 
2 weeks, (B) 5 years 44 months, and (C) 7 years 7 months. 
Here the differences are very striking, and it seems clear that 
a long history is prejudicial to recovery after operation. 

This confirms what I have stated in a previous communi- 
cation (Keynes, 1946b). It seemed that on the whole the 
best results were obtained in patients with short- histories 
and the worst in those with long histories, though 
it was seen that there were exceptions in both direc- 
tions. . It still remains true that the quickest and most 
complete post-operative remissions are to be expected after 
short histories, but as time passes it becomes plain that 
many of the long-history patients will ultimately give 


unexpectedly good results, although it may take longer to. 


achieve them. 


In November, 1948, I operated on two women of this type. 
One, aged 48, had been bedridden for 12 years ; the other, aged 
37, had not moved except in a wheel-chair for 27 years. After 
operation both improved slowly over several months, and, 


though their remissions are far from complete, both are now 
able to walk. 


Many other patients with histories of ve years or over 
have continued to improve slowly and have been upgraded 


from category C to B, or even to A. 


moribund, with acute respiratory distress and cyanosis. 
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Another long-term patient was a man aged 38 who, when first 
seen, had not yet been diagnosed as myasthenic. His appear- 


- ance, however, was typical, and a test injection of neostigmine, 


to his surprise, established the diagnosis. He then admitted 
that he had crept through life only with difficulty, and that his 


‘condition had been much the same ever since he could remember 


anything. He afterwards produced photographs of himself at 
the ages of 2 and 44 years, from which it was evident that 
he had been myasthenic since infancy. His history therefore 
covered almost 38 years, and when he came under observation 
he was getting steadily worse, with generalized and bulbar 
symptoms. He eventually decided to submit to thymectomy 
in September, 1947, and since that time has steadily though 
slowly improved. Now, nearly two years after operation, he 
still needs a small amount of neostigmine, but has been assessed 
as B, being able to lead a normal life. 


l 


Myasthenia Gravis in Infants 


The history of this patient introduces the subject, of 
myasthenia gravis in infants, which has specially engaged 
my interest since I was repeatedly told that the disease was 
unknown in children. A photograph of the last patient 
described showed him as apparently suffering from myas- 
thenia at the age of 2; but this did not surprise me, because 


‘two years previously I had been asked by Dr. Wyllie to see 


a patient at Great Ormond Street Hospital for Children. 


She was a girl of 44, who had been admitted apparently 
An 
experimental injection of neostigmine had an immediate 
result, and it was then realized that she was suffering from 
acute myasthenia, symptoms of which had been present for at 
least a year. I removed the thymus in November, 1945, and 
she made a good recovery. A year later she still had mild 
symptoms, but was able to lead a normal life and was descrived 
as tireless. i 

Two months after this incident, which was the first of its kind 
ever known at Great Ormond Street, a child of 24 was admitted . 
in a similar state. She was cyanosed and helpless, and again 
was immediately restored by neostigmine. I operated on this 


_ child in February, 1946, and removed what I thought was the 


whole of the thymus gland. She made a good recovery, but it 
was only temporary. Four months later she had a severe 
relapse and quickly died. At necropsy a thymus gland was 
found equal in size to the specimen I had removed. It was 
evident that I had removed only one lobe of the gland and had 
failed to find the other—the only occasion, so far as I know, on 
which this has happened. 


I have not seen another myasthenic infant since this date, 
though Griffith (1949) described an undiagnosed example. 
This child had died with symptoms exactly resembling 
those of the Great Ormond Street children, and it is 
probable that in the past many children have died of 
myasthenia, the true diagnosis not having been suspected. 


Selection of Patients 


Whenever the results of any operative procedure are 
rather better than preconceived ideas will willingly allow, 
the charge is made that there has been “selection” of 
patients. The implication is that unfavourable ones have 
been eliminated, so that the results seem better than they 
should be. In the present investigation there has admittedly 
been some selection of patients, but this has not been 
exercised by ourselves. It has been through the physicians 
that most of the patients have, very properly, come to the 


surgeons, and it is they who have made the selection, which 


has therefore been in the direction of providing unfavour- 
able rather than favourable material. 

Physicians have naturally hesitated to submit to operation 
patients with only the milder manifestations of myasthenia, 
such as diplopia, and especially those whose, symptoms did 
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not seem to be progressive. On the other hand, they have 
not hesitated to recommend operation for patients who 
were seriously disabled by the disease or whose symptoms 
were becoming progressively worse. 
very little selection has been exercised, though a very few 
patients have been rejected on the ground that operation 
would clearly be fatal. Sometimes patients have been kept 
under prolonged observation in order to seize the oppor- 
tunity of operating when the disease was in a favourable 
phase. 


A patient recently admitted toSt. Bartholomew’s, Hospital 
under Dr: Scowen had been myasthenic for 16 years. There had 
been periods of remission, usually partial, but on the whole the 
disease was progressing, and during the last six years had been 
very bad indeed. It was found that she responded well to 
injections of neostigmine, and in six years had had 24,000 of 
these, many given by her husband, who, being by profession a 
reader of meters, was accustomed to keeping records. Often 
the patient herself was too weak to reach for the syringe. She 
spent two months in Dr. Scowen’s ward, and underwent: some 
improvement ‘in this period. When the moment was deemed 
favourable, the operation was done. This was on June 29, 1949, 
and she is now improving, the daily dose of neostigmine having 
been reduced from 270 mg. before operation to 180 mg. at the 
present time. 


Dr. Arnold Carmichael has been so impressed with the 


results of operation that we have operated at his request on. 


one patient who had no symptoms of myasthenia at all. 
This is not-so odd as it sounds. : 


The patient, a girl aged 14, had had several attacks of 
myasthenia, with brief complete remissions between attacks. 
> But Dr. Carmichael was satisfied that each attack was proving 
a little worse than the one before, and therefore asked for the 
operation to be done at the safest time—that is, during a remis- 
sion. This patient has now remained well for six months since 
the thymectomy was done. 


We have operated on one other patient during a remission‘ 
This was an Irish youth of 21 who had lost all confidence in. 


himself owing to his relapses, though they: were mild: He had 
developed a myasthenic mentality, which prevented him from 
following any occupation whatever. Now, two vears after 
thymectomy, he has admitted that he is perfectly well, and he 
started to work some time ago. Such is the power ,of surgery 
over a work-shy neurosis even in a myasthenic Irishman. 


It is unnecessary to emphasize the importance of a care- 
ful follow-up of thyméctomy patients; as this applies to 
most diseases ; but it is worth noting that with the passage 
of time the results after this operation tend to encourage 
both surgeon and patients. Many of them undergo a slow 
improvement over a long period, and very few show the 
“opposite tendency. More patients therefore gain promotion 
in the ABCD classification than have to be put back, so 
that each time I have published results they have shown 
slight improvement on the time before. It must be admitted, 
however, that there are a few qualifications to be made. 
Even after apparently complete recovery some of the 
female patients find that there is a perceptible relapse at the 
menstrual periods. Secondly, both sexes, although their 
vigour is normal for ordinary exertions, sometimes find 
their strength is not completely restored for sustained exer- 
tion. It may be, therefore, that the Saturday evening tablet 
is not entirely psychological in its effect. Thirdly, there 
seems to be in some patients an irreversible change in one 
or more ocular muscles and in-the levator of the upper lid, 
the movements being unaffected either by operation or by 
neostigmine. 7 


Side-issues 


It will probably be expected of me to say something on 
an important side-issue—namely, the relation of myasthenia 
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‘as they must be the subject of a separate study. 
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to thyrotoxicosis. Several writers have-thought that there 
might be some such association, the belief being encouraged 
by the close anatomical and morphological relationship 
between the thyroid and the thymus, but we have not 
found any convincing evidence of this. Only four patients 
in the whole series of 155 have shown a definite thyroid 
excess, and in only one was it at all serious. Two of these 
patients I have‘ already described. A third succumbed to 
the operation. 

The fourth was a woman of 27 who was admitted to hospital 
with a diagnosis of thyrotoxicosis only, although soon after the 
onset of this in December, 1946, she had had occasional attacks 
of diplopia. Ptosis of the left eyelid followed, and then weak- 
ness of the left arm and both legs. The whole myasthenic 
picture then became more pronounced. Mr. J. E. Piercy per- 
formed first a subtotal thyroidectomy and then a total 
thymectomy. At the present time she is free of any symp- 
toms of either disease on three or four tablets of neostigmine 
a day. 


It has been pointed out by Dr. TOE Greene (1949) 
that all the ocular muscles responded to neostigmine except 
the external recti, but that these steadily recovered after the 
thyroidectomy. The ocular movements therefore showed 
the mixed effect of myasthenic and thyrotoxic asthenia, each 
muscle responding to the appropriate treatment. Beyond 
this we have no evidence to offer. An incidence of four 
patients with thyrotoxicosis in 155 myasthenics does not 
seem’ to afford a basis for any conclusions, though it is 
perhaps somewhat higher than would 9e expected from 
mere probability. 

Another side-issue which may be included among “ results 
of operation” is the evidence concerning the supposed 
enlargement or persistence of the thymus gland in myas- 
thenia. It has seemed to us that the size of fhe gland bears 
no relation to the severity or incidence of the disease. Apart 
from tumours the weight has varied from 3 to 36 g.; the 
average being 15 g. “It is now established that the thymus 
normally persists, and that it does not weigh more in 
myasthenic patients than in normal people of the same age, 
among whom the variation is just as wide. The only con- 
sistent abnormality has been in the microscopical appear- 
ance of the gland, as described by Bratton (1948) and 
Castleman and Norris (1949). This almost always shows 
conspicuous lymphoid “ germinal centres” ; these are not 
found in the thymus glands of other people. 


Tumours of Thymus Gland 


As J.explained at the beginning, I have considered in the 
‘foregoing remarks only the results obtained in the treatment 
of patients’ who did not have thymic tumours. I do not 
‘now propose to deal in detail with those who had tuncours, 
It sdon 
became obvious, however, that the presence of a tumour 
implied a very much worse prognosis. Patients with 
tumours usually have a short history and severe symptoms 
which respond slowly and imperfectly to neostigmine. The 
operation risk is increased by these features as well as by 
the greatly increased difficulty of removal. The immediate 
response to operation may be dramatic, but the patients 
tend to show after a short interval a serious relapse, and the 
symptoms become irreversible. They have usually soon 
died with respiratory failure. Primary operation has there- 
fore been very unsuccessful in our hands. We now prefer 
to treat these patients with preliminary deep x-ray therapy, 
followed by extirpation of the thymus with the tumour if 
it is possible. A few patients treated in this way have 
given more encouraging results than those subjected to 
primary operation. ` 


} 


~ 
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, acquires its abnormal function. 


- 


One patient who had a primary removal of a tumour in , 


January, 1947, followed by deep x-ray therapy in June was 
slowly deteriorating, until Dr. Douglas McAlpine treated 
him with’ tetraethyl-pyrophosphate, since when he has 
steadily improved. : Jag 
Conclusion l l 


The treatment of myasthenia gravis by thymectomy has 
been called “ empirical,” and so it still is in the sense that 
there are a number of questions to be answered concerning 
the intimate details of the disease. The connexion between 


myasthenia and an abnormal thymus gland is now well: 


established, but there is no clue to how or why the gland 
The chemistry, of the 
secretion which is- producing myasthenia’ is still quite 
unknown, and no active principle has yet been isolated. 
Fundamental knowlédge, such as the truth about the 
physiology of the neuromuscular junctions, is still lacking, 
so it is not surprising that understanding of’ abnormal 
functions is still defective. Surgery may help to providé an 
answer to these questions, which are far from being purely 
academic. In the meantime surgery, with the help of 
neostigmine, has undoubtedly made a practical advance in 


_ being able to alleviate the lot of many of the unfortunate 


sufferers from myasthenia gravis. -There are few more 
pathetic sights than an otherwise perfectly healthy girl or 
youth reduced to a state of dependence and physical help- 


- Jessness, and few more gratifying sights than their dramatic 


restoration to normal activity, a feat which surgery can now 
on many occasions claim to have achieved. 


`~ Summary , i 


From February, 1942, to July, 1949,'155 patients, with 
myasthenta gravis have, been treated by surgical extirpation 
of the thymus gland. 


Of 120 patients who did not have thymic tumours and 


. survived the operation, 79 (65%) have .shown a complete or 
These could not. 


almost complete remission of the symptoms. 
be accounted for as “spontaneous remissions.” 
The operative mortality in our hands is at present 4.2%. 
The results are influenced by the duration of the diséase 
before operation: the shorter the history the better the results. 
Early operation is indicated by the above fact, and by the 


“11.6% incidence of tumours, the development of which should, 
if possible, be anticipated. ; 
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A statistical study by V. A. Fenger and J. Nielsen? shows 
that in the period 1908-15 the average duration of life of a 
Danish doctor aged 25 was 3 years shorter than thaf of his 
opposite number in the general population. In more recent 
years this difference has diminished considerably. This study, 
brought up to 1944, shows that the mortality among Danish 
doctors is lower than that among the whole population with 
regard to tuberculosis, cancer, and accidents: But it is higher 
with regard to suicides, and more than 40% higher with regard 
to heart disease. A comparison is made with the studies of 


_ Dublin and Spiegelman in the U.S.A., and a table is drawn 


up by the Danes showing how the Danish and American find- 
ings compare with each other in Tespect of each important cause 
of death. 


Š 'L Ugeskrift for Laeger, June 30, 1949, p. 737. 
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In 1945 the British Paediatric Association began to interest- 


- itself in the problem of cross-infection in children’s wards 


in hospitals, and an ad hoc committee was set up to con- 
sider the matter. Its report was published in the British 
Medical Journal of May 4, 1946 (p. 673). During the com- 
mittee’s deliberations it became obvious that the views and 
experience of individual paediatricians. differed widely. 
There was not only little information on the incidence of 
cross-infectiðn but also little evidence of the effect of the 
common methods used to prevent or control it. The result 
was a report in very.general terms “in the nature of a 
preliminary discussion,” and the collection of evidence on 
the incidence of cross-infection and the evaluation of - 
methods for its control were left for later investigation. 
This.report is the result. 

It is not easy+to give an adequate definition of cross- 
infection in this context, but that suggested by the above- 
named committee was accepted and used—namely, “To 
denote any infection acquired by a patient in the hospital 
environment. Clinically, it is an infection arising during 
the course of another illness for which the “patient was 
originally admitted to hospital, and may attack the respira- 
tory tract, gastro-intestinal tract, wound, skin, or mucous 
membrane, or be manifested as one of the specific fevers.” 
This definition places the final onus of diagnosis on the 
paediatrician, who may or may not have help from bacterio- 
logical investigation. This does leave room for a difference 


‘of personal opinion, but it was felt that experienced paedia- 
.tricians would hold relatively uniform views, especially as 


nearly all those taking part in- the investigation had 
preliminary discussions in committee with their colleagues. 

The main objects of the inquiry were to determine: 
(1) the incidence of cross-infection in ,children’s wards 
(nurseries for the newborn- were excluded) ; (2) the effect 
of cross-infection on morbidity and mortality ; (3) the part 
cross-infection played in increasing the length of stay in 
and (4) the methods used to prevent cross- 
infection and their relative efficiency. 

Information Sought 

Fourteen hospitals were selected as representing a cross- 
section of children’s wards in which patients were under the 
clinical charge of an experienced paediatrician. The hos- 
pitals included examples of children’s wards in a general 
hospital, wards in hospitals for children only, wards in ` 
teaching and non-teaching hospitals, and wards taking long- 
stay cases. In all, the records of 26 different wards ‘were 
utilized. 


Special cards were prepared and issued to each ward for: 
recording the information in respect of every patient 
admitted. These asked for details of .the age, sex, diagnosis 
on admission, how the child was disposed in the ward on 
admission and during its stay (e.g., bedin open ward, 
cubicle), and method of dispersal (e.g., transfer_to another 
ward, transfer to isolation hospital, home). If cross- 
infection took place its date was to be noted, together with 
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the suspected source of-infection and any relevant bacterio- 
logical investigation. Any increased length of stay in the 
ward as the result of cross-infection was to be estimated, 
and a special comment was asked for if it was felt that the 
death of a patient was in any way attributable, either partly 
or wholly,-to cross-infection. The types of cross-infection 
were divided broadly into: acute specific fevers, upper 


respiratory infections, lower respiratory infections, gastro- ` 


~ 


enteritis, and other infections. 

A record card was filled in for each child on admission 
and observations made during the children’s stay were dated 
as at noon of each day. In this way 9,619 cases were 


covered in the survey. Records were kept from March 1, 


1946, to February 28, 1947, but, for reasons to be explained 
later, analysis was made for only 11 months—ie., from 
April 1, 1946, to February 28, 1947. 

In addition to the individual patient’s record each ward 
unit was supplied with a questionary form. This asked for 
information on the following : . . 


Official number of cots in ward. 
Upper and lower. age limit of children admitted. 


Type of case admitted (e.g., medical, surgical, tonsillectomy, , 


skins). 

Ward design—Open ward; length, breadth, height, and 
distance between cot centres. Number of cubicles, distin- 
guishing single, double, and multiple, giving length, breadth, 
and height of each cubicle and stating whether it was open 
or closed. ` i 

Quality of ventilation in wards or cubicles. > 

Method (if any) of isolating new admissions. 

Whether a special room is available for dressings. 

Method of ward heating. i : 

Number of sluices, lavatories, and wash-basins in each ward 

` or cubicle. “ 

Provision for, bed-pan sterilization, napkin disposal, dressings 
disposal, and refrigerators. 

Whether or not a special room and/or special staff is available 
for preparing feeds. ; 

_ Method of ward-cleaning—dry sweeping, wet or oiled sweep- 
ing, oiled floors,- oiled blankets, vacuum-cleaning. 

Method of air sterilization (if any). i i 

Status and qualification of staff: ward sister, number of 
trained nurses, number of student nurses. 

Number of nurses per ward—-average and minimum per day 
and night. S 

-Whether “runners” are employed at night. 

Whether the nursing staff are immunized against (a) diph- 
theria, (b) other infections. 

Number-of maids per ward. 

Whether masks are worn by nurses, doctors, students, and 
maids. 

When masks are worn. | 

Whether visiting is allowed—how often, how long, how many 
per bed, and whether children visitors are excluded. 

Whether acute fevers are transferred or nursed in the ward. 

Any other relevant information. 


Data Received 


Of the total of 9,619 cases surveyed in’ the 11 months 
under review, 679 showed evidence of cross-infection during 
their hospital, stay. This represents an overall incidence 
(irrespective of length of exposure in hospital) of. 7.1 %. 
The frequency of the individual types of infection is shown 
in Table I. ` 


It is interesting to note that 92 of these children experi- 


enced at least two cross-infections and‘ 20 at least three. 
Tabulation of the acute specific fevers by ward age showed 
that 23 of the 80 cases of measles were “ acquired ” before 
the 10th day, which means that the disease was in the 
incubation period when the child was admitted to hospital. 
Similarly three of the'five cases of mumps developed before 


‘INCIDENCE OF CROSS-INFECTION IN CHILDREN’S WARDS 


` 


617 


- BRITISH 
MEDICAL JOURNAL 





the 21st day in hospital, five of the 24-cases of whooping- 
cough developed before the 10th day, and three of the 20 
cases of chicken-pox developed before the ‘14th day. It 
might be objected that these were not strictly examples 
of cross-infection and should therefore be excluded from 
analysis. The objection rests entirely on the interpretation 
of the word “ acquired ” in the definition of cross-infection ; 
if these were to be excluded many other infections, both 
of the upper and of the lower respiratory tract, which were 
not traceable because.the length of their incubation is not 


_ known would also have to be excluded. It may be added 


that admission during the incubation period of an infec- 
tious disease was in no way confined to one hospital. In 
point of fact it has been shown that the cross-infection rates 
at the individual ward ages would have been little affected 
if these cases had been omitted. 


TABLE I 
’ — Type of Infection Total No. Dies 
Upper respiratory infections 257 37°8 
Acute specific fevers he aa ii 155 22-8 
Measles .. S Ps si za 80 11-8 
Whooping-cough z ae Ley 24 3-5 
Chicken-pox . METE iR 20 2-9 
Scarlet fever Si Ti 2 = 14 2:1 
Dysentery ae a ov me 11 1-6 
Mumps .. oie s F Per 5 0-7 
Diphtheria os os uy 3 I 0-1 
Gastro-enteritis sa Jee an 141 20:8 
Lower respiratory infections s4 os 57 8:4 
Other infections .. pa 2 a 69 10-2 
Total 679 


- 


This evidence strengthens the view expressed in the pre- 
vious report that an essential barrier to cross-infection is a 
senior medical officer who shall be responsible for all 


“admissions to the ward. 


` Effects of Cross-infection 


On the record card of each patient an estimate was given 
of the increased length of stay in the ward attributed to 
cross-infection. No additional stay was occasioned to 65%, 
up to an'ʻadditional week was necessary for 17%, up to 
two weeks for 14%, and up to three or more weeks for 
3.6%. The average additional length of'stay in the whole 
series-was 4.59 days, and for those 225 children who did 
have to stay longer their average increased stay was 12 
days. This is an important economic aspect of the problem, 
for in addition to the increased bed occupation in the 
original hospital there must be added-the days spent in an 
isolation hospital, home, or other institution. This increased 
occupancy of beds is a strong argument which may be 
used in favour of administrative or structural measures that 
may be adopted to lessen cross-infection, as any means 
which will reduce the length of hospital stay will therefore 
increase the total annual occupancy of the beds. 

Hospital infection may not only increase the length of a 
child’s illness but contribute materially to a fatal issue. We 
all know of the patient with pyloric stenosis who is success- 
fully operated upon but who dies later from a gastro- 
enteritis developed whilst in the ward recovering from the 
operation. Information was sought by the specific question, 
“ Did the observer consider death was, attributable in part 
or whole to cross-infection? ® The answer was in the 
affirmative in 41 of the 50 deaths which occurred in children 
developing 4n infection while in hospital (death wholly 
attributable to cross-infection, 13 ; death partly attributable 
to cross-infection, 28), so that of 587 patients who incurred 
an infection in hospital 7% died wholly or partly because 
of that infection. As illustrative of deaths wholly due to 
cross-infection may be cited two patients admitted for 


— 
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Tepair of hare-lip, both of whom died of gastro-enteritis. 
The infections in this group were as follows: 


Gastro-enteritis 17 cases (1 Sonne, 1 Flexner Z) 
Pneumonia .. ” ` 


Pneumonia and enteritis a 

Upper respiratory peepee 2 
» Measles s v Di 1 

Meningitis .. ad ia da 1 

Staphylococcal pyaemia ss se a Se l 

Stomatitis .. si a ie I 


Total ; 


Only seven of these children were over 2 years old, and of 
the remaining 34 cases no fewer than 24 occurred in 
babies under 3 months old, thus illustrating the dangers of 
hospitalization to small babies. 


_ Statistical Problems 

The main statistical problems presented were (a) to 
calculate an index suitable for comparing the incidence of 
.cross-infection in the various hospitals and wards; (b) to 
select a suitable standard of comparison ; and (c) assuming 
that the incidence would be found to vary between the 
wards, to determine whether the rates showed any associa- 
tion with the architectural and administrative factors of the 
ward. One inherent deficiency in the data was that only 
infections which became manifest during the patient’s stay 
in hospital were recorded. No provision had been made 
for following patients up, with the result that the number 
of cross-infections which occurred in hospital but which 
developed after discharge was unknown, and the value of 
the inquiry is lessened to that extent. This once again 
stresses the advisability of giving careful consideration to 
` the statistical aspects when investigations of this nature are 
in their initial stage. 


No index of cross-infection would be adequate which 
failed to take into account the differing lengths of time each 
child was exposed to risk—i.e., the duration of stay in 
hospital. From the information provided the numbers of 
patients exposed to risk of infection in each ward at each 
ward-age (i.e., age 1=1 day after entry, age 2=2 days after 
entry, etc.) were obtained. The numbers of cases occurring 
in each ward were also tabulated, and by relating the total 
number of cross-infections which occurred at each ‘age in 
all the wards combined to the aggregate exposures at the 
_ relative ages a cross-infection rate at each ward-age for the 
aggregate of all wards was obtained. These are the stan- 
dard rates. In calculating them one difficulty which must 
be recounted necessitated a change in the initial date of 
the experience. All children admitted for treatment during 
the period of the survey are admitted at ward-age’ 0, but 
the investigation also covered patients who were in hospital 


TABLE U.—Cross-infection Rates (smoothed*) per 1,000 Child-days 
Exposure (5-day groups); All Wards Combined; Both Sexes. 
Limited to 91 Days After Admission to Hospital. 


Cross-Infection Rate Child-days Exposure in 





Ward Age Groups per 1,000 Exposures Each 5-day Group 
0— 2°96 37,306 
5— 3°88 30,065 
10— 4-47 20,106 
15— 4:79 13,981 ' 
, 20— 4-89 10.655 
25— 4-81 8,341 
30 -— 4-61 6,641 
35~ 4-33 5,355 
40 — 4-03 4,377 
45— 3°75 3,5 
50—,/ 3:55 3,030 
55— 3:48 2,611 
60— 3-58 2,274 
65— 3-91 2.056 
70— 4-52 1,815 
75— 5-46 1,568 
80+ 6:77 1,383 





* y = 2:358 + 0°259x — 0:00801x2 + 0-0000669x3 
where y = cross-infection rate, x = ward-age in days. 


when the inquiry started. To overcome this difficulty it 
was decided that the experiences should begin on April 1, 
1946, instead of March 1. This reduced the length of the 
inquiry to 11 months, but from the March records the 
length of stay in hospital previous to April 1 could then 
be calculated for. the majority of children who were in 
hospital on that day. - 


The smoothed values of these standard rates (Table H) 


show that the rate of cross-infection in all hospitals com- | 


bined rose from 3 per 1,000 in the first four days after 
entry to 4.9 per 1,000 patients who were in the wards on 
the 20th—24th days, fell to 3.5 per 1,000 for days 55-59, 
and was as high as 6.8 per 1,000 for those exposed to risk 
in days 85-89. 


_ Standard Cross-infection Ratio 
For each ward the number of patients exposed to risk at 
days 0, 1, 2, 3, 4, etc., was known and the number of cross- 
infections which would have been expected amongst the 
numbers exposed to risk at each ward-age if the standard 
rates (all wards combined) had been effective could be 
calculated for each ward: 


Exposed x standard cross-infection rate 
1,000 


The numbers expected at each age, aggregated to 91 days 


-or 183 days or 365 days, gave the total number of cross- 
infections expected in every ward for the respective periods 


at the standard rates. The number of infections which 
actually occurred expressed as a percentage of the number 
expected in the same period provided a comparable index 
of cross-infection for the different wards. If the actual 
number was in accordance with expectation the ratio 
would of course be 100. This index has been termed the 
“Standard Cross-infection Ratio,” because the method of 
its construction is the same as that of the standardized 
mortality ratio used by the Registrar-General for com- 
parison of the mortality experienced in different occupations. 

When the wards investigated are arrariged in order accor- 
ding to the magnitude of the standard cross-infection 
ratio they may be divided into three groups: those with a 
high incidence, in which the ratio lies between 140 and 
350; those with a moderate incidence of between 60 and 
140 ; and those with a low incidence, below 60, even drop- 
ping as low as 29 for a stay of up to 91 days. There are 
nine wards in the group with a high incidence, eight wards 
in the moderate group, and nine in the low-incidence 
group (Table ITI). It is interesting to observe the extreme 
TABLE [ll.—Wards Arranged in Order According to the Magnitude 


of the Standard Cross-infection Ratio, Forming Three Groups 
' with High, Moderate, and Low Incidence 


S.C.R. Ward Stay Up to 91 Days 
Hospital A, Ward 1 350 
w Bo w 1 ei 205 
» C, „ 1 (medical, babies) 190 
High a “Di gyl anae 188 
(140 or » B,. » 1 (convalescent) 185 
over) w Pe ae | 148 
Meee Me ten, ie 146 
> ‘G, »3) 1 145 
»9 H, LEJ 1 140 
„» O s» 3 (surgical, babies) 133 
+ L ” 1 123 
L > C, os 4 1} 1 
Moderate » E, » 2 (convalescent) 90 
(60-140) a tog ee | 88 
» E » 3 (convalescent) 84 
: » XK, „ 1 Gnfants) 73 
$9 L, td I 72 
LEJ A, ue 2 58 
oF M, os 1 56 
» K, » 2 35 
Low i. ABA aioe 49 
(60 or ; a G; pp 2 47 

! under) > L, bp 2 38 f 
Dw Mae. eos 34 
33 D, a? 2 33 
Ltd N, ” i 29 





i 


and time. - ' ; 

i . . . / .` : a . 
Another factor which is difficult to assess is the, question 

of immunity of a child admitted to a strange bacterial or : 
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Y z i í 
variation in the wards, all of which were under the supervi- 


‘sion of expert paediatricians. To note a specific example, 


one hospital ‘which is modern and with, isolation facilities 
has a high cross-infection rate in its babieS” ward but a low 
one in its older children’s ward, both wards being identical 
in design. The paediatric supervision, both senior and 
registrar, is the same for both wards, the Tecording of cross- 
infections was done by the same individual, and the nursing 
staff was drawn from.the same training school. It is 
interesting to note that no fewer than four different hos- 
pitals are' represented in both the high and the low 
group. í i IR 
‘The amount of material for survey was inadequate for’ 
calculation of standard cross-infection ratios based entirely ` 
on ‘patients who on admission were under 1 year old, 1 to 
4 years, 5 to 9 years, and so on. All that was possible was 
to distinguish 10 wards which excludéd entirely children 
under 1 year of age. Table IV compares the standard 


` cross-infection ratio of those wards with that of wards ‘to 


which infants were admitted. 
í ' 


: TABLE iV 


J 1 


4 











' l S.C.R. ` 
Type of Ward ; 
Moderate | High | Total | 
Wards excluding infants under I“year .. 1 3 1 10 
Wards admitting infants ' .. os 5 8 16 
Total .. 8 9 26 
` 








’ i 1 


A statistical test showed significant association between 
the standard cross-infection ratio (y?=5.8: P<0.05) and 
the admission of children under-1 year of age. © This 
increased danger in infancy is a ‘fact well known to- all 
practising paediatricians. , : ` 

This ‘relation between age and cross-infection is the only 
“ statistically significant ” result of our attempt to corrélate 
incidence with environmental influences: Other factors 
which were. statistically investigated but gave no conclusive 
results were: type of case admitted (surgical, medical, etc.) ; 
relation between standard cross-infection ratio and archi- 
tectural features of cubicles; average square feet per cot ; 


‘quality of ventilation’; employment of “ runners ” ; method 


of ward-cleaning ; and patients’ visitors and frequency of 
visiting-days. (Because of their negative, findings these 
analyses are not. recorded in full.) The unit for these: 
analyses -was the ward, and with only 26 units it was hardly 
to be expected that many significant reldtionships would 
appear. l i i es g 

The difference between the wards with regard to cross- 
infection remains difficult to explain fully. There is no' 
doubt that: imponderables must, play an important part— 
namely, the quality of the medical and, particularly in this 


problem, the nursing care. We have noticed that there has ° 


been an increase‘in infection when there has been a change 
of nursing staff, though we have no figures to support this, 


and it would seem that there is still a tendency td under- 


staff babies’ wards at night. Thus all the careful work done 
by the day staf can be undone through a shortage of 
nurses. at night to do the common tasks with adequate care 


viral environment. Bacteriological studies were not undėér-^' 
taken in this review ‘except in a few instances, for in one 
of the commonest of the infections, gastro-enteritis, there is 
no specific organism to act as an indicator. It is well 


‘known that -babies are slow in acquiring. an immunity 


A ' á 


i 
F ‘ 


_ scrutiny is desirable. 


(3 . ` 
reaction,' and this may well be a factor in the increased 
infection found in the very young. |. 
+ } ' r 1 ~ 


ı Conclusion , 


, On the whole we feel that this inquiry, which entailed a 
great deal of work for many people, has been disappointing 
in that it has not resulted in our being able to give advice 
ito hospital planners on the value of the common archi- 
tectural practices in preventing cross-infection. Further 
inquiry on these matters which will stand up to statistical 
We feel, however, that we have at 
least obtained some figures that are of interest if only in 


‘showing for the first time the extent of cross-infection in 


a sample of hospital wards in this country and in 
drawing attention not only to its prevalence but also to its 
dangers, | l l i 

It should be recalled that the wards chosen were all under 
expert paediatric supervision ahd therefore the number of 
cross-infections was, or should have been, minimal. How- 
ever, the very fact of the inquiry taking place in a ward 
helped to draw attention to the condition and so in itself 
may have reduced the incidence a little. If, then, hospitals 
of this status have a cross-infection rate as high as 7% it 
may be suspected that other hospitals with less facilities and 
less expert staff have a higher rate. 

In this respect it has been interesting to note the reaction 
in some hospitals visited outside the scope of this inquiry 
to .the -question, “How much are you troubled by cross- 
infection?” In many instances the reply has been given 
that cross-infection has never occurred, from ‘which it 
seems likely that the problem has not been acknowledged 
or recognized. If, then, this paper can do something to 
interest those ‘responsible for, the care of children in. 
hospital in this aspect of their work we feel we may have 
accomplished something ‘of value. a 


5 l - Summary 


Records of all children admitted to hospital during the year 


: March 1, 1946, to February 28, 1947, were provided by 26 chil- - 


dren’s -wards in 14 hospitals in Great Britain. From these records ; 
information was obtained as follows: (a) The overall incidence 
of cross-infection in 9,619 admissions was 7.1%. (b) The aver- 
age length of increased’ stay'in hospital of these cases that 
developed a cross-infection was 12 ‘days. “(c) In 41 children 
death Was attributable partly or wholly to cross-infection. 
(d) An index for the rate! of cross-infection was calculated for 
each ward (standard cross-infection ratio) and was found to 
vary widely for the different wards even within the same 
hospital. (e) Attempts were made to correlate factors which 
might be related to the variations, which included ward archi- 
tecture, equipment, nursing, staffing, visitors, type of case 
admitted, and the age of the children. The only “ significant ” 
finding was that cross-infection was commoner in wards which 
admitted infants. 


The data on which this paper is based have been produced by the 
helpful co-operation of many sisters and registrars in the hospitals 
concerned and of the paediatricians who had the children under their 
care. The following hospital centres have contributed, and we are 
grateful to all who have helped: Belfast, Birmingham, Cardiff, 
Glasgow, Guy’s, Great-Ormond Street (including Tadworth), King’s 
College, Leeds, Liverpool, Newcastle-upon-Tyne, St. Bartholomew’s, 
and Warwick. 


We wish to acknowledge many helpful suggestions made by 
Professor R. M. F. Picken during the course of the analysis. Our 
thanks are due to Miss Kathleen Davies and Miss Betty Goode, on 
whom has fallen the burden of the heavy tabulation and computing 
work, not all of which has been produced in this paper. We are 
„also indebted to the members of the ad hoc Committee of the British 
‘Paediatric Association on Cross-infection for much valuable advice 
in the carrying out of this inquiry, and to the British Paediatric 
Association for a grant towards the computing expenses, 
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Tetraethylammonium bromide (T.E.A.B.) is known to pro- 
duce a blockade of the autonomic nervous system, and has 
been used with this object in the investigation of peripheral 
vascular disease. The purpose of this paper is to examine 
its effects on the secretory and motor functions of the 
stomach. 

Pharmacology 


The site of action of tetra-alkyl-ammonium compounds is 
at the ganglionic synapses of the autonomic nervous system, 
where a blocking effect was first demonstrated’ by Marshall 
(1913). T.E.A.B. is a synthetic compound produced by the 
substitution of four ethyl groups in the ammonium radical 
of ammonium hydroxide. The chemical relationship of the 
. drug to acetylcholine is: 

CH 
CH 


CH; 
CH: N-0Pr = N-OH 


CH CH; ——= 
` CH ~ CH,CO OCH, 
T.E.A.B. Acetylcholine 


The site of action of the two compounds is the same 
‘and is probably determined by their basic structural rela- 
tionship ; side-chain variants determine their pharmaco- 
logically different effects. The blocking effect of T.E.A.B 


is probably due to the fact that the drug can replace acetyl- © 


choline in the neurohumoral chain at the: autonomic 
synapse, thus excluding it. The transience of its action is 
. probably also due to its similarity to acetylcholine, which 
is destroyed by. cholinesterase. 

The pharmacological effects are twofold. Spalle 
- blockade leads to rélease of peripheral vasoconstrictor tone, 
a fall in blood pressure, and an increase in pulse rate. 
There is increased blood flow to the extremities; with 
increased skin temperature. Sweating is inhibited. Para- 
sympathetic blockade leads to inhibition of gastric secre- 
tion and motility, inhibition of salivation, paralysis’ of 
accommodation, and transient impairment of the power to 
urinate or defaecate. 

Side-effects are noted as follows. After moderate doses 
(less than 500 mg. intravenously or 20 mg. per kg. of body 
weight intramuscularly) there is a metallic taste in the 
mouth, with a sensation of warmth and. flushing, transient 
peripheral numbness, light-headedness, loss of accommo- 
dation, and transient difficulty in urination or defaecation. 
After large doses ptosis, weakness, or even severe collapse 
may occur. While these severe manifestations are rare, 
the commoner side-effects make out-patient administration 
impracticable. ` 


` Effect of T.E.A.B. on Gastric Secretion 


Published work on the effect of T.E.A.B. on gastric 
function comes mostly from America. Zweig et al. (1948) 
found that in normal subjects the gastric motility was com- 
pletely inhibited for a total period of 45-100 minutes after 
intravenous injection. Unstimulated secretion was reduced 


- and titrated. The follow- 


case. 
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by 85% and histamine-stimulated secretion by 70% ; on the 
contrary, Neligh et al. (1947) noted no effect on histamine- 
stimulated secretion. Brown et al. (1948) demonstrated, in 
‘duodenal ulcer patients, inhibition of gastric motility and 
abolition of insulin-stimulated secretion. Ferrer (1948) 
reported effective reduction of excessive night secretion 
in patients with peptic ulcer. 


1. Studies by Alcohol Test Meals~—We have studied the 
effect of T.E.A.B. on gastric secretion following an alcohol 
test meal in 20 cases (17 men and three women, eight of 
them suffering from duodenal ulcer)‘ The method was as 
follows: 


` The patients were starved over nine hours, a Ryle’s tube was 
passed at the end of this period and the fasting juice aspi- 
rated. Then 50 ml. of 7% alcohol was given and specimens 
were removed from the pree nci WITHOUT TEAB 


stomach every 15 minutes 50 p > 
for one and.a half hours S 2 
50ml. ALC, 


ing day, at the same hour, 40 ZO aT ‘ 

‘this procedure was re- . J / WITH TEAB 
peated, but in -addition 3 A Pa 

1 g. of T.E.A.B. was S 

given intramuscularly. as 

a 10% solution half an 2ọ 

hour before the start 

of the test meal. The 

patients were interro- 9 

gated regarding symp- [Om TEAB. 

toms following T.E.A.B. bg eo o T 
administration. Blood- Ma y ieee 19 9 
pressure” readings were blo, ]—Effect of TE.AB. ‘on 


taken throughout. ,The 
average values for the 20 
test meals are shown in 
Fig. 1.” There is an average reduction of 5-10 clinical units of 
free HCl. Some reduction in the free HCI was noted in every 
In several the reduction was of the order of 20 ‘units. 


gastric secretion after an alcoho] test 
meal (20 cases, average values). 


2. Studies after “Insulin Stimulation of Secretion.— 
Because of the known pharmacological effect of T.E.A.B. 
in blocking vagus synapses it was of interest to investigate 
its action after the administration of insulin. ‘In 1943 
“Hollander observed copious acid secretion in the, gastric 
pouch of dogs in which he had induced hypoglycaemia ; he . 
found a pronounced acid secretion so long as the vagus 
supply to the stomach was intact and cessation on complete 
severance of all rree uc 





vagal fibres. 80 

This observa- - Reu oe 

: L i TEAB 

tion led to the -ọ ao 

development of : 

for vagus acti- af 

vity. It was 

employed as °0 s 

follows in our v n WITH T 

cases. 40 a T A Naaa 
The alcohol 

test-meal tech- 30 s 

nique already 

described was 20 

followed in 10 

patients: with - = 

the modifica- '!0- lOm TEA 

tion that one [eo i 

ee TT 2) 
oe ae ae 30 O 30 60O 90 120 ISO 180 
meal in each | ADVTS, 


Fic. 2.—Effect of T.E.A.B. on gastric secre- 
tion after administration of insulin (10 cases, 
average values). 


case 20 units of 
soluble insulin 


~ 


i 


ti D 


was given intramuscularly. A similar procedure’was adopted 
in the same patients (on a subsequent occasion) after. the 
administration of: T.E.A.B. (The patients were all adults, 
eight males and two females, four of them suffering from 
duodenal ulcer.) The blood sugar in all cases fell below 55'mg. 
per 100 ml. ‘The symptoms noted included weakness, hunger, 
and emptiness. ‘The average of the 10 test meals is shown in 
Fig. 2. It will be seen’ ‘that after T.E.A.B. the production of , 
insulin hypoglycaemia failed to stimulate the secretion of gastric 
juice. me i 


~ 


3. Studies after Histamine Stimulation of ‘Secretion.—. 


` The response of the stomach to administration of histamine 
was studied by the method already described for insulin, 
an injection of 1 mg. of histamine being given at the end of 
14 hours in each case. In view of the effect of histamine . 
on blood pressure no patient was used in this series whose 


- FREE HCI WITHOUT TEAB blood pres- 
` 60 sure fell below 
l F ~ 100 mm. Hg 

50 HISTAMINE 7! „as a result of 
7 i \ “TEAB. The 

` Í VA Pa ^. average results - 

mE soer T p MTH TEA “of the 10 ex- 
E a Saale periments (all 

7 s | / pee adults —- nine 
eos | males,.one fe- 

20 aed male, includ- 


P ' ing four cases 
of duodenal 
ulcer) are re- 
corded over 
the. entire. 


three - hour 

Fic. 3.—Effect of T.E.A.B. on gastric secretion period (Fig. 3). 
after histamine stimulation (10 cases, average 3 : vee me 
values). | ‘ ‘ twil j 


seen that after ' 
T.E.A.B. the econ of histamine stimulated the secretion 
of gastric juice, but the response was not so. great as in the: 
control series. 


1O m. TEAB 


IO 
i mi TEAB, i | ` i ‘ 
Oo P i 


30 OQ 35 60. 90  '20 I50 180 
MINUTES. ` 


t 


4. Studies on se aonlancout Night Secretion—Much 
` attention has recently been devoted to the secretion of the 
stomach during interdigestive phases, and particularly at 
night. 
in volume and highly acid, and that this unbuffered secre- 
tion expelled rapidly into the duodenum is of importance _ 
‘in the production of duodenal ulcer. Investigations of the 
action of T.E.A.B. upon the nocturnal secretion in 10 
patients were made as follows. 


The patients had nothing to eat or drink after 5 p.m. 
A’ duodenal tube with multiple, perforations at its tip was 
passed at 8 p.m., the stomach emptied of its contents, and 
the secretion aspirated till 8 a.m., by means of constant suction 
set up by means of an electric pump. Narcotics were with- 
held. The following evening the experiment’ was - repeated, 
giving 1 g. of, T.E.A.B. four-hourly to a total of 3 g. 


Night Secretion Tests (8 p.m-8 a.m. ees Suction). Total 
i Dosage = 3 g. of T.E.A.B. , 3 
Without T.E.A.B. 2 With T.E.A.B. , Average a 
ee ll = Reduction in 
Free |: Total Milli- : 
HCl Acid equivalents/Hr. 
12°5 26°5 [` 79% ` 
0 6 10082. 
20 34 70% 
33 46 76% 
12 28 759 
9 30 |- 60% 
20 28 69 Zo 
15 33. 84 K 
0 6 100% 
4 24 
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_ In 10 cases the volume of secretion was reduced, as was 
the acidity. The accompanying Table shows that T.E.A.B. 
brought about an average reduction of 309 ml. in the 
volume of the night secretion and a reduction of 80% 
in milli-equivalents per hour of the night secretion. All 
.patients were cases of duodenal ulcer with severe symptoms. 
. None complained of dyspepsia during the administration of 
T.E.A.B. 


Effect of T.E.A.B. on Gastric Motor Functions 


_ This was studied in five patients by means of gastrograms 
according to the technique described by Kay (1947). After 
a 12-hour fast the patients (all of whom were cases of 
duodenal ulcer proved later at operation) swallowed two 
Ryle tubes fastened together one having an inflatable 
balloon attached at its tip. ‘ 

. The balloon was inflated to a standard pressure of 
5-10 ml. of water’ and ‘the column of air was connected 
‘to a tambour kymograph unit recording variations in intra- 
gastric’ pressure ; the other Ryle tube may be used for 
aspiration of secretion or ae of the “ water test ” 
(Kay, - 1947). 
~In normal individuals the gastrogram has 
components (Johnson, 1948): (1) Postural tonus, charac- 
teristic of hollow viscera, fairly constant and independent 

, of its degree of distension. (2) Tonus waves: these are 
regular gentle undulations of postural tone, which may be 
peristaltic in nature, with a frequency of three a minute. 
(3) True gastric contractions which are spastic contractions 
_of the whole stomach, considerably increasing intragastric 
pressure. They are represented by sharp-topped waves 
lasting 30 seconds, and occur in normal individuals in 
bursts at: intervals of 13-2 hours with a frequency of 
1-2 minutes. They are’ present in hunger pains and are 
greatly increased in amplitude and frequency in duodenal 
ulcer patients. (4) Cardio-respiratory effects: these are 
frequent small oscillations superimposed. on ‘the above 
intrinsic -waves. They are due to respiratory movements 
of.the diaphragm and cardiac pulsations ; they occur with 
a frequency of 20 a minute. In five patients showing fre- 
‘quent true gastric contractions after a control period of 
20 minutes, 1 g of T.E.A.B. was injected intramuscularly. 
After a latent period of 15-30 minutes tonus waves and true 
gastric contractions were abolished and postūral tonus 
diminished: the effect persisted for 1-14 hours, tonus 
waves returning before gastric contractions. There is a 
sttiking similarity between the gastrogram shown and that 
following vagotomy: in four of five patients this inhibition 


- of: vagal activity was found, the remaining case showing for 


-14. hours diminished frequency, amplitude, and duration 
of contractions’ (Fig. 4). 


NORMAL D,U, | 
AFTER-T.E.-AB. ` _ 
»>. AFTER VAGOTOMY 


LET COREE O TCT COC OT ECIT CECE CEO COTOTT 


TIME O'i MIN. 


FIG. 4—Gastrograms in normal duodenal ulcers, after injection of 
T.E.A.B., and after vagotomy. 


four ~- 
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Discussion 


The administration of T.E.A.B. leads to a slight fall in 
gastric acidity as estimated by the alcohol test meal. After 
T.E.A.B. the induction of insulin hypoglycaemia fails to 
stimulate a rise in gastric acidity. “This indicates the 
‘presence of vagal blockade and is in keeping with the 
known action of the drug. It can be assumed that such 
secretion as occurs after T.E.A.B. is due to the chemical 
mechanism of gastric secretion. It is interesting to note 
that after T.E.A.B. the injection of histamine does stimulate 
gastric secretion, albeit less than normally. This is interest- 
ing on account of the fact that histamine acts directly on 
the oxyntic cells; and so the reduction in acidity inthis case 
cannot be due to an autonomic blockade. Hollander (1944) 
asserts that the oxyntic cells secrete acid of a constant 
strength ; but if on histamine stimulation they secrete into 
a stomach which is comparatively amotile there will result 
a fair degree of buffering and dilution by alkaline and 
mucoid elements. This-fall in acidity may, therefore be 
attributed to retention, to which Johnson ascribes the same 
effect following vagotomy. He points out that in the 
amotile stomach there is difficulty in evacuating serial 
specimens completely, so that dilution of secretion occurs. 
" The reduction in night secretion is interesting. Because 
of the motility effect, it could be held that it was in part due 
to regurgitation of duodenal contents through’ a relaxed 
pylorus. A few experiments were abandoned because of 
bile-staining of the juices drained off ; on the other hand, 
the 10 cases reported were free from bile in the suction 
specimen, and the volume in the 12-hour specimen after 
T.E.A.B. was less than that taken off the previous evening. 

The average reduction in milli-equivalents ‘per hour was 
80%, comparing not unfavourably with 90% following 
anatomical seCtion of the vagus. . 
= The motility effect has been shown to be similar to that 

following vagotomy ; but T.E.A.B., as well as inhibiting the 
parasympathetic supply of the stomach, might be expected 
to effect gastric function in some way by its action on the 
sympathetic. There are several records of the effect of 
splanchnic section on gastric secretion in man and animals. 
Brown (1933) could find no demonstrable change in free or 
. combined’ acidity following complete removal of the sym- 
pathetic chain or coeliac ganglia in cats, and Ray (1942) 
investigated and found no change in gastric acidity after 
bilateral sympathectomy. 

It has been claimed by Little et al. (1947) that T.E.A.B. 
is effective in preventing or modifying the course of peptic 
ulcer produced experimentally in animals. In view of its 
effects on the gastric seoretion and motility, and particularly 
on the volume and acidity of the nocturnal juice, the hope 


was ‘raised that it might be of value in the tredtment of 


peptic ulcer in man. It is perhaps worthy of note that all 
10 patients submitted to repeated injections of T.E.A.B. 
were free from pain, during the progress of the experiment, 
whereas ‘previously they had bad incapacitating symptoms. 
T.E.A.B. has, however, certain practical disadvantages, 
especially in requiring to be given by injection and in giving 
rise to ‘unpleasant subjective symptoms. 
future research to find a means of prolonging its action and 
minimizing its side-effects. 
Summary 

The chemistry and pharmacology of T.E.A.B. are described. 

T.E.A.B. produced a slight fall in gastric acidity in the 
secretory response to an alcohol test meal. nt 

It negatived the secretory response to hypoglycaemia. 

It reduced the response to histamine. 


It remains for . 


It reduced the volume and acidity of the 12-hour spontaneous 
night secretion. 

It produced a vagotomy-like effect on gastric motility. 

Its effect on the cephalic and humoral phases of secretion 
is discussed after its use in 10 patients submitted to insulin 
and histamine stimulations respectively. ‘The changes in the 
concentration of the night secretion in 10 ulcer patients and 
the effects on motility in five ulcer patients are discussed; a 
comparison is drawn with that following vagotomy. Its dis- 
advantages are enumerated. Experimental use’ in peptic ulcera- 
tion in animals is mentioned and suggestions are made for 
further use. i . 


We are indebted to Professor C. F. W. ‘Illingworth (under whose” 


guidance this work was done) for help in the preparation of this 
paper. We wish to thank Mr. A. W. Kay for facilities in recording 
gastric motility. : 
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° NITROGEN MUSTARD THERAPY 
':ı WITH SPECIAL REFERENCE TO HODGKIN’S 
DISEASE 


BY 


J. D. N. NABARRO, M.D., M.R.CP. 
Medical Registrar, University College Hospital 


Therapeutic trials, with the nitrogen mustards in cases of 
neoplastic disease were started in the United States in 
1942. Rhoads (1946) published the first analysis of results 
obtained, and many further reports have appeared since. 


Experiences in this country have been given by ApThomas « 
and Cullumbine (1947), Wilkinson and Fletcher (1947), - 


ApThomas (1948), Boyland et al. (1948), and Watson and 
Pemberton (1948). - These reports make no claim that the 
treatment is any more than palliative. The best results 
have been obtained in cases of Hodgkin’s disease, and 
moderate but variable remissions in other lymphomata 
and lymphosarcoma, chronic leukaemia, polycythaemia 
vera, and mycosis fungoides. In carcinomatous conditions 
the results have’ been disappointing except in bronchial 


growths, where in some cases transient benefit has followed 
- treatment. 


In April, 1946, a trial supply of the “bis” 
compound was received. As it is now generally available, 
this interim report summarizing the benefits and dangers 
attending its use is being published. 


Dosage and Method of Administration 
_ The amount ,of the drug that ‘can be given is limited 
by the action on the bone marrow, and the American 
workers recommended that im a standard course the total 
dose of the “bis” derivative hydrochloride should be 
0.4 mg. per kg. of body weight. 
four doses of 0.1 mg. per kg. given intravenously on con- 
secutive days. The vein used for the injection ' often 
becomes thrombosed, and to reduce the demand for veins 
trials were made with fewer but larger injections. This also 


Gg | 


This was divided into , 
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had the advantage that,the vomiting which: followed ‘most P TABLE II.—Duration of Remission in Cases showing Benefit 
injections was repeated on, fewer occasions and' the course 
-was completed more quickly. . When ‘a patient is -being 


treated for the first time it is advisable to start with a 


Case 


Course .| Duration of © Classifi- 
No. emissi 


-No. on cation 







‘Nature of Case ` 
















5 months | Conspicuous 










small dosé—0.1, mg. per kg. or even less in debilitated . K Hogani { NMI 3 benefit - 

subjects—and if'the response is satisfactory the course may” -2 Roen f NMI A $ a On asians 

be completed by two further injections’ of’ 0.15 mg..per kg. - ae N.M.4 1+ ,, months subse- 

In subsequent courses two injections of 0.2 mg. per kg.are | 6 | Hodgkin's ce ae quently 

given, or, if it is decided to. give maintenance, injections at , , , disenso. NM1 |n > PA i 

regular intervals, 0.2 mg. pèr kg. once only, every four to , excision,. (| 5 0 f 

eight „weeks. The maximum single“dose'. given to any “ Medea: Cea: Liar a S 

patient was 12.5 mg. Jt was found that: the best: time to... NMI E 

give the injections was in the morning dfter'a light break- 19 N.M.1 | 4months | Moderate j. ; 

fast. The question of ‘the time interval that must be 24> YNE h i a e RE 

allowed before a course is repeated will be discussed later- ORT Jaona Cosan poner 

in relation to toxic effects on the bone marrow., . ; enefit, |‘ tal remission 7 
The white crystalline salt is dissolved in about 10 ml. ‘25° |- Malignant NMI 5, -| Moderate months 

of ‘sterile’ saline immediately before injection. It must not ` 19 screams } AE E e a 

be allowed to stand after being dissolved, as it- undergoes | ' fungoides -| N.M.2-3 | 3 » 


hydrolysis and becomes inactive. All-glass èccentriċ-nozzle —, 


? : ee a eee N.M. = Nitrogen mustard—the *‘ bis ” compound , 
syringes have been used with a size 17 needle ; the injection Oe : po 


may be given as quickly as the size of the needle permits. 
It was found that when the injection was made direct into’ 
the vein thrombosis occurred in about half the cases. , This 
may lead to considerable difficulty if repeated courses are- 
needed, and it is also advisable to retain one large vein 
in case blood transfusion is required later. An alternative 
technique of administration is to inject the drug into the 


tubing of a running saline. drip, by. which the incidence of - 


thrombosis is much reduced. When'a patient receives the 


pital and be about his home ; and anything less than this 
—a failure.’ Thirty-eight patients have been treated.and a 


total of 61 courses and a number of maintenance injections - 


have been given. The cases treated and the results obtained 
are shown in Tables J and II. 

` Cases of Hodgkin’s Disease that had not received Pre- 
vious X-Ray Therapy.—In a group of six'cases there were 
two in which conspicuous benefit was obtained. Both had 


visceral deposits, and one of them (Case 3) had fever 


drug for the first time, direct injection may‘ be used, but if. snd anaemia and the other (Case 5) amyloidosis and 


widespread thrombosis follows and. further Courses are. hypoproteinaemia. Case 19, with lymphadenopathy, fever 
likely to ‘be indicated it is wiser to change to the drip-tube ang‘ anaemia, had a remission ‘after the first course of 


method. Veins partly occluded by tumour ‘masses should 
be avoided. ' If any ‘of the solution’ escapes into ‘the sub- 
` cutaneous tissue, oedema, redness, and discomfort-appear 
in about 24 hours and may last several weeks. - °°’ 


t 


i _ ; Results a f j 


four months during, which she was able to leave hospital 
and do some of her housework ; a second course, however, 
produced less improvement and deep x-ray therapy was 


'. given. ‘The three failures included one with anaemia, fever, 


and hepatosplenomegaly, which showed no response at all ; 
one with axillary lymphadenopathy, which rapidly recurred ; 


In many of, the published reports Success has been’ and one in which enlarged mediastinal glands showed slight 
claimed if any regression of the tumour masses occurred regression only. The last two cases were examples of the 


after treatment. , The regression may, however, be so slight 


or so transient as‘to be of no practical value, and, may , 


be unaccompanied by any improvement. in the genéral 
condition. Striéter criteria have therefore been adopted in 


commonest type of Hodgkin’s disease, which presents with’ 


localized glandular masses, and on. account of the poor 
results obtained here, and reported by others, no further 
cases of this type were given nitrogen mustard: as the initial 


assessing’ this series. The results have been a«described’as treatment. A further case (No. 6) had a large mass of 
conspicuous benefit, moderate benefit, or failure. .Con- glands excised from the side of the neck. Microscopical 


spicuous benefit is considered to have been obtained if a examination showed Hodgkin’s disease, and a course of © 


previously incapacitated patient is able to’ leave hospital ` nitrogen ‘mustard. was, given: . The patient has remained 
and return to and continue in his normal ‘occupation for ‘well and been gaining weight since (21 months). 

e ec aaa ere ee sae oe ” * Cases of Hodgkin’s Disease Treated Initially with X Rays. 

ae pa ee naar '.—The 14 patients who were treated initially with deep 

x rays and subsequently given nitrogen mustard fall broadly 


E „TABLE I.—Summary of Cases Treated and ‘Results s : 
i z into two groups. The: first (four cases, one conspicuous 














\ . aoe ae Result benefit (No. 24), three failures) had had repeated recur- 
a ‘ . e . e . . 
_ Nature of Cees o“ of . | Conspi-| wroderate| a... TemeeS:m one group of glands and the condition of the 
g i ` Cases | cuous | Benefit | Pallure skin precluded further irradiation. The disease in patients 
ean - - ~- of the second group had, after ‘a slow or rapid evolution, 
S ase: `~ G ' j 1 : a 
.” Previously untreated _ 6 2 py 3 apparently reached the terminal stage. In some, numerous | 
á a ` ` . à . 3 . k . . a 
: previo treated by papa w 95 T y D deposits of Hodgkin’s tissue were rapidly appearing in 
Malignant lymphoma -+ +- 3. | 0 1 2 diferent sites ; in others, despite such’ evidence of activity 
cut ‘leukaemia .. oe ~ gai i . 7 : ee . 
Chronie lym hatig leukaemia Eup 0 0 1 as fever or anaemia, there were no deposits suitable for 
am euk aoia with, lympho- "E ae te i local x-ray treatment. (Ten cases, one conspicuous benefit 
ee as os s k R . . ry ! 
Multiple myeloma i on l , (No. 9); nine failures.) In two cases of the more acute 
us ` sA - eo ° . e ry e . ` 
Carcinoma of rectum 7 T feo o I type in which the remissions produced by irradiation were 
ycosis fungoides ie ee i : : i H : 
Myomelaniorcticaloais,” i R k 3 of brief duration, 'those following nitrogen mustard were 


. = ~. __ equally disappointing. 
: là í \ ' ' É , = 
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Results in Other Conditions—There were three cases of 
‘malignant’ lymphomata of other types: a reticulosarcoma 
which showed no response, a very primitive lymphoma in 

“which dramatic but incomplete and transient regression 
occurred, and a slow-growing lymphoblastic lymphoma in 
which there was moderate benefit (Case 25). In the cases 
of carcinoma of the bronchus treatment failed to relieve 
either chest or nerve-root pains. The three cases of mycosis 
fungoides were all of long standing, and although an 
incomplete remission of reasonable duration was obtained 
in one the ae were disappointing. 

Complications and Side-effects of Nitrogen Mustard 

P Therapy 
The shies most important of these are: changes in the 
blood, ‘vomiting, and venous ‘thrombosis at the site ‘of 
injection. The last-named has already been discussed. 


The white. cell levels changed in néarly all cases. In 
the first few days a transient increase of neutrophils and 
‘reduction of lymphocytes was usually found ; much more 
important, however, was the granulopenia which followed 
—maximal at the beginning Of the second week and return- 
ing to normal levels about the fourth. Complete absence 
' Of polymorphs from the peripheral blood occurred in two 
patients. The first had an acute malignant lymphoma, 
which showed partial regression after a course of treat- 
‘ment. As a desperate remedy this was repeated after two 
. weeks, but the patient died one week later and the agranu- 
locytosis which had developed was probably a contributory 
factor. The .second patient had Hodgkin’s disease, and 
derived some benefit from a course of nitrogen mustard; 
Which was repeated after two months. Typical agranu- 
locytic angina followed, but intensive’ penicillin therapy con- 
trolled the infection and white cells reappeared in the peri- 
pheral blood. He was later given a blood transfusion and 
was able to leave hospital, but he died at home shortly 
afterwards. `In neither of these patients was the haemato- 
_ logical response to the first course suggestive of unusual 
sensitivity, and the pre-treatment levels of polymorphs and 
lymphocytes were within normal limits in-the first case and 
in the second were 3,900 and 260 per c.mm. respectively. 

The depression of the white cell count is the limiting 


factor when the repetition of courses after a short interval 


is being considered. In the case mentioned above a second 
‘course was given as a desperate remedy after two. weeks ; 
on five other occasions a second course was given after 
four weeks without untoward result. With further experi- 
ence this procedure was rarely adopted.” If: the clinical 
response to the first course is transient or incomplete little 
benefit may be expected from re-treatment at so short an 
interval ; and if the patient is still in. remission it is better 
to await evidence of renewed activity before undertaking 
a further course or starting maintenance therapy. . 

The, use of nitrogen mustard therapy in cases of 


Hodgkin’s disease with’ severe leucopenia has been dis-. 


cussed by Rosenthal (1948), who recommended splenectomy 
prior to treatment. 
this respect. - 


Case 5.—Man aged 26. Onset in June, 1944, with fevér and 
enlarged axillary glands, Biopsy in January, 1947, showed 
Hodgkin’s disease with amyloidosis ; 
- ascites, and oedema of the legs; Congo-red test gave 100% 
absorption, and serum albumin was 2.1 g. %. Two courses 

of nitrogen mustard at a four-weeks interval (26 mg. and 
32 mg.) gave a good remission of twelve months’ duration. 
In March, 1948, a relapse was treated with a further course 
of 25 mg., again with good response. In July a further relapse 


The a REA is of interest in. 


\ 


. was not regained until eight weeks later. 


there were hepatomegaly, | 


occurred and the absolute polymorph count was 128 per c.mm. | 


Pa f N 
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Sternal puncture showed that 73% of cells were of the granu- 
locyte series, and therefore a further course of 25 mg. was 
given, which led to a steady rise in polymorph counts. He 
received four maintenance injections of 12.5 mg. each and 
remained at work until December, 1948. He died iin 
January, 1949. r f fo, 


The red cells were not usually affected when early cases 
of. Hodgkin’ s disease were treated, unless the patient was 
anaemic, ‘in which Case a spontaneous rise to normal levels 
accompanied a good clinical response (Case 3). In ter- 
minal cases this treatment may. produce extreme depression 
of the haemoglobin level, although it is difficult to decide ` 
to what extent this, is due to the treatment rather than to. 
the evolution of the disease. In the following case treat- 


‘ ment was followed by an immediate improvement, but in 


the second week the patient became very anaemic, . pre- 
sumably as a result of the action of the drug on the bone . 


' marrow. The patient was, however, kept alive by blood 


transfusion and subsequently had. a satisfactory remission. 


Case 9:—Man aged 42. Onset August, 1944, with cervical 
lymphadenopathy; biopsy showed Hodgkin’s disease, and a 
course of deep x-ray therapy was given. From April, 1946. 
to April, 1947, he had recurrent bouts of fever, for which he 
received, further x-ray treatments and blood transfusions. He 
was then admitted to hospital, when examination showed him 


‘to be emaciated, febrile, and anaemic (Hb 60%), although 


there were no localized ‘deposits of disease tissue. He was 
thought to be in the terminal Stage of the disease. A course 
of nitrogen mustard (28 mg.) produced a dramatic fall of 
temperature and a great improvement in his condition and 
appetite. He left hospital a week later, but a fortnight after 
treatment he became very ill and had petechiae, and his haemo- 
globin was found to-be 32%. A transfusion of 1 pint (570 ml.) 
of packed red cells was given and the level rose over a period 
of four months to 100%, and by -then his general health was 
excellent. A further course of 25 mg. was given in November 
because his haemoglobin level had dropped. to 86% ; after the 
injections it fell to 60% but recovered spontaneously. Before 
this course his platelets were 300,000 per c.mm.,\ but by the 
15th day they had completely disappeared from the peripheral 
blood, and he had a few petechiae on his legs, although a 
capillary fragility test was negative. The pre-treatment level 
The remission after 
this course lasted until February, 1948, when a further 25 mg. 
was given. The haematological changes on this occasion were- 
much less marked. He started getting severe pain in the 
neck in May, and local deep x-ray therapy brought considerable 
benefit. A further course was' given in July but this had no 
-effect on the fever, which had recurred, and he died in 
September, 1948: 


‘Platelet counts were not done in all cases, but in a few 
there was a pronounced fall during the ‘third week after — 
treatment, although purpura was seen in pony one case 
(No. 9). ° i 

Nausea ‘occurred in 80% of courses and vomiting in ' 
70%. The latter’started, often very suddenly, about three 
hours after the injection and lasted from two to six hours. 
It varied greatly in severity, and in three cases was so 
bad that the last injection of the course was omitted. It 
was worse, after larger doses, but the increase was not 
marked. Pyridoxin and phenobarbitone were tried but had 
fio significant influence. One patient in the terminal stages 
of Hodgkin’s disease died 48 hours after .an injection of 
5 mg. She had rather severe vomiting, which probably 
hastened her death. ‘ 

Discussion 

There can be no doubt that malignant lymphomata, par- 
ticularly the Hodgkin type, respond to nitrogen mustard ` 
therapy. This is shown clinically by regression of lymph 
nodes, spleen, and other deposits, remission of/fever,: and 


t 


- 


™ 


' those obtained by deep -x-ray therapy—hitherto the only: 


ro ` is 
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improvement in strength, weight, ‘and blood: picture. It is. slow evolution showing signs of generalization, both irradia- 
nevertheless, evident that this remedy is not curative, and “ tion ‘and ‘nitrogen mustard- may have their place. The 
to assess its value the length ‘and completeness of ‘the . glands should be treated initially with deep x-ray therapy, 
remissions which follow. its use must be compared. with’. and after the first two or possibly. three courses prolonged 
` remissions may ‘be expected.” When the intervals get shorter 
comparable form of treatment available.’ It is also neces-, or signs: of generalization appear, the patient should be 


. sary to take into’ account the particular. difficulties of the admitted to hospital and a full course of nitrogen mustard 


-~ 


therapy itself. ‘In the ‘case of the nitrogen mustards there’ given.. Complete blood and platelet counts are required 
are the dangers of the actions on the, haeniatopoietic tissues, : at least onée a week for four weeks to detect undue sensi- 
and ‘the discomforts of- those on the’ gastro-intestinal ‘tract. . „tivity -of the bone marrow., ‘If the response to this course 
With deep, x-ray therdpy the duration of'treatment is longer,: is satisfactory, maintenance injections at four to eight 
the necessary apparatus must be available, and irradiations weeks’ interval may be used subsequently. These:can be 
sickness and‘ bone-marrow depression may occur. © -~^ given to out-patients at the week-end without interfering 
The course of Hodgkin’s disease is extremely variable. It’ with their work, but blood counts must be done before 
may progress with all degrees of rapidity, and the prognosis each: one. | If. particularly troublesome local lesions appear 
cannot be correlated either with the histological appearances at this stage, deep x-ray therapy should again be considered. 
or with the clinical picture at any one tie. Assessment -~ . mee ' E 4 
of any therapy in this condition is therefore difficilt, and. ^." > ° a : Summary — ; 
can be attempted with confidence -only on larger, series of .,A.preliiminary report is made.of the use of nitrogen mustard 


cases. “It ig possible. to draw only the most tentative (the. bis ”' derivative) in a small series of cases over a period 
is co. of three years. The dosage and administration of the drug are 


conclusions froma series aS,small as this. ' Í i P ; PE EP r 
: Mfc a oe in | discussed. Serious haematological complications occurred in 
In cases which present with localized glandular masses, , ‘some cases, particularly thosé of advanced disease. Nausea and 
nitrogen mustard, therapy has not been ‘found satisfactory, vomiting’ and venous thrombosis were troublesome side-effects. 
because the TEMISSIONS SAIG much, shorter than those D Owing to the`diffculty in assessing the degrees of response 
following irradiation. - Sah “eo ' in such a variable condition as Hodgkin’s disease ‘the results 
In other. cases, however, the disease is mote generalized ‘have been classified as conspicuous benefit, moderate benefit, 
from’ the onset, with visceral involvement, fever, ‘and. and failure. Benefit implies a three-months remission, with 
anaemia. The x-ray bath technique is usually, employed ~ return to work in the first case and ability to return home 
in these patients. ‘The present: series includes four’ cases _and ‘be about the nouse in the second. , ` Ea 
of this type’ treated initially with nitrogen mustard; two „Cases of Hodgkin’s- disease Preseanne Misi eames 
resporided well, one moderately, and in one the treatment glandular masses, respond better to radiotherapy tian t0 
failed completely. There were.neither histological nor-clini- `` nifrogen mustard. ee eee ae 
cal' features in the last case ‘to explain the disappointing’ ; ‘Cases in which the disease from the beginning is widespread, 
result. The first indication that the condition is responding | AC ae rc aca better with nitrogen mustard 
is a dramatic fall of temperature after the first injection,, ‘Nitrogen. mustard can be profitably used in some of the 


‘and absence of such a fall is an ominous sign. ‘The remis- cas¢s for which radiotherapy is no longer suitable. Surprisingly 


sions obtained have been of reasonable duration and -COm-. good ‘results have been obtained at this stage in one or two 
parable to those following x-ray therapy.' Visceral enlarge; patients whose disease had run a prolonged course. 

ment.is a common feature of these cases, and irradiation IS, y have to thank Professor H. P. Himsworth for guidance through- 
often followed by troublesome nausea’: and prolonged _ out this study, the staff. of University College Hospital for allowing 
anorexia. With nitrogen mustard the treatment is com- .me-to treat patients under their care, Dr. M. Maizels and his assis- 


leted in four days or Jess, ad, although there is a tem- tants for the extensive- haematological investigations, and Mrs. 
r Aie 4 : ee ae ee E. L. G. Hilton, Director of the Radiotherapy Department at the 


porary gastric upset, it soon passes and ‘a good appetite. ‘hospital, who referred many of the patients for treatment and gave 
develops if the condition is sensitive. It is-in this’ type of much useful advice. ‘The original supply of nitrogen mustard was 
case that further trials of nitrogen. mustard therapy. are. received through the Medical Research Council. 


particularly required’ before it can be decided which form... i ro 
of treatment is the more-satisfactory. i TE ee MÈ R. (1948 a Soc. Med., 41, 47 
'In'the late cases of Hodgkin’s disease the problem is APT mbina, @? oa P nee L 899. 


more difficult... In those in which there has been repeated ci Boylandi E, Clegg, es Wo Ko er, r Cy Rhoden, E., and Warwick, 
; S ra . H. . Brit. J.. Cancer, 2, 17. 
recurrence of enlargement of the same group of. glands thé Rhoads, C. r 046). J. Amer. med. Ass., 131, 656. 


. ae OR ae . C.P. 
skin condition may prevent further irradiation and nitrogen ', Rosenthal, E. (1948). Lancet, 1, 


408. 0, : 
mustard should. be tried. In terminal. cases a dramatic Watson, D. C.; and Pemberton, H. S. (1948). Quart. J. Med., ns. 


,Temission'is occasionally obtained, and''if the case is a’ wilkinson, J. F., and Fletcher, F. (1947). Lancet, 2, 540. 
chronic one it may be of reasonable duration. ‘In’ the’ ; 


id 








acute type, however, in which’ the condition .has- progressed: ' | : a ras: eT ee E 

yee E Ae ries ae Soe aus cee `. As an introduction to the social welfare services in Britain the 
rapidly, any ee likely 1o be disap p ointingly. short. British’ Council arranged a two-weeks course in Kondon during 
The bone marrow.is very susceptible in sorne of these cases; August for 17 holders of United Nations Social Affairs 


-and blood transfusion may be required. The decision to.“ Fellòwships from Argentine, Belgium, China, Egypt, India, and 


use nitrogen mustard in the terminal stage of the disease’ ‘Sweden. -The course included lectures by experts illustrated by 
should be made: only after careful consideration. . “The visits in the London area. These’ enabled the students to see 
chance of an adequate remission is small, although an extra . Queen Mary’s Hospital, Roehampton, the Vauxhall Motor 


_ period’:of useful life may be. ‘gained ‘in’ occasional cases. Works, Luton, and a housing estate at Bushey, Herts. At the 


- may precipitate a fatal outcome,.dnd sévere leucopenia - 


The patient is liable to have distiessing ‘vomiting, which .- end of the ‘introductory course the fellowship holders followed 
P ; ee 5 ` individual programmes of study, planned by the British Coun- 


a a oic ' l ‘cil, on detailed aspects of social welfare sich as the treatment 
Pee easily produced. a Beha «hatte ~, „© and prevention of juvenile delinquency, the ‘rehabilitation of 
In:the management of the typical case of Hodgkin’s'dis- the disabled, welfare among children and young people, and 


i ease, presenting first with lymphadenopathy and after a:- welfare in: industry. 
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TREATMENT OF RINGWORM. OF THE 
‘SCALP “te 
iC a BY © -o | 
ÊH. HABER, M.D. Prague 
R. T. BRAIN, MD, FRCP. . 
J. W. HADGRAFT, 'Ph.C, ARIC. 


(From St. John’s ‘Hospital for Diseases of the Skin and jhe 
Royal Free Hospital) ; 


The treatment of ringworm of the scalp by the application 
of preparations-containing fungicides in various penetrating 


“vehicles was the subject of an investigation by Brain et al. .. 
(1948). The best results were obtained with an ointment - 


containing phenylmercuric nitrate 0.5% in a base consisting 


of “Crill No. 6,” which is a non-ionizing surface-active 


compound, and “carbowax 1500” buffered to pH 4-5 by 
the addition of a solution of citric acid and sodium pro- 
pionate. This investigation has now been’ extended to the 
use of salicylanilide i in the same ointment base. , 

Salicylanilide is a white or pale-cream powder, very 
sparingly soluble in water, but soluble in' alcohol and in 
the ointment base described above. Its use in the treatment 
of ringworm infections was first reported in America by 
Schwartz et al, (1946), who used an ointment containing - 
salicylanilide’ 4.5 %, hyamine 1%, and carbowax 1500 
94.5%.. Hyamine*is a quaternary ammonium compound 
having surface-active properties, and was included to 
promote penetration of, the fungicide into the hair follicle. 

More recently the treatment of ringworm of tbe scalp 
with salicylanilide has been investigated in Scotland by ` 
Kinnear and Rogers (1948). These workers used an oint- 
ment containing salicylanilide 4.5%, cetrimide (“ cetavion ”) 
1%, and carbowax 1500 94. 5%. It is significant that they 
also used salicylanilide in a “ eucerin ” base, and found that 
it was no more effective than other ointments, whilst the 
conclusion was reached that salicylanilide in the carbowax 
base, was the only preparation investigated which gave 
satisfactory results. 

The following is the report on 27 cases of aeworn of 
the scalp treated with an ointment which has the following 
composition : ; 


‘N 
Salicylanilide as ae si a .. 5g 
Crill No. 6 > ' ,. 10 mi. 
ne of citric acid 2% and sodium propionate 
“a : i 2m 
Carbowax 1500"! . pó to 100 g. 


Melt the carbowax 1500 over a water bath; add the Crill 
No. 6, dissolve the Salicylanilide in the, mixture, add the 
solution of citric acid and sodium propionate, and allow 
to cool, stirring” occasionally. 


Instructions to Parents . 


\ 

The same technique of treatment was employed as in the 
previous cases. Parents were given written instructions ‘and 
_ advised to follow them meticulously. The instructions were 
as follows: 


1. Cut, the hair of the entire, scalp very short and keep it | 


short throughout the treatment. 

2. A linen cap should be worn day and night. 

3. Wash the scalp every morning with soap and Hot water 
and scrub the affected parts with a soft nailbrush. 

4. Apply the- ointment to the lesions with the help of a 
toothbrush and spread the rest of it into the entire scalp. 


5, Report to the hospital' should any undue irritation occur. 
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L on Instructions—(\) It has been found that when- 
ever the mother failed to cut the hair of the entire scalp infected 
patches or individual hairs escaped the effect of the treatment. 
This made a prolongation of treatment necessary. (2) The linen 
cap prevented the. spread of ringworm from infected pillows 

‘and hats, and protected the rest of the children in the family 
‘from contracting the disease. Several examinations of the 
inner side of headgears under Wood’s light revealed the presence 
of fluoreseing stumps. (3)\We still think that mechanical: fric- 


tion is 6f considerable assistance in the elimination of ‘infected - 


hairs, the epilation being the preliminary step to any effective 
treatment of ringworm. Our further observations (see below) 
yconfirm that. (4) The toothbrush is an additional mechanical 
“factor, and is also a good applicator. (5) Severe reactions such 
‘as kerion were not sought, and when these occurred parents 
were told to report as soon as possible in order to control the 
inflammation. 4 

Parents were given enough ointment to last two to three 
„weeks, and throughout the treatment the patients Were seen 
only three or four times. 


a {x 


‘ 


. Clinical Picture i 
Every single case was diagnosed clinically, confirmed by 
:Wood’s light and microscopy, and. the fungus in question 


- identified by culturing. Both the course of the treatment 


and the follow-up were controlled with the help of a 
watchmaker’s glass. In the experience of one of us (H. H.) 
it has proved indispensable in assessing the real progress of 
each case. It was interesting to, watch the behaviour of the 
infected patches from the first day of the examination to 
the time of discharge of the case. 

Under a watchmaker’s glass by daylight an infected patch 
shows characteristic, features which make a clinical diag- 
, nOsis possible: the infected hair is, broken,. it has lost its 

elasticity, and it can be laid in ‘different directions without 
. returning to its previous position. It appears slightly darker, 
owing to the loss of the hair cuticle. 

When looked’ at under Wood’s light with the help of : a 
watchmaker’s glass the infected hairs appear brilliantly: 
green, like the fluorescent dial of a’ wrist-watch, and the 
hair stumps lie loosely on the scalp but-are still fixed in 
their follicles. When treatment has started, and the case 
is seen after a period of several weeks, a slightly different 
picture is presented. The hair stumps are polished off and 
the infected hairs appear now as.brightly shining dots like 
stars on a dark background, and, when the case is respond- 
ing, rarefaction of the patch is demonstrable. This rarefac- 
tion is due to the fact that a few hairs have already started 
to fall out, so that when the patch has become negative to 
Wood’s light it does ‘not mean that the affected hair has 
lost its fluorescence, but that epilation has occurred. As a 
matter-of fact, a cured case shows the’ patch well polished 
and smooth, whereas a case which has not responded 


+ 


remains covered with hair stumps, and this fact can always ` 


be established by examining the patch with bare’ fingers. 


‘ The lesions which have responded are smooth to the touch, 


whereas those that have not responded feel like a fine grater. 

After a few weeks the empty follicles become filled with 
parakeratotic. scales, and when such a patch is examined 
under Wood’s light it seems as if the follicles contain white 
fluorescent hair stumps, indicating a relapse ; but when 
removed with the help of forceps, placed on a slide with a 
drop ‘of liquor potassae, and examined under the micro- 
scope it proves to consist of dried epidermis cells. ‘Some- 
times a few real white hair stumps were removed and 
proved to contain dry dead spores within them. They 
were of no significance. 

Whenever pustulation or kerion formation’ occurred 
(which was accidental), both mechanical and ointment 


_ 


\ 


‘ 
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treatments were: o ‘at once. A Jotion containing * 
acriflavine 1 in. 1,000 with 10% tannic: acid was applied 
‘until the lesions subsided. “Crusting.. and scaling. were 
treated with a ‘sulphur-and-salicylic’ ointment. Individual 
„infected hairs. were dealt with by. epilation with. forceps. - 


The usual routing: ‘was to:-examine the patients every two, 
three, or four weeks. “Once the case had become negative | 
the mother was. advised to continue with the treatment for: : 
another week, after which the treatment was stopped. . A 
monthly follow-up for at least three months was necessary ' 
before the.cases were discharged, as cured, but we -tried 
to extend.surveillance as ‘long as possible, and succeeded in. 
a ‘great number of cases in maintaining it up to five, SIX, ` 
Or seven months. oe K : 


` 
n M 
a 


f 


. ag A i Analysis of Cases 
THe accompanying Table gives a detailed- account of the: 
course: of treatment: of ` ‘the 27 cases. © ty ; 


Cases of Microsporon felineum. —There .1 .were 20- cases -in 
~ this group. Seven-boys and:13 girls. The dge ranged between 
3 ;and <11 -years. '. Fifteen cases were ‘cured. by salicylanilide : 
alone. The fime of treatment was between three and 14. weeks. 
Three cases, after. having been treated with, salicylanilide ‘for’ 
ten weeks were ‘given carbowax. ointment containing phenyl- 
mercuric nitrate. They were cured in 7, 8, and 10 weeks. 
cases were epilated by ~ x rays. Oùt of 20 cases, AS rented 
and five: failed. 


Cases of M.. doii —Six or all’ boys - bawen 
4 and 8 years ; four, were cured—two in'six weeks, one -in ' 
"12; and one in 16. Two cases failed, and were. cured by x-ray’ 
epilation (75 % cure, 25% failure): oe Ge 


Case. of Trichophyton sulphureum —A A E boy proyed ` 


\ 


y to be very-resistant to local” treatment, and after four months ° 


“had to be ‘referred to the radiotherapist for epilation. 
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* Sistérs. + Brother and sister” t Brothers. ` NO ‘ 
-~A = M..audouini., F, = M. felineum, TS. = ‘Tr. sulphureum. 
Carbo = Carbowax ointment containing 0:5% phenylmercuric ‘nitrate. 
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T / 
There Was ‘local reaction in seven. cases, ‘ranging. from 
mild. folliculitis and pustulation to true kerjon formation. 
All occurred ‘in M: felineum cases, none in the M. audouini 
Cases. eas 
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Comparsa of the results achieved: with Haroen 
nitrate with those achieved with salicylanilide reveals very 
little difference. It: is not the fungicide which effects the 
cure but the] penetrating’ power of the bases employed. The 
latter bring about a softening’ of the hair and a loosening of 
. the, connexion between the hair and the hair papilla which 
effect , epilation. Any fungicide will cure when the hair 

sis removed. X-ray epilation has to be followed by the 
application of a fungicide. “© _, 

We would like to point-out that in no case have we seen 
healthy hairs fall out; the removable hairs were always 
proved to be infected. - n 

In our previous paper. we ‘expressed the opinion that 
yariarice -of. response to treatment, might be due to the 
individual ‘resistance of the fungus ‘to the fungicide. This 
may indeed be the case, but we would like to add another 
factor which may be important in influencing response to 
local treatment: that it is probably the hair itself which 

resists penetration of the base. From the table it will be 
seen that three pairs.of brothers and sisters failed to respond 
‘to local treatment. In our opinion this may have been due 
fo an intrinsic ‘quality in the hair. of the same family which 


Was resistant to local forms’ of therapy. . Pe. 


~ 


. ‘Summary nee ae 
‘A report is given on the treatment of ringworm of the scalp 
. by the application of 5% sali¢ylanilide in carbowax 1500. 


` Chemical properties of salicylanilide and the literature on 
“its use in the treatment of ringworm are reviewed. 
' Twenty-seven casés—20 of ‘M. felineum infection, six due 


to.M. audouini,-and. one due; to Tr. sulphureum—were treated.’ 


‘ Cure was effected in 75% of: the cases. ` 
-No ` significant ~ differences » were observed between die 
A responses to treatment of the human and of the animal type 
of ringworm. i 
The results obtained with salicylanilide in carbowax 150! 
are practically identical with those achieved with carbowa 


fa 
~ 
’ 


-< ointment containing 0.5% phenylmercuric nitrate, as employe 
"ein our previous series. 7 ; 


We. wish: ‘to.- express our thanks "a Imperial Chemical (Pharm: 

“. ceuticals) Ltd. for ‘the supply of salicylanilide used in the 

investigations, and to. Mr..R. C. Syms, chief technician at St. John 
Hospital, for his ‘valuable assistance. 
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. A` proposal. concerning the formation of a Department 
Public ‘Health in the Ministry of the Interior in Western C 
Many with, ancillary to it, an advisory council and a med 
Tesearch ‘council to deal with ‘the standardization of dr 
‘vaccines, and sera is receiving’ favourable consideration by 
German authorities, ‘according to the July report of the Cor 
Commission for Germany (British Element), As a r 

g ‘of a meeting in Geneva on' June 1, 1949, at which a Bı 
and'a German representative from ‘Nordrhein-Westfalen 
present, the World: -Health Organization has set up an } 
` national anti-Venereal-Disease Commission of the Rhine. ' 
commission, consisting of experts on ‘venereal disease , 
France, Holland, Belgium, Switzerland, and Germany— 
_ the countries bordering the Rhine—with representatives « 
~ Occupation, Authorities of the Western, Zones, made a tec’ 
.. study tour of the main venereal-disease ‘treatment cent 
the Rhine River area. This was the first step. towar, 
co-ordination of. the anti-venereal-disease services in th 
countries concerned: 


= 
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_ ASPIRIN POISONING 
BY a 
IVAN: LEVESON, M.D., D P.M. i 


Clinical Assistant, Psychiatrie Department, . Royal Southern 
' Hospital, Liverpool i 

> Reports of cases of aspirin poisoning, with the exception. 
.of those of Balázs (1930, 1931), have in the main been con- 
‘cerned with isolated instances and have discussed the 
clinical features, the difficulties of diagnosis, the post- 
mortem appearances, or therapeutic measures-(Dyke, 1935 ; 
Wyllie, 1935; Neale, 1936; Charters, 1944). . Hopkins ` 
(1945) was able to collect only 22 cases from the English 
‘literature during the years 1919-45, when he reported a 
case with recovery after the ingestion of 1,250 gr. (81 g.). 


In the present paper the clinical features of aspirin 
- poisoning are described from experience of 48 cases of 
attempted suicide with aspirin seen in. the past ‘two years. | 
Two were fatal. These patients were all seen in the psy- 
chiatric wards of a general hospital serving, for purposes 
of Section 20 of the Lunacy Act, an urban population of 
about a million inhabitants. All cases of attempted suicide 
in the area, notified ‘to: the police or to relieving officers 
before the National: Health Act and to duly authorized 
-officers since are brought to these wards, and therefore an 
- unusual opportunity exists for observing a high percentage 
of the cases of attempted suicide in a large population. 
From the figures presented in Tables I and IL it is 
apparent that there has been a relative and an absolute 
_ increase in the number of cases of aspirin poisoning with ~ 


TABLE I ee of Aspiri in Poisoning: Males 





1940 1941 | 1942 | 1943 | 1944 | 1945 | 1946 | 1947 1948 


Aspirin poisoning , e T 0 6 3 5 4 E 2 
Total attempted suicide | 47 37 | 27 39 | 37 61 81 57 65 
Total admissions «+ | 447.| 337. 343 | 363 | 366 | 348 | 350 | 320 | 315 





f 


l ; 
TABLE -I.—Incidence of Aspirin Poisoning: Females 
















1947 1948 
Aspirin poisonil poisonihg ` 


or Or. OO 
1940 1941 1942 1943 ren 1945 | 1946 

16 
Total attempted suicide 35 33 43 Fc: 33 67 
Total admissions 427 | 375 350, 339 37: 357 401 | 438 430 
$$ td 


suicidal intent in 1947 and 1948 in this area. During this 
. period there were 48 cases of aspirin poisoning out of 284 
‘cases of attempted suicide. © The increase is mainly’ con- 
` fined to females, Aspirin i is the household remedy in most 
common use, and.this ready: availability is no’ doubt the \ 
most important factor in the increased incidence. -Several: 
other ‘interesting points emerge from an examination ‘of 
these tables. In ‘males there was a higher attempted: 
uicide rate over’ the period’ 1945 and onwards, whereas 
n females this increase did not occur until 1947, Before 
947, aspirin was used, in about’ 10% of attempts at suicide 
females, while over the past two years this figure has 






TABLE IH.— Quarterly Incidence of Attempted Suicide: Females 







1948 


' Total Foes Aspirin | Total Attempted Aspirin 
Patients |, Suicide | Suicides} Patients} Suicide `,| Suicides 





ASPIRIN POISONING 





‘after very much larger: amounts. 


have found greater evidence of renal damage. 


in my series? 
_38.3° C.) was often seen during the first 48 hours in severe 
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increased to between 20 and 25%. .It has often been 
observed that attempts at suicide are ‘relatively infrequent 
during the first quarter of the year. Table III illustrates 
not only this but. also that, remarkably, no cases of 
aspirin poisoning occurred during this poes of 1947 or 


. 1948. 


` In the description that follows no special attempt is made ' 


to classify the cases according to the psychiatric manifesta- 
tions, Hopkins (1937) described psychotic patients adopt- 
ing ,self-mutilation, cut throat, hanging, immersion, and 


‘ the caustic poisons fer purposes of attempting suicide., The . 
more bizarre the attempt the more questionable. is the ‘ 


' mental state. In my series of cases the psychic manifesta- 
tions were in the main relatively mild. i 

. No' minimum fatal dose has’ been established, although 
most of the recorded deaths occurred within the range of 
400-600 gr. (25.9-38.9 g.), but recovery has taken place 
Hopkins (1945) reported 
1,250 gr. (81 g.) (treated within three hours) ; Evans (1938) 
1,500 gr. (97.2 g.) (treated within two hours) ; and in one 
of my cases 2,000 gr. (129.6 g.) (treated within five hours). 
In these three cases gastric . lavage was performed early 
and’ powder was found in the stomach washings. In con- 
trast to these cases, which recovered after early recogni- 
tion and treatment, Biddle (1938) reported a fatal case with 
epiléptic convulsions -preceding death, which took place 
after 17 hours. The-patient was a schizophrenic with 
delusions, and her story of having taken the aspirins was 
not believed. - 

m l Clinical Features 


These are determined by two ciora ewa Ne dence 


\ 


and individual susceptibility. The earliest symptoms are- 


mainly gastric and occur shortly after taking the drug. 
There is first a feeling of gastric discomfort, followed by 


pain in the epigastrium, nausea, and later vomiting. These 


symptoms are doubtless due to the direct irritant effect of 


, the aspirin on the gastric mucosa (Douthwaite and Lintott, . 


1938). Aspirin is relatively insoluble, and large fragments 
will remain in contact with the gastric mucosa for a long 
time. The presence of an irritant in the stomach often 


passage of the aspirin. This explains the finding of aspirin 
' powder in the stomach’ after the normal emptying-time, 
and the value of gastric lavage up to many hours. aner the 
ingestion of the tablets. 


Giddiness, tinnitus, and deafness-occur later, and in the 
average case last for as long as 48-72 hours. The’ face 
often shows. a blotchy erythema with some oedema, 
especially | around the eyes. ‘Profuse perspiration has been 
‘a constant finding. The patient is literally bathed in sweat 
until.the toxaemia is overcome, and is very restless and 
reséntful of’ interference. Irn Hopkins’s (1945) case hallu- 
cinations occurred over a period of four days, but I have 
not’ met with this symptom. In more, severe cases coma 
supervenes: and the patient shows’ the features of shock, 


‘with ‘subnormal temperature and low blood pressure.. 


Renal symptoms have not played a prominent part in my 
cases, and I observed no abnormality apart from the 
presence, of; traces of albumin in the urine. Other authors 
The speed 
with which treatment is usually possible may have some. 


—_ 


. leads to some degree of pylorospasm, which will delay the | 


bearing on this finding. Haematemesis was not observed. 


A pyrexia of up to 100 or 101° F. (37.8 or 


Cases. 


‘Many of the clinical ‘features are the result of acidosis 
with reduction of the alkali. reserve. Respirations are deep 


‘+ and rapid, but in’ spile of. the: apparent’. urgency. ae, es 


_ tion even when conscious:: 
‘had taken- any ‘drug ‘even after she had: vomited ‘material; clinical. picture | and the general condition of the patient. 


+ 
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respiratory embarrassment there seems-to be little discom- 
fort, and in no case has: the patient ; complained of it. 
Severe or acute allergic reactions: were not seen: ‘The’ only.’ 


findings suggestive of allergy were the slight . oedema around | 


the eyes‘and the blotchy erythema of. the face. ~ Dehydra- . 
tion, which develops. if an adequate intake of fluids is not 
assured, is the result of. ‘the ‘profuse perspiration and the. 
rapid deep tespirations. ee oe ae ae 


on 
a Diagnosis ‘and Prognosis - - 

Diagnosis: may ‘be’ a difficult problem, especially where? 
no history is. available, and patients who have taken poison 
with suicidal’ intent may on’ occasion withhold this informa- 
One patient denied ‘that: she 


with the appearance of aspirin and giving the chemical _ 
reactions. of’ acetylsalicylic acid. Aspirin poisoning. should ` 
‘be considered ‘when there is. a blotchy erythema 'of the face 
with profuse perspiration and -tachypnoea and tachycardia 
‘without distress, cyanosis of severe degree, and pathological 
signs in the heart or” lungs. Da Bina - 


Examination of the’ urine is‘a paiticilarly ‘valuable . 


diagnostic measure. Aspirin is @xcreted in the úřine, as: 
salicylic acid, ' which: gives, a purple. colour with ferric 
chloride. 
‚added drop by drop. A white precipitate’ of ‘ferric phos- . 
phate .i As obtained and the urine then turns purple’ if salicy- 
_lates are present. To: distinguish this coloration from that . 
produced’ by the ‘presence | of . aceto-acetic acid,.. boil ' 
thoroughly: 10 ml. of ‘the urine,. cool, and, add ferric. . 
chloride. If the urine. contains salicylates it will still- -give 


= a purple, colour ; if it contains aceto-acetic acid ‘there will’ 


_ first 72 hours. 


F 


be no colour change ; and if it contains both’ substances ` 
the purple colour will be less intense than before (Harrison, ' 
1947). Conormatou t tests ‘are oe described . by that ' 
author. Page “4 


t 


Tn mild cases recovery is ipl, ‘symptoms. clearing in“ 
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To about~S- ml. of urine 10% ferric chloride jis. 
'to hospital had been considerably delayed. ‘Where this 


Í 
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“mide, e etc. ), drainage of C. SF., intravenous 
fluids, and sodium bicarbonate. From the records avail- 
. able thèse measures ido not seem to have greatly modified 
the clinical picture before death. ' 

Briefly, the» post-mortem findings ‘have been those of an 
-asphyxial death : cyanosis of the skin and viscera, petechial 
haemorrhages on’ serous surfaces, and congestion of the 
‘lungs. “In one case bronchopneumonia developed on 
chronic bronchitis, and two ‘others showed gross morbidity 


‘ as, indicated above. o œ ‘, : i ; P 


ie Teen q 


In general, early gastric. lavage 1S the most important 
single’ therapeutic factor. All the measures advocated 
by Dyke, (1935), Néale (1936), Oakley and Donnell (1942), 
and Charters (1944) have their place, depending ‘on the 


Although ‘the degree of toxaemia inevitably depends on 
- the “amount. of aspirin taken, subsequent clinical events 
bear, a more direct relation’ to the speed with which treat- 
ment is instituted. If gastric lavage can be performed 
within the’ first few hours of taking the drug recovery can 


œ. almost. be assured. In the. case described below 2,000 gr. 


‘of aspirin had been taken, yet the patient recovered, 
‘although she was dangerously ill for about 36 -hours before 
improvement was apparent. In this connexion it is noted 
that all'the’ deaths occurred in patients; whose admission 


delay occurred treatment ns no apparent effect on the 
patient’s condition, 
The bulk of thè patients were brought to hospital within 
‘a few ‘hours of taking the drug. Where the diagnosis was 
` clear from: the’ history—and a history was usually available 
'—immediate gastric lavage was performed. A- clinical 
impression is that, washing the stomach with a weak solu- 
tion óf’ sodium bicarbonate is a better measure than using 
simple water, “The stomach is washed until no trace of 
/aspirin powder, can be’ seen in the washings, and then, 
before the’ tube is withdrawn, one pint (570 ml.) of a solu- 


the first 48 hours. In’ the more’ severe cases ‘coma ‘may: hen containing’ 1% sodium bicarbonate is left in. 


supervene' and death -may occur ‘at any time, during. the 


ture ; epileptic convulsions ‘have been described, and ster- ` 


l torous or gasping respirations’ occur more. regularly,- With, 


myoclonic twitching of thè face and limbs. , During’ 1947-8 `~ 


there, were two deaths out of ‘the 48 patients seen: The 


first was the ‘result of bronchopneumonia even though... 
treatment was instituted early-and the patient had been in. 


‘ good’ condition when first seen ; in. the second. the patient: , 
was moribund: on admission ‘to ‘hospital, savai taken -the ` dehydration: Shock is‘ treated by the usual simple methods: 


_ aspirin almost three days previously: ar 

During the period ' 1940-8 ‘there ` were seven deaths! ` 
associated with aspirin poisoning. Obvious pathological , 
symptoms were present in two of these and the aspirin was- 
_ only contributory, In the first there was a large cerebral: 


This is usually preceded by a rise in tempera- - 


' Later, sodium bicarbonate is ‘given’ in ‘doses of 60 gr. 
(3:9 g.) at two-hourly intervals for a time and then four- 
hourly, depending on the. clinical picture. If there is 
-evidence of increasing acidosis two-hourly doses should be 
‘given; but as,soon- as acidosis is being overcome four- 
hourly doses are sufficient. In all but the deeply comatose 
—and this is'a rare event. if treatment is started early— 
the sodium bicarbonate can’ be: given by mouth in water, 
, soda-water, or milk. Fluids should be pushed to prevent 


‘of warmth and intravenous fluids, the latter especially if 

' there is any dehydration. , ‘Where there is evidence of vaso- 

motor collapse with, a pronounced fall in >blood pressure 
“ eucortone ” or ‘desoxycortone- acetate is valuable. ' 


The patient is made more'comfortable with sponging, but 


' haemorrhage, and in the second’ advanced generalized - care should be taken to prevent pulmonary infection, and 


atherosclerosis with hypertrophy of the left ventricle and ”’ 
renal changes. Most of these seven patients had taken | 
- 500: “gr. (32.4 g.) of' aspirin, ‘one dying after 400 gr, (25.9 g) 
and another after 625 gr. (40. 5 g:). In pone of the seven 


` penicillin , should’ be ‘given prophylactically until acidosis 

, has been, controlled. Where treatment as described above 
‘Was adequately ‘and speedily carried out, especially the 
gastric lavage, improvement was rapid, and within 48 hours 


cases ‘had the patient been’ brought to hospital within the -the condition of: the patient was good and such symptoms 


` first twelve hours—i.e., during the period that gastric lavage 
would be of value.. The: ‘majority were nodt.seen until after | 
the \first 24 hours, and-in two cases ‘there was, a lapse of. - 
at least 48 hours. 


lie y 
The patients were either comatose on’ -latè cases. 


as , tinnitus, deafness, tachypnoea, and excessive perspira- 
„tion! to ‘all intents ' disappeared. It is doubtful’ whether ` 
‘intravenous sodium bicarbonate can influence severe and 
: Lumbar puncture was used in-such cases but 


admission or:rapidly became so after admission, and death ~“ ‘only with other medication, and it is again doubtful whether 


occurred within: five hours i in three of the cases: -The tréat- ' 
ment in these cases included the use of stimulants, es 


rf 88 Wer 
I 


the result was ‘modified by this measure. , A practical 
‘difficulty in carrying out tumbar puncture: may “be the 


` 
’ T 
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extreme restlessness and resistiveness of the patient, and 
an anaesthetic may have to be administered, which will 
increase the risk and is scarcely justified. , 


, The following.case report illustrates most of ‘the features 


described above. - ° 
E l Case Report 


A mårried woman ‘aged 26 was brought to hospital at 


. 53,30 p.m., having taken 400 tablets of aspirin about five hours 
previously. 
. confirmed ‘by the patient on recovery and by police investiga- 
tions. . She had vomited once, and on arrival at hospital was 
very agitated and -complained of severe ringing in the ears. 
' Her general condition was good, but she was flushed and 
perspired ‘freely. Her temperature was 98.4° F. (36.9° C.) and 
~ the pulse rate 100.: The stomach was washed with a solution 
of sodium bicarbonate until the washings were clear, and 1 pint 
was left in the stomach. The early washings contained aspirin 
powder. Nikethamide, 4 ml. intramuscularly, was given. ane 
heart, lungs, and C.N.S- were normal. 


After this first-aid treatment she remained flushed, PERN 
- and perspiring, and complained of tinnitus and deafness, The 
pulse rate ‘increased to 120. Nikethamide and copious fluids `- 
containing 2% sodium bicarbonate were given throughout the 
night. 

The following day her physical condition was not ŝo satis- 
factory. There ‘was much restlessness and profuse. perspira- 
tion. Respirations were regular but forced at a rate of 28 per 
minute, the pulse thready and the rate rising to 130- Systolic. 
blood pressure ranged from'80 to 90 mm. Hg. The diastolic’ 
pressure could not be recorded. Heart sounds were normal.: 
Fine crepitations were heard over the: anterior aspects of. both 
lung fields. With the exception of absent knee reflexes the 
C.N.S. was normal. There was no abdominal tenderness 
and the liver was not palpable. ‘The urine contained a trace - 

of albumin, and tests for salicylates were positive. Penicillin 
was given prophylactically in addition to sodium bicarbonate, 
nikethamide, and fluids. On account of the low blood pressure 
10 mg. of desoxycortone ‘acetate was given and later repeated. 


The next day- her general condition was much improved. 
Her blood pressure was 100/60 and -her pulse rate J15.. The 
deafness and tinnitus gradually declined in intensity, and she 
made an-uninterrupted recovery. Salicylates were excreted in 
the urine until the fifth day. , ; 

‘At no time had there been more than mild confusion of 
thought. ‘Her mental state was one of severe depression. 

Summary ' `. ` tee 

There x was an increase in the use of aspirin as an agent 

for attempting suicide in 1947 and 1948: 


‘The clinical features of aspirin poisoning are described. 
Treatment, with: special reference to-the value of early gastric 


—~ 


lavage, is discussed, 3 
A case of aspirin poisoning ‘in which 2,000 gr. were 'taken, 
with recovery, is reported. ‘ / 


It is with pleasure that I acknowledge my thanks to Dr. F. Hopkins, 
consulting psychiatrist, Smithdown Road Hospital, for his constant 
encouragement, advice, and stimulation; to’ the nursing staff for their 
help; and to Dr. J. P. Steel, medical superintendent, for permission 
to refer to-hospital records and to publish this report. 
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_HAEMATEMESIS ‘AS A SURGICAL 
PROBLEM. , 


ans BY 


CORDON BOHN, F.R.C.S. 
(From the Royal” Berkshire Hospital, Reading) 


In the past three- years 150 patients have been ‘admitted to 
the Royal Berkshire Hospital with gastro-duodenal haemor- 
‘rhage. After excluding 15 patients who were known to 
have bled from tumours, oesophageal: varices, etc., there 
remain ‘135 cases in. which the haemorrhage was believed to 
be from an acute or chronic peptic ulcer. Their treatment 
forms the subject-matter of this paper. There were 10 
deaths in the series. The cases were all admitted to surgical 


‘wards and were therefore’ regarded as potential surgical 


. problems. Thirty-three patients were selected for aucee 
treatment, with two deaths. £ 

There is still considerable difference of opinion about the 
part to be played. by surgery in the treatment of this condi- 
tion. This is partly due to a widespread belief that under 


= medical treatment the mortality is very low, and partly 


to a concept that these patients cannot be treated surgically 
without a very high death rate. Avery Jones (1947), 
‘reporting’ on the results of his large series of cases so 
carefully treated and so fully investigated, has given us 
much ‘new information and a very clear picture of the 
dangers of the disease with which we are dealing. There 
were 615 cases of peptic ulceration in his series; and the 
mortality was-7.8%. This is undoubtedly much lower than 
for the country as a whole; thus Lewin and Truelove 
(1949) have recently reported a 19% death rate from 
Oxford. 

Avery Jones emphasized that we are dealing with two 
distinct and almost unrelated diseases—the acute erosion 
and the'chronic ulcer—the most striking difference between 


the two.conditions being in their respective death rates.. 
. He gives us the following facts with regard to médical treat- 


ment. (1) The mortality following haemorrhage from a 
chronic gastric ulcer is 20%. If bleeding recurs the mor- 
tality rises to 48%. .(2) The. mortality following haemor- 
rhage from a-chronic duodenal ulcer is 9% for males and 

6% for females. If bleeding ’ recurs this rises to 35%. 
6) The risk of death falls almost entirely on patients 
over 40 years of age. (4) The acute ulcer has a very low 


. mortality, but this rises to 7% if ‘bleeding is recurrent. 


(5) Very severe recurrent haemorrhage may be caused by 
an acute ulcer. 


From his results Avery Jones logically concluded that 


surgery might be indicated in “those patients, particu- 
larly over 50, with good clinica] evidence of a chronic 
ulcer... who had brisk recurrent haemorrhage, after 
admission.” 

| Gordon-Taylor (1946), has long taught that surgery could 
“gave many lives if employed with discretion and skill and 


if supported by adequate blood, transfusion. He pleads for - 


early consultation with the surgeon in all cases where 
surgery might be of value. . ’ 

Unfortunately, the results of surgery have not in the past 
been encouraging, and although Finsterer obtained a mor- 
tality of less than 4% by operating on all cases within 


-48 ‘hours he could have achieved this only by operating . 
on many patients who would have recovered without sur- 
/ gery. 


It, is not justifiable to subject large numbers of 
patients to an unnecessary operation in-order to save the 
few who would die without it. 
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In order that surgery may be used with good results” 


in the treatment .of haematemesis our aims should be to 
‘recognize those patients who are likely to die without 
operation, to recognize them while, they are still fit to 
undergo the operation, and to MARE the operation itself a 
safe procedure. ` > i , 


. Selection of Patients for Surgery 3 


In this series surgery was considered if the haemorrhage: 


‘was unduly severe, if the patient was over 40, if there was 

good evidence ‘of a chronic ulcer, or if bleeding recurred 
` after: admission. Of these indications the first was by far 
the most important: the more severe the bleeding the more ` 
essential was surgical treatment considered. to be. Usually 
- at least two of these conditions existed before surgery was 
decided upon. 


So far as was possible a decision was made at. once. 
Sixteen patients were therefore operated upon a few‘hours 
after admission. In many other cases it was decided that 
operation should be performed’ if the bleeding recurred. 
These were the patients who were over '40 but who gave 
a somewhat indefinite history of dyspepsia, or patients 


whose haemorrhage did not appear to be severe efiough to`’ 


cause anxiety. The decision in the remaining cases was 
‘that medical treatment should be continued even if bleed- 
ing recurred. Three patients, all “over 40 and-all with. a 
typical ulcer history, had lost a large amount of blood, 
but had lost it slowly. Although ‘the haemoglobin was less 
than 50% the blood loss had never been rapid-enough to 
cause a fall in blood volume—ie., there had been no 


~ history of collapse and the pulse rate -was 80. These patients 


were .transfused slowly and were operated upon several 
days after admission. They are included in the results as 


cases treated medically, as the operation was: not, performed 


' primarily for haemorrhage. 


VoL 


Blood Transfusion |. ' 

Our experience is that transfusion does not increase the 
incidence of recurrent haemorrhage., There wds therefore 
no hesitation in ‘giving blood if. the patient needed it. If 
transfusion is adequate at every stage of treatment so that 
the patient is never allowed to suffer severe depletion of 


his blood -volume, then he can be maintained in a condi- ` 


tion good enough to undergo an operation even after several 
days of repeated haemorrhages. 


Our ‘indications for transfusion were: massive haemor- 


rhage—in preparation for operation ¢ a raised’ pulse rate. 


persisting’ after the stage of initial collapse had passed ; 
‘a persistently low blood pressure even if. the ‘pulse rate was 
normal; and a haemoglobin percentage of less than 50.‘ 
It was unusual to find a low haemoglobin after a single 
haemorrhage. If it was less than 60% it was probably due 
either to a previous anaemia or to a previous haemorrhage. 
' In.such a’ case it was our practice to do no more than’ 
restore the blood volume in the first instance, even if the 
patient was to be operated upon. The anaemia could be 
corrected later ‘by a slow drip of packed cells. In an 
average case the patient would enter the theatre “after 
receiving three bottles of bloo 
` ping in slowly and available for emergencies. 
globin estimation next day would show whether further 
transfusion was then required, ` - 


The Operation : Technical Details: 


It is usual for haemorrhage from an ulcer to be curiously 
In no case in thi§ series was active bleeding . 


intermittent: 
-found on exploration, although several timés manipulation 
' dislodged a clot and caused bleeding to start. Gentle 


handling is therefore: advisable. 


Ly 
y \ 


the pancreas. 


, with a fourth bottle drip-' 
A haemo- ' 


A chronic ulcer is usually easy to, find, although if of 
short duration it may. be flat and not easily palpable and 
may show little external: evidence of its presence. The 
acute ulcer will usually be detected 'only after the stomach 
has been opéned. A finger or part of the hand introduced 
into the stomach will often find the ulcer. It is not usually 
the ulcer itself that one feels but the stump of the artery 
with.a clot in it. It feels. like a mustard seed. Failing 
this, it may-be found by’ inspection. ‘It is important to 
rememiber how often the acute ulcer is multiple ; if an ulcer 
has no-obvious blood vessel in it then it. is not likely to 
be the source of the haemorrhage. 

When the source of the bleeding has been found a deci- 
sion is made on the best. procedure to adopt. The chronic 
ulcer should usually be treated by gastrectomy. I doubt 
if there is any increased risk as compared with local 


_ excision, and it is the only operation likely to ensure 


freedom from trouble in the future. Excision of the ulcer 
can be a more formidable procedure than gastrectomy, 
especially with the: high gastric- ulcer that has penetrated 
The chronic duodenal ulcer which bleeds 
briskly is usually on the medial wall of the, duodenum and 
penetrates the pancreas. The bleeding vessel is then either 
the gastro-duodenal or the superior pancreatico-duodenal 
artery. Haemorrhage from it can be controlled by under- 
running the vessel above and below the bleeding-point. 

. Closure of the duodenal stump can be extremely difficult. 
Owing to the activity of the ulcer the tissues are friable 


‘and oedematous and the duodenum may have been slit. 


up in order to expose the ulcer. Closure by the method of 
Yudin as described by Gordon-Taylor is probably safer 
than any other, but, even so there is great danger of 
leakage. Two of these'patients developed a temporary, 
fistula. : ; i ; 
‘In the. past it has always been taught that speed was 
vital in these cases. My own experience has not confirmed 
this. In my hands ‘the operation usually takes at least as 
long as does the “ cold ” gastrectomy, and neither the anaes- 
thetists nor I have ever found the length ol time to have 


any i adverse effect. 


These patients come into the theatre in very good con- 
dition and it is unusual to observe any deterioration during 


'' the operation. If the surgeon is in a frantic hurry with the 
patient in extremis then either the operation has been .. 


delayed too long or the resuscitation has been inadequate. 


.A low mortality cannot be achieved in such circumstarices. 
- The patient should’ be fit enough to allow the surgeon fo 


perform carefully an operation which will not only cure 


‘the haemorrhage, but will give the patient a reasonable 


chance of freedom from further trouble. 
TABLE i.—Peptic Ulcer Haemorrhage, All Cases 


Surgical 


Medical 
Total ` Treatment 


v7 S Treatment 










Diagnosis |i , Be- 
4 

Under | tween 

No. | Deaths| No. | Deaths| No. | Deaths 40 |40 and 
? 4} 60 
Chronic G.U. | 39 9 23 7 16 2 5 20 
»Chronic D.U. | 41 { 33 1 8 0 12 17 
Acute ulcers | 48 0 43 0 5 0 8 23 
G.J. ulcers `.. 7 0 3 0 4 0 0 3 
Total .. |135 | 10 | 102 8 33 2 25 63 

i f : Results 


-There were 10 deaths among the 135 cases in the peptic 


ulcer: group—a mortality of 7.4%. Of the eight non- 
surgical deaths five could not easily have been prevented. 
, 4 


` 


‘and afterwards brought ‘the total to, 9 litres.» ' < 
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‘The other three paiients could- have been’ saved only by 


earlier transfusion or by' surgery. : 


‘The age distribution, given in - -Table L Sentra 'the « 
increasing incidence of this‘ disease among older patients 4 


already shown in other recent series. This has an impor- - 
tant bearing on ‘the death rate, One would: expect better, 
results in à series with an unduly high proportion, of young ;’ 
patients init. >œ, . 
Thirty-three ulcer “cases were treated ` surgically: 16 as 
` soon as they could be’ prepared by transfusion, 13 because 
they had.a second brisk haemorrhage, and four because,’ 


prolonged medical treatment failed to control their haemor-: . 
r rhage. 


Thé, ages of these four were 23, ‘24, 31, and’ 36, 
' They were operated on because it’ was considered Ahat - 
nothing else would save them. The. case history below is - 
given as an example of unduly ‘severe haemorrhages į in a 
‘young, man. es 


f } 
-Case ‘15, Chronic Duodenal Uicer-—This patient was'an 


extremely fat “man of 24 who had' had attacks of. dyspepsia at ' 
six-monthly intervals for five years. Just before his admission 
` he vomited: “two pints, (1 litre) of blood.”. _ He’ looked `; 
‘very fit and his: Hb! was ‘80, but his pulse was 116., At,the ` 
end of a: 2-litre drip transfusion his pulse was. 130 and he 
had vomited a great deal of blood and had had several melaena 
stools. ‘Forty-eight hours after admission he had received. 
by drip 6-litres of blood. His pulse was now 140, It. was 
‘quite obvious that a' vessel was bleeding faster than he could 
be transfused, and’ must be stopped. ‘At operation I accidentally , 
knocked the clot off the gastro-duodenal’ artery and started a 
haemorrhage which reminded me of a slipped renal pedicle. 
The torrent was soon stopped with two. stitches, and a high. 
gastrectomy was completed at, leisure without his condition 
. deteriorating further. The’ 3 litres of blood used in the theatre.” 


ee. ł 


; TABLE: II.—Chronic Gastric Ulcers Treated ‘Surgically. 


Blood 


it Operation "Case | Age | Dys- | Prey. | Blood ‘ f R : 
aoa Be -` No. and Sex pepsia | Haem. | (litres) Operation . Comment . Result 
1t sae day | Multiple "R. 9: | 40 F' | None Had bled pre- | R. 
sm i >^ 7 š ro oe " viously 
5 »” ” Sees T ” 40 ; 59: F Slight Coning ‘to ” 
” >» arge, a3 ‘ 3 Ti : ee : 
p AS pancreas ‘|. , 7 | 52-F j Chronic ulcer ši 
2 ” Large nI yy aed, g - suspected 
2“ Next mor- | Large, into |' .,, -a 6 | 43M | 4 years s ” E? 
- í ning :; : pancreas R ‘ 8 40 M 3. ry) -Had bled pre- ry) 
3 , | Same day | Large. - | Died ' ' viously ’ 
a Next day ae R. l ; 7, i f i . ' 
A S : m f » Med a i ‘ r ; ~ \ Pe ja 
3 Two days | Large a a a R = Recovered. E a $ 
3 later ; f Aypi aat 
A'a GA : 5 ` A. 
8 ea eas into,| " r eae ‘The: Acute Ulcer Group — 
2. | Bled for 5° ‘soa ae . This..common lesion of the stomach or duodenum was - 
a are Largs, into | Died , the-cause of approximately one-third of the haemorrhages - 7 
1 
a ‘pancreas |* a ' admitted to hospital.. The diagnosis, is not always correct, 
=~ rn sada ee || US * ' being Based largely-on negative evidence and subsequently - 
v4 poomi oe confirmed in most cases by a negative radiograph. It is a 
` haemor- —, ”  - lesion probably rapid in its development and similarly rapid: 
rhage ; 


R. = Recovered. 7 i 


The Chronic .Gastric Ulcer Group, . 
- Of the 39 cases in this group 23 were‘ treated. heda 
„either bécause they were not considered fit for surgery or 
because the haemorrhage was not dangerously severe.’ Of 


å ~ 


these medical cases eight subsequently required gastrectomy.’ 


The 16 surgical cases’ were all treated by gastrectomy, 


the operation being technically easy in most of them ‘and 


the ulcer: usually easy to find, The bleeding vessel in all 


cases but two was a branch of the left gastric artery eroded,- | 


. im the subserous fat on the lesser curvature. The surgical, 
deaths both: occurred in this group. In neither case was 
“death Attributable to the fact that the operation ‘had been 
> performed in: the presence. of haemorrhage: 


» 


- + 


TABLE Hie ooie ata Ulcers Treated Surgically 





è a 4 m 
, ev. | Prev, | 3 8/33 
©} and | Hist. oala Operation Comment |” Ulcer Result 
EE Sex | (Yrs) X-ray As EE] . e 
| 26 | 54M 5 |D.U.| — | 24 Same day — Into pan-| R. 
tea gan i . creas 
27 31. M 5 rea: _ 5 i After 3 Continued 3 In PEJ 
3 weeks | 'to bleed |. ` : S 
15 |24Mi: 5 — |—]|9 ` After 3 E »{G.D.A.}) » 
: i days d 
B: 53 M| _ 44 | Neg..| — | 7% | After a = Š = 
pene, ee week r Ta a 
_ 29 | 47-M 4° 15 — |—|3 Same day Massive ee ji 
Sa Sij (Perf.) ge a haem. . 
A 39 67 M 5 D.U. me 6 ! ” ‘, »” 
42M| 1 | — |— {3 | After. 3 | Continued Small ” er 
Nes days to bleed l 
‘ 32 62 F g 4, m — ` 2 Same day x I” <b> 
ue Perf) i hag 


R. = Recovered. , 


o, “The Chronic Duodenal Ulcer Group 


' There were 41 patients in ‘this group and: eight were 
' treated surgically.’ They all recovered after partial gastrec- 


le” a G. D.A. = Gastro-duodenal artery. 
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tomy: Three of them were desperately ‘severe cases whose , 


' recovery under medical treatment would have :been very 


| unlikely.. ; ron 


! Case 30.—This patient, a man aged-67, did not ena to bleed 
‘until the day of his admission, and when he arrived he was 


` so ‘collapsed that it was doubtful whether he would survive long 
-No pulse was palpable, and no’ 


enough to‘ be: transfused. 
blood -pressure could be recorded. 
fit enough for the theatre.’ 


' Four hours later he was 


Operation révealed the gastro- 


duodenal artery lying exposed: in a duodenal ulcer crater in ° 


the pancreas. It was underrun and a gastrectomy was per- 
„formed. He was very ill for some days- owing to leakage from 
his stump, but soon made a rapid recovéry. He- received 6 litres 

of blood, most of which was required to replace what he had 
‘lost during the, short, time he was bleeding. l 


fa 


: a ' TABLE IV Acute Gastric Ulcers Treated Sureicatly: 
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-in its: healing. The'vessels by which it bleeds are the 
„arteries .of the submucosa. Most of these vessels are small, 


and the involvement of a large vessel is probably a chance 


affair determined by the ‘accident ‘of the site of the ulcer. 


"TABLE V.—Operations for Haemorrhage Following Gastro-' 
Me f jejunostomy or Gastrectomy 















Date and Treatment 
















Case ‘| Blood . 
. PODR wi Ulcer | Gitres) (Same Day) Result 
1924, Gauss Small Chr. 1 Gastrectomy R. 
jejunostomy G.U . Nee tot, 
14 pads aee | Ss Chr. 3 2nd Gastrectomy ” 
12 ch $ Gastrectomy — 
11 ‘Keates Got: 2 AGS undone, A 
ulcers 
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AS, these ulcers respond’ so, ‘well to ‘medical treatment, ‘and Y. j : 


-as they would never require surgery if they did not bleed; loNtoPHORISis 1 IN THE ‘TREATMENT OF 
operation should be undertaken only: in order to save life ; $ PERIPHERAL V ASCUL AR. DISE ASE 


„or because a chronic ulcer is/suspected: If they are oper- ` 


ated’ upon, local excision would be the. best-procedure' if, ~ 2 B / BY E 

one could be sure that there was only one ùlcer and ifitis., ; `- H. S. NN MB., F.R.C.P: l 

likely to be technically’ easy. .-All the 48 patients: in: this .*, e oa oe 

group-recovered. ‘There were: five surgical. cases, four of " , ; : r f 

them cone treated by gastrectomy. ` Nees oe A D.-C. WATSON, M.C., M.B., M.R.C.P.. 

o a RN i oo A aom: the Medical Unit, ‘David Lewis Northern ie di 
‘Gastro-jejunal Ulcers | Sg eke i eee 1 | Liverpool) . 


è À cm 

“The dienod of gastro:jejunal ulcér was made clinically Among the methods of treatment Een to overcome 
in patients who- had had a previous operation—either a vasospasm .or to .produce vasodilatation in peripheral 
` short-circuit ora gastrectomy. This diagnosis 3 was-'sometimes vascular disease the use of choline -derivatives is suggested 
wrong; ‘but it is used as a convenient. one for. this group,' ’ by the work of Dale’ and Gaddum (1930) and Dale, Feld- 
l which presents`a special: problem for the surgeon, who has berg, and Vogt '(1936).' Acetylcholine is unstable and 
to weigh the fact that a chronic-ulcer is almost certainly rapidly" hydrolysed in the tissues (Renshaw et al., 1938). 
present and demanding surgery against the addéd diffi: Its action ‘on the’ autonomic nervous system is a double 
culties’ and dangers of a complicated. resection. ‘Of the one, producing'both muscarine- and nicotine-like effects. 
severi patients in this group three bled from the original Some’ of its esters do not share these defects, and in this 
gastric’ or duodenal. ulcer ‘for’ which the short-circuit had study we have been able, using the method of ion transfer, 
- been performed and one from-an acute jejunal ulcer. The to compare the actions of the anions of two substances: 
recovery of the four surgical cases was:largely due to l acetyl-8-methylcholine (“.mecholyl ” ‘and “ amechol”) and 
early operation. They were all epee: on very ‘soon | carbaminoylcholine (* carbachol, >“ doryl,” and “ moryl ”). 

after admission. r Ee N ' | 
Case 14 —Tbhis patient, a man aged 42, was known tó have Ga Sfat Phaimadoloiy 

a large gastro-jejunal ulcer which had followed an inadequate Th {i f b Icholi th l 
gastrectomy for duodenal ulcer.: He was extremely ‘collapsed “> e action of carbaminoylcholine, the official name of 
' and actively bleeding. when he was admitted., . To make him ` « which is carbachol, resembles that of acetylcholine, but is 
fit for operation 24 litres:of blood were required. ‘Exploration ‘more’ pr olonged. The Simonarts (1 934) showed that its 
revealed an enormous /gastro-jejunal ulcer’ which penetrated. nicotine-like action was stronger than in the case of acetyl- 
- deeply into the pancreas. In, the base of the ulcer was a large choline. Fraser (1938) pointed: ‘out that its action on the 
artery with 4 fresh thrombus in it. A-further 2 in. (5 cm.) ‘cardiovascular system passes -off in!30-40 minutes, though 


T oiee rh saan a oe sha pact was ee . its effect on the gastrotintestinal tract and urinary bladder 
year later he underwent his third gastrectomy (and vago- -‘may persist for several hours. 


ine iver j a cae ae praia a anal agen es 3 ' Acetyl-8-méthylcholine also has a relatively prolonged 
Other ‘Cases. Two patients not included: in thè series’ action," and Simonart (1932) showed that the mmethyl-group 
were treated surgically. One had ‘a large -carcinoma and ~ -suibstitution deprived , acetylcholine of its “nicotine-like 
recovered well after a total gastrectomy. .The.other patient » „ action. Its effects, in contrast to those of carbachol, are 
bled profusely a ‘week ,after the suture of a ‘perforated ' most pronounced on the. cardiovascular system. 
gastric ulcer. He'died after a long, tedious resection, , The method of ion transfer has been shown by Kovacs 
_ (1934), Saylor, Kovacs, et al: (1936), and Kramer (1937) 
Sanay and Comment’. ao ee RO be superior ‘in peripheral vascular. disease to oral, sub- 
For several years‘ all patients suffering from: ieee cutaneous, and intramuscular administration of compounds 
or melaena admitted to the Royal Berkshire Hospital have ° of ‘this. type.. Montgomery, Holling, and Friedland (1938) 
been treated in the surgical wards. In the last: three ‘years. ' determined by direct (plethysmographic) measurement the 
135 -patients - with © peptic ulcer haemorrhage , haye been so , increased blood’ flow produced in the limbs of normal 


treated,- with a mortality of 7.4%. ‘Under the 'age ‘of 40 there . 
were no deaths, no women died, and, no patient died from subjects by mecholyl iontophoresis, and their, results fully 


an acute ulcer. Thirty-three patients: were treated by. opéra- confirmed the belief that this treatment effected dilatation of 
tion, with two deaths. Although some patients were treated, ', blood vessels specifically in the treated’ part. It i is a further 
medically and some by surgery the principle of ‘treatment was ` ‘advantage that such unwanted general effects as micturi- . 
the same in “all cases, and no comparisons can or should be, tion, defaecation, salivation, and bronchial spasm are much 
. made between the medical and. the surgical . results.. “This . `, diminished when parasympathetic stimulants are given 
‘ principle was. that each, patient was’ considered ‘as a potential ` sontophotetically 

surgical case and was operated upon, as soon as his life’ appeared” ; M 

` to be endangered by his complaint.. Jf surgery is to be used : ethod 
' in this’ way it is justifiable only if a’ low surgical’.mortality. , > The technique of Kovacs, Saylor, and Wright (1936) has 
can be achieved., A low. mortality ‘is ‘dependent on, careful .! been: employed throughout. . Reinforced asbestos paper is - 
judgment, in the seléction of cases, adequate and“ efficient J saturated with a 0.5% solution of thé substance to be used 
l transfusion, and: early: operation. ae oe ot, ang .wrapped’ round the leg or thigh. A malleable metal 
It was in consultation: with. Dr. John Mills, director, of the patho... ‘plate, connected to a positive galvanic' pole, is placed over 

_ logical department, that. most, of these patients were treated, and I. | ' this“and held in position with. a rubber bandage. A large 


would like to. express ‘my gratitude to him both for this help and for, flat-electrode moisten 
the efficient transfusion.service that he maintains. J. am ‘also grateful’ pron ae d me se = pe normal see is placed under 
to my colleagues, who allowed me to treat these! patients in „my wards. , connected to the negative pole. The electrodes 
i l — ra es should not be applied,over any raw or inflamed areas or 
.”. REFERENCES ' i “a 0, Over recent scar tissue., The skin should always be pro- 


Gordon-Taylor, G ~ (1946). Brit. J. Surg., .} 33, 336. 
Clonee Taylor, Gi; i947). British Medical Journal 2 diin oe ‘tected by the asbestos paper from direct contact with the 


Lewin, 5. C., an Truelove, S. Ge): Ibid, 1,'3 83. ; , metal. electrodes; so that burns | may. be avon 
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The current is turned on gradually at the beginning of 
each treatment and reduced slowly to zero at the end. A 
current of 5 mA’ passing for five minutes is used at the first 
session, these figures being: gradually increased on subse- 
quent occasions, but 30 minutes’ treatment at 30 mA is not 
usually exceeded at any one time. The most useful warning 
Of overdosage is the patient's reaction. Any more than a 
slight redness or sweating of the part treated is an indication 
for stopping treatment. | i 

No rigid rules can be made for frequency of treatments, 
though thrice weekly was most usual in our cases.` Dura- 
tion of therapy is determined by the patient's response ; 
but where treatment has been ‘given over a period of three 
to four weeks without benefit the method is amas to 
be of value. 

Severe general parasympathetic effects may TEE A 
be dealt with by an injection of 1/100 «gr. (0.65 mg.) of 
atropine sulphate. Bronchial asthma, ‘hyperthyroidism, 
and recent cardiac infarction are all contraindications to 
iontophoresis with these substances.. 
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intervention was necessary. Satisfactory or partial improve- 
ment was seen in 56 cases (67%). A general survey of the 


_ table shows clearly that better results were obtained by the 


use of acetyl-8-methylcholine (Groups I and III) than with 
carbachol (Group II). The eight cases of senile gangrene 
were relatively resistant to iontophoresis with either com- 
pound, and similarly disappointing results were found in 
Raynaud’s and Buerger’s diseases and in acrocyanosis, but 
the number of cases was too small to allow any conclusions 
to be drawn. It is likely that some of these cases were 
more suitable for sympathectomy. We were unable -to 
confirm the good results of Murphy (1937) in the treatment 
of thrombophlebitis by mg means, and have -latterly 
abandoned it. ' 

The most satisfactory results were seen in 24 cases of 
intermittent claudication and 21 cases of diabetic gangrene; 
Improvement was observed in 19 cases-of the former (79%) 
and in 16 cases of the latter (76%). 

From our results we cannot infer, as did Kramer (1937), 
‘that iontophoresis with parasympathetic ‘stimulants: pro- 























- D P i j 
Group I (1938—41) Group II (1941-6) : Group III (1946-8) : eos 
Condition No. of Improvement No. of Improvement No. of Improvement Totals 
, Cases Satisfactory | Partial | Nil Cases Satisfactory | Partial Nil. Cases Satisfactory | Partial Nil 
Arteriosclerosis : 
Intermittent claudication 5 3 I le 8 2 2 11 5 4 2 24 
Senile ene 4 0 2 2 3 0 l 2 1 0 0 I 8 
Gangrene in diabetes meli- 7 Tee ' 
10 6 4 0 3 l 1 1 8 2 2 4 21 
Painful vasospasm 7 0 — — — 3 0 3 0 5 3 2 o, 8 
Raynaud’s disease .. ke l 0 er 0 2 0 ‘ 0 2 ’ 1l g 0 1 0 4 
Buerger’s disease .. 1 0 0 ] I 0 0 1 0 — = ia 2 
Thrombopblebitis .. a 6 2 l 3 7 1 2 > 4, 0, S= — = 13 
Acrocyanosis re 3 0 2 i 0 —. — — 0 — seas = 3 
Totals | 80" yon 11 8 27 4 1] 12 | 26 10 9 7 83 
' \ . b . 
Results : duces its .best results in vasospastic cases. The great 
Numerous workers, particularly ` in America, have majority of our cases of intermittent claudication and - 


obtained good results in peripheral vascular lesions.. Kramer 
(1937), using mecholyl iontophoresis in 30 cases of various 
types, observed’ beneficial results in 22. Murphy (1937) 
treated 33 cases of thrombophlebitis by the same means, 
and found substantial improvement in 31. ‘Ready healing 
of associated varicose ulcers was seen. Saylor, Kovacs, 


et al. (1936) obtained satisfactory results in 23 out of 26 - 
patients with varicose ulcers. 


The present series, comprising 83 unselected cases, covers 
the period from 1938 to 1948. The cases are divided into 
three almost equal groups by the exigencies of, the recent 
war. Having used mecholyl from 1938, we were deprived 
of it in 1941 and used doryl, moryl, and carbachol as sub- 
stitutes. It was not‘until 1946 that acetyl-@G-methylcholine 
again became available as amechol.: ` 


The standard adjuvant treatment given to these patients 


consisted of rest, warmth, and antiseptic measures where 
necessary ; in cases of diabetes mellitus’ the blood-sugar 
level was kept within reasonable limits. The patients were 
usually in bed, though the: majority of cases of intermittent 
claudication were treated as .out-patients. The results 
obtained are detailed in the accompanying table. 
Discussion . N 

The method of treatment described cannot be regarded 
as an isolated piece of therapy, nor is a cure claimed 
in any case. The pathological basis of most of these 
conditions is patently irreversible. 

“Improvement was judged'to be satisfactory when either 
all symptoms disappeared or only minimal local surgical 


af 


diabetic gangrene showed mural calcification of the vessels 
radiologically, and we feel that this finding should not be 
regarded, as it often is, as a contraindication to the ionto- 
phoretic use of such compounds. It.is our firm belief that 
‘this method is applicable, in the first instance, to all cases 
of peripheral vascular disease. Our aim has been, by 
perseverance with the treatment, to avoid the. need for 
surgery or to reduce to a minimum such operative measures 
as may eventually prove necessary. 


l Summary- 
The treatment of 83 cases of peripheral vascular disease by 


iontophoresis is described. The greater valueoof acetyl- -B- 
methylcholine for this purpose is shown. 


This work could not have been undertaken without the unfailing 
help of- Miss A. M. Clark and Miss A. Fazakerley, successively 
heads of the department of physiotherapy at- the David Lewis 
Northern Hospital. 
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A’ Case of Gatanedus- Hort of the Arm 


- Cutaneous” horns -of ‘varying sizes’ are ‘described: in ‘the ` 
literature, - The ‘largest, that I have, found ' “recorded, is the - 
case of Dr: Herman- Carache,. mentioned _in Sutton, ‘and : 
Sutton’s Introdiiction to Dermatology. ‘This was a scalp’ 
horn 8 ir..(20 cm.) long, complete, but with a. smiall base. 
- The interest of the following case lies in the large size of“ 
the horn, together with its’ history and the unusual site trom 
which: it: ‘grew. > 
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The patient, a, man “aged -53, sustained | burns Of: the: whole 
extent of the dorsum of: the left upper arm and parts: of” "the 
~ leg and back by_a ‘German flame-thrower' in the 1914-18 war. 
The’ greatest loss: of tissue was from'the arm area, which was 
skin-grafted (heterogeneous Thiersch) from a” -hursing’ sister? S 

` ‘thigh. . He was in S PRHA for 18 months: 
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Fic. 1.—Showing ` extent and attachrhent .of the horn. . 


The graft-remajned healed for twenty: years, antl 1938, when 
a minor’ injury,,to~ the, arm ‘broke ‘the skin.. This hhealed . 
with simple treatment, but after a few. months a tumour ‘began .: 
‘to “form at the: site of this- latter’ skin lesion. - 
small—* the size of. a hazel-nut. but it’ steadily grew in ` 
base area and length. ' The direction of the growth, was down- 
wards in a curved ‘manner.. The tumour was. painless, and ’~ 
< when it ‘became embarrassingly large the patient. ‘or his wife 
periodically cut off'a piece-with a, ‘hacksaw. Last- year. the. 
medial: side of the base became painful and force the padent, 
to seek medical advice. 
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| Fis. 2 Radiograph, faintly showing, ane horn. 
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On eie himself at ‘the out-patient department of this ` 
hospital: the clinical findings were as follows’: A ‘large hard 
_ horny mass (Fig.' D growing from a scarred area at the ‘back - 


~ 
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axillary glands: were felt. 


“At first it was ° 


‘+ was the feature of his “illness: which most affected him. 


. Mass'was palpable. 


of the left - upper arm, tapering from an oval base ; 


greasy 
surface longitudinally ridgéd ; yellowis buff in colour ; circum- 
ference of: base ;13 in. (32.5 cm.), “length of horn 54 in. 


(13.75' cm.),, but it had been pared down: Fhe cut surface 
, had! areas,of dark discoloration and was similar in appearance 
to a sponge. The medial side ‘of the junction of horn and 
-skin. was inflamed and. tender. and had’ signs of new, extensions 
of'the. horn. The growth was movable over the deep structures 
of the, arm. Skin-scarring extended in’ the posterior ‘axillary 
- fold | and -back ‘of. shoulder and elbow. Shoulder abduction 
was limited to 90 degrees :. other movements were full. No 
The patient brought with him a 
_small bag containing'the pieces he had sawn off. - These num- 
bered 17 and were of various sizes and, similar-in appearance 
and consistency: to the/main mass. A radiograph (Fig.. 2) faintly 
showed. the horn: 


The growth was removed by Mr. N. Ross Smith and, a skin 


` flap was fashioned’ from the’ chest wall, which has ‘healed well 


‘by first interition. “At operation thé base was found to be 
quite . smooth and there was no infiltration. 
+The, specimen has been accepted by’ the Museum’ of the 

Royal College of Surgeons, where ‘the horn was patiently 

reconstructed from the main mass and the ‘fragments (Fig. 3), 
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: ro 3.—The reconstructed horn. 


j showing what.: it might have looked like had- ceca been 
pared down by ‘the patient. 


t 


I'am greatly ińdebteď to Mr. N, Ross Smith, under whose care. 
` -the -patient .was admitted, for ‘help and advice and permission to 
. publish this‘case. “My thanks are due to Mr. L. S. Allison for the 
first photograph, to the Curator of the Royal College of-Surgeons 
, Museum ‘for the photograph of the reconstructed horn, to’ Miss M. 
Gall for the ee -and also to the patient for his helpful 
"co-operation. - 4 

j y. R. TADROS, MRCS., LR.CP., 


‘Casualty Officer, Royal Victoria and 
West Hants ‘Hospital, Bournemouth. 
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“Calcified Cyst of the Spleen 


° Jn- dhe British Medical Journal of- December 25, 1948 
. 1106), Donovan described a case of calcified cyst of 
“the spleén and stressed’ the ‘rarity of the condition. It 
heto sèems worth while to record the following case. 


qe 
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CASE REPORT 


: The patient was a man aged 62 with “no ' significant past 
‘history. , He stated that for the, last 12-15 months he had had 
a feeling‘of lassitude and gradually deepening depression. This 
His 
‘appetite was very poor and ‘he thought he had lost several 
stones in weight in the past few montbs. - he 

On examinatión he was .séen to be grossly anaémic (haemo-.. 
‘globin 5.8 g..per 100 ml, red cells 4,100,000).' “In the right 
‘iliac fossa and hypogastrium a rather vaguely outlined fixed 
~ No glandular enlargement could be made 
out. ‘On deep, inspiration the tip of his spleen could just be 
felt. It was ‘firm in consistency. Radiologically the result 
_ of a pas enema "was rather indefinite, but suggested a 
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neoplasm of the caecum. Owing to his general condition 
surgical intervention was considered to be inadvisable for the 
time being, but before there was sufficient improvement to 
warrant it he collapsed suddenly and died. 

‘At necropsy, on opening the abdominal cavity a great 
quantity of serous fluid was found. 
involving the caecum and invading the surrounding structures 
was also seen. There was a small recent perforation through 
the growth, shut off by adhesions from the rest of the peritoneal 
cavity. The tumour was immobile and quite inoperable. 
Histological sections proved it to be an adenocarcinoma. 

The spleen contained, at its lower pole, .a single cyst 4 cm. 
in diameter, with a calcified wall so hard that it necessitated 
bisection’ with a saw. It contained a few millilitres of rather 
iridescent yellowish fluid and many cholesterol crystals. The 
' lower quarter of the cyst wall did not appear to be covered by 
the splenic capsule, nor was it adherent to adjoining structures. 
Histological section of the wall showed it to consist of 
hyaline and acellular fibrous tissue in an advanced state of 
calcification. 
either adjacent to or remote from the cyst. 

Other features noted at the necropsy were a moderate degree 
of atheroma of the aorta, arteriosclerotic kidneys, a cirrhotic 
liver; and bilateral'bronchopneumonia. There was oedema of 
the meninges and subcutanéous tissue. 
and the pericardial sac contained serous fluid. 


= 


COMMENT 


As in the case described by- Donovan, no history of 
trauma was obtained. The splenic artery was not involved. 
The condition of the. spleen, although it was just palpable, 
was discovered only at necropsy and seemed to have no 
bearing on the patient’ s illness. 

No scolices or hooklets were found in the cyst fluid, nor 
was there an eosinophilia in the blood. Serological and 
sensitivity tests for hydatid disease were not carried out, 
as the condition was not suspected before death. The find- 
ing of cholesterol crystals suggests that the cyst was in fact 
an old haematoma, although no haematoidin crystals or 
other blood elements were seen., 


E K. E. A. Huanes, MRCS. L.R.CP., 
Pathologist, St. John’s Hospital, Lewisham. 


Volvulus of the Entire Small Intestine 


Torsion of the mesentery of the whole small intestine is 
uncommon. I have been able to find accounts of only 
61 cases in the literature. 


` 


j Casg HISTORY 


A male Bedouin Arab aged 35 complained that 14 hours 
previously he had suddenly been stricken with severe central 
abdominal colic which was followed by frequent vomiting at 
first of food and later of bile. The bowels had not been opened. 

On examination he appeared dehydrated.. Small quantities of 
bile-stained mucus were being vomited. The abdomen was 
distended and diffusely tender. Peristaltic sounds were absent. 
The hernial orifices were normal and rectal examination was 
negative. 

I performed’ laparotomy at once (September 17, 1942) under 
open ether anaesthesia. Dark-red congested loops of small intes- 
tine appeared to fill the abdomen. The caecum was collapsed and 
much raised in position, but an empty loop of small intestine 
could not be found. The entire small intestine was therefore 
delivered without the i incision. It could then be seen that there 
_ was a torsion of the whole mesentery, which arose from a deep 
trough of peritoneum; most striking in appearance. A deep 
vertical fold of peritoneum had been pulled up by the raised 
caecum from ‘the right iliac vessels, while another deep ridge 
had been drawn down from ‘the duodeno-jejunal flexure on the 

left side. The intestine was rotated counter-clockwise through 


4 


A large solid tumour. 


There were-no apparent changes in the spleen: 


three-quarters of a circle, thus restoring the normal axis of the 
mesentery, which was seen to be abnormally long. The gut was 
viable, so it was replaced and the abdomen was closed in layers. 
Saline was given subcutaneously and per rectum. Convalescence 
was uneventful. “4 


DISCUSSION 


The predisposing cause of volvulus is an abnormally Jong 
mesentery with a narrow base (Burgess, 1902 ; 
_Volvulus is not rare in the newborn, especially in infants 
‘who already have a malrotation deformity of the intestine 
. (Fletcher, 1922 ; Dott, 1927; Metzger, 1939; Voss, 1939; 
Thompson, 1940 ; Pouyanne, 1941). In adults, however, 
even if there is a congenitally long mesentery, some excep- 
tional circumstance must initiate the twist. This is most 
often the ingestion of a large meal of coarse -food on an 


L - 


Dott, 1923). 


empty stomach (Pupini, 1932); McKechnie and Priestley, j 


1936 ; Kerr and Kirkaldy-Willis, 1946). Shortly before the ` 


onset of symptoms my patient had consymed an enormous | 


meal of mutton, rice, and unleavened bread after fasting 
from dawn till dusk, ‘for he was a Moslem and the season 
was the feast of Ramadan. Iņ Russia volvulus is com- 
moner in times of famine (McClure, 1935). The activating 


Both pleural cavities’ mechanism may well be that a sudden body movement or 


strain causes a loaded loop of jejunum to descend by 
gravity, displacing lighter empty loops. This would accord 
with the fact that the direction of volvulus is clockwise in 
75% of the recorded cases in which it is mentioned. ' 


In diagnosis, repeated vomiting of small quantities. of | 


bile-stained material is stressed by Burgess (1902), Garrow 
(1917), Charsley and Richardson (1928), McClure (1935), 
Stalker (1939), ’ Thompson (1940), and Barbosa (1944). 
Some of ,these authors state that faecal vomiting does not 
occur even late in this condition. In addition, the abdomen 
rapidly becomes silent to auscultation. The very quantity 


of distended congested small intestine is perplexing when the 


abdomen is opened at operation. Vaughan (1903) and 
Barbosa (1944) stress the difficulty of recognizing the con- 
dition at all, and point out that in at least four of the 


` reported cases the surgeon was unable to discover the cause 


of the obstruction and closed the abdomen without 
remedying it. Diagnosis was made at necropsy. 


: Routier and Delbet (quoted by Vaughan, 1903) separately 
observed a peritoneal fold running upwards. from the right 
iliac vessels similar to that which I have described. It 
therefore Seems that without complete evisceration of the 
small bowel the diagnosis cannot be’ made or derotation, be 
accomplished. 


W. WEATHERSTON WILSON, M.B., F. RCS.. 
Assistant- SREO Royal Albert Edward Infirmary, 
igan. 
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Care of the Surgical Patient.. By Jatob Fine, M.D. (Pp. 544 $ 
illustrated.: £2.) Philadelphia and ‘London:. W. ‘B, Saunders 
Company. 1949.: | O CIEE hace A i 


` 


This is not a textbook of surgery but a practical guide.to the: 


management of the surgical patient. It represents ‘the. practice 


` of the Beth’ Israel’ Hospital in Boston. ` Associated with’ the 


editor are 22 of his colleagues, each of whom is- responsible 
for a separate part. . - Fan oh a a 

' The book is’ made up of six sections. Part 1, “ General 
Considerations,” includes such subjects as fluid balance, shock, 
and: infections. Part 2,°‘ Regional and Special Surgery,” 
discusses: abdominal, ‘neurosurgical, orthopaedic, ‘plastic, and 
denta À ` 
therapy, Part 4 on’ coincidental medical illnesses- in surgical 
patients. ' Part 5 gives an: account of: clinical and laboratory 


J 1 


methods, and Part 6 describes pre-operative and post-operative 


care. : This.last section, contains articles on anaesthesia’and the 
treatment of acute poisoning. va 


` en 


To the English reader, certain, terms require to be’ defined. ~ 


What, for example, is a Zimmer collar (p. 79)? Or'a Barton 
bandage (p.106)? Or a Koenig-Rutzen bag (p. 155)? Illustra- 
tions would be. helpful.’ Is it true to’ say: that sooner or -later 
the Brown-Séquard ‘syndrome .appears in cases of tumour of 


the spine or spinal cord? Except occasionally in the cervical. 
` region, this syndrome is- rare’ in cases of .cord, tumour and is’ 


not often found on clinical examination. Frontal craniotomy is 
favoured for pituitary tumours ; but the curious qualification is 


- “THE SURGICAL PATIENT .:00, 


surgery. : Part 3. is on endocrine and ‘hormone 
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and: those ‘performed for the neuralgias are well described in 
a similar-manner. ,. = 


Instruments and appliances are discussed at length in a 
séparate chapter, with diagrams illustrating the best theatre lay- 


~ out...The details under, this heading should be of great value 
to-.the ‘nurse ‘who is worried about preparation for a neuro- 
' ‘surgical /case. om 


„^ Proof-réading has, as usual, failed to prevent an occasional 


_ - Misprint—there.is a strange muscle, the “ strapezius,” on page 6 
---and'here and there.the book would gain by a translation from 


American into English. : For instance, in a description of 
‘Parkinson’s syndrome (p..17) it is stated that “better than `- 


"85% are ‘superimposed. on encephalitis as a residual.” After 


some cogitation the reader will no doubt decide that this means 
“more than 85% follow encephalitis.” aa 
\ While’ it is unlikely that other neurological surgeons will 
follow’ exactly all the technique described, the book is notable 
for its plain and explicit directions ;:the reader is never bemused 
by’ alternative methods or conflicting.theories.. This ‘is a work 
which should .be ‘available for reference in any hospital which 
is out to'do its best in the training of its nurses. 
ais ; no $ 4 E.! D. TELFORD. 
`~ AN AUSTRALIAN ‘TEXTBOOK 
Practical Obstetrics. By Bruce T. Mayes, M.V.O., F.R.C.S.Ed., 


. € FE.R.A.C.S., F.R.C.O!G. (Pp. 306; illustrated. £2 5s.) Sydney: 


The Australian Publishing Co., 
Harrap.. 1949. . ; l , 
Professor Bruce T. Mayes’s book is a series of clinical discus- 
sions on:some of the important practical problems in obstetrics. 


Pty.‘ London: George G. 


` 


`The author had no intention of writing a complete textbook ; 


“hig object’ was to’ explain and discuss the problems which are 
frequently encountered by Australian general practitioners. 


made that, “in case the field defect indicates congenitally'short His topics have been wisely chosen, and he quite rightly 


__optic nerves, the transphenoidal approach is‘preferable ” (p. 72). 


‘This requires explanation, as the transphenoidal. approach. has 
abandoned.’ ‘Again, illustrations’ would be of 


There are not many pictures in the text, and these have in 


many cases been borrowed from Hamilton Bailey, de Quervain, 
or others, and unfortunately lack text references. Objection is 


emphasizes the striking work that was performed’ by N. M. 
Gregg in Australia on congenital cataract following German 


” measles in the ‘mother. Accounts of the diagnosis and manage- 


ment of ‘pregnancy, toxaemia, eclampsia, and lower-segment 
caesarean section are well done, and the stress which has been 
placed upon the practical side is particularly . praiseworthy. 


-. There is much evidence that Professor Mayes, a8 he acknow- 


likely to be taken to’the misleading association of Sir Gordon: ' ledges, has enjoyed writing the book, and it is certain that his 
Gordon-Taylor’s. name with the statement (footnote, p..116) work will be widely read and praised in Australia., 


that simple mastectomy, combined with post-operative radiation ° 


gives the highest cure rate obtainable in cases‘of cancer of the 
breast. Most surgeons in this country still prefer to’ remove 


4 


lymphatic nodes rather. than- irradiate them. `> ! : 


\ 


The field covered by ‘this book is a largei one ; it is well 


ploughed in certain parts, but in others the ‘surface is merely > 
scratched. Its chief appeal will probably-.be to the students of | 


the Beth Israel Hospital; whose teachers have’ provided them 


Ya m 


surgical wards.. *:’ 
X 


7 ia _ | ‘LAMBERT. ROGERS. ' 
NURSING. IN. NEUROSURGERY 


N ursing Care of Neurosurgical Patients. By Roland M. Klemme, f 


(Pp. 117; illustrated. . 15s.) -Spring-, - 


ag * ’ 


“field, Illinois : Charles. C. Thomas. Oxford: Blackwell Scientific’ ` 
1 ' t i 5 


Publications. ` 1949., : 


r 
r 


The number of new specialties in surgery, with their, increasing’ 
complications of technique, make it difficult to arrange adequate ,, 


teaching of all branches within the limits of the medical student’s 


curriculum. This is:a serious problem with the student, but it’ 
is much worse, with the trainee nursé. One solution is for her; 
, to acquire a good background of general’ principles and after-: 
wards add the, frills by, a study of specialized monographs. For: 
. this purpose Dr. Klemme’s small volume, based on his lecture 


` 


notes, will be found very good indeed. | 


_ The book opens with a short but adequate account. of ‘the. 


ompanion for their. use in the’ . ture’ labour. 


F 
L] 


~“ Great courage is required to write a book of this kind, for 


clinical opinions are, open to criticism in detail, and this is 
. particularly true of practical obstetrics. The Lovsett mancuvre 
- is well described, though somewhat sketchily. Pudendal block 
' should have been given greater prominence, particularly as the 


‘book ‘is intended for general practitioners. Acute inversion 
of the uterus has been afforded a chapter, whereas more could 
‘have been written on the methods available for inducing prema- 
Drew Smythe’s catheter—one of the most useful 
‘instruments in the practice of obstetrics—has not been 
mentioned. `>: ` ; ; 


. , Specialists should derive much. pleasure from reading’ the’ 


book. The style is lively and many of the statements are 
provocative. There is much that‘can be criticized in detail, but 
the author holds, one’s attention from the first page to the last. 


‘The illustrations are of excellent -qudlity, particularly the 


photographs of ‘operations and demonstrations, and the line 
drawings merit special: praise. a 
mous : 7 WILFRED SHAW. 


| PAEDIATRIC INVESTIGATIONS , 


` Diagnostic ‘Tests for. Infants and.,Children. By H. Behrendt, 
M.D. (Pp. 529, £2 175.) New York and London: Interscience 
Publishers Inc, 1949. ! 


` 
r 


; The procedures described in Dr. H. Behrendt’s new. volume 
-are essentially tests for function. Convenient classification has 


relevant anatomy, supplemented by, diagrams from Gray and’. been achieved according to the organ or system under investiga- 


‘Kuntze. This is followed’ by a ‘section on clinical: signs and 
symptoms which’ is..to be. commended as simple, direct, and 


foo, t L 
7 r 


t 


tion. Most sections begin with a brief.description of the aim 
.of the test succeeded by an account of the modifications caused 


. dogmatic. An article on the care of head cases is, valuable for -by the age of the subject ; then follow a note on procedure and 
its excellent summaries of the nature and significance of various , 
post-operative disturbances. The operations on the'spinal cord - 


an unusually large section on interpretation. Tests used at all 


v ages are-given little notice, and simple testing of the urine for 


1 
~i i 
i 


¢ ~ 
a 


r 
~ 
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1 
albumin is therefore omitted, except for a reference on page 
159 which incorrectly refers to page 481, The space allotted 
to each subject is uneven, for much more attention “is given to 
agglutination tests (which must be mostly the work of expert 
pathologists) than to those required in the control of dehydra- 
ton in infancy. Apart from these criticisms the book will be 
warmly welcomed by clinicians concerned with the interpreta- 
tion of tests. The index is adequate and'the standard. of 


roducti è 
ss Sones good. ALAN MONCRIEFF. 





\ 
ANAESTHETICS FOR CHILDREN 


Pediatric Anesthesia. By M. Digby , Leigh,’ M.D., and M. 
Kathleen Belton, M.D. (Pp. 240; illustrated. $5.50 .or . 
ia 6d.) New_York and London: The Macmillan Company. 


The budding anaesthetist has not long embarked upon his career . 


before he finds that babies and young children do not behave 
like scaled-down adults but present many -unexpected problems 
of their own. Babies develop obstructed airways at the slightest 
provocation, their tidal exchange is so small that the normal 
respiratory valves on gas-oxygen apparatus are unsatisfactory, 
and the absence of dead-spacé and avoidance of: carbon dioxide 
build-up become of paramount importance. The-smooth induc- 
tion of anaesthesia is difficult, and the choice and introduction 
of tracheal tubes demand much consideration. | 

All these and many other matters are discussed admirably in 
this book, but the publisher’s claim that it is the first on the 
subject is in error by over a quarter of a century. All forms 
of general, local, and spinal techniques are described in a lucid 
fashion, and ancillary subjects such as oxygen and fluid therapy 
are also discussed. The illustrations are good, but would be 


better if the features of the babies’ faces had not been“ 


eliminated ; as it is, an unnecessarily macabre effect is obtained. 
l . C. LANGTON HEWER» 


PLASTIC SURGERY 

Surgery of the Hand. By Sterling Bunnell, M.D. 2nd edition 

(Pp. 930; illustrated. £5.) London: J. B. Lippincott. 1949. 

Plastic Surgery of the Nose. By Albert P. Seltzer, M.D., 

F.A.C.S. (Pp. 305; illustrated. £3 12s.)' London: J. B. 

Lippincott. 1949. 
The early appearance of the second edition of Bunnell’s work 
Is a sufficient indication -that surgeons as a whole share tHe 
opinion of the, original reviewers and accept it as a standard 
textbook. The most obvious addition to the new volume is the 
inclusion of a chapter on tumours of the hand, but'it’ is the 
rewriting of short ‘sections in the main text that has added most 
to the value and completeness of the edition. . Lesions of the 
hand likely to be met with by the average stirgeon are all ade- 
quately described within its pages. It is no exaggeration to say 
that the increasing importance attached to the surgery of the 
hand derives largely from Bunnell’s work, and it is to be hoped 
that this excellent volume will be available to all those who are 
called upon to treat the increasing number of hand ‘injuries 
.with which industry and the roads present us. i f 
- Approximately ‘the first third of Dr. Seltzer’s book is con- 
cerned with the anatomy of the nose andwith the preparations 
which ' precede operation on it. The remaining two-thirds are 
occupied with descriptions and illustrations of operations for 
the correction of nasal deformities. More stress is laid on the 
correction: of skeletal defects than upon reconstruction after 


` losses.of soft tissue, and’ for this reason the work js incomplete. | 


Within its limited scope, however, it is a concise and accurate 
résumé of current practice. RAINSFORD MOWLEM. 


In The Food of the People, by Sir Noel Curtis-Bennett (pp. 320; 
illustrated; 16s.; London: Faber and Faber, 1949), the author traces 
the evolution of communal feeding in this country from the time 
-of the mediaeval manorial manor to the modern industrial canteen. 
He is especially concerned with the variations in the attitude of 
employers towards their’ responsibility for seeing that their work- 
people have the opportunities foi obtaining a sufficiency of suitable 
food. The book is easy to read, well printed and well illustrated, and 
can be recommended as an introductory study for a young business 
executive eager to learn about his social responsibilities. Lord 
Woolton has added a preface. 
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‘Officers. 1949. ` 


2 Loy . 
The Red Cross and thé White. 


Elements d’Anthropologie. 


` M.D., M.S. and N. W. G. Macintosh, M.B., B.S. 


(Pp. 98. ` No price.) Milan: Istituto 
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[Review is not precluded by notice here of books recently -received] 


Psychosomatic Medicine. By E. Weiss, M.D., and O. S. English; 
M.D. 2nd ed. (Pp. 803. 47s. 6d.) Philadelphia and London: 
Saunders. 1949, ‘ P 
Oral and Dental Diagnosis. - By K. H. Thoma, D.M.D., 
F.D.S. R.C.S.Eng. 3rd ed. (Pp. 563. 47s. 6d) Philadelphia and 
London: Saunders. 1949. i ; : 


Geriatric Medicine. Edited by E. J. Stieglitz, M.S., M.D., F.A.C.P. | 


2nd ed. (Pp.-775. 60s.) Philadelphia and London’: Saunders. 1949. 


- 


Modern Discoveries in Medical Psychology. By C. Allen, 


M.D., M.R.C.P., D.P.M. 2nd ed. (Pp. 236. 12s. 6d.) London: 
Macmillan. 1949. a aay : 

Careers in Local Government. By J. B. Swinden. (Pp. 180. 
7s. 6d.) London: The ‘National Association of Local Government 


~ r 


Edited by J. L. Crammer. (Pp. 160. 
1949. 


Science News i2. Is. 6d.) 
Harmondsworth, Middlesex: -Penguin Books. ` 
By H. St. George Saunders. 
(Pp. 195. 8s. 6d.) London: Hollis and Carter. 1949. 


B.C.G. Vaccination in ‘Theory and Practice. By K. Neville 
Irvine, D.M., M.A., B.Ch.Oxon., M.R.C.S.Eng., L.R.C.P.Lond. ; 
(Pp. 130. 9s. 6d.). Oxford: Blackwell Scientifi¢ Publications. 1949. 


The Design and Equipment of ‘Hospitals. ' By R. Ward, 
F.R.I.B.A., F.LArb., M.R.San.I. ' (Pp. 360. 42s) London: ` 
BailJière, Tindall and Cox. 1949. 4 

i By S. A. Levine, M.D., 
32s. 6d.) Philadelphia 


Clinical Auscultation of the Heart. 
and W. Proctor Harvey, M.D. (Pp. 327. 
and London: Saunders.. 1949. 


Nutrition and Diet in Health and Disease. By J. S. McLester, 


M.D. Sthed. (Pp. 800. 45s.) Philadelphia and London: Saunders. 
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Confrontations Radio-Anatomo-Cliniques.. By M. Chiray, R. A. 
Gutmann, and others. Vol.3. (Pp. 78. 1,000 francs.) Paris: Doin 
and Masson. 1949, 
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\ i ; Pee 
Sémtologie Clinique. By P. Delafontaine and others. (Pp, 522. 
No, price.) ‘Paris: Flammarion. 1949. 
600 


By C. Chippaux. (Pp. 158. 


francs.) Paris: Librairie Maloine. 1949. 
Die Elektrokardiographie. By A. Weber. 


4th ed. (Pp. 207. 
M..18.) Berlin: Springer. 1948. Ro ý 


Nouveaux Procédés d’Exploration Fonctionneile du Rein. 
By J, Hamburger and A. Ryckewaert., (Pp. 155. No price.) Paris: 
Flammarion. 1949. . Soa g 


Les Métrites du Col. By P. Durel, 2nd ed. (Pp. 333. 650 


francs.) Paris: Masson. 1948. 


Untersuchungen über den Lumbalen`und Cervikalen Wirbel- 
bandscheibenvorfall. By F. Reischauer. ’ (Pp. 87. M. 9.60.) 
Stuttgart: Georg Thieme. 1949. - , 


Klinische Psychologie. By W. Hellpach. 
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2nd ed. (Pp. 234. 
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By J. L. Shellshear, D.S.O., 


Surveys of Anatomical Fields. ` 
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THYMECTOMY - IN MY ASTHENIA GRAVIS 


To assess the results of'a new method, of treatment may 
require many years of painstaking observation, ‘and when 
the disease is rare and with a course so unpredictable as 
that of myasthenia gravis the difficulties in assessment 
are great indeed. Myasthenia gravis was first described? 
y Willis ,in 1685. He attributed the disease to a 
“ scarcity of the spirits,” saying of these patients that 
“the stores of the spirits which influence the muscle 
being spent, they are scarce able to move hand or foot.” 
To some it may seem that we can offer no more satis- 
factory explanation than Willis of the cause of this mys- 


teriougs malady. While the disease is admittedly rare, - 


recent advances in diagnosis and treatment have brought 
| increasing numbers of cases of myasthenia gravis to 
light. The operation of thymectomy has undoubtedly: 
provided the greatest stimulus of this kind. Sauerbruch 
performed the first thymectomy for'myasthenia gravis in 
1912, through a cervical incision; it was said to have 
improved but not cured the patient. 2 Sauerbruch under- 


took two further operations in patients with tumours. 


_ of the thymus, but both died a few days later. Only one, 
other thymectomy for myasthenia gravis was recorded 
up to 1937, when Blalock first published a series of six 
cases. * Subsequently. he recorded his results in 20 cases,* 
but Mr. Geoffrey Keynes now has an experience of this 
operation which is unrivalled’ by any surgeon in the 
world. , In the opening pages of this issue he reports 
the results of thymectomy in 155 patients, and his obser-’ 
vations will be studied with profound interest. While- 
admitting that the operation is in some ways empirical, - 
_ he claims that the results obtained are better than those 
from any other form of treatment. ` ` 
No clear-cut relationship between the, thymus gland 

and the disease has been established. Though it`has 
been suggested that the thymus forms á curare-like sub- 
stance, Harvey® has stated that much of our present . 
knowledge fails to support this suggestion. The ten- 
dency to remission in myasthenia gravis is well known ; 

1 Guthrie, L. G., Lancet, 1903, 1, 330. 

2 Schumacher and Roth, Mitt. Grenzgeb. Med. Chir., 1912, 25, 746. 

8 Blalock, A., Harvey, ‘A. Mes , Ford, F R, ad Lilienthal, J. Č., J. Amer. aed 
ASS 1941, 117, 1529 

Blalock, A,, J. ae Surg., 1944, 13,3 16. 

6 Harvey’ AcM., Bull NY Acad. Med. 1948, 24, 505. 

8 Kennedy, F. S., and Moersch, F. P , Canad. med. Ass. J., 1937, 37, 216. 

7 Bratton, A: B., "Proc. Ann. Meeting B. M.A., Aan 159, Eondon. 

8 Collins, D. H., Proc. R. Soc. Med., 1946, 38, 601. 


o Sloan, KH. E., jun., Surgery, 1943, 13; 
10Trethewie, ELR: and Wright,.R. 'D.; ne N.Z. J. Surg., 1944, 13, 244, 


‘venient. 


the remission may last as. long as fifteen years, and 
the most satisfactory. occur early in the course of the 
disease. This last'.point was mentioned by several 
speakers at a meeting in 1946, when a large number of’ 


‘cases operated on by Mr. Keynes were demonstrated, 
‘and it was suggested that it might- explain the better 


results obtained in the cases of short duration. The 
assembly ‘of so- many cases of myasthenia gravis at the 


National Hospital, Queen Square, was an unusual 


spectacle, but it was a disappointment to some of those’ 
who examined them that so many of the cases were 
still taking neostigmine (“ prostigmin”). Nevertheless, 
the remarkable improvement in some of the younger 
patients led several eminent neurologists to express the 
opinion that thymectomy represented a great advance 
in treatment. Early impressions of the results of opera- 


tion emphasized the need for study of further series both 


of untreated cases and. of cases treated ‘only with 


neostigmine. a: : 
The clinical course of untreated myasthenia gravis 


“was investigated by Kennedy and Moersch,® who 


reported 34 deaths in 87 untreated cases observed 
between 1915 and 1932. In the fatal cases the disease 
had been present for periods varying from six months to 
22 years, with an average of 43 years. The’ details of 
the remissions in the surviving cases of this series are 
referred to by Mr. Keynes, as also are those of a further 
series treated with néostigmine. The latter series, pub- 
lished by Harvey,* does not include comparable mor- 
tality figures, but no significant remissions were noted in 
patients. who had been-under treatment with moderate 
or large doses of neostigmine for more than six months. 
The fact that almost all of-the present large series of 
patients had been treated with this drug makes the 
operative results all the more impressive. Many patients 
remain on neostigmine after operation; a few of them 
have required even larger doses than before, and this has 
sometimes’ been cited as an argument against thymec- 
. tomy. Such criticism is not valid unless these cases are 
considered in rélation to the partial and complete suc- 
cesses so that a comprehensive picture of the results of 


operation is obtained. The grading of cases adopted by 


Mr. Geoffrey Keynes has also been used by Blalock, and 
this ABCD classification ` is both reasonable and con- 
One of the most important criteria of success- 
ful treatment will be the maintenance of much the same _ 
relationship between these four grades, while a pro- 
gressive promotion of cases from the lower to the higher 


' grades, such as is suggested by this series, will be even 


more significant. 
It is not easy to explain the AEN in treatment. 
Operating too late in the disease is one possibility, and 


incomplete removal of the gland is.another.’ It may be. 


that some patients will never respond to thymectomy, 


_ but there is as yet no certain way of distinguishing them. 
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Whatever may be the explanations for the failures, it 
must ibe admitted that treatment is beset with difficulties 
which are enhanced, by our ignorance of the normal 
function of the thymus. On thymectomy for tumours 
it is interesting that Blalock, with his limited experience, 
felt that the indications were definite and the results 
satisfactory, whereas Ķeynes with his far greater experi- 
ence is convinced of the very much worse prognosis in 
these cases. In the non-tumour cases the gland appears 
normal on inspection, but there are histological changes. 


Bratton’ has ‘stressed a qualitative difference in the. 


islands of parenchyma and thé formation of “ germ 
centres ” in the medulla. These appearances have been 
' noted also by Collins? and by Sloan®; similar features 
were present in Blalock’s cases, but it is impossible to 
say whether they are a cause or an effect of the disease, 
though they are seen only occasionally in the thymus 
in non-myasthenic cases. 
the past and culled partly from necropsy records have 
contained an undue proportion of tumours of the 
thymus: the present series shows the true incidence of 
tumours to be in the region of-11.5%. ° Bratton has 
' emphasized that the incidence of myasthenia gravis in 
cases of thymic tumour is about twice the incidence of 
thymic tumours in cases of, myasthenia. 

In the future fruitful investigations may be under- 
taken jointly by the biochemist and the experimental 
physiologist. Jt has been shown that the serum from a 
patient with myasthenia gravis will interfere with the 
transmission of an impulse in the ordinary muscle-nerve 
preparation,?° but the real cause of this effect is unknown. 
Biological and chemical assay of the excised glands may 
yield further information on this and other points. ‘While 
the results of fundamental investigations are awaited it 


is desirable: that the treatment of these cases should’ 


largely be undertaken by‘a highly skilled few. The 
technique of thymectomy has been ably demonstrated 
by Mr. Keynes in a film, and he is to be congratulated 
on his low mortality rate. To suggest that only con- 
tinued observation of this steadily growing series will 


provide further and much-needed evidence of the true 


value of operation is not to detract from the brilliance 
of the work already done. 


; “AIR HYGIENE 
The contrast has often been pointed out between the 
sanitary qualities of water and air in modern civilized 
conditions. That a water supply should be free from 


infection is. now taken’ for granted, but the more diff- 


cult problem of ensuring that the air we breathe shali be 
equally innocuous is not only unsolved but until recent 
times was almost untouched. It began to be taken seri- 
ously during the middle ’thirties,-and became a sub- 


Several series published in - 


for the first time. 
` private houses, factories, and in a cruiser and a sub- 
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ject of intensive research in this country in the. early 
part of the war, when conditions in air-raid shelters 
and elsewhere seemed to favour the spread of air-borne 
epidemics. A team of workers directed successfully by 
the late Sir Patrick Laidlaw, Dr. C. H. Andrewes, and 
Dr. R. B. Bourdillon carried out a comprehensive study 
of the whole subject of air disinfection, the results of. 
which have now been published as a Medical Research 
Council report entitled Studies in Air Hygiene. This 
is a lengthy monograph of 356 pages, containing a large 
amount of highly technical information as well as 
descriptions of experiments and assessments of- their 
significance which will command wide general interest. 

The first essential in any such work is an accurate 
quantitative method of determining the bacterial con- 
tent of air, and for this purpose the slit sampler invented 
by Bourdillon and his colleagues is evidently superior 
to any, other device, even among those used in very 
extensive studies of this subject which have been pro- 


‘ceeding at the same time in the U.S.A. This ingenious 


machine has been perfected and modified for different 
purposes, and over 40 pages of the report are givento ` 
descriptions of the apparatus and its use. Its principle 
is that air is sucked at a known velocity through a 
narrow ‘slit immediately above a slowly revolving plate 
of culture medium: particles containing bacteria 
impinge on the ‘surface of the medium and adhere to 
it. The resulting colonies can be counted, and, since 
the volume of air sampled per minute and the speed . 
of rotation of the plate are predetermined, the number 
of bacteria-carrying particles per cubic foot of air can 
be calculated. The great advantage of this method is 
that it immediately shows the effect of any change in | 
atmospheric conditions: an “event” such as the shaking 
of a blanket is reflected in a high concentration of 
colonies in the sector of the plate exposed at that time. 

The slit sampler, has been used not only in many 
laboratory experiments and in studies of air contami- 
nation in hospitals, but in other field trials here reported 
These include investigations made in 


marine at sea in time of war. The liability of naval 
crews to air-borne infection is notorious, and this last 
study shows exactly where and in what conditions, the 
overcrowding in the crew’s quarters leads to excessive 
air contamination, despite vigorous ventilation. Curi- 
ously enough, the bacterial content of air in the sub- 
marine was consistently fairly low ; possibly this is due 
to adhesion of bacteria-carrying particles to oily surfaces 
as the.air circulates through the engine-room. On the 
basis of such studies it is suggested that 50 colonies per 
cubic foot of air on blood agar at 37° C. should be 


‘regarded as a limit not to be exceeded, and that such - 


1 Spec. Rep. Ser. med. Res. Coun., Lond., Ne. 262. London: H.M.S.O. 
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- Mellanby’s conclusions and was discussed at the ame. in _ 


` number of important and’ interesting communications. - 


` sanitary conditions. 


were the subject of a number of papers. 


‘these columns.? These confirmatory studies led the Food. 


and Drug Administration of the United States Government . 
to prohibit the use of agene, a prohibition waich came, into` 
force as recently as August 1. z 


It was subsequently pointed out by British and Amen ' 


can workers that the toxic agent was formed from the 
protein of the wheat and particularly, from the gliadin 
fraction.* Since Méllanby’s first observations on the sub- 
ject there has been’ increasing interest in the: ‘identity of 
the toxic substance responsible. A great deal of work 
has been carried out by Moran and his co-workers® at 
the Cereals Reséarch Station of the Research Association 


of British Flour Millers and also by other workers. This 
' has now been rewarded by ‘the isolation at St. Albans. 


of a crystalline substance which either is or contains the 
toxic factor.” The crystals; are of needle-like appearance, 


melt sharply with decomposition | at a temperature of ' 
, a2". ©, (uncorrected),’ and their biological activity is 


unaffected by further recrystallization. “ As in previous 
work, the maize protein, zein, has been used as the start- 
ing-point. In the normal way it would-be said that this ` 


‘crystalline isolate was ʻa pure substance, and that it only- 
- remained to establish its composition and chemical: identity. ` 
- But the indications are that’ it will prove to be'a peptide ; i 


and with peptides, as with proteins, there has.been a recent | 
reminder that apparently “pure” and homogeneous crys- 
tals may turn out to be mixtures of different substances. 
-None the less} this is an important advance, and the further 
progress of this work will be awaited with interest. . ~ 


i 


POLIOMYELITIS VIRUSES 


é 


The Fourth International ‘Neurological Congress ‘Which has , 


just ended its meetings in Paris was remarkable for a 


The discussion. on virus infections of the central nervous 
system was of topical interest. The production of ‘allergic 
encephalomyelitis “and the relation of this condition to 
post-vaccinial encephalitis and to paralytic rabies on’ithe 


or 


Sion complex produced by at least three distinct groups 
of viruses. The term poliomyelitis in fact must now be 
used ‘only’ in a general sense, much in the same’ way that 
typhus. is used to describe broadly a, number of distinct 
infections due to different species .of rickettsiae, Historic 
or classical poliomyelitis includes the group of Viruses iso- 
lated from Human faeces, nasal washings, or spinal cords. 
It is, not, a’ uniform gioup, but consists of at least four 
varieties which are antigenically distinct. The first of these 


‘is the Lansing type, which has been transmitted from man 


to monkeys ‘and thence. to’ cotton rats and mice. Six of 
these todent-adapted strains are known, and have been: 


-isolated from. patients in the. Middle East and America, 


while virucidal bodies to these viruses’ have been found 
in Europe, America, Asia, and Africa., Three other anti- ` 


- genically distinct strains of true poliomyelitis virus are 


recognized, and there may be others, since not all material 
from patients dying with poliomyelitis yields positive results 


‘on inoculation. into monkeys. 


The second group of viruses all showing antigenic simi- 
larities and capable of producing paralysis in man com- ' 
prises the ‘Mengo encephalitis virus from Uganda, the 
EMC (encephalomyocarditis) virus isolated from a monkey 
in California, and the MM and Columbia SK viruses, which 
were probably derived from rodents. One of this Columbia 
SK. group.of viruses may have béen responsible for an 
outbreak of poliomyelitis in American troops in the South 
West Pacific area. This group of viruses is transmissible. 


‘to man, monkeys; and rodents such as mice and hamsters. 


These’ viruses, can be inoculated by a variety of routes, 
including. intramuscular injection, and they are pantropic, 
producing lesions in organs other than the central nervous 
system. Immune bodies to this virus are widely distributed. 

The third group of viruses‘ isolated in America“is trans- 
missible only' to suckling ‘Mice, or hamsters ; distinct anti- 


. genic varieties occur, and there is now evidence that these 


viruses exist: in Western Europe. It must be emphasized 
that these three groups of poliomyelitis viruses are quite 
distinct from the mouse encephalomyelitis viruses, often 


one hand and on the othér hand to disseminated, sclerosis á „incorrectly tërmed “ mouse poliomyelitis,” which are trans- 


The epidemiology - 
of insect-born encephalitides was reviewed' and a number 
of ‘cases of recurrent benign meningitis ı were described ; 


“mnissible only to ‘mice and hamsters.’ Such viruses have 
_been isolated from mice in America and-in Britain. The 
virus ‘infection of pigs which attacks the anterior horn 


whether this condition is due to a ‘virus or to allergy is . Cells of the cord is also distinct from human strains. 


still undecided. New strains of .rabies virus with reduced 


It is thus obvious - that, certain views on „poliomyelitis 


neuronotropy havé been investigated and may be of value | will have to'be revised. Some work is already in progress 


for rabies immunization.- 

Perhaps the most important discussion, EA was 
on poliomyelitis. -It ‘was suggested that in backward , 
countries the acquirement ‘of virucidal bodies ‘to the 
Lansing strain of poliomyelitis. without overt signs of! 
infection: may'result from prolonged breast-feeding whereby 
immune .bodies are passively, transferred from mother tọ, 


here on the newer aspects of poliomyelitis, but, as it now 


appears probable that recurrent epidemics will visit this 
‘ country at frequent intervals, it is essential that a com- 


prehensive attack should be made on these problems. 
4 he = j 


S  TONOSCILLOGRĄAPHY IN PERIPHERAL 
; + * VASCULAR DISEASE “Ay, 


child ; the young child thus passively immunized acquires Nomenclature. is an ever-increasing ‘burden to the medical 


an active infection as a result of the.prevalent defective ` 
The new phenomenon of virus exalta- 
tion in relation to poliomyelitis viruses was also described : 


‘profession, and to many the term tonoscillography may 
seem Just one more weighty straw. In this word the prefix 


“ton” (from <évoc, Meaning tension) indicates that the 


doubtless more will bé heard of: this condition, which is the ‘height ‘of the blood pressure is obtained simultaneously 


reverse of virus interference. 
Few of the neurologists attending the ‘Congress had yet 


with the size of. the arterial pulsations: from the written 
record of an oscillogram. Ejrup,' of Stockholm, has 
- realized that what is now sauna as polomyelns is a broken entirely new ground, by applying the results or 


t 
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tonoscillography after exercise to problems connected with 
the diagnosis, prognosis, and ‘treatment of vascular dis- 
. orders of the extremities. If his findings are confirmed’ 
and his technique found not too time- -consuming for general 


application in less expert hands than his own the early make possible the accurate and early diagnosis of obstruc-- 
tive arterial lesions in the limbs and. precise location ‘of the - 


diagnosis òf these conditions and the assessment of their 
severity should become much easier. 

_ The idea of simultaneous automatic recording of blood 
pressure and arterial pulsation is not new,” but Ejrup’s 
apparatus is both original and simple... It consists of two 
cuff-pressure systems actuated independently by automatic 
valves which inflate or deflate the cuffs at accurately con- 
trolled pressures and time’ intervals. 
the proximal part of the limb to be studied—the. pressure 
cuff—is connected to a manometer which by means of a 
lever inscribes a record on a continuous recording strip. - 
` The lower or pulse cuff is lightly ‘distended at a fixed pres- 
sure, and. small volume variations of arterial pulsations are ` 
‘recorded electrically with a movable pen attached to the 
same lever as the pressure cuff while-the latter is steadily 
inflated. Diastolic pressure is recorded at the point' where 
the form of the pulsations suddenly alters, and the point 
where all pulsation ceases indicates the systolic pressure. 


` Automatic recordings are taken in this manner every 20 
seconds—venous congestion being avoided by complete. 


emptying of the cuffs in the intervals. Strict precautions 
are of course necessary in order to- obtain ,comparable’ 
records. Although. systolic end-points are clear, diastolic 
pressure is by.no means always obvious . in the published 
records. ` 

By eda Nylin’ sê standard exercise step-tests Ejrup . 
found that a raised blood pressure and increase in pulse 
amplitude in the legs invariably occurred immediately after 


exercise in healthy subjects. Records after exercise were “not long to live. 
_ remarkably constant ‘in the same individual on different /recently been reported by Moe,! who’ was. able-to record 


occasions, in contrast to resting records,. which showed 
considerable’ variations. In patients'with ‘organic arterial 
obstruction, on the other hand, whether due to Buérger’s 
disease, -arteriosclerosis,.- or ~embolism, a characteristic 


_ ‘inverse response was obtained : there was a decrease or 


-d 


even absence of all pulsations after exercise and a lowering 
of the pressure at which pulsations disappeared—i.e., an 
apparent lowering of the systolic pressure. In 10 cases in 
which the site of obstruction was determined by. arterio- 
graphy the level on the’ leg at which the inverse reaction 
_ appeared ‘cotild be predicted with precision by the ton- 
oscillograph. All but two of the 54 cases of intermittent 
claudication showed an inverse response, and patients 


Ejrup’s method of study of obstructive arterial disease of 
the extremities‘ gives objective information which cannot 
be obtained by ‘the more- usual and comparatively cruder 
“methods of oscillography. The new technique appears to 


site of., the: obstruction. It can provide confirmatory 
evidence of coarctation of the aorta, and it may perhaps 
prove valuable in determining the presence of other causes 
of obstruction to’ aortic flow, or of lesser degrees of nar- 
rowing of the aortic isthmus, in the cages in which other 


investigations give equivocal results and in which the 
The’ cuff applied to. femoral pulse is ‘easily felt. The latter type of abnormality 


is probably more often missed than detected, particularly ` 
when associated with patency of the ductus arteriosus.’ 
Ejrup claims that his method of tonoscillography ‘is of . 
value in differentiating ‘functional disorders of the limbs 
from-those due to obstructive arterial lesions, and that it 
can also be used to measure the extent of remission or 
progression of disease following treatment (of which many 
forms have been advocated) for arterial disorders of the 
extremities. Confirmation of. his findings will.be awaited 
with interest. ` o> i 
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FUNCTIONAL VENTRICULAR FIBRILLATION 


Arrhythmias originating .in the ventricle, 
isolated-.or short sequences of extrasystoles, are usually 
an expression of serious ischaemic heart disease, and are 
much more rarely encountered with an apparently normal 
heart’ than' the corresponding disorders in the auricle. 
Ventricular fibrillation is, indeed, most often a terminal- 
event, or, if survived, is`an indication that the patient has 
An unusual, perhaps unique, case has 


attacks of ventricular fibrillation in a man of 38 in whom 


‘no ‘evidence whatever of’ organic heart disease could be 


discovered. After a period during which he noted palpi- 


‘tation the patient had a number ‘of syncopal attacks, and 


a cardiogram obtained during one of these, showed ventricu-, 
“lar fibrillation lasting for 18 Seconds, the patient being 
unconscious, the pulse impalpable, and respiration stopped. 
Before the fibrillation solitary extrasystoles and groups “of 
extrasystoles were recorded, and after it a bradycardia, 
probably due to A-V nodal rhythm. A record on the 


‘following day showed normal~rhythm with flat T waves, 


but on the second day ‘these had ‘become normal. 
Ten syncopal attacks’, were observed in one day, the 


with unilateral symptoms always gave a bilateral inverse ~ number, probably being augmented by treatment with 


response, more: ‘pronounced in-the painful leg. A. similar 
_ inverse reaction was also found to occur in aortic: coarcta- 


. ‘tion, in, which, as is well known, arterial pulsation in the 
- legs, is diminished. Some of the 17 patients in this’ series 


‘ complained of claudication, but ` a- typical inverse responsé 
‘after exercise ‘was found in every case. Treatment by the 


` Crafoord resection operation: resulted in the disappearance: 


of the inverse reaction, and normal : ‘responses were 
obtained. 


: amen Reart J., 1948, 35, 41. ` 
= g Bergman, A Č. R. Soc. Biol., Tors, ier 87, 1046. 
` 3 Fidbtom, E., Acta- med. scand., 1936 
4 co von B., Cardiologia, Basel, 1940, 4, Y 
aN G: H., J, Lab Med oii 118; 584. 
/ 7 Glichsist,” A. R., Brit. “Heart J. 1945, 7, 1 is 


injections of adrenaline ; this was given on the supposition 
- that the ‘attacks were due to heart block. After appro- 


' priate treatment with quinidine the: attacks soon ceased 


and have not recurred, except on one occasion when the 
quinidine was temporarily discontinued. -Short.runs of 


ventricular extrasystoles are’ the ‘only arrhythmia. which ’ 


has since been recorded, and the patient remains well 


apart from ~ 


1 


taking 0.1 g. of quinidine daily. Clinical and x-ray exam- ` 


ination has failed to reveal any sign of organic heart 
disease. If Moe’s interpretation of this case is correct, the 


. possibility of functional ventricular fibrillation appears to.. 
be established. 


i 


1 Acta med. scand., 1948, 130, 416. - 
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Fic. 1.—A Weck. 


THE PATIENT WITH THE PAINT-BRUSH 


EXHIBITION OF PAINTING 


An exhibition of paintings by patients from the Mental Treat- 
ment Centre, Hill End Hospital, St. Albans, was opened by 
Mr. Victor Pasmore at Trefoile House on September 7. The 
exhibition contains over 50 pictures that have been painted since 
the previous display 18 months ago. Most of these are the 
efforts of people who have painted only during a few months’ 





Fic. 2.—Autumn Tapestry. 
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stay in hospital and have never used a 
paint-brush before. 

The paintings differ widely in character 
Some are frankly objective, others are 
more obviously a means of emotional 
release. Yet each represents a form o 
personal creativeness and is stamped with 
the individuality of the painter. The 
artist’s work is something into which hi 
personality enters and through which hi 
imagination finds release, which estab- 
lishes painting as a useful adjunct te 
standard psychotherapy. 

The exhibition shows also the latent 
powers of artistic expression possessed 
by those who make no pretence to 
special talent. Mr. Pasmore empha- 
sized that these paintings had been 
executed for enjoyment and not for the 
purpose of analysis, and he observed that 
the gallery strongly resembled an exhibi- 
tion of children’s art. This, he said, indi- 
cated the fallacy of the opinion that fresh 
artistic creation was impossible after early 
youth. 

The pictures reproduced here represent 
three of the different styles seen at the 
exhibition. “A Week” is a patient's 
impression in paint of seven days in his life while in hospital. 
“The Ravine” and “Autumn Tapestry” are imaginative 
studies in contrasting design. 

Mr. N. C. Colquhoun and Dr. W. J. T. Kimber, medical 
director of the hospital, were in charge of the painting class. 
The exhibition is open between 9 a.m. and 6 p.m. and will 
continue until October 1. 


Photographs of the paintings by Sport and General. 
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Fic, 3.—The Ravine. 


i Maasdriel tabi, 





646 Sept. 17, 1949- 





MEETING AT. N 


The 112th annual meeting 
at Newcastle-upon-Tyne fr 
was the fourth largest-m 
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ing by the combination of artificial Tesenination. ‘aba ‘trans: 
plantation of ova.. Edwards has estimated that by suitable dilu- 
. tions the number, of inseminations from one bull. could rise to 
10,000 or even 15.000 per annum. J. ‘Hammond, jūn, and 
Bhattacharya. at ‘Cambridge have shown that a cow injected 
with pregnant mare serum will produce a: ‘number of ová per 
oestrum instead of one, and attempts are now. being made to 
transplant these into other cows, one into each, fertilize them 
by artificial insemination, and so. get a dozen or so offspring 
from. the chosen mother. One cow so treated might produce 
< 75,000 ova in her lifetime, and scrub cows, otherwise of little 
“use; might be employed as her incubators, 


The Cell. 


The presidential address in the section ‘of physiology was 
given by Professor R, A. Peters (Oxford). He discussed. the 
cell from the point of view of the biochemist, beginning with 
a reminder that the development of British anti-lewisite, now 
available as.an antidote to certain antimony and mercury com- 
- pounds, as well as arsenicals, had originated in the application 

of a rational biochemical approach to the problem of arsenical 
| poisoning. Like iodoacetic acid—-which occupies.an important 
position in the historical development of - biochemistry—-the 
arsenicals act by blocking a partictilar stage in the chain of 
enzyme-activated, conversions which leads from glycogen to 
-lactic acid. Such a block should lead to the accumulation of 
the last preceding substance. This has not been demonstrated 
< in vivo in iodoacetic acid poisoning. But in the case of arsenical 

poisoning the accumulation: of pyruvic acid has been shown 
in vivo as well as in vitro, thus providing a bridge: between the 

| laboratory schemes worked out by biochemists and what takes’ 

‘place in the human body.~ The participation of thiamin in the 
co-enzyme needed in. the same stage of the glycogen-lactic acid 
~ sequence has alsa been demonstrated. A further such “ bridge” 
is in the accumulation of citrate in-vivo in fluoroacetic acid 
` poisoning, as required in the current. cyclic: scheme of changes 
~ postulated to explain’ the oxidation of the “ two-carbon” frag- 
+ ments formed in the ‘metabol: Me A bohydrate and. fat. Such , 
7 bridges. are. important. becau { rrin 
















Peters recalled, frst t that 
- different conditions mu 
neously (the “ microkitch 
heart cell could. respond a le 
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~ surface ; and, thirdly, that the ta 
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Birmingham} efed to ipda as molecular arrangements of: 
lipoproteins which could be concerned in cell structure, and 
Dr. E; N: Willmer (Cambridge) ee | on | e “the sl from the 
aspect of tissue culture.” — 


* 


Microbial Digestion 


A discussion on microbial: digestion in the: alimentary tract 
was held jointly by the sections of physiology and agriculture. 
It was: introduced by. Dr. D.P. Cuthbertson, director of the 
Rowett Research Institute, Aberdeen. He said that, since. 







il por 
in the large intestine, this form of digestion must be general 
and normal. In carnivores, such as the wolf, fermentation. on 


any large scale did not take place, but in most other mammals 


the caecum and colon had the size and the environment suitable 
for bacterial growth, Only substances produced outside the 
living microbial cell, or made soluble by autolysis of the dead 


cell in the large intestine, were made available to the host. In. 


the ruminant the rumen. and reticulum; the first two of the 
four compartments of the stomach, formed a large fermenta- 
tion vat where coarse fodder. material, indigestible to the non: 
ruminant, could be rendered available to the organism and new — 
compounds of importance to the animal could be synthesized. 
Dr. S. K. Kon (Reading) discussed the microbial Synthesis of 
vitamins of the B complex and. of vitamin K. This had been 
shown to take place in the intestinal tract of most avian and 
mammalian species, but in ruminants: occurred also in the rumen, 
so that conditions for utilization were specially favourable. l 
Studies with animals having permanent fistulas: into the rumen 
showed that the rumen contents 
a dry-weight basis than was the. 
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Dr. J. Tosic (Rowett Institute) mentioned the ability of micro- at ‘home and in lodgings, 'the diets,of those living in- university 


organisms found in the rumen to assimilate- cobalt and other 
trace elements from their external environment, and discussed 
the connexion of this with possible mechanisms of cobalt’ and 
other trace element deficiencies in the ruminant. ` 


Pernicious Anaemia 


Discussion of microbial digestion led into a further discussion 
on folic acid, vitamin B,., and anaemia. 
pure substance of biological origin in which cobalt is contained. 

Dr. E. Lester Smith (London) stated that knowledge of the 
absorption by ruminants of vitamin B,,, probably made by 
bacteria, had come to light through work on the need of chicks 
and other animals for a factor present in animal but not in 
vegetable proteins. It was then found that this factor could be 
synthesized by certain bacteria, and about the same time it 
became clear that it.was none other than vitamin B. One 
organism that made useful amounts was Streptomyces griseus; 
already in commercial use for streptomycin production, and 
crystalline vitamine B,, has already been’ isolated from this 
source. i 

Dr. C. C. Ungley (Newcastle) distinguished between the 
megaloblastic anaemias according to the presence or absence 
of gastric atrophy. In Addisonian , pernicious anaemia the 
effects of vitamin B,,, given by various routes and with and 
without gastric juices, suggested that it permitted the detoxica- 
tion of the haemolytic factor. Vitamin B,, was also as effec- 
tive as liver extract in the treatment of the neurological changes. 
Pteroylglutamic acid (folic acid), on the other, hand,-was only 
temporarily .or partially effective. But in the second group, 
without gastric atrophy, pteroylglutamic acid was effective in 
small doses, and vitamin B,, even in large doses was either 
ineffective or only partially effective. | - 


~ 


Planes of Nutrition 


Planes of nutrition in livestock were discussed in the section 
of agriculture in relation to shortages of feeding-stuffs and the 
economic return, measured by the conversion of one foodstuff 
into another. Mr. R. W. Pomeroy (Cambridge) spoke -of-sheep 
, and pigs. In sheep, a low plane of nutrition during early 
pregnancy had ‘no effect on the size of the foetus, but a high 
plane during late pregnancy made it moré. likely that the lamb 
could be sold as a “fat lamb” direct from the ewe. Such a 
combination therefore gave the greatest return from available 
extra feeaing-stuffs. In pigs, with more numerous progeny, the 
problem arose of the feeding of the young pigs as well-as of the 
sow. Young pigs benefited most from a high plane of nutrition 
up to 100 Ib. (45 kg.) live weight ; less from a high plane of 
nutrition thereafter. The most efficient conversion of foodstuffs 
was through a high plane of nutrition followed by a low, and 
. the difference.compared with the reverse procedure was as much 
as 70%. Sows usually proceeded without intermission from 
lactation to pregnancy, and a high plane of nutrition was needed 
for recovery from lactation. With less certainty, it was argued 
that a high plane of nutrition during late pregnancy was 
‘undesirable, on the grounds .that excessive lactation was 
promoted and also a clumsiness of movement which could be 
dangerous to the young pigs. 

Dr. S. Bartlett spoke of dairy cattle. . He suggested that cows, 


cowmen, and examination .candidates were all of the opinion 
that there was only one way of feeding dairy cattle, and that. 


was as laid down'in official publications. There were discrep- 
ancies between British and American figures for extra milk 
yield; but if farmers could be induced to supply extra food, 
and cows to eat it, an adequate physiological ‘response’ should 
be obtained. ` = ` ` 

- In the section of physiology Dr. R. Passmore (Edinburgh) 


summarized the results of a dietary survey of 298 students - 


under 21 years of ‘age which had been carried out by the 
Department of Puþlic Health and Social Medicine of the 
University aad the Scientific Advisers’ Divisions of the Ministry 
of Food’ The minority of students on'an ill-balanced@diet 
were evenly distributed among both sexes and among those living 


*A. H. Kitchin, R. Passmore, M. Pyke, and G. M. Warnock, Brit. 
J. soc. Med., 1949, 3, 10. i D k 


- satisfactions which could be felt:from work. 


hostels being on the whole well-balanced. From interviews 
with students it was concluded that ‘even at- university level 
there was a real need for elementary health education, ignorance 
being more important than lack of money in determining bad 
feeding. 

Psychology and Industry i 


Sir Godfrey Thomson’s presidential address to the section 


Vitamin B,, is the first. of psychology consisted of a criticism, on the ground of method,’ 


of the tendency to multiply mental factors. His general attitude 
was that factors of different sorts were useful and vivid addi- 
tions to the psychologist’s vocabulary, but that “ they are not at 
all unitary and only partially innate, being built up in the indivi- 
dual mind by many external-~influences.” Probably the general 
level of intelligence owed most to heredity—a “ ceiling ” which 
the individual might fail to reach but could not surpass. With 
other so-called mental factors, Sir Godfrey suggested that much 
more was due to environment. : 

A discussion on human problems in the design of machinery 
and working methods was opened by Dr. N. H. Mackworth 
(Cambridge). , Dr. G. B. Frisby (National Institute of Industrial 
Psychology), who followed, argued that satisfaction in work 
should be regarded as a basic requirement. A machine limited 
by its design the freedom of action of the worker, and so did 
methods of manufacture, even in assembly and other manual 
work. Lay-out, special jigs, and tools all determined that the 
job should be done in one way decided not by the worker but 
by the production engineer. This favoured the “ we—they ” 
attitude. The size and complexity of the individual task were 
also reduced, and the tendency had been to accept as inevitable 
both this increased subdivision and the reduced satisfaction that 
went with it. There was a need for research on the nature of the 
For example, 
could pride in skill persist where the creative element had dis-’ 
appeared ? In any event, if the production engineer proceeded 
„in his breakdown of jobs beyond the point at which loss of 


‘ciency would decline. Speed, shown by the stopwatch, might 
increase,- but, persistence might fall, and ‚labour wastage and 
absenteeism might increase. 


+ 


Piltdown Man 


The status of the Piltdown skull, found by Mr. Charles 
Dawson a few miles north of Lewes in 1908, seems to have been 
finally settled by two communications to the section of anthro- 
pology,, Dr. K. P. Oakley (British Museum) ‘presented the 
results of the fluorine test by which the age of bones found in 
the same geological sequence can be roughly compared. Skull 
and jaw had proved approximately contemporary—thus settling 
one argument which has persisted even to the present year— 
but neither was likely to be older at most than 100,000 years. 
There could be no question, therefore, that’ Piltdown Man and, 
say, Pekin Man could be approximate contemporaries. 

Dr. Robert Broom (South Africa) reported in a written com- 
munication that he had independently reached the conclusion 
that the Piltdown jawbone belonged to the same individual as 
the brain case ; that this was a big-brained type of man which 
evolved on a quite different line from true Homo ; and that the 
“simian ‘shelf ” in the lower jaw was probably an indication 
of ‘parallel evolution rather than of close affinity with the 
anthropoids. ` \ 





! THE LISTER INSTITUTE 


Macbeth exclaimed, “ Bring me no more reports ; let them fly 
all,” and in ‘the office of a medical journal it-is difficult not 


“to sympathize with him. Of some reports it can be said that 


their copiousness is in inverse proportion’to the importance of 


‘what they describe; but of others that their volume is as 


meagre as the work itself is outstanding. The latter is true of 
the*annual report ofthe governing body of the Lister Institute 
of Preventive Medicine for 1949. This is a thin pamphlet of 
13 pages and describes the year’s; work of a staff of about 50 
highly skilled research workers, all engaged on special lines of 
study. The report is so short that the work done at Chelsea 
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‘Bridge Road remains largely uninterpreted, even to the expert 
engaged on a parallel line of research. It is true that most ‘of 
the work is a continuing study—that is to say, reportable results 
are not necessarily forthcoming in a particular year—but the 
pursuit should be worth reporting as well as the goal. To name 
only a few of the lines of research which are proceeding makes 
their potential importance evident. ' . 
Work ‘is being carried out on the factors ,concerned in the 
virulence of Haemophilus pertussis for mice, and the influence 
of such factors on the immunizing properties of: whooping- 
‘cough vaccines; on methods of preserving vaccinia virus: with- 


° 


out the use of refrigeration; on precipitating antisera against 


Laces a a ‘t 
LISTER INSTITUTE — ' 


the blood of man and animals with the object of identifying ` 


blood meals of blood-sucking insects; on the haemolysis of 
erythrocytes from different species of animals by clostridium 
; toxins; on the nature of the linkages in gramicidin most 
, susceptible to acid’ hydrolysis; on the examination electro- 


phoretically ‘of a group of sera from cases. of pneumoconiosis ;. | 


on factors in blood clotting ; on the metabolism of nicotinamide 
“ and related compounds as affected by diet—and on many 


other lines of investigation in the bacteriological, biochemical, 


‘biophysical, and nutritional fields: `’ ; 


` Some of the’ nutritional studies are interesting. One of them 


js onthe’ effect of vitamin A on gastric conditions. Cases of. 


peptic ‘ulceration, or of gastric pain without ulceration, treated 
with vitamin A as out-patients at the Royal Free Hospital have 
‚been followed up. Healing of the ulcer has been demonstrated 
radiographically in some cases. Continuous treatment for six 
to ten weeks seemed ‘the. most satisfactory, and prolongation of 


continuous treatment for long periods caused’ relapse in afew © 


cases. Sometimes, after an interval of six to twelve months 
after treatment, pain would return, and another course of six 
weeks’ treatment’ was then necessary. Cases studied at the 
Medical Branch of’ the Genera! Post Office at Mount Pleasant 
have also’ been followed up, and the results confirmed those, 
obtained at: the. Royal Free Hospital.. Vitamin “A has been 
' studied further in relation to the stomach of rats. Search has 


been made forthe factor which prevents proliferation of the 


gastric epithelium when the animals are deprived of this vitamint ` 


Efforts to find the factor in casein prepared in various ways 


have proved unsuccessful, and recourse has been made to certain- 


vitamin-A-deficient flour diéts. Flour of 85% extraction has 

_ been used, and in a. preliminary , experiment’ with 18 rats 
. epithelial proliferation, though not entirely absent, was very, 
much less than with any other diet tried. It did not appear to 
be of significance whether the flour was bleached or unbleached. 
The Blood Products Research Unit of the Institute has issued 


during the year large quantities of dried, human plasma and- 


‘plasma fractions for clinical use, also 2,500 ampoules of gamma 
globulin for clinical trial in cases of measles. ` 

It is announced that Lord Horder, owing to the increasing 
demands on his time, ‘has resigned his seat on the, governing 


body after fourteen years’ service. Dr. A. N. Drury has been’: 


appointed in his stead. The governing body again ‘records its 


appreciation of the contintied co-operation and collaboration . 


of the Medical Research Council, the work of whose. external 
scientific staff is described in the report. |: ; 








DRUG ADDICTION IN BRITAIN 
REPORT TO THE UNITED .NATIONS 
` ~The British Government’s Report’ for 1948 to the United 
‘Nations on the traffic in opium and other dangerous drugs ,was 
published last week. ; Approximately 395 addicts are known 
to the Home Office—198 men and 197 women. Of these, 
112 are doctors, 3 dentists, 1 a veterinary ‘surgeon, and 3 
‘pharmacists. Information about addicts is generally obtained 
by Home Office inspectors and by the police’in the course of 
normal. routine inspections of the registers kept by wholesale 
and retail chemists, and by visits to doctors -who are prescribing 
for patients who are addicts. All the addicts are reported to 


The Traffic in Opium and Other Dangerous Drugs. Report to 
the United Nations by His Majesty’s Government in the United 
'_ Kingdom of Great Britain and Northern Ireland for 1948.. 
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have obtained their supplies from legitimate sources—i.e.,- on 
prescription. , During the year eight doctors' were- convicted 
of violation of the narcotic laws, and in six of the cases the 
authority to possess, šupply, and prescribe dangerous drugs was 
withdrawn by the Secretary of State. Eighteen men and six 
‘women were reported as having been cured of their addiction 
during the year ; eleven of these were doctors. ‘Approximately 
12% of all the addicts are reported to’be using pethidine either 
alone -or together with another drug. 

The only regular illicit importation of dangerous drugs to 

this country is-carried on: by merchant seamen, who are usually ` 
Chinese, Indian, or African. The drugs they bring in—mostly 
Indian hemp and ‘opium-—are used almost entirely by them- 
selves or. by their fellow countrymen. This illicit traffic’ is. 
` largely confined to ithe seaport towns, but during the year three `. 
negroes were arrested in Birmingham for being in unlawful 
possession of Indian hemp. It was discovered that they had - 
obtained their supplies in Liverpool, where three other men 
engaged in trafficking were arrested. There was only one case 
during the year in.which drugs from legitimate Sources’ were 
suspected of having been diverted into the illicit’ traffic. . In this 
case two men, both addicts, were proved to have forged certi- 
ficates showing that accomplices of theirs were registered as : 
drug addicts abroad. The accomplices were then introduced to 
two doctors'in London who, because of the forged certificates, 
were induced to prescribe heroin and cocaine. 

Supervision is exercised by Home. Office inspectors óver per- . 
sons authorized to possess and use dangerous drugs. Inspection 
of retail pharmacists is carried out as a matter of routine by 
the police forces throughout the country. The inspectors, who 
advise and assist the police in this work, also visit retail pharma- 
cists. either casually or in the course of specia] inquiries. l 
Doctors’ records of dangerous drugs may be inspected by 
regional medical officers, who are ready to give advice on cases 

of addiction. If a doctor, dentist, pharmacist, or veterinary 
- surgeon has been convicted of irregularities connected with the 
supply: of dangerous drugs the Secretary of State is empowered 
to deprive the offender of his authority to: possess, supply, or 
prescribe the drugs. se ia . 

During the year pethidine and amidone were added‘ to the 
list of drugs for which a separate register or part of a register 
must be kept. No modifications in the administrative arrange- 
-ments for implementing the information convention were made 
during the period. ss 
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Nova et Vetera - 
THE ' PITCAIRNS 
Three Pitcairns have ‘acquired places in medical history— 
Archibald (1652-1713), William (1711-91), and David (1749- 
1809). David was the nephew of William, and William was 
of the family of Archibald, although what William’s precise 
relationship to’Archibald was, Munk does not say.: Archibald 
Pitcairn, according to Munk, was “celebrated as the founder 
of the mechanical sect of medicine.” This is hardly accurate : 
Borelli (1608-79)' came before him. Borelli, however, was 
not much of a physician, and Haeser assigns to Archibald 
Pitcairn the honour, if it is an honour, of carrying the applica- ' 


~ tion of iatro-mechanical physiology in practical medicine to its 


highest point. Haeser'gives Alexander Pitcairn a page and a 
half, but had probably formed the opinion—certain to be 
entertained by a' modern reader—that ‘iatro-mechanism ` was 
rather silly. He permits himself to say that Pitcairn, “ like all 
one-sided theorists,” was apt to swear by empirical! remedies, 
and instanced the human skull and earthworms:as part of 
Archibald Pitcairn’s pharmacopoeia. It is, humanly speaking, 
certain that neither William nor David Pitcairn ever prescribed 
' either, but William had great faith in opium and there isa 
story that his nephew David, when a medical student in Edin- 
burgh, saved the life of Professor William Cullen’s son by — 
conveying his uncle’s advice to administer laudanum freely. . 
Haeser has. nothing to-say of William and David' Pitcairn, 
neither of whom published anything > both kept such theories 
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as they had to themselves. William Pitcairn prescribed opium 
freely, but David seems to have had little faith in drugs. Of 


him it is said that when a young physician commented on ` 


the inertness of his prescription in a case of consumption he 
replied : “The last thing a physician learns, in the course of his 
experience, is to know when to do nothing, but quietly to wait 
and allow nature and time to have, fair play in checking the 
progress of disease and gradually-restoring the strength and 
health of the patient.” Not so terse as Hippocrates, but 
Hippocratic. l o- 


Uncle and nephew were esteemed bythe public and. their’ 


colleagues. William Pitcairn was president of the Royal College 
of Physicians for ten years, 1775-85, and retired from practice 
in 1784, when he was appointed treasurer of St. Bartholomew’s 
Hospital. He was physician to the hospital for 30 years 
(1750-80). His nephew David -followed very closely in his 
steps ; he was elected physician to St. Bartholomew’s in 1780. 
If Munk’ s dates are right there seems an irregularity in the 


hospital’s practice, because in 1780 David Pitcairn was neither. 


M.D. (he graduated M.B.Cambridge in 1779 and M.D. in 
1784) nor a licentiate of the College—he was admitted candi- 
date in 1784 and Fellow in 1785. It is possible that;-~as his 
uncle was president, the College did not enforce its legal rights. 

David Pitcairn followed his uncle as physician’ to Bart’s 
within a week, and might well, after a somewhat longer interval, 
have succeeded him as president of the College had not his 
`` health failed in his fiftieth year. . Residence for 18 months in 
' Portugal was followed: by improvement, and on his return to 
England David Pitcairn partly resumed work, but his health 


_was broken and he died in 1809, two years younger than his. 


uncle was.when first elected president of the College. ` 

As the judicious reader will have noted, Munk, whom I have 
“followed, could add little to what was so well said in The 
Gold-headed Cane, and Macmichael (1784-1839) was a very 
young man when David Pitcairn died. The only estimates by 
contemporaries which survive are the eloges of deceased 
Fellows, then pronounced not by presidents but Harveian 
orators and not in English but if Latin (in not very good Latin, 
according to a better judge than J am). But an elogist is likely 
to-dwell on good traits.’ Cadogan emphasized William itcairn’ S 
kindness to his professional colleagues, Heberden (the younger) 
David Pitcairn’s excellence as a clinical teacher and his kindness 
to hospital patients. Great teachers are as rare as great investi- 
gators and inevitably fill. less space in medical histories. 
Trousseau is mentioned by. the learned Haeser only as a French 
physician influenced by German medicine, but any reader of his 
Clinique Médicale: (1861)- can understand why he impressed 
medical students. David may be the greatest of the three 
Pitcairns, because a tradition established by a fine „teacher 
outlives him and śtill works. for good when he is forgotten. 

Heberden co-ordinated the treatment of the poor and the 
power of. the teacher inthis eloge of David Pitcairn (pauperes 
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Distinction Awards 


‘Sm — While I am wholly out of sympathy with the theme ani 
spirit of Dr. H. E. A. Boldero’s letter (September 10, p. 594), 
yet I can still congratulate him upon having packed into its 


‘short space more sophistries than I should have thought 


pene. innumerabiles cura sublevavit, multosque discipulos, ' 


praeceptis ex re natis, ad medicinam faciendam optime instituit). 
Another great Bart’s teacher, Peter Mere Latham (1789- 1875), 
was in the succession. Latham and Trousseau, in’ éloquent 


words which have survived, impressed on their pupils the | 


importance of humanitas, which, like honestas, means so much 
more than the English derivative. The Bob Sawyers ‘of a 
century ago needed that lesson more’ than their. great-great- 
grandchildren. Callousness ‘and brutality in students areno 
longer to be'feared. But’ in an age of gadgets and official 


forms, when “case” and “patient” are used as synonyms, it ‘ 


may still be worth while for the young physician to borrow. a 


friend’s—or his grandfather’s—“ Lewis and Short ” and look up 
humanitas. > ; f MAJOR GREENWOOD. 








1 `‘ 


The Pharmaceutical Society of Great Britain was represented 


at the, Assembly of the International Pharmaceutical Federation | 


in Amsterdam in August by the President, Mr. H. Clement 
Shaw, Professor ‘Brindle, Professor Todd, Dr. J. M. Rowson 
(who read a paper at the Assembly), Mr. E. A. Brocklehurst, 
Miss M. A. Burr, Mr. J. F. McNeal, and Mr. H. N. Linstead 


(joint secretary). Mr. F. W. Adams (joint seng and registrar) E 


accompanied ‘the delegation. _ l i 


possible save in an election address,- 

_All the usual rationalizations of the temperamentally 
acquiescent appear there in their tawdry unreality. The pro- 
position that because a national health service is a desideratum, 
therefore all that is now happening is “ the wish of the people, ”» 
whereas, as everyone knows, it represents nothing more than 
a Cabinet policy ; the implication that, save for a few unprac- 
tical reactionaries, the entire profession i is hastening to help and 
guide “ the Government of the day ” (how familiar the phrase 
is to Fellows of the Royal College of Physicians) ; and, worst 


‘of all, the sinister reminder to young ‘consultants that unless 


they go quietly they will, financially speaking, have their necks 
wrung like chickens. “ Bow to the inevitable, there is aicheque 
behind it” is in effect, Dr. Boldero’s stirring appeal to youth. 
Against this too familiar pattern there rises to meet our ears 
the orchestra of complaints,and lamentations against the work- 
ing of the Health Service that echoes loud in every issue of the 
Journal, coming from every professional group save—so far— 
the graded consultants. ` The body of general practitioners 
festers with resentments, and the graded hospital officers have 
grievances not less bitter. To this cacophony there will surely 
be added in due time the complaints of those consultants who 


are dissatisfied with their “ distinction ” gradings, and if these 


go underground and are not heard in the medical press they 
will be none the less deeply felt and will destroy the harmony 
of medical staffs. All this is very‘ different from Dr. Boldero’s 


‘pleasant fantasy of a profession striving almost unanimously 


to help the Government to perfect ‘the manifestly imperfectible. 
Surely if things were as Dr. Boldero would have us believe 
we should be piping more tunefully and with a better grace. 

It is possible that I am in a minority amongst my fellow 
consultants ‘on this issue, for the power of money is great; 
but I believe that the only real distinction now left to the 
consultant is “to be of this select minority and to remain hors 
concours in the competition for State subsidies. 

If consulting practice as we have known it at its best i is to 


die; it will not be because of the fears of the younger men 


but because the old men who should have foreseen and averted 
their painful dilemma lacked vision'and the spirit of courageous 
leadership. To be acquiescent in the drift towards the helotry 
that faces us is not, pace Dr. Boldero, to be constructive. And 
to bow to the inevitable—that we have made such by bowing 
to it—is not the high spot of ‘heroic virtue-\At least, we did 
not think so in 1940. m am, etc., 

London, he F. M. R. EER 


Co-operation with Institutes of Education 


SıR—In your educational number Professor W. R. Niblett 
(September 3, p. 526) urges co-operation between institutes of 
education and medical schools, and you comment favourably 
on this suggestion in a‘leading article. I should like to endorse 
the great value of such co-operation. ,Soon after the start 
of the Institute of Child Health at the Hospital for Sick Child- 
ren, Great Ormond Street, in 1946, contact was made with the 
Director of the Institute of Education of the University of 
London, Soon ‘afterwards a standing ‘joint committee was 
formed to deal with matters of mutual interest. There:is a 
free interchange of staff for teaching purposes, and the Child 
Care Training and Research Scheme at the Foundling Hospital 
site is a joint effort of the two bodies. » Moreover, the Institute 
of Education has organized a series of conferences on teaching 
methods for ‘the staff of the Institute of Child Health, when 
selected: speakers opened discussions | ‘on such subjects as 


‘the use of the lecture,*the value of tutorials, visual aids, and 


voice production, which were extremely helpful. The need 
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for collaboration with an institute of education is perhaps 


- more obvious for a school or department dealing with children 


than for those covering the older age range. I am certain, 


however, from, our own happy experience that Proféssor ' 


Niblett’s advice ‘should be widely followed. It is perhaps 
immodest to add that the fruitfulness-of the collaboration is 
not, I think, one-sided.—I am, etc., see y 


Institute of Child Health, ALAN MONCRIEFF. 
University of London. : 


, Essential Hypertension in Pregnancy | 


SmR—Mr. R. H. Paramore writes (August 27, .p. 486) that 
he is not satisfied with the statement made by Mr. John Sophian 
(August 6, p. 335) in the sense that vascular spasm is the 
primary change inducing hypertension and that it is the cause 
of renal cortical ,ischaemia. aa ; 

To this concept Mr. Paramore opposes his hypothesis that 
anuria, whether in the pregnant woman or not, is not the result 
of a decreased intrarenal blood flow, but on the contrary that 
it is due to an increased blood flow to the_renal medulla, 
which maintains the “ obstruction” of the uriniferous tubules. 
He attributes to the reduction of the medullary blood flow 
the benefits derived from repeated spinal anaesthesia, which he 
so wisely advocated more than twenty years ago.» He ts prob- 
ably right in this, but perhaps not in the sense that he thinks 
it to be. , 

In favour of his views he mentions Clifford White’s histo- 
logical findings in renal tubules which were obtained from “a 
minute piece of the kidney?’ (in White’s words) from two 
uraemic patients ; indirectly, he also seems to value the fact 
that he did not find “ any reference to the effect of the secretion 
of urine on the blood flow through the kidney” in the book 
Studies of the Renal Circulation,,in which I was a collaborator. 
He considers this omission of fundamental importance. While 
I hope to contribute soon to the discussion of these and other 
related problems in a more’ extensive manner, I must now 
advance that on p. 36 of,’the English edition of our book 
there appears a, reference to our observations on the correla- 
tion between a diminished urine flow and a diminished cortical- 
circulation. 5 f 

As our immediate purpose was to study the renal circulation 
and not the renal function we were for the moment satisfied 
with the confirmation of the findings made more than a century 
ago by Claude Bernard, who showed that the electric stimula- 
tion of the-splanchnic nerves caused the urine flow to decrease 
or even to cease, an observation which has been untiringly 
repeated since then. We also dispose of a copious mass of 


information about the renal vascular response to this and other , 


types of stimulus, such as certain hormones (adrenaline, 
“ pituitrin,” “ pitressin”), toxins from staphylococci, strepto- 
cocci, and B. welchii, and even to simple oxygen lack.. The 
effect of all, these apparently different vascular ‘stimuli is to 
cause constriction, of intrarenal vessels. If the stimulus is 
sufficiently powerful it might cause total renal ischaemia, where- 
as if the stimulus is of a moderate nature it might only cause a 
reduction of the calibre ofthe more excitable intrarenal vessels, 
such as those of that part of the cortex which is not anasto- 
mosed with either perirenal or medullary vessels. It-is a con- 
sequence of the cortical arterial constriction that the medullary 
vessels appear engorged in some cases of fatal anuria. In others 
the wholes of the kidney suffers from anoxia. i 

As a surgeon who has had for many years the misfortune 
of being confronted with serious forms of traumatic and 
surgical shock I have difficulty in understanding how shock 
might help in increasing urine flow. Up till now 
in shock has been one of the greatest surgical problems. We 
know through a series of careful clinical and experimental 
observations that “primary” or immediate shock is charac- 
terized by renal vascular spasm (see among many others the 
papers from the school of van Slyke). Probably this vascular 
spasm is beneficial, as it reduces both the circulatory area of 


' “the vitally non-essential organs ‘and it also helps to maintain 


the blood volume by stopping urine formation. 

After a certain time the rena] anoxia caused by vascular 
spasm gives way to that.of peripheral collapse of “secondary ” 
shock. In this later stage urine flow is interrupted, not by a 


kidney failure’ 


Ul 


functional and reversible mechanism such as arteriolar spasm, 


_ but by damage to that part of the kidney which is more sensi- 


tive to the lack of oxygen—that is, the tubular cells. 1 
cannot understand how high spinal anaesthesia may contribute 
to; the: flow of urine otherwise than by releasing the arteriolar 
constriction, This seems to be the mechanism of the kidney 
which “ obstructs ” the flow of urine. Mr. Paramore gave an 
early answer to this most pressing necessity by advocating the 
method which in its more elaborate modern form has in the 
hands of Dr. Robert A. Hingson produced such satisfying 
results.—I am, etc.,. 3 í 


Oxford. J. TRUETA. 


Medical Education 


Sm,—Having read the series of articles in your educational 
number (September 3) I feel that consideration has been 
directed in the main too much towards the route and too little 
towards the destination. The ultimate aim must be the 
production of à general medical practitioner, yet this point 
certainly was not emphasized- in your Journal. Specialization 
follows after qualification. ` 7 a i 

Are we in danger of forgetting this? It would appear that 
we are, since more and more time is being asked for and 
undue importance attached to the subsidiary ‘clinical subjects. ` 
Instead of their being separate entities they should be fused 
and administered under the general headings of medicine, sur- 
gery, obstetrics and gynaecology, and pathology. For example, 
place paediatrics under medicine, despite the recent develop- 
ment of professorial chairs in paediatrics.‘ Maternity and 
child welfare and venereal diseases would come under obstetrics 
and gynaecology, and haematology would assume its rightful 
place in the more general subject, pathology. These few, 
examples may irritate specialists in the subjects mentioned, but i 
they serve to illustrate the point I wish to make, that with 
integration would come realization of sphere of influence. And 
the time has come for specialists in certain subjects to realize 
that in their-subject the requirements for the medical student 
may be generalizations ‘rather than minutiae. A director of 
clinical studies would go far to make fusion and administration 
less difficult. ' 

Professor W. Melville Arnott (p. 497) fears that 
number of students may result in large ward classes. 


the increased 
This 


need. not be so ‘if a considerable part of the present wastage 


of clinical material is utilized. The greater the number in the 
class often means the more competitive the spirit in that class. 
The area union of hospitals should make this problem easy of 
solution provided the universities are willing to pay their 
teachers a rate of salary comparable to that in the National 
Health Service and thus attract sufficient numbers. So far-as 
lecturing is concerned, to lecture to a few is most discouraging. 
I had the privilege recently of attending a lecture to.a class of 
250 students of obstetrics in Sydney, Australia. There Pro- 
fessor Bruce Mayes has a microphone installed in his lecture 
room! The 250 were the suryivors from a class of nearly 
600 that had started the course. Yet I was“Assured that each 
student delivered more than thirty obstetric cases him- or her- 
self—a triumph for administration and utilization of available 
material. 

Let us unite,,even at the sacrifice of personal_pride in the 
importance of one’s subject, to integrate the subjects in the 
curriculum so that we produce in the end a man’or woman 
trained in the, essentials for general practice? In the words of 
The Times (August 27), “1f general practice is not raised to a 
new level of competence—some would say, restored to its 
rightful place—the whole of British medicine will suffer.”— 
I am, etc., ; 


\ Oxford. _G. GORDON LENNON. 


Postgraduate Education of General Practitioner 


Sm,—The new academic year is approaching and in conse- 
quence much is being heard of undergraduate education. I feel © 
it is also an opportune moment for something to be said about: , 
the postgraduate education of the general practitioner. If the 
general practitioner is to play his part in modern medicine it is 
essential that he should be able to maintain his contact with 
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its rapid advance. Much lip service is ; paid to his importance, 
but I feel that too little attention is given, to the means which 
would’ enable him to justify- that importance. Fortnightly or 
week-end courses, which appear to be the main suggestions to 
this end,'can never be effective : they are liable to provide the 
practitioner with a mass of information’ of which at the best . 
he could absorb a little and which at the worst would only 
confuse him further. ` 
There are, to my mind, two possible answers to this problem: 
First, the lọng-term answer, the: integration of the general 
` practitioner with the local hospital. . This, though a formidable 
problem, is not impossible and might bring advantages from the 
patients point of view. Secondly, short five-working-day : 


periods, of attachment to a modérate-sized hospital where each > 


day men of the standing of clinical tutors could teach for ‘a . 


period of three hours on selected cases. . I feel that three hours’ 
teaching is as much as. most people can use without ‘boredom. 
The rest of the day the, practitioner could partake in the. work 
of the hospital, much as do' junior housemen and clerks. . The 
advantage of the five-day period is that IEW men could not 
spare this once ‘or twice a year. 

In a further effort to enable the E aaen oder to A 
up to date I would like to suggest that, at periods. appropriate 


_ to the advances in the subject, monographs similar to that on 


sulphonamides published by H.M. Stationery Office should be , 


made available. 
specialty, articles such as are printed in i various’ journals, 
cannot be evaluated by the practitioner. I feel that, the mono- 
graph should not be by an individual, who-may have a personal 
bias, but bya committee, who could state the present body 
of fact and belief on which the bulk of practice must be based. 


Unless one is conversant-with the particular . 


This, as behoves a letter, is merely in the form of a sugges: ` 


tion which will I hope stimulate our teachers to: consider what . 
can be done to help the general practitioner to fill adequately 
his - place in the new medicine which is before us.—I am, etc., 


Blackburn, Lancs. i _ ‘+ FRANK LIVESEY. 
l Training in Public Health -> 

SR —I read with interest your leading article (September 3, 
p. 523) on training in public*health. It is indeed encouraging 
to note that you have such confidence’in the future, of the 
“public health service—a view which is snared by few at present 
engaged, in preventive medicine. 

I believe there to, be a great future in public health, ‘but 
with this assumptida—namely, that the preventive approach 
will be introduced more and more into the medical curriculum. 
‘In this connexion much of the D.P.H. course could usefully ‘be 
taught to undergraduates. ‘If this weré so our colleagues in 
the curative branches of medicine would not only have some‘ 
sympathy towards our motives but would give us their active 
co-operation. When all doctors have instilled into them the 
importance of social and environmental factors in the causation 
of disease, and when we.can all work together i in health centres, 
I see_no reason why G.P.s and ‘specialists alike should not 
constantly seek the advice of the M .O.H. on the social and 
environmental problems of their patients. The M.O.H. could 
then indeed become a“ true specialist in preventive médicine.” 

This brings me to an extract from your article ; “ Financially 
the rewards of a career in public health: will always be less 
than clinical medicine ‘can offer.” Why? Is it not somewhat 
illogical to state categorically that the financial rewards of pre- 
ventive work must always be less than those for curative work ? 
Must prevention take second place to cure? ‘Would not the 
only just solution to the salaries question ‘be to take the three 
main branches of the profession—general : practice, public 
health, and specialist—and give them a common minimum and 


a common maximum and work out'a salary structure in ‘each 


within the same limits ? » “The newly qualified doctor could , 
then choose his career acc (ding to his inclinations without 
being biased by financial intérest. 1 

The opportunities in puly hic health are infinite—one’ can only 
hope they will be grasped with both hands. The first round ` 
of the public ħealth“ battle, that against’ ‘epidemic infectious 
disease, has to a et extent been won, Now we can turn 
our energy agi inst: P3 social and environmental faċtors i in the 
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(September 3, p. 546): 


‘tions of teachers and pupils. 


- 


aetiology of other forms of disease. Shall we move along. these 


lines ? - I hope so, but I believe the bias of medical education 
will ‘be the dec.ding factor.—I am, ete. “ 


B. G. GRETTON-WATSON. 


Chester, Pa $ 


We 0 , Goethe, an Appreciation 

SIR, —Another great admirer of Goethe’s Faust, I have been 
surprised to see that none of those who recently contributed 
in expressing their. love of this unique work quoted the scene 
from Part I which has_a direct bearing on medicine and which 
would have fitted so well into your educational number. Having 
pulled the scholar’s leg mercilessly over the choice between 
logic, metaphysics, and law, Mephistopheles continues as 


' follows (in: Bayard Taylor’s translation) : 


s To grasp the spirit of Medicine is easy : 

Learn of the great- and little world your fill, 

To let it: go at‘last, so please ye, 

Just as God will !- 

In vain that through ‘the realms of science you may drift ; 
_ Each. one learns only—just what ledrn he can: 

Yet he who grasps the moment’s gift, 

He is the proper man. 

Well made you are, tis not to be denied, 

<The rest a bold address will win you ; 

If you but in yourself confide, 

At once confide all others in you. 

To lead the women, learn the ‘special feeling ! 

Their everlasting aches and groans, 

In thousand tones, ' 

Have all one source,‘one mode of healing ; 

‘And ‘if your acts are ‘half discreet, 

You'll always have them at your feet. 

A title first must draw and interest them, 

And show that yours all other arts exceeds ; 

Then, as a greeting, you are free to touch and test them, 

While, thus to do, for years another pleads. 

You press and count the pulse’s dances, ' \ 
, And then,.with burning sidelong glances, 

You" clasp the: swelling hips, to see 

If tightly laced her corset be. 


Student : That’s better now ! The how and where one sees, 


Mephistopheles : My: worthy’ friend, grey are all theories, 
And green alone Life’ s golden tree.” 


Has anyone ever poked: better fun at our respected brother- 
hood ? And’as to Part II, I entirely agree with Mr. H. Corsi 
it is by no means inferior to Part IL 
The scene which precedes Dr. Corsi’s second quotation (Act 2, 
i), where the Student returns and -proves himself very much a 
match for the Devil, will hold its significance for all genera- 
‘ Altogether it is nearly impossible 
to get through a day’s events without wanting to quote from 
Faust again and again. Rarely has profound wisdom been 
expresséd in such beautiful language.7—I am, etc., 


Pinner, Middlesex, i E. ELKAN. 


Poliomyelitis and Social Environment 


Sır, —The ‘careful study of poliomyelitis and. the social 
environment by Professor A. Bradford Hill ‘and Dr. W. J. 
Martin (August 13, p. '357} must have had a salutary effect 
on a number of observers who, like myself, were of the opinion 
that. there was a relationship between the two. No one could 
question their results, but at the same time they have dealt 
with one side of a question: which would appear to nave two 
different aspects. , 

To ‘quote from their own conclusion: “ Accordina to this 
experience favourable mortality. rates indicating the favourable 
social conditions of a locality need not raise fears of an unduly 
heavy risk when poliomyelitis becomes widespread.” The 
possibility that poliomyelitis is‘ related to social environment 
might also be considered from the’ point of view of incidence 
among social class rather. than incidence in an environment 
which contains al. social ‘classes, and miy own experience, which 


t 
d 


\ 


652 SEPT. 17, 1949 





CORRESPONDENCE 


` 


. BRITI 
MEDICAL JOURNAL 





I realize to be very limited, has been to associate the disease 
with a.favourable social grading. 

I find on discuSsion with colleagues that .hey also feel that 
there is a social class distribution in relation to poliomyelitis 
which is quite different from that or other infectious diseases, 
and I would like to suggest that a second survey to prove or 
disprove, this contention shcul« be conducted. Simply with the 
idea of stimulating interest in this direction I gathered case 
histories of twenty-one consecutive cases which have come 
under my observation and placed them into social classes 
according to the occupation: of the principal wage earner of 
the family. The result. was as tollows: Class 1, 3 cases; 
Class 2; 5 cases; Class 3, 7 Cases ; Class 4, 4 cases; and 
Class 5, no cases. Fhe remaining two were a student at a 
primary’ school training college and an infant in a county 
council children’s home. i : 

If the above suggestion was supported by an _observation 
on a sample of sufficient size to permit of statistically accurate 
deductions being made it would provide interesting material for 
speculation. - Apart from complex associations which might be 
brought forward, there is a simple fact that during the period 
when poliomyelitis is ‘epidemiic there is a much greater amount 
of travel among families with larger. incomes. This in turn 
could be an effective factor in either of two directions. In 


the first place it could be an application of the conclusion 


reached by Ritchie Russell! -on the effect of prolonged fatigue 
aS..a predisposing factor. In the second place it could help 
to explain the peculiar way in which cases occur during an 
epidemic. 
are followed by sporadic cases in many different areas, / 

If more accurate social histories were taken from all cases 
occurring: during dni, epidemic year and-the lines of travel of 
the affected persois’ in widely separated areas in the country 
correlated, it might be found that the apparent sporadic occur- 
rence of cases was to a large extent mythical, and that explosive 


` outbreaks -are occurring—the cause being disseminated by 


~ 


_ issue (p. 949). 


Brill, Bucks, 


-victims- who are passing through_a-long and symptomless 


incubation period. This would surely present a more reason- 


-ablé picture of a disease which reaches its height in the middle 


of a hot, dry summer and is practically unknown i in January. 
I am, etc., 
— V. O. B. GarTSIDE. 


REFERENCE 


| 1 British Medical Journal, 1947,2, 1023. 


Streptomycin i in Infantile Gastro-€nteritis i 


Sır —In your annotation entitled “Streptomycin in Infantile 
Gastro-enteritis ” (August 27, p. 478) you.refer to an article of 
ours (Lancet, 1948,72, 555) and say we found “that oral 
streptomycin alone was effective whether or not other foci of 
infection were present. . ii 

In fact, our experiences were quite the reverse. In discussing 
case 18 we said : . The recurrence of diarrhoea: and vomit- 
ing was due to the parenteral infection, and this should have 
been recognized and treated before streptomycin was con- 
sidered. In the presence of such an infection streptomycin 
by mouth is valueless.” Again, in the summary we wrote : “The 


‘administration of streptomycin by mouth does not obviate the 


necessity of treating parenteral infection, which may play a 
part in the causation of gastro-enteritis.” We consider this so 
important that it is worth while drawing your attention to the 
error in the annotation —We are, etc., 

URSULA JAMES. 

Ivor R. H. KRAMER. 


London, S.W.3. 


oe 


Vitamin E 


sm, —I have just read your account (May 28, p. 951) of 
the International ‘Conference on Vitamin E held recently~in 
New York, aswell as the annotation on vitamin E in the same 
As the person who first noted that a-tocopherol 
had a definitely beneficial ‘effect on certain .types of heart 
disease, diabetes (independently of Butturini, whose observations 
antédated ‘mine -by four years), and arterial peripheral vascular 
, lesions I might, be able to contribute something to the general 


Thesé: generally start with foci in a few areas and | 


In the first place, it is a common error to assume that 
vitamin E is used in these conditions as a form of replacement, 
therapy or to remedy a deficiency. I believe that these condi- 
tions do not result from vitamin-E deficiency and that the 


_ vitamin is used as a chemical substance (in much larger doses 


~ 


` doses than ordinarily used. 


than are needed to raise blood levels to normal) to obtain 
a specific physiologic effect. This can be supported by the 
observation that 20 mg. per day of d-e-tocopherol acetate will 
raise the blood tocopherol level to normal (about 1 mg. per 
100 ml.), whereas for a therapeutic effect in the previously 
mentioned conditions it is necessary to give initial doses of 
200 to 600 mg- daily for several weeks. The dosage may then 
be reduced, but in most cases at least 200 mg. ‘per’ day will 
be required indefinitely as a maintenance’ dose. 
Unfortunately, all of the papers which I have read by 


„authors who had noted no satisfactory results’ have failed to 


use the method which I have suggested. I have yet to hear 
from any physician who has followed this method and has been 
disappointed in his results. It must be noted that in patients 
with heart disease who require digitalis the digitalis must be 
continued after the vitamin E is begun, but at somewhat lower 
I would certainly appreciate hear- 
ing from any British physician who might try this method.— 
I am, etc., 


281, Oxford Street, 
London, Ontano. 


A. VOGELSANG. 
# 


Cortisone ° 


Sır —In 1933, while doing clinical research which sought to 
show the’ existence of a tuberculous diathesis based on over- 
activity of the lactogenic principle of the pituitary gland— 


“producing what I believed was tantamount to a culture medium 


for the tubercle bacillus, consisting of excess releasable Jipin- 


‘protein in all cells at times other than the puerperium—I 


decided ‘to test the action of suprarenal gland extract as apos- 
sible pituitary depressant in this respect in a case of pulmonary 
tuberculosis. The suprarenal extract used was in the ordinary 
tablet form supplied by Burroughs Wellcome and Co. 

Six days after administration had commenced, the patient, 
a man of 25 years and of the stoutish, smooth-skinned type, 
exhibited all the classical signs of rheumatic fever. The treat- 
ment was stopped, and with the introduction of salicylates all 
the signs. of rheumatic fever disappeared within ten days. 
Although the -use of the suprarenal extract came .under 
suspicion as an exciting factor in this flare-up, that suspicion 
was not strong enough to ‘prevent. a further test. But on its 


‘readministration all the signs of rheumatic fever recurred. ; they 


pene underlying the‘use of this vitamin in these conditions. 


‘again subsided quickly on its withdrawal, and without the 


assistance of salicylates. The conclusion had to be that a l 
suprarenal secretion, probably: in excess, could be a causé of 


., rheumatic fever, and, for the purposés of my theorizing, that , 


its action on the pituitary was an exciting rather than a 
depressing one. Further experience suggests that stilboestrol, 
had it then been available, was the substance I was seeking for 
my, purpose, as was suggested in my paper, “Early Pregnancy 
and Epitheliomata,” published in the British Medical Journal 
(1924, 2, 1149). Stilboestrol will depress the pituitary. 

I have always favoured a theory that the rheumatic fever 
and tuberculous diatheses were related in.a way which could 
‘perhaps be explained graphically, as is done in the case of ° 
organic compounds by the addition or removal of side chains ; 
and that whereas rheumatic fever and pulmonary tuberculous 
diatheses were dependent on a pituitary-stimulated over-supply 
to all cells of a basal vital food product (a lipin protein) at 
all times, and not confined to the female only—as at times of 
full mammary activity—certain forms of arthritis, on the other 
hand, were the result of a deficiency in this same product. ‘It 
seemed, therefore, that suprarenal gland extract would be of. 
value in cases of menopausal arthritis, and J tried it in three 
cases of this disedse in’ 1937, Bat with only a suggestion of 
an improvement. It is clear now that the extract was not 
sufficiently refined. ; y 

I think the above. facts ought tò be! report- Jd, because, of ' 
course, the use óf: 17-hydroxy-11- ‘dehyydro-rticosterone or 
~ cortisone ” in rheumatoid arthritis app ss to me as a dis- 
covery that will bring real results, but ab strongly because 
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my own findings suggest avenues: for research intó-the cause reality’ and which may be to a. farce extent inappropriate to his 
of rheumatic fever as well as the treatment of, tuberculosis. situation. !This is done by'the voluntary surrender of the higher 
My efforts also seem to point .to a real danger if this new functions of the mind to another cdon with evidence of feelings 


substance, once it becomes available, is used anything -like as of relief from tension, or-of satisfaction. 


empirically by medical men generally as were the sulphon- An occasional pleasing experience bf this” sort may easily 
amides and penicillin:—I am, etc., become ar routine ‘habit, with the result that the personality 
St. Annes-on-Sea, Lancs. , - & C. W. A. EMERY. never faces and- overcomes a problem but becomes anaesthétic 
: 7 to it, and thereby is likely to be weakened by this practice in 
’ 7 
Foreign Body in the’ Stomach . the long run. I hope that the Experts will’ be able to reassure 
a : x i A us. =q am, ete., 
SıR,—The following may be of interest as suggesting a new ead | PA M. N 


technique in the extraction of foreign bodies from thė’stomach . 
without operation. J ‘have not come across’. -anything in the 
médical press up to now embodying a similar experience. - The Value of Drugs 


A boy aged 9 years swallowed an aluminium arid enamel bottle ’ SIR, —On glancing through ‘i Any Questions ? ” Aue’ 6, 
top about the diameter of a halfpenny or rather less, It remained p. 345) my attention was arrested by a categorical and pre- 
in the stomach for a week in ‘spite ofsefforts to coax it through the sumably. authoritative denial of the rationale of administering 
pylorus by a skilful radiologist. I therefore decided to remove it,“ yjtamiin A and D as a general prophylactic against infection. 
as‘I feared, possibly erroneously, that it might cause symptoms of _While keéping ‘an open mind on the subject, it-does seem 
aluminium chloride poisoning. Under general anaesthesia I made a to me that the simple bald statement in reply raises ‘an enormous 
small left paramedian incision and located the foreign body in the ‘hat afec “th hol f edi d -could 
stomach. I caught up an.avascular area between two tissue forceps question at attects “the whole of m icine and c 
and isolated the area with gauze swabs. On incising the stomach and hardly be dealt with in the limited space of your columns. It. 
seeking the foreign body with a pair of sponge-holders I failed to is simply this: With the exception of recognized specific 
locate it. I then explored the. stomach from cardia to pylorus with remedies, how many of the various mixtures and preparations 
my forefinger and again failed to locate the object. To nf astonish- in common“use can be- definitely shown to have a positive and ` 
ae red os ih perga a ith = of a en and var beneficial effect on the patient? Many of my more cynical 

n picking up the ‘stomach wall. wi e tissue forceps I must have . 
sbot thecforeien body throuel: this dilate d pylorus aš through, the a fear, would be ‘inclined to answer that question 


k of k. I then found that had ed the ; 
ee et had givens ee Roa S give € a muc It doés seém ‘that when so much difficulty is experienced in 
relaxation as possible, as I was working through a small incision. . assessing the therapeutic value of new methods of treatment 
The bottle top was duly recovered by the natural route 48 hours later. " many of the “ mixtures ” and’ “tonics” that we are ‘forced to 
I hat all thi b h th let prescribe, would show up very poorly under the searchlight of 
eee Bee avout boned. Tae Comp eie modern scientific investigation. ,If it were possible to know 


relaxation under curare, and that a similar result may. possibly the verdict of such investigations on the value of more popular 
be achieved in other cases of the same ung without the ` mixtures and drugs we could at ‘least have the satisfaction of 


necessity of open operation.—I am, etc.’ , ae ` knowing that ‘even though we deceive our patients we do not 
' Plymouth. ; poi : C: F. cea A deceive ourselves. —lI am, etc., : 
r x t = 
ib ao : Bristol.’ . 7 i J. E. G. Hope Scor;rr. 
‘ Hypnosis in Treatment a ao : 
SR —You have done the ‘ordinary non-specialist doctor a = = Syringes 
service in publishing articles on hypnosis, at this timt when SR -While the doctor in a single practice must admire the 


everybody seems to. be aware of it and interested in it, gleaning . - care and efficiency of the syringe service described by Dr. T. G. 
information: either from articles in journals or from witnessing Benjamin (July 30, ‘p. 282), he will be unable to adapt the 
stunt displayg of hypnosis. -in “music halis.. The doubt. which” system’ ‘economically or satisfactorily for ‘his own use. 
exists in some of our minds is concerned with the question, “' | For nearly tWo years-I have been using one firm’s portable | 
‘Is it safe? . water-boiling syringe sterilizer: It consists of a metal case 
It is agreed that the central pheñomènon is ‘that-of dissocia-. with bakelite surround. The lid, ‘on removal, carries with it a 
tion, in which I suggest it is the higher intellectual and‘pritical cylindrical metal cage divided into four sections. Three sections 
faculties which are in abeyance and suppresséd. The mind is- can‘ hold syringes (or, incidentally, small instruments). The 
then influenced onthe feeling level and to a lesser degree, on the fourth is adapted to take six needles, well protected and 
intellectual ,level by the hypnotist : in effect we may say that separated from each other. The hole cis contrived so that 
the hypnotized subject is to a great extent’ depersonalized: the syringe can be selected and assembled very rapidly with- 
. There are many of us who believe the individual personality to _ out the hand touching anything but the barrel. A fiex with. 
-be sacrosanct-on’ philosophical, ethical, religious, or moral grounds, ynjversal plug allows the sterilizer, to be boiled from any 
zee we arent Sati tee era oe eaten to coat average’ lamp or wall socket. Finally the whole fits into a 
strengthen the per x 
us, Pe that iG Gr have some objective view of their difficulties and small transp Pr case ee a carrying handle. ene | f 
overcome them themselves with our help rather than’ surrendering I use two of these sterilizers: one remains a my piace o 


their personalities to a’ hypnotist, however skilled” he, may be and work and the ‘other comes on rounds. This last is sterilized 
however high his motives. ' -at home. As soon as it-has boiled: sufficiently the lid with the 

I agree that there are conditions of hysteria here ipioak is useful cage is lifted clear and the sterilizer emptied} The remaining 
and valuable, as in battle conversion hysterias. ‘But I feel that before’ steam ‘quickly dissipates and the lid and cage are replaced, 
hypnosis becomes more widespread there shoul¢ be an inquiry into, leaving ‘practically dry syringes and needles ready to be used 
its effécts on the whole, personality, including its potentialities, by when required. If necessary (and this is rare) the sterilizer can 
psychologists, general practitioners, religous leaders of several be refilled with water and boiled up again very quickly in the 
denominations, and philosophers. i K - ; 

The last war has shown us how some i.Xividuals with the most patient's home. 
aware and; moStgitegrated personalities vere able to face and over- .In_the sterilizer I carry two syringes of 2 ml. and one of 
comeithe severf.t tribulations without depersonalizing’ themselves. 5, mi. capacity, which covers almost all everyday requirements. 
„Pain is always ‘enhanced by fear, especially - -when the fedr_is' long. Needles of different sizes are set up in routine positions so that 
sustained and; not attached to immediate and obvious objective the required size can be selected at once., Though this does not 
reality. I bélieve that dissociation ‘is effective in producing an fulfil the ideal of the M.R.C. recommendatiotis for dry’ steriliza- . 
anaesthesia | f the. sense of fear rather than a resolution of’ 2 the tion-and ‘individual packings. it is a very" "good second best, and 
enemy is ay Sided rather- than defeated. +: ; E E “EIGER: 

Modern medical science permits marked relief eee phygical pain £ : 
without having‘to resort to hypnotism. Under hypnotism the subject Finally, I should be interested to follow Dr. Douglas 
is depersonfilized.and behaves in a manner which has little relevance Gairdner’s ‘advice~on “Luer syringes (July 30, p. 282), but a 
to what i¢ generally ‘judged:on empirical -grounds to be objective supplier tells me that these are becoming. increasingly: difficult 
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_to ‘obtain and that’ an order for, Luer-fitting needles may take — 
“six months to ‘fulfil. 
and glass-pistoned Record syringe.—I am, etc., 

‘Cambridge. ʻA. S. PLAYFAIR, | 

` SR -—Dr. Douglas Gairdner (July 30, p. 282) and Mr. D 
, Foster (August 13, p. 387) may’ be interested to know that, 
hypodermic syringes ‘with nozzles of the Luer: type have already ’ 
been . standardized: for use in- this country. _ They form. the 
subject of B.S.1263, which was issued in 1946. | Agreement — 
on this standard was reached by a technical committee repre- 


interests concerned, who felt that. the Luer nozzle presented 
advantages over other nozzles, including the Record type. 
It -was realized at the time that’ the change over -to this ’ 


‘sentative .of the various using, manufacturing, and other - 


_standard syringe could only be gradual arid-would take some f 


little while. , The Record type of syringe has been used exten- ` 
sively .in the past, and in consequence. it. was realized that . 


N 
It is; however?’ somewhat disappointing, that there shoul 
still be, such a large démand for supplies- of the Record needles, , ; 


as’ the’ production of needles to fit the Luet.type of syringe ° 
It was confidently hoped that with .~ theo 


„is thereby being prejudiced.. 
the support of the Ministry of Health for'the adoption of 
syringes with the Luer nozzle the change over would be more, 
quickly effected, as it is obviously in the interests of all con- 
„cerned that those, syringes with the much more satisfactory type 
‘of nozzle should come into use as quickly as possible.’ ` 
Manufacturers’ of needles and syringes are ready to meet, All, 


demands, made" on- them incorporating the B.S.1263 or Luer ` 
nozzle fitting, and ‘it now, only rests with the hospitals and’ 

' other- users. to.make their contribution by, adopting syringes , 
‘with the Luer nous: as soon as they can.—I am, etc., 


/ S.J. ‘Ev#RETT, 
i Chairman of B.S.I. ‘Committee on Syringes, 


at 4 E 7 
oa Heath, Surrey: 
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Gravitational Ulcers of the Leg is 


t 


r 


SR, —Dr. S. T. Anning (August 27,)p. 458) rightly stresses the 


Deep thrombosis is,a factor in a-far higher’ proportion of 
patients ‘than is generally realized. I do, “however, join issue’, 
with him on,one most important point,, when he states that, 
the treatment of. superficial varicose veins in patients with venous 
stasis ‘is neither, rational por useful, and more often than not 


harmful. i ` 


Unfortunately ‘ this is still widely taught, but I believe it to 
be‘ entirely ,incorrect and based on the strange misconception 
that the superficial varicdse veins aid-the circulation by acting 
as collateral vessels to the blocked deep veins. On the.contrary,, 


in varicose veins of the kind under consideration the blood ! 


* 


flow in the erect position is almost invariably downwards. This, 
can be ‘easily demonstrated. When this is so the veins are no 
asset, but a liability in every way. . a 


! One is sometimes asked how in these ence the! blood 
returns from the lower limb. The answer 'is, of course, that there 
are not two, but three, ‘interconnected systems of veins. For con- 
venience one may refer to them as the'deep, the varicose, and the ' 
unnamed. With ‘the deep veins thrombosed, and the varicose veins 
taking the: blood, the wrong way, there must be a third system to do 
the work. ‘These unnamed veins are the key‘to the situation; they 
comprise yeins within and between the muscles, sometimes segments 
and duplications of deep veins which have not, been affected by the 
thrombosis, and: such subcutaneous veins as ‘are still competent., 
Most of them‘are small, but their total blood capacity is :consider- 
able. They carry upwards not only the blood brought.to the limb , 
by the arteries but—and this is the essential point—also that which 
flows back into the limb via the incompetent varicose veins. This 
is the basis-for ligating varicose veins in cases of deep venous, 
thrombosis. It cannot be other than beneficial if the flow in them is 
downwards. 
This is difficult to assess before operation. One has to be prepared 
improvement is striking. A’‘complete cure in so far as the patient’s 
symptoms and healing of the ulcer are concerned (which means : 


~ that. the unnamed veins. are now capable of carrying the load) is 


, exceptional.. 


Even with the help of other treatment, especially the 
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support which is advisable in nearly. all cases, rial cure is unusual. | 


I am well content with the metal-topped — ‘One has to face this and so has the ‘patient. 
f Ligation never makes the ` venous stasis worse ; it can and should . 


be done regardless of the state of the deep veins. Many: authors 
avoid committing themselves on this point. Their remarks’ often 


take the form of an injunction to use discretion in advising operation 


‚for patients with a history of thrombosis. 


The reader, seeking 
"guidance, too often does not get it. 


‘Aware of the danger of over- 


simplification, I'am convinced that the indication for ligation is simply l 


retrograde flow of blood in ‘the vein ‘concerned. Theoretical con- 
siderations and observation of many cases allow “of no other 
_ conclusion. Students are still burdened with various tourniquet 
tests ‚to determine patency of the deep veins. ' These tests ( are of 
interest in that they demonstrate quite strikingly certain features of 
blood fiow-and its derangement i in cases of venous, block and valvular. 
' incompetence. It is often possible to locate the level of communica-' 
tions between deep and superficial systems, but in my, experience this 
is usually either obvious from the pressure of a thumb at the 
appropriate level or still doubtful after repeated application’ and 


‘ removal’ of tourniquets at different levels. While not. denying the 


there would „beʻa continuing demand for replacements of' "occasional clinical usefulness’ of tourniquet.’ tests‘ when simpler 
‘ methods fail, I suggest that their practical value is ‘small. and that 


d , their real place i is in the applied physiology class. 


Dr. Anning mentions having seen disastrous results of treating: 
superficial varices in several patients. There are two explana- 
~ tions.’ First, this is a progressive disease i both éxtension of 
og and recanalization ‘of blocked deep veins may worsen 
the venous stasis: Secondly, I Suspect thati those patients who 
have been notably worse soon after treatment: have, had their 
varices injected | as well as, or instead. of, ligated. The risk of 
' šclerosants causing further deep thrombosis must be small, since 
many surgeons of experience have employed. them in these 
cases ‘for years, but I believe-the method to, bé unsound and 


that it should not be used for Peuene who have or have had. 


deep thrombosis. ‘a 


That ligation of süperficial varicose veins is by no means’ the 


“whole answer to gravitational ulcer is obvious, but it is a valu- 
able methəd of treatment, and it does in fact have a rational’ - 


.How’ beneficial it will be depends on ‘what proportion i 
` of the load on the unnamed; veins is due to the venous reflux. 


‘for little obvious improvement, but in the majority of’ cases the ` 


role of the ‘deep. veins in the causation of gravitational ulcer.’ 


\Valuai le service in dispelling some of the mist which obscures’ 


` fresult ‘of varicose veins. 


basis. The veins are derélict. Their contribution to the circula~ 
tion is one of sabotage, hampering the work of such veins as 
are still - A e to maintain the circulation I am, etc., 

` Bristol: °. > ie 


sngbr. S. T., Anning (August 27, p. -458) has performed a 


our understanding of ulceration of the legs. His main conclu- 
sion will bear restatement :, so-called varicose ‘ulcers are not the 
A long ‘experience of the cases seen 
in a varicose-vein clinic has convinced me-of the truth of this 
after having observed’: (1) that the great majority of Jeg. ulcers 
occur 1 patients who: either ‘have no varicose veins or have 


. varicoLities which from their small size or number or by their 


remot» situation cannot: be regarded as the cause of the ulcers ; 
(2) that’ vast ‘humbers of people with varicose veins of long 


_ standing and of every degree of severity: never develop ulcers. 


Recognition of these simple facts ‘suggests one immediate 
line of progress—to ‘abandon the term “ varicose ulcer.” This 
in itself would do much to promote a more rational approach 
to the whole, problem.’ What name should we use in its place ? 
Dickson Wright’s term “ gravitational ulcer” goes straight to 
fundamentals in so far as the elimination of the effect of gravity 
is the most potent single factor in curing these ulcers. It is, 
howev:r, insufficiently comprehensive to cover the syndrome, 
‚which, “besides ulceration, may include oedema, induration, and 
eczema, and whose most .distressing symptom is pain. Bauer’s 
‘term, “lower leg, sğkdrome,” x acknowledges the multiplicity of 
the manifestatior’s ofie malady, but ‘it is cumbersome and 
omits reference to Qe effect of gravity.-; “Gravitational 
syndrome ” suggests itself as an*mprovement., 


H. J. CROOT. j 


Concerning aetiology, .the emphasis in Dr. inning paper 


is upon a pre-existing thrombosis of the deep €:ins de the leg 
and thigh. In questioning my own patients, however, I have 
been puzzled by my ‘frequent’ failures to obtain \a history of 

“white leg” or other thrombotic manifestation. ‘For i a time, 


convinced as I was that the fault lay in the deep veins, I thought k 
that a “silent” thrombosis must have been; the cause in the 


majority of these cases of gravitational. syndrome. . 
sought confirmation of ithis by phlebography} 
exploration, and biopsy., ' ' 


I -have 
sürgical 


a 
ne M, -€ 


. malleolus is of little value. 


- graph shows no shadow or only a very faint one. 


I 
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Bauer’ has pointed out that for this purpose injection of the con- 
trast medium into the small saphenous vein behind the external 
Not only is the filling of the deep 
veins very uncertain by this method, but, since the contrast medium 
follows the normal direction of flow of the venous blood, an identical 
appearance is given by a patent femoral vein whether or not the 
valves are competent. These objections are overcome by using 
Bauer’s method of retrograde injection. The patient is tilted feet 
down at an angle of 45° and the injection is made into the upper 
end of the femoral vein. The radio-opaque substance flows down the 
vein by gravity. 

If the vein is normal the medium is held up by the first valve an 
.inch or.two below the point of injection, and below this the radio- ` 
If the vein: has 
deficient valves the medium immediately drops along the whole 
length of the femoral and popliteal veins into the deep veins of the 
leg. The cusps of the valves are usually visible, indicating that they 
are functionally incompetent but neither congenitally absent nor 
destroyed by disease. If the vein has been previously thrombosed 
and recanalized a narrow, irregular channel replaces the normal 
broad, smooth appearance, or a leash of fine satellite vessels derived 
‚from the adventitia is substituted for it. No trace of valves is visible. 

In the cases of gravitational syndrome which I have investigated: by 
retrograde phlebography I have‘been struck by the preponderance 
of femoral veins of wide calibre and ‘smooth outline showing total 
or partial incompetence of the valves. Surgical exploration of these 
veins has revealed no periphlebitis. Microscopical examination of 
pieces excised shows either a normal appearance or varying degrees 
of fibrosis of the media with degeneration of the intima but no 
evidence of thrombosis. y 


It seems, therefore, that the statement made by these patients 
that they have had no previous thrombosis is true, confirmed. 
„as it is by phlebography, surgical exploration, and histological 
examination. Bauer has called these cases of gravitational 
syndrome “idiopathic,” and the cause of the dilatation and 
valvular incompetence of the deep veins may be a combination 

of wear and tear, hereditary weakness, and such metabolic” 
“sdigonders as those at which you hint in your annotation (p. 480). 

As regards treatment, we know that practically all gravita- 
tional ulcers can be healed by sufficiently prolonged recumbency 
and many by the continuous support of suitable bandages. The 
problem suggested by the ‘foregoing observations is whether 
this slow process of héaling can be appreciably hastened by 
permanent interruption of the femoral or popliteal vein, to 
remove the hydrostatic. pressure of the contained column’ of 
blood from the vessels of the lower part of thé leg. It is certain 
that the, indiscriminate performance of the operation of high 


sub-chronic diaa in that if. untreated or incompletely treated 
it takes many years to kill, if at all—the majority of cases 
clearing up and becoming cyst carriers. Even Manson-Bahr 
only -admits to seeing a “few cases only” of acute amoebic 
dysentery. It has been left to workers'in Java and on the 


Burma-Siam “railway of death ” ‘to see the real acute amoebic ` 


dysentery. These cases pass up to*40 to 50. stools per day 
and die’ in about 10 to 14 days,-if untreated, in great agony— 
conscious to the last, with vomiting and maniacal symptoms.’ 
—I am, etc., 

Triboli. , ** LENNOX MACFARLANE. 
, REFERENCE ' 


1 MacFarlane, L. R. S., J. R. Army med. Cps, 1947, 89, 223, 255. 


Memorial ‘to Charles John Bond 


Sir,—It has been decided in Leicester to raise a fund for a 
memorial to the late Charles John Bond, C.M.G., F.R.C.S., and 
it is thought that there may be friends of his elsewhere who 
would like to know about this project and be given an oppor- 
tunity of showing their appreciation. 

, Bond was born in’ Leicestershire in 1856, and after his train- 
ing at University College Hospital, London, he returned to live 
and work in Leicester until his death in 1939. He was 
pre-eminently a scientist, and his publications, which are very 
many and of great interest, show his surgery to have been far 
ahead of his time. His work was done in the Leicester Royal 
Infirmary, but also, as was the custom in those days, often in 
the patient’s home in’ the country under very simple conditions. 
In an exceedingly busy life he never ceased from original and 
experimental research. This he did in a wide range of subjects 
which’ brought him international recognition. He began with 
‘two papers on anatomy as a student, passing in turn to surgery, 
gynaecology, haematology, and genetics. The breeding experi- 
ments in birds and plants were carried out in his own garden. 
For 40 years he was the close friend of the late Sir Victor 
Horsley, F.R.S., and Bond showed in his book Recollections 
of Student Life and Later Years how closely their work ‘was 
integrated. 

During the 1914-18 war he was gazetted honorary colonel 
in the Army Medical Service and became consulting surgeon 
(with the late Lord Moynihan) to the Northern Command. He 
was a member of the Medical Research Council of the Privy 
Council, ‘and he represented the Medical Research Council on 


saphenous ligature is not the right treatment of gravitational - the Inter-Allied Commission on/ Treatment of War Wounds 


syndrome. 7 

Dr. Anning is to be congratulated on giving an impulse to` 
the critical examination of the question of what may be achieved 
by surgical attack on the deep veins.—I am, etc., 


Edgware, Middlesex. FRANK FORTY.. 


` 


\ REFERENCE 


' CEN 1 J.int. Chir., 1948, 8, 937. 
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. Amoebiasis in England . 

Sm,—I was very interested to read somewhat belatedly the 
article by Drs. A. R: D: Adams and D. R. Seaton (July 16, 
p. 136) ‘referring to amoebiasis in England. Had -the cases 
occurred in; say, Rugby or Cambridge they would, I think, have 
been of more interest, but occurring in Liverpool they are 
surely not unexpected. -Liverpool is a seaport and has a floating 


. population of seamen, including Lascars and Indonesians who 


come from places where the cyst-carrier rate is high. They 
also do not share our own ‘ideas of hygiene. Apart from the 
ship’s officer and the doubtful infection by the father who was 
‘born in India (though a case‘ has occurred in Australia, where 
amoebic dysentery is non-existent, of a relapse 20 years after 


contraction in Gallipoli, and which, incidentally, went on to - 


liver abscess) some surprise seems to be voiced on the occur- 
rence. One of the families contained a docker, and it is not 
unreasonable to suppose that all had contacts with dockside 
folk, and, as has been _ pointed out, they were all from 
unhygienic surroundings. y S a 

I must also take exception to the term “acute” amoebic 
dysentery. ` Amoebic dysentery, as seen by the vast majority of 
Service and colonial doctors, is a chronic or, at worst, a 


~ 
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held in Paris from 1916 to 1918. During these years he studied 
wounds, immunity, ,the effect of antiseptics on body tissues, and 
leucocyte activity, finding time to publish his own observations ; 

‘ these are of particular interest to read in relation to the work 
done in these ‘subjects in the second world war 25 years later. 


= Throughout. his work, in all its ramifications, he correlated his 


wide experience, and| philosophy with the sociological problems 
of the times. Were he alive to-day he would undoubtedly have 
been keenly interested in the State Service which he foresaw 
as early as 1912. Nothing was too big to daunt him nor too 
trivial to be ignored. He observed, recorded, and deduced with 
courage, but there was a characteristic humility and considera- 
tion for the opinions of others. 

Surely it must,be unique for a surgeon to have carried out 
so much valuable work on so many subjects, based on a sound 
pathological foundation, unattached to any of the great teach- 
ing hospitals. Bond decided to work in the provinces, where, 
it is true, the material is always abundant and’good but where 
there was no medical school, and for many of the earlier years 
of his life there was no laboratory accommodation. It seems 
fitting ithat such a life should be commemorated for our 
inspiration. 

It is proposed to place .a plaque in the Leicester Royal 
Infirmary “and also to create a fund to enable students in 
biology at -the Leicester University College to have greater 
opportunities , for research and travel. Any contribution to 
this memorial should be sent to the. Honorary Treasurer, Dr. 
_L. K. Harrison, 2, Springfield. Road, Leicester —We are, etc., 


\ JOAN B. WALKER. 


N. I. SPRIGGS. 


Leicester, f i ' Joint Hon. Secretaries. 
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Family Planning i 
Sir,—I receive literature from the Family Planning Asso- 
ciation in which the following adequate reasons for famil 
v limitation are recognized: (a) too many children already (6 to 
- 15); (b) “ younger married women who are determined not to: 
. be driven into the slums; as their parents were driven, ‘by the 
birth of a, child year after year; on an income hopelessly 
inadequate to support them.” 
For many years now I have been dealing in my practice 
with women of all ages and economic groups who are led to 
seek my advice on contraception. My yardstick is this ; Here 
we have a woman of child-bearing age who prefers not to 
conceive. She is. recognized ‘by the laws of this country as. 
being a fit and proper person to vote at any election, to be 


_, conscribed for military purposes, ‘to sit in the Lower ‘House, 


to become a- magistrate, and, ‘In general, to be entitled to sex 
equality. I do not inquire into the particular personal reason 
* the’ woman may have in seeking my advice. , Subject to what- 
ever interpretation one may feel inclined to ‘put upon the 
marriage vows, and given always the husband’s approval, 1' 
inquire no further. . From that point on I consider that my 


position is purely. that of technical adviser. ` Am lL wrong ?—, 
I am, etc., i l . 
Worthing. | $ j O. P. E 


A -The Osler Family 7 


Sm,—I am glad I’ wrote (July 9, p. 45) that Edward Osler’ S - 


` well-known hymn is almost the sole survivor of ‘many, for in 
the same issue (Supplement, p. 40) in the account of the official 


‘religious service-at ‘Harrogate a much ‘better-known hymn, ` 


‘Praise the Lord, ye heavens adore Him,” is ascribed to him 
under the disguise of “ Ostler,” © The two authentic ‘verses of 
that hymn are anonymous, but derived from the Foundling 
Hospital’s eighteenth-century collection, and to that extent 
medical., In some ‘pooks—e.g., the English Hymnal, 1906, 
Oxford, number 535—a third verse, by Edward ‘Osler, "is added. 
‘In some' other books it is entered as a separate hymn: it begins, 
“Worship, honour, glory, blessing, Lord, we offer to thy name.’ 
The name, which a Greek scholar once fancifully derived 
- from Oiseleur (fowler), is, of course, the same as Ostler, though 
“William Osler’s family pronounce the. o long, like “ owe-slur.” 
The word has descended in the scale of respectability. In the 


' thirteenth ‘century, when names became hereditary, it meant , 


a hosteler, from hospitalarius, appropriately having to do with 
guests.—I am, etc., 
Montreal. 


. W. W. FRANCIS. 
- POINTS FROM LETTERS 
Percussion Finger ° . p 

Dr. Z. P. FERNANDEZ (Leeds) writes: Dr. :A. Niven Ranan s` 
personal note on “ percussion finger” (August 20, p! 440) interested 
me, apart from his'‘being one of the pioneer municipal tuberculosis 
clinicians of the period-following the 1914-18 war. In 1925, as chief 
‘clinical T.O., Leeds (population 500,000, with the highest known 
_ notification of 1,869 tuberculosis cases), a prominent “ hoof,” as my 
staff then styled it, was found on the dorsum of the terminal phalanx 
of my middle finger, nearer the proximal end. The swelling was not 
painful but yery noticeable and distinctly palpable, Though I left 
municipal, service two` years later, ithe nodule is still palpable though 
i not so noticeable. : 


r ot 
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Réefoim in Medical Education 

Dr. H. M. FLANAGAN (Lincoln) writes: There is a tendency nowa- 
days among some to lean more and, more on “the usually overworked 
laboratory at the expense of clinical methods. The trend towards 
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F. HERNAMAN-JOHNSON, M D., FRR. 
With the death of Dr. Francis Hernamae-J ohnson at ahe 


age of 70, on September 3, British radiology-has lost: another 


of the few remaining pioneers in this branch of: medicine. 


- Dr. Hernaman-Johnson. was physician to the Charterhouse 


Rheumatism Clinic for many years and chairman of the < 
council of the British Rheumatic Association. 

Francis Hernaman-Johnson was born at Crosby, Lanca- 
shire, and was educated at the Merchant Taylors’ School 
there. He went on to study medicine at Aberdéen Uni- 
versity, where he graduated M.B., Ch.B. with honours in 


' 1904, proceeding M.D. in 1910. He obtained the Cam- 


bridge D.M.R.E. in 1931, and in 1939 was a foundation 
fellow. of the Faculty of Radiologists. As a student he 


. won .many ‘prizes and honours, including:a. Liddell bursar- 


` those early days. 


- dispatches for his Services. 


the ultra-mechanistic approach to the human organism, in a rashly . 


enthusiastic effort to: force the invaluable scientific method in medi- 
‘cine, is one which will ultimately lead to more confusion and final 
~ sterility. . In medical education one commences with an interest in’ 
- sick people, but is invited to begin with’ molecules and atoms. 
Perhaps to start with medicine and work back through anatomy and 


physiology to chemistry and physics is impractical, but it is the: 


natural process of the inquiring ‘mind, confronted with a complain- 
ing patient, to work back to understand his disorder in terms of 
` fundamentals like biochemistry. It would tend to follow the history 
of. medicine and so keep the student’s interest at a similar high level 
to that of medical pioneers down the centuries: 

, aoe 
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ship, the first medal for advanced physiology in 1902, and 


the Duthie scholarship.a year later. 


Part of his clinical training was undertaken at St. Bar- 
tholomew’s Hospital, and after graduating , he joined the 
Royal Navy, serving for three years, some part,of which 
he spent'at the Royal Naval Hospital, ' Plymouth. .On 
leaving the Navy, Hernaman-Johnson went into practice at 
Bishop Auckland, Durham. At that time he was interested 
in electrotherapy, and it was almost inevitable that he should 
be attracted to the growing field of radiological work, a` 
part-time activity expected of many electrotherapists in 
Soon he was appointed consultant’ Tadio- 
logist to the Darlington Education Committee. During ‘the 
1914-18 war he was attached to the Cambridge Hospital, 
Aldershot; and was consulting radiologist ‘and electro- 
therapist to the Aldershot Command, being mentioned in 
After the war he settled in ' 
London. 

Dr. Hernaman-J ohnson was ‘consulting radiologist to the 
French ‘Hospital, and he was on the honorary staff of the 
Croydon General Hospital, the Margaret Street Hospital 


for Diseases of the Chest, and the Carshalton Memorial 


Hospital. He had been a member of the Roentgen Society 
since 1911 and was a member of the council in 1926. 'He 


` was president of the Section of Radiology of the Royal l 


Society of Medicine in 1934-5, and was the first Warden 
of tħe recently formed Faculty of Radiologists. He was 
also the first Skinner Lecturer of the Faculty. 

Right from, the early days Dr. Hernaman-Johnson took 
a great interest in the use' of x rays in therapy and especi- 
ally in the treatment of rheumatism. . This interest con- 
tinued throughout his life, and he contributed numerous 
papers to this and other journals on such subjects as the 
value of x rays in chronic arthritis, constitutional effects of . 
x rays, the relative values ‘of x rays and radium, and on’ 
radiotherapy from many other aspects. 

Dr. Hernaman-Johnson ‘was’ an expert and thorough 
worker, always. anxious for the progress and advancement 
of his specialty. He never spared himself, and he inspired 
confidence in his patients and his colleagues. In recent 
years He had devoted much of his time and energy to the 
British Rheumatic Association. He was active in promoting 
schemes for occupational therapy and rehabilitation ‘and 
for -providing homes where patients could rest/ in between 
courses of treatment. He brought the same keen interest 
to his work for the Scientific Advisory CoE, of the 
Empire Rheumatism Council. 
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One other facet of Hernaman-Johnson’s many activities 
should also be recorded. „Using the pseudonym “ Francis 


/ Wimbrook,” he wrote a number of articles ‘for the lay 


- 


‘press, and a “ psychological thriller * called Accident which 
was staged at the Richmond Theatre.’ A novel, Behold the 
Axe ! was published only last year.—R.J.R. ,; 


H. LESLIE-ROBERTS, M.D. 


Dr. Hugh Leslie-Roberts, who died on September 8 at his 
home in Heswall, Cheshire, at the age of 89, was formerly 
consulting physician to the skin department of the Liver- 
pool Royal Infirmary. :He retired from practice in’ 1938, 
and his wife, who was the daughter of Mr. Samuel Parker, 
died only a few weeks ago.’ 

Hugh Leslie-Roberts, the son of Alderman J. F. Roberts, 
of Manchester, was born in 1860 and began his education 
at Owens College, Manchester.’ Subsequently he studied 
in Edinburgh, where he graduated M.B., C.M. in 1887, pro- 
ceeding M.D. in 1893. He also spent some timè Gn’ post- 
graduate studies in Hamburg and Berlin, and in Paris and 
Vienna. It was in 1890 that he settled -in Liverpool, and 
three years later he was appointed to the:staff of the Liver- 
pool Royal Infirmary. For many years ‘he was lecturer on 
diseases of the skin at Liverpool University, and apart from 
his contributions to the medical press he published a treatise 
on mould fungi parasitic on man. As early as 1894 he 


was secretary of the Section of Dermatology ‘at the annual 


meeting of the'B.M.A. He was vice-president -of the 
Section in 1904 and 1912 and president in 1922. 


1 


r 


, Dr. ARTHUR CeciL Hincks died in the Wells Cottage Hospital 
on August 26 after a long period of ill-health. He was born 
at Hay, Hereford, in 1882, and was educated at Christ Church 
College, Brecon, and Birmingham University, where he played 
in the rugby fifteen and was captain of the hockey eleven. He 
graduated M.B., Ch.B. in 1906, and after holding resident 
appointments at the General, Hospital, Birmingham, he came 
to Wells in 1909 as a partner of Dr. Allan and Dr. Lauder. 
Smith., At the outbreak of the 1914-18 war Dr, Hincks joined 
the 4th Somersets, but before they left for India he was' trans- 
ferred to the 26th Field: Ambulance and went to France with 
the Expeditionary Force. For conspicuous gallantry and devo- 
tion to duty he was'awarded the Military Cross in 1915. In 
the recent war he served as a major in the local Home Guard 
and was also an A.R.P. lecturer and instructor. He took an 


active part in the work of the British Legion and had been 


president of the local branch. For many years Dr. Hincks 
had been medical officer of health for the city of Wells and 
senior physician at the*cottage hospital. He was a keen church- 
man and had held office. as sidesman and churchwarden. 
Despite all these and many other interests he found time to 
serve his colleagues on the local medical and panel committee 
and on the Somerset Insurance Committee. He was chairman 
of the East Somerset Division of the British Medical Associa- 
tion in 1932-3; a representative on the Branch Council from 
1934-48 ; representative of the Division in: the representative 
body in 1941 and from 1943-48, when he resigned on account 
of ill-health, He was also a member of the Local Medical 
War Committee from its inception. With his passing the 
people ‘of Wells have lost a family doctor who will ever be 


- remembered with respect and affection by all those with whom 


he came in contact.' To Mrs..Hincks and the’ members of his 
family the deepest sympathy is extended by all his colleagues. 


Mr. Harry: VERNON WELLS diéd on September 2 at Sander- 
stead, Surrey, at the age of 49. 
Hospital, he graduated M.B., B.S. in 1926 and went on to take 
the F.R.C.S. three years later. He ‘was resident casualty 


` officer and later surgical’ registrar at his ‘teaching’ hospital.” 


J.B.S. writes.: I must express the heartfelt sorrow his -~partners 
and patients feel. It is safe to sdy there was no man more 


A student at Charing Cross . 


= = oq 

loved by those who knew him. Wells had been in Sanderstead 
for seventeen years. He came here with an established 
reputation, both from Charing Cross, ;where his chiefs could 
not speak highly enough of him; and from Birmingham, where 
he worked for*some years. ‘When he joined me in’ practice 
here I could see at once what a marvellous technique he had, 
especially in abdominal surgery. His cases, of course, included 
every branch of general surgery. There were a number which 
I referred to him quite hopelessly, but his technique and 
optimism triumphed over and over again. ‘I have never meta 
better man: he’ was uniformly courteous, always sincere and 
kind. That is not- to say he was not firm, even obstinate, about 
some things, but he always knew his own mind. Jn the long 
years of our friendship he never once failed my partner and 
myself in any difficulty, and we shall. miss him greatly. 

He volunteered for- service in the Army or Air Force at the 
beginning of the’ war and again later on, bút he was refused 
by the’ medical board. He was very, troubled about this, and 
wrote to the president of one of the boards complaining | that 
somebody must have misunderstood his. condition, as he felt 
rin perfect health and was quite able to undertake any effort. 
A very kind letter from-the president of the board comforted 


him, ‘but he was assured that he would not be accepted. How- 


aver, surgical work in connexion with Purley Hospital was quite 
sufficient 'to give him far more to do,than he ought to have 
done. There were very few surgeons left in this district, and 
, there was hardly a night when Wells was allowed to sleep in 
‘peace during the war years. He was sent for in every important 
emergency and for most major operations. I think it sad that 
no public acknowledgment has been made of his services ,SO 
freely and unselfishly given, though his friends let him see 
how much they valued him and his work. I want to express 
everybody’s sympathy with his wife, Dr. Mary Wells, in her 
loneliness and bereavement. 








Medico- Legal | | 
> 
BREACH OF ‘TERMS OF SERVICE 
N.H.S. Patient Charged a Fee 


A report from the Medical Service Committee which was 
adopted by the Executive Council for the County of Surrey 
on March 9 gave the findings of the committee in three cases 


‘ of complaints against doctors.: One was dimissed as frivolous, 


on another no action was recommended, and in the third case 
the doctor was held to be at fault. 

In this instance the complainant’s written statement alleged 
failure on the part of the doctor to comply with the terms of 
service in that, he (a) made a perfunctory examination ; 
(b) uttered remarks to which the complainant took exception ; 
(c) in, issuing a medical certificate used an incorrect form for 
the purpose ; (d) demanded and accepted a fee of five shillings ; 
and- (e) ordered drugs required for treatment on a form other 
than that supplied by the council, In the view of the com- 
“mittee the following facts were established. The complainant 
was accepted by the doctor for inclusion in his list, and on 
several occasions before this complaint was made the ‘com- 
plainant had received treatment as a registered patient. On 
September 23, 1948, the doctor carried out an abdominal exam- 
ination of the patient and took his temperature. During the 
course of this visit the doctor made observations inconsistent 
with the dignity of his profession. He then ordered the drugs 
needed on a form other than that provided by the council, and 
he issued a private certificate. The doctor then demanded and 
accepted a fee of five shillings in respect of ‘his treatment of 
the patient. i 

On October 18 the patient wrote a letter asking for a receipt 
for the five shillings which had been paid. On October 19 the 
doctor issued a receipt.on a form provided by the council in 
respect’ of treatment given under Paragraph 5 (2) of the First 
Schedule,to the National Health Service (General Medical and 
Pharmaceutical Services) Regulations, 1948. ° a 

The committee agreed that certain inferences might properly 
be drawn from these facts. (1) The doctor was aware that he 
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had accepted the complainant for inclusion in‘his list. (2) The ` 
doctor carried out a satisfactory examination and ordered such 
drugs as he considered necessary. (3) The doctor failed to 
comply with the terms of service, however, in that he ordered 


drugs for the treatment of the: complainant on a form other `.» 


than that provided by the council, and in. that he demanded 
and accepted a fee in respect of ‘the treatment given. ` 

The committee therefore recommended ‘that the council 
should recover from the doctor, by ‘a deduction from his 
. remuneration, expenses incurred by the complainant owing to 
, the failure of the doctor to comply with the terms of service, 
‘and that the council should make representations to the Minister 
of Health that, owing to the failure of the doctor to comply 
with the terms of service, the sum of ten pounds should be 
withheld. ‘from his remuneration. ; 
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g ‘UNIVERSITY, OF BIRMINGHAM ` : 
Francis. Humphreys, M.B., Ch.B., M.D.S., F.D.S. 


f 


Humphrey 


R.C.S., Professor ‘of Dental Surgery in the University, has been ' 


appointed Vice-Principal of the University from September '30 in 
succession to Professor-M, L. E. Oliphant, F.R.S., Poynting Professor 
of Physics. 


SOCIETY OF,APOTHECARIES OF LONDON 


Professor E. C. Dodds, F.R.S., Master, presided at recent meetings 
of the Court of Assistants, at which Mr. Duncan C. L. Fitzwilliams 
was elected Master from August 24 and Dr. Frank Howitt and Dr. 
G. Roche Lynch were elected Wardens. 


. -~ The report of the sudden death through an accident of Dr. 

Christopher Thackray Parsons, Past Master, was received with regret. 
John Francis Carter-Braine took his seat upon the Court of 

Assistants. 

_ The following. appointments were made: Mr. L. Vernon Cargill 
to the Chelsea Physic Garden Committee of Management, for a 
further four years from August 20; Professor Dodds to ‘the Ministry 
of Health Joint Committee in connexion with Part IV of -the National 
Health Service Act; Sir Cecil Wakeley to the British Postgraduate 

- Medical Federation for a further year from October 1. \ 


Mrs. Cecil ‘Wall presented a large collection. of manuscripts by 
the late Dr. Cecil ‘Wall, Archivist, on the- history, of jhe neat) and 
its hall. i 


Pa 


The following were granted the Diploma in Industrial Health upon . 


examination: J, A. Herd, C. N. D. Cruickshank, C. Crowley, G. G. 
Mathew, W. G. ‘White. 


The Diploma, L.M.S.S.A., was granted upon examination to the 
following: H. T. H. Beach, J. L. Jarvis, D. pase G. E. Hanks,, 
F. W. Retief, M. P. Cardew, K. C. “Horrocks, M. Tiger, H. V, 
White, M. P. M. Coupland, R. J. Aspinall, C. J. "5. Menzies, C. R. 
May, M. C. H. Jackson, H. E.,G. Dyer, F. Walton, F. E. Bramwell, 
E. R. Goodall, D. J. Joubert, G. B. Stephenson, W. G. Burvill 
‘Holmes, G. T..Cecil, G. A. R. Giri, P B. Poole, A. K. Kantarjian, 
L. Kader, J.-D. Morris, C. T. Jones, E. W. Melia, M. C. Gilbert, 
A: S. Murad. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
: GYNAECOLOGISTS 


The William Meredith Fletcher Shaw Memorial Lecture will be 
delivered by Professor R.-W. Johnstone,:C.B.E., M.D., F.R.C.S.Ed., 
F.R.C.O.G., at the College, 58, Queen Anne Street, London, W., on 
Wednesday, October 12, at 2.30 p.m. His subject is: “ Scotland’s 
‘Contribution .to the Progress ` of Midwifery in, the Eighteenth 
‘and Early Nineteenth Centuries.” An invitation. is extended to 
doctors ‘interested in the subject, but admission'is by ticket only, 
obtainable from the secretary. 


! t 


© © The Services 


` 





The anaguncemerit of the award of the Efficiency Medal (Terri- 
torial) to’ Captain (now Temporary Lieutenant-Colonel) A. ‘B. Dick, 
R.A.M.C.;-in the London Gazette of May 2, 1947, and printed in 
the Journal of May 31, 1947 (p. 789), is deleted in a list of errata 
published in a Supplement to the London Gazette dated August 12, 
1949. - 
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' Diphtheria 


Encephalitis 


. » Deaths - (from 


_ Pnéumonia, peiniary ane 


-~ 


- Typhoid fever .. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


” We print below a summary of Infectious Diseases ane Vital Statistics 
in the British Isles during the week ended August 2 No. 34 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week ‘last year, for: (a) England and Wales (London included). (b) 
"London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
to London (administrative county). (c) The 16 principal towns in Scotland. 
d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
‘A dash — denotes no Canes a blank space denotes disease not notifiable or no 
return available. 










/ 
_ Disease 


(b) | (c) | (d) | Ce) | (a) | Cb) | C |.(® | (e) 


Cerebrospinal fever 
Deaths 


Deaths 





Dysentery 
Deaths 





lethargica, 
acute kia e's 
Deaths 





Erysipelas 
Deaths 





Infective enteritis or 
diarrhoea under 2 
years os 5 

Deaths ane 





Measles* 
Deathst 


Ophthalmia neonatorum 
Deaths E 


Paratyphoid fever 
Deaths . . ki 





Pneumonia, influenzal .. 
influ- 
enza) rg 


Deaths 


Polio-encephalitis, acute 
Deaths i a 
Poliomyelitis, acute 
Deaths§ $ 





Puerperal ene ' 
Deaths 3 





Puerperal pyrexiall “is 
Deaths epee © tees 





Relapsing fever 
Deaths 


Scarlet fever 
_ Deathst 





Smallpox cas. as 
Deaths  .. ia 





Deaths 





Typhus fever 
Deaths | oe $ 


MY pooping ia 
' Deaths 





Infant mortality rate 
(per 1,000 live births) 











Deaths (excluding still- 


births) ia .. | 4,054 648| 517/~144| 88 3,955 619) 533| 134| 91 ` 


Annual death rate (per 
1,000 persons living): 





Live births : 7,297|1143| 866| 410} 227] 7,29811234| 903| 398| 236 
Annual rate per l 000 , : 


persons living 














Stillbirths 189 222| 18] 30 
Rate per 1, 000- total p 
births Gncluding 
stillborn) .. 32 





* Measles and whooping cough are not notifiable i in Scotland; and the returns ' 


are therefore an approximation only, 
t Deaths from measles and scarlet! fever for England ‘and Wales, London 
(administrative county), will no longer be published. ` 
ł Includes primary form for -England and Wales, /London (administrative 
county), and Northern Ireland. 
§.The number, of deaths from poliomyelitis and polio-encephalitis for England” 
and Wales, London (administrative county), are combined. 
il Includes puerperal fever for England and ‘ee and Eire. 


- 


1948 (Corresponding Week) - 
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EPIDEMIOLOGICAL NOTES. 
Food-poisoning’ at Llanelly | 


The recent outbreak of food-poisoning at Lianelly due’ to 
Salmonella typhi-murium B started explosively -on'August 15, 
when 62 cases were notified, and rapidly- tailed off within a 
week, although some cases from secondary: “ ‘cropping ” "have 
been notified since. Altogether 214 cases have been notified, 
and of these 142 were seen in the first three days. 

ı The source of the infection was a large tin of artificial cream 
„ata pastry shop, where five carriers were discovered ; the’ cream 
was being used “cold” in the finishing of the.pastriés. “In the 


E 


course of the investigation five carriers were also discovered in 


an ice-cream shop, but no contamination of the ice-cream 
appears to have occurred. The source of infection of -the 
carriers themselves is problematical, sporadic cases of the 
disease having occurred in the area‘ since the large outbreak 
at Ammanford three years ago, which was traced to'a butcher’s 
assistant infecting cold made-up meats. This butcher's assistant, 
from the evidence available, appeared to have been infected 
originally by eating unwashed ‘imported fruit. 


The infection was generally mild.: The presenting symptoms 


were diarrhoea and vomiting, which usually came ‘on within . 


24 hours and only exceptionally lasted longer than three days. 
Of the 12 cases admitted to hospital only three were seriously 
il: an old lady of 80, a young man of 20, and a baby who had 
a congenital defect. Chloromycetin appeared to have a bene- 
ficial effect on these three cases. A man of 63 who was also 
affected died in hospital from coronary thrombosis. a week 
after admission. Post-mortem examination revealed no trace 
of the Salmonella infection, and confirmed the recent coronary 
thrombosis with widespread arteriosclerosis and myocardial 
degenerative changes. ` ; g Sy 


‘Poliomyelitis i 


x 


EPIDEMIOLOGY SECTION 


-` 


Aea TONE 659 

In Scotland there were falls in the ' ‘notifications of acute 
primary. pneumonia 53 and dysentery 15 and rises in the inci- 
dence of whooping-cough 25 .and measles 18. In Glasgow 46 
of the '68 cases of dysentery were notified, There was also an 
increase of 9 in the noun en of cerebrospinal fever in 
Glasgow. ' \ 

In . Eire’ decreases were ‘recorded in the notifications of 
whooping-cough 49, measles 28, and scarlet fever 21, while 
the incidence of diarrhoea and ‘enteritis rose by 12. Of the 
74 cases. of diarrhoea. and enteritis 62 were notified in 
Dublin C.B. ’ 

In Northern Ireland the notifications of scarlet fever increased 
by: 16,“while a fall of 10, was recorded in the incidence of 
whooping-cough. The rise in the notifications of scarlet fever 
was due to the experience of Belfast C.B. 


Week Ending September 3 


Notifications of infectious diseases in England and Wales 
during the* week included: scarlet fever 701, whooping-cough 
1,615, ‘diphtheria' 53, ' measles :1,168, acute pneumonia 216, 
cerebrospinal fever 25, acute. poliomyelitis 289, acute polio- 
encephalitis 19, dysentery 98, paratyphoid fever 30, typhoid 
fever 9, food-poisoning 277. ° i 


Medical ‘News 


Oliver Memorial Fund 

The committee of this fund has made the second award for 
service in connexion with blood transfusion to Dr. H. F. Brewer, 
clinical pathologist to`St. Bartholomew’s Hospital. Dr. Brewer 


4 
1 








, has been medical officer to the British Red Cross London Blood : 


Notifications in England and Wales for the: vek ended 
September, 3 were poliomyelitis 289 '(258),: polio- “encephalitis 19. 
(22). “Figures for the previous week are shown in parentheses. .. 


The fluctuation during the past three weeks is not considered 
to have any special significance. The rise to 308 notifications 
since the last report should not, be taken ‘as indicating the 
likelihood of any further rises of considerable magnitude. 

The multiple cases in,counties were as follows: 
(34), Berkshire 5 (3), Chester 3 (0), ‘Cornwall 5 (5), Cumber- 
land 1 (1), Derby 2 (2), Devon 7-(4), Dorset 2 (2), Durham 8 
(3), Essex 21 (13), Gloucester 13 (14), Hertford 3 (6), Huntingdon 
2 (0), Kent 10 (9), Lancaster 28 (33), Leicester 11 (1); Lincoln- 
shire, Kesteven 2 (0), Lincolnshire, Lindsey 5 (3), Middlesex 18 
(17), Northampton 3 (4), Northumberland 10 (6), Nottingham 6 
(7), Somerset 9 (6), Southampton 10 (16), Stafford 3 (4), Suffolk 


London 43 


East 2 (1),.Surrey 7 (5), Sussex East 2 (5), Sussex West 3 (2), 


Warwick 8 (7), Wiltshire 4 (3), Worcester 4 (0), Yorkshire West 
Riding 37 6D, Glamorgan 5 (1). 


-w ' 


, 1 Discussion of Table | f 


In England and Wales there was a decrease in the notifica- 
tions of measles 342 and acute poliomyelitis 15. Increases were 


recorded in the incidence of dysentery 55, scarlet fever 40, and , 


whooping-cough 34. 

A decreased incidence of measles was recorded in oraeiealiy 
all areas; the largest falls were Kent 62, Middlesex 45, Lanca- 
shire 44, and ‘Yorkshire West Riding 44. The only notable 
. exceptions to the; general trend for measles were increases in 
the notifications in Durham ‘52 and jn the rural : ‘district! of 
Cambridgeshire 37. There were no large changes. in ‘the local 
returns of scarlet fever. 

The largest fluctuation in hediad. of whooping-cough 

was a rise of 36 in Durham. : Notifications of diphtheria were 
7 below the record ‘low level of last week. 
_ The rise -in the incidence of dysentery was due to two: out- 
breaks, one affecting. 29 persons in Staffordshire, Wolverhamp- 
ton C. B., and the other with 25 notifications i in Monmouthshire, 
Rhymney U.D. There were 9 cases‘of paratyphoid fever in 
Lancashire. The largest number of notifications of food- 
poisoning was’, in’ Carmarthenshire, Llanelly M.B. 22 (see 
above). nerd 


a 


~ 


- Brewer played a significant part in ensuring this. 


s 


' de la. Charité, Lyon, Rhône. ; , i ay 


' doctors i in different countries. 


Transfusion Service for 16 yèars,and has been intimately con- 
nected with the development of this pioneer service. His atten- 
tion to the welfare -of ‘the donor has engendered a spirit of 
confidence among the members, and data obtained from the 
periodic examination’ of donors ‘after multiple bleedings estab- 
lished the safe minimum intervals between donations for males 
and‘ females. Ih the years immediately before the war the Red 
Cross Service made the first provision for’ the distribution of . 
reliable and cheap anti-A and anti-B grouping sera, and Dr. 
His influence 
was continued throughout the war as director of one of the 
London blood supply depots. 


Association des Médecins de Langue Francaise 

The Association des Médecins de Langue Francaise was 
founded in 1911 to facilitate, contacts between French-speaking 
The association arranges confer- 
ences in French-speaking countries to bring members together 
for discussion of various medical questions. Between the two 
wars’ the association had several hundred. members in France 
and in other countries, and a conference was held every: other 
year. Since the end of the war one meeting took place in Paris 
in 1947, and a second is planned for this October in Geneva. 
New members will be cordially welcomed,-and the secretary, 
Professor Cade, would greatly appreciate information about 
changes of address from former members, particularly from 
those living outside France: The registered office of the associa- 
tion is at the Faculty of Medicine of Lyons, and all details about 
membership can be obtained from Rrofessor A. Cade, 10, rue 


f 
' 1 


-Wills i Me Q aa a ean 


Dr. Charles William Menelaus. Hope, formerly consulting 
surgeon for diseases of, the. ear, nose, and throat to King’s 
College Hospital, left £39,375. After making a' number of 
bequests he left the residue of his estate‘as to one-third to King’s 
College Hospital, and two -thirds , to King’s College Hospital 
Medical School. Dr. Henry Wilkes Gibson, of Emsworth, 
Hants, left £32,538 ; Dr. William Gordon Alexander, of Broad- 
way, Worcs, left £6 008; Dr. Harold Godfrey Young, of 


'Hatfield,. Herts, left £7, 492 ; and Dr. John Donald Matheson 


MacKellar, of Dewsbury, Yorks, left =10, 165. 


t 
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-COMING EVENTS 


British Rheumatic Association Exhibition and Conference 
The British Rheumatic Association has arranged a two-day 


conference to be held at Chelsea Town Hall, London, S.W., on’ 


Wednesday and Thursday, September 28 and.29. The opening 
address, on “Modern Views on the Treatment of Rheumatoid 
Arthritis,” will be delivered on September 28, at 2.30 p.m:, by 
Dr. W. S. C.’ Copeman, and at 5 pm. Dr. W. S-Tegner will 
discuss “The Care of the Rural Patient.” On September 29, 
at 2.30 p.m. , addresses will be-given by Miss Nora Hill, Principal 
of the Disablement Branch of the Ministry of Labour, and 
Air Commodore G. O. Venn, Executive Director of “ Remploy,” 

Ltd., and at 5 p.m. there will be a symposium on “ The Home- 
bound Employed,” in which the’special problems of rheumatic 
patients will be presented from the points of view of the doctor, 
the industrialist, and the patient by Dr. Francis Bach, Mr. 
Sydney Arthur, and Miss B. M. Stow, Chairman of the Associa- 
tion of Occupational Therapists, respectively. Tickets for the 


. conference (price 10s. each)-will be allocated in order of applica- 


tion. The association has also arranged an exhibition ‘to be 
held on September 27 (2 p.m. to 10 p.m.), September 28 and 29 
(10 a.m. to 10 p.m.), and September 30 (10 a.m. to 6 p.m.), 
which will be open to the public (entrance fee 1s.). Full particu- 


‘lars may be obtained from the association at 5, Tite ‘Street; 


Chelsea; London, S.W.3. 


Medical Students’ Conference 


The Glasgow Branch of the British Medical. Students’ Asso- 
ciation has arranged a conference for medical students to be 
held from September, 26 to 30, during which lectures will be 
delivered as follows: In the Pathology Lecture Theatre, Western 
Infirmary, Glasgow, Tuesday, September 27, 
Professor C. F. W. Illingworth, “Peptic Ulcers ” ;, Wednesday, 
September 28, 11.15 a.m., Professor D. F. Cappell, “The 
Rhesus Factor ”; Thursday, September 29, 11.15 a.m:, Dr. T. 
Anderson, “ Antibiotics in the Treatment of Infection ae 
Friday, September 30, 11.15 a.m., Professor S. G. Graham’ 
“ Acidosis and Alkalosis, ” and 2 p.m, Dr. W. A. Taylor, 
“ Hypertension.” On September 30, from 9.15 a.m., there will 
be a demonstration on hypertension in the pathological depart- 
ment of the Western Infirmary. The following lectures will be 


delivered in the Zoology Lecture Theatre of the University of 


Glasgow: Monday, September 26, 4.15 p.m., Professor P. I. 
Dee, F.R.S., “ Nuclear Physics in Medicine ” ; Tuesday, Septem- 
ber 27, 4.15 p.m., Dr. P. R. Peacock, “ The Effects of Radiations 
on Experimental Tumour”; Friday, September 30, 4.15 p.m., 
Professor L. S. P. Davidson, “ Partition Chromatography.” 
Members of the medical profession are invited to attend the 


lectures. ' í 


t 
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C.M.F. Surgeons’ Club Dinner l À 


The annual dinner of the C.M.F. Surgeons’ Club will be 
held at Claridge’s Hotel, Brook Street, London, W., on Thurs- 
day, September 29. Applications for tickets, with cheques for 
25s., should be sent to Mr. Guy Blackburn, M.Chir., Keat’s 
House, Guy’s Hospital, London, S.E.1. Evening dress will be 

-worn. Guest tickets are not available. 
Contraceptive Technique 

A lecture and demonstration of contraceptive technique will 
be given by Dr. Marie C. Stopes and Dr. Beddow Bayly at the 


11.15 a.m., 


Mothers’ Clinic, 108, Whitfield Street, London, W., on Thurs-'' 


day, October 6, at 2.30 p.m. Medical practitioners should apply 
for tickets well i in advance. 


"Prevention of Accidents 
The Royal Society for the Prevention of Accidents will hold 


a National Safety Congress on October 4-7 at the Central Hall, 
Westminster. Among the speakers will be Dr. C. A. Boucher, 
of the Ministry of Health, and Dr. J. A. Gorsky. Particulars 


“may be obtained from the society at Terminal House, -52, 


Grosvenor Gardens, London, S.W.1. 


Welsh National School of Medicine 


The opening address of the 1949-50 session of the Welsh 
National School of Medicine will. be delivered on Thursday, 
October 6,’by Dr. William N. Pickles,” Medical Officer of 


Health for Aysgarth. ’ 


SOCIETIES AND LECTURES 


Tuesday ‘ 


EDINBURGH Poson BOARD FOR MEDICINE.—At Anatomy Lec- 
ture Theatre, Edinburgh University, September 20, 4.30 p.m., 
“ Bone and Joint Pathology,” by Professor S. L. Baker. 


- Wednesday 


NorfH-EAST LONDON CLINICAL Sociery.—At. Clinical Theatre, Prince’ 
of Wales’s General Hospital, Tottenham, N., Sep tember 21, 
8°15 p.m., medical films and discussion on "public health matters. 


Thursday / 


Epmsunail POSTGRADUATE BOARD FOR MEDIcINE.—At Anatomy Lec- 
ture Theatre, Edinburgh University, September 22, 4.30 p.m., “ The 
Bacteriological Principles Governing Chemotherapy,” by Professor 
C. H. Browning, F.R.S. i i 

‘Friday | 


BIOCHEMICAL SocleTy.—At Department of. Biochemistry, School of 
Medicine, Leeds, September 23, 11 a.m., 279th meeting. 


MIDDLESEX CoUNTY MEDICAL SOCIETY —At Edgware General Hos- 
pital, Edgware, Middlesex, September 23, 4 p.m., annual ome? 
meeting. “ Focal H ypersensitivity as a Pathological Syndrome,” 
by Dr. J. L. Hamilton-Paterson. 


ROYAL SANITARY INsTITUTE.—At National Museum of Wales, (Rear- 
idon Smith Lecture Theatre), Cardiff, September 23, 10 a.m., “ The 
National ‘Health Service Act (Sections 24 and 28): Advice, Care, 
and Aftercare,” discussion to be opened by Mrs. Clarice O’Shea ; 
“ Food Control,” by Mr. W. M. Shortt, M.Sc., F.R.I.C. 


APPOINTMENTS 


Drs. F. A. Ibiam, O.B.E., and K. A. Abayomi have been 
‘appointed Members of the Executive Council of Nigeria.’ 


- HuGues, A. C. C., M.B., M.R.C.P., Chest Physician, Chester Area, Liverpoo] 
Regional Hospital Board. 


LANDON, Jonn, M.R.C.S., L.R.C.P., D.P.H., Medical Officer of Health for the 
Boroughs of Bexley and Erith and Urban District of Crayford and School Medica! 
Officer, Borough of Bexley. 


Ress, F. T., M.C., M.R.C.S., L.R. c. P. .\Director-General of Medical Services, 
Ministry of Pensions, in succession to Sir Francis Prideaux, C.B.E., M.R.C.S., 
L.R.C.P., who retires‘on September 30. 


- N 


BIRTHS, MARRIAGES, AND DEATHS 


’ BIRTHS 


McQuaaid.—On September 9, 1949, to Ena (née Green), wife of Dr T'M 
McQuaid. 96, Psalter Lane, Sheffield, a son. 


MARRIAGES 


Biack—Gordon.—On August 20, 1949, at St. Paul’s Church, Enfield, Alexander 
L. Black. M.B., F.R.C.S.Ed., to Jeanie F. Gordon, M.B., D.C.H. 

Moore—Hewitson.—Qn September 1, 1949, at St. Albans ” Abbey, W. E. 
-Dodwell Moore, M.B., B.Ch., to Nora Hewitson, M.B.. B.S. 

Smith—Blatherwick, —On September 10, 1949, at Mere, Wiltshire, D. W.G 
Smith, M.B., M.R.C.P., D.P.H., to Marjorie Blatherwick. 


l DEATHS 


Densham.—On September 8, 1949, at Parkstone, 
M.R.C.S.,-L.R.C.P., aged 79. f 
Finn.—On September 11, 1949, at Gatcombe House, Ashwick, near Bath, 
Patrick Taaffe Finn, L.R.C.P.&S.Ed., L.R.F.P.S. 
Forgab.—On September 6, 1949, at Highgate, 
L.R.C.P.&S.Ed., L.R.F.P.S., aged 62. 
Philadelphia, U.S.A., Arthur 


Dorset, Ashley Densham, 


Robert Berry Forgan, 


Gerhard.—On August 29, 1949, at Overbrook, 
Howell Gerhard. M.D.. aged 73. . 

Hay.—On September 8, 1949, Edmund Hay, M.B., C.M.Ed., of 384, Prince 
Regent’s Lane, London, E. 

Kearney.—Cn September 5, 1949, James Kearney, L.R.C.P.&S.I. and L.M. 

McCall.—On Séptember 9, 1949, at Rudgwick, Sussex, Annie McCall, M.D. 

Martin.—On September 5, 1949, at St. Mary’s Hospital, Paddington, London, 
W., William Whittle Martin, M.B., Ch.B., DPH, oi the Manor House, 
Southwick, Sussex. 

Mon —On September 8, 1949, Henry Henderson Moll, M.D., F.R.C.P., aged 

Doini —On September 5, 1949, at Old Manor House, Epsom, James 
Alphonsus O’Connor. M.B., Ch.B., Jate Indian Army, aged 55. 

Roberts.—On September 8, 1949, at Hessle Moor, Heswall, Cheshire, Hugh 
Leslie Roberts. M.D., aged 89. - 

Robertson.—On September .6, 1949, at 178, Burnage Lane, 
William Robertson, L.R.C.P.&S.Ed., L.R.F.P.S., aged 78. 
Seah.—On August 29, 1949, at Findon, Sussex, Eng Khway Seah F.R. C.S.. 

aged 50. l 
Strain.—On September 10, 1949, William Loudon Strain, M.B, C.M., of 4. 
Hove Court, Raymond Road, Wimbledon Hill, London, S.W. 
Walker.—On September 3,-1949, at Aberdeen, James Robert Hall Walker, M.D. 
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Any Questions ? 





‚Correspondents should give their names and addresses (not for 


which should be typed. We publish here.a selection of those 
questions and answers which seem to be‘ of general interest., 
Myasthenia Gravis ü Š \ 
Q.—in view of “the antagonism between the action of the. 
thyroid gland and of the` thymus, would methyl thiouracil be 
worthy of trial in myasthenia gravis ? 


A.—Thymectomy is of value in myasthenia gravis. , An 
important paper on this subject: appears in: the opening pages 
of this issue of the Journal. Thyroidectomy is not known to 


. forceps ? 


is 1 part of profiavine (2: g- diaminddcridine sulphate) . i 

99 parts, of sulphathiazole. Proflavine ' ‘stains, but for ` RA 
reasons—notably its constancy of composition, lower tissue 
toxicity, ‘and. lower solubility—is | otherwise superior to acri- 
flavine. , The: advantage ‘of using a relatively much less soluble 


; antiseptic ‘in: powder form is that a more persistent effect ‘is 
publication) and include all relevant details in_ their questions, š i d j 


obtained than with a solution.. 

Mercury perchloride is not “ bland,” it is exceedingly toxic, 
and should never be applied to any part of the pony except, 
possibly, the intact skin. - l l 


Pigs g ' Dose of Chloral for a Baby 


Q.—How far can chloral be safely pushed in the symptomatic 
treatment of restlessness” in a newborn child delivered: with 
Would you consider a .four-hourly dose of.I gr. 
(65, mg.) harmless if given over a period of two or three days, 
’or could such a dose cause liver damage and/or respiratory 


be of any value in myasthenia pravis uncomplicated by : embarrassment due to lack of movement brought about by: the 


thyrotoxicosis, and it is doubtful if it is of value in true 
myasthenia gravis, which may be present at the same time as 
thyrotoxicosis but not 4 sequel to, it... On the other hand, 
thyroidectomy is definitely of value in that form of myasthenia 


‘ever, to conjecture that methyl: thiouracil would be of any. 
value in idiopathic myasthenia gravis. If it did prove of value. 
it might not be regarded as suitable therapy, because of the 
need for its persistent application for the .duration of the 
disease. ı In assessing any form of “treatment it must be 
remembered that myasthenia gravis undergoes spontaneous 


remissions which may last for many monti, 
ł 


7 P Tiendvoris in Infants 

Q. 
in children under the age of 2? Tablets or stint are unsuit- 
able for infants because of the’ inadequate swallowing reflex, 
and frequent enemata are contraindicated on psychological 
grounds. Ys there anything that cans be’ given in liquid | sore 
‘and still be effective in the large bowel ? 


A.—The best treatment for threadworms in an infant under ` 
2 years is gentian violet. The usual plan. of dosage i is to give 
i/6 gr. (11 mg.) daily for each year of age, in’ divided doses, 
two or three times a day before meals. The course is usually 





. one of five days with five days’ break and then a second five 


days of the drug. Meanwhile ‘gloves and pyjamas,should be 
worn to prevent night scratching (if napkins have been left 
off) and a little ammoniated mercury ointment smeared round 
the anus at night. Unfortunately to give gentian violet there 


, Is no satisfactory alternative to capsules, and the administra- 


tion of these to a young infant is a skilled job. Probably the 
best solution would be the temporary admission of the child 
to hospital for each of the five-day periods. If psychological 
trauma is feared from this, a nurse might visit at home, but 
the situation demands a.nurse trained in ‘work with children, 
and she is more likely to be, successful in hospital. It is wori. 
while remembering that threadworm infestation i is often familial, 
and if a young baby has threadworms then the same may apply 
to older children or even to the parents, in whom there may 
be no symptoms. While the infant is in hospital the rest of 
the family ‘might, be investigated and treated if necessary. 


~ Antiseptics for- ‘Minor Dressings > -. | 3 


- Q.—For constant use in minor dressings acriflavine: has the: 
disadvantage -that it stains the hands, dressings, towels, etc. 
Is there any comparably bland antiseptic that does not pro- 


duce staining (mercury perchloride, for example), and that can. 


be substituted for routine use in the surgery ? : 


A.—Yes: 5-aminoacridine hydrochloride . (“ monacrin ”}—a 
substance of the same chemical nature as acriflavine, and having 


- a.similar ‘action on bacteria and a rather lower tissue toxicity, 


but non-staining. If the’ inquirer is. ‘referring to prophylactic 
application to accident wounds there is much to be said ‘for 
abandoning- the use of solutions ‘altogether and thus _ largely 
overcoming the difficulty of staining. The alternative method is 
insufflation of a powder for which the formula in common use 
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It is difficult, how- 


‘tinued for several months. 


. response of symptoms, such as the relief of pain. 


narcosis ? Is it justifiable to give chloral as a routine to 
“ stressed babies” ? 


A.—lIt appears quite safe to give chloral hydrate 1 gr. four- ` 
hourly to a newborn child, and this is a recognized form of 
treatment for infants suspected of cerebral irritation. Usually 
the dose is gradually reduced as’ the irritability improves. It is 
inadvisable to give chloral routinely to “stressed babies.” 
There-is usually a cause for the irritability, and this should be 
sought and: corrected. .However, there is the irritable infant 
of a “highly strung” mother that usually responds well to 
1 gr. of chloral hydrate before each feed, and this can be con- 
Children tolerate chloral very well 
and rarely show toxic ‘symptoms. It is unlikely to cause 
respiratory embarrassment in the newborn, but if cyanosis is 
prevent oxygen conia be given. 


N 


Dermatitis Due to ‘Cold Permanent Waving ` 


Q.—What is the treatment for dermatitis of the scalp caused 
by cold permanent waving? . 


A.—If not due to idiosyncrasy, this is probably a chemical 
alkaline dermatitis. It may be necessary to cut the hair if 
there is much exudate and matting. A 0.5% aluminium acetate 
lotion, or. washing the scalp,with permanganate of potash.1 in 
8,000 followed by the application of liquid paraffin or olive 
dil, would be suitable. An ointment composed of gentian violet 
24-gr. (0.16 g.), salicylic acid 5 gr. (0.32 g.), coconut oil 120 gr. 
(8 g.), Halden’s- emulsifying ‘base 120 gr., with soft paraffin up 
to 1 oz. (31- g.), is also effective, the head being wrapped in a 
turban after the ointment has been applied, although the stain- 
ing may not -be appreciated. 

Thè questioner might be interested ‘in an article by Cohen 
(Arch. Derm. Syph., Chicago, July, 1949, p. 14). 


Stilboestrol for Prostatic Cancer 5 


Q.—Whai is the scheme of dosage. of stilboestrol for 
_ prostatic cancer, and how long can treatment be continued ? 


A.—For cancer of the prostate it is usual: to start with a dose 
of '5 mg. of stilboestrol daily. This is continued for: one week, 
and the dose is then reduced to.0.5 or 1 mg. daily. The amounts 
given depend on the fall in the acid phosphatase level in the 
serum, which should be estimated at intervals, and on the 
There is 
therefore no fixed maintenance dose. This treatment can be 
continued indefinitely, and patients have been treated for several 
years. 

a, hae Ozone as an Aerial Disinfectant | ; 


Q. = ‘machine producing ozone is being installed to improve 
the stuffy atmosphere of a workroom, Is the prolonged inhala- 
tion of ever small amounts of ozone harmful ? Li 


A.—The action of ozone on the tissues is similar to that of 
chlorine: it’ irritates the mucous membranes, ‘particularly the 
respiratorý and ocular membranes. The Heating, Ventilating 
and Air Conditioning Guide, 1946, states that “the allowable 
concentrations in the breathing zone are very small, between’ 
Q.01 and 0.05 part per million parts of air.. These are much 
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too small ‘to influence , bacteria. Higher | concentrations are’ 
‘associated with a pungent, unpleasant odour and considerable | 
discomfort to the occupants. One part per million causes 
Tespiratory, discomfort, headaches, depression, and ‘a lowering 
of ‘the metabolic rate. ...”, Experimental . evidence on the 
merits of ozone as an aerial .disinfectant has led to the con- 
clusion that ozone in concentrations that can be breathed over 
long periods without irritation cannot be-expected to provide, 
any ‘effective protection’ against airborne bacterial infection. 
Perhaps the best way to improve a “ stuffy atmosphere ” in a 
TONDI is by attention to ventilation: 
. | ' Food Value of Glycerin \ 
Q.—Has glycerin any food value and does it conduce to 
putting on weight? I have usęl jam and: marmalade made. 
' with glycerin instead of sugar, for diabetic patient, as it has 
little carbohydrate value. 


A .—Glycerin is-a trihydroxy-alcohol. It is ‘absorbed readily, 
and ‘after absorption- acts as a source of energy. It is ‘alléged _ 
‘that it ‘lessens glycosuria in diabetics. As. a food -it spares, 
fats but does not influence protein metabolism. 1 : 
p : Fat Deposits - . ne 
Q. d ‘woman: ‘has large pads of fat over each hip-joint and 
the inner aspect of both knees; the swellings in the latter site 
are discoloured, somewhat ‘inflamed, and a little painful. 
upper part, of her body, ‘arms, face, neck, and breasts are, 
normal. 
Japanese P.O.W. and had- beriberi. Treatment by diet, radiant 
heat, medicines, and glandular products has had little effect. 


‘Would this bé a case of Dercum’s disease, and can you suggest’ 


any. treatment? C 


A.—This description is not typical of Dercum’s disease, in 
‘which the, fat. deposits are strikingly tender. It is somewhat 
more suggestive of symmetrical’ lipomatosis. However, in both’ 
conditions treatment is most unsatisfactory, and the patient. in’ 
question appears: to have tried almost all known therapeutic 
methods without ‘benefit... As the deposits are so localized, it 
would be worth her while to consult a plastic. surgeon, as 
possibly excision could be undertaken. 


i t 


. Kaolin and Bismuth | i 


, Q. —During the war, in the treatment of gastric and intestinal 
conditions, bismuth compounds ‚were largely replaced by 
substitutes that .were more accessible or less costly. Now, 
‘although “bismuth is readily obtainable, there appears to be a 
tendency to continue to prescribe the substitutes. Is there any' 
authoritative evidence that salts of bismuth have a superior 
therapeutic value ? E es 


fd 


A.—During the war bismuth compounds’ were replaced by 
kaolin. This is a-fine powder, like bismuth carbonate, which: 
acts by adsorbing irritant substances. Neither bismuth car- 
bonate nor‘kaolin has much power to neutralize hydrochloric , 

. acid, There is no evidence that bismuth salts have a superior, 
therapeutic value. 
a Rr Tl 


` Bariey. Sugar and’ Cerebral Metabolism a 


| Q.—I have an elderly male patient suffering from a moderate - 
, degree of Parkinsonism. He finds that barley sugar gives him 
more direct benefit than any of the new drugs on the market. 
~I note that Quastel states that the, brain, only absorbs nourish-. 
ment in the form of glucose. Does this mean that table sugar 


and many forms of confections consisting | of sucrose are of no 
p 


therapeutic yalue ? ji 


A.—Barley sugar is a vitrified tonb of sucrose. If the patchit 
; derives benefit from its use, therefore, it seems unnecessary 
to resort to glucose or to foods containing it. While Quastel’ ° 
would agree that glucose, which may be derived with fructose 
from the hydrolysis of sucrose, is the most plentiful metabolite 
supplied by the blood stream to the brain, he would hardly » 
support the view that it is the brain’s sole source of nourish- 
‘ment. He has himself ‘shown that the brain may metabolize | 
other substances, including glutamic acid. 
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The ` of classic simplicity, “ 


The .patient suffered considerable priyation ‘as ‘a' 
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NOTES AND COMMENTS 


Transitory Retrobulbar Neuritis—Dr. HuGH GARLAND (Leeds) 
writes : Your feature “ Any Questions ? ” is often useful in supply- 
ing the, answer to problems the answer to which, might otherwise be 
difficult’ of access.. The quality of the answers is usually high, but 


`Í would call your ‘attention to the answer to the question, , “* What 


may be the cause, apart from disseminated sclerosis, of-a transitory 
attack of retrobulbar neuritis ? ” (August 13, p 397). Your 


‘ anonymous authority prefaces his answer by dividing the causes into 


three groups, of which the first is “ functional disease.’? One can only 


assume that by this he refers to hysteria, but, if so, why not say so ? ’ 


He then states that various authors, differ in their views about the 
, place of nasal disease and focal sepsis as causes of transitory , retro- 
bulbar neuritis without dmaking any critical comment of his own. 


Surely there is no shred of evidence that retrobulbar neuritis’ ever. 


results’ from such localized sepsis: He goes. on to state that there 
is a natural tendency to spontaneous recovery, but the. question only 
relates to transitory attacks. He then proceeds to give a list of 
__ causes (presumably which he himself accepts) of the most remarkable 
‘diversity. Has anybody ever, seen transitory amblyopia caused by 
alcohol, tobacco, or,diabetes ? The optic atrophy, enlarging scoto- 
mata, and progressive visual failure sometimes, complicating 
pernicious {anaemia are by no stretch of imagination transitory, and 
even with intensive liver tredtment ‘improvement is: extremely slow. 
Is' there any proof that either syphilis (and, if-so, syphilis of what 
structure ?) or plumbism.ever causes transitory ‘blindness ? Why 
‘should post-partum as opposed to any other form of haemorrhage 
be singled out as a cause of this condition ?, His next cause is one 
sepsis.” Disturbances of nutrition as a cause 
of failing vision is presumably a reference to that form of optic 
atrophy seen not infrequently 'among prisoners-of-war, but there is 
nothing transitory about this condition, and so far as I know all 
the affected persons were left with permanent disorders of vision. In 
what way, one’ might ask, can menstrual disorders cause transient 
amblyopia, unless this be hysterical ? And the same would apply to 
pregnancy. r 

One by no means uncomnion cause of transient monocular blind- 
ness which is not mentioned is. the aura of an.attack of migraine. 
‘You might say that here the basis of the visual defect is not “ retro- 
bulbar neuritis,’ but I- would suggest that if most of, the above 
causes ‘ever, in fact, operate they certainly do not | produce an 
inflammatory lesion of the optic nerve. :The final statement is that 
“some attempt has been, made in this list to indicate the frequency 
‘of the causes,’’ but I can find no reference to the frequ cy either of 
a single cause or of the condition itself. Surely it is time for the 
universal recognition of the fact that transient “ retrobulbar neuritis ” 
, should always.be regarded as a manifestation of disseminated sclerosis 


. or one of the rarer EER diseases of the central nervous 


system. ' P 


Acroparaesthesia. —Dr. M. G. Goan (London, N. 111) writes : 
. With regard to the question on acroparaesthesia (Journal, August 27, 


» 


p. 495), I should like to say that my personal experiences do not i 


agree with the opinion expressed in textbooks on the nature of this 
disease; which in recent, years seems to have become more frequent. 
In the last five years or so I have successfully treated more than! a 
dozen cases, mostly in women, rarely in males. In my experience 
acroparaesthesia is caused by an “ idiopathic myalgia m ‘of the elbow. 
The characteristic “ myalgic spots ” are regularly to be'found in the 
origin ‘of the flexors and/or, extensors of arm and| wrist. An 
appropriate treatment with small quantities of procaine, relieves the 
complaints and cures the disease without delay. | 


,. Angioneurotic Oedema.—Dr. S. H. Craic (Feeny, Co. Landet: 
derry) writes: With reference to the question and answer under this 
heading (“ Any Questions ?”’? August 20, p. 448), I have suffered from 
this trouble for 30 years. I ‘had very severe attacks, but I found that 
sodium citrate 1 dr. (4 g.) in water, increasing the dose by 1 dr. 
with every attack until I got up to 4 dr. (16 g.), acted like magic 
.and never once failed. The attacks_have been getting ess’ frequent 
and.are now only a few times a year. 


~ 
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o Sir HENE “AGE | OGILVIE, KB: E! Mh PRC. S.. . 
aru she a f ' Rro to Guy's Hospital: SoG a ; i 
We are constantly receiving impressions bý ali our senses— * They coneis shut’ out all new experience by piece 


by touch, sight, sound, taste, and smel|—and all: these fying. everything. under headings already fixed. Thus astro- 
impressions are experience.. The baby starts’ ‘to: convert nomers ‘dismissed’ for years the observed experience of the 
experience, into knowledge: before: it’ can talk it is already” vatiations-in the perihelion of Mercury by classifying them ` 
grouping, impressions by their likeness or their difference, > under the ‘heading of-instrumental error, and correcting for, 


‘and forming vague conceptions like Aa mother,” A food and . them by averaging observations. . Thus scientists in the last 


hunger,” “dangerous and friendly.” The growing child, war boosted, a valueless antiserum for gas gangrene because 
the adolescent, the grown ! man and woman, continue the- it had been proved in the laboratory to protect mice from 


same” process. Impressions crowd in upon them, giving the effects of the intraperitoneal injection of cultures of 


them, the raw material—experiehce—which is: converted ` Clostridium » welchii,vand supported their advocacy by a 


into the finished article anew ede, the factory of the series “of: meaningless observations in the field, while ignor- 


mind. - 2 ing the significant experience that men transfused early and 


Experience comes: to all. it comes, equally to’ rich and . l adequately ‘with whole blood seldom got gas gangrene. 
poor, old and young, just and unjust: Yet some learn’ from ‘Thirdly, because; having made the whole of one branch 


‘it no more than.a reflex existence, the knowledge to.eat and’ ~ of” ‘knowledge their province, they fail to attain that last 
- sleep and breed, ‘to read the thoughts" of others on the achievement of education; the knowledge of where their 


printed page or live the emotions of others on the lighted .` :experiénce’ is inadequate, of where their knowledge ceases 
screen, to exchange a small assortment of hackneyed phrases’, and’ their ignorance’ begins. Having acquired supreme 


-with other robots. Some build up knowledge and become, mastery’, of ‘one, department of learning they are apt to 


wise: they develop a personal outlook’ that enriches others’. assume. “that. the whole is theirs, to forget that the highest 
and adds to the store of their time. : The ‘reason for these ' wisdom:i ‘1s the realization that no man can know everything, 
differences lies not in the quality of-the seed but in that’of:, that hë j is indeed wisest V who knows his ignorance and where 
the soil.on which it falls. Impressions are fleeting thitigs. | to turn. for: help when ‘he needs it. One of the greatest 
They cannot. live unléss they are welcomed, studied, com- physicists’ since Newton, died needlessly and before his time 
pared, classified, ‘and. grouped. ° . Experience’ can’ be-madé -` because’ “he treated. his‘own strangulated hernia with house- 
useful - only ‘by, certain qualities ‘of the mind, some: given’ hold remedies and turned only many hours too late to those 
by inheritance, some: by - parental. example, some by the- who had made such ailments their life’s ‘study and who 


influence of teachers ‘or writers. Jf ta te» could “have ‘saved him. > , 
i © ag Ee Ay ves The beginner fails’ to use experience because to him it 
Failure to Learn from. ‘Experience hee a ae ds sO ‘multitudinous ‘that he cannot handle it until he has 


it 


People: fail to learn from experience for three ‘reasons. acquired some of the technique ‘of the warehouseman or 
First, because they. have not learned, the habit of’ ‘thought: filing clerk. ‘The. learned man is, often blind to new experi- 
They bolt their impressions without: savouring | them, as‘ a ence because,the mass ‘of knowledge he has acquired: seems 
dog, bolts.his food. ' They do not take their raw ‘material to him. complete,-and. he sits;.old, ‘weary, and disinterested, 


‘into the factory,-but ‘let it-pass straight from the delivery. ‘ among: -his hoards, looking with lack-histre eyes: on- any new 
gate to the refuse. dump. - They ‘never _Classify——that ; is, treasure that is offered to him fot acceptance. The ideal is 


they never,say to themselves, “i ‘Something like this happened the man’ of leárning ‘and wide classified experience who is 


‘before, in the same circumstances.” Thus they never yet able, to see and appreciate at its proper valtie the new 


take the next, step, from experience to experiment, to,.decid- fact which does ' not fit into its appropriate niche. Such 
ing, by repéating the circumstances, whether the: likenéss_ are: our geniuses. ' Such: was’ Hunter. Such are Binstein 


observed between two PARSE SS was “an accident ‘or: a and Fleming. Fae S K 
consequence. ’ “$ ‘ es ae cai ae oa ‘Broad Principles. a 


Secondly; because they. hav Giassified too A or - rather’ a "Where SO- ‘many ‘fail,’ how. are we, who wish to do ‘uate 


` because they have allowed their habits of thought.to’ become ` é ‘han the:.plodders’ but can never hope ‘to catch the leaders, 


automatic. _ They have organized their factory ° fot mass ` to fpake the best use of. the experience that life’ offers to 
production, so that`it cannot, deal with the unusual order. us? ? Most of us, realize that such use as we. have made of 
` *Hunterian Oration (abridged) delivered to the Hunterian Society ° ee? erience has been due: to chance rather. than to conscious 


-on March 7. “ane full text, will” appear, in the.Society’ S Transactions: planning on our. part.. Most, of k cherish the belief, that, 
ae cae E O oa = 4629 
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were we to start again on a well-designed and documented,- 


system we should get much further. 
agree on certain broad principles. 
‘First, we -should make our experience as rich arid as 
varied as we can ; not hunting sensations, for the conscious 
search for new stimuli soon deadens the ability to receive 
any and abolishes that eager scrutiny. with which we should 


We can, however, 


examine those fresh experiences that come naturally, but . 
_ Welcoming’ experiences from whatever source. 


We should 
Keep our receptors uncovered and ‘sensitive. We should 
‘not refuse to'see, hear, touch, or taste anything because we 
have , been warned against it or because it comés to us.in 
unpalatable guise. 


- Secondly, we should’ examine each fresh experience with 
cael scrutiny and an open mind. Even though it.be one 
of a group with which we 'ʻare already well familiar, does 
this one contain anything new ?- Does it repeat and confirm 
the category to which we had already allotted- the others,’ 
or does it bring some fresh aspect which should impel us 
to pull the others out of their pigeonhole and look at them 
again? © / 

Thirdly, having examined and accepted it we should turn 


» It over more carefully in our minds; appraise it, classify 


it, and allot it to one of the trays on our. mental desk— 

“action,” “‘ pending,” or “finished.” $ 

Fourthly, in all our use of experience we should jealously 
preserve our individuality. Each of .us is something new 
in this world. There has never been anything quite like us 
before and there nevex will be again ; and that “us-ness ” 
We must look at the 
guidance and the knowledge we get from books and from 
teachers as a help but not as a directive. 

Fifthly, we should pause from.time to. time for a com- 
plete spring-cleaning. We should haul out all our treasured 


‘Stores of experiences, dust them, and stand back and look 


at them. Are they ‘all worth keeping ? Would some of’ 


Experience properly used gives us a set of standards by 
which fresh experiences can be judged. We learn to. sum 
up -our patients quickly and fairly accurately as human 


- beings—if they are genuine, self-dramatizers, or humbugs, if 


they are brave or timid, if they are minimizers or exaggera- 


_tors, if they are concealing something or merely nervous 


and in the light of this assessment we are able to allot:a° 
correcting ratio to the.symptoms,they relate that gives it 
an absolute value in our diagnostic assessment.- We learn 


- to evaluate pain, particularly its severity and its nature, and 


' to- construct a scale-of ‘our own by which we associate 


certain ‘pains with certain diseases. We learn that too much 
pain in too many places is just-as much an indication that 
nothing is seriously wrong as no pain. We learn to know 
when a patient is ill, when one who has been ill is’ getting © 
better, or when one who was on the road`to recovery 
has taken a turn for the worse. We come to say, by instinct 
rather than reason, “ That child ïs too ill to, be suffering 
from appendicitis, noe That pain is not ‘severe .enough for 
gall-stone colic.” We learn what disease ‘to. expect at 
certain ages, in either sex, and in persons of certain appear- 
ance, occupation, or bodily habitus. We become so familiar 
with all the characters of common complaints that one 
single unfamiliar feature strikes a warning note without. 


our having had recourse to the eee Proces. of 


P 


reasoning“ 
Physical Signs 

We learn to use physical signs, first by rule of thumb, 
later as conveying certain specific but limited information 
that is-entirely accurate within those -limits. , Some of the 
physical signs that were drilled into us as students have no 
more value than in'repeating an obviots fact, in alternative 
and less simple language. All the eponymous signs linked 
with the exophthalmos of Graves’s disease, Stellwag’s sign, 


von Graefe’s sign, Moebius’s sign, tell us nothing except 


them go better in another ‘place ? Do some of the bits that - 
' seemed to be disconnected when we, put: them’ away fit 


together now ? Where have we got to? How did we’ 
get there ? What lies on each side of us ? How are those 
faring who are ‘going along the same road? What lies 
ahead ? Is it the right path, or have we reached a turning- 
point ? Whichever is our goal, how do we get-there ? 

. Lastly, we should all the time remember that we are at 
one ‘stage of a journey. So far so good; or is it?. A 
further journey and possibly better things lie ahead. As we 


` travel we must keep a spirit of alert and adventurous 
_inquiry. We must never look on any conclusion 4s final, - 


but merely as the best we have been able to do with the 
material we have encountered so far. We must seek Truth, . 
remembering ‘that when we meet her it may be in a guise 


, we do not expect and coming from a quarter we have 


» 


despised, and when we have found her we must follow her. 


Experience and Judgment ' x 
What haye any of us learned from experience ? If we 
are honest with ourselves we must answer, “ Not as much 
as we should have.” Without a lifelong and unflinching 


- honesty with ourselves we can learn’ nothing. We may 


dress the shop window as we like, we may develop a sales - 
personality that is convincing to others, but unless our 
accounts and our stock-taking are entirely honest we shall 
finish as cheapjacks.” The greatest of the men before us 
said, “ The art of Medicine is long and time, is fleeting. 
Experience is fallacious and judgment difficult.” ‘But with | 
EXPERIENCE carefully recorded and sorted, judgment will 
come.: K 


that the patient is pop-eyed, a fact we already know. Before 
-any of those signs are present the experienced eye can 
detect an early exophthalmos in a slight puffiness of the 
upper lid that separates the appearance of the patient from 
that of the many'thousand normal men and women whom 
we observe daily with'no more than å casual glance in the 
bus and the tube. More important than the names ef these 
buried worthies and the elicitation of their signs is .the 
establishment, without leading questions, that, the eyes 


have, in fact, become more prominent. "This can be.done 


by asking if friends have remarked on any change in her 
appearance, or by looking at a photograph taken before 
the illness started. The fact that a tumour in the flank can 
- be pushed between a hand in front and one in the loin does 


` not necessarily mean ‘that the tumour is renal ; all it tells 


us is that the tumour and the kidney move as one. ` In most 
cases a tumour that gives this sign is one arising in the- 
kidney, but I have recently seen a largé mucocele of the 
gall-bladder and a cystadenoma of the head of the pancreas 
give the same sign. - i 


We must regard thes rules of diagnosis with the same 
critical impartiality. Courvoisier’s law, that in obstruction 
of the common. bile duct by stone,dilatation of “the gall- 
bladder is rare while in obstruction due to other causes it 
is,;common, is nearly always reliable, but Courvoisier’s 
explanation of his law, that in cholelithiasis the gall-bladder 
cannot distend because it is fibrosed, is rubbish. The gall- 
bladder full of stones is often normal in appearance, con- 
centrating power, and microscopical structure, and if the 
stone obstructs the cystic rather than the common duct iť 
can distend to the most enormous size. In any case fibrous 
tissue, however dense, becomes plastic when it is inflamed, 
and in the presence of low-grade infection even the toughest 
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. fibrous structures in the body, the capsule of the hip-joint 


and the atlanto-occipital ligaments, can stretch. The gall- 
bladder in common-duct obstruction by stone does not 
dilate, because the obstruction is partial and intermittent. 


We learn by experience the simple truth that our task is.. 


to treat the patient and not the disease, 'that very often the 
disease that is so obvious to us ‘is not the trouble that is 


worrying the patient, or perhaps that it is just part, and not ` 


necessarily the most important part, of a general derange- 
ment of function. The disproportion between the ‘lesion 
and the general health of the patient in cancer is a matter 
of constant wonder to the observant doctor. Often we 
see a patient on the cemetery side of 50 whose sallow com- 
plexion and rapid loss: of weight and strength tell the 
unmistakable story of malignancy, yet we find nothing until 
a routine radiograph shows a small carcinoma of the lung. 
Yet again we see a man or woman with advanced cancer 
- in a state of rude and robust health. i 

The temptation- to treat a clamant lesion is almost 
irresistible, particularly to the surgeon. , Ea 

A public-school boy. was recently sent to me for internal 
derangement of the knee.. He could produce a crack like a 
pistol-shot from both'kneeS by kneeling down and then bending 


forwards. I could reproduce the same crack in a muffled form, - 


and found it came from the posterior horn of the internal 
cartilage, and not, as I expected, from the external one. It 
was very tempting to suggest bilateral meniscectomy. But 
these cartilages, though they cracked,~never locked his knees ; 
though they were abnormally mobile they were not dislocated. 
He had a history of asthma and fainting attacks and a pro- 
nounced cardiac arrythmia, and his knee noises were part of 
a general locomotor atony that was obvious in a laxity of al! 
his joints and that would have been made worse by: meniscec- 
tomy at this stage. He required careful observation and nursing 
through the hazards of adolescence by a wise physician, with 
surgical intervention as a possible side issue in the future., 
During the summer a lady of 73 came to Guy’s with veins 
the diameter of a fountain-pen running their tortuous course 
-from the groin to the axilla: on each side, but not approaching 
the umbilicus. 
vena cava. In a search for the cause of this obstruction ] 
asked for a barium meal, which *showed ‘the largest duodenal 
diverticulum ever recorded, a cavity the size of a tennis ball 
full of air and bismuth. I admitted her for laparotomy, but, 
fortunately for me and for her, I was served by a registrar who 
is wiser than I. ““ Why operate ? ” he said. “The lady has an 
obliterated inferior vena cava, but that is a historic event; 
her compensation is complete, she has no oedema of the legs, 
and her renal veins are not involved. She has an enormous 
diverticulum, but that is no more than ,a show-ground ‘exhibit ; 
it may originally have had something to do with the thrombosis, 
but it is now symptomless' and harmless. She is as fit as any 
woman of her age, fitter than most.” So we sent her out, with 
strict instructions to come again to Guy’s if she felt ill, for 


though her lesions may not need operation they certainly need 
/ l f 


. preservation for posterity. ` 


War Experiences | 2 
War is the winnowing-ground of experience. During:the 
recent war we learned much of the fundamental problems 


of injury and infection.” We also had the opportunity, . 
never offered in peacetime, of studying the common ailments- ` 


in significant numbers. ` In this way we learned some things 
that are surprising, even shattering: We learned that non- 
specific epididymitis, which is barely’ mentioned in text- 
books, is ‘eight times as common as gonococcal epididymitis 
and 28-times' as common as tuberculous epididymitis. ` We 
learned that stress fractures, peacetime rarities, become 
quite common when adolescents are suddenly called from 
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through a ureteric catheter. 


She clearly had obstruction of the inferior, . 
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young man, performed by the average British surgeon in 
the average British hospital, has a recurrence rate of 20%,. 
and that three-quarters of the recurrences take place in the. 
first six months. We learned that the treatment of varicose: 
veins in this country_is'not much above that of the African 
witch doctor. The recruit seen to have visible veins on. 
theJower limb was, sent automatically to a vein clinic, auto- 
matically transferred to hospital, and automatically treated 
by the method in vogue at the moment, just as a pig that 

-walks up the ramp of a Chicago factory is pretty sure to 
come out the other end as two hams, two sides of bacon, 
and several pounds of sausage. i7 

I and my fellow consultants came to two firm conclu- 
sions—that the presence of visible veins along the saphe- 
nous system or even of mild aching in hot weather after 
long standing is not necessarily an indication for treatment, 
and that the, injection-of sclerosing substances has no place 
as the sole or as the primary treatment of varicose veins. 

I personally would discourage the. injection of varicose 
veins at.any stage. They should either be left alone or be 
treated by high saphenous ligation, a safe but no means 
simple operation that is nearly as badly done to-day as is 
that for hernia. The communications between the super- 
ficial and the deep veins,must also be closed. This may 
be done by‘ several methods, only one of which is really 
reprehensible—retrograde injection of sclerosing solutions 

I know of two deaths that 

have followed this procedure. I have also seen a young 

officer changed thereby from a good rugby threequarter to 
an oedematous invalid. ~ 


~ 


“ 


The Hollow Needle .- 


‘This needle has been a mixed blessing. It must bear the 
responsibility’ for spinal anaesthesia, and for a number of 
procedures that substitute blind chemical destruction for 
clean anatomical removal, such as the injection treatment 
of veins, haemorrhoids, herniae, hydroceles, ganglia, 
bursae, and other local swellings. On the other hand, it 
has allowed the intravenous administration of fluids—a 
method .that may be life-saving, but one that is greatly 
misused to-day. Some people never seem able to allow 
their patients to use the Channels designed by nature to 
receive nourishment and to evacuate waste. Food and 
fluids given by the alimentary canal allow the tissues to 
select and keep what they want, and to reject what is harm- 
ful or surplus to requirements. Fluids given intravenously 
by-pass all-the defences set up by the body to protect itself 
‘against excess of -any constituent, against bacterial entry, 
against thermal, chemical, or physical damage ; they give 
the patient what the surgeon thinks his tissues need and 
what they are dammed well ‘going to get. Nearly all drips 
set up at the start of an operation are not merely unneces- 
sary but harmful. ’ At least half of the drips set up after- 
wards are an automatic routine or an assurance against 
worry rather than a considered form of therapy. , 


~ 


` 
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Experience and Wisdom 


But I would return to my main theme, that from experi- 
ence. we should derive wisdom. Let us remember that 
experience is never finished and wisdom is neyer complete ; 
that we are always more likely to meet the common than 
the unusual, but that what appears at first to be a simple 


„and familiar clinical problem may yet be something we have 


never met, even something hitherto' unrecorded ; that no 
problem is so straightforward that it'does not need careful 


sedentary jobs to strenuous exercise. We learned that the ~ study, or so difficult that some solution will not appear if ° 


average operation for the repair of an inguinal hernia in a 
« x ` 
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we seek steadfastly. 
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As a surgeon. gets older he tends to accumulate the rari- such- metastases as are’ ‘visible, palpable, or radiologically 
ties, the difficult decisions, the- doubtful issues that’ lis,’ demonstrable, but he cannot even guess whether malignant 
colleagues are only too pleased to pass on. I will mention | ' cells have ‘already ‘got by the lymph stream to further or 

` a few that I ‘have had in the past year. E ‘aberrant glands or by the blood stream to distant parts. of 

An old mari came to hospital with vague in digestio aie “An ' ‘the body. Such cells, if they are few in number, will’ be 1 
indefinite swelling could be felt on the left of his abdomen. undetectable’ by any , means, and they aa da not, declare 
A barium meal-showed that the whole of his alimentary canal - eee for years. ,, l ' i 

.„„ was to the right of the vertebral column, indicating that it was .°; In. 1937-1 performed a conservative resection for a:rectal 

. displaced ;by ʻa retroperitoneal’.tumour. An’ intravenous,’ carcinoma in a woman of 50.. Throughout ‘the, war she 

_ ,pyelogram showed two renal pelves on the same side of “the ‘lived happily and functioned normally. In November, 1945, 
‘abdomen. For. a moment: L jumped’ at the diagnosis ofa she developed jaundice;'and sank rapidly. She died in 


fused kidney, till I realized that the two pelves were not’ on 
the side’ of the swelling but on the opposite side. Operation’ . January, 1946, nearly ten years after her resection, believing 


disclosed ‘a large retroperitoneal lipoma, extending from the she had gall-stones. -The metastases which killed her must 


. pelvic floor to the ‘diaphragm and from the flank to the midline. already have been present but impalpable at. e ee iginal 

. It was removed with little difficulty and not much ' bleeding, and : operation. a eo 

“was found’ to weigh 14 Ib. (6.35 kg.). , In many cases, particularly ‘when no alternative: method 
Another. man ‘ presented- with indigestion, , wasting, and: Ue treatment is available—and this applies to all cancers of 

“glycosuria. ` Radiographs showed that he had a‘chain: of large’: the alimentary tract—the attempt must be made to- erddi- 

stones in his pancreatic duct. I'could get no advice from cate the disease. Operation may seem a desperate ‘chance, 


books or from my ‘friends how such a problem should be ' 
tackled. but I remembered how Roscoe Graham had learticd but the alternative is no chance at all., The patient is like 
„a man in a. burning aeroplane and we are Offering him a 


‘that even a small adenoma could, be felt inthe head: of the .. 
‘pancreas if the pancreas and duodenum were lifted together | „parachute ; to jump is his’ only chance.’ A: surgeon would 
off the right kidney and palpated between finger. and thumb. have no hesitation in taking the chance, wert e he.the ‘patient. 
_ When I did this I was able to push the stones towards the- Dixon, of the Mayo .Clinic, used to’ say, “If ever I get - 
` ampulla of Vater and remove them through the'duodenum. \- cancer, I am going to a. surgeon with gaod harids and not 


Even the simplest case may be more ‘complex than , it . too much sense.’ 
looks. e Gi fe a ' Cancer surgery is full of. disappointments; but, it in has’ 


its pleasant surprises. e a a t 


A man arrived. at Giy’s complaining of a small sinus ‘in the ni ee \ 
right iliac ‘fossa but otherwise perfectly well. The; students , ‘In: 1935.1 saw a mañ of 55 with a carcinoma just abota 


immediately Suggested , actinomycosis, ‘but all of us ‘were the pelvi-rectal junction. At laparotomy I found that ‘the 
astonished to, find that lipiddol injected into the sinus outlined ` „growth; was fixed in the pelvis. On freeing: it I found that 


_ all the burrows of a horieycombed liver and then passed; ‘the right wall of the pelvis, the appendix, and’ the ileum ‘4 in.. 


` through ‘the diaphragm to give a perfect bronchogram. "(10 cm.) above the caecum were-all involved in’ growth. I 
‘On the other hand, a case that seems to be desperate may | removed the appendix, then -resected -3 Jin,’ (7. 5- cm.) of ileum 
turn out to be quite: ‘trivial. 5 / and ‘joined the intestine’ end to end. `I removed ‘the pelvic 


..- colon and’ its mesentery widely down to the upper third of the ,° 
A lady of 50 had been known to, have, a duodeno-colic fistula - ‘rectum and did an end-to-end anastomosis; and finally I cut 

_ since she was: 18., “Such a lesion is extremely rare, but ‘repeated away the peritoneum on the. right pelvic ‘wall where it was 
radiographs. had. ‘shown that it was, in fact,. the cause of the - <involved in growth and touched the remaining bare area’ with 
recurring, attacks. of postprandial: diarrhoea ‘from which she’. the cautery. This patient is:as fit to-day as any man of 69, 
had suffered: Betweén attacks she enjoyed excellent health, and brought his wife over from Guernsey’ just before Christmas ` 
and concurred with the advice of her medical attendant that to have ‘her ‘varicose veins’ doné. 

the only risk she’ ran was that of falling into the hands of a | Shortly before I went to Africa in 1940 I saw a woman with 

_ surgeon. However, at 50 an attack that started in the usual 4 carcinoma at the pelvi-rectal junction ‘in the Southern Hos- 
way went on to steady deterioration. Her diarrhoea became, pital, Dartford. , At operation I found the whole pélvic floor 

' more profuse at every meal, and finally ‘the stools contained. “so widely ‘involved that, though I removed .all visible and 

, almost unaltered food. She lost weight rapidly. . palpable growth and metastases as widely as I could, I felt that 

When I saw her she was a skeleton. Three days-later cure was out of the ‘question. I therefore did a Hartmann’s 

. she had lost another 4 Ib. (1.8 kg.) and weighed:5 st. 2 Ib. operation, leaving the’ levatores ani and a stump of rectum and 
(32.66 kg). Operation, which I had wished to postpone till | anaf canal. ‘I saw her again‘when I came back in 1944. She 
she got into better shape, had to be undertaken as an emergency. had returned to her work as a school teacher, had put ón 
I expected, from the recent history, to find that an old fistula ` weight, and’ showed no sign of recurrence, so in 1943 Mr. 
had become carcinomatous. Actually I found, a little tube. Sol Cohen detached the colostomy and reimplanted it im the 
like a section, of appendix joining the third part of' the duo-: -stump of ‘her rectum, giving her once again the supreme 
denum ‘to the "back of the ascending colon. A snip with’ . satisfaction of normal defaecation. 
scissors and two’ purse- string sutures, and the job was finished.. 
A collection of calcareous Jumps showed that the original , High cure. rates and pleasant surprises are usually associ- 

' fistula, had been caused'by a caseating tuberculous gland open- ated, with cancer of the large bowel, but even cancer of 
ing simultaneously into the two ‘viscera; recent ptosis. had (the stomach, that most dread form of malignant disease, 

` distorted and blocked the duodenum distal to it. o * Sometimes belies its reputation. 


t 
f 


. Just before Christmas, 1946,.a proctological friend, who had 

. Surgery of Cancer , . drranged for a patient to come ‘into the Royal Masonic Hospital 

In much of major surgery the surgeon knows the size of for investigation under the provisional diagnosis of carcinoma 
“the job he has to undertake and the strength of his material. < of the transverse colon, asked me to take charge as he was , 

. By forethought’ and preparation he can often simplify the zabout to-leave for Switzerland. The radiological investigation, 

task ‘and fortify the material, and if he finishes with those revealed a large carcinoma of the stomach, invading the trans- 


verse colon and its mesentery. I did a high subtotal gastrectomy, 
two requirements of a successful op eration, a job well done, removing the stomach in continuity with the middle third of 


and a live patient, he can look forward to lasting success. Tn ' , the transverse colon and its 'mesentery—a satisfactory technical 
$ the surgery of cancer, which forms such a large part of his _ job, but a dismal prognosis. , I warned his wife that he was 

` work, he is in the dark. He'can assess the size and site of unlikely to live more than three months at most. This-summer 
+ r za j `~ r A = - ? 


a j ` 
1 a a z | 
r“ ~ k = I 7 \ * a 
= ' 1 5 £ ; ct p t Z \ f 
R \ k l , y 


_ no sign of cancer. 


' “attention to those óf others. 
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he rang me up and asked if he: ‘could show me how well he 


was. Certainly, eighteen months after my, hopeless: forecast, 
he looked as well as any man of his age in Europe and showed 

Fortunately he was pleased about it and 
did not threaten to sue me for £6,000 damages. 


Fallacy of Statistics - >> 
Such experiences, indeed my whole experience, have left 
me with profound mistrust, of statistics. I have not! pub- 
lished mine since I was young and credulous ; 
them up for a particular purpose, and I do not pay any 


said on many occasions, are at-the bottom of ‘all unsound 


teaching ; they are either too P to be true or too trye to, 


be good. i a 


Those who see statistics in hé making are well aware l 


. how errors may creep in or be pushed in. Falsification may 


7 


appear in many ways. The ailing may be transferred: to 
another ward, another block, another hospital, there.to-die ; 

they may develop complications and be entrusted: to. the 
‘care of a physician and disappear from the surgeon’s series ; 

-the unsuccessful cases may be indexed under another diag- 
nosis, or appear in the list of- operations done by the assis- 
tant or the registrar: Quite apart from the temptation: to 
dishonesty, there is, in the keeping and publishing of statis- 
tics, an almost insuperable temptation to the surgeon - to 


-départ from the only criterion of surgical rectitude—the 


best interests of the particular patient, who is in the ‘ward 
to-day and will be on the table to-morrow. 

The surgeon who never-does a ‘severe operation has the 
fewest deaths, but he saves the fewest lives. 
limits his operations on hypertension to a small ‘group of 
young people who respond well to-all. tests has a wonder- 
fully low death rate.and high cure rate, but he passts by 
all those who need help most. The surgeon who closes up 
a high proportion of his cancer Japarotomies as‘ 
able” and reserves his resection for the early growths can 


show a fine record_on paper ; how will he himself show up- 


before the recording angel? I personally-suspect the 'man 


with huge figures and a’ negligible ve pr being a 
. | surgical spiv. 
One gastric surgeon sied the a some years ago: 


yd 


by recording 500 gastrectomies for ulcer with 0. 6% mortal- 
ity. Fine! He then reached a total of 1 ,000 cases with, a 
mortality of 0.6%. Grand ! 
Marvellous.! He 


now has 3,000 with a'mortality of .0.6%. ‘Incredible ; 


“especially as the-gastrectomies are all done ‘under ‘inhala- 


tion anaesthesia with open ether in a clinic where the 
science of anaesthesia is much where Morton left it. It is 


clear that to this man, a’skilled surgeon, the figure of 0. 6% 


is a symbol, a creed, a banner beneath which he goes into 
battle. It is his story, and he is going: to stick to it. “As 
for myself I shall'leave him stuck. The only figures. which 
I find statistically significant are those recorded. anony- 


mously and. analysed impartially by someone with no’ 


personal interest in :the' verdict. ‘Such’ are the many statis- 


Empire Cancer Campaign, and Truscott’s analysis of twenty 
years’ ‘records of cancer: of, the rar at the Middlesex 
Hospital. : ` l E a 


EE 


= I have said,- in my Rutherford Motison: erae, that ; av: 
man is brought into surgery by a love of his fellow men 


and a sincere wish to help them. , As the years go by experi- 
ence will increase. that love and, if he-wses it right, will 
make his power to: help more ‘effective. But he must leave 
it to others to judge in how far he has succeeded. 


é 


mn 
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Personal statistics, as I ‘have, 


* inoper-. 


A little later he popped. up 
- with 2,000 with a mortality of 0.6%.’ 
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indeed, I , 
do not know them now unless I ask my registrar to look" 


The mani who. , 
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In a previous report- .on the treatment of 18 cases of sub- 
„acute bacterial endocarditis with penicillin (Ward, Meanock, 
Selbie; and Simon, 1946) it was stated, that the biochemical 
characters of 14 strains’ of streptococci isolated from these 
cases, indicated that some were similar to Streptococcus 
salivarius,' described by: Andrewes and Horder (1906) as the 
most common organism of this type in the mouth and naso- 
pharynx and of frequent occurrence in subacute bacterial 
endocarditis, while’ the others were similar to a number of 
strains. isolated by Okell'and Elliott. (1935) from cases of 
subacute bacterial ‘endocarditis and from blood cultures in 
cases of dental sepsis. 

It’ ‘thus appeared likely that our strains of streptococci 
were of a type often’ found -in ‘subacute bacterial endo- 


- carditis and of common occurrence in the region of the 
mouth. In our further investigation of .streptococci from 


these sources it became evident that biochemical tests were 
of little value for the classification of the viridans strepto- 
cocci because of the inconstancy of biochemical reactions 
‘within fhe definėd species Or groups, as originally pointed 
out by Andrewes and Hordér (1906). We therefore decided 
‘that an attempt should be made to classify these strepto- 


. cocci by serological methods. ' 


‘\In-. this ‘communication, it will be shown that when 
streptococci from cases of subacute bacterial endocarditis 
are tested with a number of antisera prepared by injecting 
rabbits’ with: selected strains. the reactions so obtained form 
a pattern on which a serological classification can be based. 
At will also be shown that streptococci from throat and 
teeth also react with these antisera to form a similar pattern, 
indicating a close relationship between the streptococci of 
-subacute bacterial endocarditis and those commonly found 
in the. region of the:mouth. Some data are also presented 


‘on the relationship between streptococci isolated at different 


-stages in: several cases of subacute bacterial endocarditis. 


a 47O.. o Material and Methods 
` The investigation Was based on 28 strains of streptococci 


. isolated during the past three years at the Middlesex Hos- 


pital , from 19 cases of subacute bacterial endocarditis and 
one case`inm which this condition was suspected, and two 
cultures of- a strain of “streptococcus ‘sb. e.” (Loewe, 
Plummer, Niven,- and Sherman, 1946)—one from a case 
‘of’ subacute bacterial endocarditis and one of the same 
strain after passage through a rabbit—which were provided 
by Dr. Erna Altiire-Werber, of ‘the Jewish Hospital, 
Brooklyn, N.Y. When the work, Was sufficiently advanced 
to show that these streptococci and similar streptococci 
from the throat, teeth, and other sources could be classified 
} ’ ` ; i i , Fa i [ 1 
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serologically, an examination was made of three further 
collections of streptococci from cases of subacute bacterial 
endocarditis. The first of these, consisting of 39 strains 
from 30 cases, was supplied by Professor J. W. McLeod, 
of Leeds ; the second, consisting of 14 strains from 13 cases 
at St. Bartholomew’s Hospital, London, was supplied by 
Professor L. P. Garrod; and the third, consisting of 14 
strains from 13 cases at St. Mary’s Hospital, London, was 
supplied by.Sir Alexander Fleming. 

Streptococci from the throat and teeth were also investi- 
gated to see how far they could be correlated with the 
endocarditis: strains. The 52 throat strains used were iso- 
lated from throat swabs taken by Dr. W. J. L. Sladen from 


21 members of the Falkland Islands Dependencies Survey 


in November; 1947, immediately before the expedition sailed 
for the Antarctic. Of the 51 strains from teeth 15 were 
isolated from teeth extracted from four endocarditis 


cases under the care of Mr. J. W. Schofield and 36 : 


were obtained during routine extractions in 18 cases 
under the care of Mr. A. L. Packham ; 32 of the latter were 
isolated from the apices of extracted teeth and four from 
the blood stream of three patients immediately after extrac: 
tion. Ten other strains of viridans streptococci were 
examined—-three from specimens of sputum, four’ from 
abscesses, one from urine, and two from blood cultures in 
cases in which subacute bacterial endocarditis was suspected 
but not established. 


After isolation and verification of the purity of the 
cultures the streptococci were transferred to tryptic digest 
broth with 10% horse blood, incubated overnight, and 
stored at 4° C. for periods up to six months. 


Serological Tests = 


Preparation of Antisera—The methods for producing 
antisera were essentially those used by Lancefield (1933). 
The immunizing antigen was prepared from’15 ml. of an 
18-hour culture of streptococci in 1% glucose digest broth ; 
the culture was centrifuged ‘and the deposit of streptococci 
was resuspended in 15 ml. of?normal saline. The antigen, 
which was kept at 4° C. when not in use, was injected. 
intravenously into a rabbit in`l-ml. amounts daily for six 
days. The rabbit was then rested for eight days and given 
a second course of six daily injections with a fresh pre- 
paration of antigen followed by a rest period of eight days. 
This procedure was repeated ‘until the serum developed 
enough antibody to give a satisfactory precipitin reaction 
with the homologous organism. The rabbit was then bled 
from the carotid artery or by cardiac puncture and the 
separated serum, with the addition of merthiolate to give 


‘a concentration of 1 in 15,000, was kept frozen in the 


` refrigerator. 
` Untreated streptococci were at first used for immuniza-’ 


i 


tion and produced good antisera in two rabbits, but several 
. rabbits died with the lesions of bacterial endocarditis after 
“one or two courses, so that subsequent antigens were treated 
either by heating at 60° C. for 30 minutes or by the addition 
of formalin to give a concentration of 0.2%. In some cases 
antisera giving a wider range of reactions were produced 
by the injection of antigen prepared from a strain 
‘after it had Been grown for several subcultures in the 
presence of its. homologous antiserum, a method that 
was used by Lancefield (1940) to produce variation in 
streptococci. 

By these methods a total of 28 antisera were pre- 
pared against eight strains of -streptococci isolated from 
cases of subacute bacterial endocarditis at the Middlesex 
Hospital, one strain of the American “ streptococcus s.b.e.” 


~- 
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(No. 2) and one (No. 30) from a suspected case of subacute 
bacterial endocarditis. Twenty antisera were used for 
classification, comprising two (Nos. 2 and 3) produced by 
the injection of untreated streptococci, two (Nos. 1 and 16) 
produced by the injection of streptococci treated with 
formalin, and 16 prepared against four streptococci (Nos. 5, 
8, 10, and 30). Each of these four streptococci was used to 
produce four antisera—two by the injection of heat-treated 
and formolized organisms and two by the same procedures 
after growth of the streptococcus in its own antiserum. In 
the classification of our streptococci shown in Table I the 


| 
Taste I.—Classification of Streptococci from Subacute Bacterial 
Endocarditis, Throats, Teeth, and Other Sources by Precipitin 


Reactions with Antisera 





Reactions with Antisera 
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The streptococci are classified into five groups each containing three series of 
Strains, in each of which the reactions with the appropriate antisera are indicated 
thus: + = allstrains positive; — = allstrains negative; numeral = number of 
Strains positive. j 


reactions indicated as positive under antisera Nos. 5, 8, 
10, and 30 represent positive reactions with any or all of 
the four antisera prepared against each streptococcus. 
VPreparation of Extracts of Streptococci.—TYhe method 
used for the preparation of extracts of streptococci for 
precipitin tests was the formamide method described’ by 
Fuller (1938) for the extraction of polysaccharides and 
destruction of protein substances. 
Precipitin Tests—The method used for the precipitin test 
followed that of Lancefield (1933), 0.1 ml. of streptococcal 
extract being layered above 0.1 ml. of antiserum in a 4 by 
0.5-cm. tube. In positive reactions a precipitate at the 
interface usually formed within 10 minutes, but in some 
cases there was a delay of up to 30 minutes when the final 
reading was made. A diffuse flocculation -was sometimes 
observed, but this type of reaction was ignored, as it could 
not be reproduced and was therefore obviously not specific.. 


Biochemical Tests 


In the fermentation tests the test reagents were purified 
and used at a concentration of 1% in 1/5 strength infusion 
broth to which was added 1% bactopeptone, 0.5% NaCl, 
2% horse serum, and phenol red as indicator. The results 
were finally read after incubation for three days at 37° C. 
Starch-splitting was tested by a plate method following that 
described by--Andrewes (1930) and Hodgson, Heggie, and 
Sutherland (1943). Bile resistance was tested by the method 
of Belenky and Popowa (1929) on 5% -blood agar with 
40% bile prepared from “ difco ” dried ox ‘bile. 

Results of Serological Tests 

Positive precipitin reactions to our antisera have been 
obtained with 181 of the 209 strains of streptococci exam- 
ined.. These positive reactions are tabulated in Table I, 
where it will be seen that the streptococci are classified 
according to their reactions with groups of antisera. In 
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the first. group of streptococci are 32 strains which- react 


only with members of the first group of four antisera. In. 


` Group fa are 41 strains reacting ‘mainly with the. same 
four antisera but having side-reactions .withzother antiserd 


“but not No. 16. Group II’ consists. of ‘28’ strains’ whicb . 


react only with members of the. second group of three’ anti- 


sera ; while in Group Ila are 55° strains which react ‘mainly 


with ‘the same three antisera but have side-reactions ‘with , 
‘other sera. In Group III .are, 25 strains: which react with’ 
antisera 30 and 10, only eight, strains having side-reactions ` 
with other antisera. 


The results obtained with all the streptococci are ‘shown 


‘in Table U, which also includes details of the classification > ` Group D streptococci. 


A 


_ TABLE IT = “Seralauieal Classification’ of Siesicenees from Variis 
i ' Sources , ° Pas oe 








‘No. - Group 
a of - 
Strains} I | Ia | O | ila 
, Endocarditis ap 
Middlesex Hospital.. | 27 ‘5| 8 
Leeds 39 10| 7]. 
_ St. Mary’s Hospital ` _| 14 IJ 3- 
St. Barts. Hospital . 14 I a 
** Streptococcus s.b.e.”| 2 
_ Total endocarditis .96 17'| 19 - “15 
Teeth 0... | st 7p a2? o 
` Throats Sa nó 52 7 9 |. 
Total teeth and throats; 103' |14| 21 | 12 |. 
Other sources . i ae 10 1} 1 
209 {32] 41 | 28 EJ 


All streptococci 





` 7 ‘ d s 


of streptococci from different soùřces. It will’ A seen that ° 


we have succeeded in classifying all 27 strains from cases ferments mannitol. 


of subacute bacterial endocarditis at the ‘Middlesex Hos- 
pital and 61 of the remaining 69. endocarditis strains. Thes- 
79 endocarditis strains in our serological- groúps are fairly . 


evenly distributed in the five groups, but theré is a prepond-’: 


‘efance of Group I streptococci in the. Leeds collection ‘and.’ 
of Group Il and Ia in the strains from St. Bartholomew’s 
Hospital. ‘The 17 endocarditis Streptococci which do not 
fall into our classification consist of nine’ strains reacting ~ 
with Lancefield group antisera and eight with which ` we 
_ have failed to obtain any reaction with the: antisera at our: 
"disposal. aa 


_ It is also shown in "Table It that 94 of the. 103: testis. of ` 
streptococci from teeth and. throats have’ been classified - 


-with our antisera. There is no difference in. distribution. 
within the five groups between. the strains from these two 
. sources, inspite of the- fact ‘that only streptococci showing 
a-haemolysis on ‘blood agar. were selected from cultures of - 
_ teeth, whereas. the streptococci. from ‘throats included 13 . 
strains producing no change in blood agar. “The distribu- 
_.tion of the streptococci from teeth and throats in the five 
groups, unlike that‘ of the. endocarditis’ stains, is- uneven, 


in that ‘38 strains, ,-or.. over ‘one-third, arè found - in 


Group Ia'and only. nine, or ‘about: one-tenth, in Group: “OI: 
The proportion ‘of streptococci from teeth. ‘and: throats not 
falling within ‘our classification is even smaller than i in the 
case of’ the endocarditis Strdins, there: being ‘only. nine such, - 
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Lancefield groups, we have found cross-reactions with only 
one streptococcus, No..30, a strain which was ‘Not associated 
with’ ‘subacute bacterial, ‘endocarditis. This streptococcus 
is heat-resistant, ferments mannitol, and reacts with Lance- 
field. Group D' antiserum, ' but it also reacts with five of our 
antisera, Nos. 5, 30,'8,; 3, and ‘10 (Table), and is thus a 
typical member ‘of our, ‘Group , Ja. Three of the antisera 
prepared. against this’ ‘streptococcus react, with only a few 


. streptococci’and not: with any of our Lancefield Group D 


_ streptococci, but the other antiserum, prepared after’ ' BTOW- 
ing the;streptococcus in its own antiserum, reacts with about- 
half our strains and also. with five of our eight Lancefield 


Results of Biochemi¢al Tests 


The results of some of, the~biochemical tests on the 
streptococci falling into our classification are shown in 
Table: aM Ali strains ferment dextrose and sucrose. Only 


TABLE III —Biochemical Reactions 


Percentage of Strains Giving 
-$ ` Positive Reactions in Group . 


II Ila 











F ermentation of: 


$ tose" .. ©oa.. cy at es 90 71 76 70 
Inulin 23, 4 7-} 16.) 14 
Raffinose .. "36 49 44 42 
Salicin .. saa 14 34 52.| 42 

_ _ Trehalose . = 2 32 45 60 42 
- Splitting of starch aa 7 29 | -52 35 
Growth on 40% bile ‘Siac agar, sa 





No. of strains in’ each, group ae 


one’ : strain, No. 30, which has diredd been mentioned, 
Fermentation of sorbitol, resistance 
to a;temperature of 60° C. for- 30 minutes, growth at 
45° C., or growth in 6.5% of sodium chloride are found 
in only a few strains, which are evenly distributed in the 
five’ ‘serological ` groups. ` All except three strains produce — 
‘clot and acid in litmus milk and clot in milk to which 
- 0.1%. methylene blue has been added, although it has been 
stated by Sherman and his co-workers that’ all known 
streptococci seem to be’ inhibited by this’ concentration of 
methylene blue except . the members of the lactic and 
enteric „groups (Sherman, : nore Sherman, Stark, and 
Mauer, 1937). - 


The results in Table I show some correlation between 
the biochemical reactions and the serological classification 
-of our:streptdcocci. ` In Groups I and Ia a relatively high 
proportion .of the- strains ferment salicin and trehalose, 
whereas comparatiyely few strains in ‘Group II ferment 
‘ these substances. In Group II also there are only two 
strains that split starch and only ‘ one ‚capable of growing 
on 40%- bile blood agar, whereas-a ‘moderate proportion 
of the strains in the other groups respond to these tests. 
In, Group IIa the proportion. of positive reactions is inter- 
mediate between those:in Group II-and Groups’I and- Ia, 


` thus showing a correlation: with the , serological charac- 


terization of: Group, Ila . by ‘its side-reactions with ‘the 
antisera deterrnining Groups I and Ja. In Group III there 
¿is 'a moderate proportion of positive reactions to all the ~ 


strains, three of which’ react with Ranceneld Group. DY tests shown.in Table HI, with a higher proportion of strains 


antiserum. A S i i ~ m 


capable’ of splitting starch’ than‘in the őóther groups. The 


Of the 10 streptococci examined from other sources, four ` streptococci not reacting with any antisera do not show 


belong to Group Ia, four-are distributed’ among -the four. 
other groups, aud two do not react with any | of: the antisera 
at our disposal. . rt w 8 
Regarding’ the’ feiatonanip of “the stréptococed falling 
within our serological classification. to streptococci of the . 


`~ 
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any marked difference from tie othes groups. 


Streptococci i in Relapses of Subacute Bacterial Endocarditis 


The properties of streptococci isolated at different times 
from 11 cases of subacute bacterial endocarditis are shown 


- 
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t 
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TABLE IV. —Properties of Sireptopoe Isolated at Different Times in Distribution of Serological Groups in Teeth and Throats 


i Cases of Subacute Bacterial Endocarditis ; i PE 
OE - In cases in which more than one streptococcus has been 
` Biochemical Reactions examined from the teeth of one patient it has been usual to 
, find streptococci of different serological groups. Thus, of 








First Sero- o o 
Co | aen eer. 38 S | gl Sle 11 strains isolated from seven extracted teeth from a case 
` | Isolation) 3 4 | & = '| 3 | & | 2° of subacute bacterial endocarditis (Case C, Table IV) nine 
NSE (i a | Oe re ley a LE are distributed in.all our five groups and two are tlie only 
im ern ae tose TET ae ch ‘strains from teeth-in our collection that do not react with 
w | ot Poa ee | oe ee oe any of the antisera at our disposal. The four strains. that 
zi} ai|.t|¢it=2it=2 |= | = we have isolated from the blood stream immediately after 
ga) Ste fee ||, cee ae | cee (lta the extraction of teeth are also a representative series, two 
1} +i/-] -] + |:+ | — |+- from.one patient being of Groups I and Ia and two from 
laj t+} rit] | j’ | two patients being of Groups Il and Ila. Our’ findings are 
i oe = ‘i l = ti va (ere . Similar ,to the 48. streptococci isolated from the throat in 
al +i- lIl+l+i+|- |4 “the 17 cases in which more than one streptococcus has been 
PA Bartholomei £ Mosnial j examined. -In only one of these instances is, one serological 
o ee | = | = | mA type alone represented, and in only two are there only 
| ~ streptococci of a group and, its corresponding subgroup. 
pE M MU te oe ee ee The limited data so far available thus, show that there is 
Te aoe ee ae oe | See no tendency- for the streptococci of the teeth or throat in 
Sexes Leeds ' a a single person to belong to one serological group. 
I — a er F- + = + Naa ; DN ; t ! 
Ta oie | if 2 + + i É Endocarditis Streptococci in Relation gen to: 
i me AL eee ee I, ee T a a Penicillin Treatment, ' 
T re ee u eae Hg = |) ae In Tablé V is shown the relationship between the response 
fi +>] 2 }.¢ | | ce} Z > to treatment with penicillin and the sensitivity to penicillin 
dia oy ee + = oe aes and serological group of the streptococci ‘isolated before 
I} = t- ft] =} - | - foe : 
5 ie E = i T — dhe I ' TABLE V. —Relationship of Result of Penicillin Treatment of 59 
i Cases of Subacute Bacterial Endocarditis to Penicillin Sensitivity 
——— _- - —___- —- 3 and Serological Group of Streptococcus Isolated Before Treat- 
* Reference to ‘case No. in communication of Ward, Meariock, Selbie, and ment. ‘Streptococci Redcting with Langenela Group’ Antisera 


ı Simon (1946). a r , Are Not Included 





i bli E i on a a Le No. of Strains with Coefficient | Totals in Sero- 
in Table Iv. In all these cases, with the exception Of serological |) Response OU Strains Sirk celia at | Toral ti iaro 
Case A, the second strain has been isolated during a relapse. Group of | of Case to oa 


after treatment with penicillin. In eight cases only two faa eae ea ag Ae | Goel ed ape a 
strains have been examined, and in four of these cases yea ERAS OMe SG Et ry | Aa ey aaa ca 
strains are of the same serological group, while in the other 1.. ..| {J801 aed ea Ue (ea ae a ae ee: 
four cases the two strains are closely related, one_belonging 1a 7 Good g 3 0 2 4 0 5 a 
to a group and the other to the corresponding subgroup: ,, Good |.312)3 4 f£ | 0 i a 
In Case D the primary strain, the relapse’strain, and four’ st pee a ee ee ea 3 
strains isolated -at necropsy more than two years later— mn | | Bad O°) 90 ||| 01 70: 17) 8 
Good 3 2 3 2 0 

--three from vegetative lesions in the heart and one from the M “ Bad o!lotloli1to 1 11 
spleen—all belong to. Group I or its subgroup, Group Ia. None... eee “tal (ee ea ec 1 5 

. In’ Case J the primary strain and the first two strains — E ee E N a T a 
isolated during relapse are all of Group I, but the two Tater sensitivity paneer 18 2 2 . l } 15 59 


strains belong to Groups Ila and II, although àll five strains groups.. 


react with our antiserum 5.’ ited e in vitro expressed as multiple of resistance of standard 


In all the nine cases of relapse that ‘have been mentioned - 

‘the serological properties of the streptococcus first isolated ' penicillin treatment in the 59 cases in which the necessary 
after penicillin treatment are so similar to those of the information is available.. Response to treatment is assessed 
' initial strain that it would seem that recrudescence of the as bad when the patient-died without control of the infec- 
original infection is a much more frequent cause of relapse tion. This table has been examined by Mr. T. E. Cowan, , 
than reinfection with another streptococcus. ` That reinfec- F.C.LS., F.R.SS., records officer, Middlesex Hospital, who 
tion does’ occur, however, is well shown by Case K, in states: “ I agree “that the main point brought out is that 
‘which the second infecting organism is a Lancefield in total the proportion of bad responses to penicillin treat- 
Group D streptococcus presumably derived from an abscess. ment increases with resistance of the infecting organism to 
in the buttock from which a Streptococcus aie was penicillin. The regularity of the arithmetical progression is 
isolated. „sufficient to justify this view. I do not think it can be 
The. biochemical properties of - these streptococci, ie -taken that the classification according to, the serological 
shown in Table LV, largely confirm the serological findings.. group of the infecting streptococci shows a correlation 
Of the nine cases in’ which there is a close serological rela- between the serological group‘ and the response to infec- 
tionship between original and relapse strains, six show tion ; the numbers examined are too small to be statistically 

identical biochemical reactions or a difference in only one significant. 4 g 
test and two show only two differences, both in the direction ' B l Discussion a 

_of negative to positive, while only in Case H are there more | `. The difficulties presented b the-complex antigenic struc- 
than two. differences or differences in both directions. ”" ‘ture of the viridans-strep ococci have hitherto prevented an 
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adequate classification of these organisms by’ serdlogical . 


methods. The situation is well exemplified by the observa- 
tions of Gordon (1922), who found’ that 16 strains ‘of 
Str. salivarius represented ,at least “12. different types, 


‘whereas 125 of 131. strains of’, Srr.- - pyogenes. were of 
the same serological type. ‘We also have. found. that the ~ 
viridans streptococci are a heterogeneous group of organ- 


isms, but we have succeeded.in making a serological classi- 
fication by using antisera with a wide range of action and: 
basing our classification. on the reactions obtained with 
groups of these antisera. | 

In this way we have been able to classify 181 (92%) of 
the 197 strains ofecur collection:that do not belong to’ the 
Lancefield groups into five groups containing 32; 41, 28, 55, 
and 25 strains respectively. This represents a higher degree 
of success than that attained by: Solowey (1942), who, with 
a similar collection of 205 strains of viridans streptococci, 
classified 136 strains (66%) into 14 groups, 11 ‘of which con-. 


‘ tained only one to five strains each.: It is noteworthy that ; 


Solowey’s three main groups; ,comprising 77, 23, and 13 
‘strains, were based on reactions with groups of seven, five, 


and two antisera respectively, whereas’ the other smaller ` 

. groups were determined. by‘ reactions, with single antisera. 
It would thus seem ‘in the present 'state.óf our knowledge : 

that these streptococci -ate amenable to. classification only ' 


by studying their reactions.to groups of antisera’ with a 


-wide range of action. It:would also appear necessary to 


prepare bacterial extracts for the precipitin test by the 


formamide method of Fuller (1938), which ih our experi- ` 


ence provides a much more efficient antigen than the acid 


extraction method of Lancefield (1933), ‘which was used by: 


Solowey (1942). 
We have shown that viridans streptococci ‘plated itoni 


„cases of subacute bacterial endocarditis have a distribution; : 


in our serological groups similar to that found in strepto- 


‘cocci from teeth and normal throats: The same observation 
has been made by Solowey (1942) on the basis of her sero- 


logical classification, and‘we agree with her that no distinc- 
tion can be made between the viridans streptococci derived 
from these different , sources. It .would, however, appear 
from our results that ‘streptococci of Group IIa, the: largest 


group in streptococci from teeth and throats; have less, - 


tendency to produce subacute bacterial endocarditis than 


the streptococci of the other four groups. These observa-: 
tions nevertheless give further support to the view we have 
‘. previously expressed in common with others that the, viri- 
dans streptococci of subacute bacterial endocarditis come’ 


. from thé, region of the mouth (Ward, Meanock, Selbie, and 


—_ 
e 


Simon, 1946). In the earlier communication’ we noted the 
association ‘between dental sepsis and the initiation of the 
symptoms of subacute bacterial endocarditis, and. here we. 
have not only confirmed the finding of Okell. and Elliott 
(1935) that viridans streptococci may escape into the blood 


‘stream during dental extraction but have also found that - 
. «these streptococci belong to the same serological groups as 


those ‘of subacute bacterial, endocarditis. ` m 


-It is not,’ however, ‘generally agreed : that the great’ 
majority of:the streptococci of subacute bacterial we 


” carditis are derived ‘from the region of the mouth, 


has recently been reported from America’ that about one- 
third of the streptococci isolated from. ċases of. subacute 
bacterial’ endocarditis belong to- a hitherto undescribed 


group of the viridans type, usually referred to as “ strepto-' 


coccus s.b.e.,” which is not:a normal inhabitant of .the 
human mouth and has been given the name of “ Strepto- 
coccus. sanguis” (Loewe, Plummer Niven, and Sherman, 
1946 ; White and Niven, APRON i 


s - Pra ` 


14 : iis 


|. 
The two’ straitis of me streptococcus s.b.e.” that we have 
examined have few of the biochemical properties ascribed 
to this group by the American authors, but in this respect 
are very similar to other streptococci: of Groups II and Ia 
to ‘which, they belong in our classification. ‘On the other — 
hand,’ our findings with an antiserum , we have produced 


‘with one of our strains of “ streptococcus s.b.e.” (No. 2), 


which reacts with about,27% of our endocarditis strains, are 


‘similar to:those of Schneierson (1948), who, working with 


American strains from cases of subacute ‘bacterial endo- 


' carditis, found that 23% of’ a total of 34 strains gave a 


positive precipitin reaction ‘with an antiserum prepared 
against a strain of * * streptococcus s.b.e.” Washburn, White, 
and ‘Niven (1946) have described two serological types of 
“ streptococcus s.b.e.,” but have also found cross-reactions 
with other types of viridans streptococci. 


It would thus seem that further clarification is necessary 
before it is possible, to assign the position of “ streptococcus 
s.b.e.”" in relation to the other viridans streptococci. This 
is a question of some importance, because this group of 
streptococci is regarded as being somewhat more resistant 
to penicillin than the other. viridans streptococci. In our 


“ experience, however, .there appears to be no significant 
correlation between the serological characters of the strepto- 


cocci of subacute bacterial endocarditis and penicillin sensi- 
tivity or response of the case to penicillin treatment (Table 
V) except for the streptococci’ of:Lancefield Group D, which 


„are highly resistant ‘to penicillin. 


Another question that has recently been raised concerns 
the position of Str. salivarius, which was originally described 


_,by ‘Andrewes and Horder. (1906) as the most common 
‘streptococcus, ‘in ‘the human throat and of frequent occur- 


rence in subacute bacterial endocarditis. Sherman, Niven, 
and ‘Smiley (1943) have now assigned this name to a strepto- 
coccus which is found in the human throat but has never 
béen isolated from cases of subacute bacterial endocarditis 
and is identified by the production of large mucoid colonies 
on sucrose agar. We have. confirmed that streptococci of 


. this type are present in small numbers in a high proportion 


of normal throats, and that they form a homologous group 
in both ‘their biochemical and their serological characters. 
They form a distinct group of streptococci, differing widely 
from all the streptococci that we have isolated from cases of 
subacute bacterial endocarditis and from the streptococci 


. that are encountered in cultures obtained from teeth and 
throat by the usual routine methods. We are, however, of 


the view that, although Str. salivarius:is an ill-defined 
species, its definition should remain sufficiently wide to 
include - streptococci of the type originally observed .by 
Andrewes ‘and Horder (1906) and’ not be restricted to 
streptococci not usually mét with either in the examination 
of throat ‘swabs by routine bacteriological methods or in 
cases of subacute bacterial endocarditis. 


- Our finding that Streptococci isolated, during relapses after 


i penicillin treatment in subacute bacterial endocarditis are 


usually similar to the strains isolated before‘ treatment is of 
some clinical importance in that it indicates that ‘relapses 
are genérally due to á recrudescence of the original infec- 
tion and not to. reinfection. It would seem, therefore, that 
relapses’ after penicillin therapy arè usually due to inade- 


.quate treatment. That the dosage of penicillin in many 


cases may have, been inadequate i in relation to the resistance 


of the infecting organism is indicated by the findings -in 
Table V, in which a- bad response to penicillin treatment 


is correlated in 11 of 29 cases with a ‘coefficient of resistance 
of 1.3 to 6 and in only three of 28 cases with a coefficient of 
“resistance of 1 or less. It can therefore be expected that a 
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"tion of damaged valves. 
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general increase in dosage from‘ half a million units of l z 
penicillin a day for 28 days to two million units a day for TREATMENT OF EARLY 


six weeks, as recently recommended by Christie (1949), 
will improve the results of penicillin treatment. 


' There are, however, cases in which relapse cannot be 
ascribed to undue resistance of the infecting streptococcus © 
to penicillin, and it. may be that the causal organisms are 
so protected. by dense vegetative lesions that they are 
inaccessible to the action of penicillin. It is now accepted | 
_ that i in conditions where the sources of infection are acces- 
- gible the chances of a recrudescence: of the infection can 
be greatly reduced by the removal of infected and avascular 
tissue after infection has been brought under control by. 
penicillin (Hudson, Meanock, McIntosh, and Selbie, 1946). 
It is-thus possible that surgery may yet provide a solution 
to the problem of persistent relapses after penicillin therapy 


' in subacute bacterial endocarditis,by evolving methods for 


the removal of the infected, vegetations and the reconstrtic- 


: Summary - A 
~ Streptococci of the viridans type from cases of subacute 
bacterial endocarditis and from normal throats and extracted 
teeth have been differentiated into five serological groups. 
The ‘distribution in the five serological groups of the’ strepto- 
cocci from subacute bacterial endocarditis is similar to that of 
the streptococci from throats and teeth, indicating that the 
streptococci of subacute bacterial endocarditis are derived from 


the region of the mouth. 


Streptococci isolated during relapses after penicillin treatment 
in subacute bacterial endocarditis are usually- similar in their 


serological and biochemical characters to the streptococci iso-- 


lated before treatment, indicating that relapses are generally due 
to a recrudescence of the original infection and not to reinfection 


/ by another streptococcus. -i 


The relationships of “ streptococcus s.b.e.” and Str. saliyatiiis, 
as described, by Sherman and his co-workers, to other members 
of the viridans group of streptococci are discussed. 
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‘bacterial endocarditis; and to Dr. W. J. L. Sladen, of the Falkland 
Islands Dependéncies Survey, for providing throat ‘swabs from 
normal persons. We also wish to acknowledge our debt to the late 
Professor James McIntosh for his unfailing interest and help. 
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Since the introduction of penicillin for, the treatment of 
syphilis routine standard courses of treatment have been 
in use in the Army for the treatment of early cases. In 
1944 the first scheme of treatment to ‘be used consisted: of 
2,400,000 units of penicillin in aqueous solution given intra- 


. muscularly in 60 divided doses, each of 40,000 units. In 
1946 it became obvious from a scrutiny of the records - 
of patients so treated that there was a failure rate of 8% 


in the first six months (Marshall, 1946). 


In consequence, a course which consisted of 4,000,000 - 


units of penicillin in aqueous solution given intramuscularly 
in divided doses over a period of 124 days was introduced 
at certain military hospitals. Also, in view of the fact that 
“Eagle and his co-workers (1946) showed that there was a 
synergistic action between penicillin and arsenic in the treat- 
“ment of rabbit syphilis, a standard scheme was introduced 
at certain other scheduled hospitals in the United Kingdom, 
consisting of 2,400,000 units of penicillin together with ten 
daily injections of 0.06 g. of “ mapharside.” In addition, 


` àt'one military hospital-in the United Kingdom a series 


of cases of early syphilis was treated by means of a some- 
what similar course with the addition of 1 g. of bismuth 
‘ (Willcox, 1946). i . 

The cumulative relapse rates following treatment by 
means of the above four schedules were calculated by 
James, Mackay, and Wright (1948) in a series of 281 cases, 
using a formula evolved by: the Honorary Consultant in 
Statistics to the Army. By.this means it was found that 


‘the cumulative relapse rates at twelve months in the. case 
of patients treated with.2,400,000 units of penicillin were~ 


14% for sero-negative primary. syphilis,-13% for sero- 
positive primary syphilis, ‘and 17.5.% for secondary syphilis. 


' The results-of the other courses g treatment were essentially 


much the same. 


In 1946 reports from the United States had shown that 
penicillin K was less effective than penicillin G in the treat- 
ment:of rabbit syphilis, and. thatcommercial penicillin ‘had 
tended to contain increasing amounts of penicillin K. The 
Subcommittee on Venereology of the Army Medical and 
Personnel Research Panel therefore-adopted a scheme of 
treatment by which a total of 4,000,000 units of penicillin 


was given over a period of ten days, combined with a course ~- 


of neoarsphenamine and bismuth (Eames, 1948) ; the addi- 
tion of the latter conformed to the original suggestion of 
Harrison (1945). This schedule is the one considered here. 


_ Treatment, Surveillance, and Sources of Material 


The treatment was carried out as follows. During an 
initial period in hospital a course of 4,000,000 units of. 
commercial penicillin (50,000 units in aqueous solution 
intramuscularly at three-hourly_intervals overa period of 
ten days) was given.. -Om the second, fifth, and ninth days 
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the patient received an intravenous injection of neoarsphen- 
amine, 0.3 g, 0.45 g., and 0.6 g., respectively, together with 
an intramuscular injection of 0.2 g. of bismuth (1 ml. 
injectio bismuthi B.P.). On completion of this treatment, 
‘and subject to the clinical condition, the patient was ‘returned 
to full military duty. Out-patient treatment was started 
seven days after his last injection of arsenic as an in-patient, . 
and consisted of eight weekly injections of 0.6 :g. of 
neoarsphenamine and 0.2 g. of bismuth: Thus ‘the. total - 
treatment was 4,000,000 units of penicillin, together with 
6.15 g. of neoarsphenamine and 2.2 g. ‘of bismuth.. 

It is the routine in the Army for all cases of, syphilis, after 
completion of active treatment, to have clinical and’ sero- 
: logical examinations at two-monthly intervals for six 
months, quarterly for one year, and six-monthly for a 
further year. A complete cerebrospinal fluid exantination 
is carried out at the end of the first. six months and also 
during the last six months of this surveillance. Both 
Wassermann and Kahn tests (qualitative and quantitative) 
' were invariably made at each serological. examination in 
our series of cases. i 


Nominal rolls of all cases treated at the special treat- 
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A càse was regarded as having progressed satisfactorily 
if it conformed to the following criteria: (i) all lesions 
of syphilis had healed at the conclusion: of treatment and 
surveillance ; (ii) serological tests for syphilis weré negative 
at the end of surveillance ; and (iii) the cerebrospinal fluid 
examination was normal. 


Relapse was diagnosed from the’ presence of fresh clinical 
manifestations of syphilis from- which the Tr. pallidum 
could be isolated, or a change in serology from negative to 
positive, or ‘abnormal C.S.F. findings. All patients still “ 
having a positive serology four months after treatment had 
ceased were classified as treatment failures, when further 
treatment was begun. 


Patients wére classified as “ defaulters ” at that time when 
for any reason they ceased to be followed up, or, alterna- 
tively, in the case of patients treated during the last months 
of this investigation, at the stage in which, though satis- 
factory’ progress was -being made, the survey period closed. 
Thus a patient completing treatment in December, 1947, 
would be shown as “ defaulting.” at nine months if satis- 
factory progress was made up to September, 1948, as no 
records would be ‘available atter that date (see Table II). 


ment centres in the United Kingdom by the schedule i 


described above had been ‘maintained from its inception. ’ 


Thus it was possible to trace the records of all ‘patients ' 


in. whom treatment was initiated during the period 
December, 1946, to March, 1948, by examination of the 
record cards maintained at the Central Syphilis. Register. 
Some of the cases on the nominal rolls described above 
were not suitable for the purposes. of this investigation, as 
those previously treated and cases ‘of’ ‘congenital, latent, and 
tertiary syphilis had been included. These were discarded, 
together with any case in which there was a doubt about 
the initial classification of the disease. All of the ‘patients 


were males of military age, thé vast, majority -falling\ Gases left at beginning of 16th month | 11 


between the ages of 19 and 25. -All.were suffering 
from early syphilis—namely, sero-negative primary syphilis, 
sero-positive primary syphilis, and early secondary syphilis. 

In all cases of sero-negative `- primary syphilis the 
Treponema pallidum had been’ demonstrated in, a 
scraping taken from the primary lesion and examined 
by dark-field. All other cases showed a positive serology, 
and the secondary cases showed: such manifestations as a 
rash and /or mucous patches or condylomata. Tr. pallidum 
e was demonstrated in 87% of sero-positive primary cases 
and in 65% of secondary cases. : 


' The record cards of. 1,284 patients were examined, and 
of these, after, discarding those of the patients described - 
above, 1,028 were found to conform to the terms of refer- 
' ence of the survey. The distribution of patients according 
to the stage of the disease is shown in Table L se 


TABLE I —Analysis ój Cases According to Stage of Disease 4 


_ Sero-negative primary ..\. 353 (34-6%) . 
Sero-positive primary ; zi 443 (429 <3} ` 
Early secondary .. ` 232 (22°5%) 

2 ` 1,028 (100%) 


we l Total 





As the fòrm of treatment under survey was not begun 
until December, 1946, it was possible to consider .a 
maximum follow-up of only 18 months. : i 


~ Cad im 
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Criteria of Efficacious Treatment 
In reviewing the results of treatment a patient was con- 
sidered to have made satisfactory progress, to have relapsed, 


to have failed to respond to treatment, or 'to have become 
reinfected. 


TABLE II Showing “r Default ” from Surveillance 


Sero-neg. Sarons, 


iy Primary | Primary Secondary | Total 
Initial no. of cases examined 353 439 230 1,022 
Cases completing all treatment .. 274 321 159 754 
Cases “‘ defaulting ” in first 2 months 90 137 70 297 
Cases left at beginning of 3rd month | 184 183 89 456 
** Defaulters ” (3-5 months) 37 30 10 77 
Cases léft at beginning of 5th month | 145 152 69 366 
“ Defaulters ” (5-7 months) 29 32 14 75 
Cases left at beginning of 7th month 113 113 54 280 
“* Defaulters ” (7-10 months) 37 38 24 99 
Cases left at begi ing of 10th month Ta -é 69 29 170 
** Defaulters ” (10-13 months) 34 30 - 15 79 
Cases left at begi g of 13th month 36 38 14 88 
** Defaulters ” (13-16 months), 22 5 7 51 
3 7 , 31 
Defaulters ” (16-19 months) ae 5 9 5 19 
Cases left at ae of ist month 6 3 1 10 
« “ Defaulters ' 6 ° 3 1 10 


r 


The totals shown as remaining at the beginning of any one month ate those 
making Satisfactory progress only. | 


‘It is impossible to classify any case defaulting from’ sur- 
veillance before the fourth month of follow-up if the sero- 
logy remains positive with no .clinical signs of relapse. 
“Such were therefore rejected from the pool of data- Thus, 
of 1,028 patients initially considered only 1,022 could be 
utilized, as two (0.86%) in the group diagnosed as secondary 
syphilis and four (0.9%) from the sero- 0-positive primary 
group, had to be rejected. 


Results of Therapy and Discussion 


Tables II, IM, and-IV show in crude figures the results 
of treatment and follow-up of all categories of patients 


TABLE III —M uco-cutaneous Infectious Relapses—Crude Figures . 











Months After Treatment gal eg o Secondary Total 
0-2 1 1 0 2 
re 3 4 (1) 0 ; 

K I 0 6 (1) 
6-9 - | 0 0 i 

9-12 , 3Q) 1 0 ‘42 

12-15 0 1 (1) 01 tt 
15-18 ri Me ae 0 9 0 0 
Total ele 10 | 9 ' 0 19 


’ Figures in ' parentheses denote cases conadered to be possible reinfections—e. Gy 
2 of the 3 at 12 months. 


treated. It will be seen that there is an extremely high rate 
of “default.” This was consequent upon the rapid rate 
of release from the Forces over the period during which 


this Investigation was carried out. 
i 


- Months After Treatment 


4 
hye ` 


r$ 


Secondary 
: 0-2 T Pr 
2—4 . 3 = oe 
, 46 naar 1 
6-9. oe 0 
9-12 ; 9 
' 12-15 š 1 
15-18 ne | 0 
Total aa 4 


; 2 of the 3 at 12 months.. 
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' Fasts IV.—Total Relapses—Cyude Figures 
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Sero-neg. 





n ne U 
‘ Figures in parentheses denote cases considered to be ee reinfections—e, g: ” 


Of the" 353 siroce primary. cases besianing: treat- 
` ment; 14 were: considéred to’ have’ shown unsatisfactory ' 
{DIOR : these are analysed in ‘detail in' Table-V. It ee 


1 
1 








Asymptomatic neuro-relapse 








E Tase Vi Aha of Relapses Occurring in Sero-negative Priméiry 
a a _ Syphilis : fate Cir 
X ; I 4 ; y 
' ie No. of Cases ; 
‘ i Total ' 
Type of Relapse —— S$ 
ae ' 12 mths 4 mths | 6 mths | 9 mths | {2 mths Cases = 
. Muco-cutaneous relapse .. 1 l „1 ae 3 wt 
` * -Clinically Buenos as re- _— ; 
infection .. ` 1, ye en a 2 6 oe 
Serological relapse =z 1 ' i J ` 4 


i ing (36) at the, time, this is not necessarily significant. | 





` be seen aba no er relapsed, son the twelfth manih 
‘but, in view of the relatively small number of cases remain- 


sone case of ‘asymptomatic neuro- -relapse / /which occurred’ 
was diagnosed | on an'‘abnormal cerebrospinal fluid ian 
on routine lumbar puncture during the sixth:month. .. 
' Of the above -14 ’ cases considered to have relapsed six- 
were, diagnosed: by the’ clinician concerned. as reinfections. 
~ In view of the uncertainty ‘of differentiating: between relapse ` 
‘and reinfection ‘at the present time, ‘and as the cases did-not 


. / completely satisfy the Criteria of Halley and Wassermann . 


vt 


. t 
\ 
\ + 
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(1928) or Mobre.(1943), they have been classified as relapses 
- (see Table V). -All, these cases had’ been previously sero- 
“negative, in-all of: them ‘Tr. pallidum had been demonstrated 
in the new lesion; and all gave a. history of recent exposure.. 
In only. two' cases, both occurring one year after treatment 
ceased, were all Moore’ s criteria fulfilled (see. Table VD, 


1 i ¢ i 


“4 ` 


‘TABLE VI Soe, of Moore's Criteria af Reinfection to Cases 
s © 0 Diagnosed Clicallp 





Cad 


Serology 


j . Time History New Site Chango E 
'.Type of | Before | ‘Since |ofRecent| for p Conun o 3 
< Case Possible -| Treatment | Expo- || ‘Primary Sero- page 
í - Reinfn.. d sures Sore logy ' 
Sero-neg.'P.}| Neg., |. 2 mths Yes, No, No ` |-M/C relapse ` 

oo s oo 4 » ' rT) i bea s -3 so 
2) a3 >» LEJ 4 2. » Yes i a” +] »3 ` 
(E T ‘ys ” ” 6 ” PT "as, -39 TET 
»o os o om > 1 year ji a Yes |, Poss. reinfn. 
33 EEJ 9) a3 LEJ $9 29 LEJ p kad 
Sero-pos. P. E 6 mths " $3 D iy 
5» » s» » my» » o! n No M/C relapse 
iy) my rel, ”» 1 year » ` : hi j Yes Tu ac 
15 mths i - Yes see Poss. reinfn. 


«. considered to be possible'reinfections. 
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but in neither of these: was there adequate, proof that the 


_ new. sore occurred in a different lymphatic shed from the: 


original. In these two cases there was a sero-reversal after ’ 
the appearance of the new sore, and they can therefore ‘be 
In no.case, however,, 
was there any record of an infected consort being’ traced. 

Among the 439 cases of, sero-positive primary syphilis | 
there were '20 which made unsatisfactory progress. These - 
‘are. analysed in Table VII, from which, it will be seen that: 
serological relapse is ‘more common than in sero-negative 
primary sya and that, for the first time, treatment 


t 


The 


> Muco-cutaneous .‘. ' 
R Muco-cutaneous and serolo- 


‘4 Non-infectious ‘relapse: 


y T S 3 
Voy 
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` treatinent failures (Table VIIDI). 


failures (serological-fast sea appear. 


+ 
i i fi L 
ait if - 1 a 


RUT? 


TREATMENT OF EARLY SYPHILIS > +> = 0, yo n 


“ 


VABLE VII „Analysis. of Relapses aña F alires: Occurne in Sero- 
pomive Primary Syphilis a 
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! > No. of Cases a 
-Type of Relapse . 
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gical \ 
Clinically. diagnosed as re-_ 
infection .. os 


Serological relapse: 
Treatment failures: cae 
Serological fast .. 
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were in the first instance clinically diagnosed as reinfections 
are considered in‘ Table VI. Two of: these: cases’ fulfil ‘all 
of Moore’ s. criteria but again, with -the, notes available, 


difficulty arises regarding the exact site of me alleged fresh 
-primary sore. ‘`. 


. Thirteen of the jadent treated for secondary syphilis . 
failed to, show satisfactory progress, nine of these being 
There were no muco-' 
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i Tanig VIII Analysis of Relapse and Failures in Early Secéndary 
-Syphilis ` . 


‘ Serological relapse . 
‘Asymptomatic neuro-relapse 
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cutaneous relapses i in ihe group of cases, and no case ‘was 

diagnosed. ‘as a reinfection. 7. at Re, TA 
Moore (1948) expressed the opinion, ‘hich he, said was 

instigated by, tthe statisticians, that, in order to-avoid petting 


“La false statistical picture: it, would be unwise, owing to 


: inevitable’ attrition, to ‘draw conclusions: about the effects, 


of treatment in' early syphilis without at least.a thousand 
cases, to ‘begin with, and that when evaluating such material 
it was, essential to use an actuarial method. `` i 


Of the 1,022 cases. originally. considered suitable, 754 


(see Table’ ID.: The. results can therefore be considered as 


only. approximate: It is impossible to assess the sampling , 
error in.the method of calculation used; and towards the ~ 


„latter end ‘of the survey this is not inconsiderable. 


-An extremely jarge number of patients were lost to 
observation: during: the post-treatment- surveilldnce’ period 
owing to, releasé from ‘the Service. In order to allow for. 
this, the cumulative relapsé rate (both total and infectious 
muco- cutaneous) has been calculated from the crude figures 
shown in "Tables ‘II, IJ, and IV. Treatment failures are 
not included in the cumulative relapse rates ‘shown, but 


, are considered separately. "The method of calculation used - 


by James,’ Mackay, ‘and Wright (1948) has been utilized. 
The total and infectious (muco-cutaneous) cumulative. 


relapse rates are shown in Table IX. Here all those cases 


diagnosed as reinfections by- the clinician concerned: are 
classed as relapses. If the four cases which were possible 
reinfections (see above), are considered fto be in. fact, such, 
then the rate is as shown by the figures in parentheses. 
It will be seen that the total cumulative relapse rate at 
18 months is somewhat less: for early secondary than for 
sero-positive.primary syphilis. This is a trend’ which’ is -in 
accordance with the results ‘of others. For all types of 


a 
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_Those' cases which 


. completed the full scheme of treatment,:and it is from this © 
number. that the cumulative relapse rates are calculated. - 


o` 
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: cases considered the muco-cutaneous relapse rate, ‘which J 
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TABLE IX.—Analysis of ‘Cumulative Rate of Relapse During, 
urveillance= . + °. 














Time Sero-neg. Primary | Sero-pos. Primary Seodndary, ^’ Total l 
i oe (Muco-eutaneous) Relapse Rates ; E : o' 

6 months G8% | > 0% 33%" (30%) 
2 10: 0°7 (6 6%) 638 5 (5°84 0%: E6% 3.0%) 
18 `, 10-0% (66%) 9.962 5-6% 0% 182% (50%) 

-` Toni pela se Rate . g 
+ ee 126% (9:3%) H ‘ % de ae 3 ee 1214% T 363} 
12 » y A 
| 12: sf ‘Bay 3%) 0% tii 303° - 12°49,* H 0% (10:8%) 








Figures in parentheses show cumulative relapse rates wien possible’ 'reinfectioñs. 
are accepted as such. 


* The sampling error here is considerable 3 in view $ ` the small number ‘of | cases 
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involved. : , on 


from a public health point df. view is an important yard- 
stick by which to judge the efficacy of treatment, is either 


8.2 or 5%.at 18 months. The Clinical Co-operative Group 


throughout the rest of the Eerie of patents 


figures (Moore, 1943) show that.85% of such relapses < occur: 
in- ‘the first two years of ‘surveillance after long-term 
arsenical and bismuth therapy. ny 
Moore (1947), utilizing a total dosage, bf 2,400, 000 units 
of penicillin, quotes a cumulative relapse rate-at 11 months 


`of 15%, and of 21% for.a schedule of: 2,400, 000 units of 


commercial penicillin with the addition : ‘of © 320 mg. of 


arsenoxide (in eight daily injections , each of: 40 mg.)., 


Reynolds (1948), in considering various schedules of treat-" 
ment for early syphilis by: means of commercial penicillin. 
alone (totals of 4,800,000 units two-hourly for. ‘eight, days, 
4,800,000 units three-hourly for -eight ‘days,. and. 9,600,000 
units three-hourly for 15 days in divided doses), gives a 
combined cumulative relapse.rate of: 1643% during the: 
twelfth month of follow-up. At the end of-the twelfth ` 
month the cumulative relapse rate (total) for. the. scheme 
discussed in this paper is either 12.1 or 9.3%, depending, 
as stated above, on whether certain of the cases’ diagnosed 
as reinfections are included as relapses or not.. At the end ` 
of the eighteenth month these figures- are 15 or 10.8%. 


' The cumulative relapse rates.thus appear, to be at least as 
satisfactory as, if not superior to, those obtained with the - 


various schemes. of treatment reported i in- -the last few years. 
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. Toxic Reactions | te oie te, Tiga 

It was not always easy’ to judge from the clinical notes ° 
made at the time whether such toxic reactions as: Were 
observed were .definitely due to penicillin.or to arsenic: : 
This is especially the-case as regards ninth-day erythema, 
which tends to occur at about. the same time ' as urticarial. 
reactions due to penicillin. However, in ‘most cases the 
clinician treating the patient expressed, ¿ an opinion concern- 
ing the causation, and in cases in which there appearéd 
to be a doubt -the toxic; reaction | Has “been considered as 
being due to arsenic. In consequence the actual arsenical 
toxicity rates may , in fact be less - than- apoge given 


below. , 1o, E i ER 


| 
Reactions due to ‘penicillin, “either local or genefalized:: 


were rarely recorded. . Such cases of penicillin, urticaria 


` as were noted responded to~ treatment, ‘usually~ with: no 


interruption of the routine: antisyphilitic therapy. T 

- There were: 33 cases in which the toxic effects ‘occurring: 
were considered to be due to neoarsphenamine. In 28 of 
these no more arsenical’ treatment was given to the, patient 
after the toxic reaction ; in the remaining,.fiye cakes treat- 


- ment was interrupted, but was later resumed. Seventeen 


cases of arsenical toxicity occurred in the’ first three weeks 
of treatment ; the remainder showed a ‘fairly ‘even scatter, 
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treatment _ 353 439 230 
C), No., of patients completing: O. P, ie arc 
ve ~ treatmen 274 321 159 
(e). No. A Ai completing part Gs 
- of O.P. treatment ‘... ,79 118 71 
(d) Estimated no. of patients exposed a | ; 
. to risk `of toxicity : f ' 
ortion of treatment. =, (b), esa ee ie ‘, 
313 380 194 
re Total no. of early toxic reactions. 
(first-phase ‘tréatment) ' 5 ' 5 4: 
f) Total no. of early toxic reactions | | - \ 
in which treatment stopped . 3 4 2 
e) No. of toxic reactions in O. P., $ para 
treatment phase s 7 4. ” 10 f 3 


= - 
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Six: cases of. jaundice occurred in the series, but, since 
it is generally’ accepted ` that this condition is of infective 
` origin, they are riot included in the’ series of toxic effects 


considered to be, due ‘to neoarsphenamine. Of these six 
patients, one developed jaundice during the first ten days 
of. treatrhent, the remaining five at -intervals between two 
and ‘five months after the beginning of treatment. ', 


The following analysis of ‘the 33 reactions caused by 


£ neoarsphenamine shows that the vast, majority were in the 


Toxico-dermal reactions: ninth- 
. dermatitis, 19'; pruritus; 1 case. 
nausea, 1 case. Other 
1 case; ‘agranulocytosis, 1 


nature of a dermatitis: 
day reaction, “9° cases ; 
.Gastro-intestinal reactions: 
reactions: encephalopathy, 
case ; albuminuria, 1 case. 
’ During the hospital phase of treatment, in addition to 
the‘nine cases of minth-day erythema observed, six patients 
showed , ,foxic~ reactions due to arsenic: of these, one 
devéloped a punctate dermatitis and treatment was inter- 
rupted for a week but was later resumed ; in the five others, 

which ‘included one case ‘diagnosed as arsenical encephalo- 
„pathy, treatment with neoarsphenamine was discontinued. 

In five of the’ nine cases of ninth-day erythema arsenical 
therapy’.was also discontinued. During the out-patient 
phase of treatment toxic reactions occurred in 18 patients, 

and in all of them eect with neoarsphenamine, was 
` -permanently stopped. . 


There was no fatality among the patients in whom toxic 
reactions occurred, and in only three cases could there have 
been considered to be a danger. to life. These latter con- 
sisted: of one case of exfoliative dermatitis, which occurred 
in a patient’ with sero-negative primary syphilis 74 days 
| after the onset of treatment; one case of agranulocytosis 
with angina, which occurred in a patient with sero-negative 
primary syphilis 23 days after treatment started ; and one 
case of arsenical encephalopathy occurring nine days after 
the’ beginning’ of treatment in a patient with secondary 
syphilis: All these, patients received BAL (OX 217) in the 
following dosage: 4 mi. four-hourly for three doses on the 
first and second days of treatment, and daily doses of 4 ml. 
for’ the, next two to five days. 


Since records are complete for the in-patient period of 


'_ treatment, toxic ‘reactions within the first ten days can be 


éxpressed asa percentage of all cases completing hospital 
treatment. -With regard to reactions occurring in the out- 
patient period’ of “tréatment (late toxic reactions),. the 


‘number .of: patients) completing all treatment and the 


number. “ defaulting ” ‘during the out-patient phase are 
known. A reasonable estimate of the total number 
exposed , to the risk of toxicity will therefore be the total 
of those ‘known to have completed treatment, plus half 
the number of patients “defaulting” during this phase 
(Fable. X). - With a for all the Ponent 
tú ce A 


TABLE X.—Crude Fi igures of ‘Number of Patients Exposed to Toxicity 
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i : | Sero-neg. | Sero-pos. 
oo Primary Primary 
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(a) No. of patients starting hospital : 
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treated, the toxicity rate during. the early portion of: tréat- 
ment is 1.37%, and that for the out-patient ‘phase of treat- 
ment 2.14% —thus giving an estimated total toxicity rate 
of 3.51%. In Table XI these figures are broken down 
according to the'stage of disease when first treated. 


Taste XI.—Añalysis of Rates of Toxic Reactions 


Sero-neg. | Serg-pos. 


Primary ' Primary Secondary| Total 





a E 

Toxicity rate during hospital phase | ` by be. i 
of treatment .. | 141% 113% |- 1:37% 

Late toxicity råte ~ .. hao. Vee 191% 4-639 1 1.5462 214% 

Overall toxicity, rate .. 3:32% 3:76% 3°51 8? 


3 26% 





Summary and Conclusions 


An analysis of the results of treatment of 1,028 patients 
treated for early syphilis, with a schedule’ consisting of 4,000,000 
units of penicillin combined with one course of neoarsphen- 
amine and” bismuth; is described. 

There was a high rate‘of “default” from sakiline due 
~to the rapid release of patients from the Service. ° In -order 
. to offset, this dnd to obtain a true statistical picture an 
actuarial method has been used. 


'.+ “If all patients who were considered by the dinen con- 


“cerned to have become reinfected were accounted for as 
relapses, then the total cumulative relapse rate at 18 months - 
was found to be 15% and the cumulative muco-cutaneous 
infectious relapse rate 8.2%. If four of the ten: cases - 
clinically diagnosed as reinfections are accepted as such 
these relapse rates would be 10.8 and 5% respectively. These 
results would seem to be more satisfactory than those- reported 
. by others using commercial penicillin alone and in combination 
with mapharside by the semi-intensive method. 

Treatment failures (cases showing sero-resistance) were small 
‘in number, being 0.9% of, Sero-positive primary cases and 
3. 87% of secondary cases. 3 


~Toxic reactions were of a very ‘low incidence, occurring -in 


3.51% of all patients treated, and there were no fatalities. 


| We are indebted to Brigadier J. Bennett, Director of Medicine and 
Consulting Physician to the Army, and Brigadier H. T. Findlay, 
Director òf Pathology, for permission to submit this paper for , 
publication, ‘and to the venereologists working at the various treat- 
ment centres for their co-operation. Our thanks are also due to 
Major R. B. Stalbow for his aoe in. regard~to the statistical 
problems involved. 
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The current issue of the Practitioner ‘is devoted to a review 
of the first year’s working of the National Health Service. 
All the contributors are anonymous, but ‘there_is,an editorial 
assurance that’ they are outstanding in their own spheres. A 
physician concludes that “there is no evidence that the. health 
of the nation has benefited from the first year of the National 
On the other hand ...no great harm has 


. Pathologist, 


on a continental scale. 
to’ ascertain sex hormone excretion have not ‘yet been per- , 
formed, it is proposed to review the evidence supporting 
this, hypothesis. l : 


‘of liver r 
extremely common (Vint, 1931); in fact, in East Africans 


SEX HORMONE UPSET IN ` AFRICANS 
a f 4 BY . 
J. N. P. DAVIES, M.D. 


Colonial Medical Service, Uganda; ‘Part-time 
Lecturer in Pathology, Makerere College Medical School 


Only in the last few years has Interest begun to be focused 
on the non-parasitic’ pathology of Africans. The gaps in 
our knowledge are so immense that it is extremely unwise 
to be dogmatic on any point in African pathology. Never- 
theless, from the few centres where pathological investiga- 


. tions, and particularly necropsies, are being carried out 


reports are accumulating which show that there‘are striking 


differences between the incidence. of various lesions in 


Africans and in Europeans. These have beer reviewed by.. 
Lewis (1942) and Gelfand (1948). Owing to the total 
absence of reliable statistics it is usually very difficult to 
express these differences, and all figures must be interpreted 
with great caution.- Certain of these differences are ex- 


< -plicable on climatic or parasitic grounds, others, -such as 


Sickle- cell-anaemia, on racial grounds, but the majority still 
“defy explanation. 


‘In this paper I suggest that certain of these sO far unex- 


plained differences are explicable on the assumption that, 


because of the almost universal liver damage, Africans are 
subject to oestrinization’on almost a national scale, or even 
As chemical analyses of the urines 


Malnutrition in Africans 


- It has long been known that there is a very high incidence 
disease in Africans and that cirrhosis is 


and in the South African Bantu it has been found to be 
almost universal (Davies, 1948a, b, c ; Gillman and Gillman, 
" 1948). ‘Recently’ evidence has accumulated which suggests 
that this liver damage is largely the result of malnutrition, 


assisted perhaps in certain areas by the effects of parasites 
‘ (Davies, 1948a, b, c).. 


Owing to malnutrition a fatty liver 
develops early in childhood ‘and cell accumulations then 
‘occur with fibrosis, with or without the deposition of iron. 


` Cirrhosis of the liver of a Laennec type often develops even 
in young children. 


In those less affected who survive, 
the liver is omen marked and- often functionally 


upset. 


After. childhood is passed recurrent episodes of malnu- 
trition or chronic infections will precipitate further attacks, 
so that these patients present, both clinically and patho- 


logically, a state somewhat similar’ to that-seen in young 


children. Other causes of liver damage, such as infectious 
hepatitis and post-arsenical jaundice, are also common in 
Africa, and there is reason to suppose that nutritional 
hepatic necrosis occurs in Africans as it is suspected to 
do in Ceylon’ (Fernando, Medonza, and Rajasuriya,. 1948). 
Clinically, Trowell (1946) -has found that this malnutritional 
syndrome, kwashiorkor, is extremely common in African 
children, and, oWing to the prolonged period of breast- 
feeding and. the absence of a proper weaning period, few 


resulted.” A surgeon puts forward a number of constructive- African children escape without at least a minor attack of 


suggestions, and an obstetrician takes the view that “the field 
is set for a wonderful experiment which could not fail to yield 
encouraging and possibly dramatic results.” General practi- 
tioners put forward their own distinctive views, and two newly 
„qualified practitioners contrast their enhanced material security 
with certain spiritual doubts. 


r 


the condition. This clinical observation is fully in accord 
with , the pathological finding of almost universal liver 
damnee at necropsy. 

There is thus evidence that from early childhood a high 
proportion of Africans have damaged livers. This has 


4 : * > 


— 


í Gynaecomastia—This 


. Army as 16 per 100,000 and in the U.S. Navy -as from 
/ 6.96 to 9.46 per 100,000. . There is no ‘doubt, about ‘its 
_ frequency in, Africans: Gelfand (1948) comments on‘ its 


tribes.” 
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many prefourd effects, but in paiticular it con been shown 
that when, the liver is damaged, as in cirrhosis, ‘it is unable 
to inactivate ‘oestrogens (Glass, ` Edmondson, and Soll, 
1940). Nor is cirrhosis necessary,.for Hibbs (1947) and 
Klatskin, Salter, and Humm (1947)have described gynae- 
comastia in malnutrition. It has been shown that’ the liver 


fails to inactivate oestrogens where there -is vitamin. B, 


deficiency (Biskind and Biskind, 1942) or where there is a 
lack of lipotropic factors (György, 1945). Lipotropic factor 
deficiency gives rise to fatty infiltration of the liver similar 
to that found in kwashiorkor (Davies, 1948a, b, c). There- 
fore, if Africans have damaged livers, which ‘generally is 
known to be the case, then signs of Baca should be 
widespread in Africa. me 


‘ Evidence of Oestrinization in Africans 


tion many, profound changes might be expected. Most of 


the experiments performed to show the effect of oestrogens i 


have been'carried out in mice and other laboratory animals, ` 
and it is:as ‘yet uncertain how far similar changes occur 
in humans. `The general change in males is. to produce 
“feminization ” associated with’ certain mental , changes. 
-Ferninization will be manifested by changes in the general 
body configuration and by gynaecomastia. The endocrine 
glands are affected and the incidence of ‘certain endocrine 
disorders should be altered: The known carcinogenic pro- 
perties of oestrogens might be expected to be shown by a 
high incidence of certain types of cancer, and since, if this 
theory is correct, oestrinization occurs from an ‘early age, 


then the age incidence of these cancers would probably be. 


lower than in Europeans. In African’ females a high 


incidence of cystic hyperplasia of the breast, of ‘endo-’ 


metriosis, and of endometrial cancer, might be expected. ‘All 
these possibilities will be briefly ‘examined. 

Changes in the Body. Configuration of Africans.—Lewis 
(1942) points out that the anthropologists. have long sought 


to explain the origin of racial characteristics by.the ‘action- 


of hormones and' have so explained: the slender build’ of 


` the Bantu (castration effect). Gordon (1933), dealing with 


amentia in the East African, stated: “I may mention that 


I have ‘found gynaecomastia to be common and also a’: 


marked general feminoid tendency in the males of our own | 
He , also “mentioned. the ‘frequency of bilateral 


hyperplasia, of the parotids, .a condition now known to be 
associated with malnutrition in Africans (Davies, 1948a ; 
Gillman, Gilbert, and Gillman,, 1947). . 
tioned -in passing that ‘the work ,of Gordon and of ‘Vint 


(1933) on the African brain and mentality, which attracted | 


great interest, would appear to have been carried out on 
Africans showing what we now recognize as severe. stigmata 
of malnutrition possibly associated with endocrine upset. 


. In association, with this feminization it' may be noted that 


the body and beard hair of Africans is often very soft and 


_ downy and they rarely shave, while i in health their. skins are 


beautifully soft and satiny. 
is uncommon in 


regions. Karsner. (1946) gives its incidence in the U.S. 


prevalence .in Rhodesia, and in a recent survey of, 500 


_ railway workers in Nairobi Trowell (1948) found it present 


in moderate degree j in 3%,of these and in severe degree.in’ 
2%: Thus 5% of these supposedly healthy men exhibited 


this lesion, which Karsner (1946) ; concluded. to be- an 


indication of oestrogen upset in the male. My colleague, 


l Mi E. M. K. Muwazi informs me that i in certàin De of 


o pete & 
i 


It may: be men- ` 


iine i 


very: common in Africans. 


; each year. 
_.. common, but I am informed (McAdam, 1949—personal 
If from an early age Africans are subjected to oestriniza- 


‘and with'the history supporting this diagnosis. 


Uganda dpérations for the ‘removal of, these unsightly male 
breasts are often demanded, and in Mulago Hospital this 
is an operation not infrequently performed. Testicular 
atrophy is often associated with, gynaecomastia, and while 
no ‘figures can be given there is no doubt that testicular 
atrophy and oligospermia are common in Africans. 

_Inguinal-. Hernia—Dr. Burrows has kindly drawn my 
attention to the effects of oestrogens in causing inguinal 
hernia to develop in, mice. While no figures of exact 
incidence can be given there is no doubt that hernia is 
Connell (1930) has mentioned 
its frequency in African males and‘also its relative infre- 
quency in African women. Herniae are extremely com- 
mon jn. . Uganda and a vast number are operated upon 
Undescended testicle does not appear to be. 


communication) that at op tauon the cord is often found to 
be short. a 

,Thyrotoxicosis. —The rarity of snvrotoxicosia in Africans 
is a striking feature of African medicine. While goitre is 
not uncommon, and is even remarkably common in certain 
endemic foci—e.g., in Sierra Leone (Blacklock, 1925)— 
thyrotoxicosis is very rare (Gelfand, 1948). Of the many 
thousands of biopsy’ specimens examined’ in Kampala 
between’ 1931 and 1949 only two specimens were found 
to come from Africans diagnosed as having thyrotoxicosis 
In the same 
period only one case came to necropsy. Thyroid adeno- 


‘mata, however, are common. Oestrogens are reported as 


having an inhibitory action on the thyroid (Cameron, 1945), 


and, though this not so great as to be effective in moderate 


or severe thyrotoxicosis, in mild cases they may be effec- 
tive (Farbman, 1944). While the cause of the rarity of 
thyrotoxicosis in Africans is obscure, it is possible that 
oesttinization might account for its rarity. 
Effects in the, Female —Cystic hyperplasia in women is 
now attributed to excessive oestrogen stimulation (Willis, 


1948). Ellis (1937) refers to the frequency of this condition 


in African women, finding that in the women he examined 
51% had nodules of cystic hyperplasia and 14% had cysts. 
He thought that, since he found carcinoma of the breast to 
be unusual in African women, cystic hyperplasia could not 


. be a precancerous lesion. Evidence of the effects of exces- 


sive oestrogen stimulation upon the endometrium appears, 
in my experience, to'be frequently seen in the biopsies sub- 


mitted, but as these are from selected cases no figures can 


‘be given. 


Evidence of infertility is also difficult to pro- 
duce, but the abortion rate is believed to be high. In their 
studies in Ulanga, Tanganyika Territory, .the Culwicks 


` (1938), found that the fertility’ rate of the older women was 


~ 


very low, possibly correlated with a severe famine in their 


. youth, but that the fertility rate of the 'young women, while 


low, was much: higher than that of the older women. 


Cancer in Africans 
The. influence of oestrogens in the’ causation of cancer 


` has aroused very great interest. The study of the incidence 


of cancer in Africans is beset with immense difficulties. 


. There is an. almost total lack of reliable „vital statistics in 


Central ‘Africa ; women, come to hospital less often than 
men, and the severe bed-pressure means that where nothing 
further can be done patients have to be returned to their 
homes, while adequate diagnostic facilities are concentrated 


' in a few centres only. : . yoy 


An important consideration is ‘that relatively few Africans 
live to enter the cancer age, for, as ‘Barnard -and Robb- 
` Smith (1945) point out, almost half the total cancer mortality 
in England and Wales occurs in, persons of 65 years and 
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over. Statements about the ages of Africans must be 
accepted with great caution, but it has been shown (Davies, 
1948c) that the average age at death of persons coming to 


necropsy. at Mulago Hospital is just over 28 years, and that’ 


of 2,162 patients only 21 definitely were above the age of 
60 years and 1,635 were below the age of 40 years. Con- 


sidering this, there would appear to be no shortage of’ 


cancer in Aans: - 


In the absence of proper statistics it is possible to put 
forward for consideration only the figures obtained from 
the necropsy records of Mulago Hospital over the :period 
1931-49 and the figures of the cancers diagnosed from 


biopsy specimens in the Kampala Laboratory over the same ' 


period. This laboratory serves the whole of Uganda, with 
a population of about five millions. All Asiatic and Euro- 
pean cases have been excluded, and, so fat as possible, all 
cases which subsequently came to necropsy at Mulago Hos- 
pital ; and, while it is not possible to say that all such have 
been excluded, it is certain that the overlap is slight. End- 
less discussion could take place over the exact ascription 
of many of these tumours, so the diagnosis recorded in each 
case has been accepted as the correct one. Cases of meta- 
static cancer in which the primigry source was'not stated are 
not included in Table I. 


n 


` TABLE I.—Cancers in Uganda Africans 


Site Biopsy Necropsy Site Biopsy Necropsy 
: Carcinoma $ 
Skin: 
Epithelioma ‘.. 152 2 Gall-bladder 4. 0 2 
Rodent ulcer 8 l Ureter Sa 1: 0 ~- 
Penis .. 176 1 ‘ Urethra .. ae. l 0 
Eye. 19 0 | Bladder | 2) 10 3 
Lacrimal gland 3 0 Prostate set “T 5 
Buccal cavity and lip 21 1 Testis i TE 2 
Antum =’ S 1 Ovary .. 28 4 
Nose .. sca she 1 0 Uterus, body sa 2l 1 
Branchial .. >.. 3 I Uterus, cervix 36 rl 
Oesophagus .. Se. Oe 3 Vagina 6 1 
Salivary gland . z. 43 0 Vulva vi 0 
Stomach" .. 6 8 Breast -» ee 64(56) 0 
Small intestine 2 2 Thyroid 6 0 
Colon mi 5. 4 Bronchus ° 0 0 
Rectum and anus .. 19 3 Pancreas .. 4 ~ 12 
Liver.. . 20 39 Kidney 5 a. 
i 8 66 205 35 
3 í Sarcoma 
Round-cell ./ 37 2 Spindle-cell and ` 
C ( fibrosarcoma .. 68 3 
Giant-cell* .. .:. 8 1 Myxosarcoma .. 10 0 
Kaposisarcoma .. 14 2 Special types .. 21 4 
"| Reticulo-endothelial Tumours 
Endotheliomata 90 4. Lymphosarcoma.. 27 ‘11 
Reticulum-cell sar- e 
coma . 30 7 Hodgkin’s disease 30 
Leukaemia and chlor- f i 
oma pi PERS | 10 Plasmocytoma .. 3 0, 
\ 
Special Tumours 
Melanoma 72. 2 a Thymoma , es 70 0 ' 
Gliomata D ] 7 Retinoblastoma .. 10 
Adrenal neuroblastoma 2o“ 2 Adamantinoma 16' 1 
á Carcinoid of appen- 
Teratoma .. a 12 Se dix see es 0 
16 Te 4 
; ‘ Biopsy Necropsy Total 
Carcinoma. . 690 ' 101 791° 
Sarcoma . 158 12 170 
Reticulo-endothelial tumours 181 36 217 
Special tumours se 114 17 131 
Total sr a i 1,143 166 1,309 


r 


A number of interesting features are displayed in this 
table, but comments will be made only on points bearing 
on the hypothesis under discussion. The details can be 
compared with those of other published series of cancers 
in Africans: Smith and ‘Elmes (1934, Nigeria), Ledentu 
(1934, Cameroons), Vint (1935, Kenya), and Elmes and 
Baldwin (1947,-Nigeria). . 
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Carcinoma of the Male Breast 


A high incidence of ‘carcinoma of the male breast has 
been recorded by sèveral observers. Their findings are 


summed up in Table I and compared with the figures given . 


by Willis (1948). ` j 


2 ie 


-TABLE Il.—Comparative Figures of- Carcinoma of the Breast 


Total ¢ . Total Male As % of | As K of 
Carcinonia Breast ‘ Breast Breast 
Carcinoma) Carcinoma| Carcinoma Gacncens 


Se en ee | | a 


Locality 


Pon ag and Wales, 


7,278 60 . 0:82 — 
Victoria State, 1933- hes wf 

42 . — 2,455 26 1-0 — 
Nigeria, 1934 225 29 3 10:3 1-3 
Kenya, 1935 ; 277 25 - 5 ‘| 200 1-8 
Cameroons, 1934 >` 63 ' H 3 272 4-7 
Nigeria, 1947 ik 568 84 7 8-3 1-2 
791 64 5 78 0-63 


Uganda, 1949 


my ; 

This table underestimates the total malignancy found in 
male breasts, for Vints series contained’ two breast 
sarcomas and Elmes and Baldwin recorded two sarcomas 
in their cases, and in the Uganda series there were two 
sarcomas and one malignant endothelioma of the breast. 
Sarcoma of the breast’is a very rare tumour, and it is 
possible that these cases might be anaplastic carcinomas ; 
but the effect is still the same, as it confirms the frequency 
with which’ malignant tumours occur in the breasts of 
African males. To these figures may be added the state- 
ment of Gelfand (1948) that he has encountered some cases 
of carcinoma in the male breast. 

This high incidence of male breast cancer in Africans 
awaits explanation, as does:the high incidence of gynae- 
comastia. It is very difficult to incriminate such agents as 
parasites or trauma, and all the evidence suggests an 
` endocrine cause. x 


-Reticulo-endothelial Neoplasms | 


"© Oestrogens are known to have some influence over the 


occurrence of leukaemias and lymphosarcomas and other 


systemic neoplasias of the reticulo-endothelial system in 


mice (Furth, 1946; Greenstein, 1947). Such neoplasms 
_ figure prominently in this series, but it is difficult to esti- 


mate their exact incidence in other reports from Africa.. 


Elmes and Baldwin do not mention leukaemia or Hodgkin’s 
disease, but found 53 lymphosarcomas in their 1,000 cases. 
The generalized glandular tuberculosis seen in Africans 
can mimic the. lésions of Hodgkin’s disease, and many 
recorded cases may really be tuberculosis (Davies, 
1947). 

Many of the endotheliomas arose from lymph glands, 
and these tumours were the subject of a special study by 
Hennessey (1942). » Vint recorded 15 endotheliomas from 
Kenya (2.7% of. his tumours). But in view of the strictures 
passed by Willis (1948) upon this diagnosis it is difficult to 
assess the true status of these tumours. In spite of this, 
however, reticulo-endothelial neoplasms are common in 
Africans and usually occur in young persons. Thus of 
nine necropsy cases of lymphosarcoma the average age was 


` 


a 


23.9 years, the oldest being a man of 42: of six cases of © 


reticulum-cell sarcoma the average age was 38.9 years, the 
oldest being a man of 50; and of fivé leukaemias all were 
young adults with an average age of 25.9 years. 

Willis (1948) states that while lymphosarcoma is not rare 
in youth it is predominantly a disease of middle and old 
age (the mean age of his cases was 52 years). Gelfand 
(1948) states that leukaemia in the African, whether myelo- 
genous or lymphatic, runs an acute or subacute course. 
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While the youth of these subjects may be only a reflection 
of the short life of Africans, these tumours appear pre- 
dominantly in. young males and run an acute course. 
Another common tumour of Africans which Willis puts in 
this class of tumours is Kaposi sarcoma, which has a 
peculiar sex incidence. Elmes and Baldwin record its 
incidence as 2.4% in their cases. It is possible that some 
cases of this disease are masquerading in this series under 
other 'names—endothelioma or fibrosarcoma. 


Primary Liver Carcinoma 


This is a very common tumour in Africa, and- SO 
far no satisfactory explanation of its frequency has 
been adduced, but it has. been suggested elsewhere that 
this might also be induced by oestrinization (Davies, 1948b). 
It has an almost constant association with a slowly develop- 
‘ing Laennec type cirrhosis, and Schenken and Burns (1943) 
have caused hepatomas to develop in ‘mice by oestrogeh 
administration. In Africans it-is predominantly. a diséase 
of young adult males, the age incidence in this series of 
20 necropsy cases being an average of 36.6 years. From 
such cancerous livers carcinogenic’ substances have been ’ 
. isolated, probably sterols, ds they have from non-cancerous 
- African livers but not from the livers of Europeans or 
American negroes. Failure of oestrogen inactivation would 
account for the finding of carcinogens in both cancerous 
and non-cancerous Bantu livers. 


Uterine Canona: Testicular Tumours 
Uterine Carcinoma.—Considering the greater ease of 
diagnosis of cervical cancer as compared with endometrial 
cancer the incidence of the latter in Uganda would appear 


to be relatively high. Willis quotes various authorities who 


suggest that the proportion of cervical to body cancer is 
about three or four to one. 


Testicular Tumours—These would appear to bei rare in 


Uganda and in Nigeria, and no interstitial-cell tumours arè 
recorded. 


s ij a = / 
Discussion 


A 


The evidence which suggests that oestrinization is wide- | 
spread in Africa and accounts for many of. its peculiar : 


pathological conditions requires to be’ supported by studies 
of the sex hormone excretion of Africans. To judge by 
‘what is known to be true of cirrhotic cases (Lloyd and; 
Williams, 1948), these should present evidence of sex hor- 


mone upset.: I know of no place in Central Africa where . 


such studies are being carried out, but it would seem that 
if these were done they might produce extremely ifteresting 
results. : 

If the importance of oestrinization in Africans can be 
proved it-will clearly be a matter of great value in the 
development of Africa. It is-not to be supposed that the 
evil effects of oestrinization or other hormonal defects 
induced by malnutrition are confined to the conditions 
briefly discussed here. Oestrin produces changes in person- 
ality and mentality which may be of the greatest importance 
in African life. 
discussed, the known high incidence of primary hepatic, 
carcinoma in other parts of the world, such as Java and 
Malaya, may mean that this hypothesis i is applicable to con- 
ditions there. It is realized that much written here is mere 
' speculative opinion and that other alternative explanations 
are possible to cover these differences between African and 
temperate pathology. But all I wish is to lay this hypothesis 
before those interested in ‘tropical mediciné and suggest that 
the possibility .of sex hormone upset in malnourished 
Africans i is a subject ‘worthy of further study. 


f 


While only African pathology has been - 


E Summary 


It is suggested that the different incidence of a number of- 
pathological states in Africans from that found in Europe can 
be explained upon the hypothesis that, owing to widespread 
malnutrition and consequent liver damage, Africans are subject 
to wholesale oestrinization. 


This: hypothesis arose out of an investigation into malnutrition 
carried out in conjunction with Dr. H. C. Trowell and Dr. E, G. 
Holmes. I am grateful to them, to Dr. A. B. Raper, and to others 


- of my colleagues for help and advice, and also to Dr. H. Burrows. 


The paper is published with permission of the D.M.S., Uganda. - 
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On the island of Tinian in the trust territory of the Pacific 


_ administered by the United States Navy nearly 100 lepers are 


receiving medical treatment that will enable many of them to 
return to their former homes and occupations. Work.at the 
leper colony is part of a health service the United States Navy 
is performing in the Marianas, Caroline, and Marshall Islands. 
The Navy, acting for the United States Government, directs 
civil administration in the former Japanese-mandated islands 
under a trusteeship agreement with the United Nations. A first 
step in the medical programme was‘the gathering of informa- 
tion on the health and incidence of disease among the 50,000 
natives of the islands. As the 100 inhabited trust islands are 
scattered över a wide ‘area the U'S.S. Whidbey, a small cargo 
ship fitted as a medical centre, is headquarters .for the staff 
making the survey. The Whidbey started making the rounds 
‘in the Marshall area in August, 1948. It stops at each 
inhabited island long enough for a physical and dental examin- 
ation of every inhabitant. The ship’s medical staff consists of 
two doctors, one dentist, one medical service corps Officer, and 
10 hospital ratings. One of the most important functions of 
the staff is to discover cases of leprosy. Although emergency 
treatment is given on the vessel when necessary, other ships 
collect the lepers and take them to Tinian Island. 


` 


t 


‘nerve showed considerable bruising. 
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DIRECT VEIN GRAFT IN RUPTURE 
_OF POPLITEAL ARTERY ; 


REPORT OF A CASE 
à i BY 


PETER MARTIN, M:Chir., F.R.C.S.Ed. 


Surgeon, Chelmsford Hospital Group and Tilbury Hospital 
Group , \ 


(From the Department of Vascular Surgery, Postgraduate ` 
~ Medical School of London, Hammersmith) 


Since the advent of anticoagulants, especially heparin, it 
has been advised many times in textbooks and in discus- 
sions that where, there is a gap in the course ofa main 
vessel resulting from trauma, or possibly from the excision 
of an aneurysm or other operative procedure, and where 


' direct suture is impracticable,’ reconstitution should be 


effected by vein-grafting. There are, however, very few 
such cases reported in the literature in which grafting has 
been successful. In a subject with healthy arteries it’ is 


. probably safe.to say that the main vessel can be interrupted 


With impunity, provided that there is not such’ extensive 
damage to the soft parts that the collateral vessels them- 
selves are divided and precluded from carrying out their 
function. Where such damage exists, and where there is 


other reason, to suppose that sufficient collaterals will not. 


function properly, the restoration of blood flow can be 
secured by means of a vein graft with or without the use 
of a vitallium tube. 


The following case in which a direct vein graft without 
a tube was used to bridge a gap in the popliteal artery is 
of interest. The immediate result was successful, but other 
circumstances led to an amputation six months later. 


_ Case Report 


On July 1, 1947, a farm labourer aged 19 was driving a tractor 
and backing, towards an upturned harrow when he fell back- 
wards off the driving-seat on to the spikes of the' harrow. He 
sustained a lateral perforating wound of the left knee, the 


harrow point passing across the popliteal surface of the femur. 


and grazing it. The wound of entry was considerably lacerated 


and there was much damage and bruising of the subcutaneous . 
and deep tissues in this area. 


At the time of examination some 
two hours later the foot was cold and pulseless and there was 
a sock anaesthesia. His general condition was good. 
Operation was performed with a pneumatic tourniquet in 
situ. The wounds were explored and: devitalized tissue was 


excised. Through:an additional posterior midline incision the 


contents of the popliteal fossa were examined: ‘The popliteal 
artery was extensively bruised and in spasm over a distance of 
2 in. (5-cm.) and the media in one segment was partially divided. 
The posterior tibial nerve was intact, but the lateral popliteal 
The affected segment of 
the popliteal artery was excised and extensive subintimal 
haemorrhages were found in this part, ' 

As there’ was much damage to the collaterals, the result of 
the original trauma, it was felt to be essential to restore the 
blood flow in the main vessel, and as no vitallium-flanged tubes 
were available a piece of the internal saphenous vein was 


' excised from the opposite thigh and sutured to the patent cut 


pan 


ends of the popliteal artery. Suture was effected at each end by 
eight interrupted sutures of silk on the finest needle. The 


tourniquet was released and, although the graft bulged some- 


what, pulsation was immediately apparent, extending into the 
distal segment of the popliteal artery, and there was no leakage. 
The wound, owing to its dirty and soiled condition, was lightly 


, packed with petroleum jelly ‘gauze. 


A pronounced reactive hyperaemia was immediately apparent. 
in the, foot, and both the dorsalis pedis and posterior tibial 


pulses were full and easily palpable (blood pressure 200/130). 


\ 


The patient was given heparin, but in spite of the fact that the 
clotting-time. was never above eight ‘minutes severe haemorrhage 

~recurred on the following day and ré-exploration and a trans-. 
fusion were necessary. A tributary of the popliteal vein was 
found to be bleeding and-'was tied. The graft was pulsating 
satisfactorily. Heparin was stopped. - 

The next day haemorrhage occurred again, and this time was 
seen to be coming from the popliteal surface of the damaged 
femur. The graft was still pulsating well and there was no 

, undue bulging ; a further transfusion was given. Convalescence 

. proceeded’ satisfactorily, but from the ‘time of the accident 

‘anaesthesia was present over the distribution of the- lateral 
popliteal nerve, and there was similarly'a motor paralysis of 
the lateral and anterior tibial muscles. 

On August 25—1.e., almost eight weeks after the injury—an 
arterjogram (see illustration) showed slight stricture at the site 
of the anastomosis, but the blood flow was satisfactory and the 
blood supply of _ N ; 
the foot was com- i ME eRe 
pletely adequate, 

' although the 
pulses of the 
affected leg were 
not quite so good 

„as those in the 
‘contralateral 
limb. Unfortu- 
nately a flexion 
contracture of the 
knee-joint started 
and, in spite of 
treatment, be- 
came more pro- 
nounced.’ On 
January 8, 1948 
—i.e., six months 

_ after the injury— 

, the popliteal area 

was again ex- 
plored and was 

found ‘to be a 

‘mass of extreme- 

ly dense fibrous 
tissue ; in the process of dissecting this out the popliteal] artery 
was irreparably darhaged and gangrene of the toes occurred, 
necessitating amputation of the leg below the knee at the site 
of election on March 16. 





Arteriogram taken eight weeks after injury. 


‘Comment i 
Experimentally, Murray (1940) has shown that direct 
vein-grafting of a gap in an artery is completely successful 
provided the animal is given heparin for about 72 hours, 
the bleeding-time being maintained at 12 to 20 minutes. 
He examined the grafts after a four-weeks interval, when 
` patency and hypertrophy of the graft were seen, the latter 
being confirmed microscopically—in fact, it appeared that 
the vein had become like an artery. f 
Certain points of interest arise from my case: (1) The 
graft was working satisfactorily and was in fact not easy to : 
distinguish from normal popliteal artery. when directly in- 
spected 48 hours after the transplantation. (2) The blood 
pressure following operation was up to 200/130 for some 
time, and the graft did not bulge significantly. (3) Owing to 
excessive haemorrhage following operation heparin was not 
used for, more than 24 hours, -nor was the clotting-time 
increased above eight minutes, yet the graft remained patent. 
I do not suggest that heparin is inadvisable or unneces- 
sary in such cases. (4) Should flanged vitallium tubes 
not be available, ‘or should they not be considered 
advisable, it seems that a direct vein graft to bridge the gap 
in an artery is a rational procedure and has a good chance 
of success. 
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„` negative. No. abnormal antibodies active at 37° C. 


~ 


_ serum. 


hospital. , The child nas fully breast-fed and analy normal. 


April 5,.1947—Baby A : aed 34 months. Examined by 


THE AGGLUTININ ANTEM ASSOCIATED paediatrician: and judged to be normal in all respects. Blood 
typed as Group A Rh-negative ; M,N,P., Mrs. A: Anti-M still 


i fy, et WITH, PREGNANCY © a” _ active at 37°. C. with a titre of '8. f T 
REPORT ON TWO. CASES 7 s i E tte =e T TP. : pi 
| a a © be "i r Case2 | 


l v er ee ee ba “Mrs. 'B, a 3-gravida; was admitted to the puerperal sepsis 
e C. CHRISTOPHER BOWLEY, M.B., M.R.C.0.G. ward, on March 13, 1947, three days after delivery, requiring 


Obstetric and Gynaecological Registrar, wenn Middlesex ; ‘transfirsion. Blood was sent for Rhesus typing and cross- 
-Hospital |"! Te. matching: 

4 o AND o sone March 14—Group . O. Riaekanve (cde/cde); N. ‘No 

: FN Si g ‘abnormal antibodies were demonstrable at 37° C., but at 

L DUNSF ORD es E i 20° C. “and 4° C, an-antibody was present, behaving as an 

National Blood ee eee. Sener ate anti-M with a titre of 2. Cross-matching was carried out at 


37° Cs,and 4° C., and Group O Rh-negative N blood was 
In the following two cases of pregnancy the EEA - transfused satisfactorily. - 


- anti-M was detected. air March 26—Infant B : Aged 15 days. - Clinically Jornal. 


. 5 Case 1. - ae core having shown no signs’ of haemolytic disease of the newborn 

Mrs. A, aged 27, was expecting delivery of her first child since birth. Blood Group O Rh-positive (CDe/cde); M,N. 
on December 22, 1946. The serological’ -findings are shown in The direct Coombs test was negative. The child’s cells were 
the Table. strongly agglutinated by its mother’s serum at 20° C. but not 


An _ ., at 37°C. Mr. B: Group ‘A Rh-positive (CDe/cde); M. His 
May 20-Mrs, A : Group ta negaliye: (cde fede). WR , cells were, strongly peslutinated by his wife’s serum at 20° C. 


í but | ot at 37° C. z 
August I—Mr. A: Group O Rh-positive., His cells’ were nee ‘ 


not agglutinated at 37° C. by his“ wife's ASSE from oa ' Discussion 
May 20 and stored at —20° C).: ve 


December 3.—Mrs. A: Serum contains an antibody ative: d iv betak dicati 
at 37°C. agglutinating 13 diferent red cell, suspensions, (fwo uring pregnancy. may generally be taken as indicating iso- 


Rh-negative and 11, Rh-positive), each ‘known to contain’.the’ , immunization,” with the future possibility of haemolytic 
antigen M, but did. not agglutinate seven different’ red cell disease of the newborn. It is our contention that the detec- 
suspensions’ all lacking in. the antigen M. ., > 7: tion of anti:M in maternal serum during the course of 
December. 10. —Mrs. A Red cells—Gróup A. Rh-negative ` pregnancy or the puerperium should not be considered: as 
N,P. Serum—action of antibody identical with. that of a knòwn having the same significance as the detection of such 
anti-M when tested against 100 unknown cells. Titre of-anti- abnormal antibodies as the Rhesus iso-agglutinins. In fact, 
body 128 at 37° C., 20° C., and 4° C., with a west reaction at anti-M, like ‘anti-P (Dunsford, 1949), is to be considered 
37° C. and a visual reaction at 4° C. ` to oe ` as a naturally occurring antibody, comparable with’ anti-A 
December 16.—Mrs, A was delivered of an apparently healthy: -OT anti-B, but of rarer occurrence. 
child showing no’ clinical signs of haemolytic disease of. the Th 
e literature contains few references’ to the iso-agelu- 


newborn. The placenta was normal in appearance and weight. 
Baby A (cord blood): Apparently Group A Rh-négative ; tinin anti-M. Wiener and Forer (1941) and Wiener (1942) 


M,N,P. The direct Coombs test was negative: The ¢child’s have reported what appears to be immune anti-M in two 
cells were strongly agglutinated at 37° C. by its mother’s ‘serum. ‘cases following incompatible transfusion, but such an occur- 
Haemoglobin at 24 hours was 162% Haldane. Mrs. A : Find- rence is.so rare and anti-M so weak an antigen in‘man that 
ings as before. The titre against the-same M-positive cell 6fat M and.N factors are ignored in normal transfusion work. 
37° C. (weak reaction), 64 at 20° C., and 128 at 4° C. (visual Anti-M in association with pregnancy has been reported in © 
reaction). Mr, A: Group O Rh-positiye, (cDe/cde) ; M,N.. , only two‘cases (Paterson et al., 1942; McFarlane, 1945), 
His cells were strongly agglutinated at os C. by his wife’ Se While we have kn owledge of three more recently: dis- 
covered cases. , De Kromme and Van Der Spek (1948) have 
Teported a case in which it was suggested’ that anti-N was 
"associated with haemolytic disease of the newborn, but it 
! Table Showing os Serological Findings. in Family A was not investigated: fully nor was the association proved. 
In the cases of Paterson et al. and McFarlane and in our 
Case 2 anti-M was present as a typical cold agglutinin active 
© at 20° C. and; 4\ C. In no case was there evidence of 
haemolytic disease of the newborn. ‘Following these three 


The findings of an abnormal antibody in matesnal sera 


December , 23 Mother and child were discharged -, oe 









. Mrs: A 


a eR ee eT ` 
Group A Rh-negative (cde/ — 
cde). No abnormal anti- ee ees 


Date 
N 
20/5/46 








, bodies at 37° C. ] 
1/8/46 — a ‘Group O Rh-posi- cases, that of our Case 1 is of additional value in that the 
' IE ee . agglutinated , by antibody was strongly active at body temperature with a 








ee i = - wife’s serum : 
3/12/46,] Antibody present active at = titre of 128, but again there was no evidence of haemolytic. 
37° ©. Ca P ` disease of the newborn. ` 
` 10/12/46| Group A 'Rh-negative; o = 
| N;P. Antibody identical ` _ Itis`believed that Rh is a stronger antigen in man than 






(with anti-M against 100: 
unknown cells. Titre: 

1: 128 at He (weak 

ı reactiòn); 1 198 at 20° ; 
C51 : 128’ at 4° C. j 
‘(visual reaction) ; 

16/12/46 Titre: 1:64 at 37°C. (weak Group O Ria 


M (McFarlane, 1945), and-if'anti-M and anti-Rh are pro- 
j ' duced by a similar process—namely, iso-immunization—it 
Pa wòuld be reasonable to suppose that Group N, Rh-negative - 
multigravidae who have borne M or MN Rh-positive 

















Group A Rh-nega- 







rected 64 at 20° l Ei (De(cde); tives. f MNP. . children, and have produced anti-M, should also have 
_ Gisual reaction) at glutinated a 3 negate ` cels! produced anti-Rh. ,_McFarlane’s case, and our Case 2 both 

i y e's ageglutina at a = 
7 O |. serum i’ | EC by mater fall into: this category, but in neither case was anti-Rh 






are. \ ` ‘nal serum detected. .This suggests ‘that the anti-M. present was a 
es MNES natural and not an immune antibody. It will be appre- 


ciated mae a case reported by Wiener and Forer (1941) in 


~ 
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which both anti-M and anti-Rh were produced by an 
incompatible transfusion, and another discovered by 


Stratton (personal communication), with both antibodies — 


present in pregnancy, do not negative this hypothesis. 
_ Secondly, clinical and serological manifestations of 
haemolytic disease of the newborn were entirely absent 
in the case of Mrs. A, in whom the antibody was known 
to have increased in titre during the pregndncy and to have 
_ become active against the cells of. the foetus and its father 
at body temperature. Similar findings: with an immune 
iso-agglutinin are. almost invariably followed by affection 
of the newborn. ' $ 
Finally, a. technique of differentiating immune and 
naturally occurring antibodies was applied to these sera. 
This technique, described by Boorman and Dodd (1947), 


- is the comparison’ of the titre of the agglutinin in saline’ 


with the titre of the agglutinin when human serum, lacking 


the antigen to the antibody under examination, is used as 
Boorman and Dodd found. 


diluent in place of saline. 
enhancement of titre in serum in which immune anti- 
bodies were present, whereas naturally occurring antibodies 
showed no enhancement. In the cases of Mrs. A and 
Mrs. B there was no evidence of titre enhancement, further 
confirming the theory that these anti-M agglutinins were of 
natural occurrence. 


- Reascn must be given why in the case of Mrs. A the 


titre of the antibody rose during the intrauterine life of: 


the foetis if the antibody was of natural occurrence: This 
phenomenon has been reported by Jonsson. (1936) and 
others in the case of naturally occurring anti-A and anti-B, 
and not infrequently; observed by one of us (I.D.). 
Similar observations have been made.in Rh-negative women 
who, having produced Rh antibodies - in previous preg- 
nancies, reproduce these antibodies in increasing titre in 
_a subsequent pregnancy, even though carrying a ‘normal 
Rh-negative foetus. This can be explained by the supposi- 
tion that there has been a non-specific. stimulation of 


already existing antibodies during the course of pregnancy., ’ 


In the case of Mrs. A an explanation of the alteration of 
the antibody activity so that agglutination of the infant’s 
_ and of the father’s cells occurred at 37° C. is found in the » 
work of Kettel (1930), who proved that the thermal ampli- 
tude of a cold -agglutinin—e.g., anti-M—is directly propor- 
tional to its titre. The titre of 1: 128 of Mrs. ‘A’s anti-M 
is the first reported to have reached sufficient strength to 
react at body temperature. 

Tovey (1944) has suggested that anti-M or anti-N agelu- 
tinins will appear only rarely in the serum of a mother 
who is carrying a baby of dissimilar M.or N type. This 
he suggests is due to the pronounced non-specific absorp- 
‘tive capacity of human tissues. for these iso-agglutinins. 
This may explain why Mrs. A’s anti-M, though active at 


37° C., did not cause haemolytic disease of the newborn. 


a 
4 


4 Summary . ' 


Two cases in which the agglutinin anti- M. was associated with 
pregnancy are reported, and the literature on the subject is 
_ reviewed. T 

Reasons are suggested for considerin these anti-M aggluti- 
nins to be naturally occurring antibodies. 


. The relation of anti-M to the aetiology of haemolytic disease 
of the newborn is discusséd. : 
We wish to thank Mr. J. E. Stacey and Mr. L. B. Patrick for 
permission to quote their cases whilst one of us (C.C.B.) was at the 
Jessop Hospital for Women, Sheffield; also Dr. E. F. Aubert (late 
regional transfusion officer) and his successor, Lieutenant-Colonel 
R. H. Malone,' for their valuable advice and permission to publish 
this note. Dr. A. E. Mourant, of the Ministry of Health Blood 


. Boorman, K. E., 


Group ‘Reference Laboratory, was kind enough t to confirm the 
findings‘ of Mrs. A’s serum. 


Note.—An anti-M with the same Gea amplitude as 
Mrs. A’s has been reported to us by Dr. Tovey, of the Regional 
Blood Transfusion Laboratory, Bristol, and one of, us (1.D.) 
has recently found another anti-M associated with pregnancy, - 


in which case the child, though M-positive, was clinically ~- 


normal. 
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THE RHESUS FACTOR DU 


A NOTE ON ITS PRACTICAL IMPORTANCE 
i BY 


F. STRATTON, M.D., D.P.H. 


Regional Transfusion Officer, Manchester ; Special Lecturer in 
, Human Serology, University of Manchester 


1 AND 


P. H. “RENTON, :M.D., B.Sc. 
Deputy Regional Transfusion Officer, Manchester 


Rh testing is being undertaken in many laboratories either 
as a test in antenatal cases or for selecting Rh-negative 
blood donors. Fisher has suggested’ that the reactions of 
the various Rh types should be explained in terms of three 
pairs of allelic genes, C-c, D-d, and E-e, controlling the 
presence of the corresponding antigens. 


Additional alleles, Cw and Du, have been detected at the 
C-c and D-d loci, and it is with: Du at the D-d locus that 
' this paper deals. This theory is fully i ae by Mollison, 
Mourant, and Race (1948). 


The D antigen is thé most important of the Rh antigens, 
and a person is now referred to as being “ D-positive ” or 
“ D-negative ” according’ to whether his erythrocytes, do or 
do not possess the D antigen. In:the Manchester area there 
are about 18% of D-negative and about 82% of D-positive 
persons, so’ that, if the rarer subgroups are excluded from 
our consideration for the moment, it will be seen that this 
classification roughly corresponds to “ Rh-positive ” and - 

“ Rh-negative.” 

The Du Group 


When blood cells were being typed for Rh it was noticed’ 
that some anti-Rh (anti-D) testing sera reacted with certain 
blood samples positively, whereas others, apparently equally’ 
good testing sera, failed to react with these cell samples. 
Further examination of these cells revealed that they reacted 
with up to 45% of anti-D sera only ; these cell samples may 
of course also react positively, or negatively, with anti-C 
and anti-E sera in the usual way. This special type of D 
antigen was tentatively called Du (Stratton, 1946); sub- 
sequently cells of types CDue/cde, cDue/cde, and cDUE/cde 


, were discovered and recognized (Race, Sanger, and Lawler, 


1948a,, 1949b ; ‘Stratton and Renton,, 1948). 

It was later found that some types of Du cell were so weak 
in their reactions that they would give saline agglutination _ 
with no anti-D typing sera, or in some cases with only a 
very few. Nevertheless, it was found that these cells would . 


i 


f 
SEPT. 24, 1949 ; j 
give a positive Coombs reaction when tested with certain 
strong incomplete anti-D sera, but they failed:to give a 
‘positive’ albumin reaction in the same circumstances. 

It should not be imagined that ‘the difference between Du 
-and D is one of strength of reaction only ; we have con- 
clusively shown that there is a qualitative difference between 
D and Du and between one Du blood and another. More- 
over, we were able to show that Du is an inherited allele or 
modification of D. j 

It will be observed that the anti-D sera which react with 
Dv are really anti-D + Du sera, whereas those which fail to 
react with Du are‘anti-D sera alone. The term Du there- 
fore defines a series of alleles or modifications of the-main 
antigen D at the D-d locus which‘ differ qualitatively and 
quantitatively from D, and in many cases from each other. 
The reactions of Du may therefore be summarized as 
follows: i 


1. They react with anything from 045% of anti-D sera 


(anti-D+ D4) by saline agglutination ; those that react with none 
are referred to as * ‘ low-grade ” type Du and those that react 
with many as “ high-grade.” 

2.:They all give positive Coombs - reactions when examined 
with certain strong incomplete anti-D sera. 

3. With the exception of a few~ ‘of the high-grade Dus, they 
all fail.to give positive albumin reactions with incomplete anti-D 
sera. 


Thus the reactions of Du-positive cells vary from those 


scarcely distinguishable from D right down to those detec- - 


table only by the Coombs test, using special incomplete 
anti-D sera. These reactions are shown in the Table. 


Table Showing Percentage of Anti-D Sera Giving Positive Results 
(the Actual, Percentage of Positive Results Depends on the 
Individual Cell Sdmple Tested) 


Antigen in Cells 
Test 
D High-grade | Low-grade d 
Du pu 
Agglutination in albumin*® .. | 60-90% 0-10% Nil Nil 
Agglutination in salinef 60-100% 5—45% Nil Nil 
Coombs’s reaction* ~. dames: 9z | 70-100% 20-60% . 


* The sera tested were the strongest available. 


i t The sera tested were a random 
selection. i 


i | 
It was found by examining large numbers of cell samples 


that about half the cells apparentiy of genotype Cde/cde , 


are in reality CDue/cde and about one in nine of those 
apparently cdE/cde are really cDYE/cde. The proportions 
are probably greater than this, since our ‘study was made 
especially into low-grade forms of Du-containing cells. 


R Practical Importance 


When testing blood samples for Rh the nature and extent 
of the test depend upon the reason for its performance. If 
the test is being done in the case of antenatal patients or 
other persons to determine whether or not they canbe 
immunized to Rh, then it is necessary to determine only 
whether the person is D-positive or D-negative. 


On the other hand, when testing a person’s cells to 
ascertain whether he is 'Rh-negative: ‘for the purpose of being. 
a blood donor, one must make sure that the donor is not 
only D-negative but C-negative and E-negative as well. 
This is because the recipient’s serum may contain not only 
anti-D but anti-C and, rarely, anti-E antibodies as well: 

We have examined several blood samples from mothers 
of genotypes Cde/cde and cdE/cde whose sera contained © 
anti-D antibodies: Careful examination failed to show the 
presence of Du in any of these cell samples,’and conse- 
quently, so far as we have ascertained at the present time, 


f 
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the Srackecol Du indicates that the cell sample is D-posi- 
tive. Therefore, in the first instance mentioned above, when 
testing antenatal patients, anti-D + Du sera may be used and 
a Du person considered to be D-positive. 

A child suffering from hypoplastic anaemia has been treated 
by Professor Gaisford with multiple blood transfusions from the 
age of 10 months; he is now 6 years of age, and during this 
period he has been transfused approximately six times yearly 
and has received about 100 pints (57 litres) of D-positive blood. 
Recently he was found to be of group CDte/cde, but no 
abnormal antibodies have been detected in his serum. In 
addition, he has more recently received a few pints of 
Rh-negative’ blood until the nature of the D" group was more 
fully understood, but it seems that this child has failed to respond 
to the D antigen. 

That a child of this age can respond to antigenic stimuli is 
shown by another case. A boy suffering from a similar condi- 
tion was'seen by one of us (F.S.) when about 8 years of age. 
He was Rh-negative and had strong Rh antibodies in his serum. 
He had likewise been-treated over á- period of about three years 
with multiple transfusions. ‘ 


Van Loghem (1947, 1948) showed that Du may become 
antigenic to D-negative persons, since immunization of an 
Rh-negative volunteer with blood of CDue/cde resulted in 
the formation of incomplete anti-D antibodies ; whilst in 
Mollison’s case (personal communication) a CDue/cde baby 
suffered from haemolytic disease of the newborn caused by 
incomplete anti-D antibodies in the maternal serum. 

In the second instance, therefore, in which we are selec- 
ting Rh-negative donors for transfusion purposes, it is 
necessary to exclude the Du-containing groups. The most 
practical way to avoid these is by using anti-C and anti-E 
sera in addition to anti-D when typing the blood. This 
will not only eliminate D-positive blood but also Cde/cde’ 
and cdE/cde as well as CDue/cde and cDvE/cde—that is 
to say, the vast majority of Du-positive blood. In certain 
populations—for example, negro—-where the incidence of 
cDe/cde may bė as high as 45%, this will not suffice, and it 
will be necessary to do a Coombs test, using incomplete 
anti-D sera to exclude group cDue/cde, which has a very 
low frequency in England (probably about 0.015%). 

Furthermore, Du is of practical importance when it is- 
proposed to use Cde/cde and cdE/cde cells for determina- 
ting the presence of anti-C and/or anti-E agglutinins respec- 
tively.in Rh antisera. If these cells are used but in reality 
contain the Du group and are CDue/cde and cDUE/cde, the 
Rh antisera will falsely be thought to contain anti-C or 


‘anti-E, whereas the reaction may be due to the presence of 


anti-D reacting with the Dt component of the cells. This 
is of very great importance if the sera are to be used 
subsequently as test sera, and considerable confusion will 
result. ` 

In the cross-matching test it is as well to remember that, 
should one encounter a donor whose cells contain Du and 
a recipient’s serum containing incomplete anti-D anti- 
bodies, the albumin test, often recommended for cross- 
matching, will be negative but the Coombs test will reveal 
the incompatibility. In general, when investigating sera 
for atypical antibodies both the Coombs and the albumin 
tests should be used, in case the antibody be of a type which 
reacts in only one of these tests. For our own part we 
are led to believe that the Coombs test is the one to be 


preferred in the detection of antibodies where only a single 


4 


test can be performed. 
- Conclusion 
In conclusion it should be emphasized that only a pro- 


portion of anti-Rh agglutinating sera react well with Du- 


positive cells, and, since Du bloods differ from one another 
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and Tom D qualitatively as well as dunnutatively. sera 
', giving’ the strongest agglutination with Du cells are hot 
always those with the highest titres when tested against 

-positive cells. In carrying out an examination of Du 
cells, using ‘incomplete anti-D sera ‘and the Coombs test or 
albumin test, the sera have also to be specially selected for 
this purpose. . i 


The observations made in this paper apply, in thè main, ' 


` to the differentiation of. Du from d. The,determination of 
Du cells and their “isolation and differentiation from the 
D-containing erythrocytes, on the other hand, is.a difficult 
and complicated matter. The differing reactions of Du 
blood and the, difficulties of knowing precisely what anti- 
bodies anti-Rh sera contain add to these difficulties. 

To overcome this it is necessary to examine large num- 
bers of cells of all types containing both‘ the D antigen and 
the Du antigen combined with C and/or E, as well as ‘cells 
‘containing ‘the’ C and‘E antigens alone (i.e., types Cde/cde 
and cdE Jede); each type shoùld be examined with very 


many varieties , of anti-Rh agglutinating sera 'and incomplete’ 


antisera. The results should be tabulated and compared 


one with another, and any new cell ghould be put through: 


. this process and its reactions compared with those of other 
cells ; by this means it is possible to give the type of the 
mew cell, which has been tested. In making our conipre- 
' hensive table, for example, we used 49 Rh-agglutinating 
sera and 12 ‘incomplete Rh antisera. 


Noe 


Full theoretical and explanatory results are not given'in . 


this short paper, but a further publication will show these 
and the manner in which they have been worked out. 
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New regulations have been introduced by the Government 


_ to improve the standard of purity of milk. The Minister of Agri- 
culture and Fisheries becomes responsible for the registration. 


of dairy ‘farmers and‘farms, the inspection of ‘cattle on dairy 
farms, and the enforcement of the regulations on dairy farms 
(unless they relate to diseases communicable to man). If the 
` Minister proposes to refuse or cancel a registration, provision 
‘is made for objections to be referred to a, tribunal and for 
representations to be made to the Minister. Local authorities 
are still responsible for the provisions which apply to milk 
distributors other, than dairy farmers and for the registration 
of these milk distributors and.of dairies. Local authorities also 
continue to be responsible for the provisions relating|to diseases 


communicable to man. The present powers relating to infected * 
milk are extended to enable a medical ‘officer’ of health to- stop. 


the sale of milk, or to require milk to be diverted for heat treat- 
ment, if theré is evidence that it is infected with organisms of 
` disease’ communicable to man.- A medical officer of health may 
also require milk to be diverted for heat treatment if he has 
reasonable grounds: for suspecting that it is so infected. There 
are a number of minor changes in the regulations relating to 
buildings, the cleansing of vessels and utensils, and the distribu- 
tion of milk and its :protection against contamination. In 
particular, provision is made for modern practices in dairy- 
ing, including the use of mechanical refrigeration for cooling 
and approved chemical agents for the cleansing of appliances. 
A Central Advisory Committee and County, Advisory Com- 


' mittee will be set up to review and make'recommendations: on: 


` the operation and administration of the regulations. 
` 


RHESUS FACT OR DY 


_chronic mental illness, ‘or old age. 


pulary test of the synonyms type.. 
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_ NOTES. ON, AN EXPERIMENTAL STUDY 
OF INTELLECTU AL PETER OLATA 


BY 


' SIDNEY CROWN, M.A. 


Research Fellow, Department of Psychology, Institute of | 
Psychiatry, Maudsley Hospitak London ' 


The t term intellectual deterioration ” means for the clini- 
cian a decline in intelligence as a result of a brain lesion, 
The psychologist has 
been satisfied to define intellectual deterioration operation- 
ally in terms of the tests he uses to. measure it. These tests 
have been designed on the assumption made originally by 
Babcock (1930) that vocabulary level is a valid index, of 
the pre-morbid intelligence of the patient. . 
parison of the score on a vocabulary test with the score 
on a pure test of intelligence an assessment of the degree 
of deterioration is made. : 

Hunt (1944), however, has questioned the assumption 
that vocabulary level is a valid index of pre-morbid ability. 
He points out that’ vocabulary may suffer as a conse- 
quence of the disorder ; also that for unintelligent stibjects 
vocabulary may be an “imperfect indicator of ability. 

The, theory underlying the design of tests of intellectual 
deterioration can be verified only by, a large-scale study 
of individuals suffering from a disorder known to ‘cause 
intellectual deterioration which responds to clinical treat- 


‘ment. The present investigation was performed as a pre- 


liminary to the design of a large-scale investigation, and 
the results, seemed of sufficient interest to report.:,- , 


The Investigation 


The subjects, tested were three women and one man 
suffering from myxoedema. .This disease seemed. suitable 
for the investigation, as it causes apparent intellectual 
deterioration and: responds rapidly to treatment by thy- 
roxine. ‘The main disadvantage from the point of view 
of research is its rarity. .In the course of over a year only 
four subjects were found at the ‘endocrine clinic of a large 
hospital. ' These were tested before starting treatment and 


three months later, when by clinical criteria they had . 


recovered. 
Tests Used’ 


-1. Raven s Progressive Matrices Test. —This is:a Jonea 


intelligence test. The untimed versión was given. 

2. The Mill Hill Vocabulary Scale—This is a'32-item voca- 
The scores on both these, 
tests were converted into intelligence quotients (S.D. 16 points) . 
by’ means of a table constructed in this department. An index 
of deterioration is obtained from , these two tests by ‘the 


formula : 
Matrices I. Q. 
Vocabulary 1.Q. 


A quotient below 90 implies a certain’ degree of intellectual 


‘xX 100. 


deterioration. i 


3. The Shipley (1940) Test-—There are'two subtests.: (a) A 
20-item “ abstractions ” intelligence test consisting of a series 
of problems graded in difficulty in which the subject fills in a, 
missing letter or fizgute.' The first of these is: 1, 2, 3, 4, 5,7 
and the reasoning becomes more complex as the test progresses. 
There is a ten-minute time limit and the score is expressed 
as an abstractions mental age. (b) The second part of the 
Shipley test is a 40-item vocabulary test of the synonyms type, 
with a ten-minute time limit, from which a vocabulary ‘mental 


‘age is obtained. From a comparison of’ the abstractions and _ 


vocabulary raw scores Shipley ‘gives an index of ‘deterioration - 
(called by him a conceptual quotient) which is designed on 
virtually the same principle as the matrices / Mill Hill vocabulary 
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index. He considers any C.Q. over-90 as. probably: normal, 
under 70 as pathological, with , various gradations. between 


these. Peo 7 T 1 
The scores on.the matrices and abstractions tests were 


‘not corrected for the natural decline Of intelligence’ with 
_ ‘age, as we were interested not in an individual patient’s 


` score on the tests but rather in the changes in the scores 


1 


on -the tests after treatment. CO 4 eee 
l = , Results p . | 
The test/re-test results are given in.the accompanying’ 
‘Table, ‘The most obvious result is that the intelligence 
level of the group tends to rise. On the: matrices test the 


a iTable Showing Test Results 








| Abstr. | Vocab. | 0 
Case | Sex | Age D.I. peg ere D.I: i 
' (months)| (months) 
1 |F | 60 ey) ed. a 
2 |F |27 56 | 125 | 208 | 60 
sE [As TEIE | 
s |mas FEGE IE 


' |. D.I. = Deterioration Index, .  . 
Statistical significance of the differénces between test/re-test scores : 


Matrices .:> oe +, se «oe „Dtudents t = 13:67; P= <001 
Mill Hill vocabulary .. ae = = 1°51; P = 0-23 
Shipley abstractions ee si j , = 120; P = 0-35 
Shipley vocabulary 4 Pe eB = 2°57; P=0-08 


gain is of 22, 18, 18, and 24 points, giving a mean gain of 
20.5 I.Q. points. The results on the abstractions test are. 
equivocal, partly because one paper was spoiled. One 
subject’s score rises by 24 years of abstraction age and one 
by four months; the-other remains unchanged.’ __ 
However, the most important result from both ‘the 
theoretical and the practical points of- view is. that: the 
vocabulary scores also show a tendency to rise (though less 
markedly). Thus the Mill Hill vocabulary I.Q.. rises in 
two out of four cases by 6 points’ and 14 points, which 
gives a mean gain of 5 vocabulary 1.Q. ‘points for the 
whole group. The Shipley vocabulary mental age rises ‘in 
three cases by 13, 19, and 9 months—a mean gain on the 


whole group of 10.2 months of vocabulary mental age. | 


This finding would seem to undermine the assumption that 


vocabulary level is unaffected by pathological processes. in 


the brain, and: that it is a’ valid index of the pre-morbid’ 
intelligence of intellectually. deteriorated patients. The 
variability of the -vocabulary scores also -raises interesting 
problems regarding the nature of the aphasic disorder 
suffered by patients who are. intellectually deteriorated. 


The assessment of intellectual deterioration is a practical 
problem in the -psychiatric clinic. ~The results provide evi=' 
dence on the use of indices of deterioration to express the 
differential decline in abilities. As patients recover clinic- 
ally these indices should rise, thus approaching the normal. 
This is so for all indices ‘derived from the matrices ‘and. 
Mill Hill vocabulary tests: But of the three indices of 
deterioration’ derived from the Shipley tests one actually. 


falls, thus showing the patient to be more’ deteriorated after“ 
treatment, despite the fact that’ her intelligence level has `^ 


risen’ by 18 points of I.Q.,on-the matrices test. The other 
Shipley indices of deterioration rise, after treatment, ‘but: 
neither before nor after treatment do they indicate any 
degree of deterioration, although this is clearly shown in’ 
the indices derived from the matrices and: Mill Hill vocabu- 
lary tests. Further, statistical tests of ‘Significance show’ 
that, whereas the changes in the scores on thé abstractions 
test are insignificant. those on the Shipley vocabulary test 
| 
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Shipley, 


a 


approach the ‘5% level. The evidence would seem to 
speak. against the use of ‘the Shipley! test for the estima- 
tion of intellectual deterioration, and would suggest that 
an index of deterioration. derived from the matrices and 
Mill Hill vocabulary tests is more valid. Further, no pro- 
vision is made by Shipley for correcting scores on the 
abstractions test for the natural decline in intelligence with 


‘age. -This is essential.in estimating the extent of intellec- 


tual deterioration for any individual case. It may be done 
for the matrices test from data provided by Foulds and. 
Raven (1948). oe | 

The criticism may: be levelled against our findings that 
the increase in the intelligence and vocabulary scores could 


‘arise simply as a result of. the practice effect of repeating 


the tests. Statistical tests of significance show, however, 
that the changes in scores on the matrices test are signifi- 


_-cant at the 1% level, and that the changes in scores 


on the Shipley vocabulary test approach the 5% level. 
Although the, changes in scores on the Mill Hill vocabu- 
lary test, are not statistically significant at the usually 
accepted levels, it must be noted that this vocabulary test 


` is untimed, which would tend to‘ diminish the possibility 


of ‘practice effect. Also the alternative version of the 
test, given additionally tothe first patient, showed a similar 
rise in vocabulary. It’ therefore seems unlikely that the. 
changes after treatment in the intelligence and vocabulary 
scores are entirely the result of practice. 


Summary and Conclusions 


The intelligence level of three patients suffering from 
myxoedema was raised greatly after treatment by thyroxine. 
Scores on ‘two vocabulary tests also rose, but by a smaller 


amount. ` 


The results provide some empirical evidence contrary to the 
general assumption that vocabulary level is unaffected in cases 
of intellectual deterioration. 

Until 4 more accurate method is available a comparison of 
Scores on the matrices and Mill Hill vocabulary tests is recom- 
mended for the estimation of intellectual deterioration. 


I would like to thank Dr. P. M. F. Bishop, Guy’s Hospital, for 
allowing me to test patients under his care, 


Note.—I_ would be grateful if any physician in charge of 
patients suffering from myxoedema who is interested in having 
them psychologically tested would inform me at the Institute 
of Psychiatry, Maudsley Hospital, London, S.E.5. 
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The place of clinical pathology in mėdicine and the status 
of its practitioners have lately been engaging the attention of 
the health authorities of Cuba. As a result of negotiations. 
between the Sociedad Cubana de Medicos ‘Laboratoristas. 
Clinicos and the Cuban Health. Authorities the following. 
principles have been accepted by the National Council of Public 
Health of Cuba and approved by the Cuban Minister of Public 
Health, Dr. Carlos M. Ramirez Corria : (1) It is acknowledged 
that clinical pathology is exclusively a. branch of the medi- 
cal profession, and as such it should be subject to the laws 
that govern'the practice of medicine in general. (2) The director 
of any clinical laboratory should be a fully recognized medical 
practitioner. (3) It is to be understood ‘that the clinical labora- 
tory is, where the physician specializes in this specific branch of 
medicine ‘by practising clinical analysis and following scientific 
Jaws, with the purpose of guiding the practitioner in diagnosis, 
prognosis, and treatment. (4) The clinical pathologist should 
keep secret the results of his work, with the exception of those 
which are specified by law. a 
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Tuberculous Meningitis with Paraplegia 
as the Dominant Feature 


The following case is put on record as it presented certain 
unusual features which caused difficulty ip arriving at a 


correct diagnosis. , ; 


CASE REPORT 


A Gurkha re¢ruit aged 16 was admitted to hospital on 
May 14, 1948, with a small septic laceration. of the left knee. 
This healed without obvious complication, but on May 18 he 
developed a sudden rise of temperature. This was provisionally 
diagnosed as a malarial attack, which was treated by routine 
methods. However, as no malaria parasites were seen in blood- 
slides and his pyrexia did not subside with antimalarial 
measures, it was considered that he might have developed a 
secondary generalized infection from the primary focus on the 
left knee. ~ Penicillin and sulphathiazole were therefore given, 
but without clinical improvement. . 

On May 23 he had to be catheterized, and patches of anaes- 
thesia were found distributed over the lower chest and flanks. 
During the next 24 hours he developed a rapidly progressive 
paraplegia and became drowsy. Lumbar puncture performed 
at this time revealed diminished C.S.F. pressure, a raised pro- 
tein content, and 9 cells per cmm. A blood count showed 
127,000 white cells (90% polymorphs). 

I was invited at this stage to see the case in company with 
Lieutenant G. Watts, R.A.M.C., and found the patient practi- 
_ cally comatose. There was some stiffness of the neck, the 
pupils were dilated and fixed, and he had a complete flaccid 
- paraplegia with loss of all reflexes, including the abdominal 
reflexes., The level of loss of sensation was difficult to determine 
accurately owing to his inability to co-operate, but he reacted 
to pin-prick above approximately the fourth dorsal level. There 
was no clear line of demarcation of sensory loss. The spine 
showed no Obvious abnormality. 

- A cisternal puncture revealed a pressure of 200 mm. of water. 
The C.S.F. was clear and there were only 4 cells per c.mm. 
Tubercle bacilli were not found. A tentative diagnosis of spinal 
compression following an epidural abscess was made. It was 
surmised that. the septic laceration of the knee had been the 
portal of entry for organisms causing a generalized infection. 

The patient died on May 25.7 Owing to religious objection 
a post-mortem examination limited to the spine and skull only 
was permitted. ' . - 

Pathology.—On exposing the theca no epidural abscess was 
found. The dura was much thickened, and on being incised 
the subdural space was seen to be filled with thick gelatinous 


and fibrinous pus. The dura was covered with shaggy exudate , 


and studded with tubercles. A similar appearance was observed 
on the surface of the cord. These changes were most pro- 
. nounced between the levels of D 10 and D 4, and had appar- 
ently produced a complete spinal block. The base of the 
brain presented similar but very much less marked appearances, 
and the lining, of the ventricles was studded with small 
‘ tubercles. - aa 
Histological examination showed that the cord itself was 
largely unaffected, but the pia and ` arachnoid were grossly 


thickened and contained large numbers of lymphocytes, histio-, 


cytes, polymorphs, and giant cells. Bacteriological culture.gave 
a growth of human tubercle bacilli. - 


COMMENT 


A case of tuberculous meningitis with pronounced early 
spinal symptoms is described. This form of the disease 
seems to be comparatively rare, and in this instance it ran 
a very rapid course, there being only seven days between 
the onset of the pyrexial stage and death. The sudden fever 
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and the presence of a focus of sepsis on the knee suggested 
a pyogenic cause for the spinal signs, and the true diagnosis 
was revealed only at necropsy. 


Four cases with’a similar chain of features occur- 
ring in Singapore between 1938 and 1942 were described 
by Ransome and Montiero (1947). Though there are 
certain differences between their cases and the one 
described here, the march of events was the same—pyrexia, 
paraplegia, meningeal signs, and death. In their cases, the 
onset and course of the condition were more gradual, the 
iliness lasting about three weeks. In’describing the nervous 
signs they noted the patchy sensory loss and the difficulty 
in demarcating the limit of sensation, but stated that 


‘the muscular paresis of the legs never became complete. 


However, in the main essentials the case here described 
corresponds with the clinical and pathological picture as 
observed by Ransome and Montiero. 


” 


I am indebted to Captain J. C. Gould, R.A.M.C., for his report 
on the pathological findings. j - . 
EpwarD KNowLES, M.Ch.Orth., F.R.C.S., 


Late Lieutenant-Colonel, R.A.M.C., Orthopaedic 
t Specialist, Far.E.L.F. 
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- Case of Oesophageal Carcinoma 


~ Ny A 
This is, I believe, the first recorded case of carcinoma of 
the oesophagus in a patient suffering from anorexia nervosa. 


CASE REPORT 


The patient was an unmarried woman aged 38. During a 
pleasure cruise in the Thames Estuary 21 years ago she became 
much alarmed when a large wave broke over her. She began 
to “tremble and go stiff all over,” she lost her voice ; all inclina- 
tion for food left her, and she had a “ breakdown.” She had 
to give up her job. Anorexia persisted thereafter, and she said 
that she had livéd on 2 pints (1.1 litres) of milk and two cups 
of sweet tea each day until her admission. Her weight, which 
was 5 st. 1 Ib. (31.75 kg.), tended to confirm the truth of this 
statement. Eighteen years ago amenorrhoea! and daily vomit- 
ing began and persisted for a year ; there was no further change 
until three months before admission, when retrosternal oppres- 
sion occurred during meals, and rapid loss of weight began. 
A month before admission vomiting started, and for the last 
few days had been almost continuous. 

On examination she was a sallow, emaciated virgo intacta, 
with no stigmata of hypovitaminosis. Slight proteinuria and 
a few small, easily felt hard lymph nodes in the left posterior 
triangle were the only-positive physical signs. A provisional 
diagnosis of anorexia nervosa was made, but the recent altera- 
tion in symptoms suggested oesophageal obstruction, and a 
barium swallow was carried out; this revealed a tight stricture 
in the lower third of the oesophagus, which was subsequently 
shown by oesophagoscopy and biopsy to be due to the presence 
of a squamous-celled carcinoma. i , 

Radiotherapy was begun, and -gastrostomy was performed. 
The liver was rapidly invaded, however, and become. enormously 
enlarged and irregular. After the appearance of ascites and 
oedema: of the legs, downhill progress was rapid, and four 
months after admission the patient died. , i 

At necropsy an `ulcerating growth of the oesophagus involv- 
ing the whole wall from the bifurcation of the trachea to the 
cardia was found. The liver weighed 4,150 g. and was packed 
with carcinomatous masses. There were two enlarged lymph 
nodes containing secondary deposits at the bifurcation of the 
aorta, and one in the left side of the neck. Microscopically, 
many branches of the portal vein in the liver were shown to 
contain plugs of growth. : 
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eo l4% -COMMENT ~ E 
' The feature of interest in this case is the relation of the 
long-standing psychological disturbance to the- development 
of oesophageal cancer. Lawrence Abel (1929) states that 
` two-thirds of his cases of carcinoma of the oesophagus were 
preceded. by an incident of emotional stress, and Guisez 
(1925) has said that half of the cases in his series had ‘a 
similar’ history: Abel suggests that the neoplasm arises at 
the site of pre-existing. spasm of the muscle wall, and refers 
to his own observations and those of Guisez that mental 
stress is often a-cause of oesophageal spasm. Á 


~s If the patient’s symptoms before the development of car- 
: cinoma had been due,to oesophageal spasm, it is reason- 
able to suppose that during the twenty-years history some 
of the oesophageal dilatation and hypertrophy charac- » 
teristically the result of spasm ought to have developed. 
This was not so,,and one is forced to the conclusion that in 
this patient, at any rate, whatever aetiological relation there 
may have been between meéntal stress and be ae 
cancer, spasm payed no part. 3 


4 


“Dr. E.R. Cullinan, under whose care.this patient was admitted, has 


`- kindly given permission for the publication of this report, 


` ee TAIN MacDoucaL, M.D., M.R.C.P., 
- St. Bartholomew’ s Hospital. 
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i Localized ae aes After p 
na ~ Jelly-ûñsh .Sting 


The following case is worth recording because of its unique 
porong g 
i CASE REPORT 


A_V.A.D. nursing member aged 27 was bathing in the sea 
at Trincomalee; Ceylon, at about 10 p.m. on February 26, 1948. 
As she was‘climbing up the steps to come out ‘of ‘the ‘water 
the anterior part of the left thigh and the left leg Just above 


(i 


the ankle came in contact with, the tentacles of a jelly-fish, . 
which for: the moment became wrapped round the limb. A! 


_ severe stinging . sensation was-at once. felt, followed almost 
immediately by large. urticarial weals on the sites of contact. 
She returned home and went fo bed, though the pain continued 
throughout the night and was 
_ severe enough to interfere with ` 
sleep. There was never. any 
‘ collapse, dyspnoea, respiratory 
embarrassment, or, generalized 
' urticaria, and she reported sick 
at the hospital the next'morning. 
When seen about 12 hours 
after the accident she was still 

` complaining of an exceptional 
. weals with vesiculation were pre- 
‘ssent across ‘the anterior aspect < 


, and the leg’ ‘for about 4 in. 
(10 cm.) above the ankle. . There 
were no general symptoms 
beyond slight malaise. 
patient was rested in bed and 
calamine - lotion applied; the 
7 urticaria ‘subsided in a week, - 
`~ leaving a ‘purplish red discolora- 


`. though gradually fading, fór 


` about six months. Some oedema 
zi 4 
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_ again seen.on November 21. 


amount of pain; and urticarial . © 


Į- of the middle third of the thigh | 


The ’ 


. tion of the skin, which persisted, - 


of the left. foot and ankle appeared on the second and third 
days and lasted for some three weeks. 

The discoloured skin’ of the affected areas remained remark- 
ably sensitive, and even three months later a stinging sensation 
could be appreciated on contact with water. 

‘On May 9 the patient again reported, stating that for the 
past three. weeks she had noticed her left leg becoming thinner. 
_ The, cutaneous discoloration was still just apparent; there 
appeared to be a complete disappearance of the subcutaneous 
fat in these areas, the left thigh being 1} in. (4.4 cm.) thinner 
at 64 in. (16.5 cm.) above the patella, and the left leg } in. 
(1.9 cm.) thinner at 2. in. (5 cm.) above the ankle. There was 
no loss of power, no muscular wasting, and no reflex or 
, sensory changes. A radiograph of the lower limb showed 
no abnormality. No treatment was given and the patient was 
A.certain amount of redeposition 
_of fat had taken place in the intervening six months—the left 
thigh how showing 14 in. (3.16 cm.) of wasting’ and the left 
leg about 4+ in. (1.25:cm.}—and the tendency seemed to be 
towards a slow return to normal. ‘The accompanying photé- 
‘graph, which was taken. on November 22,-shows the degree of 
fat, atrophy: then Present. 

2 COMMENT, i 

J elly-fish of . various types aré very prevalent round the 
coast of.Ceylon during the months of February and March, 
and a number: were known to be about at the time ; it is 

regretted, howeyer, that the exact species responsible was ` 

not identified. l 

, Jelly-fish stings are capable of causing a variety of local 
and general symptoms, mostly suggestive of excess hista- 
‘mine liberation. Urticaria in varying degrees of severity is 
the’ most usual’ local reaction, and may be followed by a 

profuse weeping eczema (Allen, 1920: quoted by Joslin 
‘et al., 1940). ‘General symptoms include shock, cardiac 


i distress, ‘and dyspnoea, but these were entirely lacking in 


this case. The degree of skin discoloration and the length 
of its persistence were both exceptional, though it is not 
very uncommon for some reddening of the skin to be 
present at the end of three months. 


“ Lipodystrophy, or atrophy of the subcutaneous fat, is well 
recognized in diabetic patients treated with insulin, and is 
especially frequént in children and to a less extent in 
women, but is scarcely ever seen in adult males (Joslin et 
al., 1940). This observation may have some bearing on the 
present case: it has been suggested that the androgen may 
protect the adult male and lack of it may account for the 
- frequency in women and children, for hypogonadal adult 
males may occasionally suffer from insulin lipodystrophy 
(Walderstrom: quoted by Joslin et al., 1940). I have been 


‘unable:to trace any similar case in the literature. 


My thanks are due to the Medical Director-General. of the Navy 
ac permission to publish this case. - 


a ` M. A. Ruca Gunn, M.D., M.R.C.P., 
phe; r à Surgeon Commander, R.N. 
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A new type of rubber surgical glove has e devesa in 
the U.S.A. to relieye cases of dermatitis caused by the continual 
wearing of rubber gloves, which is a problem chiefly faced 
‘by surgeons, who may have to cease working for consider- 
able periods to obtain relief. A rubber company of Akron, 
Ohio, has announced that it is now producing this special glove, 
and a number of doctors have reported that they are effective — 
B.U.P. yy 
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ja Reviews 
“ADVANCES IN RADIOLOGY _ 
Modern Trends ‘in Diagnostic Radiology. We 3. W. McLaren, 


M.A. M.R.C.S., L.R.C.P., DM RE (Pp ; 381 illustrations, 


£3.) London: Butterworth. 
Dr. J. W: McLaren took'‘on a difficult task when he accepted 


‘the editorship of this work, and its signal success says much for 
his judgment in selecting a team of distinguished writers, choos- - 


ing the subjects for them to write about, and, most important 
of all, excluding what is already established'or'beyond the limit 
of future probability. He has cast his net wide for both 
subjects and authors, and sets the standard’ himself in an early 
chapter on radiology in research. This section emphasizes the 


_ research work of A. E. Barclay, whose recent death was ` 
_ lamented by the’ whole world of radiology. 


In a brief review it is not possible to do ‘justice to the articles 


‘in this: book—all of them good, and some superlatively so. 


It is therefore. courteous to mention the, work of some of 


‘Dr. McLaren’s distinguished ‘colleagues from abroad. . The 


article by .Baclesse on tumours of the pharynx and larynx is 
of first ‘importance, and adds‘much to our knowledge. 
Waldenstrom on pulmonary haemosiderosis, Nordentoft on 
colonic disease in children, Steinert on renal tuberculosis, and 
Edling on urethrocystography, all maintain the’ high standards 
of Scandinavia.’ Later in the book comes an excellent article 
by the late Eric Lysholm on ventriculography and associated 
subjects. Of equal merit is a contribution on cerebral angio- 
graphy by Engeset and Kristiansen, of Oslo. 

Of the British contributors, Meiklejohn has made a note- 
worthy contribution on occupational pulmonary diseases, and 
L. G. Bldir and Whateley Davidson. have written most readably 


.on the lung. , Of parti@ular interest is Holmes Sellors’s account 


of post-operative chest complications. Peter Kerley has written 
a brilliant and typically provocative description of sarcoidosis: 
Blair Hartley knows a great deal about foetal abnormalities, 
and writes ‘with authority: about all sorts of monstrosities. 
Eric Samuel. gives an excellent account of modern’ ‘gastro- 
intestinal work. . James Brailsford discusses abnormalities -of 
the spine, a subject of which he has madé a lifelong study, 

“The book-ends with two unusual articles of great worth. 
Sir Lionel Whitby’s chapter’ on blood changes is brilliant, and 
should be read by all who have charge Of_x-ray departments, 


and W. A. Levitt’s account of the law relating to radiology. is 


a model of lucidity. 

This book is a pleasure 
and his colleagues. 
well received'as to demand an early second’ edition, now well 


| S. COCHRANE SHANKS. 
` \ , ; ; t 

VARICOSE VEINS - 
Les Varices et leurs Associations Pathologiques. By Louis 
Gerson. Second’ edition. Preface by Professor L. Justin- 
Besançon. (Pp. 260; 57 figures. 850 francs.) Paris: G. Doin. 
1948. - í 


f 


i = l 
This book on varicose veins'and their pathological associations 
is an enlarged and revised edition of a volume which appeared 
in 1934.- The physiology of the venous system and the aetiology 
of varicosities are considered briefly, and’ there are accounts 
of the clinical types of varicose veins and their complications, 
and of methods of treatment. 


Many of the clinical descriptions are good, particularly those 


- discussing the aetiology of the different types of ulceration, 


the skin changes, and other complications. f ; 
will, however, find much to criticize -in the over-elaboration of 


‘, pathological interpretation, the tendency to theoretical general- 
` izations, and the narrow attitude towards treatment. The author 


considers that local congenital defects are the most- important 
aetiological factors—thus accounting for varicosities in unusual 


' situations. -There are many who will disagree with the view 


that the! main internal saphenous vein invariably dilates from 
the top, and also with the statement that oedema is frequently 
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. plications. 


- variance, 


to read and’a credit to the editor ` 
It is pleasant to think that it has been so ` 


English readers. 


BRITISH 
MEDICAL JOURNAL 





‘present in, uncomplicated varicose veins. There-is a full account 
of the author’s technique of injection and the possible com- 
The solutions specially favoured are sodium sali- 
cylate, iodine in sodium iodide, sodium morrhuate, and quinine 
urethane. There is no attempt to link injection treatment with 
‘direct surgical attack, and all operative treatment is in’ fact 
ignored. m Ear aa 
The various types of phlebitis receive scant notice in relation 
to their frequency and importance. _Phlegmasia alba dolens is 
considered in some detail, but the. author’s interpretation of 


this subject will appeal to few. His conception is that phleg-, 


‘masia is an allergic phenomenon developed ‘in an individual 
who has’ had septicaemia and been sensitized to the strepto- 
coccus. It is on this assumption that all the local complica- 
tions of ulceration are,interpreted. The illustrations are good, 


but references to the ‘literature are scanty and consist of a few’ 


French papers only. > 
; T i REGINALD PAYNE. 
/ `- BIOLOGICAL ASSAY 


Principles of Biological Assay. By-C. W. Emmens, D.Sc., Ph.D. 
: With foreword by Sir. Percival Hartley, C.B.E.,..M.C., D.Sc; 
F.R.S. (Pp. 206. £1 1s.) London: Chapman and Hall. 1948. 


‘The. gratitùde of ‘all responsible for conducting biological ` 


assays is undoubtedly due to, Dr. Emmens and his publishers. 
‘There is no other book in the English language that covers 
exactly the same ground as this. 


statistical analysis may be applied tó the planning and execution 
of biological assay as well as to estimating potency and 
to evaluating the error of the estimate. The subject is 
discussed from the fitting of curves to the analysis of ' co- 
Both types of. biological response are considered— 
‘those expressible as a continuous variate and those pof the 
‘quantal type, with the application of probits to them. 
_Although the book is not easy reading, and is presumably 


not intended for casual dipping or even continuous perusal, few 


who practise biological assay will,fail to find in it answers 
to some of the problems already encountered. AJl will gain 
valuable suggestions for improving, and often for simultan- 


4 


‘eously simplifying,’ current ‘procedures. 


, Yet there remains a faint sense of dissatisfaction with this’ 


book, not only due to the fact that.the title is misleading— 
for it describes far léss the principles than the practice of 
applied statistical methods. A book still needs to be written 
. that will consider, from the standpoint of the chemist ‘and 
biologist, with due regard to statistical concepts, the methodo- 
logical'and even ethical problems that continuously confront 
the bio-assayists. One of these problems is the subject of a 
specific injunction by Dr. Emmens (p. 69), when he writes, “ If 


is allotted for error, only this set should be used whether or 
not other: sources of variation prove to be. significant in the 
particular test analysed.” But there are many other questions 
-to which he does not refer or only does so in passing. What, 
for example, is his opinion of the almost universal practice 


~ ° among pharmacologists and others of “adjusting” dosage so 
- that it is proportional to the body-weight of the test animal ? 


If ‘this weight does not affect response, why adjust? If it 
does, is not a full analysis of co-variance needed to establish 
the simple linear’ relationship that alone could. justify the 
practice in question ? | =~ . 

A few errors have been detected.in the text of this book, 
andit is unfortunate that Dr. Emmens writes of “ test material ” 
(p. 6) and “test objects” (p. 56) in referring to the animals 
or tissues used for biological assay, for the former expression, 
at any rate, is taken: by most assayists to mean the sample to 

‘be assayed. On the other hand, at least one reader is gratified 
to find Dr. Emmens writing: of 


expression was introduced as recently as 1942 (Biochemical 
Journal, 36, 407), with quotation marks. The phrase seems to 
have passed into current usage without any kind of official sanc- 
tion. This leaves open the awkward question whether, a “ six- 


Cai 


point” assay means two by three or three by two:: it has - 
\ : z 


* y 
‘ Li 
t 


| It explains in detail and with ' 
- great patience how modern methods of. factorial design and 


~ 


. `we design a test so that a particular set of degrees of freedom: 


- 
~ 


a “four-point assay” without ` 
‘ reference or other comment, in spite of the fact that the 


‘difficult of all the decisions the bio-assayist has to ‘take. 


| become a highly skilled morbid anatomist. 


‘with a team of keen surgeons. 


i 
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been used in both senses. The useful term “ metameter,” 

suggested by Hogben and first introduced with' due acknow-' 
ledgment in the same paper as “ four-point’ ‘assay,” apparently 
does not appeal to Dr. Emmens. | He has devoted little space 
to discussing the choice of metameter, ‘often one of the most 


there is much more to say than he , does about litter-mate 
control. 

The production and arrangement, of the book are admirable. 
Because of the large number of diagrams and tables, including 
those for x” (p. 142) and corrected .probits (p. 142), the price 


, of the book must be adjudged entirely reasonable. 


A. L. BACHARACH. P 
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TRAUMATIC SURGERY” 


An Atlas of Traumatic Surer By Josep a. : 
Barcelona, Hon.D.Sc., Hon.F.R.C.S.Canada. : (Pp. (150; 188 
‘ figures, £1 10s.) Oxford: Blackwell Scientific Publications., 
' 1949, ae 
Except for a brief jiteoduedod this book consists entirely of 
the clinical notes of patients suffering from ‘serious ‘injuries - 
of the limbs—injuries for which many“ surgeons would have 


regarded immediate amputation. as imperative a short time’ , 


ago. That the limbs have been restored to useful function . 
is a tribute to the methods advocated (and largely introduced) ; 
by‘ Professor Trueta. He has wisely placed this record: before 


surgeons with little comment, for ‘the evidence he produces is . . 


overwhelming. Only those who in the two great wars have 


had’ to struggle with .similar cases:can really appreciate, his p 
When they remember that he began. 


superb achievements. 
his work under the terrible conditions of the’ Spanish war they 
must equally admire his courage. 


Although most of the cases described occurred under the - 


conditions of war the methods adopted havea full application 


in those grave injuries which happen in peace and appear to be - 


inseparable from mechanical _progress, - 


Truéta makes his: technique look so simple that one is apt to’ 


forget the skill and infinite attention to detail: that’ lie behind 


it. Only by similar attention can these results be reproduced. 


The book presents a record of which Professor Trueta may 
well be proud and for which many surgeons engaged in the 


treatment of injuries must be grateful. 
ay i HENRY SOUTTAR. 
‘ pt) E E l vo 
PATHOLOGY FOR SURGEONS 

Surgical Pathology. By-Peter A. Herbut, M.D. 

410 illustrations. £3.) London : Henry Kimpton. 
The . diagnosis and ' successful treatment of many ‘surgical 
diseases depend on the naked-eye -recognition during operation 
of the pathological ‘lesions they produce.. In other words, 
the successful surgeon must, within the limits of his own. field, 
His training in this 

“ pathology of the living” depends toa large degree. on close: 
collaboration with a skilled morbid histologist. . The more . 

“ pathologically minded.” the surgeon and the more “ surgically | 
minded ” the histologist, the more successful, especially from ` 
the _ patients’-viewpoint, will‘ thé partnership become. The 
body of’ scientific knowledge built up in this way is ‘what 
surgeons really mean by’ “surgical pathology.” 5, 

There is clear evidence throughout , ‘this book that the.. 
author, a pathologist, has worked in the closest`collaboration 
' The bulk of the 'text is madé _ 
up of clear ‘and concise descriptions of the naked;eye and ` 
histological features of all -the more common (anda consider-: 
able number of the rarer) surgical lesions‘ * These are illus- 
trated by many clear and well-chosen: photomicrographs. ; 

The book is arranged according ‘to anatomical regions, and 
the author has in mind ‘the needs ‘of the otorhinolaryngologist, 
the urologist, and the gynaecologist as well as the general 
surgeon. ‘There are no. introductory chapters. on general 


710; 


By these means many ~ the. “ 
limbs may be conserved, but it must'not be imagined that they, ` 
are to be saved by petroleum jelly gauze and plaster. ,Professor 


(Pp. ` 
1949. 7, 7, 


-theories of Freud. 


discussioni: For this reason the ‘book would be of little value 
to the undergraduate before he had completed a full course 
of study.in general pathology. ‘It is clearly intended for the 
postgraduate who has made surgery his“ career, ‘and within iis 
limitations it will certainly be“of great service to him. 


Ands , ' The book contains occasional sentences which convey the 


sort of: information provided by’ a punch-card system. We 
are told, for instance, in the description of an infected human 
bite that the lesion is found’ most frequently in “ young white 
male adults in.the third decade of life,’~ and in connexion 
with tattooing we are informed that “ the incidence of syphilis 


_ among: tattooed persons is less than it is.among the general 


‘population of the same stratum.” Progressive myositis ossi- 
.ficans` is said to be associated with a -““small’ big toe.” The 
. description of gangrene due to arterial ischaemia is short and. 
should be expanded. An, accurate account of gas gangrenc 
should also.be included. It is, disappointing to find no detailed 
account of healing, and the description of the repair of a 
..fracture is far too short. There are a number of simple spelling 
-mistakes. These criticisms: should not detract from the value 
to the surgeon of the large amount of accurate descriptive 
Pathology contained in the book. 
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GEOFFREY HADrIELD: 


CHILD ANALYSIS: : 
Contributions to Psycho-Analysis, 1921-1945. By Melanie 
Klein. With an introduction by Ernest Jones.. (Pp. 416. 21s.) 
London: The Hogarth Press. - 

Although the distinction of being the first child-analyst in this 
„country belongs to Mary Chadwick, a pupil of Sachs who 
employed the ‘principles of Freud and Hug-Hellmuth in the 
psycho- -analysis of children, there is’ no doubt that progress jn 
this field in. Britain was guided at first by Melanie Klein, and 
subsequently controlled by Anna Freud. Mrs. Klein invented 
Play-technique ” of association, and during the early 
phase’ of her work made valuable contributions to our know- 
ledge of “ pré-genital” phases. ‘of infancy and childhood, a 
. period which till then had been only scantily observed. Indeed, 
had Klein been content to consolidate this „earlier work on 
_ the “ oral-sadistic ” phase, on forerunners of the super-ego, and 
on‘ the animistic reactions of the small ‘child, her scientific 
reputation “would stand much higher ‘than it now does. 
Unfortunately, in. her later phase Mrs. Klein undertook the 
_ thankless ‘task of reconstructing hypothetically the mental 
development of infants from birth to the age of two and a half 
(when’ they are first capable of direct analysis). Influenced 
‘mainly by psychiatric concepts, she began to postulate certain 
nodal “ positions” during the first year, labelling these respec- 
tively ‘ ‘ paranoid,” “ depressive,” and “ manic ”, positions. To 
these postulates she added the’ theory that the Oedipus phase 


_ is‘ already activated by’ oro-phallic sadistic impulses in the 


¿second quarter of the'first year ; and that already at this period 
an ‘effective super-ego organization exists. These views were 
adumbrated in her papers on mourning and manic-depression. 
and caused profound ‘divergences of opinion in the British 
Psycho-analytical Society. 

All but the last three papers in ‘the present volume belong 
to her earlier phase. . Although of unequal merit, they are 
worth reading not only ‘for their clinical content but for their 
picture of pre-genital development. The last paper, on the 
Oedipus, complex, was written after a two-year wrangle in the 
society, and presents’ the issues in a very minor key. _One 
would not gather from it that, her theories on the _dynamic 
influence `of sadistic- -fantasy,.. on narcissism, ‘and on “ internal 
‘objects ” are opposed in. mahy fundamental respects to the 

There is, in fact; a very remarkable 
resemblance between the Kleinian concept of fantasy and the 
Jungian ‘archetype ‘of the collective unconscious ; also between 
her’evaluation of psychic traumata and that of Rank. 

- The'depth of the cleavage can be gathered from the fact 
that Ernest Ji ones, ‘usually an acute and: objective critic of 


pathology or bacteriology, as in several: other books which , psycho-analytical developments, has contributed. a laudatory 


carry the same title, but each chapter opens with a short 
account of the anatomy. and embryology or tg region under 


` 
= I 


. introduction which does not.err on the alee of impartiality. 
a / EDWARD GLOVER. 
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“MEMORIES OF A LONG ‘LIFE 


i : BOOKS. RECEIVED 
i ostly' Memories. By William Gu , LL.D. F.R.C. 
.' ERSEd (Pp. 360: illustrated. ‘ 559. Edinburgh: ral Sp ; [Review is not precluded by notice hee of. books ‘recently’ received| 


: Cousland and, Sons. 1949, a 
The -Theory and Practize of ‘Massage and Medical Gymnastics. 
Dr. Guy will be 90 in December of this year, and like most ‘By B. M. Goodall-Copestake. 7th ed. (Pp. 424. 21s. London: 
people who reach an advanced age he lives largely in his H. K Lewis. 1949. ; ) 


‘ memories: These a ime 
e are on the whole happy ones and well worth The Pharmacologic Principles of Medical Practice. By J. C. 


- recording. : 
a - ‘Krantz, jun., and C, Jelleff Carr. (Pp. 980. 55 Lond 
He is a “truant” doctor, a Norwich general practitioner’s _ Tindall and Cox. 1949. . ss a ay oe eer 


son who had- his “medical education at- Edinburgh. This 

he followed with seven years of general practice in Cumberland, Béologzcal Treatment of Diseased Organs in Human Beings ` 
before he took to -dentistry—the specialty in “which he eventu-` and Animals. By P. Niehans. (Pp. 11. No pace Interlaken : 
ally reached the top of his profession. He took his F.R. C.S.Ed: Otto Schlaefli. _ 1948. 7 s j = 


f th a 
rom,the Edinburgh Dental School, where, he mae later, Pat : A Hand book'on Diabetes Mellitus and, its Modern Treatment: 


time-dean for 34 years. > 3 
* By J. P.B 
What most impresses one ir reading this book is e ‘versa- Dhur. 1949. pa Ath ed. (Pp. rals, ad 10/8.) _ Calcutta: 


. tility of the man. Not content with the conduct of successful +’ 
practice and his task of reforming the school, he ee an active. Medical. Etymology. By O. H. Bey Pepper, M. D. (Pp. 263. 
part in the affairs of the British Dental Association. He became - 27s. 6d.) Philadelphia and London: Saunders. 1949, 


an outstanding figure in the association, filling almost every . 
responsible position in it, and thereby helping to make-dental ` A Textbook of Medicine -f r E Noble moe) 


~ 


ťi z f 
A 


history, . 

21 ` 

Dr. Guy gives a detailed account of the yarious campaigns in ' Gp, 48 Dine pee. i iy ae a porno a r eE 
7 which he was engaged—usually successfully. ‘His influence can- i o 


_ be traced in ‘the legislation which prescribed the registration of „Diseases of Women. By Ten Teachers: mda 'the direction of 
dentists; in the establishment of the Dental Board: and in C. White, F.R.C.P., F.R.C.S., 'F.R.C.O.G. Edited by C.. ‘White, 
‘the formation of ‘the Army -Dental Corps.. He served on the’ F. Cook, and Sir William Gilliatt. 8th-ed. (Pp. 461. ° 25s.) 
General Medical Council as one, of the first of the dental repre- London: Arnold. 1949. o 


sentatives. ` Hère he tells us he establishéd a reputation for Fundamentals of Inorganic, Organic, and Biological Chemistry. 
being “ pig-headed,” of which he is not ashamed, for ‘he says. By J. I. Routh, Ph.D. aad ed. E Pp. 346. 16s. 6d.) Piod ipina 
he never had any liking for the line of least resistance. He was and London : Saunders. 1949, 7 


. active in the proceedings of the International Dental “Federa- j ' 

tion, and has much to say about his attendance at its annual Royal National Hospitalfor Rheumatic Diseases} Bath. : Reports 
meetings. ' This bare recital ofa selection from his interests, will 1947-1948. Vol. 2. (Pp. 256. No price.) Baths Royal National 
suffice to show that he was, as he says, “a very busy ` man,” but Hospital for Rheumatic Diseases. 1949. 7 


it by no means covers his éxtraordinary, range of activities. In : 
A Textbook of Neuropathology. ' By. B. W. Lichtensteii, B. Si 
Edinburgh, social life he was for'many years a, prominent figure, “yy S, M.D. (Pp. 464..° 47s. 6d) Philadelphia and London: 
‘in great request as an after-dinner speaker with, a gift for i Saunders. 1949. e i 
` expression in topical verse. Of this he gives us many, examples, i wi 
frequently in parody, often in.the vernacular. Those members. ‘ Massage and Remedial Exercises. “By N..M. vee T.M.M.G. 
-.. of our Association who were present at the Edinburgh meeting , 8th ed. (Pp. 487. 25s.) Bristol : John Wright. 1949. 
in 1927 may emember'him as:the chairman of a smoking . ~ ia 
. + concert given to the representatives, at which he enabled us-to Everyday Psychiatry. | By J. `D. Campbell, M D, 2nd ec: 
; . (Pp. 394, 36s.) London : J. B. Lippincott. 1949; . , 
~ realize’ why he was‘such a popular local. celebrity. , 
This book should be welcome in various quarters. Edinburgh Everyday: Sex Problems. . By N: Haire, Ch. M.. M. B. (Pp. 268. 
people, resident or exiled, will like his affection ‘for the city of . 10s. 6d .) London : Frederick Muller. 1948. 
his adoption. Dentists, who take pride in. the, progress of. their os = oo 
profession‘ should be glad to read about the man who did ‘so Advances in “Internal Medicine. Edited by W. Dock, M.D., 
` much for it in so many ways. And anybody who’ likes to read and I.`Snapper; M.D. Vol. 3. (Pp. 478. 319 London: Inter- - 
‘” “about well-known people will find many ‘stories of eminent Science P ublishers. 1949. ` 


ryo‘ 


actors and artists whom he. met or ‘entertained. Dr.-Guy ‘is to py bigles -para Medi cos y Estudiantes de Medicina.. ‘By R. : 
_ be congratulated on his long, useful, and happy life, and on u Mackin and A. Weinberger.. (Pp. 152. 7s. 6d.) London : Longmans, 
wonderful. „memory. > Green. 1949. | : eee ' 
. ~ : ~. 4° “ALFRED Cox. nee j 
mgs rr as d 7 ' Die. Geséhwirskrankheit des Magens nid jibe Chirurgischen 
Probleme. By O. Bsteh.- (Pp. Ha: 22s. 6d.) , Vienna: Wilhelm 
` It is heartening to see once more upon a title-page the name’ of: Maudrich. _ 1949. m - A Ae a 


Crile, and:to' know that the son of a distinguished father has already f l 
. proved his worth. Practical Aspects of Thyroid Disease, by George Pabenhaloseliiikon “far Argte und Behörden. By W. Roloff. 
Crile, junior (pp. 355; 101 figures; £1 10s.;- Philadelphia and (Pp. 372. M. 14.80.) Stuttgart : Georg Thieme. 1949, 
London: W. B. Saunders Company; 1949), is a "readable and useful ang. 3: 
book in which the author has for the most part drawn upon his. own Psychotherapeutische Studien. - By E. kreisihimen (Pp. 215. 
experience of a thousand cases of diseased thyroid. Though an M. 13. 5) Stuttgart : Georg Thieme. /1949. i 
expert: surgeon, he affords due prominence to the recent advances in 
non-operative treatment and gives the indications for medical and Rh-Syllabus. By A. S: Wiener. (Pp. 28. M. 2.40) _ Stuttgart: 
surgical therapy with just discrimjnation. The most interesting sec- ' Georg Thieme. 1949. - 
tions for most readers will probably be those on the treatment of | i l 
hyperthyroidism by propylthiouracil and radioactive iodine. To Die Natur gemdsse Heilweise. i By A. | Hof. Œp. 296.. 
quote- ‘one passage: “ At the present time the mortality and morbidity: M. 18.50.) Stuttgart: Marquardt. 1949. . Ss 
| following. treatment of hyperth oidism with propylthiouracil over a H 
period of one year are aL lower than tliat of thyroidectomy in Nierenfunktionsproben und thre Praktische Bedeutung bet 
the hands of skilful surgeons and are much Jower than that of thyroid- ` Hdmatogenen Nierenkrankheiten. - By V. Lachnit. AN: 208. 
ectomy in, the hands of the surgeon who occasionally performs a Sch. 54.) Vienna: W. Maudrich. 1949. l 
thyroidectomy. ” This, from a surgeon, should induce both surgeons - 
and physicians:to look into this book. It is of handy size, well printed, Hypértrophie des glandes. paraprostatiques et "cancer de la 
and freely illustrated. The chapters on technique contain little that: prostate. By”P. Niehans. (Pp. 20. No price.) Berne: Hans 


is new, but the section on cancer of the es is of- special interest. Huber. 1948. 
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CHILD HEALTH PLANNING 


_ A recent Chadwick lecture entitled “ A’ Health Service 

for Children,” by Dr. Helen Mackay, was briefly reported 
. in the Journal (April 30, p. 768), but now that it has been 
published as a pamphlet! it is possible to consider her 
conclusions in the light of developments already envis- 
aged or actually achieved under the Health Act or in 
other ways. Deficiencies in. existing provisions, :accor- 
ding to Dr. Mackay, were in three categories. First was 
the lack of training of the general practitioner in paedi- 


atrics, and hence the great pressure on the hospitals for - 


services which might often be much, better provided in 
the home. No doubt the new proposals of the General 


Medical Council will in time help to remedy this, and 
medical-school deans might well study carefully the . 


suggestions made by Professor W. S. Craig and his 
colleagues” in this Journal for showing students how 
mothers and children can be helped by a pay doctor 
in the course of a general practice. , 

Next Dr. Mackay comments on the lack of close-asso- 
ciation between doctors working in the preventive ser- 
vices and those working in hospitals or in practice. “In 
many areas the position appears to have deteriorated 
since July 5 last,” she states. “ This is a serious matter, 
and it is pertinent to inquire how far local health 
authorities have taken the advice on the integration ‘of 
their services with those of the hospital boards which 
was given by the Ministry of Health in a circular letter? 
sent out in 1947. This suggested, in effect, the encourage- 
ment of more specialization in maternity and child- 
welfare work and splitting of the duties, so that so far as 


child health is concerned medical officers experienced ` 


in child welfare should, in the words. of the circular, 
“ gradually be-allocated to the authority’s child-welfare 
centres, and spend part of their time participating in 
the work of an appropriate paediatric department in a 
children’s hospital.” Unfortunately the operative word 
appears to be “ gradually,” for in the period since the 
time of the circular, now nearly.two years, there has been 





ee Health Service for Children, 1949, Published by the Chadwick Trust, 


Lo 
2 British Medical Journal, 1949, 1, 301. 
istry of Health Circular 118/47 
4 British Medical Journal, 1949, 1; 962., 
5 Final Report of the Paediatric Committee, Royal College of Physicians of 
London, 1946. 


little, if any, indication that authorities were doing more 
than filling vacancies by medical officers expected to 
attend antenatal clinics and welfare centres as before. 
The third main déficiency in Dr. Mackay’s opinion 1s 
lack of trained staff in the hospital services. “At 
present,” she states, “only a minority of hospitals deal- 
ing with children have any medical staff trained in paedi- 
atrics.” It is to be hoped that such a situation will not 
be allowed to continue because of the need for economy. 


No ultimate saving to the nation will ensue if the medical 


care of children is “second rate,” and the same applies 
to nursing care. The Nurses Bill threatened, or so it 
appeared to many, to end the training of nurses in the 


special care of the child, but a Government amendment 


suggests that some sort of reprieve has been granted. 
To replace a nurse with three years’ training and experi- 
ence in a children’s hospital by a nurse with adult train- 
ing and a short postgraduate course in children’ s nursing 
would be a retrograde step. 


~ From defects Dr. Mackay passes to regional plan- 
ning. For much of this she is clearly basing her views 
on those published by the Paediatric Committee® of the 
Royal College of Physicians, of which she was a mem- 
ber.. But she has also had the advantage of translating 
the findings of the College report to an advisory com- 
mittee in the North-east Metropolitan Region, where a 
start has been made with this and with a child health 
committee’ which includes representatives of the local 
health authorities: Detailed discussion of regional plans 
must depend very much on what is available locally, but 
there ‘can be no quarrel with thie proposal that in every 
region there should be centres “ possessing the outlook 
and facilities of university centres, for treatment, teach- 
ing, and research.” This is almost already true outside 
the London area, and no doubt Dr. Mackay had very 
much in mind the fact that London at present has only 
one university institute of child health. 


Perhaps the most significant part of Dr. Mackay’s 
lecture begins with the statement, “ Each child will have 
his own general practitioner.” From this is developed 
the idea of one member of. a team at a health centre 
with special interest. and training in paediatrics, and of 
a large part of the clinical work in schools and child- 
welfare centres being done by general practitioners 
interested i in paediatrics. As a transition stage it is urged 
that forthwith “ wherever there are local general practi- 
tioners who take an interest in paediatrics they should 
be brought into the paediatric services and théir abilities 
used to the full.” This close association at the level of 
everyday work. between hospital paediatricians, medical 
Officers of the health services, and’ general practitioners 
is a recurrent theme in Dr. Mackay’s lecture, and could 


‘be developed at once with little cost and without waiting 


for Pa a 
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‘ıc DIABETES AND GOUT | 
Recent’ observations have shed new light on the well: 
known relation between diabetes and gout. It: will be 
remembered that in 1943 Shaw Dunn made ‘the interest- 


DIABETES AND GOUT 
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Evidence indicating a connexion between purine meta- 
bolism and‘ diabetes has also come ‘from, another direc- 
tion. Conn and his colleagues’ at Ann Arbor- have 
shown that in man diabetes can follow ‘the injection 
of purified preparations of the adrenocorticotropic 


ing discovery -that alloxan, when injected into rabbits in hormone of the anterior Jobe of the ‘pituitary body. 


. sufficient amount, altered the blood sugar, and after 
24 hours a permanent diabetic condition resulted. , The ; 
observation has ‘appeared. until recently to be no more , 
.than a curious phenomenon of no physiological impor- 


. There is. hyperglycaemia and glycosuria, and the sugar- 


; tolerance curves become like those of a diabetic.’ The 
_ excretion - of uric acid in the urine is increased, and: the 
amount of glutathione in the blood falls: progressively: 


tance. Several workers have investigated the mechanism . If an injection of glutathione is given intravenously there - 


of the action of alloxan and have shown that substances ` 
containing sulphydryl (- SH) groups are concerned.” 
When alloxan was injected it was found to cause a 


is.a rapid fall of the blood sugar, and the urine tempo- 
_tarily becomes sugar-free.. The authors express, ‘the view 
‘that thè primary disturbance is in purine “metabolism. 


rapid. decrease in the amount’ of glutathione. in thé and that a substance like alloxan is produced, which in 


blood," and Lazarow? made the complementary ‘obser’ turn causes diabetes. 


vation that when glutathione or cysteine “was injected 
beforehand ‘alloxan failed to cause diabetes. 
has been obtained that the protective action of cysteine 


Other observations on the effect 
of. the adrenocorticotropic hormone have been. made 


Evidence by. Hellmann,’ who “has injected it into’ patients with 
He found it caused a rise of. uric acid . 


gouty arthritis. 


is due to the’ reduction of alloxan to its close relation in the serum and an increased excretion in the urine: 


' dialuric acid.* ; The, latest developments, indeed, ‘hinge _he-also observed glycosuria. The injection of this hor-; 


on dialuric „acid, for it occupies a position midway mone would, of course, stimulate the: adrenal ‘cortex to 
between uric acid ‘and alloxan. In 1909 Ascoli and increase the output of its.own hormones, and when the 
- Izaj‘ showed that dog’s liver contained an enzyme which ^ injections were discontinued” the output ‘of these hor- 
converts : ‘uric acid to dialuric acid, sO that probably : mones would cease. Three days‘after the injections were 
uric acid can be converted to dialuric: ‘acid in man:'. ’ stopped Hellmann’s patients had an: acute attack. of 


-There has been a difference of òpinion “whether this 
‘substance causes diabetes,’ and the outcome appears ' 


gouty arthritis, and’ this. attack was. arrested’ by--giving 
‘adrenocorticotropin once more. 


© to be that if. there i is too little glutathione in the blood'. whether . treatment of rheumatoid arthritis with com- 


.dialuric acid can be oxidized: to alloxan, and then’ pound É (“cortisone ”°), which is’a hormone of the . 


We have yet ‘to learn - 


2” = 


_ diabetes occurs. Thus glutathione can protect the body adrenal cortex, or with aGronoeorneon Ey causes 
. against alloxan ‘by converting it to dialuric acid, but lack _ glycosuria. ae | 


of glutathione allows dialuric acid, formed from uric 
_acid, to be turned into alloxan. ae 
The experiment of producing diabetes in rabbits by. 


injecting thèm with uric acid has actually been done. by “metabolic ‘studies on birds. 


Griffiths. He fed rabbits on a-diet deficient 1 in methio- 


mine and cysteine, and in the course of six weeks the | 


glutathione, was reduced to half. When one gramme of 


uric acid was injected’ into the peritoneal 'cavity the mean Over ‘all the serous surfaces. 
" blood-sugar changes of four rabbits were very similar to.’ duck is immune to alloxan because it converts it to: uric ' 


These observations indicate a close relation Bnei 
purine metabolism and blood-sugar control. The impot- 
tance of this relation ‘is emphasized by the results of 
10-12 ‘Tn the duck and the 
chicken the largest doses of alloxan produce no blood- 


sugar change. In the pigeon there is some rise of blood ' 


sugar, but the bird dies from a ‘deposit of sodium urate 


those observed in four other rabbits after ‘the injection’ acid and excretes it’; the pigeon is less immune because 


of alloxan. There was the same initial hyperglycaemia, 

. giving place to hypoglycaemia, and the prolonged hyper-, 
glycaemia at the end of 24 hours. The injection of uric 
acid had no action on the blood sugar of rabbits receiv- 
ing the same diet plus’ a supplement of methionine. , 


1 Leech, R. S., and Bailey, C. ci J. biol: Chem., 1945, 157, 525: 
3 Proc. Soc. exp. Biol., N.Y., 946, 6 1, 441. i 
3 Lazarow, À., Patterson, J. A and Levey, S., Science, 1948, 108, 308. 
-~ 4 Z. Physiol. Chem., 1909, 62, 347. 
. 5 Brückmann, G., and Wertheimer, E., J. biol. Chem., 1947, 168, 241.. ° 
8 Ibid, 1948, 172, 853. 
7 Science, 1949, 109 A 279. l I o: 
8 Ibid., 1949, 1 
28 Hench, P. z". eal, E. G., Slocumb, C. H., and Polley. 
Sa 1949, a 181. See also leading article in British Medical Journal, 1949, 2, 24, 
I. A., and Foley, a Apa o A a , Biol., N.Y., 1945, 59, 35. 
: “ia Scott; Cc. C., Harris, P Endocrinology, 1945, 37, 201 
“12 Goldner, M. G., and rete & ya Soc. exp. Biol., N:Y., 1945, 58, 31. 
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it carries out ‘this process less efficiently. '. 
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VIRIDANS STREPTOCOCCI IN- BACT ERIAL 
wa ENDOCARDITIS _ 
The viridans streptococci—so called because on blood- 
containing media they produce green. pigment—are the 


, most frequent cause of. subacute bacterial endocarditis, 


and it has been a common assumption, since ,Andrewes 


`H. F., Proc. wa. and Horder’s early work, that they are derived from the 


The facts suggest that the’ 


mouth, where similar streptococci are found normally or | 


associated with: dental sepsis. - 


` 


Strong support for this 
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view cathe from Okell and Elliott; who were able to 
culture non-haemolytic, streptococci from the blood of 
30 out of 40 patients immediately after dental extrac- 
- tions and from 12 out of 110 patients with gross oral 
sepsis. Further work showed that any trauma, however 
trivial, to septic gums or the removal of tonsils was 
likely to produce a temporary bacteriaemia, and that 
if there were diseased heart valves subacute bacterial 
endocarditis- was a possible sequel.. Among those 
‘interested in the pathogenesis of infection it is now 
accepted that some organisms which normally. have a 
saprophytic existence in one part of ‘the body may 
initiate infecti6n in another part. The coliform group 
causing urinary infection is- a good example, and 
the term “potential pathogen” is often applied to 
"these bacteria. However, lessons ‘learnt from the 
classification of proven pathogens, like- the pneu- 
mococci, haemolytic streptococci, and staphylococci, 


suggested that a subdivision of these potential patho- 


` gens might yield useful information on certain points : 


`. whether, for example, a particular group within the 


‘ species was most likely to be associated with infection, 
as happened with the Lancefield group -A streptococci, 


‘and whether the strains causing infection could be more 


closely identified with saprophytic strains, as has proved 
to be the case with certain types of pheumococcus 
causing bronchopnéumonia. 

Attempts to classify bacterial species like the coliform 
bacilli or the viridans streptococci: according to their 
biochemical properties have not been very successful, 


and the tendency lately has been to use the methods. 


.of antigenic analysis or susceptibility to specific bac- 
teriophage for the subdivision of these families. In 
America attempts have already been made to classify 
the viridans streptococci serologically, and in this issue 
Professor Selbie and’ his. colleagues report their findings 
in an antigenic grouping of over 200 strains of this 
` organism from cases .of subacute bacterial endocarditis 
and of some 50 strains each from normal throats and 


from dental. extractions. Classification: has been based 


on precipitation reactions with streptococcal -extracts 
(prepared by the Fuller formamide method) against anti- 
sera to eight different strains produced in the rabbit by 
repeated injections of live or killed-suspensions of the 
streptococci. By analogy with the Lancefield grouping 
of the haemolytic streptococci this method of antigenic 
- analysis is likely to give only a broad. grouping, depen- 
dent presumably on a carbohydrate fraction in the 
viridans streptococci. The authors found that most of 
their strains gave precipitation reactions with several 
l antisera, and on the basis of these “ pattern ” reactions 
they have recognized three broad groups with two sub- 
groups. Most of the. endocarditis strains (181 out of 


1 Lancet, 1935, 2, 869. 
2 Brit. J. exp. Path.; 1924, 5, 141. 
3 To be published shortly. 


which fell into group Ia. 


g 


209) were distributed fairly evenly among the five 
groups, and all but nine of the 103 strains from teeth 
and - throats gave positive reactions the majority of 
These results indicate 
broadly that viridans streptococci associated with sub- 
acute bacterial endocarditis belong to the same family 
as the strains found in the mouth, but they do not neces- 


. sarily mean that a group I streptococcus isolated from 


the blood is identical with a group I strain present in - 
the throat or causing dental sepsis in the same patient ; 
for that, more precise antigenic analysis like Griffith 
typing will probably be needed. It was usual to find 
strains falling into several groups among the streptococci 
isolated from the throat or from apical-abscesses in indi- 
-vidual patients, whereas strains isolated from the blood 
of relapsed cases of endocarditis treated by penicillin 
most often belonged to the same group as the original 
strain. These findings have been interpreted as an indi- 
cation that the relapse was due. 'to a recrudescence of 
the original endocardial infection and not to reinfection 
from.the mouth, but it is doubtful if with this broad 
serological classification such a claim is justified, 
although it gains some support from the close simi- 
larity in the biochemical reactions of strains isolated 
from the blood of relapsed cases. No mention is made 
of the non-haemolytic streptococcus called by Kilian 


. Clarke? Streptococcus mutans because of its variable 
_-morphology, and associated by him with the aetiology 


of dental caries. This streptococcus is a single sero- 


' logical type and has occasionally been found as a cause 


of bacterial endocarditis, which is further evidence of 
the close association between: the organisms in the 
mouth and the endocardial strains, as is also the 
occurrence of Haemophilus para-influenzae, another 
inhabitant of the mouth, as- a cause of infective _ 
endocarditis. 

Penicillin therapy has profoundly altered the prog- 
nosis in‘ this previously fatal infection, particularly if 
the dosage is increased to 2 million units a day for six 
weeks as recommended by Christie.* But it must be 
remembered that “cured” patients are often left with 
grossly damaged valves which usually impair cardiac 
efficiency and leave the. patient a prey to subsequent 
infection. It would be interesting to know the after- 
histories over a five- to ten-year period of patients with 
infective. endocarditis cured by penicillin. Much more 
needs to be done to prevent this infection. Rheumatic 
fever is the main prédisposing factor, and its steadily 
diminishing incidence should reduce the number of 
young people with endocarditis ; but given a patient with 
diseased valves—congenital -defect and syphilis are the 
other main contributors—every effort should be made 


‘to prevent the superimposition of an infective endo- 


carditis. Oral sepsis is a continual danger to such a 
patient, and should be radically treated, while the 
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extraction of teeth, tonsillectomy, or indeed any manipu- : 


lative measure that may result in a temporary bacteri- 
aemia should be carried ‘out only under a penicillin or 
ate „sulphonamide “umbrella.” This is a matter which vitally 
., concerns the dental surgeon, who should become well 
acquainted with the risk of oral sepsis or of any dental 
operation in a patient with defective heart valves. 


~ 





PENICILLIN IN EARLY SYPHILIS- ~ 


Though nearly six years have passed since Mahoney and 
his colleagues, successfully treated. four seamen suffering 


__ from early syphilis with penicillin, international opinion 


on the optimum treatment of early syphilis is still’ divided. 
_In the United States, where the records of well over half 
a million patients who“ “have. been treated with penicillin 
_ alone are being carefully followed and statistically investi- 
gated, adjuvant -arsenicals and bismuth are held to be not 
only unnecessary but-undesirable. In-Europe, where peni- 
cillin has been available only since the end of the war, 
and until recently has been „strictly rationed, there is a 
widespread unwillingness to accept it as “proved on ‘alien 
evidence that even “in its, earliest stages a grave, chronic, 
constitutional disease - can be permanently cured by a. few 
days’ treatment. In this country, though penicillin is now 
accepted as an ideal treatment of attack, there is a not 
unnatural reluctance to abandon its well-tried predecessors. 


Most veénereologists, with a few notable exceptions, still- 


prefer to -compromise and. to consolidate their treatment 
with a standard coursé of about ten weekly injections of 
neoarsphenaminé and bismuth, which would by itself, 
incidentally, cure at least 70% of early infections. l 
Elsewhere' in this issue J. W. Eames and D.: H. Miller 
have tried to assess the results of this combined treatment 
‘In the face of a high default rate from surveillance due to 
_, the rapid release of their patients from the Services. With 
statistical and actuarial aid they claim to have demon- 
strated a cumulative post-treatment relapse rate of 15% 
at 18 months. in addition to a’ treatment failure rate 
(sero-resistance) of 3. 9% in ‘secondary cases. and 0.9% in 
seropositive primary cases. That these results are appre- 
ciably worse than those reported after similar treatment by 
McElligott, Jefferiss, and Willcox? in this country and after, - 
penicillin alone by Sternberg and Leifer? and others in 
the United States is doubtless due to a laudable desire to 
take no chances with patients whose follow-up is likely to 
-be jeopardized by an early return to civil life. Many will 
- be surprised, however, to read that all patients, whose blood ` 
_ tests were positive four months after the end of treatment 
‘were summarily classified as failures and treated again. 
Apparently no attempt was made to gain some idea of the 


serological pattern—to- find out whether the titre of the 


test was rising, falling, or stationary. It is now well recog- 
nized that the serum reactions in treated early syphilis 
often take many months to revert to negative and that 
so long as the titre continues to decline a slow disappear- 
ance of reagin, even lasting a year or longer, is in no, way 
a suggestive of failure of treatment. Indeed in some cases 


-A Brit. J. vener. Dis., 1948, 24, 45. 
Fa AER: med. ASS., 1946, 133, 1. 
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of true relapse the initial serological responsé is often 
surprisingly rapid. `- 
There is still a tendency for the cic to place too 


“blind a faith in blood tests and also perhaps for the sero- 


logist to believe too implicitly in. his own technical modi- 
fications and in the specificity _ of his antigens. Until 
standard methods and, what is even more important, 
standardized Teagents are employed it will still be pos- 
sible-for a patient, to be cured in one clinic and not in 
another. The new cardio-lipin-lecithin antigen is becoming 
increasingly popular in the’ United States, and is said to be 
Stable and unaffected by changes of climate or tempera- ’ 
ture. When its optimum level òf- sensitivity has been 
ascertained and its manufacture standardized and simpli- 
fied ‘the problem of the exact significance of serum reactions 
may perhaps be’nearer solution than it is to-day. 

. That the toxic effects of arsenic are rarely. seen in mili- 
tary patients is doubtless due to their age, sex, and good 
physical condition. A far-greater toll is usual in civil 
clinics, where women, the undernourished, and men in the 


-~ higher age groups are treated, and most venereologists ` 


would be glad to dispense with these potentially toxic _ 
drugs. If consolidation treatment in- early syphilis has 
any advantage, and this is generally’denied in the United ~ 
States, weekly injections ‘of bismuth, or of procaine- 
penicillin with aluminium monostearate, or of both con- 
‘currently would seem to be safer and equally efficacious 
for this purpose. Be this as it may, a few weeks’ con- 
solidation treatment of any kind has the advantage of. 
impressing the patient with the gravity. of his disease and 
will underline the importance of cas tie observation after 
treatment. 

The accurate assessment of a néw therapeutic agent in a 
disease so chronic and so protean in its manifestations, as 
well as in its reactions to treatment, is a difficult task. 
Prolonged and careful clinical observation and serological *’ 
studies are important, but in addition that unpredictable 
element, the host factor of the individual patient, can . 
never be neglected. - It is easy to acclaim a dramatic cure 
or a failure of treatment, but more difficult to state dog- 
matically to ‘what extent the treatment, or the lack of it, 
has been responsible for the result. It is only by caréful 
observation of a large number:.of patients over-a long 
period, and by careful comparison with the results obtained 
by treatment with . the arsenicals, that we can even begin 
to come to a decision. Meanwhile the Syphilis Study 
Section of the National Institute of Health, of the United 
States Public Health Service, has been carrying out a care- 
fully controlled experiment on a vast scale for more than . 
three years. Up to the present these American workers are 
increasingly convinced with each succeeding year that 
penicillin alone with adequate surveillance is the ‘best 
known treatment for early syphilis. 
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m GLAN B., 

In previous annotations! we have commented on the isola- 
tion from large amounts of liver of minute quantities of a 
red crystalline compound containing cobalt and having great 


anti-pernicious-anaemia activity. This substance has also 
been isolated from fluids in which certain micro-organisms, 


notably Streptomyces griseus, have been grown.” Dunlop 


- and Wilson? in this country have recently réported good 7 
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haematological responses in two cases of ‘classical Addi- 
sonian pernicious anaemia, using extracts of the metabolism 


fluid of a-strain of streptomyces., This encourages'the hope , 


that an alternative source of supply for the anti-anaemia 
principle may be- developed, especially because -of ‘the 
present difficulty of obtaining livers of satisfactory quality. 
In - addition, “microbiological - assay- methods -which. have 
been developed during the isolation of this pure factor may 
eventually -do away with the tedious necessity for clinical 
trial of all batches of anti-anaemia principle. 

Many of the investigations carried out with folic acid are 
now being repeated with this new substance, hitherto, known 


‘in the U.S.A. as vitamin B,, and now available- commer- 


- - cially in that country under the trade name of ‘ ‘ cobione.” 


IN 


„Spies and his co-workers, who-have done much work, on 
folic acid, have recently published their findings* in 21 


‘ patients with nutritional-macrocytic anaemia, sprue, or per- 


nicious anaemia. ~ In all there was great improvement in the 
anaemia and also in symptoms such as sore tongue (though, 
as Brown’ has recently shown, glossitis of this: type may 
sometimes. be relieved by substances other than the anti- 
- pernicious-anaemia factor, such as calcium pantothenate, 


niacin, riboflavin, and folic acid) and in the abdominal dis- l 


comforts of sprue. - Improvements may- occur after the 
injection of.10 xg. or even less, but it is thought that the 


_ optimal dosage may be nearer 100 pg. No information is 


yet available about the amount required to maintain a 
remission.: In addition - to these cases Spies: treated’ with 
vitamin B,, 14 patients with pernicious anaemia compli- 
cated by subacute combined- degeneration of-the cord, and 
the symptoms due to, peripheral nerve or posterior column 
involvement were much ‘diminished. This finding; which 


confirms -earlier reports; is in complete contrast with the 


effect of folic acid, which not only does not prevent develop- - 


- ment of neurological ‘complications’ but in many cases 
. appears to precipitate-them. In macrocytic anaemia of 


pregnancy, however, the results were different. In a detailed 


-account® from the Mayo | Clinic a case of severe macrocytic 
- anaemia occurring in the seventh .month of pregnancy is 


described ; the patient failed to respond to-large doses. of 

liver extract or to moderate amounts of. vitamin B,,, but 

she improved immediately when folic acid was given. 
Investigation of the. relation of ‘this new. substance to ` 


Castle’s- intrinsic. and ‘extrinsic factors has yielded some - 
unexpected results. In. earlier trials vitamin B,, was given ` 


. by injection, and its‘action appeared to correspond to-that 


of the anti-anaemia principle thought to be formed by the 
interaction of the two factors.and stored in the liver. How- 
ever, a recent paper: ‘by Berk and other workers „(including 
Castle)’ records the effect of oral. administration, with’ and 
without the addition of normal gastric. juice, in cases of © 
pernicious. anaemia. By itself vitamin B,, had. practically - 
no effect, but in combination with 150 ml. of normal gastric 
juice 5 ug. of the substance led to reticulocyte responses of 
from 4 to: 16% and increases of up to nearly a million: red 


1 British Medical Journal, 1948: 1 1, 889; ibid., 1948, 2, 949. - 
2 Rickes, E. L., Brink, N +» Koniusky , F. R., Wood, T. R ait Folkers, 'K;. 


Sclence, 1948 108, 634. Se 
3 Lancet, 1949, 1, 754. l 
aJ. Amer. med. Ass., 1949, 139, 521.. o 
6 British Medical Journal, 1949, 1, 704. - 
8 Proc. Ma o Clin, 1949, 24, 149. a 
7 New Engl. J. ., 1948, 239 911. 


8 Proc. Mayo. an "1949, D4, 99, 
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cells perc.mm. This type of activity is obviously similar to 
‘that of the extrinsic factor, and the question arises whether 
the intrinsic factor ‘is some substance which merely facili- 
tates the absorption of vitamin B,, without itself actually 


-~ entering into the ‘final’ composition. of the anti-anaemia 


; principle as has hitherto been believed. This view is supported 
by the finding by the same workers that commercial highly 
purified liver extract when given by mouth is likewise poten- 
tiated by the addition of normal gastric juice. Hall and his 
colleagues® have confirmed these findings, but point out that 
the quantities so far used have been small and that larger 
- doses will have to bé given before it can be stated unequivo-- 

„cally that vitamin B,, is without activity when given alone 
by’ mouth to patients with pernicious anaemia. ` Spies in 
the paper already cited also noted in one case failure of 
vitamin B,, to produce a response when given by mouth, 
though it was effective when given with gastric juice from 
an individual with duodenal ulcer. Apart from the theo- 


‘retical importance of this finding, there is the practical 


‘conclusion that even if supplies of vitamin B,, become avail- 
able for general use it will still have to be given by injection 
in the treatment of pernicious anaemia. 
a LUMBAR .“ FIBROSITIS ” 
‘Our correspondence columns have recently borne testimony 
‘to the lack of unanimity of opinion on the subject of 
“ fibrositis.” The clinical entity is. well recognized, but 
pathologically it probably represents a composite group 
of abnormalities ; when no definite lesion is demonstrable 
.some would prefer to talk simply of “myalgia ”—an 
adequately descriptive: term which makes no: pretension 
to deeper understanding. From the whole group of patients 
‘with this symptom complex Copeman and Ackerman! have 
recently separated those in whom lumbar and gluteal fat 
herniation gives rise to backache and referred: pain in the 
leg. Dissecting the cadavers of previously healthy soldiers, 
‘they constantly demonstrated ‘the presence of deposits of ° 
fibro-fatty tissue beneath the superficial fascia in well- 
defined areas along the outer borders of the sacro-spinalis 
and above the crest of the ilium. This constant localization 
of fat they termed’ the “basic fat pattern.” In certain 
areas there were small fat herniations through the fascia, 
particularly where it was pierced by the cutaneous branches 
of the lumbar nerves and their accompanying blood vessels. 
We published in July an article? in which Copeman dis- 
cussed the significance of these findings in relation to certain 
“ rhetmatic syndromes.” In cases of lumbar myalgia there . 
were local tender nodules, pressure on which reproduced the 
pain. The distribution of these “ trigger areas” corresponded 
with that of the “ basic fat pattern.” Excised nodules were 
seen to consist. of oedematous fibro-fatty tissue herniated 
through the fascia and continuous with the underlying deep 


fat, ` Relief of pain followed excision or disruption of the 


nodül by injection of 10-20 ml. of procaine, followed by - 
extensive teasing and undercutting with the needle-point. 
Copeman’ and Ackerman claim that the demonstration of 
these lesions provides scientific justification of the custo- 
mary treatment of “fibrositis” by' heat, massage, and 
‘movement, because these procedures improve the blood 


2 1 Arch. intern. Med., 1947, 19, 22. 
f 2 British Medical Journal, 1949, 2, 191. 
; ., 35, Urol., 1948, 59, 1061. 
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supply and ‘lymphatic ‚drainage and help to destroy the 
nodules. or reduce the herniation. They are careful to point 
. out, however, that this abnormality is not present in all 
cases of myalgia. 


effort and eventual disappointment, particularly when the 
disability is primarily psychoneurotic or postural in origin. 
C` Orr, Mathers, and Butt,’ ‘confirming Copéman and 
Ackerman’s -work, have demonstrated the presence of 


nerve fibres in the tender fibro Jipomatous nodules excised 


from the lumbo-dorsal region of patients: who complained 


of pain which simulated that of uretero-renal disease and’ 


in whom no urological disease was found. In each ‘case 
removal “of the nodule effected cure. This series illustrates 
the need for caution in the interpretation of pain. arising 
‘from deep structures. ‘Sensory impulses from superficial 
tissues can be ‘accurately localized, but, since the deeper 
. Structures are poorly represented in the sensorium, pain 
-arising therefrom i is felt diffusely throughout the correspon- 
ding spinal segment, so that Visceral disorders may be sug- 
gested by pains. arising from somatic structures, and vice 
versa. 


Pott’s disease, disk prolapse, and soft-tissue injuries may 
mimic visceral disease and lead the unwary to recommend 
unnecessary investigations and even repeated and unsuc- 
cessful visceral surgery, particularly when pain is referred 
to the abdomen. “There is also the danger that musculo- 
skeletal derangements causing ill-localized pain may all 
too easily: be diagnosed as “fibrositis” or “ muscular 
rheumatism.” f 


+ 


‘MOUSE CANCER TREATED BY STREPTOTHRIX 
CULTURE - 


There have been many attempts to influence the growth of 
transplantable tumours of the mouse by injecting the pro- 
ducts: ‘of growth of micro-organisms—from the toxins of 
. streptococci to those of Trypanosoma cruzi. Although 
favourable results have been claimed, usually the products 
have proved either too toxic or too erratic in action to 
prove of value. 'A recent report comes from de Angelis,* 
who claims that the culture fluid of a mycete originally 
isolated from granulomatous lesions’ in.a cat, and hence 
called Streptothrix felis, has`a specific action on tumour 
‘cells. The exact method of preparing mycetin, as the 


active product is called, is not, disclosed, but it appears. 


to be a sterile neutral filtrate of cultures of the strepto- 
thrix. In mice the highest tolerated dose injected sub- 
. cutaneously is 0.4 ml. Sometimes only one subcutaneous 
injection, at other times two or three, were required to 
bring about a cure ; thé injections were made as far away 
as possible from the site of the tumour: De Angelis chose 
the adenocarcinoma of Ehrlich as the experimental tumotr, 
and the results he reports are certainly startling. Of 106 
‘mice treated 12-14 days after transplantation of the tumour 
102 were completely cured and four died from -causes 
unconnected with the experiment ; all thé control mice, of 
which there were 102, died. When the tumours were 
allowed to grow -larger—from* 15-20 days after. trans- 


plantation—injections of mycetin cured 112 of 116 mice; 


1 Oncologia, 1949, 2, 43. 


The frequent indiscriminate use of, 
physiotherapy for backache can lead only to much waste of, 


Not only fat herniations but also other musculo- 
skeletal disturbances such as old, unnoticed crush fractufes, 


‘ two died from an accident, and ir in two there was no absorp- 


tion of the growth. Of 98 controls, all-died. One hundred 
and eight mice with tumours of greater age were treated : 
94 were cured; four died with a reduction in size of the 
tumour, ʻ`and 10 were unaffected. Thus the results were 
successful in 93% of all the mice treated (330). Mice 
which had been cured were’-resistant to further inocula- 


‘tion with the same carcinoma. In interpreting experiments 


on ‘transplantable mouse carcinomata it must always be 
remembered that damage to the: tumour and- consequent 
absorption may be due not to direct damage to the cancer 
cells but to interference with the: blood: supply of the 
actively growing tumour cells—haemorrhage leading 
directly to cell necrosis. No attempt seems to have 


been made to determine whether or not mycetin acts - 


directly on tumour cells‘ or on the blood vessels of the 
carcinoma. 


\ THE DEVALUED POUND 
Though Sir Stafford Cripps dwelt on the increased cost of 


-æ 


wheat, and therefore of bread, as a consequence of the . 


devaluation of sterling, which he announced on Septem- 
ber 18, he mentioned briefly that “dollar goods. . 


cost more in pounds, shillings, and pence.” Among these 


we suppose will be a number of drugs and raw materials - 


used in medicine which are imported from hard-currency 
areas. They include cascara sagrada, which is derived from 
the California buckthorn ; senega, the dried senega snake- 


root of North America ; valerian, which is imported from. 


Belgium, though the plant from which it is extracted grows 
wild in, Britain ; and hamamelis, from the Virginia witch- 
hazel. 
bia) may cost more, as well as ‘the oils of chenopodium, 
turpentine, and sassafras. ' 
acetic acid, ethyl acetate, and amyl acetate, which are 


derived from it, may follow suit. Bismuth, mercury, and 


silver are also imported from America, and we may have 
to pay more for olive oil, which comes from Italy, 
since we shall be competing with hard currency to buy: 
it. Aureomycin is still obtainable only from the U.S.A. 
Presumably the price of American books and journals will 
increase, and possibly that of some cotton used in dressings. 
It seems even that we can hardly take comfort in the 
thought that the price of tobacco will rise and thereby 
deter sOme*of our patients from poisoning themselves so 


heavily, for the cost of the American tobacco i in cigarettes 


is so small ‘that it cone very little to the price of the. 
finished article. 

` Since the pound is “now equivalent to: $2.80 instead of 
$4.03, American' goods will cost about 30% more—that is, 
in the words of Sir Stafford Cripps, “ if dollar prices do not 
fall.”. -Speculation on the rate of international exchange 
and the price of gold may be left to the economists, who 
are better equipped to pronounce on a subject whére-to 
misappropriate a maxim of Bernard Shaw’s—the golden 
rule is that there are no golden rules. But it seems pos- 


sible that the cost of the Health Service will rise slightly in ’ 


the next few months unless alternative sources can be found 


from which to import a number of- materials essential to . 


medicine. 
í 
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_ FOURTH INTERNATIONAL NEUROLOGICAL 
| CONGRESS ` i 


MEETING IN PARIS 
o - [FROM A CORRESPONDENT] 


The fourth, International Neurological Congress was held in 
Paris from September 5 to 10, under the patronage of the 
President of the French Republic and of the French Foreign 
Ministers. The president of the Congress was’ Professor T. 
Alajouanine, of Paris, -and- the senior vice-president Professor 
J. A. Barré, of Strasbourg. -Sir Charles. Sherrington and 
Dr. -Gordon Holmes Were the -British présidents d'honneur, 


and’ Dr. Anthony Feiling the British vice-president.. A national - 


committee had been set up in each of the participating countries 
to prepare the progranime, and the four official languages were 
British, French, Spanish, and Russian. Great credit is due to 
-the French neurologists and officers of the Congress both for 
their skill in organization and for their hospitality to the many 
overseas representatives who attendéd. 

The late summer was at its finest in France as in England, and 
the: many scientific meetings took place under conditions of 
most oppressive heat, made all the worse~by the-necessity to 
close and darken the lecture-rooms of the School of Medicine 
when showing slides. The neighbouring cafés were thronged 


' through the day with distinguished neurologists of all nations < 


refreshing themselves and recovering between sessions. The 
Congress opened with an evening reception by the president and 
. members of the French Society of Neurology. ` French social 
occasions have a delightful informality unfamiliar in this 
country. ' Those who attended found no reception at all in 
the sense of having to queue up-and be received before enjoy- 
ing the. excellent hospitality. It was as well’on so hot a night 
that with the minimum of delay, life could be preserved by 
bumpers of iced champagne. ~ 
On Monday, September 5, the members of the Congress were 
welcomed to Paris. by the president, M. Pierre de Gaulle, 
— brother ‘of the general, and the members of the Municipal 
Council at a crowded gathéring in the Hôtel de Ville. The social 


occasions of the Congress concluded with the official banquet . 


on Friday. There was only a short speech from Professor 
Alajouanine, presiding, and a brief acknowledgment from the 
veteran Professor Austregesilo,-of Brazil, with none of the pro- 
longed post-prandial-oratory commonly inseparable: from such 
functions in Britain. : 
Many, short papers on a wide range of subjects were read. 
Longer papers were devoted to electroencephalography and 
electromyography, the thalamus and its pathology, the surgery 
of pain, and virus diseases of the nervous system. Some of 
the more impoftant points in the discussion on this last sub- 
ject were reviewed in an annotation last week (Journal, 


September 17, p. 643). 


'Electroencephalography and Electromyography . . 


Dr. Frédéric Bremer (Brussels) presented a report upon the 
physiological basis of electroencephalography in which he dis- 
cussed the origin and significance of cerebral electrical rhythms. 

Dr. Herbert H. Jasper (McGill University), speaking on 
electroencephalography in neurosurgery, emphasized that the 
most important application of E.E.G. was in the investigation 
of epilepsy. Second in importance was:its use in estimating 
the severity and location of damage in cases of head injury. 
He placed third its employment in locating expanding intra- 
cranial lesions (he considered air-encephalography more 
reliable). Fourth came its diagnostic applications in vascular, 
infective, toxic, and degenerative lesions. Dr. Jasper gave in 
- detail his findings in the different forms of epilepsy. With 
cerebral tumours and abscesses, he considered that in expert 
hands location could bè achieved by E.E.G. in 80-85% of cases. 


“The most important advance of interest to the neurosurgeon is 
the perfection of methods for recording electrical activity directly 
fromthe exposed cortex (electrocortigrams) and from subcortical 
Structures (electrothalamograms). » Finally, with the "intimate 
collaboration of neurosurgeon, neurologist, neuro-anatomist, and 
neurophysicist, the brain is being induced to reveal its secrets through 
a study of its electrical actions.” , 
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Of current investigations now being carried out in various 
laboratories the. most important were studies of the functional 
anatomy of the thalamo-cortical projection systems, which 
played such an important part in regulating the electrical 
activity of the cortex. np A 
Dr. Denis Hill reviewed the electroencephalographic concept 
of psychomotor epilepsy, emphasizing its protean causations. 
Dr. Fritz. Buchthal (Copenhagen) gave a wide survey of 
electromyography, with diagrams of central and peripheral 
lesions of the nervous system. He considered the electromyo- 
gram an important aid in the differentiation of neurogenic from 
intrinsic muscular paresis or atrophy. It was often the only 
way of deciding whether interruption of a motor nerve by injury 
was complete or not. j i 
Professor W. E. Le Gros Clark (Oxford) introduced the sub- 
ject of the thalamus and its pathology with a summary of the 
present state of anatomical knowledge. He referred to 
increased knowledge of the direct anatomical connexions be- 
tween different thalamic nuclei and functionally distinct areas of 
cortex; and drew attention to our ignorance as yet`of the signifi- 
cance of this in differentiating the functions of the various 
thalamic nuclei. Dr. W. R. Hess (Zurich) gave a parallel report 
upon ‘thalamic physiology, and Van Bogaert (Amsterdam), 
Lhermitte (Paris), and others’ contributed clinical studies of 
thalamic problems. 
: ' Virus Infections 


Professor A. B. Sabin (Cincinnati) discussed the classification 
of virus infections. Virus diseases in man were divisible into 
two broad gřoups: those due to a virus having its basic reservoir 
in human beings, and therefore world-wide in distribution ; and 
those due to viruses whose basic reservoir was extra-human, 
with consequent variations in distribution in the world. The 
most:important virus in the first group was that of poliomyelitis ; 
others in this class were herpes simplex and lymphogranuloma 
venereum. : ° 

Of the viruses with an extra-human basic reservoir there was 
‘the large group of arthropod-borne encephalitides, and the group 
of viruses transmitted to man by the secretions or excreta of 
animals—e.g., rabies and ‘lymphocytic choriomeningitis. To 
these two classes of virus must be added a third, that of diseases 
such as encephalitis lethargica in which the virus had yet to be 
isolated. Dr. Sabin differentiated neurotropic from neurono- 
tropic viruses, the latter having the power of multiplying within 
neurones and being able to pass synapses. A feature of virus 
infection in man was that only a small proportion of those 
infected ever showed symptoms. 

‘ Professor W. McD. Hammon (University of California) gave a 
detailed account of research into the epidemiology of arthropod- 
borne viruses and expounded the theory that their true reservoir, 
in which they survived, was the mite, though they had in the 
U.S.A. various secondary hosts, such as birds and horses. 

/Dr. Sven Gard (Stockholm) discussed the virus of polio- 
myelitis. He described the discovery of a group of viruses 
closely related to that of poliomyelitis, and referred to the 
occurrence of myocarditis in this disease—a subject requiring 
further study. ` 

Dr. Lépine (Institut Pasteur) spoke about the viruses of 
herpes, choriomyelitis, and rabies; and Dr. G. M. Findlay 
(London) discussed factors influencing infection of the C.N.S. 
by viruses. / 

Neurosurgery and Thymectomy 


There was a masterly report on the surgical section of pain 
tracts and pathways in the spinal cord and brain stem by 
Olaf Sjéqvist (Sweden), covering all aspects of the subject. Case 
reports, of prefrontal leucotomy and lobectomy for intractable 
pain came from Dr. Krayenbiihl (Zurich), and Professor René 
Leriche (Paris) surveyed the ‘whole field of surgery of. the 
sympathetic system for the relief of pain. ` 

‘Mr. G. F. Rowbotham (Newcastle) described his experience 
over many years in the surgical treatment of migraine and gave 
his case results. He had practised various procedures, singly 
and in combination, such as trigeminal root section, section of 
the middle meningeal artery, cervical sympathectomy, and divi- 
sion of the external carotid artery. He advised, in cases of 
frontal headache, division of supraorbital and cervico-temporal ‘ 


`~ 


A 


-N ” 
~% 


” -698 SEPT. 24, 1949 


“m ha 


FOURTH INTERNATIONAL . NEUROLOGICAL CONGRESS .- 


BRITISH 
MEDICAL JOURNAL - 
ee See 


, arteries in the scalp, and of the middle meningeal artery and 
pefrosal nerves intracranially. Later, if necessary, trigeminal 
tractotomy might be performed, or even sympathectomy. 

- Dr. Henry R. Viets (Massachusetts General Hospital) 
described the results of thymectomy. in 36 patients operated 
on since -1941. 
three -of them were -still living. One had survived six years 
and the other two were greatly improved after- operation. All 
but four of.the 29 patients with.myasthenia gravis and with no 
thymic tumour had survived. The results were excellent in five, 
good in five, fair in four, and: poor in four. It was too soon to 
estimate the results of operation in the remaining seven cases. 
He urged that patients should be adequately maintained on 
oral neostigmine ‘before operation, and neostigmine might with 
advantage be given ‘intravenously during thymectomy. The 
. Significance of germinal centre formation in the thymus -was 
not clear, but the finding ‘of a large number of germinal centres 


was. highly- suggestive of myasthenia gravis. -In his view the - 
. results obtained by thymectomy over the last nine years justified ; 


the continuation of the operation in the treatment of myasthenia 
gravis.. -~ P EA l 3 g me 8 

Shorter communications were very numerous, covered a wide 
range, and attained. a high-standard of interest and originality. 
Mention should be made in-particular of Dr. S. P. Meadows’s 
(London) paper on carotid cavernous aneurysms and pulsating 


.exophthalmos, and that of Dr. A.-G. Frovig (Oslo): on the - 


_ syndrome of ‘bilateral obliteration by arteritis of the common 

carotid artery... | l a 

_ On Saturday, September 10, at the last session, Dr. Pearce 

Bailey (Washington) reviewed ‘the difficult position of neurology 

- in the U.S.A., sandwiched as it was between neurosurgery and 
_psychiatry,-and he urged more active organization amongst 
neurologists. - 3 ` i 
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ANNUAL CONGRESS OF PHYSIOTHERAPISTS 
_ AN EXPANDING PROFESSION . - 


The annual congress of the Chartered Society of Physiotherapy 


was held at-St. Pancras town hall from September 14 to 18.. 


Each: day was fully-occupied with a programme of lectures, 
demonstrations, and: hospital visits, and the members were 


Seven of these patients had thymomas and- 


ago and now; the average daily maintenance cost per patient 
in the ’eighties was -1 dollar 39 cents; to-day it was 14 dollars 
61 cents. Nearly one million new hospitals beds were needed 
in the United States. ° ; - 

Coming finally to this country, Dr. Charles claimed that the 
-National Health Service had proved popular beyond alt expecta- 


tion: 95% of the people had chosen their general practitioner ; - 


the indexes kept by executive councils included names from 
every class-of the population, and 95% of doctors, 90% of 
dentists, and -practically all -pharmacists were in the Service. 


The overall cost of the service for England and Wales was -. 


£232 million in the present financial yedr, roughly 2s. 1d. per 


head per week. It might be that within this field there was a _ 
_ possibility of saving here and there, but the cost must be viewed 


against the background of the £300 million a year lost to 


. industrial production on account of illness. The benefits which 


the Service would bring, used wisely and intelligently, were 


_tremendous. 


Physiotherapy and Chest Surgery 


Mr. T. Hotmes SELLors lectured on “Physiotherapy ‘in 
Chest Surgery.” The subject, he said, was-one which had 
been specially developed in this country ; it was not practised 


at all widely in other countries he had visited. In chest surgery ’ 


the association between the surgeon and thé physiotherapist was 
‘very close. Thé surgeon was completely dependent on good 
physiotherapy for the operative preparation of the patient and 
for restoration to-health and posture after ‘operation. He 
regarded the physiotherapist as an essential member of the 


—_ 


— 


team. Many people in hospital were quite preparéd to carry _ 


out physiotherapy, but the results were not satisfactory. An 
extremely high standard was demanded and was achieved in 
special chest units and hospitals only where physiotherapists 


` were engaged in this type of work for practically the whole of 
- their time. It took from four to six months for the -physio- 


therapist to master chest practice.. Any general hospital—he 


- was not now speaking of a special chest hospital—which had - 


100 or 150 beds would provide nearly enough in-patient and 
out-patient work to occupy one physiotherapist. 

On the admission of the patient the physiotherapist must 
study his respiratory capacity, and -then institute breathing 
exercises appropriate to the type of treatment which was going 
to be undertaken. Patients with low vital capacity and stiff 


entertained at receptions by the Royal College of Physicians -chests could-be educated in two-.or three weeks and made “ safe : 


and by the Council of-the Society. for. surgery.” Chest surgeons prided themselves on the fact 

The opening lecture-was given by Dr. J. A. CHARLES, Deputy that their post-operative eomplications were fewer than in 
Chief Medical Officer, Ministry of Health, with Dr. W. S. C.- general surgery, and for.this result thanks were due to the 
CoPEMAN, chairman of council, presiding. Dr. Charles ` physiotherapist. Expiratory exercises played little part in Chest 


reviewed the developments in health services and social insur- 
ance in various countries. The beginnings of social insurance 
in France, he said, could be traced back to the immediate ‘post- 


revolution period. ‘ Virtually the entire population of France’ 
was now included in social insurance schemes, contributions to 


which. represented up to 16% of income. -The fee payable for 
a consultation was variable :. one rate for a general practitioner, 
double for a specialist, treble for the member of a teaching 
staff of a hospital, and the rate varied again according ‘to region. 
- The French regarded their system, despite its large -staff of 
functionaries, as less bureaucratic than ours. Direct payment 
of fees by the patient: was.considéred to be a great bulwark 
against a -salaried service. The doctor charged the patient 
according to an official tariff, and the patient was teimbursed 
up to 80% from the fund. Capitation fees were anathema to 
the French doctor. 

In Sweden the basis of medical care was twofold: organized 
sickness insurance within a circumscribed field and a magnifi- 
cent hospital system. Sickness insurance would nex year. 

become a compulsory system covering the entire population. 
_ The-patient paid the doctor and recovered two-thirds of the 


expenditure from the sickness fund.’ Sweden’s great problem _ 


was shortage of doctors. Medical fees were moderate by our 
standards, but on the average doctors were well up in the 
highest income levels, their scarcity increasing their power as: 
a pressure group. It was proposed to open new medical schools. 
With regard to the United States, Dr. Charles gave some figures 
comparing maintenance costs in the same 14 hospitals 60 years 


r 


P L 
3 
, ; 
9 ` ; ; ¢ 


surgery except in such conditions as asthma and in squeezing 
out secretions from the lung in bronchiectasis. It was inspira- 
tory effort that was emphasized, -and this not just a diffuse 
movement, like a genera! heave of the chest, but a controlled 
localized movement. A patient, if intelligent, could be trained 
to move one part, and one part only, of his chest. 


The. physiotherapist must always be aware of the rate at’ 


which chest deformity could develop. It called for concentrated 
effort on the part of ‘the physiotherapist to transmit- her 
enthusiasm and--persistence to the patient. There was great 
value in the psychological stimulus that she could give. Liaison 
between the physiotherapist and the occupational therapist, 
again, could be very valuable. Mr. Sellors went on to describe 
various chest conditions and the work of the physiotherapist 
in regard to them. After an operation such as thoracoplasty 


‘in a female patient it was possible-to maintain the patient’s 


posture so that although the chest was flattened above and 
below, unless she wore evening dress, no deformity was visible. 
a) © x f 7 hi Det 


New 'Hope.in Rheumatoid Arthritis 


In another lecture Dr. W. S. TEGNER discussed the present 
situation in regard to rheumatoid arthritis. The theory of a 


isolate a toxin capable of producing rheumatoid arthritis. The 
theory of sensitization and allergic response had been formu- 
lated but” never proved. An American report suggested that 
in every group of sufferers one-fourth recovered, one-fourth 
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` septic focus was dying hard, but it had never been possible to , ` 
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became crippled, and half had a long period of exacerbations’ 
and remissions. Another American report put the recoveries 
at only 15%. Starvation, surgical 'operation, and anaesthesia 
had a favourable effecf on the disease, but more surprising 
‘was the ameliorative effect of obstructive. jaundice and of 
pregnancy. 


A specific treatment which had long been advocated was by ` 


intramuscular injections of gold. The claims made for gold 
therapy were unjustifiably optimistic. 
improvement after gold therapy to be far less than the improve- 
ment during an attack of jaundice or during pregnancy. 

-The lecturer, then described the work carried out on 
“ compound..E,” or.“ cortisone.” He had seen some of the 


- patients treated in “America and had never seen such rapid 


cures or remissions. It could certainly be said-that a rare and 
expensive product had been found which profoundly altered 
the pattern of. the disease. The patients responded to it 
physically and mentally in a’ remarkable manner. The psycho- 
logical effect .was to produce a euphoria which was more than 
the effect of well-being after recovery from illness. There was 


need for a dispassionate survey of the results of this discovery ~ 
and of the relation of cortisone to the aetiology of rheumatoid . 


arthritis. Every effort must also be made to produce cortisone 
economically at reduced cost. There was no evidence that it 
had any value in osteoarthritis. The speaker also uttered a 
warning against all sorts of “ pseudo-cortisones”” which were 
springing up. He believed that the introduction of the real 
cortisone would bring about the rapid disappearance of other 
specific treatments, including gold, and he hoped it would not 


be long before supplies were available in this country, but care’ > 


must be taken that it was not wasted on the wrong patients. 


Physiotherapy in Obstetrics 
Lectures accompanied by films and lantetn demonstrations 


were given by Dr. Dudley Hart on ankylosing spondylitis ; by> 


Mr. L. W. Plewes on industrial rehabilitation ; by Dr. Griffith 
Pugh on the effects of cold on the human body, and Dr. J. T. 
Ingram on the health of the skin. Dr. E. J. Crisp gave a 
survey of the present-day scope of ultra-violet irradiation. 
The role of the physiotherapist in the training of the 


expectant mother was the subject of an address. by Professor 


W. C. W. NIxon, and was followed by a demonstration of 
exercises in -which patients from the Royal Free Hospital 
participated. Professor Nixon said that in surgery the physio- 
therapist had played a conspicuous part in préserving and 
restoring normal function. Formerly the masseuse was looked 
upon as an intruder. It had taken time to convince the surgeon 
about the possibilities of physiotherapy, but now_the physio- 
therapist had been recognized as playing a necessary part not 
only in post-operative but in pre-operative care. In obstetrics 
the physiotherapist had started her work in the post-natal period, 
but from that it Was a short step to antenatal physiotherapy. 
She had an imiportant role to fulfil in training the woman for 
her confinement, including the preparation for the actual 
delivery. This was what should be regarded. as the greatest 
athletic event in a woman’s life, and for any athletic event 
training .was necessary. “The mothers had been quick to 
respond. Instead of paying rather half-hearted visits to’ the 
antenatal hall they had, thanks to the physiotherapist, come 
to feel that something definite was being done for them. Too 
often in the antenatal clinic the accent had been on the abnormal 
rather than on the normal. The physiotherapist restored- the 
balance by presenting the physiological aspect of pregnancy and 
making it real through a séries of antenatal exercises. Instead 
of being passive examinees, -the- expectant mothers became- 
active participators. Who could teach relaxation better than 
the physiotherapist? Those who had the care of expectant 
“mothers knew. that the great problem was to eliminate fear, 
and this was most successfully done by proper training during 
pregnancy. Physiotherapists had done much, to bring home 
to mothers the idea that labour was a -normal - process, 
and to evoke that- confidence which made for a happy 
He thought that physiotherapists should be given 
the privilege in the labour ward of seeing the results of their 
instruction. 


Hench had found the . 


Causation and Prevention of Deformity 


The Founders’ Lecture was delivered on the last day of the 
Congress by Sir Harry PLATT, who discussed the causation and 
prevention of deformity. Deformity, he said, was formerly 
accepted as the inevitable accompaniment of many accidents 
and diseases, but now ‘the emphasis was on prevention, and 
in such prevention the ‘physiotherapist played an important 
part. Acquired deformity might be most conveniently 
studied in the form of joint contracture, of which he 
distinguished three main clinical types—namely, the con- 
tractures of flaccid paralysis, those of spastic paralysis, and 
those which resulted from intrinsic changes in the muscles. 


Taking as an example the contractures in poliomyelitis, he said 


that these were initiated by a state of muscle imbalance in 
which the active muscles began to shorten. Such contractures 
in poliomyelitis might occur within the first few weeks after 
onset. They were in general not difficult to prevent. In the 
majority of orthopaedic hospitals and clinics the old practice 
of rigid immobilization in the early stages of poliomyelitis had 
been abandoned. The limbs were now supported in correct 
postures, and as soon as they could be handled without distress 
the joints were treated by physiotherapeutic methods, so that 
by the time the patient was on his feet no contractures should 
be present. : 

It must never be forgotten in poliomyelitis, however, that 
throughout the recovery stage the tendency to contracture 
remained. When the patient began to walk other deforming 
influences were added—growth, gravity, posture, counter- , 
resistance, and so on. The physiotherapist in charge of a 
re-educational programme should be constantly on the look- 
out for deformities such as lateral curvature of the spine or 
inversion of the foot, or claw foot. Perhaps the most difficult ’ 
problem in poliomyelitis was to prevent or control lateral curva- 
ture of the spine, which might be established during the first 
few weeks after onset or might develop gradually in the first 
year with a spine in which the equilibrium had appeared to be 
normal. The spine needed to be watched until growth was 
finished, because the deforming forces of asymmetrica} posture 
and attitude might continue during the whole period of growth. 

In tuberculous disease, again, particularly in children, the 
joints must be protected from deforming influences long after 
the disease itself had apparently subsided. The contractures 
in rheumatoid arthritis were of the usual gravity-aided type, 
modified occasionally by extreme malposture. The joints 
usually required a short period of rest and fixation, succeeded 
by purposive mobilization, still under adequate mechanical 
control. Finally, Sir Harry Platt touched upon the contrac- 


' tures in elderly bed-fast patients—contractures which it was 


now seen could and should be prevented. The rehabilitation 
of the aged was a challenge to social medicine. 


Physiotherapy under the Act 


Lord Horper, president of the Society, was in the chair at 
the dinner, which was the closing event ofthe Congress. In 
proposing the health of.“ The Guests,” he referred with regret 
to the fact that at the last moment the Minister of Health, who 
was expected to be the principal guest, had been detained by 
important Government business. Sir WILSON JAMESON, Chief 
Medical Officer of the Ministry, who came in his stead, 
described himself as a “simple-minded, ingenuous doctor, 
and a mere Civil Servant,” no substitute for his colourful 
chief. What was now called medical rehabilitation, Sir Wilson 
Jameson continued, was no single-handed job; it required 
the collaboration of a number of people—doctors and nurses, 
physiotherapists and social workers. That was why the Ministry 
had adopted the policy of making physiotherapy part of the 
hospital and specialist services. He knew that there were good 
arguments for making it part of the general practitioner service, 
but it was not practicable to do this. There was a shortage of 
physiotherapists, and therefore it was necessary to use them 


‘where maximum facilities were at hand and where man-power 


could be.economically employed. But the Minister had sent 


‘to regional boards a circular asking them to extend services 


to smail towns and villages where necessary and in certain 
cases to afford domiciliary treatment. Thus he hoped that in 
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course of time the service would be extended, and that quite 
a‘number of physiotherapists would be able to take up part- 


time clinic service and so be compensated for any loss of private . 


-- practice which the National Health Service had brought about. 
{f there was a shortage of physiotherapists there was no shortage 
of applications for training ; the difficulty was non-availability 
of premises and lack of’ teachers. Speaking of the Heéalth 
‘Service as a whole, Sir Wilson Jameson said that it had been 
with them for a year and- would be amended in the. light of 
experience. It would never be a success unless there was willing 
co-operation on the part of those who, worked it and of the 
public for whose benefit it was established. There was great 
need for the education of ‘the public in the economic use of the 
Service. “There is a limit to. what D country can afford— 
‘even for health.” : 

~The health of the Society was’ proposed by Sir HARRY PLATT, 
who, in sketching the future of physiotherapy, prophesied 
: increased specialization. 
specialization must be the rule. The toast was responded to 
by Dr. W. S. C. COPEMAN, chairman of council, who said that 
in 1920, when the Society acquired its charter, the membership 
was 6,070 ; it was now 17,333. He spoke of his recent visit to 
the United States, where he had found physiotherapy not as 
‘fully recognized and developed as in this country, but training 
facilities; research fellowships; and physiotherapy departments 
'in teaching hospitals were now being extended. 


— 
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THE MRCP. 


` From early in the sixteenth century to 1858 the London teaching 
hospitals usually required their physicians or assistant physi- 
cians to be Fellows or liceritiates of the Royal College of Physi- 
‘cians of London. This was indeed a legal obligation, because the 
College had a monopoly of. licensing. physicians to practise 
in or within, seven miles of London. In 1858 a Medical Act 
abolished the monopoly, but the custom of the hospitals con- 
tinued with a merely verbal change—the substitution of “ mem- 
ber” for-‘“‘licentiate.”- After 1858 the College assigned the 
word licentiate to a qualification granted on wholly different 
_terms from those.imposed on the old licentiates, but granted -~ 
a diploma of membership on the old terms—namely, a.rigorous 
examination by the Board of Censors. 7 
In the eighteenth and- even early nineteenth cates the Col- 
lege was a- small body.. In 1817 there were 89 Fellows and 224 
_ licentiates. -It is now more than ten times as-large. In 1948 
there were 747 Fellows and’ 2,691 members. 
_ half of the nineteenth century growth. was comparatively slow, 
| because College, by-laws forbade Fellows or members to dis- 
pense Medicines or practise in partnership. Early in the present 
century members were freed :from these restrictions; and their 
numbers increased. In July, 1938, there were 161° candidates 
>for the membership examination. After the war the number 
increased sharply ; in July, 1948, there were 596. Every reader 
. knows the-reasons for this, knows why just four short of the 
- gallant six hundred charged the guns of Pall Mall East a year 
ago and sustained, in a Pickwickian. sense, as heavy casualties 
* as the heroes of Balaclava. 


Medical correspondence columns eave recorded difereiices of - 


opinion on the merits of this examination. Thus under the 
present regulations ‘any holder of the M.R.C.S., L.R.C.P. 
diploma or graduate in medicine -of a recognized university 
may submit himself for examination four times'a year on pay-- 
ment of a fee of ten guineas and may continue to do so until 
his patience, or his- money, is exhausted. The College, very 


wisely, appointed a strong committee to inquire into the posi-_ 


tion, and their report (discussed in an annotation in the Journal 
of August 6, p. 327) is an interesting document. It would have 
been even more_interesting to the historically minded had a 
comparison’ been made between the examination of, say, 40 
years ago and what it now is. 
the whole responsibility rests on the Pee and Board of 
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In the great hospital departments- 


. Through the last . 


Now, as 40 or 100 years ago, . 


Censors. It is certain that in one respect the examination has 
been modernized. Down to 1924 the censors encouraged,, or 
tolerated, a belief that physicians should be acquainted with 
the learned languages ; candidates were required to attempt to 
construe a passage in Greek or in Latin. But in 1924 a candi- 
date—a lady whose clinical marks were brilliant—eschewed 
both classical questions ;-she was therefore subjected to a special 
interrogation by the President and, having correctly construed 
pons varolii, approved. The registrar-of that day, an excellent 
scholar, suggested, with the meiosis lovers of Horace usually 
display, that such a test verged-on the farcical; so obligatory 
Latin (or Greek) was eliminated, and, perhaps, the. censors of 
the ` eighteenth century turned in their graves. 


MAJOR GREENWOOD. 
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ASPECTS OF LEUCOTOMY - 
U.S.A. SYMPOSIUM IN LONDON 


The presence in this country of a number of American, psychia- . 
trists returning from the fourth Congress of Neurology at.Paris 


Was made the opportunity for calling a special meeting of the 


Section of Psychiatry of the’ Royal Society of Medicine on 
September 12 and 13. The chairmen at the four sessions were 
Dr. J. R. Rees, Dr. W. Rees-THomas, Sir HENRY DALE, ae 
Professor F. L. GOLLA. _ 


Theoretical Considerations in Brain Surgery 


An opening paper on the theoretical aspects of frontal 
leucotomy and similar brain operations was read by Dr. 
PauL H. Hoca, of New York City. From observations on 
patients who- had undergone operation he concluded that the 


` basic-intellectual and emotional life of the individual, necessary 


for the functioning of his personality, was not-located in the 
frontal lobe alone but distributed over the cortical areas and 
in- the: corresponding thalamic regions. It was nevertheless 
possible that the highest ‘functions, such as _ creativeness, 
- planning, and fusion of ‘intellectual and emotional per- 
formance, were to be ascribed to the frontal lobe. The diffuse 
distribution of psychic functioning in the thalamus and cortex 
did not mean that’ the brain-always acted as a whole but that 
these functions were distributed and safeguarded by diffusion all 
over the cortex. There were concentrations of function in 
certain areas, which areas could interfere more than others with 
psychic activity, but the view that elementary intellectual and 
emotional functioning could be located in certain areas, and 
that there were centres for basic personality traits and drives, 
was not tenable. Alterations of personality ‘could be brought 
about by ablating the cortex, operating on the thalamus, or by 
- cutting. the connexions between the thalamus and cortex. To 


_achieve therapeutic results it was necessary to remove a certain 


amount of cortex or to interrupt a certain proportion of cortico- 
thalamic connexions. If not enough pathways were cut or not. 
_ enough cortex was detached, no improvemient would result ; if 
` too much was done, marked personality -damage was produced. ; 
Professor Hoch added that he did not want to convey the idea 
that other factors did notenter into personality changes, but he 
believed that the quantitative factor, especially in relation to 
pathways or connexions, should be carefully studied and 
evaluated. 

He also devoted some attention to the problem of changes i in 
. personality which attended the operative results. Clinically the 
most conspicuous impairment was a certain inertia or apathy. 
The patient showed no sustained effort, no drive to creative 
achievement, no foresight. A “ don’t care” attitude developed. 
The depth of emotional- experience was reduced and social 
sentiments often impaired. These personality changes, which 
were not always permanent, were, he believed, due principally 
to the elimination of anxiety, tension, and ego awareness. “ Our 
society is built on a certain amount ‘of anxiety. Without it, no 
socialization of the human being would be possible.” Anxiety, 
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sůblimated, performed as creative energy. The elimination of 
_this anxiety involved personality damage. - 


+ 


“ However, this does- not mean that brain damage is. absolutely 
necessary to achieve results, though some maintain this view. We do 


not know the optimum operation yet. It is possible, as some of.the . 


recovered cases indicate, that the operation can be balanced well- 
between’ symptom-reduction and damage. In most instances to-day 


_ we probably damage more than-necessary.. Our present methods of 


4 


r 


A 


operation are crude and not reliable, but the questioñ is open, and ` 


will have to be investigated further.” a 


. 


It was possible, in his opinion, to relieve the patient of his 
symptoms and not inflict a great deal of damage to the person-- 
ality. Successful transorbital lobotomies indicated this clearly. 
With more ‘knowledge of what ‘amount of -cortex should be 


detached or what’pathways should be cut an ideal operation — 


was’ conceivable which would cure without impairment. ' 


. Safety and Effectiveness of Leucotomy 


- Dr. WALTER FREEMAN, ‘of Washington, said that safety and 
_effectiveness were the two main considerations in choosing an 


operation: for the relief of mental disorder, but accuracy was 


coming to be an important feature, and availability was also - 


stressed in view of the large number of patients who were being 
considered for psychosurgery. Safety had already been achieved 
in large measure. The various operations on the frontal lobes 
had never carried as high a mortality as 10% in any consider- 
able series ; usually the mortality had been about 3%, and some 
teams claimed-1% or less. _ ie e Re ee 

Effectiveness was largely. dependent on the psychiatrist. 
Brazilian psychiatrists apologized for poor results, stating that 
only- the most chronic and deteriorated patients were operated 
on. The English Board of Control, in publishing in 1947 the 
results of 1,000 leucotomies, found a direct relationship between 
the duration of the psychosis and. the results: of operation. 
Topectomy had brought precision’ to operations upon. the, 
frontal lobes in that symmetrical areas had been removed. 
Research had shown that most’ leucotomies were unnecessarily 
éxténsive: The selective leucotomy used Jargely in England 
was also proving the value of limited operations. - ~ 

Dr. Freeman said that he and_J. W. Watts had studied the 


plane of section in relation to social effectiveness, and had‘found - 


the following: “Incisions made 10 mm. behind the sphenoidal 
ridge would, in most instances, relieve a severe chronic psychosis 
and enable the individual to engage in a simple occupation. 
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be submittéd to surgical treatment rather early before deteriora- 
tion set in., For those in the second group, mostly hebephrenics, 
psychosurgery should rarely be recommended ; their clinical 
level might be temporarily improved by an occasional E.C.T. 
In the third group psychosurgery was from the outset superior 
to shock therapy, and would have an increasing importance `. 
when if was learned how to avoid the side-effects of the opera- 
tion. To this group belonged schizophrenics in the younger 
age groups: with predominantly neurotic symptomatology ; they 


` were often. wrongly diagnosed as neurotics, but closer observa- 


tion revealed somatic delusions, bizarre expression of symptoms, 
and occasional hallucinatory experiences. Another group with 
a poor response to shock. therapy but gratifying results follow- 
ing psychosurgery were cases of late schizophrenia with a 
„predominantly paranoid symptomatology and well-preserved 
personality. i 

This speaker also `discussed the question of relapses after 


shock therapy and psychosurgery respectively. The worst draw- 


back in all shock treatments was the tendency to relapse. Even 


-in adequately and successfully treated cases the rate of late 


relapses was considerable. But true relapses after leucotomy 
were rare. A'leucotomized patient who had reached a certain 
“equilibrium, even if the result was only fair, would not easily 
relapse. mes A i 
Another difference to which he drew attention was in the 
, patient’s post-treatment amnesia for his symptoms. The insulin 
patient often had good insight and remembered most of his 
‘pathological experiences. The E.C.T. patient remembered little 
of his sickness. The leucotomized patient, if he lost his symp- 
toms, had hardly any insight and even denied any improvement. 
-The patient who had undergone shock therapy realized the 
difference and was usually very grateful; the leucotomized 
- patient never. Both procedures left many basic questions open, 
but while something was known about the mode of action of 
_psychosurgery nothing was known about the manner in which 
shock treatments worked. 


i 7 Physiological Basis of Shock Therapy 

Professor E. GELLHORN followed with a discussion of the 
physiological basis of sHock therapy. His argument was that 
the procedures employed in shock therapy acted primarily 
through central autonomic discharges and through their effect 
on the cerebral cortex.: In the experimental animal the tech- 


“ niques used in shock therapy for mental disease invariably 


Incisions 15 mm. or. more behind the sphenoidal ridge result in ~ excited the hypothalamic sympathetic system. He suggested 


helpless invalidism. Incisions anterior to the sphenoidal ridge 


permit the patient, if relieved of his psychosis, to engage in ~ 


constructive ,work and also to enjoy recreational, social, and 
intellectual pursuits.” . Tm 7 Be et a ee 


.Leucotomy and Shock Therapy 


beer} 

_: A comparison between psychosurgery and shock methods was 
given’ by Dr. LorHar B. KALINOWSKY. The indications for the 
two procedures, he said, did not overlap as often as might be 
expected. In most cases shock treatments, could be applied to 
the. utmost before .surgery was .considered, but ‘there were 
many other cases- in which shock therapy was not indicated. © 
Selection of patients for psychosurgery was one of the most’ 
responsible tasks for the modern psychiatrist. It was a new 
challenge to them to’ revive objective means of diagnosis, to 
adhereto a well-established terminology, and thus td arrive 
at a diagnostic grouping resembling so far as possible the 
diagnostic methods in other fields of -medicine. ' = 

. After a long discussion on what constituted’ adequate shock : 
treatment, Dr. Kalinowsky went on to claim that there was no 
evidence that previous shock treatment added to the hazards’ of 
surgery. No relation -between convulsive therapy ‘and post- 
operative convulsions must be assumed; convulsiye therapy 
did not predispose to epilepsy,.and was even used in its treat- 
ment. Schizophrenics who failed to respond to shock therapy’ 
fell into three groups: those who for.some reason failed to- 
respond although they belonged.to-a category of schizophrenia 
which usually responded well ; those who offered poor prospects 
for any treatment; and those for whom shock treatment was 
scarcely indicatéd. Patients in the first of these groups should 
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that this state of heightened hypothalamic and medullary dis- 
charges resulted from two fundamentally different mechanisms. 
Insulin hypoglycaemia and barbiturate medication overcame the 
inhibition of cortical control ; in convulsions induced by electric 


~ shock or metrazol direct excitation of these centres appeared 


to. be the mechanism primarily involved. His theory was not 

that insulin. coma and electrically or chemically induced con- 
vulsions acted through the secretion of adrenaline, but that 
these procedures greatly increased the reactivity of autonomic 
centres which in turn might influence the brain in such a manner 
as to restore normal behaviour. i 


Recent Techniques 


' A new technique in leucotomy was demonstrated by Dr. 
WALTER FREEMAN, of Washington. This was a modification 
of transorbital Ieucotomy, an operation which did not attract 
much: attention until 1947 and, although a quick and safe 
method, gave disappointing results in the large number of 


. chronic schizophrenic patients who were naturally considered 


for. operation. Studies were therefore undertaken on the 
cadaver to ascertain whether tbe- incisions could safely be 
extended so as to sever a large proportion of the radiation 
from the thalamus tó the frontal pole. This proved easier than 
could have been-expected. “Merely by elevating the handle of 
the instrument when the point was in a certain position within 
the frontal lobe it was found possible to sever this radiation 
opposite the head of the caudate nucleus, and without addi- , 


“tional danger to important vessels. By this new twist, which 


he termed the deep frontal cut, transorbital leucotomy could 
be made as extensive anatomically and as effective clinically as 


a 
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“a major frontal leucotomy.- Fhe method had the advantage of 
simplicity, speed, and safety. \ 
In the course of some general discussion Dr. E. STENGEL 


` (London) reported on epileptic manifestations ` following 


leucotomy. He had followed up 330 patients, mostly cases 
of psychosis, operated on by the standard method between 
1942 and 1947. He found that 10.9% had epileptic fits at 
some time before the end of 1948. If those who had fits 
only within two weeks following operation were eliminated, 
the figure was 9.4%. The proportion of schizophrenics with 
epileptic manifestations after operation 'was markedly higher 
than the proportion in those dperated on for affective psychosis 
(14.5 as compared with 8.4%). All the psychotic patients who 
had their first fit'more than three years after operation were 
schizophrenics. None of the cases with more frequent fits had 
improved, to any marked _ degree. l 


t 


'' Rehabilitation after Leucotomy 


An interesting contribution to the symposium was made by 
Dr. C. CHARLES BURLINGHAME, psychiatrist-in-chief, the Institute 
of Living, Hartford, Conn. No single treatment, he said, was 
a specific. Leucotomy; like shock therapy, cleared the decks 
for the construction of a more adequate personality, but the 
operation left an even more malleable personality than did 
shock therapy. At the Institute of Living, where the first 
leucotomy dated back to 1938, they had found that they were 

‘dealing usually with a “third personality "—different not only 
from the psychotic or psychoneurotic personality but from the 
pre-psychotic personality. From the re-educational standpoint 
perhaps the most outstanding characteristic of a post-leucotomy 
personality was a greater susceptibility to the external environ- 
ment. Leucotomy patients did not fit in well with the regular 
convalescent groups. They exerted a disturbing influence owing 
to their impatience; irritability, and unfortunate personal habits. 
Again, if placed with psychotics they tended to perpetuate their 


own psychotic patterns in behaviour and sometimes in delusions. - 


Therefore it had been necessary to establish a service specially 
devoted to post-operative care and training. 

Dr. Burlinghame described a number of cases in which new 
social adjustment had been brought about. He added that the 
experience of the’ Institute of Living indicated that whether 
or not the average processes of intellect, imagination, and 
initiative were “normal” post-operatively depended largely on 
` the original endowments of the patient and how much; if any, 
deterioration had set in. At the same time he sounded a warn- 
ing against the too easy acceptance of “ deterioration,” which 
was often more apparent than real. Often the so-called 
“ deteriorated” patient was merely ‘desocialized as a result of 
protracted illness or a long stay in hospital and not deteriorated 
at all. rote wae 

New Operative Procedures 


Professor Larry Poot, of the Neurological Institute, New 
York, gave a demonstration of topectomy—a bad name, he said, 
coined in the interests of conciseness. In Montreal the term 
“bilateral bifrontal gyrectomy” was used and was more 
descriptive. He reported 52 cases which had been followed 
up for from one to three years after operation. The patients 
were mostly of the schizophrenic type.. The procedure was 
carried out in one stage under sodium thiopentone. The opera- 
tion afforded an excellent view of most of the frontal lobe on 
each side, and the cortical tissue was excised down to the bulk 
of the white matter, but no incision into the white matter was 
made. The incidence of post-operative epilepsy (14% in this 
series) was somewhat higher than with ordinary leucotomy, but 


the seizures had been controlled with adequate medication. . 


There was no operative mortality in these 52 patients, nor in 
a further 75 operated on more recently. Two patients had 
developed post-opérative haematoma, but had made excellent 
recoveries. a; 


Dr. W. B. ScovLe, of Hartford, Conn., described the opera-. 


tion of selective cortical undercutting. His team in the last 
18 months had carried out this operation in over 100 cases, 
largely of the schizophrenic type. The results had been com- 
parable with those following standard leucotomy, with, in his 
opinion, less blunting of the personality. - : 
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A joint paper on the physiological-and psychological results 
of thalamotomy by Dr. E. A. SPIEGEL and Dr. H. T. Wycis, of 
Philadelphia, described this operation as an attempt to influence 
disturbances in the emotional sphere by placing circumscribed 
lesions in the dorsomedial nuclei of the thalamus or in the 
hypothalamus. ` They gave the results ‘in 41 cases. Anxiety 
and tension disappeared, or at least were reduced. The patients 
became more easily mafiageable, their agitation subsided, and 
the number of hallucinations was lessened. l 

Finally Professor W. S. McCuLLoca (Chicago) discussed the 
physiological processes underlying the psychoneuroses. He 
likened the neuroses to “gremlins,” sentient and purposive 
beings, exercising in their own right properties more meral 
‘and more physical than any psycho-analyst had yet had the’ 
courage or clarity to claim for them. One particular “demon” ` 
which. he described at length—partly because it produced weil- 
nigh intolerable suffering and partly because its ways and doings 
were ‘better known than those of any other—was causalgia or 
burning pain, the perversion of a reflex whose true function 
was to maintain the proper temperature of a part., 

After each of the four sessions in the symposium there were ~ 
many questions and comments, and a hearty vote of thanks was 
accorded to the distinguished American neurosurgeons and 
psychiatrists who had taken part. 








Preparations and “Appliances 





A SIMPLE JACK FOR THE BOYLE-DAVIS GAG 


Mr. MorTon Marks, laryngologist, King George V Sana- 
torium, Godalming, writes: Mr. Terence Banham (British 
Medical Journal, February 26, p. 360) has described an 
apparatus which he has been using with success. In my 
opinion an even simpler appliance is one which I have had 
fitted up in the various operating theatres where I work and 
which has proved most satisfactory not only to myself but 
also to many of my colleagues. ` 

It consists merely of a length of extension cord and a runner 


' (.e., the type of apparatus used for rigging model yachts). One, 


end of the cord is fastened to a screw eye securely fixed in the 


wall behind the cen- ` 
THE RUNNER Í 
ENLARGED 







tral point of the head 
end of the operating 
RUNNER - 

LOOPED CORD 
TONGUE PLATE 


from 8 to 10 ft. 





floor. To this cord 
is attached a two- 
holed wooden run- 
ner. One hole is 
threaded on to the 


- cord, which is looped 


on itself, passed through the other hole in the runner, and then 
knotted—thus allowing the loop to be shortened or lengthened 
at will by sliding the runner ‘up or down the cord respectively. 
The total length of the cord required varies, of course, with the 
distance of the head of the table from the wall. Should this be 
considerable the cord may have to be attached at a higher level 
or even to the ceiling above and behind the table. When in 
use the looped cord is simply passed around the hooked end 
of the Boyle-Davis gag and the cord shorterfed until the 
required degree’ of extension is obtained. 


1 ` The advantages of the apparatus are:, (1) it is cheap, efficient, 


and uncomplicated; (2) the line of pull is in the optimum 
direction ; (3) there is no cumbersome chest-piece to impede 
respiration ; (4) towelling up is thereby rendered more simple ; 
(5) finally, the time wasted in irritating fiddling with chest-piece 
straps and unnecessary disarrangement of the patient is entirely 
obviated. . 








During the month of July, 97 children in need of care and 
protection were admitted to Dr. Barnardo’s Homes. 
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> ~ Research in Renal Disease | a 


_ SR,—It is rics to receive, both in your columns and i 


privately, such encouraging support for the plan outlined in 


my letter (May 21, p. 910) to secure for nephrology the status “ 


of a major medical specialty and the -facilities for developing 
it in the best “way—in particular, university recognition. and 
the: foundation. of one or more institutes of nephrology. ` 

- Many specialties are now in the queue for reorganization, as 
independent but integrated regional or national special services, 
and`I' venture to suggest that none has greater claim to priority 


\ than nephrology : -first, because renal disease is probably the’, 
commonest cause’ of death in this country ; secondly, because” 
there is no organization for dealing on an adequate scale 


with the’ problems ‘of patients, suffering from these disorders, 


whereas most other specialties have some kind of organization | 


.which enables them to function, if inadequately ; and thirdly, 


_ because of the ‘exceptionally long: period a as for- the 


training of personnel. 

Provided the will is present there does not seem to be any 
-insuperablé difficulty in making a modest beginning forthwith 
by establishing at least one model renal ‘centre of this kind, 
and it is to be hoped that action along these lines will speedily 
_ be taken. 

A unique opportunity is now atei for establishiùg on a 
sound basis what is virtually, as an organized discipline, a new 
~ specialty. Unless it is seized there is a danger that hospitals, 
not necessarily of the most suitable type, will set up token 
units of a few beds in charge of those without adequate training 
and experience, and the service will þe discredited at -the 
outset. It.is within my knowledge- that cal units of this 
kind are- already in contemplation. , 

While opportunities should never be denied: those wishing” to 
take a special interest in ‘any branch of medicine, it is ‘essential, 
if the best candidates are to be attracted to the new service, 
_ that the staff should be recruited from.among those who have 
~ fitted themselves by training for this special work. a 

I have been asked why in my previous letter I stated ‘that 
nephrology ‘should be based on a university ` postgraduate renal 
hospital ‘and school, and ‘not on an undergraduate teaching 
hospital as are most. other specialties. The reason is that in 
‘my experience the highest standards of practice, nursing, and 


routine laboratory work -in a specialty so dependent upon’ 


accurate detail as nephrology are unattainable in.a general 
hospital, where the: sharing of ancillary. services is inevitable ; 


and still less in an undergraduate teaching hospital, where. 


in addition the emphasis. must lie on general principles rather 
than on scientific detail. and advanced technique. 

‘At the_same time .there are aspects of research in renal - 
“disease that can best be approached in a general hospital. 
is important, moreover, that undergraduates and student nurses, 
as part of their general training, should see in a properly 
organized department run. by experts what can and what cannot 


be done for patients suffering from renal disease. - In my ; view, ~ 


therefore, évery first-class-general hospital should have its own 
largely autonomous and self-contained renal unit linked with, 
and staffed by, the central renal hospital and school. Organized 
in this way, every unit in the renal service would be brought 
not only directly but effectively under university influence.— 
I am, etc., 
London, W.1. - 


— 


‘3 A. A. OSMAN. 


Reform in Medical Education 


” Simr,—Your educational: number- and the ‘letter of Dr. R. D. 
Lawrence (September, 10, p. 594)- are welcome indications of 
the realization of: the necessity for ‘radical reform in medical 


education.in this country. Dr. Lawrence rightly remarks that’ 


teaching ability is a minor. consideration in appointments: to a 
teaching hospital. His outlook, limited as it is by tradition 
and practice, leads him-to’ -suggest that’ the natural source of 
medical teachers arises s amongst the registrar type. 
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l , --—Now it is universally’ admitted that one of the most impor- 
- tant points in the teaching of clinical medicine is the recogni- 


` tion of disease in its earliest manifestations. One wonders how 
often the registrar type sees disease in its early stages. The 


‘ “1. most‘ successful clinical teacher is he who can help the student 


to hear the faint voice of the patient’s tissues talking through 
the patierit’s. voice, and to continue to listen to that voice ignor- 
ing the siren: voice of the patient’s mother and the strident voice 
of the patient’s wife. 

"The natural source of this ability is the type of doctor who 
is accustomed to seeing disease in its earliest form, and who 
has learned to ignore the fond but foolish mother and the 
clanking of the matrimonial ball-and-chain. He is, of course, 
the. experienced genefal practitioner, and no medical institution 
would be complete without a corps of teaching practitioners 
who would give the benefit of: their valuable experience to 
“medical‘students, the majority of whom are destined to follow 
in the footsteps ‘of their teachers.—I am, etc., 


` Luton. y "C. BASTIBLE. 


Distinction Awards 


Sirn,—It is true that private practice still remains at the 
~disposal of those who feel that their merit deserves remunera- 
- tion, as we are reminded in a letter on distinction awards 


- (August. 27, p. 484). I believe it would sorely tax the wisest 


to diagnose this attribute in a colleague, and indeed the word 
is incapable of precise definition. Grades of merit, failing 
more accurate definition, are therefore impracticable. 

‘. The assumption ‘that it is merit that wealthy people are 
peculiarly capable of diagnosing and prepared to reward is, 
of course, no more true than that a full-timé hospital doctor 


- is _mecessarily less meritorious than his part-time colleague— 


I am, etc., 
< Lepton. near Huddersfield. 


Sm, —Dr. E M. R. Walshe and his supporters have failed 
to find an equitable method of assessing merit. To conclude 
from ‘this failure that available funds must be handed back to 
the Treasury is as feeble as it is improvident ; to condone, by 
reason of this failure, a standard salary to all consultants is 
to. surrender to. the commonplace: mind, which Dr. Walshe 


GEORGE JENNINGS. 


- once attacked so brilliantly. 


Distinction in medicine may be ‘interpreted Now, as ever, as 
distinction in professional service ta the community. Financial 
reward .in proportion to the value of such service is both 
attractive and just ; the -budding consultant needs some such 

stimulus, and will not be misled by hocus-pocus about the 
rewards to be gained in private practice in the future. 

I agree with your correspondents who reject the idea that 
--consultants (or any committee of them) can offer a competent 
or unbiased opinion upon their own or their colleagues’ value 
.to the community, andit is this aspect “alone which threatens 
the profession with internal strife and undesirable practices. 
In an attenipt to be constructive I wish to draw attention to a 
body of reasonably impartial observers who are available to 


` effect the necessary comparisons, and whose assessments have 


decided consultants’ monetary rewards in the past to the 
apparent’ satisfaction of all parties. I submit that general practi- 
tioners are still in a unique position to assess all of the follow- 
ing essential components of their consultants’ service to the 
(1) Clinical and technical competence. (2) Industry. 
(3) Sense’ of responsibility and ‘courtesy to colleagues—e.g., 
promptness and quality of reporting to the family doctor. 
(4) Maintenance of morale in hospital, as shown, for example, 
by readiness-of “ firms » to accept cases at night. (5) Efficiency 
of out-patient organization and overhaul of waiting-lists. The 
higher the standard’reached in these aspects of service, for 
each of which I hold the consultant responsible, the greater 
the benefit to the public and the’ greater the entitlement to 
reward from the public purse. — 

My suggestion is that the awards be made in proportion to 
the votes gained in the respective departments and specialties 
at an area ballot in which G.P.s will record their preferences. 
Sums of. money should be set aside for distribution to teachers, 
research workers, and other specialists whom the family doctor 
is not competent to compare. Teachers could be awarded in 


~- 
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Proportion to the votes of their students, research workers by 
a body elected „by themselves 
such as anaesthetists by surgeons or others competent to assess 
them. The ballots should be held every, say, two years, in 
order-to keep the recipients ‘on their toes. 

It, will be appreciated that this suggestion does not involve 
any radical change. Consultants will be supported by those 
they serve well, as in the past, and the die-hards should experi- 
ence no anguish in adapting themselves to what would merely 
be a novel method of expression of the family doctor’s 
approval.—I am, -etc., : 

Shefficld, 3, ` B. BURNS. 

Sir,—In your issue of September 3 (p. 545) you published 
two letters-on the subject of -distinction awards. In one Dr. 
C. C. Beatty suggests—rather flippantly—the possibility of a 
points system ; in the other Mr. F, Ridley not only treats the 
oR with the seriousness it deserves but draws up a detailed 
plan. 


marks for an arts degree, Never has a high standard of culture 
been more needed by consultants than to-day: 
attained by a minister should not be unattainable by ‘any 
‘consultant worthy- of the name. 

In section 2 it is:surprising—or is it in these days when the 
mighty are being put down from their seat and the humble 
exalted ?—to. find the undergraduate teaching hospital rated 
-lower than the postgraduate teaching hospital. Mr. Ridley’s 
outlook is in keeping with the times. e t 

As regards the marks he would award to local presidents and 
secretaries of medical academic societies, I foresee a hitherto 
unknown attendance and enthusiasm on the part of their mem- 
bers if elévation to-the presidency and secretaryship may mean 
a higher category and a greatly increased income. There are, 
I think, other and.less desirable consequences likely to ensue, 
but their nature can be left to the imaginations of the readers 
of this correspondence. s saa 
, Section 3 provides a*new version of an old adage, for 
should Mr. Ridley’s plan be found acceptable to the authorities 
the pen will prove thenceforth far mightier than the scalpel 
and the stethoscope, Already an aspiring consultant can scarcely 
hope to gain recognition unless he publishes thousands and 
thousands of words—usually of no world-shattering importance 
—in accredited medical journals. One’s reason reels when 
one contemplates. the outpouring of words there is ‘certain to 
be when he recognizes that his publication may qualify him 
to receive as many -marks as he can win by spending fifteen 
years or more on the staff of an undergraduate teaching 
hospital. 

At first my, heart went out in sympathy towards the members 
of the awards committee, as in my mind’s eye I watched them 
reading closely all the published work of all consultants; but 


then I saw a better way. Who after all is best qualified to judge . 


the value of a contribution to:the press? Surely its author. 
‘In such a case let him assess his own marks. -Thus will the 
awards committee be.relieved of this part of its onerous and 
. invidious burden and an egalitarian spirit be fostered. _ 

A further sign of the times is the fact that Mr. ‘Ridley, so 
far as I can see, attaches no value‘to such vexatious and in- 
tangible considerations as clinical acumen and judgment, or 
operative skill, which the old-fashioned generation to which I 


belong used to think: of somé importance in the make-up of a. 


consultant. Nevertheless, he may be right, for under the new 
regime they would seem destined to be increasingly discounted 
as time marches on.—I am, etc., i 


London, W.1. J. W. LINNELL. 


Sir,—Sir Henry Dale has recently written, “ Science is one 
of the human activities which can only live in freedom. If 
anyone would know what would happen to it in the strangle- 


hold of official tyranny, he should read this terrible indictment.” ` 


This is`part of an introduction to John Langdon-Davies’s book 
on the Lysenko affair. Communistic science is a branch of 
ideological politics. eee 

Dr. Boldero’s recent letter to the British Medical Journal 
(September 10, p. 594) is fundamentally an expression of similar, 
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I am gratified to see that in section 1 of this plan he awards | 
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although less complete, servitude to the State, and the same 
acquiescent attitude has been true of those who have taken his 
view that medicine as such must surrender its essential freedom 
to political considerations. It is not without significance that 


, Many prominent members of the: profession holding this view, 


and who have helped to enforce it, have been deans, and very 


successful deans, of medical schools. The whole outlook and. 


training of a dean is one of honest and faithful subservience to 
an institution. That of a scientist is independence, and, if 
necessary, defiance of authority. ~ 

Sir Hartley Shawcross has recently spoken very forthrightly 
against the nationalization of the legal profession, indicating 
that such a step would be towards totalitarianism. Law, how- 
ever, is essentially an administrative activity and is not founded 
on continually growing, living sciences. But medicine, in whose 


independence Sir Hartley is not so interested, is founded, on y 


physiology, chemistry, physics, psychology, and many other live 
activities of human civilization and development. It‘was all the 
more essential that medicine, which in itself is partly, at any 
rate, a branch of active science, should not have fallen under 
the domination of the State. 8 

Science in the past has frequently had to hold up its head and 
indeed suffer in opposition to the political powers of the day. 
Galileo was one example, and it was Pasteur who said, “ Tout 
le monde est contre moi.” 
dom is one that has been renounced by Dr. Boldero and those 
who have felt and acted as he has done, and who have given 
precedence to political considerations. , The present difficulties, 
of which that of the distinction awards is at the moment most 
prominent, are merely examples of further steps into the mire, 
and are unavoidable by those who have strayed from the 
sound way of following principles rather than expediency. If 
medicifie is to save itself from the political quagmire it will have 
to retrace its steps painfully and with great difficulty, turning 
its eyes again to those fixed principles and steadily refraining 
from following political will-o’-the-wisps.—I am, etc., 

London, W.1. i GEOFFREY BOURNE. 


Sir,—The battle of distinction awards has`been won and lost. 
After full debates in correspondence columns and medical 
committees it seems clear that a majority of consultants do not 
propose to” offer effective opposition to their imposition. But 
the issue was’ closer even than it now seems in retrospect, and 
many of the majority only reluctantly came to their decision 
and after many hesitations. What of the minority? That their 
case cannot bé dismissed by superficial explanations is proved 
by the very existence of a powerful revolt against increased 
monetary rewards, led by men of whom many might legiti- 
mately be regarded as possible recipients of such rewards. The 
arguments influencing the minority have been variable, those 
most stressed being the practical difficulties of distinguishing 


between true distinction and garnished mediocrity, and the fear, 


that the scheme would widen divisions both. among consultants 
themselves and in the profession at large. ts 

Although less clearly formulated, I believe that two other 
powerful arguments have exerted even greater influence. While 
no financiers, we suspect that in the present state of the country 
and the world the theory of financial rewards of the whole 
health scheme ‘rests on fallacious foundations. And, more 
important still, we believe that the almost complete reliance 
on the State which the acceptance of the distinction awards 
implies means the disappearance of an independent medical 
profession. If such is our faith, what should now be our 
action ? I suggest we can do no other but individually inform 


4 


This view of medical scientific free- , 


the awards committee that we do not wish to be considered - 


and request that our names be so listed when the awards are 
published. Thus’ we may provide a leaven of sacrifice which 
will preserve the soul of medicine.—I am, etc., 


London, W.1. Davip H. PATEY. 


Sir,—It is. of interest to record how very closely the opinions 
of the consultants of a non-teaching group on distinction awards 
agree with those of your Leeds correspondents (August 27, 
p. 484). It was the uhanimous view of the Medical Advisory 
Committee of. the Chelmsford Group that the reward for 
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Sesioa merit for the- „part-time EEM Te would be most | 


accurately assessed an‘“miost suitably adjusted by the maintenance 
of reasonable ‘facilities for. private, practice, and -that for those: 
‘consultants undertaking hospital duties-of- similar responsibidity 
` the correct method ‘of remuneration ‘was “ the rate for thé job.” 

Distinction awards. based. on’ past records assessed by a com- 
mittee without personal knowledge. of the ‘ecnsultant or- his 
“present work were generally regarded as most,undesirable. They 
would be embarrassing to the recipient and unfair to colleagues: ` 


- with precisely similar duties. Even if this system was desirable 


it would be manifestly impossible to allocate. the awards with 


justice.— `- 

I do not think these views are exceptional. They may. be 
taken as 4 random sample which’ represents’ the opinion. of 
‘part-time consultants throughout the- country, and “jt is a 
calamity that this scheme, full of dangerous potentialities, has . 
been accepted without obtaining the opmon, of those most 
vitally concerned. 

The continued’. existence of: the part-time P pre- ~ 


supposes legitimate opportunities for private practice, At the © 


present time this is.slowly being reducéd by the very high 
‘charges made for private ‘accommodation:in hospitals and the 
progressive conversion -of such: accommodation to ~ other’ 
purposes. This policy- calls for review. . 

` The situation is‘otherwise for whole-time medical silce and 
- research workers., In the past they have been less favoured ànd ` 
in their case- rewards. for- special . merit may be ‘more fairly 
assessed and more reasonably granted. 

I-do not believe that ‘ the considerable sum of money allo- 
cated for these awards ” (Dr. H: E. A. Boldero, September 10, 
p. 594) will- blind: part-time consultants to their « many 
objectionable features. —L am, etc., 

Chelmsford. OP ae H. BATHURST NORMAN. 


-_ 


bet Surfelt of Diplomas E - i 
Sir,—Now that thoughts are directed at last towards planning ` 


a satisfactory medical education to form a sound basi. “Yor the 


complicated structure of .medical practice in this country, it is 
meet that all of us who feel strongly on the matter should con- 
tribute. My contribution here is on the problem of multiple 
academic degrees. Generally - speaking, -all ~ concerned are 


_ agreed that a change must come about; indeed, it has been ` 


= t ie, 


(2) Those intending to practise in some’ specialist branch of 
surgery or medicine would then proceed :on a postgraduate 
course of training for a sufficiently long..period—at least two 
„and a half. years—culminating in some such specialist degree 


ge the D.P.M., ' D.C.H., or M.R.C.O.G.''.These. ‘degrees also 


should be: ‘uniform ‘and centralized to prevent present anomalies. 
This would ensure that a man practising as a specialist received 
adequate training in his chosen specialty. Progress from this 
stage ‘(Registrar Class I) onwards would be entirely on personal 
merits, clinical and scientific published work, and the acknow- 
ledgments both ‘of colleagues and patients. No further time 
should be Wasted in the acquisition of degrees. 

(3) Those intending to specialize in major surgery or medicine 
would proceed on a similar course, perhaps of longer duration— 
say, five years—and culminating in an examination for Member- 
ship or a Fellowship.- Here again further progress should be. 


_on the principles mentioned above. 


(4) Those intending to become teachers or research workers, 


~- or those who wished to improve whatever status and knowledge 


an M.B. and M.R.C.P. ; 


tbey had, should have an opportùnity to take an M.D. or an 
M.S.; or tbe equivalent, by thesis sand examination on their 
thesis only. 

Thus, a pathologist would have. an M.B. and an -M.D. 
pathology ; a psychiatrist an M.B. and a D.P.M:; a Eseries 
a teacher in paediatrics an M.B., 
D.C.H., and M.D. (Paediatrics) ; and a teacher of medicine an 
M.R.C. P., M.D., and eventually a Fellowship. There should 
be no hindřance to the election to an Honorary Fellowship 


- to all. those who, in the opinion of the College, deserve such a 


‘distinction. _ 


I would suggest that some such scheme would 
do away with most of the evils of multiple degrees and yet 


_preserve’ the essentials in the traditional system of British 


medicine : it would satisfy all but the most sanguine—I am, 
etc., ~- D. Capron, . : 
, London, S.E.27, neMss.A.. L.R.C.P., M.R.C.S.(England), M.B., 


S.(London), M.R.C.P. (Edinburgh), D.P.M. England). 


Sm, —]J read your erudité article on the Mevemiendoned 
theme (September 3, p. 520) with considerable interest. I feel 


- that never was there a time when various public bodies were 
-so degree- and diploma- conscious as they are to-day, and seek 


+ 


forced on us by events. - However, in ‘putting it into effect ~ 


there ‘are two opposing. camps: (1) \The conservatives, who | 
believe in keeping multiple degrees and -would ‘merely improve“ 
things as they are; (2) the radicals, who advocate the abolition 


of multiple degrees and the. adoption of the American, and ~ 


Continental systems. Recognition of the specialist and teacher 
would be by work, done. and published; and by. common agree- 
ment among colleagues and natients. 

It-seems to me, as ‘a specialist struggling with the odd and 
“ wasteful process ‘supported by this. first group and reluctant 
to: approve changes supported by the second group, that the 
near-ideal compromise has not been stressed sufficiently.- British 
medicine has a long and glorious tradition, and has maintained 
_its high’ standard throughout the world for many years. There- 
“fore, to imitate others seems like a retrograde ‘step. At the 
same time all criticism recently levelled.at the multiple degrees, 
particularly, the M.R.CP., with which J am most acquainted, 


. is sound’ and demands urgent attention. \ A’ compromise might 


Ne 


-perhaps be reached.on the following scheme. , 

(1). The standard`of the qualifying „degree throughout the 
British Isles should be unified, and perhaps. modelled on the 
M.B.(London), -The degree: might be taken anywhere in the 
- universities, but-the examination.and its administration should 
be. centralized. This would abolish . immediately the necessity 
of having such “examinations as~ the M.R.C.P. and F.R.C.S. as - 
they now stand, the only use of which is to make ‘sure that 
the prospective consultant is a sound doctor. Incidentally, | 
-by such a measure. the evel -of medical education and training 


_ for general practitioners will. be raised, and it would be unneces-, 


sary for the bettet ones to .prove ‘that they are better by. 
taking a Membership or a` Fellowship—or, worse, some extra. 
specialist degree bearing no relation whatever to their interest, 
and: practice: 


to equate-.an impressive string of appendages to one’s name 
with clinical prowess. which may by no means be the case. 

‘In this connexion is there not perhaps a surfeit of final 
qualifications ? In a typical London medical school students 
are prepating for at least five different qualifying “finals ”— 
those ‘of the older universities, London University, the Royal 
Colleges, and thé Society of Apothecaries. Matters are com- 
plicated by the ‘fact that they are all held at different times of 
the academic year, -I hinted in a letter published in 1947 
that it might ,be worth having one qualifying examination, 
as is the rule on the Continent, and that it be held not more 
than twice a year so as to disturb as little as possible didactic 
continuity. 

All clinical students work under the same chiefs, attend the 
same lectures and out-patient classes, and frequent: the same 


_ward rounds and operating lists, and yet are working for 


' different examinations. 


I do feel that standardization of the 
finals “is a very urgent academic reform which .would be 
appreciated by, clinical teachers throughout the country. When 


. all is said and done, the actual standards of the various finals 


do not vary an enormous amount, as candidates take the same 
subjects in allt cases. Perhaps the M.R.C.S. is a trifle stiffer 
than the B.S., and the obstetric examination of the Society 


‘of Apothecaries is probably the stiffest obstetric final of any 


qualifying- body, owing to, its process of elimination after the 
_ paper and viva voce parts of the examination. 

All these finals make for: bad feeling between students, the 
older universities tending to frown on London University and 
the university: candidate feeling superior to those taking the 


various qualifying diplomas of greater historic origin. 


I feel overseas visitors to Britain must be well-nigh bewildered 
by the long list of British medical degrees and diplomas offered 
by numerous academic bodies.. Academic medicine could well 


be simplified—tI am, etc, ` ` of : 


Epsom. J. B. Gie SMITH. 
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. Tuberculosis-:- Certain Unexplained Mortality Figures 
SR, —Mr. _ Walter Elliot -has drawn attention (August 6, 
p. 297) to the rise in the death rates for pulmonary tuberculosis 


in Scotland’ since 1939, and has invited suggestions. for solving 
the problem., ”’ j i 


Of the three possible types of causes for an increase in the: 


death rate due to tuberculosis Mr. Elliot has mentioned environ- 
mental and bacteriological cases. ‘A third group of causes 
for the increase in the death rate comprises those of a statistical 
nature. Apart.from the effect of a: rise in’ the age-specific 


death rate (civilians) for the age ‘groups 15-34, diie ‘to recruit- ~” 


ment of the healthier individuals, there is. another type of 
Statistical cause which may account for-a good deal of the rise 
in death rates. 2% i 


. 


Not only can the-depletion inthe number of persons at risk in 
certain age groups and the resulting increase in the age-specific death 
rate push up the crude death rate, but-an increase in the population 
at risk~in the critical. age groups,without a change in the age- 
specific death-.rates, can have the same effect on the crude death 
rate; and it is the crude. death rates only with which. Mr: Eliot’s 
analysis is concerned. an f 
-That something of this type of causé is responsible for the increase 
in the death rate in question becomes apparent if we examine (1) the 
change of death rates due to tuberculosis with age, and (2) the change 
of e age structure of the population in Scotland within-the relevant 
period. - : i = e 

(1) The highest -death rates due to tuberculosis of the respiratory 
` system for Scotland in 1945 are for males in the ages from 15-45, 
and for females from 15-34. We can get an idea of the age distri- 


bution of deaths due to tuberculosis by calculating the median age_ 
\ of death together with the interquartile Tange, giving the ages around © 
' the median age’within which 50% of: deaths due to -tuberculosis 


occurred. For Scotland in 1945 we then find for males a median 
age of 38.3 with .an interquartile ‘range from 25.4-52.8, and for 
females a median age of 26.8 ‘with an- interquartile range of 19.5-33.0 
years. Aor g à hy : 
(2) The change of the age structure of the population of Scotiand, 
on -the other hand, can be epitomized by Saying that Scotland has 
an ageing population. ', That is to say that the older age groups are 
becoming increasingly-important. By “ older” is here not meant 
only the age groups of the very old, say from 65 upwards ; the ageing 
of a. population is characterized by ‘a relative increase of all age 
groups except those of infancy and childhood. 7 

This can be visually demonstrated by using the concept of the 
so-called population . pyramid (Crew, Measurements of the Public 
_ Health, p. 32). Looking now at the population:pyramid for Scotland, 
we find an excess of persons in what has been shown.above to be 
the most critical periods of death from pulménary tuberculosis— 
i.e., from 15-55, males and females together. This must have the 
effect, by itself and ‘even without an increase in the age-specific death 
rate due to tuberculosis, of pushing up the crude death rate-due to 
tubérculosis, because the age groups for which the risk was preatest 
have now greater Weight’ than in former times. . i 

An explanation of this kind does not, of course, exclude a simul- 
taneous- rise in the- age-specific- death- rates.. It would, however, 
strengthen the argument put forward here if it could be shown that 
the-change in the age-specific death rates during these years was less 
pronounced than that in the crude death rate. The Table gives the 
civilian death rate per 100,000 of the population at the critical ages 
_ from 1939-46. ae 





1N a 


Age s. 
Gnas 1939 | 1940 | 1941 | 1942 | 1943 | 1944 | 1945 | 1946 
15-24 M . 95 |. 89 | 102 89 |-100 | 102 84 
F 111 134 | 142 | 143 |143 | 124 | 137 
25-34 M 114 | 129 114 | 136 | 132 | 142 94 
F 97 96 99 97 |103 120 }°128 
35—44 M 113 |~107 95 |113 |106 | 108 | 102 
i : F, 52 -| .53 51 51 53 42. 53 
45-54 M 125 115 |,112 | 110 | 102 | 101 119 
F - 34 36 32 | 25 21 27 29 








The features of .this Table- which would -seem-to confirm the 
explanation given above are, bfiefly: - .. ` ` 

(1) The age-specific death rates for the age groups 15-34 years, 
whose increase up to 1945 must no doubt be partly put down to 
` the recruitment of ‘healthy individuals from 1939 onwards, show for 
males in 1946 a surprisingly deep-.drop. Since this drop is not 
reflected in the overall death rate for 1946 it would seem to support 
the statistical explanation given here. Female death rates, however, 


in these age groups.show no such drop, end we must assume some . 


physical cause to be operative here. 


~ 


a -= 


M is no consistent rise in the death rates for the age groups 

_ The question now arises why such an effect of an ageing popula- 

tion upon the death rate due to tuberculosis should be less pronounced 

‚for England and Wales, -which; as is well known, have also an 

ageing population. The population pyramid for England and Wales 

for 1947 seems to provide the answer. The pyramid is based upon 
ae a 
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the civilian population estimated for the middle of 1947 by the 
Registrar-General, males and females „together, and is made ` 


symmetrical because I have not before me reliable figures for males 
and females separately. : j 


The critical age groups, 15-35 years, present a very different 
picture in the two pyramids for England and Scotland. Where- 
as they are bulging out in the pyramid for. Scotland, indicating 
greater weight in these age groups, they are receding in the 
pyramid for England and .Wales: This means that the purely 
statistical cause for, the increase in the death-rate due to, tuber- 
culosis—viz., the greater weights of the critical age groups— 
would not operate in England.—I am, etc., 

G. HERDAN. 


~~ 


Bristol, 8. - 


Myxoedematous Madness 
. SiR,-Though some may find the title of “ Myxoedematous 
Madness” (September 10, p. 555) euphonious or striking, it 
has in my mind the serious defect that it ‘strongly suggests 
that a specific kind of psychosis due only to myxoedema.-exists. 
This possibility seems to be scouted in your-annotation (p. 587), 
where you appear to support the suggestion that myxoedema 
only serves to precipitate latent psychotic illness. On the other 
hand, Dr. R. Asher, despite the wide range of psychotic 
symptoms which he ascribes to myxoedema, considers the 
myxoedema to be the basic cause of psychosis in his 14 patients, 
and infers that the pattern of psychotic disorder can also be 
ascribed to myxoedema. Further than this, and apparently on 
account of his observation of these 14 cases, he suggests that 
all the common psychoses have a similar underlying cause in 
that they are determined -by organic disease. , 

Let us all thank Dr. Asher for telling us that a frank 
psychosis may occur in association with myxoedema, and for 
‘describing so lucidly his findings in 14 cases. 
to earn the gratitude of the profession by pointing out that 


the average doctor must also be on his guard against the 


occurrence ‘of psychosis in association with any physica] 
disease : I shall further try to gain thanks by showing that this 
association does not necessarily imply that one disease is the 


- cause of the other. 


In a city of about 150,000 female inhabitants, all but a negligible 
number of psychotics were admitted to one hospital. In three years 
five cases of myxoedema with -psychosis were seen: the incidence in 


that period is thus about 1.1 per 100,000 per year of the total female ` . 


population in that city. Of these cases one could best be described 
in Zondek’s words, “ mixed thyroidism;” as she showed clinical 
signs of Graves’s disease, myxoedema, and melancholia; two were 
cases which developed after partial thyroidectomy; the other. two 
cases were straightforwardly myxoedematous. All the patients suffered 


| from melancholia, none was cured.by thyroid alone-over a prolonged 


period—although’ this proves nothing——and all required electroplexy. 
Two patients in particular showed projected delusionary formations 
and other paranoid trends, but a study.of the psychopathology 


showed clearly that these means of discharging tension were, 


secondary products of a melancholic state. 


I do not know the incidence of myxoedema among the ~- 


general population, but I would suggest that psychosis with 
»myxoedema in women is not more common than one’ would 


I shall now hope- 


a 


` “ Myxoedema is one of, the most important . 


expect it to be, with the knowledge in mind that : 


= 
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(1) 
myxoedema occurs most often, (78% of all adult cases) in 
women between 30 and 50; (2): most cases of female melan- 
cholia occur between these ages, with the peak at 45; (3) 
myxoedema is a “trigger” par excellence in causing stress. 
It has objectionable effects in itself, and it often causes the 
members of the sufferer’ s family to lose patience with her and 
bully her. 

With this- experience in my mind, I find Dr. Asher’s opening 
sentence to be much exaggerated in two particulars—namely, 
. and one of the 
most frequently missed ‘causes of organic psychoses.” I cannot 
think it anything but misleading, , in the present state of our 
knowledge, to call it an organic ‘psychosis. - That psychosis 
with myxoedema is ‘little known and that little is written about 
it I would ascribe primarily -to its relative infrequency, and 
secondarily to the general ignorance of certain physicians of 
psychiatric states. Lack of knowledge is daily demonstrated 
of, for’ example, mental change associated with hyper- 
thyroidism, rheumatism, alimentary disease, epilepsy, cardiac 
disease, and other pathological states too numerous to mention. 
For this I do not blame them but the medical schools, and 
their psychiatric ‘colleagues : though to be sure a physician 
would not be ill advised first to consult colleagues before he 
rediscovered something forgotten in the field of psychiatry. 

It is undeniable that Dr. Asher has rendered a valuable 
service in reminding us of the occurrence of psychosis with 
myxoedema, and in giving us such interesting and illuminating 
descriptions and photographs. I sincerely hope, with everyone 
else, that those of us who ‘are undoubtedly missing cases of 
myxoedema, with or without psychosis, will successfully bear 
these thoughts in mind. At the same time I believe he has 
done much to spoil his good -work by coming to certain con- 
clusions, which he has stated, without adequate evidence to 
support them. In fact I consider these conclusions to be retro- 
grade and founded upon a prejudice—that same prejudice which 


has sent thousands of workers in a fruitless, endless search, like — 


s4- = of 2 ge 


of schizophrenia, paranoia, and the affective psychoses, while 
they ignored the gold of psychopathology which was- theirs for 
the trouble of a few questions. ~— 

In conclusion, Sir, may J remark, apropos your Annaan 
that the mental symptoms. of myxoedema' are not of the same 
nature as those of senile deterioration ?—I am, etc., 

E; B. DAVES. 


Sutton, Surrey. 


Pa 


Myxoedema and Basal Metabolism 


Sir,—Errors in estimating the basal metabolism can probably 
account for.the statement made by Dr. R. Asher (September 10, 
p. 555): “I have seen many cases of myzdedema with normal 
or raised B.M.R.” 

Observations and determinations on many cases of frank and 
of so-called masked myxoedema, using the surface area measure- 
ments 4nd Aub-DuBois standards, amply confirm the views of 
such an authority as Dr. J. H. Means’: “The failure to find 
a metabolic level as low as minus 35 when the clear-cut picture 
of’ myxoedema is present is very unusual.” When -the 
myxoedema is not clear-cut clinically I have found the specific 


` action of thyroid on the basal metabolism of value.’ 


Many errors of a technical nature can arise in estimating a 
basal metabolism, and it is unfortunate that the final result of 
plus or minus a certain figure should only be looked at and 
accepted as being necessarily accurate. 

In the same way a case of diabetic coma with a pored 
blood sugar of 90 mg.% in the first instance should not be 
recorded as an unusual case of diabetes, nor should blood 
sugars be considered of no value in diagnosing this condition. 
It seems more reasonable to suspect an error in the blood sugar 
determination.—I am, etc., 


J. DOUGLAS ROBERTSON. 
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Sensitivity to Streptomycin 
Sir,—The following brief particulars’ about two nurses who 
are sensitive to streptomycin may be of interest and help to 


others in hospitals where ‘similar difficulties are being 
encountered. 


A male’ nurse frequently got puffiness round the eyes and a 
vesicular dermatitis, especially on the arms, when working on a 
tuberculosis ward where streptomycin is used in moderate quantities, 
and his allergic manifestation occurred even when the nurse did not 
himself administer streptomycin. At first some doubt was entertained 
whether -it really was streptomycin that was responsible. A patch 
test with 1:1,000 streptomycin produced no conclusive evidence and 
no local erythema developed at the site. of the test, but when an 
intradermal test was used by means of 25 mg. streptomycin in 
0.1 ml. of sterile water the allergic reaction was immediate and 
alarming. This was a general reaction, with no local erythema at 
the site of the injection: there was widespread vesicular dermatitis, 
subcutaneous’ oedema, and puffiness of the eyes. 

The other nurse was sensitive to a much milder degree. Her patch 
test also gave no local reaction, but following 25 mg. of intradermal 
streptomycin a similar. allergic reaction of much -milder nature 
followed several hours, afterwards. 


The points that have emerged from this experience are that 
a nurse may’ exhibit ‘sensitivity to streptomycin even though 


‘care has been taken to avoid handling the drug; that intra- 


dermal sensitivity tests to streptomycin-may result in an alarm- 
ing allergic reaction; and that the local’ reaction may be 
negative even though the general one is obvious. This dis- 
advantage of streptomycin may be rare, but when it occurs is 
hard to mitigate or prevent. This note is written in the hope 
that by reporting experiences some way of protecting persons 
sensitive to streptomycin may be found. I am indebted to 
Dr. P. S. Feeny and Dr. A. D. Porter, visiting dermatologists, 
for advice.—I am, etc., 


Braintree, Essex. M. C. WILKINSON. 


Pavlov and Conditioned Reflexes 


SIR —From my school days upwards I have been familiar 
with- the maxim De mortuis nil nisi bonum. Yet Professor 
E. D. Adrian’s article and your leader (September 10, pp. 553, 
584) fail, in my opinion, to draw adequate attention to the 
immense amount of harm and confusion of thought which 
have resulted from Pavlov’s doctrine of conditional reflexes. 

Pavlov intraduced the term “conditional reflex” in a paper 
entitled “Experimental Psychology and Psychopathology in 
Animals ” read -before the International Congress of Medicine 
in Madrid in April, 1903. The term “conditional,” though 
adhered to in French and German translations, was altered in 


` English and American translations to “ conditioned, ” and the 


curse thereof remains with us even unto this day. True, Pavlov 
did excellent work on the physiology of the digestive system, 
for which he was awarded a Nobel prize, but he was no psycho- 
logist. His co-worker, Professor Y. P. Frolov, records that 
Pavlov fined any laboratory attendant who dared to suggest that 
the subjective or mental state of a°dog might influence its 
reactions to the food it was offered. To Pavlov everything 


(love, hate, jealousy, -and fear) was explicable in terms of reflex. 


He even wrote about a “reflex of freedom,” and so on and so 
forth. Yet later he was forced to admit that animals proved 
susceptible to suggestion. His experimental dogs were kept in 
unnatural seclusion more rigid than any solitary confinement 


- In prison, and psycho-analysts have -never so isolated ‘their 


patients during treatment as. did Pavlov his dogs. 

Were it not that the mistakes men make—even great men— 
often live after them one might henceforth for ever hold one’s 
peace ; but lesser lights have so used and abused Pavlov’s 
work as to confuse issues and offer foolish explanations of 
phenomena that I feel constrained to utter protest. For 
instance, in my specialty I have come across the so-called 
conditioned reflex treatment of alcoholists. The: punitive and 
disgust factors in this treatment are all too obvious; and if 
drastic punishment were able to cure the offender here, surely, 
should bean example of it. Yet unless the underlying motiva- 
tions of this or any other line of misconduct be got under 
control no spermanent readjustment can be effécted. This is 
slowly becoming apparent even to those who engage in the 


_ treatment just mentioned. 


_ 
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. - AS your space is so-valuable I confine my protest to this © a 2 . 
single example. _Reflexes,- however, are the point at which -. - a ‘Treatment of Varicose Veins 
' neurophysiology and psychiatry meet, but Pavlov failed to see... :-- Sin,—The onlooker sees most of the game. This is a fact 
_ any need for the psychiatric approach.’ To him, as an extreme that applies to sport ; but it also applies to the interested reader 
- behaviourist, physiological facts alone were valid; subjective of a ‘correspondence controversy.. I wrote to the British 
. States in animals were to him no more than the figments of the lical j f TIRE, 


i ) ha } . Medical: Journal on March 5 (p. 412) ʻon the treatment of 
experimenter, and deserved reproof. Against the evil legacy of varicose veins to point out that the sclerosing agent was a. 


SON 


r 


a a medicine I beg leave to register a useful ally to the operation of high ligation and that the method 

, p! arning an protest —I am, etc., ant should not ‘be- discarded on insufficient evidence of its risk: 
Caldecote, Nuneaton, - . A. E. CARVER. ” A remarkable series of letters followed, and I have read them 
E a E ~ < 7 with interest, g g 
ay Early Carcinoma of the Breast i I have been doing varicose-vein work -for 11 years—starting 


i f ; Pk : _ ` ` at Poplar Hospital—and I have tried most methods, including - 
SiR —To many „doctors in- widely differing circumstances: Dr, Hanschell’s (it is, of course, not new). - A fee 
comes the question, Is the small tumour I have discovered- ifs merits is beside the point, as was-much of the subject-matter 
, in this woman’s breast malignant ? ” The responsibility of of the letters published. I forsake the onlooker’s role and 
decision is great. Life is at stake : happiness, too, and beauty return to the fray to reassert my original contention and answer 
pele Sitting. to a tum ; f th b t of i ble k i i A 
! ME umour OF the breast of questionable Dr. Hanschell (March 19, p. 500, and May 14, p. 869) began 
malignancy is disallowed. - If clinical- distinction cannot be -by leading a vigorous attack a sclerosants. Dr. Ronde Foote 
made, the choice lies between (1) local removal. by diathermy , ‘(April 9, p. 635) defended their’ use, and Dr. R. Simpson 
at such distance that the histology of the tumour is not dis- Harvey (June 4, p. 1005), while primarily advocating injection 
turbed, followed by immediate examination of a frozen section ` therapy, thought thata combination of operation and injection 
in the operating ` theatre, and (2) judgment after” simple Might ‘result in “fewer recurrences.’ I am convinced that this 
mastectomy of the cut-surface of the tumour and surrounding 


=, : : k } ‘is the ‘method of choice. Mr. Rutherford (May 7, p. 822) 
breast, with preparations made for immediately completing the’ echoed Dr. Hanschell’s ideas. In spite of all that has been 
full. degree of treatment given to malignant disease: if macro-~ ` : 


: > c ‘said, I remain in the sclerosant school, and so must reply to 
~“ scopic judgment declares for malignancy, - If malignancy seems Dr. Hanschell, at the same time expressing respect for the- 
at the outset possible, but unlikely, partial mastectomy ‘with , id 


; los ‘Y> | i , experimental. and clinical evidence he has producéd to support 
- the same preparation for the possibility .of_malignancy would his views, not forgetting a provocative and stimulating method 
seem a sensible modification. vs i ; 


M e. l i _. -> of expression. 
Of these choices, (1) requires an expert pathologist familiar’ ` Now Dr. Hanschell states, “Injections of minimal amounts 
‘ with frozen section. work,‘ and‘ (2) could benefit much by the ` 
presence of a pathologist, where possible, to assist surgical 


‘of minimal strength give extra. pain and longer convalescence ” ; 
- c 4 cal also, “Sclerosant injection is a dangerous ally and a useless 
judgment. It seems likely that diathermy has real value both 

‘In reducing chances of malignant spread and’ in effecting 


one.” I disagree entirely. These are devastating indictments 

1B veo A À on sclerosants and would end all discussion if they were correct ; 

haemostasis, but it is important ‘that coagulation -of the skin ' of course.they are far from correct. Dr. Hanschell should 

edges should be minimal.- -5 ae X ii have prefaced his remarks by, “In my opinion.” With regard 

There are changes in the breast with the menstrual cycle tø -longer convalescence and extra pain, I am sorry ‘that the 

` which should repay investigation.. It is noticeable that, no distance, that separates us prevents my-showing Dr. Hanschell 

reference is ever made in surgical statistics of the time in thé.’ afebrile patients on the first, second, and.every post-operative 

menstrual cycle at which operation is undertaken, Many a day, walking about with little or no discomfort and having no 

-breast which is premenstrually tense, full, and tender becomes prolonged convalescence. Also, he could see some patients so 
‘relaxed and decongested at the onset of menstruation’ within .`tresi ; l 


onset o NIN . treated ten years ago with no recurrences. 
a few hours. Is there not a hint in this truth;that operation - 


: : 7a San L er _ The statement,.“ A dangerous ally and a useless one,” is 
might be made safer by timing it to the stage- of minimum also quite incorrect. Dr. Hanschell has been unable, apparently, - 


breast congestion? Fen Se y ee et . a+, to find that balance of dosage and strength that is effective yet - 
Confusion between “dissemination” and “implantation” is ʻ safe. This is unfortunate, for it can be done. Finally, while - 
sometimes noticeable in surgical writings on this subject. They | agree that harm, such as necrosing thrombophlebitis, can 


neither-mean the same thing nor do they occur in the same ` pe caused’ by unskilled sclerosant therapy, I know that with’ 
way. A clear example of implantation is to be seen in.the correct dosage and strength this therapy is a valuable and safe 


endometrioma which can occur in an abdominal scar, after’ ally to operation in the treatment of varicose veins. Operation 
hysterotomy. Implantation is in fact a.grafting process, and or injection alone is not enough. i - 


as it occurs ‘in breast cancer it-is effected unfortunately or care- -The subject of varices is a fascinating one, -as Mr. Rowden 
lessiy by the surgeon’s operating instruments or gloves. Foote has stated. So let us be at one another from_time -to 
Sampson” Handley’s irrigation of the axilla with 1/2,000 time, till the truth is discovered. “I believe the. following is 
perchloride of mercury poured: into the ba ound with a JUS, true :.A bad result in the treatment of varicose veins is due 
followed by a saline wash, would seem likely ‘to reduce this to bad technique.—I am,. etc., 
risk. Dissemination is less a local than a distant matter. It- | CHW TEN 
` ought to be considered whether pre-operative manual manipula- Sydney, Australia. : . FL. WICKHAM LAWES. 
tion of the tumour, perhaps prolonged or repeated ee l 3 _ 
doubt or for the purpose of clinical education, does not in fact. $ à ` nor a 
“substantially increase the risk of dissemination of malignant -` © Biology as a Preparation kor Memicne , : 
cells by trauma. ` ; ; a ` Sir,—Professor F. A. E. Crew in his discussion of biology as 
' It is apparent that the relative values of*surgery and radiation a preparation for medicine (September 3, P- 508) does science. 
in effecting cure are still’disputable. Such controversy should a disservice by his extravagant claims for the biological side of 
‘be kept entirely free from prejudice.: The radiotherapeutist has our education, = F es 
‘no right to. scorn the surgeon as a butcher, but equally should . -The pictures he paints of smankind before and after the 
. the surgeon guard against cocksure vanity which cannot learn. promulgation of the theory of evolution and its general 
The dominant position of a surgeon in an operating theatre acceptance” present an elegant contrast in black and white, 
is all too liable to develop_such sclerosis of mind., This and will come as a surprise to students whose science is based 
D important subject needs frequent conference between radio- on the discoveries of. Archimedes, Galileo, Harvey, and Boyle, 
logists and surgeons willing to learn from one another until’. as well as to undergraduates’ who have already encountered = 
the wisest. policy is more evident than it is at present— -such perversions of science as the master race, the efficient 
-I am, etc., i ; £ ; suppression of public controversy, and the annihilation of, the 
East London, South Africa. = GEORGE H. ALABASTER. unfit. He states that “ science in application has made possible 
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“has done far more than this. It has givén to mankind great 
hope and the possibilities of great dignity.” It is debatable 
whether mankind’s hopes or dignity are actually’ loftier or 
greater-in this age than in-any other. Then we come.to the 
proposed philosophy of -a doctor—“ that ‘the recent’ explosive 
growth of science has made it impossible `~. . to predict how 
far he may extend his dominion over his. extetnal world and 
over himself’ + Too true; perhaps : but “ over himself ”— 
there’s the rub. at rns . r 

Professor Crew. would do well to remind his students that the 


science. of public health demanded the isolation of the leper - 
many centuriès before our era, but this science is not credited - 


with the proposition that the leper’s care, comfort, and cure 
are the privilege and duty of every man.- -This proposition, 
though not-particularly scientific, may still contribute’ some- 
thing to the philosophy of a doctor.—I am, ‘étc., 


.~. ROBERTSON SINTON. 


t- 


Midhurst, Sussex. - 


Torsion of Normal. Fallopian Tube _ 
" §IR,—Following the article by Mr. R. de Sóldenhoft (July 30, 
p. 263) and Professor Lambert Rogers’s letter (August 13, 
p. “384), as. well as Mr.°.Richard E. Stiaw’s contribution 
(August 20, .p. 421) and Mr. Alfred `M. Abrahams’s: letter 
{August 27, p. 487), I should: like to add a further case.of 
torsion of a hydrosalpinx to the. literature. was: ae 

An unmarried girl, aged 20, was admitted to hospital on August 6, 
1949, “with the following history. Early, the same morning—i:e., 
10 hours before-admission—when still in bed, she was seized with 
sudden severe pain in the right iliac fossa, soon radiating to the right 
loin. She vomited several.times. The pain had recurred in frequent 
spasms since. She gave’no-history of any’ similar attack previously. 
- Her periods were regular, the last one a fortnight before admission. 
There was no vaginal discharge. She complained of some scalding- 
on ‘micturition but had no frequency. _ 


. On examination she appeared pale, shocked, clammy, and in pain. , 


Her temperature on admission was 97.4° F- (36.3° C.), pulse rate 76, 
B.P. 112/78. Her tongue was coated. No abnormality was found in 
her..chest. There was some guarding in the right iliac fossa, and 
the right kidney was tender on palpation., On rectal examination, 
moving of the cervix caused much pain, and, the patient would not. 
tolerate palpation of the pouch of Douglas or bimanual examina- 
tion. The-patient presented clinical features strongly suggestive of 
renal colic, and treatment with morphine and atropine was begun. 
- The diagnosis. did not, however, explain thé, pelvic tenderness. 
Therefore a close watch was kept and further investigations carried 


. 


out. + 


The pulse rate, varied between 80-100 and the temperature rose- 
to 100.4° F. (38°' C.) in the next 48 hours: Morphine`and atropine 
in repeated doses failed to secure complete relief of pain.” Soon 
after admission the patient had retention of -urine and had to be 
catheterized 3-4 times a day. This was carried out with a thin, 
soft rubber catheter. The urine contained a trace of albumin, a 
very occasional leucocyte, but no red blood cells or casts were seen. 
Blood urea was 22 mg. per 100 ml. Blood sedimentation rate was 
24 mm. in one hour (Wintrobe). The white blood cells numbered 
14,000 per c.mm., 88% being polymorphonuclears. The patient was 
constipated ; an attempted enema failed, as she could not tolerate 
the rubber tube in her rectum. ., pe arr 

It was further. observed that in spite of repeated catheterizations a 
rounded. swelling commenced to rise out of the pelvis. Forty-eight 
hours after admission it nearly reached the level of the umbilicus. 
X-ray examination ‘of ‘the abdomen confirmed the presence of a 


- large globular.mass slightly to the left of the midline and arising- 


- from the pelvis. In view of the temperature, the white-blood count, 
the presence’ of the swelling, and the pulse rate, which now reached 
112, laparotomy was decided upon with.the provisional diagnosis of 
pelvic appendix abscess or ectopic pregnancy. °‘Before- going to the 
` theatre the patient was catheterized in the ward, and a few ounces of 
urine were drawn off: Under the anaesthetic, but before commenc- 
ing the operation, the patient was catheterized again, -this time with 
a stout catheter, and 23 oz. (644 ml.) of urine withdrawn. At the 
same time the abdominal swelling disappeared. ; i i 
The abdomen was opened through a gridiron incision. Blood- 
stained free. fluid -was seen. The appendix was normal, but a large, 
rounded, tense mass was felt in the pouch of Douglas. A low right 
paramedian -incision was then made and the mass identified as a 
purplish; swollen right tube-and ovary firmly impacted in the pelvis. 
A right salpingo-oophorectomy was performed. and the abdomen 
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- the material welfare of mankind.” ` Agreed : but he claims it. closed. ` The patient made an uneventful recovery. The specimen 
f n . consisted of a cystic tube, containing clear fluid, and an intensely 


swollen, plum-coloured ovary. The wall: of the hydrosalpinx was 
thickened in places, but there was no sign of any decidual reaction. 
The. pathological report confirmed simple-torsion of Fallopian tube 
‘and ovary. ` ý g 


I feel that this case is of particular interest not only because 


- of the rarity of the condition but also” because of the unusual 


and misleading symptoms. It appears that the mass was 


, impacted’ in the pelvis. firmly enough to-cause renal colic by 


compressing the right ureter against the pelvic brim and 
retention of urine by compressing the urethra against the 
symphysis pubis. Thin rubber catheters failed to drain the 
bladder completely because their lumen, too, was obliterated 
by the intrapelvic’ pressure. 

I wish to thank Mr. J. A. Baty, under whose care the patient was 
and who'performed the operation, for his permission to publish this 
case. : 


yt i 
` —lI am, etc., 


Shrewsbury, _ - OTTO FLEISCHNER. 


\" Resisting Pain 

Sir,—An experience one can have at the dentist’s may perhaps 
throw a sidelight on Dr. E. B. Strauss’s interesting article, 
“ Intractable Pain ” (August 20, p. 411). If a deep drilling, say, 
causes pain, it is possible to focus the attention on the pain 
in such a way that it is kept “outside oneself” as a pure 
sensation, on almost the same footing as a colour one might 
detachedly observe. -The distinction drawn by Dr. Strauss 
between pain as a sensation and pain as an emotional-experience 
comes out then very clearly. ‘The ‘point is to keep the pain 
from “invading the consciousness ” and so becoming suffused 
with emotion. „This is difficult. with intermittent pain, as the 


` pain is apt to leap on one before the necessary concentration 


of attention can be achieved. 

The experience suggests that the best way to deal with pain 
in some cases is not to try to forget it but to Keep it at a 
distance by making it the object of attention instead of a 
subjective experience. The effort required could hardly be kept 
up with long-continued pain, but it might be useful in some 
briefly painful ordeals—for instance, when wound dressings are 
changed. . 

I should add that owing to the skill and resources of modern 
dentistry occasions for applying the method in the dentist’s 
chair are now happily rare.—I am, ete., 


London, E.C.4, `. CHARLES Davy. 


on -  Weight-reducing Diet 

Sir,—In connexion with Dr. H. L. Marriott’s article.(July 2, 
p..18) the cure proposed would be more effective if out of 
the foodstuffs recommended a single one was chosen and taken 
for five days with the exclusion of everything else, Then 
another of the foods on the list should be prescribed, again 
exclusively for_five days: (The patients mostly are’ unable to 
stand this one-sided diet for more than five days.) 

This diet of von Noordens, called by him “zigzag” diet, 
is of great practical significance as a weight-reducing cure. It 
‚doubtless requires self-restraint, but over-eating and “ psycho- 
genic hyperalimentation” should be regarded as character 
defects and bad habits, to be strictly suppressed by any indi- 
vidual disposed to obesity. Retraining to control the appetite 
should be the aim. Under the “zigzag” diet consumption of 
food is’ strictly limited—say, stewed vegetables, or boiled lean 
meat, or fruit, or potatoes, or rice, etc., for five consecutive days. 
(The rice diet recommended by Kempner is suitable for weight 
It is salt-free and protein-free, 
and suitable in cases of uncompensated heart disease, chronic 
nephritis, or hypertonia associated with: obesity. The patient’s 
dislike can be overcome by the addition of fruit juice or stewed 


>fruits.) Macaroni, spaghetti, groats,.salt-free brawn, curds, 


yoghourt, steak, fish, eggs, etc., all can. be used in the “zigzag” 
diet, if every five days a change from one to the other is main- 
tained—-the essential factor being that these alternations tend 
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to mobilize the quiescent stores of fat in the body and the 
tissue fluids. Restriction of liquids is especially important to 
sectire dehydration> ‘The effect can be observed when a dry 
diet is prescribed. The “ eat as much as you like ü does not, 
apply to the liquids. l 
An advantage of this sort of diet is that the circulation is 
` stimulated as a result of increaSed tissue metabolism. The 
system is obliged’ to-make up.the lack of the substances missing 
- by’ its ọwn, stores, ‘mobilizing alternately fat, carbohydrates, or, 
- proteins. Providing and prep#ing the necessary dishes is simple. 
. and control is easier. This is important, because hearty eaters 
are as prone to cheat as drug addicts. It is a well-known fact 
«that patients’ on controlled diet in hospitals or nursing-homes 
_lose much more weight than those who try to keep‘on a diet . 
at hore. It is not necessary to measure calories, but it should 
„bė kept in mind that reducing diets_below 1,000 calories are 


' only possible if the- patient is kept in bed, and -at around - 


1,500 calories it is absolutely necessary to” avoid depletion of | 


vitamins by.supplying the daily amount in the form of suitable ` , 


preparations. . « 


= 
Jf a weekly loss of about four’ ‘pounds is achieved for a few ~ 


weeks the “zigzag” diet may be stopped and replaced by the ~ 
‘one recommended by Marriott: —I am, etc., 


- Budapest. so - EMERIC oa 


é 


Weight Changes — in Pregnancy- 


i “Sir, —Under ` “Notes and Comments” (August 6, p. 346) ` 
reference was made by Dr. F. R. Kinkead Allen to an article- 
written by: Dame Louise McIlroy and myself (J. Obstet. Gynaec. 
Brit. Emp., 1937, 44, 221). -This reference was that in 1,000-, 
- cases the average total gain in weight among primi- 
‘-parae was 11 Ib. 3 oz. (5 kg.) and for multiparae it was 
11 lb: 7 oz. (52 kg). It was not stated over what period of 
‘ pregnancy the observations for these weight gains were made. 
Reference was also made to Chesléy’s article on weight 
changes (Amer. J. Obstet. Gynec., 1944,-48, 565),-but the period - 
` of pregnancy, during which these observations were made was 
_ also omitted. 

Your readers might be interested to know that our records 
Were imade during the last 16 weeks of pregnancy, while 
Chesley’s covered the last six months. In our series of 1,000-. 
cases the average weight gain was 11 lb. 44 oz. (5.1 kg.); in 
Chesley’s series the figure-was 23.5 lb. (10.6 kg.). 

The results of another investigation carried out by one of 
us during the war on weight changes in pregnancy and infant 
birth weight are shown in tabular form. below. 


-e 


p “Avaat Weight Gains in Pregnancy and Birth Weights of Infants 
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For 296 Multiparas Casas 7 





- For 704 Primiparae 
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eriod: ja $ í 
"From 24th : 11 1b. 2 oz. ~ 11 -Ib. 7 oz. 11 1b. 44 oz. 
week of .- (5:05 kg.) (5:19 kg.) `- (5-12 kg.) 
pregnancy * ` ‘ 
For 547 Primiparae ` For 312 Multiparae a 
- War saoi: - = 
From 20th. 
` week of | 14 Ib. 6 oz. > 12 Ib. 15 oz. 13 lb. 14 oz. 
pregnancy tĵ (6:525 kg) - (5-868 kg.) (6-294 kg.) 
Average Weight of Babies in the Above Cases ex 8 
: 7 All Infants 
Female Male Female Male S so 
Pre-war period | 6 1b. 15 oz. | 7 lb. 4 oz. 5 oz. | 71b.60 7 Ib. 
es o. | (3-144 kg.) | G29 kg.) ‘Asis kg) (3-346 ke.) (3-318 KA 
7 1b. 44 oz. | 7 1b. 6 oz. | 7 Ib. 8 oz. |7 1b. 11} oz. | 7 Ib. 7% oz. 





‘War period 
(3-304-kg.) | (3-346 kg.) | (3-402 ke.) | (3-5 kg.) | (3-388 kg.) 






* These analyses were made from the case notes of patients attending the 


antenatal clinics of the Royal:Free Hospital, London, and Thorpe Coombe 
Maternity Hospital, Walthamstow, London. 
+ Thorpe Coombe cases only. ; l i 


—I am, etc., ` = E 


London, E.17. HELEN E. RODWAY. 
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Manipulation for Rheumatism 


< SmR,—The relation of " fibro-fatty nodules to “ rheumatic ” 


syndromes, discussed by Dr. W. S. C. Copeman in his 
Hunterian Oration (July 23, p. 191), and the suggestion by 
Tegner and others (July 23, p. 201).that some rheumatic cases 
are of psychological origin, may distract attention from the ` 
fact that many_rheumatic diseases respond favourably to mani- 
pulation and“ that most cases of low “backache and <allied, 
diseases do so either temporarily or -permanently, ang are there- 
- fore probably of articular origin. 

A series of 152 consecutive cases of low badate and allied 
diseases’ seen by me in the Pest -year has yielded the following 
results : 


Not manipulated, x Pe ge hh ag “ee -26 
Manipulated “~. ait -- 126 
Result unknown re 16 
Complete abolition of symptoms ne 7 39 
Good result with few residual symptoins 41 

. Abolition of symptoms with recurrence later 25 


~ 


Manipulation failed oannes a ae 5 \ 


- 


No” anaesthetic is required for this manipulation, which. 


appears to act on the sacro-iliac joint, and is carried out as 
` follows : 


(1) The patient lies on his back on the floor, with 
the hip and knee of the affected side each flexed to a right- 
‘amgle. (2) The operator lifts the knee-so that- the buttock | 


_ of the affected side is raised ‘from thé ground. and maintains 


‘this. position for a few seconds. The patient ‘should now \be 
free fromi pain. (3) The. patient rolls away from the operator, 
who continues to lift the knee, so that the patient is lying on 


~his sound side with the hip just, clear of the ground. (4) A light . 


‘blow is now delivered by the knee of the operator to the'region. 
of the greater trochanter of the affected side. In a bilateral case 


- both sides should be manipulated. 


The principle ‘of this manipulation is that, with. traction 
applied to the flexed and abducted hip, the innominaté bone 
shall be driven forwards. It has been instructive to observe 
that the “ fibrositic, ” neurological, psychological, and visceral 
symptoms present in many of these’ cases have abated or dis- 
appeared ‘once the low backache has ` been dealt with in the 


J 
manner described —_I am, -ete., . 3 } 


~ Lowestoft. ' N. B. EASTWOOD. . 


`- 


Sue Psychogenic Rheumatism z 

' SR,—The article on psychogenic rheumatism .by Drs. W. 
Tegner, D. O'Neil, and A. Kaldegg (July 23; p. 201) invites 
criticism. The diagnosiş is in the main. based on negative 
criteria—i.e., absence of -physical signs. It is, however, clear 
that negative criteria are not a reliable guide to diagnosis. - At 


“the Seventh International Congress on Rheumatic Diseases at - 


New York two Oslo physicians, Professor H. Seyffert and 
. Dr.- Monichen, expressed’ their conviction that the diagnosis 


=“ psychically conditioned pain is usually the indication of the 


- doctor’s inability to detect"the organic cause of the pain in 
question.” I wonder whether according to the followers of 
psychogenic pain the neuralgia of the fifth nerve, which has no 
_ pathology, would be considered as belonging to the same’ 
` category of syndromes. ; 

Another pertinent question is, What are the physical signs of 
ordinary or common “fibrositis ” (non-articular rheumatism) ? The 
diagnosis is, as a rule, based on tenderness to pressure, a subjective 
‘phenomenon which does not appear,to differ very much from the 
tenderness due to skin hyperaesthesia which was found by the 
authors as “a typical reaction to examination.”.. Or do the authors 


_ imply that every case of apes is psychogenic, ‘as maintained 


by Dr. J. Cyriax’ ? 

In my opinion and experience psychogenic pain does not exist. 
In, our world -there is only one reality—that which’ exists in our 
Hence the patient may rightly claim that the pain and 
sufferings he or she feels are very real indeed. I by no means deny 
the well-known fact that, pain may- be‘elicited or aggravated by . 
‘ psychological factors, but none the less it is. real and somatically 
‘conditioned. There are no separate tight compartments of mind ~ 
“and body, which influence and depend on each other. I think it~ 
is true to say that the mind: governs the soey and the body povaus 
the mind. ; 

ł \ 
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_ According to the general theory’ developed by the_ writer? *. pain 
is due to a relatively diminished blood ‘flow, probably by reason of 


pathological local vasomotor-autonomic imbalance in the -affected ` 


parts. I am, pretty certain that a doctor who happens to ‘suffer from 
rheumatism would be very chary. of diagnosing psychogenic pain 


“in himself, ‘ Doctors ‘have. been accustomed to-look- on a patient ; 
from the point of. view of diagnosis and therapy only... But I` ’ 


often feel it would be very useful and interesting to picture in ‘our 
minds what the disease looks like when seen ‘from the. patient’s 
viewpoint. Bah eta ce TAN “ae G: l 


psychogenic pain, imaginary disease, etc., in-whom thé diagnosis 


objective griteria ‘and ‘who’ could be relieved and helped by 
appropriate treatment.: Why follow the deceptive will-o’-the- 


. wisp of psychogenic rheumatism, imaginary disease, or the -con- 


ception of “ fibro-fatty tissue” in new’ rheumatic syndromes 
if the modern methods. allow us to- ascertain or exclude 


r 


, I have examined many a. patient diagnosed as suffering from. ` 


-of rheumatic- or idiopathic myalgia could-, 5e ascertained by ` 


rheumatic myalgia with certainty by objective criteria? The. 


apparently new. fashion of coining and describing more „and 
more syndromes has already led to confusion in rheumatism. 


It is time, I think, to return to a.unitary disease—i.e.,. rheumatic . 


myopathy—responsible for-non-articular and: articular rheumat- 


ism. It seems certain that im science progress depends largely“ . 


on simplification of terms and conceptions.—I am, etc., . 
London, N.W.11. i 


i REFERENCES ~ a a, 
' _ -1 British Medical Journal, 1948, 2, 251. 
2 2 Med. Pr.,.1949, 221, 171. i A . 
: 8 Acta med. orient., Tel-Aviv, 1949, 8, 33. - ` 
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Conceptions of Right and Wrong 
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`. SR, —Dr. Frederick Dillon (August 27, p. 485) seems to have 
been somewhat misled as to the degree of “guilty knowledge” 


(mens rea) inferred by- the word “wrong” as used~in the 
‘M‘Naghten rules,.and has come to the unhappy conclusion that 
as a result of, the reference made by Sir Hartley Shawcross to 
interpretations. This is not/so. ee 2 
The rule as to criminal liability.of persons afflicted with 
insatie delusions is based on the answers of the ‘judges given 


to, the House of Lords. extra-judicially' in consequence of . 
M‘Naghten’s ‘case in 1843.. One-of these answers (the first) , 


accounts for the question, put. by Sir Hartley in Haigh’s -case. 
“The party accused . t 
of the crime committed, if he knew at the time of committing 


' such crime that he was acting contrary to law” (ie., the Jaw 


of. the land}. ~- - a! EO ° g 

Let ùs ow pass to the? third answer ‘given by the judges, 
which clearly deals withthe point upon; which your ‘corre- 
spondent: appears to bea little confused. “ .°. . To establish a 
defence’ on. the ground of insanity it must be clearly proved 


_, that at the time of committing the act the ‘party accused was 
"labouring under such.a defect of reason, from disease of the.. 


mind, ‘as not to know.the nature and quality of the. act he was 


did know ‘it,: that he. did not know: he was doing what was 


Pa 


1.2: M. G. GooD. ~ 


- it in the recent’-Haigh trial it has, been given two distinct f 


... is punishable according to the nature. 


_ doing (this refers to the physical charactér alone), or, if he 


- 7 = = 


cient. degree of reason to know that he was doing an act that 
was wrong.” ` . 3 sr 3 pe is 

-I think this will afford, the authoritative explanation of the 
‘meaning of the word- “ wrong” which*Dr. Dillon requires. 

Sir Hartley Shawcross at the Haigh. trial referred to the word 
“wrong” in its. strict sense as being ‘contrary to the law of 
the land. It is, however, sufficient that the accused is capable 
of distinguishing between right and wrong, irrespective of 
whether he appreciates that the “wrong” amounts to a 
criminal offence, for ignorantia legis excusat neminem. 

'The point is, did the accused at the time he committed the 
‘act know that he was doing something which was wrong? The 
fact that it should also amount to a crime is the reason why 
he is before the court and the, M‘Naghten rules are applied 
at all. If it was merely an act which was morally wrong but 


not contrary to the law of the land, then these rules could have 
“no application, for the question of.criminal proceedings would 


not arise.—I am, etc., 


Lincoln. J. E. WILSON. 


Paddington Green Children’s Hospital 
Sin,.—The Paddington Green Children’s Hospital is to be 


closed down. ‘I think that this news should be widely spread, 
and I ask you to allow -me to give my -personal view of this, 


_which I consider'to be,a tragedy. ~* 


-- The following géneral facts should be advertised, if only that 
they can be corrected if wrongly stated. After the war the 
idea was spread around that the small hospitals would not 
survive’ unless they got under the wing, of larger institutions. 
Reluctantly, Paddington. Green allowed itself to be taken over 
by St. Mary’s, with which teaching hospital it had always been 
on the friendliest terms. Since it was taken over there has 


“been a happy experience of co-operation between the parent 


-and the adopted child. Subsequently St. Mary’s took over 
other hospitals, including the Princess Louise Hospital for 
Children. se 

Suddenly the St. Mary’s Hospital Board announced its inten- 
tion of destroying Paddington Green and of using its walls as 
the basis for a new wing for the care of adult skin and. throat 
cases. In the printed statement (marked “confidential” for 
some reason not given) it is made clear that regional needs are 


-not under consideration, but only the needs of St. Mary’s as an 


undergraduate teaching ‘hospital. Apparently someone at St. 
Mary’s has blundered, and more children’s beds have been 
taken over than are specified as minimum requirements .in the 
-Goodenough Report. The board’s way. out is to destroy one 
of the two children’s hospitals adopted and so make the num- 
bers of skin and throat beds add up nicely. No mention is 
made of out-patient and casualty needs. o 

‘This state of affairs must surely interest the profession and 
also the general public. The teaching of medical students 
‘is apparently a matter of compliance with the Goodenough 
recommendations, and it is not a matter of letting. students 
feel that the direct needs of the public are also important. 
` Jt is not for. us to praise our own hospital, but. who will 


wrong, The-mode of putting the latter part of the question _ defend it if we do not do so ? I personally think that mothers 


to the jury..on these occasions has generally, been whether 
the accused.at the time of doing the act knew the difference 
between right-dnd wrong, which mode, though rarely if ever 
leading to ‘a mistake with. the jury, is not as- we conceive so 
accurate’ when just put generally and in the abstract as when 
put as to the party’s knowledge of right and wrong in respect 


were to be put as to the- knowledge of the accused solely and 
exclusively with refefencé to the law of the land it might tend 
to confound the jury by-inducing them to believe that an 


- actual knowledgé of the law ‘of the land -was essential in “order 


to lead to a conviction, whereas the law is administered upon 
the principle that everyone, must be taken conclusively to know 
it without proof that he does know it. . If the-accused was 


conscious that the act was one which he ought not to do, and’ institution cannot 
` if that act was-at the same time contrary to the law,he is, been 80 


-punishable ; and the usual course, therefore, has been to leave 
the question to the jury -whether the party accused had a suffi- 
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of the ‘very act. with which- he is charged. If the question - 


and -children get excellent service at Paddington Green, and 
39,000 mothers bring their children to the hospital every year. 
No alternative provision whatever is to be made for these 
mothers: Certainly these 78,000 persons (mothers and children) 
cannot ‘be wanted:in the terribly overcrowded out-patient 


department at St. Mary’s. » 


„As my. specialty is towards the psychological side, I can 
‘perhaps say that the physical paediatrics practised by my col- 
leagues is as good as any. Moreover, the parents and children 
are treated as human beings. Any children’s hospital is a 
very specialized affair. The matron, the nurses, the dispenser, 
the almoner, the telephone girl are all there because mothers 
and children interest them. The special departments are 
adapted. to the handling of parents and children. Such an 
be created suddenly. , Paddington Green has 
years in the making. Many of the parents came to the 
“when they were children themselves. Locally, a 
has a value even when it is not used, as a 


< 


hospital , 
chiidren’s hospital 
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piace that is known and that can be ceed in case of doubt or 
_ emergency. 
It seems to me that it is a dees and a very irresponsible 
‘ thing that a teaching hospital board should: come to a decision 
like this without reference to local out-patient needs. I feel 
that if the scheme is carried through the reputation of St. Mary’ s 
will suffer for a long time, both locally and generally in the 
, profession; 

I am near enough to, the end- of my service to Paddington 
Green to be: able to publish my personal view~ without its 
being thought that I am ‘just annoyed about my personal loss. 
As a matter of fact I do feel annoyed and insulted—in fact, 
we have all been stunned. This was one of those things that 

. could not happen, the destruction of a good thing and for a 
` paltry reason. 

There seems to be no way of getting this- mai brought.into 

_ the open except in yonr invaluable correspondenice columns.— 
I am, etc., 
London, W.1. ! 


f 


D. W. WINNICOTT. 


i 


È ~ Princess Tsahai. Memorial -Hospital 


Sir,—May I ask for the hospitality of your columns to 
. inform your readers that the building of the Princess Tsahai 
‘Memorial Hospital in Addis Ababa is now complete : 85% of 
the necessary £100,000 has been -raised, and two-thirds of the 
interior equipment has been shipped. ~“ The- appeal committee 


wishes to order the remaining equipment, and I appeal strongly - 


to the generous British public to-assist in raising the £15,000 
-still necessary to bring this worthy project to fulfilment; High 
hopes have been raised of services to be rendered by ‘the hos- 
_ pital, more especially because it will be feasible to attach to 
. it a nursing and midwives’ training school (for which funds 
are in.sight)-and eventually a medical school. ` 


The late Princess. Tsahai was a noble-spirited -girl. who died < 
at 23 after giving five years’ devoted service in British hospitals- 


. during the late- world war. One of her matrons wrote that. 
she possessed “patience, loyalty, gentleness ” ; another described 
her as “ gentle and dignified. ” . Her: father, the Emperor -Haile 
Selassie, earned, respect and admiration for. his ‘courage and 
bearing from all: who met him in his days of adversity. His 
interest.is deeply engaged in seeing the hospital at work. 

Cheques and postal orders. willbe very gratefully received 

. by the honorary treasurers of the appeal committee, Lord 
-Horder and Lord Amulree. They should be drawn in. ‘favour 

“ of the Princess Tsahai’ Memorial Hospital’ and sent to the 

„ honorary treasurers, care of Messrs. Gould and Prideaux, the 


honorary accountants, at 88, peunonsnates ponnen, EC2— 
. children there. 


_ I am, ete, 2. 
> House of Lords. í 


POINTS FROM LETTERS. - 

: Marking’ Gas Cylinders : - 4 ae F 
Mr. K. C. Warp. (Loughborough) writes: It is strange that no one 
has yet found a simple expedient for the~distinguishing of gas 
- cylinders that could be adopted universally. Surely it would not 
be too big a drain on the financial resources of the National Health 
scheme for the- Minister to provide every hospital with a supply: of 
paint transfers.. One of the pharmaceutical staff. could then be 
responsible for marking each cylinder by means of the transfers with 
the name of the contents, and this would ensure that even though 


Wikies 


the paint round the neck of the cylinder was chipped, destroying any. 


easily visible marking, some alternative means of ready identification 
would be there. It really is distressing -to read of these by no means 
uncommon fatalities‘ due to confusion of, gas cylinders. 


Anterior Poliomyelitis and Herpes Zoster a 

Dr. CoLIn GRAHAME (Boreham Street, Sussex) writes: Some 
features of similarity in these two diseases should be ‘worthy of 
consideration at the present time. Although it is said the viruses 


of the two affections are distinct, it would be interesting to learn if. 


herpes zoster has become more common during the last 30 years. 
I am-of the opinion that some points of similarity are sufficiently 
significant to suggest that herpes zoster should be a notifiable disease, 
at least temporarily until statistical records could be compared. . 
The vanguard of success in mastering anterior poliomyelitis is ‘still 
observation, and its association in relation to other diseases is very 
i important. It is also time that the designation of infantile paralysis 
‘was discarded for that of “ infectious paralysis.” 


+ 


—_ 


` the first world war, in-whick - 
- . he 


-o Obituary ` ` 
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H. H. MOLL, MD., FRCP. 


Dr. -Henry Moll, senior physician to the -United Leeds 
Hospital, died suddenly at Leeds on September 8 at_the 





. early age of 53. He was born in Milan in 1896. His father, 


who lives in Milan, was born in Lyons, and his mother, 
: who died young, belonged to a Scottish family which for 


several generations has divided its life peices SO DONEA l 
and Leghorn. , i 
` Henry Henderson Moll received his early diad in tHe 


Lyceum at Milan, and he began his-medical course in the 
University of Pavia. His” 
studies were interrupted by. 
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served as a . medical - 
student, with the rank of- 
sergeant. He concluded his 
medical studies in Rome and 
obtained the M.D.. of this 
university with the highest 
honours. He came to 
England in 1920 and immedi- 
ately . applied himself to 
intensive -study at St. 
Bartholomew’s Hospital and 
at the West London_Hospital. 
Dr. Moll came to Leeds in 
1922 as a resident officer at ` l 
the General Infirmary, Leeds. ——\ 
He took the Leeds M.B., ChB. in 1925. “His breadth 
of experience.and great industry were soon recognized, and 
he-was appointed an assistant physician to the hospital. 
the time of his tragically early death he had reached the 
highest position on the medical staff of the General 
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‘Infirmary. Throughout the war he worked at the Pinder- 


‘ 
ca 


- bronchial asthma. 


_remembéred what Dr. 
. found it possible to apply this knowledge in practice. 


fields Emergency Hospital at Wakefield. He remained on 


the staff of this hospital, and.at the time of his death he was 


absorbed in the creation of a TORPAN school for asthmatic 


Dr. Moll preserved throughout bi professional life a 
great interest in asthma and diseases of: the chest. He wrote 


an important study on brorichiectasis, which has been often’ 


quoted: He was in charge of an asthma clinic: and research 


unit for many years at the General Infirmary, Leeds, and - 


‘he was an advisory’ member of the Asthma Research 
Council. His great interest in allergy found expression in 
the support he. gave. to the newly founded British Associa- 
tion. of Allergists ; shortly before his death he attended a 
general meeting of this association at Cardiff and made a 
valuable contribution to a discussion on the treatment of 
On this occasion he was invited to allow 
his name to go forward for election as, a member. of the 
council of the association. Dr. Moll will‘be remembered by 
generations of students of the Leeds School as a fine teacher, 
careful in preparation, precise and sometimes: a. little 
dogmatic in the présentation -of his’ theme. Students 
Moll had told them and always 


himself- was a fine embodiment in our own times of the 
_ practice of past centuries when there was an interchange 
‘ between English’ universities and the classical ‘universities 
of Italy, the oldest in Europe. - 


A reserved person who became for dices who knew him . 


a most ‘warm and genial spirit, Dr. Moll’s courtesy and 
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gentleness-were graces which his friends will never forget. 
His interests outside medicine were in-music and painting, 
and nothing gave him more‘delight than the work of Cesca, 
his wife, an artist of distinction. He was devoted to his. 
To his wife and four children, the eldest of 
whom is. 12, the sympathy of all who knew him will be 
extended.—G.W.B. 7 


JOHN GERRIE, F.R.CS.Ed. 


Mr. John Gerrie died suddenly on July 4, in Harrogate, 
while attending the Annual Meeting of the British. Medical 
Association. The announcement of his unexpected death at 
the early age of 41 seemed almost incredible, for with -his 
‘burly and robust figure he seemed the embodiment of health 
and fitness. An Aberdonian by birth, he was educated at 
Robert Gordon’s College and graduated M.B., Ch.B. with 
honours at the University of Aberdeen in 1930. His under- 
graduate career was a distinguished- one, “and he ‘was 
awarded many medals and prizes, particularly in the field 
of surgery. .. Immediately after graduation he was for 
a time assistant in the department of anatomy under 
Professor Alexander-Low, thus laying a secure foundation 
for the specialty to which he was later to devote himself, 
and acquiring a training in morphology and embryology 
which was reflected'in his later published work. There 
followed a series of resident hospital appointments at Queen 
Mary’s Hospital, Stratford, at the Central London Throat 
Hospital, and at the Manchester Ear Hospital. Although 
his bent was already towards otolaryngology, he wisely 
decided to spend some time in general practice, and for some 
three or four years he practised in partnership in Greenwich. 
In 1934 Gerrie obtained the F.R.C.S.Ed., and shortly after- 
wards he was appointed assistant surgeon in the ear, nose, 
and throat department of Aberdeen Royal Infirmary. In 
addition. he held appointments at the Royal Aberdeen 
. Hospital for Sick Children and at the municipal hospitals. 
He rapidly built up an extensive practice, and some three 
years ago he became full surgeon in charge of his depart- 
ment and was appointed lecturer in diseases of the ear, nose; 
‘and throat in the university. During the war years -his 


work was extremely onerous-and taxed his strength severely, ” 


and not until the end of the war was he able to resume his 
research work. = ig i z 

By hiš medical colleagues, by his students, and by his 
patients John Gerrie will be remembered not merely for his 
skill in his specialty but perhaps still more for his sterling 


qualities as a man—for his friendliness, his sense of humour, : 


and above all\for his kindness. From. his experience in 

general practice he had learned much, and in his work he 

_ spared himself neither. time nor trouble to ensure the com- 

_fort, both mental and physical, of his patients, and especially 
_of young children. This quality was very clearly seen in 

one of the earliest. papers which he published on basal 

narcosis for tonsillectomy in children. - To this problem 

he gave much time and thought in an endeavour, happily 

successful, to make thë operation of tonsillectomy in 

children less of an ordeal to the small patient. Perhaps 

his most important paper was that on the phylogeny of the 

mammalian tympanic cavity and auditory ossicles, pub- 

lished in 1948,.in which the influence of his earlier. 
_ Anatomical training comes out clearly, and which forms a 

valuable contribution to our understanding of the tympanic 

cavity and its development. In his scanty leisure his main 

interests and hobbies were in art and music, in the former 

of which he had considerable talent, as shown by the fact 

that the illustrations in the paper referred to above were 

from his own drawings. Se 


His students, with whom he was on the friendliest terms, 


-have placed on record a few sentences from one of his own 


lectures which exemplify his attitude to his life and to his 
work: “ To win a child’s confidence is half the battle. ‘One 
must come down to its level—no difficult thing for me.” 
Therein lay his success, for to the end of his tragically short 


. life he retained a certain quality of boyishness which was 


one of his: most engaging qualities and to which children 
instinctively: responded. He could become one of them 
without side, self-consciousness, or condescension. In his 
relations with his hospital colleagues Gerrie was equally 
happy. In many ways he was typical of the land in which 
he was bred and of the university in which he was trained, 
for with few initial advantages he had made his way in his 
profession by dint of his conscientiousness, his -natural 
ability, and his capacity for sustained work. 

His life was summed 'up in his home and in his work, in 
both of which he was supremely happy. Only two years 
ago one remembered the joy and happiness of his wife and 
himself in the birth of their twin children—a son and a 
daughter. To his widow and his young family the sincere 
sympathy of his many friends and colleagues is extended 
in full measure.—A.G.A. 


~- 


— 


Dr. ANNIE DororHika SyMons died suddenly on August 18 
at her home in Bournemouth at the age of 59. She intended 


to be a medical missjonary,.and her fees at the Royal Free 


Hospital, where she qualified in 1924, were paid by a missionary 


-society. However, after qualifying she was never fit enough 


to pass the necessary medical examination. She went to Bridg- 
‘water General Hospital as a house-surgeon, and later she took 
over a practice which became vacant in Bournemouth. Work- 
ing from-a small, noisy house on the main road in’ Boscombe, 
she built up a very large practice. Dr. Symons had great 
personal charm, keen intuition, and clinical insight, and she. 
won the affection and confidence of all. Her acts of kindness 
to her patients extended far beyond her medical obligations. 
In March, 1948, Dr. Symons had a serious operation and knew 
that there was no hope of. recovery. She was never able to 
return to full work, but did all that her strength would allow 
right up to the-end. Her calm acceptance of the position and 
her courage, humour, confidence, and happiness in the last 
days of ‘acute physical distress were an inspiration to her 
colleagues and friends. : 





Universities and Colleges 





UNIVERSITY OF BIRMINGHAM o 


The opening ceremony of the new session of the Faculty of Medicine 
will take place in the Nurses’ Recreation Hall, Nuffield House, Queen 
Elizabeth Hospital, on Tuesday, October 4, at 3 p.m., when the 
Lord Archbishop of Canterbury, P.C., D.D., D.L., will distribute- 
the prizes awarded for the session 1948-9 and deliver an address. 
to students. Past and present members of the Medical School are 


invited to attend, and tickets may be obtained from the Sub-Dean, 


the Medical School, Birmingham, 15, 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


At a meeting of the Royal Faculty of Physicians and Surgeons of 
Glasgow held on September 5, with Dr. W. R. Snodgrass, president, 
in the- chair, the following candidates were admitted Fellows of 
Faculty gua Physician: J. B. Barr, A: J. MacK. Campbell, R. Fife, 
W. M. Fyfe, S. C. Ghosh, J. T: Hutchison, A. C. Kennedy, A. W. 
Lees, R.-F. Maggs, A. G. Melrose, G. A. V. Ribeiro, Irene P.. 
Rowlands, R. S. Singh, T. J. Thomson, G. F. Walker. The following 
were admitted Fellows of Faculty qua Surgeon: A. El H. Bayoumi,. 
A. K. Brown, H. McC. Carson, G. A. Clark, H. B. Crum, F. G. 
Day, J. S. F. Hutchison, J. Lockie, I. R. McCaul, J. R. Macintyre,. 
A. Mellick, P. S. Olivier, F. Riggall, P. L. Rishi, D. J. Toomey, 
W. F. Toomey, H. B. Watson. 
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INFECTIOUS DISEASES AND VITAL STATISTICS’ 


We print below a’summary of Infectious Diseases and Vital Statistics 


in the British Isles during the week ended September 3. [No.’ 35 


» are 


Figures of Principal Notifiable Diseases for the-week and those for the corre- 
London week a yoan os Nar 5 eco as nt (London included). (b) 
r adminis ve county). (c) Scotland. (d) Eire. Northern Ireland. 

Figures of STKE ang Deaths, AA DA E 
or: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Rire: (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease'not notifiable or no 
return available. i ‘ 7 
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Deaths (excluding still- 
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Puerperal fever.. 
Deaths a 


1948 (CorrespondingWeck) 






Disease - | 


Cerebrospinal fever 
~ Deaths a) 





Diphtheria a de 
Deaths - ce 





Dysentery 


Encephalitis | lethargica, 
acute di A 
Deaths - 


Erysipelas i 
Deaths , ne 


- `~ 


See 
Infective enteritis” “or 





es | sy | i | ey 





af 28 
20) 2,962] 120 
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Re ee eR ee) 
Ophthalmia neonatoram 
Deaths ee ee 





Paratyphoid fever 
Deaths ay 
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ert ny 
Pneumonia, influenzal . . 
Deaths (from infiu- 
enza)t ... 





Oe a ep ey 
Pneumonia, primary .. 
Deaths es eg ‘ 


ee ee ee ee 
\Polio-encephalitis, acute 
Deaths ss y 
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a 
Poliomyelitis, acute p tae 
Deaths§ ` 


. 
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a nes Oy 
Puerperal BA ia 
Deaths A 


~ Relapsing fever 
Deaths Pag 


‘Scarlet fever : 
~ Deathst A 
ENTA ee oe 
Smallpox 

Deaths 


-71| 127| 69} 51 37 


-a | a 


Typhoid fever .. 
~ Deaths | 3 
Typhus fever 
Deaths è 
238; 86 


Whooping-cough* P 
Deaths gh fee 







Deaths 0-1 aar) B 







: ie 3,749| 592|- 522| 138| 83 
_ Annual death rate (per ss 
- 1,000 persons living) 
eee g 


Live births ya . 
Annual tate per 1,000 





7,592|1312| 935| 382| 239° 


Persons living 18-9] 23-9 
Stillbirths hie vn ela 210} 22|- 37|" 
ees we total : 
S cludin 
stillborn) ,. a _ 38 


* Measles and whooping-cough are not notifiable in Scotland, and the returns j 


are therefore an approximation only. ; p 

t Deaths from- and scarlet fever for England and Wales, London 
(administrative county), will no longer be published, : i 

ł Includes primary form for England and Wales, London (administrative 


, county), and Northern Ireland. 
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The number of deaths from poliomyelitis and polio-encephalitis for England ` 


and Wales, London (administra 
„I| Includes puerperal fever for 


- 


ve county), are combined 
England and Wales and Eire, 
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and of Deaths recorded under each infectious disease, > 


‘addition fumigation was carried out in.Newport, when 805 rats 


- was a mild one in every case. 
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l EPIDEMIOLOGICAL NOTES 


Typhus Fever in a Ship 


The s.s. Monte Montjuich arrived in the Port of Londòn from 
Melilla (North Africa) on August 17. On August 22 two mem- 
bers of the crew were admitted to hospital with , suspected 
enteric fever, and a third on August 25. The vessel then sailed 
for Newport (Monmouth) and arrived’on August 28. A fourth 
member -of the crew was sent to hospital on arrival with a 
similar diagnosis. Two further similar cases occurred on 
‘September 6, while another mémber was under treatment in 
hospital for middle-ear disease. i i ; 

All the usual sanitary measures were taken_on, board, and in 


a 


were destroyed. The ship sailed for Rosario, Argentina, on 
September, 7. : 

Laboratory tests on these cases proved negative until Sep- 
tember 2, when Widal.tests on the first two patients suggested 
a paratyphoid B infection. On September 7, however, a repeti- 


tion of the Weil-Felix tests on serum from the seven patients. -. 


weré found to be positive for typhus infections, but further 


-inyestigation on board was not possible, as the ship had sailed `’ 


that morning. - All the patients are recovering; and the attack 


infestation. oe i 
It is not yet apparent whether the infection was of murine or 
louse-borne ọrigin, and further ‘work is in progress on this 


' There: was no evidence -of lice — 


point. All seven patients were removed to isolation, and the, 


disease has remained confined to members of the crew of the 
ship. Spread in the’ British Isles is not expected. 


~ .Food-poisoning in North Staffordshire ` - 
An outbreak of food-poisoning occurred in a semi-urban 


. area in North Staffordshire on August: 31 and September 1. 


All the 40 cases notified were adults, and all reported that.they 


had ‘eaten brawn prepared and retailed by a local butcher. - 


Cases were strictly confined to houses where brawn had been 
consumed ; persons who had éaten the brawn were the only ones 
to be affected ; no further cases occurred after the brawn had 
-been withdrawn from sale. From the amount of brawn sold 
it'was estimated that the number of 
The time between ingestion and onset of illness in all cases 
was from two and a half to three hours. The main symptoms 
were nausea, vomiting, and abdominal pain followed by diar- 
In a few cases the pain was reported to be severe. 
Several patients were said to have “collapsed,” and of these 
two old people became ‘dangerously ill. Cyanosis of the lips 
was reported among the more severely affected cases. ‘Recovery 
seems to have been practically complete within 48 hours. ‘There 
were no deaths. ` ` Ai 
Samples of the brawn were obtained from the butcher’s shop 


‘and from two households; all proved to be heavily contami- 


nated by coagulase-positive Staphylococcus aureus. The faeces 
of three severely affected patients showed no pathogenic 
organisms. A swab taken from a small boil, from which pus 
could-be expressed, on the butcher’s right hand yielded a pure 
culture of coagulase-positive Staphylococcus aureus. Cultures 
of staphylococci obtained from the brawn and from the pustule 
on the butcher’s hand were sent to a reference laboratory for 
bacteriophage investigation, and they were characterized as 
“* untypable.” e- ; 

There seems to be little doubt that the cause of the outbreak 
was staphylococcal enterotoxin, and in the light of various fac- 
tors it seems clear that contamination occurred after the proceśs 
of cooking. Although it cannot -be definitely stated that the 
„contamination of the brawn was caused by organisms from the 
„pustule on the butcher’s hand, the possibility remains ‘and pro- 
vides another instance of what appears to be a-fairly common 
cause.of such outbreaks. = 
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a , Poliomyelitis , 
Notifications in England and Wales in the week ended 


September 10 were: poliomyelitis 284 (289), polio-encephalitis _ 
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22 (19). ` 
parentheses, 
Multiple cases- (poliomyelitis and olgen together)... 
were reported from the following counties: London 31 (43), 
Berkshire 4 (5), Chester 6 (3), Cornwall’ 3 (5), ‘Derby 2 (2), 
Devon “5 (7), Dorset 5 (2), Durham 7 (8), Essex 16 (21), 
Gloucester 10 (13), Hereford:2 (10), Hertford 5 (3), Kent .9, 
(10), Lancaster 38 (28), Leicester 7 (11), ‘Lincs, Kesteven 2 (2), 
Middlesex 19 (18), Northumberland 8 (10), Nottingham 16 (6), 
. Oxford 4°(1), Soke of Peterborough 5.(0), Somerset 5 (9), 
. southampton 15 (10), Stafford 4- (3), Surrey, 9 (7), Sussex E. 
4 (2), Warwick 10 (8), I. of Wight 2 (0), Wiltshire 8 (4), Yorks 


_ ‘East Riding 3 (1), Yorks West Riding 25: GD, Glamorgan 7 


(5), Monmouth 2 (1). 
Notifications: in England and Wales in the zoe pondni 


week of 1947 (week ended September- 6) were : poliomyelitis . 


`~ 662, polio- encephalitis 46. These.were the highest weekly ii 
recorded in that year. 


- 


Discussion of Table 


In England and Wales the only large variations in the returns 
of infectious diseases were an increase of 31 in the notifications 


of acute poliomyelitis and decreases in the incidence of measles - 


610 and whooping-cough 56. 
- A-fall in the incidence of measles was general throughout the 
country ; the largest decrease was 62 in Durham. The only 
fluctuations of note in the local incidence of whooping-cough 
were decreases in Warwickshire 50 and Durham. 28, with an 
increase of 24 in Lancashire. 

The incidence of scarlet fever remained ‘constant in most 
,. areas, the only large variation in trend being an increase of 24 
in Lancashire. -Notifications of diphtheria were only one more’ 
than the-record low level of the preceding week. 

Fresh outbreaks. of dysentery were notified in- Yorkshire, 
- Leeds CB. 31, and Northumberland, Gosforth U.D. 21. Only 
_ one further, case of dysentery was recorded in Staffordshire, 
Wolverhampton C.B., where 29 cases were notified in the pre- 
ceding week. Of the 30 cases of paratyphoid fever 17~ were 
notified in Lancashire. (Liverpool C.B. 8). The” largest - out- 
breaks of food-poisoning were : Staffordshire (Newcastle-under- 
Lyme R.D. 38: (see above) ). Lancashire (Blackpool C.B. 25, 
Liverpool C.B. 13, Farnworth M.B. 10), Surrey (Croydon C.B. 
18), Kent (Margate M.B. 16), and Northumberland (Wallsend 
M.B. 14). . 

In Scotland a decrease of 36 in the notifications of measles 
_ and an increase of 26 for acute primary’ pneumonia were the 
_ only appreciable fluctuations in the totals -for the week, -In 
Glasgow 52 cases of dysentery were.notified, an increase of 6. 
The inérease in-the incidence of pneumonia was mainly con- 
tributed by Glasgow. Only two areas returned notifications of 
acute poliomyelitis, Edinburgh 3 and Glasgow 8. 

in Eire notifications of diarrhoea and enteritis ‘rose Rom: 74 
to 159; the largest returns were Dublin C.B. 119 and Cork 
C.B. 18. Notifications of scarlet fever were :29 more than ‘in 
the preceding week due to a general rise in incidence. 

In Northern Ireland the chief feature of the returns was a 
decrease of 21 in the notifications of measles. Of the 7 cases of 
eee 5 were notified in Co. Antrim. 


“~ 


_ Week- Ending September 10 


Notifications of infectious’ diseases in England and Wales 
during the. week included : scarlet fever 729, whooping-cough 
1,228, diphtheria 66, measles 875, acute pneumonia 205,. cerebro- 


~ spinal-fever 38, acute poliomyelitis 284, acute polio-encephalitis - 
` 22, dysentery 59, aaa lee fever 20, epee fever 3, food- 


Poisoning 212. 


‘The Ministry of Health E asked hospitals to minimize the 


consumption. of electricity during the peak hours in the coming . 


winter, with the object of spreading the load. ‘The consumption 


of electricity should be-restricted from 8 a.m. to 9.30 a.m. on. 


Mondays to Fridays from October 1, 1949, to March 31, 1950, 
November 1, 1949,.to January 15, 1950. 


and from`4 p.m. to 5.30 p.m. on Mondays, to Fridays from : 


- 
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New Merabers of M.R.C, Ka 

„By. an Order of’ the Committee of Privy Council for Medical 
Research, made after consultation with the Medical Research 
Council and with the president of the Royal Society, the follow- 
ing have been appointed to be members of the Medical Research 
Council from October 1, 1949: Dr. N. Hamilton Fairley, F.R.S., 
Sir Percival Hartley, F.R.S., and Professor. J. McMichael, 
F.RCP. - 





Register of Hydrotherapy Assistants 

`“The‘Chartered Society of Physiotherapy ‘has. decided that in 
order to ensure a satisfactory standard of treatment in hydro- 
therapy establishments and in order to bring this class of 
worker under the aegis of the chartered society as the respon- 
sible professional body, ‘it will make itself responsible for 
the ' training and registration of persons carrying out, or assist- 
ing in carrying out, ` certain hydrotherapeutic treatments ‘at 
hydrotherapy ’ establishments throughout the country. The 
council of the chartered society has therefore agreed to 
inaugurate a scheme of training leading to examination and 
registration on a “Supplementary Register of Hydrotherapy 
Assistants ” to be maintained by the chartered society. 
Christmas Cards 

The Grenfell Association - has again prepared a series of 
Christmas cards depicting” typical scenes in Labrador and in 


‘Northern Newfoundland’ where its medical work continues. 


Profits from the sale of these cards will help to maintain 
hospital and nursing stations, and will also be applied to the 
campaign against tuberculosis, which is one of the most serious 


problems in this part of the world. Some of the cards are in 


black and-white, and others are in colour. An illustrated 
leaflet showing the kinds of cards available and their prices can 
be obtained (price 1d.) from the secretary, the Grenfell Associa- 
tion, 66, Victoria Street, London, S.W.1. - 


Buckston Browne Prize Essay . 


' The council of the Harveian Society of London has selected 


“The Management of the ‘ Hopeless ° Case” as the subject for 
the Buckston Browne prize essay. ‘The prize,`consisting of a 
medal, together -with the sum of £100, will be awarded for the 
best essay on the subject; is open to any member of the 
medical profession registered in the British, Isles or Dominions ; 

and is limited to candidates under 45 years of age. Essays 
must be sent in by October 1, 1950. Further particulars may be 
obtained from Sir Cecil Wakeley, P.R.C.S., 739 Portland Place, 
London, W.1. 


t 


Dr. Donald George Hall, of Hove, left £41,711, including 


` £500 to the Medical Benevolent Fund. Dr. Alfred Heathcote 


Copeman, also of. Hove, left £39,212; Dr. James ‘Robertson 
Wills, of Peterborough, left £12,342; Dr. David Riddell, 
of Windermere, formerly High Sheriff of ‘Westmorland, £37,829 ; 

Dr. Samuel Morris Green, of Prescot, Lancs, he 442. 


COMING EVENTS 


Royal Free Hospital School of Medicine 

The inaugural address for the 1949-50. session of the Royal 
Free Hospital School of Medicine will. be delivered by 
Laver, Hon.R.E., at B.M.A. House, Tavistock 
Square, London, W.C., on Friday, September 30, at 3 p.m. 
His subject is “ Clothes and EE eee 


Conference on Foot Inspechon 

A conference on “Foot inspection in Childhood and 
Adolescence” has been arranged by the Foot Health Educa- 
tional Bureau, to be held at Caxton Hall, Westminster, London, 
S.W., on Friday, September 30, from 2.15 to 5 pm. The 


` ‘speakers will be Dr. W. G. Booth and Mr. T. T. Stamm. 


716 SEPT. 24, 1949 


MEDICAL NEWS 


BRITISH 
MEDICAL JOURNAL 





Conference on Juvenile Delinquency 

A Conference on the Scientific Study of Juvenile Delinquency 
will be held at the Royal Institution, 21, Albemarle Street, W., 
on Saturday, October 1. The conference was convened by the 


- British Psychological Society, the Howard League for Penal 


Reform, the Institute for the Scientific Treatment of Delin- 
quency, the Institute of Sociology, the National Association for 
Mental Health, and the Royal Medico-Psychological Associa- 
tion. The Earl of Feversham will open the meeting, which will 
be divided into morning and afternoon sessions. In the morn- 
ing a discussion will be held on the limits of present knowledge, 
under the chairmanship of Mr. J. C. Maude, Recorder of 
Plymouth. The speakers will include Dr. J..D. W. Pearce and 
Dr. Hermann -Mannheim. -In the afternoon Miss Margery Fry 


will take the chair in a discussion on future research. Dr. John | 


Bowlby and Dr. Dennis Carroll will be among the speakers. 


Exhibition of Medical Photography 

The Exhibition of Medical Photography organized by the 
Medical Group of the Royal Photographic Society of Great 
Britain is to be shown in the Museum, Manchester Royal 
infirmary, from Monday, October 3, to Saturday, October 8. 


The exhibition will be open from 9 a.m. to 6 p.m. daily, and 
on Saturday until 1 p.m. 


- Postgraduate Lectures in Ophthalmology 


` 


“A series of postgraduate lectures in ophthalmology will be ` 


given in the Department of Ophthalmology of the University 
of Glasgow on Wednesdays, October 5, 12, 19, and 26,-at 8 p.m. 
A discussion will follow each paper. The meetings are open 
to all medical practitioners and senior students -interested in 
the subject. Details will be published in the Journal under 
“ Societies and Lectures” week by week. 


Welsh National School: of Medicine ‘ r 


Dr. W. N. Pickles is delivering the annual inaugural address 
to the Welsh National School of Medicine on October 6. His 
subject is “ Epidemiology in Country Practice.” 


Charing Cross Hospital Medical School 

The inaugural address will be given by the Rt. Hor Sir 
Norman Birkett, M.A., LL.B., in the council room of the 
hospital on Thursday, October 6, at 4 p.m. The prizes will be 
presented by Lady Birkett. The medical school will be open 
for inspection from 2 to 3.30 p.m. 


* 


- 


Kettle Memorial Trust Lecture 


The Fifth Kettle: Memorial Trust Lecture will be delivered 
by Dr. Beatrice Pullinger at the Royal College of Surgeons 


of England. (Lincoln’s Inn Fields, London, W.C.),- on Friday, . 


October 7, at?5' p.m. Her subject is “ The Significance of 
Functional Differentiation in Mammary Tumours.” 


te 


` Prevention of Accidents , ' 


A conference organized on behalf of the Association of 
British Chemical Manufacturers by the Royal Society for the 
Prevention of Accidents will be held at the Royal Hotel, -Scar- 
borough, on October 7-9. Among subjects to be discussed are 
the safe use of solvents, the installation and maintenance of 
breathing apparatus, and the use of electric apparatus in 
hazardous atmospheres. The fee for the conference, including 
accommodation, is £5. Particulars can be obtained from the 
Royal Society for the Prevention of Accidents, Industrial Safety 
Division, 131, Sloane Street, London, S.W.1. 


Medical Golf 

The Furness Division of the British Medical Association: has 
arranged another golf tournament to be held at Grange Golf 
Club on Sunday, October 9, at 2.15 p.m. It is hoped that all 
members who participated in the previous one at Ulverston will 
again enter for this competition, and that any other member of 
the Division who plays golf will also enter. 
forwarded to the honorary secretary of the Furness Division, 
Dr. J. Mitchell Stuart, c/o the Clinic, Vickers-Armstrongs, Ltd., 
Naval Construction Works, Barrow-in-Furness, ny September 26, 
so that arrangements may be completed. 


Names should be, 


_ Elworthy.—On September 11, 1949, 


Industrial Nursing - 

The Royal College of Nursing will hold a conference on 
“The Industrial Nursing Service ” on October 7-8 at the Royal 
College, Henrietta Place, Cavendish Square, London, W.1. 
Those requiring tickets should’ apply as soon as possible to 
the Conference Secretary at me address above. 


Sioa aie AND LECTURES 


~ 


Tuesday © 


INSTITUTE OF SocroLtogy.—At Royal Society, Burlington House, 
London, , September 27, 5 .30:p.m., discussion meeting jointly 
with ‘British’ Society for the History "of Science, “ Goethe and 
Modern Thought,” by Mr. Humphry Trevelyan. Professor 
William Rose will open the discussion. 


` Friday 
‘CAMBRIDGE MepicaL Socrety.—At Addenbrooke’s Hospital, Cam- 


bridge, September 30, 2:30 p.m., “‘ Meddlesome Midwifery,” talk 
by Miss Janet Bottomley. ‘ 


` APPOINTMENTS 


Dr.-Isabel G. H. Wilson has been appointed a Senior Commissioner 
and Member of the Board of Control on the retirement of Miss 
Ruth Darwin. 


Dr. Wilson graduated at Edinburgh in 1921, took the D.P.M. in 1924, and 
proceeded M. D. in 1926. She was elected F.R. C. P. in 1947. In 1938 she repared 
Jointly for the Board of Control a report on cardiazol Heaiment and hypoglycaemic 

eshock treatment in schizophrenia. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD.—Consultant Physician for Mental 

_ Deficiency in Western Part of East Anglian Region, W. Sharp, M.B., Ch.B., DP.M. ` ~ 
Consultant Psychiatrist for Child Guidance Services in the Ipswich Area, J. G. 
Howells, M.B., B.S., D.P.M. 

SouTH WESTERN REGIONAL HosrrraL BoArD.—The following appointments 
have been announced: Director, Rhewnatism Colt ie Adviser on the Service— 
South Western.and Oxford Regional Boards, G. D. Kersley, M.D., F.R.C.P. 
Surgeon, South Devon and East Cornwall Hospital, Plymouth, J. P. Childs » M.Ch., 
F.R.C.S. Anaesthetist, Neurosurgery Department, Frenchay Hospital, ’ Bristol, 
P. L. F. Mortimer, M.B., B.S., D.A. Assistant Dental Surgeon, Plastic Surgery 
Department, City General Hos; ital, Gloucester, H. Handley, B.D.S. Medical 
Director, Mass Radiogra, aphy Unit, Plymouth, G. Sheers, M.B., B.Chir. Physician- 
Superintendent, Quantoc Sanatorium, Somerset, B. J. Douglas Smith, M.B., B.S. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Ferguson.—On Aukt 29, 1949, at Birch Hill Hospital, Rochdale, to Eileen 
(née O’Brien), wife of Dr. T. I. V. Ferguson, a son, 

Gidley.—On September 4, 1949, at Manor Hospital, Nuneaton, to Maisie (née 
Merry), M.B., B.S., D.A., a son—Alexander Claude. 

Graves.—On September 13, 1949, ‘to Valerie (née Scotland, M.B., B.S.), wife 
of Dr. J. C. Graves, 9, Westgate Avenuc, Holcombe Brook, Lancs, a 
daughter. 

Rose.— On ‘September 9, 1949, at 80, Harborne Road, Birmingham, 32, to 

Dr. Mary Rose (née Lavender), wife of G. K. Rose, F.R.C.S., a son—Robert 


Ewart. 
MARRIAGES 


Dantel—Williams.—On August 27, 1949, at Cwmtwrch, Owen Daniel, M. B.. 
F.R.C.S., of Glanamman, Carms, to Rhianydd Williams, of Cwmtwrch, 
Breconshire. 

Davidson—Fortune.—On August 29, 1949, at Caxton Hall, Westminster, John 
Howard Davidson, M.B., B.S., to Phylis Mary Veronica Fortune. 

Protheroe Smith—Fletcher.—On September 13, 1949, Edward Protheroe Smith, 
M.R.C.S., L.R C.P. (ate of Redditch), to Margaret, daughter of the late 
Mr. and Mrs. T. W. Fletcher, of Webheath, Worcs, 


DEATHS 


Bickerton.—On September 13, 1949, at 33, Portland Place, London, W., 
Reginald Ernest Bickerton, D.S.O., M.B., Ch.B., Colonel R.A.M.C., T.A. 

Reginald Robert Elworthy, O.B.E.,-M.D., 
of 18, St. Margaret’s Drive, East Twickenham, Middlesex, 

James.—On September 12, 1949, Edmund Arnold James, 
Trencrom, St. Helen’s Place, Castleford, Yorks. 

Jenkins.—On September 15, 1949, Charles Evans Jenkins, M.R.C.S., L.R.C.P., 
of Dunedin, Sale, Cheshire. 

“Kinloch.—On September 14, 1949, at 305, Upper Shoreham Road, Shoreham- 
by-Sea, Sussex, Willlam Anderson Kinloch, M.B., C.M., aged 76. 

Macdonald.—On September 10, 1949, at Lynton, Thrupp Lane, near Stroud, 
Glos, -Alexander Tulloh Inglis Macdonald, M.D., formerly of Bootle, 
Liverpool, 

Mannington. 
Hastings, 
London, cee aged 75. 

-Munro.—On September 18, 1949, at Beech House,, Egremont, 
James Gibson Munro, M.B., Ch.B. 

Rowand.—On September 15, 1949,’at a nursing-home, St. Andrews, Andrew 
Rowand, M.D., formerly of 19, Queen’s Gardens, St. Andrews, aged 86. 
Sanders.—On September 16, 1949, Ernest Léonard Sanders, M.B., Ch.B., .of 

122, Lauriston Place, Edinburgh, 3. 
Smith.—On September 16, 1949, at Mount Vernon Hospital, Harry Smith, 
M.R.C.S., L.R.C.P., D.P.H., of Sunnyways, Gerrards’ Cross, Bucks. 
Smyth.—On Aan 11, 1949, at Four Walls, Formby, Lancs, John Francis 
Smyth, M.D., D.P.M. 


M.B., Ch.B., of 


—On ledge ne 12, 1949, at Hillbrow, 49, St. Helen’s Crescent, 
Frank Mannington, F.R.C.S., formerly of Muswell Hill, 


Cumberland, 


` - 
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‘Correspondents should give their names and addresses (not for 


publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Streptococcus Viridans and Bacterial Endocarditis 
Q.—-Is there any evidence that the Streptococcus ‘viridans 
found in the mouth and throat is the same as that found in a 
case of bacte: ‘ial endocarditis í ? 


í 
A.—The evidence that the Streptococcus viridans, found - 


normally in the mouth and throat is the infecting organism in 
subacute bacterial endocarditis is largely circumstantial. Gum 
sepsis, including periodontal abscess, is most often due to 
infection with non-haemolytic streptococci of the viridans and 
salivarius types. Any trauma of an infected gum, such as by 
tooth extraction, usually results in a temporary bacteriaemia, 


and if there are damaged heart valves, due to. congenital defect | 


or previous rheumatic infection, the blood- borne streptococci 
may settle on the valves and set up a subacute bacterial endo- 
carditis. There is a considerable amount of published and 
unpublished work supporting this association between gum 
sepsis, tooth extraction, and bacterial eridocarditis. More 
definite proof that the particular strain of Str. viridans causing 


bacterial endocarditis'is identical with the organism present in ’ 


the mouth cannot easily be supplied, since the green-producing 
streptococci are found to be a heterogeneous group when 
attempts are made, to classify them either by fermentation 
reactions or serologically. In a paper elsewhere in this issue 
F.‘R. Selbie, Rosemary D. Simon, and R. H. M. Robinson 
describe how serologically similar strains have been isolated 
from the blood and mouth, of. patients with subacute bacterial 


‘endocarditis, but final proof of identity would require more - 


. precise antigenic analysis. In this connexion it may be noted 
` that a particular serological type of non-haemolytic strepto- 
coccus called Str. mutans, and associated by Kilian Clarke with 
dental caries,:is sometimes’ the causal organism in bacterial 
endocarditis. Haemophilus para-influenzae, another normal 
inhabitant of the mouth, is also occasionally associated with 
bacterial endocarditis. Thus, even if there is no absolute proof 
that the causal: organism is most often derived from the mouth, 
the. evidence is strong enough to justify the use of a “ 
prophylactic umbrella ® when any mouth operations are’ carried 
out on a patient with damaged heart valves. The questioner 
should also-refer to, the leading article at p. 692 of this issue. 
va ! 
Coeliac Disease 7 ; 


O.—What are the latest views on the treatment of coeliac , 


disease in children? Is it true that the use of vitamin B and 
liver therapy has largely removed the need for dietary restric- 
tions? ' If not, is it important to restrict the intake of carbo- 
_ hydrates as well as of fats? How can an adequate diet,. say 
"for a child aged 3, be arranged with present food restrictions ? 
What is the best method of administering the necessary vitamins, 
and aie these obtainable in solution in palatable fat-free form ? 


A.—No great advance in the treatment of coeliac disease 
has beén made recently. Three principal forms of diet have 
been evolved—the low-fat diét, the starch-free normal-fat diet, 
and the Bircher-Benner. diet; in the latter. fats are restricted 
and starchy. foods replaced by fruits and salads. ._ In any diet 
it is wise to restrict` starchy foods and essential that there is a 
' high protein and calorie intake. Treatment with injections of 
liver' extract and vitamin, B` has proved useful, particularly 
during the acute phases of the disease, but only in addition to 
dietary measures. It is likely that liver extracts supply some 
factor which is liable to become deficient in coeliac disease. 

It is difficult to devise a suitable diet which is economical 
and which the child will eat, but the low-fat diet is perhaps 
‘the easiest. On receipt of a detailed medical report, including 
the results of stool. analysis, the Ministry of Food allows a 


_ child of 3. years five extra rations (the allowance for a child 


chemo-. 


under 5. being half the adult ration) of meat and a tin of half- 
cream’ dried milk weekly on the surrender of all fat coupons. 
Dried bananas are obtainable through food offices, but these 
are not so popular as the fresh fruit, which are well tolerated 
when really ripe and which will generally be reserved by a 
greengrocer when he knows of the child’s illness. In the same 
way a butcher can usually be persuaded to reserve such things 
as liver. Salads and many fruits are well tolerated. ' Soya 
biscuits, or one of the specially prepared breads with a high- 
protein, low-starch content,.can be eaten instead of ordinary 
bread. Dextrimaltose or glucose can be obtained on a doctor’s 
certificate, and 1 to 2 oz. (28 to 56 g.) should be given daily. 
Cow’s milk should be hand skimmed and given to drink or 
‘used to make junkets and puddings. Vitamin C may be given 
by mouth in the form of concentrated orange-juice, and vitamins 
A and D as halibut-liver oil or one of the proprietary concen- 
trates in doses of 10 to 20 drops daily. Watery preparations of 
vitamin A and D are available, but are more Peer and 
are not-essential. 

The questioner should refer to Arch. Dis. ea 
81, and Practitioner, 1948, 160, 291. 


1949, 24, 


l Dichloracetylene Poisoning 


' Q.—What are the toxic effects of dichloracetylene? Have 
any cases of poisoning been reported, and are there any reports 
in the literature on the post-mortem examination of fatal cases? 
If so, what were the essential findings ? 


A.—Dichloracetylene is very toxic and unstable, but has little 
or no use in industry, as distinct from acetylene dichloride 
(or dichlorethylene), which is less toxic and is an industrial 
solvent. Dichloracetylene is a liquid boiling at,32° to 33°C. 
at a pressure of 748 mm. Hg;; it is unstable and readily catches 
fire in air ‘on warming. It is narcotic and causes death from 
respiratory paralysis. There is a reference in the literature to 
the corresponding dibromacetylene as an intensely poisonous 
liquid, causing headaches, indigestion, exhaustion, and most 
noticeably loss of memory (Lawrie, J. Amer. chem. Soc., 1906, 
36, 490), but no reference to any post-mortem findings has 
been traced. Stringent safety precautions against fire and toxic 
hazards would be required in the preparation and use of 
dichloracetylene, and should’ take the form of complete 
“enclosure in a closed system. , 


i Control of Ants, 


Q. I should be grateful if you could tell me what are the 
gee of food being infested by ants and what modern 





' méthods are available to protect food from these pests. 


A.—Food is not exactly “infested” by ants in the sense 
that certain other insect pests live and breed in it. However, 
the workers of certain species of ant make raids on food in 
larders, etc., and carry back portions to the nest. Two kinds 
of house-haunting ants are common in Britain: (a) The black 
garden ant (Acanthomyops niger) often enters dwelling-houses 
through a window or through crevices in the floor. The best 
contro] measure is to trace the ants back to’ their nest in the 
soil and destroy it. (b) In steam-heated institutions, such as 
hospitals, the tiny sand-coloured Pharaoh’s ant (Monomorium 
pharaonis) is a very intractable pest. The nests are deep in 
the walls and usually inaccessible. Spraying with D.D.T. has 
been tried without success. The’ most promising control 
measure is,the use of a poison bait (e.g, 51% water, 0.8% 
sodium fluoride, and 48.2% thick syrup). The bait is kneaded 
into small pieces of cake or bread and scattered out of the way 
of children or domestic animals. Baits must be renewed weekly 
for at least three or four months to obtain eradication. 


Succinate-salicylate Therapy 


Q.—M. M. Szucs claimed recently that succinate-salicylate 
therapy was of value in arthritis (Ohio St. med. J., 1947, 43, 
1035). What is the theory underlying this method, and have 
the views put forward by Szucs been confirmed or not? > 


.A.—The claims made by Szucs for the use of succinate- 
salicylate therapy in arthritis -have not been confirmed by 
subsequent medical experience. Observers in both Canada and 


A 
I 


Martensen-Larsen (Lancet, 1948, 2, 1004). 
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America,, where this work originated, have reported that 
succinate-salicylate has the value of its salicylate content only, 
and that the addition of the succinate 
tive in theory, is of no practical clinical advantage. 


Effects of Testosterone 


portion, although attrac- 


Q.—A male patient aged 53 has been receiving injections of. 


25 mg. of testosterone dipropionàte at weekly intervals for 
some months, after an initial intensive course of three injec- 


‘tions a week, for the treatment of debility. He impréved to 


start with, but he is now very apprehensive about any ill effects. 


- Are there any known ill effects, either near or remote, associated 


with continued dosage with testosterone dipropionate ? 


A.—There are no-recorded ill effects‘ from therapeutic doses 
of testosterone as, for example, those given in the above case. 
Theoretically, testosterone might produce enlargement of the 
prostate gland, but this is a theoretical rather than a practical 
consideration. ‘Theoretically it might also produce enlargement 
of the pituitary gland and an increase in the number of chromo- 
phobe cells, possibly with the formation of- chromophobe 
adenoma, as is possible with massive doses of oestrogens, but 
here again, in the opinion of the writer, these considerations 
have no practical bearing on clinical testosterone therapy. In 
younger people testosterone in large doses, while possibly 
increasing eroticism and potency and the sjze of the penis, would 
cause involution of the testes; but in a patient of 53 this fact 
would not have the same significance as in a person of 23, and 


: in any case the doses used would have to be much greater to 


produce this result. i 


v 


Facial Disfigurement 
Q.—Are there available any cosmetics or other preparations 


which would enable a young girl suffering from adenoma 


sebaceum of the face, which causes a good deal of disfigure-. 
ment, to conceal the marks? 


A.—Special make-up preparations are sold by most of the 


big Cosmetic firms and are designed to hide blemishes and dis- _ 


figurements. Most of them were developed during the’ war, 
and it must be admitted that many are inferior in quality and 
unsatisfactory ‘in use. This appears to be due to the limita- 


tions imposed on the importation of the necessary ingredients’ 


for this kind of preparation. A special cream is obtainable 
from a London firm which has the advantage of covering the 
defects efficiently without cracking or flaking. 


r 


Treatment of Chronic Alcoholism ° 


Q.—I wish to try “ antabuse” on a chronic alcoholic whose 
liver is somewhat enlarged, and I should like to know if this is 
a contraindication. If not, what dosage do you recommend ? 


A.—* Antabuse,” or tetraethylthiuramdisulphide, acts’ by 
depressing the oxidation of acetaldehyde, which is presumably 
due to a depression of liver function. Nevertheless, it is clear 
that if the patient is cured of his alcoholism his liver may then 
recover ; it is therefore right to try to cure him. The dose is 
1.0 to IS g. initially and 0.5 g. thereafter daily. The care 
required in treatment is indicated in the article by A. E. Carver 
(Journal, August 27, p. 466) and in the earlier paper by 


Aplastic Anaemia and Agranulocytosis 

Q.—What drugs have been known to cause aplastic anaemia 
and agranulocytosis? , Have thyroid tablets or Lugol’s iodine 
ever been incriminated ? 


A.—Administration of the following .agents has been 
followed by aplastic anaemia: benzol, the arsphenamines, gold 


` salts, sulphonamides, dinitrophenol, trinitrotoluene, mustard gas 
‘and nitrogen mustards, bismuth,” mercury, colloidal, silver, 


various hair dyes, volatile insecticides, and possibly analgesics 
such as amidopyrine, acetanilide, and phenacetin. Agranulo- 
cytosis has resulted from the administration of the sulphon- 
amides, thiouracil, amidopyrine and its compounds, gold salts, 
the arsphenamines, dinitrophenol, and possibly from the bar- 


/ 


~ 


„incidence of herpes and chicken-pox in the same patient. 


biturates, phenazone, phenacetin, “ neostibosan,” quinine, 
cinchophen, bismuth, phenylethylhydantoin, and pamàquin. 
Radioactive substances may give rise to either of these 
syndromes. Neither Lugol’s solution nor thyroid tablets have 
been known to cause agranulocytosis or aplastic anaemia. It 
should be noted that in -many instances there is a personal 
idiosyncrasy to the causative drug, and with most of these agents 
the’ syndromes are rare. 4 
K 


Non-spermicidal Lubricants 


- Q.—I have heard that some lubricants used to facilitate inter- 
course may have a deterrent effect on conception. Is this 
correct, and can you suggest a suitable lubricant which is free 
from this disadvantage ? i 


A.—When conception is desired, it is necessary to ensure 
that penetration is painless: and complete. In many cases this 
can be achieved only if the vagina is fully lubricated. It is 
important to avoid petroleum jelly, for, besides being a most 
‘unsatisfactory lubricant for the vagina, it has a mechanical 
action deleterious to sperm activity. There are two or three 


“ water-soluble ” lubricants obtainable which have practically 


no spermicidal action. _ | 


t 
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NOTES AND COMMENTS — 


Pus Cells in Semen.—Dr. H. A. Davipson (London, S.W.) writes: 
The answer to the question on pus Cells in semen, (“ Any Ques- 
tions ? ” August 13, p. 398) is liable to.mislead the questioner and 
possibly expose his patient to unnécessary psychological and physical 
hardship. 
patient’s fertility is impaired. Although it is stated that “ motile 
sperms are absent,” no ‘mention is made whether any immotile 
sperms were found. If they were, one would need to know the age 
of the specimen and the method of collection, for even normally 


. fertile semen, if too old or collected in a condom, might contain no 


motile spermatozoa. The answer states that an attempt must first 
be made to discover the source of the pus cells. It would seem 
more urgent to ascertain first whether in fact the patient is sub- 
fertile. or not. Normal semen may contain up to two million 
leucocytes per millilitre, and even frank pus admixed from the 
prostate, seminal vesicles, or urethra would not necessarily impair its 
fertilizing capacity. It is disturbing to read the statement, on such 
incomplete evidence, that the outlook is poor, and, much as one 
would agrée with the need for testicular biopsy if in fact the semen 
contained few or no spermatozoa, one wonders why the finding of 
“ healthy testicular tissue ” should call for an attempt to stimulate 
spermatogenesis. Finally, an obvious slip of the writer’s pen should 
be rectified: Chorionic gonadotropin is prepared from pregnancy 
urine and not, as stated, from pregnant mares’ serum. 
' P 

Herpes, Varicella, and Queen Anne.—Dr. W. A. BELLAMY 
(Aylesbury, Bucks) writes: For some years now the Journal _ has 
printed numbers of letters from correspondents who have noticed the 
Is it not 
time we all realized that Queen Anne’s dead ? 


Correction.—Dr. A. G. WATKINS (Cardiff) writes: In the acknow- 
ledgments at the end of the article “ Incidence of Cross-infection in 
Children’s Wards ” (September 17, p. 616), in acknowledging a grant 
towards computing expenses, it was wrongly stated that the grant 
was made by the British Paediatric Association. It is the Ministry of 
Health to whom the authors are,indebted, and they take this 
opportunity of apologizing for this mistake. 


~~, i 
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FAT ABSORPTION AND SOME OF ITS PROBLEMS* 


é 


BY 


H. S. RAPER, C.B.E., D.Sc., F.R.C.P., F.R.S. 
Dean of the Medical School and Professor of Chemical Physiology, University of Manchester 


\ 


Some twenty years ago physiologists considered that the vincing evidence was that, although fat-like substances 
process of fat absorption was largely understood. Fats such as esters of fatty acids are well absorbed, there is no 
were supposed to be taken up by the intestinal cells only evidence that this can be done without their previous 
after hydrolysis to fatty acid and glycerol, and neutral fats hydrolysis by the lipase of pancreatic juice. For example, 
were never absorbed as such. Furthermore, since free fatty fatty acid esters such as cetyl palmitate, ethyl palmitate, 
acid, although well absorbed, is not found free in the chyle, and a lauric acid ester of mannitol are all well absorbed, 
it was assumed that reconversion of fatty acid and glycerol but none of them appears unchanged in the fat of the 
to neutral fat occurred in the cells of the villi, and that this chyle. What is found there is the eycende of palmitic or 
neutral fat was then passed on into the lacteals. There lauric acid respectively. 
was no suggestion then that any portion of the fatty acids Other information on this question had been got by 
which were produced by hydrolysis of the food fat escaped feeding oily substances which were like fats physically 
this process of resynthesis and gained access as such to the but not chemically and were capable of being emulsified. 
blood or the lymph. But there was not then, and there is Jt was found that they were completely unabsorbed. In 
not now, sufficient quantitative evidence to tell us: exactly this category come experiments with lanolin, mixtures of 
what happens to the whole, of the fat absorbed after any petroleum jelly and lard, or petroleum oil and olive oil. 
one meal. With the mixtures of natural fats and petroleum hydro- 
This picture of the mechanism of fat absorption, accepted carbons the natural fat was absorbed but the petroleum 
as largely true, as I say, twenty years ago, has had consider- product was not, The non-absorption of the petroleum 
able doubt thrown upon it in the last decade. But it was was demonstrated either by its complete recovery from 
not as complete as I have suggested even before then, for the faeces or by its non-appearance in the fat of the chyle. 
the passage of fat from the cells of the villi to their central Evidence, then, that fats could be absorbed only after 
lacteals was not understood. Sharpey-Schafer had suggested hydrolysis to fatty acid and glycerol seemed fairly con- 
from histological investigation that this transfer was clusive. But the problem of how fatty acids were absorbed 
carried out by amoeboid cells in the reticulum of the villus. even after hydrolysis still remained. The higher fatty acids 
But the difficulty of accounting for the speed at which fat are as insoluble as the fats and would still have to be 
absorption may take place by the unaided activity of these absorbed from the fine suspensions or emulsions which 
cells has not supported Sharpey-Schafer’s view. What is ' were supposed to be present in the intestinal lumen, and 
more probable is the view of Verzar that the pumping histological appearances did not give any evidence that this 
action of the villi causes fat to enter the central lacteals, actually happened. For this reason it had been suggested 
and that the absorption not only of fats: but of other that the fatty acids formed soaps which, being soluble in 


t 


substances is promoted in this way. `~ water, could be absorbed in solution. There were two facts 
Fali m lief. against this. First, it was believed that soaps are not 
PATEE ea ` formed at the faintly acid reaction of the upper regions of 


Before dealing with recent work it will be profitable to the smail intestine. Secondly, even if soaps could be 
consider on what kind of.evidence these views of twenty formed, there is not enough alkali secreted in the pan- 
years ago were based. ; ` creatic juice to produce soap from the whole of the fatty 

Evidence that fat is absorbed only after hydrolysis in the acids’ which might be. liberated from the fat taken at a 
intestinal lumen was partly histological. Even at the height normal meal. 
of fat absorption, fat particles could not be seen in’ the free The fact that bile salts will dissolve fatty acids, and, 
border of the cells of the villi, though they were abundant furthermore, the discovery that the lecithin normally 
in the body of these cells. It is, however, well known that present in bile assists this action very considerably, showed 
fat may be present in cells and not be stainable as par-  that,a means existed whereby fatty acids could be brought 
ticles or globules, so that histological evidence by itself, into solution in bile and thus be absorbed in the dissolved 
which does not support the idea of fat being absorbed in state.’ There is ample proof, both from clinical findings 
a very highly emulsified state, is not conclusive. More con- and from animal experiment, that the presence of bile in 
We aay aa Oe ee er esma intestine is essential to obtain the figure of about 
Bae oe a oo Sere er ere ioe Vee ere 90 to 95 %, absorption of fat which is normally found. 
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- The effect’of bile in promoting absorption might be due 


_ fat in the small intestine by pancreatic lipase. 


. by Immanuel Munk nearly 70° years ago. 


- cells of the villi. 


‘years ago, ` 


to its well-known adjuvant action on :the hydrolysis of 


This would. 
facilitate fat-splitting, and this was deemed ‘a preliminary . 


essential to’ absorption. But examination of the faeces in’ 


cases of. biliary obstruction’ and consequent steatorrhoea 
showed that fat-splitting was not defective. Therefore, at 
the time I am considering, it was the solvent action of bile 


_- Salts, potentiated by lecithin, which appeared- to provide 
‘the explanation of the, action of bile. 


Other possible ways 
in which ‘the action of bile might be accounted for have 


, been pointed out since’; J shall deal with these later, for 


the mode of action of.bile in promoting. fat absorption’ 


`s still a physiological problem. Nevertheless, at the time 
. Of which I am speaking, this solvent action of bile on fatty 


acids was accepted as solvifig“the’ problem of how the 
insoluble higher fatty acids might be brought into solution 


z and so absorbed. 


Evidence that fatty acids Shes absorbed are resynthésized 
and appear as neutral fat'in the lacteals was first provided 
By collecting 
chyle from the thoracic duct of dogs- to which fatty acids 
had been administered Munk found that the chyle con- 
tained not fatty acids but almost ‘wholly neutral fat. He 


w also showed somé -years later, in a human subject with 


a lymphatic fistula which discharged chyle, that after. a 
meal including erucic acid the -chyle contained only the 
glyceridé erucin and not.free erucic acid. Analyses of fat 
from ‘the mucosa during fat absorption carried’ out by 
Moore about 50 years ago showed that this was a mixture 
of fat and fatty acids, and collection of chyle before it had 
traversed the lymphatic glands which lie along the course 


= of the.lacteals showed: that ‘the fat in these peripheral 


lacteals was almost_wholly neutral. This indicates that 
resynithesis occurs in the cells of the villi. 

It is interesting to recall’ that Munk, who had proved to 
his .own satisfaction that free fatty acids were as well 
absorbed as neutral fat, believed firmly that the fatty acids 
were absorbed in a finely emulsified state. This was stoutly 
disputed by the indomitable Pflüger, but not, unfortunately, ’ 
supported by any ‘very satisfactory evidence, except the 
histological finding, already referred to, that fat is not 
detectable’ by staining methods in the free border of the 
It was the discovery by Benjamin Moore 
of the solvent action of bile salts which to a large extent 


_ reconciled these opposite views and gave rise to what per- 


sisted as the classical view of fat absorption until a few 
= _ The Quantitative Aspect 

There is one. other aspect of these older experiments that 
I must deal with before proceeding to discuss later evidence 
on fat absorption, and that is the quantitative one. 

The’ physiologist can be satisfied that what is termed the 
classical view of the process of fat absorption is true only 


_if he can account satisfactorily for the whole of the fat 


absorbéd. * This has not yet been done. It would be thought 
to be a simple matter to collect the chyle from a thoracic- 
duct fistula in an animal ‘during the- whole period of the 
absorption of a meal containing a known amount of fat, 
but this has so far not been achieved. This is partly due 
to the inhibiting effect of general anaesthetics on fat absorp- 
tion and to mechanical difficulties caused by frequent 'clot- 
ting of the chyle one is endeavouring ‘to collect. Munk 
and Rosenstein, however, did succeed, using their. patient 
with a lymphatic fistula in the leg, in collecting chyle for 
a period of 13 hours. After a meal containing 41 g. of 
fat, 1,134 g. of chyle were collected, and this contained 
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25 g. of fat—i.e., 60% of that administered. Although the 
chyle still contained fat, the experiment was stopped. Munk 
and his colleague assumed that, had the chyle been collected 
until fat was no longer present, an additional 6% of the 
fat administered might have been collected. This is the 
only quantitative experiment that has been recorded in 
which an attempt was made to give a balance-sheet account- 
ing for the fat fed and that which passed into-the thoracic 
duct. It has the obvious defect that the amount of fat 
actually absorbed was not measured. We know that olive 
oil is very well absorbed as a rule, and, assuming that all 
the chyle was being collected, for which Munk gave indirect 
evidence, we are left with the conclusion that about two- 
thirds of the fat absorbed reaches the thoracic duct via the 
lacteals, whereas the remaining ‘third is unaccounted for. 
It has generally been assumed that it passes into the pias 
stream via the capillaries of the, villi. 

To sum up, the Classical view was that fat was. wbaored 
only after hydrolysis. The fatty. acids’ so ‘produced were 
absorbed dissolved in bile. They underwent resynthesis 
into neutral fat in the epithelial cells of the villi. 


and taken‘up by lacteals or blood capillaries. In the former 


This‘. 
was then discharged into the reticular spaces~of the villi ; 


case it entered the systemic blood vessels and in the latter ' 


it reached the portal blood and so passed direct to the’ 


liver. 


Physiologists are perhaps more critical of classical views 
than are other scientists. It is not, therefore, a matter for 
surprise that the beliefs of twenty years ago have con- 
tinually been questioned and subjected to further experi- 


mental inquiry. The result is that this classical view has ` 


been called in question and other possible mechanisms of 
fat absorption have been put forward. 


Role of, Phosphates i \ 


In 1934 Verzar and Laszt described experiments on rats 
which indicated that phosphates may play a part in fat 
absorption. Their method was to inject into the small 
intestine of the animals the mixtures they were testing. and 
after six hours to withdraw them. The amount of fatty 
acid was estimated and compared with that introduced at 
the beginning, thus showing the magnitude of the. absorp- 
tion. There was practically no absorption when oleic acid 
alone was injected into the gut, but it was moderate when 
the fatty acid was mixed with bile acid or with bile acid 
and glycerol. It was nearly doubled when phosphate was 
added to the mixture. When glycerophosphate was used 
instead of phosphate then the absorption was increased still 
further. This suggested that esterification of glycerol by 
phosphoric acid may be an important factor in fat 
absorption. 


It is known that the mucosa of the small intestine 1S 


one of the body’ s richest sources of the enzyme phos- | 


‘phatase, so that in the presence of phosphate the glycerol 
split off from fats in the process of digestion might 


dere conversion . to glycerophosphate in the cells of. 


~ the villi. 


Furthermore, it was shown that mono-iodoacetic acid, 
which inhibits the enzyme phosphatase, also inhibits the 
‘absorption of fatty acid. But this inhibition of fat absorp- 
tion is still evident when the fatty acid is mixed with bile 
acids and glycerophosphate, so that Verzar concluded that 
the iodoacetic acid acts by preventing in some way the 
resynthesis of neutral fat in the mucosal cells rather than 
by preventing phosphorylation. It was shown in Verzar’s 
laboratory that the action of lipasé was not hindered by 
iodoacetic acid, so that a failure to hydrolyse fat did not 


7 -- 


Oct. 1, 1949 


explain why the fat was not absorbed after administration 
of this substance. What seems most likely is that its 
action as a general cellular poison is a sufficient explanation 
of its prevention of fat absorption. 

Verzar showed also that phlorizin prevented fat absorp- 
tion in rats. This substance also inhibits the enzyme phés- 
phatase. The doses that have to be used are very large 
and the complete inhibition lasts for only a few hours. 
Nevertheless, these experiments are more suggestive than 
those with iodoacetic acid that phosphorylation is an 
accelerating factor in fat absorption, Histological obser- 
vations from Verzar’s laboratory indicate that it is not the 
entry of fatty acids into the cells of the'mucosa which is 
prevented, but rather the resynthesis into neutral fat and 
its transport away from these cells. Thus, staining methods 
which differentiate fat from fatty acid ‘show that a few 
hours after administration of iodeacetic acid or phlorizin 
most of the globules or particles inside the cells of the 
villi consist of fatty acid, whereas normally they would 
be neutral fat. 

If phosphorylation is an important aid to fat absorption 
by the villi, it probably indicates that the synthesis of 
lipins is an mitermediat stage in the resynthesis. of neutral 
fat. - r 

There is, however, not much more experimental evidence 
on this point. Examination of the fat in the chyle has 
shown that it does contain a small amount of lipin, but 
the proportion does not exceed 10% of all the fat present. 

Estimations of the lipin content of the cells of the villi 
during the absorption of cotton-seed oil in pigs have also 
been made by Reiser, but have shown no change within five 
hours. It has also been shown by Barnes, Miller, and Burr 
in rats fed with a methyl ester of the conjugated acids of 


corn oil, which can be estimated by spectrophotometric 


methods, that at a time when the absorption was maximal 
there was only a slight incorporation of the fatty acids 
administered into the lipins of the cells. This indicates that 
if lipin formation is’ essential in fat synthesis in the cell 
the rate of transformation of lipins into neutral fat must 
be very rapid. 

Experiments in which phosphate containing radioactive 
phosphorus has been fed along with fat have shown that 
the isotopic phosphorus becomes incorporated in the lipins 
of the mucosa. But this does not provide evidence of new 
formation of lipins during fat absorption, because the 
isotope might have undergone exchange with the phosphorus 
of the pre-existing lipins. , l 

We must therefore, I think, come to the conclusion that 
the facilitation of fat absorption by phosphate and glycero- 
_ phosphate, which was demonstrated in rats by Verzar and 

his colleagues, has not yet led to an explanation of the 
mechanism by which it is brought about. The study of the 
lipins in the mucosa during fat absorption has certainly 
not given one. 
The Partition Hypothesis 

Other experiments which I wish: to describe next have 
been concerned to a large extent with the fat in the blood 
and its relation to the. processes of fat absorption. It is 
well known that during the absorption óf fat the blood 
plasma has an opalescent appearance. This is due to the 
presence of fat in extremely fine suspension. 

Under dark-ground illumination the microscopic par- 
ticles of fat appear as points of light and can be counted. 


A method for estimating their number under standard con-. 


ditions was described about ten years ago by Frazer and 
Stewart. The particles are called “chylomicrons,” and 
the number present under these standard conditions we may 
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refer to as the chylomicron count. The graph representing 
the change in this count with time is spoken of as a “ chylo- 
micrograph.” It is obvious that unless the chylomicrons 
are always of the same average size a mere estimation of 
their number would not give an accurate indication of their 
weight. If, therefore, the chylomicrograph is to be used 
to indicate the relative amounts of fat in the blood at 
different times, then it must be known whether under all 
conditions the fat content of the blood runs parallel to 
the chylomicron count. 

A study of the results published from Professor Frazer's 
laboratory shows that the count is very low during starva- 
tion, and that it rises considerably after a meal which 
contains fat. There is a peak about three hours after the 
meal. When the fatty components of the blood are esti- 
mated and the amount is compared with the count there 
is a rough parallelism between the two with glycerides, 
but not with lipins and cholesterol esters. It must therefore 
be borne in mind that the chylomicrograph gives no more 
than a qualitative indication that the amount of fat in the 
blood varies under different conditions. It does not allow 
us to estimate either the percentage variation or the absolute 
amount present under those different conditions. 

Nevertheless, the study of chylomicrographs in relation 
to fat absorption has revealed several interesting facts 
which require explanation. 

Rats were given some olive oil or the equivalent amount 
of oleic acid and glycerol.. After olive oil the Jacteals 
appeared milky, and the chylomicron count in the systemic 
blood was high, but in the portal blood it was low. With 
the oleic acid and glycerol the chylomicron count in the 
systemic blood was low, whereas that in the portal blood 
was high and the lacteals were relatively free from fat. 

These findings suggest that in the rat, at all events, 
neutral fat and fatty acid are dealt with differently in the 
process of absorption. Additional evidence for this view 
was Obtained by feeding stained fat or fatty acid to rats. 
After a week of such feeding the fat depots were deeply 
stained when stained fat was fed, but were not when 
equivalent amounts of stained fatty acid and glycerol were 
given. Furthermore, if rats were fed with small quantities 
of stained fat or fatty acid and killed five hours later the 
liver showed only a small amount-of stained fat after feed- 
ing with fat, but a large amount after feeding with fatty 
acid. 

From these and other observations Frazer concludes tbat 
neutral fat is absorbed direct into the intestinal cells and 
is passed on without change to the lacteals. On the other 
hand, fatty acid is absorbed into the cell by a different 
mechanism. It is passed into the blood capillaries of the 
villi and reaches the liver in the portal vein. 

According to Frazer, therefore, lipolysis is nor an essen- 
tial preliminary to absorption, and neutral] fat and free fatty 
acid can both be taken up by the intestinal! cells. When 
they are taken up they are treated differently. 

The view that some of the absorbed fat might be taken 
up by blood vessels in the villi and not by the Jacteals does 
not conflict with previous evidence. Jt will be remembered 
that in Munk’s quantitative experiments with the patient 
who had a lymphatic fistula about one-third of the fat 
administered was not accounted for by passage into the 
Jacteals, and it has therefore been assumed that the pathway 
of this fat‘was the blood vessels of the villi. 

What is new about the deductions drawn by Frazer and 
his colleagues from the comparisons they have made 
between the absorption of fat and fatty acids is that an 
unspecified amount of the fat which is absorbed in the 
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rat when neutral fat is administered is - absorbed without 
previous hydrolysis in the intestinal lumen. 


n Histological Picture 


In addition to the evidence obtained from-chylomicro- 
graphs and the appearance of the lacteals, Frazer and his 
colleagues have drawn attention to the different histological 
pictures presented in the small intestine when olive oil and 
oleic acid are administered. With olive-oil feeding the cells 
are mostly occupied by large globules of fat, whereas when 
oleic acid is given the cells are full,of much smaller’ par- 
ticles, presumably of the fatty acid. Frazer makes the 
point that if fat-splitting must precede fat absorption 
then administration of fatty acid should produce the same 
. histological picture as administration of neutral fat. 


It is, however, a legitimate comment on this view that 


one might not necessarily expect to get the same histo- 
logical appearances, because the conditions are not the 
same. In the case of olive-oil feeding, the fatty acid is 
liberated gradually and therefore in small concentration ; 
‘when fatty acid is fed it is presented to the cells in maxi- 
mum concentration ready formed. In the latter case the 
cells are, so to speak, swamped with fatty acid, but in the 
former case they may be able to deal with it in a more 
leisurely manner. This is the old problem of histology 
To what extent are we justified in interpreting aani. 
functions from static pictures ? I feel that it is unsafe to 
draw fundamental conclusions on fat absorption from 
histological evidence of this kind’ alone. A ae Cit 

Frazer, however, has obtained other evidence in support 
of his view that in ‘absorption fat and fatty acid are teate 
differently by the intestinal cells. 


The rate and amount of lipolysis in the intestine can 
be increased by adding an active preparation of lipase to 
the fat which is‘fed. When this is done in rats, the histo- 
logical picture is like that obtained when a fatty acid such 
as oleic acid is fed—i.e., the cells are filled with fine 
granules. The path of absorption is also like that observed 
with fatty acid feeding—namely, absence of milkiness in 
' the lacteals—and when stained fat is given along with the 
lipase the liver is deeply stained but not the fat depots. In 
addition to these observations it is found in man as well as 
in the.rat that addition of lipase to the diet causes a con- 
siderable change in the chylomicrograph. At the peak 
period the chylomicron count obtained when fat is fed 
greatly exceeds that which results from feeding-the same 
amount of fat with added lipase. 

The reverse of this experiment has also been sated 
out by Frazer. This was the inhibition of the action of 
lipase of pancreatic juice by giving a small amount of 
sodium cetyl sulphate with the oil fed. This prevents the 
hydrolysis of fat by lipase and, in the rat, produces a 
histological picture like that obtained with neutral fat alone 
—namely, intestinal cells filled with large fat globules. 
Along with this the lacteals are found to be milky, and 
-when stained fat is fed along- with cetyl’ sulphate the fat 
depots are heavily stained, whereas the liver is not. This 
again points to lipolysis not being essential for fat absorp- 
tion and different paths of absorption being followed by 
fats and fatty acids. In Frazer’s experiments with cetyl 
sulphate it seems likely that inhibition of lipolysis was 
almost complete. That fat was absorbed in amounts which 
were quite normal was attributed by him to the emulsifying 
action of cetyl sulphate, which would be expected to pro- 
duce fine particles of fat in the intestinal lumen. These 
' could be taken up directly by the intestinal cells if his 
view is correct. 


N 


To my mind these experiments with, cetyl sulphate pro- 
vide the best evidence that has yet been’ put forward that, 
in the rat at all events, fat may be absorbed without 
hydrolysis if it is finely enough emulsified. Cetyl sulphate 
is a particularly valuable tool because, besides its surface 
active properties, it inhibits lipase. The fine emulsion it 
produces -would normally lead to a more rapid action of 
lipase, and hence production of fatty acid. But this being 
prevented enables the effect of emulsification alone to be 
studied. 

i Emulsification 


Emulsification, its degree of fineness, and the conditions 
which bring it about are very important in fat digestion 
and absorption. I should therefore like to say more about 
them at this stage. 

Because fat is insoluble in water its digestion takes place 
at the interface between the fat globule and the surround- 
ing medium which contains the fat-splitting enzyme. The 
more finely divided the fat—i.e., the more it is emulsified 


_ —the greater will be its surface area and, other things being 


equal, the more rapidly will it be split up into fatty acids 
and glycerol. According to Frazer, fine emulsification is 
also a prerequisite for absorption of fat in its unchanged 
state. It is clear, therefore, that in the small intestine there 
will be two competing processes for disposing of the fat « 
which enters it from the stomaca. The more finely the fat 
is emulsified the greater will be its chance of being split 
up into fatty acid and glycerol, both of which can be 
absorbed in solution. But, also, the greater will be its 
chance of being absorbed in particulate form. 


We have as yet no answer to the question how much of 
the fat travels by what we may call the fatty acid route and 
how much is taken up as neutral fat. It is, however, 
obvious that whatever proportion, if any, is absorbed in 
particulate form depends almost entirely on the existence 
of conditions in the intestine which will facilitate the 
production of a very fine emulsion. 

This leads us to consider what those conditions are. We 
are again indebted to Professor Frazer and his colleagues 
for some experiments that have thrown a great deal of 
light on them. 

There is general agreement that the reaction of the con- 
tents of the small intestine varies between a pH of about 
6.5 and 8.5. A prerequisite for particulate absorption of 
unchanged fat is therefore the existence of a stable, finely 
divided emulsion between that. pH range. It has been 
shown by Frazer that, if olive oil is placed in a rat's 
stomach and the animal is killed three to four hours 
later, its small intestine contains a white emulsion of 
fat consisting of negatively charged particles less than 
0.5 u in diameter. The emulsion is stable for several 


hours. 


This shows that administration of oil does provide the 
kind of emulsion that would be required for particulate 
absorption, By studying systematically the emulsifying 
effect on olive oil of single, paired, and triple combina- 
tions of bile salts, oleic acid, soap, glycerol monostearate, 
and soap formed at the oil-water interface by the reaction 
between oleic acid and sodium carbonate, Frazer and his 
collaborators found one triple combination that provided 
the requisite kind of stable emulsion. It consisted of bile 
salt, oleic acid, and glycerol monostearate.’ The oleic acid 
and monostearate were dissolved in the oil and a 1% solu- 
tion of bile salt formed the aqueous phase. On mixing, 
emulsification was spontaneous over the pH range 6-8.5, 
the particle diameter averaged less than 0.5 p, and the 


' stability was all that could be desired. 


` 
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It is ‘not difficult to produce emulsions of fat, in an 
alkaline medium, but it is when the reaction: is even slightly 
acid, as in the duodenum; hence the special importance 
of this new discovery by Frazer. If this sort of combina- 
tion is that used normally in the intestine, ‘it implies that 
a stepwise hydrolysis of fat takes place with monoglyceride 
as at least one of the phases. I am not aware of any 


demonstration that when lipase acts on fats the three com-. 


ponent fatty acid molecules: are split off one at a time, 
although this might well be so. In fact, the only difficulty 
in accepting this three-component system as one which may 
be responsible for emulsification in the small intestine is 
- the lack of experimental evidence that a monoglyceride 
stage exists as a phase in the action of lipase on fats. 
There seems to be no theoretical objection to this, so 
possibly in the future we may expect to see some proof 
of it by Sane means. ' 


Importance of Bile 7 


It will be observed that this work on emulsification pro- 
vides a new function for bile salts and therefore emphasizes 
the importance of bile in the digestion and absorption of 
fat. All the following functions may, be attributed to bile 
salts. In digestion they have two roles: besides increasing 
the surface area by aiding emulsification of fat they have 
an adjuvant effect on lipase itself, speeding up its action 
several times. In the process of absorption they are 
believed to play several parts. One of these is to dissolve 
fatty acids, probably by forming: soluble complexes with 
them. 

Wieland and Sorge have shown that one of the bile acids 


—deoxycholic acid—-forms definite compounds with fatty 
They- have suggested. 


acids, the so-called choleic acids. 
that these acids, coupled with glycine or taurine,.may there‘ 


‘fore play a part in enabling fatty acids to enter the intes-" 


tinal cells. Verzar and McDougall suggest that bile salts 
form a layer at the surface of the intestinal cells, where 
they produce water-soluble and diffusible complexes. with 
fatty acids and so assist the entry of.the latter into the 
cells. Finally, according to Frazer and his collaborators, 
they are necessary for producing the stable emulsions of 
fat with particles less than 0.5 p in diameter and capable 
of existence‘in a pH range: of 6-8.5 which are postulated 
as necessary for particulate absorption of fat. 

In spite of this variety of ways in which bile salts assist 
fat absorption, they do not seem to be absolutely essential. 
It is one of the interesting problems of ‘absorption why 
they are not. 

The most trustworthy evidence for. this comes from 
experiments on dogs in which a biliary fistula had. been 
established. Munk has described how in: animals treated 
in this way and fed on diets containing varying amounts 
of suet or lard, or, alternatively, with the fatty acids derived 
from them, a considerable amount of the fat or fatty acid 
was absorbed. The figures for the quantity of fatty.acids 
taken up during the passage of the food through the intes- 
tine were ‘always a little higher than those for the corre- 
sponding amount of neutral fat. Also, the lowér-melting 
fat was absorbed better than the higher-melting one. Thus 
lard was absorbed to the extent of 67% and suet .to.35% 
when the daily intake was 70 g., the corresponding figures 
for the fatty acids: being 73% and 42%.. 

Other ‘experiments on human subjects with biliary 
obstruction bear out these results. ‘Schmidt, for instance, 
describes the findings on three cases in which the average fat 
utilization was 74%. -In two' of these the obstruction was 
complete. ‘ 7 


4 


These results leave no room for doubt that although the 
presence of bile in the- intestine assists fat absorption it 
is by no means essential. 

In the experiments ‘of Frazer and his colleagues on 
emulsification the only stable emulsion obtained at, the 
pH: found in the upper part of the small intestine was 


‘obtained in the presence of bile acids and monoglyceride. 


These, however, could not have been present in the experi- 


~ ments of Munk on the absorption of fatty acids, which 


I have just described. It seems a reasonable conclusion, 
therefore, that large amounts of fat and fatty acid can be 


.absorbed under conditions which do not fit in with ‘those 


so far shown to be necessary to produce fine emulsions at 
the slightly acid reaction of the intestine. 

I have pointed out earlier that the solvent action of bile 
for ‘fatty acids was the one property which led to the 
abandonment of the particulate absorption theory about 
fifty years ago. Since so large an absorption of fat or fatty 


‘acid can take place in the absence of bile, we are led to 


the conclusion that some other solvent for fatty acids must 
be present or that .some undescribed emulsifying system 
exists which can explain the remarkable degree of absorp- 
tion obtained when bile is absent. It is important to bear 
in mind that the diet used by Munk in his experiments was 
a mixed one and contained a large proportion of meat. 


. Possibly ‘digestion products of protein and especially amino- 


acids in high concentration may assist in emulsification, or 
in stabilizing emulsions, or in actually combining loosely 
with fatty acids so as to assist their absorption. This must 
remain a speculation; however, until expe:imental evidence 
about it can be obtained. 
Absorption of Paraffin 

One other set of recent experiments on the absorption 
of oil emulsions is of importance. It is the work of 
Frazef,' Schulman, and Stewart on the absorption in the 
rat’ intestine of emulsions of paraffin. These observers 
found that 50% emulsions of liquid paraffin stabilized with 
cholesterol and sodium oleate or sodium cetyl sulphate 
could be prepared with an average particle diameter of 
0.5 p or less. These when ‘introduced direct into the rat’s 
intestine were absorbed to the extent of 36 to 43% in a 
period of six hours. It will be observed that no bile salt 
was used in making these emulsions, so these experiments 
show again that bile is not essential for absorption of fine 
emulsions. With coarser emulsions, in which many par- 
ticles ‘had a diameter of 1 to 2 u or more, the absorption 
was very much reduced. ‘ i 

These experiments show that, provided an oil emulsion 
is finely enough dispersed, it can be absorbed in the rat’s 
small intestine. Some alarm has been expressed on this 
account at the use of medicinal paraffin aS a medicament 
and in cooking. It has been suggested that if paraffin is 
absorbed it would tend to accumulate in the body in undesir- 
able situations, since it is not oxidizable, or, if it is, then 
only with great difficulty. So far as I'am aware, no evi- 
dence has been produced that the fine dispersion of paraffin 
which ,Frazer and his colleagues have shown to be neces- 
sary before absorption can take place is obtained when 
the oil is taken by mouth in the normal way. On the 
experimental side it may also be recorded that Channon 
and Collinson many years ago gave 100 ml: of emulsified 
paraffin daily to a pig for: 54 days. On extraction of the 
fatty substances from its liver, 2.2 g. of unsaponifiable 
material was obtained, which was possibly derived from 
the 5.4 litres of oil that had been administered. This does 
not suggest that absorption of paraffin takes place in an 
amount that would be of material importance. : 


h 
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Steatorrhoea 


A final topic that must be considered briefly is whether 
diseases involving defects in fat absorption have taught us 
anything about the physiology of the process. In certain 
fields of physiology it is true that a study of disease has 
‘helped to throw light on physiological processes, but that 
‘can hardly be said of disorders in which fat absorption 
is at fault. Itis true that biliary obstruction causes steator- 
rhoea, but that fact has not explained the reason why. 
Similarly, pancreatic disease, or in extreme cases complete 
pancreatic obstruction, interferes with fat absorption. 

Those who uphold what I have termed the classical view 
- of the mechanism of fat absorption would state that this 
was due to defective hydrolysis of fat caused by the partial 
or complete deficiency of pancreatic lipase. That would 
seem to be a satisfactory explanation. At first sight it also 
counters the modern view that fine emulsification is all that 
is necessary in order that fat absorption may take place. 
` But we have to remember that the failure of both bile and 
pancreatic juicé to enter the small intestine may result in 
the non-production of the necessary conditions for that fine 


~ dispersion of fat which is regarded as essential for its- 


absorption. Hence the faulty absorption which is associated 
_with diseases of the pancreas and bile ducts has not helped 
in explaining the mechanism which we wish to have mang 
clear. - 

Another disease in which steatorrhoea occurs is tropical 
sprue. I am indebted to my colleague Dr. D. A. K. Black 
for his viev.s on the defective fat absorption which is a 


well-known sign in this condition. First, there is no evi- . 


dence of a selective failure of fat absorption. The steator- 
rhoea seems to’ be part of a general impairment of 
absorption. This in itself does not help us in our search 
for the true mechanism ofthe absorption process. Secondly, 
the percentage absorption of fat does not vary with the 
amount of fat in the diet. In five patients, for instance, 
whose daily fat intake was increased from 65 g. to 95 g. 
the percentage absorbed did not show any significant 
change. This does givé a clue to the kind of mechanism 
which is involved. The defect cannot be a purely physical 
one, otherwise the absolute amount of fat absorbed would 
not depend on the quantity in the diet. Thus some bio- 
chemical defect, such as one in the enzyme systems con- 
cerned in fat absorption, is.indicated. It is interesting that 
Munk, in his studies of fat absorption in dogs, in the 
absence of bile found a similar relationship to hold, pro- 
vided that the normal capacity for dealing with fat was 
not exceeded. 

A third discovery which Black and his colleagues made 
is in harmony with the viéw that the defect in tropical 
sprue is a biochemical one—that is, that administration of 
yeast extract in this condition has a favourable influence 
‘on fat absorption. This suggests that some accessory food 
factor is possibly lacking. Apparently it is not nicotinic 
acid, riboflavin, or folic acid. Its identity, therefore, if 
there is any truth in this suggestion, still remains to be 
discovered. 
` Conclusion : 

Perhaps I have said enough to show that I regard the 
processes of fat absorption as still-not completely under- 
stood. ‘The intelligent use of some of the new isotopes 
which the physicists are now putting into our hands could 
undoubtedly help\in solving some of the outstanding prob- 
lems, and I hope that in due ‘course these new methods 
may be made use of. I can certainly commend to any 
young physiologist the study of. fat absorption as well 
worthy of his attention. 
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MODERN TRENDS IN RADIOLOGY* 


BY 


JAMES F. BRAILSFORD, M.D., Ph.D., F.R.C.P. 
F.I.C.S. 
Director of Radiological Studies in Living Anatomy, 
: University of Birmingham 
In this paper it is my intention to stimulate thought by 
taking stock and critically examining the prevailing ten-: 
dencies and so obtain a perspective which will enable us 


to see where we are going. 


The radiological age may be divided into three periods 


'—(1) that which heralded the advent of radiology ; (2) the 


period of distrust ; (3) the period of idolization—the modern 
trends. 


When Roentgen’s remarkable discovery was made known 
to the world, the Press (Brailsford, 1946a)—both medical 
and lay—heralded it as a means of sparing patients not 
only the pain associated with disease but also that which 
was, and still is, inflicted when other methods of examina- 
tion are conducted. First impressions are often the most 
important and deserve the fullest consideration, and these 
first impressions were so strong that they stimulated radio- 
logical reséarch throughout the world to such a degree that 
during the year 1896 most of the possibilities of radiology 
were envisaged, techniques developed, and explorations 
begun. Continuous progress since then has been essen- 
tially refinement of technique, concomitant with ever- 
improving equipment. Unfortunately many. enthusiastic 
workers in the earlier years did not preserve the scientific © 
accuracy in their observations that is ‘so essenfial for pro- 
gress. Because interpretations were read into radiographs 
which were far in excess of what was reasonably possible 
—a tendency which has not been entirely overcome—clini- 
cians were taught to distrust radiology ; but the more care- 
ful workers in radiology, by painstaking study of the normal 
and by correlation with - pathology, convinced clinicians 
that they could render much help in the elucidation of 
clinical problems. Some radiological evidence is self- 
explanatory even to the layman, and this has resulted in 
the misconception amongst the inexperienced, both quali- 
fied and unqualified, that all radiographs are self-explana- 
tory. In the light of the previous high standard of clinical 
medicine it is amazing that this serious misconception, 

*An Address given at a Special Meeting at the College of Physicians 


of Philadelphia, October 22, 1948, and later at other eu: 
Medical Centres of the United States. 
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associated as it is with the five following very remarkable 
omissions, should have been allowed. to prevail. 
l l D 
. Omissions in Medical Practice © ` 
(1) Failure to realize the importance of, and to carry out, 
a thorough clinical examination before. any radiology— 
radiology being regarded’ as an easily obtained substitute 
requiring little personal effort. On the serious errors in 
' diagnosis and treatment which this has occasioned a great 
‘deal could be written. 
, condition of the patients in these cases would have spared 
' them much mental and physical pain, and ‘the clinicians 
the blame the fruits of which they escape perhaps -too 
often. There would be fewer errors in the interpretation 
of radiographs if radiology was always preceded by a sound 
clinical examination: if one of these must be omitted the 
leašt harm will come from omission of .the radiography 
and most: from omission of the clinical. examination. 

(2) There has been a failure.to learn the bounds: and 
appearances of the normal, and even-the character of the 
artifacts produced by faulty- material and techniques. 
Radiographic methods: have been applied to. the examina- 

tion of structures made visible by contrast media,” and 
operations have been conducted to. remedy “defects” 
long before the appearances of the normal have been 
learnt: when sound knowledge of the normal has with 
time and experience, been acquired the operative measures 
for the correction of some of the “defects” have been 
abolished. This was very noticeable in gastro-intestinal 
radiology. -I am confident that in the. realms of other 
specialties, notably thoracic. surgery and neurosurgery, the 
same sequence will occur, for in these our knowledge 
of radiology, with and | without’ contrast ‘media, is still 
inadequate and incomplete ; yet surgical explorations based 
upon the radiology are many. . ar 

(3) It is often“not realized that the’ initial changes in 
many conditions are indistinguishable from one another, 
and, that serial’ radiographs with continuous clinical exami- 


‘nations over a short or ‘long period may be necessary for. 
\ i To 


elucidating a problem. 


(4) ‘Many have failed’ to appreciate -that the onset of ' 


disease is not associated with immediate changes in the 
radiographic appearances, and that it requires time—what I 
have called .“ the latent negative’ radiographic period,” 


sometimes only,a few days, but sometimes a year or more ` 


(Brailsford, 1946b)—before the changes are-sufficient to pro- 
duce enough contrast density or uregularity of contour to 


alter the radiographic appearances. from the normal ; by. - 


the time these changes are recognizable they:are extensive— 
in some conditions more extensive than the radiographs 
suggest—in some cases~ healing may have commenced. 
Even fractures and other more serious conditions of bones 
and joints may be masked, if displacement has not resulted, 
until secondary changes have developed. oe Ee 

- -(5) There has been a failure to realize that, though the 
disease has ceased its activity, the’ radiograph may -show 
“spectacular appearances.even to the end ‘of an apparently 
normal life—the positive radiographic symptomless period. 


It is questionable whether surgical’ measures with their , 


attendant risks would-be sé often undertaken’ if the full 
importance of this. were understood. In s6me cases failure 
to appreciate omissions 4 and 5 have, on the other hand, 
led to the disregard of active-clinical signs or recent injury 
when radiographs have shown ho sign of change or only 
the typical evidence of-old healed lesions. -You may ask 
what evidence I have of these omissions.’ 1L believe you 
could obtain-such evidence from the activities in many 


\ 


Careful attention to the clinical > 


Pal 


hospitals, but the strongest evidence is in the boosting of - 
mass radiography. ee = 
3 Mass Radiography: .- 

I have’ recorded elsewhere (Brailsford, 1945a, 1948a) the 
‘serious limitations, erroneous interpretations, and liabilities 
of mass radiography. and the relative poverty of its con- 
tributions to ‘preventive medicine. Undoubtedly it has an 
important propaganda value, but it-is the propaganda of: 
fear by which the public—yes, and the medical students—. 
‘are being frightened into the erroneous belief that active 
. progressive disease is symptomless and only the radiograph 
can reveal it. It-can be proved ‘to have been responsible 
‘for the infliction of much unnecessary mental and physical 
pain. . "ES 

Mass surveys are. essentially bureaucratic regimentation 
measures designed by officials and enthusiasts who appear 
not to have the knowledge of the five omissions or the 
experience to judge the efficiency of the measures adopted, 
and, while they themselves are spared the rigours and 
anxieties of the general practitioners attending to the sick, 
would decry the contributions. of these latter doctors to 
the reduction of the incidence and mortality from tuber- 
culosis. Mass radiography has not added anything new 
to our knowledge of radiography of the chest. The evi- 
dence obtained by it has been used to re-emphasize the ° 
‘fact that about 4 per 1,000 of the population have signs 
of active tuberculosis ; but not enough importance has been 
placed on the other confirmatory evidence ıt has yielded 
—i.e., that at least ten times as many persons, or 40 per 
1,000, have had fairly extensive disease and recovered from 
‘it without knowing of its existence and in most cases with- 
out having- lost: time from work. Had radiography beén 
applied ‘to all these at the stage when the appearances . 
Suggested. activity it would have inflicted on them the 
dreaded’ stigma of ‘tuberculosis and seriously interfered 
with their lives without contributing any good. A little 
reasonable education in hygiene would have accomplished 
much more, at less expense in money, equipment, buildings, 
personnel, and above all in feelings. 

-Because there would appear to be conditions of medical 
Service which permit ccstain cases of pulmonary tuber- 
culosis to be overlooked by medical officers is an indica- 
\tion not that the progressive disease is symptomless but that 
the clinical examinations are poor ; for when- such patients 
return home the diagnosis is made by the parents, con- 
-firmed as grave by the general practitioner, and registered 
as deadly by the consultant a few days before death. The 
greater the percentage of cases of unknown progressive 
tuberculosis discovered by mass radiography, the poorer 


“the clinical medicine that has been applied. 


Spectacular radiographic evidence of tuberculosis, as well 
as other conditions, may persist for many years, during 
Which it is symptomless because it is quiescent or healed 
and of little: importance from the point of view of infec- 
‘tion, The: most successful surgical results have been 
obtained in cases which have previously healed them- 
selves and are symptomless. Reversal of the radiographs 


. —~Le., showing the last in ‘the. series first and the first: last 


—ts-worth doing, for it will often indicate what appears 
to be a miraculous cure, particularly when the series 
includes a number of radiographs taken at intervals in 
the early days,- during which no change occurred prior to 
the surgery. : So = 

I find it difficult to reconcile the views of modern clini- 
clans on tuberculosis. If one examines the serial post- ” 


_ operative radiographs, tries to evaluate the risks run by 


the patients, and compares the end-radiograph. with the 


+ 
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'- one which incited the surgery, one finds it difficult to 
believe that the latest radiograph satisfies, or that it justi-- 
fies the measures adopted. If the inciting radiographic. 


_, features were unaccompanied by signs and symptoms these ` 


post-operative radiographic appearances of mutilations are 
certainly not without them. There would appear to be no 
more justification for removing a healed or quiescent lesion 
of the lung (which would not have been suspected if there: 
had been no'radiograph) than of any other structure, or 
in fact for removing any normal ‘tissue; since valuable. 
healthy lung is removed. : E 
Though patients ‘derive ‘great benefit in ‘those sanatoria 

where mental and physical: rest, good fresh air, and food 
are the essential characteristics of treatment, they have to 
return to the debilitating influences of the poor home which 


broke down their resistance. The best place to treat tuber- ` 


culosis is the home, and only those efforts which ‘are 
designed to make the latter fit for living in are likely to 


cut out tuberculosis effectively and permanently. The best : 


preventive medicine is that aimed at prevention, not that 
which’is aimed at treatment of disease that could have been 
prevented. The lack: of sincerity and fairness in this propa- 
ganda is shown in the recent report of the Brookings 
Research Institute, which states that tuberculosis is three 
times more’ prevalent in coloured than in white people and 
syphilis six times more common. The unfortunate indi- 
vidual labelled as tuberculous is subjected to all the dis- 
advantages which the- stigma of this disease brings—.e., 


inability to. insure, estranged social and business contacts, : 


and other serious interferences with life and liberty ; 
whereas the stigma of syphilis, the loathsome contagious 


disease to which innocent persons can be subjected, is © 


treated with all privacy, though with effective measures it 
“could be stamped out. . Ny 
Radiography and Clinical Medicine 

In spite of all these drawbacks to mass radiography of 
' the chest I believe it could be used for the groups I have 
enumerated. But there are signs that the degeneration of 
. clinical medicine is spreading. with the aid. and at the 
expense of radiology: it will ultimately bring radiology 
into disrepute. In a recent English newspaper it was stated 
that “one in every 20 people in Britain—or over 2,000,000 
—suffers from rheumatism. So- it has been decided to, 
mass-radiograph the joints of groups to ascertain the extent 
of the disease. When the unit is in ‘operation it is pro- 
posed that every one of the 73,000 miners in the area will 
- be x-rayed whether he has rheumatism or not.” As pointed 
out by-an orthopaedic surgeon in a letter of appreciation 
` of my opposition to this type of activity, “ The whole thing 
is really an attempt on the part of some people to increase 
the'number of attendances of their patients to astronomical 
figures and to increase ‘similarly the work of other depart- 
ments, andon the strength of this to increase the number 
of staff. The result of this is, of course, that with a very 
' large staff the man in charge must be a very great person,” 
Mass ‘radiography. of the stomach is being used in one 


famous American hospital (surprisingly enough, in one to , 


which a former physician brought great fame by’ his con- 
tributions to clinical medicine) for the detection of early 
` malignant disease, and claims have been made of tests 
_ which reveal its presence. This might well incite further 
' extensive mass radiological investigations. I believe one’s 
energies in this direction could favourably be ‘reserved until 
-a cure for malignant disease has been discovered ; then it 
could be applied enthusiastically with all skill. ` 

There are other spheres in which the use of radiology 
not only fails to spare the patient pain but actually incites 


p 


the infliction of pain by the performance of investigations, 
including surgery, which can be regarded as little else than 
meddlesome. I heard a professor of medicine at one of 


‘the universities urge that ventriculography was a useful, 


harmless, and painless method of- investigating the cause 
of headaches. I saw the exhibition of radiographs ,of a 
patient with three aneurysms of ‘the aorta; one of which 
showed radiographic evidence of erosion of the~sternum 
and ribs. This patient sought the doctor because he had 
pain, and it should be our first duty to relieve that pain ; 
yet this evidence did not incite the observer ‘to pity, but 
to inject the aneurysm with opaque media to provide spec- 
tacular eviderice of the. extent of the lesions—knowledge 
which could not be of the slightest use to the patient, but 
which apparently satisfied the callous inquisitor. 


Radiology in the Curriculum 


Radiology is being brought increasingly into the medical 
curriculum, ‘Unfortunately, I repeat, its chief use appears 
to be to obtain quick answers with the least effort on the 
part of those demanding it. It has been brought into the 


study of anatomy. Instead of realizing that it merely gives . 


additional information, and in no way diminishes the need 
for training in the dissecting-room, we find the hours 
devoted to anatomy and the basic science being reduced 


‘to provide tirhe for specialized subjects. Students are being 


taught to be “ scientists ” and not doctors. The truth of this 
is seen in the difficulty in getting young men to practise 
in the country, where they have not at their elbow x-ray 
equipment and laboratory services, on which they have:been 
taught to depend. To provide them with these facilities is 
not the answer for good clinical medicine, since their train- 
ing in this has been ineffective and in these specialized 
fields but superficial. Recently I was amazed to hear 
that a medical student, induced by a spectacular film on 
rehabilitation to give up the doctor’s course and take up 


physiotherapy, had been told by the Physiotherapy Society. 


that the university course in anatomy was not of a suffi- 
ciently high standard-to permit of exemption from their 


preliminary’ examination in anatomy. Surely the medical ` 


course ought to: be superior to that used by any auxiliary 


' medical services, for the work of the latter must neces- 


sarily be under the direction of the doctor, and any con- 
tribution which radiology makes to this down-grading in 
training should be eliminated. ‘I know that radiologists 
are called upon every day to demonstrate not less but 


more anatomical structure, and we do it at the demand 


of the clinician. More attention to anatomy may deprive 
the student of hours of specialized scientific research, 
but it might spare him (and the’ patients) the pain 
expended in unnecessary investigations of little use in 
treatment: 

' At'a recent discussion on the role of radiology in the 
teaching of anatomy it was stated that, while it was reason- 


able to give students barium meals and allow their col- - 


leagues to study the passage throughout the alimentary 
canal, it was not considered’ reasonable to .allow their 
colleagues to inflict barium “enemata upon them. I urged 
that as a teacher I felt it was a duty to teach the subject in a 
manner that the students would not forget, and therefore 


it might be a, good thing if they performed upon one an- 


other every type of injection, including ventriculography, 
myelography, arteriography, etc. In this way they would 
be taught in an indelible manner by the unskilful hands 
of their colleagues just what such examinations mean to 
the patient. It might cause them to consider the patient 
and to: insist on skill and the reservation of such investi- 


‘ gations to the last ‘resort, after all other investigations had 
i ` , 
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' been made and.it could’ be reasonably: thought that such, 
investigations would be of value. 

If after a thorough clinical examination by an experi- 
enced clinician, assisted ‘by such plain radiography as that 
indicated, it is thought that injection of, opaque media 
would help in the treatment of the patient’s condition, I 
am of the opiħion ,that that injection’ should be done 
by the- clinician desiring the information—presuming, of 
course, that the latter has sufficiently studied the technique 
and acquired the necessary skill. It is probably on the 
evidence so obtained that operative or other treatment will ` 
be employed ; therefore it must be done with every care 
and with skill, recognizing the great responsibility. Too 
frequently it is left to inexperienced house-men, as will be 
seen from radiographic studies of the results; these are 
often vitiated by faulty techniques unskilfully applied and 
therefore useless. 
merely to obtain “a pretty picture” or to satisfy curiosity, 
for they aré done at the expense of mental and physical 


pain and unknown ,risk to the patient, who has come to ` 


us trusting-in our faith and ‘high calling to relieve pain. 
Scientific data are too frequently sought at the expense of 
human and animal pain and sacrifice. In the long run this 
action can result in atrocities, cruelties,' or licensed murders, 
' as we have learned from the report of Czechoslovak doctors 
on medical atrocities in prison camps. Little credit is due 
to those who would “ wade through slaughter to...a ‘throne, 
„and shut the gates of mercy on mankind.” i 


By radiography we'can now ascertain the nature of the > 


majority of bone tumours '(Brailsford, 1948c) ; we can say 
whether they are due to developmental irregularities, defi- 
ciencies, or endocrine disorders, to trauma, inflammation, 
or neoplasm, Regarding the last-named, we can recog- 
nize the ‘usual simple tumours, and by -serial radiography 
and continuous clinical observation détermine in’ a large 
proportion of such cases whether malignancy exists. All 
this we can ‘do without inflicting any pain, and the more 
attention We pay to such radiography the fewer will be 
the cases which we fail to diagnose. ` There is a modern 
' tendency to cut down and explore every bone tumour. 


Spectacular radiographic appearances are allowed to incite’ 


this activity even when they are discovered accidentally 
during other investigations, and such radiography is doing 


more harm than good. There seems to be a widespread | 
erroneous belief that the last word in the’ diagnosis of 


Such injections should not be given’ 
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departments and hospitals -are so much the poorer because 


‘this valuable material is lost to the general use of the 
» hospital and the special use of the radiologist. 


Radiology 
knows no bounds of specialization. The radiograph is a 
measure of the relative density and a record of the con- 
trast outlines and structures of all tissues on and between 


‘the two skin surfaces which bound the area. We therefore 


need -radiologists who understand all the evidence pre- 
sented to inspect the whole, for there is a tendency on 
the part of specialists to be obsessed by evidence which 
appears to involve their specialty. Only good can come 


,; from whole-hearted co-operation, but harm will result to 


patients from seclusion and isolated activities, for which 
the responsible person may be called upon to bear the 
` blame. 

Requests for x-ray examinations are made on forms 
which have a space with some such heading as “ Con- 
ditions -revealed by the clinical examination on which 
radiological evidence is required.” Those clinicians who 
co-operate and desire all the help which the radiologist 
can give, the men who really taught me my radiology, fill 
in this space with facts gleaned from the clinical examina- 
tion that are invaluable to the radiologist. Those men who 
ape a knowledge of radiographic technique and want the 
radiographs, but no „assistance otherwise, use this space 
for giving instructions with certain cryptic signs, designed 
to impress’ the radiologist with their great knowledge of 
radiographic technique, such as, “ A.P. and L.,” and if they 
wish to display their profound knowledge they add also, 
“P.A, and oblique.” Such requests fail to convey any 
suggestion of confidence in the radiologist, and certainly 
do not invite him to share the responsibility ; consequently 
-he loses the stimulus for good work and the patient’ suf- 
fers accordingly from the defective interpretation of the 
radiographs. 

Radiography, together with other ancillary services to 
clinical medicine, is being used extravagantly and is one 


. of the ‘chief contributors- to the increased cost of medical 


service. 


An American Experience 


During. my tour of the United States I went into one 
large department and was shown the latest and most expen- 
sive equipment operated in conjunction with a photo-electric 
cell, the latter replacing the brain of the technician. The 


bone tumours can be obtained by histological examination. . films were processed in an automatic developing unit, from 


We can show (Brailsford, 1948b) that, given adequate study, 
radiology offers greater ` accuracy and that the infliction 
of biopsy with ‘ali its risks is SINEERA and of little 
value. 

Radidlogy is a whole-time iy: and the caréful radio- 
‘logist will discover something new each day, so: infinite 
are the variations of and departures from the normal. 
To say that we have not seen a certain thing, and by 
so ‘doing imply that it does not exist, is not a testimony 
to great experience but a confession of ignorance’ ‘The 
chances are, as my expérience shows, that within a few 
days or weeks an example or examples of such .a con- 


dition will occur in practice, and many more will probably ` 


be found in the literature. .In a previous paper (Brailsford, - 


1945b)- I have recorded the abuses to’ which madiology is 
put ;- they. still continue. a E 


4 — ie oF vo 
R A: Modern Tendency l 
There is a modefn trend for the members of various 
‘specialties to gather together and seclude the radiographs 
illustrating conditions with which they. deal, and the x-ray 


4 


to stamp a large pack of reports. 


which they issued as a \finished product. I asked to be 
shown the next unit, and in; reply to the question, “ What 
is that?” gave the answer, “The machine for turning 
out the reports.” “Take a seat and wait a few minutes,” 
I was instructed; “J think we can show you that.” A 
junior member of the staff appeared a few minutes later, 
took out a stamping-machine from a cupboard, and began 
One of these was handed 
to me with the remark, “ Does that satisfy you?” The 
report sheet with the name of the patient had been stamped 
‘with the report “ Normal” and: the ‘radiologist’s signature. 
On inquiry I was told that about 80-90% of the reports 
were of this nature. I said, “ Now, this is interesting, for 
I have. just come from San Francisco, where the President 
of the North American Radiological Society gave an address 
in which he'said that three of the leading radiologists of 
America had examined a large-series of radiographs and 
their reports showed a difference of opinion amounting 
‘to something like 30%.” I asked whether it would not 
be better simply to stamp all the reports “ Normal,” for 
then we should have'a discrepancy of only between 10 and 
20% ; or would it not be advisable to avoid radiology 
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entirely owing to its expense: probably the best thing 
would be for clinicians to use radiology intelligently and 
thus cut down hospital expenses and treatment of the 
patient. 


Radiology an Aid to Study 


It is thought, by those least qualified to judge, that radio- 
logical knowledge is now so general that there is no need 
for anyone to specialize in radiology. But is not clinical 
medicine or surgery a full-time study, leaving little or no 
time to acquire adequate knowledge of radiology? I 
would remind you of the valuable contributions which were 
made to medicine and surgery before the advent of radio- 
logy, when clinical medicine was unhampered by multiple 
ancillary departments. There is a tendency to-day to desire 
quantity rather than quality; to report on 1,000 incom- 
pletely investigated cases’ in which calls have been made 
on all ancillary departments, rather than.on one case after 
careful clinica] examination over a period. Sir James Paget 
‘studied one case of osteitis deformans during the 20 years 
of its development and then described it. His description 
is as valuable to-day as when he contributed it. He had 
not the advantages, perhaps the disadvantages, of distrac- 
tion of the ancillary services of radiology, biochemistry, 
etc., yet his description of his one case was so complete 
that little has since been added to our knowledge of that 
disease by many who have made great demands on ‘these 
ancillary services-in the investigation of many thousands 
of cases. 

Radiology is now eod as an essential aid to thë 
study of anatomy, physiology, patħology, clinical medicine, 
surgery, and midwifery, and medical .students must now 
be taught something of its possibilities throughout their 
university studies. This will result in a better and more 
complete knowledge of the possibilities of radiology, but 
this wider knowledge will mean that the radiologist, if 
he is to retain his high status and earn and keep the 
respect of his colleagues, must shoulder greater responsi- 
bilities and acquire an ever-increasing knowledge, for he 
can claim to be the general practitioner of the specialists. 
He should be in a position satisfactorily to render full 

co-operation to each. 


hi 
Conclusion 


It is fitting that in this City of Brotherly Love one should 
preach the gospel that radiology attains its highest perfec- 
tion in the contribution to the relief of human suffering 
only when it is directed to spare the patient pain. 


Wilhelm Konrad Roentgen (Brailsford, 1946b) was a . 


man with sagacity and great ability. His observations were 
‘keen and extremely critical ; he recorded them clearly, con- 
cisely, yet exhaustively, and: with scrupulous care. His 
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In 1908 Ernest Miles published the details of his operation 
for cancer of the rectum. Based as it was on close anatomi- 
cal studies of the potential zones of spread of the disease, 
the abdomino-perineal excision came to be regarded as the 
standard operation for the treatment of cancer affecting 


_ any part of the bowel between the lower sigmoid and the 


~ 


modesty, ‘honesty, sincerity, and integrity to his science 


and his friends helped to secure his immortality. We follow 
in the footsteps of a great master, and it is fitting that I 
should end with the words of your great countryman: 


: “Lives of great men all remind us 
We can make our lives sublime, 
And, departing, leave behind us 
' Footprints in the sands of time.” 
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‘an already discredited field.” 


anal canal. No limitation of the excision was regarded as 
permissible, no matter at what level the growth was sited, 
and it is only in recent years that doubt has been cast on 
the necessity for sacrificing the sphincter mechanism in 
those cases in which the neoplasm lies above this 
region. 

Surgery in this country has remained very true to the 
teachings of the great master of proctology, and little 
has been published in the English journals in favour of 
sphincter-preserving operations. But in America much has 
been written and many divergent views have been expressed, 
and as great a surgeon as Rankin (1947) has said, in con- 
démning all such operative procedures: “ Sphincter-saving 
operations are little more than local excisions for cancer 
below the peritoneum. I had thought that the question of 
colostomy had been definitely settled 20 years ago, but 
apparently a new generation insists on a re-exploration of 
On the other hand, Babcock 
(1932) and Bacon (1945) champion such operations in the 
majority of cases. Lynch (1945) goes so far as to say, in 
commenting upon recent pathological investigations: “* It 
permits one to discard entirely such radical and unnecessary 
operations as that popularized by Miles.” 

Perhaps a far more acceptable opinion is that of 
Wangensteen (1947), who has recently said: “ A tempered 
ambition to save the rectal sphincter, as well as to cure 
the cancer, is a praiseworthy objective in suitable cases of 
cancer of the upper rectal ampulla.” 

Support for this point of view is to be found in the 
follow-up figures of Babcock, in which, of over 80 patients 
considered suitable for a sphincter-preserving operation, 
50% survived disease-frec for five or more years. Such 
figures can hold comparison with any series in which the 
wider abdomino-perineal operation has been performed 
for similarly sited growths. 

Until the late "thirties the idea of sphincter-preserving 
operations had lain largely dormant for three decades. 
Before Miles came to tower over his contemporaries limited 
excisions and anastomoses had been explored by the great 
surgeons of the latter end of the last century and the 
beginning of this. But enthusiasm for their methods was 
quieted by the logic of the great man. Maunsell (1892) 
had described a combined abdominal and anal approach 
in which continuity was achieved after excision of the 
rectal growth. Balfour (1910) described C. W. Mayo’s 


` method of resection and anastomosis, again by a similar ` 


approach, but these very limited excisions were rightly 
relegated to the past. Later, Lockhart-Mummery (1934) 
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employed a method of restoration of ‘continuity, but. 
abandoned it as being too limited in- its extent. i 


ge ` Lymphatic Spread in Rectal. P 


What, then, ‘has caused this controversy: to break out 
once again? In 1935 -Gabriel, Dukes, and Bussey pub- 


lished their paper on the lymphatic spread in cancer of . 


the rectum. ‘In. 1938 -Gilchrist and David published ` a.’ 
similar work, and in 1940. Coller, Kay, and MacIntyre 
studied the regional metastasis: in this disease. 

From these and similar. .papers it appears that the down- 
ward and ‘lateral “spread of the disease had been over-' 
emphasized by -Miles. -In those cases in _which the 
neoplasm is sited from 6 to 7 cm..or more above the ‘anal 
orifice such Spread occurs only in a’late stage of the disease, 
when the haerhcrrhoidal lymphatics are already blocked 
by metastases. und when the progress of the cancer has’ 
reached an advanced stage. „It thus appears that, provided 
the upward zone of spread can be eradicated, and provided ~ 


„a “suitable ‘length of bowel is resected below .the macro- 


scopic margin of the tumour, a ‘radical removal of the 
area of lymphatic spread can ‘be performed with sphincter 
‘salvage and avoidance of a colostomy: 

With fegard to ‚the submucous spread of the disease 
.below the margin ofthe tumour, most pathological opinion 
is that it is very limited, and, indeed, such opinion was held 
by Miles (1936) as well. - Black and Waugh (1948) suggest 
that it extends only to a maximum of. 3 mm. from the 
tumour edge, but it is generally ea more extensive 
than this. r` f 

Nevertheless, the interpretation of these pathological , 
‘findings must be! correlated with the ` post-operative history .- 


. of the patients. To his cost Wangensteen (1945) has found 


$ 


this out, ‘and he has said: “‘ Whereas Coller and his asso- 
Clates failed to. find evidence of lateral lymphatic spread 
in lesions lying more than 3 cm. above the ano-rectal line, 
I am convinced from the experience with low-lying fixed. 
lesions that an operation which does not excise the levatores 
ani in Juxtaposition to the bowel invites ‘recurrence. i 


Sphincter-preserving Operation l Maar vat 


' However, in selected cases a sphincter-preserving opera- 
tion seems likely to carry as.good a chance of recovery 
as the more extensive abdomino-perineal , excision.. «Such 


an operation.does not-mean a local excision. The upward 


extent of -removal must be as wide as in the operation of 
Miles. The clearance of pelvic peritoneum and underlying 
fascia, the removal of the tissues behind the rectum lying 
between. it and-the sacrum, and the excision of as much of 
the diaphragmatic ‘portion of -the-levatores ani complex as 
is possible must all be included in the. dissection. 

It is for these. reasons that T do not regard’ an anterior 
resection operation aš radical enough in its extent. Babcock’s 


-operation fulfils ail the. anatomical requirements, but the 


interference with the sphincters ‘at the time of operation” 
is, I believe, something to bes avoided if- that can be ` 
achieved. a 

Removal by the combined abdominal and' -perineal routes, 
with primary suture of the bowel at the time of operation 
and ‘leaving the sphincter’ mechanism’ untouched! is, I 


believe, the. best approach. Reconstructive abdomino- pi 


perineal excision of the’ rectum \ undoubtedly. caves the. 


patient with „good faecal control. es - 


In America this procedure was first suggésteď by Pratt 


(1938), and no doubt it has been tried by some proctologists 
in this country. It ,is not widely , known, and , is deserving, 


~ 
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‘anal verge. 


after mobilization of 
,as the mesocolic. Mare of the pelvic colon. 


of Partie: record. In addition, certain modifications. of the 
technique are worth emphasis. 


Indications’ ‘for the Operation: (1) The lower palpable 
margin of the:neoplasm must :be. atleast 7-8 .cm. from the 
(2) -At operation there must be no evidence. 
of extensive extramural - ‘spread. (3) :If secondary. deposits. 
are present in the liver, or if there are advanced metastases 
in the aortic nodes,. the sphincter-preserving ‘operation is 
the one of choice. It offers. the patient the greatest comfort 
in his! remaining span. of'life. 

j m Operative Technique 
Ten, days before the main operation transverse colostomy 
is desirable. In any case, if not performed before the main 


procedure it should be carried out at the .end of the 
abdominal part of this operation. Faecal contamination of 


the perineal wound is thereby avoided ‘should there be any 
breakdown in the ` perineal anastomosis. The remaining 
~ pre-operative preparation of the patient is ‘the routine 
employed prior to Miles’s. operation. 

Immediately before the operation an assistant passes a , 


short sigmoidoscòpe and packs the rectum below the growth 
` with- cotton-wool soaked in 1 in -1,000 perchloride of 


mercury. This is an important detail. There is no doubt 
that during. the manipulations of the rectum through the 
abdominal incision small portions.of a friable growth may 
be’ broken off. -When the rectum is subsequently excised 
through the perineum these smali fragments may become 
implanted i in the line ofthe anastomosis, giving rise to what 
is apparently a local recurrence. By- packing the rectum 
with cotton-wool the small fragments of growth are held 
up and’ prevented from „contaminating ‘that area -of the 
bowel through which ‘the resection is going 'to be carried 


out. á ` 


The initial stages of the operation aré those of the 
abdomino-perineal ‘excision. A left paramedian incision 
is preferable in view:of the fact that mobilization of the 
descending colon to a higher level is required. The pelvic 
peritoneum is incised in routine fashion and the rectum 
separated, from the bladder, ‘from the sacrum, and, by- 
_ dividing the lateral ligaments, from the lateral pélvic walls. 


ra 





late showing the division of the mesocolon 
e bowel: ` The.division5is carried out as far 


l FIG. ar eee 


` 
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The vascular supply to the lower pelvic colon and rectum 
is then divided. Vascular anatomy in this area varies, but 
the main ligature is usually placed around the inferior 
mesenteric artery below its first sigmoid branch. The meso- 
_ colon is divided outwards close to the remaining vascular 
channel upon which the blood supply of the proximal colon 
is to depend. The division extends as far out as the margin 
of the bowel (Fig. 1). \ 


The descending colon is then reflected inwards after 
incising the peritoneum, if necessary as high as the splenic 
flexure... This inward reflection of the gut gives small 
though valuable increases in downward mobilization. Divi- 
sion of the fibro-fatty bands amongst the arterial arcades 
of the mesocolon gives further mobility when required. 
It is essential that that point of the pelvic colon opposite 
.:the divided mesocolon is freed sufficiently to permit its 
reacning down as far as the coccyx without undue tension. 
The mobilized bowel is pushed down into the pelvis and 


the pelvic peritoneal floor re-established. This is carefully- 


sutured around the 
emerging loop of 
pelvic colon (Fig. 2). 
The abdomen is 
closed. 


The patient is now 
turned into the right 


curved skin incision 
is made extending 


margin of the anal 
orifice to the level of 
the lower sacral seg- 
ment. The flap is 
-reflected downwards. 
The sacrococcygeal 
joint is then identi- 
fied and a knife 
pushed into this. The 
coccyx is severed 
from its 
attachments, and by 
continuing the sweep 
of the knife forward, 
first in the upper part of the wound and then in the lower, 
the corresponding posterior halves of the diaphragmatic 
portion of the Jevatores ani muscle are severed. The coccyx 
is separated from its attachments and removed (Fig, 3). 
The bowel is then drawn out from the perineal wound 
with ease. In the distal end of the wound, the pubo-rectalis 
muscle is identified, curving in sling fashion around the 





Fic. 2.—The mobilized bowel has been. 
packed into the pelvic cavity and the 
pelvic peritoneal floor is being re-estab- 
lished. It is sutured around the emeiginge 
loop of pelvic colon. 


rectum and merging inti- 
mately with the internal 
sphincter. A crushing-clamp 


is placed across the bowel, at 


palpable margin of the 
growth. The bowel is divided 
below this clamp, between it 
and the internal sphincter 
complex, With diathermy. A 
spring clamp is placed on the 
pelvic colon, proximal] to the 
line of division of the meso- 
colon. The bowel is divided 
between this and a crushing 
clamp placed distal to it 
(Fig. 4). A few cuts with the 





Fic. 3.—The curved skin flap 
has been turned down and the 
coccyx removed. 


lateral position. A, 


from the posterior. 


sacral 


least 3 cm. below the lowest . 
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knife separate any 
remaining attach- 
ments of the divided 
posterior portions of 
the levatores ani, and 
the excised bowel, 
with its attached 
tissues, is freed. A 
Specimen removed 
by the operation iS 
shown in Fig. 5. 

It remains to 
anastomose the ano- 
rectal stump with the 
distal end of the 
pelvic colon. The 
latter is of course 
covered with peri- 
toneum, but the 
former has no such 
protective covering. 
Anastomosis in two 
layers, with subsequent reinforcing sutures, must be carried 
out with exacting care (Fig. 6). For the first layer of sutures, 
anastomosing the anterior fibro-muscular rectal wall to the 
anterior sero-muscular Jayer of the pelvic colon, interrupted 





Fic. 4.—The mobilized bowel has been 
brought out of the wound and the resec- 
tion is proceeding. 
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Fic. 5.—The specimen removed by the operation described. 


thread sutures are best. A continuous catgut suture is then 
used. This passes through all layers of the opposed edges 


-of the two ends of the gut and, on completion, continuity 


of the lumen of ‘the 
bowel is restored. 
The second layer 
of the posterior part 
of the anastomosis Is 
also made with inter- 
rupted thread 
sutures. 

The line of anasto- 
mosis is reinforced 
with sevcral stitches 
and the wound is 
closed with drainage 





of the presacral 
space. l ; 
a : Fic. 6.—Anastomosis of the anal stump 
Post-operative and the end of the pelvic colon in two 
Treatment layers has been started. To the left of 


the diagram the internal sphincter 


This is similar to complex is seen. 


that of any major 
abdominal procedure, the drainage-tubes being removed 
after three or four days. i 

Provided that the division of the pelvic colon is made 
obliquely, thus ensuring an adequate blood supply to the 
anti-mesenteric margin of the gut, breakdown of the 
anastomotic line is unlikely. Should this occur, although 


‘the perineal sinus that forms persists for some time,-it is 


not necessary to postpone closure of the colostomy until it 


` 
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Bald Ason AA NEW MECHANISM OF VITAMIN 


-rectal examination ‘a ‘DEPRIVATION 


| l ae Sine > WITH, SPECIAL REFERENCE TO THE SPRUE 
| f i ‘bowel lumen ae | SYNDROME | 
E adherent to. sur- . BY 
a Aee oe A. C. FRAZER, M.D., D.Sc, MRCP. 
than the tip of -the , (From the Department of Phaririacology, University of 
" little- finger, repair of. . ` Birmingham) 


the colostomy can be 
effected (Fig. 7., Vitamin deprivation may be of dietary, intestinal, or 


a , tabolic origin. 
ed stools will "S 
ty by-pass the Dietary Deficiency of Vitamins.—Vitamin deprivation 


‘small sinus'(Fig. 8) Was ‘originally based on the conception of dietary defi- 
and be evacuated: ciency. The classical cases of scurvy which occurred in 
‘through the anal sailors on long sea voyages may be a-true example of this 
; = a : canal. . type of deprivation. Beriberi and pellagra, on the other 

FIG. 7—Abdomen of patient following ik has been found hand, can hardly be regarded as simple vitamin deficiencies 
papas for secondary deposits ii the ee Sat fae come monhe (Williams, Mason, Wilder, and Smith, 1940; Meiklejohn, 
has been carried out through a left sub- afer the operation 1940), although some of the main features of each condi- 


costal, incision. i f k 
x rectal ‘sensation is tion can be reproduced in animals by selective deprivation 


` cious that the of thiamin or nicotinic acid. It is quite clear that the diets 

med ad he paent inot acne EN Dace a talian ham pes 
Glycerin supposi-_ are grossly deficient in many other dietary essentials. The 

\ tories: are of great selective dietary deficiency. of one vitamin is not likely to 

help in aiding regu- OCCUr under ordinary conditions of life, but such selective 
lar evacuation, and {deficiencies may be induced by the destruction of vitamins 
with these the patient during processing, cooking, or digestion of food. Thus, 
rapidly procures the vitamin C is well known to be relatively heat-labile, and 
habit of normal 22 otherwise adequate diet may be rendered deficient in 
bowel action. - this vitamin by faulty cooking methods. Again, vitamins 
- A and E are readily destroyed by oxidation. Oxidative 
rancidity of fats included in the diet may destroy these 
routine procedure vitamins, with consequent deprivation (Mattill, 1938; 


for the treatment of Whipple, 1936). i 

‘carcinoma of the. Intestinal. Deficiency—tThe signs and symptoms of 
rectum, but it is sug- vitamin ‘deprivation’ may occur even ‘though the diet 
gested ,that in the contains an adequate supply of vitamins and in the absence 
type of cases of any evidence of destruction. This may be due to faulty 
described it is of digestion of the vitamins, or to their inclusion in unabsorbed 
value. So faras can „residue. The latter may occur when large quantities of 
Fic. 8.—Healing perineal wound. A be ‘established by liquid paraffin are taken, resulting in absorptive deficiency 
a sinus ,is still present a the lower „pathological investi- ', Of fat-soluble vitamins (Andersen, 1938). Alternatively, 
: i -gation it is sound in the mechanism of absorption of the vitamin may be defec- 
its concept, aa anatomically its boundaries of excision are tive. Thus, in obstructive jaundice, low blood prothrombin 
, wide. It seems to be well worthy of trial in selected cases, due to inadequate absorption of vitamin K may occur. 
and especially for those to whom a colostomy would, prove Bile ‘salts assist the absorption of this vitamin (Lord, 
an intolerable: burden. Andrus, and Moore, 1940). The condition can be corrected 

_ by the parenteral’ administration of vitamin K. 





, This operation. is 
not advocated as'a 





REFERENCES Metabolic Failure —Theoretically, faulty utilization of 

: sae w. pe a fines Obstet., aes 627. > absor5ed”vitamihs ‘might occur. It is difficult to establish 
- Balfour, D. C. (1910). Ann: Surg, 51, 239. vitamin deficiency in such a condition, since even parenteral 
| Black, W. A, and Waugh, J. M. (1948), Surg. Gynec. Obstet., 87,° administration of the vitamin may give no response. Faulty 
457. utilization of vitamin A has been described in cases of 
ao, BA A., Kay, E. B., and MacIntyre, R. S. (1940). Surgery, alcoholic cirrhosis (Patek and Haig, 1939). Faulty phos- 
Gabriel, W. B., Dukes, C. E, an d Bisscy. H. s, R. (1935). Brit. J.- phorylation was thought to account for certain riboflavin 

~ Surg., 23, 395. _ deficiencies (Verzar and Laszt, 1936), but the relationship 
Gilchrist, R. K; and David, y. C. (1938). Am. Surg., 108, 621. of this deficiency to the adrenal cortex has not been sub- 


Lockhart-Mummery, J. P. (1934). Diseases of the Rectum and Colon:  stantiated (Nelson, 1940 ; Ferrebee 1940). A second form 
Bailliére, Tindall and Cox, London.’ :. ’ 


Lynch, J. M, Quoted by Bacon (1945): `} ss of metabolic fault -is defective : synthesis. This may be 
Maunsell, H. W. (1892). Lancet, 2, 473. ’ observed in the case of vitamin D. The incidence of 
Miles, W. E. (1936). Post-Graduate Surgery, vol. 1, p. 1435. Medical rickets was particularly high in smoky industrial towns in 
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Nicotinic ‘acid, and/or pyridoxin. 
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with ultra-violet light. Absence of effective sunlight may 
thus be more serious than dietary deficiency of the vitamin, 
and vitamin deprivation in such cases may be at least partly 


metabolic in origin. 


Vitamin Deficiencies in the Sprue Syndrome 


Vitamin deficiencies have been studied and a number of 
relevant investigations have been made in a series of cases 
of defective fat absorption 'in Birmingham (Cooke, Elkes, 
Frazer, Parkes, Peeney, Sammons, and Thomas, 1946). The 
results of these studies may be briefly reviewed. 

_ Relatively Transient Nature of Deprivation—In chronic 
cases of the sprue syndrome the fat-absorption defect persisted 
more or less unchanged over long periods. From time to time, 


_ however, the, patient might complain of an exacerbation of 


certain symptoms—especially diarrhoea, with large, bulky, 


‘fermenting stools, sometimes associated with a sore ulcerated 


tongue and sore eyes. The haematologicalchanges also showed 
exacerbations and remissions. This group `of signs and 
symptoms seemed to come and go—as though SUPERASEN on 
a more constant underlying defect. 

Nature of Deficiencies —The commonest diaaa signs and 
symptoms were‘ those affecting the tongue and eyes. The 
majority of cases of sprue showed signs of glossitis. From 
timé to time the tongue became enlarged, sore, and ulcerated, 
scarlet-red or magenta in colour, the conjunctival vessels might 
be injected, and the eyes sore, with excessive lacrimation and 
photophobia ; cheilosis was also frequently seen. These changes 
were commonly .associated with deprivation of riboflavin, 
Various haematological 
changes were also often observed. Macrocytosis was almost a 
constant feature of the sprue syndrome (Cooke, Frazer, Peeney, 
Sammons, and’ Thoimpson, 1948). These haematological changes 
were attributed to deficiency of folic acid and possibly other 
members of the vitamin-B complex. In occasional cases other 
vitamin deficiencies were observed. 

Effects of Therapy—In most cases of riboflavin, nicotinic 
acid, or pyridoxin deficiency in sprue parenteral] administration 
of the appropriate vitamin fraction caused dramatic relief of 
the signs and symptoms of deprivation. Small doses were 
effective. In many cases very large doses of the vitamin were 
effective orally., It was not uncommon to find that the adminis- 
tration of-one of the vitamin fractions by mouth might precipi- 
tate deficiency symptoms associated with some other fraction. 


` Thus the administration of large doses of nicotinic acid might 


precipitate a classical ariboflavinosis. Increase of carbohydrate 
in the diet sometimes had a similar precipitating effect. 
Relationship to Fat Absorption.—Relief of the signs and 
symptoms of vitamin-B deficiency was achieved in the sprue 
syndrome without alteration in the fat-absorption defect. 
Classical cases of ariboflavinosis have been observed in which 
fat absorption was normal. There seems no reason, therefore. 
to suppose that the vitamin-B deficiency is intimately related 
to the aetiology of the fat-absorption defect (Frazer, 1947). 
Intestinal Flora—A number of cases of the sprue syndrome 
have been intubated, using a technique devised by my col- 


` leagues Drs. J. M. French and M. D. Thompson, to minimize 
~- contamination. 


In hypochlorhydric cases thousands, and 
occasionally hundreds of thousands, of bacteria were observed 
per ml. of upper intestinal contents. In achlorhydric cases 
millions of viable organisms per ml. were demonstrated. The 
organisms were the usual inhabitants of the intestine, normally 
confined to-the lower reaches. The type of predominating 
organism, the number of viable bacteria, and the level to “which 
they reach will vary under differing environmental conditions. 


Synthesis of Vitamins by Intestinal Bacteria-—Some attention 
has been paid to the question of bacterial synthesis of vitamins. 
In some cases of sprue the faeces contained more vitamins than 
the diet, in spite of a concomitant vitamin deficiency. Thus 
classical ariboflavinosis was observed in a patient passing three 
times more riboflavin‘ in the faeces than was present in the 
diet—the amount in the diet being greater than normal require- 
ments (Smart and Daley, 1946). 


Effect of Antibacterial Agents—Antibacterial agents may 
stop severe diarrhoea at least temporarily (Keele, 1949). The 
effect of antibacterial agents on vitamin deficiencies is unknown. 
An interesting observation was made using sulphasuxidine. 
Usually less than 10% of this drug was absorbed and the 
sulphathiazole level in the blood was negligible, <1-2 mg. 
per 100 mi. of blood. In two cases of sprue the administration 
of sulphasuxidine by mouth resulted in blood levels of sulpha- 
thiazole of 10.6 and 13.8-mg. per 100 ml. 

`- Discussion 

Dietary inadequacy is certainly not a common cause of 
vitamin deficiency in the sprue syndrome. It may account 
for the occasional case of vitamin-E deficiency, especially 
since oxidative rancidity of fats may be one of the pre- 
cipitating causes in tropical sprue: It does not account for 
any of the common vitamin-B deficiencies. There is no 
evidence of any metabolic fault of vitamin-B utilization 
in the sprue syndrome. Parenteral administration of the 
appropriate vitamin fraction secures immediate relief in 


‘the vast majority of cases. 


An absorptive defect due to interference from unabsorbed 
materials may account for the occasional vitamin-A or 
vitamin-D deficiency ; the latter is further complicated by 
changes in calcium absorption. Again, the common 
vitamin-B deficiencies are not due to'a faulty absorptive ` 
mechanism, since large doses are often effective by mouth 
and the normal dietary intake is adequate in remission. 
There is no evidence of faulty digestion'of vitamin pre- 
cursors. It would seem, therefore,‘ that the common 
vitamin-B deficiencies observed in the sprue syndrome do 
not fit into any of the known deprivation groups. i 

The selective nature of the vitamin-B deficiencies— 
nicotinic acid, riboflavin, pyridoxin, and folic acid—in 
sprue is very striking. The deficient vitamins are all -essen- 
tial growth factors for bacteria—particularly those bacteria 
which are known to be present in the upper part of the 
small intestine in sprue. Large numbers of these bacteria 


-can be demonstrated in the upper small intestine by intuba- 


tion, and their presence is also indicated by the results 
of sulphasuxidine administration: clearly, in the sprue syn- 
drome the bacterial decomposition of ‘sulphasuxidine is 
occurring within the absorbing area. It is well known that 
bacteria will first take up preformed growth factors and 
then synthesize more of these ,vitamins if necessary. In 
sprue the bacteria may synthesize further vitamins ; it is 
likely that they will take up as much preformed vitamin as 
possible before doing so. It is therefore suggested that 
in the sprue syndrome intestinal bacteria invade the upper 
small intestine from time to time in large numbers. This 
bacterial invasion may give rise to large, bulky, fermenting 
stools. It also results in competition between the bacteria 
and the host for, common essential nutrients. In many 
cases the bacteria are the most successful competitors and 
the host consequently shows signs of deprivation. 

This competition hypothesis would account for the exa- 
cerbation of vitamin deficiencies and diarrhoea associated 
with heavy growth and high-level invasion of intestinal 
bacteria. This bacterial invasion may be related to fixation ` 
of pH as a result of achlorhydria, and possibly the presence 
of suitable food materials due to delayed absorption. The 
competition hypothesis would also account for the peculiar 


‘selective deficiencies observed in the sprue syndrome. It 


might also explain the administration of one vitamin pre- 
cipitating the deficiency of another, since bacterial growth 


- would be stimulated by the ‘one and would increase the 


demand for ‘the other. In oral administration of the 
vitamins, sufficient vitamin must be given to provide both 


a. 


` intestinal flora: affect the sprue syndrome. “ 
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_ for the bacteria and for the host. Hence the large doue 


of ion in rats-might be usefully examined in relation 


required in oral-therapy. It is also recognized that modi-- -to the changes in intestinal flora which can be observed 


fications of the dietary regime which are known to alter 
The part: played by intestinal bacteria in vitamin“ syn-~ 
thesis in normal. human subjects is obscure. ‘It has been- 


- suggested that the modification of intestinal flora by sul-. bacterial competition in other conditions. 


phonamides ‘or other antibacterial: agents might result in 


in- -the sprue syndrome. 

` This -paper is especially concerned with vitamin defi- 
ciencies in the sprue syndrome. Special consideration must 
be given, however, to the-possible importance of intestinal 
A similar com- 
petition situation must arise in pernicious anaemia, in which 


faulty synthesis of vitamins and consequent vitamin depri-., vitamin-B deficiencies are well recognized—much of the 


‘vation. This conception of vitamin deprivation is mainly 
` based upon. experimental studies in animals and especially ` 
upon the phenomenon. of refection (Kon, Kon, and Mattick, 


haematological picture being ascribed to them. In this 
condition there is, however, apparently. normal fat and 
glucose absorption, a normal radiographic pattern, and an 


1938). Rats and rabbits may not develop-certain vitamin ` absence of fermentative changes. ~ These points serve to 


deficiencies when , placed upon an appropriate vitamin- 
deficient diet. This can’ be shown to be at least partly due ` 
to the synthesis of B vitamins by‘intestinal bacteria. ~ 
The inclusion of certain types of starch in the diet and. 
initial coprophagy are probably important factors in the 


emphasize the lack of intimate relationship between the 
absorptive defects in the sprue syndrome an4 the changes 
“in intestinal flora’and consequent vitamin deficiencies. It 


` is possible that the absence of absorptive, defects in per- 


nicious anaemia and consequent environmental differences 


- establishment of refection. In some animals on a deficient- May result in qualitative and quantitative modifications of 


diet prevention of coprophagy results in the development 
of vitamin deficiencies in spite -of continued intestinal syn- 
thesis of the vitamins.’ The vitamins synthesized by intes- 
tinal bacteria -can be utilized by the body only if they are 


_ released from the bacteria and absorbed from the intestinal . 


- confined to, the large intestine—it is therefore-unlikely to - 


4 


_tract. -The formation of B vitamins in the large intestine” 
in man and their continued’ inclusion in viable bacteria 
greatly limit their availablity. The conditions within the 
intestine in the refected-rat may resemble to some extent 
those prevailing in the human intestine in the sprue, syn- . 
drome ; the possible importance of starch fermentation in 
both cases is of special interest. It seems~clear, however, 
that the synthesized vitamins are much more readily avail- ` 
able to the rat than to the human subject. ; i 
Vitamin synthesis “by intestinal bacteria in the normal 
human’ subject is probably limited in extent and mainly 


play.a major part in the vitamin economy. In the sprue 
syndrome, Synthesis ` may be greatly increased and the site: 
of formation may now include normal absorbing areas. In 
spite of this, vitamin-B. deficiencies now occur, which. would. 
suggest that the synthesized’ vitamins are not available: for 
absorption, possibly: owing to -their retention within viablé 
` bacteria. “The competition hypothesis: is put forward here 
in its simplest possible form, but-it is clear that many°com- 
- Plexities. may develop in individual cases. Some aspects 
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the intestinal flora, with resultant différences in metabolic 
demands. The possibility of intestinal bacterial competi- 
tion along the lines indicated in this paper should be investi- 
gated not only in the sprue syndrome but in- various other 
conditions which are thought to be closely associated, 
` such’ as pernicious anaemia, pellagra, and nutritional 
megalocytic anaemia (Manson-Bahr, 1940, 1941). The 
metabolic demands of a varying but essentially non- 
pathogenic flora may be the key to the problem of the 
multiple but selective vitamin deficiencies so commonly 
observed in these conditions. 


Original ‘observations reported in this paper Have been made as 
part of a team-work study on fat absorption and the sprue syndrome 
which is being carried out with my colleagues, W: T. Cooke, J. M. 
French, T. L. Hardy, A. L. Peeney, H. G. Sammons, G. Thomas, 
- and M. D. Thompson, at the Medical School and Hospitals Centre, 
Birmingham. We are indebted to the Medical Research Council and 
the Sir Halley Stewart Trust for financial assistance. 
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The.Ministry of Health`states that more blood was given for 


hospitals in England and Wales in the second quarter of this 
- year than in any comparable period since the war. New donors 


in the quarter numbered 36,847—the biggest response since the 
war—bringing the total strength of donor panels to 382,382. 
Hospitals are now using over 40 times as much blood as before 
the war, and the demand is still rising. To provide for these 
future needs it is estimated that over 190,000 more donors are 
wanted, 
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Surgeon to Westminster Hospital (Gordon Hospital) and.to the 
Royal Cancer Hospital 


It appears from a survey of the literature that little atten- 
tion has, been paid during- recent years to this subject in 
English writings. The opportunity is taken, therefore, in 
presenting this case record, to review the general features 
of the disease and stress its importance in the differential 
diagnosis of 'esions of the breast. It is important to appre- 


` 


ciate the close similarity between certain forms ‘of tuber-- 


_culosis and carcinoma of the breast, and differentiation is 
often rendered difficult; many of the cases of primary 
tuberculosis reported in the literature were diagnosed incor- 
rectly as carcinoma, and it was only after operation and 
pathological study of the tissues that the true situation was 
disclosed. , 


N 


~ 


Case Report : 


A woman aged 43 developed a swelling in-the left breast in 
- May, 1947, following a blow through a fall one month previ- 
ously. The swelling was regarded as mastitis of the upper and 
inner quadrant. In September the left breast became red and 
tense, and an’abscess was incised and drained. Pathological 
investigation of the tissues showed chronic inflammation with 
no giant-cell systems or tubercle bacilli. After the operation 
a small sinus persisted, with slight discharge. On January 6, 1949, 
a small red swelling developed in the upper and outer quadrant 
of the left breast, and this became cystic and tender. Aspira- 
tion yielded 1.5 ml. of purulent fluid which showed tubercle 
bacilli on microscopy. ` 


_ She had had amenorrhoea between May, 1947, and February, 
1948—before this the cycle was 28 days and the duration five 
days—and again since April, 1948. She had never been preg- 
nant. Her general health was good; no cough or pain in the 
chest. When 4 years old she had had tuberculous peritonitis, 
with operative treatment. In December, 1914, an operation had 
been performed on the left cervical lymph nodes. One brother 
had had tuberculous cervical lymphadenitis as a child. 


On examination the patient looked healthy. Her neck showed 
scarring on the left side; no enlarged lymph nodes. The heart 
and lungs showed no gross abnormality. Scars of previous 
operations were seen in the right hypochondrium, but no other 
abdominal abnormality was found- The right breast was 

` normal. In the lower 
half of the left breast 
there was a discharg- 


-a 


ks 


ciated abscess ; a red 
fluctuating tender 
swelling was seen in 
the upper and outer 
quadrant (see Fig.). 
No marked induration 
of the breast tissue 
was present. The 
lymph nodes in the 
axillae were not en- 
larged. X-ray exami- 
_ nation of the chest re- 
vealed no abnormality. 
Operation. — Local 
mastectomy- and exci- 
sion of the fourth 
_costo-chondral junc- 
; tion, left side. It was 
, noted that the sinus in the lower part of the breast was con- 
_ nected with a caseous process in the fourth costo-chondral . 
“ junction, left. The wound healed by first intention. 





affected breast, 


Photograph of the 
showing the: tuberculous lesion in the 


upper and outer quadrant. There is 
an area of puckering in the lower and 
inner quadrant, 


ing sinus with an asso- , 


Study of Specimen.—In the left breast there was an abscess _ 
situated above and external to the nipple. The skin over the 
abscess was bluish in colour. ¿On opening ‘into the abscess 
cavity it was seen to contain yellow caseous material. In the 
lower and inner quadrant of the breast there was an area of 
puckered scar tissue. Sections through the breast beneath this 
scar tissue showed a sinus which could be traced through the 
substance of the breast to its deepest part. This sinus contained 
caseous material and was presumably connected with the rib 


_which was resected. A piece of resected rib was partly replaced 


at the costo-chondral end by an irregular mass of granulation 
tissue. On histological examination both the wall of the abscess 
cavity and the sinus showed tubercles composed of endothelial 
cells surrounding areas of caseation. There was also a small 
round-cell infiltration. Breast tuberculosis was diagnosed. 


_ General Features of the Disease 
The condition was described in the first instance by Sir 


_ Astley Cooper, who wrote in 1829: “In young women, who 


have enlargement of the cervical absorbent glands, I have 
‘sometimes, though rarely, seen tumours of a scrofulous 
nature form in their bosoms, confined in most cases to a 
single tumour in one breast; but in one case, two existed 
in one breast, and one in the other. They are entirely. 
unattended with pain, are distinctly circumscribed, are very 
smooth on their surfaces, and scarcely tender to pressure. 
They are very indolent, and vary with the state of the con- 
stitution, diminishing as it improves, and increasing as the 
general health is deteriorating.” He pointed out that the 
condition does not degenerate into malignancy, and surgi- 
cal treatment is contraindicated, His concluding remarks 
were: “It will be admitted by every one who deserves the 
title of a surgeon, that we possess no specific remedy for 
this disease, but that we are required to assist the digestive 
powers, make better blood, and convey it to the system by 
an increased vigour of the constitution,” Since this publi- 
cation over 500 cases have .been reported in the literature. 

The incidence has been computed at various figures: 
thus, Nicolson and Gillespie (1941) consider the incidence 
of tuberculosis compared with all breast lesions to be 
0.54% ; McGehee and Schmeisser (1935) give a figure of 
1.87%. On this basis it is not a common condition, but 
it is possible that a number of cases are overlooked, the 
rarity being apparent rather than real. 

There are two main varieties—namely, primary uber 
culosis, in which there is no evidence of a tuberculous lesion 
elsewhere in the body, and secondary tuberculosis, in which 
there is evidence of a tuberculous lesion elsewhere, such 
as in the lungs, pleura, lymph nodes, or bone. The various 
lesions can be grouped under three headings as follows: 

Nodular Lesion—A. circumscribed Jump of variable size 
forms in the breast, slow caseation occurs with softening of 
the tissues, and eventually an abscess forms which may produce 
a sinus in the overlying skin. | 

Sclerosing Lesion.—A circumscribed lump develops which is 
hard in consistency owing to excessive fibrous- tissue formation. 
This variety is seen in older patients. 


Atypical Lesions.—A tuberculous ulcer develops ‘in the skin 
near the nipple and nodules are formed in the breast tissue later ; 
a subcutaneous lesion develops which resembles a furuncle ; or 
vesiculated pimples form with indurated bases. j 


Mode of Entry of Tubercle Bacillus 

Considerable discussion has been aroused regarding the 
possible routes of entry. The organisms may gain an 
entrance through the ducts of the nipple or through an 
abrasion in the skin, but these must be remote possibilities, 
although several cases have been reported. Thus, Morgen 
(1931) quotes Ingier, who described a case in which the 
inflammatory process was confined to the walls of the excre- 
tory ducts and the periacinous tissue, the interacinous tissue 


LS 


‘the breast in 8 out of 37 cases reported. ' 
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being only sligtitly involved. “Noreen a quote: Ely, we 5 
- mentions a woman who, covered her breast’ with a piece of, 


linen contaminated with tuberculous sputum and soon_after 
developed tuberculosis:in this breast. „+ su, att 


smears, and’ guinea-pig. inoculations, ‘but was. unable to 
demonstrate any involvement. Thé case recorded above 


is instructive.in that multiple tuberculous lesions developed ~ 
at-long intervals_in widely. separated parts of the body, and- 


it is assumed ‘the tubercle, bacilli were ESPONE by the ; 
. tion, is typical of ;the condition. 


blood stream. 

Many. authors have strésšed the importance of infection 
by the lymphatic system ; ; the ` primary lesion being cervical, . 
axillary, or mediastinal tuberculous adenitis, and the breast 
being affected- by“ tetrograde’ infection. “Morgen quotes . 
Halsted and !Le Court, who state that there is tuberculous 
axillary adenitis on the same side as the affected breast 


in 75% of casés, and Berchtold, who. found the’ primary 


disease in the axillary lymph nodes and. the secondary in: 
‘He also -calls 
attention to a case described by Johannet in which at 
necropsy. subpleural tuberculosis was demonstrated, extend- 


ing to the aaar lymph nodes and’ eventually to the . 


breast. 
Finally, the -breast may be involved“ from anderinine. 


_ tuberculosis of the sternum, costo- chondral junction, or rib. 


In this casé the lower of. the two lesions extended directly 
down to a diseased costo-chondral junction. 


Symptomatology and Differential ‘Diagnosis 


_ The disease occurs between the ages of 20 and 50, when . 
the breasts are most active. 


The majority: of patients are 


apparently in good health; some may. give a -past history ` 


, of tuberculosis, as did my patient, who had had tuberculous 


~ the breast. 


peritonitis and cervical adenitis. The most frequent present- 
ing symptom is a lump.in the breast, which is often painless 
and discrete. : 

When caseation is present the border of the: lump i is well -’ 
defined. The overlying:skin shows certain changes ; thus ` 
there is often fixation and dimpling with retraction of the 
nipple, or it is stretched and red, sinus formation develop- 
ing later. Retraction. of the nipple may. be: the first sign 
of the disease.. An abscess is present, sometimes, and 
_Morgen -states that a’ fistula is seen in 50% of ` cases. 
“Tubercle ‘bacilli may be demonstrated in the discharge. - 
Other lesions may be present ‘in the breast, including 


'fibro-adenoma or carcinoma. 
Enlargement of the axillary lymph nodes i is often present, ' 


and this may precede the development’ of the disease’ in 
A radiological examination of the chest should 
be made in every case; Grausman and Goldman (1945) 
state that pulmonary tuberculosis is present in 12 to 16% 
of cases. The disease is usually unilateral, but cases with’ 
both, breasts involved have been reported. . X 
The following diseases. must be considered in ie 


i differential diagnosis. 


Carcinoma. —Many of the reported cases of tuberculosis of 


the breast were* misdiagnosed as carcinoma, and differentiation 


may be difficult, especially- in the sclerosing types. The degree 
of hardness is greater in carcinoma.and the axillary lymph nodes 
may also be hard. The deformity of the nipple -may be greater 
in carcinoma. ‘Tuberculosis ténds to occur im younger age 
groups than carcinoma, and there may bea purulent discharge 
from the nipple. Wher a sinus is`present it may be possible to 
isolate the tubercle bacillus ; in all doubtful cases a biopsy and 
histological. examination must be performed. 
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“Benton F ibro-epithelial Tumours. -Tyferentiation i is not diff- 
cult_usually in these cases. The tumours are’ circumscribed and 
encapsulated and mobile ‘in the breast. tissue. There is no 
involvement of the overlying skin nor any, change in the nipple. 


i i - The axillary lymph nodes are'not enlarged. 
Haematogenous infectión may occur, ‘although Naga- ` © lary 1ymp g 


` shima - (1925) investigated: 34 patients. who died of miliary - 
_ tubérculosis, studying the breast tissue microscopically, by ` 


Cystic Hyperplasia.—In this condition both breasts are often 
involved, and ‘the swellings -produced are larger. The cysts are 
palpable, causing an uneven surface in the‘swelling. There are 
no changes in, the overlying: skin. The axillary lymph nodes 
are. not enlarged. ‘ 

“Acute M astitis. ‘Differentiation i is not difficult i in this instance. 
There are fever and other general symptoms of an acute infec- 
tion, and locally the cellulitis, with or without abscess forma- 


Actinomycosis. —When a discharging sinus is present, together 
with an indurated swelling in the breast,-actinomycosis must be 
+ considered, although this is an uncommon lesion. The typical 
sulphur granules may be -present in the discharge and the fungus 
isolated. . 

Guna This is an uncommon lesion in’ the breast; 


degeneration may occur with sinus formation in the skin. 


A Wassermann test and biopsy will help in the diagnosis. 

- Traumatic Fat Necrosis, —There may be.a history of an injury 
‘to the breast, causing a ‘localized hard swelling without any 
inflammatory signs.‘ Biópsy and microscopical examination 


may be required to determine the diagnosis. $ 


Association of Tuberculosis with Carcinoma of Breast 

The presence of tuberculosis and carcinoma in the same 
breast has been noted ona number of occasions. Thus, 
Grausman and Goldman (1945) collected 26 cases from 
the literature and added two cases of their own. It is 
obviously important. to remember this possibility, as an 


- associated carcinoma may be overlooked, with serious con- 
. ` Sequences for. the patient. 
‘pretation of the relationship of these conditions. 


Morgen discussed the inter- 
The two 
conditions may occur independently, either simultaneously 
or consecutively. The tuberculosis may be engrafted on 
the malignant condition as a result of the greater suscepti- 
bility of. _breaking-down tissue to infection. It is possible 


' that the carcinoma is the result’ of the chronic irritation 


of the tuberculous inflammatory process. 

In a number of these cases it was thought that the car- 
cinoma was of longer duration in the breast and of a 
fibrous type ; the tuberculous lesions showed no calcifica- 
tion, so it is possible that tuberculous infection occurred 
in tissues of decreased resistance or increased susceptibility. 
In some cases of carcinoma of the breast it was found at 
operation that there was tuberculous adenitis in the.axillary 
lymph nodes. The breast is not the only site where these 
conditions coexist, for carcinoma has been found in chronic 
tuberculous cavities in the lungs. 


Treatment 
`The maintenance of the patient’s general health is impor- 
tant, as in all cases of tuberculosis. When the disease is 
localized to the breast and.there i is no evidence of involve- 
ment, of the- axillary lymph’ nodes, local mastectomy should 
be performed. If there is enlargement of the axillary lymph 


` nodes mastectomy is combined with excision of these lymph 


nodes, and a careful dissection of the axilla is necessary. 


“In order to carry this out the tendons of the pectoralis 


major and pectoralis minor muscles should be divided to _ 
open up the axilla ; at the end of the dissection the’tendon 

of the former muscle is sutured. If the underlying costo- 
chondral junction or rib' is involved, this must be excised. 
When tuberculosis and carcinoma coexist a radical mastec- 
tomy is performed with-or without high-voltage x-irradia- 
tion, according to the type of carcinoma which is present. 
Now that streptomycin is available in’ greater quantities its 


„action in cases of tuberculous. mastitis may be beneficial, 


for t ` 
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_ of old tuberculous peritonitis and tuberculous’ cervical adenitis. , 
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this drug should be tried. : 
l p Summary 


:”- A case record'is presented of tuberculosis’ of ‘the breast and 
underlying costo-chondral junction. The patient gave a history 


-~ 


Tubercle bacilli were isolatéd from the discharging sinus. The 
general features of the disease, the symptomatology, and the 
differential diagnosis are described, and special‘emphasis is laid 
on the importance of: differentiating carcinoma. Attention is 


called to the association ‘of tuberculosis ‘and carcinoma in the. 


same breast. The treatment is described for various types of 
case. ane: ‘ g 
I wish to thank Dr. J. H. O. Earle for studying, the pathology of 


` the specimen, and Dr. Peter Hansell for the photograph. 


- Nagashima, Y. (1925). Arch. Path. A 
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:: BRONCHIAL -CARCINOMATA 


THEIR INCIDENÇE AND A CASE OF SUCCESSFUL - 


Tai 
` 


oa ‘REMOVAL. i 
l BY 


GEOFFREY FLAVELL, F.R.C.S, MRCP. ` 
(From the Department of Thoracic Surgery, London Haspital) 


`> The extirpation’ of métastases. is not generally regarded as 


a rewarding ‘surgical - practice, and although many an 


-abdominal. surgeon must have been tempted to resect an ` 


apparently. single deposit in the liver, and many “a thoracic 
one must at some time or other have mistaken a secon- 
dary tumour in the lung for a primary lesion, few records 
of their experiences exist, and fewer still of the planned 


- removal of both primary and.secondary growths. 


One is apt to assume thatthe appearance of a metastasis 


_' inevitably implies the existence of others and the certainty 


„of death, and examples in the literature to support a con- 


trary hope are rare. “In 1946 Alexander and Haight were; 
` however, able’to collect the histories of 24 patients who_had 


~ 


~ 


x 


‘ than’ a year. ‘ Oné patient - 


_ undergone pulmonary resections for solitary metastases in 
_the lung after previous’ excisions of the primary growths, 


15 of which were carcinomata and eight sarcomata. - Of the 


24; one died, 11 had recurrences, but 12 remained free ; and 


‘among the latter eight. survived their resections by more 
(who lived 12 years) had 
originally .been operated upon by Barney (1944a, 1944b) 


seen a year before his nephrectomy and removed a year 


\ later, so that its malignancy must have been low. Six other 


of the primary lesions were also renal-cell carcinomata, and 
it is of interest that both Bumpus (1928) and Beer (1937) 
- have reported spontaneous regression of such metastases. 
Albright in 1944,\Friedman in 1943, and Turner and 
German in 1941 have_described in all four instances of 
successful extirpation of characteristically. slow-growing 


‘skull metastases from thyroid. carcinomata; and Cattell 


(1940) reports a patient well one year after the removal of 


a solitary secondary in the liver at the abdominal stage of. 


an abdomino-perineal resection of a rectal carcinoma. He 
argues, “ The patient is better off with a large focus of 
, malignancy renfoved, and there is at least some clinical 


~ 


_ 


ii > 


~ 


TUBERCULOSIS OF THE BREAST 


for a renal adenocarcinoma, the lung metastasis having been. 
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“process.” - 


~ 


~ The only successful removal on record (apart from the 


one reported below) of both primary and cerebral secon- 
dary growths was carried out by Thurel in 1 942, when he 


g 


excised a deposit from the right. frontal lobe of a patient - 


who had had a Halsted operation for carcinoma of the breast 
exactly a year previously. She remained symptomless two 
years later (Alajouanine, Thurel, and Longuet, 1944). 


. _ The incidence of cerebral metastasis in carcinoma of the 


i 


„aand before resorting to surgery in the future the effects of evidence that there may be retardation of the malignant . ” 


lung was estimated by Ochsner and de Bakey, reviewing _ 


3,047- patients, to be 16.5%. Other. authorities put, the 


: figure -even - higher—Graham, and Wagner at 24% and 


Olsen, at 36%. In 448 proved pulmonary- cancers Tinney 


. and Moersch (1944) found that 19 (4%) presented with 
. central nervous symptoms, and in these people the average 


duration of life from the onset of their symptoms was six 
- months. 


In the necropsy records of the London Hospital from 


1909 tò 1949 I~have been able to find 85 examples of 


cerebral metastases accompanying a primary bronchial 


carcinoma. Of these, 26 were single in the brain or cere- 


bellum—a percentage of 31 in a group of whom many died 


`. in the extremity of their disease, with numerous secondary 


“SOLITARY CEREBRAL.METASTASES FROM 


deposits elsewhere in their bodies. Furthermore, eight 
(9.4%) were completely solitary ‘in the body (if removable 
hilar glands alone be. ignored) ; the ‘cerebral lesion was a 


lonely satellite .of the - pulmonary primary ‘growth—_ 


one, indeed; occurréd two years after a -successful 
pneumonectomy. S ; 
Ret Z= ) Case Report -` : 
In June, 1947, a.man aged 34, in a responsible clerical posi= 


‘tion, was found on mass radiography to have a circumscribed 
- shadow at the hilum of his left lung. He had had no symptoms 


of any sort, but one day in October he developed a head- 
ache, accompanied by noises and followed an hour later by 
an epileptiform fit in which he lost consciousness for 10 minutes 


< and was incontinent of uriné.- This was not repeated, but frontal _ 


‘and vertical headaches persisted and were Jater associated with 
occasional diplopia, flashes‘ of light, and other visual disturb- 
ances.» He was admitted to the London Hospital ~ on 


_ November 22, 1947, and except for early papilloedema, .very. 


slight left lower facial weakness, and equally slight bilateral 
hypotonia (a little more pronounced upon the left-side), he 


-had no abnormal physical’ signs either of his chest or of his- 
Lumbar puncture revealed a pressure of 

~210 mm.; and the protein content of the cerebrospinal fluid ~ 
' was raised to 120 mg. per 100 ml. © Although bronchoscopy 
was negative, there seemed to be little doubt that a primary | 


nervous system. 


‘carcinoma of the left lung. was accompanied by a cerebral © 


metastasis. Since the necropsy findings on similar patients, as 


` already mentioned, gave some encouragement, a deliberate plan’. 


-was then made to attack the secondary deposit, and, if it proved 


operable and.was single, subsequently to remove the lung with 
its primary growth. ` i 


Because the’symptoms ahd signs of raised intracranial pres- - 


-sure became severe, a palliative right subtemporal decompression 
was performed on December 18. This proved effective, and on 
January 8, 1948, ventriculography showed displacement of the 
system to the left, with no filling of the right ventricle, indicating 
a large right-sided lesion. Consequently a right fronto-lateral 
_exploratory craniotomy was carried out by Mr. D. W. C. North- 
field; this revealed a highly vascular lobulated mass° about 
7 by 4 cm., occupying a superficial position in the right temporal 
_lobe, but not ‘transgressing the Sylvian fissure. Jt was secon- 
darily adherent to the dura mater over some 2 cm.? The whole 
tumour, with a narrow margin of apparently healthy brain. 
tissue, was removed with the overlying adherent dura. Histo- 
logical section proved it to be a secondary carcinoma, but gave 
little indication’ of its origin. 


— ‘a 


The patient made a good recovery, and eight weeks later was 
readmitted, this time. to the thoracic surgery department. 


- 


r 


~” 


$ 


l frequent. 


' river.water is available. “For most of the year the climate - 
` is extremely. hot and dry, the rainfall occurring only ‘in: the 
. cool winter months. Thé-refinery area is furnished: with. 
T “metalled ‘roads, and the Jabotrers wear shoes except when. 


chlorethylene . had- been _ consistently unsuccessful. One 


_ treatments arid who had remairied in excellent npaka except 


r - 
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Radiographs. showed that te chest opii had. ‘very. Toide ees was intimately mixed with saturated sodium chlende 
-ably increased in the past tliree. months, but -bronchoscopy _ solution. in-a test-tube, filled to the brim, and a slide placed 
remained negative. On March 11 a left pneumonectomy was™ in contact with the upper surface of the fluid. After 


` carried out by Mr. Vernon Thompson. The growth, which was ~ 30 minutes: the slide-was removed and a Cover- slip placed 


in the hilar region, was massive, but no’ enlarged mediastinal -on the a dhere: nt fluid. - 
glands were found,-and there was no growth in, several hilar.’ 

glands later. sectioned, , The tumour. was a- squamous-celléd ` “Altogether 1,000 specimens were examined. During 
carcinoma. Convalescence - -was again uneventful,- but- in view: the examination it “became evident that two- distinct 
‘of the dural adhesions the’ patient, was. referred to Dr. Fraik eggs were being diagnosed .as those of hookworm. In 
` Ellis for deep xirradiation ‘of. the region of- the. cranial defect. the accompanying “Table these are quoted together as 
vNo radiation was. given to the chest. ° Z K hookworm.’ 19 

At ‘the time. of writing,” 18: ‘months ` after. the me of 


his, lung, -the : „patient? is well, ‘works a full. day- in his exacting | eee Ta Direct In . | In Direct Total 
employment,-and has no sign of recurrence, or of any further © - , sali , | Fim , | Flotation | Film Only | Reported 
metastasis. ae i , “Hookworm” . 6 278 675 = 20 ~ 695 

I am indebted to Mr. D. W.'C. Northfield and to Mr. Vernon. E A a ec) e a 
Thompson. for permission: to publish this” case ‘history; and to` ` Hymenolepis nana | |. 8.. 17 3 20 
Professor- Dorothy Russell and Dr. W: W. Woods for their kind - Double intertatlon ” — o o =, 229 
„assistance. ; X 7 - Treble infestation . és — te — - 21 

oe . No infestation Oa “Pg —_. — —° | 173 
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< The ‘differences noted between thesd two “hookworm ” 
ova before the identity of both was established were as 


HUMAN INFESTATION WITH. TRICHO- follows: .One.was the characteristic Ancylostoma egg with 
STRONGYLUS : IN SOUTH -PERSIA , rounded ends, one, two, or four blastomeres, and an opales- 


“cent appearance. . The other was somewhat larger, always 


`‘ 





ey, 
few 


ue l showed advanced segmentation, and had one’end rounded 
` IAN S, STEWART, MB., Ch.B. T and the other slightly pointed. It lacked the opalescent 
- Pathologist, A nglo- -Iranian Qil Co., Ltd. - <, appearance of true hookworm and was much more clearly 


visible under: the low-power objective of the microscope. 
Once the distinction was established, the number of each 
appearing in the. second 500 specimens was recorded and 
found to be 16-of- ‘the true hookworm and 324 of the false. 
This agrees fairly, well with the figures recorded for the 
year 1948, when all the technicians were familiar with the 
.two’types: 67 cases of true hookworm were reported and 
1,671 of its-imitator. | r 
Craig and Faust (1945) describe Trichostrongylus as a 


ay enn Tesh d is i inly ae ‘d dese rt, on fore DE -very frequent parasite of sheep and goats. Thirty samples 
of date palms at its margin and in the residential “areas of faeces were therefore collected from sheep intestines 


obtained from the local’ slaughterhouse and ova identical 
close to the Tefitiery, where abundant irrigation by p ump ed with those found in human faeces were observed in all of 


- them. In addition adult worms were discovered j in five of 
the: sheep. 


‘The adu't worms have not been found.in man. The 
population is overwhelmingly Moslem and the strongest 
objection is“made to necropsies. Consequently only an 
occasional medico-legal necropsy is done, and, although a 
search is made for Trichostrongylus on each occasion, this 
has so far yielded.no results and the species remains uniden- 
tified.’ Five patients were admitted to hospital and treated 
. with a succession of anthelmintic, drugs, but no worms were 
found i in the-stools and the men all continued to pass ova. 
This is in accordance with Maplestone’s (1941) statement 
that no effective means of eradicating the worms is known. 


An investigation of the worm infestation of the Jabourers 
employed by- the -Anglo-Iranian. Oil Company at their. 
refinery at Abaddn was undertaken in January,. 1947. 

These men numbered 30,000,.and from the routine investi- ` 
gations made in the company’s pathological laboratories 
it was believed that about one-quarter of them harboured... 
hookworm and about one-sixth of them Ascaris. Trichuris, . 

Enterobius, and Hymenolepis were > known. to be much less ` 


in their own - homes. The conditions therefore are the 
‘very reverse of those in which oa would be 
frequent. : ; 

“ Ground ‘itch- = around the ankles is. not seen, ‘grave 
anaemia -is infrequent, and attempts to dislodge the worms 
by means of such drugs as carbon tetrachloride and tetra- 


notable case was that of.a British medical officer who had 
passed ova for five years in spite of the use of all known 


when enduring the discomforts of purgation.” EA Although final and complete proof that this second para- 
: ; _ +s Site was Trichostrongylus had not been: obtained, as the 
j . Present Investigation _ . - adult worms had not been isolatéd, the parasite was assumed 


Technique of Laboratory Investigation. —(1) A fragment to be-of this genus for the following reasons: (1) The 
of freshly passed faeces was emulsified in saline on a slide, climate is not’ one in which the life cycle of. Ancylostoma 
and a ek applied. (2) A considerable ` quantity of could poe -be completed ; (2) the wearing of shoes 


_— i 
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_ and boots renders invasion of the skin by Ancylostoma 
larvae improbable ; (3) “ ground itch,” associated with skin 
~invasion by Ancylostoma larvae, is not seen ; (4) mass infes- 
tation by Ancylostoma yields a considerable proportion of 
cases Of grave anaemia; (5) anthelmintic drugs have been 
found to be almost úseless i in eradicating the worms ; (6) the 
ova agree in every detail with the published description of 


Trichostrongylus ; and (7) ova identical with those found ` 


in man were observed in a series of sheep examined. 


Details of these findings and conclusions were therefore — 


circulated among the company’s medical officers, recom- 
mending that anthelmintic treatment should not be 
employed for the presumed Trichostrongylus infestations 
but only for the other helminths reported. | 


Symptomatology of Trichc trongylus Infestation 

Maplestone (1941) considers that no significant symptoms 
occur in man. Faust (1939) considers that a heavy infesta- 
tion may produce a severe secondary anaemia, but in the 
series encountered here the ova have always been scanty. 
In Abaan, in 1946, of 150 labourers who had been diag- 
noseu as suffering from “hookworm disease” only’ six 
cases had a haemoglobin of less than 10 g. % and only one 
of these had a reading of less than 7 g. %. It seems prob- 
able that these six men were the genuine cases- of 
ankylostomiasis in the series. “ 

Forty healthy and symptomless school-children aged 
between 10 and 12 years were sent for investigation by 
the schools medical officer. Thirty-one were passing 
_ Trichostrongylus ova, and this provides additional evidence 
of the trivial nature of the infestation. 

Mode of Transmission—Man contracts the infestation 
by swallowing the larvae, and Watson (1946) quotes a num- 
ber of isolated cases in Europe and the United States which 
were traced to sheep or goats. Although these animals are 
numerous on Abadan Island, few of the labourers are in 
close contact with.them. Presumably the parasite is now 
being passed from man to man. 


Diagnosis—Watson in his paper deals at length with’ 


the points differentiating Ancylostoma ova from Tricho- 
strongylus. He states that segmentation in tropical heat 
is so rapid that'any delay in examination renders this dis- 
tinction useless. The 1,000 cases examined in Abadan all 
passed. stools on paper in the latrines adjoining the labora- 
tory and handed the specimen to a technician immediately. 
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A CASE OF PULMONARY 


_ STRONGYLOIDIASIS 


BY 


FINTAN L. CORRIGAN, L.R.C.P.I. 


Acting “Medical Superintendent, West Regionar Sanatorium, 
Castlerea 
x: | 
The following case presents two interesting features of 
Strongyloides stercoralis infestation with pulmonary mani- 
festations. It is interesting as a case treated for 12 months 
for pulmonary tuberculosis. 


‘Case Report aa 
An Army sergeant aged 51, ‘with 32 years’ service in India, 
Gibraltar, Hong Kong, Singapore, Shanghai, Egypt, and 


` Palestine, was admitted to the Military Unit, Harefield County 
‘He had had an acute illness in - | 


Hospital, in March, 1947. 
April, 1946, with pain in the right side of the chest, and was 
admitted to hospital, where he was found to have a right-sided 
pleural. effusion. He was given 30 g. of sulphathiazole, an 
underlying, lobar pneumonia being presumed, but the pyrexia 
continued. Aspiration of the chest produced 1 pint (570 ml.) 


. of greenish’ fluid, which contained 8,730 white cells per c.mm. 


These were predominantly lymphocytes and the fluid was sterile, 
No tubercle bacilli grew on ‘culture. He was treated by repeated 


aspirations and air replacement. of the effusion, the fluid be- 


coming haemorrhagic and later pocketing at various levels. 
In May, 1946, he was found to have an opacity in the left mid- 
zone and a slight tender enlargement of the liver. After that 
he had further aspiration of fluid and prolonged rest in bed. 
The condition gradually improved. Sputum tests were per- 
sistently negative for tubercle’ bacilli, as was repeated ee 
culture. In July he was transferred to another hospital ; 

before admission to Harefield he had spent. periods 1 in ae 


' hospitals, amounting to nine months. 


Consequently the degree of segmentation has been of ` 


considerable diagnostic value, 


Summary 

An investigation of the relative frequency of human infesta- 
tion with trichostrongylus in South Persia is described : 70% 
of the inhabitants carry the harmless sheep parasite 
Trichostrongylus and 25% the common Ascaris. Other 
_ helminthic parasites are rare. 

A long-standing confusion of Trichostrongylus ova with 
Ancylostoma ova had occurred, with the provision of much 
~ ineffective treatment and waste of time. Part of a large labour 
force had been consuming unsuitable drugs intermittently, in 
some cases for a considerable period, and had thus been 
- impeding the work ofa very busy out-patient department. 


` I am indebted to Mr. A. C. Turner, Chief Medical Officer in Iran 
and Iraq, of the Anglo-Iranian Oil Company, for permission to 
publish this investigation, and to Professor J. J. C. Buckley, of the 
University `of London, for criticism and advice. 
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On admission his general condition was good. He was 
afebrile. He had a slight cough, with a small quantity of 
frothy sputum but no pain (previously he hād stabbing pain in ` 
the right side of his chest). There were no night sweats and 
no haemoptysis. Occasional attacks of asthma were relieved 
by ephedrine. He was gaining weight (he had lost 3 st. (19 kg.) 
during’his illness). There was no diarrhoea and no history of 
pruritus or anal bleeding. i 

On’examination pronounced wasting of the right side of the 
chest- was seen with diminished movement and dullness over 
the right base and impairment of breath sounds in this area. 
Harsh rhonchi were heard over both lungs. There was nothing 
else of note apart from bilateral Dupuytren’s contractures. A 
blood count showed: haemoglobin, 110% ; red cells, 5,950,000 ; 
white cells, 9,800 (polymorphs 43%, eosinophils 30%, lympho- 
cytes 21%, monocytes 6%). The B.S.R. was 10 mm. in one 
hour (Westergren). 

On culture the sputum was repeatedly Jate for tubercle 
bacilli. 

‘A radiograph showed the heart and trachea to be displaced 
to the right. The appearance of the right lung suggested 
pleural effusion or residual pleural thickening, together with 
infiltration of the apex. The left lung seemed to be clear, 
the previous lesion having apparently resolved. 

In view of the eosinophilia (30%) a specimen of stools was 
sent to the laboratory, which reported numerous Strongyloides 
stercoralis larvae in the specimen. 

The patient continued to have frequent attacks of asthma, 
often twice daily,‘ which were relieved by + gr. (32 mg.) of 
ephedrine hydrochloride. 

Attempts were made to clear the infestation by using gentian 
violet capsules (14-hour coating) I g. three times daily half an 
hour before meals until 50 g. were given. In view'of the 
pulmonary symptoms, intravenous gentian violet (15 ml. of a 
0.5% solution) was injected on alternate days for a month. 
Both these courses were carried out simultaneously. They 


in gentian violet treatment. 


-observation in hospital. 
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were Without effect on the clinical condition, - and. the. cane 
persisted in the stools. A* second attempt was made with 
hexylresorcinol. The, patient, who, had been given a saline 
purgative- the previous day, received 9 g. of the drug at 6-a.m. 


No food was given for five hours, and a saline’ purgative was ` 


administered 24 hours after the dose. Following this treatment 
the -majority of larvae in -the stools were dead and there was: 
considerable difficulty in finding any living ‘ones. ‘ During this’ 
period, which lasted ten days, the patient-was free from attacks 
of asthma. A specimen‘of stools ten days after_the dose had 
been given contained numerous living larvae and the asthmatic 


`- attacks returned at the same time. - 
On July 30 he was transferred to another hospital under the 


care of a specialist in tropical diseases, who again greatly 
reduced the- number of larvae in the stools, this time with 
There was a simultaneous imiprove- 
ment in his asthma during -the period of. reduction. It was 
considered that the asthma was definitely. related to the 
Strongyloides infestation.. -During all this period the sputum 
was persistently negative for túbercle bacilli on concentration 
“and culture, and Strongyloides larvae were not found in the 
` sputum. The x-ray appearances had not changed since his 
admission to Harefield. . we 


‘Discussion 


Pulmonary changes associated with Strongyloides ster- “ 


coralis infestation have been described by Lowe and 
Lancaster (1944) in their Yeport on. 16 cases of strongy- 
loidiasis. Seven’ of their cases had pulmonary symptoms, 


“four complained of unproductive cough for some weeks,» 


one had been investigated for suspected pulmonary tuber- 
culosis, and one had a small. haemoptysis ‘whilst under 
Radiographic examination of four 
patients.revealed increased bronchovascular markings. -On 
no occasion had larvae been found in their sputum. | 

“Gage (1911) reported a case in which there were signs of 
~ diffuse bronchitis and lobar pneumonia ‘with Strongyloides 
larvae in the sputum. At post-mortem examination the 
diagnosis of Strongyloides pneumonitis was confirmed. Froes 
(1930) reported a case of-pleural effusion in which rhabditi- 
form larvae were discovered before death. Berk et al. (1943) 
describe two cases of “strongyloidiasis with pulmonary 
symptoms. In-both cases tuberculosis was suspected owing 
to .cough and sputum, in one case blood-stained, and 
increased roentgenological markings. Both cases had pro- 
nounced eosinophilia. In neither case were larvae recovered 
from.the sputum. In natives with Strongyloides infestation © 
for long periods, De Langen and Lichenstein have reported ` 
severe asthmatic attacks. i g 


In the case described above, pulmonary symptoms were 


. produced by the infestation. The relationship of the asthma 


to -those .periods when living larvaé were present in the 


‘stools in large numbers is .worthy of note-~ In spite of 


improvement in the symptoms while under treatment with 


- both hexylresorcinol.and gentian violet there was failure to 
eradicate the infestation eritirely. 


_~ 


The significance of the pleural effusion in April, 1946, ‘Is 
difficult to assess. There, is no report of larvae in the fluid 
aspirated at that time, and in the cases of pleural effusion 
secondary to Strongyloides infestation a reported 
larvae have been found in.the effusion fluid. 


I wish to express my thanks to Dr.,.K R. Stokes, Medical ee 


‘Harefield County Hospital, for permission to publish. this paper ;' to 


Dr. John C. Roberts, ‘physician to’ the Military Unit, Harefield; for. 
advice and criticism and for his invaluable help at. all times ; and to 
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4 TIDAL-AIR WHISTLE — - 
š BY 


F. c. EVE, M.D., F.R.C.P. ; ' 


S 


The main object of artificial respiration is to produce an 
adequate tidal air. This whistle, held in the subject’s lips, 
makes his tidal air audible to the operator, the instructor, 


‘and the class. -`~ 


Up till now the ritual of resuscitation has been performed 
with faith and hope but without evidence that its object 
was being achieved. Part of expiration might be heard ; 
inspiration was never. audible. An instructive instance 
occurred recently ‘at a meeting held in Beverley before a 
doctor delegated by the Swiss Red Cross. When the 
operator, a man with ten years” experience, carried out 
Schafer’s method the whistle hardly sounded ; but when he 
was replaced by a highly skilled operator it sounded for all 
to hear. Examiners armed with a whistle could find and 
remedy many defects. 

The whistle is on the bird-call principle, because it must 
sound during inspiration as well as in expiration—an 
obvious need for the skylark. It,can be boiled, and is 
easily washed (e.g., in “ dettol ”) each time the subject is 
changed. It works ‘when its interior is still wet. Counting 
in seconds—often incorrectly estimated—can now be dis- 
carded: timing is done by the whistle to suit the subject’s 


physique. When the inspiratory sound ceases (not before) 


expiration is induced, and vice versa. If the whistle is 
obeyed, respirations will not be hurried or jerky. The 
classes become interesting, and are even amusing. Usually 
the timing coincides approximately with the orthodox 12 
per minute of Schafer and Silvester. In the rocking method, 
as it produces a greater tidal air, the longer, smoother 
whistles ‘call out for a slower rate of about 9 per minute. 
This is also better -for the circulation (4 seconds head- 
down; 3 seconds feet-down). Tests on larger numbers 
, are needed. : Ao ` 

The model has been found to work on all healthy adults 
and on children of 4-5 stone (25.5—32 kg.), rocked manually. 
The largest subject was a six-foot (1.8 m.) doctor with a 
44-inch (1.12 m:) chest who was.rocked for over five 
minutes, whistling loud and long.” He said he was so com- 
fortable that he nearly went to sleep. Yet, when doing his 
own breathing at rest, the 5-mm. aperture was only just 


: adequate. ` 


Dr. A. A. Harper, of the Physiology Laboratory of 
Manchester, kindly measured carefully the effect of the 
whistle in Schafer’s method in two subjects. He found it 
did not affect the volume of the air breathed, but of course 
it increased the esistance slightly. The ‘figures were : 
inspiratory pressure increased from.3.6 to 7.2 cm. H,O ; 
expiratory increased from 2 to 4.1 cm. H,O. He considers 
that these resistances would be of no importance in train- 
ing conscious subjects. He also allows me to adopt the 
very convenient nose-clip he used. 

Professor E. A. Pask, of ‘the Newcastle Department of 
Anaesthesia, was good enough to measure the sensitivity of 
the whistle. With a respiration, pump it was just audible at 
a ‘tidal volume of 200 c.cm. at 8 respirations a -minute 


‘with a rate of flow of 3.6 litres a minute ; or, with a steady 


Dr. F. E. T. Scott, who carried ` out the bacteriological investigations. ; flow of oxygen, at 4 litres a minute. 


He considers it “an 
instrument of remarkable sensitivity. which will be of con- 
siderable use in training.” In Dr. Harper’s subjects the 


volumes per minute ranged from 6.6 to 7.8 litres with the 


whistle in Schiifer’s method. Iam told that the inspiratory 


“note is upper B flat, and expiration usually an octave lower. 


- 
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- The whistle is held in the teeth and closed lips, so that 
it cannot be applied in cases of unconscious asphyxia. No 
time-consuming gadgets can yet be authorized where every 
second i is vital. The device is intended to train operators to` 
do -their life-saving task efficiently. 


. At a recent demonstration i in London before 130 ocos 


< of the St. John Ambulance Brigade nearly all signified, by 


, ing 10 lb. O$ oz. (4.54 kg.) in the R.O.A. position. 


~ 


_a show of hands, their wish to try the method. The tidal- 
, air whistle and nose-clip can now. be obtained from Messrs: 


Siebe Gorman and Sons; Tolworth, Surrey, , for -a few 
shillings. ` E 


~ 
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E ami A Case of Twins 


_ The publicity which nowadays is focused on the higher 
- categories of multiple births has caused mere twins almost 
to escape, attention. - The following case, HOEVE, is 
' interesting enough to be placed on record. 


CASE REPORT aes . 


: The patient was: a multigravida aged 26, height 5. ft. “3. in. 


(1.6 metres), weight 8 st. 5 1b. (53 kg.)... Her last menstrual 
period began on May 1,~1947, and her expected date. of . 
‘delivery was on February 8, 1948.- She-had one child, a normal 
full-time delivery om November 10, 1942, weighing’ 8 Ib. 15. oz. 
(4.05 kg.). There was a history of twins in the family. 


In the early months of pregnancy she had*some ‘natisea and 
sickness, which soon improved.’ At 19 weeks the fundus was 
‘two fingerbreadths above the umbilicus. At 23 weeks it 
reached to midway between the umbilicus’ and xiphisternum. ` 
At 30 weeks the uterus measured 37 in. (0.94 metre) in circum- 
. ference and 14 in. (35 cm.) in convexity: One small head was 
felt in the pelvis. X-ray examination on November 21 showed 
twin pregnancy, the first a vertex and the second a breech. 

The patient contintied to feel well for the rest of the preg- 
‘nancy, apart from increasing heaviness. Her-weight rose from 
8 st. 5 Ib. to 11 st. 10 lb. (53 to 74.4 kg.).- 
' pressure.was 136/80, and at no time was there any albuminuria 
or oedema. She was given iron and calcium -duriñg pregnancy, 
and was admitted for rest one week before term. 

On admission both foetuses presented by the vertex. 
foetal heart rates were 136 and 142. 
uterus were : circumference 46'in. (1.16 metres) and convexity 
23 in. (58 cm.). a 

A. medical induction was contemplated at a, but at 
40.30 p.m: on February 8, 1948, she went into labour. At 
-5.30 a.m. the next day the os was fully dilated, and at 7.30 a.m. 
‘she was delivered spontaneously of a living male infant, weigh- 
After 20 
minutes pains restarted, and 15 minutes later a second living 
male infant, weighing 8 1b. 3 oz. (3.71 kg.) was born in the 
L.O.A. position. Twenty-five minutes later the placenta and 
membranes were expelled intact, the-total length of labour being 
10 hours.25 minutes.. There was a loss of 18 oz. (510 ml.). 


The 


' The placenta was binovular’in type and weighed 3 Ib. 154 oz. 


(1.8 kg.}—i.e., -little less than. one-quanter of the combined 
weights of the infants. 


` The puerperium was entirely uneventful. Both infants had 


regained their birth weight by the seventh day, and by the tenth ~of the second , week after birth. 


day the larger one took 18 oz. of milk from the breast, and the 
smaller one 142 oz. (420 ml.). 
24 hours during their subsequent days in hospital.” Residual 
milk expressed. was 34 oz. (106 ml.),; making a total- yield of 


_- 36 oz. (1.02: litres) of breast milk on the tenth day. 


The babies were fed simultaneously at all feeds, and were 
discharged on the 19th day, fully breast-fed, and weighing 
10 Ib. 14 oz. and 8 Ib. 9 oz. (4. 58 and 3.88 kg.) respectively. 


_ 


i 


' maintained, apparently without strain, for -eight months. 


Her highest blood >. 


Measurements of.the -~ 


Neither took less than ‘this in ' 


~ 


The mother had the aei preparation of the breasts shiek. 
is practised’ at this hospital (Waller, 1946), and during her lying-. 
in needed no more help than the usual care, and pateneg of the 
nursing staff. 

Throughout her pregnancy she was well, and she- carried 
the babies to term, a comparatively uncommon event in twin 
pregnancies. The records of this hospital show only 14 instances . 
out of 67. twin deliveries in the past four~years. 


Average Weight i i 


- Oo 9 Heaviest Weight 
Hospital - -| Year | No. - 
1 Twin 1 * Twin 2 Twin 1 Twin2 - 
p aoo lb. oz. kg: llb. oz. kg. |lb. oz. kg. |lb. oz. kg. 
- Queen Char- ` N 
.lotte’s . 1945 | 19| 5 6 2:44)5_9 252|7 9 343|8 8 3-85 
Guy’s 1946 | 17 !5 1 229|6 1 2:75.18 2 3:68] 6 12 3-06 
Liverpool - 1944 | 28|5 2 2:3215 7 24717 0O 3:18) 7 6 3:35 
Camborne « .. | 19454 6] 6. 3 2:81 ]5 1 2-58| 615 3-15) 7 7 3:37 
` M ~< a 7 a 
Woolwich | 1944 | 17 |5 0 227|5 3 2:35 6 6 289|7 3-326 
- os 1945 | 20 | 410 2:10| 5 3 2:35|6 432:84]7 4 332: 
"a š 1946'| 11| 6 0 272| 512 2°61;711 349|6 8 295 
g 1947 | 1915 3 235|4 5 196|7 4 329|7 7 3:37. 





_ As will be seen from the accompanying table,.the average 
weights of twins, taken from several different hospital ale 
range between 5 lb. and 6 lb. 3 oz. Q. Zr and 2.81 kg). 
heaviest weights recorded in the series -were 7 lb. 9 oz. aa 
8 Ib. 8 oz, (3.43 and 3. 85 kg.) at ies Charlotte’s Hosni) 
in 1945. 


Progress has been consistently sane “Byeast-feeding was 
At 
3 months the babies weighed 13 Ib. 8 oz. and 11 lb. 94 oz. 
(6.12 and 5.26 kg.). 
from any. sign of rickets. The haemoglobin level was found 


to be 60% in both cases, and iron was prescribed.” When. last 


,_ seen on October 7 (aged 8 months) they weighed 22 Ib. and 


20 lb. 8 oz. (9.98 and 9.3 kg.) respectively and were very 
healthy..- , 2 


My thanks are due to Mr. Keith Varian. medal director, and 
Dr. “Harold Waller, honorary paediatrician, for permission to publish 
this case and for their help and advice. 


_ AILEEN P. M. DRING, M.B., B.S., D.R.C.O.G., 
British Hospital for Mothers e Babies, Woolwich. 


2 REFERENCE 
~ > Waller, H. K. (1946). Arch. Dis. Childh., 21, 1. 


Congenital Pyloric Stenosis: in Three 


es Successive Male- Babies of the 


: _ Same Parents . zs 


-The following cases are reported in the belief that it is 
rare, if not unique, for the same parents to have three 
consecutive male babies suffering from congenital pyloric 
stenosis. It would be interesting to know if any readers 
have had similar experiences. 


~ 


CASE REPORTS 


Case 1.—This occurred in July, 1945. The precise clinical 
details are lacking except that the condition was diagnosed 
clinically and confirmed at operation. The child died shortly 
after the operation. It is believed that the ‘general condition 
had greatly. deteriorated before consent was given by the 
parents, 


‘Case 2.—This emer in’ July, 1947. The clinical features 
/ were classical in that projectile vomiting started at the end 
Visible peristalsis and a 
palpable mass were evident. Unforturiately, however, the 
family conditions left something to be desired, and the parents 


did not use the “ eumydrin ” with which the doctor was treating, 
_ the case. 


Other therapeutic measures were carried out by the 
parents against the doctor’s advice and operation was refused. 
Inevitably ‘the general condition became worse, and when 
eventually the parents realized the folly of their ways the child 
died .before epetanon could be performed. ‘A post-mortem 


-— 


They had had no“illnesses and were free « 


bainas 


Oct. 1, tis : 
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examination was, however, Saved out and a scents hype: 


trophied pylorus was found with complete stenosis. z 
Case 3—This occurred iñ July,- 1948. ` The’ child was a 
_ male and the projectile vomiting started towards the end of 
the second week. Visible peristalsis and a palpable -mass 
were again found after feeding. Treatment with 1/750 ‘gr. 
“(0.875 mg.) of eumydrin before feeds was begun, and from the 
outset the condition was good. On this occasion co-operation 
‘from the parents was forthcoming and it was possible to carry 
out a Rammstedt operation in -the early stages... Recovery 
was rapid and uneventful. 
- = i J. L: ADLINGTON, M.B., Ch.B., 
. _ Que Que, Southern Rhodesia. 
\ Š 


Congenital Pyloric Stenosis in . 
Binovular Twins ~ 


The aetiology of congenital pyloric stenosis is quite obscure. 
_ The constant pathological findings and the onset ‘a few 
weeks after birth point to some defect in the development 
of* the pylorus, widely | assumed to be dependent ‘on a 
genetic factor. 


Individual reports of the disease i in two or more siblings 
- have appeared from time to time (Parker, 1927 ; Bilderback, 
` 1928 ; Cockayne, Moncrieff, and Sheldon, 1928 ; Thompson 
and Gaisford, 1935; Fabricius and Vogt-Miiller, 1937 ; 
Donovan, 1938 ; O’Donnell and Klein; 1941’; Cathala and 
Cler,: 1944 ; ‘Marquezy, 1944; Kaufman, 1947). On the 
other hand, Akin and Forbes (1947) found only three 
instances in 147 patients, Nafe (1947). six cases in 129 
patients, and Gavois-and Poyanne (1944). one case in 67 
patients. It is clear that it-is unusual for siblings to be 
affected, although Cockayne and Penrose (1943) concluded, 
after. a most exhaustive investigation, that there, was a 
definite though small familial incidence. .- 


Occasionally pyloric stenosis has occurred in. successive . 
generations. ‘The father of the female patient reported by 
Donovan (1938) had undergone operation for stenosis when 
a few weeks-old ; one of Nafe’s (1947) patients had an uncle 
who had had the disease, as had the maternal aunt of the 
pair of twins reported by de Lange (1936). Schrieber 
(quoted by Laubscher and Smith; 1947) described a patient 
whose father and grandfather both suffered from pyloric 
stenosis in adult life, which was believed to be of congenital 
origin. Caulfield (1926) cited.a further'case that was even 
less. convincing. Cockayne (1934) reported two pairs of 
twins who were first cousins, all of whom had the disease.’ 
The absence of any definite hereditary characteristics does 
` not lend support to the, genetic theory, but if a Mendelian 
recessive was concerned it would remain concealed for long 
periods, showing a tendency to exposure -particularly on 
intermarriage ; and in respect of this Cockayne and Penrose 
(1943) found the proportion of patients with consanguineous 
parents exceeded random expectation. 


Laubscher and Smith (1947), in a recent review on con- 
genital pyloric stendésis in twins, found it recorded in 13 
monovular twins ; in 11 of these both twins’were affected, 
while Sheldon (1938) and Lasch (1925) each noted an excep- 
tion. In 24 sets of binovular twins there were two instances 
in which both were affected. . Laubscher and Smith (1947) . 
reported. binovular male twins, both of whom underwent 
operation five weeks after birth, and O’Donnell and Klein 
(1941) recordéd a-similar occurrence ; Nafe- (1947) ‘men- 
tioned that he had recently seen binovular twins operated ` 
on for pyloric stenosis on-the same day. - 


ʻa 1 


“CASE REPORTS 


Fhe mother; a .2-para- aged 33, gave birth to a male child 
on June 29, 1948 ; simultaneously: the membranes of the twin 
\ = ~ _ i r - ` 


_ explored under local analgesia. 


Thompson, y À., 


“were artificially ruptured, but the uterus became inert and the 


second child, a female, was not born until July 1. There was 
an elder child, a girl aged 6.. No history was elicited of any 
similar ‘trouble either ‘in the mother’s or in her husband’s 
family, and the parents were not related. 


First Twin:—-Male, born June 29, 1948; birth weight, 
6 Ib. 2 oz. (2.78 kg.). ‘He was breast-fed for the first fortnight, 
but then changed to a proprietary food. He thrived until 
July 21, when he- vomited after one of ,his feeds. Three feeds 
later he vomited again, and thereafter following every bottle : 
the vomitus became’large in quantity and projectile in nature. 
On- July 23 he was admitted to Queen Mary’s Hospital in a 
‘dehydrated condition, and weighing 5 Ib. 3 oz. (2.35 kg). A 
palpable tumour lay under the right costal margin, with visible 
peristalsis in the epigastrium. On July 24 the abdomen was 
A firm pyloric muscle tumour . 
was found, and a typical Rammstedt’s operation was performed. 


‘The child made an uneventful and rapid recovery. | 


1948; birth weight, 
-She was maintained in an oxygen tent 


Second Twin. —Female, ‘born July 1, 
4 Ib. 2 oz. (1.87 kg.). 


‘for’ five days, with’ three-hourly oesophageal feeds of a pro- 


prietary food. ‘After a further-three weeks in the premature 
baby nursery she was discharged home, on July 25, weighing 


~ 5 1b. 8 oz. (2.49 kg.). For a few days she continued to progress 


favourably, but on August 1 suddenly vomited after a feed, and 
thereafter shortly after every bottle ; with each vomitus a large 
quantity was ejected in projectile fashion. On August 3 she was 


” admitted to the Connaught Hospital because of an outbreak of 


whooping-cough at Queen Mary’s Hospital. She weighed 
4 Ib. 1 oz. (1.84 kg.), but was less dehydrated than her brother 
had been. Peristaltic waves crossing the epigastrium were 
easily- visible; and a mobile.tumour was palpable under the 
tight costal margin. She was given a feed and shortly after 
it was forcibly vomited. On August 3, under open ether anaes- 
thesia, a Rammstedt’s operation was performed for a ‘typical 
congenital hypertrophied pylorus. Her post-operative progress 
was quitet uneventful, and she rapidly gained in weight. 


~ 


COMMENT 


A study of the published data, together with such_cases 
as the one reported here, reveals the following: (1) the 
disease may occur-in siblings, but with relative infrequency ; 
(2) it is rare for two or more generations to be involved ; 
(3) whilst each twin is “usually affected when of monozygotic 
origin, authentic exceptions have been recorded ; (4) there 


-have been several instances in which each twin SE dissimilar 


pairing has been ‘affected, such as the example reported 
here. 
E. S. R. HUGHES, F.R.C.S. 
~ i H. A. D. SMALL, F.R.C.S. 
J. W. F. MACKY, PROS. 


Queen Mary’s Hospital, Stratford, E.15, 
ang Connaugnt Hospital, E.17. 
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facts. If only a few of the main findings about the changing 

Reviews distributions of the psychosomatic illnesses are eventually 

ho on f accepted, serious thought will have to be given to the whole 
status of psychosocial factors in medical thought and practice ; 
: it will be ay: to “explain ” these by such concepts as “ bad 





} . . . 
l n - nutrition ” “hereditary factors.” 
$ A STUDY OF SICK SOCIE =F 
F SIC SOCIETY It may ad be that medical historians of the future will write 
Psychosocial Medicine. By James L. Halliday, M.D., D:P.H. of this book as one of the important contributions to’ medical 
P ri 6d.) London: William Heinemann Medical thought in the twentieth century.- Almost.every page reveals 


i the unusual insight of the author and his capacity to analyse 

It has been clear for some time that this book was an unusual and synthesize the implications of his theme, so that there is 

.one. Since its appearance in the -United States last year the stamp of genius about the work as a whole. It is significant 
American colleagues have been asking, almost monotonously, that the insights of the poets have evidently made deep impres- 

how Halliday’s book is being received. Last autumn, when > sions upon the author, and some of his views may be rejected 

Mr. Aldous Huxley interviewed the Press shortly after he for a time.as poetic rather than scientific. That, however, will 

arrived in this country, it was reported that the discussion turned illustrate the author’s view that it is not easy for us to face up 

‘to Halliday’s book on psychosomatic illness, and more recently to some aspects of our. present society. In fact, one of the best 
it appeared‘as the subject of a 20-minute talk in the third pro- object lessons in understanding psychosocial forces will be to 

gramme by Professor L. J. Witts. Its subtitle, A Study of the watch the reception and fate of this book within the next few 

Sick Society, gives the clue to this wide interest, and here, years by different professional groups, and to understand why 

indeed, is a disturbing picture of some of the sicknesses of the it has stimulated some groups and made others anxious, as it, 

communities, and of the subgroups within them, of which we almost certainly will do. j 


ourselves are so intimately a part. The appearance of Psychosocial Medicine is peculiarly well 
The main theme may be put thus. Although the mechanismic timed. One of .the features of psychosomatic illnesses upon 
outlook of nineteenth-century medicine led to brilliant advances which the author comments is their tendency to be exacerbated 
against many physical illnesses, it diverted attention from other © by actions taken by doctors which show that they do not really 
important aetiological factors, with the result- that what are understand their origins. Unless effective ways of combating 
now called the psychosomatic illnesses have been getting pro- these disorders can be developed there is bound to be a rise 
-gressively more common. It is not only that the total figures in their incidence and chronicity, so that the burden on the 
are rising. Halliday’s essential point is that many of-these new Health Service will increase steadily; no national health 
illnesses have shown within the last few decades changes in service can afford to ignore Halliday’s considerations. 
their incidence in different agè, sex, and occupational groups. As a final point, the reader can speculate on whether it was 
For instance, peptic ulcer would appear to have changed‘from a-sickness of some of the groups in our British society which 
being an illness chiefly affecting young women and middle-aged Įed to this fundaméntal book being produced i in America and so 
men to one that is now ues typical of young men and ae to making a Glasgow physician write about “ gasoline engines.” 
aged women; or, again, the mining’group in recent years has i i 
an a higher rate of illness than- other industrial’ groups. J. D. SUTHERLAND. 
Furthermore, certain other features—e.g., infertility and ‘suicide + ; 
rates—have shown similar trends. According to Halliday, these B.C.G. s 
findings can be accounted for only by social psychological B.C.G. Vaccination in Theory and Practice. By K. Neville Irvine, 
factors, and he therefore suggests that such objective measures D.M. With foreword by Konrad Birkhaug, M.Sc., M.D. 
should be taken as,indices of the sickness or health of any « oR: 130.. 9s. 6d.) Oxford: Blackwell Scientific Publications. 
group or society. (It is because “ social” medicine means in 949. 
practice the measures designed to keep`populations, or aggre- This is an sxceilent little book, written for the practical man 
gates of people, frorh becoming sick through physical causes whois going to use B.C.G. and wants to know the “ why” and 
_ that he reluctantly adopts the term “psychosocial” to ensure “how.” Jt is well documented, and the references, which are 
' that the psychological factors are included.) Halliday next given at the end of each chapter, number over 500. The 
‘takes the daring view that, when these indices are rising in a author covers the history and present methods of producing the 
group, that group is in danger of a devitalizing biological change vaccine, discusses its safety, describes in detail alternative 
which can readily progress until the group is extinguished by methods for the vaccination of human beings, reviews the _ 
failure to produce and to reproduce. “experimental and field evidence on the protective value of 
Having diagnosed the faults within the social spliere: the B.C.G., and ends with a brief discussion on its best mode of 
author goes on to suggest that medicine will have to be re- use in Great Britain. He gives a good deal of space to the 
“ integrated with the social sciences and with politics, and that safety of the vaccine, pointing out that all the adverse reports, 
those doctors who effect this synthesis within themselves will whether in animals or in man, date from before 1930. He 
become the pioneers of new ways in medicine which will lead believes that about that time potentially virulent variant 
us out of the present increasing specialism with its impotence organisms were eliminated from the vaccine and that now the 
in face of the most prevalent disorders in modern industrial danger is that the strain: may become too avirulent to afford 
society. adequate protection. The safety of B.C.G. is attested by the 


It is almost impossible‘to comment briefly on the ae eae fact that some ten million persons have been vaccinated with 
thought in this book. The first task, as the author himself it and, apart from the Lübeck disaster, only 37 cases: of 
‘suggests, will be to carry out further studies to confirm and to tuberculosis have, rightly or wrongly, been attributed to 
expand his findings, and to ascertain how fully all the relevant tts use. , : 
factors have been considered. To take one instance, in quoting The real question to-day is not whether B.C.G. is safe but 

, the unduly high rates of hypertensive disorders in miners’ wives what is its protective value in different age groups of the 
* the possible effects of this group having a relatively higher population and among people of varying levels of genetic 
average ave than other groups of wives does not appear to have immunity. Before recounting the investigations made to deter- 
been allowed for. More social anthropological data will be mine this the author lays down seven minimum postulates for 
required, too, on the individual histories of the sick groups, for à field trial if it is to be accepted by the statisticians. Whether 
occupational groups are wont to have quite marked food habits. ‘it will be possible to carry out a properly controlled -trial in 
But even before this checking-up has been done it is difficult this country is doubtful, but there-seems no reason why one 
not to be impressed by the apparent psychosocial aetiology of . should not be attempted if the Ministry refrains from distributing 
some of the disorders mentioned. The history of miners’ , the vaccine indiscriminately. 

‘nystagmus is an excellent example of how too rigid an adher- It would be interesting to know why the author has ignored 
ence to physical aetiology can blind us to the most relevant the negative results of the large-scale use of B.C.G. by Blanch, 


` 


`e’ 


- 
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Blanch, and Lieutier in Uruguay. Little attention*has been paid © There are certain broader criticisms which can be. justifiably 
in the literature to-these findings, and Dr. Irvine, who has gone ‘added. .The book makes little mention of the direct chest leads, 
to .corisiderable trouble to make certain of many of his facts, and where. these. are referred to, the information is -usually 
might well pay a visit to. South America ‘to-find out the reale” restricted. to the curves shown “by” CR4. With the great 
truth about them. Another “point ‘ that: ‘needs -investigation- is “.advance in electrocardiography and the advent of the school 
the need for segregation of ‘children’ in tuberculous families which ‘already prophesies the complete: disappearance . of the 
before and after, vaccination. Dr. Irvine recommends the _ three’ standard leads, it is clear that this omission, so far as 
approved ‘practice, but there seems to be an increasing tendency 7, electrocardiography is concerned, .is a serious ‘one. , But 
Jin ‘some countries to, dispense with“it. -What we really” want ‘such‘omissions are inseparable from the passage of time, and: 
- to know’ is whether -Rosenthal in Chicago and Levine and > they dd-not in themselves constitute criticism of- the book. 
_ Sackett in New York are both right.. Ís it true “that B.C.G. For ‘students who desire a work on cardiology .as a book of 
~ with segregation: protects and ‘without: segregation it “does not ? referefice- this monograph is not in itself sufficient, for there 
Throughout the book-the author is simple,-sane, direct, ‘and is no section on cardiac radiology. 
objective -Only occasiénally does he lapse. : For example, When these remarks have been made, it still remains a fact 
in his’ final discussion he summarizes an earlier section in that the description of cardiac irregularities, which are dealt 
these. words : “This chapter shows that vaccination does pro- with seriatim in separate chapters, remains ‘classical both in 
duce a definite resistance in man ; the degree produced appears presentation and subject-matter. - It is sad, however, that there 
to be 70-100%.” What does this mean? JIt‘cannot mean ‘is no wide, comprehensive textbook on cardiology from the 
“what it appears-to mean—namely, that without vaccination ‘hand of the man who was in so many ‘senses the father of his 
70-100% __ of the vaccinated persons ‘would have developed subject. 





Ca 


E tuberculosis: . What the author probably.means is that vaccina- . | 2, Š as ey E Okos BOURNE. 
tión protected 70-100% of the small proportion of the popula- _,’ : Ja 3 
- tion that would have developed tuberculosis.had they not been . ” - ESSAYS IN PSYCHO-ANALYSIS 


vaccinated—which is a very different thing: -It‘is'.to be hoped 
that in a future edition the original statement, which may be (bp. 456. 308) Lon Ua nies Pabliching eo EON Bree 
quoted away from its’ context, will be revised. Again, on 
page 93.the author quotes Hertzberg-as saying, “ For primary These psycho-analytic. studies on delinquency are dedicated to 
tuberculous lesions the ratio ‘of the vaccinated morbidity rate 4 remarkable man, August Aichhorn, a Viennese educationist 
to that of the controls is 1:137,”-and follows this up with the ~ who devoted himself to the study of delinquent youth and 
statement : “ Neiman and. Loewinsohn, in'a radiological -study eventually found in psycho-analytical teaching the framework. 
of 1,417 vaccinated children and 1,414 controls, found the ratio _ he required for understanding his patients and treating them. 
per 1,000 person-years to be 1:2.83.” Surely an explanation . He was apparently a strong pacifist, and in 1907 successfully 
is required of these totally discrepant findings... > exerted his, influence against intrusion of the military spirit 
In recommending the wider use- of B.C.G. vaccination Dr. into education. He later founded an institution for delinquent 
Irvine makes it clear that it should be used as am addition to - boys, with whom he had.extraordinary success. This institution 
"our antituberculosis measures, not as a replacement for any ‘foundered during the: last war but has since been re-established, 
-. of them.” Most workers will agree -that so long as this te: firmly and Professor Aichhorn’s-work has been honoured by his 


borne in mind there is a place for Poo vaccination in this election to the` presidency of the Viennese Psycho-analytic 
country. ©. . = . Society. . The. editor of this symposium writes of him as an 


- - yD e a PES ~ artist in technique, _ a unique teacher, and as having uncanny 
i - i aA a intuition. He can “reconstruct the whole of a human per- 
z l on sonality from a few meagre details which seem only trifling 


~ 


“LEWIS'S C ARDIOLOGY cao 7 oT superficialities to the unintuitive.” He will spend time arguing 

' with a schizophrenic adolescent about the interpretation of an 

Blectrocardiography, and i Disorders el he Hea Bent obscure passage in the Bible, with the result that, week by week, 
(Pp. 285%, illustrated., £1 5s.) London: Shaw- and’ Sons. ’ i949. the patient. recovers. Even his psycho- ‘analytical colleagues 


, emphasize how much of his success is‘ attributable to- personal 
It is almost superfluous to review a book by-the late Sir Thomas - factors: They have contributed to this book many choles 


“Lewis, for there is no medical writer of the last generation art; r sir ; ' i 
who has transmitted to paper in’such clear prose work of such ae ber J ote TERRY 1O anaya Sopracnsing 
a high standard. . The present book’ is a combination of two >`. ELIOT SLATER. 
- “ previous volumes, Clinical Disorders of the Heart Beat and ges i $ 
Clinical Electrocardiography. It was completed just before the as THE RETICULOSES 


‘ r 


author’s death, and, as is said in the preface, he felt that the . La, Réticulose Histiomonocytaire. ‘By P. Cazal. (Pp. 196. 
. time had. come for integrating the subjects into one volume. 350 ‘francs.). Paris: Masson et Cie. 
- This book is one which must necessarily be included-in the ' Reticulosis and R elieulosarcomavons: By P. van der Meer and 
libraries of medical institutions and which should’ be at hand Dr. J. Zeldenrust. (Pp. 83; 21 figures. 40 florins.) Leiden: 
Ne Universitaires Pers Leiden. * fogs, 


-for reference by all cardiologists. This is not only for historical 
reasons but’ because ‘the clear sentences of the book contain Dr. P. Cazals monograph is worthy of study by all who are 
‘a fund of valuable and stimulating information, some of it interested in the reticuloses. The author defines the condition 
with a very clear personal ring. a he is describing as including those, reticuloses which pursue a 
It is always possible- for a reviewer- to, read his volume with rapidly fatal course, and which may under certain circumstances 
. jaundiced and -hypercritical eyes, and, éven in the case of writings- produce a leukaemic blood picture. Letterer-Siwe disease and 
by Sir Thomas Lewis, minor points of criticism can be found. histiocytic medullary reticulosis are included in this definition. 
For example, on page 6 it is advised that the subject whose He describes in considerable detail the manifestations of the 
‘electrocardiogram is being taken should be in a sitting position. disease process throughout the body, and his references to 
Itis my experience that the broader and more comfortable the abnormal blood pictures are of particular interest, for he 
couch the freer the tracing from ‘muscular interference. On develops the thesis that proliferation of histiocytic cells in the 
page 21 are given thrée normal curves taken from lead Ill in.. tissues may appear in the blood stream as cells of the monocytic 
- different , Subjects. One of these could easily be that of a . series, either well or poorly differentiated. -The suggestion is 
patient who ‘had previously suffered from a posterior coronary put forward in connexion with the pathogenesis of this condi- 
- infarct.” On page 58, where a ¢urve characteristic’ of Fallots tion that it represents a multifocal disease rather than a | 
‘tetralogy is shown with marked right axis deviation, the.charac- - ,malignant tumour spreading by metastasis. - p 
teristically sharp P-wave, which is also well defined, is not | The`author’s opinions are best summarized by quoting his 
remarked upon. However, these are small samples of the final sentence.:- “ Reticulose histiomonocytaire: maladie carac- 
hypercritical attitude already referred. to. ; - . térisée par la prolifération métaplasique (c'est-à-dire envahis- 
à ae ; : 


» 
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.. if at times they feel baffled and bewildered. by the work. 
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Sante; ° irréversible et $ 'accompagnarit datypie cellulaire) et 


“systématisée des cellules réticulaires et histiocytaires qui peuvent - 


„Soit rester sur place, soit passer dans le sang sous forme de 
-monocytes plus on moins` typiques.” 
. some of the views put forward in this monograph may not be 


. fully acceptable to all workers, a most’ stimulating contribution 


toa confused subject has been presented. 
The work of Drs. van der Meer and Zeldenrust -from the 


- University of Leiden sets out’ to present a clini¢o-pathological ` 
account of diseases of unknown aetiology associated with the - 


reticulo-endothelial system. ` Little new in this confused field of 


ve _ study is presented, and the review. of literature is largely con- 
fined to that coming from the ‘Continent, American contribu- .. 
; The . fundamental concept is. 

retained ‘which divides -diseases .of supposedly hyperplastic 


tions being largely ignored. 


„origin from those which are thought to- be true malignant 


tumours and applies the separate titles reticulosis'and reticulo- - 
sarcoma to them. No new. evidence, either clinical or patho-~ 


logical, is presented to substantiate this claim, however. 

The reticuloses are described as acute or chronic,, but little 
attempt is made to correlate this clinical subdivision with patho-. | 
logical entities. Reticulosarcomata are described as being ' 


‘localized or generalized, but no’ stress is‘laid upon the prog- ` 


nostic significance of these varieties. The authors’ presentation 
suffers from an inadéquate English translation which makes it 


' difficult sometimes to follow their reasoning. , 


g Bs _ - GEORGE LUMB. 


~ MODERN PRACTICE IN PSYCHIATRY 


Modern Practice in “Psychological Medicine, 1949, . Edited by 

J. R. Rees, M.D) (Pp. 470 and an Appendix.- £2 10s.) London: 

Butierworth. 1949. 
The editor explains that this wéll- -produced - volume is inténded 
for medical students and, general practitioners, -not for specialists 
in psychiatry. He has invoked the aid of twenty-eight collabor- 
ators with widely different backgrounds ‘and viewpoints, who 
have’ contributed essays’ on the topics assigned to them. The 
result is a most uneven production with much overlapping 
and repetition . and some regrettable omissions. The treatment 
recommended varies, „and sometimes flatly contradictory‘ 
opinions are expressed, 
arise in any symposium ‘in default of the most rigorous editorial - 
planning and pruning, but they” are specially likely to arise 
in a relatively ,short volume on psychological medicine which - 
covers an undefined field without | proper delimitations between 
the different parts of it. 

In`view of the title the medical indent and general practi- 


tioner may reasonably expect to find clear guidance on practical ' No price). 


+ problems of diagnosis and treatment, but both may be excused 
In’ 
par.icular, the therapeutic implications of expositions in- terms 
of “dynamic” psychopathology are puzzling to the reader, 
for they seem to lead to the deduction that patients should- be 
analysed, which, it is then pointed out, is for the specialist. 
The chapter“ on physical methods of treatment is disappointing;: 
and what is the beginner likely to make of such -obiter dicta 
as that of Dr. Brock Chisholm, who identifies “ amGngst factors 
that commonly tend to slow, “to distort, or to-prevent safis- 
. factory mental and social development . . . teaching of children = 
to believe in the reality of phantasles such as fairies ane Santa 
. Claus. ste? 


In brief, the book does not fulfil its intended purpose, as 
a random collection of essays on psychiatric. topics can scarcely . 


be. expected to do. Yet in spite.of the lack of editorial 
_planning both student and general practitioner could gain much 
from it, for in parts the symposium is not only good but excel- 
lent. -The section*on sexuality and the sexual disorders, by 
Professor D.. Ewen „Cameron, and that on psychosomatic 


- medicine, by Dr. E. D. Wittkower, both contain ‘much interest-, 


. ing matter; while among many valuable essays “Nature and ` 
Nurture—The Factor of Inheritance, ” by Dr. Eliot Slater (which 
is all too short), “ Psychiatry and Neurology,” by Dr. Russell 
‘Brain, “ Mental Deficiency,” by- Dr.E. O. Lewis, and “The 
` Schizophrenic Disorders, ” by Dr. Hunter Gillies, are out, 


enone: i b gA DESMOND CUBRAN. 


Despite the fact that, 


The -P: J. Poisons Guide. 


Difficulties of this kind are likely to ; 


+ 
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ae is not precluded by notice here of books recently received] 


3 


Acute Taures of the Head. By g F. Rowbotkam; B.Sc., 


F.R.CS. With a foreword by Professor Norman’ Dott, -C.B.E., - 
F.R.C.S.Ed. 3rd ed. (Pp. 480; 259 illustrations. 35s.) Edinburgh : 
E Livingstone. _ 1949, : ; 


The Elements of Canis - By C D. -Darlington and K. Mather. 


(Pp. 446. 25s.) London: George Allen and Unwin. 1949. 

S PE Behaviour, Normal and Abnormal. By E. “Chesser. 
(Pp. 220. -21s.) -London: Medical Publications. 1949’ -` _ 
English Social Services. By E. W. Cohen. (Pp.. 169. 8s. 6d.) 
‘London : George Allen and Unwin. 1949. ` . 
Sanitary S cience Notes. By H. Hill, AY Saas. ESLA, 
_A.M.IS.E.,’ and E. Dodsworth, M.R.San.l., M.S.I.A. 2nd ed. 
' (Pp. 135. 7s. 6d.) London: H. K. Lewis. 1949. 


i 

Sth ed. (Pp. 46. 3s. 6d.) London: 
-The Pharmaceutical Press. 1949.. ~ 

By M. Randall, R.N., M.A. 
1949. 


Ward. Ad ministration. (Pp. 326. 


20s.) Philadelphia and London: Saunders. 
Psychology and the Nurse. By F. J.. 
. 3rd, ed. (Pp. 253. 14s.) Philadelphia and London: Saunders. 


i Laboratoby Manual of Chemistry. By J. I. Routh, Ph.D. 2nd 


Wellington Jones, M.D.,. N. L..Hoerr. M.D., and A.~Osol, Ph.D. 
(Pp. 1,294. $8.50.) Philadelphia, and Toronto: The Blakiston 
Company. _1949., 

By 


Mehana. in Latin: Amertca: the Threat- U Cousinié.. 


P, O. Wolff, M.D., Ph.D., M.A. (Pp. 56. ma ha 


' D.C.: The Linacre Press. 1948. 


r 


Nelson Loose-Leaf Medicine. Renewal pages. 
-Hygiène et Sö curtte du Travail. By M. Marchand. 
Lille : Martin- Mamy, Crouan, and Roques. 1949. 

By G. Marañón and J.-F. Kaa 
‘1949. 


La Enfermedad de Addison. 
(Pp. 212. No price.) Madrid: Espasa-Calpe, S.A. 


Fi; aftig Jahre Pathologie m Deutschland. By W. Fischer 
and G. B, Gruber. (Pp. 334. M. 33.) Stuttgart : Ggoig Thieme. 
_ 1949, : 


By K.-E. Herlyn (Pp. 200; 
Georg Thieme. 1949. 


Die Wiederherstellungs- Chirurgie. 
357 illustrations. M. 32.) Stuttgart: 


Die Pathologi# das Harnle:tors im Rontgenbild. By A, The. en. 


1949 


‘(Pp. 97. M.~ 10. 50.) Stuttgart: Georg Thieme. 


By H. Kirchhof. (Pp. 153. M. 19.50.) 
1949. ; 


‘Das’ Lange Berkin, 
Stuttgart: Georg Thieme. N 
Prognose und Therapie der Geisteskrankheiten. 
2nd ed, (Pp. 217. M. 16.50.) Stuttgart: ,Georg Thieme. 1949. 
Weitere Fortschritte- in der Baser ninme oire: By K. Leng- 
genhager. (Pp. 251. M. 22.) Stuttgart: Georg Thieme. 1949.  - 


Uber Z. wis chenlirnsyndrome. (Pp. 47. 
M. 3.60.) Stuttgart: Georg Thieme. . 


By F. Laubenthal. 
1949, | 


Das ‘Adenocarcinom des Collum Uterz. ; By 


K. Thomsen, (Pp. 87. M. 6.80.) Stuttgart: ‘Georg Thieme. 1949. 


- Funktionelle Pathologie tn der Chirurgie. By C. van Gelderen. 
2nd g0; Œp. 206. M. 18.60.) - Berlin: Springer: 1949. 


ig =- 


O’Hata, C.S.C., Ph.D: 
1949. 


H. Limburg and, 


ed.. (Pp. 98. 6s: 6d.) Philadelphia and London: Saunders.. 1949. 
“= The Cerebral Palsies of Childhood. By H. K. Lucas, 
M.Ch.Orth., F.R.C.S.Ed, (Pp. 28. 1s. 9d.) Saee Surrey : 
British Council for the Welfare of Spastics. 1949. - 
-Perspertives in Medicine’ The March of Medicine, 1948. 
(Pp. 163.  14s.)-- London: Geoffrey Cumberlege.. bai 
Blakiston’s New Gould Medicat Dictionary. Edited by H. 


(Pp.>332. - 


By M. Miiller. | 
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‘DISTINCTION: AWARDS FOR. CONSULTANTS 


When the report-of the Spens Committee on the remu- 
f neration of consultants and specialists was published in 
June, 1948, we criticized the suggestion ‘for special 
awards ás “the one outstandingly unsatisfactory pro- 
posal in a report which is likely to commend itself to 
those who work as consultants and specialists in the 
new Service.” We expressed the hope that consultants 
and specialists -would give their opinion on this matter 
so that it should not become accepted policy merely | 
by default: There was at the time’ little response to 
this suggestion, but now that groups of consultants all 
over the country are being invited by’ the Distinction 
Awards Committee to select suitable candidates from 
among ‘their colléagues, consultants, as is clear from 
our correspondence columns, are beginning to voice 
some disquiet. In a'letter to this. Journal’ Dr. F. M. R. 
Walshe pungently expressed what a number of consul- 
tants in this country probably think about the proposed 
method of distributing what have been misleadingly 
called prizes.. -They are _pensionable increments to . 
. income: Dr. Walshe has found support for his views, 
. not least’ in the letter which appeared in the Journal 
_of August 27 signed by 19 members. of the consulting 
staff of a teaching hospital, who expressed ‘the hope 
` that “it is not yet too late to abandon the idea of 
‘distinction awards in its present form.” A cold -note 
` of caution was sounded by Dr. H. E. A. ‘Boldero, who 
stated that there is no-alternative to the present method 
of distributing these distinction awards to consultants: 
He writes: “I speak from the book when I say that 
, there will be no substitute. ~ Money. for these awards 


will not be available for any other purpose, such as an, 


| all-round ‘addition to ‘basic salaries.” ` Dr. Boldero no 
doubt. weighed his. words carefully, though one may 
presume that the final authority in these matters-is the 
Minister of Health. It may ‘well be true that no other 
alternative will be accepted by the Minister, and that on 
grounds of common prudence the profession would not 
wish: to, make ` any move which would diminish its total 
. income. But it- must nevertheless take into account the 
views of those young consultants who through: these 
columns have~expressed their distaste and apprehen- 
sion of the present scheme of making the Spens awards. 
l a 1 British Medical Journal, August 13, p. 383. i 
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It no ` alternative can be found, then with good grace 
We must accept the second best. 


“We suggested over-a year ago that the additional 
_money available should be attached to posts in the new 
hospital service demanding men of the highest calibre. 


The new hospital and consultant service is still in a 


formative period. Those responsible for its working 


‘have, been overwhelmed with problems of organization, 


and little constructive thought has yet been put into 
the development of hospital policy. Some construc- 
tive proposals were made in a special -number of the 
Practitioner by the writer of the article “ The Surgeon 
and the Service.” He suggested, for example, that a 
small group of senior men should have the task of co- 
ordinating. the surgery of a region or district “by 
advice, by telling one hospital of the work being done 


at another, by advising on particular cases, and by 


informing regional headquarters where, and by whom, 
.good work is being done.” As the hospital service 
evolves one would have thought that some such idea 
as this would gather force, and that in each region there 
would be room and need for outstanding consultants 

in medicine, surgery, obstetrics and gynaecology, to 
carry out the work suggested by the writer in the 
Practitioner. Similarly, there are other jobs requiring 


long training and highly developed skill such as neuro- 


surgery and thoracic surgery ‘which will spread over ’ 
one or. more regions. Such posts demanding special 
responsibility or special skill-are bound, we suggest, to 


-be created in the National Health Service, and it is an 
“obvious corollary that to these posts, whether whole- 
or part-time, there should be attached salaries higher 
than what has been called the basic salary. for the ` 


ordinary consultant and specialist. For such special — 


, posts there would be keen and open competition and 


open selection. . 

If the profession has to accept the present scheme 
then it must look very closely into the method now 
being adopted. It has been suggested to the chair- 
men of’ medical committees of teaching hospitals that ` 
three or four members of each committee should meet 
in secrecy to decide who among their colleagues should 
be graded first, second, or third class, and to forward 
their recommendations to the Distinction Awards Com- 
mittee. ‘We understand that outside. teaching hospitals 
the suggestion has not been made to the Regional Hos- 
pital Boards but to the Assessment Committees, whose 


‘decisions on -grading have already come in for a certain 


amount of criticism. Whether the criticism is justified 
is beside thé point. These groups of consultants all 


‘over the country being asked to grade their fellow- 
“consultants in. secrecy are being™placed in a highly 
‘invidious position. ` 


Clearly they’ cannot recommend 
themselves, and-it may bé presumed that the Central 


t 
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Distinction Awards Committee will find it difficult not 
to give them awards, because they have already been 
put into the position of judges and therefore acquiring 
merit. The Central Committee will have the difficult 
task of deciding who among the selectors in-the regions 


are to receive the first, second, or third prize, the men. 


themselves feeling no doubt that they are meeting 
together as equals. There is surely something dis- 


tasteful in the issuing of -confidential reports on col-- 


leagues who will remain in ignorance of what is said 
about them. . Granted that it would be possible in 
such a varied profession as medicine to weigh the merit 
of one kind of worker as against another kind, to assess 
for example the merits of a professor of bacteriology 
as against, those of an abdominal surgeon, what criteria 
are to be adopted to guide those faced with this almost 
impossible task ? At its meeting last week the Central 
Consultants and Specialists Committee, uneasy about 


-the situation, decided at once to look into this question.. 
. If there is to be an attempt to_assess. merit, then there 


is much to be said for what appears at first to be a 
fanciful suggestion put forward by Mr. Frederick Ridley 
in the Journal of September 3—namely, the award of 
marks for certain distinctions already held by those 
eligible for~the Spens awards. The essential thing is 
to adopt some method that will eliminate as far as 


possible the bias of judgment which any medical man 


must inescapably have in relation to a colleague who 
practises the same profession. To pretend that bias 


‘will not operate is to ignore an obvious but unpleasant 


fact. To find a method of-eliminating bias which. is 
as objective as possible should be the first task of the 
Distinction’ Awards- Committee, so that some uniform 
method of assessment can be adopted all over the 


_ country. 


We have no doubt that the Committee will, perform 
its arduous duty with all the efficiency and impartiality 
it can bring to bear on it. But to adopt a laissez-faire 


attitude to the Distinction Awards would, we are con- 
vinced, be a disservice to medicine, because what is 


decided now will have an important influence on the 
healthy evolution of the Hospital and Consultant 


. Service of Britain. Reculer pour -mieux sauter is a 


sound adage. 


. A YEAR OF N.ELS. 


“ How is the National Health Service working out ? ” is 


one of the first questions a foreigner will put to a British 
doctor. And the usual answer is, “It is far too early 
to say.” In any case the British doctor is so deeply 
immersed in it, and incidentally so overworked, that 


. he is little inclined to concern himself with the generality 


of things ; the particular overwhelmingly engrosses him. 
The ‘extra number of the Practitioner, just published, 


Paa 
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‘criticism of it. 


same editorial describes as “ 


private nuršing-homes.” 


$ BRITISH 
MEDICAL JOURNAL 


- 


has therefore performed a timely service in attempting 
to review the “ first year’s working.” This it does in a 
series of articles the value of which is somewhat 
diminished by the fact that they are anonymous. This 
in itself is a portent. Men working in a “ service ” hesi- 
tate to put their names to anything in the nature of a l 
The same tendency may be seen in, the 
correspondence columns of. this Journal. The real danger 
of a service in which men and women are employed by 
the State—or, atleast, paid by the State—is that they 
will tamely acquiesce in things they dislike, or hesitate 
to put their names to forthright criticism. This may 
lead, in. Medicine, to a sapping of that essential of 
democracy—free discussion. The editor of the Prac- 
titioner considers that anonymity is essential “ when 
the chief concern is that writers should speak their mind 
with complete freedom, uninfluenced by the desire to 
please their friends or placate their enemies, to escape 
the labels of ‘traitor’ or ‘reactionary,’ and when, as 
in several instances in this number, the article is a.sym- 
posium embodying the views of several men.” It is a 
sad and sorry comment on Medicine to-day to’admit - 
that only under the cloak of anonymity is it possible to 
speak the mind with complete freedom on what the 
one of the greatest ventures 
in the history of medicine.” 

One aspect of this great venture is looked~at in the 
article reviewing the Service as a whole—the difficulties 
placed in the way of the private patient needing hospital 
treatment. The charge per hospital room for the private 
patient has greatly increased, and “ when it was found 
that in many hospitals the private beds were by no 
means full the-regulation was made that at least one- 


‘third of the private beds should be allotted as amenity 


beds for patients applying for treatment through the 
Service.” This, according to the same article, “led. 
several busy consultants to take more of their work to 
It is suggested that this ten- 
dency will increase unless the official attitude to the 
provision of private-patient beds in hospitals is changed. 
Yet the writer of the article on “ The Physician and the 
Service” states that “the so-called ‘amenity beds’ 
allowed -for in the new scheme of things are noticeable 
only by their absence.” He, too (or they ?), notes (or 
note ?) that' the nursing-homes are well filled. The 
author of the stimulating article “ The Surgeon and the 
Service ” considers that the “position of the teaching 
hospitals as consultative centres, in England at any rate, 
appears to have deteriorated within the past year.” The 
beds, He states, are blocked by the chronic sick ; the 

out-patient. departments are no longer * oe of 
appeal ” but tend to become “routine clinics ” ; “ radio- 
diagnosis is worse in quality ” ; pathological reports. are 
“less informative, accurate, and réliable.” ° This, he 


~ 
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considers, is largely due to'an increase in routine work, 
but is in part “ due to the fact that the workers are now 

‘ten-to-five office, doctors’ 
interest in their relations with the clinical staff or their 
patients.” There is in the Practitioner symposium no 
article by a radiologist, or a pathologist, or a biochemist, 
or a bacteriologist against which one can offset this 
criticism, -which reads as if it were the experience 
of one observer rather than a fair commentary on the 
éxperience of hospitals generally. The writer voices a 
complaint, surely widely held, about the amount of time 
spent on paper work and on committees, commissions, 
and advisory boards. He complains, too, of the drastic 
reduction of the senior surgeon’s income. “He may 
still charge no more than a junior may charge for 
removing a ruptured’ appendix.” And he finds—as so 


many others find—that “ the prospect of being rewarded. 


according to the assessment of.a witenagemot of worthies, 
instead of, as heretofore, in proportion to the place ny 
have made for themselves, is humiliating.” 

The physician seems to be less alarmed about his 
financial status than is the surgeon : “ Incomes,” he 
writes, “ are about back to what they were.” He notes 
that the departments of pathology, cardiology, and 
physiotherapy have been grossly overloaded with work 
—“ one of the best examples. of how the haste in which 
the Service was introduced has led to confusion.” ‘The 
obstetrician, in his contribution to the symposium, seems 
less concerned about remuneration: than are the physi- 
cian and the surgeon, though he, too, deplores the finan- 
cial obstacles placed in the way of the use of the private 
bed in hospital. He devotes (or it may be “ she ”) much 
of his article to advocacy of the proposals for a national 
_ maternity service published by the Royal College of 
‘Obstetricians and Gynaecologists in 1944. He repeats 
the familiar and accepted criticism that, with the general 
practitioner responsible to the executive council, the 
midwife to the local health authority, and the obstetri- 
cian to the regional board or board of governors, co-ordi- 
nation of work is difficult. An attack is made on the 
“ seneral-practitioner obstetrician wielding the forceps 

. . because of sheer financial necessity imposed on him 
by the workings of the Health Act.” This-is a matter 
to which we shall return in a subsequent issue, content 
to observe here*that. if there is any justification in the 
attack it is the biggest condemnation there could be of 
the failure of obstetricians to instruct students properly 
in the teaching hospitals of this country. 

The “country practitioner” and the “town practi- 
tioner ” are at one in noting the great increase of work 
falling on them as‘a result of the National Health Ser- 
vice. In this they are supported by the author of the 
article “ The Ministry and the Service ”—presumably an 
officer of the Ministry of Health, for who else could 
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who have little personal: 


nease.” 
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write with knowledge ? This work has increased both 
in densely populated areas and also in places -where 
private practice used to predominate, “as the patients 
made greater demands in proportion to their numbers.” 
In the same. article it is stated that more than 95% of 
the. population are using the Service and the same pro- 
portion of general practitioners have entered it. Similar 
evidence of increased work comes from the writer(s) 
of the article on the Service in Scotland, with the obser- 
vation that “ only the absence of a major epidemic last 
winter enabled busy practitioners to struggle through at 
all.” Along with this overwork is a well-founded anxiety 
that general practice is losing much of its savour. The 
country G.P. refers to the “strong temptation to refer 
a patient early instead of sharpening one’s wits upon the 
On his exclusion from the cottage hospital, he 
observes that “no doctor of any character will be con- 
tent for the rest of his days just to dance attendance 
on specialists or consultants as a ‘ clinical assistant,’ par- 
ticularly when in many instances he has had more years 
of practice than the ‘ specialist’ has had’ of life.” - The 
town G.P. echoes this thus: “The general practitioner 
wants to. feel he is actively engaged in medicine rather 
than providing a sort of clearing station for the disposal 
of cases.” Two newly qualified practitioners, giving the 
viewpoint of the “ young doctor,” note that “ the ideal 
of general practice is now under a cloud ; he cannot be 
physician, adviser, and friend of his patients.” They 
observe that many who formerly would have made 
“good and happy general practitioners have entered a 
field where they will be only lukewarm specialists.” 
And from Scotland comes the warning that the general- 


` practitioner service “ must not. be allowed to deteriorate 


into the last resort for disappointed hospital trainees.” 
The growing unattractiveness of general practice is the 
most serious repercussion of the National Health Service 
on the development of medicine in Britain. 

It is not easy to sum up the impressions gathered fori 
the Practitioner s symposium. Several writers deplore the 
haste with which the Service was introduced and regret 
that the advice to bring it in by stages was ignored by the 
Minister of Health. For this he gave his own reason 
in an interview with Mr. John W. McPherrin, editor of 
the American Druggist, a recent issue’ of which was 
devoted to an examination of the National Health Ser- 
vice. As reported, Mr. Bevan said: “ To do it gradu- 
ally, piece by piece, step by step, would create many 
resistances and make the Minister subject to everyone 
else instead of having them subject to him. It is his 
responsibility to make the new system work, and he 
cannot do that if he is not master, if he does not have 
complete control.” In the symposium surveyed briefly 
above there emerges the picture of a profession doing 
~ 1 American Druggist, July, 1949, p.92 


a 


~year ago in these columns:1 


_ the need for “ 


_ fusion therapy. 


. 12 Neefe, J. R., et al., 
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its harassed best to make the National Health Seryice 
a ‘going concern. Mr. Bevan’s haste and mistakes, have 
to a large extent been masked by the self-discipline of 
the individual doctor, whose adherence to the traditions 
of. a learned profession makes it possible -for him to 
withstand the vagaries of the political climate. But the 


Minister—and the Ministry of Health—should take heed’ 


of this comment from the writer on the Service in 
Scotland: “The meri who work it, however, are not, 
in general, working in a contented state.” If medicine 
is to continue to attract into its ranks able men and 
women it is above all imperative that the terms and 


= conditions of service should so evolve as to produce a’. 


profession which will do its work in a happy and 
contented frame of mind. 


~ 


. SERUM JAUNDICE 


“Blood and plasma are potentially dangerous fluids 


unless prepared, stored, chosen, arid used with extreme 
care.” This statement was emphasized more than a 

Blood and plasma are still . 
being used in larger quantities than during the war and 
extreme care ” has not grown less. Lehane 
and his colleagues? in a recent issue of the Journal dis- 
cussed serum jaundice as one of the hazards of. trans- 
In the last few weeks three children 
have died after the administration of anti-measles serum, 
and the inquests on these cases, reported elsewhere in 
this issue, have been given prominence in the Jay press. 
. It was in 1936 that a few cases of jaundice occurred . 
among the recipients of two pools of serum from appar- 
éntly normal adults given as a measles prophylactic? and 


in people inoculated with certain batches of yellow fever _ 
-~ vaccine containing human serum.* The clinical picture . 


in these patients was similar to that of ‘ ‘ catarrhal jaun- 
dice,” but because the, period between the injection and 
the onset of symptoms was two to four times as long 
as the presumed incubation period of catarrhal jaundice 
the implications were not appreciated at first. Further 
investigation of the origin of the disease in both groups 
suggested that the supposedly normal serum used might 
contain an iċterogenic agent. Although it was shown 
- that the yellow fever virus itself was not responsible in 


the patients who had received the suspected vaccine, no 


1 British Maal sure 1948, 1, 649.. - ` 

2 Ibıd., 1949, 2 

3 Propert, S. S aa. 1938, 2, 677. ans 
one G. M., and MacCallum, F. O., Trans. R. Soc. trop. Med. Hyg., 1937, 


5 McFarlan, A. M., and Chesney, G , Lancet, 1944, 1, 816. 
6 Pubi. Hlth Rep. Wash., 1943, 56, 1233. 

7 Lancet, 1944, 1,622. 

8 British "Medical Journal, 1946, 2, 409. 

9 Scott, K. B., and Tovey, G. H., ibid., 1948, 1, 196. 

10 Apley, J, and Wallis, H. R. E., ibid., 1948, 1, 197. 

11 Havens, W. P., J. exp. Med., 1946, 83, 251. 


clin. Invest., 1947, 26, 329. 
i3 J. exp. Med., 1946, 83, 4 
14 J. clin. Invest., 1944, 23, 47, 
16 Blanchard, M. C., Stokes, J: Hampil, B., Wade, G. R., and Spizizen, J., 
J. Amer. med. ASS., 1948, 138, 341. 
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proof of the source of the icterogenic factor was obtained 
at that time. Some changes were thade in the process 
of preparation of yellow fever vaccine in 1937, but 
human serum was still used, because certain experiments 
indicated that it was necessary for growth of the virus 
and to maintain the stability of the virus in the vaccine. 
No more cases of jaundice of this kind were recognized 
‘until 1940 in Brazil, where many batches had been given 
previously’ over a number of years with no ill effects. . 


Further large outbreaks of jaundice were reported in 


1941-2 among the recipients of batches of yellow fever 
vaccine made in the U.S.A., and in`1942 in England. 
By this time improved technique made it possible to 
change over to-a vaccine with an aqueous base, and no 
further cases are known to have occurred since 1943, 
when this. type of vaccine was introduced. 

Soon after the beginning of the recent war infective 
hepatitis. (catarrhal jaundice) reached epidemic propor- 
tions in military and civilian groups as it had in previous 
wars. At the same time jaundice was affecting many of 
the men undergoing treatment, at some of the military 
treatment centres for vénereal disease. .It was realized, 
too, that jaundice was also appearing: in patients who 
had been transfused about 60 to 120 days previously. 
Usually the patients had received different batches of 
plasma or of whole. blood and plasma, and there was no 
proof that the disease was artificially produced and not 
contracted by contact. About the same time two pools 
of plasma were collected from two small groups of 
apparently healthy young recruits recently recovered 
from mumps and were used to inoculate several hundred 
soldiers in the same camps to protect them from mumps. 
Some 60 days later cases of jaundice were noted among 
the inoculated personnel, and eventually at least 37% 
of them developed jaundice.” The investigations that . 
followed incriminated only one of the two -pools of 
plasma. - There was no suggestive history of catarrhal - 
jaundice among the donors, either: before or after the 
time they had been bled. These results, together with 
the demonstration by Oliphant and others® in the U.S.A. - 
that the disease produced by icterogenic yellow fever 
vaccine could be transmitted by injection of the patients’ 
blood, and MacCallum and Bauer’s experiment’ show- 
ing that the pool of normal human serum incorporated . 
in an icterogenic vaccine was itself icterogenic, made it 


' clear that the serum of certain normal individuals con- 


tained a transmissible agent which produced a clinical. 
` picture similar fo that of catarrhal jaundice.’ Biopsy 
specimens of the liver from some of the’ patients showed - 
that the pathological changes in the liver resembled 
-those of infective hepatitis. - 

Then Spurling, Shone, and Vaughan? reviewed in this 
Journal their experience over the years 1940--5 at a large 
- London blood transfusion centre. A disease considered 


a 
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to be serum jaundice was found to have affected 7.3% 
of 1,054 recipients of pooled plasma. These were the 
years .when infective hepatitis was prevalent in this 
country. Now Lehane and his colleagues have carried 
out a similar survey from October, 1945, to March, 
1948, in the Liverpool area. Although the incidence of 
jaundice in the population was probably at pre-war Jevels 
and much lower than in the war years, the jaundice 
- attack rate in recipients of large-pool plasma was 11.9%, 
and even in those receiving whole blood or small-pool 
plasma (not more than 10 donors) the rate appeared 
to be considerably higher than that in the community at 
large. l A 

Attempts to reproduce either serum jaundice or catar- 
rhal jaundice in experimental animals have been unsuc- 
cessful, and no in vitro diagnostic test is available : ehici- 


dation of the problem has therefore been difficult. Much: 


of our knowledge has been obtained by experimental 
inoculation of human volunteers, with all its accom- 
panying pitfalls. We still do not know whether -these 
are two forms of the same disease process or not, but it 
is possible that there are several viruses or strains of 
viruses which have slightly different modes of action in 
their human host. In addition to several apparent dif- 
ferences in routes of infection and excretion between the 
agents causing infective hepatitis (catarrhal jaundice) 
and some of those responsible for so-called serum jaun- 
dice,- there has been one important epidemiological 
difference—that of age incidence. Naturally occurring 
infective hepatitis has a maximum incidence in those 
aged 5-15 years. - Occasional frank cases occur under 
5 years of age, but even in nurseries it is usually the 
young teen-age nurses who contract the disease, while 
the children remain free. Over 15 years of age the 
attack rate in the civilién population usually falls gradu- 
ally.until 35 years, after which age the disease is uncom: 
mon even in groups of military personnel. By contrast, 
serum-hepatitis has been very uncommon under the age 
of 5 and uncommon from 5 to 10, but it affects adults 
of all ages with more or less equal frequency, the attack 
tate varying from 15 to 50% in different outbreaks. 
Several cases of Jaundice occurring two to four» months 
after the transfusion of infants in the first few months 
of life have recently been reported in the U.S.A. and in 
England.’ ° The source of the infection could not be 
determined. The possibility of the transfused material 
being responsible was inferred from the “ incubation ” 


~ 


SERUM JAUNDICE 
oe i 


-petiod... Lehane, and, his colleague found only one case - 


(aged 9 years) of jaundice~(0.8%) among 127 children. 
under 10 who were transfused with pooled plasma or 
plasma and blood, and there were no cases among 87 
children who received blood alone. The attack rates by 
- 10-year age groups from 10 to 70 were 5.7, 6.8, 7.1, on 
9.3, and 8.1%, respectively. 
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It is well known that when infective hepatitis is epi- 
demic there are large numbers of patients: who have 
symptoms of the disease but do not become jaundiced. 
It has been,inferred that at the same time there may be 
a number of individuals who have a symptomless infec- 
tion during which the virus would be circulating in their 
blood. Transmission experiments in volunteers have 
failed to reveal any evidence that the patient recovered 
from infective hepatitis, or the one who develops chronic 
hepatitis, continues to’carry the virus in the blood or 
excrete it in the faeces.‘ ** Similarly, Oliphant and _ 
others, MacCallum and Bauer, and ‘Havens** have all 


Eas . ; 
‘failed to find any evidence of an icterogenic agent in 


the serum of cases of serum jaundice two months or 
more after their attack. In a follow-up of donors in , 
Lehane’s. investigations only one could be traced „who °* 
had had jaundice, and his illness occurred three months 
after he had been bled. Lehane and his colleagues con- 
clude that at least 0.35% of donors are probably carriers 
of an icterogenic virus.. These: results all suggest that 
persons with symptomless infections are the chief danger, 
and in order to meet demands for plasma a.few donors 
who have had jaundice more than a year ago have been - 
used. In America, the Red Cross Blood Products 
Subcommittee suggested six. months as the safe interval. 
It has been recognized for about thirty years that con- 
valescent measles serum may be injected into exposed 
contacts during the incubation period to prevent or 
decrease the severity of the attack. Since about 90% 
of the adult population in most countries have had 
measles, the modern tendency has been to use the readily 
available pooled adult plasma. Measles and its com- 
plications aresresponsible for much morbidity and mor- 
tality, particularly in children under 3 and in rheumatic, 
tuberculous, and bronchitic children of all ages.” The 
value’ of this prophylactic procedure in such children 
has been proved without question. More recently, Cohn 
and his colleagues** at Boston have produced a gamma 
globulin fraction which represents about a twenty-five 
times concentration of serum. This fraction has been 
used on a large scale in the U.S.A. and is said to be 
superior prophylactically to adult serum. In addition, 
serum jaundice is said not to have occurred in the 
recipients of gamma globulin. Thus, though the age 
group attacked by measles appears to be relatively 
insusceptible to serum jaundice, it will be desirable to 
use gamma globulin instead of adult serum as soon as 
supplies are generally available in this country. Gamma 
globulin is expensive to prepare and some of the special 
equipment necessary is not yet readily obtainable ; the 
production of adequate quantities, even if sufficient 
serum was available, is therefore no small problem. 
The same gamma globulin fraction prepared from 
pooled adult serum: appeared to reduce the attack rate 
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- in adult and child contacts of infective hepatitis in the 
U.S.A. but was ineffective ‘in serum jaundice. In one 
experiment the convalescent serum of a patient infected 
with a known. strain of serum jaundice virus failed to 
neutralize that same virus. Treatment of either infec- 
tive hepatitis or so-called serum hepatitis has, for the 
most part, been ineffective. The only treatment that has 
. given any promise whatever has-been the intravenous 
_ Injection of protein hydrolysate. ‘Since we cannot detect 
these viruses, inactivation is the main safeguard in order 
to avoid them. The ictérogenic agents concerned pass 
- through Seitz filters and are not inactivated by heating 
at 56°-60° C. for half an hour or by the usual bac- 
teriostatic or bactericidal chemicals used for preserving 
sera, such as phenol, tricresol, or merthiolate.. Recent 
work has shown that irradiation-of serum or plasma with 
a particular unit of. ultra-violet light under satisfactory 
conditions may be capable of inactivating any ictero- 
genic or other virus.present.!ë This procedure i is being 


adopted, as equipment becomes available in the U.S.A., ` 


Canada, and England, as a routine treatment for pooled 
human serum or plasma which is to be used for trans- 


fusion or other therapy or prophylactically against 
certain infectious diseases. 


REMUNERATION OF GENERAL. . 
| _ PRACTITIONERS 


A deputation from the British Medical Association; led 
by Dr. S. Wand, Chairman of the General Medical 
Services Committee, discussed with the officefs of the 
Ministry of Health for more than three hours last Friday 
the evidence presented by the Ministry of what general 
practitioners in the National Health Service are now 
supposed to be earning. A further meeting with the 
Ministry will take place before, it is hoped, the Con- 


ference of Local Medical Committees to be held on 
October 2i: 


a 
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STAPHYLOCOCCAL TOXAEMIA 


At Bundaberg in Australia in 1928, 12 children died after. 


an injection of diphtheria prophylactic—a toxin-antitoxin 
mixture not containing antiseptic. This prophylactic had 
already been used on three different occasions without 
abnormal reaction. Three days later 21 children were in- 
oculated, and within five to seven hours 16 became ill with 


high fever, vomiting, and diarrhoea. In the fatal cases the - 


children developed cyanosis, convulsions, and unconscious- 
ness, and-died in 15 to 36 hours. A.Commission! which 
was set up to inquire into the circumstances of this disaster 
reported briefly as follows: that the deaths were due to 
the injection of the diphtheria prophylactic; that the 
material contained no free diphtheria toxin; and that it 
did contain a culture of Staph. aureus. A similar staphylo- 
coccus was isolated from all the surviving children who 


developed abscesses at the site of injection. The cause of 
death was attributed to the toxaemia induced by a copious 
formation. of toxin resulting from the growth of the ` 
staphylococcus. ‘The Commission showed that in the 
conditions prevailing at Bundaberg very little toxin was 
produced in vitro, and so the toxin must have been tored 
in vivo. 

In 1930 Kellaway and his solieague described a pharma- 
cological study of the exotoxin of Staph. aureus. They 
injected agar-extracted toxin intravenously into young cats. 
After doses of more than 0.1 ml. per kg. the cats died 
rapidly, while doses of 0.04 ml. per kg. produced diarrhoea 
and weakness lasting 2-3 hours, followed by recovery. In 
cats dying in 214 hours the earliest ‘symptoms .were 
dyspnoea, vomiting, and diarrhoea ; these developed within 
30 minutes and were accompanied by general weakness and ` 
ataxia. Later the animals became increasingly weak and 
collapsed, with convulsive movements; death followed 
respiratory failure. At post-mortem examination disten- 
sion of the right side of the heart was observed and an 
empty left auricle and ventricle. Heart-lung preparations 
showed that there was constriction of the pulmonary vessels. 
When the lungs were replaced by an artificial pulmonary 
circulation it was found that the toxin had a direct toxic 
action on the heart: this was shown to be due to’ constric- 
tion of the coronary arteries. ~ 

Recently Olin and Lithander® have reported from Stock- 
holm four cases similar to those at Bundaberg. Three ‘ 
children fell ill after the injection of measles convalescent 
serum: vomiting, diarrhoea, fever, and cyanosis rapidly 
developed, and two of the children died. The bottle of 
serum, which contained quinosol and formalin as anti- 
septics, had been used eight months previously without ill 
effect. “The fourth case was that of a child on whom a- 
Mantoux test had been performed, f mg. of -tuberculin 
having been injected intracutaneously. Within four hours 
the child became ill, with vomiting, diarrhoea,-and fever, 
and he died in 17 hours. From all four cases coagulase- 
positive staphylococci -were isolated. Tests on rabbits 
showed a definite correlation between haemolysin titre, 
necrotic effect on the skin, and killing power. Burnet* in 
1929 noted the same correlation in the Bundaberg strain, 
and suggested, in fact, that the three effects were due to 
one toxin, s 

In cases such as iese in which the mortality rate is high 
and the onset of death rapid, early- treatment is essential, 
and the ominous nature of the symptoms should be widely 
appreciated; Fatal cases have followed diphtheria immu- 
nization, injection of measles prophylactic, and Mantoux 
testing—procedures common in this country. In Sweden 
one case, that following the Mantoux test, was treated with 


` penicillin, but treatment was begun only within -14 hours of 


the child’s death. Prompt recognition of these symptoms 
after an injection would enable penicillin and staphylo- 
coccus antitoxin to be given at once, With early treatment 
there would be some hope of reducing the very high case- 


mortality rate of a condition which, admittedly rare, might 
occur in the practice of any doctor. ' - 


1 Kellaway, C. H., MacCallum, P., and Tebbutt, A. H., Report of the Com- 


` mission to the, Governor of the Commonwealth of ‘Australia, 1928. Melbourne. 


3 J. Path. Bact., 1930, 33, 889. 
3 Acta path. microbiol. scand., 1948, 25, 152. 
4 J. Path. Bact., 1929, 32, 717: 
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REORGANIZATION ‘OF THE MEDICAL 
SERVICES OF THE ARMED FORCES: 
d ` BY : at oo 
E. A. SMYTH, M.B., M.Ch.Orth, F.R.C.S.I. 
i Majòr, R.A:M.C. - oe 


l apologize for suggesting improvements ‘in’ medical services 
that have weathered two great wars with honour, but I do so 


- in the belief that a system of the type I describe might .be 


more suitable’ in a future war and would make medicine in 
the armed Forces in peacetime more ‘attractive. than at present. 
I suggest that- the medical services of the Royal Navy, Army, 
and R.A.F. should be preserved, as each Force has its particular 
problems, but that these services should be relieved of their 
responsibility for\providing permanent hospitals. ‘They would 
continue to administer preventive medicine but would retain 


control only of medical inspection rooms, field ambulances, . 


casualty. clearing stations, and, similar mobile ‘or semi-mobile 
units. > 

All permanent: hospitals at home and abroad would be taken 
over by a new service to be known as the “ National Health 
Defence Service.” - The director-general of this service (a - 
civilian or an ex-Service chief) would be appointed by, and be © 
responsible to, the Minister of Health. Under him would be 
three deputy director-generals appointed by the director-general 
of each of the three medical services. These deputies would be 
either_retired officers or. those still on the Active’ List and 
seconded for this duty. : - 

The hospitals would be situated (1) in “ safe” areas near large 
cities and (2) where there are normally large concentrations of 
Service men and women. In peacetime they would admit civilian 
as well as Service patients, but priority similar to that afforded 


- seamen by the Seamen’s Hospital Society would be given to — 


Service personnel. In wartime these hospitals would be taken 
over as required by the Services, and they ‘would accept air- 
raid casualties from neighbouring towns. - The buildings would 
be constructed cheaply, but with adequate equipment, and 
would be capable of rapid expansion in time of war for training 
the staffs of base hospitals at home or overseas. | During 
hostilities the command of base or permanent hospitals within 
the area of active operations would be handed over to the 
Service. most concerned. i. = 


-Staffing 


` National health defence, hospitals in the ‘United Kingdom ` 
would be staffed as follows : ; 


House Officers -—Regular officers under training and newly quali- 
fied ‘civil doctors serving under: the same sconamions ‘as in civil 
hospitals. ` 

Registrars and First Assistants -—Regular, dasi under training as 
specialists, and civil doctors serving under the same conditions as in 
civil hospitals. 

Specialists —Regular specialists on the’ Active List who are not 
required for the mobile units of the three Services and -regular 
specialists who had elected to transfer to the ‘‘ Home Only ” list (to 
be described later) after fifteen years’ service. There would also be 
part-time civil specialists. = 

Consultant Specialists.-—Civilian specialists from the nearest centre 


_ who would visit- their respective departments “once a week. On the 


. have to be carried out largely by Regulars. 


outbreak of war they would be given full duties. as consultants or- 


` advisers. 


The staffing of these hospitals abroad in peacetime would 


1 


Do. S ~ Conditions of .Service 


Approximately one or ‘two-years after qualification officers 
would be recruited into oné of the three’Services as at present. 
During the first four years each would act as a general—duty 
officer in any part of the world. At the end of this period those 
who wished to leave the Service, or who were not selected, 
would receive a gratuity. The others would be granted regular — 
commissions. These officers would enter, partly by selection 
and partly by. choice, one of the following three classes: 


~ 
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- related to preventive, medicine—i.e., 


v appear. 


(1) general and administrative-officefs ; (2) specialists in preveħ- 
tive medicine; and (3) specialists . in curative medicine. All 
> would receive four to: five“years’ training as follows : 


General and Administrative Section —(1) Three and a half years 


- as house-physicians and house-surgeons in a national. health defence 


hospital, partly abroad and partly at home. The aim of this instruc- 


_ tion would be to make the officer a well-trained general practitioner.’ 


(2) A twelve-months apprenticeship in preventive medicine. abroad. 
BNA three-months course in the Service aspect of medical subjects 
at the corresponding medical college. (4) A six-months course at a 
naval, military, or Royal Air Force staff college. 

Preventive Medicine Section —O) A one-and-a-half-years appren- 
ticeship in a national health defence hospital abroad in the specialties 
pathology, medicine, dermat- 
ology; and venereal disease. (2)-A one-year apprenticeship in hygiene 
abroad. ` (3) A two-years apprenticeship in civil and Service preven- 
tive medicine at home, with facilities for taking a diploma of public 
health. (4) A three-months general course at a Service medical 
college. (5) A six-months course at a naval, military, or Royal Air 
Force staff college. 

Curative Medicine Section—{1) A four-years apprenticeship as a 
registrar in the officer’s chosen specialty at a national defence hospital 
at home, with facilities for taking a higher degree or diploma. (2) A 
three-months course at a Service medical college. 


' Officers fit the general and administrative and Ror, the 
preventive medicine sections would then return for duty with 
their respective Service. Men and women in the curative 
medicine section would continue to work in national health 
defence hospitals at home or abroad, but a few would be 


required for semi-mobile establishments. Officers in the general 


and administrative section: would gain experience in administra- 
tive posts and do clinical work in areas where the employment 
of specialists would be wasteful. Those in the preventive. 
medicine section would be employed in their specialty or in 
administrative work. 


Die completion of fifteen years’: service all regular officers 
c 


uld elect to transfer to a list called “‘ Home Only.” Posts 
would-be guaranteed. Those who transferred to this list would 
be employed. in -the following ways : 


General and Administrative Section-——As administrators in the 
national health defence service or in specially reserved posts in civil 
practice. ue 

Preventive Medicine Section—In administrative posts in the 
national health defence service, and certain posts in the civil health 


_service would be reserved for such officers. 


` Specialists in Curative Medicine—In permanent posts in their 
specialty in a national health defence hospital. 


Officers transferred to the “Home Only” list would be 
able to continue in-the national health defence serviće or a 
civil health service until the age of 60 or 65. On retirement 
their years towards pension would be assessed from the date of 
enlistment with the Services. They would be available for 
active service on the outbreak of war, and in periods of neces- 
sity other than war they could also be called on. This period 
of recall would not include more than one and a half years 
foreign service. 

Officers selected for high administrative posts at the end of 
fifteen years could ‘be offered inducement to continue in the 
Services as long as required. The nursing services of the 
armed Forces would be brought ‘into line with the system 
I have suggested for'the doctors. 


l ‘ : Advantages ~ - 


In addition to answering most of the criticisms of the present 
system these proposals have other advantages. The total cost 


-.¢ to the State of all medical services— (civil, the suggested new 


defence service, and the medical services of the Royal Navy, 
Army; and R.A.F.) should be less than at present. In the 
first instance Service doctors would be employed in peacetime 
to full advantage, and would continue to be gainfully employed 
until the age of 60 or 65. Secondly, the waste caused by 
separate permanent hospitals for the three Services wotld dis- 
Finally, the employment at small stations of well- 
trained medical officers of the general and administrative 
section instead of specialists would be more economical than 
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the present system, which requires a full complement of 
specialists in areas where their work is light. 

The national health defence hospitals would not be an addi- 
ional burden of expense to the State, as the number of civilian 
hospitals needed would be reduced. If war broke out a chain 


- Of hospitals capable of rapid expansion would be available 


in safe areas outside large cities. ‘These national health ‘defence 


hospitals would, be centres of co-operation between Service and - 


civilian doctors and between medical officers of the three 
Services. This liaison would lead to uniformity of organization, 
methods of treatment, and types of equipment. Possibly the 
medical services of the Forces would become merged into 
one at some future date. 


Many civilian and Service doctors believe there is no neces- 
‘sity for Service hospitals in any form in the United Kingdom 
in peacetime. They consider that all naval, ‘military, and 
R.A.F. patients could be treated in civil hospitals or if neces- 
Sary in separate Service wards. This outlook is dangerous. 
Under such a plan all Service organization would rapidly fall 
into disuse and on the outbreak of war there would be no 
effective hospital system capable of rapid expansion to meet 
the demands of the Services at home or abroad. 


_ My grateful thanks are due-to many civilian and Service doctors 
ot their advice, and especially to my commanding officer, Colonel‘ 

Wm. C. McKinnon, for his willing and helpful criticisms. I am 
grateful to the Director-General, Army Medical Services, for 
permission to publish. A 


`Y 








STREPTOMYCIN 
Available on Prescription 


The following ‘notice has been issued by the Ministry of Health. | 


Scarcity of streptomycin in this country has hitherto imposed 
a strict control over distribution and limitation of its use to 
certain conditions. Production has now increased to such an 
extent as to enable streptomycin to be made generally available 
on prescription through the usual channels as from November 1, 
N 1949. After November 1 the only administrative controls over 
this antibiotic which will'be operative will be those imposed by’ 
the Therapeutic-Substances Act, which concern its manufacture,. 
and those under the Penicillin Act; which make its procurement 
subject to medical prescription. 


Hitherto the use of streptomycin in this country „has been - 


mostly limited to a controlled study, in an institution, of its 
effects in certain categories of cases. The extension of these 
categories has been notified to the profession in press notices 
issued at intervals during the past two years. Though supplies. 
will be adequate in future for domiciliary use, it is still impor- 
tant that the drug should be employed only in conditions, or to 
combat infections, in which its efficacy is known. This implies 
a knowledge of the susceptibility of the infected organism to 
the antibiotic as well as of the actiial condition which it is pro- 
posed to treat. ‘Unless this knowledge is possessed before the 
` institution of treatment the reason for any apparent inefficacy 
-of the antibiotic may be difficult to ascertain. An example of 
the apparently anomalous action of streptomycin is that, whereas 
it provides the only effective treatment for tuberculous menin- 
gitis, it has not been shown to have any specific value in the 
treatment of chronic pulmonary tuberculosis, both of .which 
conditions are caused by an organism known to be sensitive to 
the action of_the antibiotic. If, therefore, treatment is based 
on analogy and not on ascertained facts disappointment may be 
caused both to the practitioner and to the patient. The proper 
place for the experimental trial of this antibiotic in unusual 
conditions is the hospital, not the home. 

Streptomycin has two main disadvantages. These are: 
(a) certain toxic effects which may be permanent; and (b) the 
evolution during treatment of Strains of the infecting organisms 
which have developed a resistance to streptomycin. It has been 
thought, that the substitution of dihydrostreptomycin for strepto- 
mycin itself would reduce the danger of the occurrence of toxic 
sequelae. The evidence at present suggests that, though the 
appearance of-toxic effects may be somewhat delayed, dihydro- 

: streptomycin may manifest them on its own account. it is 


therefore most important to employ adequate doses from the 
beginning of treatment, and in certain conditions it may be 
preferable to give larger doses than usual for a period not 
exceeding one week, as serious toxic effects do not appear to 
develop within that period. In any case, if the expected thera- 
peutic response is not obtained in that time, réconsideration of 
the treatment is indicated. _ PA 

No benefit has hitherto been recorded in the prophylactic 
administration of streptomycin with the object of preventing 
spread of infection following surgical intervention. 
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| MEDICAL DEFENCE UNION . 


The annual report of the Medical Defence Union, which was 
presented to the general meeting of the Union on September 20, 
gives a synopsis of the many questions having a legal aspect 
which may confront the practitioner, and mentions some inter- 
esting cases in which the perversity of patients, the accident of 
circumstance, and sometimes the failure of the practitioner to 
take precautions resulted in difficulties. Of the cases passed to 
the Union’s solicitors during the year, 69 in one form or another 
involved the issue of professional negligence. Of these 69 cases, 
13 were fought out in court, where two were lost and 11 were 
won. In a further 16 cases it was thought necessary to make 
ex. gratia payments in settlement of claims on the clear under- 
standing that no admission of negligence was made ; in 39 cases 
allegations of negligence were- expressly withdrawn or’ aban- 
doned in face of the knowledge of the interest of the Union in 


_the matter and on the issue being formally challenged. Not a 


few accusations of negligence arise when an account is disputed 
by the patient. 
Requests for Sterilization 


It is mentioned that members are from time to time 
approached by patients with a request for sterilization. Coun- 
sel’ s—opinion on this matter was first sought some years ago, 
but owing to the time which has elapsed since then, and the 
‘ changes in medical thought and social conscience, it was felt 
that a new opinion should be taken. The opinion is that sterili- 
zation on eugenic grounds alone is illegal, but that it is not 
so if.there are valid therapcutic reasons—in other words, if there 
are conditions which may imperil health or life if sterilization 
is not performed. This places sterilization on the same basis 
as abortion and calls for similar safeguards (including a second 
opinion and the written consent of the patient) ion the part of 
the practitioner, 


‘The Practitioner and Ancillary Examinations 

In his presidential address at the annual meeting Mr. St. J. D. 
Buxton touched.on the question of the responsibility of the 
practitioner concerning ancillary examinations. He pointed out 
that ‘the patient knew little or nothing about the work of 
specialists, and if a practitioner acted on an x-ray, pathological, 
or other report which happened to be erroneous, though given 
in good faith, he might be charged with negligence, with the 
other doctor as co-defendant. Hence it was of the utmost 
importance that consultation with those carrying out ancillary 
examinations should be made, at least whenever there was 
doubt, for the sake of both patient and doctor. 

‘He also mentioned that members frequently ask advice 
regarding inquests, and during the year legal representation 
had been afforded in 20 instances. Practitioners were some- 
times accused during inquest proceedings of’ negligence in the 
treatment of the deceased, but such allegations had been success- 
fully refuted. Action had also been taken by the Union to 
ensure that practitioners received their statutory fees for evi- 
dence of medical fact or opinion given at inquests. 

Mr. Buxton intimated his desire, having been re-elected’ presi- 
dent for several years, to give place to another member. After 
placing on record its sense of the value of Mr. Buxton’s excep- 
tional services, the meeting proceeded to elect as the new presi- 
dent of the Union Mr. Ivor Black, F.R.C.S. 

In view of the upward trend of all costs, the meeting agreed 
to a recommendation of council to increase the subscription 
rate from January 1, 1950, to £2 per annum except for the first 
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three years of_membership of` those elected within three years 
of registration, for whom the. subscription would remain at £1. 
It was explained that during the last two years the total expendi- 
ture had exceeded thë income from all sources by £20,000. Last 
year the subscription income was over £30,000 „and the law 
expenses and indemnity claims alone cost over £35,000. It 


-appeared to the:council- improvident to continue to. deplete , the 


— 


Union’s invested funds. o> 
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TREATMENT OF CEREBRAL PALSY 
DR. EARL CARLSON’S ADDRESS 
A meeting of the British Council for the Welfare of Spastics 


was held at the Royal Society of Medicine- on September 21 


for an address by Dr. EARL R. CARLSON, of Philadelphia- Hos- 
pital, New York, on the treatment of cerebral palsy. The cian 
was taken: by Professor Alan Moncrieff. 

Dr. Earl Carlson said that cereþral palsy was a distirbancė 
of musculature almost as- prevalent as poliomyelitis. In most 
cases the cause was injury to the brain during.birth or the 


-faulty development of brain cells ; occasional causes were toxic - 


factors, encephalitis or meningitis, and, in certain conditions, 
disturbances of the Rh blood factor. In’cases with choreo- 
athetosis and spasticity there had always’ been dispute about 
the location of the cerebral lesions, and especially whether the 
disturbances in muscular movements resulted from damage to 
the basal ganglia. 
athetosis and various degrees of “spasticity. whose „response in 
certain situations, and to' treatment, was such as to ‘make one 
‘hesitate to place the lesion chiefly in -the basal ganglia ; ‘in these 
cases one might well speculate upon damage to the motor or 
sensory cortex. 

The -treatment of cerebral palsy was an educational as well 


- aS a medical problem.” The tremors, writhing motions, and 


` general motor disturbance. 


grimaces were so intimately tied up with the thought processes 
‘that it was difficult to regard these movements as something 
apart from feelings. Excitement and lack of concentration 
aggravated the condition ; with tranquillity and peace of mind 
the motor activity became much more purposeful. Cases of 
cerebral palsy suffered not only from unruly muscles but‘ also 
from disorganized thoughts and emotions. The extent .of 
mental disability -bore no relation to the amount of motor 
handicap. A child with serious motor involvement might have 
better intelligence than one with a slight physical impediment. 

The majority of speech disturbances formed part of the 
Here again the extent of the speech 
defect bore no relationship to the degree of mental. impair- 
ment. In one group a child with the lowest intel£ence 
quotient was ‘one of the -best speakers and singers. The out- 
standing characteristics of the defective speech were -lack of 
smooth rhythm, poor articulation, absence of subtle shadings 
and punoo; and an accompaniment of inappropriate contor- 
tions. Spéech was an intricate muscular process, and its 
disturbance was so-closely linked with the general spastic- 
athetoid condition that not much improvement could be hoped 
for until the child learned to inhibit the excessive sensory stimuli 
which were irrelevant to what he was doing. He resembled a 
public speaker-trying to overcome stage fright. If he was too 
conscious of his audience he would have difficulty, but when 
he directed. his thoughts to the topic of his address-his delivery 
improved. Similarly the child who could forget himself and 
concentrate on what he was saying had less‘difficulty in speech. 

: = \ 
phydotietapy, ne Drugs 


Physiotherapy must be adapted to the individual case and 
related to: the clinical findings. 
usually a powerful simultaneous contraction: of both’ extensors 
and flexors, and the limb became rigid. Treatment was directed 
to overcoming this condition by teaching the spastic child to 
relax one set of muscles as the opposing muscle group was 
brought into action. ‘The child with the scissors gait, for 


example, was taught to spread his legs apart- after he had ` 


relaxed the muscles that kept them crossed. In treating athetoid 


- 
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There was.a group of patients with choreo- ` 


\ led them to believe. 


In spastic conditions there was’ 
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conditions relaxation was of primary importance. Training 


‘should be directed towards ` keeping the patient occupied and 


at the same time to, “ keeping his mind òf his muscles.” This 
could be done’ by directing his attention to the purpose of the 
act-rather than to: the’ muscles which performed it. Occupa- 


-tional therapy was a valuable adjunct in treating all types of 


cerebral- palsy. Water treatment was often conducive to 
relaxation, but was not as effective as in poliomyelitis. : 
Visual training’ was important. The child with cerebral palsy 
had difficulty in correlating muscular activity and perception. 
He tried to look in too many directions at once, and when there 
was difficulty in correlation muscular tension developed. The 


„origin of many “fears” might be traced not to an unpleasant 
_ experience and its associations but to a muscular tension which 


developed because of lack of integration between perception 
and motor activity. `. 

The physiotherapist Sis treated spastics should be a person 
with a temperament and -personality conducive to relaxation. 
The exercises should be slow, co-ordinated, rhythmic move- 
ments, beginning with the major groups of muscles. In younger 
children it was often necessary to assist them passively until 
they were able to carry out the movements by themselves. 

Surgery often helped a programme of muscle training ; it was 
more effective in spastic than in athetoid conditions. Lengthen- 
ing tendons, arthrodesis, tendon transplantation, obturator 


neurectomy, and neurectomy of the nerves to the gastro- 


cnemius muscle were sometimes helpful, but must be followed 
by-a course of exercises. On the whole, little was accomplished 
for the athetoid case by peripheral operations on nerves and 
muscles. Posterior root section and operations of the Stoeffel 
type were contraindicated, and stabilization of the ankle or 
tenotomy of the Achilles. tendon when much athetosis was 
present was seldom helpful. In severe cases of athetosis involv- 
ing one arm, resection of the anterior portion of the correspond- 
ing motor cortex had ‘been successful in some cases. Section 
of the extrapyramidal ‘pathways in the spine had yielded 
favourable’ results. in some of the most distressing cases of. 
athetosis: 
in spastic conditions ; in athetosis, except in mild cases, they 
usually aggravated the condition. 

‘Drug therapy had not been as effective as popular literature 
Sedatives should not be used except in 
convulsive disorders, and then only to diminish the attacks with- 
out giving rise to drowsiness. Any drug which tended to depress 
mental activity made the patient less responsive to treatment. 
A cup of coffee would often do more than a sedative. Alcohol 
in many -cases had some effect in controlling athetosis and 
spasticity. In a film which Dr. Carlson showed subsequently 
a patient who had been unable to bring a full glass of water to 
her lips without spilling the contents had no difficulty whatever 
after consuming 2 oz. (60 ml.) of whisky. -< 


Education and Vocation 


The mental growth brought about through education was 
the -most important factor in amelioration. When a cerebral 
palsied child was placed in a school and became occupied, 
an improvement in muscular control was often seen without 
special emphasis being placed on muscle training itself. Parents 
who delayed academic training until the child acquired better 
control of his hands or speech were surprised at the rapid 
improvement in muscle contro] which followed when the child 


.was finally allowed togo to school. ze k 


Every educable cerebral palsied person should have the right 
to an education irrespective of the extent of the affliction. 
Special schools should be provided for those too seriously 


‘handicapped to fit in. a. normal school environment. The 


schools should be equipped to give physical and occupational 
therapy, speech training, and other remedial activities. 

All the cerebral palsied, of course, could not -benefit to the 
same degree from an educational programme. The severely 


‘and hopelessly handicapped must no doubt be admitted to 


institutions, though they should not be treated as idiots. Others 
whose physical handicap was less severe, although their men- 
tality prevented them from benefiting from education above the 
lower grades, must be guided into routine occupations. Those 


The use of braces and splints was more helpful. 


_ 
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who had good intelligence should not be barred from obtaining 
as much educational training as they could benefit from, even 
though their physical handicaps were of such a nature as to 
- close many vocational avenues. 

The solution of the vocational problem was dependent upon 
many factors: One of the most important was the patient’s 
attitude to his own handicap. He must be prevented from 
developing a morbid attitude. There was almost always a way 
of circumventing the handicap: Dr. Carlson mentioned one or 
two cases of surprising achievement. One girl had won a 
college degree and made a career for. herself as -a teacher of 
the blind, thus freeing herself from the sense of being an 
object of curiosity to her pupils. One severely handicapped 
man, whose speech was then-wholly unintelligible, had formerly 
earnéd his living in New York by selling newspapers, but he 
had educated himself, taken the degrees of M.A. and Ph.D., 
and was now teaching i in a school for the cerebral palsied. -< 

Mr. M. D. BoswortH Smitu said that Dr.’Carlson himself 
was the most ‘noteworthy living example of triumph over handi- 
cap as the result of will power and concentration, intellectual 
and moral. He-added that-it was believed there were 10,000 
children’ under the age of 16 in this country suffering from 
- cerebral palsy of various types. It was the aim of the British 
Council’ for the Welfare of Spastics to do what it could to 
encourdge proper treatment by the establishment of special 
schools and clinics and the organization of research, but only- 
the fringe of a vast ue had so far been touched in this 
country. zs 

Professor ALAN MOoNCRIEFF aa that on his eomuutation’ 
on the basis of American experience, the number of children 
afflicted in England and Wales should be 28,000, not 10,000 
as Mr. Bosworth Smith had suggested. If the latter figure was 
right, we had for once the advantage of being on the right side 
of the account so far as America_was concerned. 
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ANTL-EXTERNAL ROTATION ABDUCTION ‘SPLINT 
i AND BED CRADLE 


Mr. E.‘ K. McLean, Medical Superintendent, Southlands Hos- 
pital; Shoreham, writes: After the insertion of a Smith- 
Petersen pin for fractures of ‘the femoral neck maintenance of 
the correct position in the patient is of great importance. Ex- 
ternal rotation of the thigh may lever the pin out of position, 
as may forcible adduction of the thighs. Flexion and extension 
movements of hip-, knee-, and ankle-joints aré, however, to be 
encouraged. The problem i is often met by making the patient 
‘wear slippers with wooden supports glued to the soles. These 
appliances, however, limit movements, are uncomfortable, and 
may produce pressure sores’ unless carefully supervised. 


The splint described below Has been used very successfully ` 


at Southlands Hospital as a combined abduction anti-external 
_Totation splint and bed cradle. It can be made up easily and 


PLAN OF SPLINT 





é g 
Height of cradle 1 6 


cheaply by the hospital engineers, as it is of very ‘simple 
construction. 

The instrument works onthe same principle as the old- 
: fashioned “stocks,” but instead of the feet being fixed in 


~ 


` 


apertures each leg lies in a padded gutter (cf. B,C,D,E and 
F,G,H,I). The framework of the gutters is made of 5/16-in. 
(0.8-cm.) bright mild steel rod. The walls of the gutters-are 
covered with pillow ticking and padding of tow and cotton- 
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wool covered with old linen. The height of the walls is 6 in. 
(15 cm.) and the width of the gutters 6 in. Loops pf steel 
rod join B to’ E, C to D, F to I, and G to H. ‘These loops 
project upwards from the gutters for one foot so that the instru- 
ment may be used as a bed cradle. The two gutteřs are 
joined by a flat padded continuation of the medial gutter’ walls 
(E,F). There’ are also laterally reflected 4-in. (10-cm.) phalanges 
at A,B and I,J. 
wall prevent the patient from pulling a leg out of the gutter 
and thrusting it back on one or other side. The instrument 
does not prevent flexion and extension of hips, knees, and 
ankles. It does, however, -prevent adduction or external 
rotation of the thighs, 

At first it was found difficult to keep the padding on- the 


These transverse phalanges and connecting ` 


splint clean. This difficulty is obviated by covering the splint . 


with domette bandages. These should.be wound so that the 
overlapping edges are away from the patient, as this prevents 
fraying. 

The patient’s comfort is increased by placing in each gutter 
a soft pillow made from a length of 6-in.-wide plaster stockinet 
lined with a strip of cotton-wool 4 in. (1.25 cm.) thick, A 
pillow of body-width plaster stockinet and cotton-wool about 
2 in. (5 cm.) thick placed across the bed under the patient’s 
knees prévents their hyperextension. Tapes are attached to the 
splint base at A, C, H, and J, so that the instrument can be 
tethered to the’ end and sides of the patients bed. `- The 
employment of this splint has improved the percentage of 
recoveries in good position. 


I Be to thank Miss K. C. Savin, the charge physiotherapist, .Mr. 
T. E. G. Sayer, chief hospital engineer, and Mr. H. Gander, 
assistant engineer, for much valuable help. 


A cine-micrographic film library. has been established by the 
Royal Microscopical Society for scientific films within the range 
of the ‘society’s activities. Hitherto many excellent films made 
in academic research institutions have not been accessible for 
educational purposes. It is hoped that the existence of this 
new library will facilitate distribution to universities, technical 
schools, and other scientific bodies. The collection is at present 
not very large, but it may claim to be representative. It con- 
tains films from the Pasteur Institute, Paris, by J. Comandon 
and de Fonbrune, on mitosis in Triton erythroblasts and in 
Acanthamoeba; films on micromanipulation’;| on spermato- 
genesis in the grasshopper, by K. Michel, of Jena ; on the shape 
and ‘motility of bacteria» by A. Pijper; and also films on the 
cultivation of living tissues, by R. G. Canti and his collaborators, 
and on tissue-cultures under the phase-contrast microscope. 
These films are available for hire on application to the Assis- 
tant Secretary, Royal Microscopical Society, B.M.A. House, 
Tavistock Square, London, W.C.1. The fees charged-are 7s. 6d. 
for each 400-ft. reel when it is returned on the day following 
use : ls. in addition for each subsequent day that the films are 


` retained. The basic charge is reduced to 6s. for Fellows of the 
Royal Microscopical Society. : 
i T= ii 
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“The MRCP. `- oe 

SIR —The Royal College of Physicians has - accepted the 
report of the committee on the examination for the M.R.CP., 
and.this has now been open-to criticisms. May I make some 
observations on the report and the criticisms ? 

The committee upholds the view that the examination haald 
be “a test in general medicine, on a level higher than that 
required for qualification.” That is to say, the subject matter 
- is not materially different, but the standard is definitely higher. 
The committee returns to this later with the statement, 
examination is in general medicine. . The examiners are not: 
entitled to .condemn | a candidate for lacking recondite know- 
ledge.” This is and always has been the accepted tradition of 
the College. : Examiners are not bound by any regulations and 


~ r ‘S 
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“The ' 


may- pursue for a reasonable distance paths leading outside _ 


these boundaries and’ occasionally may wander too far. But ' 
substantially a candidate stands or falls-on his knowledge of 
the foundations of medicine and on his skill and experience, 
-indeed one may say his common sense in applying these to the 
clinical examination of a patient. 

Teachers have- been known to aaie candidates - for the 
M.R.C.P. to cram up rare diseases, to memorize ephemeral 
theories, and to mug up ‘articles in current numbers of the 
medical journals.. No worse ‘or more incorrect advice could 
be given. If followed, as undoubtedly happens, it fully justifies 
Professor J. McMichael’s statement that study for examinations 
cramps > ‘and harasses excellent young men. But this is not and 
never has been the intention of the College or the standpoint 
of the examiners. The unfortunate candidate who follows this 
advice is riding for a fall. Properly conducted,“ working for 
the membership” is extremely good ‘training and calls for no 
. detailed knowledge of specialized subjects. Even those who 
fail should have benefited by the experiénce. As the com- 
mittee says, “ The educational’ value of the clinical examination 
is far from negligible.” a 

I pass to another matter. . The report refers to differences of 
opinion about the purpose of the M.R.C.P. “On the one hand, 
membership’ of’ the College is widely regarded. as the- ‘hallmark — 
` of the specialist, and the examination is looked on as a final - 
test. . On the other hand, teaching hospitals more and more 
demand membership as a qualification for the post of ‘registrar 

. and candidates are thus encouraged to take it early. No 
examination can fulfil two such’ different functions.” 

Now: the M.R.C.P. has fulfilled both these functions -satis- 
factorily—viz., as a guide for the appointment of a A and 
as a guide for the appointment of a hospital physis- z- but 
there is a difference in the manner and degree in which it does 
so. The applicant for a registrarship will probably have been 
qualified about three years and will have thken the M.R.C.P. 
some three or six months previously. Nobody expects , him | 
to be a finished physician. ` The electing body will view the 
M.R.C.P. exactly in the words of the committee’s rapet- viZ; 
that it signifies a “ knowledge of general medicine 
further training as a consultant.” The” successful candidate 
then settles down to learn ‘his trade> ` S6me years later he” 


J justifies A, 


the M. R.C.P: is or is not a failed specialist ? The method bee 


not always work fairly, but how many prospective hospital 


physicians would prefer the risk and anxiety of an examina- 


~» tion at this stage, even”if it led tò a’ somewhat cheapened 
te iG R.C.P. n Nor would it eliminate the -inquiries of an Sees 


board. . 

One more point. It ‘hes been sageestea that the M. RCP. 
should scrap its present traditions and become an examination 
in special subjects. There is no cause for making any complete 
reconstruction of the examination either in this or other direc- 
tions. The last paragraph of the committee’s report states that 
it recognizes that “its proposals are for functional rather 
than structural change.” It is right that this should be so. For 
the difficulties of the M.R.C.P. are due not to its failure but to 
its widespread success and sustained reputation. Nor is there 
any reason to’ believe that the present internal changes in the 
examination will lead to any alteration in its status.—I am, etc., 

London, W.1. i HENRY TIDY. 


f Trends in Medical Education 
Sir sg lf the object of medical education were to train medical 


_ scientists and technicians, the plans for the reform of medical! 


education outlined in the papers printed in the British Medical 
Journal of September 10 might produce good results. They 
will not produce good medical practitioners. 

I have selected three points for comment. 
Arnott’s definition of medicine ; 


First, Professor 
second, his implication that 


the non-physical aspects of medicine are superstition and 


empiricism ; and lastly his supposition that the scientific 
method is incapable of being applied to the art of medicine, 
the effective existence of .which he denies. I have read his 
paper carefully, and hope I have not misunderstood him. 

Is medicine an art? No one denies that it is, in part, a 
science. Quoting the Concise Oxford Dictionary, Professor 
Arnott defines medicine as a science and “an art only in so 
far as the term means human skill.” On this assumption he 
outlines proposals for training scientific craftsmen. But is the 
art of medicine only a “craft”? One of the alternative defini- 
tions of an art given in the C.O.D. states that a fine art is one 

“in which mind and imagination are chiefly concerned.” Surely 
the correct description of. medicine is first-a fine art, secondly 
a science, and thirdly a craft. 

Abolishing “mind and imagination” from medicine (thence 
from medical education) necessarily means that we abolish 
individual and social psychology, and much else’ besides these, 
from medical education. Or perhaps it means admitting them _ 
as a concession to “ superstition and empiricism,” those persis- 


tent vulgar fractions that mar the mathematic exactitude óf the 


pure sciences. The writer of your leading article deals neatly and . 
with subtle humour with this travesty of medicine when he 
writes, “ Though psychology has made but a shy appearance 
in these articles, it lurks in every corner.” “Shy” is certainly 
the operative word in that sentence. Meanwhile psychology 
does not lurk in the corner of_doctors’ surgeries, but occupies 
more than 50% of their- working time. Doctors do not have to 
deal with the “ prevailing emotional pattern of man,” but-with 
persons who (it seems to me) will be extremely likely to be 
overlooked in this reformed medical education. 
Lastly, Dr. Arnott implies that scientific method cannot be 


applies for am appointment as hospital physician, for which “°” applied to the study of that part of medicine that is not science 


the’ M.R.C.P. is essential. Applicants will not be expected to 
have passed the examination three or six months previously. 
Indeed a candidate who had only. done so recently would be 
questioned closely as to why he had not-taken it before: on 
the contrary he will be expected to have taken it when our 
registrar did so. Havi 
_passed the M.R. CP at the proper time, the electing body 
then scrutinizes Hord during the intervening years, to decide 
whether or not die i.%s fulfilled his early promise and can be 
accepted as a’ trained physician, either in general medicine or 
in some specialty. It is therefore not correct to say that “ the 
examination is looked on as a final test” of. a specialist : ° 
cae “would -be more “accurate. 






is to decide at the end of such training that the possessor of. `. 


satisfied -itself that the candidate : 


Here’then is the answer or one answer to ‘the question, Who - 


. largely “empirical. 


but superstition or empiricism. Hence I presume scientific 
method is inapplicable to clinical medicine, which is necessarily 
I should have supposed that the scientific 
method could be applied as conscientiously—if not as rigor- 
ously—to the art of medicine as to its science. Surely the 
difference lies.not in method but in the relative proportions 


_of measurable fact on the one hand and of clinical acumen 


X 


(or insight) on the other. I affirm that the art of medicine 
can be practised scientifically every bit as -successfully as its 
science can be practised artistically. 

I hope these new proposals for the reform of medical educa- 


_tion- will-be closely scrutinized. Doctors are not yet medical 
étechnicians nor :scientific craftsmen, but they soon will = 


I am, etc., a 
; Lark Hill, Worcs. | 
S 


- 


HOWARD E. TACEN 
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i Hypnosis in Treatment 
Sm,—Your correspondent Dr. K. M. Hay (September 17, 


-P 653) has expressed some misgivings about ‘the therapeutic 


dangers of hypnosis on the basis of the theory described in his 
letter. I hasten to reply that those of us who employ hypno- 


therapy are not fully agreed that the dissociation theory can. 


explain adequately the true nature of hypnosis. Dissociation 
does occur during hypnosis and is often facilitated by it, but 
this does not logically imply that hypnosis is merely a form of 
dissociation. For example, the variability and autonomy of 
the so-called dissociated symptoms seen during hypnosis cannot 
be accounted for by this theory any more than can the active 
and purposive participation of such symptoms in the total 
behaviour of the subject. 

Changes in personality, as demonstrated by the Rorschach 
test, have been-reported by various investigators. T. R. Sarbin 
(Amer. J. Orthopsychidt., 1939, 9, 315) stated that there was an 
` increase of “ organizing energy” and the externally imposed 
Aufgaben circumscribed the response pattern to a greater extent 
than the self-imposed Aufgaben. Other personality changes 


have been reported when different moods have been produced ` 


under hypnosis, when anxiety is made to develop, or the sub- 
ject is regressed. Such phenomena-are not, as is suggested by 
Dr. Hay, indicative of a weakened personality but are merely 
changes of personality whilst in the hypnotic state. No evidence 
exists to suggest that these changes tend to become permanent. 

Dr. Hay’s conception of hypnosis, as a mental assault by the 
hypnotist upon the subject is a false one cultivated by stage 
. performers and charlatans. The true role of the operator in 
hypnotherapy is rather to introduce and guide the subject 
through the hypnotic experience, when the method becomes 
a truly valuable aid to the diagnosis-and cure of mental illness. 
—I am, etc., ` 


London, W.14. NEVILLE MURRAY. . 


Sir,—Dr. K. M. Hay (September 17, .p. 653) in discussing 


hypnosis as a form of treatment states that a hypnotized per- : 


son is “ depersonalized,” that his intellectual faculties are sup- 
pressed, and then his mind is influenced on the feeling level 
by the hypnotist. In other words, the hypnotic subject is a 
passive automaton blindly responsive to’ the suggestions of the 
hypnotist. The hypnotized subject, as any medical man who 
practises this science will tell you, is by no means an auto- 
maton ; a suggestion takes effect only if it is consistent with the 
balance of forces of the individual's strivings, and his under- 
standing and elaboration -of a suggestion are likewise deter- 
mined by his- own personality structure. The suggestion - is 
really autosuggestion, just as there is no education but auto- 
, education, since it does not matter how much an individual is 
taught if he does not learn anything. 


About a year ago I, saw a girl with a cardiospasm that: she ' 


had had for four years. The history revealed that it dated from 
the day her mother died. Under hypnosis she was told that 
she could not swallow the fact... that her mother died—that 
the mere thought of it stuck in her throat. It was through her 
intellectual faculties that understanding came and through the 


hypnotic power of suggestion that she was able to swallow.— “ 


I am, etc., 


London, W.1. A. P. RENE: 


Distinction Awards 


Sm,—Would any advantage be gained if we were to take a 
hand and grade administrators, superintendents, and the like ? 
The waste of medical man-power might be reduced in this way. 
Although an advantage, it is not always essential for a super- 
` intendent to be a medical man. From time to time I have 
worked under three unqualified men who managed to unify the 
various requirements of the different hospital committees 
economically and with satisfaction to all concerned. One sees 
medical men in their prime superintending and inspecting 
hospitals, planning, etc., when they could be better employed 
working at medicine or surgery, in which subjects they have 
long been trained. The extra cost to the country must be 


_forniula been changed recently ?—We are, etc., 


-tions a 


considerable. Administrative work could well be left to ‘older 
members. From long experience of the manner of it they might 
be glad to have a less strenuous and more regular and com- 


‘ placent mode of life during their declining years than they had 


when practising their profession.—I am, etc., 


London, W.1. G. H. Corr. 


A New Neonatal Syndrome 


Sır —It was with much interest that we read the article of 
Mr. W. G. Mills on a new neonatal syndrome (August 27, 
p. 464), and we would like to record the following case seen 
recently and which appears to be identical with the eight cases 
in his article : 


Male child, born June 9, 1949, by caesarean section on account 
of placenta praevia. At birth there was some respiratory distress, 
and nikethamide was injected into the umbilical cord. 

On June 10 “ bruising ” of the left buttock and perineum was 
noticed. 

On June 13, ‘on the left buttock there was a ‘network of small 
superficial vessels and some large deep ones. - The movements of 
the left leg were weak, and there was slight oedema of the left foot, 
which was not being moved spontaneously. 

On June 17 the condition of the buttock was subsiding, and it 
appeared as if thrombosis was taking place. There was still con- 
siderable weakness of extension of the left knee and dorsiflexion 
of the ankle. The general condition was always excellent, and the 
buttock became normal. At the time of writing the left leg is much 
improved following orthopaedic treatment in a plaster. 


The condition of the buttock was almost identical in size and 
shape with that shown in Mr. Mills’s photograph. z 
There was in this case the common factor of an umbilical 


cord injection, and it appears to us_that the postulation of, 


intra-arterial injection of a drug leading to thrombosis is the 
probable aetiological factor. A puzzling feature of the condi- 
tion is that it has only recently been described although many 
thousands of injections into the cord must have been given, 
with the risk of intra-arterial injection’ It would be interesting 
to know if the-condition’ has occurred with lobeline alone. 
If nikethamide is the only drag concerned, has its chemical 


CRYSTAL BATES. 
A. P. M. PAGE. 


Nottingham, 


` 


Transfusion in Domiciliary Midwifery 


S1r,—I have read with interest the controversy. arising out. of 
the letter of Dr. C. T. H. Whiteside (June 4, p. 1005) on the 
use ON@agy.ed plasma in retained. placenta. The. following.ques- 
: (1) What is the maximum time during which. a 
placenta may be left in the womb? (2) In a-case of retained 
placenta with profound shock, what would be the ideal pro- 
cedure to adopt—remove the placenta and then treat the patient 
for shock, or the reverse ? (3) Which is the ideal fluid for intra- 
venous transfusion -in such cases—~whole blood, blood plasma, 







gelatin’sagpion, or saline with gtucose? (4) What is the best 
fanaestheti@o use for removing an adherent placenta ? 


I am in agreement with the opening sentence of Dr. H. A., 
Logan’s letter (July 23, p. 232) that “in these days of synthetic. 
medicine, diplomas, etc., it is refreshing to read some of the 
facts of life as expressed by’ those capable of using their powers 
of observation and confirming them with experience.” - Having 
done 22 years of midwifery as domiciliary practice, and not 
possessing anything better to transfuse than norma! saline with 
glucose for an emergency, my working procedure in cases of 
‘retained placenta has been as follows. Ze Tam on the spot when 
the second stage of labour is over ana the placenta does not 
deliver itself in one hour, I remove aiae soluble thio- 
pentone. If, however, the retention is attended with more 
bleeding than I feel happy about, the period of ‘Waiting is less, 
depending on the amount of blood lost and the contractility 
of the uterus. kn 


The difficult problem is the woman about whom a call is sent after 


the placenta has failed to. deliver, and who is therefore seen in vary—~—_ 


ing degrees of shock or collapse. I can look back on eight such 


4 


a 
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cases, the last of which proved fatal., She wasa third i para in 
normal health, despite so much malaria in this Protectorate. As a 
primipara her confinement took place in a normal way in my surgery. 


The second labour was so uneventful ‘that no help was taken. , Her- 
third delivery was at 1 pm. on July 17, 1949,,. At 3.45. p.m. the- 


placenta had not delivered, though the attending African qualified 
midwife had made some attempts to deliver it.. I was therefore sent 


for, and, the place being 20 miles (32 km.) away, I' reached there at 


5 p.m, ‘No pulse could be felt at the wrist.. She was restless, fully 
conscious, and extremely anxious about herself. She had been in 
labour for the best part of three days; and “ after much, suffering ” 
she had brought forth the baby. Much blood had been lost, but her 


_ condition was one of “ obstetric shock ” from retained placenta and 


attempts made for its removal. The uterus was alternately con- 
tracting and relaxing. The following injections were given: (1) intra- 
venous ergometrine; (2) adrenal cortex; (3) later, coramine; (4) intra- 
venous saline with glucose, 1 pint (570 ml). 

At 5.30 p.m. the pulse could be counted at the wrist, and the uterus 
was well contracted. At 5.50 the uterus began to relax and bleeding 
started once again. At 6 the pulse was flickering. A quick decision 
had to be made. With a minimum of ether giveri by the open method 
by the assistant I-used a half-elbow-length rubber glove and delivered 
_ the placenta. The placenta had been firmly adherent in one part of it; 
“and it was some satisfaction to know that it would never have 
delivered itself. When I withdrew the’ hand there was hardly a pulse 
at the wrist. At 6.30 the lady died. _ 


In a paper read at a medical conference held in Nairobi in 


February, 1949, on domiciliary- midwifery ‘practice -in Uganda ` 


I made the following three important points about a retained 
placenta: (1),Credé’s method, as taught, learnt, and practised in 
many places is attended with much danger; (2) it is_ wise to 
restore the shocked condition of the patient befe doing 
manual removal; and (3) wiser still to use an anaesthetic for 
manual removal. — 

I wish to make another point. Those urgent cases-in which 
manual removal without an anaesthetic is done, and succeeds 
without killing the patie îe the ones in which atonic reten- 
tion of the afterbirth with y; S ; smart haemorrhage is the. pre- 
dominant factor.--There has been no time in such cases for 
shock to superyene, for ‘the simple reason that before this event 
happened the’ woman died of haemorrhage, or some. bold per- 
son timely extracted the placenta without anaesthetic and saved 
a-life. In one of my cases a lay, elderly woman did this heroic 

ct before’ my arrival; I am not sure if she had washed her 
‘hands for the operation. The patient lived.—I am, etc., 


‘Iganga, Uganda. ~ i P. S. SANADE. 


Poliomyelitis l 

Sir,—Now that it is the poliomyelitis season in this country 
I thought it would be of interest to. describe my experiences 
in Ceylon during June, July,-and August last, year. 

- I was the medical officer ‘to R.A.F. station, Negombo, which 
contained a total European population of about 750,- including 
families. 
and situated.in a coconut plantation. 


During this period several cases of - paralytic. poliomyelitis i 
were admitted to B.M.H. Colombo, from Army units in and ` 


around Colombo. Colombo was put out of bounds to our 
personnel, except on important duty. 

At Negombo I saw a high. -proportion of cases of pyrexia 
in the younger Service personnel and children at this time. The 
clinical picture was as follows. The patient complained of 
headache, backache, slight diarrhoea; and a general feeling of 
weakness. The headache was severe, but not unbearable as in 
typhoid, and the weakness more than would be expected for 
the temperature, which was not usually high- in spite of the 
climate. On examination, the physical signs were -not con- 
vincing. Nystagmus was not found, but a doubtful neck 
rigidity was common. Most cases. showed photophobia: 


All patients -were kept under observation in bed and not- 


allowed up until their pyrexia. had settled for at least 48 hours, 
provided that they were also’ symptom-free. 

As far as I-can remember I sent at least three refractory 
patients to B.M.H. Colombo, all of, whom had a raised pro- 
tein in the C.S.F. and all of whom settled eventually- wary 


paneer 


i 


`` 


_ sible nature of the disease. 


The station was 20 miles. (32 km.) from Colombo ; 


‘with the leg held relatively immobile. 


Unfortunately, I myself developed headache, backache, and 
‘slight diarrhoea, and it was natural to conclude that it was 
psychological in origin; however, I retired to bed and stayed 
‘there. The feeling of weakness was most marked, especially 
in the legs, and somehow my mind seemed dull; but interest 


«in poliomyelitis was- sufficient- for me to go right through the 
numbers of the British Medical Journal covering the 1947 


epidemic in England. About five nights after the onset I woke 
up with the most terrific pain I have ever experienced, in my 
left shoulder. It was impossible to localize it exactly, and J 
could not relieve it by movement or position. It was so bad 
that I resorted to walking about the room, although I knew 
it was wrong. Morphine 4 gr. (16 mg.) had no effect, and I 
‘slept after a further half grain. The next morning the pain 
had gone, except when I moved the shoulder. It took about 
ten days to regain full painless movement, and about a month 
later; my supraspinatus and infraspinatus had wasted com- 
pletely on the left side. There has been no recovery in these 
muscles, and apart from slight weakness J do not notice any 
limitation- of function. 

This letter has been written from Memory, and the lack of 
detail is regretted, but it is felt that the majority of my cases 
were non-paralytic poliomyelitis. 

The measures taken to restrict the disease were simply to 
tighten up on camp hygiene and especially fly control. Where 
there-was a case in a family the parents were asked to restrict 
mixing with other families, but few parents were told the pos- 
It was felt that the disease was 
obviously so widespread that rest and observation of all fevers 
were more important than rigorous restrictive measures which 
would only cause unnecessary panic.—I am, etc., 


Ashford, Middlesex. N. G. NICHOLSON. 


—_— 


Poliomyelitis Vaccination 


SmR—As a mere medical student I hesitate to write this letter, 
and hope that in-doing so I am not simply revealing a lack 
of fundamental knowledge. 

I am at a loss to understand why the lead given not so long 


‘ago by Jenner and Pasteur in the modification or attenuation 


of a virus, so that it may be used for vaccination purposes, has 
not been followed in the case of other virus diseases, notably 
poliomyelitis. Surely did not Pasteur attenuate the rabies virus 
by drying the cord of animals suffering from the disease, having 
first elevated the virulence to the maximum possible level; and 
by injecting such dried cords of gradually increasing virulence 
so produce immunity ? Could not a similar process be utilized 
in producing poliomyelitis immunity, which if successful, and 
if employed on the scale now used against smallpox, would 


remove this scourge from our midst ?—I am, etc., 


Hatch End, Middlesex. M. H. F. JOHNSON. 


Gravitational Ulcers of the Leg 


. Sr, —The recent correspondence following Dr. S. T: Anning’s 
valuable article (August 27, p. 458) prompts me to mention one 
point in connexion with chronic or recurrent gravitational ulcers 
which has received little attention: It is that these patients 
commonly have a partial ankylosis of the ankle-joint, particu- 
larly if the ūlcers are in the region of the ankle. This- occurs 
SO frequently that it is uncommon to find a full range of move- 
ment of the joint in patients who have such an ulcer of any 
chronicity. The ankylosis probably results from a number of 
factors. The ankle may be held rigid to avoid pain in the acute 
stages, or sometimes a patient.is kept in bed for long periods 
The chronic oedema 
may play a part, and finally the wearing of paste bandages 
immobilizes the ankle-joint, often for many months. 

The main cause of gravitational-ulcers is generally “suggested 
to be the devitalization of the skin by the chronic venous 
insufficiency and subsequent oedema. Ankylosis of the ankle 
obviously impairs the circulation, and the aid to venous return’ 
from muscular contraction -is diminished. It is therefore 
apparent that such an ankylosis will augment the essential 
conditions responsible for the ulceration. 


~ 
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In many cases this ankylosis can he avoided by suitable foot 
-and ankle exercises, preferably taught, and in some cases super- 
vised, by a physiotherapist. Obviously, common sense is 
required in avoiding friction of the ulcer against bandages, 
etc., and in the initial stages the exercises should not be vigor- 
ous. With patients lying in bed regular exercises may also play 
a part in improving the circulation, and so accelerate healing. 
Paste and supportive bandages have a very important place in 
the treatment of gravitational ulcers and are used extensively. 
However, it must be weighed against the undoubted value of 
these measures that a degree of ankylosis , with its attendant 
disadvantages will be more likely to occur renee their 
prolonged use.—I am, etc., 


Bristol, 8. Roperr P. WARN. 


Essential Hypertension in Pregnancy 


Sm, —Professor J. Trueta’s misrepresentation of my view 
, September 17, p. 650) is due either to a misapprehension or 
_to other causes. He attributes to me’ the opinion that anuria 


“is not the result of a decreased intrarenal ‘blood flow, but on - 
- the contrary that it is due to an increased blood flow to the` 


renal medulla, -which maintains the ‘obstruction’ of the 
uriniferous tubules ” —as though I supposed | an increased 
blood. flow to and through the medulla is primary. ‘Had Pro- 
~4essor Trueta read my paper on “eclampsia and its lesion 
“J. Obstet. Gynaec. Brit. Emp., 1929, 36, 341)}—not mentioned 
in the 16 pages of the bibliography of his book—he would have 
found that I hold a very different picture—lI am, etc., 


Rugby. R. H. PARAMORE. 
Parturition after Pneumionectomy 


Sirn,—As we cannot find.in the literature any other case of 
a woman going to full term and parturition after a total 


_ pneumonectomy, we thought that it may be worth while to 


have the following case on record. 


The patient is a 23-year-old primipara in good general condition 
(wéight 8 st. 2 Ib.—51.3 kg.). In 1942 Mr. T; Holmes Sellors per- 
formed a left pneumonectomy for gross bronchiectasis. In August, 
1948, the patient became pregnant, and apart from slight oedema of 
the feet at the end of the day the pregnancy was uneventful. She 
went into labour in the early hours of May 3, 1949; the cervix was 
fully dilated by the evening of the 5th, but, as the patient was 
unable to push, medical aid was sought. She was delivered under 
chloroform anaesthesia by a high forceps manœuvre, preceded by 
an episiotomy. The episiotomy was repaired immediately after” 
delivery. The child, a male weighing 6 Jb. 3 oz. (2.8 kg ), was very 
shocked at first but recovered ‘quickly’ on clearing the air passages. 


—We are, etc., F. KELLERMAN. 


Colchester. R. SAUVAN SMITH. 
f 


Memorial to Charles John Bond 


Sir,—In the letter from Dr. Joan B: Walker and Mr. N. I. 

Spriggs (September 17, p. 655) referring to the fund which is 
being raised™in “Leicester to provide a memorial to the late Mr. 
C. J. Bond no reference is made to what was undoubtedly one 
of his great interests. in the later years of his life—the question 
of voluntary euthanasia. He took a leading part in the forma- 
tion of the Voluntary Euthanasia Legalization Society, and was 
the first chairman of its executive committee, a position he held 


until his death. It was at his ‘personal invitation that the late 


` 
/ 
4 
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Lord Moynihan became the first president of the new society, 
and doubtless it was largely due to the great prestige attaching 
to Bond’s and' Moynihan’s names that the society made the 
rapid progress it did in securing the adherence and support of 
so many other distinguished members of the medical profession. 

No review of Bond’s life and work would be complete which 
‘did not include a‘reference to this aspect, and it is possible that 
in the years to come the great part he played in the initiation of 
‘this reform will be what he will be ‘chiefly remembered and 
* honoured for—I am, etc., 

Leicester. C. KCK MILLARD, 

Honorary Secretary, 


S = Voluntary Euthanasia Legalization Society. 
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‘ Old Age 


Sır —With increase in the numbers of those who have grown 
old, there arises the question, Can anything be done about 
it? If the majority of these had grown wiser, and kinder, 
and less selfish, one would not mind so much. But so many 
apparently live only for themselves. ‘Daughters, and even sons, 
are kept_at home to minister to the old people’s wants, and 
these offspring are often prevented from marrying. I wonder, 
do they ever ask themselves, “ What use am I in the world ? ” 

The resources of the public, or private persons, have often 
to be expended on them; they take up the time and labour of 
many; they consume food, and occupy space that is badly 
needed for the . younger. Why encumber they the ground ? 
Segregation: may be one remedy, or, more brutally, they might 
be induced to agree to voluntary euthanasia. But I doubt— 
even if it were allowed—that many would agree to this. What, 
Sir, is your suggestion ?—-J am, etc., 


Portsmouth. J. RUSHWORTH LUND. 


Syringes 

Sir,—I regret that my letter on the advantages of the Luer 
syringe fitting (August 13, p. 387) has led to a little misunder- 
standing. The type of fitting which I have found so useful in 
ophthalmic surgery (as it enables the injection to be made with 
one hand whilst withdrawing the needle, and without any risk 
of leakage) is the Luer-Lok fitting. After correspondence, I 
find that fuis is not yet available, in this country, though it may 
become “Svailable in the next year or so. I hope. that the 
production of this type of bayonet-joint fitting for hypodermic 
syringes will be accelerated, as it has great advantages for 
ophthaj/eaic surgery and is even sees likely to be obtainable 
from America now than it was—<Lgen, etc., ' 


JOHN FOSTER. 


Local Analgesia - 


a 
Sir,—In the Journal of July 16 (p.-139) there appears a review 
of the book A Surgeon's Guide to Local Anaesthesia. But-why, 


Leeds, I. ~ 


oh why, do „you have it reviewed by a specialist anaesthetist 


The result is just what one would expect—namely, a half- 
hearted, brief, non-committal statement which does scant justice 
to the book. It may interest your readers to learn that this 
book has now reached its third edition, though the two previous 
editions appeared in Australia only, where they were issued by 
the author in typescript form owing to wartime difficulty in 
publishing. The volume is intended to be a guide not only for 
the practising surgeon but for all who have perforce to do 
operative work where trained assistance is not available, per- 
haps in villages far in the country, and who want to learn safe 
methods that will work and will not fail. 

I may say that I am writing this letter. because. to-day I was 
proposing to perform an operation for haemorrhoids using 
caudal analgesia, hut having read Mr. C. E. Corlette’s strictures 
upon this somewhat dangerous method of :docal analgesia’ I 
decided to employ the ordinary infiltration” method around 
the anal canal, using 1% procaine with adrenaline solution, 
24 minims to the ounce “(0.53 ml. per 100° ml.), and all went 
well. The point that Mr. Corlette brings out in his book is 
that the infiltration method is a safe method, whereas the 
caudal injection is unsafe; it has led to deaths, as can be 
found in the literature if one takes the trouble to look it up. 


_ It is highly probable that a professional anaesthetist does not 


look with any favour upon a book which shows surgeons how 
to perform operations safely and reliably, and without troubling 
the general anaesthetist -at all. 

The- main theme of the book is the author’s unique pre- 
medication system, which puts the patient in a state of quiet 
relaxation, physically and mentally,-and this enables operations 
to be performed without producing any’ mental or nervous 


‘ strain. The patient-either dozes off to sleep? or remains “quiet 


and calm but: ‘awake. -I have used his. method in " hhindreds of 
cases, and with great success, 
complete practical guide that exists at the présent time, and the 


Altogethér the, ‘hook’ i is‘the-most. 


X 
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200 illustrations make it a pleasure to’read. “What i is most: valu- 
‘able is that the author assumes responsibility for every -method 
that he recommends ; 
and he speaks from ‘the standpoint of an immense experience 
of surgery under local analgesia. Furthermore, general practi- 
_tioners who' look into this book will find in it much which they 
can put to use in n their daily work —I am, etc.; / ~ 


“ROLAND A. H.- FULTON. 


- 


Dunedin, N.Z. 


`- Penicillin in Emergency 
‘Smr,—The extreme value „of penicillin’ in an acute medical 


emergency due to a pemellin-sensiive aa is illustrated, 
by the following case. - 


At 2 p.m. I was summoned to a man aged 81 by his daughter, - 
who stated that her father had developed a shivering attack during 
the morning and now she did not like the look of him.- On arrival, 
the patient was delirious -and restless, trying to sit up in -bed. 


Temperature 104.5° F. (40.25° C.), pulse 100, respirations 40. -Patient- ` 


was oblivious of his surroundings and difficult to examine, and 
there were few physical signs. A provisional diagnosis of septicaemic 


pneumonia was made. 500,000 units of penicillin were injected intra- ` 


“muscularly. At 4.30 p.m. the patient was-rational, knew his family 
and myself. Temperature 100.5° F. (38.5° C). Sulphathiazole, 1 g. 
4-hourly, by mouth. At 7.30 p.m. the patient was much improved. 
Temperature 99° .F. (37.2° C.), pulse 80. 100,000 units penicillin.. 
The next morning the patient was quite recovered, but somewhat 
weak. Temperature 97.5° F. (36.35° C., pulse 70, respirations 16. 
No abnormal physical signs in lungs < or elsewhere. ` . 


~ + e E 


’ —I am, etc., i tie 
Leigh-on-Sea. x = THOMAS REES. 


Antiseptics for Minor Dressings 

Sir,—With reference to the answer to the question on anti- 
septics for minor dressings (“ Any Questions ? ” September 17, 
p. 661), -I should like to take your anonymous authority to task, 
for advising the use of proflavine sulphathiazole powder for 
application to the wounds from minor accidents.’ I have’pointed 
out previously, the dangers of this preparation.: Although’the 
incidence of sulphonamide dermatitis due to its local applica- 
tion is ‘not very high in this country, it is an avoidable risk, as 
sulphonamide is not an essential wound. dressing. Sulphon- 
amide dermatitis, particularly the light-sensitive variety, -is such 
a distressing dermatosis that it should be avoided at all costs. 

Acriflavine and profiavine have the property of increasing 
the severity of-sulphonamide dermatitis, and Russell and Beck’ 
showed that proflavine and sulphoriamide mixtures were 
more lethal to tissues than either substance singly. There is, 
therefore, even more reason for avoiding _profiavine and 
sulphathiazole mixtures. 

As I am afraid that this is so far purely destructive criticism’ 
I would like to advise that antiseptics should be avoided as 
much as possible. The trauma unit at the Royal Infirmary, 
Sheffield, now uses only “ cetavlon ” and spirit 4s pre-operation 
, preparations, and saline and’ ‘tulle gras as local applications, and 
there has been a considerable drop in the incidence of ‘contact 
dermatitis in wounds without noticeable increase in wound 
sepsis. One still sees, however, a regular supply of cases of 
sulphonamide dermatitis from those enthusiastic house-surgeons 


who forget that penicillin -powder is 99% sulphathiazole.—-. . 


I am, etc., ` 


Sheffield. I. B. SNEDDON. 


= e 


_ 1 Sneddon, I. B., Proc. R. Soc. Med., 1947, 14, 883. 
y ® Russell, D. S., and Beck, D. J. K., British Medical Journal, 1944, t, 112. 
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ii Mysoedematous Madness 
Sir,—I feel I would like to state my opinion that Dr. R. 
Asher’s paper .on this subject (September 10, p. 555) is an 
exceedingly valuable clinical contribution, the importance’ of 
which is in no way minimized by the qualifications put forward 
(September 24) by Drs. E. B. Davies (p. 706) and J. Douglas. 


Robertson (p. 707). Dr. Davies wislies:to emphasize that where 
a psychosis is associated wi myxoedema or another endocrino- 


A 


he has tested all his methods thoroughly, - 2 


crine disturbance—e.g., thyrotoxicosis, 


REFERENCES ; he 


-pathy-it is not necessarily the result of the endocrine disturb- 


ance. This will be readily agreed to, and I do not think that 
“Dr. Asher’s - article or your: annotation intended to indicate 
- otherwise. ` 

However, changes in behávioür pattern, psychoneuroses, and 
psychoses are not infrequently associated with a major endo- 
myxoedema, adreno- 
genital syndrome, Cushing’s syndrome, Addison’s disease, 
Simmonds’s disease, and hypoparathyroidism. When the cure 


. of these disorders or correction of the resulting metabolic dis- 


orders is achieved by substitution therapy, operation, or radia- 
tion and; following this, the psychoses, etc., disappear, it would 
seem justifiable to conclude that the endocrinopathy was the 
immediate cause. of the psychoses, the psychoneuroses, or the 
altered behaviour pattern. “This view would not be vitiated by 
the fact that the psychosis, for example, associated with an 
endocrine disorder varied in its character and was not constant, 
because the pattern of the psychotic disorder might well be 
determined by genetic factors. . 

I have been particularly impressed by the change in behaviour 
pattern in patients with hypopituitarism following pregnancy 
(Simmonds’s.disease}.. Whereas hypoglycaemia is an important 
factor it does not appear to be the sole er constant factor in 
causing such changes. Of a series of such cases, I have in 
mind in particular one woman who was a loving wife and 
mother and who, after the onset of the disease, ceased to 


. have “the” slightest” interest “in” the y well-being of the children 


or husband, in her own clothes, or in the cleanliness of the 
household, which deteriorated dramatically. I also recall a 
woman with Addison’s disease whose relatives wrote me after 
she had been correctly diagnosed and treated that they were 
deeply grateful for the change in her behaviour and outlook 
in the home and the return of her normal, kindly, and interested’ 
nature. I can hardly consider these features, as well as the 
Major psychoses, -chance coincidences. 

On the other side of the picture, and in support of Dr. Davies's 
views, the number of cases one is asked to see of mental 
disturbances, mental retardations, and delinquencies which 
have been thought without justification to be of ‘endocrine 
origin is surprising, although an awareness of the possibility 
should not be discouraged. Considerable interest has recently 
been aroused in the general well-being and euphoria produced 
in patients with rheumatoid arthritis by the use of the pituitary 
adrenocorticotropic hormone and, on similar ‘lines, by the find- 
ing of an increased secretion of adrenocorticotropic hormone 
after electroconvulsive therapy: It would be prudent, I think, 


` to.await further elucidation before becoming excessively enthusi- 


astic about the application of these discoveries’ to the therapy 
of psychoses not associated with major endocrine disorders. 

As regards the basal- metabolism in myxoedema, my experi- 
ence coincides with that of Dr. Douglas Robertson, and I 
intimated. to Dr. Asher, when he kindly asked me to consider 
his findings, that uncomplicated myxoedema was usually, if not 


` Invariably, associated with a decreased B.M.R.—I am, etc., 


London, W.1. ` S. LEONARD SIMPSON. 


C 


SR, —The article by Dr. R. Asher (September 10, p. 555) 
should -lead to the more frequent recognition of “ myxoedema 
madness,” but in the patient whose condition deteriorates when 
thyroid extract is administered it should be recognized that it 
may be dangerous to persist in this form of treatment, as the 
following short case history displays. 


A woman of 58 was admitted to hospital under my care in January, 
1949, suffering from confusion and delusions; she appeared to be an 
obvious case of myxoedema. Treatment with thyroid was com- 
menced (30 mg. thrice daily), but as her confusion increased the dose 
was doubled. She then became violent and maniacal, refusing to take 


. anything by mouth. This violence alternated with ‘almost complete 


collapse, when she seemed on the verge of death. P 
This combination of symptoms suggested that she might be a case 
of Simmonds’s disease, and treatment with testosterone-propionate 
and desoxycorticosterone was commenced immediately, The 
improvement was dramatic, and within a few hours she was demand- 
ing food. Her condition steadily improved from that date, and her 
mentality is now almost normal. Her electrocardiograph taken before 
treatment commenced showed characteristic i inversion of the T wayes 


` 


b 
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in the limb leads, which after treatment (except in lead IID have 
returned to normal. She continues on treatment with testosterone- 
propionate, but the desoxycdrticosterone has been discontinued. 
Subsequent administration of thyroid has had no beneficial or harm- 
ful effect. Her general appearance is still that of myxoedema. 


My recognition of this condition was due to an article by 


A. C. Crooke, clinical endocrinologist; United Birmingham 


‘Hospitals (Practitioner, 1948, 161, 298).—I am, etc., 


Maidstone. RONALD LASs. 


POINTS FROM LETTERS 


Antihistamine Drugs in General Practice 


Dr. SIDNEY G. HAMILTON (Woolacombe, N. Devon) writes: There 
have been many opportunities this summer of. trying the new anti- 
histamine drugs in general practice. ... To be effective, it seems 
that they should be used early in the treatment. 
cases are illustrative. (1) After eating strawberries in June-a woman 
of 49 developed an urticarial rash on the face, neck, and right fore- 
arm. She treated this with a proprietary cream. She first sought 
advice ‘two months later. Pyranisamine maleate tablets and cream 
were prescribed. The irritation was relieved, but the rash showed 
little improvement. (2) A boy aged 9 was stung b wasp on the 
ankle. He had already developed severe symptoms when he was 
seen 20 minutes later. "There was a widespread urticarial rash of the 
face, body, arms, and thighs. The eyelids and face were swollen, 
the voice was hoarse, the vision blurred, and he was suffering from 
violent skin irritation. He was treated with pyranisamine maleate. 
One ml. of a 2.5% solution RAE Eren VE N nSt 
and 1 ml. subcutaneously. He was also given 0.025 g. of a 
phenacetin and codeine compound by mouth in order to prolong 
the action of the drug. The itching of the skin stopped instantly 
the injéction -was started, and during the following half-hour the 
rash and swelling faded gradually. The only abnormal reaction was 
that of slight nausea. He was seen again four hours later, when he 
appeared almost'.normal, though some oedema and rash could still 
be detected. A , 


- Adrenaline. in Dysmenorrhoea 


Dr. Harry R. Livi (Montreal, Canada) writes : My attention has 
recently been called by Dr. Cluny Macpherson, of ,St. John’s, New- 
foundiand, to the use of adrenaline intramuscularly in cases of severe 


dysmenorrhoea. He has already published his findings under the, 


heading “Pelvic Allergy ” in the Canadian Medical Association 


Journal (1949, 60, 54). Following the case of one young girl to whom, 
- Dr. Macpherson bad had to give morphine (gr. 4 = 32 mg.) and atro- 


pine hypodermically before relief was obtained, he recalled having 
heard a speaker at the St. John’s- Clinical Society in 1937 refer to 
certain cases of dysmenorrhoea as due to pelvic allergy, and he 
reasoned that such should respond to adrenaline as in asthma. His use 


of I ml. of 1: 1,000 adrenaline chloride with this girl was dramatic. 
She had complete relief in ten minutes, with no recurrence for- 


six months, when again adrenaline was just as effective. He has 


had uniformly good results in all cases of severe dysmenorrhoéa since. 


then, and-in sevére cases has had some success with “ benadryl.” 
Shortly after hearing this I had opportunities of testing Dr. 
Macpherson’s recommendations on, three of my own patients with 
acute dysmenorrhoea. One was a young married girl of 26 with 


an acute retroversion and flexion, and the other two were slightly -" 


older women with no malformation. - Only the last of the three 
suffered from constipation as a contributory factor in the trouble. 
The results have borne out to the full what Dr. Macpherson found. 


Medicine in the Popular Press 


Dr. J. H. LANKESTER (Oxted, Surrey) writes: It is irritating to find 
that patients. who read magazines such as Readers Digest, Time, or 
Life have advance, if uncritical, knowledge of new remedies. I 
would suggest that a regular section of the Journal, under an appro- 
priate title, should be devoted to a review of such press claims. This 
is sometimes done already (e.g., April 2, p. 599, para. 1 of Medical 
News), but with insufficient prominence or regularity. This section 
of the Journal could also be used for a preview of new drugs or 
promising lines of research. Critical appraisement can follow later, 
but the first knowledge of new things should reach us through the 
medical rather than the popular press. : 


` 


1 
i a 
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Dr. A. PHitip DRAPER (Romford, Essex) writes: Can any action 
be taken to improve the hygiene, or -rather Jack of it, in licensed 
houses ? The present system of dipping used glasses into a pail or 
other receptacle of already grossly contaminated water would appear 
to serve nó- useful purpose, in-fact quite the reverse. : 


` 


The following two’ 


‘CORRESPONDENCE 


_ 


MEDICAE ON 
> = Obituari 


J. TYLOR FOX, M.D. DPM. 


Dr. J. Tylor Fox, who, died on September 20 at the age of 
64, was an authority on epilepsy. A son of the late Dr. 
Hingston Fox, he belonged to the sixth generation of a 
family of Quaker doctors. ; 

Joseph Tylor Fox was educated at Bootham, the -City of 
London School, Sidney Sussex College, Cambridge, and the 
London Hospital, where he won the James Anderson Prize 
for clinical medicine. He qualified in 1910 and graduated 
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- M.B., B.Ch. in the following year. In 1916, accompanied ` 
` by his wife, he. went to Russia as chief medical officer of 


the Friends’ War Relief Expedition. He became medical 
superintendent of the Lingfield Epileptic Colony in 191 8, and 
two years later he proceeded M.D., going on to.take the 
D.P.M. in 1921. During his twenty-eight years as medical 
superintendent of the Lingfield Epileptic Colony many 
extensions were made’and four new homes were built, the 
number of patients and staff there increasing to 600. He 
knew and took a personal interest in each individual under 
his care, and he early appreciated the crippling social 
handicaps borne by epileptics. , 

In 1930 Dr. Tylor Fox became chairman of the new 
Permanent Committee on Epilepsy, a body formed mainly 
to obtain statistical data about epileptics. He then went for 
a three-months tour of institutions in Europe, seeking 
information and preparing the ground for the resuscitation 
of the International League against Epilepsy which had ` 
lapsed during the 1914-18 war. The International Neuro- 
logical Congress in London in July, 1935, commemorated 
the hundredth anniversary of the birth of Hughlings Jack- 
son. It was particularly appropriate, therefore, that, mainly 
due to the energy of Dr. Tylor Fox, over thirty doctors 
attending the congress from fifteen different countries 
should visit Lingfield and bring the International League 
against Epilepsy into being again. Dr. William G. Lennox 
(U.S.A.) was made president ; Dr. Schour (Denmark) and 
Dr. Muskens (Holland) secretaries ; and Dr. Tylor Fox was 
treasurer. Later Dr. Fox persuaded the. then Central 
Association for Mental Welfare, now the National Associa- 
tion for Mental;Health, to form a special committee on 
epilepsy to helpSepileptics in the:community.” Dr: Tylor 


` Fox became chairman of this committee and continued in 


+ 


that office until his death. 

Dr. Fox retired from Lingfield in 1946, having seen the 
colony through the war years. Although in poor health, 
he then devoted much time to a campaign for greater under- 
standing and sympathy towards epileptics. He wrote 
articles on this theme for both medical and lay publications. 
Among his articles on the clinical aspects of epilepsy was 
“ Rhythm in Epilepsy,” written in collaboration with Dr. 
Gwenvron Griffiths. This was a survey of the incidence of 
fits in a group of epileptics-over a long period. , 

Dr, Fox married Elsie, daughter of the late Edwin Gilbert, ` 
and she survives him with two sons and a daughter ; both 
sons are following in the family medical tradition. 2 

Dr. Denis Williams writes: Although Tylor Fox will be 
remembered with deep affection by thousands of epileptic 
. patients, he will have influenced the lives of many more to 
whom he was quite unknown. He was in the long line of 
English social reformers, and like so many of them he was 
quiet and retiring, only expressing himself under ‘the 
stimulus of other people’s needs. He was first of all a 
personal physician, who in the Lingfield ‘colony had an 
experience of the’medical and social treatment of epilepsy 
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which_cannot. have been. surpassed. It happened that his 
work there covered the years: of therapeutic advance, When ~ 
the barbiturates and then the‘ hydantoins became widely 
used. In that time, too, the electroencephalogram began 
to throw light on an obscure disease. ` As each new piece 


of~knowledge appeared . he sought it out, and applied it. - 


Although. he was, an expert in this field. he ‘did not write 
-~ much, for he was too reticent, but- his opinion, sought 
- personally, was careful and experienced. ‘Perhaps it was 
more than reticence that limited his „writings ; perhaps it 
„was that Tylor Fox was more concerned for people. with 


epilepsy than for epilepsy. In the social care of his patients . 


he was both eloquent and active, and that activity went far 
beyond his own colony. Although he had retired from 
Lingfield, when he died’ he was president of the British 
branch of the International League against Epilepsy, and 
chairman of the-epilepsy committee of the Association for 
Mental Health, as well as chairman of the ‘Lebanon Hospital 
in Beirut, like his uncle before him. Through these bodies 
he continued his work, but :he still did much by personal 
contact and. persuasion. He. was „always concerned with 
problems of education, of employment, and of public 
enlightenment for the good of the epileptic.’ When he was 
absent from the recent meetings in -Paris there were 
inquiries about his welfare and work from those interested 
in epilepsy in many of.the countries of Europe and of ‘the 
States of America. -His work has made him very widely 
known. Se ae 

Dr. Denis G. Kennedy writés: -When Dr. Fox handed 
over Lingfield Epileptic Colony to me in the summer of 
1946 he was a very tired man. The running of the colony 
during the-war years, perhaps moré than any other similar 
institution, had been a work of extraordinary difficulty. 
Dr. Fox had two great interests in life—namely, his clinical - 
work and his social work on behalf of epileptics—and during 
his Jater years at Lingfield he had found the administrative, 
_ duties of his post take a heavier and heavier toll of his.time 
and energies>. He was, I. think, glad to: hand over his 
administrative-work, and looked: forward keenly to devoting 
‘the whole of his time to what had become his main interest 


~ .. —the removal from the public mind of prejudices concern- 
His single-mindedness in the pursuit of: 


this aim, born as it was of his keen sense of social service, 
had an intensity rather strange to see in a post-war world 
of disillusion and apathy. i He was a man of great tolerance 
to the frailties‘of human ‘nature,;and in consequence made 
many lasting friends. 


leaves a painful void in the circle of people whose lives are 
devoted to the care of epileptics. At Lingfield Colony he 
has left a name which-will be remembered with affection 
and esteem for`a very long time. 


R..E. BICKERTON; DS. o% 'M.B. 
Mr. Reginald Ernest Bickerton, the’ well-known ophthalmic 


‘surgeon, died peacefully on September 13 at the age of 79,~ 


after two years of steadily failing health. - His father was 
- Thomas Bickerton, F.R.C.S.Ed., of Livérpool, ‘and he was 
‘a student at Liverpool University, where he graduated 
M.B., Ch.B. in: 1895. He was successively house- 
physician, house-surgeon, ophthalmic assistant; and senior 
resident medical officer at the Liverpool Royal Infirmary. 
Later he visited and held; ophthalmic appointments in 
Berlin, Vienna, Munich, Utrecht, and Zurich. After 
his marriage in 1899 he- settled in London and was 


appointed ophthalmic surgeon, and lecturer to the “ Dread- 


nought” Seamen’s Hospital,’ ‘Greenwich. Mr. Bickerton. 


served this hospital. for 42 years, a record-hardly equalled . 


T.A. 


Up to the very-last he was working- 
` hard in the cause he had made his own, and his tragic death 


‘throughout its long history: On the advent of the National 


Health Service he received the unusual honour of being 
unanimously ‘elected a vice-president of the hospital. 

“Mr. Bickerton was consulting surgeon to the Hornsey 
Central Hospital, the Royal Waterloo Hospital, London, 
and the Evelina Hospital for Sick Children., The late Sir 


Arthur Pearson personally put him: in charge of blinded 


soldiers and sailors at St. Dunstan’s, which post he held from 
the end of the 1914-18 war until the outbreak of the second 
world war, when the blinded ex-Servicemen were removed 
from London. He was also ophthalmic siirgeon to the 
Children’s Clinic, Marylebone Road ; chairman and honor- 
ary ophthalmic surgeon to the Royal School for the Blind at 
Leatherhead ; and chairman of the Hawksley Pension Fund 
for the Blind of the professional classes. He acted as a 
medical referee for ophthalmic cases under the Workmen's 
Compensation Act, and was visiting ophthalmic surgeon to 
the Ministry of Pensions Hospital, Richmond. 

He joined the Territorial R.A.M.C. in 1909 in response 
to Lord Roberts’s urgent appeal at that time, and was pro- 
moted captain in 1912. He was mobilized in 1914, though 
over age,'and later with the rank of lieutenant-colonel he 
commanded the 84th (London) Field Ambulance, which 
was attached: to the 28th Division, serving in the British 
Expeditionary and Salonika Forces, in the Army of the 
Black Sea, and in Belgium, Turkey, and Asia Minor. ,He 
was appointed A.D.M.S. of the-Army of. the Black Sea in 
1919 and was twice mentioned in dispatches. He had been 
awarded the D.S.O. in 1917, and he was appointed honorary 
surgeon to the King from 1927 to 1932.- Since 1932 he had 
been honorary colonel of the 56th Division (1st London) 
Mr: Bickerton was responsible for a number of 
contributions to the literature of his specialty, and he was 
particularly interested in mustard gas burns affecting the 


,eyes. He was honorary secretary of the Section of 


Ophthalmology at the Annual Meeting of the B.M.A. in. 
1927 and vice-president of the Section in 1938. 

Mr. Bickerton was held in great esteem by his patients 
and his colleagues, and indeed by all who came in contact 
with him. -His gentle but firm behaviour, his old-world 
courtesy, and his loyalty to his friends were as impressive as 
his undoubted skill as an ophthalmic surgeon. He endeared 
himself to everyone, and his. name will always be held in 
affection by his many friends and particularly by those 
blindéd officers and men for whom he cared. He took 
much more than. a professional interest in them, and they 
greatly appreciated his wise and generous friendly advice. 
In the same way there must be thousands of merchant-sea- 
men who are grateful both for his skill and for his kindness. 

A requiem mass was held on Monday, September 19, at 
All Saints, Margaret Street; W.1, of which for some years, 
till his health failed, Mr. Bickerton had been churchwarden. 
There many. representatives of the medical profession, of 
St: Dunstan’s, of the Seamen’s Hospital, and of the blind 
and staff of the Royal School for the Blind, and many 
others paid tribute. to his memory. 


G. C. WILLIAMS, O.B.E., MRCS, D.P.H. 


Dr. Geoffrey Commeline Williams; who`was senior admin- 
istrative medical officer to the Oxford Regional Hospital 
Board, died on September 21 at the age of 57. He was born 
at Thornbury, Gloucestershire,. where his father was ïn 
medical practice, and was educated at Clifton College, Caius 
College, Cambridge, and Bristol. In 1916 he qualified, and 
he went.on to take the Bristol D.P.H. in 1921. He took the 
Cambridge M.A. degree before starting his clinical studies, 
and: he was also,. -by incorporation. „in 1937, M.A.(Oxon), 
becoming a member of: Brasenose ae In the 1914-18 
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` war he served overseas as a captain in the R.A.M.C. For-a 


F 
- 


short time after demobilization he filled the post of assistant 
medical ‘officer to the Bristol ay Fever Hospital and 
Sanatorium. 

Dr. Williams came to- Oxford as assistant medical officer 


: of health in 1921, becoming deputy M.O.H. later. In 1930 


he was appointed medical officer of health to Oxford 
County Borough Council. He was awardéd the O. B.E. in 
_ 1942 for his services to public Health :generally and to ¢ivil. 
- defence ` in particular. It was in October, 1947; that he 
- becarhé senior administrative medical officer to the Oxford 


. Regional Hospital Board. -Dr. Williams was a Fellow of - 
the Society of Medical. Officers of Health, a Fellow of- 


_ ‘the Royal Sanitary Institute, an officer of the Order of St. 


John, and. county surgeon to the: St—John Ambulance 
- Brigade.’ He-was formerly an examiner in public health to. 
the University-of Oxford, a past chairman of the Oxford 
and District Public Medical Service, and a member of the 


. committee of the Nuffield Institute of Social Medicine and: 


‘of the Council. of- the medical staff of the United Oxford , 
‘Hospitals. He was also a member of the joint county 
committee of the British-Red Cross Society and the Order 
of St.John. In 1936.he was vice-président of the Section 


` of Public‘Health at the Annual Meeting of the B.M.A. He 


-married Irene Mary ‘Durant in’ 1919, and she survives. him 
a one daughter. 

W.S. writes: Men- jike i Billy re Williams can ill be: 
epared at any time, least of all in these days when so much 
hinges on a fair and equitable administration of the new 
health services. While medical officer of health for Oxford, 
and more recently as senior administrative medical officer 
.to the regional board, his faith and trust in the members 
of his staff drew forth the most profound loyalty from each 


and everyone, and he inspired the confidence of the pro- 


fession and public alike. He was a first-class administrator, 
‘and approached the innumerable problems much more from: 
the human sidé than from the point of view of regulations 
and orders, if they happened to be incompatible. He was 
. perhaps -at his best in times of stress, when his calm and. 


3 equablé character shone forth conspicuously.’ His discreet ` 


x 
r 


- and tactful intervention at committee meetings many times 


- ‘smoothed out what might have developed into an awkward 


situation. ‘Only his intimate friends knew how much help 
‘he gave to others in trouble or difficulties. Like so many 
others in both wars, he lost the opportunity of proceeding to 
` higher degrees by volunteering for service in the Forces 
. immediately after qualifying. Williams was a man of the - 
highest integrity, and everyone, with whom he came into 
_ -contact soon recognized his quality. While medical. officer 
of health for Oxford his-relations with the general practi- 
tioners were particularly happy. ` He had few hobbies, but. 
until he became absorbed in civil defence duties he enjoyed 


. a round of golf, at which he was quite a fair performer. 


There was a pathetic appropriateness in the fact that he. 


.. spent the last days of his life in the Slade Hospital, a 


-modern institution for infectious diseases- for the Construc- _ 


tion and planning of which Williams’ was largely respon- 
sible. -His death has left a feeling of intense sadness in 
many Oxford homes, and there will be deep heartache 
among those who were privileged to be associated with him ° 
“in his many activities. To his courageous-and devoted wife 


_. and daughter the deepest aympalay will be extended by all 


s who knew him. 


G. J. STEFANOPOULO, M .D. 


-When a French military aeroplane landing at Pointe Noire 
on September 19 burst into flames, Frénch tropical medicine 
lost: one of its _mbst distinguished exponents. Dr. G. J. 


~ 


~- 


‘resistance movement. 


_ Stefanopoulo, who was one of the eighteen people killed i in 
- this accident,- was a chef de: service at the Pasteur Institute 
in Paris. He was born in Greece in 1893 and was educated 
at the Universities of Athens and Montpellier. - After 
service in the first world war he became an assistant to 
Professor Auguste Pettit, and with him did much to elucidate 


“the part. played by pathogenic leptospira in the causation of 


leptospirosis icterohaemorrhagica. When Noguchi claimed 
that yellow fever was due to a spirochaete Stefanopoulo’s 
interests became centred in yellow fever. ‘As a result of his 
visits: to tropical Africa he mapped out the distribution of 
yellow fever in the French African” Colonies, and in 
collaboration with British workers he was the first to point 
out the significance: of monkeys in -the maintenance. of 


‘yellow fever in Africa. 


In accordance-with the traditions of the Pasteur Institute — 


‘he early focused his attention on the possibilities -of 


immunization against yellow fever, and his laboratories in 
` Paris have. for many years been immunizing nearly 40,000 
persons a year. On one of his many visits to- Africa he 
became infected with Loa loa, for which at the time there 
was no satisfactory treatment. Stefanopoulo was one of the 
first to use hetrazan not only curatively but prophylactically 


_against filarial infections. At the time of his death he was 
_ visiting French Equatorial: Africa at the request of the 


Minister for- the Colonies to advise on how living conditions 
could be improved for Europeans working in the Tropics. 

' During the recent war Stefanopoulo was a member of the 
He was a great, admirer of this 
country, where he was well known and. had many friends. 


. He-took part this year in the discussions of the Section of.. 
“Tropical Medicine at the Annual Meeting of the British 


Medical Association at Harrogate and redd a paper on his 
investigations on Loa loa‘infection. For many years before 
the second world war.Stefanopoulo represented Greece at 
_ the meetings of the Office Internationale d’Hygiéne Publique. 
He was a member of the Greek Academy of Medicine and | 
an Officer of the Legion of Honour. 
many friends in this country will. be extended to his wife 
and two young: ‘children in their tragic loss me M.F. 


_ Dr; Donap Ross, who was formerly aeai apende 
of’ the ‘Argyll. and Bute mental hospital, ‘died at Ardrannich, — 
Inveraray, on August 25. Dr. Ross received his early éducation 
in Switzerland and at Dollar Academy,” wheré he: achieved 


-distinction in his studies and in sport, winning the medal for. 


„modern Janguages in ‘his final year. At Edinburgh University 
he graduated M.B., Ch.B. ‘in 1908, and subsequently held 
appointments at Edinburgh Royal Infirmary, Melrose Institu- . 
tion, Edinburgh Royal Asylum, and Glasgow Royal Asylum. 
He was-appointed medical- superintendent ‘of the Argyli and 
Bute Mental Hospital, Lochgilphead, in 1914, and this appoint- - 
ment he held until his retirement in August, 1946. Dr. Ross 
was admitted 'M.R.C.P.Ed. in 1928. He was a secretary of the 
' Caledonian Medical Society and a committee member of the 
`Royal Medical Psychological Association, which ‘he represented — 
on several occasions at international congresses. He was a, 
founder. of the Campbell Clark Medal for Mental Nursing, and 
‘Made a number of contributions to the medical literature. He 
was chairman of the Argyll Division of the British Medical 
Association in .1934 and again in 1939. Following the promise 
_of earlier years he became a fluent linguist in eight languages— 
French, German, Gaelic, Flemish, Italian, Arabic, Urdu, and 
Spanish. He learned Gaelic after his appointment at Lochgilp- 


- head so that.he could converse freely with patients who knew 


no other language. For several years he was a member of the 
executive council of An Comunn Gaidhealachd and secretary 
of Mid-Argyll Branch. He was. an authority,on ancient monu- 
ments, particularly those in and around - Argyll, and a Fellow 
_of the Society of Antiquaries. Dr. Ross was associated with- 
-the Territorial Army from its inception in | 1908, and` served as ` 


~~ 


- ~ 


The sympathy of - . 


` 
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a captain in the 1914-18 war and as a colonel in the-recent’ war. 


- Between ‘the two wars he was; regimental medical officer of the 


8th Argyll and Sutherland Highlanders, and for his services was: 
awarded the M.B.E. and the, T.D. Throughout his life he was 
keenly interested in sport and played rugby for Edinburgh 
‘University, the Melrose, Hawick, and J edforest clubs, and for 
‘the Army against- France as wing three-quarter. é a 
student he won. medals- for 220 yards flat races on two occa‘ 
sions, and in later years he was a judge of racing and’ heavy 
events at the Highland Gatherings at Oban and_ Mid-Argyll. 
It was his invariable custom before the war to walk over thé 
hills alone from Lochgilphead to the Oban Games, and after 
‘the games he made the return journey by the ‘same route. 
Dr. Ross was deeply interested in the welfare of the county, 
and was an elder of Loch ilphead Parish Church, a local justice - 
of the peace, and a founder of Lochgilphead Ex-Servicemen’ S- 
~Institute. 


and- done of. his daughters is'tħe matron of Argyll and Bute 
Mental Hospital .—J. A. A. ° i 


Dr. Bast: JOHN FRANCIS JacKSON-TaYLoR, who died. on 
_ August 18, had spent 38 years in’ general practice. He was 
a student at King’s College’ Hospital, and qualified in 1904. 
After some years spent: in resident hospital’ appointments at 
the London-Temperance: Hospital and at Bagthorpe Infirmary, 
Nottingham, he settled in practice at: Hucknall, Notts, where he 
built up a large general practice from which he‘retired in 1926. 
He then took ‘a small practice in Horley, Surrey, intending to 
_lead a quieter life. ~“ However, his. qualities soon led to such 

. demands for his ` services that it was many years before he 
was able to secure the leisure which he desired and needed. 
Dr. Jackson-Taylor had for 20 years been ‘divisional- surgeon 
to the St. John Ambulance Brigade, a unit which he had largely 
helped to build up in Horley. He-was for many..years a member 
of the executive committee of the Reigate Division of the 
B:M.A., and was-chairman of ‘the Division during. 1935 arid 


- 1936. He took a prominent part in the discussions preceding 


the present National Health Act and did not conceal his doubts 


. about ;the wisdom of that measure, an opinion ‘with which’ 


‘many of his past opponents now agree. He was a man of. 
shrewd insight and clinical ability, with.an equablé mind and 
a kindly disposition. Never did these qualities show-to better 
advantage than at the time- during which he well knew what 
lay before him. A large ‘circle of friends, colleagues, and 
patients have learned of his passing with deep regret. —K. W. ` 


Dr. WILLIAM STEWART, of Denton, died at his. home there 
on September;3. He was one of the best-known practitioners 
in the district and had always taken an‘ aétive part in local 
affairs. William: Stewart was born in Ireland, and graduated 
at Queen’ s College, Belfast, in 1887. As a student he won the 
prize in surgery in 1886. He was at Longton, Staffs, as a 


‘locumtenent for a short time and later at Salford. Then in - 


1888 he settled in Denton and was in general practice there 
for 57-years. Dr. Stewart’s association with the St. John’ Ambu- 
lance Brigade began ‘as. Jong ago‘as 1903.. He“Igttured* t6*both 
the ambulance. and nursing divisions for many years, and he 
was promoted ‘a Commander .of the; Order of St. John of 


~ Jerusalem in 1932. During the 1914-18 war he was: in charge - 


of the Denton Red Cross Hospital, and’in September,. 1939, he 
was appointed honorary medical officer for the Denton first-aid 
post. Dr. Stewart was honoured in 1944 with the insignia of 


_ Knight of Grace of the Venerable Order of-St. John, and in. 


1945 he ‘was ' presented with an- illuminated address paying 
tribute to his services as a general practitioner and as medical 
officer of health to the district from 1910 to 1939. Dr. Stewart, 
was one of the old type of family doctors who earned ‘and held 
not only the esteem but: the affection of all his patients. 


Dr. JAMES KEARNEY, of Wanstead, London, E.11, died 
‘suddenly on September - 5- while on holiday. He ‘qualified at 
Dublin in 1913, and in the first- world war he served as a’ 


l . OBITUARY E 


He is survived -by his wife, four sons, and four ` 
_ daughters. Two of his sons are in thé medical’ profession,’ 


* 
4 
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- Leyton, honorary medical officer- of the Essex County Nursing 


‘Association, and during the recent war he served on.the National 
- Service medical boards and in the Home Guard. He took a 


‘keen interest in the work of the Leytonstone Branch of the 


British Legion and in- -many other’ local -activities. Possessed 
of a strong personality, Dr. Kearney: was well known for his 
forthright manner. "He was an outstanding example of the old- 
type family doctor; and he was much loved by all his patients, 
knowing every detail of their personal-and family history and 
always -giving them unstinted service. ‘His practice was his 


` all-absorbing interest, and in‘spite of failing health he carried 
He is- 


on to-the last, dying, as he had wished, in harness. 
survived by his widow, one son who is studying medicine, and 
two daughters, fò whom the sympathy of his colleagues and 
friénds will be’ extended. 


t 


Dr. HARRY SMITH, Who died on September 16 at the. age of 
48, was a popular and influential figure in the public health 
service of London.. Dr. Smith was one of the nine divisional 
medical officers appointed ‘to administer the’ local health 
authority services. of the London County Council. He took 
up, this post in April, 1948, and was in charge of the division 
which included Chelsea, Fulham, Hammersmith, and Kensing- 
ton. ‘His’ energy, his skill in health administration, and. his 
ability'to get on with all types of men, women, and, above all, 
children eased the: process of establishing the. new structure. 
Dr. Smith’s easy charm, his wide knowledge of the law and 
practice of public health, and his ready adaptability to new 
circumstances quickly gave him a high reputation among his 
colleagues, the members of the divisional health committee, and 
the. wide section of the population with whom he came into 
contact. Resolutions of .appreciation of his service have 


already been sent from several of the voluntary organizations 
‘in bis division.’ 
_ Hospital. 


Dr. Smith was a student at St. Bartholomew’s 
After qualifying in 1924 he held resident appoint- 
ments in’ hospitals in Rugby and London before going into 
general practice for five years. He used to look back at this 
part of his career, spent in rural practices in the West of 
England, with particular affection, and to say that the intimacy 
of the ‘personal: contacts one was able to make in general 
practice provided a quality which was never attainable in other 
branches of the profession. For two years Dr. Smith was an 
assistant: school medical officer at Plymouth and then, from 
1934 for four years, assistant medical officer of health at Ports- 
mouth. -His varied experiences in these appointments were part 


of the equipment which made him so valuable when he joined 


the London service in 1938. His first important work in London 
was in the slum-clearance programme which before the war 
constituted ‘a large and important part of the department’s func- 
tions. 
school health service, the medical examination of staff, first-aid 
training, and other problems. He was promoted to. divisional 
medical officer in 1941, and principal assistant medical officer 
in 1946. Om his way to work in 1944 he was nearly killed by 
a’ bomb which fell in York Road just outside Waterloo Station. 
The memorjal service at St. Marty. Abhot’s Church, Kensington, 
Was attended by a large and representative gathering of friends 
and colleagues who ‘mourned the departure of one whose 
personal qualities they loved and whose devotion to the public 


service was.a source of inspiration to all who knew him.—A. D. 








The Nurses and Midwives Whitley Council has agreed on 
higher salaries for ward sisters, charge nurses, deputy ward 
sisters, deputy charge nurses, and staff nurses employed in 
mental hospitals, and for midwives employed’ in maternity hos- 
pitals and homes ‘and maternity units or wards of other hos- 
pitals. The increases are consequential to the agreement reached 
‘previously for nurses employed’‘in general hospitals. The Whitley 
Council has also agreed on the salaries of part-time enrolled 


assistant nurses, staff nurses, and ward sisters who are employed 


in general hospitals. Nurses.employed for not more than 40 


` captain in the R. A.M.G. After ‘denjobilization he went: ‘into - hours a week will be paid on a sessional basis. For a session of 


general practice in Leytonstone and, / became a partner in. one 
of the oldest established practices: theré. Arnong the appoint- 
ments ‘that he* held were those of district medical officer for 


“four hours the rates are: enrolled: assistant nurse, 10s?;. staff 


nurse, 11s. ; ward ‘sister, 13s. 4d. In addition meals on duty 


will be given and uniform provided and laundered free. 


! 


During-the war he undertook duties connected with the - 


t 
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DEATHS FOLLOWING INJECTIONS OF © 
CONVALESCENT MEASLES SERUM 


Mr. W. Bentley Purchase, coroner for St. Pancras, on Sep- 
tember 26. concluded an inquiry into the deaths of three 
children—Pauline Hallett, Richard Taviner, and Brian Wood, 
all of Hornsey, and all aged 3 years. 

Dr. John Harrington, of the Central Public Health Labora- 
tory, Colindale, said that on July 1 he injected a number of 
children at a day nursery with anti-measles serum. Five children 
received injections from one particular batch of serum, and 
three of these were the children who had died. All were measles 
contacts, and none of them had a history of measles. These 
five children were not injected consecutively, but were spaced 
out among a number of others. The only point in common in 
the case of the five was that they received serum from the 
same batch. The syringes were changed after every fourth 
injection, and a fresh needle and a fresh charge of the syringe 
were used for each child. 

, Dr. W. C. Cockburn, also of the Central Public Health Labo- 
ratory, Colindale, said that the batch in question was known 
as “309.” Asked how it came about that only five children 
were inoculated from this particular batch, he said that that 


vr 


was just as it happened; there was only a small amount of | 


serum available at the-time: There was no selection about it. 
There was no reason to suspect any difference between this 
batch and other batches. The experience of the other children 
inoculated on the same day from the other batches presented 
nothing of significance. There was no reason to doubt that the 
syringes were perfectly sterilized. 

Dr. .R. A. Zeitlin said that the Blood Transfusion Department 
of the Central Laboratory had collected this serum from 60 
normal adults. So far as was known there was nothing to 
arouse suspicion serologically. Among the 60 it had been 
discovered that five had had jaundice, but in all cases the 
attack took place very many years ago, far earlier than the 
-beginning of any danger period. He agreed with the coroner 
that, lamentable as these three deaths were, the public danger, 
having in mind the large numbers continually served from 
his laboratory, was infinitesimal. 

Dr. F. E. Camps said that the boy Taviner and the girl 
Hallett both showed at post-mortem examination a necrosis of 
the liver, which was rather less marked in the girl. Dr. Alfred 
Piney said that he had made a post-mortem examination of the 
boy Wood, and here too there could be no doubt that death 
was due to necrosis of the liver, 

The coroner said that he was entirely satisfied from the 
evidence of Dr. Hatrington, who gave the injections, and of 
Dr. Zeitlin, who was in charge of the laboratory from which 
the serum was obtained, that there was no obvious source of 
infection or anything of that kind. There was no sort of 
neglect or lack of care. In each case he returned a verdict of 
“Death by misadventure.” ` - _ | 








h 


Universities and Colleges 








; “UNIVERSITY OF LEEDS 


The inaugural lecture of the Faculty of Medicine will be given in 
the Riley-Smith Hall of the University -Union on Friday, October 7, 
at 3 p.m., by Professor John Cruickshank, C.B.E., M.D. His subject 
will be “ Medicine, To-day~ and To-morrow.” Members of the 
medical profession are invited. 


` UNIVERSITY OF SHEFFIELD 


Mr. E. F. Finch, M.D., M.S., F.R. C. S., vice-president of the Royal 
College of Surgeons of England, will deliver the opening sessional 
address of the Faculty of Medicine in the Firth Hall of the University 
on Friday, October 21, at 5 p.m. His subject will be “ The Evolution 


of Medical Education. = \ 
5. 


Infective 


- Bair rd alae acute 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a-summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 10. INo. 36 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Hire. (e) Northern Ireland. 
Figures of Births and ‘Deaths, and of. Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space ooa disease not notifiable or no 
ae available. 





Disease 


(a) 
38 





Cerebrospinal fever 
Deaths 





Diphtheria 
Deaths ~ 





Dysentery 
Deaths 





Encephalitis saa asi 
acute š 2 
Deaths 


Erysipelas 
Deaths 





l enteritis or £ 
diarrhoea under 2 


years 
Deaths 
Measles* —- .. a 
Deathst 


Ophthalmia neonatoram 
Deaths 


Paratyphoid fever 
Deaths n 


Pneumonia, influenzal . 
Deaths ge) influ- 
enza) 
Pneumonia, primary 
Deaths ba 


eaths, 


Poliomyelitis, acute 
Deaths§ 


Puerperal fever.. „2. 
Deaths aig Ay ee hed 


Puerperal pyrexia]| 
-Deaths ' wie 


Relapsing fever 
Deaths ae 


Scarlet fever er 
Deathst AA err 


Smallpox ~ 
Deaths 


Typhoid fever .. 
Deaths sr 


Typhus fever 
Deaths, - 


tn HN | O 





Whooping-cough* 
Deaths us aa 
Deaths (0-1 year) s 


Deaths (excluding still- 
births) 

Annual death rate (per 

1,000 persons living) 











— a) a | SS eee) ee 


7,2081223 832| 409) 190] 7,565/1157| 834| 450| 207 








Live births . 
Annual rate per i, 000 
persons living sa 


Stillbirths 
Rate per 1,000 total 
births (including 
stillborn) .., à 








OOOO ee Oa 

* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. p 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

{Includes puerperal fever for England and Wales and Eire. 


- 


` 31 °(22): 


` tions of measles 23 and scarlet fever: 18. 


=. ' 


Ocr. 1, 1949 `> ~- 


a 
~ 


EPIDEMIOLOGICAL NOTES l 
Poliomyelitis Ei 


The total number of notifications. in ~ the, week aias 
September 17 was: poliomyelitis`311 (284), polio-encephalitis 
Figures for the previous week are shown in 
parentheses. These are the. highest recorded’ this year. 

Multiple .cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 41_ (3t), 
Berkshire 7 (4), Chester 4 (6), Cornwall -10 (3), Devon 5 (5), 
Dorset 3 (5), Durham 7 (7), Essex 18-(16), Gloucester 15 (10), 


# 


EPIDEMIOLOGY SECTION . 


Hertford 4 (5), Kent 16 (9),~Lancaster 29 (38), Léicester 13 (7), 


Lincolnshire, Kesteven 5 (2), Lincolnshire, Lindsey 7 (1); Middle- 


-~ sex 25 (19), Norfolk 3 (1), Northampton 3 (1), Northumberland, 


10 (8), Nottingham 11.(16), Somerset 8 (3), Southampton 10 (15), 
Stafford 3 (4), Surrey 14 (9), East Sussex 2 (4), Warwick 10 
(10), Wiltshire 6 (8), Yorks East Riding 5 (4), Yorks North 
Riding 2 (1), Yorks West Riding 33 (25), Glamorgan 3 (7). 

In 1947 the total figures for the corresponding week “were 
poliomyelitis 572, polio-éencephalitis 42. In 1947 this was the 
week i in which the fall in notifications began.” = 


`~ 


Discussion of Table - 


In England and Wales thére was a decréase in the notifica-~ 


tions of whooping-cough 387,.measles 293, and dysentery 39, 
while the largest increase was in the incidence of scarlet fever 28. 


The fall in the incidence of whooping-cough was contributed | 


by a few areas, notably Lancashire 60, Middlesex 55, York- 
shire West Riding 39, Northamptonshire 39, and Lincolnshire 
23. In most areas there was a fall in the incidence of measles, 
and for the first time since the beginning of 1946 notifications 
fell-below 1,000 a week. No variations of any size occurred’ in 
the local ‘trends. of scarlet fever. About one-third of the total 
cases of scarlet fever were notified in three areas—London, 
Lancashire, and Yorkshire. 

Notifications of diphtheria were 13 more than in the pre- 
ceding week. The largest increases, were Staffordshire 6 and 


Lancashire 5; London 9 and Liverpool 8 accounted for one-` 


quarter of the total notifications of diphtheria. _ 

Of the 20 cases of paratyphoid fever 10' were notified ‘in the 
county boroughs of Lancashire. A further'11 cases of dysentery 
were notified in Northumberland, Gosforth U.D., where 21 


9 cases of cerebrospinal, fever; one-quarter - of the total cases, 
were notified. 
‘Notifications of .food-poisoning came from. London 32 


' (Islington 12); Essex 63 (Southend-on-Sea C.B. 33, Ilford M.B. 


14); and Gloucestershire 20 (North Cotswold R.D. 11).. 


‘In Scotland there was an increase in the notifications of.. 


dysentery 17 and scarlet fever 10, with a decrease in ‘the inci- 
dence of whooping-cough-10. An outbreak of dysentery with 


13 notifications occurred in Stirling county; other centres of. 


infection were Glasgow 59 and Edinburgh 8. In Glasgow the 
notifications of scarlet fever rose from 28 to 43. 

In Eire there was a rise in the notifications of whooping- 
cough 26 and scarlet’ fever 19, with a decrease of 20 in the 
notifications of- diarrhoea and enteritis. The incidence of 
diarrhoea and enteritis remained: high in Dublin C.B., with 


`~ 115- notifications. s 


In Northern Ireland an increase was reported i in the notifica- 


vv . 
o 


r 


Quarterly Return for Scotland 


~The birth rate during the June quarter was. 19.7 per .1,000, 


and’ was 0.7 below the average of the five preceding second 
quarters. The infant mortality rate was 36 per 1,000 registered 
' live births, being 15 below the five years’ average and the lowest 
` rate ever recorded -for any quarter in Scotland. The general 
death rate was 11.8 per 1,000 and was 0.1 below the five years’ 
average. The death rate from all forms of tuberculosis was 
69 per 100.000, and from ‘respiratory tuberculosis 60; these’ 
rates were respectively 15 and 11 below the rate for the ‘second 
quarter of 1948 and 13 and 3 below the five years’ average. 
Deaths attributed to- the principal epidemic ee numbered 


—_ 


_ cases were notified in the preceding week. In Liverpool.C.B.~> 


` 


` 11 from cerebrospinal fever, and 9 from measles. 


declined by 7. 


o 
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- 111, being 39 more than in the second quarter of 1948. These 


deaths include 62 from influenza, 25 from whooping-cough, 
Deaths from 
violence numbered 662, and“were 74 more than in the second 
quarter of 1948, although. deaths attributed to road accidents 


Week Ending September 17 


~ Notifications of. infectious diseases in England and Wales 
during the week included: scarlet fever 942, whooping-cough 


‘1,180, diphtheria 78, measles 688, acute pneumonia 211, cerebro- 


spinal fever 34, acute poliomyelitis 311, acute polio-encephalitis 
31, dysentery 86, ee fever i8, typhoid fever 4, food- 
poisoning 267. 


p! ‘Medical News 





Barrow-in-Furness Clinical Society 


Meetings of. this society, which lapsed during the war, are 
to be held again. The society intends to meet at 8 p.m..on the 
fourth Tuesday in each month from October to March inclu- 
sive, usually at the Orthopaedic Clinic, North Lonsdale Hos- 
pital: The subscription is 5s. a year. Particulars may be 
obtained from the secretary, Dr. John Fawcitt, Fountain Street 
House, Ulverston, Lancs. 


, Smoke Abatement 


~The Public Health (Smoke Abatement) Act, 1926, empowers 
the Minister of Health to make orders extending the provisions 
of the Alkali, ete., Works Regulation Act, 1906. Orders have 
been issued at various times extending the list of noxious or 
offensive gases mentioned in the Act of 1906, and extending the 
list of scheduled works requiring registration under the Act. 
A draft Order has now been prepared further extending the list 
of gases and works.: A public inquiry will be held into the sub- ` 
ject matter of the draft Order at the offices of the Ministry of 
Health, Caxton Hall East, Tothill Street, London, S.W.1, on 


‘ October 18 at 2.30 p.m. It will be open to the Press, and any 


interested person may attend and give evidence. Copies of the 
draft order may be seen at the Ministry of Health, Whitehall, 
or purchased either directly or through any bookseller from 
- H.M. Stationery Office. 


Société d’Hématologie 
- At the recent meeting of the Société Internationale Européenne 


d’Hématologie, held at Montreux, Dr. A. Piney was elected 
. Vice-president of the society. 


Lead Nipple Shields” - 

The Ministry of Health has informed executive councils of 
evidence that: lead encephalopathy in babies has been caused by 
mothers using lead nipple shields. A notice on the subject is 
being sent to medical practitioners and chemists, and- the entry 
in the Third Schedule of the General ‘Medical and Pharma- 
ceutical Services Regulations, 1948, will be amended as soon 
as practicable to exclude lead nipple shields. 


Contaminated Milk 


The powers of local authorities and medical officers of health 
are extended under the Food and Drugs (Milk and Dairies) 
Act, 1944, which comes into operation on October 1 of this 
year, and its subordinate legislation. The supply of milk may 
now be stopped in respect of any disease communicable to man 
by consumption of milk; the powers formerly extended only 


- to infection with notifiable disease, including dysentery. 


Wills 

Dr. William James Bennett-J ones, formerly consulting anaes- 
thetist to the Royal Liverpool United Hospital, left £6. 860. Dr. 
Graham -Lionel John Wilson, of Teddington, Middlesex, left 
£20,347,; Dr. Henry Winstanley, . of Billinge Higher End, near 
Wigan, £18 695 ; Surgeon Commander Albert Brooke-Bateman, 
R.N., £1,854 ; and Dr. Haldinstein David ‘Haldin-Davis £36, 882. 


L : 
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OE COMING EVENTS 
Hunterian Society 

The’ Hunterian Society hae PRT a party. to be held at 
. Gunter’s, 6, Stanhope Gate, London,’ W., -on Thursday, 
October’6, at which there will be an exhibition. of the society’s, 
-history and relics of Jobn Hunter, together with an important 
series of: legal documents relating. to his life and of his little-; 
known son, J. B: Hunter, which has TERENE come into the 


-‘ possession of the society. 


Lectures : The, Design ‘of Feperinent T og 


"The Oil'and Colour Chemists’ Asscciation (Aldwych He's se, 
Aldwych, London’ W.C.2) has arranged three postgraduate lec- 


tures on “The Design of Experiment—The Development of 
Experimental Methods and. Theoretical Ideas in a Field of 


-Research ” to be given by-Professor M. G. Evans, D.Sc., F. R. S., 


at the Royal Institution, 21, Albemarle Street, London, W., on- 
Thursdays, October 6, 13, and 20, at 6.30-p.m. The inclusive. 


“rcharge for the course to members and visitors is 10s., and appli- 
cations for tickets should be sent in advance to J ohn Hannaford, 

- Secretary and treasurer, at the above address. Admission , to 
junior members is free ‘of charge, but those interested” must 
' apply- for complimentary tickets. - LS 

‘ i 

‘Royal Dental Hospital of London. 2 -< 
. The prize distribution and conversazione of the Royal Dental 


-Hospital of London School of Dental ‘Surgery (University of 
London) will be held at the Royal Dental Hospital, 32, Leicester ; 


Square, London, W.C., on Friday, October 7, at 8 p.m. ,- 


` 


Birmingham. Regional, Consultants Committëe 


The Birmingham Regional.Consultants and Specialists Com- 
mittee will hold a'meeting at the Queen~Elizabeth Hospital on 
October 11 at 5.15 p.m. Items on the agenda include reconsti- 
tution of the committee and grading. Members are asked to 

l obtain from their groups information about these subjects. 


r 


‘National Society of. Children’s ` Nurseries l 
A conference on “The Training and Examination of the 
. Nursery Nurse as seen in 1949” has been arranged by the 
- National Society of Children’s Nurseries (Norfolk House, Nor- 
_ folk Street, Strand, London, W.C.2), to be held at County Hall, - 
` Westminster. Bridge, London, S.E., on Friday, Octobef 14, from 
- 11 am. to 5p.m. The speakers- will’ be Sir Allen Daley, M. D., 
F.R.C.P., K.H.P., Dr. Ruby-N. E. Pike; Miss Hilda Hincks, 
Mr. H. W. Brand, Miss D. E: Harvie; Miss H. Howse; Mrs. A. 


Cai 


' Creech Jones; and Mr. J. H. Lloyd. - Tickets of admission may 
‘be obtained from the honorary Cay p the society at the 


above address. . 


" Royal Institute of Public Health and Hygiene: « 


A series of lectures will be given‘at the Royal Institute of 
Public Health and, Hygiene, 28; Portland Place; London, W., 
on Wednesdays, at 3.30 p.m. from October 19. to November 30. 
Details will be published in the diary column -week -by .week. 
` Admission to the lectures is free, without ticket. > , 


~ 


The Tutor in. the N.H.S. 

A conference on “ The Tutor in ‘the National Health Service® 
will be held at the Royal College of Nursing, Henrietta Place, 
Cavendish Square, ‘London, W.‘ on Monday, Tuesday, and 
Wednesday, Novembér 14, 15, and 16. Tickets of admission 
may be obtained from the conference secretary of the College: 
at the above a before October. 15. - 


SOCIETIES AND. LECTURES i : 


` 


£ [i 


Saturday , 


_ St. STEPHEN’S HOSPITAL (RHEUMATISM, UNIT), 369, 'Fùlham Road, 
London, 'S.W.—October 1, 10 a.m., “ Some ‘Social and Economic 
Aspects of the Chronic Rheumatic Diseases,” introductory address 
by Sir Ernest Rock Carling; 11 a.m.,. “ Some Modern Aetiological ` 
Concepts and Clinical Variants of Rheumatic Joint Diseases,” by 
Dr. Philip Ellman!; 12 noon, 
and Osteoarthritis, oh of Chronic Arthritis,” 
Bach ; 2 P m., “-War 


zby Dr. Francis 


4 


“ The Management of, the Rheumatoid 


Round ard Demonstration of Methods Lj 


Physical Treatment Injection and Plaster ‘Technique, ” by Dr. 
rancis Bach and medical registrars; 3 -_p.m., “ Social Welfare, 
Dietetics, Occupational Therapy, and Vocational Guidance,” by 
Dr. Francis Bach and members of the staff of Rheumatism Unit; 
4.15‘ p.m., ~ onica Pathology in Sas and the Rheumatic 
Diseases,” by D Signy; 5.15 p.m., “The Radiological 
PRRONI of the Rheumatic Diseases, í lantern lecture by Dr. Grace 
atten 
\ i Sunday ` 
ST. Shapes S HOSPITAL (RHEUMATISM -UNIT); 369, Fulham Road, 
London, S.W.—October 2, 10 a.m., Ward Round: with Demonstra- 
tion of cases by Dr. Philip Ellman and medical registrars ; 
11.15 p.m, (1) “The. Non-Rheumatic Arthritides and Allied 
Lesions in General Medicine,” (2) ‘ Use and Abuse of Drugs in the 
‘ Rheumatic Diseases,” lectures by Dr. Philip Ellman; 2 p.m., 
“ Orthopaedic Aspects of Rheumatic Disease and the Prevention 
-and Treatment of Deformities,” by Mr. Timbrell Fisher ; Demon- 
stration of cases and treatment by manipulation (if cases are -avail- 
able); by. Mr. Timbrell Fisher and medical registrars; 3.30 p.m., 
“ eLO TANN in the Treatment of the Rheumatic “Diseases, z by 
- Jackson’ Richmond; 4.30 p.m., “ Pain— Neuritic and 
Realera *” by Dr. C. Worster-Drought; 5.15 p.m., “ASV HORENIE 
“Rheumatism,” by’ Dr. David Shaw. ` 


~ “a 
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j Monday ` 
INSTITUTE OF i anvaconoay AND OTOLOGY, 330, Gray’s Inn’ Road, 
London, W.C.-©October 3, 2.30 p.m., “ The Treatment of Facial 
Paralysis,” by Miss D. J. Collier. Pe tee a 4 


f ` Tuèsday . N 
CHADWICK TRUST At the Art Gallery, Néw Walk. eee 
October 4, 4.30 p.m., 
Age of Chadwick,” Chadwick Public Lecture by- Mr. Asa Briggs. 
INSTITUTE OF. OBSTETRICS AND GYNAECOLOGY.—At ayers 
Medical School _of London, Ducane Road, ae October 4, 3 
= Tuberculosis in Fregnaney," by Dr. R. C. Cohen.” 


—) 


4 


"Wednesday / ~ 


GLASGQW UNIVERSITY : DEPARTMENT OF OPHTHALMOLOGY. —October 
Dp. p » “ Biochemical. Aspects of Methanol Poisoning,” by Dr. 


5, 8 
G. Lea 
Thursday 


FACULTY oF HOMOEOPATHY.—At Royal London Homos yathie 

` Hospital Great Ormond Street, London, W.C., October 6, 5 p.m., 

‘The Place of aisle Hse in Modern M edicine,” presidential 

address by Dr. Margery G. Blackie; “ Present State of Homoeo- 
> pathy in America,” by Dr. Viola M. Frymann. 


pe 


Lonpon County MEDICAL SoceTY.—At St. Andrew’ s Hospital, Bow, | 


E., October 6, 3 p.m., clinical meeting. 

ST. GEORGE’ S HOSPITAL MEDICAL ScHooL, Hyde Park Corner, 
London, S.W.—Octóber 6, 4.30 pm., lecture- demonstration : 
= Neurology,” by -Dr. A. Feiling. 


. ` Friday 
KETTLE MEMORIAL Trust.—At Royal College of Surgeons of 
England, Lincoln’s Inn Fields, London, W.C., October 7, 5 pm, 
‘“ The Significance of Functional Differentiation in Mammary 
pous Fifth Kettle Memorial -Lecture by Dr. Beatrice 
ullinger; , - 
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BIRTHS, MARRIAGES, AND DEATHS 


_BIRTHS 


Benstead.—On Séntediber 16, 1949, at the Duke of York Home, 3 praami to 
Nancy Benstead, M.B., B.S., wife of J. G. Benstead, M.A., » B.Chir., 
a daughter—Ursula Kathryn. 
. Holman.—On September 15, 1949, at Leeds, to Dorothy (née McNeill), wile 
of Dr. R. A. Holman, a son. 
- Lake.—On September- 19, 1949, ‘at *“ Fernwood,” Newcastle- -upon-Tyne, to 
Barbara (née Ivey), wife of Leonard H.- Lake, M.B., B.S.,‘D.O.M.S., 24. 
Eslington Terrace, Newcastle-upon-Tyne, a brother for Janet and John. 


Leech.—On Scprember 12, 1949, at Adrienne House, Axm‘nsicr, Devon, to the 


wife of Dr. K. W. Leech, a son. 
Wanugh.—On September 16, 1949, in London, to Janet (née McDowall), wife 
`of William -Waugh, F.R.C.S., a daughter. 


MARRIAGE f / 


~Backhonse—tzarð.—On. September 3, 1949, at the Christian Fellowship Centre, 
Honor- Oak, pondon; S. E., Henry Lewis Bagkhousc,: B.M.(Oxon), to Rith 


" Minifreda Iz J 
DEATHS `’ 


: Biair.—On September 20, 1949, at 5, St. John’s Wood Road, London, -N. wW.. 

George MacLellan Blair M.B., Ch.B.. aged 74, 

Fleld.—On. September ~ 21, 1949, ‘Arthur Holmes Field, L.R.C.P.&S. Ed., 
/ L.R.F.P.S., of Bridlington, Yorks, aged 82. 

Fox.—On September 20, 1949, Joseph Tyior Fox, M.D., D.P.M., aged 64. 

Fraser.—On September 22, 1949, at 29, Crownhill "Park, Torquay, Frank 
Fraser, M.D., of Moorgate, North Bovey, and formerly of, Leigh, Near 
Tonbridge, aged 92.’ 

Glanvitle.—On September 15, 1949,~ at Margate, Ruby Ellen Glanville, M -B., 

> B.S., of “ Everest,” Longdon Wood, Keston, Kent.! 

Hewitt,—On September 21,- 1949, at Muchlarnick, Pelynt, eg Edmund Philip 
Hewitt;. L.R.C.P.&S.Ed., - Lieutenant-Colonel R.A.M.C.,,; Ret, 

Sutcliffe;—On - September "18, 1949, at Smitterfield, near Stratford-on-Avon, 
Percy Temple, Sutcliffe, M.B., B.Ch. 

Thomson.—On September 20, 1949, William, George Simpson Thomson, M: B., 
, Ch.B., D.P.H., D.P.M., of Chead'e Royal, Cheadle, Cheshire, aged 58.’ 
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FAT .METABOLISM AND THE SPRUE SYNDROME* 


BY , 


A. C. FRAZER, M.D., D.Sc, M.R.C.P. 


) . ; ; yo iy 
Professor of Pharmacology, University of Birmingham 


The sprue syndrome is characterized by- a defect of fat 
absorption, commonly associated with didrrhoea, wast- 
ing, abdominal distension, the radiographic segmentation 
pattern of -the small intestine, absence of the normal 
post-absorptive systemic hyperlipaemia, a flatténed oral 
glucose-tolerance curve, anaemia, and certain vitamin 
deficiencies. Defective fat absorption may be regarded 
as an essential part of the sprue system by definition. The 
sprue syndrome may be taken to include non-tropical sprue 
(idiopathic steatorrhoea) (Thaysen, 1932), tropical sprue 
(Fairley, 1936), and the coeliac syndrome in children 
(Parsons, 1932). To these may perhaps be added some 
cases of gastro-colic fistula. Other cases of defective fat 
absorption (such as the post-gastrectomy syndrome, regional 


b 


Tropical sprue can occur in epidemic outbreaks involving 
groups of people living under similar environmental con- 
ditions—this was often observed during the last war in 
South-east Asia—non-tropical sprue and the coeliac syn- 
drome, however, occur more or less sporadically, although 
several cases may occur in one family. With tropical sprue 
recovery is the rule ; with non-tropical sprue and the coeliac 
syndrome complete recovery is relatively rare. The syn- 
drome in its more chronic form can be divided into two 
main parts—a more or less constant group of signs and 
symptoms, including the fat-absorption defect, and a more 
variable element, subject to exacerbations from time to 
time, including severe diarrhoea with bulky fermenting 
stools, vitamin-B „deficiencies, and haematological changes. ' 





TABLE ].—Features ‘of the Sprue Syndrome 
: Coeliac oat Tropical ya sieaa Regional | Obstructive | -Chronic 
Syndrome orue Sprue Fistula Syndrome Ileitis Jaundice | Pancreatitis 

Fat-absorption defect +++ +++ +++ EF ++ ++ +++ +++ 
Proportionate defect ++- +++ +++ ? = en — : ? 
Flat chylomicrograph T si “a T FHT +++ +++ ++ -= = (+++) (+++) 
Fine intraJuminar emulsification .. ex did +++ +++ +++ +++ ? +++ — — 
Radiographic “‘ deficiency pattern ” +++ +++ +++ ++ — —. — 2 
Flat oral glucose curve sie ++ ++ ++ 2 — =e ? & a 
Macrocytic anaemia — +++ +++ +++ De + + | +? 
Microcytic anaemia +++ + — — 2 = = ae 
Iron deficiency dis bas +++ +++ +++ ? = a ? cas 
Tetany: Low serum calcium `' ++ ++ = = A pam aee == 
Low serum phospholipid +++ +++ +++ ? — — ++ ++ 
Low serum cholesterol : = i us E SE he +++ ? — — ++ ++ 
Signs of vitamin-B deficiencies .. sts Fi ++ ++ +++ ++ ++ + — + 





ileitis, chronic pancreatitis, ‘or obstructive jaundice) ate not 
usually associated with'a sufficient number of the charac- 
teristic features of the sprue syndrome to warrant their 
inclusion in this group (see Table P). 
Certain differences can be observed between non-tropical 
and tropical sprue and the coeliac syndrome. The anaemia 
in the coeliac syndrome is usually microcytic, probably due 


to iron deficiency ; an iron-deficient component is also: 


commonly observed in the adult macrocytic anaemia. 
There may be several primary aetiological factors which 
can give rise to the sprue syndrome, and it is probable 
that different factors are operative in the three varieties 
of the.syndrome under consideration. 


. *Read in opening a discussion at a joint meeting of the Sections 
of Pathology and Bacteriology and of Tropical Medicine at the 
Annual Meeting of the British Medical Association, Harrogate, 1949. 


+++ Usually present. ++ Commonly present. + May be present. — Usually not present. 


N. 
The Fat-absorption Defect in ihe Sprue Syndrome 


1. Normal Fat Absorption in Man 


Absorption from the intestine is conveniently considered 
in three phases: an intraluminar, a cellular, and a distribu- 
tive phase. The ‘absorption of fat must be studied both 
from a general point of view and in detail (Frazer, 1947a). 


General Aspects of Fat Absorption—The quantity of fat 
.absorbed must be determined by the'use of a fat-balance 
technique (Cooke et al., 1946). More recently the method of 
de Kamer, Huinick, and Weyers (1949) has been successfully 
used. The criticisms of Annegers, Boutwell, and Ivy (1948) 
are not valid with regard to the use of these balance techniques 
for studies of defective fat absorption. The ‘amount of fat 
ingested may be increased from 50 to 100 g. and the effect of 
this fat-loading of the diet determined quantitatively. The 
effect of different types of dietary fat can also be aa In 
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addition to quantitative measurements, the characteristics of 
the faecal fat and the quantity of volatile short-chain fatty 
acids can also be determined. The results of observations made 


by these various methods in normal subjects are shown in 
Table II. 


i TABLE II.—General Study of Fat Absorption 


, Normal Sprue Syndrome 
Fat-balance technique, 
5-12 day balance .. .. 
Daily fatty acid (de > 95% 50-80% 
Kamer, 1949).. bd 
Fat-loading tests 


50 to 100 g. aa a Proportionate, 48-95 g. 
Fat-assimilation test Natural fats absorbed 


< 3 g.in 24 hr. 


Proportionate, 35-70 g. 

Intolerance of saturated 
fats 

Neutral fat and fatty 
acid + +-+; 10-50 g. 


: i 24 hr. High 
`- Faecal fats .. M ; 15 


LV. 
25 < 2g. per 100 g. dried | Volatilefatty acid+ + + 
‘ faeces 


dried faeces 


Detailed Study of Fat Absorption—The intraluminar phase 
of fat absorption can be studied by an intestinal intubation 
technique (Thompson, 1949). A Miller-Abbott tube is passed 
into the small intestine and samples-of intestinal contents taken 
before and after the administration of fat. The material 
recovered is examined for the presence or absence of enzymes 


and other substances and the changes which the fat has under-’ 
The action of enzymes, the effect of added bile, and f 
the presence of bacteria can also be investigated. The cellular’ 


gone. 


phase can be studied only indirectly in man, and at present 
interpretation is difficult. . Investigation of the distributive 
phase is confined to blood-fat studies. The results in normal 
subjects are shown in Table III. 


, r 


TABLE IlI.—Detailed Study .of Fat Absorption 


Normal : Sprue Syndome 


M.Wt. and M.P., low — 


up to 8 g. per 100 g.. 


Intraluminar phase: intuba- 4 
tion technique 
Hydrolysis - 10% or more 10% or more 
Emulsification Part 4 : le diameter | Apparently normal 
P is <Uop 
Bile addition Enhances lipolysis only | Enhances lipolysis in all 
in resting samples samples 
Enzymes .. Lipase, trypsin, amyl- | Lipase, trypsin, and 
z ase, and lysozyme' amylase present. 
present. Lecithinase Lysozyme? and leci- . 
: absent thinase absent 
Bacteria Absent, or small hum- | Present in upper in- 
_ bers only foune in large num- 
ers 5 
Cellular phase: | 
Blood biochemistry l 
_ Phospholipid About 250'mg./100 ml. | Low. 40-200 me. (aver- 
> age 142 mg. in 60 
estimations) 
Cholesterol .. .. | About 250 mg./100 mi. | Low < 150 mg./100 ml. 
Particulate absorption .. | Present } No systemic hyper- 
f lipaemia 
Other absorption tests ..-| Normal tolerance curve | Oral glucose-tolerance 


Effect of therapy 


“ Distributive phase: 


Chylomicrographs 


Blood-fat curves .. 


Nothing conclusive 


Normal peak 150 par- 
ticles per field 

Normal peak 200 mg./ 
100 ml. blood - 


curve flattened 


Flat 


r 
ss * 


2. Fat Absorption in the Sprue Syndrome. 
The changes observed when using these methods for the 


study of fat absorption in the sprue syndrome are shown 
in Tables II and II. 


General Aspects.—In the general study of fat absorption the 
characteristic changes in the sprue syndrome consisted of a 
fat-absorption defect, only 50-70% being absorbed. The fat- 
loading tests show that the defect was proportionate to the 
amount ingested. Thus, if 50 g. were administered and 35 g. 
absorbed, the administration of 100 g. resulted in the absorption 
of 70 g. or more. With regard to fat assimilation, fats con- 
taining a large quantity of long-chain saturated fatty acids were 
less well tolerated by sprue patients than by normal individuals. 
Patients suffering from the sprue syndrome tolerated milk and 


t U 


milk products better than mutton fat or beef fat. The faeces 
contained abnormal amounts of long-chain fatty acids up to 
30 g. or more in 24 hours. The neutral fat was usually about 
80% hydrolysed, and the fatty acids were often present as 
crystals and can be shown to have a high melting point, high 
molecular weight, and low iodine value (Parsons, 1932; de 
Kamer, 1949). Volatile short-chain fatty acids were often 
present in large quantities. i ' 
Detailed Study—The detailed study of fat absorption showed 
-differences from normal. , Hydrolysis and initial emulsification 
in the upper part of the small intestine seemed to be within 
normal limits. Small but significant changes in, emulsification 
may not be detected by this method; clear differences were 
found in cases of obstructive jaundice or chronic pancreatitis, 
in which emulsification was grossly defective. The addition 
of bile caused’ enhancement of lipolysis in all samples. The 
reason for this difference from normal is obscure. , All the 
usual enzymes were present in approximately normal concentra- 
tion, with the possible exception of lysozyme. Bacteria were 
present in large numbers in the upper intestine, especially in 
achlorhydric patients. The bacteria found were intestinal 
flora, which are normally confined to the lower part of the 
intestine. ; 
With regard to the’cellular and distributive phases, low blood 
phospholipid and cholesterol were usual. The oral glucose- 
tolerance. ‘curve was commonly depressed. There was no 
post-absorptive systemic -hyperlipaemia following fat absorp- 
tion, as shown by chylomicrographs and blood-fat curves. 


Discussion 


It is difficult to study the cellular phase of fat absorption 
in the human subject except by indirect methods. It is 
agreed by all workers that long-chain triglycerides can ‘be 
observed as particles in the intestinal cell during absorp- 
tion, and that these particles pass from the cell through the 
corium of the villus to the lacteal, and thence by the lym- 
phatic route into the blood stream, giving rise to the normal - 
post-absorptive systemic hyperlipaemia. There is evidence 


' to support the view that these particles pass unhydrolysed, 


or partly hydrolysed, into the cell from the intestinal lumen, 
and that adequate emulsification, normal electrolyte absorp- 
tion, and possibly phospholipid synthesis may influence this 
stage of particulate absorption (Frazer, 1948). f 

Alternatively, the triglycerides are resynthesized from 
fatty acids and glycerol inside the intestinal cell. The 
post-absorptive systemic hyperlipaemia is dependent upon 
normal particulate absorption. Absence of the normal 
hyperlipaemia might be due to interference either in the, 
intraluminar or in the cellular phase, according to the parti- 
tioh theory (Frazer, 1946), but according to‘ the lipolytic 
hypothesis (Verzar and McDougall, 1936) it must be due 
to faulty resynthesis in the cell. The effect of added lipase 
on the post-absorptive hyperlipaemia and the normal intes- 
tinal radiographic pattern during fat absorption in human 
subjects support the experimental evidence in animals upon 
which the partition theory is based. From either point of 
view, however, the absence of the post-absorptive systemic 
hyperlipaemia must be interpreted as evidence of defective 
absorption of triglycerides in particulate form. 


It is concluded from the evidence presented that there is 
interference with particulate absorption in the sprue syn- 
drome, and that larger quantities than normal of fatty acid 
are both absorbed and excreted. -It is not possible at 
present to determine with certainty whether the interference 
with particulate absorption occurs in the intraluminar or 
in the cellular phase. The more unsaturated long-chain 
fatty acids appear to be absorbed, while the more satur- 
ated are excreted. This would account for the proportion- 
ate nature of the defect and for a number of secondary 
changes which will now be considered in detail. 
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The Effects of’ the ial chaos Defect i in the Sprue 
a Syndrome | 
Intestinal Mucin—As a result of faulty ` particulate 


‘absorption, greater quantities. of long-chain fatty acids 


- occur in the intestinal lumen. Administration of long-chain 


fatty acids resulted in an increase of mucus in the intestinal 


lumen in normal human subjects and experimental animals, 


unsaturated fatty acids being more effective than saturated 
fatty acids. Mucus is an activator of lipolysis in the presence 
of bile salts. -The administration of long-chain or short- 
chain fatty acids or hypertonic solutions induced. the 
so-called radiographic “deficiency ,pattern” in normal 
human subjects. :The changes observed were radiographic- 
ally indistinguishable from those-found in the sprue syn- 
drome. 


mucus. ‘The relative proportions of mucus to barium- sul- 

phate suspension’ were important (Frazer, French, and 

Thompson, 1949). There is little doubt that more mucin 
è 

is' present.in the small intestine in a case of sprue than in 

a normal individual. Whether this is due to oversecretion, 

or whether Jack.of destruction of’ ‘mucin may also be con- 


cerned, ‘has not yet been determined. An increased quantity . 


of long-chain fatty acids is at least partly responsible for 
the presence, of excessive quantities . of mucus. ~ 


Faecal Fat. —The amount of faecal fat was increased and > 
the output of long-chain | saturated fatty acids seemed 


_ to be selective and sometimes closely associated with mucin. 


tı 


Long-chain saturated fatty acids are not well absorbed by 
normal animals. The failure to absorb these fatty: ‘acids 
in sprue would account for the fact that thé defect is pro- 
portionate and for the observation that sprue patients do 
not tolerate triglycerides containing much saturated fatty 


acid. Thè more unsaturated ‘fatty acids are presumably - 


absorbed, and, in accordance with observations in animals, 
they must be transported \by an alternative route to the 
thoracic duct and thus do not give rise to a systemic hyper- 
lipaemia. “Long-chain fatty acids may cause irritation and 
diarrhoea, which can be controlled by the administration 
of calcium salts, which precipitate the long-chain fatty acids 


as, insoluble soap. Excessive fatty acid formation might | 


under certain circumstances be“ responsible for. inadequate 


absorption of calcium and: iron. The absorption of'both . 


calcium and iron is a complex question, however, and it is ' 
unlikely that any single factor‘ accounts for their poor 


_ assimilation in the sprue syndrome. 


long-chain fatty acids. Hypochlorhydria and large quanti-', 


Hypochlorhydria Administration of long-chain fatty 


acids will cause.a decrease in gastric motility and gastric | 


secretion, particularly certain long-chain unsaturated fatty 
acids.. In the sprue syndrome decrease of gastric motility 
and acidity is marked. Hypochlorhydria is usual ; achlor- 
hydria may occur. 
may be due to the absorption of abnormal quantities of 


ties of‘ mucin in the intestinal lumen cause a relative fixation 
of pH, which, with decreased’ gastric and intestinal motility 
and interference with absorption, help to. provide ‘suitable 
conditions for increased growth of bacteria.’ Many intestinal 


bacteria can split triglycerides and may help in the hydro- 
lysis of neutral fat to fatty acid, and they may also ferment’ 
starch. Starch fermentation may be pronounced in the 


sprue syndrome, giving rise to volatile ‘short-chain fatty 
acids (acetic, propionic, and butyric) in large quantities:in 
the faeces. ‘These acids ‘may be irritant to the intestine, 


giving rise to diarrhoea, which‘is not readily, stopped by the © 
administration of calcium. salts. 


` 
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„ associated with particulate fat in the chyle. 


The segmentation of the barium sulphate suspen-’ 
sion was shown to be due to flocculation in the presence of. - 


The hypochlorhydria observed in sprue ,' 


' Blood Biochemii —Certain changes in blood bio-.- 
chemistry - were usually seen, particularly a decrease of 
` phospholipid, and of cholesterol in the blood. These 
changes’ might be due either to faulty absorption or to 
faulty synthesis. Particulate absorption may be closely 
‘related to absorption of phospholipid and to its synthesis 
in the intestinal cell. Cholesterol was also found to be 
However, the 
quantities .. involved were small and no close relation 
between blood phospholipid, cholesterol, and triglyceride 
was demonstrable. during fat absorption (Frazer and 
Stewart, 1937). It seems likely, therefore, that the changes 
in blood phospholipid and cholesterol’ in sprue may also 
be related to decreased synthesis of, these substances in 
-thé liver or elsewhere. There is no clear evidence at 


present to determine whether interference with synthesis 


„or faulty absorption is the more important factor. Large 
‘quantities of long-chain fatty acids passing direct to the 
liver might modify liver function. eae 


‘Discussion’ 


The probable interrelationship of these various effects of 
abnormal fat absorption in the sprue syndrome is indicated 










in Fig. 1. Faulty particulate absorption of unhydrolysed 
_ Dietary criglyceride 
! ' | r “ $rerolg 
i Intolerance of satyrated 2arvation =- 
` “ f si asel Defictengtes 
- No syzpemic Faulty particulate” cholest- gf sterotd 
j hyperiipaenmia absorption, ~N, grol hormang, 
E À : eae las han | A vow blood phospho- 
A lipid 
| ee Long-chain i 
ea facey acids oer 
erachlorhydria 70% absorbed i R 
| | : \ j we Increased — ~ > Radiographic 
30% pet - mucus * deficiency 
: Š absorbed pattern ~ 
Bacterial z pealt 2 7 pe 
flora +++ High MWe and 
[J MP. low IV ‘ Quarrhoca 
1 i Proportionate ~ : , 
. $ \ defesi X 
Vitamin Short-chain 
‘deficienctes fatty acids +++ A 
faulty 
: digestign 
iboflavia, 
folie sea etc. * of starch 
p eramules 
j Fermentation Pa f 
+++ 
` Firg, ` 1.—Fat-absorption defect in sprue syndrome, Continuous 


ane indicate points | which have- been demonstrated experimentally. 


fat results in increased hydrolysis ; the long-chain fatty 
‘acids formed are partly absorbed, causing increased mucus 
‘in the intestinal lumen; it is suggested that the excess 
‘mucus in the intestinal lumen may interfere with particu- 


‘late absorption. The long-chain saturated fatty acids are- 


not absorbed and passed out in the faeces. By taking this 
as the basic fault in the fat-absorption mechanism the 
main features of the sprue syndrome are readily explained. 
. Thus the composition of dietary triglyceride, especially 
with regard to ‘its saturated fatty acid content, will affect 
the sprue patient. 

The absence of the Systemie hyperlipaemia, although _ 
70% of the fat is absorbed, the proportionate nature of ` 
the: defect, and the-occurrence of hypochlorhydria are 
explained on the basis of fatty acid absorption (Frazer, 
-1943). The failure to absorb the more_saturated’ fatty 
acids is clearly shown by their appearance in the faeces. 
The existence of diarrhoea, which is only sometimes con- 
trolled by calcium, is due to the fact that it can be caused 
by long-chain fatty acids derived from fat bredkdown or 
by short-chain fatty ‘acids arising from starch fermentation. 

The radiographic “ deficiency „pattern ” has been shown 
to be due to flocculation of the barium sulphate suspension 


~ 
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with mucus. The changes in cholesterol and phospholipids 
may follow from failure of particulate absorption, or, 
alternatively, may be due to the effect of excessive amounts 
of long-chain fatty acids on liver function. Changes in 
steroid hormones and bile phospholipid may be secondary 
to the changes in blood cholesterol and phospholipid respec- 
tively. Symptoms can be aggravated in many cases of the 


coeliac syndrome by increasing the dietary starch (Parsons, 
1932). 


Relation of Fat-absorption Defect in the Sprue Syndrome 
to Multiple Aetiological Factors 


The relation of the ‘fat-absorption defect in the sprue 
syndrome to possible aetiological factors is shown in Fig. 2. 


` Dietary factors ù 
(e.g... rancdity) a Structural defect of cell 
7 
Pal 
r 











r 
K sy ih 
` Faulty particulate eee Faulty penne is 
absorption, T. absorption and ag —— Adrena 
_* ` metabolism cortex 
N 
Hydrolysis „X N 
\ Defective - 
A phosphorylation 


Hypochlorhydria —€~ Long-chain f 
or achlorhydria fatty acids 


v 
_~ Emotional factors 
an, 
ve A o 
Intestinal 
flora 


xcessive mucus 





Wen 
Vitamin 
deficiencres 


Short-chain 
fatty acids 


ow 
Fermentation Starch Carbohydrace 


indigestion intolerance 
Fic. 2.—Fat-absorption defect in sprue syndrome in relation to 
aetiological factors. i O 


Fight main causative factors of the sprue syndrome have 
been suggested, each of which will be considered briefly. 


1. Dietary Factors—Thė more saturated fats aggravate the 
fat-absorption defect. Special characteristics of-the dietary fat, 
such as oxidative ráncidity, may play some part in the aetiology 
of tropical sprue, especially when it occurs in groups:of indi- 
viduals under similar environmental conditions. Stannus (1942) 
suggested that dietary factors might have some causative role in 
tropical sprue. The inclusion of rancid fats in the diet causes diar- 
rhoea, anaemia, and destruction of dietary vitamins (Whipple, 
1932 ; Burr and Barnes, 1943 ; Györgi et al., 1942). The possible 
significance of rancid dietary fats in.the onset of tropical sprue 
in India was noted by J. M. French. It is unlikely that ran- 
cidity is a major aetiological factor in non-tropical sprue or in 
the coeliac syndrome in this country. Diarrhoea has been 
recently observed’ in infants in temperate climates receiving 
rancid cod-liver oil (Whipple, 1936). ‘Rancid fats are readily 
hydrolysed, and the fatty acids liberated are irritant and are 
effective: stimulants of mucus secretion. The effects of dietary 
fats and the products of rancidity on the fat-absorption 
mechanism are being investigated. Dietary factors may have 
some importance in the aetiology of tropical sprue. 

2. Structural Defect of the Intestinal Cell—It was suggested 
by Hurst (1941) that structural defects of the intestinal muscu- 
laris mucosa might be responsible for the fat-absorption defect 
in the sprue syndrome. Atrophic changes of the intestinal wall: 
are not uncommon at necropsy. It is improbable that these 
changes are present in the many cases of tropical sprue which 
make a complete recovery. Secondary structural changes might 
perpetuate faulty particulate absorption and represent an irre- 
versible stage of defective fat absorption in sprue cases of long 
standing. í l ' 

3. Disturbances of Electrolyte Metabolism (Adrenal Cortical 
Insufficiency).—Adrenal cortical deficiency has been suggested 


as a primary aetiological factor in sprue (Verzar and Laszt, 
1935), since it was thought to be necessary for phosphorylation 
and resynthesis of triglycerides. It has been established subse- 
quently that the adrenal cortex does not affect phosphorylation 
in the intestine (Stillman, Entenman, Anderson, and Chaikoff, 
1942). Low blood sodium and hypotension are not uncommon 
in sprue, although usually observed in severe rather than early 
cases (Black, 1946). Changes in electrolyte metabolism and 
absorption might interfere with the particulate absorption of | 
triglycerides (Frazer, 1949). In the sprue syndrome, however, 
treatment with adrenal cortical hormone, corticotropin, and 
other measures which brought the blood sodium back to normal 
levels did not markedly affect the fat-absorption defect. Cases 
of Addison’s disease may show a defect of fat absorption, but 
they do not develop the sprue syndrome. A low level of free 
cholesterol in the blood may possibly result in a generalized 
steroid starvation, resulting in secondary hormone deficiencies, 
such as adrenal cortical insufficiency and delayed sexual 
development. Water and electrolyte changes may contribute 
to the fatal termination in severe cases of sprue, but they prob- 
ably are not materially concerned in the primary aetiology of ' 
the sprue syndrome. 

4. Defective Phosphorylation (Adrenal Cortical Insufficiency 
—Verzar)—There is little evidence of any direct relation 
between phosphorylation in the intestinal cell and triglyceride ` 
absorption. Simultaneous absorption of lecithin facilitates the 
absorption of long-chain. triglyceride (Sagrott, 1949). The 
amount of phospholipid formed during fat absorption may be 
small, and for this reason phospholipid cannot be regarded- as 
an obligatory intermediate in fat absorption (Zilversmit, Enten- 


` man, and Chaikoff, 1948). Faulty phosphorylation of fat in the 


sprue syndrome has been largely-assumed on the basis of flat 
oral glucose-tolerance curves which have been attributed to 
failure in the phosphorylation of carbohydrate (Verzar and 
McDougall, 1936 ; Maegraith et al., 1945). Other experimental 
studies ‘ave not supported this interpretation of the sugar 
curves (Emery, 1947; Fourman, 1947). Apart from the low 
blood phospholipid commonly observed, there seems to be little 
evidence of faulty phosphorylation in the sprue syndrome. [ff 
it did occur, it might affect particulate absorption as indicated. 


5. Emotional Factors.—These cannot be disregarded in a 
gastro-enterological syndrome. Movement and secretion may 
be affected: certain other psychosomatic disorders are associ- 
ated with excessive mucous secretion. Such changes might 
precipitate the sprue syndrome; there is no direct evidence of 
the mechanism at the present time. 

6. Starch Fermentation—In cases of the coeliac syndrome 
the fat-absorption defect may be aggravated by the administra- | 
tion of starch. Carbohydrate intolerance in the coeliac svndrome 
is well known (Parsons, 1932). The primary defect seems to be 
faulty digestion of starch granules and consequent starch: 


. fermentation, giving rise to short-chain fatty acids. Intolerance 


of starch also occurs in many cases of adult sprue. An exten- 
sive investigation into the mechanism of starch granule diges- 


_ tion and its relation to mucinases and lysozyme is being under- 


taken. It is possible that starch fermentation may have an 
aetiological significance in some cases of the coeliac syndrome. 


7. Intestinal Flora—Changes in intestinal flora occur in the 
sprue syndrome, more affecting the site of growth than the 
type of. organism present. The predominating bacteria may 
vary, however, owing to alteration in environmental conditions 
consequent upon faulty absorption or other changes. The . 
higher level of intestinal flora, which may reach the upper small 
intestine in sprue, may. give rise to successful competition of 
the bacteria with the host. This competition hypothesis of the 
common vitamin deficiencies in sprue will be more fully 
discussed in another communication. Changes in intestinal flora 
are probably secondary in tropical and non-tropical sprue and 
the coeliac syndrome. Intestinal bacteria can hydrolyse tri- 
glycerides and ferment starch. They could therefore initiate 
changes which might lead to the sprue syndrome. Such a 
mechanism might possibly be involved in some cases of gastro- 
colic fistula. : 

8. Vitamin Deficiencies—Def.ciencies of riboflavin, nicotinic 
acid, and folic acid are fairly common in sprue—other vitamin 


r 
$ 


i 
+ 


b 
F \ ' ` i . 
` ʻ zt] 





Oer. 8, 1949 | . FAT METABOLISM AND. THE AREE acaba ee E naL 773 
deficiencies are rather rare. ‘It has been suggested ' that these Parsons, L Ls G. (1932). Amer. J. Dis. Child., 43, 1293. 
vitamin defitiencies constitute a -prińmary aetiological factor in as ory Ee Intestinal Absorption of Lipoids., Ph.D. 
+ the sprue syndrome (Verzar and McDougall, 1936; Castle, TE H 1942). Trans. R. Soc. trop. Med. Hyg., 36, 123. 
Rhoads, Lawson, and Payne, 1935). There is no satisfactory ' Stillman, N N. wok uaman Č; aderon, E., and Chaikof, I'L. 
evidence of a direct relation between ‘these vitamins and. the (1942). Endocrinology, 31, 481. 
Thaysen, T. E. H. (1932). Non-tropical Sprue. Levin and Munks- 


` fat-absorption mechanism (Frazer, 1947b). The signs of. these ' ard Copenbauen, 
deficiencies can be dramatically relieved without any effect on Thoit <u, M D (1949). Fat Absorption in Human Subjects. 
the fat-absorption defect (Cooke er al., 1946). Classical cases .D. Thesis, ‘Birmingham, 


of deficiency of these vitamins may, occur with normal fat Verzar, F. nee Laszt, L. (1935). ‘Biochem. Z., 276, 11, 396. 
absorption. These deficiencies, which come and go during the BE AcDoueall, B. J. a Absorption from the Intestine. 
course of the sprue syndrome, are probably secondary changes Whipple; D. V > V; (1932). Proc. Soc. exp. Biol., N.Y., 30, 319. 
attributable to successful competition with the host for common —— (1936). Pediat., 8, 734. 

Entenman; C., and Chaikoff, I. L. (1948). J. biol. 


essential nutrients on the art of intestinal’ bacteria. i , Zilyersmit, D. B 
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Conclusions 


It'is ‘concluded that the underlying fat-absorption: fault | ~ er 
is a' defect in particulate absorption. The consequent THE TREATMENT OF MALIGNANT 
absorption and excretion of fatty acids account for most TERTIAN MAL ARIA” 
. of the major features of the sprue syndrome. Certain : 
intermittent characteristics may- be attributed to- high 
growth of intestinal bacteria. The primary cause of faulty _ pan GORDON COVELL, M.D., D.T.M. SH, D.P.H. 
particulate absorption probably varies in, different cases— . Widoivel in Mälariā Ministry of Health 
many cases of tropical sprue may be primarily due to sf ; 
dietary faults, whereas some underlying defect, ‘possibly The early diagnosis ‘of malignant tertian malaria is a matter 
an enzyme. deficiency, may be a major factor in most cases of the first importance, so that specific therapy may be 
of non-tropical sprue and the coeliac syndrome. Intestinal | stárted with the least possible delay. In recent years the 
flora changes occur secondarily in most cases of sprue, but development of modern methods of rapid transport has 
they may have a more important aetiological role in some made it all the more imperative that medical men in all 
caseg of gastro-colic fistula. The.final picture of the:aetio- ` parts of the world should be familiar with the many diverse 
logy of the sprue syndrome will be achieved only as.a clinical manifestations of this disease. 
result of further detailed study of the fat-absorption defect - Me “Arse “exosnenée: of the: dimculdes which may be 
-and experimental investigations designed’ to differentiate ee tered = the diagnosis of Plasmodium falciparum 
primary and secondary changes. ) °! infections occurred at an early stage of. the 1914-18 war, 
Much of the original work referred. to in this paper is still in when I was in charge of a wing of a military hospital in 
progress as part 'of the programme being undertaken in the Depart- ‘Nairobi. One morning: about 80 British soldiers who had 
ment of Pharmacology, University of Birmingham, by a team which been evacuated from the vicinity of Lake Victoria Nyanza. 


includes Dr. J. M. French, Dr. M. D. Thompson, Dr. H. G.. $ - ' : 
Sammons, Dr. R. Schneider, Dr. P. E. Sagrott, Mr. W: R. Pover, and sent down the line by hospital train were admitted 
Mr.,W. D. Brown, Mr. G. A. Rowe, and Mr. B. G. Taylor. While under my care. A preliminary examination of these men 
acknowledgments ee ee individual eae i disclosed a great variety of clinical symptoms, as the result 
regard to points: with which they have been especially concerned, | 

the progress of the work is essentially dependent upon the com- '' of which I made a number of provisional diagnoses. 

bined efforts of the whole team. `I am most. grateful to many "Many. of the patients were obviously the victims of 
colleagues on the staff of the Birmingham United Hospital, especially malaria. but there were others whose symptoms were 

3 
to Professor T. L. Hardy; Dr, W. T., Cooke, Dr. A. L. Peeney,, nike any which are usually associated with this disease. ’ 


Dr. C. F. Hawkins, and Dr. Garfield Thomas, whose close collabora- ’ 
tion and help have been invaluable. I am indebted to.the Medical Several seemed to be suffering from some acute abdominal 


Research, Council and the Sir Halley Stewart rust for financial condition, such as appendicitis, pancreatitis, or biliary colic. 
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assistance bi work. + . Some were passing blood and mucus per rectum, and these 
; Racwuncs I diagnosed as dysentery. ‚Two or three had the clinical 
Annegers, J. H. oo J. H., and Ivy, A. C. 948). Gastro- appearance of typhoid fever, and there were several with 
enterology, La 
Black, D. A. K. (1946). Lancet, 2 671. ` E cerebral’ symptoms which I thought were probably due to 
‘Burr, G. O.,’and Barnes, R. H. (1943). Physiol. Rev., 23, 256. _ heat-stroke. In one case I suspected amoebic hepatitis and 


Cai 


atc B., , a aca C. P., “ Papen H. A., and Payne, G. G.. in others bronchitis or bronchopneumonia. . A blood smear 
i rch. intern. Med., 56, : : 
Cooke, W. T., Elkes, J. J., Frazer, A. Ca Paka J., Peeney, A. L. P, Was taken from each patient as a T outine procedure and 


Sammons, H. G., and Thomas, G. (1946). Quart. J. Med, sent to the laboratory for examination; the presence of 


eer ry. Sees Arch. Dis. Childh., 22, 41., malignant tertian malaria parasites was reported in every 
Fairley, N. H. (1936). Trans. R. Soc. trop. Med. Hyg., 30, 9. singie instance. The administration of quinine, at that time 
Prazen A L, Č. 0943). J. Physiol 102, 306, Journal, 2, 411. the only antimalarial drug available, was followed in all 
— (1 ‘Physiol. Rev., 7 103. EN CS ie & cases by prompt alleviation of symptoms and ultimate 
n 194a). prs Medical Journal, 2 641. is 2i recovery.. 

— em ; 

— (1948). Acia pe belg., 11, 352. : My object in. recounting this incident is to impress on 


—~ (1949). Recent Advances in Surface Chemistry. _ Butterworth, those who are ‘about to practise in malarious regions or to 


ee ea J. M., and Thompson M. D. (1949). Brit J. Radiol, Sail in ships\which may touch at ports where the disease is 
22, Ve rt, H. C. (1937). J, Physiol., 90: 18. endemic that malignant.tertian infections often fail to con 

— an ewa ysio 
- Györgi, P., a R., Ostergard, R. P., ad ‘rowa, J J. B. (1942). form to the popular conception of malarial fever. The} 
J: exp. Med., 76, 413. may simlate a great variety of other diseases, and failur: 
Hurst, A. F. (1941). British Medical Journal, 2, 851 “7 to recognize ihis fact has resulted in the loss of many live 


Kamer J J. H. van de (1949), “ Vet in Feces.” Ph D. Th sis, Utrecht. 
ai {ea ti Huinick, H., and ‘Vreyers, H À. * (1949). J. biol which could have been saved by the prompt application o 
em. a S, 
Maegraith, 3. G., Adams. A. R. D., Havard, R. E, King, J. D., and *Read in the Section of Tropical Medicine at the Annual Meetin 
Millet, R F. (1945). . Lancet, 2, 635. of the British Medical Association, Harrogate, 1949. 
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specific antimalaria treatment. In the past 12 months two 


striking examples illustrating this point have come to my 
notice. 


~ 


Illustrative Gii 


The first case was that of'a young woman who visited the - 


Victoria ‘Falls in the course 'of,a holiday tour in South Africa 
and fell ill with headache and a slight rise of temperature some 
10° days later. 


days .with aspirin and other non-specific drugs. Soon after 
reaching Johannesburg her condition suddenly became critical, 
-nd she was admitted to hospital suffering from cerebral malaria, 
as the result of which ane died in spite of all _ efforts to save 
her life. 

The other ,case was ; that of a stewardess employed in a aanp 
on the outward run from London to Capetown. Her illness 


began in very much the same manner about 10 days after leaving” 


the port of Beira, on the East’ African coast. Several of the 
crew were down with malaria, and owing to shortage of nursing 
staff she ‘continued to attend to them,for several days before 


reporting sick. When she did so, the ship’ s surgeon; who had | 


had no previous experience of tropical diseases, made a pro- 
visional diagnosis of influenza and prescribed codeine. She was 


-ultimately sent ashore at Capetown in a. comatose condition 


parenteral-treatment with antimalarial drugs. 


and admitted to hospital. ‘A blood smear revealed a very heavy 
infection with P. falciparum, and she was given immediate 
This case fortu- 
nately ended in recovery, though during the first 24 hours after 
admission her condition was the. cause of grave anxiety. 


These two cases illustrate two characteristic features of 


malignant tertian malaria: (1) that the disease often has an 
insidious onset, and (2) ‘that in the absence of specific treat- 


ment the patient may with little: or no warning become - 


critically ill with so-called “ pernicious ” symptoms, which 
have been variously classified as cerebral, algid, bilious, 
remittent, pneumonic,:and cardiac. More often than not 
thé paroxysm is sill defined and rigors are- exceptional, the 
temperature rarely exceeding 104° F. (40° C.). A double 


' peak in the temperature chart owing to the segmentation 


of two groups .of parasites is common, and there may be 
three, four, or more groups, each segmenting independently 
and giving-rise to continuous fever, with several peaks in 
the 24 hours. 

It is important also to recognize that in a primary case 
parasites may be so scanty in the peripheral blood during 
the first few days of fever that they may not be detectable 
in a blood smear, even if no antimalarial drug has been 
administered. A negative smear, particularly if this has 
been taken at the height of the fever, should not therefore 
' be regarded as excluding the possibility of malarial infec- 
tion. The wisest course in such cases is to administer an 
antimalarial drug and to take another blood. smear im- 
mediately the temperature drops, when it is often” possible 
to conar the diagnosis. l 


1 2 


Mode of Actioñ of Antimalarial Drugs 


It is necessary to consider this subject in relation to the 
various phases in the life-cycle of the malaria parasite in 
the human body.: The recent demonstration by Shortt and 
his co-workers of an exo-erythrocytic phase of Plasmodium 


cynomolgi in the monkey and of P. vivax in man, and the» 
subinoculation experiments of Fairley and his colleagues . 


in Australia, have greatly clarified our. knowledge of this 
problem, which had been for so many-years a matter of 
speculation (Shortt and Garnham, 1948 ; Shortt, Garnham, 
Covell, and Shute, 1948 ; Fairley et al., 1947). r 
Antimalarial drugs may act in four possible, ways: 
a) against the primary tissue, or pre-erythrocytic, phase of 
he parasite ; (b) against the asexual parasites in their ery- 
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throcytic phase; (c) against the sexual parasites in their 
erythrocytic phase ; and (d) against, the hypothetical persis- 
tent tissue phase of the parasite, to which latency, and late 
relapse in vivax malaria have been attributed (Shannon, 
1948). There is convincing evidence against the existence 
of the last-named stage in falciparum infections, and only 
the first three categories are considered here (see Table). 
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Table Showing the Action of Various Drugs on P. falciparum 


Action on 














Class of Drug Erythrocyte Erihroortic 
E (Sexual 
, Forms) 
Cinchona alkaloids (e.g., quinino) = 
9-aminoacridines (e.g., mepacrine)* a 
4-aminoquinolines ‘(c.g., eure Á 
quine, camoquin) i = 
8-aminoquinolines (e.g, ` pama- 
quin, pentaquine, isopentaquine) + 


Biguanides (e.g., proguanil) is 
Sulphonamides ‘Ce. 2., Suphapyta. 
zine, sulphamerazin e). Ea 


* But prevents completion of development in the mosquito. 
' x 7 


The cinchona alkaloids, the 9-aminoacridines, and the 
4-aminoquinolines have a destructive action on the 
asexual parasites of all forms of human malaria in the ` 
The sulphonamides also act on this 
phase in falciparum infections, but in view of the risk of 
toxic effects, particularly of agranulocytosis, this class of 
drugs is not generally recommended for the routine treat- 
ment of malaria: .Findlay (1949), however, recorded a, 
complete -absence of toxic’ reactions in a group of 441 
British troops in West Africa who were given a daily dose 
of 50 mg. of sulphapyrazine, sulphamerazine, or sulpha- 
mezathine over a period of 12 months or more, the. first- 
named giving results superior to: those with mepacrine in 
the prophylaxis of malaria. He suggested that the sulphon- 
amides might be found useful for this purpose should the 
local strains of parasite prove refractory to other drugs, or 
in a case of idiosyncrasy to other drugs. - 

The 8-aminoquinolines do not affect the asexual para- 
sites in the erythrocytic. phase, but exert a powerful destruc- 


‘tive action on the gametocytes.. They {also act on- the - 


pre-erythrocytic phase, but only when employed in dosage 
The biguanides are the 
only known class of drugs which can~be used with safety 
against this phase of the parasitic cycle. They also act on `. 
the asexual’ forms in the erythrocytic phase. They have no 
demonstrable effect on the gametocytes in the peripheral 
blood,’ but render them incapable of completing their 
development in the mosquito. 


’ 


Prophylactic T reatment 


The drugs used in the prophylaxis of malaria fall into 
two’ categories: (a) true causal prophylactics, which act on- 
the parasite in its pre-erythrocytic phase ; and (b) schizon- 
ticidal drugs, which destroy the asexual.forms of the 
parasite in ‘the erythrocytic phase and thus suppress the 
overt attack. i 

As stated above, the only drugs at present available which 
exert a true causal prophylactic action against malignant 
tertian malaria in non-toxic dosage are the biguanides, of 
which the best-known example i is proguanil (“ paludrine ”’). 
The dosage of proguanil recommended for prophylaxis is 
100: mg. daily for non-immune individuals, and 300 mg. 


in a single dose once weekly for indigenous inhabitants of 


-malarious countries. A great advantage of this drug is that 
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it can, be placed in the hands of laymen for distribution 
without risk of ill effect, even should the prescribed goei be 
grossly exceeded. 


The second, or suppressant, group of drugs includes the 
cinchona alkaloids, the 9-aminoacridines, and the 4-amino- 
quinolines. For the effective suppression of falciparum 
malaria quinine has to be administered in doses of as 
much as 10 gr. (0.65 g.) daily, which is the maximum that 
can be tolerated over a prolonged period. Against New 
_ Guinea strains of P, falciparum even this dosage has been 
found insufficient, failing to prevent overt attacks during 
the period of its administration. Apart from the unpleasant 
side-effects caused by the prolonged administration _ of 
quinine, the association of this drug with the precipitation 
of blackwater fever renders it undesirable for use as a 
` suppressant in falciparum infections. 


Mepacrine, in a dosage.of 100 mg. daily, is a very effec- 
tive suppressant of malignant tertian malaria, provided that 
the drug is taken for 14 days before exposure to infection 
and continued for one month after leaving the endemic 
area. It produces radical cure by schizonticidal action, 
destroying the young asexual parasites after their entry 
into the blood stream. The dramatic fall in malaria casual- 
ties during the later stages of the 1939-45 war in the South- 
West Pacific and in South-East Asia was chiefly due to the 
general adoption .of mepacrine prophylaxis by the Allied 
Forces, and the rigid enforcement of this measure was an 
important factor in bringing about the successful conclusion 
of both these campaigns. It should be noted that neither 


proguanil nor chloroquine became available for general use - 


until after the termination of hostilities. 


Despite its.powerful suppressant action, mepacrine has 
certain disadvantages which militate against its routine use 
under peacetime conditions. During the first 10 to 14 days 
of suppressive treatment a variable degree of. nausea and 
abdominal discomfort is not uncommon. These symptoms 
usually disappear completely, but persist to some extent 
in a small proportion of cases. Headache, insomnia, and 
temporary giddiness may also occur during this stage, but 
are less frequent. When taking the drug over prolonged 
periods a proportion of individuals develop: skin lesions, 


the most common of: which is a lichenoid dermatitis affec- 


-ting chiefly the hands and wrists and feet and ankles. 
- Yellow discoloration of the skin is comparatively common ; 
this is of no great moment among troops in time of war, 
but is a distinct disadvantage under peacetime conditions, 
particularly where women are concerned. 


Chloroquine is a powerful suppressant, and excellent 
results have been reported with a dosage of 300 mg. of 
the base* administered in a single dose, once weekly. Its 
action is similar to that of mepacrine, but it is said to be 
considerably less toxic and does not -discolour the skin. 
The same advantages are claimed for camoquin, with a 
dosage of 500 mg. weekly. . 


At: present the choice of drug for prophylactic use would 
‘seem to lie between, proguanil: and either. chloroquine or 
camoquin. The stage in‘ the parasitic life-cycle on which 
the drug exerts its action is of little interest to the indivi- 
‘dual under .treatment, provided that the overt attack. is 
prevented without any injurious sidé-effects, and from this 
point of view there, is little to choose between the two 
classes of drugs. Chloroquine and camoquin, however, do 
not possess the very low grade of toxicity which is so 
remarkable a property of proguanil, rendering the last- 
named drug particularly suitable for widespread admin- 





*= 500 mg. of the diphosphate salt. 


istration among labour forces or other employees recruited 
' from indigenous populations. 


a | Treatment of the Clinical Attack 


Most of the literature relating to the chemotherapy of 
malaria published during: the last few years has been based 


on work initiated during the war period, when the over- 


riding objective was the maintenance of the largest possible 
proportion of troops in a fit condition for the conduct of 
military operations. We have become accustomed to relate 
all our activities to their effect on the war effort, and it 
is not always appreciated that the objects of therapy in 
peacetime differ in certain important respects. from those 
obtaining in time of war. Thus, in wartime minor toxic 
manifestations of drugs, or even an occasional case of 
severe toxicity, are of no great significance, since they do 
not affect the fighting efficiency of the troops to any 
appreciable extent. But in peacetime such occurrences are ' 
of very considerable importance, both to the patient and to 
the physician in charge of the case. 

Again, in wartime a system of treatment which will con- 


trol the clinical attack and effect radical cure in the great 


majority of malignant tertian infections may be considered 
adequate. But under peacetime conditions no treatment 
for this disease can be considered satisfactory unless it will 
ensure rapid alleviation of symptoms and a high rate of 
radical cure, not only in the “average” case but also in 
abnormally -susceptible individuals exposed to heavy and 
repeated infection in hyperendemic areas. Finally, the 
provision of adequate treatment for indigenous popula- 


- tions, which is seldom practicable whilst military operations 


are in progress, is usually a major feature of antimalarial 
campaigns undertaken in times of peace. 


, Specific Treatment 


The principal objects in the treatment of malignant 
tertian malaria are the termination of the clinical attack 
with the least: possible delay, radical cure of the infection, 
minimum toxicity on the part of the drugs employed, and 
sterilization of gametocytes, so that mosquitoes which feed 
on patients during or after the attack cannot transmit the 
disease to other individuals. 

Daily dosage of 20 to 30 gr. (1.3 to 2 g.) of quinine over 
a-period of seven to ten days will usually bring about a 


rapid termination of the clinical attack and a high rate of 


radical cure. It is, however, comparatively ineffective 
against infections with certain European strains of P. falci- 
parum. For, example, James, Nicol, and Shute (1932) found 
that the amount of quinine necessary to control a primary 
attack of malignant tertian malaria caused by strains origi- 
nating in the Roman Campagna and Sardinia was eight 
times as great as that required for infections with Indian 
strains of the same species of parasite. Quinine has no 
effect on the infectivity of gametocytes to mosquitoes, but 
a more serious disadvantage is that it may act as a contribu- 
tory factor in the precipitation of blackwater fever. There 
was a striking reduction in the incidence of this disease 
among British troops stationed in West Africa after the 
substitution of mepacrine for quinine in the prophylaxis 
and treatment of es um infections (Findlay anc 
Stevenson, 1944). 

Mepacrine, when administered in the dosage now usuall 
prescribed—.e., beginning with a “loading” dose of 6C 
to 900 mg. on the first day or first two days of treatmer 


„and continuing at 300 mg. daily for five to seven days- 


will effect a rapid termination of the clinical attack and 
high radical cure rate in falciparum infections. The rapid 
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-with which this drug resolves the. élinical symptoms of 
malaria has not in the past been fully appreciated, because 
until comparatively recently it has been the usual practice 


to prescribe a maximum of 100 mg.-‘daily throughout: the ` 


‘course,’ without a preliminary ‘loading dose. Mepacrine 
-does not, however, sterilize gametocytes ; moreover, its toxic 
side-effects, though of rare. occurrence, are by no means 
negligible. This applies particularly to the so-called mepa- 
crine psychosis, which 'may be attended by symptoms ‘of 


mental aberration or even of imaniacal excitement (Findlay, 
1947). > i ; 


Chloroquine, like mepacrine’ brig oa rapid alive 


tion of clinical symptoms and a high ‘rate of radical cure. 
It is said to be superior to both mepacrine and quinine in 
‘the treatment of falciparum infections, and to be relatively 


non-toxic in therapeutic dosage (Earle and Berliner; 1948). 


It has the advantage over mepacrine of not tinting the skin, 
‘and of being less likely to induce ‘disagreeable gastro- 
intestinal symptoms. Thé regime recommended for adults 


is an initial dose of 600 mg. of the base, followed by an - 


additional | 300 mg. on each of the two following. days. 


Camoquin, whose action resembles that of chloroquine, has. 


been given in doses up to 400 mg: thrice daily for five days. 


- Good results have also been reported ‘with a single dose of '' : 


.600-1,000 mg. “Neither of these: drugs renders gametocytes 
non-infective to mosquitoes. 


mepacrine, quinine, or chloroquine. ‘Fairley et al. (1946a’) 
_ recorded a high radical cure rate with New Guinea straihs 


of P. falciparum, following a 10-days course, of 300 mg. of -_ 


proguanil daily ; but against infections. with a West African 
strain the drug failed to effect radical cure even when the 
daily dosage: was ‘raised to 600 mg. (Covell, Nicol, Shute, 
and Maryon, 1949). Reports from Iridia, Malaya, Southern 
. Ẹurope,-the Sudan; and‘Central Africa indicate that in these 
countries. also there exist strains of P. falciparum which 
, tend’ to recrudesce after a full therapeutic course of 
proguanil. .The drug effectually sterilizes the gametocytes 
of P. falciparum, a property not possessed by mepacrine, 
chloroquine, - camoquin, or the cinchona alkaloids. As 


already ‘noted, it is by far the least™toxic of, all known. 


antimalarial drugs. j : a 


As regards the choice of drug for treatment of the 
attack, ‘none of those at present available fulfils all the 
‘requirements postulated above. Quinine has the disadvan- 
tage of its association with the precipitation of blackwater 
‘fever and is comparatively ineffective against’ certain geo- 
graphical strains of P. ‘falciparum. 


a number ‘of minor toxic manifestations and occasional 
psychoses’. -of a more serious nature. Chloroquine and 
.camoquin are probably the most powerful schizonticides, 


' ibut occasional toxic manifestations have been recorded with ' 
each of them. None of these drugs renders gametocytes 


` non-infective-to mosquitoes. 







. tually sterilizes garhetocytes, but, as we have seen, in. the 
absence of reinforcement its action on’ the clinical attack 
radical:‘cure. :It -has,’ however, been demonstrated ' that 
reatment both these disadvantages can be overcome 
‘Covell et. al., 1949). The dosage employed was 300 mg. 
f proguanil twice daily for 10 days, reinforced .with 


00 mg. of mepacrine given in, three doses on the first day 
f treatment. It is possible that reinforcement by only 


1 : t 1 
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Mepacrine has a rapid ` 
-and effective .schizonticidal action, but is apt to produce 


_ should be confined to bed during the attack and the bowels 


Proguanil has a very low degree of toxicity and effec-. 


iS comparatively. slow,, and it cannot be relied upon to effect, 


when . réinforced’: by mepacrine on the -first day of ° 


very slowly, not more than 2 ml. per minute by the watch, 


600 mg. of mepacrine would ‘prove equally effective. It is 
considered unlikely that a single day’s medication with this ~ 
drug would be attended with any injurious side-effects, and _ 
it therefore seems ‘probable that the above system of treat- 
ment would fulfil the main requirements for the treatment 
of malignant tertian malaria—namely, rapid alleviation of 
clinical symptoms, a high rate of radical cure, and sterili- 
zation of gametocytes, with minimal risk of HRGS 
side-effects. - l 


- Reinforcement of the: ‘proguanil course ‘with chloroquine 


. or camoquin in place of mepacrine would probably prove 


at. least as effective and might indeed prove superior. It- 


. is hoped that’, evidence on this point will shortly, be forth- . 


coming. Whatever form of treatment is adopted for the 
Clinical attack, it is advisable to follow this up with a weekly 


, maintenance dose of proguanil, chloroquine, or camoquin _ 
“(100 mg. in each case) for six weeks to. cover the period , 


‘when recrudescences are, most likely to occur. 


For the dispensary treatment of indigenous populations ` 
in malarious countries, who possess some degree of toler- 
ance to malarial infections, a single-dose treatment of 


. 300 mg. of proguanil or chloroquine base or 600-1,000 mg 


of camoquin has proved effective in a number of field trials 
Chloroquine and camoquin are the more powerful schizon- 
ticides, but’ the exceedingly low toxicity of proguanil and 


- Its present comparatively . low market price are powerful 
.Proguanil; in. the absence ‘of: reinforcement with other ` 


drugs, has a less rapid action on the clinical ‘attack than’ 


arguinents in its favour. The extent to which each of 
these drugs is ‘used will no doubt be determined ‘very . 
largely by’ the price’ at which they are i aes made- 


. available, 


Allusion: has alréady been made to the fact that different 
strains of P. falciparum may vary widely in their response 
to treatment with the same antimalarial drug. The Italian 
and Sardinian strains found by James, Nicol, and Shute ' 
(1932)-to be resistant to quinine were readily susceptible to 
mepacrine. Similarly, Fairley -et al. (1946b) encountered 
'a strain of P. falciparum at Wewak, New Guinea, ‘which 
proved: resistant ‘to ‘mepacrine but highly susceptible to 
proguanil. ‘The existence of strains which are naturally 
resistant. or have ‘acquired resistance to the action of 
proguanil has also been reported.. It is therefore unwise 
to be dogmatic about. the- most suitable remedy for use 
against malignant 'tertian malaria in any particular circum- 
stances, and it is fortunate that we now have at our disposal . 


‘several specific antimalarial drugs, so that should a strain 


of parasite resistant to one of them be encountered it may 
be replaced or reinforced ‘by one’of the others. 
a a 


, General aid Emergent Treatment 
Whatever specific treatment is prescribed, the patient 


kept open by’ small doses-of calomel, followed by salts in 
the morning if found necessary. The diet should be 
restricted to fluids during the height of the fever, glucose 
being given freely if available. _ In the event of a rigor, hot- 
water. bottles ‘and several blankets are indicated. Hyper- 
pyrexia’ may necessitate cold sponging. The headache may 
be relieved by aspirin, cate: _ codeine compound, or 
phenobarbitone. i hy 


- Pernicious forms ‘of malignant tertian malaria, whether 
cerebral, algid, or gastro-intestinal, require special treat- 
ment. . In:such cases the oral administration of drugs is 
seldom practicable; and, sincé prompt action is necessary to 


‘save the patient’s, life, they must-be given parenterally. 
, Quinine dihydrobromide or dihydrochloride, 10 gr. (0.65 g.) 


in 20 ml. of normal saline, may be injected intravenously: 


~ 
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sulphonate (atebrin. musonate) may also be given: intra- 
. venously, but the margin of safety with this drug is low, 
and the intramuscular route. is to be preferred, 200 mg. 
being injected into each_buttock (total dosage 400’ mg:). 
Good results have also been claimed with chloroquine and 
camoquin | given intramuscularly. -Should mone .of the 
above-mentioned drugs be‘available, quinine sulphate:15 to 
30 gr. (1 to 2 g.) may be given per. rectum, :mixed with 
starch paste thin enough to run through a, rectal catheter. 
The drug is rapidly absorbed by this route. As soon as 
the patient is able to take drugs by mouth ‘all further 
medication should be administered orally. The,action of 
proguanil is not sufficiently rapid to’ warrant the use of this 
drug in cases of extreme urgency. / 

Blood transfusion may be indicated in pernicious-malaria 
accompanied by grave anaemia. Vomiting, if persistent, 
may be relieved by intravenous injections of 5% glucose 
in 200 to 400 ml: of normal saline, repeated if necessary; 
and supplemented by 1 mg. of ‘thiamin hydrochloride. for 


t t 


` 


each 25 g. of glucose. 
7 ” Summary 4 
The relative. merits’ of: the various specific drugs now avail- 


able for the treatment of malignant tertian malaria are discussed’ 


in detail. l ek, 

Emphasis is laid on ‘the importance of differentiating this 
‘disease’ from a number of others which it may simulate very 
closely, and on the fact that ‘infections with different geo-. 
graphical strains .of P. falciparum’.may vary widely in their 
response’to treatment with the same antimalarial ‘drug. 
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The control of venereal diseases in Germany was one.of the. 


most arduous tasks which faced the Occupation Authorities 
after the war. In an article which appeared in a recent number 
of the Epidemiological and Vital Statistics Report, Dr. T. 


Guthe, Chief of the Venereal-Disease Section. of’ WHO, sur- - 


veyed the situation in Germany from 1945 to 1948, and gave 
a detailed account of the result ) 3 
zones during that. period. According to the Chronicle of the 
World Health. Organization the venereal-disease problem -in 
Germany is. not due to the presence of occupying troops and 
displaced persons, although this view is often, expressed by 
Germans: Venereal' diseases increased steadily in Germany, 
as in other countries, as a consequence of war conditions : dis- 
placement of civilian, industrial, and military populations ; 
social, economic, and political upheavals ; disruption of -family 
life ; Increase of promiscuity,and prostitution. Surveys carried 
out at Frankfurt-on-Main and Hamburg show that venereal 
rae non considerable ravagés among the civilian popula- 
on during the war. The in i i i i 
ae We et crease In venereal infections which 


in the ich was also observed in several countries occu 
2A or a i with Germany, as recorded in Denmark, Finl 
€, Greece, Norway, and some of the Balkan countries" 


TREATMENT OF MALIGNANT TERTIAN ‘MALARIA ' 


N : a i : a l i . 1 
repeated. in six to eight hours if necessary. Mepacrine 


of measures taken in the various `’ 
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d 12 if) 4% t Drp- yp AY ] 
(r LU, ot Lendl MO Ner Ak 
i) So on 


Meo ee nan! 711 
CONTINUOUS CAUDAL ANALGESIA IN 
~~ OBSTETRICS, SURGERY, AND 

© Cu , THERAPEUTICS} 


BY 


` ROBERT A. HINGSON, M.D. F.A.C.A., F.LC.A. 
-  S LCS. 


soulnlé ics, kins University ; 
. Associate Professor of Obstetrics, Johns Hopkins l 
ete United States Public Health Service 


The extradural administration of local analgesic solutions 
~ through the sacral hiatus via an indwelling malleable needle 
or an indwelling small-bore catheter is designated as con- 
tinuous caudal analgesia. The basic technique of single- 
“injection caudal analgesia produced by a cocaine solution 
was independently introduced in Paris in 1901 ‘by J. A. 
Sicard and'F. Cathelin. As new and safer local analgesic 
agents ‘were developed, modifications of the technique 
greatly extended the anatomical application of this method 
to nerves of pain in, first, the sacral plexus, then the Jumbar 
region, and, finally, to the low and mid-thoracic regions. 
Even though caudal analgesia provided a high percentage 
of successes in rectal surgery and in urology, it was so 
undependable in obstetrics that Stoeckel abandoned it 
shortly’ after he introduced it in 1909. Dr. Hans 
Schlimpert, of the ‘Freiburg Clinic, developed a satis- 
factory technique of caudal analgesia in obstetrics, which 
was used in combination with Ddmmerschlaf. His tour 
„of American clinics in 1913 stimulated the application of 
this method in a few centres.. 
In Afherica during the next three decades the single- 
injection technique of caudal analgesia was enthusiastically . 
, utilized ‘but ultimately rejected by all except one of its 
outstanding advocates. The one exception was my own 
revered ‘professor of ariaesthetics, Dr. John S. Lundy, of 
the Mayo Clinic. - It was Lundy who instructed me in my 
first applications of this technique. It was he who inspire 
me with the thought that all pain can be conquered if th 
physician will master the science of applying the pri 
ciples of pharmacology and anaesthesiology to tlie specii 
anatomical pathways of pain. l 
Thus in 1940 and 1941, when uncontrolled obstetric p 
on the one hand, and profound and prolonged obst 
narcosis on the other, demanded a more satisfactory 
safer method of anaesthesia for the partutient woman 
her baby, Southworth, Edwards, and I surveyed the 
lem to determine the specific nerve pathways involved. 
found that the classic researches of John G. P. C} 
„of McGill, had delineated the ‘afferent pain pathw 
the contracting uterus as passing through ‘the eleve 
‘twelfth thoracic nerves. We substantiated the po 


delivery. 
Merely by combining the principles of caud 
with the continuous spinal anaesthesia principle 


i Philadelphia, and the continuous aortic Ju 
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| new - technique: continuous caudal analgesia. Thus, for 
the first time it was, possible to control the pain of the 
major portion of active labour and that of delivery with 
_, the same technique. Happily, such a technique at the same 
_ time removed from the baby the burden of transplacental 
, narcosis.. It. has been described’ in the following manner - 
*-by Dr. J. P. ‘Greenhill in his’ last edition of -DeLee’s ` 
-- Obstetrics: “There is no doubt that when this procedure 
is properly performed without ut any misstep there i is NO, more’ 
| satisfactory and pleasant type of analgesia in obstetrics.” 
» - Itis obvious, therefore, that continuous caudal Aoa eeik 
‘represents the combined efforts and brilliant researches of 
” two, distinguished . French physicians, a Canadian obstetri-_ ’ 
cian: and anatomist, an English ` ‘neurologist, German, 
Swiss, ‘and American pharmacologists, a Mayo Clinic anaes- 
_ thesiologist,. a Philadelphia. surgeon, -and a Rumanian 
" physician; who have placed, in our hands the principles, 
‘the’ ‘drugs, and ‘the anatomical knowledge necessary to 
~ develop a. single technique that is capable of relieving pain 
for surgery; obstetrics, and therapeutics from the xiphojd to 
--the toes for.an hour, a day, or a week. 
` Among the architects of this technique it would be i impos- 
sible to overlook the substantial contributions óf that vener- 
able metallurgist ; and. artisan, Oscar Schwidetzky, of the 
Becton Dickinson- Company, who -has fashioned with ' 
ingenuity. othe Ope and compact instrumentarium. 


ae ea at Use. in Obstetrics aes 
‘The oitstanding’ ‘advantage of continuous candal anal- 

gesia ` in this field is Seen in a baby: delivered without 

trauma, who ` cries “and breathes and saturates his. blood: 
‘ cells with oxygen ‘without ‘stimulation. - This’ factor of baby 
protection. ‘is ‘unequalled in any form of seminarcosis, nar- 
cosis, or general anaesthesia. It can be approximated only 
by saddle-block ` spinal anaesthesia and ‘local analgesia. _ 
After a-personal experience with “this technique in “12,000 . 
` cases, and: after training 2,000 physicians, -whohave reported. 
its use in 260 scientific papers in eight languages for 600,000. 
deliveries, I:am-convinced’that it offers’ ‘effective-and humane , 
elief, without” suggestion or, hypnotism, to’ normal cand 
andicapped’ mothers for: the delivery of normal and pre- 
ature babies., “This opinion is ‘shared by, the .80 American 
stetricians’ who have each managed more than.a Honsend: 
iveries under continuous - ‘caudal analgesia. |»: 
he; leading United: States hospitals which ‘utilize this 
ique in substantial numbers are: the Beth-El- Hospital 
rooklyn with 12,000 ‘cases; ‘the Stanford University 
ital in San Francisco with 8,000 cases ; the Philadelphia 
-in Hospital with’, 000 cases ; the Syracuse University 
ital with 10 000, cases’; ‘the. United States Marine Hos- 
in New: York’ with’ 2,000 cases ; the Johns: Hopkins 
al; with 2 000. .cases ;: - the, hospitals. of Memphis, 
see, with'5,000 cases; the, Barnes Hospital: in St._ 
ith 3,000 cases. ; and many others where nurses or 


this tech-. 
a r team basis, utilize 

a Ma 24 ster safeguards which protect 
orrectly, 


\ 
ed body- processes in a psychological gat 
aintains the: Penoy S pea and emotiona 


ty. 
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‘Group: in Group Deaths Deaths Deaths | Deaths | Mortality 
« Non-conduction Group | 
2,500-2,001 g. 218 
2,000-1,501 BI. 75 
1,500-1,001 g7 34 
1 ,000-500 go 20 
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J! 
and prese Dion of the, attending obstetrician and ‘of. the 
patient herself, 


Continuous caudal : ‘analgesia has returned to womankind 
the Privilege of being present in comfort for the baby’s 
. birth.’ Its judicious use~ provides the safest labour- and 
delivery available for patients with cardiac disease, nephritis, 
pulmonary disease, metabolic disease, and toxaemia. More , 
‘than a score of outstanding obstetricians have declared con- , 
tinuous caudal analgesia to be the physician’s best invita- 
‘tion'to a: premature baby for survival. In documenting 
this .statement the Washington University Maternity Hos- 
pital from St. Louis, in a study of. 591 premature - 
deliveries (Table D, reported recently to. the American 


- TABLE I -——Results_of 591 Premature Deliveries Among 7,650 Non- 
conductions, 2,500 Caudal, and 500 Saddle-block Deliveries 
_ (July 10, 1945, to December 27,. 1948) U 
= a eer ee ee 
‘Weight Total, No. | Intranatal Post-natal Neonatal; Total | Infant 











347. 


Conduction Group i 
2,500-2,001 g. } 138, 
00-1,501 g. 


1,500-1,001 g. 28’ 
1,000-500 g. 13 
ef 244 i S2 


“Incidence of premature-deliveries in the non-conduction group is.4:9% (35 - 
stillborn macerated infants included), and in the conduction group 8% o stillborn 
macerated infants included), 


Medical. Association that “the labours protected | by c con- 
duction anaesthesia (three- -quarters under caudal and one- 
- quarter under saddle-block) show an infant mortality, that 
was consistently at least 100% lower than that in the non-- 
conduction group.” 

My experience during a nera study, 1942-5, in the 
Philadelphia Lying-in Hospital coincided substantially with 
the Washington ‘University report- (Tàble- II). It is my 
belief that ‘if delicate premature infants, who comprise 
"approximately 10% of obstetrical deliveries, are protected ‘ 
by this technique the mature babies might: receive the same ' 
- relative benefit. , ' 


TABLE II.—Neonatal Mortality per 1,000 Live Births Among Full- 
term and Premature Infants in the Caudal and Control Groups 


“a Premature Infants Paice Infants 
Control group ' JA , a8 
C al group : | i 





The Philadelphia and Memphis. studies show that moies 
in all age groups, but particularly in the early and late 
extremes of the child-bearing period, benefit from this form 
of mànagement (T ables HI and IV): - es 


Use ^in Breech , Delivery: —One of my first students, 
‘Dr. Roy: Nicodemus, director of obstetrics „of a large 
Pennsylvania hospital, six years ago began ‘the routine 
use of continuous~ caudal analgesia. In 4,000 a 
- deliveries with. this technique he has: ‘managed -186 o ; 
deliveries with an uncorrected infant mortality of, stillbir 


then analysed the pre- 
andneonatal ' deaths of 1.2%. sty apa aca gee 


186 breech deliveries in è 

XX AW pate pier a “thet “ee ee and ‘sedation. arid found an caters ae 

NS AN W eet a ality of 6 9%. Inva paper nae Py nee vena thus 
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L Siillbirths and Neonatal Mortality per 1,000 Live Births 
Ta A oe. 4 Different Ages in the Caudal and Contro 


Among Mothers o ; 








Groups. Philadelphia-Study i 
| Age of Mother ae ; 
| Under 25 25-29 ~ | 30 and Over 
een eee E 
oy za 47:8 i 30-6 ~ 590 ~ 
calmer | we}, a5 


IV —Stillbirths and Neonatal Mortality (Under I Week) per 
TA 600 the Bitths Among Negro and White M others of Different 
Ages. Memphis Study, 1946 


_Age of Mother 
30 and Over 

















/ Under 25 25-29 

a $ 45-1 159-1 131-1 
Sora ja bg ne 70-8 ' 46-5 , 600 
Caudal .. a M ie 32:0 40-0 52-6 
ee ee 


` Use in Therapeutics ` 


Continuous caudal analgesia through its control of nerve 
impulses to blood vessels and extremities and to viscera 
of pelvis and abdomen can be utilized as a major thera- 
peutic measure. Its most promising field of usefulness lies 
in the following diseases: (1) the control and treatment of 
eclampsia, (2) oliguria and anuria on the basis of reflex 
renal ischaemia, (3) post-surgical abdominal distension and 
paralytic ileus, (4) arterial emboli of abdomen and lower 
extremities, (5) thrombophlebitis and phlebothrombosis, 
(6) prognosis of and indications for sympathectomy in 


_ essential’ hypertension, (7) the prolonged relief of post- 


af 


operative or traumatic pain, and (8) sciatica and neuralgias 
of the lower extremities and pelvic girdle. 

In 24 consecutive cases of eclampsia managed by m 
in the’ John Gaston ‘Hospital. in Memphis, Tennessee, there 
was a reduction in, both the systolic and the diastolic blood 
pressures, and there ‘was definite clinical improvement and 
elimination of convulsions in each case so treated. These 
24 cases form part of a series of 76 that I have managed 
with these techniques in which there were only three mater- 
nal deaths. The infant mortality in this series was 12%. 
It is my contention that the substitution of continuous con- 
duction anaesthesia for narcotic and magnesium sulphate 
therapy in eclampsia provides the most effective method 
of blood pressure and convulsion control, and permits the 
highest incidence of live births in this group. 

A related type of vasomotor crisis is seen in the ter- 
minal coma with convulsion associated with uraemia and 
glomerulonephritis. An 11-year-old negro girl had a per- 
sistently mounting blood pressure, with ultimate heart 
failure and pulmonary oedema in spite of sedation with 
“aminophylline” and intravenous magnesium sulphate 
therapy, and even phlebotomy of 200 mi. At the point 
of exodus letalis continuous caudal analgesia in fifteen 
minutes, according to the indicated dosage schedule, reduced 
the blood pressure from 215/185 to 140/90, with the prompt 
restoration of consciousness, improvement of urinary out- 
flow, and control of the pulmonary and cardiac emergencies. 

Continuous caudal analgesia has presented us with an 
avenue of therapeutic inhibition of critical neurogenic and : 
angiospastic mechanisms. Upon this concept lies a new 
horizon for the medical profession which may supersede 


_ the use ‘of this technique in -the control of pain. Its com- 


panion is the anatomically related continuous lumbar peri- 
dural analgesia as designed by us. 

l As continuous caudal analgesia exerts its most 'profound 
influence from below upward over the spinal nerves, so 
does lumbar peridural analgesia exert its influence from 


A 
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above downward. Either of the techniques presents the 
exact anatomical avenue for anaesthesia or for therapy of 


the organ or segment involved. 


. Use in Surgery 


Continuous caudal analgesia is the safest and most 
effective technique at our disposal for operative and post- 
operative pain relief in haemorrhoidectomy, prostatectomy, 
and for operations on the perineum. By extending the 
levels of nerve block into the low thoracic plexus, adequate 
anaesthesia is produced for hernioplasty, appendicectomy, 
and caesarean section’ We have utilized this technique 
in the latter three operations in more than 2,000 patients 
without any anaesthetic mortality. -Now with continuous 
-peridural lumbar analgesia at our disposal upper-abdominal 
and low-thoracic operations are more widely being managed 
by the extradural approach. In. our hands this technique 
has been particularly useful for the control of pain in long 
orthopaedic operations which require serial x-ray confirma- 
tions of position and alignment of dismembered bony frag- 
ments, Even the aged and debilitated patients withstand 
hip-nailing operations and the like with the minimum of 
shock under this technique. 


Drugs and Techniques—Both techniques of the mal- 
leable needle and the indwelling catheter have been 
thoroughly described in the literature. The most prac- 
tical recent improvement has been the substitution of the 
economical plastic catheter. We have extended dosage 
schedules and optimum concentrations of+procaine, “ mety- 
caine,” “ pontocaine,” “ nupercaine,” and, more recently, 
the safe and effective local analgesic from Sweden that is 
being introduced as “ xylocaine.” 

Purely on an anatomical basis we can effectively block 
the afferent nerve pathways from the respective organs with 
the indicated dosage: 


Fai 





























10 ml. 


Haemorrhoids and rectum .. 

Prostate and perineum 20 ml. 
Bladder and uterus .. mi 30 ml. 
Appendix and intestine .. `.. 40 ml. 
Stomach, spleen, and gall-bladder .. 50 ml. 


Continuous caudal analgesia can be intensified to a nerve, 
block ‘comparable with that obtained with spinal anaesthesi¢ 
by a second dose, according to the scale indicated, abou 
fifteen’ minutes after the first. The duration of the ana 


gesia is entirely dependent upon the number of serial dos 
that are used. 


Complications, Dangers, and Contraindications 


Of utmost importance is‘a thorough knowledge of 
vention of complications, amelioration of the hazards, 
strict observance of the contraindications. 


The most common complication is the slow or ar 
labour that develops from two factors: (a) too early 
tution of the technique before progressive dilatati 
the cervix to 5 cm. ; and (b) overdosage extending 
of analgesia into mid-thoracic and upper-thoraci 
thus interfering with the motor innervation of the. 

Fortunately, with the continuous method i 
through the indwelling small-gauge catheter t 
gesia may be permitted to wear off and then be 
until there is evidence of established and progressi; 


The analgesia should not be persistently my 
event of retarded labour unless a therapey 
either mother or baby is seen. 

In my clinical experience, which i 
both the Lorand and Reynolds tocody 


approximately one-third’ of the labou 
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varying degree with standard dosage and segmental block : 
one-third are unaffected ; and one-third actually, suggest a 
_ Clinical improvement in- progress and dilatation. The 
second stage is definitely prolonged, since the compulsion 
desire to push and the abdominal somatic tone are both’ 
_ diminished. The usual primipara with the normal-size 
infant in the United States is delivered by election with 
episiotomy and outlet forceps. Most multiparae may be’ 
encouraged to deliver spontaneously a 


l a n Land complication incidence is the develop- 
ne, 1a al hypotension, especially in the dorsal 
supine position. In large measure this js mechanical 
through the production of a bloodless phlebotomy into 
the dilated vessels of the lower-extremity. In’ some 5,000 
r oe ules cases this complication presented itself 
o Ol the cases, The usual range of systolic reduction 

was from 120 to 90 mm. Hg. - 

e vasopressor drug in all individuals ‘with 
normal or low blood pressure, and in the maintenance of: 
proper hydration, especially during hot weather. Hypo- 
tension may be. combated by: (a) intravenous vasopressor 
drugs in minute 10-mg. doses of ephedrine or the equivalent 
pro re nata, (by intravenous fluids containing glucose, (c) high 
atmospheres of inhaled oxygen, and (d) autotransfusions by 
raising the lower- extremities to right-angles with the long 
body ‘axis to produce a gravity return of the venous blood. 

Tn cases with severe varicose veins elastic stockings should 
be applied. k ' ; 

In our experience the mother tolerated extremes of hypo- 
tension, even a systolic. pressure of 60 mm. Hg, better than 
the baby, who on occasion developed a bradycardia when 
a maternal’ systolic pressure below 80 mm. Hg was neglected 
for five minutes or longer. Even under these circumstances 
we have delivered babies with normal arterial and venous 
cord blood oxygen, provided the mother at the time was 
inhaling rich oxygen atmospheres. A few cases of loss of 

_ foetal life in utero or shortly thereafter have emphasized 
to several observers the importance of maintaining maternal 
bloodpressure. `` i i 

A third complication formerly greatly feared is the 
inadvertent spinal or subarachnoid anaesthesia of over- 
helming proportions with the usual caudal dosages. , The 
stitution of the test dose and the ten-minute wait before 
oceeding and the institution of a low, safe, continuous 























dvertent puncture of the spinal canal, with the usual 
rtion of a needle 6 cm. into. the canal, has occurred 
r supervision only about once for each 500 cases. In 
we elect to abandon the procedure, but in others we 
+ to institute continuous spinal analgesia with usually 
irtieth to` one-fifteenth of the recommended dose. 
ul aspiration of the indwelling caudal needle before 
on of the’ catheter reveals spinal, fluid in almost all: 
all fraction of cases with low-lying durae. 


her complication that was formerly greatly feared 
tion about the site of injection. With careful cleanli- 
d antisepsis and gloved technique, the incidence of. 
is now -about 1 in 1,000 caudal deliveries. The 
of these are simple pin-point pustules from the 

re. About one case of cellulitis or peridural 
in each 5,000 deliveries under continuous 
-With the prompt institution of the anti- 
Ype of infection can often be controlled. 
roper technique and proper care of 
‘yrevented. In the control of eclampsia 


J ‘We have achieved satisfactory results by 
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we have maintained continuous caudal analgesia for periods 


(of one week without producing’ any demonstrable nerve 
‘irritation.. z l 


_ The fifth type of complication is that due to individual, 


toxicity to the various local analgesics. It is characterized 
by immediate and persistent nausea and vomiting accentu- 
ated by-each dose of the local analgesic, by tachycardia, by 
dizziness, and by hyperirritability. In nearly every instance 
the substitution of 
another local analgesic, such as procaine or pontocaine for 
metycaine, or vice versa. 


The contraindications are as follows: ra inadequate 


. training or skill on the part of the operator; (2) sub- 


standard home or hospital conditions which do not provide 
the safeguards of available oxygen, vasopressor drugs, infra- 
venous fluids, and proper asepsis ; (3) local infection or skin 
Irritation at the site of needle puncture; (4) gross abnor- 
malities obliterating sacral hiatus or deformities of the. 
vertebral column, which preclude the proper distribution 
of the anaesthetic agent ; (5) central nervous system. disease 
or disease of the vertebral colùmn, such as tuberculosis, 
syphilis, etc. ; and (6) previous laminectomy. o 
Summary _ ak 

In America continuous caudal analgesia has’ been used for 
more than 600,000 deliveries. It has proved its- capacity for 
relieving pain in surgery, obstetrics, and therapeutics from the 
xiphoid to the toes for an hour, a day, or a week. Its proper 
application eliminates transplacental narcosis and pharma- 
cological retardation of vital baby reflexes. 


Through such a mechanism of labour the premature baby ` 


is spared drug depression and the traumas attendant upon 
delivery through an unrelaxed birth canal. 

More than 200 medical papers in eight languages have‘ con- 
cluded ‘that infant mortality and morbidity have’ béen reduced 
with continuous caudal analgesia. 

Under its management the third stage of labour is shortened 
and post-partum blood loss approaches the minimum. Post- 
partum complications are conspicuous by their absence. . 

Mothers with toxaemia, heart disease, and respiratory and 
metabolic infirmities are spared- most of the stress and strain 
of labour. > ; 

It has been used in the control and treatment of eclampsia 
in more than 100 cases, with a maternal mortality below 5% 
and an infant mortality below 15%. Dieckmann, of Chicago, 
has described it as the outstanding advance in the treatment of ' 
this disease of our present decade. 
has declared: “ There is no more.satisfactory and pleasant type 
of analgesia in obstetrics.” - 

The indwelling-catheter method of administration makes it 
simple and easy to apply for prolonged periods. ` ; 

In pròper dilutions all of the standard local analgesic agents 
in volume sufficient to block the 16 afferent nerve pain path- 
ways from the uterus’ provide complete maternal comfort in 
85 to 92% of cases. 

The complications have been sharply delineated and methods 
of their prevention and treatment are presented. 

The incidence of forceps deliveries is increased.’ In those 
clinics where this is considered to be undesirable this technique 
will still prove to be invaluable in permitting slow deliberate 
forceps delivery of the parturient woman arrested in the second 
stage of labour. | i ; ; 

The 'technique has been used successfully for all types of 
rectal, perineal,-and lower abdominal operations and for ortho- 
paedic procedures on the lower extremities. 


In the treatment of thrombophlebitis’ it provides easy access. 


to the sympathetic nerves, which [eriche blocked through the 
paravertebral approaches. Jn America continuous caudal 
analgesia with a single-needle catheter technique is replacing 
the four needle insertions of lumbar paravertebral block. 


ot 


< 


Greenhill, of Chicago; ` 


/ 


. 


~ CONTIN 
` A “4 Ra L : 1 
Other therapeutic applications in treating arterial emboli, 
reflex anuria, abdominal, distension; and vascular: insufficiency 
have been described. . ee y 
Continuous caudal analgesia has been ‘determined of great 
value in. the, prognosis of sympathectomy for . essential 
hypertension. a. - i p 
It opens a new avenue: for the prolonged 
operative and intractable pain in terminal carcinomatosis. 
Finally, the.medical profession and I personally express our 
gratitude to our European colleagues who in 1901, after careful 
researches, made possible this medical technique which it has 
been my privilege to extend into these various applications. | 


Oct. 8, 1949. 











SOME OBSERVATIONS ON PULMONARY 
TUBERCULOSIS IN THE NIGERIAN 
-> AFRICAN 
; ‘ -BY "EE 
B. S. JONES, M.D., F.R.C.S.Ed. 


Specialist, Colonial. Medical Service, Lagos, Nigeria 


. Pulmonary tuberculosis is moderately common amongst 
_ the Nigerians, but, though cases now report more often 


to the hospitals for treatment, there is no conclusive — 


evidence that its incidence is rising significantly. Antici- 
pated measures for the control of the disease in Nigeria 
are likely to meét with little success unless close account 
is taken- of its particular characteristics in the African, 
and it is hoped that the following observations may serve 


to stress some of its features. The series of cases, though 


consecutive, is admittedly very small, but supports the con- 
clusions drawn from‘a large number of additional cases 
seen during the last eleven years, but in which observations 
and ‘investigations were less complete. 4E 

The peculiarly virulent nature of pulmonary tuberculosis 
„in the African is still sometimes attributed’ to a relatively 
recent introduction of the infection by the European to 
a country and people not hitherto exposed to it—a so-called 
virgin ‘soil.- It is probable, however, that the disease was 
introduced long before the advent of Europeans in signifi- 
cant numbers, possibly from the North and Near East by 
.the old trans-Sahara’ trade routes. Conceptions of the 
importance of a virgin soil seem to imply that an inherited 
immunity can be established as a result of several genera- 


tions of exposure: to infection, but the example of the 


American negro furnishes:no evidence in support of this 
- supposition or in favour of a possible progressive genetic 
elimination of the highly susceptible. Though improvement 
in education, economic status, and standard of living may 
do much to mitigate the severity of the disease amongst 
the: population as a whole, it seems that the violence of the 
disease in the African-must be explained on a basis of his 
inborn constitutional peculiarities. , ~ 

_ The common -impression in. Nigeria is that pulmonary 
tuberculosis in the African is not amenable. to` treatment 
` and is invariably fatal. That the outlook is not so hope- 
' less as this Davies (1946) has shown as a result of twenty 
years’ work in Tanganyika. -He points out that by the 
time a patient presents himself ‘voluntarily for treatment 


his disease, so rapid is its advance in the African, is already’ 


hopeless .of cure, and’ such indeed is the experience in 


control ‘of post- 
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' i i \ a . . 
are no more effective than the existing general hospitals, 


for both arè dependent, on the voluntary attendance ‘of 
patients. Only by the institution of, travelling teams 
_ equipped for clinical examination, mass skin tests, and 


miniature radiography, designed to detect the early case 
and the susceptible individual, and of spaced bush dis- 
pensaries based on regional sanatoria, can satisfactory 


results be anticipated. 


Incidence of ‘Tuberculous Infection 
Skin Tésts——Table I shows the results of Mantoux tests 
with 1 in 5,000 old tuberculin on, 93 hospital in-patients, 
chiefly Northern Nigerians, not exhibiting any demonstrable 








TABLE I \ 
i 50 and 
Age Group 30-39 | 40-49 Over 
’ ee Ė — = 
' Positive i l 4 
tive. bà a e ù o 
oooi positive .. 50% 59% 61% 
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Age Group 
Reus CARRERE AER CRE 
ti os ug | > j, s 
Aea A positive 29% | 67% | 75% | 80% 75% | 80% | 80% 


TaBLe III 





t 
Negative t| Weakly Positive Strongly Positive ` Total Positive 
Dn i 
32 1d 51 61 (65:6%) 











tuberculous lesion. Table II gives the Mantoux results 
with 1 in 500 old tuberculin in 43 similar in-patients, while 


Table IIL shows the findings with 1 in 500 old tuberculin 


(in 93 male scholars of a Government secondary school, 


‘Nigeria. ` Apart from the obvious necessity for education — 


of the public and for improved living conditions, isolation 

of the open case is a prime essential. Davies stresses that 

for this purpose, and for the detection of cases early enough 

for effective treatment, sanatoria working as isolated units 
; | 


* ` 


” 


4 


all Southern Nigerians aged between 13 and 16 years. It 
is evident from these results that 65% of the more urban 
sections of the community in their mid-teens and 80% of 
those in the 20-29 age group and onwards have experienced 
a -tuberculous infection. 


Necropsy Evidence.—In a series of 90 consecutive routine 
‘necropsies carried.out on the cadavers of patients who had 
died in one hospital of conditions’ other than tuberculous 
a search was made for latent or healed tuberculous foci. 
Almost all of the lesions so encountered were sent to the 
Lagos laboratory for microscopical confirmation. The 


’ results are given in Table IV. 


TABLE IV 


f 


0 and 


5 
10-19 | 20-29 | 30-39 | 40-49 Paver 





Age Group: 





0 1 1 1 
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Pulmonary focus... 
Hilar or  broncho- 
‘ mediastinal gland |: 





." focus, ` 6. oe 3ļl1r1]ļ]2ļ|ı 
A NS o | 1 {1 1 19 (21-1%) 
gf een tae SOA a IAS 0 

Pulmonary, hilar . 

BP and feck 1 1 | o | 0 

No be calous focus 1⁄8 |13 |20 | 8 71 (189%) 

realu tos l 
elas fe E 25% | 28% | 20% | 27% | ~ 








| It is observed that of these 90 cadavers 19 (21.1%) 
showed easily demonstrable healed o1 latent tuberculous 
foci. The employment of specialized methods would 


4 i 


f 


: 


‘ caseous foci were much less common. 


_ undoubtedly have revealed a far higher percentage. 
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The 
pulmonary lesions were usually subpleural and most com- 
monly took the form of small gritty areas of fibrosis and 
anthracosis containing caseous foci from the ‘size of a 
pinhead to + in. (0.3 cm.) diameter. Larger encapsulated 
In the case of the 
hilar gland lesions the glands were usually a little enlarged, 
anthracotic, and contained similar pinhead, grey or yellow 
caseous foci. The abdominal glandular lesions are of some 
interest, as milk rarely enters into the dietary of these 
people, and in one.or two cases the site of the lesions was 
not altogether suggestive of an intestinal portal of entry. 
Thus one cadaver with tiny caseous foci in the left upper 
lobe and associated broncho-mediastinal -glands exhibited 
also gross enlargement and old caseation in glands at the 


‘root of the mesentery. A second showed tiny caseous foci 


in.two of the right para-aortic abdominal glands as the 
only demonstrable tuberculous focus. Old pleural adhesions 


„were encountered in 75% of the cadavers. 


Clinical and ‘Necropsy Observations in Cases of 
Pulmonary Tuberculosis _ 

The clinical and post-mortem findings in 36 TEN T, 
cases of tuberculosis with pulmonary lesions treated in one 
hospital have been analysed and summarized. Patients 
admitted: during this period who absconded or on whom 
necropsy was refused have been excluded. The patients 
were Northern and Southern Nigerians,.with a considerable 
preponderance of the former. Although the disease pur- 


sued an essentially similar course in: the two races, it was: 


the impression that the Northerners showed a rather lower 
resistance than the Southerners. Complicating factors are 
always common in these people, malaria being universal, 
intestinal helminths almost invariable, and filariasis, bil- 
harziasis, dracontiasis, chronic amoebiasis, and malnutri- 
tion occasional. By clinical and necropsy criteria five types 
of case could be distinguished, the respective features of 
which are detailed below. 
< Type 1 ' 

This group comprised 23 cases, the extremes of age being 
18 and 64, and the average age 36. Seven patients were over 
45. All complained of productive cough, weakness, and weight 
loss, several of diarrhoea, six of hoarseness due to associated 
laryngitis. six of chest pain, and only three of haemoptysis. In 
all there were obvious physical signs in the chest, usually 


bilateral, and in all the sputum was profuse and. acid-fast 


bacilli were easily .found, often in large numbers. All cases 
showed a moderate to severe hypochromic anaemia, and in 
.over half the cases there was a leucocytosis of 12,000 to 16,000, 
usually with a polymorphonuclear percentage of between 75 and 
90, and no monocytosis. It should be mentioned that in 44 
average healthy Africans the mean`white cell count was found 
to be 6,807 (polymorphonuclear neutrophils 59%, lymphocytes 
31 %, monocytes 4.6%, eosinophils 4.4%). 

In all cases in which it was determined the B.S.R. was between 
50 and 70 mm. in one hour, except for one of 20 mm. and one 


‘of 2mm. All showed some pyrexia, remittent or intermittent, 


with evening rises to 100-102° F. (37.8-38.9° C.). Weight loss 
varied between + and 3 Jb. (0.22 and 1.36 kg.) per week, and 
the average interval between the alleged onset of symptoms and 
death was seven months, the extremes being two and 13 months. 
Admittedly this estimate of the average duration of ‘life excludes 
a, few of the less severe cases, in which the patients, either 


~ because of lack of progress in hospital or because treatment 


had resulted in sufficient amelioration to induce in them undue 
optimism,. absconded and were excluded from the series. 


I have, apart from the present series, kept more favourable 
cases under observation and treatment for as long as two years 
before they defaulted in their attendance. Yet I have never, 
under existing conditions, encountered a case that had been 


- 
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permanently cured or offered promise`of being so. As regards 
treatment, I have during the last-ten years employed collapse 
therapy, artificial] pneumothorax, often bilateral, and partial, 
alone or in combination with phrenic evulsion, in a considerable 
number of cases. The majority of the patients showed bilateral 
involvement, were too ‘advanced to be truly suitable, and derived 
no significant benefit. However, the few less hopeless cases 
showed enough improvement to suggest the probable effective- 
ness of collapse therapy if cases could be detected and brought 
under treatment at an earlier stage. Suitable antibiotics have 
not been available. i 


At necropsy there was very extensive cavitation of one or 
both upper lobes. Often the whole of one upper lobe would 
be represented by a huge cavity bounded only by the greatly 
thickened. and densely adherent pleura. ‘Evidence of fibrosis 
limiting the cavities before the pleura was reached was very 
rare and never marked, except in one case which showed 
sufficient gross fibrosis to produce tracheal . displacement. 
Exceptionally,. cavitation was more extensive in a lower lobe. 
The condition of the remaining lobes was variable, but rarely 
were they normal and healthy. Very often there were more or 
less large areas of whitish caseous pneumonic infiltration, some- 
times, when extensive, with central cavitation. Often there 
were isolated clean-cut spheroidal cavities about:1 in. (2.5 cm.) - 
in diameter and containing fluid pus. 


In most cases there were the scattered diffuse single and. 
trefoil lesions of tuberculous bronchopneumonia. Occasionally 
a lobe might have an appearance of hepatization. The hilar 
glands were fibrotic and anthracotic, but rarely showed macro- 
scopic tuberculous lesions. There were in the majority typical 
tuberculous ulcers of the ileum} with white thread-like infiltra- 
tion of the associated lymphatics and caseous foci in the 
regional mesenteric glands. Apart from this latter, gross 
lympho-glandular lesions were absent, as also were miliary 
lesions, In only three instances were primary tuberculous foci 


- detected. One showed a typical Ghon lesion at the left apex, 


and_in the right upper lobe several old inspissated caseous foci, 
some partly calcified, varying in size from a pinhead to a pea- 
nut and surrounded by considerable fibrosis. Another showed 
old pinhead foci of caseation with surrounding fibrosis and ' 
anthracosis in an upper lobe, and the third two mesenteric 
glands converted to mere fibrous shells enclosing old inspissated 
caseous matter. f - 


Type 2 3 


Eight cases fell into this group; the ages ranged from 17 
to 42, the average being 29. The invariable complaints were 
of productive cough, weakness, and weight loss. Obvious 
cliņical chest signs were present in all, and acid-fast bacilli were 
always found in the sputum, usually in profusion. The blood 
coùnt as a rule was characterized by a moderately severe hypo- 
chromic anaemia, and in five ‘cases, a leucocytosis of: from 
11,700 to 25,600 with polymorphonuclear percentages’ from 74 
to 91 and no , monocytosis. The B.S.R. lay between 60 and 
70 mm. in oné hour in all cases except one, in which. it was 
only 3 ùm. , Pyrexia was remittent or intermittent, with rises 
to' 101-103° F. (38.3-39.4° C.); the average weekly ‘weight loss 
was 2+ lb. (1.13 kg.) ; and the average interval between the pro- | 
fessed onset of symptoms and death 44 months, the extremes 
being 14 and eight months. . 


The common necropsy finding was very extensive areas of 
whitish tuberculous-caseous pneumonia with small or moderate- 
sized central cavities where the caseous matter had broken 
down. The intervening lung might have an appearance of grey 
or gelatinous hepatization, while often the tiny diffuse lesions 
of tuberculous bronchopneumonja were found elsewhere. 
Tuberculous ileal ulcers with caseation of the associated 
mesenteric glands were usually present. There was always 
gross .enlargement and caseation of broncho-mediastinal and/ 
or cervical and abdominal lymphatic glands. Seven of the 
cases showed miliary lesionsin one or more of the liver, spleen, 
and kidneys, and while the hepatic and renal lesions were typical 
milia the splenic foci were often larger, up to about 4+ in. (0.6. 
cm.) in diameter. Three cases showed primary tuberculous foci 
—one a caseous pulmonary area $ in. (1.25 cm.) in diameter 
with surrounding fibrosis and anthracosis, and the other two 
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small yellow caseous pulm 


onary foci from the size of a pinhead ' 
to + in. diameter with surrounding fibrosis. = 4 


; . Type 3 . : 
There was only ‘one case of this type, that of a man aged 34 
who had complained of retrosternal pain and unproductive cough. 
for two weeks. He’ was found to, have a pericardial effusion 
and congestive cardiac failure, and ‘died within a few days. At 
\necropsy a grossly thickened ‘parietal pericardium was found 
and an equally thickened and shaggy visceral pericardium, 
reported microscopically as tuberculous. The right’ lower lobe 
pleura was ‘adherent and the upper lobe pleura opaque and 
markedly thickened. In the hilar zone of the right upper lobe 
were cavities the size of a peanut filled with old caseous matter ; 
more peripherally were a few pinhead caseous foci and dense 
fibrosis of the whole area., This was reported by. the patho- 
logist as “a very chronic tuberculosis with great fibrosis and 
hyaline degeneration.” In the right lower lobe and both left 
. lobes were a few scattered pinhead caseous foci; in the left 
upper lobe there was an encapsulated caseous focus the size of 
‘a peanut. The hilar and .broncho-mediastinal , glands were a 
little enlarged and anthracotic, and contained small caseous foci. 
The mestnteric glands were enlarged and yellowish, and showed 
‘caseous areas. = >o, - ` 
: ; Type 4 a 
There were three patients in this group, aged 17, 19, and 27. 
The complaint. in all cases was of weakness, weight loss, and 
cervical swellings. Clinically there were diffuse cervical and | 
in one case also axillary lympho-glandular enlargements, retro- 
sternal dullness, and intermittent pyrexia -with evening rises to 
100-102° F.°(37.8-38.9° C). There were a moderate or severe 
hypochromic anaemia, a slight leucocytosis of 10,000 to 12,000 
with a relative polymorphonuclear preponderance, and a B.S:R. 
between 60 and 70 mm. in one hour. ` One case had thin puru- 
lent left pleural and peritoneal effusions, and necropsy showed 
Many tiny subpleural tubercles. The salient post-mortem find- 
ings were diffuse enlargement with gross -caseation, but no 
. liquefaction, of broncho-mediastinal, cervical, abdominal, and 
possibly also axillary lymphatic glands, gross miliary tubercu- 
losis of the lungs, and miliary tubercles in the spleen, and in one 
case also in the liver. ' Two cases. showed coincident. portal 
cirrhosis with splenic and hepatic enlargement, F 


{ f 


or ` 


n Type 5 
The one case of this type, that of a man aged 50, may repre- 
sent a modification’ of type 4, but certain differences were 
` apparent.’ The case had proved puzzling owing to an associated 
maculo-anaesthetic leprosy. At necropsy both lungs were 
riddled with tuberculous bronchopneumonia. Near the left 
apex was a caseous lesion 1 by in. (2.5 by 1.25 cm.), sub- 
‘pleural, without macroscopic limiting fibrosis but with an old 
overlying 


being ‘the determining factor 
inches of this lesion were several zones of anthracosis and two 
Small pinhead caseous foci reported as showing central scarring. 


The hilar glands were a little enlarged and contained caseous 
foci, and one, on -section, 


encapsulated focus with some more recent tubercles,” 


There was one 
spleen and kidneys contained 


+ Discussion. and Conclusions 
It is apparent that infection with the tubercle bacillus is 
now widespread 
of Nigeria, the 
childhood or adolescence. 


z 1 


among Eu-gpean sanatorium staffs 
Of open Chag 


Progressive pulmonary lesions are rarely encountered in 
subjects under 17 years of age. It is recognized that such 


' + lesions can develop only if and when the lungs have acquired . 


a high degree of sensitization to the products of the tubercle 
.bacillus. It is thus evident that such allergy is not as a 
rule fully developed till after the age of approximately 17 
years. The allergy responsible for the exhibition of a posi- 
tive skin test, which is acquired as early as three months 
after the primary infection, must thus Tepresent but one 
aspect of the process, of sensitization. It seems that the 
attainment of sensitization to certain other fractions of the 
tubercle bacillus must extend over a period of- years, its 


- rate and degree varying possibly with the age incidence 


or dose of the primary infection or, more probably, with | 
the number and frequency of early reinfections. 

Further, the prevalence of tuberculosis of particular 
Systems at. particular age periods suggests that the various 


. systems and tissues may attain maximum allergy at differing 


intervals from the primary infection. As an instance tuber- 
culous adenitis in the European is most commonly seen in 
childhood, and is usually explained as a separate entity by 
postulating a distinct tonsillar or pharyngeal portal of 
entry, the-result of a tendency on the part of young children 
to carry everything to their mouths. In the Nigerian I have 
most frequently encountered the disease among adolescents 
' and young adults, while milk and milk products form no . 
part of the dietary of the Southern Nigerian. 


Though the communal! eating-pot may provide a possible 
means of infection by ingestion, it seems equally possible 
that tubercle bacilli, entering by the usual method of inhala- 
tion of dust or droplets, may reach the cervical glands by 
lymphatic channels from the previously infected broncho- 
mediastinal glands. They there remain latent till Jater 
attainment of full allergy by the lympho-glandular system, 
possibly with the added precipitating factor of an inter- 
current non-tuberculous 


pharynx causes the appearance of manifest cervical gland 
lar lesions. 
























and not necessarily as a separately determined 
that every subject of a primary infection subsequently, 
a period of years, Passes through a 
glandular Sensitization, a later 
sensitization, and a fina] Stage of desensitization. 


Despite the extreme virulence of pulmonary tuber. 
in the African, the vast majority, although expo 
tuberculous infection, do not develop cavitative | 
Further, the disease is not exceptionally prevalent 
the African nursing staffs of medical wards—an 
tion consistent with the relative infrequency ` 
and the 
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, polymorphonuclear preponderance all indicate a far more 
acute process and dn inherent failure on the part of the 
. African to develop a degree of immunity comparable to 
that of the European. The absence of glandular lesions 
Indicates that the lympho-glandular system has passed the 


stage of maximum allergy and is now desensitized, while. ' 


the absence of miliary 
general immunity. 


`X 


lesions implies some degree of 


a a « aber dan: the of He ait 
ue > luration of'life, pulmonary 
lesions of a preponderantly caseous pneumonic type, and 
more or Jess widespread lympho-glandular caseation and 
© miliary ‘lesions’ elsewhere. It is suggested that develop- 
ment.of allergy.has been more rapid, so that the glandular 
system is still- in a ‘state of sensitization when the lungs 
prematurely.. attain: their full allergy, and. any l general 
immunity is of very low degree.. ` E 
' ‘Should - lymphoglandular ` sensitization be -extremely 
rapid: and. of ‘high degree the patient may- succumb, as in 
“the type, 4 cases, to a generalized ‘glandular caseous tuber- . 
culosis .with miliary spread. The lungs, being still unsensi- 
tized, show no gross ‘lesions. other than miliary.’ The 
African’s susceptibility to the type 2’and type 4 forms of 
disease-implies a propensity on his part to the development 
of an unusually high degree of allergy. | . 
‘Pulmonary reinfections occurring’ b 
. ment of-full pulmonary allergy might be expected to pro- 
duce lesions essentially of ‘the primary type characterized 
„by: localized caseation without liquefaction or cavitation; 
- but possibly more, extensive and, as some degree of 
. immunity -has_been acquired, with more, evident localizing 
a The type, 3. case probably. illustrates this kind: of 
esion.\; roe ne i e E 
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EEEF _ Summary | 

`, The characteristics of pulmonary tuberculosis in the African 
nave’ been discussed, -and certain conclusions suggested regard- 
ng, the course of this disease, in, the, light of Mantoux tests 
arried out on 229 subjects, a search for latent and ‘healed 
berculous foci in:90 ‘consecutive routine necropsies, and an 
nalysis of the cliniéal and post-mortem findings.in 36 consecu- 
e cases of tuberculosis showing pulmonary lesions. 
My thanks are due to Dr. G. B. Walker, Director of Medical 
vices for Nigeria,. for ‘permission to publish this -paper. 
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' MYOIDEMA 

. " BY 

GEOFFREY F. TAYLOR, M.A., M.B., M.R.C.P. 
. ` (Colonel, 1.M.S., retired) -~ 
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AND 
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o0 P. N. CHHUTTANI, M.D.(Punjab) _ . 
Myoidema was first described in 1830 by Robert Graves 
and William. Stokes, of Dublin. When they percussed the 
chest they. noticed that “a number of little tumours appeared 
answering exactly to the number and situation of the -points 
of the fingers.” They did ‘not regard the phenomenon as 
peculiar to pulmonary tuberculosis. Cornet (1899), Denny-’ 

Brown and Pennybacker (1938), and Smart et al. (1948) 

` mistakenly credit Schiff (1858) with priority in its discovery. 

‘ Schiff made an elaborate physiological investigation of its 
occurrence in the lower animals. He described how “a 
localized knot of contraction immediately forms af the site 
of percussion and a’ series of small waves of contraction 

“leave the knot on either side and travel to the ends of the 

muscle fibres, sometimes being reflected back again.” 

Tait (1872), a ‘Birmingham surgeon who was pre- 
sumably unfamiliar with Schiff’s work, coined the word 
“ myoidema.” He separated thé condition into two distinct 
coimponents—the instantaneous formation of a sulcus, and 
` the “ nodule or intumescerice of Stokes.” He used the term 

‘for the nodular variety only, which he regarded as a signifi- 
cant sign of pulmonary tuberculosis. The sulcus formation, 
he said, may be “frequently met with in health:” He 
agreed with the finding of Stokes that myoidema was mote 
pronounced in the pectorals on the diseased-side in unilateral 
pulmonary tuberculosis. Broadbent (1934) extended this 
observation further by. pointing out that if both lungs were 
involved myoidema was more’readily obtained on the more 

In 12 cases of lung tuberculosis in -our 

hospital, of which six were radiologically unilateral, we 

found myoidema to be equally marked in pectorals and’ 

biceps on the two sides. Í 
West (1879) regarded the sign of little value‘in the diag- 

nosis of any one disease, as it frequently occurred in a wide 

variety -of conditions, and might be physiological.’ He 
thought the two kinds of contraction—the nodular andthe 
fascicular—need not necessarily be associated, and that the 
term ‘‘myoidema” ‘was not accurate as there was no 
oedemia at all.. He also pointed out the importance of sub- 
ous of the sign. The findings 
Jeanselme and Lermoyez 


‘cutaneous fat in the production 
of Labbé (1881), Klippel (1903), c 

j Shively (1905), and’ Langley - 
orted West in showing the 


A 


' (1885),- Curschmann (1905), 
and Hashimoto (1918-19) supp 
‘sion to be non-specific. | 

'_ Béré-and’ Papin (1901) dre 
of myoidema in the muscles’ of fatigued cyclists, of épilep- 
tics following a fit, and ‘in muscles undergoing atrophy in 
general illnesses,, general: paralysis, and mental deficiency. 
They concluded that myoidema was a sign of muscular 
fatigue from any cause. Ebbecke (1935) considered the 
swelling of myoidema to be similar in nature to cathodal | 

swelling. Debenedetti (1930) believed that myoidema 
ceased to appear when. the individual put on weight, and 
suggested that this finding may be of prognostic impor- 
tance in pulmonary tuberculosis: `, « 

Most ‘of the English textbooks do mot distinguish the 
two distinct components of muscular irritability, and the 
local lump (termed variously knot, ridging,- nodule, intu- 

mescence, or nodular’ contraction): for which the word 
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myoidema: was originally coined is not even mentioned. Myoidema was considered to be-absent if the lump subsided 
The terms “muscular irritability” and “myoidema” are before it could be palpated,. P : 

' mistdkenly used synonymously for the fascicular or linear ‘Myoidema could be elicited in all skeletal muscles, though 
contraction-bands produced by tapping the pectoralis major in small and deeply placed muscles, especially if they were 
(Martin, 1946). This error, may be one explanation of the covered with strong’ fascia and fat, the sign was difficult to 
sign’s having ‘lost favour. ` - ~ 4 tee see and had to be palpated. Tapping with the fingers or 

In South Iraq in 1944-5 obvious myoidema was found a patellar hammer, as well as Squeezing, elicited myoidema. 

- in 82 cases of peripheral, neuritis, and this led to a search The stimulated fibres momentarily contracted as a whole 
for it in patients suffering from other diseases and in’sup- , as the Jump appeared. -There were thus two components: 
posedly healthy -soldiers on duty. ‘A high percentage of the sustained lump at the site of the stimulus, and the 

\ the latter groups also demonstrated a marked degree: of flickering contraction of the whole length of the. muscle 
myoidema. We tentatively ascribed the sign to malnutri-. fibres that preceded it. In patier{ts with little subcutaneous 
tion, and in particular to thiamin deficiency.. fat a wave of contraction started at the lump in the 

a Our first observations were, made ‘in 1944-5 at an Indian pectoralis major and spread in both directions along the 
General hospital at Shaiba ‘in the éxtreme climate of South. course of the fibres. In.a few of these patients the wave 
Iraq. The local garrison consisted of Indian and,British appeared to return from the periphery to the site of the 

.. „troops, but the former were in a large majority. In 1945-6 stimulus, possibly owing ‘to the earlier subsidence of the 
observations were made on British troops returning from. peripheral contraction, The muscles which showed marked 
South-east Asia and India, on men working in a troopship, ™myoidema were often tender and the squeezing was painful. 
and on Indian. troops in Syria-Vebanon. . The Indian Myoidema was not influenced by general anaesthesia or | 
soldiers consisted of two dietetic groups, the-meat-eaters by spinal and nerve-block analgesia. It was therefore not 
and the vegetarians; the: vegetarians had never taken meat a reflex but a direct response to a mechanical stimulus. 
or eggs in their life, but otherwise the living,. eating, and ) l 


working conditions of the two groups were identical. 
V io- es 










































Myoidema in Neuritis 
Severe myoidema was present in each of the 82 cas¢ 
+ studied. In the 51 patients treated with thiamin it decreas 
- |s. © | < No. of Cases of Myoidema in intensity in all except one, who was receiving aj 
syphilitic arsenical injections at the ‘same time as 


t 


: f 
TABLE I.—Distibution of Myoidema 






f Nationality Men _ thiamin. The decrease was gradual, and was obvious ; 
ined z about two months treatment. There was no coj 
3 decrease in controls receiving hospital diet and. co 
Ree See Se ne eI 3 oil but not thiamin injections. Patients with neuri 
' Hospital patients in „| Indian M. 5 had recovered after two to three months’ treatmg 
ee! MESON Aircel ee ay taeda (Oe thiamin were discharged to duty. In these pat 
8 









myoidema had decreased or completely disappez 
cases relapsed after two months’ duty. My 
pronounced in wasting muscles, but’ not in’‘ 
——|—_|___|_—/-—|__ wasted. It was not’more obvious in the m f 
by neuritis. g 


as 


Men on duty in S. |: 
Iraq (1944) 


eem rs | eet 


British. 
Chinese 


Men returning from 
India and S.E. 
Asia (troopship, 


Waiters and 
cooks 


,1945) eon Myoidema and Vitamin Defic’ @ 
. Deck-hands Deficiency of vitamin B (and possi 
Hospital patients, | Indian M. . often seen in troops under ou 
Syria-Lebanon iò Ve 


(1945-6) presence or absence of thesy 


ee a | rr m " 


Tape Jl.—Incidence of 





Men on duty in | Indian M. 
Syria-Lebanon ey” Woa 
(1945-6) J 
PEPE SRE AE] EEREN ONA PAE VEES AE VES 






No.; 
M = Meat eaters. V = Vegetarians. POE E 

_ Table I shows the distribution of cases of myoidema. 
It demonstrates : (1) Indian troops on duty had a degree Hospital patients in | Indian M. 
of myoidema Jess than those sick in hospital; (2) meat- S. Iraq (1944) y. 
eaters ‘often showed’ a lesser degree of myoidema than 
vegetarians ; (3) British troops had a lower incidence of 
myoidema than all the other ‘groups :examined ; and 
(4) Indian men on duty and in hospital in Syria~Lebanon - 
had a lower incidence of myoidema than their counterparts Hoy 
in Iraq. 
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Men on duty inas 
Iraq (1944 
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l Technique of Elicitation 

. The patient held the forearm extended by. the a 
body with the muscles relaxed. Thegbell 
biceps was strongly pinched betwg 
and forefinger, letting the G~} 
constant maximum strengths 
Ai 
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myoidema was recorded at the same examination, except 
for the troopship population, in whom myoidema only was 
looked for. a 

7 Analysis of the incidence of - vitanin deficiency. signs 
showed: (1) Indian troops on duty in Syria-Lebanon had 
a lower incidence of deficiency signs than those in hospital ; 
this was not so in Iraq. (2) The meat-eating patients in 
hospital (Syria-Lebanon) showed a lower incidence of 
deficiency signs than vegetarian patients. (3) The’ British 


troops had a lower incidence of deficiency signs than the _ 


Indian troops. (4) Indian troops and hospital patients in 
. ‘Syria-Lebanon had a lower incidence of deficiency signs 
- than. those’in Iraq: the hospital patients in Syria~Lebanon 
_showed.a lower incidence than men on duty in Iraq. These 
findings suggested that- severe myoidema and vitamin 
deficiency ` were possibly related. 


fa 
` 


a l ae -Myoidema and Chest Pain ' . 

The ‘commonest complaints of medical out-patients in 
our general ‘hospital in Iraq in 1944 were’pain -on each 
side of the. chest and loss of appetite, general weakness, 
and general aches and pains. Men with these complaints 
| often had ‘painful severe myoidema and active tendon-jerks. 
ome patients complained. of giddiness, atid others of 
ramps in the calf muscles and sciatic pain. Scores of such 
en were seen at the end of the hot weather, and were 
at ‘to hospital, with- such diagnoses as myalgia of the 
t, neuralgia, fibrositis, pleurodynia, pleurisy, and 
ica. , Many were sent for investigation: of ` supposed 




























































submitted to x-ray and other examinations. Some 
iven procaine injections for supposed fibrositis. 


pain was the commonest single symptom, and was 
ued of as a-constant diffuse ache on both sides of 
This „pain usually disappeared after thiamin 
ad been given for 10 to'20'days, or after longer 
ast tablets -were taken. The frequency with 
h the chest responded to thiamin was striking, 


Lect muscles, which were presumably in an 
ition, as shown by severe myoidema. 
hamin was given.” Many of these 
'hiatrist, because the symptoms 
3, exhaustion, and depression, 
iatric abnormålity was found. 


ive severe myoidema. We had 
ence of. severe myoidema was 
ot weather: Routine ‘urine 
pletion: 
idema ` . 

d that 40%: intravenous 
idema.: they suggested 
irate meta- 
ffect of 
cred 


aT 


- predominantly of its contractile contents. 


tuberculosis or cardiac disease 'and were unneces- ` 


d conditions a controlled’ experiment was. not, 
aS thought that this pain was associated with ` 


ex, were often absent in men on: 


~ Koumans’(1928) reported myoidema to be a common 
finding in poor-class Javanese, Malays, and Chinese-in the 
Tropics. Their well-to-do counterparts and the Europeans, 
even after a long stay in the Tropics, did not show 
myoidema. He found it had no relationship to any disease, 
to overexertion, to the blood-sugar level, or to deficient 
carbohydrate intake, but was related to unbalanced diet and 
undernutrition. He regarded myoidema as a sign of avita- 
minosis. John: (1928), criticizing Koumans’s paper, stated 
that myoidema did occur in cases showing no avitaminosis. 
Seto (1937), working in- Japan, confirmed ’ Koumans’s 
findings. | 

Denny-Brown and Pennybacker (1938) made electromyo- 


‘ graphic studies of two cases showing myoidema and, citing 


the work of Gelfan and Bishop (1932, 1933) and Gelfan 
(1933-4), were of the opinion that the phenomenon was 
due to a disturbance of the’ excitability of muscle fibre, . 
They postulated 
a disturbance of the potassium : sodium ratio and the 
raising of excitability of both sarcolemma and muscle fibre. 


- -These workers were of the opinion that in a normal muscle 


percussion induced a “small knot of contraction with 
tightening of the remainder of the fasciculus,” and that 
‘poth subsided in one to five, seconds, according to the 
intensity ‘of the stimulus. If the local contraction lasted 
more than 10 seconds they regarded it as abnormal. Smart 
and ‘his collaborators (1948), studying Belgian workers who 
weré receiving inadequate food, found the biceps “ ridge ” 
lasted longer in them than in healthy R.A.F. personnel 
(about 4.5 seconds and 2.1 seconds respectively), but the 
phenomenon decreased in duration after food supplements 
had been given. They could not indicate which biochemical 
lesion produced the hyperirritability. 


Analysis of the association of severe myoidema with 


coincident illness, dietetic habit, and vitamin deficiency 
suggested that in our cases the sign denoted malnutrition. 
The evidence for associating myoidema with disordered | 
thiamin metabolism was that in 51 cases of neuritis treated 
with thiamin myoidema decreased, and in many cases dis- 
appeared. Thiamin also cured ‘the associated chest pain 
and' muscular tenderness.- The part ‘played by, thiamin, 
however, may have been an, indirect one, by restoring the 
appetite. , \ i 

Under certain’ adios severe’ myoidema may be a 
pre-neuritic phenomenon. Peripheral neuritis was common 


' in our garrison, and all the cases had severe myoidema. ‘ 


The incidence of severe myoidema among troops on duty 
was also high: they often had tender muscles, pain in the 
chest and calf’ muscles, ’ cramps, ard exaggerated tendon- 
jerks, like those seen in early cases of neuritis in our series. 

Since the men’s rations were stated to contain normal 
quantities of thiamin GB mg. daily) other causes for dis- 
ordered thiamin metabolism. were considered. Thiamin 
deficiency may have been due to, loss of appetite, to 
diarrhoea, and to loss in sweat (especially during the hot 
weather, when sweat loss amounted to‘over 10 pints 
(5.7 litres) daily). An attack of fever, or extra marching, 


. may have precipitated thiamin deficiency . by increasing 


thiamin requirements. 


Summary - 


` 


i myoidema was found in South Iraq in a series of 


othetefliseases. 
ed to the nutritional state d. the 
men examined. It accompanied 


i disappeared when the cases of 
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sipheral neuritis in soldiers on duty and in patents 


d with thiamin. It is suggested . 
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SUCCINATES AND HEPARIN IN RHEUMATIC FEVER 


CLINICAL TRIALS OF SUCCINATES. AND . 


OF “HEPARIN IN iranpabeieae FEVER 


BY a 


\ 
A. J.  GLAZEBROOK, M.D., M.R.C.P.Ed. 


Late Kirk Duncanson Research Fellow, Royal College of 
Physicians \of Edinburgh 


AND 
FRED WRIGLEY, M.R.C.S., DIH., M.P.S. 


Clinical Assistant, Department of Rheumatic Diseases, 
West London Hospital 


The use of salicylates in the treatment of rheumatic fever is 
traditional. The therapeutic employment of this class:of 


substances followed work originally described -by Maclagan . 


(1876). Many theories have been put forward to explain the 
action of, salicylates, but no one has advanced a really 
tenable Hypothesis. The subject has been reviewed and 
discussed from the biochemical, enzymatic, and clinical: 
points of view by various authors. (Glazebrook and Cook- 
son, 1947; Wrigley, 1948). 

. Advances in the treatment of rheumatic fever have been 
concerned mainly with the dosage and route of administra- 
tion of salicylates. It was with great interest, therefore, that 


we read of the work of Gubner and Szucs (1945), who drew . 


attention to the therapeutic possibilities of succinates. 
Succinates act as catalysts in biological oxidation—for 
instance, in the metabolism, of carbohydrates (Krebs, 1943) 
and of fatty acids (Breusch, 1943; Muñoz and Leloir, 
1943). Gubner and Szucs suggest that during rheumatic 
fever there is an inactivation: of various enzymes, and that 
the administration of succinates may prevent the inhibition 
of succinic dehydrogenase (cytochrome C reductase) and the 
inactivation of other respiratory enzymes. The administra- 
tion of ascorbic acid and the use of the calcium salt of the 
succinate also seem to be indicated; because ascorbic acid 
and calcium enhance the activity of succinic dehydrogenase. 


Gubner and Szucs’s Results 


Gubner and Szucs tested their theory by treating cases of 
rheumatic fever with sodium salicylate and sodium bicarb- 
onate, sodium salicylate and ascorbic acid, sodium bicarb- 
onate alone, sulphathiazole, penicillin, and calcium double 
salt of benzoic acid and succinic acid benzyl ester plus 


. ascorbic acid. They found that-penicillin, sulphathiazole, 


and sodium bicarbonate were useless, and that treatment 
with any one of them alone had to be discontinued after a 
few days because of the increased severity of the disease. 
A comparison of the cases treated by them with salicylates 
and with the shecinate compound is given in Table I. 


TABLE E, PAR of the Therapeutic Effects of Salicylates and 


Succinate (Gubner and Szucs) 
Type of Therapy 


Succinate (Average 








Salicylates. Dose 4:2 g. Daily). 
è (4:5 g. Daily) Ascorbic Acid 
: ; (200 mg. Daily) 
Total No. of cases 65 ` 55 
Period in hospital 52 days 34 days 


Period on drug therapy pa Dog s is 
Incidence of drug toxicity Fr ee 

Duration of fever ‘.. i ee, Wg 
Duration of leucocytosis as ae 
Duration of accelerated B.S.R. ere a 4 ,, 
Incidence of carditis i 
Tncidence of relapse 


t 


¢ 


Mixed arthritis 
f 
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No -toxic symptoms. were observed in the cases receiving 
succinate, except for flushing and slight mental confusion 


in one patient, and occasional nausea. Evidence accepted 


as indicating carditis included murmurs, gallop rhythm, 
pericarditis, and x-ray and electrocardiographic abnormali- 
ties. The figures indicate that the succinate compound is of 
considerable benefit and constitutes a great advance in the 
treatment of acute rheumatism. 

Extension of this work was carried out by Szucs (1947), 
using a mixture of calcium salicylate and aspirin. The 


” results claimed by him are shown in Table II. 


TABLE II (Szucs’s Results) 


No. of 








Type of Case Cache Result 
Osteoarthritis | 208 | Definite improvement in 95% within eight 


days 

All evidence of arthritic activity disappeared 

i within ten days 

Rheumatoid arthritis ,.. 22 cases showed definite improvement; witb 

arrest of arthritic -activity within an 

average of three months 

15' | 8 cases showed marked improvement, with 
complete or almost complete cessation of 
arthritic activity within an average of two 
months 

Improvement of variable degree in the 
majority 

All evidence of -rheumatic activity dis- 
appeared within an average of 14 days 


Acute infectious arthritis 


Spondylitis 
Rheumatic polyarthritis 


Most of the cases of rheumatoid arthritis were said to have previously received 
an adequate course of gold without definite improvement. 
I . 


Pa 


Present Investigation 


In view of these published results we think it of interest 
fo record our experiences in the treatment of acute 
theumatic fever with: (a) calcium monobenzy! succinate, 
10 gr.:(0.65 g.) four-hourly, omitting night dose -= 50 gr. 
(3.25 g.) daily ; and (b) calcium double salt of benzoic acid 


‘and succinic acid benzyl ester, 10 gr. four-hourly, omitting 


night dose = 50 gr. daily ; together with 200-mg. of ascorbic 
acid daily. 

The calcium double salt of benzoic acid: and succinic 
acid ester, together with ascorbic acid, was used to test 
the validity of the earlier claims of Gubner and Szucs, and 
their -dosage recommendations were adopted. Calcium 
monobenzyl succinate was used because it presented a 
different form of the same essentials and might have been 
instructive from: the point of view of treatment. 


Anticoagulants 
Glazebrook and Cookson (1947) have pointed out that 
substances benefiting acute rheumatic fever, rheumatoid 
arthritis, and anaphylactic states have a common action in 
that they are all anticoagulants—namely, salicylates in 
rheumatic. fever, deep jaundice in rheumatoid arthritis, and 
heparin~in anaphylactic states. On this basis they built up 
a theory that the curative effect of salicylate in rheumatic 
fever depended upon its power to prevent protoplasmic clot- 
ting “and cell death precipitated by the irritation of intra- 
cellular antigen—antibody reactions. 
This- explanation of salicylate action rests on the 
unproved assumptions that rheumatic fever is a manifesta- 


. tion of allergy, and that protoplasmic clotting is the same 


process as blood-clotting and can be inhibited by the same 
anticoagulants. There is reason to suppose that Heilbrunn’s 
(1943) work, showing a similarity between the mechanism 
of blood-clotting and of protoplasmic clotting, is not 
securely founded (Cookson, 1947—personal communica- 
tion), while the ‘hyaluronidase story of rheumatic fever 
(Guerra, 1946). is claiming increasing attention. However, 
these developments do not detract from the importance of 


| 
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the work of Glazebrook and Cookson in drawing attention 
to the anticoagulant group of drugs. 

Heparin is an inhibitor and salicylates may be inhibitors 
of’ hyaluronidase, and from its chemical constitution 
dicoumarol would seem very likely to be an inhibitor of 
hyaluronidase. It seemed tous, therefore, that there was 
a strong case for the use of heparin:in acute rheumatic 
fever, and that good results might be expected because of 
either its anticoagulant properties or its inhibiting effect on 
the spreading factor, hyaluronidase. Wassen and Zander 
(1946) have reported good clinical results from the treat- 


strict, and that some of the cases so designated would make 
good recoveries. i 
, Discussion z 

It can be said at once that neither form of succinate. 
compound used in this trial represented any advance on 
salicylate therapy. The duration of joint pains, of pyrexia, 
and of elevation of the blood sedimentation rate was much 
longer than in the salicylate-treated group. What is more 
to the point, Case 2 in the succinate group had succinate A 
without improvement, and then succinate B also without 
improvement. Finally, salicylates had to be given to 


TABLE M.—Details of Cases Investigated 


Duration of 


Duration of 























































Previ- | Dlness | Evidence | Ņo, of | Maximum | Maxi- (Days) Carditis | suc. 
re Sex | Age} ous before of PATS Joints | Temperature | mum Follow cinate Remarks 
Attacks | Admission | 4 dmission | Affected| | B.S.R. | Joint | pyrexia | Increased Oe | Used 
(Days) |“ i °C. Pains | £99% | BSR. p 
: Succinate Group j 
1 F 18 1 7 No ‘10 54 No B = 
2 |F |19 0 6 Yes 8+ 51 j A+B | Pyrexia terminated by salicylate 
3 |F |18 0 21 = 6 68 Yes A One relapse: total pyrexia. 12 days 
4 |M | 40 1 21 9 65 5 A Three relapses: total pyrexia 14 
days. Pyrexia terminated by 
salicylates 
5 |E |29 1 2 es 6 54 » B 
6 F | 57 0 10 No ‘8 76 No B Pyrexia cut short by salicylates 
7 M | 24 0 21 Yes ! 6 -T1 ne A |. 
8 |}M115 0 1 pa 6 87 yos A. 
9 |M] 15 0 14 E 4 62 - Yes A 
10 |} M] 15 0 5 si 11 . 61 os B 
65°5 50% 
Heparin Group 
I F | 16 0 2 Yes 4 101 38:3 65 4 2 35 Yes 
2 |F |19 0 7 5 4 104 | ‘40 102 3 8 45 A i 
3 |F |18 2 4 No 6 102:5 | 3915 72 | 3 2 22 No Two relapses with slight pyrexia 
4 F |13 1. 7 Yes 4 98-1 | 36:75|. 78 4 0 51 1 
5 |F |18 0 2 “a 6 102:5 | 39:15} 76 5 5 98 Yes 
6 |M1{17 0 7 ae x 10 99-8 | 37-7 | 7/80 4 2 61 No . 
7 M } 13 0 3 5 14 102 38-9 80 7 4 78 Yes Severe epistaxis; relapsed twice: 
\ ` t total pyrexia 12 days i 
8 |F |17 2 7 PP 6. | 103 39-4 | 134 4 2 51 M Relapsed twice: total pyrexia, 
: 22 days 
4-2 3-1 55-1 62% 
Salicylate Group 
1 PM | 15 0 4 4 103:5 | 39-75| 110 7 2 Relapsed: developed chorea, col- 
lapse of middle lobe and hyper- 
pyrexia. Died after 26 days’ 
further pyrexia 
2 1M} 18 2 4 6 100-5 | 38:05} 80 4 6 , 
3 | M | 46 l 20 8 103-5 | 3975| 129 13 5 Pericarditis, pleurisy, three re- 
lapses: total pyrexia, 21 days 
4 |F | 21 0 21 7 100 | 37-8 118 5 7 
5 |M | 16 1 6 7 °1102:5'| 3915| 88 2 3 
6 |F | 16 0 7 8 103-5 | 39-75} 92 6 6 
7 |Mi ill 0 6 8 101:5 | 38-6 25 4 4 : 
8 |F { 18 1 4 3 102:5 | 39-15} 92 3 3 Two relapses: total pyrexia, 
f 10 days 
9 |F ]34 0 10 13 103 39-4 | 122 ‘2 7 . . 
10 |F | 38 1 21 3 102 | 389| 115 3 2 One slight “ spike’: total pyrexia, 
' 4 days 
l 49 4'5 
7 A = Calcium monobenzyl succinate, 10 gr. 4-hourly. __ : 
` B = Calcium double salt of benzoic acid and succinic acid benzyl ester, 10 gr. 4-hourly. 
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ment of rheumatoid arthritis and of rheumatic fever with , 


heparin and dicoumarol, and we have also recorded our 
experiences in the treatment of acute rheumatic fever with 
heparin (1,000 T.U. intravenously thrice daily) and sali- 
cylates (200 gr. (13 g.) daily in four-hourly doses). A 
control group was given salicylates, without heparin, and’ 
all three groups were also given 200 mg. of ascorbic acid 
daily. The results are set out in Table III. 

Most of the columns are self-explanatory. With regard 
to the presence of carditis, all cases having any suggestion 
whatever of cardiac involvement—e.g., a mitral systolic 
murmur without x-ray or electrocardiographic evidence of 
abnormality or other physical sign—have been so classified. 
It is possible that this definition of carditis has been too 


terminate the pyrexia. Two other cases (Nos. 4 and 6) also 
did badly on succinates and showed great improvement 
immediately they were switched to salicylates. Evidence of 
carditis on follow-up was present in 50% of the cases, as 
compared with 40% in the salicylate-treated group, but not 
much importance can be attached to this, as the majority 
of cases had evidence of carditis on admission, before 
treatment had started. | 

We have not been able, therefore, to find any support 
for the contention of Gubner-and Szucs that sticcinates 
given without salicylates improve cases of acute rheumatism. 
It will be noticed that in the second series of cases treated 
by Szucs calcium succinate was used together with aspirin. 
This we think strange in view of the apparently good results 


— 
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in‘the first series of-cases treated by a succinate, compound 
without aspirin. fe. hg z ERES ' 
The calcium double salt of benzoic acid and succinic acid 


benzyl ester ‘has also been used for the treatment. of . 


- rheumatic /fever by Wégria et al. (1948): They conclude 
. that heithér the natural course of the disease nor its signs 
and symptoms were modified by succinate ‘therapy. > 

' The group treated with-heparin was very little different 
from the salicylate group when the duration of joint pains,’ 
of increased pyrexia, and of increased blood sedimentation 
rate is considered, although it does seem that the duration of 
pyrexia was less in the cases given heparin. The presence 
of carditis on follow-up was found ‘in ‘62%. of the cases 
given heparin, but in only 40% of the cases given: salicylates. 
Practically all of the cases in the heparin-treated group had 
carditis on admission, before treatment ‘with heparin had 
‘| begun, but they had been’ given salicylates outside by their 
own doctors before coming under observation. As in the 


case of the succinates, therefore, not-much importance can , 


be attached to this finding. = 
It would seem from these studies that we have not yet 


found anything which represents an advance in therapy in . 


the treatment of rheumatic fever. Nevertheless, although 
succinates are certainly not effective, -as are salicylates, in 


‘cutting’ short the pyrexia of an acute rheumatic episode, . 


there has been offered no proof in this paper that they are 
not an adjuvant to salicylate therapy. Until some method of 
administering heparin is found which will maintain a con- 


stant blood level without’ the necessity -for repeated ` 


intravenous. injections, a’ really satisfying trial of- this 
product cannot be made. ` > s ei g a 


Conclusions: l T 
Succinate compounds given with ascorbic acid in the dosage 
: recommended by Gubner and Szucs, are’ ineffective in the treat- 
ment of acute rheumatism.. Heparin, in a dosage of 1,000 T.U. 
three times daily, does not significantly reduce the duration of 
episodes of acute rheumatic fever treated with salicylates. 


One of us (A.J.G.) received ‘a grant from the Royal College of. 
. Physicians of Edinburgh while this work was being carried out. We 
wish to thank Roche.Products Limited for the-ascorbic acid, ‘and 
their Research Department for the calcium monobenzyl succinate, 
. used in this study. | S . 
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Dr. .G. R. Wendt,/chairman of the Psychology ‘Department 
of the University of. Rochester, U.S.A., is recently reported to 
have said that because a serious amount of charlatanism has, 
developed in‘the U.S.A. it is’essential that all groups concerned 
with the mental health movement should collaborate to protect 
the public through legislation (New York Times, September 11, 
1949). Dr. Wendt considers that itis the primary responsi-’ 
bility of the medical profession to take the initiative in work- 


_ ing for the protection of the public. He, dectied the almost - 


can conduct private practice. 


= 


SUCCINATES AND HEPARIN 





Lest 
Curmank, 1948). This th 


IN RHEUMATIC FEVER. 


é 


791 


BRITISH 

_ MEDICAL JOURNAL 

SUBACUTE POISONING BY THALLIUM 
© | "FREATED | _ BAL 

ee a a 

EGIDIO S. MAZZEI, M.D. 

Professor of Clinical Medicine 


J 


AND 


FIDEL SCHAPOSNIK, M.D. 


o n Poa “Assistant 
> Department of Medicine, Medical School, -University of 


La Plata, Argentina 


In’ our paper on a fatal case of subacute. thalliotoxicosis 
(Mazzei, Schaposnik, and Pedace, 1948a) we emphasized the 
basic clinical characters of acute, subacute, and chronic 
poisoning by thallium, together with the micropathology of . 
‘each. The present paper deals with another case of poison- 
‘ing- by thallium—a suicidal attempt—-which was success- 
fully treated with BAL. . 

Though there.does not seem to be any clinical experience 
with this drug in this type of poisoning, we decided to try 
it. Afterwards, Furmanski (1948) explained the beneficial . 
action of BAL in poisoning by thallium. He used the drug 
with favourable results in severe peripheral neuropathies 
which had proved.intractable to large doses of vitamins and * 
crude liver extract. He based’ the treatment on the accepted 
view that such neuropathies are caused by the inactivation 


_ of the enzymatic systems of the nerve cells by toxins or 


toxic metabolites. He thought that BAL acted in these cases 

in a similar way to that in metal poisoning—te., by com- 
bining itself with the toxic metabolites after setting free 
those enzymes vitally related to cell respiration. 

With these facts in mind, we thought that in human cases 
‘of poisoning by thallium BAL could be of use by displac- 
ing.and then eliminating the metal already combined with 
ptotein enzymes of the nervous cells. 


Dosage and Toxic Disorders 


_ In the light’ of Eagle’s wide experience, the Council of 
Pharmacy and Chemistry of the American Medical Associa- 


. tion suggests the following outline of dosage in arsenica’ 


poisoning ; this outline can be extended to poisoning b: 
other metals. as : . 

' In severe arsenical reactions.—First and second day, si 
daily injections of the drug, each of 3 mg. per kg. of boc 
weight. Third day, four injections of the same dose. Duri 
the following 10 days or until full recovery is attained, b 
daily injections. l 

‘In reactions of medium ‘severity—Each injection should c 
sist of 2.5 mg. per kg. of body weight. During the first two ¢ 
‘four doses should be given, two on the third day, and 
during the following 10 days or until full recovery. 


In our case we used approximately the medium-sev 


doses, the total amount of drug injected being 3.1 g. 


'. The administration of BAL may, give rise to 
‘unpleasant though transient effects. In view of its a 
for heavy metals, some of the toxic disorders fol! 
the use of high doses can be attributed to its combi 


ts inactive the corresp 
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_..symptoms òf tetany. However; the enzymatic inhibition is 

rapidly reversible, so the. accident does not’seem to have 
undue importance. a | 

_ The most common toxic symptoms are excessive saliva- 

tion, vomiting, lacrimation, sweating, generalized myalgias, 

‘headaches, severe fleeting pains at thé site of the injection, 

' tachycardia, incfeased; blood pressure, dyspnoea, and 

precordial constriction. oa 


We must call attention to the high levels of the blood 


t 


of BAL ; it must theréfore be attributed, partly at least, to 
‘the ‘action of the drug. . >- da M AMR 


~ 
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A psychiatric.examination was performed by Dr. (Alejandro 
Rests, ‘who . reported: 
attempt. at’ poisoning, 


u a 


onal and 


t 


, 1.56 mg. per 100 ml.; 
mi.; blood proteins, 8.28 g. per 
g.: serum globulin, 3.46 ¢,).. Urme: turoa 
n slight sedimentation ; specific graviy . 1009 ; 


j ‘albumin 
E urea 13.1 g., chlorides 2.2. 8., albu 


? 


per litre ; no sigar, acetona, i = zà ‘cells, and a large 
ad aeannlar at line casts, SOMS THO) ey 
ai palir and hyaline casts: Snes. A 
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.300 mg. ‘was injected'daily. After this’ the treatment was 
continued with the same product, but of American’ origin 
(10%-solution). A total of 3.1 g. was given (see -Chart). 
Throughout the ne + i 
administration of the 


drug’ the` patient |) 230r 
developed a morbilli- . 5 200 
form. exanthema of ~ 159 
varying degrees in the <Z jo, 
ao 


‘upper limbs, neck, and 
chest. Each injection 
of BAL. gave rise to 
‘intense headaches -and 
greatly. increased the 
pains’ in the lower. limbs ; opiates were -partially successful in 
alleviating these conditions.’ Weekly estimations of the urine 
.showed considerable fluctuations -in the albumin. content 
(between 0.2 and 1.5 g); albumin, together. with- renal. 
elements, finally’ disappeared in February, 1949. \ 
A few: days after treatment was ‘suspended the pains in the 
lower limbs began to decrease, and by December, 1948, ‘the 
patient was free from them.. The muscles of the thighs and 
legs gradually recovered their. original tone and size with the 
help of: massage. The. hair on the “head began, to fall on 
October 5, and within a few days only.a few patches of short 
hair. remained. l i _ 
_-For „three months 
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the ‘patient was treated in a private mental 


` institution. Insulin’ shock brought about a definite improve- 


ment inher. psychic manifestations ; moreover, her weight in- 


. creased by 7 kg. (15 lb. 7 0z.). During this period massage was ` 


continued until total recovery. The last examination (April. 


~ 


- 1949) showed that she had completely recovered. ° i 


: Summary 
~ A.case of subacute thalliotoxicosis caused by swallowing 45 g. 
of a rat-killer paste containing 2% thallium sulphate is described. 
A total of 2.85 g. of BAL was given in the course of 13 days. 
The ‘patient fully- recovered. °°, ` ec oe D 
. The pharmacology. of thé drug is described, together with the 
‘reasons for’ using it in poisoning by thallium. Sia & 


r 


t, o 


jien gu” ENE REFERENCES ° >. cent 
Burana aes R. (1948). Arch. Neurol. Psychiat., Chicago, 60. 


Mazzei, E. S., Schaposnik, F., and „Pedace, E. A. (1948a). Prensa 
méd. argent., 35, 1119. a Be oe 
(1948b). An) Cdted. clin. Méd., 2, 29. 


Ss a 


i * f 


— 





The need for new legislation for the prevention of smoke 


the. Carrington area,. 


+ ‘ 1 


country’s biggest power stations is being erected,’ and other 


industries are causing concern: 
‘area are- co-operating, in: running «a network of instruments, 
” extending over’ 36 square. ‘miles, to measure the pollution of 
, thé air for. comparison with conditions when the power ae 
js operating. In conjunction:with this.a survey on the effects of 
smoke and fumes on plant life—an important matter for farmers 
—is being conducted jointly by: the. Smoke Ape ae 
mittee, the Department of Botany of Manchester., niversity, 


7 
s 
Me pode? 


~and the Agricultural Research Council. j B 
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[n a recent case of miliary tuberculosis, attacks of severe 
dyspnoea associated with slowing of the pulse: developed 
during .streptomycin treatment. These attacks ultimately 
proved fatal, and as no similar occurrence appears to. have 
been reported it seems worth while.to record the symptoms 
and findings. | i o > %4 
» + + o Case Report . oe 


The patient, a boy aged 11 years 9 months, had no record 
of ‘serious illness and enjoyed: normal health’ until’ March, 
1948, when he was admitted into another hospital with a 
severe upper respiratory infection associated with general list- 
lessness; anorexia, and cough.” Clinical examination showed 
no abnormality in the chest, but radiographs revealed a shadow 
in the right mid-zone, which subsequently cleared. Mantoux 
reactions in’ dilutions of 1 in 10,000 and 1 in 1,000” were nega- 
tive at this time. As his progress was slow he: was sént to an 
open-air school, from which he returned at thé end of July 


acutely ill, with a high’ fever and a left-sided pleural effusion. ` 


It was not until November that there was radiological ‘evidence 
of miliary tuberculosis in the lungs. He was then transferred to 
the Victoria Hospital for Children-for streptomycin therapy. 
No history of contact with-a case of tuberculous infection was 
traceable in his family:or-companions. Thefe was no personal 


~ or family history of asthma, hay-fever, or urticarial eruptions. 


r 


A 


- 


On admission (November. 7,' 1948) the Glinical diagnosis of, 


miliary tuberculosis with a large ‘left-sidéd pleural effusion was 


confirmed radiologically. The Mantoux test was strongly posi-. 


tive with the `% in 1,000 dilution.. He had a low-grade pyrexia, 


and the pulse rate was 112-120'a minute. The spleen was not . 


enlarged and no lymph glands could be felt in his neck .or else- 


. Where. The urine showed a trace of albumin and a few casts, ° 
The ‘cerebrospinal fluid remained normal: 


but no red ‘cells. 
throughout the illness. Despite frequent examinations tubercle 
bacilli ‘were: not isolated ‘-from’ sputum, laryngeal swab, or 
stomach washings. ^. . | - .: E 

o -The patient was given a three-moñths course of intramuscular 
streptomycin, with a total dosage of 77.9 g. At the end of the 
course, 13 days before his death, his lung condition, showed 
both clinical and radiological improvement with resorption of 
the effusion. There was thickening of ‘the left pleura and some 
coalescence of the miliary. shadows 'in the right’ upper “lobe, 
especially towards: the. hilum. „No. abnormality was found in 
the nervous system. He had a slight unproductive cough, and 
his weight was stationary at 57 Ib. (25.65. kg.). His general 
condition was slightly better than on admission. z 


On February 12, 1949, he developed a mild coryza with some 


increase of the cough. Next day at noon he was seized with a 
bad attack of dyspnoea associated with severe apprehension and 
very laboured but ineffective expiration.. He: vomited a large 
-quantity of mucus with some purulent-looking material, and in 
the course of an hour the attack gradually passed off. Scattered 


` 


there was no. fever. ; - 


At 7 p.m. the sdme day a- second attack “occurred. -On ‘this 
occasion cyanosis was pronounced, and it was noticed that the 
‘pulse,rate had dropped to’80' a minute.” He had great difficulty 
in expelling air from his.chest, so that expiration lasted three 
to four seconds—about twice as‘long as'inspiration. This attack 


. Thonchi ‘and medium rales were audible over the chest, but 


t 
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was relieved by a subcutaneous injection of 8 min. (0.5 ml.) of 
1 in 1,000 adrenaline and by oxygen inhalation. After the attack 
had passed off the pulse rate was recorded at 120-142!a minute. 

For 36, hours-he remained free of dyspnoea and showed no 
abnormality: except: for persistent tachycardia‘ 120-136 and a 
few. scattered -medium rhonchi on lung auscultation, _ On 
February 15 he had two more attacks, with’ intense expira- 
tory dyspnoea and slowing of the pulse to 80 a minute. ‘During 
both of these he lost,consciousness for a few minutes. 


On ‘February 16, at 9 a.m., he had a very severe attack which 


lasted an: hour. This time the expiratory difficulty was very 


great and: the.pulse fell to'68 a ‘minute, though the: volurne was 
remarkably good, He became: unconscious and -was deeply 
cyanosed for 45 minutes, during which time he was given 
1 min. ‘(0.06 ml.), of ‘1 “in 1,000 adrenaline subcutaneously at 
minute- intervals and continuous oxygen inhalation through a 


‘glass funnel. Examination of the chest at this time, as during 


preceding attacks, Showed‘no evidence of pneumothotax. The 


high-pitched trhonchi usually associated with bronchospasm 


were not heard during this attack—a remarkable finding: in 
view of the intensity of ‘the expiratory effort. After 45 minutes 
the pulse rate rose abruptly. to 168 a minute and the spasm. 
passed off, consciousness returning during ‘the next 15 minutes. 
At this stage direct examination of the larynx showed no evi- 
dence of spasm of the cords, The patient was then nursed in 
an oxygen tent, where he regained and maintained a good 
colour, was quite cheerful, and ate a normal tea: and ‘supper. 
Examination of the chest now showed scattered rhonchi, with 


` 


some medium‘rales in the right upper lobe. The temperature 


‘was normal and the pulse between 148 and 160, but of good 
. volume. .At 1 a.m. on February 17 he suddenly became restless, 


urgently dyspnoeic, -and cyanosed, struggled -into-a sitting 
position, and: in two ‘to three minutes collapsed and died:: 
Post-mortem Findings :—Necropsy was carried ‘out’ ‘by Pro- 


‘fessor .T. Crawford 13 hours after death; .the’ following 


significant findings are extracted from his report. 


“ Respiratory Systém :—Dense pleural adhesions are present 
over the lateral aspect of’ the left lung, and the appearance 
suggests an organizing caseous exudate at this area. The trachea 
appears normal, but both bronchi are pressed upon by enlarged 
cascous -glands surrounding them close to their origins. There 


, Is, however, no ulceration of the glands, into the bronchi. An 


irregular caseous focus measuring 2 by 1 cm. is situated in the 
lower part’ of the upper lobe of the left lung, and around this 
there is an area of caseous bronchopneumonia. Three smal] 
caseous foci measuring 5 mm. in diameter are present in the 
right upper lobe. Small miliary lesions, just visible to the 
naked eye, are scattered widely through the lung:tissue. The 
spleen is moderately enlarged and shows a ‘few small tubercles 
in its capsule and scattered through the substance, Lymphatic 
System :—Enlarged and caseous glands are present at the hila 
of both lungs and beneath the bifurcation of the trachea. Fur- 
ther glands are present in chains extending: up the sides of the 
trachea into the anterior triangle of the ‘neck, and at this site 


', both vagus nerves ‘are firmly adherent to caseous glands. 


Caseous glands are’ also. present in the portal fissure and beside 
the abdominal aorta. Head :—The brain and meninges appear 
normal and show: no evidence of tuberculosis. Summary :— 


‘Primary tuberculosis of the lung; tuberculosis of mediastinal, 


cervical, and abdominal lymph glands with involvement of the 


: vagus nerves ; miliary, tuberculosis.” 


$ i ' 

— a Comment 2 
’ Correlation of the clinical and post-mortem findings _in 
this -case suggests- that the attacks of severe expiratory 
dvspnoea ‘associated with slowing of the pulse and evidence 
of -bronchospasm resulted from vagal stimulation. The 
vagus nerves were found adherent to caseous lymph ‘glands, 
and it is suggested that the attacks were initiated by change 
of position affecting. the adherent nerves. 


= Our thanks ‘are due to. Dr. Charles Pinckney for permission: to 
publish the case-and to Professor T, Crawford for his post-mortem 
report and for helpful advice and criticism. `` H 
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‘Medical Memorandum 
z : ; 
: Spontaneous Disappearance of Appar - 
ently Sêcondary Growths in Liver 





' The following.’ case contains’ several points of interest, par: 


‘ticularly the finding of three apparently secondary nodules 
.of some size in the liver during the removal of-a huge’ 


' adenocarcinoma of the left ovary, and the fact that they 


~ 


65%; Cl, 0.8; W.BC., 
M. 7%). 


had disappeared when poueht at operation two and a half 


Rate later. 


à CASE’ REPORT ` : 
A farmer’s wife aged 58 complained on September 8, 1938, 


of increasing size of the abdomen for six months, with some , 


generalized pain, a dry cough, and, latterly, much dyspnoea. 


_ There had been occasional vomiting ; the appetite was poor; the © 
‘ bowels regular. 


She did not think she had lost weight. . For 
the past month she had had palpitations: and swelling of the feet. 
There had been three normal pregnancies, and her periods had 
been regular until 52. Since then she had had small losses — 
of blood at long intervals. 


She was a pale, thin woman, markedly dyspnoeic ; tongue 


‘clean, pulse 100/110, apex beat ‘displaced to-left, heart sounds 


clear, B.P. 140/90. Right chest stony dull to Jével of scapular 
spine ; no adventitious’ sounds. Left side clear. Enormous 
tender regular swelling, filling abdomen, some free fluid. Small 


normal cervix ; ‘uterine body - not felt apart from abdominal 


swelling. Diagnosis >a malignant o of ovary, VNUKE to 
be operable. 


Admitted to-Royal Sussex County Hospital on September 21. 


‘Next day 31 oz. (880 ml.)-of clear fluid aspirated. A radiograph 


showed no sign of secondary growth of lung or pleura. During, 
the next 18 days four: further aspirations averaged 38 oz. 
(1.08 litres). After each a radiograph was negative to growth 
or tuberculosis. The pleural fluid was sterile on culture. Film : 
polymorphs 68%, lymphocytes 30%. R.B E 4,100,000 ; Hb,’ 
11,000 (P. 77%, L. 14%, E 
Wassermann test not done. 

In view of the persistently negative x-ray reports for secon- 


` daries in the chest it was decided to give her an outside chance 
and to operate. 


Operation, October 11, 1938.—Under bromethol, avciGeropane 
and oxygen a long paramedian incision exposed a huge left 
ovarian cyst, softened and necrotic in many places. A thinned- 
out ribbon of transverse colon was stretched across it. This 


‘and many adhesions of small intestine and omentum were 


-~ $eparated by gauze dissection and the cyst removed : 


several 
leaks of dirty fluid and necrotic material occurred from the 
cyst. An apparently healthy right ovary was also removed. 
Three firm raised nodules, roughly 1-1} in. (2.5-3. 75 cm.) in’ 
diameter, present on the “anterior surface of the right lobe of 
the liver, were regarded as certainly secondary growths from | 


‘the malignant ovary, and for this reason, as well as.the patient’s 


poor condition, panhysterectony of a small smooth uterus was 


' * not done. , 


Pathological Report. Left ovary, a` A, papillary 
adenocarcinoma ; right ovary, a changes. No 
sign of malignancy. i 


The patient made a good recovery and was discharged on 


November 2, with a poor prognosis. -During the ensuing months 
no further fluid collected in the right pleura and signs of 


‘pleural thickening gradually disappeared. A year later the liver 


‘was not enlarged’ and there was no evidence of secondaries or. 
fluid in the abdomen. The patient felt well and had put on 
weight. ‘This unexpected result was maintained throughout 
the second year after operation. 

On March 21, 1941, however, she returned. For six months 


"whe had had small losses of blood per vaginam, with a watery - 


' discharge in the evenings, and felt tired. The abdomen and 
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liver showed nothing abnormal: P.Y.,.a small, firm mass, - 
which bled on touch, protruded from the cervix and there was 
some thickening of the lower uterine segment. Biopsy showed 
the protruding mass to be ,adenocarcinomatous. 

Second Operation'—After.a few days’ douching and a trans- 


fusion of 1- pint (568 ml.) of blood, operation was performed - ` 


on March, 25. The abdomen was opened through the old scar 
and’ the liver first examined. The only sign of the three pre- 
vious nodules was a small puckered scar; the’rest of the liver 
surface was smooth. ‘ The caecum and some coils of ileum 
were adherent to the uterus, and after separating these pan- 
hysterectomy was done. The lower uterine segment was much 
thickened and the parametrium very vascular. On detaching the 


former the uterine body tore away, leaving the lower uterine 


segment and cervix almost completely replaced by soft growth, 
which was already infiltrating the parametrium. There was 
little hope of their complete removal. It was decided to drain 
the canal into the vagina and to apply radium later. The 
abdomen was closed and 2 pints (1.4 litres) of blood given by 
drip. She made a satisfactory recovery and the vaginal tube 
was removed on the fourth day. i 

. Two and a half weeks later- radium was given—20 mg. in the 
cervix and a 25-mg. tube in each vaginal vault for 15 hours 
(1,050 mg.-hours). Another application followed three weeks 


‘later—10 mg. ceryical and two 25 mg. vaginal. for 15 hours 
- (900. mg.-hours). 


Total for the two applications, 1,950 mg.- 
hours. On March 10 the patient was discharged. 

In September there was a suspicion of thickening along the 
right utero‘sacral ligament, but three months later this had dis- 
appeared and. the tiny cervix was mobile. At this date the 
patient complained of pain in the spine at mid-dorsal level. 
Movements were good and a radiograph showed no sign, of 
secondary growth. In. January, 1942, this pain had gone, 
but another had taken its place in the lower lumbar spine. 
Radiographs revealed no secondary growth, but some osteo- 
‘arthritis. 

In December, 1948, the patient was able to do her korewa. 
and only the headaches and back pain bothered her. She then 
weighed 7 st. (12.7 kg.) more than just after her first operation. 


CoMMENT 


The special point of interest is the proved daora, 
two and a half years after the removal of a malignant 
ovarian cyst, of three apparent secondaries in the liver. In 
the absence of a biopsy, however, no certain claim can be 
made that they were-malignant. A second point is that no 


_ further growth in the peritoneal cavity ensued. Thirdly, 


the disappearance of all growth from the remains of the 
lower uterine segment and ee after a moderate 
dose of radium was hardly expected. - 


The three incidents together suggest not only a low grade 


_of malignancy but an unusual degree of bodily resistance - 


to cancer. A risk was admittedly taken in using radium 
with so slender a barrier between the remains of growth 
‘and: the peritoneal contents. 


The- presence of a large pleural effusion accompanying 
malignant cysts does not necessarily imply metastases, as 
malignant growths of the ovary seldom metastasize outside 
the peritoneal cavity. The connexion. between the occa- 


sional post-menopausal losses over six years and the 


malignant ovary is speculative. A certain number of such 
tumours do seem to provide an oestrogenic hormone which 
re-energizes the endometrium after the menopause. The 
adenocarcinoma of the uterus was almost certainly a 
spread from the ovary, and emphasizes the importance, 
whenever feasible, of doing a panhysterectomy as well as 


a double ovario-salpingectomy in such cases. 


H. N. Frercuer, M.D., F.R.C.S.Ed., 


Consulting Surgeon, 
i Royal Sussex County Hospital. 
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A TEXTBOOK ON TRANSFUSION. 

Blood Transfusion. , Edited by ‘Geoffrey Keynes, M.A., X 

F.R.C.S. (Pp. 574; 110 illustrations. £2 12s. 6d.) Bristol: 

John Wright and Sons. 1949. woe s nae ae, 
The great amount of work carried out upon all aspects of blood 
transfusion ‘during the past decade has created many oppor- 
tunities for new books. The perspective has altered completely 
since 1939, when Riddell wrote the last major British’ textbook 
on transfusion. For example, Riddell speculated on the possi- 
bility that incompatibility within the MN system might be the 
cause of minor haemolytic reactions, „but there are now, 
numerous investigators who know from their own experience 
that these groups are of’ negligible clinical importance. \ 

This new, textbook is a comprehensive guide: to the whole 
subject. It begins with a delightful and. authoritative account 
of the history of blood transfusion, by Mr. Geoffrey Keynes. 
The indications for, and complications of, transfusion are dis- 
cussed at length by Dr. Bodley Scott. Mr. A. Till writes on 
technique, and Dr. H. F. Brewer on blood groups, the organiza- 
‘tion of a hospital transfusion service, and, with Mr. F. W. Mills, 
“on the blood donor. 


pi 


by Sir Lionel Whitby, and a particularly lucid and thorough 
chapter on blood derivatives and substitutes by Dr. R. I. N. 
Greaves. ; : , 

It is natural that in a book of this size.and scope, written by 
a number .of different authors, there should bè signs of uneven- 
ness. For example, almost a page is devoted to a description 


` of the rare antigen C¥, which is of very small importance in- 


blood transfusion. By contrast, a reader wanting to know how 
old a bottle of stored blood can profitably be given to an 
anaemic patient must be content with brief, conflicting dicta 
. appearing in different sections of the book. On page 84 he is 
told that “for the relief of chronic anaemia . . . stored blood 
should not be used”; but he must somehow try to reconcile 
this with the statement on page 459 that “ blood . . .. stored 
for a period of 14 to 21 days is almost as good as fresh blood. 
for the treatment of siinple anaemia.” If the reader’ were given 
some quantitative data on the survival of erythrocytes stored 
for different periods in acid citrate-glucose solutions; he could 


judge for ‘himself which of these two statements isthe more. 


reasonable. A certain number of fallacies, derived frém other 
authors, have found their way into the book. For example, 
it is said in connexion with transfusions to infants with haemo- 
lytic disease that if the red cell count is raised above a certain 
level (3.5 million/c.mm.), the excess red cells will be lysed. 
This concept is unquestionably incorrect. A second example 
is a formula given for calculating the amount of blood to 
transfuse to an infant.. ` This assumes a blood volume of 
110 mi./kg., but, except in plethoric infants, who are unlikely 
candidates for transfusion, the blood volume is in fact 
approximately 75 ml./kg. ‘ ooh 

These and other- occasional lapses makè one hesitate to 
describe the whole book as authoritative, though there is no 
doubt that large sections of it deserve that'title. In any case 
its wide scope and discriminating lists of references will ensure 
its value to all who practise blood transfusion. 


j * P. L. MOLLISON. 


INVESTIGATION OF THE RENAL TRACT 
Cystoscopy and Urography. By Jas. B: Macalpine, F.R.C.S. 


Third dition. (Pp. 570 ; 338 illustrations’ and 15 coloured 
plates. £3 3s.)\ Bristol : John Wright and Sons. - 1949, 


The second edition of this well-known work was a war casualty. 
All the copies of that edition and the materials for a-reprint 
were destroyed by bombs, so that the’ book was unobtainable 
for many years. The only benefit that ,accrued from: the 


misfortune was the time afforded the author to bring it up’ to . 


= 


date. eee l 


£f 


M.D., ` | 


There is a chapter about transfusion in / 
infancy by Professor R: W. B. Ellis, an account of blood storage _ 


The chapter on urinary tuberculosis has been largely rewritten 


and a new section on its pathology has been added. Cystoscopy 


is only:one of the steps in the routine investigation of a 


_ urological case, and the findings must be correlated with other 


methods of obtaining information. The author has therefore 
done well in not confining his' attention to cystoscopy and 
posterior urethroscopy. This allows corisideration of other 
questions—whether, for instance, the rapid secretion of radio- 
opaque dye and a dense shadow of an apparently normal pelvis 
is sufficient guarantee that the kidney on that side is free from 
tuberculous infection. It is well known that there are two 
schools of thought on this subject, some urologists insisting 
on catheterization of the ureters ‘and others relying on the 
cystoscopic and pyeloscopic. findings. Mr. Macalpine favours 
an intermediate course. He “accepts the urographic evidence 
of disease in the 'principally affected kidney and gives due 
weight to the pyelogram of the other side.” He recommends 
that cystoscopy be limited to a quick inspection of the bladder 
and’ an indigo carmine test, the danger of producing a 
secondary infection being thereby reduced. The least satis- 


- factory paragraphs are those describing’ the endoscopic resec- 


tion of the prostate. Here the author relies more on the 
writing of others than on his own experience and there is a 
loss of that personal touch which characterizes the rest of the 
book. A new section on the punch-operation for prostatic 
hypertrophy by means of the technique used at the Mayo Clinic 
has been contributed by Mr. R. H. O. B. Robinson. 

‘This book established itself as the best English work on this 


` subject long ago, and the new edition should more than 'main- 


tain its previous reputation. It is clearly written, practical in 
its outlook, and. the illustrations and coloured plates are 
excellent, > `> ' 


KENNETH WALKER. 


» 


CHEMISTRY OF ALKALOIDS 


The Plant Alkaloids. By Thomas Anderson Henry, D.Sc.(Lond.). 

Fourth edition. (Pp. 804. £3 3s) London: J. and A. 
~ Churchill. 1949. 

Everyone interested in plant alkaloids, whether: botanist, 
chemist, or pharmacologist, owes a great debt of gratitude to 
Dr. Henry. for the way in which, at intervals of about ten 
years, he has brought his book up to date. At its first ‘appear- 
ance in 1913 it was a substantial volume of some 480 pages. 
Each ‘successive edition incorporated much new material, and 
the present contains something like three to four times the 
number of words as the original volume. Apart froma descrip- 
tion: of the purine alkaloids which was omitted from the 
second edition, the introduction of new material has not 
involved jettisoning the old, and the present book is probably 
the most authoritafive and exhaustive work on the plant 
alkaloids, that has ever been written. - 

Those who have used this book for many years—and there 
must be, many who have the first, second, and third editions 
on their shelves—will be pleased to find in the new volume 
all the valued features of its predecessors. The botanical 
origin of groups of: alkaloids is discussed as carefully as ever 
and has. been brought up to date. The sections giving an 
account of the pharmacology of the alkaloids are admirable, 
some of them have been considerably enlarged, and the syn- 
thetic substitutes for natural alkaloids have been briefly but 
adequately described. Indeed, these sections provide as good 
an introduction to the relevant literature as can be found. 

The main bulk, of thé book is concerned with the chemistry 
of the alkaloids, in particular with the difficult structural 
problems presented by these fascinating natural products. 
Dr. Henry is here a master of his subject. Full justice is done 


© to all relevant research, but the reader is never~weighed down 


by the immense mass/of experimental evidence, because the 
author guides him skilfully through intricate argument and 
counter-argument and illuminates his’ path with innumerable 
structural formulae. The narrative is made vivid by the inclu- 
sion of small practical details, such as the experimental condi- 
tions of many reactions and the physical constants, crystalline 
appearance, and solubilities of innumerable substances. It is 
probably this feature which has made earlier editions so 
j 


—_ 


ae 


_ practitioners, 
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popular among alkaloid chemists. Dr. Henry has always ‘kept 
close to experimental details, so that in this comprehensive 
work he ‘has: found space to remark that strychninolone crystal- 
lizes in “ glistening prisms” and berberal in “ colourless 
glancing leaflets.” He has the delight of the craftsman in his 
subject; just ‘as the carpenter caresses a fine piece of wood 
with his hands, so Dr. Henry’s pen cannot resist a tribute to a 
beautifully crystalline substance. l 

A final word must be given about the reference lists which 
are distributed throughout the work. In many years’ use of 


earlier editions I have never found a reference inaccurately 


quoted, and study of one or two lists in the present edition 


‘has shown no important reference to be omitted. 


4 : : H. R. ING. 


-t 


MONOGRAPH ON RHEUMATISM 

Manuel Pratique de Rhumatologie. By Professor Gunnar 

Kahlmeter. (Pp. 134 ; illustrated. No price). Paris: Expan- 

sion Scientifique Française (23, Rue du Cherche-Midi). 
Many English readers will welcome this French translation of 
Kahlmeter’s manual of the rheumatic diseases. They will find 
a simple and unpretentious little book, written with a brilliant 
power of clinical exposition and lucid argument. There are 
no references; for this is Kahlmeter’s thought and experience ; 
there iš no index, for this is a book to read, not a work of 
reference. j l l 

‘The important chapters are those on acute rheumatism ‘and 
rheumatoid arthritis. The author regards them as closely 
related conditions, and argues the matter so well as to be almost 
convincing. Discussing the aetiology of „rheumatoid arthritis, 
he inclines to the hypothesis of “allergy,” but by. this he means 
a specific mode of reaction to a number of causal agents. 
“ Lorsque, dans la théorie allergique moderne,” he writes, “on 
fait usage du mot allergie, ce mot doit étre pris, non dans sons 
sens original, mais plutôt dans celui de ‘mode spécifique de 
réaction.” This simply will not do, It is as if a chemist 
should write, “Sodium chloride is to be taken as meaning any- 
thing with a salty taste.” Allergy has a precise meaning, which 
is not-“a specific mode of reaction,” and it is not open to 


_ Professor Kahlmeter or anyone else to tamper with the mean- ~ 


ing. of scientific terminology. ~ 

There are concise descriptions of “infective pseudo-rheuma- 
tism ” (the nomenclature throughout is that most familiar to 
French readers): of osteoarthritis ; of spondylitis ; of rheuma- 


- tism of the menopause ; of tendinitis and bursitis ; and a less 


satisfactory chapter on myalgia. 

The author’s experience in therapeutics is of particular 
interest. ` It is refreshing to ‘find ue attention given to medicinal 
measures, for we in this country rely far_too much on physio- 
therapy, but it is surprising to read that the author has found 
colchicine of value in rheumatoid arthritis and in rheumatism 
of the menopause. After reading his warm advocacy ef x-ray 
therapy in rheumatoid arthritis, bursitis of the shoulder, and 
tendinitis, especially that associated with osteoarthritis of the 
hip and knee, English readers may ‘feel that a more extended 
trial of the method should be made in this country. —, 

- i KENNETH STONE. 


4 


Dr. Lowrain E. McCrea’s Clinical Urology (second edition; 
pe 503; 263 illustrations, 7 in colour; $6.50; Philadelphia: F. A. 
Davis Company, 1948) is an excellent book, -and the first edition, 
which appeared in ‘1946, met with great success. It is written for 
and its object is to tell them what the diagnosis is likely 
to be, how the patient should be treated, and the best means of 
carrying out this treatment. Not a word is wasted, and when words 
can be reduced in number by the use of an illustration the illustra- 
tion is provided. The plates and diagrams are of high standard, 
and merely by looking at them a tired general practitioner at the 
end of a long day’s work could obtain a good knowledge of urology. 
A book which lays down rather-than discusses methods of treatment 
must necessarily be dogmatic, but dogmatism here is not obtrusive ; 
the author only states that the methods he’ prescribes are those 


that have given the best results in his own experience. It is perhaps- 


necessary to add that the paper, the printing, and the general pro- 
duction are such as one would expect from a country .where pub- 


- fishers have not been handicapped by the austerities produced by 


the war. 
1 


- Notes on the Theory of Dental Surgery. ` 


BOOKS RECEIVED ` 


é 
[Review is not precluded by notice here of books recently received] 


Varicose Veins. By R. Rowden Foote, M.R.C.S., L.R.C.P., 


' DObst. R.C.0.G. (Pp 226. 32s. 6d.) London: 'Butterworth. 


1949. 


Modern Practice in Anaesthesta. Edited by F. T. Evans, M.B., 
B.S., F.F.A. R.C.S., D.A. (Pp. 606.. 50s.) London: Butterworth. 
1949. i 


Collected Papers of the Ma yo Clinic and the Mayo Foundation. 
Edited by R. M. Hewitt, B.A, M.A, M.D., and others. Vol. 40. 
(Pp. 918. 55s.) Philadelphia and London: Saunders 1949. 
Masochism in Modern Man. By T Reik. (Pp. 439. 25s.) 
New York: Farrar, Strauss. London: George Allen and Unwin. 
1949. ; o 


By J. W. Caldwell, M.D. (Pp. 145. 
London: Geoffrey 


Understand Yow Diabetes. 
Js. 6d.). Toronto: Oxford University Press. 
Cumberlege. 1949. 


Les Lipides. (Pp. 399. 1,000 francs.) Paris: Editions du Centre 
National de la Recherche Scientifique. 1949. - 


Les Methodes Statistiques dans l’ Expérimentation Biolo gique.” 
By P. L’Héritier. (Pp. 93. 400 -francs.) Paris: Centre National de 
la Recherche Scientifique. 1949, 


Douées de Continuite Genétique. (Pp. 205. 
Centre National de Ja Recherche Scientifique. 


Unités Biologiques 
1,000 francs.) Paris: 
1949, 


Le Trincee Cliniche~della Tonsiilecto mua. 


By G. Calderoli. 
(Pp. 78. No price.) Bergamo: Carrara. 1948 s 


Sexual Freedom. By R. Guyon. (Pp. 344. 16s) London: John 
Lane, The Bodley Head. 1949. i J ' 
? 


‘By R. R. Grinker, M.D., and P. C. Bucy, M.D.. 


Neurolog ye 
4th ed. ! (Pp. 1,138. 63s.) Oxford: Blackwell Scientific Publications. 
1949, : eeu 


By W. G. Aitchi- 
H. Ryffel, B.Sc., 
Baillière, Tindall 


Aids toŢ Forensic Medicine and Toxicology. 
son Robertson, M.D., F.R.C.P.Ed. Edited by J 
F.RI.C. 12th ed. (Pp. 170 4s. 6d.) London: 
and Cox. _ 1949. ' a 


Leptospirosis. By A. A. Ayala. (Pp. 201. No price.) Barcelona : 
Ediciones. Byp. 1949. 


` 


By N. Black, 
L.D.S. R.C.S. (Pp. 168. London and New York: Staples 
. i 


Press. 1949.. 


12s. 6d.) 


Fractures and Dislocations in General Practice. By J. Hosford, 
M.S.Lond., F.R.C.S. 2nd ed. revised by W. D. Coltart, M.B., 
B.S.Lond., F.R.C.S. -(Pp. 290. 21s.): London: H. K. Lewis 1949 


Discoverers for Medicine. By W. H. Woglom, M.D” (Pp. 229. 
18s.) Yale: University Press. London: Cumberlege. 1949. 


Orthopädische Gymnastik. By G. Hohmann and L., Jegal- 
Stumpf. 2nd ed. (Pp. 124, M. 8.70.) Stuttgart: Georg Thieme. 
1949. 


Pharmaceutical Emulsions and Emulsef ying Agents. By L. M. 
Spalton, B.Pharm.Lond.; M.P.S. (Pp. 132.! 5s) London: The 
Chemist and Druggist. 1949. 
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Handbook for the Identification of -British Insects. Diptera. 
Vol. 9. Part I. By H. Oldroyd. (Pp. 49. Js. 6d.) London: Royat 
Entomological Society of London. 1949. ‘ 


Burgerspitals Basel zur . Zeit 


Die Chirurgische Abteilung des ur. 
(Pp. 107. No price.) Aarau: 


der Antiseptik. By G. Reichen 
Sauerlander. 1949. 


The Trend of Scottish Intelligence. _ Sponsored by the Popula- 
tion Investigation Committee and the Scottish Council for Research . 
in Education. (Pp. 151. 7s. 6d} London: University of London 
Press. 1949. 
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! A CHOLERA 
i BY : | 
MAJOR GREENWOOD, D.Sc., F.R.C.P., F.R.S. 


More than 270 years ago Sydenham predicted that the 
epidemic diseases which he saw would give place to others 
the nature of which it was impossible to foresee. He was 
writing some ten years after the last epidemic, of plague on 
a grand scale in Great ‘Britain. Just a hundred years ago 
our great-grandfathers, to whom plague was a distant 
memory, suffered the second epidemic of Asiatic cholera, 
which has not afflicted us since 1866. In London the worst 
week was that ending September 8, 1849, with 2,021 deaths ; 
four weeks later the total had sunk to 288, and the epidemic 
rapidly declined. It killed more than 50,000 persons in 
England and Wales—about as many as the war in the air 
of our time. Now we study with a certain anxiety the much. 
smaller figures of notified poliomyelitis; with a. certain 
anxiety because, epidemiologically speaking, we do not 
know so very much more about it than our great-grand- 

arents knew about cholera. Sydenham was a goo 
prophet. The cholera of 1849 was the’ subject of three 
bulky reports, by the General Board of Health, by the 
College of Physicians, and by the General Register Office. 
Copies of them, even those in an epidemiological depart- 
ment, need to be handled cautiously in these days of soap- 
rationing ; they ‘are apt to be-very dusty. That published 
by the College of Physicians is the most readable because - 
it is not very statistical and is the work of a single author, 
William Baly (1814-61), a physician of sufficient impor- 
tance to be remembered by D.N.B., but hardly even a name 
to most of us. . l 

William Baly, a student at University College and Bart’s, 

graduated M.D. at Berlin in 1836, became physician to the 
Millbank: Penitentiary in 1841, and- F.R:C.P. in 1846; he 
was thought to be.a rising man, and was’ appointed physi- 
cian to the Queen,-as understudy to Sir James Clark, in 
1859. He was killed in a railway accident when 47... His 
report is quite readable and strictly orthodox, as the official 
report of Q professional body is sure to be. A reader in 
1949 may say 'that, generally speaking, when Baly was quite 
sure, he was quite wrong, and when he doubted he inclined 
to the wrong side, That, however, is a grossly unjust way 
of judging an official report made by a young man a hun- 
dred years ago. We are children of our age, deserve blame 
if, intellectually and morally, we are behind it, but certainly 
none if-we fail to anticipate future discoveries, 


In: 1849 Galenical epidemiology was well stricken in cho] a 
years but still vigorous ; Southwood Smith 788136, oe f 


and John ' Sutherland (1808-91), two of our best practi- 
cal epidemiologists, were Galenists in the sense that the 
epidemiological importance of tainted air, of miasma, was to 
them much ‘greater -than that of contagion. There was 
indeed then living one man, Jakob Henle (1809-85) who 
published in 1840 in his pathological] researches a remark- 
able essay on miasmas and contagions (it was reprinted, in 
Sudhoff’s series of Klassiker der Medizin, in 1910) which 
Baly might have read. Henle’s argument was, briefly, this : 
that while in ancient medicine most epidemic diseases were 
reckoned to be miasmatic, now—viz., in 1840—only one, 
; malaria, would be universally regarded as purely mias- 
matic; three—syphilis, scabies, and hydrophobia—would 
be classed as purely contagious. All the others—smallpox 
measles, cholera, ete.—he classified.as miasmatic-contagious, 
but ‘very: plainly Indicated his opinion’ that the emphasis 
should be'or the contagious side. He-then—as had.Fracas- 
torius.. (1483—1553) ‘nearly 300 years before—put forward 


the idea of a living contagion, perhaps a minute vegetable 
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organism, as the specific biological cause of each disease 
and, more fortunate than Fracastorius, could point to a 
striking analogy, the epidemic disease of silkworms—mus- 
cardine—which had been proved by Bassi and Audouin, 
a few years before he wrote, to be due to a vegetable para- 
site. But Henle could not demonstrate any such contagium 
vivum in connexion with human epidemic diseases, exclu- 
ding scabies. 4 
' Baly does not mention Henle, but he does speak of John 
Snow (1813-58), who had already urged that cholera was 
a water-borne disease, and, quite courteously but emphati- 
cally, rejected his conclusion. Probably if Baly had written 
four or five years later he would have taken Snow much 
more seriously, because Snow’s conclusive statistical proof 
that, as we should now say, mortality from cholera and the 
drinking of polluted water were highly correlated was based 
upon the epidemic of 1854. .Baly, although no statistician 
himself, had a considerable respect for statisticians and 
whole-heartedly accepted Farr’s demonstration ‘that low 
altitude and high mortality from cholera were highly corre- , 
lated. Indeed, it was the basis of his general’ argument, 
which was this. The cholera poison is not a vapour or 
miasma but a solid “ something ” usually conveyed by air 
currents. If this “something” reaches a low-lying district, 
harbouring a poverty-stricken, overcrowded population 
where filth accumulates, then cholera will arise ; low-lying, 
damp, foggy sites were sites of election. He contrasts the 
erratic lines of travel and the persistence of cholera with 
the universality of the great influenza of 1847-8, which no 
doubt he considered a typical purely miasmatic disease. 
He was fair-minded; he admitted the possibility—indeed, . 
the probability—that the cholera poison might be intro- 
duced by other means, that the disease might be contagious. 
He is, however, almost as reluctant to accept contagion as a 
vera causa as was Henle to admit miasma as a reality. 
What must strike a modern Teader, and might have struck 
a contemporary, as Baly’s weakest dialectic is in his dis- 
cussion of how the Asiatic cholera reached Europe and 
America. He agrees that the cholera could spread agains 
the wind, in the teeth of the 


followed the line of human intercourse that it entered 8 
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~ oe ee ! returns to the intestinal lumen there to pick up a fresh 
, load of fatty acid, and continues to travel back and 
\ OF | , 

BRITISH MEDICAL J OURNAL forth until all the fatty acid is absorbed. The freed 
| LONDON l ; l nog acid = se epithelial = was thought by Verzar 
a aie :' ,to pass through an ‘intermediate phosphatide stage 
Pale OCTOBER 8 1949 __} before being re-formed’ into neutral fat. ‘Bhosphatide `“ 

saa formation involves the temporary uptake of inorganic 

| 3 a a ; ' phosphate and may be catalysed by the enzyme phos- 
. ., > FAT ABSORPTION ` phatase which: is present in high concentration in the ' 
intestinal mucosa. Some of the evidence supporting the 
' phosphatide hypothesis may be noted: the. addition of 
phosphate or of glycerophosphate to ‘the intestinal con- 





å í 





The . absorption of the amino-acids ‘and the mono- ` 
saccharides which are released by. the digestion of pro- 
' teins and carbohydrates in the small intestine is.a com- 


. paratively simple process, Or at least it is generally tents increases the rate of absorption of fatty acids from 
described as though it were a simple process.. ' But there a mixture of fatty acids, bile acids, and glycerol ; iodo- 
can be no illusions about the extreme complexity of acetic acid and phloridzin, which inhibit’ phosphatase, 
the processes which are involved in the absorption of depress fatty-acid absorption, and the use of staining - 
` fats. In last week’s Journal (p. 719) we published an methods of doubtful validity purports to show that when 
authoritative: review by Professor H. S. Raper of the these poisons are used fatty acid absorption is blocked 
experimental. evidence which has slowly accumulated because phosphorylation ' does not occur. It is dis- 
during: the last 50, years,, and the changing interpretations appointing to learn that recent studies with radioactive 
that: have, been applied to the available information. phosphorus have not helped to clarify this problem. 
The “ classical theory ” which was accepted a genera- During the’last few years Professor A.-C. Frazer and . 
. tion ago can be briefly summarized. It stated that the -his colleagues, of the Birmingham school, have studied). 
_ food fats undergo complete digestion. in the small intes- the whole question of fat absorption, and the paper on 
tine to glycerol and fatty acids; the latter cannot be fat metabolism and the sprue syndrome which Professor 
absorbed ‘as: such because, being insoluble in water, they Frazer read ‘at the Annual Meeting of the B.M.A. in 
cannot pass through animal membranes. The fatty acids Harrogate last June is published in the opening pages 
are converted by the alkalis of the digestive juices in of this issue. The novel features of the hypothesis of the 
the ‘intestine into water-soluble soaps and absorbed in’ Birmingham school are, first, that fat digestion in the | 
his f A “neither fatty acids nor’ soaps are found intestine is normally very incomplete ; secondly, that 
pone eee d' that the absorbed - neutral fat is absorbed as such in the form of minute _ 
in the thoracic duct, A a saa 1 cells of the intes- emulsified particles ; and, thirdly, that the sera fatty- | 
Soaps ALC reconverted in the epithelia nsported into the acid—bile-acid complexes pass directly from ‘the intes- 
d as siomi a tine into the portal blood and, do’ not travel via the lac- 
‘when teals. Frazer refers to his theory as the “ partition hypo- 
aa familiar | story needed soni amen, stinal thesis, ” because it supposes that there are two routes for | 
— ‘d monstrated that the I it of s for- fat absorption—via ‘the lacteals.or directly into the blood. 
hoe ally too acid to permit. poh base Fat’ particles, so-called chylomicrons, can be detected in 
}, there is not € rth fhe the blood under dark-ground illumination as points of 
a ney ated ™ ight and counted; during starvation they are scanty, | 
‘fusible: . but after a fat meal they increase in number. If rats 
the insoluble and in aiftusible n are given -well-emulsified ‘olive oil the lacteals appe 
le an milky, and the chylomicron count in the systemic bloo 
hro Si rises but that in the portal blood — oe 
nd his colleagues Ee with ‘they concluded that the absorption of. neutral 1a 
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Verzat a mbine © Su a aO the lacteals into the systemic circulation: On the other _ 
e acids can cH ociated with them ace bt hand, -if a mixture of fatty acids and ante j 
ds or else sca c omplex-” Th i dre} administered the lacteals remain relatively free from Ia 
“my as a 50- ed C l This vent or by Ve but. the chylomicron. count in the portal | blood rises 
soluble and K 8 etl oe sharply ; the fatty acid, on ‘reaching the liver, is retained - 
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the lymphatics, and concluded that the missing third is 
absorbed by some other route, possibly directly into the 
blood stream. If cetyl sulphate is added to neutral fat 
„introduced into the intestine it has two main effects: 
it produces a yery fine emulsion and it inhibits the. action 
of lipase. Though in these circumstances the neutral 
fat cannot be hydrolysed to fatty acid, it was found by 
the Birmingham -school that fat is absorbed quite 
‘rapidly: the lacteals soon become milky; and fat quickly 
appears in the systemic’blood, whence it is eres in 
the fat depots but not in the liver. 

As Professor Frazer sees it, the most important pre- 
requisite for the direct absorption of neutral fat is its 
thorough emulsification into particles which are less 
than 0.5 » in diameter: The suggested mechanism of 
emulsification is as follows. Lipase acts on the neutral 
fat—i.e., the triglyceride (glycerol+ three molecules of 
fatty acid)—in stages, splitting off successively each of 
the -three attached fatty-acid molecules. Removal of 
one fatty-acid molecule leaves a diglyceride (containing 
two molecules of fatty acid); removal of the second 
fatty-acid molecule leaves a monoglyceride (containing 
one molecule of fatty acid); removal of the third fatty- 
acid molecule-leaves glycerol. Frazer claims that in 
normal conditions fat digestion is incomplete and that 
lipolysis comes to a standstill before 30% of the fatty 
acid contained in the triglyceride is released. The end- 
products of fat digestion would then be (to use an 
Irishism) ‘mainly -undigested”neutral fat together with 
partially: split products (diglyceride and monoglyceride), 
fatty acids (derived from incompletely and completely 
split triglyceride); and glycerol. An emulsion of neutral 
fat of the necessary fine particle size which is stable at 
the pH and in the other conditions found in the intes- 
tine can be prepared in vitro by mixing neutral fat 
together with its partially split products (diglyceride 
and monoglyceride) and the soluble bile-acid—fatty-acid 
“complexes.” This mixture of ingredients is of course 
exactly the one which is supposed to be present in the 
small intestine as a result of the preliminary partial 
digestion undergone by neutral fat in the presence of 
bile. The newer views reinforce the classical opinion 
that in normal circumstances both lipase and bile are 


indispensable for efficient fat absorption, though the _ 


way in which these ‘substances act is now described in 
different terms. Frazer seems willing to accept in a 
general way Verzar’s view that the passage of the emul- 
sified neutral fat particles through the intestinal epi- 
thelium may involve transient pliosphatide formation. 
It is likely also that absorption is influenced by local 
concentrations of electrolytes, by hormones, and even 
by vitamins. ‘There is a possibility that the adrenal 
cortex, by regulating electrolyte balance in the ‘body 
fluids, may be a subsidiary regulating factor. 
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now well established that very finely emulsified liquid 
paraffin in which ‘the particle size is less than 0.5 p. 


can be absorbed to the extent of 40% by the rat intes- 


tine. Fortunately medicinal liquid paraffin, when used 
in cooking or as a laxative, is not sufficiently finely 
dispersed to be absorbed to a significant degree in man. 

How does all this fresh work aid understanding of 
the various clinical conditions associated with steator- 
rhoea ?} The new theories agree with the old that in 
the absence of bile or lipase excessive amounts of fat 
will be lost in the faeces. But the more obscure kinds 
of steatorrhoea still remain unaccounted for in spite of 
much careful work, which is well reviewed by Professor 
Frazer in his paper. In normal individuals over 95% 
of the ingested fat is absorbed ; in the sprue syndrome 
the percentage falls to 50-80. It is generally agreed that 
in sprue the percentage of the ingested fat which is 
absorbed is not dependent on the total amount of fat 
in the diet. Thus the percentage of fat ingested remains 
on an average about 60 whether the total fat eaten is 
“65 or 95 g. daily. The impaired absorption of fat is 
not due to deficiency of lipase or of bile, nor is it due 
to inadequately fine emulsification of fat in the intestine. 
There is then some undetermined fault in the mucosa 
which hinders the transfer of particulate neutral fat into 
the Jacteals. In other words, it is among the incompletely 
revealed processes which are concerned with fat absorp- 
tion that the cause of sprue and related conditions must 
be sought. The failure in sprue is not limited’to absorp- 
tion of fat; it affects glucose absorption also. Study 


_ of Frazer’s paper will doubtless suggest many new lines 


Of inquiry. 





PROGRESS IN OBSTETRICS, 

In similar papers read on both sides of the Atlantic 
last year Haultain? 2 outlined the progress made in 

obstetrics over the past twenty years and suggested 
further possible improvements. His review, which is 
based on hospital statistics, records a progressive fall 
in maternal mortality and morbidity which is gratifying 
‘to read. Equally noteworthy is the improvement in 
recent years in the hospital figures for stillbirths and 
neonatal deaths. Changes for the better in social, 
economic, and nutritional conditions, the employment 
of suitably qualified resident obstetricians,.advances in 
medical knowledge and technique,.the applications of 
chemotherapy, and the wide use of blood banks—all 
played a _part in increasing the safety of mother and 
baby. Haultain rightly emphasizes that in so far as the 
baby is concerned some of the credit must also be given 

1 Edinb. med. J., 1948, 55, 463. 
mer. J. Obstet, Gynec., 1948, 55, 733. 
2 fbi 1546, 01, Toural. 1949, 1, 260. 


_ BIbid., 1945, 2, 294. 
6 Ibid., 1935, 2, 1143. 


~ 


800 Ocr. 8, 1949 


x 
a v PE \ 
` -r 
ys? 


' to the advent of the paediatrician on to the staff of the ’ 


.. maternity hospital. But progress has not been. confined ` 
to inétitutional midwifery : the - - provisional figures for 
1948 for the whole country are very impressive, with 


; the maternal ‘mortality ‘rate 1.02 per thousand - births, 
“the stillbirth rate 23.1 per thousand births, and the 


4 


neonatal death, rate 19.7 per thousand live births. . 
At first sight these figures appear to’ eclipse. those 
which are recorded in recent annual reports from the’ 


| larger and teaching maternity hospitals,, the efficiency’ 


of which is usually measured by ‘their, vital statistics. 


` The discrepancy, however, is accounted for first by the « 


‘fact that the Registrar-General’s figures for maternal . 


- mortality, unlike’ those from the hospitals, exclude deaths ` 
from associated diseases—heart disease, for instance, is 


a common cause of death in pregnancy. Secondly, as 


! Haultain points out, hospital statistics are greatly. 


affected by the number of women admitted as emer- 
gencies, for, excluding those who die. as a result of. 


systemic ‘disease, the’ deaths in hospital occur almost 


entirely among the cases in which ‘pregnancy or labour 


ar 


home. 


has become complicated’ or has been mismanaged . at 
Tf, howéver, only booked cases are considered , 
then the ‘hospitals can cldim excellent . results, even 
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Health Service in its present form might hinder progress, 
especially so far as‘domiciliary obstetrics is concerned. 
These critics argued that the Service sepdrates hospital 
from domiciliary practice, and this at a time when the 
great. benefits resulting from the integration of antenatal, 
domiciliary, specialist, and hospital services, including 


' the obstetric ““ flying squad,” have been proved: Thus 


Emblin* was able to report that after the co-ordination 
of these services in his area into a municipal obstetric 


organization 5,000 consecutive deliveries’ were super- ' 


vised. with only. one maternal death, and that due to 


leukaemia ; at the same time the stillbirth and neonatal | 


death rates were also reduced. ; | 
If there is still no integration of the services of 


those looking after the pregnant woman there is still- 


less integration of opinions on the part obstetricians, 
general practitioners, and midwives should each play 
in making what is essentially a normal process still more 
` safe than itis for the mother and the child. The Royal 


College of Obstetricians and Gynaecologists, in a report: 


issued in 1944, considered that only general practitioners 


with special experience in midwifery should practise 


obstetrics, and it was roundly asserted in. the Prac- 
titioner “special number on the N.H.S. that “ the aver- 


though such patients include many selected for- hospital - áge midwife is better, trained to deal with normal mid- 


„care in anticipation of an abnormal pregnancy or of a 
‘difficult ' confinement. ` 
‘ overall: results obtained at different hospitals ‘cannot be 
compared without’ making allowances for such factors 


It might be said here that the 


_as the percentage of cases admitted as emergencies and . 


i by the hospitals. 


the social and economic ‘complexion of the areas served , 
The general -standard of domiciliary ` 
midwifery in any district can usually be appraised by 


: “analysing the, ‘numbers and types of cases admitted as 


| emergencies to ‘the local hospitals and the condition ‘of 
_.those patients at the time of admission. > 


One: method. of making further progress would .be to 
reduce the number of emergency: admissions, for though 
in some cases they are unavoidable, in the majority: they 
reflect either on the selection of cases for home con: 
finement or on the conduct of ‘the labour at ‘home. A 


E suggestion which was-warmly received at the Twelfth, 
British Congress of Obstetrics and Gynaecology in 


London last J uly" was the establishment on the American 


` model of a maternal mortality committée -in’ every area 


— 


to inquire into every maternal death whether at home 


orin hospital, and to apportion the blame constructively 


and instructively between patient, relatives,, midwife, 
general practitioner, specialist, and ancillary „services. . 
In ‘Chicago, where such'a committee exists, Davis and 


' Gready* concluded from the analysis of the cases at the 
- Lying-in Hospital that two out of every three deaths 


could have been avoided. - At the British Congress, 
however, some speakers were fearful that the National 


f 


wifery than is the average general practitioner.” If this i is 
indeed the opinion of obstetricians in this country.then we 
suggest that they should seriously look into the adequacy 
of the teaching they give students in hospital, and into 


the adequacy of the examinations conducted , which: 
_ enable those who pass-them to have their names put on ` 
the Medical Register. . The present attitude of obstetri- 
cians to general practitioners is'but one aspect of the . 


present tendency to see the general practitioner as some- 
one who sorts out cases for reference to. the specialist. 


We seem indeed, to be drifting into the absurd position-in’. ` 


which the midwife is looked upon as the specialist. in 


mal midwifery.. A spirited defence of the general prac- 
titioner’s ‘place in domiciliary midwifery was published 


_ four years ago in this Journal by Dr. D. D. Logan and . © 


Dr. a K.. MacKenzie.“ 


= ; Maternity prachee, ” they 
wrote, 


“is the very root of general practice.” When 


the writer in the Practitioner attacked ‘what he called ` 


“ the new type of general practitioner-obstetrician wield- 
ing the forceps” had he forgotten the pre-war type of 
obstetrician who wielded the knife in’ the practice of 
caesarean section? In 1935 Dr. J.. Bright Banister’ 


stated that the incidence of the operation ‘was far too - 


high, basing his observation on a series of 3,486 cases 


“of caesarean section, ,1, 763 of which were taken from 


the reports of five large maternity hospitals in Britain 
during the years 1922-32. If the specialist obstetrician 
sees mistakes made by the general practitioner he should 


a 


formal and the obstetrician as the ‘specialist i in abnor- — 


— 
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recollect that the converse is also true,. and the history - modern developments 3 in the technique of epidural anal- 


of caesarean section between the two wars’ is’ sufficient 
illustration of the limitations of the expert. 
unfortunate that these attacks have been made on the 
general practitioner, because they can ‘increase neither 
his confidence in himself nor the confidence, of. his 
patients in him. They have created an.atmosphere of 
competition. between the general practitioner and the - 
midwife which can lead to no good: ‘No one-appreciates 
the excellent work done by midwives more than does 
the general practitioner, but surely he can be of no use 
in an emergency unless he has continuous experience in 
the conduct of normal midwifery. It is to be regretted 
that the introduction of ‘the National Health Service has 
given rise to these wrangles about the competence of 


general practitioners to do the work for which they were | 
trained. The administrative division of responsibility 


has not made matters easier: What is essential is to 
see that the pregnant woman has the best care that can 
be made available, and in the provision of this the mid- 


. wife, the general practitioner, and the obstetrician have 


‘tone in blood vessels. 


their essential and ‘complementary parts to play. The 


family doctor is the one person who fully understands 


the domestic background and psychological make-up of 
the woman who is to bear a child. That. he should be 
fully competent in obstetrical technique is first and fore- | 
most the responsibility of those who teach. him while he 
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CAUDAL ANALGESIA 


It is most . 


{ 


gesia enable the effect to be maintained without much 
danger or discomfort for as long as a week or 10 days. 
The -number of, vasomotor fibres inactivated can be 
controlled, and it is possible by the catheter technique 
to abolish vasoconstrictor impulses arising from a 
selected: band ‘of segments. A temporary and rever- 
sible denervation of the kidney and suprarenals can 
thus be obtained: its completeness—and hence the 
degree to which the. blood pressure is lowered—can 


. be kept constant or varied from hour to hour. Hingson 


The visit of Professor R. A. Hingson to Britain this . 


summer has stimulated interest in ‘a new therapeutic . 
concept, the treatment of the various conditions associ- 


, ated with angiospasm—such as eclampsia, reflex anuria, 


phlegmasia alba dolens, post- -traumatic dystrophy; and 
gravitational ulcers—-by continuous caudal analgesia. 
Elsewhere in this issue we: publish the paper which 
Professor Hingson . read ‘on this subject at- the 
Annual Meeting of the British’ Medical Association 
at Harrogate. 

It- had been suspected since 1934 that. autonomic 
vasoconstrictor fibres may be inactivated by concen- 


| trations of anaesthetic which have little effect on sensory 
and this was confirmed. in. ' 


and none on motor fibres,! 
1946 by Sarnoff and Arrowood.” It is thus. ‘possible, 
by choosing the right strength of solution, to single 
out for attack the vasoconstrictor impulses which are 
responsible for maintaining a pathologically increased 
This would be of .prognostic . 
use in hypertension even if the effect lasted, no longer 
than a single dose of procaine or amethocaine; but ` 
1 Heinbecker, P., et i Arch. Neurol. Psychiat., Chicago, 1934, 31, 34. 
o 13, poe - | 


4 Dieckman, W. J., Amer. J. Obstet. Gynec., 1948, 55, oH. 
5 Apgar, V., ” Curr. "Res. Anesth., 1948, 27; 7, 49. ; 
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maintains that in certain cases of renal ischaemia the 
best results can be obtained by alternaté dilatation and 
constriction of the: renal vessels, on the analogy of the 
pavex treatment for ischaemia of a limb. This effect 
can be produced by alternately carrying the block above 
and dropping it below me level of the upper thoracic 
segments. 

In a paper’ published i in 1947 7 Hingson has recorded a 


‘ number of cases in which the results of. treatment were 


impressive. As he says: 


No one can watch a hypertensive, eclamptic, comatose, 
convulsant patient in acute heart failure and pulmonary 
oedema, rescued within 30 minutes by a therapeutic con- 
tinuous caudal or continuous spinal anaesthetic, which fre- 
quently lowers the ‘blood pressure 100 mm. of mercury, 
‘and simultaneously relieves headache and blurred vision, 
raises the skin temperature of the feet 30° F. (16.5° C.), 
diminishes near fatal pulmonary oedema, slows and steadies 
the failing heart, increases renal output, and coincidentally 
_ abolishes pain, without appreciating that in this mechanism 
-lies one of the most potent weapons the physician pos- 
sesses to wage against disease and death. 


This new therapeutic method has been ' described as 
potentially the most important contribution to the treat- 
ment-of eclampsia in the past decade, for it provides a 
means of ‘bringing the condition under control with- 
out recourse to centrally acting depressant drugs which 
must increase the ‘strain on an already strained meta- 
bolism. Control of eclampsia can usually be main- 
tained for as long as is required, but constant vigilance 
is imperative. 

Continuous autonomic block is not a simple method 
' of treatment ; it entails a knowledge of the physiology 
and the anatomy of the autonomic system and the 
vagaries of the caudal canal, of the pathology of the 


‘angiospastic states, of the pharmacology of local anaes- 


thetic drugs, and a.certain amount of manual dexterity. 
It would seem that the person best fitted to use the 
method is the well-trained anaesthetist, whose help 
in these matters is already being sought by his col- 
leagues. However, the control of angiospastic states 
by this means requires individual attention for long: 
periods, and few practising anaesthetists are able to 
: spend enough time in the wards even to supervise 
to their satisfaction the post operativo care of their 
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surgical patients. It may be that'a number of thera- 


peutic anaesthetists will eventually be required, familiar 
with such techniques as continuous epidural, segmental 
spinal, and lumbar peridural analgesia and with the 
nerve blocks appropriaté to the relief of the many 
\varieties of post-traumatic pain, and experienced in the 
control of the bronchoconstrictive attacks of asthma 


and of the vasoconstrictive ‘attacks of eclampsia and, 


allied conditions. To carry out this work, which is 
time-consuming and cannot be hurried, its practitioners 
would have to be freed to some extent from thé obli- 
gation to spend several hours'each day in the oper- 
ating theatre. ‘In the United States and Canada some 
steps have already been taken to overcome this diff- 
culty, and regular nerve-block clinics, staffed by anaes- 
thetists trained in the hard- school of surgical anaes- 
thesia, have been established at’ many of the larger 
hospitals.° 

As a means of relieving the pain’ of labour and 


delivery continuous ‘caudal analgesia has been very. 


widely used in North America since its introduction by 


' Hingson, Southworth, and Edwards in 1942, and it 


has been ‘shown to be a safe and efficient method. 
Traditional British conservatism probably accounts for 
the fact that the method has not been taken up to 
any great extent in this country ; other reasons for this 
may be the comparative stoicism of British mothers, 
the lower proportion of hospital deliveries, unwilling- 
ness to adopt the fashion for forceps which prevails 
in America, scarcity of anaesthetists possessing both 
the knowledge and the necessary time, and lack of 
adequate equipment, which is not yet made in this 
It should be added that other methods of 
obstetric analgesia are better developed in Britain than 
anywhere else in the world, but they nearly all entail 
some degree of general intoxication and transplacental 
narcosis, and ‘they are thus unsuitable for the handi- 
capped. mother or for the. premature infant.’ There 
is no doubt that continuous caudal analgesia can confer 
benefits to mother and baby which they should not be 
denied,’ and it is to be hoped that obstetricians in this 
country will not be satisfied until they can obtain. it 
at least for those mothers for whom it is specially 
indicated. i ig 


RADIATION INJURY 


The development of atomic energy research has led to a 
great increase in the number of people exposed to ionizing 


radiation. Before this development took place the number: 
‚exposed to risk was comparatively small ; many had some 


knowledge of the biological effects of radiation and nearly 
all had an appreciation of the possible dangers and neces- 


1 1 Acta radiol. Stockh., 1949, 32, 17. 
2 Knowlton, N. P., et al., J. Amer. med. Ass., 1949, 141, 239. 


sary precautions. Conditions of work and the measures. 


‘to be taken for protection were laid down by the British 


o 


X-ray and Radium Protection Committee, an unofficial 


‘body formed in 1921, whose recommendations were widely 


accepted. Methods of handling radioactive materials and 

of using x-ray apparatus became as much matters of care 

and routine in most radiological departments as are aseptic 

surgical techniques in operating theatres. Occasional cases 

of injury have occurred from time to time, however,. 
usually asthe result of lack of care or inadequate know- 

ledge. Hultberg! has recently published an account of 

two such cases—one in a surgeon who suffered acute and 

serious injuries to his hands and in whose blood also some 

changes were noted after the use on seven occasions of 

fluoroscopy to control the reduction of fractures; the 

other in an industrial worker engaged for two years in‘ 
the fiuoroscopical examination of castings, who paid for 

his disregard of the regulations by the loss of both index 

fingers. 

Work on atomic energy has progressed in secret, and 
the damage done to human lives in the U.S.A. and Russia 
during the preparation and testing of atomic bombs is not 
known. From the information available it appears that 
serious accidents have been few considering the urgency 
and vast extent of the efforts made and the large number 
of work-people who had no understanding of the danger 
that they could neither see nor feel. Reports of damage 
have appeared from time to time ; the latest, published last 
month,” gives an account of four men injured during tests 
at Enewetok Atoll, the United States Atomic Energy Com- 
mission’s proving grounds. Fortunately the men received | 
only a small dose of total body irradiation with gamma 
rays, but the beta ray doses to their hands were high and 
the damage serious and permanent. Exposures varied from 
40 to 60 minutes. The man least affected had a severe 
erythema and vesiculation, but the Jesions healed with only 
a little residual reddening at the end of a year. The other 
three had skin, and in one case tendon, necrosis ; prolonged 
treatment with grafting was required and at the end of a 
year much disability still remained with the prospect of 
possible late effects still to come. The details of ‘the tests 
are secret, but the general account of how this accident 
occurred is most significant; “ This work involved the 
handling of radioactive materials which emitted large 
amounts of beta and gamma radiation. A deviation in 


' the prescribed procedure undertaken to expedite the opera- 


y 


tion resulted in the handling of' these radioactive sub- 
stances directly with rubber-gloved and sometimes with 
bare hands rather than with the remote handling devices 
that had been provided.” “ Deviations in prescribed pro- 
cedures” are generally at the bottom of such accidents, 
which are commonly due to lack of knowledge. Those 
whose duty it is to lay down regulations have to remember 
that they are unlikely to be carried out unless the people 
concerned possess some understanding of the reasons’ which 
make them necessary, and those in charge of work-people 
who may be exposed to radiation have to develop a sense 
of personal responsibility for their safety and be prepared 
to lose their reputation for professional competence should 
accidents occur. 

Arrangements for protection against the dangerous 
effects of radiation have been admirably conducted in this 
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country in the past. International recommendations, based 
largely on the British proposals, were adopted in Stock- 
holm in 1928 by the Second International Congress of 
Radiology at the instance of the British committee. ‘Much 
arduous and valuable work has recently been done by the 
protection subcommittee „of the Medical Research Coun- 
cil’s committee on the medical and biological applications 
of nuclear energy and by its tolerance doses panel. Under 
the Radioactive Substancés Act the Government has 
taken wide powers of control over the manufacture, 
supply, and disposal of radioactive substances. 
the power to impose safety regulations for ‘occupations in 
which radioactive substances and irradiating apparatus are 
used. It is to be hoped that as more people are employed 


in occupations iri which irradiation is a hazard tragic 


“deviations from the prescribed procedure” will be 

avoided. People with no real knowledge of the dangers 

do not regard official regulations in. the same way as those 

who, understanding the dangers, accept recommendations 

made for their protection by their own professional. bodies. 
/ f 


MYOIDEMA ; 


The phenomenon of myoidema has aroused interest from 
timie to time since it was first described by Robert Graves 
and William Stokes! in 1830. Its distinction from myotatic 
` irritability has not always been appreciated, though most 
of the earlier writers were emphatic on this ’ point. 
For instance, Lawson Tait,? who suggested the term 
“myoidema,” insisted that a “nodule or intumescence” 
of muscle at the point percussed was the essential feature 
of the sign; he frequently observed the sulcus or linear 
contraction of myotatic irritability in the healthy. Although 
once believed to indicate pulmonary tuberculosis, and even 
thought to have a value in determining which side was 
diseased, myoidema is now usually stated to occur in 
most diseases associated with wasting. Denny-Brown and 
Pennybacker,*® in their detailed study of fibrillation and 
fasciculation in -voluntary muscle, observed two patients 
with malignant disease who presented this sign. They con- 
cluded that myoidema was a response of the whole muscle 
fibre to intense mechanical stimulation. ‘It appeared to 
them to be an exaggeration of a normal phenomenon and 
unrelated to the fine fibrillation of denervated voluntary 
muscle or to the fasciculation so characteristic of motor 
neurone disease. ve 
The cause of this increase in muscular excitability has 
remained a matter for hypothesis, although Koumans* and 
Seto® believed that malnutrition and ‘vitamin deficiency 
were important factors. In this, number of the Journal 
Drs. G. F. Taylor and P. W. Chhuttani bring forward fur- 
ther evidence supporting this suggestion: They noted’ the 
frequency of myoidema in Indian troops in the Middle 
East and Iraq, and in a detailed survey. found that it,was 
higher in Indians in hospital than in those on duty ; higher 
in vegetarians than in meat-eaters; and higher in Iraq 
than in Syria and Lebanon, where conditions were less 
1 Dublin Hospital Reports, 1830, p. 70. i 
2 On the Myoidema of Phthisis, 1872, Dublin. 
3 Brain, 1938, 61, 311. 


os 4 Wien. klin. Wschr., 1928, 41, 524. 
5J. Okayama med. Soc., 1937, 49, 789. 
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arduous and, perhaps, the diet better. Myoidema was less 
frequent in British troops than in all other groups exam- 
ined, The authors were able to relate these variations in 
“incidence with the frequency of vitamin deficiency as indi- 


‘cated by angular stomatitis, glossitis, cheilosis, and Bitot’s 


spots. Severe myoidema was noted in each of 82 patients 
with peripheral neuritis, and its intensity diminished pari 
passu with the improvement which followed treatment with 
‘thiamin. In addition, many men with vague myalgia and 
muscular cramps presented intense myoidema; in these 
also the symptoms disappeared after the administration of 
thiamin. Taylor and Chhuttani conclude that in the 
patients they observed myoidema was related to the nutri- 
tional state and was probably a sign of thiamin deficiency. 
This conclusion may help to rescue myoidema from the 
limbo reserved for physical-signs of undetermined signifi- 
cance and doubtful importance. 
j: ! 


TRICHOSTRONGYLUS AND STRONGYLOIDES 


Infestation óf herbivorous mammals with various species 
of the nematode Trichostrongylus is common throughout 
the. world, far more so than human infestations, which 
formerly were regarded as accidental, the result of 
proximity to infected domestic animals. But records of 
Trichostrongylus as a human parasite have been appearing 
with increasing frequency, from India; Russia, Africa, 
N. America, and especially from the Far East, where 
T. orientalis is stated to be not uncommon as an infection . 
in agricultural workers. The account in last week’s Journal 
(p. 737), of a helminth survey in Abadan by Dr. I. S. 
Stewart serves to emphasize the probability that Tricho- 
strongylus may have a much wider range in the human 
host and be more prevalent than was suspected, for in 
routine faecal examinations its eggs may easily be over- 
looked because of their close resemblance to those of hook- 
worm. Although the degree of the infection in the Abadan 
-~ survey was light, the number of positive results recorded 
(70%) is surprisingly high, and suggests not only that the 
circumstances are favourable for oral ingestion of the inféc- 
tive. larvae but that the species appears readily adapted to 
the human host. The identity of: this species is not yet 
known, but failing its determination by the recovery of 
adult worms at necropsy some information might be 
obtained by identifying the species harboured by the local 
sheep, which are evidently the original source of the 
human infection. 

In quite a different category is Strongyloides (S. ster- 
coralis), a well-established human helminth which is 
harboured by some 35 million people in tropical and sub- 
tropical countries; its distribution is similar to that of 
hookworm. Unlike Trichostrongylus—the similar sound- 
ing name is of little significance—whose life-cycle is direct 
and simple, Strongyloides undergoes a very complex ‘and 
varied development. This is exemplified particularly in 
its free-living or exogenous phase, which culminates in 
infective skin-penetrating larvae ‘comparable with those of 
‘hookworm or in a free-living sexual generation which in 
turn produces infective larvae. Research in recent years 
-has shown that the parasitic phase in the human body is 
also highly- complex. Contrary to the belief that no 
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helminth can multiply inside the body of its host but must 
` pass its offspring to the exterior, the larvae of Strongyloides 
are apparently capable of substituting an internal‘ migra- 
tion ‘for the usual external migration. They pass Fom 
the small intestine, where the parasitic females ‘reside, ` 
through the gut wall to the circulatory system, thence to 
the lungs and back -to the intestine, where they reach- 


maturity. Pulmonary'changes, of which Dr. F. L. Corrigan . 


has recently recorded an interesting example in this Journal 
(October 1, p. 738), are associated with this phase, in which, 
it is assumed, repeated invasion of the tissues by the 
` migrating larvae reduces the local tissue resistance. 


n f NO 


PROTECTING THE \CONSUMER 


The Government decided in November, 1943, to make the 
Minister of Food responsible for exercising the powers 
. previously given by Parliament to the Minister of Health, 

under the Food: and Drugs Act, to’ make regulations deal- 
ing with the composition and labelling of food. The 
` opportunity was taken to modify statute law. *The Defence. 
(Sale of Food) Regulations altered the definition’ of food’ 
to include any substance used as a food for human con- 
sumption even though it is also capable of being. used as 
‘a medicine, and, in addition, madè it an offence to describe 
falsely or otherwise to- mislead the public on the nutritional 
' or dietetic value of a food.' This and subsequent legisla- 
tion was of such /a detailed nature that the Ministry, of 
. Food ‘undertook to advise the trade on labelling and 

ı advertising. In this way it was hoped to secure compliance 
with the law by the co-operation of traders. Accordingly 
the administration of these regulations has been based on 

the ‘assumption that more’can be done by ‘persuasion to 


_ secure the elimination of misleading descriptions and 


claims than would be possible by the. processes of the law. 
The achievements of the Ministry in this field, of consumer 
protection are impressive and have brought about many 


_ changes in the descriptions of, and the claims made for,” 


_ pre-packed foods and, indeed, in the outlook of manu- 
facturers. An interesting account of four years’ work in 
this field has recently been published. | 

Some of the quite unjustifiable claims which came ‘under 


scrutiny are quoted. A breakfast cereal food claimed . 


“ phosphates for the teeth and bones, and iron for the 
blood ”, the label oma packet of dried herbs claimed that 
it provided “vitamins A, B, and C”; and there was! a 
' food consisting mainly’ of flour which quickly restored to 
. health “infants in the last stages of emaciation.” All of 
these claims and many more similar ones have been 
abandoned or greatly modified. There. was obviously 
plenty of scope for reform, and the Ministry, in ‘the exercise 
of a duty to the consumer about which too little is known, 
has based its actions and advice on certain general 
principles. ._It has been accepted that, when a name or 
: description of a product incorporates the name of a food, 
that food must ordinarily be present in a significant 
quantity ; that if the description of a food includes the 
names of two or more ingredients—for example, “ malt 


extract and cod-liver oil”—the ingredient present: in ' 


1 Ze Advertising, Tane aing and Composition of Food. 
S.O. Price Is. 6d. 


London, 1949. 
H.M ce net. weer 
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‘in fact that value is insignificant. 
-the obviously sound view that if it is claimed that a food is 


‘meanwhile the subject of codes of practice. 


greatest quantity should be named first ; and that qualify- 
ing adjectives which indicate the true nature of a food 
should be given the same emphasis as the rest of the 
description. On nutritional or dietetic claims difficulties 
have arisen not so much with the false claims for which 
there is no scientific foundation as with the claim which 
implies that a food has a dietetic or nutritional value when 
The Ministry has taken 


nourishing it ought to contribute a significant amount of 
nourishment ; if a food is said to be “body building” 
then it should provide a material amount of protein, and 
so on.: In assessing the justification for such claims 


|. account is taken of the amount of the food ordinarily con- 


sumed in a day by the average individual. Difficulties of 
this kind led the Ministry to seek the advice of the Medical 
Research Council about vitamins and minerals in the diet, 


_ and resulted in the adoption of a code of practice which 


exemplifies the twin principles that nutritional claims must 
be justified by the presence of a significant. quantity of the 


substance and with regard to the amount likely to be 


consumed by the average person. 
- The. Food Standards Committee, set up to advise the 


Minister has been responsible for the introduction of 


standards of composition for certain foods. The future 
programme of this committee is heavy; and many of the 
foods which in due course will come under review are 
These codes, 
which are set out in, detail in the report, represent agree- 
ment between the Ministry and informed trade opinion on 
the descriptions and standards appropriate for particular 
classes of’ food. They have not the force of law, but.they 


are generally accepted by traders and have done much to ` 


protect the consumer from being misled. 


= ` DISTINCTION AWARDS 
Consultants and specialists considered to be eligible for 


distinction awards are being asked by the Awards Com-, 


mittee to fill ina form and give details of their qualifications 
and experience: In this form the candidate is invited to 
give details of degrees and other qualifications under the 
heading of “university and/or medical school education,” 
of academic distinctions such as prizes and scholarships, 
of clinical training and experience; of present and past 


appointments, and of teaching experience. He is also asked _ 


to give details of research and publications and of war ser- 
vice. Space is also left on the form for “any other infor- 
mation and remarks.” In referring last week to the sug- 
gestion of a points system of assessing distinction we: did 
not mean to imply that the Awards Committee was attempt- 


ing to assess candidates without such detailed information . 


as is now being sought. 


j 


Dr. Geoffrey Marshall, O.B.E., F.R.C.P., will deliver the . 


Harveian Oration before the Royal College of Physicians 


of London (Pall Mall East, S.W.) on Tuesday, October 18, 


at 3 p.m. His subject is “ Individuality in Medicine.” 
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ON BECOMING. A GOOD DOCTOR 
,ı BY 


SIR HUGH CAIRNS, K.B.E., FRCS. 


We print below a slightly shortened version of the. inaugural’ 
address at King’s College Hospital on September 30. 


Our medical world is in a state of rapid change. On the one 
hand we have..the National-Health Service, which is’ faced with” 
the stupendous task of providing not only doctors and nurses 
' but also sufficient hospital beds and good ‘equipment to meet 
the needs of. the nation’s sick. On the othér hand we have the 
changes wrought by medical research’ and discoveries in the 
basic sciences, and these changes have, become more numerous 
and more important in the last 30 years than. they used to 
be. Think only of the effect of the discovery of insulin and. 
penicillin and of the modern treatment of anaemia. That is 
not all, for looming close ahead are substances which will be, 
effective in treatment of the’ various types of rheumatism and 
cancer. You might suppose from this conjunction of changes, 
and from what has been said about social medicine and health 
centres, that the majority of the doctors of the future will spend 
their time in preventing disease, in keeping people well. I do 
not think that things will turn out that way. So far from 
reducing the hospital population these life-saving discoveries 
seem to increase the need for yet more hospital beds. Beds are 
required often for long periods to treat Patients who would 
have died but for the new remedies. And more often than 
not these patients survive to: get ill again on some future 
occasion. 
prevention of disease and ill-health, but the fact remains: that 


for most of us the main’ task of the future will. be, as it has ' 


been in the.past, the care of sick people. Our ’main’ objective 
is to become good doctors. i ss 


f - is } 


A Good Doctor 


How does one become a good doctor ? When ‘one doctor 
says of another, “He is a good doctor,” there is a particular 
meaning. You will bear the expression used not only about : 
some general practitioners but also about some specialists. As 
I understand it a good’ doctor is one who is shrewd in diagnosis 
and wise in treatment; but more than that, he is a person who 
ever spares himself in the ‘interests of his patients ; 
addition he is a man who studies the patient not only as a case 
but also as an individual. . ; 


Diagnosis and treatment are of course the basis of our - work 


with patients. We learn these subjects day in and day out as 
we walk the hospitals, and we have to pass examinations in’ 


them. I do not propose to discuss them’ except, to emphasize 
that after graduation none of us is infallible ; if we accept this 
fact and are prepared to go on learning, our mistakes will, tend 
to become less frequent and less serious. 

How does one learn to devote oneself unsparingly to one’ S 
patients? -You cannot get this from books or from formal 
clinical instruction. It is something which is-passed on from 
one generation of doctors to the next, and the easiest way to 
acquire it is to work with a doctor. who already has it ‘in his 
blood. Lister, ‘for example, was a “good doctor: he used to 
visit his patients in King’s every day, including Sundays, and 
his eminence and his preoccupation with research did not pre- 
vent him from showing great understanding ‘and consideration 
of their feelings.” 

Your patients need from you more than diagnostic and 
` therapeutic efficiency. They do not come'to you to be cured; 
they come to be relieved of their pains and. other symptoms 


and to be comforted. Given the choice, they would usually , 


prefer a kind doctor to an efficient one. Never forget that the 
patient and his relations are usually frightened and anxious— 
upset in their normal lifé to such an extent that they are pre- 
pared to call you into their lives and to tell you the most 
intimate facts about themselves, though you may be unknown 
to them except as a member of an honourable profession. '- In 
. their anxiety, especially when things are not going well for 


`~ 
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them, they may on rare occasions be rude to you and offend 


‘your dignity. This may be hard to bear, especially in the 


early days of one’s medical life, before one ‘has lost one’s self- 
consciousness at the bedside and has become wholly familiar 
with clinical technique. Under such trials you must humble 
yourself and continue to treat your patient with consideration 
and kindness, never forgetting for one moment that he is an 
anxious and overwrought individual, and that in seeking your 
advice ‘he has paid you the compliment of admitting you to 
his life and confidence. 


A Sense of Urgency | 


l Emergencies teach you how to devote yourself unsparingly 
to your patients and give that sense of urgency which all good 
doctors havé. To have a share in saving the life of a patient 
who is dying from haemorrhage, peritonitis, respiratory obstruc- 
tion, or meningitis is an essential part of the doctor’s education. 
You learn then to observe quickly, to pick out the essential 
-points of the illness, to apply first principles of therapy promptly, 
and to think clearly even when you are wracked with anxiety 
abòut the patjent’s welfare and your own responsibility for it. 
This. anxiety which an -emergency arouses in you is an inevit- 
able and normal reaction—enough to numb all thought but 
for your training. Don’t run away from it, or seek to hide it 
beneath swagger and pomposity. Instead, familiarize yourself 
with it by staying with the patient at his bedside, by helping 
to nurse him, and by making accurate record of the events as 
they occur. Student nurses seem to assume their responsibili- 
ties in such cases more easily than do medical students; it is 
the difference between the practical and the theoretical approach 
to the problem of saving human life. 

The good doctor,,.whether general practitioner or specialist, 

is-also a man who studies the patient’s personality as well as 
his disease. ` In the past this was. done by; the light of nature: 
the good doctor started by being ‘interested in his patients as 
individuals, and eventually his experience taught him to size 
‘up quickly:most types of mankind and to know the reaction 
of each type to disease. This was instinctive unformulated 
knowledge. But now the position -has changed, thanks largely 
to the medical work ‚during the recent war, when we were 
fighting for our lives and it was realized that the adjustment 
of each. individual to the conditions of war, and his capacity 
to work and fight, depended as much upon his personality as 
on his physique. Na 
' The manifestations of : an illness are much coloured by the 
personality of the patient. What you are studying at the bed- 
side is not- disease but disease in a patient. When you are 
asked to stitch up a cut finger it may not seem to matter very 
‘much what type of personality the patient has; though it is- 
rather fun to try to find out without taking too much time 
about it. But if the patient has broken his leg, or has to 
undergo any prolonged illness, his subsequent successful return 
to his work, and his happiness at home, will largely depend 
on what type of man he is and the particular measures which 
are taken to deal with his reactions to illness. Of the people 
who are suddenly removed from their normal life by breaking 
a leg, some may be perfectly philosophical and sensible, with 
assured jobs to which they promptly return’ when the leg is 
mended; but others may be so constituted or circumstanced 
that they are consumed ‘by genuine or imagined worries which 
will produce strange symptoms, symptoms which are not in 
the textbooks. And if not treated these symptoms will inter- 
fere with the patient’s return to normal life. 

The study of personality of patients is not a matter for the 
psychiatrists: it can be formulated on systematic common- 
sense lines, and it is something which all doctors can do them- 
selves. And it can bè learned by the medical student. What 
it amounts to in essence’ is that in addition to studying the 
patient’s disease you find out about his life and work and 
family background. If you are prepared to give the time to 
listening to what he has. to tell you of himself you will be 
richly rewarded not only by rapidly acquiring a knowledge of 
human nature but also’ by increasing your effectiveness in 
treatment. And the patient will have much more confidence 
in you than if you merely regard him as a case. 
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Science and Research , 


So far I have talked about the art of medicine, and now I 
must say something about the science and its relations with the 
other sciences. It must already be clear to you that progress 

in clinical medicine is largely dependent on advances in the 
basic and biological sciences. In my student days when we 
passed our examinations in physics and chemistry, and even 
in the pre-clinical subjects, we often said to ourselves: “ Thank 
goodness that’s over and done with.” This was a short-sighted 
policy, and with each new application of science to medicine— 
such subjects as electronics, modern statistical methods, radio- 
active isotopes, and the application of plastics in surgery and 
dentistry—I find myself regretting my lack of basic scientific 
knowledge. 


No one can hope to keep up with more than a fraction of 
the work which is going on, but, such is the pace and power of 
scientific progress, it is essential for your competence and your 
intellectual comfort as doctors that you should maintain a 
general interest in`scientific matters. This sounds a tall order, 
but it is surprising how much you can glean from the popular 

‘scientific journals and from talking to your scientific friends. 
Never forget that there is so very much in medical- science 
which is stil! unknown. Beyond the established knowledge 
‘that is set out. in your textbooks there are many things which 
will be discovered in your lifetime, often with profound influence 
on your medical practice. 

What part can the clinician himself play in research? There 
is scarcely a disease in which a thorough and sustained clinical 
investigation will not add new facts, and -occasionally dis- 
coveries of outstanding importance can be ‘made by clinicians 
who keep good records and are alert to observe the unusual. 
A recent example is the discovery by Gregg, an Australian 
ophthalmologist, that German measles in the early months of 
pregnancy may seriously damage the organs of sight or hearing 


of the foetus. . The application of scientific discoveries in the . 


clinical field—for. example, the application of new remedies— 

also requires careful clinical research ; and the whole clinical 

field is full of problems which can be worked out by a com- 

bined attack in the wards and laboratories. 
e) 


` 


Lister’s, Inaugural Address 


One must be’ prepared to approach one’s clinical problems 
on the broadest possible basis. In the last 50 years, with the 
growth of specialization there has been a dangerous narrowing 
of medical activities. I can best illustrate this trend by remind- 
ing you that when Lister was appointed as professor of surgery 
to this hospital his inaugural lecture was mainly on the fermen- 
tation of milk. What would people think to-day if a professor 
of surgery gave a lecture about.milk? They would say that 
he was neglecting surgery and encroaching on the field of the 
bacteriologist or hygienist. But.to Lister it was a perfectly 
natural thing to do. Bacteriology was a young subject to which 
‘surgeoris as well as others were making important contribu- 
tions. Lister owed his discovery of antiseptics to two things: 
first, to his thorough and persistent study, at the bedside and 
_ in the laboratory, of the healing of wounds; and, secondly, to 
his broad approach to the problem. When his colleague 
Thomas Anderson, the professor of chemistry at Glasgow, said 
to him one day: “By the way, have you read the papers of a 
French chemist Pasteur on fermentation ?” Lister read these 
papers, and with his prepared mind at once realized that it 
might be the living germs described by Pasteur and not the 
oxygen of the air which caused wounds to putrefy. And so 
began his use of carbolic acid. In the lecture on milk Lister 
was proving again for the sceptics that there was no such thing 
as spontaneous generation and that the ‘bacteria’ in the’ wound 
came in from -the air. This principle was essential for his 
antiseptic system. Also in this work with the Bacterium lactis 
Lister developed a successful technique for ‘obtaining a pure 
culture of a bacterium; this was the first time-it had been 
done. Thus Lister,approached his problem not only as a 
practising surgeon but also as a pathologist, as a bacteriologist, 
and as an experimenter; and, as I have advised you to do, he 
cultivated his scientific friends. The chemist Thomas Anderson, 


for it. 


‘ salaries, and so on. 


I have been told, not only drew Lister’s attention to Pasteur’s 
papers but also told him about carbolic acid as a possible 
disinfectant. 


One Investigation 


You may be thinking that I have been hodna out to you 
ideals which are impossible of attainment. I have been- urging 
you to become good doctors, to keep up with scientific pro- 
gress, and to undertake research. How can one man do all 
these things? The answer. is that no one can excel in all fields. 
You will evolve in different ways. Most of you should become 
good doctors, some will take readily to research, while others, 
and -they will include many good doctors, will have no aptitude 
But I do think that nearly every young doctor should 
try his hand at one investigation—should try to carry know- 
ledge of some disease or symptom or function, or the effect 
of some form of treatment, a stage further than it has been 
carried before. Otherwise he will not find out what he is 
good for, nor will he appreciate the difficulties and labours 
involved in discovering new things. 


I have not said anything about material objectives—careers, 
In medicine direct pursuit of these not 
unimportant aspects of life is apt to prove disappointing, and 
the greatest personal success is usually incidental to a life spent 
in service to patients or in research. That is one of the dignities 
of our profession. We are still, I am thankful to say, a guild, 
and in the course of your careers you will receive much help 
from your seniors which you cannot hope to repay, except by 
passing it on to the next generation. It remains for me only 
to. wish you all a fruitful and happy life, and to express the 
hope that you will successfully maintain the fame and tradition 
of us great hospital. 





CO-ORDINATION OF TUBERCULOSIS 
SCHEMES 
ADDRESS BY SIR ANDREW DAVIDSON* 


Sir Andrew Davidson began .by saying that notwithstanding 
the limitations of health statistics, there was enough evidence- 
to support the view that Scotland’s health was being well mair- 
tained ‘and, in many directions, further improved. Such a 
sensitive index of social health, for example, as infantile mor- 
tality was in 1948 the lowest ever recorded; and that record 
should be broken by the current year’s figure. Yet while the 
prevailing trends gave reason for optimism there was no room 
for complacency, and there were many problems still to be 
solved. The most immediate one was the control of tubercu- 
losis, which remained the black spot on Scotland’s health record. 

During the last war the death rate from tuberculosis rose 
quite steeply in Scotland; but, while in most countries the rate 
began to decline soon after the war was over, in Scotland it 
remained high, especially in the West Central area of the | 
country and to a less extent in the Lothians and East Central 
area. The reason—or more likely the combination of reasons 
—had not been elucidated. In regard to respiratory tubercu- 
losis, the overall Scottish position could be expressed in round 
numbers: there were about 30,000 names on the tuberculosis 
registers; 8,000 new notifications during the year 1948, when 
there were 3,400 deaths ; some 2,500 patients awaiting admis- 
sion to hospital ; and nearly 5,500 beds available for treatment 
and isolation, of which nearly 600 were empty and unstaffed. 
This was the background against which schemes for controlling 
tuberculosis should be considered. 


` 


X A 
Development of Tuberculosis Services 


Measures to control the disease did not really begin until 
Sir Robert Philip in 1887 established in Edinburgh the -first 
tuberculosis dispeusary in the world. Other dispensaries 
followed, and in 1912 pulmonary tuberculosis was made 


*This address by the Chief “Medical Officer of the Department of 
Health for Scotland was given at a refresher course on tuberculosis 
under the auspices of the National Association for the Prevention 
of Tuberculosis in Edinburgh on September 20. 
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notifiable in Scotland. In 1914 all forms of tuberculosis 
were made notifiable, and thereafter the full local authority 
anti-tuberculosis service gradually developed. The anti- 
tuberculosis service beforé 1948 was operated by each major 
local authority, the scheme being under the administrative 
charge of the medical officer of health. As time passed, the 
actual clinical work in the hospitals, and in many cases in the: 
clinics, tended under the larger authorities to be carried out 
by men with special experience who might well be regarded 
as of consultant or specialist status. In less populous areas, 
however, the medical officer of health might have only a few 
beds at his disposal. The clinical work was carried out by 
himself or by an assistant, and the health visitors were too few 
for any òf them to specialize in tuberculosis ,work. There 
was in fact "every possible gradation between a highly 
specialized service in some of the large cities and counties and 
an extemporized patchwork service in some of the smaller 
authorities. 

In the early days it was assumed, rightly or wrongly, that 
diagnosis and treatment, which constituted the clinical part of 
the work, were incidental and were possibly not quite as impor- 
tant as were the more preventive functions. Diagnosis, how- 
ever, improved when the x-ray apparatus bécame more generally 
available, and special measures of treatment gradually developed 
also. Hence, as the years passed, the task of „diagnosis tended 
to grow in importance ; and treatment tended also to enlarge 
‘in scope. : 

The value of the services was best shown by the steady drop 
in the mortality of respiratory and non-respiratory tuberculosis. 
For- instance, in the years 1931 to 1939 the death rate from 

respiratory tuberculosis fell by 12% and the death rate for non- 

respiratory tuberculosis by 35%. Not all of these decreases 

can, of course, be attributed to the anti-tuberculosis service. 

Improved housing, improvement of milk supplies, and the 

general process of social amelioration all played their part. ” 

The purpose of the National Health Service Act in dealing 

with tuberculosis was not. to condemn the former anti- 

tuberculosis service as inefficient, but rather to take the ser- 

vice which had showed all shades of efficiency and which had 

on the whole done good work and to try to improve it and 

strengthen it still further. The National Health Service Act’ 
unified the hospital service, and the special hospitals which | 
dealt with tuberculosis.and infectious diseases were swept into 

the general pool. In Scotland hospitals of all types—teaching 

and non-teaching alike—came within the administrative purview | 
of the-five regional hospital boards. 

The environmental and preventive side of the subject was 
dealt with in Section 27 of the Scottish Act. The control of 
tuberculosis as opposed to the treatment of it remained primarily 
the work of the local authority. The local authority was enabled 
to make arrangements for the prevention of illness, for the care 
of persons suffering from illness, and for the aftercare of such 
persons, and these arrangements were subject to approval by 
` the Secrétary of State. The Secretary of State had directed. that 
arrangements should be made by every local health authority 
(i.e., by the counties and by the large burghs) for the purpose 
of preventing tuberculosis and for the care and aftercare of 
persons suffering- from that disease. The duties which were 


formerly discharged by the local authority and their medical - 


officers of health were therefore squarely laid once more upon 
the same shoulders, with the exception. that~-clinical care ‘and 
hospital treatment had now been transferred*to the regional 
hospital boards. Some of the methods by which the local 
authorities could discharge-their obligations were as follows: 


(a) The provision of adequate housing for tuberculous families, of 
garden shelters where appropriate, of night sanatoria as a means of 
preventing the dissemination of -the disease, and the boarding out 
of children who were living in contact with cases. ' 

(b) Provision of advice regarding segregation in the home. Pro- 
vision of facilities to assisť in such segregation, e.g., beds and bedding. 
. Provision of nursing requisites, clothing, and extra nourishment. 

(c) Provision.either in co-operation with the Ministry of Labour or 
by the local authority themselves of suitable workshops for employ- 
‘ment of the tuberculous. = 

(d) Provision of health visitors for, services in the home and in the 
tuberculosis clinic. 


CO-ORDINATION OF TUBERCULOSIS SCHEMES 


” facilities for modern treatment. 


-connexion with the preventive work. 
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The primary responsibility for the patient at home, and 
particularly for early diagnosis, must rest with the general 
practitioner. But the general practitioner was not working 
in isolation: he had all the resources of the local authority 
to support him, and to assist with diagnosis and treatment the 
regional hospital boards had been charged with the duty of 
providing domiciliary consultations. © Regional hospital boards 
had the responsibility for providing dispensary and hospital 
services incorporating up-to-date methods of diagnosis and 
Obviously the treatment side 
under the regional hospital board required a double integra- 
tion. It, must be closely integrated with the- general medical 
services of the area, and, perhaps even more important, with 
the epidemiological, social, and environmental aspects of the 
work. Therefore,’ regional hospital boafds had been advised 
that dual appointments might be of permanent advantage in 


.certain circumstances; that the tuberculosis Officer, or chest 


consultant, as‘he was now termed, who took charge of treat- 
ment might also act under the medical officer of health in 
Whether such dual 
appointments were made or not, regional hospital boards must 
have regard to the continuing responsibility of the local authori- 
ties for epidemiological measures in their area. 


Intention of the New Legislation’ 

In the recent legislation, Sir Andrew Davidson continued, it 
was thought necessary to unify the hospital services under a 
single control in order that these services could Operate generally 
with the maximum efficiency. The best possible use should be 
made „of all hospital accommodation irrespective of the func- 
tions for which it was originally provided, and irrespective of 
the circumstances of a patient’s residence. Also it was thought 


' desirable 'to form a clinical tuberculosis service in which avenues 


of promotion would be open to those working in peripheral 
areas and to bring to an end many of the so-called blind-alley 
clinical occupations. Except. in-some of-the larger authorities 
the tuberculosis officer of the past either tended to occupy one 
of these blind-alley positions or else accepted his post in 
tuberculosis merely as a step on the ladder towards an admini- 
strative post. Such a situation was not beneficial either to the 
tuberculosis service or for that matter to the public health 
service as a whole. ' 

But no reform came without creating its own difficulties. The 
major difficulty which faced the tuberculosis service at the 
present time was ensuring full and adequate co-operation 


‘between the health officers and the hospital service. A balance 


still had to be kept between treatment in hospital and isolation 
of infection. The hospital service was to discharge both these 
functions. In the main the anti-tuberculosis service functioned 
at present much as it did in the past, although now the tubercu- 
losis officer was the servant of the regional hospital board. In 
some cases he had charge of beds which he did not have before, 
but in all cases he must assist in carrying out the statutory 
preventive duties laid upon the local authorities. The net result 
should be that the tuberculosis officer had enhanced status. He 
had more fully at his disposal the resources of the hospital 
service for diagnosis and treatment, and he still remained. the 
head ofthe tuberculosis service (under the administrative con- 
trol of the M.O.H.) with the same resources as before of a 
clinic, clerical assistants, and health Visitors. 

The medical officer of health was in a position to frame new 
developments for his area and to ensure their application ; his 
duties would include ascertainment. Notifications came to him, 
and with the tuberculosis officer he could study these notifica* 
tions from the epidemiological point of view. He could ensure 
through his health visitor staff that the patient was suitably 
directed into the scheme for treatment. He could supply 
domiciliary aid, in the way of nursing care and domestic 
assistance, He could give priority to the rehousing of suit- 
able families. He could insist that his policy on examination 
of contacts and their further management was observed. He 
could enlist the service of mass radiography and ensure that it 
was directed advantageously towards the control of the disease. 
He could initiate surveys—for example, tuberculin surveys of 
groups of his population—adopt preventive measures, and in 


the near future might be able to start work with B.C.G. 
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- It-would be,a mistake to attribute all the difficulties and, 


frustration which existed at the present moment to the Health 
_ Service Act. Scarcity of hospital staff and beds, for example, 
were not unknown before 1948, and were probably the principal 
source of anxiety to all workers in the field of tuberculosis. If 
the old system had remained there was no reason to imagine 
that more hospital staff or moré hospital beds would have been 
available. Indeed the situation in respect of hospital beds had 
‘been improved already by the new Act, and if there were no 
difficulty in staffing these beds a considerable addition could be 
made already to the number of beds available for tuberculosis. 
Many of the complaints about the working of the scheme would 
disappear if an adequate number of staffed hospital beds became 

‘ available. ae ai l 
For achieving: results in the field of’ tuberculosis co- 
operation was the definitive’ word and implied. genuine 
_ co-operation between. clinician and health officer, between 
hospital service and local authority, between hospital service 
and general practitioner, and between local authority and 
general practitioner.. It meant an active. partnership, where 
each member of the team saw not only his own facet but 
something of the whole picture. Some might be tempted to 


_ have a certain cynical regard for the word “co-operation ” ;, 
but the administrative structure had been laid down and must 


be assumed to have some permanence, and the various services, 
‘hospitals, local authorities, and general practitioners must work 
together. In all this, the health officer and the health visitor 


had a major part to play. 


J 
¢ 





LOCAL HEALTH’ AUTHORITIES AND 
TUBERCULOSIS 


PREVENTION AND CONTROL ' 


A joint meeting of the Society of Medical Officers of Health 
and of the National Association for the Prevention of Tubercu- 
losis held in the Great Hall of B.M.A. House on September 15 
- was attended by some 130 delegates. i l 
Professor R. H ‘Parry, president of the society, was in the 
' chair and was supported by Sir ROBERT Youn. He said this 
_ joint meeting gave them an opportunity to exchange views on 
the arrangements made by local health authorities for preven- 
tion, care, and aftercare under Section 28 of the National 
Héalth Service Act, 1946. He said that they were now just 
beginning to find their feet, and it was an appropriate time for 
reviewing the position in regard to the biggest public health 
problem of the day. 
Sir ALLEN DALEY said that feal prevention of tuberculosis 
was founded on ‘conditions. of life—housing, general nutrition, 
and hygiene. Some yéars ago he had conducted an investiga- 
` tion to see whether there was an inverse relation between the 
decline in tuberculosis and the rate of expenditure on hospital 
: and medical services. No such relation had been discovered. 
He thought it important therefore that the public health service 
‘should concentrate on the basic conditions which affected the 
' disease ahd keep a close watch especially on the general nutri- 
tional state of the people. The second aim of prevention was 
the isolation and removal of the patient. He did not think that 
the legal power under the National Assistance Act, 1948, for 
compulsory removal to an institution was of much practical 
value in cases of tuberculosis. The chronic ambulant ‘infectious 
case who was homeless presented a ‘problem. Local health 
authorities should consider the provision of special hostels, 
‘although these would be difficult places to manage and control. 


r P 


-° ‘Alternatively, people living in houses with surplus accommoda- 


tion might be persuaded to give rooms to such ambulant cases. 
Children in contact, with open tuberculosis should be boarded 
+ out on the Grancher system. Some 600 London children were 
-being cared for on this ground, mainly in residential nurseries 
and schools. 
Sir Alleri considered that mass radiography was best placed 
under the control of regional hospital boards provided’ that the 
local health authority advised on its best use. ‘He ‘believed 
that there should be arrangements for the x-ray examina- 


, $ 


f t 


tion of all, persons in regular contact with groups of children ; 
there weré 30,000 such people in London. Another essential 
in prevention was good héalth-visiting in association with the 
chest physician. ; 4 - 

Dr. G. W. H. TOWNSEND (Buckinghamshire) discussed prob- 
lems peculiar to counties and rural areas. In his experience the 
district councils had made little use of their powers under the 
Tuberculosis Regulations. Would the local health authorities 
do any better: now that they had lost their functions in regard 
to treatment and retained only those of Section 28? He 
thought that welfare work confined to tuberculosis was time- 
consuming and should be combined with that for other condi- - 
tions. Good ‘co-operation between health visitors and: welfare 
workers was essential. The tuberculosis service might also take 
a leaf from‘ the maternity and child welfare book.: Mothers at 
welfare centres waiting to see the doctor were learning all the 
time by lecture, film, or leaflet. At the tuberculosis dispensary 
waiting was just waiting, and here there was an opportunity for 
health .ediication on welfare centre lines. ; 

' Dr.'SruarT LaipLaw (Glasgow) said that more evidence was 
wanted on the relation of overcrowding and tuberculosis. In 
Glasgow they had found that the contact rate was twice as bad 
in 2—3-room houses as in 3-4-room houses. He disagreed with 
the attachment of the chest physician. to the regional hospital 
board. The effect had been concentration on the curative and 


‘clinical aspects, and interest in the domiciliary side had waned. 


There was in Glasgow a waiting-list for sanatorium beds of 
16,000, but no chance of admission unless the case was of special 
clinical interest. The M.O.H. had no power to enforce admis- 
sion, so a day-to-day battle was in progress to get cases away 
from ‘dangerous home conditions. Referring to Sir „Allen ' 
Daley’s point about hostel accommodation for ambulant cases, 
Dr. Laidlaw described how an empty ward in a tuberculosis 
hospital, had been reopened as a hostel for 60 discharged 
patients who shared the catering and domestic work. 

Dr. W. ALcock (Burton-on-Trent)' speculated whether . the 
decline in tuberculosis mortality was due to environmental 
improvements of the past 75 years or to a variation in virulence 
such as one saw in other infectious diseases. It was an inevit- 
able conclusion that environmental and social betterment was 
fully responsible in this instance. He thought, however, that’ 
the factors of resistance, susceptibility, and acquirement : of 
immunity still required much investigation, but suggested that 
when employment was high, housing good, and leisure time 
wisely. spent tuberculosis would further decline. 


Dr. K. NEVILLE Irvine (Henley-on-Thames) said he would > - 


confine his remarks to three questions. (1) Should B.C.G. 
be given to selected cases or en masse? The Ministry -of 
Health had decided on selection. ` TEEF 

(2) Why was segregation required ‘for six weeks before and . . 
after vaccination? It was wise to observe this rule in the 
interests of the prestige of this new procedure. If pre-segregation 
was impossible, they could vaccinate in the pre-allergic state. 
Likewise, if the Mantoux test six weeks after vaccination was ` 
not positive, there should be another test at 10 weeks before. 


‘ re-vaccination; some people were slower than others in con- 


version. . When re-vaccinating after 10 weeks he advised a , 


. double dose. Failure to segregate after the first vaccination did 


no harm, but some cases might contract the disease before 
immunity was established, thus damaging: the reputation of this 
form of protection. “y ' 

(3) Was intracutaneous injection preferable to multiple punc- 
ture ? This had been settled by the Ministry’s decision to use 
the Copenhagen serum, which was specially prepared for intra- 
cutaneous injection. The dose should be doubled for newborn 
infants, Patients should be warned about the papule which 
might appear after two or three weeks and sometimes broke 
down to an oozing ulcer. Ultra-violet light cleared up such 
persistent ulcers with dramatic speed. Speaking of .the groups - 
to be selected, Dr. Irvine suggested that Mantoux-negative 
diabetics should be included as should Mantoux-negative 


cases’ in tuberculous families, especially those in contact with 
: : 


streptomycin-resistant cases. - l ~ 
There followed a general discussion in which a number of 
speakers took part. ' : 
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CONFERENCE ON INFERTILITY 
FAMILY PLANNING ASSOCIATION 


The Sixth Annual Conference on Infertility was held in the 
Usher Institute, Edinburgh, on September 17. and 18, under the 
auspices of the Family. Planning Association. 

Mr. W. SELBY TULLOCH (Edinburgh) opened the first session 
with a paper on testicular biopsy in the infertile male. He 
described the technique that he found successful as an out; 
patient procedure ; it was performed under local analgesia, 
10% procaine being injected into the spermatic cord and into 


the scrotum at the site of incision. Suture of the tunica albu-- 


ginea prevented haematoma formation. In none of his cases 
did the operation involve absence from work, nor did the patient 
complain of pain. He showed a series of photomicrographs 
illustrating the various biopsy findings in subfertile males. In 
the discussion that followed attention was drawn to the real 


danger of testicular damage. resulting from’ the x-ray treat- : 


ment of spondylitis ankylopoietica and .to the characteristic 
absence of evidence of inflammation in biopsies from testes 
which had been the site of mumps orchitis. 

Dr. ARTHUR WALTON (Cambridge) spoke next on patterns of 
male sex behaviour. Characteristic behaviour was not sex- 
specific, since it was exhibited by the prepuberal male, might 
persist after castration, and in some species at least was nor- 
mally exhibited by sexually excited females at all stages of the 
sexual cycle. The pattern was innate and showed the pheno- 
menon of “ drive,” which increased in the absence of a normal 
outlet so that a substitute outlet might be found. Experimental 
work on rabbits had shown that the threshold of response and 
degree of completion of the pattern could be expressed as the 
product of two factors—the sex drive of the male and the 
excitatory value of the sexual object. That the motor pattern 
and accompanying reflexes could become highly conditioned to 
external stimuli was illustrated by a study of the behaviour of 
bulls during semen collection for artificial insemination ; facili- 
tation and ‘inhibition were often observed. The applicability of 
these studies to human infertility problems was developed in the 
discussion. The importance of lack of sex drive as an infer- 
tility factor was demonstrated, among other things, by the 
finding of an intact hymen in 5% of “infertile ” wives. 


Dr. A. G. OETTLE (South Africa) read a paper, in conjunction 
with Dr. G. VAN DRIMMELEN, in which he developed a theory 
of sperm quality based upon the known facts concerning the 
development and subsequent loss of the characteristics of 
motility, ability to fertilize, and ability to ensure completion of 
embryonic development. There were many gaps in our know- 
ledge, and it was hoped that a consideration of the subject in 
this way might help to shew where further work was needed to 
fill in some of these gans.: A lively discussion ensued, ranging 
over many aspects of -productive physiology. 


y 








. Ovulation 

i ' don) described a method of treatment 
pe cyclic oral administration of stilb- 
oestrol and ethisterone. $x" reviewed the results of this treat- 
ment in 40 women in the . productive years, consisting of 14 
case in which the presenting symptoms were prolonged and 
excessive irregular uterine bleeding, 13 in which the periods 
were scanty and infrequent, or, if regular, found to be anovular, 


Dr. G. T. M. SwYEr ( 
of anovulatory failure by 


and 13 cases of secondary amenorrhoea of one year’s duration . 


or more. In the first group evidence for the re-establishment of 
ovulation was available in eight cases, and there were three 
pregnancies. In the second group the same number of successes 
occurred,, but in the third group no successful results at all 
could be: claimed. 
the problems ‘involved in the establishment of the condition of 
anovulatary. failure before treatment and the elimination of 
spontaneous cure—in other words, the difficulty of ascribing 
the results after treatment as being indubitably due to treatment. 
- Mr. ALBERT SHARMAN (Glasgow) read:a paper on the re- 
establishment of ovulation post partum and after abortion. This 
was a preliminary communication of a wider investigation as 
yet incomplete. There had been five previous investigations on 
of 


The discussion of this report centred around. 


the re-establishment of ovulation, but all of small series of cases, 
and there were considerable discrepancies in the.results. His 
own. series consisted so far of 628 endometrial biopsies in 283 
women post partum and 125 biopsies in 36 women following 
abortion. Seventeen patients had had more than 10 endometrial 
biopsies performed during the nine months following delivery. 
One patient had had 24 weekly biopsies. Mr. Sharman based 
on this material a full account of the re-establishment of ovula- 
tory cycles and their relation to lactation. 
\ 


Pelvic Endometriosis 


Mr. G. DouGLasS MATTHEW (Edinburgh) discussed pelvic endo- 
metriosis in relation to sterility and showed that fibroids, metro- 
pathia haemorrhagica, fixed retroversion, and other conditions 
frequently coexisted. He: ‘considered the possible aetiological 
significance of social and economic conditions, and of pro- 
longed oestrogenic stimulation without the respite of pregnancy. 
Diagnosis could be most difficult, especially since the severity 
of symptoms need bear no relationship to the extent of the 
disease ; laparotomy, therefore, was the only certain diagnostic 
procedure and was recommended in all doubtful cases. Con- 
servative surgery was the treatment of choice; if this was 
rewarded by pregnancy and recurrence followed, more radical 
measures could be adopted subsequently. In the discussion 
mention was made of the value of hysterosalpingography in 
the differential diagnosis of endometriosis from the late results 
of pelvic sepsis, and of the possible value of testosterone as a 
therapeutic test as well as in preoperative treatment. 

Mr. S. BENDER (Liverpool) drew attention to the existence of 

peritoneal pockets as a cause of sterility. Usually they resulted 
from pelvic peritonitis, which might or might not have caused 
tubal damage. Although tubal patency was almost always care- 
fully investigated in cases of sterility, attention was seldom paid 
to the existence of a clear pathway between the ovary and the 
abdominal ostium. Obstruction of this pathway, or pelvic 
block, could be due to the presence of a pelvic pocket in relation 
to the abdominal ostium—easily demonstrated by salpingo- 
graphy—but it could also be due to the ovary being Rosksled 
away from the general peritoneal cavity. 
+ Disappointed by the results of other forms of Pcanent 
Mr. LINTON SNaITH (Newcastle-upon-Tyne) said that he had been 
using oestrogens in the treatment of threatened and habitual abor- 
tion for the last two years. In threatened abortion, provided it 
was not inevitable, an initial intramuscular injection of oestra- 
diol benzoate, 10 mg., was followed by oral oestrogen therapy. 
In habitual abortion oestrogens were given orally, starting a 
few-days after the first missed period. There were 31 patients 
in this group, and in half of them stilboestrol alone had been 
used. So far the results were regarded as successful in 25 of 
these patients, other methods of treatment having previously 
failed in many of them. There was a surprisingly high inci- 
dence of toxaemia of pregnancy in these cases. Mr. Snaith 
reviewed the possible mechanisms whereby oestrogens could be 
of benefit, and.concluded that there was,no evidencexthat they 
did harrn in prégnancy, while they might be beneficial, especially 
where “ blighted embryo ” in the early months of pregnancy was 
the cause of repeated abortion. 

A full discussion followed, and the difficulties of assessing 
the results of treatment in habitual abortion, as well as its 
definition, were stressed. Despite their variations in treatment, 
nearly all who contributed to the discussion secured approxi- 
mately 80% success. The random distribution of abortion 
sequences, as in the classical description of Malpas, had to be 
considered, and it seemed that only extensive controlled series 
could be expected to show the undisputed value of any thera- 
peutic regime. 

‘Fructose and Fibrinolysin 


Miss URSULA Binsons (Cambridge) described the work she 
and Dr. T. Mann’had done on the effects of testicular hormones 
on the formation of seminal fructose. Considerable variations 
in the seminal fructose concentration, both in the same and in 
different individuals, were found in man and in rabbits. In the 
latter, however, it was shown that castration was followed by a 
fall almost to zero in the seminal fructose, while the adminis- 
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tration of testosterone, both by implantation and _by ection: / 
was followed by: the rapid return of the fructose to normal 

levels, from which it fell again on removal of the implant. 

Stilboestrol implants in intact rabbits also depressed the seminal 

fructose. Dr. MANN described how the fructose content of 
‘the castrated rat’s prostate and seminal vesicles could be used 
- aS a sensitive indicator of androgenic activity—far more sensi- 
‘tive than the weight change—and it was suggested that this 
would provide a simple and satisfactory method for androgen 
assay. As little as : 05 mg. testosterone could be prea by 
this means. 

. Mrs. CLARE HARVEY (Exeter) described a relatively dimple 
l method for estimating the rate of liquefaction of blood fibrin 
by seminal fluid. It was found that the time of liquefaction of 
a constant quality. of fibrin was related to the fibrinolysin acti- 
vity in a manner expressed by log C=a log T+K where a and 
`K are. constants, C'is the fibrinolysin activity measured in 
arbitrary. units, and T time. A regression equation calculated 
- for 99 points from 30 specimens of semen gave a very good fit 
for a further 110° points from 45 other specimens. The distribu- 
tion of enzyme ‘activity was found to be asymmetrical, most 
_ Specimens having a'total.activity below 50 units. No correla- 
‘tion was found between enzyme activity, sperm, motility, seminal 
volume, time of continence, and fructose content. The residual 
viscosity of semen was‘ not closely related to enzyme activity, 
but it seemed probable that the .citric acid, thrombin; and 
fibrinogen content might be at least as important as fibrinolysin 
-activity in determining the, final consistency of the seminal 
plasma. 

At the close of the meeting the future of these conferences 
was discussed, and.their continuation was thought to be desir- 
able. It was also suggested that the time might be ripe for the 
formation of a society for the study of problems in compara- 
tive fertility, both from the animal and the -clinical side. It 
was therefore decided to form a committee, of, which Dr. A. 
‘Walton and Dr. G. I. M. Swyer were elected- joint secretaries, 
the functions of which: should be, in the first place, to arrange 
for.a conference next year and, in the second, to consider .and: 


- 


society. 





||. THE. PROBLEM OF RHEUMATISM 
TWO-DAY CONFERENCE IN LONDON 


The British Rheumatic Association, which was formed in 1947 
to direct public attention to the needs of the rheumatic patient, 
to promote medical and social interest, and to stimulate re- 
_ Search, arranged a two- -day ‘conference at Chelsea Town Hall 
on September 28 and 29.' In connexion with the conference an 
exhibition was held at the adjoining Chenil Galleries, ‚where 
‘some 15 firms had stands displaying preparations for the relief 
of rheumatic disorders, electro-medical apparatus, invalid 
furniture and transport, and devices for occupational therapy. 
There were also displays illustrating spa treatment, home and 
aftercare visiting, and industrial rehabilitation. 

Lord HORDER, one of the vice-presidents of the association, 
who was in the chair at the opening of the conference, said that 


Hench found that with large doses the whole disedse process- 


and activity, even in the most severe cases, could be reversed . 


within a few days, though the condition relapsed as soon as 
the administration ceased. 

Compound E was an extremely difficult substance to prepare, 
even in small quantities, and it had so far been impossible to 
synthesize ‘it chemically. It was prepared at present by partial 


synthesis from ox bile, but sufficient quantities for adequate” 
. Clinical trials would never be made available by that means. 


It had also been found that if adrenocorticotropic hormone, 
whose chief function was to stimulate the adrenal cortex, was, 
injected a similar beneficial effect was produced, showing that 


patients could produce an adequate supply for themselves if © 


forced to do so, but the nature of the lesion which prevented this 


in ordinary circumstances still remained unknown. This extract. 


, was almost as rare as compound E itself; there was a little of 


it in Europé, he believed, but much of it, so far as he could 
‘make out, was inactive. 
The problem now to be solved was to produce compound E 


, or any similar substance on a sufficiently large scale to make 


, adequate clinical trials possible. 


é 


At. present only enough was 
available in the world to treat about 50 persons for a period of 
a few weeks. 
and possibly with penicillin, but clinical use was still in the 
early experimental stage, and it should not be thought of as, a 
practical treatment. The clinical results were manifest: stiffness, 


‘ anaemia, and, joint lesions cleared up; nodules disappeared ; 


weight increased, in some cases so grossly that the patient had 
to be put on a reducing diet, and the blood picture returned to 
normal, though not immediately—“ travelling,” as Hench said,’ 
“on the same line, but not in the same train.” A warning was 
necessary against false descriptions of compound E.: Vita- 
min E with something else added had been presented by some 
vendors in America as “compound E,” and therefore it was 


desired that the substance should not be given that description , 


but should be referred to as “cortisone.” . 
Dr. OSWALD SavaGE, who, like Dr. Copeman, had recently 


¿seen .this.:work~in.America,-.said that here- again .the research 
present before the conference plans for the formation of such a 


the B.R.A. was helping to make known the magnitude and ` 


economic importance of the problem of chronic rheumatism. 
Its liaison with the Empire Rheumatism Council, founded 15 
years ago, was close and cordial, | 
| Cortisone 


Dr. W. S. C. CopEMAN said that from the epoch-making 
announcement by Hench, Kendall, and -others of the Mayo 
Clinic early this year it seemed evident that an abnormality 
of one of the.constituents of the cortex of the adrenal gland. 
was chiefly concerned in rheumatoid arthritis. Hench, work- 
ing on the old observation that cases of rheumatoid arthritis 
got well during pregnancy, and on his own observation that 
‘this beneficial change occurred also in the course of certain 
_ types of jaundice, arrived at the conclusion that the common 
' factor was the adrenal cortex. In 1947, trying out one of the 
eortical steroids which Kendall had isolated—compound E—, 


, in America. 


chemists had‘come splendidly to the aid of medicine, as ‘they hag- 
done‘in the work on the sulphonamides and penicillin, and in 


work also on preparations such as stilboestrol. Those interested `’ 


in the problem in this country would be greatly encouraged if 
they could see the excitement which this discovery had aroused 
‘This was no mere flash in the pan. 
result of years of patient research) on the physiological side’ by 
Hench and his colleagues and on the chemical side by Kendall 
and his colleagues, both at the Mayo Clinic. 


r 


Rheumatic Patients in Rural Areas 


Dr. W. „S. TEGNER, secretary of the International League 
: rural areas presented _ 


Against Rheumatism, said that patients 
a twofold responsibility. The doctor: 
diagnosis, and he must also plan - 
very different’ from those of a hospi 
rheumatism called for its- own treat 
patient was an individual and mustgbe treated as such. The 
patient wanted to be told about his di disease and its manage- 
ment, and this was particularly important in the case of the 
rural ‘patient. At the Mayo Clinic no patient went home with- 
out having listened to a series of lectures on his disease. The 









ust make an accurate 
care in circumstances 
clinic. Each type of 
i, and, moreover, each 


‘care of the rural patient was primarily, of course, the responsi- 


bility of the local doctor, who might call in,a specialist if 


‘needed, but specialists in rheumatism were still rare and seldom 


accessible to the rural patient. Drug treatment of rheumatic 
conditions was ameliorative rather than curative. A form of 
treatment acknowledged to be of great value in the manage- 


ment of rheumatic disease and the prevention of deformity ' 


was physiotherapy, ranging from massage and exercises to: 
complicated .electrical treatment. Domestic physiotherapy was. 
necessary for the rural patient. There was a danger that ‘in 
modern physiotherapeutic advances it might be forgotten that: 
for’ many years domestic methods, such as rubbing the part 
with liniment and applying heat by what would now be con- 
sidered crude methods, had been highly successful: In the: 
instructions given at the Mayo Clinic the patient, on being, 


f 


The discovery was likely to rank with insulin, | 


It was. the, 
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discharged, was told of at least six different methods of ‘apply- 
ing heat ‘apart from electricity. These included the hot water- 
bottle, the hot‘brick wrapped in flannel, the use of the flat-iron, 
and’ the like, some of which sounded antediluvian but worked 
well.. ` 

There was a good deal of PE and misunderstanding 
about electrical ‘treatment. 
made to electrical treatment no more was meant than the 
generation of heat. It might be that the rural patient: was 
unable to obtain the ordinary forms: of infra-red radiation or 
short- or long-wave diathermy as used in hospital ‘clinics, but 
there were domestic substitutes for them which could be most 
valuable. ' Altogether, the rural patient presented a problem, 
an interesting one, which could be largely solved by personal: 
` interest and- sound advice. l 

Dr. A. B. WILLIAMSON, administrative medical officer of the 
Leeds Regional Hospital Board, said that a scheme had been 
worked out for his region whereby nine peripheral clinics were 
or would be established at various industrial centres, and, as 
soon as possible, three others so placed as to serve rural areas. 
To these peripheral clinics, situated in’ hospitals, the patient 
could be sent for diagnosis, and if specialist advice was neces- 
sary he ‘could be accommodated for a short time in one of a 
dozen beds. After diagnosis, treatment would be given in the 
department of physical medicine at the hospital or elsewhere. 
If treatment was not possible at the peripheral clinic the patient 
would be referred to the centres—Leeds General Infirmary. and 
the Royal Bath Hospital, Harrogate, and there he might .be 
treated as an in-patient for ‘months. Out-patient.. clinics had 
been established in’ Harrogate, and for ‘the ambulant type ‘of 
case permission had been obtained from the Ministry of Health 
to take over a large hotel near the baths, where it was hoped 
to accommodate up to 160 patients. 7 
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Industrial Rehabilitation of the Disabled 


The second half of the conference was devoted to the prob- 
lems of rehabilitation. Air Commodore G. O. VENN gave an 
account of the progress of “ Remploy Limited,” of which he is 
executive director. Remploy Limited, until recently known as 
the Disabled Persons Employment Corporation, is an \dustrial 
undertaking operating factories as much on industrial lines as 
possible, and aiming to employ in productive work all men and 
women ‘who ‘are registered at an employment excharge. as dis- 
abled and who cannot expect to obtain and hold work in open’ 
industry. The programme calls for 137 factories, 20 of which 
are to be specially for the tuberculous. At present the disabled 
are being employed in,62 factories, and nine more are in pro- 
cess of being „staffed; and equipped. . Ove : 3,000 disabled are 
at work in the factories now established. . A fair number of 
epileptics’ are beir 
paraplegia, and c/tłdiac conditions. In South Wales a large 
proportion of ex-miners suffering from silicosis have gone into 
these factories. The number of sufferers from rheumatism, 
including ‘spondylitis, -employed is 240. Air Commodore Venn 
said that they had had a fair amount of success, but they were 
a long way from covering their first costs. A “homework ” 
scheme was being operated in ten districts, but the difficulty 
was to find a suitable product which could’ be. made in the : 
home and command a‘ready market. 

Another contribution was by Mr. JOHN, ARTHUR, founder of 


Michael Works Limited, a woodworking factory, run as an ' 


ordinary economic unit, and employing 75% disabled: labour. 
He. said that a small proportion of disabled men could be 
reabsorbed in open industry, but many could not maintain the 
pace, and it became increasingly evident that small unit factories 
producing specially selected work were the best answer to the 
problem of the re-employment of the disabled. The first inter- 
view with the employee was the most important part of the 
rehabilitation process. At that first contact there must'be estab- 
lished a positive assessment of the disabled man’s remaining 


powers of working again. and earning a living. He should be, 


encouraged to think of what he could do'as opposed to what 
disablement prevented him, in his own view, from doing. Once 
confidence was established’ the managemen must then see that 
the right job was- found for, the man. F : 
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PROBLEM OF RHEUMATISM ` ` 


` patient was provided with this form on entering the clinic. 


_ difficulties of admitting students to King’s. 


‘ employed, also sufferers from diabetes, | 
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REHABILITATION 


A special clinic with demonstrations was given by Dr. Howard 
Rusk, of the Bellevue Hospital and the Institute of Rehabilita- 
, tion, New York University, at the -Royal Free Hospital on 
September 14, with Lord. Horder presiding. 


Very often when a. reference was e Dr. Rusk spoke of the enormous cost, in both wealth and 


happiness, which was incurred by a failure to secure proper 
rehabilitation after industrial and other injuries and illnesses. 
He gave a large number of figures illustrating this point, and 
then, proceeded to demonstrate the various methods which he 
used. The cases in which he was principally interested were 
‘those of hemiplegia, spastic paraplegia, and various types of 
quadriplegia. If rehabilitation was to take its proper place, a 
correct diagnosis should be established in the first instance. 

He went on to detail the various tasks which make up the 
routine of life. These tasks were set out on a form and each 
AS 
the patient found himself able to complete his own toilet, move 
from a wheel-chair to bed, and from bed to a wheel-chair, and 
so on, the blanks on the form were filled in so that the patient 
could see his, progress in pictorial form. So successful had this 
method of fostering a competitive spirit been, that by means 
of various mechanical methods even patients who were quadri- 
plegic.had been -able to return to some’ method of earning a 
living and, even more important, had been rendered independent 
and able to look after themselves. 


oa 
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KING’S COLLEGE HOSPITAL MEDICAL 
SCHOOL 


The annual dinner of King’s College Hospital Medical School 


was held at Claridges Hotel on October 1 under the chairman- 
‘ship of Dr. J. H. Sheldon. The toast of the medical school 
was proposed in a witty speech by Dr. Wilfrid Oakley. In 
response the dean, Mr. Harold C. Edwards, referred to the 
For some reason 
or other, he said, medical education was becoming very popular, 
and there had recently been 900 applications for 50 vacancies. 
In deciding who should fill the vacancies it was impossible to 
avoid disappointing some of the sons ,of King’s men. But 
every attempt was made to assess objectively the qualities of 
the applicants. In spite of the legal separation between the 
‘hospital and the medical school. they continued to work in 
close harmony. The toast of the guests was proposed in a 
felicitous speech by Dr. Sydney Thomson and responded to by 
‘Sir Hugh Cairns, who the day before had given the inaugural 
address printed elsewhere in this Journal. Sir Hugh said that 
his first acquaintance with King’s was through the well-known 
textbook by 'Rose and Carless, which he read when a student 
in Adelaide. He compared this with Osler’s great textbook— 
a source of questions in general knowledge. Sir Hugh said it 
‘was a pity 4that the National Health Service had to be so 
centralized, and referred sympathetically to the present difficul- 
ties’ of the general practitioner. Dr.’Terence East, in proposing 
the health of the chairman, referred to his contributions on 
diseases of bone, anorexia nervosa, on the distribution of iron 
in the body, and now on geriatrics—not so boring as Cicero’s 
De Senectute. In reply, Dr. Sheldon said that physicians often 
died of the diseases they treated, which was why he had become 
interested in geriatrics. 





MIDDLESEX HOSPITAL- MEDICAL SCHOOL 


- The annual dinner of students, past and present, of Middlesex 
_ Hospital Medical School was held at the Savoy Hotel on 
' September 30 under the chairmanship of Professor E. C. Dodds. 
The chairman paid a tribute to the late Mr. Turner Warwick, 
with, whom his own association dated back to the early ;twenties 
when Warwick was pathological registrar at the Bland-Sutton 
Institute. They welcomed that evening his son as senior 
Broderip scholar.’ Professor Dodds claimed for the -Middlesex 
that it was “undoubtedly the most remarkable of medical 
schools.” It aimed at keeping the basis of education as broad 
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as possible. There had been many criticisms of the medical 
schools of London that they were too narrow, but the bene- 
factors of the Middlesex had indicated that it should be a 
school of research in addition to a school purely for the train- 
ing of doctors. He believed that this broad administration, 
started by Sir Charles Bell Bland-Sutton and encouraged by 
Lord Webb-Johnson and others, had been well justified. a 
Dr. H. E. A. Boldero, dean of the school, said that looking 
back on the year, although it was the first year of the National 
Health Service’ and of the school’s charter, he felt that extra- 
ordinarily little had happened. That was as it should be; 
changes should be slow and deliberate. He went on to refer 


to.the retirement, due to take place on.the morrow, of Professor. 


John Kirk from the Courtauld chair of anatomy. Another 
figure they were losing, and one who- had contributed greatly 
to the school in a different capacity; was Mr. R. ‘A. Foley, the 
school secretary, ‘who was retiring owing to ill-health. The 
school had appointed a woman as his successor—Miss Eileen 
Walton. Another Middlesex man of whom they ‘were very 
proud was William Sladden. He qualified two or three years 
ago and was medical officer on-an expedition to the South 
Pole. 
and endurance under trying circumstances had earned high 
praise. 

Mr. R. Turner Warwick, senior Broderip scholar, in respond- 
ing to the toast of “The School, á gave an account of athletic 
activities during the year. The evening ended with the drinking 
of the health of the chairman, proposed by Dr. G. E. Beaumont, 
who, spoke of Professor Dodds out of a friendship which dated 
back to the time when Dodds came to the Middlesex as a 
student with “ the valuable technique of passing every examina- 
tion with distinction.” 


Preparations and Appliances 
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TEST-TUBE STERILIZER FOR SYRINGES 


Dr. H. F. BARNARD, Pathologist, Westwood Hospital, Beverley, 
E. Yorks, writes : 
not uncommon. The method here described offers a simple 
way to boil-a syringe and handle it dry. It is speedy and can 
be used readily anywhere—for example, in the home—though 
it is appreciated in the surgery or ward. 

A syringe of the glass plunger type 
rests in a glass boiling-tube, this being 
supported in a spring-clip stand over 
a spirit lamp. On lighting the lamp 
the water boils in 60 seconds and the 


boiling water passes up the needle and 
barrel. Trials show that five minutes’ 
boiling is sufficient. Normally a syringe 
is washed clean, but as a more search- 
ing test serum heavily infected with 
Staphylococcus aureus was allowed to 
dry on the plunger and in the barrel. 
After boiling for five minutes in the 
tube no growth was obtained from 
washings. Nevertheless it is important 
that the syringe should be-used only 
for aseptic purposes. 

When sterilized the syringe is lifted 
out by the handle, and the outside 
dries in a few moments. This avoids 
the risk of contamination spreading to 
the needle from the hand on a wet barrel. It is convenient to 
carry the syringe about in the tube after tipping out the water. 
If left in the tube the syringe remains sterile many- hours. 
A useful protection of the needle-point is achieved in this 
method.’ 

“Y would like to thank Mr. A. A. Ralph, of Reynolds and 
Branson, Ltd., of Leeds (the makers), for help in ‘producing the 
apparatus. 





i 


The expedition met with disaster, and Sladden’s heroism ` 


Sepsis from an unsterile syringe procedure is: 


"syringe is surrounded by steam, whilst ° 
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The Innocence of Deans 


Sir,—How stirring are the times in which we live. Never 
have learned doctors so bedevilled each other since the robusti- 
ous days of the seventeenth and eighteenth centuries. The 
medical press is a free-for-all, with no holds barred and no 
non-combatants. The most innocent and peaceful observer who 
cautiously raises his head above the sandbags is liable to receive 
a shattering volley from all sides. So when Dr. Geoffrey 


‘Bourne (September 24, p. 704), a redoubtable slinger of verbal 


brickbats, is pelting Dr. H. E. A. Boldero with great gusto (in 
the hopes perhaps of winging another distinguished shadow he 
glimpses behind) a sudden association comes into his head and ` 
with one- tremendous backhander he demolishes the whole- 


-damnable denomination of deans, men whose “whole out; 


look and training is one of honest and faithful subservience 
to an institution,” incapable of defiance of authority. 

Let authority take note of this testimonial to decanal inno- 
cence. So will we the better preserve in these difficult times the ' 
integrity of the institutions we subserve.—I am, etc., 


London, S.E.1. E. R. BOLAND. 


Distinction Awards 


Sm, —!n your issue of September 24 (p. 704) Dr. J. W. 
Linnell’ 5 comments upon my letter (September 3, P- 545) 
suggest that he is under some misapprehension, arising in 
part from the condensation of my original letter to you in 
which I defined “ postgraduate teaching hospital” so as to 
include “all those medical schools recognized as preparing 
candidates for the higher qualifications,” while. undergraduate 
teaching hospitals were defined as “those not preparing candi- 
dates beyond the qualifying examinations.” The marks printed 
are the average of a few colleagues’ markings and are included 
only as.an indication of how the idea may be worked out. : 

I ar¥éareful to leave it to the Awards Committee to amplify 
and modify the scheme, and I suggest that every consultant 
should mark the Awards Committee's scheme in detail, that 
these mařķs should be averaged by a firm of accountants, and 
that the average markings should be binding on the Awards 
Committee. Thus Dr. Linnell—in common with every other 
consultant—would have the chance to record as many “Os”. 
as he pleases, tg put cown the miginy from their seat and 
to exalt the humble and meek.” Others will j jo’ “sim in record- 
ing a “0” for “officers of academic medical: societies,” but 
some wished it to be included. 

Another point obscured by the condensation is ‘that while the - 
averaged detail marking of Sections 1 and 2 would be final—each 
candidate scoring in each subsection the highest mark to which 
he is entitled—the marking in Section 3, “ Publications,” would 
not.be greater than the averaged figure, but night be as little 
as 1%. I believe that a representative committee of each con- 
sultant group could mark each candidate on his application 
under this heading in a matter of minutes. Personally I shall 
be content if a man whose origina] work is outstanding scores as 
many marks for it as for “ 15 years of service on an undergradu- 
ate teaching hospital ’—we are required to assess Distinction— 
but once again Dr. Linnell may put down what figure he likes. 
His statement that the scheme “ attaches no value to such vexa- 
tious and intangible considerations as clinical acumen and judg- 
ment, or operative skill,” is surely frivolous. ‘If a consultant’s 
senior hospital appointment and the years’of service he “has 
given to that post and to others leading up to it are not a 
criterion of bis “clinical acumen, judgment, and operative 
skill” then we must indeed abandon hope of solving this 
problem, for every appointments board before whom he has 
_ appeared has sought to assess, after full consultation . and 
' deliberation, just those ' ‘things. - 

The Awards Committee is required to carry out certain duties 
which were defined by the Spens Committee, approved-by the 
profession, and then—and only then—passed into law. Apart 


` 


f 
i 
+ 


1 
{ 


Ocr. 8, 1949 


from abstention, the time has gone ‘#7 when we can do other 
than assist the committee in their thankless task. I have sought 
to put into words an idea which may prove helpful.: The 
Awards Committee decides what factors contribute to the idea 
of distinction, and the consultants as a whole decide, democratic- 
ally, what marks are to be attached to those factors.—I am, etc., 


London, W.1._ FREDERICK RIDLEY. 

SiR,—Those of us who have read and admired the writings. 
of Dr. F. M. R. Walshe appreciate the 'courage, wisdom, 
originality, and sincerity of his contributions to medicine. He 
ts an acknowledged leader in thought, fittingly recognized. Yet 
in spite of this, or perhaps because of it, we see him running 
counter to the controlling political and academical authorities 
of the day. Surely'he must be given the distinction of being 
called a “reactionary,” a‘ difficult fellow,” or, by those who 
fear him, “ naughty,” for these are the terms in which we 
honour the leaders of our time. Mr. Winston Churchill has 
been so distinguished in tr ‘House. 

‘Let Dr. Walshe not pyar that he is without support from 
graded specialists, for? ty of them now realize that their 
previous failure to’ interest themselves in the nomination of, 
and voting for, political and academical leaders has cost them: 
very dearly. The/members of the profession voted with a 
solidarity previously unknown against this set-up, but that was 
when few realized the enormities now beginning to be revealed 
to them. I venture to suggest that if the planners.had clearly 
shown their designs, and the humbug attaching to them, a 
far greater solidagity against them would have resulted which 
would have been,maintained in spite of the leaders; and the 
public would have benefited. l 

Dr. Walshe (September 17, p. 649) states, “The power of 
money is great.” He’realizes that local influence is to be used 
and is feared, that the awards are‘in the power of the planners 
with sycophants as satellites. These hate criticism and have 


designed their set-up to keep out the “ difficult fellows.” They ~ 


are steadily acquiring a dictatorship which threatens not only 
the-“ distini:tion awards” but the very liberty of the doctor. 
The ‘writings of the workers will have ‘to be submitted to 
powerful’ dictatorial overseers who will -so secure their 
“notice”: failure to do so may mean rejection or even a 
blasted-career. At the moment one of our leading surgeons 
can state, “I personally suspect the man with huge figures 
and d negligible mortality of being a surgical spiv,” but how 
long{will the critic of statistics be so tolerated ? Canvassing 
for yotes with intimidation, or even instruction, for high dis- 
tinction or office in thè. profession already exists, and woe 
beide the “ difficult:fellow.” As I overheard the conversation, 
“fer probably the best man we have on the staff; but why, 
wiy, why does he keep that imp on his shoulder?” Criti- 
‘om, however justifiable, of the scientific or political activities 
d the powerful—the life essence of ‘a progressive profession— 
tere become difficult—yes, and hazardous—to the career of the 
ritic. cus 
Speaking as a radiologist, prior to this service radiologists 
kept their liberty by earning their living with their own units 
to the benefit of their patients and the Exchequer and with 
credit to the profession. Their private apparatus, at a time 
when the country is financially embarrassed, has to all intents 
and purposes been scrapped, while the hospitals are clamouring 
for more and more equipment (though probably adequate to 
do reasonable requirements) and the manufacturers with stores 
filled with units await “instructions.” By the time the units 
are supplied they will be out of date. But even to mention 


' such matters may jeopardize a “ distinction award.”—]I am, etc., 


Birmingham. JAMES F. BRAILSFORD. 
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Medical Education 


Sır —There were several most interesting articles in the 
educational number of the,Journal (September 3) on aspects of 
medical education. and although some time has*‘elapsed since 
they appeared I hope I may be allowed to comment.on them. 
I feel that this is the more needful in that they imply that 
there is only one kind- of approach to medical education, an 
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approach which might be summed up as more courses, better 
courses, or linked courses. JI shall confine myself to two lines 
of criticism. : 

The first criticism is of all this talk about scientific method. 
It seems to be hoped that, by reading scientific textbooks and 
attending systematic courses of lectures in different branches 
of science, scientific method will somehow be inculcated. Such 
courses are doubtless important for the student of science, 
but surely he does not acquire scientific method from them. 
They are aids in dealing with actual problems of science and 
sometimes may suggest them. But scientific method surely 
starts with the recognition of a problem and consists in the 
isolating of it from irrelevances. It is in fact a kind of inter- 
rogation in which the framing of a question is of great, possibly 
of paramount, importance. Its affinity with clinical examina- 
tion is obvious, but there is no closer relationship between 
scientific method and clinical examination. The objects of each 
are too diverse. 

While it is an attractive ideal that every doctor should be 
trained in scientific method, I venture to suggest that it is 
neither an essential nor even a possible one. The problem 
for medical educationists therefore resolves itself into that of 
how much of the enormous corpus of knowledge in biology 
and its derivative sciences should be insinuated into medical 
students. 

The second criticism refers to the question of skill in medi- 
cine. Professor W. Melville Arnott (p. 497) asserted in his 


. address that’ medicine is essentially a science—“ is an art only 
.in so far as the term means human skill.” 


An art in this 
sense, and in most senses, is capable of being taught to a very 
considerable extent. Jn music and the pictorial arts this is 
recognized by the establishment of schools for the purpose. 
It was therefore disappointing to find in an address on reform 
in medical education no reference to attempts to improve 
“human skill” in the practice of medicine. Surely it is not 
considered that the human skill of the newly qualified graduate 
is as high as it should be. There are certain aspects, notably 
in the practice of asepsis, where nursing education is superior 
to medical. . 

One is tempted to develop this theme further, but I shall 
content myself with the suggestion that in a revival of 
apprenticeship lies the most hopeful path for progress in medi- 
cine. Such an apprenticeship, served mainly in hospital and 
begun early in the medical curriculum, not left to an intern 
year at the end, will] itself enable the student to learn from 
his lecture courses. Such close acquaintance with the material 
of the subject studied has been the condition determining the 
progress of the whole scientific movement: it seems the most 
likely method of developing a genuinely scientific outlook in 
those medical men temperamentally capable of it. But it. 
wil] require all the hospitals in this country to provide such an 
apprenticeship. The persistent-separation of teaching hospitals 


- from all others would have to be ‘abandoned and some type 


of union of boards of governors with regional hospital] boards 
set up. On other grounds, mainly administrative, this has 
already been mooted. One may hope that it will be speedily 
achieved.—] am, etc., 


Heswall, Cheshire. i DAVID WILKIE. 


es 3 _ -Teaching of Physiology 


Sir,—In discussing the imperfections of the practical training 
in physiology (September 3, p. 502) Professor G. W. Pickering 
makes the following statement, “ Classes in mammalian physio- 
logy in Great Britain will be difficult to organize so long as 
they are based on the cat or dog, uncommon and expensive 
animals the use of which is much hedged round by restrictions,” 
and he goes on to cite the example of -Adelaide, where wild 
rabbits are used which are tough and cheaply trapped. One 
is left with the feeling that the problem of.anima] supplies in 
this country existssonly because of the lack of resource on 
the part of British physiologists in failing to discover and trap 
some suitable British mammal. Might I correct this impression 
by some brief comments on the statement which I have quoted 
above ?° l 


i 


` cats and rabbits. 
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1. Expense is not the deciding factor in making a choice between 
Current ' prices are: rabbits, 10s. ; cats, 10s. to 
15s. Even Australian rabbits imported would not be likely to be 
much cheaper. ‘a 

2. Uncommon is not the best word to describe animals whose 
occurrence is indicated by figures taken from -the, report of the 
Sheffield branch of the R.S.P.C.A. as reported in the Sheffield Star 


(June 15, 1948): According to this, during the previous year 10,531 


cats and 5,777 dogs were destroyed in Sheffield (pop. 476,360). If 


- these figures are typical for the whole country about 1,000,000 cats 


and 500,000 dogs are destroyed annually in Great Britain. 
3. The restrictions mentioned by Professor Pickering are hardly 


- relevant, since the use of any vertebrate (except the human being) is 


' subject in this country ‘to restrictions very similar to those on the 


use of dogs and cats, and these restrictions would certainly prohibit 
such interesting experiments as Professor Pickering describes in 
Australia. On the other hand the use of decerebrate cats is not 
hedged around by these restrictions, and Professor Pickering must 
know of the staridard textbook' (Mammalian Physiology) of Liddell 


_and Sherrington, using decerebrate cats. 


~ about it. i / 


~ 


. logy and so deeply concerned with the whole problem of | 


` 4. No other animal, human’ or otherwise, known to me and avail- 
able in this country at any price can entirely replace the dog and 
cat: for teaching and illustrating many of the fundamental principles 
of physiology, and if Professor Pickering knows of any such animal 
I and doubtless other physiologists would be grateful to learn 


al 


\ } b = ’ , 

The real obstacle to improving our mammalian physiology 
courses has' been missed by Professor Pickering. It is simply, 
to make available a tiny fraction of these odd million cats and 
dogs, unwanted and of no commercial value. _The problem is 
ultimately to convince the ordinary «kind-hearted and animal- 
loving citizen that these animals could be of enormous value | 
to medical training and medical progress and, further, that 
killed individually by trained physiologists under conditions 
carefully supervised by the Home' Office these, unwanted 
creatures are likely to meet a more merciful end than by mass 
extermination in lethal chambers. 

The physiologists, who might be thought to have a not com- 
pletely unselfish interest in the, matter, have hitherto failed to 
get their point of view accepted by those in authority, and what 
is needed is a wider recognition of the problem by those 
interested in medical education but not directly concerned with 
the teaching of physiology. It is, therefore, a great disappoint- 
ment to mè to find such a lack of appreciation of the problems 
of British physiologists by one so closely in touch with physio- 


' medical education as is Professor Pickering.—I am, etc., 


Sheffield. D. H. SMYTH: 


Thymectomy in Myasthenia Gravis 
Sir,—Mr. Geoffrey Keynes’s account of his 155 thymectomies 


` {September 17, p. 611) will have been,widely read with deep 


interest. The successful accomplishment of this major opera- 


tion on so many patients implies surgical skill of the first 
order. When we turn to the results we are naturally dis- 


- appointed, as Mr. Keynes must be, that it is ‘not yet possible 


- to the drug. 


to select those most likely to benefit from surgery: It seems 
that a:thymoma is unfavourable, but we are otherwise in 
the dark. f i : a 
The significance of this big experiment is so important that 
we must be wary of afy possible flaw in its interpretation. 
A comparison of neostigmine dosage before and after the 
operation is a ‘useful criterion when the difference is great— 
Mr. Keynes’s groups A-and B—but in those with only slight 
improvement it may well be falsified by the patient’s attitude 
For instance, a patient advised to reduce the 
dosage, and ‘sometimes to stop taking the drug because it is 
thought by her advisers to be dangerous, will obey and: lead 
a less -active life or, more often, make a false return to follow- 


` up inquiries. , This is no idle speculation; I know it to be 


respect. 


true of some’ patients. ' 

A second difficulty in assessment concerns the time lapse 
allowable between the operation and the beginning of improve- 
ment. ‘Surgery must surely set itself reasonable limits in’ this 
' It is difficult to give credit to the operation for a 
result that is not seen for, shall we say, three months‘ . This 
time lag is not made clear by Mr. Keynes. 
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Although I have been unfortunate enough to see six failures 
in consecutive thymectomies in my patients I am certain that 
remarkable and unusual remissions have taken place in many 
cases. Dr. Viets, whose 250 patients at his Boston clinic make 
him the most experienced student of this disease, tells me 
that he is satisfied that surgery has been followed by rapid 
improvement in some patients he had known for years and 
who had shown no previous good remission. 

We are still entitled to speculate.on the cause of the more 
Can it. be that myasthenia gravis is a label 
covering a number of disorders of the myoneural junction ? 
Every functional unit of the neuromuscular system has its own 


. varied pathology—cortex, pyramidal tracts, anterior horn cells, 


and peripheral nerves are vulnerable in their several ways. Is 
it not, a priori, likely that the myoneural junction, susceptible 
to curare and in “ myasthenia,” can be impeded in more ways 
than‘we know-? Sheldon and Walker (Lancet, 1946, 1, 342) 
have shown that’ the condition I ave called acute thyrotoxic 
bulbar palsy, in which neostigmitre response is striking, can 
be cured ,by thyroidectomy. Lae : 
In future assessments we. would well to remember that 


recovery from a severe myasthenic state, however striking to ` 


behold, is not in itself a reliable criterion} Experienced workers 
in this field will agree that remissions are more common in 
the acutely afflicted than’ in those with a taild chronic’ course. 


We need an analysis of results in patients known for their ` 
Such figures, which I hope Mr.. 


previous even behaviour. 
Keynes`zan abstract from his records, would give a better idea 
of the effect of thymectomy than we could; ever obtain from 
a large. unselected series. 

Mr. Keynes’s , stimulating lecture raises\another subject. 
Clinical and biochemical studies of this large group of 
thymectomized persons must surely yield some clue to the 
function of the thymus. We may hope that this rew operation 
will advance our knowledge of this organ, just as‘the work: of 
Reverdin and Kocher helped to open up thyroid physiology.— 
I am, etc., ` re: aa . 

London, W.1, (41s: BSB LAURENT. 


Gravitational Ulcers of the Leg 


SmR,—My paper on the aetiology of gravitational. ulcers 
(August 27, p. 458) was based on 270 patients seen personally 
in the skin department of the Leeds General Infirmary. \ The 
series included every patient that I saw,-with this conUtion 
during two and a half years, and for thi:. reason the jerm 
unselected was applied. These patients had alcers presentfor 
a period varying from a few weeks to many years. A numer 
of them had been referred before treatment by surgeons on te 
staff of the infirmary and from the varicose-vein clinic. Th 
series -seems to me to be representative, and my findings al’ 
not markedly different, from those of Bauer working in ¿ 
surgical clinic. ‘ 

Dr. H. S. Russell’s 
series bears’ no relation to ‘the facts as-given in my paper, 
and his feeling that I have “seen the failures and should study 


the successes ” before coming to a conclusion is as unjustified 


as it is unreasonable. My paper was concerned with the cause 
and' not with the treatment of these ulcers. Hence, of those 
patients whose varicose veins had been injected, only those in 
whom this treatment seemed to'be the direct:cause of their 
chronic venous stasis were mentioned. ` 
Mr. H. J. Croot (September 17, p. 654) does not quote me 
quite completely. I wrote, “ The concentration on treatment 
of superficial varicosé veins in patients with.venous stasis is 
neither rational nor useful... . 
was that if varicose veins are present in a patient. with venous 
stasis with or without ulceration, all too often treatment is 
concentrated, upon them and not -upon the fundamental cause 


of the condition—namely, a deficient venous return from the 


whole limb. While I am perfectly aware that treatment of 
such varicose veins may in a few carefully selected cases benefit 
the ulcers, yet in others injection of such veins may intensify 
the chronic venous, insufficiency already present, possibly by 
causing thrombosis, not only in the superficial varicose. veins, 
but also in the third system to which Mr. Croot refers. i 


+ 


‘description (September 10, p. 598) of my 


+ 
` 
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” The point I wished to make - 


F] ` 


i — 
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The problem of' aetiology must be'solved before treatment 
can be rational, and more about both, I feel sure, will only 


subnormal temperature, and a pulse rate of 120 a minute. There was 
a strong smell of acetone from his breath. The abdomen was held 


be learnt by co-operation between surgeons, anatomists, patho- -tigidly but with persistence, and between paroxysms of writhing it 


logists, radiologists, and physicians, and only if the broad view 


of the circulation of the lower limb taken by your annotator: 


(August: 27, p. 480) is adopted.—I am, etc., i 
„Zurich. -S. T. ANNING. 


l 
Transmission of Syphilis ; 
Sir,—Dr. A. O.: F. Ross (April 10, 1948; p. 691), writing on 


the transmission of syphilis, reached the conclusion that “the . 


advice that should be given to an adequately. treated male is 
that he should not attempt to procreate children until five 
yéars after the date of infection.” A case of a man and his 
wife seen recently by me seems to confirm this. , 


A woman, aged 27 years, was referred here late in pregnancy with 
two positive blood Wassermann reactions, which had been taken as 
routine—the second, of course, to confirm the ‘first. She had no 
signs or symptoms. About a year previofisly, while living elsewhere, 
she gave birth to a baby, of whom her husband was the father, who 
developed a rash on its palms and soles soon after birth and who 
died of “ pneumonia ” when two months old. :There can be little 


` doubt that the child had congenital syphilis. The mother had not 
had a blood Wassermann reaction done during this pregnancy, which, 


* 


was her first. i i ; 
All the facts of the husband’s history have been confirmed. The 
diagnosis ‘in his case was. primary syphilis, sero-negative ; on 
March 20, 1944, and,on the following day dark-ground examina- 
tions of serum: expressed from 'the sore in the penile sulcus: were 
positive for T. pallidum. His blood Kahn test on March’20,.1944, 
was negative, and the Wassermann reaction on the cerebrospinal 
fluid was also negative three months later. He had adequate treat- 
ment for a year, and subsequent blood Wassermann reactions, and 
Kahn tests were all negative. ee 
He returned to England after military service on December 1, 
1945—i.e., about one and three-quarter years after infection. He 


_ became engaged to the girl who is now his wife in 1946, when he 


~ 


had intercourse with her for the first time ; they were married later 
in that year. (This story is confirmed independently by the husband 


and wife.) Her baby was born in_1947, and, as I have:said, this ' 


baby died aged 2 months of probable congenital syphilis. 

The wife told me that she had never had intercourse with anyone 
except her husband and that there was no previous family history of 
syphilis. She is one of six children, all living, as are her father and 
mother. She was'an in-patient in a sanatorium for eight months in 
1942; the medical superintendent writes me that she had “ a tubercu- 
lous pleural effusion. There was no suggestion at that time of her 


- having syphilis, so no blood Wassermann reactions or Kahn tests 


were done.” The husband’s blood Wassermann reaction and Kahn 


“test were both negative on two occasions a few months ago. 


Of course,.we can never disprove that the wife had not had 
syphilis before she was married, but, this is very unlikely, and 
the probability is that she was infected by her husband.—I 
am, etc., ' i ` rs 

Barry, Glam. ` PHILIP SIMON. ` 

« Acute Abdomen ” in Diabetes Mellitus 
- Sir —Though one reads of the “acute abdomen ” of ketosis! 


and sees it referred to as a differential diagnosis by Zachary” 


Cope,’ it is not often that one is confronted with this problem. 


On September 12 a man of. 24 years was brought to hospital as 
an acute abdominal emergency. He was writhing in agony with 
abdominal pain:and continuously crying out to be given something 


to relieve his pain. The history, was that 18 hours previously, follow- > 


ing a bout of vomiting during which, in the course’ of an hour, he 
vomited about five times, he was seized with abdominal pain. The 
pain persisted and had increased in intensity since the onset. The 
description given by the patient of the pain was that it felt as ‘though 
he was “ breaking in two.” He was sure it was not a colicky pain. 
The pain was confined to the abdomen. He was quite definite that 
the vomiting had preceded the pain. Lawrence? mentions this latter 
point as an aid to-diagnosis. It transpired that the man'had been a 
known diabetic for three years and was on 54 ‘units of insulin daily, 
with a calorie intake of 2,500 a day on a line diet regime. He had 
run out of insulin three days prior to admission, but continued to eat 
and had not made any great effort to obtain a further supply of 


On examination, he presented the picture of an acute abdominal © 


catastrophe, with a drawn, anxious, pale look, a dry, coated tongue, 


' 
~ 


1 ` ' 1 
\ 


was apparent that there was‘ no true rigidity. No definite tender- 
ness could be elicited, peristalsis was heard evenly in all areas, liver 
dullness, was present, and rectally no abnormality was discovered. 
The urine contained a large amount of sugar, acetone, and acetoacetic 
acid. The urinary chlorides were 1 g. per litre and the urinary 
diastase was-2 units. While being examined the patient complained 
of severe thirst, and when permitted to do so drank 14 pints (850 ml.) 
of water without pause. 

Despite the picture, of acute catastrophe, it was not felt that an 
acute abdomen of so many hours’ duration could be possible with 
so little in the way of definite: physical signs, and it was considered 
safe to give morphine } gr. (16 mg.). Immediate treatment of the 
hyperglycaemia was instituted, and an intravenous saline drip com- 
menced. Quite soon afterwards the patient quietened down,’ showed 
the typical air-hunger respiration of ketosis, the pain disappeared, 
and the abdomen became flaccid and free of tenderness in all areas. 
He made an uninterrupted recovery once his diabetic condition was 
stabilized. , ' 

It is regretted that in the urgency of getting the patient controlled 
no blood estimations were done. It is felt that the nature of 
the abdominal condition. was comparable with that seen in uraemia, 
I know of no explanation of the “ acute abdomen ” in ketosis, and I 
would be very interested to hear of one. 


—I am, etc., 
London, S.E.5. 
\ REFERENCES 
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` Pavlov. and Conditioned Reflexes 


Sır, —Pavlov studied conditioned reflex salivation. If one 


generalizes by using the word “ behaviour” one may bracket 


in two different ways and say either that he studied conditioned 
behaviour or that he studied conditioned reflex behaviour. 
These generalizations are not identical, but many writers in 
referring to Pavlov’s work appear to believe that they are. 
Most of Pavlov’s concepts appear to me’ to be labels lacking 
all reference to process. It enlightens no one to be told that 
when King Alfred let, the cakes burn his sense of smell was 


_ inhibited at the time by virtue of inhibition——I am, etc., 


f . 


London, E.13, W. THOMSON BROWN. 


Treatment 'of Ringworm of the Scalp 


Sir,—The search for an alternative to x-ray epilation of the 
scalp for the treatment of tinea capitis continues, and the recent 
article on this*subject by Drs. H. Haber, R. T. Brain, and Mr. 
J. W. Hadgraft (September 17, p. 626) shows no doubt a step 
in the right direction. Yet it seems that due warning about 
the ‘relative ineffectiveness of their salicylanilide in carbowax 


` preparation’when compared with x-ray epilation was not’ given. 


The practitioner may therefore be inclined to the belief that 
an alternative is almost at hand. 
_ In the first place it would seem very wrong to utilize cases 
of Microsporon felineum infection of the scalp to prove the 
efficiency. of any local application. Such infections usually 
undergo spontaneous cure within months even in the absence 
of any severe inflammatory reaction, and in their group of 
20 cases (including seven showing an inflammatory reaction) 
a.75% cure rate after anything up to 14 weeks’ treatment is 
very little better than one would expect with’ no treatment — 
at all. 14 

The single case of Trichophyton sulphureum infection did 
not, of course, respond to treatment. We are therefore left ` 
with an uncontrolled series'of 6 cases of Microsporon audouini 
infections of the scalp. ‘ Unfortunately the duration of infection 
in each case before treatment was started is not stated. From 
a study of scalp ringworm in Northern Ireland it has become 
apparent that about a quarter ofall cases of M. audouini 
infections, of the scalp undergo cure in less than 6 months 
if left entirely without ‘treatment (91 out of 374 cases in one 
localized epidemic. Facilities for x-ray epilation of this 
number in-addition to cases from'a large epidemic in a second 
centre were not immediately available, and these cases had 


+ 
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to be kept under surveillance until facilities became available.) 


„In additioņ.a number of our cases have been successfully 


treated by manual epilation under Wood’s light at weekly or 
twice-weekly intervals. Manual epilation with forceps can 
be little better than scrubbing with a nail brush every morning 
for weeks on end. When viewed in the light of these facts-four 
successful resúlts from six cases is not very encouraging. 

A trial of a number of local applications has been made by 
us in some cases of tinea capitis. Fourteen cases have had a 
salicylanilide in carbowax preparation with instructions to “rub 
in thoroughly night and morning to the'entire scalp after cutting 
the hair short.” The results are still only provisional, but 
they are sufficiently discouraging for us to have abandoned 
use of this particular preparation except for purposes of com- 
pleting the clinical trial. Of the 14 cases no Jess than 4 have 
so far developed a severe contact dermatitis (after 2, 2, 8, 
and 8 weeks’ treatment). Actually this brought about cure in 
all four cases—but the method is not to be recommended ! 
Dr. Haber and his colleagues do not mention the possibility of 


‘local reactions. ~ 


Articles such as the one under discussion are of certain 


‘theoretical value so long as the impression is not left that 


local applications alone have already an important place in 
the treatment of scalp infections due to M. audouin. It is 
often only with difficulty that one succeeds in obtaining per- 
mission from the patient’s parents (and the family doctor) for 
xray epilation. ‘The only effective way -to prevent epidemics 
is to epilate cases immediately they are seen. Failure to do 
this resulted in our 374 cases in one small centre. A satis- 
factory x-ray epilation carried out by an experienced x-ray 
therapist results in, freedom from infection within 4-6 weeks 
and allows the child to return to school, etc., without being 
a potential danger to the community. No effort should be 
spared to make these points with practitioners, who, after all, 
see the patients first—We are, etc., a 
ane J. MARTIN BEARE. 


Belfast. Ivan H. McCaw. 


Massage with Adrenaline 


Sir,—My attention has recently been called to a circular 
which is being ‘sent “to the Medical Profession only,” claim- 
ing that a proprietary preparation alleged to contain adrenaline, 
and exhibited by inunction, has beneficial results “in all forms 
of rheumatism.” The circular is plausible enough at first sight, 
for it suggests that adrenaline stimulates the production of 
Kendall’s Compound E; and at a time when the dramatic out- 
come of Hench’s work wifh Compound E is familiar to your 
readers some of’ them may be led to prescribe the preparation 
advertised in the circular. os 

Nobody would wish to decry tlie value of physiotherapy in 
rheumatic disease. But I feel that a few words of caution may 


` not come amiss to those who. are not actively engaged in clinical 


endocrinology. (1) The quantity of adrenaline in the prepara- 
tion’-i8‘not stated. ' (2) It is*doubtful how"tiuch ‘adrenaline*is 
absorbed by inunction, and whether the effect of adrenaline so 
absorbed is more than transitory. (3) There is no evidence that 
adrenaline absorbed through the skin stimulates the production 
of Kendall’s Compound E. 

In brief, this preparation only advertises itself by a series of 
conjectures and hypotheses, and I should advise medical men 
to steer clear of it—I am, etc., / 
ý G. L. Foss. 


Bristol. 


a 


Hypnosis in Treatment l 


Sm, —Dr. K. M. Hay (September 17, p. 653) writes, “The 
mind is then influenced on the:feeling. level and to a lesser 
degree on the intellectual leveltby the hypnotist: in effect we 
may say that the hypnotized: subject is to a sgreat extent de- 
personalized.” For psycholégists and psychiatrists deperson- 
alization means a condition im-which the subject is continuously 
compelled, to doubt the reality of his own experiences. Lest 
we should be accused of restricting to our own use a word 


which has previously been used in a wider sense, may I quote `“ 


the passage in which this term was first used ? '“ Cet état dans 
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lequel le'moi sent ses actes lui échapper, et lui devenir étrangers, 
j’'appelerai une alienation de la personnalité, ou dépersonnalisa- 
tion ” (Dugas, L., Rev. Philosoph., 1898, 45, 501). 

This word, referring as it did to a syndrome with which 
psychologists and psychiatrists had long been familiar, has 
since been freely used by French, German, British, American, 
Spanish, and Italian writers. It has done good service for half 
a century in this sense. To use it in another would be to debase 
its value and lead to confusion.—I am, etc., 


London, S.W.3. ‘ D. S. MACPHAIL. 


Essential Hypertension in Pregnancy 


Smr,—Professor J. Trueta (September 17, p. 650) has’ fore- 
stalled me in replying to some of the points mentioned by 
Mr. R. H. Paramore in his letter (August 27, p. 486), but I 
should like to add something by way of comment on the latter’s 
second two paragraphs. ; 

Mr. Paramore explains the re-establishment of urinary flow 
under spina] anaesthesia as consequent upon the fall of blood 
pressure. Hingson, however, whose experience in this particu- 
lar field is probably unique in its extent,’ finds that it is often 
necessary to Withdraw the spinal anaesthetic for a while and 
to give the patient ephedrine in order that the anuria may be 
relieved—i.ec., that urine begins to be passed as the blood 
pressure rises and not as it falls. He is not averse to this 
phenomenon being explained as due to a differential action 
of the sympatheticomimetic drug, the renal vessels being less 
responsive than certain others to it, so that the general rise of 
pressure sends more blood through the former.” Such differ- 
ential action is also the basis of the “ order of sacrifice” which 
was advanced in 1947 by Professor Franklin® and has since been 
supported by further, as yet unpublished, experimental evidence , 
obtained by him and by others, myself among them.—lI am,.etc., 

London, W.1. JOHN SOPHIAN. 
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The Backward Child 


Sır —The school holidays just passed have brought the usual 
mass of school-children for advice because of school failure 
who are found on investigation to be backward because of 
a specific difficulty in reading and spelling depending on cross 
Jaterality of hand and eye dominance. The most serious cases 
seem to be the left-eyed and right-handed, but left laterals, with 
left dominant hand and eye, are only a little less serious. 

This form of word-blindness is responsible for so much 
apparently unexplained school failure—the children “ who 
could do better if they tried ”—thbat it merits much greater 
attention. The condition is well recognized. It has been 


. described: by-Sir Henry--Head inthis -book‘on:aphasia, Sir Cyril 


Burt in The Backward Child, Professor Schonell in Backward- 
ness in the Basic Subjects, and in many papers in the journals. 
In America a great deal of research has been done on it. It Is 
essentially a physical problem, but, as failure and frustration 
are gradually felt by the child, secondary psychological effects 
appear. Then loss of confidence, feelings of incapacity and 
social inferiority, and sometimes wild behaviour and even 
delinquency follow. Games needing co-ordination of hand and 


_ eye also suffer, and bring an added feeling of futility. These 


secondary symptoms usually develop when the child passes 10 
years and begins to be self-conscious and to compare his attain- 
ments with his own ambitions and the achievements of others. 
Until then he has usually just been called lazy, or.stupid, or 
inattentive, or ‘not trying,” and he accepts the criticism. 

The remedy is to ease educational pressure on reading and 
writing, to ‘avoid criticism, to make the education as far as 
possible verbal instead of graphic, and to increase self- 
confidence through activities which give success. The difficulty 
usually fades at adolescence, and if the education has been kept 
at a reasonable level and discouragement avoided there should 
be little trouble after that. 


Ocr. 8, 1949 -E _ eee 








The « essence of prevention’ isto recognize the condition hes 
the child is learning to’ read and give skilled tuition then,’ 
remembering that the child, however intelligent he may be, 
will be slower in learning the use of the written symbol than 


` his fellows but that he will, with care, ultimately aster it 


Dam, etc., | . 

London, W.1. - WILLIAM Moonie 
~ ‘ S wes 

i Old Age l 

SIR, —Your correspondent Dr. J. Rushworth Lund (October ` 

1, p. 758) complains of the number of old people who have 

grown selfish and useless, and suggests that.as they'eat food 

and require attention they should be eens put to perpetual 


sleep. 


This is a brutal proposition. There are, of course, selfish 
old people, but they-are the exception rather than the rule. 
I could’ show Dr. Lund large numbers of the aged who are 
unselfish, kind, and thoughtful, who still do .good work, and 
who are "loved by those with whom they come in contact. ‘I 
would remind him there are plenty of examples of selfish, use- 
less, middle-aged people, and the same applies to the young. 


. Are they all to be exterminated ? 


- 


I do not know to what age group Dr. Lund belongs. 
Obviously not the aged. I hope he has many years of useful 


work before him. Later in life he will probably look.a little | 


more kindly at the old people. So many of them have worked 
hard and done so much good that they deserve some considera- 
tion at the end of life. I trust the will get no support for, or 
sympathy with, his on horrible suggestion.—I am, etc., 
Hove, Sussex. L. A. P; ARRY. 


SR, —Dr. J. Rüskwonk Lund’s letter (October 1, p. 158) on 
the above topic carries with it many dangerous implications 
which if not refuted may still further damage our society 
already burdened with the false concept of atheistic materialism. 


' Surely the experience of the last ten years should now indicate 


to any sensible person how shallow sugh a concept of life, 
really is. 

Has not this materialist soncent of life crumbled into dust 
and ashes in the very sight of those most anxious to build 
it up ? 

Old people should never ask themselves, ‘ “What use am I in 
the world?” Nor indeed should anyone. As for sons and 
daughters unable to marry, has Dr. Lund never heard of. 
charity, the greatest of all the virtues? When a person’s 
natural rights are voluntarily surrendered in the interests ‘of 
charity that person is living on a very much higher -sphere than 
the person who in similar circumstances insists on the exercise 
of his natural rights. As to segregation-and euthanasia, are 
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unhealthy’ for the patients and medical staff of the smaller 
partner—the larger, in a few recent instances, digesting bricks 
and mortar satisfactorily while unable to assimilate the human 
portion of the diet. In the closing down of Paddington Green 
Children’s Hospital the population of the area has suffered a 
personal loss, as have also those of us who remember this 
hospital i in the past. am, etc., 
London, S.W.1. F. DUDLEY HART. 


Sir, —Dr. D. W. Winnicott (September 24, p. 711) has done 
‘a great public service in bringing to light the facts concerning 
the closing of Paddington Green Children’s Hospital. It is 
indeed a tragedy that such an institution, second only to Great 
Ormond Street in efficiency;can be so ‘quietly planned out of 
existence. By some mischance St. Mary’s was allotted two 
children’s hospitals, whereas there are two other teaching hos- 
pitals in. the North-West Metropolitan area who have none. It 
would seem a simple matter to arrange a transfer,‘and it would 
save the Ministry of Health £10,000, which is the estimated cost 


‘of transforming a 50-bed children’s hospital into an adult hos- 


pital with half the number of beds. A petition signed by 8,000 
mothers, protesting against the closure, has this week been 
presented to the Minister. Perhaps this plea may prevail where 


- logical argument has failed.—I am, etc., 


London, W:1. MASSEY DAWKINS. 


Sir,—Dr. D. W. Winnicott (September 24, p. 711)-is to be 
congratulated on making known the regrettable intention of 
St. Mary’s Hospital Board to close the Paddington Green 
Children’s Hospital and also for stating his views so fairly 
and so pointedly. Furthermore, I feel absolutely certain his 
opinions are those of everyone who has had the privilege and 
joy of serving such a splendid institution and would-be strongly 
supported -by countless mothers in the district, and further 
afield, who have themselves been kindly treated there or regu- 
larly take their own children for treatment there in preference 
to the ‘less personal out-patient department of the general 
hospitals in the area. . 

Having been fortunate enough in the course of my paediatric 
training to have held an appointment at this worthy and happy 
hospital, I would like to state that Dr. Winnicott’s remarks are 
_in no way exaggerated, In fact the personal and happy atmo- 
sphere that prevails is one of the outstanding characteristics of 
the hospital and is quite unique. The decision to close the hos- 
pital could.only be made by persons ignorant of this fact and 
of the tremendous amount of work done by the hospital which 
would have to be diverted to the already crowded, less special- 
ized, and less personal casualty departments of other hospitals. 

There can be little doubt that whatever the need for skin or 
throat beds or whatever the need to adjust St. Mary’s under- 


_ these remedies really compatible with .the dignity of ‘the - takings the needs of the mothers and children in the area should 


. so much. 
- to senior physician, and the hospital’ was a happy, highly effi- 


individual ? Has the individual no supernatural destiny ? And 
who without just cause can take the life of another individual, 


` which, I suggest, Sir, belongs to God and to God aone ?— 


I am, etc., ; ; 
3 EDWARD D. JONES. 
to ; f- 


Barnsley, ie dees 


| Paddington Green Children’s, Hospital 


Sir,—I would like to add a word to Dr. D. W. Winnicott’s 
letter (September 24, p. 711). The first post I held in London 
was as Houseman in Paddington Green Children’s Hospital- 
fifteen years ago: Sin¢ ce then I have never worked in a more 
happy hospital nor one in which, the individual counted for 
Everybody knew everybody, ‘from telephone girl 


cient unit with a high sense of duty and individual responsi- 
bility. It has always seemed to'me that this small children’s 


_ hospital was in its way among the very best of its kind. 


In the new order of things it is I suppose inevitable that 
these- things will occur, but is it sufficiéntly appreciated by the 
public that they have now one less hospital in their area to 
serve the local needs, and by the medical profession that it 
leads to termination of appointments of members of the staff, 
who have usually _ given many years’ honorary: service to 
such hospitals, without redress and with very little thanks ? 
This mantis-like union óf small hospital with large is apparently 


` 


. ‘an ‘injustice take place. 


be the first consideration. Were this; in fact, the case this 
decision would never have been contemplated, nor would such 
It is only to be hoped that the authori- 
ties interested in child health and the treatment of sick children 


-are aware of what is happening and are quick enough and 


interested and influential enough to prevent this tragic blunder 
occurring. Renowned as it is, St. Mary’s Hospital stands only 
to lose by this proposal, not only in reputation but by addi- 
tional strain on its resources. 
responsible will think again and be prepared ‘to do the just 
thing.—I am, etc, ° 


London, W.C.1. RODERICK MAGGS. 


ae What is Social Medicine ? 


Sir,—I am much obliged to Professor W. Hobson for his 
very lucid and interesting letter (September 3, p. 546) in reply 
to my previous letter, and also to Dr. Alice M. Stewart for 
her courteous letter supporting the views of Professor Hobson. 
Both writers make it quite clear what they understand by the 


. term social medicine, and: no one could gainsay the importance 


of the work which they envisage, and in which they are engaged. 
But why call it social medicine ? Is not all medicine social, 
at least in its practical application ? And is not social medicine, 
as explained in these two letters, just preventive medicine writ 
large ? 


4 


at 


It is to be hoped that those ` 


There can only be one purpose animating both— , 


‘of mine on the M‘Naghten rules any clearer. 


~ 
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namely, the promotion of health and the prevention of disease: 
Social medicine may seek to study and evaluate the conditions, 
social or otherwise, affecting the: incidence of diseases which 
have not hitherto’ been investigated on comprehensive lines, and 
may be able to do so with more efficient means of résearch 
than the old public health could afford ; but surely this is only 
a natural extension of the principles of the old preventive 
medicine, which never set any bounds to its sphere of work. 

Public health work in the past sought primarily. to provide 
healthy conditions of life, and by means of health education 
to secure the intelligent co-operation of the public. Then it 
made direct attacks on those diseases which appeared most 
amenable to prevention, e.g., tuberculosis, enteric fever, diph- 
theria, and venereal diseases, and has done so with a large 
measure of success. But it did not consider its sphere limited 
to infectious disease, and by embarking on its. schemes fon 
maternity and child welfare, and the school medical, service, it 
entered the realm of general medicine, though mainly from the 
preventive point of view. Even juvenile delinquency, mentioned 
by Professor Hobson, haf not been overlooked at our child- 
guidance clinics, 

I must confess on re-reading this letter that I may have been 
engaged on a petty hair-splitting crusade, but I, did want to 
show that the old public health, as it is now called, was not 
such a hidebound affair as some people seem to think, and 
that the new public health is not so new as some people try 
to make out.—I am, etc., 


` 


Torquay. THOMAS GIBSON. 


Conceptions of Right and Wrong’ 


Sir,—I can hardly congratulate Dr. J. E. Wilson (Sep- 
tember 24, p. 711) on making an allegedly confused opinion 
With due respect, 
he seems to have bemused himself with legal terminology and, 
so far as I can understand his words, manages by a solemn 
blending of verbal incompatibles to indicate that the answer 
is in the affirmative and also in the negative. 

A simple question was asked in my previous letter about the 
meaning of the word “wrong”, in the M Naghten rules (used 
for brevity and convenience—I know about the answers of the 
judges, etc., which Dr. Wilson brings up). J repeat the ques- 
tien in the plainest way I can think of: (a) Does the word 
“ wrong ” (as used in the M‘Naghten rules) mean wrong accord- 
ing to English law ? (b) Does it, mean morally wrong? (c) Is 
it capable of meaning both according as it suits the purpose 
of counsel ?, If Dr. Wilson can cease being awed by the fact 
that he is dealing with the law and, in equally plain and simple 
language (preferably in terms of “yes” and “ no”), will give 
me the authoritative answer I am seeking, I shall be in his 
debt. I might add that I am not in any way abashed by Latin 
tags.—I am, etc., 


London, W.1. ` FREDERICK DILLON. 


r 


The M.R.C.P. 


Sır —May I draw your attention tò the manner in which the 
Royal College of Physicians introduced the recent changes in 
the Membership examination ?. The new regulations were first 
published at the end of July. The changes which they involved, 
particularly the new rule forbidding entry to those who have 
been qualified less than 18 months, were to take effect in the 
next examination, held at the end of September. However 
necessary the changes may have been it was surely discourteous 
of the Royal College to make these sweeping reforms without 
notice. No university authority would consider a similar 
change, even in its qualifying examinations. without at least 
six months’ warning being given. The conflicting claims of 
national service and Membership make it even more difficult 
for the; postgraduate to adjust his plans to such abrupt 
pronouncements. 

To make matters worse, the secretarial staff of the College 
had no information concerning the details of the 18 months’ 


£ 


restriction (ie., that the period was to be measured from the 
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date of registration to a date one month before the start of 
the examination) until the week ending September 3. It was 
possible, therefore, for a candidate who had thought himself 
just eligible for the September examination to be refused admis- 
sion less than one month before the date of the first papers. 
Six months spent in polishing up is largely wasted when a 
sudden decision of the Royal College puts the examination into 
n dim period which lies beyond 18 months of military service. 
—l am, etc., 


HOUSE-PHYSICIAN. 


: Myxoedematous Madness 


SmR,—Dr. E. B. Davies (September 24, p. 706) writes that T 
inferred that the pattern of psychotic disorder was determined by 
myxoedema and thinks the title of my paper, “ Myxoedematous 


Madness ” (September 10. p. 555), suggests that a specific type . 


of psychosis exists. That is the opposite of what I said— 
e.g, “Certainly in the series I have observed there has been 
no constant type of psychosis. . It is the disease which is 
the characteristic feature, not its mental manifestations. ... 
There ts no specific psychosis.” By the title “ Myxoedematous 
Madness ” I meant that the myxoedema caused the madness. 
For instance, the expression “ hypoglycaemic reaction ” implies 
that hypoglycaemia causes the reaction, but does not imply that 
all hypoglycaemic patients behave in a similar way (which they 
certainly do not). 

Dr. Davies suggests that in my cases the myxoedema and the 
mental symptoms were a coincidence, and considers it mis- 
leading to call the association an organic psychosis. It seems 
fairly obvious the psychoses were organic for several reasons : 
(1) Because the onset of the psychosis was in every case after 
the onset of myxoedema. If the association were fortuitous 
it would be likely for some of the cases to have had psychotic 
symptoms first. (2) Because the majority recovered dramatically 
with thyroid. (3) Because in the case that stopped thyroid the 
mental symptoms returned. (4) Because 50% of ‘cases of 
myxoedema seen have had psychotic symptoms, whereas 50% 


“of women between 30 and 50 are not psychotic as far as F have 


noticed. (1 have charge of an endocrine clinic and two general 

medical wards as well as a mental observation ward.). 

- Dr. Davies’s attitude that the search for organic-causes for 

psychoses is as fruitless as the search for the philosopher’s 

stone is not a helpful one. Surely the “gold of psycho- ' 
pathology ” is less helpful than -malaria’ in a case of G.P.I. 

Many organic conditions—cerebral tumour, neurosyphilis, 

pneumonia, hypoglycaemia, and so forth—undeniably cause 

psychoses which appropriate treatment usually cures. I never 

wrote (as Dr. Davies seems to think) that “all the common 

psychoses .. . are determined by organic causes.” I suggested 

that some might be found’ to be so caused. The majority 

of psychoses remain of unknown or psychopathological origin, | 
but where physical causes exist their detection is a rewarding 

task for either physician or psychiatrist—I am, etc., 


London, N.W.10. RICHARD ASHER. 
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POINTS FROM -LETTERS 


Distinction Awards 
Dr. A. B. SrewarT (Bury, Lancs) writes: Patients have already 


' decided which tamily doctor will help them‘most and have awarded 


him their capitation fees. There is no chance of distinction awards 
for G.P.s. In my opinion the primary duty of the consultant is to 
help, in every sense of the word, the family doctor and through him 
the patient. If this opinion is accepted it follows that the G.P. 
should decide which consultants have given most assistance and thus 
qualify for distinction awards. Logically this process for deciding | 
distinction awards can be carried a further stage. Consultants whose | 
distinction- awards are decided by G P.s should in turn decide’ which 
of their colleagues outside the orbit of G.P.s are rendering most 
help in the assistance given to family doctors and their patients, 
thus qualifying for distinction awards. Thus the sequence of reward 
and responsibility, from patient to remotest research worker, could be 
made complete. 
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K A Imported 
ing the special sittings ‘pf Parliair ESON 
le a statement on Septemb the e of Commons 
ut the relaxation of import restrictions. He announced the 
e, as from October 5, of open general licences which would 
nit anyone to import the goods concerned without an import 
ace from any country other than those specifically excluded. 
circulated a list of goods to be included on open general - 
aces, which specified chemicals, drugs, ‘and medicines, with 
ous medica], surgical, and.dental appliances and instruments. 
ks were also on the. list; and from October 5. an ‘open 
eral licence would be issued for all imports -of books from 
ft currency,” countries. Countries excepted from the scope / 
open general licences include the United States, Canada, 
ntries in Central and South America, Belgium, Switzerland, 
stern Germany, the U.S.S.R., and European countries associ- 
d with it. On September 27 Mr. M. C. Hortis had raised the 
stion of the licensing of the import of books. He said that 
a result of: this licensing the country’s educational life had 
fered. Frequently pupils had been told to read for exami- 
jons, books which were not obfainable in this country. 
entific work had been hampered. Since.by the ‘loan agree- 
nt, Britain, must not~ discriminate against the Americans, it 
Ist exclude all -works' from every .country so that the 
nericans did not have a grievance. If they could not have 
licensed import of books from the United States of “America, , 
least they should have a free import of books from Europe, } 
‘e, and the Dominions. - ot 
Mr. KENNETH Linpsay said almost every country reptesented | 
the Strasbourg Assembly had similar quotas and restrictions 
Great Britain. European unity should be made a reality at 
ist in the world of books. et. 
Mr. A. G. BoTTOMLEY, replying for the Government, said that 
a result of! the Anglo-American Loan Agreement they could 
t allow, books to come into this country which they pro- 
sited from the United States.” Learned scientific and technical ’ 
oks were allowed in at the rate of 200% by value of pre-war 
iports. Import licences were issued quarterly, and the Govern- 
ent was’ arranging that for the next quarter the same Tatio 
before would come in. In addition, by the open general 
ence scheme any student who required a certain book could 
t it, although ‘in some cases delay was unavoidable: The 
1port of books from the United States must be limited. , The 
overnment ;could’ not consider taking anything further from 
e United States. a i 
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È . DRUGS LEFT IN CAR 


_ doctor was recently fined £10 for keeping dangerous drugs 
ther than in a locked receptacle.’ He had pleaded guilty.. 
he prosecution contended? that the doctor’s: case had been 
sund with some of its contents strewn on the ground. The 
ase was taken to the police and was found to be unlocked. 
‘here was no sign’ of the lock having been tampered with. 


Pa 
a? 


„mong thejcontents missing were some tablets of pethidine . 


nd some morphine preparations. ae 
The defence said that all the drugs were recovered imme- 


iately and ho harm had been caused. to anybody. ` The only 


fa 


erson W 
loctor’s car: was the doctor himself. If doctors were to be 
ewarded for reporting their loss to the police by being 
yrosecuted, they would be discouraged from reporting it. The 


nagistrate said that a serious case had been aggravated by the 
loctor leaving the unsecured drug case in his unlocked car. 


| 1 Bristol Evening World, July 12. 
17 i 2 Bristol Evening Post, July 12. - 
j 1 
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ho} could report the loss of dangerous drugs from a’ 
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A course of. three lectures’on “The Ch 
and Other Newly Discovered Elements a 
H. J. Emeléus, F.R.S., at the University 
Gower Street, London, W.C., on! Mond 
7 and 14, at 5.15 p.m. l 

Mr. A. J. Wright, Director of Medical 
University of Bristol, will-deliver! the Se 
Function: A Review of the Evidence 
Medicine, 1, Wimpole Street, London, ‘\ 
3, at 5 p.m. l 

Professor J. Z. Young will deliyer twc 
of Peripheral Nerve” at University Col 
W.C., on Mondays,..October 10 and 17, : 

A course of ‘three lectures on “ Gr 
Bacteria ” will be delivered by Sir|Paul F 
Theatre of University College, Gower < 
20, and 21, at 5.30 p.m. | 

Sir James Learmonth, Professor of $ 

‘in the University of Edinburgh, will de’ 
Clark Lectures, at the London | Schoo 
Medicine, Keppel Street, Gower|\Street, 
23, and 24, at 6 p.m. His subject is “*’ 
to Preventive Medicine.” > . 

All the above lectures are addressed i 
and to others interested in the subjects. 
ticket. ao aie À 

y f UNIVERSITY OF 
The Council of the “Welsh Nationa 
appointed Frederick Roland George 
Professorship of Tuberculosis at|the sch 

Dr. Heaf qualified at St. Thomas’s Hospit 
degree two years later. He proceeded M,D. 
in 1946, having taken the Membership in 1! 

‘ Officer, London County Council, Adviser 10 
Health, and president of the British poner 


= $ 
; UNIVERSITY} OF L 
The following candidates have | been : 
indicated : = i 
!  FmaL M.B., Ch.B.—Part I: Hilary / 
.’ Howell, H. G. McDonald, Angela M. 
_J. B. Newton, E. Patrick, J. Wi Prout 
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b UNIVERSITY; OF §& 
The following candidates have} been : 
indicated: ’ 
- M.D.—Helen N. Mellanby, E. L. N 
FmaL M.B, Ch.B.—Daphne Burk 
Crabtree, P. Kelly, Barbara |/Kilpat 
Mohamedi, F. L. Myers, G. H! Pagdi 


t I 


=“ + 


t 
1 
[ 
J 


wo 


859 Se pirt 420 Bae 
op © ti 8¥h 
Bt gutes ay ric a iS 
: for: 
rE iy 
W) 
































n). 

in ocotland. 
thern Ireland. 
tifiable or no 


esponding Week) 


Pb) | (c) | (d) | (e) 





Cerebrospin ; 
Deaths 





Diphtheria 
Deaths es 

— r amaaaaaaħ 

Dysentery 
Deaths 


Encephalitis le 
acute 


r ua aaa] tg fe 


thargica, 


pA sa ES toe a 

Infective enteritis or 
diarrhoea under 2 
years F 

Deaths 


'Measles* ` 
Deathst a 

—— 

Ophthalmia neonatorum 
Deaths ; es 


| ep | ge | ry 


Paratyphoid fever 
Deaths Ms 
ge gg ——— |-| ee 
Pneumonia, influenzal .. 
Deaths (from influ- 
enza) Ja sa 
a aaaea USL 
Pneumonia, primary 
‘Deaths eee 


i ee ` HRES FE fees eno, Sahe ans Dears 
Polio-encephalitis, acute 
Deaths sa : 
Poliomyelitis, acute 
eaths§ ss 
Fae en ee ET! 
Puerperal fever.. | | ae 
‘Deaths as Racy 


Nr mi | yes fy fg 


- m ` © 
Puerperal pyrexia Z.. 
Deaths i: ee 


Relapsing fever 
eaths 


Scarlet fever 
Deathst 

Smallpox 
Deaths 

Typhoid fever .. 
Deaths 


Á | | at | aat 
— |r | ey | aaia 


Cyphus fever 
Deaths 

Vhooping-cough* 
Deaths Be 


Deaths (0-1 year) 


451) 2,635| 166 
121 , 2 


“cf 
Deaths (excluding still- 
births) Sia: 


Annual death rate (per 
1,000 persons living) 


-ive births se ee 
Annual rate per 1,000 
` persons living R 


itillbirths te és 
‘Rate per 1,000 total 
` births (including 
stillborn) .. hs 








es ee fe ey 


7,332|1194! 882| 427 
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* Measles and whooping-cough are not notifiable ın Scotland, and the returns 
re therefore an approximation only. i 


t Deaths from measles and scarlet fever for England and Wales, London 
idministrative county), will no longer be published. 
London (administrative 


$ Includes primary form for England and Wales, 
ounty), and Northern Ireland. 
fr poliomyelitis and polio-encephalitis for England 
n (administrative county), are cOmbined. i 


§ The number of deaths from 
od Wales, Londo 
l| Includes puerperal fever for England and Wales and Eire. 
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tions began in the twenty-}SNtUr wee 
generally has followed that of 1947 


700 


NUMBER OF NOTIFATIONS 





WEEK 


be hoped that the decline which be 


week of that year has now set in. F 
for the présent year and for 1948 an 
accompanying graph. 

Multiple cases (poliomyelitis and p 
were reported from the following cc 
Berkshire 3 (7), Cheshire 7 (4), Corn 

, Dorset 4 (3), Essex 17 (18), Hertfo 
‘Lancaster 24 (29), Leicester 5 (13), Lii 
Lincolnshire, Lindsey 4 (6), Middlese: 
Northampton 4 (3), Northumberland 
(11), Oxford 3 (0), Soke of Peterborot 
Southampton 8 (10), Suffolk East 5 (1 
West 2 (1), Warwick 8 (10), Westmorl: 
Yorks West Riding 19 (33), Glamorgar 
In the United States a peak of inc 
3,419 cases of poliomyelitis in the wee 
since‘ then the notifications have been 
cases have been reported this year. 


Sex and Age Composition | 


Estimates compiled by the Registrar 
populations of each local government ar 
showing the numbers of each sex at y 
recently been published.* Figures su 
only available when a census is take 
there has been no census since 1931 
previously available were those base 
carried out for national registration pu 
1939, Those figures were affected by n 
tion and could not be regarded as refie 

The present figures relate to Decem 


been largely based on a special exami 
es 
"Estimates of the Sex and Age Distributi 
tion in Regions and Administrative Areas 
December 31, 1947. H.M.S.O., price 2s. 
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population records maintained in the local National Registra- 
tion Offices through the country. In most areas there are wide 
differences between the numbers of men and numbers of women 
at certain age groups, which are mainly due to the exclusion of 
members of the armed Forces and merchant seamen from the 
‘figures. For the country as a whole the approximate ratios 
of males to every 1,000 ‘females (including members of the 
armed Forces and merchant seamen) at the age groups ‘mainly 
affected are as follows: 


All ages .. 940 25-34 986 
18-19 ; 1,017 35-44 a = 992 
20-24 1,021 45-54 acs of 988 


Comparing the 1947 figures with those obtained from the 1931 
census, the general ageing of the popẹlation is readily apparent. 
For instance, during this 16-year ped (a) the proportion of 
the total population of England and Wales under 15 years of 
age has fallen from 23.8% to 21.9%, ad the proportion over 
65 has risen from 7.4% to 10.9%; (b) corresponding figures for 
Wales alone are: under 15, a fall from 26.6% to 22.4% ; over 
65, a rise from 6.7% to 10.8%; (c) for the administrative 
county of London the figures are: under 15, a fall from 21.5% 
to 18.9% ; over 65, a rise from 7.3% to 10.8%. 


. Discussion of Table 


In England and Wales there were increases in the notifications 
of scarlet fever 213, acute poliomyelitis 27, dysentery 27, and 
diphtheria 12, with decreases in the incidence of measles 187 
and whooping-cough 48 





An increased incidence of scarlet fever was reported through-. 


out the country. The rise in the incidence of diphtheria was 
due to scattered isolated cases; the largest returns during the 
week were London 10, Durham 10, and Lancashire 9. The 
largest returns for measles came from Lancashire 106, Durham 
“72, London 42, and Yorkshire West Riding 38. The largest 
fluctuation in the incidence of whooping-cough was an increase 
of 31 in Middlesex. _ 4 

Outbreaks of dysentery were notified in Durham, Hetton 
U.D. 15; Glamorganshire, Neath M.B. 11; Yorkshire West 
Riding, Dewsbury C.B. 8; and Essex, Thurrock U.D. 6. The 
incidence of food-poisoning was high in Essex 86, London 40, 
and Norfolk 28. 

In Scotland there were decreases in the notifications of 
dysentery 38 and acute primary pneumonia 24, while increases 
were reported for cerebrospinal fever 13, whooping-cough 13, 
and diphtheria 9. The rise in the incidence of cerebrospinal 
fever and diphtheria was mainly contributed by Glasgow. Of 
the 54 cases of dysentery 45 were notified in Glasgow. Cases 
of paratyphoid fever were notified from Lanark County 3 and 
Glasgow 2. 

In Eire there were falls in the notifications of whooping-cough 
54 and scarlet fever .26, with a rise in the incidence of measles 
26.. Notifications of diarrhoea and enteritis were 3 more 
than in the preceding week, but in Dublin C.B. the notifications 
fell from 115 to 105. The decrease in the incidence of 
whooping-cough and scarlet fever was due to the experience 
of Dublin C.B. A small rise in the incidence of measles was 
recorded throughout the country. ; 

In Northern Ireland the chief fluctuations were a rise of 27 
in the notifications of scarlet fever and a decrease of 26 in the 


notifications of whooping-cough. \ 


Week Ending September 24 
Notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,097, whooping-cough 
1,061, diphtheria 92, measles 659, acute pneumonia 226, cerebro- 
spinal fever 35, acute poliomyelitis 268, acute polio-encephalitis 


27, dysentery 78, paratyphoid fever 23, typhoid fever 8, food- ' 


poisoning 245. 








The Ministry of Food states that minute traces of lead in 

‘ curry powder and copper in tomato products are not uncom- 

monly found. Maximum limits for these elements have there- 

fore been prescribed, and the composition of these and other 

commodities defined, by the Food Standards (Curry Powder) 

Order, 1949, and the Food Standards (Tomato Ketchup) Order, 
1949, under the Defence (Sale of Food) Regulations. — 
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Medical News a 





Ss } 
Hospital to Reopen 
The South-Eastern Hospital for infectious diseases at New 
Cross, London, S.E., is to be reopened as the New Cross 
General Hospital, ‘with accommodation for about 200 patients. 
1 
“ Academician Pavlov ” 


As part of the ‘Pavlov centenary celebrations the film 
“ Academician Pavlov” was shown to an invited audience on 
September 26. The film, which runs for over an hour, was well 
received. 


Jodrell Chair of Physiology 


Professor C. Lovatt Evans, F.R.S., has retired from the Jodrell 
Chair of ‘Physiology of London University, and was succeeded 
from October 1 by Professor George Lindor Brown, F.R.S., 
whose appointment has been announced previously. 


Streptomycin Manufacture Controlled 


From October 1 streptomycin can be manufactured for sale 
only under licence, and it must conform with prescribed condi- 
tions as to strength, quality, and purity. These requirements 
are laid down in the. Therapeutic Substances Amendment 
Regulations, 1949. 


Import Restrictions Relaxed : 


The Board of Trade has announced that restrictions have 
been: relaxed on the import of drugs and other chemicals, 
medical “and surgical instruments, and books obtained from 
countries where they can be bought without risk of losing gold 
or dollars. 


Prize for Work on Thyroid 


The, American Goitér Association offers the Van Meter prize 
of 300 dollars and two honourable mentions for the best essays 
submitted on original work related to the thyroid gland. The 
essays may be on either clinical investigation or research, and 
should not be longer than 3,000 words. Two copies should be 
sent to the corresponding secretary, Dr. George C. Shivers, 
100, East St. Vrain Street, Colorado Springs, Colorado, U.S.A., 
before January 15, 1950. i 


Colour Television 


A demonstration of colour television, with equipment suit- 
able for viewing surgical operations, was given by Messrs. 
Pye, Ltd., at Olympia on October 3. A number of articles 
were shown /being televised—some, brightly coloured, such 
as a bowl of flowers, and others, such as human bones, less 
colourful. The equipment operates at 405 lines a frame, and 
gives the same definition as the B.B.C. transmissions. The 
colours are effectively natural, though comparison with the 
objects being televised showed that they departed considerably 
from their actual colours. There was no flare from the highly 
polished surgical instruments, and the depth of focus allowed 
the furthest parts of a mandible to be seen as clearly as the 


_-hearest_when it filled the screen. The apparatus seems to be 


entirely suitable for televising operations, and probably an 
audience of 20 or 30 would have a good view of the surgical 
field. At®present the approximate cost of the equipment is 
£25,000. , 


Wills 

Dr. John Wardle Bone, formerly Treasurer of the B.M.A., 
left £73,952; Dr. Joseph Henry Churchill, of Bath, left 
£12,369; Dr. Charles Cromhall Easterbrook, of Edinburgh, 
£48,949; Dr. Wilfred Nightingale, of Lytham St. Annes, 


£13,131; Dr. John Finlayson Lang, of Rathgate, West Lothian, 
£12,560. l 


` 


“tom.” 


` p.m., Mr.-D. W. C. Northfield, “Sympathectomy ” ; 


'C. F. Terence East, 
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COMING EVENTS 
Royal Eye Hospital Lectures ` 


A series of lectures at the Royal Eye Hospital, St. George’s 
Circus, ‘London, S.E., opened on October 3 and will be con- 


. tinued’during this month and in November and December, and — 


January, 1950. The lectures are open to both postgraduate 
and undergraduate students. Details of fees and subjects may 
be obtained from the secretary of the hospital. l 


Nurses’ Conference 


The eighth conference on the nation’s nurses, arranged by 
the Royal College of Nursing (Henrietta Place, Cavendish 
Square, London, W.), will be held at the College to-day and 
to-morrow (Friday and Saturday, October 7 and 8) at 10 a.m. 
The subject for discussion on October 7 is “The Industrial 
Nursing Service and the Worker,” and that on October 8 
“Economy in Nurse Power.” The conference fee is £1 1s. 


Royal College of Obstetricians and Gynaccologists 


The annual dinner of the Royal College of Obstetricians 
and Gynaecologists will be held at Dorchester Hotel, Park 
Lane, London, W., ‘on Wednesday, October 12, at 7 for 7.30 p.m. 


Adlerian Society of G.B. 


The first meeting of the medical section of the Adlerian 
Society of Great Britain will be held at 11, Chandos Street, 
Cavendish Square, London, W., on Thursday, October 13, at 
8 p.m. Papers will be read by Drs. Neville Murray and Joshua 
Bierer on “Prolonged Sneezing as a Psychosomatic Symp- 
The discussion will 5è opened by Mr. E. O. Harris and 
Drs. C. J. C...Britton and H. Fleetwood Walker. All medical 
practitioners interested are invited, and further information may 
be obtained from Dr. Christine E. Cooper, honorary secretary 
of the -medical section, 115 Langford Court, London, N.W.8. 


“ Nurses and Midwives Conference 


~The 34th annual Professional Nurses and Midwives Confer- 
ence will be held, under the auspices of the Nursing Mirror, 
at Seymour Hall, Seymour Place, London, W., from October 17 
to 21, under the presidency of Viscount Addison.. The pro- 
gramme is as follows: October 17, 11 a.m., opening address ; 
11.45 am., Dr. C. T. Potter, “ Neonatal Period and Its Dis- 
orders”; 2.45 p.m., Sir William Gilliatt, “Changes in the 


‘ Practice of Obstetrics ” ; 4.45 p.m., Mr. H. G. E. Arthure, “ The 


Management of the Puerperium.” October 18,,10.15 a.m., 
Professor A. M. Boyd, “Some Recent Advances in Surgery of 
the Blood Vessels ”; 11.30 a.m., Mr. T. Holmes Sellors, “ The 
Blue Baby—Operation for Congenital Heart Disease”; 2.15 
3.30 p.m., 
Mr. G. A. Mason, “Surgical Treatment of Coronary Throm- 
bosis”; 4.45 p.m., Mr. Wylie McKissock, “ Operations for 
Changing the Mental State.” October 19, 10.15 a.m., Mr. 
Terence E. Cawthorne, “ Méniére’s Disease” ; 11.30 a.m., Dr. 
“ Hypertension ” ; 2.15 pm., Dr. H. S. 
Le Marquand, “ Endocrine Disorders of Childhood ” ; 3.30 p.m., 
Dr. J. B. Murray, “Psychosomatic Medicine ” ; 4.45 p.m., 
Mr. R. W. Knowlton, “ Diagnosis and Treatment of Non- 
venereal Vaginal Discharges.” October 20, 10.15 a.m., Mr. 
George Wynn-Williams, “ Hyperemesis Gravidarum” ; "11.30 
a.m., Mr. Arthur C. H. Bell, “ Albuminuria of Pregnancy ” ; 


2.15 p.m., Mrs. Fox, “Relaxation in Childbirth = 3.30 p.m., 
Mr. F. W. Roques, “ Displacement of the Uterus”; 4.45-p.m., 
Professor R. J. Kellar, “ Rupture of the Uterus.” October 21, 


10.15 a.m., Dr. Alfred Piney, “ Bone Marrow Biopsy”; 11. i5 
a.m., Professor J. S. Mitchell, “Radioactive Isotopes”; 12.15 
p.m., Dr. F. C. O. Valentine, “Streptomycin and the Newer 
Antibiotics”; 2.30 p.m., Mr. Leon Gillis, “ Recent Progress 
in the Treatment of Arm Amputations and ‘Arm Prostheses.” 

‘Throughout the week there will be twice-daily sessions ‘of 
“the latest medical films, and in the exhibition hall there will 
be a display of drugs, foods, pharmaceuticals, and equipment. 
Admission to the conference and exhibition is limited-to pro- 
fessional visitors. Applications for tickets should be made to 
matrons of hospitals and similar institutions, to nursing associa- 
tions, to the Royal College of Midwives, or to the organizer of 
the conference, Dorset House, Stamford Street, London, S.E.1. 
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Osler Club 


The next meeting of the Osler-Club will take place on Friday: 
October 21, at 8 p.m., in the Wellcome’ Historical Medical 
Library, 183, Euston Road, London, N.W.1. The speakers will be 
Mr. W. R. LeFanu, librarian of the Royal College of Surgeons, ` 
on “Edward J enner, Author and Letter Writer,” and Professor 
G. S. Wilson, sof the Ministry of Health Public Health Labora- 
tories, whose subject will be “ Smallpox and After.” There will 
also be an exhibition of books and papers related to Edward 
Jenner and his work. 


American Public Health A cocan 


The 77th annual meetfig of the American Public Health 
z New York on October 24-28. 






27 General Hospital 5 
A reunion dinner &™No. 27 General Hospital will be held 


„at the Eccleston Hotel, Eccleston Square, London, S.W.1, on 


Saturday, October 29, at 6.30 for 7.15 p.m. (dress informal). 
Remittances of 15s. 6d. (inclusive) should be sent to Mr. G. L. 
Pudney, 161, Silverleigh Road, Thornton Heath, Surrey. 


Brigade Surgeons’ Conference and Dinner 


The surgeons of the St. John Ambulance Brigade will hold 
their annual conference and dinner, at the Waldorf Hotel, 
Aldwych, London, W.C., on Saturday ‘and Sunday, October 29 
and 30, when Lord Horder will be the principal guest at the 
dinner. At the conference there will be talks on the effects of 
atomic warfare and the treatment of casualties ; on shock, its 
effects and treatment; and on the use of films in teaching. 
Further details can be obtained from the Surgeon-in-Chief, 
St. John Ambulance Brigade, 8, Grosvenor Crescent, London, 
S.W.1. i 


Royal Institute of Philosophy 


The programme for the 1949-50 session of the Royal Insti- 
tute of Philosophy includes lectures to be given at University. 
Hall, 14, Gordon Square, London, W.C., and evening meetings 
to be held at University College (Anatomy Theatre), Gower 
Street, London, W.C., during this month and in November and 
January, February, and March, all of which are open to the 
public. Cards of admission may be obtained free of charge 
from the director of studies of the Institute at 14, Gordon 
Square, W.C.1. Details will be published under “Societies 
and Lectures” in the Journal week by week. 


Canadian Course in Cytology 


A course in clinical cytology for the diagnosis of uterine and 
other types of cancer will be held at McGill University, Mon- 
treal, under Dr. J. Ernest Ayre, on November 7-21, at the Cyto- 
logical Laboratories, Royal Victoria Hospital, Montreal. The 
fee for tuition is $100. 


Courses in Psychiatry 

The University of London Institute of Psychiatry will hold 
courses for first-year and second-year students on psychology 
and psychiatry this autumn. The fee for one term’s lecturés is 
12 guineas, and for separate series of lectures proportionate fees 
will be charged. Particulars may be obtained from the dean, 
Institute of Psychiatry, Maudsley Hospital, Denmark Hill, 
London, S.E.5 (Telephone: Rodney 2634). 


SOCIETIES AND LECTURES 


Friday 


NATIONAL HospiraL, Queen Square, London, W.C.—October 7, 
5 p.m., “ Observations on the Anatomy of Memory,” by Dr. Wilder 
Penfield (Montreal). 

Monday 

LONDON UNIVERSITY.—At University College, Gower Street, London, 
W.C., October 10, 5.15 p.m., “ The Structure of Peripheral Nerve,” 
by Professor J. Z. Young. 

MEDICAL SOCIETY OF LONDON, 11, Chandos ‘Street, Cavendish Square, 
London, W.—October 10, 8. 30 p.m., General meeting ; 8.45 p.m., 
a Sigmoidoscope,”’ Presidential Address by Mr. Lionel E. C. 

orbury 

NATIONAL HOSPITAL, Queen Square, London, W. C.—October 10, 

“ Allergic ’Manifestations in the Nervous System,” by Dr. 
ie ‘Kennedy (New York). 


Ocr. 8, 1949 
a Tuesday ; 


! INSTITUTE OF - DERMATOLOGY, 5, Lisle “ Street; Leicester Square’ 
London, W: asus 11, 5 p.m., “ Histology of: the Skin,” by 
Dr. I. Muende. 


1 
ik 
Ą 


INSTITUTE OF OBSTETRICS. AND GYNAECOLOGY. —At Postgraduate 


Medical School of London, Ducane Road, W., October 11, 3 p.m; 
e of Infertility in a County Centre,” by Dr, Margaret 
. Jackson 
“SOCIETY OF CHEMICAL INDUSTRY: FINS CHEMICALS. Group.—At Royal 
’ Institution, Albemarle Street, London, W., October 11, 7, pm., 
“ Biological Polymerization with Special Reference ` 19 Poly- 
saccharide Synthesis,” by Professor M. Stacey, h.D., 


Wednesday 3 


GLASGOW UNIVERSITY: DEPARTMENT OF OpHTHALMOLOGY.—October 
12, 8 p.m., “ Control: of Clotting in: Wphthalmology,”’ by Dr. 
W. O. G. Taylor. 

ROYAL COLLEGE OF OBSTETRICIANS AND G 
Anne Street, London, W.—October 12, 
Contribution to the Progress of Midwifery 
Early Nineteenth Centuries,’ Wiliam Mer 
Memorial Lecture by Professor R. W. John 

SOCIETY OF CHEMICAL INDUSTRY: Foop GROU 
of London, 11, Chandos Street, Cavendish 
October 12, 6. 15 m., meeting of Microbiologi¥a “ Aspects 


of the Mineral etabolism of Micro-organisms'_ (1) Use of As 
porus niger for the Determination of Minerġ, trients in. ‘Soil, 
y Dr. D. J. D. Nicholas; (2) Effect of Ion. Er- ò Treatment on 














oR 58, Queen 
0 ‘ Scotland’s 
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At Medical Societ 





(a) ) Composition, (b) Microbiological Stak ple Juice, by 
Challinor and A. Pollard. a Ao 
York MepicaL Socrery.—At~ Tempest/ 3°? » Hall, York,- 


October 12, 3.p.m., “ New Pathways i i Melad 
- Cohen. pia 
Thursday pe 
[NSTITUTE OF DERMATOLOGY, 5, Lisle Street, ‘Leicester Square, 
London, W.C.—October 13, 5 p.m. 1 ‘ Skin Affections of the Hands 

and Feet,” by Dr. G. B. ‘Mitchell “Hee g5. 

_ NATIONAL HOSPITAL, Queen. Square,’ London: W. C.—October 13, 
5 p.m; “ Diagnostic Errors in Neurological Practice” 
G. H. ’Monrad-Krohn (O slo), 

St. GEORGB’S HOSPITAL MEDICAL ; SCHOOL, Hyde Park Corner, 
London, S8.W.—October 13, 4.30 `P m., lecture- demonstration : 
s Psychiatry,” by Dr. D. -Curran 

WESTMINSTER HOSPITAL SCHOOL OF’ MEDICINE, Meyerstein Lecture 
Theatre, Horseferry Road, London’ S.W.—October 13, 5.30 p.m., 
Clinico-pathological ee a Discussion : “ Leukaemia and 
its Treatment.” ` , 

day . :; - 

ROYAL INSTITUTE OF PHILOSOPHY, 14, Gordon Square, London, W.C, 
—October 14, 5.15 pm., ye Scope and .Aims of ‘ Synoptic’ 
Philosophy,” by Professor fH ja H. Price, . 

, ROYAL SANITARY. INSTITUTE /—At Tunbridge Wells Town Hall, 
October 14, 10 a.m., “ Newer Methods in the Tracing of Typhoid 
Outbreaks Including the Value_of. Phage Typing,” discussion to 
be opened by Professor í. C. Cruickshank, 


/ i Saturday 


NORTH OF ENGLAND OTOLARYNGOLOGICAL ‘SOCIETY —At Harrogate 
and District General Hospital, Knaresborough Road, Harrogate, 
October 15, 2 p.m., ual. Meeting, 


f 


a 


NUTRITION Sociery.—At Department of Phannacoloey: Birmingham © 


** University, October 15). 1.15 pm: “ Triglyceride Fats in Human 
‘Nutrition,” by Professor A.‘C. Frazer, Drs. J. Elkes and J. M. 
French (Department ‘of Pharmacology, Birmingham University), 
Professor P. Hilditch (Department, of Tenni Chemistry, 
rg! Vee University), and Professor P. Kraut 
DICAL SocieTy.—At 17;'--Stonegate, York, October ` 15, 
- 8.30 p.m., “ Diagnosis and Prevention of Whooping-cough,” by 
Professor Robert Cruickshank. 


$ 


BIRTHS, MARRIAGES, AND DEATHS 
f E BIRTHS `> > 7. 
Cole. Toa September 17, 1949, at City and County Hospital, A rA 
~. Nancy (néé Jones), S.R.N., wife of J. O. Y. Cole, M.D., D.M.R.E., a son 
—David Owen James 
Hargrove.—On September 23, 1949, at _the Hill Nursing Home, ‘Reading, to` 
Elizabeth (née Corbett-Lowe), wife. of Dr. Peter Hargrove, a daùghter— 
Gillian- Dingwall. ~ ' 
Hopwood.—On September 20, 1949, at Kampala, Uganda, to Shirley, (née 
Newman) wife: of Dr. B. E. C. Hopwood, a brother for Penelope Ann—John 
urton 
Lewes.—On September 24,. 1949, at The Haven, Great’ Chesterford, to Daphne 
(née Wailes) and David Lewes, MR.C.P., a daughter—Jane Christina. 
Ronchett!.—On Septemoer 18, 1949, at Winchmore Hill, to, Sylvia nee Helme), 
wife of.Dr. John Ranchetd, a sister for John Kirkland 


MARRIAGES - i ; 
Brearley—Hewitt. —On September 8&8, . 1949, at Sandiway, Cheshire, Roger 
Brearley, M.B., F.R.C.S., to Joyce Mary Hewitt. 
Webber—Hay.—On September .28, 1949, at St. Peter’s Church, March, Cambs, 
George Edward Francis Webber (formerly of Buenos Aires and India) to 
ila Russell Hay, M.B., Ch.B., D. E County Medical Officer, Isle of Ely. 
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- Any Questions 2 


- 


i Correspondents should give eia names and idlvesees (not for 

publication) and include all relevant details in their ‘questions, 
Which should be typed. We publish here a selection of those 
‘questions and answers which seem to be of general interest. 





. Streptomycin during Pregnancy | 


‘+ Q.—Is there any evidence that administration of siventonvein 
during pregnancy is likely to result in labyrinthine damage to 
the foetus? , 

A.—The answer to this question is probably not yet known, 
because comparatively few women have received streptomycin 
during pregnancy. Moreover, streptomycin has been available : 
for only a short time, and it will presumably be necessary to 
wait until children exposed to its influence in utero are 14 to 
2 years old before their auditory function can. be assessed with 
any degree of certainty. Streptomycin can cross the placenta, 
and has been" demonstrated. in the foetal blood in amounts 

' comparable . to those-in the maternal circulation, and also in 
liquor amnii-in heavy concentration ; toxic effects might there- 
fore be expected. On the other hand, there is some evidence 
that damage to the auditory apparatus is a less common side- 
effect in children than in adults. 

This problem would appear to be of considerable importance, 
and it is to be hoped that those who have experience of 
administering streptomycin to pregnant women will comment 
on the, results to the foetus, if possible relating them to the 
period of pregnancy at which treatment was given. 


a 


Q. 


rate is activity indicated in a patient with pulmonary tubercu- 
dosis (a) when resting in bed and (b) when getting up? 
‘A.—The variations which can occur in the so-called normal 
temperature in health are greater than is generally realized. 
A diurnal variation, of 3° F. (1.6° C.) is common, and the 
temperature’ range’ is at different levels in different individuals. 
_ Thus, one healthy subject may have a daily variation between 
97.2° and 99.2° F. (36.2° and 37.3° C.), while another’s may be 
between 95° and 98° F. (35° and 36.7° C.). ‘These facts, which 
have been fully described recently by Samson Wright (Journal, 
April 9, 1949, p. 610), are of great importance when evaluating 
the temperature ‘of a tuberculous patient. Jt is necessary first 
to estimate the normal range for the particular individual, since 
a'rise to 99° F. (37.2° C.) in a patient with a high normal range 
may, be of no significance, whereas it may indicate fever in a 
patient with a low normal range. In general, it may be said 
that a reading above 99.5° F. (37.5° C.) in a patient who is 
resting in bed probably indicates disease activity. The tempera- 
ture must be taken at the same times each day, and these should 
not be after meals: the thermometer must always remain in the 
mouth for a full five minutes to obtain an accurate reading. 
Allowance must be made for the considerable variations in 
temperature which accompany ‘the menstrual cycle in most 
, women. Occasionally a patient who has been in bed for some 
‘time will have an evening temperature of about 100° F. 
(37.8° C.), and this will come down to a lower level when the 
patient starts to get up. Such a “ bed temperature” is by no 
means uncommon. When the patient is up and about, other 
- factors, such as variations in external temperature and muscular 
exercise, will alter the temperature range. A rise in temperature 
of 1° F. (0.55° C.) after exercise is not uncommon, but this 
should settle down after half an hour’s rest. 
The pulse rate is a less reliable guide. Usually it follows the 
_ >temperatureé, but it is much more easily affected by nervousness. 
A persistent tachycardia should, lead one to suspect activity of 
-the disedse ; wide variations in the pulse rate are probably due 
to psychological causes. It must be stressed that both tempera- 
ture and pulse rate are far inferior to serial radiography in 
assessing the progress of a case of pulmonary tuberculosis. 
X rays not infrequently reveal active disease in a patient who 
is afebrile. . n 


Temperature and Pulse mate in Phthisis 
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Urethritis 


Q.—(a) What are the signs and symptoms of urethritis in the 
male due to Trichomonas vaginalis, and what treatment is indi- 
cated? (b) Are there any cases on record of urethritis caused 
by spermicidal contraceptives ? 


/ 

A.—(a) The signs and symptoms of urethritis in the male due 
to Trichomonas vaginalis do not differ in any important respect 
from those -due to various other forms of non-gonococcal 


urethritis, but it is probable that T. vaginalis more often. 


causes a balanoposthitis or prostatitis than a simple urethritis. 
Rendering the urine alkaline is said to be effective in most cases, 
but a more reliable form of treatment consists in filling the 
urethra with powdered acetarsol in water or saline, holding it 
there for a few minutes, and milking it back as far as possible 
towards the posterior urethra.’ > 

(b) Most venereologists consider that various contraceptive 
chemicals are liable to cause urethritis, but it is obviously: 
difficult to prove that they do so. 


Intravenous or Intramuscular Heparin 


Q.—Disregarding speed of action, is heparin less efficacious 
when given intramuscularly than when given intravenously ? 


A.—Heparin, being expensive, is usually given intravenously, 
but it is just as efficient when given intramuscularly, provided 
the dose is at least doubled—some say trebled or quadrupled. 
The precise comparable dose is still uncertain. 


Rheumatoid Arthritis and Epilepsy 


Q.—Are any statistics available showing the coincidence of 
rheumatoid arthritis and epilepsy? In a small experience I 
have not encountered such a combination. ‘If the coincidence 
of the two diseases is rare, might the recent discovery of 
`“ cortisone” be a pointer to the aetiology of epilepsy ? 

A.—There appear to be no statistics showing the coincidence 
of rheumatoid arthritis and epilepsy, nor is the occurrence of 
rheumatoid arthritis recorded as being more or less frequent in 
epileptics than in the normal population. It would seem a 
somewhat far-fetched assumption, on the basis of these nega- 
tive observations, that there may be a common aetiological 
factor. It is.known, however, that “cortisone” (17-hydroxy- 
11-dehydrocorticosterone ; compound E) will produce a well- 
marked euphoria in arthritics and others, and this fact has led 
certain psychiatrists to assume that it may perhaps prove of 
some value in nervous and psychiatric illness. 


Effect of Pregnancy on Libido 


Q.—lIs there any explanation for the fact that after their first 
pregnancy many young women experience a loss of. sexual 
appetite and satisfaction? There has been‘no active distaste 
in two cases seen recently—merely an indifference where before 
there had been desire. Both are healthy young women with 
second children, and no physical cause can be found. Is the 
condition likely to ameliorate—one case is of three years’ 
duration, the other of 18 months? Is there any treatment ? 


A.—Reduced sex desire after pregnancy, especially the first 
pregnancy, is the experience of most women. The fact that a 
fundamental objective of coitus has been achieved, the awaken- 
ing of mother love with some readjustment of the woman’s 
affections, the extra work and anxiety associated with looking 
after the child, etc., all play their part. A local organic basis 
is most unlikely so far as sex desire is concerned, although 
an overstretched vagina might diminish satisfaction. These 
- troubles, however, are usually only temporary and clear up 
as the period of nervous strain passes, as physical well-being 
returns, and as the baby grows independent. If loss of libido 
should persist; another factor—fear of pregnancy—should be 
kept in mind, and in such a case the appropriate treatment is 
advice on contraception. Explanation and reassurance may be 
all. that is necessary in other cases. The wife should avoid 
getting overtired, and the husband should have patience and 


understanding. ' a ` 
1 
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NOTES AND COMMENTS 


` Toxic Effects of “ Diparcol.’—Dr. R.C! Mesk (Birmingham) 
writes: In “ Any Questions?” in a recent issue of the Journal 
(August 13, p. 398) an inquiry was made by a reader regarding the 
dangers of the drug “ diparcol.’’ In the reply it is stated that French 
workers reported a.fatal case of agranulocytosis but considered this 
to be due to other drugs used at the same time. In view of the 
present extensive use of diparcol I think the following experience may 
be of interest. The patient, a married woman aged 58, had suffered 
from post-encephalitic parkinsonism since about 1935, On admission 
to hospital on May 18, 1949, she showed extreme rigidity of the face, 
neck, trunk, and all four limbs, and a rhythmic tremor of the hands. 
Diparcol was started on,May 29, 1949, in a dosage of 50 mg. b.d. 
The dosage was steadily/ focreased till July 15, 1949, by which date 
she was receiving 1 g. gaily. On this dosage there was considerable 
relief of the rigidity Zid tremor. She was kept on 1 g. daily till 
July 28, 1949,. wher Mlight mental confusion developed; the dosage 
was reduced tc +‘ g. daily. On August 4, while still on 400 mg. 
daily, she complai of asore throat and general malaise. Examina- 
tion showed a te ture of 99.5° F. G7.5° C), a patch of exudate 
on one tonsil, an few small boils on the trunk. Diparcol, which 
was the only drugyshe was receiving, was stopped and she was put 
on penicillin 50,006“<inits 3-hourly. A white cell count showed a 
total of 3,900 per o, am. with only 4% granular cells; a throat 
swab showed a he-y¥ mixed growth with a coagulase-positive 
staphylococcus predominating. On August 5, 1949, in spite of treat- 
ment (which by this time included pentose nucleotide) the tempera- 
ture had risen to 103° E. (39.4° C.), and she now showed large 
patches of exudate coveritg both tonsils. She died on August 6, 
1949. At necropsy it was séem that there were ulcers on the posterior 
part of -the tongue in addition to those on the tonsils. The lungs 













. were oedematous, and there was congestion of the bronchial mucosa 


but no evidence of bronchopneumonia. The liver showed cloudy 
swelling and the spleen was large and soft. The bone marrow was 
not grossly abnormal macroscopically. The microscopic appearance 
of the bone marrow was summed up by the pathologist: “ The 
appearance is that of diminished formation or destruction of early 
forms of the granulocyte series,” ' 


Medical Treatment of Myopia—Mr. A. Seymour PHILPS 
(London, W.) writes: I was surprised to read under “ Any Ques- 
tions ? ” (August 13, p. 398) the statement that medical treatment 
of myopia, such as the administration of calcium, is not now much 


. used, and that in these days chief reliance is placed on ordering a 


full correction at as:early an age as possible, and that the glasses 
should be worn all day long. I. should have thought that this was 
the exact opposite.of the facts. Glasses are pieces of glass which 
help the eyes to focus, and they are given to the child in order that 
he or she may see what is going on and derive some benefit from 
education. I thought it was commonly agreed that they had no 
influence whatever on checking myopia, \and certainly it is true that 
myopes do not become worse by leaving them off. While proof is 
difficult, it does seem that attention to general health, feeding, con- 
ditions of work, and the possible administration of calcium and 
vitamin D do have some good effect in checking myopia, and I 
think it is a pity that a statement to the contrary should go. 
unchallenged in the Journal. ; 


Family Planning.—The General Secretary of the Family Planning 
Association writes: The quotations .chosen by Dr. Clark (September 
17, p. 656) from literature distributed by the Family Planning Associa- : 
tion might lead readers ‘to suppose that this association restricts its 
services to the classes of patients to whom he refers. I should like 
to point out that at all F.P.A. clinics (a list of which can be obtained | 
from this office at 69, Eccleston Square, S.W.1, price 6d., post free) 
medical advice on contraception is available to all married women 
who attend. The F.P.A. would entirely agree with Dr. Clark’s 
views that the size and spacing of the family is a matter to be 
decided by the parents who will have to take the responsibility of the 
welfare and upbringing of any children born to them. 
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AND, CHEMOTHERAPEUTIC 


` BY 


N. HAMILTON FAIRLEY, C.B.E., MD., D.Sc, F.R.C.P., F.R.S. 


Wellcome Professor of' Tropical Medicine, London School of A ygiene and Tropical Medicine ; 
~ Physician, Hospital for Tropical Diseases, University College Hospital, London 


LECTURE I: an LIFE CYCLE 


` `, N 


Under the stimulus of war in the Tropics, more scientific’ 


effort and medical man-power were directed to intensive 


study and research on malaria than to any other disease 
in history. In such: circumstances it is hardly ‘surprising 


that great advances in our knowledge of this disease and . 


of its control have resulted ‘during the past decade. 

The discovery ‘of insecticides like D.D.T. and .“ gam- 
mexane” is now leading to the. control of. mosquito- 
breeding and the destruction of adult mosquitoes on a 
scale which is revolutionary. Similarly, the synthesis of 
new antimalarial drugs in the U:K: and the U.S.A. pro- 


- ceeded on a scale that far surpassed all previous achieve- 


ments and brought the control of malaria by chemothera- 
peutic’ means within the range of practical possibility. 
In connexion with the discovery of proguanil. (paludrine) 


`. by Curd, Davey, and Rose (1945) over 1,000 new com- 


pounds were produced and tested” against bird malaria. 


In. the United States over 14,000 new compounds were’ 


screened for their therapeutic action in bird malaria; and 
over 100 of these were subsequently tested on man. The 


most promising of the antimalarial drugs. synthesized in ` 
U.S.A. and U.K., such as certain sulphonamides, mepacrine, 


“ sontechin, a chloroquine,” and proguanil, were tested 
for suppressive and prophylactic action on experimentally 
infected - volunteers living' under tropical conditions by 
Australian medical- research units established near Cairns, 


in Northern Queensland. 
The. discovery made by. Shortt and his collessi last. 


year of the pre-erythrocytic and exo-erythrocytic cycle in 


_.monkey malaria (Plasmodium: cynomolgi) and of pre- 


erythrocytic schizonts in benign tertian malaria in man 
was long overdue, establishing as it did the tissue phase 
in‘ mammalian malaria some fifteen years after its 'demon- 


- stration’in avian malaria. It was a discovery of outstand- 


ing importance not, only from the parasitological point of 


view but also because of its-clinical and chemotherapeutic. ° 


implications.’ This- first lecture will be devoted to this 
subject. oa : 





*First of the Croonian Lectures na 1908. the Royal College of 


i Physicians of London on May 3 and 5, 19 


Erythrocytic and TS aie Cycle 


At the beginning of the present century -the life cycle 
of the malaria parasite appeared to be completely known. 
A schizogonous cycle in the red cells which accounted for 
clinica] attacks and a sporogonous cycle,in the mosquito 
had been firmly established. It is true Grassi (1900) had 


. considered there might be another’ developmental cycle in 


man during the incubation period, but after Schaudinn 
(1902) vividly described just how the sporozoites actively 


penetrated the red cells the chain of évents in the life 


cycle’ appeared’ complete. The whole: question was 


„reopened some thirty years later mainly because it was 
‘hot possible to explain the behaviour of antimalarial 


drugs like quinine and “ plasmoquine”’ (pamaquin) .on 
this basis.. 

Sergent and Sergent (1922) had noted that though quinine 
destroyed malaria parasites once they appeared i in the blood 
it exerted no therapeutic action when given during the 
incubation period. Yorke and Macfie (1924) next reported 
that quinine given during the incubation period resulted 
in radical cure of benign tertian malaria which had been 
transmitted by blood inoculation (trophozoite-transmission), 


_whereas it merely prolonged the incubation period slightly 


when the disedse was transmitted by infective mosquitoes 


: ' (sporozoite-transmission). 


. In a paper read before the Royal Society of Tropical 
Medicine and Hygiene in January, 1931, James (1931a) 
confirmed these observations and discussed several views : 
‘which had been put forward’ to explain the different thera- 
peutic response induced by quinine in patients infected by 
blood inoculation and those infected by mosquitoes. One 
theory was that some'of the sporozoites; instead of enter- 
ing the red blood corpuscles, entered connective-tissue cells 
or the cells lining the capillary blood vessels; another 
theory was that the sporozoites actually penetrated into 
the interior ‘of the red cell, whereas merozoites merely 
attached themselves to the outside of the corpuscle. James 
favoured the latter view and considered that Schaudinn’s 
account of the penetration of the corpuscle by the 
sporozoan was .“ so clear-cut and detailed as to admit 
: 4632 
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of no question.” In the discussion which followed, 
Warrington Yorke (1931) was frankly sceptical, stating 
that he had spent some weeks trying to repeat Schaudion’ S 
observations without success. 

In August of .the same year, James, Nicol, and Shute 
(1931) reported the prevention of mosquito-transmitted 
benign tertian malaria in volunteers by the use of: pama- 


quin: 20 mg.:was given on the day before, infection, and . 


60 mg. for the next six days. . James (1931b) - considered 
that these findings regarding pamaquin favoured the con- 
ception that the malaria parasites passed through a tissue 
stage and, in a communication read by Schitifner at 
Amsterdam in December, suggested that the time had 
come “to consider whether knowledge concerning the 
life cycle of the malaria parasite was complete or not.” 
He. pointed out that Schaudinn’s observations had never 
been confirmed, that sporozoites were essentially parasites 
of tissue cells}. and -suggested that possibly, on entering 
the blood, they were carried’ to reticulo-endothelial a 
of the lungs and other organs, where they underwent ‘ 
cycle of growth or sporulation similar to the cycle of the 
allied bird paresis Halteridium.” 


r 


Tissue-phase Parasites in Avian Malaria 


The hypothesis that there was a tissue phase of the 
parasite soon received support from the discoveries made 
in bird malaria, but it took another ten years’ intensive 
experimental work to complete ‘the story. 

Garnham: (1948), in his excellent review on this subject, 
regards Raffaele (1934, 1936) as probably being the first 
investigator to recognize the significance of exo-erythrocytic 
parasites in bird malaria, though undoubtedly many obser- 
vers had seen them much earlier.’ The important publica- 


tions of Huff and Bloom (1935), Brumpt (1937); and James ` 


and Tate (1937, 1938) followed shortly after those of 
Raffaele. 


- Two distinct schizogonous cycles have been recognized l 


in the tissùes : (1), the pre-erytbrocytic, which occurs ‘during 
the incubation period before asexual parasites, appear in 
red blood corpuscles ; and (2) the exo-erythrocytic schizo- 


gony, which is found after parasites have gained access. 
'“ to the corpuscles and persists in the late Aves of the 


infection. 


In seven species of plasmodia seoducias aeai in birds, 
Porter (1942) differentiated, between two types of exo- 
erythrocytic schizogony—one occurring in P. gallinaceum 
wand the other in P. elongatum infections. Schizogony of 
gallihàceum type occurred mainly in the reticulo-endotbelial 


system, that of elongatum type was confined to the wander- 


ing cells of thé blood and haemopoietic organs. 

The salient featurés in the tissue cycle in avian malaria, 
‘modified from Davey (1944), are diagrammatically repre- 
sented thus: : SE 

i : Erythrocytic 
l _. schizogony 


rn 
Exo-erythrocytic 
forms 


Pre-erythrocytic 


Sporozoites—> forme 


——— 


. a ' f 
(several generations) 


~ 


1.: Pre-erythrocytic Schizogony—~The pre-erythrocytio forms 


. in’P. gallinaceum were first discovered by Mudrow (1940) and 
‘Shortt, Menyon, and Iyer (1940). A few years later Huff and 


Coulston (1944) injected enormous numbers of sporozoites into 
Jocalized skin areas in .chicks, demonstrating that sporozoites 


„penetrated the reticulo-endothelial cells of the skin in from half 


.taneous cure generally occurs. 
' (1948) report that pentaquine and pamaquin with or 
~ Without quinine bring about radical cure. 


` with this species of plasmodium. 


an hour to six hours and underwent a schizogonous cycle last- 
ing 42 hours. Primary forms also developed in the spleen and 
other organs intercurrently. When the -schizont ruptured, the 
first-generation merozoites (cryptozoites) penetrated adjacent 


’ reticulo-endothelial cells, where they underwent one or more 


schizogonous cycles before liberating second- or third-generation 
merozoites (metacryptozoites) into the blood. By the fifth day 
Reichenow and Mudrow (1943) distinguished two types of 
schizonts—the macroschizonts containing 100-200 macromero- 
zoites which are destined to invade fresh reticulo-endothelial 
cells, and the mic izonts containing up to 1,000 micro- 
merozoites whi e the red blood corpuscles. 
inoculations w e` suspension of organs containing 
pre-erythrocytic consistently yield positive results in ' 
avian malaria. 

2. Exo-erythro Schizogony.—Litile difference has been 
observed between the pre-erythrocytic and the later exo- 











-erythrocytic schizonts ; pigment is absent from both, since 


they develop in cells. containing no haemoglobin. The distri- 
bution of exo-erythrocytic schizonts in the organs has been 
described by several different workers. James and Tate (1937, 
1938), who independently described the schizogonous: cycle in . 
the reticulo-endothelial celis and monocytes of fowls infected 
with P. gallinaceum, first suggested that the non-committal title 


-“ exo-erythrocytic ” be used to differentiate it from erythrocytic 


schizogony. They found that the brain, liver, lungs, and spleen 
were important sites for the tissue stages, and that, even after 
the erythrocytic parasites had disappeared from the blood with 
quinine treatment, birds died from blockage of the vessels of 
the brain resulting from’ schizonts developing in the reticulo- 
endothelial lining. 

Coulston and Manwell (1941} actually produced experimental 
infections with P. cireumflexum by the injection of a single 
parasitized corpuscle, and after several passages exo-erythrocytic 
forms appeared. After intravenous inoculation of blood con- | 
taining P. gallinaceum, Tullis (1947) found that small numbers 
of exo-erythrocytic schizonts appeared on the fourth day ‘in 
reticulo-endothelial cells of the spleen and on the sixth day in 
the liver, heart, lungs; and intestine. Thus in bird malaria tissue 
schizonts may originate directly from pre-erythrocytic parasites 
or indirectly from the blood parasites. 


Tissue-phase Parasites in Monkey Malaria 


In monkeys, malaria which is caused by P. cynomolgi 
is readily transmitted experimentally by Anopheles maculi- 
pennis atroparvus. Other well-known simian parasites, like 
P. knowlesi and P. brazilianum, are unfortunately unsuit- 
able for studying tissue forms, since the mosquito vector 
is unknown. 

In P. cynomolgi infections the erythrocytic parasites 
closely resemble vivax parasites morphologically and 
appear in the blood about the ‘ninth day. Relapses 
are ‘common up to six to eight months, when spon- 
Coatney and Cooper 


The disease 
closely resembles benign tertian malaria in man, especi- 
ally the New Guinea and Chisson strains characterized 
by short-term relapses. Much intensive research work 
has been undertaken in America, India, England, and 
other parts of the world during the past decade'in an 
effort to demonstrate tissue forms in monkeys infected 
It was not until last 
year, however, that Shortt, Garnham, and. Malamos 


(1948), at the London School of Hygiene and Tropical 


Medicine, discovered pre-erythrocytic forms in the liver ' 
of a monkey (Macaca mulatta) intensely infected with 
sporozoites seven days previously. 


‘|. Pre-erythrocytic Parasites—In this experiment over 500 


shyperinfected mosquitoes (4. maculipennis atroparvus) were 


o Sub- * 


‘hepatic sinusoids, and invasion of the 
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first fed on this E A then the entire batch was ground up 
with heparinized plasma and injected parenterally. The pre-, 
erythrocytic forms were confined to the parenchyma cells of the 
liver, sections of which showed ovoid blue areas, averaging 
about 26 » in diameter, composed of plasmodial masses con- 
taining chromatin particles. Later’ work showed that mature 
schizonts on the eighth or ninth day contained nearly- 1,000 
merozoites; each merozoite measured a little over 1 x in 
diameter and was composed of a mass of cytoplasm with a 
small fragment of chromatin on one side. When the schizont” 
ruptured, the merozoites escaped into the circulation via the - 
sial mass by lympho- 
srphonuclear. ceils 
cynomolgi was 










macrophage cells, plasma cells, and 
occurred. Pre-erythrocytic schizog« 
later confirmed by Hawking, ‘Perry, murston (1948). 

2. Exo-erythrocytic Forms.—Some -È *s later Shortt and 
Garnham (1948) demonstrated the late tissue stages (exo- 
erythrocytic schizonts), in the parenchyma cells of the liver 
of a monkey which had been hyperinfected 103 days previously ; 
by this time the disease was latent and parasites had temporarily, 
disappeared from the peripheral blood. .The late exo- 
erythrocytic forms resembled the pre- erythrocytic forms in 
_most respects, a possible difference being the presence of a 
‘limiting membrane surrounding the younger schizonts. These , 
exo-erythrocytic forms undoubtedly represent the relapse forms. . 
Shortt and Garnham (1948) consider that exo-erythrocytic 
schizogony is maintained throughout the whole course of the 
disease, and that the. cellulo-humofal antiparasitic defence 
mechanism of the host is operative only against the erythro- 
_cytic parasites, resulting in the destruction of merozoites enter- 
“ing the cirsulating blood. This immunity mechanism, which 
comes into play exclusively against the erythrocytic parasite, is 
not active against the exo-erythrocytic ‘forms themselves, 
possibly because of their intracellular habitat. Those mero- 
zoites destined to invade other liver cells are similarly pro- 
tected, so that the exo-erythrocytic cycle can go`on indefinitely 
quite independently of blood infection. 
‘  Comment—The success attained, by Shortt and his‘col- 
leagues, where so many others had failed,’ was no doubt 
_ due to the intense hyperinfection adopted and the improved 
‘technique devised for staining tissue parasites. .In ‘the 
monkey it involved the introduction ‘of hundreds of 
thousands of sporozoites by mosquito-bite and by inocu- 
lation either of a whole mosquito intra peritoneally or of 
the salivary glands intravenously (Garnham, 1948). ‘Investi- 
gators had also been misled to some extent because the | 
tissue phase in mammalian’ malaria differed in certain - 
unexpected ways from avian malaria. Thus in monkey 
malaria schizogonous development takes place in the paren- 
chymatous cells of the liver, not in reticulo-endothelium,. 
while subinoculation with saline suspensions of the liver 
into clean monkeys invariably yields negative results, 
probably because there is’ only one generation of ` pre- 
erythrocytic schizonts whereas in avian malaria there. 
are several. 

\ 


TISSUE-PHASE PARASITES IN HUMAN 
- MALARIA 


‘AY Benign’ 'Tertian Malaria | 


Preervihroeyiie Phase: —Shortt, Garnham, ‘Covell, and 
Shute (1948) also reported the pre-erythrocytic stage of 
P. vivax in a volunteer’-patient who had been exposed to 
heavy biting: by infécted mosquitoes. (A. 
atroparvus) and had in addition received an intravenous 
injection of sporozoites derived from their salivary glands. 
Laparatomy._and liver biopsy were performed seven, days 
later under local analgesia. Sections revealed plasmodial 
masses in the parenchyma cells, measuring up to 42 u in 
diameter, which were studded with chromatin ‘particles and 
some of which contained vacuoles. In appearance they 
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closely resembled the pre-erythrocytic schizonts found in 
P. cynomolgi in monkeys. 

From subinoculation experiments undertaken by Fairley 
(1945) and Fairley ‘et al. (1947) it is evident that vivax 
sporozoites after being inoculated by mosquitoes rapidly 
gain access to the: blood but soon again leave the circula- 
tion, invading the parenchyma cells of the liver, as shown 
‘by Shortt and his colleagues. Here they pass through a 
prolonged developmental cycle lasting at least eight days. 
The mature schizonts rupture and merozoites enter the 
circulation with great regularity on the ninth day of infec- 
tion, producing a subpatent parasitaemia which may last 
another one to seven days. In thick films scanty parasites 

—i.e., to the order of 1 per c.mm.—appear on an average 
12 days after exposure (range 10-15 days). This at least is 
the chain of events so far as the New Guinea strain of 
P. vivax is concerned. 


'' Exo- erythrocytic Forms.—There is so much indirect clini- 
cal evidence supporting the presence of persistent exo- 
erythrocytic forms in benign tertian malaria, and vivax 
infection with short-term relapses is so similar to cynomolgi 
malaria, that for all practical purposes their existence can be 
accepted. Latency and the tendency -to multiple relapses can 
best be explained on the basis of persisting exo- -erythrocytic 
forms, while the different therapeutic response to various 
schizonticidal drugs like mepacrine, chloroquine, and 
. quinine obseryed in blood-inoculated and mosquito-trans- 


- mitted malaria is otherwise inexplicable. The schizonticidal 


drugs rapidly produce radical cure in trophozoite-trans- 
mitted vivax malaria. In sporozoite-transmitted malaria, 
though they rapidly produce clinical cure and clear the 
blood completely of parasites as revealed by negative sub- 
inoculations and negative blood smears, parasites later 
reappear and overt relapses follow. To establish radical 
cure during the overt attack one of the 8-amino-quinoline 
compounds like pamaquin, or pentaquine is given in full 
dosage in combination with quinine. -During the long 
latency characteristic of the St. Elizabeth'strain of P. vivax 
radical cure has beén reported by White et al. (1948) at 
a time when erythrocytic parasites are entirely absent from 
the blood: such a result can be due only to exclusive action 
son exo-erythrocytic forms. _ 


Exo-erythrocytic Forms and Immunity Response.— 
According to Shortt and Garnham (1948) ‘exo-erythro- 
cytic schizogony is maintained throughout the whole course 

of the disease, and the antiparasitic defence mechanism of 

‘the host is directed essentially against the erythrocytic 
parasites, not against pre-erythrocytic or exo-erythrocytic 
forms. They suggest that latency and relapse in vivax 
malaria are governed by this immunity defence mechanism. 
Acquired antiparasitic, immunity and tolerance result from 
a specific cellulo-humoral response to the invasion of the 
blood by erythrocytic parasites—provided that the para- 
sitaemia is of sufficient duration and intensity to elicit an 
adequate response. The experimental studies of Taliaferro 
and Mulligan (1937) indicate that the spleen, liver, and 
béne marrow ‘undergo, considerable lymphoid hyperplasia 
ie cytogenesi of macrophages, parasites being mainly 
destroyed: locally, 2 these organs. Immunity is paid for 
d destruction, overworked sweat glands, 
and fever, but it ì more easily acquired—with some vivax 
strains than with others. Whether it is complete or partial 
will be: determined \ by the trophozoite experience of the 
individual (total antigenic stimulus) and the strain of 
P. vivax implicated. \ With New Guinea strains solid 
immunity results in untreated patients only after pro- 
longed primary fever, or if this be cut short by antimalarial 
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treatment is withheld or markedly delayed. 


DE E ‘Latency and Relapse 
' 1.-Latency with Immunity. — Blackburn ( 1948) x was able'to 


show that volunteers infected with the New Guinea strain , 


of P. vivax who developed solid tolerance and antiparasitic 
„immunity to their infections cönstantly had vivax tropho- 
` zoites in the peripheral circulation, though their density 


_ Tarely exceeded 1 per c.mm: over several months: of. obser- 


vation. Gametocytes were ‘never seen during the period 
‘of immunity, and’ mosquitoes fed on these subjects failed 
to: become infected. The iow densities ‘of trophozoites 
caused no constitutional disturbances whatsoever. These, 
‘volunteers had normal haemoglobin concentrations and red, 
„blood cell counts, their spleens were not palpable, and they `. 
Attempts to induce relapses by reinfec- 
tion with the same strain of P. vivax (superinfection), were 
unsuccessful. 5 


Ze Latency’ and' Suipreadon with Mepacrine. —In experi- 


. | mentally infected volunteers taking 0.1 g. of mepacrine daily 


for many months, Fairley and his colleagues (1945, 1947) 


' ‘found that vivax parasites were not demonstrable in thick 


smears, that subinoculations invariably became : positive: 
on the 9th day.and were generally negative: ‘after the 14th 
day of infectién. .In-one. patient receiving’ 50: infective | 
‘vivax bites on-zero day, subinoculations with 20 ml; of ' 


_+blood were made at four-day intervals between the 9th- 


ay 


and 142nd days while receiving suppressive mepacrine. ' 


¿Positive results were recorded oń’the 9th, 13th, and 42nd 
days after infection; the remaining 32 subinoculations, 
were negative. : Parasites were absent in blood ‘films on 
-the'42nd day, when ‘the positive subinoculation’ occurred. 
Overt vivax malaria occurred on ‘the 177th day, 35 days, 
after mepacrine ceased. It is noteworthy that in. heavy | 
‘experimental infections the 42nd day is about the time 
the first relapse’ ‘appears: in ‘ patients whose primary 
' fever has been treated with schizonticidal. drugs. After 
-, stopping- suppressive mepacrine overt vivax malaria 
‘occurred within three to ten: weeks in: 91% of cases. No 
evidence of immunity was. observed in' these patients : this 
„is hardly surprising, as merozoites are destroyed shortly 
‘after reaching the blood with the New Guinea strain of. 
P.: vivax, provided the plasma mepacrine concentration is 
‘satisfactory. ` -< 


..When suppressive ' drag medication’ ig. stopped, overt 
“attacks occur in a, few weeks with the ordinary New 
Guinea and the Chisson strain of P. vivax, which. have . 
a close relapse pattern, but ‘with the, St. Elizabeth, 
«Madagascar, and local’ Dutch strains; which have had 
' ‘suppressive treatment during the first four’ weeks ‘after | 
infection, overt. malaria: does not appear’ until approxi ” 


' mately nine months. after the original infection. 


3. Latency and Long-term Relapse without Immunity — 
True latency -with long-term relapse ` is -encountered with 
certain strains of P.. vivax both in natural infections i and 
where the primary fever has been Suppressed ‘by antic 
‘ malarial! drugs, or treated early in the febri} attack. 


U.S.A. have recėntly been carried out. with the,St. Elizabeth 
strain of P. vivax. This strain „produces į jan infection with a 
long latent period of éight to’nine.mon between: the ‘early. 
treated primary attack and the first seek thereafter a series 


tant experimental investigations in voluntee i prisoners in the 


-of short-term attacks begin. White et/al. (1948) report the 
complete absence of ‘circulating parasite during this long latent 


phase ; thick. blood smears ' were always” negative, and massive’. 
$ subinoculations with 250-300 ml. a blood to non-immune 


s ” 
t ~= s 1 q is 
- ' a 


MALARIA ; 


ı , MEDICAL JOURNAL’ : 


it- 


A 


BRITISH 


recipients failed to produce malaria. In addition Cooper et al. 


(1947) report that during this period the individual harbouring 


a latent infection is susceptible to superinfection with parasites 
of the samé strain, indicating that no immunity has developed. 
‘Coatney and Cooper (1948} conclude that it is impossible to 
account for this long latent interval on the basis of immunity 
_to erythrocytic parasites, and suggest that it may represent a 
period when the fixed-tissue reservoir is not, casting erythrocytic 
invading forms into the circulation. 

(b) Natural Latency with Prolonged Incubation Period.—This 
condition is well rec 
where in: the early 
infections contra 
James (1931a) re 
develop overt vivax ta until six to ten months after being 
bitten hy infective uitoes (Madagascar strain). 
grebel and de Buck (1938) found that many of their patients 
„infected with the local Dutch strain fell into this category, not 









primary attacks may be caused by 
he previous summer and autumn. 


at 12, patients at Horton did ‘not. 


ized in natural infections in Europe,-. 


Swellen- 


developing overt malaria for some nine months after exposure . 


to infective mosquitoes biting ‘at any time of the year. There 
is a normal average incubation period of 21 days -with this 
Dutch ‘strain, and eight to‘nine months elapse between primary 
fever, and the first relapse. 

Shute’ (1946) produced good evidence that natural latency’ in 
‘vivax-malaria—i.e., an overt attack in patients infected eight to 
nine months _previously—was attributable to low sporozoite 
dosage; he suggested that relapses might be due to sporozoites 


which had been lying dormant in tissue cells, pointing out that, 


tbey were able to survive for many months in the insect carrier. 


~ 


. According to Shute, natural latency occurs only when the- Sporo- o 


, Zoites injected are too few tò set up an immediate attack: about 
"2,000 sporozoites were regarded as the minimum necessary to 
establish infection by intravenous injection. 
Serial'subinoculations have not been performed on and after 
the ninth day following infection in these latent cases, but it 
seems likely that owing to a ‘paucity of inoculated sporozoites 


orly scanty pre-erythrocytic schizonts are produced ; the result- . 
ing erythrocytic merozoites are evidently 'so few, that non-specific ` 


phagocytosis in the liver, spleen, bone marrow, and blood— 
'i.e., natural immunity—suffices to prevent the establishment of 
an "effective parasitaemia. In consequence primary fever fails 
to develop, and with the Madagascar and Dutch strains an 
‘overt attack i is not encountered for eight to nine’ months. 

J 


`. Comment —Results based on infections with the New | 


Guinea strain of P. vivax, which has.a short-relapse pattern, 
support the view that latency is related to, and controlled 
by, the immunity response of the ‘host as in cynomolgi 
malaria in monkeys. 
' In vivax infections with the St. Elizabeth, the ened 
and the local Dutch strains, which are characterized by 
long-term latency before relapse, it .is difficult to visualizé 


how any immunity could have been acquired. In these. 


circumstances the most likely explanation is a failure of 


. erythrocytic merozoites to reach the blood stream and 


, establish a parasitaemia, as Coatney and Cooper (1948) 
have ‘pointed; out. The failure to ‘establish even a sub- 
patent parasitaemia during this long-term latency i is revealed 
by the negative results obtained with massive subinocula- 
tions in non-immunes. This might result from (1) cessation 
of ‘exo-erythrocytic schizogony with the production of 
resting-stage parasites ; (2) a slowing down of exo-erythro- 


`- cytic schizogony and/or a decrease in the ratio of erythro- 


(a) Latency. Fol lowing Suppression of Primajy Fever. an 
’ reaching the circulating blood that natural immunity suffices 


cytic to: liver-invading merozoites, so few of the former 


to prevent an effective parasitaemia developing ; and (3) a 


- switch-over to‘ the exclusive production of liver-invading ` 


mérozoites during exo-erythrocytic schizogony, the rate of 
which may ‘or may not be retarded. It is suggested that 
‘No. 3: constitutes the most feasible working hypothesis, 
and that the atypical exo-erythrocytic schizogony which 
characterizes. long-term latency is determined by the innate 
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biological qualities of the vivax strains under consideration. 
Latency ends when there is.a reversion to normal exo- 
erythrocytic schizogony, with the production of the usual 
ratio of erythrocytic to ‘liver-invading merozoites. 

Once overt malaria supervenes after this long latent 
period it is interesting to note that several relapses not 
infrequently follow at monthly periods (close relapse 
pattern), indicating that normal exo-erythrocytic schizogony 
has been established and is being maintained. 
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B. Quartan Malaria 


` In quartan' malaria both spo, 
schizogonous cycles proceed 
known of the tissue cycle. Url inately, .subinocula- 
tions have not been performed “Guring the incubation 
period, so no assessment can be made of the probable 
- duration of the pre-erythrocytic cycle. The long latent 
periods, the presence of late relapses, and the difficulty 
of attaining „radical cure suggest that exo-erythrocytic 
schizogony persists for many years. Blood-transfusion 
accidents, in which quartan malaria is transmitted by a 
donor who has been away from malarious areas for many 
years and been completely free from clinical attacks during 
this period, also support this view.- 

The following diagram. depicts the tissue phases of the 
malaria parasite in monkeys infected with P. cynomolgi. 
It is suggested that the term “cynomolgi type” could 
usefully be employed in mammalian malaria for this type 
of schizogony. There is abundant indirect evidence that 
P. vivax follows the cynomolgi type of schizogony, and 
it seems highly probable.that P. malariae does‘ likewise. 


; and erythrocytic 
jwly. Nothing is 


A 


(Primary malaria) - (Relapses) 
Erythrocytic schizogony: Erythrocytic schizogony 


ar ‘ 
Pre-erythrocytic ` __ Eroen evils 
schizogony schizogony 
Cynomolgi type of schizonogy (P. cynomolgi, P. vivax, and 
j -~ probably P. malariae) 


Sporozoite—> 


C. Malignant -Tertian Malaria (P. falciparum) - 


The present position in regard to the tissue phase of 
P. falciparum is much the .same as that of P. vivax last 
year, before pre-erythrocytic forms had been discovered. 

Pre-erythrocytic. Cycle—Subinoculation experiments re- 
ported by Fairley (1945) and Fairley ef al. (1947) have 
shown that when donors are bitten by from 7 to 24 infec- - 
tive mosquitoes at a single session lasting 5 to 15, minutes 
sporozoites may gain access to the circulation during the 
time of biting or be detected at intervals up to 60 minutes 
after cessation of biting. Thereafter subinoculation results: 


were uniformly. negative until the seventh day, when -they . 


again became consistently positive. All of 41 subinocula- 
tions with 500 ml. of blood made from volunteers infected 
61 to 84 days previously were positive. 

The only reasonable interpretation of these findings is 
that, in falciparum as in vivax malaria, sporozoites inocu- 
lated into the-tissues by infective anophelines rapidly gain 
access to the circulating blood and subsequently, disappear 
rapidly from the ‘circulation. Presumably they enter the 
parenchyma cells of the liver, where they develop into pre- 
erythrocytic schizonts, which liberate mature merozoites 
into the blood with extraordinary regularity on the seventh 
day of infection. 

The causal prophylactic action of proguanil in malignant 
tertian malaria also suggests the existence of early tissue 
forms which are many times more sensitive to the drug 
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than either sporozoites or merozoites. Fairley et al. (1946) 
found that a single dose of 50 mg. given between the 39th 
and the .131st hour following exposure to biting afforded 
complete protection ; parasites never appeared in‘the blood’ 
and overt malaria failed to develop. Eight out of 10 
volunteers receiving as little as one single dose of 10 mg. 
between 48 and 120 hours after infection were completely 


' protected. It was found that.proguanil (0.3 g.) given about 


the time of exposure to infection generally failed to pro- 
tect; malaria could be prevented with certainty only if 
1 g. of the drug was given. The conclusion reached was 
that proguanil had no action on the sporozoites as such, 
its lethal effect being due to small quantities persisting in 
the circulation and acting on tissue forms early in the pre- 
erythrocytic cycle. Later on the seventh day, by which 
time merozoites were entering the circulation, a single dose 


‘of 0.3 g. failed to give protection, though it was effective 


up to 144 hours. The most reasonable explanation of these 
experimental findings is that proguanil has a highly selec- 
tive action on the pre-erythrocytic forms in falciparum 
malaria. i l 


Exo-érythrocytic' Cycle—Though indirect ` evidence 
favouring a .pre-erythrocytic stage ‘is entirely con- 
vincing in malignant tertian malaria, the same cannot 
be said in regard to the existence of later exo-erythrocytic 
forms.' None of the evidence advanced as indicating a 
persistent phase in vivax malaria is forthcoming for falci- 
parum malaria. Thus in falciparum malaria (1) long latent 
periods are absent and recrudescences occur separated by 
only two to’ three weeks of apyrexia ; (2) once the blood 
has been’ completely cléared of falciparum parasites by 
schizonticidal drugs like quinine, mepacrine, or chloro- 
quine radical cure has been achieved ; (3) it is useless to 
resort.to the 8-amino-quinolines for radical cure as in 
benign tertian malaria: drugs of this group, ‘though they 
are effective in preventing malignant tertian malaria when 
they are given in full dosage during the first six days of 
infection, are quite ineffective in the treatment of the acute 
attack and the eradication of the infection ; tlfis is because 
they are very poor schizonticides for P. falciparum ; and 
(4) sporozoite-transmitted malaria is just as rapidly and 
radically cured by schizonticidal drugs as is, trophozoite- 
transmitted malaria; this is contrary to the findings in 
benign tertian malaria. : ; 


To explain these therapeutic results it would be neces- 
sary to assume that, while the hypothetical exo-erythrocytic 
forms in falciparum malaria are just as susceptible to 
schizonticidal drugs as are asexual erythrocytic parasites, 
they are insusceptible to the '8-amino-quinolines. This 
would be exactly the reverse of the action of these drugs 
in benign tertian malaria. In toxic dosage the 8-amino- 
quinolines are known to have a true causal prophylactic 
effect in malignant tertian malaria, where their action on. 
pre-erythrocytic forms is much more potent than in vivax 
malaria. Why, then, should they have no effect on exo- 
erythrocytic forms in malignant tertian malaria while 
destroying ‘the exo-erythrocytic forms in benign tertian 
malaria ? 

All available data indicate that in malignant tertian 
malaria, after the pre-erythrocytic schizonts have ruptured 
and discharged their merozoites into the circulation on the 
seventh, and possibly the eighth and ninth days as well, 
the, pre-erythrocytic schizonts disappear entirely without 
giving rise to later exo-erythrocytic forms. The subsequent 
course of the disease will thus be determined solely by 
erythrocytic schizogony, and if the parasitaemia be 
eradicated radical cure results. 
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It is suggested that the following diagram adequately 
depicts the tissue phase of schizogony as it occurs in 
malignant tertian malaria in man: 


(Primary fever and ideena 


di 
Erythrocytic schizogony 


“ 


T 
Sporozoite-—>Pre-erythrocytic schizogony 


Comment and Conclusions 


At the beginning of the present century the life cycle 
of the malaria -parasite in man appeared to be completely 
known. It is a matter of considerable interest that, nearly 
half a century later, hiatuses in precise knowledge of the 
subject still exist. Despite the brilliant- work of Shortt and 
his colleagues, only the pre-erythrocytic stage in P. vivax 
has so far been demonstrated in man. The technical diffi- 
' culties associated with the production of hyperinfection in 
man and the demonstration of tissue schizonts in the liver 
have been overcome. No suitable laboratory animal is 
known which can be experimentally infected with any of 
the human species of malaria parasite, and in these cir- 
cumstances the various problems concerning tissue forms 
- are unlikely to be solved finally without the use of 
experimentally infected volunteers. 


In the meantime the following tentative conclusions based 
mainly on indirect evidence are put forward regarding the 
tissue phase of the three species of malaria plasmodia 
_commonly affecting man. 


1. In benign tertian and quartan malaria there are both pre- 
erythrocytic and exo-erythrocytic stages of schizogony similar 
to those now known to occur in cynomolgi malaria in monkeys. 
' 2. In vivax malaria characterized by short-term relapses such 
as are produced by the New Guinea or Chisson strains, normal 
exo-erythrocytic schizogony is maintained throughout the whole 
course of the disease and erythrocytic merozoites reach the 
circulating blood with regularity. Relapses cease when solid 
immunity and tolerance have developed or radical cure has 
been established. 


3. In vivax infections characterized by long-term latency 
before relapse, such as is seen in infections with the St. Elizabeth, 
Madagascar, and Dutch strains, parasitaemia and immunity fail 
to become established during this initial latent, period. As a 
working hypothesis it is suggested that during latency the exo- 
erythrocytic cycle is atypical, inasmuch as schizogony is switched 
over to the exclusive production of liver-invading merozoites, 
so that no erythrocytic merozoites reach the circulation. Latency 
ends when there is a reversion to normal exo-erythrocytic 
schizogony ; this is indicated by the close relapse pattern which 
supervenes after the long period of latency has terminated in 
an overt malaria attack. 

4. In malignant tertian malaria, after the deemoni 
schizonts have ruptured and discharged their erythrocytic mero- 
zoites into the circulation on the seventh and possibly the eighth 
and ninth days as well, they disappear without giving rise to 
late exo-erythrocytic forms. The subsequent course of the 
disease will be determined solely by erythrocytic schizogony, 
and if parasitaemia is eradicated radical cure will result. 
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CLINICAL VALUE OF PREGNANEDIOL 
ASSAYS* 


BY , 


G. I. M. SWYER, M.A, D.M., D.Phil, M.R.C.P. 


. Endocrinologist, University College Hospital Medical 
School, London 


A laboratory technique such as pregnanediol assay may lay 
claim to clinical value if it can be shown that its results yield 
information about diagnosis, prognosis, or treatment which 
will supplement that gained by unaided clinical examination. 
In assessing the clinical value of a given technique various 
The 
accuracy of the method, for example, is not of primary 
importance, though its ability to give unequivocal answers 
to the clinical questions posed is clearly a first requirement. 
Ease and speed of performance are significant considera- 
tions, and the nature and quantity of the clinical specimens 
required deserve attention. If to these we add the unique- 
ness of the information yielded by the. technique, it should 
be possible to form an opinion ‘of its value to the clinician 
in comparison with other laboratory procedures. In this 
paper the attempt is made to evaluate the position of preg- 


` nanediol assay, as judged by the above criteria and using 


the-data that I have myself obtained. 


A large number of different procedures for the assay of 
urinary pregnanediol have been described, some undoubt- 
edly being far more accurate than others. I shall not 
attempt a comparative discussion of these rival methods, 
but certain general remarks are warranted. In the first 
place, methods requiring three or four days and many man- 
hours to complete are of little potential clinical value, no 
matter what their excellence as purely research techniques 
may be. Secondly, since by the nature of the clinical prob- 
lems concerned repeated assays may be necessary, it 
becomes a matter of urgency to avoid, if at all. possible, 
urine-collection requirements which would limit the appli- 
cation to in-patients only. 

— 

*Paper read at the British Congress of Obstetrics and Gynaecology, 
London, on July 6, 1949. 
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- Clearly; few out-patients would co-operate to. the extent 
of producing a weekly or fortnightly 24-hour urine collec- 


tion, while the completeness of such collections as ' might 


be forthcoming would always be open to grave doubt. 
Great practical- advantage would therefore be derived from 
the possibility of using first morning uriné specimens rather 
than 24-hour collections, and: it seemed reasonable to 
investigate’ such a possibility even though the variations in 


the results so obtained would be expected to be larger than - 
With few exceptions, there- ` 
' fore, first morning specimens have ‘been the rule throughout | | 


‘ those from 24-hour collections.’ 


' this investigation. 






which determine sodium pregn 


compared with those which detynine free pregnanediol. 


Any bacterial contamination may lead to hydrolysis of the - 
glucuronidate and so give a spurious low value for the assay, - 


and since in the hurly-burly of, clinical medicine such con- 
tamination would be difficult to control, it seems wiser to 
avoid this potential cause of inaccuracy and to employ 
methods the results of which would not be vitiated in this 
way. 


Considerations such as’ tok iied above led to the - 
adoption, first of a modification of the Guterman (1944). 


technique (method J), and later-of that. described by 
Sommerville, Marrian, and Kellar (1948) (method TX) after 


it had been shown (Swyer, 1949, wherein’ the details of the . 


modification of the Guterman technique are described) that 
the method of Sommerville et al. was by almost all criteria 
the more preferable. Using these methods, an attempt’ has 
been made to study the clinical value of pregnanediol assay 
from the following points of view: (1) as a diagnostic test 
for pregnancy ; (2) as a prognostic test in threatened abor- 


tion ; (3) as a prognostic test for the likelihood of the initia- , 


tion of labour by induction procedures; and (4) as a 
diagnostic aid in npn of pregnancy. 


k 1. General Consideration of Results 


For the: purposes of this. communication the results of a 
' total of 858 pregnanediol assays are available for'considera- 









tion. ‘The details of these are set out in Table I, and. the 
TABLE I —Broad Details of 858 Pregnanediol Assays 
No. of Assays Performed’ 
Method " aT a ae ES Totals 
Non-pregnant 
| Modified Guterman 602 
, Sommerville, Marrian, and Kellar 256 
Totals 858 


i 4 . k 
` A ` 
distribution of the values obtained js shown in the form of 


The most striking feature of the 
latter is the considerable degree of-overlap of values for 
pregnant and non-pregnant urines: as obtained by- both 
- methods. 
method II, but apparently more so for pregnant than for 
non-pregnant ‘urines. This is what would have been 
expected from the observations previously reported (Swyer, 
1949), and is borne out by comparison of the two methods 
as pregnancy diagnosis tests (recordéd below). The point 
which may be stressed is that, judging from the results as a 
whole, it cannot be expected that differentiation between 
pregnant and non-pregnant urines on the basis, of their 


pregnanediol content, will always be possible, so that the’ 


results in section 2 may be regarded as a fair sample of the 
= results. 
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{iol glucuronidate, as — 


a ot on 


‘ assay on the same specimen of urine. 


` ovaries for corpora lutea. 


The mode is shifted to the right in the case of’ 
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' i B Method ! 
` Nog Pregnant` 
4 
` 4 
125 Pregnant 





Number of Pregnanediol Assays 


Method 2 


Not Pregnant 
25 I 
1 
\ 2 i 
50 g Pregnant 


a 
a 





9-12 
13-16 
17-20 


O i oO p 9 mo 
TEE 
an m @ 5 B a 8 


7 Pregnanedio] mg./litre 


Fic. 


2. Pregnanediol. Assay as a Diagnostic Test for Pregnancy 


The utilization of urinary pregnanediol assay as a basis 
for the diagnosis of pregnancy was first proposed by 


1.—The distribution of 858 urinary pregnanediol] assays. 


` Guterman (1944, 1945), for which purpose he’ devised his 


rapid technique, which he did not, however, claim to be 
more than semi-quantitative. The high degree of accuracy 
for pregnancy diagnosis which Guterman found has not 
been uniformly achieved by other investigators (see discus- 
sion), and it was because of this that it was felt that yet 
another series might: be desirable, especially one in which 
some other pregnancy diagnosis test of generally accepted 
validity was performed concomitantly with the pregnanediol 
For this purpose 
the Friedman test was selected, a standard quantity of 10 ml. 
of filtered urine being injected intravenously followed 48 
hours later by sacrifice of the rabbit and examination of the 
All the specimens used in this 
series were actually sent for pregnancy diagnosis, so that in 
all cases there was some degree of clinical uncertainty. 
The subsequent fate of each was checked, and only those 
cases in which it was ascertainable have been included in 
the series: 

For the first group of patients the modified Guterman 
procedure was used in 110 cases, and the results compared 
with the Friedman test are shown i in Tdble II. In deciding 
TABLE II. see oman Friedman Tests and Pregnanediol Assays 


(Method I) on 110 Urines Sent for Pregnancy Diagnosis 
: (6 meg./litre Regarded as Minimal Value for Pregnancy) 








Friedman Test Preguanediol (Method I) 
Total m 
Correct Incorrect Correct Incorrect 
Pregnant a 63 57 (90°5%) |, 6 26 (41%) 37 
Non-pregnant .. 47 43 (91-5%) 4 44 (94%) Iy 
Totals dg 110 100 (91%) 10 70 (63-5%) 40 





whether the pregnanediol value was indicative of pregnancy) 
‘or not, some level had to be chosen rather arbitrarily as th 
dividing-line. As‘a guide, assays were performed on th 
urines from 30 patients known to be non-pregnant, an 


r 
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since the highest value found was 5 mg./litre, it was decided 
to regard 6 mg. /litre as the minimal level for the diagnosis 
of pregnancy. Objections to this procedure could be cited, 
and because Guterman regards the “ positive” colour in 


CLINICAL VALUE OF PREGNANEDIOL ASSAYS 


his test to. be given by about.4 mg./litre of pregnanediol, | 


the results have been recalculated on the basis of 4 mg./litre 
being the minimal level for pregnancy diagnosis (Table II). 
There is a slight improvement, but it is ‘not sufficient for 
escape from the conclusion that, while false positives in 
non-pregnancy are rare, false negative pregnanediol values 
in pregnancy are so frequent as to condemn the test as an 
aid to pregnancy diagnosis. f 


\ 
Tasıe IH.—The Results of Pregnanediol Assays (Method I), 
Previously shown in Table II, Recomputed on the Basis of 
4 mg.{litre as Minimal Value for Pregnancy , f 


f 


Pregnanediol (Method I) 
Pay ı Total 
' Correct Incorrect 
Pregnant 63 31 4 %) 32 
Non-pregnant 47 43 (91-5%) 4 


_ Totals .. 110 14 (67:3%) 





~ 


Attention may be. drawn to some of the cases in which 
discrepant results were obtained. There were two'cases of 
proved hydatidiform mole, in both of which the Friedman 
test was positive (even when diluted 1/100, only 0.1 ml. of 
urine being injected) ; for the purposes of this comparison, 
these were interpreted as “false positive ” Friedman tests, 
without any aspersions being cast upon the technical relia- 
bility of the test. In these cases the pregnanediol excretion 
was nil and 1 mg./litre respectively. Two other cases were 
clinically suspected as being those of hydatidiform mole ; 
in one, in which the Friedman test was positive (though not 
on dilution) and the pregnanediol excretion was nil, subse- 
quent events showed the case to be that of normal preg- 
nancy; in the other, in which the Friedman test was 
negative and the pregnanediol excretion also was nil, no 
evidence either of pregnancy or of hydatidiform mole was 
obtained when the uterine contents were examined. 


A specimen from a pregnant woman, when the period was 


only three days overdue, gave a negative Friedman test and’ 


contained 3 mg. of pregnanediol per litre ; eight days later 
the Friedman test was still negative but the pregnanediol 
content had risen to 6 mg./litre. In a case which was sub- 
sequently proved to be that of ectopic pregnancy the Fried- 
man test was negative and the pregnanediol, excretion 
4 mg./litre. In two cases of missed abortion the Friedman 
test Was positive and the pregnanediol excretion 9.5 and 
5 .mg./litre. In neither case was a foetus found on evacuat- 
ing the uterus. In three other cases “false negative ” 
Friedman tests were obtained in cases of pregnancy ; these 
must be.regarded as technical faults. The corresponding 
pregnanediol levels were nil in two cases and 15 mg./litre 
in the third. 


For the second group of patients, the procedure. of 
“Sommerville et al. (method II) was used in 101 cases, and 
the results, compared with the corresponding Friedman 
tests, are shown in Table IV. Once again 6 mg./ litre is 


TABLE [V.—Concomitant Friedman Tests and Pregnanediol Assays 
(Method II) on 101 Urines Sent for Pregnancy Diagnosis 









Friedman Test 





Pregnanediol Assay’ 








Total 










Correct Incorrect Correct Incorrect 
regnant 63 62 Oaa 52 323) 11 
oN-pregnant .. 38 37 (97-5%) 31 (81-75%) 7 
Totals 101 99 (98%) 83 (82%) 








, other two, in which 
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taken as the lowest permissible value for a “ positive ” 
pregnancy diagnosis, and it can be seen that ‘the overall 
pregnanediol test results are considerably improved (82% 
correct) as compared with those in the previous series 
(63.5 or 67.3% according to the criterion-of a “ positive ” 
value) ; that the reliability in pregnant caSes is much greater 
(82.5 compared with 41 or 49%); but that a considerably 
larger number of “ false positives ” has now been produced 

(18.25% compared with 6%). `- goo 

In this series there were three cases of missed or incom- ’ 
plete abortion ; the Frieaman test was positive in one, the 
pregnanediol value being mg./litre, and negative in the 
egnanediol values were 6 and 
18 mg./litre respecti There were, in addition, two 
cases of threatened aW tion in which the diagnosis of 
pregnancy was uncertai:Mat the time of testing ; in one the 







. Friedman test was negative, the pregnanediol value being 


1, 


Baptist, 1942 ; 


8 mg./litre and the patient aborted; in the other the 
Friedman test was positive, the pregnanediol' value being 
19 mg./litre and the pregnancy continued. A case of salpin- 
gitis which was considered clinically to have been possibly 
that of ectopic pregnancy had a pregnanediol excretion of 
24 mg./litre ; the Friedman test was negative. / 


“ 


3. Fregnanediol Assay as a Prognostic Test in Threatened 
` Abortion 


There have been several reports of the relation between 
pregnanediol excretion in cases of threatened abortion and 
the fate of the pregnancy (e.g., Hamblen, Cuyler, and 
Guterman, 1946 ; Bender, 1947, 1948). The 
present series of cases is small compared with those of some 
previous authors, but the numbers are nevertheless sufficient 
for conclusions to be drawn which are not altogether in 
agreement with earlier reports. 
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Pregnanediol mg./litre 


Fic. 2.—Thé distribution of. 56 urinary pregnanediol assays from 
cases of threatened abortion. g . 

Forty cases of ducana abortion have provued a total 
of 56 urine specimens for pregnanediol assay ; the distribu- 
tion of the values is shown in Fig. 2; where the cases are 
grouped into those that aborted and those that did not. | 
The distributions are clearly different, but the overlap is 


‘more than 1'in 50. though less than 
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quite obvious. When the. meai values fot the two prous 
are compared by the t test, the following result- is obtained : 
Mean value for abortion group | ie Fe B, 733 mg. 3 litre 


|, à non-abortion group 12.4 
n=54; t=2.579 (P<0 02>0 1), 


It may therefore be concluded that the pregrianediol, ‘values 


> aio 
P Fa 
- z 


Ao me 
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in cases of ‘threatened abortion are, in general, higher when | 


the pregnancy is going to „continue than when it is going 
to terminate, and that the chances of a difference between 
the means such as that observed occurring on a purely 
random sampling basis from a homogeyieous population are 
4 in 100 against. 


ested in individual 







The clinician, however, is more i 
cases than in the, behaviour of ‘paia's with threatened - 
abortion in general, and it is theri: of importance to 
consider the ability of. the test to predict the outcome in- 
individual_cases. A pregnanediol value of 6 mg./litre has 
again been taken ‘asthe minimum for predicting continua- 
tion of the pregnancy, and the findings -are set: out in 
Table V, both on-the basis of the first reading and, where 


TasLeE V.—Prediction of the Fate of Cases of Threatened Abortion 
on the Basis of Pregnanediol Excretion’ 






Final Assessment 







Pregnancy 


Pregiancy 
Continued 


Continued 
12 - 









Correct 
Incorrect 






Totals.. ` 


more than one assay was ; performed, on the basis of the 
final assessment, a rising pregnanediol titre being taken as 
indicative of continuation of pregnancy.. The correct pre- 
diction was given in 29 out of 40 cases in the final assess- 
ment (72.5%). Of the 40 cases, 57.5% aborted ; of- those 
that did not, 14_out’ of 17 had satisfactory or rising preg- 
nanediol titres, but of the 23 patients who aborted, sient 
also had satisfactory pregnanediol ‘titres. 


4, Préwtanedial Keay as a ee Test for the 
Likelihood of the Initiation of Labour 
i by Induction Procedurés ` 


Since most observers agree that: the spontaneous onset of 


\ 


5 


-labour is ordinarily preceded by a pronounced fall in the 


pregnanediol excretion, it seemed worth while to investigate 
the excretion in patients in whom, for various clinical 
reasons, it was desired to induce labour and to see what 
correlation, if any, existed between the amount of pregnan- 
ediol excreted and the effect of the induction procedure: 
This has been done in 10 patients, the results being/shown 
in Table VI, in which. the cases are recorded im asceńding _ 
order of pregnanediol excretion. as 

: ee af oe O 
ae VI 2-presnanediol Assays in Patients ‘on whom Induction’ 


Procedures were Performed -OF Contemplated and the Results - 
- of Those Procedures Na ; 
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og Pregnanediol Mode of Induction Result’, | 
1 10-5 mg./24 hrs. + O.B.E. Delivery  : 
2 19:4 ie Spontaneous delivery 
Bova 23 mg:/litre High puncture Delivery “ 
4 25:2 mg,/24 hrs. O.B.E.° ` 
5 Al: ee Spontaneous delivery A 
6 ` 49 Ay ” Ma i O. B. E. Delivery y 
7 ADT E ra aN , OBE, + Nil 
8 | ° 55:5 ey. AEN : O.B.E: Delivery 

.9 56 i ‘ | O.B.E. Nil 

cio ~ = 7 Repeated 2 days inter Delivery 


sda delivery 


` 


O.B.E. = Induction by castor oil, bath, and enema. - 
b a x Pa ` t 
% N Pd \ 


CLINICAL ‘VALUE, OF PREGNANEDIOL “ASSAYS 


in the preceding 24 hours. 
': tiòns in ‘the two. failures were’ both high—49.7 and 


may be found, some 





+ 
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It-is interesting to"note that in three cases. spontaneous 
. labour began before the induction procedure was Started, 
with pregnanediol excretions ranging from 19.4 to 57 mg. 
On the other hand, the excre- 


56 mg./24 hours respectively. It would seem, therefore, 
that, although induction’-is less likely to succeed at high 
levels ‘of pregnanediol excretion, the prediction of the fate 


of a given case cannot be-accurately made on the basis of 


pregnanediol assay. 


5, Pregnanediol Assay as a Diagnostic Aid in Complications. . 
of Pregnancy 


‘With a view to investigating the possible value of preg- 
nanediol assay as a diagnostic aid-in various complications 
of pregnancy 41 such assays were carried out on specimens 
obtained from 17 patients with various complications. The 
details are set out in Table VII, and the following comments 
seem justifiable: in cases of misSed abortion variable values 
“ positive ” and others “ negative” ; 


Taste VII PEEN casas Assays in Various Complications of 








i! ‘ Pregnancy 
Case i is Pregnanediol remarks 
No. p agngsIs mg.jlitre. pR 
IL. Missed abortion ` .. | 9, 4, 3, 0 Friedman test positive. Curettage 
/ i p oa showed surviving placental 
m3 tissue but no embryo ` 
2 a Sas 0,5 Friedman test positive; noembryo 
ees ” found on curettage . 
3 LEd 3 s `8 . á 
4 ane » Sss z oe 8 
5 |? Incomplete abortion | 10 Friedman positive; pregnancy 
\ continued 
6 | Hydatidiform mole . .- e i ' Confirmed by curettage 
7 bd 3) ») ? 
8 ? Hydatidiform mole 11 Friedman test: positive undiluted 
\ A only; normal pregnancy 
9 x p. 3) +») 
10 ey “Bs » 40 Friedman test negative; non- 
; pregnant 
11 Ante-partum haemor- | 43, 38, 60, | Daily pregnanediol assays; preg- 
rhage at 35 weeks 23, nancy went to term 
12 | Ante-partum haemor- | 60, 69, 51, 7 as ss a 
rhage at 37 weeks ° 54, 16 
13 | Pyelitis at 29 weeks .. [34 _ Pregnancy continued — 
‘14 | Ectopic pregnancy 4. Friedman test negative; confirmed 
ae P . i at laparotomy 
15 | Double uterus 33 
16 | Polycystic ovary: punc- 0, 5, 10, 31, | Daily pregnanediol assays: preg- 
i tured at 8'weeks Sig > 7; ‚nancy continued 


Daily pregnanediol assays at full 


Dystocia dystrophia | 92, 128, 78, 
154 term 


aor mee 
thé Friedman test:may also be positive or negative, and it 
cannot ‘be claimed that either test, or the two in combina- 
tion, enables a definite. diagnosis to be reached. 

In. both cases of proved hydatidiform mole the pregnan- 
ediol excretion was trivial, while chorionic gonadotropin 
was present in the usual large amounts. On the other hand, 





- Casé 8, clinically considered to be one of hydatidiform mole, 


was found -to have both Friedman test and pregnanediol 
assay within the limits of normal pregnancy, and such it 
eventually proved to be., In Cases 9 and 10 hydatidiform 

mole was again suspected clinically ; pregnanediol excretion 


. was nil in both cases, but in one the Friedman test was 
‘positive undiluted only and normal pregnancy was the 


eventual conclusion, while in the other the Friedman test 
was negative and no further evidence’ of pregnancy was 


: forthcoming: ; 


The two cases of ante-partum “haemorrhage showed 
pregnanediol excretions within normal limits for the periods 
of gestation, and the same applies to the case of pyelitis 
at the 29th week of gestation. In the case of ectopic 
pregnancy, both: the Friedman test and the pregnanediol 
assay was misleading. The pregnanediol excretion in 
Case 16—that of polycystic ovary punctured at 8th week 


+r 


_ 
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of gestation—showed that the operation had not interfered 
with progesterone production and, accordingly, the preg- 
nancy proceeded normally. In ‘the last case—that. of 
dystocia dystrophia—the pregnanediol excretion seemed to 
be excessive in view of the fact that labour, albeit of an 
ineffective type, had already begun. 


Discussion 


Before discussing the results reported above, it would 
seem desirable to point out why no mention has so far 
been made of ‘the use of pregnanediol assay as a, means of 
detecting ovulation in non-pregnant women. Sufficient 
‘studies have been made by ‘various workers (e.g., /Venning 
and Browne, 1937a,. 1937b; Stover and Pratt, 1939; 
Hamblen, Cuyler, and Baptist, 1942, etc.) of the pregnan- 
ediol excretion during the luteal phase of the menstrual 
cycle to make it abundantly clear that the total excretion 
is so variable, and may be so small in apparently normal 
cycles, that only accurate techniques employed on complete 
collections of ‘urine extending over several days (even the 
complete luteal. phase) could hope to give indubitable 
evidence of corpus luteum activity. These requirements 
place the method entirely, outside the realms’ of, clinical 
practicability, and when it is granted that the basal body 


highly reliable: results with very little effort, it must be 
conceded that pregnanediol assay can have no clinical value 
for this purpose: 


The advantages claimed for pregnanediol “assay as a 


` diagnostic test for pregnancy were its rapidity (some three 


hours only are required for the Guterman method) and that 
it eliminates the inconvenience and expense of animal tests.’ 
The accuracy claimed by-Guterman (1945) was_92.7% for. 


, 248 cases, the Friedman test in, 201 of these being only 


87.1% correct. Apart from McCormack (1946), who found’ 


‘CLINICAL VALUE OF PREGNANEDIOL ASSAYS 


. temperature -record and the endometrial biopsy can give™: 


complete agreement between pregnanediol assays and 


Friedman tests in 266 cases, no.other observers seem to 
have achieved results at all comparable with these. 


_ It is instructive to compare the published figures of the | 


'above authors with those of Reinhart and Barnes (1946) , 


and Merivale (1248); this is done in Table VIII, which 


TABLE VIII Aomain of the Published Results of Various 


Authors with Pregnanediol Assay as a Pregnancy Diagnosis Test 


k Percentage Accuracy 
$ 4 : ry a No- of 
i Author k Patients Pregnanediol Friedman 
3 : _ Test Test . 
Guterman ' e Sa 92-7 87-1 
McCormack* Ji, 99-0 99-0 
Reinhart and Barnes Si 69-2 —— + 
: Merivale , : ae 63°8 — 
Swyer, Series t 67:5 91-0- 
» »» 82-0 98-0 








* Omitting 30 cases of threatened abortion, all with negative pregnanediol and 
positive Friedman rest S. 


-n [] 


Lend 


gives the overall accuracy figures. It is evident at once that . 
` -there is close agreement between the results of Reinhart and 


-Barnes, Merivale, and the first series reported in this com- 
munication, and gross disagreement of these findings with 
those of Guterman and of McCormack. Guterman (1945) 
has pointed’ out that his test should be restricted to patients 
with amenorrhoea who have not received progesterone 
therapy, but, as Reinhart and Barnes observe, the elimina- 
tion of patients with vaginal bleeding or those who have 
received progesterone therapy materially limits the value 


` of the test for routine clinical use. 


. Although in most of the published series the proportion 


of false positives: is relatively low (that of Reinhart and, 


ai 
+ ‘ 
F 


t 


\ ra 
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Barnes is an exception), such results can be obtained in a 
variety of conditions—for example, the luteal phase of. the 
menstrual cycle, which, if prolonged by a lengthened pro- 
liferative phase, might well lead to the clinical suspicion of 
pregnancy; corpus luteum cysts (Guterman, 1945; 
McCormack, 1946; Bender, 1948) ;.. árrhenoblastoma ; a 
case- of amenorrhoea with utering Ceri NN due to 
metastatic carcinoma ; and a case of salpingitis diagnosed 
clinically as’ ecto opie pregnancy (Morrow and Benua, 1946). 
This last case is {interesting in so far as it compares with a 
somewhat similat case reported in this paper, also with a 

“ positive” pregnanediol excretion (24 mg./litre). 

When all the ava@M%ble evidence is considered it seems 
impossible to esca 
pregnanediol excret¥jn is insufficient to warrant its use as 
a clinical method for pregnancy diagnosis. In its main 
claim, that of rapidity and convenience, it bears no com- 
parison ‘with the male-toad test, and, provided a supply of 








suitable animals ,can be assured, this ` test, or one of its . 


modifications, would seem to fulfil all the requirements for 
clinical use. É $ 

Regarding the prediction of the fate of threatened abor- 
tion, once again the accuracy reported in the present series 
is far ‘less than that claimed by Guterman (1946) (72.5% 
correct for 40 cases as compared with 93% for 73 cases). 
Bender (1948), however, has produced evidence that, using 
the Guterman test to differentiate cases of threatened abor- 


tion with high pregnanediol excretion from those with low _ 


outputs, and reserving treatment with progesterone for the 


. latter only, a statistically significant ‘increase in the salvage 


rate can be obtained ; on the other hand, progesterone given 
to patients with threatened abortion with positive Guterman 
tests increased the likelihood of abortion. If this work can 


‘be substantiated, it would seem to be a really valid clinical 


application of pregnanediol assay. It is right, however, to 
point out that the administrative difficulty of obtaining the 


result of the test promptly, together with the necessity to`“ 
_ ‘wait for the first morning urine sample, may lead to!delay 


in the exhibition of progesterone in those cases that warrant 
it, the abortion perhaps becoming inevitable as a result. 


- In the diagnosis of complications of pregnancy, the results 
presented do not suggest that pregnanediol assays are likely 
to prove of much value except in the case of hydatidiform 


~ 


e conclusion that the reliability of. | 


mole, in which pregnanediol seems to be absent from the’’ 


urine. It is true that it would be impertinent to’ attempt to 
generalize from the findings in two cases only, but on this 
point confirmatory support is to be obtained from other 
sources : 
cases of hydatidiform mole, 
reported thé same results in two other cases. On the basis 
of seven’ cases, therefore, it would seem reasonable to 
suggest that absence of urinary pregnanediol in a case 


' clinically suspected as being hydatidiform mole and giving 


a positive test for chorionic gonadotropin in high dilution, 
very substantially supports the diagnosis.* Such a confirma- 


` tion may be of great value at about the twelfth week of 


gestation, or in the case of multiple pregnancy, in both of 
which conditions the gonadotropin excretion may normally 
be so high as to give a positive Friedman test at 1/100 
dilution. ` 


Guterman (1945) found negative tests in three 
while McCormack (1946). 


If now the clinical value of pregnanediol- assay is judged | 


from the evidence presented on the basis of the criteria 


laid down i in the introduction to this paper, it must be con- . 





*Since reading the proofs of this paper, the author has had a third 
case .of hydatidiform mole with a positive Friedman test at 1/100 
dilution and absence of urinary pregnanediol. 

ever, has encountered two out of three cases of hydatidiform mole 
with “ positive ” pregnanediol excretions. : 
| 
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cluded that, in general, it Ras little to offer the practising ' 


clinician.’ It seems doubtful whether the relative inaccuracy 
‘of the methods suitable for clinical application can be held 
completely responsible for this state of affairs. ; rather should 
` one ascribe. it to-the inherent variability of pregnanediol 
excretion both in the. same and in different patients. ~ Con- 
sideration of the. factors responsible for this variability is 
beyond the scope of the present discussion, but it does seem 
permissible to observe that there are no solid grounds for’ 
believing that pregnanediol excretion reflects at all closely 
the progesterone levels of the blogg; and undoubtedly the 












- latter’ are of far the greater plksiqlogical significance.. 


Simple direct means of assessing ' 
would surely supply evidence of m 
than could ever be expected from the 
‘in the urine. 


e` blood ‘progesterone 
Sre clinical value 
4 pediol excretion 


My sincere thanks are due to the m 
Obstetric Unit_for their generous co-opératidn in these studies, and 
to Mr. A..A. Cernik for carrying out 2 lar 
the results of which are recorded above. | 
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Nmatology, Radcliffe Infirmary, 
ord) oar? 


There are few skin diswn, ;' which may not at some time 
involve the eye and its ap ojdages. It is impossible to con: 
sider all of them here, even in the most summary way. I 
propose instead to survey a.single group—the vesico-bullous 
diseases of internal origin—affecKing the skin and mucous 
membranes. Even with this yestriction the survey must 
‘ necessarily be a brief one. ; 

The more one considers 








e vesico-bullous diseases the 
more one is struck not by tWeir clinical differences but rather 
by their essential similaryties. A common factor seems to 
operate in all of then, producing a particular type. of cell 

‘reaction. It is this which makes a study of the group of 
special interest. In some‘ diseases a virus, in others an 

‘unknown toxin, exercises a destructive action on the 
mucosae or on the deeper cells of the epidermis, with resul- 


tant cellular liquefaction. This seems to release a physico- 


chemical force, which in turn increases capillary permea- 
bility and attracts the filtrate as well as the local tissue 
a 

*Read in the Section of Ophthalmology at the Annual Meeting of 
the British Medical Association, Harrogate, 1949. 


é 


embers of the staff -of the: 


_ and-mouth disease ; 


Kellar, R. J. (1948). Lancet, 


‘disturbs the harmony. 


fluid to the ‘injured area.. In this way a vesicle is formed. 


‘When the. hydrostatic pressure within the vesicle has reached 


a certain point the movement of the fluid is checked. 
Whether the vesicie breaks down to form an oozing erosion 
or not depends largely on the thickness of its roof. 
Naturally, in the conjunctivae and other mucous membranes 
the covering is thin and the vesicles:are correspondingly 
transient, so that the clinical picture is a raw oozing surface, 
whereas the skin may still show intact vesicles. But though 
the distribution and clinical appearance in the different 
diseases of this group are varied and characteristic, histo- 
logically we can distinguish only grades of severity in an 
essentially similar reaction. 
` Percival and Hannay (1949) have published an excellent 
at of the pathology of bullous formation, from which 
the following; interesting sentence is taken: “To state the 
problem differently, it can be asked why the exudate 
remains in the dermis in urticaria, becomes localized at the 
dermo-épidermic junction in dermatitis herpetiformis, in 
the rete mucosum in eczema, and under the stratum 
corneum in pemphigus foliaceus, when the mechanism 
which made the exudate -available is common to all four 
conditions, and is in all probability initiated by a common. 


factor.” - 


The diseases of this group which affect the eye are: herpes 
simplex ;. herpes zoster ; erythema multiforme, including the 
severe form known as the Stevens-Johnson syndrome ; foot- 
Touraine’s aphthosis; dermatitis 
herpetiformis ; and pemphigus. (Conjunctival scarring is 
associated with other skin diseases, such as bullous eruptions 
following vaccination, erythroderma’ ichthyosiforme of | 


Brocq in,its bullous form, epidermolysis bullosa dystrophica 


acquisita, and congenital syphilis, but these conditions do 
not belong to the group under consideration.) 


o - 


Herpes Simplex i 
This well-known disease is characterized by the often- | 
‘repeated occurrence of little groups of blisters on a base òf 


oedema and redness. Its virus origin is amply proved, and 
corneal inoculation of a rabbit gives positive results. In con- 


trast with what occurs in many virus diseases the host 


develops no immunity. On the contrary, a local hypersensi- 
tivity often causes the same small patch to respond on each 
occasion. The lips and face are most frequently affected, 
but lids, conjunctiva, or cornea may suffer instead. 

The evidence suggests that the virus is a saprophyte living 
in happy matrimony with the tissues until a tertium quid 
This may be any one of a 
variety of agents which include cold, heat, sunlight, food, 
drugs, and bodily upsets. The injured cell then goes 


through the processes of liquefaction and vesicle formation 


already described. Individual eruptions heal easily and 
need only to be kept clean. But to prevent recurrence is a 
difficult matter. Irradiation of the affected area of skin 
with x rays may produce an alteration which increases local 
immunity, or repeated inoculations with smallpox vaccine 
may raise the general resistance, but disappointing results 
are common. co. l 
Herpes Zoster | 

This complaint is not transmissible ‘by inoculation. But 
as specific antibodies have been found in the blood, and 
inclusion bodies have been demonstrated in the vesicles, the 
evidence ig in favour of a virus disease. The cutaneous 
reaction is greater and deeper than in herpes simplex. 
Haemorrhagic, purulent, or necrotic vesicles may occur and 
leave severe scarring. Many cases have been described as 


/ t 
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aiee of nerve infection or injury. So that here, again, 
it seems that a cell‘injury may open the door-to a virus 
attack. 

Herpes zoster is of special importance when it affects the 
eye, because of the risk of permanent injury. Becker (1948) 
has published a paper claiming good results in this con- 
dition by the injection of blood or serum from people who 
have recovered from the disease. This was for some time 
thought to be useless, because of statements such as that. of 


Rivers (1939) that “convalescent blood or serum is of no’ 


value in the therapy: of virus diseases, because by the time 
the disease is evident the organism has already penetrated 
the cell,'a barrier which no antibody | ‘can transgress.” 
Despite this view the method seems to give hopeful results‘ 
Becker used blood transfusions, blood plasma, and whole 
blood injections, with material taken from a donor any time 
from three weeks to two years after his having: the disease. 


nryiliens Exudativum Multiforme 


In 1866 Ferdinand Hebra described a disease ‘affecting 
the face, the limbs, and sometimes the mucosae. The rash, 
as the name suggests, takes on many forms, such as macules, 
weals, bullae, or large annular or serpiginous plaques, of 
an angry blue-red colour. The eruption is short-lived but 
often recurrent. A somewhat similar rash, more rosy in 
‘colour and more varied in its distribution, can be elicited 
by a wide range of toxins. It is not clear whether Hebra’s 
erythema multiforme is a specific entity or not. Ocular 
involvement generally takes the form of a pseudo- 
membranous. conjunctivitis which-may lead to shrinkage or 
uveitis. Lacrimation and photophobia are also seen, and 
corneal ulceration ‘and perforation have been described. 
No causative agent has been found. 

In 1922 Stevens and Johnson described a severe form of 
erythema multiforme which, in English-speaking countries, 
is now generally known.under their name. An earlier 
account had, in fact, already been published ty Rendu in 
1916 under the name of “ ectodermose érosive superficielle,” 
and the condition is also referred to as “ dermatostomatitis ” 
or “ eruptive fever with ophthalmia.” This begins acutely 
with a ‘rash like- erythema multiforme, but the general 
symptoms are much more severe and the „patient is feverish 
and looks gravely ill. .The eyes, mouth, and genital 
mucosae are so inflamed and eroded as to be extremely 
tender, so that micturition becomes an ordeal and feeding 
may have to be done through a tube. Despite this disturbing 
start, improvement takes place in a week or ten days, and 
recovery is usual in about three weeks. Unfortunately, the 
eyes may be irreparably damaged. The conjunctivitis may 
leave adhesions_or scars, or the corneal damage may end 
in opacities or in perforation. An effort should be .made 
to keep 'the lids open with tiny strips of adhesive tape, but 
on account of the photophopia the patient is apt to struggle 
against this. 

Patz (1947) made a study of six cases. He tried various 
methods of discovering a virus by making smears. from 
the conjunctiva and vagina, by complement-fixation tests 
with psittacosis antigen, by cultures in chick embryos, and 
by the intracerebral and intraperitoneal injection of vesicular 
fluid into rabbits, guinea-pigs,-and mice. All results were 
negative. | ge SS 4 

Vincent’s stomatitis has been found associated with 
erythema multiforme in three cases, and it was suggested 
that the fuso-spirochaete, by altering tissue sensitivity, might 
lead to the Stevens-Johnson syndrome. But proof of this 
is not forthcoming, and the association of the two com- 
plaints has scarcely ever been found. 


.the eyes, mouth, and gi 


‘ of all others,.and so a 


Anderson and his colleagues (1949) claim to have found 
a virus with cytoplasmic inclusion ‘bodies following rabbit 
‘cornea inoculation. Their study was limited Ao one case. 

Treatment is symptomatic. Nicotinic acid is said to be 


of use, but as most cases.clear up spontaneously it is 
difficult to bé sure of its value. 


\ 


Foot-and-Mouth Disease (“ Fièvre Aphtheuse »”) 


This may be acquired by direct contact with infected 
animals or, less oftelg, by drinking their milk. The 
distribution is not anid the preceding condition, but the’ 
skin around the nay „s chiefly affected and the lips and 
mouth are dry urning, whereas .in the Stevens- 
Johnson syndrom‘ WF iùYns are more often seen on the wrists 
and ankles, and is\ profuse salivation., Ocular involve- 
ment is not common. Ñf there is any difficulty i in diagnosis, 
guinea-pig inoculation in foot-and-mouth disease gives a 
positive result. 


















Taturane’s Aphthosis , 


There is:'a fearsome dermatological jungle in which 
various diseases with escunding eponymous titles struggle 
for life. They are theg Chonic erosive conditions affecting 
niglia. Each specialist is naturally 
d'which for him takes precedence 
inber of syndromes have arisen, 
such as Sutton’s (1911)™§ periadenitis mucosae necrotica 
recurrens,” Loblowitz’s $010) “ ulcus neuroticum oris et 
vulvae,” Lipschütz’s (192%) acute vulval ulcer,” “ pustulo- 
ulcerous balanitis,” and Mothers. Behcet (1937, 1940), a 
Turkish dermatologist, d (scribed a triplé symptom-complex 
in which all three areas--eyes, mouth, and genitalia—are 
affected simultaneously ox in sequence. - Little round or 
oval ulcers with yellow sloghs succeed one another in the 
mouth, vulva, or glans penis, associated with inflammation 
of the cornea, conjunctivitis, or sclera. The skin has a 
tendency to develop acneiform pustules or deep-seated 
lesions of the erythema nodosum type. 

In 1941 Touraine made an eXtensive study of this whole 
group. He suggests that the Various conditions belong to _ 
one single systemic disease, which he ascribes to an ultra- 
virus, and to which he gives the name “aphthosis.” He 
thinks that this agent, like the Xirus of herpes simplex, 
becomes established in the body: and manifests itself clini- 
cally when for divers reasons the individual ‘becomes 
anergic. Touraine divides his aphthosis into three groups 
according to severity and extent. 


absorbed in his own fie 





1. A generalized forn , affecting the skin, mucosae, and joints. 
This is severe and staxyts with fever and general systemic 
disturbance. a 


,2. A milder form, involvang the mouth and genitalia, with a 
few scattered vesico-pustules on the skin, 

3. Aphthosis of the mucos&e alone, in'the form of small 
recurrent ulcers, or, less ọften, \@ single large ulcerative area, 
which may be mistaken for a venehga al infection. There is much 
variety in ‘the severity. and duration sof the ulcers, and also in 
the length of the free periods. P es may be precipitated 
by any bodily upset, such as infectious feXers or pregnancy; or 
by local trauma or operative procedure. Sa ; 


Touraine’s view is substantially i in accord with Whitwell’s 
(1934) conception of “embolic showers ” causing necrotic 
apthae in mucosa:and skin. It may be that future research 
will show the conception of “aphthosis” to have over- 
simplified the problem. But until further knowledge is 
obtained the harassed dermatologist can only feel relief at 
having so many odd sheep neatly penned into one fold. 
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i Case 3 E oe Pia 
A woman aged 31 was first seen in 1942, when she was 24. 
years of age. Three years previously, while washing her face- 


‘one morning, she, suddenly lost the sight of her right eye. ' 
There was no accompanying headache or ocular pain. For. 


_ three or four hours the blindness was complete, and then vision 
returned in the upper half of the field, so thas" “te” was left with 
an, inferior altitudinal hemianopia. She ¿° 2/ then otherwise 
symptom-free for about six months. Thereafter, however, she 
. began to suffer from attacks of blurring of vig in the remain- 
ing superior half-field associated with o pain. These 
attacks have occurred at intervals of ‘abor, months ever 
since. They begin with a sudden stabs ver the right 
eye, which is followed by a sharp pai F eyeball‘ lasting 
several minutes. At the same time i the lower, half- 
field becomes blurred and remains so 
There is no family history of migrainey 
Examination——In 1942 the only abn x 
right eye. The field of vision showed ag 
altitudinal hemianopia with macular.spaiing (Fig, 4).- The 
, ‘ ' Superior temporal and 
WA nasal retinal arteries 
UN Y were much ‘ smaller 















Ct 





alities were in the 


x 






vejs in this eye. In 


-*3 change in the field 
defect in the right eye 
„or ‘in ‘the calibre. of 
the affected vessels. 
Her right disk showed 
an optic atrophy limi- 
ted to the superior 
half. of the nerve- 
head. Visual: acuity 
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Fic, 4——Case 3. Field of vision right 

: eye, March, 1942: showing an inferior 
altitudinal hemianopia: i 


fight eye. ` Neuro- 

‘logical examination 
, was othérwise normal. ' 
7 Her ‘blood pressure 
was 110/75, and the heart and peripheral arteries were normal. | 


The blood Wassermann reaction was negative, 
a Case 4 . Bo ce 


three years ‘previously she had had two or threé-attacks-of 
sudden transient blurring of vision in ‘the left eye, each lasting. 
no longer than a minute and not followed by headache. -Then 
in June, 1946, she developed an influenza-like illness with coryza, 
generalized aches and pains, malaise, ‘and fever. -She went to’ 
bed, and after two days felt normal again. On the third day, 
while lying in bed on her right side, she suddenly saw “ black 


-clots” in the left field of vision. Within seconds she became ~ 


blind in the eye~except for a little blurred vision in a small 


central area (imperfect macular vision). No headache followed | 


this attack of blindness, which has since persisted unchanged. 
A year later she began to experience tight-sided headaches. 
. She would get pain of a throbbing type over the right brow 
which came on quite abruptly and lasted up to 20 minutes.’ At 
first the headaches were frequent—several times a ‘week—and 
came on whenever she did a good deal of close ,work——e.g., 
_ reading or sewing. “Latterly she had avoided these activities, 
with a corresponding reduction in the number of her attacks. 

n two occasions,'in August 'and September, 1947, she had’ 
attacks of scintillating scotoma in the right eye. In the first she 
suddenly developed a bright dazzling light covering ‘the centre 
of the right field of vision. After a few minutes thig broke up 
and expanded peripherally, leaving the gentre clear, and finally 
disappeared from the periphery after about 10 minutes. No 
headache followed. The second attack was very similar. but 
‘“of shorter duration, and again was not followed by headache. 

There’ is no family history, of migraine. T 

Examination.—Vision in the left eye was reduced to 6/36 J18. 
The optic diski was small and atrophic. The retinal arteries 
were all thin and-did not reflect light. The macular area was 


a5 


~" RETINAL ARTERIAL OCCLUSION IN MIGRAINE, ' 





about three hours. ` 


incomplete. inferior 


‘than the inferior vès- ` 
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` + normal in appearance, The changes were those of an occlusion 


of the ‘central ‘attery of the retina, The left field of vision was 
restricted to a small area around the, fixation point (tubular 
vision). .Theleft pupil did not react to direct light, whilst the 


‘right pupil failed ‘to react consensually. The right eye was. 


otherwise’ normal—visual acuity 6/5.J1. There were no other 
neurological abnormalities, and the cardiovascular system was 
normal. . Her blood pressure was 135/85. The blood Wasser; 
mann reaction was negative. i l 
E _ Discussion — 

The evidence available from both clinical and ‘experi- 


‘mental observation suggests that the symptoms of migraine 


result from alterations.in the calibre of blood vessels in 
‘the head, and that both intracranial and extracranial vessels 
take part in this process. In a fully developed, attack two 
stages are recognized: (1) the stage of pre-headache symp- 
toms—e.g., visual disturbances, paraesthesiae, asphasia— 
which are thought to be due to functional disturbances of 
cortical cells secondary to the anoxaemia produced by intra- 
cranial angiospasm ; and (2) the stage of headache produced 
by an excessive dilatation, particularly. of extracranial 
arteries, which stimulates the pain nerve, endings accom- 
panying these vessels. i 
Although a/vascular theory of migraine was first pro- 
pounded as lòng ago as 1870 by du Bois Raymond, it is 


only in the last. decade or so that adequate proof of its 


occurrence has ‘been obtained. This has been largely due 
to the ‘work of Wolff, and his collaborators, excellently 
summarized in a. recent publication (Wolff, 1948). Their 
experiments have shown quite clearly that the intensity of . 
the migraine headache is proportional to the degree of dila- 
tation of extracranial arteries, and that the relief from 
headache achieved by drugs such as ergotamine tartrate is 


directly related to the degree of vasoconstriction produced. 


., Whilst the méchanism of headache production is now no 
„longer in doubt, evidence that the prodfomal symptoms are 
.the result of intracranial: vasospasm has largely been in- 

direct: There are numerous records of patients who have 

been left with a permanent homonymous visual-field defect 


5 mae , ~ ._ _* after-a migrainous attack. A recent case has been described 
A girl aged 16 was first seen in, May, 1948. -Between two and- 


by Rich (1948), and references to previous cases are given 
in his article.. It has been assumed that in such patients 
‘arterial spasm has been so intense as to lead to thrombosis 
and subsequent cerebral softening. Where pathological 
proof is. lacking, however, criticism may be made that 
such defects may be caused by an underlying vascular 
abnormality—e.g., an aneurysm or angioma—and that the 
migraine is of a “symptomatic” rather than a “ primary” - 
type. An instructive example of this is mentioned by 


‘Kinnier Wilson (1940)—that of a man of 45, a “ life-long 


martyr to. migraine,” who for 20 years had had a fixed 
‘homonymous quadrantanopia, ultimately proved to be 
caused by a blood-vessel tumour. Adie (1930) described 


‘eight cases of permanent hemianopia following migraine 


attacks. ‘Seven occurred in men—an unusually high pro 


portion for primary migraine. One had had an attack c 


subarachnoid haemorrhage, which strongly suggests tt 
existence of a structural vascular abnormality. 


a vasodilatatio 
scintildog ae Would cause the erena ka 
when ~ Conce a reas the latter incr d in si 
cel is eased in gi 
th eal enough to prody 
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That these vascular changes probably produce their 


effects on the cerebral cortex is shown by the electro- 


encephalographic findings of Engel, Ferris, and Romano 
(1945). They found that the development, of hemianopic 
teichopsia was accompanied by alterations in the wave pat- 
tern from the posterior part of the contralateral hemisphere. 


. In five cases examined during the- initial phase of an attack 


slow irregular 5-7 c/s waves were recorded whilst the visual 
phenomena lasted and for a brief period afterwards. 

Proof of the occurrence of vasospasm in the early stages 
of a migraine attack is therefore largely circumstantial. 


' The ‘occasional development of retinal, arterial occlusion, . 


- an ‘occurrence. 


1 


however, offers more direct and visible evidence, for” it 
seems altogether probable that such thrombosis is secon- 
dary to.spasm of the affected vessel. Very few such cases 
have been published. 

Galezowski (1882) was probably the first to eon such 
He described four: patients afflicted with ° 
migraine in. each of whom uniocular loss of vision had 
occurred in relation to attacks of headache. In two, 
thrombosis of the central artery of the retina was found, 
one developed an occlusion of the superior branch, whilst 
the fourth showed peripheral retinal arterial ‘thrombosis 
with fundal haemorrhages. Their ages mae from 15 
to 67. 

Löhlein (1922) described the case of a man who had 
suffered from attacks of migraine since the age of 20. At 
the age of 37 he had a nocturnal attack of headache and 
vomiting ; the following morning there was blindness in the 
left eye. Vision was reduced to the recognition of hand 
movements: in.a.small peripheral portion of the field - 
and showed no subsequent improvement. Optic atrophy ` 
developed, and the condition was considered to be due to 
a haemorrhage into the.optic nerve. Five years later, at 
the age of 42, a -similar attack was followed by blind- 
ness in the right eye due to extensive retinal and vitreous: 
haemorrhage, vision later improving. -At the age of 46 
another attack occurred, reported by Wegner (1926), which 
resulted incomplete blindness and total optic-atrophy in 
the right eye. It seems probable that an occlusion of the 
central artery of the retina, secondary to vasospasm, was 
the ` underlying mechanism of these attacks. Retinal 
haemorrhage in migraine has also, been recorded by 


_ Brasch and Levinsohn (1898) and by Vallery-Radot et al. 


(1937), and was seen to a slight extent in Case 2. 
Hunt: (1915) reported the case of a woman of 31 who | 


. had suffered from attacks,of migraine since childhood. 
















After a nocturnal attack she noticed a blurring of vision 
in the right eye and on examination was found to have - 
a central scotoma and some oedema of the nerve-head. 
These changes regressed and after a period of two months 
central vision had réturned to normal, although a slight. 
pallor of the disk was present. Hunt described the condi- 
tion-as a retrobulbar neuritis and visualized the cause as a 
Ascular lesion in the optic nerve. 

The best-documented case is-that of Grönvall, (1938). 
is patient was a girl who had begun to suffer from attacks. 


d- - 
f scotomata and, occasionally, giddiness followed by hea 


f 18 she developed a 
che, at the age of 12. At the age’o cei 


S 
udden giddiness € aggociated with a sen aatia e totilly blind 


ew minutes T> \onreturned 
he oyes. Within > a further ten minutes vA Memained V 
n the right GJS: halt-field of vision, u o Aoii g y there 
o the lower hal examin d ine he d and: the 
sch-black. | When. tween \uided 
eyish-blacs tinal oedema Or artery Was > 
an area of te poral al a na quad 
, the inferior a defe the emp quad- 
erimetry T° -o gon of th upe“ 
and Pen adjoining PËS 
ra 


‘of a branch o 


rant’ of the field of vision. The oedema subsided after a 
month and the field defect showed a Slight improvement. 
but the arteyal occlusion remained permanent. 

- Walsh T9 records brief details of several patients 
who suffé from \transient attacks,” of unilateral and 
bilateral bl. iness which were sometimes followed by 
migrainous headaches. 
occlusion of the central artery ofthe retina in an attack 
occurring fo ys after parturition. 

Finally, ale (1940) has written an interesting 

description own personal experience of an attack 
sm, which resulted in an occlusion 
perior temporal’ vessel. 
_ Of these nine ded cases of retinal arterial obstruc- 
tion in migraine fave occurred in the central artery 
of the retina, giving EA “to severe uniocular blindness ; four 
occurred in perip2o, ! sl branches, producing sector field 
defects ; and one C aat s case) developed a central scotoma. 
possibly the result? Por. an occlusion of an intraneural branch 
of the cenfral retinalartery. In the four cases recorded 
‘here, one has involved: the central retinal artery and three 
its peripheral branches. ~/ 

No age group seems particular] 
complications ; there is certainly n 














predisposed to - these 
y evidence that increas- 


‘ing age and coincident arteriosclerotic changes render the 


migrainous subject liable to such sequelae, for they have 
affected young and old alike. In the cases described here 


_there were no signs of local retinal or generalized arterial 


disease, nor was there evidence of any possible source of ` 
emboli. Cases 1 and 2 suffered from attacks of migraine 
before the onset of the retinal occlusion, whilst in Cases 
3 and 4 the occlusion was apparently the first mkom of 
the disease. 4 

Migraine should therefore be considered as a possible 
cause of those cases of retinal -occlusion, occasionally 


experienced in practice, in which no cardiovascular: disease 


can be found. The condition is probably less uncommon 
than its recorded occurrence might suggest. Three of the 
four cases here. described have been seen within a period 
of 12 months. Their interest lies chiefly in the fact that 
they provide’ further evidence that the symptoms of 
migraine are the result of vasomotor disturbances in the 
territory of cranial blood vessels. 7 


hi 
4 


Summary 

Four cases of retinal arterial occlusion ocCurring in migraine 
are reported. In one case the central artery of the retina was 
affected ‘ in three cases occlusion occurred in a single peripheral 
branch. 

Such cases provide évidence for the theory that the pre- 
headache phenomena of migraine are due to vasospasm. 


I wish to thank Dr. F. R.-Ferguson for his permission to publish 
the records of cases under his care. 
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primary plèurisy with 
th effusions arising in 
ry tuberculosis. The 
difficult to imagine, 
any occur in patients 
|. apparently. Inactive 









effusion: and is not ‘concerned 4 
patients With established. pulm 
pathogenesis of. such ‘cases is 
though it is a curious fact that s 


good (T hompson, 1947a). These -can properly ‘be’ called 
“ secondary” tuberculous . pleural effusions. ‘The ° fluid 

which may form in the course: of artificial-pneumothorax 

treatment ‘is perhaps a special case in \this group. 


The “ primary’ 


were ` virtually + complete, ‘including ‘regular routine 
radiography of the chest (Thompson, 1946,. 1947b). 
Although by ‘definition coexisting or. preceding pulmonary 
tuberculosis was not /present’in this earlier series of cases, 


7 


” effusion of: my. definition formed: the 
2 subject of a previous investigation in which 190 cases were: 
studied over a period of years, with follow-up results which. 


f 


f 


students at Dunedin Hospitaly who undergo regular tuber- 
culin testing and x-ray examination as part of their routine 
‘tnedical care. -The following selected case histories are 
presented’ as clinical: illustrations of some of the factors 
. involved. 


Case Reports. 
Case 1.—A ‘student nurse aged 28 was negative to intradermal 


‘injection of tuberculin P.P.D. first and second strength on entry 


in March, 1946, and again in June. At her next routine exami- 
nation in January, , 1947, she gave a 4-plus, reaction to P.P.D: 
first strength, and a radiograph showed involvement of the left 
lung and tracheo-bronchial glands: typical of primary ‘tubercu- 
losis. ,Though well and without symptoms, she had evidently 
incurred a recent primary, infection, probably a few weeks 
previously, when she had “complained of a transient malaise 
and sore throat, but ‘without reporting Sick. After a month’s 
leave at home she returned to duty. In. July: an acute left 
pleurisy with effusion supervened. 


Comment.—This is a case of typical primary tuberculous 
infection in, a previously uninfected adult with an intra- 


- thoracic -primary complex, followed by pleural effusion on 


™ 4 


radiographs. sometimes revealed. lesions within’ the thorax ` 


that were typical of -the tuberculous primary .complex ‘of 
Ghon. 
of the hilar lymph glands; or by, parenchymal’ infiltration, 
or by both together, sometimes including evidence of 


‘bronchial stenosis or atelectasis of.a broncho-pulmonary 
Where a parenchymial lesion was apparently: 


‘segment. 
alone, this was of the primary-infection type in which the 


logically invisible. These intrathoracic lesions were known 
sometimes to have preceded the pleural effusion ; in no 
case did the effusion come fifst.. In some cases ‘the effusiori 
occurred on the same side-as the pulmo-glandular complex ; 
in' others it occurred on the opposite Side. ` -> 


- Follow-up showed-that 25% of all cases developed iben 


culosis within ‘five: years. The earliest: eviđence of this 
Subsequent disease often occufred within a few months, 
soon enough to indicate that it was directly associated with 
the preceding pleural effusion, and that it was not, for 


„example, a further tuberculous infection from ‘an outside 


source. In nearly one-half of the cases oft subsequent 
tuberculosis, this ‘became evident within the first year ‘of 


- obsérvation. Two-thirds of the remainder occurred: ‘within 


` ees in Dunedin on September 8, 1948. 


the second'year. None occurred later than. the fifth year. 
The incidence; course, and prognosis of the: subsequent 
tuberculosis was not apparently related to the age of the 
patient’or his social’ state, or to such clinical conditions as 
the magnitude of the effusion, the degree of toxaemia, or 
the presence of demonstrable intrathoracic primary lesions. 
Nor; contrary to the opinion of Trudeau, (1939), was there 
evidence that any; treatment, or absence of treatment, of, 


| the original condition influenced the ultimate course óf the 


“ 


disease. 
Since the publication of the above studies,‘ opportunity 


has arisen for observing the development of pleurisy with- 
. effusion from its earliest - beginnings‘ in’ persons already 


under observation, especially among nurses and medical 





*Paper read at a- meeting of ‘the Royal Australasian: College of 


+ 


a 


These lesions were characterized by enlargement . 


~ 


the same side six months later. Such an interval is regarded 
as about the average duration between the entry of tubercle 
bacilli and the development of pleurisy, but there are wide 
variations. Delay for a longer period is easily`explained 
by the.\traditional latency of tuberculosis. ‘Fhe shortest 
period I have seen was in’Case 2. 


Case’ 2.—A student nurse aged 19 was negative to both 


+ 


‘stréngths of P.P.D. on entry in September, 1945,‘and again in 
June, 1946.: Sixteen wéeks later she developed an acute left- 
‘sided’ pleurisy with lymphocytic effusion. 


Three weeks after ' 
that an effusion also occurred on the right side. 


Comment. —A pleural effusion occurred four months 
after a negative tuberculin test and therefore not more 
than 10 weeks from the latest possible date of conversion 
to tuberculin-positivity, according*to the accepted incuba- 


glandular component ‘could réasonably be regarded as radio- , tion period of about six weeks following primary infection 


(Wallgren, | 1945). The subsequent contralateral pleurisy 
also occurred with unusual rapidity, and with no indication 
of its causation. The patient made an uneventful recovery 


. and eventually returned to duty. 


' Case 3=~A nurse aged 18 on entry in 1942 was Mantoux- 


* “negative at that time and was répeatedly negative up to January, 


1946, when she was found to be negative to the first strength 
of P.P.D. but positive to the second strength. The chest radio- 
graph was clear. In September, 1946, she developed cough and 
pain in the left side. A pleural friction-rub was heard in the 
left axilla, corresponding to x-ray evidence of a pulmonary 
lesion of primary type, and the E.S.R. was 18°mm. ‘Four 
months later a pleural effusion occurred on the opposite side. ` 


Comment.—Pleural effusion developed contralateral to a 
primary tuberculous pulmonary lesion, over which dry 
pleurisy had been noted but which had not led to the 
formation of fluid. As in Case 3 there was nothing to 
suggest a haematogenous spread of disease. The passage 
of infection from the left to the right hemithorax could, 


_ However, have been by way of the mediastinal lymph 


glands. 


Case 4-—A student nurse aged 23 was Mantoux-negative on 
entry ‘in 1944. In January, 1946, she was still negative to both 
strengths of P.P.D., ‘but 12 weeks later the sites of both these 
intradermal injections became acutely inflamed. A radiograph 
showed enlargement of glands in the left hilum (Fig. 1). She 
developed an irritative cough towards the end of the year, and 
in March, 1947, was found to have an accumulation of fluid 
between the upper and lower lobes of the left lung (Fig. 2), 
which was aspirated and replaced by air. Though no pulmondty 
lesion could be seen, she had a productive cough with tubercle 


‘bacilli in the sputum, and in view ‘of a localized’ wheezing 


~ 
t . ` 
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Fic. 1—Case 4. April 30, 1946. Delayed positive reacuon to 
Mantoux tests done 12 weeks previously. Left pleural effusion 
occurred 10 months later. 


respiration it was suspected that the caseous gland mass had . 


broken through into the bronchial tract. This was confirmed 
by bronchoscopy, which revealed an ulcerated area on the 
anterior aspect of the left main bronchus, just proximal to 
its upper division. After prolonged sanatorium treatment, 
during which she became entirely free from symptoms and 
from recoverable tubercle bacilli, she developed an acute pleural 
effusion on the right side, just 24 months from first becoming 
tuberculin-sensitive. 


Comment—The phenomenon of delayed reaction to 
tuberculin retained in the skin through the period of 
primary infection (Daniels, 1943) enables the date of that 
infection to be fixed very exactly. This nurse must have 
received her first dose of tubercle. bacilli in the second 





Fig. 2.—Case 4. 


March 8, 1947, Lateral view showing fluid lying 
in the interlobar fissure. 
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fortnight of February, 1946, her left-sided effusion appear- 
ing 12 months later, with persistence of the glandular com- 
ponent of the primary complex throughout that period. It 
may be significant that the fluid spread from the hilum in 
the interlobar_fissure without extending widely over’ the 
costal surface, which it was quite free to do, as the sub- 
sequent artificial pneumothorax showed (Fig. 3). The mass 
of caseous glands radiologically seen at the hilum were 
found to press on and to erode the adjacent bronchus. It 
is reasonable to suppose that these same glands could 
similarly involve the plgural sac, lying as they do against 
its hilar reflection, ang that extension to other lymph 
glands in the mediasti could reach the opposite pleura, 
producing there the la 


Case 5—A medical 









sent aged 22 was Mantoux-negative 
up to his final year, n he incurred a brief febrile illness 
with cough and chest pain. A radiograph showed a left- 
sided primary tuberculous complex. Ten months later an effu- 





Fic. 3.—Case 4. July 3, 1947, after aspiration of fluid and replace- 


neumothorax is present, with some displace- 


ment by air. A free 
e right. 


ment of the heart to 


sion developed on the same side, associated with very severe 
toxic disturbance. Despite repeated aspiration the fluid always 
re-formed rapidly. His temperature remained high and he 
gradually declined into an almost typhoid state. Impaired per- 
cussion and bronchial breathing were found to the right of the 
sternum, ahd a small effusion eventually formed in the right 
pleural cavity. The clinical picture and x-ray appearances 
suggested the presence of so large a caseous gland mass as to 
constitute a tuberculous mediastinitis, with pressure atelectasis 
of the right lung base. After air-replacement of the left- 
sided effusion, a thoracoscope was introduced. There were no 
tubercles to be seen, but the pleura was intensely pink, and 
fine filamentous adhesions, easily separable, were forming 
between the upper lobe of the lung and the parietal pleura. 
Parenteral streptomycin was begun, 0.5 g. twice daily, with 
immediate and dramatic results. Within two days his tempera- 
ture fell to normal, his appetite returned, apathy abated, and 
recovery steadily advanced to convalescence. 


Comment—tThe pleural effusion followed a primary 
tuberculous complex on the same side, and spread to the 
other side apparently by way of the mediastinum. Miliary 
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disease was excluded by thoracoscopy. ' Striking features 


"were the unusual degree of toxaemia, so great that’.a 


fatal issue looked likely, and ‘the prompt response - - to 
streptomycin. i 


Case 6.—A ‘woman doctor aged 24° was Mantoux-negative 
throughout her ‘training, and up to December, 1947, when for 


some weeks she experienced vague malaise, culminating in an’ 


outbreak of erythema nodosum. A radiograph. showed a lesion 


. in the right upper lung field typical of primary tuberculosis. 
. 37.8°C,) . 


On strict rest in bed her temperature fell from 100° F 
to normal and her E.S.R. from .25 to 6 mm., and her general 
condition rapidly improved. Her only symptom occurred 16 
weeks ‘from the onset of the skin éruption—a transient pain 
beneath the right scapula ‘aggravateqe deep inspiration. There 
were no physical signs,’ but a rą sograph showed a.slight 
` peripheral spread of the earlier: lung@&sion, with a pleura) 
reaction. ‘ 


Comment. —The primary infe “was wd by the 
occurrence of ‘erythema nodosung Pleurisy ensued on the 
‘same side as the primary lesion, @early as a result of local 









spread from its pulmonary compgnent. There was no con- : 


stitutional upset and no rise of temperature, while the 
E.S.R..remained wer within nom gl limits during this latter 
episode. | : 

Case' 7 —A schoolgirl agd 15, vè 
her father, who had recently died fres 
losis. She was found to have an act). 


amined as a contact of 
pite pulmonary tubercu- 
mary complex on the 
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aly between 6 and 12 months. Persistence of evidence 
‘of an active primary complex should lead one to expect . 
pleurisy in any, case of recent tuberculous infection. The 
term “ primary ” pleurisy with effusion is therefore used 
definitively, to make clear this association, though i in a strict 
pathological. sense it doubtless belongs to the indeterminate 
‘More distinctly post-primary is the 
relatively uncommon pleural effusion, usually bilateral, 
which may accompany generalized haematogenous dis- 
semination from the primary complex, with miliary tuber- 


culosis throughout the, lungs, extrapulmonary lesions, and 


even polyserositis. 
It seems that caseous lymph glands behave in the medias- 


_tinum in a manner similar to that often observed in the 


neck, as Erwin, (1944) has suggested, by breaking through 
the boundary of least resistance. This may be the wall of 
a bronchus, clinically not. uncommon, as in Case 4. It is 
reasonable to suppose that the contiguous pleura may be 
invaded in the same way, though Burke (1940) has advanced 
the possibility of retrograde spread by way of the subpleural 
lymphatics. Tubercle bacilli can nearly always be grown 
from the exudate by careful technique (Close, 1946), and 


` one cannot doubt that they are directly concerned. 


right, with contiguous bronchopneumon” \pread from the-focus ' 


in the lower lobe. This localized exterision increased under 
conditions of, strict rest in bed, and eight weeks later a right 
pleural effusion supervened. ‘Thereafter she showed steady 
clinical improvement and was discharged from sanatorium 12 


months later, in excellent condition, to live quietly on the family: 
farm. -Within a month there appeared below the left clavicle a | 
new infiltration which spread slowly, to become arrested and 
a show signs of regression only afte: 


18 months of observation. 


Throughout, this period, from the initial resolution of her effu- 


-.sion, she was entirely without symptoms, gained weight, and 


_ had a normal unchanging sedimentation rate. There'was, how- 


ever, radiological evidence of the glandular component of the, 


primary, complex persisting right up to the development of the 
subclavicular infiltration and resolving i Wien the latter 
reached apparent stability. -> 


‘Comment.—This case is a further Gonk of “pleural 


effusion following a recent primary complex, which ` 


remained incompletely resolved during medical treat- 

ment and gave only radiological evidence of .its exis- 

‘tence, and subsequently’ led to pulmonary tuberculosis on 

the opposite side. 
Discussion | 


These cases have been chosen for the light they throw 
-on the pathogenesis of pleural effusion. All had. undergone 
a recent primary tuberculous infection and were under close 
observation before'and after that event. In six of the seven 


cases a’ primary complex within the thorax was seen to’ 


develop which was ‘radiologically visible ‘throughout the 
Case 7 is an example of the development 
of subsequent pulmonary tuberculosis, and the primary 
complex continued to be Visible by radiograph. ° , 

One way in which the pleura may be invaded from the 
primary complex is illustrated by Cases 6 and 7, in which 
direct spread from the, pulmonary focus was observed. 
Another way is shown in Cases 3, 4,:and 5, in which there 
„was strong evidence that the lymphatic gland ‘component 
“eroded the pleura near. its mediastinal reflection. The oppo- 
site pleura was subsequently affected in ‘three cases (Nos. 2 
4, and 5), indicating that so-called bilateral effusions are due 
probably to spread from adjacent lymph glands. 

The latent periéd between primary infection and exuda- 
tive’ pleurisy may be as short as 16 weeks (Case 2), but is 


All these cases were in young adults. Pleurisy with effu- 
sion ‘does of course occur in children, but very infrequently 
compared with the large number of primary tuberculous 
infections that occur during childhood (Hardy and Kendig, 
1945). As children also do not tend to develop progres- 
sive pulmonary tuberculosis, it may be supposed that they 
are better able to resist such infections before puberty than 
after, puberty; and to arrest the primary lesion usually at a 
stage short of pleural involvement. 

- This study offers no further. evidence on the pathogenesis © 
of subsequent tuberculosis. Case 7 illustrates the close suc- 
cession of events—from primary lesion, through exudative 
pleurisy; to pulmonary infiltration—and the likelihood that 


‘the whole process is largely beyond the influence of our . 


present therapeutic means. 


— 


Conclusions 


Primary pleurisy with effusion is an incident in the 
natural history of tuberculosis. It arises by direct pleural 


involvement from either the pulmonary or the glandular 
; component of an .active intrathoracic primary complex, 


incurred as a rule a few months previously. Specially sus- 
ceptible to this condition are adolescents and young adults 
who, having ‘escaped the tubercle bacillus earlier in life, 
meet it for the first. time by casual contact, usually outside 
the home. 5 

The subsequent course 1S probably not different from.that 
seen in óther forms of late primary infection, with a marked 
tendency to pass into a stage of chronic pulmonary or extra- 
pulmonary tuberculosis. Such progression may be entirely 


subclinical and may take place irrespective of or even 


during medical treatment. 

The pleural effusion is to be regarded less as a disease 
in itself than as significant of persistent and dangerous 
primary tuberculosis. ` ; - 


> N 
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AETIOLOGY OF ERYTHEMA NODOSUM 
IN CHILDREN 


š BY ‘ 
/ 


S. A. DOXIADIS, M.D. 
Lecturer in Child Health, University of Sheffield 


Erythema nodosum is considered by most authors to be a 
non-specific manifestation of hypersensitivity to various 
allergens, mainly bacterial (Collis, 1933; R6tnes, 1936; 
Spink, 1937 ; Wallgren, 1938a ; Ernberg and Gabinus, 1939 ; 
Perry, 1944’ Skiöld, 1945 ; Lofgren, 1946), although some 
still consider it to be a specific infectious disease (Miescher, 
1948). 


Of the infective agents responsible for the hyper- 
sensitivity, Mycobacterium tuberculosis is the commonest 
in childhood. Second in frequency is the streptococcus, the 
aetiological significance of which has been demonstrated by 
Collis (1932). Very few cases in childhood are due to 
hypersensitivity to other organisms. An exception to this 
is found in the parts of the U.S.A. where coccidioido- 
mycosis is common, for about 11% of the children with 
this infection have an eruption similar to erythema nodosum 
(Smith et al., 1946). 


The relation of.erythema nodosum to tuberculosis in 
children was noticed as long ago as 1872 (Uffelmann, 
1872) but little attention was given to it until Ernberg (1921) 
published his theory and observations on the nature of this 
relation. The opinion that erythema nodosum is commonly 
a manifestation of primary tuberculous: infection became 
accepted more generally as a result of the work of 
Wallgren (1927, 1928, 1930, 1931). ‘Of 800 children with 
erythema nodosum whom he had seen by 1938 (Wallgren, 
1938a) 95% had a positive tuberculin réaction. Reports on 
the tuberculin reaction of children with erythema nodosum 
have, been published by many authors on the Continent 
(Göbel, 1933 ; Moro, 1934; Landorf, 1935 ; Debré et al., 
1938 ; Mallet, 1938 ; Nobécourt and Briskas, 1941 ; and 
many others). 


Although it is known (Wallgren, 1938a) that the incidence 
of tuberculous infection in children with erythema nodosum 
varies from country to country, studies in the British Isles 
(Boganovitch, 1930; Begg, 1932; Collis, 1933; Forman 
and Whitwell, 1934; Thompson, 1939; Gray, 1945) and 
North America (Dickey, 1932; Brandon et al., 1938; 
Lincoln et al., 1944; Roddy, 1949) have been based on 
small series of cases only. The single exception is the 
study by Perry (1944), who determined the incidence of 
tuberculosis in 112 patients with erythema nodosum. Sixty- 
seven were children—in 29 (43. 3%) the’-eruption was 
definitely related to tuberculosis, in 21 (31.3%) the rela- 
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tion was probable, and in 17 (25.4%) tuberculous infection 


was excluded. 
“The -present paper concerns 100 children with erythema 


nodosum. 
similar observations in this country and in order to draw 
the attention of family doctors once more to the impor- 
tance of recognizing erythema nodosum in children as a 
valuable sign of tuberculous infection. 


Material 


All the 100 children were seen and investigated’ in the 
Children’s Department of the Royal Victoria Infirmary, 


t 


It is presented because of the small number of, 


`‘ 
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Newcastle-upon-Tyne, or at the Children’s Hospital, Shef- 
field. Seventy were seen by the author and the information 
for the remaining 30 was obtained from their case notes. 
In 20 children a course of sulphonamides preceded the erup- 
tion by a period varying from 12 hours to A2 days. These 
children are included in the present series, as it is considered 
(Löfgren, 1945 ; Doxiadis and McLean, 1948) that erythema 
nodosum occurring after the administration of sulphon- 
amides is fundamentally the same ‘as that in which the 
eruption is’ spontaneous. 


‘The age and sex incidence is shown in Table I. The low 
incidence after the age Of 13 is without significance because 
older children receive tyatment in other departments. 


a“ 





TABLE I.—-Age and S, ncidence of Erythema Nodosum 


Age, Years No | Age, Years No. of 
esa 4 OR ; Completed Children 

ae : 8 ne . 7 

2 5 9 [1 

3 6 10 13 

; 2 l1 7 

12 10 

\ ~ 6 6 13 11 

7 - 7 ; 14 2 

Boys 38. Girls 62. 


The seasonal incidence is presented in Table I, and it 
can be seen that there is a smaller number of cases in 
summer ‘and autumn. /’ 


TABLE II.—Seasonal Incidence of Erythema Nodosum 


Month o. of Month No. of 
Children Children 
January 12 July.. ay zi 3 
February 10 . August oV i 6 
March 10 September .. Ae 5 
April 9 October . MI 6 
May l! November ; 10 \, 
June 5 December 137 
3 = 
Results 


All children were tested with tuberculin. The first test 


‘was either the application of tuberculin jelly on the skin o! 


the intradermal injection of 0.01 mg. or less (0.005-0.0! 
mg.) of old tuberculin. If the test was positive no further 
tests were performed. If the reaction was negative then 
larger amounts of old tuberculin (0.1-1 mg.) were injected 
intradermally. . 

A positive reaction to tuberculin was found in 88 children 
(88%). In three of these the: first test was negative or 
doubtful and all three showed a strongly positive reaction 
to 0.1. mg. of tuberculin. Of the 12 tuberculin-negative 
children, four were tested with 0.1 mg. and eight with 1 mg. 
or more of old tuberculin. 

Of'the 88, tuberculin-positive children, 59 (67%) had 
other evidence of active tuberculous infection. In 54 the 
radiograph showed marked undoubted unilateral enlarge- ` 
ment of the hilar shadows, and i in some of these there were 
opacities. in the lung, on the same side as the hilar enlarge- 
ment, consistent with the diagnosis of primary tuber- 
culosis. Five children had cervical adenitis and.in three 
the pus obtained by incision or aspiration contained 
Myco. tuberculosis. ~- 

Within three months after the appearance of eryihenia 
nodosum a pleural effusion developed in four of those 
children, there was an extension of the radiological signs 
in the lungs in two, miliary tuberculosis developed in one; 
and one child died from tuberculous meningitis. 

Of the remaining 29 tuberculin-positive children, there 
were no radiological changes in 22, and doubtful changes 
in seven. l ` 


` at least six months after the erup\ 


` 


` i ir 


N 
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The relation of tuberculous infection to erythema 
nodosum is summarized in Table II. No ‘further investit 


TABLE III. —Relation of e ‘Nodosum to Tuberculous > 


Infection ; 
Tuberculin-positive children . 88 
With other evidence of active primary tuberculous infection, 59 
Without or with doubtful other Byer re active pamaty 
, tuberculous infection 29 
Tuberculin-negative children a «cs a a a 12 
‘100 


' . ; Total: 


gations were made in the 12 tuberqulin-negative children. 
The eruption followed a sore thro in five of them and 
scarlet fever in one. 

In none of the 100 children w 
rheumatic infection, and in the 8C 










ere any evidence of 
were observed for 
there has been no 


x 


sign of involvement of the heart. 


~. Discussion f 

The high incidence (88%) of positive tuberculin reactions 
in the 100 children with erythema nodosum is comparable 
to the incidence found by many:Continental workers and 
is even higher than that in the only other recent series from 
this country (Perry, 1944). ; 

It cannot be stated with certainty that the’ erythema 
nodosum was -due to tuberculosis in all the 88 tuberculin- 
positive children. It may be said, however, that at least 


in the 59 (67%) who at the time of the eruption had other. 


evidence of active tuberculous infection there was a close 


relation between the eruption and the infection. In the | 
‘remaining 29 children (33%) the same relation cd 


existed. 

These results show that in this country, too, most of the 
children with erythema nodosum are passing through their 
primary tuberculous infection. Any child therefore with 
erythema nodosum should be considered to have been 
recently infected with tuberculosis unless carefully .per- 
formed tuberculin tests are negative. Because of the high 
degree of sensitivity to tuberculin of the tuberculin-positive 
children with erythema nodosum a jelly test is usually 
sufficient to elicit a positive reaction. If intradermal tests 
are used, the amount of old tuberculin in the first injection 
should never exceed 0.01 mg. 

Special investigations were not made in the 12 tuberculin- 
negative children, and there is therefore no direct evidence 
that a streptococcal infection was the main’ aetiological 
factor, though a sore throat or scarlet fever ‘preceded the 
eruption in six. 

The absence of any demonstrable relation’ between 
erythema nodosum’ and rheumatic fever in the present 
series is worthy of emphasis. Some doctors still consider 
that erythema nodosum is “ rheumatic ” in origin and fail 
therefore to carry out any further investigations. Out of 
800 children with erythema nodosum Wallgren (1938b) saw 
only one in whom the eruption was related to rheumatic 
fever. Lofgren (1946), in his study of 184 cases of erythema 
nodosum in adults, found that there was no evidence that 
erythema nodosum is connected with rheumatic fever ; and 
Skiöld found a probable connexion in only five (1 4%) out 
of 354 adults with erythema nodosum. It is clear, there- 
fore, that erythema nodosum is very rarely due to rheumatic 
fever. 

Summary 

Out of 100 children with erythema nodosum 88 had positive 
tuberculin reactions. In 59 of these there was an active primary 
tuberculous-lesion. In the remaining 29 tuberculosis was prob- 


ably the aetiological factor. In none of the children was there 
any connexion between erythema nodosum and rheumatic fever. 
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Professor R. S. Illingworth for his valuable advice, and Dr. D. Stone 
for his assistance. Part of the material was collected during the tenure 
of a Luccock Research Fellowship at the Medical School, King’s 
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POST-OPERATIVE THROMBOSIS* 
INVESTIGATION OF A PROPOSED TEST FOR ITS 
cena 


, BY 
'G. W. VAUSE GREIG, M.B., F.R.CS. 


_ Surgical Registrar, the General Infirmary, Leeds 


In a paper on intravascular thrombosis Cummine and 
Lyons (1948) claimed that by the examination of the post- 
operative coagulation time and estimation of the plasma 
fibrinogen-B they could foretell the onset of impending 
They further suggested that if the coagulation 
time as measured by the capillary tube method drops to 
four minutes, and.if fibrinogen-B (an intermediate product 
in the change of fibrinogen into fibrin) can be demon- 
strated in the blood, then prophylactic anticoagulant therapy 
should be instituted. 


In spite of the introduction of heparin and dicoumarol, 
thrombosis and embolism still contribute to the incidence. 
of post-operative morbidity and ‘mortality, and a simple 
test to determine which patients should be given anti- 
coagulant drugs to prevent these complications is being 
widely sought. ` Investigation of a series of cases, using 
the proposed tests of Cummine and Lyons, was therefore 


undertaken. À 





*Being the subject of a short paper delivered before the Surgical 
Travellers Club at Leeds on January 21, 1949. 
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! Method 


It was decided to measure the coagulation time before 
operation and then daily after operation, but the fibrino- 
gen-B, test, which entails a venepuncture, was done pre- 
operatively, the day after operation, and then subsequently 
only when there was a fall in the coagulation time. 


This regime was followed in 43 


cases, and in a further 


eight acute cases the estimations were started the day after 


operation. 


All the patients investigated had undergone a 


major operation varying from a partial gastrectomy to.a 
prostatectomy. Of the 51 patients 29 were over 55 years 


of age; only six were under 40, 
a case of cholelithiasis for which 


and of these one was 


a cholecystectomy had 


, been performed, three had had partial gastrectomies for 
chronic duodenal ulceration, and one (the youngest of the 
series, ‘aged 32) had had an abdomino-perineal resection 
for carcinoma of the rectum. Thus all were in the groups 


in which post-operative thrombosis 


is most common. 


The estimations were discontinued when the patient was 
‘ambulant, as it was considered that by that time the danger 
of spontaneous intravascular clotting has generally passed. 

' That this belief is erroneous was proved by the one case 


in the series’ which developed a thrombosis. 


, F Results 
The results may be divided into 


SY 


four groups. 


Group I-—In 12.cases the coagulation time throughout was 


| 


blood post-operatively (Fig. 1). 


Group 2.—Ten patients had fibrinogen-B in their blood post- 


above four minutes and no fibrinogen-B was found in their 


operatively, but ‘their coagulation time remained higher than 


four minutes (Fig. 2). i 


4 


Group 3.—Eleven cases showed a 


lowering of the .coagula- 


tion time to four minutes or less but had no fibrinogen-B in 


their blood,at the time of this fall (Fig. 3).'' 


f 


Group 4.—In 18 cases there was 4 fall of the coagulation 
time to four minutes or less associated with the finding of 


L3 


fibrinogen-B in the ‘blood. 


According to Cummine and Lyons there is no danger 
of thrombosis: in the first three groups, and none of the 


` 1 
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Day [tei s[4[5jel7 | 8] 9 fo hej] 
. 1—Graph of case typical of 
1 (woman aged 76; gallstone 

Coagulation time remaining 
above four minutes. No’ fibrinogen-B. 
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MINUTES 


___Fic. 2.—Graph of case typical of 
Group 2 (woman aged 51; portal 


hypertension). Fibrogen-B present, 
but no lowering of coagulation time. 
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cases in these groups . 


showed clinical signs 
suggesting it. ` 
The cases in' Group 
4, comprising more 
than one-third of' the 
whole series, satisfied 
the criteria laid down 
by . Cummine and 
Lyons for. the prophy- 
lactic ` administration 
‘of heparin and dicou- 
marol. The first two 
cases showing this fall 
in coagulation time co- 
incident with a-positive 
fibrinogen-B test were 
given heparin and 
dicoumarol, and in 
both, as was to be 
expected, the result was 
a marked prolongation 
of the clotting time, but 
in one the plasma 
fibrinogen-B persisted 
(Fig. 4). _ However, as 
these two cases occurred 


crêpe bandage 
from toes to 
groin. She 


Pe i: 
among the first 2): 
investigated, and as th y 
displayed no eviden e 
of thrombosis, it wis 


decided to withhold 
anticoagulant drug's 
until the tests. had 
been more certainly 
. evaluated. i 
Out of the subsequent 
16 . cases in Group 







only ‘one develop 
a thrombosis, and 
took place after 
patient was ambu- 
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Fic. 3.—Graph of “case typical of 
Group 3 (man aged 58; ace of 
ation 


Lowering' of coa 






lant and the daily i 

coagulation time 4 -H 
determination had c JE 
been discontinued fae Am 
(Fig. 5): the day ae ae 
after the throm- = - A- 
bosis her coagula- = a E 
tion' time was E E 
within normal JH E 
limits and her FIBRINOGEN BI— — 
blood free from joay [1[2/3/4[5. 10 | 





fibrinogen-B. This 
woman, who had 
a deep femoral 


minutes together 


thrombosis, was blood. 
not treated with 
heparin or 


dicoumarol, but 
was kept ambu- 
lant, with a firm 


suffered no 
embolic pheno- 
mena or further 
spread of the 
thrombosis, and 
when seen three 


months later had only.a slight residual swelling of the leg 


RATION 


in the ankle region, with no incapacity. 


Discussion 


time to below four minutes, | 
associated with fibrinogen-B in the 


|_| |P-PROTHROMBIN 





ut not 





Fic. 5.—Carcinoma of caecum in a woman 
aged 64. The only case in Group 4 showing 
clinical signs -of thrombosis—occurring after 
patient was fully ambulant. 


ictal 
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Fic.'4.—Graph of case typical of Group 4 
(man aged 57; partial gastrectomy for duo- 
denal ulcer). Coagulation time below four 

with fibrinogen-B ~in the 


As this investigation progressed disappointment was felt 


because these proposed tests did not enable us to predict . 
accurately the cases which would develop post-operative 


thrombosis: it is obviously not practicable to treat 35% of 


patients with heparin and dicoumarol]. However, one point 
of interest did arise. This was that of the 43 cases examined 
‘both before and after operation 34 showed a fall in the 
_ coagulation time in the first twenty-four hours. after opera- 
tion and 21 of these had a fall to four minutes or less. 
Ten patients. whose clotting times were measured at the 
end of operation before they left the operating theatre all 
showed a marked increase in rate of coagulation. These 
results suggest that what Bergquist (1940) called “ the pre- 
' thrombotic state” is not infrequently present within the 


first few hours after operation or even earlier, during 


the leg veins*is most likely to begin. ~ 


‘ 


Investigations were carried out in 51 cases on a proposed 
method for the prediction of post-operative thrombosis. It was 


Summary 


~ 


¢ 
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operation, and this is the danger time when thrombosis in 
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decided that the results were not accurate enough to warrant 
the use of heparin and dicoumarol in those cases in which the 
. tests were positive. - y 


It was found that there is commonly a fall i in coagulation time 
-during or immediately’ after operation, and it is’ ' suggested, that 
thrombosis, if, it does occur, : probably starts during ' ‘this period. 


{tam indebted to professor D Digby Chamberlain, who: proposed and ^ 
guided these Ses a and on. whose cases they were canned 
out. ; . 
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>œ I CIDENCE OF ‘SIGNS USUALLY 


CONNECTED WITH THYROTOXICOSIS 
‘WITH SPECIAL REFERENCE To LID LAG* 
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W. P: U. JACKSON, MDS MRCP, DCH. 
~ Late ASSISI Physician, Selly Oak Hospital, Birmingham i 
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During recent observations’ on the coincidence of hyper- 


thyroidism and peptic ulcer (Jackson and Pinkerton, 1949) 


it was noticed that-a large proportion of patients with the . 


- latter complaint’ showed ‘von Graefe’s sig¢i (lid lag), one 
of the characteristic ocular phenomena of thyrotoxicosis. 
This sign was first: -described in 1864 by .von Graefe, who 
said“ “. . . namentlich -folgt bei Senkung der Cornea das 

obere Augenlid nicht.” He remarked-that it was not the 


~ result of exophthalmos, as it was present in early-cases of . 
He considered, - ` 


thyroid disease which‘ showed no proptosis... 
it to be a sign pathognomonic of hyperthyroidism in the 
early stage: “ . ... geringen Grade der Krankheit einen 
pathognomonischen Werth hat.” It is now recognized that 
the sign is not peculiar to thyrotoxicosis (Eason, 1927) and 
that it:may~ occur in normal people (Joll, 1932). 
remarks . that it also ‘occurs in all forms of goitre, 
myotonia congenita, and in all cases of proptosis. ` 


ac Present Investigation : RR S 


in 


In order: to determine the approximate incidence of lid . 
‘lag in people without thyroid disease, and to see whether it . 


_ was particularly common in cases of peptic: ulcer, ‘600 
people.of, all ages and ‘approximately equal sex numbers 
who attended a general ‘hospital were examined. All 
patients with dysthyroidism, severe illness, and prolonged 
pyrexia were excluded. Otherwise: there was no selection, 


except that 38 extra cases of peptic ulcer were” specially: 


included. Other manifestations which o occur in thyro- 
toxicosis: Were also, looked for? in this _ seriés. Preference 
for hot-or cold. weather was noted, and the “subjects were 
questioned’ about excessive sweating. Lid lag, lid retrac- 
tion, exophthalmos, enlargement of the thyroid gland, and 
tremor of the outstretched fingers’ were looked for: The 


_ heights and weights of all: mose, over 18.were noe where_ 


practicable.. re ee ee 


For preserit purposes lid’ lag is defined as ‘occurring when 

‘a white band of’ sclera ‘appears between the~upper lid and’ 
the cornea on following a moving object downwards 
-~ with the eyes. If lid retraction is’ present lid ‘lag can be 
considered-to- éxist only if there is a definite widening of the 
band of sclera already visible. This is the most objective 
way of defining lid: lag,- although in. those ‘whose lid is 
usually held at a low level there may be % ‘a degree of lagging 


` *Based on a paper read at the South African Medical Congress, 
. Capetewn, September, 1949, 


~“ l = 


~ 


j tos ~ : i i l 3 Sao | f 
A e POST-OPERATIVE | THROMBOSIS E ODRE a 


ASE are shown in Table I. 


s ae ‘BY G are SM = normally: at’ first and lag later. 


Joll . 


x ka 
1 
ae? e J \ 


MEDICAL JOURNAL - 847 


` 





of ‘the upper lid without any sclera coming into view. The 


- 


“TABLE I. —Results ‘of Investigation 


es 
` 


Io. | ` Jf 


7 a. . i l Toe ‘No. with Lid Lag i 
' < U e A a 
Whole Series: ..| 600 | 857 (14%—or 10% of whole series exclud- 
7) i ing ulcer cases)- 
Patients ‘with peptic ulcer ..-} 76 | 23 (33%) 
» ‘. à lid retraction . -14 | 8 (57%) 
Cae thy exophthalmos — * 3 -| 3 (100%) 
“43 4, non-toxic goitre | 35 | 5 (14%) 
i fine tremor 11 


>, i .?? 





-+ 58,males, 27 ae : I 


ee ypes ‘oO Eyelid Movement. —All cues of lagging of the 
upper eyelid were not alike. The: band of sclera might 
appear during the whole movement of the eyeball or during 
any part of it.” In other words, the lag might begin as 
“soon as the eyeball started to descend, or the lid might move 
The movement might be 
smooth or jerky. The lag in some cases was variable, at 
times ‘being. pronouticed and at other times not being 
elicited at all. -In five cases it was unilateral, and in two 
_there Was actually a reverse or upward movement'of the 
‘eyelids as the eyeballs started downward. In one person 
the lid, retraction was unilateral. - \ 


f + - 


ee “ ‘Lid Lag in Relation to Other Observations 


- The male sex predominated in the ratio of 2 to 1. All 
age groups produced subjects with lid lag, but it was more 
common in those over 40 (see Table ID. 


ST II Age Incidence of Lid Lag 





Age: ~ Total No. ,. of Subjects No. with Lid Lag 
0-9 years .. s a 31 3 (9-7%) 
10-19 ,, Ge. Os we wie 50 7 2 (4% 
20-29 ,„ : ne én 50 ` 2 (4% 
30-39 , 72 8 (11%) 
4049 ” 115 20 17-47%) 
50-59 ,, 132 22 (16-6%) 
60-69 „7 .. a an 107 21 (19:6% 
T-I ei da 8 43. 7 (16% 





-Eight of the 14 subjects with lid retraction also showed 


lid lag, as did all three with exophthalmos and five out of 
the 35 with Simple goitres. Of-the 76 cases of peptic ulcer 


ke (33%) showed lid lag. This incidence is significantly 
higher than that of lid lag in the control series (10%). The 


impression was formed that lid lag was more common in 
_thin people, and since peptic ulcer characteristically occurs 


, in people with.a low ponderal index (P.I.) (Draper, 1930 ; 


Robinson, 1938) this was suspected of being the explanation 
of the frequent occurrence of lid lag in peptic ulcer subjects. 
To test this hypothesis the P.I.f of all those over 18 was 
worked out, and all fell between 1.2 and 3.2. The number 
of subjects pertaining to each index was noted and 
expressed as a percentage of the whole. Thus three subjects 
(0.5% of the total) had a P.I. of 1.3. These percentages for 
each P.I. referring-to (1) all the subjects, (2) the peptic ulcer 
subjects, , and (3) thosé showing lid: lag were plotted separ- 
ately (see Chart).” The mean P.I. in the full control series 
was 2.1 (slightly in excess of the mode), while in subjects 
‘with. peptic-uleer and in those showing lid lag it, was ‘1.9. 
‘The chart thus confirms the tendency for lid lag to occur 
in people of slim build, but it seems ‘unlikely that this factor 
alone':can explain its excessive appearance in peptic ulcer 
‘subjects. However, the male preponderance in both peptic 
ulcér—about)4 : 1 (Stewart, 1923 ; Ryle, 1932; Tidy, 1944 ; 

{The ponderal index in this investi ation was calculated by divid- 
ing g the weight_in pounds by the heig) t in inches. 
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- Sallström, 1945)—and lid lag—2 
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1 in this series—may 
also offer a partial explanation., 
Other Findings —The occurrence of 28 cases ‘of’ greatly 
enlarged’ non-toxic thyroid glands in subjects resident in 
Birmingham puts the approximate rate of simple goitre in 
this city at 5.6%. It was noted that 125 people preferred 
cold’ weather, 273 hot weather, and the remainder were ‘ 
indifferent. All subjects under’ 20 preferred the heat. 


Therefore only in young people can preference for cold: 


weather be considered an important diagnostic’ feature in: 
borderline hyperthyroidism, unléss there has been a recent 
change in preference. ie 
Assertions of excessive sweating were not uncommon, 
but revealed nothing of particular interest.’ The very, 


fine rapid tremor generally considered characteristic of 


hyperthyroidism was found 11 times. 


Fi ~ 


. Mechanism of Lid Lag 
‘Von Graefe (1864) believed that the cause of his sign 
was a disturbance of lid musculature, probably affecting 
Miiller’s muscle’ through the sympathetic system. He 


observed that morphine abolished the sign. Pochin (1939) | 


believed that the lid retraction (usually combined with lid 


lag) in Graves’s disease was associated with spasm of the 


levator palpebrae superioris and not with affection of the 
involuntary muscle. Joll (1932) considered that lid lag was 
often a “ mechanical consequence of forward displacement,” 
but this cannot explain its occurrence in normal people. 
The observations reported above do little to elucidate the 
mechanism of the lagging, but suggest that it is more 
common in thin people. ' 
Summary 
The examination of 600 subjects demonstrated the frequency 
of lid lag, apart from its hyperthyroid connexions. The inci- 
dence of certain other signs characteristically occurring in thyro- 


- 


. toxicosis was also estimated in this series. It seems that lid- 


- 


lag is particularly common in people suffering from peptic 
ulcer, and so cannot be of help in the diagnosis of mild degrees 
of hyperthyroidism in patients with ulcer. 


STATISTICAL NOTE 
(1) The male sex preponderance is very highly significant, the 
difference between proportions being ten times the standard error. 
(2) The high incidence of lid lag in peptic.ulcer subjects is also 
significant. The differences between percentages is three times the 
standard error. 


INCIDENCE OF SIGNS CONNECTED WITH THYROTOXICOSIS 


' Stewart, M. J. (1923). 
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(3) The difference between the mean P.I. of ulcer cases and of the 
control series and between lid lag cases and controls is over three 
times the standard error in each instance. The apparent high 
frequency of lid lag in thin people and in ulcer subjects is thus 
highly significant. s 


I should like to thank Mr. Kelman, thd medical superintendent, 
for permission to investigate patients at Selly Oak Hospital. 
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ACTINOMYCOTIC EMPYEMA 


BY 


i 


, HAROLD W. BOWYER, M.D. 
Assistant Visiting Physician, Bolton Royal Infirmary ` 


Massive empyema due to actinomycosis is uncommon 
enough to warrant description of a case. “Price (1941) states 
that the empyema is rarely large and the primary lesion 
seldom pleural. Until recently the prognosis was regarded . 
as unfavourable, death resulting from exhaustion and 
toxaemia. Penicillin therapy, however, has given ‘promis- 
‘ing results in cases cited by Hamilton and Kirkpatrick 
(1945) and others in this country, and by American authors. 


The following case is of interest because a total dosage 
of over 25,000,000 units of penicillin extending over a 
period of 56 days was necessary to overcome the infection. 
‘Repeated aspirations were necessary owing to the encysted 
nature of the empyema. 


Case History 


A carter aged 49 was seen by me in consultation with his own 
doctor on February 12, 1949. He gave a history of sudden 
onset of-right-sided chest pain and rigors on December 22, 1948. 
After a few days in bed he resumed his normal activities but 
did not feel well. On January 29, 1949, the pain returned 
accompanied by cough and feverishness. His doctor suspected 

‘a pleural effusion, but was unable to obtain fluid from the 
pleural cavity. The temperature was remittent and the dullness 
increased’ in spite of treatment with sulphamezathine.. The 
patient had. frequent profuse sweats, looked toxic, and had 
lost weight. i ` 

I found him to be moderately dyspnoeic. His pulse rate was ° 
84, regular, and of good volume ; respirations, 28 ; temperature, 
101.3° F. (38.5° C.). The apex beat was in the fifth interspace 
outside the nipple line. His blood pressure was -140/75 mm. 
Some clubbing of the fingers was present. Examination of the 

. chest showed well-marked signs of a pleural effusion, with stony 
dullness extending from the base of the right lung to the third 
interspace posteriorly and forward to the anterior axillary line. 
B.S., V.F., and V.R. were greatly diminished, There was no 
bulging of the intercostal spaces. An area'of ‘paravertebral 
dullness was found on the opposite lung. The urine showed ’ 
no abnormality: 

On February 13 he was admitted to the Bolton Royal 
Infirmary. A radiograph revealed a massive pleural effusion 
of the right side of the chest, and 10 ml. of thin greenish foul- 
smelling pus was aspirated and sent to the pathology depart- 
ment. The patient was then put on penicillin, 250,000 units 
daily in three-hourly: injections. On February 24, on receipt 


ce ‘aspirate. Eoo 
By March 12 the temperature finally settled. On the 14th 


e : ai : ie oa : oy. pe 1 = 
o;o which are to be “specially. studied are: 











eysted collection iñ the neht: mid-zon 
much. thicker : and more difficult to aspi 


z inferior angle of the scapula it was decided to 


a radiograph still showed some encysted fluid. Aspiration © 
failed. On March 18, 6 oz. (170'ml.) of pus was aspirated after. 
screening, and penicillin was injected. On April 8, 6 oz. of. 


pus was aspirated and 100,000 units of penicillin injected. 
-` _ Pathological. Report of Pus-~On March 9: —-Direct smear: 

numerous pus cells, very scanty Gram-negative bacilli, no 
actinomyces seen. Cultures: no growth on blood agar. On 
March 18:—-Direct smear: numerous pus cells, no organisms. 
Culture (aerobic and anaerobic): no growth. n 

An x-ray reporton April 12 stated that the fluid seemed to 
have cleared from the right side and had left some residual 
pleural thickening. 


Other Investigations—-A. blood count on February 14 
showed: Hb, 68%; red cells, 4,435,000; colour index, 0.77; 
white cells, 14,000 (eosinophils 81 5%, basophils 0.5%, lympho- 
cytes 11.5%, monocytes 6.5%). Sputum. examination on 
February AT: M.: tuberculosis not found; moderate number 
of. pus cells, fairly numerous epithelial cells, a few “dust” 
cells; -no malignant cells seen. Blood sedimentation rate on 
February 91: first hour, 118. mm. ; second hour, 125 mm 
(Westergren) Sputum on February 25: moderate number rof 
pus cells, fairly numerous squamous cells, fairly numerous dust 
cells, no malignant cells ; M. tuberculosis not found. Culture :— 
Mixed: haemolytic streptococci and Neisseria catarrhalis. 

In addition” to intramuscular penicillin (total dosage 
25,000,000: units) and» intrapleural penicillin (400, 000 units) 
the patient received potassium iodide, 30. gr. (2 g.) thrice daily. 

‘He was discharged home on April 18, having been ambulant 
pad eae -He had gained weight and looked and felt very 
well. 


I am greatly indebted to Dr. G: Manning, pathologist ; Dr. Brash, 
radiologist ; ; and Dr. ‘Dawson, . resi resident medical. officer, for their 
assistance in the investigation and treatment of this case. 


| “Hamilton, A. J C, and Kirkpatrick, H: J. R: (1945). British Medical 
Joune, 2 18. 

Price, F DA u, Textbook of Practice of Medicine, 6th ed., 
‘ ; 1,26 `, Oxford. Medical Publications. | 
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and cortisone; new diagnostic instruments such as the Blech , 
kymograph and the: ballisto-cardiograph. 





he had never been able to sit up and 
= Since birth his diet had ‘consisted of milk. He refused to eat 
any other foods and would take his milk. only from a feeding 
“bottle. 
G 84 litres), 


saccharated oxide of iron, a ferrivenin ” y Reng 
| 7 tal ed 20 ae n 


D AND RETICULOCYTES 


Approx: i 
for heart research this. _ 
ans a i 


lise ly ee programme “inva i ai is À 
over $8,000,000 has been.. re 
Among the subjects — J 
environmental and- sho 
_ -hereditary factors ; dietary factors ; new surgical methods ; the h 
-usefulness of new drugs and new substances such as ACTH t e 





ve given three times daily © in bottle feeds. 


pie e al hi ibs: ode 


His average daily consumption, was about 3 pints f 


He had always tended to be consiipaicd. bot diie = 


remained well until ten: weeks before admission to hospital. : 


when he had become unusually ‘constipated and had had nooo 
bowel action for 25 days, at the end of which time he passed 
a very large constipated stool. Since then he had been less’ 
keen on sucking; he had often vomited after feeds, and his. ; 
condition had steadily deteriorated. _ 

On examination he was seen to be grossly menaliy deficient, 


and was unable to speak. The skull was flattened posteriorly: | ; 


and there was a scoliosis of the dorsal spine. ‘His temperature 


varied from 100 to 101° F. (37.8 to 38. 3° C.); he was extremely. __ 
pale and his face was puffy. ‘His teeth were larger than normal, _ 
well spaced, and not carious. There was. a spastic paralysis a 
of all limbs, with permanent flexion of the. elbow- and knee- 
‘Cardiac enlargement was not pro- 


joints due to contractures, 
nounced, but a loud blowing systolic murmur was heard all 
over the praécordium, A blood count showed < Hb, 85% 3. 
red cells, 1,020,000 ; C.L, 0.42; white cells, 11,400 (polymorphs a 
54%, basophils 1%, lymphocytes 38%, monocytes 77%). | 
red cells were severely microcytic and hypochromic, 
figures were confirmed by. the Department of Medicine, Aber E 
deen University. Plasma proteins were 7. Tg h, with an. 
albumin /globulin ratio of 1.24 to 1. A radiograph showed: 
abnormally slender bones with delayed ossification. and severe 
general decalcification. 


The patient refused to take iron by moni. and in view of o 


this and the extremé degree of anaemia. it was: decided to: give re 
iron by intravenous injection. ‘The preparation used was a 
which com- 


100 





: completely. helpless. yh 
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COMMENT 


The only demonstrable dietary deficiencies in a boy of 
9 fed since birth solely on milk were a severe iron- 
deficiency anaemia and poor calcification of bones. Milk 
as a food is an incomplete source of nourishment, but in 
such large quantities as this patient consumed there is an 
adequate supply of all the essential food elements except 
iron. The vitamin D supply is variable, but is probably 
insufficient in the absence of sunlight. The response to 
intravenous iron was rapid, and the injections were well 
tolerated. 

M. McLean, M.B., Ch.B., D.C.H., 


Medical Registrar, 
Royal Aberdeen Hospital for Sick Children. 


An Extrarenal Hypernephroma 


The following case was shown at a pathological meeting of 
the Section of Surgery of the Royal Society of Medicine 
on January 7, 1948. 

Case REPORT 


The patient, a man aged 58, was first seen at Edgware 
General Hospital in October, 1944. He had had sacro-iliac 
backache for two years, but nothing significant was found on 
examination. He also complained of dysuria and nocturnal 
frequency in December, 1945, when the backache and urinary 
symptoms had increased, and of lassitude and loss of weight. 

On examination his general appearance was cachectic. <A 
large solid tumour was found emerging below the left costal 
margin and filling the upper left quadrant of the abdomen and 
the epigastrium. It moved on respiration, was dull to percus- 
sion, and was not tender. The liver was not enlarged and there 
was no ascites. The blood pressure was 120/70. A blood 
count showed: red cells, 4,000,000; haemoglobin, 78% ; 
white cells, 10,800. The urine was normal, Radiographs of 
the spine revealed osteoarthritis but no metastatic deposits. 
Barium studies showed the siomach displaced to the right and 
hypertrophy of rugae at the greater curvature; the splenic 
flexure was displaced downwards. An intravenous pyelogram 
showed the left kidney rotated and displaced downwards to the 
level of L4. Anatomy and function were normal, 

Operation (January, 1947).—A left paramedian incision was 
made. A normal spleen presented in the epigastrium on the 
surface of a large retroperitoneal tumour. The spleen and 
tumour were excised after freeing the latter from the upper 
pole of the kidney. A tough layer of connective tissue con- 
taining the suprarenal gland intervened. Recovery was 
uneventful. 

The specimen is a solid ovoid tumour weighing 74 Ib. (3.4 kg.) 
(Fig. 1). Microscopically, the appearances are characteristic 
of a hypernephroma. The cells are polygonal, with a foamy 
cytoplasm. The connective-tissue septa are thinner and less 
abundant than usual (Fig. 2). 


COMMENT 


Tumours with the histological appearance of adrenal 
carcinomata—the so-called hypernephromata—occur much 
less commonly as independent retroperitoneal growths than 
within the substance of the kidney. 

Surveys of large numbers of primary retroperitoneal 
tumours (Goebell, 1901 ; Donnelly, 1946) indicate that 
adrenal-cell tumours account for only 3 or 4%; the 
remainder consist of a wide range of tumours corre- 
sponding to all the varieties which may occur in the adult 
irogenital organs. They are thought to arise from remnants 
of the embryonal urogenital apparatus (Hansmann and 
3udd, 1931). Death results from dissemination by lym- 
phatics and veins as well as from direct extension to vital 
ergans. Bone metastases are relatively infrequent (Ewing, 
-940). 


Complete extirpation of the tumour while still self- 
contained obviously offers the best prospects of cure. The 
operability rate is generally low because symptoms are ill 
defined and may remain so for months or years before a 
mass is discovered. Of Donnelly’s (1946) series of 95 
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Fic. 2.—Photomicrograph of tumour—high power. 


primary retroperitoneal tumours, 82 were explored and 34 
were considered operable. The operative mortality was 
19.7%. 

The most valuable diagnostic aids to earlier diagnosis are 
barium x-ray films and pyelography, which reveal displace- 
ments of the viscera and exclude growths of the gastro- 
intestinal and urinary tracts. Loss of weight and strength 
are the most constant symptoms. Exploratory laparotomy, 
however, often offers the only means of discovering the 
exact nature of the tumour. 


I am indebted to Miss M. H. Shaw for the photographs. 
FRANK Forty, F.R.C.S. 
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Reviews 





NEUROHISTOLOGY 

Atlas of Peripheral Nerve Injuries. By William R. Lyons, 

Ph.D., and Barnes Woodhall; -M.D-—(Pp. 339. £4.) Phila- ' 

delphia and London:* W. B. "Saunders Company. 1949. ° 
This superbly produced monograph is concerned chiefly 
with the histological appearances of damaged nerves 
removed at operation. 
peripheral nerve injuries as there are few clinical photo- 
graphs, and none illustrating motor or sensory disturbances. 
But provided that these limitations are recognized the 
reader will not be disappointed. 

The American organizations for treating war injuries of 


the peripheral nerves were a good deal less compact than > 


our own. “There was no. one’ comparable with George 
Riddoch to guide policy, and in-consequence some of ’the 
work was done by men of relatively limited experience and 
without any’ predetermined plan. Although this diversity 
had obvious drawbacks there were-some compensations, 
one of which was the immense variety in the material sent 
for histological examination. Variations in time between 
injury and operation were most significant, some nerves 
being repaired earlier, and others much later, than was the 
practice in the British nerve injury centres. Some surgeons 
amused themselves by wrapping the suture line with various 
materials and ‘later gave the pathologist the chance of obser- 
ving the effect of these wrappings on the underlying nerve. 
The result is an atlas of the morbid anatomy of nerve 
injuries in man which is as complete as surgical considera- 
tions will permit. Indéed, the profusion of beautiful photo- 

° eo. i 
micrographs is such that the reader begins to feel the aching 
behind the eyes and the painful swelling of the-ankles that 
afflict the earnest picture-gazer who has spent a whole day 
at the Louvre. Some of the photographs are frankly 
repetitious, and their omission would have been beneficial. 

Modern neurohistology is so enchanting that the morbid 
anatomist ‘will enjoy this collection simply as an exhibition 
of the astonishing diversity of morphological changes that 
result from nerve injury and regeneration, This work is 
not only a great credit to its authors: it is a tribute to all 
who have contributed to the perfection of staining methods 
for nervous tissue and to modern photomicrography. The 
surgeon’s interest will be different. He will realize the extent 
to which his practice must be guided by,the findings of the 
` morbid anatomist. The tissue disturbance caused by a fast- 
moving particle is far more widespread than usually sup- 
posed, and in no tissue are its-effects more clearly revealed 
than in the peripheral nerve. In consequence, the stumps 
of a nerve severed in a war wound must be resected more 
generously than those of a nerve damaged in an, industrial 
or domestic accident. 


ideal primary suture is unsatisfactory in practice. He will 


learn something about the curious pathology of traction’ 


injuries which (it is hoped) will convince him that operative 
intervention is not likely to be of much use. He will learn, 
too,, about the fate of'autogenous and homogenous grafts. 

This is not a book for bedtime reading ; it is not one 
that should be in every surgeon’s and morbid anatomist’ S 
library ; but it is a'`work that should be in the possession 
of everyone who has any interest at all in the peripheral . 
nervous system. The authors hope that, “if the profes- 
sional, administrative, and ‘financial hazards of, surveying 
large groups of rehabilitated war veterans can be sur- 
mounted through governmental or private channels, the 


It is not a complete atlas of 


out of date. 
. of advanced disease, which renders it more difficult for the 


~ 


He will find that the theoretically 


influence upon peripheral nerve regeneration of the neuro- 
pathological changes that have been described in this atlas 
will be the subject of:a separate monograph, within the next 
few years.” Perhaps it may encourage them to know in 
advance how much further we shall be in their debt if they 
succeed, as we trust they will, in this second and more 
formidable undertaking. ; 

H. J. SEDDON. 


PULMONARY NEOPLASMS 


Bronchiogenic Carcinoma and Adenoma. By B. M. Fried, 
M.D. (Pp.:306; 118 illustrations. £1 13s.) London: 
Bailliére, Tindall ‘and Cox. 1948, / 


This book, which discusses a subject that has achieved in 
recent years a practical importance that it will maintain, 
is a useful study but not an authoritative.account. The 
illustrative radiographs are below the-standard one expects 
to-day, and not one lateral picture is used. Some of 
the radiographs are produced as negatives and some as 
positives—uniformity is preferable. The photographs of 


' specimens are Very poor. 


' It is disturbing to see the term “superior pulmonary 
sulcus tumour” perpetuated, for the name means little or 
-nothing and should be abandoned. In the description of 
metastases it is stated that the liver is involved in about 
40% of cases, and the contralateral lung in about 30%. 
-Although not specifically stated, one presumes that these 
are nectopsy figures, for they are certainly not true of 
present clinical practice in England. The policy of using 
observations made in the necropsy room projected back- 
wards to embellish a clinical picture is liable to be most 
unsatisfactory and, although having its. uses, is somewhat 
Far too much teaching in the past has been 


student and practitioner to recognize the earlier phases when 
“they meet them before the stage of impending death. 

A great deal of the space devoted to case histories might 
have ‘been’ better used in a fuller discussion of such a 
dangerous topic as aspiration ‘biopsy, or a more detailed 
consideration of the significance of pleural fluid, or of 
bronchoscopy,. or of a number of other fundamental 
matters. ‘The remarks on radiotherapy and surgery are 
purely “ scissors and paste.” products and carry no direct 
authority. Bronchial carcinoma is to-day a surgical disease, 
and the surgery section should ‘either be written, by a sur- 
geon or omitted. The chapters on bronchial adenoma are’ 
indifferent, and it is difficult to see why the one on 
mediastinal tumours was included at all. 

The book contains a full bibliography and is of value 


` as a work of reference for this, and for the reviews of the 


incidence and aetiology of the condition. 
l R. C. BROCK. 


OPERATIVE. SURGERY 


Operative Technic in General Surgery. Edited by Warren 
H. Cole, M.D., F.A.C.S. With introduction by Frank H. 
Lahey, M.D., F.A.C.S. (Pp. 951 ; 521 figures. No price.) 
New York: 'Appleton-Century-Crofts, Inc. 
The latter part of the nineteenth century, might be described 
as the Elizabethan period of operative surgery, when enter- 
prise was so widespread and the field so fruitful that 
achievement was great. This rich era of technical advance 
was consequent upon‘ the discovery of the causes of infec- 
tion and their mastery. Since then some surgeons have 
thought the harvest. had been fully reaped, and from time 
‘to time even great leaders.like Erichsen and Moynihan 
made the mistake of expressing such an opinion. Great 
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advances have nevertheless been made in recent years, and” 
‘ no doubt there are others to come. 


An account of some of the recent advances will be found 
in this book, which is edited by Professor Warren H. Cole, 


' of Chicago, who‘ was recently in this country and ‘visited 


all the university clinics. The work is compiled, by 34 well- 
known American‘surgeons. There are sections on abdomi- ' 
nal incisions, by Frederick A. Coller and K. F. Maclean; 


on the surgery of the stomach and duodenum, by Waltman X 


. Walters and L. R. Dragstedt ; on the thyroid, by J. de J. 


Pemberton and B. M. Black ; on vascular lesions, by Daniel 
Elkin and M. E. DeBakey ; on the hand by H. S. Allen and 
Sumner L. Koch ; and on the pancreas and adrenal, by 


* Alexander Brunschwig, to mention, only a few of the 


-~ ~ 


’ myxoedema. 


distinguished contributors. 

` References (almost exclusively from American sources) 
follow certain’ sections, but in others they are scanty or- 
absent. The printing is clear and the text easily readable ; 
illustrations are plentiful, and the- line drawings are good, 
though less is to be said for thé few coloured plates. As 
a*textbook of operative surgery it is open to the criticism 


‘of unevenness, since. some: of jits aspects are discussed 
` thoroughly and others scantily or not at all. Overlooking 
' this, however, there will be found a series of articles’ by 


well- known masters for whom no commendation is neces- 


‘sary, and these alone will make the book attractive to many \ 


surgeons. Dr. Frank Lahey writes an introduction i in which ` 
he points out that the book has the great advantage of being 
written by men experienced in' the particular subjects about ` 
which they write. This is its great merit and compensates 
for any COMP: tenes of me subject-matter: 

LAMBERT ROGERS. 


` Z A 
T THE TAYROD T 

The Thyroid. and its Diseases. By J. H. Means; Second- 

edition. From-the Thyroid Clinic of Massachusetts General 

Hospital. (Pp. 571. £3 12s.) a ARENS and London: 

J. B. Lippincott Company. 1949. ' 
Since the first edition of this book appearedi in 1937 so many 
advances’ have been’ made that nearly all the sections have 
now been rewritten. Professor Means has been in close 
contact with most of these advances, so that he can present 


` full, clear, and authoritative discussions of such subjects as 


the metabolism of iodine, the pharmacology and physiology _ 
of the thyroid and thyrotropic hormones, the pharmacology , 
of the antithyroid drugs, the new light thrown on thyroid 
physiology by the use of radioactive iodine as. tracer, and 
the use of this substance in therapy. All these and many 
more ‘advances are lucidly explained and fairly ‘discussed. 


‘Full. and up-to-date accounts of the diseases of the thyroid 


are an important feature of the book. A valuable. chapter 
is contributed by Oliver Cope on the surgery of the gland, 
with particular reference to the special knowledge required 


by the thyroid surgeon and the factors influencing his plan . 


of operation. Professor Means’s view on the place of anti- 
thyroid drugs is summarized by his’ conclusion that “ drig 
therapy~ is certainly preferable to mediocre -surgery,” a 
statement which would be accepted in this country. ; 

The diagnosis of hyper- or hypothyroidism is not always 


easy on clinical grounds alone. The author assesses the value . 


and the shortcomings of the basal metabolic rate as a diag- 
nostic aid, and discusses other tests of thyroid function. 


i 


marriage, education, and religion. 


the good nature of the myxoedematous person who often , 
becomes still more pleasant when “ thawed out by thyroid.” 
There is in this book much valuable information, and . 
instruction for all interested in the thyroid, and full lists 
‘of references at the end of each chapter provide the link 
with the original literature. 
' C. L. Cope. 


COMMON-SENSE PSYCHIATRY | 
The Commonsense Psychiatry of Dr. Adolf Mé éyer. Edited 


‘by Alfred Lief. ` (Pp. 677. $6.50-or £1 19s.) New York 
and London: McGraw-Hill Book Company, Inc. 


Most of the papers in this volume date from 30 or 40..years 


' ago, and it is remarkable how fresh and topical they are 


to-day. This book contains not only a representative col- 
lection of Meyer’s papers but a biography of their author 
and a history of psychiatry during the last 50 years. It 
shows how the author has led psychiatry away from an 
exclusive interest in cerebral lesions and toxins towards the 
actions, reactions, and attitudes of the individual towards 
the whole of his environment. Some such reactions are 
physical, some psychical, and some psychosomatic. 

Meyer therefore takes a holistic attitude towards his 
subject and persistently refuses to be bound by dogmata 
of any sort. He accepts the modern dynamic psychology, 
and he studies the past as well as the present and does not 
insist on the universal influences of complexes, especially 
those founded on infantile sexuality. The mentally sick 
. person is not the sum of elements of disease but a function- 
ing- unit in society who is doing something. Hence his 
insistence on the paramount importance of psychiatric 
social work and occupational therapy. Moreover, ‘each 
patient is a, problém in himself, and though -classification 
may be useful for didactic purposes patients cannot be 
` forced -into nosological ‘pigedn-holes.. Meyer insisted that’ : 
sanity depends on the endurance against strains—physical, 
psychological, and social—and such conditions as schizo- 
phrenia are disorganizations of both organic and functional 
habits. He stresses the importance of the school period 
in preventing | such disorganization of habits by giving . 
opportunity and encouragement to constructive and active 
behaviour. ‘He has been a supporter of mental hygiene, 
child guidance, and all Se of preventive mental 
medicine. i 

Meyer’s appointment to the, directorship ,of the Phipps 
‘Institution at Baltimore gave him the, opportunity to put 
all these constructive ideas into practice, his patients being 
principally early, recoverable cases. Towards the end of 
his long life he devoted thought to the more general aspects 
of psychiatry—those relating to such problems as freedom, . 
Readers of this book 
will find not only a fascinating historical document but 
stimulating and informative material which will be most 
useful to them in their own work.’ 

R. G. GORDON. 


E SPANISH HAEMATOLOGY | 
Symposium de Hematologia y Hemoterapia—1948. By 


J. Guasch, A. Raichs, C. Trincao, and R. Surinyach. 
(Pp. 522. No price.) Barcelona: Miguel Servet. 1949. 


, Mononucleosis Infecciosa. By J. J. Permanyer Macia 
and P. Vintró Marcé. Preface by Professor M. Soriano. 
(Pp. 96. No price.) Barcelona: Ediciones Byp. 1948. 


He points out, however, that laboratory tests do not in any . Of the seven articles in-the symposium of haematology and 
way replace the clinical examination. The cold hand, dry blood transfusion four are’ moderately interesting. Well- 


or moist, almost excludes hyperfunction of the thyroid ; 

an increasing need for bed covering. is suggestive of 
„Lhe characteristic entrance of a thyrotoxic 
patient into the consulting-room is vividly described, equally 


documented essays based on two cases each of elliptocytosis 
and pregnancy occurring in‘the course of chronic myeloid 
leukaemia present a clear account of the state of our know- 
ledge of these rarities. A single case gives opportunity for 


a 


tæ 
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a discussion on the'curative effect of splenectomy in anti- 
mony-resistant kala-azar—a subject which, though of little 
interest to us, is of considerable: importance in paediatric 
practice around the Mediterranean Sea. Of:the residents in 
the Barcelona area only 10% appear to be Rhesus-negative, 
in contrast to the 35% reported in ‘Basques by Etcheverry 
and by Mourant. Short essays on allergy and intra- 
medullary transfusion and an article of 228 pages on the. 
treatment of severe neutropenia complete the volume: There 
seems to ‘be little difference between standard practice in 
this country and that advised by the authors. This is the 
second volume of this type received from the Iberian penin- 
sula within the last few months ; both show great industry 
but little profit. | 

Macia and Marcé’s short monograph gives a clear account 
of infectious mononucleosis and of the laboratory aids' to 
its diagnosis. The clinical section follows Tidy in recog- 
nizing three main types of the disease—glandular, anginose, 
and febrile—but attention is drawn: also to the bizarre 
symptom-complexes which sometimes occur. In the sec- 
tion on laboratory diagnosis the various modifications of 
the Paul-Bunnell reaction are lucidly described and evalu- 
ated. The clarity of the’ presentation throws the few omis- 
sions into relief. Three types: of glandular fever cell 
described by Downey and .McKinlay should have been 
‘mentioned, and the occurrence of 1~-7% of the Type I 
cells of these workers in infective hepatitis and other virus 
diseases is sometimes significant. The great increase in staff- 
form neutrophils over segmented types in the early stages 
of the disease is of considerable diagnostic value, and the 
recognition of epidemic outbreaks in which the Paul- 
Bunnell reaction is consistently negative (recorded in this 
country by Macfarlane) is very important. -The biblio- 
graphy, though it includes most of the important papers, 
could well be enlarged. The volume is completed-by some 
long abstracts from the foreign press. It is an unpre- 
tentious, useful monograph for isolated workers who read 
Spanish. a 

GEORGE DISCOMBE. 


ti 
4 


Dentistry in Public Health, edited by Walter J. Pelton and Jacob 
M. Wisan (pp. 363; £1 7s. 6d.; Philadelphia and London: W. B: 
Saunders Company; 1949), is an interesting book by many contribu- 
tors which illustrates the interest now taken in-dentistry from the 
public health viewpoint in the United States. A considerable amount 
.of research in the last few years .has produced valuable results, 
including the discovery of the role of fluorine in the prevention of 
caries. It is unfortunate that publicity has been given .at times to 


REVIEWS 


work and theories that have not been fully evaluated, but in this book - 


evidence is sifted ‘and conclusions are not accepted without adequate 
supporting facts. Thus, in spite of much that has been written on 
the subject, it is.stated that the topical application of fluorides to the 
teeth as a preventive measure has not-yet been substantiated. It is of 
interest to see the extensive programme for research into public health 
dentistry that is proposed. It would be as well if we gave’ more 
thought to the subject in this country. i 


The monograph by the late Dr. Libman and Dr. Friedberg, Subacute 
Bacterial Endocarditis (edited by Henry A. Christian and reprinted 
from Oxford Loose-Leaf Medicine; pp. 113; illustrated; £1 1s.; New 
York and London: Geoffrey Cumberlege, 1949), is a comprehensive 
and valuable work based upon large numbers of cases. The pathology. 
diagnosis, and treatment are presented in detail, but’ the authors 
have focused little attention on this infection in congenital heart 
disease. * 1 
unscathed, that the best results of therapy with antibiotics are to be 
expected. There is no reference to an important diagnostic method in 
non-cyanotic congenital heart disease—the-use of an arterial as 
cpposed to a venous blood culture when there is a left-to-right 
shunt. Any means of determining the diagnosis more quickly is of 
added value now that specific remedies are available. Of interest 
to readers in this country will be the good colour plate showing 
Janeway lesions,. but the other illustrations are indifferent. A 
comprehensive bibliography completes and enhances the value of this 
authoritative monograph. . 


f 


It is in such patients, in whom the myocardium remains - 


` Principles of Human Physiology (Starling). 
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[Review is not precluded by notice here of books recently received] 


The Healing Touch. By H. Williams. (Pp. 406. 15s.) London: 
Jonathan Cape. 1949. 


Freedom from Want. Edited by E. E DeTurk., Foreword by 
N. E. Dodd. (Pp. 207-84. $2.00.) Waltham, Mass.: The Chronica 
Botanica Co. London: Dawson. 1949. ‘ 


By F. Kenyon. (Pp. 


Psycho-Analysis—a Modern Deluston. 
1949. 


141. 5s.) London: The Pioneer Press. 


Population Trends and the World’s Biologica: Resources. 
By G. C. L. Bertram, M.A., Ph.D. No. 5. (Pp. 38. 2s.) London: 
The Eugenics Society, and Cassell. 1949. ; a 


The Medical Clinics of North America, Mayo Clinic Number. 
Gastro-Intestinal Conditions. (Pp. 923-—1,210. No price.) 
London. and Philadelphia : W. B. Saunders. 1949. 


Pedigrees of Negro Families. By R. Ruggles Gates, F.R.S. 
(Pp. 267. $5.50.) Philadelphia and Toronto: The Blakiston 
Company. 1949. ; 


Lehrbuch der Inneren Medizin. By H. Assmann, G. v. Berg- 
mann, and others. Foreword by H. Schwiegk ánd A. Jores. Vols 1 
and 2. Berlin: Springer. 1949. 


‘Children of Today and Tomorrow. ' By E. Dukes and M. Hay. 
. Preface by D. Mace, Ph.D. (Pp. 249. 12s. 6d.) London: George 
Allen and. Unwin. 1949. , 


Office Management for Health Workers. By F. King and 
L. L. Feldman. (Pp. 164. 12s. 6d.) New York: The Common- 
wealth Fund. London: Geoffrey Cumberlege. 1949. 


Kinderargtli che Notfallfibel ein Exkurs fur die Praxis. By 


B. de Rudder. (Pp. 134. M. 7.80.) ‘Stuttgart: Georg Thieme. 
1949. ' i 

Aus dem Leben Frig Richard Schaudinns. By C., Kuhn. 
(Pp. 73. M. 3.80.) ‘Stuttgart: Georg Thieme. 1949. 


‘Transactions of the 7 Ophthalmological Society or the United 
Kingdom. Vol. 67. (Pp. 530. 40s.) London: Churchill. 1948. 


Medullary Nailing of Kiintscher. By L. Böhler, M.D. Trans- 
lated by H. Tretter, M.D. (Pp. 386. 38s. 6d.) London: Bailliére, 
Tindall and Cox; 1948. : 


Communicable Diseases and their Nursing Care. By E. 
Pearce, S.R.N. Foreword by W. Gunn, F.R.C.P. (Pp. 392. 14s. 6d.) 
London: Faber. 1949. : 


The Human Body and its Functions. By C. H. Best, C.B.E., 
M.D., F.R.S., and N. B. Taylor, V.D., M.D., F.R.S.Canad. 2nd ed. 
(Pp. 500. 18s.) London: Chapman and Hall. 1949. 


‘A New Dictionary of Chemistry. Edited by S. Miall, LL.D., 
B.Sc., and L. M. Mial, B.A., F.R.I.C. 2nd ed. (Pp. 589. 60s.) 
London : Longmans, Green. 1949. 


Modern Practice in Ophthalmology, 1949. Edited'by H. B. 
Stallard, M.B.E., F.R.C.S. (Pp. 525. 65s., plus 1s. 6d. postage.) 
London: Butterworth. 1949. 


Lippincott’s Quick Reference Book for Medicine and Surgery. 
By G. E. Rehberger, A.B., M.D. 14th ed. (Pp. 1,723. £6.) 
Philadelphia, London, and Montreal: Lippincott. 1949. 


A Study of Certain British Seaweeds and their Utilisation tn the 
Preparation of Agar. By S. M. Marshall, L. Newton, and 
others. Edited by L. Newton. (Pp. 184. 27s. 6d.) London: 
H.M.S.O. 1949. \ 


"The New York Academy of Medicine. Its First Hundred 
Years. By P. Van Ingen. (Pp. 573. 55s.) New York: Columbia 
University Press. London: Geoffrey Cumberlege. 1949. 


By C. Lovatt 
Evans, F.R.C.P., F.R.S. Chapters on Special, Senses by H. Hartridge, 
M.D., F.R.S. 10th ed. (Pp. 1,193. 42s.) London: Churchill. 
1949, 5 
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‘the WMA is kept moving on its appointed course by 
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ASSOCIATION. 


Medical men and women from 27 countries met this 
week at B.M.A. House to take part in the deliberations 
of the General Assembly of the World Medical Associa- 
‘tion. The groundwork of the meeting had been pre- 
pared the. week before by the ten members of the 
WMA Council under the chairmanship of Dr. T. C. 
Routley, Secretary of the Canadian Medical Associa- 
tion. Dr. Charles Hill, Secretary of the B.M.A., is the 
new President of the WMA for 1949-50 in succes- 
The machine of 


the Secretary-General, Dr. Louis H. Bauer, of New 
York, who is also Chairman of the Board of Trustees 
of the American Medical Association. ‘He is helped ‘by 
Assistant Secretaries for Asia, Australasia, Europe, and 
Latin America in the persons of Dr. S. C. Sen, Dr. J. G. 
Hunter, Dr. Paul Cibrie, and Dr. J. A. Bustamante. 
- The financial affairs of WMA are kept in order by the 
treasurer, Dr. O. Leuch, of Zurich. 

The ‘WMA has progressed far and fast since the 
first meeting of the General Assembly in Paris in 1947. 
It is now a well-organized and hard-working affair ; its 
objects, constitution, and rules are laid-down in black 
and white ; and through the work of its committees and 
Council it is now well on the way to achieving the objects 
it has set itself.: It has established relations with the 
World Health Organization and with Unesco, and no 
doubt in time it will define in co-operation with these 
governmental organizations those fields of activity which 
lie within the province of the WMA. Three issues ‘of 
the WMA Bulletin have now appeared under the 
editorship of Dr. Morris Fishbein, who is also editor 


of the Journal of the ‘American Medical Association. 


The Bulletin places on permanent record in English, 
French, and Spanish the results of the WMA’s work, 
and contains’ matter that should be of great interest to 
all practising doctors who now all over the world are 
witnessing increasing governmental, control of their pro- 
- fessional lives. The WMA, it is important to note, is 
a voluntary ‘association of the various national organ- 


’ izations, such as the A.M.A. and the B.M.A., which 


represent and protect the interests of medical men 
and women in various countries of the world. WHO 


WORLD MEDICAL ASSOCIATION 


‘agreed that “ 
, a medical school course there should be an additional 


in independent practice.” 
effort should be made to increase the facilities for post- 
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and ,Unesco, being specialized agencies of the United 


‘Nations, are officered by. men and women chosen by 
= the governments represented in the United Nations. 


Between these official governmental agencies and the 
unofficial voluntary WMA there should be ample room 
for co-operation. 

This week the Assembly once more had T 
it the text of the International Code of Ethics—what 
might be called a revised version of the Hippocratic 
Oath. The need for this was felt because of the crimes 
committed by German medical men ‘during the recent 
war, a report on which was one of the early activities 


- of the WMA. It is of course not easy to draft a code 


that will conform with the ethical standards of various 
countries, these being so intimately linked with the 
various world religions.’ So it has been proposed that 
each nation must be able to vary the code, so long as 
tts main principles are not infringed. Ten national 
associations have already adopted it as it stands. - 
Last week the Council gave much time to a study of 
a long report on postgraduate education, and finally 
after the training ordinarily prescribed in 


period of training in an approved post before engaging 
It was felt strongly that an 


graduate study in countries foreign to the postgraduate, 
although it was realized that certain legal difficulties 
might be an obstacle, which the national, medical asso- 
ciations are being asked to try to overcome. . Another 
important proposal which came before the Assembly was 
for an investigation into the social security schemes exist- 
ing in different countries and their effect upon the quality 
and efficiency of medical services and , also upon the 
relationship between doctor and patient. Such a study 
would seem to be-of the highest value’ in these days of 
rapid change. In relation to this an inquiry is to be made 
into the medical man-power in different countries, a.sub- 
ject in which there seems to be much interest. Among 
some of the other matters considered was the question 
of distributing medical journals and textbooks, in con- 
nexion with which Unesco has done useful work in 
promoting international co-operation between national 
libraries. Unesco, it may. be recalled, is trying to 
co-ordinate the meetings of international medical con- 
gresses so that there will be no overlapping in the time- 


‘ table of these, but from the words used in a Unesco 


document on ‘this subject the WMA is asking Unesco 
whether it is to be understood that it is seeking to deter- 
mine the agenda of these congresses.. This would seem 
_ highly unlikely, but clarification is clearly needed. 

The general work. of this week’s Assembly will be 
summarized in next week’*s Journal so that the reader 
may have an idea of, how WMA is setting about 


v achieving the first ‘of its objects, which is “ to promote - 
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closer ties among the-national medical organizations and 
‘among the doctors of the world by personal contact 
and all other-means available.” The second object is 
“tọ maintain the honour and protect the interests of 
the medical profession”; and the last, more..diffictlt 
Or even impossible to realize, is “to promote world. . 
peace.” At least One step towards world peace is the 


voluntary meeting together of medical men and women ` 


from different. parts of the world to discuss all’ those 
ways and means of furthering the aim: of every doctor— 
the care of the sick, the prevention of disease, and the 
maintenance of health. In this work‘it is to be deplored 
that the medical profession -of the U.S.S.R. and its 
satellite countries does not see fit to take part—eloquent 
testimony to the perils of the political. control of medicine. 





£ 
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` MR. BEVAN’S, REVIEW OF N.HS. 
A large crowd of journalists gathered in the Ministry of 


Health last week to hear Mr. Aneurin Bevan give a 


review of the first year of the National Health Service. 
This he did in a skilful and disarming manneér, and 
as advocate in his own cause obviously could not be 
expected to expose those deficiencies in the Service which ` 
ithe medical profession now sees. One year, he said, was 
a very short time on which to. base a judgment, but he 
claimed-that “ the first year has been remarkably good,” 
and for this paid his tribute to all those-who were con- 
cerned in the transition: The Health Service must be 
seen as a gigantic change-over from the private pocket to 
the public purse, and when he Was askéd later how far 
actual expenditure had’ exceeded that originally esti- 
‘mated in the White Paper he replied, “I should think 
about twice.” A Select Committee of the House of Com- 


mons has already investigated the expenditure in the- 


N.H.S. and there are obviously many factors that must 
have made a more exact estimate difficult. But if ‘the 


- Minister can ‘make one mistake of such magnitude it is : 
.- For: 
7 


not out of the question that he may make another 
example; to a question about the remuneration of general 
` practitioners he answered: “So far there is conclusive 
evidence that we have more than honoured the Spens 
recommendation.” One point that emerged clearly from. 
the-recent discussions between the -B.M.A. and the Min- 
istry of Health was that the evidence was by no means 
conclusive. Then again, when he was asked whether he - 
‘did not think that the remuneration of general practi- 
tioners was disproportionately low when compared with 
the pay of dentists and opticians he refused to accept 


~ that this was the case, stressing the fact that 52% of the ` 


gross earnings of dentists must be regarded as expenses. 
Yet there is evidence that in Scotland -the average net 
remuneration of the general practitioner thére is much 


-~ 


_— 
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less than the average net remimeration of dentists ; ‘and 
when Mr. Bevan went on to ‘observe that dentists worked 
all kinds ‘of hours he presumably did not wish to leave 
his audience with the idea that the general practitioner 
was able to fit his work into a neat timetable begin- 
ning at ten in the morning and ending at six in the 
evening. i 

In answer “to a question about Sir Stafford Cripps’s 
remark in his budget speech this year that a health tax 
might be necessary, Mr. Bevan said, “ If by tax is meant 
payment by the patient at the moment when the patient 
needs treatment, we set’ our faces against it.” One of the 
principal worries in the Service was, he said, over- 
prescribing. The 14,000 chemists in the scheme had had 
to deal with 187 000,000 prescriptions, and he appealed 
to patients not to be importunate, especially in asking for 
ordinary ” things like aspirins and cotton-wool. Yet 
when he was asked later whether it might not be a good 
thing if the patient were to make a nominal payment he 
replied that a nominal payment would not be a deterrent, 
and if it were large enough to be a deterrent it might 
prevent people from seeking medical help when needed. 
This, we suggest, does not allow for the fact that if the 


patient were to make a small payment, whether on the 


occasion of the first consultation with the doctor or'for a 
prescription, he would be encouraged to use the Service 
with a greater sense of responsibility. It seems likely 
that sooner or later.Mr. Bevan or one of his successors 
will have to overcome the Minister’s desire to be a public . 
benefactor, and will ‘have to introduce some scheme of 
payment which will, be a greater ‘deterrent than mere 
exhortation to the public to be careful about spending 
money provided almost oe out of the taxpayer’s 
pocket. i i 

There seemed to be some contradiction in two state- 
ments Mr. Bevan made. He said: “ We must rest upon 
the principle that the’ doctor must be free to prescribe 
what he considers to be necessary for the care and’ wel- 
fare of his patient.” Later on he remarked that “ he had 
asked a small specialist committee to draw up a list of 
drugs which the general practitioner can prescribe which 
are adequate for the purpose and outside which ae 
general practitioner need not go except in special cases.” 
It is not clear whether’he was contemplating an alter- 


native to the present formulary, but in any case the 


implication is that the special cases referred to-will have 
to be defined. In that event the freedom to prescribe 
will be limited. 

When someone asked Mr. Bevan why private patients 
should not be provided with free drugs he made the 


‘usual reply that prescription is part of the service of 


the general practitioner and the two cannot be separated. 
When he went on to say that the individual citizen in 
Britain does not pay a weekly contribution to the 


k 


4 


' was paying, he was wrong in his facts. 


` 
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- National Health Service, and if he did not-enter it was 


not þpreyented from receiving something for which he 
Something like 


“nine-tènths of the cost.of the Service is borne by the 


- gion. 


‘taxpayer, and if he is prevented from accepting part 


of the benefit of the Service then he is prevented from 
receiving something for which he has paid. Mr. Bevan, 
incidentally, asked those journalists present to correct 
the prevalent misconception that the whole of the weekly 


contribution to National Insurance was'a contribution 


to the Health Service. There had, he said, been in fact 
no increase in insurance contributions in respect of the 
National Health Service, and complained of the con- 
fusion that had arisen. This confusion was widely 


spread by those national newspapers which supported 


Mr. Bevan during the controversy over the. National 
Health Service, and he himself now seems to wish to 
create a further misconception by saying that the ae 


patient not allowed to receive drugs free of charge “ 


not desisting from receiving OMRE for which he is 
paying.” 

All the financial implications of the National Health 
Service must bé of much. concern to thé médical profes- 


to the drain òn the exchequer from the mounting cost 
of the N.H.S. If the finances of the scheme continue 


to get out of hand the possibilities of properly remunerat- 


ing general practitioners must diminish. Some idea 
of the great increase there will be in hospital:expenditure 


may be gained from Mr. Bevan’s statement that there © 
«was need for 40,000 to 50,000 more nurses. 
` that in some parts of the country the general practitioners 


‘He admitted 


are overworked, and at the same time praised “the 


thousands of devoted professional men and.women who 


go about their work in a proper fashion.” . Yet he 
omitted to say—and unfortunately no. question elicited 
a reply from him on this point—that general practitioners 
as ‘a whole are working with a strong sense of justifiable 
grievance about their terms and conditions of work. 
Until these grievances are removed no Minister of Health 
will be able to say that the National Health Service is 
or has been a success. Referring to abuses in the Ser- 
vice, Mr. Bevan said that it was 
human behaviour that a human being should be allowed 
to behave, and what we must do is to give people the 
opportunity of behaving, study their: behaviour, and 


“make whatever corrections are necessary afterwards.” 


This will certainly be the considered attitude of the. 


medical profession in relation to the Minister of 
Health. i ` 

The Minister’s ped is reported in this week’s 
Supplement, and there is space here to comment on 
only some of his observations, many of which displayed 
his interest in and awareness of some of the problems 


x ` 


“In the national. interest, some limit must be set: 


“a preréquisite' of - 


that concern medicine. He showed, for example, a 
sympathetic grasp of the difficult question of providing 
for the chronic sick and the old people who require 
careful nursing. The problem of the chronic sick could 
not be tackled by providing expensive beds in hospital 
needed for the acute sick. Once provision had been 
made for this growing section of the community it should 
be necessary only in the last resort to use beds in’ 
“acute” hospitals for those nearing the end of their 
days. Mr. Bevan, too, saw the opportunities for research 
when on an agreed terminology medical men would be 
able'to supply material for statistical analysis and so 


open up further possibilities for research, and he gave 


as-an instance rheumatism, pointing out how valuable 
it would be to know in what age groups, occupations, 
and parts of the country the various forms of rheumatism 
occurred. : 

In his Press conference there were at least two 
Mr. Bevans speaking—first, the politician skilful in 
evading an awkward question or giving an answer 
which really demanded a further question to nail him 
down; second, the man who has a remarkable grasp 
of the complexities of the National-Health Service and 
combines with this a desire to provide the people of 
Britain with every facility for improving and maintain- 
ing health. When the organized medical profession 


negotiates with the Minister of Health it prefers to meet 


him in the \latter role. 


t 


+ 





PREGNANEDIOL ASSAYS 


Many recent advances in the practice of obstetrics and 


gynaecology are the result of endocrine research. The 


need for the clinician to keep abreast of the main 
advances in this field and to understand the principles ~ 


‘underlying hormone assays and biological tests. was 


pointed out recently in this Journal by de Watteville 
and his colleagues. They drew attention to the limi- 
tations.as well as. to the advantages of such procedures 
and emphasized the need for caution in the ‘interpreta- 
tion of the results. The value of estimating the output 
of pregnanediol, the chief but not the only urinary 
metabolite of progesterone, was discussed at the recent ` 
Twelfth British Congress of Obstetrics and Gynaeco- 
logy, the final conclusion being that “it is probably too 
early to assess its usefulness. Dr. G. I. M. Swyer’s 

1 British Medical Journal, 1949, 2, 352. 

2 Ibid., 1948, 1, 683. 

3 White, P., and Hunt, H., J. Amer. med, Ass., 1940, 115, 2039. 

4 J. clin. Endocrinol., 1941, 1, 461. 

5 Amer. J. Obstet. Gynec., 1946, 51, 403. 

8 Christie Brown, R., British Medical Journal, 1948, 2, 851. 


7 Amer. J. Obstet Gynec., 1947, 1, 627. 


Py geen Papers, Twelfth British Congress of Obstetrics and Gynaecology; 
1949, p. 51. 
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contribution to the discussion appears in this issue of the 
Journal. 

As a diagnostic test for pregnancy pregnanediol 
assay has been tried and generally found wanting. 
False positive readings can occur in the presence of, 
delayed ovulation, corpus luteum cysts, and over-’ 


activity of the adrenal cortex ; and false negative read-- 


ings are so frequent as to: make the test much less 
reliable than many of the gonadotropin tests, at least 
, one 6f which can be as rapidly performed. It is often 
because of vaginal bleeding after one, or two missed 
periods that the practitioner asks for a pregnancy diag- 
nosis test, and Bender” claims that in 36 % of cases of 
true threatened abortion the pregnanediol test is nega- 
tive when the gonadotropin test is positive. ‘If abor- 
tion does threaten, a low pregnanediol excretion is held 
to give warning of an unfavourable outcome, but Bender 
points out that it is also/an indication to administer 
progesterone -with a reasonable prospect of averting 
miscarriage unless the condition is already irreversible. 
If, on the other hand, the pregnanediol excretion is 


normal in such cases the administration of progesterone | 


may accelerate abortion. Pregnanediol determinations 
indicate that repeated progesterone failure is not a major 
cause of habitual abortion, and, progesterone should be 
withheld unless the assay gives a low reading. The rate 
of foetal loss and of maternal toxaemia is abnormally 
high in pregnant diabetic women in whom there is 
evidence of maternal hormonal imbalance, including a 
low pregnanediol excretion,’ and the results of treat- 
ment with oestrogen and progesterone, though not con- 
clusive, are encouraging. Smitht claims’ that a fall in 
pregnanediol output precedes the development of clini- 
cal signs of toxaemia of pregnancy, but this has not 
been finally confirmed. Moreover, initial hopes, men- 
tioned by Dr. Swyer, that the combination of ‘a gonado- 
„tropin test positive in dilution with a negative preg- 
nanediol test would be diagnostic of . hydatidiform 
mole have also failed to be realized. Finally, the work 
of ‘Lyon® has suggested that once the decline in the 
output of pregnanediol which sets in about ten days 
before labour has begun the threshold of Jabour has 
been reached, and the induction of labour may then 
be attempted with confidence. ‘ Dr. Swyer’s findings 
in this respect are equivocal, and at present’ few 
obstetricians will place reliance on hormone assay 


when deciding whether conditions are meee for . 


induction. 

In the non-pregnant woman pregnanediol determini: 
tions are more laborious and time-consuming because 
‘of the small amounts excreted. For the diagnosis of 
the occurrence and time of ovulation they have been 
superseded by basal body-temperature charts. . But 
where it is suspected that childlessness may be due 


¢ġ 


not to failure of conception but to failure of nidation 
because of poor progestational response in the uterus’ 
there may be a place for pregnanediol assays, for if the 
total amount excreted is small or limited to a few days 
the infertility may be due to a defective’ luteal phase 


‘and substitutional therapy with progesterone might be 


helpful. Functional uterine haemorrhage is another 
disorder in which pregnanediol estimations might pro- 
vide usefill information. _ McKelvey and Samuels’ have 
shown that when the ‘bleeding is characterized by. 
asynchronous shedding of the endometrium there is an 
abnormal persistence of pregnanediol in the urine during ` 
the bleeding phase. Anovular haemorrhage, on’ the 
other hand}; as in metropathia haemorrhagica, might be 
recognized by the pregnanediol content of the urine 
being very low or nil over a period of weeks. Most 
cases are diagnosed ‘by curettage, but in young girls 
there is a proper reluctance to perform an operation, 
and these assays may then have some value. The time 
for this, however, except as an experimental study, has 
not. yet arrived, and indeed the practical value of preg- 
nanediol tests is clearly strictly limited. Dr. Swyer 


goes so far as to conclude that they are of such little 


help to the clinician that every effort should be made 
to find a'method of estimating the level of progesterone 
in the blood, despite the fact that as a rule the con- 
centration of hormones and their products is lower in 
the"blood than in the urine. 

_ The theoretical basis of pregnanediol assays lies in 
clinical observations 'that the amount in the urine, 
broadly. speaking, reflects progesterone activity in the 
body. But Marrian,® a leading authority in this field, 
now casts doubts on the validity of this basic assump- 
tion. Despite this, however, he acknowledges that there 
is a considerable weight of evidence that pregnanedio] 
determinations may be useful clinically, and therefore 
he urges clinicians 'to continue to test the results with- 
out prejudice and biochemists to improve still further 
the methods of assay. The time has certainly not yet 
come when pregnanediol estimations can be regarded 
as a useful routine laboratory procedure for general 
application, but it is to be hoped that a few centres, 


_well equipped for accurate and controlled studies, will 
continue to work on this problem. 


: ‘CHANGES IN USE OF HOSPITALS 


f 
An important statement from the Ministry of Health pub- 
lished this week in the Supplement comments on the pro- 
cedure` to be adopted when a hospital board wants to 
change the use to which:a hospital has been put. Powers 
are delegated to the board subject to the Minister’s direc- 
tion, and “‘he cannot ignore representations made to him 
by mémbers of the public and of the profession.” If a 
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, board wishes to change the ` use of a hospital, “he may 


feel bound at any time to call upon a board to report to ' 


him their reasons for adopting their new policy.” The 
circular- emphasizes that boards should consider the pos- 
sible loss of service, to patients and disturbance of medical 
staff.’ Where a hospital of long-standing repute is con- 
cerned, the board is required to give. the medical staff an 
Opportunity of having its views considered, orally if pos- 
sible, by the board or its planning committee. ‘In some 


cases an Open meeting may be desirable where members: 


of the public can express their,views. 

The circular points out that local loyalty is of great 
. Importance, and the Minister asks boards to make sure that 
they do not deprive patients of hospitals where general 
. practitioners of the neighbourhood may treat them. The 


. Minister- considers that it is “ very valuable for the general, 


practitioner service of the district when the family doctor 
has access to beds where patients . . . can be in his charge 
and he knows he can readily call upon the services of a 
consultant for a second opinion.” The Minister empha- 
sizes that cottage hospitals must not -be regarded merely 
as buildings providing additional accommodation for reliev- 
ing pressure on beds at the district general hospital. This 
circular should have a salutary effect in some regions where 
boards are\proposing to change the use of hospitals. In 
particular, we may hope that the decisions on thé future 
of the Lock and Paddington Green Hospitals will be 
reversed. g -3 


~ PARENTERAL F EEDING, 


. In recent years much interest has been shown in the use 
of amino-acids and protein hydrolysates for feeding in 
certain categories of illness in which the patient cannot be 
fed adequately’ by mouth. - The indications for parenteral 
feeding are inability to ingest, digest, or absorb sufficient 
quantities ‘of food over such a period of time that conval- 
escence is jeopardized and, perhaps, the chance of survival 
prejudiced. The most recent information on the subject of 
amino-acids and protein hydrolysates was discussed at the 
end of last month in London. at a symposium held by the 
Food Group of the Society of Chemical Industry, and a, 
report of some of the papers which were read appears 
elsewhere ‘in this issue. The available evidence indicates 
. that nitrogen equilibrium can be attained and the protein 
needed by normal adult animals, including man, can appar- 
ently be supplied, provided’ energy réquirements are met, 
by injecting into a vein properly prepared hydrolysates of 
biologically efficient proteins or by the provision of the 
essential amino-acids and an additional nitrogen source 
such as glycine. ` In general, the experiments have not been 
" continued long enough to show that all the physiological 
requirements of the adult organism for nitrogen can thereby 
be met. There is no evidence that intravenous adminis- 
‘tration is nutritionally superior to the oral route if the 
latter is! practicable, but protein hydrolysates are dis- 
agreeable to take by mouth. It is seldom possible to give 
regular intravenous injections of more than the equivalent 





~ 


1 Fed, Proc., 1949, 8, 546. 
2 J. Lab. clin. Med., 1948, 33, 153. 
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of 75 g: of protein and 300 to 400 ¢. of glucose daily. If 
hydrolysates are injected too quickly’ nausea and’ some- 
times vomiting may lead to less efficient use of the con- 
stituent amino-acids and peptides. There is no definite 
evidence that the administration of hydrolysates or amino- 


' acid mixtures orally or by tube into the alimentary canal 
has any special value. 


Intact food protein by mouth is 
much more satisfactory. 

The reason for employing amino-acid mixtures parenter- 
ally in place of, or along with, intact blood proteins in 
certain conditions is said to be based more on the necessity 
to sustain liver function and encourage a more vigorous 
nitrogen turnover than to build up a store of protein. To 
save body protein it may be wise to include all the amino- 
acids rather than to rely on the essential amino-acids plus 
glycine. Because of the difficulty of infusing sufficient pro- 
tein and energy in the infusion fluid it is generally agreed 
that it is not possible to make good the requirements of the 
protein-depleted organism entirely -by intravenous injec- 
tion. It is not wise to inject fluid containing more than 

5% of hydrolysate and 5% of glucose, but- mixtures con- 
taining 8% ‘of pure amino-acids can be ‘given. Even with 
these concentrations it may take some four hours to Inject’ 
2,000 ml., and the patient may be very uncomfortable 
and demand rest. Some patients suffer actual distress. 

Calorie requirements are inadequately met ‘by’ these 
intravenous methods of, feeding, and the recent work of 
Rose’ indicates that with amino-acid mixtures or protein 
hydrolysates the deficiency is greater than would be 
expected with the equivalent of intact protein. It is held 
by some that for short periods of time the glucose intake 


‘can be safely limited to 100 g., the rest of the energy needs 


being met from the adipose tissue. The use of a stable 
finely divided emulsion of fat with a particle size of not 
more than two microns, such as that used by Geyer and 
his colleagues,” may prove ‘to be a helpful method of meet- 
ing calorie requirements, but more corroborative evidence 
1S required. 


ERYTHEMA: NODOSUM AND NODAL ERYTHEMA 


The importance of tuberculosis in the aetiology of erythema 
nodosum is referred to in a paper by Dr. S. A. Doxiadis 
which appears elsewhere in this issue. Some aspects of the 
problem, however, remain obscure. It is possible that con- 
fusion results from casual clinical observation. The -true 
eruption has a characteristic colour both in active and 
fading stages. 'The size and conformation of the lesions, 
the location, and the presence of tenderness and pain with 
pyrexia are distinctive, and if these features are absent it 
is doubtful if the diagnosis of erythema nodosum should 
be made. It was these characteristics which lent some 
support to the conception of a specific infective ‘fever— 
nodal fever—now abandoned by most experienced physi- 
cians. A nodal erythema may accompany the eruption 
of a toxic erythema multiforme or may follow the adminis- 
tration of sulphonamides : : it is sometimes seen in sar- 
coidosis and in other conditions, but it may be confusing ` 
the issue to regard such eruptions as erythema nodosum 


-when they lack many of ‘the distinctive features of that 


entity. 
/ \ 
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particularly in young children, because ‘of the filling of the 
pharynx with mucus as a result of. the difficulty in swallow- , 


ing. The swelling produces a curious choking stridor which 
may be mistaken for laryngeal obstruction, but the latter 


produces a much “ drier ” stridulus with harsh cough. : The- 


fauces may. show little inflammation in such cases, and 
should the character of the respiration have aroused 
suspicion there is only one course of action—persistence in 
obtaining a good view, of the pharyngeal wall. 


ere | 
A few years ago diphtheria would.have taken first place 
` in any consideration of the differential diagnosis’ of a sore 
throat. As a result of a reduction in incidence, largely due 
to active immunization, the clinician need not to-day regard 
it as occupying so high a place on the list. But it is well 
to keep two considerations in mind. First, in face of an 
y 
_ appearance which ‘suggests diphtheria a history of immuni- 
zation should never encourage the practitioner to consider 
the-diagnosis impossible. 
that in the “immunized ” subject-a diphtheritic infection 


may produce an a pearance indistinguishable from that of - 
aà Typically, infection of a susceptible - 










heriae has an insidious onset and pro- 
amed throat; the greyish membrane’ is 
and often shows a slightly curled edge 
on to soft palate, faucial pillars, or 
hen diagnosis is delayed. In general; 
a Sa reaction is limited to a zone surrounding 
oD 2o ig S fd the diffuse bright redness characteristic 
of a shy, %, al infection is seen less commonly. Pain is 
not a’ hop 2y indeed, it is often surprising to find how 
little pao Bray be associated with an easily recognized, 
severe: dipntheria. Adenitis of the tonsillar glands, so often 
referred to in textbooks, is the mark of the severe or late 
‘case and is of little assistance in making an early diagnosis. 
The most confusing appearance is produced by a severe 
gravis diphtheritic infection. The inflammation is intense 


and the soft palate and anterior aspect of the faucial. pillars 


may be very oedematous and covered with a thin glairy 
mucus which is not unlike white of egg. This is, in fact, 


early membrane. The typical membrane may be slight or 


absent and the condition carelessly regarded as a quinsy. 
When diphtheria is epidemic the clinician should ‘never 
hastily use a ‘knife on what seems’ an acute peritonsillar 
abscess, for if the lesion is in reality diphtheritic incision 
_ greatly 'worsens the prognosis. . 

_ The diagnosis of diphtheria is never easy and even the 
expert can define no absolute diagnostic criteria. It should 
be more widely appreciated that modern diphtheria anti- 
toxin is a highly refined and concentrated: product, 8,000 
` units‘of which can be obtained in a 2 ml. syringe. When 
the clinician is in any doubt a dose of this magnitude is a 
safe procedure and will be adequate for most early cases. 
Serum reactions are now so rare as to be negligible. at 
-© Vincent’s Angina—tThis condition, like diphtheria, has 
an insidious onset, and as a rule, produces little rise in 
temperature. The throat may simulate diphtheria in that 


the slough covering the ulcers‘ suggests membrane forma- 


tion. It will be observed, however, that the membrane is 


‘on a level with ‘the normal mucosa and that it makes up -` 
several discrete, linear lesions separated by more or less - 


normal mucosa. Although ulceration is seén in rare cases 
of diphtheria the lesion is continuous and does not consist 
of individual ulcers. 
is often unhealthy and the gums are inflamed and/swollen 
—a further aid to diagnosis. 


s 
t 
Le v4 


Secondly, it must be remembered | 


r~ 


‘In Vincent’s angina the whole. mouth . 


\ 


Sore Throats in Schools ` 


In closed communities such as boarding schools, out- 
breaks, of acute tonéillitis are most frequently streptococcal 
in origin. `The cultures from the initial cases wili usually 


‘decide which organism is responsible, and as a rule the 


swabs: of throat and nose produce a heavy, almost pure, 
cultute. Early diagnosis and isolation of those infected 


-are the measures most likely to limit spread, but the high 
' carrier rate which often accompanies,such an outbreak may 


entail the isdlation‘of a large proportion of the individuals. 
To begin with, all the residents must be subjected to a 
clinical examination at which particular attention is paid 
to ‘ears, throat, and nose, for the presence of otorrhoea, 
eniargement or irregularity , of tonsils, or rhinitis. Those 


- who show such abnormalities should have cultures taken 


from, nose and throat and should be separated from the 
others; for it is this group which usually contains the 
carriers, The remainder should be inspected daily for a 
period of seven days and any individual showing signs of 
upper respiratory tract infection isolated at once. When 
cases continue to crop up among those who showed no 
abnormality of throat, nose, or ear two possibilities should 
be considered: first, that the epidemic is food- or milk- 


. borne,.and, secondly, that there is an unsuspected carrier 


remaining among the apparently healthy residents. In con- 
nexion with the latter possibility it is important to remem- 
ber that the nasal carrier is the more dangerous. 


A 


` When tracing the source of an epidemic which may 


involve a considerable number of persons the doctor should 
' make early contact with the local medical officer of health 


and the nearest unit of the Public Health Laboratory 
Service. Precise knowledge of the organism involved is 
essential for any useful, -epidemiological work. For 
example, by determination of the serological type in strepto- 
coccal outbreaks it is possible to make more accurate deci- 
tions regarding the importance of a carrier or to assess the 
significance of milk or food in the spread of infections. 
Early ‘consultation with the bacteriologist will ensure not 
only that he receives the right kind of specimens but also 


. that he is able to proceed with the further definition of, the 


pathogen involved. 


Specific prophylaxis is oily TE in outbreaks of 
diphtheria, when. combined active and passive immuniza- 
tion should be started. This consists of the injection of 


- 500-1,000. units of diphtheria antitoxin' into one arm and 


0.5 ml. of A.P.T. (alum precipitated toxoid) into the other. 
Six to eight weeks later a second injection of 0.5 ml. of 
A.P.T. is given. Prophylaxis of streptococcal infections by 
the administration of sulphonamides is not advisable as a 
routine Measure, 


nae ‘General Infections 


Glandular Fever.—The. anginose form of infectious 
mononucleosis produces a throat which may be indis- 
tinguishable from an acute coccal infection—indeed, the 
secondary invader is often'a Str. pyogenes. Glandular fever, 
is a systemic virus infection. Generalized lymphoplasia 
and splenomegaly will “probably be present, but the 
diagnosis may be: suggested by the sore throat suggestive 
of streptococcal tonsillitis appearing as a secondary mani- 
festation after á few days of general malaise. In the usual 
streptococcal infection the sore throat is the first mani- 
festation of an acute'illness. There’ is little doubt that 
infectious mononucleosis now occurs more frequently than 
it did in the past. Accurate:diagnosis depends upon the 


. diffefential white cell count, which shows a mononuclear 
’ i 
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leucocytosis and the characteristic atypical cells, and the 
demonstration of heterophile antibody in the patient's 
serum by the PaulBunnell reaction. This reaction is 
' variable ‘in the time of its occurrence and often becomes 
positive for the first time Jate in the illness. A titre of 
1/64 is significant. Should the patient have received horse 
‘serum in the form of an antitoxin the bacteriologist must 
be informed,’ so that he may take sigps to eliminate ‘the 
resulting fals¢-positive reaction. ` i 


Agranulocytic Angina.—The throat may show ulceration 
and membrane formation. ‘There is, however, a charac- 
teristic lack `of inflammatory reaction in contrast to. the 
apparent acuteness of the Jesion, and the soft palate, uvula, 
and fauces look pallid, soft, and jelly-like. The lesión is 
more frequently seen in adults ; and a history will often be 
obtained of the habitual use of a drug containing the 
benzene. ring, Thé amidopyrine group and, rather infre- 
` quently, the sulphonamides constitute the commonest aetio- 
logical agents. Diagnosis depends on lack of polymorphs - 

seen on a carefully taken blood film. The film should pre- 

ferably be made on cover slips to secure an. even distribu- 

tion of the white cells. If it is taken on a slide the most 

careful scrutiny should be made along the edges and at the 

end of the smear, for it is here that the polymorphs vill 
usually be found. i 


Toxic Drugs. —Whether agranulocytosis i is in fact a form 
of acute ‘sensitization or not is still uricertain, but there is no 
doubt that an ulcerative stomatitis and pharyngitis without 
agranulocytosis can occur as part of a drug sensitization. The | 
whole mouth is inflamed in this condition and as a rule there 
is some confirmatory evidence such as a rash. It is important 
to appreciate: that the individual who has been sensitized 
tò one drug is the more easily sensitized to others, and 
care should- be exercised in the use of forms of therapy 
involving sensitizing : drugs, such as , aspirin and the 
sulphonamides. 


Other Conditions —Acute leukiiemia sometimes presents 
for the first time as-an acute ulcerative tonsillitis The child 
—for it is more frequently seen in childhood——usually 
appears ill and anaemic. There may be petechial skin 
haemorrhages, the spleen is often enlarged, and sternal 
tenderness is usual. Diagnosis can.only be made after-a 
careful examination of the blood. S, 


‘Finally, i in the adult, secondary syphilis should always be 
borne in mind as a cause of ulcerative tonsillo-pharyngitis. 
The presence of- a typical rash may give a pointer to the 

„correct diagnosis, but failure to respond to any form of 
treatment is often the first feature to make the clinician 
think twice about the diagnosis. 
mild in contrast to the severity of the Ilocal lesion. 
Wassermann reaction will confirm the diagnosis. 


\ 


The 


Bacteriological Procedures - 
‘In the past, the focus of attention upon diphtheria 
‘resulted in the clinician tending to seek bacteriological’ 
assistance only when this diagnosis was under considera- 
tion. A carefully taken swab from the tonsillar surfaces, 
however, is of, value in all throat infections and is particu- 
larly desirable in severe cases because of the guidance it 
may give in. planning treatment. The swab must be taken 
before any form of chemotherapy i is used. Most bacterio- 
logists include a direct film in their examination of the 
throat swab, as well as culture on blood agar, Loeffler’s 
Slope, and a special medium to differentiate the organisms 
. of diphtheria. . The report may therefore supply valuable 
.information in ie not only to diagnosis but also’ to 
prognosis. 


a. 


- Toxaemia usually appears’ 


y 
m Treatment : 
Antitoxin—Although in many cases treatment will be 
guided by the results of the bacteriological examination, it 
_is often necessary (and in a suspected case of diphtheria 
essential) to start treatment before the results of such- 
examination are known. The dose of diphtheria antitoxin 


ranges from 5,000 to 100,000 units. Where the disease is 


suspected an intramuscular dose of 8,000 units will suffice. 
For the late, severe case when hospital admission canndt be 


‘immediately secured a'dose of the order of 50,000 units will 


be required, and in such an event intravenous administra- 
tion is particularly desirable. Such cases are best treated in 
hospital, however, and the practitioner will find that most 
fever hospitals are anxious to admit them even. when the 
diagnosis is unconfirmed or in doubt. ` 

. Penicillin—For the coccal infections and for Vincent’s 
angina penicillin is the treatment of Choice.. It should be 
realized that the need is to secure an adequate local concen- 
tration of the antibiotic. The condition must not be 
thought of as`a mefe surface infection. ‘Local therapy by 
lozenges and so forth is therefore completely inadequate 
and systemic administration in high dosage is indicated. If 
the aqueous solution is.used a four-hourlydose of 100,000. 
units should be injected intramuscularly 
may be employed to advantage here, and tf 
tions of 500,000 units. during the first 2 
followed by a lower dosage for the remai 
For all throat infections due to susceptibl 
ment must be continued for seven days t 
` results. 

Although there is no specific treatment for infectious 
mononucleosis the throat infection is usually due to either 
Sir. pyogenes or Vincent’s infection, and penicillin will prove 
effective. In agranulocytic angina, also,. the administration 
of penicillin has greatly improved the outlook. Pentnucleo- 
tide should be injected intramuscularly. During the first . 
24 hours three or four injections of 5-10 ml. may be given, 
and thereafter the dosage will depend on: clinical 
response. The administration of the antihistamine drugs 
might be considered, but the results have not 
been encouraging. In severe cases repeated small blood 
transfusions are valuable. The diet should be plain and 
contain no flavourings or adulterants, and care should be 
taken to avoid the use of any chemical Which might have a 
sensitizing action. a 

Sulphonamides—The administration of sulphonamides 
has been: intentionally omitted from the treatment ,of the 
acute throat. The efficacy of these drugs has never been 
convincingly demonstrated in such conditions. Since they 










the best 


are undoubtedly toxic materials, carrying appreciable risks ` 


of sensitization, their administration is inadvisable, and in 
certain conditions may even be dangerous. 

- Finally, it must be pointed out that many miid throat 
infections clear rapidly and effectively without specific treat- 
ment. 
before seeking advice that its continuation-may be advised 
for its effect in cleansing the mouth. For those adults who 
can gargle, warm water with glycerin of thymol may also 
prove soothing.to the throat. When pain is more severe 
the application of poultices to the neck, inhalations of 
friar’s balsam, and, of particular value, the administration ~ 


‘of aspirin powder, which is allowed to melt slowly ix 


the mouth before swallowing—such measures are often 
adequate to secure rapid relief. The hasty rush for peni- 
cillin as a panacea for all cases is to be deprecated. It:may 
do the patient little harm, but it can induce in the physician 
an easy optimism which may eventually cloud his whole 
judgment. 


~yocaine penicillin . 


Gargling is so frequently indulged in by the patient - 


J 
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The base hut. 


(Photograph reproduced by permission of the Colonial Office.) 


THE FALKLAND ISLANDS DEPENDENCIES 
SURVEY 


BY 
J. M. ROBERTS, M.B. B.Chir. 


In 1943 the British Government decided to dispatch an expedi- 
tion to the Falkland Islands Dependencies in order to maintain 
British sovereignty, which was challenged by Argentina and 
later by Chile. Since that time the continuous occupation of 
various Antarctic bases has been maintained by a succession of 
personnel. It was as one of the M.O.s in an annual relief 
party that I had the good fortune to stay on the Antarctic 
continent for 14 months. There were 30 in the party, including 
two M.O.s, one for each of the two large bases. These bases 
were far apart, the nearest to us being 120 miles away over 
open sea. Communication between them was maintained by 
radio, as it was-impossible to reach another base except by the 
relief ship or by a sledge journey of 800 miles (1,300 km.) over 
unknown country. This journey was in fact done during the 
year as part of the survey programme, and it took four men 
80 days to complete it. 


At the beginning of November, 1946, we left London in a 
small Newfoundland sealing vessel built entirely of wood and 
powered by a Diesel motor and auxiliary sails. Our journey 
out was via Recife, in Brazil, Montevideo, and the Falklands, 
and it took us six weeks to reach Port Stanley, the capital and 
only large port. The Falklands are bleak, barren islands with- 
out trees, not unlike the Western Isles of Scotland. We arrived 
on Christmas Eve. Although it was midsummer it was very 
cold, and it snowed appropriately the following day. 

After a fortnight’s stay to check stores the parties sailed in 
two ships, one for the South Shetlands and the other for the 
South Orkneys. Sailing south-east, we took five days to reach 
the South Orkneys, where we relieved a party of four who had 
run a meteorological station for the past year. It was on this 
part of the trip that we encountered our first icebergs and pack- 
ice. For the most part the weather was extremely fine, and gave 
us that remarkably clear visibility characteristic of the polar 
regions. We could see the mountain peaks of the South 
Orkneys, over 100 miles (160 km.) away, standing so clearly 
on the horizon that it was not possible to estimate their dis- 
tance. After two days in this neighbourhood, where we had our 
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introduction to penguins, 
seals, whales, and other 
Antarctic fauna, we sailed 
south-west for Graham 
Land. 


Our destination was 
Hope Bay, which lies at 
the north-east tip of 
Graham Land, at the 
foot of a glacier which 
descends from the inland 
plateau and down which 
there blows an almost 
continuous wind. The 
hut in which we were to 
live had been erected two 
years previously, and was 
partly buried in the ice. 
It was large and spacious, 
with double wooden walls 
and an aluminium-foil 
diaphragm between 
them. This bright sur- 
face helped to reflect the 
heat back into the hut, 
as well as providing two 
air pockets in the walls; 
its insulating value was 
equivalent to an inch 
(2.5 cm.) thickness of 
cork. The average 
temperature inside the hut for the year was 52° F. (11.1° C) 
with a minimum of 32° F. and a maximum of 74° F. (0-23.3° C.), 
compared with the outside temperatures ranging from —14° F. 
to 49° F. (—25.5-9.4° C.), with an average of 22° F. (—5.5° C.). 
Inside the hut there was a large central living-room with small 
cabins leading off, an arrangement which had the disadvantage 
of cutting off what light there was in the summer. For nine 
months the hut was completely buried, however, so we had 
to use artificial light almost all the time, It has been said that 
cabins are undesirable for long periods of living in close 
proximity because men may go into hiding away from their 
companions. This never happened with us, and it was pleasant 
to have the little privacy cabins provided. Besides these cabins 
we had a laboratory and dark-room, a survey office, a kitchen, 
and a carpenter’s shop. Outside there were two additional 
storage huts for reserve stocks. Lighting was by paraffin lamps 
and heating by an anthracite stove. 


Nine men lived at the base. We had a duty rota, so that we 
each cooked for one week at a time and did the household 
chores one day in nine. Few of us had cooked before, but we 
soon learnt. Our diet was good, though mainly of tinned food, 
Fresh food consisted of penguins, which when stewed with 
onions can be very palatable, especially the chicks. Penguin 
eggs, which were very popular, were collected by the thousand 
and stored in flour. Shags and other birds were occasionally 
tried. Seals did not prove a great favourite, probably because 
they were so greasy. We did a certain amount of fishing 
through holes in the ice; the fish (Notothenia) were small, but 
very good when fried in butter. For fresh water we used blocks 
of snow, collected sufficiently far away from the base to be free 
from contamination due to dog excreta. 


We supplemented our diet with 50 mg. of ascorbic acid daily, 
the tablets being on the table with the cruet. My predecessor 
had gonesfor two months without ascorbic acid and had 
developed early scorbutic signs. During the winter we noticed 
we were becoming easily fatigued with light work, and so we 
added vitamin A, 9,000 LU., and vitamin D, 1,800 I.U., daily 
for a month; the supplements certainly seemed to have some 
benefit, although the reason is not entirely clear. 

We were issued with ample supplies of tobacco and cigarettes, 
and all of us became heavy smokers by the end of the year. As 
with the food, we divided all our stocks in two, so that if we 
failed to be relieved we should be able to last another 12 months. 
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There was an issue of rum, whisky; and | gin which was H 
for our needs, but beer entailed the risk of beir 
breaking the containers. We had a local rule 
only on Saturday nights, bi 
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carried their food and tent and was pulled by a team of 13 dogs. 
The distance covered in a day varied greatly with the type of 
country and weather encountered, but the average speed was 
4 m.p.h. 6. 5 km.p.h.):. One party travelled nearly 60 miles 
(95 km.) in 24 hours, while another did 200 yards (180 m.) in 
the sama time, asa blizzard sprang üp just as they had struck 
camp, 

Sledge 1 runs: were usually made for an hour at a time, as we 
found the dogs would go better if they had regular stops. 
These dogs, 40 of which were brought from Greenland, were 
the best companions one could wish to ‘have. Their sdcial 
habits made a fascinating study, and, ‘though fierce among them- 
selves at times, they never bit any of our party. From the 
original 40 they increased their punters up to 120 by the end 
of the. year, Ba aE AAA 

‘Throughout | the year the benekat health of the party was 
excellent, and we were ‘completely free from colds, unlike other 
expeditions who reported that they caught colds every time 
they opened fresh bales of clothes which ‘had been left un- 
disturbed from the time they were packed in England. We did 
get colds when the relief ship arrived, however. 
of two. infected cuts from handling seal blubber, but I-do not 
think these were comparable in severity. with the spek finger 


of the: northern sealers. One case did lead to chronic ulceras- 


tion of the arm and axilla; the pathology of which was uncertain. 
Frostbite and snowblindness, the two enemies of the polar 
régions, ‘were never severe, mainly because we took care to 
avoid them. C irious teeth required frequent attention, which 





was usually given in the form of a temporary stopping, ‘though 

occasional extractions were called for. The onlymajor casualty 

was a man with two slipped intervertebral disks, which kept him 

- in bed for over eight weeks and which it was found necessary 
to remove on his retora home. 





“Repo ‘the Commissi: 
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During the yeas arvey: parties | left Whe: ron for lii sledge 


journeys. Usually there were two men to. one sledge, which. - figures over a long period of years ar 


“We had one: 















inchide:” Sos 
previous offences were koowa 


that the Commissioners themselves withh id ny comment. Of 
the convicted prisoners in 1947, 71.5% of the males and 67.5% 
of. the females had” previous — proved offences, - Indeed, 
392 men and 43 women had over twenty previous con- 
victions. It should be added that from these figures imprison- 
ment for drunkenness is excluded, the reason ‘being that 
if it was included it would overweight the figures on the 
female side. Thus in tbe year under review 1,115 
men and 349 women. were imprisoned for: drunkenness, but 
while the first: figure represents only 3.7% of the total number 
of male convicted prisoners the figure for females represents 
10%. The numbers imprisoned for drunkenness i in 1947 were 
only about one-fifth of the total for 1938, Comparisons with 
a much earlier period are vitiated by the fact that not until the 
Criminal Justice Administration Act, 1914, was time required 
to be given for the payment of fines, and therefore in earlier 
years there was a very large transitory. prisan Population. 





The Borstal System 


The change of name from“ Borstal detention * w to > Borstal 
training” is welcomed, The Commissioners. point out. that 
Borstal is inthe “news” when things go- wrong, but good 
behaviour has no news value: The conduct of the Borstal boy 
is on the whole satisfactory, and often very good, although: it 
has to be admitted that nearly a thousand hoys absconded or 
attempted to abscond during the year. It is not a simple 
statistical matter.to find out whether Borstal boys make good. 
From the figures given it appears that more than half those 
discharged are mot .re-convicted, but only intensive social 
research based on personal histories over a long period can show 
how- many of these young men have become useful members of 
society, The Borstal population consists of about 3. ,000 boys 
and rather more than 200 girls. ee ke 

The most immediate effect of the introduction of the National 
Health Service was a large increase in the D f 
receiving dental and ophthalmic | treatment, 
possible to arrange in the case of Bor: 
tions to be performed at local public: 
have now been made, and are bei: 
for cases ade venereal disease ‘tok 
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is limited to male offender between 18 and 40 in- hor there —urinary amino-acid ‘excretion is ‘abnormal and ‘characteristic 


is no family history of epilepsy. A similar number of. offenders . of the disease. Professor Dodds referred to the work with 
whose personalities are regarded as‘ normal are to be used as ‘isotopic tracers ‘by means of which the rapidity of turnover of 
controls. Research.into the endocrinological aspect of cases of the -proteins in the liver -had been, demonstrated: in rats half 


psychopathic personality is in‘ progress at Bristol and Leyhill _the protein is degraded and resynthesized within six days.* He 
(known i in the Press'as the “ prison without'bars.”). At Holloway | also described how certain amino-acids had developed into 


an investigation into the causes of child neglect by women has therapeutic agents, ' two examples of ‘these being methionine 
recently been completed.- Studies at Wakefield under, thé prin- and ‘glutamic acid. 

cipal medical officer include the whole population ‘of the’ prison. l ; are 

From the history and thé physical and..psychiatric examina-, Amino-acids as Therapeutic Agents 

tions and tests a profile is constructed which gives at a glance The ‘importance of methionine in the body depends on two ` 
the principal features in-the early home circumstances, the civil factors: - it contains the element sulphur and a labile methyl 
state, the criminal career, and the mental condition of each `~ ` group. Because of these two characteristics it plays an impor- 
prisoner received. To provide for the psychological treatment ` tant part in the detoxication and-lipotropic functioning of the 
of prisoners serving short sentences arrangements are being liver: Several workers have shown that methionine can appar- 
made for psychiatrists employed by the regional hospital boards ently improve tirrhotic conditions of'the liver.““* There have 
to attend wherever -possible at the larger local prisons. In also been reports on the use of methionine in the treatment of 
selected ‘cases treatment begun while in prison will continue infective hepatitis, but in this condition it has not been found 
under the same therapist after release.‘ So far it has been  niformly successful. Methionine has been, used successfully 
possible ` to give effect to this only in one of the regions. ‘in the treatment of a patient with subacute necrosis,’ and 
Prisoners ‘treated at local psychiatric centres during their sèn- Eddy" reported that in trinitrotoluene and carbon tetrachloride 
tences, largely owing to the sharp contrast between ‘the clinic poisoning it gave good results. Glutamic acid has been shown 


and the prison, rarely avail themselves of whatever ‘arrange-- by 'Weil-Malherbe" to be of: importance in the metabolism of 
ments are made for treatment:after release. On the other hand, brain tissue. Zimmerman, Burgemeister, and Putman" admini- 


-if a prisoner is visited by a therapist in prison the likelihood of stered glutamic acid to children and adolescents with convulsive 


“were-on the purely chemical and physico-chemical aspects of 


his continuing treatment after release i A increased. 7 „disorders, some of whom were also mentally retarded. They 
‘ ý a: - found what they considered to be a -significant improvement in 

> Prison Medical Officers : ~ the results of intelligence tests. 
The recruitment of medical officers to prisons does not keep In 1938 Fildes made the interesting observation that 


pace with the demands of the service.’ Notwithstanding the imdoleacrylic acid inhibited the growth of Bact. coli, and 
increased opportunities for research, the requirements of the subsequent work showed that 4-, 5-, 6-, and 7-methyltryptophans 
Criminal Justice Act, involving a sharp increase in the number all possessed the power of inhibition.“ These observations 
of medical reports asked for by the courts, and prolonged have been extended to other synthetic amino-acids: Beerstecher 
investigations in preparing such reports, together with the ' and Shive’>- found that §-2-thienylalanine was strongly inhibi- 
necessary attendance at’ court, will add considerably to the . tive, and Elliott, Fuller, and Harington’ have shown that certain 
prison medical officer’s ‘duties. The report states that “there ‘8-derivations of alanine have antibacterial properties. New 
can be little doubt that it will be difficult to maintain the stan- chemotherapeutic agents may be found by continuing the study 
dard of work or embark on further research unless a substantial of.the metabolism of bacteria in the manner that Woods” 

increase in the rate of recruitment takes.place.” Prisons, too, ~ initiated when he discovered that the sulphonamides compete 
are affected by the nursing shortage. The recruitment of female with p-aminobenzoic acid for an enzyme system necessary for 
nursing staff to prisons continues to decline, and a return to, bacterial growth. 


‘prison-trained hospital staffs may have to be considered. Amino-acids and Cancer 


'The observation?’ in 1939 that dextro-rotatory glutamic acid 


. = _ (the presently accepted; unnatural form) could be isolated from 

$ 3 : l the: protein of malignant tumours was contested by Chibnall 

` - AMINO-ACIDS AND PROTEIN ` _*+ and bis colleagues,” but it was reaffirmed this year by Kögl 
z TE $, i as’a result of tracer studies.” Professor Dodds pointed out the 
HYDROLYSA “a a i importance of such an observation as possibly giving a clue 

'A RECENT SYMPOSIUM to: the reason for the independent continuous reproduction of 


A symposium on “Amino-acids and Protein Hydrolysates” the cancer cell as compared with the self-limiting reproduction 
was held in London on September 28-30 by the Food Group ` 9f the non-malignant cell. However, it would appear necessary 


of the Society of Chemical Industry. While some of the papers for considerably more positive evidence to be produced before 
,the presence of a dextro-rotatory acid can: be regarded as a 


`ı characteristic of the -protein of malignant tissues. 


mino-acid pre tion and. isolation, several speakers discussed oe ‘ i 
e preparą i Apart from the part played by individual amino-acids, there 


the nutritional and clinical aspects of protein and amino-acid ; : y í } Á 
nutrition and metabolism. ; i is evidence that they form certain conjugates either with other 


In the course of a comprehensive’ opening address to the amino-acids or with chemical groups and that these compounds 
conference Professor E; C.’Dopps drew attention to the work &®. of special importance in the body—for example, folic acid 


of Dent and Schilling," who had examined by means of paper 1 Biochem. J., 1948; 42, xxix (proc.).’ k 
2 Ibid., 1948, 43, xlviii (proc.). 


chromatography ' the portal blood and sometimes also the 8 Shemin, D., and Rittenberg, D., J. bol. Chem., 1944, 183, 401. 


jugular blood and the urine of: ‘dogs, after the feeding of vari- ` 4 György, P., and Goldblatt, H.; J. RP Me ed., 1942, 75, 355. 
òus proteins such as casein, casein hydrolysate, ground beef, - o Fagin, I D., and bia „y we eee Med. 1942 M, 1400. 


and human serum (the plasma proteins being removed first by ` ? Morrison, L. M., J. Amer. med. Ass., 1947, 134, 673 


_ ultrafiltration). ‘No peptides had- been found in the blood after o Ferriman, D ae Eni = P Gastroenterology, Dg, 9, N 1946, 1, 


r 


drome, cystinuria, phenyl ketonuria, and ‘multiple myelomatosis 24 British Medical uaa, 1948, 2, 731. 


any of these proteins were fed.. ‘After feeding human albumin 958. 


certain ninhydrin-reacting substances decomposable by hydro- a te ao te sÀ 


lysis were found in the urine. When dog plasma protein was 12 Psychosom. Med., 1947, 9, 175. , , i " 


. ae . 13 Biochem J., 1938, 32, 1600. ` 
fed to dogs there was no appreciable change in blood; amino- 14 Fildes, P., and Rydon, H N., Brit. J. exp. Path.. 1947, 28, 21. 
acid levels, though the protein, disappeared from the gut. It 153. biol. Chem., 1946, 184, 53. z 


16 J, chem Soc., "1948, 
was presumed: from’ this that under the condition of experiment _ ;, Brit. J. exp. Path., 1536, 21, 74. 


_up wide and interésting fields of exploration. Dent? has-also’ 39 Biochem. J. Basch 0405, = 


| the dog plasma had been absorbed intact. This finding opens 18 Kögl, F., and Erxleben, H., Hoppe-Seyl. Z., 1939, 258, 57. 


shown in recent studies that in at'least five human diseases— - 21 J. Lab. clin. Med., 1948, 33, 153. i 
namely, acute yellow atrophy of the liver, the Franconi syn- 35 Seeme i849, 1 110" 6, S46. i A 
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_ Pteroylglutamic’ acid). Synthetic products which’ are modifica- 
tions of this amino-acid derivative are being used extensively 
in the treatment of cancer, and typical examples are alpha- 
methopterin and aminopterin. Great improvement has followed 
the administration of these substances in certain cases of 


leukaemia and Hodgkin’s disease, but, the results appear to. 


be of a transitory nature. Whatever their ultimate position 
in cancer therapy will be, they are of very great theoretical 
. Importance. 
‘Professor Dodds also drew attention to the point made 
. recently by Sir Robert Robinson—namely, that a number of 
_ amino-acids can be regardéd as building-stones not only for 
proteins but also for alkaloids. Thus ornithine may be regarded ° 
- as one of the ¿originating substances of some coca bases. ` 


Protein Composition ie 


Dr. KENNETH BAILEY described some features of the amino- 
‘ acid composition of proteins and pointed out that exact amino- 
acid analyses, such as Sanger’s work on insulin, were of great 
use in determining the make-up of proteins but did not disclose 


much about their physico-chemical nature. In nutrition research ` 


determination of thé amino-acid make-up of the mixed proteins 
of. the individual foodstuffs was of value. Dr. Bailey reported 
that when he plotted reliable data, such as Tristram’s on amino- 
acid composition, in the form of a histogram he found that the 
essential amino-acids fell within a much narrower frequency 
range than did the dispensable. amino-acids. This would indi- 
cate that with the exception of incomplete proteins such as 
zein and gelatin most proteins have relatively constant propor- 
‘ tions of those. amino-acids which are found to be essential in 
the diet. Dr. Synce also emphasized the uniformity of the 
mixtures of amino-acids encountered in nature. He thought 
this should lead. in the near. future to a systematization of 
procedures for determining amino-acids, though much further 
work was necessary on the more complicated substances such 
as peptides. Dr. NEUBERGER referred to the changed outlook 
on the chemistry of the’ proteins which had taken place between 
the two world wars, and Dr. TRISTRAM and Dr. BARTON-WRIGHT 
described the. chemical and microbiological methods for the 
.determination of. the. amino;acid composition - of-- proteins. 
Dr.\Lea drew attention. to the amino-acid’ or Browning re- 
action which occurs in aqueous solution, or in the comparatively 
“dry” state, between protein or amino-acids and sugars to 
produce changes i in odour, flavour, colour, solubility, etc. The 
net effect of this is sometimes desirable and purposely sought, 
but in other: instances is highly undesirable, even sometimes 
amounting to a loss in the biological value of the protem. 
Investigations. with dried milk and other foodstuffs have shown 
that the most rapid of the chemical: reactions is a combination 
of the reducing sugar with the free amino groups of the protein. 
Since these are very: largely the c-amino groups of the lysine 
side-chains a nutritional deficiency of this amino-acid may 


result. ‘The use of hydrolysed protein and of amino-acids as, 


‘ flavouring agents was considered by Dr. Rees: in small amount 
(0. 05-0. 5%) the monosodium. salt of glutamic acid is said to 
_ improve'and. enhance the flavour of the food. 

Dr. Dyson and Mr. Bavin described the careful. methods 


which ‘are necessary for the preparation of an enzymic, 


hydrolysate of casein so that it is sterile, 
anaphylactogen-free, and does not cause blood-pressure 
changes on administration. Precautions are also taken to 
reduce the deposition of tyrosine. ‘These speakers also drew 
attention to the work of Geyer and his colleagues” on the 
usefulness of a fat emulsion in which the particle.’size is not 
more than two microns. This emulsion can be autoclaved 
and administered in 30% concentration without the risk of 
embolism, À 

\ \ 


pyrogen- and 


Protein Metabolism 


Dr. D. P. CUTHBERTSON reviewed: the comparative physiology 
and pathology of amino-acid and protein metabolism and drew 
particular attention to Rose’s™” latest account of ‘his human 
experiments on ‘amino-acids and: hydrolysates of protein for 
-the, maintenance of nitrogen, equilibrium in man. The latter 
had ‘found that for maintenance the eight amino-acids, l- 
tryptophan (0.25 g.), I-phenylalanine (1.10 £- }, l-methionine 
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(1.10 g.), I l-leucine’ a. 10 g.), _l-isoleucine (0.70 g.), ‘Lvaline 
(0.80 g.), J-threonine (0.50 g-), and [-lysine (0.80 g), are neces- 
sary (his assessment of the minimum daily requirements of each 
for the adult is indicated in parentheses, but he recommends as 


_. the daily intake twice’ these amounts.) For the growing human 


organism histidine and arginine are probably necessary, and it 
may be that some of the amino-acids thought at present to be 
dispensable may be necessary if the synthetic capacity is liable 


‘to be overtaxed, for the human requirements of amino-acids 


for pregriancy and lactation or in different forms of illness are 
still not, known. Rose has found disconcerting differences in 
‘the minimum’ amount of amino-acid required by different indi- 
“viduals under comparable'experimental conditions. With certain 
‘amino-acids the results are consistent, with others there may be 
„as much ‘as a 100% difference. While the role of methionine, 
“cystine, and vitamin E in the prevention of experimental acute 
liver necrosis is still not.very clear, progress is being made. 
Thé recent observation by Patt and his colleagues** on the 
protective action of cysteine: on Jats oo to x-radiation is 
also of considerable interest. 

' Dr. Cuthbertson stressed the relative ‘constancy of the intake 
of protein in dietary surveys of all classes‘and at all energy 
levels in temperate climates when the protein is expressed as a 
percentage of total calories. This occurs at all ages from one 
‘year onwards. All the normal physiological states appear to 
be covered when the protein intake lies between 11 and 14% 
of the calories, the -higher values being: related to- growth, 
, reproduction, and lactation. The speaker also discussed protein 
‘insufficiency, the effects òf trauma and infection, and the require- 
ments for convalescence, as outlined in a recent paper by him 
in, this Journal.”* 








JUVENILE DELINQUENCY 
FIELDS ' FOR FUTURE RESEARCH 


A conference on, the scientific study of juvenile delinquency 
was held on October f at the Royal Institution, London. It 
iwas convened by the National ‘Association for Mental Health, 
the Royal Medico-Psychologieal Association, and other bodies, 
and was opened .by the Earl of Feversham, president of the 
National ' Association of Probation Officers. . Introductory 
remarks were made by Miss Cecily Craven and by Mr. Alec 
' Rodger, honorary secretaries respectively of the Howard League 
for Penal Reform and the British’ Psychological Society. The 
conference was attended by representatives of Government 
departments, local authorities, the magistracy, the Church, 
educational bodies,, and voluntary and youth organizations. 
The. Home Secretary, in a message, said that the Home Office 


was considering the question ` of Government assistance for 


research. ` 
Limits of Present Knowledge 


Dr.'J. D. W. PEARCE, medical co-director; Portman Clinic 
(Institute for the Scientific Treatment of Delinquency), said 
that.much of the work on this subject had been handicapped 
by lack of. knowledge of scientific method and by rather woolly 
recording. A difficulty had been the’absence of adequate con- 
trol groups, but a great deal was known about the intelligence 
and educational attainment of the juvenile delinquent. Many 
delinquents were skilful and therefore were never caught; sO 
that it might be that the intelligence of delinquents in general 
was ranked too low and more néarly approximated to. average 
intelligence. Something was known also of the problems of 
psychopathic personality and temperamental instability, though 
there was still disagreement about how far the latter was consti- 
tutlonal’ or acquired. Elfectroencephalographic studies were 
helping to throw light’ on conduct disorders. Sir David 
Henderson had reported cases in which cerebral surgery in 
adult criminals had brought about a remarkable change in 
character; but these things were in their infancy. Something 
was known about the psychological, mechanism involved in 
delinquency, not only in the individual but in the group. 
Clinical types could be identified and ,treatment prescribed ; 
prescription might be relatively easy and administration more 
difficult. Individual psychotherapy ae on sound analytical 
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training had revealed a great ‘deal about aetiology. Facilities 


for observation, care, treatment, selection, grouping, and experi- - 
Rarely was delinquent con- - 


ment, however, were inadequate. 


‘duct to be explained by a simple cause: . nearly always there 


were many factors concerned. 

_ Dr. H.' MANNHEM™, reader in criminology, London School of 
Economics, agreed that inthis matter of the young delinquent 
all too often half-baked truths and slogans took the place of 


-exact scientific knowledge. The weakness of most investigations 
—Sir Cyril Burt’s The Young Delinquent, first published -in ° 


1925, wasian exception—was that they were exclusively based 
on court cases; consequently very little ‘was known about 
delinquents who did not appear in court or about non- 
delinquents who in essential characteristics resembled , delin- 
quents. on-court cases ought to be’ included in any study. 
Dr. Mannheim,,at the end of his paper, asked whether the 
research donesso far had been of any practical use to anybody 
—to the legislator and administrator or.to the practical worker 
in the field. Sixteen years ago Sir Alexander Paterson wrote 


‘a paper entitled, “Should the Criminologist be Encouraged ? ” 


He was not sure of the answer, apparently, but the greatest 
encouragement the criminologist could desire would be a favour- 
able answer to the question he' had put. 


F Personality and Social Factors 


Dr: Joun BowzLey, ‘director, Child Guidance Department, 
Tavistock Clinic, mentioned three false assumptions by which 
research in' the past bad been vitiated:; (1) that delinquency 
was clear-cut and distinct from other forms of behaviour ; 
(2) that there was no necessity for qualitative distinctions ; 
and (3) that the problem could be studied by concentrating 
on cases ‘brought into court. Little light would have, been cast 
on the problem of malnutrition if physiologists and physicians 
had-not: studied large samples of the population irrespective of 
whether they came into hospital or not; many most informa- 
tive studies on nutrition had been made outside the clinic. It 
was only a specially selected group of -delinquents who came 
into court. Public-school boys rarely came before juvenile 
courts. Was that because they never stole or because their 
parents and. schoolmasters dealt’ with them in some other way ? 

Individual susceptibility to adverse, influences was clearly a 
psychological problem. Why was it that some individuals grew 
up more „susceptible to antisocial influences than others? Re- 
search in child development suggested that it depended on the 
relation which.the, child had with his parents in his early 
years. Two factors specially common in the history of persistent 
delinquents were prolonged separation (not less than six'‘months) 
of the child from his mother during the first five years, and the 
child being unwanted by parents who were- themselves unstable 
and unhappy. Blanket generalizations regarding “family atmo- 
sphere” and “ broken homes ” ‘were: as useless as would - be 
similar generalizations about diét in, research on nutrition. 
A thorough analysis of the young child’s social “ diet” was 
required for a study of antisocial attitudes. 

Dr. Bowlby suggested that a worth-while project in this field 
of research would require from-12 to 20 professional workers, 


- a corresponding number of clerks and secretaries, a period of 


five or eight years, and an expenditure of £15,000 to £20,000.a 
year.. The sum spent on research on nutrition, which had paid 
such splendid dividends, far, outstripped these totals. 
whole of medical and sociological research could be financed 


‘for a decade out of the sums spent on the development of the 


Brabazon.” n rs 
Professor T. S. SIMEY, Department of Social Science, 
University of Liverpool, said’ that it was not justifiable to 


- consider the characteristics,’ behaviour, and treatment of the 


delinquent as an isolated individual. . Not even the adult 
criminal, still less the young offender, should be considered 
as something essentially “different” merely because he had 
been found guilty of breaking the law. Crime‘ was the result 
of dysfunction within ‘the fsociety. in wmeh it tgok, ‘place. 


t 
w 


Cali for a Central Research Body | 


A central authority to initiate, execute, and co-ordinate 
research and’ to .provide technical advice was called for by 
4 . 


“The | 


-Sevice as:well.as to appear for members at appeals. 


Professor Simey, and the same idea was taken up by the last 
contributor to the symposium, Dr. DENNIS CARROLL, medical 
co-director of the Portman Clinic, who said that there was a 


` case for setting up a “ Delinquency ‘Research Council,” possibly 


covering ‘social research in general. "There was no shortage 
of suitable experienced individual advisers, but for the many 
highly’ expensive and complicated researches required such a 
‘central ‘authoritative body would have the advantage of com- 
manding enough money and enough general support to make 
the, practical task really effective. For example, there was need 
for'a thorough survey of probation to discover the best criteria 
for placing an offender on probation and the best form of 
probationary care. Many other things could be discovered at 
the same ‘time, and some of them would quite likely lead to 
the „development of special educational systems for certain 
ascertainable types of offender, such as the potential recidivist, 
the young psychopath, or the unstable dullard. 

Dr. Carroll mentioned some generally unchallenged state- 
ments, such as that parental ,control had diminished, that 
religious faith had declined, that boys’ clubs were a major 
weapon in preventing delinquency—all of which were plausible 
and probable, but none of them supported by studies which 
could withstand scientific criticism. Much was heard about 
defective’ control of children, but it was not always the fault 
of the parents; on the religious question it was very hard to 
avoid subjective bias ; and as for boys’ clubs, a survey in 1942, 
Young Offenders, by "Carr Saunders: and others, gave informa- 
tion which cast some doubt on the general assumption, though 
it did not settle the issue. jj was not that these assumptions 
were necessarily wrong, but ‘ney were accepted without proof. 
Incidentally Dr. Carroll suggested that the Press might try to 
design a system of crime reporting which would have crime 
prevention as its main .object. Finally he laid stress on the 


- importance of keeping such records and statistics as would 


make it possible for others dealing with delinquents to know 
exactly what had happened. 


i 








MEDICAL 'PROTECTION SOCIETY 
. ANNUAL MEETING 


The annual meeting of the Medical Protection Society (formerly 
the “London and Counties”) was held at Victory House. 
Leicester Square, on September 28. Sir Ernest Rock Carling, 
who: presided, referred with regret to the loss during the year 
of three vice-presidents—Dr. G. M. Stoker, Sir Edmund Spriggs, 
and Professor Harry Stobie. He welcomed as new members of 
Council Mr. H. L. Hardwick and Dr. J. H. Hunt. 

The relation of the Society -to the other two defence societies, 
Sir Ernest Rock Carling continued) was fruitful in many direc- 
tions. On the question of sterilization the three societies had 
jointly sought the opinion of counsel, which was that the only 
circumstances in which a sterilizing operation could be right- 
_ fully performed were those in which the operator honestly 


- believed upon reasonable grounds that such an operation was 


necessary to preserve the life of the patient or to avoid serious 
injury to his physical or mental-health. A doctor should make 
sure that such danger existed, should obtain where possible a 
second opinion, should make plain to the patient the results of 
the operation, and obtain his consent in writing, freely given 
without undue influence by others. In such circumstances both 
surgeon and patient would be safe from any suggestion of 
illegality. 

The Society did a great deal more for its members than 
appeared in the pages of its report. In addition to the cases 
which came before. the Legal Committee, something like 40 
applications a week were received for assistance, many of them 
in matters which, strictly speaking, were not within the Society’s 
scope. The Society had been glad, on several oċcasions to help 
—although it could not represent—members at hearings before 

edical.or dental service committees under the National Health 
It was 
extremely important that the Society should receive the earliest 
possible information of any charge brought against a member. 
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A circular was issued by the Home Offce forbidding the 
payment to salaried officers in the National Health Service of 
allowances as professional witnesses for attendance at court. 
The Society had taken the opinion of counsel, who advised 
that certain paragraphs of the Home’ Office circular were 
conflicting and had no legal force. A suitable case coming 
before an assize court, counsel was instructed to raise the 
Matter of.fees, and the judge ruled that the direction in the 
Home Office circular was too narrow. An intimation had now 
been received from the Home Office that the part of the circular 
which laid down these restrictions had been withdrawn. 

An influential member had written to the Society to suggest 
that its insistence upon x-ray evidence in all.cases of injury and 
the like was inexpedient in view of the cost and present shortage 


of x-ray films, but Sir Ernest Rock Carling, while mindful of ` 


economy, thought it would be a very unfortunate thing if such 
evidence were not obtained. It was the legal profession rather 
than the medical which required education in this matter. Other 
precautions which the experience of cases had emphasized 
during the year were the necessity for extreme care in the 
administration of-intravenous fluids and the perennial matter 
of the checking of swabs. He was inclined to think that some 
authoritative body ought to undertake a survey of the methods 
of checking swabs, their recording and recovery. The Society 
had taken up the question of hypodermic needles broken in the 
course of an injection, and he thought that on every occasion 
the metallurgist had reported an actual defect in the needle. 


. Sir Ernest Rock Carling was upanimously re-elected, as were 

the retiring vice-presidents ang "other officers. The annual 
report, which was adopted, embodied. a statement by the 
solicitors (Messrs. Le Brasseur and Oakley), who wrote: 


“. .. should it have been in the mind of any member that the 
advent of this [National Health] Service would render “he protection 
of your Society unnecessary, the experience of the first year of the 
Service has most emphatically proved the contrary. ... New risks 
have been created and new problems have arisen calling for advice. 
Our experience and that of the Society has been that more applica- 
tions have been received from members for advice and guidance 
than at any previous time in the life of the Society. A new bureau- 
cracy has been créated, and ‘though the various committees and 
tribunals are all under the Minister of Health the Minister has shown 
in our present experience a decided disinclination to interfere with 
the dicta of such bodies excepting in cases where there is a right 
of appeal.” 


Arab refugee children from Palestine in the Middle East 
area are being vaccinated against tuberculosis by Scandinavian 
medical teams, under the sponsorship of UNICEF, the United 
Nations International Children’s Emergency Fund. Some 
250,000 refugee children under 18- in Lebanon, Syria, Trans- 
jordan, and Palestine are being tuberculin-tested, and all who 
require it will be vaccinated to protect them against the disease. 
Tuberculosis has been a cause of increasing concern to medical 
officers in the refugee areas. There are hundreds of thousands 
of refugees in North and South Palestine and surrounding 
countries, living in tent camps, overcrowded and devastated, 
villages, many in caves, shanties,-and other improvised means 
of shelter. Five special vaccination teams, consisting of one 
doctor and four nurses each, were recruited in Denmark, 


Norway, and Sweden. These are skilled vaccinators, most of ° 


whom worked for some time in the joint UNICEF-Scandinavian 
International Tuberculosis Campaign in various countries of 
Europe. It is expected that they will complete the vaccinations 
of the refugees in about three months. Vehicles and medical 
supplies for the refugee vaccination programme were provided 
by UNICEF. The vaccine is being delivered regularly by air 
from the Danish State Serum Institute in Copenhagen to Beirut, 
Lebanon, for subsequent distribution to the vaccination centres. 
The vaccination programme is conducted in close co-operation 


with the medical officers of UNRPR (United Nations Relief for ` 


Palestine Refugees) and of the,three agencies which are caring 
t for the refugees: the League of Red Cross Societies, the Inter- 
national Committee of the Red Cross, and the American Friends 
Service Committee (Quakers). Dr. Mogens Fog-Poulsen, of 
Aarhus, Denmark, is chief of the mission. 


MEDICAL PROTECTION SOCIETY. i 


- namesake: 


BRITISH 
MEDICAL JOURNAL 


NEW HUNTER DOCUMENTS EXHIBITED 


The Hunterian Society held a cocktail party, instead of its 
annual dinner, on October 6, and displayed an interesting 
collection of historical relics. which are in the curatorship of 
Mr. C. Robert Rudolf. Chief among them were legal docu- 


Hunter, which recently came to light and were displayed for 
the first time. John Banks Hunter was born eleven months 
after John Hunter’s marriage and received his second name 
after his father’s friend, Joseph Banks, the naturalist. His 


life is something of a mystery. He entered St. John’s, ` 


Cambridge, but left without a degree and joined the Army. 
After serving for a number of years he bought himself out 
and went to live at Toulouse. There appears to have been 


some trouble, for Mrs. Hunter wrote in 1810 of “my poor. 


unhappy son,” and another relative refers to the eccentric 
cousin. 


The new documents shown at the Hunterian Society con- . 


cerned the earlier wills of this son, the first being the original 
sealed will of “John Banks Hunter (John Hunter Junior) 


Ensign in the 2nd Battalion Royal Regiment of Foot, dated 


July 18, 1794.” The testator left his property to his mother, 
or, if she was deceased, to his only sister Agnes. There was 
a note in the’ will: “ Add the freedom to Geo. Bristow ”—a 
slave kept by Hunter, the provision for whose release is 
referred to in the next will, dated December 12, 1804. The 
second will is very similar to the first; it is interesting that 
J. B. Hunter should have used the crest of his father (then dead 
eleven years) to seal it. Later, twelve years after his mother’s 
death, J. B. Hunter made another will, of which a photostat 
copy was shown, leaving his property in Scotland to his sister, 
but his personal estate to a friend in Toulouse. The absence 
of any reference to a wife seems to confirm what is stated in 
the Reminiscences of Elizabeth, daughter of Matthew Baillie, 
written 1866-8: (Royal College of Surgeons MSS), that J. B. 
Hunter .died unmarried. ee i 

The new documents relating to the estate of John Hunte 
himself were a lawyer’s copy of his. will, and two drafts of a 
power of attorney by the son and heir on his going to Corsica. 
Among other recent acquisitions were snuff boxes belonging to 
John Hunter and also to a Dr. John Hunter who practised in 
the Minories and is stated to have been a friend of his illustrious 
There were also shown an original Laennec stetho- 
scope, whose proportions were exactly those of the instrument 
illustrated in its inventor’s Traité de l Auscultation Médiate 
(Paris, 1818), and a tinted silhouette of Jenner. 

The rest of the exhibition was devoted to the history of the 
Society, including a letter from Mr. T. J. Armiger, assistant 
surgeon to the London Hospital, who suggested the Sociéty’s 
foundation, and a reply in verse by the present Poet Laureate 
to an invitation from the ‘Society. The Society’s custom of 
holding an annual dinner was instituted during the presidency 
of Dr. Benjamin Robinson ; a manuscript of his on a case of 
intestinal disease was also exhibited. 





Preparations and Appliances 
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A MODIFIED WATERS APPARATUS FOR THORACIC 
SURGERY 


Dr. W. B. Bacon, visiting anaesthetist to the Royal Manchester 
Children’s Hospital, St. Mary’s Hospital, and Christie Hospital, 
writes: One of the difficulties with a Waters canister is the 
secure .anchorage of the heavy soda-lime container. This is 
overcome by a simple clamp, fitting any operating table, to 
which a slotted length of steel about 14 in. (35 cm.) long is 
secured by means of a wing nut. This steel arm at its distal 
end carries a ball-and-socket joint which holds the canister and 
bag. The arm slides on the table clamp to any desired position, 
and the ball joint can be locked in any position suitable for 
holding the canister. Instead of the usual rubber bag the 


j 


. ments relating to John Hunter and his eldest son, John Banks . 
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' -with the largest endotracheal tube (consistent w 
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Oxford vaporizer concertina type of bag is used, the capacity 
of which is 2.84 litres. There is an inspiratory valve and 
pressure gauge mounted on the bag fitting. - 

In addition to the usual expiratory valve on the Waters 


mounting an expiratory valve is fitted on the facepiece as near ' 


the rubber rim as possible, thusxeducing.as much as possible the 
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Tuberculosis : Certain Unexplained Mortality Figures 


dead space. Between the canister mount and ‘the canister-is an" Sap, ——_Mr. G. Herdan (September 24, p. 706) has ‘conveyed 


easily -removable copper-gauze filter of the finest mesh. This is 
inserted in order to reduce the blow;over of soda-lime powder. 
It has not been found to increase breathing resistance to any 
appreciable extent. It is easy.to remove the canister, readjust 


the holding mechanism, and use the apparatus for assisted’ 
breathing should this be required, as often happens during the. 
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administration of curare. The photograph shows the apparatus 
Leigh and Belton, in their recent book ont paediatric anaes 
thesia, state that the soda-lime in the end of the canister nearest 
the facepiece is used .up first, thus creating an additional dead 
space. They advise the use of a. reversible canister. I use this 
apparatus at the Royal Manchester Children’s Hospital for 
such procedures as Blalock’s and -Pott’s operations for pul- 
monary stenosis. 
control over respiration; the concertina type of bag, mounted 
near the child’s head, materially helps this control. Cyclo- 
propane is given, and it is my practice to use a Cs; 








the larynx), thus giving easy access for-cathet 
A facepiece, with gaingee pad, is employed inste" 
tracheal’-mount, as it is found that a better gis-tight join 
obtained, giving more efficient control of Teshiration, particu- 
larly when positive pressure is required for inflation of ‘the 
lung. ad 






canister) attached ; expiratory valves are filly open and a flo 
a cylinder attached to the bed. Not yntil the patient is safely 
transferred to the ward, and breathing’ is satisfactory, is the 
apparatus detached. Adults continue oxygen inhalation either 


by B.L.B. mask or by spectacle, According to their co‘dition,; 
children are housed in an ONEGA tent. i : 


‘ai 


I am indebted to Mr. Wardlaw, of the Christie Hospital, for 


, the photograph, and to the British Oxygen Company for making 


the apparatus. i ; 
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The British Rheumatic Association at its annual general 
meeting elected Colonel Stoddart-Scott, M.P., chairman. Air 
Vice-Marshal Don and Dr. Francis Bach were elected vice- 
chairmen for the coming year. Among the nearly one’million 
disabled persons registéred, only 35,000 aré rheumatic sufferers, 
and these are mostly ex-Servicemen. 
Associgtion is concerned to secure :the privileges available under 
the Act for the large number of rheumatic sufferers who could 
benefit by it. ne i 
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_ Males: 


In these cases it is essential to have perfect ' 


All chest cases leave the theatre with the/ apparatus (without © 


The British Rheumatic i 


the impression, which is erroneous, that the ageing of the Scot- 
tish population is sufficient to explain most of the changes in 
the mortality from pulmonary tuberculosis in tbat country to 


_ which Mr. Walter Elliot (August 6,.p: 297) had drawn attention. 


In support of his contention Mr. Herdan has adduced a very 
roundabout argument, but, most strangely, he has failed to 
make a full examination of the available direct evidence—the 
mortality in specific age groups for each sex separately. These 
mortality rates are unaffected by changes in the age distribu- 
tion of the population. I present them below ; they show quite 
clearly that the changes in the mortality from pulmonary tuber- 


,culdsis in Scotland, and in particular the divergence from the 


‘experience in England and Wales, cannot be dismissed as a 
statistical fiction. 


TaBe l.—Annual Civilian Deaths from Tuberculosis of the Respira- 
‘ tory System per 100,000 Civilian Population by Age and Sex in 
England and Wales and in Scotland, 1939 to 1947 





Age Group 


55-64 


England and Wales 
1939-41 oe 
1942-44 sie 

‘1945-47 


Scotland 
1939-41 
1942-44 
1945-47 /’ 


Females : i 
England and Wales 
1939-41 . .. 
1942—44 
` 1945-47 


Scotland 
1939-4] 
1942-44 
1945-47 








, Table I presents the civilian mortality from the disease in 
England and Wales and in Scotland. To save space the death 
rates are given for triennial periods, but the annual figures also 
justify the comments which follow. Figures for Scotland in 
1947 were kindly supplied to me by the General Registry Office 
in -Edinburgh. Otherwise the information is taken from the 
published reports of the Registrars-General. 

Males.—In England and Wales the mortality of civilian males 
aged’ 15-34 increased during the war and then dropped sub- 
stantially in the ‘period ' 1945-7. In the older age. groups the 
‘death rate was fairly constant fluring the-war period;/and after- 
wards declined. The picture in Scotland for young adults was 
similar to that in England, but at older ages the rates increased 
slightly after the end of the war. 

Females——For civilian females in England and Wales the 
mortality in each age group declined during the period studied. 
In Scotland there was between 1939-41 and 1942-4 a definite 
increase in the death rate.amongst those aged 15-34, the rates 


_ for the older women remaining steady. By 1945-7 the mortality | 


had increased still further for the women aged 25-34 ; for the 
other age groups it remained at the 1942-4 level. 
The civilian. mortality rates from pulmonary tuberculosis were 
presumably inflated in both countries during the. war years by 
selective recruitment ofthe more’ healthy individuals for mili- 
tary service. It may be assumed that the effect upon the death 
rates was very similar in the two countries, since the same con- 


‘scription laws applied to botl. Hence the ratio of the tuber- 


culosis dedth rates“in the two countries will ‘bë, largely ` un- 
affected by selective recruitment. This comparison is presented 
in Table II, and it indicates the extent to which’ the Scottish 
experience has diverged both during and since the war from that 
in England. 
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TABLE II.—Ratio of Civilian Mortality from Tuberculosis of . the 
Respiratory System in Scotland to that in England and Wales, 
by Age and Sex, 1939 to 1947 ote 





Age Group 


35-44 45-54 .| 55-64 > 
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An example will make the interpretation of this table clear. 
The ratio of 1.19 for males aged 15-24 years in 1939-41 means 
that the pulmonary tuberculosis mortality among males of this 


age group ‘was: 19% above that in England. In 1942-4 the 
excess was 24%, and in 1945-7 it amounted to 46%.. The other 
` age groups indicate a similar (though lesser) deterioration of 
the Scottish experience in 1945-7 relative to that in England. 
Among females the divergence between, the Scottish and English 
rates is particularly noticeable for those women aged 15-34. 
‘During the period 1945-7 the rates in Scotland were about:90% 
greater than those in England. 

The statistical evidence thus indicates that: (1) the mortality 
‘from pulmonary tuberculosis among young adults in Scotland 
compares very unfavourably with that in England and Wales, 
and is relatively much worse now than it was early in the war; 
(2) the increase which has occurred since the war in the death 
rate from the disease amongst Scottish women aged 15-34 is a 
matter’ meriting the fullest investigation—I am, etc., 


IAN SUTHERLAND. 
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Modern Trends in Radiology ~- 


Sir,—The rather curious views propounded by Dr. James F. 
Brailsford (October 1, p. 724) as representing modern trends in 
radiology are not likely to be supported by his clinical -and 
radiological colleagues. ‘It is notable that in the bibliography 
all the references are to himself. He has always been an 
‘opponent of case finding as a method of control of tubercu- 
losis, and states that “it can be proved to have been responsible 
for the infliction of much mental and physical pain.” The 
following are the facts. 

In this country three and a half million. people volunteered 
for mass radiography. As a result of the initial examination 
13,401 were found to be suffering from active tuberculosis 
necessitating treatment. Samples. of ‘these: patients compared 
with samples of patients reporting with symptoms to chest 
clinics have shown that those detected by mass radiography 
require from six to seven months’ treatment before returning 
to work, as against eighteen months to two years required by 
those reporting to chest clinics. : A 

A still larger group of individuals with minimal tuberculous 
lesions or lesions of doubtful activity detected by mass radio- 
graphy have been kept under observation while at work. 
Presumably it is in this group that Dr. Brailsford believes that 
we are inflicting physical and mental pain. Chest physicians 
following up these cases and contàct cases do not report any 

_ adverse mental or physical effects on the individuals concerned. 
If Dr. Brailsford has facts and. figures supporting his conten- 
_ tion that, these simple procedures are being 
as to’ cauSe serious neuroses it is high time he produced them. 

Dr. Brailsford, in similar vein, makes a surprising criticism 
of Professor Morgan’s work on the early diagnosis of carcinoma 
of the stomach, and suggests that he abandons it until“a cure 
for malignant disease is discovered.” It is not misinterpreting 
Dr. Brailsford to summarize his views on the diagnosis of 

- tuberculosis and carcinoma as follows—wait until the patient 
has a.big haemoptysis or a palpable tumour. , 

Time prevents me from commenting on many other state- 
ments in this. article which cannot be substantiated by facts. 
Its general tenor can be judged by such remarks as, “ Mass 


‘ Oxford. 
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surveys are essentially bureaucratic regimental measures, de- 


signed by officials and enthusiasts.” And again, injection of 
opaque media “ can, in the long run, result in atrocities, cruelties, 


- or licensed murder.” It is deplorable'that such nonsensé should 


' 
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so badly handled ` 


have been given space in a scientific journal.—J am, etc., 
PETER KERLEY. 
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SR, —Dr. J. F. Brailsford (October 1, p. 724) is again severely 
critical on the subject of mass radiography. Let us analyse 


‘some of his objections for what they are worth. 


First he says, `“ Mass surveys are essentially bureaucratic 
regimentation.” As far as chest radiography is concerned 
nothing could be further from the truth. The whole procedure 
is entirely voluntary from the first miniature film taken to ‘the 
final clinical examination in abnormal cases. The fact that a 
number of people are able to pass through the unit in a short 
space of time smacks ‘no more of bureaucracy than does the 
walking through the turnstiles of the Motor Show. 

Secondly he says, “ Mass radiography has added nothing 
new to our knowledge of radiography of the chest.” Here 
again I would dispute his words very strongly. Quite apart 
from pulmonary tuberculosis, what about the unsuspected early 
neoplasms which dre discovered? Up to the end of 1947 
257 cases of pulmonary neoplasm were picked up by units in 
this country, 198 of which are known to have been referred to ° 
thoracic surgical units (Ministry of Health figures). wa 

Apart from Dr. Brailsford, I think that practically every 
physician in the country recognizes and applauds the early 
detection of ‘pulmonary tuberculosis ‘by miniature radiography 
or any other means. Every experienced worker in the field of 
tuberculosis knows that some lesions, even if they appear soft 


radiologically, do not progress over a period of years, whereas ` 


others wiil spread rapidly. What nobody can yet say is exactly 
which type of lesion will or will not heal. Our knowledge in 
this field can only be broadèned by the serial observation of 
more and more of these unsuspected cases. i 

The “ stigma of being labelled tuberculous,” which Dr. Brails- 
ford so greatly fears, is surely diminishing in this enlightened 
age and will continue to do so if we find and -boldly follow up 
all types of case.—I.am, ete., f 


Keresley, near Coventry. A£. GORDON EVANS. 


Sirn,—No one could doubt the truth of Dr. James F. - 
Brailsford’s statement (October 1, p. 724) that there would 
be fewsf ‘@xccs in the interpretation of radiographs if radio- 
logy Was alwys ‘preceded by a sound clinical examination, but 
the Second Mrt of his statement, as far as .diseases of the 
ches! are concerned, is simply untrue and quite unsupported 
by €xperience. . 

I/do not know, how many chests Dr. Brailsford examines 
clinically, but I can put my experience on record.. Of the 31 
cases of pulmonary, tuberculosis now awaiting admission -for 
sanatorium treatment-from my area, only 10 patients had signs 
which were revealed .by clinical examination by, at least, two: 
different examiners. Onè of the 10 patients has a large pleural 
effusion, five have far advanced, extensive,-and incurable lesions, 
and only-four have some cance of recovery by adequate treat- 
ment. Fad, in the other 21 cases, radiography been omitted in‘ 
favour of.» negative clinical -examination the consequences 
would hak: been disastrous. 

, It is*highly regrettable that at the time when in medical 
papers all responsible workers who know every aspect of tuber- 
culosis incessantly try to impress on the general practitioners 
the absolute necessity of referring all- suspicious cases for a 
radiological examination as early’as possible, notwithstanding 
whether clinical examination „reveals any signs, unqualified 
views should be expressed with apparent authority to the 
effect that “the least harm will come from omission of the 
radiograph and most from omission of the clinical examina- 
tion.” Such a statement, without any evidence: to support it 
and quite contrary to the experience of all chest physicians, 
can only achieve one purpose, to confuse the general practi- 
tioners, who to a great extent rely on the reading of scientific 
papers, and to diminish the co-operation with chest physicians 
with the result of losing valuahle timé and lives. 
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ÅUREOMYCIN. Hyprocutoriwe Lederle, 'cocci, (especially staphylococci), and 


gives promise of being one of the. infections caused ‘by coli-erogenes 


most versatile antibiotics yet dis- bacteria. It is also highly specific 
covered. It is a potent antibiotic against rickettsial infections. 


against many Gram-negative and Aureomycin has been used successfully 
against infections that have-become 


Gram-positive organisms and against 
primary .atypical pneumonia. resistant to penicillin, streptomycin, 


‘AurromyciIn has been found .useful or sulphonamides, and in patients 


a 





in the control of infections caused - who exhibit severe and uncontroll- 
by penicillin-resistant Gram-positive able sensitivity to these latter drugs. 


— 


wa ADVANTAGES . 
. / y2 
‘ Aureomycin exhibits the following advantages :—Essentially non-toxic 
(excepting allergy) . . « Unlikely to produce fastness in pathogenic 
$ organisms . .. Effective against many organisms previously in- 
susceptible to chemo -therapy . . . Available in oral i eeu and 

te apis ophthalmic dosage forms. `~ 


CAPSULES: Vials of 16 capsules each containing 250 mg. 
OPHTHALMIC: Vials of 25 mg. with’ dropper assembly ; solution 
- prepared by adding 5 cc. of distilléd water. 
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T aa : T Gaining two and losing one may be good draughts, 

3 but it it usually is not sdund therapy. in peptic ulcer. , Yet that is what may occur when 

ordinary, alumina gel reacts with gastric HCI to form astringent chloride.. Efforts to relieve i 
the resulting constipation`may partially offset the healing effects of alumina therapy. . 

Gelusii* Antacid Adsorbent tablets provide a specially prepared alumina gel which remains w Y 
virtually unaltered in contact with hydrochloric acid in the stomach. Gelusil forms a pro- | 


n or alkalosis. 
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i i "Each tablet-—Mag. Trisil. 74 grs. 
Hoo Paus - Alum. Hydrox. ae 
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tective colloid which permits normal healing without producing constipation, acid rebound 
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va “TRADE MARK REG. ' 


C Mand. WARNER and&Zk POWER. ROAD, LONDON W.A. 
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WhyRibena in” 
í Wounds and Fractures > . 


Because hypovitaminosis-C inhibits formation 
of reticulum and collagen, thus retarding healing 
and adversely affecting the condition of the re- 

. °° suiting scar. Similarly it interferes with normal 
_ callus formation. Because, too, ‘Ribena’ is a 
„particularly rich Source of the natural vitamin-C 
complex. ‘Ribena’ consists solely of the un- 
diluted j juice of fresh ripe-blackcurrants and sugar ; 

it providés a minimum of 20 mgm. of vitamin-C — ` 

., per fluid ounce. 


..- Many} surgeons’, em plo K “Ribena, bo „pré i 
and any. sarge oper Ribe in oth on : 
the gastro-intestinal tract and in orthopædic; 
procedures. Important indications also are cases ~ 
on acute and chronic sepsis, such as contaminated 
wounds and infected sinuses. More’ detailed 
information will be gladly sent on request. 


Ribena is the pure undiluted j juice of fresh ripe 
biackcurrucis with sugar, in the form of a delicious 
syrup.. Being freed-from all cellular‘ structure 
' of the _frait, it will not upset the most delicate. 
‘ stomach. It is, particularly rich in natural vitamin 
_ C (not less than. 20 mgm. per fluid ounce) and — 

associated factors., 
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na BLACKCURRART SYRUP 


RIBES NIGRA,’ s 
‘at s 
opt. ILAJ) i 
CARTER & CO., Ltd, (Dept 
i ” sa Forest ‘Factory , Coleford, Glos.., i vy 


Eire) . Ltd., 
b er, to proprietarie { 
should Parkgate Street, Dublin. 


| Bire.—-dnquirtes Bar ne 
shine HIT ! 


FIBROSITIS—with 
” Rheumatism {Acute and Chronic}; Muscular Pain (of Traumatic 





The Successful Treatment of 
< FIBROSITIS. 


‘and cerfain cases of 


ARH EUMATISM 


` with | 


NOVUTOX 


A mass ‘of ovidanis haii accumuls 4 to show’ that the treatment of 
Fibrosifis and ‘certain "cases of Rheumatism with Novutox injections 


“~ 


providas not only complete restoration of function with immediate 


relief from pain, but also, in many cases, early recovery. 


interested members of the medical profession. are invited to write 
for “a copy of a' Thesis on ” THE INJECTION TREATMENT OF 
special reference to: Lumbago, | Muscular 


Origin }." * 
NOVUTOX Is available In: 


O 2-oz. and 20-oz. Bottles: 4%, 1% and 2% Solutions. 


Boxes of 12 x 2 c.c. Ampoules: | % and 2% ‘Solutions. 


Each c.c. of Novufox 2% contains .0.02 gm. ethocaine hch, 
9.00002 gm. epinephrine and 9.00002 gm. capryi hydro- 
cupreinotoxin hel: Ofher strengths of Novutox contain these 
elements {with or without apinephrina) in varying: proportions. 


PHARMACEUTICAL MANUFACTURING COMPANY 
THE LABORATORIES, CHELTENHAM, „GLOS. 
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I recently experienced some difficulty’ in persuading -a . young 
bus driver who “never lost a day’s work” to be examined at 
the clinic after “his 14-months-old baby had died of miliary 
tuberculosis. Actually his views, probably obtained, from the 
lay press, were very much like those expressed. by Dr, Brails- 
ford, but.at last he gave in and his x-ray film showed a large 
cavity in the left apex and his sputum was positive. Does 
Dr. Brailsford really -think that in this case, andin similar 
cases which are a-commonplace experience in any chest clinic, 


that'a mass radiography survey, which would have picked up `. 
this man before fatally infecting his child, would have only - 


x 


good’ ?- . > u 

Every sane person will agreé with Dr. Brailsford that “ there 
would appear’to be no more justification for removing a healed 
or quiescent lesion of the lung (which would not have been 
suspected if there had been no radiograph) than of any other. 
structure, or in fact for removing any normal tissue; since 
valuable healthy lung, is' removed.” But this sentence, read 


“seriously interfered with -his life without contributing any 


` 


together with. the “previous paragraph stating that “the most - 


successful surgical results have been obtained: in casés which 
have previously ‘healed . themselves and are symptomless,” 
implies that thoracic surgeons quite unnecessarily perform 
mutilating operations on patients with healed lesions. I doubt © 
very much .whether Dr. Brailsford really realizes the serious- 
ness of this charge. A surgeon who would perform a major 
and often “mutilating operation unnecessarily would be guilty 
not only of gross ignorance but at the sam¢..time he would, 
expose himself technically to a legal suit by, ‘the patient for 
causing grievous bodily harm. It is not B: to me whether . 





Dr. Brailsford levelled this very serious c 2 against American 
surgeons based upon his American expS.icr,es or whether he, 
left in his American audience the impression that this sort of 
thing is being done by British thoracic-surgeons, but the;fact is 
that the reputation of British medicine and surgery is s ‘Il very 
high in the United States and such a serious: accusatiofn should 
not pass unchallenged. As these utterances were me: not only. 
in print but apparently in several lectures inthe Yinted States, 
. Dr. Brailsford should either -substantiate this /statement by 
_ incontrovertible evidence or should withdraw it ublicly without 
reservation.—I am, etc., 


Colchester, Essex: > 
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HE, KELLERMAN. . 


Essential Hypertension int Pregnancy 

Sr, —I feel it my duty publicly to acknowledgé: how deeply 
| deplore the-fact that I have misunderstood Mr. R. H. Para- 
more’s ‘ideas on the mechanism which induces hypertension and 
causes renal cortical ischaemia in pregnancy. I ‘might possibly 
be_excused. on‘ account of, the way in which Mr. Paramore 
expressed his ideas in his létter in the Journal of August 27 
(p. 486). . I quote from this letter ^“ In my view spifial g¥algesia l 
acts by inducing: a state comparable with shofk. -There is a 
great ‘fall of blood pressure, and blood is ng: thrust into the 
`“ renal medulla to maintain the obstruction W+he ‘exit of urine 

from the- triniferous tubules.” To me it y£cins logical that if 
the belief of Mr. Paramore was that the sginal' analgesia helped 
by preventing the blood from being thrusf into the renal medulla 
it was because he thought this to be” the ‘responsible factor. 


., 


However, as no one could know Mr.Parainore’s ideas on the 
subject- better than himself I am really admitting my mistake ; 
and again plead to be par iia for my apparent lack of 
‘clairvoyance. ; a eG 
One thing 1-can state without-hesitation—namely, that my- 








letter. (September 17, p. 650) answering Mr. Paramore’s direct -- 


reference to me and togthe`book`in the writing of which I 
Gollaborated’ was not dictated under any “ misapprehension”; - 
on the contrary, it wag’written with all sympathy to Mr. Para- 
more for his pioneesifontribution, to the treatment, of eclamptic 


patients by. means ot Spinal analgesia—I am, etc, | a 





r P : an H Fi 
Oxford. ae : Jy TRUETA. 
** This’ correspondence: is now closed.—Ep., ty 
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_ injection of “cycliton,”. but we have not seen similar effects 
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As'regards Dr. Brailsford’s remarks. on mass radiography, 3 
is it possible that Dr. Brailsford has in the-heat of the argument | 
momentarily forgotten that tuberculosis is an infectious disease ? | 


. ’ `? A` New Neonatal Syndrome '  , 

- SR,—ln reference to the letter by Drs. Crystal: Bates and 
A. P=M. Page (October i, p.-756) adding another case to the 
interesting series published by Mr. W. G. ‘Mills (August 27, 
‘p.-464), we should like to record that we have seen 20 similar 
cases in Liverpool, the details of which we intend to publish 
We believe these cases were dué to the intra-arterial 


follow the use of lobeline—We are, etc., 
/ X 


r ` $ -_ F. P. HUDSON. 
„Liverpool. ANNE MCCANDLESS. 


i 


Penicillin in Early Syphilis `- 


’ \ 

Sir,—Your annotation on this sūbject (September-24, p. 694) 
presented in able fashion the position at this moment of transi- 
tion, ‘but I should like to take exception to the statement that 
the results of Eames and Miller (p. 672) “are appreciably worse 
than those reported after similar treatment [my italics]; by 
McElligott, Jefferiss, and Willcox.”- Surely, Sir, the secret of 
the better results obtained by the latter method" lies’in the 
choice of a more effective arsenic and bismuth course rather 
than in the method of employing penicillin, since it is gener- 
ally accepted that the method using a daily single shot of 
‘penicillin in -oil-beeswax' is not superior to the three-hourly 
regime of adequate penicillin dosage in aqueous solution. , The 
essential basis of this course. consists in the concurrent admini- 
stration of arsenic and bismuth twice weekly over a period of 
six weeks,” and the Ministry, of Health recognized its value 
in preventing -clinical and serological relapse in 1943.°—I am, 
etc, ` 7 a oe N 
Liverpool. 


i a 

O. A. F. Ross. 
REFERENCES -7 ; : mi 
1 Brit. J. vener. Dis., 1948, 24, 45. REg 
2 Ross, A. O. F., Lancet, 1930, 2, 1206. - 
3 —— Brit. J. vener. Dis., 1945, 21, 123. 


4 Ministry of Health Recommendations on the Treatment of Merchant Seamen, 
ibid., 1943, 19, 77. - pA A 
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Myxoedematous Madness 


Sm,—Dr. R. Asher’s article on myxoedematous madness 
(September 10, p. 555) gave prominence to hypothyroidism as 
the aetiological factor in certain psychoses. The exhibition of 
thyroid extract in psychoses has frequently,been tried with -dis- 
appointing results, except in some cases of schizophrenia, and 
apart from myxoedema the mechanism ofthe therapy is very 
obscure.’ Hyperthyroidism is classified’ as a psychosomatic 
illness, and a considerable proportion of.cases are an expression 
of an anxiety state. Occasionally it is associated with a manic- 
depressive psychosis. ‘Because of this rare association of 
thyroid dyscrasia and psychosis I feel the fallowing case is 
worthy of quotation. . ' - i 


A married woman, aged 49, came to see me in March, 1948. She 
was „depressed and sleepless at nights. She felt “ awful.” in the 
mornings and found everything too much trouble. There was no 
-evidence of physical disease, and'I decided she was a case of mild 
involutional depression. She responded well to dextro-amphetamine 
sulphate and a sedative at night; but when after a year of this 
treatment she was much the same and very dependent on drugs I 
decided it was time she saw a psychiatrist. He-agreed with my 
diagnosis and advised E.C.T., but she could not face the idea of 
a mental hospital. ; : 

In ‘April, 1949, she became profoundly depressed, She felt so 
wretched she said she would agree ‘to any treatment and went as 
a voluntary patient to-a mental hospital. She stayed there for five 
days and then returned home as bad-as ever. I ‘was loath to certify 
her, and while'} was observing her the picture changéd completely 
and ‘dramatically: within a°month she was the picture of thyrotoxi- 
cosis. She lost weight, sweated profusely, had a tachycardia, and her 
thyroid gland’ enlarged. She looked `a textbook picture. With the 
advent of this new syndrome her depression vanished. She became 
cheerful and started eating and sleeping. Thyrotoxicosis was con- 
firmed at the local hospital, and she was put on the waiting-list for 
operation. Her admission was delayed until -July, 1949, during 
which time she became manic., She arose-at 4 a.m. and cleaned 
her house from top to bottom. She could not keep still—this with a 
pulse of 140 and oedema-of her ankles. These symptoms subsided 
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, response to the spate of enthusiastic articles- on geriatrics ? 


on thiouracil, and when she was finally admitted for operation ‘there 
was no marked psychic abnormality. Her thyroidectomy was unevent- 
ful, and she is now her normal self. ¿She is still a bit apprehensive 
about exerting herself and doing a ‘full day’s work, but she eats 
well and sleeps well and keeps cheerful without any marked swing 
of affect. 


In this case thyroid auto-intoxication appeared to raise 
endogenous depression. Mania intervened but was controlled 
by thiouracil. Thyroidectomy appears to have cleared the 
condition except for some residual anxiety such as one would 
expect after such a long illness. Was this a series of 
coincidences, or was there cause and effect ? , As in Dr. Asher’s 
cases thyroid alleviated the condition, but she was no case of 
myxoedema in the first-instance.—I am, etc., 
- Ibstock, Leics. C. A. H. Watts. 


Sir,—I feel confident that Dr. E. B. Davies has indeed earned 


` the gratitude of all physicians and psychiatrists with his interest- 


ing letter (September 24, p. 706) on myxoedematous madness. 
When we next encounter a case of myxoedema with psychosis 
we must earnestly remind ourselves that the association of these 
two relatively rare disorders is probably fortuitous. Moreover, 
should. the méntal symptoms disdppear as the myxoedema re- 
sponds to thyroid. we must remember that this, also, is: likely 
to be accidental. 
spontaneously. 


After: all, psychoses do remit or subside- 


On the other hand, if we have helped a psychotic patient to. 


recall with emotion some highly significant event, such as, for 
example, having seen in childhood his mother or her father in 


the bath, we may rejoice at having struck gold. For then we. 


can-be quite certain that we have skilfully unearthed the specific 
cause of the mental disease, and not merely some irrelevant 
association.—I_ am, etc., i f 

Dumfries. i E MARTIN ROTH. 


' x 


‘ \ 
. _ Old Age’ : 
SIR, —I fear the wording of one or two phrases in my letter 
on old age (October 1, p. 758) was unfortunate., Naturally 


I was speaking to my colleagues, and all doctors know that 
euthanasia is not allowed. ‘In any case; I no longer believe 


in it, as I am a Catholic. The mention of it was meant to be. 


more in the nature of a query to, other doctors—especially non- 
Catholics—as I am anxious to know their 
selfish and apparently useless old people.: 


But there are other, and:kinder, and easier ways, surely,’ of “from tuberculosis i 
dealing with such cases. One I mentioned was segregation— 


and here I would advocate the formation of another society 
—theré is room for one—a society governed by a, panel of a 
feW. doctors, clergy, atid one or two barristers. Let, this panel 


4, 


point of view about.. 


` 


haye authority to deal’ with the cases of hardship and frustra- . 


tioi mentioned. Cases could be reported to the panel, or’ the 
down-trodden ‘victims could consult it. Further, this panel 
should have authority to order segregation or other treatment. 
There are plenty of big, roomy rectories which the occupiers 
would be only too glad to’ vacate.—I am, etc., 


Portsmouth, J. RusHwortH Lunp. 


SIR, —I hope you will take up Dr. Lind’s 
ber 1; p. 758). Must we for’ ever, as a profession, pass by ‘on 
the other side? Over 75, we become increasingly conscious 


—t 


challenge (Octo- ` 


” 


that we are cumberers, but how -can we combine effectively to. 


express that point of view and get the co-operative help of those 
who bear the burden and heat of the day ? 
The last twenty-five years have shown how public opinion 


' can change in such a matter as a general acceptance of crema- 


tion, for example. Must voluntary euthanasia be for ever 
“impossible” for serious discussion without such a prefix as 


“brutal” being applied to it ?—I am, etc., 


. “ SEVENTY-NINE.” ' 


I Ly 


Sin,—A letter by Dr. J. Rushworth Lund appeared in the 


Journal of October 1 (p. 758) entitled “Old Age.” Many like’ 


myself must have readiit and no doubt asked themselves the 


‘same questions that occurred to me. (a) Is the letter intended 
;as,a joke ? (a poor one admittedly). (5) Is it merely, a flippant - 
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(c) Is it a bait to stimulate correspondence on the many prob- 
lems concerning old age which are on the tapis at the moment 
as'a result of recent legislation on health and welfare ? 
(d) Could it, by any possibility, be meant to be taken seriously ? 
-I confess I do not know the answers to these questions. 

It is, however, well that we should accustom ourselves to the 
idea that we are an ageing population, that the proportion of 
elderly persons to the wage earners has greatly increased. All 
the implications of this are by no means fully recognized. We 
need not, however, disturb our minds with erroneous ideas as 
to the selfishness of the old or that “so many live only’ for 
themselves,” for we know better. Selfishness is inherent in all 
of us." From the moment we are born we are:selfish. If. we 
are spoilt in'childhood and not trained to resist such impulses 
the fault grows in' us, and if in adult life the spoiling goes on, 
-as sometimes happens, then probably it will last into old age. 
For this we must not blame, the old but rather pity them. 
Such persons are rarely happy, and who are we to sit in 
judgment on the faults of our neighbours ? Some, it is true, 
may be a thorn in the flesh of those to whose lot it falls to 
look after them, but thorns are an essential part of life. ` 

As to`the question, “ Why encumber they the ground ? Ép 
the only answer is yet another question, “ Why encumber wè 
the ground ?” To-question one corner of the plan of life is 
to question it all. 

“As to euthanasia, it is only when one reads a letter of this 
type (and maybe it was after all only a joke) that the hideous 
possibilities of such procedures suggest themselves to one’s 
mind.—I am, ett., mr l 
i oes i E. M. HICKEY. 

T eA : 
a TE ee have written to express their 


disagreement wit r. Lund’s earlier letter. This corre-- 
spondence is now c®sed.—ED., B.M.J. ga . 
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B.M.A. Tuberculosis Group 
Ġroup of the 









B.M.A. ‘ygzre are a number of urgent matters needing con- 
sideratio For many years the profession has played with 


of the ‘prevention of human tuberculosis of bovine 
- Arthur Myers’ has claimed, “The control of 
ws, therefore, has markedly reduced the inci- 
; infection, the morbidity, and the mortality 
' man.” To-day only 16%. of our cattle 
herds are certified fregjfrom tuberculosis: It is time that pres- 
sure was put on the Gavernment to-complete this eradication 
of bovine tuberculosis w a a fixed date. — ẹ 
The next question that- řeguireś careful consideration is that 
a proper critical examination should be made and. published of 
the resuJto-of treatment-in all public sanatoria. Radical changes 
in ou? present methods for controlling this disease may be 
found necéssary.. The association of cancer of the lungs with ` 


dence of tuberculo 






tuberdyosis_in the lungs or in some other organ of the body 
is also“ orth’ ivestigating.—I am, etc., 


Itchingficld!'Suss ” SYDNEY GORDON TIPPETT. 


; - REFERENCE | ’ : 
1 « Bovine TubercuMsis Eradication in the United States and its Resulting 


Beneficial Effects on Hulman Health:” Proceedings of the United States Li vestack 
Sanitary Association, 194%, i . i i 


'- ' Men, Machines, and Materialism 
Sir,—Inevitably there arise in the tides of men’s affairs issues 
which demand attention. Wars and their accompanying, prob- 
lèms call for direct action, and commonly the men and the 
rieans are found and the resources of the people are urgently 
aployed. There follows almost inevitably a period of relative 
exhaustion and uncertainty. With--these phenomena we are 
familiar. With the threat of physic extinction or subjection 


, we have grappled not -once- but again, and with a remarkable 


F 


unanimity and singleness of purpose. : 

effect on a civilization of two major | 

would be Nile, but the contemplation of certain human trends 

—trends wich display the “inevitability of gradualness.”’ and 

a maligna A Persistence—cannot fail to betiravely distiirbing. 
i] 


minimize the éroding 
rs in one generation 





`; and prays that “ 
delivered by him, all the diseases of our souls may be healed.” > 
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Two recent publications in your own columns have met and’ 


faced the most disquieting of these problems. 

Professor Geoffrey Jefferson, in his‘ Lister Oration (June 25; 

1105), has: assessed the value of the concepts- embodied in 

Dr. Norbert ‘Wiener’s book Cybernetics and appraised the use 
of the varied analogies there propounded ; but he sees “ danger 
threatening—that ‘of anthropomorphizing the machine,” and 
ends. by ranging himself with the humanists. Dr. F. M. R. 
Walshe, in his letter (August 13, p. 383) inveighing against the 
most recent example of “ materialism ”? within our- own’ gates, 
sees us. being led “from the free status of a learned profes- 
sion to that of a sub-group of that drab and alien abstraction 
‘economic: man.’ ” 
. Not the least of our perils lies in our own approach to this 
spreading cult of materialism. Scientific method induces us to 
weigh and to analyse evidence and motive, and there is a com- 
pelling charm in these procedures which may blind us to the 
fact of: our esséntial humanity and to the existence of the 

“incommunicablès ” which go to make it. Study of the com- 
puting machine and allied mechanisms may help us to greater 
understanding of those cerebral mechanisms which are explain- 
able in such terms,land “ analysis ” (in the psycho- analytic sense) 
has afforded and¥inay continue to afford us greater insight into 
the motivation: ofs+human behaviour. But the “analytic situation ” 
and the “ mechanistic analogy” may assume’ disproportionate 
significance, y: paralysis of action with spiritual sterility ensue. 

Other discigunes than ours stand thus imperilled. Professor 


F. H. Ayers’ (Reflections on Our Age) has shown: how philo- ' 


sophy has long’ concerned itself with the minutiae of human 
conduct and endeavour but finds that though the “aims - “of 
philosophy ” 
is as yet nọ common agreement how they should. So may the 
web become’ denser, the skein more tangled, ‘and thus persist 

“the always frustrated struggle of human contrivance relying 
on itself/” (Charles Morgan, The River Line). 


Therg, Sir, I submit, lies the challenge to- day. The liberal 


profession of medicine no less than any other can refuse this 
challe vže, can acknowledge the advance of materialism, can 
£0 w ith the tide. It may be argued that this conflict has pro- 
gresscy: too far. I would remind you that the epic actions 
have Always been fought by the rearguard, as at Roncevaux 
and: at Fhermopylae. To refuse the challenge is not to court 
defea ° 


Taunton, Somerset. R. Sessions HODGE. 


l - St. Luke’s. Day 


( 

S1R.—The ‘eighteenth of October is St. Luke’s Day. On that 
day -Christians in all parts , of thé world commemorate ‘the 
pdxtron saint of the healing profession. They -recall with grati- 
' pude the gospel that he wrote for his fellow, men. On that day 
the Church recalls with thankfulness the fact that this physician 
ee called. tobe “an evangelist and physician of. the soul,” 
by the wholesome medicine of the doctrine 


That is indeed a consummation devoutly to be wished. Let us 
‘study these prescriptions for the soul of a world, sick nearly 
to death, which this physician had learned from the Master 
and has preserved for us. In these latter days modern scholar- 
ship, and modern translations of Luke’s Greek manuscript, give 


us the opportunity of understanding better perhaps than pre-~ 


ceding centuries these’ prescriptions for a new way of life and 
health for ‘a sick world. Was Renan right in calling this small 


book of. this Gentile doctor “the most peur book‘ we 


possess ... a book full of joy” ? 

It is a pen portrait by-a literary artist of the buman Jesus 
Christ: ofa man fond of little children; the champion of the 
cause of women; the Rabbi: who welcomed women as his 
disciples ; ; the friend of hated Quislings and notorious sinners 
‘shunned. and neglected by the orthodox of his day ; the Teacher 


who could ‘remake these wrecks of humanity, transforming | 
Quislings into true patriots and -great sinners into saints, con- | 


verting Matthew the tax collector to Matthew the scribe of’ the 
Kingdom, and Mary of ‘Magdala to be, Mary Magdalene, first 
witness ‘:of . ‘his. resurrection, to his chief apostles. This joyful 
` book’ of Luke’s is full ofthe joy of lives that seemed failures, 
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-may be'ʻto discern how men ought to live there’ 


; it is to accept it—I am; etc., e 
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hopeless ' failures, transformed to be happy and successful 
beyond all belief. And this ‘miracle was effected by love— 
forgiving, understanding love, such as the world had never 


- witnessed. Luke’s own closest friend and colleague in his later 


life was perhaps the greatest case of this incredible marvel— 
Saul of Tarsus, the arch-persecutor of the early Christian 
church, the natrow nationalist Pharisee, transformed into Paul 
the devoted missionary of Christ to the Gentile world. And 
Luke’s second great book, Acts of Apostles, 1s devoted to 
recording the. work of Peter and Paul, both of them failures— 
transformed, both of them, by the resurrection of Christ, to 
become His messengers-in-chief to the world—both of them 
dying, if the-\tradition be true, as martyrs for “the gospel“ 
at Rome. 

Can the present sickness of the world’s soul be remedied, 
or is it past redemption ? It is the message of St. Luke (and 
St. Paul) that it can be remedied—that the world’s sick soul can 
be cured. But only by the medicine prescribed by the Master 


‘Physician as recorded by St. Luke and his colleague St. Paul, 


in the gospel and Acts of Apostles. And the “active principle ” 
of this “medicine” is derived from the- historic fact of the 
resurrection of Jesus. That is the astounding climax to which 
Luke’s first “treatise” leads, making sense of Jesus’ mission 
and-.message to the world. Surely our mammon-ridden, war- 
weary world to-day needs the “wholesome medicines” pre- 
scribed in the Gospel of St. Luke and Acts: “You cannot 
serve God and Mammon,” and “ Remember the words of the 
Lord:Jesus when He said, ‘It is happier, more blessed, to be 
' giving than getting. "—I am, etc., 

Banstead, Surrey. HERBERT CAIGER. 

t 4 
Sensitivity to Streptomycin 

Sir,—Dr. M. C., Wilkinson (September 24, p. 707) sets out 
some’ of the problems associated with the development of 
streptomycin sensitivity in nurses. He adds that by reporting 
experiences some way of protecting persons sensitive to strepto- 
mycin may be found. I therefore’ briefly report a case of 
streptomycin sensitivity to illustrate some other aspects of the 
problem which this condition presents. 


Eleven months after commencing handling and administering 
streptomycin, a nurse, aged 43, with menopausal symptoms and of 
neurotic disposition, developed puffiness and itching of the eyelids. 
This was thought to be due to a local condition, but no local cause 
was found. Four weeks later the realization that the condition might 
be due to streptomycin sensitivity led to the carrying out of a patch 
test. This gave a strongly positive reaction. The chemosis of the 
eyelids increased and she felt unwell. She was at once removed from 
work involving the handling of streptomycin, she was given 
“‘anthisan ” by mouth, and the condition cleared up within a week. 

Four months later the swelling of the eyelids recurred, and in 
addition there was flexural dermatitis of both elbows. ' Interrogation 
revealed that she had recently been handling soiled linen which 
included napkins belonging to children receiving streptomycin for 
tuberculous meningitis. Once again the condition was controlled by 
removal from the apparent source of contact and by the administra- 
tion of anthisan by mouth. Three months later a dermatitis appeared 


„on the wrists and hands as well as the other areas previously involved. 
.A month later, two days after commencing the use of a simple 


ammoniated ichthyol ointment to the eyelids, a severe chemosis of 
the lids occurred which subsided on stopping the use of the ointment. 
The dermatitis remained quiescent for a period of two months until 
recent weeks. Now, ten months after the first manifestation, a wide- 
spread confact . dermatitis involving the forehead, neck, eyelids, 
elbows, wrists, and hands has occurred necessitating her being put off 
duty. , Anthisan is now ineffective. 


This case illustrates several points. As in Dr. Wilkinson’s 
first case, the original manifestation of the sensitivity was in 


-` the eyelids and not on the hands as would be reasonably 


expected. In the second place, protection by wearing rubber 
gloves whilst handling streptomycin solutipns may give a false 
sense of security if no protective measures are employed when 
“other sources of contact such as soiled linen are handled. Most 
important of all, when sensitivity develops it is a very distress- 
ing and incapacitating condition which appears to persist after 


‘all obvious sources of contact with streptomycin have been 


excluded. This raises ‘the question as to whether development 


of streptomycin sensitivity predisposes to’ sensitivity to other 
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agents. The fact that the development of streptomycin sensi- ' 


tivity in a, nurse may accentuate the already critical shortage 
of tuberculosis nurses is a side-issue of no little importance. 


I wish to acknowledge the help given by Dr. R. Aitken, Dr. 
‘G. A. G. Peterkin, and Dr. J. Macaskill in this case. 
—I am, etc., 


Edinburgh. N. W. Horne. 


Massage with Adrenalime 


SR,—My attention has been drawn to a letter by Dr. G. L. 
Foss on this subject (October 8, p. 816). I wish to point out 
that the circular to which he refers has no connexion with my 
article (Medical World, April 15, 1949), In it no suggestion 
‘was made of any relation between the adrenaline- -cream treat- 
ment for chronic rheumatism and Kendall's “compound E,” 
and the treatment of rheumatoid arthritis was not even 
‘mentioned. I wish especially to disclaim any association with, 
or knowledge of, the pamphlet to which Dr. Foss refers.— 
I am, etc., 

‘London, W.1. 


+ 


' Simulated Amnesia 


sir »—May I point out to Dr. Harold Palmer (August 27, 
p. 487) that I have put forward and fully discussed the conten- 
tion that malingering only occurs in the hysterical personality 
(Psychiatry, A Short Treatise, 1948, Bristol, pp. 109 and 115) ? 
This would appear to agree on all major points with his remarks 
in his letter, Malingering as a psychiatric notion should be 
discarded, as it carries a definite legal implication. From the 
medico-legal ` point of view it is unlikely that a diagnosis of 
hysteria would in any way distort the judgment of the courts 
in favour _of an evildoer. Society cannot be expected to pay 
for the behaviouristic experiments of the so-called malingerer, 
of the hysteric, or of the psychopathic personality. By discard- 
ing the term “ malingerer” no harm would therefore be done, 
while the integrity of psychiatric nomenclature would be 
preserved.—I am, etc., 

Kingswinford, Staffs. ra 


Louis Moss. 


W. A. O'Connor. 


Hypnosis in Treatment 


Sir,—I am glad that my letter (September 17, p. 653) has 
stimulated some interesting views on hypnosis. However, I 
rémain far from being reassured about its possible dangers. 

Dr. ‘Neville, Murray (October 1, p. 756) admits that ‘my 
postulates are correct in part, while the other parts of the 
whole remain among the great unknown imponderables. He 
mentions the Rorschach test as being one which gives objective 
evidence of personality structure. Although I have no experi- 
ence of it, I believe that it works on the principle of the ink- 
blot test, and I would be surprised to find it more than a rough 
measure, which is difficult to assess and judge, apart from the 
preconceived ideas of the widely differing schools.of psychology 
or from the subjective personality of the examiner. While some 
aspects of personality are rightly the concern of psychology, 
we cannot concede that other scientific and human disciplines 
should not be entitled to an equal.or greater concern. Lastly, 
he makes an inaccurate presumption as to: conceptions I ‘am 
supposed to hold—I used the word “ influence”; he uses the 
term “mental assault.” 

Dr. A. P. Magonet (p. 756) also makes an inaccurate pre- 
sumption | in stating that I believed hypnotized subjects to 
be “passive automatons.” Fortunately there are limits to 
what even they will accept iñ the way of suggestion; we 
all know that well enough. He cites the case of a girl with 
cardiospasm who could not swallow the fact that her mother 
had died. This presupposes that the girl was intellectually 
capable of conceiving a symbolic idea containing a high degree 
of abstraction. 

Symbols of this kind are all very well for the highly educated, 
but symbols in general are originally spontaneous and relevant, 
unless the subject is very suggestible and the idea is implanted 
from outside, which may well have been the case in this patient. 
Death is associated with ritual eating admittedly—e.g., wakes 
and the now extinct sin-eater—and we know something about 


- 


- 


‘monary tuberculosis is still deplorable. 


the history of such practices. They are considered to be 
inappropriate to modern thought, but may be the basis of this 
symbol. The fact is that two separate events occurred at the 
same time with all probability of causal connexion. The nexus 
might consist of a symbol but might also be of a different 
nature altogether—e.g., a chronic manifestation of the swallow- 
ing difficulties some of us have felt in acute form while awaiting 
viva voce examinations. In this case feelings of emotional 
insecurity at the mother’s death would give rise to the state of 
chronic anxiety, only understood in part by the patient, whose 
attention is concentrated on the symptom. 

Under hypnotism, with the critical faculties depressed volun- 
tarily even if not altogether in abeyance, it is likely, that a 
variety of more or less plausible explanations would be accept- 
able. If the explanation is accepted by the patient in a case of 
that sort the symptom may disappear. So it has always done 
over the face of the globe and for many centuries. 

Such examples do nothing to alter my conviction that the 
more widespread use of hypnotic methods for symptoms arising 
in patients not generally considered to be hysterical brings 
possibilities of dangers to the personality not at present realized. 
The fundamental criticism of hypnosis is zn urgent need and 
must come from abler people than myself ¥ as I have already 
suggested. Until more is known of its nature and long-term 
effects its use ‘should be limited.—I am, etc., 


Birminsuiam. Wk. M. Hay. 


, ‘Treatment of Early Pulmonary Tuberculesis 
SR, — Epos position regarding the treatment of early pul- 


for a patient to be told.that he may have to wait for six months 
or more before being admitted to a sanatorium, even though 
he be a young person with an early lesion. Domici* tary treat- 
ment is handicapped by the fact that there are too fei tubercu- 
losis medical officers to help with the work. ‘ 

If general hospitals were asked to deal with a \sufficient 
number of these patients to reduce the sanatorium}. waiting- 
lists to a few weeks they would find that their own waiting-lists 
for other patients would be impossibly long. 

I suggest that the B.M.A. approach the Minister ofi "Health 
with the object of finding ways and means of providirtg more 
beds for the treatment of these cases. This would meaty. open- 
ing hospitals now closed for one reason or another, building 
others, and attracting staff.to them by means, perhaps, of higher 
pay. This should have priority in the N.H.S., even if this 


means greater economy in some other parts of the Service.— < 


I am, etc., 
Dorchester, Dorset. 


J. HerpeRT-BuRYS. 


Manipulation for Low Backache 


SR, —Dr. N. B. Eastwood’s letter on manipulation for 
rheumatism (September 24, p. 710) will probably stir many 
doctors to action, either mentally to contradict or manually 


to try their hand. Dr. Eastwood must be congratulated on : 
manipulating his cases, of low backache, for this takes con- : 


siderable time in a busy practice. That it is the correct thing 
to do I am in no way iń doubt, especially as soon as possible 
after it is first reported. That at least three-quarters of his 
patients benefited considerably is very satisfactory. 

Two of his statements, however, invite criticism. The title 
of his letter continues to breed confusion of thought. The 
low backache and not rheumatism is the complaint and reason 
for manipulating. It is this pain in the back or buttock or 
the constant ache that the patient complains of. The doctor 
oe not call it rheumatism or fibrositis. That the, diagnosis 

“ probably of articular origin” is not in-doubt by those who 
meni adc! but to state that the manipulation “appears to act 
on the sacro-iliac joint” is quite incorrect. The cause of low 
backache has been conclusively shown by many authors to be 
due to derangement of a lumbar intervertebral joint in the 
majority of cases. The sacro-iliac joint can easily be tested 
and excluded as a cause.’ 

The manipulation described is interesting but complicated. 
It can more easily be performed on a couch in comfort, with 
two or three variations should improvement not take place.?? 


In’my area it is usual 


i 
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The principle of the manipulation described is probably quite 
incorrect. The essential points are that some flexion of the 
lumbar spine and rotation at the same time be maintained 
and augmented momentarily. by excessive rotation. The partial 
flexion is essential in that the posterior aspect of the inter- 
vertebral joint is widened,.so as to allow the nucleus pulposus 
to return to its correct place. When extension is attempted: on 
these cases it frequently temporarily aggravates the condition. 
Before manipulation is attempted in cases of low backache 
it is hoped' that the -patient is carefully examined systematically, 
testing all. spinal movements, sacro-iliac joints, hip-joints, and 
muscle strength of .both legs, fot forgetting ‘the abdomen and 


a rectal or P.V; examination. Otherwise indiscriminate manipu- ` 


lating for low backache will be disappointing and patients will 
not grow to trust the doctor who manipulates. 
ence and practice it is a most oe accessory to one’s 
_ armamentarium. 

In my experience manipulation is the ety preliminary treat- 
ment of any value in a deranged lumbar, intervertebral joint in 
the right type of case. Manipulation should always be followed 


up by extension exercises of the trunk. In those cases in which . 


- recurrence is frequent epidural injection or a’ lumbar corset may 
help.—I am; etc., - `a 

Ryde, Isle of Sieh. TREVAN HAMBLY. 
REFERENCES 
1 Cyriax, J., Rheumatism ‘and Soft Tissue Injury, 1947, London. 
2 Handbook of Osteopathic Technique, 13%, Los Angeles. 


‘Locked Twins : 

Sir,—The purpose of this letter is to place on record a 
patient who had locked twins at Rosedene Maternity Hospital, 
Inverness, in March, 1949. : 


The patient, a 19-year-old primigravida, had been under observation 
in hospital for six weeks prior to delivery because of pre-eclamptic 
toxaemia. Pre-natal x-ray examination showed twins, one of which 
lay as a vertex and the other asa breech presentation. Labour 
started spontaneously at the 37th week and followed a normal 
course. The first infant, a breech presentation, delivered spon- 
taneously-to the neck from the left sacro-anterior position. Vaginal 
examination now revealed that the head of the second foetus was 
_ well down in the pelvic cavity in the left occipito-posterior position 
with the head of the ‘first ‘still at the pelvic brim. Attempts to 
disengage the infants were unsuccessful, and by the time specialist 
aid could be summoned the first infant had succumbed, so it was 
decapitated and, the second bag of membranes having been ruptured, 
the ‘second baby was gently extracted with the forceps. The head 
of the decapitated infant was then delivered by passing the middle 
finger into its mouth, the other fingers protecting the uterus from 
damage by the severed vertebral column. The extraction was 
accomplished ‘by traction and suprapubic pressure. After a normal 
third stage, inspection of the placenta proved it to be of the uniovular 
type. The infants were ‘both males weighing respectively 4 Ib. 
(1.81 kg.) and 4 1b. Jk oz. (1.85 kg.). 


—I am, etc., 


Inverness. ' 


~ 


James W. DAVIDSON. 


r 
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Treatment of Cutaneous Anthrax 


S1r,—The description of the diagnosis and treatment of 
cutaneous anthrax by Drs. John A. Holgate and Reginald A. 
Holman (September 10, p.~575) should ‘not pass without com- 
ment. Northampton, a, centre of the leather industry, has-a 
fairly steady’ incidence of cutaneous anthrax, and I have been 
responsible for thé diagnosis and have.followed the treatment 
of some 20 cases during the last eight years. 

On admission the patient is given 0.45 g. of: “stabilarsan ” 
and 100 ml. of serum subcutaneously. A second 100 ml. -of 
serum is “given later. if the clinical condition of the lesion 
warrants it: ° With: this treatment recovery has always been 
uneventful. Two cases, however, were treated with penicillin. 
Both developed a sharp rise of temperature shortly after the 
injection, and there was a -great increase in inflammatory re- 
action around the lesion. The condition of the patients 
deteriorated, and it was considered necessary to administer 
amounts of serum greatly in ex¢éss of. those normally used. 
The penicillin- appeared to -be responsible for the unusual 
severity of these cases and its use has since been abandoned. 


~ 
. 

` 
e ` 


With experi- - 


of ringworm of the scalp due to Microsporon audouini. 


I would suggest that penicillin causes a sudden destruction of 
a large number of anthrax bacilli, with a liberation of endo- 
toxin which increases the local inflammation and causes pyrexia. 
The literature on the treatment of anthrax by penicillin suggests . 
that thé disease is of great severity and danger, and that vast 
doses of penicillin are needed to control it. In our experience 
cutaneous’ anthrax is not.a severe disease and is easily controlled 


. by the use of serum and stabilarsan. Intravenous injection of 


the serum is rarely necessary’ or desirable. May I suggest that 
in their next series of cases Drs: Holgate and Holman treat 
alternate cases with and without penicillin, when I feel sure 
that they will soon abandon its use.—lI am, etc., ; 

Northampton. ' L. HOYLE. 


Treatment of Ringworm of the Scalp 


Sr, —The paper by Drs. H., Haber and R. T. Brain and 
Mr. J. W. Hadgraft on the treatment of ringworm of the scalp 
(September 17, p. 626) raises many important questions, particu- 
larly in connexion with the mode of action of preparations 
containing fungicides. Since similar results were obtained with 
phenylmercuric nitrate and with salicylanilide, it is deduced 
that “it is not the fungicide which effects the cure but the 
penetrating power of the bases employed” (carbowax in the 
cases described). 

This view is not, however, in accordance with the results we 
have obtained in a recent investigation concerned with 261 cases 
Using 
three different fungicides in carbowax, cures ranging from 38% 
to 74% were recorded. The mode of action of fungicides is 
undoubtedly complex, and whether treatment with such com- 
pounds:is necessary after x-ray epilation is controversial. Brain 
and his colleagues state that “ x-ray epilation has to be followed 
by the application of a fungicide.” Lydon, Stephanides, and 
Robb’ have reported cures in 103 cases by x-ray. epilation 
without the application of fungicides. We are fully in agree- 
ment with the statement that the hair itself resists penetration 
of reagents, but we have not been able to find evidence that 
carbowax is capable of softening the hair or loosening the 
connexion between the hair and the hair papilla.»—We are, etc., 


A. J. E. BARLOW. 
F. W. CHATTAWAY. 
Huddersfield. : C. S. WHEWELL. 
i REFERENCES 
1 British Medical Journal, 1949, 1, 523. 
2 Barlow, A. J. E., Chattaway, F. W., and Whewell, C. S., Brit. J. Derm. Syph., 
1949, in press. 


University Degrees 


Sir,—I have been most interested in the views expressed by 
your correspondents on medical education, and wonder if you 
would consider printing some comments from a London 
clinical student who held senior officer rank in the late war 
and is somewhat older than his fellows. 

While agreeing’ that the present multiplicity of qualifying 


‘ degrees and diplomas, all of them more or less of the same 


standard, is most illogical and should be ‘simplified, it seems 
a lot to hope that the universities, colleges, etc., will settle 
their differences before the Greek Calends, and meanwhile the 
non- university student graduating into the National Health 
Service is seriously handicapped. 

I refer to the point (brought out by one of your corre- 
spondents) that fone of the higher appointments in the profes- 
sion, as it'is at present being reorganized, is open to those 
who do not hold the M.D. or M.S. in addition to the M.R.C.P. 
or F.R.C.S. Now, although the university graduate is allowed 
by the Colleges to sit for the membership or fellowship with- 
out insisting that he take all their previous examinations, 
the qualified Conjoint man must in the case of -London 
University (whose external regulations are the least exacting in 
this respect) go back to dissecting a frog and doing elementary 
physics and chemistry and all the other examinations for the 
external M.B. before being permitted to sit for a higher degree. 
There must be few indeed with either the time or money to 
waste in performing such a feat, and surely it is questionable 
whether it is desirable .to employ a qualified man’s time in 
undertaking such a pursuit. 


t 
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On the, other hand, I quite understand: the natural reluctance ` 
of any university to cheapen its higher degrees—it would both 
lower the standard and discourage people from taking the initial 
.M.B. But at'the same time it must be admitted that it is 
very unfair for the ‘brilliant Conjoint student to be perpetually 
. condemned to a ‘secondary position yis-d-vis his university 
‘colleagues as far as senior hospital appointments are concerned. 
This point, I-should like to stress, has arisen in a particularly 
acute form since. the institution: of á service where higher 
degrees and diplomas are going to win promotion to the highest 
posts and which’ we should all enter without handicaps and 
with equal chances for our talents. ` 

I therefore beg.to suggest that London University (let it be 


hoped soon followed by others), through its national position ` 


and ‘the fact that it possesses an external department, should 
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take the lead in-allowing any man or Woman qualified in this > 


country who is a matriculated student of the university and has 
spent at least three’ years in a medical teaching institution 
approved by the university to take a qualifying examination, 
which might consist of part or the whole of the M.B. finals, 
and which would'in no sense.confer.a degree in itself but would 
allow successful candidates to’ go up for a “special” M.D. 
- or M.S. degree later. 


` I feel that this might be a reform which could be put through | 


with the least disturbance to existing institutions, and therefore 
that it might stand some likelihood of being adopted in time 
to be of some use to. the students of to-day (many of them non- 
. university simply because they are ex-Service), who feel a sense 
of frustration at: qualifying into a nationalized profession with 
the highest posts permanently denied them however keen or 
able they may be.—I am, etc., 


London, S.W.3. i E. O’C. Tanpy. 


Ț 
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-Cigarette Cough 


Sir,—I wonder if any of your readers have any views to 
express' on the, Above subject. I have frequently been called 
on to differentiate between genuine cigarette cough and cough 
symptomatic of disease, and have found the following points 
of considerable help. 


(1) A cigarette cough, though it sounds distressing, especially `. 


when well established, does not cause any distress ; as soon as 

a fit of coughing is.over the subject continues to breathe quite 

‘normally.and“without any noticeable acceleration of the respira- 

tory rate. (2) Though the cough may have a moist quality it is 

not usually productive, unless the subject has a cold or other 

-catarrhal’ condition of the respiratory tract. (3) The cough is. 
invariably brought on by the first cigarette in the morning. 

(4) It is noticeable that very many heavy cigarette smokers who 

inhale steadily have little or no cigarette cough, while very 

frequently non-inhalers are -severely afflicted. 
this is explained by the fact that non-inhalers are more prone 
to the habit of leaving the cigarette in the mouth While smoking. 
This means that while they may not inhale the filtered smoke’ 
‘pulled’ through the cigarette they are continuously inhaling-the 
hot, unfiltered smoke trailing up from the tip, the irritant Hature 
of which will be-appreciated by anyone who has had the mis- 
fortune to sit beside an inconsiderate smoker at the pictures or 
the theatre—I am, etc., 


‘Cavan, Elre. B. J. GALLIGHAN. 


l Diabetes and Gout 
- SR, —Your leading article on diabetes and gout (September 


24, p. 692) contains certain questionable statements which ‘The Use of Experience 


might mislead some of your readers. It is said that “in 1909 


_ 
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tion of. urates on them, but the cause of death is not evident. 


_In general, results obtained for one species, or even sub-species, 
of animal- cannot ‘safely be extrapolated to other species, and 
this is particularly the case for purine metabolism. While there 
certainly appears to be a case for connecting rheumatoid and 


_ possibly gouty arthritis with steroid metabolism, the evidence 


presented .is insufficient to establish any connexion between 
human ‘diabetes and purine metabolism.—I am, etc., _ 
London, N.W.6. R. TRUSCOE. 


Dysentery in Monkeys 


ý a 
Sir,— Until recently monkeys intended for experimental work 
were of necessity imported by sea. Recently, however, large 
numbers of the.common rhesus monkey, Macaca mulatta, have 
been imported by air from India, and many have. been re- 
exported to the U.S.A. after only a few days in this country. 
A high mortality among-the animals was usual‘ during the sea 


- voyage, but this is much reduced by air travel. By this route 


I believe that ° 


a death rate of 2% is considered high by the airway companies. 

However, the shorter time spent on the journey implies that 
a higher proportion of sick animals arrive in England, and 
some may well be carriers of infectious disease. Recently we 
have seen three outbreaks of clinical dysentery in such monkeys 
awaiting re-export and have isolated from them Shigella flexneri 
type 103. Z, as reported by us from these animals in 1948.) 
. Another animal with the same infection was procured from a 
commercial dealer, but its method of import‘'was not stated. 


‘of 


From yet a fourth outbreak’ we have isolated Shigella schmitzii. ` 


‘ Human infection with Shigella flexneri type 103 Z is rare in 


this country, but it appears to be more common in the U.S.A.. 
However, we feel that a hazard exists. Spread of Shigella 
schmitzit from apes to their keepers was recorded by one of, 
us in 1949,? 


British Overseas Airways Corporation are fully cognizant of ` 


this matter and have already instituted control measures, both 
on the‘ aircraft and at airports, to prevent any spread of such 
infections either to the aircrew or to those handling the animals 
during loading and unloading or while tending them during 
any stops.—We are, etc., - . 
ie R. E. REWELL, 
, Zoological Society of London. 
i eS eae _R. F. BRIDGES, 


f 1 


! ' , Dysentery Reference Laboratory. Oxford 
REFERENCES 


R. F., Mon. Bull. Min. Hith, 1948, 7, 25. 4 


` 


1 Revell, R. E., and Bridges, 
3——- Lancet, 1949, 1, 220. 
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POINTS FROM-'LETTERS 


Resisting Pain , ' i 
Dr. R. MacponaLpD LaneLL (Edgbaston, Birmingham) writes: Mr. 


.\ Charles Davy’s comment (September 24, p. 709) on the excellent 


article ‘by. Dr. E. B. Strauss (August 20,.p. 411) reminds me that a 
few years ago I embarrassed my dentist (since. deceased) by insisting 
that he should’ draw’ four ‘well-rooted'molars in succession without 
using any anaesthetic whatever. I am ‘nota ‘masochist. My main’ 
reason was the spiteful one that I: heartily disliked the dentist as a 
man, though respecting his. professional abilities. Every psychologist 
will appreciate that point. My other reason was to test my theory that 
pain when understood and accepted because it serves some end can 


have a tonic effect. Certainly I, experienced no sense of shock and ''' 
ı came away with a sense of well-being. ` This last of course may have 


been due to the’ fact that I was feeling pleased with myself. Is it not 
possible, ‘however, that we make too much of a bogy of pain ? 


. ` + 


Dr. DaviD: WHEATLEY (Twickenham, Middlesex) writes: In his 


Ascoli and Izar showed that dog’s liver contained an enzyme, article (September 24, p. 663) Sir Heneage Ogilvie rightly condemns 


which converts uric-acid to dialuric acid, so that probably uric 
acid can.be converted into: dialuric acid in man.” The facts, 
however, are that dogs possess an enzyme, uricase, which con- 
verts uric acid-into allantoin, but that neither this nor any 
_other uricolytic enzyme is present in human ‘tissues, which are 
unable to convert uric acid into any other substance. . 
Regarding experiments on birds, pigeons are alleged to hąye' 
died “from a deposit of sodium urate over all ‘the serous 
. surfaces.” 


the narrowness of outlook which may be produced in some by 
' specialization. Yet does he not fall into the. same error himself ? 
Later, referring to the hollow needle, he observes that “ it must bear 
the responsibility for spinal anaesthesia.” This would seem to reflect 
‘upon the latter procedure and must surely be a personal opinion. 
And would he agree that the woman with severe hyperemesis gravid- 


' arum,.to quote but one,example, is “rejecting what is harmful or 


Surely the inference should be that an‘ inflamma- ' 


tory condition of these surfacés was associated with deposi- , 


, hS 


surplus to requirements [of her tissues] ” ? :Even taken in its context 
I find it' hard to reconcile such’a sweeping statement with the objeets 
of the article, although I may be biased through reading ‘it. with 
a physician’s outlook. . 
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MAJOR GREENWOOD, D.Sc., F.R.C.P., F.R.S. 


Major Greenwood, professor emeritus of epidemiology 


and vital statistics in the University of London, who died 
suddenly in London in his seventieth year, on October 5, 
was for more than å generation one of the outstanding 
figures of the day, both in his chosen field of medicine 
and among statisticians in this country and throughout the 
world. Though there is no doubt that he became the 
leading authority on medical statistics, at such a descrip- 
tion he might himself have smiled sardonically, for 
throughout his career he was no respecter of authority, no 
lover of “expert witnesses,” no accepter of ex cathedra 
statements. Indeed, in a somewhat “left-handed” way 
he had an abiding affection 
for the amateur in science, 
. the amateur with no repu- 
tation and no technical tricks 
at his command, but with a 
questioning mind, a fund of 
common sense, and above 
all an intellectual honesty of 
purpose. It was such charac- 
teristics, probably, that made 
so dear to him John Graunt 
and his “shop arithmetic” 
on the seventeenth-century 
bills of mortality, and at a 
later date his great hero 





simplest of approaches built 
so firmly our English system 
of vital statistics, and so equally simply displayed its value. 
Though an able practical mathematician, Greenwood 
never lost this love of simple statistical tables or of what 
he himself invariably called “ little sums.” 

Major Greenwood was born in 1880, the only son of a 
general practitioner in the East End of London. He was 
educated at Merchant Taylors’ School, from which he went 
for his medical training to the London Hospital. On 
qualifying in 1904 he was appointed demonstrator of 
physiology in the London Hospital Medical College, wher 
Leonard Hill had taken up the professorship. Here } 
was associated with Hill and his early work on caiss su 
disease. During these years his mathematical leanings led 
him to University College, London, to study the then newly 
developing science of mathematical statistics under Karl 
Pearson. For these two men of international and lasting 
reputation, masters in very different fields of science, 
Greenwood never lost his early feelings of admiration and 
attachment. With both medical and statistical crafts now 
at his command he was in 1910 appointed statistician to 
the Lister Institute, and began to publish the long series 
of studies of vital statistics which were the foundation of 
his later career—studies, for instance, of infant mortality, 
of marital infection in pulmonary tuberculosis, of hospital 
mortality rates from pneumonias Here, too, he made 
detailed investigations of thè epidemiology of plague in 


India, working alongside Arthur Bacot, one of his most - 


intimate friends, whose early death was a blow from y” “h 
he never wholly recovered. Though on the staff ¢ 

Lister Institute till 1919, the first world war natufa.® 
redirected his activities. He took charge of a medical 
research subsection of the Ministry of Munitions and 
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became immersed in the problems of hours of work, of 
the dietaries of munition workers, of the incidence of 
tuberculosis in the industrial community, and, lastly but 
probably the most remembered to-day, the incidence of 
repeated accidents in factory workers or what became 
known as “ accident proneness.” In this work he collabor- 
ated with Udny Yule. 

These years led also to his association with Professor 
E. L. Collis and their joint book, The Health of the Indus- 
trial Worker (1921), and, more indirectly and some years 
later, to the Medical Research Council's Statistical Com- 
mittee, which was a descendant of the wartime committee 
on the Health of Munition Workers. Greenwood became 
first chairman of the statistical committee, a position he 
held till 1948, and, aided by the members of the com- 
mittee, the Council’s statistical staff that he had gathered 
round him did much to raise the standard in the presenta- 
tion and use of statistics in medical publications. At the 
end of the first world war he left the Lister Institute to 
take charge of medical statistics at the newly established 
Ministry of Health, where he worked in close association 
with Sir George Newman, the first C.M.O. Here his deep 
interest in historical epidemiology became increasingly 
apparent not only in his published papers but also in many 
unsigned contributions to Ministry of Health reports which 
unmistakably bear his mark—for example, that on the 1918 
influenza epidemic. How he found time for it all is diffi- 
cult to see, but he was a man of few interests outside read- 
ing, and he read Jate and early—not only indeed within 
his subjects but roving over the whole field of literature, 
modern and ancient, and with a phenomenal memory that 
allowed him to quote largely and at will—with Latin in 
the original as a mere sideline. So at this turning-point 
of his career there were papers on Galen and on Sydenham, 
on the fertility of the English middle classes and the vital 
statistics of Sweden, on the natural duration of cancer and 
the vital capacity of young healthy males, many of these 
papers, naturally, in collaboration with other workers. 

From the Ministry Greenwood moved in 1928 to his 
final position—Professor of Epidemiology and Vital 
Statistics in the newly created London School of Hygiene 
and Tropical Medicihe, a chair he held till his retirement 
in 1945. Here, though in fact its beginnings came a year 
or two earlier, he entered upon that long and productive 
se of work in association with his colleague W. W. C. 
ley, the School’s professor of bacteriology and 
unology, in their study of experimental epidemiology 
om as Greenwood once wrote, the attempt “to mould a 
little epidemiological world of our own nearer to the 
heart’s desire ” in the hope of elucidating the laws of the 
epidemic rise and fall of disease. Though fifteen years 
of work did not allow them to give a precise quantitative 
expression to the law of development, it threw much light 
on epidemic occurrences and on such practical issues as 
the limitation of protection by inoculation. Here, for 
example, arguing from mouse to man, it seemed that arti- 
ficial immunization could be of great value for a short 
or discontinuous period of even severe exposure but would 
not avail against a long-continued exposure to a very 
unfavourable environment. At this time, too, Greenwood 
developed an interest in the growing subject of psychology, 
and, collaborating with his colleagues Dr. May Smith 
and Professor Millais Culpin, both read and wrote thereon. 
He had also his teaching duties to perform—directed 
almost entirely to postgraduate students sitting for the 
University’s diploma in public health. In the preface to 
his Herter lectures, “ Epidemiology, Historical and Experi- 
mental,” delivered in Baltimore in 1931, he expresses his 
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from the realities of the day during 
. These resulted in his Heath Clark 
ioneers of social medicine. | 

jd was elected a Fellow. of the Royal 
College of Physicians in. 1924—he had given the Milroy 
lectures in 1922 ; ‘was awarded the Buchanan Medal of 
_ the Royal Society in; 1927 and elected a Fellow in the 
following year; was honorary secretary of the Royal 
Statistical. Society from 1919-34, its president in 1934-6, 
and, in 1945, one of the rare recipients of its gold medal ; 

he served on the Senate ‘of London University and on 
many of its committees. Many persons who never met 
him must have known him through his writings, for apart 
from the flow of scientific papers he wrote many articles 
and letters in this and ‘other journals. They will have 
realized that he was a forcible fighter for what he believed 
to be right; and that his command of epigrammatic incisive 
























English and his satirical wit made him an opponent that- 


no one would lightly seek to provoke. He may thereby 
have. inevitably discouraged some from entering the statis- 
tical field, one in which the way appeared so hard—but 
that is a risk that must be run by every medical statistician 
with an urge to raise the standard of what Greenwood 
once called “ arithmetic guided by logic.” Many others 
he must have encouraged and inspired, both by his zeal 
for accurate observation and clear’ presentation and by 
his. unchanging | pelief in the importance of statistical 
methods in medicine, z a belief which he lived to sce widely 
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and good fellowship, a 


pretty game of chess, failed to reduce bridge t 
matical formula, and reverenced piquet : 
gracious past. Up to the end he visitec 
neighbour once a week, to cheer her up by 
her a card game that only they ‘understood. 

doings like this last surprised those who ae g 
seemed a rather formidable academic person nalit 
have thought that he selected statistics as his life’s 
because that branch of medicine was most remote: from 
the emotional. Perhaps they were right ; he was a sensi- 
tive soul and often found refuge in doing sums, though 
the human meaning might still intrude. He once said he 
never knew till he visited that city why the death rate of- 
Ditchworth was so high, but when he came out at the 

railway station he could see. that no one there would wish - 
to grow old. “ And,” he added, “I explained that to the 
city fathers: before I left” He could be very blunt to his 
closest friends if he thought the occasion. demanded blunt- 
ness. Indeed, he might seem to say that because he was 
one’s friend he expected one’s standard. to be as high as 
his. : He confided to me, after his return from a trip to 











America where he delivered some academic lectures, that 
Some of 


he had scruples about accepting a fee for them. 
the staff in his department at the School were Civil Servant 
not very well paid, and they couldn’t ta me off for a 
holiday in the States and get extra ‘money for it, so he 
was planning a subtle. holiday-equal ation fund to ease 
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of unfairness and. injustice. I'saw him at his gallant best 
-as the effective mover for the foundation of the Academic 
Assistance Council: (later the Society. for the Protection of 
- Science and Learning) in 1933. From that time on he 
served its: cause-——the salving of learning in a war-ridden 
: world—with all his might, and he acted as treasurer of 
the. society to the end of his life. He was thus the agent 
‘in preserving ‘for ‘civilized posterity the work of innumer- 
able important scholars, thinkers, writers, and scientific 
‘investigators. In dealing with the complicated and diffi- 
cult affairs of these unfortunate carriers of civilization he 

always showed them the utmost personal consideration, 
‘and no trouble was too great for him to take on their behalf. 
The world of learning owes him a very deep debt. Many 
hundreds. of scholars all over the world will mourn the 
loss of this great-hearted, far-sighted, valiant little man. 





His life and bearing have lent a nobility to learning that 


could not fail to be recognized by all who knew him. The 
‘entire intellectual life of the next generation will be the 
richer for what Greenwood has done for it. He was. per- 
sonally a retiring and rather withdrawn man, and it may 
be that this great service will be forgotten; but it was none 


the less. very real and effective, for Greenwood was a most 


determined and vigilant watchdog of civilization against 
the ae of barbarism. 


` AUGUST KROGH, Ph.D. 


Profesor r Adeus Krogh, the famous physiologist, died on 
September | 13 at his home in Copenhagen. He was 75, ani 
had: been. il for some time. Professor Krogh won th 
Nobel Prize in physiology and medicine in 1920. He had 
~ held the chair of zoophysiology i in the Cy of oe 
‘hagen from le until his retirement in 1945.. n 
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“his Silliman Lectures. at Yale, inl 22. A little ph, embody cy 


concerned with the introduction of insulin to Denmark and: 
the establishment of its manufacture there. He published 
other monographs on osmotic regulation in aquatic animals 
and on the comparative physiology of respiratory mechan- 
isms. Having retired in 1945 from the university chair of 
zoophysiology, which he had held since 1916, ‘Krogh was 
given a special appointment and provided with a small 
research establishment in the basement of his house in Gen- 
tofte, in the environs of Copenhagen. - Here, until his last 
iliness, he was happily at work in a relatively new field of 
investigation dealing with the special physiology of insects. 
For this purpose he was receiving a regular supply of live 
locusts by airmail from the international research | centre on 
locust control in our British Museum of Natural History 
at South Kensington. To study the contractile activity and 
metabolism of locusts in flight he had constructed a light 
and delicately pivoted merry-go-round, which could be 
driven by the flight of attached locusts in such rapid 
rotation that they could be observed only by. stroboscopic 
illumination. The work was already yielding new and 
important items of physiological knowledge, and it is sad 
to think that the guidance and inspiration of Krogh's 
special genius should be lost to it at so early a stage. 
Krogh received . many public recognitions, including 
several from Britain. The Royal College of Physicians 
of London awarded him its Baly „Medal, while the Royal 
Society made him. one of its limited group dors Mem- 
bers in 1937 and appointed him to give its Cro 
in 1940, though the war p reve 
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year later, proceeding M.D. in 1907. After qualifying, 
Robert Milne held practically every house appointment 
there was to hold, house-physician, house-surgeon, receiving- 
room officer, resident accoucheur, with in addition assistant- 
ships in the departments of pathology, ophthalmology, oto- 
rhinolaryngology, and orthopaedic surgery. On this solid 
foundation of general training, and after taking the F.R.C:S. 


in 1906, he began, with his appointment in 1908 as surgical > 


registrar, to build his surgical career under the aegis of 
Rigby and Furnivall. Appointed assistant surgeon to the 
London Hospital in 1910, he was surgical tutor and teacher 
of elementary clinical surgery from 1914 to 1920. During 
the 1914-18 war he served as a major in the R.A.M.C. in 
France and Italy. In 1922 he became a full surgeon to the 
hospital and assumed respon- 
sibility for the orthopaedic 
department—and with it the 
mantle of “Tommy ™ Open- 
shaw. Between the wars, in 
addition to a busy consulting 
practice he was constantly in 
demand in the courts for an 
opinion in accident cases. He 
was consultant surgeon to 
Dr. Barnardo’s Homes, a 
post to which Lis father, 
long associated with Dr. 
Barnardo’s, had the joy of 
_ welcoming him officially. He 
examined for the Royal 
College of Surgeons, the 
Society of Apothecaries, and 
the University of Cambridge. With all this he was assidu- 
ous in his attendance at “ the London ” and was an inspiring 
teacher. In 1942 Robert Milne retired and was appointed 
consultant surgeon. But though ceasing active work at the 
hospital he was still active in mind and body. He had been 
civil consultant in orthopaedics to the Royal Navy since 
1939, so on his retirement, nothing daunted, he shaved off 
his moustache and reappeared in the uniform of a surgeon 
rear-admiral and spent the remainder of the war devoting 
his considerable talents to the welfare of the Royal 
Navy. 

Robert Milne was a most lovable character. Kindly, 
good-tempered, approachable, he was the soul of courtesy, 
and the one thing that moved him to wrath was discourtesy 
in any form: He had an impish sense of humour and an 
endearing propensity to kindly leg-pulling. As an ortho- 
paedic surgeon he was conservative, having, one felt, in 
the course of his wide experience seen almost all the mis- 
takes of over-enthusiasm. But his tidy, accurate, unhurried, 
and calm technique was an object lesson; his knowledge 
of the details of almost every form of human labour, 
which he applied with uncanny judgment to the problems 
of the partially disabled, was encyclopaedic ; his memory 
for clinical details was astonishing. As a teacher he had 
the rare gift of imparting judgment as well as facts to his 
hearers, and his clinics were always packed to overflowing. 

Apart from his work and the hospital his one absorbing 
interest was his family, with perhaps, coming third, an 
example of his impish humour which his son has described 
as “a leaning towards the collection of improbable trifles.” 
One suspects that the interests in the byways into which 
the hunt led him, and in the people that he found there, 
were the real attraction. “Bobby” Milne’s loss is a sore 
one. He leaves a widow, two sons, and a daughter, to 
whom the sincerest sympathy of all who knew him will be 
extended.—O. J. V.-J. 
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Sir Henry Souttar writes: The loss of Robert Milne 
will be deeply felt by those who were fortunate enough to 
be his friends and his colleagues. A quiet unassuming man 
whose one real interest was in his work and in his patients, 
he gave devoted service to the hospital which was the centre 
of his life. His shrewd common sense, not untinged with 
humour, won the confidence of both his patients and his 
students, and in every corner of the Commonwealth there 
are surgeons who owe to Milne their initiation into the 
correction of deformity. With an obstinacy so character- 
istic of his countrymen he refused to be divorced from 
general surgery, but his real affection was for orthopaedics, 
and in the handling of bones and joints he had a skill and 
an insight which came from long experience as well as a 
natural instinct. It was perhaps as an examiner that one 
saw Milne at his very best, for no one had greater skill in 
extracting the best from a candidate. He was a good fellow, 
and many will miss his;cheery presence. 

H. H. B. writes: Robert Milne, known to most of his 
friends and colleagues as Bobby, was the son of a deeply 
loved and respected general practitioner in Bow, an up- 
right man with an unswerving belief in porridge and family 
prayers and much of the Roman gravitas that was so charac- 
teristic and, being mellowed by his deep kindliness, so 
comforting and inspiring a quality in Bobby himself. So 
far as any man can judge another, Bobby was never ruffled 
by anything. There was an invisible and infectious serenity 
in his speech, gait, and all his actions. He published little, 
but his judgment was seldom, I should imagine, at fault, and 
personally I never found it so. He was a careful and 
extremely competent operator and never in a hurry to 
operate if other measures, in his opinion, could profitably 
and safely be given a chance. We were friends from the 
day we first met in the dog-fish and frog-dissecting 
stage of our education, and if there are not, alas, very many 
survivors from that period there must be thousands of 
younger men who will be feeling the loss of one of the 
kindest and staunchest of companions, teachers, and 
helpers in every sort of trouble. 


Dr. WiLLIAM GEORGE SIMPSON THOMSON, who died on 
September 20 at the age of 62, had been deputy medical super- 
intendent at Cheadle Royal for twenty-seven years. He was 
educated at Aberdeen, where he graduated first in classics and 
as M.B., Ch.B. in 1911. He took the D.P.H. in 1914 and the 
D.P.M. at Manchester in 1925. After a period as house- 
physician in the Aberdeen Infirmary he was for a time assistant 
medical officer at the county mental hospital at Cheddleton, 
Staffordshire, where he had considerable experience in mental 
disease. He was also a neurologist to the pensions boards set 
up after the 1914-18 war. In 1922 he was appointed senior 
assistant medical officer to the Manchester Royal Hospital. 
Cheadle, and two years later he became deputy medical super- 
intendent. For many years Dr. Thomson was vis to the 
licensed houses under the Mental Deficiency Act for the City 
of Manchester Courts. He was a member of the Royal Medico- 
Psychological Association and acted as an external examiner 
for the University of Manchester. He was a good general 
neurologist, and his advice was often sought on the diagnosis 
and treatment of functional and organic diseases of the central 
nervous system.—E. M. B. 


Mr. HARRY FREEMAN died on September 29 at a time when 
he had just attained his ambition of devoting his life to surgery. 
Born in 1894, he obtained an entrance scholarship in anatomy 
and physiology at King’s College, London. He became a 
member of the Pharmaceutical Society, and by working as a 
dispenser in the evenings he earned money to help pay his 
hospital fees. He had a distinguished career at the Westminster 
Hospital, where he won the Bird gold medal and prize, the 
Chadwick prize, and the Sturges prizes for clinical medicine and 
surgery. He qualified in 1921, and after a resident appointment 
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as casualty -house-surgeon at ~the. Westminster ‘ Hospital, he 
went into general practice in Dalston. Freeman’s personality 
and skill soon, brought ‘him a large and busy practice, but’ he 
found time to keep in contact with’ hospital work at the Prince 
of Wales Hospital, Tottenham, where he held a series of 
clinical assistantships.! In 1932 he obtained the diploma of 
master of midwifery of the Society of Apothecaries, -moved 
to the West: End of London, and practised midwifery.: Six 
years later, at the age of 44, he passed the primary examina- 
tion for the F.R.C.S., and he became a Fellow in 194]. . By a 
stroke of good fortune he was able-to perform surgical opera- 
tions with a senior acting as his “assistant” during the war 


years. He took every advantage of this opportunity and soon ` 


became a competent surgeon. As an associate lecturer on 
surgery at the North-East London Postgraduate College he 
helped undergrdduates who had failed im surgery at their first 
examination to pass at their second attempt. During the whole 
of the war he and his wife were in charge of an air-raid casualty 
centre in Holborn, and ‘they were both on duty at this centre 
He also operated on air-raid casualties at the 
Royal . Albert Dock. Hospital. Sir Hugh Griffiths has paid 
tribute to him as a “ skilled and kindly surgeon and very gallant 
gentleman.” Harry Freeman was appointed assistant surgeon 
to the National Temperance and Albert Dock Hospitals in 
1946. Subsequently he studied gastroscopy- under Mr. Hermon 
Taylor and published original articles on this subject. He also 
wrote a section of a book on gastroscopy whith is in course of 
publication. His courage, strength of character, hard work, 
and great ability; which enabled him to conquer his early diffi- 
culties, will remain an inspiration to his friends.” He leaves a 
devoted wife, who is in active medical practice, and two 
daughters, who are married and live abroad.—W. E. T. . 


Dr. DONALD CAMPBELL died on June 19 at his home near 
St. Helens, Lancs, at the age of 66. Dr. Campbell qualified in 
Dublin in 1915. He had been in general practice in St. Helens 
since 1919, and his sudden death came as a shock to his col- 
leagues, since he had been working right up to the last. In 
1928, while still in practice, he took the M.R.C.P. During the 
1914-18 war Dr. Campbell served first of all as a combatant in 
the Indian Army and was later transferred‘ to, the R.A.M.C., 


.serving ‘in France, where he was wounded. During the recent 


war he was a medical officer for the: local Home Guard. 
Dr. Campbell had studied in the School of Medical History at 
Oxford, and he was the. author of Arabian Medicine and its 
Influence in the Middle Ages. He had always been interésted 
in’medico-political work and was honorary secretary of the local 
panel committee from 1924 onwards. He was chairman of 
the St. Helens Insurance Committee from 1933 until 1948, 
when he became vice-chairman of the local executive council. 
Dr. Campbell was always a helpful:and agreeable colleague, 
and he will be sadly missed by his patients and his friends in 
the St. Helens area.—A. A. W. M. 

Dr. JANET YOUNG -LAIDLAW-died:on’ August 9 at the age of 66- 
after a long illness. She was a student at the London School 
of Medicine for Women, and qualified in 1931. She graduated 
M.B., B.S: two years later, and was for a time a resident house- 
physician at the Royal Free Hospital. Thereafter her pro- 
fessional work. was mainly among ' children. She was school 


` medical officer in Cambridge until increasing ill-health enforced 


` her retirement just over a year before her death. 


_K.F. writes: I first knew Janet Laidlaw’ when we were 


students together over 20: years ago. She was then in her 


late thirties, for her opportunity to study medicine had only 
just arrived. Her determination and tenacity were almost hidden 
by her quiet and unobtrusive manner. She-did not.seek know- 
ledge, or skill, or advancement for-her*own ends, but because 
she cared about the needs and the rights of others. ‘Humility, 
integrity, charity—thosé of us who knew her and loved her 
know that she measured upto the true meaning of these old-- 


„fashioned words. Outside her work among the children whom 


she loved and understood'her interests were in her own folk, in 


her garden, and in the little house in Galloway tó which she , 


turned whenever she could and which she had made into a 
haven, of rest and peace for her friends. | 
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DOCTOR CENSURED _— 
TRIBUNAL FINDINGS 
A Tribunal set up under Section 42 of the National Health 


‘Service Act recently considered a case which was reported in 


these columns (June 4, p. 1009) when it came before the Medi- 
cal Services Committee of the West Sussex Executive Council. 
At the hearing both the complainant and the respondent medi- 


‘cal practitioner were legally represented. 


| The Tribunal found’as facts that the doctor, when he attended 
the infant whose father made the original complaint, “was 
under the influence of alcohol to such an extent that his pro- 
fessional judgment was impaired”; and that on the night in 
question the doctor had failed to notify his partner of his inten- 
tion to\be away. Though the respondent might have arrived at 
the house with greater promptitude than he did, it could not be 
said that the delay in his arrival was unreasonable or excessive. 
The doctor then examined the child, failed to appreciate that 
it was gravely ill, failed to prescribe any treatment for it, and 
left the house about 10 minutes after he had arrived. Within 
the next half-hour the child died. The doctor admitted before 
the Tribunal a serious error of professional judgment, an error 
which might well not have been made had he not been under 
the influence of alcohol. : 

The Tribunal did not find that the doctor failed to make a 
proper examination of the infant. Nevertheless all the mem- 
bers of the’ Tribunal took “an extremely grave and serious view 


of the conduct and behaviour of the doctor” on the night in 


question. However, the Tribunal considered that all these facts 
amounted only to a single incident and came to the conclusion 


_ that it was not justified in saying that this single incident was 


such as to cause the inclusion of the respondent in the Medicat 
List to be prejudicial to the efficiency of the Genera! Medical 


` Services.’ The Tribunal was further of the opinion that “in 


all probability no treatment, whatever it might have been, would 
if administered at the time at which the respondent arrived at 


- the house (or possibly even three or four hours earlier) have 


saved the life of the child” and that “no negligence of the 
respondent in any way caused or contributed to the death of 


the child.” ` i 


The Tribunal made no order as to the costs of the parties to 
the inquiry. 








Universities and Colleges 








UNIVERSITY OF CAMBRIDGE 


Thomas Shirley Hele, M.D., F.R.C.P., Master of Emmanuel College, 
has been reappointed a Deputy Vice-chancellor of the-University for 
the year 1949-50. 


j UNIVERSITY OF LONDON 


A course of six lectures in physiology will be delivered by Dr. 
Bernhard Katz at University College, Gower Street, London, W.C., 


on Fridays, October_21 and 28 and November 4, 11, 18, and 25, at 


5.15 p.m. His subject is “ Transmission of Excitation in Nerve and ~ 
Muscle.” \ 

Dr. Charity Waymouth will deliver two lectures on “ Technique 
and Applications of Tissue Culture” at University College on 
Mondays, ‘October 24 and 31, at 4.45 p.m. 

A course of four lectures on “ Bacterial Toxins ” will be delivered 
by Dr. W. E. Van Heyningen at University College on Mondays, 
November 7, 14, 21, and 28, at 4.45 p.m. 

On Monday, December’ 5, at 5.30.p.m., Dr. G. L. Brown, Jodrell 
Professor of Physiology in the University, will deliver his inaugural 
lecture at University, College. sei, E 
” Professor V. du Vigneaud, of ‘Cornell University Medical College, 
will deliver a course of three lectures'on *“ The Indispensability of 
Biologically Labile Methyl Groups in the Diet and Transmethylation á 
in the Meyerstein Lecture Theatre, Westminster Medical School, 
Horseferry Road, London, S.W., on October 28 and 31 and November 


2, at 5.30 p.m. 


Admission: to all the above lectures is free, without ticket. 


882 Ocr. 15, 1949 


EPIDEMIOLOGY SECTION 


BRITISH 
MEDICAL JOURNAL, 





INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 24. [No. 38 


Figures of Principal Notifiable Diseases for the — and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. mi Eire. (e) Northern Ireland. 

oA i of Births and Deaths, and of Deaths recorded under each infectious disease, 
are (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county), (c) The 16 principal, towns in Scotland. 
(o The 13 principal towns in Eire. e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 
































1949 ” 1948 (Corresponding Week) 
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Dysentery tel. Ae eee 
Deaths i x 
Encephalitis paca a 
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Deaths 


Erysipelas 
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infective enteritis or 
f: ER under 2 
Deaths ie 


Measles* 
Deathst 
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Ophthalmia neonatorum 
Deaths . s as 


Paratyphoid fever 
Deaths si 


Pneumonia, influenzal .. 





Deaths (from influ- 
enza)t Ss iIi —]— | — 7 — | — 1| — 
Pneumonia, primary .. 118} 8 ‘ 117} 10 
Deaths ie aa \ 6| 6| 120) 17 
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P encephalitis, acute 
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Poliomyelitis, acute .. 
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Puerperal fever .. 
Deaths is 
Puerperal pyrexial| 
| Deaths Sa 


Relapsing fever 
Deaths Za 





Scarlet fever 
Deathst 
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Smallpox 
Deaths 


Typhoid fever .. 
Deaths . 





Typhus fever `.. 
Deaths ; 
Whooping-cough* 
Deaths nm — 1 1 1 2 — 
Deaths (0-1 year) 


Prats s excluding still- 








eer death rate (per 
1,000 persons living) 10-5} 8-9 11-2) 9-3 
Live births . | 7,111/1061} 800| 382| 244] 7,458 1166 885| 463 "223 
Annual rate per l, 000: 
persons living ba 16-0} 23-7 17-9} 29-0 
Stillbirths i 187| 30) 23 
Rate rl 000 total 
bi : (including 
stillborn) 28 








* Measles and whooping-cough are not notifiable in, Scotland, and the returns 
are therefore an approximation only. 

t Deaths from’ measles and scarlet fever for England and Wales, London 
{administrative county), will no longer be published. 

{Includes primary form for England. and Wales, London (administrative 
county), and Northern Ireland. 


§ The number of deaths from poliomyelitis and polio-encephalitis for England . 


and Wales, London (administrative county), are combined. 
l! Includes puerperal fever for England and Wales and Eire. 


` Riding 55 (Batley M.B. 32, 


1,068] 70| 216| 130| 38` 


, E 
EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


The total number of notifications in England and Wales, in 
the week ended October J was: poliomyelitis 331 (268), polio- 
encephalitis 26 (27). The figures for the previous week are 
shown in’parentheses. These are the highest figures this year. 
In 1947 figures for the corresponding week were poliomyelitis 
441, polio-encephalitis 32. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the following counties: London 44 (48), 
Bedford 5-(1), Berkshire 5 (3), Buckingham 2 (1), Chester 4 (7), 
Cornwall 8 (8), Dorset 5 (4), Durham 3 (1), Essex 26 (17), 
Gloucdster 17 (0), Hertford 12 (7), Kent 19 (18), Lancaster 41 
(24), Leicester’ 2 (5), Norfolk 4 (2), Northampton 4 (4), 
Northumberland 6, (13), Nottingham 9 (9), » Somerset 6 (7), 
Southampton 7 (8), East ‘Suffolk 2 (5), Surrey 9 (11), East 
Sussex 5 (1), Warwick 13 (8), Wiltshire 8 (9), East Yorks 3 (1), 
North Yorks 2 (1), West Yorks 38 (19), ‘Glamorgan 6 (3), 
Monmouth 2 (0). 


Discussion of Table 


In England and Wales decreases were recorded in the notifica- - 
tions of whooping-cough 119 and acute poliomyelitis 43. There 
were increases in the incidence of scarlét fever 155 and 
diphtheria 14. 

The local trends of ‘scarlet fever showed only small varia- 
tions from the preceding week except in Yorkshire West Riding, 
where there was an increase of 55. Notifications of diphtheria 
have almost been doubled in the past month ; the chief feature 
of the returns was a rise of 17 in Lancashire (14 of the 26 
cases in this county were notified in Liverpool C.B.). 

There were only small variations in the local trends of 
measles, the largest being an increase of 27 in Lancashire. 
The largest fluctuations in the notifications of whooping-cough 
were decreases in Middlesex 29 and Essex 30. 

In- Durham, Hetton U.D., where 15 cases were reported in 
the preceding week, 17 further cases of dysentery were notified. 


. Other large returns for dysentery were London 16, Lancashire 


16 (Liverpool C.B. 10), Glamorganshire 8 (Cardiff C.B. 6). 
Outbreaks of food-poisoning were notified in Yorkshire West 
Sheffield C.B. 20); Essex 59 
(Southend-on-Sea C.B. 19) ; : and London 34. 

In Scotland there were increases in the notifications of scarlet 


fever 33, acute primary pneumonia 33, and dysentery 22, with 


decreases in the incidence of whooping-cough 28 and measles 
22. The rise in the notifications of scárlet’ fever occurred in 
the western area. Of the 76 cases of Soraia 60 were notified 
in Glasgow. 

In Eire the notifications of measles were 23 fewer than in 
the preceding week, while increases were reported for scarlet 
fever 11 and whooping-cough 10. The incidence of diarrhoea 
and enteritis remained high at 136 for the whole country ; of 
these, 101 were notified in Dublin C.B. The rise in the notifica- 
tions of scarlet fever and whooping-cough was contributed by 
Dublin C.B. 

In Northern Ireland decreases were reported in the notifica- 
tions of measles 10 and whooping-cough 11. The incidence 
of scarlet fever remained at the high level of the preceding week. 


` Week Ending October 1 
Notifications of infectious diseases in England and Wales 


_ during the week included: scarlet fever 1,305, whooping-cough 


956, diphtheria 76, measles 780, acute pneumonia 313, cerebro- 
spinal fever 25, acute poliomyelitis 331, acute polio-encephalitis 
26, dysentery 163, paratyphoid fever 24, typhoid fever 12, food- 
poisoning 553. - 


N mri 








The council of Dr. Barnardo’s Homes announces that the 
Watts Naval Training School at Elmham, Norfolk, and the 
Russell-Cotes Nautical School at Parkstone, Dorset, are to be 
amalgamated as one establishment under the new title of the 
Parkstone Sea Training School. As a consequence of this 
change the Watts School will cease to function as a sea-training 
centre and will for the time being become a branch home 
for boys. 


- 
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- Appointments to Royal Households eee. ee 


> Dr. J. N. Loring has been appointed Apothecary -to- His . 
Majesty’s Medical Household in the room of Sir. “Frederick ~- 
Stanley Hewett, who has beenappointed Extra Surgeon ‘Apothe- - 
cary to His Majesty’ s and to Queen Mary’s Medical Households. 

, Dr. Loring’. has also been appointed Apothecary to Queen. 
° Mary’s Medical. Household and to the Household of -Princess: ' 
Elizabeth and the-Duke: of Edinburgh. Sir James:Walton has 
been appointed an Extra’ Surgeon and Mr. Guy Capper Birt an 
Extra Surgeon Dentist to Her Majesty Queen Mary's Medical : 
pula All the appointments date from October, 1. - ' 


Unesco Book Coupons E Ñ a a 
- Individuals and institutions in “ soft currency ” countries may . 
obtain book coupons to facilitate buying books or’ periodicals 
from ‘the U.S.A., Switzerland, Czechoslovakia, India, and 
France. The coupons have.a dollar face value; and may be 
` bought with sterling from Unesco Book Coupons, Book Tokens 
Limited, 28,. Little’ Russell Street, London, W.C.1. ` Further 
particilars may be obtained from the same address. 


a 


7 E ~ “i 
Gold Medal. Mtoe ` 


”» = ~~ we ee 


The South Wales Téstitute of Engineers’ has ‘awarded Dr. 

T. 'H. Jenkins the Institute Gold Medal for 1948 for his. paper 

“ Medico- -mining: Aspects . of: Pneumoconiosis in South -Wales.” 

Dr. Jenkins is divisional‘ medical officer for the South-Western 

Division of the National Coal Board. While- -working as a 

collier in the Garw Valley he matriculated in 1924.and.entered 

the University College of South Wales.- He obtained his B.Sc. 

_ in mining, and subsequently studied medicine af University 

College Hospital, London, where he took conjoint eprom 
‘and London degree in 1938. 4 


4 


? 


Sir Sydney Smith 


The honorary. degree of M.D. of the University of Louvain 
was conferred upon Sir. Sydney Smith, Regius - ‘Professor of 
Forensic. Medicine and Dean. of the Faculty of “Medicine in 
_ the University: -of Edinburgh, at Louvain on October 10. -3 


A New Journal cS : a \ 


The Institute of Laryngology aid Sistas: Royal National 
Throat, Nose-and Ear’ Hospital, has commenced -publication 
of a new journal, Annals of the Institute of Laryngology and 
` Otology. The Annals will publish reports of the ‘work of the 
hospital,’ -and contributions ‘are invited from past and present 
‘members of the Institute. Based as they are on the largest. 
hospital in Britain devoted solely to otorhinolaryngology, the 

. Annals are an important addition to medical literature. They- 
will appear half-yearly, price 5s. per issue, and aie published 
„from 330; Gray’s Inn Road, London, W.C.1. 


The Anara Heart Association’s Joümal 


The American Heart Association is to begin publishing in 
January a new official monthly journal entitled, Circulation— ° 
The Journal of the American Heart Association. With the new 


publication the. American Heart Association will- terminate . - 


sponsorship of the monthly. American Heart Journal with the | 
December, 1949, number. -According to the announcement 
issued by the ‘American Heart Association, “ The needs of the 
members of the American: Heart Association and of the medical 
profession in general require a larger official journal to keep’ 
pace with advances in the field of cardiovascular. diseases. ` 
Circulation will be published in a larger ‘format . . Which will 
, assure acceleratéd publication of ‘articles,’ bringing ‘valuable: 
‘ miedical ‘material to, the professional reader at the earliest pos- 
sible opportunity.” Dr. Thomas M. McMillan, for- some years 
editor-in-chief of the American Heart Journal, will: continue in 
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that t capacity for Circulation, and: it is s expected that the asso- 
ciaté_editors and editorial board of the older publication will 
also, serve in the, same capacities on the new magazine. The 
‘publishers will be Grune and Stratton, Inc., 381, Fourth “Avenue, 


` 


- Thè King invested-Sir Maurice Cassidy. with the insignia of 
‘the! GC. V.O. at his home on October 10. Sir Maurice Cassidy 
was unable to go to Buckingham Palace to receive the honour, 
which; as” “reported previously, was gazetted in May, because of 

the, i injuries that he received in a car accident six months ago. 
ER : 
Photographic Exhibition 

. The ‘Royal ‘Photographic Society’s annual exhibition: at 
16, Princés Gate, London, S.W.7, includes a number of photo- 
graphs of interest to medical men. The illustrations of -the 
pathological specimens of heart and kidney” showed the remark- 
able clarity that photography can attain.in skilled hands. Much 
depends, on adept lighting.of the object, as was shown particu- 
larly. clearly in five photographs of a man with exophthalmic 
ophthalmoplegia directing his eyes to show the effects of the 
disorder. These photographs are of a quality that deserves 
study’, by anyone wanting to illustrate an article or a textbook. 
The exhibition remains open until October 26. 


Periodicals at Special Rates 


The. Times has announced that full-time students may now 
buy: it for 2d. Inquirers should write to the Manager, Subscrip- 
tion Department, The Times, Printing House Square, London, 
E. Cy 4,. The weekly journal, the Spectator, is now obtainable by 
‘members- of the medical profession for the special subscrip- 
tior of - £1 1s. instead of 30s. a year.’ Particulars may be 
obtained from the Spectator, 99, ONS Street, London, W.C.1. 


Tuberculosis as Industrial Disease 


The Industrial Diseases Subcommittee of the Industrial 
Injuriés ‘Advisory Council is considering whether tuberculosis 
should. be a “ prescribed disease ’-under the- National Insur- 
ance. (Industrial Injuries) Act for nurses and other classes of 
health workers. “Prescribirig” a ‘disease in relation to any 
particular class of person makes the benefits provided under 
the Industrial Injuries. Act available to people i in that class if 
they are employed under a contract of service and develop 
the -disease as a result of their employment. Industrial injury 
benefits. are appreciably greater than those obtained under the 
National Insurance Act.. Persons and organizations are invited 
to’ submit written évidencée as soon as possible, and in any case 
before December 1, to Mr. F. K. Forrester, Ministry of National 
Insurance, 6, Curzon Street, London, W.1, who will supply’ - 
-further information on request.. 


B.C.G. ‘from Denmark ne E 


~ The first consignment of B.C.G. to be imported under the 

Ministry- of Health’s scheme. arrived in England by air from 
Copenhagen on October 3, and was sent to the Public Health 
Laboratory at Colindale. Part’ of the consignment, which con- 
jtained 30 ml. of the vaccine, is to be used at the Children’s 
Hospital at Sheffield, where some of the staff have volunteered 
to ‘be vaccinated. The arrangements for trying out B.C.G. in 
this -country were -described in the Journal of aie 2 lp. 29). 


Child. Health Lectures in Czechoslovakia i 


‘Professor J. C. Spence, Professor of Child Health in the 
University of Durham, is now in Czechoslovakia lecturing for 
the British Council. The Czech Ministry of Health, the Czech 
Paediatric Society, the Czechoslovak-British Medical Society, 
and the Institute of Social Medicine, Charles University, have 


co-operated i in arranging ‘the tour. 


Wills . f i = fi > ‘ 

-Dr. Alan Deana Smith Tuke, of Dunfermline, left £65,246 ; 
Dr. George Ezra Halstead, of Bideford, £22, 394 ; Dr. Alexander 
‘McConnell Erskine, of Goole, £18,477; and ‘Dr. Percy Kitchin, 
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COMING EVENTS 
Royal Medical Society 


The 1949-50 session of the Royal Medical Society of Edin- 


burgh (7, Melbourne Place, Edinburgh) opens to-day! (Friday, 
October 14) at 8 p.m., when Professor A. Murray Drennan 
delivers the inaugural address entitled “Whither Are We 


Going ?” Further meetings will be held on Fridays at 8 p.m., 
as follows: October 21, Mr. K. Wood, “Clubbing of the 
Fingers ” ; ‘October 28, Sir Philip. Manson-Bahr, “The Dawn 


of Tropical Medicine (The . Life and Work of Sir Patrick 
Manson)”; November 4, Mr. C. W. Mercer, “The Aetio- 
logy and Treatment of Ulcerative Colitis”: November, 11, 
Mr. R. C. Tyldesley, “ Unorthodox Healing—An Assessment ” ; : 
November 25,,Mr. A. H. Duncan, “The Aetiology of Neo- 
plasia ” ; December 2, Mr. J. J. MacCabe, “ Disseminated 
Sclerosis” ; -December 9, symposium on “ Pyrexia ” ; ‘January 
13, - dissertation by Mr. I. B. Tait; ‘January 20, Mri: D. W. 
MacLean, “The Handicapped Child ”; January 27, Sir Hugh 
Cairns, “ Head Injuries ” ; February 3, Mr. J. B. McWhinnie, 
7 ‘Physique, Diathesis, and Temperament ”; February 10, 
dissertation by Mr. L. R. Roberts ; February 17, Professor 
Walter Mercer, “ Manipulative Surgery Ba ; February 24, Mr. 
A. „Fraser Darling, “The Nature of Cutaneous Sensation ” 

March 3, Sir Edward Mellanby, F.R.S., 
Degeneration due to Abnormal Bone Growth—An : ` Experi- 
mental Investigation ” ; 


senior: président: « The presidents’ annual dinner willbe held 


at the Royal College of Physicians of Edinburgh, Queen Street, i 


Edinburgh, on Thursday, November 17, at 7.15 for 7.30 p.m., 
when Sir Alexander Fleming, F.R.S., will be the guest of 
honour. 


society will be Held on Wednesday, March 15, at 7 p.m.- 


‘Hunterian Society - 


The programme of the Hunterian: Society for the 1949-50 
session is as follows: October 17, 7 for 7.30 p.m.; dinner- ` 
meeting at Talbot Restaurant, 64, London Wall, E.C., presi- 
dential address by Dr. Williám Thomson. Brown on “ Balance ae 
November’21, 8.30' p.m., af Society- of Apothecaries of London, 
Black Friars Lane, Queen Victoria Street, E.C., discussion, 
“That Alcohol: has Contributed more to the Happiness than 
to the Misery: of Mankind,” proposed by Dr. John Y. Dent 
and Dr. Desmond Curran and opposed by Dr. Henry Yellow- 
lees and Mr. Archibald Crawford, K.C. ; December’ 5, 7 for 
7. 30 p.m., dinner-meeting at Talbot Restaurant, discussion, 

“ The Assessment of Surgical Risk,” to be opened by Sir Horace 
Evans, Dr. Frankis T. Evans, and Mr. A. Lawrence Abel; 
January 16, 8.30 p.m., at Mansion, House, London, E.C., Hun- 
terian Lecture by Professor René-A. Gutmann (Paris), “The 
Early Diagnosis of Gastric Carcinoma”; February 16, at 
Grosvenor House, Park Lane,’ London,’ W., annual dinner ; 
February 27, 8.30. p.m., at Mansion House, Hunterian’ Oration 
by Dr. Daniel T. Davies, “John Hunter, the Man and his 
Message ” ; 
Talbot Restaurant, discussion, “ Modern Trends in the Diag- 
nosis and Treatment of Pulmonary Tuberculosis,” to be opened 
by Dr. Geoffrey Marshall and Mr. T. Holmes Sellors ; April 17, 
7 for 7.30 p.m., annual general dinner-meeting at Talbot Res- 
taurant, followed by a-demonstration of hypnotism by Mr. Peter 
Casson. 


tow 


Edinburgh Lectures 


. In connexion with the postgraduate courses in medicine and 
surgery the Edinburgh Postgraduate Board for Medicine has 


arranged a series of open lectures on subjects of wide biological | 


interest to be given on Tuesdays, at 5 p.m., during the winter 


term in the Anatomy Lecture Theatre, Edinburgh University , 


New Buildings, beginning on October :25) All students and 
graduates are invited to attend. Details will be published under 
“ Societies and Lectures” in the Journal. 
{ 

Forensic Medicine Congress $ 

The Third Congress of the International Academy of Forensic 
and Social Medicine will BE held in Cairo on March 21-26, 
1950. z 
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“ Widespread Nerve 


; March 10, valedictory address by the | 


‘March 20, 7 for 7.30 p.m., dinner-meeting at- 
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Institute of Diseases of the ‘Chest 


A ceremony to mark the opening of the new premises of the 
Institute of Diseases of the Chest (British Postgraduate Medical 
Federation) in the grounds of Brompton Hospital, Fulham Road, 
London, S.W., will be held on Wednesday, October: 26, at 
3 p.m., when inaugural addresses will be delivered by Sir John 
Anderson, chairman of, the Governing Body of the Federation. 
Sir Francis ‘Fraser, director of the Federation, Sir Robert A. 
Young, chairman of the Board of Governors of the Hospitals 
for Diseases: of the Chest and consulting physician to Brompton 
Hospital, and. Dr. S. Roodhouse Gloyne, consulting pathologist 
to the London Chest Hospital. 


London ‘Hospital Old Students’ Dinner 

The London Hospital Old Students’ Dinner will be held at 
the Trocaderd Restaurant, Piccadilly Circus, London,: W., on 
Thursday, October 27. Tickets, price £1 1s., can be ‘obtained 
from Dr. R. R. Bomford, 6, Devonshire Place, London, W.1. 


SOCIETIES AND LECTURES 


ir Friday 
Roya MEDICAL Society, 7, Melbourne Place, Edinburgh.—-October 
, 8 p.m., “ Whither Are We Going?” Inaugural address by 
Professor A. Murray ‘Drennan, 


Monday 
HUNTERIAN Sociery.—At Talbot Restaurant, 64, London Wall, E.C., 
October-17, 7 for 7.30 mi diñner-meeting ; ‘ ‘ Balance,” Presiden- 
tial address by Dr. William Thomson Brown. 
INSTITUTE OF ETOT R OTOLOGY, 330-332, Gray’s Inn Road, 
London, W.C.—October 17 A p.m., ‘ Tumours of the Post-nasal 
Space,” by Mr. F. C. W. 


aM cy 


Í LONDON University.—At University College, Gower Street, London, 
The annual extraordinary general meeting of the . e 


W.C., October D 5.15 p.m., “ 


Structure of Peripheral Nerve 
by Professor J. 


Z. Young. 
Tuesday 


INSTITUTE OF LÅRYNGOLOGY AND OTOLOGY, 330-332, Gray’s Inn Road. 
London, W.C.—October 18, 2.30 A z Malignant Diseases and 
Radiotherapy,” oy Mr. W "A. Mi 

ROYAL COLLEGE OF PHYSICIANS OF Lonpon, Pall Mall East, S.W.— 
October 18, 3 p.m., “ Individuality in Medicine,” Harveian Oration 
by Dr, Geoffrey Marshall. 

SOCIETY. -FOR' THE STUDY OF- AÐDICTION.—At Medical ' Society- of 
London, 11, Chandos Street, Cavendish Square, W., October 18. 

p.m.,’ “The Problems for Research ui the Stud of Addiction,” 

Presidential address by Professor F. L. Golla. discussion will 


follow. 
Wednesday 


GLASGOW UNIVERSITY : DEPARTMENT OF OPHTHALMOLOGY.—October 
19, 8 p:m., “‘ Tobacco Amblyopia,” by Dr. R. Leishman. 

HARVEIAN SOCIETY OF LonDon.—-At King’s College Hospital Medical 
School, Denmark Hill, S.E., October 19, 4.15 p.m., Clinical 
“meeting. 

LONDON UNIversIty.—At University College (Anatomy Theatre), 
Gower Street, W.C., October 19, 5.30 p.m., “ Growth and Repro- 
duction of Bacteria,” by Sir Paul Fildes, F.R.S. 

NorTH-EAST METROPOLITAN REGIONAL ie ass SOCIETY.— 
October 19, 2.30 pms visit to Ware Park Sanatorium, Herts. 
eee "of the Lung for Pulmonary Tuberculosis,” by Mr. O. S. 

ubbs. ‘ ' 

ROYAL INSTITUTE’ OF PusBLIC HEALTH AND HYGIENE, 28, Portland 
Place, London, W.—October 19, 3.30 p.m., “ The Present Position 
of Diphtheria Immunization,” by Dr. W. W. King-Brown. 

SocreTy oF RapiocrapHerRs.—At Royal College of Nursing 
(Cowdray Hall), 1a, pou Place, Cavendish Square, London, - 
W., October 19, 6 0 p.m., “ The Radiography of Infants and 
Children,” Sankey Meile Memorial Lecture by Dr. C. G, Teall. 


Thursday ` 


BRITISH nave or RADIOLOGY, 32, Welbeck Street, London, W.— 
_ October ‘20, 8.15 p.m., discussion: “ Instrumental Aids to Diar- 
` nostic gti ay Speak ers: Dr. eee H. Hills, Mr . W. 
Stanford, G. R. Airth, and Mr. E. Ormerod. 

EDINBURGH res Crus.—Iin BMA. Rooms 7, Drumsheugh 
Gardens, Edinburgh, October 20, 8 p.m., opening meeting of clu 
“ Discussion on the Problems of "Married Life,” by Reverend W. S 
Tindal and Dr. W. P. Kraemer. 

INSTITUTE: OF UroLoGy.—At Royal College of Surgeons of England., 
Lincoln’s Inn Fields, London, W.C., October 20, 5 p.m., “ The 
C Onser vative ‘Treatment of Hydronephrosis,” by Professor V. W. 


LONDON UNIveRSITY.—At University College. , Anatomy Theatre), 
Gower Street, W.C., October 20, 5.30 p.m., “ Growth and Repro- 
duction of Bacteria,” by Sir Paul Fildes, S. 

RoyaL SOCIETY OF TROPICAL MEDICINE AND'HYGIeENe, 26, Portland 
Place, London, W.—October 20, 7.30 p.m., “ Tropical Medicine as 
a Career,” Presidential address by Professor H. E. Shortt. 

St. GerorGE’s Hospital Mepicat ScaooL, Hyde Pak Corner, 
London, a 20, 4.30 p.m., lecture-demonstration : 
= Neurology, : by Dr. D J. Wili Iliams, 


L.D. 
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Friday , Í 
FACULTY oF RaproLocists.—At Royal College of Siiraeons of 
England, Lincoln’s Inn Fields, London, W.C., October 21, 2.15 
p.m., Diagnosis Section meeting, mi The Value of Tannic Acid 
Barium Enema in Colonic Investigation,” by Dr. J. H. L. Conway- 
Hughes; “ The Causes of Failure After Gastrectomy for Peptic 
Ulcer,” by Dr, C. N. Pulvertaft; “ The ts Appearances of 
as Collapse (Atelectasis) of the Upper Lobes,” by Dri G 
imon 
INSTITUTE OF PHYSICS: INDUSTRIAL SPECTROSCOPY GROUP Ris 47, 


Belgrave Square, London, S.W., October 21, 4 p.m., annual eneral 


meeting; “ Physical Methods in the Forensic Laboratory,” y Dr. 
G. Tryhorn. . 

acon Universiry.—At University College, Gower Street, London, 
W.C., October 21, 5.15 p.m., “ Transmission of Excitation in Nerve 
and M uscle,’’ by "Dr. Bernhard Katz. : 

LONDON UNIversITy.—At University College (Anatomy Theatre), 
Gower Street, W.C., October 21, 5.30 p.m., 
duction of Bacteria,” by Sir Paul Fildes, F.R.S. 


ROYAL INSTITUTE OF PAILOSoPHY, 14, Gordon Square,, London, W.C. 


—October 21, 5.15, p.m., “ Russell’s Theory of the External World, 
by Professor "H.-H. Price. 

RoyaL MEDICAL Society, 7, Melbourne Place, Edinburgh.—October 
21, 8 p.m., “Clubbing of the Fingers,” by Mr. K. Wood. 


“ Growth and Repro- - 


WEST LONDON MEDICO-CHIRURGICAL SOCIETY. Ai South: Kensington 


Hotel, 41, Queen’s Gate Terrace, London, S.W., October 21, 

7.15 p.m. "for 7.30 m., dinner; 8.30 p.m., “ The Dramatic us 

Gynaecology. and O stetrics,” Presidential address by, Mr. V. 

Green-Armytage. 5 MA 
Saturday 


BIOCHEMICAL SocieTy.—At Biochemistry Department, King’s College, 


Strand, London, W.C., October 22, 2 p.m., 280th meeting. 


Ld 


APPOINTMENTS 


Dr. Herbert Kent, formerly Fellow in Physical Medicine and 
Rehabilitation of the New York University, Bellevue Medical Center, 
and National Foundation for Infantile Paralysis, has been, appointed 
Chief of Physical Medicine Rehabilitation’ at the Veterans 
Administration Hospital, Indianapolis. 


The Secretary of State for Scotland has appointed Dr. “Catherine 
Haldane Stobie Begg to be a Deputy Commissioner of the- General 
Board of Control, for Scotland. 


Dr. Begg graduated M.B., Ch.B. at Glasgow University in 1932. and has-held 
appointments in Glasgow Royal and Westein Infirmaries, Glasgow Southern 
General Hospital, and various mental hospitals. She is at present Senior a 
Officer at Stoneyetts Mental Hospital, Glasgow. ` 
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ment of trachoma is still uncertain. When the sulphonamides 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
Which ‘should 'be typed. We publish here-a selection of those 
questions and answers which-seem to be of general interest. 

fa N i 
; Trachoma 
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Q= $ -What is the cause of trachoma? How useful are the 
sulphonamides and antibiotics in the treatment of this condi- 
tion? Where are the best articles to be found concerning the 
disease in all its aspects?" 


"A. _—It is now generally agreed that trachoma is due to a 
virus infection, the virus being one of the large-sized variety. 
The mode-of transmission—for example, the question whether 
the virus is louse-borne—is still in dispute. As with the other 
infections’ due to large-size viruses, the sulphonamides have 
The place of penicillin in the treat- 


are used it is advisable to eradicate secondary infection by 


_ a course: of sulphonamide systemically. The trachoma itself 


CENTRAL COUNCIL FOR HEALTH EpucaTION.—The following appointments , 


have been announced: Deputy to the Medical Adviser and Secretary, L. J. H. 

Burton, M.R.C.S., L. R.C. P., D.P.H.; Assistant, Anne F. Burgess, M.B., Ch.B. 

S. 

NeLson, Ivan D. 'M., Mi; Ch.B., D.P.H., Deputy Medical Officer of Health, 
County Borough of Dewsbury. À 


RarTery, LILIAN, M.R.C.S., L.R.C.P., M.M.S.A., M.R.C.O.G.,; Assistant 


_ Visiting Gynaecologist and Obstetrician, King Edward Vill ‘Hospital, Durban, 


South Africa. 
RUNWELL HOSPITAL, near Wickford, .Essex.—Clinical Research Fellow, P. 
Macdonald Tow, M.B., B. S.~ Senior Registrar, M. G. Valentine, M.D., D P. M. 


STEWART, R. H. M, M.D. Assistant -Senior Medical Officer, Manchester 
Regional Hospital Board.’ 
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MARRIAGES, AND “DEATHS 


} ` BIRTHS 


Black.—On Bate 2, 1949, at Dunfermline, to Hilda (née M 
J. Murray Black, F.R.C.S.Ed., a daughter. 

Ferguson.—On September 6, 1949, at Douglas, Isle of Man, to Prac (nde 
Wright), wife of Dr. J. H. Ferguson, a brother for Frances, Elizabeth, 
and Robert—George Wright. \ 

Mills.—-On October 6, 1949, to Margaret Jane, M.B., .D.A., wife of Wilfrid 
Mills, F: R. C.S., & son. = , 

MARRIAGES 


BIRTHS, 


y), wife of 


‘ Binns—Whitaker.—On September 17, 1949, at Ewell, Surrey, Satgean Liite- 


ant-Commander George Augustus Binns, ‘R.N., of Leicester, to J oan Whitaker, 
of ‘Ewell. | 
DEATHS 


4 


Aspinwall.—On October 2, 1949, at Heswall, Cheshire, Joan Fullerton Aspin- ` 


wall, M.R.C.S., L.R.C.P., aged 85. 
Bentley.—On September 26, 1949, Harold Bentley, M.R. Gs. L.R.C.P., 
* of Mitcham, Surrey. ' 
Ford.—On October 3, 1949, at 2, Derwent Road, Eastbourne, Frank Chubb 
Ford,- M.R.C.S.,' LR. C.P., late of Wimbledon and Rotherfield, aged 82. 
Freeman.—On September 29, 1949, Harry Freeman, F.R.C.S., M.M.S.A., of 69,- 
Harley House, London, N.W. ` 
reenwood.—On October 5, 1949, in London, 
F.R.C.P., Church Hill, Loughton, Essex, aged 69. 


late 


-F.R.S., of Hillcrest, 102, 


Hoftman.—On September 26, 1949, at his home, The Red House, Cranham, 


Gloucester, Geoffrey Arthur Hoffman, B.A., ` M.B., T.C.Dub. 
Johns.—On September 27, 1949, at ihe Old Mill © "House, Adderbury, Oxon, 
Archibald Tisdall Johns, M.D., aged 77. 

Mathews.—On . September 24, 1949, at Wayside, Gossamer Lane, Aldwick, 
Bognor Regis, Sussex, ` William L’Estrange Mathews, M.R.C.S., L.R.C.P. 
Prentice.—On September 19, 1949, in hospital, John Stuart Prentice, M.B., Ch.B, 
Wilizms.—On' September , "21, 1949, Geoffrey Commeline ae O. B.E., 

. M.R.C.S., DECES D.P.H., of 8, Belbroughton Road, Oxford 


f / 
\ g i 


Major Greenwood, ‘D.Sc., 


‘the mouth. 


‘ inipotent. 


appears to be readily amenable to local sulphonamide therapy, 
which ‘may have to be continued for several months. Daily 
painting with 30% sodium sulphacetamide, and the use of an 
ointment of 6% of the same drug three or four times a day, 
give good results. It is advisable to eradicate as much of the 
infective material as possible by mechanical means such as 
expression before starting on local therapy. In old-standing 
cases eradicating a virus infection does not, of course, over- 
come mechanical distortion of the lid from shrinkage of tissue. 

The best account of modern teaching is the Aetiology of 
Trachoma: by L. A. Julianelle (Oxford University Press, 1938). 
Trachoma, by A. F. MacCallan (London, Butterworth & Co., 
1936), is also useful, especially for the older teaching: An 
account of the use of sulphonamides in trachoma is contained 
in-:a paper on the treatment of trachoma by Arnold Sorsby 
in the’ British Journal of Ophthalmology (1945, 29, 98). 


| l Hyoscine for Sea-sickness 

Q.—A family consisting ` of the parents and two children, 
aged 4 and 2, are travelling to South Africa. What would be 
the appropriate dose of hyoscine in each case? Should it be 
started \ before embarkation? How long should it be con- 
tinued, and are there any side-effects? , 


A.—Presumably the hyoscine is intended to prevent sea- 
sickness. If so, an adult should take a daily dose of 1/100 gr. 
(0.65 mg.) of hyoscine hydrobromide. One dose daily is enough, 
taken in the morning. A child ‘of 4 should take one-fifth of 
this dose, and a child of 2 one-tenth. There is no need to start 
taking the drug before embarkation. It can be continued 
throughout the voyage. 'Thé only reaction is some dryness of 


Prostatectomy and Sexual Potency 


Q. —What is now considered the most satisfactory surgical 
approach. in prostatectomy? What is the effect of the opera- 
tion on’ the sexual life of an otherwise healthy male of middle 
age, particularly in relation to potency and libido, power of 
erection, emission and ejaculation, orgasm, spermatogenesis, 
and ability to procreate : ? 


A. —Potency ‘and libido are not iaually affected by prostat- 
ectomy in a healthy middle-aged male. Many of the patients 
undergoing, prostatectomy have already ceased to have coitus, 
but Thomson-Walker found that, among males of all ages, no 
difference was. observed in'sexual power in 67% ; 20% suffered 
subsequently from a gradual loss of vigour; and 13% became 
Ejaculation does not usually occur after enuclea- 


` tion of the prostate, the semen passing back into the, bladder 


and being voided iin the next specimen of urine. In ‘spite of 

this the patient has an orgasm. It is. usually said, that sterility 

follows prostatectomy, but the writer has known two or three 
: í 


-- ‘ ` t 


—_ 
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been subjected to prostatectomy. If it were not for the fact 
that the wives of most men undergoing prostatectomy; are 
themselves ~past child-bearing age, such cases would probably 
be more numerous. 
many surgeons divide the vasa in order to reduce the inciderice 


` of post-operative” epididymitis, and ‘that this leads to sterility. 


It cannot be said that any one technique of prostatectomy is 
recognized as being superior to all others. What form of 
operation is carried out will depend on the state of the patient 
and on the surgeon’s personal opinion. 
ectomy and the Harris technique are'both excellent operations 
for certain patients, but they should not be used: as routine 
measures. a A ' 


Coronary Thrombosis and Air Travel . 


Q.—Are there any objections to air.travel for patients with a 
history of coronary thrombosis some years ago ? 


A.—-Provided oxygen is used for flight above :10,000 feet 
(3,000 metres) there should be.no greater risk to a subject well 
recovered from a coronary: thrombosis in this mode of travel 
than in any other, and fatigue is likely to be considerably less. 

ate l- i 


/ * „  Thrombophlebitis Migrans `" 


j is 


Q.—What is the treatment for repeated’ attacks of thrombo-. 


‘phlebitis over a period of 18 months involving thé superficial 
veins of arms and legs in a woman of 48? The erythrocyte 


sedimentation rate is 1] mm. in one hour, and the blood pres- 


. sure. 146/90 mm. Hg. She has no infected teeth or gall-bladder 


~ 


infection. Section of an infected vein has shown'well-organized 
thrombus. ; Sulphonamides, large doses of vitamins, and the 
usual treatment. for phlebitis have been unsuccessful. What 
further treatment could’'be tried, and what is the prognosis ? - 


A.—This patient seems to be suffering from thrombophlebitis 
migrans, although the usual. associated pyrexia and low blood 
pressure seem to be absent. ‘Dicoumarol is very useful in this 


rebellious complaint, and should be administered so as to keep - 


the prothrombin time double.the normal and persisted in for 
three to six months. The condition is as a rule not disabling, 
and the patient should, if possible, be ambulatory ; this can be 
attained by supporting the legs with elastic bandages. A long 
holiday in a warm place is-often beneficial. The disease is not 
usually dangerous and burns itself out ‘in time, but rately it may 
progress to a malignant thrombophilia in which the largest 
vessels may become involved and even arteries be blocked, with 
consequent cardiac damage or loss of limbs. . ie 


” : a ` t 


7. % 
Quinine Test of Liver Function ; 
Q.—I have seen a reference to an article, by Pallardo.on the 
‘quinine test for liver function, for which he claimed good 
results. “I should be grateful for details. of procedure, the 
' field of application, interpretation of results, and relative merits 
compared with other liver function tests. 


A.—The quinine test for liver, function was described by 
Pallardo in 1947 (Sem. méd., 54, 721), and\depends ‘on the 
detection’ of: quinine in, the urine after oral administration of 
the drug. Quinine sulphate 0.2 to 0.25 g. is given to the 
fasting patient. The urine is collected ‘at 30 minutes, two 
hours, and 12 hours afterwards. The three'specimens of urine 
are tested for quinine with the Tanret reagent, which-is pre- 
pared as follows. Dissolvé 1.35 g. of-mercuric chloride in 
25 ml. of water, add to'this solution 3.32 g. of potassium iodide 
dissolved in'25 ml. of. water, then make the total solution up 
to 60 ml. with distilled water and add 20 ml. of glacial acetic 


acid to the mixture. After-the Tanret reagent is added a posi-: 


tive reaction is indicated by the. development of turbidity. 
Normal subjects give negative reactions under these ‘conditions. 

The “test is positive in the urine from a high proportion of 
cases of liver damage, irrespective of the cause, although occa- 


- sional negative findings are also recorded in conditions such as 


cirrhosis and infective hepatitis. The test may also be positive 
in cholecystitis and hepatic carcinomatosis, which would appear 
to limit its value in differential diagnosis. The author claims 
that it is a-sensitive index of liver damage. 


ANY QUESTIONS ? 
a I a SERNA 


; ar : aes \ 
cases in: which the wife has conceived after her husband has~~ 


It must be remembered, however, that- 


Retropubic prostat- - 


- (Lancet,' 1945, 2, 460). 
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NOTES AND COMMENTS 


Enlarged Liver ‘after Amoebic Dysentery.—Dr. C. F. J. CROPPER 
(Ronkswood, Worcester) writes: I should like to submit some com- 
ments on the answer to the query entitled “Enlarged Liver after 
Amoebic Dysentery ” (“ Any Questions ” August 20, p. 448). It 
appears to me that the writer was presented with a common, and in 
this case simple, problem to which he. himself provided the solution 
by his demonstration of the regression of an enlarged liver beginning 
during_the course of emetine injections. The history of amoebic 
dysentery and the response to this infallible therapeutic test can 
surely leave little doubt about the diagnosis. Incidentally, in general 
experience leucocytosis is frequently absent in amoebic hepatitis. 


Theré is‘no mention, either in the query or in the reply, of sigmoido-~ 


scopy. It is disturbing to find so essential a diagnostic procedure 
. ignored in this way. If this neglect of sigmoidoscopy is widespread. 
innumerable cases of amoebiasis originating in both world wars are 
certainly being missed. ‘(I use the word “both” advisedly, since 
more than one case has come to light in this hospital which has 
remained undiagnosed and untreated from the 1914-18 war: these 


` have been diagnosed purely on sigmoidoscopy appearances.) Whilst 


in no way belittling the significance of stool tests, it needs to be 
stressed that only the select few with long apprenticeship can identify 
‘cysts with competence, and in any case the chronic patient so often 
yields. negative results, Hand, in hand with microscopy should. go 


', sigmoidoscopy, the technique and interpretation of which can readily 


be taught. This strangely neglected instrument frequently gives in a 
few moments a certain answer in the search for amoebiasis. 
+ Physicians handling cases potentially infected with this disease should 
have indelibly printed on their minds the picture of the tiny wart-like 
projections, aptly likened to colonies of pneumococci on blood-agar, 
which are the commonest lesions of chronic amoebic dysentery 
In the tropical section of this hospital, in 
the first six months of this year no less‘than nineteen cases with nega- 


\ tive stools but with .dysenteric symptoms were revealed by the 


finding of these “ pin-point craters.” In the great majority of cases 
both symptoms and lesions cleared up with anti-amoebic treatment. 


a « T e où . . a 
There is, in my opinion, no answer to the problem of amoebiasis in . 


this and many other countriés except the adoption of sigmoidoscopy 


_as a simple out-patient procedure, > y 


Wax in the Ears.—Mr. F. K. Hayman (Sharnbrook, Bedford) writes : 
Your correspondent (““ Any Questions ? ” October 1, p. 767) asks 
about any prophylaxis against wax in the ears. I have found that 
a good deal of so-called wax is composed of bits of hair, dandruff. 
ordinary dust, etc., bound together by'soap—shaving or toilet— 
insufficiently rinsed off, and probably pushed in by the towel. I 
have often found a soapy turbidity in the water used for syringing. 
and have cautioned such patients not to allow.soap to enter the 
meatus if possible, and in any case to rinse about the ears verv 
thoroughly. V n ; 

/ ; / 

Dichloracetylene Poisoning.—Dr. C. F. Scurr (London, S.W.) 
writes: Your answer upon this subject (“‘ Any Questions ? ” Septem- 
ber 24, p. 717) is incomplete. Had the question been referred to an 

‘anaesthetist instead of an industrial toxicologist a more adequate 
answer, would have been given. Dichloracetylene is a product of 
the decomposition of trichlorethylene with alkali under‘ certain condi- 
tions—e,g.,” by soda-lime in a closed-circuit anaesthetic apparatus. 
A detailed account of the toxic effects and'necropsy findings is given 
by Humphrey and McClelland (British Medical Journal, 1944, 1, 315) 
and by Carden (ibid., 1944, 1, 319). 





ld 


Correction 


/ PE 

Dr. SipneYy G. HAMILTON (Woolacombe, N. Devon) writes that 
in his letter on ‘* Antihistamine Drugs in General Practice ” (“ Points 
from Letters,” October 1, p. 760) the words “ phenacetin and codeine 
compound’ in the seventh line from the end of the paragraph 
should read “ pyranisamine maleate.” 4 


y” 
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2 o ARTIFICIAL KIDNEY“ 


; BY , 
GORDON MURRAY, M.D., F.R.C.S., EDMUND DELORME, M.D., 
co ER.C.S.Can. . F.R.C.S.Can. 
AND 


NEWELL THOMAS 


Toronto, Canada 


in ancient times it was thought that the kidneys were linked evidence has supported the claim. Also, it has been demor- 
closely with the temperament of the individual, and physi- strated repeatedly that the apparatus works smoothly fo 
cians of old practised largely on physic and examination of lòng periods, and that it performs the functions for whicr 
the urine. With modern pathology, much more has been it was developed. 
learned about the kidneys in many respects, but their Many workers, including Abel, Rowntree, and Turne: 
detailed function is still a mystery. (1913, 1914), Thalhimer (1938), and numerous others, have 
Our interest in an artificial kidney came only as a side- * embarked on similar investigations, but the work has no: 
line ‘to the work being done with heparin, and funda- to our knowledge been developed to a point where it was < 
mentally a good anticoagulant is paramount when blood is proved effective clinical method of treatment. The one 
to be circulated ‘through any system of artificial tubes. exception is that:of Kolff and Van Noordwijk (1946). ir 
There were other reasons which made such an investiga- Holland. We were not aware of their investigations, anc 
tion more or less logical. The ever-present patient with not until after the war did we hear of their results. Ther: 


anuria, for whom so little could be done unless the kidneys excellent monograph gives evidence of the treatment of an 
themselves decided to go to work, also offered a real extensive series of patients, with some good clinical results 
challenge. The persistence of anuria in a patient who may Apparently our efforts have been carried on simultaneous). 
look and feel well induces in the doctor in charge a series and they were quite independent. It was interesting, there- 


of changing moods ending in desperation and an admission fore, to compare the methods and the material used, and tr: 
of helplessness from ignorance of the disease of uraemia, note the different avenues followed, which evidently cor- 
its cause, how it acts, and ‘its cure. verged fairly closely towards the same goal of end-result: 


With heparin as an anticoagulant, attempts were made to 
clear the blood stream of toxic substances by transplanta- Development of the Apparatus 


tion of a kidney from one animal to another and from one a ue, 
4 The principles of our artificial kidney are: (1) a dialysıng 


species to another. This work was done in 1933-5 with ea eee : f 
moderate success (Murray, Delorme, and Thomas; 1947). membrane which is selective in allowing the passage oi 
some substances and not of others from the blood stream— 


The objective in this present investigation was to produce mana 
namely, non-protein nitrogen and other toxic substances . 


similar effects by preventing a patient from dying of acute 
eee his (2) a method of circulating the blood through this extrinsic 


toxaemia in such conditions as acute mercury and phenol 
poisoning, in the toxaemias of acute infections such as SYStem; (3) protection from removal of necessary substances 
from the blood stream. 


nephritis or pneumonia, etc., with oliguria or anuria, as well 

as in acute anurias following blood transfusions, crush, It was not until very extensive and arduous trials anc 
excessive sulpha-drug administration, eclampsia and experiments had been made that we finally arrived at the 
toxaemia of pregnancy, severe skin burns, induced abor- present set-up (see .Diagram), which works satisfactorils 
tions, acute injury to ureters and kidneys from calculus both experimentally. and in clinical patients. 

obstructions, reflex or otherwise, or following operation. 
This thesis is supported by Trueta’s (1947) work, in which , 
it was shown that the cortex of the kidney may be put out ‘ 
of action by various reflex or other means, and that it may 
regain its function provided the patient. survives long 
enough. 

It therefore seemed possible, if the patient could be pro- 
tected from death from toxaemia in such conditions, that 
after a time a number of the kidneys affected might recover 
enough to resume function, and such has been the case in 
several instances. — i N 

It was with satisfaction,- therefore, that experimental o pe 
results to justify this thesis were noted and also that clinical Schematic diagram of artificial kidney (not drawn to scale). V, 


*Based on the Alexander Simpson-Smith Lecture delivered at the and V, = valves. C = condom. S = syringe. E = eccentric. 
Hospital for Sick Children, Gr “at Ormond Street, on July 11 by T= rubber tubing. A = air trap. R = inlet control. D = dialysing 


. Gordon Murray. membrane. G = Bath jar. 4633 
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The following is a summary of some of the series of 
events which led to the developnient of the apparatus and 
of what might be termed the evolution of this instrument. 
sae The first method ‘was the circulation of arterial blood with 
. return through the venous side through several coils of cellulose 
acetate tubing (sausage-casing) bathed in warm tap-water. This 
tubing was 1 in. (2.5 cm.) in diameter and presented the primary 
_ disadvantage of the volume/surface-area- ratio. Also, the size 
pf the tubing allowed escape of'too much of the animal’ s blood 
before there was sufficient return, if a reasonable length of it 
‘was used. In this way the animal really had haemorrhage’ into 
the tubing.: Filling this -with poon beforehand overcame the 
difficulty, ~~ a. 

2. Later on, with soneiderable effort, tubing 4-in. (1.25. cm.) 
in diameter was obtained, with somewhat better results. Then 
t-in. (0.6-cm.)-tubing was obtained from the Visking Corpora- 
tion, of Chicago, and this gave fairly satisfactory results. 

3. With sufficiently. long sections.of this tubing in vitro we 
were able to demonstrate that there was some passage of N.P.N. 
substances through 
this membrane and 
that the larger pro- 


200 


pass (Chart 1). 
4. To diminish the 
volume of these tubes 
‘It was attempted at 
first to pass the tubing 
through a series of 
wire cells containing 
the dialysing tubes. 
5. Next, concentric 
wire cylinders between 
which the tubes were 


BLOOD N.P.N.- MG. PER 100 ML. 





IS 30' 45 60 75, 30 (05 1239 ' 
TIME IN ‘MINUTES . 4 


CHART 1.—Showing dialysis of N.P.N. 


from human ,blood in vitro. 2.3 g. of 
N.P.N. was removed in two hours. No. P artly compressed 
, proteins came through, were used. 


4 -6. Then we tried a 
wooden’ reel on which’ the coils could “be assembled’ fairly 
` quickly This did not control the. volume satisfactorily. 

7. Next it was decided to coil the tube round a small platform, 
when plastic perforated sheets were applied on each side and 
- bolted together to compress the tubing in the coil, These were 
‘found to be unsuitable because of the bulging under the 
pressure of the fluid in-the coil. 

§. Then sheets of the plastic plates were replaced by wood, 
and these were found to warp. r; 

9. The latter were replaced by aluminium-steel plates, which 
were bolted together with a thin definite spacing between them. 
This worked moderately well, but was finally. discarded for 

10. A vertical wire-mesh -cylinder around which: the tube 
. was wound in spiral fashion and held in “place by cross-pieces 
of.wood. This method finally.-gave ‘the best result with the 
: $-in. tubing, and lengths up to 150 ft. (45.72 metres) of tubing 

could be used quite satisfactorily, giving a fairly high rate of 
dialysis.: ‘ 

Sources of the Blood for Dialysis 

The next problem_to be solved»was’that of a method of 
circulating the blood. Early on it was decided that using 
an artery as thé propelling force had many disadvantages: 
(1) The artery could be used only once ; if further attempts 
were to be made another vessel would be required. (2) The 
pressure in the system was such that there was not a satis- 
factory return of the venous blood by this'-type of pressure. 
Moreover, the animal tended to act as from the -result of 
haemorrhage from the arterial bleeding. i . Sore o 

In all these: methods, of course, it is quite obvious that 
thé animal was highly heparinized to make sure that there 
was no clotting or thrombosis’ either i in the system ‘or‘at the 
points of intake or output, or in’ ‘thé‘animal itself. ` p ia 

“It'was decided to atterñpt 18°% evelop“a ‘hiethod” by which 
the ‘blood could be taken from the venous system and then 
returned!’ toit through anothér point’! oo basis “bloo 


tein molecules did not - 
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was taken first from femoral veins, then from externa) 
jugular veins, but it was found that with any pump system 
which produced suction the vessel collapsed and acted as 
a valve over the tube. To overcome this difficulty a 
catheter of fairly large diameter was finally passed through 
the femoral vessels and into the inferior vena cava or into 
the right heart region. From this any quantity of blood 
could be removed by aspiration without any interference or 
obstruction, and it could be returned quite readily to a vein 
on the opposite side: This seemed to have many advan- 
\ 
tages: (1) there was no ill effect on the animal’s pressure 
simulating haemorrhage ; (2) the quantity of blood removed 
could be controlled accurately, which was not the case when 
an artery was used ; (3) the venous blood, unoxygenated, 
was circulated through the system, and therefore more 
impurities were available for dialysis by this method : 
(4) the blood was not oxygenated, and, as well as dialysing 
it, it was easy to add oxygen during the circulation through 
the system of tubes. 
Pump System - - 
The next problem was one of providing a circulating 
pump system which would not damage or crush the blood 
corpuscles, would not produce haemolysis, would work 
smoothly, and would not become plugged and clotted with. 


. fibrin. At first the blood was drawn into a flask, circulated 


through the dialyser, and then returned to the venous 
system by ‘gravity. 

“4, Next, a piston syringe was used as a pump, with intake 
and, qutlet valves on glass seats, but it was early demon- 
strated that in spite of high heparinization the spinning 
of thesé valves and the passage of the blood through the 
small apertures tended to cause some collection of fibrin 
and to interfere with the functioning of the system. In 
place of this a rotary-pump effect was used, but it was only 
moderately satisfactory. Finally, a pump system was used 
whereby a rubber tambour was inflated and deflated by the 
action of the piston syringe attached to an electric motor. 
Rubber intake and outlet valves gave good results, so that 
a smooth circulation, without injury to blood and without 
clotting and deposit of fibrin or platelets, could be ensured 
for many hours at a stretch. 


i Experiments on Increasing Dialysis 
Many ‘efforts were made to increase the rate of dialysis 
through the membrane. 


1. The best and most obvious means was by increasing the 
length of.the tubing used. Lengths up to 35 ft. (10.67 metres) 
were employed quite satisfactorily, and it is possible that this 
length could be considerably increased with still more beneficial 
effect. © Recently lengths of 150 ft. pa: 72 metres) have been 
used. 

2. It was thought that by wtemnine to reduce the atmo- 
spheric pressure surrounding the tubing an improvement in 
dialysis might be ‘obtained, but the results were not very 
satisfactory. 

3. By increasing the pressure within the dialysing tubing it 
was hoped that there might be some increase in the dialysis, 
but again this requires further study to be certain of the effect. 

4. Some investigation ‘was carried out to see if the work 
described by McBain and Kistler (1928, 1929, 1930, 1931) would 
apply under these conditions. These authors indicated that the 
use of 64% zinc chloride solution would stabilize the apertures 
in the membrane and increase the rate of dialysis. Extensive 
tests, covering several months, were done with this. It was our 
conclusion that, while there was some benefit in the rate of 
dialysis early in the exchange, in’ the final results there was not 
a very great difference, . The difference did not seem to be 
great eno ugh. to, justify the effort and; trouble of treating’ the 
tubing, ` and “f thar feason" the ‘method was discarded and 
the ‘untreatéd ie was used. It was noted in our experiments 
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that. the use’ of zinc chloride. with adequate washing. after- 
"wards, did not seem to Produce any tuaic EE in the 


‘animal: i 
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S ' The Dialysate 


against the removal of substances which are necessary for 
life, involved a great deal of work and was. the mest 
difficult to solve. 

If an animal’s blood was dialysed through this instrument 
with a surrounding bath of tap-water it was found that 
within five to seven minutes the animal showed very striking 
clinical changes. The rate. of breathing was’ accelerated 
until this became very violent. There was shock and 
collapse, and the animal died. within a ‘period of seven to 
fifteen minutes. .. f 

- At this stage we were nol certain whether impọrtant sub- 
- stances such as ‘adrenaline, “ pituitrin,”. *. insulin, heparin, 
. and so on were being ‘removed and whether the animals 
were going into shock on this account. As the, chemical 
tests for some of these substances ate exceedingly ‘difficult 
and uncertain, we were not convinced by chemical analysis 
whether such was the case or not. However, we arrived 
at our final conclusions by the following methods: 

During dialysis ‘it was demonstrated that the animal had an 


increasing concentration. of haemoglobin, and that it showed 
evidence of. water loss. It was therefore decided to balance‘ the 


dialysate surrounding the tubing with some of the normal | 


substances’ in- blood -as indicated in Ringer’s solution. Jt’ was 
found that by an addition serially of each one of these sub- 
stances we could overconie one or other of the difficulties and 
could carry on a dialysis without producing these ‘disastrous 
effects on the animal. When the chlorides, the: calcium, the 
magnesium, the potassium, the sodium, the phosphate, the 
carbonate, and the sugar were balanced in turn-these disastrous 
effects did not occur. 
was found that with the potassium left out the animal suffered 
il] effects and when potassium was added it was protected 
against these effects, and similarly with the other salts and 
= sugar. Variations in the pH also caused alarming results. ` It 
was necessary to add bicarbonate to the solution so as to main- 
tain the pH at a'level of about 7.3. With the dialysate at this 
level there was no change in the bloed pH during or following 
dialysis. 

However, as both amanna and qualitative tests for some 
of these chemicals are difficult and unreliable, we fourd it 
difficult or impossible to prove the specific effect of the lack of 


potassium, ‘calcium, etc., although the experimental proof of 


this seemed to be adequate. Finally, a bath solution similar 


to that used by Seligman, Fine, and Frank (1946) was used, , 


It contained sodium chloride, calcium chloride, magnesium 
chloride, potassium chloride, sodium hypophosphate, sodium 
bicarbonate, and dextrose in physioldgical amounts. This solu- 
tion was well buffered, but a certain care in mixing and auto- 
claving was required to prévent PE EROR of insoluble salts. 


Transfusion of Blood. ' 


The next problem was the fact that in a smallish or 
medium-sized animal there was so much loss’ of blood into 
this machine before any was returned that the animal was 
left ‘with saline in its circulating system and all its “blood 
out in the apparatus. However, this was ‘overcome by 
filling the machine ‘with suitable blood for the animal. 


When this was done the circulation could be carried’ on. 


indefinitely without ill effects. ` i 


Many of our earlier experiments were cartied out in vitro — 
by circulating blood and other: solutions through . the’ 
<Mectea substances ` in the circulating 


instrument and by’ 
fluid which could, ‘be detected in the surrounding € ee 
Next, in a siormal animal, With, the cirglation” BO ing, 5 F 
of, urea. was, injected. and. the rate Or. removal of, „this wás 


` 
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In the preparation of our dialysate it ~ 


_tion of the. effect of. such dialysis. 
substances in the blood stream are not produced there, but 
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Aetermined. With the tendency of urea to form a closer 
sélation in the blood.of the dog, it was probably not as 
fair a test of dialysis as might occur in the human being, 


. ip ‘whom the urea is separated inore ‘readily and is more 
The: next problem, related to the protection of the animal ' 


easily dialysable. However, this did demonstrate the rate of 
rem éval of N.P.N. substances from a normal animal. 


aa 


nitg Ursemia in Animáls 


‘The next EN was to producé azotaemia in an animal 
so that the effectiveness of the apparatus could be assessed 
Bilateral nephrectomy was found 
to involve a number of uncontrollable factors, and the 
uraemia so produced was so severe and was associated with 
such a poor resistance in the animal! that it: did not lend 
itself to these experiments. A more gradual onset of uraemia , 
was desirable, and was thought to be more comparable to 
the clinical condition in patients. 

The chemical production of oliguria and anuria was ` 


' investigated, but no completely selective uncomplicating 


poison which seemed suitable was encountered. Most of 
the work “done on specific kidney damage involved the 
perfusion of the kidney, by exposure and cannulization of 
renal vessels. 

’ Ligation of ureters was performed on a series of animals, - 
but sudden death, presumably from cardiac arrest, as has 
been described in the literature, was so. frequent before 
dialysation could be carried out that many of the animals 


“succumbed. , Finally, an interesting method of producing 


uraemia was employed. The ureters -were transplanted 
into the small bowel-in the hope that there would be enough 
resorption of non-protein-nitrogen bodies to produce 
uraemia. This took place in a surprisingly short time, and 
high levels were reached in three or four days, associated 
‘with lethargy and diarrhoea. ‘The animals, however, main- 
tained their food and fluid intake; which was not the case 
with nephrectomized animals' or in those with ligated 
ureters. 

The study showed that blood may . be circulated outside 
the: body, and that with a reasonable length of dialysing 
tubing moderate amounts of N.P’N. can be removed in 
short periods from normal and uraemic-animals, provided 
these animals ; are not moribund or in a state of severe circu- 
latory depression. The N.P.N. level in the blood varies 
greatly in the above state and is a less reliable guide to the 
efficiency of the dialysation than is the N.P.N. measurable 
in the dialysate removed during the test run. 

It seemed obvious from the experiments as well as from 


‘the effects on patients clinically that the level of N.P.N. 


substances measured in the blood gave only a poor indica- 
Obviously the N.P.N. 


are the waste products, delivered to this circulating medium 
from. the tissues in which they are formed. This circulating 
medium, the blood, has the function of ‘carrying these sub- 
stances to. points where they are detoxified and prepared for 
excretion, andsfinally.are carried to the kidney, where they 
are excreted from the system:» While the level of N.P.N. 


~ substances. in. the;;b! ood may -be reduced’ somewhat, the 
_ essential point in treatment is. to reduce these and other 


toxic substances i in the vital centres and other fixed tissues. 
During many of the experiments and in the clinical runs 
more N.P. N. was removed than was contained in the total 
yolume.of blood in the animal and, still „the: level in the 
blood stream was Jowered only; slightly. Thus it was 
obvious that there i isa constant drainage, of these substances 
rom , fixed tissues, Ato the blood stream, one of , whose 


functions, As SRuMAnsORt the substances 4 for disposal, ali, 
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It seemed of interest to investigate this aspect of the prob- 
lem.~ For that purpose animals were nephrectomized and 
the N.P.N. of the blood and spinal fluid was followed as 
the animal.developed uraemia. When the N.P.N. had 
reached a high level in these two fluids the animal was 
sacrificed and -blocks of tissue were immediately frozen, 
ground up, and N.P.N. estimations done on these by Dr. 


, Gornall. Chart 2 indicates the state of affairs here. When 
508 N.P.NSMG. PER 100 ML, Rh 
LEG MUSCLE’ 345 
HEART MUSCLE 320 BRAIN © 
BRAIN TISSUE 275 . 





r 


2—N.P.N levels in a male dog weighing 


CHART 
12 kg. after left nephrectomy and ligation of right 
. Ureter. ~, 


the blood N.P.N. reaches a certain level the spinal fluid 
level is above this, and the level of the N.P.N. substances 
in the tissue examined was above that level again. This 
would tend to bear out the point already made that 
the blood is only a medium for the Collection of these 
substances and washing away of them for disposal. 

` When, therefore, ina clinical patient it was reported that 
12.97 g. of N.P.N. substances was' removed and readings 


. ot the blood showed only a slight depression of the N.P.N. 


\ 


level it was obvious that the N.P.N. substance removed 
was bringing down the level of these toxic substances in the 
vital fixed tissues of the patient, and the .proof of this 
was the clinical improvement, with diminishing signs of 


great prospects for expansion. The 
method might be used. therapeutically | 
to remove toxic substances as well as 


CHART 3.—Case L. 





to administer substances wbich may be beneficial for the 
individual. 


Several tests have been made on patients to assess the 
functioning of the apparatus. The cases reported illustrate 
the ability of this apparatus to perform what was intended. 


Case 1 

The patent “a Woman aged 26, had anuria for a period of 
nine days after an attempt at induced abortion, During these 
nine days she was passing about 35 ml. of urine daily, and when 
first seen was in a state of uraemia. She was comatose, was 
having mild uraemic convulsions, was severely oedematous, and 
was not passing urine. She was seen by the physicians, the 
gynaecologists and the genito- -urologists, all of whom agreed 
that her case was utterly hopeless ; in fact, they had given up 
treatment except for some diathermy which was being applied 
through the loins. 

On the ninth,day the patient was aeacnea’s to this artificial 
kidney by passing a catheter through the saphenous vein into 
the inferior vena cava on the right side, and another into the 
femoral vein on the left. With the machine running for one- 
hour she was moderately improved. The results of the run 
are shown in Chart 3. 

Towards the end of the hour the patient showed some dis- 
comfort. She developed a fairly severe chill. Because of 
this and not knowing just what the effects were, and because 
of difficulty in following the chemistry accurately, the dialysis 
was discontinued at the end of an hour. It was shown fairly 
conclusively, on subsequent runs without any similar ill effects 
that the probable trouble was inadequate washing of the tubing. 


On all occasions we used new tubing throughout, including 


rubber tubing, the tambour in the pump, and the dialysing mem- 
brane. | On the subsequent occasions this was thoroughly 
washed through with distilled water for an adequate period of 
time and then washed for a short time with blood solution to 
remove ‘any remaining substances either in the dialysing mem- 
brane or in the tubing.- On subsequent runs lasting up to eight 
hours there were no ill effects whatever in the form of thermal 
reactions, changes in respiration, pulse rate, blood pressure. or 
otherwise. 
Following the 
improved clinically. 


treatment the patient was considerably 
The next day her condition was fair. 









toxaemia, even though the blood F 
N.P.N. was still at a fairly high level. t up fis Hours Me HOURS 

From the events observed in animals Wig. : : E 
and clinically, we think it can be, 2° 4 B j 
‘assumed with fair certainty that, while <<! f . f 
N.P.N. substances can' be removed,. 100 NZ h i )\ 
there are other substancesthat are also & NORMAL ; BW \ AG = 
moved by this dialýsing system. ~ 7®FTEMP. í f ; 
These substances are probably re- = g $ ' 
sponsible in large part for the severe § SERIE j 
roxaemia and ultimately for death.  % 120 (1.487 |f f i \ 
Proof of this is the fact that ‘T100k creaTINNENSs Ý y X 
n a normal animal from four to «= se BLOOD URIC ACID G3F Z \ 
‘en times the amount of urea, nece = f \ 
sary to place the N.P.N. at a high level 2 60 j \ 
-an.be given without much injurious 9 4, j FEB. 3, 1947 
effect. Probably, therefore, another © 7 BLOOD N.PN. 28 MG. 
substance is responsible for the 5,900 % SPINAL FLUID 28 MG. 
‘oxaemia. .This substance has not yet F Aoo e j 
seen separated and has not been ò” OUTPUT 
described or analysed, but this system < 3,000 | 
offers an excellent method of approach 3 200 INTAKE ; 
© the study of such substances, as ù” ; 

' suggested by Abel, Rowntree, and al, | : 

Turner (1913, 1914). S p| VRNE QUTRUT f INTAKE 

This work represents’some early ~ a: h 
excursions into, a field which offers’ pEc/46.2 3 4 5 6 7 39 wW Nw 18 WS 6 7 18 19 20 2l 22 


The shaded doumas on-the sixth, eighth,. and eleventh days show the 
period of dialysis with the artificial ea: The falt to normal of the blood N.P.N. on 
February 3 is indicated. 
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The day after that she was much worse again and another 
run of eight hours was given on the machine. The results of 
this are shown in Chart 3. Her. condition was very greatly 
improved. There was still only 45 ml. of urine. Three days 
later the patient’s condition was again serious and another run 
of six hours was given. The clinical improvement of the 
patient was very striking. She was comatose at the beginning 
of each one of these runs on the machine; at the end she was 
quite bright. The delirium and coma had disappeared. The 
patient would drink small quantities of fluid, would respond 
to questions and conversation, and stated that she felt much 
better. In spite of the pronounced oedema there was some 
_appearance of intelligence in her face. 


During the runs on the machine samples of blood, ascitic 
fluid from the peritoneal cavity, and spinal fluid were removed, 
and N.P.N. and other tests done on these. 


After the last dialysis there was a moderate secretion of 
urine, and next day there was an enormous secretion of 
4,000 ml. of urine. Subsequently the patient made a pro- 
gressive and uninterrupted recovery and returned to normal 
health. During the next.two weeks samples of both blood and 
spinal fluid showed a progressive fall.of N.P.N., untit on the 
twenty-fifth day these had both reached normal. The oedema 
had entirely disappeared. The patient was up and about, and 
was in normal health. At this stage the gynaecologists reported 
that the foetus was not present in the uterus. While there 


was no record of its escape, I think one cannot assume that” 


the dialysing apparatus removed it by this means. The patient 
was in hospital 33 days. 

The only remaining abnormality was a lack of concentration 
on the two-hour test. The urinalysis otherwise was quite 


normal and the two-hour test showed a concentration only 


up to 1012. However, as shown on the final point on Chart 4, 
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CHART 4.—Case 1. Showing later stages of recovery. 


N.P.N. and water balance returned to normal. 


on the sixty-first day the ‘blood N. P.N. was 28 mg. per 100 ml. 
The spinal fluid N.P.N. was also 28 mg. per 100 ml., and the 
two-hour test showed considerable improvement. Here the 


concentration went up to 1018, and the day and night quantities- 


The patient ‘has gone back to her regular 
work and is in normal health. She has since married and 
given birth to a normal child. Kidney function was watched 
closely throughout pregnancy, and at no time was there 
evidence of toxaemia or impaired function. 


Case 2 


A married woman aged 40 was seen by the' courtesy of Dr. 
J. Crosbie. After caesarean section, when a blood transfusion 
was given, there was oliguria, and the urine contained haemo- 
vlobin and haematin. She passed only 3 to 5 ml. of urine daily 
for eight days, at which time the blood N.P.N. was 179 mg. 
per 100 ml. „and the patient was showing signs of uraemia. 

She was then treated for,26 hours with the artificial kidney. 
Fifty-four feet (16.5 metres) of tubing was used and 70 g. of 
N.P.N. was removed from the blood. .Thel-following day the 
urinary secretion increased to 210 ml., rising to 6,730 ml. on 


were fairly normal. 


the fifth day. The patient gradually improved, and has made 
an excellent recovery. Renal function has returned to normal 
and she is in normal health. 

There has been survival in about 50% of the patients 
treated. ‘Those who succumbed were found on the whole 
to have had chronic kidney disease, and even though the 
purification of the blood was accomplished satisfactorily 
they relapsed into a uraemic state. 


We wish to thank Professor Van Wyke and Professor J. McClelland 
for providing some of the patients. We acknowledge with thanks the 
privilege of laboratory space and the use of some chemicals provided 
by Professor Andrew Hunter. The assistance of Dr. Allan G. 
Gornall in doing N.P.N. assays of tissues is acknowledged with 
thanks. Otherwise the work’ was carried on independently of the 
University, or other assistance, 
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MALARIA 


WITH SPECIAL REFERENCE TO ‘CERTAIN EXPERI- 
MENTAL, CLINICAL, AND CHEMOTHERAPEUTIC 
` INVESTIGATIONS*® . 


BY 


N. HAMILTON FAIRLEY, C.B.E., M.D., D.Sc. 
F.R.C:P., F. RS. 
Wellcome Professor of Tropical Medicine, London School of 
H ygiene and Tropical Medicine; Physician, Hospital ‘for 
Tropical Diseases, University College Hospital, London 


LECTURE I: CHEMOTHERAPY 


The factors which may modify the results obtained by 
treatment with antimalarial drugs include not only the 
species of the malaria parasite but the variety or strain of 
the particular plasmodium implicated. The presence or: 
absence of immunity or partial immunity in the patient is 
very important, and racial considerations may be relevant. 
Those of negroid stock are sometimes relatively refractory 
to infection, while Caucasians show maximum susceptibility. 
Regarding strains of parasite, James (1931) reported that 
the Rome strain required eight times as much quinine as the 
Indian strain of P. falciparum to elicit a satisfactory thera- 
peutic response ; both strains were equally susceptible to 
“atebrin ” (mepacrine). The Madagascar strain of P. vivax 
was twice as susceptible to “ neosalvarsan” (neoarsphen- 
amine) as the local Dutch strain. 5 
Variations in the sensitivity of different strains -of the 


.same species of parasite to a given antimalarial drug illu- 


strate the inadvisability of assuming that because a drug 
in a certain dosage is effective in one geographical area it 
will necessarily be equally so in another. This point will 
be specifically illustrated later with reference to mepacrine 
and proguanil in New Guinea strains of P. falciparum. 





*Second of the Croonian Lectures delivered at the Royal College 
of Physicians of London on May 3 and 5 ; 
te if t 
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' The antimalarial drug or combination of drugs used may 
vary according to the stage, or stages, of the life cycle of 
the parasite on which the chemotherapeutic attack is made 
—i.e., the pre-erythrocytic cycle, the asexual blood para- 
sites, the late exo-erythrocytic forms, or the gametocytes. 


Prevention and Suppression of Malaria by Chemotherapy 

Precise knowledge regarding the suppressive and prophy- 
lactic value of antimalarial drugs in non-immunes was very 
unsatisfactory at the outbreak .of hostilities in 1939. The 


entry of Japan into the war in November, 1941, found the’ 
Allies unprepared for warfare in tropical climates and ` 


especially for using their non-irhmune troops in hyper- 
endemic areas of malaria. Malaria casualties in the South- 
West Pacific and South-East Asia in 1942 were very grave. 
_ ‘Some 90% of the forces operating’ in the Solomons and 
New Guinea developed severe malaria within four months, 
and in all these campaigns the type of malaria breakdown 
was constant. Malignant tertiam malaria was responsible 
for approximately 80-90% of overt attacks during actual 
jungle fighting, the remaining 10-20% being caused by 
benign tertian malaria. Later, after a full course of quinine- 
mepacrine-pamaquin therapy, troops relapsed predomin- 
_ antly with benign tertian malaria, recrudescences of falci- 

parum malaria being: uncommon provided reinfection had 
not taken place. : 

The malaria problem was one of great gravity, and Allied 
' military ‘and médical authorities decided that-every possible 
channel should ‘be’ explored to increase the effectiveness of 
` the control of malaria in the forward areas, and that special 
efforts should bè made to discover more potent antimalarial 
drugs for its control and prevention, in jungle warfare. In 
this connexion a large medical ‘research unit was established 
at Cairns, in Northern Australia, for the specific purpose 
of . investigating the’-effectiveness of various antimalarial 
drugs in experimentally infected Australian Army volunteers 
living in the Tropics and tested under conditions simulating. 
jungle warfare. During these researches some 850 healthy 


volunteers were experimentally infected with sporozoite-- 


induced malaria, using strains of P. falciparum and P. vivax 


from New Guinea and New Britain. . Despite intense hyper-. 


infection none of these volunteers died from malaria, and 
though subinoculation was. practised on a scale ‘never 
previously attempted no ill effects were noted. The sub- 
inoculation technique adopted by Fairley (1945). and 
Fairley et al. (1946a, 1947) afforded data which enabled 
‘antimalarial drugs to be. classified into one of two 
groups : . , a . 

1. Schizonticidal suppressants—i.e., those which exerted sup- 
pressive and possibly curative effects by schizonticidal action 
after asexual parasites had appeared in the blood. The drugs 
which were found to produce suppression of malaria by 
schizonticidal . action on the, asexual erythrocytic parasites 
included quinine, sulphadiazine and allied drugs, mepacrine, 
‘“sontochin,” and “chloroquine.” While taking an effective 
suppressant dose of these drugs each day, 'subinoculation of 
200 ml. of blood collected on the seventh day after exposure 
of the donor to infection with P. falciparum and on the ninth 
day with P. vivax invariably led to malaria in the recipient, 
showing that suppression was achieved’ by schizonticidal action 
and not by its effects on- pre-erythrocytic forms of the parasite. 

2. Causal .prophylactics—i.e., those which acted on Sporo; 
zoites or pre-erythrocytic forms, either destroying them before 
they gave rise to asexual erythrocytic parasites (complete causal 
prophylaxis). or temporarily inhibiting or modifying their. schizo- 
gonous cycle so that ‘the apps arance , of asexual erythrocytic 
parasites in the circulating ‘blood Was delayed and ‘the’ incuba- 
tion period prolonged (partial causal prophylaxis). Subinocula: 
tions'’made-on the seventh day in P.‘falcipd?iim. infections: and 
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on the ninth day in P. vivax infections were invariably negative. 
Only the biguanides or the 8-amino-quinolines fall into this 
category. As all the more important antimalarial drugs were 
tested at Cairns for suppressive and prophylactic purposes under 
experimental conditions not available elsewhere, my remarks on 
the contro! of malaria by chemotherapy will largely be based on 
these researches. 


1. Schizonticidal Suppressants 
Quinine 


Quinine sulphate in a dosage of 10 gr. (0.65 g.) daily 


-proved ineffective as a suppressant against malaria resulting 
, from mosquito-transmitted New Guinea strains of P. vivax 


and P, falciparum. When the daily dose was increased to 
20--30 gr. (1.3-2 g.) suppression was complete ; radical cure | 
resulted in falciparum malaria provided this dosage was 
continued for 23 days after exposure, though not'in vivax 
malaria. With this high dosage parasites were not demon- 
sttated in thick smears; but subinoculations were positive 
on the seventh day in malignant tertian infections, showing 
that radical cure was obtained by schizonticidal action, not . 
by a causal prophylactic effect. 


” As 10,gr. of quinine approximated to the maximum daily 
dose that could generally be tolerated for any prolonged 
period, ‘it was evidént that. quinine was unsuitable for 
suppressive purposes in the South-West Pacific. With 
certain Indian and African strains of P. falciparum and 
P. vivax, a daily dose of even 5 gr, (0.32 g.) of quinine 
‘effectively, suppresses malaria, but after medication ceases 
-overt. malignant tertian and benign tertian malaria develop 
‘ The great’ drawback to quinine as a suppressive’ drug is 
that it so often fails to produce radical cure of malignant 
tertian malaria in the usual suppressive dosage and leads 
to a condition of chronic latent or chronic recrudescing 


.Malignant tertian malaria, in the presence of which true 


blackwater fever is apt to develop. For this reason, if for 
no other, quinine is unsuitable for suppressive purposes in 
Europeans. Blackwater fever practically disappeared from 
New Guinea‘and elsewhere in the South-West Pacific with 
the radical cure of malignant tertian malaria in the early 
stages of the infection. This was occasioned by the intro- 
duction of mepacrine for suppressive purposes and for ‘the 
treatment of the clinical attack. ‘A similar result was 
recorded by Findlay and Stevenson (1944) in West Africa 
. 


a Sulphonamides 

Coatney and Cooper (1948) record that prophylactic 
action against gallinaceum malaria in birds has been demon- 
strated for over 30' sulphonamide derivatives since they 
established early in 1942 that sulphadiazine would prevent 
this infection (Coatney and Cooper, 1944). Several years 
earlier: “ proseptasine ” in large dosage had been reported 
to have true prophylactic action against P. falciparum by 
Sinton, Hutton, and Shute (1939), and late in 1942 high 
hopes existed in the U.S.A. that sulphamerazine would 
prove a true causal prophylactic for human species of 
malaria parasites. In 1943 supplies of sulphamerazine were 
sent from the U.S.A:, and that drug, along with sulphadia- 
zine and sulphamezathine, was fully investigated by Fairlev 
(1945). for prophylactic action in human malaria, unfortun- 
ately with disappointing results. 

_In vivax malaria all these drugs proved ineffective sup- 
pressants of both trophozoite and sporozoite experiment- 
ally induced infections, even in a dosage of 1 g. daily. In 
falciparum malaria they proved:good suppressants and 
generally brought, about radical cure. Though parasites 
were. rarelysdemonstrable-in thick blood smears, subinocu- 
lations-on the seventh day after exposiire to infectidn were 


. invariably developed malaria. 


` 
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positive—a result which showed they were not true causal 
prophylactics'in man. Owing to their’ failure to: suppress 
vivax infections and because of toxic effects Such as agranu- 


locytosis, it was decided that these -sulphonamides should ° 


not be used in the South-West Pacific” for ` malaria 
‘suppression. G 

Using sulphadiazine and sulphapyrazine, Coatney et al. 
(1947a, 1947b) reported similar experimental findings 
in volunteers infected with the McLendon strain of 


. P. falciparum and the St. Elizabeth strain of P. vivax. 


i Mepacrine (“ Atebrin ”) 

Though the dosage of mepacrine advised in the South- 
West Pacific had been one tablet daily (0.1 g.), malaria 
casualties in the Huon Peninsula campaign in 1943 were 
devastating. The ratio of medical: battle casualties was 
15:1; malaria constituted over 60% of the medical 
casualties. ` There was definite evidence’ that mepacrine 
discipline was poor and that the drug was not being 
regularly taken. | 

Later in the same year excellent results were obtained in 
volunteers at'Cairns receiving one tablet (0.1 g.) of mepa- 
crine on six or seven days of the week for four weeks before 
exposure.to infection, during the period of exposure, and 


for 23 days after the last infective bite (New Guinea strains). - straiñs the mean ‘plasma mepacrine level of over 20 pg. 


Controls not taking the drug, who were- bitten by the same 
number of infective mosquitoes from the same batch, 


l. Benign Tertian Malaria.—Though volunteers infected! ‘with 
P. vivax did not develop attacks of overt malaria when receiving 
mepacrine in the above dosage, overt malaria developed two :to 
‘seven weeks after stopping the drug. l , 

2. Malignant Tertian Malaria—Volunteers repeatedly 
exposed to 10 to 20 infective bites (P. falciparum) failed to 
develop overt malaria when following an identical suppressive 


mepacrine regimen. Mild clinical features associated with slight . 


transient rises in temperature, fleeting aches and pains, and per- 
haps some tenderness or temporary enlargement of the liver and 
spleen were sometimes noted, but symptoms were never severe 
enough to necessitate rest in bed, and the volunteers invariably 
carried on their routine activities. Despite these minor symp- 
toms parasites were rarely, if ever, demonstrable in thick blood 
films during exposure to infection while taking mepacrine, 
though subinoculations might be positive. After cessation of 
the drug overt malaria failed to develop, subinoculations were 
negative, and on superinfection volunteers ‘showed ` norma! 


susceptibility—i.e., they developed overt malaria when they: 


were reinoculated with’ blood containing the same strain of 
P. falciparum. These- findings constituted a chain of evidence 
indicating that malaria infection had been either prevented or 


cured. Early subinoculation from the'seventh to the 1ith day 


after infection or reinfection, however, had revealed parasites 
in the blood even though they could not be demonstrated micro- 


= scopically. It was therefore evident that in malignant tertian 


‘however, were, not found. i aeo 


malaria mepaċrine was not acting as a causal prophylactic, but 
was producing radical cure by schizonticidal action, destroying 
the young asexual parasites after they had gained access to the 
circulation.” aS 


3. Mixed Infections with P. falciparum ‘and’ P. yivax.—In . 


jungle - warfare troops were generally infected with both 
P. falciparum and P. vivax. To reproduce field conditions 
experimentally it was necessary to infect volunteers repeatedly 
over a period of several months by exposure to vivax: and 


_falciparum-infected mosquitoes. In addition it was essential to 


subject these volunteers ‘to conditions generally believed to 
favour malaria relapses, such as physical fatigue, cold, anoxia, 
blood loss, etc. ; all this was done, but in no instance did overt 
malaria develop’ while they: were taking mepacrine. On an 
average of 30 days .after cessation of mepacrine, volunteers 
deyeloped overt benign!;tertian malaria sidialciparupd?'parasites, 

= i 44 Gere M 


' falciparum infections. 


` “il \ $ 
l These. experiments were of considerable significance from 
a military. point of view. They indicated that where similar 
strains of -P. falciparum’ abounded troops could fight in 
hyperendemic areas of malaria without significant malaria 


casualties provided they were taking mepacrine in adequate 


daily dosage: in addition they implied that there should be 
no deaths, no malaria carriers, and no blackwater fever if 
the daily dose was continued for three to four weeks after 
leaving the endemic area. After stopping mepacrine, how- 
ever, troops infected with suppressed vivax malaria would 
develop overt attacks. =~ l 

Following receipt of ‘the results of these experiments, 
military disciplinary measures in regard to mepacrine 
administration were widely enforced. Malaria casualties 
rapidly diminished and the experimental findings were con- 
firmed in jungle warfare throughout the South-West Pacific 
except in 1945 in the limited Itape-Wewak area, on the 
northern coastline of New Guinea, where moderately 
severe malaria casualties occurred. Fairley et al. (1946b) - 
found that in addition to the universal mepacrine-sensitive 
strain a relatively insensitive strain of P. falciparum was 
present in troops there which required 0.2 g. daily for its 
certain suppression and larger doses than usual for 
‘therapeutic purposes. ; l 

In volunteers infected with`the ordinary New Guinea 


per litre was found adequate to suppress either vivax or 
With , the atypical Itape-Wewak 
“strain which was relatively insensitive to mepacrine break- 
throughs occurred in volunteers when the plasma mepacrine 
level was well above 30 xg. per litre. This strain showed no 
decreased susceptibility to chloroquine or proguanil, and 
if either of these drugs had been available it could have 
been substituted in the usual dosage for mepacrine with 
certainty -of success. Bang et al.. (1946a), as a result of 
studies on ‘the efficiency of mepacrine suppression in the 
South-West Pacific, concluded that it was mainly a problem 
of drug administration and that clinical malaria developed 
in the presence of inadequate amounts of mepacrine. , The 
concentration of mepacrine present in break-throughs was 
the same in chronic relapses and primary attacks of malaria. 
They considered there was no need for. a dosage greater 
than 0.1 g. per day. They also found, that in at least 98% 
of the American troops in strenuous combat who received 
1 g. of mepacrine per week (generally in bi-weekly doses 
of 0.5 g. each) malaria was fully suppressed (Bang et al., 
1946b). 4 i 
i po The 4-amino-quinolines 
Sontochin and chloroquine (“ resochin ”) belong to the 
4-amino-quinoline group, of compounds which were syn- 
thesized by German chemists in 1934 and patented in 1939. 
They had not then .been subjected to, extensive biological 
testing and their clinical study was being attempted by the 
French at the time of the invasion of North Africa, when 
sontochin fell into Allied hands, These drugs and others 
of the group were resynthesized'in U.S.A. and tested bio- 
logically on a large scale in both bird malaria and man in 
1943-4, when they were_sent to the Cairns unit to be 
investigated as suppressants and causal prophylactics. 
Detailed results, which were summarized by Fairley (1946), 
were communicated to the National. Medical Research 
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Suppressed vivax malaria and suppressed and radically 
cured falciparum infections. Subinoculations on the eighth 
day in falciparum infections and on the ninth and tenth 
day in vivax infection proved positive, showing that infec- 
tion had occurred and that no inhibitory or lethal action 
was being exerted on the pre-erythrocytic forms. Sub- 
inoculations on the twenty-first day after exposure were 
negative in falciparum infections, indicating radical cure.; 
none of these volunteers subsequently developed overt 
malaria. Significant toxic reactions or skin discoloration 
were not noted with either drug. 


Field trials are still in progress, using chloroquine diphos- 
phate in a dosage of 0.5 g. (0.3 g. base) once weekly. 
_Coatney (1949) states that, in Panama, Clarke found that 
this regimen resulted in almost complete protection against 
the three common species of human malaria parasite, and 


Field (1949) has reported very. favourable results from 
Malaya. 


2. Causal Prophylaxis by Drug Action on Pre-erythrocytic 
š Forms f 


Two groups of compounds possess such an action—the 
8-amino-quinolines ‘and the biguanides. As it is necessary 
to use pamaquin or pentaquine in toxic dosage to get a 
causal prophylactic effect they need not be further 
considered. ( 

The brilliant researches of Curd, Davey, and Rose (1945) 
culminated in the synthesis of the biguanides and the dis- 
covery of their causal prophylactic and therapeutic action 
in bird malaria. It was arranged through Dr. C. M. Scott 
and the Medical Research Council for investigations on 
their suppressive and causal prophylactic action to be 
undertaken at Cairns by Fairley and his colleagues (1946a). 
Over 200 volunteers were used in these experiments on 
paludrine (proguanil) alone. i 


Proguanil 


When volunteers were exposed to infective biting by 
falciparum-infected mosquitoes while taking proguanil in 
a daily dosage of 100 mg. no minor symptoms of malaria 
appeared, parasites were never demonstrable in the blood 
by microscopical examination, and subinoculation from 
the seventh day onwards was invariably negative. This 
result ‘indicated that the primary wave of erythrocytic 
merozoites arising from rupture of the pre-erythrocytic 
schizonts was either delayed or failed to-appear. Proguanil 
administration ceased some 21 days after exposure, and 
the subsequent failure to develop overt attacks of malaria 
or: demonstrable parasites in the blood indicated that 
destruction of the pre-erythrocytic parasites had been 
achieved. In other words the drug was acting as a true 
causal prophylactic: 

Similar results regarding suppression and negative sub- 
inoculations were obtained in volunteers experimentally 
infected with P. vivax.while taking 100 mg. of proguanil 
daily, except that after ceasing to take the drug they 
ultimately developed overt vivax malaria. Proguanil was 
here acting only as a partial causal prophylactic, inhibiting 
pre-erythrocytic schizogony but not destroying the tissue 
phase of the parasite. 

Simuarly, in field experiments where volunteers were 
bitten by as many as 250 mosquitoes containing either falci- 
parum or vivax sporozoites in their salivary glands, sup- 
pression was complete during the daily administration of 
proguanil (100 mg.). Some: 24 to 33 days after the last 
dose of proguanil overt vivax malaria developed. 


Single-dose Regimen in Prophylaxis 

Subsequent experiments showed that proguanil in a single 
dose of 50-100 mg., given at any time between the 39th 
and 131st hours after a single exposure to falciparum- 
infected mosquitoes, acted as a complete causal prophylactic 
and entirely eradicated infection in the pre-erythrocytic 
stage. A single dose of 300 mg. given three hours before 
or three hours after exposure to infection failed to protect : 
so it did at 168 hours, though at 144 hours it gave protec- 
tion. These findings indicated that the pre-erythrocytic 
forms were much more susceptible to the action of 
proguanil than either the sporozoites or the first genera- 
tion of erythrocytic merozoites which would be escaping 
into the’ circulation about this time—i.e., on the seventh 
day. 

In native labour groups comprising partial-immunes it is 
convenient to administer -a prophylactic drug at weekly 
intervals. In doing so with proguanil, however, it is impor- 
tant to appreciate that 300 mg. once weekly may not prevent 
merozoites of even the most proguanil-sensitive strains of 
P. falciparum gaining access to the blood stream if the 
individual has been infected six to seven days previously 
Furthermore the individual would still be vulnerable to 
reinfection with P. falciparum on the eighth day jf bitten 
by infective mosquitoes’ some hours before or a few hours 
after the weekly dose of proguanil had been taken. Subse- 
quent suppression and radical cure would then depend on 
the schizonticidal action of the drug, and if the strain of! 
P. falciparum. happened to be relatively insensitive to 
proguanil in this respect occasional break-throughs: with 
overt attacks would not be surprising. In such circum- 
stances, once overt falciparum malaria develops it is essen- 
tial to establish radical cure before the patient reverts to 
prophylactic proguanil. , 

Covell et al. (1949b) investigated the causal prophylactic 
action of proguanil in patients infected with a West African 
strain of P. falciparum which was relatively insensitive to 
the schizonticidal action of that drug. They found, even 
with this strain, that complete protection was afforded and 
malaria prevented by proguanil when given in doses of 
(1) 50 or 100 mg. daily, (2) 100 mg. twice a week at intervals 
of three or four days, or (3) 300 mg. once weekly. ' 

With Europeans or non-immunes generally, experience 
has shown the best regimen to adopt is one tablet (0.1 g.) 
of proguanil taken regularly every day at the same time 
so that it becomes a habit. Provided the individual is com- 
pletely free from malaria when suppressive proguanil is 
begun, this regimen should lead to the prevention of falci- 
parum malaria and to the suppression of benign tertian and 
quartan malaria, though not to their radical cure. 


7 


Proguanil-resistant Strains 

Following the administration of subcurative dosage of 
proguanil during a series of overt attacks, proguanil- 
resistant strains have been recorded as developing in 
P. gallinaceum in chicks by Bishop ‘and Birkett (1947) and 
Williamson, Bertram, and Lourie (1947), and in P. cyno- 
molgi in monkeys by Hawking and Perry (1948) and 
Schmidt ef al. (1949). Such proguanil-resistance may 
appear within two and a half months, when the full impact 


` of treatment must fall on the early erythrocytic parasites 


Proguanil-resistance, once developed, is retained on succes- 
sive transmission through both sporozoite-infected birds and 
monkeys. Rollo, Williamson, and Lourie (1948) failed to 
produce. resistance when the treatment was administered in 
latent infections—i.e., after the phase of acute parasitaemia 
—even when treatment twice daily was continued for one 
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year; in these circumstances treatment fell mainly, if not 
exclusively, on the exo-erythrocytic forms. i 

Seaton and Lourie (1949) produced: resistance to proguanil 
n a Strain of P. vivax by giving small doses of the drug to 


consecutive patients in whom the strain was being 'main- . 


tained by blood inoculation: The resistance was unaffected 
by passage through mosquitoes. Resistance was produced 


under highly artificial conditions over a period of 20 months, 


but only during the last few weeks had the resistance risen 
to doses within the range of those ordinarily in use for 
‘either suppression or treatment of malaria. They concluded 
that the danger of producing a serious degree of resistance 
in a strain of P. vivax by the ordinary use of proguanil in 
clinical practice was slight, if not negligible, both in the 
treatment, of the clinical attacks and in prolonged use of 
the drug for- -prophylactic purposes. 

In Australia, whére many thousands of patients with 
relapsing vivax malaria were treated with proguanil or other 
drugs’ during the acute, attack and subsequently received 
proguanil (0.1 g.) bi-weekly for six months or longer, 
increased resistance to the drug was not found. 

Though proguanil-resistant strains have been produced 
in man and monkeys experimentally, the conditions under- 
lying their production have been highly artificial.’ Time 
alone will reveal if they have practical significance in clini- 
cal practice. Fortunately, when a strain of parasite becomes 
drug-resistant it ,does so for one particular antimalarial 
drug or group of drugs and not for others. This appears 
to be the-case whether the resistant strain has been produced 
experimentally or naturally, asin the Itape-Wewak -strain 


of P. falciparum which was relatively insensitive to mepa- | 


crine. It follows that when’a drug is being used for 
suppressive or prophylactic purposes the development of 
specific ‘drug resistance by a given strain ‘of parasite can 
be circumvented by the substitution of another antimalarial 
drug of a different group. 


f 


Schizonticidal Drugs (Asexual Erythrocytic Parasites) 


The clinical:cure of overt malaria generally presents 
little difficulty, while the clinical and radical cure of 
falciparum malaria in particular is most satisfactory unless 
there is profound ‘hyperinfection or the strain of parasite 
is unduly insensitive to the schizonticide employed. 


é 


7 S 4 
only in the presence ‘of canzone ‘latent or pecrudercine falciparum 
infections. 

Mepacrine. —The schizonticidal properties of mepacrine’ were 
well known before the war,, but the work of Shannon eg al. 
(1944) in- establishing the pharmacological basis for its more 
rational use was outstanding: Their investigations showed that 
mepacrine is extensively localized in the tissues and that its 
effectiveness as a schizonticide is a function of its concentration 
in the plasma. A large loading dose was recommended during 
the first day (1°g. in divided doses) to obtain rapid saturation 
of the tissues and a high plasma level; this resulted in a more 
rapid clinical response, especially ‘in ‘falciparum. malaria. 

Reference has already been made to the schizonticidal action 
possessed by the 4-amino-quinolines when given in suppressive 


_ dosage, and this is also manifest in their effectiveness in, rapidly. 


controlling clinical attacks. 


.Chloroquine—This drug is probably the niost potent 


schizonticide yet discovered. Berliner et al. (1947) state that 


it is superior to mepacrine owing to its lower toxicity, its smal] 
dosage, and the small drug concentration required to produce 
a given effect. Coatney (1949) reports that in falciparum 
malaria three or four days’ treatment with chloroquine gives 
better results than a week’s treatment with mepacrine, and that 
it is the drug of choice in the treatment of the acute attack. 
The course advocated consists of 2.5 g. of chloroquine diphos- 
phate administered over three days. Since chloroquine, like 
mepacrine, is extensively stored in the tissues, a large initial 
dose (1 5 g.) is advised on the first day of therapy in order to 


_ get an adequate plasma concentration. If chloroquine can pro- 


duce tadical cure of the different strains of falciparum malaria 


` with regularity in non-immunes after three days’ treatment un- 


associated with toxic symptoms it is superior to other schizonti- 
cides. .It produces clinical cure of benign tertian and quartan 
malaria, but there is no evidence that it is more effective than. 
other schizonticides in producing radical cure. 

Proguanil.—Maegraith and- his colleagues (1945) treated 22 _ 
patients naturally infected with West African strdins of 
P. fälciparum with proguanil, the dosage varying from 50 to 
600 mg. twice daily. The clinical and parasitological response 
was Satisfactory in all instances, but it was not feasible to 


_ determine the radical cure rate. * Fairley et al. (1946a) reported 


radical, cure in 45 out of 46 experimentally induced sporozoite 
infections and in 41 out of 41 natural infections with New 
Guinea strains’ of P. falciparum 

Therapeutic trials have been generally satisfactory in Malaya 
and India, but results in Africa have been widely divergent, 
some being satisfactory, others the reverse, With the object of 
clarifying this problem, Covell and his colleagues (1949a) 


; 1 


. recently investigated the’ action of proguanil in infections with 


Routine treatment for the overt attack of malaria in the | 


Australian Army consisted of 30 gr. (2 g.) of quinine for 
three days, mepacrine for the next five days, and pamaquine 
(base) 10 mg. thrice daily for three to five days. At first 
mepacrine was given in a dosage of 0.3 g. daily from the 
fourth to the eighth day ; later it was increased to 0.6 g. 
daily on the fourth and fifth days, and 0.3 g. daily on the 
sixth, seventh, and eighth days. Then. a maintenance dose 
of mepacrine (0.1 g.) was given daily for six weeks. In 
all clinically severe cases of overt malaria and in hyper- 


infections intravenous quinine (10 gr.) was: given without | 


delay and repeated where: necessary. 

This combined therapy was most effective. Radical cure 
of falciparum malaria generally resulted, carriers were eli- 
minated, and the malaria mortality rate was extraordinarily 


low, not exceeding 1 per 1,000 an treated cases, including ` 


complications. ' 


Quinine —It ‘has been appreciated for many, years that clinical 
and radical cure. of overt malaria by quinine could be achieved 
with most. strains of P. falciparum if,10 gr. was administered 
thrice daily for three weeks. Furthermore, the use of quinine 
is entirely free from the danger of precipitating true blackwater_ 
fever 1 in primary falciparum malaria, as this complication arises 


x 


- 


a West African (Lagos) strain of P: falciparum in the treatment 
of overt attacks. -Nine out of 10 patients’ with overt primary 
malaria treated with 0.3. g. of proguanil twice daily for 10 days 
had recrudescences after three weeks. Despite a second similar 
course, three patients had recrudescences later, When patients 
infected with this strain received 0.6 g. of proguanil daily for 
10 days, reinforced on the first day of treatment by. either 
quinine (2 g.) or mepacrine (0.9 g.), radical cure resulted in all 
instances. Until more is knéwn about the therapeutic response 
to infection with: falciparum strains in other parts of Africa, 

and indeed in falciparum infections generally, it would seem 
advisable to reinforce the schizonticidal action of proguanil with: 
mepacrine. As an alternative to 0.9 g. of mepacrine on the first’ 
day . only, a-.dosage of 0.2 g. thrice daily on the first day and 
0.1 g. thrice daily on the second and third: days should be well 


tolerated and prove satisfactory fof this purpase. 
, ‘In volunteers infected with New Guinea strains of P.. falci- 


parum treatment was, instituted at variable periods after expo- 
sure to infections, from the-time sporozoites first entered the 
blood on the seventh - day before fever had started to some 
weeks after its onset. No significant~ difference was noted 
between early- and late-treated. cases, ‘so’ the development of 
partial immunity, could not be the factor résponsible for the 
high radical cure rate obtained. is , 

The: most: likely explanation . of the different therapeutic 
results is that these two different geographical Strains vary 
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markedly in their sensitivity to tbe schizonticidal action of 
proguanil, the. New Guinea strain being very sensitive and the 
Lagos strain relatively insensitive. 


Single-dose Regime for Treatment of Overt Malaria 


One of the remarkable features of proguanil is that a 
_ small single dose of the drug will frequently control the 
clinical attack. This was first noted at Cairns in several 
non-immune volunteers who were suffering from ‘overt 
falciparum malaria with high parasite densities ; a single 
tablet (100 mg.) resulted in clinical cure and temporary 
disappearance of parasites in thick blood films. Parasites, 
however, shortly reappeared’and clinical recrudescences 
‘ occurred, A. similar effect was also observed in vivax 
infections. | 5 OA 

The-advantages of such single-dose therapy among native 
populations with partial immunity are obvious. Field trials 
have been made in Malaya, India, and elsewhere—gener- 
ally with favourable results. . The dose usually adopted for 
this purpose has been 0.3 g. In India, Afridi et al. (1947) 
considered that 0.3 g. was the optimum single dose of 
proguanil, and found it sufficient for the clinical cure of 
overt falciparum and vivax malaria in a high proportion of 
cases. Field (1949) compared the effects of 0.6 g. of 
mepacrine given on one day in divided doses and: one 
single dose of 0.3 g. of proguanil in the treatment of 
overt malaria in Malaya. The larger dose of mepacrine 
was used because it was found that 0.3 g. was not effective 
in falciparum malaria. The disappearance of parasitaemia 
was quicker in overt falciparum malaria with proguanil 
than with mepacrine and slower in benign tertian and 
quartan.overt malaria. The disappearance of fever was 
slower with. proguanil than with mepacrine in all forms 
of malaria, but the.sense of well-being in the proguanil- 
treated cases. was stressed. 


In prophylaxis the high suppressive action of proguanil 
was confirmed in falciparum’ and vivax malaria, and little 
. difference was noted between. a dosage ` of 0.1, 0.2, or 
0.3 g. given once a ‘week, 

` Drugs Acting on E EA Forms 
(8-amino-quinclines) 

Clinical cure ‘of’ vivax malaria with any of the well- 
‘known schizonticidal drugs: like quinine, mepacrine, or 
chloroquine ‘is highly satisfactory, but radical cure is not. 
There is no evidence that any of these drugs destroy the 
late exo-erythrocytic forms «which are responsible for 
relapses. .Proguanil, even in small dosage, is an effective 
though somewlat slower schizonticide for vivax malaria. 
It slows up or temporarily inhibits schizogony in the pre- 
erythrocytic phase if administered over the first week after 
_ infection, but there is no evidence that it affects later tissue 
forms so as to -produce radical cure. For: such a result 
we have to turn to the 8-amino-quinolines, of which the 
best-known compounds are pam, ‘pentaquine, and 
jso-pentaquine. , 


_ Pamaquin—The first demonstration of the radical cure of 
vivax malaria by one of thése drugs was made by Sinton and 


Bird (1928) in India.. They reported that while 70% of patients . 


, with chronic malaria treated with quinine. relapsed, only 30% 
of those treated- with pamaquin did so; when quinine was 
administered simultaneously with pamaquin, as in “ plasmo- 
quine co.,” the relapse rate was reduced to 8.5 So These results 
were confirmed in India and elsewhere, but owing to the trouble- 
some. toxic effects*this effective combined treatment for recur- 
rent vivax infections unfortunately lapsed. It was revived in 
‘the later stages of the recent war, and radical cure rates approxi- 
mating to 80% were generally obtained: in natural vivax: infec- 


series, 


` 


tions treated with 2 g. of quinine and 30 mg. of pamaquin (base) 
daily for 12 to 14 days. In Australia proguanil (0.3 g. daily) 
combined with pamaquin (30 mg. daily) was given for 12 to 14 


. days, With results which were comparable to those obtained in 


a similar series treated with quinine and pamaquin, except that 
relapses appéared somewhat later in the proguanil-pamaquin 
With proguanil (0.3 daily), toxic complications were 
no more common than with quinine. Monk (1948) concluded 
that this treatment was likely to prove at least as successful as 


_ quinine-pamaquin therapy. 


Pentaquine and Iso-pentaquine-—After 1944 much of the 
American war effort in regard to antimalarials was expended 
in attempting to find an 8-amino-quinoline derivative which was 
curative for vivax malaria and Jess toxic than pamaquin 
Alving et al. (1947) in a clinical trial of 18 analogues of penta- 
quine concluded that per kilogram of body weight pentaquine 
has greater curative activity. and lower toxicity than pamaquin 
Coatney (1949) reports two of these compounds—pentaquine 
and iso-pentaquine—to be superior to pamaquin. The dosage 
generally advocated consists of quinine sulphate 2 g: and penta- 
quine (base) 60 mg. daily for 10 to 14 days. Its radical curative 
action in overt vivax malaria has been shown by Loeb (1946). 
Monk (1948), and others. White et al. (1948) have also shown 
that this treatment is just as effective when given during the 
Jatent phase of P. vivax in the complete absence of erythrocytic 
parasites. The action of the drug in these circumstances can 
only beron late exo-erythrocytic forms. 


Identical toxic reacfions appear to arise with pamaquin, 
pentaquine, and other 8-amino-quinolines. They include 


‘gastro-intestinal disturbances, methaemoglobinanaemia, and 


haemolytic anaemia supervening on the third to fifth day 
of treatment. Rosenfeld, Zubrod, et al. (1948) and Blake 
(1948) found that methaemalbumin consistently appeared in 
the serum of individuals receiving quinine and pamaquin 
concurrently. These findings signify that the administra- 
tion of quinine and pamaquin and probably other 8-amino- 
quinoline derivatives is always associated with some degree 
of intravascular haemolysis, which’ in certain instances 
produce frank haemolytic anaemia and in rare cases 
haemoglobinuria. 

The toxic manifestations and the radical-cure rate in 
vivax malaria, ‘associated with pentaquine—quinine and 
pamaquin-quinine combined treatments, seem so similar 
that it is difficult to assess their exact status at the present 
time. Treatment with any of the 8-amino-quinoline group 
of drugs should be under medical supervision. 


Gametocidal Drugs 


The treatment of the malaria carrier has often attracted 
less attention than it merited. In hyperendemic areas of 
malaria effective carriers are found essentially in infants 


and young children and not in the older members of the’ 


community who have become immune as a result of 
repeated infection. The individual possessing solid 
immunity. and. tolerance may harbour asexual but not 
sexual parasites in the blood. On the other hand, non- 
immune adults who develop primary malaria become effec- 
tive carriersif the primary trophozoite wave is not rapidly 


cut short by therapy ;’ this is a major factor in the, 


development of epidemics in unsalted troops in malarious 
areas. 


While quinine.and mepacrine are reasonably effective 
primary gametocides in infections with P. vivax and 


P. malariae, they do not exert any deleterious action on the . 


mature gametocytes of P. falciparum. Pamaquin, on the 
other hand, is’a polyvalent gametocide and even in minute 
doses (10-20 mg. base) renders falciparum gametocytes non- 
infectious to mosquitoes within 24 hours, and causes their 
disappearance from the: blood in three to four days. ‘°* 
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Mackerras and Ercole (1947) found that when proguanil- 
was given in a dosage of 0.1 to 0.3 g. daily`to falciparum 
or vivax gametocyte carriers (New Guinea strains) no effect 
was, observed on the number or microscopical, appearance 
of the gametocytes in the blood. Only when given, very 
‘early in the attack was gametocyte production affected by 
proguanil, and then only indirectly, because the primary 


trophozoite wave was checked before gametogony had > 


started. 


In the stomach of the mosquito ingested falciparum or 
vivax gametocytes may undergo exflagellation and fertiliza- 
tion and even’ produce small odcysts, but development 
ceases at this point and the odcysts die if proguanil is 
present even in small quantities in the blood feed. Com- 


plete sterilization of the gut infection in ‘mosquitoes results . 


some one to two hours after 0.15 g. of proguanil has been, 
administered to a carrier. In mosquitoes fed on the second 
day vermicules may form, but in those fed on the third 
or fourth day of proguanil administration neither vermicules 
‘mor oOcysts are detected. The same effect was produced 
by letting mosquitoes first engorge partially on a normal 
person taking 0.1°g. of proguanil daily and then allowing 
them to complete their feed on a carrier with plentiful 
gametocytes in the blood, - < 

Shute and Maryon (1948) confirmed these findings with 
the Rumanian strain of P, falciparum and suggested it was 
the-female gametocytes on.which the drug acted. 

These experimental findings imply that it would be diffi- 
cult for salivary-gland infections to become established in 
the local anophelines when they are feeding on the blood 
of people who are taking proguanil regularly.g, Thus the 
daily administration of proguanil to a military force in a 
hyperendemic area would not only be acting as a causal or' 
partial causal prophylactic in individuals inoculated with. 
sporozoites but by inhibiting the development of the ‘sexual. 
cycle in the mosquito it would be a potent factor in limiting 
transmission and preventing the development of epidemics. 


eo Comment and Conclusions 


In conclusion, I would remark that during the past 
decade we have learnt how.to use and when not to use 
the older antimalarial drugs like quinine, pamaquin, and 
mepacrine, During this period several potent antimalarial 
drugs ‘have been discovered or rediscovered and their thera- 


peutic action worked out with considerable exactitude. ' 


Proguanil is unique ‘among these owing to (1) its true 
causal prophylactic action in falciparum malaria, (2) the 
schizonticidal effect often exerted by a single small dose in 
overt malaria, and (3) its polyvalent gametocidal properties. 
Chloroquine is probably the most potent schizonticide yet 
discovered ; it is of great value both as a schizonticidal sup- 
pressant given once weekly and in the intensive treatment 
of the overt attack. For the radical cure of benign tertian 
malaria pentaquine and iso-pentaquine are now becoming 
available ; just how superior they are to pamaquin when 


given in combination . with quinine ‘future: work | will ` 


decide. 0 j i 

Malaria casualties in non-immune troops operating in 
hyperendemic areas could be prevented .or kept at an insig- 
nificantly low level by the routine administration under 
supervision of such drugs as, mepacrine, proguanil, and 
chloroquine in correct dosage. During military operations 
it would be advisable to have stock-piles of two such anti- 
malarial drugs for'suppressive or prophylactic purposes, 
since the development of resistance to any: particular anti- 
malarial drug.is specific and.can, be circumvented .by the 
substitution of another:drug of a different group. w 4 
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THE NATURAL HISTORY OF ASTHMA 
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. It is known that asthma is a disease. varied in its causation 


but unvarying in its mechanism, essentially involving con- 
traction of the smooth muscle of the bronchioles. This 
contraction may occur in response to any of a wide range 
of stimuli—inflammatory, allergic, mechanical, reflex, 
psychological, endocrine. Sich factors may be: “ aetio- 
logical” (inducing the first of the patient’s attacks) or 
“ aggravating ” (being concerned in the precipitation of sub- 
sequent attacks). The former may act either centrally, by 
increasing the patient’s sensitivity to asthmogenic agents, or 
peripherally, by producing a permanent state of irritability 


.of the respiratory mucosa or musculature, whereby’ an 


attack of asthma occurs in response to appropriate 
stimulation. Aetiological and aggravating factors may be 
identical or they may be apparently “unrelated. For 
example, in many instances asthma may be initiated by 
some endocrine crisis such as puberty or pregnancy, or by 
acute respiratory infection, “but the ‚same patient may 
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completely different aggravating factor such as dust, 
exertion, or psychological shock. ’ 

In brief,’ the genesis of asthma’ may be said to be a triple 
phenomenon, depending, first, upon the establishment of 
the “ asthma diathesis,”” in which a family history of allergic 
diseases, previous allergic manifestations in the patient, and 
organic abnormalities in the bronchial tree or upper respira- 
tory tract are also-known_ to be significant. The, other 


essential elements are:the presence“of aetiological factors l 


and exposure to aggravating stimuli.’ 


+ With a view to correlating the rates of incidence of the 
above factors and assessing their relative significance the 
case records of some 300 cases treated at the Liverpool - 
Royal Infirmary Asthma, Clinic between 1935 and 1940 
have been surveyed. 


Signs of the “ Asthma Diathesis ” 

Family History—Previous allergic disease in the family 
-was found in 51% of-147 males, and in 50.6% of 158° 
females. In this series at least one member of the patient's 
, family (parents, grandparents, brothers, sisters, uncles, aunts, 
or cousins) had suffered from asthma, hay-fever, urticaria, 
eczema, migraine, or epilepsy. Sometimes there were many 
such instances'in the family, and it was found that 22:5 of, 
‘of the males, and 24% of the females had two or more 
members of the family so affected. Of 141 non-asthmatic 
patients in the same hospital, a group representing the same 
class of population, only 12.2% gave “ positive” family 
histories. These findings are very similar to those of Coke 
_ (1927) but differ from those quoted by Witts (1934), who 
- found a 60% incidence of “ positive ” family histories, and 
more significant than those, of Pearson (1934) ‘and 
Vaughan (1933), who quote much higher rates of incidence 
of allergy in families of normal subjects. 

Age Incidence.—The present series comprised in all 294 
patients—141 males and 153 females. They were classified 
into two main groups—" F.H. positives ” with an allergic 
family history, and “ F.H. negatives ” with no such, family: 
“ history—and the incidence of, asthma beginning at different 
age ‘groups is shown in Table I. 


TABLE I.—Incidence of Asthma Related to Sex, Ages ol Onsers and 
' Family History 








= Sex F.H. Positive 
‘Age Group '. 
Male 
0-10 years 60 
1-20 ,, 21 
21-30 79 18 
31-40 ,, 13 
41-50 ,, r 14 
Over 50,, 15 
Total . 141° 153 150:0% 50-0% 


Possible Effect of Mensivation and Pregnancy in Pro- 
duction of Asthma.—Figs. 1 and 2 illustrate the relative ages 
_ at onset of asthma: in the two sexes, and in Fig. 1 the inci- 
dence of “ positive ” family histories in each age group is also 
shown. There appears to be quite a close parallel between 


_ theincidence of positive family histories in the two sexes 


and at similar ages of onset (see Table I), but. the female 
incidence curves C and D (Fig. 1) and A (Fig. 2).cross the 
male incidence curves A.and B (Fig. 1) and B (Fig. 2). 
respectively at age groups 11—20- and remain higher 
until the ages at: onset exceed 40 years, after which 
the figures in each case become similar. This suggests 
the possibility of some factor or. factors having a 
different effect in the two sexes, beginning approxi- - 


Jf 


mately at the time” 
of puberty and hav- 
ing in females an 
aggravating effect 
upon the’ asthma. 
Female endocrine 
functions seemed sig- 
nificant in this 
respect, “and refer- 


- ence was therefore 


— 


made to details of 
female cases ‘in 
which the onset of 
asthma occurred be- 
tween the ages of 14 
and 50 years and in 
which there was a 
clear history ,of 
aggravation by men- 
struation, pregnancy, 
or a combination of 
both. Of 62 cases in 


No. 
0 





20-30 3-40 -40-50 
ACES AT ONSET 
Fic. 1.—Relative incidence of asthma 
at different ages and subdivided according 
to sex and family history. 


10-20 303 


A> FEMALE TOTAL 


¿c = FEMALE TOTA L 
SS THOSE AGGRAVATED by 
TRUATION AND PREGNARTY 





2-30 3-40 41-50 50` 
ACES AT ONSET 

Fic. 2.—Relative incidence of asthma 
at different age groups, subdivided accord- 
ing to sex and incidence of menstrual or 
pregnancy aggravation. 
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li-20 


which the ‘ages of 


‘ onset of asthma were stated, the numbers falling into, each 


decade are shown in Table II. 


TABLE Il.—Incidence of Asthma Aggravated by Menstruation andļor 
Pregnancy, With Ages of Onset of Symptoms 


` 


' 0-10 11-20 


,5 24 


Age-of Onset: r 21-30 


21 


31—40 
11 


41-50 


No. of patients „1 











If all sth patients are excluded from the total. ‘number 
of females in each age group the remainder represents those 
in which there is no apparent association with pregnancy 
or menstruation. They are shown in curve C (Fig. 2), a 
striking feature of which is its close similarity to that found 


in males (curve B). Statistical analysis of the figures illus- . 


trated by the curves A, B, and C in Fig. 2 shows that the 
difference between A and B is greatér than is likely to be 
caused by chance (x?=22.1, 7=5, P<<0.01) and that curves 
C and. B ‘differ by amounts which cannot exclude chance 
as a possible cause (x?=5.9, n=5, P=0.3). These findings 
suggest, therefore; that a proportion of cases of asthma in 
females may be due to causes associated in some way with 
female reprodúctive activity. While it is freely admitted 
that other associated factors such as psychological changes 
or reflex sensitivity otherwise enhanced may in many 
patients have a more direct bearing on the association of 
asthma with menstruation, evidence is not lacking (Zondek 
and Bromberg, 1947) that allergic hypersensitivity to the 
patient’s own hormones is by no means rare and may be 
demonstrated by appropriate skin tests. 

Cutaneous H ypersensitivity .-—Cutaneous hypersensitivity 
tests were performed, using Bencard’s intradermal and 
scratch tests for the usual series of allergens.. Results were 
available in 211 cases, and were positive in 35.5%. No com- 
parable series of.normal controls was tested, but other 


* workers, such as Pearson (1943), report 20% of positive find- 


.ings in normal, persons, whilst in asthmatic patients the 


incidence of positives was 75%. ‘On the other hand,Witts’s 
(1934) figures show 40% of positives only among those 
affected. 

It was found that 26 out of 100 “F.H.— ” cases were 
positive to skin tests, while 44% of 111 “F.H.+ ” cases 
were positive also on skin-testing. The standard error of 
these two proportions being 6.42, this difference in the inci- 
dence: of positive skin tests appears to be statistically 
significant. 
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A 


Oct. "22, 1949 


* 
a 





Previous Allergic: Manifestations —Ot 246 cases in which’ — 


the information was available, 40.24% | gave a history of one 


or more of the usually suspected “ allergic *? manifestations, | 


consisting of the following: ` 7 Do, 
Hay-fever (or vasomotor rhinorrhoea): eis oie 39 
“ Eczema ” (including infantile eczema) ..4 ..' 54 . 
Migraine .. .. E T ea Tae W aa A 
Urticaria .. na pe Per dg sao “Ie 
Epilepsy .. T bes pi TET. 


1 3 \ i 

. In 13 cases'two of the above conditions occurred together, 
thus: epilepsy and hhay-fever, 1 ; eczema and hay-fever, 4; 
migraine and hay-fever, 3; urticaria and eczema, 1: 
urticaria and migraine, 1; eczema and migraine, 1; 
It is observed t migraine, though occurring in five 
patients, does not appear alone, being combined with hay- 
fever, urticaria, or eczema. Epilepsy occurs once by itself, 
and-once in combination with hay-fever. These findings 
correspond to those of Witts, in whose series 40-50% of 
patients had other allergic manifestations, and of Coke, who 


` reports that 22% of his patients had suffered previously 


from eczema. 


Aetiological Factors 


‘Information about, factors associated with the onset of 


asthma was available.in 276 cases. The results are shown 


‘in Table III. Some light may be thrown on the possible 


TABLE II.—Incidence of Alleged Causal Factors 








Aetiological Factor Females Total ` 

No known associated circumstances ira 50 100 
Acute respiratory infection: , (bronchitis, 

pneumonia, measles, pertussis, etc.) . 57. 114 
Psychological ‘‘ shock ” or ‘‘ worry ” _ 8 144 | 
Pregnancy... 3 ba tt mee | 10, 
Menstruation .. ei S 

-Irritating fumes or dust ° 6 13 
Excessive exertion x BNET, el D 2 9 7 
aneous causes (food, change of 
- locality, or change of climate) .. z 11 








; 1 
association of allergic tendencies and the nature of the 


aetiological factors by the data in Table IV, which com-’ 
pares the incidence of positive family histories (F.H.+),' 


>! 


skin-test positives (S.T.+), and histories of previous allergic 
manifestations (P.A.M.) in the four largest aetiological 


Tase IV.—Incidence of the “ Allergic” Features in the Four 
Principal Aetiological Groups. 
in each Group is Shown in Parentheses 





Aetiological Factors 



















Respiratory a Pregnancy and | 
ection Psychological Menstruation , 
a F.H.+ 50% a 55-5% (108) 57% f t4) 28-4% (14) : 
S.T.+ 36% (80 27°4% (73) 36% (9) 12.5% (8) l 
P.A.M. | 36-4% (89) 35-53 (93) ` 36% (9) 45% (11) 





NATURAL HISTORY ‘OF “ASTHMA 


~~ 


\ 


X - 


7 PA 


y ` ~ BRITISH 
er MEDICAL JOURNAL 899 


Aggravating Factors 
An: attempt was made to compare factors associated with 


. the onset of individual attacks of asthma with those believed 


to have been concerned in the aetiology of the condition ` 
The results are shown in Table V. These figures 


TABLE ‘V.—Incidence of Aggravation by Certain Factors, Groupec 


According to. Aetiology. The Actual Numbers of Patients ır 
- Each Subgroup are Indicated in Parentheses \ 


~ 


Aectiological Factors 






















Aggravating Respira- | Pregnancy Psyche- 
Factors Unknown tory ` and Men- | “Dust” logica) 
Infection | struation Traum: 
Respiratory in- à 
fections ,.. | 14:3% (85) | 14-4% On 0 (12) 0 (13) 25-0% (12 
Food vce | 341% (85) | 32-2% (91) | 16:7% (12) | 15-4% (13) | 33-3% (12: 
- Psychologica 
disturbances | 25-0% (85) | 25:5% (91)_| 18-3% (12) | 0 (13) 66:7% (12 
Pregnancy and A 
. menstruation | 28:7% (40) | 59:4% Eh 83-37% (12) | 66:7% (6) | 29-4% m 
“Dust” 224% Ea 21-1% (91) | 25:0% 1133 92:4% (13) | 16°7% (12: 
Climate 70-6% (85) | 55:5% 31 33-3Y s 53-9% (13) | 50-0% (12° 
Exertion 35:3% (85) 37-0% (91) | 41-5% (12) | 15:4% (13) | 16:7% (12 
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show that three out of the four known’ aetiological factors 


_ also aggravate the asthmatic condition in a high percentage 


of patients. These are, pregnancy and menstruation 
(aggravated in 83.3%), “dust” (92.4%), and psychological 
disturbances (66.7%). Respiratory infections, on the othe; 
hand, differ markedly in that in only 14.4% of patierits was 
the asthma aggravated by further respiratory infections 


_ Thus it would appear that, while acute respiratory infection: 
', have initiated asthma so often that their association is 


unlikely to be fortuitous, subsequent attacks of asthma are 
surprisingly seldom occasioned by recurrences of respire- 
~ tory infection. This might perhaps be explained on the 
assumption that the respiratory centre, or some othe- 


`~ -portion of the mechanism governing the tone of bronchioia- 


. “muscle, may have received a non-specific sensitization from 


' 


The' Actual Number. of Patients ` 


groups. . These figures show that, although ‘there is very 


little difference between the respective incidence of these . 
_ allergic factors in the first three aetiological groups, in the . 
fourth (pregnancy and menstruation) group the incidence 


of F.H.+ and S.T.+ is strikingly less, but- that of other 
allergic manifestations somewhat increased. ‘While the 
‘figures are too small to warrant definite conclusions, this 
would add further support to a hypothesis that “ menstrua- 
tion asthma ” is truly allergic in origin in a high proportion 
of cases. The low positive-skin-test incidence would then be 
explained by the absence of hormonal extracts from the test 


‘ series, and the low family incidence by the “ sex-linked ” 


nature of the allergy, which would be expected to reduce the 


l i 


` 
x 
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- 15 patients in this series. 


‘the original infection which has facilitated an “asthmo- | 


~ genic ” response to other stimuli, and may, in fact, establish 


“the “ asthma diathesis.” 


The relationships of aetiological. to exacerbating factors 
may be summarized provisionally; by their classification as 
‘follows: i i e : 


. Class A.—Factors which initiate the asthmatic condition anc 
‘exacerbate asthma in a high proportion of cases. These are 
' pregnancy and menstruation, “house dust,” pollens. anc 
, psychological disturbances. * 
‘ Class B.—Factors which are apparently associated with tne 
aetiology of the asthma, but not with its subsequent aggravation. 
such as acute respiratory infection. 
Class C.—Factors which frequently ‘aggravate asthmauc 
attacks, but seldom seem to have played a part in the aetic- 
logy of the condition. These are food sensitivity, climatic 


`- conditions, and exertion. Together with dust: and emotiona' 


upsets, such’ stimuli are well-known aggravators of any respire- 
tory disturbances, particularly cough and dyspnoea. 


Clinical and Other Findings in Cases of Asthma 


No obvious abnormality was found on clinical examine- 
tion in 122 out.of 251 patients. As might be expected 
where physical signs were present the vast majority of 
patients showed rhonchi. Obvious emphysema was found ın 
Only five of the patients hac 
“gross chest deformity (pigeon-breast, kyphosis, or “ sunken 
chest”), the onset of asthma occurring in-early life in fov- 
of them. , T 

Radiologically, out of: 196 patients whose films ‘were 
available, 66 showed some abnormality—50 had chronic in- 
flammatory changes‘only, four had old healed tuberculosis. 
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one active tuberculosis, four pulmonary fibrosis, three 
emphysema, two pleural. thickening, and two cardiac 
dilatation. 

Of 260 patients in whom the upper respiratory tract had 
been examined, no abnormality of nose, throat, or sinuses 
was found in 120. Of the rest, 66 had inflammatory lesions 
of the sinuses, throat, or nose, and 74 showed evidence 
of changes attributable to allergy only, such as vasomotor 
rhinitis, simple mucosal oedema, or polyp formation. 


4 


Progress 


A questionary was circulated, to 150 patients who had 
attended the asthma clinic’ between 1935 and 1940. Of 
these, 64 replied ; meir general progress is shown in 
Table VI. = ! 


* Taste VI.—Results as Compiled from a Questionary 





Result 


“ Cured ” (i.e , no attacks for at seast 
one year) .. eeg oe 
Died sani Y 
Improved ‘ pa 
‘Unchanged... 5a 
Worse .. ow ie 








`i 


Recoveries. —In the 12 instances of recovery the condition 
resolved. suddenly in six, and „gradually in thé remaihder. 
The mean duration of asthma in these cases was nine years. 
The alleged causes of cessation of the attacks are shown in 

‘Table VII. In two patients recovery was attributed to more 


than one cause. 


4 
` 











` TasLe VII.—Alleged Causes of Recovery ' 

` Causes 7 No. | Ages at Onset | Duration 
“ Grew out of the asthma ” 3 15, 2, 3 years | 2, 10, 11 years 
Change of environment (war evacuation) 3 2, 2, I year , 14,1 si 
Cautery of nose . Me 2 | 21, 48 years 23, 10 years 
Specific protein desensitization ; 1 -| 25 years years 
Tonsillectomy sa I 5 8 4 
Breathing exercises 1 es 14 ,, 
Senility : 1 157 » 24, 
U own 2 10, g 'years` 
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Eight of the above 12 patients therefore seem to have 


recovered without any active therapy, six of these being 


children. Analysis did not reveal any correlation between — 


age of onset of asthma and ultimate prognosis.* 
Remedies Found Effective in Attacks. —From the nature 


of the information received from patients no accurate. 


account could be compiled of the details of treatment found 
most helpful. It is of interest, however, to find that among 


the patients who did give a reasonably clear answer the’ 


use of one or more proprietary inhalants was considered to 
have been more effective than medicine from a, bottle or 
than ephedrine tablets. 


Discussion _ = 


From the above results several points emerge. First, 
there is support for the accepted - view that most cases of 
asthma are of allergic origin, differences being dependent 
more upon variations in the nature of the allergic stimuli 
and ‘their mode of action than upon departure from the 
allergic process. Secondly, the _ evidence implicating 
hormonal activity in the production of asthma is strongly 
suggestive and lends support to more conclusive findings by 
other workers regarding the allergic nature of this associa- 
‘tion (Zondek and Bromberg, 1947). = 

Clinical abnormalities 'in the chest (apart from ‘wheezing) 
were remarkably few, and more interesting still was the 
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rarity of any gross deformity of the chest, particularly when 
it is considered that in approximately 30% of this group 


‘of patients the asthma began in the first decade of life. 


"Unfortunately our records are not informative enough to 
enable conclusions to be drawn on the efficacy or otherwise 
of treatment of nasal sinuses or tonsillar abnormalities in 
relation to:asthma. These conditions appear to fall into 
two main categories. 
patients, consist of oedema of the nasal mucosa, 
polyp formation, and other non-inflammatory conditions, 
which are all possibly of allergic origin, and therefore 
probably symptomatic of the allergic state of which 
asthma, is but another manifestation (Rackemann, 1937). 
The second group, including true sinusitis, infected tonsils, 
and chronic (infective) nasal catarrh, occurred in about 
28% of all:cases of asthma, and may be aetiologically sig- 
nificant. Although the results of active treatment of upper 
respiratory diseases has generally been found disappointing 
(Witts, 1934), it is possible that better results might follow 
treatment if it were confined to those in the latter group. : 


Mortality and Morbidity—This series of cases is spread 
over a’period of between seven and twelve years. It would 
therefore not be of value to compare the mortality here 
with that of groups observed over a much shorter period 
(e.g., Coke, 1927).. An adequate follow-up of hospital 
patients is not always possible, for many drift elsewhere, 
and others for various’ reasons do not reply to letters. Of 
the 64 patients of whom later information was obtained 11 
had died within the period—a somewhat surprising 
mortality of 17.2% ; three had developed phthisis in the 
course of: their asthma and died of the disease ; three died 
as a direct result of their asthmatic attacks, and three others 
died of secondary cardiac failure. That ‘asthma is poten- 
tially a fatal disease is too often overlooked, and the above 
figures underline the importance of long-term treatment ‘in 
an attempt to safeguard the patient’s future. While it is true 
that the patient must “ learn to live with his asthma,” it is 
clear that life’ would be both happier and longer in its 
absence. : r 


Summary and Conclusions 


Clinical and other findings in 294 cases of asthma have been 
examined with the object of analysing the natural history of the 
disease, its aetiology, and its prognosis. Evidence was obtained 
of the importance of the allergic factor, particularly of the 
relevance of hormonal allergy in the production of asthma in 
women. Comparison of the incidence of aetiological factors 
relative to` those ‘aggravating the condition suggests that the 
factors involved in the production of the asthmatic state may 
be of.three kinds: aetiological and aggravating, aetiological but 
not aggravating, and aggravating but not apparently connected 
with aetiology. 

From a relatively small series of cases which were followed 
up over a period of seven' to twelve years, 19.4% had apparently 
fully recovered, while 17.2% had died. This mortality rate, 
though occurring in a' series too small to warrant statistical 
analysis, nevertheless suggests that asthma as a ‘potentially fatal 
disease has received rather less attention than it deserves. 


We are particùlarly indebted to our former teacher and chief, Dr. 
Robert Coope, both for his permission to use the records of the 
Liverpool Royal Infirmary Asthma Clinic and for his kindly advice 
and helpful criticism during the production of this paper. 
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, (From the Surgical Unit and Chest Department, University 


College Hospital, London) Sh eS 


The. beneficial action of antihistamines in hay-fever, peren- 


nial rhinitis, and urticaria is undisputed, but their use in’ 


human asthma has been doubted. In this paper experi- 
mental and clinical evidence is presented that the anti- 
histamines are of considerable value in the ‘treatment of 
this’ condition. l . i 
7 ' «Experimental ‘Evidence ' 
', 5 Method 

Bronchial spasm was induced in normal and asthmatic 
subjects by the aerosol inhalation of spasmogenic sub- 
stances.’ This method avoided the risk connected with their 
parenteral injection in asthmatic subjects, whose response 
varies so widely; furthermore, their local application 
imitates the nattiral conditions more closely and avoids the 
danger of producing a strong general reaction. ¢ 

The aerosol was- produced by a pressure pump (kindly 
supplied’ ‘by Messrs. Aerosols, Ltd:) to which a series of 
commercial nebulizers were attached. The unit was incor- 
porated in the inspiratory part of the breathing circuit of 
a recording spirometer (Herxheimer, 1949a). The efficiency 
of the aerosol so produced can be judged from the fact that 
when isopropylnoradrenaline was inhaled a 0.25% solution 


produced similar effects in the same time as a 1% solution 


administered by a hand-operated inhaler. 


As the amount of any drug inhaled cannot be deter- - 


‘mined accurately, the time of administration. was counted 
in seconds. The degree of bronchial spasm was estimated 
by measuring the vital capacity, to which it was directly 
related (Curry, 1946). The maximum breathing capacity 
cannot be used as a test, as the overbreathing has in many 
cases a direct influence on the degree of spasm. Other 


tests which are based on the time required for full expira- `’ 


tion do not seem to present any advantage. It is believed 
that the determination of the vital capacity is fully reliable 
provided that the thoracic cage is mobile and that there 
is no venous congestion. 

The vital capacity was determined three times before 
each experiment and the mean was taken as the base-line. 
Subjects who could not produce three vital capacities within 
a range of 150 c.cm. were excluded. The spasmogenic sub- 
stances used were 3% histamine acid phosphate, 2.5% 
acetyl-G-methylcholine chloride, and allergenic extracts: of 
mixed pollen and of mixed inhalants, made’ extra, strong 
For the relief of spasm 
isopropyinoradrenaline was used in 0.25% to 1% solution, 
pyribenzamine in 1.5% and other concentrations, and some- 


times ephedrine and “chlorothen.” In all cases‘one drop ~ 


of glycerin was added to 2 ml. of the solution, except in 


‘the case of acetyl-@-methylcholine chloride, which was. dis- 


solved in propylene glycol. If bronchial spasm so produced 


-did not subside spontaneously an antispasmodic was given 


after some“time and immediate relief obtained. In other 


experiments with the same subjects an antihistamine sub- - 
stance was given beforehand orally or, ina few cases,!as 
an aerosol, and the spasmogenic aerosol inhaled for the 


same time as before. ee S ; 
In a.number of control experiments with the same sub- 


i X N T T a . 
jects various substances were inhaled as ‘atrosols—physio- 


a 
I 


logical: saline, allergenic extracts, ephedrine in various con- 
centrations, 10% ammonium chloride, aminophylline, and 
some antihistamines. Saline and ephedrine in low concen- 
trations and’ ammonium chloride produced no effect, but 
high concentrations of ephedrine, pyribenzamine, and 


_ amethocaine caused.reduction of vital capacity and wheez- 
-ing in asthmatic subjects. In anumber of'patients genuine 
' asthma was treated in the same way as induced asthma, 
and in some an: antihistamine was given intravenously. 


. : Results 

Normal Subjects ——The, inhalation of histamine in most 
cases caused subjective symptoms during the third minute, 
consisting of redness of the face, sometimes a headache, 
anda sense of constriction of the chest. Of the 16 subjects 
three showed no decrease of vital capacity. In two of these. 
higher concentrations of histamine were tried. One showed 
a decrease after 10% histamine phosphate had been breathed 
for four minutes; the other showed no decrease. Of the 
remaining 13 subjects five showed reductions of between 
5. and 9% and eight between 12 and 26%. The inhalation 
of acetyl-B-methylcholine chloride caused fewer and milder 
general symptoms., In only two cases out of 14 was the 
vital capacity decreased. This difference may be entirely 
due to the arbitrarily chosen amounts of aerosol admin- 
istered. For instance, ‘in one subject the vital capacity 
decreased after three minutes of inhalation from 4,000 to 
3,600 -c:cm.* with mild’ general symptoms.: After four 
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Fic. 1.—Change of vital capacity (as a measure of bronchial 
obstruction) in two normal subjects who inhaled acetyl-8-methyl- 
choline chloride (Ach.) for three and four minutes. The interrupted 


‘lines show the same experiment after 25 and 50 mg. of phenergan 


had ,been given beforehand. 
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Fic. 2.~Change of, vital capacity, representing ‘the degree of 
bronchial obstruction in a normal subject after inhaling acetyl-f- 
methylcholine chloride for three minutes (uninterrupted line) and 
the same when inhaling pyribenzamine (Py.) .1.5% immediately 
afterwards for two minutes (broken line) 
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minutes’ inhalation the symptoms were more 


severe, and the vital capacity decreased to ` a 


3,360 ` c.cm. When “phenergan” (“ R.P. j 
3277 ”) was given 90-120 minutes before the 
experiment the general- symptoms were ; 
suppressed or reduced to a minimum. „The vital 8 
capacity did not change. This was the case 
after histamine.as well as after acetyl-@-methy]- 
choline chloride (Fig. 1). In, one case the 
‘ mfialation of ~ 1.9% pyribenzamine, ` given- 
ummediately after the acetyl-@-methylcholine "20 
cnloride had depressed the vital capacity, very ~ 
quickly restored it to its normal value (Fig. 2). i 
Cases of Induced Asthma.—The induction of z 
oronchial spasm—the asthmatic ‘attack—in 
patients involves some risk, as a very smäll L 
amount of inhalant may cause a severe attack. 
{n a patient whose reaction to a substance is © 
unknown it is advisable to start with one whiff 
of the inhalant only and to await the reaction. 
With histamine and ` acetyl-8-methylcholine 
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a ed pollen`inhalation. Five subjects. 
er inhalation without protection. Interrupted lines = 
after varying doses of phenergan had been given beforehand. 
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5 5 
MINUTES AFTER END OF “INHALATION 


4.—Protective ‘action by antihistamines against bronchial asthma induced ' 


4 


_CHange i in vital capacity 
“Change in vital capacity 


Full lines = 


chloride this reaction usually appears at once in Pee of aae anon Dosage ara phenergan 

tull strength. The patient feels tightness: of the x 5 pT stg mee 

onest, and when he attempts to breathe out O 30 ,, T ge gi e% 37.5 mg. 

deeply he encounters difficulty not felt before. A S ” ee ee Eoo HE : 


With allergenic extracts, especially when a very 
small amount produces a reaction, this difficulty 
m breathing—the t wheeze ” which also indi-- 
cates a decrease of vital capacity—often does not 
appear at once.. Only a mild tickle or soreness is felt in 


the throat or in some related region (for instance, thé 


snoulder), and the wheeze develops gradually two to five 
minutes later. _ : 

The protection against attacks induced in his way 
required more: antihistamine than in normal subjects— 
onenergan was mostly used—and if the induced attack was 
severe—if, for instance, the vital capacity was reduced by 
bout one-half—no protective effect could be obtained even 
with 75 mg. of phenergan. Tf,’ however, the amount of 
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cap. 


Vit. 


%, 


J . 
17 9 1l 
MINUTES AFTER END OF INHALATION 


N 
INHALATION ENDS 


Py. Al, = Pyribenzamine 1.5% or aleudrine 1% inhaled i in order to terminate the 
asthmatic attack. 


inhalant. was just small enough to induce a mild attack, 
phenergan or “anthisan ™ (“ neoantergan ”) suppressed it 
either completely or at least partly (Figs. 3 and 4). Pyri- 
benzamine as aerosol was effective in partially relieving the 
induced spasm in some cases, but not in others. 


- Cases of Genuine Asthma—Pyribenzamine aerosol: fre- - 


quently relieved bronchial spasm As shown’ in Table I, 
in 12 patients the vital capacity was increased by over 
200 c.cm. after inhalation of this drug. There were 12 
other patients in the group, five of them elderly and sufferers 


. from .emphysema, in whom the increase was absent or 


negligible. Intravenous anthisan often pro-. 
duced marked relief, but the substance must be 
injected very slowly to avoid vomiting and 
circulatory collapse (Table ID). Three cases in 
which no increase of vital capacity was obtained 
are not included in the table. Phenergan 
‘injected intravenously had also a_ beneficial 
effect (Fig. 5). 


Clinical Evidence 


The spontaneous and rapid changes in the 
asthmatic condition and the psychological 
factors which are almost always involved in the 
aetiology necessitated certain precautions in the 
selection of patients. Those who showed rapid 
fluctuations and those with long free intervals 
were excluded. This left the patients with 
moderate or mild attacks which occurred fre- 
quently and those who were in an asthmatic 
state.* Of these, only patients were selected who 


13 15 


FIG. 3 "Protective action of antihistamines against bronchial obstruction caused 
oy acetyl-methylcholine chloride inhalation. Five subjects. Full lines = Change 
im vital capacity after inhalation without protection.. Interrupted lines = Change in 
vital capacity after varying doses of antihistamine had been given beforehand. 


Period of inhalation Dosage of antihistamine 
„A 90 sec... 62.5 mg. phenergan 
`x 180 ,, 500 mg. anthisan 
oO 60 ,, te se a .. 50 mg. phenergan 

Ci ts SD a. oat ate Da i .. 50 ‘mg. 5 
@ 35 „p eu 75 mg. a 


Py. Al. ='Pyribenzamine 1. 5 % Or aleudrine 1% “inhaled in order to terminate the 
asthmatic attack. 


had a long experience of the disease and had 
tried many remedies, often without success, and 
thus appeared not unduly prone to suggestion. 
They had been known to the observer for 
some time; their reaction to various drugs 
had been investigated and ‘their seasonal 


*The term~“ asthmatic state ” is used in this pape! 
for- bronchial spasm continuously present, for long 
periods whether mild, moderate or severe. 
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variations were known. Their remedies were changed 
periodically, sometimes to placebos. These precautions 
_ made large-scale-controlled experiments with dummy -tab- 
lets unnecessary, in my opinion. ~ The severity of the indi- 
. vidual complaint was conveniently indicated by the number 
of aerosol inhalations required each day. The aerosol usually 
contained papaverine, atropine, and either adrenaline or iso- 
' propylnoradrenaline. The patients were asked to use their 
hand inhaler only when the wheeze became intolerable. Asa 
_ rule they had to inhale on waking and at bedtime, but often 
four or six inhalations were taken during one night. The re- 
. duction in thé number of inhalations required was regarded 
as an indication of the efficacy of an antihistamine substance. 
The antihistamines used were mainly anthisan (100- 
600 mg.), phenergan (25-100 mg.), and “ benadryl” (50- 
250 mg.). These doses were always given at bedtime, as 
their soporific effect is too great to allow their use during 
the day. These patients were therefore-in need of an anti- 
spasmodic in the daytime, and ephedrine was usually given 
in its optimum amount on waking and after lunch. This 
combination proved very useful, because ephedrine inter- 
feres with sleep and could not be given at bedtime, and two 
daily doses,of it do not cause tolerance. For those inte! - 
current superimposed attacks not. suppressed by anti- 
‘ histamine and ephedrine, isopropylnoradrenaline, (“ aleu- 
drine ”) was used either by inhalation or perlingually. 
Twenty-six patients improved after receiving anthisan 
: ,and ephedrine. Thirty-one were given anthisan and 
Fic, 5.—Asthmatic state. Vital capacity before (1,700 c.cm.) and phenergan on alternate nights and ephedrine in the day- 
B Eae after (2,240 c.cm.) intravenous injection of 25 mg. of. time, 11 received phenergan and ephedrine, two had 
se : - phenergan alone, four had anthisan alone, five had benadryl 
_ Taste I.—Effect of Pyribenzamine Aerosol în Genuine Asthma and ephedrine, and two were prescribed benadryl only. 
`- All these patients showed definite improvement in the 
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Case | Capacity Ever | Before | \ After |: Aerosol ~ number of inhalations and in their physical efficiency. 
Recorded zef __ Seman Om. ji ` ihalanon (%)  `'` Three patients with severe chronic asthma and six with 
1 r 1,620 2,260 ` 5 e mild. or moderate chronic asthma obtained no beneficial 
, 1,550 2190 5. effects from any of the antihistamines. In others the effect 
“a; 2,995 - l R Et : , of these drugs could not be assessed because of sudden 
2,100' 2,650 1 . ‘changes in the character of the disease. 
K i pens 00 2o00 z ` It should be noted that not all of the patients on anthisan 
: teat Neer oon l reacted well to phenergan, or vice versa, although many of 
8 3690 v 2550 ` 3,060 1 , them did. Some of those who did not respond to either 
9 3,500 { es ae | eit : were found to respond to benadryl. In no case did we 
oie 2,740 . 200 1-5 -gsucceed in influencing an acute attack by an oral dose of 
12 3,670 1,640 27200 ` 1-5 antihistamine. Night attacks were suppressed only if they 


ee oe A E E “were mild attacks superimposed on a moderate asthmatic 
tice 5% Inbalation was carried out by hand nebulizer, the 1% and 1-5% inhala- state, but not if they occurred as comparatively violent 

spasms after a free interval, frequently seen in the juvenile 
TABLE Il.—Effect of Anthisan and Phenergan Given Intravenously type of asthma. 









in Genuine and in Induced Asthma Small doses which are satisfactory in hay-fever, urticaria, 
. Highest Vital Capacity re and perennial rhinitis were not sufficient in the treatment 
1 _————— ee O a A p 
Case Vital Capa- ae oe Anthisan |. Remarks ' of asthma. The effective evening dose of anthisan was 
Recorded 


Injection | Injection | Siven ` found to be 300-500 mg. and that of phenergan 50-75 mg. 








p- 3015 l TEE ‘Benadryl, in the few cases in which it was effective, was 
2 2,960 l in ' active in small amounts—50-100 mg. Pyribenzamine was 
3€|] 2,995 \ ”» _. not tried ; chlorothen and “ histadyl ” had no definite effects. 
i, rg ; » -° The side-effects of the ‘antihistamine drugs ‘varied with 
15 4260 ie the dosage. Both ‘anthisan and phenergan caused drowsiness, 
17 2'640 coe . which was of longer duration with the latter agent. The 
48 2,430 - j ., ‘action of phenergan was often evident after 12 hours Or 
Ms a oe ee longer, and its antiasthmatic effect in the early morning 
, duced py mixed after an ‘evening dose was highly desirable: On rare: 
‘i or one og 50 mg. naa by mixed occasions, however, these drugs caused sleeplessness. This 
p ae 4.240 5,250 50 mg. a n effect was particularly noticeable with phenergan, i and 
, eas , Phenewan| ” =” . ` appéars to be, more pronounced if an overdose is given. 
l a 1,710 | 2230 25mg, | Genuine asthma , A most undesirable side-effect is the nausea that is often 
26 2,910 `| 2,145 2,505 | ° 25 mg. s »- .. caused by anthisan. This drug should always be taken with 
i y 


food. ' l 
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No clinical: signs. were found to discriminate between 
patients: who would or would not be responsive, to anti- 
histamines. On the whole I think—and this is not more 
than an impression—that ‘patients with asthma: of extrinsic 
origin responded more easily, and those in whom the bron- 
'chial spasm had developed subsequent to emphysema, less. 
Young subjects tend to respond more favourably than older 
persons. I 

- Case Reports G 


The following are extracts of some representative case 
histories : 


Case 2I1.—Woman: aged 30, Odober 15, 1948. Asthma 
since 5 years old. Has been waking. up three to four times 
a night during the last nine months, anid has had to inhale, 
a papaverine—atropine mixture which gave relief. Increasingly 
breathless on exertion’; thorax emphysematous; unable to do 
her work; rhonchi Fek: Treatment: 
phenobarbitone 4 gr. (32 mg.) at bedtime; ephedrine 3 gr. 
(50 mg.), later 14 gr. (81 smg.), morning. and after lunch; - 

“theamin’ mid-morning. October 22: Very fair, hardly 
needed inhaler; ; breathing exercises ‘started. February 11, 1949: 
She is occasionally a little breathless on. exertion and has then 
to make use of her inhaler, but she has been very well and fit 
for her work. 


Case 22.—Man aged - 36, July 16, 1948. Had nocturnal 
attacks for three years, which became more frequent when 
he moved from Southampton to London. ` He was wheezy 
during both night and day, and could not ‘sleep much because 
of breathlessness. Ephedrine previously gave relief, but is now 
ineffective. On examination: chest. barrel-shaped, rhonchi 
+++, vital capacity 2,980 c.cm. (reduced by about 33%). 
Treatment: ‘anthisan 0.4 g..at bedtime with phenobarbitone 
$ gr. (32 mg.); ephedrine 14 gr. (97 mg.), later 2 gr. (130 mg.), 
morning and aftér lunch. July 23: Much better. No attacks 
during the night, although he wakes up- for short periods. 
Can. move about more easily ; ; sputum much decreased. 
November 12: Has been-very well; only one attack in four 
months. A little wheezy during’: fos. March 11, 1949: Un- 
changed. Vital capacity 4,520 c.cm. 


Case 23—Man aged 22, May 28, :1948.. Asthma since 
the age of 3, Frequent coughs’ -and colds every winter. 
May be free from wheezing for, two to three weeks only. 
' During summer, hay-fever and asthma, “ Felsol,” ephedrine, 
and the inhalation of a papaverine—atropine . mixture give 
temporary relief: inhales three times during the day, three 
times during the night. On examination: chest deformed, 
kyphosis, rhonchi’ ++. Treatment: anthisan 0.5 g., plus 1 gr. 
pheriobarbitone (65 mg.) at bedtime, ephedrine 14 gr. (97 mg.) 
morning .and after lunch; neb. aleudrine 2% for ‘inhalation. 
August 27: Does not require‘treatment during the night, but is 
still wheezy on waking, and then has to make use of his inhaler, 
but he does not need it during the day. December 10: Has 
remained well except for one setback caused by an infectious 
cold,’ but has now become intolerant to anthisan (diarrhoea and 
vomiting). Benadryl 200 mg. substituted, but the nocturnal 
attacks recurred; phenergan 75 mg. permitted: the patient to 
sleep through till 5.30 or 6 a.m., when he had to use the inhaler. 


No inhalations required during the day. Since then he has been, 


able to complete’ his training as a bookbinder. 

Case 10-——Woman ‘aged 25, May 21, 1948. Asthma since 
the age of 2}; hay-fever since 10. Asthma worse during the last 
10 years. Attacks last from two to four weeks. There may be 
free intervals of six months or more, but the intervals are not 
completely free from wheezing. -Summer usually worse than 
winter. Sensitive to small doses of ephedrine. On examination: 
no signs of emphysema ; few expiratory rhonchi ; vital capacity 
. normal (3,400 c.cm.). Treatment: anthisan 0.15 g. ; : later phener- 
gan 25 mg. at bedtime, ephedrine 4 gr. (16 mg.) ' morning and 
midday. “Later the ephedrine was replaced by methylephedrine 
2/3 gr. (45 mg). February 25, 1949: Very well. Occasional 
mild attacks easily checked by aleudrine perlingually. 

Case .26.,-Man aged 34, August 6, 1948. Asthma since 
- the age of 8. Until six months ago ‘attacks occurred every 
night and OE oer curing the day. They ‘then increased 
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,6 a.m., when he’-had to ‚use his inhaler. 
enabled him to sleep about an hour longer than did anthisan. . 


anthisan 0.3.g. and , 


y the: night. 
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in frequency, but were relieved by the inhalation of a- 


papaverine-atropine mixture. Five weeks ago a severe attack 
made. injections of adrenaline necessary. Has not been free 
from wheezing since; inhales twice during the night, three times 
during the day, and needs 5-10 minims (0.3-0.6 mi.) of adrena- 
line daily. On examination: barrel chest, kyphosis ; vital capa- 
city 3,150 c.cm.; rhonchi +++. Treatment: anthisan 0.5 g. 
at bedtime,-which reduced the nocturnal attacks to one. Later, 
ephedrine 2} gr: (162 mg.) was given on alternate days, and 

75 mg. of phenergan every other night instead of anthisan. 

Under this regime the patient ¢ould ‘sleep through till 5 or- 
Phenergan usually 


In daytime he had to inhale three to four times, but he did not 
need adrenaline, and he can now moye about without restriction 
and look after his business. 


Case 24—Woman aged 53, October 1, 1948. Asthmatic 


attacks for 15 years. For the last three months had 
frequent attacks, provoked by mild exertioù and during 


papaverine—atropine mixture’ give temporary relief. Believes 


' that her present work with wool caused the deterioration. On 


examination: chest, barrel-shaped, rhonchi +++, vital capa- 
city 1,700 c.cm. Treatment: anthisan 0.3, g., with pheno- 
barbitone + gr. (32 mg.) at bedtime and ephedrine 1 gr. (65 mg.) 
twice in the day, -did not have any effects benadryl 150 mg. 
plus phenobarbitone 1- gr. (65 mg.) at bedtime improved the 


condition at night so much that after a week only one inhala- / 


tion was needed instead of five. Her condition during the day 


was equally improved by ephedrine 2 gr. (130 mg.) in the morn- , 


ing and ‘after lunch: Breathing exercises were now started. 
January 28, 1949: Very well; seldom required inhalation. 
March 11: Well, apart froma transient cold and cough. Sleeps 
well, is able to move about freely and to do her work. Vital 
capacity now -2,670 c.cm. 

Further, case histories are published elsewhere (Herxheimer, 
1949b). 

Discussion 


r 


- The evda that antihistamines have any action against 
bronchial spasm has so far been received with scepticism. 
It had been shown experimentally that they counteracted 
bronchial spasm induced by histamine in animals and man 
(Curry, 1946). Schiller and Lowell (1947) and Curry,and 
Lowell (1948). could not find a protective effect when the 
bronchial spasm was induced by mecholyl or by the inhala- 
tion of allergenic extracts. Unfortunately, they used the 
weaker antihistamines (benadryl and pyribenzamine) in 
small amounts, and tried them on a few, patients only. 
From these negative results it appeared as if the histamine- 
induced bronchospasm were a spasm sui generis and had 
nothing in common with other types of bronchial spasm— 
for example, that induced by acetylcholine or the spasm 
of genuine asthma. From the present experiments with 
induced bronchospasm it is not possible to distinguish dif- 
ferent types, except that they develop with, different speed. 

The strongest.dntihistamines, if used in sufficient dosage, 
are able to suppress induced “bronchial obstruction if it 
is mild—e.g., if it does not depress the vital capacity by 
more than approximately 30%. If a severe attack is 
induced the protection becomes partial or fails altogether. 
This is in accord with clinical experience. I have never 
seen an acute asthmatic attack influenced by an anti- 
histamine.- The failure to- abolish any bronchial obstruc- 
tion completely can also be seen if the effect of the anti- 
histamines is compared with the effect of isopropylnor- 
adrenaline, as seen-in Figs. 3 and 4. When in some of these 
experiments pyribenzamine gave partial relief, -aleudrine 
quickly restored the vital capacity to normal. This partial 
action may be comparable to the results of Bain (1949), who 
could not abolish the histamine effect on the skin completely - 
with antihistamines., 


Ephedrine + gr. (32 ‘mg.) and. inhalations of a -. 
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- eases but not in others. 
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It must be emphasized that the dosage of phenergan used 
in the induced attacks varied greatly—from 25 to 75 mg— 
and that in one case I was not able to suppress a mild 
attack caused by acetyl-8-methylcholine chloride. Pyri- 
benzamine used as aerosol had a definite effect in some 
This confirms the experience that 
none of these substances is effective in every subject. Some 
> patients are sensitive to one but not another, and so far it 

has not been possible to predict. whether a given substance 

would be effective in a particular patient. | 

As the experimental evidence is definite it seems strange 
that some observers should have had negative clinical 
results (Hunter and Dunlop, 1948 : Southwell, 1948: Dunlop 
and Hunter, 1948). Their method was not-completely satis- 
factory, as I have pointed out before (Herxheimer, 1948b). 
The patients were unselected, and the dosage was uniform 
“and rather low. Under such conditions a small proportion 
of successes may be expected, and it will not differ much 
from the pseudo-successes achieved by the natural vagaries 
of the disease and by suggestion. 


I have described some effects of anthisan (1948a)}, and 
the Nerth American literature contains numerous reports 
of so-called clinical successes. The percentage of cures 
reported is usually much smaller than in urticaria or hay- 
fever, and the assessment of clinical success is indefinite. 
Our clinical experience shows that the stronger anti- 


=o histamines {and in. some cases benadryl) have a beneficial 


effect on those patients who are sensitive to them. They 
do not help at all in severe attacks.and it those acute attacks 
which develop after a long intervaleof freedom. They are 
excellent in the mild and moderate chronic asthmatic state 
(for instance, after acute attacks), although they do not 
abolish. the disease completely. ` 

Two criticisms of the present series must be considered. 
One is that the beneficial action of the antihistamines in 
asthma is due to their sedative influence. There is no doubt 
that these drugs have a sedative action, buf’ it is distinct 
from their antispasmodic property. I have attempted to 
obtain the same anti-asthmatic effect with large doses of 
phenobarbitone, up to 2 and 3 gr. (130-195 mg), but 
without success. The patient feels very tired, but is still 
awakened by the attacks. The soporific effect of anthisan 
and phenergan wears off to some measure after four or 
five days’ use, but the antispasmodic effect persists. Some 
patients do not experience a soporific effect at all, and in 
spite of this the antispasmodic effect is present. 

The other criticism is that the beneficial effect is due to 
suggestion. It is certain that asthmatic patients respond to 
suggestion more readily than normal persons, But in my 

patients many different drugs were tried in different dosages, 
and it usually happened that one particular dosage of one 


or two drugs was found effective, and any change to another 
_ substance or dosage was quickly followed by a relapse. 
> When many. attempts have been made at treatment the 


asthmatic patient is no longer deceived by suggestion. 


subjects. 


I have come to the conclusion that the antihistamines s 


constitute a definite improvement in our treatm T 
kinds of chronic asthma... They are the best a. 
T for night-time administra wn, and, if they i 
h ephedrine | in the daytim , 

enaline) or aminop 
attacks, the suce : f 
3 determining the optimum d sage 
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gestion this could not be the explanation of the experiments . 
with induced. bronchoconstriction in normal and. asthmatic A 


3 















it would. wy a. “grave error t0- ‘add. the a ob 
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| Summary | pee 

Phenergan and anthisan suppress. miid ‘bronchial spasm. wo 
humans induced by histamine, acetyl-8-methylcholine chloride, ee 
and allergenic. extracts, © i 

Severe attacks so induced could not be suppressed. There a 
no evidence that oral doses of these substances suppress acute oS 
severe attacks of genuine asthma. ; Es 

Clinical evidence. suggests. that the stronger antihistamines 
are of great value in the mild and moderate asthmatic state, 
especially during the night. In this condition they can De. 
conveniently combined with day doses of ephedrine and, if 
necessary, aleudrine in order to check acute exacerbations. The 
wide variation of the response. makes it necessary to try out the 
antihistamine and its dosage individually. 
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and was able to walk and play and to pick up objects when she 
dropped them. 

Her mother, father, sister, aged 5, and brother, aged 2, are 
alive and well. No abnormality can be found in their eyes, 
and their mental development is normal. There is no histors 
of tuberculosis or syphilis in the family. The mother has had 
three normal pregnancies and no miscarriages, and she has no 
recollection of any illness, even slight or transitory, during any 
of the pregnancies. 

Because of her difficulty in seeing and her squint, the patient 
at 18 months was brought to see one of us (A. B.N.). Exami- 
nation of the fundi at that time revealed a choroido-retinal 
scar involving each macula. She was kept under observa- 
tion, but it was not until June, 1948, that the possibility of 
toxoplasmosis was considered on account of the clinical simi- 
larity of her condition to that of cases seen in Geneva with 
Professor Franceschetti and Dr. Bammatter. 

On October 20 she was admitted to hospital for more com- 
plete investigation, At that time she weighed 37 Ib. (16.78 kg.) 
Nothing of consequence was found in the general physical 
examination. The results obtained by cytological and ° bio- 
chemical examination of the blood, cerebrospinal fluid, and 
urine were within normal limits; the Wassermann reaction and 
the Kahn test on the blood were negative. Certainly, however, 
the child was mentally retarded. 


The visual acuity could not be accurately determined ; obvi- 
ously it was low centrally, but it was good enough peripherally 
for the child to distinguish large objects. There was a left 
convergent strabismus and a searching nystagmus. ‘The anterior 
segment of each eye was normal and the pupils reacted to light 
both directly and consensually, but the reaction was sluggish. 

In the right eye there was slight pallor of the disk, but the 
retinal vessels were of normal calibre. There was a large oval 
macular scar measuring 4 D.D. horizontally and 24 D.D. vertic- 
ally (Fig. 1). The edges were fairly well defined. The inner 
half of the area showed choroido-retinal atrophy with little or 
no pigment, but in the outer half there was gross pigmentary 

































vessels 


CASE OF TOXOPLASMOSIS 


BrRitTisH 
MEDICAL JOURNAL 


in shape and approximately 2 D.D. across. This was joined to 
a larger and more temporal scar by a short, narrow isthmus of 
choroido-retinal atrophy traversed by a large choroidal vessel. 
The larger scar was triangular in shape, the sides being about 
equal in length, the apex pointing to the periphery in the 





Fic. 2 


horizontal meridian and the base towards the disk. Each side 
of the triangle measured about 3 D.D. The edges of the whole 
scar were sharply defined. The white sclera was widely exposed 
and a number of large choroidal! vessels could be seen running 
across its base. 

There was fairly gross pigmentary disturbance, especially in 
the temporal portion of the scar, and both showed connective- 
tissue proliferation. 

Serology 

[he patient's cerebrospinal fluid was examined for toxo 
plasma, but without success. Sera from the patient and from 
other members of her family were then examined for the pre 
sence of toxoplasma-neutralizing antibodies by intradermal tests 
in rabbits as described by Sabin (1942). The first test, carried 
out with fresh serum from the patient (not shown in the follow 
ing Table), indicated that it neutralized a 1:10,000 dilution 
This Sabin interpreted as equivocal, and recommended that the 
test should be repeated. This was done, and sera from other 
members of the family were also tested, with the following results 


Size of Skin Lesions produced Dy 
Dilutions of Toxoplasma Suspension 


























Subject Age Date of Serum Mixed with Serum Under Test 
(Years) Test es er Pe Le oY ON 
i 
| | | 1:20 1:100 |1; 1,000 | 1: 10,000 
i i - . —e -~ 
Patient | 38 19/11/48 | Fresh de he of ow | 0 
Mother 27 a a bt} TEE F “age 0 
Sister 5 oe Sa - Ft + + + > -< + | 4 a 
Fatber | 36 14/1/49 | K f- je $ L 4. t P ; 
Sb 21/1/49 Freeze-| +44 + 
dried 
Brother 2 14/1/49 | Fresh yi N 2 
21/1/49 Freeze +++ | 
dried | 
All controls Lab +] ist — 


The accompanying Diagram shows the size of the skin lesions 
produced in the rabbit. Comparison of the control series (dilu- 
tions of toxoplasma suspension without serum) with the test 
series (dilutions of toxoplasma suspension to which was added 
serum from the patient) will show the extent to which her 
serum neutralized the toxoplasma. These results suggested the 
presence of toxoplasma antibody in the serum of the patient 
and her mother. Freeze-dried specimens of their sera and of 
serum of the sister were sent to Dr. Sabin, who very kindly 
ined them by his dye-test method (Sabin and Feldman, 
and by the complement-fixation method. He reported 
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the fall in temperature. Woodward ef al. (1948) had a 
similar experience. 
-reverse thing. In his opinion the effect on the toxic state 
is slgwer than the effect on'fever. The fall in temperature 
occurs in two stages (Murgatroyd, 1949 ; Vakil, 1949). An 


initial fall is followed by a rise, the temperature then sub- - 


siding gradually. This was'‘seen in two of our cases. 


Toxic Reactions—Chloramphenicol seems to'be non- 
toxic for all practical purposes (Murgatroyd, 1949 ; Shah, 
1949; Vakil, 1949). One of our cases developed a tran- 
sitory erythemo-papular rash,.mainly on the trunk. A 
similar finding-has been noted by Shah in one case. The 
` rigor that occurred 24 hours after the beginning of treatment 
in Case 4 may not have been a symptom of drug toxicity. 
It could well have been a hyperpyrexial reaction during the 
course of the disease, or it may have been due to rapid 
lysis of a large number of organisms. It is only tentatively 
included here, because it has not been observed by other 


workers. Shah found signs of cerebral irritation in seven - 


cases. We did not come across any other toxic reactions, 
neither did Woodward et al. However, Shah and Vakil 
attribute nausea, anorexia, diarrhoea, circulatory failure, 
oliguria, andvretention of urine in some cases to chloram- 
phenicol. The cause of death in Case 1, in the present 
series was circulatory failure, but whether this was due to 
the drug or the disease it is difficult to say. Vakil describes 
a tendency to I¢ucopenia. 


Relapse—One of our cases (No. 5) relapsed after 
chloramphenicol therapy and after an afebrile period of 
12 days. The blood culture became positive during the 
relapse. $ 

Vakil has noticed relapse following chloramphenicol 
therapy in two cases, and Shah found one relapse in his 
blood-culture-positive cases and four cases of relapse if his 
whole series of 33 cases is considered. In three of Shah’s 
cases the relapse occurred during maintenance therapy and 
in one case after an afebrile period of nine days. Wood- 
ward et al. found that in the doses used chloramphenicol 
did not prevent relapses. He came across relapses with 
bacteriaemia in two cases after an afebrile period of 10 
and 16 days. Both responded to a second course of the 
antibiotic. The organisms isolated during these recurrences 
were as sensitive to chloramphenicol as before. Shah’s 
` Cases, too, responded to further chloramphenicol therapy. 


Complications —It has been shown by’ Woodward et al. 
that chloramphenicol does not prevent intestinal perforation 
and haemorrhage even in the afebrile period of the disease. 
Aftertreatment with it one of his cases developed intestinal 
perforation on the second day of normal temperature, and 
another cdse had massive intestinal haemorrhage on the 
fourth day of normal temperature. - Such complications 
were also encountered by Vakil. In our small series we 
have not come across these complications. 


Duration of Fever After Institution of Chloramphenicol 
Therapy.—The average duration was 3.5 days with Wood- 
ward et al. and 1.5 days in our cases. The average duration 
of the afebrile course of the disease was approximately 
12.5 days, whereas in Woodward’s control group it was 
35 days. l 

Urine Cultures.—The urine cultures before, during, and 
after chloramphenicol treatment have been found to be 
consistently negative by Woodward et al. The urine 
cultures were not done in the present series. . 

Stool Cultures—Positive stool cultures after chloram- 
phenicol- therapy are well known (Woodward et.al., 1948 : 
Murgatroyd, 1949 ; ‘Rumball and Moore, 1949). Murga- 


CHLORAMPHENICOL IN TYPHOID FEVER BRITISH  ? 
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striking and was seen earlier (within the first 24 hours) than - 


Shah (1949), however, finds just the ‘ 
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troyd’s.case had a stool culture positive for Salm. typhi after ¢ 


the course of chloramphenicol. Woodward et al. found 
positive stool cultures in two cases ; later these became nega- 
tive. Rumball and Moore treated a 9-year-old chronic 
faecal typhoid carrier with 30 mg. chloramphenicol per kg. 
of body weight (i.e., three times the therapeutic dose) for 
seven days, and the boy still continued to pass typhoid 
bacilli in the stools. This was surprising in view of the 
fact that Salm. typhi are inhibited in vitro by 0.25 ug. of 
chloramphenicol per ml., while in the usual therapeutic dose 
the blood level attained is 40-80 ug. per ml. (Woodward 
et al., 1948). 3 

` Blood Culture. —With chloramphenicol therapy the blood 
cultures become sterile, but turn positive during a relapse. 
This is what we observed in Case 5. 


Comment 


Our series is too small for any statistical evaluation of 
the drug; neither is the series ideal for such a purpose, 
bécause in none of the cases was the treatment started in 
the first week. We agree with Bradley (1949) that the 
advantages of chloramphenicol cannot be fully explained 
or exploited until the effect on cases in the first week of the 
disease is measured. It may be mentioned that Shah has 
tried chloramphenicol in six blood-culture-positive cases 
(out of his series of 17 cases). In four of these the treat- 
ment was started in the first week. All these cases have 
recovered dramatically and without any complications 
following on it. Chloramphenicol is more effective in 
typhoid fever than aureomycin, and that, too, in a smaller 
dose per kg. of body weight (Patel et al., 1949). We believe 
that the drug is the most effective therapeutic agent availab] 
at present -against typhoid fever. t REED 
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5 atti Summary S 
Six culture-positive typhoid cases treated with chloram- 
phenicol are reported. a 

It is plain that chloramphenicol strikingly alters the 
course of typhoid fever by exerting ’a specific therapeutic 
action. However, an extensive controlled trial is necessary 
to determine the optimal dose. A 
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The Cerebral Palsy Unit at Queen Mary’s Hospital -for 
Children, Carshalton, Surrey, was opened in January, 1943, 
and was the first of its kind in Great Britain. There has since 
been set up an “ advice clinic” at the Lambeth Hospital, where 
cases of cerebral palsy are assessed from the point of view of 
suitability for, treatment and where parents and relatives are 
given advice about the management of cerebral palsied children. 
A booklet has now been produced presenting advice to parents 
and others on daily treatment, schooling, rest, speech, and other 
points. The booklet, which is well produced, contains a number 
of black-and-white sketches and gives useful information in 
the form’ of question and answer. Copies may be obtained 
from the hospital at Carshalton (price 1s.). 
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PNEU MOCOCCAL’ MENIN GITIS OF" 
REFRACTORY TYPE TREATED BY, 
REPLACEMENT OF C.S.F. WITH 
_ PENICILLIN A” 
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` 


Does the pneumocaccus develop resistance to penicillin ? 
It would seem from'a study of the following case: that it 
does, although such resistance has not, so far as J know, 
nee been noted. 


t 


Case Report 


The patient, a female child aged 13-months, was admitted 
to hospital as’ a typical case of. bronchopneumonia, which 
‘responded in three days to a combined course of sulpha- 
mezathine and penicillin. «She then appeared to be well for 


a fortnight, but at the end of this time the pneumonia recurred l 


and did not respond to treatment. 

Twenty-four days after the beginning of the illness slight 
neck stiffness was noted and was thought to be due to 
meningism. Nevertheless, a lumbar puncture was performed 


and C.S.F. under normal pressure was withdrawn. Contamina- 


tion .with blood precluded its, immediate examination, but a 
typical culture of encapsulated lanceolate diplococci was 
obtained, giving a diagnosis ‘of pneumococcal meningitis. 
| Later examination of the C.S.F’ confirmed this. The 


ve moderately sensitive. (The ‘test used was a modification 

filter-paper method which was in vogue at that time. 
On this occasion the, strain was inhibited by a concentration of 
_ 5-10 units ‘of penicillin per-ml.) . Lumbar puncture was immedi- 


wae were tested against penicillin. and were found to 
J 













‘could be maintained by heavy intramuscular doses. 


penicillin in vitro was now found to be slight (growth inhibited 


~ by 10-20 units per ml.). Accordingly the dosage was increased, 


10,000 units being given `ntrathecally twice daily. The results 
were dramatic, for in less than 72 hours the C.S.F. was 
quite clear. The sugar had returned to normal, but 
there was still.some neck stiffness. Improvement continued 
until the 18th day, when the C.S.F. again became cloudy, with 
an increased cell count. It was decided that, as penicillin given 
by lumbar puncture was unlikely to inhibit organisms in the 
exudate at the base of the brain, the drug should also be given 
into the ventricles so that it could penetrate with ‘the C.S.F. 
every part of the circulation. This was done, with some. 
improvement. 


It was felt, however, that it was possible that once the 
penicillin in the C.S.F. had been brought to a high level it 
That this 
was probably correct is shown by the/fact that improvement 
was maintained for some days by intramuscular dosage alone, 
until unfortunately, by a mischance, the intramuscular penicil- ° 
lin was stopped one evening. Next morning the meningitis had 
recurred in ‘a severe form with tooth-grinding and neck stiffness. 
The C.S.F. was turbid and teeming with encapsulated pneumo- 
cocci, which were now said to be completely resistant in vitro 


up to 25 units of penicillin per ml. (24th day). 


However, as the Queckenstedt test was normal and as indigo 
carmine injected into the ventricle appeared at lumbar puncture 
next day, thus demonstrating patency of the system, it was 
decided to resume intensive treatment (24th day). This pro- 


.duced some improvement, but on the 28th day, in view of the 


sharp drop in the sugar, it was decided that the only hope lay 


` in more drastic treatment. 


Both clinically and in vitro the resistance of the organism 


had appeared to rise, necessitating repeated increase in the 


dosage of penicillin. As strong solutions of penicillin are 
irritant it was decided that the only ‘practicable thing to do 
was to replace the infected C.S.F. with penicillin solution of 


“a safe concentration. It was thus hoped to spread the penicillin 


as evenly as possible over the whole system. 
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ately -repeated, turbid fluid under increased pressure was with- 


` drawn, and intrathecal penicillin therapy was begun, details of 


which are given in the Chart. (The, days are numbered from 
the beginning of treatment. for meningitis.) On the fifth day 
neck stiffness had almost disappeared and the C.S.F. was found 
to be nearly normal, as judged by the glucose level, which 
experience showed to be the most sensitive index to the state 
of the infection, and the first figure to be affected by either an 


.increase or a decrease in its severity. 


On the sixth and seventh days, however, relapse occurred in 
Neck stiffness became pronounced and the 
fluid again became turbid. Sensitivity of the organism to 
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“Consequently, on the 32nd day simultaneous puncture of the 
right ventricle and the lumbar region was performed. Indigo 
carmine (3 ml. ; 1%) was injected by the lumbar needle tq serve 
as a marker, and it was followed by 45 ml. of penicillin solution 
(1,000 units per ml.). The dye appeared through the ventricular 
needle and both‘ needles were then withdrawn. There were no 
ill effects from the operation and great improvement in the 
C.S.F., the sugar rising sharply in spite of the dilution by 
saline. The cells increased greatly (see Table), but ‘as all were 
old and degeneraté it was almost certainly due to the “ stirring 
up of the mud” all the way up the cord and the base of the 
brain. 


` 
L 


. might have been destroyed before it became resistant. 


use of huge intrathecal doses. 
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Table Showing Cell and Sugar Contènt of CSF. S 





, Cells Sugar Cells , Sugar 
Day . per c.mm. mg./100 ml. Day ‘perc.mm. |: mg./100 ml. 
i 39 33 2,200 "15 
66 35 160 78 
31 37 130 70 
33 39 280 i 51 -< 
92 43 65 | 66 
65 44 290 59 
59 46 ` 140 47 
25 47 20 61 
54 50 14,560 ~ 57 
29 52 210 65 
63- 53 20,000 , 17 








Paracolon bacilli were found on days 50, 51, 52, and 53. 


During. the: next few days the patient improved, but inten- 
sive penicillin therapy was continued in order to keep up the 
concentration in the C.S.F. By the 37th day the cerebral cry 
`~ had quite disappeared, as had the neck stiffness. During the 
succeeding days, although the condition of the meningitis 
fluctuated, the child improved greatly. She began to resist 
' treatment forcibly, to eat well, and to play with her toys. 
to the 47th day honours were divided between the penicillin and 
- the organisms, although the Queckenstedt test remained normal. 
Repeated examination of the nose and ear by an E. N.T: surgeon 
again revealed no source of reinfection, ° 


On the 53rd day, however, there was a disastrous relapse. 
T he neck became -retracted and the C.S.F. purulent and under 
increased pressure. Paracolon bacilli (first noted in a culture 
four days before) were seen in large: numbers in a smear, 
although’ no pneumococci were present. In spité of double 
cleaning with iodine, these bacilli had presumably been intro- 
duced from the skin by the needle. The “ cerebral cry ” returned, 
„and in spite of intensive intravenous sulphonamides the patient 
became collapsed and comatose. Convulsions: developed at 
8 p.m. and death came three and a half hours later. Unfortu- 


` nately it was impossible to perform a post-mortem examina- 


, tion, invaluable as this would have been. 
1 l 


| Discussion o : 
The infecting organism rapidly developed an apparent 


-resistance to penicillin in vitro (at least according to the 


tests used at that time), but it was still possible to kill it in 
vivo by means of large doses. It appeared likely that the 


' case would ultimately have become chronic in the same way 


as do some cases of tuberculous meningitis treated with 
streptomycin, relapse occurring as soon as the drug is with- 
drawn. Because large doses of intrathecal penicillin were 


. known to be dangerous, this case was at first treated too 


conservatively. The initial doses should have been bigger 

.and given twice daily. - If this had been done the organism 
_In 
a case of meningitis of this severity large doses are worth 
the risk. The child seemed to suffer no ill effects from the 
It seems that it is local 
concentration, not dosage, which is dangerous, but it is 
dosage or general concentration which is important thera- 
 peutically. C.S.F. lavage and replacement with penicillin 
"offer a: reasonable method of achieving this general concen- 
tration safely, and a technique has been developed and 
‘found to be satisfactory. C.S.F. replacement had no ill 
effects. It is also possible, while doing this, to demonstrate 
with dye the patency of the foramina of Magendie and 
. Luschka. This i is important in prognosis. 

Finally, it is known that penicillin is poorly eee into 
the C.S.F,, but it has been demonstrated clinically that 
large intramuscular doses can keep up the concentration 
once this has been achieved by intrathecal administration. 

The case demonstrates the necessity for'a bold approach 
and decision in the treatment of pneumococcal meningitis. 
Intensive treatment, with close observation and frequent 
wie , A 


Up’ 


‘marked generalized weakness.” 


_ Purposeless picking at the ‚bedclothes. 


Geshe examinations, is , essential if the disease is not to 
become-chronic, and if a final cure is to be achieved. 
Summary 

A case of pneumococcal meningitis is described in detail. 
Apparent growth of resistance to’ penicillin on the part of the 
organisms is demonstrated; and the necessity for maintaining a 
high concentration of the drug in the C.S.F. is shown. C.S.F. 
replacement therapy and its results are described, and it is 
shown that penicillin concentration in the C.S.F. can be main- 
tained by' intramuscular dosage. A technique for demonstrating 
patency of the foramina in the roof of the fourth ventricle is 


given. 


Acknowisdemients are due to Dr. C. Adamson, of Durham County 


Hospital, for permission to publish the case, and to Mr. P. O. D. 
Hopps for his invaluable work in the laboratory. 
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Chloramphenicol in’ Typhoid Fever 


In view of preliminary reports of cases of typhoid’ fever - 
treated ‘by chloramphenicol (chloromycétin) (Bradley, 1949 ; 
Murgatroyd, 1949), it is considered that ee ca of the 

following case may be of interest. l 


Cisi REPORT 


A Service patient aged 20 was admitted to hospital on June 4, 
1949, with a provisional diagnosis of typhoid fever. Preventive 
inoculation with T.A.B. was reported to have been given in’ 
February, 1949. 


He had sailed from Port Said on May 21 and first felt unwell 
on May 26, complaining of headache, vomiting, and sore throat. 
He disembarked at Southampton on May 31 and travelled by 
train to his home in Nottinghamshire. He still complained of 
frontal headache, had several rigors, and also complained of 
On June 2 he had epistaxis, and 
on the following day was admitted to the medical ward of a 
general hospital for P.U.O. A few papules were noticed on 
the;abdomen on June 4, and he was transferred to an isolation 
hospital. There was no history of constipation or diarrhoea. 

' On admission his temperature was 104° F. (40° C.), pulse 138, 
and respirations 26. He was mentally confused, answered 
questions slowly, and had difficulty, in pronouncing words. 
There were a dozen rose-coloured spots on the front of his 
abdomen, which was distended but resonant. The spleen was 
not palpable. There were no other physical signs except a 
coarse ‘bilateral nystagmus which was congenital. His condi- 
tion deteriorated until on June. 6 he was comatose and could 
not be roused. The eyes were sunken, the tongue was covered 
with a brown fur, and ‘there was muttering delirium with 
The rash was heavy 
on the chest and buttocks, and there was retention of urine. 
Constipation was. marked, and it continued “throughout the 
illness. The white cell count was 6,000 (polymorphs eo 
lymphocytes 19%, eosinophils 2%, and monocytes 1%). - 
abnormal red or white cells were found, and films as no 
malaria parasites. The urine was sterile, but a non- -lactose- 
fermenter was grown on blood culture. 

On'June 8'the pulse was irregular and he showed signs of 
hypostatic pneumonia. At this stage ‘a: supply of chlor- 
amphenicol was obtained and an initial dose of 16 capsules 
(4 g.) was given by nasal tube. This was followed by six 
capsules (1.5 g.) with glucose twice daily for four days. Two 
days after treatment was Started there was such a remarkable 
improvement in his condition that: he was able to swallow 
capsules and fluids normally and to answer questions, although 
his speech was slurred ‘and indistinct. On the following day 
(June 12) temperature, pulse, and respirations had returned to: 
normal (see Chart): and he asked for food and permission to 


¢ 
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walk round his bed. Chloramphenicol was continued with a 
dosage of three capsules twice daily for a further week, making 


a total dosage of 334 g. He made-an uninterrupted recovery . 


except for slight: hoarseness of voice lasting two ‘days, and when 
seen in- August.he was feeling very well -and had regained his 
usual weight. | : a ve 




















a. . 
Bacteriological Results'—June 4:—Supplementary report from 
Salmonella Reference Laboratory: Blood culture organism has 
the following antigenic structure: O = IX, XU (Vi); H=d. 
Therefore it “is Salmonella typhi. Dr. Felix, Central Enteric 
Laboratory, reported that the culture belonged to an untypable 
Vi strain (degraded). June 8: Faeces positive for Salmonella 
typhi. The patients serum gave a positive ‘agglutination with 
this organism to a titre of 1/250.. June 14:—Blood Widal 
test: Typhosus, H —, O 1/250; paratyphosis A, H —, O 
1/500; paratyphosus B, H —, O 1/250. 

Three subsequent specimens of faeces and urine showed no 
pathogens, and he was discharged from hospital in excellent 
health on July 7. A subsequent examination of faeces on 
August 11 was negative for organisms of the enteric group. 

‘ W. Lomax, M.D., D.P.H., 


Isolation Hospital, Doncaster. 
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Staphylococcal Portal Pyaernia 
This condition has a grave prognosis, and before the intro- 
duction of penicillin was nearly always fatal. In the follow- 


ing case a severe infection of several weeks’ duration was 
cured by combined penicillin ‘and sulphonamide therapy. 


`~ 


TES CASE REPORT -~ , 
The patient; à fitter aged” 31, was referred to hospital with 


a diagnosis of -infective hepatitis. His illness had apparently - 


commenced three weeks previously with complete loss of 
appetite followed by severe upper abdominal pain, constipation, 
and vomiting. A few days before admission he noticed his 
uriné was dark. and his faeces. pale. . Before this illness the 
patient had been troubled with recurring carbuncles of the 
skin, but had not received any chemotherapy. The last one 
occurred on the buttock and had healed two weeks before 
‘hig present symptoms’ began: 
East during the war and gave a history of several attacks. of 
malaria, but none of dysentery. 


- On examination he'was pale and thin. ` Icterus was observed _ 


-in the conjunctivae but not in the skin. The temperature 
was 100.4° F. (38° C.). There -was epigastric tenderness, but 
` no enlargement of the liver or spleen, and no ascites. The 
urine showed a trace of bile. , 


ea 


' desperately ill. 


shoulders, and these joints became swollen, ho 
to move. The diagnosis of pyaemia with multiple liver abscesses © 


` ,was a penicillin-sensitive Staphylococcus aureus. 


_ polymorphs. ` 
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l cheerful: 


He had served in the Middle, 


‘The, patients temperature rose the following day to 102° F. 
(38.9° C.), and thereafter exhibited a daily swing from 99 to 
103° F. (37.2-39.4° C.). Blood count showed: haemoglobin 
83% ; white cells 31,800 per c.mm. (polymorphs 91%, lympho- 
cytes 7%, monocytes 2%). | The clinical picture was unlike 
that of infective hepatitis, which view was supported by the 
results of liver function tests (thymol turbidity, 1 unit; thymol 
flocculation, Q ; alkaline phosphatasé (Jenner and Kay) 19.2 
units). His condition deteriorated rapidly. The jaundice be- 
came deeper, and was apparent in the skin as well as the con- 
junctivae ; the liver became tender and enlarged to four finger- 
breadths below the right costal margin. The abdominal pain 
was almost constant and became very severe. ‘The haemo- 
globin fell to 66% and the white cells increased to 41,000 
per cmm._ The 
He vomited on several occasions and had 
severe anorexia. 


One week after admission he complained of pain“in both 
$ and painful 

and suppurative, arthritis of the shoulder joints then became 
-apparent, and was confirmed by a blood culture. The organism 
A’ few days 
previously a needle biopsy of the liver -(performed by Dr. 
H. A. Dewar) showed infiltration of the portal tracts with 
A fluoroscopic examination did not show .any 
elevation or restricted movement of the diaphragm. 

“Penicillin, one million units daily, was started.'on the tenth 
day after admission. After three days the evening temperature 
was-still 102°-F. (38:9° C.). The next day sulphamezathine was 
added ; the temperature fell rapidly to normal and the patient's 
condition improved dramatically. His appetite returned, the 
jaundice faded, and the liver diminished in size and lost its 
tenderness. He began to put on weight and became lively and 
( The penicillin was‘continued for ten days and the 
sulphamezathine to a total dosage of 40 g. The swelling and 
pain in the left shoulder joint subsided, but the right shoulder 
remained painful and stiff. There was no radiographic bone 
or joint change. The affected joint was treated by immobiliza- 
tion’ in a sling for three weeks, followed by exercises and 
heat. - During this ‘time the patient showed a steady improve- 
ment and the ` temperature ‘did not rise above normal. He 
was- discharged after a month in hospital. - 

Six weeks later he was feeling well and was free of symptoms, 
apart from“some residual stiffness in the right shoulder. 


P 


COMMENT 


The diagnosis of pyaemic abscesses of the liver was 
assisted in -this case by the development of, metastatic 


_~ arthritis in the shoulder joints. Both lesions were complica-. 


tions of a systemic pyaemia which appeared to follow a 
carbuncle. The suddenness of the hepatic enlargement was 
a striking feature, and was similar to that observed by 
Wyndham (1945) in each of his three cases. The appearance 


_ of jaundice may be taken as an indication of the severity of 
. the infection, for it is regarded by several authors (Rothen- 


berg and Linder, 1934 ; Ochsher et al., 1938 ; Smith, 1944) 
as a late and infrequent sign of ominous significance occur- 
ring only ‘when the abscesses are multiple and widespread 


’ throughout the organ. 


I wish to express my thanks to Dr. A. G. Ogilvie for permission 
to record this case. oe 


CHRISTOPHER STRANG, M.B., M.R.CP., 
Royal Victoria‘ Infirmary, Newcastle-upon-Tyne. 
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PRACTICE OF OPHTHALMOLO GY 


M odern raises in.Ophthalmology, 1949. Edited by H. B. 
` Stallard, M.B.E., F.R.C.S. (Pp. 525; 231 illustrations ; 
30 coloured plates ; £3 5s.) London: Butterworth. 1949. 


The Modern Practice series is'written for the general 
medical practitioner as a guide when he shares with a con- 
sultant the responsibility of the conduct of a case ordinarily 
outside his province, or when it falls to his‘lot to act on his 
own responsibilty when the consultant is not available. 
The present volume on ophthalmology is written by 14 


, well-known contributors under the general editorship of 


Mr. H. -B. Stallard, who has written several sections 
himself. 

A book of this type is difficult to prepare. Obviously 
it cannot be comprehensive, and there are few decisions 
requiring more judgment than the selection of the essentials 
and the discarding of the non-essentials. Ophthalmology 
presents more problems in this respect than any ‘other 


- branch of medicine, for it is peculiarly specialized and the 


effects of disease of the eye may be dramatic and cata- 
strophic. The tendency for most, books of this type is 
to be encyclopaedic, treating the diseases of each tissue 
systematically. This is the style of the present volume, and 
without question each section is good and its teaching 
reliable. d 

As a rule, however, disease presents itself to the general 
practitioner in a different way. In his experience the 
essential problem is to ‘assess the importance of such 


` questions as the significance of a red or a painful eye. The 


answer would be difficult to find from the present book 
unless the reader consulted a multitude of headings and 


- studied the differential diagnosis of each. To take another 


example, a common complaint addressed to the general 
practitioner is that of double vision. Reference to the index 
leads to a description of diplopia goggles in testing for 
squint. Thcre is, however, an excellent section on ocular 
palsies in the chapter on | medical ophthalmology, a separate 
section on paralytic squint written from the standpoint of 
muscular function, while in the chapter dealing with 
cataract ‘uniocular diplopia (the commonest cause of double 
Vision in practice) is noted. This tendency is accentiited, 
to take a further example, in the duplication of the discus- 
sion of the vascular retinopathies and of vascular occlu- 
sions. These lesions are extensively described in the 
chapter on medical ophthalmology, and the discussion is 
repeated by a different author in another chapter dealing 
with diseases of the retina. Both sections are well illus- 
trated, but there is no cross-reference to the text or the 
illustrations. The best chapter, from this viewpoint, is that 


on the cornea. Thé subject i is treated non-compartmentally, . 


and an account is given of the different types of corneal 
lesion, their main causes, the main symptom’ and signs of 
corneal disease, the main features providing aetiological 
clues, what conditions elsewhere may throw light on the 


. local lesion, the prognosis, and the general principles of 


treatment. ‘The presentation of the subject-matter in this 
case makes it relatively easy for the practitioner (who is 
always assumed to* have forgotten his ophthalmology) to 
use the book, as a useful vade-mecum. 

The book is well produced, and the ‘illustrations are 
lavish and excellent. As is to be expected in a work of this 
type; most of these are not original but are derived from 
periodicals or- other books: 


-| 


for: the use of these the ` 


publishers have been acknowledged but not the authors—an 


‘omission which, it is: hoped, will not become a practice in 
' British medical literature. ` 


; i © STEWART DUKE-ELDER. 


i ~ 
TEXTBOOK OF HAEMATOLOGY 


Hematology. By Cyrus C. Sturgis, M.D. (Pp. 915; illus- 
a £3 3s.) Oxford: Blackwell Scientific Publications. 
An author intending to write a new general textbook of 
haematology must face the fact that there is already one 
superlatively good work on the subject-—Wintrobe’ s Clinical 
Hematology, published in 1942.’ Yet it is evident that no 
textbook, however good, can dominate the field indefinitely. 
Time by itself favours the new work, because research on 
haematology is active and every year there is much to add 
and a little to take away. Moreover, many different 


‘approaches are possible, and a new publication may be 


welcome simply because it is written from a new viewpoint. 

The strongest feature in. the present book is its historical 
approach, and for this alone it will be a valuable work of 
reference. For instance, anyone trying to understand why 
forty years ago anaemic ‘adolescent girls turned green, 
whereas now they simply turn pale, will be comforted to 
read Cabot’s description, written in 1915: “It takes the 
eye of faith to see any justification for the title- of the 
disease [chlorosis]. ... If one exercises a great deal 
of imagination, one might’ possibly see the slightest 
imaginable tint of olive green in the shadow beneath the 
chin, that is all.” 

Perhaps the chief weakness of the book is its lack of 
interest in methods and standards ; indeed, methods are not 
described at all, and in the first paragraph the author is 
content to refer to values obtained in a group of persons 

‘in the vicinity of Ann Arbor.” Nowhere is mentioned 
the problem of obtaining consistency between different 
centres in making haemoglobin estimations, ór of the 
innumerable sources of error in haematological methods. 

A book published in 1948 ought not to Have to admit 
that “the separation of acquired ... hemolytic anemia 
with acholuric jaundice [from ¿the congenital form] . 
causes considerable difficulty.” This statement ignores the 
fact, that two methods of distinguishing between these con- 
ditions are now known: first, erythrocyte survival tests, and, 
secondly, the direct Coombs test. Further examples of the 
rather patchy treatment of recent work are as follows: 
no mention of the work on the anaemia of infection by 
Wintrobe and his co-workers; no reference to the iron- 
binding protein or to the Rh ri blocking ” antibody; no 
mention of the use of urethane in the treatment of 
leukaemia or of the advantage of adding citric acid to 
citrate-glucose mixtures for blood preservation. 

In short, this book cannot be regarded as a first-class 
scientific work, but it can be strongly recommended as a 
very readable introduction to haematology which should 
prove useful to anyone who wishes to know more of the 
history of any particular syndrome. 

P. L. MOLLISON. 


THE TECHNIQUE OF TRANSFUSION 


Blood Transfusion. By Elmer L. De’ Gowin, M.D., 
Robert C. Hardin, M.D., and John B. Alsever, M.D. 
~ (Pp. 587 ; 200 diagrams. £2 5s.) Philadelphia and London: 
W. B. Saunders Company. 1949. 
The three authors of this book were all concerned with the 
organization and running of blood banks in the United 
States during the recent world war, and one of them was 
responsible for teaching the facts of blood transfusion in 
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the Army. During these activities they all.came to feel the 
need for a book covering the entire field of blood trans- 
fusion, and the present volume is designed to cover this 
deficiency. The volume is large and certainly contains a 
great amount of information about transfusion, but it does 
not form a really comprehensive treatise on the subject. 
The emphasis throughout the volume is on the technical 
side, and the result is àn admirable practical handbook. 
‘Its chief value will be for the laboratory worker and those 
employed in blood banks ; the clinician will not find in it 
a readable account of the’ medical and surgical sides of the 
subject. An important feature of the book is what the 
authors cally‘‘a series of flow diagrams.” These are 
marginal lne drawings illustrating the steps of the various 
technical processes, so that the operator may acquire his 
technique with the least effort of the mind. The diagrams 
have'been admirably done by the eee in art at the 
State University of Iowa. 

` In their preface the authors deplore thè fact that blood 
transfusion has become a minor specialty, but they believe 
that the necessity for this is genuine. .A blood transfusion 
cannot be carried out simply as it used to be, though the 
process, car be done largely by technicians. The present 
volume certainly produces the impression that the physicians 
and surgeons can now take back seats in the transfusion 
arena, and that the philosophy of blood transfusion is a 
matter of little importance. . 

2 l GEOFFREY KEYNES. 


RADIOLOGIST AND CLINICIAN 
Confrontations: Radio-Anatomo-Cliniques. By De M. 
Chiray, R. A. Gutmann, and J. Sénèque. (Pp. 79; 150 
figures. 1,000. francs.) Paris: G. Doin, Masson. 1949. 

In this symposium from a number of Paris hospitals some 
forty case histories are presented in Such a way as to bring 
together the x-ray appearances, the pathological anatomy, 
and the Clinical course. About half of each page is taken 
_up with illustrations, and the x-ray reproductions and patho- 
logical photographs are excellent. The quality, of the case 
histories varies, but in most of them the reader feels he is 
given an insight into the) way the clinician’s mind worked 
when they were taken. ' Many phrases have that epigram- 
(matic clarity which is typical of French medicine at its 
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best, and which is so difficult to imitate in other languages. . 


Considerable space is allotted to highly critical commen- 
taries on the x rays. 

As might be expected from the editors’ interests, the 
problems are mainly gastro- -enterological. However good 
the radiological and gastroscopical technique, it is often 
impossible to decide whether a distortion of the pyloric 
antrum is due to gastritis or carcinoma, whether a jejunal 
ulcer is present or not, and whether an ulcer is carcino- 
matous. In elderly subjects ‘decisions on correct pro- 
cedure may be fraught With anxiety, and in most clinics 


unnecessary mistakes probably occur in the borderland. 


between clinical and x-ray responsibility. The moral of 
these studies is that the radiologist who takes a superficial 
clinical history and allows it to influence his diagnosis 
is a menace. Certain x-ray appearances make operation 
desirable, regardless of the diagnosis suggested by classical 
clinical medicine. On the other hand, the clinician cannot 
shift his responsibility on to the radiologist. It is his duty 
` repeatedly to ask himself whether all the symptoms can be 
explained by the x-ray. findings or whether an alternative 
explanation i is essential. The x-ray department can only be 
as good as.the.clinicians allow it to be, ‘and without the 
fullest collaboration’ mistakes ane mutual. recriminations 
-are inevitable... i 
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The value of ‘the book lies in the cases it describes. 
They are too uncommon to be properly dealt with in a text- 
book, and too common to find a place.in ephemeral 
journals. In.addition, few textbooks or journals could 
afford the lavish but essential illustrations. 

- D. A. JENNINGS. 


`: HYPNOSIS 


Medical’ Hypnosis. By Lewis R. Wolberg, M.D. 

(Volume 1: pp. 449; $5.50. Volume 2: pp. 513; $6. 50.) 

New York: Grune and Stratton. 1948. 
These handsomely produced volumes provide an account of 
theory and. practice in hypnosis which has been largely 
oriented by psycho-analytic teaching. Thus, in his interesting 
chapter on the nature of hypnosis the author rejects one by 
one theories of a neuro-physiological kind ; and though he 
finds points of criticism in the usual psycho-analytic theory 
of hypnosis he finally adopts a theory which is little removed 
from it. Those who are not analysts will be inclined to 
criticize this critique. The psycho-analytic theory „places 
great importance on the personal relationship between the 
hypnotist and the subject;- the hypnotist becomes the 

“ intrapsychic .representative of the parent or superego,” 
This would seem to be altogether too narrow a conception. 
The phenomena of hypnosis will be unintelligible until they 
are brought into relation with a very wide class of observa- 
tions on both human and animal behaviour. The hypnosis 
of animals has been a frequent subject of experiment, and 
certainly cannot be accounted for by explanations involving 
the fabulous superego. Any satisfactory theory’ would 
have to be applicable to the phenomena of psychic shock, 
hysterical conversion symptoms, normal. dissociative pro- ` 
cesses such as are seen in sleep-walking, the “ miracle” 
cures of religious conversion, and many others, besides 
hypnosis itself. 

In the author’s view the applications of hypnosis in treat- 
ment are wide and varied, but they should always be a part 
of a consistent scheme of psychotherapy. He discusses the 
use of hypnosis for the simple removal of a symptom, as 
a part of non-analytic types of psychotherapy, reassurance, 
and persuasion, and as a technique to aid progress in 
psycho-analysis. Nearly every chapter of the second volume 
is profusely illustrated with recorded conversations between 
doctor and. patient which effectively display the author’s 
methods. In a final note the use of hypnosis for public 
displays is deplored, and the author demands protective 
laws which would confine the use of hypnosis to. the medical 
profession. 

ELIOT SLATER. 


ADVANCES IN TUBERCULOSIS 


„Fortschritte der Tuberkulose-Forschung und -Behandlung. 

Edited by H. Birkhaeuser. Vols. 1 and 2. (Pp. 446. 

T .40 Swiss francs.) New York and Basle: S. Karger. 
48. . 


In this account of progress in research and treatment in’ 
tuberculosis abstracts have been compiled of those items of 
wartime literature which “seemed to the authors, on the 
basis of their special knowledge, worthy of notice,” There 
are 19 articles, unequal in value and scope, and on entirely 
different aspects of tuberculosis. Most of them are nou 
comment or criticism. j 

The best of these articles are: H. Bloch’s account of 
the morphology, chemical constitution, and pathogeni- 
city, of the tubercle bacillus; “Experimental Patho- 
logy and Therapy,” by Noel Rist; “'Collapse Therapy,” 
by Haeberlin ; and “ Sarcoidosis,” by Loeffler and Jaccard. 


The workers on sarcoidosis concluded that the condition 
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was marked by’ well-defined clinical and: 
characteristics. 
tuberculous aetiology, nor did it favour it. That sarcoidosis 
can be followed by tuberculosis may be. due to a special 
predisposition. Uehlinger’s case, in which sarcoidosis was 


histological 


followed by fulminant tuberculous septicaemia, may sup- © 


port this, but in the reviewer’s opinion it was a single, 
_ ‘exceptional case. “As a rule, when sarcoidosis is followed 
by tuberculosis: the latter is ordinary in appearance and 
course and lesions of both conditions can be found in 
intimate association with each other. The authors reject 
the virus hypothesis. From their suggestion that sarcoidosis 
should be catalogued as a disease of the reticulo-endothelial 
system they seem to expect some compensation for our 
ees of. its aetiology. W. PAGEL. 
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MORGAGNI’S SYNDROME 


Morgagni’s Syndrome. By: Professor F. Henschen, M.D. 

(Pp. 172; illustrated. £1 .10s.) Edinburgh and London: 

Oliver and Boyd. 1949. 
The triad of hyperostosis frontalis interna, Virilism, and 
obesity was first described by Morgagni in 1761, and in 
1936 Professor Henschen suggested the term “ Morgagni’s 
syndrome.” The hyperostosis which he considers the 
essential component of the syndrome'is found in over half 
the population past .70, and is a necropsy finding rather 
than a clinical entity, for it is often symptomless. The 
syndrome itself is admitted by the author to be “a not very 
strongly pathologically accentuated variant of the endocrine 
state of the woman after the climacteric.” People vary 
widely in their endocrine equipment, and there is some 
doubt’ whether Morgagni’s syndrome has yet deserved to 
be christened.: Syndromes are born’ easily -but die with 
difficulty, and the bestowal of an eponym for some reason 
guarantees their longevity. Until doctors are clearer in 
their minds about what constitutes an abnormality, and 
until they decide how closely abnormalities must be asso- 
ciated to justify their being grouped together as a syndrome, 
there will always be doubts about the usefulness of a label. 
This book says, in effect, that many elderly, fat, hairy ladies 
have thick fronts to, their skulls and nobody really knows 
why. 
The volume is well produced and illustrated, and the 


thoroughness with which this painstaking work has been: 


done results in a complete and -authoritative survey of a 


very specialized subject. „RICHARD. ASHER. 


t 


The purpose of the series of reviews of which The Annual Review 
of Microbiology (Editor, C. E. Clifton; pp: 532; £1 16s.; London: 
H. K. Lewis and Co.; 1948) is the’ second volume is not to survey 
the whole field of microbiology but to select about a score of 
important subjects:in which significant advances have been made. 
Each topic is the responsibility of an expert contributor, who gives a 
critical: summary of recent research. Much of this research is of 

- a fundamental character, and it is assumed that the reader is familiar 


with earlier work. These reviews are thus designed primarily for . 


' those engaged in ‘teaching and scientific research. The present 
* yolume contains articles on bacterial and ‘protozoal metabolism and 
growth factors, on antibiotics and chemotherapeutic agents, and on 
chemical disinfectants. Immunology is represen‘ed by reviews on the 
nature of antibodies and complement and the inheritance. of 
immunity, and systematic microbiology by papers on the pathogenic 
strepiococci, spirochaetes, and the neurotropic viruses. 
also several articles on fungi, soil, and. water which are likely to be 
of interest to industrial and agricultural bacteriologists. The contri- 
butors have succeeded admirably in producing a concise and readable 


summary of the work of the last few years, without notable omissions. - 


The extensive lists of references are particularly valuable. The book 
will be welcomed by teachers and others’ whose’ duty it is to keep 
„pace with ‘the ever-increasing volume.. of new knowledge in 


microbiology. . ; 
i ast ‘ T eee er ~ Mes . t mu Fi 
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In their opinion this did not exclude a. 
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FRESH LIGHT ON MALARIA 


‘So much has been added to knowledge about the para- 

. sitology and treatment of malaria during the last decade 
that a total revolution of ideas has taken place. The 
new facts, however, have. come in such a fragmentary 
manner, major and minor discoveries jostling each other, 
that at times they have seemed rather to complicate than 
clarify existing problems. In his Croonian Lectures— 
‘published in this and last week’s Journal—Professor 
N. Hamilton Fairley has fitted the new pieces of know- 
ledge together and enabled them to be seen in perspec- 
tive. It seems that Plasmodium vivax and P. malariae 
" exist in man in five distinct forms—the sporozoite, the 
pre-erythrocytic form in the liver, the schizont in the 
red blood corpuscle, the exo-erythrocytic form: in the 
liver, and the gametocytes in the red cells. P. falciparum 
apparently does not develop the exo-erythrocytic form, 
but is otherwise similar. The sporozoite is merely a 
transitional stage inoculated by the mosquito, and it 
quickly changes into the pre-erythrocytic form, which 

then multiplies in the body. The schizont, which inci- 
= dentally produces the fever, seems. to be a rather un- 
necessary phase in the protozoon’s life history, except 
that gametocytes perhaps branch off from it to consti- 
tute the form infective to mosquitoes. The exo- 
erythrocytic stage is not essential for the protozoon’s 
survival, but provides a long-living resistant reservoir 
from which new broods of schizonts arise ; these cause 
clinical relapses and are the source, directly or indirectly, 
of fresh gametocytes which may ensure the organism’s 
ultimate survival. 

Each of these forms reacts differently to drugs, and it 
is now hardly surprising that the old quest to find a drug 
which would eliminate the schizont and the fever it 
caused had little success in so far as the radical extermi- 
nation of the parasite was concerned. Perhaps all forms 
are susceptible in some degree to the action of the known 
antimalarial drugs. Within the limits of tolerated doses 
quinine, mepacrine, and chloroquine are effective against 
schizonts only. In consequence they offer no prospect of 
radical cure of P. vivax infections, which may continue 
‘in the exo-erythrocytic form untouched. by the drug. 
They are not true causal prophylactics, though when 
properly administered mepacrine and chloroquine may 
destroy the schizont so rapidly that clinical signs are 


is 


suppressed ; in consequence they appear to act as true 
prophylactics against P. falciparum infections and are 
good suppressants of the others. Proguanil has a wider | 
range, acting on the pre-erythrocytic form of P. falci- 
parum malaria as well as on the schizonts and gameto- 
cytes of all species. It is therefọre.a true causal 
prophylactic of P. falciparum malaria and a suppressant 
of P. vivax infections ; it brings about a clinical but not 
a radical cure of P. vivax infections, and renders gameto- 
cytes non-infective to mosquitoes. The range of the 
8-amino-quinolines — pamaquin, pentaquine, and iso- 
pentaquine—is still wider, for they have an observable 
effect on the pre-erythrocytic, schizogony, exo-erythro- 
cytic, and gametocyte stages. This group is therefore 
the only one from which there is a prospect of obtain- 
ing an efficient antimalarial drug for the clinical cure, 

radical cure, and prophylaxis of all forms of malaria. 

Unfortunately the toxicity of these drugs makes _ them 
useless for the control of ‘schizogony and, its clinical 
effects or for prophylaxis, and for other purposes they 
should be administered under strict medical control. 

Efforts in the U.S.A. to discover less toxic members of 
this group have met with some success, for recent reports 

indicate that iso-pentaquine has a maximum tolerated 

dose about four times that of the original pamaquin, 

while weight for weight it is apparently slightly more 

effective. It is, however, still too toxic to be of any use 
as a prophylactic or schizonticide, or to be taken except 
under medical supervision. For the time being, then, 

until some drug is discovered with the range of action 

of the 8-amino-quinolines but without their toxicity, a 

variety of drugs must be prescribed, according to the 

purpose of medication and the species of pee 
concerned. 

Professor Fairley’ s account of the life history of the»: 
parasite is satisfying in that it explains all the known 
facts, and most of it has been objectively proved, but 
a great field lies open for further work. ‘The pre- 
erythrocytic cycle of P. falciparum malaria is still 
hypothetical ï happenings in the “premune” state are 
obscure ; the relationship between “ premunity ” and re- 
action to treatment requires further investigation ; there 
is no effective prophylactic against P. vivax malaria ; 
the risk of parasites acquiring tolerance to proguanil and 
perhaps other drugs cannot be ignored; some of the 
available drugs are too toxic for common use ; and the 
variety ‘of drugs needed for the treatment of one disease 
is greater than desirable. . In the past work has been 
slow because it has largely depended on human volun- 
teers, often intentionally inoculated, in whom the course 
of events had to be laboriously studied for several 
months. ~The recent use of parasites of birds and 
imonkeys has greatly eased the preliminary work, but 
this is not entirely satisfactory, because the relationship 
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between avian and human parasites is insufficiently close, 
and the monkey is an expensive and difficult animal for 
large experiments., More rapid progress could be made 
if the human parasites could, be cultured in ordinary 
laboratory animals or if a closely related parasite could 
be found: in one of them. The discovery ‘of -a new 
Plasmodium (P. berghei) in Congo tree rats holds out 
hope that the second of these conditions may be fulfilled. 
It is not yet certain that it will be, because mosquito 
transmission, not mere blood inoculation, must be main- 
tained, and the anopheline vector, probably Anopheles 
_ duréni, has not been finally confirmed or established by 
culture in Europe or America. If the difficulties in 
using this parasite could be overcome and large stocks 
of the rats infected by mosquito transmission maintained, 
it should be' possible to screen drugs’in a much more 
realistic manner than-before by tracing their immediate 
effects on each form of parasite by post-mortem exami- 
nation. 
greatly accelerated, though the need for final confirma- 
tion on man would remain. 

These advances in the treatment of malaria come at a 
time when its prevention is being undertaken on a rapidly 
increasing scale. Total extinction, eliminating the need 
for treatment, is still beyond the vision of even the most 
enthusiastic. Progress in mosquito control—a subject 
discussed in a recent leading article-—has, however, 
advanced to the stage when many doubt the place of 
mass therapy or drug prophylaxis in the protection of 
the civilian population except during epidemics, believ- 
ing that the funds and administration needed for them 
could more effectively be used in mosquito control. The 
field of treatment is, therefore, becoming narrower in 
comparison with past years, but this is all to the good 
‘if it means that blunderbuss therapy gives way to the 
‘practice of scientific medicine. | 


TUBERCULOSIS IN ENGLAND AND SCOTLAND 


The death rate from respiratory tuberculosis in England 
‘and Wales is now only one-quarter of the rate of one 
hundred years ago. At that time the death rate for 
females was higher than that for males, but because it 
fell more rapidly it is now lower than the male rate. In 
1851-60 the standardized death rate for males was 2,694 
and for females 2,854 per million ; in 1921-30 the figures 
were 868 for males and 677 for females. The death 
rate for both sexes continued to decline until 1939, when 
‘the war interrupted the trend and ‘the rate began to 
increase. 
remaining at a high level for two years the rate fell, and 
in 1946 and 1947 it was below the pre-war figure. The 
death rate from non-pulmonary tuberculosis has fol- 
lowed a similar but not parallel trend. The speed of 
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Chemotherapeutic research would thus be ' 


The peak was reached in 1941, but after. 
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decline was slower at first, but since the beginning of 
the century the fall has been faster for non-pulmonary 
than for pulmonary tuberculosis. -Again there was a 
rise during the early war years, but since then the rate 
has declined more rapidly than that for respiratory 
tuberculosis. The comparative mortality index for non- 
pulmonary tuberculosis in 1947 was only three-quarters 
of the 1938 value, while the index for respiratory tuber- 
culosis was slightly over nine-tenths of the 1938 value. 

Judged from the trend of the death rates the present 
position appears to -be satisfactory, and a continued 
fall in mortality might safely be expected. But a doubt 
is cast on this prediction by the notification figures. 
The number of new E PREDS rose from 40,742 
in 1938 to 47,186 ix 1947. How far this signifies a 
true increase in the incidence of tuberculosis is prob- 
lematical. It may be due, in part at least, to more 
strenuous efforts to diagnose and control the disease : 
the large decrease in notifications, almost 2,000, recorded 
in 1940 indicates that notification is related to the 
facilities for diagnosis and treatment. The greater 
number of notifications may also be partly due to mass 
radiography. Many, minimal lesions have been found 
that would otherwise have escaped detection. It is 
impossible at present to.estimate in what proportion 
of these cases the infection becomes clinically active 
during observation, but it should be possible to answer 
this question during the next few years. The higher 
number of notifications probably does not signify an 
actual increase in incidence. But there has been no 
falling off of the number of deaths from tuberculosis 


. of persons not notified before death. In fact there has 


been in recent years a slight increase ; the numbers not ` 
notified before death were 3,468, 3,603, 3,580, and 3,682 
for the four years 1944-7. In 1947 13% of the per- 
sons dying from respiratory tuberculosis were not noti- 
fied during life; in 1938 the figure was 9%. 

' The proportion of tuberculous patients being treated 
in institutions in 1947 was 2% more than in 1946: but 
the demand for hospital beds had not been met, and 
the delay in admission had increased. In the first 
quarter of 1947 there were 32,586 beds provided, 


„of which 4,618 were temporarily not in use—mainly 


because of lack of staff. The situation improved during 
the year, and in the last quarter the percentage of beds 
available but out of use dropped from 14.2 to 11.5. 
This was, however, offset by the rapid increase in the 
numbers. on the waiting-list. In the first quarter of 
1947 6,882 persons were awaiting institutional treat- 
ment, and by the last quarter the number had gone 
up to 8,269. Adequate staffing of all available beds 
would reduce the number on the waiting-list by almost 
one-half. The rise in the numbers awaiting admission 
may be due partly to the fact that modern treatment 
necessitates a longer stay in hospital, partly to a real 


. of the estimated minimum requirement. 
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increase in incidence, or partly ‘because patients are 
placed on the waiting-list in an earlier stage of the 
_ disease, with the result that there is a smaller loss 
through deaths before admission. Whatever the cause, 
or combination of causes, there are not enough beds. 

In Scotland the trend of, the death rate from tuber- 
culosis has been similar to’ that of England and Wales, 
though the figures. have been consistently higher. The 
rate did not start to decline so early in Scotland, but 
from 1866 ‘it fell until 1939, when a rise occurred. Con- 
trary to the post-war experience of England and Wales 
the tuberculosis death rate'in Scotland failed to decline, 
the death rate from respiratory tuberculosis being 64 
per- 100,000 in 1946, 66 in 1947, and 66 in 1948—a 
' reversion to- the level of 20 years earlier. A few weeks 
ago in this Journal Mr. Walter Elliot’, described the 
failure of the rate in Scotland to follow the same trend 
‘as the English rate as “a fascinating problem of public 
health to which no solution has yet been found.” In 
a letter published i -in Tast week’s Journal (p. 869) Dr. Ian 


Sutherland, of the Institute ‘of Social : Medicine at 


Oxford, compared the mortality from the, disease in 
England and Wales'and in Scotland by sex and age: 
in his opinion the. statistical evidence indicates that 
“the mortality from pulmonary tuberculosis among 
_ young adults in Scotland compares very unfavourably 
with that in England and Wales, and is relatively much 
worse now than it was early in the war,” and also 


that “the increase which has occurred since the war 


in the death rate from the disease among Scottish 
women aged 15 to 34 is a matter meriting the Tuset. 


. investigation.” 


Notifications of respiratory apeo in Scotland 
were diminishing in the pre-war years, but recently 
' they have risen steadily each, year, from. 4,637 in 1939 
to 8,010 in 1948, and are now at the same level as`in 
1921. The rate of increase exceeds that recorded in 
England and Wales. Despite the rapid rise in the 
` number of notifications a large proportion of tuber- 
culous ' persons escape notification during life; 530 
(15%) of the 3,472 persons who died from respiratory 
tuberculosis in 1947 were notified only at or after 
death. ; 
It is éven more ' difficult to obtain a vacancy in a 
sanatorium in Scotlend than it is in England. The 
number of available? beds rose from 4,263 at the end 
of 1946 to 4,707 at the end of, 1947, while those empty 
through- -lack of staff decreased from 742 to 572, but 
the waiting-list increased from 1,889 to 2;572 during \ 
these yeàrs—if there had been enough staff this would 
have been reduced by one-fifth. The number of staffed 
institutional beds available for the treatment of respira- 
` tory tuberculosis in Scotland is only about two-thirds 
Wire Scot- 


' ` 1 British Medical Journal, 1949, = 297. 
2 ais 1949, 2, 806. 
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land has its special difficulties it is plain that the control 
of tuberculosis presents fundamentally the same prob- 
lems in,England, Wales, and Scotland. As Sir Andrew 
Davidson, Chief Medical Officer of the Department of 


. Health for Scotland, recently remarked,’ “ The present 


need is for full and adequate co-operation between the 
health officers and the hospital services.” New methods 
of prevention and treatment are being rapidly developed, 
and: it is essential that-all doctors engaged in the task 
of eradicating tuberculosis should work closely together 
so that useful knowledge is disseminated with the 
shortest delay. 3 a 


- CHEMOTHERAPEUTIC? TREATMENT OF 
- TYPHOID 


The chemotherapeutic treatment of typhoid may be said 
to have begun in 1887 with the observations of Chamber- 
Jand* that the vapours of certain essential oils—sweet 
marjoram, camphor, ‘sandalwood, and cloves—had an 
inhibitory action on the growth of.typhoid bacilli. The 
earlier sulphonamides appeared to give some protection 
to mice against multiple lethal doses of S. typhi and 
S: paratyphi B,” but Britton? was unable to detect any 
bacteriostatic or bactericidal action in vitro on the 
growth òf these organisms by sulphanilamide or allied 
drugs, and in human infections results were contra- 
dictory. With- the discovery of the action of sulpha- 
guanidine and sulphasuxidine on the organisms - of 
bacillary dysentery hopes were raised that a cure for 
typhoid also might be in sight, but though abdominal 
‘discomfort was sometimes reduced the fever and general 
course of the infection were uninfluenced. With penicil- 
lin the same story was repeated: occasionally good 
results were obtained, but more often they were similar 
to those reported by Riser and his colleagues,* who ' 
found that in one chronic typhoid carrier bacteriological 
tests became negative after a total dose of 2,200,000 
units, and in a second they became negative after 
2,650,000 units but relapsed one week after the drug 
had been stopped. Streptomycin in vitro appears to 
inhibit the growth ‘of S. typhi in concentrations of from 
1 to 16 units per ml., but in man the results are un- 
impressive. Of 11 patients with S. typhi or S. para- 
typhi A infections, including three carriers, treated by 
Pulaski and Amspacher,” nine recovered and only two 
died, but in the six cases where S. typhi was the causa- 
tive organism there was no real evidence that strepto- 
‘mycin had shortened the course of the infection. ‘It was 
concluded that parenteral streptomycin alone was-use- 
less, but that possibly combined oral and systemic 
penicillin might be of value. 
Very much more encouraging results have been 
obtained with chloramphenicol (‘chloromycetin ”), ` 
which was first used in Malaya by "Woodward and his 
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colleagues® almost as a by-product of their re 
tions on scrub typhus. We have already drawn atten- 
tion to these studies’: 
treated, though- two relapsed after afebrile periods- of © 
l0.and 16 days and one had a haemorrhage. The aver- 
age total dose was 19.1 g. per patient, given over an 
average period of 8.1 days. ‘Both the patients: ‘who 
relapsed were cured by further chloramphenicol. These 
preliminary results have been amply confirmed. . Murga- 


troyd® reported one dramatic recovery in this Journal:: 
Bradley?’ gave- 


a total dosage. of 22.75 g. was given. 
preliminary findings relating to the use of the drug during 
an epidemic in Berkshire in which an attempt was made 
to òbtain an unbiased result by treating alternate cases: 

the change in the constitutional symptoms was remark- 
able, though three of nine patients’ relapsed. - Among all 
those. treated with chloramphenicol in this outbreak four 
only relapsed, and these responded to further doses of 
the antibiotic. Douglas treated two cases; in one ‘of 
which administration of chloramphenicol was begun on 
the third day of illness. 
hour, 0.25 g. two-hourly until the patients were afebrile, 
and then. 0.25 g. four-hourly until a total of 20 g. had 
been given. - Four days after beginning treatment the 
temperatures were normal,. but though blood cultures 
on the second, third, and fourth days were negative 


5. typhi was present in the stools until the sixth day. 


There were no relapses. In this issue of the Journal 


Dr. W.. Lomax describes the successful treatment of a 


severe infection which the patient contracted in Egypt 
and which developed on the voyage to England. -From 
the U.S.A. Foster and Condon?! record complete remis- 


‘sion of the temperature in 96 hours in a patient who had 


shown no change after streptomycin therapy for four 
days. In Syria Kiledjian!? successfully treated three 
patients infected with S. typhi and one with S. para- 
typhi B; and from Transjordan Tutunji! reported good 
results in two girls with S. typhi infections. No relapses 
were recorded. Shah" and Vakil! in- India describe 


the use of chloramphenicol i in series of 33 and 14 cases, ' 
.though since blood cultures were not always performed . 


it is uncertain how many of these patients were actually 


suffering from typhoid. Elsewhere in this issue Drs. 


J. C. Patel, D. D. Banker, and C. J. Modi, of Bombay, 


“4 Chamberland, Ann. Inst, Pasteur, 1887, 1, 153. 
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The dose was 4 g. in the first: 
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describe a series of six cases in which the blood cul- 
tures were all positive. As noted by other-workers, the 
constitutional symptoms improved before the fall in 
temperature, which occurred very frequently in two 
stages—an initial reduction being followed by a rise 
and then by a slower subsidence. 'One.of the six cases 
relapsed. In Egypt El Ramli’ found that of 17 patients 
treated with chloramphenicol nine relapsed, whereas 
among 122 previous cases treated with other drugs - 
only 16 had relapsed. In a series of 45 cases treated 
in Port Said and as yet unpublished there were only 
two relapses. The largest series of cases so far recorded 
is that by Musotto,!” who describes a water-borne out- 
break of typhoid at Pozzallo, near Ragusa, in which 


-some 500 cases occurred. Unfortunately in his pre- 


liminary account he gives no precise figures, but all 
severe cases were treated with chloramphenicol and 
excellent results were obtained.. The initial dose was 
50 to 60 mg. per'kg. of body weight in the-first hour, 
capsules being giyen every-10 minutes, followed by a 
maintenance dose of 0.25 g. in adults and 0.12 g. in 
children every two to three hours. When the tempera- 
ture had fallen to normal the same maintenance dose 
was continued four- hourly for at least five days. With 
this regime there were few relapses, and these promptly 
responded to further chloramphenicol. One patient who 
had an intestinal perforation? recovered. 
Comparatively few cases of paratyphoid infection 
have so far been treated. In Musotto’s series there 


_ were a number of paratyphoid A infections which 


apparently responded satisfactorily. Montuschi"* treated 
one case of paratyphoid B: which reacted somewhat 
slowly: the temperature did not fall till the fourth day 
of treatment after 0.5 g. had been given three-hourly 
for 24 hours. Christie’® briefly refers to eight cases of 
paratyphoid of unspecified type. One child died after 
six days’- treatment with chloramphenicol ; in most of 
the seven other cases the temperature became normal 
after four to five days, though. one patient was afebrile 
in 48 hours. This result is no better than that in children 
treated on conservative lines, though it is mentioned that 
in another series of 10 children to whom no antibiotic 
was given pyrexia persisted for from nine to 15 days. 
It is thus possible that paratyphoid infections react less 
19 Post-Grad. med. J., 1949, 25, 409 ; J. Mt. Sinai Hosp., 1949, 16, 71. 

20 British Medical Journal, 1949, 1, 943, 

21 Aureomycin in Typhoid Fever. Rept. to the Therapeutics Trials Committee 
Ind. Res. Fund. Ass., 1949. 

22 J. Amer. med. Ass., 1949, 141, 129. 


123 Lancet, 1946, 1, 81. 
“a4 Z. Hyg. InfektKr., 1949, 129, 119. 
59. 





“ 25 Lancet, 1949, 2, 


26 Ibid., 1946, 2, 114, 

27 Comerford, C. H., Richmond, H., and Kay, W. W., ibid., 1946, 2, 343. 

38 E] Ramli, A. H., and El Borolossy, A. W., quoted by El Borolossy, A. W., and 
Buttle, G. A. H., ibid., 1949, 2, 559, 

29 Banks, H S., in Diseases ae Children, 1949, p. 863. Edited by Paterson, D., 
and Moncrieff, A. London 

30 Bevan, G., Evans, R., Pugh, L, Sudds, M. V. N., Parker, M. T., and Sladden, 
A. F S:, Lancet, 1948, 1, 

81 Parsons, C. G., ibid, TA 1, 510. 

- 82 Fry, R. M., Jones, R. E., Moore, B., Parker, M. T., and Thomson, S., British 
Medical Journal? 1948, 2 295, 

33 J. Bact., 1945, 49, 193. 


~ 7 


_*~ 


920 Ocr. 22; 1949 
readily ‘to chloramphenicol than does typhoid. Further 
investigations are obviously necessary. 


From published reports it appears that chlorampheni- 
col does not readily induce drug-fastness, a point greatly 
in its favour. It is very nearly free from toxic effects, 
though Musotto and Patel and his colleagues: refer to 
eczematous skin rashes. Ramli mentions anorexia, 


stomatitis, glossitis, mental apathy, and skin rashes. . 


The most frequent complaint is of slight nausea, but 


it should be emphasized: that reactions are both rare. 


and mild. The greatest drawback to- chloramphenicol 
is that in the doses uséd it is often bacteriostatic rather 
than bactericidal. This is borne out by Rumball and 
Moore,?° who gave a chronic typhoid carrier, a boy 
9 years of age, 10.5 g. in seven days without any effect 
on the presence of S. typhi in the stools: a further course 
of 5.25 g. in seven days caused the stools to become 
negative, but two days after treatment had ceased the 
organisms were again being excreted. 


Sincé’ chloramphenicol in the ‘doses so far used can- 
not be guaranteed to destroy all typhoid organisms in 
the body, three further methods of treatment’ have been 
explored. Other ‘recently discovered antibiotics have 
been tested: aureomycin was given by Musotto to six 
patients, ‘but the diarrhoea and vomiting were such that 
it had to be stopped. In India, Patel and his colleagues”? 
also found“aureomycin of no value. Polymyxin has 
been tried in five cases and found to be- useless." 
_The administration of chloramphenicol for a longer 
period has béen recommended. Smadel and his 


colleagues,” who incidentally find that synthetic chlor-’ 


amphenico] is quite as effective.as the natural form, now 
recommend that the antibiotic should be given for not 
less than nine arid not more than 14 days. Thus of 13 
patients treated for eight days or less (average 6.9 days) 


seven relapsed ; of 19 patients treated for nine to 14-days` 


(average 11.2) none relapsed ; and of 12 patients treated 
for 14 to 23 days (average 18) none relapsed. The total 
dose of chloramphenicol in the three groups averaged 
13.5, 13.7, and 20.8 g. respectively. The dosage now 
recommended is 4 g. (16 capsules) inthe first hour, 
followed by 1.5 g. (six capsules) twice daily till the 
patient becomes ‘afebrile ; then 0.75 g. (three capsules) 
twice daily for one week. The administration of the 
drug twice daily is less disconcerting for the patient and 
makes for easier nursing. P 


The third method which is being investigated is 
that of -combined therapy. A synergistic action 


between penicillin and sulphonamides on S. typhi in. 


' mice was reported by Bigger?” and has been confirmed 
by Knapp*‘ and by EI Borolossy and Buttle.2* Advan- 
tage has been taken of this phenomenon in the treatment 
of typhoid in man by McSweeney,” but while some 
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observers have obtained good results?” °*°* others 
have entirely failed to,.demonstrate any synergistic 
effects.1* 8° 3132 The explanation for this divergence is 
that various strains of typhoid bacilli vary greatly in 
their sensitivity to penicillin. A similar synergistic action 
was found in mice by El Borolossy and Buttle with 
sulphadiazine and chloramphenicol. In human cases a 
combination of sulphathiazole and chloramphenicol 


might possibly be preferable to sulphadiazine and chlor- - 


amphenicol, though it should be noted that Schweinburg . 
and Yetwin®* found in vitro that sulphamezathine is ' 


more bactericidal and bacteriostatic than sulphadiazine 
against S. typhi. There is thus a possibility that syner- 
gistic treatment. of human typhoid infections with chlor- 
amphenicol and a sulphonamide may overcome the 
tendency to relapse characteristic. of insufficient dosage 
with chloramphenicol by producing a rapid bactericidal 
effect. 


‘ 





. -THE ARTIFICIAL; KIDNEY 
In spite of much effort’ and ingenuity-it is fair to say that 
the artificial ‘kidney is still only an ideal and not an accom- 
plished fact. In the-opening pages of this issue Drs. Gordon 
Murray and E. Delorme and Mr. N. Thomas describe'one 
form of “artificial kidney” ; ‘similar devices have been 
used by Kolff? and Alwall.? In all of them heparinized 
blood is led through a long cellophane tube immersed in 
a bath of fluid in which salts of sodium, potassium, calcium, 
and magnesium have been dissolved .to simulate the elec- 
trolyte pattern of normal:plasma. The cellophane mem- 
brane allows the passage of urea, electrolytes, and water, 
but not of protein or of red. cells ; as the blood flows along 
urea diffuses out into the bath fluid, while electrolytes 
diffuse outwards or inwards depending on whether their 
concentration in the actual plasma is greater or less than 
that in the “ideal plasma ultrafiltrate” of the bath fluid. 
In this way the blood leaves the apparatus having lost 
some of its diffusible non-protein nitrogen and having had 
its electrolyte composition: ‘testored to a somewhat arbitrary 

“ normality.” 

The principle is simple enough, but its translation into 
practice brings difficulties to the doctor and real hazards 
to the patient. If the cellophane tube is made long enough 
to allow the dialysing process to be anything like complete, 
then the arterial blood pressure becomes an inadequate 
driving force and some sort of pump has to be introduced 
into the apparatus. Kolff uses a helical pump, having found 


’ a satisfactory way'of joining the stationary tube in a vein 


to the tube wound round a rotating drum. Murray and 
his colleagues incorporate a syringe pump with rubber inlet 
and outlet valves, and’ claim that the use of large amounts 





1 The Artificial Kidney, 1946, Kampen, Holland. 
2 Acta med. scand., 1947, 128, 317. 
3 Arch. intern. Med., 1949, 83, 528. 


. 4 Amer. J. Med., 1949, 7, 45. 
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5 Lancet, 1949, 2, 229. 
8 Fine, J., Frank, H. A., and Seligman, A.M., Ann. Surg., 1946, 124, 857. 
? Black, D. A.K. and Stanbury, S.W., British ' Medical Journal,.1948, 2, 1101. 
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of heparin will prevent clotting on the valve flaps. Arain, 
if the tube is long its internal volume may be appreciable 
in relation to the-volume of blood which can .be safely 
withdrawn, however temporarily, from the patient. The 
authors overcome this difficulty by “ priming ” their appara- 
tus with suitable blood. Besides such difficulties, which are 
inherent in. the apparatus, there are the further dangers 
of haemorrhage in a patient whose ‘blood has to be 
made incoagulable by heparin throughout the period of 
dialysis. Also the anuric patient cannot protect himself 
against dehydration or water overload, and these may 
easily arise if the composition of the bath fluid is 
unsuitable. 

The dangers of the artificial kidney are admitted by its 


makers and users, but they argue that acute renal failure is 


SO serious a condition that desperate measures may be justi- 
fied. This contention is based on the assumption that acute 
renal failure carries a very grave prognosis, and figures can 
be found which support this view. Several critical surveys 
have lately appeared, however, which show that the high 
mortality of anuria is largely attributable to faulty treat- 
ment, and that conservative treatment gives good results 
provided that excessive amounts of. fluid are not given. 
Muirhead arid his colleagues? found that renal function 
recovered spontaneously,in most patients with anuria “ pro- 
vided they are not overloaded with salt and.water-in the 
vain attempt to stimulate urine production.” Similar results 
were reported by Stock,* who found that the mortality in 
22 patients with anuria was only 50% and that in the 


‘majority of the 11 fatal cases fluid overload was a more . 


important feature than nitrogen or other retention. Even 
more convincing is the experience of Bull and his col- 
leagues* at the London Postgraduate School, who have 
advisedly given up the use of the artificial kidney in favour 
of a high-calorie low-protein diet and a controlled fluid 
intake of a litre per day. They have had good results with 
this regime, and it can be safely carried out by those who 
lack the technical knowledge and fortitude to maintain a 
patient on the artificial kidney. 


It séems clear that until artificial kidneys become safer 
they have no place in the treatment of acute renal failure. 
To- say this is not to suggest that the work done in this field 
‘ has been wasted or that it should not continue. Already the 
excretory functions of the kidney can be artificially per- 
‘formed for a short time, not only by the various forms of 
artificial kidney but also by such expedients as peritoneal 
irrigation? or intestinal intubation.” All these methods 
require the use of large volumes of irrigating fluid, since 
the excreting surfaces have-no power to concentrate metabo- 
lites ; they can therefore be used only in special clinics, 
where a close watch can be kept on the electrolyte com- 
position of the plasma. So far no artificial method has 
been found’ for performing the, homeostatic, as opposed 
` to the excretory, functions of the kidney. This i is a serious 
matter, for while it is logical to suppose that continued 


failure of renal excretion would cause death, the observed > 


facts indicate that in acute anuria immediate danger arises 


from the patient’s lack of any effective defence against 


overloading ‘with water and salt. Bull and his colleagues" 
believe that water intoxication is a real risk in such patients. 
When patients with anuria have already been maltreated 


ef 


by large infusions, a policy of deliberate and controlled 
seis may be indicated, and intestinal perfusion with 

5% lactose, as used by Brun in Copenhagen, may be a 
suitable way of doing this. 


` 


Ter 


ASTHMA 
Reports on the value of antihistamine drugs in asthma 
have, on the whole, been disappointing.'-> Their failure, 
however, is only relative in comparison with the’ great 


relief of symptoms which these drugs give in some cases 


of acute urticaria and hay-fever, in the treatment of which 
they have a permanent place. Most observers claim that 
in the symptomatic treatment of asthma the antihistamine 
drugs can be of value.” Elsewhere in this issue Dr. Ð. 
Herxheimer substantiates these claims and gives particulars 
of the partial relief of artificially induced and naturally 
occurring attacks of asthma afforded by various anti- 
histamine drugs. In the routine treatment of asthma they 
are especially useful in preventing nocturnal attacks, ‘and 
in this respect they seem to be superior to ephedrine or 
adrenaline analogues both because of their sedative side- 
effect and because some at least continue to exert their 
action for a much longer period of time. Even so, their 
value in asthma is limited., In some of Herxheimer’s cases 
the antihistamine drugs were quite ineffective, severe attacks 
of asthma not being controlled even after large doses. 
Moreover, though the vital capacity was often notably 
increased, in no case was it restored to the maximal, and 
therefore presumably normal), figure for the patient. It 
may be that with newer, more potent preparations, less 
apt to cause unpleasant side-effects, better results will be 
obtained. At the moment the place of antihistamine drugs 
in the treatment of asthma must remain sub judice. 

Some observers have pointed out that these drugs are 
valueless in ‘the presence of bronchial infection or nasal 
abnormality.** It is indeed not surprising that the response 
to treatment varies considerably. On the evidence available 
few would maintain that asthma is invariably caused by 
the action of histamine on the bronchioles, or even agree 
with Drs. E. O. and G. E. O. Williams, whose paper on 
the natural history of asthma appears in this issue at 
page 897, that it is always due to bronchiolar spasm: 
oedema of the submucosa probably plays an almost equally 
important part. These authors emphasize the variation in 
aetiological and aggravating factors in asthma, the absence 
of any clear-cut relationship between them, and, by impli- 
cation, the present ignorance of the essential pathogenesis. 
Most of the factors commonly regarded as of actiological 
importance act merely as detonators which explode the 
hidden charge, thus converting the Jatent into the overt 
asthmatic. 

Williams and Williams bring evidence to show that 
the onset of asthma and of subsequent attacks is in some 


cases definitely’ related to the disturbances associated with 


1 Hunter, R. B., and Dunlop, D. M., Quart. J. Med., 1948, n.s. 17, 271. 

2 Levin, S. J., and Moss, S. S., J. Pediat., 1949, 34, 616. 

3 Waldbott, G. L., and Young, M. I., J. Allergy, 1948, 19, 313. 

4 Serafini, Ù., ibid., 1948, 19, 256. 

5 Sternberg, Oe and Gottesman, J. .„ Ann. Allergy, 1948, 6, 569. 

6 Herxbeimer, H., Lancet, 1948, 1, 667. 

7 Zondek, B., and Bromberg, R. M., J. Obstet. Gynaec. Brit. Emp., 1947, 54, 1. 
- 8 Baer, R. L. Witten, V. H., and Allen, J. R., Ann. Allergy, 1948, 6; 239. 

9 Flensborg, È. W., Acta paediatr., Stockh., 1945, 33, 4. 
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pregnancy and menstruation. Such observations aré of 
course not new, but evidence is accumulating that sensitiza- 
tion to endocrine products may cause asthma.’* If this 
is so, and- more information must be collected before such 
a view can be accepted, the whole field of autosensitization 
as a cause of asthma must be re-explored. In summung-up 
the evidence, it must be remembered that pregnancy often 
exerts a beneficial effect in-chronic asthma, and that psycho- 
logical disturbances which may be of aetiological impor- 
tance occur commonly during pregnancy and menstruation. 
Another significant observation is that eleven out of sixty- 
four patients followed up for a period of from 7 to 12 
years had died, six as a result of their asthma. Flensborg 
recorded a mortality of 5% in a group of children seen 
between . 1926 and. 1939.° Asthma not only cripples, it 
can also be a killing disease. 


INSULIN REQUIREMENTS 


Newspaper reports of scientific work are seldom sufficiently 
detailed or accurate to make it possible to express any 
opinion on the merits or conclusions of the work described. 
In the New York Times? there recently appeared an article 
by William L. Laurence in which are summarized studies 
carried out on 4,000 diabetic patients ‘over a period of 14 
years by a group of chemists and physicians of the Jewish 
Hospital of St. Louis, headed by Dr. Michael Somogyi. 
These workers are said to have come to the remarkable 
conclusion that provided proper attention is paid in treat- 
ment to, dietary control 99% of adult diabetics do not 
require insulin. The essence of such control appears to be 
the reduction of weight to the ideal level and the dietary 
restriction of fats—protein and carbohydrate apparently 
being allowed in liberal amounts. The scientific arguments, 
as reported, need not be considered at this stage, and in the 
absence of detailed case reports ‘no conclusions can be 
drawn about the validity of the remarkable claim made 
by Dr. Somogyi and his co-workers. The statement that 
less than 1% of adult diabetics require insulin is, however, 


so contrary to the experience of workers throughout the © 


world, including the U.S.A., that it should not be accepted 
without very careful study of the evidence on which it is 
based. Until such evidence is available both diabetics and 
those who treat them will be wise to adhere to the gener- 
ally accepted principles of treatment which are based 
on considerably more than 14 years of intensive study 
and reseaich on many thousands of cases of diabetes. If 
Dr. Somogyi and his colleagues have only discovered that 
there is a large group of obese diabetics in whom a reduc- 
tion in weight is the most effective form of treatment and 
in whom insulin is not only unnecessary but usually contra- 
indicated, then nothing new has been added to our know- 
ledge of the treatment of diabetes. 
as the article in the New York Times suggests, the conclu- 
sions apply also to the young adult with severe diabetes, 
the whole conception -of insulin therapy in diabetes will 
have to be readjusted and the importance of Banting and 
Best’s great discovery reassessed ; it is unlikely that time 
will prove this to be necessary. 


1 New York Times, September 19, 1949. 
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If, on the other hand, . 


WMA l 
An account of the proceedings of the General Assembly 
of the World Medical Association is published in this week’s 
Supplement. From this it will be seen that the interest 
of this new body extends over a wide field of medicine— 
medical ethics, international medical congresses, hospitals, 
pharmacopoeias, postgraduate education, and social security. 
Perhaps the most interesting debate was on the last item 
based on the report of a committee of which Dr. Charles 
Hill was chairman. This report presented a factual sum- 
mary of the conditions now existing in 24° countries. 
Dr. H. Guy Dain summarized for thé foreign visitors what 
he called the teething troubles of the National Health 
Service. Our colleagues from other countries were 


“restrained in.their criticism of the system adopted in 


Britain, but those who spoke did not consider that the 
British N.H.S. was the final solution to the problem of 
providing medical care. Dr. Paul Cibrie, for example, 
considered that the capitation method of paying the doctor 
put him at the mercy_of his patient. Dr. W. Magner said 
that while the Canadian Medical Association approved the 
principle of contributory héalth insurance it would oppose 
any Act modelled on the British Act. For the U.S.A. Dr. W. 
Cline told how in his country the,medical profession were 
developing and enlarging the voluntary insurance system, 
and considered that the care of the indigent was the respon- 
sibility of the local community. Dr. S. C. Sen gave some 
idea of the tremendous problems facing India when he 
observed that for a population of 350 million there were 
at present only about 50,000 qualified doctors. 

The position of the general practitioner in medicine is 
evidently causing concern abroad as well as at home. The 
view was expressed that in these days there was a tendency 
to look down upon the general practitioner, and Dr. Dag 
Knutson observed that if the general practitioner accepted 
an economically lower status than the specialist he would 
continue-to be looked down upon. There was some dis- 
cussion on a proposition in one of the committee reports 
about the work of general practitioners in hospitals, and 
the Assembly approved of the suggestion that general prac- 
titioners should be integrated into the Hospital Service 
Dr. Fishbein pointed out that the tendency of medical 
progress was to give the general practitioner the opportunity 
of treating cases that formerly went to the specialist. The 
development of medical services is closely linked with the 
work and status of the general practitioner, and it seems 
likely that these two problems will come to the fore in the 
discussions held by the WMA during the coming year. 


It has been announced in Oslo that the Nobel Peace 
Prize for 1949 has been awarded to Lord Boyd-Orr, M.D., 
F.R.S., Chancellor of Glasgow University, and formerly 
Director-General of the United Nations Food and Agri- 
culture Organization. Sir Jobn Boyd-Orr, as he then was, 
was created a Baron at the beginning of this year. In 
Stockholm last month he was re-elected President of the 
World Movement for a World Federal Government. The 
Nobel Péace Prize is said to amount to £7,815 at the present 
rate of exchange. 
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SON, F.R.GS. - ` 


Consulting Surgeon, Ear and Throat Department, Guy’s Hospital a 


The cardinal symptoms of ear disease are earache, deafness, 
vertigo, and tinnitus. Any of these. symptoms, if of acute 
onset or if severe, might be called an “acute ear.” This 


“article will deal only with acutely painful affections of the 


external and'middle ear. The pain is, in the majority of . 


' cases, inflammatory, but in a small minority no local lesion 


is to be found in the meatus or tympanic membrane. 

To decide whether the site of pain lies in the external or 
middle ear it is essential to examine the ear carefully. The 
electric auriscope affords the easiest view, especially if the 
patient is a child or is in bed. The skin of the meatus is 
normally pale pink, and the presence of the speculum should 
cause no discomfort. The tympanic membrane can be seen 
at a distance of about one inch (2.5 cm.) ‘from the concha. 
Since ‘the ceruminous-glands ‘and hair follicles occupy only 


narrow speculum insinuated, between the boils will restore 
hearing: to normal. : | | 
oe Treatment of Furunculosis 
The meatus, including that part deep to the boil, must be 
kept clean and dry: Every otologist has favourite, drugs 
- for this purpose, either in the form of drops or for applica- - 
tion on gauze wicks. Well-tried prescriptions are: 
Glycerin of phenol and glycerin, equal parts. 
Saturated ‘solution of magnesium sulphate, with or 
. Without glycerin. ` 
Ichthyol in glycerin (10%). 
Gentian violet'in spirit (2%). 
Silver nitrate (10%). 
Aluminium acetate (8 %). 


+ 


: the outer two-thirds of the meatus, infections—e.g., boils— ~. Penicillin drops should not’be used. 


“ 


The swelling to which it 


i 


occur only in this area. -: 
4 .N, oT 


Acute Infections of the External Ear 

The Pinna—The pinna is subject to the same infections 
as other parts of the skin and does not come within the 
compass of this article.’ ` E 

The. External Auditory Meatus.—Furunculosis, or boils 
in the glands or hair follicles of the outer two-thirds òf the 
meatus, is an extremely painful condition. At an early 
stage the boil may bè too small to produce any swelling and 


` can be diagnosed only by the presence of an area of red 


skin and the discovery of a tender spot by a probe. Later, 
an obvious tender. swelling or swellings. simplify the 
diagnosis. ` ` a EE 

The lymphatics of the 
meatus: drain to glands (1) 


in front of the tragus, (2) be- ` — PRRs fos 
‘hind en the surface of the. aby ee ee 


mastoid process; and (3) be- 
low the tip of the process. | 
Tenderness in any of these 
positions is an aid to diag- | Sean 


nosis. | Lymphangitis may Witte 
occur ‘as a complication. (Ol 4 
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zives-rise is over the mastoid 
process and is often sufficient 





Incision should only be employed when a furuncle shows 
pus at its apex, though rupture of the boil may be hastened 


- by. the application of a minute drop. of pure carbolic acid. 


The application of warmth is comforting, and an elec- 
trically heated pad is satisfactory for the purpose. 


'+ Although a course of sulphonamide may effect a dramatic 


cure, the fact that so many different drugs have been advo- 
cated is an index of the unsatisfactory results of treatment 
of this most painful affection. 


Acute Infections of the Middle Ear 


‘Any acute infection of the upper respiratory tract 
involves the nasopharynx and may spread to the Eustachian 
| tube and so to the middle ear. 

Anatomy.—The middle-ear 
tract.extends from the naso- 
‘pharyngeal’ end of the Eus- 
tachian tube, through the tym- 
panum or middle ear, and 
thence through the aditus to 
the mastoid antrum to the air 
cells: in the mastoid process. 
The‘tract may be conveniently 
divided into three parts: (1) 


cavity, and (3) the mastoid 


i > Up i The Eustachian tube, (2) the. 
TYMPANUMI Cy, middle ear or tympanic 


to push..the pinna forward OII 3 te FY UI antrum and mastoid cells (see 
and downwards. It Pits on San Sit A i 2 ei Figure). Inflammation may 
pressure and may raise a po i 2 be mainly confined to part 1, 


suspicion of acute mastoiditis l. Opening of tube into tympanum. 2. Aditus—opening from or to parts, 1 and 2, causing 


with subperiosteal abscess. in front and of the antrum behind 


' The type of tenderness différ- -cranial fossa. '4. Dura mater. 


entiates ‘between the swellings . : 
—that of lymphangitis is superficial, and if pressure. is 
maintained the. bone can be reached without causing any - 
increase in’ pain ; in the case of mastoiditis, on the other 
hand, the harder the pressure the worse the pain. 

No loss of hearing occurs in furunculosis unless the boils 


` are extensive enough to block the meatus; even then a 


„attic into the antrum.. 3. Plate of bone forming the roof of attic 


acute otitis media. Inflam- 
mation can spread from here 
aw ar through the aditus to the 
mastoid antrum. ,It is probable that some inflammation 
develops in the antrum in most cases of acute otitis media, 
and in suppurative cases the mastoid-cells become involved 
to produce acute mastoiditis. In the case of severe’ haemo- 
lytic streptococcal or pneumococcal infections the whole 
tract may be rapidly involved. : | 


; it.is also the floor of the middle 


i 
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-The infecting organism is usually a streptococcus, but 
may be a staphylococcus or pneumococcus. Some specific 
fevers, notably measles, scarlet fever, and diphtheria, as well 
as influenza; may lead to acute otitis media. Paranasal 
sinusitis may supply the. infection, and fresh-water bathing 
and the presence of adenoids are sometimes contributory: 
causes. 

Symptoms and Signs of.Acute Otitis Media r 

Local Symptoms. —Rarache is severe and of a stabbing 
character, with intermissions.. Deafness is always present, 
but varies in degree. 


General Synptoms.—Toxaemia, loss of appetite malaise, 
rise in temperature to as much as 104°, F. (40° C.) in 
children or 100° F. (37.8° C)’ in adults: 


Signs.—As the tympanic membrane is the only ‘part of 
the middle ear that can be examined, recognition of the 
changes occurring. in it are important. Normally the mem- 
brané has a pearly colour i 
In the early stages of lanao a sheaf of tiny vessels 
is seen running immediately behind the malleus; small 
vessels directed towards the centre of the membrane also 
become apparent.at the periphery. The posterior part 
‘soon becomes red. The next stage is bulging of the mem- 
brane, at first in the posterior part but later. affecting the 
whole structure.. Finally, if there is no surgical interference, 
rupture takes place'and the blood and serum-are ‘discharged. 
Should the infection be mild; resolution may ‘occur in the >` 
earlier stages and the discharge last for a day or two only. 
The rapidity with. which these’ changes take place is to a 
great extent an indication of the severity of the condition. 


| - Drug ‘Treatment TE 

It is a truism'to state that chemotherapy and antibiotics 
‘have changed the:picture of acute infections, and therefore 
‘of acute otitis media, but it is equally correct’ to point out 
that best results can only be achieved by early and adequate 
dosage. It must also be realized that these: drugs do not - 
replace surgery, but aid‘ Tecovery and go far to prevent 
complications, 

| The choice of drugs lies between the sulphonamides and 
penicillin. It has been suggested that the former should 
‘take first place and penicillin be reserved for cases that fail 
to respond. Whether sulphadiazine, sulphamezathine, or any 


other alternative is chosen, 2:g. (four tablets) are given as . 


a first dose, and thereafter 6 to 8 g.+in equal doses in the 
following 24 hours. In the case of children half these doses 
are to be used, or dosage given on the scale of 0.15 g. per 
' kilo body weight; ‘Treatment i is continued for four or five 
days. 

-'Penicillin—The preparation ‘of choice i is procaine péni- 
cillin (an oily preparation with aluminium stearate), since 
. this has the advantage of maintaining a therapeutic blood 
‘Ilevel in 80-90% of patients for 24 hours. One ml. of this 
preparation contains 300,000 units of penicillin. Injection 
is intramuscular and is given daily for as long as necessary. 
Should a watery solution of penicillin be used, 500,000 units 
should be given ‘twice a day for at; least four days. This 
treatment must be instituted ‘as soon as the diagnosis has 
been made by observation of the red appearance of the 
membrane. 

. Surgical Treatment 

Should the membrane.continue to appear red after 48 
hours, should pain persist, or should the membrane bulge, 
the operation of myringotomy must be performed. If the 
membrane iy bulging when the patient is first seen myringo-— 
tomy should precede the ‘administration of drugs. After 
PPon angon rupture and discharge, penicillin should be 


y 


' back of masking the symptoms. 
“shiny, and, slightly concave.. 


administered. If discharge from the ear continues for two 
weeks in spite of chemotherapy or penicillin the mastoid 
cells must be opened. 


In the pre-sulphonamide days the diagnosis of acute 
mastoiditis, and therefore the indications for operation, 
rested on a sound basis of symptoms and signs—paiD ; con- 
“tinued, often profuse, purulent discharge ; swinging tem- 
perature up to 99.6° F. (37.6° C.) ; toxaemia, deafness, and 
tenderness over the mastoid process ; and in late cases swell- 
ing and redness of skin. If-all these features were present 
the diagnosis was obvious. There were cases, however, in 
which some, or indeed most, of these signs were absent. 
Indication for operation then rested on deafness and the 
persistence of one other symptom or sign. This rule is still 
more important to-day, because sulphonamides and peni- - 
cillin, though ‘cutting short the acute otitis, have the draw- 
Pain and fever cease and 
the patient feels well, but the disease may progress. In 
consequence some otologists forbid drug treatment, but 
this drastic step is unjustified if the rules concerning the. 
indications for operation are strictly observed. The absence 
of typical symptoms and signs following drug treatment has 
been named “ masked mastoid.” 

Continuance of any one symptom—e.g., pain, discharge, 
toxaemia, or even deafness alone—calls for ‘operation. ' 
X-ray examination of the mastoids aids diagnosis, for the 
affected cells appear clouded when compared with.those on 
the opposite side. Should operation not be performed in 
a case of masked mastoid because the patient appears to 
have recovered, the sudden occurrence of facial paralysis 
may reveal that the disease is progressing and requires 
immediate operation. Results are good, and the paralysis 


clears up in about three weeks. 


It has been stated that intracranial complications of otitis 
are more common since drug treatment became almost 
universal. If this is so, it may be the result of reluctance to 
operate on the mastoid, or delay in doing so, in cases of 


apparent recovery. Sulphonamides have been accused of 


causing deafness, but some of the cases at least were due 
to unresolved middle-ear infection and would have been 
avoided by operation on the mastoid to drain the middle 
ear efficiently. ' °. / 


_ Acute Otitis in Infants 
The problem of acute: otitis in infants presents special 
difficulties, for the patients are- unable to indicate the site 
of pain, and diagnosis is largely a matter of exclusion. 
The infant is ill and has a high temperature; he cries, 


‘refuses food, and may have diarrhoea and vomiting. Should 


the physician fail to find-signs of abdominal or chest dis- 
ease, or any local lesion, the ears must be considered as 
a probable cause of the illness. Even when changes in the 
tympanic membrane are minimal, myringotomy may release 
a small quantity of fluid or pus. If otorrhoea persists and 
the condition of the infant does not improve in two or three 
days the necessity of opening the mastoid arises. Infants 
tolerate injections of procaine penicillin, and by this means 
the prognosis is improved. Investigations have shown that 
injections of 300,000 units can be given to infants aged 
1 to 5 days without causing disturbance or pain. > This 
dose should therefore be administered to infants or young 
children found to be suffering from acute otitis media. The 
injection is made once a day. It is to be ‘expected that this 
treatment will reduce the incidence of mastoid infection, 
but no figures are yet available. 


In cases in which the infecting organism proves to 
be penicillin-resistant, streptomycin ‘offers an alternative 


treatment. . s ` 
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: Trauma s , 


Rarely, an “acute ear” is the result: OF trauma. -Acci- 
_ dental puncture- of the membrane occurs from thorns, 
` needles, hair slides, and’ hot or corrosive’ fluids entering 
the external meatus, and rupture of the membrane is ‘a 


l 
w common result of near explosions: 


` Treatment must be directed to prevent infection. Syring- 
ing is to be avoided. Any debris should be wiped out with . 


= wool moistened with spirit and the meatus lightly plugged’ 


with sterile wool. Prophylactic injectiofis of procaine peni- 


cillm may be given. Should infection and suppuration fol- + 


low, the same: rules apply as in the case of primary acute 
' middle-ear infection. 


A group of cases due to flying is also to be considered. 
Many fliers notice’ unpleasant sensations in the ears even 
when descending gradually, and if descent has been rapid 
some complain of severe pain. The ears usually become 
normal in an hour or'so, but when pain and deafness per- 
sist inflation ‘of the Eustachian tube or tubes generally 
relieves the patient. Politzerization, or self-inflation, is 
often successful. If not, the Eustachian catheter will be 
needed on a few occasions. Examination shows retraction’ 
of the membrane, which is often reddened, The condition 
is one of. Pooten ' ` 
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i "FUNCTIONAL. DIFFERENTIATION IN 
MAMMARY TUMOURS ` . 


The fifth Kettle Memorial Lecture was delivered at the Royal 
' College -of Surgeons ‘on October 7, Mr. Lionel Norbury pre- 
siding, by Dr. BEATRICE PULLINGER, whose subject was the sig- 
nificance of. functional differentiation in mammary tumours. 
Dr. Pullinger said that she was one of the few of Kettle’s 
students who, inspired by his courage and his love of pathology, 


and many other great qualities in him, persisted in their devo- . 


tion to pathology in spite of his grim warning not to do so. 
His teaching and work were.never limited to the descriptive 
field, but he Had regretted that circumstances prevented him 
devoting his whole time to, experimental pathology. 

It was therefore fitting to recall Kettle’s teaching with, an 
account of what might be learned from an experimental study 
of functional differentiation in the mammary gland .and its 
tumours. In the course of some experimental work the need . 
arose to vary functional differentiation at will, and this had 
led to a quantitative study‘ of such differentiation around the 
time of puberty. A few, not very successful, attempts had 


been made to measure ‘the quantitative response of the . 


mammary gland to hormones, mice being the test animals. She 
had been ‘able, with the help of a colleague, to prove on a 
statistical basis that. there was a quantitative relationship 
between dosage and response, but the precise relationship was 
variable, revealing a change in sensitivity the source of which 
had not been determined. . 

Tlie mammary, gland developed in response to comparatively 
few stimuli. Of the known stimuli oestrogen was surpassed 
only by its combination with progesterone. It was thought by 
some investigators that a product of the anterior pituitary also 


* stimulated the growth of the mammary gland. The lecturer 


went on to mention certain types of pathological stimulus, 
and said that there was one which had ‘so far eluded all research, ` 


’ starting and perpetuating the growth of adeno-carcinomas and 
All traces of the Bittner agent were 
1 i r r - 


squamous carcinomas. 
absent. ; = l 
She then put forward a classification of. different types of 
mammary tumours in mice according to type, agent, and 
morphological. characteristics. It was known that heritable 
mammary tumours contained. the Bittner agent, a virus-like 
entity, on which they were dependent ‘for their growth and 
transmission. Viruses might be graded as fibroblastic, breaking 
up and destroyiag the cells ; as passengers, çausing neither harm 


“nor benefit to the host cells ; 


‘bore B.W.G. 


‘ dressing, and the whole apparatus strapped down. 


and as formative agents, combin- 
ing with thé ‘cells to cause cell proliferation and their own 
reproduction. There ‘was .also the possibility that both 
oestrogens and virus excited an intracellular link to effect these 
changes, though’ that hypothesis‘ would be “difficult to prove. 
Certain 'non-virus-containing -tumours gaye no clues to 
the nature of the stimulus to cell division, and yet were 
morphologically indistinguishable from those which contained 
virus: Either a positive stimulus or-the removal of an inhibition 
must be looked for; she herself favoured a positive stimulus, 
and the résponses to specific hormones were themselves pointers 
to the’ presence of such a stimulus. The elucidation of 
abnormal: stimuli was a matter of great difficulty on account 
of the lack of knowledge of normal stimuli, but, assuming that 
nature was economical in her means, the specific hormones 
provided clues for experimental trial. ; 
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HEPARIN ADMINISTRATION BY POLYTHENE 
CUIN TUBING 


Dr. W. A. L. MACFADYEN, Royal Infirmary, Edinburgh, writes: 
It has’ been found possible to abolish the inconvenience, both 
to patient and medical staff, of repeated venepuncture in the 
administration ‘of heparin by the use‘of indwelling intravenous 
polythene ‘tubing and a special attachment. The apparatus 


‘required is shown in Fig. 1.- The attachment (D) consists of a 
- Record- fitting mount on to which.is screwed a small hollow 


screw cap containing a replaceable rubber diaphragm (B). This 
has been specially . 

made for the purpose - 
by Archibald Young 
and Sons, Edinburgh. 
The. tubing (A) is a 
length of the poly- 
thene cannula, size 1 
(bore 0.5 mm.) of 
Allen and :Hanburys. 
It has been found 
that “this tubing can 
usually -be threaded |; 
through a needle of ' 


intraducing negale. "E* 
w oee ie pae e cs aoe acon te 
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but 
owing to slight, varia- 
tions in the diameter 
of the ‘tubing, a 
B.W.G. 12 needle may be required. Some 10-12 in. (25-30 cm.) 
of the tubing. having been found to slip easily through the 


-= mm a - = 


] —Apparatus for intravenous 
administration of heparin. 


introducing needle,. is sterilized by boiling, with the precau- 


tions advocated by the makers. The attachment (D and E), 
having been sterilized and assembled. is filled with heparin’ (it 
requires only a fraction of 1 mil.) and attached to a sterile hypo- 
dermic needle (C) of such diameter that it is held firmly when 


inserted into the tubing. A needle of bore 15 S.W.G. is usually 


satisfactory. The tubing is filled with heparin and the initial dose 
of heparin injected into the chosen vein by means of a syringe 
and the chosen sterile introducing needle. The syringe is 
removed. the polythene tubing threaded through for 4-5 in. 
(10-12 cm.) into the vein, the introducing needle withdrawn 
from the vein and quickly slipped off the tubing, and the hypo- 
dermic needle with the special attachment quickly inserted into 
the free end of the polythene tubing. The point of entry of 
the. tubing is sealed with collodion and covered with a sterile 
It, is helpful 
to tie a loose knot in the exposed portion of the tubing to 
prevent it slipping further into the vein. Succeeding heparin 
injections are then given by the nursing staff by means of a 
syringe and a fine intradermal needle, the latter being inserted 
through the rubber diaphragm. The nurse should be instructed 
that the syringe should contain no air and that she should not 
draw back the plunger after inserting the needle, since it is 


é‘ 


` in use. 
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desired to maintain a column of heparin unmixed with blood, 


in the tubing and attachment. 


Serial estimation of clotting time has shown that the poly- 


thene does not impair the anticoagulant ‘effect of heparin. The. 


apparatus has been used mainly for. the initial administration 
of heparin to patients suffering from intravascular thrombosis 
for the period of, two to four days before dicoumarol, simul- 
taneously administered, has exerted its effect. . It has also been 
employed effectively for much longer periods in. patients in 
whom there existed a specific ‘contraindication to dicoumarol 
therapy. - ` o‘ a ` mos ' 
It is essential that the strictest sterile precautions are observed 
in the preparation and setting up of the apparatus. The tubing 
i . is most conveniently 
inserted at the ante- 
“cubital fossa, where 
veins are most easily 
found (see Fig. 2). 
The patient is 


and retains reasonable 
use of the arm. It 
is felt that the appa- 
‘ratus has. consider- 
able advantages over 
an indwelling intra- 
venous needle, such 
as that described by 
Olovson (Lancet, 1948, 
2, 495); in that it is 





Fic. 2.—Intravenous polythene tubing 


i The skin has been painted with 
iodine to demonstrate the cannula more 
clearly. For ‘the sdme reason the latter 
has been left longer than is’ necessary. ' 


` more comfortable for 


the patient, allows free movement of the limb, and is not 
liable to require changing. since the polythene stimulates no 
foreign-body reaction. Furthermore, the special attachment is 
more easily. cleaned ,and sterilized than the cumbersome 
indwelling needles that have ‘been described. If polythene is 
not available the attachment can, of course, be inserted into 


_any Record-fitting intravenous needle to serve as a simple 


indwelling apparatus. oe. @ 

I wish. to record my gratitude to Dr. A. Fergus Hewat, 
physician, Royal Infirmary, Edinburgh, for his kindness in 
‘permitting me to study the cases under his care. 
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PROGRESS IN OPHTHALMOLOGY 

In his presidential address to the Section of Ophthalmology of 
the Royal Society of Medicine ọn October 13 Mr. MONTAGUE 
Hine said that this was a suitable occasion on ‘which to stress 
the continued progress of ophthalmology. A similar review 
in a presidential address to thé Section ‘was given in 1926 by 
Mr.. Ernest Clarke, who'.carried his story back. to 1881 when 
he started ophthalmological practice. 
story from the point where Mr. Clarke left off. During these 
last 23 years, he said, treatment in many directions had 
improved, new operations had appeared.or old ones had been 
perfected, and recently discovered remedies were being used with 
remarkable’ results. In addition much work had. been done 
on the pathology and -biochemistry of the eye, the full harvest 
of which had not yet been reaped. a 

The most spectacular advance in surgical treatment had been 
for detachment of the retina. The first Gonin type of opera- 
tion`at Moorfields was carried out in 1930. ` During the next 


` year or two the means ‘of obtaining a less localized reaction 


in the choroid and retina was sought for, and after ‘some trial 
and error very. weak. diathermic currents were’ found to be 
most suitable, and these replaced the cautery in 1933. Since 


-that time it could fairly. be said that among unselected cases 


some 50% had been successfully treated, though a considerably 
higher figure—ùp' to 75%—could be obtained if the material 


_was of better quality and the operator more experienced. This 


was ‘a very different story, from the pre-Gonin days, when less 
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than 1% of all detachments were successfully treated, It 
seemed almost a miracle that in the course of a few years after 
1929. tlie treatment of detachment, from being one of the most 
hopeless procedures in ophthalmology, became one of the most 
hopeful. 
detached retina by cautery puncture numbered only 20; in 1947 


. with the use of diathermy there were over 500 such operations. 


Mr. Hine then touched on the treatment of squint, comparing 
the figures for 1926 and 1947, There was ‘no doubt, he said. 
that orthoptic departments were of great assistance to ophthal- 


In 1926'in the. Moorfields group the operations for ` 


mic surgeons and had influenced their views on operative. 


measures. There wére now 800 squint cases awaiting admis- 
sion into the hospitals of the Moorfields group. He was rather 
surprised a few weeks ago to encounter a resident officer at 
one of the eye hospitals who confessed that he had never seen 
an excision of the lacrimal sac. In 1926, 96 cases of excision 
of the sac were recorded at Moorfields and 23 at the Royal 
Westminster Hospital ; in 1947 the numbers were respectively 


44 and 9, but in the latter year dacryocystorhinostomy—not a 


difficult operation—was carried out on 46 cases at the former 
hospital and 22 at the latter. The first record of this operation 
in the Moorfields reports was in 1932, but riot until, 1944 did 
it become the method of election among ophthalmic surgeons 
in this country and in America. Pi 

The development of corneal grafting dated from ‘the experi- 


‘mental work of Tudor Thomas in 1930—44, and the first success- 


ful graft of a human eye in Great Britain was in 1933. Now 
this operation was undertaken by many ophthalmic surgeons. 


In 1947 five cases were operated on at Moorfields and four at 


the Royal Westminster. 

Turning to contact lenses, he said that in 1926 it was only 
rarely that such, a lens was ‘ordered. Some few thousand con- 
tact lenses were now being made in Great Britain. The use 
of transparent plastic material for some optical appliances was 
a development of the last twenty years. Finally he made a 
brief mention of new drugs ; the sulphonamides and penicillin 
had brought about.an altered outlook in the treatment of eye 
infections. 

Dr. HaroLD Levy, in proposing a vote of thanks, said that 
Mr. Hine had modestly omitted any mentian of his own con- 
tribution ‘to the treatment of detached retina, but it had been 
outstanding. ‘ During the 23 years which he had taken as the 


period of his review knowledge’ and treatment of ophthalmic ' 


disease had progressed out of all recognition, and there had 

also been a change, perhaps not so marked; in the nature of 

the cases which came to the out-patient department. The picture 

of the general affections of the eye which they saw thirty or 

forty years ago was‘not quite the same as it was to-day, thanks 

largely no doubt to better nutrition and to other social factors. 
- ¢ 








A recent’ circular from the Ministry of Health to hospital 
boards and committees outlines the procedure to be followed 
when they are threatened with legal actions. Proceedings should 


normally be brought against those bodies and not against the 


Ministry. If the Ministry is sued it should be informed at 
once, so that it may have, the opportunity through the courts 
of having the appropriate board or committee substituted for, 
the Ministry in the proceedings. In some exceptional cases 11 
will be appropriate for the solicitor to the Ministry to act‘in 
the matter although the proceedings are being taken against:a 
board or committee. The Ministry should be consulted on cases 
involying the construction of the Act and Regulations, in cases 


t 
. 


where an application is being threatened for leave to apply- 


for a writ of mandamus, prohibition, or certiorari against the 
authority, and in cases involving questions of major legal impor- 
tance. Authorities are not in general authorized to undertake 
the defence of hospital doctors sued in respect of alleged negli- 
gence. If it is sought to make an authority liable for negligent 


acts of a doctor it should take such steps as are open to it- 


under the Law Reform (Married Women and Tortfeasors) Act, 
1935, to obtain a contribution from him in respect of damages 
that may be recovered.. In claims based on negligent treatment 
by a nurse it is expected that the authority will be sued as her 
employer, but if the nurse is joined in the proceedings the 
authority is authorized to see to her defence if she so desires. 
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- - `, Progress in Obstetrics ue . 


Sır, —In his enthusiasm to claim rights for the general prac- 
titioner that-rione would deny him, the writer of your leading: 


article (October 8, p. 799) ‘has loosed shafts at all and sundry. 
The barb directed at obstetricians for having abused caesarean 
section is both blunt and ill-directed.-.The medical schools 
are to be castigated if the new graduate is not “‘ fully competent 


in obstetric technique ’’—and- presumably surgical technique - 


too. But further on in Dr. Haultain’s papers, to which only 


carefully selected references -are made in the leading article, it’ 


is.pointed ouf that ‘the student only learns sufficient to enable 


him to practise obstetrics under supervision, and therefore | 


‘before undertaking domiciliary midwifery the new graduate 
should spend six months as a house-officer to a maternity unit. 
From a recent circular it would appear that the Central Health 
Services Council agrée with Dr. Haultain in this. 

At the time he wrote these papers Dr. Haultain envisaged 


that under, the new Service the proportion of practitioners — 


refraining , from domiciliary midwifery would continue . to 
increase.’ The speakers at the British Congress were “ fearful ” 
because the present regulations provide a financial inducement 
to the opposite effect. Moreover, the standard of antenatal 
supervision is dangerously low if two antenatal examinations 
suffice to qualify the practitioner for payment. 

The writer of your leading article is obviously convinced 
that it is the aim of the obstetric specialist to oust the general 
practitioner from the sphere of midwifery. This is not true. 
It is his aim to see that'the stahdard of domiciliary midwifery is 
kept high and that its practice is confined to those practitioners 
who ‘are interested and well trained in the obstetric art. Nor 
does the specialist favour the midwife-or encourage her in 
antagonism to the doctor, for it is obvious that the doctor must 
maintain his practice of normal midwifery if he is to recognize 
and treat the abnormal at the midwife’s request.—I am, etc., 


Liverpool. S. BENDER. 


3 \ ° 

Sr, —The Teddie ade entitled “ Progress in Obstetrics e 
‘October 8, p. 799) calls for a reply from a teacher in obstetrics. 
Che adequacy of undergraduate teaching is constantly under 
consideration, and in this university centre as in others the 
quality of teaching has markedly improved and the quantity 
greatly increased during the 26 years which have elapsed since 
I did my student appointment in obstetrics. 

Then we spent one month attending the hospital pees not 
living in, and a second month attending district cases. 1 took 
11 deliveries, a number at the time above the average, and 
most of them were on the district. The antenatal clinics at the 
hospital were not well attended, as less than one-third of the 
booked cases came regularly; they were for nine months of 


the year conducted by the resident tutor in obstetrics, a gradu- - 


ate of three years’ standing., Only one member of the honorary 
staff shared in this work, of which she took charge during the 
remaining three months. Ward teaching and instruction on 
difficult deliveries were done almost entirely by the tutor, both 
on the mother and the baby. The tutor was a very good 
teacher, but we had’ next to` no instruction from senior 
obstetricians. 


. Now students do.a three months’ appointment in, obstetrics. 


During‘the last quarter the average number of cases taken by 
Throughout the appointment they live in 


a hostel adjoining the hospital. Each of the four. obstetricians 


attends his own:antenatal clinic .each week, and the attendance. 
All emer- . 


of the booked patients is not far short of 100%. 
gency ‘cases are written up by the students. There is ward 
teaching. by the professor each week, and the other obstetricians 
The professor of child health and 
his staff conduct regular teaching on neonatal problems. The 
students obtain most of their cases in hospital. as the district 


is now: much, ‘smaller, than it was 25 years ago (about 300 cases 


a p 


7 » 


_ going into the Forces. 
- of our residents ‘have beên women, and though it is natural 
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a.year instead’ of over 1,000). They .get' about three district 
cases each. Thé forceps deliveries, if difficult, are usually taken 
by a registrar who teaches’ on: ‘them : the easier ones are taken 
by thé -house-surgeons under supervision. Sometimes a student 


t may be allowed to do one, but there are not enough for all to 


get one: It is better to’ let a limited number of people have a 
moderate’ experience, perhaps 10 cases, with the forceps than 
to let every. student, including the’potentia] anatomists, patho- 
logists, and others, have just one each. We hope that most 
of the general- practitioner obstetricians of the future will have 
six months’ resident experience in a maternity unit. The scheme 
of teaching is not perfect, but it has steadily improved. 

If anyone thinks that it is possible to turn out a competent 
obstetrician after three months’ .student -instruction he cannot 
have giveri a great deal of thought to the question. At the time 
when I qualified ‘there were im the country large numbers of 
experienced and skilful general-practitioner obstetricians who 
gave their assistants a good deal of instruction. I was in general 
practice ‘for a short timeʻand was. admirably taught how to 
deliver with the forceps by my father-in-law, in whose practice 
I worked. These skilled men have diminished considerably in 
numbers, partly because of the increased number of hospital 
beds and partly because of the larger number of cases taken by 
midwives. “Few practitioners in a city.such as Leeds book as 
many as 30 cases a year. It therefore comes'about that a man 
has much: less chance_of learning or being taught his obstetrics 
efficiently in practice than he had 25 years ago. Hence the 
_ desire of the Royal College of Obstetricians and Gynaecologists 
‘to improve, the service by restricting obstetric practice to senior 
practitioners of experience and those who have had a resident 
obstetric appointment. 

The writer of your leading article appears to take exception 
to: the statement in the Practitioner special number that “ the 
laverage midwife is better-trained to deal with normal midwifery 
than is the average general practitioner.” What does he expect ? 
Most midwives in this: city book 60 to 80 cases a- year, and they 
spend their whole time in the practice .of obstetrics. A few 
‘general practitioners may book' half these numbers, most of 
them many less than half. The practitioner, if enthusiastic, may 
perhaps spend as much as a tenth of his time at obstetrics, 

‘The resident appointment in obstetrics, as in other branches 
of medicine, can-be of great value. It is unfortunate, there- 
fore, that at present few men take óne. Usually a man prefers 
to take an appointment in general medicine or surgery before 
¿For- many years; now the great majority 


that women should have a special interest in Maternity work 
many of them are soon lost to practice because they marry. 

The new graduate'in medicine is better trained in obstetrics 
than his predecessors, but he cannot become skilled: unless he 
has adequate postgraduate experience.—I am, etc., 


` Leeds, ANDREW M. CLAYE. 


bi 


Sır, —Your remarksʻin your idine article (October 8, p. 799) 
‘about the general practitioner's place in the maternity services 
were long overdue. It is indeed unfortunate that this contro- 
versy has engendered a certain amount of resentment on the 
part of the general practitioner, who feels that the criticisms of 
his competence are not only unjustified but also unjust, since 
his own teachers, if not themselves responsible, have at least 
condoned them. 

“There must’ be many “general practitioners who until quite 
recently have had to spend long hours at the bedside taking 
personal responsibility for normal deliveries assisted only by 


„an untrained’ handywoman because no midwife was available, 
and for aught I know there must be many in the remoter parts 


of the country still doing this. If these doctors have failed to 
._profit by the experience thus gained at the expenditure of so 
much time. and patience it must only be because, their teachers 
have: failed to instil intó them the fact that every doctor must 
remain a humble student of medicine until the end of his pro- 
fessional career. ult is pertinent to ask where the specialist 
obtains his experience of normal labour, since, outside the 
teaching hospitals, most of his normal cases are delivered 
by his house-surgeons for him.’ Nor do all house-surgeons 
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necessarily become specialists, and quite often’ they go into 
general practice. 

But my purpose,'Sir; is not to provide further ammunition 
for the protagonists in this dispute but to plead that it is not 
too late to undo the harm that has been done and to try to 
bring together the specialists, the general practitioners, and the 
midwives into one team, ,each complementary to the other and 
all necessary to the future maternity service. Official policy 
would seem to be setting out to destroy what vestiges of co- 


. operative spirit remain, and I would humbly suggest that it is 


ill-advised. 
For éxample, it is thé official policy of the. hospital boards 


that in’ the future the beds, under their control in maternity 


_ hospitals will be closed,to: the. general-practitioner obstetrician. 


” 


Surely. it would be ‘far better to encourage the general practi- 
tioner to deliver primiparae. and women .with minor types of 
abnormality in maternity ‘hospitals. It’ would be an advantage 
to the patient, whose first pregnancy: should be a period of 
training for future motherhood, to'have her baby in proper 
surroundings, and that her care:and training there‘ should be 
associated with her own general practitioner, for, as you rightly 
stress, here is the “ very root of general practice.” It would be 
an advantage to the specialist to know that those very cases 
most prone to require his assistance should anythifg:go°wrong 
would be' from the first already in an institution suitable for 
that purpose; this would materially. reduce his greatest bug- 
bear, the failed forceps far away in a filthy cottage. It would 


be an advantage to the midwife, who has to obtain much. of | 


her training in such maternity hospitals, to have a ready supply 
of normal cases for that purpose. And it would be an advan- 
tage to the general practitioner himself to know that a select 
number of his patients can be delivered with all the advantages 
of modern technique at his disposal. 


But above all it would effect an improvement in the whole - 


maternity service, because it would offer a common meeting 
ground for the keen general practitioner with his colleagues and 
with the specialists and the midwives with whom he has to 
work, not only in those casual discussions which inevitably take ' 
place in the course of daily visits'but in the possibilities for 


- team-work, for regular clinical meetings and discussions, and 


+ 


for staff meetings, and the maternity hospital would thus 
become a centre for the dissemination of modern teaching 
and technique. 

In due course it would be found that the keenest general- 
practitioner obstetricians would be anxious to seek opportuni- 
ties for service in such maternity hospitals, and this would be 
the means of selecting those who would become most compe- 
tent and of discouraging the remainder, and thus would bring 
about the conditions which the, Minister of Health is most 
anxious to encourage. This would be.a far more just and 
equitable method of selecting the best. general-practitioner 
obstetricians than giving this invidious task to a small com- 
‘mittee of specialists, who cannot: always have the means of 
assessing the true worth of. their : ‘more remote colleagues.— 
I am, etc., ` 

Wivenhoe, Essex. WALTÈR “RADCLIFFE. 
` \ ' ` 


A Year of. N.H.S. : E 


SIR, —The review in the Journal (October 1, p.. 746) of the 
recently published Practitioner dealing with the National Health 
Service in its first year fails to point`out the omission from 
that journal of any contribution by ‘a worker in the field of 
preventive and social medicine. The Part IH services are 
referred to only very briefly and incidentally by’ the medical 
administrator (undoubtedly a-hospital officer) and at somewhat 
greater length in the paper discussing the Ministry and the 


t 


Service (almost certainly by a medical officer within that - 


department). This is symptomatic and worthy of note. 

It is clear evidence that in: the minds of those engaged in 
Part II and IV services (as represented in this symposium) the 
Act provides a curative ‘service and nota preventive one. There 
is no evidence even’ of thé: ‘lip)service paid: in ‘the “recent past 
to social and- preventive medicine ; theré is no’ reference in the 
contribution by the young doctors to public health or. social 
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medicine as a career—that is significant in itself ; no discussion 
of the difficulties of linking up preventive work with curative 
work.in publicly organized medicine in schools and among 
young children; no reference to the partial collapse of the 
school eye service ;"no reference to the present unsettlement in 
the public health services; no reference to the absolute exclu- 
sion alone among doctors of medical officers of health as such 
from regional hospital boards. 

The obstetrician in his contribution criticizes the general 
practitioner whom he (collectively) bas trained and allowed 
to graduate, and makes the unpleasant suggestion (unsupported 
by evidence) that considerations of financial economy have 
prompted local health authorities to instruct midwives to call 
in private practitioners early in the pregnancy. A friendly rela- ` 
tion between general practitioners and midwives is essential in 
a world in which specialists are in a small minority, and this is 
what those. local health authorities which are asking midwives 
to encourage their patients to see their own doctors early in 
the pregnancy are now trying to secure. The better standard 
of medical, training is, under the General Medical Council, the 
responsibility of the medical schools with their consultants, and 
it is a grave responsibility. To.improve the obstetric train- 
ing of both general practitioners and midwives is a better 
policy and will safeguard the mothers more than by arousing 
antagonism between them.—I. am, etc., - ' 


Dewsbury. i ' E. D. IRVINE. 


The Innocence of Deans 


Sir,—Dr. E. R. Boland’s letter (October 8, p. 812) is rich in 
„entertainment but obscure in intellectual intention: He appar- 
ently misinterprets my feelings towards deans, for whom F have 
the greatest respect. They work hard, and often thanklessly ; 
, they have ‘the difficult job of adjusting situations as between 
‘crotchety colleagues ; they must arrange teaching programmes, 
,deal with difficult students and refractory committees. In a 
‘word, theirs is the art of the administrator and of the politician. 


‘i Unless “ honest and faithful subservience to an institution "— 


the. ‚phrase, apparently, so disliked by Dr. Boland—is regarded 
by’ them as their first function, they would fail as deans. 

But the crux of the whole State medicine problem is the 
simple question; Is Medicine to be subservient to politics or 
is it not? The training and general outlook of a dean, or of 

“posse,” “clutch,” or “diabolry” of deans, would incline 
iher to answer yes. Dr. Boland also, I suspect from the - 
possibly not unintentional irrelevance of his letter, would say, 
yes. 

One result of the political direction of a previously free 
profession is this laughable attempt to assess individual pro- 
fessional status on a points system. Lister, James Mackenzie, 
Ronald Ross, and indeed most pioneers have usually had their 
contemporary colleagues against them, particularly so their 
seniors. If .the seniors aré unsound judges and if the judg- 
ment of the juniors is unacceptable, what judiciary, pray, is 
there left? Well—! forgot the politicians and the good 
committee men.—I am, etc., 

London, W.1. 


d 


GEOFFREY BOURNE. 


Modern Trends in Radiology 


Str —Dr. James F. Brailsford in his article entitled “ Modern 
Trends in Radiology ” (October 1, p. 724) indicts modern radio- 
logy in medical practice. While the charge may itself be 
accepted, I feel he is less than just when he cites mass radio- 
graphy as the arch-criminal. Those who practise mass radio- 
graphy are, on the contrary, less likely to make the omissions 
he suggests. I will comment on them in his order. 


1. No diagnosis is made or‘suggested to the patient without a 
clinical examination whether conducted by the director of the unit, 
the physician to the chest clinic, or the private doctor. The x-ray 
film is in fact regarded as an integral part of that examination. 

2. Mass radiography provides a unique opportunity of studying 
the.normal. . - 

3. Serial radiography with clinica], examination is' in no way 
prohibited because a patient ‘first attended a mass miniature tadio-- 
graphy unit. 


„a 
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4. It is true that disease may be present before radiological evidence 


is apparent, but this applies no more to mass radiography of the chest, 
than to other radiography. In fact the problem arises less frequently, . 


as the vast majority of those attending for mass x ray consider them- 
selves, or would be considered on clinical examination alone, to be in 
good health. 

5. Those attending mass x-ray units are not treated on the x-ray 
appearances alone but on the whole clinical picture. 


There is no belief that active progressive disease is symptom- 
less, nor is this concept part of the propaganda. It is found, 
however, that people with early active and progressive disease 
often have symptoms so vague and indefinite that it will not 


occur to them to consult a doctor, but they will nevertheless’ 


volunteer for mass radiography. 

It is fully realized that a large proportion of persons who 
have had active pulmonary tuberculosis do in fact recover from 
it without knowing of its existence, and this fact will doubtless 
be emphasized when mass radiography has been with us long 
enough for a useful follow-up of a sufficient number of cases 
to establish that such recovery is permanent. Does Dr. Brails- 


ford seriously suggest that no patient with active tuberculosis : 


should be acquainted of the fact or treated until his symptoms 
are sufficiently severe to force him to consult his doctor ? 
Recognition of ill-health can be as ‘elusive to the patient as 
shadows on an x ray are to a radiologist. How frequently one 
hears a patient say after treatment, “I thought I was well 
before, but now I realize how much better I am.” 

I believe mass radiography may in time, by finding cases in 
a treatable or pre-infective stage, do much to negative the fear 
and stigma of tuberculosis which has become established in 
the public mind by the high proportion of advanced and 
untreatable cases in our midst.—I am, etc., 


London, S.E.12. F . D. BEDDARD. 


Sır —His colleagues in Great Britain know enough about 
Dr. James F. Brailsford to discount the various extravaganzas 
in which he indulged in his article entitled “ Modern Trends 
in Radiology ” (October 1, p. 724). Dr. Peter Kerley (October 
15, p. 870) has drawn attention to some of the grosser mis- 
statements, and I would merely like to draw attention to the 
absurdity of his recommendation that medical students should 
perform upon one another “every kind of injection, including 
ventriculography, myelography, arteriography, etc.” This from 
the director of radiological studies in living aad of a 
distinguished university. 

It is disquieting, however, to learn from a factaote that 
Dr. Brailsford has been talking such nonsense in various parts 
of the United States. It is important that our American col- 
leagues should realize that these views are Dr. Brailsford’s own 
and do not represent the consensus of intelligent radiological 
opinion in this country, and it is with that object that I write 
thts letter—I am, etc., 


Tonda WI S. COCHRANE SHANKS. 


Vitamin Deprivation ` 

Sır —Professor A. C. Frazer (October 1, p. 731) should be 
congratulated on his conception of a new mechanism in the 
explanation of vitamin deprivation. The idea ‘of bacterial 
invasion of the upper small intestine is not novel, and I myself 
reviewed the literature both for pernicious anaemia’ and for 
the sprue syndrome* some years ago. Professor Frazer’s great 
merit lies in putting forward the. hypothesis that the periodic 
increase of bacterial invasion into the higher small intestinal 
regions might result in competition between bacteria and host, 
leading in many cases to signs of deprivation in the host. 

While there are reasons to believe that the deficiency of the 
vitamin-B group may be connected with interference of absorp- 
tion in general,” Professor Frazer adequately proved that this 
is not intimately related to the fat-absorption defect in sprue. 
Many will agree that the competition hypothesis—if this should 
be proved in the future—might account for the exacerbation of 
some vitamin deficiencies, in general, for selective deficiencies 
often observed in- the sprue syndrome, and also for many other 
conditions suggested by Professor Frazer. I have, however, 


~ 


' practically negligible. 


some doubts as to the statement that it might explain the 
administration of one vitamin precipitating the deficiency of 
another. 

The considerable literature dealing with vitamin imbalance 
contains many well-documented cases where a bacterial inva- 
Sion of the higher small intestine was most improbable.’ It 
‘has been suggested, when discussing the aetiology of the sprue 
syndrome, that phosphorylation constitutes an important link 
between sprue and the B vitamins.? It was found later by 


"Magyar that the consumption and excretion of these vitamins 


were dependent on phosphorylation.>, The same author 
reported recently experiments on rats showing that previous 
administration of a large dose of any of the main members 
of the vitamin-B group interferes greatly with the absorption 
of a standard dose of thiamin. He attributes his findings to 


' the exhaustion of the phosphorylating capacity of the animais.’ 


Further experiments will have to decide whether this is the rea] 
explanation of vitamin imbalance as it is claimed. 

This comment is not meant to detract from the importance 
of the competition hypothesis, and it is hoped that the Birming- 
ham workers will further elaborate this conception—I am, etc., 

London, W.1. Z. A. LEITNER. 
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Infant Vaccination 


SIR —In the current issue of the Monthly Bulletin of the 
Ministry of Health (1949, 8, 204) Dr. E. T. Conybeare, of 
the Ministry of Health, gives a report on the amount of infant 
vaccination in England and Wales during the six months July- 
December, 1948. He shows that for this period, the first half- 
year under the new Act, the proportion of infants vaccinated 
has fallen to about half what it was before the Act came into 
force. He concludes his article by saying: 


“ If the figures for 1949, when they become available, show that 
the decline of infant vaccination under the National Health Service 
is not temporary, measures, such as an increase in the number of 
vaccination clinics... and the working out of some plan to 
facilitate domiciliary infant vaccination in areas not served by such 
clinics, may be urgently required. Such measures, pursued with the 
energy put into the campaign for immunization against diphtheria, 
might well produce similar results and make the child population 
of this country as well vaccinated as that of the United States or 
other countries, where protection against smallpox is regarded as the 
important matter that it undoubtedly is.” 


Is not Dr. Conybeare rather begging a highly debatable ques- 
tion when he makes that final assertion ? Is a well-vaccinated 
child population really such a very important matter in protect- 
ing a community such as ours against smallpox.? Surely there 
is a great deal of valid evidence pointing to the opposite con- 
clusion. Decline in infant vaccination is not a new phenomenon. 


-It has been going on continuously for over half a century, but 


so far from its having been followed by any increase in small- 
pox mortality the latter has fallen steadily, until now it is 
Moreover, in those parts of the country 
where the, decline in infant vaccination has been greatest the 
same decrease in smallpox mortality has been witnessed. Thus 
in the city of Leicester the average percentage of infants vacci- 
nated has for very many years been under 5 (Dr. Conybeare 
tells us that it has now fallen to 1.4%), yet during the past 
40 years there have been only two deaths from smallpox, and 
other places have had a similar experience. 

After all, it is the adult population who are most exposed to 
the danger of smallpox, and the effect of infant vaccination in 
protecting this section of the community is very doubtful. It 
may reasonably be argued that infant vaccination by masking 
the disease in adults, when the protection conferred on the 
individual is wearing off, neutralizes—or more than neutralizes— 
any value to the community derived from the partial immunity 
conferred on the individual adult. Incidentally, it may be men- 
tioned that in the 14 years 1932-46 there were in England and 
Wales only 28 smallpox deaths (an average of two per annum 
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in a ERA of 40, 000,000), and not one of the fatal cases 


` . was under the age of 1 year. Yet in the same period there were 


51 deaths from vaccination under 1 year of age. 

Dr. Conybeare mentions admiringly the United States and 
“other countries.” What other countries, including U.S.A,, 
can show better results in dealing with smallpox than Great 
Britain ? So I venture to suggest, with all respect to Dr. Cony- 
beare, that perhaps, after all, infant vaccination is not such a 
very important matter in protecting a community such.as ours 
as he seems to think.—I am, etc., 


Leicester. 
‘ak Ij ‘ 


C. Kuck. MILLARD. 


Malignant Tertian Malaria’ 


f A 

Sir,—In his address on the treatment of malignant tertian 
malaria Sir“Gordon Covell (October 8, p. 773) gives an excel- 
lent and comprehensive survey of the present position as regards 
therapy. In his discussion ‘of diagnosis and ‘symptomatology, 
however, there is much that many practitioners with long 
experience Of. malignant tertian malaria will disagree with. Sir 
Gordon repeats the warnings about the difficulties of diagnosis 
—the statement that M.T. malaria may “simulate a great 
variety of other diseases ”—whićh are to be.found in every 
textbook since Manson’s original Tropical Medicine. He 
repeats the classification into cerebral, algid, bilious, remittent, 
and cardiac forms, which appear to me to be singularly useless 
and misleading. 
' Is M.T. malaria really a very difficult disease to diagnose ? 
Does it really imitate other diseases to such an extent? Is it 


‘ not possible that this view is based on a fundamental ‘fallacy ' 


which arose in the early days, when the finding of the recently 
discovered M.T. parasite in the blood stream of white; black, 
and brown patients was hailed as the explanation of all theif 
symptoms ? Has not a process of ‘disentanglement been in 
operation over ‘the past quarter-century ? 

Sir Gordon refers to a series of 80'cases of British soldiers 
treated by him at Nairobi in the 1914-18 war. They ‘arrived 
from the Lake Victoria district. All showed M.T. parasites in 


their blood, but some showed symptoms suggesting dysentery,. 


typhoid, biliary colic, etc. All responded to quinine and 
hospitalization. I fail to see how this proves the versatility 


of malarial symptomatology. Surely it is at least possible | 


- that some of those troops, under the conditions obtaining, 
had other diseases besides malaria—bacillary and amoebic 
dysentery, for instance. Is it not possible that some had 
double infections of M.T. and quartan? Knowing that area 
well, I would say it is more than possible. 


My own experience in Africa has convinced me that there has been 
a great deal of nonsense talked about the “ protean” nature of 
M.T. malaria and its so-called pneumonic, dysenteric, appendical, 
and other “ forms.” In some thousands of European cases I have 
treated I haye seen a few where malaria was complicated by 
pneumonia, by dysentery, and by other infections, but I would say 
that in the main M.T. malaria presents a-remarkably constant clinical 
picture (more so than quartan), besides being quite easy to diagnose 
in the vast..majority of cases. I would say that great harm can be 
done by teaching young practitioners going -to the Tropics that they 
may have serious difficulty in distinguishing malaria from appendi- 
citis. I have seen only three cases where such difficulty might have 
arisen.» In two of these I removed acutely inflamed ‘appendices in the 
middle of typical‘ blood-positive malarial attacks. In the third 
the patient formed an appendical abscess after his malaria had sub-. 
sided. .Nowadays, when I read about appendical forms of malaria, 
I do what ’the’man in the Ingoldsby Legends did: I say no word to 
indicate a doubt, but ... Sir Gordon rightly emphasizes the 
dangers of delay in diagnosis, but his two illustrative cases merely 
show the effect of gross delay and provide two typical histories of 
untreated M.T. malaria. There was apparently no difficulty in 
diagnosis, nor were there any extraordinary symptoms. I do not 
think they should deter anyone from delaying for a short time, 
unless the case is dangerously ill when first seen or is a young cild, 
in order to establish a microscopical diagnosis. Sir Gordon states 
that “in a primary case parasites may be so scanty in the peripheral 
blood during the first few days of fever that they may ‘hot be 
detectable in a „blood smear, even if no, antimalarial drug has been 
administered.” This is, not my experience nor, I am sure, that of 


many others. If antimalarial drugs are withheld in a patient showing’ 


pyrexia and ‘blood examinations made åt intervAls over!48 hours, I 


- believe that parasites will be found practically invariably if M.T. 


, 


malaria is the cause of the pyrexia, and I believe this to be a perfectly 
safe procedure to adopt. Sir Gordon’s method of giving an anti- 
malarial drug after examination of one smear and waiting for the 
temperature to drop before taking another would tend to confuse 
rather than clarify, diagnosis by making the parasites more difficult 
to find. Moreover, in a first attack of M.T. malaria the temperature 
is very unlikely to drop for four to five days even when treated 
intensively—another very constant feature Of this “ protean ” disease. 


In short, I would advise practitioners going to the Tropics 
not to be too much impressed by classical descriptions of M.T. 
malaria. (If they do native work they will soon learn not to 


. ascribe a native’s pathology to malaria parasites in his blood.) 


I would advise them to put the greatest reliance on the micro- 
scope for diagnosis and not to be put off intelligent use of it 
for fear of dire calamities, to beware of ascribing atypical 
symptoms to a disease which follows a very typical course,, 
and to operate on patients who show signs of acute surgical 
conditions even if there are M.T. parasites in the blood. In 


‘modern tropical European practice there is much more harm 


and confusion caused by ascribing to malaria all manner of 
symptoms when it does not exist than by failing to recognize it 
when it does—I am, etc., 


Craven Arms, Shropshire. P. Ross. 


- Poliomyelitis 


' Sir, =Vour correspondent, Dr. N. G. Nicholson (October 1. 
p. 757), describes a series of cases of non-paralytic poliomyelitis 
occurring in Colombo, and then details his own unfortunate 
experience. His description of his own symptoms, in particu- 
lar “the ‘most terrific pain I have ever experienced in my left 
shoulder” and the delay in appearance of muscle wasting, is’ 
quite characteristic.. of acute brachial radiculitis, or the 

“ shoulder-girdle syndrome.’” ? 

It is interesting to note that Parsonage and Turner’ describe 
a case of coincident poliomyelitis and the shoulder-girdle 
syndrome, and I myself have seen a rather similar case in 
which the syndrome developed two ‘weeks after an abortive 
attack of poliomyelitis. The pain in the affected muscles is 
much more severe in acute brachial radiculitis than I have ever 
encountered in poliomyelitis—I am, etc., 

Harrogate. , R, HARRIS. 
_ REFERENCES 


1 Turner, J. W. A., British Medical Journal, 1944, 2, 592. 
2 Parsonage, M. J., and Turner, J. W. A., Lancet, 1948, 1, 973. 


Poliomyelitis Vaccination 


SR, —Mr. M. H. F. Johnson (October 1, p. 757) has raised 
an important point in asking why, following the lead of Jenner 
and Pasteur, active immunization against poliomyelitis is not 
practised. It has been shown by Kolmer’ and Brodie’ that 
the vaccination of monkeys with living attenuated ricineolated 
or formalized virus, prepared from the spinal cord of a monkey 
after serial passage, produced an active immunity sufficient to 
enable thém to withstand intracerebral inoculation of infec- 
tive doses of virus. These experimental results immediately 
suggested that a vaccine'suitable for human use was feasible. 

Field trials with poliomyelitis vaccine have unfortunately 
been inconclusive, due largely to administrative difficulties. 
The low morbidity of poliomyelitis (an attack rate of J in 
1,000 even during epidemics being exceptional) necessitates the 
immunization of many thousands to show any significant 
statistical results. Furthermore, it is now accepted that many 
different strains of »poliomyelitis virus ‘exist, some of which 
show antigenic inter-relationship while others appear anti- 
genically distinct. The experiences of Gillam and Ornstrott’ 
and Reynolds and Knox‘ illustrate the difficulties of field trials. 
These workers together vaccinated 1,000 children, another 1,000 
being used’ as controls. No case of poliomyelitis developed in 
any of the 2,000 children employed. 

The fact that poliomyelitis vaccination is not devoid of 
serious danger has been shown by Leake,® who collected a 
series of 12 cases; five of the patients died and three of. them | 
were left severely paralysed after.:vaccination. The clinical 
onset of the disease ocdurred within 6-14 days of either the first 
or the second inoculation—i.e., within the accepted incubation 
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period. Leake, after a careful analysis of-all-attendant circum- 
stances in these cases, points out: (1). Poliomyelitis was not 
epidemic in any of “the areas where’ these cases occurred. 


. (2) The expectation of poliomyelitis among the vaccinated, 


judging by its occurrence by age groups in the community at 
large, was less than 1/10 of a case in’ these ‘Idéalities, yet cases 
occurred. (3) The likelihood of the. whole series of cases 


‘having occurred by natural causes was extremely small. (4) In 


none of the cases was exposure to infection outside its own area 
known to be of any special significance. (5) ‘In every case in 


which the sequence of events was known, the level of the spinal : 


cord first affected corresponded to the limb in which the injec- 
tion was made, paralysis beginning either in the same or in 
the contralateral side. While any one of these cases may have 
been entirely unconnected with vaccination, the implication as 
a whole is clear.—I am, etc., 


Manchester. ~. W. P. SWEETNAM. 


Ras 
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Lead Nipple Shields 


_ Sim,—Shades of Dr. Wansborough ! Little did that worthy 
if imaginary gentleman think when he “ invented” his nursery 
requisite about 50 or 60 years ago that he would cause such 
apprehensiobn and alarm in 1949. Yet I have no doubt his 
intentions were kindly and well meant, for these 3-in. (7.5-cm.) 
disks of thin, smooth metal, carefully shaped to fit the contour 
of the nipple snugly, like a little conicle-crowned broad-brimmed 
hat, and with as much zinc as lead in their composition if one 
may judge from their lightness and shape*retaining qualities, 
were worn on the nipples between feeding-times and during the 
night, and removed, of course, when’ the child was put to the 
breast. 

' The Minister of Health reasoned, no doubt correctly, ‘that 
during the longer periods of rest and warmth the film of- milk 
around the nipple and imprisoned by the shield would!‘turn 
slightly sour, forming an ‘infinitesimal amount of lead lactate, 


thus exerting in situ a very mild, soothing, and astringent action. 


on the macerated and tender part, akin, as it were, to the same 
beneficial effect that liq. plumbi subacet. dil. (Goulard’s water) 


‘has when used as a dressing on moist excoriated surfaces. As 


regards the risk of lead-poisoning, surely the ordinary instincts 
of cleanliness would prompt the mother to cleanse the breasts 
and shields, if not before each feed, at least once or twice daily. 
However, the Ministry has apparently some startling ZWS for 
us, and has promised the publication at an early dak ‘of the 
full ` details of how babies can absorb such an amount of 
lead by this means as to cause saturnine encephalopathy, a a 
state of poisoning which as-a rule, in my experience, indicates 
a severe saturation with the metal. Let us hope the mothers 
have not been excreting diachylon taken in. the early months 
of pregnancy: 

But apart from the foregoing, who in all the earth prescribes 
lead nipple shields nowadays ? I saw them 40 years ago when 
in business, and the pair we had then were real museum pieces, 
marked for many a day as dead stock and quite unsaleable. 
In this town of 50.000 inhabitants not-a single one can be 
bought: There are 18 chemists—principals and ‘staffs totalling 
about 100—all handling N.H.A. scripts.. Out of these, three 
had actually seen lead nipple shields many years ago, eight 
apparently knew about them, and the.remainder had never 
heard of them at all. The same circular from the Ministry has 
been sent to them too, each one Wondering waat it is all about. 
—I am, etc., 

Lancaster. ° Me © l 


“OR, G. Howat. 
Sm,—The announcement in the Press of the Ministry of 
Health's embargo on the'use of lead nipple shields has only 
just brought to my notice this controversy. Like many women 
handicapped by severely ‘cracked nipples, I have reason to be 
grateful for this, effectivesnid: to bfeast-feeding: when all other 
remedies ie lead nipple shields enabled me tò? teed each of 
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‘among neurotic patients in the Army.’ ° 


three babies for a normal period of nine months. If the breasts 
are thoroughly washed before each feed. it is difficult’ to see 
how the babies can suffer. | 

I should like to examine some evidence before I acquiesced 
in the Ministry’s fiat and abandoned the shields for a fourth 
child, which would inevitably mean weaning at a few days old 
—in my view a tragedy. I could, with difficulty, obtain a pair 
of shields from France, where they have been in common use 
for generations, but such a course of action, in opposition to 
the full weight of medical opinion in this country, would be 
a terrifying responsibility for any mother. 

Can you tell me where the evidence which led to the 
Ministry’s decision can be examined? And can you perhaps 
influence the public press to publish the source, so that women 
can test such evidence against their own experience before 
making a very difficult decision ?—I am, etc., 


Barnstaple, Devon. JoaN S. ‘BLUACKSELL. 


** In the Lancet of October 8 there is a paper (p. 647) by 
Dr. I. Gordon and Mr. T. P. Whitehead entitled “ Lead Poison- 
ing in an’ Infant from Lead Nipple Shields” and‘ a letter 
(p. 674) ‘by Drs. Helen Mackay and Donald Hunter on the 
dangers of lead nipple shields—Epb., B.M.J. 


Congenital Pyloric Stenosis 


SiR,—The occurrence of congenital pyloric stenosis in three 
consecutive children in a family is not so unique as Dr. J. L. 
Adlington (October 1, p. 740) suggests. Brendle’ records its 
occurrence in three brothers in the same family, and Fabricius 
and Vogt-Muller* described its occurrence in all four children 
of the same mother, three of whom had the same father. I saw 
three consecutive children (two girls and one boy) of the.same 
parents who were successfully treated by “eumydrin” at the 
Leicester Royal Infirmary. These cases—Nos/ 44, 57, and 103 
—were included in a series of 112 cases of pyloric stenosis 
admitted over a period of eight years and- reported in Archives 
of Disease in Childhood (1947, 22, 75).—I am, etc., , 
Liverpool. _R. MCLAREN Topp. 
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Symptoms of Psychoneurosis : ! 


SR, —The results of an investigation briefly described below 
may be of some interest. The symptoms were studied of two 
groups: of medical out-patients and of one group of if-patients 
on whom the physician's opinion was asked. The 672 patients 
Were seen during Naval service and were mostly men of the 
Royal Navy and R. A.F. Two-thirds were between 17 and 35 
years of age. 

A diagnosis of neurosis was made in 31% and 30%' of the 
two out-patient groups and in 24% ‘of the in-patiénts. When 
those patients were included whose symptoms were mainly 
neurotic the percentages were 38, 36, and 34 respectively, with 
an „average of 36% (244 out of 672 patients). Pain was the 
commonest symptom in these 244 and was complained of by 
two-thirds of them, often in more than one site. It was a more 
common symptom in these people than in a sam lè of non- 
neurotic patients. In half of those complaining ‘of pain the 
pain was a headache. One-third of the 244 complained of 
dyspnoea of some sort (on exertion, on lying down, -waking: 
up panting for breath, a feeling that the chest could not be 
filled, etc.) and one-third complained of insomnia. One-quarter 
complained of tiredness (weakness, exhaustion) and one-quarter 
of giddiness (“dizziness”). One-sixth' complained of either 
trembling, palpitations, precordial pain, or abdominal pain. 
Only about 5% complained of loss of confidence or of loss of 
concentration or of trritability. 

Twenty-two of the 244 patients suffered from a cardiac 
neurosis. This proportion (9%) is much less than that found 
Fifteen patients may 
be said to have had a pulmonary. neurosis." Fear-of tuberculosis 
appeared to be the commonest cause of this. Eleven had 
sa genito-urinary,, symptoriis (anaie patients -without 
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other evidence of neurosis were not included in the 244). 
Two patients had a neurosis simulating rheumatism. One- 
-third of the neurotic and mainly neurotic patients gave a family 
history of psychopathy according to Slater’s definition? as against 
5.9% of the non-neurotic patients——I am, etc., 

Rochester, Kent. F. A. RICHARDS. 
RENG 


1 Douglas-Wilson, I., British Medical Journal, 1944, 1, 413: 
2 Todd, J. W., ibid., 1944, 1, 19. 
3 ‘Slater, E. T. 'O., J. Neurol. ' Neurosurg. Psychiat., 1943, 6 ,1. 
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Tetraethylthiuramdisulphide in the Treatment of Alcoholics - 


SmR,—I was most interested to read 'Dr. A. E. Carver’s article 
on the treatment of alcoholics with tetraethylthiuramdisulphide 
(August 27, p: 466). I have used the drug in more than 50 
cases of alcoholism during the past eight months, and I fully 
agree. with Dr. Carver’s conclusion that it is a.useful ancillary 
in the treatment of this serious and troublesome illness. 

Dr. Carver describes two methods of the administration of 
the drug—ither to give it surreptitiously without the patient's 
knowledge or-consent, or to give it after a full explanation with 
the patient’s co-operation. I consider that the first method he 
describes is dangerous. I have observed a few very severe 
reactions following the ingestion of alcohol in sensitized patients 
which, if they had occurred in the- patient’s own home or in 
' public, might have led. to serious consequences. 

On a recent visit to Scandinavian hospitals, where the druz 
is widely used, several deaths following the treatment were 
reported to me. Jones’ has reported very fully the case of a 
healthy young male ‘who died a few hours after taking a test 
dose of an ounce of rum, following premedication with tetra- 
, ethylthiuramdisulphide during - the previous four days. It is 
‘clear, therefore, that this is potentially a dangerous drug unless 
, its administration is carefully controlled., 

The patient’s reaction to’ alcohol when taking the drug should 
not be left to chance, but a test should be carried out under 
hospital conditions. It is wise, too, to inform the patient and 
his relatives that alarming symptoms may follow the ingestion 
of: alcohol, and that a clinical trial with a small amount of 
alcohol will be made to test out his reactions before he is 
allowed to run the risk of drinking at his own discretion. 
Unless these precautions are taken I feel there is a danger that 
this valuable adjunct to the treatment of alcoholism will fall 
into disrepute. 

I am “surprised at Dr. Carver's suggestion „that the drug 
should be given only for a month or two. It is surely a matter 
of ‘clinical experience ;that an alcoholic must be considered 
‘prone to relapse until he has been abstinent for a very much 
" longer period.—I am, etc., 


Dublin. J . N. P. MOORE. 


¢ 
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: Treatment of Varicose Veins 


Sm,—Mr. C. H. Wickham Lawes has misread and misquoted 
me; and, moreover, his otherwise, courteous letter (September 
24, p. 708) has’ given no less provocation by his repeated 

“of course ”—a term that I hope you will allow me to show 
fits too loosely to his arguments about a matter of some 
importance, He, has “tried most methods : including Dr. 
Hanschell’s (it is, of course, not new).” In‘ my _ letter 
(March 19, p. 500) I gave a summary. of this method, brief 


yet sufficiently precise to be intelligible and identifiable. It, 


is not new, in so far as I arrived at it very slowly over a period 
of years by trial and error and comparison with controls; 
have practised it for a decade ; and find it adopted by colleagues. 
It is new only i in that no one else. has yet described it (nor have 
I, fully, in boring detail). I take leave, therefore, with due 
respect to Mr. Lawes, to doubt wheiher he knew of it, “of 
course,” or anyhow, or has in fact tried it; and I beg him to 
extend his courtesy to re-read my letter with closer attention. 
„Again, “ Dr. Hanschell states” that minimal injections give 
extra pain and longer convalescence, and that sclerosant injec- 
tion is a dangerous ally and a useless one. Of these statements 


Mr. Lawes writes, ‘ Of course, they are far from correct.” But, 


` 
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‘Mr. Lawes oblige by re-reading my letter? Furthermore, he 


BRITISH 
MEDICAL J OURNAL | 


Sir, what I wrote. was to the effect that he would find, his 
minimal injections, as ally to ligations, had served only to give 
a pain and convalescence respectively extra and longer than 
that attached to ligations alone in control legs. How correct 
that is, Mr. Lawes can know “of course” only if he (as I 
had) tried those controls—and he hasn’t. I wrote that sclerosant 
injection was dangerous or useless, not and useless. The differ- 
Will. not 


states, “ Operation or injection alone is not enough.” Which 
certainly confesses that the uselessness of injection alone ‘is 
not “of course far from correct.” 


Now it, has happened that some (however few) deaths have 


resulted from “the method of choice ...a combination of 
operation and injection.” I suggest it is not “of course far 
from correct” to find here a not dubious implication that some 
injection, although not enough alone, may be dangerous enough 
as an ally to operation—and the plain corollary that this ally 
injection to he safe must be useless. I have no doubt that 
Mr. Lawes will have more than glanced at Sir Heneage Ogilvie’s 
restrained damning (September 24, p. 665), on the facts of 
observation (and how timely), of this ally injection. I have 
given facts of observation, that any one may find for himself, 
to speak for themselves. “My opinion” would be supereroga- 
tory pomp, uncomplimentary to a -professional brother and 
unbecoming to me.- It would be, of course, far from correct 
to pretend that a death here and there, following this or that 
induction of thrombophlebitis, made a holocaust: but it has 


made more than one dead human, who would not have died 


of varicose veins.—I am, etc., 


London, W.1. H. M. HANSCHELL. 


Serous Fluid in Wounds 


Sir,—After certain operations it is common to find an 
accumulation of serous fluid in the wound. This is usually 
of minor degree, but on occasion the effusion may be gross, 
persistent, and have the characters of a lymphatic fistula. Such 
is occasionally the case after a-radical mastectomy, after dis- 
séctions of the lymphatics of the lower neck, and after dissec- 
tions ‘of lymphatics in the’ groin and upper thigh. If the 
leakage does not cease spontaneously or respond to simple 
measures such as firm strapping, the condition appears, readily 
curable by the injection of one of ‘the sclerosants used for the 
treatment of varicose veins. 

Exploration | of such wounds shows, after about 10 days, a 


cavity lined with granulation tissue. No doubt. there is by this 
time a.véry definite walling-off by the granulation-tissue barrier ° 


and fib nis deep to it. The method used: would therefore 
appear safe, providing the wound is not clinically septic. Apart 
from its use after mastectomy and similar operations I have 
used it with success in a case of pancreatic fistula. As illus- 
trating the method, the following case may be quoted. 

An elderly woman, two weeks after radical mastectomy, was having 
over 600 ml. of serous fluid removed from the wound, by probing 
and pressure, each day. The skin wound was well healed and the 
evacuated fluid not purulent. A rubber catheter was introduced 
into the cavity as far as it would go and all the fluid evacuated. 


Monocethanolamine oleate solution (15 ml.) was then injected via. 


the catheter, the catheter removed, and the chest wall firmly 
bandaged. Twelve hours later the patient complained of some burn- 
ing pain. A catheter was inserted and the cavity irrigated with 
normal saline, stringy clots of exudate being thus removed, along 
with, presumably, surplus sclerosant. A firm dressing was applied for 
48 hours. There was no further discomfort, no visible reaction, and 
no further accumulation of fluid. The patient was discharged: a few 
days later. 


Both monoethanolamine oleate and “ ethamolin” have been 
used. The amount required varies with the size of the cavity 
—from 5 to 15 ml. It is seldom necessary to repeat the treat- 
ment. The above case is the only one in which irrigation to 
remove surplus sclerosant and debris has been necessary—if 
indeed it was: 

It would “appear that the treatment acts in two ways: first, 
by the coagulation of albuminous fluid a stringy tenacious jelly 
is produced which glues the walls of the cavity together and 
occludes open lymphatic clidnnels; secondly, the irritation of 
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the cavity’ walls enhances the effect and probably aids adher- 
ence of the gel. No general or regional reaction has been 
observed. The'number of cases treated has been ‘small, and 
one feels that the treatment should be used with care and 
' discrimination. The method has proved most satisfactory in 
my experience.. I do not imagine it to be at all original, but 
as I have not seen it recorded it seems a pity not to make it 
more widel¥ known.—I am, etc., 


_ Dartford Kent. , STEPHEN BARCLAY. 


Streptomycin in General Practice 


`, $ir,—It is very pleasing that the production of streptomycin 
has so increased that the supply and ċpstribution of the drug 
no longer require to be organized nthe Ministry of Health 
through various “key” hospit ‘Jnder new regulations 
coming into force in November’ S% isin will be avail- 






g” 
able to all on prescription. It has, ho.#. ~,« been the experi- 
ence locally, and no doubt the same has been the case 
elsewhere, that in recent months there has been’ no difficulty 
in obtaining adequate, prompt supplies of streptomycin for all 
those. cases of tuberculosis encountered at the chest clinic and 
in hospital who may be expected, in the light of present 
knowledge, to be benefited by the treatment. - ` 

In view of the prolonged course of many forms of tubercu- 
losis and the fact that cases of advanced or chronic phthisis may 
have to wait nearly a year for hospital treatment Or may never 
be admitted to an institution because of the shortage’ of beds, 
it seems likely to me that many general practitioners wiil* be 
moved by the laudable desire to do something for their patients 
to prescribe streptomycin in cases not really suitable. Where 
general practitioners. hesitate, some may be pushed into this 
course by anxious patients who have heard of the wonder- 
working medicine. a 

Apart from possible toxic effects, a very great danger exists 
in the frequent development of resistance to streptomycin in 
the tubercle bacilli. If chronic pulmonary cases are given pro- 
longed courses we may find that without benefiting the patients 
we have produced chronic carriers of streptomycin sjstant, 
bacilli. -Any new patients infected by them with ne We cit 
and as a result suffering from miliary, meningeal, or other forms 
of tuberculosis previously responsive to streptomycin, will be 
unable to be helped. » They will have to get better without the 
‘help of streptomycin. The meningeal cases will die, and the 
chest cases will further spread the resistant bacilli. In short, 
we shall be back where we were five: yéars ago. l 

It is significant that in the official notice pushed in the 
Journal of October 1 (p. 752) it was found neg ~y to give 
advice on the proper use of streptomycin. -Į teel, however, 
- that it is too much to expect of general practitioners that they 
will entirely refrain from using streptomycin in those cases of 
chronic or advanced disease which form the majority of the 
tuberculous patients whom they have to treat at home. 
. I would suggest, therefore, that it would be better for all 
that the use of streptomycin should depend upon a hospital 
physician’s prescription, just as have been, I understand, less 
potentially dangerous remedies such as surgical trusses for’ 
‘herniae and physiotherapeutic measures. I hope the responsible 
bodies will act in this matter.—I am, etc., 


Welwyn Garden City, Herts. B. Courts. 
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POINTS FROM LETTERS 


ransitory Retrobulbar Neuritis 


Dr. Horatio MattHews (London, W.13) writes: Your critic 
ptember 17, p. 662) is a bit too severe. In my 40 years of eye 
7k I-have on several occasions come across transient depreciation 
visual acuity following local sepsis. In one case the patient 
-a G.P. whose visual acuity fell in the right eye from 6/6 to 6/9 


pren 


~ 


. obvious embarrassment within a week of removal of a meibom- . 


cyst from that eye. And there are many I could recall associated 
sinus infections. I do hope too much emphasis will not be laid 
hysteria. The diagnosis of ? mild or axial or macular retro- 
ar neuritis is invdlved anyway. “Is it possible that the whole 
yess is not retrobulbar (in most instances) but microscopically 
ilar ? 


.and advice. 


Obituary 








JAMES KYLE, MRCS. L.R.CP. 


Air Commodore James Kyle, for the past four years 
assistant director of medical services of the British Overseas 
Airways Corporation, died suddenly in St. George’s Hos- 
pital on October 8, He was born in 1888, and was educated 
first at Watson’s College, Edinburgh, and later at Shrews- 
bury. He studied medicine at Guy’s Hospital before the 
first world war, but left his medical studies in 1914 to serve 
as a combatant in the Artists’ Rifles. He was gassed in 
France and returned to his medical school at the end of 
1916, taking the Conjoint diploma in 1918. After qualifying 
he was for a short time an assistant medical officer at 
Lambeth Hospital. In the Royal Air Force, in which he 
served as a regular officer from 1919 to 1945, he held many 
important posts. 

Sir Harold Whittingham writes : “Jimmy,” as be was. 
known in the Royal Air Force and among his wide circle 
of friends, was commandant of the Medical Training 
Establishment and Depot just before the war*and during 
most, of the war period. Here he was to a large extent 
responsible for the high ideals instilléd into the R.A.F. 
medical officers and medical orderlies which did so much to 
mould their characters and to build up a medical service 
which won great distinction during the recent war. 

Kyle had natural charm and grace, and was good- 
humoured, kind-hearted and generous, possessed of much 
common sense and a breadth of mind that always appre- 
ciated and gave due consideration to the other person’s 
point of view. He was calm, tactful, and outstandingly 
loyal, and was an ideal administrator beloved and respected 
by his colleagues, staff, students, and all who had to deal 
with him. Some eleven years ago he had a severe attack of 
coronary occlusion. Despite this he bravely and unflinch- 
ingly carried on onerous duties in the Service throughout 
the war and, after his retirement from the Royal Air Force, 
in the medical service of the British Overseas Airways. 
Corporation, playing a prominent part in its establishment 
and administration. In addition he undertook the duties 
of R.A.F. representative on the, Armed Forces Committee 
and on the Council of the British Medical Association. In 
this committee and at all times he worked hard to improve 
the conditions of the medical service of the Royal Air Force, 
which he loved so well. ‘Those of us who have been 
privileged to serve alongside him -for the past thirty years 
cannot speak too highly of his contribution to Service and 
aviation medicine, nor of the value of his friendship, help, 
We wish tò express our deepest sympathy 
with his wife and two daughters in their great loss. 


(i 


Dr. JAMES MCALISTER RaMsaY died in an Edinburgh nursing- 
home on July 26 at the age of 79. He was born in Airdrie, 
Lanarkshire. It-was originally intended that he should be a 
schoolmaster, and he did some teaching, but his heart was in. 
medicine. He obtained the triple qualification of Edinburgh 
and Glasgow in 1896, and after preliminary assistantships in 


_Sheffield and Glasgow he took up practice at Parkhead in 


Glasgow. He built up a successful practice and continued his 
work there until 1914, when he Was appointed medical officer 
to the Fife office of the Mineowners Defence and Mutual 
Insurance Association, Ltd. In the exercise of this office he | 
came in contact with most of the doctors practising in the mining 
areas in Fife and earned their respect and esteem. He was‘a 
popular examiner for the St. Andrews Ambulance Association, 
having the knack of.putting candidates at their ease and draw~ 


ing the best out of- them. He was:made a J.P. in 1930. 
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Dr. Ramsay retired in 1945 and came to live in Limekilns, a 
village outside Dunfermline, where he took part im all the social 
activities of the village and formed a new circle of, friends. He 
kept his hand in professionally by occasionally deputizing for 
the local doctor, and he was always ready to give of his best 
in any, emergency. ' He was a cultured, genial, and kindly man, 
‘and His passing is Reeretied by all who knew ey C. W. 


C 
S 


Dr. JOHN PRIDMORE RasaN died in Bristol on October 2 at 
the early age of 44. Born at Harpenden, Hertfordshire, he 
received his medical education at the Middlesex Hospital, taking 
the Conjoint diploma in 1929. After an appointment as house- 


physician at St. James’s Hospital, Balham, he returned to the’ 


Middlesex, where he became in turn house-surgeon to Sir 
‘Gordon Gordon-Taylor, to the ear, nose, and throat depart- 
ment, and to the gynaecological and midwifery department. It was 
then that he decided to make radiotherapy his specialty, and he 
"was appointed to what has since become the Meyerstein Institute 
of Radiotherapy. He took at this time the D.M.R.E., and con- 
tinued to gain experience until the outbreak of war. In his student 
days John Raban had been a keen member of the University of 
London O.T.C., and on qualifying he took a commission in the 
R.A.M.C. (T. A), assuming command of the company composed 
of cadets from the Middlesex and- St. Mary’s. The training and 
seniority so gained stood him in good stead during the war 
years. After a period as‘radiologist to a general: hospital in 
India, he was given command of one of the first two units of 
‘its kind—a, Forward Malarial Treatment -Unit. Following 
unevitable teething troubles, this unit moved into the Burmese 


jungle, where its operational success was outstanding, and ' 


recognition of ‘this was accorded by John Raban’s mention in 
dispatches. His final war appointment was to the command, 
.as full colonel, of a general hospital in Ceylon. ‘In 1945 he 
returned to the Middlesex ‘as first assistant in the’ Meyerstein 
Institute, and subsequently was Appointed radiotherapist to 
the Bristol Royal Hospital. With the change of administra- 
tion in July, 1948, his sphere became that of the United Bristol 
Hospitals. It was soon after his return to civilian life that his 
‘health began to fail, and there can be no greater testimony to 
his courage and tenacity of purpose than the success he’ made 
of this -responsible task against increasing odds. He stuck to 
his job until a few days before his death. John, as he was 
affectionately known to all colleagues from the most senior to 
tthe most junior, never made any claim to academic brilliance. 
But this was more than offset by a fund of common sense, of 
human understanding, and an ever-growing clinical intuition. 
His judgment was respected by all. His was a strong character 
‘which enabled him in all circumstances: to speak his mind, and 
‘was shown perhaps best in his great qualities of leadership. In 
‘both war and peace he earned the respect, loyalty, and friend- 
ship of all those who served under him. :He was blessed with 
‘a great sense of humour, and he loved gaiety. These latter 
‘qualities were’ shown in a most successful series of amateur 
revues which he produced and took part in during his earlier 
days. He also enjoyed his sport, being a keen horseman and 
playing for his hospital at rugger. Those who knew him will 
‘feel the world a poorer place for his departure. He leaves a 
widow.—L. C. B. 

Dr. S..Cúrwen writes : I shall always remember John’ Raban 
for his great quality of-trying to make life as easy as possible 
for others. A more selfish man could well have preserved 
himself, but John, with that apologetic way of his, was ‘always 
‘so anxious to pull his full weight that he wore himself out. 


Dr. KENRICK STANTON Wise,’ whose death was announced 
over a year ago, was Surgeon-General in British Guiana from 
1914 to 1919, and in Trinidad and Tobago from 1919 to 1936. 

A former colleague of his, Dr. J. E. A. Boucand; writes: 
Dr. Wise arrived in Trinidad just intime to introduce funda- 
mental ‘changes aimed at improving the efficiency of the health 
' services. His was the task of putting into effect the Public 
Health Ordinance of 1915. Also tn 1919 he was appointed 
chairmanrof arlocal committee: to_inquire into the organization 
‘Of..the imedicaltservice:: The'rmain- recommendations tof -this 


Committes - provided fot increases in personnel and’ in the: 


i tioti ~ 7 
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_types of, cylinders. » 
rack, about four, were all oxygen cylinders, and had not lo 


salaries, of medical officers and nurses. ‘As a result of further 
requests for an improved service, in 1932 another committee 
with Dr. Wise as chairman was appointed. The report of this 
committee showed evidence of a very séarching inquiry and 
contained recommendations affecting all branches of the health 
service: Dr. Wise resigned from the Service in 1936, and was | 
therefore unable to witness the implementation of these recom- 
mendations. During his long term of office lepers were trans- 
ferred from the mainland to a settlement on an island, 
Chacachacare, where, the’ inmates benefited from the most 
modern advances in the treatment of leprosy, and their life 
was made generally more agreeable.. The domiciliary treat-’ 
ment of non-infectious, cases was encouraged. Dr. Wise was 
responsible for the setting up of a new “House of Refuge,” 





and destitute. He urge success the provision of facilities 
for: postgraduate study proved the training of nurses, and 
stressed ‘the need for residential accommodation for nurses. He 
made great efforts to have a sanatorium established,.and formu- 
lated the first plans for renovating and extending the Colonial 
Hospital, Port of-Spain, and for rebuilding the Colonial Hospital 
at San Fernando: He introduced the ear, nose, and throat 
clinic, gae eye clinic, the dental clinic, and a venereal diseases 
clinic. “and was a strong advocate of the medical inspection of 
sche Sls and of intensification of antimalarial work. He was 
an able pathologist and born administrator, realistic in his out- 
look. Ne was a quiet thinker, ‘with a ready grasp of the most 
difit problem. He did much for the West Indian doctors 
and nurses, but failed in his endeavour to establish a school of 
dispensing in Trinidad. A man of decision, with a great respect 
for the opinion of others, he had a fine understanding of human 
nature, and was able to'assess at their true values the officers 
in his department. Dr. Wise lived a quiet life ‘in the Colony, 
retreating every week-end to his country seat at Morne Bleu. 


. a modern institution , treatment and care of the aged 


He spent his leisure moments in the study of history, and was 


the founder of the Trinidad Historical, Society and its first 
president. His ability and public service were recognized by 
his appointment to the Executive Council of the Colony. Great 
ite, A sorrow were felt when news of his death in London 
belated ‘reached the Colony he served so well and where he 
left so many lasting memories. 


A l Medico- Legal 








ERDOSE OF NITROUS OXIDE 
'[FROM OuR MEDICO-LEGAL CORRESPONDENT] 


A married woman of 38 underwent a minor operation on a 
septic thumb at the Adelaide Hospital, Dublin, under nitrous 
oxide and oxygen anaesthesia. The oxygen cylinder was empty, 
and the student nurse who was assisting was sent for another. 
She brought from the rack outside the door of the theatre a 
cylinder which contained, not oxygen, but nitrous oxide. After 
a few minutes the woman house-surgeon who gave the anaes-’ 
thetic noticed that the patient was slightly blue and turned off 
the cylinder which she knew ,to contahi untous oxide, but left 
turned on the! new one, which she in error thought to contain 
oxygen. It was then discovered that this, too, was a nitrous 
oxide cylinder., The mask was removed and artificial respira 
tion was continued for two' hours, but the patient did n 
recover consciousness. An account of the inquest! on May 3 
appeared in this section of the Journal. 
The prosecuting authorities summoned the house-surgeo 
before the Dublin District Court on a charge of manslaught 
The student nurse said_in evidence that she “ad been in tra 
ing for two years but had never previously assisted in the mi 
operating theatre when a general anaesthetic was being admi 
tered. There was no” qualified nurse in the theatre at the ti 
She did not then know of the distinguishing marks’ on 
She had thought that the cylinders in 
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at the'one she brought into the theatre. A statement made by 
the house-surgeon showed that she thought the cylinder brought 
by the nurse contained oxygen, but she did not check it. Other 
evidence showed that oxygen cylinders used in the minor 
theatre were black with a white top and were stencilled “O,” 
on the neck. Nitrous-oxide cylinders were plain black with a 
green label bearing the words “ nitrous oxide,” and both the 
cylinders in the machine had such a label, though they were 
not produced in court. Labels and paint, were not always, in 
good condition, but the manufacturers repainted the cylinders 


‘at least every two years, and often much more frequently. Each 


type had a differently coloured label and a different serial 
The. fittings and valves were identical; in the 
appliance used in the present case the cylinders were clamped 
and not screwed into position. 

Giving judgment, District. Justice Mangan refused to commit 
He found that there had been a default 
by the doctor, but that the State ‘had not proved that the death 
had been due to.that default. The patient’s recent confinement 
might, as the medical evidence had suggested, have had the 
effect of raising her blood pressure:under the anaesthetic and 
of leading to a cerebral haemorrhage. The State had not 
brought evidence of the cause of death, nor even shown that 
a necropsy had been performed. 


Comment 
The very full reports in the Irish press do not give any 


-answer to the question why the prosecuting authorities saw 
fit to arraign this young doctor on a charge of manslaughter. 


~The textbooks show: that a much greater degree of negli- 


th 


gence is necessary to support a criminal charge than to 
justify an award of damages in a civil action. The conduct 
must show such disregard for the life and safety of another 
as to amount,to a crime and deserve punishment. There 
is no indication in the report that the State’ adduced any 
evidence of negligence ‘beyond the mere fact that the accident 
had occurred, nor was the degree of negligence material to the 
judgment of acquittal. The prosecutor’s omission to lay the 
groundwork of the case was sufficient to secure that fortunate 
result. But it is a melancholy reflection that such accidents 
can still happen after all the fatalities that have already been 
due to this cause and all the work that the Association of 
Anaesthetists, the Medical Defence Union, and other bodies 
have done to prevent them. 
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Universities and ‘Colleges 





UNIVERSITY ,OF CAMBRIDGE 


A course of lectures, primarily-intended for general practitioners, 
began on October’12, when Dr. A. M. McFarlan spoke on “ Prevent- 
irig Epidemics: the Doctor’s Role.” Further lectures in the series, 
which has been arranged by Professor A. Leslie Banks, Professor 
of Human Ecology in the University, will be given on the second 
Wednesday of each month from November, 1949, to July,’ 1950, at 
2.30 p.m., at Addenbrooke’s Hospital, Cambridge. Details will be 
published ‘in the “ Societies and Lectures ” column of the Journal. 


UNIVERSITY OF DURHAM 


Dr. Arthur - Hughes will deliver the ‘sixth ‘Rutherford Morison 
Lecture on “ The Study of the Living Cell ” at the Royal Victoria 
Infirmary, Newcastle-upon-Tyne, on Thursday, — November 17, at 
5.15 p.m. 

UNIVERSITY OF LONDON: \ 


` Erwin Stengel, M.D., has been appointed to the University Reader: 


ship in Psychiatry tenable at the Institute of Psychiatry, ' from 
October 1. 
UNIVERSITY OF WALES 


The following candidates for the degrees “of M.B., B.Ch. at the 
Welsh National School of Medicine have’ Satisfied the examiners at 
the examination indicated: 

Hyorene.—A. G. Alexander, D. F. Brown, Josephine J.:Candy, 
D. È. Copas, B. M. Davies, Ílid M. L. Davies, S; I. Davies, J. M. S. 
Dixon, J. L. A. Dowse, D. R. T. Eyans, J. Evans, B. M. Frost Smith, 
B. J. Fudge, S. G. Gang. Nansi G. Gwynne, Az R. Harris, A. J. 
Hooper, Dilwyn T. Jones, Mary E. V. Jones, J; Magell, T. M. 


t 


Morgan, W. B. Morgan, E. D. Morris, T. L. Morris, G. J. M 
Margaret Pugh, Dilys Rees, T. A. I. Rees, T. B. Stephens, 4 
Thomas, Margaret E. Thomas, Margaret H. J. Thomas, Ann 
Tighe. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a quarterly meeting of the Council of the College, hel 
October 13, with the President, Sir Cecil Wakeley, in the cha 
resolution of condolence was passed on the death of Mr. Ri 
Milne, a past-member of the Court of Examiners. 

It-was reported that Professor R. V. Bradlaw would delive: 
first Webb-Johnson Leeture and that Dr. John Gillies woul 
the Joseph Clover Lecturer for 1950. ` 

A Diploma of Fellowship was granted to E. J. P. Dennehy. 

Diplomas of Membership were granted to R. T. Hughes 
O. L. Thomas. 

Other diplomas were granted as follows : 

FELLOWSHIP IN DENTAL SurGERY.—S. Wilson Charles, R. 
hurst, G. W. Cathergood, A. R. Thompson, W. F. Collyer, F 
Liddelow, "A. T. Marston, J.. W. E. Snawdon, A. M. Norsnell. 

FELLOWSHIP OF THE FACULTY OF ANAESTHETISTS.—N. Macdo 
T. Macdonald, R. A. Hingson (Baltimore, U.S.A.), Harry 
(Sydney, New South Wales). 

Diplomas in Tropical Medicine and Hygiene, in Ophthi: 
Medicine and Surgery, in Industrial Health, in Child Health, ar 
Physical Medicine were granted jointly with the Royal Colles 
Physicians óf London to the following successful candidates: 

DIPLOMA IN TROPICAL MEDICINE AND HyYGIENE.—M. el H. 
Bakr, I. F. Bache, D. N. Banerjee, D. Banerjee, P. H. I 
S. M. H. Bokhari, S. Chen, Gladys Connor, J. M. Daniel, K 
Datey, M. M. Desai, J. C. Dutta, H. El Hakim, S. Fazlullah, Z 
Franks, F. C. Harris, J. M. Karim Rehmany, P, W. Kent, S: N 
Khadri, H. K. Kong, W. S. Kulesza, D. Lawrence, T. Lee, W. € 
Ling, I. A. McGregor, D. S. McLaren, H. G. McQuade, K 
Mahajan, A. H. Marsh, A. N. I. Meneces, Deirdre Moore, J 
Mungavin, C. K. Newman, Gwynfryn A. Owen, W. R. Roch 
A. M. A. Shamy, A. Singh, R. P. Sinha, I. M. S. Stewart, I 
Thompson, I. G. Thomson, F. G. Williams.. 

DIPLOMA IN OPHTHALMIC MEDICINE AND SURGERY.—M. M. Ah 
A. A. Al-Hassany, P. E. Anderson, E. L. Arnold, P. W. Aru 
L. G. Bell, A. Bhattacharya, L. S. Bhave, B. J. ‘Campbell, F 
Campbell, R. L. Dudhia, G. Forrester, E. Gartside, C. Goldin, 
‚Gourlay, H. J. Harcourt, M. M. Hasan, R. J. À. Heron, R 
Hewat, K. A. Jabbar, D. B. Jagger, Ruby E. Joseph, W. F. Kin 
K. Lahiri, S. T. Leong, F.-M. Li, Ethel M. J. Loudon, ] 
McConn, D. G. S. MacPherson, W. G. Merriman, S. S. F. M 
A. H. A R. E. O'Neal, J. V. O'Sullivan, V. Raghava 
S. R. Robson, S. V. Rush, A. N. Sabbagh, O. W. Salkeld, ¢ 
Sandston, J. a R. Sarkies, A. G. Shane, B. S. Sher, G. I 
` Siggins, P. Sivasubramaniam, Marjory B. Snodgrass, M. J. Sq 
A. Stafford Steen, A. V. Stevens, K. Vythilingham, A. G. Zalzz 

DIPLOMA IN INDUSTRIAL HeaLra.—L. Banerji, J. J. A. Blake! 
Crowley, J. J. Das, C. D. Edwards, P. J. Feeny, C. J. Goed 
J. Gregory, G. G. Mathews, P. A. B. Raffle, S. K. Raychauc 
J. B. L. Tombleson, R. N. E. Watt. 

DIPLOMA IN CHILD HEALTH.—C. Abraham, Patience C. A 
Edith M. M. Alexander, S. U.-D. M. Anabtawi, N. P. Bector, ] 
Butler, W. L. Calnan, J. D. Chalmers, B. E. Cohen, V. B. B. C 
len,'E. G. Cook, Rosemary I. Cook, Jessica B. Core, Flora C. Cc 
J. O. Craig, B. N. Das Gupta, Gwendoline A. M. Donald, W. E 
- G. V. Feldman, P. M. S. Fischer, Joan Frankton, Patricia Frod: 
W. M. Fyfe, J. M. Garvie, Dora Green, L. Haas, D. C. Henct 
Elisabeth C. W. James, K. E. Jefferson, Barbara Jennings, A.J 
A. C. Kendall, Sibyl D. Kiani, G. V. Kinariwala, Grace } 
Kumarakulasinghe, B. Lake, N. H. Low, R. McDonald, Elizabet 
grag R. L. Macpherson, Mary R. Menzies, E. H. M 

H. Mirando, M. Mirchandani, Jean Mitchell, Cecil M.. M 
Tad H. Mountford, D. N. Mukherjee, Annie M. Peach, 
Peebles, A. F. S. Perera, Maeve Powell, Phyllis Rashbass, H 
M. Reckless, R. V. Rele, Stella M. Ring, E. G. G: Roberts, M 
C. Robinson, A, A. W. Roe, Sheila MacL. Ross, C. M. H. Ro 
R. D. Rowe, R. C. Roxburgh, M. H. Russell, T. R. 
Isabel B. Schooling, N. L. Sharma, Margot Shiner, Joan ] 
Spong, J. Steven, A. F. H. Stewart, Victoria W. Symonds, 
Tillie, W. M. L. Turner, B.: P. Webber, O. H. Wolf, S. \ 
F. B. M. Woodhouse. 

DipLoMaA IN PuysicaL Mepicine.—A. R. Brown,. W. A. 
R. Harris, Ursula E. K. Leitner, A. T. Richardson, B. Sha 
G. R. M. Sutcliffe, J. M. Titcombe, N. M. Vallely. 

The following hospitals were recognized under, the Fello 
regulations in respect of the resident surgical post require 
candidates for the Final Fellowship-examination: Amersham Gi 
_ Hospital (resident surgical. officer-and house-surgeon); Steppin; 
' Hospital, Stockport (resident ‘surgical officer and ,esident,: ass 
surgical officer). 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles-during the week ended October 1. ‘[No. 39 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales-(London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease ; 


are for: (a) The 126 great towns.in England and Wales (including London). 
(b) London (administrative county). (c)-The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire: (e) The [0 principal towns in Northern Ireland. 
. A dash — denotes no cases; a blank space denotes disease’ not notifiable or no 
return available. 
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1948 (Corresponding Week) 
Disease e ee 


(a) |(b)| (c) | (d) i (e) 


— | a | ns | tee 


Cerebrospinal fever 
Deaths Ee o Pee 
‘Diphtheria 
Deaths 


tO 


n] | cg Be 


Dysentery = 
Deaths Favs 

Encephalitis lethargica, 
- acute ec we 

Deaths 



























Erysipelas 
Deaths 


Infective enteritis or diar- 
í rhoea under 2 years 
Deaths ie a 


Measles* 
Deathst 


Ophthalmia neonatorum 
Deaths : Sa 


~m 


Paratyphoid fever oe 
i 
Deaths 


Pneumonia, influenzal .. 
Deaths (from influ- 
enza)}’ ss a 


bu a fee) a ee”! —E 


Pneumonia, prim 
Deaths Ma 


Polio-encephalitis, acute.| > 
Deaths a Agg ' 


Poliomyelitis; acute 
Deaths$ - 


Puerperal fever .. 
Deaths : 


Relapsing fever 
Deaths = Par i. 


Scarlet fever .. sa 
Deathst 
Deaths 
Typhoid fever .. 
Deaths oa 
Typhus fever 
Deaths 
Whooping-cough* 
Deaths Sa 
Deaths (0-1 year) 
Deaths (excluding still- 
births) Sw = 
Annual death rate (per 
1,000 persons living) 
Live births oe 
Annual rate per 1,000 
persons living 


Stillbirths 


Rate per 1,000 total 
births (including 
stillborn) . TORT 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. oe , 

t Includes primary form’ for England and Wales, London (administrative 
county), and Northern Ireland. © t è Pee igen 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and -Wales,' London (administrative county), are combined. 

|'Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 
i Poliomyelitis . 


Notifications in England,and Wales for the. week ended October 
8 were: poliomyelitis 340 (331), polio-encephalitis 34 (26). ‘ The 
figures for the previous week are.shown in parentheses. The 
high prevalence this year.is being, prolonged beyond the usual 
time. oji ' uy eS 

e following counties reported- multiple cases (polio- 
myelitis and polio-encephalitis togethery: London 52 (44), Bed- 
ford 5 (5), Berkshire 6 (5), Buckingham 2 (2), Cambridge 3 (0), 
Chester 5 (4), Cornwall 2 (8), Devon 3 (1), Dorset 7 (5), Durham 
2 (3), Essex 31 (26), Gloucester 23 (17), Hertford 4 (12), Kent 
26 (19), Lancaster 24 (41), Leicester 4 (2), Lincolnshire, Lindsey 
6 (8), Middlesex 30 (18), Norfolk 4 (4), Northampton 4 (4), 


- Northumberland 6 (0), Nottingham 8 (9), Salop 2 (0), Somerset 


6 (6), Southampton 4 (7), Suffolk East 4 (2), Surrey 9 (9), 
Sussex East 2 (5), Warwick 19 (13), Westmorland ‘2 (0), Wiltshire 
4 (8), Yorks East Riding 2 (3), Yorks North Riding 3 (2), Yorks 
West Riding 50 (38), Glamorgan 7 (6). 


\ 


a on Discussion of Table 


In England and Wales there were increases in the notifications 


of scarlet fever 208, measles 121, acute pneumonia 87, dysentery 
85, and poliomyelitis 63. The only- decreases were in the 


2 Incidence of whooping-cough 105 and diphtheria 16. 


The largest increase in ‘the incidence of scarlet fever was 47 
in Lancashire. A small increase in the notifications of measles 
was recorded in ‘most areas ; ‘in the north-western counties. 
however, a fall of 27 was reported. 

The largest falls in the notifications of whooping-cough were 
Warwickshire 39, Yorkshire West Riding 37, and Lancashire 31. 
A rise was recorded in, the incidence of pneumonia in every 
region’ except in the south-eastern and south-western counties 

The large rise in the incidence of dysentery was contributed 
by Lancashire, where 102 cases were notified (Ince in Maker- 
field U.D! 53, Liverpool C.B. 15, Abram U.D. 10). In London 
the notifications of dysentery rose from 16 to 24 (Hampstead 
18). - There was a large incidence of food-poisoning in Lanca- 
shire 270 (Liverpool C.B. 257); London 92 (St. Marylebone 
67); and Essex 55 (Southend-on-Sea C.B. 20). 

In Scotland increases were recorded in the notifications of 
scarlet fever 39 and of acute primary pneumonia 21. The rise 
in the incidence of scarlet fever occurred in the eastern and 
western areas. A decrease of 10 in the notifications of dysentery 
was recorded in Glasgow. An outbreak of paratyphoid B 
affecting 9 persons was notified in Lanark county. 
` In Eire there were increases in the notifications of “scarlet 
fever 23,,whooping-cough 23, and measles 26, with a decrease 
of 16 in the incidence of diarrhoea and énteritis. The rise in 
the notifications of measles was due to an outbreak of 24 case 
in Waterford C.B. i 

In Northern Ireland an increased incidence was reported for 
whooping-cough 31, scarlet fever 9, and measles 15. The 
largest increases were: whooping-cough; Belfast C.B. 20: 
measles, Co. Down 20; scarlet fever, Belfast C.B. 9. 


German Statistics i 


The Monthly Statistical Bulletin of the Control Commission 
for Germany (British Element) is -to be discontinued in its 
present form. The last issue was that for July, which has just 
been published. Most of-its contents will be continued in 
Wirtschaft -und Statistik (published by Kohlhammer Verlag, 
Stuttgart. ' The articles and reports will be in German 
only, but a glossary will be appended giving translations into 
English of table headings, important footnotes, and explanations. 


Diphtheria in Scotland 


According.to an analysis in the October Health Bulletin 
issued by the Department of Health for Scotland, confirmed 
cases of diphtheria in 1948 numbered 723, and of these 521 
occurred in: persons who had not been immunized. ’ Deaths 
‘in Scotland in 1948 totalled 31, which corresponds to less than 
6% of the deaths in 1941. Of the 31 fatal cases, 29 were 
children who had never ‘been immunized, one was an adult who 
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had not been immunized, and only one ‘was a child who had 
been immunized. Half of:the children: of pre-school age and 
almost three-quarters of the schoo]-children had been protected 
by 1948. A decrease in the number of immunizations was 
recorded in the second half of 1948, the number of inoculations 
being 38,639, compared with 73,761 in ae first half-year and 
46,242 in the second half of 1947.26 


> Week Ending October 8 , 
Notifications of infectious diseases in England and Wales 


' during the week included’: scarlet fever 1,624, whooping-cough 


908, diphtheria 84, measles 926, acute pneumonia 312, cerebro- 
spinal fever 37, acute poliomyelitis 340, acute polio-encephalitis 
34, dysentery 290, paratyphoid Hever 18, typhoid fever 18, food- 
poisoning 121. 


Medical News _ 
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The R.C.0.G. Dinner l ! 
Princess Elizabeth and the Duke -of Edinburgh ‘were the 
principal. guests at the dinner of the Royal College of 


Obstetricians, and Gynaecologists held at the Dorchester on ° 


October 12, when the president, Sir William Gilliatt, was in 
the chair. In proposing the toast of the College, the Duke of. 
Edinburgh said he was doing this on behalf of his wife as well 
as on behalf of himself. The College, he said, had been largely 
instrumental in reducing infantile and maternal mortality. It 
was, he said, the first to be “a*‘Commonwealth college.” He 
congratulated, the president, Sir William Gilliatt; on looking 
after its affairs’ for the last three years: “If, he has looked after 
them in the same capable’ way that he has: ‘looked after my 
affairs I am not surprised your College has flourished.” In 
response Sir William’ Gilliatt voiced what was in the mind of 
everyone in saying that they were proud and‘delighted that their ~ 
Royal Highnesses had graced them with their presence.~ “He~ 
hoped they.felt that the College had made a significant contri- 
bution to the community in looking after the welfare-of mothers 
and infants. His fervent hope was. that the College would 


- press for the continuous improvement: in medica] practice of 


all kinds. Sir William then thanked the officers and all those 
on the council and committees for their good work. In greet- 
ing. Professor Hilda Lloyd as his successor he observed’ that 
they were the first Royal College. to elect a woman as president. , 
Mr. J. A. Stallworthy in a highly felicitous speech proposed the 
health of the guests. Sir Bennett Hance and Mr. eon 
Keynes le, replied. ` 


Cai 


~ k 


‘The British: Postgraduate Medical Federation. (University. 
of London) is offering a limited number of travelling fellow-' 
ships, tenable for’one year, to registered medical practitioners 
who are ‘training as specialists in one of the: preclinical or 


clinical, branches of medicine or surgery at one of the medical 


schools or teaching hospitals of the University of London. 
Further information about these fellowships will be found in 
the advertisement columns at p. 34. 


Chelsea Clinical Society 

The first dinner meeting of. the fifty-t third session was < Keld on 
October 11 at the South Kensington Hotel, with the president, 
Dr. Maurice Bewley, in the chair. An interesting discussion on 


' hormones was opened by Dr. ‘P. M. F. Bishop and continued 


- 


2 Dr. Raymond Greene, ° 


Road Accidents 


Discussing physical disabilities and alcoholism in relation 
to road accidents at the: Congress, of the-Royal Society for the 
Prevention of Accidents on October: 5, Dr. J. A. Gorsky said 
that the field was comparatively unexplored. There was an 
urgent need fom furthervinvestigation into the‘problems of visual 


„defects ;and: accident prgneness as causative,,factors in road 


accidents. The danger oF alcoholi to‘ drivers was: becoming 
i wp . % 
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recognized and appreciated by. the responsible majority of 
motorists, but more needed to be done by way of propaganda 
and public relations. 
fatal road accidents the. Ministry of Transport did not adopt 
the same procedure as the Ministry of Labour, which sends 
one of its, factory inspectors to attend the coroner’s inquest 
when there has been a fatal industrial accident. 
nécessary to make tests for driving licences more stringent. 
That would mean a sacrifice of freedom. Most people who 


thought clearly about the problem had recognized the ‘point, : 


but it meant an enormous change of attitude and outlook. 


History of War . C : 
' The lines on which the official medical historjes of. the last 
war are being prepared were described in the Medical Journal 


_ of Australia of June 18 (p. 818) by Mr. W. F. Mellor, secretary 


of the United Kingdom Official Medical: History of the War. 
In Britain:as early as March, 1941, an editorial board was set 
up under’the chairmanship of the Rt. Hon. R. A. Butler, M.P., 
then President of the Board of Education, with Sir ‘Arthur 
MacNalty as Editor-in-Chief. 


of the same year. Subsequently, Sir Cyril Flower, ‘Deputy 


„Keeper of the Public Records, succeeded to the chair of the 


board. Similar work was started in the Commonwealth and 


the U.S.A. The medical history will be divided into three- 
(1) Evolution and, development of the admin- , 


main sections: 
istrative services to meet war conditions ; 
of the campaigns ; 
and surgery. There will also be sections on medical research 
and statistics. A number, of the histories were already in 
preparation when the war ended in 1945. A conference of 
Commonwealth medical historians to’ study the possibilities of 
collaboration was therefore held in London in January, 1946, 


(2) the medical aspects 


and as a result a liaison committee was established. This ` 
comimittee last met at Canberra on October 3-8 and discussed. 


in-particular the campaign in the Near and Far East, as’ well 
as the progress made in those theatres in'the prevention and 


“treatment of tropical diseases. 


Memorial to Dr. John Snow Ai 

A tablet commemorating Dr. John Snow’s sestendé at 18, 
Sackville Street, ‘London, W.1, was affixed to this house on 
October 18. The tablet ts inscribed . “John Snow (1813-1858), 
physician - ‘and specialist anaesthetist, who discovered that 
cholera is water-borne, lived here.” It was John Snow who 
administered chloroform to H.M. Queen Victoria on April 7, 


1853, at the birth of ‘the Prince Leopold. His work on cholera © 


overshadowed his fame as a pioneer anaesthetist. 


Exploring Norway 


t 


He was astonished that in the case of ` 


It might be ` 


The board first met in July ` 


and (3) the advances in clinical medicine ` 


The British Schools Exploring Society is arranging.an expedi- 


tion to Northern Norway from Auguist 2 to September 15, 1950, 
and invites applications for the posts of honorary physician 
‘and’ honorary surgeon. The cost to each member of the party 
will be £110, plus £12 for pérsonal equipment. Applicants 
should write as soon as possible to the assistant secretary of 
the society, c/o Royal Empire Society, Northumberland Avenue, 
London, W.C.2, suggesting a day when they could comé to 
London for an interview. 


” 


Princess Tsahai Memorial Hospital ` 
| «A’ bazaar will be held at the Kingsway. Hall, London, W.C.2, 


iz 
ọn December 1 from 3 p.m. to 7 p.m. and on December 2 


from 11 a.m. in aid of the Princess Tsahai Memorial Hospital. 
Funds are still urgently needed to complete the hospital, and 
cheques and postal orders will be gratefully received by the 
honorary treasurers, 
Messrs. Gould and Prideaux, 88, Bishopsgate, London, E.C.2. 


Gifts for the bazaar and offers to help should be sent to the - 


honorary secrefary, Miss E. Sylvia Pankhurst, 3, Charteris 
Road, Woodford, Essex. ~ 


Carnegie United Kingdom Trust 


Mr. J. Murray Black, surgeon to Dunfermline and West: 
Hospital], was glectedZa > ‘lifé~trustecz of the amgpie Unis 
Kingdom TrustSin March this year:= 


t “iQ 


- 


Lord Horder and Lord Amulree, c/o- 
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Milk Foods | | 
Proprietary infant milk foods. and National Dried Milk are 
now ‘available as -an' alternative to liquid milk: for children 


up to 2 years of age instead of 1 year... Anyone wanting 


to obtain permission to buy these, preparations for a child 
between the ages of 1 and 2 should take “or send the child’s 
ration book to the local food office. i 


COMING EVENTS. a 


Honyman Gillespie Lectures n US 


~ 


University College Hospital Medical School ` =~ 


son, on “The Function of the Epileptic Colony”; 
Joseph Schorstein; on “ Head, Injuries.” 


` A series of Honyman’ Gillespie Lectures has been arranged 
in association with the Edinburgh postgraduate courses -to take 


place ‘during the autumn term-in the anatomy theatre, Univer: ` 


sity New .Buildings, Teviot Place. Edinburgh, on Thursdays: 
at 5 p.m. The first lecture on “ Regional Ileitis’’ was delivered 
by Mr. James S: Jeffrey on October 20, and the series ‘will end 


_on December 1. , Details will be published under “ Sodieties 


and Lectures” in the Journal week by week. The lectures are 
open to all graduates and senior students. 


Torquay Medical Society s, i = 4 

- The following lectures will be ‘given.at the meetings of the 
Torquay and District Medical Society at Torbay Hospital : 
“Common Gynaecological Lesions and their Diagnosis,” by 


Mr. H.-J. Drew Smythe, October 27 at 8.30 p.m. ; “ Headache,” 
by Dr. Anthony Feiling, November 24 at 8.30 p.m.; “The 


Purchase, January 12,’1950, at 8.30 p.m.; “ Modern , Clinical 
Endocrinology,” by Dr. S. -L. Simpson, ‘February 9, 1950, at 
8.30 p.m.; “Some Recent: Advances in Paediatrics” by 
Dr. Wilfred Sheldon, March 9, 1950; at 8.30 p.m.; and “ Dis- 
eases of the Rectum and Anus and their Treatment,” by Mr. R. 
Marnham, March, 23, 1950, at. 8.30 p.m. 


td 


The annual dinner of past and. present students (men and 


,Coroner and the Modern Medical Profession,” by Mr. Bentley | 


women) of University College Hospital Medical School will, 


be held at Savoy Hotel, Strand, W.C., on Friday, October 28, 
at 7.30 for 8 p.m., when the chair will be taken by Mr. John 


B. Hunter. Applications for. tickets (£1' 7s. 6d. each), accom- 


panied by remittance, should be made to’ the dinner secretary. 
University College Hospital Medical School, University Street, 
London, W.C.1. On Thursday and Friday, October 27 and 28, 
there will be~lectures and demonstrations for old stucents.at 
the medical school from 10.30 a.m. to 5 p.m., and on Friday, 
October 28, at 5 p.m. the annual general meeting of the Old 
Students’ Club, will be held in the Medical Society’s rooms in 


.the Medical School. 


Royal Dental Hospital of London : 

A dinner.of past and present students of the Royal Dental 
Hospital of London will be held at the Savoy Hotel, London, 
W.C., on Saturday, October 29, at 7 for 7.30 p.m., when 
Professor E. C. Sprawson, will preside. 
“ At Home ” will: be held at the hospital, 32, Leicester Square, 
W.C., at 3 p.m. the same day, when cases of clinical interest 
illustrating the scope oft the work undertaken by the hospital 


The annual clinical ` 


will be shown and the various departments of the hospital and 


school will be open for‘inspection. At 12.30 p.m. Dr. Lilian 
Lindsay will formally open the Stobie Memorial Library. | 


_ 


Organic Nervous Disease ; , 
. The Committee on the Welfare of the Disabled of th 
Scottish Council of Social, Service has arranged for a 
conference- to be held on “The Disability of - Organic 
Nervous Disease” at the Lesser City: Hall, Perth, on 
November 4-5. There will be delegates representing the 
education, health, and welfare committees of local authori- 


ties and of voluntary - organizations. ‘The. speakers .include . 
Dr. G. W. Ireland. on, “The. Problems of Nervous Disease’ 


from the Point-of View ofa General Practitioner ” ; Dr, John B. 
Gaylor, on “ The Nature of Epilépsy ? ; Dr. J. Romanés David- 
and Mr. 
Further information 
may be obtained-from the Scottish Council of Social Service, 


10, Alva Street, Edinburgh. — - 


ES 


i 


+ 


é 


 GLaSGow University: Dep 


Lighting in Hospitals | , 

A paper on “ Specialized and General Lighting in Hospitals ” 
by Mr. M. W. Pierce and Mr. D. J. Reed will be read at a 
meeting of the Illuminating Engineering Society on November 8 
at 6'p.m, The meeting starts at 5.15 p.m. and will be held at 
the Lighting Service Bureau, .2; Savoy Hill, London, W.C.2. 
Particulars may be obtained from the society at 32, Victoria 
Street, London, S.W.1. =- ” i : 


’ 


SOCIETIES AND LECTURES ; 


. Friday. 

BRITISH INSTITUTE OF RADIOLOGY.—At Reid-Knox-Hall, 32, Welbech 
Street, London, W., October 21, 5 p.m., Meeting of medica! 
members; 6.30 p.m., “ Standardization of Radioactive Isotopes.” 
Speakers: L. H. Gray, Ph.D., J. L. Putman, M.A., and W. K. 
Sinclair, M.Sc. a 

MAIDA VALE HOSPITAL FoR Nervous DISEASES MEDICAL SCHOOL. 
Maida Vale, London, W.—Octóber 21, 5 p.m., clinical demonstra- 
tion by Dr. A. Feiling.’ : 
MEDICAL’ WOMEN’S FEDERATION.—At City Hall, Cardiff, October 21. 

apm, annual general meeting; 8.30 p.m., at National Museum of 
ales, -reception by Cardiff Division of B.M.A. 


. Muppiesex County MepicaL Society.—At Hillingdon Hospital 


Uxbridge, October 21, 3 p.m., demonstration of radiographs and 
pathological specimens; 3.15 p.m., business meeting, followed by 
paper on “ Respiratory Patterns during Surgery and Anaesthesia,” 
by Dr. H. J. V. Morton; 5 p.m., “ Diagnosis in Cases of Jaundice,” 
by Dr. A. R. Harrison. ‘A discussion will follow each paper. 


; Case _ Monday : 

MEDICAL SocieTY of London, 11, Chandos Street, Cavendish Square 

- ‘London, W.—October 24:'8.30 p.m., Discussion: “ Deafness,” to 
be introduced’ by Messrs. T. E. Cawthorne and I. G. Robin. 

UNIVERSITY COLLEGE, Gower Street, London, ‘W.C.—October 24. 
4.45 p.m., “ Technique and Applications of Tissue Culture,” by 
Dr. Charity Waymouth. ! ! 

Tuesday 

‘BARROW. AND Furness CLINICAL SocieryY.—At Orthopaedic Clinic. 
North Lonsdale Hospital, October 25, 8 p.m.,, first meeting of 
season. i ; l 

BRISTOL UNIVERSITY.—At Large Physics Lecture Theatre (Royal 
Fort), October 25, 8.15 p.m., “The Use of Tracer Elements in 
Biology and Medicine,” 38th Long Fox Memorial Lecture by 
Professor J. E. Harris. 

EDINBURGH POSTGRADUATE BoarD FoR MeEpicine.—At University 

` New Buildings (Anatomy Lecture Theatre), Edinburgh, October 25. 

. 2 p.m, “New Orientations in Epilepsy,’ by Dr. Denis. J. 
Williams. 

EUGENICS SocieTy.—At 26, Portland Place, London, W., October 25. 
5 p.m., “ Intelligence and Fertility: An Investigation of Scottish 
Children,’ by Sir Godfrey Thomson, D.C.L., Ph.D., D.Sc. All 

__ interested are invited to attend. 

INSTITUTE OF, DERMATOLOGY, 5, Lisle Street, Leicester Square. 
London, W.C.—October 25, 5 p.m., “ Histopathology of the Skin,” 
by Dr. I. Muende. , 

INSTITUTE, OF OBSTETRICS AND GYNAECOLOGY:—At Postgraduate 
Medical School of London, Ducane Road, W., October 25, (it 
2 p.m., “The Problems: of Mammary Carcinoma in Pregnancy,” 
by Mr. A. Lawrence Abel; (2):3 p.m., “ Anaemia in Pregnancy,” 
by Professor L. S. P. Davidson. . 


LonDon UNIversity.—At St. Mary’s Hospital Medical School. 
Norfolk Place, Paddington, London,, W., October 25. 5 p.m 
“ Recent’ Studies in the Physiology and Pharmacology of the 
Cerebral Circulation,” 
Pennsylvania). 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.~October 25, 5 p.m., “ The Development a the 
Mammary Gland,” Arris and Gale Lecture by Mr. E. S. R. 

ughes. : 


Wednesday: 


26, 8 p.m., 
Thomson. 
INSTITUTE OF ORSTETRICS AND GyYNAECOLOGY.—At Chelsea Hospital 
‘ for Women, Dovehouse Street, London, S.W., October 26, (1) 
11 a.m., “ Vaginal Hysterectomy, Indications and Technique,” by 
_ Mr. C. M. Gwillim: (2) 12 noon, “Oestrogens,” by Professor E. C, 
Dodds, F.R.S. > 
ROYAL INSTITUTE OF PurLIC HEALTH AND HYGIENE, 28, Portland 
Place, London, W.—October 26, 3.30 p.m., “Some Popular 
Fallacies Regarding Human Nutrition.” by Dr, H. E. Magee. 
ROYAL, SANITARY INSTITUTE, 90, Buckingham’ Palace Road, London, 
S.W.—October 26, 2.30'p.m.. “ The Common Cold.” discussion to 


be opened by Dr. W. H. Bradley (Ministry of Health). . 


SOCIAL ‘PSYCHOTHERAPY CENTRE, 7,’Fellows Road. London. N.W.— 
October 26, 5 p.m:, “ The History of Social Psvchiatry and Group 
Psychotherapy and the Principles of Social Psychiatry,” by .Dr. 
J oshua Bierer. i f i l ' 


r 


, 
A 


by Professor C., F. Schmidt (University of 


ARTMENT OF OPHTHALMOLOGY. —October _ 
“ Gyrate Atrophy of. the Choroid,” by Dr. A. Wright 


/ 
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SOCIETY OF CHEMICAL ETAN —Joint E of Nutrition Panel 
and .Agriculture Group at Chemical Society’s rooms, Burlington 
House, 'Piccadilly, London, W., October 26, 6.15 p.m., “ Genetic 
Factors Affecting the Nutritional Value: of Animal Products,’ by 
Dr. J. Hammond; “ Genetic Factors Affecting the Nutritional 
Value of Crops,” by Mr. Ri H. Richens. | 

f 
Thursday - ' 

HONYMAN ' GILLESPIE ,LECTURE.—At Anatomy Theatre, University 
New Buildings, Teviot Place, Edinburgh, October 27, 5 pm, 
“ Diastole,” by Dr. Bruce Williamson. : 

INSTITUTE OF URoLoGy.—-At Royal College of: Surgeons of England, 
Lincoln’s Inn Fields,- -London, W.C., October 27, 5 p.m.,-“ Bone 
Syphilis,” by Mr. A. E. W. McLachlan. 

Mepico-LeaaL_ Socigty.—At 26, Portland’ Place, London, W., 
` October 27, 8. 15 p .m., “ The Use of Scientific Research in Medico- 
. legal Practice,” Presidential address by Dame Louise Mcllroy. 

Sr. GeorGe’s Hospital Mepicat- ScuooL, -Hyde Park Corner, 

_ London, Some a 27, 4.30 p.m., lecture-demonstration: 
s5 Psychiatry,” by Dr. . Curran 


_ TORQUAY AND DISTRICT PE Socrety.—At Torbay Hospital, 


October 27, 8.30 p.m., “Common .Gynaecological Lesions and 
their Diagnosis,” by Mr. H. J. Drew Smythe. ~ 
i A S uA ia 
Friday — : 


-KENT AND‘ CANTERBURY HOSPITAL, . Canterbury —October 28, 8 p.m., 


clinical meeting. 


LONDON UNIVERSITY.—At Westminster Medical School (Meyerstein 
Lecture Theatre), Horseferry ‘Road, London, S.W., October 28, 
5.30 p.m., “ The, Indispensability of Biologically Labile Methyl 
. Groups in the Diet and Transmethvlation,” by Professor V. du 
Vigneaud (Cornell University Medical College). 

Marpa VaLe HospiraAL FOR Nervous Diseases MEDICAL SCHOOL, 
Maida Vale, London, W.—October 28, 5 p.m., clinical demonstra- 
tion by Dr. S. Nevin. 

MEDICAL SOCIETY FOR THE STUDY OF VENEREAL Diseases, 11, 
Chandos Street. London, W.—October 28, 8 p.m., “ Is. Treatment 
Before Diagnosis on Suspicion of. Venereal Disease Advantageous 
to (a) the Patient, (b) the Public Health ? ” discussion to be opened 
by Colonel L. W: Harrison. 

ROYAL INSTITUTE OF PHILOSOPHY, 14, Gordon Square, London, W.C. 
—October 28, 5.15.p.m., “ Russell's: Neutral Monism,” by Professor 
H. H. Price. ` 

RoyaL MEDICAL: Society, 7, Melbourne Place, Edinburgh.—October 

8, 8 p.m., “ The Dawn of Tropical Medicine (The Life and Work 

- of "Sir Patrick Manson),” by Sir Philip Manson-Bahr. 

UNIVERSITY COLLEGE, Gower Street, London, W.C.—October 28, 


5 p.m., “T ransmission of Excitation in Nerve and “M uscle,” by 
Dr. Bernhard Katz. 


_ BIRTHS, MARRIAGES, 


' f BIRTHS 


John.—On October 6. 1949, at 2, Chessel Avenue, Southampton, to Gene (née 
Sinton) and Dr. Alan Oakley ‘John, a sister for Marilyn and Elisabeth— 
Alison Ruth. 

Kerr.—On October 9, 1949, at Aylesbury, 
J. G. Kerr, M.Ch.(Orth.), a son. 


` 


AND DEATHS E 


to Mary (née Talbot), wife of 


MARRIAGES A te 


Critchley—-Watson.—On October 1, 
Yorks, ‘James Michael Aliis Critchley, 
Watson. M.B, Ch.B: 

Dayvies—Stuart, —On September 13, 
David M. Davies, M.B., B Ch., 


M.B., Ch.B., to Isobel “Vernon 
1949, aie Blackfriars Church, Glasgow. 
to Marie Stuart. 


oo: DEATHS . ‘ 

Inglis—On October 12, 1949, at Falkirk Royal Infirmary, James _Charles 
Inglis, M.B., Ch.B. 

James.—On' October 13, 1949. -at the National Hospital, 
don, W C., Richard Gostwycke James, O.B.E., 
Kingham. Norwich, Norfolk. 

Kaye.—On Octover 2, 1949, at Boscombe Hospital, Ernest Gentes Kaye, 

" M.B., B.S., of 40. Princess Road, Bournemouth West, aged 76. 

Kyle.—On October 8. 1949, at St. George’s Hospital. James Kyle, M.R.C.S., 
L.R.C.P.. Air .Commodore, R.A.F. Medical Branch, Ret., of Brendon, 
Wendover, Buckse. ' 

La Frenals.—On October 2, 1949, Joseph Everett La Frenais, L.R.C.P.&S.Ed., 
L.R.F.P.S.. of Towe: House, Runcorn, Cheshire. 

Lanyon ——On October 4, 1949, at Penzance, Edgar Temple Lanyon, M.R.C.S., 
L.R.C.P.. of 49. ‚„U'let Road, Liverpool. 

Lew:s.—On October 3, 1949, suddenly, at Great Ormond Street. London, W.C., 
Jonathan Nicholas Lewis; aged 1 year 6 months, very dear son of Drs. 
Charles and Evelyn Lewis, of 28, Michelham ; Gardens, Twickenham, 
, Middlesex, 

MacInnes.—On ai 9, 1949, at pias villa; Broadford, Skye, Alexander 
MacInnes. M.B., 

Masson., —On Ochs | rh 1949, at 33. Kaimes Road. Corstorphine, Edinbureh, 
James Marton. M.B., Ch.B., F.R.C.S.Ed.. Lieutenant-Colonel I.M.S., Ret. 

Mitlnc.—-On September 29, 1949, at Aldeburgh, Suffolk, Robert Milne, M.S., 
F.R C S., Surgeor Rear-Admiral R.N., of 75, Portland Piace, London, W. 

Raban.—On October 2, 1949, at Bristol General Hospital, John Pridmore 
Raban, M.R.C.S.. L.R.C.P., D. ʻE. 

Wilkes.—On Octc ber 8, ‘1949, at Folkestone, ' Ernest Alfred Freear Wilkes, 
‘M.R C.S., L.R C.P.. DP.H., of 2, Clare Lawn Avenue, East Sheen, 
London, S W : 

Wilscn.—On October 6, 1949, at 35, Park Place, Elie, Fife, John Johnstone 
Wilson, M.D., F.R.C.P.Ed., formeriy of Anstruther, Fife, aged 81. 


Queen Square, Lon- 
M.R. C. S., L. R. C.P., of 


1949, at St. Paul’s Church, Birkenshaw, 
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Any Questions ? 








a 


Correspondents should give their names and addresses (not for : 


publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of géneral interest. 


Copra’ Bug 


Q.—From time to time I am called upon to treat dockers- 
suffering from alleged bites by an insect known as the “copra 
bug,” which infests cargoes of -copra. I should be glad of 
information about the nature of this insect, and of advice 
about prophylactic measures. The best solution would be 


treatment of the cargo with an insecticide which would not . 


impair the edibility of the oil subsequently expressed from the 


copra, , but, failing this, is there any local application ‘which - 


could be used on the dockers’ skin? 0 


A.—The ‘ ‘copra bug” is a species ‘of mite, Tyrophagus 
castellani. This mite occurs fairly commonly among stored 
food with a relatively high fat and- protein content, such as 
linseed, dried egg, nuts, cheese, herring meal; and copra: Skin 


‘irritation is caused to, people handling: infested foodstuffs, 


possibly by the excretory products as .well as by the’ mites 


` themselves, for material containing lage numbers of dead 


- preparations are available. 


mites is said to cause the same symptyms. The easiest way 
to deal with complaints of irritation from: this mite is to intro- 
duce a repellent to be rubbed on the skin of persons coming 
in contact with it. Undiluted dimethyl phthalate can be used, 
or a preparation containing 30 to 40% of it; several such, 
A small quantity of the repellent 
should be rubbed over the skin of the hands, arms, etc., of 
the workmen each morning. 


es Cancer of Cervix Uteri 
Q.—Is it ever necessary or advisable to repeat treatment with 
radium for cancer of the cervix? | A woman of.36, a multipara, 


with a carcinoma proved at biopsy, has been given three radium 
exposures of 1,800, 2,000, and 1,875 units (total. 5,675 units) 


_fdéllowed by 12 deep x-ray irradiations at one,to two days’. 


intervals. The bleeding stopped after the first exposure to 
radium. Severe ‘excruciating pain radiating down the left thigh 
and the coccygeal region occurred after the second radium 


„exposure and persisted till a month ago, when an ulcer covered 


_ by offensive slough was detected at the site of the cancer. The. 


surrounding area was hard and tender. A course of penicillin 
injections was then started, and this relieved the pain. Every 
evening there is tingling or mild pain in the lower abdomen or 
left thigh. The ulcer is clean but not healed, and the surround- 
ing area.is somewhat hard. Local penicillin ointment is being 
continued. ' There is no glandular enlargement or metastasis. 
Could you- advise mé on the next steps to be taken? 
is’ the latest treatment of this, type of cancer ? o 


À. — This question is in three parts. The first is a general 
question on the need for or advisability of repeated treatment 
with radium for cancer of the cervix. Only in a very few cases 
of cancer of the cervix specially selected on their merits would 
irradiation with radium be justifiable. In general, subsequent 


irradiation of the cervix following a full course of irradiation. 


by radium or by radium and x rays will’ do nothing but harm. 

The second part of the question is concerned with an indi- 
vidual patient: The information given does not include' details | 
of the time between the radium exposures or the size, arrange; 
ment, or dosage of the x-ray fields or the quality of the x-ray 
radiation used. If the. treatment was of the type fre- 
quently used, it would seem that the initia] course was reason- 
ably’ adequate or even possibly a little excessive. It appears 
likely that there is some infection in the left pelvis, the situation 
of the pain suggesting that this might haye been in.a lymph 
node in the pelvic wall. The presence of an ulcer at the site: 
of the cancer does not necessarily indicate-a recurrence; this 
might be a radio-necrotic ulcer to which infection could have 


s 
' 
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been a contributory cause. It would be advisable to make sure 
that the ulcer is free from Gram-negative organisms before using 
penicillin ointment.’ In spite of the absence on examination of 
evidence of glandular enlargement or metastasis, the pain of 


which the patient complains suggests some irritation of the - 


“upper lumbar nerve distribution on.the left side. As regards 
treatment, the following is suggested. -Biopsy of the ulcer 
should be: performed and local treatment. with sulphonamides 
and penicillin, continued. If the ulcer i is malignant, hysterectomy 
should be carried out ‘if. possible, at which the glands can be 
inspected and localized ; these might subsequently be irradiated. 
A Wertheim hysterectomy in skilled hands would be prefer- 
‘able. If hysterectomy is contraindicated, then local treatment 
by diathermy coagulation should: be given, ‘followed -by local 
removal of the cervix if healing does not seem to be well 
advanced in two ‘months. If the ulcer is benign, local treatment 
with sulphonamides and penicillin supplemented by hypertonic 
saline douches should be continued. Coagulation diathermy of 
the ulcer could be tried, but not until at least three months 
have elapsed. 


To the third part of the- question—What is the latest treat- ` 


ment for this type of, cancer ?—the answer is, Very extensive 
‘surgery, according to the clinical Stage, or radium and x-ray 
treatment combined ; though different practitioners would prob- 
ably give different answers. The best published results are 


from, the Marie Curie Hospital, London, and the Fondation: 


Curie’ Hospi Paris, both radiotherapeutic institutions. 


l a ! So ectéd Food-põisoning we 
Q.—During ihe summer, there have been numerous aed 
attacks of sickness and diarrhoea which have cleared up in a 
few days with simple treatment. These attacks are probably 
-due to something the patients have eaten. Should these cases 
be notified, and, if so, under what heading ? so 


`~ A.—If it is suspected that cases of sickness and diarrhoea are 
due to food inherently non-poisonous but to which has been 
added, or in which has developed, a toxic substance (chemical 
or bacterial) or a growth of pathogenic bacteria, such cases 
should be notified as food-poisoning under Section 17 of the 
Food and „Drugs Act, 1938. The main purpose-of this section 
òf the Act is. to ensure.that the local medical officer of health 
is informed of outbreaks of illness occurring in his district and 
believed to have been caused by food: The Act did not give 
any definition of the term “ food-poisoning,” but the matter is 
dealt with in the Ministry of Health Memorandum on Food 
Poisoning, No. 188/Med. (revised 1949), from which it is clear 
that cases in which food. causes an infectious disease other- 
wise statutorily notifiable as such—for example, typhoid fever, 
scarlet fever, and dysentery—should not be ‘notified as food- 
poisoning. It is , evident, ' however, that. there would be no 
reflection on a doctor who, on clinical grounds, notifies as food- 
poisoning a case. in which the final diagnosis after investigation 
proves to be dysentery. The medical officer of ‘Health can, 


with the. consent of the doctor concerned, correct such; provi- | 
sional notifications in the quarterly return made to the Registrar- 


General. Illness due to individual idiosyncrasy to certain foods 
—that is, to allergy~or hypersensitivity—and to the consumption 
of foods inherently poisonous—for example, toxic fungi mis- 
taken for.mushrooms—should not be notified ds food-poisoning. 


Interpretation of Dreams a 


a“ 

Q. Con you explain wity the manifest dream is sometimes, 
if not always, so fantastically different from the thoughts or 
feelings which have given rise to it? 
a dream last night; Associations came easily and: soon the 
underlying causes seemed clear. But for a long time I lay 
awake wondering why it had been mecessary to wrap them up 
so elaborately. 


has 


l 

A.—There ` are several theories ofthe interpretation of 
dreams, but in the writer’s opinion, the dream is always the 
product of an unresolved problem, which, because, we cannot 


.solvé it, we repress so that it becomes unconscious (which, 


indeed, is the next best thing to do if. we cannot solve it, so 
that we may get on with the business of life). But the problem 


$ antrostomy opening. 


‘I was woken by such ' 


nevertheless remains, and refuses to be repressed, being insistent 
that its claims should be attendéd to. Therefore what we 
refuse to acknowledge in waking life emerges as a dream, 
which forces, us to: face ‘a problem we are refusing ’ to face. 
But also because we refuse to allow the problem in conscious- 
ness it must appear in disguised forms. Sometimes it does this 
by symbols which are less direct than the- ‘unpleasant facts 
themselves. Sometimes we draw upon earlier experiences of 
‘the same ‘nature, having the same emotion, exemplifying the 
same type of experience, or illustrative of the same problem. 
So bits of past experiences, apparently irrelevant and illogical, 
but always associated with the problem, appear in the dreams. 
In other cases the problem is put in a more acceptable light, 
such as when feelings of rage appear as righteous indignation, 
or feelings of humiliation are transformed into bumiliating 
others. Indeed, it does not seem to matter a great deal how 


the problem or emotion comes out so long as it is released and’ 


the unpleasant problem is brought to mind. Freud has dealt 
with many of the causes of such “dream distortion” in his 
Interpretation of Dreams.'' 

In brief, distortion is due‘to our refusal to face the-problem 
as ‘such, so that other relevant material illustrative of the prob- 
lem or in some way- associated with it is drawn upon to serve 
the purpose of forcing its attention on a reluctant mind for 
solution. It is all these symbols, scraps of' experiences, trans- 
formations, and substitutions which give to the dream its bizarre 
nature ; and it is only by investigating each item that we can 
fit them, like a Jigsaw, into a peaseneule pattern. 


\ E 


Ott NOTES AND. COMMENTS 


Antiseptics for Minor Dressings -—Mr. Jonn ROBERTS (Bangor, 
Caernarvonshire) writes: I would like to support Dr. Rupert Palmer 
(October 1, p. 768) in his spirited defence of mercury perchloride. 
Without doubtiit is'one of our most valuable, efficient, and inexpen- 
Sive antiseptics, with the great advantage of being lethal to the 


t 


- majority of pathogenic organisms, which cannot be claimed for some 


of the modern and selective biochemical products. There are 
theoretical disadvantages to this chemical in that it is highly toxic 
parenterally and it coagulates tissue albumins, etc., but these objec- 
tions come from laboratory workers and others out of touch with 
daily clinical work in which the drug is used as a surface application. 
It may be that- it has come under suspicion’ because of occasional 
harmful results from mercurial diuretics or from occasional cases of 
chronic poisoning in pink disease and-in finger-print workers using 
the material habitually, but this is no reason for condemning such 
a useful and potent antiseptic. 

-A 1 in 4,000 solution of mercury perchloride in warm water is 
invaluable as an irrigating lotion in cases of middle-ear suppuration, 
and if the tympanic membrane is intact a 1 in 2,000 solution can 
safely and most efficiently be used for external otitis (including the 
fungoid infections). ' I have used the weaker solution with much 
success for washing out the odd case of persistently dirty maxillary 
antrum (a few with gross fungus infection), but only through an 
Idiosyncrasy has: been extremely rare in my 
experience, and this is in agreement with Dr. Palmer’s remarks. 

For surgery or hospital use mercury perchloride is available in 
the small, readily soluble 1.75-gr. (50-mg.) tablet, coloured blue, and 
one of these dissolved in 4 oz. (114 ml.) of water gives alin! ,000 


, solution. One tablet in 16 oz. (454 ml.) of warm water is correct for 


middle-ear suppuration. These tablets are of course intensely 
Poisonous by mouth, and the 1 in 1,000 solution (coloured blue) for 
appropriate dilution should be used for dispensing, with all due 
precautions. I am aware of the claims of the new organic mercurials 
(phenyl mercuric acetate, nitrate, chloride, etc.), but so far I have 
been quite satisfied with ‘the older chemical. 
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HARVEIAN ORATION DELIVERED BEFORE THE ROY AL COLLEGE OF PHYSICIANS 


"e A ; ON OCTOBER 18, 1949 ` 


t 


GEOFFREY MARSHALL, M.D.Lond., F.R.C.P. 


Consulting Physician to Guy’s Hospital ; 


My Lord President and Fellows, F 
I have to thank you for the great honour which is mine 


in being entrusted with the delivery of the annual Oration, 
the two hundred and thirtieth to be given since the series 


was’ instituted by William Harvey’s gift to the College in . 


1656. As you know, he directed that the Oration should 
: be made in Latin, and should include a commemoration of 
all the Benefactors of the said College by name. With the 
passage of nearly three hundred years, good and practical 
reasons have been found for disobeying the strict letter of 
the terms of the Gift. I should add little to the dignity 
of this Collége if I attempted to address you in- Latin, 
and I should like to pay tribute to the magnanimity of 
Dr. Alexander Sutherland, who, -while giving the Oration 
in Latin-in 1863, suggested that his successors might be 
allowed to address the College in English: 


” 


~~ 


-4 
Benefactors - 


It is, no longer the custom to commemorate all the 
Benefactors of the College by name and to record par- 
ticulars of their benefactions, for:the honourable reason 
that the list has become too long. I have pleasure, how- 
ever, In recording a very recent benefaction, most appro- 
priate to be commemorated in this Address. It is that of 
Dr. Ernest Christison Carter, who, being the senior member 
of this College, has presented the sum of one thousand 
` pounds “sto the end that friendship between members of 
the College may be continued and’ maintained, for the 
entertainment of distinguished guests from other countries, 
and if the Treasurer laid down some Port, that the health 
of the Senior Member should be drunk at one of the 
College Dinners.” - 

. William Harvey 


Harvey bids us to search and study out the secrets of 
Nature by way of experiment ; and also, for the honour of 
the profession, to continue in mutual love and affection 
among ourselves. 

In these things Harvey was the great exemplar. When 
he was appointed Lumleian lecturer on anatomy in this 
College in 1615, there had been no notable advance in 
medicine for a thousand years. Fòr political reasons the 
subject was confined within the orderly system formulated 
by Galen, and study consisted largely of disputation on the 
applications of this authoritarian creed. Unorthodoxy was 
punished by the civil power, as is happening’ now in a 
great territory governed by a union of republics. 


\ 


Physician to Brompton Hospital for Diseases of the Chest ~ 


A sidelight on Harvey’s independence of mind and prefer- 
ence for personal observation is afforded by his discussion 
of the escape of the chick from the egg. First he quotes 
Hippocrates and his own teacher Fabricius of Padua. The 
latter had written: 


“ The chick wants ‘air sooner than food, for it has! still some 
store of nourishment within it; in which case the chick by 
his chirping’ gives a sign to his mother of the necessity of 


breaking the shell, which he himself cannot accomplish by. 
reason of the hardness of the shell and the softness of his‘ 


beak. The chick, nevertheless, is already so strong, and the 
cavity in the egg so ample, and the air contained within it so 
abundant, that the breathing becomes free and the creature can 
emit the sounds that are proper to it. These can be readily 
heard by a bystander, and were recognized by both Pliny and 
Aristotle, and perchance have something of a petition in their 
tone. For the hen, hearing the chirping of the chick within 

. she breaks the shell. The chirping of the chick is conse- 
quently the first and principal indication of the creature desir- 
ing to make its escape and of its requiring air. This the hen 
perceives so nicely, that if she hears the chirping to be low 
and internal, she straightway turns the egg over with her feet, 
that she may „break the shell at the place whence the voice 
proceeds without detriment to the chick.” 


Harvey comments, “ All this is stated pleasantly and well 
by Fabricius ; but there is nothing of solid reason in the 
tale. I have found by experience that it is the chick himself 
and not the hen that breaks open the shell. I have further 
seen the chick raise up the top of the shell upon his head 
and remove it.” So Harvey demolished an ancient fallacy 
by the simple method of observation ; but he did it with 
gentle urbanity, a quality which we find in the exposition 
of his great discovery of the circulation of the blood. He 
deprecates harsh criticism of opponents in a field in which, 
as he says, “all have laboured well.” His courtesy to 
opponents and his good humour were proof against many 
provocations. Physician to King Charles I, he received 
friendship and aid in his researches from his royal patient. 
While attending the King at Nottingham on the outbreak 
af the Civil: War Harvey’s lodgings in London were entered 
by a mob of citizen-soldiers. He writes: 

“This is the cause of my sorrow: Whilst in attendance on 
the King during our late troubles and more than civil wars, not 
only with the permission but by the command of Parliament, 
certain rapacious hands not only stripped my house of all its 


- furniture, but what is a subject of far greater regret to me, my 


enemies abstracted from my museum the fruits of many years 
of toil. Whence it has come to pass that many observations, 
4634 
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particularly on~the generation of insects, have perished with — 


detriment, I venture to say, ‘to the republic of letters.” 


His exclamation does not seem over-emphatic: “ Let 


` gentle minds-forgive me, if recalling the irreparable injuries 


I have suffered, I here give vent to a sigh.” . 


At the end of the-Civil- War Harvey returned to London 
and we know that he attended meetings of this College. 
Here he must have encountered Fellows who had taken a 
prominent part with the Parliamentary Forces, and it is 
surely to his credit and to that of the College as a whole 


‘that no record of discourtesies or ill-natured repercussions 


4 


can be discovered. Should we perhaps give special heed to 
this dignified tradition in a time of social change ?' Fortu- 
nately there'is now no deadly civil war, but rapid changes 


in the-relation of the individual: to the State are not accom- ' 


plished without injustice and resentment. : 
In 1654 Harvey was unanimously elected President of 


this College, an honour which he modestly declined. He 


had held the Lumleian lectureship for forty-one years, and 
seems to have discharged its duties with as much regularity 
as the times and his travels would allow. We hear of no 
‘complaints by the authorities of the College, but. his 
abseńces caused uneasiness to some of his colleagucs. at 
St. Bartholomew’s. He had: been appointed physician to 


that hospital in 1609% andat a meeting of the Court of the 


. hospital held on Sunday, January 19, 1633, inquiry was 


made into “a complaint of some of:the chirurgeons of 


“this hospital that Whereas Doctor Harvey physician for 


the poor of the said hospital by reason’ of his attendance 


_on the King’s Majesty cannot so constantly be present with’ 


the poor as heretofore he hath been ; but sometimes doth 


appoint his deputy for the same.”, The difficulty was . 


resolved, and the Governors of the Hospital seem to have 
treated Harvey with consideration and respect. 

In 1628 was published his book on The Motion of the 
Heart and Blood, which liberated medicine from the 
Dark Ages and set it on the path of progress which it has 
travelled ever since. The incontrovertible evidence with 


which he supports the validity of his discovery is based 


partly on anatomical dissection, partly on experiments on 


- living animals, and partly on clinical observation. With 


_ 


regard to the latter, he quotes many illustrative cases of 

circulatory disease met with among his private patients and 

among the sick poor whom he attended at St. Bartholomew's 

Hospital. ` a ee | i 
l E - British Hospitals 5 

' Let us review briefly the provision of hospitals ‘in this 
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there weré only a few-vestiges of the old foundations. No 
renascence of hospital establishment occurred until the 
eighteenth century,- but .then ‘the movement grew, and 
flourished. In quick succession came the Westminster, 
Guy’s, St. George’s, the London, the. Royal Infirmary in 


' Edinburgh, and similar institutions in all the larger cities. 


By the end of the eighteenth century some forty important 
hospitals had been established; and in recent years the 
number of voluntary hospitals exceeded nine hundred. 


These hospitals were not of equal size or merit. They 
were diverse in tradition, function, and administration. 
They were born and grew according to the need and the 
enterprise of the community, but they, had certain features 
in common. -They were modelled on the ancient founda- 
tions. which ‘had so well’ stood the test of centuries. 
They were governed ‘by a group of laymen, usually men 
and women of proved ability and integrity, known and 
respected for their achievements in their own walks of 
life. They worked without fee or reward. In partnership 
with thèm was a medical staff, visiting-or honorary, who 
received a, token or peppercorn stipend, sufficient perhaps 
to pay their travelling expenses between home and hos- 
pital. The medical staff -were responsible for the investi- 
gation and treatment of the patients allotted to them, and 
every member of this visiting staff was a member of the 
medical committee of the hospital. This committee advised 
the lay governors on all matters within their competence, 
and the governors referred to them all questions having 
a direct bearing`on the medical and surgical work of the 
hospital.: To quote from Harvey’s great contemporary, 
Shakespeare, “J tell you that-which you yourselves do 
know,” and I hope that I shall not outwear your patience. 


_ Appointnients to the staff of the hospital were made by 
the governors, but in fact they depended on election by 


their colleagues acting in concert, of recent years with the 


help of external referees or assessors. I know of no other 


4 e Fi . 
- method so free of fear or- favour, or which has given rise 


to fewer wrong ‘decisions. The medical committees have 
advised the governors, in particular, concerning improve- 
ments in hospital equipment and accommodation required 
to make available to the patients the advances in medical 
science. It has been a point of honour with the medical _ 
“committees to refrain from unreasonable demands, and it 
has ‘been the constant endeavour of the lay governors to 
‘keep their hospital in the highest state of efficiency. Many 
of them have set an inspiring example of unselfish service, 
and out of this has grown a living corporate spirit in the 
voluntary hospitals. Their independence of central ‘authority © 


country before and since Harvey’s time. While: medicine~ gave them’ individual character, vitality, and adaptability. 


was dominated by. the Church, under the Saxons’ and 
Normans, many hospitals were founded ; we have written 
records of over eight hundred, and the majority of them 


survived to Tudor times. “In‘1534, Henry VIH broke with | 


the Pope and'soon set about the suppression of the religious 
_ houses: - A statute of 1545 alleges that “governors and 


wardens of hospitals, or the greatest number of them, did, 


not exercise due authority and expend the revenues in alms 
according to the foundation.” The object of the Act was 
“to bring them into amore decent and convenient order.” 
At the same time assurance was given that the King would 
not suffer “ poor and miserable people to be unrelieved.” 
Political propaganda is no new thing. Poor and miserable 
people did go unrelieved, for the: hospitals were closed and 
deserted. Pressure by the citizens of London led in 
due .course to the reopening of St. ‘Bartholomew’s and 
St. Thomas’s, but these seem to “have been, the only two 
hospitals in London in Harvey’s time, apart from St. Mary’s 
of Bethlekem for the insane. In other parts of the country 


/ 


- They were institutions in which men and women were, proud 


to’ work‘for no proportionate financial reward. 


The service given by the voluntary hospitals to the public 
and to humanity in general has been no mean contribution. 
For many years in co-operation with the general practi- 
tioners they undertook the care of the poor in most cases 
of acute illness and severe injury. 


In association with the universities they have been respon- 
sible for medical education. At first the students’ fees 
went to the physicians and surgeons who taught in the 
wards and theatres, and the rewards were very high indeed 
by our standards. On the organization of medical schools, 
the clinicians gave up the major part, and in some hos- 
‘pitals the whole, of their teaching fees in order to finance 
the building, equipment, and staffing of the departments for 
preclinical teaching. 


The increasing demand for hospital service, and its con- 
tinuous elaboration, may be traced more or less directly 
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to Harvey’s awakening of medicine from its long sleep. As 
a combined clinician and investigator he had. worthy suċ- 
` cessors. Sydenham's work on-fevers operied men’s minds 
to the conception of specific infections. John Hunter estab- 
lished the principles of research in physiology and surgery. 
Edward Jenner laid -the foundation-stone of immunology: 
a Statue in Boulogne records his landing there to introduce 
` vaccination ‘into France at a time when our two,countries 

were at war. Addison demonstrated the nature of per- 
nicious anaemia, and with his description of ‘the effects of 
disease of the suprarenals was a pioneer in the study of the 
_ ductless glands. Accurate knowledge: of kidney . disease 

dates from Bright. Anaesthesia was made practicable by 
Simpson, and all the great advances ‘of surgery stem from 
Lister. ‘ Patrick Manson is known as the father of tropical 
medicine. Similar advances continue in our own time : 


those of Mott in mental disease, Mackenzie and Lewis in ` 


diseases of the heart, Gowland Hopkins and the Mellanbys 
in vitamins, Fleming -and Floréy in antibiotics. Medicine 
ts not national and cannot flourish when confined ; but 
we have a right to be proud of our share in fundamental 
discoveries, and most, if not all, of these workers were 
products of our voluntary hospitals. bags -* 
Increasing elaboration of the methods of investigation: 
and treatment necessitated the establishment of special 
departments, and at the same time attracted increasing 
numbers of patients to the hospitals, so that the visiting 
_ staffs had to cope with a vast free consulting service, which 
grew more rapidly after the passage of the Insurance Act.. 


The cost in new building:and equipment was heavy, but,. 


the hospitals expanded to meet the new. requirements, draw- 
ing aid from the King’s Fund and from contributory 


schemes. 
Florence Nightingale 


~ No individual has done more for the improvement of 
our hospitals and for the efficient and humane practice 
of medicine and surgery than Florence Nightingale. Her 
establishment of 4 training institute for nurses at St. Thomas’s 
Hospital in 1859 led to. the setting up of similar schools 
in all the large hospitals of this country. We may be 
thankful that we work under conditions revolutionized by 
her vision and determination. . The nurses, doubly inspired 
by their foundress and by the corporate tradition of the 
various institutions in which they worked, raised our hos- 
pitals to a new excellence. Sir Henry Burdett, author of 
that standard work Hospitals, and Asylums of the 
World, and originator of King Edward’s Hospital Fund, 
did not hesitate to criticize those of our Hospitals which 
he found inefficient. Influenced, perhaps, by his memories 
of Florence Nightingale’s exposures of “ officialism” in 
-her reformation of the military hospitals in the Crimea, 
he wrote: ; 


“ Anything more opposed to the best interests of the people 
than the substitution of State hospitals for the voluntary hospi- 
tals as they at present exist cannot be imagined. ... We 
believe and hope therefore that the day is far distant when 
any serious effort will be made to substitute State hospitals 
for the noble medical charities which are at one and the same 


time ‘the wonder of foreigners-and the just glory and pride .of ` 


the British nation:” i 

Burdett was writing in 1900, a time made distant by great 
changes in the historyʻof nations. 7 Lt 7 

Florence Nightingale accomplished other’ reforms besides 
the reorganization of hospitals in the Crimea and the wide- 
- spread establishment of training schools for.nurses. Illness 
now confined her to, bed for the rest of her life, but she 
kept in touch with many.of the nurses who had been trained 
in her institute at'St. Thomas’s. One of them wrote to her 
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‘less acute cases did not exceed four weeks. 


from the Workhouse Infirmary at Liverpool and described 
the conditions in which the patients wore the same shirts, 
for seven weeks, and bedclothes were nót washed for 
months: Such information’ as this she used to persuade the 
authorities to draft the Act of 1867 which separated the- 
Poor Law infirmaries from ‘the workhouse and provided 
them with.resident medical superintendents. This was not 
„all she wanted, and she said, “ This is a beginning ; we shall 
get more in time.” In 1929. these institutions became the 
responsibility of the county and county borough authorities, 
since when ‘many’ of them have attained a very high. 
Standard. f 


The Impact of War - ', 


In the recent war the voluntary hospitals were-integrated 
with those of the local authorities, and a friendly partner- 
ship was in most cases established. They were placed under 
an, Emergency Medical Service, and had an instructive - 
experience of centralized -control in an attenuated form. 
They learned something of its benefits and drawbacks, and 
minimized the latter by their traditional adaptability, especi- 
ally in misinterpreting regulations and instructions which 
would have prevented efficient and humane treatment of 
their patients. ų ; T s 

The hospitals in London were instructed to lock their 


gates when ‘aerial bombardment was heavy, in order to 


prevent the breaking in of panic-stricken mobs. To the’ 
best: of my knowledge only one hospital was mobbed. 
When heavy bombs struck the.main block and destroyed 
both lift shafts and staircases a message was shouted from 
street to street that “Guy’s is afire,” ‘and the men: of 
Bermondsey and Southwark came out of their cellars and 
shelters in‘their hundreds and helped to carry the patients 
down the outside ofthe stricken building. | 

There was a great discrepancy in the efficiency of the hos- 


, pital services provided by the different county authorities. 


Some were admirable and others’ miserably incompetent. 
Their responsibilities and obligations were heavy: one of 
the most troublesome was the provision of adequate and 
efficient institutional accommodation for those suffering 
from pulmonary tuberculosis. 

, In the. good areas a patient urgently requiring admission 
would be taken into hospital within twenty-four hours, and 
the average period of waiting for a sanatorium vacancy for 
: On the out- 
break of war a large proportion of the beds in tuber- 
culosis institutions were emptied for the service of war 
casualties. .A central administration which had failed to 
prepare for war thus repeated the mistakes of 1914. The 
premature return of infectious patients to their homes was 
followed by a steep rise in the tuberculosis rate, and there 
was a spectacular increase'in child deaths from, tuberculous: 
meningitis. The hospital-service for tuberculosis has not 
yet recovered from the disorganization ‘resulting from this 
expropriation. Five thousand of its beds:are still closed for’ 
want of staff. Patients in urgent need of treatment must ' 
wait from six to twelve months for admission to sanatoria 
or even to hospitals. Patients are lying in’their homes 
begging for the treatment which can‘ only, be given in ' 
hospital, and which cannot be obtained until it is too late. 
Is there a Tudor echo in the recent assurance that the 
patients shall not suffer ? i 


\ 


Ministry of Health 


_ The Ministry of Health dates from 1919, and already 
has a distinguished record in preventive: medicine. In the 
recent, war it administered the Emergency Medical Service 
and so undertook responsibility for the treatment of 
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patients in many different types of hospitals. Expérience- 
so gained suggested the advisability of perpetuating the 


control, especially as it was said that the increasing cost ` 


of hospital maintenance and the heavy taxation ‘Of ‘those 


~ who had heretofore financed the: voluntary hospitals would 


make it impossible for them to survive on a voluntary basis. 
Lord Dawson’s scheme for reorganization of the medical 


services, published in 1920, was revived and transfigured 


in the Beveridge Report. When the latter was published, 
it seemed to ‘some of us that insufficient: attention had been 
paid to the essentials: which stimulate individuals and 
institutions to strive for progress in the science and practice 


` of our calling. By memorandum and by word of mouth 


. we reminded a former | Minister of Health of the work 
. of Florence Nightingale. 


.We even suggested that this plan 
might undo some of the work that- shé had done, and that 
nurses might not care to work under such a scheme. We 
received ‘No more encouragement ‘than we` expected. 

Others explained to us that Government money. would be 
used, and that he who pays the piper calls the tune: : This 
seemed to us an over-simplification : if each individual had. 
his own piper he might: get the tune he desired. In this 
case we are all paying the piper. Under a central authority 
there are millions who pay, and there is only one piper, 

remote in his office. Many of us call for different tunes. 

The piper has not the, music for all the tunes, and, some 
of them are unfamiliar to him. ‘In ‘the end, the piper is. 
apt to play’ the tune which comes ‘most easily to. him, the 
one that suits his pipe. 


‘State ‘Hospitals . 


Our hospitals are now State hospitals : Jet us sée to it that 


` the change is not so disastrous as Sir Henry Burdett feared. 


i 


“governors ; 


` We have inherited a splendid tradition from our great pre- 


decessors. Tradition grows like'a tree, gathering strength 
by degrees ; but even a i mighty tree can be cut down'in a 
few . hours. . The tradition, of the teaching hospitals. is 


_ ‘being! respected ; they- are: being allowed to keep their 


constitution and character. They still have boards of 
but there is cause for regret that some of the 
most outstanding members of these boards, individuals of 
special- distinction in the recent history ‘of the voluntary 
hospitals, should have been superseded in the general 
reorganization. , : 7 

Some of the other hospitals seem to be faring less well: 


Fifty thousand beds are out of service, largely, we are 


told, for lack of trained nurses. Some of the smaller volun- . 


tary hospitals have been closed. The character of others 


is undergoing-a change. A recent official ‘communication 
informs us that a hospital for. pulmonary disease some sixty 
miles from London will no longer include consulting physi- 


‘cians ‘on its staff. Weare given to understand that, though 
‘their Visits might be desirable, they cannot be fitted into 
the administrative pattern set by an Act of Parliament. < 


We hear rumours of plans to standardize the design and 


‘limit the variety of instruments and chemical preparations 


used in the peg of patients. 

There are botind to be difficulties at the inception of ‘a 
new service, and it is easy to criticize. We are here to 
help and not to hinder, but we shall do less than our duty, 


if we fail to call attention in good time to inadvertences 


which tend to destroy the will of the ‘individual to serve « 


the community. The progress of medicine and: the develop- 
ment of our hospitals have resulted from freedom and 
diversity; not from standardization and conformity. 

With, due humility let us ask that administrative depart- 
ments of Government when taking over'the control of our 
hospitals shall themselves absorb something of :the spirit 


~ ' ` 


‘plex part, the cerebral cortex. 


and tradition-which has made them live and grow. Those 
who serve the sick cannot ‘give of their best unless they 
possess the sense of urgency and pefsonal ‘responsibility. 
If Government control is to be beneficial to the- hospitals 
‘there must be’ a new spirit in the ministries. There seems 
a need for. more €éffective co-ordination between Govern- 
ment departments, and a stronger, determination to avoid 
enmeshing themselves and us in a web of regulations and 
restraints, We “would urge them to consider whether a 
multiplicity of committees may not be a hindrance to those 
who are striving to heal the sick. | 
I hav -strayed far from’the course indicated by Harvey 
for the guidance of those who were to deliver the Oration, 
so make-amends by reminding you again of his exhortation 
‘that we should search and.study out the secrets of Nature 
by way of experiment ; and also, for the honour of the pro- 
fession, | continue in mutual love and affection among ` 
- ourselves. “4 
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I. P. PAVLOV* 
BY 


J. KONORSKI, MD, 


Head of the Department of Neurophysiology, Nencki Institute 
oe of Experimental Biology, Lodz, Poland 
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/ aie? ‘ 
Itis both a great privilege and a great pleasure to take 
part in the centenary commemoration of the outstanding 
Russian physiologist Ivan Pétrovich Paylov. It is also a 
privilege to revive the memory of my work with this great 
scientist—work which, though now belonging to the past, ` 


' I always recall with great affection. 


J shall try first to survey briefly Pavlov’s work and its 
significance for modern sciénce, and then to give personal 


‘reminiscences of my association’ with him. I shall not deal 


here with the first phase of his work, which was devoted to 
the physiology of digestion and which alone was already 


sufficient to establish his permanent reputation, but with 


the Second phase, in which he created a new branch of 
physiology—namely, the physiology of higher nervous 
activity: 

To ‘begin with, take a look at the study of physiology 
of the central nervous system at the stage it had reached 


by the turn of the century—that is, at the time when Pavlov 
' was beginning his work. The rapid development of neuro- 


physiology in the second half of the nineteenth century, 
achieved by physiologists and clinical workers such.as > 
Flourens, Hitzig and Fritsch, Ferrier, Goltz, Sherrington, 
Hughlings Jackson, Broca—to mention only the most out- 


. standing ones—led to the establishment beyond doubt of 
‘the fact that mental’ processes depend on the function of 


the brain, more particularly of its highest and most com- 
' This does not mean that 
this fact had not been. recognized earlier, but the research 
carried out by the scientists I have mentioned developed it 
in a direct and; so to speak, tangible manner. 

On the one hand, the experiments of ‘Hitzig and Fritsch, 
Ferrier, and others demonstrated that certain mental pro- 
cesses are localized to certain parts of the brain—a finding 

*[Ľecture delivered on August 29, 1949, at the Polish Cultural 
Institute, London, on the occasion ‘of the commemoration of the 
centenary of Pavlov’s birth. 
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which was corroborated by clinical observation. On the behaviour—the aim, more or less, of the behaviourists—as 


other hand, the experiments of Flourens and Goltz indi- 
cated that after the removal of the cerebral cortex animals 
remained. alive and in good health, but became, it was 
said, “ soulless automata,” “creatures without memory and 
mind.” It must be remembered, moreover, that this work 
was going on in the full tide of nineteenth-century scientific 
materialism, when the theory of evolution on ‘the one hand 
and the rapid progress of biochemistry on the other made 
it seem ‘as though nothing could now impede the triumphant 
march of science towards the unravelling of all mysteries— 
even that of life itself. This, then, is the background of 
the events here reviewed. `` | 


It was becoming clear at the time that all our conscious ‘ 


activity and behaviour is controlled by the brain, and as 


such could be investigated, theoretically at least, by physio- ` 


logical methods, without reference to psychic phenomena. 


This idea was already beginning to take hold on a very 
big scale. It was first clearly formulated by the prominent 
nineteenth-century Russian physiologist Sechenov in his 
booklet The Reflexes of the Brain. It is not surprising, 
therefore, to find that at the end of the nineteenth and the 
beginning ofsthe twentieth centuries widespread attempts 
were being made to find an experimental approach to the 
problem in question. Of all the attempts then made two were 
developed further than any others and:became part of the 
permanent structure of modern science. One line of inquiry 
was: opened up in America at the end of the nineteenth 
century by Thorndike and later developed into that branch 
of psychology now known as “ behaviourism.” The other 
began several years later in Pavlov’s physiological labora- 


.tory and ‘gave rise to the physiology of higher nervous 


activity. 


Although both these lines of investigation are con- 
cerned. with one and the same field—namely, the objective 
approach to the study of animal behaviour—and although 
they now itend more and more to converge and coalesce, 
their origins and points of departure were widely different. 

Thorndike, aiming at the objective investigation of animal 
behaviour, rejected introspective explanations. He was not 
concerned with the problem -of what the animal “ thought ” 


„Or “felt” in its activities, but concentrated on trying to 


discover the laws governing its response to external condi- 
tions and stimuli.. But, although he was:not concerned 
with the subjective analysis of mental processes, he was 
nevertheless a psychologist, not a physiologist. Conse- 
quently, the physiological explanations he gave from time 
to time to supplement his arguments, though ingenious and 
penetrating, were somewhat amateurish. They neither 
were an integral part of his system nor were they later 
developed or elaborated. 


' With Pavlov it, was a quite different. matter. He was a 
physiologist through and through. - His approach to cere- 
bral activity was purely physiological, and he came to its 
study from what might appear to be a remote field—the 
physiology of digestion. It cannot be too strongly empha- 
sized that both: his aims and his methods were strictly 
.Consequently, whereas the behaviourists, 
who in their investigations discounted mental processes 
as a link between external stimuli and reaction, had nothing 
to offer in place of these processes, Pavlov deliberately 


substituted physiological mechanisms for psychic activity. 


ks 


Aim of His Work `- ! 
The aim of Pavlov’s work was not so much the descrip- 
tion and classification of the phenomena of animal 


the explanation of those phenomena with reference to 
the relevant cerebral processes. 


We must now look more closely at the anepi 
and sources of Pavlov’s work. In contradistinction to 
Thorndike, Pavlov, worked solely on the basis of the physio- 
logical data then available. To him the fact that conscious 
behaviour of the organism depends on the cerebral cortex 
and therefore can be investigated as an expression of its 
functions admitted of no doubt. The problem consisted 
solely in how these investigations could be carried out. 
It was perfectly clear to Pavlov that experiments in the 
extirpation of certain cortical areas or in the stimulation 
of the cortex by electric shock—-which were then widely 
practised—however fruitful and important they might be, 
did not represent the true method of investigating the 
normal and, so to speak, everyday activity of this organ. 
The problem was to find an appropriate method and the ` 
best starting-point for studying its normal activity. 


While the work of Sechenov provided Pavlov with the 
theoretical basis, the practical method had already been 
formulated in Pavlov’s earlier work. In the course of 
examining the activity of the salivary glands he had come 
across the phenomenon of so-called “ psychological saliva- 
tion.” This occurs when the animal salivates, not in 
response to the actual presence of food or other stimulants 
in the mouth, but in response to the sight of food or to 
the sound of food being prepared—in other words, to the 
“idea” of food. 

Pavlov saw that this simple fact offered a basis for the 
study of normal cortical activity. For if salivation in 
response to the presence of food in the mouth is an innate 
reflex, or, as Pavlov called it, .“ an unconditioned reflex, ” SO 
salivation in response to the sight of food or the other 
stimuli signalizing its imminent presentation may also be 
regarded as:a reflex action—not innate, but acquired 
through the animal’s experience. - This is what Pavlov 
called a “conditioned ” or “ conditional reflex.” 

The unconditioned reflex occurs by way of existing nerve 
channels established in the phylogenetic development of 
the nervous system, and is mediated mainly by the lower 


.parts of the nervous system. . The conditioned reflex, on 


the other. hand, operates as the result of intercentral con- 
nexions established during the individual animal’s lifetime 
as a result of its experience—connexions which depend, 
according to experimental evidence, chiefly on the cerebral 
cortex. 

Pavlov argued that if the first of these reflex actions can 
be studied successfully by physiological methods—and no 
one can question the validity of these methods for the 
purpose—there can be no reason to ‘doubt the validity of 
the physiological method for the study of the second group 
—that is, the conditioned reflexes. 

It is thus apparent that the cerebral cortex (along with 


‘some subcortical structures), in’ contradistinction to the 


lower parts of the nervous ‘system, may be regarded as 
a creative organ, a place where new connexions, and con- 
sequently new forms of animal behaviour, are éstablished.. 
This is its biological role and the essence of its paysiclosice! 
function. 

And so we might sum up Pavlov’s chief merit in this 
first period of his work on conditioned reflexes in the fol- 
lowing way: it consists not in the fact that he understood 
the possibility of a physiological approach to problems of 
behaviour, for that possibility was well understood at the 
time and resulted from the general state of knowledge in 
the biological sciences ; his great merit lay in bringing to 
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realization what hitherto had existed only in the Kalm of 
possibility—a method whereby cortical activity might be 
effectively and fruitfully examined. 

Here it should be stressed that the method he then worked 
out for investigating conditioned reflexes in salivation may 
still be considered classical; for, although many other 


methods have since been added, his own: has never been 


challenged for precision ‘and scope. jea ` 
It would be impossible, perhaps even inexpedient, to 


`` attempt to ‘give an account, even in general outlines, of the 


work done by Pavlov’s school during its 40 years’ activity. 
But I should like to touch on some general questions closely 
related to this branch of science, particularly those which 
have given rise to some misunderstanding. 


Reaction to His Work 


.. Almost from the very ‘beginning of the development, of 
the study of higher nervous activity there sprang up a vast 
literature devoted to criticism, positive and negative, of the 
subject—criticism of a philosophical rather than a physio- 
logical character. This criticism was concerned with such 
questions as the validity of these investigations, their scope, 
their general philosophical significance, and so on. This 
critical literature is perhaps no less extensive. than the 
literature of the subject itself, and often tends to over- 
shadow the question at issue. Indeed, it frequently happens 
that à purely factual lecture or communication on the study 
of conditioned reflexes is at, once made the pretext for a 
discussion which has nothing whatsoever to do. with the 
real subject of the lecture but is devoted to such questions 
as the relation. of mind to body, materialism, idealism, and 
so on, until amidst ‘all these issues the proper subject is 
completely lost. i) ie 


And so some people, fulminate against the physiology of 
higher nervous activity, asserting either that it denies the 
existence of mind, that it attempts to explain mechanisti- 
cally all: our: conscious activity, or that’ it over-simplifies 
_ the highly complex and subtle phenomena of mental life 
and tries to force them into the narrow framework of 
“reflexes,” which these critics dismiss as elementary and 
primitive nervous functions. Others, on the contrary, ‘extol 
the physiological method to the skies, dismiss with contempt 
years of psychological achievements, and maintain that 
psychology is not a science at all and that physiology alone 
_ is capable of giving a complete and adequate explanation 
of all our mental activity. 


For some people the so-called intrusion of physiology 
into a field regarded as the preserve of psychology amounts 
to nothing less than: sacrilege against the dignity of the 
human spirit. Others, on the ‘contrary, consider the possi- 
bility of a physiological and objective approach: to our 
conscious behaviour as the crowning achiev men of the 
human spirit and its ultimate triumph., 


ow 


Physiology of Higher Nervous Activity 
For these reasons it may be useful if we try to clear 
away some at least of the confusion surrounding these 
questions and to define what the physiology of, higher 
nervous activity is—and what it.is not. 


First we must realize that the subject we are dealing 
with is a branch of the biological sciences and, particularly, 
a part of neurophysiology. It is an experimental science 
which, on the- basis of the observation of certain physio- 
logical phenomena, attempts to draw conclusions regarding 
their physiological mechanism. It would be no more 
„reasonable to doubt the validity of these conclusions than 
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ing the structure of chemical compounds arrived at by 
chemical experiments. 

That, of course, does not rule out the possibility that our 
present assumptions concerning the cortical functions may 
prove erroneous and that we may have to revise them more 
or-less in’ the light of subsequent knowledge. For it must 
be remembered that this study of the most complicated 
arrangement of organisms, the brain, is one of the utmost 
difficulty, and therefore, in Pavlov’s phrase, ““ when you aim 
so high it is no disgrace to fail.” In fact, it is certain that 


‘in the development of this science many of our concepts 


will be proved wrong and will have to be replaced. Al 


‘such changes, however, must occur in the fire of experi- 


ment, on the basis of strictly relevant factual evidence, and 
‘certainly not as the result of barren and purely speculative 
disputes such as J have already described. 

But while the direct evidence of the science of condi- 
tioned reflexes and the Jaws formulated on the basis of 
that evidence cannot be at the mercy of general philoso- 
phical disputations—though they can and must be liable 
to constant and the closest scientific scrutiny—the genera} 
question of the application of these laws to various pheno- 
mena of animal, including human, behaviour is another 
matter altogether. 


The problem under onddoa may be expressed in 
this way: whether the laws discovered ‘in experiments on 
conditioned reflexes in animals can be applied to human 
cortical activity and whether even now all cortical activity 
can be explained in physiological terms, or whether those 
laws are, as yet, applicable only to the most elementary 
cortical phenomena and.their extension to the whole field 
of higher nervous activity is at present impossible. 

Pavlov’s standpoint was not unequivocal. On the one 
hand, eridowed as he was with a highly critical mind, he 
realized that his work was only- the beginning of the physio- 
logical analysis of cortical activity, and that, as he put it, 
“the mountain of the unknown will long remain enor- 
mously greater than the fragments we have managed to 
detach and study.” 


On the other hand, with the characteristic sweep of his 
genius he. was always trying to embrace wide fields of 
phenomena both of animal and of human cortical activity 
and to subject them, to physiological analysis, and he 
would often apply the laws discovered in his experiments 
to phenomena far removed from the material on which 
those. laws were originally. based. 


bd 


Two Points of View 


As I consider this point particularly important, I’ dodi 
like to examine it in greater detail. Up to now experiments 
in the field of higher nervous activity have been concerned 
almost exclusively with certain specific classes of pheno- 
mena, chiefly the elaboration of conditioned associations 
between various external stimuli and specific reflex activi- 
ties such as alimentary activity, defence activity, and so on 
In this way many important experimental results have been 
obtained and a number of laws governing higher nervous 

activity established. 


If we take the view that these laws can be extended to 


all associations between various perceptions and experi- 


ences, and that associative function (both in the sense of 
the formation of associations and in the sense of their 
fading or inhibition) represents the only cortical activity 
of animal or man, then the simple conclusion is that con- 
ditioned reflexes are’ the elements of.which all this activity 
is composed—in other words, to revert to Pee S figure 
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of speech, it suggests that we now know with reasonable 


certainty the substance of which the mountain of the 


unknown which looms before us is made. 


If this were so, then the general scheme of cortical 
activity in both animal and man would be mastered, and 


~ our task-.would consist only in interpreting and deciphering 


the more complicated forms of behaviour and in reducing 
them to their most elementary: terms. 

` The other viewpoint’ (which I am .rather. inclined to 
accept) is as follows. 
` well as man, in the field of higher nervous activity concerns, 


as I have stressed, only some particular groups of rela- 


tively simple phenomena. And there is no doubt that these 


groups have already been physiologically analysed more or 


tess thoroughly, or are in the process of being so analysed. 
Of course, it is extremely important, and very useful, to 
apply the knowledge we have gained in this work to the 
phenomena .of everyday. behaviour—not. ‘only of animals 
but also. of children and adult human beings—and to 
foresee the effects of various experiences on individual 
behaviour and welfare. ‘This, after all, is the same pro- 
cedure as that followed by the physicist who, having 
discovered and analysed a particular. phenomenon in the 


laboratory, tries later to recognize and identify it in the: 


world’ outside the walls of his laboratory. 


But just as a scientist of, say, Galileo’s. ‘day would ave 


erred in claiming that he understood why the sky is blue 
or what is the mechanism of lightning—and any explana- 
tion he might have offered: would necessarily be inaccurate 


‘and pseudo-scientific—so, it seems to me, those physio-. 


logists are- equally in error who maintain that, they 
understand those very complex phenomena of our cortical 
activity which have not yet been submitted to physiological 
. ‘analysis. Thus, while it is unquestionably sound and useful 


_ to winnow out from’ our behaviour those facts which are 


susceptible of physiological study, and while we should try 
to explain from this standpoint as much of normal and 
pathological behaviour as possible, we must avoid giving 
-pseudo-scientific ‘explanations for those facts which have 
not, up.to now, lent themselves to physiological interpreta- 
‘tion. It seems to me that such ‘ ‘explanations ” are all the 


more harmful because they give the i impression that every- - 


thing has been explained and made clear in`a field where 
there is in fact still very much to be done. 

If we accept this view, ‘and try to place Paviov in his 
historical perspective, I should say ‘that, his role can be 
compared: with that of Lavoisier in chemistry and Galileo 
and Newton in physics. ; | 

Just as Lavoisier, and not- the alchemists, pointed the 
way to modern chemistry; and Newton rather than Aristotle 
showed the way to Einstein and Rutherford, so, I believe, 
the work of Pavlov: will 'pfovė to have opened up the 
true paths towards the objective investigation of animal 
behaviour, and he- may ‘well be regarded ‘by. future genera- 
‘tions as the man who laid the permanent foundations of 
this vital branch of human knowledge. 


His Work Compared with Other Lines of Approach 


But now let us come back, from thè days of Néwton:and ` 


Lavoisier to our own time, and from physics and chemistry 
to neurophysiology, and let us See what is the position of 


the ` physiology of higher nervous. activity: in relation to. 


other main lines of investigation -of the central nervous 
functions, represented by two leading neurophysiologists of 
this country, Sir Charles Sherrington and Professor Adrian. 

There is no great difficulty - about comparing the 
Pavlovian line of research with Snenington: s. It is par- 
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ticularly interesting for the historian of science to note that, 
although Pavlov’s research on conditioned reflexes and 
Sherrington’s work on spinal reflexes were undertaken quite 
independently of each other, the approaches to their respec- 
tive fields were the same. For both of them the concept 
of reflex action was the basis of their research, and both 
of them tried to deduce the central nervous mechanism 
of animal activity by applying well-defined. stimuli or com- 
binations of stimuli, and measuring the animal’s responses 
to them. For both of them the organism was, so to speak, 
a highly complicated device capable of an extremely wide 
range of responses to an extremely wide range of stimuli. 
_ They differed only in that, while Sherrington investigated 
the ready-made mechanisms of this device, Pavlov, was 
concerned ‘with those mechanisms which’ the experimenter 
himself had brought about. This far-reaching parallelism 
in their lines of investigation was of course not accidental : 
it arose from the fact that both of them had their roots in 
nineteenth-century biological materialism. — 
On the other hand, it is rather more’ difficult to drav, 
a comparison between Pavlov’s line of research and that ` 


| of Adrian on the physiology of the brain. As ‘is well — 


known, Adrian’s approach to the problems of brain physio- 
logy differs significantly from that of Pavlov. By means 
of modern electrophysiological methods which consist in 


recording action potentials in the brain, Adrian and all 


who follow him attack this organ, so to speak, in a direc! 
way and try to discover what is going on in the brain during 
its activity. Adrian is therefore not concerned, as Pavlov 
was, with hypothetical mechanisms of the brain deduced 
from external’ responses of the animal, but deals with the 
brain activity itself as recorded in action potentials. 

Here perhaps lie both the strength and the weakness 
of this approach. . The ‘strength consists in.the fact that 
any scientist much prefers to deal with factual evidence : 
than with even the most fully elaborated and attractive 
hypotheses and theories. The weakness lies in the fact that, 
owing to the high complexity of the organ and its function, 
the evidence we obtain is as yet largely unintelligible. 
Indeed, so far, it represents nothing more than sorne frag- 
ments of a magnificent and extremely complicated mechan- 
ism, but we are still unable to find from these fragments 
how this mechanism functions. i 


- 


/ I think that the following comparison might be helpful 


in suggesting the relation between Pavlov’s and Sherring- 
ton’s lines of research on the one nang and Adrian’ s on 
ithe other, 


eer that our task is to discover what is.going on in a 
certain huge and complicated secret factory without being pro- 
vided with clues. On the one hand, we could do it by examin- 

‘ing both the raw material supplied to the factory and the 
products’ delivered from it. If we were allowed to do this we 
might change the raw material in order to see what changes 
there would be in the products, or even destroy some parts of 
the plant in order to see-how that would affect production. 
From all this evidence we could form some idea how this 
factory “works. Of course these conclusions would be only 
hypothetical, and must change according to our further know- 
ledge of the factory. But; at’ the same time, in this way’ we 
could have a fair picture of what this factory was intended for. 
On the other hand, we could find a way into the factory and 
watch the machinery at work. This, one would imagine, would 
bring us nearer to a: comprehension of the functioning yt the 
plant, but as there would be no guide to explain to us the ‘logic 
and sequence of the processes of production it might happen 
that we should be at, a loss—seeing all the details but unable - 
to understand the whole. F 


And so, it seems to me, genuine progress in our under- 
standing of that most astonishing and perhaps | also the’ 
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most mysterious of all mechanisms on earth, the brain, will 
be reached when these two lines of investigation, from 
outside and from inside, converge and coalesce—in other 
words, when we are able to express in Adrian’s terms what 
is going on in the brain when the conditioned reflex is 
established or elicited and, vice versa, which behaviour 
patterns correspond to the particular patterns: of brain 
activity recorded by particular action potentials. 


. Some Memories of Pavlov 


I should like now to recall some of my memories of 
Pavlov from the time when: I was working with him in the 
early thirties. l 

When anyone has achieved as much as Pavlov, and has 
left a legacy as significant both in scope and in ideas as 
his, we are naturally curious to know how and why he 
did it—to know what were the psycho-physiological quali- 
ties that made such achievements possible. 

He is universally recognized, of course, as a genius. No 
One who had ever had the opportunity of meeting him 
could fail to be aware of it even without knowing who he 


was. And, what is more, that first impression did not fade . 


when one came to know him better—as so often happens 
.with the great of this world. After working under him 
for two years I still felt for him the same admiration he 
inspired when I first met him. If anything, that admira- 
tion had grown and become deeper. And others who 
worked with him have told me they had the same 
experience. 


But merely to say he was a genius is to use an intellec- 
tual abbreviation, to give a rather too general idea of his 
achievements and of the impression he made on his con- 
temporaries. For the word does nothing to explain how 
. his work was done and in what particular qualities lay 
the secret of his unique position. in his field. 


His Surgical Skill 

To begin with one of his most immediately striking 
qualities, I should like to remind you that he was a brilliant 
surgeon. Of this I have, unfortunately, only second-hand 
knowledge. ` By the time I came to work with him he had 
already given up performing Operations. I Have been told, 
however, that it was an extraordinary experience to watch 
him at work. His surgical precision, style, and unfailing 
certainty were fascinating. But it was far from easy to act as 
his assistant during an operation. For one thing, he operated 
mainly with his left hand, which made it extremely 
awkward for the assistant. (Pavlov, by the way, could use 
either hand with equal skill; he wrote, for example, with 
his right.) The other factor which made work with him 
difficult was his speed. Assistants simply could not keep 
pace with him. This was inclined to throw him into fits 
of temper which he could not conceal, and which made 
his unhappy assistants nervous at times to the point of 
sheer clumsiness. I have read in some memoirs of Pavlov 
that, once when he was demonstrating the rather compli- 
cated so-called “Pavlovian pouch” operation on the 
stomach „in the presence of a foreign guest, the guest 
thought that Pavlov was still in the first Stage of the opera- 
tion when it was, in fact; almost finished. 

Some idea of the ‘surgical skill which he showed at the 
very -beginning of his career_may be gathered from the fact 
that the discovery of the secretory nerves of the pancreas 
had to wait many years for confirmation simply because 
no one succeeded in performing the necessary oOperation— 
although Pavlov himself demonstrated it quite frequently 
to his students. ` 
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To a physiologist surgical skill is, of- course, of the 
utmost importance, because it enables him to bring his 
ideas to realization. We know definitely that many of 


` Pavlov’s achievements were due to his surgical technique, 


especially in the first stage of his research, when he was 
working on the digestive glands. ` 


His Capacity for Work 


Another important facet of his personality was his extra- 
ordinary capacity for work. At the height of his powers 
he was utterly tireless. The whole of the work carried 
on in his laboratories, where several dozen research 
workers were employed, was done not only under his direct 
control but also with his personal participation. He him- 
self once said, “ Up to the age of 75 I didn’t know what it 
was to be tired ” ; and I am sure that this was not an over- 
statement, for he had no liking for exaggeration. 

Then there was his astounding memory. I do not know 
whether, by the time I knew him, his powers of memory 
had been diminished at all by his age, but I do know that 
even then he had a better memory than any of the people 
who worked with him. He could remember not only the 
names and patronymics—according to the Russian custom 
(imia i otchestvo)—of all his present and past students (an 
achievement he liked to boast about from time to time). 
the names of the dogs used for experiments, and the particu- 
lar experiment performed on each dog, but he also remem- 
bered. practically everything he. had ever heard. And, in 
any case, he certainly remembered everything he wanted 
to remember. He never made notes, but he never forgot 
to return records he-had borrowed and had promised to 
bring back by a certain time, or to be present at an experi- 
ment he had promised to watch. I believe that he alone 
was capable of grasping the whole scope of the research 
work done by his school, and he stoted in his memory 
an astonishing number of facts. 


Z His Quality of Mind 


But all these qualities, admirable and essential as they 
were for achievement of Pavlov’s order, were not enough 
in’ themselves to determine the essential quality ‘of his 
genius. There still remains something more, something 
extremely difficult to define, which, for want of a more 
exact word, we can only call “ quality of mind.” Pavlov’s 
“mind” was extraordinarily rich and many-sided. 

It is well known that the work done by his school was 
animated and guided by his thoughts and ideas—a fact 
which was always gratefully acknowledged by his pupils 
in their papers. And his own articles and lectures always 
bore the imprint of his personal concepts, hypotheses, and 
syntheses, some of which formed the basis for entirely 
new lines of investigation undertaken by his followers ` 
And yet all this written material_represents only a small 
part of what he had to say. The richness of his ideas, the 
quickness of his thought,. his extraordinary vision and 
inventiveness—all this could be fully appreciated only by 


, those who came in contact with him and had the oppor- 


tunity of listening to him or talking with him. He was 
always ready for a discussion, and whenever he was not 
engaged in experiments he was prepared to_talk over either 
problems closely connected with the experimental work 
of the laboratories, or more general questions such as the 
potential scope and practical applicability of the study 
of conditioned reflexes. Such discussions—an everyday 
feature of his laboratories—created a highly stimulating 
atmosphere for collective work, and gave everyone the 


. 
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satisfaction of sharing in the work of the school as a 
whole. : 


Pavlov came upon his discoveries by the process which 
Newton so modestly described as “ continuous thinking on 
a subject.” The modesty of this definition may suggest 
that anybody who is prepared to exercise his mental facul- 
ties in “continuous thinking” may do so at will. This 
of course is not so, for continuous thinking on a subject 
is precisely that which many—if not most—people cannot 
do. In Pavlov’s case I had the impression that thinking 
was something he just could not help doing—a passion 
which he could not resist. And this passion was fed 
because thinking came so easily to him, and was so fruit- 
ful in new ideas, that, to use his own term, it was con- 
stantly being “reinforced” by the postin results of his 
discoveries. 

It was’ characteristic of Pavlov that i had no liking for 
unsolved problems and would rather find a temporary 
solution than no answer at all. It was indeed particularly 
interesting ‘to follow the process by which he gradually 
modified and developed his ideas until they satisfied him. 
And here, if I may digress, I should like to recall an inci- 
dent which I myself witnessed. One of Pavlov’s colla- 
borators, a woman of a rather not very critical mind, came 
once to ask him for an explanation in connexion with an 
experiment she was engaged on. Pavlov, busy at the time 
with something else, got rid of her with an obviously 
uncorrect and even somewhat naive explanation. When, 
later, he was discussing her work with her, she quoted 
his “explanation.” Pavlov was furious and demanded, 
“Who told you such rubbish ? ”—then roared with laughter 
“when he learned that the “rubbish” was his own words. 


Pavlov showed a great deal of elasticity in the forma- 
tion of his concepts. He was ready to admit mistakes and 
to renounce ideas—even when they were well established 
or dear to him—if he suspected that they might be wrong. 
Even when he was fervently defending a certain concept 
and when it appeared he was professing it dogmatically, 
he never entirely suspended his faculty for self-criticism 
and even scepticism. He could see himself and his school 
with detachment and he was able to say that for certain 
problems 
would have to try to solve them. That was why. he liked 
' to see his pupils go their own ways and break away from 
the routine of the school. He knew how to give them 
wise encouragement, but he also knew how to subject them 
to sharp and vehement criticism. And so far as his school 
was concerned, he saw to it that all work published under 
its auspices remained in harmony with his teachings. 


'[ remember a conference at which ‘a well-known Soviet 
histologist attacked Pavlov’s theory of cortical localization 
on the basis of recent histological evidence. Pavlov 
defended his theory with extraordinary energy, ruthlessly 
demolishing his opponent’s arguments. It seemed as if he 
was as convinced as his audience that the counter-argu- 
ments he was putting forward were irrefutable. But those 
who knew’ him were certain that he would not forget his 
opponent’s objections. And in fact, when at one of his 
weekly conferences Pavlov read a paper on conditioned 
reflexes (intended, I think, for an encyclopaedia) and was 
asked why he‘had omitted, his theory of cortical localiza- 
tion, he replied that in this paper he wanted to deal only 
with things he was absolutely sure of, and did not think that 
theory sufficiently proved. And he proceeded to quote 
the histologist with whom he had argued so strongly. 


This gift for self-criticism, combined with his creative 
powers, enabled him to see problems from so many 


“we are already too rusty” and that others, 


aspects that all his scientific speculations had an air of 
uncommon wisdom. He had also a gift for plain, concise 
speaking enlivened with an enthusiasm which carried away 
his audiences, but he hated the use of words for their own 
sake’ or in order to secure a mere effect. Once he told 
one of his more loquacious assistants, “ You are in the 
power of words.” And even when I came to know him 
his speech was free from the repetitions characteristic of 
advanced years. 

His natural charm, the love of scientific work which, was 
radiated by his whole personality and infected others with 
his ardour, his wisdom and simplicity—all these qualities 
gave him a singular power over all who came into contact 
with him. And to these we must add a talent for teaching 
and a strong administrative sense which enabled him to 
co-ordinate the work of many collaborators in the one 
single, monumental achievement of his school. 


Pavlov the Man 


l have tried to touch on the most characteristic of those 
features of Pavlov’s intellect and personality which, to my 
mind, made up his genius. I have no illusions about the 
fact that they are far from complete and that there are 
many facets of his complex personality which I have not 
mentioned. I also realize that the picture I have sketched 
of this great scientist may seem somewhat one-sided, for 
I have paid little attention to Pavlov the, man. It would, 
I am afraid, have been quite impossible for me.to do so. 
I should like only to add that of all the things I admired 
in him it was perhaps his humanity and simplicity that 
attracted me most. Those qualities manifested themselves 
in all he did—whether he was expressing doubt about his 
own attainments or glowing with enthusiasm and the 
dynamic faith of youth after having obtained some unex- 
pected results, or whether he was giving way to his weak- 
nesses, quarrelling and obstinately sticking to his point 
even when his error was obvious—only to admit his fault 
when he had cooled off. 

- Conclusion 


I should like to finish by quoting extracts from Pavlov’s 
message to young scientists—words which I think are of 
interest to us all, and which perhaps express his personality 
better than anything I can say.* 

“What would I wish for the youth of my country who devote 
themselves to science ? First of all—consistency.,. .. I can 
never speak without emotion of this most important condition for 
fruitful scientific work. From the very beginning of your work 
train yourselves to be strictly systematic in amassing knowledge. 
Learn the ABCs of science before attempting to ascend its 
heights. Never reach for the next step without having mastered 
the preceding one. Never attempt to cover up the gaps in your 
knowledge by even the most daring conjectures and hypotheses. 
No matter how the colourings of this bubble may please your 
eye, it will inevitably burst, leaving you with nothing but con- 
fusion. . . . Study, compare, and accumulate facts. No matter 
how perfect a bird's wing, it could never raise the bird aloft if 
it were not supported by air. Facts are the air of the scientist. 
Without them you will never be able to soar. Without them 
your ‘ theories” are useless efforts. Yet while studying, experi- 
menting, observing, try not to stop only at the surface of facts. 
Do not become an archivist of facts. Try to penetrate the 
mystery of their origin. Seek persistently the laws governing 
them. ` 

“ Secondly, modesty. Never think that you already know 
everything. No matter in what high esteem you are held, 
always have the courage to say to yourself: ‘I am ignorant.’ 
Don’t allow yourself to be overcome by, pride. On account 
of pride you will be stubborn where: it is necessary to be 


*Translation of Horsley Gantt. 
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conciliatory; you will. reject useful’ advice and friendly ' Taste II.—Comparison of Results of Treaiment with Sensitivity of 
assistance ; you will lose your sense of objectivity. In the bei to ae a EE ane A AA Fe Multiple of 
ah the Resistance of the Standar xfor tapnyiococcus. 
ane which I am called upon to direct, atmosphere is every ~ Patients Received 500,000 Units a Day for 28 Days. No Patient 
_ ‘thing. We are all harnessed to one common cause, and everyone 


had Previously Received Penicillin 


furthers it to the best of his ‘strength and ability. Frequently 
we cannot distinguish what is mine and what is thine, but - 











Coefficient of Resistance 
tronga this our common cause only gains.’ | 
“Thirdly, passion. Remember, science requires your whole ' & 3 Tai 
life. Even if you had two lives to give it would still not be Romie or treatment E | z § ore 
enough. Science demands of man effort and supreme passion. b a © 5 m 
' Be passionate in your work and in your quests. .. .” 5 ! Ki ob S Z 
Died controlled .. |23 6 4 2 2 
Died uncontrolled .. | — 2 1 — 1 
Rolapsed as at 5* 3 2 — 
Cured” ..  .. | 33 12 4 2 
- Total .. | 61 23 11 
PENICILLIN Pa ARER BACTERIAL — oupeaor deanta] s% | 22% [20% | 0% oz | ay 
* One patient relapsed with the same organism after 1} years. 
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RONALD V. CHRISTIE, M.D., D.Sc, F.R.C.P. none was the resistance of the infecting organism more 


Secretary of the Penicillin Clinical Trials Committee ‘than twice that of the Oxford staphylococcus. Another 
) 13 patients who had relapsed after previous treatment were 
given 2,000,000 units a day for at least one month 
(Table III). The infection was uncontrolled'in four, but 
in all of ‘these the coefficient of resistance of the infecting 


In February, 1945, 14 centres were appointed by -the 
Medical Research Council’ to investigate the valué of 
penicillin in‘ subacute bacterial endocarditis: By March, 
1946, 269 patients had been treated, and the results were 
reported in this Journal (Christie, 1948). These patients TABLE [J].—Patients eee Bind 4 to 6 Weeks vee a Daily Dose ot 
have been followed for a further two years, and, in addi- 000,000 Units 

tion, 139 new cases have been treated. From the more 
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four (7%) relapsed or died infected.- Since then another eis 


series of 71 previously untreated patients have been treated 


by the same system of dosage, and 14 (20%) have relapsed organism was at least 64. The infection in another patient 
or died infected (Table I). No reason has been found for was eliminated although the coefficient of resistance was 32. 
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3 ».|' E ' , expected to cure the infection in nearly every patient when 
S$ 2els.0 2 2. J 
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& 522p 5g 3 |235| 373 |! 
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i Z Agdas ASS v |: |e£El ess infecting organism is rarely over 8, but when it is there 
Before March, 1946 | 58 | 25 3 ‘is a greater risk of relapse. The blood should be cultured 

After Moreh, 1946 .. | 71 22 2 








- «; several times both during and after treatment: if infection 
i4% !; Continues or recurs at least 10,000,000 units a day should 
i be given. Very resistant organisms (i.e., those with a C.R 
i of over 32) are unlikely to be controlled by fewer than 
; ! 10,000,000 units a day, and may not respond to 40,000,000 
the higher rate of relapse and uncontrolled infection in the Treatment with other antibiotics, alone or combined with 
second series—in fact, it may have’ been due to chance— ' penicillin, or the use of substances such as “ caronamide,” 
but the therapeutic implication seems to.be that the ` 


‘ which delay the excretion of penicillin, have then to be 
standard daily dosage should ‘be greater than 500,000. i considered. 


units. 
A closer relation between the sensitivity of the infecting 
organism and the results of treatment can now be shown 


(Table II). When the resistance of the organism does not recurred after periods ranging from 4‘to 50 months, and 
exceed that of the standard Oxford 1 staphylococcus the jn five of these the second infecting organism clearly dif- 
relapse rate after 500,000 units a ‘day is low ; with ‘slightly fered from the first. Many patients have now been fol- 
more resistant or ganisms the relapse rate increases. lowed up for four years, and the incidence of delayed 


More recently 18 previously untreated patients have relapse or reinfection among them has been found to he 
received 2,000,000 units daily for at least one month ;' about 2% per annum. ' 


Bacteriologically Negative Cases. —Only the .408 patients 
*Report to the Medical Research Council on 408 patients treated in with a positive blood'culture have so far been considered. 
14 centres appointed by the Penicillin Cii:,ical;Trials:Committee. . but reports of 35 patients with ‘negative blood cultures have 
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relapse after treatment the blood culture becomes positive 
usually within 60 days. But. in 14 patients infection 
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been collected by six of the centres (Table IV). Three facts 
have been established: (a) with the comparatively small 
doses of penicillin used only. 6 of 26 previously untreated 
patients were cured ; (b) the fever returned or was not con- 
trolled in 11 of the 26 previously untreated cases ; (c) in the 
13 who died with uncontrolled fever, organisms were seen 
post mortem in the vegetations of 6. It is not known 
whether larger doses will produce better results, but it is 


TABLE IV.—Bacteriologicaliy Negative Cases 
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" suggested that these patients should be given 2,000,000 units 


a day and that the dose should be increased if the clinical 


‘ response is unsatisfactory. In view of the importance of 
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. establishing the coefficient .of resistance of the infecting 
ı organism it is unwise to abandon blood cultures until at 
‘least three have proved negative. ` 
‘should always be included. 


An anaerobic culture 


Factors Affecting Prognosis—In general the recent 
results confirm the conclusions regarding prognosis and 
causes of death discussed in the previous'report. A detailed 
analysis of these patients will be incorporated in a review 
of the subject which is now being prepared. i 


Conclusions 


Patietits with subacute bacterial endocarditis should be, 
given at least.2,000,000 units of Pa a day for a month 
or six weeks. 

When the infecting organism is highly resistant to peni- 
cillin, or when it cannot be isolated, it is difficult to estimate 
the appropriate dose. Some factors involved in making 
this assessment are discussed. 

The incidence of delayed relapse or reinfection i is approxi- 
mately 2% per annum. 


REFERENCE 
Christie, R. V. (1948). British Medical Journal; 1, 1. 


According to a report (B.U.P.) Dr.’ Robert Coghill, who 
played an important part in the. development of penicillin 
mass-production, told a meeting of the American Chemical 


Society that, although ‘200 antibiotics had been investigated, 


only six have appeared on the market, and of these two are.of 
limited use only. While the term “ miracle drug ” could legiti- 
mately be applied to penicillin, Dr. Coghill stated that the chief 
miracle in connexion with one or two currently used antibiotics 
would be if they were still in use in five years’ time. He added, 
‘The truth of the matter is, unfortunately, that the vast 
majority of antibiotics are for a variety of reasons utterly 
worthless for human therapy.” 
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It has long been recognized that loss of weight can 
accompany psychotic and psychoneurotic illnesses such as 
depression and anorexia, nervosa. Clinicians also meet 
atypical cases of depression in which there is an increase 
of weight,'and this has been vaguely linked with endocrine 
disturbances, such as may occur at the female and male 
climacteric: This paper is concerned with a group of cases 
showing a sudden onset and rapid development of obesity, 
with or without amenorrhoea and menstrual disturbances, 
which gives rise to a syndrome of obesity, anxiety, tension, 
and depression. 

The investigation first arose when it-was observed that 
some obese patients who failed to respond satisfactorily to 
the usual methods of treatment dated their obesity and also 
some psychoneurotic symptoms to a specific incident that 
might well have inflicted’ psychological trauma. We found 
that too ‘little’ attention had been paid to the emotional 
factors in the first instance, and the patients had been 
treated on an- organic basis for long periods. We do not 
claim that the treatment pursued with this group is 
primarily aimed at reducing weight, but we have used it 
to alleviate the associated. mental distress and have found 


‘that patients often show a parallel reduction of weight and 


become more amenable ‘to accepted methods of treatment 
of obesity. 

The problem of obesity has been extensively investigated 
by physiologists for many years, and no essential underlying 
disorder of .metabolism has been convincingly demon- 
strated. Newburgh (1942) reviewed the subject and came 
to the conclusion that excessive intake of calories with 
reduced activity could account for almost every case. He 


. explained the irregularity of loss of weight when on a 


strictly, limited calorie intake as being due to fluid retention, 
and quoted an example that demonstrated this point clearly. 


‘Effect of Lesions of the a 


Lesions of the hypothalamus in animals in which the 
anterior lobe of the pituitary has either been removed or 
left intact result in obesity: (Hetherington,. 1943). This 
obesity does not, however, follow extensive damage to the 
hypophysis provided the hypothalamus is intact. These 
clear-cut experiments of Hetherington’s have solved the 
controversy that has lasted for over 30 years between 
Fröhlich, who maintained that damage to the hypophysis 
was the necessary factor, and Erdheim, who believed the 
essential lesion must be in the hypothalamus. Animals 
that have had suitably placed lesions in the hypothalamus 
not only show an increase in appetite, that accounts for their 
obesity in almost all instances, but the manner in which 
they eat their food changes from the normal habit of the 
species. 

The appetite of the animals operated on is described as 
voracious, savage, or wolfish by various authors, and rats 
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that normally store their food and eat it by night will / 


devour ‘every morsel immediately it is dropped into their 
cage. The increased intake of food accounts for the 
increase in weight when the animal is fed ad libitum. But 
a small proportion of rats whose food is restricted. show 
some minor increase in weight over the control animals, 
indicating that in them a mechanism other than increased 
intake.is operating. This may be related to the change in 
feeding habits to. which we have already referred, as 
Tepperman et al. (1943) have shown that normal rats will 
convert glucose into fat at an accelerated rate if the animals 
are trained to eat their normal 24-hour: portion within a 
short time. . 5 E 


It has also been shown that rats with a hypothalamic 
lesion and hyperphagia had exceptionally high R.Q.s—well 
over unity during the absorption of glucose, indicating that 
most of the carbohydrates were being converted into fat. 
This phenomenon develops only gradually within the first 
week after operation (unlike the increase im appetite and 
the temperament ċhanges, which can be observed almost 
before the animal is` out of the anaesthetic), suggesting that 
it is the result of the altered feeding habit and hyperphagia. 
A marked change in temperament as well as in appetite has 
been observed in these animals, and they may become 
aggressive and savage. E 

The effect of emotions acting through the hypothalamus 
in man has been well demonstrated by. Verney (1946) in his 
series of experiments on the action of the antidiuretic 
hormone of the posterior pituitary. He has shown that 
emotional stress, by acting on the hypothalamic nuclei, 
releases from the pituitary the antidiuretic substance, and 
has suggested that conditions associated with low sym- 
pathetic tone in man might be favourable to prolonged 
secretion of the substance. His experiments may explain 
the undoubted retention of fluid that is shown by many 
obese subjects who have no organic lesion of the hypo- 
thalamus but in whom emotional disturbances may have 
produced effects on the hypothalamic nuclei. 


The enormous increase in appetite and very definite 
alteration in temperament and activity of animals with 
organic lesions of the hypothalamus may be in part 
mirrored: by our patients through stimuli coming from the 
higher senses acting on the nuclei in the hypothalamus in a 
manner similar to that already demonstrated by Verney in 
his work on the supraoptic nucleus. Thus there is a back- 
ground of evidence from careful physiological observations 
to account for our finding that violent emotional stress 
may result in rapidly developing obesity. 

The following three cases are representative of the group 
we are studying. 

Case 1 


A woman aged 38 complained on admission to hospital in 
June, 1947, of rapid increase of weight and amenorrhoea since 
suffering a very severe shock in 1943, with a further increase 
in weight in 1944 after a narrow escape in a bomb incident. 
At the same time she complained of an inability to pass sufficient 
urine, difficulty in concentration, and poor memory. Her father 
died, aged 58, from coronary thrombosis and “urinary reten- 
tion.” He was a military bandsman, a strict disciplinarian, and 
short-tempered, and would beat his children. He taught them 
to hide their feelings. Her mother had a “cold temperament,” 
would not accept her children’s confidences, discouraged their 
emotion, but gave in to their wishes. There was little love 
between the parents, only duty. She had a lonely childhood 
and average schooling, and was always afraid of expressing any 
emotion. She was a student teacher till 18, then studied music 
and passed her L.R.A.M. For a while she earned her living 
as a piano-teacher and gave piano recitals. She married three 
times. 


st : 

The first marriage, at 18, was to a man 14 years her senior, 
who was irresponsible, “too sexual ‘for her immature years,” 
and constantly in debt. He died 14 years ago. They had two 
children, a girl—a brilliant child who died in 1943 at the age 
of 13 from a sarcoma of buttock—and a boy, now aged 14. The 
second marriage was a failure, as her husband was impotent. 
had “ brain_storms,” and led her a “ shocking life.” In order 
to keep the peace for her children’s sake, she says, she had to 
shut out her emotions and give up piano-playing because it 
irritated him; and to be away from him as much as possible 
she joined the police force in 1939, as she was a tall, powerfu! 
woman brought up to appreciate discipline and order. This 
marriage was annulled after five years’ misery. The third 
marriage, in 1945, was to'a police sergeant. It was satisfactory 
at first, but she soon became frigid, and now feels socially and 
intellectually her husband’s superior, although she loves him. 


In 1943 she experienced a severe shock when told that her 
daughter had a sarcoma of buttock and had only a few months 
to live. “I showed no emotion. I did not feel any. I was 
dead.” Her periods stopped and she was “mentally distressed 
and began to swell.” She increased in weight‘from 12 to 19 st. 
(76.2 to 120.6 kg.). The amenorrhoea lasted three months, and 
after that she saw only a few spots. The child lay ill at home 
for months, and required frequent morphine injections. The 
patient stayed up with the child most of the night and then had 
to go on duty. She kept up appearances before the child, but 
also experienced strong.feelings of guilt because of previous 
lack of affection for her. 


‘In 1944 she experienced another severe trauma. While on 
duty alongside an escalator at Waterloo Station a flying bomb 
crashed near her and there were numerous casualties. She was 


. blown over and then took part in the rescue work. Three weeks 


later she collapsed and was taken to hospital, where she had a 
rest for three months. After the bombing incident her weight 
increased from 19 to 20 st. (120.6 to 127 kg.). She was given 
stilboestro! injections and had a very scanty cyclical bleeding. 
Her emotional tone returned and she began to grieve for her 
daughter and reproach herself. She had to give up work after 
a few months and was investigated for a possible pituitary 
lesion at Guy’s Hospital, but the findings were negative. Two 
years ago she began to receive regular injections of “ neptal ” 
and lost weight rapidly. With regular injections, for two years 
her weight went down to 13 st. (82.5 kg.); but the effect dimi- 
nished, and before admission to hospital she went up to 
14 st. 8 lb. (92.5 kg.). She remained tense, felt confused and 
exhausted, and had not worked for over a year. There was an 
absence of libido. 


On physical examination her weight was 14 st. 8 Ib. and he! 
obesity was of the simple type with normal feminine distribu- 
tion. There were no signs of organic disease either in her 
endocrine orther cardiovascular system. The blood pressure 
was 140/80 and her urine contained no abnormal constituents 


On psychiatric examination she volunteered the information 
that her “inflated condition” depended on whether she was 
mentally relaxed or not, and said she was convinced that the 
mental illness. caused the physical illness. She complained of 
a tight feeling in the head, but stated that she had taught her- 
self to school and control herself, but it required a great effort 
“I have often thought I require an emotional release.” 


She experienced considerable mental relief from a discussion 
of events and symptoms under sodium amytal narco-analysis. 
She was then abreacted under ether, the bombing incident 
supplying the starting-point of the abreaction. There was a 
violent emotional release as she re-enacted the scene, accom- 
panied by piercing shrieks when she described the flying bomb 
coming down. An amnesia for events connected with the inci- 
dent was uncovered, and she revealed the conflict at that time 
between her duty and her own and her child's safety—she could 
not decide whether to run for shelter when she heard the bomb. 
The day following the abreaction she said she felt entirely 
different: her mind felt clear, and she decided to resign from 
the police force in order to be “ more feminine ” to her remain- 
ing child. She also resumed her music-playing (shes had not 
played at all since the start of her illness). The ether abreaction 
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was repeated twice, with further release of affect. When she 
left the hospital her weight had fallen to 13 st. without any 
dietary restriction, and she resumed her previous occupation of 
teaching music. A fortnight later she had a menstrual period 
which lasted three days, and she described this as the most 
normal she had had for four years. i 

This case of sudden onset of gross obesity with water 
retention and amenorrhoea, following a clear-cut psycho- 
logical trauma and exacerbated by a second, illustrates the 
benefit that ‘can be obtained by: an abreaction of the 
precipitating events. l 





Case 2 


A woman aged 30 complained in 1948 that she was very 
worried by her rapid ‘increase in weight from 10 to 15 st. (63.5 
to 95.3 kg.). This took place over a period of some months 
five years previously and followed the shock of the sudden 
death of her mother. There have been only minor fluctuations 
in weight since then. 


At the first interview she stated that her father was a nervous, 
lonely, sanctimonious man who had had a nervous breakdown 
in the 1914-18 war. She was afraid of him because of his very 
violent temper and frequent quarrels with his wife. She was 
extremely fond of her mother, a hard-working woman who 
suffered from migraine and died from a cerebral! haemorrhage 
at the age of 48. There is one brother, a medical student. 
The patient was a nervous child, a nail-biter, with fears of the 
dark. She had a normal schooling, mixed well, and did secretarial 

_ work before her marriage. Her characteristics are described as 
knowing her faults and liking to be the centre of interest. She 
married at the age of 21, and has daughters aged 7 and 2 and 
a son of 5. .She claimed that the marriage was a happy one, 
although she had not experienced. any sexual satisfaction and 
her husband frustrated her by the methods he adopted. Her 
health was good, but she had operations for uterine prolapse 
in 1946 and 1947, 


In October, 1943, she was in a nursing-home awaiting tonsill- 
ectomy and was visited by her mother. The next day she was 
told of her mother’s sudden death. “I always remember the 
shock. I could not believe it: I am always thinking of her. 
Even now I imagine I see mother.” From this time she put 
on weight rapidly, was unable to reduce effectively despite 
qumerous therapies, and felt very -sensitive about her figure. 
She denied that she ate excessively, and alleged that dieting did 
not help her. She admitted that she had had a large appetite in 
the past. She also developed a troublesome itching rash on the 
inside of her legs and a pruritus ani which disturbed her sleep. 

On physical examination her weight was 15 st. and her 
obesity was of the simple type, the chief excess of fat being 

_ on the buttocks (upper part) and on the abdomen. Her skin 
was soft and her body hair scanty. Her blood pressure was 
160/100, and her urine contained no abnormal constituents. 
There was no evidence of any endocrine disorder. Her dietetic 
history showed that at this time she was taking a diet of 
approximately 2,500 calories, with an excess of carbohydrate. 
On psychiatric examination she was tense and anxious. She 
felt lonely, frustrated, and tired, and experienced bad dreams in 
which she generally harmed her children. She complained that 
he screamed at the children and “could kill them.” She was 
reated by sedation and a weekly series of ether abreactions 
hich are set down here in some detail. 
[n the first treatment she described her aggressive feelings 
wards her second child (the obesity began eight months after 
is child’s birth). The main emotional release, however, was 
er her mother, in whom, at this stage, she stated she had 
vays confided. In the second abreaction the patient exhibited 
ood deal’ of rage when discussing her husband. He .calls 
“Tiny ” and irritates her with his lack of understanding and 
\placency. She wished she were back to her ‘schooldays, 
n she was known as “Starving Russia.’ In the third 
action, after going over old ground, she suddenly abreacted 
ntly over her mother’s death and screamed, “What do 
do at a post-mortem ? The wounds do not heal like 
ary operation wounds.” She ‘regretted not -having her 
\ 
} 
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mother cremated, and visualized her in a cold grave. The 
fourth abreaction was mainly over a comparison between her 
husband and her father, whom she hated, but this słfe denied 
as soon as she had expressed her loathing. She felt.less tense 
after each treatment, and lost 10 Ib. (4.5 kg.) in the 24 hours 
after the first, and had lost 1 st. (6.4 kg.) after four weeks 
without any attempt at dieting. She thought it was due largely 
to fiuid loss. In the past, strict dieting had been a failure, 
and in any case she was unable to keep it up for any length 
of time. The irritating rash was ameliorating, and “ although 
far more preoccupied with thoughts was also far more able 
to deal with them.” 

She began dreaming about her mother, and the fifth 
abreaction ranged over this and thy; post-mortem examina- 
tion. The next abreaction was over 2a elderly spinster neigh- 
bour who had been dominating her for some time and referred 
to her as “my adopted daughter.” She felt this woman had . 
replaced her mother. 

It is interesting to note that at this stage her attitude towards 
her mother was beginning to change. The ensuing abreactions 
were mainly concerned with her marital difficulties, guilt over 
recent masturbation, her ambivalent attitude towards her father 
and her husband, and general feelings of frustration and 
hostility. 

From the eleventh abreaction she began to talk more freely 
about her mother, and at the fourteenth abreaction was show- 
ing resentment. She described her feeling of desolation and 
resentment when her mother suddenly left her in a boarding- 
school at the age of 7 and went abroad to her husband for two 
years. She also disclosed: “I was never allowed to have ‘an 
opinion of my own.” Her mother did not approve of her 
Marriage and “ bred deceit ’—‘ sex was taboo, and I had to 
do everything underground.” By the fourteenth abreaction she 
had lost 2 st. (12.7 kg.) in weight and was showing an appraisal 
of the-situation regarding her mother. She was gradually free- 
ing herself from the mother’s dominating influence, and at the 
present time is continuing treatment. 


Case 2 illustrates the unsatisfactory mother-child rela- 
tionship often found in obese subjects. The trauma of the 
sudden breaking of this tie was sufficient to start off gross 
increase in weight. After a series of abreactions she was 
not only improved from the psychological standpoint but 
had lost 2 st. in weight without any other form of treatment 


Case 3 
A woman aged 48 was first seen in March, 1946, when she 


‘complained principally of obesity, “ blackouts,” headaches, fits 


of depression, swollen ankles, and insomnia. She stated that 
her weight went up from 11 to 16 st. (69.8 to 101.6 kg.) after 
the birth of her last child in 1942. Her periods were regular 
up to 18 months ago, but she had had only three scanty ones 
in the past seven months. 

Her father was a regular soldier and strict disciplinarian 
who would not allow her to answer back, and her mother is 
described as “ very sweet.” The patient, one of seven siblings. 
was brought up very strictly, knew nothing of sex or menstrua- 
tion, and was ignorant on such matters at her marriage. She 
had an excellent school record and, apart from smallpox at the 
age of 5, had good health. After the death of her first husband. 
when she was 26, she trained as a mannequin because she loved 
clothes, and did exceptionally well as a freelance for several 
years, but in 1932 her second husband compelled her to give it 
up. He bought her two tobacconist shops, which she managed 
successfully till 1939. The business failed early in the war and 
she became an ambulance nurse, but since her last confinement 
she has worked as a housing officer and Civil Service clerk. 
When well she is said to be full of confidence, energetic, hard- 
working, capable, a good mixer, over-conscientious, meticulous. 
fastidiously clean, and gay with a strong libido. 

Her first marriage, at 17, was a happy one and lasted nine 
years, when her husband died from pneumonia. There are 
The second marriage, five 
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husband’s suicide in 1937. .He was an aggressive psychopath, 


terribly jealous and possessive, and constantly. threatened to ' 


murder *her and commit suicide. He insisted on perverted 
sexual relations with her, drank heavily, beat her, and on several 
occasions tried to gas her. She had a depressive spell with 
“blackouts” and loss of weight for some months after his 
death, but soon recovered her old interests and married a third 
time in 1939. 


The history of obesity dates from her confinement in 1942. 
She had toxaemia during pregnancy and underwent a prolonged 
induction of labour, during which she became very frightened 
and was convinced she was- dying. In the puerperium she 
developed pneumonia and femoral thrombosis followed by 
emboli in the lungs and, gght kidney. At this time the hospital 
was bombed ; windows were blown in around her, and she was 
carried into the corridor. She was a semi-invalid for 18 months 
after leaving hospital, gained 2 st. (12.7 kg.) in weight during 
the first year and steadily after, despite constant anxiety and 
numerous ‘traumatic incidents occurring throughout the war. 
Her son was reported killed at Arnhem in 1944, but she later 
learned that he had become a prisoner of war and that he had 
advanced tuberculosis. Another son was torpedoed three times 
and is badly disabled, and she had to help support both sons.. 
Her home was blasted four times. She also underwent numer- 


ous stress incidents while on ambulance duty during the raids ’ 


and in the flying-bomb periods, but she continued to work most 
of the time. Two years ago, soon after the return of her glider-- 
pilot son, she became worried, was afraid to be alone at night, 


felt that her husband was turning against her, and became 


depressed. She could not concentrate; she became forgetful, . 


and complained of occipital headaches, dyspnoea on exertion, 
sleep-walking, frequency, and “blackouts” about once a fort- 
night. She also had transient unreality symptoms—“ a blank- 
ness of mind and a feeling of walking on water.” 


On examination the obesity was simple in type and ‘was most 


pronounced on the buttocks. The. cardiovascular system and 
C.N.S. were normal. Her blood. pressure was 120/70. Urine: 
n.a.d. She was very tense, anxious, depressed, and hypo- 
chondriacal. She had previously reduced from 16 st. to 
14 st. 9 lb. (93 kg.) by diet, but on admission weighed 
15 st. 14 lb. (96 kg). She was taking a well-balanced diet 
of approximately 2,000 calories. 


An intravenous sodium amytal narco-analysis was concerned 
with many distressing experiences, particularly in air-raids: in 
one fiying-bomb incident she felt sure her young baby was 

killed. After the investigation she tended to dissociate. Some 
days later she abreacted under ether, and there was a violent 
motional ‘release with screaming and weeping. She had some 
amñesia for the fiying-bomb incident, but .knew she threw her 
baby under a falling chimney when she saw a bomb coming 
towards her. She wept freely after the abreaction and dis- 
sociated for about 15 minutes. ‘She then asserted, “T feel a 
load off my. mind,” but was unable to explain ‘this. 


She remained in a ‘tense state, and a week later again 
abreacted violently under ether. There was a most intense 
release of emotion when she described an attempted rape by 
her psychopathic second husband. He tore off her clothes and 
slashed her with a razor, demanding a child which she refused 
to give him. “He tore my inside out.” The next day he threw 
‘himself under a tube train and she identified his mangled body. 
She confessed to feeling guilt and responsibility since then, as 
she had threatened, and wanted, to kill him. . During the abre- 
action she showed great rage and desire to kill him, and finally 
dissociated. Later she continually returned for reassurance that 
she was not responsible for his death and wept freely. 


A Week later, under ether, she was again violent with fear, 
horror, and rage directed against her former husband. “Til 
kill you,” and “Go and kill yourself,” were phrases frequently 
expressed. She reiterated that her former husband was a beast, 
wept, and dissociated. 

Some days later, when interviewed, she said she could now 
. talk about her former husband without feeling guilt. She also 
played the piano and sang, which she had not done for many 
years, and no longer felt that life was not worth living. 
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Menstrual’ flooding occurred after six months’ amenorrhoez. 
and it is of interest that she had a flooding lasting six weeks 
after her second husband’s. attack on her, and she linked this 
similarity with the severe abreaction over her husband. Š 


As some tension persisted she was. again abreacted a week 
later. This was even more violent than the others ; she reached 
an extreme pitch of excitement to the point of exhaustion, and 
showed Jittle tendency to dissociate after coming round. She 
wept for some tıme and described her husband’s behaviour in 


” much greater detail. For the first time she returned to the ward 


without assistance. 

She was now much improved and no longer worried abvu!, 
her second husband, but soon after became preoccupied with 
the flying-bomb.incident previously mentioned. It was decided 
to attempt to clarify that situation by further abreaction. She 
described working in her office one afternoon when a flying- 
bomb swished past the windows, which were then blown in. 
and a filing-cabinet fell on her. When she arrived home she 
heard the sirens again and rushed out to reach her baby play- 
ing in the garden. A flying-bomb came down, and she held her 
child against the wall of a shelter. The bomb hit a near-by 
factory and she could see a chimney-pot coming straight at her 


. She threw the child into the shelter and fell, and, as she did se 


she believed the chimney had. hit and killed the child. She lost 
the use of her limbs and “blacked out” momentarily, then 
heard the child cry and-crawled to him. Immediately after 
this episode she became very hysterical and attacked her hus- 
band for not having been present. At this stage of her treat- 
ment she had lost 11 Ib. (5 kg.) in weight without dieting, and. 
although much better, she remained mildly tense and pre- 
occupied with the bombing incident and was abreacted a sixth 


time. Further details were clarified with good effect, and there 


was a marked easing: of symptoms. She ceased to blame her- 
self, was able to travel in a tube train for the first time since 
her husband’s suicide in 1937, stopped sleep-walking, regained 


her former confidence, and continued to lose weight each week. 


Case 3 is of special interest in that the patient failed to 
gain weight after numerous traumatic incidents connected 
with her psychopathic second husband: she actually lost 
weight after his terrible and sudden death—a circumstance 
that can reasonably be attributed to relief and loss of 
tension, -The psychological trauma that actually led to a 
rapid increase in weight was the bombing ‘of the hospital 
in which she was a patient suffering from pneumonia during 
the puerperium. The abreactions in her case did not centre 
round the actual precipitating trauma, as it was found that 
sufficient affect-was released by the incidents she brought 
up spontaneously whilst under treatment. 





















l Discussion 

Psychosomatic studies of simple obesity (Weiss and 
English, 1943 ; Dunbar, 1943) suggest that it is an “ organ 
neurosis,” its manifestation depending on constitutional 
factors and pre-existing fears. Fenichel (1945) in a psycho- 
analytical approach to the subject also regards obesity as a 
organ neurosis. He stresses the basic importance of exhib 
tionistic and pre-oedipal mother conflicts. “Oral grati 
fication ” is emphasized by many authors: the individu 
remains emotionally immature and overeats from ear 
childhood. Psychological investigators into obesity 
childhood emphasize the factors of lack of -parental | 
with prolonged over-protection of the child (Bruch, 19 
Bronstein ef al.,:1942; Gastineau and Rynearson, 19 
As Bruch poiits out, the child may go in for the pleas 
of food if it does not get the pleasure of love fro 
parents. _ | 


When an individual becomes obese for the first tin 
early adult life, oral gratification, as a result of latent 
ditioning, may again allay anxiety or conflicts. Scho 
and Matthews (1945) found that most of their case 
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emotional problems and tension which produced an urge 
to eat, and.if the urge was not satisfied the tension would 
mount. Freed (1947), in a study of 500 obese patients, also 
found strong evidence that anything which increased 


‘emotional tone increased the appetite for food. Personality 


studies have been carried out by various workers (Rennie, 
1940; Nicholson, 1946), and include patients who fail to 


‘ respond to a dietetic regime. The practical result of such 


studies is the conviction that a psychotherapeutic approach 
is a useful treatment in these cases, and attempts have been 
made to resolve or ameliorate factors contributing to 
neurotic breakdown, such as family relations, environment, 
social and sexual maladjustments, prolonged tension, and 
insecurity. : 

There is little mention in the literature ‘of the influence 
of severe emotional stimulation in the rapid production of 
obesity. Bruch (1940) quotes Lichtwitz (1923) as observing 
during and after the 1914-18 war rapidly developing obesity 
in women who had been under severe mental stress. 
Litzenkirchen (1924) described the case of a woman of 
29 who developed adiposity, diabetes insipidus, genital 
atrophy, and: amenorrhoea after serious psychic traumata 
of long duration. The condition was thought to be organic, 
but some success was achieved in treating the case along 
psychological lines alone. Hochman (1938) illustrated the 
relation between severe emotional stress, such as the shock 
of the death of a parent or a financial reverse, and over- 


_eating in six cases. Greene (1946) has recorded a fascina- 


Ż 


ting example in which emotional stress led to obesity, and 
an improvement in the patient’s circumstances was followed 
by a reduction in her weight without any other form of 
treatment, although she, abandoned ‘her diet: Gilbert- 
Dreyfus: (1948) published a survey of a large. series of 
cases suffering from “ paradoxical obesity ” as a result of 
bombing, prisoner-of-war, or concentration-camp experi- 
ences, the increase in weight usually taking place over some 


_ SUDDEN OBESITY AND PSYCHOLOGICAL TRAUMA 
Me our 


weeks. .The incidence was almost exclusively in women, . 


and the trunk ahd abdomen were the sites mainly affected. 
There was considered to be evidence of water—salt retention, 
and a few abbreviated case records and an outline of 


‘treatment Were reported. 


Our cases fall into a special category in that severe 
traumatic incidents seem to form the direct precipitant of 
sudden and marked simple obesity. The connexion between 
the obesity and this psychological trauma in time decided 
us to make use of abreactive techniques, the primary object 
of which is to relieve anxiety, tension, and aggression. . The 
value of emotional release in“ traumatic ” anxiety states 
by excitatory abreaction and the technique employed under 
ether has been described in previous, papers (Sargant and 


¢ 


: described. 


Shorvon, 1945,; Shorvon and Sargant, 1947). The patient . 


relives and re-experiences the ,original trauma, and, if the 
abreactions are successful, traumatic incidents tend to lose 
their emotional significance and thus cease to worry the 
patient. Though preferable, it is not necessarily essential 
to abreact the specific incident or range all over the trau- 
matic ‘incidents, and in practice we find that even an 
abreaction of a non-specific kind may produce sympto- 
matic improvement providing the emotional release is of 
sufficient intensity. We have applied the technique of ether 
abreaction to many obese: patients of the kind under 
discussion, and this will form the subject of another paper, 
but the cases quoted above are examples of the method and 
results. There is a symptomatic improvement with pro- 


‘nounced „easing of anxiety and Joss of weight of from 


I to 2 st. (6.35 to 12.7 kg.). The method has the advantage 
of being quicker and more practicable than prolonged 
psychotherapy, and certainly _requires: fewer’ interviews. 


` 
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Some psychotherapy, however, is essential, as the implanta- 
tion of new ideas and reintegration of the abreacted patient 
are Very important. There is reason to believe that patients 
treated in this manner are then more likely to be able to 
observe a strict diet if this is considered necessary, and 
drugs such as “dexedrine ” (dextro-amphetamine) may be 
better tolerated. i 

A brief analysis of the clinical findings and case histories 
of 12 women suffering from this syndrome is of interest. 
Anxiety, tension, giddiness, aggression, irritability, and 
depression are symptoms common to all, and many show 
hysterical features, such as “blackouts” and “ fainting 
turns.” The majority had stern aggressive fathers and over- 
indulgent, over-protective, kindly but “ cold ” mothers, and 
they were brought up in a strict fashion. All assert that 
before marriage they were almost completely ignorant ' 
of sexual matters. A good example is the patient who 
developed an anxiety state at the age of 23 after she had 
been kissed, as she believed pregnancy took place via the 
mouth. It is therefore hardly surprising that among an 
emotionally immature group of this kind many experience 
little or no satisfaction in their sexual relationship, and 
maladjusted marriages are common. The death of a 
mother, an undesired pregnancy, or the near-miss of a. 
bomb explosion were the most frequent immediately pre- 
ceding psychic trauma. Menstrual disturbances following 
the trauma -occurred in some. One young woman still 
has a persistent amenorrhoea, although the precipitating 
incident occurred five years ago, but it is more common 
for patients to experience a temporary amenorrhoea of 
some months’ duration. 

In a personality assessment of this series we find certain 
traits common to practically all—namely, immaturity, 
impulsiveness, lability, and a poorly organized emotional 
life. They present a hysterical picture with a tendency to 


` refuse to accept their inner urges or to express them in a 


satisfactory manner. Further personality studies, however, 
on control groups showing loss in weight are necessary if 
one is to get a clearer view why some patients put on 
weight rapidly under severe stress, whereas the majority 
appear to lose weight under similar circumstances. 


. S 
. Summary 


The association between the sudden onset of simple obesity 
and severe psychiatric trauma is illustrated by three case 
histories taken from a larger series of cases. ` 


A fairly uniform personality pattern in these cases is 


The results of abreactive techniques in treatment are discussed, 
and it is suggested that they may provide a useful adjuvant or 
preliminary to the accepted forms of dietetic treatment in certain 
selected cases of obesity. 


Our thanks are due to Dr. P. M. F.- Bishop, of Guy’s Hospital, for 
permission to study the first case, to Dr. E. A. Burkitt for his help’ 
in treating the third case, to Dr. M. Desai for the Rorschach 
personality studies, and to Miss Pemberton, dietitian, St. Thomas’s 
Hospital, for taking dietetic histories. 
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UPPER-LIMB PAIN DUE TO LESIONS 
. OF THE THORACIC OUTLET* 


THE SCALENUS SYNDROME, CERVICAL RIB, AND 
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BY 
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F.R.A.CS., F.A.C.S. 
Professor of Surgery, University of Wales 
(From the Surgical Unit, Welsh National School of Medicine) 


i ot 
Cunningham calls the upper opening of the thorax the inlet, 
the lower opening the. outlet. It is assumed: that we are 


referring to the upper opening, for there can be few if any. 


lesions of the lower one which produce pain in the arm. 
The Upper Opening of the Thorax.—The superior aper- 

ture of the thorax-is a narrow opening, which is bounded 

by the first dorsal vertebra, the first pair of costal arches, 


` 





t 
FIG. ] ` 


Fic. 1.—With the four limbs on the ground the nerve trunks of the 
limb plexuses enter the limbs approximately perpendicular, to their 
origin and are neither acutely angled nor-stretched. 


Fig. 2.—With the assumption of the upri iti 
the nerve trunks of the forelimb plexus which leaves the thorax is 
angled acutely. The nerves to the lower limb pass almost vertically 
downwards and there is no’ tendency to angulation. 


Fic. 2 


~ 


and the manubrium sterni. From it issue the great vessels 
and nerves to! the upper limb, and interference with them 
at their egress by certain structures may cause pain of two 
kinds: that of neuralgia or neuritis, or that of ischaemia. 

.*Read in 


the Annual 
1949. 


openias a discussion: in the Section.of Orthopaedics at 
eeting of the British Medical Association, Harrogate, 
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l Pain in the Upper Limb 

Two questions to be answered are: (1) What structures 
. may produce this interference and so cause this pain ? and 
(2) Why are these painful conditions relatively common iD 
the upper limb and uncommon or absent altogether in the 


‘lower limb ?—-because we now have definite evidence that 


sciatica, which of course is common enough, is not due to 
any lesion at the pelvic outlet but to a radiculitis that is 
usually the result of an intervertebral disk lesion. 


Dealing with the second of these questions first, I suggest 
that it is man’s upright posture combined with the great use 
of the forelimb when erect which causes the pain in the arm 
and accounts for its absence in the leg. As the erect posi- 
tion is assumed there is an angulation of the structures 
leaving the superior aperture of the thorax, so that they are 
readily stretched across any abnormal or at times even nor- 
mal structure that may here form ‘the boundary of the open: 
ing, whereas in the case of the lower limb the upright 
position undoes or opens out any such angulatiom of the 
neurovascular elements ‘which enter the limb from the 
pelvis (Figs. 1 and 2). 


i 


Character of the Pain 


‘Neural Pain—This is usually of a tingling or stabbing 
It is due to the lowest 
trunk of the brachial plexus being stretched over and/or com- 
pressed against (a) a cervical rib, (b) a fibrous band correspond- 
ing to a rib (Fig. 3), (c) the medial tendinous lower fibres of the 
scalenus medius (those arising from the seventh cervical trans- 
verse process), or (d) occasionally an abnormal scalene muscle 
(pleuralis of Sibson, intermedius’ of i l 
Testut,- minimus of Albinus) lying 
.between the artery and the nerve 
‘trunk. s 
The Scalenus Syndrome. — The 
part played by the scalenus anticus 
has been exaggerated, and simple 


relieve symptoms. The syndrome 
should be called the scalenus syn- 


syndrome, as so frequently the 
scalenus medius (also the scalenus 
minimus less often) plays a part in its 
production: At operation it is essen- 
tial to: free the lowest trunk of the 
plexus from the rib, band, or tendin- 
ous scalene fibres over which it may. 
be stretched. A frequent finding in 
these cases is an abnormal origin of 
the posterior scapular 
artery from the third part 
of the subclavian. The 
artery passes between the 
trunks of the plexus and 
tends to hold down the 
lowest trunk. against the 
structure over which it is 
stretched (Fig. 4). 


Vascular Pain. — This is , 
usually of a dull aching '! 
‘character, and is due toa ‘, 
relative ischaemia brought 
about by compression of : 
the subclavian artery (the 
costoclavicular syndrome). 


The Costoclavicular 
Syndrome. — Interference 
with the blood flow in the 
subclavian artery at the 





Fic. 3.—Showing the 
relationship of the lowes 
trunk of the brachial 
plexus to the lower medial 
tendinous fibres of the 
scalenus medius. 





Fic. 4.—The medial tendinous 
fibres of the scalenus medius are 
shown and the abnormal posterior 
scapular artery arising from the 
third part of the subclavian and 
passing outwards and backwards 
between the trunks of the plexus so 
as to hold the lowest trunk against 
the subclavian artery. 
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thoracic ,òpening is the consequence of the artery being com- 
pressed, when the arm is placed in certain positions, between 
the clavicle and either the first rib or a cervical rib. Elevation 
or depression of the shoulder may open out or diminish the 
space between the bones, according to the shape of the upper 
thoracic opening as modified by the abnormal rib (cervical or 
thoracic). While this is probably the explanation in most cases 
in which the syndrome is well developed, a minor degree of 
compression may be produced by the scalenus anticus, the 
artery being compressed between the contracted muscle in front 


and a rib or band or even the scalenus medius behind (Murphy, 


1906 ; Wingate Todd, 1911). 
An alternative hypothesis has been suggested by Wingate 
Todd (1913), Telford and Stopford (1930), and others, that 


irritation of the sympathetic fibres accompanying the lowest’ 


trunk of the brachial plexus may account for the vascular 
symptoms by inducing vasospasm, but there is little evidence 
in favour of this, and recently Sunderland (1948), of Melbourne, 
who has investigated the question by histological studies of the 
brachial plexus in some cases in which the syndrome had been 
present, finds no support for this view. ` 


Other Aetiological Factors—TIn addition to abnormalities of 
the upper thoracic opening, certain other factors may contribute 
to the appearance or the severity of either the scalene or the 
costoclavicular syndrome by leading to the depression of 


the shoulder girdle and thereby increasing the angulation of the - 


issuing nerve trunk and artery. This may come about as the 
result of: (1) The dropping downwards and backwards of the 
shoulder girdle which takes place in late adolescence. (2) A 
downward pull on the shoulder as by a post-bag (Maddox, 
personal communication, 1946) or, as was seen early in the 
war when respirators were worn constantly, the respirator strap 
(Rogers, 1941a, 1941b). Long ago, de Quervain (quoted by 
Cushing, 1903) noted that rifle drill produced the syndrome in 
some young recruits, and even the direct pressure of a violin 
on the root of the neck has been productive of symptoms (Sheen, 
1912). (3) Fatigue which may lead to an atonic condition of 
tre supporting muscles of the shoulder girdle. 


Diagnosis 

Diagnosis is usually evident. A young person who has 
numbness and tingling in the hand and fingers and along 
the ulnar border of the forearm, aching around the shoulder 
girdle, and flattening of the thenar eminence, whose symp- 
toms are relieved by elevating the arm, and whose radial 
pulse may be obliterated or diminished in volume by stretch- 
ing the arm well above the head, presents a typical picture, 
particularly if the symptoms have developed in late adoles- 
cence, after losing weight, or after some unusual dragging 
on the arm or depression of the shoulder as in carrying a 
respirator. X-ray films may show the presence of cervical 
ribs or of large costal processes the ends-of which are 
pointed and directed downwards and outwards. They may 
also indicate abnormalities of the thoracic inlet, and it must 
be remembered that the first rib may be the cause of symp- 
toms in some cases. Sometimes the subclavian artery can 
be seen elevated in the supraclavicular triangle so that its 
pulsations are apparent and may even resemble those of an 


- aneurysm. 


k 


Differential Diagnosis 


The syndrome must be differentiated from ulnar neuritis, 
herniated cervical nucleus pulposus producing a radiculitis, 
and writers’ cramp. 


Ulnar Neuritis—In ulnar neuritis (for example, a lesion at 
the elbow) there is no flattening of the thenar eminence except 
in a few rare cases of ulnar innervation of the thenar muscles 
(Highet, '1943), there is no shoulder pain, the lesion is strictly 
confined to ulnar territory, and relief does not follow abduction 
of the limb. . 
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Cervical Disk Lesions—In cervical disk lesions the disk 
involved is usually that between C5 and C6 or that between 
C6 or C7, so that the root affected is either C6 or C7. Pain 
is, more intense in the shoulder region; ulnar-sided pain or 
tingling is not present in the forearm or in the hand, and symp- 
toms usually appear at a later age. Radiology may show a 
narrowed disk space between the vertebrae. Elevating the head 
—pressing upwards below the, mastoids—may relieve the pain 
during an attack, and further differentiation may be provided 
by the abduction test. 


Writers’ Cramp.—This has a hysterical background which is 
often elicited on cross-examination—e.g., it occurs only when 
writing Service or business letters and not when writing for 
pleasure, and there is an absence of the precise mechanical 
picture presented by the patient with a scalene syndrome. 


The Abduction Test—If the signs and symptoms are due 
to the scalene syndrome or a cervical rib they are produced 
by a chafing action of the lowest trunk of the brachial 
plexus over the rib or the band representing it. If the nerve 
trunk is therefore lifted off the rib or band and kept thus 
elevated, the condition is alleviated. This may be achieved 
by placing the arm at rest in abduction on an aeroplane 
splint and so maintaining it for a few days. 


Treatment 


Non-operative.—In early and mild cases relief may be 
obtained by splinting and rest followed by exercises designed 
to develop the elevating musculature of the shoulder girdle. 


.In more persistent cases, in which the abduction test has 


confirmed the presence of a chafing structure below the 
lowest trunk of the brachial plexus, operation is indicated 


Operative.—This consists of exploration of the region of 
the lowest components of the brachial plexus and also the 
subclavian artery in its three parts. A straight incision run- 
ning upwards and outwards across the root of the neck in 
a crease-line just above the clavicle gives adequate access 
If care is taken to free completely the artery from com- 
pression and the lower side of the nerve trunk from chafing 
or other irritation, the results of operation are excellent. 


Comment 


The views here expressed are derived from my experi- 
ence of 33 operations which in the past twelve years I have 
performed for the scalene syndrome or costoclavicular 
compression. Eight operations were performed for 
cervical rib, 25 for the scalene syndrome. ‘These 33 
operations represent 30 patients. Bilateral operations 
were performed in two—in the one case separated by an 
interval of four months, in the other by one of 11 years 
These were both cases of scalene syndrome in which a 
second operation on the other side was requested because of 
the benefit obtained from the first operation. In another case 
[ performed two operations on the same side because of.a 
return of symptoms due to adhesions. Three other patients 
had been operated upon previously by other surgeons. In 
one a cervical rib had been removed on the left side, and 
as similar symptoms occurred on the opposite side she 
requested removal of the rib on that side also; the other 
two cases were recurrences due to the lower side of the 
lowest trunk of the plexus not having been freed from its 


x 


source of irritation. Of my 30 patients, 17 were women, _ 


13 men ; their ages varied between 17 and 55. One patient, 
a man of 45, was in Jeopardy with gangrene of his finger- 
tips and a subclavian aneurysm due to the artery being 
damaged by costoclavicular compression. I resected the 
aneurysm and left the rib. He has been well and doing 
hard work in a motor garage for nine years since the 
operation. 


a 
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` Conclusion 


The scalene syndrome is of commoner occurrence than ` 


cervical rib in producing pain in the upper limb, and when 
symptoms are persistent it is not enough merely to divide 
the scalenus anticus, because the lowest trunk of the brachial 
plexus may still be,stretched over and from time to time 
chafed by an underlying rib or band, or by the medial and 
tendinous lower fibres of the scalenus medius or an abnor- 
mal scalene muscle. It is necessary to divide any such 
structure ‘so as to free completely the lowest trunk of the 
plexus, exploration of which is therefore the indication and 
not merely anterior ‘scalenotomy. Similarly, where the 
- subclavian artery is elevated over and compressed between 
an abnormal rib behind and the scalenus: anticus in front, 
the part of the abnormal rib lying below and behind the 
artery must be removed so that the vessel is free to sink 
down on to Sibson’s fascia. - Only if these principles are 
_. applied in operating on cases of pain in the upper limb due 
‘to lesions of the thoracic operculum may we expect results 
that are waolly satisfactory. 


Sariiriary? 


Pain in the upper limb due to lesions of the upper thoracic 
- opening may be the result of compression of the subclavian 
artery (the costoclavicular syndrome), or irritation by a band, 
rib, the scalenus medius, or an abnormal scalene muscle of the 
lowest trunk of the brachial plexus stretched over it and com- 
pressed from in front by the scalenus anticus ae scalene 
syndrome). 

Similar pain does not occur in the lower limb, beane acute 
angulation of the nerve trunks leáving the pelvis does not occur 
as in the case of the neurovascular bundle leaving the thorax. 


- This angulation in the case of the upper limb and its absence in 


the case of the lower limb is due to the upright posture. 

Elevation of the limb. to a right-angle will usually relieve 
symptoms, indicating that similar relief can be obtained from 
operation. z 

Operation is best performed throueh an incision above the 
clavicle crossing the posterior triangle of the neck. 

Anterior scalenotomy is not enough. The under surface of 
the lowest trunk of the plexus must be cleared so’ that no 
further chafing action of this nerve trunk can occur. 


i 
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4 
Penicillin is widely used in general practice and in the out- 
patient departments of hospitals for the treatment of acute 
staphylococcal infections of the skin and subcutaneous 


tissues, ‘but as yet the dosdge employed i in different hospitals . 


varies widely. 

One school, of which. the chief protagonist has been 
Eagle, believes that the aim should be to maintain a bac- 
tericidal level of penicillin in the blood, and hence in the 
tissues, continuously throughout treatment. This belief is 
based (Eagle, 1948) on the pririciple that the frequency of 


, penicillin administration should depend on the generation- 


time of ‘the ‘micro-organism concerned. If too long a period 
after administration is allowed the blood will become free 
from penicillin and surviving organisms will be able to 
multiply. If this is permitted for only a brief period the 
effect of treatment will merely be counteracted in part; if, 


‘ however,‘too long an interval is allowed the effect of treat- 


I am ‘indebted to my friend and colleague Mr Ceci! Lewis, . 


F.R.CS., for the accompanying drawings, 
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The Scottish Society of the History of Medicine, which--was 


founded in April, 1948, has just issued its first annual report., 


` There are already 75 members of the Society, and it is hoped 
-that this number will increase. 
` first annual meeting of the society, was held in the council 
room of the University of Edinburgh on October 1, 1949. 
It took the form of a discussion on “The Teaching of the 
History of Medicine.” The subject was introduced by the 
president, Dr. Douglas Guthrie, followed by Dr. W. D. D. 
Small, P.R.C.P.Ed., and Mr. Denys Hay, lecturer on history 
and director of studies in the Faculty of Arts. A large number 
of members took part in the. discussion, and the honorary sec- 
retary, Dr. H. P. Tait, brought the meeting to an end with a 
brief review of the opinions which had been expressed. 


The sixth meeting, and the . 


ment may be counteracted by, the supervening multiplica- 
tion of organisms. This view receives tacit support from 
the fairly general practice of treating out-patients with large 
doses of penicillin once or twice a day, and admitting to 
the wards serious cases, or those which do not improve, 
for treatment with three-hourly injections. 

On ‘the other hand, clinical reports in ever-increasing 
numbers suggest that penicillin given in large doses daily 
or twice daily is effective for staphylococcal infections. 

For instance, Wheatley (1947) treated seven cases suc- 
cessfully, in six of which single daily doses of not more 


than 200,000 units of penicillin were employed. D'Abreu, 


Flood, and’ Hewitt (1947) and Barclay (1949) report some 
benefit from the-use of spaced doses in the treatment of 
septic hands, although in the.last group systemic penicillin 
was combined with local penicillin. 

The object of this paper is to describe‘a clinical investi- 
gation in which acute septic infections of the skin and 
subcutaneous tissues, mainly staphy!ococcal, have been 
treated by one of two methods, the first designed to keep 
a low penicillin concentration in thé blood throughout 
most of the 24 hours, the second to produce two high con- 


‘centrations of penicillin i in the 24 hours, allowing the blood 


to become free from penicillin during an appreciable part 
of that period. The opportunity has also been taken to 
make some, general observations on the treatment of 
infections of this type. 


: Methods of Treatment 


The first group of patients was given a single daily intra- 
muscular injection of 300,000 units of procaine penicillin 
in arachis oil, an amount which has been shown to produce 
low concentrations throughout most of a 24-hour period 


n T e me 


‘in the morning and at 5 o'clock in the afternoon. 


- 


‘. All carbuncles | except dorsal finger 
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in the majority of patients (Jones and Shabir 1948) ; the 
second group received two intramuscular injections of 
300,000 units of sodium penicillin in saline in the day. In 
the latter method penicillin was given when the patient 


-was first seen, and subsequently between 9 and 10 o’clock 


w 


In 
this way two high penicillin levels were produced each day 
and there was a total period of 8 to 14 hours in which no 


- penicillin would be detectable in the blood. Both forms. 
In a small 


of treatment were continued for five days. 


-oumber of cases the treatment was continued for a few 


extra days.. 

A smaller group of patients, not included in the main 
series, was treated with 300,000 units of procaine peni- 
cillin in arachis oil with 2% aluminium stearate. These 
injections were given once every two days. - 

As local treatment, sodium sulphate (124%) dressings 


and, in some cases, kaolin poultices were used, and immobi- 


lization of the affected part was advised. Lesions were 
incised only when' necessary, with minimal incision. Boils 
and carbuncles were never so treated. In general it can 
be said that the local treatment in the two series followed 
exactly the same lines. without reference to the type of 
penicillin used. 

All the patients were seen by one of us (E. G. ‘or P.F.J.), 
usually at daily intervals, and never less frequently than 
once in three days. Clinical findings were recorded on a. 
special form. As a rule swabs were taken from lesions 


-before beginning treatment, but when the lesion was not 


and this alternation was continued throughout the trial.. 


open at the start it was swabbed as soon as possible after 
it had begun to discharge. .Subsequent swabs were taken 
at five-day intervals until the lesions healed.’ A 


Ca 


i ' . Conditions Treated 


' The patients treated were those attending the out-patient 
department of the hospital suffering from acute staphylo- 
coccal infections of the skin and subcutaneous tissues who 
required penicillin for treatment. Patients attending during 
the first month were allotted to the procaine penicillin series 
and those in the next month to the saline penicillin series, 


In view of the ample evidence of the value of penicillin in 
the treatment of staphylococcal infections it was not con- 
sidered justifiable to deprive patients of the antibiotic in 
order to provide a control series. 


The types of infection: treated are given in Table I. 


TABLE I.—Types of Infection Treated (116 Patients in Each Group) 
; 


Condition 


Boils .. 
Cellulitis 


carbuncles .. ii on 
Dorsal finger carbuncles E are 
Other conditions <a 


Total infections 





`” Patients. who ‘took their discharge while under treatment 
were not included in either- series; neither were those 
patients with infected burns, chronic osteomyelitis, and 
hand infections (other than dorsal finger carbuncles) who 
were treated with penicillin while this trial was in progress. 
The final category in Table I, “ other conditions,” included 
those lesions which were not numerous enough to: form 
separate groups, and comprised such conditions as lymph- 


' adenitis, abscesses, and erysipelas. 
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‘Comparison of Lesions in the Two Groups 


i 

Dealing with such a heterogeneous collection of infec- 
tions, it has been difficult to ensure ‘that the two series of 
cases “were comparable, and some lesions were included 
in one series which had no strict parallel in the other. In 
an attempt-to compare lesions in the two series the approxi- 
mate diameter or greater transverse measurement of the 
area of redness- 
and induration 
was recorded. 
These’ findings, 
together with 
the time inter- 
val between the 
patients noti- 
cing any abnor- 
mality and his 


PROCAINE 
PENICILLIN ' 


PENICILLIN 
iN SALINE 


60 


50 


40 


30 


of CASES 
ol? CASES 





attendance for Oo -L -2 -3 -4 -5 -6 O -1 -2 -3 -4 -5 -6 
treatment (time ae Ge ai 
to treatment), EXTENT OF INDURATION, 
are given in Fio. 1 


Table II. Fig.l . 

shows diagrammatically the extent of sadurdtion: All three 
findings were not always recorded for each patient. 
table the means are based only on the patients for whom 
the findings were recorded. , 


f 


~ 

















TABLE II 
Mean Time to Mean Mean 
Treatment a sate in aa 
(Days) 
Procaine | Saline | Procaine ‘Procaine | Saline Procaine | Saline 
Peni- Peni- AA Peni- Pont ni- Peni- 
' cillin `| cillin cillin cillin 
Boils . 3-5 3:7 “ais 1-3 a oa 1 on 
Cellulitis ay 6:7 I 2:6 29 1-3 1:6 
Carbuncles of neck , 7-1 9 1-7* 2-5 2°0* 2-1 
All carbuncles except 
dorsal, finger car- 
buncles ..- a $8 53 1-8 2°5 1-7 1-9 
Dorsal finger car- 
buncles és 6-0 3:9 1-8 1-7 1-2 1:0 
Other conditions .. 4:8 4-6 2-1 2-1 1-6 1-4 
Ail conditions .. | 4-9 4-5 19 | 21 | I4 





* The apparent inconsistency shown here is due to the fact that for one patient 


with a large indurated area the redness was not recorded. 


Results ‘of Treatment 


As a criterion of the results of treatment, the time 
between onset of treatment and the relief of pain, and the 
healing time, which was defined as the time from the start- 
of treatment to epithelization, have been taken. These times 
are given in Table III and diagrammatically for the 
individual groups of lesions in Fig. 2. Information was 
not recorded in every case, and the figures in parentheses 
indicate the number of cases on which the mean times were 


TABLE mw 


Mean Time to Relief of 
Pain (Hours) 













Mean Healing Time 
(Days) 





Procaine | Saline 






In the 


“a 


Peni- Peni- 

cilin | cilin | CASS 
Boils 28 ( 26 (36) | 8-2 29) 79 (21) 8-0 (50 
Cellulitis |. 35 (5) 27, 8:4 (15) | 7-3 (125| 7-92 
Carbuncles of neck | | 38 (10) | 13-1 (10) | 12-3 (7) | 12-8 (17) - 





All carbuncles ex- 























cept dorsal finger 

carbuncles .. | 35 (9) 29 (31) 
Dorsal finger car- 

buncles 28 (5) 23 133 12-0 (5) | 12-3 34 12-2 13) 
Other conditions . 28 (19) 27 (54) | 8-9 (38) | 7:5 45) 8-1 (83) 





All conditions .. 
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a, > based. Where infections treated comprised: ‘boils, carbuncles, and 
= a 2 this number was abscesses. Although in 22 of the patients amounts of 
; Z D8 ey 2 less than five no penicillin which could be assayed were present in the blood 
7 oe Bee ae ee entry was.made towards the end of the first 24 hours of treatment, and in 
a 3 9 $5 25 e in the table. the blood of 10 of the 11 patients tested towards the end 
= J © 40 a a = There ‘was an Of the second 24 hours, the clinical response was unsatis- 
16 a U. Z WY av O 16 indication that factory. After six of the 24 patients had been transferred 


the longer the 
period before 
the patient 
attended for 
treatment the 
longer was the 
healing time. 
Table IV gives 
, the mean heal- 
ing times for 
both series to- 
gether, corresponding with days before patients sought 
treatment, where this information was recorded. 
Two groups of lesions which responded similarly in both 
“series merit further comment. 





MEAN HEALING TIMES 


C_I PROCAINE PENICILLIN 
CONS) PENICILLIN IN SALINE 
Fig. 2 


TABLE IV 


‚Mean Time to Treatment 


Number in Group Mean eye Time 


Days) ays 
—1 14 5:4 
—2 43 7-6 
~—3 35 9:5 
—4 22 10-2 
—§ 22 ý 9-5 
—6 16 9.8 
—7 15 12-9 

—14 20 13:0 
14+ 1 ' 14-0 


The correlation coefficient between mean time to treatment and mean healing 
time is 0:27, which is significant (p < 0°05). 


Carbuncles 


These have been among the most satisfactory infections 
to treat. In all cases treatment has been entirely conserva- 


tive, and the relief of pain and toxaemia has been remark- - 


able. Usually within two days, sometimes within hours, 
the surrounding area of redness disappeared and the 
induration softened. Finally, with separation of the slough 
the lesion was left as an area of healthy granulation tissue. 
with no reaction in the surrounding skin or connective 
tissue. Some carbuncles respcnded with exceptional speed 
and seemed to be completely absorbed, without slough 
formation. No complications of any kind were seen in 
this series. 


Dorsal Finger Carbuncles.— The importance of the 
dorsum of the proximal phalanx as a site for carbuncular 
lesions seems to be insufficiently recognized. Donald (1948) 
and Pilcher et al. (1948) are among the few authors who 
specifically mention these lesions, which, we have found, 
are generally diagnosed as boils and sometimes treated by 
_ incision, with disappointing results. If not treated with 
penicillin they tend to pursue a chronic course and are 
apt to give rise to complications such as osteomyelitis, 
stiff finger, and tender scar (Pilcher ef al., 1948). No 
complicanons followed in the 14 cases treated. 


Cases Treated’ with Procaine Penicillin and Aluminium 
Stearate 


A small group of 24 patients was treated with 300,000 
units of procaine, penicillin, in arachis oil with 2% 
aluminium stearate, this amount being given -when the 
patient was first seen and repeated every two days. The 


to treatment with procaine penicillin with successful results 
no further patients were treated with procaine pemen 
containing 2% aluminium stearate. 


Bacteriology 


All the swabs were sown direct on to horse-blood agar 
plates from which two cups had been cut with a cork- 
borer. After inoculation the cups were filled with 1 unit 
per ml. and 10 units per ml. of penicillin respectively. 
Staphylococci which after subculture from the primary 
plate coagulated plasma in a tube were described as 
Staphylococcus pyogenes. Penicillinase production was 
noted from the primary plate by the method described by 
Waterworth (1948). 


The results of the swab examinations when organisms 
were grown are given in Table V. 
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TABLE V 
. Organisms Isolated from Initial Swabs Cases 
Staph. Byagenes, penicillin-sensitive ; ee ie .. 180 
Staph. pvogenes, penicillin-resistant sa 25 bg am 13 
Gram-negative © bacilli i aA oi i ia - 8 
Haemolytic streptococci ae i A : ea Ex 11 


Of the eight Gram-negative bacilli isolated, two proved 
to be Proteus and one Ps. fluorescens ; six were not identi- 
fied. Of the 11 haemolytic streptococci, only two occurred 
in the absence of Staph. pyogenes. 


A further 231 swabs were examined from patients during 
the course of treatment, and four more Gram-negative 


bacilli were recovered which were not present in the initial — 


swabs. One of these was Proteus and one Bact. coli (inter- 
mediate type ID); two were not identified. From only 
one of these subsequent swabs were haemolytic streptococci 
isolated when they had been absent originally. 


General Observations on Treatment 


During the course of this investigation it was our impres- 
sion that the cases in the two series: were responding in 
much the same way, and this has been confirmed by statis- 
tical analysis, there being no significant difference between 
any of the groups in either series. The two series were 
tested for differences in mean (t) and differences in distribu- 
tion (x°) in all groups. The apparent consistency with which 
the healing times for the saline penicillin series were shorter 
than the healing times for the procaine penicillin series, 
shown in Table III, was also shown not to be significant. 


Three observations were made which had no bearing on 
the main course: of the investigation, as the facts observed 
occurred in both series. The first was that when the pain 
was relieved it sometimes went very quickly—at one 
moment it was there and within half an hour it had 
almost entirely gone. The second observation was that in 
many cases the original purulent lesion was replaced by 
apparently healthy granulation tissue in a fairly short 
time, and it took as long again for this comparatively small 
area to be covered by epithelium. This was particularly 
noted in the boils and carbuncles, and accounted for a 
considerable part of the healing time. 


Thirdly, it was interesting that in some of the lesions 
coagulase-positive staphylococci could be demonstrated 


+ 
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- recovery. 
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before and ‘during treatment, persisting’ until the lesion 


healed ; this persistence apparently did not influence clinical 
Es i H 
e a - Discussion ' 

Judged by the results obtained in the two main series of 
cases it would.appear that an equally satisfactory response 


` can be’ obtained in the treatment'of òut-patients by the 


‘ units of penicillin in saline. \ It would therefore seem that. 


. necessary. 


use of either. daily injections of 300,000 units of procaine 
penicillin in arachis oil or twice-daily injections of 300,000 


.for treatment of infections of the kind described a continu- 
ous bactericidal ‘level of penicillin in, the blood is not 

Our experience of the use of 300,000 ‘units of procaine 
penicillin with 2% aluminium stearate was not extensive, 
but it appeared'that while clinical improvement took place 


. it did not occur as rapidly as in the patients treated with 


procaine penicillin or with penicillin in saline. This sug- 
gested that persistence in the, blood had been obtained 


` -at the expense of adequate blood concentration. The pre- 
' paration containing aluminium stearate may well provide | 


excellent treatment for infections caused by more sensitive 
organisms than staphylococci; but for the, treatment of 
‘staphylococcus infections there would seem to be a place 
* for a preparation. of procaine ' penicillin, with or without 
‘, aluminium , stearate, which also incorporated crystalline 
- penicillin to provide a high initial blood concentration. 


' The number ‘of cases with. resistant staphylococci was, 


too smal? to allow of their being placed in a separate group, 
‘and, although’ it -would have been highly desirable, no 


` comment can be made on the response of: such cases to 


\ 


-injections of 300,000 units of procaine penicillin and a similar ' 


` Barclay, G. A. (1949). British Medical Journal, 1 


, treatment with penicillin. > At present the number of infec- 
tions in ‘out-patients due to penicillin-resistant staphylococci 
is smali, but in view of the growing number of reports of 
the increasing proportion of resistant strains in hospital 
wards it is likely that these infections may in time present 
a serious problem. - v 


. The number of lesions in which’ Gram-negative bacilli 


‘were present was also small, and there was no evidence ’ 


in this series-of cases that infection ‘with Gram-negative 
‘bacilli played any major part in delaying healing. ` 
s 4 
na Summary 
The results of a clinical investigation are presented in which 
116 patients with acute septic infections. of the skin and sub- 
cutaneous tissues, mainly staphylococcal, were treated with daily 


number of patients were treated with twice-daily injections of 
300,000 units of penicillin in saline, | 


No significant difference between the response to treatment 


| of these two groups was detected. 


We would like to thank Professor Sir Ja ames Paterson Ross and 
Professor . L.'-P. Garrod for the advice and encouragement they 
have given us; Miss Deal,’ sister in charge of the surgery, and the 
‘nursing’ staff for their co-operation ; and Miss M. Rhodes and Mr. 
R. Andrew for technical assistance. The procaine penicillin used 
was supplied: by Messrs. Glaxo Laboratories, to whom we are 
indebted for ‘the’ supply of procaine penicillin with 2% aluminium 
stearate. ' \ is 
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. “NEO-EPININE” IN THE DYSPNOFA. 
OF COAL-MINERS 


BY 


C. KELMAN ROBERTSON, M.D., D.P.H., F.R.C.P.Ed. 
Assistant Physician, Royal Infirmary, ewes 


The mast ‘outstanding symptom of the pneumoconiosis of 
coal-miners is‘ dyspnoea. This symptom occurs-in mild 
degree in the earliest stages of the disease, but progresses 
over a period of years to such an extent that it may wholly 
In the advanced stages of anthracosilicosis 
gross pulmonary fibrotic changes’ have taken ‘place, and in 
order to compensate for such loss of healthy functioning 


` Jung tissue respiration is speeded up and therefore dyspnoea 


becomes marked. In the beginning, however, the breath- 
lessness is more difficult to explain. It could be attributed 
to various factors such as early bronchitis, focal emphy- 


sema, the psychic outlook of the.patient, or a api 
, bronchospasmodic effect of siliceous matter. 


Ld 


As it was considered probable that some. of “the 
dyspnoea might be due to bronchospasm, alone or asso- 
ciated’ with emphysema, it was decided ‘to try the effect 
of the most potent modern bronchodilator available. 


-Konzett in 1940 described the. pharmacological actions 
of homologues of adrenaline and noted that the isopropyl 
derivative had a powerful relaxing effect on bronchial 
muscle spasm. The relaxant power of this derivative was 
considered to be 10 times stronger than that of the parent 
substance adrenaline. Little or no clinical application of 


‘this knowledge was made in, this country until last year, 
. when ‘Herxheimer (1948) recorded his favourable findings 


with “ aleudrine ” (isopropyl adrenaline) in cases of asthma, 
although satisfactory reports had been forthcoming in the 
intervening years from the Continent (Stolzenberger-Seidel, 
1940 ; Quitschal, 1942) and the United States (Segal and 
Beakey, 1947 ; Charlier, Pea 


\ 


Present Investigation i 


In order to assess the merits of such’ a bronchodilator 
in this disease 58 colliers, all complaining’ of shortness of 
breath in some degree or other, were investigated. The 
preparation used in the experiment was isopropyl-nor- 
adrenaline sulphate, “ neo-epinine” (Burroughs Weilcome 
and Co.), which is’ chemically dl-a-3 : 4- dihydroxyphenyl-p- 
isopropylaminoethanol sulphate, and which is known to: 
have the ‘therapeutic quality of enhancing vital capacity. 
The néo-epinine had for convenience to be used in tablet 
form, each tablet containing 20 mg. of the drug. Strict 
instructions were given regarding slow sublingual dissolu- 
tion‘and the swallowing of as little saliva as possible. Inert 
tablets of exactly identical appearance were also supplied 
by Messrs. Burroughs Wellcome and were used in all cases 
for the first week of treatment and when it was thought 
that. functional factors were clouding the issue. 


Type of Case —No special attempt was made to select 
any particular. type of anthracosilicotic so far as age- 
grouping, radiographical grading, length of time in minės, 
etc., were concerned. The youngest man was 33 years old, 
the oldest 65, and the average age for the whole group 
56.3 years. Radiographical grading, international classi- 
fication (International Labour Office Studies and Reports, 
-~ 1930), was: 29 showing partial distribution of linear 
- shadowing and an early indication of nodulation (Ia), five 
more widespread shadowing (Ib), five generalized but still 


‘. or six weeks So that we might assess his progress. 
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` discrete nodulation (Ic),, and ae inerease in number and 
size of discrete shadows with a tendency to confluence (II). — 

Those that could not be classified according to this stand- 
ard were regarded aS: emphysema, five ; bronchitis, five’; 
and negative, four. 
thought to play any’ part in, the development of the 


dyspnoea, then such patients were considered to be unsuit- 


“ NEO-EPININE ” IN DYSPNOEA OF COAL- MINERS 


If, however, cardio renal disease was 


‘ofa bronchodilator. 
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Summary 


On dè assumption that dyspnoea in the earliest stages of 
pneumoconiosis might be due to bronchospasm associated with 
focal, emphysema it was considered desirable to try the effect 
It was thought that the iso-propy! deriva- 


‘tive of adrerialine, a powerful bronchial euepe sorte might 


able for investigation. The criteria for the test were simply | 


(1) that the man was or had been working in the coal- 
mines for many years, and (2) that his main éomplaint was 
shortness of breath which could be attributed to ue work, 
no other cause being found. 

Routine Adopted - j 


At the first visit of the patient to hospital the following 
details were recorded: (a),careful medical and occupa- 
tional history ; (b) clinical examination ; (c) urinanalysis ; 


t 


(d) Hb percentage, leucocyte count, erythrocyte sedimenta- ` 


‘tion rate, sputum examination, blood urea, ‘and electro- 
cardiography if considered necessary; (e) Vital capacity 
estimation ; (f) x-ray examination. 


It was at this time’ explained to the man that as his 


chief complaint was shortness of breath we were going to 
try to improve this by means of tablets, but that we would 
need his careful co-operation and he would be required 
to report back to hospital each -week for a period of five 
He was 
then given a seven-days supply of inert tablets, being told 
to take one three times a day, with the already noted 
injunction | about slow sublingual melting. On the suc- 
, ceeding visits the patients ‘were given a weekly supply: of 


neo-epinine after the vital capacity had, been recorded. It’ 


was considered that the study of the vital capacity would 
be the most. valuable estimate of the effect of the drug. 
Especial care was taken on all occasions to allow each man 
plenty of time to explain exactly how he felt and what 
effect, if any, the mew drug had on his breathing and 
general feeling of” well- being. 


Results 


. It was found during the test period when the patients - 


were having the inert tablets, that there was on the average 
a slight increase in the vital capacity but not such as could 
not be ruled out by experimental error. With neo-epinine,’ 
however, there was an actual average ‘increase of 236 ml. 

Irrespective of vital-capacity estimations, the comments of 
the patients were interesting, as 44 admitted improvement, 

- 11 considered that their condition was unchanged, and one 
said that he felt worse; two did not complete the test. 

The 44 who felt better were further classified according to 
„their expressions of well-being : 17 were enthusiastic about 
the effect of treatment, another 17 said they were better 
but thought that they could still make more of it,-while the 
remaining 10 thought that they had improved a little, 


though they still complained of symptoms such as shortness-. 


of breath on hurrying, ascending hills, etc. 

_As was to be expected, the commonest side-effect com- 
plained of with neo-epinine was palpitation ; this, however, 
was always - a transient feature, lasting ‘only a matter of 
10 to 15 minutes after taking the tablets. 
complaints were shakiness, giddiness, and flushing. . t 

The inert tablets did not give rise to any untoward 
symptoms. “It has to be noted that no attempt, was made 
to vary the dose of the drug according to the severity of 


the dyspnoea, and whether. or not any ‘degree of tolerance., 


arises with’ the use of this drug in such cases cannot at 
present be stated. 


” 


` i s 
~ 


A 
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Other passing | 


prove useful in- these cases. 


‘ Fifty-eight colliers complaining of breathlessness were given 
inert tablets for one week, followed by neo-epinine tablets fòr. 
four weeks. It-was found that there was little or no difference 
in vital-capacity estimations with the inert tablets, but after 
neo-epinine ‘had been taken for four weeks there was an 
average increase of 236 ml. 

Forty-four of the men commented upon a feeling of i improve- 
ment in varying degree while under treatment. Although there 
was an average increase in the vital capacity with this drug, it 
is realized that some of the improvement could be “spiritual,” 
as in Fletcher’s (1948) classic description of such cases. : 


‘Toxic effects of the drug are noted. 


I am indebted to Dr. A. Fergus Hewat for kind co-operation and 
permission to establish an out-patient pneumoconiosis clinic attached 
to his wards; also to Professor D. M. Lyon for much helpful 
criticism of this paper. 
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RECTAL HAEMORRHAGE ASSOCIATED 
WITH INFECTIOUS MONONUCLEOSIS 


I 


BY 
Si , 
- P. ECKSTEIN, M.D., B.Chir. 
7 i. 8 ‘AND 


. A. L. P. PEENEY, M.R.C.S., L.R.C.P. - 

o the Department of Anatomy, Medical School, and 
ERED ITEM of Clinical Pathology, Queen Elizabeth 

Hospital, Birmingham) 


* 


Rectal bleeding in the course’of glandular fever is so rare 


an occurrence as to warrant a brief description. 


Case Report 


The patient, a man aged 34, gave no relevant previous history 
and had never manifested any haemorrhagic tendencies. He 
suffered a typical mild attack of glandular fever during which 
there was no jaundice or severe malaise and the temperature 
did not exceed 100° F. (37.8° C.) at any time. Generalized 
lymphadenopathy affecting the glands of the neck, axillae, and 
groins' was- first- noticed on the fifth day, following an ill- 
defined influenza-like onset. ;On that day the patient sought- 
medical advice at hospital, ‘where’ a palpable spleen was found 


. and the ciinical diagnosis of infectious once confirmed 


by a‘blood examination (see Table). 


Subsequently the ‘patient seemed to make a satisfactory 


_ recovery, becoming completely apyrexial on the seventh day 


and getting up for a short period during the ninth: However, 
later in the evening of that day, while micturating, he passed 
some bright, partly clotted blood per rectum.’ The bleeding 
was not profuse and could be stopped by-rest, but it was im- 
mediately" brought on again by ‘straining such as passing urine 
or flatus. This condition. persisted during the night and the 
following morning (the tenth day), when. the patient presented 
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x l Laboratory Findings. ` <conciiaive and no claim can be made that a definite 
_ ; a P causal relationship between them has been established. On 
T O DaofDisease O O O O O er the other hand, the patient gave no history of a haemor- 


a ee rhagic. diathesis and has shown no signs of a recurrence 


i (85th Day). since his recovery. Unfortunately, the bleeding and clotting 
- Erythrocytes- (per times’ were not determined, but clinically there was no 


c.mm.) 5,990,000 | 4,910,000 | 4,530,000 | 4,630,000 | 5,590,000. ' eyi rombi 
Haemoglobin (e. % 166012 ozy] 13: 6 70) Pe 4 460 ATE 7 oe %0 ate (ti 0 evidence ‘of purpura, and the normal prothrombin and 





i Calour mda ; platelet findings go far to rule out the existence of a bleed- | 
euc 
CRRI A per 15,300 $456 ‘600 | 6800 ing state. A very thorough search for alternative and more 
Pee 2) Agere a 3723% 55:3% ` usual causes of intestinal haemorrhage was made by means 
Basophils ~ ` | 0:3% Sea 0:5% 07% ° of the sigmoidoscope.and radiographs ; there’ can be few 
ymphocytes .. | 38-7% = 43-75 330% 
Monocytes > || | 317%. | Z, taa% | %2% pathological conditions (with the possible exception of a 
e anon Ea 2 say. ae minute haemangioma or telangiectatic focus) that would 
Total mononuclear | 7 A ° escape detection when so investigated. There was no 
cells ee a, | 80:7% —? 58:0% -| 39-39 l ; 
Platelets (per e.mm.) | N~~ | 202,000 Ne 3” personal or family -history .of telangiectasis. Other- rare 
E Pere time.. s+ | 13 secs. << factors like congenital diverticula can probably be excluded 
in © H A 
` (normal control) “| 15s secs. è% in view of the. patients age. ‘ 
i Anta Fcc: P ! 
avidsohn’s tech- pe S - 7 o . oan 
nique) ‘ ™ 1: 448 j Summary 
- i A À The occurrence of rectal haemorrhage during a mild bout 
an i N = Normal in films. , ' of infectious mononucleosis was observed in a man aged 34, 
ae Comp, sh Sates: i i int : 
«himself at hospital-and was admitted at once. An immediate The bleeding resulted in a loss of over half a pint of blood 


„| Sigmoidoscopy. merely confirmed the occurrence of active bleed- abe was not accompanied by cic reaas ee ee = 
ing from: abové the pile-bearing area of the rectum, but failed ypoprothrombinaemia. Thoroug investigation Ob eur: 
“ to/locate an actual bleeding site. - tary canal by sigmoidoscopy and radiographs revealed no 
pathological condition which: might-have accounted for the ' 
haemorrhage. Recovery was apparently complete, and there 
has been no recurrence of the bleeding for a period of mo.e 
than twelve months. 


‘Treatment was conservative and consisted of complete rest 
in bed, a strict ulcer diet, and 10 mg. of vitamin K three times 
'aday. During the night following admission” one motion con- 
sisting almost entirely of clotted blood was passed. From then 
` onwards active bleeding stopped.: Altered blood in diminishing We wish to thank Mr. B. N. Brooke, of the Department of Surgery, 
_ quantities was present for two more days, after which the faeces Queen Elizabeth Hospital, for his permission to publish this account 
~ became normal and clinical progress was rapid. It is estimated 4nd for access to the case notes. 
that the total blood loss sustained during the 36 hours of active 


_ though intermittent piceding: amounted to at least 4 pint E REFERENCES 
(284 ml). -~ | Bernstein, A. (1940). Medicine, 19, 85. + ue 
` On the-fifteenth day datas was patented after proper Bethel éy Marek bim. Ço Rund iles, R. W., and Meyers, 


medical preparation. ‘The instrument was passed to 1 in. Contratto, 1 A. W. (1944). Ibid., 73 449. A 
(2:5 cm.) beyond the pelvi-rectal junction, where faecal matter Downey, H., and McKualay, ‘CA (1923). Ibid., 32, 82. 
was encountered. A thorough search failed to show any abnor- Gardner, pen va , ahd Paul, J. R. (1947). Yale J. biol. M Med., 19, 839. 





mality of the rectum. Finally, a full radiological examination ay, ree ee H. L. “sth vy Eih. M80. 536. sai 

~ of the alimentary canal; Including barium enema and “ follow- —- and Morley, E. B. (1921). British Medical Journal, 1, 452. ' 
© through, ” was, carried out, again iront revealing any 7 
pathological condition. ` aes —— 


The patient ‘was discharged on the aeni day after 


the onset .of symptoms. At thàt time the enlargement of the DISSECTING ANEURYSM OF THE . AORTA 


ı lymph. glands, and spleen „had almost completely subsided. > i l 
There: has since been no recurrencevof the bleeding, and the ` . SIMULATING EMBOLISM AT THE 
patient has rémained well up to the time of writing—a period i AORTIC BIFURCATION 
of over twelve months: , » ` ; , S 
pee 5 ~ , , ; BY ; 
“Discussion : H. S- SHUCKSMITH, B.Sc, M.B., F.R.CS. 
 Haemorrhagic manifestations varying from epistaxis to Assistant Surgeon, the General Infirmary at Leeds 


- purpuric lesions are “well recognized among the rarer com- 


r a 


plications , of infectious mononucleosis -(Tidy -and Morley, ; se ; 
1921; Downey and’ McKinlay, 1923; Bernstein, 1940). ' L MACPHERSON, M.D., M.R.C.P. | 
However, rectal bleeding seems to be almost unknown. It Assistant Physician, the General Infirmary at. Leeds : 


is not mentioned in any‘of the current textbooks or in °° . i , , . 
recent reviews (e.g, Contratto, 1944; Bethell,” Sturgis, The details of a fatal case of a dissecting aneurysm ‘of the , 
Rundles, and Meyers, 1946 ; Gardner. and Paul, 1947), aorta are here recorded. At one stage an embolus near 
. Only two instances were found in the literature, - In 1934 tbe aortic bifurcation was suspected, and during a phase 
Tidy made reference to the occurrence ‘of ‘ ‘rectal haemor: of recovery coldness of the skin over an area proximal to 
|’ rhage with bright blood in‘a child” without giving any the ankles persisted longer than coldness of the feet. 
further details. Israëls (1937) reported recovery from a i Case Report 
-“ single quite considerable haemorrhage from the rectum AR P > 
‘after defaecation ” in a woman aged 21, but this particular A man aged 66 who had had a coronary thrombosis 15 years 
‘case presented various unusual features and was further previously: was seized with an agonizing pair round thè upper 


abdomen and also low down in the back while chasing cattle. 
es Pas I sa vend ar P afent WA Own 1 An hour later a severe pain developed in the left thigh and 
possess. A dennite pleeding ten ency. calf, followed in half an hour by similar pain in the right limb. 
The association of. rectal haemorrhage with the attack ` He collapsed and could neither feel nor move his legs. Four 


: of glandular fever, here recorded is suggestive though not hours after the onset of the illness the pulse was regular, the : 
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blood pressufe.was 130/100 mm. Hg, and auscultation of .the 
heart did not reveal any abnormality. , ` 


Left Lower. Limb.—The colour. was normal, active move- ‘ 


ment was present only in. the left great toe, the left common 
femoral pulse’ was present though small in volume, but the 
posterior tibial‘ and dorsalis pedis pulses were absent. The 


skin was anaesthetic as far up as the. lower abdomen and ‘was’ 
The knee and ankle reflexes ` 


cold from the knee downwards. 
were absent. E y 


Right Lower Limh.—The leg was pale from the knee down- 
wards; there' were no active movements and the common 
femoral ‘pulse was absent. The skin was anaesthetic as far 
up as the middle ‘third of the thigh and was cold from the 
knee downwards. The reflexes were absent. l 

Five hours after the onset of the illness there’ was no change 
in the right limb, while in the Jeft full movement had returned 
andthe only abnormalities were absence of the posterior tibial 
and dorsalis pedis, pulses and coldness Of the skin below the 


mid-shin, including the foot. Two hours later the skin above- 


the left ankle was still cold, while the thigh and foot were warm. 
There had been full recovery of, movement in the right limb, 
and the common femoral pulse was now present and was larger 
in volume than the left ; coldness was found on the dorsum of 
the foot and as far as the knee, while the toes were warm. 
. Oscillometer readings were as follows: - 





The areas: of coldness showed no further change until. 14 


hours after the onset, when:the whole of the right foot was. 


warm, but coldness of the skin above each ankle remained for 
several hours longer. i 


The following day the limbs were normal except for the 


difference in common femoral pulsation. The blood pressure - 


had risen to 260/140, but the patient was cyanosed and breath- 
- less, and he died 48 hours after the onset of the illness. 


Limited Necropsy——A dissecting aneurysm started in the first 
part of the aorta, involved:the abdominal aorta, and extended 
as far down as the middle of the right common iliac artery. 
There was a large atheromatous plaque in the right common 
iliac artery at the same level as the lower margin of the extra- 
vasated blood. The left common iliac artery was normal. The 
dissecting aneurysm extended about one-third of the way round 
the ascending .part of the aorta and a quarter of the way round 
the right common iliac artery. There was a large collection of 
blood in the pericardium and of blood-stained fluid in the left 
pleura. — l : 

A large fibrotic area was present in the mid-posterior zone 
‘of the heart, due to an old coronary thrombosis, and there 
` was advanced coronary ‘atheroma, particularly of the anterior 
` descending branch. No evidence-of a recent infarct was found. 


The middle of the aorta and the femoral arteries were not 
examined. 


_ Discussion . 

The difficulty in diagnosis of the vascular cause of sudden 
pain and paralysis in a limb is the element of arterial spasm 
which may occur both in embolus and in dissecting 
aneurysm ; a dissecting aneurysm may also directly inter- 
fere with the blood supply of the spinal cord. The only 
constant findings in -embolus are absence of the peripheral 
pulse, lowered surface temperature, and- pallor (Allen, 
Barker, and Hines, 1946).' The ‘initial physical signs 


suggested an embolus completely blocking the right com- ` 


‘mon iliac artery and partially blocking thé left, but the fact 
‘that symptoms on the left preceded those on the right by 
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half an hour made this unlikely, and rapid and marked 
improvement of -the condition of the limbs finally excluded 
embolus and ischaemia of the cord. ’ 

The ‘changes in: the surface temperatures over different 
parts'of the lower limbs merit emphasis. In both limbs the 
last area of skin to ‘warm up was not over the foot but 
over the area surrounding the leg just. above the ankle. 
This area remained cold for Some hours while the foot 


` and calf were warm. Dr. John Homans told one of us 


(H.S.S.) that it was not uncommon after anaesthetizing the 
lumbar sympathetic ganglia to find the first area in the 
limb to warm up is behind and above the malleoli, a 
reaction which takes place well in advance of the tempera- 
ture changes in the toes. The delayed vasodilatation in the 
area of skin proximal to the ankle in this case and the 
early vasodilatation in the same area following lumbar 
sympathetic block point to a peculiarity in the arteriolar 
pattern which may be related to the formation at this site 
of ulcers that are variously labelled varicose, post-phlebitic, 
or gravitational. 
Summary 
In a case of dissecting aneurysm of the aorta there was 


` marked spasm of the lower limb arteries, with coldness and 


paralysis of the legs simulating embolism at the aortic bifurca- 
tion.” In the recovery. phase the last portion of the skin in each 
leg to become warm was a localized area of the skin just above 
the ankle. It is suggested that there may be an exceptional 
vascular arrangement at this site, possibly related to the occur- 
rence of ulcers of: the legs. 


We are grateful to Dr. G. F. Fowler and Dr. C. V. Light for then 
help with this case, 
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Case of Erysipeloid.of Rosenbach 
Treated: with Penicillin 


Infection of human beings with Erysipelothrix rhusiopathiae 
is by no means common. It is, however, to illustrate the 
response of this infection to penicillin therapy that the 
following case is described. Few cases treated with peni- 
cillin. have been recorded in this country ; Barber, Nellen, 
and Zoob (1946) reported five cases, all of which responded 
well. to penicillin. In America three cases have been 
reported’ (Ehrlich, 1946; Ferguson et al., 1947; Stiles, 
1947). All ‘these cases showed a rapid response to peni- 


‘cillin. The progress of the disease untreated is slow and 


may be anything from one to five weeks, during which time 
complications may arise. Other treatment is of little or no 
value: the organism is, not sensitive to sulphonamides, and 
serum therapy is uncertain and often gives rise to severe 
Teactions, ! 

CASE REPORT ^ 


The patient, a man aged 34, is a veterinary surgeon engaged 
on research. Two days before attending he had been dissecting 
turkeys which had died of Erysipelothrix rhusiopathiae infec- 
tions and from which the organisms had been cultured. During 
the dissection, not wearing gloves, he pricked himself on the 
left thumb. He presented with a typical lesion in that region. 
The skin over an area about 1 in. (2.5 cm.) in diameter was 
red, raised, and shiny, and the edge was sharply demarcated. 
Pruritus. was marked and there was considerable pain and 
throbbing. \ Axillary adenitis was present, but there was no 
lymphangitis. f i ' 
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`: ‘The arm was put in a sling and kaolin poultices were applied. 


` lymphadenitis and lymphangitis were present. 


- 


Penicillin sodium, 106,000 units intramuscularly, was given 
twice daily. The improvement in .24 hours was marked, and 
in 48 hours the thumb appeared normal. The patient defaulted 


‘after five injections, however,’ and attended again two days 


later. ' The lesion then measured 2 by 14 in. (5 by 3.75 cm.); 
it was extremely painful and typical of the condition. 


Penicillin therapy was restarted, the dosage being increased 
to 250,000 units intramuscularly twice daily. In 48 hours there 
was a great improvement, and in 72 hours there was only a 
small area of erythema and no induration. Penicillin was 


. continued. for a further four days, after which the lesion had 
`+ completely subsided. a a 


l COMMENT 
The diagnosis was quite definite clinically in view of the 


i history, the typical incubation period of two days, and the 
' typical lesion. Demonstration of the organism -requires 


biopsy, which was not considered justifiable. There were 


. ' 2 agge Pal 
.a dramatic response to penicillin, a rapid recurrence after 


inadequate therapy, and a further rapid response on restart- 


‘ing treatment. The appearance of the disease in turkeys 


is most unusual and has not been reported in this country 


' before. The organism may therefore have been a particu- 
larly virulent.one. It was shown, however, to be penicillin- 


Kg 


'sensitive'on culture. s ri ; 


oy 
! 


_ 


The case demonstrates a rapid response to penicillin in a 
case of erysipeloid, and the need for full doses of penicillin 


' for an adequate period. 


’ 
kg te F 
t 


R. A. Buss, M.B., B.S;, D.R.C.O.G. 
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_ Imperforate Anus and Congenital 
| ‘Rectal Fistulae — ' 
Imperforate anus is said to occur once’ in every five or six 
thousand births; it is complicated by recto-urethral or 
recto-vaginal fistula about once in every 50,000 births. 


1 ‘ 


IMPERFORATE ANUS 


This ` condition may vary from a simple membranous 
occlusion to a large gap which it is difficult to bridge by 
surgery. 7 


Case 1—A/male European child aged 12 hours was 
referred to me as a case,of imperforate anus. On examination 


' it was seen that although the anal depression was present the 


anal passage was not patent. A bulging membrane occluded 
the canal. This membrane was incised and faeces immediately 
poured out. Dilators were passed to complete the opening. 
This case was’ simply a failure of, the aral membrane to 
disappear. It is probably the commonest form of imperforate 


„anus and`is certainly the simplest to relieve. 


‘N 


Case .2—A female Tamil child aged 12 hours. The 
child had vomited, and the, mother said: there had been no 
bowel movement since birth. . On examination there was a 
normal anus; the anal canal admitted a probe for a distance 
of half an inch (1.25 cm.) and was then stopped by a membrane. 
Operation :—An ‘attempt was made to rupture the membrane 
with a myringotomy knife. No faeces appeared. A perineal 
opening was then made, but there was no sign of the rectum. 
A lower midline laparotomy. was performed, and it was seen 


` that the rectum ended at the upper end of the sacruni. There 


appeared to be no opening in the pelvic floor for the bowel. 
Working from above and‘ below, a.loop of sigmoid colon 


_was brought through an opening made in the posterior pelvic 


‘floor. ‘The loop of colon was opened: and stitched to the 


. dilated anal canal, the upper end of which had been cut to 


Both ~ 


f 


_ development. 


receive it. .- The abdominal incision was then closed. The 
„child recovered without incident. / 


IMPERFORATE ANUS WITH FISTULA FORMATION 


Case 3.—A male Malay child aged one and half months. 
Since’ birth both ‘urine and faeces were passed through an 
opening at the peno-scrotal junction. There was no sign of an 
anus. , Operation :—A small probe was passed into the sinus. 
A midline perineal incision about 1 in. (2.5 cm.) long was 
then made back to the tip'of the coccyx: This incision was 
deepened. By feeling for the probe the fistulous track was 
found and the ‘rectum searched for. It was found to end 
about 14 in. (3.75 cm.) above the perineal skin surface and could 
not be drawn down. An opening was made in the lowest part 
of ‘the rectum and a piece of soft rubber catheter tied in and 
brought through the perineal opening: The sinus was not 
‘ligated. Finally, a drain was put in just in front of the coccyx. 
The ch'ld passed alittle faeces through the perineal drain- for 
a few days, but this stopped and the fistula once again acted 
as a cloaca. It was decided to leave further attempts at 
closure until the child is old enough ‘to stand the extensive 
procedures involved. pe m a 
This case was due to failure of the urorectal septum to unite 
completely ; the paramesonephric ducts were also involved. It 
is notable that the penile urethra was found to be patent. 
The case shows well the difficulty in treating high rectal occlu- 
sion. - It would have been impossible even to open the rectum 
if the peritoneum had been traversed. : A perineal anus could 
probably be made for this child at a later date by using pelvic 
colon, as it is unlikely that the rectum could be brought down. 
The remaining problem is that of sphincter function : should 
one make a perineal anus which may be uncontrollable ? 
Case 4—A female Malay child of 5 months. Examination 
showed a perforate hymen and an opening in the posterior- 
vaginal wall in the midline. Faeces were seen to come from’ 
this opening, and the mother stated this had been occurring 
since birth. Operation :—A midline perineal incision was made. 
The blind end of the rectum was found about ł in. (1.9 cm.) 
above the sken level. It was easily brought down and opened. The 
edges of the opening were stitched to the edges of the perineal 
incision. This child ceased ‘to pass faeces into the vagina 
48 hours after operation, although the fistula was not ligated. 
The embryological fault here was an opening in the uro- 
rectal septum which also penetrated the paramesonephric ducts. 
This operation was completely successful, but as no evidence 
of a sphincter was seen ‘it is doubtful if there will be a reason-) 
able degree of control. According to Keith (1908) there is 
always an anal sphincter muscle present in cases of imperforate 
‘anus. This may, be so, but it was not found in Cases 3 or 4, 


À although it was present in Case 1. `From the practical view- 


point it seems unlikely that there will be useful sphincteric 
action of the- anus in the more severe degrees of mal- 
It is interesting to note that in neither of the 
cases with fistula was there any evidence of infection. 


This paper is- published by permission of the Director of Medical 
Services, - Malaya. 

' A. M. RosBerRTSON; M.B., Ch.B., 
General Hospital, Taiping, Perak, Malaya. 


REFERENCE ! 
Keith, A. (1908). British Medical Journal, 1, 1736. 
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In the 10-year period 1939-48 there were 12 cases of chronic 
benzene’ poisoning with 8 deaths, and 20 cases of toxic-anaemia 
due to benzene with 5 deaths, reported to the Chief Inspector 
of Factories. Over the same period there were 519 gassing 
accidents with 31 deaths caused by substances in use as 
industrial solvents. These and other, figures were discussed ' 
by Dr. A. J. Amor, president of the Association of Jndustrial 
Medical Officers, in a paper read at the Chemical Works Safety 
Conference’ which was held at Scarborough from October 7 
to October 9. Other subjects discussed at the conference were 
the. installation and maintenance of breathing apparatus and 
training in its use, and the types of electrical apparatus 
permissible for use in hazardous atmospheres. 
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e = LIVER DISEASE 

Diseases of the Liver, Gallbladder, and Bilé Ducts. By 
7 S. S. Lichtman, M.D., F.A.C.P. 2nd ed. (Pp. 1,135; 147 


` -illustrations and 2 plates in colour. 
. Henry Kimpton. 1949. 
E confess to a weakness for medica! siönonapii, and in 
this branch of. literature the Americans have us beaten. 
These monographs are invaluable to the teacher of medicine 
and to the physician who wishes to expand his knowledge 
and take an intelligent interest in his cases. “Samuel John- 
‘son said, “ A man may write at any time if he sets himself 
doggedly to do it,” but how many potential authors would 
' have Sufficient Poxseaness to achieve a work of this 
_ character ? 


£4 10s.) ' London: 


The ‘first 120 pages of the book are concerned with the 


` anatomy and physiology of the liver, and contain an interest- 
ing account of vitamin manufacture and storage in this 
organ. The author continues with a discussion of the 
pathogenesis and -pathology of jaundice ‘and the symptoms 
and signs of liver disease. -That important and debatable 
subject, testing the liver function, occupies the next 113 
~ pages. -The usual objection put forward to these tests is that 


the reserve power of the liver is so great that four-fifths of . 


its substance can be destroyed before any impairment: of 
function is detectable. The author counters this and other 


criticisms, dismisses them, ‘and emphasizes the importance. 


" of selecting suitable tests. for the clinical problem in hand. 
In this chapter the reader who is not familiar with the sub- 
ject will receive a good -i ‘impression of the help to be obtained 
from properly selected tests in estimating the type and 
‘degree of liver damage, following the course of the disease, 
and estimating ‘pre-operative risks. 


The recent work on infective hepatitis is described in’ ` 


detail, and the mode of action of liver poisons is elucidated 
by an account of experiments involving nutritional 
deficiency and protective dietary factors. There is a good 
chapter on cirrhosis of the liver and the beneficial effects of 


high protein and high carbohydrate diets with methionine | 


and vitamins A and B. These-methods have improved the 
outlook in cases of cirrhosis-accompanied by ascites. The 
reader will be able to familiarize himself with the various 
, Surgical-procedures for the relief of portal hypertension and 
“ascites, some of which involve the formation of-portacaval 
- venous shunts.. In the last 100 pages is a discussion of the 
_ gall-bladder and bile ducts. 

This book provides answers to most of our ` questions, 
_ although we may ‘not necessarily agree with them. It is 
interesting to inquire what has happened to our old-friends 
—catarrhal jaundice seems to be dead, although Tam reluc- 
tant to believe the news ; Hanot’s cirrhosis still survives, 
despite the doubts cast on its existence by writers in this 
country during the last twenty ` years ; ; xanthopsia is con- - 


sidered to „be due to the presence ‘of bile pigment in the 


ocular fluids when there’ is a high - blood , concentration. 
This does not accord with the clinical experience that 


xanthopsia very - -rarely occurs even in cases of intense , 


jaundice, and*that it is often transient, lasting only for a 
` few minutes or less. hai 7 

The book is well produced, the E are of a high 
standard, apd thè text is documented by nearly 5,000 
references. There is no sting in the tail-of ‘this review. I 
have nothing but praise for this excellent monograph. 


G. E. BEAUMONT. 
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p sProzress in Allergy. . Edited by “Paul Kallos. Volume 2. 
` (Pp: 320) 50 figures. oe Swiss francs.) Basle: S. Karger. 


1949., 
This booki is an momie and stimulating symposium of 


recént work..on allergy, and includes articles by many of 
Like its predecessor,’ 


the leading workers in the subject. 
published’ in 1939, it is edited by Paul Kallos. Some 
. chapters are concerned with the practical aspects of clinical 
allergy, but the majority, including some of the best 
sections, are, more académic studies dealing’ with antigen- 
antibody mechanisms and the pathogenesis of various 
allergic manifestations. Most of the articles are in English, 
‘but two, concerned, with the pharmacology (Meier and 
Bucher) and the therapeutic value of antihistamine drugs 
(Kallos and Kallos-Deffner), are in German. ‘ 

E. A. Kabat gives an excellent review of recent immuno- 
chemical work, including a description of the way in which 
this branch of biochemistry has been employed i in the study 
of human viruses, in establishing the’ purity and homo- 
geneity of ‘antigens and antibodies, and in measuring 
antibody~ formation in response to bacterial and non- 
bacterial. antigens. Professor Haxtausen contributes an 
illuminating chapter on allergy in diseases of the skin. He 
faces up to a number of incongruities which make it diffi- 


‘cult’ to assess the importance of allergy in skin diseases. 


Thus it is well recognized that skin tests are of little value 
in urticaria, even when food sensitivity is suspected on 
clinical grounds, and this in spite of the fact that the 
reaction caused by percutaneous tests is identical with the 
naturally occurring eruption. It is suggested that this dis- 
crepancy may occur because the antigen is a breakdown 
product of digestion and not the unaltered food itself. 
Again, in Besnier’s prurigo it is odd that percutaneous tests 


. Often. give positive reactions of urticarial type, whereas 


patch tests with the same antigen are negative. ‘The author 
suggests. that the initial antigen- antibody reaction causes 
‘itching and ‘that the characteristic eczematous lesions are 
‘secondary to the effect of scratching. Allergic eczema is 
fully discussed, including the formation: of conjugated anti- 
gens, the effective stimulus to antibody formation, the 
possibility of localized Sensitivity, and other aspects of its 
pathogenesis. Reference is also made to other allergic 
phenomena in various skin diseases and to- the dermato- 
logical manifestations of drug sensitivity. G. L. Waldbott 
writes on urticaria and F. A. Simon reviews the evidence 
in favour. of sensitivity to huiman dander‘ as a factor in the 
causation of infantile eczemà. 

Foster Kennedy discusses interestingly the subject- of 
allergy in the central nervous system. He considers that 
- localized, areas of oedema in the brain may account for 
migraine, some cases of epilepsy, facial palsy (including 
ophthalmoplegia), and retrobulbar neuritis. He quotes a 
number of suggestive case histories, but more definite 
evidence is required before his views can be accepted. 
Other chapters.are on allergic disease in animals, by F. W. 
Wittich, who first déscribed-hay-fever in dogs; allergy of 
the middle ear, by Hjalmar Koch ; bronchoscopic therapy 
in asthma, by G. L. , Waldbott ; and aerosol therapy, by 
H. A. ‘Abramson. l 

y os R. S. BRUCE PEARSON. 


MEDICAL PROBLEMS OF FLYING 


, Aviation Medicine. ' By Kenneth ‘G. Bergin, M.D., 
' A.F.R.Ae.S. (Pp.._448; .120 illustrations. £1 15s.) ~ 
Bristol: John. Wright ‘and’ Sons. 1949. 


Aviation medicine covers a diverse and wide field: it ranges 
over nearly every branch of scientific medicine and draws 
on the physical and engineering sciences. The ramifications 
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are wide, and the: rapidity with which the specialty has 
developed during the last decade has made it impossible for 
one author to deal with the whole subject. Dr. Bergin has, 
however, produced in readable and compact form a review 
of the. physiological, medical, psychological, and epidemio- 
logical problems associated with present-day flying. ` 

The book is a counterpart to the well-known U.S.A. 
publication by Armstrong and Heim, though this contained 
a considerable amount of original work, and it is the first of 
its kind to be -published in this country. Its purpose is to 


provide the medical practitioner with information on the 


problems encountered in flying, which have become more 
humerous with developments in aircraft design resulting in 
increased speed, height, and engine power, and demanding 
a higher degree of endurance and.a greater ability of judg- 
ment from aircrews. The author, himself a pilot of no mean 
attainment, presents his facts with that knowledge of 
aviation essential to those dealing with flying problems and 
personnel. 

This work is a digest of ‘the vast amount of research 
which was carried out in this country and in the U.S.A. 


‘ during the war and contains a considerable amount of 


valuable information more applicable to Service than to 
civil flying. The author makes no olaim to originality and- 
he pays a handsome acknowledgment to those whose work 
he has consulted. The ample bibliography at the end of 
each chapter enhances the value of the book and provides 
the reader with the opportunity for a detailed study of the 
original contributions.. The appendices contain useful data 


about medical requirements for licensing civilian pilots and ` 


the international health regulations for the prevention of 
epidemics. 

While there is general agreement on the physical tae: 
dards laid down; there is still some diversity of opinion on 
visual’ and hearing requirements; it is claimed that the 
experience of the individual should compensate for any 
physical defect. This cpinion is not universally accepted, 
as: it is liable to abuse. Furthermore, individual reactions 


- and responses to identical defects are not always the same. 


Errors and risk of errors should be reduced to a minimum 


. if the confidence of the public in aerial transport is to be , 
_ maintained. The book should be in the hands of every 


medical. practitioner called upon to express an opinion on 
the variety of problems encountered in aviation medicine. 
There are a few errors and omissions which doubtless will 
be corrected in the next edition. ' 


E. D. Daet DICKSON. 
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RENAL FUNCTION TESTS 


l Clearance Tests in Renal Disorders and H ypertension. By 
Olle Hogeman. Translated by Erica Odelberg. (Pp. 264. 
No price.) Sweden, Uppsala: APDSIDEEES Boktryckeri ‘A.B. 
1948. 


, Van Slyke, it has been said, first used the concept of renal 


clearance when seeking to dispense with mathematics for 
the benefit of the medical profession. The concept, what- 


ever its Humanitarian origin, gave a notable impetus to the - 


advance in knowledge of renal function, an advance which, 
using the ingenious methods of modern clearance tests, now 
enables the investigator to express an opinion on the volume 
of glomerular filtrate, the permeability of the glomerular 


, Membrane, the tone of the afferent and efferent arterioles, 


the effective renal blood flow, and the maximal secretory 
and reabsorptive capacity of the tubules. 
The bearing of such extensive functional dissections on 


the ‘problems of normal and pathological renal function is — 


self-evident, and Dr. Hogeman’s book, in its details and its 
broad survey, is an excellent contribution to the subject. 
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The work is based on modern renal clearance tests applied 
by the author to. a large number of normal and patholoyical ~ 
cases, the data and methods being given in detail with full 
statistical analyses. The author’s survey of the literature 
and of his own work brings out effectively the difficulties 
and differences of opinion, as well as the agreemeats, in 
interpreting the results. . The effect on these interpretations 
of the Barclay—Trueta juxtamedullary shunt is considered, 
and there are interesting discussions about what the urea 
and creatinine clearances really measure. 

Separate chapters are given to the author’s findings in 
normal cases, in glomerulonephritis, in essential hyperten- 
sion, and in patients with one functioning kidney. In each 
of these chapters the author’s results are integrated with 
those of other workers, and the book ends with an excellent 
general discussion and summary. 

The author thinks that a simple determination of the 
filtration rate in acute nephritis is a useful diagnostic aid 
but that it has little prognostic value. In chronic glomerulo- 
nephritis he believes that inulin and diodrast clearances 
will prove to be a good prognostic guide. In connexion 
with essential hypertension, he agrees in principle with most 
other investigators in finding an increase in the filtration 
fraction, a change which he thinks is best interpreted as the 
result of increased tone of the efferent glomerular arterioles ; 
but he adds that the Barclay—Trueta shunt may be partly 
responsib! e for the change, particularly in older patients and 
in those whose blood vessels are prematurely aged. 

The book-contains abundant material of interest to the 
expert on renal clearance tests. It will be of equal value to 
the general physician looking for a critical appraisal of 
the information to be obtained from these tests and of their 
place in, the management of nephritis and hypertension. 


f , J. A. FISHER. 
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PHARMACY AND PRESCRIBING 


A General Survey of the British Pharmacopoeia, 1948. 
(Pp.'79. 5s. 6d.) London: The Pharmaceutical Press. 
1949. ; 
Hints on Prescribing under the National Health Service 
Act. By J. B. Primmer, M.B., J.P. (Pp. 51. 3s. 6d.) 
London: Research Books, Ltd. 1949. f 
Incompatibility in Prescriptions and How to Avoid It. . By 
Thomas Stephenson, D.Sc. Fifth edition, revised by James 
Burnet, M.D. (Pp. 62. 10s.) Edinburgh : The Prescriber 
Publishers Ltd. 1949. á 


- What is novel in the new British Pharmacopoeia is the 


subject of the booklet A Survey of the British Pharma- 
copoeia, 1948. It is a composition annotated from a series 
of lectures given by several members of the group appointed 
to prepare the new edition of the Pharmacopoeia. The 
British Pharmacopoeia is the standard authority for the 


- -control of the purity and constancy of character of 


medicinal substances. The current edition includes an 
extensive list of new medicaments as well as revised direc- 
tions for the standardization of drugs that are not new. 
Biological therapy and biological methods of standardiza- 
tion of organic products other than pure chemicals form. 
the principal additions. The booklet gives a good descrip- 
tion of these changes and affords an illuminative survey of - 
those modern advances in medical treatment that have 
passed the stage of trial and have attained the status of 
assured value. 

Hints on Prescribing is admittedly designed to effect 
economy in the administration of the National Health 
Service. -. Justification of its purpose need not b2 questioned, 
for it is accepted that the patient shall have the most 
efficient treatment, regardless of cost; but it is obvious 


i 
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“that the earlier the cure the greater the saving, and the, ` 


guidance here given is the result of approbation derived’ 
trom experience. This book has a. distinct value in that it 
serves to focus attention on those particular remedies that 
have upheld their reputation for efficiency in manifold 
experience over a long period of time, and it may serve use- 


fully to save from oblivion many of the older remedies that 


tend to become submerged under the increasing numbers of 
new drugs. The information is conveniently arranged under 
alphabetically catalogued diseases, and it is im all ways a 
handy book for prescribers. 

Incompatibility in Prescriptions contains the memoranda 
and the explanations relating to incompatible medicaments. 
The treatment of the subject of incompatibilities can be 
generalized only in regard to comparatively few cases, as 
the one characteristic of incompatibilities is their unexpec- 
tedness. Both'prescribers and dispensers therefore need a 
ready-to-hand book of reference for guidance, ‘and this 
work has been prepared in a useful form-for that use The 
subject-matter is conveniently arranged under an alpha- 


betical system headed by the name of the article to be. 


urescribed, and there is also a good general index. 


T. Tickie 
4 i ka z o 
: THE HEALING TOUCH 
The Healing Touch. :By Harley Williams. (Pp. 408; 
3 illustrations. 15s.) ı London:` Jonathan Cape. 1949. ' 
Or. Harley Williams has done it again. In his book 


Doctors Differ he showed that he could make comparatively 
recent medical history come alive and interesting to lay. as 
well as.to medical readers. In The Healing Touch he takes 
_such diverse characters as Sir William Knighton, Sir James 
Clark, and Sir William Jenner—all doctors of royalty ; goes 


on to Chadwick: end Southwood Smith and their pioneer’ 


work in public health ;, gives a penetrating analysis’ of 
Florence Nightingale ; recounts the almost incredible career 
of Brown-Séguard-; and ends with the Mayo family. He 
has the great gift of dramatizing the people he deals with 
and ‘makes them live again, and this applies to his many 
subsidiary Characters also. We get sidetights on'George IV, 


Queen Victoria, and many other interesting patients. The 


final section is not only the story of the Mayo family but 
that of the rise of modern surgery in the U.S.A., in which 
Welch, Halsted, and Harvey Cushing’ are described in a 
‘most engaging manner. Billroth and Virchow come in— 
not dragged jn, but as tmportant.factors in what was 
‘happening in the U.S.A: ‘The book is full of humanity, . 
with wit, humour, and understanding. I congratulate the 
author on an undoubted success. . l 
: ' ALFRED Cox. 


a 


The Chemistry of Penicillin, edited by Hans T. Clarke, John R. 


' Johnson, and Sir Robert Robinson (pp. 1.094; ‘illustrated ; £9 9s. or 
$36; London: Geoffrey Cumberlege, 1949), is a very large book of | 
11. by 8 inches, containing nearly 1,100 pages. It describes a 
co-operative effort between British and American chemists that was, 
effected during the war by the Medical Research Council in this 
country and the Office of Scientific Research and Development i in the 
United States. The twenty-nine sections are each on a separate 
aspect of the chemistry of the drug, and for the most part the 
authors of each chapter are different. The book therefore describes 
varied approachés toʻa single problem, and provides the expert with 
a fascinating picture ofthe outlook and resources of his fellows. 


Professor Rudolf Thiel’s atlas of the diseases of the eye (Atlas der 
Augenkrankheiten ; pp. 225; M. 60; S uttgart: Georg Thieme, 1948) 
is now in its fifth edition. The first edition was ‘a useful students’ 
book, and in the great tradition of German ovhthalmology. Subse- 
quent editions appeared during the war. The present volume was 
published last year, but the additions and expansions are unbalanced 
and inaccurate, and detract greatly from the. value of the original 
work, 
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Length of Life.. By r. I. Dublin, Ph.D., and others. (Pp. 379. 


$7.) New York: Ronald Press. 1949., 


Shafar, 
1949, 


The Vitamins in Medtcat Pracitce. By J. M'D.. 


M.R.C.P. (Pp. 383. 25s.) London: Staples Press. 


Blemenie of Food Biochemistry. By W. H Peterson, Ph.D., 


and others. (Pp. 259. 21s.) London: Staples Press” 1949 

‘ : f 
The Mammalian Adrenat Gland. By G. H. Bourne. (Pp, 239.” 
30s.) London: Geoffrey Cumberlege. . 1949. \ 
The Medical Annual, 1949. (Pp. 448. 25s.) Bristol: John 
Wright. 1949. a i sy 
Frustratton. ' By N. R. F. Maier. (Pp. 264. 21s.) London: 
McGraw-Hill. : 


1949, 


May and Worth’s Diseases of the Eye. By M. L. Hine, M.D., 
F.R.C.S. 10th ed. (Pp. 548. 22s. 6d.) London; Bats Tindall 
and Cox. 1949. 


Russia Puts the Clock Back. By J. Langdon-Davies. Fore- 
word by Sir Henry Dale, O.M., F.R.S. (Pp. 160. 7s. 6d.) London: 
Gollancz "1949. a~ 


By S. C. `‘Cullen, M.D., and 
1949. 


- Manual of Medical Emergencies. 
E. G. Gross, M.D. (Pp. 267. 21s.) London: H. K. Lewis. 


The L.C.C. Hospitals—A Retrospect. Foreword by the Rt. 
Hon. Walter Owen. , (Pp. 158. '7s. 6d.) _London: Staples Press. 
1949. f 


Evolutton’s Answei. 
1949, 


What is Mane By A. Machin. (Pp. 209. 
10s. 6d.) London: Watts. ~ 
Annual -Review of Biochemistry. Edited by J. Murray Luck. 
Vol. 18. (Pp. 739. 48s., plus 2s. 6d. postage.) London: H. K. 
aie 1949. 

- Epilepsy ‘and Ciera. ‘Disorders in Children. By E. M. 
Bridge, M.D. (Pp. 670. Sls.) New York, Toronto, and London: 
McGraw-Hill. 1949. 


Adolescenti Character and Personality, By R. J. Havighurst and 
H. Taba. (Pp. 315. 24s.) New zor: John Wiley. London: 
Chapman and Hall. 1949. \ j 


Practical Spectroscopy. By C. Candier, M.A., F.Inst.P. (Pp. 190. 
21s.) London: Hilger and Watts. 1949. 


Notions sur l'Analyse des Mouüuemets Musculaires. By A. 
Govaerts. (Pp. 151. No price.) Brussels: Office International de 
Librairie. 1949. - 
Lehrbuch der Inneren aia ee By E. Lauda. (Pp. 569. 36s.) 
Vienna: Springer. 1949. °' - 


lron Metabolism and tts Chcal Significance. By ‘A. 
Vannotti, M.D., and A. Delachaux, M.D. (Pp. 267. 32s.) London: 
‘Muller. 1949, 


Simple Craft Jewellery Adapted . ar Occupational Therapy. 


By C. Geoffroy-Dechaume. (Pp. 63. 6s. 6d.) London: Faber. 
1949. j 

Aids to Papert for Nurses. By’). M Watson, S.R.N. Fore- 
word by A. M. R. Cann, M.D., D.C.H. 3rd ed. (Pp. 388. 5s.) 
London :' Bailliére, Tindall and Cox. 1949. 


y 1 
Haemolytic Disease of the Nas bea .By M. M. Pickles, 


_ DM. Œp. 181. 15s.) Oxford: Blackwell Scientific Publications. 
1949. e 

Experimental Surgeri: By J. Markowitz, M.B.E. 2ad ed. 
(Pp. 546. 40s.) London: Baillière, Tindall and Cox. 1949. 


~The Child in Health and Disease. By C. C. Grulee, M.D., 
and R. Cannon Eley, M.D. (Pp. 1,066. 66s.) London: Bailligre, 
Tindall and Cox. 1948. l 
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THE TREND OF NATIONAL INTELLIGENCE 


For nearly a century it has ‘been known that in most 


industrialized communities the. birth rate is declining 
far more rapidly, among the wealthier classes of society 
than among the poorer. What has proved more diffi- 
cult to determine is whether’ ‘the difference is a good 
thing or a bad, or indeed whether it has any social 
importance whatever. At one’ time many biologists 
were inclined to argue that the decrease in fertility was 
a Nature’ s way of eliminating stocks that had become 
effete.” ` Galton and the early eugenists, on the other 


. hand, contended, that si if birth control is spreading most 


rapidly among the more successful members of society, 

\then we must be gradually losing the very type of stoc‘ 
which 1 in the past has been responsible for our national 
efficiency.” Finally, Newsholme,' reviewing the data 
then available, noted that the undeniable facts “have 
given rise to many Cassandra-like utterances,” but 
concluded that they might be \safely disregarded. 


A new'turn was given to the problem with the develop- 


ment óf standardized -tests for measuring general intel- 
ligence. The school surveys organized in 1913 by'the 
psychologist to the London County’ Council* revealed 
a distinct negative correlation between size of family and 
amount ‘of’ intelligence, quite apart, from any difference 
in social or economic’ status. ‘A simple calculation 
showed that if there were no, further factors to counter- 
act the obvious consequences then during the following 
generation the intelligence quotient would fall at the rate 
of one point or more every 20 years, and (what was 
much more serious).within the same period “ the number 
of pupils of scholarship ability would be approxi- 
mately’ halved, and the number: of feeble-minded almost 
doubled.” ‘Somewhat similar correlations were sub- 
sequently reported by Bradford at Sheffield, Thomson in 
the Isle of Wight, and Fraser Roberts at ‘Bath ; and 
Proféssor Cattell, after an elaborate investigation cover- 
ing over “4,000 children in Leicester and Devon, declared 


~ that the nation seemed “ heading for a galloping plunge 


1 J. R. statist. Soc., 1906, 69, 34. 

4 Annual Report of the Psychologist to the Eonion County Council, 1916. See 
also Burt, C., Mental and Scholastic Tests, 1921, London. 

3 The Fight for Our National Intelligence, 1937, London. 

,4 Intelligence and Fertility, 1946, London. 

'S The Trend of Scottish Intelligence 1949. London: University of London Press. 
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ciable after ‘so short an interval as fifteen years. 
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towards intellectual bankruptcy.” In London; however. - 


a repetition of the earlier tests, while suggesting the pos- 
sibility of a small decline, showed nothing like the change 
predicted, by the more pessimistic computers. In fact. 
as the original report had pointed out, the general obser- 
vations of the older teachers, scholarship examiners, and 
education officials appeared quite inconsistent with the 
view that any large or rapid changes could be taking 


place either in the average level of intelligence in the 


school population or in the numbers of supernormal 
and subnormal pupils. Burt,* indeed, in a summary of 
the existing evidence prepared at the request of the Royal 


Commission on Population, suggests that here as else- . 
` where some compensatory mechanism of a genètic kind 


might conceivably be operating which would tend. to 


counteract the untoward effects of the differential birth . 


rate. 


The whole problem dataraliy attracted the earnest 


attention of the Population Investigation Committee, 
and, in view of the urgent need for more direct evi- 
dence, its chairman, Sir Alexander Carr-Saunders, 
suggested to the Scottish Research Council that a 
survey which they had carried out for another purpose 


in 1932 might be repeated and that his committee should - 


be responsible for the cost. The earlier survey, ‘the 
largest of its kind, had covered a complete age group 
of Scottish children, numbering in all over 87,000 boys 


on similar, but not quite identical lines. 
report was submitted to the Royal Commission, and 


a fuller analysis of the data collected has now been 


published." 

The figures obtained, taken at their face value, would 
suggest that the level of intelligence has actually under- 
gone a slight improvement. This result has plainly come 
asa surprise to the investigators, and they discuss in 
detail the most plausible explanations to account for this 
unexpected change. The most obvious explanation is 
increased familiarity with psychological tests. Jf this 
suggestion be accepted ‘it then still remains conceivable, 


as the authors observe, that the apparent improvement 


in test, performance may mask a genuine decline in 
innate ability. On the main issue, therefore, the report 
is admittedly somewhat inconclusive. Certainly any- 
thing like a rapid rate of decline seems out of the ques- 
tion. Nevertheless, if there is in fact a slow but steady 
diminution, that might well have serious effects in the 
long run, though its influence might hardly be appre- 
We 
must await the further survey’ planned for a later 
period. Meanwhile the study now published should 


In 1945 a.secorid survey was organized’ 
A brief 


~ 


encourage similar attempts by other bodies and is full 


of admirable suggestions showing how the requirements. 


‘of a strictly scientific comparison may be secured in 


actual practice. - 
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BRONCHIECTASIS | 


Most chest physicians and many chest surgeons hold 
strong, but differing, views on the pathogenesis of 
bronchiectasis. Because it commonly starts in early 
life the disease was at one time thought to be con- 
genital. This theory has: become progressively less 
popular, but the occurrence’ of bronchiectasis in asso- 
ciation with congenital abnormalities such as “complete 
situs inversus, originally described by Kartagener’ and 
subsequently confirmed by. others,” ° suggests that in 
some. cases the abnormality is congenital, though this 
can seldom be proved. At the present time most would 
agree that atelectasis of the lung is an important factor 
in the pathogenesis. The association was described by 
Anspach* in 1933 and was made familiar in this country 
by the clinical and experimental studies of Lee Lander 
and Davidson. They pointed out that in a lobe col- 
lapsed by the aspiration of mucus the bronchi proximal 
to the obstructing plugs are dilated by the negative intra- 
thoracic pressure, which in the absence of the cushioning 
effect of the’ normally aerated lung acts directly on the 
bronchial wall. If the walls remain undamaged, and the 
lung re-expands, the bronchi may regain their normal 
calibre* ; but if, owing to infection, the normal elasticity 
of the bronchus has been lost, the bronchiectasis will be 
permanent. 

The experimental work of mannauber and Pinner’ 


has shown that. when complete bronchial obstruction is 


induced .in rabbits distal bronchiectasis occurs only if 
infection is also present. The infection causes an out- 
pouring of inflammatory products and mucus which 
actively distend the bronchi. In man this mechanism 
may be responsible -for some cases of bronchiectasis in 
which the condition develops beyond a complete bron- 
chial obstruction. It is possible that occasionally dilata- 
tion of the bronchus is due to a valvular action, but 
.unless previous disease, has made the lung parenchyma 


undistensible such a mechanism should dilate the 


alveoli rather than the bronchi. In most specimens 
removed at operation there are signs of inflammation 
and fibrosis in the bronchial wall, and often also in 
the surrounding lung.}*12 Though fibrosis was once 
thought to be an important cause of bronchiectasis it 
iS now ‘regarded as merely a' relic of the original 
infected atelectasis. Many earlier writers, and some 
more recent,** consider that infection of ‘the bronchial 


1 Beitr klin. Tuberk., 1933, 83, 489. 

2 Adams, hee and Churchill, E. D., J. thorac. Surg., 1937, 7, 206. 
3 Olsen. M., Amer. Rey. Tuberc., 1943, 47, 435. 

4 Amer. Fa ‘Dis: "Child., 1934, 47, 1011. 

5 Brit. J. Radiol., 1938, 11, 65. 

8 British Medical Journal, 1938, 1, 1047. 

? Lander, F. P. L., Thorax, 1946, "4 198.7 

8 Fleischner, F. G., Amer. J. TOCRIEEHON 1941, 46, 166. 

9 J. thorac. Surg., 1942, 11, 571 

10 Robinson, W. Ls Brit. J. Surg., P 21, 302. 

11 Ogilvie. A. G., Arch. intern. Med., 941, 68, 395. f 

12 Mallory, T. B., New Engl. J. Med. ‘i947, 237, 796. 

13 Lisa; J. R., and Rosenblatt, M. B., Bronchiectasis, New York, 1943. 
14 Hughes, J. G., and Simpson, W. ie J. Pediat., 1940, 17, 197- 


BRONCHIECTASIS 


BRITISH 
MEDICAL JOURNAL 


f 


wall is primarily responsible. .If that were so, as 
Mallory! has pointed out, bronchiectasis would be 
mainly a disease of the later age groups in which 
bronchitis is common. Though he found inflammation 
of the bronchial wall in 49 out of 50 specimens removed 
at lobectomy, atelectasis was ‘present in 43 and bron- 
chial stenosis in three-others. Carr and his colleagues?’ 


‘have recently described a high incidence of bronchi- 


ectasis in workers employed filling shells with mustard 
gas. Here, presumably, there was damage to the bron- 
chial wall; but the authors did not usually see the 
patients during the acute phase, and atelectasis may 
well have been a contributory factor. Bronchiectasis 
is being -increasingly recognized as a concomitant of 
pulmonary tuberculosis, associated either with bron- 
chial narrowing caused by the glandular element of 
a primary complex** or with fibrocaseous disease.'* 1° 
When accompanying fibrocaseous disease bronchiectasis 
may give rise to few symptoms, possibly because the 
bronchiectatic areas are usually in the upper part of the 
lung and therefore relatively well drained. 

According to published reports the prognosis of 
bronchiectasis is bad. The overall mortality was 


27.5% in 789 cases reported in five studies!*? published, 
these patients were followed. 


between 1931 and 1941: 
up for 2-14 years. It must be remembered that most 
of these were cases severe enough to be admitted to 
hospital, and in the earlier days bronchograms were less 
frequently performed on patients with mild symptoms. 
Fine and Steinhausen”? reported that of 36 cases dis- 
covered through mass radiography 75% had few or 
no symptoms when seen two years later. Two further 
studies on'the prognosis in children have recently been 
published. Ford,** in Glasgow, has followed up 65 
proved cases for 2 to 19 years. Twenty-nine patients 
with unilateral disease were operated on, with an oper- 
ative mortality of 17% (five cases). Two died later 
from other causes; one could not be traced. When 
seen at follow-up 14 of the remainder had no cough, 
though they complained of some dyspnoea, and the 
Other seven were improved but still had significant 
symptoms. Thus of the patients with unilateral bronchi- 
ectasis only about 50% were made relatively symptom- 
free by operation, and there was an appreciable mor- 
tality. At least 10 (38%) of the patients not operated 
on had, died ; eight of these were under 6 years of age 
when diagnosed. Ten could not be followed up, but 


15 Boyer, L. B., a ae Rev. Tuberc., 1946, 54, 111. 
18 Dormer, B. A., Friedlander, J., and Wiles, F. J., 
1945, 31, 455, 51 io” 

17 Dis. 'Chest., 1947, 13, 596.- 

18 Perry, K. M. À., and King, D. S.,- Amer. Rev. Tuberc., 1940, 41, 531. 
19 Roles, F. C., and Todd, G. S., British Medical Journal, 1933, 2, 639. 
20 Findlay, L., and Graham, S., Arch. Dis. Childh., 1931, 6, 1, 

ia PE H. H., Putney, F. J., and Clerf, L. H., J. Amer. med. Ass., 1941, 
22 Riggins, H. M., ame: J. Surg, 1941, 54, 50. 

23 Radiology, 1946, 46, 237. f 

24 Glusg. med. J., 1945, 29, 19. 

25 Helv. paediat. ‘Acta, 1948, 3, 4 S 

28 New Engl. J. Med.,1948, 238, 179. 
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of the: remaining’ “16 six’ had no ‘syinptoms at all, and in 
the other i0 there was only minor disability. When 
studied in retrospect there seemed to be no way of tell- 


l ing which cases would have the good and which the bad 


prognosis. Wissler“and Holtz,”*'in Switzerland, have 


.. followed up.38 children with bronchiectasis for 6 to 15 
' years: 


nine (24%) were dead, five (13%) had severe 
symptoms, and the other 24 (63%) were working, and 
‘had minor symptoms or none.at all. Six of the 12 
children who originally had ‘severe symptoms had 
greatly improved during the follow-up period. - 
Strieder,** in a review of the literature on surgery in 
bronchiectasis, states that the mortality of lobectomy is 
1-8%, but that where the. disease is bilateral it rises 
to 15-30%. Only, about 50% “of cases are suitable for 
surgery. Of Perry and King’s? 400 cases, 68% of those 
operated on were. well‘ and. working, compared with 
37 %, of those treated medically. 


be operated on, nor, usually,.will.those with only minor 
lesions. -Probably operation should be advised in chil- 
dren with unilatetal bronchiectasis which has been 
shown to be irreversible, and in young adults with severe 
and’ uncontrolled secondary infection or tr ublesome re- 
current haemoptysis. ` In other cases medical treatment 
will be the first choice, and: surgery will be a matter for 
careful individual’ consideration. 





+ 7. FEES FOR PRESCRIPTIONS set 
Mr. ‘Attlee’s decision that a patient from now on will have 


to. pay -a; small token fee up to 1s. for prescriptions issued. 


under the National Health: Service, while disliked by his 
supporters in the House of Commons, will be welcomed by 
‘One can only regret that’ this 
decision was not made earlier. In February of this 
year! we stated in a leading article on the finances of the 
National -Health Service : “ The Government may yet, con- 
Sider it wise to ask the patient to make token payments 
for a -doctor’s services and for prescriptions. If this were 
considered feasible it would deter people from making un- 


warranted calls ` upon the doctor’s time and unnecessary 


demands for pills and-potions.” We reiterated this in com- 


.. menting upon Sir Stafford Cripps’s budget hint that a 


health tax might have to be considered.” In his press con- 
ference three weeks ago Mr. Bevan categorically stated that 
“ If by tax is meant payment by the patient at the moment 
when the patient needs treatment, we set our faces -against 
it; 


These comparisons ` 
are, of, course,’ vitiated by the selection of cases for ` 
“Surgery 4 ‘patients with severe bilateral disease will not’ 


Once more we ‘suggested that sooner or later the’ 


~~ 


- tant factor in prognosis. 


step in oa of its policy: of a health service free_ 
of direct charge. This should deter people from making | 
irresponsible demands on the time of general practitioners . 
In order to get,ordinary household remedies at the country’s 


‘expense. There is much to be said for the suggestion made ` 


in the Supplement of May 7 that the payment for pre- _ 
scriptions should be made by affixing a stamp to the 
prescription. If some sections of the public continue to 
make trivial ‘calls on a doctor’s time, then the next step of 
making a .token payment to the doctor may have to be 
considered. 


PENICILLIN’ IN BACTERIAL ENDOCARDITIS 


Subacute bacterial endocarditis is one of the diseases in. 
which the prognosis was entirely altered by the introduction. 
of penicillin treatment. During the war encouraging results 
were reported in the U.S.A., and in 1945, when sufficient 
supplies of penicillin became available in this country, the 
Medical. Research Council set up fourteen centres to investi- . 
gate this method of treatment. In 1948 Professor R. V. 
Christie reported the-results of treatment of the first 269- 
cases in this Journal.! The conclusion of the’ investigating ` 
committee then was that in 90% of cases the disease could 
be .controlled with a dose of half a million units of peni- 
cilin daily, provided that this dosage was maintained 
for at least a month. The .incidence of heart failure 
after treatment was high. The increase in residual cardiac 
damage after apparent cure of the infection had already 
been. emphasized by Morgan Jones and his colleagues’ ; 
these authors also noted that the duration of.the disease 
before the beginning of treatment was: the’ most impor- 
In the earlier reports there was 
no conclusive evidence that relapses were due to eean 
rešistance of the infecting organisms. 

In this issue of the Journal Professor Christie summarizes 
the results of the more recent trials of penicillin treatment 
in, bacterial endocarditis. The original cases have been 
observed for a further two years, and in addition 189 new 
cases have been studied. Perhaps the most significant find- 
ing in the new report is that the good results obtained with 
doses of half a million units daily have not been confirmed. 
Of thé patients so treated 20% relapsed or died, as com- 
pared with only 7% in the previous report. A, second 


‘point of interest is that the results of treatment have been 


Minister.of Health would have to “ introduce some scheme — 


of payment which’ will be a grėater deterrent than mere 
exhortation , to_ the public to be careful about spending 
money ‘provided almost entirely ‘out of -the taxpayer’s 
pocket,” The Government has now had to take a first 


1 British aiea Journal; 1949, 1, 314. 
s Ibid, 1949, 1, 6 71. : 


4 
` i 


directly related to the sensitivity of the infecting organism 
to penicillin. ` In the light of-this new knowledge it has 
become necessary to recommend a new system of treat- — 
ment of bacterial endocarditis, and it is now suggested that 
the minimal dosage should be two million units daily for 
a period of four to six weeks. With this dosage cure 
wald be achievedď'in all cases unless the infecting organism 
has. a coefficient of resistance to penicillin greater. than 
eight. If relapses occur, or if the infection remains uncon- 
trolled, the daily dose should _be increased: to ten million , 
units. The problem of treating those cases in which the 
infecting organism is highly resistant remains unsolved. 
Sometimes an even larger daily dose of penicillin will suffice, 
and the device of using substances such as caronamide, ~ 





A Britiah Medical Jouni, 1948.1, 1. - | 
% Belt. Heart J., , 9. 38. 
3 Stuart-Harris, È H, Colquhoun, J., and Brown, J. W., Lancet, 1349, 1, 99. 
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which increases the level of penicillin in the blood by sup- 


pressing its excretion by the kidneys, is often sere 3 


In some cases other antibiotic drugs should be tried ; 
remains to be seen how useful aureomycin will prove in 
these difficult cases. , 


Ma 
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_ UPPER LIMB PAIN . 
The i upper limb is’subject to a variety of painful conditions 


- from which the lower limb is relatively or completely free. 


These affections are relatively - -rare, -but even so they are 
responsible for much pain and disability. In some of the 
cases there is pressure at the cervico-brachial junction. This 
condition has recently been the subject of careful study, 
particularly in this country, and elsewhere in this issue 


, Professor Lambert ‘Rogers reports his findings in thirty 


_ vical rib, 
scalenus ans and that the pain can be abolished by an 


- 


muscle wasting, however, may persist for years. 


patients. It. is clear from the evidence that the lowest 
trunk of Say brachial, plexus can be pressed against a cer- 
a rudimentary first thoracic rib, or a tendinous 


The weakness and 
The 
vascular complications .are. not so easily explained, for 
Telford and Mottershead’ ‘have shown that though throm- 
bosis in ‘the main upper-limb artery occurred in 17% of 
their ‘cases of cervical rib the clot in the majority of these 
did not extend proximal to the third part of the axillary 
artery. They found little evidence that the subclavian 
artery’ can be, compressed and damaged as it leaves the 


operation’ which relieves the pressure. 


- thorax and some support for the view that pressure on the 


sympathetic fibres in me lowèst ‘trunk may play a part in 
causing the, symptoms.” 


women, acroparaesthesia is characteristic. The symptoms 
of tingling and numbness in the hand and fingers differ 
from those of the cervical-rib syndrome in that they are 
usually bilateral, affect the whole hand and sometimes,arm, 
and are frequently most troublesome at night. Usually no 


‘abnormality is'found at operation, and scalenotomy and 


on 


rib resection do not relieve the symptoms, which are in all 
probability due to traction on:the brachial plexus. Professor 
Rogers is undoubtedly correct in attributing ‘these syn- 


‘dromes to the effects ‘of the upright posture. 


A. condition which may cause similar symptoms is the 
“shoulder-hand syndrome,” in’ which there is pain and 
variable loss of, function in the hand and/or shoulder. 
There is, however,-swelling of the hand as a rule, and there 
may be osteoporosis and other evidence of increased or 


diminished larity. The syndrome may be id’oprthic - 
NEE AS | e ee - of fat is more probably responsible for the persistence of 


or secondary to peripheral lesions and to lesions ‘of the 
central nervous system. Steinbocker and his colleagues® 
have studied’ 42 cases ; they consider that the underlying 
abnormality is a reflex vascular, disturbance mediated by 
an “ internuncial pool ”-of neurones in the grey. matter of 


the spinal cord which spread the stimuli to sympathetic 


fibres leaving several segments of the cord. This theory 
is, of course, highly speculative, but it fits in with the find- 
ing that sympathetic interruption, by repeated blocks of 
the .stellate. ganglion or by Sympa Teton, is the most 
effective treatment.. 





'l British Medical SE 1947, 1, 325. 
2 J. Bone Jt Surg., 1948, 30R. 249, ` 
3 Ann. int. Med., 1948, 29, 22. 
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destructive lesion in this région. 
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tl oni TRAUMA AND OBESITY 


It has long been known. that there was an intimate relation 
between prevailing, mood ‘and the nutritional state-of the 
body. Experiences with neurotic casualties in the last war 
reminded psychiatrists forcibly of this fact: in many of 
these patients ‘a loss of two stones or more in weight was 


i "a i. ' no o ` a . 
combined with neurasthenic, anxious, or depressive symp- 
' toms. 


The rélationship could be twofold: on the one 
hand a severe state of emotional tension might bring about 
rapid loss of weight despite normal food intake; on the 
other, a previously stable man might become susceptible 
to anxieties and fears only after the onset of exhaustion 
caused by extreme physical exertion and loss of sleep. In 


‘the latter case dysfunction of the nervous system could 


be plausibly attributed to defective cerebral nutrition. The 
work of Sydenstricker arid others had already shown that 
depletion of vitamin reserves, especially of nicotinic acid, 


- could bring about neurasthenic and even psychotic states. 


Nevertheless it was rare for physically exhausted neurotic 
patients to show any. clinical sign of avitaminosis. A more 
complex chain of events ‘seemed probable. Central con- 
trol of the mechanism of vitamin storage and mobilization 
was suggested by the finding of Meyer and McLardy? that 
in a proportion of patients dying very soon after a pre- 
frontal leucotomy operation in which an unduly pos‘erior 
cut had been made there was histological evidence of acute 
avitaminosis. Clinical findings supported this view, for it 
had been observed that an acute pellagrous psychosis was 
specially liable to supervene after subjection to stress, 
such as childbirth or a major". operation, which would be 


In one important group of cases, usually middle-aged ` likely to modify central nervous activity, particularly in | 


the hypothalamus. / 

Elsewhere in this issue Drs. H. J. Shorvon and J. S. 
Richardson ,discuss a related, problem, but posed in an 
opposite , form. They describe three cases in which sudden. 
_large, “and rapid increases of weight occurred soon after. 
‘psychologically traumatic experiences, such as the death 
of relatives and bomb incidents. In one case ‘the increase 
in weight dated from a confinement. All three patients 
were women, and in two the weight increase was associated 
‘with menstrual disturbances, but there was no evidence of 
endocrine disturbance. Much of the weight increase could 
be attributed to water retention, which is controlled by 
the -pituitary and the hypothalamus, but there was also 
accumulation of fat without a specific type of bodily dis- 
tribution. While the early and rapid increase in weight 
could be put down to water retention, a gradual deposition 


obesity over several years. 
The authors scrupulously refrain from speculation, but 
the possibility must be considered that events which cause 


_ fear and grief may, in special and rather unusual circum- 
“stances, cause’a persistent disturbance of hypothalamic 
- function. 


It is not clear whether the disturbance should 
be regarded as inhibitory or excitatory or both. Physio- 
logically some of the findings resemble the results of 
stimulation of. hypothalamic nuclei; others those of a 
There is no essential 


1 J. ment. Scl., 1949, 95, 403, 

2 Arch. Neurol. Psychiat., Chicago, 1945, 54, 231. 
3 Cybernetics, 1948, New York 

4 Proc. R. Soc. Med . 1949, 42. 367 
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-difference „between ‘such a change in hypothalamic activity 


- @ persistent tremor or paralysis after psychological shock. ' 


e 
4 


and the corresponding cortical change that shows itself in 


But in the cases reported by Shorvon and Richardson the 
physical abnormality may be ascribed to a “hysterical ” 
disturbance. of - -vegetative function instead of a disturbance 
of muscular control. : 

, The reversible nature of the phenomenon is made clear 
by the results of treatment. All the three patients responded 
to abreactive psychotherapeutic measures, 
tions of the value of abreaction ‘have so far been ‘suggested, 
psycho-analytical and physiological. Sargant and Shorvon? 
proposed the theory, derived from Pavlov’s work on condi- 
tioned reflexės, that a hysterical ` conversion symptom could 
be regarded ‘as the effect of inhibition or of spontaneous 
and stereotyped activity in a partially isolated functional 


system in the cortex. This suggestion bears a close resem- 


blance ‘to the concept ‘of the “ reverberating circuit ” put 
forward by Wiener? as a possibly useful analogy from the 
field of electronics, The isolation of the cortical system 
‘might then be overcome, and, more: complete central integra- 
tion be re-established, by bringing. about a general cortical 
excitation and discharge. Sargant has suggested that other 
methods of physical treatment, such as electrical convulsive 
therapy, possibly depend for. their success on the breaking- 


down of functional barriers ‘by cortical excitation. Specu-: 


‘lations of this kind are open to many objections, but 
development of the ideas they contain by: experimental and 
clinical research may lead another step on the road towards 
a solution of the body—mind problem. | ' 
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B.C.G. VACCINATION, 


"A ‘lively ‘correspondence in the journal. of the Danish 


Medical Association has shown how difficult it is to be 
absolutely unanimous about anything. The two points 
under discussion were : Who is to vaccinate with B.C.G., 


' the general practitioner or the tuberculosis specialist ? and, 


How early in life are Danes to be- vaccinated with B.C.G. ? 
The first question was. raised by Dr. J. Riising,! who argued 
that the general practitioner is quite capable of practising 


B.C.G. vaccination and that there is: something to be said - 


- against sending a child a long way to a tuberculosis dis- 
pensary where the ‘vaccination may be carried out by a 
nurse. Dr: U. Gad? answered by pointing out that B.C.G. 

` vaccination by general practitioners is liable to interfere 


with the diagnostic and’ prophylactic : ‘procedures at tuber-" 


' culosis dispensaries, at which a radiological examination 


~" reactions is ‘full of difficulties. 


can be made:as a preliminary to vaccination. Experienced 
B.C.G. vaccinators, he argued, see relatively few compli- 
cations. Furthermore, the interpretation of tuberculin 
In a later letter Dr. Gad? 
remarks that the difference between himself and Dr. Riising 


may ultimately be settled ‘by putting B. C.G. vaccination in ` 


the hands of an ambulant team, similar to those which the 
Red Cross hás organized. As for the second question, the 
opinion seems to be growing that in principle B.C.G. 


1 Ugeskr. Laeg., 1949, 144, 7. 

2 Ibid., 1949, 111, 788. i 

3 Ibid., 1949, 111, 857. 

‘ t 4 Ibid., 1949, 111. 857. 
, -5 Ibid., 1949. 1111-895. 
l 4 Ibid.. 1949, 111. 963. 
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„this age. 


Traumatic rupture of the bronchus is a rare injury. 


, a review. of 38 cases, adding two of their own.. 


-the cases it was fatal. 
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vaccination should be undertaken as early as possible, even 
in infancy. Dr. Gad, however, considers that the B. C.G. 
vaccination of the newborn, as carried out in Sweden on 
a large scale, may not be necessary in Denmark except in 
a tuberculous environment, “as the newborn are poor anti- 
toxin producers, and as we have less tuberculosis than in 
Swedén.” Dr, P. Hertz‘ refutes the argument that the new- 
born are poor antitoxin producers, and he points out that 
more than 90% of the newborn who have been vaccinated 
with B.C.G. in Sweden have been rendered tuberculin- 
positive. In his own experience of 64 newborn infants 
recently vaccinated in Copenhagen he has found it neces- 
sary only in two cases to repeat the operation.in order to 
achieve a positive tuberculin' reaction. In a more detailed 
study Dr. Hertz“ has, reported on his successful vaccination 
with B.C.G. of 537 infants from 0-12 months old. None 
of the six deaths among these 537 infants was due to 
tuberculosis : hence his conclusion that “ one ought not to 
delay too long in \proposing the voluntary Calmette vaccina- - 
tion of all infants, and preferably the newborn.” Professor 
H. C. A. Lassen® writes in the same sense, and hé argues 
that the forty to fifty deaths from tuberculosis which still 
occur every year in Denmark among children under the 
age of 5- years are a standing reproach to those authorities 
who delay in applying B.C.G. vaccination to children of 
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FRACTURE OF THE BRONCHUS 


In 
suspected cases the diagnosis should be confirmed bv 
bronchoscopy. Immediate thoracotomy and repair may 
save life in some cases and prevent serious complications 
in others. Care, must be taken to preserve the bronchial 
blood vessels. Kinsella and Johnsrud! in’ 1947 published 
A crush 
injury which shears either main bronchus at or near the 
carina was the usual cause of rupture. In more than half 
Commonly associated with fracture 
of the bronchus were haemorrhage—causing haemoptysis, — 
atelectasis, or haemothorax—and leaking of air, causing 
pneumothorax or mediastinal emphysema. In patients 
recovering from the injury a bronchial stricture develops, 


‘leading to obstructive collapse and mediastinal shift. Arti- 


ficial pneumothorax to ameliorate the resulting dyspnoea 
has -had good results. In one case secondary infection was 
successfully treated by pneumonectomy. Endoscopic dila- 
tation was’ not found of much value. In 1945 Sanger? 
described two cases in which he had sutured tears of the 
bronchus due to penetrating shell fragments, but the first 
case to be treated by resection and anastomosis has recently 
been reported, by Griffith. The patient was a woman who 
was thrown against the steering-wheel in a motor-car acci- 
dent, injuring her face and crushing her chest, with fracture 
of ribs on the left side. Dyspnoea was severe for'a few 
days, but recovery was rapid. Later she became dyspnoeic 
again ; her chest was “ wheezy,” and she had a dry cough. 
Radiographs two.months after the injury showed obstruc- 
tive emphysema of the left lung in expiration, and on 
1J. thorac. Surg., 1947, 16, 571. 


2 Ann. Surg., 1945, 122, 147. $ 
3 Thorax, 1949, 4,1 
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‘auscultation a loud rhonchus was heard.. At bronchoscopy 
an elastic stricture of the left main bronchus was seen. It 


was due to mal-union of a simple fracture, with overriding 
of the cartilage, and it could not be cured by dilatation. 
Operation was therefore advised, and was carried out six 
months after the accident. Through a left thoracotomy 
the stricture was excised, except for a bridge of posterior 


wall carrying the bronchial artery, and end-to-end anasto- . 


mosis was done with interrupted stainless steel sutures. 
The patient’s recovery was uneventful ; her symptoms were 
relieved, and the bronchus healed normally. 

Lil 


BONE LENGTHENING 


Inequality of more than two inches (5 cm.) in the length 
of the lower limbs is a serious handicap. Attempts to 
equalize the limbs by both lengthening the shorter or 
shortening the longer have been successful. Codivilla? in 
1905 first attempted to lengthen a limb by repeated forced 


` pull on a nail transfixing the os calcis after oblique 


oesteotomy of the femur. Similarsoperations were carried 
out in 1912 by Freiberg,” and in 1913 by Magnuson? and 
by Ombredanne.* In 1921 Putti® published a paper on 
operative lengthening of the femur; he used skeletal trac- 
tion and countertraction directly on the femur. In 1927 
a method of tibial elongation was described by Abbott® 
in which the steps were lengthening the tendo achillis, 
osteotomy of. the fibula, insertion of the drill pins, 
osteotomy of the tibia, division of the tibial periosteum, 
division of .the interosseus membrane and fibular inter- 
muscular septum, and finally application of the distraction 
apparatus. The complications of this procedure were for- 
ward bowing of the tibial fragments, overstretching, inter- 


.ference with the blood supply of the fragments, and 
‘insufficient fixation of' the fragments. 


Leg lengthening is indicated when the difference between 


the limbs exceeds one and a half inches (3.8 cm.) ; less than ° 


this can be easily compensated by pelvic tilting and shoe 
raising. Only young patients are suitable, and the opera- 
tion should not be undertaken after a recent acute infection 
or in cases with severe paralysis of the affected limb. A 
very large difference between: the length of the limbs is 
also a contraindication. Success depends on the use of an 
apparatus which will- confine movement of the fragments 
to the long‘axis of the bone, and Allan’ has been successful 
in producing an instrument which secures this. He per- 
forms an oblique osteotomy of the tibia about four inches 
(10 cm.) in length, leaving the periosteum intact as far as 
possible, and a transverse osteotomy of the fibula. Two 


’ Kirschner wires are inserted in each fragment and fixed to 


the distraction apparatus, and a carefully padded plaster 
is applied from toes to groin. 
divided, so that in effect each section of the limb is in a 
. separate plaster cast. With this method Allan has found 
it possible to lengthen the bones at the rate of 1/16- in. 
(0.15 cm.) daily. Femoral lengthening has proved: to be 


less practicable, owing to the difficulty of placing the trans- 


1 Amer. J. orth. Surg., 1905, 2, 353. 
` 2 Surg. Gynec. Obstet., 1912, 14, 614. 
3 Ibid., 1913, 17, 63. 
4 Bull. Mém. Soc. Cia iene Paris, 1913, n.s. 39, 1177. i 
5 J. Amer. med., Ass., 1921, 934. 
6 J. Bone Jt Surg., 1927, 9; 133. 
? Ibid., 1948, 30-B, 490. 
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When set,. the plaster is ' 


‘of England (Lincoln’s.Inn Fields, 


fixing wires and the complication of knee stiffness. Allan 
used leg lengthening in cases of tuberculosis of the hip 
and knee, in congenital shortening, in pyogenic bone and 
joint infections which-had been quiescent for more than 
six years, and in patients with infantile paralysis treated 
by sympathectomy as a prior condition. Most patients . 
were 13 or 14 years of age, but it was found that in adults 
the: bones united Just as readily. 

‘ Muscles react ‘badly to stretching, and much wasting 
occurs. Periosteum, membranes, and fascia are not easily 
stretched, and ‘their lengthening probably causes most of 


' the pain experienced. Blood vessels withstand the pro- 


cedure well: nerves, however, are more liable to damage, 
especially the lateral popliteal nerve. Knee stiffness and 
displacement of the ends of the fibula are additional com- 
plications. Skin sloughing over the operation scar was 
noted when a gain of more than three inches (7.5 cm.) in 
tibial length was obtained. Allan states, however, that 
two inches of lengthening may be gained in the femur, and 
three in the tibia, without any complication. It cannot be 
denied that bone lengthening is a painful and formidable 
procedure. White goes so far as to state that in his 
experience the result seldom justifies the effort employed, 
since great force is needed to stretch the tissues in an 
already damaged limb. In many cases shortening of the 
longer leg has proved to be much the better method, being 
simpler and less hazardous. 


THE MANUFACTURE OF CORTISONE 


In a recent annotation’ we referred to the discovery that 
“cortisone” (“compound E”) could be prepared from 
sarmentogenin, a substance which can be isolated from the 
seeds of the African vine Strophanthus sarmentosus. It is 
now known that the common yam of tropical America, 
Dioscorea mexicana, yields a substance, botogenin, which 
can be used as a starting-point for the preparation of corti- 
sone,” and many more plants may be found to be possible 
sources of cortical hormones, In the meantime pharma- 
ceutical manufacturers in the U.S.A. are co-operating in 
order to increase production of cortisone from ox bile. 
According to a recent report? one company is to quadruple 
its plant for the manufacture of desoxycholic acid from the 
bile of cattle slaughtered in the stock yards. A spokesman 
of the company said that desoxycholic acid can be prepared 
from the cholic acid in bile in much larger amounts than 
would be obtained by isolation of the natural substance 
from the same quantity of bile. Nevertheless, the quantity 
of desoxycholi¢ acid which will be prepared in a year from 
the bile of 200,000 cattle will yield only about 2,700 g. of 
cortisone. This represents 27,000 doses of 100 mg.—a very 
small amount even for limited research purposes. 


Mr. V. E E Cope, M.S., F.R.C.S., will deliver the 
Bradshaw Lecture before the Royál College of Surgeons 
London, W.C:) on 
Thursday, November 10, at 5 p.m. His subject is 
“ Visceral, Actinomycosis: and its Treatment.” 





—— 
1 British Medical Journal, 1949, 2, 481 

2 Marker, R. E., J. Amer. chem. Soc , 1949, 71, 2656.. 
3 New York Times, September 19, 1949. 
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FAILED FORCEPS _ 


= " REFRESHER COURSE FOR GENERAL PRACTITIONERS 


u I J _ 


i. ‘ rf 


. The term ' > failed forcéps ” "is applied to the type of obstet- 
ric.case in which an' attempt has been made to deliver with 
forceps but without success. The causes of failure have 


` been fully discussed:in papers in this Journal and elsewhere 
by Phillips, 
.’ Stacey, ahd Claye, and aré chiefly as follows. 


Farquhar: Murray, Miller, Fletcher Shaw, 


Contracted Pelvis and Disproportion 
In one-third of Miller’s 558 cases of failed forceps this 


was the cause, either alone or combined with a posterior 


position ‘of the occiput. The difficulty. arises mostly from 
failure to recognize insuperable disproportion between the 
foetal head and the pelvis, or because in cases of moderate 


. disproportion the forceps is applied too soon and before 


Eo 


t 


-not do.so a reason must be sought. 


sufficient time: has been given for the head to mould and 
“to descend far- enough . into, the pelvic cavity. Incredible 


; as it may seem, in over 50% ‘of Miller’s cases the head was 


still free above the brim on admission to, hospital after 
_ attempts at forceps delivery outside had failed. One of 
' the elementary rules regarding the application ' of forceps 
had thus been broken. > ~ 

The most’ frequent catise’of disproportion is contracted 
pelvis.’ Severe’ degrees of contracted pelvis due to rickets 


“+ FAILED FORCEPS 


“F. J. BROWNE, ER.CS., F.R.C.0.G. 


Emeritus as of Obstetrics and Gynaccoloey, University of London 
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‘descended at least to the level of the ischial spines. These 


can be easily felt on each side and mark the level of the 


- pelvic floor. Application of forceps to a head above the 


£ 


are now rare, but minor degrees of contraction, especially | 


of simple flat. and generally’ contracted pelvis, are common 


. and apt’ to‘be overlooked before labour sets in if certain 


ee rules are neglected. / 


(1) Ina primigravida the foetal head should engage’ deeply ` 


in the pelvis in the last’ two weeks of pregnancy. If it does 
l A common cause is 
contracted’ pelvis, and this*condition should always be 
excluded. This may be done by simple clinical methods 


=. measuring the patient’s height (under 5 feet (1.5 m.) is 


N 


_, (2) that the occiput is anterior ; 
‘ N, ; i N 


_ always suspect), looking for .rickets, and measuring the 


- diagonal conjugate—but the present tendency is to use x-ray 
pelvimetry,. which alone ‘can give accurate measurements 
of the diameters, including the true conjugate, and the inter- 
spinous diameter of the outlet. Disproportion, which is rare 
‘in the. absence of pelvic contraction, can be~assessed by 
. Munro: Kerr’s modification. of Maes method, with or 
without anaesthesia. - , 
(2). In multigravidae the history. of a bois may give 
warning of possible trouble. 


— 


For example, in one of the . 


cases of. failed forceps recorded, by Fletcher Shaw the - 


, woman had had four.previous confinements, two of which 
ended in craniotomy and two in caesarean section. 


\ 


Unrecognized Unrotated Posterior Positions of thè Occiput 


This. occurs mostly in primiparae. 
referred -to above it was the second most frequent ’ cause 
of failure.’ It is necessary to stress once more the impor- 


` tance of a thorough examination of all patients before 


applying the forceps, first by abdominal palpation and then 


` per vaginam, ‘if necessary with the whole hand in the 
_ vagina under deep anaesthesia. 


It is necessary to make 
(1) that the os is fully dilated ; 
(3) that the head has 


sure of the following points : 


In all the series 


(1 33 


spines is a 
forceps.” 
Abdominal examination will reveal much. It will show 
how far the head has descended into the ‘pelvis. 
part’ of the head is felt on abdominal palpation delivery is 
likely to be difficult and may even be dangerous for: the 
child. Occipito-posterior positions tannot usually be diag- 
nosed abdominally but only by introduction of the whole 
hand into the vagina under deep dnaesthesia. 
There are two ways of diagnosing persistent occipito- 
posterior cases.’ The first and most commonly used is to 
feel the ear—its free border i 1s directed towards the occiput. 
It should be remembered that the ear may be folded for- 
ward, and this nfay give rise to doubt. Another plan is to 
feel for the nape of the neck. When this is found—a 
smooth flat surface—the forefinger can be passed a little 
farther on to the anterior shoulder and the head and body 
rotated by the internal hand alone in one single move- 
ment, if possible without dislodging the head out of the 
pelvic cavity. -There is only one fallacy that I have 
found in this method of diagnosis: if the head is much 
moulded the forehead may be so elongated that it is mis- 
taken for the neck. This error can be avoided by keeping 
the possibility in mind and pushing the exploring hand'a 


mid forceps, 


little farther on. If it is the forehead the finger will come ` 


to the face instead of the flat back and shoulder. It should 
be noted that slipping of the forceps is almost always die 
to its application , to an unrotated occipito-posterior. If this 
happens the blades should be removed and the position 
reassessed. 


Application through an Undilated Cervix 


In 50% of Claye’ s cases this was the cause of failure. “As 
every student is taught that full dilatation is necessary 
before application óf forceps the mistake can only arise 
through difficulty in diagnosing full dilatation. Claye has 
a useful word on this. “If,” he says, “ the cervix is fully 
dilated the head has come. so far through it that its rim 
is no longer: palpable. 
fully dilated,” To this the writer would add that “full 
dilatation.” means full dilatation between pains. Too often 
.the medical attendant examining the patient (as is correct) 


` during a contraction and finding the head descend and no 


rim of cervix palpable concludes that the os is fully dilated ° 


and decides to apply forceps. When the patient is anaes- 
thetized, however, he may find that the os is only three- 
quarters or less dilated. By that time all preparations have 
been made for forceps, and if inexperienced the doctor 


‘may not have the moral courage to desist and confess his 


error. It is always wise, therefore, in assessing dilatation 
of the cervix before application of the forceps, to keep the 
examining finger in the vagina after the pain has passed off- 

Application of. forceps through an imperfectly dilated 
cervix most commonly takes place in primiparae in whom 


the first stage of labour has been prolonged, and especially ` 


é 


application, below this a “ low’ 


If the cervix is palpable it is not: 


If any 


t 
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if the membranes have ruptured prematurely. These are 


always anxious cases. There may be disproportion or an ` 
occipito-posterior- position, in both of which cases labour . 


tends to be slow and pains poor. But often neither“of these 
is present and the delay is then generally due to primary 
uterine inertia. If the membranes are unruptured the long 
first stage does not matter much, though it tries the patience 
of all concerned. If the membranes have ruptured pre- 
maturely, however, the life of the foetus is then endangered, 
bécause as liquor trickles away the uterus is allowed to 
retract excessively and progressively diminish the area of 
attachment of the placenta and the foetal and maternal 
circulation through it. ‘If it proceeds far enough this will 
cause foetal asphyxia and intrauterine death. These cases 
can be very anxious ones, and little can be done except to 
givea sedative, keep the bowels and bladder empty (a warm 
soap-and-water enema often stimulates strong contractions), 
and-avoid fussy and repeated vaginal examinations. The 
foetal heart sounds should, of course, be examined at inter- 
vals. Most of these labours: end spontaneously or the 
patients are easily and safely delivered by low forceps ; 


but in a few cases anxiety arises because the foetal heart, 


sounds indicate foetal distress before the cervix is fully 
dilated. The best course to adopt then needs both experi- 
. ence and good judgment. It is often possible to complete 
the dilatation of the cervix manually and apply forceps, 
but this is- always a hazardous procedtire for -the child, 
especially ‘as the dilatation is apt to be imperfect. If the 
cervix is thinned out over the head it. may be divided at 


d 
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FAILED, FORCEPS ` 


5 and 7 o’clock by scissors after applying the forceps and 


drawing the head gently downwards. 

of these cases are now being treated by lower-segment 

caesarean section, which is usually much safer tof both 

child and mother. ` i 
Constriction Ring 


This is one of the more infrequent causes ‘of failure. It 
may be the only cause or it may complicate contracted 
pelvis or- unrotated occipito-posterior cases. Usually the 
head descends fairly well when forceps traction is made, 
but it quickly recedes again when traction is stopped. This 
should make one suspicious, but the condition can only 
be diagnosed by removing the blades, inserting the finger; 
and feeling the ring as hard as iron around thé neck. In 
such cases the forceps should be reapplied and one cap- 
-sule (3 minims:0.18 ml.) of amyl nitrite crushed on gauze 
under the patient’s nose so that she may inhale it. Relaxa- 
tion takes place immediately, but is temporary. The for- 
ceps should therefore be in place for delivery without 
unnecessary delay. An alternative method ‘is to inject 
subcutaneously 7 minims (0.62 ml.) of 1 in 1,000 adrenaline. 


But more and more ` 


Finally, a certain number of failed forceps cases arise 


through application-of the instrument to a hydrocephalic 
head, an undiagnosed breech, a mento-posterior. or brow 
presentation, or when there is obstruction by a pelvic 
tumour. 


Should the ae be: Applied or Not ? 


On each blade of the forceps there should be a! large 
question mark. On taking up the first blade and seeing 
the quéstion mark the operator should ask himself, “ Are 
the conditions present that make the application of forceps 
safe—the membranes ‘ruptured, a vertex presentation with 
the. occiput ‘anterior and the sagittal suture-in the antero- 
posterior diameter, the bladder and bowels empty, the lower 
‘pole of the head at least at_the level of the ischial spines, 
the os fully dilated ? ”` On taking up the second blade he 


should ask himself, “ What are the indications justifying 


the application of forceps in this case?” Apart from the 


` 


-our master, Smellie. 
- selves perfect ; for after all the instruction that can possibly 


_ practitioners.” ` 
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case: When ' the. head is on the perineum, when application 
of forceps (preferably preceded by. episiotomy in a primi- 
para) is always safe, there are only two real indications for 
forceps—maternal or foetal distress. | 

Finally, we should-all of us keep, in mind the words of 
“Students should never think them- 


be conveyed there are many things in midwifery that can 
only be learned, by practice and observation; and cases 
will sometimes arise which will puzzle and foil the best 


1 
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i HOSPITAL SYRINGE SERVICE 


Mr. P. G. MERRETT, theatre technician, St. Thomas’s Hospital. 
writes: In modern anaesthesia the use of 2-ml. syringes both 
for immediate and for intermittent use during operations seems 
to have' increased with the introduction of curare and its anti- 
dotes. I thought, therefore, that a method of packing syringes 
ready for supply at a moment's notice would be acceptable, 
and have devised the following contrivance, which has met 
with the approval of most of the anaesthetists at this hospital. 
The type-of sterilization is by dry heat: 

As the accompany- 
ing diagram shows, 
the requirements are ~ 
heat-resistant syringes, 
oven - glass tubes, 
“cellophane,” and a 
small rubber band ‘to 
seal and secure the 
end of the tube when 
ready for sterilizing. 
Care ‘of the needle- 
point is important, 
and for this purpose 
use is made of a piecè 
of the brass ‘needle- 
holding tray supplied 
by most manufac- 
turers with new 
needles.: The un- 
wanted clips are '` as 
flattened, leaving one for each guard, and cut out as shown. 
This guard i is easily.clipped to the needle-butt and hand-shaped 
so as to be deflected from the point of the needle. The tapered 
end is' curved inwards slightly to fit the bottom of the glass tube, 
and’ serves as a protection to the whole. This method has 
stood up to normal use. If required, an absorbent cotton roll, 
as used for dental purposes, can be inserted alongside the needle. 
This provides a swab for cleaning the area of injection, and.can 
be used to protect the needle if the syringe is required for 
intermittent injection. Most anaesthetic trolleys could carry a 
‘small bottle-of surgical spirit. ` 

There is no doubt the method could'be adapted for other 
branches of medical, surgical, and laboratory work, and it might 
be handy in a central supply depot. ' 








A` set of pictures for public display has been prepared om 
“Coughs and Sneezes ™” by the Central Office of Information. 
Local authorities may obtain these sets from the C.O.I. (Room 
2301), Block 2, Montagu Mansions, Crawford Street, Baker 
ee pre W.1. 
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' THE BROMPTON HOSPITAL 
INSTITUTE OF DISEASES OF THE CHEST ` 


The opening this week of the new building of the Institute of 
Diseases of the Chest at the Brompton Hospital carries one 
stage further a recommendation in the Report of the Inter- 
departmental Committee on Medical Schools, 1944 (the Good- 
enough Report). At that time the British Postgraduate Medical 
School provided opportunities for study in medicine, surgery, 
- obstetrics, gynaecology, and pathology, but made no use of the 
unrivalled ‘facilities available in the special hospitals in London 
for the study of particular branches of medicine and surgery. 
The report recommended the reorganization of the British Post- 
graduate Medical School as a Federation, with clinical institutes 
not only in general medicine and surgery at Hammersmith but 
also in association, with the principal special hospitals. Accord- 
ingly the British Postgraduate Medical, Federation was estab- 
lished, and institutes at the special hospitals are now in various 
stages of development. 


At the Brompton Hospital postgraduate instruction has been 
yiven for many years, and until 1939 some undergraduate teach- 
ing also. The Medical School of the Brompton Hospital was 
included in the list of institutes having recognized teachers of 
the University of London, the teaching taking the form of 
short intensive courses, including informal attendance in wards 
and out-patient departments of the hospital. 

Following publication of the Goodenotigh Report, efforts 
were made to improve the academic status of the School in 
order to conform to the suggested scheme for postgraduate 
education. Early in 1946 a programme of postgraduate teach- 
ing was begun which has been continued since then with very. 
little modification. During university terms courses of study 
consist of clinical work in the wards and out-patient depart- 
ments ; radiological, pathological, and ‘clinical demonstrations 
and discussions < and lectures. A less formal type of 
instruction is continued during the summer vacation. The 
Medical School of the Brompton Hospital was always finan- 
cially independent of the Hospital. In May, 1947, its name was 
changed to “The Institute of Diseases of the Chest.” Since 
1946 the British Postgraduate Medical Federation has given it 
financial support. The teaching activities at the Postgraduate 
Association of the London Chest Hospital, begun in 1924, now 
come under the umbrella of the Institute. 

The new building now formally opened consists of a single- 
story building adjoining the west side of’ the main block at: the 
- Brompton Hospital. Accommodation includes laboratories, a 
library, a museum, a lecture theatre, a photographic department, 
a common room for`students, a refectory, and administrative 
offices. Begun in May, 1948, the building was completed in the 
summer of: 1949, 


THE BROMPTON HOSPITAL 





‘977 


BRITISH 
MEDICAL JOURNAL 


The Institute provides postgraduate instruction 
and facilities for research in diseases of the chest. 
As to the former function, the most important 
‘aspect is the training of physicians and surgeons 
wishing to specialize in diseases of the chest. After 
courses of study lasting for one or more terms it is 
intended that a proportion of the students shall 
obtain graded hospital appointments, the number 
of which has increased during the past few years: 
' to meet the needs of the Institute. The research 
facilities of the Institute will, it is hoped, play an 
important part in training the specialists of the 
future. When circumstances permit, advanced revi- 
sion courses for established specialists will be con- 
$ ducted. The Institute will also provide, when pos- 
Ps 


A sible, instruction as part of the training of general 
ie : physicians. No undergraduate teaching is now 
given. 


Avout thirty-five to forty postgraduate students 
attend each term, of whom 12 are working whole-time. They 
spend one day a week at the London Chest Hospital and the 
rest of their time on clinical work in the wards and at clinica] 
demonstrations. Preference is given to those who are specializing 
in diseases of the chest ; the remainder are part-time students 
studying for the M.R.C.P. and other examinations. The Insti- 
tute will try to meet the enormous demand for training in 
thoracic surgery. At present only temporary arrangements have 
been made, but it is hoped eventually to appoint a surgical sub- 
dean who will co-ordinate and expand tuition in thoracic 
surgery. | 

Almost half the accommodation of the Institute is devoted 
to research laboratories, including a laboratory of respiratory 
physiology. Pathology is not included; though the museum 
and its preparation room are housed in the Institute the patho- 
logical laboratories remain in the hospital. 

‘The Dean is Dr. J. G. Scadding, and Drs. Kenneth Donald. 
J: W. Crofton, and J. R. Bignall hold appointments on the staff 
of the Institute. The staff.of the Brompton and London Chest 
Hospitals take part in the teaching at the Institute. 

Now that the new building is completed and equipped, it 
awaits only approval and inspection by the University of 
London before it acquires the full academic status of an insti- 
tute of the British Postgraduate Medical Federation and takes 
its place as the principal training centre in this country for the 
chest specialists of the future. ; Y 
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THE. CARE OF OLD: ' PEOPLE 


ADDRESS BY. SIR WILLIAM DOUGLAS 


Representatives of nearly three hundred voluntary organizations 
and of nearly as many loca] authorities assembled at ‘Friends 
House, London, for the fourth annual conference of the National 
Old People’s Welfare Committee, which works in association 
with the National Council of Social Service.. One subject for 
‘discussion} under the chairmanship of Sir Ernest Rock Carling, 


' was the employment of old ‘people, and, an open forum was 


held on matters affecting old people’s welfare. 
At the opening session Sir William Douglas, Secretary of the, 


_ Ministry of Health, addressed the conference on what has been. 


~ 


planned and achieved by local authorities and voluntary bodies: 


since the passing of the National Assistance Act, 1947. After 
mentioning that in that year the total number of people of 
‘pensionable age was 13.7% of the population, Sir William 
Douglas discussed methods of encouraging old people to con- 
tinue to live’ an independent life for as long as they could, 
and’ the importance of ensuring that’ old people who could 
not look aftér. themselves Poula be cared for with kindness and 
understanding. i 

The withdrawal of old TA from normal community living, 
he said, should be postponed for as long as possible, and 
geriatric treatment had helped towards this desirable end. For 


‘the most part the 95% of old people living by themselves or 


with their families did not want to be thought of as segregated 
from the community, but if they were to continue to lead an 
independent life some consideration must be- given to their 
special needs—especially in the matter of housing. Too many 
old people. were living at the top of high buildings ; others in 
large houses where they had formerly brought up families. 
Some local authorities had provided bungalows and flats 
specially designed for the aged, but much remained to be 
done in that respect. The. Ministry of ‘Health was encouraging 
local authorities to include in their programmes houses of vary- 
ing size. ‘The 
to be given to housing authorities for the provision of hostels 
for those who no longer required or desired a separate home of 
their own. He feared that a long time must elapse before 
na adequate number of old people’s dwellings could be 
uilt. P 

To ensure that old people got adequate meals various provi- 
sions were made, notably the “ Meals on. Wheels ” service. The 
Women’s Voluntary Service were serving 50% more- meals from 
their centres than was the case a year ago. Civic restaurants 
would arrange for meals to be taken round their districts. The 
Ministry of Health would grant sanctions for loans to enable 
local authorities to buy vehicles and equipment for this service. 
The movement to establish old people's clubs had been greatly 
facilitated by grants under Section 31 ‘of the National Assistance 
Act. Up to last July there were 1,800 such clubs. 

There had also been a large extension of the home help 
service, offering unlimited scope for voluntary effort in helping 
old people. Many of them, ‘too frail-to leave their homes, 
appreciated help with shopping and certain household work, or 
just a friendly visit, with any desired advice on their personal 
difficulties. For old people who could no longer live a wholly 
independent life some residential homes had been established, at 
which the weekly minimum charge was 21s. Subsidies were 


‘available for the building or Bcqtusiion of houses suitable for 


this purpose. 
As for the bedridden, Sir William Douglas said that he looked 
forward to the day’ when no old person would be condemned 


‘to bed in the casual manner which had obtained in the past.’ 
. Fach such case‘should be carefully examined. and considered 


from the point ‘of’ view of the possible restoration of function. 
Some, of course, must always remain in the care of the hospital 
service, requiring constant care and supervision.’ It was very 


' important to give them a sense of security ; they should not be 


removed from one establishment to another except on strong 
medical grounds. It was difficult to escape the conclusion that 
some special accommodation for .the aged infirm would have 
to be proces: l ; 


[i 
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FATS IN NUTRITION 


.A conference of the Nutrition Society on “Triglyceride Fats 


in Human Nutrition” was held in the medical school of 
Birmingham University on October 15, with Sir LEONARD 
Parsons, F.R‘S., presiding. 

Professor T. P. Hıprrca spoke on the chemical constitution 
of natural fats, which were all complicated assortments of 
mixed triglycerides. In the formation of individual glyceride 
molecules a principle of even distribution of fatty acids -between 
the glycerol molecules usually held good ; no fat molecule con- 
tained two radicles of any particular acid unless all the other 
molecules contained at least one radicle of that acid. The 
compositions of certain animal fats, however, did not appear 
to, obey, this rule. Thus beef and mutton fats contained 
glycerides with more than one-radicle of stearic acid in greater 
amounts than might be anticipated. Human depot fat con- 
tained 24% of palmitic acid, 8% of stearic acid, and 3% of 
myristic acid as its saturated components, with 47% of oleic 
acid, 5% of palmitoleic, 10% of acids of the linoleic type, and 

3% of ‘C,.,, acids as its, unsaturated components. Liver 
glycerides differed in composition both from the storage fats 
of the same animal and from the corresponding liver phospha- 
tides. In some animals the milk fat closely resembled the 
depot fat, but in others it differed in containing large amounts 
of short-chain acids. Human milk fat, was unique in containing 
lauric acid- and a little capric acid, but no acids of lowe: 
molecular weight. 

The ability of animals to synthesize fats from carbohydrates 
had long been recognized. “Recently the synthesis of palmitic, 
stearic, palmitoleic, and oleic acids had been proved, but it 
remained doubtful. whether other acids could also- be pro- 
duced. Dietary fat might be absorbed: by the animal, pro- 
vided that: it melted, or at least softened, at body temperature, 
but it was uncertain whether an animal could utilize fatty 
acids which did not usually occur in its body even if they 
were ingested as glycerides of low enough melting point. . The 
inclusion of vegetable fats in the diet might alter the composi- 
tion of the animal’s depot fat, but acids of low molecular 
weight were not stored. Vegetable fats varied greatly in com- 
position, some being almost saturated and others highly 


„unsaturated. Marine oils were usually characterized by the 


presence of large amounts of unsaturated C,,,, acids. In 
artificially hardened fats, as used for the manufacture of 
margariné, only small amounts of doubly unsaturated acids 
were present, since the hydrogenation process first reduced 
all the acids to single unsaturated linkages before completely 


‘saturating the acids first attacked. 


Dr. P. Kraur said that the „production of artificial fats from 


, aċids formed by the catalytic oxidation of petroleum had been 


studied in Germany at various times since the first world war. 
The crude acids so produced differed from those of natural 
fats in containing equal numbers: of odd and even carbon 
chains, in the absence of unsaturated components, and in the 
présence of dibasic acids, branched chain acids, alcohols, 
aldehydes, and various other contaminants. Dibasic acids did. 
not appear to be injurious, but the removal of the other 
impurities ‘was ʻa tedious procedure. Although by repeated 
purifications it had been-possible to produce tasteless fat which 
appeared to be innocuous ‘when given in small quantities to 


_ experimental animals and man, the -high ‘cost involved was 
only .justifiable in time of war. 


In any case the general use 
of artificial fats in human nutrition could not be recommended 
without ‘further extensive feeding trials. 


` Study of Fat Absorption 

Dr. J. M. Frexcu outlined methods for'the quantitative äna 
qualitative investigation of fat absorption. , To find the amount 
of fat absorbed from the intestines the faecal excretion of fat 
must be balanced against the dietary intake over a period of 
at least three to five days. For estimating the efficiency of 
absorption a standard diet containing 50 g. of fat daily was 


' usually given, but sometimes 100.g. or more was included. 


~ 
t 


é 


' two routes depended on the degree of hydrolysis. 


~ 


_ lysozyme, and phosphatase. 


` the small intestine should be investigated. 
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Useful. formano could often“ be obtained by changing the 
quality of the dietary fat, particularly by increasing its content 
either of saturated short-chain acids or of unsaturated fatty 
acids. To elucidate the nature of defects in fat absorption it 
was often instructive to compare the qualities of the dietary 


` and faecal fats, and for this purpose estimations of molecular 


weight and iodine value were useful. 

In order to understand changes in the mechanism of fat 
absorption the intraluminar, cellular, and distributive phases 
must be considered. During. the intraluminar phase fat was 
prepared for 'absorption partly by hydrolysis and partly by 
fine emulsification. Jn the ‘cellular phase it passed through 
the intestinal cell, probably. undergoing further modifications 
involving. phospholipoid formation. In the distributive phase 


_ it left the intestinal cell and was ‘either carried by way of the 


lymphatic vessels, the thoracic duct, and the systemic blood 
stream into the fat depots, or alternatively by way of the 
portal blood stream into the liver. The choice between these 
Short-chain 
acids, which were readily detached from their glycerides, were 
mainly absorbed in a non-particulate, molecularly dispersed 
form in Aqueous solution by .the portal route; long-chain 
triglycerides, which formed a large part of the normal diet, 
were absorbed in particulate, emulsified form by the lymphatic 
route. 

To find whether ingested fat underwent normal intraluminar 


, changes specimens of the intestinal contents of patients could 


be withdrawn by means of a Miller-Abbot tube; the degree 
of dispersion and stability of the fat particles could then be 
examined, and estimations made of amylase, lipase, trypsin, 
Tests of the. efficiency of particu- 
late absorption could be made by giving a long-chain trigly- | 
ceride as a test meal, and by examining the resulting systemic 
lipaemia three hours. later by means of the chylomicrograph 
or by microchemical estimations of fatty acids. 
suspected that defective’ particulate absorption was, accom- 
panied by an increased absorption of. fatty acids by, the portal 
route, decreased gastric acidity. and motility should be looked 
for, and also the possibility of; excessive mucus formation in 
In checking the 
normal functioning of the intestinal cells their power to absorb 
substances other than fat might be tested; the rate of dis- 
appearance of glucose when introduced in small amounts into 
the intestine often provided useful information. Excessive 
carbohydrate fermentation could be detected by estimating the 


` increased amounts of volatile acids present in the intestines. 


Dr. H. G. Sammons then described an ingenious apparatus 
by which, it was possible to estimate the amount of fat present 
ina few, drops of blood. 


: "Types of Defective Fat Absorption 

Professor A..C. FRAZER, whose article on “ Fat Metabolism 
and the Sprue Syndrome” appeared in the Journal of October 
8 (p. 769),‘discussed normal! and abnormal fat absorption in 
the human, subject and its. nutritional ‘significance. He said 
that normal’ subjects absorbed 95% or more of their dietary 
fat, but two types of-defective absorption could be recognized. 
First, a deficiency of bile or pancreatic secretion might cause 
only 10-20% of the ingested fat to be absorbed. The faecal 
fatty acids were then found to resemble those of the dietary 
fat in composition, there-was no evidence of abnormal gastric 
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(inet carbohydrates, and utilize aitrients such as nicotinic’ 
acid, riboflavin, and folic acid in competition with the normal 
metabolic processes of their host. 
intraluminar activity might thus be changed, and minor diges- 
tive delays or embarrassments might become of major import- 
ance in precipitating secondary nutritional deficiencies. 


Intravenous Alimentation 


Dr. J. J. ELKES described attempts to prepare fat emulsions 
suitable for use ‘in intravenous alimentation. Besides being 
physically and chemically stable such emulsions should be 
compatible with protein and glucose for simultaneous adminis- 
tration, and should not cause pyrogenic or local reactions. 
‘Physicochemical experiments indicated that to promote stability 
the fat particles and the protein of the emulsifying medium 
should have similar electrical charges. Promising preparations 
had been obtained with' olive oil emulsified with either diluted 
blood plasma protein or ‘a vombmanep of dextran ‘and soya 
bean Phosphates 


oO INTRACRANIAL SUPPURATION 


In his presidential address to the Section of Neurology of the | 
Royal Society ‘of Medicine on October 6 Mr. JULIAN TAYLOR 
chose for his subject “ ‘Intracranial Suppuration.” He remarked 
that almost since the advent of antiseptic surgery it had been 
known that certain varieties of intracranial abscess were amen- 
able to treatment by drainage. Nevertheless, when in 1941 he 
took part in a discussion on this subject he had to speak of the 
- treatment of abscess of the brain with some pessimism. Since 
then, thanks to penicillin, the outlook had changed consider- 
ably. It was often held that brain tissue had poor powers of 
“ resistance in relation to bacterial invasion, “but it was doubtful 
whether that was true? A large proportion of cases of cerebral 
abscess had been successfully treated by some form of drainage, 
and it was possible that in many cases this treatment, although 
successful, was unnecessary, and that the minor procedure of 
aspiration might have been effective. Of the procedures for 
-dealing with abscess of the brain the least destructive was 
aspiration of pus and the most destructive was excision, but 
the only possible deduction from the various results was that 
the brain itself must inherently have certain powers of resistance 
to suppurative infection. 

‘In acute suppurative: meningo-encephalitis, Mr. Taylor con- 
tinued, the policy of awaiting localization and the formation of 
an anatomically thick and therefore palpable wall had many 
adherents, though it might well be that localization would not 
be sufficiently complete or rapid and the patient might succumb. 
The discovery of penicillin had solved the problem of treatment 
when the causative organism ‘was penicillin-sensitive, but it was 
important to ensure that the drug was so administered as to 
reach every infected tissue. 

Mr: Julian Taylor then passed in review a number of cases 
of subacute and chronic abscess of the brain which he had 
treated. Before the war in his experience suppurative meningo- 
encephalitis had been almost invariably fatal. In 1948 a boy 
of 13 was brought into his hospital with this condition, and 
after some vicissitudes made a complete recovery, save for a 
residual ‘epileptic tendency. No surgeon, he said, could have 
helped that boy without penicillin. He had many times excised 
brain abscesses in the past, but with penicillin available he 


secretion. or motility, and if the fat content of the diet was, „thought this would seldom be necessary. There was now a 


raised there was no corresponding increase. in the absolute 
amount of fat absorbed. Secondly, patients who appeared to 
‘have a normal biliary and pancreatic secretion. were often 
found to be able to absorb only 50-70% of their dietary fat. 


‘ The faecal acids were particularly rich in long-chain com- 


ponents, gastric secretion and motility were abnormally low, 
and an increase in the dietary fat was usually accompanied 
by a rise in the absolute amount absorbed. In this second 
type of defect, in which reduced particulate absorption was 
presumably associated with normal non-particulate absorption, 
the failure of acid.formation in the stomach made the pH of 
the small intestines much less subject to sudden changes. In 
these circimstances bacteria were able to thrive at abnormally 
high intestinal levels, which allowed them to hydrolyse fats, 


wave of opinion in favour of excision almost as a routine, but, 
though he would not say that a cerebral abscess should never 
be excised, he thought that other ‘methods would avail in 
most cases. The management of many of these conditions, 
which was previously a formidable procedure, had become 
almost simplicity itself. The neurological surgeon should ‘offer 
humble thanks for the discovery of penicillin. 

Sir CHARLES SYMONDS, in proposing a vote of thanks, said 


“ that it was tempting to imagine that the shades of great men 


of the past might be listening. He thought particularly of 
William Macewen, who 50 years‘ago announced to his sceptical 
colleagues that an uncomplicated cerebral abscess, diagnosed 
early, accurately localized, and ‘operated upon, was’ one of the 
most satisfactory of all intracranial lesions. 
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Migraine: ~ 

Sir,—May I suggest that Dr. G. S. Gravéson’s interesting 
article on retinal arterial occlusion in migraine (October 15, 
p. 838) may lead to unnecessary anxiety in people who suffer 
from attacks of migraine ? 
migraine is a disease, and that retinal arterial occlusion is a not 
very infrequent feature of it. I would strongly emphasize that 
migraine is not a disease but a symptomatic syndrome, as Ihave 
described it for many years in my Diseases of the Eye. Further, 
the statement that “there are numerous records of patients 
who have been left with a permanent homonymous visual-field 
defect after a migrainous attack ” is liable to misinterpretation 
when one takes into: account the very large number of people 
who suffer or have suffered from migraine. In fact one has to 
search the literature to find records of such cases. 

The complete typical migrainous syndrome is so character- 
istic that it is unmistakable; but in mild attacks and in adults 
only parts may occur. Jn them, speaking from personal experi- 
ence, the scintillating scotomata are most frequent; but 
headaches without scotomata can be recognized by intelligent 
sufferers as probably migrainous. It is very doubtful whether 
headache in the absence of scotoma or without any history of 
scotomata should be, regarded as “ migraine.” On this criterion 
Dr. Graveson’s Case 3 was not a case of migraine. 

With regard to the vascular theory of migraine, Wolff and his 
colleagues advanced new confirmatory facts, but surely it has 
been the accepted theory for many years. The frequent 
association of other sensory phenomena in bad attacks—tingling 
and numbness of fingers and tongue, partial aphasia, etc.— 
shows that the vascular disturbance-is not necessarily limited to 
the occipital cortex. It would not therefore be surprising to 
find similar arteriomotor changes elsewhere—e.g., in the retinal 
arterles—though of course the scotomata could not be attributed 
to them. I remember that many years ago the late Mr. Leslie 
_ Paton told me that he had watched the retinal vessels of a 
surgical colleague during an attack of migraine, but was unable 
to be certain that there were changes in calibre. Considering 
the ‘differences of magnification due to optical -conditions— 
refraction of the eye, distance of the ophthalmoscope from the 
eye, etc—it would be almost impossible to be certain of any but 
gross changes. 

On the other hand, it is certain that extreme and localized 
spasm of retinal arteries can occur and that they may precede 
“ embolism ” (which is usually thrombosis). I remember one 
such case under Sir William Lister at Moorfields which showed 
characteristic signs of “embolism” of a branch of a retinal 
artery ; these disappeared during the course of the morning’s 
observations: ” 

Migraine is a very common complaint, and it implies the 
presence of a minor form of vasomotor instability. It is there- 
fore not surprising that cases of retinal arterial occlusion and 
of permanent homonymous hemianopia should occur in migrain- 
ous subjects, but there is no doubt that relatively to the inci- 
dence of migraine they are rare. They naturally attract special 
attention owing to the characteristic visual disturbances of 
migraine. Would a physician pay much attention to a history 
of migraine in a case of hemiplegia?—I am, etc, | - 
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Treatment of Ringworm of the Scalp 


Sm,—We appreciate the criticism (October 8, p. 815) of 
Drs. J. Martin Beare and'Ivan H. McCaw and endorse the 
emphasis they place upon the value of x-ray epjlation in the 
treatment of ringworm of the scalp. Our recent contribution 
(September 17, p. 626) was a sequel to the article published 
in the Journal of April 17, 1948 (p. 723), which we introduced 
by an account of our routine treatment of scalp ringworm by 


CORRESPONDENCE 


In the first place it suggests that ` 
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preliminary x-ray epilation. We also stressed the significance 
of mechanical epilation in the ointment technique. In that 
paper we concluded that preliminary x-ray epilation, even when 
followed by simple ointment, still affords the quickest prospect 
of cure. We hoped we had made it clear that we regafded’the 
x-ray ‘technique as the 100% standard of cure and that with 
various fungicides and: penetrating bases we have not exceeded 
a 75% rate of cure; the duration of treatment also is longer 
than that when x-ray epilation is used. 

Our researches on the problem were begun during a spate of 
ringworm infections when some patients were waiting several 
months for their x-ray epilation. We had ample evidence of 
the “ineffectiveness of the old and new fungicides in simple 
bases, but it was hoped that with the new emulsifying and ‘ 
penetrating agents better results could be obtained, and work 
on.similar lines in the U.S.A. encouraged that hope. Our first 
results were disappointing, but with the elaboration of the 
technique described about three-quarters of the unselected 


patients were cured ‘of their infection in two to three 


months. 

Although the numbers of the successfully treated patients 
were small the results were sufficiently encouraging in view 
of ‘our previous experience to justify their publication, and we 
hoped -to stimulate further work on similar lines and in the 
meantime to offer an alternative method of treatment which 
could be employed with a fair measure of success when x-ray 
epilation was not available. Naturally the increased penetration 
of the fungicides, by virtue of the penetrating bases, carries 
more risk of skin irritation, and, contrary to the criticism 
expressed by Drs. Beare and McCaw, the reactions were 
reported. Also the duration of the disease was not given 
because a parent’s fortuitous recognition of an obvious lesion 


_ is indefinitely related to the onset of infection. Apart from the 


Spontaneous cure of Microsporon infection of the scalp which 
is usual at puberty we have seen no instances of spontaneous 
cure in our clinics nor any cures in ‘patients using Whitfield’s 
ointment for three to six months while waiting for epilation. 
Drs. Barlow, Chattaway, and Whewell (October 15, p. 875) 
drew attention to several important factors requiring further 
investigation. While our results with phenylmercuric nitrate 
and salicylanilide suggested that there was nothing to choose 
between these two fungicides, it is probable that others with 


‘smaller molecules would more readily penetrate the hairs. 


and we have found that a dilute ammoniacal solution of copper 
sulphate with Crill No. 6 as a wetting agent gives comparable 
results. Although x-ray epilation alone has undoubtedly cured 
many cases of scalp ringworm in children, cure cannot be so 
certain as when followed by the daily use of fungicidal oint- 
ments, which also diminishes the risk of spreading infection.— 
We are, etc., ? 

l R. T. BRAIN. 
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Modern Trends in Radiology 


Sır, —It is proper that from time to time we should pause to 
consider the efficacy of accepted procedures and prevalent 


London, W.1., 


‘tendencies in current practice, and therefore Dr. James F. 


Brailsford’s address in Philadelphia (October 1, p. 724) is, as 
he says in his opening sentence, a stimulañńt to thought. It is 
regrettable that in his critical letter (October 15, p. 870) Dr. Peter 
Kerley, an official adviser to the Ministry of Health on mass 
radiography, should conclude his declamation with the remark: 
“Jt is unfortunate that such nonsense should be given es in 
a scientific journal.” 

Dr. Kerley’s standpoint is ‘not unassailable, and there are at 
least a minority who are thoughtfully concerned in regard to 
the use made in this country of the miniature radiography ` 
instrument. The technique which developed during the war 
for examining Service men and women is not necessarily the 
best for tackling the problem of tuberculosis in the civilian 
population. Hoffstaedt’ pleaded that M.M.R. units should be 
used “at health centres, and should concentrate their attention 
on workers in hazardous industries, on contacts of known cases, 
and om suspicious cases with symptoms—i.e., the suspected 
rather than the unsuspected section of the population.” 


~ 
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The present tendency of M.M.R. units is to lead a nomadic , 


life wandering among the factory populations of the more 


densely populated areas ; with the supply of more mobile vans 
itis to be hoped that directors of these units will extend their 
peregrinations into less thickly populated areas. Even as a. 
branch of preventive industrial medicine, however, the present 
use of. M.M.R. is defective. (1) The early case of significant ” 
tuberculosis is probably off. sick when the unit visits his factory. ` 

(2) Not all.the factory employees are examined at any one visit. 

(3) It-is rare that the unit succeeds in revisiting the factory 
at the yearly intervals which have been considered desirable. 

(4) When it does attain anything approaching regular repetitive 
visiting the value of this is substantially reduced by the dimin- 
ishing number of employees who volunteer for re-examination 

on these visits.” * 

Occasionally an M.M.R. unit attempts a survey of the general 
public somewhere. In such instances the proportion of volun- 
teers coming forward is often less than economically worth- 
while ; hence perhaps the infrequency of such sallies. If any 
serious attempt is to,be made to mass radiograph a complete 
population of, say, 50,000; (excluding the unsusceptible age 
groups) the first requirement of an M.M.R. unit would be a 
highly trained publicity agent. Secondly, such a survey would 
necessitate a thorough speeding up of the rate at which 
examinees passed through the unit, perhaps attainable if a 


, man did not have to strip to the waist and pass a row of form- 
'/ filling clerks. Thirdly, two units working together would facili- 
-tate the sieving of such a general population during the limited 


time that the publicity management could keep the population 


-~ keyed up. Fourthly, if successful, such an intensive survey 
ought completely to overload any existing clinic'services, and ' 


these would have to be reinforced for’ the occasion. 

The plight of M.M.R. calls’ for remedy in two opposite 
directions. Units must: become much more mobile and flexible 
in the sort of work they do. Thus they should be ready to go 
off at short notice to a rural district devoid of electricity or 
suitable halls to investigate a relatively small group’ of. people. 
Such a task need not be restricted to fluorography. As some 
units are doing at present under ‘the aegis of the Medical 
Research Council, tuberculin-testing might well be linked with 
such work—and why not B.C.G. vaccination too? This would 
transform the unit from a notvery efficient diagnostic weapon 


|“ into the prototype tool for a real prophylactic attack on tubercu- 


losis in this country. On the’other hand the M.M. R. instru- 
ment, without its ponderous and elaborate equipage, would be 


‘a valuable addition to the armamentarium. of the chest clinic. 


Many chest physicians in big towns are working some’sort of 

‘* general practitioner x-ray service,” and with a miniature radio- 
graphy apparatus | permanently installed such work could be 
vastly extended and contact work improved. 

Dr. Kerley argues that the M.M.R. case of tuberculosis 
requires less time in a sanatorium than the case reporting to 
a chest clinic. ‘Where is the evidence justifying such an impor- 
tant and dogmatic assertion ? How long do the patients in the >` 
two groups have to wait before admission? How many of the 


M.M.R. cases admitted to a sanatorium really needed to go » 


there at all? And what about: the’cases who ignore the early 
symptoms of chest disease because they had had a normal result 
by M.M.R. a few months previously? ` ‘ 

Perhaps the most important ‘observation that Dr. Brailsford 
makes on mass radiography. is the fact that these surveys have 


“shown that 40 persons per 1,000 appear to have had fairly 


extensive disease and recovered from it without knowing of 


its existence. This teaches us that pulmonary tuberculosis is 
probably a great deal commoner than used to’be thought, and 
also more benign. Yet tuberculosis damages the social and 
economic life of this country,more than any other disease, and 
such a finding aggravates the difficult and crucial question of 
which are the cases of tuberculosis really needing treatment— 
a question which becomes more and more important as our 
diagnostic tentacles extend further and further into the normal 
life of the community.—I am, etc., 


Reading. ; a 
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SR, —Now that Drs. Peter Kerley, A. Gordon Evans, and 
F.'Kellerman (October 15, p. 870) have commented on some 
of the glaringly inaccurate generalizations made in Dr. James F. 
Brailsford’s article (October 1, p. 724), may I be allowed to 
call the attention of general practitioners and of radiologists in 
particular to the relationship .between mass radiography and 
Dr. -` Brailsford’s “five omissions ” ? 
experience that some radiologists hold similar views to his, 
and a remark recently addressed to me by a radiologist at a 
medical meeting, “But you know, Doctor, other things than 
T.B. show up in an x ray,” summarizes the position of the 
chest physician in the eyes of some non-clinicians. 

The unit«with which I am associated will continue to en- 
courage the general practitioner to send cases and so to increase 
the present annual rate of'1,700 cases referred. The few figures 
given to support my statements are from this unit, being facts 
available to me, but it must be stressed that this unit is by no 
means exceptional. 

Dr. Brailsford writes, “ You may ask what evidence I have 
of these omissions. I believe you could obtain such evidence 
from the activities in many hospitals, but the strongest evidence 
is in the boosting of mass radiography.” My comments on his 
“ omissions “ are as follows. 

(1) His first “ omission ” is the failure to carry out clinical 
examination before radiology. This is impossible to rectify, by 
the nature’ of the work: but clinical examination is carried out 
if the history or radiograph indicates it. A history is taken 
from each person coming to the unit. Here it is advisable 
to remind practitioners that physicians, in contradistinction to 
Dr. Brailsford) do not diagnose activity by radiology alone. 

'(2) No individual can possibly have a better opportunity of 
learning the “ bounds and appearances of the normal ™ than the 
physician in charge of a unit. He sees, probably, more normal 
films ‘in a year than the radiologist who is not associated with 
a chest hospital sees in his lifetime. More than 43,600 miniature 
films were read here in 1948, 

(3) Serial radiographs with clinical examinations are a routine, 
though a time-consuming one.» Some 350 individuals are under 
such observation at the, time of writing, apart from those 
referred for treatment. 

(4) His next “ omission,” failure to appreciate that the onset 
of disease is not associated with immediate radiological change, 
is also untrue. Cases presenting themselves with a history of 


recent unexplained pleuritic pain are followed up regardless - 


of negative radiological findings ; some have been followed up 
for more than two years, some have developed disease, and all 
have been reassured by this evidence of interest in their welfare 
—a fact ignored by Dr. Brailsford. 

(5) It is difficult to take seriously the.statement that there is 
“a failure to realize that, though the disease has ceased its 
activity. the radiograph may show spectacular appearances even 
to the end of an apparently normal life.” But if we are expected 


to take it seriously we can only speculate about the truth of, 


some of thé other sweeping statements made to the profession 
in the United States about clinicians in this country. 

However much one may disagree with Dr. Brailsford about 
his “ omissions ” in relation to mass radiography, he was right 


_ when he said/ “ The best preventive medicine is that aimed at 


prevention, not that which is aimed at treatment of disease 
that could, have been prevented.” But this is, as yet, an ideal. 
Meanwhile all chest physicians especially will join him in his 
appeal for better homes,.and if this letter does nothing but 
help to make those responsible for housing realize that tuber- 
culosis\is a social disease and that adequate housing is the first 
priority in its eS a it will have served its purpose.—I am. 
etc., 


Portsmouth. - J. D. LENDRUM. ` 


< 


/ 


Sex Hormone Upset in Africans 


Sm,—The very interesting article by Dr. J. N. P.” Davies 
entitled “Sex Hormone Upset in Africans” (September 24, 
p. 676) contains the following passage : “ From such cancerous 
livers'{in Africans] carcinogenic substances have been isolated, 
probably sterols, as they have from non-cancerous African 
livers but not from the livers of Europeans or American 


I know from personal ' 


+ 
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negroes. Failure of oestrogen inactivation. would account for 
the finding of carcinogens in both cancerous and non-cancerous 
Bantu ‘livers.” 

Dr. Davies has unhappily been misinformed.” Des Ligneris*” 
reported that in painting experiments tumours were produced 
on the skin of mice by extracts of Bantu livers but not by 
extracts of European 
cancerous. 
cancerous and non-cancerous negroes and whites in the U.S.A., 
were carcinogenic for mice. His figires‘are not very convincing 
for American negro livers, but he believes that the discrepancy 
was due to factors other than the potency of the extracts. In 
some recent papers** the present writer has shown that a 
considerable degree of carcinogenic activity can be detected in 
the sterol fraction obtained from liver, lung, kidney, and muscle 
of cancerous and non-cancerous Europeans, and from a variety 
of other biological sources—for example, from cow’s milk and 
from the spinal cord and brain of cattle (i.e., 
cholesterol). 
` However, these facts do not lessen the interest of the other 
evidence that’ Dr. Davies has collected in favour of the view 
which has been put forward by earlier investigators, that mal- 
nutrition may cause an aberration of liver function which 
increases the incidence of some forms of cancer.—I am, etc., 

London, S.W.3. I. HIEGER. 
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1 Amer. J. Cancer, 1940, 39, 489. 
, 2 Cancer Res., 1943, 3, 385. 
‘, SIbid., 1946, 6, 657. ! 
4 Brit. J. Cancer, 1949, 3, 123. 


The Osler Family 


Sir,—In view of the fact that this is the centenary year of 
the birth of Sir William Osler it seems opportune to correct 
an error which often recurs in medical biographies, that Sir 
William Osler and Sir Jonathan Hutchinson had common 
collaterals th Lincolnshire: As Dr. W. W. Francis, librarian 
of the Osler Library, McGill University, Montreal, pointed out 
in the Osler commemoration number of the British Medical 
Journal (July 9, p.. 45), the connexion, if+any, between the two 
families ‘is between a Lincolnshire Hutchinson family and -that 
of Lady Osler. l 

‘Hutchinson-Revere 

John Hutchinson! m. 
Mayor of Lincoln 1556, 1564; | 
b. Lincoln 1515, d. Poca | 


(Osler) Pedigree 
Anne 
b. ?, d. Lincoln 1586 
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livers, whether cancerous or non-. 
Steiner? found that extracts of livers, both from ' 


commercial 





1564. | , i 
Edward i m. Susannah 
Mercer of Alford ; b. Lincoln b. England, d. Wells, Maine, 
1564, d. Alford 1631. U.S.A., 1644. 
William , : m. Ann Marbury? 
b. Alford 1586, d. Newport, b. Lincs. 1591, d. Connecti- 
R.I., 1642. | cut 1643. 
Edward m. Katherine Nainby 
b. Alford 1613, d. Marooro: daughter of Councillor 
- Mass., U.S.A.5 1656. Nainby, Ipswich, 
Elisha +m. Elizabeth (Clark) 
b. 1640, d. 1717. | widow of John Freak; b 
Dorchester 1642, d. Boston, 
| U.S.A., 1713. 
Edward n. Lydia Foster ZA 
b. Boston, U.S.A., 1678, d. | b. Boston, U.S.A., 1686, d. 
Boston 1752. Boston 1748. f 
Elizabeth. m. Rev. Nathaniel Robbins 
b. Boston, US.A., 1731, d. b. Cambridge 1726, d. Milton 


Milton, US. Å., 1798. ; 


Edward Hutchinson Robbins ` ~n. 


- b. Milton 1758, d. Boston, 
U.S.A., 1829., 





Mary ni. 


oe Milton 1794, d. Boston 
1879 





Grace Revere’ m. 


b. Boston 1854, d. Oxford 
1928. 


1 Hill, J. W. F., 





1795. 

Eliza Murray 
b. Wilmington 1756, d. Cam- 
bridge, U.S.A., 1837. 

Joseph Warren Revere? ` 
b. Boston 1777, d. Canton 
1868. ' 

Sir William Osler 
b. Canada 1849, d. Oxford 
1919. 


- “Three Lists of Mayors of ‘Lincoln, > Ass. arch. Soc. Rep., 


p 30. See also Maddison, A R., Lincolnshire Pedigrees, 1903. 
2 This is Anne Marbury) Hutchinson, the Preacher (Dict Na:. Biog ), massacred 


at Hell Gate. N 
„hor 19 children 


. by Indians in 1643 with all, except the eldest (Edward), of 
Grandson. of Paul Revere, the American- mace 
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For the benefit of future students of medical biography thre 
above pedigree will illustrate the connexion. Any relationship 
between this Hutchinson family and that of Sir Jonathan 
Hutchinson, which originated in South Lincolnshire, around 
Gedney, has not been traced.—I am, etc., 

ee Lancs. 


A. E. WALES 


~~ 


Myxoedematous Madness 


Smr,— Dr. R. Asher’s letter (October 8, p. 818) is unexception 
able save for some minor misunderstanding of my views; I am 
glad to find that-he is no longer maintaining his unrestrained 


opinions, represented, for example, by, “ Myxoedema is one v! 


the most important . . . and one of the most frequently missed 
causes of organic psychoses,” and, “The fact that recorded 
cases Of myxoedema psychosis have closely resembled paranoia. 
schizophrenia, melancholia, or other orthodox psychoses does 
suggest that the common psychoses ... may turn out to be 
not diagnoses in themselves but manifestations of underlyiny 
organic disease.” The main object of my original letter bas 
now therefore been gained. 

I regret that my letter (September 24, p. 706) has had anothe: 
and unwished-for effect ; 1 see from subsequent correspondence 
that it has caused hurt. I did not realize that it could hun 
anyone so much as it has evidently hurt Dr. Martin Roth | 
(October 15, p. 871). For this I must apologize.—I am, etc.. 
E. B. DAVIES. 


Sutton, Surrey. 
| 


Sir,—I am saddened, but not surprised, that there could be 
any objection to the saner _ perspective into which Dr. E. BK 
Davies’s letter (September 24, p. 706) put the paper by Dr. R 
Asher entitled “ Myxoedematous Madness” (September 10 
p. 555). Psychoses commonly occur with major or mino! 
“ physical” disorders which Contribute to the stresses disinte 
grating ‘the personality, so that every attention to physical 
health is rationally part of their treatment. - 

To suggest, however, that there is an entity “ myxoedematous 
madness” as distinct from, say, rheumatic madness, acute 
haemorrhagic madness, or pulmonary tuberculous madness, o! 
that it has a more specific. response to appropriate treatment. 
requires more evidence than that supplied by Dr. Asher. He 
presents 14 cases of psychosis.: In at least six the mental state 
was that of clouded consciousness, which is very commonl\ 
associated with befuddled and perplexed behaviour, as, foi 
example, in high fever or uraemia. Significantly, two of these 
were moribund .(Nos. 4 and 13), and, of the others, threc 
(Nos. 5, 6, and 10) responded immediately to thyroid as they 
regained consciousness, while Case 9 responded more slowh 
as there was an intervening head injury and the dose of thyroid 
was too small at first to control the myxoedema. 

This leaves eight cases with a psychosis amounting to some 
thing more than sensorial clouding, and of these three failed tu: 
respond to thyroid. This hardly permits the assertion that 
myxoedema is “ one of the most important” causes of organic 
psychosis. Indeed no other conclusion is legitimate than that 
like many other generally debilitating illnesses (tuberculosis 
cancer, influenza, severe anaemia, and high fever), it may pro- 
duce clouding of consciousness or contribute decisively to thr 
stresses ‘leading to disintegration of the personality which may 
or may not be reversible if physical health is restored.—I am. 
etc., 


Virginia Water, Surrey. H . BOURNE. 


Y 
Treatment of Early Syphilis 


Smr,—In order to avoid misconception, it would appear tha! 
several of .the points raised in the annotation regarding the 
treatment of early syphilis (September 24, p. 694) require 
clarification. It.must be stressed that our results cannot be 
described as “appreciably worse,” as they are not strictly com- 
parable with those of McElligott, Jefferiss, and Willcox,’ as the 
latter reported figures uncorrected by any actuarial method for 
default, etc. Unfortunately it is impossible for me to check 
the reference; being overseas, but if memory serves me aright 
the same applies to the other paper quoted in-the annotation. 
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as distinct from the treatment-failure rates (sero-resistance), 
reported by us were the actual calculated cumulative rates of 
relapse obtained from the crude figures shown by means of 
an actuarial formula. They were only affected by a “ laudable 
desire to take no chances with pafients whose follow-up is likely 
to be jeopardized by an early return to civil life” in so far as 
possible reinfections were regarded as being relapses: 

The behaviour of the serum reactions.in early syphilis and 
their significance are fully appreciated. However, at the time 
when the form of treatment discussed in our paper was first 
commenced (1946) it.had been decided to re-treat all sero- 
positive cases in which the reaction had not become negative 
at the end of four months as an added safeguard. Further, this 
can hardly be any more deemed to show “too blind a faith in 
blood tests” than would have been a hopeful reliance in a 
falling titre—I am, etc., 


yor 
British Military Hospital, Hamburg. . J. W. EAMES. 


l : 
REFERENCE 
1 Brit. J. vener. Dis., 1948, 24, 45. 


3 The Acute Throat 


Sır —l read Dr. T. Anderson’s paper on the acute throat 
‘October 15, p. 860) with interest and enjoyment, and 1 am 
vure that many practitioners besides myself will be thankful 
tor such a clear summary of the diagnostic problems involved. 
When, however, the subject of treatment is considered, one 
cannot help feeling that Dr. Anderson is approaching the sub- 
_ject from the standpoint of the fever hospital and not that of 
general practice. l 

Streptococcal tonsillitis is one of the commonest ailments in 

general practice, and for its treatment we are given the alterna- 
tives of parenteral penicillin or therapeutic nihilism concealed 
by a screen of ‘household remedies. I am entirely in agreement 
with Dr. Anderson that penicillin lozenges are useless; but 
four-hourly injections of penicillin are seldom feasible in general 
practice, and it would not be possible in present-day circum- 
stances to obtain a hospital bed for every case of streptococcal 
tonsillitis of moderate severity. Why, then, are the sulphon- 
. amides mentioned only to be condemned ? Dr. Anderson con- 
demns them on'two grounds—their supposed inefficacy and 
their possible toxic effects. 
-~ In common with the vast majority of general practitioners I 
have treated streptococcal tonsillitis with sulphonamides with 
complete satisfaction to myself and my patients. If, as so 
(requently happens, one sees a patient with an acutely inflamed 
sore throat and a high temperature (due to -haemolytic strepto- 
cocci), and finds that after 48 hours’ treatment with sulphon- 
amides the temperature is’ normal and the local condition 
resolving, it is surely not unreasonable to suppose that the 
use of sulphonamides has had.something to do with the 
result. "3 

I am not in a position to quote my “controls,” but those 
who are old enough to remember. the pre-sulphonamide era 
cannot be uninfluenced by the memory of the more protracted 


course of tonsillitis in those days and the higher incidence of’ 


complications (such as quinsy).- Statistics can no doubt be 
_made to prove anything, and fortunately I have none with 
‘ which to bemuse the minds of your readers. Nevertheless I 
feel sure that my fellow practitioners will bear me out when 
| say that the efficacy of sulphonamides in streptococcal tonsil- 
litis is entirely comparable to that in acute pneumococcal 


pneumonia, a condition in which, so far as I know, nobody - 


doubts their efficacy. One might go even further and say that 
f'a case of acute streptococcal tonsillitis does not rapidly 
respond to sulphonamides one should suspect some complica- 
tion or a mistaken diagnosis. Recently I had such a case which 
did not respond, and further investigation showed that it was 
in fact a case of glandular fever. 

Coming to the other objection to sulphonamides—i.e., their 
toxicity—one must acknowledge that there are occasional cases 
where the use of.sulphonamides does harm; but if one of the 
more recent sulphonamides is chosen and adequate precautions 
are taken with regard to dosage and fluid intake this risk is 


| CORRESPONDENCE Meo PAISE aaa 
eo 


Secondly, it is pointed out that the cumulative relapse rates, - 
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surely negligible. I write this letter in the hope that younger : 


practitioners will not be deterred by Dr. Anderson’s scepticism f 
from treating their cases of streptococcal tonsillitis with such 
a simple and efficacious remedy.—I am, etc., 


Oxford. A. M. RICHARDS. 


Smr,—In his article on the acute throat (October 15, p. 860) 
Dr. T.-Anderson makes the statement that the efficacy of the 
sulphonamides “has never been convincingly demonstrated.” 
T am quite certain that thousands of practitioners through long 
clinical expérience are convinced of the etficacy of, in particu- 
lar, the more recent sulphonamides. Any doctor in practice in 
pre-sulphonamide days will recall the anxiety he felt over many 
cases of severe streptococcal tonsillitis, and will compare il 
with his peace of mind over similar cases now dealt with 
effectively by the sulphonamides.—I am, etc., 

Dagenham, Essex. J. FINER. 


Trichostrongylus Infestation in South Persia 


Sir,—Conditions, are favourable for ankylostomiasis in 


Abadan; not the reverse as claimed by Dr. Ian S. Stewart 
(October 1, p. 737). Anaemia is probably still frequent in 
Abadan. Damp soil suitable for the hatching and larva] moults 
of Ankylostoma species is common in the riverine hinterland, 
and the inhabitants habitually go about near their homes with 
bare feet. f 

Strongylus subtilis Looss 1895 was found in 17 persons in 
Abadan in: 1934 (Ann. Med.. Rep. A.1.0.C., 1934, p. 61) and 
in 16 persons in 1933 (Ann. Med. Rep. A.1.0.C., 1933, p. 67). 
Strongylus subtilis is a synonym for Trichostrongylus colubri- 
formis Giles 1892 and: for Trichostrongylus orientalis Jimbo 
1914. According to Faust (Human Helminthology, 1929, 
Philadelphia, p. 390) Trichostrongylus orientalis is easily cleared 
from the human system by doses of carbon tetrachloride, as 
for ankylostomiasis.. Human- infestation by Trichostrongylus 
is due to raw consumption of plant stems and leaves contami- 
nated with the faeces of infected animals. . 

Dr. Stewart states that'70% of the inhabitants (of South 
Persia) carry the “harmless” sheep parasite Trichostrongylus, 
25% carry the common Ascaris, and that other helminthic 
parasites are rare. -This statement is not correct. In the Annual 
Medical Report for 1933 of the Anglo-Iranian Oil Company 
(pp. 41-3) I’ described 11 varieties of helminthic parasite, all of 
which were common among.the indigenous human population. 

The modern Abadan may be better than the “old town.” 
There was much room for improvement ; but Abadan, old or 
new, is not representative of the rest of South Persia: one may 
fervently hope it never will be. It is possible that conditions 
in Abadan have changed, so that the life. cycle of ‘Tricho- 
strongylus is much facilitated while that of Ankylostoma is 
correspondingly depressed by increasing urbanization together 
with bad sanitation. However widely the “town” sprawls, 
animal, vegetable, and human life in the secluded’ and shady 
fringes of the Shatt-el-Arab continue under conditions that 
have changed hardly at all since Alexander's admiral brought 
part of his India expedition by boat through the Persian Gulf 
and up the conjoined “three great rivers” of the Old Testa- 
Ment and won the battle of Arbela in 331 B.c.—I am, etc., 


Epping, Essex. z FRANK MARSH. 


‘~ Gangrenous Intussusception 


Sır;—The account by Mr. J. A. Kerr (September 10. p. 580) 
of a successful resection of smal] intestine for gangrenous 
intussusception in an infant of 6 months prompts me to record 
a gangrenous intussusception cured by hemicolectomy (and end- 
to-end anastomosis), the patient being a boy only 3 months old. 
In a search of the literature T have been unable to find any 
record of recovery in so young a patient when it has been 
necessary to resect the proximal half of the colon. Dennijs'. 
déscribes a success in an infant of 39 days, but in this case it 
was necessary to resect only the small bowel. 

The infant was 12 weeks old when transferred to the ‘Royal ` 
Salop Infirmary on October 6, 1948. There. was a history of 
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10 days’ persistent vomiting. On the day of admission he passed . 


blood per rectum for~the first time. On admission the baby 
was deathly ‘pale and grossly dehydrated, with sunken fonta- 
nelles and. the skin lying in folds. ‘The pulsé- was almost 
imperceptible. 
transversely above the umbilicus. 

A continuous intravenous saline was given at the dnkle-and 
gastric suction. begun. 
operation was decided upon without:much optimism-and begun 
two hours after. admission.. The patient still looked palely 
cyanotic and the pulse had not-improved. ‘Procaine (1%) was 


~” 


used as a local analgesic, ‘ supplemented ‘by ether and gas- ` 


and-oxygen given by Dr. Harker.’ A gangrenous ileo-colic 
intussusception was found, the apex being near the splenic 
flexure, and it was possible 1 to reduce it only as far as the hepatic 
flexure. In doing this: a tear was made in the gangrenous 
ascending colon, and there was some faecal contamination. 
A resection was‘ done of the lower ileum, caecum, ascending, 
and part of the transverse colon, and an end-to-end anastomosis 
‘ performed, using a single piercing Connell catgut suture. 
Penicillin (10,000 units) + was given four-hourly after the 
operation. 

On the day following the operation the’ bowels moved twice. 
. Three days later the. baby was vomiting all feeds, although 
there was but little abdominal distension. Intravenous saline 
was- recommended, but vomiting continued for five days. 
‘és Eumydrin ” was then given before the feeds, and the vomit- 
ing ceased. From then on recovery was rapid, and the infant 
was discharged fit after 31 days. He was seen again on 


September. 23, 1949, and appeared to be normal in: every ` 


respect.—I am, etc., 


- Shrewsbury. ` nier 5 
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D. LINCOLN Lewis. 
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-- Cutaneous Horn of the Nose 


Sm, —In the Journal of September: 17 (p. 635) Dr. V. R. 
' Tadros reporied'a case of cutaneous’horn. The following 
particulars of a cutaneous horn of the nose may be of interest 
—even in an extremely busy 
out-patient clinic it is very rare 
to come across such a case. 


A man, aged'61, came to the 
. out-patient department with a 
homy mass growing from the right 
. Side of the: nasal sepium at ‘the 
muco-cutaneous juriction. The 
length of the horn was 24 in. 
(6.9 cm.), and its circumference at 
‘|; the, base was 14 in. (4.4 cm.). ` The 
oa patient had had this growth for 
the last ten months, and whenever 
it caused him -annoyance he used 
_. to cut some of it off. The growth 
i - was removed by Mr. F. B. 
Gilhespy, who has kindly given me permission to publish the case. 
My thanks are due to Mr. Lee, the photographer, ane to the patient 
for co-operation, 


—Il'am, etc., 
Birmingham. ; 
OF ae -The G.P. and E.C.T.; ` \ 


Sir, _Time and again' correspondents who specialize in 
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W. A. MALIK. 


A sausage-shaped tumour could be felt lying 


As the child was apparently. dying,’ 


into the patient some moral force, glibly referred to by our 
more learned colleagues as “reassurance.” I conclude by 
stating that my patients have been treated at some half-dozen 
different centres.—Il am, etc.: ` 

is DONALD M. O’CONNOR. 


+ 


Launceston, Cornwall. - 


a Pi Medical Services of the Armed Forces | i 


' SIR ‘My: article on the above subject (October 1, p. 751) 
was much abbreviated from the original. I therefore wish to 


.‘ emphasize a few special points. 


I. Efficient Regular’ specialists in curative medicine can be 
maintained in the future only by markedly increasing the field 
of clinical work. Owing to the demands ‘of modern medicine 
curative ‘specialists must be full-time. They should not be 
looked upon as’ future administrators outside their particular 
specialty. . 

2. In preparation for a titie war a strong nucleus of - 
Regulars trained in medical administration is essential. Such 
work will be much more efficiently performed if these officers 
have previously had the following professional training: (a) a 
practical . apprenticeship in all or nearly all the special depart- 
ments-of a Service hospital, and (b) a l praeucal apprenticeship 
in preventive: medicine. 

3. Scope for Regulars to train as curative pe may not 
(in the opinion of soine) be essential to the Services, but without 
it recrutment will never be satisfactory ‘and the prestige of the 
Regular doctor will be greatly reduced—I am, etc., l 


E. A. SMYTH. 
Major, R.A.M.C. 


t 


© ‘= POINTS FROM LETTERS 
Rheumatoid Arthritis and Herpes Zoster 


Dr. E. SakoscHansky (Southampton) writes: During the severe 
winter weather of 1947 ‘a boilermaker aged 55 developed a sharp 
attack’of rheumatoid arthritis. This persisted: he could not close his 
fingers, he walked like an old man,‘and he was very tired at the end of 
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_the day’s work. On June 23, 1949, he suddenly found that his rheuma- 


tism was much'‘better, and on June 26 the first crop of herpes-zoster 


‘vesicles appeared, on the right side, in the distribution of the ophthal- 


_ be done without the close co-operation of the patient. 


nervous and mental diseases suggest that in E.C.T.. they have . 


a means of treatment which in almost all cases in which it is 
used is comipletely satisfactory in short-term and long-term 
results. Wouid any large number of general practitioners: who 
have ‘the aftercare of such patients agree that this degree of 
complacency is justified ? 

My own experience is that patients are aa to my care 
wearing, as it were, a brittle mask of cheerfulness. After an 
- interval, which too often is, regrettably short, this mask is 

d shattered and once more one starts the dreary. business of 
-ringing the changes on, the ‘bromides, barbiturates, and chloral 
hydrate,. and the: exhausting performance of trying to infuse 


~ 


‘August 13 the rheumatism was “not so good.” 


mic branch of the right trigeminal nerve. On July 5 he could 
close his hands, he walked downstairs two steps at a time, his walk 
was that of a young man, and he could “ dance” on his toes. The 
only -sign of rheumatoid arthritis was some swelling of the third 
and fourth fingers of the right hand, but there was no pain in those 
fingers: On July 6 he complained. of just a little “ kink ” in his 
ankles, ‘which he attributed to the change in the weather, but by 
; The rheumatoid 
condition is perhaps at the time of writing not so severe as before 
the +herpetic eruption; he does not look so anaemic, but he is still 
unable to ‘think of work. His hopes were high during the early 
days ‘of the herpetic illness; he was very disappointed that the 
rheumatism had come back. This case emphasizes the important 
fact that rheumatoid arthritis is a reversible disease, and it is tantaliz- 
ing to me that I cannot reverse it in my patient. Perhaps it would be 


_ possible to devise indirect methods of: attacking the disease of 


rheumatoid arthritis whilst supplies of “‘ cortisone ” or cortisone-like 
bodies are synthesized. 


Weicht-reducing Diet 


Miss C. M. M. Apamson (Out-patient Dietitian, St. Bartholomew’s 
Hospital) writes: I have read with interest the article by Dr. H. L. 
Marriott entitled ‘‘ A Simple Weight-reducing Diet ” (July 2, p. 18) 
and the letter by Dr. E. Domany (September 24, p. 709). Little can 
What is the 
best method of securing and preserving this salient feature ? The 
suitably qualified dietitian, with her specialized training, can greatly 
assist the physician or surgeon to achieve the desired results. Her 
approdch-is necessarily rather different from that of the physician, 
particularly in a busy out-patient department. Experience confirms 
my opinion: that her individual interest and constant encouragement 
are of vital importance. The planning of the diet in the presence 
of the patient, giving due consideration to his or her social circum- 
stances, occupation, normal arrangement of meals, etc., is then 


‘possible. Complete freedom regarding low calorie fòods i is permitted 


normally, and patients are assured that they need never feel 
“starved ” or empty. ‘Monthly , visits and interview with the same 
dietitian are arranged, and patients, are advised to weigh themselves 
weekly. Drastic diets such as those suggested by Dr. Domany are 
surely. unnecessary from a social ra ‘and contraindicated 
nutritionally. |. 
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Obituary 








SIR MAURICE CASSIDY, G.C.V.O., C.B., M.D. 
F.R.C.P. 


Sir Maurice Cassidy, who died at his home in London on 
October 22 at the age of 69, was consulting physician to 
St. Thomas’s Hospital. He had been physician-in-ordinary 
‘to the King since 1937 and was one of the’ outstanding 
cardiologists in this country. 

Maurice Alan Cassidy was the eldest son of the late 

Dr. D. M. Cassidy, C.B.E., medical superintendent of the 
` Lancaster Mental Hospital. . He was born at Lancaster on 

: - February 29, 1880, and after 

i m| leaving school there he~went 

to Clare College, Cambridge, 
of which he was a scholar. 

He took a first class in both 

parts of the Natural Sciences 

Tripos. At St. Thomas’s Hos- 

pital he was a student of un- 

usual ability, and one of 

Dudgeon’s earlier pupils as 
_ a clerk in the clinical labora- 

tory. He qualified in 1905, 

graduated M.B., B.Ch., a year 

later, and proceeded M.D. in 

1909. He was a house-physi- 

cian at, St. Thomas’s Hos- 

pital, resident assistant physi- 
cian from 1908-10, and later 
[kusselt & sons. Medical registrar. It was at 
i this tirne that he decided to 
turn away from the academic life which the offer of a 
‘fellowship at Clare afforded and settle in London. He 
‘held a Salters’ Company research fellowship in 1907, 1912, 
and 1913. In 1913 he was elected F.R.C.P. and joined 
the honorary staff of St. Thomas’s Hospital. In 1914 he 
gave the Goulstonian lectures of the Royal College of 
Physicians. : 

During the first world war Cassidy spent two years in 
the Army in this country and in France, acting as physician 
to No. 2 Anglo-Belgian Fever Hospital at Calais. Then 
in 1916 he was invalided out with pulmonary tuberculosis, 
‘and it was nearly two years before he was fit enough to 
return to work. His courage in facing this setback roused 
the admiration of all who knew him. His own experience 
then may also have had something to do with his remark- 
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able kindness and sympathy in handling sick yore. 


Returning to active practice he rapidly built up% con- 
siderable reputation as a consultant and as an authority 
‘on disease of the heart. Those were the early days of 
clinical electrocardiography, and he soon established him- 
self as an expert in the new methods of accurate diagnosis. 

It was in 1929 that Cassidy gave up his appointment, 
‘ which he greatly valued, as chief medical officer to the 
Metropolitan Police, and on this occasion he was awarded 
the C.B. Shortly afterwards, in 1932, he received his first 
appointment at Court as physician to His Majesty’s House- 
hold, and since then he had served successive monarchs 
as physician extraordinary, and later became physician-in- 
ordinary to His Majesty King George VI. He was created 
K.C.V.O. in 1934, and after attending the King during his 
illness earlier this year- he was promoted~G.C.V.O. This 
promotion was gazetted just after-an accident in April 
when he and Lady Cassidy were both a ‘injured. 
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As Sir Maurice Cassidy was too ill to attend the formal 
investiture, the King paid him the unusual honour of 


‘driving to his house in Montagu Square and performing 


the ceremony there, as recently as October 10. 

Sir Maurice Cassidy retired from the active staff of St. 
Thomas’s Hospital in 1939, but within a month the out- 
break, of a new and greater war interrupted his retirement. 


and he “Teturned to serve the hospital, carrying throughout ` 


the war years a burden that few younger men could have 
borne better. In the wards and the out-patient depart- 
ment he spent many hours each week, and his example 
was a great source of strength to those who were working 
with him. Only in the autumn of 1945 did these day-to- 
day activities come to an end, and only then was full effect 
given to the resignation from the active staff which ought 
to have taken place. normally in 1939. 

' Many distinctions came his way. He was’ president of 
the Royal Society of Medicine in '1946-8 and of the British 
Cardiac Society. At the Royal College of Physicians he 
held the offices of examiner, councillor, and senior censor 

He delivered the Harveian oration in 1946, taking ås his 
subject the incidence of coronary disease. He was physician 
to the Lord Mayor Treloar’s Cripples Hospital at Alton, 
and consulting physician to the King Edward VII Sana- 
torium, Midhurst, and the Children’s Heart Hospital, West 
Wickham. In July of this year he was elected an honorary 
fellow of his old college at Cambridge. His writings were 
almost entirely concerned with cardiology, apart from his 
co-authorship with Mr. J. E. Adams in 1913 of a book on 
acute abdominal diseases. ‘He contributed, many papers to 
this and othér journals on such subjects as hypertension, 

coronary disease, the treatment of cardiac casés, and 
carotid body tumour. 

Quiet and unobtrusive, Sir Maurice Cassidy always 
appeared diffident. He was a man of innate modesty, and 
had a deep sincerity and sympathy of manner which made 
him universally beloved. He had a dry, ironical sense of 
humour, but in later years his natural shyness and diffidence 
grew more obvious. This and a certain aloofness must 
have made it difficult for him to realize how strong was 
the affection felt for him by his colleagues and his students. 
On all those who worked for him and with him, his was 
the influence of the good physician. 

He married in 1918 Elise, youngest daughter of Frederick 
Relfe. There were no children of the marriage. 


Dr. J. P. Hedley writes : The death òf Maurice Cassidy 


has removed from us a great physician, but it is not asa- 


physician but as a man and a friend that I am writing. 
Perhaps the most outstanding of his characteristics were 
his courage, his kindness, and his courtesy. During his 
professional life he had several prolonged periods of ill 
héalth which might have altered his whole future, but he 
faced all his difficulties with wonderful courage and deter- 
mination to overcome them. When first it seemed possible 
that his health might make it unlikely that he would be 
able’ to stand the strain of hospital work in London an 
offer was made to him to return to Cambridge as a Fellow 
and teacher; but his heart was set on becoming a 
consulting physician, and he felt himself unable to accept 
the offer. 

His kindness was as great as his courage. If any friend 
needed his help he was not only willing but anxious to do 
his utmost for him, even if this added much to an already 
hard day’s work. I know of many cases: where he went 
long distances out of London on several occasions: to help 
in the treatment of some friend or doctor. His charming 
courtesy endeared him to his patients, the students, and 
nursing staff at St. Thomas’s as well as to his colleagues. 
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He was considerate in his dealings with everybody, and I 


do not remember his ever making. a harsh remark about . 


anyone. He was firm in-his opinions and was a good chair- 
man of the staff committee of the hospital. 

I first knew him when he came to St. Thomas’s Medical 
School from Cambridge, where he had had a distinguished 
career. He was ‘modest and unassuming, and in spite-of 
his great attainments and success in later years he retained 
his charming modesty and‘simplicity to the end of his life. 
After his serious accident in April he suffered a great deal 
of pain, but retained his sense of humour in spite of all 
and was most amusing in describing the curious dreams he 
had, apparently as the result of the drugs he was given, 
which often seemed real long after he was awake. While 
’ still in hospital he was elected to a fellowship at Clare, .his 
old college that he loved'so well. -Nothing, I am sure, could 
have given him greater pleasure and satisfaction, and he 
regarded it as great an honour as any man could receive. 
He went home after being in hospital for more than three 

months in high hopes ‘of getting back his health and 


strength, but he was soon attacked by a disease, ‘uncon- - 


nected with his accident, which was certain to prove fatal. 
He received the news of this-with his characteristic courage. 

To me, like very many others, Maurice Cassidy’s death 
has caused the deepest sense of loss and sorrow. 


CHARLES OLIVER HAWTHORNE, M.D., F. R.C.P. 
g LL.D., D.Sc. 


A rare te has passed away in Charles Oliver Hawthorne, 
who died on October 24 at the age of 91. He was for 
long the Nestor of the British Medical Association Coun- 
_ cil, but also the Rupert of debate, if one may so bring to- 
- gether thesuggestion..of age and youth. Dr. Hawthorne 
‘was ‘always reticent about personal matters, and for that 
reason he was not really well known even to the men with 
whom he worked in close relationship. Although he had 
touched many sides of public life and medicine, his speeches 
rarely or never had an auto- 
biographical tinge. But he 
did respond some years ago 
. to an entreaty from a former 
colleague at Headquarters for 
some material for a biography 
. which it was hoped would re- 
main in the pigeonhole for 
another generation at least. 
From: this material the sur- 
prising fact emerged that he 
was-born as far back as 1858. 
Few who saw his four-square 
figure, immaculately dressed 
in grey frock coat and per- 
fectly creased trousers, and 
with a grey “silk hat” to 
match, his face aglow with his own humorous and kindly 
outlóok on life—a brother Cherryble, ‘but far more intel- 
lectual, and with a sardonic touch about the bristling eye- 
brows—would have supposed that he was anywhere near 
_ fourscore. His speeches at the. age of 80, were as full of 
wit and wisdom as ever. 
Hawthorne was a Glasgow man, and not until middle 
life did he set out upon the well-worn track from Scotland 
to London. He graduated M.B., C.M. from the Univer- 
sity of Glasgow in 1884, with first-class honours and the 
Brunton Memorial Prize as the most distinguished medical 
graduate of the year. Fifteen years later he took the M.D., 
again with first-class honours and the gold medal. He had 
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London. 


already taken the F.R.F.P.S.Glas. by examination. It must ` 
have been a great pride to him to receive, 30 years after- 
wards, the Hon: LL.D. of his own university, a bestowal 
followed soon afterwards by the. Hon. D.Sc. of Manchester 
and, the honorary , fellowship of the Royal Academy of 
Medicine, in Ireland. 

For the first ten years of his professional career he was 
university assistant to the professor of practice of medicine, 
Glasgow, and clinical tutor in Sir William Gairdner’s wards, 
Western Infirmary. Later he became assistant physician in- 
the same hospital and lecturer on materia medica and thera- 
peutics. at Queen Margaret College of the University. Later 
still he ,;was examiner for the Universities of Aberdeen, 


' Edinburgh, and Glasgow, and for the Scottish Conjoint 


Board. His early contacts with medical society life were, 
of course, also in Glasgow, where he held office at one time 
as honorary secretary and editor of the Royal Medico- 
Chirurgical Society and as president of the Glasgow 
Southern Medical Society. 

Having gained all the academic prizes that his native city 
had to offer, Hawthorne became a consulting physician in 
He was also for a time medical director and 
afterwards chairman of council of the Medical Graduates 


‘College and Polyclinic in Chenies Street—an early and 


gallant effort to provide such postgraduate facilities as 
are now arranged by the Fellowship of Medicine and the 
British Postgraduate Medical School, at Hammersmith. 


` Among the London hospital appointments which he 


held were those of physician (later consulting physician) 
to the Hampstead and North-West London General Hos- 
pital, the Royal Waterloo Hospital for Children and 
Women, the Central London Ophthalmic Hospital, and 
the Central London Hospital for Diseases of the Nose, 
Throat, and Ear. He was elected a Fellow of the Royal 
College of Physicians of London in 1921. 

' From time to time Hawthorne employed his pen to excel- 
lent purpose. Some of his books date back to his Glasgow 
days. His handbook on Galenical Preparations of the 
“ British Pharmacopoeia” was published: in 1895; his 
Forensic’ Medicine and Toxicology ran through two edi- 
tions in the ’nineties, and was again published, largely ` 
rewritten, in 1912. In 1912 also appeared his Studies in 
Clinical’ Medicine, a volume of nearly 500 pages, and in 
1928 came a little work entitled Short Essays on Medical 
Topics, in which, with many shrewd observations, he set 
out his views on a variety of subjects, often touching his 
favourite territory of medical ethics. Even apparently 
trivial subjects he could illuminate with much wisdom. 
The “ tòpics ” included the telephone in medical practice ; 
the tæthing value of lectures ; the relation (always a very 
cubionf one in his eyes) of doctors to the lay press; the 
choice Sf names for diseases and disease phenomena ; secret 
terms' in physicians’ prescriptions ; the sudden greying of 
the hair. - Even the baby-show—‘ as’ valueless as it is 
vulgar ”—made a chapter, and there was also included an 
address he gave from a pulpit on Hospital Sunday. He 
also made numerous contributions on clinical medicine and 
medical ophthalmology to the medical journals, and these, 
like his papers read before scientific societies, and indeed 
his extempore speeches, were perfectly polished, the out- 
come of a singularly erudite mind and of a master of 
language. 

Hawthorne’s work. for the British Medical Association 
brought him into closer contacts with his profession. 
None exceeded him in loydlty or in delight in many 
sides of the ‘ Association’s work. He was unexcelled 


in its forum. When he went to the platform the whole 


tenor of ae was lifted. He never studied brevity in 


_ kind that swayed votes. 


- 


- tion in relation to the public. 


‘extended back over more than half a century, t 
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speech, but his audience, admiring his style, forgot his 
length, and if the time limit ran out there were. always 
calls to him to continue. His speeches were also of the 
One noteworthy occasion—though 
the subject was relatively unimportant—was at the Repre- 
sentative Meeting - at Bournemouth, when his eloquence 
secured rejection of the Council’s recommendation for the 
recognition of chiropodists, and four years later, when the 
proposal came up again, he ‘attacked’ it with unabated 
vigour. 

- Unlike some orators, he was also a good committee man. 


‘At one time or another he was a member of thirty com- 
' mittees or subcommitteés' of the Association, ranging over 


such subjects as postgraduate courses, medical ethics, lunacy 
law, charities, psycho-analysis, the British Pharmacopoeia, 


‘medical education, osteopathy, and even regulations and 


standing orders, in which last he found sometimes quite a 
perverse delight. His work on the Ethical, Science, and 
Charities Committees was of great importance and: value, 


‘and his long chairmanship of the Library Subcommittee 


earned him the gratitude of all who used the Association’s 
Library. One of his achievements on which he himself 
looked back with special pride was his action in getting 
established the Sir Charles Hastings Clinical Prize. Another 


_ was the part he took in placing the Association Charities 


Fund in a position, not of rivalry, but of co-operation with 
the Royal: Medical Benevolent Fund and Epso%y College. 
He served as representative of the Association on the com- 
mittee of management of the R.M.B.F. and often took 
the chair, and his interest in medical: eae went very 
deep. ` 

Other work of his included cenbershin “of the statutory 
advisory committee under the Therapeutic Substances Act, 
to which he was nominated by the B.M.A.; he was also 


‘its nominee on the advisory committee on international 


certification of causes of death, and be represented the 
Royal College, of: Physicians on the Departmental Com- 
mittee on the Optical ‘Practitionérs Bill. He did much to 
help in the establishment of the- Consultants’ Board for 
London, ‘and was its first chairman. 


cology and Therapeutics in 1936 at Oxford ; on two occa- 
sions he was vice-president:of the Section of Medical 
Sociology; and president. of that Section at the Dublin 
Meeting in 1933. Another abiding, interest of his was the 
People’s League of. Health, where he was—and the phrase 
is a just one—Miss Olga Nethersole’s “ right-hand man’ 
for many years. - 

His membership ‘af the British Medical fociation 
75388. . He 
had been chairman of the Marylebone Division and presi- 
dent of the Metropolitan Counties Branch. He attended 
every meeting of the Representative Body, save one, from 
1915 to 1938, and in 1924 he became a member of Council. 
He was Chairman of the Representative Body from 1928 
to 1931. On laying down the office at the “Eastbourne 
Meeting, he made a spéech at the Representatives’ dinner 
which was a fine statement of the position of the "Associa- 
To summarize it would do 
injustice to its English, but readers who possess the second 
volume of the Journal for 1931 might well refresh them- 
selves with that specch. 

Hawthorne was 4’ purist alike in language, in mode of 
thought, and i professional conduct, but he was the 
kindliest of purisik, and no one was ever wounded by his 
satire. He was a great stickler for pring@®te. Over and 
over again when debate. in Council ‘b¥ame confused he 
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At Annual Meetings - 
_ of the Association he was vice-president of the Section of 
Medicine in 1922 at Glasgow and of the Section of Pharma-. 


would with firmness but urbanity reassert the fundamental ` 
principle underlying the subject being discussed. This 
quality of his was sadly missed when he ceased to be a 
member of Council. Hawthorne was awarded the Gold 
Medal of the Association at the Annual Meeting at Aber- 
deen in 1939. The address presented with the medal con- 
cluded thus : “ The Council of the Association feels sure 
that it is expressing the wish of*the profession as a whole 
in thus honouring, its ‘Grand Old Man,’ whom it holds in 
the highest regard and deepest affection.” 


N 


JOHN D. LONG, M.D. 


Dr. John D. Long, who was internationally famous for 
his work on bubonic plague, died on September 18 in 
Guayaquil, Ecuador, at the age of 75. He had been in 
South America for the last twenty-five years. 

On his retirement from the public health service in 1938. 
Dr. Long continued his careér as chief travelling representa- 
tive of the Pan-American Sanitary Bureau. He was loaned 
repeatedly by the. United States Government to assist in 
the control of bubonic plague in South American countries, 
where he was a‘beloved and honoured figure. 

A native of Mount, Pleasant, Pennsylvania, Dr. Long 
graduated M.A.’at the Washington and Jefferson College 
in 1897. The college awarded him the honorary degree . 
of D.Sc. in 1929. He took his M.D. degree at the University 
of Pennsylvania, and after a year as an intern at St. Mary’s 
Hospital, Philadelphia, he was in private ‘practice until his 
appointment to the United States public health service 
in 1900. During his nearly forty years with the public 
health service Dr. Long was in charge of the Plague 
Suppressive Laboratory in San Francisco in 1912-14, and 
was in Manila from-1901 to 1906 and again from 1914 to 
1918. During this second period he was chief quarantine 
officer and later director of health for Manila and also 
professor of hygiene at the University of the Philippines. 
He was: also responsible for ‘the -reorganization of the 
Philippine health services. Dr. Long served as technical 
adviser to the Minister of Hygiene in Santiago, Chile, in . 
1925-7 and: as chief ‘quarantine officer for the Panama 
Canal Zone in 1927-8. At other times he worked at the 
Boston and San Francisco Marine Hospitals and at the 
Hygienic Laboratory, which was the forerunner of the 
, National Institute of Health, the main research centre 
of the public health service. It was while working with 
the Pan-American Sanitary Bureau in 1929 that Dr. Long 
first went to Guayaquil, considered the most plague-ridden 
port on South America’s west coast. By the following 
summer, through the efforts directed by him, the city was. 
freed from plague. During the next few years cities in 
Peru, Chile, Argentina, and Brazil were similarly freed from 
plague by other campaigns stimulated by his leadership. 

Dr. Long was perhaps best known as the co-author of 
the’ Pan-American Sanitary Code, the Caracas Declaration 
on the Health of the Child, and the Sanitary Codes of 
Panama, Chile, and Ecuador., He was a delegate to 
numerous Pan-American scientific conferences in South ' 
America, and was vice-president of the Far Eastern Asso- 
ciation of Tropical Medicine from 1925-7. 


Dr. CHARLES EvANS JENKINS, who died on September 15 at 
the age of 59, was one of the few remaining pathologists in Man- - 
chester with some private practice. For the last seven months 
his colleagues had noticed that his health was failing, but, like 
many a medical man before him, he kept at his work, and on 
the day before his sudden relapse performed five post-mortem 
examinations. Dr. Jenkins was born at Dowlais, South Wales, 
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and educated’at Cardiff and the Penden Hospital, obtaining the. 


conjoint diploma in 1914. After service in the Royal Navy as 
a temporary surgeon-lieutenant in the cruiser Drake; he came 
to Manchester in 1919 as pathologist to the Salford Royal 
Hospital, which’ appointment he held- for 27 years. He- was 
also pathologist to the Northern Hospital, Manchester, at the 
‘ume of his death. His assistance was- sought at assizes,.at 
quarter sessions, ‘and by: magistrates. Coroners ‘in the>-Bast 
Lancashire area particularly relied on his findings and his. care- 
ful evidence. Mr. Jessel. Rycroft, the Manchester City coroner, 
said that for many years Dr. Jenkins had been one of the lead- 
ing: pathologists in the .county, and that his death was a great 
loss to the medical profession, adding, “ He was a man of kindly 
Among Dr. Jenkins’s 
‚published papers, those concerned with ‘special media for the 
rapid growth of the gonococcus, with the chain formation of 
the streptococcus, and his latest paper, “The Release of Anti- 
body by Sensitized Antigens,” call for special, mention. Among 
. Manchester medical men he was best known for the produc- 
tion of detoxicated residual vaccines. His new technique for 
preparing such vaccines was described in this Journal. Dr: 
Jenkins was secretary of the Salford Division of the B.M.A. 
from 1925 until 1931, and chairman of the Mid-Cheshire Divi- 
sion from 1933 to 1935. The sudden death-of his wife in her 
early thirties was-a great blow to him. To his son and daughter 
«the sympathy of many colleagues and friends will be extended. 
—L. D. M. - ; 


Dr. GEOFFREY: ARTHUR HOFFMAN, medical superintendent of 
the Cotswold Sanatorium, Cranham, Gloucester, died suddenly 
at his home on September 26 at the age of 60. He was educated 
at Shréwsbury, Schoo] and at -Trinity College, -Dublin; where he 
graduated M.B., B.Ch..in 1915. During the 1914-18 war he 
served with'the R. A.M.C. in Palestine, and on returning home 
he combined the work of assistant tuberculosis officer for 
. -Gloucestershire with that of assisting his father, Dr. Arthur 


Herbert Hoffman, at.the Cotswold Sanatorium. This was one - 


of the first sanatoria to be opened in this country in 1895, and 
it was taken over by Dr. A. H. Hoffman in 1911. ‘He died in 
1931, and his son then became medical superintendent. He 
remained in control until the time of his death despite the 
fact that he ‘suffered from severe osteoarthritis for some 20 ` 
‘ years. Dr. Hoffman’s outlook on the treatment of tuberculosis 
embraced the belief that the psychological factor was of ‘primé ° 


importance, and for this reason he always strove to make life : 


for the, patient as free from! restriction as was compatible with: 
'the principles of rest therapy. He was a supporter of all forms 
of modérn collapse therapy, and also felt very. keenly about the 
climatic factor in dealing with tuberculosis, maintaining, in 
company with,many other physicians in this sphere, that it was- 
far wiser to effect a recovery in the home climate than to go - 
abroad for treatment. 
keen- tennis player and later he became interested in philately. 
‘In 1917 he married Miss Mary’ Wenden, whom he had met 
when she was serving as a V.A.D. ` She has since been closely: 


associated with him in the management of the sanatorium. He ` 


was a-man of deep religious convictions and took an active 
part in furthering the beliefs to which he subscribed and which 
meant so much to him. His unfailing kindness, sympathy, and 
* indomitable cheerfulness won him the lasting affection of both 
patients and staff, and indeed of all who came into contact 
with him. The loss of “ Dr. Geoff,” as he was generally known, 
will be a great personal sorrow to.many. He leaves a widow, 
“one son, now studying medicine, and one daughter. 


-Air Vice-Marshal’ T. E Morton . writes :, me Kyle ` 


(October 22,.p. 933) entered the newly formed ‘medical branch 
of the Royal Air Force in 1919, Here his earlier -military 
experience and flair for administration proved of’ great value 
during the ‘ growing pains” of a new Service, and lucky was , 
the. P.M.O. .who had “Jimmy” to léan on; his wisdom, 
humanity, and abundant common sense made ‘him the ideal 
. medical staff officer. After ten years’ service in the Middle East 
‘and‘a course at the R.A.F. Staff College, he was appointed 
as commandant of the Medical Training Depot in 1935. -He 
proved an ideal commandant—the thousands of medical officers 


~ 


| bosis! in- 1938 curtailed his activities ; 


In his early life Dr. Hoffman was ai 


and prdferiies who passed dhrouch the depot found in him a: wise 
counsellor and a friend in need. He was a keen shot, and his 


“trim soldierly ‘figure’ with a gun under his arm and his 
_labrador. bitch at his -heels were, a familiar sight amidst the 


wooded Chiltern Hills. he loved so ‘well. A ‘coronary throm- 
tournament tennis was. 
alas, a thing of the past, but he was "still: able to enjoy a day 


‘with the rod or the gun. Death came to him suddenly at Bis 


work, ‘and he died as he had lived, unafraid, leaving a ere 
wife and. two daugiters. 





Universities and Colleges 








UNIVERSITY OF CAMBRIDGE 

The General Board has, made the following recommendations on 
the annual stipends of the university teachers and research workers: 
Regius Professor of Physic to’ receive £2,750; other clinical pro- 
fessors,’ £2,500; clinical readers, £2,000. These are subject to a 
deduction of £100 for residence in college, and to certain other 
deductions. In preclinical ‘subjects the recommendations are as 
‘follows: professors, £2,050; readers, £1,800. There will be a deduc- 
tion of' £100 for residence in college. The Department of Pathology 
is to be dealt with as a special-case. 


The following medical degrees were conferred on October 15: 


M:B.,-B.Cuir.—*S. T. H. HY Pilbeam, *H. P. Kilner, *J. R. Harris. 
P Bryan-Brswn, *A. Gol, *J./ Lynfield, *W. G. Dawson, K.N. J 
Pocock, af iberh Monkhouse. 


_ “By proxy ' 


E UNIVERSITY OF LONDON’ 


The following caz Jidates at the London School of Hygiene and 


_ Tropical Medicine “have been approved at the examination indicated : 


ACADEMIC POSTGRADUATE DIPLOMA IN PuBLic HEALTH —j. W. 
McAllan, J. T; Navaratnam, Geraldine O'Callaghan, C. Rajaratnam. 
B. M. A. Sulaiman. — 


; UNIVERSITY OF LEEDS 


Mrs. Joan Mary Tattersall, M.B., Ch.B.,:‘has been appointed 
assistant medical officer on the staff of the "University. 


UNIVERSITY OF SHEFFIELD 


The following appointments were made at a meeting of the University 

Cour-cil held, on October 21: Lecturer ‘in Bacteriology, J. K. A. 

' Beverley, MB., Ch.B. Research Fellow and Tutor in Therapeutics, 

G: M. Wilson; M.B., Ch.B., M.R.C.P. Full-timé Tutor in Child 

Health, M. G. Philpott, M.B., B.S., M.R.C.P., D.C.H. Demonstra- 

ie in Anatomy, P. A. King, M.B., Ch.B., H. Debovitch, M.B., 
B., and A. A. Belton, M.B., Ch.B. - 

The Council received the following resignations and thanked thiesè 
members for their services to the University: Dr. B. E. Heard 
(Assistant Lecturer in Pathology); Messrs. S. M. Patel and J. B. 
‘Pyper (Demonstrators in Anatomy); Dr. A. R. Kelsall (Senior 


Lecturerwn. Medicine): 
The CoM received and gratefully accepted an offer by the 
J. G.'Graves Trustees to substantially augment the stipend of the 
first ‘holder of the J. G. Graves Medical Research Fellowship. It 
be hoped to invite applications for the Fellowship in the near 
ulure. 


ROYAL FACULTY OF PHYSICIANS AND ‘SURGEONS OF 
GLASGOW | ; 


A series of, Tectia has been arranged by the Royal Faculty of 
Physicians and Surgeons of Glasgow to be delivéred in the Hall of 
the, Faculty (242, St. Vincent Street, Glasgow) on. Wednesdays, 
November 9 and 23 and December: 14, 1949, and January 11 and 25 
and February 8, 1950, at5 p.m. All medical practitioners are invited 
to attend the lectures, details of which will be published under 
“ Societies and Lectures ™ week by week, > 
t 


ROYAL FACULTY OF PHYSICIANS AND SJIRGEONS OF 
= GLASGOW 


Ata esting or tiié”Royal Faculty of T 2 ‘and Surgeons of 
Glasgow held ctolver 3, with the President, Dr. W. R. Snodgrass. 
in the chair, L. ? o was admitted a fellow’ of Faculty qua 
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CHARGE FOR PRESCRIPTIONS 


: ry - 7 t ad 
Mr. ATTLEE announced in“ the House of Commons on 


October 24 a number of cuts in Government expenditure. 
` Among other things, he said: “ We propose to make a charge 
of not more than 1s. for each prescription under the National 
Health, Service. The purpose is to reduce excessive and in 
some. cases unnecessary resort to doctors and chemists,.of which 


there’ is evidence which has for some time troubled my right .. 


honourable friends the Minister of Health and the Secretary 
of State for-Scotland. The resultant saving will contribute 
about £10,000,000, although this is not the primary purpose 
_ of the charge. Arrangements will be made to relieve old-age 
_ pensioners of this charge for prescriptions.” 

-Later in his speech Mr. Attlee suggested that the charge 
for prescriptions would be legalized by an amendment to the 
National Health Service (Amendment) Bill, presumably during 
“its passage through the House of Lords. - i 


NATIONAL HEALTH SERVICE (AMENDMENT) BILL 


là the House of Commons on October 19 the National Health- 
` Service (Amendment) Bill was again considered in Committee. 
Mr. LINSTEAD moved a new Clause as follows’: ' 


“Where a person has travelled from a place in the area of one 
'ycal health authority to a hospital"in the area of another local 
health authority for the purpose of attending at, or being accommo- 
dated in, that hospital in order to avail himself of any hospital or 
specialist services and, immediately after such attendance or on the 
termination of the period of his accommodation in the hospital 
{not being a period longer than three months beginning with the date 
of his admission to the hospital) he is conveyed by ambulance or 
, other means of transport_made available by the local health ‘authority 
for the area in which the hospital is situated in pursuance of their 
duty under section twenty-seven of the Act of 1946 from that 
hospital to the place from which he travelled as aforesaid or to any 
other place in the area of the local health’ authority within which the 
tirst-mentioned place is situated, the cost of that conveyance shall 
oð repaid by the last-mentioned authority to the local health authority 
by whom the'ambulance or other means of transport was made 
Available as aforesaid: Provided that any local health authority may 
gree to waiva their rights under this section against any other 
‘ocal health authority, either in consideration of-a periodical pay- 
ment or without.,consideration.” ’ 


Mr. Linstead“ said the parent Act imposed on local health 
.uthorities responsibility for ‘the ambulance ‘service and: left 
open the question of charges for that service. It worked on 
the basis that the local authority for the place where the 
‘patient’s ‘home was situated had responsibility for conveyance 
of the patient from the home to the hospital, but the local 
authority where the hospital was situated had to convey ‘the 
patient from the hospital to his home. It was assumed that the 
cost would even itself out between one local authority and 
another. Experience had shown: this not to be the case. 
Generally speaking hospitals were situated in the area of county 
boroughs, and these boroughs found they had to transport back 
to their homes patients who were not residents of the county 
- borough. -There was little reciprocal flow in the other direction. 
The associations of county ‘councils and of‘ municipal corpora- 
tions had decided that the lack of balance made it worth while 
to introduce 4 system of inter-authority accounting. ‘The propo- 
sals “in the clause had commended themselves’ to the local 
authorities. These authorities had agreed that after threé 
‘months ‘from the date of, admission to hospital the ‘patient 
should be regarded as. being the responsibility of the authority 
within whose area he remained. ' E 

Mr. .BEVAN said that as this was a matter for the local 
~ authorities and they had reached agreement he accepted the 
‘clause. The clause was then read a second time and added to 
the Bill. , i 
: Accommodation for Private Patients 


Mr. Howarn then moved to insert-in subsection 1 of Section 
‘5 of the schedule of minor amendments of the Act of 1946 
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and 1947, after the words “the whole cost,” the words “or 
such proportion of the cost as may be determined.” He said 
this amendment sought to introduce flexibility into a rigid 
section-of the Act which had created difficulties of interpreta- 
.In- Section 4 of the Act, which 
authorized the provision of small wards or special rooms for 
those prepared to pay extra for additional comfort’ and 
amenitiés, a patient was required to pay only that portion of 
the cost attributable to the extra amenities.. In Section 5 the 


_ Patient was required to pay the whole cost and did not get his 
. contributions to: the National Health Service credited to him 
although he had the privilege of being attended by the doctor - 


of his'own choice. ; 

Mr. Bevan had said on the second reading of the 1946 Act 
that if people wished to pay for additional amenities or for 
privacy the House should aim at providing such facilities for 
Unfortunately costs had rocketed 
in the hospital services since 1946, in large measure because‘ of 
other provisions in the National Health Service Act. The 


. incomes of people had not rocketed: and some of these facilities 


were not ‘being made-available owing to the cost to the people 
who desired to use them. A statutory instrument had been 
issued by the Minister in 1948 dealing with the question of 
determining what items should be included in arriving at costs. 


Parliament had not been able to enter into any proper discus- - 


sion of that instrument. The instrument laid down that there 
should be standard daily charges to be calculated either on 
certain: data, if available, or on the cost of the ordinary public 
bed’ plus-a fixed percentage, to arrive at the assumed cost of the 


‘private bed. No great difficulties arose in hospitals where the 


full data were available. In other cases where the assuméd 
yardstick had to be used there would: be considerable over- 
charges. Some hospitals felt they had to collect charges which 
they did not feel 'justified in asking. The intention of Parlia- 
ment was not being fulfilled, and patients were in fact being 
required to pay twice over for some of the services they 
obtained. ` ; ` 

Mr. Bevan said he was not convinced of the need or justice 
of doing what Mr. Howard had suggested. There was no 
evidence that the existing situation resulted in an increased 
demand upon private nursing-homes. If a substantial number 
of patients were being diverted there from the general hospitals 
it Would be desirable to check that tendency. Until such ‘a 
tendency was proved it did-not seem to him that any case 
had been made out for accepting the amendment. Many sup- 
porters of the Government took exception when the National 
Health Service scheme was shaped to benefits being provided 
for different classes of patients in the public service hospitals. 
He believed that by administrative action it was possible to 
prevent a sense of discrimination, but certain habits of mind 
would take time to elininate. He believed that before many 
years there would not be any sense of discrimination or unfair- 
ness in hospital administration. Persons who took advantage 
of Section 5 did so by their own election. They contributed 
through the taxes to the National Health Service and then they 
elected -to go outside the Service. 

Mr. SPARKS asked Mr. Bevan to allow for the fact that there 
was delay in some hospitals in securing immediate treatment 
and that therefore some patients elected to be treated privately 
because they-could get into hospital more quickly. 

Mr. Bevan replied: that that had always been the case. He 
said the would be unhappy to learn that anyone had been able 
to pay his way into hospital ahead of another patient who 
could not afford to do the same. ee - 

Mr. Harrison said that this was done regularly. 

Mr. Bevan said he was unhappy to hear of it, and he 
asked Members to give hin particulars. It was understood that 
patients were primarily admitted to_ hospital on grounds of 
medical urgency. -What had been said was no argument for 
accepting the amendment. It merely meant that Parliament 
must provide additional hospital accommodation. On the ques- 
tion whether an injustice was dorie to the private patient he 


` thought an injustice would be done to the Health Service as a 


whole if a private patient was charged less than it cost to main- 
tain him. Why ‘should_a public service subsidize a person who 
had elected to bea private patient? When the individual was 
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anxious to obtain privacy ds an additional amenity he might 
be able to do so. Such amenity beds were being increased. 
It seemed to him to be reasonable that until perfect conditions 
for everybody could be provided persons ‘who wished- privacy 
in hospital should be able to obtain it. They got the rest of 
the service free, but paid for the additional amenity of privacy. 

Mr. HowarbD said that in' these cases the patients were not 
likely to have the benefit of the doctor of their choice.’ ~~ 


Mr. Bevan said these patients paid only for the amenity.’ 


The hospital staffs were available for them. ‘Most people would 
discover before long that if they paid for a separate specialist 
of their choice they would have the same one as they would 
have had in the free ward. He pointed out that the amendment 
would increase the cost of the National Health Service. 


Cost of. Free Choice 
: / t 
Mr. LiNsTEAD said that taking the hospital service as a whole 


medical priority détermined whether beds were given to a’ 


particular patient or not. Only when that principle had been 
"satisfied did the paying patient have any advantage. One of 
the principles’ of the Service was the free choice of doctor by 
_ the patient. On the whole that principle operated fairly in the 
general practitioner service, but it did not operate in relation to 
hospital specialist services except under a very heavy ‘penalty. 
The-only way to get the specialist of the patient's own choice 
in hospital was by becoming a Section 5 patient and paying the 
full cost of the bed with the specialist's fee ontop of that. 

Dr. Hapen GUEST said that before the Health Service came 
into operation it had been most uncommon for a patient to 
know anything about the specialist. a re r 

Mr. LmsTeEaD said that there had been free choice of speci- 
alist in that the general practitioner made his recommendation 
to the patient by saying “ you ought to see so and so`\ In most 
cases the patient had accepted that advice. Now when the 
patient went into hospital he had either to accept the specialist 
who went with the bed or pay the full cost of a specialist chosen 
by himself or recommended by a general practitioner. The 
principle of free choice of doctor was violated by the conditions 
attached to certain Section 5 beds. Also, each of 1.500 or 2,000 
individual hospitals to which Section 5 might apply ‘had to 
arrive at his own weekly figure for Section 5 charges. Even 
the hospital management committee could not fix a figure for 
these beds. It was not satisfactory that in a national scheme 
patients coming into Section 5 beds should have to pay fees 
varying front £8 to £16 a week according to the overhead costs 
of the hospital which they entered. 

Mr. Baird said that if the Opposition complained about high 
charges for pay-bec's the solution was to develop amenity beds 
faster. In a hospital in the London area last week not a single 
amenity bed had been available although there were a large 
number of private pay-beds. Would it not be right to reduce 
the number of pay-beds and’ hand them over for use as amenity 
beds? He pointed out that Wolverhampton Royal Hospital 
had no private pay-beds. ; 

Lord HINCHINGBROOKE said the amendment only sought to 
extend the amenity-bed principle and to provide that where 
specialists were brought in and extra services were given there 
should still be subtracted from the charge that part of the cost 
provided by the general hospital service. 

Mr. HARRISON said there were complaints from ‘many parts 
of the country about the growing cost of private beds jn the 


ipay-bed block. \In his city (Nottingham) the cost would prob-: 


“ably soon be £20 a, week, which many of the’present occupants 


of the beds could not pay. He suggested that the accommoda- 


tion in the pay-beds should be transferred for ordinary hospital 
purposes. -o - i . ; 
` Sir Huo .Lucas-ToortH said that in practice the proposal 
would not increase the-cost of ‘the Service. A large number 
of patients would prefer to make a reasonable payment for 
.their beds and ‘to pay a reasonable fee for the specialist or 
consultant. But if they were required to pay a specialist fee 
on top of 20 guineas a week all they could do was to go to a 
hospital without making any contribution whatever. 

Dr. SEGAL said some on the. Government side of the House 
might feel sympathy with the ameridment, but when the 
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resources of: the Minister’ were limited they should be concen- 
trated where the need: was greatest. 

Mr. BEVAN intervened to say he had asked for an investiga- 
tion to be made of the number of free patients in pay-bed 
blocks to check to what extent free patients were not admitted 
on entirely medical grounds to these blocks. His information 
was that at least’40% of the pay-bed blocks were occupied 
by free patients. That was a tribute to the way in which the 


' administration was carrying out the terms of the Act. Mr. 


Bevan said that some time ago he had sent out an instruction 
that the patient was to be told by the general practitioner OT 
the specialist whether he was to be treated under the National 
Health Service or as a fee-paying patient. It was the obliga- 
tion of the doctor to inform or to ask the patient whether he 
or she wished to be treated as a free patient or as a fee-paying 
patient. He would be grateful for examples where this pro- 
cedure was not followed. It was'not proper for a medical 
practitioner or specialist to promise that a person would get 
into hospital sooner by becoming a private patient. It was the 
duty of hospital authorities to admit patients on medical 
grounds, and the figures he had given showed that in most 
cases this had been done. aaa 

‘Mr. RicHarD Law said that if existing tendencies continued 
and if prices continued to rise the private patient would be 
driven out of the National Health Service hospitals. All that 
was asked under the amendment was that the private patient 
should be treated in exactly the same way as the public patient 
and have exactly the same privileges., 

Dr. Moraan said there should be no, further extension of the 
pay-bed system by which certain patients could get additional] 
benefits. The subject had been fought out in the medical 
profession, and the professional men had decided in favour of 
the Act as it stood. l 

The Committee then divided, and the amendment was rejected 
by 256 to 139. . >` ` 


- Private Patients at Health Centres 


Mr. ANEURIN Bevan then moved an amendment that: 


“At the end of paragraph (a) of subsection (1) of Section 21 
(which requires facilities, at health centres to be available for 
thé provision of general medical services), there shall be inserted 
the words ‘and, on such terms and conditions as may be determined 
by the Minister, for the provision by medical practitioners of such 
other personal medical services (if any) as may be so determined in . 
the case of a particular health centre.’ a 


He said the purpose of this amendment was to enable general 
„practitioners to treat private patients in health centres. At 


-one time he had set his face against that proposal, but the 


number of persons outside the scheme was now so small that 
no danger could arise to the structure of the Service by allow- 
ing general practitioners to take their private patients into the 
health centres. It would be unreasonable when a health centre 
was available, to expect a general practitioner to maintain a 
private surgery at which to treat his private patients. When 
health centres were available the Ministry would make it clear 
by regulation that there should not be two doors—one for the 
private patient and one for the public patient. The private 


_ patient must take his proper place with the general public in 


seeking the services of his doctor. The Ministry would also 
rule that a doctor should have a substantial number of patients 


`” in the public scheme before he could avail ‘himself of private, 


facilities at a health centre. A subcommittee of the Central 
Health Services Council had recommended that it should be 
possible’ for a general practitioner to treat private patients in 
a health centre. i f 

Lord HINcHINGBROOKE said Mr. Bevan was constructin 
‘castles in the air. There were no health centres and the 
Minister’s speech was irrelevant. There might be just one 
experimental centre which had been started before Mr. Bevan 
had anything to do with the health service. In the last four 


‘years-during which he had full opportunity to build them he 
had not done so. 


Answering Mr. Orr-Ewing Mr. Bevan explained that he 
would determine which doctors were entitled to treat private 
patients in a health centre under the words of the amendment 
“on such terms and conditions as might be determined by the 


x 
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Minister.” The proportion of private. patients and listed 
patients would’ be discussed when the regulations were laid 
before the House. 
The’amendment was then agreed to. 
Mr. BEvaN then moved a furthersamendment a follows: 
In Section 46 (which provides for the use of health centres 


by practitioners) after the words “ general medical services” there 
shall be inserted the words “ or other personal medical services or,” 


_ after the words “ subject to regulations ” there shall be inserted the 


words “and to any determination by the Minister under Section 


` 21 of this Act,” and after:the words “ the Executive Council may ” 


“= 


tbere shall be inserted pi words x subject to any such determination 
as aforesaid. oe 4 


` Mr. Bevan said the purpose of these words was to enable 
the Executive Council when directed by the Minister to make 
differential..charges on general practitioners varying with the 
amount of use they would make of ‘the health centre for their 
private patients. - It was clear that the‘ general practitioner 
would have to pay a charge because he would be relieved of 
the necessity of maintaining his surgery. This was a matter for 
future discussion with the representatives of the medical pro- 
fession. He did not think any general practitioner would 
quarrel with this. The amendment was welcomed by-Mr. Elliot 
and agreed to. me +e s . 
Certificates 


Mr. Bevan then moved. a further amendment as follows: 
" In paragraph (d) of subsection (2) of Section 33 (which pro- 
vides for the issue by medical practitioners providing general 


Medical services of certificates reasonably required under or 


' scribed being.’ ” 


for the purposes of any enactment) after the word ‘of’ there 
shall be inserted thé words ‘such certificates as may be pre- 
He said that before the Health Service Act 
came into, operation the Secretary of State for Scotland and 


_ “himself had appointed’a committee to try to reduce the number 


of certificates which doctors had to provide. That committee, 
known as the Safford’ Committee, had issued an interim 


report. 


Mr. LINSTEAD said the Hois welcomed anything that would 
cut down paper'work on the part of médical practitioners, but 


- he suggested: that the Minister might be curtailing the freedom 


a ol 


` 


- 


of patients to get free of charge. some certificates required for 


statutory purposes. 

Mr. BEVAN said that as the free certificates tequired would 
be listed in the regulations the matter’ could be raised when 
these were debated. The Safford Committeé had stated that 
a list of free certificates should be provided and that the words 
of the original statute, which were very extensive, should not 
be applied. 

Dr. MoRGaN asked whether the report of he Saffórd Com- 
mittee would soon be published. - 

Mr. BEvaN .said he did: not like to hurry T committee in 
its work, because it was necessary that the report should receive 
general acceptance. 
but not bound by what the committee recommended. He did 
not think it would be necessary to have the list of prescribed 
certificates ready at the exact moment when the present Bill 
came. into operation. , 

The House agreed to the amendment. Mr. JoHN WHEATLEY 
then moved an amendment applying to Scotland the principle 
of the earlier amendments dealing with the right of doctors, to 
use the health centres for private patients. The House agreed 
to this amendment, and the schedule as amended was ordered 
to stand part of the Bill. 


REPORT STAGE 


The Report stage followed immediately. A new clause 
(Prohibition of full-time salaried dental practitioner service) 
was brought up, read a second time, and added to the Bill. 
The purpose ‘of the clause was to carry out in the case’ of 
dentists the same undertakings that- had been advanced in the 
case of general practitioners. 

Mr. WHEATLEY moved another new clause under which a child 
under 16.could be admitted as a voluntary patient in a mental 
hospital on the application of the parent or guardian. Develop- 
ments in this branch of medicine were such that it was desir- 
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it children should be able to set full advantage of them 
tary patients. 
Jause was read a second time and added to the Bill. 


Ed 


Dental Ethics 


: AIRD moved: a new clause which read: “No dental 
'p ner who is on the list of a local executive committee 
and is accepting patients under the National Health Service 
shall be entitled to accept remuneration.from private patients.” 
Mr. Baird, himself a practising dentist, said a number of his 
constituents suffered because of the unethical, practices of a 
number of dentists in his division (East Wolverhampton). 
When the National Health Service Act had been discussed he 
had fought for ,the liberty of the dental and medical profes- 
sions to treat both private and public patients, but with reluct- 
ance’ he now moved to withdraw that right from.the dental’ 
_ profession. The racket now going on in the dental profession 
“in regard: to public patients must be stopped. A patient who 
_was in pain and went to a dentist to have a tooth removed 
was told that'the dentist was fully booked up for six weeks, 
but if the «patient offered to pay the dentist ‘would take the 
-čase right away or within an hour. Under the National Health 
Service Act payments were offered to dentists by means of an 
itemized scale of fees for every operation. The operation of 
filling was better paid than ‘that for fitting dentures. A number 
of dentists were accepting patients who required fillings but 
refusing those who required dentures. A third abuse was that 
of “talking down” the National Health Service Act. The 
dentist said to the patient, “ If you come to me under the Act I 
can only give you second-rate treatment. If you want a good 
job, come to me privately.” Mr. Baird said he had particulars 
of such cases from all over the country, but there was great 
difficulty in proving! them. The discussion usually occurred 
between the patient and the receptionist. He estimated that . 
at least 75% of dentists were turning away patients, in pain 
unless they were prepared to pay. 

In his opinion the real solution was large-scale health centres ` 
with a fully salaried dental service. A temporary solution 
would be a simplification of the regulations which allowed a - 
patient to make representations to the local executive council. 
The only other solution was for the profession itself to discipline 
its members. He had received from one of the dental organ- 
izations a letter placing on record its disapproval of the amend- 
ment he had sponsored. This letter declared that if the pro- 
posed amendment was. pursued the association would resist 
it to the utmost.. Even if Mr. Bevan could' not accept the 
amendment Mr. Baird appealed to him to let it be known that 
the House condenined those dentists who turned away patients 
in pain unless they were prepared to pay. 

Mr. SPARKS seconded the proposed new clause and said the 
Minister had had a large number of cases brought to his atten- 
tion by Members. 

Sir Husu Lucas-Tootu said the Opposition fundamentally 
opposed the new clause. To add it to the Bill would be a gross ` 
breach of faith with the dentists. The over-riding difficulty of 
the dental service was that there was more work to do than 
the dentists could accomplish. A lot of respectable profes- 
sional men said to themsélves that they were prepared to work 
eight or ten hours a day in the public service and would reserve 
two or three hours for povat, practice. There was nothing 
unethical in that. 

Dr. GuesT asked whether it was ethical for dentists to devote 
one day a week to National Health Service patients and keep 
the rest: of the’ week for private patients. 

Mr. PaGeT said the whole point was that the doctors had 
played the game and the dentists had not. 

Sir Husu Lucas-Toorn said that even now the fees paid to 
dentists for public patients were fully as high as those which 
were paid for private patients. 

Mr. Bairp said that every penny of. the dentist’s income 
received from the State was declared to the income-tax authori- 
ties, but there was no way of checking so far as his private 
patients were concerned. After due consideration he made the 
charge that in a large number of cases a considerable amount / 
of the dentist’s private income was not declared because it was. 
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so difficult for the income-tax authorities to prove whi 
his real income. i i 

Mr. Bevan said he had never seen such a complete ex 
of general ethics as that made this afternoon from the 
side of the House. Sir Hugh Lucas-Tooth had suggest 
if a patient went to a dentist’s surgery'in pain it wo 
ethical on the part of the dentist to prefer-to treat a. 
patient who would pay more. Members of the Oppositt 
professional solidarity over the public interest. The dental 
profession had been guilty of worse conduct than any other 
profession in the Health Service. It was the duty of the 
Opposition to deprecate unprofessional conduct and not to try 
to justify commercial discrimination—the ethics of the jungle— 
against people in pain. Mr. Bevan said he was satisfied that 
misconduct was decreasing and that the behaviour of the 
dentists, generally speaking, was improving. Therefore it was 
‘better to allow the disciplinary machinery which had been 
= established under the scheme to operate against the person 
“who was misbehaving, He hoped that before long the good 
‘ would drive out the bad. If a dentist was overworked, how 
was it possible for him to do the work privately but not 
publicly ? The trouble at the beginning of the scheme was 
that there was exploitation of scarcity value by the dental pro- 
fession as a whole. The largest organization of dentists did 
not advise its members to join the National Health Service. 
They had come in as individuals. The National Health Ser- 
vice had been introduced to enable ordinary citizens to have 
access to medical skill without being blackmailed in doing so. 
That was the whole point of it. The Ministry had tightened 
up the situation so that a dentist could not say now that he 
would extract teeth under the National Health Service and pro- 
vide dentures privately. He was sure that first-class people 
in the dental profession would be pained by the belief that 
. the general public did not hold-the dental profession in esteem, 
and he hoped the House could look forward to a general 
improvement in the Service. 

After further discussion Mr. Baird withdrew his proposed 
clause. 










Overseas Visitors 


Mr. ELLIOT moved a new clause providing for regulations 
to prescribe charges for services rendered under.the Act to 
persons not normally resident in the United Kingdom. 
Mr. Elliot said that it would be easy for visitors to pay a charge. 
The Minister had said at a Press conference that he had 
arranged for immigration officers to turn back aliens who were 
coming to this country to secure the benefits of the Health Ser- 
vice. To place this duty on these officers was asking them 
to do a thing which they were not competent to do. Surely the 
proper person tò examine a visitor was one with medical skill. 
The proposéd amendment suggested a solution which would 
meet-the .difficulty in a, practical way. The ‘Minister would 
allow a person who was seeking attention to pay a sig: accord- 
ing to circumstances which the Minister would determine. 

Mr. Bmg said there were about 635,000 visitors to this 
country in the course of the year who on the average stayed 
less than a month. They were equivalent to a population of 
about 50,000:extra people requiring health services. Supposing 
they made the same demands as the people in this country, the 
cost would be between £200,000 and £250,000. The machinery 
required to meet the amendment would involve an administra- 
tive cost as great as that. i 
.. Mr. Bevan said it had been, sickening during the last fifteen 
months to witness members of the Opposition going round ‘the 
country spending most of their time on the platform poking 
‘fun at the Health Service and undermining it. _The assumption 
that there was something wrong in treating a stranger who was 
visiting this country and fell sick was one of the curses of 
modern nationalism. It was not part of the ethics of mediaeval 


society. The present attitude was a by-product of the existence. . 


of the Conservative Party. 
The healthServices of the whole world were being stimulated 


by what was happening in Britain, and a constant stream of’ 


visitors came from all parts of the world to find out what we 
were doing. Most of them returned hoping that what we 
were doing would succeed so that they could imitate it in their 
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own countries. If a person left another country deliberately 
for the purpose of going to Roehampton to get an expensive 
artificial limb he would consider that to be an abuse, but if a 
person came to this country and fell sick it was proper that 
he should be treated. Some British institutions had always 
done so. The great Scottish hospitals treated visitors freely. 
and until recently many of the great London hospitals had 
followed that tradition. He was not prepared to establish 
administrative arrangements which would harass the whole 


_ population merely to deal with a handful of people who were 


visiting this country. Unless they were ‘careful they would 
find themselves denying the health service to many British sub-_ 
jects not normally resident in this country. However, he pro- 
posed to take power in the House of Lords to frame regulations 
to prevent abuse of the health service in this country by over- 
seas visitors where it might be practicable so to do. The 
House must look at the regulations when they were issued to 
see how far they went towards meeting the difficulties of certain 
cases. He must not be understood to agree that it was desir- 
able that any person in this country not being a resident who 
fell sick ought to pay-a charge for the use of all or part of 
the health service. ; 

Mr. Elliot recommended the Opposition to accept Mr. 
Bevan’s promise of an amendment and to see what the position 
was when that amendment finally returned from the House of 
Lords. He then withdrew the proposed new clause. 


Too Heavy a Hammer 


_A new clause was brought forward by Mr. MarLowe. I! 
ran: 

“ Regulations may authorize the Minister, if he thinks fit, to 
publish particulars of any disciplinary: action taken by him in respect 
of any breach of any regulation under the Act of 1946 or the Act 
of 1947, including the name and address of any person in respect 
of whom such action is taken and the name of any executive council 
recommending such action.” É 


Mr. Marlowe said that recently a practitioner had been dealt 
with by an executive council and fined the maximum amount 
of £100 for what was called “ infamous or scandalous conduct ” 
under the Act and for decéiving innocent patients. It had 
not been found practicable to publish the name of this offender 
in the Press lest the executive -council found itself open to an 
action for libel. Mr. Marlowe said the amendment was 
designed so that if the name of the offender was published 
under the direction of the Minister the executive council would 
be protected against libel action and full publicity would be 
given. Mr. ELLIOT seconded the proposed clause. 

Mr. Bevan said there was a difficulty at the momeat, but the 
new clause was too heavy a hammer for this nut. In the centra! 
tribunal, which was a judicial body, decisions were published 
with the names and penalties. In the case of the local com- 
mittees procedure was not, so formal and judicial, and it did 
not seem to him that the name of ‘the offender and his punish- 
ment should be published. It could not be said in such 
instances that the full procedure of the judiciary bad given 
protection to the person’involved. As a general] rule the name 
was known to the local population and therefore the utmost 
deterrence was achieved. To publish the name in the local 
press might cause hurt to individuals who might have been 
guilty of thoughtlessness or something of the sort. The exist- 
ing machinery worked well, and he was‘content with giving full 
publicity to the decisions only of the central tribunal. 

The proposed new clause was negatived. 

On Clause 20 Mr. BEVAN moved and the House accepted an 
amendment providing that medical officers of regional hospital 
boards or teaching hospitals should not be paid for examina- 
tions carried out or certificates given in respect of mental 
patients when these things were carried out in the ordinary 


_course of their duties. ` 


On Clause 23 drafting amendments were made on the motion 
of Mr. Bevan, and the House agreed to them. 


‘General Practitioners’ Access to Hospitals 


On the Schedule of minor amendments Colonel STODDART- 
Scorr moved an amendment. He said that at present anybody 


' the hospitals. 
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entering a Section 5 bed.of a hospital must be cared for either 
by one of the honorary staff or one of the resident staff of the 
hospital: It was impossible,for a general practitioner who had 
been treating the patient or even for'an outside specialist to, 
continue looking after that patient should he obtain admission 
to'one of these pay-beds. General practitioners should not be 
prevented from treating their own cases in hospital. 
that they.could not do so threw an extra burden on the staffs of 
Hospitals had borne the greatest burden’of the 
Nationa! Health Service. This would be relieved to some extent 
by permitting general practitioners who were not members of 
hospital staffs to care for those of their patients who occupied 
pay-beds. In small general hospitals a maternity- case, for 


example, must be looked after in a pay-bed either by the general- 


surgeon or physician or the resident doctor, who'in many cases 
knew less about maternity than the general practitioner. This 


amendment would enable these patients to be cared for in House was talking 


hospital by their own medical practitioners. It would retain 
what Mr. Bevan always said he wished to retain, free: choice 
of doctor by the patient. 


Sir HucH Lucas-ToorH seconded: the amendment, and said hospital that person sho 


there was a feeling in the medical profession that it was being 
divorced from access to hospitals. Doctors should not be given 
that impression. If the Government intended to kill private 
practice that intention should be stated. | 

Sir HENRY Morris-Jones recalled that when the main Act 
had been in committee Mr. Bevan.had held that there should 
be a strong line of demarcation between the, genera! practitioner 
and the specialist. Since then, to his credit, he had modified 
his views. A recent circular (Supplement, October 15, p. 168) 
distributed by the Ministry of Health to hospitals had urged 
that more facilities should be ‘given for general practitioners, 
particularly in cottage hospitals and smaller provincial hospi- 
tals. It would be a pity if facilities were denied for maintaining 
what Mr. Bevan had assured the medical practitioners to be his 
intention, that‘the right of private practice would still be avail- 


-able and that they should have an opportunity of carrying on ` 


in that respect within the framework of the Act. ' 

, Mr. MESSER said it was generally accepted that if the Service 
was to succeed the country must have not merely an efficient 
hospital service but an efficient general practitioner service too. 
He was not sure that specialization to the extent to which it 
appeared to be developed in the. profession was a good thing. 


_It might be good if specialization had a very good general back-, 


ground. For that reason a high standard of domiciliary service 
was of immense importance. No barrier should be placed in 
the way of improving the standard of the general practitioner. 


If that meant access to hospital beds, it should be organized in . 


a way which would provide the general! practitioner with that 
contact without adversely affecting other aspects of the Service. 
But, as he read. the amendment, it would enable a patient to be 
admitted to hospital by jumping the queue. Once a general 
practitioner with access to a hospital could get his patient 
admitted more speedily than another: general practitioner; 
another ‘patient would be disadvantaged. If there was value 
in a general practitioner having access to hospitals, all general 
practitioners should have the same opportunity. That was not 
the case. In Central London no. cottage hospital or general 
practitioner hospital existed. . 


General Practitioners and Specialists 


Mr. BEvAN agreed with Mr. Messer that there had been a 
tendency to dig too wide a gulf between the general practi-, 
tioner and the specialist. ' If that gulf was to be narrowed it 
was not necessary to do so by legislation. It could be done by 
agreement between the members of the medical profession. It 
would be wrong to admit the right of a general practitioner with 
private patients to have access to hospitals where his colleagues 
were denied that right. General access of general, practitioners 
to hospitals was an entirely different matter and one for discus- 
sion administratively, not by statute. What was really envi- 
saged in the amendment was- that a specialist not in the public 
service should be able to treat his private patient in a hospital. 
That, he*considered to be wholly wrong. If a specialist did not 
wish to be in the Health Service and therefore had not attached 
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himself to a hospital, Mr. Bevan did not think that such a man 
was entitled to use the Health Service. He would not be much 
good for long if-he were not attached toa hospital. A specialist 
ought to live in the climate of the hospital as much as possible 
to do his work properly. Mr. Bevan said he was unable to 
accept the amendment. If the general practitioner was to follow 
atient into the hospital where that patient had been 
to the specialist, there might be a considerable 


d between ‘the quarrels of two members of the pro- 
e patient might succumb. j 

UINTIN Hoca said a public hospital under the scheme 
her a weapon for the Minister to. coerce specialists or 
ractitioners into the scheme nor,a privilege for the 
use of spect lists or pr Ctitioners. It was a convenience for 
the public and,AN particular, a service for the patient. The 


treated inside a general hospital or 
unprivileged class, in their own homes. 
rson was better effected in a public 
ld be allowed to go there. If 
Mr. Bevin denied that Rt or 2 tight, within reason, to select 


these people were ae 
should have to stay, as à 
If the treatment of a p 


his own medical attendant or adviser, he was breaking one of 
the fundamental agreements in tte scheme, which had hitherto 
not been in dispute. X 

Mr. Bevan asked whether Mr. Hogg suggested that a patient 
should have the right in any hospital to be treated by the 
general practitioner of his choice, whether attached to ‘that 
hospital or not. 

Mr. Hoca said the, limitation of the right of the private 
patient in a hospital to be treated by thà medical attendant 


of his choice should be defined by purely medical considera-, 


tions and not by political considerations. He included in 


“political considerations Mr. Bevan’s argument that one did not 
, wish to encourage specialists who did not belong to hospitals. 


That was trying to discipline the medical profession. ' 


Mr. BEVAN contended that if a statutory right were given to ` 


a-general practitioner to enter a hospital and treat a patient 
there would immediately be administrative troubles of the 
greatest possible kind. What was desirable was that eventu- 
ally there should be a closer identification between general 
practitioners and the work which went on in hospitals. 
On a division the amendment was rejected by 253 to 103. 
i Grading of Specialists 

Sir Huca Lúcas-ToorTs moved to insert in the Schedule the 

words: z 


“Subsection (2) of Section’ 14 .(whiċh provides for conditions 
of service and appointment of medical or dental officers employed 
on the staff .of hospitals providing hospital and specialist services) / 
shall have effect as if the following sub-paragraphs were added: 

‘ (e) for. the establishment of a Central Professional Committee 
and for the hearing by such committees of appeals from officers 
engaged in the provision of hospital and specialist services who are 
dissatisfied with any decision under this subsection of any regional 
hospital board or board of governors relating to their status; 

‘(f for. the determination ,by the Minister after consideration 
of the recommendations of the Central Professional Committee of 
any such appeal as may be made under the provisions of the last 
foregoing.sub-paragraph.’ ” 

Sir Hugh recalled: that before the Act came into operation 
specialists fell roughly into three groups: the house officers, 
the registrars, and the fully qualified specialists. About the 
time of the introduction of the Act the Spens Committee recom- 
mended that the specialists should be divided into two main 
groups, the junior of which. was to be the registrar group, with 
a smaller group of fully qualified specialists. The Minister had 
introduced a third grading. the senior hospital medical officer. 
Sir Hugh did not contest the division of specialists into three 
grades. ` 

He was concerned. however, with, the grading of individuals. 
Under the Minister’s regulations. specialists had to be placed 
in appropriate grades by the regional hospital board, or the 
board of governors in the case of a teaching hospital. That was 
done through the advice’ of a reviewing committee. If the 
specialist was dissatisfied wan the grade in which he was placed 


` 


over the claims, of both to have charge of the treat- 


bout people who were suffering and whether: 
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his only appeal was to the board whose reviewing committee 
had in fact appointed him. Whereas in the old days it might 
not have ‘been a matter of vital importance what the specialist 
was called, to-day his whole career must depend on the grade 
in which he was placed. Sir Hugh did not say that the,grading 
had beea badly carried out or that there were a great number 


sional body. That was one of the defects in the amendment. 
which suggested that after the doctors had been classified by 
their fellows they should appeal to the, Minister. It proposed 
that a person should be examined first bythe local medical 
professional committee, and, having ‘a grievance against that 
committee, he should appeal to the Central Professional Com- 


of mistakes. He contended that a-great number of those graded- mittee and then appeal to the Ministry. 


felt they had not been properly judged in this matte 
reason for this sense of injustice was that the grading 
done by` the local board of the hospital to which the s 
was attached. The purpose. of the amendment was t 
right of appeal to those who had a grievance. It 
that the- Minister should constitute a central committe 
with the question of status. | 
Lord HINCHINGBROOKE seconded the amendm nt. DOS: said 
the Minister must be conscious of alereat tides of co otlaints 
from consultants and specialists unger thg” National Health 
Service relating to harsh treatment it thé hands of regional 
hospital boards in having their status: wnegraded as the result 
of the Minister having varied the te ms of the Spens Report. | 
He had had a large number of. cag, brought to his attention 
from the provinces. In the first plf-e the complaint was-against 
the original assessment being fnade by men who’ had been 
described to him as “ superiot/persons in the medical fraternity 
who gravitated to the metro lis, men who are cut off by many 
years now from the know] ge of what kind of work is being 
done in the provinces.” -ne communication had defined the 
selecting team of ass sors on the Central Hospital Board as 
“men who suffer fom ` the belief that London in general and 
Harley Street in farticular harbour all but--the incompetent 
nonentities in the specialist branches of medicine.” Complaints 
„were not uniform from ‘all parts of the country. That showed 
that the treatment of the subject by the various regional hospi- 
tal boards varied considerably. Some had initially graded too 
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high and intended to downgrade -in the interest of economy.: 


Other regional hospital boards—he instanced the Sog*h-Western 
Metropolitan Regional Hospital Board—seemed s%, “ve down- 
graded almost everyone, but allowed certain cy, on appeal. 
It was unsatisfactory that the boards should, . “Veer so sub- 
stantially in their methods. ' 


The Opposition contended that the appeal should be insti- . 


tuted by the man who was downgraded and should lie to a 
different body altogether, but not to thé Minister. Lord 
Hinchingbrooke cited the appeals open to Army officers who 
felt aggrieved at their standing. He said’ Mr. Bevan had rushed 
into a national medical service on military lines, but had not 
devised the network of safeguards which the Services had been 
obliged to develop. Mr. Bevan would find a useful precedent 
in the Services. New machinery was imperative if the National 
Health -Service was not to degenerate through disillusion and 
`“ cynicism which was growing in the profession, especially 
among consultants and specialists who had been downgraded. 
Lord Hinchingbrooke added that the Opposition was not 
wedded to the actual form of. the amendments. If Mr. Bevan : 
would indicate the appropriate machinery that would be intro- 
duced into the Bill while it was before the House of Lords, 
Conservatives would be satisfied. 

Mr. BEVAN said the amendment was maladroit. Section 14 
of the Act dealt ‘with the appointment of persons who had 
already been qualified. It had nothing’to do with their status: 
The amendment directed itself to the grading which had 
recently taken place’ of persons in the specialist class. People 
had assumed that’ because the regjonal hospital boards made 
appointments on the staffs of specialists they actually made the 
classification of specialists. That they did.not do. There was 
no , academic” qualification in the’ medical profession which 
corresponded to a hierarchical arrangement. He did not agrée 
with the hierarchical -conception ‘in which the general practi- 
tioner was placed-at the bottom. The first-class genera] practi- 
tioner was the cream of his profession. To say that any person 
had been downgraded or upgraded in relation to whether he 
was further from or nearer to the status of a genera]: practi- 
tioner would immediately poison the atmosphere. Since they 
had to pi different scales of remuneration they had to have 
a classification. The task of ensuring this had, been entrusted, 
on the advice of the medical profession, to a purely profes- 


‘sion. 


. supervise the work of the local committees. 
. it impossible to deal with these matters on appeal. 


Apple of Discord 


Mr. Bevan said his legal advisers told him there could “be 
no other interpretation of the words in the amendment. The 
Ministry would be the last court of appeal for determination 
of the-professional status of a member of the medical profes- 
He could not dream of doing that. The medical pro- 
fession would be horrified if it thought that a lay Minister 
should be allowed to classify specialists in the profession. 
They were not dealing with jurisprudence, but with the proper 
classification of a person’in the practice of his profession in 
the absence of objective data. To do that they had called into 
existence a local professional committee containing al] the 
specialties about which classification was to be made. As 


, people were being classified on their craftsmanship, the more 


immediate and precise the ‘knowledge the more just. the con- 
clusion was likely to be. Therefore a local committee did the 
classification. This was done for the first time in medical 
history and was bound to be empirical. Therefore the Govern- 
ment had decided that a- further -review should take place—a 
review, not an appeal. If a person wished to have his case 
reviewed it could be referred to two persons. outside the region 
who would bring fresh minds to bear. That was in process 
of taking place and it would be a disaster if Parliament 
churned it all up again. Members might satisfy the small 
number of persons who wished to appeal, but would dissatisfy 
a large number of those who had been established. All those 
who were fitting themselves into their positions would feel 
insecure. The whole of the findings ‘of the local committee. 
would be exposed to doubt. Further, the central committee 


_ would consist of the same type of people as the local com- 


mittee, but with -less knowledge about the individuals con- 
cerned. ‘It was inevitable that a lot of individuals should have 
a feeling about the sieve through which they had been passed, 
but a grievance was not.necessarily entitlement to appeal. To 
throw this apple of discord ante the areña ‘would be resented 
iby the profession. 

Mr. Hoce femarked that Mr. Bevan had talked nonsense for 
a great part of his speech. He was grateful to Mr. Bevan for 
having pointed out a drafting defect in the amendment, which 
had been put in the wrong place, since local hospital boards 
were concerned with appointments but not with classification. 
The -important practical question was how to exclude from 
the circle of specialists those with no qualification to call them- 
selves such. The Minister was right to have entrusted the 
question of classification to a local body, but what the Minister 
-had failed to understand was that it was vital to have a single 
standard throughout the country, which could not be obtained 
by the operations of a local man working alone. 

Mr. BEVAN, intervened to say that the absence of an objective 
test made uniformity impossible. The professional status of 
the individual in the conduct of his work constituted his 
entitlement. 

Mr. Hoco agreed that. responsibility must lie, in the first 
place, with the local.committee. He thought the conclusion 
which followed was that a central professional body should ' 
He did not think 
The Central 
Professional Committee which,was suggested would be a co- 
ordinating body of practical men deciding cases on practical 
principles and evolving a code of practice which would give 
the desired uniformity. Mr. Hogg accepted Mr. Bevan’s assur- 
ance that the Minister’s new proposal that there should be a 


, Teview, with two added persons from outside, was acceptable 


to those concerned.’ But. the Minister had not persuaded him 
that it was not desirable for a purely professional body to 
overlook the work of the local committees. 

Dr. MoRGaN said he had pleaded for years for a recognized 
scheme by. which specialists and the different grades in the 
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profession could be recognized. The public was disinterested. 
People did not care a hoot who called himself a specialist. The 
Minister had that night been most conciliatory on this most 
difficult of all problems. He did nöt see why the Minister 
should be scared at taking the advice of a Central Professional 
Committee. There was in the profession and among the most 


competent specialists a great deal of dissatisfaction at the way - 


things had goné so far. Mr. Messer had remarked that there 
had previously been no grading. Dr. Morgan said that many 
a man who failed to get his F.R.C.S. did not fail altogether 
from lack of learning. When he himself failed in the primary 
F.R.CS. examination one of the examiners had pulled him 
aside and said, “ You did not fail because you did’ not know 
the subject, but because you are too keen on socialist policy.” 
That might be changed now, because Labour had: grown 
respectable. 

Mr. WALTER ELLIOT said the point -under discussion’ was 
important and no political profit could be made from it by 
either side. Everyone had pointed out that there was no 
medical hierarchy, but one was being brought into being. The 
problem, therefore, was a new one. It would pass, once the 
hierarchy had been established. To classify persons whose 
qualifications were craftsmanship, competence, and behaviour 
was difficult. The responsibility of a layman was admitted 
in the case of the Home Secretary, who was a final court of 
appeal, or in that of the Secretary of State for Scotland, who 
made the final appointment to some of the greatest university 
chairs in Scotland. From all the arguments brought forward 
that night he thought that appeals to some body which was 
not the local body would be of great advantage. Nobody 
denied that a sense of grievance existed. He did not think 
Mr. Bevan had dealt fully with the matter. 

The amendment was rejected by 241 to 97. Drafting amend- 
ments were made to give the local optical committee the same 
statutory position as ‘the local medical, pharmaceutical, and 
dental committees. - 

The Bill was then read a third time without further debate. 


i 


i - Limiting N.H.S. Lists 

Sir ERNEST GRAHAM-LITTLE inquired on October 18 under 
what sanctions executive councils subjected medical practi- 
tioners in the National Health Service to a heavy tax upon 


their payments from the Service if they refused to undertake ` 


a large panel. 

Mr. Bevan replied that the regulations governing the 
remuneration of general practitioners provided for the adjust- 
ment of remuneration in the case of a practitioner who was 
exempted from the liability of having persons assigned to him 
and' was relieved of obligations for emergency night calls in, 
respect of persons not on his list. There was nothing to stop 
a practitioner limiting his list without applying for these 
exemptions. 


Appeal to the Minister 


Sir ERNEST GRAHAM-LITTLE also invited the Minister of 
Health to review his refusal to modify decisions taken by 
executive councils, since the composition of these bodies was 
predominantly lay. 

Mr. BEVAN answered that any person aggrieved by the deci- 
sion of an executive council on a case investigated by a Service 
Committee had a right of appeal to him under Regulation 7 of 
the National Health Service (Service Committees and Tribunal) 
Regulations, 1948 (Statutory Instruments, 1948, No. 507). The 
members of an executive council, excluding the chairman, were 
half professional and half lay, 


t 


‘ Dg 
Hearings Before Medical Services Committee 


On October 20 Sir ERNEST GRAHAM-LITTLE asked the Minister 
of Health why he refused the assistance of the Medical Defence 
Union to doctors’'who were accused before the Medical Services 
Committee of professional negligence. 

Mr. BEvaN replied that the regulations permitted a party 
to an investigation by any service committee of an executive 
. çouncil to be assisted in the presentation of his case by some 


4 


` 


other person, provided that no person should be entitled, in 
the capacity of counsel, solicitor, or other paid advocate, to 
conduct the case for any party by addressing the committee 
or examining witnesses. Mr. Bevan saw no reason to alter these 
arrangements, ; 
Contraceptives in Slot Machines 


~ Answering Sir HENRY Morris-Jones on October 20, Mr. Ept 
announced he had given instructions for a model by-law to be 
drafted prohibiting the sale of contraceptives by means of auto- 
matic machines.. This model by-law would be circulated to all 
county and borough councils for their consideration, and if 
adopted would be subject to confirmation by the Home Secre- 
tary. He had given most careful consideration to the question. 
and had come to. the conclusion that the social mischiefs 
involved were so serious as to require immediate action. 

Sir HENRY Morris-JoNnes said the whole nation would be 
relieved by the attitude which the Home Secretary had now 
adopted. He asked how soon the procedure would be com- 
pleted, as the exhibition of these machines was extending rapidly : 
all over the United Kingdom. ; 

Mr. Epe said he would see that the procedure was carried 
through with the utmost expedition. The reception given by the 
House to the question would show the activity of the public. 
conscience in the matter. 

Mr. EDEN asked why the Home Secretary preferred procedure 
by a model by-law and not by legislation. 

Mr. Epe said he held that the Government should make 
arrangement for enforcement by local. means and thereby 
secure the active approval of the local authority to ensure 
the law would be enforced. Answering another inquiry, 
Mr. Ede said that there were no special machines for this 
purpose. 


Children’s Hospitals—Replying, on October 18, to Sir ERNEST 
GRAHAM-LITTLE, Mr. BEVAN reported that no children’s hospital had 
been closed since the coming into operation of the National Health 
Service, although two were no longer used exclusively for children 
The total number of children’s beds available had increased by 
1,278. The number of children’s beds available in general hospitals 
was 16,449 and in special hospitals 23, 302. 


Sickness’ Benefit Claims—Mr. ‘JAMES GRIFFITHS, answering Sir 
WALDRON SMITHERS on October 18, said the steps taken to super- 
vise sickness benefits claims under the National Insurance Acts were 
broadly the same as those followed by the approved societies under 
the old Nationa] Health Insurance scheme. They included careful 
scrutiny of claims, sick visiting in selected cases, and the use of the 
Regional Medical Service of the Health Departments to obtain 
second medical opinions in cases of doubt. 


` Priority Milk.—Asked on October 19 what percentage of the milk 

supply was going to persons with a doctor's priority certificate as 
compared with a year ago. Mr. Srracuey said that last winter the 
percentage was 6.1. The Ministry of Food had not collected statistics 
for this winter yet. The minimum milk supply to hospitals was 
five pints per head per week. A supplier can sell to hospitals extra 
quantities beyond the minimum if he had any surplus after meeting 
the needs of domestic consumers. 


Spectacles.—Mr. Bevan states that about 3,000,000 pairs of spec- 
tacles were on order on September 1, 1949. He reports delays in 
supply of anything up to six months or so, although by no means all 
cases take as long as that. Better supplies are improving the position 
steadily. In the years ended September 1, 1948, and September 1, 
1949, 4,500,000 and 9,900,000 spectacles were ordered. 

Food-poisoning Outbreaks—Mr, JOHN Morrison asked on 
October 20 what was the total number of reported cases of food- 
poisoning in each of the years 1945 to 1948 as compared with 1935 
to 1938. Mr. Bevan said he had no information about the number. 
of persons affected in each of these years. The following figures 
relate to the number of outbreaks reported. In the years from 1935 
to 1938: 137, 82, 94, and 156; and in 1945 to 1948: 422, 598, 765, 
and 964 respectively. 


The Ministry of Health has informed hospitals that posts for 
pharmacists in the basic grade (assistant pharmacists) may be 
advertised with the salary scale £425 x £25— £525. A reduction 
of £25 will be made for every year below the age of 23. The 
Pharmaceutical Whitley Council is considering the remunera- 
tion of existing staff, and when agreement has been reached 
the terms will be made retrospective to July 5, 1949. 
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INFECTIOUS: DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended October 8. [INo. 40 


a ede of Principal Notifiable Diseases for the week and those-for the.corre- 
,sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (¢) Scotland. (d) Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and of Deuths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including. London) 
OR London (administrative county). (c) The 16 principal towns in. Scotland. 
o Tbal 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
— denotes no cases; a blank space denotes disease not notifiable or no 

Ret n available. 
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1948 (Corresponding Week) 


Disease 
. (a) | (b) . (© | Cd) |e) 


Cerebrospinal rovar 


Deaths 


Diphtheria 
Deaths 


Dysentery 
Deaths 


j Encephalitis ses aii 
acute 
Deaths 
Erysipelas 
Deaths 
Infective enteritis or diar- 
rhoea under 2 years 
Deaths P Jx 


Measles* 
Deathst 


Ophthalmia neonatorum 
Deaths es ag 
Paratyphoid fever 
Deaths 
Pneumonia, influenza! . 
Deaths oe influ- 
enza)t{ 


Pneumonia, primary .. 
Deaths ae 





Polio-encephalitis, acute 
Deaths ʻa Ji 





Poliomyelitis, acute 
Deaths$ ; 





Puerperal fever .. 
Deaths a 





Puerperal pyrexiali 
Deaths ii 





Relapsing fever 
eaths a” 





Scarlet fever 
Deathst 


Smallpox 
Deaths 


Typhoid fever .. 








Deaths 





Typhus fever 
Deaths 


. Whooping-cough* 
Deaths ahs 









Deaths (0-1 year) 17 


vente fe (excluding still- 
irt 


259| 33! 38 


—— 


4,051| 638} 539| 157| 106 
Peer death rate (per ~~ 


1,000 persons living) o 10-9| 9-8 
Live births 8,020}1340|1024) 406! 252 
Annual rate’ per I 1000 
persons living ; 20:7| 25:4 
Stillbirths * 193} 19| 42 
Rate per 1,000 total ‘ 
births Gncluding 
stillborn) 139) | 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 
Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 
t Includes primary form for England and Wales, London (administrative 
ST a a fron li li 
o number of deaths from poliomyelitis and polio-encephalitis for En and 
and Wales, London (administrative county), are combified. š gl 
il Ineludes puerperal fever for England and Wales and Eire. 


` 


£ r . ` 


EPIDEMIOLOGICAL NOTES 
re ee Poliomyelitis 


_ Notifications | in the week ended October 15 were: poliomyelitis 
418 (340), polio-encephalitis’ 45 (34). Figures for the previous 
-week are shown in parentheses. There has, therefore, been a 
substantial rise, and it is clear that the curve is following a 


` different trend from that of 1947. 


‘Multiple cases were reported from the following counties: 
London 68 (53), Bedford 7 (5), Berkshire 4 (6), Buckingham 
2 (2). Chester 7 (5), Cornwall 6 (2), Cumberland 7 (1), Derby 2 
(1), Devon 2 (3), Dorset 10 (7), Durham 4 (2), Essex 39 (31). 
Gloucester 21 (23), Hereford 3 (0), Hertford 11 (4), Huntingdon 
5 (0), Kent 33 (22), Lancaster 32 (24), Leicester 10 (4), Lincs. 
Holland 9 (0), Middlesex 18 (30), Norfolk 8 (4), Northampton 
4 (4), Northumberland 3 (0), Nottingham 11 (8), Somerset 9 (6). 
Southampton 10 (4), Stafford 3 (1), East Suffolk 3 (4), Surrey 
14 (8), East Stissex 4 (2); West Sussex 2 (1), Warwick 16 (19), 
Wiltshire 8 (4), East Yorks 3 (2),"North Yorks 3 (3), West Yorks 
48 (50), Glamorgan 4 (7). ‘ 

In ‘the United States 33,144 cases of poliomyelitis had been 
reported this year up to October 1. The total for 1948 was 
27.908. For the first time since July 30 there are now fewer 
than 2,000 notifications a week. 


Discussion of Table 


In England and Wales there were increases in the notifications 
of scarlet fever 319, measles 146, and dysentery 127, with a 


‘decrease of 48 in the incidence ‘of whooping-cough. Polio- 


myelitis and polio-encephalitis with increases of 9 and 8, respec- 
tively, reached the highest level of the present outbreak. 

The rise in the incidence of scarlet fever was chiefly in the 
northern section..of the. country ; the largest rise was in York- 
shire West Riding 59. The increased incidence of measles was 
due to a general increase in the northern counties; the only 
rise in the’south was in Dorset 35. 

Variations in the notifications of whooping-cough were small. 
the largest being a rise of 39 in Yorkshire West Riding. Five 
counties accounted for three-quarters of the total notifications 


‘of diphtheria: Lancashire 26 (Liverpool C.B. 14), London 11. 


Warwickshire 8, Cheshire 8, and Durham 8, 

Of,the 18 cases of typhoid 7 were notified in Bedfordshire. 
Biggleswade R.D. The increase in the- notifications of 
dysentery was due ‘to outbreaks in Lancashire, where 217 cases 


“were notified (Ince in Makerfield U.D. 111, Abram U.D. 58, 


Hindley U.D. 28). The only other centres of dysentery of any 
importance were London 16 (Kensington 10) and Bedfordshire, 


. Biggleswade R.D. 10. 


In- Scotland there were increases in the notifications of 
measles 16 and dysentery 10. : The chief centres of dysentery 
were Glasgow 41, Dundee 13, and Lanark county 10. In 
Lanark county, where. 9 cases ‘occurred in the preceding week. 
4 mote cases of paratyphoid B were notified. 

In Eire decreases were recorded in the notifications of 
whooping-cough 40 and diarfhoea and enteritis 13, while an 
increase of 24 was reported for’measles. There was a decrease 


oft 25 in the notifications of diarrhoea and enteritis in Dublin 


C.B., but a rise occurred in the remainder of the country. The 
rise in the incidence of measles was contributed by Waterford 
C.B., where the notifications rose from 24 to 42. 

In Northern Ireland there was a rise of 59 in the notifications 
of scarlet fever, and there were decreases in the incidence of 
whooping-cough 24 and measles 10. In Belfast C.B. the 
notifications of scarlet fever increased by 46. 


| Week Ending October 15 , 
Notifications of infectious diseases in England and Wales 


` during the week included: scarlet fever 1,844, ~vhooping-cough 
.875, diphtheria 85, measles 992, acute pneumonia 354, cere- 


brospinal fever 29, dysentery 179, paratyphoid fever 13, 
typhoid fever 14. The notifications of acute poliomyelitis, 418, 
and acute polio-encephalitis, 45, reached a new high level and 
were 78 and 11-respectively above the previous highest return 
of this year. ` 


~ 
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| Medical News 

rr 
Honorary F.A. CS. 

Sir James Learmonth, Professor of „Surgery at Edinburgh 
University, has been made an Honordry Fellow of the American 
College of Surgeons. The ceremony was performed at the end 
of the 35th Congress of the College. 


British Trust for Social Studies 

The purpose of this Trust is to encourage social research of 
scientific and practical importance by making small grants for 
particular projects. The recipient of a grant will be expected 
to produce within an agreed period a paper of 5-7,000 words 
setting out the results of the research in a way that can be 
understood by’ intelligent non-technical readers. The material 
presented must be original or based `n ‘sources not readily 
accessible to such readers. The papers so produced will be at 
the disposition of the Trust for publication, but any payment 
accruing from publication will be remitted to the author of the 
Importance is attached to the style of presentation, the 
need for lucidity of expression, and the avoidance of unneces- 
sary technical terms or mathematical refinements. Applicants 
must submit a specimen of ‘their’ Written work, published or 
unpublished. Grants will not normally be made to those who 
can carry out the research in the course of their regular work ; 
they are-intended to help the freelance investigator and those 
who are well placed for social observation but who would have 
to work up the material-in their spare time. Grants will be 


for not less than £20. Application forms may be obtained (by ° 


post only) from Miss Marion Nuttall, Secretary, British Trust 
for Social Studies, 16, Queen Anne’s Gate, London, S.W.1. 


Royal College of Obstetricians and Gynaecologists 

The Royal College of Obstetricians and Gynaecologists has 
arranged postgraduate courses of advanced lectures for those 
studying the special practice of obstetrics and gynaecology 
to be given in the College House (58, Queen Anne Street, 
London, W.) on November 4 and 5, and November 18 and 
19. The lectures have been arranged as follows : first course, 
Friday, November 4, 12 noon, Mr. Leslie Williams, ‘ Post- 
operative Venous Thrombosis”; 3 p.m., Professor J. F. 
Cunningham, “Secondary Abdominal Pregnancy”; 5 p.m., 
Mr. John Howkins, “ Mayo’s Vaginal Hysterectomy in the 
Treatment of Prolapse ”; Saturday, November 5, 9.45 a.m., 
Dr. Graham M. Bull,-“ Treatment of Anuria”; 11.30 a.m., 
Mr. D. H. MacLeod, “ Endometriosis.” Second course, Friday, 
November 18, 12 noon, Dr. A. Rae Gilchrist, “ Heart Disease 
in Pregnancy”; 3 p.m.; Mr. Hugh C. McLaren, “The Meno- 
pause”; 5 p.m, Sir William Gilliatt, Miss Josephine Barnes, 
and Mr. J. A. Stallworthy, “Any Questions ?”; Saturday, 
November 19, 9.45 a.m., Mr. Stanley A. Way, “ Advances in 
the Treatment of Carcinoma of-the Female Genital Tract”: 
11.30' a.m., Professor C. H. G.’ Macafee, “ Hydramnios.” The 
fees are: course of ten lectures, £3 3s.; one week-end -course, 
November 4 and 5, or November 18 and 19, £2 2s.; single 
lecture, 10s. 6d. Tickets, without which there is no admission, 


. are obtainable from the. secretary. 


International Health Control ý 

The Public Health Committee of the Brussels Treaty Per- 
manent Commission. which includes representatives of Britain, 
Belgium, France, Holland, and Luxembourg, held its fourth 
session in Luxembourg on'October 11-13. The committee 
decided on January 1, 1950, as the date by which regulations 
should be put into force to enable the five countries to be 
treated as a single territory for the public health control of sea 
and air traffic. 


Correction of Medical Register 

Voting papers for the forthcoming election of one member 
of the General Medical Council to represent the registered 
medical practitidners resident in England were issued on 
‘October 25 to all practitioners having registered addresses in 


f 


` left £24,992. 


England. The authorities of the Council would be glad if any 
such practitioner who has not received a voting paper would 
communicate immediately with the „office of the Council (44, 
Hallam Street, London, W.1), whether or not*he proposes to ' 


© vote in the election, in order to ascertain that his address is 


__ correctly entered in the Medical Register. 


Special ‘Diets for Invalids 

The Ministry of Food announces that patients suffering from 
acute or convalescent steatorrhoea (including coeliac disease 
and tropical sprue) who are entitled to half-cream National 
dried milk may, if they wish, take half-cream proprietary 
infant milk food instead. The maximum allowance remains at 
one tin a week. 


Photographic Exhibition at Bristol 

The exhibition of medical photography held by the Medical 
Group of the Royal Photographic Society in July in London has 
been transferred to the Royal Infirmary, Bristol, where it will 
be on view from October 31 to November 12 from 10 a.m. to 
5 p.m., and on Saturdays from 10 a.m. to 1 p.m. The exhibi- 
tion was reviewed in the Journal of July 9 (p. 93). The object 
of the Medical Group, whose chairman is Sir Cecil Wakeley, 
P.R.CS., is to promote the usé and advancement of photo- 
graphy in all branches of medical science. The exhibition is 
being held at Bristol under the auspices of Professor Milnes- 
Walker. 


The Osler Club 


A meeting of the Osler Club was held on October 21 at the 
Wellcome Research Institution, London, through the courtesy 
of Dr. C. H. Kellaway, F.R.S., Director of the Institution. A 
paper on “Jenner—Author and Letter Writer” was read by 
Mr. W. R. Le Fanu, librarian of the Royal College of Surgeons. 
Jenner considered himself a dilatory letter-writer, but Mr. Le 
Fanu was able to quote from a number of his letters showing 
how keen were his powers of observation as a naturalist’ and 
how delightful his style in describing minutely what he observed. 
After the publication of the Inquiry in 1798 Jenner had written 
five successive pamphlets recording subsequent experiments and 
improvements in technique and explaining the apparent failure 
of vaccination in some cases. Professor G. S. Wilson, of the 
Public Health Laboratory Service, spoke of the effect of 
Jenner's work on subsequent developments in preventive medi- 
cine. The importance of controlling the spread of infection 


.had, been understood long before the causative agent was dis- 


covered. Pasteur’s realization of the mechanism of vaccination 
had led him to work on chicken cholera and anthrax and to the 
establishment of the principle that the pathogenic properties of 
a virus could be attenuated. Professor Wilson mentioned the 
doubts which have arisen in recent years about the efficacy 
of vaccines in certain infectious diseases, and he emphasized 
the need for full-scale field trials of B.C.G. Vaccination was, 
not something to be accepted in every disease just because it 
had proved so successful in the case of smallpox. Jenner had 
been fortunate in having discovered a perfectly attenuated virus. 
Dr. E. A. Underwood, Director of the Wellcome Historical 
Medical Museum, pointed out that Jenner’s work had a scien- 
tific background. He was not the discoverer of vaccination— 
others had preceded him—but he had started out with the 
intention of establishing a permanent working principle, based 
upon experiment. He had appreciated that protection could be 
passed on from one to another. Dr. Underwood briefly 
described the Wellcome Historical Medical Library, which was 
then opened for inspection. Among the books exhibited were 
a collection of mediaeval manuscripts, books on the Great 
Plague of 1665, and some early herbals. Harvey’s De Motu 
Cordis, 1628, was displayed beside a well-printed Russian 
translation of the same work published by the Soviet Academy 
of Science as recently as 1948. 


Wills 

Dr. Henry Richard Belcher Hickman, for many years lecturer 
in physiology at Bristol University, left £25,135. Dr. George 
Edward Walker Henderson, formerly of Scone, Perthshire, left 
£17,317. Dr. Robert Gordon Strange, of Hampstead, N.W.3, 
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COMING EVENTS: 
University College Hospital 


The annual ‘meeting of University: College Hospital will 
be held at University College Hospital. Medical School, Uni- 


Beven, and Mr. Alistair Gunn. There -will also be a demon- 
stration ‘of mass miniature radiography films. The clinical 
meeting will be followed, by the annual general meeting at 
3 p.m., 


x 


versity Street; London, W.C., on’ Tuesday, November 1, at „Psychological Films 


5.30 p.m., when the chairman of the board of gọvernõrs, 
Major-General Sir Harold Wernher, will present the annual 
report of the activities of the hospital, including St. Pancras 
Hospital and the Hospital for Tropical Diseases. Members of 


_ the public are invited to attend the meeting. 


Royal London Homoeopathic Hospital 


A reception to commemorate ,the centenary of the Royal 
London Homoeopathic Hospital will be held in the Great 
Hall, B.M.A. House, Tavistock Square, London, W.C., on 
Wednesday, November 2, at 8.30 p.m. 


Electronic Instruments 


A symposium on electronic instruments in research and 
industry will be held by the Scientific Instrument Manufacturers 
Association on November 2-4 at the Examination Hall, 8-11, 
Queen Square, London, W.C.1. Particulars may be obtained 
from the association at 17, Princes Gate, London, S.W.7. 


Maudsley Lecture 


The twenty-fourth Maudsley Lecture will be delivered by 
Dr. W. Grey Walter before the Royal Medico-Psychological 
Association at the Royal Society of Medicine, Barnes Hall, 
1, Wimpole Street, London, W., on Thursday, ‘November 3, at 
2.15 p.m. His subject is e The Function of Electric Rhythms 
in the Brain.” Psychiatrists and other medical practitioners, 
psychologists, and members of the legal profession, teachers, 
and students, and all interested are-invited to attend the lecture. 


Admission is without ticket. 
t 


Welsh Region Consultants .and Specialists 


The annual meeting of all the consultants and specialists in 
the Welsh Hospital Region will be held at the Cardiff Royal 
Infirmary on Sunday, November 6, at 2.30 p.m. The main 
business of the meeting will be to consider the report of the 
honorary secretary on the ‘activities of the regional committee 
for the. past year and’ the report of the representatives of the 
committee on'the Central Consultants and Specialists Com- 
mittee. The meeting will also re-elect the regional committee 
- for the ensuing year. , 


Conference on Health Education 


The Central Council for Health Education will hold-a con- i 


ference at the Central Hall, Westminster, London, S.W.1, on 
. November 8-9. It will be opened by Lord Woolton, president of 
the Central Council, and will be on the objects and methods of 
health education. The conference fee is 21s., and information 
may be obtained from the Central Council at Tavistock MOUS 
Tavistock Square, London, W.C.1. 


Guild of Hospital Librarians 


The Guild of Hospital Librarians will hold a conference 
-on “The Hospital Librarian in the Children’s Ward” at 
Chaucer House, Malet Place, London, W.C.1, on November 9 
at 2.30 p.m. Dr. Letitia Fairfield will bei in the “chair. Particu- 
lars may be obtained from the honorary secretary of the guild 
at the Central Library, Bexleyheath, Kent. 


Lewisham Hospital Group i 


The Lewisham Group Hospital Management Committee will! 
hold a meeting at Lewisham Hospital on November 11 at 
7.30 p.m. to make „public the activities of the group. `The 
chairman will describe the group’s work during the period 
July 5 to December 31, 1948, and there will be oppormaity 
for questions and discussion. 


S. 7 Metropolitan Regional Tuberculosis Society 

A general meeting of the South-East Metropolitan Regional 
Tuberculosis Society will be held at Grove Park Hospital, 
Marvels Lane, Lee, S.E., on November 12, at 10 for 10.30 
a.m., when papers will be read by DE M. N. Nagley, Dr. G. 


r 


_ Diseases ” 


The Scientific Film Association will hold a symposium on 
“ Problems in ‘Making Psychological Films” at the Wellcome 
Foundation Institute, 183, Euston Road, London, N.W.1, on 
November 16 at 7 p.m. Colonel B. Ungerson will be in the 
chair. Admission will be by ticket only, which can be obtained 
from the association at 4, Great Russell Street, London, W.C.1 


Empire Rheumatism Council 

The Empire Rheumatism Council has arranged an autumn 
week-end postgraduate course to be held at the Apothecaries” 
Hall, Blackfriars Lane, Queen Victoria Street, London, E.C., on 
Friday, Saturday, and Sunday, November 18, 19, and 20, with 
the following programme : November 18, 4.30 p.m., Dr. wW. S.C. 
Copeman, “‘Recent ‘Advances in the Treatment of the Rheu- 
matic Diseases”; 5.30 p.m., Dr. G. D. Kersley, “Geut.” 
November 19, 10 a.m., Dr. F. Dudley Hart, “ Spondylitis ” ; 
11.15 am., Dr. H. J. Gibson, “ Pathology of the Rheumatic 
. 2°p.m., Dr. E. G. L. Bywaters, “Juvenile Rheu- 
matism ” ; 3 p.m., Dr. W. S. Tegner, “ Rheumatoid Arthritis— 
Recent Developments ” ; 4.30 p.m., Dr. Oswald Savage, “ Non- 
articular Rheumatism.” November 20, 10 a.m., Dr. Hugh 
Burt, “ Physical Methods in the Treatment of the Rheumatic 
- Diseases ” ; 11.15 a.m., Mr: W. D. Coltart, “ Orthopaedic Aspects 
of the Rheumatic Diseases.” ,The fee for the course is £2 2s.. 
and entries (limited to 100) must reach the general secretary of: 
the council, Tavistock House North, Tavistock Square, London. 
W.C.1, at least one week before the course opens. 

` i 
' SOCIETIES AND LECTURES 


i] 


Monday 
Lonpon UNrversirty.—At University College (Chemistry Theatre) 
Gower Street, London, W.C., October 31, 5 p.m., “The 


Chemistry of the Transuranics and Other Newly Discovered 


Elements,” by Professor H. J. Emeleus, F.R.S. 
LONDON’ University.—At Westminster Medical School (Meyerstein 
Lecture Theatre), Horseferry Road, London, S.W., October 31. 


5.30 p.m.,“ The_Indispensability of Biologically Labile tad 
Groups in the Diet and Transmethylation,” by Professor V. du 
Vigneaud (Cornell University Medical College). 

UNIVERSITY COLLEGE, Gower Street, London, W. C.— October 31. 
4 i ‘Technique and Applications of Tissue Culture,” by 

se eee Waymouth. 
Tuesday 


DONCASTER MEDICAL Socirery.—At Parkinson’s Café, Doncaster. 
November 1, “ Puerperal Fever,” by Dr. W.,Lomax, preceded by 
dond at 7 45 for 8 pm. Joint meeting with Doncaster Division 


Neri. OF DERMATOLOGY, 5, Lisle Street, Leicester Square. 
London, W.C.—November 1, 5 p.m., “ Arsenic and the Skin." 
by Dr. W. J. O’Donovan. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road. 
London, W.C.—November lp 2 15 p.m., “ The Respiratory Traci 
in Infectious Diseases,” by E. H. R. Harries. 


Wednesday 


LONDON County MepicaL Society.—At Whittington Hospital, High- 
gate Hill, N., November 2, 3 p.m., clinical meeting. 

LONDON UNIveRsiry.—At Westminster Medical School (Meyerstein 
Lecture Theatre), Horseferry Road, London, S.W., November ca 
5.30 p.m., “ The Indispensability of Biologically 'Labile Many 
Groups in the Diet and Transmethylation,” by Professor V. 
Vigneaud (Cornell University Medical College). 

-RoyaL INSTITUTE OF PUBLIC HEALTH ‘AND YGIENE, 28, Portland 
Place, London, W.—November. 2, 3.30 p.m., “ The Preparation of 
Food for Human Consumption,” by Dr. A. G. G. Thompson. 

RoyaL MicroscopicaL Society, B.M.A. House, Tavistock Square, 
London, W.C.—November 2, 6 p.m., meeting of Biological Section, 
s inex versie Phase Microscopy,” by Dr. G. A. Harrison and Mr. 
M. L. Curties. 

Sea PSYCHOTHERAPY CENTRE, 7, Fellows Road, London, N.W.— 
November 2, 5 p.m., “ Instructional Group Psychotherapy, I” by 
Dr. E. N. Snowden. 

Society OF PUBLIC ANALysTs.—At Chemical Society, Burlington 
‚House, Piccadilly, London, W., November 2, 6.45 p.m., ordinary 
Meeting. “ Some Recent Advances in Water Examination,” short . 
‘contributions on this subject by Messrs. J. H. Hamano C. B 
Taylor, Roy C. Hoather, G. U. Houghton, and J. E. Houlihan. 
A -discussion will follow. 

\ 


_ 
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Thursday 
‘FACULTY oF HoMoEOPATHY.—At Royal London Homoeopathic 
Harpit, Great Ormond Street, London, W.C., November 3, 
p.m., “ Homoeopathic Experiences at Home and Abroad, ” by 
De Q. Muriel F. Adams. 

HONYMAN GILLESPIE LecrurE.—At Anatomy Theatre, University 
Se Buildings, Teviot Place, Edinburgh, ovember 3, 5 p.m., 
“GPL: Its Juvenile and Senile Types,” by Dr. R, M. Stewart. 

INSTITUTE OF DERMATOLOGY, - Lisle ‘Street, 
London, ,W.C.—November 3, `% pm, “ Nutritional Disorders of 
the Skin,” by Dr.’ B. Russell, - 

[INSTITUTE OF LARYNGOLOGY AND OrToLoGy, 330, Gray’s Inn Road, 
London, W.C.—November 3,‘2.15 p.m:, “ The Surgical Treatment 
of Otosclerosis,” by Dr. I. Simson. Hall. 

LONDON UNIvgrRsITY.—At Royal Society of Medicine 1, Wimpole 
Street, London, W., November 3, 5 p.m, “ Tonsillar Function: 
A Review of the Evidence,” Semon Lecture by Mr. A. J. Wright 
(University of Bristol). N 

RoyaL MEDICO-PSYCHOLOGICAL ASSOCIATION. —At Royal Society of 
Medicine, Barnes Hall, 1, Wimpole Street, London, W., November 
3, 2.15 p.m., “ The F unction of oe Rhythms in the Brain,” 
24th Maudsley Lecture by Dr. W. Grey Walter. 

SOCIETY FOR CULTURAL RELATIONS WITH THE U.S.S.R.—At University 
of London Institute: of Education, Malet Street, W.C., November 
+3, 7.30 p.m., “ Pavlov, Scientist and Man: His Place in the History 
of Civilization,” by Mr. J. G. Crowther. 

ST. GEORGE'S HOSPITAL MEDICAL, ScHooL, Hyde Park Corner, 
London, $:W.—November 3, 4.30 p.m., lecture-demonstration : 

“ Neurology,” by Dr. A. Feiling. 

WREXHAM AND Districr CLINICAL SocieTy.—At Wynnstay Hotel, 
Wrexham, November 3, 
Clinic,” by Dr. Cyril Clarke, Preceded by dinner at ‘7.30 p.m. 


3 Friday 
MAIDA VALE HOSPITAL FOR Nervous DISEASES. MeDIicaL SCHOOL, 
Maida Vale, London, W.—November 4,5 p.m., clinical demonstra- 
tion by Dr. Russell Brain. 
ROYAL INSTITUTION, 21, Albemarle Street, London, W.—November 4, 
p.m., . “ The Dimensions of Animals ‘and their Muscular 


Dynamics,” by Professor A. V. Hill, F.R. 
ROYAL INSTITUTE OF PHILOSOPHY, 14, Gordon Sione, London, 
. W.C.—November 4, 5. 15 pm, “Neutral Monism and the 


Philosophy of Nature,” . by Professor H. H. Price 
RoyaL MEDICAL SOCIETY, 7, Melbourne Place, 
November 4, 8 p.m., “ The Aetiology and Treatment of Ulcerative 
Colitis,” by "Mr. C. W. Mercer. 
SOCIETY OF Sess oF SouTH WALES.—At Park Hotel, 
Cardiff, November 4, .7 p.m., dinner-meeting. Address by Dr. 
_ John Gillies. 
UNIVERSITY COLLEGE, Gower Street, London, W. C.— November 4, 
5.15 p.m., “ Transmission of Excitation in Nerve and Muscle,” by 
Dr. Bernhard Katz. 
Saturday . 


INSTITUTE OF LARYNGOLOGY AND Oroxocy,’ 330, Gray’s Inn Road, , 


London, W.C.—November 5, 11.15 a.m, “ Examination and Treat- 
m of Children; particularly those of School Age,” by Mr. Henry 
ors‘er. i 

INSTITUTE OF OBSTETRICS AND GYNAECOLOGY. —At Postgraduate 
Medical School of London, Ducane Boan W. November 5, 
11 a.m., “‘ Puerperal Infection,” a A. M. Ramsay. 

York MepicaL Socirety.—At 17, tonegate, York, November 5, 
8.30 p.m., “ Some Diseases of the Skin of Interest to General 
| Practitioners,” by Dr. H. W. Barber. 
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APPOINTMENTS 


Lard Nathan of Churt has been appointed a Crown Representa- 
tive on the General Medical Council. pa i 


"> 








BIRTHS, MARRIAGES, AND DEATHS 


: BIRTHS ' i 
Anderson.—On October 13, 1949, to Doris (née Twiddy, 'S.R.N., S.C.M.), wife 
of Dr G. Anderson, 192, Hawthorn Road. Birmingham, 22C., a son, 
Blench.—On October 8. 1949, at the Queen Elizabeth Hospital, Birmingham, 
to Dr. Pearl Blench (née Evans) and Dr. Athelstan Blench, a daughter. 
Borchill.—-Ow October 19, 1949, to Mrs. K. Burchill (née Birkhead), wife of 
Dr. K. Burchill. 132, Moorside Road, Davyhulme, Manchester, a daughter. 
Ctements.—On October 14, 1949, to Megan. wife of Dr M. W. L. Clements, 
149, Warwick Road. Kenilworth, a son. -~ 
_Geddfe.—On October 9, 1949. at Rubislaw Nursing Home, Aberdeen, to 
Margaret (née Cook), wife of Dr. John M. Geddie, a daughter.. 
Markowe.—On October 15, 1949, at Garrett Anderson Maternity Home, to 
Helen (née. Teff), wife of Mors Markowe, M.D., a daughter—Lesiey. 


t MARRIAGE 


Scott—Wilson.—On October 1, 1949, at All Saints Church, Gosforth, Newcastle- ’ 


upon-Tyne, Cedric Mathieson Scott. M.B., B.S, of Hartlepool, to Gwendoline 
Doxford Wilson of Fawdon Park, Newcastle-upon-Tyne. 


, ‘ DEATHS 
Cassidy.—On October 22, 1949; at 42, Montagu Sag London, W., 
-. Sir Maurice Alan Cassidy, G.C.V.O., C.B, MD, FRCP. 
Hawthorne.—On October 24, 1949, at 113, New Church Road. Hove, Charles 
Oliver Hawthorne. M.D.. D.Sc; LL.D., F.R.C.P., late of 63, Harley Street, 
London, W. 
Woods.—On October 23, 1949, at 5, Albert Teac; Douglas, Isle of Man, 
Lionel Dudley Woods, O.B.E., L.R:C.P.&S.I., aged 63. 


Leicester Square, ' 


“Some Reflections from an Allergy 


` Edinburgh. —' 


ı cases. 


- . Any Questions 








<>. Correspondents should give their names and addresses (not for 


“~pnblication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


- Amphetamine Sulphate 


Q.—(a) What are the toxic effects of amphetamine sulphate ? 
Can these arise with normal dosage? Are any risks associated 
with long-continued use of moderate doses? (b) Is amphet- 
amine sulphate desirable as a slimming agent? Is it better or. 
safer than thyroid? Should not all slimming be done by the 
control of injake of food alone? 


_ A.—(a) The common toxic effects of amphetamine sulphate 
are: restlessness, insomnia, and irritability ; palpitation,’ extra- 
systoles, and rarely a persistent rise in blood pressure ; dryness , 


, of the mouth, anorexia, and flatulence. These symptoms may 


be experienced to a mild extent, even with moderate dosage, 
by some individuals who are, peculiarly sensitive to the drug, 
but subsidé.as soon as it is withdrawn. There is little risk 
associated with long-continued administration of moderate 
doses. -’ The ‘danger of inducing or aggravating hypertension 
by its use is very slight, though the drug should probably be - 
avoided by hypertensive subjects and by those suffering from 
coronary disease and cardiac arrhythmias. A very few unstable 


, individuals who have experienced the euphoria which amphet- 


amine induces may be tempted to increase the dose and thus 
develop an addiction with chronic hyperexcitability alternating 
with melancholia. As tolerance and severe craving are not 
features of the addiction, withdrawal is easy. The usual dose 
in the treatment of obesity is 5 mg. three times a day before 
meals, but if the last dose.is taken later than 4 p.m. sleepless- 
mess may’ result. 7 

(b) Amphetamine and thyroid act quite differently in assisting 
weight-reduction: the former diminishes the desire for food 
and so helps a patient to avoid eating more than has been: 
prescribed ; the latter stimulates metabolism ,and thus increases 
the rate of combustion of food. Neither is dangerous if it is 
properly prescribed and the patient is supervised while taking 
it. The evil effects of overdosage with thyroid are more serious 
than those produced by overdosage with amphetamine, and 
last longer after withdrawal of the drug. The majority of people 
lose weight satisfactorily on’ a sub-caloric diet alone without 
the need to prescribe either drug, which should never be used 
as a substitute but only as' an adjuvant to dieting. Properly 
employed, however, both drugs- may be valuable in certain 
Amphetamine may be useful, particularly in the early 
stages of treatment, for patients who complain of extreme: 
hunger and depression as the result of a low-calorie diet; 
whereas thyroid is more ‘valuable in the later stages of treat- 
ment, when the weight loss due to careful dieting may become 
unduly slow owing to the reduction in metabolic rate which 


i invariably occurs on low-calorie intakes, and which is shown 


in its greatest degree in ‘the completely fasting individual. 


Chemical Sympathectomy 


Q.—What exactly is “ chemical sympathectomy”? To what 
extent and in what kind of cases can it replace surgical sympa- 
thectomy? Does it ever provide a form of therapeutic test 
which would indicate the need for sympathectomy ? 


+ A.—Sympathetic nerve impulses may be temporarily inter- 
cared either locally by procaine injection of the ganglia and 
nerve trunks or, generally, by systemic administration of auto- 
nomic ganglion blocking agents such as tetraethylammonium 
bromide. In peripheral vascular thrombosis or embolus, sympa- 
thetic nerve block, by releasing vascular tone in the collateral 
circulation, may prove a valuable adjunct i in conservative treat- 
ment. By similar vasodilator action, procaine block gives an 
indication of the benefit to be expected from surgical sympa- 
thectomy in such diseases as thrombo-angiitis obliterans, the 
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response being poor when the obstruction is largely organic 
and involves the whole vascular tree. In the sympathetic 
dystrophies, such as causalgia and painful phantom limb, 
dramatic relief of pain may follow procaine block, the bene- 
ficial effect long outlasting the period of chemical action. For 
details of injection technique the larger works must be con- 
sulted, and it is advisable to practise first on the cadaves_usi 
coloured injection solutions, since sympathetic trunks lie in 
contact with several vital structures. 

In assessing the probable response of the hypertensive patient 
to sympathectomy, the “sodium amytal ” sedation test is prefer- 
able to any measure more directly aimed: at interference with 
sympathetic activity. When the aim of treatment is interrup- 
tion of the renal shunt mechanism as in the management of 
some cases of anuria, spinal analgesia is probably the easiest 
method of producing temporary bilateral sympathetic denerva- 
tion of the kidneys. _ Tetraethylammonium bromide can be 
given intramuscularly to bed patients only and blocks all auto- 
nomic ganglia. It produces, amongst other effects, postural 
hypotension. Good results’are claimed for its use in Buerger’s 
disease and causalgia, and it has been'used with some success 
in the treatment of pre-eclamptic toxaemia of pregnancy. Work 
in this field, however, must still be regarded as being in the 
experimental phase. 


Breathing through a Closed-circuit Apparatus 


Q.—The use of the closed circuit and absorption of carbon 
dioxide entails gross interference with the normal mixture of 
gases in the pulmonary alveoli. Is this harmful? What are 
the subjective sensations when the closed-circuit atmosphere 
without any anaesthetic agent is breathed for, say, an hour? 


f . 

A.—So long as the patient breathes spontaneously, the use 
of an efficient closed-circuit apparatus entails no “ gross inter- 
ference with the normal mixture of gases” in the alveoli. In 
fact, this method reproduces conditions of normal respiration 
more faithfully than any_other form of administration. Since 
practically all the exhaled carbon dioxide is removed, the 
inspiration contains only the minutest quantity of this gas, as 
=i the case in normal life. Resistance to breathing in a well- 
designed apparatus should be so small as to have no observable 
effect. i 

In order to answer the last part of the question the writer 
himself breathed from a Coxeter-Mushin absorber for an hour. 
A colleague made frequent observations of the pulse rate, the 
character of respiration, and the colour and condition of the 
skin. The only subjective symptoms were the discomfort of 
the mask pressure on the face (necessary to obviate leakage), 
the initially unpleasant smell of rubber, a slight but dot un- 
comfortable sense of warmth, and a sense of great boredom 
during the proceedings. The pulse remained steady at 60, and 
the respirations were rather shallow with am occasional deep 
breath. At the end of the experiment no after-effects whatever 
were observed, normal activities. being immediately resumed. 


Progesterone Treatment of Rheumatoid Arthritis 


Q.—Has progesterone proved effective in 
arthritis? What is the usual dosage, and what 
rationale of this treatment? : 


rheumatoid 
is the 


A.—Progesterone has been used experimentally in the treat- 
ment of rheumatoid arthritis, but conflicting reports have been 
received regarding its efficacy. Probably it is capable of pro- 
ducing some improvement in certain cases. No standard dosage 
, has been laid down. The rationale is based on the observed 
fact that sufferers from this disease are often much benefited 
if they become pregnant. -Progesterone is ‘the chief ovarian 
secretion in the Jatter part of pregnancy. 


Clonorchiasis 
Q.—What is the treatment of clonorchiasis ? 
A.—Treatment of clonorchiasis is often unsatisfactory. 
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` Cord Round the Neck 


Q.—A woman aged. 29 was delivered of a stillborn child`a: 
full term. Death was apparently due to the cord being looped 
three times round the neck. The patient is now pregnant again 

there a greater liability than in other cases of the same 
complication occurring ?° 


~A.—Cord round the neck which, as the head descends. 
tightens to such an extent as to interfere with foetal circula- 
tion can certainly cause stillbirth. It is, however, a rare cause 
of foetal death and a chance occurrence which is not specialis 
liable to recur in-any one case. If other causes for the stillbirth: 
have been excluded the patient can be reassured. 


Pruritus 
Q.—Is there any treatment for severe pruritus of the scalp ? 
The itching is worst after the patient has been in ‘bed half an 


hour and on rising in the morning. The scalp is clean and free 
from rash or parasites, nits, or swollen glands. 


A.—In the absence of general vascular or metabolic disease. 
pruritus capitis, like pruritus ani, is generally nervous in origin 
Perchloride of mercury (1 in 1,000) in spirit and water with 
fractional doses of x rays locally, and phenobarbitone 4 to 4 gr 
(16 to 32 mg.) internally, are suggested. Rubbing and scratch- 
ing and vigorous treatments are to be avoided. Gentle washing 
once or twice a week should be sufficient to keep the scalp 
clean. ‘ 


“ 


NOTES AND COMMENTS 


Glasses’ in Myopia.—Dr. D. PRIESTLEY SMITH (Birmingham) 
writes: I am glad to see what Mr. A. Seymour Philps says (October 
8, p. 824). After many years of ophthalmic practice J am satis- 
fied that in myopes of moderate degree glasses are needed only foi 
the definition which they give at the time: that is to say, glasses do 
not prevent myopia from increasing, and there is no need, on that 
score, for thèm to be worn all the time. Many boys and girls only 
need them in the class-room so as to read the blackboard. Other 
choose to keep them on all day so as not to miss the details of the 
world around them. But, as regards the welfare of the eyes, it does 
flot “matter which they do! “In high myopia the question’ does not 
arise, for the patient cannot do anything without his glasses. 


Threadworms in Infants.—Dr. W. R. Core: (Bristol) writes: Your 
answer in “‘ Any Questions ? ” (September 17, p. 661) on treatment 
of threadworms, wherein you advise even hospital admission in order: 
to administer the gentian violet capsules, would hardly be well 
received by those responsible for allotting hospital beds. Treating 
this condition in my own critical household, I successfully deceived 
the young patient (who had already bitten one, and so tasted and 
seen the rather frightening result) by concealing the capsule in a 
soft-centred sweet. I have often advised this since, but unfortunately 
the older child usually discovers this after a few times. Surprisingly. 
you did not mention “ diphenan ” 7}-gr. (0.5-g.) tablets (one-quarter 
tablet t.d.s. for ages under 2 years), which are quite tasteless and 
crushed’ with sugar will deceive all, the only snag being the castor 
oil recommended at the end of the week’s course. 





Corrections 


Dr. Sruart Laiptaw (Glasgow) writes: In your issue ol 
October 8 (p. 808) you state in the paragraph of the second 
columt commencing *“ Dr. Stuart Laidlaw (Glasgow)”’ that the 
waiting-list for sanatorium beds is 16,000 in Glasgow. This should 
have read 1,600. 


A printer’s error caused the name of the new president of the 
Medical Defence Union, Mr. Ivor Back, to be printed as Mr. Ivor 
Black in the Journal of October 1 (p. 752). 
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of choice ; chrysotherapy.is of very doubtful value. In resistant 
cases it might be worth while trying the effect of emetine in 
view of this drug’s actioę, against other trematodes. 
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LIVER DAMAGE PRODUCED BY FEEDING ALCOHOL OR SUGAR | 
roo." , >, AND. ITS PREVENTION BY CHOLINE* a 


' BY \ 
~ n e 


p m e TE H. BEST, M.D., F.R.S. W. STANLEY HARTROFT, M.D. l 
, ©  €..C. LUCAS, PED: AND JESSIE H. RÍDOUT, Ph.D. i tg f 


à ; ee i - Po i Dning A P ` : 
(From the ‘Banting and Best Departiment of Medical Research, . University of Toronto) 
ae ee * [Wit PgotoGRavore PLATE] - 


/One-of the first suggestions that over-indulgence in alcoholic (coccidiosis,' etc.) or to'a chronic periportal inflammation 
beverages may' damage the liver was made by Thomas _ which is common ‘among: adult untreated rabbits. Moon 
Addison; ‘physician to Guy’s’ Hospital, London (Addison, concluded: “ Without minimizing the contributory or pre- 

. 1836). He wrote: “With respect to’ the ‘causes of.this disposing influence which alcohol may exert, it must be 
-fatty degeneration of. the liver, very ‘little, or absolutely concluded that experimental evidence has not substantiated i 
: nothing, is known. In most of the cases which I have met the belief that alcohol is a direct cause of cirrhosis.” 

with, there has been either positive or strong presumptive - Experimental evidence that long-continued presence of 
evidence that the-individual had indulged.in spirit-drinking ;' abnormal’ amounts of fat in the liver does give rise to 
and indeed thé most exquisite case I ever saw in a young cirrhosis. was supplied by Chaikoff, Connor, and Biskind 
subject occurred in a female who had for some time sub- . (1938) using depancreatized dogs. which had been 
‘sisted almost exclusively. on ardent spirits. On the other maintained with insulin for periods up to five years. Pro- 
hand; the extreme frequency of the degeneration in France, ` duction of cirrhosis in normal dogs by feeding alcohol to 
where’ the people are but little given to such indulgence, -animals in which a fatty liver had previously been estab- 
‘throws considerable doubt ‘upon such ‘an_ origin of the ` lished by dietary‘ means was reported by Connor and 
complaint”) ` IEE gaai an N ; l Chaikoff (1938), but: the relationship of the alcohol to the 
.'A'few years latér Rokitansky (1849), pathologist to the cirrhosis became questionable when Chaikoff and Connor 
Imperial Royal General Hospital in Vienna, reached a . (1940) produced’ cirrhosis in normal dogs by dietary means 
similar conclusion concerning the responsibility of alcohol alone (high fat and.low protein). A series of papers from : 

_ for at least one type of fatty liver. Rokitansky noted the the -National Institute of Health, Bethesda, Maryland, , `~- 

frequent occurrence of cirrhosis of the liver in drunkards. ‘reported that.the consumption of alcohol by rats increased’ 

- He was possibly the first to suggest that cirrhosis follows the severity: of „dietary cirrhosis and that supplements of 
fatty changes in the liver. a ian re ‘Choline chloride or of methionine (or an increase in the 

n The earliest references to, éxperimental studies of the dietary casein) prevented the development of cirrhosis and\ 
effects of alcohol were concerned.with its effect on the brain were beneficial in its treatment (Daft, Sebrell, and Lillie, 

. (Dahlström, mentioned by Magnus Huss, 1852 ;: Duchek, > 1941 ; Lillie, Daft, and Sebrell, 1941 ; Lowry, Daft, Sebrell, 

1853). Kremiansky (1868), in the, course of similar investi- ‘Ashburn, and Lillie, 1941; Lowry, Ashburn, Daft, and 
gations, noted that one, of four dogs receiving increasing Sebrell, 1942; Lillie, Ashburn, Sebrell, Daft, and Lowry, 
doses-of alcohol up to 6 oz. (170 mI) daily for three months 194D. ’ , 
developed, fatty changes of the ‘liver and heart and a. More recently, however, Ashworth (1947) concluded that 
catarrhal condition of the kidneys. Ruge (1870), however, ‘alcohol exerts actoxic effect even when the diet is adequate. 
seems to have. been. the, first to show: clearly that an. Rats on high-casein diets and others on low-casein diets. 
accumulation of fat occurs inthe livers of dogs given. “were given 1.5 ml. of 25% alcohol per .100 g. body weight 
increasing daily. doses of alcohol by stomach-tube. He by stomach-tube daily for two months, and 10% alcohol 
"noted incidentally that the nature of the diet influenced the was ‘supplied in place of drinking-water ; control groups 
amount of fat found in the liver, _ without alcohol were “ pair-fed” the same basal ‘diets. 
Moon (1934), in his comprehensive and critical review Since all the rats lost: weight, whether -alcohol was present 
of the experimental work-on alcoholic cirrhosis, concluded ór not, it is questionable whether the basal diets were 
that none of, the experimental procedures had been success- - adequate, Interpretation of the data is therefore difficult 
ful in producing: cirrhosis in animals, other than rabbits, (see “ Discussion”). “ a ee ae 
by alcohol alone. He pointed out that’ many of the so- - Although Ashworth (1947) pair-fed his rats, the calorie 
called~“ positive ” results with-rabbits must'be discounted intake of ‘those consuming alcohol was considerably ‘in 
owing to the presence of intercurrent liver infections excess of those drinking water. To determine what effect 
*A_ very brief account of this work was presented’ at the Detroit Calorie imbalance might have upon the results, we have i 
Meeting of thë American Physiological Society, 1949, performed experiments in which, for the first time in a 
ro ' ' g ? bd ; ' AKIZE 
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study of the effects of alcohol, isocaloric pair-feeding ‘has | 
been used. Groups of rats not receiving alcohol were, 


isocalorically, pair-fed with those ingesting alcohol. -The 


extra calories (equivalent to those supplied by the, alcohol), 
were provided’as finely powdered sucrose. > ` '`, ¢o o> 


' The effects of various lipotropic supplements added to the 


diets of the rats consuming alcohol were studied. The patho; 


logical changes.in the liver produced in these experiments 
are attributed to an imbalance of calories and vitamins, 


` particularly to an induced inadequacy of lipotropic factors 


consequent upon, the increased calorie intake. Adequate 
amounts of choline chloride, methionine, or casein always 
protected the liver. Under these particular experimental 


- conditions there is no more evidence of a toxic effect of 


í 
+ 


~ 


pure ethyl alcohol upon the liver cells than there is of a 
poisonous action of an amount of sucrose which supplies 
the same calorie intake. In fact, there is no suggestion that 
either alcohol or sucrose exerts a direct hepatotoxic effect. 
The fatty and fibrotic changes are due to a deficiency of 
the lipotropic factors. `` í me a 


i 
£ 


p Experimentai 

A total of 188 male rats (150 to 200 g.) were divided 
among 12 groups unequal in numbers but ‘with comparable 
weight distribution (see Table I). The animals were housed 


TABLE I.—ZLiver .Lipids and Fibrosis , 


ka 





` 





: : : i fen AI .' l Diet Pair- 
‘ Diet Alone |: Diet ad lib. Diet Alone 
Supplement \ . fed +. Sugar 
ad lib. + Alcohol (Pair-fed) |, (lscealoric) 
SOS 2 (20) 3 . (32) 4 (12) 
None 18% 7/15 10% 2/28 26% 7/9 
Choline chloride f. 5. (20) ` 6 (12) 
0:5% 7% 0/18 i 6% 0/12 
Methionine » 8 (20) 7 (12), 
a me Os re as 
r o A I 
Casein 17% 8% 0/18 l 7% ‘O/11 
t | i 








[28 3 : 
Average daily food consumption (without alcohol), 14 to 15 g. 
Average daily food consumption (with alcohol), 11 g. 
Alcohol supplied 18% total calories in Groups 2, 5, 8, and 10. 
Group numbers in bold face type and original number of rats per group in 
arentheses. Average total liver lipids as percentage of fresh liver weight is shown 
elow group'number; number of. livers showing fibrosis is given as numerator 
of a fraction in which-denominator is the number of livers’ carefully examined 
after rats had eaten diets for 6 months. i 


in individual all-metal cagés provided with a false bottom 
-of coarse wire screen. A 15% (by volume) aqueous solu- 
tion of purified ethyl alcohol was given in place of drinking- 
water to four groups of rats throughout the whole 
Yexperimental period, which lasted 177 days. . These groups, 


~~~-'(2, 5, 8, and 10), were offered their respective diets and the 
alcoholic solution ad libitum, and the amounts of each con- 


sumed were recorded daily. Four other, groups of rats- 


(4, 6, 7, and 11) started four days later were fed the same 
amount and kind of diet consumed by Groups 2, 5, 8, and 
10, respectively. .An attempt to achieve’ calorie equivalence 
was made by adding enough powdered sucrose to each of 


the former diets to supply the calories provided by the 


= alcohol consumed by the corresponding group. These 


groups of rats and the remaining ones were given tap-water 
ad libitum. To assess the effects of the extra calories pro- 
vided by the alcohol (or sucrose supplement) it.is necessary 
to know the effects of the amount of basal diet’ consumed 
by the rats of Groups 2 and 4. The rats of Group 3 (started 
four days later than those of Group 2) were therefore 
“group pair-fed”. on a diet-weight basis’ with those of 
Group 2. Only 12 rats’ were available for this group when 
the main experiment was started (June 24, 1948) ; 20 rats 
(referred to as Group 3A) were’.started one month later 


under identical dietary conditions. . The rats of Group 0 


“were included to observe the effects of the basal diet alone, 
1% my Mines a \ . : i ` 


J 
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‘when offered ad libitum, and those of Groups 1 and 9 were 
used.;to study, the effects. of the lipotropic supplements 
(choline and’ protein, respectively) when added to the basal 


‘diet -and- fed, ad libitum. _ Further ‘experimental conditions 


willbe described in detail in the following paragraphs. 
Odi. ode _. The Dict a 
.A basal ration was desired which ‘would be as nearly 
adequate as possible: in all its dietary components except 
the lipotropic factors. However, it was .considered in- 


- advisable to permit an: excessive accumulation of liver 


fat, since any effect attributable to alcohol alone would be 
difficult to assess if superimposed on a liver made exces- 


‘sively fatty by the basal diet. The small amount of choline 


chloride (0.05%) added: to the basal ration was determined 


` by preliminary experiments to be just sufficient to maintain 


the total liver lipids at about 10%, which was arbitrarily 
considered to be a satisfactory basal level for these 
particular studies. sk 

The basal diet had the. following composition, in percen- 
tages: casein 10, gelatin 5,zein 3, cystine 0.3, salts (Beveridge 
and Lucas, 1945) 5, celluflour: 2, sucrose 41.7, starch 10, 


_dextrin 10, beef fat 10, corn oil 2, “vitamin powder” 1, 


cod-liver-oil concéntrate* 0.015, @-tocopherol acetate 0.01, 
choline chloride 0.05. The “ vitamin powder” contained 
thiamin. hydrochloride 0.5 g., riboflavin 0.25 g., pyridoxin 
hydrochloride 0.2 g., calcium pantothenate 1 g., nicotinic 
acid 1 g., folic acid 0.05 g., 2-methyl-1-4-naphthoquinone 
0.1. g., para-amino’ benzoic acid 10 g., and inositol 50 g., 
made up with finely powdered sucrose to 1,000 g. Rats 


‘consuming 10 g. of. diet daily received 50 ug. of thiamin 


hydrochloride and corresponding amounts of the other - 
vitamins. ` ` S 
. The methionine content of the diet was estimated to be 


` 420 mg. and the cystine content (with the supplement) was 


380 mg. per 100 g. Using calorie values per g. of 4 for 


_ protein, 4 for carbohydrate, and 9.3 for fat, the: energy 


content: of the basal diet was calculated to be 4.35 calories 
per g., of which 58% was-contributed by the carbohydrate. 
The ‘diets were freshly prepared at least once a week. The 
major dry ingredients for 5'kg. of diet were thoroughly 
mixed in a Hobart food-mixer, and a small portion (about 


500 ‘g.) was spread in a thin layer on a large tray.. The — 


minor ingredients (vitamin powder, cystine, or methionine) 
were ground individually in a mortar,with small portions of 
the dry mixture, and this was then sifted (40-mesh sieve) over 
the surface of the material in the tray. The choline chloride 
was ground separately until uniform with about 10 g. of the 
dry mixture, and then more of the dry mixture was added 
to the mortar until about 40 g. was present. This mixture 
was sprinkled over the surface of the, material in the tray. 
The cod-liver-oil concentrate and a-tocopherol acetate were 
dissolved in petroleum ether -and sprayed over the same 
mixture. The contents ‘of the tray were mixed by hand 
and then.returned to the Hobart mixer and blended 


‘thoroughly. The beef fat was melted and brought to a 


temperature of 130°:to 140°C., the corn.oil was added, and 
the hot fat was poured all at once into the mixer ‘and 
blended until uniform. The diets were kept in tightly closed 
tinned cans in a refrigerator at about 4° C. until required 
for use. n a 
“Alcoholic beverages: and commercial ethyl alcohol con-’ 
tain compounds other than ethanol. To what extent the 
other components (in some cases unknown) contribute to 
the effects of alcohol upon the liver cannot be’stated. Since 








-*This concentrate (Ayerst, McKenna, and Harrison, Ltd., Montreal, 


+ 


Canada)- contained 200,000 i.u. vitamin A and 50,000 i.u. vitamin D 
per g. f ; 
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the effects of ingesting alcohol may be due to the contamin- 
_ ants, the. ethanol, or the ratio of dietary calories’ to the 
adequacy of other nutriments, it was considered import- 
ant to eliminate the.contaminants as completely as possible. 
„Freshly. prepared silver oxide (about 10 g. per litre) was 
.added to so-called pure 95% ethyl alcohol. The mixture, 
shaken frequently, was left. at room temperature for at least 
` 24 hours. The alcohol was then decanted, made just alkaline 
with sodium hydroxide, and distilled through a packed » 
fractionating column running at a reflux ratio of about 
l0 to 1. The first 20% of distillate was rejected, about 
50%. was collected, and the remainder was discarded. A 
15% (by volume) aqueous solution of this material replaced 
the drinking-water of four groups (2, 5, 8, and 10) of rats: 
„Fresh liquid was supplied twice a week: It was dispensed to 
the ‘rats from 6-oz. (170-ml.) medicine bottles through a 
short piece of curved glass tubing with a tip slightly con- 
stricted in the flame so that liquid would not run out unless 
the rat lapped it. Sudden movements of the cage door 
were avoided to minimize leakage, since it was found that 
jarring the bottle permitted loss of a few drops of liquid. 
Losses due to evaporation .were shown to be negligible (less 
than 0.3 ml. per day). Whenever, for any reason, abnorm- 
„ ally large amounts of liquid seemed to have been consumed, 
leakage was suspected ; the average consumption of alcohol 
during the previous week was then used to ‘calculate the 
calories ‘thus .obtained by the rat: ° 
: i ' + 
; Technique of Feeding. ) 

The animals in Groups 2 and 4 were paid-fed on an. 
isocaloric basis. .The technique used’ in this isocaloric pair- 
feeding (which applies also to Groups 5 and 6, 8 and 7, 10 
and 11) will be described in detail. The rats of Group 2 
consumed the basal diet ad libitum, with 15% „alcohol to 
‘drink ; the total calorie intake was determined from the 
‘average consumption of food and alcohol over three-day 
periods. ‘The rats in Group 4 (started-four days later) were 
‘offered the basal diet in an ‘amount equal to the average 


value noted for those in Group 2, and enough finely . 


powdered sucrose was added to this food (with thorough ` 
mixing)’ to supply the calories contained in the average | 
amount of alcohol consumed by the rats of Group 2. The 
calculation of the amount of sucrose required was made 
on a somewhat arbitrary ‘basis. ‘Mitchell and Curzon 
(1940), in a, review. dealing with the \ food value 
of ethyl alcohol, stated that “for reasons at present 
unknown the energy of alcohol is not as well utilized in 
metabolism as ‘is the energy of glucose.” Mitchell (1935) 
estimated that the energy of-alcohol is’ only about three- 
fourths as available for physiological: purposes as that 
of sucrose.. He stated that its growth-promoting power is 
definitely less than that produced by a sucrose supplement. 
In the absence of, more specific information we ‘assumed 
' that calories from alcoholwere only three-quarters as effec- 
tive in causing gains in weight as were those of the sucrose 
supplements. Since 1 ml. of absolute ethyl alcohol weighs 
0.79 g. and the calorie value is given as 7.1 cal. per g., then 
1 ml. contains 5.6 cal., or 1 ml. of 95% alcohol corresponds ` 
to 5.3 cal. 
95% alcohol would ‘supply, 0.8 cal.: finally, if only three- 
quarters of this is available for promoting gains in weight, 
then 1 ml. is. equivalent to 0.6 cal., or approximately to 
0.15 g. of sucrose. ie i 

The rats were maintained on these dietary regimens for 
177 days. Pairs of’ rats chosen at random from Groups 
0, 2, 4, 5, 7, 8, 9, and 10-were killed at’ three weeks to 
determine to what , extent deposition ‘of liver lipids ,was 
taking place; again after 12 weeks pairs of rats from 


kj ` ' { 
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Groups 2 and 3 were sacrificed. All rats were anaesthetized 
with sodium amytal (90 mg. per kg. body weight, intra- 
peritoneally).. The animals were exsanguinated and the . 


' livers were removed and weighed immediately. Portions of 
. tight and- left lobes were taken for histological examina- ` 


tion ; the remainder was re-weighed and the total liver lipids 
were determined (Best, Lucas, Patterson, and Ridout, 1946). 
Blocks of liver, kidney, and certain other tissues were fixed 
in Heidenhain’s SUSA mixture for 24 to 48 hours. Paraffin 
sections were stained with haematoxylin and eosin, and, to 
demonstrate connective tissue, with azocarmine, aniline blue, - 
end orange G. : The degree of fatty vacuolation of the liver 


‘cells was recorded as 0, +, ++, +++, or +++. 


- 


l 


These histological data were in agreement with the 


. results of chemical determinations, and therefore only the 


latter are included in the Table. Numerous sections from 
each liver were examined carefully for signs of fibrous-tissue 
proliferation. 

Results 


No abnormalities were detected on gross, microscopical, 
or chemical examination of the livers of any of the animals 
receiving the diets containing the lipotropic supplements, 
whether or not alcohol (or extra sugar, isocaloric with 
the alcohol) had: been consumed. The rats maintained on ` 
the basal, diet alone (Group 0) grew well and (with the 
exception of one rat which showed some pancreatic 
disease) the total liver lipids ranged) from 7.7% to 12.8% 


‚with an average of 9.3%, and no liver fibrosis was observed. 


The average daily food consumption of the rats allowed to 
eat this diet ad libitum was reasonably constant at about 
14 to 15 g., as was that of the other rats not consuming 
alcohol and eating-ad libitum (Groups 1 and 9). All the rats 
consuming alcohol (Groups 2, 5, 8, and 10) ate less—only 
about 11.g. daily. The rats in the pair-fed groups (3, 4, 6, 
7,and 11) were therefore offered 11 g. of the corresponding 
diets daily. The rats of Group 3 gained less weight because 
of this restricted food intake, but their livers showed 
essentially the same chemical and histological picture as 
those of the rats of Group 0. 

The rats consuming alcohol without adequate lipotropic 
factors in the diet (Group 2) developed fatty livers with 
an average total lipid content (20%) about double that of 
the rats consuming the same amount of diet without alcohol 
(Group 3). One-half of the surviving rats drinking alcohol 
and eating the basal diet (Group 2) exhibited hepatic fibrosis, 
while in those without’alcohol (Group 3) fibrosis could be 
detected in only two out of 28 survivors, and in one of 
these the fibrosis was minimal. The rats fed sugar iso- 
calorically—i.e., those of Group 4—had on the average 
more fat (26%) in their livers and a somewhat higher 
incidence ,of fibrosis (7 out of 9 survivors) than those 


' receiving the alcohol (Group 2). However, in none of the 
livers of either Group 2 or Group 4 had the fibrosis 


One ml. of-a 15% by volume dilution of the ` 


advanced sufficiently to be considered frank cirrhosis. The 
greater production of fibrosis in the rats`of Group 4 


‘(sucrose) than in those of Group 2 (alcohol). probably may 


be explained by our failure to achieve an exact equivalence 
in calories between the rats of these two groups. . Some 
evidence for this is apparent in Chart J, in which it will 
be noted that the average final weight of the rats receiving 
the sugar supplement exceeded by about 16 g. that of the rats 
consuming -alcohol. This is a rather small discrepancy in 
weight at the end of a test period of six months, but the > 
difference it represents in calorie intake may be sufficient 
to account for the slightly greater liver damage. Chart II 
indicates a more successful attempt at pair-feeding in 
the rats receiving choline. The curves require no 
further comment except that the dips seen'in all of 
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\ them at ‘about 80 to 90. days are related to `a period of.. 
exceedingly hot weather, during which the air-conditioning 


_ equipment failed to function properly. Since the growth . 


curves of the animals given supplements of methionine or 
casein (Groups 7, 8; 10,-and 11) are essentially the same as 
those in Chart II, they, “will not be presented. ‘The rats of 
Group 0 (basal diet ad libitum) grew most rapidly, those of 
Groups 1 and 9 only slightly less‘ well.- The rats of Group 
0 consuming 14.9 g. of food per day (65 calories) gained 
on the average 262 g. Those of Group 3 consuming 11.2 g. 
-(49 calories) of the same diet gained only, 137 g. Rats of 
Group 2 eating essentially the same amount (11.4 g.) of 
diet but obtaining also 11 calories from -alcohol—e., a 
total of 61 calories per day, 18%. of which came from 
alcohol—gained 182 g.. Rats of Group 4 ate 11.2 g. of diet 


daily and were given an average sugar supplement of 2.7 g., 


. (total calories 60, of which 18%‘ was supplied by the sucrose 
supplement) ; they gained 198 g. \Thus rats. of Group 0 
eating 3.5 g. more food pee base than those of Group 2 
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` following various'forms of .hepatitis.. 
_it has-been recognized that the chronic alcoholic, like other 


z ‘gained 80 g. more than did the latter ; in spite 
TaI | -of the calories obtained by-the rats of Group 2 2 
- t| - from the alcohol, ‘they were still getting from 
$32 - 4 to 5 calories per day less than those eating 
at.) ‘the basal diet ad libitum.. The stunting of 

y growth frequently attributed: to the toxic 
action of alcohol is in these experiments due 
mainly to decreased food intake, unless one 
is willing to make the highly’ improbable 
assumption that sucrose exerts the same toxic 
effect as alcohol. 

Fig. 1 (Plate) shows the typical histological 
picture seen in fatty liveřs (without fibrosis) of 
the rats consuming the basal diet with alcohol ; 
Fig. 2 shows-the same for rats on the basal 
diet with sugar’ fed isocalorically ; Figs. 3 and 
4 illustrate the distribution of fibrous tissue 

` (when present) in the livers of the two groups. 

{| After careful study of many sections from all 

o | the livers these two examples were selected as 
representative of the two groups. The simi- ` 

- larity in fat deposition and in the nature and 

x | extent.of the fibrosis inthe livers of the two 

= | groups is remarkable. Equally striking is the 

30 >- absence of abnormalities ‘in the livers of' the 

animals receiving adequate lipotropic supple- 

ments, as has- -already been mentioned. 


i 


ee ô 


i Discussion ` `. . 

Clinicians in North America and Europe have tended 
for, many years to associate , chronic alcoholism and 
cirrhosis. In parts of Asia and Africa, however, cirrhosis 
is common although alcoholism is rare. In these regions 1t 
has been noted that cirrhosis occurs most often in persons 
subsisting on- deficient diets. Thus ‘a consideration ‘of’ the 
incidence of cirrhosis throughout the world reveals a corre- 
lation with malnutrition.. This situation may be obscured 
in some areas by a high incidence of cirrhotic changes 
Within recent years 


malnourished individuals, often shows signs of various 
dietary deficienciés: the intakes of good proteins and of 
vitamins of the B complex are generally low. 

` We are not considering in this paper the effects of alcohol 
on tissues other than the liver. Whether or not alcoholic 


` beverages per se directly:injure the liver has been a subject 


of: controversy. , Even if it could be proved that these 
beverages do exert a toxic effect upon the liver it would still 


' have to be shown. whether the effects were due to pure 


ethanol, to associated toxic’ contaminants,‘ to a general 
malnutrition, or to ‘one or more specific dietary deficiencies. 

' The present series ‘of experiments does not supply any 
information whatever on the possible effects of toxic agents 
which’ may occur as natural contaminants of alcoholic 
beverages available in commerce. However, fatty infiltra- 
tion. and consequent -fibrosis, which closely resemble the 
lesions in the chronic alcoholic, have been seen in these 
experimental animals consuming a purified alcohol. One is 


“therefore tempted ‘to assume that the hypothetical toxic 


contaminants may be of.minor importance in causing the 


_ liver lesions seen in the human alcoholic. ~. 


~.The above experiments. show that a carefully ’ purified 
sample of éthanol can'cause an excessive accumulation of 


fat in the liver and subsequent development of fibrosis when 


the diet lacks adequate amounts of the lipotropic factors. 
Since, however, pure sugar caused lesions of a similar 
nature and extent, and since these, ‘as well as those due to 
alcohol, were éntirely le aa ‘by dietary choline or its 
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+ +-) in liver of rat fed basal diet and 
Paraffin section: stain as in Fig. |. (x 80.) 


. ! an. Fic. 2.—Fatty change (+ + 
given 15% alcohol in place of drinking-water. Paraffin section ; sugar. 
azocarmine, aniline blue, and orange G. (x 80.) 
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Fig. 3.—Well-defined fibrosis in liver of rat fed basal diet and Fic. 4.—Well-defined fibrosis in liver of rat fed basal diet and 
given 15% alcohol in place of drinking-water. Paraffin section: Sugar. Paraffin section; stain as in Fig, 1. (x 80.) 


stain as in Fig. 1. (x 80.) 
J. F. CURR: SYNOVIAL OSTEOQCHONDROMATOSIS 


and 
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Fic. 1.—Case 1, Right shoulder: large Fic, 2.—Case 1. New bone formation. Fic. 3.—Case 2. 
numbers of osteochondromata. (x 60.) 


Left ankle: osteochon- 
dromata posterior to joint. 
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aa een nt Fic. 2,—Damaged gastric mucosa showing impregnation of 
Fic. 1.—Gastric mucosa showing in left crypt necrosis with reticulum by iron, Perles’s method. (x 80.) 


heavy impregnation by iron. In right crypt only surface layer is 
involved. Perles’s method. (x 40.) 
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AL. Fic. 4.—Liver showing fatty ballooning of cells. 
Celestin blue. (x 170.) 
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Fic. 1.—Case 5. Myeloma cells with scanty Fic. 2.—Case 6. Atypical myeloma Fic. 3.—Case 4. Section of kidney 
cytoplasm, vacuoles, and less densely staining cells with scanty cytoplasm. (1/12 showing blocking of tubules with 


nuclei with nucleoli. (1/12 objective.) objective.) eosinophil material and increase of 
interstitial tissue. (2/3 objective.) 
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precursors (methionine or casein), ie idea of a specific 
toxic effect of: alcohol upon. the liver cells receives no 
support. While the effects of general malnutrition should 
not be minimized, the experimental evidence establishes the 
fact that a Specific dietary deficiency—viz., of choline—is 
_involved in the production of the liver damage which we. 


have observed. ‘ 


z` 


' found in all these animals. 
” invoke any specific effect of alcohol'to account for these 


Many of the older experiments, as well as some ‘of the: 
more recent ones in which. the role of alcohol in the 
‘aetiology of liver damage was studied, were poorly con- 
trolled.. When dogs, cats, rats, or other small animals are 
‘given such large-doses of alcohol by stomach-tube that they. 
are in a-comatose condition during most of the time, the 
_food consumption is inevitably low.’ Stunting of growth or 


‘loss of weight could ‘be thus explained; and possibly ‘also | 


certain types of liver damage. - In some other studies that 
have been reported the experimental; animals were offered 
diets which were inadequate in many’ respects. To what 


‘extent multiple dietary, deficiencies have influenced the ` 
effects of the- ‘alcohol. in these experiments cannot be. 


determined. ' The diet used in our investigation has been 
designed ` to be adequate (in terms of present knowledge) 


` with regard- to’ all the essential amino-acids, all available , 
_ vitamins, minerals, and essential fatty acids. 


In other 
words, the diet is believed to be satisfactory in all respects 
except in the amount of lipotropic factors. When this basal 
diet was adequately supplemented with choline chloride 
good growth (slightly better than 3 g. per day) occurred. 
Further, the diet was designed to avoid an excessive accumu- 
lation of fat in the liver, since, as was mentioned earlier, 
it would be impossible to assess the effects of alcohol upon 
liver fat if they were superimposed on a’liver made exces- 
sively fatty: by the.basal diet. The failure of some investiga- 
tors to:observe this precaution “makes it difficult to interpret 
their data. 

We do not agree that ‘Ashworth’s: findings indicate that 
alcohol exerts’ a specific toxic action on liver cells. He 
reported that-rats ‘consuming high-casein diets showed fatty 
changes in the liver:when given alcohol ‘and-that pair-fed 
controls did not. It may -be noted that both groups of his 
rats -lost weight. ‘In the control rats this ‘weight loss was 
probably due to their food intake being restricted to that of 
the rats given alcohol. It should be noted, however, that 
part of the weight loss might be explained by the absence 
fromthe diet. of some. of the B vitamins. It is now well 
known that the requirement for lipotropic agents diminishes 
as. food intake is’ restricted, whether this restriction is 
imposed deliberately or whether it results from a deficiency 
of one or more vitamins. Thus-it-is not surprising that the 


livers of his control rats. consuming the high-casein diet. 


‘were not fatty. ‘However, the rats given alcohol received 
more ‘calories and lost less weight, but obtained no more 
dietary lipotropic factors than did the pair-fed controls. The 
-increased requirement: for lipotropic substances in this 
group is shown by the fatty changes in. the liver which were 
Thus, it is unnecessary to 


“results. They are presumably due to i a relative deficiency 
of the lipotropic factors. | 

In the present experiments the earar and distribution 
of the pre-cirrhotic lesion found in the rats ingesting alcohol 
differed in‘ no. -way. from that seen in the animals which 
received isocaloric amounts of sugar. Chaikoff and Connor 


" (1940) stated that the diffuse character of the hepatic fibrosis - 


produced in dogs by dietary means differed in type from 


that. which they had previously . described (Chaikoff and 


Connor, 1938) in dogs receiving alcohol. . The photomicro- 
graphs published by them suggest to us that they may have 
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“matter. 
_ are relatively simple and do not lack interesting features. 


‘changes associated with the ingestion of pure ethyl alcohol in © 
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been comparing different stages of the same type of lesion in 


their two groups of dogs. We agree with Lowry, Daft, 
Sebrell, Ashburn, and Lillie (1941) that alcohol aggravates 
dietary cirrhosis without aitentig the type or distrihution of - 
the fibrous tissue. 

The importance of dietary -factors in the prevention and 
treatment of liver cirrhosis has been discussed by many 
writers lin recent years. The views expressed recently by _ 
Patek (1947) and Himsworth -(1948) are supported and 
extended by the experimental studies which are“ here 
reported. 

It-is obvious that ening and other essentials should „be 
supplied- as naturally occurring components of a well- 
balanced“ diet, but the dietary faddist, alcoholic, or. “ soft- 
drink ”,'addict does not consume this normal diet. One 
possibility, therefore, is' to add choline or one of its pre- 
cursors to alcoholic or saccharine* beverages which some 
individuals use to provide a large part of their calorie intake. 
As. indicated above, the diet of the alcoholic is usually 
deficient not only in -the lipotropic substances but also in 
other vitamins, and indeed in all essential food factors. The 
proposed fortification of these beverages with choline (or 
precursors), while protecting the liver against cirrhosis, 
would doubtless aggravate lesions due to .deficiencies of 
other- vitamins. This suggestion raises scientific, moral, 
financial, and gustatory problems which are far beyond the 


. Scope of this communication. Some preliminary studies of 


the effect of the lipotropic agents on the taste of various 
beverages have already been made, but we do not contem- 
plate carrying out -a comprehensive investigation .of this 
The necessary researches on the gustatory problems 


Summary and Conclusions . 


In these experiments on white rats there is no more evidence 
of a specific toxic effect of pure ethyl alcohol upon liver cells 
than there is for one due to sugar. This conclusion is based 
upon the observation' that dietary supplements of sucrose cause 
hepatic lesions (fatty changes and fibrosis) so similar in 
character and extent to those produced by an isocaloric amount 
of alcohol that they are indistinguishable. 

The results suggest that an imbalance between calorie intake 
and supply of accessory food factors is thecause of the liver ~ 
lesions: the extra calorie intake induces a specific deficiency 
when the basal diet is marginal with respect to any one vitamin. 
Alcohol or sugar,, when taken -in excess, supplants choline- 
containing foodstuffs and at the same time, by increasing the 
calorie intake, augments the demand for the lipotropic agents. 

A mildly hypolipotropic diet is described which allows good 
growth of young adult male rats and maintains the total liver 
lipids at about 10% of the fresh tissue weight. This permits 
the study of the effects of alcohol upon the liver without 
complications due to multiple dietary deficiencies or to exces- 
sive deposition of liver fat resulting-from the basal diet alone. 

Rats eating this diet ad libitum ‘and consuming 15% (v/v) 
solution of pure ethyl alcohol in place_of drinking-water for 
six months develop fatty livers, and about one-half of them 
show pre-cirrhotic fibrosis. 

An adequate supply of dietary choline or its precursor 
methionine (either free or in casein) protects the liver; neither 
excessive deposition of lipids nor fibrosis could be detected in 
any of the rats receiving lipotropic supplements. 

Since the usual vitamins are present in the basal diet in more 
than adequate amount, `and since the lesions are prevented by. 
extra choline, the conclusion may be drawn that the hepatic 


` 


this experiment are due to an induced -choline deficiency. 


*The word used here, “ saccharine,” it may be unnecessary to note, 
is the English adjective meaning sweet ; it should not be confused 
with the trade name “ Saccharin” applied to the sweet-tasting. 
aromatic compound o-sulphobenzimide. 


with the technical assistance of Mrs. 
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Problems connected with the proposal to supplement alcoholic 
beverages arid saccharine aerated water (“soft drinks ”) with 
choline or its precursors are mentioned. 

Our findings are, of course, not necessarily applicable ‘to 
alcoholism in human subjects. If they should prove to be so, 
it is increasingly obvious that individuals who habitually con- 
sume large amounts of alcohol or sugar lack adequate amounts 
of the lipotropic agents as well as of other dietary essentials. 

' The classical hepatic lesions (fatty changes and -fibrosis) associ- 
ated with alcoholism in human subjects, the first descriptions of 
which are mentioned in our introduction, may prove to be due 
specifically to a lack of the lipotropic agents. 


This work has been supported by the Nutrition Foundation of 
New York and the Banting „Research Foundation, Toronto. We are 
indebted to our colleague Dr. Jean Patterson for her invaluable help. 
The photomicrographs were prepared by one of the authors (W.S.H.) 
K. M. Robertson. 
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The demonstration of a _ pre-erythrocytic cycle in 
mammalian malaria as it exists in the monkey malaria 
parasite, Plasmodium cynomolgi (Shortt and Garnham, 


1948), led to the deduction that a similar cycle would be’ 
found in the case of human malaria caused by the parasite’ 


P. vivax. This followed from the close similarity of the two 
parasites, and the assumption was quickly proved experi- 


_ mentally by the discovery of the pre-erythrocytic cycle in a 
human volunteer (Shortt, ` Garnham, Covell, and Shute,- 


1948). In both cases the preerythrocytic cycle was shown 
to take place in the parenchyma cells of the liver. 

It was subsequently demonstrated’ that this cycle persisted 
in the liver after the establishment of the infection in the 


peripheral blood and that it was the probable cause of 
relapses in benign tertian malaria, since it could exist in 
the absence of the erythrocytic cycle. , 

The work of Fairley (1945, 1947) showed seaciiavely 


' that in both vivax -and ' falciparum | malaria there was a 


cryptic phase in infections caused’ by mosquito bites during 
which pre-erythrocytic development must have been pro- 
ceeding'in some situation other than the blood stream. No 
other conclusion could be drawn from the results of his 
experiments, and he established the approximate duration 
of this cryptic phase as eight days in the case of vivax 
malaria and six days in the case of falciparum malaria. 

As already stated above, the truth of this assumption 
had been established in the case of vivax malaria, but 
similar proof was still lacking in the case of falciparum 
malaria, and it was to obtain this that the experiment which 
is the subject ‘of this. paper was carried out. 

Unlike the case in vivax malaria, we were unable to 
‘argue from monkey to. man, since no suitable monkey 
parasite closely similar to P. falciparum was available for 
study, and a human experiment was necessary without any 
preliminary comparative’ work. 

The fact.that P. falciparum shows considerable differ- 
ences in its morphology and life cycle from P. vivax at 
least raised the possibility-that there might be certain differ- 
ences in the nature of the-cryptic stage as compared with 
‘those of P. vivax and P. cynomolgi, as well as in the site 
in the body where. it.occurred. It seemed probable, also, if 
we accept the persisting exo-erythrocytic cycle as the source 
of relapses in vivax malaria, that,.although there would 
be a pre-erythrocytic cycle'in falciparum malaria, it would 
be short-lived and end with establishment of the erythro- 
cytic infection. ‘This’is a natural deduction from the well- 
known fact, so conclusively proved by Fairley’s experiments 
alluded to above, that-complete eradication of the erythro- 
cytic infection in falciparum malaria ends the disease and 
relapses do not occur. This made the problem of choosing 
the correct day for the biopsy on the volunteer of great 


*~ 


__importance, as will be seen when the details of the 


“experiment are described. 


Description of Experiment 


Anopheline mosquitoes of the species A. ‘ maculipennis 
atroparvus and A. quadrimaculatus were infected by feed- 
ing on two occasions on a subject carrying in his blood 
large numbers of gametocytes of a Rumanian strain of 
P. falciparum. These were maintained on blood meals for 
fourteen days, and mosquitoes were dissected and examined 
daily to follow the progress of the infection. These dis- 
sections revealed an infection rate of 93%. After ten days 
the dissections showed that the salivary glands had been 
invaded, and it was considered that four days afterwards 
would be the optimum time to feed them on the volunteer. 

This operation was carried out on three days as follows, 
a total of 770 bites by the mosquitoes being recorded. 

‘On October 10, 1949, 350 mosquitoes fed ; on October 11, 
95 fed, these being the mosquitoes that had failed to feed 
on the first day. On October 12, 325 fed :' the majority 

_of these were the mosquitoes of the first day of feeding 
- having a second blood meal on the volunteer. 

The dissections referred to had shown that 93% of the 
mosquitoes were infected and that the infections in the 
salivary glands were extremely heavy, so that the dosage of 
sporozoites injected by the 770 bites must have been 
enormous. 

After a full consideration of all the factors involved, and 
influenced chiefly by ie duration of the incubation period 


I 


. retained in, sanatoria owing to home conditions. 
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case of tuberculosis no live tubercle bacilli were to be found 
in the-body. Careful examination of even calcified lesions 
often reveals the presence of living bacilli, and so long as 
they are there it is possible for activity.to develop. - 


‘The experience of two: great wars and studies of the 
fortality figures of tuberculosis in ‘relation to environment 
have shown that when the standard. of living falls tubercu- 
_ losis rises. Thus the first principle in the resettlement of 
- the tuberculous is that the standard of living of tuberculous ' 
persons must be kept high. The mortality rates during the 
last ten years in countries like Denmark, Sweden, and the 
. U.S.A., where the tuberculosis death rates actually fell 
during the war years, show clearly the, relationship of the ` 
national standard of nutrition to tuberculosis mortality 
tates, and recent figures published i in Tubercle (1948) reveal 
a close connexion between protein intake and tuberculosis 
mortality. It is therefore essential in any tuberculosis 
„ resettlement scheme ‘to~be sure that a good standard of 
nutrition is maintained. Housing, food, and clothing are 
‘items that must take a -prominent part in aftercare, and 
it is possible that in-the.effort to provide suitable work 
‘insufficient attention. has . been paid to “these equally 


' important items. 8 - . 


‘It is not difficult to appreciate the advantages which the 
village settlement affords with regard to post-sanatorium 
medical supervision and provision’ of the: most favourable 
environment, for tuberculous persons, but there are many 
who cannot or' will not be admitted’ to these institutions. 
For these it is proposed that the necessary ‘medical super- 
vision andthe opportunity for rest, nourishment, and 
‘regulated life shall be provided by the night sanatorium. 
This institution should accommodate from 30 to 50 tuber- 
culous persons who have completed or nearly completed , 
their sanatorium: treatment and are fit for three or more 
hours’ industrial employment, preferably in special factories 
under the’ Disabled Persons Employment Corporation. 


Priority of admission will. be given: to positive cases, 


_ and particularly to those who have unsatisfactory homes 


or no homes at all. It is anticipated that night sanatoria 
will enable patients to be discharged from institutional treat- 
ment at an earlier date than if they had to.return home, 
and they will permit the discharge of patients who are now 
In this 
way they will relieve the bed situation without increasing 
the nursing shortage. ` 


` For the patient the night sanatorium provides a safe 
‘means of returning to industrial work by lessening the break 
‘between the’ rural environment of the sanatorium ‘and the 
crowded conditions of the city dwelling. It.also enables 
the patient to continue treatment in an environment that 
he appreciates and is-generally longing to: return to whilst 
under treatmentiin the country.. 

Rehabilitation is not merely a matter of povin suitable 
work for the disabled. The , unstable condition of many 
tuberculous workers demands routine medical examination,. 
including radiography and a careful search for the tubercle 
bacillus. This is particularly necessary after catarrhal colds 
or influenzal symptoms. Even in long-term arrested cases. 
a yearly check is most desirable. This means close ’co-opera- 
tion between resettlement schemes and the chest clinics of 
the regional hospital boards, or, rehabilitation centres will 
need to have their own clinics attached to’ the industries. 
Careful record-keeping at chest clinics’will be necessary if 
“the value of rehabjlitation schemes is to be judged, for at 
present there is no statistical evidence that persons at village 
settlements do any -better in the long run than clinically 
comparable cases . under good domiciliary conditions, 


-} 


particularly if an equal amount of.money and care is spent 
on them. ` 


2. Assessment of Capacity for Work . 


_ That overstrain can cause a quiescent lesion to become 
active has been recognized for many years, and if such 
activity is not treated a serious breakdown in health will | 
occur. ‘At present only by giving a man a certain job is it 
possible to ‘determine if he is capable of working. The 
practice, therefore, is to begin with short hours on light 
work, and, if the man remains healthy and shows no signs 
or symptoms of active disease, to increase the amount 
of work periodically. This method, is unscientific, and, 
although some valuable pioneer work has been done by 
Brieger at Papworth, we are still a long way from solving ` 
this important problem of rehabilitation. . It is necessary 
for the physiologist, the biochemist, and the psychologist to 
pool their services for research into this matter. 

It can be stated that certain occupations are unsuitable 
for tuberculous persons, and on this point I would like to 
emphasize that practically all outdoor jobs are unsatisfac- 


-tory for the tuberculous on account of.the fatigue and expo- 


sure they involve. Other occupations that are contraindi- 
cated are. the dusty trades and those involving irritating 
fumes, and especially those harmful dusts containing silica, 

as well as trades demanding work in conditions of high'rela- 
. tive humidity or extremes of temperature. Heavy muscular 
work and high-pressure team-work are also undesirable. 

These restrictions, based on observation of the behaviour’ 
of tuberculous persons who’ have tried working under such 
conditions, limit the range of employment to be recom- 
mended in a rehabilitation scheme. At Papworth and 
Preston Hall the following industries and occupations have 
been carried on with successful results: printing, woodwork, 

clerical work, leather work,-fancy goods manufacture, light 
engineering, and tuberculosis nursing. 

Of course a condition other than the man’s’ physical 
fitness has to be considered, and: that is his technical ability 
to do the work. Where a-man has to change his occupation 
it is usually necessary to give him a long course of instruc- 
tion before he can be of any economic value. At Preston 
Hall a scheme has been déveloped by which the man can 
not only be trained to do a particular job but can, if he 


_wishes, be fully apprenticed to a trade, so that eventually 


he becomes a skilled workman with a comprehensive 
knowledge of his subject. Such training is essential for | 
young men, ‘but it is not usually acceptable to the more 

elderly. The incidence of tuberculosis is steadily rising in 

the older age groups in males. This will probably compli- 

cate resettlement schemes, as these, elderly persons do not 

take kindly to village settlement life and are not keen on 

training for a new job, although their previous occupation 

is often not very suitable. It is probable that the Remploy 

factories of the Disabled Persons Employment Corporation 

will bé a great help to thesé people in the future. 

The amount of work tuberculous persons can do even 
when their disease is arrested is usually less than that done 
by normal persons, and the rate at which they work is often 
slower. If they are employed on sanatorium staffs three 
tuberculous persons are needed to do the work that could 
be done by two normal persons. The only way to speed 
up production by tuberculous persons is to put them in 
charge of machines that do the work almost automatically 
and require the minimum of energy expenditure. Large 
amounts of capital are. required to carry this out success- 
fully and establish a productive industry. Failing this, the ‘ 
employment of the tuberculous is apt to develop into the 
nature of handicraft work, which has little or no prospect 
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of providing a livelihood. ‘In fact, over-concentration on 
' handicraft work is one of the great obstacles to successful 
. rehabilitation schemes. Unless the handicraft work -is 
directly related to the type of work in which the patient 
will ultimately be trained, it is largely a waste of time and 
may easily create the invalid complex which prevents the 


man having the confidence to accept training in a trade by l 


which he can be eventually self-supporting. 


3. Danger of Infection ‘when Disease is Active 


There are two schools of thought on the infectivity of 
tuberculosis. One school believes’ that the development of 


active disease is determined mainly by- the degree of: 


inherent or native resistance, other important factors being 
the age at which primary infection occurs and the magni- 
_ tude of the dose of the primary infection. If the primary 
infection is overcome it is thought that small reinfections 
tend ‘to raise the general resistance to the disease so that 


active disease can occur only if the reinfecting dose is’ 


very large, and, as this is unlikely except under very close 
contact, it is argued that exogenous infection, other than 
the primary infection, plays -only a small part in causing 
active disease in those already infected. Relapses are con- 
sidered to be due to lowering of the resistance, which 
allows a spread of the lesion sometimes from a sudden 
bacillaemia arising from rupture of a tubercle into a blood 
vessel. / 


The other school puts much greater stress ‘on the 
importance of exogenous infection and regards exposure 
, even to small doses of the bacilli as dangerous. Although 
the evidence is by no means complete, it is probable that 
inherent resistance is the most important factor and that 
after the primary infection has been overcome only large and 
~ often-repeated exogenous infections are of any danger. If 
. this is true it has a considerable bearing on the planning of 
‘ rehabilitation schemes. It means that the tuberculous and 
non-tuberculous can be employed together without undue 
risk, ‘provided the non-tuberculous’ have overcome their 


_ primary infection, are adequately nourished, have a good — 


standard of living, and work under hygienic conditions. 


Tuberculosis will spread among them if any of these con-: 


ditions are neglected. In other words, the. soil is of more 
importance than the seed in preventing the spread of 
infection. 

Even if such conclusions are correct it will be extremely 
difficult to apply them ; for the general public have a great 
fear of tuberculosis, and we have to accept the fact that 
tuberculous persons are usually resented by their fellow 


workers, who always blame the known case for the develop- ` 


ment of the disease in any contact, whereas the fresh case 
may be entirely .due to exacerbation of an old focus and 
have nothing to do with contact at all. Therefore, until more - 
is known of the incidence of infection among the population 
and a less fearful attitude towards tuberculosis is established, 
it is wise not to. have open positive cases in normal industry 
except in special circumstances that will satisfy the demands 
and calm the fears of the management and other employees. 

Another difficulty that arises from the infectious nature 
of the disease is the possibility of products of the industry 
carrying the infection. Here again the danger is more 
imaginary’ than. real, except where children are concerned, 
but there is evidence that woollens, furs, and books can 
retain the bacillus for a number, of days. « It is therefore 
unwise to teach tuberculous persons to make woollen or fur 


toys and children’s play-mats, for, although these can be. 


adequately sterilized when-made under supervision, there is 


no such safeguard when the goods are made at the patient’s 


t 


home and sold privately.. No fear of spreading the infection 
by polished. ‘wood or metal goods need be, entertained, and 
there is no need to sterilize the usual products of printing, 
leather, or wood: But it is not good policy to employ 


‘tuberculous persons .on any work connected with the 


preparation of food, and this includes the picking of fruits 
and gathering:salad plants, although here again the risk has 
been exaggerated through repetition of unproved: statements 
on the danger of infection. 

Some day, when we have the courage to act on our con- 
victions, this bogy of infection will be dispelled by making 
people realize that it is the inherent resistance to the disease 
that really matters once the primary infection has been 


' overcome. If the public is to be educated along these lines 


we must begin by scrapping most of the pamphlets on the 
danger of infection and publish new: ones based on recent 
advances in the pathogenesis of the disease. 


, Finance 
The greatest difficulty of all in rehabilitation and resettle- 


: ment is that of finance. It is best to be frank and recognize 


at the outset that the average tuberculous worker is a poor 
financial proposition to the employer unless there is capital 
to provide the special conditions under which he can work 
with safety and efficiency. In the Spero works in London, 
where an average of 62‘mostly sputum-positive tuberculous 
persons are employed under sheltered conditions, there was 
a loss of 1,980 working days owing. to sickness during 1947. 

Although some of the persons employed in this special. 
factory are severely disabled, the figures give an indication 
of the high liability involved in employing tuberculous 
persons without attention to living conditions. Neverthe- 
less it is worth while providing sheltered employment for 
these people, who would otherwise lounge about the streets 
and their homes, living under the degenerating influence of 
enforced idleness. But in order, to empldy such precarious 
labour heavy financial assistance is needed to maintain a . 
sufficiently high standard of living. 

To enable him to live, a disabled tuberculous person can 
obtain the necessary financial assistance from various 
sources, depending on his clinical status. Whilst-he is a 
patient his treatment will-be free and he will be entitled to, 
national health insurance benefit and a grant up to 20s. a 
week for any productive work. During post-sanatorium 
training and rehabilitation he may receive board and lodg- 
ing, national health insurance benefit, and the grant up to 
20s. per week for his productive effort. The Ministry of 
Labour and’ National Service has. authority to contribute to 
the cost of the person’s rehabilitation, and approved persons 
in training centres get a grant of 28s. per week for a maxi- 
mum period of three years ; they also receive free board and 
lodging if residing in a hostel in the village settlement. 

Some of the larger local authorities have accepted 
financial liability for the maintenance.of persons undergoing 
rehabilitation, at industrial settlements as part of their obli- 
gations under, Section 28 (3) of the National Health Service 
Act. It is possible, therefore, in such circumstances to 
assure the training and resettlement of a tuberculous person 
` provided the contributions from the authorities mentioned 
continue. Where’ such assistance is not forthcoming it is 
‘difficult to arrange for adequate rehabilitation. -A serious 
obstacle may arise in the development of rehabilitation 
schemes if local authorities take, advantage of the permissive 
clause in Section 28 (2) whereby they may recover charges 
from a person receiving aftercare services,, which it is 
presumed includes rehabilitation, having regard to the 
person *s means. 


n A , \ 


Nov., 5, 1949 REHABILITATION AND RESETTLEMENT OF THE TUBERCULOUS 


é 


1041 


BRITISH 
MEDICAL JOURNAL 





Any suggestion of a means test at the stage when a subject 
is about to begin a course of rehabilitation will cause many 
to reflse to accept such services. Many chest physicians 
believe that rehabilitation is a part of treatment, and if this 
is free then rehabilitation should also be free. It is hoped | 
that those responsible will realize that. the harm that will 
be done by application of a means test and the collection of-, 
small sums from the disabled can never be compensated — 
by the financial gain to public funds. 


A 


Seiimiary À 


Three difficulties complicate the rehabilitation of the tubercu- 


lous: (1) it is impossible to, be sure that a tuberculous person 


has completely recovered from his infection.; (2) there are no 


' means of assessing the tuberculous person’s capacity for work, 
except by trial and error; and: (3) persons with active tubercu- ' 
. losis are usually infectious. 


Each ,of these difficulties is discussed, and Suggestions are 
made.for overcoming them. .The financial problem is perhaps , 
the most difficult to solve. % 
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PROSTATIC OBSTRUCTION* 


/ BY . 


„H. HAMILTON STEWART, M.A., F.R.C.S. 


Surgeon, Bradford Royal Infirmary ; Genito-urinary Surgeon, 
St. Luke's, Hospital and Children’s Hospital, Bradford 


Over a period of eight years 2,192- patients were admitted 
to my wards with symptoms’ due to non-malignant disease 
* of the prostate, and of these' 1,960 were submitted to 
prostatectomy, with ‘an overall mortality from’ all: ia 
whether attributable to the operation or not, of 3.01%. 
private cases the mortality was.1.96%. The following 
Table gives a detailed report on’ these results. 


Results of Preaiment. of 2.192 Cases of Prostatic Obstruction (Non- 








malignant). 1,960 Cases Submitted to Prostatectomy, With a 
Mortality from All Causes of 01%; 44. 7% Admitted with 
Acute Retention . \ 
| 
Ne with 
Percen- cute- 
No. of . 
tage of | Retention | Mortality 
Patients! Total | in Each | 
Group. 
Perurethral prostatectomy . | 1,347 | 61:4% | 510 (37-8%) | 41 41-0479) 
Suprapubic Prometertomy.s es 613 | 279%" a (47- 59) 18 (2:93% 
- One-stage a -. | 363 i 12 
Two-stage i ao aa 250 ° 148 > 6 
Suprapubic cystosiomyt oo 183 8:3% | 135 (73-8) 13% 


No operation a on 49 2:2% ee — 


A patient aged 90 had a perurethral prostatectomy successfully performed. 
There was a consecutive series of 150 prostateclomies without a death, 


t A number of these cases will be suitable for prostatectomy later. 


Causes of Death following Prostatectom y 


Cardiac failure .. Malignant endocarditis .. 
ronary thrombosis we .. 25° Cerebral abscess .. 
‘Pulmonary eubotien Haematemesis ` 
Uraemia .. 8 Cerebral tumour . 
Clot retention : agi .. 5 Tetanus i 
Cerebral thrombosis ee Laid 3 No records available t. 
ee ` 


Shock and collapse 


During this period it was evident that doctors tended to 
send their good-risk cases to the voluntary hospital and 
their poor-risk cases to the municipal hospital. A surgeon 


working only at a voluntary hospital has therefore, an- 


*Read in “opening a discussion in the Section of Surgery at the 
Annual Meeting of the British- ee! Association, Harrogate, 1949. 


ol 


CAL rà bed et bee pet 
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unfair advantage so far as results are concerned. In the 
series here recorded the cases were admitted to both volun- ` 
tary and municipal hospitals and to a nursing-home, and it 
is thus possible to judge the results of prostatic surgery 
carried out on a cross-section of the community. 

The operations were performed by various routes—the 
perurethral, transvesical; and retropubic. 


Acute Retention as a Result of Prostatic Obstruction 


A man apparently i in good health may suddenly and pain- 
fully be made aware that he suffers from a prostatic obstruc- 
tion by the development of an acute retention, for which 
the doctor may be asked to see him for the first time. This 
apparent misfortune, may be a blessing in disguise by 
directing attention to the need for radical treatment. The 
doctor’s decision regarding the immediate treatment may 
profoundly influence the subsequent course of the illness. 
He has the choice of several methods of procedure, and 


‘I give the three best in order of preference: (A) Injection of 


morphine 4 gr. (11 mg.) and immediate transportation of 
the case to hospital ; (B) catheterization ; (C) suprapubic 


- aspiration. 


(A) There is no doubt in my mini that this is the best 
course to adopt. The patient is immediately placed under 
the best conditions, and any procedure can be carried out 
with strict asepsis. 

(B) If the patient is living in the country far from a 
hospital or is unfit for removal for any reason, then 
catheterization is permissible. The passage of a catheter 
should be regarded as of the same importance as a major 
operation. The dangers of catheterization are: (i) Trauma 
of the mucous 'membrane of the urethra, with the risk of 
opening venous sinuses; this may be followed by rigors 
and sepsis. (it) Introduction of infection. (iii) Rapid 
decompression’ of the bladder with its attendant risks of 
suppression of urine and haemorrhage, particularly when 
an acute retention is superimposed upon a pre-existing 
chronic retention. (iv) Failure of catheterization. 

The avoidance of trauma is of paramount importance. 
In' the ordinary way the beak of the catheter loses its lubri- 


' cant in the first,part-of the urethra and passes along the 


remainder unlubricated, and is apt to cause trauma. This 
difficulty can be overcome if the technique described below 
is carried out, and, moreover, failure of catheterization will 


be very rare indeed. 
ATR AUMATIC 
CATHETERISATION 












URETHRA FILLED 
WITH STERILE WATER . 
SOLUBLE LUBRICANT , 
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COMPRESSION OF CLANS 
PENIS PREVENTING ESCAPE 
OF LUBRICANT ALONG 
THE SIDE OF CATHETER 








COLUMN OF JELLY 
PUSHED IN FRONT OF 


THE CATHETER ACTS 


AS A MILD’ DILATOR 
AND REMOVES FOLDS 
OF MUCOUS MEMBRANE 





Fic. 2 


_ About 10 ml. of sterile water-soluble lubricant is injected 
slowly into the urethra by means of a “ record ” syringe to which 
a rubber nozzle has been fitted (Fig. 1). The glans penis is 
compressed to prevent the jelly escaping. The beak of the 
catheter, the open end of which has been closed with artery 
forceps, is now introduced into the meatus and digital com- 
pression of the glans penis immediately reapplied (Fig. 2). The 
-catheter is now advanced along the urethra, and, as an air-lock 
is present- in the catheter as a result of closure of the end, a 
column of lubricant is pushed in front of the catheter. This 
acts as a dilator of the mucous membrane, removing any folds 
or light obstructions which may impede the passage of the 
catheter. 

Repeated catheterization in these cases of retention in 
the hope that the patient will eventually pass urine should, 
except in special cases, have no place in modern treatment. 
Even though the congestion of the enlarged prostate should 
settle and the patient pass urine again, some degree of 
bladder-neck obstruction will persist. In due course a 
further retention will occur, or, if the patient is unlucky, 
he wiil live on in failing health until severe renal damage 
has: occurred, with associated secondary cardiovascular 
changes. The doctor has thus merely postponed the evil 
day, and in the end the patient will face the operation in 
a poor state of health. 

(C) The doctor should assure himself by percussion that 
the distended bladder is not intraperitoneal. After injection 





of a local analgesic with a fine needle into the midline of the 
abdominal wall a larger needle is inserted obliquely, into 
the bladder, as illustrated in Fig. 3, and the urine from 
the bladder aspirated.. 

The patient should then be admitted to hospital without 


delay.’ 


_ Treatment of Acute Retention in Hospital 

Three methods have been used in this series of cases 
(i) After calibration of the urethra an indwelling Foley's 
catheter (18 Charriére gauge) was inserted by the technique 
described. The bladder was then decompressed. In this 
way an emergency operation subject to difficulties which 
could not always be foreseen, such as cancer of the bladder 
complicating the obstruction, was avoided, and time was 
allowed for a thorough investigation of the case and an 
improvement of the patient’s renal function. (ii) Immediate 
prostatectomy was performed when the retention was com- 
plicated by the existence of a tight phimosis or other 
conditions which made the passage of a catheter inadvisable. 
and when the blood urea was not raised above 100 mg. pe! 
100 ml. (iii) Suprapubic cystostomy and decompression of 
the bladder was performed under local] analgesia on those 
patients unsuited for ‘catheterization, who were in poor 
general condition, or who were gravely uraemic, and any 
further operative treatment was delayed. 


The Non-Emergency Case 
Symptoms and Physical Signs 

When prostatic obstruction causes retention of urine the 
diagnosis is easy. When it causes sufficient trouble with 
micturition to bring the patient to the doctor the diagnosis 
is generally easy. There are some cases, however, in which 
urinary phenomena are so slight and their onset so gradual 
that the patients are unaware of anything wrong with 
the working of the bladder. These patients seek advice 
because of general symptoms, such as dyspepsia or loss of ° 
appetite, lack of power of concentration, lassitude, cardio- 
vascular disease, abdominal discomfort, backache, haema- 
turia, etċ., and the condition of the bladder-neck obstruction 
is discovered on routine examination. Comparatively 
young patients with prostatic bars of fibrous or congenita! 
origin come into this class. 

These cases of silent obstruction can very easily be 
missed. On abdominal examination palpation or percus- 
sion may reveal a distended bladder, but on the other 
hand the bladder dome may be intraperitoneal and intestine 


_ may lie in front of it. The diagnosis in several such cases has 


been suspected by their medical attendants only by observ- 
ing displacement upwards of the pelvic colon in the radio- 
graphs taken for suspected gastric disorders. These cases. 
will not be missed if the physician or surgeon will examine 
the bladder bimanually by ballottement when making a 
routine rectal examination. 

The ordinary symptoms of prostatic obstruction are well 
known, and I shall not enlarge upon them. It is important, 
however, that the doctor should be able to tell whether the 
condition is a straightforward one of prostatic obstruction 
or is complicated by other urological lesions. Suspicion 
should be aroused if terminal dysuria is a symptom. Some 
coexisting condition, such as infection, new growth, or 
stones, should then be expected: -Again, haematuria is not. 
in my experience, a common symptom of prostatic enlarge- 
ment, and when occurring in a case of obstructing prostate 
should not be assumed to be of prostatic origin. These 
cases require full investigation. 

The presence of pus in the urine, whether sterile or ioi 
should always arouse suspicion. Sterile pus may be present 


hi 
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in the urine in a case of uncomplicated prostatic obstruc- 
tion. This may be due to trauma of the mucosa from over- 
stretching or to compression of the mucous membrane as 
the result of gross hypertrophy of the bladder musculature. 
It may, however, indicate, and often does, associated lesions 
such as a_stone, growths, tuberculosis, etc. An infected 
urine in a patient who has never been catheterized should 
also arouse suspicion. f 


Pa 


‘- |! Examination of the Prostate 


The patient should be asked to pass urine before the 
examination. 


Left Lateral Position—The rectum is examined. The ` 


enlargement of the prostate into the rectum -s recorded 
(0 to 4+) and its consistence noted. Any irregularities on 
its surface are discovered by light palpation or, if in the 
substance of the gland, by deep palpation. Any adhesions 
to or tethering of the rectal mucous membrane are observed. 
The presence or absence of the median groove and lateral 
fornices is noted. Can the upper notch be palpated ? If 
so, is there any perivesicular infiltration ? If the finger in 
the ‘rectum is now rotated so that the pulp of the finger 
faces upwards’ it is often possible to examine the base of 
the bladder with the side of the finger. The middle finger 
of the hand ‘lies.in the fold between the buttocks, and as 
a result the finger can be introduced a greater distance. An 
infiltrating ‘carcinoma of the bladder base may be 
recognized in this way. i ; 

Knee-chest Position—The lumbar curve is exaggerated. 
The deep palpation of the prostatę is repeated, and any 
crepitation noted which may indicate the presence of 
prostatic calculi. The seminal vesicles are examined and 
any perivesicular infiltration, whether neo-plastic or 
inflammatory, observed. 

Supine Position—The legs are flexed and abducted 
slightly, and a bimanual. examination is then; made as 
described below. ` 


Clinical Determination of the Amount of Residual Urine 
and the. Size of the Prostate Gland without Cysto- 
urethroscopy i 


The dangers of catheterization and cysto-urethroscopic 
examinations in cases of prostatic obstruction are at last 
being recognized. The passage of a catheter in order to 
discover the amount of residual urine should be unnecessary 
except in very stout patients or‘in one who refuses to 
co-operate, and even then the desired information will be 
given by the post-evacuation cyStograms. If a coexisting 
stricture is suspected, then diagnostic catheterization is 
permissible. ON 

There is a clinical method of determining the amount'of 
residual urine which'I have found of extreme value, as it 
enables a decision to be made in cases of doubt, without 
the passage of a catheter, whether operation is advisable or 
not. The ability to use it requires practice and experience. 
The method is as follows: 


The patient lies supiñe, with the legs flexed and slightly 


‘ abducted. He should then be told that a delicate examination 


is to be made, which necessitates relaxation of the abdominal 
wall, and that he must not resist when the surgeon’s fingers 
dip into the abdomen. The right index finger in the rectum is 
put as high up as possible and the tip of the finger placed in 
contact with the prostate or bladder base, if this can be reached. 


„The fingers of the left hand palpate the abdomen. The upper 


limit of the bladder can now be determined by ballottement, 
the impulse being transmitted to the finger in the rectum 
(Fig. 4). The amount of residual urine (if present) can be 
assessed with a high degree of accuracy. 


=. 
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FINGERS OF THE LEFT 
HAND BALLOTTING THE 
DOME OF THE BLADDER 





FINGER IN THE RECTUM, 
DETECTING THE BALLOTTED 
IMPULSES 


Fic. 4 


The fingers‘of the left hand now sink into the pelvis and the 
prostate gland is examined bimanually. The degree of intra- 
vesical enlargement of the prostate can be fairly accurately 
determined in the majority of cases if the patient is not too 
stout or the residual urine or hypertrophy of the bladder 
musculature is not too excessive. The size of the gland is 
recorded—intravesical 0 to 4+, rectal 0 to 4+. 


The information on the size of the prostate is of extreme 


value when deciding whether a perurethral prostatectomy 
should be performed. E 


' The Role of Radiography 
This subject is too extensive to be covered in a short 
paper such as this, but I should like to emphasize that the 
last radiographs of the series should be taken after micturi- 
tion and the amount of residual urine can then be assessed. 


a 


Indications for Operation. 


I believe that prostatectomy should be performed as soon 
as the diagnosis of prostatic obstruction is established, 


‘unless coexisting diseases make the expectation of life short. 


To delay operation until renal damage has occurred or 
secondary cardiovascular disease has developed is not in 
harmony with modern viéws on preventive medicine. The 
beneficial effect of prostatectomy upon the cardiovascular 
system is often most striking. Angina of effort often 
becomes less troublesome. In cases of hyperpiesia the blood 
pressure often falls, adding considerably to the patient's 
comfort. I wonder how many patients would have been 
spared'a cardiovascular. catastrophe, such as a coronary 
thrombosis, if the prostate had been removed when it first 
gave obstructive symptoms. 


In cases of slight obstruction without marked frequency 
or residual urine the patient may be kept under observation 
It may be argued, however, that many of these cases will 
require operation in the end, and thus why not operate upon 
them early and avoid the risk of secondary changes in the 
kidneys and cardiovascular system? There is no doubt 
that many patients suffering from prostatic obstruction stil] 
come for treatment too late in the progress of the disease. 


Surgical Treatment of Prostatic Obstruction : General 

Considerations . 

` Care of the Indwelling Foley Catheter 

The glands in the urethral mucous membrane secrete 
mucus, and adequate provision must be made for this to 


escape externally. A severe urethritis, with its serious 


sequelae, will follow within 48 hours of the introduction 
of the catheter if the meatus fits too tightly round the 


+ 


‘ behind a narrow meatus. 


} 
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catheter on if the catheter is too large and prevents free 

escape of this mucous discharge. 

observe this principle is one of the reasons for pre- and 

_ post-operative sepsis and. the development . of urethral 
strictures, whatever type of operation is used. 

' After the catheter’has been introduced a light’ dressing 


soaked in'-a water-soluble lubricant containing sulphacet-: - 


_ amide is applied around the end of the: penis and catheter 
- and lightly bandaged or strapped in position. This lubri- 

‘cant prevents the mucus from drying and forming a crust 
which will impede further drainage of the mucus. Each 
May and sometimes twice a day the dressing is changed. The 
_ penis is retracted along the ' catheter and any dried mucus 
removed with “cetavion” or weak “ dettol ” solution. 
The penis is then “allowed to return to its original position 
' and the dressing is reapplied. The patient in the pre- 
. operative period should have daily baths. 


Urethral Stricture and Congenitally Narrow Urethra 
A: strictured or congenitally narrow meatus can be’ 
enlarged successfully by a meatotomy. It is therefore impor- - 
tant that the surgeon should know the calibre of the urethra 


‘the perineal and ‘peno-scrotal regions and at the meatus 
‘is calibrated as.a routine procedure. The present small 
Thompson punch has a size of 27 Ch., and if the measure- 
ment:of the urethra is not satisfactory an open operation 
is preferred. If an open operation is definitely contra- 
indicated the instrument is inserted. through an opening 
made in the bulb‘of the urethra and a perineal perurethral 
operation performed. 


Knowledge of the size of the etai iS also of value in 
open operations, because the catheters are passed retrograde 
as recommended by Wilson Hey. The maximum size of 
catheter which can be comfortably taken by the urethra is 
known and the risk of trauma with possible stricture 
formation diminished. 


It is often wise in these « cases of a narrow urethra, ‘after 
a transvesical prostat- 
ectomy has been per- 
formed, to insert a 
suprapubic catheter at 
the end of the opera- | 
tion as an additional 
safeguard ‘instead of 
closing the bladder. 

Calibration of the An- 
terior Urethra (Fig. 5). 
——~ Sterile water-soluble 
lubricant is injected into 
the anterior urethra. 
The penis is held so that 
the penile and perineal 
„urethrae are in line. 
The calibrator is passed 
with the blades closed. 
By means of the gradu- 

. ated wheel the blades 
are’ opened ' until the 
patient experiences a 
faint discomfort in the 
perineum. The blades 
are then slightly closed 
until all discomfort has 
disappeared and then 
reopened slowly until 
the patient again experi- 

‘ences discomfort. 
reading on the ‘gradu- 
ated wheel is now noted. 
The instrument is then: 





CALIBRATION OF THE 
URETHRA PROXIMAL TO 
THE NARROW MEATUS |: 





a i T E Canfu. l 


I feel that failure to . 


In my clinics the urethra in - 


The. 


withdrawn ` slowly, and if the passage of the blades is impeded 
they are: closed slightly until‘ they can be withdrawn with 
ease. Absolute gentleness is necessary and the procedure 
must be atraumatic. In order to obtain the calibration of the 
various parts of the urethra in’ Charritre gauge the blades of 
the instrument are passed, after the examination, through the 
appropriate foramina in the metal gauge, starting with the 
smallest number noted on the graduated wheel. It is advisable 
to “know roughly before the examination the number on the 
graduated wheel which corresponds to 27 Ch. The instrument 
is made for me by Messrs. Chas. Thackray, of Leeds. 


-The avoidance of pre-operative catheterization of ‘the 


. bladder has the disadvantage that a coexisting stricture in 
the bulb of the urethra may not be Fepmemizee until the 


“time of operation. 

Tf a surgeon over-dilates a stricturé or stretches a con- 
genitally narrow urethra in order to introduce a large-bore 
catheter or punch he will most: certainly ‘find that the 
stricture will: become more: troublesome in the future, and 


he will have transformed a, congenitally narrow urethra 


inte a strictured one. 


History of a Gonorhocal Infection 
Filmy strictures may be present, and, although an instru- 
ment or catheter may be passed without encountering any 
definite obstruction, blood may be noticed on the instru- 
ment. Relatively innocuous strictures may be changed into 


strictures that require treatment. It is advisable to perform 
an open operation in these cases, and a narrow urethral 


catheter should -be used. 


Prostatic Obstruction Complicated by Lesions of the Upper 
‘ Urinary Tract 


Severe sepsis or other urgent conditions in the upper urin- 
ary tract complicating a case of prostatic obstruction may 
necessitate a preliminary suprapubic drainage, followed by 
treatment of the renal or ureteric lesion: The prostate ‘is 
removed later. : x 

En ` Cardiovascular Disease 

Cases with cardiac decompensation usually improve 
rapidly once the chronic uraemia has been relieved by 
urethral drainage. Many casey which would appear hope- 
less at first become quite ond operative risks after a few . 
weeks. If fibrillation is present they are given digitalis. 
The usé of mersalyl or “ neptal” has proved a life-saving 
measure in some of these cases. 

The.cases which cause anxiety are those with gross hyper- 
piesia and those with a history:of coronary thrombosis. 
These are preferably operated upon by the perurethral 
route. It is essential than no shock be permitted to occur 
during the operation and that the loss of blood be minimal. 
Once the blood pressure has been allowed to fall it may 
be difficult to get it back to normal limits, and, although 
the renal function may be excellent, secondary renal failure 
develops as a result of failure of the circulation. Intra- 
venous saline is given by drip and also pressor substances 
are used irrespective of hyperpiesia. 


“i Senility 

In patients who are suffering from cerebral softening, 
even in an early stage, a prostatectomy, however successful 
as regards the urinary condition, is apt to cause further 
mental deterioration. They may become more confused 
and incontinent of urine and often also of faeces.. Of all 
cases these have the worst prognosis, and if a patient shows 
signs of cerebral softening, even though these be only early, 
I now refuse to operate unless an acute retention is immi- 
nent, -In some patients who are uraemic it may be diffi- 
cult to decide how much of the mental change is due to 
renal ‘failure and how much to cerebral degeneration. When 
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of urethral: drainage, and if the mental condition clears 
up completely then a prostatectomy is justifiable. 


i 


l Prostatectomy o, 
It is in my opinion a mistake to use one method to the 


‘exclusion of others. Each individual case should be judged ` 


on its own merits. Surgeons will vary in their vięws on 
choice of operation, depending to a great extent on their 


_ telative skill and experience of results with each, and also 


on whether they have the time, patience, inclination, and 
nursing staff to persevere with the difficult technique neces- 
sary for the perurethral method. Since the advent of the 
modern open one-stage operations, with their ‘good results, 
the incentive for the younger surgeon‘to learn the difficult 
technique is not so great as it was ten years ago. 


= Perurethral Prostatectomy e 
This operation was performed in 1,347 of this series of 
non-malignant cases, with a mortality of 3.04%. -In the 
nursing-home 74.3% of prostatectomies were performed by 
this method, with a mortality of 2.1%. The Thompson 
punch was used in all cases. The great majority of the 


“really bad-risk cases, including the derelicts admitted to the 


„municipal hospital, were operated upon by this method. It 


. also included the bad-risk cases referred from other centres. 


It would appear to be not. generally known among 
doctors that if this operation is properly performed the 
obstructing gland is removed as thoroughly as by enuclea- 
tion and the risk of recurrence is no greater. ‘ Resection ” 
of prostatic tissue with the purpose of leaving a channel 
through which urine can pass should be the aim only in 
malignant cases. l ac Ca F 

-The advantages of this method are immense. The patient 
has.no wound and he is able, if he suffers from a’ bad 
chest, to cough without pain. Adiposity does not make the 
operation more difficult. "Patients with poor cardiovascular 
systems, especially those ‘with low blood pressure in asso- 
ciation with hardened arteries, and those with a history of 
thrombosis, are more safely operated upon by this method. 
Urinary obstructions due to fibrous and malignant prostates 


are also indications for its use. The patient is allowed up 


twenty-four hours after the operation, and the catheter is 


removed on the first to the third post-operative day, and | 


in the ordinary- run of, cases he is discharged home eight 
to ten days after the operation, The operative riskis less 
than by open operation, and many cases considered unsuited 
for the latter procedure can be operated upon’ by this 


‘ method without undue risk. 


` 


The disadvantages are equally clear. The method is diffi- 
cult to learn, as the surgeon alone has the operative field 
in view. At least 300 operations must be performed before 


, .the surgeon can really consider himself proficient, ‘and he 


must have a sound, urological background and an extensive 
experience of‘ cystoscopic work before attempting this 
method of operating. - Such surgeons are not created over- 


night, but once the skill has been acquired great satisfaction ‘ 


is given to patients and surgeon alike., 

‘A nursing-team trained in this type of surgery is essential, 
and operations performed ‘under adverse conditions can 
only bring the method into disrepute. Further, an attempt 


to remove a very: large prostate at.one sitting by this method - 


may result in severe shock or an incomplete operation. It 
is thus necessary for the surgeon to determine beforehand 
the size of the prostate by such a method as has been 
described, and he is then able from experience to decide 
whether the gland can, be removed with a Thompson punch 


i 
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in one sitting with ease or with difficulty, or whether it 
would be better removed by open operation. 

The amount of tissue individual surgeons can remove at 
one sitting with safety varies very much with experience. 
The maximum amount which I have removed successfully 
with the punch instrument at one sitting is*116 g. 1 feel, ; 
however,.that multiple sittings are to be avoided if possible, 
and I prefer to remove large glands of 70 g. or more by. 
open operation. The average prostate weighs about 30 g., 
and thus the majority of cases from this point of view are 
suitable for perurethral removal. 1 usually judge that a 3+ 
gland (e.g., intrarectal + +, intravesical +) can be completely 
and easily removed down to the true capsule and will weigh 
between 40-and 50 g. r 

The case of the indwelling Fo'ey catheter is of paramount 
importance, and the value of frequent baths in this respect 
cannot be overstressed. 7 


Open Prostatectomy 

Transvesical procedures of various types in one or two 
Stages and’ also retropubic operations were performed in 
613 cases of this series (27.9%), with a mortality from all 
causes of 2.93%. The majority of the really bad-risk cases, 
however, were operated upon by the perurethral method. 

It is of interest to note that in the early period, 1941-4 
inclusive, one-stage operations were performed in 16% only 
of the suprapubic prostatectomies, whereas in the later 
period, 1945-8 inclusive, the percentage had risen to 70.9%.* 


‘The mortality did not alter to any extent—2.29% com- 


pared with 3%.in the later period. Thus the more modern 


suprapubic methods have enabled a one-stage operation to 


be performed. without increased risk in a greater number 
of cases. The reduction in the number of two-stage opera- 
tions has resulted in a great saving in human discomfort 
and enabled many more cases to be treated in the available 
number of beds. 

The main indications for an open operation are, in my 
opinion: (1) Prostatic obstruction complicated ‘by the . 
presence of ‘a carcinoma of the bladder, large vesical diver- 
ticula,- large vesical calculi, urethral stricture, or congenitally 
narrow urethra; (2) the large prostate of 70 g. or more; 
(3) large prostatic calculi—small prostatic calculi are no 
bar to the performance of a perurethral prostatectomy. 


In the great majority of open operations the transvesical 
route was adopted. Jn the later years the bladder was 
closed in 90.5% of, cases following the prostatectomy, 
whether it was a one-stage or a two-stage operation. In 
those cases in ‘which the bladder was not closed a fine 
suprapubic catheter was retained until bleeding had ceased, 
and was then removed. The urethral catheter was retained 
for not longer than seven days. Suprapubic leakage did 


not occur in 75% of cases. ‘In those cases in which leakage . 


did occur the.suprapubic sinus closed within 48 hours 
in 16%, and in the remainder within seven days from the 
removal of the urethral catheter. 


Treatment of Carcinoma of the Prostate 


Cases of carcinoma of the prostate without marked 
residual urine and with normal renal function were treated 
by the administration of synthetic oestrogenst—dienoestrol 
20.mg. or ethinyl oestradiol 1-3 mg. daily—and their pro- 
gress observed. Radiographs of the bones of the pelvis 
and blood-acid-phosphatase exarninations were carried out 


*A number of two-stage cases in the later series were referred for 
prostatectomy from other centres. A suprapubic cystostomy had 
already been carried out. 

tWhen oestrogen therapy proved inadequate the testicles were ; 
removed in a few cases with temporarily beneficial results. 
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at two-monthly intervals. If residual,urine was consider- 
able or renal impairment evident the cases were observed 
weekly, and if rapid improvement did not occur a per- 
urethral resection was carried out. Cases suffering from 
acute retention were as a rule submitted ‘to perurethral 
resection after-preliminary catheter drainage if necessary, 
and oestrogen given by the mouth subsequently. If micro- 
scopical examination revealed an undifferentiated car- 
cinoma, deep x-ray therapy was often giyen in addition to 
synthetic oestrogen by the mouth, as my experience had 
suggested that this form of cancer was less likely to be 
kept in check by oestrogen therapy alone. 


Results in a Series of 176 Malignant Cases Admitted to Hospital 


145 (82°) submitted to operation: 
101 (70%) .. Perurethra! resection 
30 (2087 Suprapubie prostatectomy 
14 (10% Suprapubic cystostomy 
31 (18%) not submitted to operation: 7 
a (14% of total) sa a 


Deaths 3 (2°8%) 
Deaths 2 GEA 


Dienoestrol alone 
Died in hospital 


. Summary 

A clinical method of diagnosis to prevent cases of prostatic 
obstruction being missed is described. The treatment of the 
acute cases and the indications for the various types of 
operations are discussed. l 

The paper is based upon a series of 2,192 consecutive cases 
of bladder-neck obstruction due to non-malignant disease of 


tbe prostate, of which 1,960 cases were submitted to prostat- 
ectomy, with a mortality from all causes of 3.01%. .The 


perurethral method was used in 68.73% of cases (74.3% in 


private cases). 

The perurethral method is considered the method of choice 
in the majority of cases. 

The treatment of cancer of the prostate is discussed. 

Prostatic obstruction should be relieved as early as possible 
before secondary changes occur in the renal and cardiovascular 
systems: too many cases still come for treatment late in the 
progress of the disease. 


I wish, to thank Sisters Deacon, Meek, and Walker, without whose , 


care, organization, and enthusiasm these results could not have „been 
obtained. My grateful thanks are also -due to Mr. Hadda, past 
registrar, and to Messrs. Breckenridge and Harrison, present 
registrars, for operating upon many of the cases, and also to Mr. 
Harrison for compiling the results. Last, but not least, I thank the 
many house-surgeons who have helped me. 


ee 

When Sir William Marshall delivered his presidential address 
at the annual conference of the Scottish Association of Execu- 
tive Councils on September 30 he said that they heard from 
all sides about the heavy demands on the services of the doctors, 


and it was clear that these demands were excessive and some- 
times even unreasonable (Scotsman, October 1). ` Doubtless 


when the novelty of the scheme had worn off the rush to the _ 


doctor’s surgery might lessen, but every consideration should be 
given to methods of reducing claims on the doctor’s time for 
non-medical purposes. The call for certificates was using up 
much time which should properly be devoted to clinical work. 
Waste and extravagance must be checked. Some rearrange- 
ments might be necessary to bring home to the people the need 
for limiting their demands to what was in actual fact necessary. 
Claims for repairs, both ‘to dentures and spectacles, were in- 
creasing month by month. Executive councils had a right in 
cases of negligence to refuse replacements or to make the appli- 
cant pay part of the cost, but this implied inquiry, which was 
both difficult and distasteful. As the State had already met 
the primary cost, it might well be left to the individual to meet 
the charge for repairs, with perhaps some power of the execu- 
tive council to waive this in cases of real need. Whether it 
would be possible to make any‘ charge in the case of drugs was 
more doubtful, but with regard to appliances there might be 
some provision to entitle the executive council to insist on 
payment of at least part of the cost. 
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MULTIPLE MYELOMA 
_ A NOTE ON EIGHT CASES 
A G ' BY à 
D. P. DEGENHARDT,’ M.R.C.P. 
Chief Assistant in Medicine 
AND 
D. SHEEHAN, M.D., M.R.C.P. 


Senior, Registrar 
. West Middlesex Hospital, Isleworth, Middlesea 


[WITH PHOTOGRAVURE PLATE] ` 


Until recently multiple myeloma was considered a compara- 
tively rare disease.’ Its incidence was given as 0.03% of all 
malignant growths ,(Brewer, 1948), and the post-mortem 
incidence of three large hospitals was 16 in 19,000 (0.084%) 


Since the introduction of marrow biopsy as a medns of 


diagnosis more cases have been recognized, and in the last 
few years larger series have been published. 

We were struck by the frequency of the disease at this 
hospital. Eight cases were diagnosed during .1948, five of 
them coming to necropsy during that year and two since 
then. This gives a post-mortem incidence for 1948 of 5 in 
442 (1.13%). This high figure may, however, be to a 
certain extent due to selection. It represents 2% of all 
deaths from malignant disease occurring in the hospital— 
a substantially higher proportion than previous figures 
would suggest. 

There have been very full reports in the recent literature 
by Atkinson (1937), Snapper (1943), Harwood Stevenson 
(1948), and others. We are therefore confining our remarks 
to some points in these eight cases which ‘appear to be of 
special interest. i i 
Symptoms and Signs 


First, the way in which these patients presented. Most 
of them complained of pain in the lower part of the back, 
general weakness, and vomiting. The last-named symptom 
has not been mentioned much by other writers. It occurred 
with normal blood-urea levels and was not caused by treat- 
ment. Anaemia was also prominent, and was normocytic 
or microcytic. Collapsed vertebra was one of the present: 
ing signs in two patients, but the incidence and distribution 
of backache had no relation to the location of this lesion 
= We confirm the well-recognized fact that the E.S.R. is 
very rapid, reaching 80-120 (Westergren) in the first hour 
One of our patients, however, had an E.S.R. of only 15 and 
25 in the first and second hours respectively. She was one 
of the most rapidly progressive diffuse cases, but her plasma 
proteins were normal. In another case extremely rapid 
agelutination prevented readings. 

Albuminuria was present in every case,,and Bence-Jones 
proteins were found in seven patients, though their presence 
varied from week .to week. Most writers give figures of 
from 50 to 75% for the occurrence of Bence-Jones proteins, 
but Magnus-Levy (1932), giving a figure of 80%, points out 
the difficulty of their demonstration at times, especially in 
the presence of albumin. 

A finding that has not often been reported is the presence 
of a raised C.S.F. protein, which was seen in the three cases 
which had lumbar punctures. Cabot (1934) found a raised 
C.S.F. protein in one patient, who, however, had tumours 
growing into the subarachnoid space. Only one writer— 
Magnus-Levy (1933)—reports the undoubted presence of 


Bence-Jones proteins in the C:S.F. We tried to demonstrate 


this, but were unable to do so in any of the three cases 
examined. i 


k 
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Blood Chemistry and Cytology 


The blood chemistry may be of-help in the diagnosis, 
although the findings are not always characteristic. Accord- 
ing to Magnus-Levy (1933), 50 to 60% have raised plasma 
proteins, due to a raised globulin and sometimes to increased 
fibrinogen (Reimann, 1932). 
a raised serum calcium with a normal or even increased 
phosphorus. “This helps to distinguish them. from cases of 
osteitis fibrosa cystica, in which the phosphorus is usually 
lowered. The increased calcium ig probably due not only 
to the mére increase of calcium bound to globulin but also 
to the destruction of bone by neoplasm (Gutman and Gut- 
man, 1936). This is borne out in one of our patients, who. 
had a raised calcium with normal plasma proteins (Case 8). 


‘About the same number have . 


` 
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In this series also there was a great variation in the appear- 
ance of the cells, but in all cases the cells were easily recog- 
` nized as myeloma-plasma cells (Plate, Figs. 1 and 2). While 
in a normal marrow there may be 1 to 2% ,of plasma cells, 
the percentage of these cells varies ‘from 20 to 90% of the 
cells in the marrow of these patients. It is interesting to 
note that in one of the patients the diagnosis was made only 
after the second matrow biopsy, the first one containing 
only 3% of plasma cells. The cells varied from typical 
plasma cells to much larger cells with less densely staining 
nuclei, not always eccentric arid showing. nucleoli (Fig. -1). 
The general features of the cells were, however, the abun- 
‘dant basophilic cytoplasm with frequent degenerative 
changes such as vacuolization. Sometimes a. perinuclear 


x 


Table giving Details -of Cases. (W. R. and Kahn negative in all cases. 














































“Alkaline phosphatase expressed as King Armstrone 





units. Serum phosphorus expressed as inorganic PO,.) Albumin was present in urine in every case 
Sex Pranit EA i M X-ray Post- '-> 
` o ` 
No. ape Symptoms Jones Blood Plasm Blood Chemistry "| E.$.R C.S.F. Findings Course Fen, 
8 OON Protein) Cells: ‘ 
1} F | Abdominal pains; |. +, . Biopsy | Total proteins 9 E Lesions in skull | Died within 5 | Tumours of 
54 vomiting; low, of rib (alb. 6 4 g.%, and ribs months of on- skull, ribs. 
backache; swel- + 26 g% — : set of symptoms and lum- 
- lings skull and Cal. 12- mg.| 100 a bar verte- 
ribs- i AIk. phos. 8'5 u. F brae 
i Urea 206 mg./100 ml. 
2I F | Low backache and + 27%  |Total proteins 13-5 g.% Prot. 125 | Generalized | Relief from stil- 
65 weakness inter- a 26 g.%, glob. Glob. + decalcifica- bamidine. Still* 
, mit- 09 g.%) Cells 1 tion pelvis and alive 
7 tently Car 10- 5 mg./100 mi. í femora 
x , Alk, phos. 8 u. 
' Urea 41 mg./100 ml. è ` 
pee SRE PRA ae: 

-3 | F Nausea and vomit- | . + Not , Lesions skull, "Died within 51 Tumours of 
ing; swelling of |, examined — — ribs, and ster- months of on- j> skull, ribs, 
sternum i num “ Set of symp- sternum. 

‘ ` j z toms and femur 

4 | F | Low backache ra- | + 25% ‘| Total proteins T 5 2.% Prot. 160 | Lesions in skull | Died 10$ months | Tumours of 

S 65 , diating down | , (alb. 1:8 g.%, glob. Glob. + \ after onset of spine. 
' right Jeg: pelvic 5: Tg o 6) Cells 3 symptoms. No skull, and 
' Mass; vomiting Cal. 12. 8 mg./100 ml. response to stil- pelvis 
ey Alk. phos. 4 u. bamidine 
Urea 55 mg./100 ml. : 
5| M | Heart’ failure; — 55% | — — ae Died very soon | No macro“ 
"66 anaemia ik : scopic tu- 
- moa ` £ mours; 
- diffuse in- 
i filtration 
'6 | F | Nausea; vomiting; + Hb 49% ' 50% ‘|Total proteina 10-5 g % “— Lesions in skull | Died within 5 | Tumours of 
- 62 hoarseness; R.B.C., 1°35 m. ; (alb. 3-6 2.%, glob. months of on- skull, ribs. 
weakness ~ W.B.C., 38,800 6-9 g set of symp- | and 'ster- 
% ' | Plasma cells 16% CaL 16: Pe mg./100 mi. toms. No re- num 
> ' sponse to stil- 
a : y bamidine 
7,| M | Backache Ab 719 22/10/48 | Total es 10¢.% Prot. 100 | Lesions in skull | Died 6 months | Tumours of 
63 i inter- | R.B. C3. 3m, J 3% (alb. 2-6 2.%, glob. Glob. + | ` and cervical after onset of skull, ribs, 
. mit- .|‘W.B. C., 17,300 | 22/11/48 T 4g ZA Cells 3 vertebrae - symptoms. spine, and 
Plasma cells 3%-| 22% Cal. 10°7 mg./t00 ml. i Some relief of | femur 
Alk. phos. 5'7 u. pain with stil- 
Urea 30 to 170 mg./ bamidine 

y 100 ml. 

Low backache; 75% Total proteins 6- 5 g-% 15 — Lesions in spine, | Died 5 months | No macro- 

: 6 ‘fracture of ster- : Sek 48 2.%, glob. p ilium, and skull| after onset of scopic tu- 

: ; vomitin . symptoms. mours; 
TE E Cal. FC x0./100 ml. . Some relief of | diffuse in- 
- filtration 


X pain with stil- 
amidine 
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- The diagnosis rests, of course, on the demonstration of 
myeloma cells in bone marrow, usually obtained by sternal 
puncture, but in one of our cases obtained by puncture of 
the iliac crest, as the sternum was too tender (Case 8). Since 
the introduction of marrow biopsy and the staining of smears 
by. the Romanowsky method it seems to be fairly generally 
agreed that the myeloma cell is related to the plasma cell 
and probably derived from the reticulum cell (Boyd, 1944; 

oe 1948). The pleomorphism, not only from case ‘to 
„case but-also in individual cases, probably accounts for the 


previous reports of such varieties as lymphoblastic and 
_ erythroblastic myeloma. 


- 


; t 


clear area, or “ Hof,” was seen, and usually the nucleus 
was eccentrically placed. Multinucleated cells were frequent. 
Two of the cases were of the diffuse type described by 
Ulrich (1939), Churg and Gordon (1942), and others, which 
even at necropsy may be difficult to recognize without 
marrow studies. In one of these, in spite of typical punched- 
out translucent areas in the radiographs, a fractured 
sternum, and two collapsed vertebrae, there was at necropsy 
no evidence of the usual whitish gelatinous tumours, but the 
_ whole marrow was dark red. Microscopically, it contained 
a very high percentage of plasma cells (Case 8). Case 5 
had a macroscopically normal marrow. Some of these 


\ 
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cases may show little or no abnormality in the radiographs, , 
except perhaps some general decalcification (Snapper, 1943). 

The kidneys show typical,changes, which are now thought 
to be primarily due to a blockage of the renal tubules with 
' Bence-Jones proteins (Ehrich, 1932; Bell,~1933 ; Snapper, 


1943). Other writers (Thannhauser and Krauss, 1920 ; Perla ` 


and Hunter, 1930) think the changes are due to a nephrosis 
akin to amyloid disease. These changes, consisting of an 
accumulation of eosinophil material in the collecting 
tubules, which ‘are distended, and an increase in interstitial 
tissue, were well seen in four of these cases (see Fig. 3)... 


w 


MULTIPLE MYELOMA ; 








In seven cases the course of the illness was under 12 months, 
and treatment with stilbamidine or pentamidine had no effect, 
though ‘relieving pain in three cases. 


” 


ADDENDUM 


"Since this paper was written three: further cases have been 
studied.. All had a raised C.S.F. protein. In one (Case 11) the 
'C.S.F. protein was raised while the plasma proteins were still 
normal. In these cases the C.S.F. may be a more sensitive 
index of raised proteins than the plasma. In cases presenting 
with neurological signs the finding of a’ raised protein in the 
C.S.F. may be misinterpreted and the widespread nature of 


~— 


Table giving Details of Three Further Cases 





Sex o Post- 
Presenting of |. . X-ray 
No. re Symptoms Blood Plasma Blood Chemistry is CS.P. Findings Course Padian 
Cells 
9 | F | Backache; cough Hb 44% 70% |Total proteins 12:6 ¢.% Prot. 340 Lesions in skull, | Died about 6 | Tumours 
_ 54 weakness of legs R.B.C., 2°2 m. (alb. 1°88 g.%, i Lange spine, and long months from | of skull, 
` W.B.C., 3,900 ‘glob. 10:72 g.°%) §555554310 bones; col- onset of symp- | sternum, 
Plasma cells 1% Cal. 10-4 mg./100 ml. W.R. nega- lapse L3 toms and spine 
tive ~ 
Glob. +! 
i Cells 1 
10 | M | Backache radiat- +- Hb 77% 6%  |Total proteins 8-15 ¢.% Prot. 93 Diffuse involve- | Relief of pain 
47 ing down sight | inter- | R.B.C., 3-5 m. i alb. 3 g,%. glob. |! Lange o . Ment of skull with stilbami- 
leg mittent | W.B.C., 12,300 S15 g.%) 3344300000 spine, and long dine . 
No plasma cells Cal. 16-8 me./100 ml W.R. nega- bones 
Alk. phos. 46 u. tive 
Urea 96 mg./100 ml. Glob. + 
` Cells | 
11 | F | Backache; epigas- + Hb 83% 27% -|Total proteins): 052.% Prut. 390 Spine; N.A.D. | Complete com- 
68 tric pain; girdle R.B.C., 3-9 m (alb. 36 g-% glob W.R. nega- skull: a single pression ; para- 
pain progressing W.B.C., 9,200 3-43 gB% tive punched out plegia D9- LI. 
to compression; j, ’ No plasma cells Later: total 7 g.% Lange nega- myeloma ?Relief of girdle 
paraplegia ' (alb. 2°52 of Zs tive ’ pain following 
á . CA _ glob, 4-48 Glob. + | pentamidine 
Urea 17 mg. Fé en ls Cells 2 





Treatment - ; 

Treatment is still very’ unsatisfactory. Geschickter and, 
Copeland (1928) report the average duration of the disease 
as two years in 425 cases, the longest recorded being five 
and a half years. Remissions were sometimes seen. In this 
series the, duration was much shorter, being five to twelve 
months in all except one patient, who has now lived for 
sixteen months since the onset.of symptoms. Recently 
stilbamidine and pentamidine have been tried, and ‘varying 
reports on their efficiency have been published. Snapper 
(1946) was responsible for introducing them. Recent reports 
by Brewer (1948) andi Propp et al: (1949) of cases treated 
with stilbamidine were not very favourable, and certainly 
did not indicate remission or arrest of the disease. though 
pain was relieved in some cases. Some of the patients in 
our series were so treated, with indifferent results. Pain 
was relieved in three out of five cases, but the treatment 
did not appear to influence the course of the disease. 


í ` 


Summary l : 


‘ / 
Eight cases’ of multiple myeloma were seen in the course of 
12 months, five of them coming to necropsy, giving a post- 
mortem incidence of 1.13%. 


The method of presentation was by backache, weakness, 
vomiting, collapsed vertebra, anaemia, and albuminuria. 


Seven out of eight cases had Bence-Jones proteins, and all 
had albumin in the urine. 


Three cases in which the C.S.F. was | examined mag a raised 
protein. 


The cytology of the bone: marrow is discussed, with special 
reference to two diffuse cases. 


Four cases showed typical changes in the kidneys. 


R 
j \ 
; 


b i ' . ' 
the lesion overlooked. Laminectomy proves technically diffi- 
cult, and, we understand, such patients do badly. Laminectomy 
is probably contraindicated. 


We wish to record our thanks to Dr. N. F. Coghill for help and 
encouragement in the preparation of this paper and for making Cases 
2, 4, and’ 6 available to us. The other cases were made available 
through the kindness of Dr. Marjorie Warren (Cases t and 3), Dr. 
J. A. Torrens (Case 7), and Dr. M. M. Deane (Cases 5 and 8). We 
also wish to thank Dr. A. C. Spence for the marrow studies, Dr. 


„A. C. Counsell for the pathological investigations, Dr. M. Lubran 


for the biochemical investigations, and Mr. D.’ A. Vinten for the 
photomicrographs. 
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FATAL POISONING OF AN INFANT BY 
ANTI-ANAEMIC PILLS CONTAINING 
IRON, MANGANESE, AND © 

| COPPER 


BY 


J. H. PRAIN, M.B., Ch.B. 


(From the Department of Pathology, University of St. Andrews, 
and Royal Infirmary, Dundee) 


[With PHOTOGRAVURE PLATE] 


The use of iron in therapy dates back to Celsus, who treated 
splenomegalic anaemia by the administration of the water 
in which smiths had drenched their red-hot irons. It 
was not until 1746, however, that Menghinis discovered 
the presence of iron in the blood and so gave a reason for 
a form of therapy which has come into active use only 
within the last two generations. The benefits of vigorous 
ferro-therapy in special instances are so striking that iron 
is now too often used as treatment for any anaemic condi- 
tion. More recently it has been found that traces of copper 
and manganese are necessary adjuvants in iron therapy, 
and the three metals are now available in the form of 
pills which are stable, effective, and elegant. There is little 
doubt that these pills are prescribed very frequently, as is 
shown by the fact that in this region, with a population 
of approximately 400,000, the five main hospitals issued 
approximately 500,000 of these pills in a period of six 
months. Unfortunately, the figures of the quantity pre- 
scribed by the practitioners are not available. 


That ingested iron is not without danger is seen in Kachin 
Beck disease (Hiyeda, 1939), a disease occurring among 
children in Manchukuo and North Korea, due to con- 
tinuous chronic overdosage with iron in the drinking-water. 
Acute overdosage by ingestion of pills containing iron, 
manganese, and copper has been recorded as causing death 
in three infants (Forbes, 1947; Thomson, 1947). The 
present case is presented because it allowed the investiga- 
tion of certain points not available for study in the earlier 
cases, and its occurrence emphasizes again the need for 
every doctor and pharmacist, when supplying such pills 
(e.g., fersolate), to warn the mother of the extreme danger 
to infants. 


Case Report 

At approximately 7.30 p.m. on February 8, 1948, a girl aged 
11 months swallowed some pills with which she had been play- 
ing. Each of the pills contained ferrous sulph. exsic. 3 gr. 
(0.2 g.), copper sulphate 1/25 gr. (2.6 mg.), and manganese 
sulphate 1/25 gr. (2.6 mg.). The exact number swallowed is 
unfortunately not known, as the mother seized the remainder 
and threw them in the fire. The child became very drowsy 
and vomited. The vomit was at first green and later became 
brown. She was admitted to Dundee Royal Infirmary at 
9.30 p.m.—i.e., two hours after ingestion of the pills. 

On admission she was pale and drowsy, but not cyanosed ; 
she made no resistance to examination. The pulse was rapid 
but regular, the respiratory system seemed normal, the abdomen 
was soft and nowhere tender, the pupils reacted normally, and 
there was no evidence of neck rigidity. 

Shortly after admission she vomited, the vomitus being brown 
in colour and streaked with bright-red blood, but there was no 
further vomiting after 10 o'clock that evening. She was treated 
immediately on admission with chalk mixture and sodium 
bicarbonate. 

The next day she seemed to be much better, sitting up in 
her cot, taking notice of her surroundings, and playing with 
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her toys. Two dark tarry stools were passed during the day, 
but there was no diarrhoea. On the morning of the 10th she 
was found to be much worse, with cyanosis of the lips and 
moist accompaniments to the breath sounds at both bases. 
Sulphadimidine (* sulphamezathine ") and penicillin were given, 
but her condition deteriorated rapidly and she died at 1.10 p.m.. 
39 hours after ingestion of the pills. 

Post-mortem Examination Report (21 hours after death).— 
“ The body is that of an adequately nourished infant with slight 
cyanosis of the lips but no jaundice in skin or conjunctivae. 
The stomach shows an area of extreme congestion, containing 
numerous small haemorrhagic points with some oedema, and 
closer study reveals that in this area mucosal damage of varied 
degree is present. This area is situated in the middle third of 
the stomach, nearer the greater curvature, and extending up- 
wards on the anterior and posterior walls. From this central 
area of intense change a lessening degree of reaction spreads 
over the remainder of the stomach. The stomach contains 
approximately 15 ml. of dark-brown coffee-ground material. 
In the small intestine there are a few areas of congestion and 
swelling, but this is not so marked as in the stomach; the 
three main areas of reaction are situated on the anterior wall 
of the third part of the duodenum, in the proximal jejunum, 
and as a diffuse slightly affected area in the proximal ileum. 
It is noted that the Peyer's patches are not affected. The ileum 
contains dark tarry faecal material. The /iver (2 1b., or 0.9 kg.) 
is pale, flabby, and greasy to touch. The spleen, which is 
normal in size, weight, and consistence, presents a mottled 
appearance, light spots flecking the cut surface. 

“ The lungs show a considerable degree of congestion, and in the 
right upper lobe a small area of haemorrhage is present on the 
anterior border. 
ventricle, and the myocardium is generally soft and flabby. The 
valves are competent. The pericardium and thymus seem normal, 
as do the gall-bladder, pancreas, and suprarenals. The kidneys are 
pale, but apart from this appear healthy, with normal ureters; the 
bladder, which is also normal, contains 18 mil. of clear urine. The 
reproductive organs are normal, as are the brain and meninges.” 
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Special Examinations.—Analysis of the urine, gastric and 
caecal contents, and the bile for iron, copper, and manganese 
resulted as follows: 


-_—— 


— -| 





Fe 0:455% 
Cu 0:0099% 
Mn Present 





That the high gastric and caecal iron content is not entirely 
the result of the haemorrhage from the mucosal damage is 
shown by the presence of copper and manganese in the same 
samples. The “metabolic route” of the manganese is indi- 
cated by its obvious presence in the bile and its absence from 
the urine; the copper content of both bile and urine agrees 
with its recognized route of excretion. Since these estimations 
were made on isolated specimens obtained at necropsy it is 
unwise to compare them with normal excretion values, but 
they are much higher than those considered normal. 

Histology.—The main lesions: occur in the gastro-intestina! 
tract. In the stomach, the area of acute gastritis described 
above is seen to consist of localized areas of severe necrosis 
(Plate, Fig. 1) of the gastric mucosa with a striking impregna- 
tion of the adjacent reticulum by iron (Fig. 2), recalling the 
impregnation described in the pulmonary reticulum in haemo- 
siderosis (Scott Park ef al., 1947). There is also oedema of 
the submucosa, and under the areas of necrosis the veins show 
thrombosis with iron impregnation of their walls (Fig. 3). 
Deeper still, the as yet not thrombosed vessels show thickened 
endothelium which contains masses of iron granules. The liver 
(Fig. 4) shows a widespread and surprisingly uniform fatty 
change and some iron is present, but in no great amount— 
much less than used to be seen in the typical case of pernicious 
anaemia. The presence of copper and manganese in the liver 
can perhaps be deduced from the fact that the reaction with 
sulphide shows more metal in the hepatic cells than is revealed 


The heart shows dilatation of the right auricle and . 
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by Perls’s reaction for iron. The tubules of the kidney show 
cloudy swelling but no other lesion, and iron could not be 
demonstrated. The only other significant finding in the viscera 
was necrosis of the Malpighian corpuscles of the spleen. 


Discussion 


Although previous reports have dealt with the toxicology 
of this condition, this new case raises some points in the 
clinico-pathological synthesis that are of interest. 


It appears from the microscopical examination that once 
_the gastric mucosa is damaged the iron escapes from the 
lumen into the tissues and leads to thrombosis of the sub- 
mucosal veins; this thrombosis would seem to act as a 
block, in that comparatively little iron has been found in 
the liver. None the less, it is difficult to escape the con- 
clusion that the gross fatty change in the liver is due to 
absorption of substances from the lumen through the areas 
denuded of mucosa, or possibly from the breakdown pro- 
‘ducts of the mucosa itself. The extent and degree of the 
change in the liver seem scarcely sufficient to explain the 
fatal issue, but in view of the failure to find any other 
cause of death one might assume that the damaged liver, 
although capable of sustaining life for some time, was not 
capable of maintaining its detoxicating process in the con- 
tinued presence of this absorption. The final collapse of 
the liver, by allowing access of the absorbed substances to 
the rest of the body, led to the sudden exitus. The necrosis 
of the Malpighian corpuscles is probably associated with 
that generalized toxaemia. | 

The present case emphasizes again two important clinica] 
points. First, it is of the utmost importance to begin treat- 
ment urgently for the sake of the gastric mucosa, as it 
seems probable that the gastric mucosa is the first and main 
line of defence of the liver. In this respect it is of interest 
to note that a recent paper described a case of recovery 
after the ingestion of similar pills in which treatment was 
started at once by the patient himself, and little evidence of 
liver damage could be found (Roxburgh, 1949). The histo- 
logical findings in the present case fail to provide any 
suggestions for specific therapy, and one can merely repeat 
the probable value of early administration of alkali to form 
insoluble hydroxides. It would seem that dimercaptopro- 
panol (BAL) is unlikely to be of help (McCance and 
Widdowson, 1946) in such cases ; it was used by Roxburgh, 
who makes no claim, however, for its value. 


The second point of clinical importance is the occurrence 
of a misleading period of improvement and apparent well- 
being before a rapidly fatal termination. A similar false 
recovery occurred in one of Forbes’s cases, and the fact 
should perhaps be stressed that in treatment of such cases 
this period of betterment neither lessens the gravity of the 
prognosis nor permits any, relaxation of therapeutic activity. 


Summary 


A case is described of fatal poisoning of an infant by pills 
containing iron, copper, and manganese. 

The clinical course showed a period of apparent recovery 
followed by sudden death: this misleading sequence occurred 
also in one of the previously reported cases. 

The histological findings suggest that the destruction of the 
gastric mucosa leads to lethal hepatic damage. 

It is the duty of doctors and pharmacists to warn parents of 
the grave risk to infants presented by these visually attractive 
pills. 

I wish to thank Professor A. C. Lendrum for his help and advice 


in the preparation of this paper and Mr. A. Dargie, Dundee City 
Analyst, for the analysis of the specimens of gastric and caecal 
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content, bile, and urine. I am also grateful to Dr. J. Thomson, 
Royal Infirmary, Dundee, for the clinical details, and to Mr. J. W. 
Corkhill for the photomicrography. 
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SYNOVIAL OSTEOCHONDROMATOSIS 
TWO UNCOMMON EXAMPLES 


BY 


J. F. CURR, M.D. F.R.C.S.Ed. 
Formerly Temporary Assistant Surgeon, Royal Infirmary, and 
Leith Hospital, Edinburgh ; late Orthopaedic 
Specialist, R.A.M.C. 


[WITH PHOTOGRAVURE PLATE] 


Synovial osteochondromatosis is a well-recognized condi- 
tion, but the two cases reported here presented some unusual 
features. 


Case 1 


The patient, a man aged 23, had a history of stiffness of the 
right shoulder for about six months, associated with occasional 
slight pain, but with no obvious cause beyond some trivial 
injuries in the past. On examination there was a complete 
absence of any movement in the right shoulder-joint. 

Radiological examination disclosed enormous numbers of 
opaque loose bodies, of varying size and density, occupyiny 
the entire shoulder-joint and extending into the subscapular 
bursa and the synovial sheath of the long head of the biceps. 
Synovial osteochondromatosis was diagnosed (Plate, Fig. 1) 
There was no abnormality elsewhere. | 

At operation the right shoulder-joint was exposed through a 
long anterior incision. On opening the bulging synovial mem- 
brane loose bodies were scooped out by the dozen, but many 
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Fic. A.—Case |. Photograph of loose bodies after removal. 
still attached to it had to be avulsed or dissected out. An 
attempt at synovectomy was abandoned owing to tough adhe- 
sions and haemorrhage, but the whole of the synovial sheath 
of the long head of the biceps was excised and also as much 
as possible at the site of the reflection of the synovial mem- 
brane on the humerus. All loose bodies were removed after 
a complete exploration. 


Nov. 5, 1949 


Pathological Condition—The entire synovial membrane was 
red, rough, and oedematous. The earliest lesions were tiny 
nodules and small sessile excrescences, and were most pro- 
nounced at the refiection of the synovial membrane and in 
the bicipital groove. Larger bodies were hanging in clusters, 
and other solitary bodies possessed a mere hairlike pedicle. 
The largest bodies, up to 2 cm. in diameter, were lying com- 
pletely detached and mobile within the joint. Those with any 
degree of pedicle were red and still retained a blood supply, 
but the actual loose bodies were yellow and more polished ; 
all were somewhat rounded, with a pitted irregular surface. 
There were more than 350 osteochondromata, including several 
clusters not yet independent (Fig. A); very tiny ones still 
embedded in the synovial membrane were difficult to count 
accurately. Their total weight was 67.5 g. There was marked 


osteoarthritic lipping at the edge of the articular cartilage of the’ 


humerus, together with an erosion of the cartilage in the centre 
of the head where a loose body had been impacted. 

Histological examination of a portion of the synovial 
membrane with the earliest changes demonstrated well-marked 
cancellous bone formation, as well as fibrous tissue and carti- 
ps 2 was extensive proliferation of the synovial tissue 
(Fig. 2). 

Several of the loose bodies were examined radiologically after 
removal and showed a central opaque nucleus, surrounded by 
more dense peripheral laminae of calcification. 

Progress.—Healing was uninterrupted, and no remaining loose 
bodies were found on subsequent radiological examination. 
Two months after operation a moderate degree of all move- 
ments had been restored, but ‘further follow-up proved 
impossible. The formation of the osteochondromata appeared 
so active that it is almost certain that they will develop again, 
necessitating a second operation. A stiff shoulder is the prob- 
able final result, especially as osteoarthritis is already established. 


’ Case 2 

This patient, a man aged 55, sustained a trivial injury to the 
left ankle, and two weeks later was seen on account of swelling 
and moderate disability. Radiological examination revealed 
several opaque loose bodies, posterior to the ankle-joint, which 
were typical of synovial osteochondromata (Fig. 3). There 
were also early changes of osteoarthritis in the ankle-joint. 

At operation a postero-medial incision was made and the 
loose bodies were found lying in a large bursa communicating 
with the synovial tendon sheath of flexor hallucis longus. Some 
were quite loose and others were attached in clusters to the 
synovial lining, which was otherwise healthy. All the osteo- 
chondromata were removed and the entire bursa was excised. 
A good recovery followed. 


Comments on the Condition 


Site of Origin—Henderson and Jones (1923) observed 
-that the site of reflection of the synovial membrane is the 
common site of origin of osteochondromata within a joint ; 
this is the region of differentiation in the foetus, and is the 
most favourable situation for disarrangement of cells which 
in later life may take on properties not normally possessed, 
The findings in Case 1 are thus clearly in confirmation. 
Nature of the Condition.—Osteochondromatosis is now 
generally accepted as being a benign neoplasm, developing 
from embryonic rests or from a metaplasia of connective- 
tissue cells. Although malignant synovial tumours are well 
known, it is seldom appreciated that malignant change may 
supervene on osteochondromatosis on very rare occasions ; 
Geschickter and Copeland (1936) and Brailsford (1948) 
refer to cases in which a sarcoma developed. Bennett (1947) 
showed the necessity for following up all benign neoplasms 
or other tumour-like lesions of synovial tissue because of 
the risk of subsequent malignancy and also because there 
may be difficulty at first in distinguishing histologically 
between benign and malignant conditions. In Case | 
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recurrence seems almost certain owing to the activity of 
the growth of osteochondromata, and it is interesting 
to speculate on the possibility of ultimate malignant 
change. 

Growth of Bone—The growth of bone and the increase 
in size of the osteochondromata are in keeping with the 
opinions of Greig (1931). He maintained that bone forms 
before a loose body becomes detached, for the reason that 
bone formation requires an adequate blood supply, not 
available after the loose body is once free. Any increase in 
size after detachment is then due to increase in the amount 
of cartilage, which can derive nutrition from synovial fluid. 
Calcification, as distinct from ossification, may occur there- 
after in the periphery of the loose body. 

Involvement of Shoulder-joint.—This is a very rare site, 
coming in order of frequency after knee, elbow, ankle, and 
hip joints. Albee (1927) removed 64 loose bodies, and 
Henderson and Jones reported another case, both being 
followed by recurrence. The condition was also demon- 
strated by de Lorimier (1943), Behrens (1947), and 
Brailsford. 

Involvement of Bursae and Tendon Sheaths.—Being 
closely related to joints embryologically, these are subject to 
the same pathological conditions and may become the site 
of loose bodies. Osteochondromatosis is not common in 
them and may occur independently or in association with a 
similar joint lesion. References have been made, amongst 
others, by Henderson and Jones, Geschickter and Cope- 
land, Buxton (1923), Janik (1927), and Shepherd (1943), 

Numbers of Loose Bodies.—A solitary osteochondroma 
may occur. Very large numbers, however, have been 
recorded, such as 700 by Timbrell-Fisher (1921), 1,047 by 
Berry (quoted by Timbrell-Fisher), and 415 by Boyd (1947), 
all in the knee, and 1,000 by Brailsford in the hip. As a 
rule the number is much smaller, and the figure of at least 
350 in Case 1 is well above the average. 


Treatment 
Operation is required if there is to be any hope of 
recovery of function of the joint or prevention of osteo- 
arthritis. According to Timbrell-Fisher, the process of 
loose-body formation may end as suddenly and mysteriously 
as it began, and the results of operation are good provided 
the condition is not then progressive; otherwise there is 


recurrence and a second operation becomes necessary. 


Henderson and Jones extracted ten loose bodies from a 
shoulder-joint through a very small posterior incision, but, 
though possibly effective in certain instances, this limited 
type of exposure does not seem applicable in the presence 
of large numbers, especially if still attached to or involving 
synovial extensions of a joint. Wilmoth (1941) performed 
a partial synovectomy, with removal of loose bodies, in most 
of his cases, but was uncertain regarding the prevention of 
recurrence. A total synovectomy is the best method of 
ensuring against recurrence in a case with extensive involve- 
ment, but it is not attainable in all joints nor under such 
conditions as in Case 1. 

Involvement of-a bursa is easily treated by its complete 
excision. In a tendon sheath, simple removal of loose 
bodies is the usual treatment, but occasionally total excision 
of the synovial lining is possible. 


Summary 
Two uncommon examples of synovial osteochondromatosis 
are reported. In one case the shoulder-joint was involved most 
extensively, over 350 loose bodies being removed. In the other 
the loose bodies were in a bursa in direct communication with 
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a tendon sheath at the ankle: recovery followed removal of the 
osteochondromata and excision of the bursa. 


I wish to acknowledge my indebtedness to Messrs. A. H. Baird, 
who carried out the photography, 


REFERENCES 


Albee, F. H. (1927). J. Bone Jt Surg., 9, 601. 
Behrens, C. F. (1947). In Clinical Radiolog 7 


edited by G. V. Pill- 
more, vol. 2, p; 417. Davis, Philadelphia , 


Bennett, G. A. (1947). J. Bone Jt Surg., 29, 259, 

Boyd, W. (1947). ee Pathology, 6th ed. Saunders, Philadelphia. 

Brailsiord, J. F. (1948). Radiology of Bones and Joints. 4th ed. 
Churchill, London. 

Buxton, St.-J. D. (1923). Brit. J. Surg., 10, 469, 

de Lorimier, A. A. ( 1943). The Arthropathies. Year Book Publica- 


tions Inc., Chicago. i 
Geschickter, C. F., and Copeland, M. M. (1936). Tumours of Bone. 
rev. ed. American Journal of Cancer, New York. 
Greig, D. M. (1931). Clinical Observations on the Surgical Pathology 
i> of Bone. Oliver and Boyd, Edinburgh. 
j J. Bone Jt Surg., §, 400. 


Hen n, M. S., and Jones, H. T, (1923 

Janik, A, (1927). ” Ann. Surg., 85. 897 

Sh J. A. (1943). Brit. J. Surg., 30. 179 
Ibid., 8,493. 


rd, J. A. £ 
Wine ae i D (1921). 








A STUDY IN VISUAL DEFECTS IN 
YOUNG CHILDREN 


BY 
P. A. TYSER, M.D., B.S., D.P.H. 


Senior Assistant Medical Officer, Area No. 3 (Tottenham). 
Middlesex County Council 


AND 


Rr -W.. LETCHWORTH, M.D., F.R.C.S. 
Visiting Ophthalmic Surgeon to the Local Education Authority 


It is evident from the annual returns of the school health 
service that amblyopia and strabismus form a large pro- 
portion of cases of defective vision. It is the purpose of this 
paper to describe a simple method whereby gross errors of 
refraction in children under the age of 5 can be ascertained. 
We demonstrate that this method is accurate enough to be 
used on a wide scale, that a large number of children in 
the age group discussed suffer from gross errors of refrac- 
tion, and that it is important from a preventive aspect that 
they should be detected and treated as early as possible in 
order to achieve good results and prevent deterioration and 
the development of other conditions. Except in cases of 
suspected strabismus, hypermetropia under 2D and astig- 
matism under 0.75D was not corrected ; in all other cases 
correction was made, the conditions being referred to as 
gross errors of refraction. 

We are not concerned here with the finer analysis of the 
degrees of the errors of refraction and their age distribu- 
tion ; this is of secondary importance to this investigation. 

The sight of children is usually examined when they are 
7 to 8 years old by the Snellen type test in the course of 
routine medical inspections. Before this age treatment may 
be sought only when attention is drawn to the child’s eyes 
by the occurrence of squint or because defective vision is 
thought to exist. A squint of the ordinary concomitant type 
associated with hypermetropia is usually manifest between 
the ages of 18 months and 5 years. At the age of 12 
months a child should have acquired the power of fixation. 
Now, if something prevents that being acquired, nystagmus 
will occur, but during the next few years the full visual 


acuity will have to be developed. In cases of a high degree 
of astigmatism a distinct image is not formed on the retina 
and full visual acuity cannot be developed. Also with 
anisometropia the child will not focus the ametropic eye 
and the same will follow. 

It is therefore of great importance that such conditions 
should be recognized as soon as possible, since by correcting 
such errors at the earliest opportunity the final result will 
be much better. After the age of 8, if no correction has 
been carried out, there will be in these cases a considerable 
degree of amblyopia, which may be difficult or impossible 
to overcome. Furthermore, by correcting high degrees of 
hypermetropia many cases of potential squint may be fore- 
stalled. Experience has also shown that if one child in a 
family has a gross error of refraction it is likely that some 


of the other children will also have errors requiring correc- 


tion, and it is the custom of one of us (T.W.L.) to inquire 
into family histories and to examine all the children of a 
family in which one child is found to have a gross error 
of refraction. 


The number of cases of amblyopia discovered in schoo! 
entrants indicates that a far more intensive investigation 
should be made of the eyesight of the pre-school child 
Some special test, easily applied and quickly performed, is 
required to ascertain those children who are suffering from 
grosser errors of refraction. One of us (P.A.T.) undertook 
the retinoscopy examination of all children present in the 
day nurseries, nursery schools, and classes in the borough.* 


Method and Scope of Eye Investigation 


Retinoscopy was performed with a plane mirror without 
using a mydriatic. The children were éxamined in a 
darkened room seated on a chair at arm’s length. First 
the movement of the red reflex was noted in vertical and 
horizontal meridians. Movement against the mirror in any . 
meridian in either eye was noted as “ myopia” and 
referred to one of us (T.W.L.) for further examination. If 
movement occurred with the mirror then the procedure 
Was repeated using a +2D lens held in turn immediately 
in front of the child’s eyes, movement in any meridian in 
either eye being noted as “ hypermetropia ” and referred for 
further examination, It was found that having the children 
attend in batches of ten alleviated anxiety and that it was 
possible to examine 60 children in the course of an 
hour, 


The upper age limit was taken as the age of 5 in January, 
1949. Accommodation for 567 children exists in the day 
nurseries, nursery schools, and classes. Owing to illness 
and other reasons 87 were absent at the time of the survey 
and 10 became too emotionally disturbed to be examined. 
Of the 470 children examined, 10 were excluded from the 
final results, eight being over the age of 5 and two who 
were ascertained to have defects failing to keep several 
appointments for further examination. The results of the 
remaining 460 examinations are considered here. 


-Results 


Table I shows the analysis by sex and age of the 
examinations made. The numbers in the age groups are 
considered too small for further analysis. The 460 children 
comprised 247 boys and 213 girls, and in each case 19 


"We wish to acknowledge our indebtedness to Dr. G. Hamilton 
sogben, to the borough education officer, and to the head teachers 
and matrons of the nursery schools and classes and day nurseries in 
Tottenham for their invaluable assistance. - 





TABLE I.—Analysis of Results by Age and Sex 
































Noy. 5, 1949 
Boys Girls 
EST eae hes. | 10 | 11 
saj è šo 

i i : | 4) 
ala Eai |G lala delat 
É >i HEARE- B i 

= F Ẹ Se E [<] Bm 
2 © 5 E Ms at zZ ° cm z 
F Z8 a8 $al szl 2/3 |3 25 |$% |s 
Se 85/89 /OE/Fa/28) 5 | 2 | 95 | $5 35|? 
35 ise l|salsslssles| 2 | è | ze] 28! 25 |2 
soso eiii eiod |) whe] I EL #f-o 
136 119 |olol2111/119 | 2 | 2] 1 i | 0 
4.30) 12°) 1a | Ont Fleet 3h 0) 2 | om 
Se tas eh eel a. asc) ee se |) Ce bet a 
saan.) st.1 tae) £ 1.2 seolesecl oe be Loker 
ae bs isla)labteé |) sel al sh @132 
47-50 | 4 | 81) 6 i 1 | 6 2); 2/1 

| 


| B | 49 
ws | | | 247 ‘191 16 


visual defects Were discovered—i.e., 7.7% and 8.9% respec- 
tively, with an overall percentage of 8.26. The number 
of children who were already receiving treatment for defec- 
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tive vision at the time of the investigation was 11 (five boys- 


and six girls), or 2.39%. A further 33 cases were revealed 
by the survey; of these, 27 were later confirmed—i.e., 
5.87%. 


Table II provides an analysis of the defects found. 


Taste Il.—Analysis of Defects 





Conditions 


Compound hypermetropic astigmatism sa 
Convergent strabismus; compound hyper- 

opi Že 
Mixed astigmatism ‘a 
Simple hypermetropia .. 
No significant error 





Totals .. 


Conclusion 


The results of this investigation are to be regarded as 
a “pilot” survey. Children attending nurseries may not 
be representative of the whole child population in the 
age groups examined. Further, a retinoscopy examination 
without the use of a mydriatic cannot give entirely accurate 
information about the state of the ocular mechanism. The 
method employed was devised and used as a simple and 
speedy technique to discover grosser errors of refraction. 
Despite its limitations it is contended that the method is 
justified and suitable for use on a wide scale in the annual 
examination of children of pre-school age. 








Dr. Leonard Scheele, Surgeon-General of the U.S. Public 
Health Service, is reported to have stated recently that 1949 
will be the worst year for infantile paralysis in the history 
of the United States, with cases reaching a total of 40,000 to 
45,000. This will be a 50% increase over the infantile paralysis 
cases reported last year, and he feared that figures may be even 
higher next yeay and in the years to come, In the 10 years 
before 1943 there was only a moderate incidence of infantile 
paralysis in the U.S.A., but since then there has been a marked 
upward trend. 
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ACUTE ADRENAL INSUFFICIENCY 
AFTER ADRENALECTOMY FOR 
PRE-PUBERTAL VIRILISM 


BY 


B. VICTOR JONES, M.B., B.S. 
Late House-surgeon, Charing Cross Hospital 


The following case is reported because it must represent 
closely the results of total extirpation of the adrenals in 
man. 

Case Report 


A girl aged 6 was found to be suffering from typical pre- 
pubertal virilism when first seen on November 8, 1944. The 
urinary 17-ketosteroid excretion was 12.3 mg. a day. Laparo- 
tomy was performed; this confirmed her sex and showed 
both adrenals to be much enlarged, Left adrenalectomy was 
carried out and the -ketosteroids fell to 8.3 mg. a day. Her 
physical condition, however, did not improve, and her psycho- 
logical condition became so difficult that her parents found it 
impossible to manage her. She was therefore readmitted at the 
age of 94 for further treatment. 

Although her general appearance was that of a normal girl 
of this age there was marked enlargement of the clitoris, and 
the vagina was rudimentary. A heavy growth of pubic hair 
was present. Her mental ability was only that of a child two 
years younger, and she behaved in an excessively rowdy way. 
Her voice was unusually deep. The urinary 17-ketosteroids 
were now 26 mg. a day. 

The right adrenal gland was explored on February 20, 1948, 
and found to be about five times the normal size. A portion 
It by 1 in. (3.75 by 2.5 cm.), representing just under half the 
gland, was resected with the diathermy needle and the cut edge 
of the remainder of the gland oversewn with catgut. The 
wound was closed without drainage. A small wound was 
accidentally made in the pleura; it was immediately closed. 
An intravenous glucose-saline drip was started. 

Ten hours after operation her condition was quite satisfactory 
and the intravenous drip was discontinued. But the pulse and 
respiration rates began to rise during that night, and by 24 
hours after operation the blood pressure had fallen to 75/45, 
her pulse was weak and rapid, and she was drowsy but rational. 
She was sweating slightly and her skin felt warm. It was now 
noticed that generalized pigmentation of tħe skin was develop- 
ing. As the day went on she became noisy and restless, and 
her temperature rose to 103° F. (39.4° C.). A right-sided 
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pneumothorax was present. Two 10-ml. doses of “ eucortone ” 
were given during this day, but had little noticeable effect. 
During the night her condition became steadily worse. The 


= blood pressure remained at 75/45, and her pulse became 


irregular and at times uncountable at a rate of about 180 a 
minute. The respiration rate rose to 60 a minute. She was 
delirious and incontinent of urine. 

On the morning of the second day after operation her condi- 
tion was so grave that the ward sister thought she was not 
likely to live for more than’an hour. The pulse was uncount- 
able and the respiration rate still 60; the blood pressure was 
now only 50/20. A deep generalized pigmentation of the skin 


-~ was present ; it was of café-au-lait colour and evenly distributed 


over the whole body. Nevertheless, her ears and lips remained 
a good pink colour and the pale grey-blue cyanosis seen in 
cases of severe shock—e.g., after severe burns—did not develop. 
The haemoglobin was 55%, so it was evident that the haemo- 
concentration of shock was not developing. 

She was given 10 ml. of eucortone intravenously, and one 
hour later her general condition was noticeably better. A further 
15 ml. was therefore given immediately, and further improve- 
ment followed. An intravenous glucose-saline drip was started 
again and eucortone, 30-ml., was introduced with it four-hourly. 
During the day she vomited several times, but the total amount 
brought up in the post-operative period could not have been 
more than | pint (568 ml.). She passed no urine, and by the 
evening oedema of the face, particularly about the eyelids, was 
beginning to develop. She was catheterized, but only about 
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Chart showing blood pressure and the course of adrenal cortex 
replacement treatment. 


50 ml. of urine was obtained. This was of average concentra- 
tion and contained albumin but no sugar or ketone bodies. 
The urinary chlorides were 3 g. per 100 ml., and a blood sample 
taken at the same time contained only 292 mg. of sodium. per 
100 ml. (normal 325 mg.). 

Her condition continued to improve during the night, though 
she was noisy and delirious and required heavy sedation. By 
the next day, the third after the operation, the blood pressure 
was rising and the pulse and respiration rates were falling. 
There was marked oedema of the face but none of the limbs 
or sacral area. She began to take fluids by mouth and passed 
30 oz. (950 ml.) of urine. On the fourth day she was rational 
and sleepy, and her general condition had very much improved. 
She was taking food by mouth, and the blood pressure had risen 
to 102/75. The. oedema was subsiding, but the pigmentation 
still remained. 

From then onwards she made rapid progress. The eucortone 
was reduced to 10 ml. four-hourly on the third day after opera- 
tion, and she was given 20 ml. on the fourth; it was stopped 
altogether on the fifth day, and desoxycortone acetate, 
2 ml. (10 mg.) was given thrice daily for five days followed by 
2 ml. daily for two days. Common salt, 6 g. daily, was given 
while she received desoxycortone acetate. The oedema had 
disappeared by the sixth day. The pigmentation gradually 
faded; it had become faint by the eighth day and had dis- 
appeared by the sixteenth, by which time she was afebrile and 
in excellent health. The total amount of eucortone given was 
275 ml. The urinary ketosteroids on March 16 were 8.4 me. 
a day. 
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Discussion 


It will be seen that, three years after one adrenal had 
been removed, resection of about half of the remaining 
gland was followed by a crisis similar to those which occur 
in Addison’s disease. It did not occur immediately after the 
operation, but began within 12 hours of it. It is presumed 
to have been due to defunctioning of the remaining part of 
the gland by oedema, with the added possibility of throm- 
bosis of the adrenal vein by the diathermy used in the 
excision. 

Pigmentation occurred within 24 hours of the operation 
and was maximal within 48 hours of it ; it was generalized 
and even, and in colour and depth closely resembled that 
of known cases of Addison’s disease which were in the 
ward at the time. It had almost disappeared eight days 
after the operation. This was the most striking feature of 
the crisis. 

The pigmentation of Addison’s disease has been accounted 
for as follows. Adrenaline is normally prepared in the 
adrenal medulla from tyrosine, which is stored in the skin. 
If the adrenal medulla is destroyed and no adrenaline is 
formed the tyrosine is not used up and accumulates in the 
skin, where a tyrosinase converts it into melanin (Wright, 
1945). The fact that pigmentation occurred so rapidly in 
this case seems to support the theory that adrenaline is 
secreted continuously in man. 

The patient’s condition during the crisis was rather 
like that in surgical shock, but the extremities remained 
warm and pink instead of cyanosed, and there was marked 
hyperventilation. The whole clinical picture resembled 
the Waterhouse-Friderichsen syndrome closely, but no 
petechiae were present, livid cyanosis did not occur, and she 
responded well to treatment with adrenal cortex extract 
(Martland, 1944). The pigmentation seen in this case 
has not been described in either of the above-mentioned 


conditions. 
Summary 

A case of pre-pubertal virilism is described; it was treated 
by adrenalectomy, followed later by removal of part of the 
remaining adrenal gland. 

A crisis resembling those of Addison's disease occurred during 
the first few days after the second operation ; it responded well 
to treatment with eucortone, desoxycortone acetate, and intra- 
venous glucose-saline. Recovery followed. 


I wish to thank Mr. L. R. Broster for permission to publish this 
case and for his help in preparing the paper. 
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In future national insurance cards will not be stamped by 
patients in mental institutions or by the staff of the institutions 
on the patients’ behalf. The Ministry of National Insurance 
will not ordinarily examine liability for contributions until after 
a patient's release, unless the next of kin wishes to pay or an 
application for benefit is made. These arrangements have been 
agreed by the Ministries of Health and National Insurance, and 


` arè conveyed to mental institutions in Circular 95/49. The insur- 


ance cards should be returned to the local national insurance 
office, which will issue to the institution a form for each patient 
instead of a card. If the patient is transferred to another insti- 
tution the form should accompany the patient, and on the 
patient's discharge or death it should be returned to the local 
office named on the form. The next of kin of the patient or the 
person to whom correspondence about the patient is sent will 
have an opportunity of paying national insurance contributions 
on the patient’s behalf if he wishes to do so. 
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An Operation for Femoral Hernia 


The discussion on femoral hernia in the British Medical 
Journal of October 23 and November 6 and 13, 1948, has 
prompted me to describe, before I intended doing so, a 
method of closing the femoral canal which I have been 
using and which I think fulfils all the requirements of an 
operation for femoral hernia. In it no.foreign unabsorbable 
material is used, with the occasional disappointment which 
this sometimes engenders. (Patients seem more disgruntled 
at having a chronic sinus from foreign material than if they 
had had a recurrence.) The canal is closed at the inlet by a 
living membrane that is always at hand. Very large 
openings are easily closed by this means. 

The method puts no strain on the external oblique muscle. 
Any method that pulls down the inguinal ligament to 
Cooper’s ligament in the high operation, or to the pectineal 
fascia in the low-type operation, produces a strain on the 
external oblique tendon and is often followed by rupture 
of the fibres here and a weakening of the inguinal canal. 
Hence the tendency to inguinal hernia after high or low 
operations in which the inguinal ligament is pulled down 
to one of these structures. When I have used the method 
here described there has been no subsequent discomfort. 


TECHNIQUE 


I recommend the method for trial as I feel that no individual 
surgeon sees a sufficient number of femoral herniae in a limited 
time to appraise a method fully. The operation can be done 
with comfort for the patient and surgeon under local analgesia. 
A point in the simplification of the operation is the use of the 
Trendelenburg position. 

The most satisfactory skin incision is one over the inguinal 
canal and curving down over the femoral sac at its inner end, 
This allows a good vision of the inguinal canal area and of the 
sac and the pectineus muscle with its coverings. 

The sac is accurately freed from the surrounding fat and 
fascia ; if large, the redundant part of the sac should be excised 
to facilitate the sac’s being drawn up through the canal. The 
external oblique muscle over the inguinal canal is then incised 
as in inguinal hernia. The cord or round ligament is drawn up, 
the transversalis fascia is incised, and the extraperitoneal fat is 
exposed. The neck of the sac entering the femoral canal is 
gently pulled on, and by careful teasing the whole sac is pulled 
up from the femoral canal. The bladder is carefully separated 
from the sac on the inner side and a high closure of the sac 
made. The ligated portion and peritoneum are now pushed 
upward and the ileopectineal line, with Cooper's ligament, is 


posure is obtained 
with the Trendelen- 
burg position. 
Cooper's ligament 
extends down over the 
pectineus, where it 
blends with the pecti- 
neal fascia. The fascia 
is exposed from the 
ileopectineal line above 
to below the inguinal 
ligament by gentle 
wiping with a gauze 
swab. The medial 
border of the iliac and 
femoral veins is noted. 
This gives the outer 





Fic. 1.—The pectineal fascia has been 
separated from the underlying pectineus 


muscle and is ready to drawn up- 
wards above the inguinal ligament. A= 
Superior ramus of pubes with Cooper's 
ligament. B=Blunt dissector raising 
fascial flap. C= Inguinal ligament. 
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exposed. A good ex- . 


border of the fascial 
leaf to be utilized and 
defines the breadth of 
fascia to cover the 
opening of the fem- 
oral ring. The fascia 
is incised along this 
line from Cooper's 
ligament to below the 
inguinal ligament, and 
the fascia is separated 
from the bone and 
underlying pectineus 
muscle by blunt dis- 
section. 

The fascia is cut 
across about ł in. 
(1.9 cm.) below the 
inguinal ligament. It Sle ANNES, 
can now be pulled up- = = 
wards so that it hangs N 
freely above except 
where it is hinged 
at Cooper's ligament 
(Fig. 1) This flap, 
which is naturally 
strong, is then laid 
without tension along 
the upper concave 
edge of the inguinal 
ligament and fixed 
here with two or three 
interrupted 40-day cat- 
gut sutures (Fig. 2). 
This effectively blocks ot 
the upper opening ot the canal. The transversalis fascia is 
sutured accurately back in position and the external oblique 
muscle incision closed (Fig. 3). 


COMMENT 


Since writing this short description of an operation for 
femoral hernia I have read A. K. Henry’s article (Lancet, 
1936, 1, 531) where he suggests an operation in which he 
uses the pectineal fascia in much the same way for the 
closure of the upper orifice of the femoral canal. Unfor- 
tunately, his unusual mode of approach has evidently over- 
shadowed the suggested method of closure of the canal, for 
it has not been mentioned in any of the recent articles on 
the subject, and this short description is published with a 
view to popularizing this method of closing the canal. 
Henry’s method of approach does not give a good view 
of the pectineal fascia and renders the operation difficult. 
The most satisfactory incision is the one I have described. 

G. D. F. McFappen, M.Ch., F.R.C.S. 





pulled up and is ready 
the upper surf 
ligament, 





Fic. 3.—The flap of fascia has been 
stitched to the upper concave edge of the 
inguinal ligament. 


Branchial Fistulae 


Proximally blind lateral cervical fistulae opening in the 
vicinity of the anterior border of the sterno-mastoid, and 
extending a variable distance up the neck, are not uncom- 
mon. Apart from their persistence and occasional dis- 
charge, they cause little disability, and where excision is 
indicated the procedure is simple provided their origin 
lies external to the carotid sheath. Consideration of the 
development of the visceral arches confirms the view that 
these branchial fistulae are probably derived from the cer- 
vical sinus, which in the embryo is normally shut off from 
the pharynx by a septum of tissue, the cleft membrane. 
Consequently the presence of a complete fistula communi- 
cating internally with the pharynx and presenting an 
external opening in the neck may be considered a rare 
condition. 


EEE 
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CASE REPORT 


The case is that of a girl aged 16 who complained of a small 
discharging sinus in her neck. She stated that to her know- 
ledge it had been present since birth, and that periodically it 
_ became more noticeable and discharged a clear coloured fluid 
for several days. 

On examination a barely noticeable papule was present over 
the anterior border of 
the left sterno-mastoid 
and situated about 2 
in. (5 cm.) above the 
suprasternal notch 
(Fig. 1), There was 
no discharge at the 
time, and it was found 
impossible to get a 
very fine probe into 
what was apparently a 
closed punctum. How- 
ever, extending up- 
wards from this to- 
wards the angle of the 
jaw was a slight but 
just visible cord-like 
. 1—Opening of branchial cyst in thickening comparable 

néck. in diameter to an ordi- 

nary lead pencil. On 

asking the patient to open her mouth and upon milking this 

thickening upwards, a good teaspoonful of whitish fluid was 
seen to exude from the region of the supratonsillar fossa. 

Under anaesthesia and after packing off the pharynx, a large 
ureteric catheter was passed with ease through a visible ostium 
opening above the left tonsil. Lipiodol was injected, and a sub- 
sequent radiograph (Fig. 2) confirmed the provisional diagnosis 
of a complete branchial fistula communicating with the pharynx. 








Fic. 2.—Lateral view of fistula after injection of lipiodol. 


COMMENT 


Surgical ablation of such a fistula entails a moderate- 
sized incision and a careful dissection in the region of the 
internal carotid artery, due respect being given to the 
proximity of both the glosso-pharyngeal and the facial 
nerves. Access to the pharyngeal closure of such a fistula 
is best aided by lateral displacement of the tonsil by means 
of a finger in the mouth. The mere presence of a branchial 
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fistula is in my opinion no indication for surgical inter- 
vention, and certainly before the latter is contemplated the 
extent of the tract at least should be investigated. 


I wish to thank Dr. G. A. Borthwick, superintendent of the 
Northern Hospital, N.21, for permitting me to publish this case. 


WILLIAM ROTHWELL, F.R.C.S., F.R.C.S.Ed. 


Hyperpyrexia Complicating Infantile 
Eczema 


Cases of sudden death in patients suffering from infantile 
eczema have been reported from time to time. Schwartz 
(1934) reviewed 10 such cases, and Feer (1904) reported 
others. These deaths seem to have been due to intercurrent 
infections, such as septicaemia, bronchopneumonia, or 
gastro-enteritis, which have run a more rapid course in 
these children than is usual. None of these appear to 
resemble the following case. 


CaSE REPORT 


The patient, a boy aged 13 months, had suffered from 
eczema since birth. On admission he had large patches of 
eczema, partly impetiginized, covering the greater part of all 
four limbs, the trunk, the face, and the scalp. The skin was 
treated with compound zinc ointment, and chloral was given 
by mouth to allay restlessness. The eczema improved greatly 
during the first week. The skin, however, became dry and 
showed powdery desquamation. 

On the eighth day after admission a convulsion occurred, 
together with vomiting, pin-point pupils, and the passage of 
faeces. The skin felt extremely hot, and on taking the tem- 
perature in the rectum the mercury reached the end of the 
thermometer, Répetition with a second thermometer produced 
the same result. Both were subsequently tested, and the tem- 
perature required to bring the mercury to the end of the 
thermometers was found to be 110° F. (43.3°C.). Tepid 
sponging was started immediately, and the temperature was 
plotted every fifteen minutes. After half an hour the tempera- 
ture was 106° F. (41.1°C.), and after one hour 104.8° F. 
(40.45° C.). Consciousness was regained four hours from the 
onset of the convulsion, The temperature was then 100° F 
(37.8° C.). 

Investigations were carried out to exclude intercurrent 
disease. The E.S.R. was 12 mm. in one hour. The urine 
showed a trace of albumin, but no abnormality was found 
in the C.S.F., the differential white cell count, or in the x-ray 
piciure of the chest. 

Progress was uneventful. A low-grade pyrexia persisted, 
but the eczema cleared except for a small patch on the shoulder. 
At the time of writing, eleven months later, the child is still 
attending as an out-patient. His skin remains dry and there 
are a few eczematous patches. 


COMMENT 


Hyperpyrexia is a possible and dangerous complication 
ot infantile eczema in which a large proportion of the body 
surface is involved. In this case the combination of hyper- 
pyrexia, pin-point pupils, convulsions, and unconsciousness 
also raises the possibility of a pontine lesion. Vasomotor 
spasm in the pons offers a reasonable explanation of the 
transitory nature of the signs. 


Gratitude is expressed to Dr. F. A. Bryning, medical superintendent 
of Hackney Hospital, for permission to publish this case, and to 
Dr. F. L. Lydon, consultant dermatologist, for advice on its 
presentation, 


E. MACLEAN PoutTon, M.R.C.P., D.P.H., D.C.H., 
Hackney Hospital, London. 
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TOPICS IN BACTERIOLOGY ` = 
Bacterial 'and Mycotic Infections of ‘Man. _Edited by ` 
René J. Dubos, Ph.D. (Pp. 785; illustrated.: £2 5s.) 


P and London : J . B. Lippincott \Company. 


Microbiology and Man.` By J. Birkeland, Ph.D. Second 


edition. (Pp. 525; 54 figures. £1 .7s. 6d.) London: 

Bailliére, ‘Tindall and Cox. 1949. 

Bacterial Metabolism. ; - By ‘Marjory Stephenson, Sc.D., 
` F.R.S} Third edition’ (Pp.`398: illustrated. £1 10s.) 


1949. r 


A galaxy. of celebrities—thirty-four in all—has contributed 
to Bacterial and Mycotic: Infections in Man, edited by 
‘Dubos,. which is perhaps the most important new work of 
‘its kind for many years and is already to be found in 
many laboratories. in the U.S.A. ‘So much has happened 
in bacteriology recently that the-revision of older books. 


` London: Longmans, Green\and Company. 


` Is an unsatisfactory, process, and entirely new accounts, 


` written by leading authorities from fresh viewpoints, have 
emerged to present their subjects in a new light. The most 


`. valuable parts of this ‘book are thus the introductory 


chapters : by Dubos and Pappenheimer on the morphology 
and physiology of bacteria, by McLeod. and Pappenheimer 


. on the “properties of bacteria which-enable them to cause 


' immuno-chemistry are equally, useful — 
chapter on blood groups, but why this should .be included 


' disease,” and by Francis‘on the “response of the host to 
the parasite.” “ Other sections on allergy, immunity, and 
There is also a 


in a work òn microbic infection is not clear: 

The descriptive part of the book consists of twenty-four 
chapters, each describing ‘a genus~or group -of micro- 
organisms. Other subjects discussed are the normal flora 
of mucous surfaces, sterilization, chemotherapy, epidemio- 
logy, and diagnostic, proceedings, the whole being. preceded 


by a full account from Murray of the PION of the | 


subject. 
‘The pitfalls of multiple authorship have to a great extent” 


_ been avoided. The book is cohefent and nearly complete 


and the fullness with which each, subject is treated is more 
or less uniform, although some authors, such as Conant, 


-~ writing on mycoses, are lavish with théir. illustrations while 


others-use few or none. Three genera ‘not described are 
Lactobacillus, Pfeifferella, and Fusiformis. Possibly the 
first of these is excluded as non-pathogenic, but glanders- 
and melioidosis are- ‘surely as important as Bartonella 
infection, and the various Gram-négative’anaerobes-some- ” 
times’ classed as F usiformis are interesting and frequent 
causes of infection and are rarely described adequately. “It 


' is perhaps unjust to criticize omissions in such a volume : ' 


it is neither a bench book nor a.work of reference, but 
rather an educational book ‘for the advanced student or 
the teacher. No reader will fail to profit from some of its 
stimulating pages. 
The alliterative title of Birkeland’s book Micrenisios 
and Man suggests a popular work rather than a textbook. 
That it is intended for the use of students is expressly stated, 
-but the nature.and object of the course these students may 
be pursuing are not specified. Bacteriology Is extensively 
taught in the U.S.A., both as a pure science and in its 
several* applications to industry, and many textbooks in” 
"suse there are intended for non-medical undergraduates and 
are consequently. often unsuited to the needs of medical 
schools.. | Despite its extensive preoccupation with human 
_ disease, the proper function of this book seems.to be to 
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describe pathogenic species and their effects for the. benefit 
of students whose main interests lie elsewhere. The descrip- 
tive middle section has a strong clinical bias, surprising 
in the work of a non-medical author, whose unfamiliarity ` 
with disease as such is occasionally betrayed—of typhoid | 
fever he says that “there may be perforations - of the 
intestinal tract followed by haemorrhage” ; of anthrax, “ if 
the abscess is- opened and allowed to drain, healing may be 
- and of cerebrospinal fever, “ epidemies last 
two to three years. ” The introductory chapters on bacterial 
morphology and physiology are good, like the concluding 
ones on food, water, soil, and sewage; that on. bacterial 
warfare-is, perhaps fortunately, brief and non-committal. 
Medical bacteriology has developed on utilitarian lines 


‘and uses methods of cultivation whose origin is empirical. 


Only in fairly recent times has .the nutrition of bacteria 


been ‘thoroughly studied, but there has now grown up a 
` branch_of the science with an imposing bulk of knowledge 


on this subject, using terms which the ordinary medical 
bacteriologist, unless he happens to be more than usually 
well ‘versed in chemistry, may find hard to follow. <A 
leading pioneer in this dévelopment was the late Marjory 


Stephenson, whose Bacterial Metabolism, much amplified- - 


in its third edition, is a standard work. It is indispensable ° 
to any inquirer in this field, and though concise and simply 
written is almosté éncyclopaedic in scope—the bibliography 
occupies.62 pages. The time is perhaps not far distant when 
the practical fruits,of thesé furidamental studies will pro- 
foundly affect medicine as well as other spheres of applied 


bacteriology. - Their results. are already _ discernible in 
several directions, notably the rational approach. to 


chemotherapy. 
: A L. P. GARROD. 


wm 


PRACTICE OF “ANAESTHESIA 


` Modern Practice in Anaesthesia. ‘Edited by’ Frankis T. 
-Evans, F.F.A.R.CS., D.A. (Pp. 566; illustrated. £2 10s.) 
London: Butterworth ‘and Co. 1949. 
Dr.-Frankis Evans. has succeeded in the difficult task of- - 
harnessing talented individuals to. produce a well-balanced 
book. ` Here and there a tendency is noticed for a member 


‘of the team to-steer his own course, but the general per- 


formance loses, nothing by this occasional display of high- 
spiritedness. British anáesthetists may well be proud of 
this production’ by their London colleagues, and they. will 
be prouder still when a few imperfections, some of them 
minor, are eliminated. - If the editor re-reads ‘one of his 
references (to Bier) he will no doubt correct some historical | 
inaccuracies in the’ opening paragraph of his chapter on 
spinal analgesia.,_ Fig. 25 is wrongly labelled, and the. 
anonymous illustration No. 77 is worthy neither of the 
book in general nor of the excellent section on epidural 
anaesthesia ‘in particular. The suggestion that carbon 
dioxide absorption technique must be used to achieve con- 
trolled respiration (p. 134) is a harmless inaccuracy, but 
the statement on p. 330 that 2% procaine is self-sterilizing 
is a serious blot. In addition to these factual errors, I 
believe the chapter on anaesthesia for bronchoscopy to be 
poor, and I found some of the whirligig diagrams of that 
admirable teacher, Dr. Galley, more inclined to confuse 
than clarify. I must confess to being allergic to pages 
of chemical formulae, and I believe it would be’ more in 
keeping with the sound common sense of the book to delete 
those unintelligible to anyone but a profound organic 
chemist—alternatively, if the full formula of d-tubocurarine 
chloride must be given on p. 81 there“is no need to repeat 
it in full on pp. 82 and 212. ; 

. Paar ae R. R. MACINTOSH. 
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=t A TEXTBOOK. OF ORTHOPAEDICS 


Essentials of Orthopaedics. By Philip Wiles,.M.S., F.R.C.S. 

p. 486; 7 coloured plates and 365 text-figures. £2 2s.) 

ondon: J. and ‘A. Churchill: 1949. 
‘Mr. Wiles has tackled the difficult task of telling under- 
graduates, junior residents, and general: practitioners what 
is essential in orthopaedics—probably with the knowledge 
that not one of his colleagues in the same' field would 
wholly endorse his choice of material. But there can be 
no doubt that he has been unusually successful and has 
produced a book that will prove popular because it so 
hearly achieves its object. 

The arrangement of the chapters is unconventional. The 
_ author begins with a superb essay on the difficult and 
neglected subject of postural defects, and passes without 
any loss of continuity to another good chapter.on pain in 
the back. This is followed by articles on disorders of the 
spine and the other joints. Here the trouble begins, for a 
‘regional approach inevitably leads to repetition in descrip- 
tions of conditions that may affect almost any joint, such 
as ‘osteo-arthritis and tuberculosis. Even then.the author 
_finds it necessary to discuss these diseases in later chapters, 
in which he ties up the loose ends and is again repetitive. 
In writing a book of this kind the dilemma is perhaps 
insoluble, but it is probably best to stick to the old-fashioned 
plan of placing the general chapters before those concerned 
with regional topics. 

The book contains a happy mixture of: the author’s own 
views with those of others; Mr. Wiles reveals himself as 
a good teacher ; 
experience and at the same time shows his intimate know- 
‘ledge of all that is significant in the world of orthopaedics. 
It is thereforé unfortunate that his book is unadorned with 
‘detailed references to the many excellent papers from which 

he has chosen so wisely. 
: The book is pleasant to read; the reader finds himself 
carried along by language. of.- engaging simplicity, so much 
so that it seems captious to criticize details. But a few ` 
examples must be mentionéd—neuresthenia, haemophylia, 
aneurism, fusilade, and-champfer are indications of lax 
proof-reading. Paget’s quiet necrosis is not assynonym for 
osteochondritis dissecans, and the semilunar cartilages can- 
not be.described as concentric. Most of the illustrations 
_ are excellent, though some of the radiographs and a few 
of the other pictures could have been better. The general 
- quality of production is a great credit to the publishers. 

The demand for the book is likely to be considerable. 
A second edition may soon be called for and the author 
will then have the chance of making his’ book unquestion- 
ably the best of its kind. If a reviewer may presume to 


give advice in an undertaking that is beyond his own- 


capacity, I would suggest attention to the following points : 
rearrangement of the chapters; 
errors; verification of some techniques and opinions 
ascribed to-other authorities ; more references ; and raising 
all the illustrations | to the high standard the author has .set 
himself. 


o 


oa H. J. SEDDON. 


CARDIAC CATHETERIZATION 


Cardiac Catheterization in ‘Congenital Heart Disease. By 
A. Cournand, M.D., Janet “S. Baldwin, M.D., and A. 
Himmelstein, M.D. (Pp- 108 ; illustrated. $4.00 or £1 2s.) 
New York: The Commonwealth Fund. London: Geoffrey 
Cumberlege. 1949, 


It was a pleasure and a privilege to read this excellent 
atlas illustrating the value of cardiac catheterization in 
congenital heart disease. Part I, which is concerned with 


he speaks with authority from personal _ 


elimination of. textual - 


technique; describes the equipment required, the procedure, 
and the complications. Most of the possible -positions of 
the catheter are shown, with graphs recording direct 
measurements of systolic and diastolic pressures within the 
various chambers of the heart. Formulae- for working out 
the various shunts are given. Part II describes in detail 
‘17. interesting examples of congenital heart disease investi- 
gated by catheterization. 

It is fitting that the first book on. the subject should be 
written by Cournand and his colleagues, who have been 
primarily responsible for developing the technique in the 
United States. The data offered should prove valuable to 
all workers in this field. A minor criticism is the lack. 
of adequate electrocardiograms, only standard leads being 
shown. It is hard to believe that the catheter has passed 
through the tricuspid valve and through a ventricular septal 
defect in Fig. 12, the appearances being indistinguishable 
from those seen when the catheter has penetrated an atrial 
septal defect or ‘foramen ovale and mitral valve. Again, 
it is odd that Case 2, said to be an example of idiopathic 
dilatation of the pulmonary artery, should have right 
‘bundle-branch block. More might have been written about 
the many technical difficulties ‘it is possible to encounter 
during passage as the catheter, and how they may be 
overcome. 

The ieoa are good, the diagrams are exceptionally 
clear, and the text is simple and concise. The authors 
are to be congratulated _on an opportune and most helpful 
contribution to cardiology. ' 

' i PauL Woop. 


PRACTICAL PHYSIOLOGY 


Human Physiology. By C. G. Douglas, D.M., F.R.S., and 
the late J.`G. Priestley, D.M. Third edition. (Pp. "258. 
18s.) Oxford: At the Clarendon Press. London: Geoffrey 
Cumberlege. 1948. 
The first edition of this book appeared in 1927 ; owing to 
Dr. Priestley’s death in 1941 Professor. Douglas alone has 
been responsible for the present edition. As is well known, 
the work is based on the practical course in human physio- 


-logy given in the Final Honour School of Physiology in 


Oxford.. The exercises described deal with respiration, 
respiratory exchange and energy production, blood cells, 
plasma constituents,~blood gases, certain aspects of the 
circulation, secretion of urine, and the examination of the 
alimentary canal iù man. The instructions for carrying out 
the experiments.are clear and detailed, and where necessary 
the ‘calculation of arithmetical results is illustrated by 
examples. The new edition has-been subjected to a careful 
“revision, based partly on teaching experience and partly on 
the introduction of improved methods of investigation. 
Some interesting new experiments have been added. 

The. ‘book is a model of its kind. It fulfils Professor 
Douglas’s hope that “it will encourage the student incareful 
observation and accurate experimental work and afford 
him an introduction to the methods by which our know- 
ledge of human physiology is being steadily increased.” 


_ In many of the exercises the -student is repeating the 


classical experiments by which the Oxford School of - 


_ Haldane, Douglas, and Priestley established the fundamental 


facts about the control of many bodily functions in man. 

_ The significance of the experiments is discussed at length. 
There “is often a danger that a student might regard his 
practical work as a set of complicated parlour tricks which 
he must master to please his teachers and satisfy his 
examiners, but any student working conscientiously through ~ 
this book will soon see that he is demonstrating for him- 
self the truth. of the principal affirmations made in his 
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textbooks, and that “ theoretical ? physiology is based on 
observation, experiment, and careful reasoning. Professor 
Pickering recently emphasized in the Journal the central 
place of physiology in the medical curriculum and the 
value of good practical courses on man in teaching the 
scientific method and outlook. Professor Douglas’s book 
has for a generation been a. major factor in helping to 
produce men capable of doing sound research ; the new 


edition will be widely welcomed by teachers of physiology” 


who have long recognized their indebtedness to this volume 
in planning their practical courses for medical and. science 


Students. =. 


~_ Marseille. 
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A FRENCH MONOGRAPH i 


` Physiologie du Système Nerveux Central. By G. Morin, 
Professeur de Physiologie à la Faculté de Medecine d’Aix- 
(Pp. 270; 69 figures. 950 francs.) Paris: 


` 


Masson. 


This little book.on the physiology of the central nervous ` 


system is attractive and useful. The-subject has been treated 
‘in a novel manner which represents a physiological stand- 
point. The work:starts with a consideration of the spinal 
roots and an outline of the autonomic system. The spinal 
cord is discussed as an organ of conduction and as a refiex 
centre : in the latter section the Sherringtonian principles 


of reflex action are introduced, The next chapters deal ` 
With muscular tonus and equilibration, the cerebellum, the~ 


cerebral cortex, the thalamus, the hypothalamus and the 


basal’ ganglia. . . 
The diagrams are clear and the subject matter is up-to- 


date and logical. Such topics as the suppressor strips, the ` 


extrapyramidal tracts, and electroencephalography are 
described in reasonable proportion to the older matter. The 
author is non-committal regarding the location of the 
cortical area for taste, but inclines to°the recent view that 
it is situated in the somatic face area. Two minor misprints 


may be pointed out : in Fig. 11 (p. 27) the indications of 


the crossed and direct pyramidal tracts have been trans- 


posed, and on p. 226 the words “shame rage” are given. 


for “ sham rage,” possibly on account of the statement that 
this is “ tantôt de type sexuel.” ` . i 
= a C. Lovatr EVANS. 


~” 


Dr. ‘Thomas Bedford’s Basie Principles of Ventilation and Heating 
(pp. 401; 123 illustrations; 25s.; London: H. K. Lewis, 1948) is to 
a considerable extent based on the investigations made during the 
last thirty years by the author and his colleagues on behalf of the 
Industrial Health Research Board. -Two of the earlier chapters 
describe the methods and apparatus used. for measuring thermal 
environment. The chapter on warmth and comfort describes the 
opinions of 2,000 industrial workers employed under different 
atmospheric conditions, and the sections ‘on ventilation describe in 

~ detail the measurement of natural air flow in dwellings and factories. 
There are several-chapters describing the methods employed for 
warming houses and factories, and an excellent article on work at 
high temperatures. The book is well illustrated and has a good 
bibliography and index. Ore. $y 


- In Sex in Social Life (edited by Sybil Neville-Rolfe, O.B.E. `; fore- 
word by Sir Cyril Norwood; pp. 506; illustrated; £1 1s.; London: 
George Allen and Unwin, 1949); Drs. Waddington and Marshall 
have contributed chapters on the biology of sex and the physiology 
of ‘reproduction, Professor A. E. Heath -writes on’ psychology and 
sex, and Dr. Forbes on sex and the family in primitive society. 
These four provide an admirable scientific introduction. The socio- 
logists who follow are, on less established ground, and much of what 
they ‘write is open: to legitimate criticism. The reader will find 
sensible discussions on topics including sex education, family 
planning, .sex in middle age, and prostitution. This book contains 
wisdom ‘and practical guidance for dealing with many of the sexual 
problems in the life of the community. 


+ - 
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[Review is not precluded by notice here of books recently received] 
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An Epitome of the Laboratory Diagnosis and Treatment of 
Tropical Diseases. By H. M. Shelley, M.R.C.P., D.T.M.&H. 
2nd ed. (Pp. 147.~ 10s. 6d.) London: Staples Press. 1949. ~ 


The Group Approach to Leadership-Testing. By H. “Harris, 
M.D. Foreword by General Sir Ronald Adam, Bt., G.C.B., D.S.O. 
(Pp. 288. 21s.) London: Routledge and Kegan Paul. 1949. 


A Textbook .of Bacteriology. By R. W Fairbrother, M.D., 
a - 6th ed. (Pp. 484. 20s.) London: William Heinemann. 


Diets for Sick Children. (Pp. 14. ìs.) London: The Hospital 
for Sick Children. 1949. _ 


Practical Anatomy. By W. E. Le Gros Clark, F.R.CS., F.R.S. 
2nd ed.) (Pp. 493. 30s.) London: Edward Arnold. 1949. 


Tuberculosis Nursing. By J. G. Eyre, SRN (Pp. 291. 21s.) 


London: H. K. Lewis. 1949. 


Short Manual: of Regional Anatomy. By J. A. Keen, F.R.CS. 
2nd ed. (Pp. 164. 10s. 6d.) London: Longmans, Green. 1949. 


Fitness for Games. 
London: Research Books. 1949. 

Bacteriology and Pathology for Nurses. Dy E. 1.,Clark, M.B., 
B.S. 2nd ed. (Pp. 320. 18s.) London: Faber. 1949. 


A Life of John Keats. By D. Hèwlett. 2nd ed. (Pp. 408. 
25s.) London: Hurst and Blackett. 1949. , ; 
By C. A. Pratt. 


The Essentials of Chiropody. 
10s. 6d.) London: H. K. Lewis. 1949. 


(Pp. 177. 


Dental Practice Management. By S. L. Drummond-Jackson. 
2nd ed. (Pp. 370. -30s.) London: Staples Press. 1949. 


Gray’s Anatomy. Edited’by T. B. Johnston, C.B.E., MD., and J. 
Whillis, M.D., M.S. 30th ed. . (Pp. 1,533. 84s.) London, New 
York, and Toronto: Longmans, Green. 1949. 


Medical Clinics on Bone Diseases — A Text and Atlas. 
By I! Snapper, M.D. 2nd ed. (Pp. 308. 120s.) London and New 
York: Interscience Publishers, 1949. : 


2nd ed. 


Allergie 48. By E. Bernard, P. Blamoutier, and others. (Pp. 192. 
No price.) Paris: L’Expansion Scientifique Frangaise. 1949. 


Notions Pratiques @’Electrocardiographie. By P. Bardin and 
Preface by E. Donzelot. (Pp. 189. No price.) 
Paris: L’Expansion Scientifique- Française. 1949. 


Précis de Physiologie Pathologigue Appliguée. Published under 
the direction of L. Heilmeyer. 5th ed. (Pp. 573. No price.) ` Paris: 


Vigot. 1949. - 

, Bk 

La Maladie de Boutllaud. By H. Grenet. (Pp. 176. No price.) 
Paris: Vigot. 1949. - 


La Ponction-Biopsie du Foie. 
price.) -Paris: Vigot. 1949. 


Les Entretiens de Bichat, 1949. Chirurgie—Spéctalités. ~ Under 
the direction of surgeons and specialists of Bichat Hospital. (Pp. 436. 
No price.) Paris: L’Expansion Scientifique Française. 1949. _ ` 


Les Entretiens de Bichat, 1949. Médecine. Under the direc- 


tion of G. Laroche and L. Justin-Besançon. (Pp. 412. No price.) . 


Paris: L’Expansion ‘Scientifique Française. 1949. 


Die künstliche Radioaktivität in Biologie und Medizin. By 
T. Bernet. (Pp. 83. 9s.) Vienna: Springer. 1949. i 


Die Therapie an den Berliner Universitdts-Kliniken. Edited 


by J. Brugsch. (Pp. 664. M. 24.) Berlin: Urban and Schwarzenberg. 
1949. 


Psychiatrie. By K. Kolle. 


(Pp. 443.. M.-18.) Berlin: Urban and 
Schwarzenberg. 1949. a 
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“ALCOHOL, AND: CIRRHOSIS OF THE LIVER 


The theory, first Suss in this country by Addison? 
in 1836, that hepatic cirrhosis and alcoholism are aetio- 
logically associated has for over one hundred years 
defied all attempts at proof or complete refutation. 
That alcohol is not the’'sole cause of cirrhosis was 
readily established by the “occurrence of the condition 
‘in life-time, téetotallers and in peoples'and races who 
abstain from alcohol’ on: religious or other grounds. 
. Nevertheless many*studies in Europe and America have 
pointed to an undoubted relationship between alco- 
ı holism and cirrhosis. Some animal experiments in the 
„past have failed to reveal any unequiyocal toxic effect 
, Of alcohol on the liver, though Opie’s experiments indi- 
cated that the effect of coming bacterial infection 
with toxic agents was greatly to’ enhance toxicity. In 
the majority of experiments in which alcohol appeared 
to have a hepatotoxic action the result was not necrosis 
or fibrosis but only a fatty infiltration. In human cases, 
too, acute alcoholism was recognized as a cause. of 
severe fatty infiltration, and as long ago as 1870 Trous- 
seau? drew attention to fatty infiltration as a precursor of 
Laennec’s cirrhosis and as a frequent finding in the early 
stages of cirrhosis itself. It is only in the last few years, 
-however, that the significance of fatty infiltration in the 
genesis of cirrhosis has been appreciated. Moreover, 


although "in. well- nourished animals the liver fat- can ' 


be increased by administering a variety of toxic’ sub- 
stances, the degree of infiltration, :with the exception 


of that caused by phosphorus, is comparatively slight 


and can’ rarely be made to exceed 15% of the wet 
weight. ` On the other hand, fatty infiltration causing 
gains in weight approaching 50% of the wet weight 
can be readily induced in animals by cena them 
on suitable diets. 
_ The relation of- diet to the fat content of the liver 
has been closely studied. by Best and his collaborators? 


1 Guy’s Hosp. Rep., 1836, 1, 476..- i 
_ 2 Lectures-in Clinical Medicine, 1870, New Sydenham Society, Honadon: 
3 Vitamins and Hormones, 1943, 1, i. > 
poar J. Path., 1938, Bl 347, `" 
J. exp. Med., 1942, 75, 355. i 
“ Che Sci., 1944, 5 5, 93. . 4 ' = 
7 Brit. J. exp. Path., 1948,-29, 1. i 
SG Wetenows J. C. ; Spec. Rep. Ser. med. Res. Coun., No. 263, 1948, H.M.S.Ò., 
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in Toronto and Channon in Liverpool. As a result 


~ of their work and that of~others it became possible to 
.classify_diétary factors into’ lipotropic - -and alipotropic, 


the- latter enhancing the deposition of fat.in the liver 


and the former preventing it or facilitating its removal 
when present. Most important of the lipotropic agents 


. is. choline, ‘the trimethylhydroxy derivative of ethanol- 


amine. Methionine, one of the “essential” amino- 
acids, is also actively lipotropic.by virtue. of possessing 


a labile methyl.group which can be utilized in the body | 


for the synthesis of choline. The activity of choline 
is apparently due to its being required for the synthesis 
of the- phospholipid lecithin, of which it is a part. 


the alipotropic agents cystine is the best known; it 


- owes its activity, at least in part, to its stimulating effect 


on the growth of animals on low-protein diets. - Both 
carbohydrate and fat are also alipotropic in that the 
greater the intake of these substances: thé more lipo- 
tropic-factors are required to prevent an increase in 
the liver .fat. : 
Connor,‘ who also drew attention once again to the 


Of: 


stage of fatty infiltration in acute alcoholism, was the , 


first to attribute aetiological importance to the fat in 
the subsequent. development of fibrosis, his contention 
being that the distension of the liver cells caused inter- 
ference with their blood supply and nutrition, with con- 
sequent injury and fibrosis. That fatty infiltration quite 
apart from alcoholism may lead to fibrosis, a necessary 
corollary ‘of Connor’s theory, was soon demonstrated, 
-first in dogs submitted to pancreatectomy and main- 
tained on insulin and _later in otherwise normal dogs 
with livers made fatty by high fat diets. Meanwhile 
the discovery by Gyérgi and Goldblatt® that extensive 
necrosis of liver tissue could be a consequence of nutri- 
tional defects had tended to obscure the precise relation- 
ship between fatty infiltration and hepatic. cirrhosis. 
This. became clarified, however, when Himsworth and 
Glynn? were able-to show that nutritional deficiency 
could cause two quite distinct hepatic lesions in rats 
—namely, massive necrosis and its sequel, post-necrotic 
scarring with nodular“hyperplasia, resulting from thio- 
amino-acid deficiency ; and fatty infiltration with its 
sequel—diffuse fibrosis (Laennec’s cirrhosis) resulting 
from deficiency of lipotropic factors. 

Animal experiments had ‘therefore indicated that 
fatty infiltration was a ‘stage in the development of cir- 
" rhosis, and that both alcoholism and nutritional defi- 
ciency -caused fatty infiltration and were both to that 
extent citrhogenic. The problem that remained to be 
answered was whether the fatty infiltration due to alco- 
holism was a result of a direct toxic action or merely 
the result of an associated nutritional deficiency which 
itself was the consequence of loss -of appetite, gastritis, 
and poverty—common accompaniments of alcoholism. 
That 4 latter is the case is now shown by Best and 
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his colleagues, who describe the results of their experi- 
ments in the-opening pages of this’issue. Rats were 
maintained on a synthetic diet “as nearly adequate as 
‘possible with respect to all dietary components except 
the lipotropic factors.” The latter were restricted. to 
an extent which allowed the fat content of the liver to 
rise on average to 10%. Feeding alcohol to rats main- 


ALCOHOL AND CIRRHOSIS OF THE LIVER 


tained on such a diet. caused a reduction in- appetite, 


and hence a fall in calorie-intake ; this was partly com- 
pensated for by the calorie value of the alcoho] itself. 
` The average fat ‘content in the livers’ of these animals 
rose to 20%, and in half of the animals fibrosis indica- 
_ tive of commencing cirrhosis was apparent. In “ pair- 
fed” animals whose diets provided no additional 
calories comparable to those ‘obtained from the alco- 
hol no increase in fat or fibrous tissue was observed. 


‘When, however, the additional calories provided in the 


experimental group -by the-alcohol were provided in 
the control group’ by a supplement of sucrose, the 
results in the two groups were indistinguishable. More- 
over in both’ groups the lesions wefe entirely prevented 
by increasing the intake of lipotropic agents either as 
choline, methionine, or casein. Thus so far as the liver 
is concerned alcohol is no more toxic than sugar, the 
deleterious effect of both resulting from an increased 
need for lipotropic agents in: the diet. This well- 
` conceived experiment thus answers the old question, 
Is alcohol toxic to the livér ? - The answer is, No ; but 
a qualified affirmative could be given if it is explained 
that alcohol is only as toxic as a quantity. ‘of cane sugar 
of the. Same calorie- value. 

‘The implications of this not unexpected answer are 
important, It is imperative to ascertain whether the 
_rat is typical. of mammals in- -general in the response of 


_ its liver to alcohol and whether. human beings behave in 


-`a similar fashion... It is also important to determine 


tional to the fat content. 


how much fat the liver-can tolerate and for how long 
‘before fibrosis 'Supervenes. Glyn, Himsworth, and 
Lindan” have recently shown. that the critical stage is 
reached when the fat-in the liver amounts “to 15 % 
above this the rate at which fibrosis appears is propor- 


like that of the rat—and the indications are that it 


does’—the supplementation of all alcoholic liquors with 


a lipotropic agent such as-choline should prevent that 
fatty. infilttation which is apparently -the indispensable 
precursor of so-called alcoholic cirrhosis. As Best sug- 
gests, this raises “ scientific, ‘moral, financial, and gusta- 
tory problems.” Nevertheless the’ incidence of alco- 
holism in the United States may well warrant such an 
experiment there.. In ‘this country, at- least. for some 
years to come, our livers are more likely to suffer from 
primary dietetic deficiency of lipotropic, agents than 


from deficiency due to an excess of saccharine or _ 


spirituous. liquors. 


~t 


If the human fiver behaves. 


ea 


‘mately responsible for their activities ; 
‘Section 6 (4).of the Act he is bound in using hospitals 
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GENERAL . PRACTITIONERS “AND 
HOSPITALS ; 


‘ State schemes are often justified by their supporters on 


the grounds that they co-ordinate services and thereby 
make them more efficient, yet in this respect the Health 
Service has failed, creating divisions where none existed _ 
before. The Minister of Health ‘has recently shown that 
he is aware.of the unfortunate inclination of some 


` regional boards to expand the hospital service, at the 


expense of the general practitionér service by excluding 
general practitioners from hospitals at which they 
treated their. patients and staffing‘ these hospitals with 
whole-time specialists. He has made it plain in a 
recent circular! that regional boards are not to dis- 
possess general practitioners, and their patients, of “ cot- 
tage ” hospitals, to which, in the words of the circular, 
“ general practitioners of the neighbourhood can admit 
patients who require treatment within the scope of a 


` general practitioner but who, for various good reasons, 


cannot be treated at home.” There is probably a good 
case for-expanding-the corisultant services ; there is none’ 
for impeding the general practitioner from ready access 
to hospital work. At the Annual Representative Meet- 
ing this year representatives drew attention to the prob- 
lem and protested? against the < steady exclusion of’ 
general practitioners from work in hospitals, and. the - 
Conference of Local Medical Committees, as we report 
in the Supplement this week, returned to the subject on 
October 27. ; : 
While regarding as sound the Minister’s advice on- 


the importance of maintaining cottage hospitals, the 


Conference agreed that local medical committees must. 
watch vigilantly to ensure that his intentions are carried _ 
out.. * The. powers delegated to regional boards give - 
them an independence, an ability to respond to local 
needs, which is essential if the day-to-day administra- 
tion of the Service is not to become a crossword puzzle. 
to .be solved in Whitehall. But the Minister is ulti- 
indeed, under - 


transferred to him by the Act “so far as practicable ” 
to “secure. that the objects for which they were used 
immediately before the appointed day are not prejudiced 
by the transfer.” -If evidence is brought to his- notice 
that a regional board proposes to deprive general practi- . 
tioners. of access to a-cottage hospital he will no doubt 
see that his policy is enforced. - 
Many . speakers at the recent assembly of the WMA 
commented’ on the diminishing status of the general 


‘practitioner. Yet, as Dr. Fishbein pointed out, advances 


in therapeutics have greatly extended thé general prac- 
titioner’s opportunities to treat patients at home or in — 


\1 British Medical Journal Supplement, October 15, p. 168. 
2 Ibid., July 2, p.1. 
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a cottage hospital. Refinement of therapy has brought 
_ new problems in diagnosis, and special tests that can 
be carried out only in a hospital or laboratory are often 
necessary to solve them.- If the general practitioner is 
to make full use of modern drugs he must have access 
to the departments, particularly pathology and x-ray 
departments, where these investigations can be carried 
out. There are many occasions when reference to a 
consultant is unnecessary and time-wasting. Provided 
the facilities exist they should be available equally 
to consultants and general practitioners, and direct access 
is: being granted to an increasing number of pathology 
departments. Consultants would probably welcome such 
an arrangement, for it should leave them free to play 





—and relieve them of work for which their special know- 
ledge is not required. 


If the great majority of labours are to be conducted 
by general practitioners and midwives, as they should 
be, hospital beds must be available to which women 
can be admitted and there delivered by the general 
practitioners themselves. This is more necessary now 
that many women are confined at hospital merely. for 
social or economic reasons. In some places regional 
boards are said to have taken over a small hospital 
“at which general practitioners formerly delivered their 
own patients, staffed it with whole-time obstetricians, 
and denied the general practitioners entry. Such frag- 
mentation of the Health Service is to be deplored, for 
not ‘only is it upsetting to the patient but it removes 
from the practitioner’s care cases well within his ability. 


With the knowledge that most medical students will 
become general practitioners the schools train them in 
clinical medicine, and it is a reasonable assumption that 
a general practitioner ought to be first and foremost a 
good clinician. When he finds that the trend in general 
practice is to impede him from exercising his clinical 
abilities the doctor “is apt to be disconcerted, on com- 
plaining of this, to be told that general practice offers 
unrivalled opportunities for the prevention of neurosis 
-or the practice of social medicine. Yet if general prac- 
titioners arë to remain clinicians they must be closely 
linked with hospitals, enjoy ready access to their depart- 
-ments, and communication with their staff. There must 
be opportunity for the keen man to have charge of 
hospital beds as well as home beds, and he should be 
Welcomed as a colleague who can supply useful infor- 
mation at the out-patient or x-ray department rather 
than looked at askance as an intruder. The Associa- 
tion has two committees studying the problem—one on 
- general-practitioner specialists and the other on general 
practitioners as such in charge of hospital beds. They 
will have an important contribution to make to the 


smooth running of the Health Service and the mainten- ` 


- GENERAL silicosis AND HOSPITALS 
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-ance of general practice as an interesting and honoured 


branch of medicine. Meanwhile it is up to general 
practitioners and their local representatives to ensure 
that the ground is not cut away from them by regional 
hospital boards in opposition to the Minister’s intentions. 


REHABILITATION OF THE TUBERCULOUS 


During the war the prevention and Jimitation of illness 
and disability were matters of urgent national import- 
ance. Two ministries were active in helping persons 
out of work through physical disablement—the Ministry 
of Health, responsible through the hospitals for medical 
treatment and medical rehabilitation ; and the Ministry 
of Labour, responsible for resettlement in suitable work 
and for vocational guidance and training. Rehabilita- 
tion and resettlement of the tuberculous should be an 
important part of the national effort to prevent the spread 
of tuberculosis and to help individuals-to make a more 
lasting recovery as well as some contribution to produc- 
tion. But three factors at the present time hinder pro- 
gress. The morbidity rate in England and Wales is slightly 
on the increase, and more so in Scotland, though indeed 
mass x-ray surveys and other improvements in diagnosis 
and case-finding may be partly responsible for this ; hos- 
pital and sanatorium ‘beds are far short of the number 
required for institutional treatment, which for most 
patients is the necessary first stage of rehabilitation ; and 
there are too few houses available for tuberculous 
families. In spite, therefore, of the declared aim of the 
National Health Service Act to improve the speed at 
which patients are brought back to health and thereafter 
to work and of the opportunities provided by the Dis- 
abled Persons (Employment) Act, 1944, the number of 
tuberculous persons needing treatment and rehabilitation 
(believed to be some 30,000) tends to grow larger year 
by year. Elsewhere in this issue Dr. Frederick Heaf, 
writing from first-hand experience, discussés this problem 
and brings out four points of primary importance. First, 
it is impossible to be sure that a tuberculous person has 
completely recovered from his disability ; secondly, there 
are no means of assessing a tuberculous person’s capacity 
for work except by trial and error; thirdly, when the 
disease is active it is usually infective ; and fourthly, the 
problems of financing rehabilitation and resettlement 
have not been effectively solved. 

Patients notified as suffering from pulmonary tuber- 
culosis fall into two groups: those who remain under 
observation for active disease, and those who are 
eventually classed as “ recovered ”—i.e., the disease has 
remained “quiescent” for two years and “ arrested ” 
for a further three years. An investigation in Lancashire! 


CE Prevention and Treatment of Tuberculosis In whe dadaa GTS 
n the Admini i 
Lancaster, 1945, T. Snape & Co., Preston. nistrative County of 
2 Tubercle, 1949, 30, 74. 
3 Lancet, 1949, 1, 563. 
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showed that out of all the patients diagnosed during any 
one yeàr as suffering from pulmonary tuberculosis—with 
sputum positive, negative, or absent—70% receive insti- 
tutional treatment, and ` some 60% will have died’ from 
l tubercülosis during the following five years. Disquiet- 
ing facts: have also comè to light about the patients 
classed as “recovered.” Tattersall? found from a five- 
_ year follow-up of sputum-positive recovered cases that 
10% of the patients deteriorated after an average period 
‘of six years as “ recovered.” ` It is such facts that have 


? 


made many appreciate the advantages of the village settle- - 


ment, with its post-sariatorium medical supervision and 
_ favourable living and working conditions. But only a 
very, small number of places are available, and unfor- 
tunately there are many who cannot or who will riot be 
- admitted to these institutions. Perhaps in the future 
' the rest, ñourishment; regulated life, and medical super- 
vision which these- individuals require may be provided 
“by the night sanatorium, with its 30-50 tuberculous 
persons fit for some industrial employment in special 


-te ‘ Remploy ie factories of the Disabled Persons Employ- - 


Jn the assessment of a tuberculous 
has 


“ment Corporation. 
.person’s capacity for work. Grenville-Mathers® 


recently devised a modification of the method which’ 


- 


regard to their living conditions, but the maintenance of 
a high standard of living is expensive. Financial assist- 
ance is available, but the methods of obtaining it are 
confusing, for it is of one kind when the tuberculous 
person is a patient and another when he is being trained 
and prepared for re-employment. Only a few of the 


larger local authorities have so far accepted liability ` _ 


to maintain persons undergoing rehabilitation at indus-. 
trial settlements’ as part of their obligations under 
Section 28 (2) of the National Health Service Act. Local 
authorities have here an opportunity to give a lead to 


‘the rest of the country, and it is to be hoped that they 
.will not only be generous in giving financial help but 


will take active: steps in other directions, such -as by 
providing houses, to refit the‘ tuberculous patient for life 
in the community. ` 


BURNS AND BONFIRES 
Each year the season of bonfires and fireworks brings to 


surgeries and hospitals patients with burns of all degrees 
and severities.. Most of these accidents could be prevented 


- if common-sense precautions were taken, but, however un- 


Brieger developed at Papworth. . He uses a simple , 


physical-efficiency index, but points out that it is mainly 
a guide for the. non-medical officers of the Ministry of 
Labour. 
any occupation cannot be defined -by physiological 
measurements alone:” 


Pa 


The - danger. of infection from patients with active 
disease is of great consequence in industry. Heaf sug- 
gests that inherent resistance ' is the: most important 
factor and .that “after the primary infection has been 


overcome only large and repeated exogenous infections: 


are of any danger.” This, if true, has very important 
‘implications. It means that ‘the tuberculous and non- 
tuberculous can be employed together—as is done 
successfully in some village settlements—provided the 
non-tuberculous have overcome their primary infection, 
are adequately nourished, and work under good hygienic 
conditions. But the difficulty of dpplying such conclu- 
sions, even if correct, is obvious. There is a great and 
increasing fear of tuberculosis among the general public, 
due on the one hand to propaganda about infection and 
on the other to the serious nature of the disease.“ Even 
if it is inherent resistance and not exogenous infection 
that matters after the primary infection has been over- 


come, . fear. of -infection will long remain. The public 
should now be given information based on the most 


. recent knowledge about the pathogenesis of the disease. 
According to Heaf the greatest difficulty of all in rehabili- 
“tation and resettlement is that of finance.- No advances 
can be made if the tuberculous are employed without 


In fact he agrees with Heaf that “fitness for - 


` readings. 7 


necessary the injuries may be, the doctor is presented with 
the problem of treating-them. The three principles of the 
modern treatment of burns are fluid replacement, the pre- 
vention of sepsis, and skin grafting if the injury extends 


‘through the full thickness of the skin. Intravenous plasma 


or its equivalent is usually required for patients with- burns 
of 15% or more of the body surface. The amount to be 
given varies with the individual case and should be regu- 
lated in the light of repeated haematocrit or haemoglobin 
The fresh burn is usually free from patho- 
genic infection; it is also an excellent culture medium, 
so that great care has to be taken to prevent access of 
organisms. The best first-aid treatment is therefore to 


. apply a sterile or freshly laundered cloth. At the surgery 


full sterile precautions should be the rule, and operating 
theatre standards are required in hospital. Large burns 
are particularly, vulnerable to air-borné infection, and there- 
fore to give the patient the best chance dressings should be 
done in virtually bacteria-free air such as can be provided 
by air-conditioning. A good local application should be 
soothing and assist in the prevention and control of infec- 
tion: a cream of penicillin in a “Janette wax” base, as 


recommended by Colebrook,’ fulfils these requirements. 
` It can be covered with gauze, outside which a liberal 


layer—of cotton-wool provides a bacterial filter, equalizes ` 
pressure, and protects from further trauma. The pressure 
is best applied over the wool with crepe bandages, and 
the whole dressing should extend well above and below the 
injury. Such a dressing can usually remain in place up 
to 10 days. -Should it become soaked with exudate it will 
cease to be an effective barrier against infection, and the 
dressing must be renewed.* Within seven to fourteen days 


1 Gibson, T., and Brown, A., Spec. Rep. Ser. med. Res. Coun., Lond. 1944 
No. 249. London: H.M.S.O. 

2 Cope, O., and Moore, F D., Ann. Surg., 1947, 126, 1010. 

3 Colebrook, L., 


P. D., 
ood, A: mM 
5 Cope, O., et al., Ann. Surg. si 
6 baad 1949, 2: 181. 


can, J. M., Ross, W. Lancet, 1948, 1, 893. 
L, ibid., 1948, 2, 682. 
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superficial burns will be healed, and those a little -deeper ' . 


‘but with surviving epidermal - cells will show islets-of new ` 
epithelium. | Burns extending through the full thickness ~ 
of the skin, on the’ other hand, will never heal satisfactorily 
from below, and once diagiiosed should be grafted“ as soon 
as possible.’ Split skin grafts- suffice for most- burns 
treated early, and late secondary repan should be required - 


-only exceptionally. -- 


The burns which occur on Guy Fawkes night are notable 
because they should be easily avoided, but study of the 
far more numerous. everyday burns: and scalds discloses 
the same story. In their recent analysis of 1,000 consecu- 
tive' admissions to hospital for the treatment of burns 
the Colebrooks® -point out that most of these injuries were 
preventable; and that in particular more attention shoul 
_be paid to the disastrous results of clothes catching fire. 
` The medical profession, since it is aware of these facts, has 
a responsibility to make them known and so to prevent 
these injuries occurring. 


E i 
EARLY DETECTION OF CANCER 
The only hope at present of improving results in ‘the treat- 
ment of malignant disease lies in earlier diagnosis. The 
problem is a difficult one, being largely a matter of edu- 
In order 
to make it easier for patients some hospitals have 'estab- 


‘lished cancer diagnosis clinics during the past few years, 


and in fact over five hundred such clinics already exist in 
the U.S.A. Haagenson! has recently pointed out that what 
the patient needs is more courage and ‘less fear ; the makes 
the important observation that the eropeesion of infor- 
mation by cancer societies tends to alarm the patient so 
` much that he is afraid to seek advice. 

There is as yet no. simple test for establishing the pres- 


ence of a_malignant tumour, and: radiological and histo- 


- logical methods must” suffice in ‘the majority of cases. 
Haagenson reviews the diagnostic problem for each of the 
most common types of cancer: ~ His general conclusion is 
that cancer can be divided into two classes: accessible and 
inaccessible. 
breast, cervix uteri, skin, prostate, rectum, lip, and mouth, 
while neoplasms of the stomach, colon; lung, pancreas, and 
ovary are in the-inaccessible group. ‘The: ‘importance of 
this differentiation, in Haagenson’s view, is that any trained 
physician should be able to make the diagnosis in the first 
or accessible group with no more equipment than would 
be expected in. the general practitioner’s consulting-room. 


Diagnosis of the inaccessible types is a different matter, © 


since elaborate apparatus and complex “procedures may 
be required., This differentiation into accessible and 
` inaccessible types is further considered in relation to the 
question of establishing universally available cancer detec- 
tion clinics. Reports from existing American clinics do 
not indicate that they have. had. great success in the detec- 


-tion -of the-inaccessible ‘types of cancer; this is partly 


because routine x-ray examinations; such- as would: be 


_ necessary for the early diagnosis of cancer of the stomach 


and colon, are too expensive to be practicable. Haagen- 
son’s conclusion is that responsibility for the early diag- 


* nosis of all “disease, including cancer, must remain with 


l Bull. N.Y. „Y. Acad. Med., d., 1948, 24, 24, 651. 
2 J. Amer. med. Ass., 1948, 138, 943. 
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Accessible ‘neoplasms include those of the’ 


` with sugar and dyed green. ` 
- contains ferrous sulphate ‚gr. 3 (200 mg.), copper sulphate 


the genéral practitioner, and that it is he who mist put 
the patient on to the right road for investigation and treat- 
ment: Haagenson is against the formation of special cancer 
“detection clinics ; in his opinion the. important thing is to 
concentrate on, improving postgraduate’ education in the 
latest ‘methods of diagnosis of cancer. 

There: are many who will not agree with Haagenson’s 
views. ~ Although the general practitioner is not likely. to 
miss the most obvious of the accessible cancers, those of 
the female genital tract present. a separate problem. 
Specialized gynaecological knowledge is needed for their 
early diagnosis, and, certain of the recent diagnostic 
methods, such as the vaginal smear, require great experi- 
ence of a difficult technique. Maliphant has discussed the 
incidence of cancer of -the cervix.in a paper published 
recently in this Journal (June 4, p. '978), and in his opinion 
the routine examination of the apparently healthy is the 
only method by which cases of. the disease could be dis- 
covered at a very early stage. But according to his estimate 
only one cervical cancer would be found annually in every 
1,500 women examined, even if these came only from the 
more vulnerable section of the community—parous women 
“aged 35-64. MacFarlane, Sturgis, and Fetterman’ have 
, reported the results they Obtained over a 10-year period in 
a clinic designed to provide regular pelvic examination of 
‘presumably well women with a view to detecting cancer 
- of the uterus. In this period eight cases of pelvic cancer, 


‘four of them growths of the cervix, were discovered and 
treated. - A large’ number of benign pelvic lesions were 


- - = - ™ 


the. mei the treatment of which, the authors believe, 
may be of great importance in preventing the subsequent 
development of cancer. They conclude that the greatest 
value of this work has been educational, in that a thousand 


women and their relatives and friends have been taught 


the value of periodic pelvic examination, and they suggest 
that every woman over: the age of 30 who has borne a child 
should be examined once or twice a year if inflammatory 
lesions of the cervix are present. f 
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POISONING BY FERROUS SULPHATE 
' The corrosive action of ferrous sulphate is largely, 
dependent on -its acidity. . This may be countered by 
mixing with alkali in the proportion to form ferrous car- 
bonate, or mineral acid may be avoided by the use of 
‘ferrous ammonium citrate. However, the absorption of 
iron from these two preparations leaves something to be 
‘desired, and it is a common practice at present to give iron 
as, ferrous sulphate mixed with a small proportion of 
copper sulphate and manganous sulphate: the pill is coated 
This pill, which commonly 


gr. 1/25 (2.5 mg.), manganese sulphate gr. 1/25, is widely 
used and causes no ill-effects in the majority of adults. It 


_is not surprising, howeyer, that young children should be, 
„attracted by such pills and take them in quantity when they 
_ have the opportunity. In this issue Dr. J. H. Prain (p. 1019) 
describes yet another case of fatal poisoning by these 


iron pills and refers to previous Peoucenenss in this Journal 
by Thomson! and Forbes.? 


an _ 1 British Medical Journal, 1947, 1, 640. 
. 2 Ibid , 1947, 1, 367. a 
3 Ibid., 1947, 2, 201. - 
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Five' cases of poisoning have so far been recorded; in 


„only one of these, that of -a-boy of 2 years who retained’ 


eight tablets, was there recovery. All these cases occurred 
in Scotland and the northern half of England, and it is, 


‘likely that there have been other cases in this country. 
In. the ‘fatal’ cases the’ 
number of tablets taken was about thirty, and. the ages of. - 


‘which have’ not been Teported. 


he children ranged from 11 months to. 3. years and 3 
months. Corrosive. action on~the stomach was observed 
in all the cases, the- duodenum and* small intestine being - 
‘less affected, Prain found definite necrosis and fatty 
changes in the liver in his Case_and-suggests that absorption . 
of the iron may-~hdve taken place largely -throiigh’ the 
-damaged stomach wall. Forbes démonstrdted on animals 
that the toxic agent is ferrous sulphate and that the copper 


sulphate is present in too ,small a ‘proportion to have , 


appreciable - toxic ‘effect. Somers? las demonstrated that 
the “acidity of the ferrous ‘sulphate is important, and he 
found that _Blaud’s spill. was far less‘ toxic in rabbits than 
the ` same- dose of iron. as ferrous sulphate. 


dangerous to young ‘children. Possibly accidents might . 
be prevented if the pills weré‘made in a form less attractive 
to the eye, but a child who will suck matches headed with 
yellow phosphorus would scarcely. be deterred from taking 
iron’.pills because they did not Took attractive or taste 
sweet at Hrste: See i 


~ 


THE PREERYTHROČYTIC STAGES OF 
PLASMODIUM FALCIPARUM l 
Pre- -erythrocytic cycles have for some time been recognized 
, as occurring in the various species of plasmodia infecting 
birds. In 1948- Shortt and Garnham? showed conclusively 
that a pre-erythrocytic cycle existed also in the case of the 


monkey malaria parasite Plasmodium cynomolgi, which 
tesembleés very closely the human parasite of benign tertian | 


malaria P., vivax. Shortly afterwards, in a paper which 


appeared in this Journal, Shortt, Garnham, Covell, and 


_ Shute? demonstrated the pre-erythrocytic stage of P. vivax 
in the liver of a human volunteer. -In a third paper Shortt 
and Garnham’? described further experiments with monkey 
malaria and gave their_reasons for the assumption that 
after establishment of the blood infection the exo-erythro- 
cytic cycle is responsible for the production of relapses. 
The persistence of these exo-erythrocytic forms in- the 
human liver is presumably the cause of the relapses which 
occur: in P. vivax infections. P. falciparum, the causal 
agent of malignant tertian malaria in man, differs in certain 
ways from P.-vivax, and there is no known monkey plas- 
modium which can be used as a working model. For this 
reason-an experiment in man was absolutely essential if the ` 
pre-erythrocytic cycle of P. falciparum was to be demon- 
strated. In the preliminary communication which we pub- 
lish on page 1006 Colonel H.”E: Shortt, Professor N. 
Hamilton Fairley, Sir Gordon Covell, Mr. P. G. Shute, and 
Dr. P. C. C Garnham háve clearly demonstrated with the 
aid of a human. volunteer, to whom they pay just tribute, 
the existence of a pre-erythrocytic stage of P. falciparum 
in the liver. The development of this previously unobserved 
. 1 Nature, Lond., 1948, 161, 126 ; British i Medical Journal, 1948, 1,192. ~ 


"2 British Medical Journal, 1948, 1 F 
3 Ibid., 1948, 1, 1225. Er 


+ 
~ c r ; - 


` POISONING BY FERROUS ‘SULPHATE 


.Both Prain 
and Forbes quite rightly. suggest that more care should be’ 
taken in-warning~the patient that this. -preparation. is _ 
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- form: has been. followed Eon 92 to 140 hours after infec- 
tión.. ‘Although there are certain small differences in the 
-appearance of the pre-erythrocytic stages-of P. falciparum, 
P.. vivax, and `P. cynomolgi, all three parasites are closely 
‘related. It remains to be determined why. P. vivax is so 
much. more difficult . to, eradicate from the tissues than 
F: falciparum. l aa 


' VITAMIN B,, AND THE HEART 
Cardiac irregularities associated with vitamin B, deficiency | 
have been observed by several workers. . In 1929 Carter 
and Drury! showed that~the heart block occurring in 
- pigeons fed.on a diet of rice disappeared when atropine 
was injécted or when the vagus nerves were cut. They 
concluded that the heart block was due to over-action! of 
the vagal centres and not to any change i in the heart itself. 
Wintrobe’s? experiments in pigs had similar results. In 
eight out of nine pigs with thiamine deficiency the P-R 
interval was ‘prolonged : two developed second- degree block 
and one complete heart block. Atropine caused the second- 
degree block to disappear in one pig and shortened the 
P-R interval in another. Thus in these pigs there was 
again: evidence of excessive vagal activity. Other workers, 
however, have reported abnotmalities in the heart itself: 
King and Sebrell? observed lesions, chiefly in the auricles, 
in 14 out of 24 rats. In pigs fed on a thiamine-deficient 
_ diet Follis and his colleagues? found dilatation of the heart 
"and focal‘or diffuse necrosis of the myocardial fibres ; again 
the early lesions were in the auricles. Pantridge,® who was ” 
.led to the investigation_after observing heart block in cases 
of beri-beri in British prisoners of war, has also demon- 
strated lesions of the auricle in pigs. Four animals deprived 
of thiamine developed heart block, and in two this was com- 
plete., Changes could be detected - ‘histologically in the 
auricular „muscle and in the conducting system in the 
ventricles, Pantridge suggests that the metabolism of the ° 
auricular and ventricular myocardium must differ in some 
respects, and this is supported by the finding of Davies 
and Francis® that the distribution of glycogen, phospho- 
creatine, and adenosine compounds is very different in the 
two parts of the heart, Since gross deficiency of vitamin B, 
leads to pathological- changes in the heart, possibly mild 
degrees of deficiency persisting over years may be a cause 
of similar abnormalities. 
ca 
The Nobel.Prize for Physiology and Medicine has* been 
awarded jointly to Dr. Walter Rudolf Hess and Professor 
Antonio Egas Moniz. Dr. Hess has beef Director of the 
Institute of Physiology at Zurich University for the past 
thirty. years. Professor Egas Moniz, of Lisbon University, 
is a. distinguished neurosurgeon and was at one time 
- Portuguese Minister of Foreign Affairs. He introduced 
cerebral angiography in 1927 and the operation of pre- 
' frontal leucotomy in 1936. 


_” 





Dr. J. G. Scadding, F.R.C.P., will deliver the Bradshaw 
Lecture before the Royal College of Physicians of London 
(Pall Mall East, S.W.) on Thursday, November 10, at 5 p.m. 
’ His subject is “ Sarcoidosis, with Special Reference to the 


Lung Changes.” 
1 J. Physiol., 1929, 68, P. I. 


2 Bull. Johns Hopk. Hosp., 1942, 71, 141. 
3 Pub. Hlth Rep., Wash., 1946, 61, 410. 


we 


4 Amer.’ J. Path., 1942, 19, 341. 
5 Brit. Heart J., 1948, 1 10, 252.” 
6 Biol. Rey., 1946, 21, 173. 
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THE USE AND ABUSE OF VITAMINS 


BY 
L. S. P. DAVIDSON, B.A., M.D., F.R.CP. | N 


Professor of Medicine, University of Edinburgh 


During the past 40 years discoveries in medicine and 
related sciences have led to an immense improvement in 
the health, happiness, and efficiency of millions of human 
beings-throughout the world. In no branch of science have 
more important advances been made than in nutrition. The 
fascinating story of the discovery of the vitamins, the 
dramatic changes produced by their deficiency, and the 
remarkable therapeutic effects which result when they are 
supplied to individuals who have been eating an inadequate 
diet have received great publicity in both lay and medical 
press. The imagination of all: who have heard or. read 
about these discoveries has been stimulated and captivated. 
It is not surprising therefore that there has arisen’a demand 
for vitamin preparations which has led to their manufac- 
ture-and distribution on an enormous scale. But there is 
little doubt that at present large quantities of these pre- 
parations are. consumed by individuals who can expect to 
receive no ,benefit whatsoever from them, since they are 
not suffering from nutritional deficiencies. The medical 
schools of Great Britain must shoulder their share of respon- 
sibility for the continuation of this unsatisfactory state of 
affairs, since it indicates that many members of the medical 
profession must have received insufficient training as únder- 
graduates or postgraduates in the science of nutrition. 
Better instruction is essential to enable doctors to assess 
properly the validity of the claims made for vitamin pre- 
parations in the advertisements with which they are daily 


bombarded, and to investigate adequately the dietetic his- ~ 


tory of patients they suspect of suffering from nutritional 
deficiency. 

Confronted with a patient complaining of such symptoms 
as fatigue, lassitude, loss of appetite, irritability, or insomnia, 
which are repeatedly stressed in advertisements of vitamin 
preparations as being the stigmata of subclinical states of 
nutritional deficiency, there is danger of the doctor pre- 
scribing a vitamin preparation without first fully investiga- 
ting the physical, social, and environmental factors that so 
commonly lead to similar- subjective features. 


i General Considerations 
(1) If should constantly be remembered that in Great 


Britain fully developed states of vitamin deficiency such as 


beriberi, scurvy, and pellagra are very rarely encountered. 
When they do occur they usually appear in individuals 
of a certain type—elderly persons, frequently males 
who live-alone, and in people with abnormal mental states 
who are either unable or unwilling to eat a normal diet. 
They also arise as “conditioned” states of vitamin defi- 
ciency—as a result of gastro-intestinal disorders which lead 
to a failure in digestion and absorption, or from the 
increased demands which occur during pregnancy and 
lactation, rapid growth, or markedly increased metabolism. 

(2) Food supplies at present available from rationed and 
unrationed sources in Great Britain are capable of supply- 
ing all nutritional demands, provided the individual has 
some knowledge of what constitutes a reasonably well 
balanced diet. This has been clearly established from our 


. 
~ 


knowledge of the total supplies of food available for dis- 
tribution, from studies of the consumption of food by large 
numbers of working-class: families, and from public health 
statistics. The general practitioner, if adequately trained 
in the science of nutrition, is the -proper person to give 
advice to the family on how to eat, when to eat, and what 
to eat. 

(3) It is a well-established fact that, if an individual is eat- 
ing a sufficiency of any vitamin, supplementation of the 
diet by a vitamin preparation will effect no benefit and is 
therefore wasteful and uneconomic. 

(4) Although the dominant clinical features may suggest 
a deficiency of one particular vitamin, experience has shown 
that deficiency of a single nutritional factor is seldom 
present alone. Almost invariably the diet will be found to 
be lacking in several factors. The administration of a 
single or multiple vitamin preparation without correcting 
the diet as a whole will lead to little or no benefit. This 
finding has been noted by many observers, including myself. 
I found no beneficial effects from supplying a preparation 
of vitamin A and D to school-children whose diet was 
defective in several factors, including protein, minerals, and 
vitamins. The children were drawn from the poorest 
classes and were investigated during the years of depres- 
sion between the two world wars. At about the same time, 
in another region of Scotland, excellent effects on the health 
and growth of a similar group of children resulted from 
supplying them with a pint of milk daily. The psycho- 
logical ‘effects of giving vitamin preparations were clearly 


-demonstrated in the former experiment, since many of 


the school teachers concerned in the experiment reported 
dramatic benefits in children whom they believed to be 
taking: vitamins A and D but who were in fact being given 
an innocuous preparation of arachis oil in capsules iden- 
tical with those containing the vitamins. This clearly indi- 
cates the need for caution on the part of a doctor in 
accepting subjective improvement after the administration 
of a vitamin preparation as being necessarily due to the 
correction of a state of pre-existing nutritional deficiency. 
_ (5) Recent advances in knowledge call for a reconsidera- 
tion of the generally accepted standards of vitamin require- 
ments for the maintenance of health. The proof that many 
vitamins are manufactured in the alimentary tract by bac- 
terial syntheses is a discovery of the greatest interest and 
importance which’ largely explains the variable incidence 
of vitamin-deficiency diseases in individuals ingesting a 
similar diet. This fact also explains the difficu'ty. in deciding 
what values should be accepted as desirable for the 
maintenance of health. i a 

Information derived from studies of human velunteers 
living on a diet almost completely devoid of vitamins A 
and C (see references to Table) clearly shows that many 


_months must elapse before symptoms or signs develop, and 


that clinica! features will.disappear completely on supple- 
menting the diet with amounts of vitamins considerably 
lower than those formerly accepted as necessary. These 
investigations strengthen the view that the food supplies 


~_ 
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TABLE - . 
ee Recommended Therapeutic ` : 
l Vitamin Daily Allowance Dose Foods of Special Value | 
Aneurin (vita- 1-2 mg. -. 10-50 mg. 85% extraction wheat 
min B,) ` rey flour, oatmeal, peas 
Nicotinic acid 10-20 mg. 200-500 mg. and beans, eggs, meat 
‘ and offal 
Riboflavin .. 1-2 mg. ‘1 5-50 mg. As ee and milk and 
~ cheese 
Ascorbic acid 30 mg.* 200-500 mg. Fruits, esp. citras, cur- 
(vitamin C) oe a ee rants and berries; 
green vegetables, toma-- 
i toes, potatoes 
Vitamin A .. 2,500 L.U.f 25,000-50,000 I.U.| Eggs, cheese, milk, 
butter, vitaminized 
1 margarine, liver, fatty 
~ Í © fishes, green and yellow 
. vegetables 
Vitamin D .. | Adults: (?) 100 | 1,500 LU. up to Eggs, milk, butter, vita- 


I.U.; infants, 100,000 I.U. in mi nized margarine, 
pre-school special cases fatty fishes (Note the 
children, i importance of sunshine 


in promoting the 
synthesis of vitamin D 
in the skin) 


pregnant and u 
lactating ` wo- 

men: 400-800 |. 

I.U. 





The following vitamins are not included in the Table because their ‘place in 
human nutrition is not clearly established or because they are only used for the 
treatment of certain pathological states: Pyridoxin, pantothenic acid, biotin, 
pata-aminobenzoic acid, folic acid, vitamin B,,, vitamin E; and vitamin K. 
ied a report by Vitamin C Subcommittee of the M.R,C. (Lancet, 

53 
T M.R.C, Ys pecial Report Series No. 264, 1949. 


available to the people in Great Britain are more than 
adequate to meet the vitamin requirements of the popula- 
tion without supplementing them with vitamin preparations, 
provided a reasonably intelligent selection -of the available 
foods is made. 

Prescription of Vitamins , 

Vitamin preparations have been prescribed for: 

(1) Supplementing the diet to make it optimal for growth 
and the maintenance of health. 

(2) Treating so-called ‘“ subclinical” states of vitamin 
deficiency. 

(3) Treating fully established “ frank ” yitamincdenciency 
diseases. 

Bearing in mind the general considerations ‘ discussed 
above, the practitioner should make the following investi- 
gations before prescribing vitamin supplements: 

(1) Take a careful history and make a full physical 
examination to determine the presence or absence of sub- 
jective phenomena or objective signs indicating vitamin- 
deficiency states. 

(2) Consider whether any clinical features discovered are 
due to emotional states or organic diseases which can 
produce. symptoms and signs simulating closely those of 
subclinical and “ frank ” vitamin-deficiency states. 

(3) Take a carefūl dietetic history to determine whether 


there is evidence to’ show that the patient has in fact. 


-been eating inadequate quantities of. essential nutritional 
factors. 

(4) If the clinical features are in keeping with the exis- 
tence of a state of vitamin deficiency and yet the dietary 
history does not suggest it, a search should be made for 
causes which are known to- enhance the requirements for 
: vitamins—malabsorption from the intestinal tract, preg- 


.mancy and lactation, rapid growth, infections, and states - 


of increased metabolism. If no positive evidence can be 
obtained that a direct or.conditioned state of nutritional 
deficiency has preceded the onset of the clinical features 
under: investigation, it is extremely unlikely that they are 
nutritional in origin and it is illogical to treat them with 
vitamin supplements. The case should be carefully reviewed 
with particular reference to the possibility of hidden organic 
disease and to the factors operating in the home and at 


work ‘which lead to psychological symptoms simulating 


_those of subclinical states of vitamin deficiency. 


i ‘Vitamin Supplements 


Vilain Suppiement should therefore only be prescribed 
as follows. 

(1) For the Maintenance of Health—Since all ‘ths fac- 
tors required for the maintenance of health can be obtained 
from the food supplies and the extra supplements available 
in Great Britain at the present time, there would appear to 
be no adequate reason for the widespread prescription of 
additional vitamin supplements. Common-sense instruc- 
tion on what foods to eat regularly is all that is required. 
The Table indicates foods which are the main sources of 
the most important vitamins in human nutr‘tion. 

It should be remembered that the concentration of a 
vitamin in any article -of food is not necessarily the main 
consideration. For example, watercress has a high con- 
tent of ascorbic acid compared with potatoes, but, as most 
people eat’no watercress or only a very small amount occa- 
sionally, the humble potato is a far more important source 
of the vitamin. Another point to remember is in con- 
nexion with-the method and rate of extraction of fidur 
from wheat now in operation in Great Britain. The present 
process has so greatly increased the consumption of the 
B vitamins as to have largely solved this particular nutri- 
tional problem which was of such great importance in 
pre-war days, when 70% extraction white:flour was the 
main source of carbohydrate. During the war the importa- 
tion of fats, fruits, and vegetables had to be greatly 
restricted, with the result that nutritional experts were 
gravely concerned about the possible development of dis- 
orders due-to a deficiency of vitamins A and C. Fortunately 
no such development occurred. Since the end of the war, 
fruits, particularly citrus fruits, and green and yellow vege- 
tables have been imported in large quantities. These food- 
stuffs are available to augment the intake of ascorbic acid 
and carotene during the winter and spring months when the 
home production of fruit and vegetables is at its lowest. 

Feeding experiments in human volunteers suggest that 
the requirements of vitamins A and C for adequate nutri- 
tion have been overestimated in the past. Even the figure 
of 2,500 I.U. of vitamin A given in the Table is about 
twice the suggested minimum protective dose required by 
the average individual. Hence there is little doubt that all 
vitamin requirements can be adequately met at the present 
time from food supplies readily available. 

If an individual is taking the following helpings of food 
it is difficult to believe that he could suffer from any vitamin 
„deficiency. 

(1) An average helping of meat, poultry, rabbit, offal, 
or fish daily. 

(2) 1 to 14 oz. (42.4 g.) of fat daily (butter, vitaminized 
margarine, or cooking fat). i 

(3) 1 egg or 4 oz. (14.1 g.) of cheese daily. 

(4) 42 pints (0.28-1.1 litres) of milk daily (according to 
such factors as age or pregnancy). 

(5) 1 large or 2 moderate helpings of green or yellow 
vegetables daily. 

_ (6) 1 large or 2 moderate helpings of potatoes daily. 

(7) 1 helping of fresh fruit twice or thrice weekly. 

(8) As much bread, scones, and cakes made from 85% 
extraction flour as desired. 

When an individual is submitted to nutritional stress 
vitamin preparations may justifiably be prescribed. Special 
provision has been made for these purposes in Great 
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Britain | by the Food~ Rationing (Special Diets) Advisory 
Committee of the Medical Research Council. Supplements ~ 
of cod-liver oil and orange-juice and additional quantities 
. of milk are provided for- pregnant and lactating women, 
for infants, and for children too young for school. 
undoubtedly wise to give these supplements to children up 
to the age of 5, particularly in winter time, and to 
school-children ,who are growing too quickly or who have 
had severe febrile illnesses." For adults, vitamin supple- 
ments should be very. rarely prescribed for the maintenance 
. of health except when there exist the additional strains and 
stresses already mentioned which enhance the need for 
vitamins. 

(2) For the Treatment of Subclinical Vitamin Disorders. 
—The diagnosis of states of subclinical deficiency of vita- 
mins is based not on objective signs but on subjective 
features. Even with the help of laboratory tests which are 
not readily available to general practitioners (e.g., plasma 
determinations of vitamins and saturation tests), it is far 
from easy to be sure that the symptoms complained of are 
nutritional in origin. While some physicians think that sub- 
clinical deficiency states are extremely common in Great 
Britain at the present time, others hold there is little satis- 
factory evidence to justify this view. 
frequency of «such states has been much exaggerated. 
Monotony of the diet and the frustrations and restrictions 
` accompanying post-war life in Great Britain probably 
account for most of the subjective features attributed to 
states of vitamin deficiency. If, however, after making the 
requisite investigations discussed above, the doctor con- 
cludes that there is a state of subclinical nutritional defi- 
ciency present, he should treat the deficiency by ensuring 
that the patient takes a properly balanced diet. If this is 
done there will be no need or justification for prescribing 
vitamin preparations ‘except when there is clear evidence of 
the patient being submitted to one or more of the above 
nutritional stresses. 

(3) The Treatment a Established Vitamin-deficiency 
Diseases.—As already mentioned, frank deficiency diseases 
such as scurvy, pellagra, and beriberi are rarely encoun- 
tered in Great Britain'at the present time. Careful investi- 
gation of any such-case that may be encountered will almost 
invariably reveal multiple deficiencies of protein, minerals, 
and vitamins. Correct treatment accordingly demands that 
the diet as a whole should be carefully reviewed and made 
adequate in:all respects. In addition, vitamin supplements 
sHould be given in the therapeutic doses shown in the Table 
until all symptoms and signs of deficiency have disappeared. 


_ Conclusions : 

If the views expressed above are, accepted, it follows 
that vitamin preparations should not be prescribed routinely 
for the maintenance of health or the treatment of subclini- 
cal states of vitamin deficiency ; the best way of treating 
these conditions is by instructing the patient how to choose 
and prepare a well-balanced diet adequate in all nutritional 
factors. Supplements of vitamins are indicated only when 
causes are found to be operating which greatly increase 
nutritional requirements. Frank vitamin-deficiency dis- 
eases are rare in Great Britain; their treatment consists 
. in correcting the diet in all respects and_supplementing it 
with appropriate doses of vitamin preparations. Accord- 


_ ingly it is suggested that if more attention were given to, 


the proper diagnosis of nutritional deficiency, to the taking 
of a careful dietetic history, and to the principles govern- 
ing the prescription of vitamin preparations.discussed above 
much unnecessary expenditure would be avoided. The dis- 
covery and elimination of social and environmental factors 
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which lead to symptoms simulating those of subclinical 
states of vitamin deficiency will produce better and more 
permanent results than will be achieved psychologically by. 
the administration of vitamin supplements to individuals 
who are not suffering from a nutritional deficiency. 


x 
i 





A MEDICAL VIEW OF THE SOVIET UNION 


BY 


M. T. Ere M.B., B.Chir. 


A year’s stay in Russia is small qualification for anyone to 
express views on the country, but the experience for a medical 
.man is sufficiently unusual these-days for a few brief and 
entirely superficial impressions to be worth recording. It should 
be added that these observations are the outcome of an Embassy 
appointment in Moscow and are made with a knowledge of the _ 
limitations of outlook and opportunity that such a post entails. 

No remarks on Soviet standards of medicine can possibly be 
made without a thorough knowledge of, and free access to, their 
institutions and hospitals. Under existing conditions this was 
denied me. Hospitals could be visited in connexion with foreign 
patients, but such opportunities were infrequent and their scope 
limited. Persistent efforts were, in fact, made to visit officially 
one particular Russian medical man of eminence, all of which. 
however, were deftly parried by VOKS, the Soviet organization 
for promoting cultural relations with foreign countries. In 


` view of the recent disappearance and strongly rumoured arrest 


of a Russian surgeon of international repute it would not have 
been prudent to pursue the matter or the man -further. 


As the home of the first system of socialized medicine, Russia 


—— 


has obvious interest for us while our own National Health , 


Service is being established. . There are certain differences. 
A fundamental one is the absence in their system of the general 
practitioner. The smallest unit is the polyclinic, roughly equiva- 
lent to a health centre, which has a regional or occupational 
basis—that is to say, its clientele belong to a certain district ` 
or to a particular class of workers. Individual private practi- 
tioners do exist, but their activities are limited by lack of access 
to hospital accommodation and by strict limitations on their 
power of certification. A recent change of policy in the 
organization of polyclinics is evident from the following 
paragraph from Pravda for January 6, 1949. 


“ By a decision of the Government, the Ministry of Public Health 
is now carrying out an important reform of medical services to the 
population. The existing polyclinics and dispensaries are being 
merged with the hospitals and clinics. As a result of this merger the 

~dispensary physicians have begun to work in the hospitals as well, 
and for their part tens of thousands of specialists in clinical work 
have come to the reception rooms. This system is noticeably 
improving the quality of medical services to the population.” 


Thus -it seems that the present Soviet trend is -towards 
centralization or affiliation of all medical services to some 
sort of parent hospital, whereas we envisage with the setting 
up of health centres what will be to some extent the opposite 
tendency. Two other small points may be noted. Medicines_ 
and spectacles, let alone wigs, are not issued free, but the sum~ 
charged is not high. Secondly, it is significant that private 
practice among dentists is very flourishing and, so far as one 
can tell from casual acquaintances, their services are widely 
used. Incidentally the inauguration of the Health Service in 
Britain was the occasion for a violent article in Meditsinsky 
Rabotnik under the heading “ A new law, a fresh burden on 
the shoulders of the workers of Britain.” The provisions of 
the Bill were completely ignored and the author, a doctor. 
expatiated instead on the inadequacy of the medical services 
in England and the low standard of living of the masses— 
quoting freely from the correspondence columns of the B.M.J. 


On the purely domestic side of Embassy practice specialist 
opinions and hospital treatment were arranged through a special 
diplomatic polyclinic, designed exclusively for the use of the 
foreign community. This was the one place where consulta- 
tions could be held and opinions on medical and other matters 


- 
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“ officially exchanged. - - The—building. was equipped with x-ray 


and physiotherapeutic' plaht.and was ‘lavishly. furnished with * 
_ carpets and brightly coloured awnings. Everybody there was. 
always most helpful and co-operative. “A quaint feature of the’ 


system was the payment of a not inconsiderable fee, cash down 


ead 


- in advance, on entering the’ establishment. 


+ 


Moscow itself has a fleet of fast “ emergency aid ”-cars which 


_ 


can be summoned by dialling a simple number on the telephone. .. 


They carry stretchers and - attendants under: the charge/of a 


doctor and provide’ a prompt. means of ‘admission to hospital. ` 


Smaller cars, labelled “House Aid,” ‘are often to be seen on 


` the streets and provide treatment at home for those too ill to. 


visit the polyclinics. ae ’ 

, The Aptecka; or. State pharmacy, is a scharacterstic feature 
of” the Soviet, system. These are. usually. rather large shops, 
open: all night, with a . big: dispensary and sometimes with ‘a 
department -where toilet preparations and drugs requiring no 
prescription can be bought: 


~ syrup and cod-liver oil can also’*be obtained. The range of 
drugs available is naturally very much- more limited than in 
this country, and there are frequent shortagés—for example, 
santonin, sulphadiazine, and nitroglycerin did not appear to 


Sulphonamides in small quantities = 
‘can be obtained in this section, as for- instance in a popular ` 

official remedy for influenza compounded . of hexamine and. 

_ sulphanilamide (0.3 g). , Vitamin preparations such as rose hip - 


~ 


the future which is widespread i in Russia to-day ‘and not always 
"so apparent in England. In an article in Meditsinsky Rabotnik 
on September 15 Jast a writer .stated, “ By common effort we 
‘must cleanse the field’ of Soviet Medicine of all idealistic and 
“metaphysical weeds, so' that we can move forward in seven- 
league boots and quickly solve the problem put before us by 
the great Stalin—not only to overtake’ but to surpass in the 
near future the scientific achievements’ abroad.” 

A young ‘scientific worker would perhaps feel that he must 
temporarily suppress his doubts and critical faculties with regard 
to genetics as the price for belonging to and working for 
what he believes to be a greater movement. ‘In other words, 
the material advancement of the people of Russia, and indirectly 
of the world, as he believes it, is more important than scientific 
truth. On the popular side there is no doubt that Lysenko has 
been most successfully ‘ ‘sold ” to the Russian public. I attended 
a cinema performance once in which a news-reel! depicting 
several public figures was being shown. No interest was evinced 
by the audience until Lysenko appeared on the screen. He 
was immediately recognized, and his name could be heard in 
approving whispers all over the hall. < 


The emphasis on patriotism has been most marked in Soviet 


` films recently. The central theme of Court of Honour was the 


be genérally available, although santonin was being regularly ~ 
_ prescribed for - ~the large number , of cases. of roundworm 


infestation. 
-- The normal procedure for a patient obtaifing a medicine 


from one of these pharmacies is for him to queue-up at the ` 


receiving counter where the girl in charge chécks the prescrip- 
tion and assesses the price. 
cash desk and pays the small sum required before proceeding 
to another counter where he either receives the medicine or is 
, told at what time to return for it.. Drugs are dispensed in small 
- quantities and prescriptions need-to be repeated frequently, 
but, in. general, as a system of supplying physic .to a large 
number of people cheaply and- quickly it seems to work quite 
‘ well. The principal shortcoming is that recorded by Pravda 
` in the article already quoted. “In certain chemists’ shops one 


cannot obtain even the simplest medicines ‘and prescriptions in 


broad demand by the population;' although our’ industry has 
every, opportunity for satisfying the need. for medicines.” -~ 


Several aspects of the public health system are of interest. 


Dysentery and other intestinal ‘infections’ are common in the. 


summer, and the pharmacies display posters describing the part 
played by flies and dirt in the causation of these diseases and 
also methods for their control.: Im'some parts of: Moscow 


- during thé-summer of 1948 there was a freé house-to-house, 


distribution of “ phage ” in tablet form to be taken as a prophy- 
~ lactic, though how frequently or systematically this was adminis- 
tered it is not possible to say. The Russians have, of course, 
made ‘special studies of the commercial preparation of various 


He then joins the queue at the ` 


trial of a misguided Russian scientist who gave away the results 


.of his work to a visiting American scientist, later unmasked as 


a secret service agent in disguise. During the course of this 
film someone remarks, “These Americans! Why; they even 
sell us a single dose of streptomycin for. the same price as it 
takes to build a house ! ” (Streptomycin is presumably avail- 
able for sale to the Soviet Union at the same rate as to other 
European countries.) : 

Academician Ivan Pavloy was another recent film, giving the . 
story of-his life and work and emphasizing that he placed his 
country above his work and his patriotrism above world science. 


- This film contains one _amusing ‘non-political scene at Cam- 


bridge as Pavlov receives an’ honorary degree from the 
chancellor. -In the middle of this impressive spectacle a little 


‘woolly toy dog descends suspended on a string amidst shouts 


of “Hullo” from the playful undergraduates in the gallery. 


. The greatsman grabs the dog -good-humouredly and continues 
the ceremony with it tucked tightly under his arm. 


- In contrast to the lack of personal contact permitted one 
could, as a scientific worker, have access to one or two libraries 
and museums, notably the big Lenin Library in Moscow. This 
is a ‘fine modern building embellished on the outside with busts 
commemorating, for example, Newton and Darwin. Quite a 
wide. range of Russian and foreign literature, especially German, 
appeared to-be available and could be-consulted without diffi- 
-culty. - But this free use-of a Russian institution was notable as 
an exception to the general Testriçnons; as the scantiness of 
this account shows. 
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bacteriophages, ‘notably in connexion with th: treatment- of’ . 


cholera-:and the dysenteries. 

The importance of seeking prompt treatment for venereal 
. diseases is widely advertised--in- Russia, as in many other 
. countries. These exhortations are reinforced by the law 
“naking it a criminal offence “ wilfully ” to transmit venereal 
disease to another. person. _The law also relieves casualty 
, ‘officers of- their traditional Saturday night trials with acute 
: alcoholics. 
` or “sobering institutions,” where any clients found 
- incapable or`unconscious on the streets-may be accommodated 
- for the night and perhaps afforded suitable treatment. They 


In Moscow the police provide “ veetresveetele - 


INSTITUTE OF DISEASES OF THE CHEST 
OPENING BY SIR JOHN ANDERSON 


The .opening of the new premises of the Institute of Diseases 
of the Chest (British Postgraduate Medical Federation), in the 
grounds of Brompton Hospital, Fulham Road, took place on 
October 26. Sir John Anderson, M.P., chairman of the 
Governing Body of the Federation; who performed the open- 


. ing ceremony, said that no "observant layman could fail to be. 


are discharged next morning and charged 25 roubles (a fifth. - 


. of an average week’s wage) for their night’s lodging. This 
would appear to. be a useful amenity in a climate where the 


frost could speedily ‘dispatch. anyone ne was drunk and sleep- ~- 


ing in-the- open. 


` During the course of the year the ae anton came’. 


to a head. ‘The-main battle ` was, naturally, fought out by the 
- biologists, but there were minor skirmishes i in the medical world. 


“The whole issue .is quite incomprehensible without some* 


-conception of the gencral feeling of optimistic expectation about 


an’ - 


4 
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profoundly impressed by the progress made in medicine during 
the past half-century. Medicine, a profession which had been 
carried on-for hundreds of years on traditional and mainly 


practical lines, could now claim as never before the attributes 
_of an exact science. 
‘entitled’ to have through the National Health Service, the full _ 


If: the ~public were to have, as it was 


benefit of all the developments of scientific medicine, a great 
extension of facilities for higher medical education and research 


„was clearly essential, and that was the significance of the new 
` Institute. 


~ 


“Sir J ohn Anderson Sent on to remind his-audience that this 


- was one of a number of specialist institutes in process of being 


` 


` 
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established under the aegis of the Federation. There was no 
room for doubt about the justification for including this kin 
of institute in its framework. -Despite what had been done 
during the past 35 years, there was still a need for concentrated 
effort in the sphere of chest diseases, and the contribution which 
the Institute could make to the public good -would bé com- 
mensurate with that need. He added that the tradition firmly 
rooted at Brompton would provide a most favourable atmo- 
sphere for successful work. 


Sir-Robert Young explained that the Institute would serve. 


two hospitals—namely, Brompton and the London Chest 
Hospital, institutions very similar in their aims and objects. 
It would promote collaboration, and would serve, to make 
London with its wonderful material a focal point of teaching 
and research in diseases of the chest. He himself joined the 
staff of Brompton Hospital 54 years ago, and he recalled the 


pioneer work of the staff in those far-off days. Since the hospi- - 


tal opened in 1849 many methods of treatment had been 
examined and tried out, and knowledge had advanced by strides. 
Perhaps it was in the department of surgery that he had seen the 
greatest change. Now the staffs of the two hospitals were doing 
their utmost to train young surgeons in this branch of. surgery. 
The Institute was yet another new venture which he felt to be 
full of promise. 

Dr. A. Roodhouse Gloyne, consulting pathologist to the 
London Chest Hospital, said that these two hospitals came 
into existence a century ago yery closely together—the London 
Chest Hospital in 1848 and Brompton in 1849, the latter 
founded by Thomas Bevill Peacock, who wrote a standard 
textbook on congenital heart disease and also investigated a 
form of silicosis in workers, on millstones for grinding flour. 
A tribute was due to other physicians in those early days who 
` came to a right conclusion on what would now be considered 
very inadequate data. The hospital was also interested in 


cardiology, and some great men in this field had been numbered ~- 


among its physicians. As a medical school the London Chest 
Hospital, until the end of the first world war, was a rather 
fortuitous institution, graduates coming and going without very 
much organization. _ = a 

In the development of the new Institute he hoped that the 
humanities would not be forgotten. As the staff grew. alongside 
each other, co-operation would improve until the Institute 
became a complete unit. One of the things the Institute 
would do would be to advance the study of industrial lung 
disease ; he hoped the heart would not be forgotten, and that 
in investigating disease in the periphery of the chest the peri- 
cardium would also receive attention. The Institute would also 
study carcinoma of the lung, the incidence of which seemed to 
be advancing. 


d 


Plans for the Institute 


Sir Francis Fraser, director of the British Postgraduate 
Medical Federation, said that the first step in an exciting 
venture had now been completed. For many years the large 
general hospitals were used. for undergraduate education, but 
the special hospitals which offered almost unrivalled oppor- 
tunities for the advancement of knowledge and for postgradu- 
ate and advanced education were hardly used at all. Com- 
mittees had discussed the various possibilities, and as a result 
the Postgraduate Medical School was established at Hammer- 
smith, with university departments in general medicine, surgery, 
obstetrics, ‘and pathology; but it was agreed that no attempt 


should be made to set up university departments in the special - 


branches at Hammersmith, and that these should be based on 
special hospitals. The new Institute represented a further 
milestone in this progress. It would be some, time before the 
staff was completed to the extent which would fulfil the hopes 
and aspirations of the previous speakers, but it was already 
being gathered together. Under the National Health Service 
the London Chest Hospital was joined with the Brompton 
Hospital for the purposes of providing clinical material and 
staff, and it was with every confidence they ‘looked forward 
to- the development of the Institute. 

The Institute will be able to provide whole-time courses for 
three months for 12 students and part-time courses for twice 
as many. When it is fully equipped—which will probably not 
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be for some time—it is expected that there will be facilities for 
up to 50 students at once. The accommodation, which is all 
on one floot, includes laboratories, a lecture theatre, x-ray and 
photographic departments, a library and reading-room, and a 
refectory. It is hoped`to carry out “pure” research: as well 
as the routine research work of the associated hospitals. 
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CORTISONE IN RHEUMATOID ARTHRITIS 
A meeting of the Section of Physical Medicine of the Royal 


' Society of Medicine was held on October 12, when Dr. OSWALD 


SAVAGE discussed the effects of cortisone in rheumatoid arthritis, 
and gave an account of his recent visit to the Mayo Clinic. 

Dr. Savage said that with some 50 other physicians from 
various parts of the world he was privileged to see the work 
on cortisone which was being done on the other side of the 
Atlantic. 'He saw two cases before and after treatment, and 
he had no doubt about the remarkable changes effected by this 
drug in rheumatoid arthritis. As was to be expected with 
research teams headed by Dr. Philip Hench and Dr. Kendall, 
the work was most carefully checked and. controlled. The 
patients were suffering from severe active rheumatoid arthritis, 
and the changes which were brought about almost within a 
matter of hours were astonishing. One woman aged 55 had 
suffered from’ rheumatoid arthritis for three years ; she could 
hardly walk, and was so crippled that it took her more than 
two hours to do her hair in the morning, yet within two and 
a half days of the first administration she was completely free 
from pain and walked normally. She declared that she felt a 
sudden improvement nine hours after the first injection ; it was 
as if a load had been taken off her limbs. 

The history of the work which led up to this discovery was 
fascinating. During the war it was rumoured that German 
pilots were given injections of suprarenal extract to increase 
their fighting morale, and there was a good deal of support for 
the theory that such an extract might be of value in battle 
fatigue. The rumour added momentum ‘to the work already 
proceeding in the States, where Hench had been studying the 
reversibility of rheumatoid ‘arthritis, and, turning to biochemical 
considerations, had concluded that what he had called the anti- 
rheumatic substance x might be the suprarenal hormone. 

To understand the work on cortisone the adrenal steroids 
must be studied. Work on adrenalectomized animals had 
resulted so far in the isolation of 28 adrenal steroids, but 
only six of these, which could be divided into three groups, 
were active. The group which was oxygenated at the eleventh 
position and called 11-oxysteroid was the one with which this 
work was particularly concerned. As the work progressed a 
number of compounds were evolved, of which the one called 
compound E was by far the most active in its effect on carbo- 
hydfate metabolism. Dr. Savage also touched on the work 
done on the adrenocorticotropic hormone (ACTH) and its 
effects. á 


Clinical Results ie 


Clinical improvement after the injection of cortisone might 
begin within four hours and was usually sudden. The patients 
felt as if something had been “ unlocked” and lost their stiff- 
ness. Joints which had been tender on pressure were no longer 
painful when pressure was applied, and the swelling also dis- 
appeared, though not as quickly as the pain. They experienced 
a remarkable euphoria, and’ afterwards usually fell into a sleep - 
of exhaustion. They acquired enormous appetites and some- 
times had to be dieted to prevent obesity. The dose, given 
intramuscularly, was 300 mg. on the first day and 100 mg. on 
the second. The dosage of the adrenocorticotropic hormone 
was 50 mg. three times a day on the:first day and 25 mg. on 
the second day. , = 

The side-effects fad- been rather overemphasized, but it was 
necessary to make them known in order to help to ensure that, 
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when this drug ‘became availablé- ‘it was used only under Me 
most carefully controlled conditions im hospital. Much study. 
remained to be done on these effects, some of which were due 
to: pituitary upset and electrolyte imbalance. 
had followed the use of adrenocorticotropic hormone. ` 


Unfortunately; directly cortisone was” stopped the symptoms 
returned and the sedimentation rate again. rose. In the severe 
cases so far treated it looked as if treatment would have, to. be 
` continued indefinitely. The number of cases -treated at the 
Mayo Clinic up to June of this year was only 17, but some of.. 
` them had been under treatment and control for as long as six 
months. The difficulties of the production of the~ substance 
were immense ; 39 long and difficult- chemical steps had to be 
taken before even a minute yield was’ obtained. There had 
been accounts of other substances which might yield cortisone, 
‘but these related at present only to ‘the theoretical stage. “ But 
wo main points of progress were demonstrated even before the 
drugs were available for general use. In the first place it. had 
been shown for the first time that the progress of rheumatoid 
arthritis was reversible rapidly by a drug; it had been known 
to be reversible in pregnancy, in jaundice, and after operations,- 
but. here was a drug which brought about the same effect. 
the second placé, a yardstick’ had been furnished with which 
to evaluate tréatment. There had been many. forms -of treat- ` 
_ ment which improved the patient up-to a point, but here a 
- dramatic and rapid improvement -was_effected. Those who had 
"seen the .cases were impressed by the effect as compared with 
‘anything they had seen before, and thus a criterion’ was afforded - 
‘for the treatment of rheumatoid arthritis in general. ~ 


Work in this Country . p 


Dr. RAYMOND GREENE said that the’ istic of the adrenal 
cortex to rheumatoid arthritis had been -studied by a number 
of workers. His own interest in the subject began some 12 
years ago, and, while Hench and his colleagues reached their 
fortunate guess by way_of a study of reversibility in pregnancy 
‘and jaundice, he approached the problem by seeking the com- 
mon factor in a number of distinct conditions often associated 
with the onset of the disease. The hypothalamic endocrine- 
system appeared to be a connecting link, and within this system 
the adrenal cortex seemed the- most likely element to explore. 
He at first concentrated his attention on the operation of whole — 


` -adrenal extracts’ and of desoxycorticosterone acetate, all of _ 


which were found to be ineffective. These.were now being 
studied exhaustively in the United States. 


_ In November, 1946, the worst case of rheumatoid arthritis 
` “he had ever seen was admitted to the Metropolitan Hospital, 
" apparently in a moribund condition. The patient was a man 
„aged 28 who had developed a. classical rheumatoid arthritis at 
the end of June of that year, and the infection bad spread ° 
rapidly until all the joints were involved; there was a low 
intermittent fever. He was treated with massive doses of acetyl- 
salicylic acid and penicillin without effect, and a course of gold — 
treatment was also valueless. - A rash, afterwards found to be 
pemphigus, gradually spread over his body. His, condition- 
- rapily deteriorated ; and -he became~so „emaciated that his 
_ appearance resembled that of the prisoners at Belsen. General 


methods for restoration ` were begun, and in addition an ' 


` intravenous procaine ‘drip was set. up. A certain dmount of 
improvement took place, the joints became less painful, and 
the pemphigus ceased to ‘spread. Later, however, deteriora- 
tion took place. By that time the speaker had obtained some 
- corticotropic hormone, ‘and intramuscular .injections were 
_ given-over a period of 18 days in March, 1947. Each dose.was 
‘of only 2 or 3 mg., much less than the ‘American dosage, and, 
presumably becausé 


ment was not.as raff as that obtained by the Mayo Clinic 


workers.. The improvement was not maintained, and the pro- 


caine injections were restarted.. From that time (May, 1947) 
improvement again took place and continued, though slowly. 
The skin condition was- obstinate, but eventually disappeared. 


A urinary condition. was’ investigated and found to be due to me 


stones in the pelvis of the right kidney, but as there was infec- 
tion im the left kidney it was decided to leave it alone, and: the 
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“infection -had since iiedepeared: The patient was discharged 
from hospital in December, 1947, ‘and had remained well ever 
_ since. i =. 

-This patient was demonstrated to the Section, and was 
able to run up to the platform. His hands were still badly 
deformed, but his joints were painless and he was earning his 
' living as a weaver. He had had no treatment for nearly two 
years. The most likely explanation; said Dr. Raymond Greene, 
was that a spontaneous remission was due during 1947, but 
those who saw him on admission were convinced that he would 
‘not have lived to enjoy that remission had it not been for the 
treatment he had received. Dr. Greene also described a second 
case treated With anterior pituitary corticotropic hormone, with 
a successful result. During the last three years he had concen- . 
-~ trated his attention on other methods of producing increased 
adrenocortical activity, using substances which had an inhibitory 


~-effect on histamine release, but he was not yet ready to make 


a statement. He said also that there was a prima facie case 
for the further investigation of the -role of -the spleen in 
rheumatic diseases ; this was likely to be the organ ‘through 
_ which: cortisone and corticotropin ee, produced their 
effects." ; 

Dr. Max REISS said that Hempel and he were probably the 
first to use corticotropic hormone in the treatment of rheuma- 
‘toid arthritis when, in 1942, experiments were carried out on 
a group of patients suffering from involytional melancholia. 
The most interesting effect was the skin change: from being 
dry and :parchment-like, the skin felt softer and thicker; the 
- hair regained its lustre, losing its dry, brittle quality. A con- 
-siderably smaller dose was given to achieve these and other 


' effects than was used by the American‘ workers, and it was 


important to emphasize this because; assuming that the hormone: 
could not be prepared synthetically, the American dose of 
25 mg. could hardly be the treatment of the future, for all the 
pig pituitaries’ in the world would not be sufficient to treat a 
thousand patients regularly. The continuous use of such a 
high dose was likely to discourage treatment, and as the dose 
was higher than the quantity produced physiologically in the 
body it could not be called a physiological dose. Thé reactions 
were such that responsible physicians would have to consider 
‚whether they were to embark on a treatment which could pro-’ 
duce diabetic changes, alterations in blood pressure, and so on. 

In some further: discussion the point was emphasized that 
Hench had not claimed cortisone as a cure but had reported 
_his work only as an, “ investigative therapy.” 


- 
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INTEGRATION OF PREVENTIVE HEALTH 
i SERVICES 


A meeting of the Section of Epidemiology and State Medicine 
of the Royal Society of Medicine on October 21 was devoted 
to a discussion of the preventive health services. Dr. W. H. 
BRADLEY, the president, said he believed this was the first time 
‘ in the history of the Section that the subject of discussion had 
been purely administrative. | : 


Fa 


N.H.S. in Northern Ireland 


Dr. A. T. ELDER described the National Health Service 
arrangements in Northern Ireland, though he pointed out that 
what might be successful in such a relatively small community 
might not have the same success in a much larger population. 
He instanced a’ number of respects in which the Service had 
been integrated. The first was the operation of the school. 
medical service by the Ministry of Health and Local Govern- 
ment instead of the Ministry of Education. The services trans- 
ferred to the health authority included the ascertainment of 
Physically- handicapped children, the provision of medical 
-inspection-and treatment, and the cleanliness and disinfestation 
services. _A consultant- paediatric service was awaited. The 
‘administration of the school meals and milk service remained 
with the education authority. There was close liaison between 
medical officers of health and directors of education. The 
scheme -had been expanding during the last two years, and 
so far there had been a happy and efficient service. At the 
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beginning of this year rheumatic fever was made a notifiable 
disease; this involved consultative clinics, follow-up, and 
aftercare. So far 103 notifications had been received. 

Before 1948 the care of tuberculous persons was vested in 
local authorities. It was now the function of an autonomous 
body called the tuberculosis board. ` The appointment of tuber- 
culosis specialists rested, after consultation with the board, with 
the hospitals authority. Deaths from tuberculosis had declined 
in recent years, though -ascertainment figures had gone up— 
an indication of the efficiency of the new system. Northern 
Ireland had a system of intimation of cases of suspected tuber- 
culosis ; this meant no worry for the practitioner, who simply 
said to the patient, “ You might have something wrong with 
~ your chest. Do you mind. just having a check-up?” and 
referred him for examination. Four out of five cases inti- 
mated proved to have no tuberculosis at all, but those which 
were proved were far more than had been suspected before 
the scheme began. 

Other examples of integration were the fusion of all central 
Government medical services in the one Health Ministry ; the 
medical supervision of industria] health by ‘the Ministry of 
Health and Local Government instead of by the Ministry of 
Labour ; the supervision of mental health services by a special 
committee of the hospitals authority; and the unification of 
preventive medicine with general practitioner services through 
the general health services board. 

Dr. Elder added that vaccination against E was com- 
pulsory in Northern Ireland’; there was no conscience clause. 
From 1920, when the Government.of Northern Ireland was 
set up, to 1947 only two cases of smallpox had been notified, 
both of them imported, one from Canada in 1924, and the 
other from Scotland in 1942. The percentage vaccinated ‘ranged 
in recent years from 69 to 80%. Prosecutions were occasion- 
ally instituted, and these were followed by a new spate of vac- 
cinations. During the past 20 years there had been only one 
confirmed case of encephalitis following vaccination, and in 
that’ case the patient ~-had: been vaccinated with lymph which 
had not come from the usual source. 


Midwifery Services 

Dr. M. W. GEFFEN referred to the. arrangements for mid- 
wifery services in England and Wales. It was the duty of the 
local health authority to ensure that an adequate number of 
midwives were practising in the area. Domiciliary and institu- 
tional midwifery could not be separated; many confinements 
started at home and ended in hospital, but the domiciliary mid- 
wives were under the local health authority while obstetric 
specialists were employed: by the hospitals authority. He 
thought that the midwifery service of the future, if it was to 
be integrated, must be placed under the regional hospital boards 
and eventually in the hands of management committees. 

_ One of the most interesting parts of the work of the medical 
officer of health was the care of the school-children within 
his district, but to-day specialists were appointed by the regional 
hospitals boards, and although the divisional medica] officer did 
some ascertainment the case afterwards passed from his hands 
to county headquarters and he heard no more about it. That 
was not a good example of integrated health services. Much 
was heard also about decentralization and the utilization of 
the services of the district medical officer as an assistant county 
- medical officer, but his experience was that the district medical 
officer was very much of an assistant and had, practically 
speaking, no free hand at all. There had been in this respect 
a levelling down rather than a levelling up. 

Dr. Geffen also questioned whether it was really necessary 
to have set up hospital management committees throughout 
the country. Was there not some existing machinery whereby 
hospitais in small groups could have done the work without 
a new organization ? In his view there was no reason why the 
‘public health committees of local authorities’ should not have 
been the hospital management committees. It would bave been 
a fine piece of integration if the public health committee of the 
local authority could have been made responsible for a group 
of hospitals, with the medical officer of health as chief, officer. 
The setting up of additional committees with additional officers, 
while all the time there were standing committees democratically 
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appointed, with officers of experience ready to hand to integrate 
the hospitals with the environmental Deal services, seemed a 
wasteful policy. 


i 


The M.O.H. and‘ General Practitioners 


Dr. E. D. Irvine (Dewsbury) said that the present phase was 
one of expansion; consolidation would-come later. He dis- 
agreed with' those who complained so bitterly about the divi- 
vision of responsibility between hospital boards and health 
authorities. Any integration of service depended much more 
upon good will than upon a tidy machine. Even the environ- 
mental health services were not administered in a tidy and 
simple fashion. His experience was that the greatest possible 
value attached to meetings between medical officers of health 
and general practitioners and consultants. As it was, the medi- 
cal officer of health had no place on regional board committees : 
on hospital management committees~ he might or might not 
have a place. ` His membership of the local medical “committee, 
was most valuable. In his area the general practitioners had a 
most friendly and co-operative attitude to other branches of the 
Service, but he wished that local medical committees_could be 
established in smaller areas than counties so that other medical 
officers of health besides those of counties and county boroughs 
might take a useful place on them. He believed in an all- 
purposes local health authority of moderate size in which social 
work could be linked up with environmental control. 

Dr. BRADLEY, from the chair, said that he thought Dr. Irvine 
might take it for granted that it was the generally accepted 
principle of those concerned in central administration that 
plenty of flexibility at the periphery was desirable, and if people 
at the periphery looked for opportunities to employ that flexi- 
bility nobody was going to get in their way. They were now 
watching a great new Service developing. They did not expect 
it to move smoothly at once, but they did expect it to move 
in the right direction. He asked whether in Northern Ireland 
the intimations of suspected tuberculosis were compulsory and 
whether any provision was made for payment of the notifying 
practitioner. 

Dr. ELDER replied that in Northern Ireland the intimation 
of cases of tuberculosis by practitioners was not paid for. By 
Act of Parliament practitioners were required to report to the 
authority any suspected’ case; there was a penalty under the 
Act, but it.was not rigidly enforced, and indeed in practice the’ 
arrangement worked better than had been expected... Where 
they had expected 3,000. or 4,000 intimations they had had 
10.000. In general in Northern Ireland they believed in as much 
devolution of responsibility as possible. A question had arisen 
about general practitioners acting as obstetricians in smaller- 
hospitals. Eventually it had been agreed that certain hospitals 
of the cottage hospital type, set apart for normal midwifery, 
should continue to-be served by general practitioners, subject, 
however, to two provisos: one, that the advice of a consultant 
obstetrician must be available for any complication, and the 


-other, that the obstetrician should have the right to advise upon 


the competence of any general: practitioner to do midwifery in 
these hospitals. 


t 


MANAGEMENT OF RHEUMATIC FEVER 


-A meeting of the Section of Medicine of the Royal Society of 


Medicine on October 25, Sir ADOLPHE ABRAHAMS presiding, was 
devoted to a symposium on the management of rheumatic fevér 
and its early complications. G4 

Dr. PauL Woop, like ensuing speakers, based his remarks | 
on observations made at the Cazadian Red Cross Memorial 
Hospital (Rheumatic Fever Unit) at Fəs- w. ‘It was impor- 
tant, he said, in the management of r, W-natic fever to detect 
the presence or absence of carditis. According to the literature 
the average proportion of cases in which carditis was present 
was 50%; in the cases at Taplow it was 72%, but these were 
selected cases. Eight main signs of carditis were: (1) signifi- 
cant mitral systolic murmur; (2) Carey Coombs sign ; (3) new 
or transient aortic diastolic murmur ; (4) cardiac enlargement ; 
(5) pericarditis; (6) signs of heart failure; and two electro- 


~ 


I 
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cardiographic Į signs: (7) prolongation of the P-R interval; and- 


(8) the Q-Tc sign. 

The mitral murmur was commonly long and loud. About 
45% of cases with loud murmurs developed mitral stenosis as 
against 9% of those with soft murmurs. 
sign had been found in 58 of the 75 cases with myocarditis. 
The murmur was permanent in the majority of cases. It went 
on or was recurrent until mitral stenosis developed. Carey 
Coombs had been right in supposing it to be due to -organic 
mitral changes. An aortic murmur was heard in 44 of the cases. 
In the ordinary case little evidence of cardiac enlargement was 
seen radiologically, though a spurious enlargement was often 
noted. ‘The heart enlarged with fever at any time and became 
smaller as the fever disappeared. Enlargement when due -to 
heart failure was, of course, reversible ; if the patient’ s condition 
improved the heart would become quite small. 

Pericarditis had been a.source of great trouble. It was not 
known how to diagnose it with certainty. Only 25% of the 
cases had shown this condition. As for heart failure, they had 
been pleased, and ‘perhaps surprised, to find that patients with 
tight heart failure did not die suddenly, and thus it was per- 
missible to make investigations, of which at first they were very 
chary. He did not want to stress the electrocardiographic signs 
too much. The prolongation of the P-R interval occurred only 
in about 10% of the group, but the Q-Tec sign was useful. 
Dr. Wood concluded with a reference to rest and exercise. 
Before the principle of rest was given up, it was for the people 
who pleaded for exercise to prove that it did no harm. 


Home or Hospital 


Dr. E. G. L. BYWATERS reproduced an American estimate of 
the relative costs-of care of the rheumatic case: 


$ 30-35 per month 
$ 45-50 per month 
$120 per month 
$400 per month 


Home care 
Foster-home care 
Convalescent home care 
Hospital care 


If the home was well-to-do and the family physician avail- 
able, home care might be preferable, but in the majority of 
cases the patient was better in hospital, preferably with a-school 
attached. It was desirable that only one hospital should take 
care of the child. The first thing was to make sure that the 
case was really one of acute rheumatism. In a case of early 
osteomyelitis of the knee or hip it was better to start treatment 
with large doses of penicillin, even if the case proved eventually 
not to'be one of rheumatic fever. 

Rheumatic fever was a self-limiting disease, and if the cardiac 
sequelae could be prevented it would be of no more importance 
than mumps. It was the general opinion that the heart would 
be damaged less if the demands made on it were cut down to 
basal requirements. The Taplow cases afforded no evidence 
in favour of early rising, but in Chicago the active life, inclu- 
ding boating and swimming, had been advocated, the only 
criterion being that the E.S.R. should begin « to show a definite 
fall. Accepting rest as the most important measure in the 
treatment of cardiac rheumatism, for how long should the rest 
continue ? The speaker showed a complicated chart, including 
temperature, pulse, and many other records, from the study of 
which, he said, they might feel capable of arriving at a true 
judgment of the stage which the condition had reached and of 
the point at which the child should be allowed up. The sedi- 
mentation rate was-one of the most useful criteria ; at Taplow 
it was estimated“weekly. ‘Salicylates produced a fall in the 

A capris and it was felt that attention should 
not be paid {v che actual level of the sedimentation rate while 
Weight changes, 
Bed rest must be main- 


the patient was being given salicylates. 
although slow, were reliable guides. 


- tained,sind they’ he patient should be got up gradually; a close 
-watch being kik 


on all phases of his activity. 






. Salicylaté èigh they had been in use for three-quarters 
of a century, sc. -“s sovoked a great deal of argument. They 
were.able to do’:. ge more than relieve symptoms. -They 


depressed the sedimc. ation rate not only in rheumatic but in 
_on-rheumatic subjects. _ - He did not think nd actually ‘cured 
` the disease. _ 


- 


-The Carey Coombs - 


, dence one would expect. 


i 


Penicillin in Prophylaxis 


Dr. J. A. Pirr Evans said that workers-in America and Aus- 
tralia had found’ that small doses of sulphonamides had some 
prophylactic value, but sulphonamides given over a long period 
might have a deleterious effect. Penicillin, on the other hand, 
was practically devoid of toxicity. In the experiment he 
reported one daily dose of 100,000 units of penicillin in 5% 
glucose was given before breakfast. This study had been 
carried out from November, 1946, to September, 1948, and 
concerned 165 children, with a control group of 145. The 
details of the study will be published, but Dr. Pitt Evans said, 
that the evidence appeared to show that penicillin was of con- 
siderable value in preventing streptococcal infections—and con- 
sequently rheumatic relapses—among children in a convalescent 
home. 

Professor ROBERT CRUICKSHANK said that records of the pre- 
vious five years had shown something like a 50% relapse rate, 
but in this experiment the control cases did not show the inci- 
The fact was that when a prophylactic 
measure affecting half a community was introduced the load of 
infection was considerably reduced, and therefore the rate of 


. Clinical infection expected from previous records might not be 


attained. Nevertheless, even the statistician would be satisfied 
that the penicillin was of value, and he was sure it was a 
method of prophylaxis to be followed up. 

In some further discussion Dr. T. F. Corron said that the 
Government should be praised for what it had done in building 
up the national institution at Taplow. As for treatment, his 


_experience led him to the conclusion that rest alone availed. 


Dr. JENNER HOSKIN said it had been interesting to learn of the 
importance of the loud systolic murmur which was often heard 
in elderly patients and to which not much attention was paid. 
The pulse rate was not entirely reliable, as it varied with the 
excitability of the child. 


Social Factors 
Dr. GERALD SLOT mentioned the change in the type of 


Theumatism seen to-day as compared with that seen not many 


years ago. In the early ‘thirties and even later a common case 
of rheumatism seen at supervisory centres was the child with 
swollen joints, but this- type of rheumatism did not seem to be 
as common as formerly. Dr. Slot also made some observa- 
tions on the social class from which the majority of rheumatic 
children came. A social survey in West London showed a 
Jarge number of patients coming, not from the poorest class, 
‘but from .the lower middle classes. He had been in touch with 
the medical officers of some of the largest public schools, and 
they declared that this was not a problem which affected them 
at all, yet in the rheumatism supervisory centres organized by 
the’ L. C.C. there was an overflow of cases. A theory which he 
thought he could disprove was that rheumatism was associated 
with dampness. Among children living in poor houses in river- 
side districts in London, where there was a lot of damp, he 
had not found any unusual incidence of rheumatic cases, 
although, of course, the damp house also suggested general 
poverty and perhaps lack of supervision. He had also noticed 
that-:when the pains were only in the leg it was likely to be an 
orthopaedic problem, and when they were in both legs and arms 
there was more likely to be a rheumatic factor concerned. He 
did not find much help in the electrocardiogram ; when help 
_ Was most needed it was least helpful. The sedimentation rate 
was of value, though he thought that in their eagerness to get 
hold of any method of assessment they tended to rely on it 
rather too much. It was a non-specific test. He did not think 
that salicylates did any good beyond relieving pain. 








The Third Congress of the International Scientific Film Asso- 
ciation, which was recently held at Brussels, included fourteen 
delegates from Britain. The Royal Society of Medicine was 
among the bodies represented. The inaugural presentation of 
scientific films was attended by Her Majesty the Queen Mother 
of the Belgians, who later commented on the excellent quality 
of the British films shown. Information about the work of the 
Scientific Film Association of Great Britain may be obtained 


from its secretary at 4, Great Russell Stréet, London, W.C.1. 
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R.M.B.F. Christmas Appeal | 
- SR,—Extra comforts at Christmas time are a great help in 


time of need—the little extra coal, the urgently needed warm 


clothing, the wherewithal to provide a real Christmas dinner. 
I appeal to-members of the medical profession to bring these 
comforts to their less fortunate professional brethren, or to 
their widows and children who are’ beneficiaries of the Royal 
Medical Benevolent Fund. -Not only will gifts bring them 
comfort .and cheer, but their hearts will re -warmed by the 
kind thought for them. 


I hope that all, whether subscribers to ihe: fund or not, will 


'” send-donations to provide this little extra cheer, and that those 


who are not subscribers will become. regular supporters of ‘the 
medical profession’s own Benevolent Fund. Donations and 


‘ subscriptions, marked.“ Christmas Gifts,” should be sent-to the 


Secretary of the’ Royal Medical Benevolent Fund, 1, Balliol 
House; Manor Fields, Putney, London, S.W.15, and will be 
gratefully acknowledged. —I am, ete., 

WEBB-JOHNSON, 


President, 
Royal Medical Benevolent Fund. 


' Malignant Tertian Malaria 
SR, — Your correspondent, Dr. P. Ross (October 22, p. 930), 
makes some sweeping statements about the clinical manifesta- 
tions of malignant tertian malaria. It would appear to me that 
the clinical descriptions of ‘well-known and generally accepted 


accés pernicieux of this infection are thereby impugned. 
Most practitioners, I think, with an extensive experience of 


- the vagaries of this type of malaria will agree with Sir Gordon 
+ Covell (October 8, p. 773). 


His ‘statements regarding the 
protean manifestations exhibited by Plasmodium falciparum 
tally with my own in European soldiers exposed to mass infec- 
tion under war.conditions. I am certain that some exceptions 
have to be made in tropical natives, who may exhibit various 
degrees of immunity to subtertian malaria. That such immunity 
exists is hardly open to doubt, but numerous observers have 
drawn attention to -the fact that they, too, may succumb to 
cerebral or abdominal malaria on being exposed to a foreign 
strain of P. falciparum. 

It has beén my misfortune to witness-errors of diagnosis on 
more than one occasion, and to have seen laparotomy per- 
formed on what Dr. Ross terms “typical cases” of subtertian 
malaria. It would ill become me were I not conscious that 
acute appendicitis may occur during the course of malaria, or 
that acute cholecystitis may be a sequel to it—not that surgical 


- intervention may be indicated in these cases—whether malaria 


parasites are present in the blood or not. But to advise young 
practitioners going out to the Tropics to ignore the teaching of 
textbooks which are based upon long and hard-won experience 
of subtertian malaria in many lands and under many diverse 
conditions would be a „betrayal of the truth. I would remind 
your correspondent that the chapter on malaria in Manson's 
Tropical Diseases was not composed in a day or even after a 
flitting wartime experience.—I am, etc., 


London, W.1. Puiire’- MANSON-BARR. 


Infant Vaccination 

Sin,—Dr. C. Killick. Millard (October 22, p. 929) takes me 
to task for “begging the question” of infant vaccination ‘in 
the concluding paragraph of an article I contributed to the 
Monthly Bulletin of the Ministry of Health (1949, 8, 204). 
Dr. Millard’s dislike of infant vaccination is well known. Un- 
fortunately the evidence on which his views are based, and 
also those of many who disagree with him, is frequently 
distorted by less critical persons who seek to discredit not 
only infant vaccination but all vaccination: against smallpox 


~ 


and, incidentally, immunization against diphtheria as well. This 


accounts, I think, for much of the reticence which at first sight 


might appear to be “question begging” in the references to 
this subject in official and other publications. 
~ In the article in question I did not attempt to discuss the 


. pros and cons of infant vaccination, and most certainly did not 


intend to minimize its difficulties and dangers, of which I am 


_well aware, as may be seen from an article on post-vaccinal - 
encephalomyelitis to be found in an earlier number (1948, 7. 


72) of the same journal. 

During the last 18 months I have been able to meet doctors 
concerned with the control of smallpox in Holland, France, 
and other European countries as well as in the ‘United States 
and Canada. 
varying, success, at a well-vaccinated child population as an 
important part of their own national defences against small- 
pox. I was therefore concerned in my recent article to set 
out in some detail the current position of infant vaccination 
in this country and to point out that by our apparent neglect 
of this procedure we were giving the impression abroad that 
we were not regarding protection against smallpox as a serious 
matter at the present time., I submit that the paragraph quoted 
from my article can and should be read in that sense.—I am. 
etc., 


E. T. CONYBEARE. 


Post-operative Thrombosis 
Sir,—In these days when there is a more widespread aware- 


` ness of venous thrombosis many clinicians, feeling that the early 


signs of calf thrombosis are sometimes slight and equivocal, 
are anxious to find some simple laboratory test which will 
give them courage in diagnosis and guidance in treatment. 


-I was greatly Barna by Mr. G. W. Vause Greig’s article 


(October 15, p. 845), because I feel sure that the paper of 
Cummine ia ‘Lyons? to which he refers has given rise to 
unjustifiable hopes of a simple diagnostic test for thrombosis 

While there is commonly. a fall in the coagulation time during 
or immediately after operation, most investigators have found 
that at a later stage there are rarely any significant changes 
This observation is valid whatever method is used for estima- 
tion of the clotting time. I recorded clotting times daily in the 
majority of cases in two general surgical wards for a period of 
three months in 1948, and I have never found this investigation 
of the slightest help in diagnosing post-operative thrombosis. 
In the several cases of undoubted thrombosis which occurred 
during this period the coagulation graph did not show any 
‘significant change. In ‘the present state of our knowledge it 
would ‘seem that it is only by careful observation of the 
temperature chart and meticulous examination of the patient’s 
legs that an early diagnosis of thrombosis can be made; it is 
perhaps remarkable that this essential practice is not even 
mentioned in Cummine and Lyons’s paper. 


Our experience with the fibrinogen-B test has been similar l 


to that of Mr. Vause Greig, but positive results were obtained 
in a smaller proportion of cases. The finding of fibrinogen-B 
has borne no consistent relationship to the occurrence of 
thrombosis, and-it has also been noted that not all samples 
of B-naphthol are suitable for this test. My colleague, Dr. 
W. G. Dangerfield, has prepared his solution by the method 
of Lyons and has commonly found that it does not turn brown 


‘OM exposure to oxygen. Under these circumstances gel forma- 


tion does not occur. We cannot satisfactorily explain these 
results, although it may be that some presergg¢:ve in the £- 
naphthol accounted for the failure of the test many of our 
cases, since it was more often positive when older solutions 
were used. 

‘The fibrinogen-B test, like the coagulation 
experience of no help to the clinician. There < 
which will surely tell us which cases of thro 
and which will be spontaneously arrested. relieve 
the clinician of the responsibility for careful daily obsezvation 
of his patients, and in this he can be greatly assisted by resi~- 










aph, is in my 
as s yet uo test 


dents, nurses, and physiotherapists who are constantly alert for - 


oe early signs of thrombosis. 


_ 


All of them I found to be aiming, though with 
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It would be most interesting to hear from others who have 
attempted to confirm Cummine and Lyons’s original work.— | 
I am, etc., _ . 

Radlett, Herts. , ` R. S. MURLEY. 

- REFERENCE f i 


1:Brit. J. Surg., 1948, 35, 337. ` 


pe 


Sır, —In his article on post-operative’ thrombosis Mr. G. W. 
Vause Greig (October 15, p. 845) suggests that a positive 
fibrinogen-B test in the post-operative period does not always 
predict that thrombosis will occur. Soon after operation I think 
this is true, and appreciation of this fact may prevent the 
indiscriminate prescribing of anticoagulant therapy based on a 
laboratory finding only. f l 

In assessing whether a patient is a candidate for thrombosis 
one should always take intg,consideration age, previous history, 
and the results of carefv’#clinical observation and examination. 
The use of, anticoags S 4 in the post-operative period should 
not be undertaken:* tly. When they are used too early 
there is the dangci’ of Szvere wound haematomata. When used 
prophy!Aically they should not be administered before the 
third « / following operation and the danger of wound 
haemat¢/..ata should always be borne in mind. | e 

%brinogen-B depends on the modification of fibrinogen by 
recently circulating thrombin ‘in the blood stream. During and 
‘for some time after a surgical operation there must be some 
thromboplastin, liberated from tissue damage, which reacts 
with the prothrombin and calcium of the blood to produce 


thrombin. Therefore it is not surprising that following a. 


surgical ‘operation the plasma of the patient often gives a posi- 
tive fibringgen-B test. . Since’ only a very small proportion of 
the patients develop a post-operative thrombosis, a positive 


fibrinogen-B test alone, soon after operation, is not sufficient » 


évidence on which to predict whether a patient will develop 
a thrombosis. © ` j 

Mr. Greig appears to have used the fibrinogen-B` test 
described by Cummine and Lyons.” 
discussing with Dr. Lyons at Oxford last year the difficulties 
we were encountering with this test. He agreed with me that 
the original test did require some modifications. Since. that 
time I have used with some slight modifications the test which 
he outlined as follows: $ i 

Nine parts of blood are mixed with one part of sodium oxalate 
solution (1.34%) and centrifugalized at about 3,500 r.pím. for 
‘ 10:minutes. , The plasma is then removed and 0.5-ml. portions 
pipetted into each of three small tubes of 8 mm. internal diameter. 


To one tube seven drops, to the second six drops, and to the third = 


five drops of the f-naphthol reagent are added from a Pasteur 
pipette. The tubes are gently shaken and allowed to stand at room 
temperature for 10 minutes, after which they are tilted and examined 
for gel formation. A positive result shows definite gel formation in 
one or more of the tubes. In the case of negative results the contents 
- af the tubes are milky, but there is no sign of gel. If the tubes are 
centrifuged for one minute at about 2,500 r.p.m. and then réshaken 
the positive tubes show a definite coagulum, whereas the negative 
tubes show none or practically none, when tilted horizontally and 
viewed from above. 


With regard to the value of the capillary-tube method for 
estimating whole blood coagulation time, it is now accepted 
as the least-accurate of such methods.’ 
state at what temperature the clotting times were estimated. 
The varidtions in the temperature of the operating theatre and 
the wards at different times of the day could account-for great 
variations in clotting time. There are of course other variables 
which affect this crude test. I therefore doubt whether the 
suggestion that “thrombosis, if it does occur, probably starts 
` during or immediately after operation” can be confirmed by 

_means of this test—I am, etc., 

Manchester. H. LEMPERT. 
- REFERENCES _ - 7 


1 Brit. J. Surg., 1948, 35, 337. 
2 Biggs and Macmillan, J. clin. Path., 1948, 1, 269. 
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Sir,—Although' I am aware of the many difficulties inherent 
in conducting an investigation of intrayascular thrombosis I 
feel that certain-statements in Mr. G. W. Vause Greig’s paper 
(October 15, p. 845) should not pass unchallenged. With regard 


‘fibrinogen-B has had time to develop. 


I had the pleasure of. 


Mr. Greig does not ~ 


to the method, Cummine and Lyons? estimated the coagulation 
time daily, and twice daily if there was pyrexia, and they stress 
the considerable group variation that may . occur from day 
to day, and, contrasting it with the less common individual 
variation; they emphasize that it is only the persistently low 


_or persistently falling clotting time that is of prognostic import. 


When I had the opportunity a few months ago of discussing 
these tests with Lyons he again emphasized the importance of 
demonstrating this persistence, and pointed out that in his paper 
it was recommended that when the clotting time is below four 
minutes estimations should be made hourly during the follow- 
ing two hours; only if during these three consecutive hourly 
readings the clotting time remains persistently low should 
heparin be given. 

Mr. Greig divides his results into four groups as suggested 
by Cummine and Lyons, but he ‘is wrong in attributing to these 
authors the statement that it is only in Group 4 that there is 
danger of thrombosis. On the contrary, it is only Group 1 
that is free from the danger. Patients in Group 2 are liable 
to thrombosis if they suffer from venous stasis or have had a 
previous thrombosis which can serve as a nucleus for further 
spread. Those in Group 3 have free thrombin in the ,circula- 
tion, and this has been seen as a primary phenomenon only 
after operation or parturition in the early stages before 
It occurs usually as 
a secondary phenomenon following’ thrombosis and may then 
herald disaster; especially if the primary thrombosis has 
occurred in the pulmonary circulation. Patients in Groups 2 
and 3 therefore require very careful observation both clinically 
and by laboratory investigation if thrombosis is to be prevented 
or diagnosed at its inception. ' ` 

The one case in Mr. Greig’s series which developed throm- 
bosis would appear, in the absence of amplifying detail, to 
support the theory of Cummine and Lyons, The sequence of 
events shown’ on the chart suggests‘to me that this patient had, 
during her whole post-operative course, a tendency to throm- 
-bosis, that she, in fact, had a minimal thrombosis on the sixth 
day, and that the fall in clotting time which began on the 
tenth day was a warning signal to test again for fibrinogen-B. 
Whatever interpretation be placed on the events in this case 
it is clear that factors other than the clotting time in the 
presence of fibrinogen-B must be taken into account when con- 
sidering, for example, intravascular thrombosis, venous stasis, 
tenderness in the calf, or pain on forced dorsiflexion of the foot. 

One would have liked to see stated in Mr. Greig’s paper the 
criteria on which he would base a diagnosis of thrombosis. His 
confirmation of the fall in clotting time occurring in most 
patients during and immediately after operation is in accord 
with the theory that the.accelerated rate of clotting is due to 
circulating thrombin—an event which might reasonably be 
expected to occur following the trauma of operation. 

There is, I think, general agreement nowadays that venous 
stasis and pressure on the calf veins during operation in associa- 
tion with circulatory thrombosis do cause minimal thrombosis 
in the small veins of the calf and that subsequent massive 
thrombosis is an extension of the process, and it behoves us 
therefore to seek carefully for this extension with all the means 
at our disposal. While I am sure that Mr. Greig’s observations 
are correct, I think that they do not go far enough and afford 
no justification for his conclusions; and for the reasons given 
I would deprecate their acceptance at the present time when 
post-operative thrombosis is still a major factor in otherwise 
Successful surgery.—I am, etc., 

London, E.1. R. D. POPHAM. 

REFERENCE ` 
Brit, J. Surg., 1948, 35, 337. 


Toxopiasmosis 


Sır —The report by Mr. A. B. Nutt and others of the second 
case of toxoplasmosis in England (October 22, p. 905) prompts 
me to record the probable diagnosis of a third. JI have not 
previously reported this case, since there was no confirmation 
by serum tests or histology. Most clinicians are now aware 
of the possibility of toxoplasmosis in considering the diagnosis 
of infantile encephalopathies. A tentative diagnosis has indeed 


~ 
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become rather fashionable, but the paucity of case reports 
suggests that the disedse is rare. Serum tests, however, seem 
often to give inconclusive results, and prolonged’ search may 
be required to show the parasite in sections of fatal cases. It 
is probably as’ well, therefore, to put on record -cases in which 
there is a-high probability of a correct clinical diagnosis, even 
in the absence of biological confirmation. 

The diagnosis in the case now reported rests upon the 
development . in an infant ‘of intermittent jaundice with 
steatorrhoea and acholic stools, -enlargement of liver and 
spleen, progressive mental defect with blindness due to 
choroido-retinopathy, possibly deafness, and extreme hypo- 
tonia. No cerebral calcification was detected and there was 
no gross hydrocephalus. Dysplasia of the skull bones was a 
feature, but no pathological abnormality was detected in carti- 
lage bone. The infant died of bronchopneumonia. There was 
- rhesus incompatibility with the mother’s blood, but no kern- 
icterus or other evidence of erythroblastosis. Syphilis, .pan- 
creatic and parathyroid disease, and the storage diseases were 
excluded so far as pdéssible. The parents were unrelated. 


The child, the third in the family, was a girl born in March, 1947, 
She was first séen at the age of 3 months. Birth weight was 3.3 kg. 
Delivery was spontaneous after a slow labour with uteriné inertia. It 
is not certain whether normal meconium was passed. At the eighth 
or ninth day jaundice developéd, with pale stools: the jaundice 
disappeared after some days, but the stools remained very pale and 
only showed an approach to normal colour towards the end of her 
life. Jaundice reappeared at intervals and was present at the first 
examination in June, 1947, when she appeared as a small but yigorous 
infant, with widely open skull sutures and open, Jarge conjointed 
fontarielles. The skull circumference was 15 in. (38 cm.). The liver 
was moderately enlarged. She was admitted to hospital-for study, 
and was found to have a sevère steatorrhoea with normal lipase 
activity; ‘trypsin was demonstrated by duodenal aspiration, which 
also showed some bile pigment. Radiographs of the skull “showed 
no distinctive lesion and were later scrutinized for cerebral calcifi- 
cation without result. No diagnosis was made. She left hospital 
and was seen-in September, aged 6 months. There was now obvious 
- regression ‘in activity: she could not raise her head, would grasp, 
but not reach out. The liver seemed larger. Bright blood had been 
seen in the stools on several occasions. Head circumfetence was 
16 in. (40.5 cm.). Shé was examined again in November and now 
failed to follow a light: the pupils gave normal reactions and there 
was no opacity in the media. A diffuse retinopathy was present, with 
much pigment gathered around atrophic patches. She gave no 
reaction to loud noises. The sutures and fontanelles were still widely 
open. - ; 

-~ In February, 1948, she was reported nearly to have died during an 
attack of pneumonia. She was examined again in March, now aged 
l1 months, when the only new facts noted were a palpable spleen 
and the development of an extreme hypotonia. ‘She died at home 
shortly afterwards. An autopsy revealed no light on the diagnosis. 
There was no gross hydrocephalus:- the liver was large (555 g.) and 


pale, the thymus large, and the suprarenals very small. Sections: 


showed no evidence of storage disease nor of fibrocystic pancreas. 


The possibility of toxoplasmosis was not considered in this 
case until Jacobi and Segorin’s report appeared (Lancer, 1948, 
2, 926). Professor Beattie kindly examined the mother’s serum 
in February, 1949, with negative-result, and on his advice fur- 
ther specimens were sent to Dr. Sven Gard at Stockholm. 
A positive test was found to a titre of 1:10 with freeze-dried 
serum, but a second examination with untreated serum gave 
no result. Sections from many organs were retrospectively 
examined for parasites without any being identified —I am, etc., 

Farnborough, Kent. DUNCAN Leys. 


ues 


“Operative Treatment of Varicose Veins 


Sir,—Mr. J..B. Oldham (September 10, p. 597) quotes me as 
carrying out the retrograde injection of varicose veins at the 
operation of ligature of the saphena magna. I wish to confirm 
this and also state my present evaluation of this practice. 

I- have just’ finished a three-year period, October, 1946, to 
September, 1949, during which most of the gross varicose veins 
under my care have been treated by the procedure of ligature 
at the groin or popliteal space and ankle, then internal mechani- 
cal abrasion of the saphena trunk, alternated by the fractional 
insertion of P25G solution (phenol crystals 24%, glucose 25%, 
glycerin 25%, gelatin 0.25%); 1-2 ml. are inserted at a time, 


_$o far as I am aware only two instances 


7 ml. being injected at the groin through the long needle, start- 
ing at the knee and withdrawing, and 5 ml. are similarly inserted 
at the ankle from the knee downwards. I am much indebted 
to Mr. Riddoch, of Birmingham, for demonstrating to me the 
internal abrasion and telling me of his phenol (2%) and glycerin - 
(30%) sclerosing fluid. 
-I have seen most patients since their operation at increasing 
intervals of one to six months, when visible and palpable varices 
have been injected as necessary with P25G solution. I am now 
examining them one to three years after this treatment. The 
results are excellent, and I am enthusiastic_about the method. 
It is a compromise between effectively destroying the superficial 
varicose condition on the one hand and the danger of deep 
thrombophlebitis and a propagatory clot with embolism on 
the other. i 
- During these three years my ass!4ants and I have dealt with 
over a thousand patients. There hats=h<en no fatalities, and 
“mild deep thrombo- 
phlebitis (both completely recovered) and~one of pulmonary 
embolus. The latter is approximately the ‘expectation of - 
embolism after any surgical operation. I have made_a point 
of inspecting all old patients. This method is effective and safe. 


` Elsewhere I shall record an experimental variation which 


~ 


proved not to be safe nor so simple, and which demonstrated 


by contrast the effectiveness and innocuousness of the aboye. 


technique. - 

With regard to chronic ulcers of the leg, may I say that no 
matter what the cause, and they are numerous, the treatment 
is almost the same. A bandage (not “elastoplast ” ; “ lestre- 
flex,” or diachylon are less irritant and as effective) applied after 
the principles-and practice laid down by Dr. Baynton in 1797 
and by Mr. Dickson Wright from 1929 onwards by a trained 
and careful medical man will achieve what patients consis- 
tently describe as a “ miracle of healing.” Ointments, “ sulpha ” 
drugs, and penicillin creams, generally used and often ineffective. 
can be finally abandoned.—I am, etc., 

-London, W.1. -  Haroip Dopp. 


Modern Trends in Radiology- 


SR, —It is now time for someone to write in support of 
Dr. James F. Brailsford and his views (October 1, p. 724), 
for he is not wholly wrong; indeed, he may -well be largely 
right. As a specialist who’ tries to place his specialty in 
perspective and to prevent its abuse he deserves commenda- 
tion and not castigation. His reward, however, is denuncia- 
tion ; and the tone of some letters in your Issues of October 15 - 
and October 22 suggests that their authors would feel much 
more at ease if Dr. Brailsford’s views were suppressed. If so. 
then these views merit increased attention. 

It seems futile to deny or ignore the truth of one main con- 
tention—namely, that radiography is being used extravagantly. 
For years a progressive increase in requests for x-ray exami- 
nation has been apparent; truly the period of idolization is 
well under way. It would be reassuring to believe that all 
such requests were based on sound clinical judgment and 
showed no taint of desire to drop the substance for the 
shadow. The evidence is to the contrary. Some doctors, 
moreover, nursing their béte noire of the insidious or atypical 
case and determined not to be caught out thereby, make’ 
requests for x-ray examination on the flimsiest pretexts, and 
while this determination is unquestionably laudable it would 
be more convincing if it showed a wider range and more 
discriminate selection of special examinations—e.g., the less 
convenient and less glamorous bacteriological examination of 
human excreta which may be even more important. Again, the 


_ unenlightened demands of patients themselves play some part ;_ 


groundless fears can often be allayed in this way, so a radio- 


‘graph is prescribed with or without medicinal adjuncts but 


certainly with more therapeutic effect. 
The growing subservience to an instrument which has re- 


‘ceived medical acclaim, Government approval, and legal 


recognition is shown by the numbers and variety of cases 
now sent for x-ray examination in which radiography is 
unlikely to be of any value and therefore wasted. -Many 
patients with clinically average and recognizable conditions, 


/ 
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such- as bronchitis, mitral stenosis, congenital hydrocephalis, 
are sent for plain radiography ‘ ‘just in_case.”. In case of what ? 
Is _there, then, no pattern of disease ? The’ same attitude is 
manifest i in cases with definite lung.disease: the repeated routine 
radiography of firmly calcified lesions, of inert fibrosis, of estab- 
„lished bronchiectasis ;-the anxious scanning of the shadow of 
a tuberculous lesion. for activity in an. effort to read’ what may . 
not be written. Wh 
sion of the mastery 
plete diagnosis is 
there is some simil 
machine, which,“by Snowing a~person’s weight -on one side of 
a card, de fonstrates thereby its compennce: to reveal bis. 
character_4n the other. 

The Sroper:- function of tadiography i is to serve medicine and . 
not tovusurp ‘its place. Nevertheless it is a powerful instrument, 
gery of a high place. 

use, from -which: it must have protection. It will not* be 
P protested by passive silence, nor by adopting the oblique 
‘Suggestion made to you, Sir, that Dr: Brailsford might be- 
-*muzzled” by denying him ‘ 
l. hope you will be able to give him as much space as he needs. 
—I am, etc., ‘ *. 


x 








aft-aver mind ? Obviously the com- 
zat. Precise analogy: is difficult, but 


- Glasgow. ~- - = 


` Tuberculosis : Certain Unexplained Mortality Figures 


` SR, —I should be very much obliged if you would permit me 
to reply briefly- to Dr. Ian Sutherland’s letter’ (October ` 15, 
p. 869) in order to correct certain misconceptions and inaccu- 
racies. 
tory tuberculosis in Scotland and England and Wales are, as far 
as they refer to my letter (September 24, p. 706), utterly beside - 
the point. I was not concerned, as he erroneously assumes, with 


‘deciding whether the mortality due to respiratory - -tubérculosis 


in Scotland in young adults was or was not worse than it is 
in England and Wales. Nor was Mr. Walter Elliot’s address 
(August 6, p.-297) concerned with this question, for the simple 
reason that the north-south gradient of ‘mortality due to’ 
tuberculosis is a long-established fact. Mr. Elliot’s problem, - 
and mine,- was the deterioration of the ‘crude death rate in 


Ce O Í 
is monotonous and’ melancholy ‘admis--- 
/ in this to the diagnosis of a weighing-__ 


It is, however,. unusually open to -- 


‘space in a scientific journal.” > 


J.-S. GEMMILL?. | 


Dr. Sutherland’s views on the mortality due to respira- - 


- ‘Milica Toni ed 
overall age distributions of the two countries or in the two 
." periods: “the less justifiable becomes the assumption. This must 
+ be kept in mind when considéring the rise in the death rate 
_ for older people, males- (55 and up), in Scotland. 

~ The’ comparison with England: and .Wales in my own letter 
_was not intended to. show, as Dr. Sutherland seems to imply, 
‘that there was no difference in the mortality due to tuberculosis 
_in the two. countries, England and Wales and Scotland, but, on , 
~ the- contrary, to explain why the movement of the death rates 
in the two countries was different. As regards his conclusions 
about the female age group between 15-34, he has overlooked 
that I have already drawn attention to the fact that for -this 
female age group we must assume-a physical cause responsible 
for the deterioration in the death rate and that the statistical 
“explanation was not to be. adopted there.—I am, etc., 


Bristol. ` G. HERDAN. 


- Chloramphenicol in Typhoid Fever 

Sm,—I was very interested in the article by Dr. J. C. Patel 
and his colleagues on chloramphenicol in typhoid fever 
(October, 22, p.- 908). It appears to me that there may be 
some significance—from a therapeutic point of view—in the 
- fact’ that of six typhoid cases treated three died—all .within 
48 hours of treatment being ‘commenced (at 48 hours, 26 hours. 
and’ 40 hours). It appears that the mode of death in the 48- 
-~ hour case was circulatory failure ; the authors write, “ Whether 
this was due to the drug or the disease i is difficult to say.” As 
regards the 40-hour case, there was hyperpyrexia and circula- 
tory failure, and the authors say that “it could well have been 
hyperpyrexial reaction during the course of the disease, or it 
may have been due to rapid lysis of a large number .of. 
organisms.” 

‘I take it that a hyperpyrexial reaction in the course of’ the 
disease is likely in itself to. be due to an additional release of 
endotoxin from lysis of organisms, and if this is so the problem 
is whether the body unaided would have induced the lysis at 
` that particular time anyhow or whether it is more likely .to 
have been a genuine combined operation of body plus drug 
In:the 26-hour case the authors say, “Probably chloramphenicol 
did not get a chance to act.” Isit quite certain that this is so ? 
According to the pamphlet issued with the drug, maximum blood 


Scotland since 1939, for which I have suggested the ageing -~ Jevels can apparently bequickly achieved, at any rate in normal 
_ of the ‘population as a possible cause, operating; maybe, in 


conjunction, with other causes. 

I have-not, as Dr. Sutherland inaccurately sles. claimed to 
explain most ‘of the changes in the death rate for tuberculosis 
since 1939.° On the contrary, I have emphasized that the 


: statistical explanation for the deterioration of the crude death 


rate did by no means exclude a concomitant rise in the age- 
specific- death rate of young persons”. -. 

The third inaccuracy in Dr. Sutherland’s letter is the state- 
ment that I had failed to make a full. examination of the 


‘mortality- at specific age groups, and this. misstatement seems to 


recoil upon the critic himself. For not only has he overlooked 
my table in: which mortality. due to- respiratory tuberculosis for 
males and females in the relevant four age groups is given’ 


from 1939 to 1946, and from which certain- conclusions were ` 


drawn, but he has failed himself to look at his own figures 
‘according to which the mortality of males in -Scotland per 


` thousand living has changed (by age groups) ‘as ‘follows: - 


15-24 25-34 35-44 — 45-54 
~ -193941 80 105 . 105, 115 
1945-7 82 104, 100 113 - 


The rate has thus ‘dropped in three age groups and not risen 


‘ significantly in the fourth. All this is contrary to his conclusions 


and ‘confirms -mine. i 

Apart from this, \it is even misleading to declare that “ these 
mortality rates are’ unaffected by changes in the age distribu- 
tion of the population.” Since each. of the age groups com- 
prises 10 years of age, these rates are-really crude death rates 
for each of the four deċades in question. Comparisons: on 
the basis of such rates between different countries-or different 
periods are therefore valid only- under the assumption that ‘the 
two age distributions- -within the 10-year age groups are identi- 
cal. It goes without saying that such ‘an assumption is -not 
always “Justified, and ‘the greater the diirerenee: -between the 


- 


- 
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health, and, given adequate absorption, I think it unproved that 
26 hours is too short a time in.which to achieve appreciable 
action. -I think it is therefore not impossible that chlor- 
amphenicol given in maximum dosage ‘to a hypertoxic patient 
may be capable, by causing a sudden additional release of 
‘endotoxin, of precipitating a grave situation. Dr. F. Murga- 
troyd, in a description of a case of typhoid fever treated with 


_ - chloramphenicol (May 14, -p. 851), says,“ In the first 24 hours 


the patient’s general condition became markedly worse, and 
this gradually improved.” It is true that two recent cases of 
paratyphoid fever successfully treated with chloramphenicol at 
_this hospital did not demonstrate a clinically perceptible initial 
deterioration, but they were of favourable age groups (44 years 
and 19 years) and though-poorly were not hypertoxic. 

If there is a danger of this effect it would be nothing new in 
medicine.~ It is true that in our use of sulphonamides and 
penicillin bold tactics in early dosage are advised and are both 
“safe and rewarding. It does not follow, however, that in severe 
cases the first grand onslaught of the drug may not increase 
discomfort from toxaemia, though not to a ‘dangerous degree. 
-I have,. however, no proof that this does occur in the treat- 
ment of coccal and bacillary infections with these drugs.-- 

The‘ matter is otherwise in antisyphilitic therapy, where in 
certain types of tertiary lesions it is-well known that a dangerous 
Jarisch-Herxheimer reaction can be set’ in motion by unduly 
comprehensive early therapy. The danger ‘here is not from 
toxaemia but from a too extensive clash of drug and organism. 
The parallel is perhaps closer in malaria, where “the sudden 
destruction .of such a large number of parasites, as is effected 
by intravenous quinine may liberate a dangerous or even fatal 
amount’ of toxin into the blood stream” (Lipscomb, F. E., in 
Conybeare’s Textbook of Medicine, ‘1945, p. 179). 

Finally, in the treatment- of human brucellosis due to Br. 
‘melitensis in Mexico with “aureomycin,” Spink and his 
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colleague: J. Gar min Ass., 1948, 138, 145) speak of a` 


- sharp reactive rise of temperature on “beginning treatment and 
mention the occurrence in somè cases of an alarming temporary ' 
` fall of blood pressure. They recommend a smaller initial dose 
-of aureomycin (in the first two days) to overcome this effect. 
Possibly in the treatment of the more severe cases of typhoid 
fever with’ chloramphenicol a similar strategy might be the safer. 


course.—I am, etc, .. a F `~ In Birmingham, but as the salt used_b 


Coventry. ` Pi J. F, GALPINE. 


` The Acute Throat ` an 


SIR —it is good to find more space in the Tena being - 


devoted to subjects of particular interest to general pràcti- 
tioners, and I am sure most of us will have derived benefit - 
from Dr. T. ~Anderson’s <article on.“ The Acute Throat ” 

(October 15,- p. 860). Nevertheless I feel that: one statement, 


made by, Dr.‘ Anderson should not go unchallenged.. Of © 


sulphonamides he -writes, “The. efficacy of -these ` drugs has 

never been convincingly demonstrated in such conditions. - 
Since they are undoubtedly toxic materials, carrying appreci- 
able risks of sensitization, their administration is inadvisable, 

and in certain, conditions may even be dangerous.” 

Probably everyone will. agree with Dr. Anderson that the 
complaint of sore throat is one of the’ commonest 'made to the ` 
doctor, and further that outbreaks <of acute tonsillitis are most 
‘frequently ‘streptococcal in origin. I was taught, and my very 
limited experience has confirmed, that sulphonamides are. of 
very great benefit in streptococcal infections. It is hard, there- 
fore, to understand Dr: Afderson’s first sentence in the para- 
a graph quoted above. .- Surely the effect of sulphonamides in’ 
streptococcal ‘infections is. not doubted.‘ 

The alternative is penicillin. I agree that local therapy with 
Idzenges is completely inadequate, and therefore intramuscular 
injections are necessary. Their efficacy is not doubted, but 
to suggest to`a busy G.P. that he administer four-hourly injec-_ 
tions of. penicillin to all’ but the mild ‘throat infections (for 
which aspirin, etc., are effective) is to- suggest the impossible. 
He would not get through’ his day’s work in 24 hours. Alterna- 
tively, to suggest that-hé give two or three injections of procaine 
penicillin for the first day and then carry on injections, for Seven 
. days also demands very considerable time, and is in my opinion 
unnécessary in the grèat majority of cases s if sulphonamides are 
used. = 

- Further,- while the difficulty of examining the writhing 
youngster is dealt with; no mention is madė of the writhing 
youngster waiting for his second or third injection. The G.P. 
is wise to heed the comfort of his patients, particularly children. 
Most of them will take crushed tablets; but in any case there 
are now available ‘elegant raspberry-flavoured préparations of 
sulphonamides which are quite palatable. But not many submit 
to repeated injections of penicillin without a struggle, and some 
put up a resistance, that professional fighters. (might envy. 

I feel it would be better to reserve penicillin for those cases 
due “to organisms which 'are penicillin-sensitive but which 
sulphonamides do not affect,.and also to use it in conjunction 
with. sulphonamides for the very severe-streptococca] cases. To 
sum up, I.should say that, while sulphonamides are undoubtedly 
' toxic and certainly carry some-risk of sensitization, and while 

in-some conditions they may even prove dangerous if used 
injudiciously, nevertheless, and bearing these facts in mind, 
they are by far the most useful drugs at our disposal for dealing 
with these conditions in general practice -——I am, etc., 


_ Hatrogate. : ` D. C. WLLAMS. 
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SR, —In the article by Dr. Thomas Anderson on the acute 


throat (October 15, p. 860) the use of bismuth in the treatment _ 


of acute non-specific infections of the throat and upper respira- 
‘tory, tract is not mentioned. ‘I feel this method of treatment 
merits wider recognition.than it has-received in this country. 
The original paper on its use by Monteiro, of Rio de Janeiro 
(Ann. Oto-laryng., 1934, 4, 557), was followed by 46 papers, 
in South” America in seven years which corroborated ‘his 
original work atid verified his conclusion that bismuth therapy 
~. was ‘specific in effecting recovery ‘in the’ majority of, these infec- 
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tions in 48 hours. The need for intramuscular injection appears 


_ carboxylic acid this disadvantage disappears, 
Following the reports of ‘successful results in many papers, 
a trial was undertaken in 1947 in the Quegf Elizabeth Hospital 
tovin was not avail- 
inson, suggested the” 
1), 1 gr. (65 mg.) of 














ablé my colleague, Professor K. 
use of bismuth et sodii tartras (B.P. 


the salt in 15 gr. (1.g.) of cocoa butterNQsed as a rectal sup- ` 
ito i s published in the - 


Birmingham Medical. Review (1947, 15, 170). 

‘Our conclusions at that time were favourable, an 
during the past two years has supported this vie 
department in the Queen Elizabeth Hospital some cases 
have now been treated by this method. They fall intoĒtwo 
groups. The first were cases of. continued pyrexia follow 
tonsillectomy and other surgical procedures, and in these we 


i experience 


found in four out of five cases the temperature became normal 
within 24 hours of the use of the bismuth suppository. The-- 


“second, a smaller group, were members of the staff of the 
hospital suffering from acute tonsillitis, and although failures 
. have occurred successful cases have been in the majority. | The 
high proportion of successful results:in this small series of cases. 
suggests that bismuth therapy should be the primary treatment. 
in acute tonsillitis, and encourages us to hope that with its use. 
both the period of disability and the incidence of complica- 
tions will be much reduced:—I am, etc., 

Birmingham. | n W. STIRK ADAMS: 


Sır, —I have been disappointed with the first of your refresher . 


courses in one respect—that of treatment. The author’s treat- 
ment is the old-fashioned one of gargling, inhalations, and. 
aspirin. Penicillin is discouraged and sulphonamides contra- `. 
indicated. 

May I staté that my: experience is opposed to this ? With 
’.sulphonamides patients feel much -better in 24 hours, with no 
`- temperature and little pain.or discomfort. Children especially 
‘respond well, and complications such as otitis are avoided. 
May I ask what ‘controlled experiments have thrown doubt 
on the efficacy . of sulphonamides ?—I am, etc., 


Birkenhead. ° ` A A. V. RUSSELL. 


3 Teaching of, Physiology 


Sir,—The question raised in Professor `D. H. Smyth’s letter 


(October” 8, p. 813) regarding restrictions on the use of animals. 
—in ees oe ‘dogs and cats—in the teaching of physiology 
in this country is, I feel, an interesting one, for no one seems 
to have stated clearly what these undesirable restrictions are. 
I can assume that no leading physiologist in this country would `- 
! advocate entirely unrestricted vivisection for’ all and sundry. 
Let ùs then examine the restrictions as they exist to-day in the 
- terms of the Cruelty to Animals Act (1876). I find that ‘they 


„are six in number, and in all but two the provisions can be- 


avoided by obtaining the necessary certificates to. prove. that 
such restrictions would frustrate the experiment or the advance- 
ment of science. 

The two exceptions are thins which (1). forbid experiments. 
for the: attainment of surgical skill, and (2) forbid exhibitions 
in public. I suppose there is no responsible person who would 

‘+ wish to remove the second of these. The first does not concern: 
the physiologist, and therefore need not concern us at the 
moment, but, in passing, I would say thát I have never heard 

jit stated that British surgeons are any whit inferior to surgeons 
of other countries on this account: 

Now the certificates which are granted by the Home Office 
(supplementary to the licences) must be signed in the first place 
by one or more responsible persons, including the presidents 
of the Royal Colleges, medical or veterinary. They ‘permit the’ 
following procedures: -(1) experiments on animals in illustra- 
tion of lectures before. students ;-(2) experiments not directly 
for the advancement of physiological knowledge, and repetitive 
experiments to test former discoveries ; (3) experiments dispens- 

ing with ‘anaesthetics if. they would interfere with the success 


~- 


to have been the main Objection-to its use in the treatmént `of - 
these: infections, but with the. introduction by J. S. Stovin in | 
1944 of the rectally absorbed ‘compound bismuth heptadiene: . 
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or object: of the experimént; (4) recovery of the animal from > Case -1.—The first child; wei 
the anaesthetic and observation’ for’ prolonged periods if killing 

the animal would frustrate the object of the experiment ; (5) the’ ’ 
use of cats, dogs, horses, asses, or mules if the particular animal- 
can be shown to be necessary to the success of the experiment. 


In each case, it should. be clearly understood, the cértificate 
must state that the particular dispensation required is, neces- 


Office follows as a matter’of course—at any. rate I have never 
heard of an instance in all the 73 years ofthe. Act in which it 
has been refused. Is it suggested that the eminent: signatories 
refusé to countenance scientific investigation of ‘value, or that 
types of experimént not deemed necessary to such investigation 
should still be performed at the whim of the research worker ? 


May we be informed to which restrictions under the. Act 


objection is taken ? ; \ 


There is, indeed, a “ pain clause ” which should bé mentioned. ` 


Ít is attached to all certificates ‘and is sometimes claimed to be 


a “restriction.” It says that any animal in severe or prolonged 


pain must be painlessly killed even if the main result of the 


experiment has not been achieved ; but even after this point the : 
animal may still be in moderate pain ‘which the experimenter ` 


thinks will not endure without his being required to kill it. 
Since, however, -there is no standard, nor can be any, of what 
constitutes severe pain or prolonged pain, it is difficult to see 


that the experimenter need be hindered in his work. At any . 


rate I should be glad to hear of any instance in which it has 

been put into effect. Is it felt that this “condition” restricts 

the teaching of physiology ? a Oe 4 

_ An answer to these quéstions would, it seems to me, clarify 

the issue.—I am, etc., - ; a 
Camberley, Surrey. ene M. Beppow BAYLY. | 
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. : A Long Gestation 
_ Sin-—As there has been a great ‘deal of discussion recently 


h 


of the length of the human gestation period, 1 thought you and . 


your readers might be interested’ in the appended extract from 


the Saga of the Volsungs, describing a six-year gestation period ° 


terminated by caesarean section. - The Saga of the Volsungs in 
written form dates from about the twelfth century, but was 
probably handed down for’many centuries orally. 
“So, as. the, tale tells, the queen soon knew that she was big 
with child, but a long time wore or‘ever she’ might give birth to the 


child: so it befell that the king must needsgo to the wars, after the ; 


custom of kings,.that he may keep his own Jand in,peace: and in 


this journey it came to pass that Rerir. fell sick and got ‘his death, 


being minded to go home-to Odin, a thing much deSired‘ of many 
folk in those days. Now no otherwise it goes with the queen’s 
sickness than heretofore, nor may she be lighter of her’ child, and 
six: winters wore away with the sickness still heavy on her; so that 
at. the ‘last she feels that she may not live long; wherefore now she 


bade cut the child from out of her; and it was done even. as she ` 


bade; a,man:child was it, and great of growth from his birth, as 


‘might -well be; and they say that the youngling kissed his mother or ; ' 
ever she died ; but to him is'a name given, and he is called Volsung.”. ` 


` 


(Wiliam Morris’s translation.) : 


' I know little or 'hothing of anthropology, but it has always 


seemed to me that the story of the six-year gestation period may 
have arisen from a custom, mentioned in the Old Testament, of 


heirs being produced for a man who died without issue by - 


impregnation of the widow ‘by the dead man’s: brother or other 


near relative ; and that in the case of Volsung the widow of - 


Rerir.did not become pregnant for. six- years after his death — 
I am, etc., — a ne Ps 
,, MADELINE N. Gors. 
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Cremorne, New South Wales. 


i Congenital: Pylori. Stenosis 


j 


trophic pyloric stenosis in one family may be of interest in view 
of Dr. J. L. Adlington’s report (October.-1, p. 740). .The inci- 
dence in three brothers is-rare. The children here described were 
the first, second, and third children; the fourth—a girl—was 
completely unaffected: ei — 
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revealed a generalized peritonitis. 
'- Case 2—The second child was born on January 12, 


’ time'in December, 1945. 


. and advice. 


SR, —The:following-report'of-three cases of congenital hyper- 


ghing 7 Ib. 5.0z. (3.32 kg.) at birth, 
was admitted tó the-Royal Aberdeen Hospital! for Sick Children on 
February 24, 1939; at the age of 5 weeks, with:a history of vomiting 
after most feeds since 3 weeks old. The feeding had been changed 
from breastmilk to lactic-acid milk, then to Nestlé’s, and then to 
cow’s milk, -with some improvement in the condition for a few 


f days after each change. The child was always hungry for feeds 
state * .and had been constipated for eight days prior to admission. Peri- 
-sary ; thereafter the granting of the certificate by the Home .` 


stalsis was notéd, and soon after feeds projectile vomiting occurred. 


-A pyloric tumour was palpable in the epigastriim to the right of the - 


mid-line. Rammstedt’s operation confirmed the diagnosis, but the 
child died six days after operation. ' Post-mortem examination 


1940, and 
admitted to hospital on February 2, 1940, at the age of 3 weeks. The 
history was that three days before admission the boy, who was well 
apart from mild ‘icterus which dated from birth,. started vomiting 


- about half an hour after feeds. The vomit was not projectile but 


was copious. Constipation had been troublesome for a week. ‘In 
hospital he was found to be moderately dehydrated and the abdomen 
was distended. ‘Some jaundice was present. Visible peristalsis 
occurred and vomiting of a forcible character persisted after every 


‘feed. After correction of dehydration Rammstedt’s operation was per- 


formed on February .5, and a typical pyloric tumour was incised. 
The condition after operation was good. Gastric lavage on one 
occasion showed a small amount of fresh blood, but all feeds were, 


` taken ‘well and retained. Progress was satisfactory, and he was .- 


discharged 10-days after operation. Follow-up, four, eight, and 
16 weeks later, showed that he was a keen, bright child, and was 
well nourished. Development was normal. Py 

Case 3.—The third male child of the family was born on January 
3, 1943, and was breast-fed for three weeks. Feeding was then 
changed’ to dried milk because of repeated small vomits after feeds. 


-The baby was constipated. By the age of 8 weeks the feeding had 


been changed three times without any improvement in the vomiting 
or constipation, and it is remarkable that the condition was not 


» Suspected by the parents. When the infant was brought to hospital 


the vomiting was projectile, peristalsis was visible, and’ a pyloric 
tumour palpable. Two days after admission the boy was operated on 
and the thickened pyloric muscle incised down to the mucosa. After 
operation there was slight sickness, which was controlled for three 
days with “eumydrin.” The child was discharged 13 days after- 
operation, taking full feeds and gaining weight steadily. 

In the later, history of the two surviving brothers it is‘ perhaps 
worthy of note thateboth boys had infantile eczema during the first 
year and both required removal of ‘tonsils and adenoids at the same 
Subsequently, in May, 1947, both boys 
were in hospital, at the same time for appendicectomy—in “each case 


,a history of ‘acute severe abdominal pain with vomiting being given. 


ki 


The appendix of both children was inflamed and infected, that of the 
younger showing pus and incipient abscess formation. Inquiry into 
the family history has not revealed any other known relative in whom 
pyloric stenosis has occurred. The parents are not consanguineous. ’ 
Both boys are at present in excellent health. The cases, were admitted 


_to the Royal Aberdeen Hospital, for Sick Children under the care 


of Professor John Craig, ‘who has kindly given permission for the 
publication of this report. My thanks are due-to him for his help 


` 


} 
- 


—I am, etc., . 


kbo 
Aberdeen. JOAN M. BURRELL, 
t 


~~ 


y: Dysentery in Monkeys 

Sir,—With reference to the letter by Dr. R. E. Rewell and . 
Colonel:R. F. Bridges (October 15, p. 876), at the Central 
Research Institute, Kasauli, India, in 1940, in the search for 
a suitable antigen to be used in the event of epidemic dysentery 
in war, monkeys were used by me as experimental animals. 
These were immunized with a Flexner strain of antigen isolated 
from a suffering monkey and.closely related in antigenic content 
-—shown by reciprocal absdérption tests—though not exactly 
similar, to one of the commoner Flexner human types. It was 
found that these animals could be immunized by doses of a 
detoxicated vaccine, details of the preparation of which can be 
seen ina paper published in 1942 (Ind. J. med. Res., 1942, 30, 


213). The result of this research-in the monkey as the experi- 
‘mental. animal, using its own infective bacterium as antigen, ` 


added much to my belief in the efficiency of parallel methods 
of preventive T:A-B. immunization in, man.—I am, etc., 


Glasgow. ` if W. LEONARD- FORSYTH. 
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Antisepfics for Minor Dressings 


Sm,—May I comment on Dr. 1. B. Sneddon’s letter (October 1, 
p. 759), which rightly criticizes the local use of sulphonamides ? 
Dr. Sneddon states that “penicillin powder is 99% sulpha- 
thiazole.” This statement is liable to misinterpretation ; the 
preparation which he presumably has in mind is a mixture of 
penicillin and sulphathiazole used -for local application. The 
use of this mixture does incur, as Dr. Sneddon points out, the 
risk of a sulphonamide dermatitis. Eon 

In this hospital, however, we have found that a useful 
alternative is a mixture of penicillin and lactose. The lactose 
is sterilized by heating in a hot-air oven for eight hours at a 
temperature of 140° C., and when cool is mixed with calcium 
penicillin to give-a final strength of 5,000 units per gramme of 
finished product. We have used this preparation for several 
years and have ‘found it a convenient method for applying 
penicillin locally—I am, etc., 


Hertford County Hospital. JoHN C. H. HANSON, 


Chief Pharmacist, 


Conceptions of Right and Wrong 


Sirn,—Dr. Frederick Dillon (August 27, p. 485) asked for an 
authoritative meaning of the word “wrong” as it is used in 
the M‘Naghten rules, and.is resentful when Dr. J. E. Wilson, 
in replying (September 24, p. 711), seeks to give him his answer 
together with an authority for it, although he does so, some- 
what unHappily in my view, by quoting: at length the answers 
of the judges.. If Dr. Dillon merely wished for an answer in 
terms of yes and’ no, as he states in his more recent letter 
(October 8, p. 818), he could have had it by reference to any 
good standard work—for example, those of Glaister or of 
Kenny. ’ The latter, indeed, in his Outlines of Criminal Law has 
added the word “ morally ” in summarizing the judges’ answers. 

That morally wrong and not legally wrong is the meaning 
was finally established by the Court of Criminal Appeal in 
1916, when the question was considered ‘by that court in the 
case of Rex v. Codere, but morally wrong not by the standard 
of the accused, as Dr. Dillon would apparently construe it, but 
by “the ordinary standard adopted by reasonable men” with 
reference to the particular act. 


sumed, at least in the case of serious crimes, that he knew it 
to be wrong by that ordinary moral standard. 

It will follow-from this, therefore, that if prosecuting counsel 
can prove, as the Attorney-General sought to do in the Haigh 
case, that the prisoner knew the act to be wrong legally, then 
he must be taken to have known it to be wrong morally, as 
‘required by the rule... Even before Rex v. Codere a prisoner 
such .as Haigh who knew his act to be legally wrong would 
have been held responsible on the authority of the first of the 
answers of the judges, already quoted by Dr. Wilson. 

Much righteous. indignation and sympathy for the criminal 
appears to be wasted by medical men on account of the 
supposed inadequacy of the M‘Naghten rules. The function 
-of the law is to protect the community, and, while with a better 
understanding of insanity there has been a gradual widening 
in the application of these rules, it must rest with medicine to 
throw more light on mental disease and so make possible a 
revision of the law, unless, indeed, the probable abolition of 
capital punishment reduces their importance.—I am, etc., 


Aberdeen, . DouGcLtas McBAN. 


Distinction Awards for Consultants 


Sir,—The history of the dispute on this subject is discussed 
at some length in your leading article (October 1, p. 745). The 
-writer gives ‘the impression that there was no criticism of the 
report of the Spens Committee on remuneration of specialists 
at the time of its publication (June, 1948). That this was not 
in fact the case is shown by consideration of my letter in the 
Journal of July 3, 1948 (p. 48), quoted in your leading article 
in the-same issue (p. 31). Although my. letter expressed warn- 
ing and criticism of the proposed method of making distinction 
awards and was, I believe, the first one published in your 


~ 


+ 


Further, if the prisoner knew ` 
in actual fact-that the act was contrary to law it must be pre- 


~ journal at that time, I made.it quite clear that my views, though 


personal, did in fact represent the views of other specialists. 
if not indeed the majority of consultants. 

It is necessary to remind ourselves that most specialists are 
far too busily engaged in medical work to find time to express 
their opinions through your columns on the multitudinous 
weaknesses of the health services; more especially is this the 
case when these opinions are in agreement with previous corre- 
spondence. Such was the position in July, 1948, and it is unfair 
to suggest that voices were silent until that of Dr. F. M. R 
Walshe was heard on August 13 (p. 383). I am the first tc 
acknowledge precedence to the letter of Dr. Walshe in weigh: 
and authority, but I do claim that my letter had precedence ir 
time to the extent of over one year and anticipated with « 
warning the troubles to come. 

I range myself whole-heartedly behind Dr. Walshe in his 
utterances on this subject, and view with horror the threatening 
statement of Dr. H. E. A. Boldero (September 10, p. 594) thai 
“money for these awards will not be available for any other 
purpose.” If Dr. Boldero seriously believes that the specialists 
of this country want to grab as much money from the tax- 
payers as they can for distinction awards at the expense of the 
harmonious unity of the profession I cannot imagine what he 
takes us for unless he likens us to a hungry flock of vultures 
each struggling for the greatest part of the prey. Far more 
would we prefer to see the money handed back to the tax- 
payers on whose shoulders the exorbitant expense of the Health 
Scheme depends. i 

The one sensible suggestion for the distribution of the fund 
is made in your article—that it should be made available for 
posts in the higher grades of the Service. Although these 
would probably be whole-time posts, as a part-time consultant 
I would far prefer that- the fund~should be distributed evenly 
for all full-time consultants in compensation for their less 
pleasant terms of employment and their inability to pursue 
private practice, which the Minister has unsuccessfully striver 
to destroy. In this way we should at least avoid the demoraliza- 
tion of the present set-up, in which specialists are empowerec 
to assess the merits of their colleagues in secret communica 
tions. Rather than by using public funds to disrupt the 
harmonious co-operation of specialists which has been a feature 
and a legacy of the past, surely we should strive to preserve the 
spiritual and moral qualities of our calling—dqualities whict: 
are of far greater worth than extra financial remuneration.— 
I am, etc., 


Windsor. Parir H. WILLCOX. 


Acknowledgments to Authors 


Sir,—It is good that Sir Stewart Duke-Elder in his review o! 
Modern Practice in Ophthalmology, 1949 (October 22, p. 913) 
should remark upon the -undesirability of using illustrations 
without acknowledgment to the authors ‘of them—“an omis 
sion which, it is hoped, will not become a practice in British 
medical literature.” 

An author who uses an illustration without acknowledgins 
its source cannot well escape the implication that it is his own 
In a book just published are two illustrations: one is taker 
from a presidential address of the Ophthalmological Society 
the other, a particularly good coloured plate, is taken fron 
another book. Not only are these used without acknowledg 
ment*of any kind, but in the case of the latter the author has 
taken upon himself to alter the-caption.—I am, etc., 


Salisbury. R. FOSTER Moore. 


Encouraging the Blood Donor 


Sm,—The excellent work of blood depots and hospital trans- 
fusion departments has ensured against gravé shortage of sup- 
plies of blood, but few hospitals can claim to have optimum 
stocks of blood all the year round. There are occasions, especi- 
ally in holiday time, when stocks are low, even lamentably so. 
and on such occasions the admittance of a severe case of bleed- 
ing peptic ulcer or a severe pregnancy -haemorrhage may be 
frightening. The necessity for giving Rh-compatible .blood 
has increased the seriousness of low blood reserves, and the 
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advent of our new medical service is, `of itself, -unlikely to 
stimulate voluntary donation, rather the reverse. It behoves`us, 
therefore, to consider.the factors influencing the supply of blood 


to a hospital. These fall into two overlapping groups—factors : 


‘of ‘them highly infective, have been allowed to drift into the 


affecting the- enlistment of donors and factors 
the maintenance of established ‘donor panels. eg 
There is a strong tendency for the average individual to avoid 
thinking of personal responsibility in blood donation. Much. 
more could be done to increase supplies, by well-planned 
information in the. Press, the cinema, the church, and even’ 
the -radio to- increase. the feeling of personal: responsibility. 
Comparatively- few realize the sometimes. enormous expendi- 
ture of blood in a modern hospital. The public- would, I am 
confident, be more inclined to offer their services: if they were 
impressed by more facts and given facilities -for seeing for 
themselves what is done and what is required. Our present 
panels of unselfish citizens are proof that no monetary induce- 
ment is essential, though by way of compensation the French 
system of allowing additional food rations might be -adopted. 
~Many: would-be donors are deterred by a strong fear ‘of 
blood-letting. Fear can be largely dispelled by allowing people 
to see for themselves how blood is withdrawn painlessly and. 
oy emphasizing the vital role of the blood donor in the recovery 
vf so many hospital patients. Satisfied donors are themselves 
excellent agents for dispelling fears amongst their friends and 
acquaintances. A few energetic, public-spirited doctors have’ 


concerned with 


addressed groups of ‘young: adults (e.g., in youth clubs), thereby 7 


` winning their interest and services in- transfusion work. -Such- 
efforts could well be emulated by doctors, young and old; who 
are sufficiently interested in the welfare. of their hospital. - 

In certain parts of the world, notably the U.S.A., blood 


of the-family, where circumstances permit? Blood donors are 
paid for their blood in cash. The enlistment of healthy rela- 
tives, especially young adult relatives, as ‘blood: donors might 
be considered as`a possibility in this country. Tactful inquiry 
-and gentle persuasion’ on the part of.the doctor could enlist 
services of many helpers from this family source, í 

The blood donor ‘is such a precious unit that particular care 


should be, exercised in all our dealings with him or her. This‘. 


implies, amongst other considerations, a courteous welcome, 


- painless ‘blood-letting, and appropriate refreshment in pleasant - 


surroundings. The dissatisfied donor is unlikely to return. He 
may be dissatisfied with the abrupt wording. of the letter from 
the hospital reminditig him of his appointment, which perhaps 
reminds him more of income-tax’returns than a mission of 
mercy. Or he may be ‘displeased with the cold reception. at 
the hospital. or the clumsy and painful technique of doctor-or 
-aurse. He is unlikely to overlook lack of gratitude for his: 
services. All donors deserve appreciation, especially. those who’ 


have given. many pints of blood or who have answered emer-.. 


gency calls. -A personal letter from a senior hospital doctor: 
would be a fitting expression of gratitude in these instances. 
A-donor panel can be adequately maintained only by con- 
stant vigilance and attention to detail. Many donors quietly 
drop ‘their services either because they leave the neighbour- 
hood or because they ‘no longer wish to donate blood. In 
either case it frequently happens that the hospital is not 


informed of the termination of their services in good time. `- 


A blood donor panel, like clothing, requires constant repair 
and replacement.—I am, etc., eo Se E 
London, 8.W.17. ae : A. WYNN WILLIAMS. - 


: Co-ordination of Tuberculosis ‘Schemes 


Str,—The figures quoted by Sir Andrew Davidson in a recent 
address, reported in the Journal of October 8 (p. 806), give. 
convincing .proof of the seriousnéss of the tuberculosis prob- 
lem in Scotland. Sir Andrew states that the reasons for the 
continuing high incidence and mortality have not -been . eluci- 
dated. ‘Doubtless, there were, and are, many factors outwith 
control, but have there not: also been administrative mistakes 


that could havé béen avoided?  . - $ vy pA 


For example, even. when it became ~apparent that the 
servicing of sanatorium: beds would be difficult. for .some-time 
to come no country-wide move ‚was made to make good the 
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_ Transmission of Syphilis ` - 


-a blood test in-eyery pregnant woman regardless of 


deficiency, in “part at least, and temporarily, by the fullest - 


“possible use of the fever hospitals, where beds and staff were 
‘available. --Had this been done our waiting-lists would not be 
so large to-day. Instead, cases in all stages of the disease, many 


medical wards of géneral hospitals, where other patients, staff, 
and visitors provide contacts that may number hundreds every 
‘week: and where adequate preventive measures are impossible. 
This surely violates every principle governing the treatment of 
infectious disease. If such cases are to be accommodated in 
‘general hospitals it must be in special wards, where conditions 
can be made to approximate. sanatorium ideals. ys 
Later-in his.address Sir Andrew Davidson advised that “ the 
best possible use should be made of all hospital accommodation 
irrespective of the functions for. which it was originally pro- 
vided.” I trust that in so saying he had in‘ mind the use of 
special accommodation in general hospitals, and the valuable 


~ contribution that.the infectious diseases hospitals could make 


to the solution of this problem. 
`- Further, should not priority be given to all measures aimed 
at erasing this black spot from Scotland’s health record ? Any 
outbreak, however small; of enteric fever or infantile paralysis 
calls for.and obtains immediate mobilization of all the forces 
at the command of the health authorities, and rightly so, but 
a similar'sense of urgency has ‘been lacking in the official atti- 
tude to the tuberculosis problem. Nor is it discernible to the 
degree that one could wish in the new hospital service, though - 
efforts are being made to find more beds. 7 : 
- One might have expected in the recent grading of specialists 
some recognition of the magnitude and importance of the task 


- facing workers in this field. _ But it: would appear that the 
expended on a patient.has to be replaced in kind by a member- 


establishment of consultants in tuberculosis is likely to com- 
pare very unfavourably with that of other specialties. How. 
then, is the best type of recruit to be attracted to this vitally 


_. Important service ?—I am, etc., 


Dundee. z G. RANKINE, 


Fat Absorption * 


‘SiR,—A- friend has suggested to me that a sentence I used 
in my Sharpey-Schafer Memorial Lecture (Journal, October 1, 
p. 719), when not considered in relation to its’ context, might . 


‘give the impression that there may be no danger in the un- 


restricted use of mineral oils,‘ either medicinally or as fat, 
substitutes: in food. Bi 2 
I must therefore correct that impression if it exists. Referring 
to the experiments of Frazer and his colleagues on the absorp- 
tion of -extremely fine emulsions of paraffin, I said: “Some 
alarm has been expressed on this account.at the use of medicinal 
paraffin -as a medicament and in, cooking.” In saying this I 
was solely concerned with the question of evidence that danger- 
‘ous amounts of paraffin are actually absorbed from the intestine 
when it is taken by mouth in the ordinary way. This does not 
mean that there are not other. dangers. Students.of nutrition 


` know. them well, and they were referred to in a leading article 
.in`the Journal (June 12, 1948,. 


p. 1141). With these, however, 
the lecture was not concerned.—I am, etc., 


Manchester, = 


H. S. Raper. 


`` POINTS FROM LETTERS 


Dr. .Jessm M.-Crawrorp (Dartford) writes: Dr. Philip Simon’s - 
letter (October 8, p. 815) shows how very_important is the taking of 
social standing 
history from the 

Even then tact 
facts, and if the husband can be got to 


or anything else. It is not necessary to take a case 
“syphilitic point of. view till after a positive finding. 
can elicit the; necessary. 


take treatment pari passu with the wife no apportioning of blame 


or breaking up of family relationships need ensue. So many people 
seem to sheer.away from the question of syphilis because of the 
‘moral issues involved, particularly when an unexpected positive is 
found. It‘seems to me, especially now in the aftermath of war, 
that no’ one can afford to shirk his or her responsibility to the future 
generation in this respect. The modern child has a hard enough 
vay to hoe without having the -disadvantages of inherited disease 
rown"in, : ; 
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SIR RICHARD NEEDHAM, CIE., D.S.0., M.D. 
7 F.R.C:P.Ed., F.R.C.S. 
Sir Richard Needham, who died at his home in London on 
October 24 at the age of 71, was for six years Deputy 
Director-General of the Indian Medical Service. He had 
done, valuable work as ah inspector of medical studies in 
India, and visited many medical schools in both Asia and 
Africa on behalf of the General Medical Council and also 
of the Colonial Office. He had been a member of the 
Council of the British Medical Association for six ‘years. 
Oné of the most distinguished members of the Indian 
‘Medical Service, Needham was a man who ‘combined 
eminence in his profession—in hygiene, administration, ` 


„and education—with a most lovable personality. 


Richard Arthur Needham was born in 1877 and educated 
at Owens College, Manchester, where he graduated M.B., 
B.Ch. in 1899 at the early age of 22. He was a ‘house- 
physician’ at the Manchester Royal Infirmary and later a 
demonstrator in anatomy at the University. He joined the 
LM.S. in 1903. The Service was then at its zenith ; com- 
petition was keen and the successful entrants were of 
notably high quality. Nevertheless Needham early attracted 
attention by his keenness, initiative, and capacity for hard 
work. He saw service in North China. from 1905 to 1908, 
and his observations and experiences there turned his 
interests towards preventive medicine. As soon as he could 
—in 1910—he obtained his D.P.H. Returning to India, 
he was selected to accompany a special mission to Tibet 
in connexion with the repatriation of Chinese troops from 
that country. Here his duties were largely preventive in 
character and were performed with great ability. l 

On the outbreak of the first world war Needham was 
appointed D.A.D.M.S. (Hygiene) at the base at Marseilles, 
and was responsible for the medical organization of the 


‘many transit camps which were established there and for 


the care and well-being of thousands of British and Indian 
troops who passed through that port. It was his con- 
spicuous success in this difficult task which first brought 
to general notice his outstanding organizing ability, earned 
him his D.S.O.;. and dictated his next appointment as 


Officer on Special Duty in connexion with medical supplies ` 


to Mesopotamia after the breakdown of 1916. Equally, 
successful in this assignment, for which he was awarded 
the C.LE., his selection as Deputy Director-General in 1918 
followed almost as`a matter of course. This exacting 
appointment gave full play to Needham’s great capabilities. 
It brought him into contact with almost every officer in the 
Service. He was faced with medical and health problems, 
including those of medical education, over the whole of 
the subcontinent, which he toured extensively. Widely 
consulted on all matters of medical administration, his 
opinion commanded ‘universal respect. > ee. 
Towards the end of his tenure as D.D.G., Needham was 
made inspector of medical studies in India on behalf of 
the General Medical Council, an activity that continued 


throughout the remainder of his service. Medical educa- - 


tion in the two new Dominions owes much to this day to 
his efforts and-to the high standards on which he insisted 


_and.on which he persistently refused to compromise. On 


relinquishing the post of Deputy Director-General he was 
placed on special duty to work out the constitution of a 
medical service for the Indian State Railways. The organ- 


ization he created continues in operation ‘with the efficiency 
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which stamped all his work. He proceeded to the degree 
of M.D. in 1920 and was elected F.R.C.P.Ed. in 1924. 
In 1923 and again in 1927 Needham’ represented India at 
held in Paris. He 
retired from the I.M.S.-in 1930 and was knighted in 1932. 
After his retirement Needham continued his work for the 
G.M.C. as its visitor to medical colleges abroad. He went 
to India again, and he reported on the state of medical 
education there and in Rangoon, Ceylon, Singapore, and 
Hong Kong. In 1939-40 he also visited for the Colonial 
Office the medical schools of Nigeria and Uganda. In 
the recent war, though over 60, he accepted the invitation 
of the Indian Red Cross Society to serve as their Commis- 
sioner in Egypt, a position, he held until the disbanding 
of the Commission at the end of the war. Here he gave of 
himself as unsparingly as ever but at a cost he did ‘not 
realize at the time ; permanently impaired health was the 
price he paid for his strenuous exertions in Egypt. 

Needham’s clear, lucid mind, his quick grasp of essen- 
tials, and his power of succinct expression made him a 
remarkably fast worker ; the amount of work he crammed 
into a day was prodigious. Yet he never appeared hurried, 
and always found time to listen to, and generally to help 
with, the problems of others. Genial and generous to a 
fault, he was intolerant only of slackness or subterfuge ; 
these he hated and exposed ruthlessly. On the other hand 
there was no limit to the trouble he would take to help 
and promote the interests of men of his Service who he 
thought were “doing their stuff.’ Many of his juniors, 
among them the writer, will cherish the memory of his 
spontaneous kindness, his sound advice and warm cham- 
pionship, and his generous and delightful hospitality. 
India and the I.M.S. owed much to Dick Needham. Now 
India has lost a devoted and disinterested servant, the Ser- 
vice one of its most distinguished sons, and we a comrade 
and friend whose like we shall not see again. The sym- 
pathy of all who knew him will go out to Lady Needham. © 
—J.B.H. 

A colleague writes: The most notable years of Need- 
ham’s service in India were those in which he was Deputy 
Director-General of the I.M.S. During this period he was 
one of the most prominent and popular figures in the 
official and social circles of Simla and Delhi. Both of the 
distinguished chiefs under whom he served relied on him 
to such an extent that he was generally looked on as the 
power behind the throne. It is no secret that, when the 
post of Director-General was about to become ‘vacant 
through the retirement of Sir Charles MacWatt, Needham. 
was regarded by his administrative colleagues in the 
Government of India as the most suitable officer to fill the 
vacancy. Indeed, he was exceptionally well qualified for 
the appointment in every respect, save only that he lacked 
the degree of seniority considered essential for the post. 
In the circumstances it was necessary to find another 
appointment for him, but owing to the long period during 
which he had been engaged in purely administrative work 
he came to the conclusion that he could not fill- with satis- 
faction to himself the appointment to which he was 
gazetted or any other likely to be available for several 
years. Accordingly he felt compelled to take long leave 
preparatory to retirement, and his career in the Service was 
thus ended prematurely for no other reason than that he 


‘ had achieved outstanding success at too early a stage. 


In spite of his natural disappointment Needham did not 
yield to a feeling of frustration ; he soon found an oppor- 
tunity for undertaking a very important task for which-he 
had. unique qualifications. This was to serve on the 


Council of the British’ Medical Association and act as 
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paign for the defence of I.M.S. officers against a concerted’ Gye for Many years.” ve 
. attempt to deprive them of the tights and prospects which . “Dr-W. J. Purdy writés:” With the ‘passing of Mr. J. E. 
‘had been held out as inducements to persuade suitable Barnard: we-have lost from our midst one-who was perhaps 
candidates to enter the Service. .His unrivalled knowledge ‘the most eminent microscopist of the recent -past, and in 
of Service matters: was of the greatest’ help to thé Associa- those who knew him there must arise a feeling of personal 
tion in the long struggle that followed, and the I.M.S. was ` sorrow. To many of us it seemed that the outstanding’ 
indeed fortunate in having so able an advocate, especially . characteristic of the last years of Mr. Barnard’s scientific 
-as its members, serving mostly in isolated’ posts all over’ life was his singleness of purpose, his consecration to the 
India and Burma, had no organization for:the defence of development of the ultra-violet microscope. He early recog- 
their interests. -Needham had the satisfaction of knowing. nized the advantages to be gained by the use of wave- 
-that his voluntary efforts earned for him the high esteem lengths shorter than those of visible light if only the 
of his fellow officers, but only those associated with him technical problems involved could be solved. He already 
in the negotiations were able to realize the full extent of - possessed a simple. ultra-violet apparatus of German origin, 
- the debt of gratitude owed to him by every member of the. and, setting himself the task of improving on this model, 
[.MS. l ae i E ‘he entered a field of research which for long, remained 
Wing-Commander H. M. Stanley Turner writes: It was his own. As -the work- progressed Mr. Barnard became 
a shock, not only-to me but to my family, when we heard more and more able-to throw valuable.light on various 
of the death of Dick Needham. We saw a lot‘of him in current biological problems, but in -spite of considerable 
the days when he was-on the Council of the B.M.A. and success in this direction he forced himself to keep such 
the Naval and Military Committee—in the days when we interests únder control. The surveying of fields which the _ 
were trying,to improve conditions of service for the ultra-violet microscope began to open up could be left to 
Medical Services. of the fighting forces. I havea lively . others ; his own special task must be the devising of ever 
recollection of innumerable informal committee meetings better means of doing..such work. ` , 
in my bedroom at all hours`of the day and -night during - Mr. Barnard maintained that for him there were two 
the annual meeting at Bournemouth, -when wheels were associated: lines of inquiry. These were the improvement 
busily working within wheels: Goodbody was chairman ` of the-ultra-violet microscope itself and the improvement 
of the ‘Naval. and Military Committee at the time. Needham of methods of preparing material intended for examina- 
“had a great sense of humour, but he never.lost sight of tion. He held.that neither. line could be pursued very far 
the matter under consideration, although one could see without helpful advances in the-other. He did pioneer 
by. the twinkle in his eye that he never missed the funny ‘work on the- internal structure of bacteria and on the 
Side. He had’a very clear and logical mind, which with nature of “inclusion bodies.” He also. brought forward 
his great Service experience and tact made him a tower evidence that the larger viruses at least—the larger filter- 
of strength in our deliberations. He quickly grasped points passers—were ‘only micro-organisms which happened to be 
‘under consideration which-might easily becéme “sticky? -too small to be seen under existing microscopes of ordin- 
‘with non-Service members of-the committee. Both he and ary type—a quite artificial standard, he maintained. But 
t were but recently out of. the Service and had not had still, one suspects, all’ this biological work had its main 
. time to lose our knowledge of the probable reaction of value for him in that it provided useful exercises in the 
the official mind to, matters: put forward by the B.M.A. I development of the ultra-violet microscope and the methods 
think this was of assistance both- on, the Council and in . of using. it.in biological studies. Indeed, he remarked on 
committee. His widé travels and outstanding.work in con“ the splendid biological test objects these tiny living particles 
_fexion with medical education in. our overseas possessions provided for him. l . oy 
are too well known to require any word: fromme ; but I Mr. Barnard’s singleness of purpose led to some charges 
have always regretted just missing him in Ceylon when he of Jack of co-operation with colleagues who. themselves had 
‘was there in that connexion. J always remember during problems demanding investigation along lines which at that 
‘the Bournemouth meeting in 1934, after a:long. period with time only Mr. Barnard could have followed. But it was 
our noses to the grindstone, he and I decided to give a miss ` seldom realized how much subsidiary investigation of the 
to one of the many social functions and have a night out material itself might be necessary before microscopical 
with my wife and young daughter in a sort of fun fair. He -investigation proper could begin, and that the evolution of 
was just like a schoolboy- let loose, and we had a most his microscope might be correspondingly delayed. Though 
hilarious time sampling all the sideshows. We still speak director of the Department of Applied Optics in the 
of it. Needham will be-badly missed.. . me 8 ‘National, Institute. for Medical Reséarch, Hampstead, 
l l Eo of . Mr. Barnard preferred to remain a voluntary and part- 
- : E I ; - he time worker, earning his living by part-time attention to his 
Pe ee, a J. E. BARNARD, F.R.S. : ~ business. He seems to have preferred to remain relatively 
Mr. Joseph Edwin Barnard, -who was well. known for. independent in his. scientific activities and thus so much 
his work on ultra-violet microscopy, died at his home at the more free to direct his own course. The result is that 
Addiscombe, Surrey, on October 25 at the age of 80.  ° the world now has the wonderfully efficient ultra-violet 
At a very early.age, although still engaged in his father’s microscope he left when failing health overtook him. This 
business, he began to spend most of his spare time at microscope has now been copied in its main features and 
the Lister Institute; taking a special interest in microscopy, made. commercially available, and “its potential value is 
and particularly. in photomicrography. He soon became being appreciated more .and more. Notwithstanding the 
expert in this field, and his book Practical Photomicro- recent introduction of the electron microscope with its sur- 
graphy,- written in collaboration with Mr. F. Welsh, was passingly. high resolving powers, the ultra-violet microscope 
regarded as the standard work on this subject. Mr. Barnard still has a sphere. of usefulness all its own. With it cells 
was well known to_many members of the-medical pro- dnd micro-organisms can be examined ‘in the living con- 
-fession, and his work at the National Institute for Medical dition and in various wave-lengths of the ultra-violet range. 
Research: on the study of applied optics gained for him his _Recently indéed differential absorption in the ultra-violet 


honorary adviser to the B.M.A. in its conduct of a cam: . F.R:S.- He worked ‘in.close. collaboration with Dr. W. E. 
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range has been much used for the identification of certain 
organic substances whilst these are still in situ in the living 
cell. 

Mr. Barnard early showed signs of his dominant interest, 
and he retained a vivid memory of the scene which 
occurred when his father discovered that leave of absence 
during business hours—leave which had been reluctantly 
granted for the study of languages conceivably useful in 
business—had been secretly used to attend classes in optics. 
He early became an active Fellow of the Royal Micro- 
. scopical Society, a body whose welfare was ever afterwards 
very near to his heart. It fell to him to give the presidential 
address at the society’s centenary. In this he reviewed 
the previous fifty years of the history of the society, a 
period which coincided exactly with his own period of 
‘membership. To some, of us it seemed a pity that in that 
address he refrained from giving the inner-history of the 
many exciting periods of the early days. Now there is no 
one who can do this from personal knowledge. He was 
an able and fascinating lecturer on his own favourite 
subject, but he’ seemed not to enjoy writing scientific 
papers. Towards the end of his scientific career he col- 
lected much material for'a book he contemplated on the 
ultra-violet microscope, its structural details, and the tech- 
nique of preparing objects to be’ examined. Unhappily 
this book was never actually written. Had it been ready 
for publication about the time of Mr. Barnard’s retirement 
from active work it would have been of great ‘help to those 
who were following on. By now much of what he dis- 
covered and taught has passed into the general body of 
knowledge. 
all that, he did for the science he loved. 

It is, perhaps in relation to details that Mr. Barnard’s 
genius shone most brightly, and indeed it was his technical 
ingenuity that proved so valuable in the development ‘of 
is microscope: One seldom visited his laboratory with- 
out experiencing a fresh thrill of admiration on discover- 
ing some new simple device for overcoming some new 
difficulty that had been encountered in the course of his 
work. At one time Mr. Barnard was a keen amateur 
photographer, and in his Jaboratory at Hampstead there 
used to hang a photograph which had won him an “ Alpine 
Prize.” This interest in photography, of course, helped to 
fit him for his studies of, ultra-violet light. After the first 
world war he played an important part-in stimulating 
improvement in English standards of microscope design 
and manufacture. His mechanical and optical knowledge 
fitted him particularly well to act both as a destructive and 
as a constructive critic. The microscope he designed about 
this time had many valuable qualities. 

Mr. Barnard was one of the last survivors of that band 
of kindred spirits, all amateurs, who years ago used -to 
meet in the rooms of the Royal Microscopical Society, and 
he remained a true amateur to the end. Often he would 
recall how in those days meetings generally lasted to a very 
late hour, discussions being carried on with a zest and 
candour’ rarely encountered now. In the direction of the 
society’s affairs his business knowledge and ability were 
invaluable, while his unassuming nature and his personal 
integrity, in ‘scientific thought as in private life, were not 
the_least of his admirable qualities. 


C. O. HAWTHORNE, M.D. F.R.CP. 


Dr. Alfred Cox writes: “ Men must endure their going 
hence evem as their coming hither: ripeness is all.” If 
ever a man of my acquaintance could claim a ripe old 
age it was- Hawthorne. Over 91 at. the end, though his 
physical faculties had declined, his intellect and judgment 


I 


OBITUARY 


There. remains, however, no clear summary a 


= 


MEDICAL JOURNAL 
4 


seemed to me to ripen. He was one of the finest orna- 
ments of our Association, which has had many great figures. _ 
His achievements are well known and his departure is 
mourned by all who ever worked with him. Our Associa- 
tion gladly gave him every honour in its disposal, and 
Hawthorne greatly enjoyed them, but even more, I think, 
the real affection which he knew he had inspired. Full 
and successful as his career was, I have good reason to 
know that he felt that he had missed the position for which 
he was peculiarly fitted. He was a born teacher, but 
except for his early days in Glasgow, where his classes are 
still gratefully remembered by men, now old, who were: 
his pupils, he never had the opportunity for which-he longed. 
He'told me that his greatest professional regret was that 
he never had a teaching-hospital appointment. He looked 
longingly back on his close association with Gairdner, for 
whom he had the greatest respect. But our -Association 
has every reason to be grateful that he devoted his gifts 
to its service—his learning, his wide reading, his sagacity, 
his wit and humour. I should rank him very high among 
the many able chairmen I have known. His command of 
the Representative Body was ‘masterly. The dignity and 
authority of‘the chair were never in‘doubt when he was 
in it, but he ruled quite as much by the affection all felt 
for him as by his authority. For many years he was. the 
ideal chairman of one of the most difficult committees of 
the Association—the Central Ethical Committee. His work 
on the Library Subcommittee, though it never reached the 
limelight, was invaluable. And it should not be forgotten 
that he was a very active member of the original Building 
Committee, as is commemorated in the inscription (now 
almost unreadable) on the-stone near the entrance gate 
at B.M.A. House. 

I must not try to enumerate all that he did, or describe 
all that he was in and to the Association. Space forbids. 
Nor am I the right person to assess his professional status. 
But I know many practitioners who had great comfort and 
support from him as a consultant. I well remember that, 
being asked by an important firm to recommend “a good 
general physician who could be relied on for an honest 
opinion on the capacity for work of ‘our higher officials,” 
I had no hesitation in nominating C.O.H., and was not 
surprised when some years later I was thanked by one of 
the directors for helping them to secure a man in whom 
they had felt complete confidence. ` 


His outside activities should not be forgotten. He did 
good work on the People’s League of Health, especially in 
its pioneer work for “ Safe Milk.’ Hawthorne would have 
nothing to do with less aggressive terms like “ clean ” or 
“pure” milk. We should be content with nothing less 
than “Safe Milk.” He took an almost lifelong interest 
in the Royal Medical Benevolent Fund, and was, until he 


- left London, the sagacious and humane chairman of its 


case committee. Nor should his work at the polyclinic in 
Chenies Street be forgotten, as I am almost afraid it is. 
This was real pioneer work in postgraduate medical teach- 
ing which he shared with Sir Jonathan Hutchinson and a 
few kindred spirits. 


It was my privilege to be in close contact with him until 
the day of his death—personal contact when he was in 
London, by weekly correspondence afterwards. On the 
day preceding his death he dictated a letter to me which 
characteristically was an attempt to put me right about the 
proper way of dealing with: that tricky term “ our mutual 
friend.” His letters were a joy. There was scarcely one 
which did not contain some epigram or a well-balanced 
sentence well worth remembering. His reading was very“ 
wide.and deep. I think his favourites were the Bible, from ° 
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which he would often quote, Dr. J ohnson, and Sydney. Smith.. ` 


In his'measured sentences.it was easy`to/trace the John- -. 
sonian influence, and he was not displéased when one told‘ 


him so. “His remarkable memory enabled him at any time 


to produce the apt quotation or anecdote, and his ex 
cathedra speeches were eagerly anticipated and joyfully . 
received by his audiences. He more ‘than once delivered’ 
addresses of a popular medical character in churches, 


once at least in St. Martin’s Church. 


Dr. ALEXANDER MacInnes died at his home in Skye on 
October.9 after- a very short illness. A native of Kylerhea, 
Skye, he served with-the Cameron Highlanders during the 


' 1914-18 war, and graduated M.B., Ch.B. from the University 


of “Glasgow in, 1928. For two years he acted as assistant 


- medical officer to St. -Mary’s* Hospital, Portsmouth, where he 


met his’ wife,. then Sister Alice Boyd. He~was subsequently 


- appointed as: parish medical officer to Sleat, Skye, under the 


‘ I was never able.to draw him out on the medico-political ` 


subject which has engrossed our attention lately., He was 
-always eáger to know. what was going on in Tavistock 
Square, and I-did my best to keep him au courant. But 
he declared -that he was now “out of the combat” and 


-it was not seemly for people “on the shelf” to intervene ;’ 


“but no man I have ever known was x more determinéd 
upholder of professional freedom. He had his sturdy pre- 


judices and was always ready to défend them: One of- 


them, at one time the cause of a good deal of amusement 
in our Council, was his objection to any special franchise 
for medical women. 


sions and’ R. B. There is no more justification for special 


“The qualification for election to this -. 
body, ” he said, “should be good honest work in the Divi-’ 


x 


representation of women practitioners than for practitioners 


. endowed with the glory of red hair.” - 


‘We are. unlikely soon to see his. like again. In spite.’ . 


of his -age he retained active sympathy for his younger , 


successors, and nobody was mote pleased than he when he 
. saw an opportunity to send an encouraging or. congratu- 
latory letter to an old friend. ` Dr. Hawthorne’s wife died 
some years ago, but he was -tended with loving care’ by 


his sister and by a faithful housekeeper who served him- 


‘for twenty-four years, both of whom were with him at the 


end. In one of his latest letters he spoke very feelingly -. 


of the attention given to him by Dr. J. M. _Anderson, of 
Hove. 

Dr. A. G. Newell writes: I wonder Son many of the 
students who, took some of- Dr.. 
Glasgow remain. He. had classes for each year of the 
medical curriculum—chemistry for first-year students, 
physiology for the second-year, materia medica for the 
third, and medicine, the eye, and medical jurisprudence for 
the final- -year students. I took each of these, and each was 

‘run after” and well attended. He was a born teacher, 
fa all students appreciated his patience. Since he became 


a consultant I have frequently sought his excellent services, 


his kindly manner, and the meticulous care he took. To 


‘show his kindly and generous character, he has come from. 


Harley Street late at night to see a case without a fee. He 
` was a great physician and a friend of the general practi- 
tioner. Those who ancy him miss his magnanimous 
character. j 


- steamer unlikely to .call at the pier. 


-from Broadford Hospital and some operating kit. 


Highlands and Islands Medical Service Scheme of the Scottish 


i Department of Health. In August, 1935, he received a similar 


appointment as medical officer fòr the parish of Strath, Skye, 

moving then.to Cairn Villa, Broadford. Dr. Macinnes had. 
always -been interested in surgery. Since he settled in Skye he 
had beer associated with the MacKinnon Memorial Hospital, 

Broadford, and he was soon récognized as a surgeon of con- 

siderable ability and one on whom his island colleagues could, 
‘rely. As recently as January of this year he was presented with 
a cheque for over £500 and his wife with a gold wrist-watch 

as marks of the esteem and affection- of the people of Skye. 

Tributes were paid to their long and faithful service to the 
community. 

W. D. M. writes: Alexander MacInnes never spared himself 
He was always willing and. eager to help under the most diffi- 
cult and adverse conditions. An example from my own area 
was that of an old lady, aged 79, rešiding on an island. She 
had an dcute abdomen, and the weather was stormy and the © 
I phoned “Sandy `“ 
.MacInnes ‘to see what could be done. Two hours later he 
arrived by motor-boat, at risk to his life, with the matron 
On the 
kitchen table- he performed a reduction of a volvulus safely 
and aga The lady ‘died five years later from other 
causes... His last 16 years’ work included some notable 
cases: caesarean section successfully performed on a cow; 
a horse gored in the flank by-a bull; broken spine of a dog 
plastered ; 17-inch resection-of colon ; multiple duodenal perfora- 
tions; and at least eight urgent mastoidectomies. ~ Hard work 
and worry-had of late told their tale, yet his death came as 
a’ shock to us all. I heard his cheery laugh a week before 1 


_ saw him dying. He is mourned all over the island, and his | 


Hawthorne’s classes at 


Miss Lina M. Potter ates The death of Dr. Hawthorne 


will be regretted by the older ‘generation of doctors: 


It - 


is forty years .since I listened to his lectùres on medical : 


jurisprudence. 
in which I have not been. grateful to him for some bit of 
wisdom. Looking through my notes I find this as typical 
of his clarity and caution: “In giving evidence—speak 
audibly. Don’t- use technical terms. Speak the truth wisely | 
and not too well.” ‘He tried to instil: into us what he’ 
described as ‘a. medical. atmosphere,” .which included - 
medical etigitette and’ many other things besides., Sub-. 
sequently when I sat ‘under: his presidency at meetings of ` 
the Representative Body I was-able to appreciate other 
qualities. , He was always strict, always, fair, and „never got, 

‘ across the meeting.” 
sometimes but never at one another. 
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There has hardly ever been a year. since’ 


funeral was one of the largest on record. About 800 people 
attended the service in Strath Parish Church, and over 300 
people, including 14.of his colleagues, followed the cortège to 
Kilmore Churchyard in Sleat. A benefactor to hundreds, he 
‘was a man much loved by the people and beloved by his 
colleagues. „We shall miss him, and to his widow and four 
children all extend their heartfelt sympathy. 


.Dr. C. Killick Millard E In your interesting and 
appreciative obituary of the late MAJor GREENWOOD (October 


15, p. °877) many aspects of his work and character are dealt 


with, but’ no reference is made to, the fact that he was a firm 
believér. in and advocate of the legalization of voluntary eutha- 
nasia. May I mention, therefore, that for many years he had 


._been a member of the Consultative Medical Council of the 


‘Voluntary Euthanasia Legalization Society; and he was selected 


- to put the case in favour of voluntary euthanasia in the broad- 


cast debate arranged by the B.B.C. early this year. 


Dr. H. C. Maurice Williams, in concluding his presidential 
address toż the Society of Medical. Officers of Health on 
October 20, said that there were still many unexplored fields 
for the medical officer of health in his work of acquiring an 
accurate knowledge 6f the influences, social, environmental, and 
industrial, which might Operate prejudicially to health in his 
“area. A closer link with industrial medicine, and investigations 
into the increased incidence of psychosomatic diseases, whic 
played such a big part in present-day sickness, were neces- 
sary. An extension of the mental health services, a reduction in 
the accidents that occurred jn the home, and the care’ of the 
aged were but a few of the many conditions that required 
attention. The promise of information from the Ministry of 


He made us laugh at ourselves National Insurance relative to morbidity statistics should help 


them in assessing the local infiuences causing sickness. 
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oe 5 MORPHINE F OR MOUNTAINEERS 
paa ~ Surgeon Fined 


- 


On Octobér 26 proceedings .were iken under the Dangerous 
-Drugs Act against Mr. Wilson Harold Hey, a well-known Man- 
chester surgeon.! Mr. Wilson Hey pleaded guilty to a charge 
-of failing ‘to furnish information about. ‘his supplies of mor- 
“phine to a Home Office inspector. Another summons alleging 
obstruction. of the inspector was withdrawn by the prosecution. 

Mr. M. J. Jardine, who appeared- for the Director of Public 
Prosecutions, said that on August 15 the Home Office received 


a letter from Mr. Wilson Hey headed “ Mountain Rescue Com- ` 


mittee.” It recalled that in 1934 he had asked permission from 
` the Home Office to include morphine in the equipment which 


was left at first-aid stations which had been set up by the. 


Mountaineering. Club: In this letter Mr. Wilson Hey said he. 


understood‘ that morphine’ was being used in similar circum- - 


stances, in mines and ‘on, airfields.' His letter concluded? “I 
would be extremely obliged:if you could give permission ;‘or, 
if you cannot do this, will you take legal proceedings: against 
-me ? ” 

Mr. A, D. Gerraid, KC., dsscibea: how ` Mr. Wilson’ Hey 


had himself been a keen mountaineer for many years. He and ` 


others had been pressing. for some form’ of rescue service in 
the mountains. In 1934 he came, to the conclusion that mor- 
phine should be included in the first-aid equipment to be left 
at certain depots in mountainous districts, and > he’ felt- that 
“ public need overrode departmental inertia.” 
to the Home Office in August he thought that the official atti- 
tude might have changed, as it was proposed that morphine 
should be used.in pit accidents. Mr. Gerrard added that it 


was generally accepted in the medical profession that it was. 
most important to give morphine on the spot in the case of 
fracturés-sustained while mountain climbing. : Strict supervision | 


had been exercised: over the supply of morphine at the 27 first- 
aid stations. In ‘the fifteen years since Mr. Wilson Hey had 
initiated. this. supply only. 1k gr. of morphine had been un- 
accounted for—and some part of that was known to have 
been used in a particular fracture case. Mr. Wilson Hey 
had ‘paid for it himself, issued it himself, and kept a recofd, 
so he knew exactly what was going on.’ 


The stipendiary magistrate, Mr. J. Wellesley Orr, said that, 


. Mr. Wilson Hey was a pioneer of this idea, and one honoured 

hin for it. There was no doubt that he was acting on the 
` highest motives, but he had flouted the law. -He thought it 
would have been better if’ Mr. Hey had used the very powerful 
influence of -himself and his colleagues to approach the Home 
Office in'a body. He was struck by the fact that nothing had 
apparently been done by some recognized authority to bring 
about a change in the law. But Mr. Hey was not entitled to 
defy the law. ` 

_ The defendant was fined £10, with 10 guineas costs. 


` 
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OVERDOSE OF NITROUS OXIDE 
At an inquest held in Dublin on May 31 the jury found that 
the death of a woman of 38 was due to anoxaemia and cardiac 
failure following. an overdose of nitrous oxide (Journal, 
August 27, p. 490). Subsequently the anaesthetist in this case 
„had to appear at the Dublin District Court (October 22, p. 934). 
A civil action brought by the husband has now been settled.’ 
- The husband sued on his own-behalf. and on behalf of his four 


children. the. doctor concerned and the Adelaide Hospital, . 


Dublin. `- It was stated for the defendants that a payment of 
£1,000 would be made ex gratia and without admission of 
liability. In accepting this settlement Mr. Justice Dixon allo“ 
cated the-money as to £700-in varying amounts tor the ee. 
and £300 -to the father. . 
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- 1 Daily ETA October 27, 1949. 
S 2 Dublin Evening Herald, October 28, 1949, p. 3 
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-tion was given to the’ training of nurses. 


- When he wrote. 


the Health Service as a whole. 
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NURSES BILL se 


Mr. BLENKINSOP in the House of Commons on Geter 21 
moved the second -reading of.the Nurses Bill. - a Bill had - 


already passed the House of. Lords. 


_ Mr. Blenkinsop expressed the regret of Mr. Bevan in being 
- unable _to. introduce the Bill in the, House. 


He said thai 
recruitment of nurses. was steadily improving and the number 
of both full-time and part-time nurses was increasing. The 
total nursing and midwifery staffs of all grades working full- 
time in hospitals in June, 1947, was 116,500. By June, 1948; it 


had risen to 118,700, and, ‘by June this year to 137,000. Part-, 


times nurses had increased from 10,700 in June, 1947, to 17,400 
in June, 1948, and 22,800 in June, 1949. There had been a 


l. 


gratifying increase in the number of staffed beds, but empty ` 


beds in the hospitals still showed the urgent need for more 
nurses. 

. The General Nursing Council during these difficult years had 
done much to improve the high standards of nursing in this 
country. Part of the difficulty in recruiting nurses and of the 
problem of those nurses who left during training was due 
to a-conflict between the needs of-training and those of staffing 
in the hospitals. Too often, training had to take second place 
to-staffing needs. The object of the Bill was to-see that atten- 
The Bill gave new 
responsibilities to the nursing, profession through the Genera! 


‘Nursing Council to develop the best forms of training and 
provide for new experiments. in training where these were felt: 


to be desirable. The Bill would also give the General Nursing 
Council more intimate contact with the training hospitals 
through’ the institution of regional committees. Election of 
nurses to the General Nursing Council, as proposed in the Bill, 
would give nurses a greater interest in their profession and in 
All these things in the Bill would 
encourage recruiting and. help to stay the wastage. The 
strengthened Council would be supported by fourteen Standing 
Nurse Training Committees. including representatives of 


regional hospital boards and ‘teaching hospitals as well as of . 


the General Nursing Council, the Central Midwives Board, local 
authorities, and-educational interests.: There would always be 
a majority representation of nurses on each regional committee. 

Funds for training would be provided by the Exchequer 
separately and would be distributed by the General Nursing 
Council to regional committees. There would. be a new finance 
committee of the General Nursing Council to watch over 


budgets submitted from the-regions, to co-ordinate them, and. 


to present them to the Minister. 
a mental nurses committee, and the training of mental nurses 


The Bill also provided for. 


would now be within the ambit of the General Nursing Council.. 


- The opportunity was also taken to provide for amalgamation 
of the supplementary part of the Register for male nurses 
with the general part as soon as the General Nursing Council 
amended its rules to'admit male nurses, This. recognized the 
fact that an increasing part was played in nursing to-day by 
male nurses. Last year some -20% of, the nursing staffs in 
the -hospitals of the country were- male nurses. Another 
amendment’to the 1909 Act opened the ‘Register to nurses in 


being satisfied that training was up.to British standards. The 
Bill did not propose that-the form and contents of training 
should be laid down in any way by the Ministry. The Bill 
was-a skeleton to which the professional body itself would give 
life. - 


Marriages and Resigaations ad ; 
Mr. WALTeR Exxiot said that the nursing profession. con- 


~any part of-the world subject to the General Nursing Council - 


It had“ the approval of practically the- whole z the | 
. nursing and medical professions, 


tained the pick of ‘the young women of the country,:and it - 


. wa not astonishing that one of the reasons for the high turn- 
over in this industry was marriage. He objected to describing 
this turnover as wastage. It amounted to 15% in the voluntary 
hospitals, where the ratio was-15% marriage and 25% resigna- 


~ 
` 
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tions. That was more healthy than the ratio in the sanatoria, 
which was 8% from-marriage and 48% from resignations, or in 
mental institutions, where the ratio was 11% from marriage 
and 51% from resignations. The Bill was designed to improve 
the conditions to which various commissions had drawn atten- 
tion and to diminish this great rate of turnover. The nursing 
problem still remained acute. 
staffed and ‘occupied amounted to 398,000 and beds staffed but 
unoccupied to 56,000. The beds unstaffed were 52,000. The 


beds staffed but unoccupied were not beds out of commission. ' 


That 52,000 beds out of some 450,000 in all should be unstaffed 
was a weakness in the national attack upon disease. It was a 
sector where no assault was going forward although all the 
technical equipment was there for the assault to be made. 

It was a grievous thing to see whole wards empty when the 
problem of tuberculosis was aggravated during every month 
in which an infectious case remained in contact with the com- 
munity. The great teaching hospitals had waiting-lists of girls 
wishing to enrol. In addition to the prestige the interesting 
nature of the work was also a factor in increasing the number 
of girls who desired to enrol in these hospitals. He hoped the 
Goyernment would indicate how the intake figures in England 
were moving. In Scotland these figures showed a fall in the 
nurses entering the profession. The entrance for the prelim- 
inary examination in Scotland was 706 in 1947 and 667 in 1948 
and for the final examination 1,374 in 1947.and 1,217 in 1948. 
The increase in the numbers of part-time nurses was a useful 
development, but he did not look forward to the day when 
hospital nurses would pour into the gates each morning like 
typists into one of the great Government hospitals. He did not 
think that would be to the best advantage of the profession 
or of the patients. There was an atmosphere about nursing 
which induced many of those concerned in it to wish to live on 
the job. That of course brought in the danger of discipline 
degenerating into petty tyranny and the stereotyping of out-of- 
date conditions. 

The wastage among nurses was much less in voluntary 
hospitals than in the local hospitals. Voluntary hospitals had 
solved the problems of human relationships more satisfactorily 
than had the local authorities. The flexibility of the private 
decentralized institution was an advantage compared with the 
more rigid rules of the State or local government institution. 
He thought the solution in the Bill of financial questions was 
a great advantage, the more so because the finances of the 
General Nursing Council were disordered and a deficit of 
£33,000 was anticipated this year. 


Training at Voluntary Hospitals - 


Mr. Messer, referring to the attraction of the voluntary ` 


hospital, said it was interesting in the teaching hospitals to find 
the pride which nurses and sisters had in their training schools. 
Parliament must ensure that the nurse could always take pride 
in the hospital where she trained. No nurse would ever say 
“I am proud of having been :trained by the North-West 
Metropolitan Regional Hospital Board.” An efficient ward 
sister was probably the most important officer in the hospital, 
and he hoped to see the time when their value would be recog- 
nized and they would be offered the attractions that at the 
moment were offered`to take them away from their jobs. 

For a long time he had criticized the syllabus issued for nurses 
by the General Nursing Council. It contained a great deal 
more than the practical nurse needed to learn. There was no 
reason why the nurse should not obtain additional qualifications 
in the same way as a doctor did. Was it not possible that 
after she was trained she could be able to get a tuberculosis 
certificate and other certificates dealing with children and so 
on ? 

Brigadier PETO said it would be a mistake if the teaching 
hospital was put on the same footing as other hospitals for ` 
nurse training and the receipt of grants. To remove the respon- 
sibility for training from the board of governors of a teaching 
hospital would be like removing the responsibility for the 
training of bis.men from a .commanding officer. It was erron- 
eous to imagine that by pooling the resources of all types of 
hospital more nurses would be available. 


— 
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that-the views of the boards of governors of teaching hospitals 
had been`overlooked by the Minister. 

Mr. DIAMOND said he had been struck’ recently on going 
round a children’s hospital to:see the way in which the children 
waved and said, “ Hello, Matron.” When he himself had been 
a patient twenty-five years ago a deadly hush fell over the ward 
as the matron was about to approach. 

Mr. Howarp said that to suggest that the working party’s 
report was generally accepted by the nursing proression would 
be entirely false. 

Mrs. MANNING said so far the nursing profession had mainly 
looked for recruits among girls leaving secondary grammar 
schools. Its attention must be called to girls leaving the modern 
schools. Every year 82,900 girls left modern schools against 
35,000 who left secondary grammar schools. Of the latter the 
teaching profession required 11,000. If the great teaching 
hospitals were brought under regional boards many difficulties 
would disappear. 

Retaining Student Nurses 


Mr. SOMERVILLE Hastincs felt that the teaching hospitals 
“would be better able to make their contribution in medicine 
and: in nursing as members of the Standing Nurse Training 
Committee rather than as isolated from.it. Much had been 
said in the debate about the need to obtain more student nurses, 
but there was a greater need for retaining them. In few schools 
of nursing in this country was the proportion-of those who 
did not finish less than 40%. Nursing must be taught at the 
bedside, but the curriculum should be determined by the needs 
of the nurse rather than by the needs of the hospital. While 
most hospitals had 30% ° of trained nurses, the other 70% were 
nurses who had not completed their training. The sister of a 
ward should equal in rank the physician or surgeon in charge 
of the ward. The knowledge which house-physicians and house- 


- surgeons acquired was to a large extent due to the sister of the 


ward, who was able to keep them on the right lines. If the 
training of a nurse was made more practical and intensive it 
could be carried out in a much shorter time. Two years’ train- 
ing ought to suffice for a nurse who did not want training of 
a degree that would: fit her to become a sister or matron. He 
thought that nursing staffs could be diluted much more. It 


- seemed absurd to see two trained nurses making one bed. 


Mr. LINSTEAD said the- difficulty in making better use of 


, trained nurses was that in London at any rate it was as difficult 


to get domestic staff as to get nursing staff. There was a danger 
of the nursing army becoming all officers. He urged fuller 
recognition for the assistant nurse. 

Dr. H. B. MORGAN said that when nurses went into their 
hospitals they should have not only a workshop but also a 
home. Many hospitals required modernization. Sanitation and 
culinary arrangements were often bad. The diet was bad and 
the relationship between the supervisors of the nurses and the 
nurses was bad. He asked that the mental side of nursing 
should have greater representation on the General Nursing 
Council. Although midwives had been long dissociated from 
the nursing profession they should be included in the General 
Nursing Council. 

Government Reply 


Mr. BLENKINSOP, replying for the Goverriment, said the Bill 
had received a great welcome from all parts of the House. 
Many of the points made in the discussion should be debated 
in: committee. At the moment more nurses were in training 
than ever before. In fact they had some 48.000 nurses in train- 
ing to-day. In 1938, 6,700 were admitted to the Register, 7,900 
in 1947, and 7.560 in 1948. The number of those who sat for 
the preliminary examination was 9.500 in 1948, 11,000 in 1947, 


-and 13,000 in 1948. In 1948, 11,000 passed, which seemed a 


higher proportion than before the war. They could be satisfied 
that they were getting a steady though slow recruitment into 
. the nursing profession, Teaching hospitals trained only a small 
proportion of nurses. 

The Government felt that they needed the experience and 
advice of the teaching hospitals on the regional committees. 
Any difference between the teaching hospital and the regional 
committee could be referred to the General Nursing Council. 
The teaching hospitals could be sure they need not fear any 
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reduction of their standards in consequence of this Bill. In the 
House of Lords it had been agreed that the proposals in the 
Bill safeguarded the position of the teaching hospital. In con- 
sidering the training needs of its area the standing committee 
would obviously take into consideration the needs of the 
| training hospital. 

The Ministry of Health was examining the avenues of recruit- 
ment to the nursing profession which had been mentioned. by 
Mrs. Manning. He was prepared to consider Whether legal 
experience would be helpful to the General Nursing Council 
in considering removals from the Register. The House would 
have to ensure that the statutory finance committee was a strong 
one and properly representative. He emphasized that the Bill 
was no more than: an opportunity for the profession itself to 
take action which was ‘urgently needed. 

The Bill was then read a second time without a division and 
the accompanying Money Resolution was carried after “Mr. 
Blenkinsop had explained that under it the Exchequer would 
have full power to grant 100% of the expenses incurred by 
the General Nursing ‘Council. - 


NURSES (SCOTLAND) BILL 


Mr. Woopsurn on October 20 moved the second reading of 
the Nurses (Scotland) Bill. This Bill had already passed the 
House of Lords (Journal, August 6, p. 337). He said the Bill 
was designed primarily to improve the training of nurses in the 
light of the majority report of the Working Party on Nurses 
of 1947. No one wished to disturb the arrangement under the 
[1919 Act by which direction of training and registration of. 
nurses had been entrusted to the General Nursing Council of 
Scotland. The Bill proposed changes in the constitution of the 
Council to permit developments agreed to be desirable. It was 
proposed to increase the Council to 26 members—13 elected by 
the nurses, 11 by the Secretary of State, and two by the Privy 
“Council. It was proposed to add a further statutory com- 
mittee to the General Council to’ be called the Mental Nurses 
Committee. ` 

The working party had reported a tendency in some hospitals 
to subordinate training to staffing reqúirements. It was con- 
sidered necessary to provide special machinery for training 
purposes at the regional level, and nurse-training committees 
would be established under the Bill. The functions of these 
training committees would include approval of institutions for 
the purposes of training, and the committees were empowered 
to prepare schemes to improve facilities for training in their 
areas. Any representations they made would be considered by 
the General Nursing Council before the scheme was approved. 
the training committees would also have power to promote 
research and investigation into matters relating to nurse training. 

The finance of training was to be separated from hospital 
finance generally. He believed that these improvements in.the 
training of nurses would lead to a lower rate of wastage in 
training and make the profession more attractive. Clause 8 
gave the General Nursing Council wide powers to admit and 
register nurses trained abroad. Nursing organizations in Scot- 
land had no objection in principle to any part of the Bill. 

Mr. WALTER ELLIOT and Dr. H. B. MORGAN opened the 
debate that followed. Mr. Jonn WHEATLEY, replying for the 
Government, said that he thought the Bill would improve the 
intake of nurses and prevent a decline of numbers. He paid 
tribute to the part-time nurses who had made it possible for 
many hospitals to carry on their work. He agreed that nothing 
shall be done to diminish the status and prestige of ‘hospitals 
such as the Royal Infirmary, Glasgow, the’ Royal Infirmary, 
Edinburgh, the Victoria Infirmary, Glasgow, or the Royal 
Infirmary, - Aberdeen. They should build up the status and 
prestige of the other hospitals. 

The Bill was then read a second time without a division and 
the money resolution associated with it was approved. : 


' Absenteeism in Ordnance Factories 


Mr. STRAUSS on October 24 said the paid sick leave arrange- 
ments operating in the Royal Ordnance factories for industrial 
employees were those laid down in the scheme which applied 


- 


to all Government industrial employees. The scheme, which 
was due-for review in September, 1950, provided that after a 
qualifying period of six months employees might in any period 
of one year be granted sick leave with full pay, up to a maxi- 
mum of 13 weeks, less the amount of any National Insurance 
benefit. Paid sick leave was conditional on production! of 
medical certificates of unfitness obtained from a medical practi- 
tioner, who was normally the National Health Service doctor 
The cost of the scheme in Royal Ordnance factories for-the 
12 months from its introduction in September, 1948, was 
£296,959. The following table showed the percentage oi 
working days lost by industrial employees in the factories on 
account of absence covered by medical certificates in the 1? 
months preceding and following its introduction: 


- Month 1947-8 1948-9 
September 2.5 3.5 
October 2.8 5.1 
November 2.9 6.0 
December 2.7 6.1 
January 3.2 7.6 
February 3.1 - 81i 
March 2.7 9.0 
April 2.4 7.1 
May 2.5 5.8 
June 2.1 : 4.9 
July 1.8 3.9 
August 2.2 3.9 


Mr. Strauss said he was concerned by the increase shown 
in these figures. This was being thoroughly investigated. 
Appropriate disciplinary action was taken by the Ministry of 
Supply in cases of abuse. 


Vitamin E for Heart Disease 


Mr. DUMPLETON on October 24 asked what research was 
being carried out by the Medical Research Council into the 
claims made as to the effectiveness of oco pher] therapy for 
heart diseases. 

Mr. HERBERT MORRISON replied that a trial of vitamin E in 
the treatment of angina pectoris had been carried out with 
financial suppořt from the Medical Research Council. The 
results did not bear out the suggestion that vitamin E should 
be used in the routine treatment of this condition. If there 
was any change in the evidence, the Medical Research Council 
would be willing to consider it again. . 

Sir Henry Morris-Jones said that results differing from 
those of the Medical Research Council had been obtained by 
highly reputable investigators in a clinic in Canada. Beneficia! 
effects had been obtained from the vitamin in this country. Sir 
Henry urged Mr. Morrison to influence the Minister of Health 
to give a licence so that the product could be imported into the 
United Kingdom in sufficient quantities to give proper results. 

Mr. Morrison said the investigators of the Medical Research 
Council had taken full account of the investigations in Canada. 
Carefully controlled attempts to repeat Dr. Shute’s observations 
in this country and America had mostly given negative results. 


Cases Referred to R.M.O—The number of cases in which 
claimants to sickness benefit were referred to Regional Medica} 
Officers for second medical opinions in the twelve months ended 
September 30, 1949, was 202,188. The number for the previous 
twelve months “was 75, 189. 


Spectacles and Prescriptions—Pairs of spectacles supplied for the 
years ended September 1, 1948 and 1949, respectively, were 4,400,000 
pairs and 6,900,000 pairs. Mr. BEVAN suggested on October 27 
that the supply in the following year would be at least 9,000,000 
pairs. In England and Wales in the quarter ended June 30, 1949. 
there were about 46,000,000 prescriptions dispensed. 





The Services 





The Efficiency Decoration and 1st Clasp of the Territorial Army 
has been conferred upon Major F. V. Allen, O.B.E., R.A.M.C., T.A 

The Efficiency Decoration of the Territorial Army has been con- 
ferred upon Lieutenant-Colonel H. D. Chalke, O.B.E., and Major 
A. D. Stoker, R.A.M.C., T.A. 


- 


Nov. 5, 1949 UNIVERSITIES AND COLLEGES 1059 


BRITISH 
MEDICAL JOURNAL 


-wi 


; ie te ee ee INFECTIOUS DISEASES AND VITAL STATISTICS 
. Universities and; Colleges =~ w., 








i _ UNIVERSITY OF OXFORD l Tas 
An examination will be held at Worcester College on Tuesday, 
January 3, 1950, for the purpose of awarding a Nuffield Medical 
Scholarship -of the value of £100 a year, and tenable for four years. 
Application for entry forms should be made to the Provost of 
_ Worcester College not earlier than-November 19, and not later than 
December 3, 1949, and the forms should be returned by December 10. 

In a Congregation held on October 13 the following medical- 


Jegrees were conferred: 


M.D.—J. G. Widdicombe, E. A. D. W. Simpson, R. W. Torrance, 
“Nina A. Cohen. f 


a 
*In absence. 


` UNIVERSITY OF LONDON 


Professor H. L. Sheehan will deliver a lecture on’ “ Post-partum 
. Necrosis of the Anterior Pituitary Gland” at the ‘Westminster 
Medical School (Meyerstein Lecture Theatre), Horseferry Road, 
Westminster, London, S.W., on Wednesday, November 9, at 5 p:m: 
The lecture is addressed to students of the University and to others 
interested in the subject. Admission is free, without ticket. 

Forrest Fulton, D.M., has been appointed to the University Reader- 
ship in Bacteriology and Immunology tenable at the London: School 
of Hygiene and Tropical ‘Medicine from ‘October 1. 

The title of Professor Emeritus’ of Physiology in the University 
has been conferred on C. A. Lovatt Evans, D.Sc., LL.D., F.R.C.P., 
F.R.S., on his retirement from the Jodrell Chair of Physiology at 
University College which he has held since 1926. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At the annual meeting of-the College held on October 19, the follow- 
ing officers were elected for the ensuing year: President, Mr. W. 
Quarry Wood; Vice-president, Mr. Frank E. Jardine; Secretary and 
freasurer, Mr. J. J. Mason Brown; Representative on the General 
Medical Council, Sir Henry Wade; Conservator of Museum, Mt. 


James Norman Jackson Hartley; Convener of Museum Committee, 


Mr. John Bruce; Librarian, Dr. Douglas Guthrie. 


The following candidates having passed the requisite examinations 
‘were admitted Fellows: S. J. Barr, A. El H. Bayoumi, C. F. A. 
Cummins, G. A. Fraser, S. Govindan, N. N. S. Grewal, K. S. 
Jones, T..Lawrie, H. A. Maslowski, M. L. Mason, W. Mathews, 
J. F. O. Mitchell, C.. M. C. Potter, W. Recht, €. Remington-Hobbs, 


T. A. Sale, A. M. Shohdy, M. J. Smyth, A. Tomney, T. M. Welsh, /Ț 


íi. W. Winchester, S. Witt. - 


` 


_ ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At the annual meeting of the College held on October 18, the follow- 
ing officers were elected: President, Dr. Leonard Abrahamson; 
Vice-president,-Dr. P. T. O’Farrell; Censors, Drs. E. B. McEntee, 
J. Duffy, and J. G. Gallagher. g ` 


ROYAL COLLEGE OF OBSTETRICIANS AND © 
GYNAECOLOGISTS 


At a meeting of the Council held at the College House on October 
13, with the President, Sir William Gilliatt, in the chair, the following 
were admitted to the Membership of the College: A. B. Backus, 
Jessie E. C. Baird, T. E. C. Barns, Anusya Bhagat, D. H. Blakey, 
V. Y. Bockner, S. C. Bose, M. B. Bruce, R. C. Cummin, Mona M. 
Davin-Power, R. G. Denniss, H. Doberman, T. Dougray, L.-W. D. 
Drabble, C. T. F. Ealand, G. K. Emsley, G. M. Evans, J. J. Foley, 
P. S: Gardner, G. W. Garland, H. K. B. Geiser, Elizabeth Gilbertson, 
Marie P. S. Grant, G. T. Hammond, J. C. Harvey, J. Henderson, 
. J. A. Henderson, D. W. Hendry, R. W. Hutchinson, E. W. Ilangan- 
lileke, E. P. Jones, F. G. E. King, J. M. King, E. W. Kirk, Joan E. 
M. Lambert, D. Latto, J. G. Lawson, F H. Leckie, E. M. Leyland, 
J. W. F. Lumsden, J. M. McCracken, I. MacGillivray, H. N. Mans- 
field, S. M. Medine, W. G. Millar, R. Moolan-Feroze, LI. O. Morgan, 
M. R. Neely, F. C. R. Picton, J. G. Reynolds, N. A. Richards, S. 
Riterband, T. W. Roddie, C. A. Samad, E. M. Sandler, Olive C. 


Sandys, J. W. F. Scrimégeour, Sita Sen, J. G. Shelton, Norah P. ` 


Sherlock, J. A. McC. Smith, Doreen M. J. Stracey, A. B. Swarbreck, 
J. L. Taylor, S. D. Tewary, J. Watson, G. F. J. Williams. 


Pad 


~ 


The address of Nursing Services Branch of the Ministry of 
Labour and National-Service has been changed to: 3, St. James’s 
Square, London, S.W.1 (Telephone: WHltehall 5484). 


< Relapsing fever ` 
Deaths ee 


“We print below-a summary of Infectious Diseases and Vital sate 


in the British Isles during the week ended October 15. [No. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London: (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 










1948 (Corresponding Week) 
(ay |(b)| (c) | @ © 


1949 


Disease a RET A EAIN 
: an (a) | (b); (c) | (d| (e) 











Cerebrospinal fever 
Deaths a 


Diphtheria 
Deaths 


mm | =e | 


Dysentery 
Deaths 


Encephalitis _lethargica, 
acute r g 
Deaths 


Erysipelas 
Dea 


a fe | es | 


Infective enteritis or 
diarrhoea under 2 51 
ae 4 4 3 
Measles* 
Deathst 


Ophthalmia neonatorum 
Deaths ee yu 


Paratyphoid fever 
eaths as 
Pneumonia, influenzal~.. 
Deaths (from. influ- 
enza) = = 
Pneumonia, primary .. 
Deaths beg 
Polio-encephalitis, acute 
Deaths Ss T 


Poliomyelitis, acu 
Deaths§ aa 


Puerperal fever . . 
Deaths a 


Puerperal pyrexialj 
Deaths - gè 





Scarlet fever ..~ 


324] 206| 36 
Deathst sca (raped (gait 


1,844] 155| 243| 85| 144| 1,519] 103 


Smallpox 
Deaths _ 


Typhoid fever .. 
i Deat a 


Typhus fever 
Deaths 


Whooping-cough 
Deaths . se 


Deaths (0-1 year) 
Deaths (excluding still- 


’ births) i ss 
Annual death rate (per 


1,000 persons living) 


Live births a - 
Annual rate.per 1,000 
persons living oat 





Stillbirths ~ a Sa 
Rate per 1,000 total 
births (including 
stillborn) x 


` 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from Eee ane P tor Boglane and Wales, London 
administrative county), will no longer be published. ; 
€ arse eee primary form for England and Wales, London (administrative 
county), and Northern Ireland. aa f , 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


Notifications in the week ended October 22 were: polio- 
myelitis 385 (418), polio-encephalitis 29 (45). Figures for the 
previous week are in parentheses. It is hoped that the decline 
will be maintained, but it is to be expected that the figures will 
remain higher than usual at least until the end of the year. 

Multiple cases (poliomyelitis and polio-encephalitis together) 
occurred in the following counties: London 66 (68), Bedford 3 
(7), Berkshire 6 (4), Chester 8 (7), Cornwall 4 (6), Cumberland 
2°(7), Derby 5 (2), Dorset 3 (10), Durham 3 (4), Essex 32 (39), 
Gloucester 12 (21), Hertford 6 (11), Kent 26 (33); Lancaster 25 
(32), Leicester 13 (10), Lincoln, Lindsey 7 (0), Middlesex 19 
(18), Norfolk 8 (8), Northampton 2 (4), Northumberland 9 (3), 
Nottingham 9 (11), Somerset 10 (9), Southampton 13 (10), 
Stafford 12 (3), Surrey 16 (14), East Sussex 2 (4), West Sussex 
2 (2), Warwick 9 (16), Westmorland 2 (0), Wiltshire 4 (8), 
Worcester 2 (1), East Yorks 3 (3), North Yorks 3 (3), West 
Yorks 47 (48), Glamorgan 6 (4), Monmouth 4 (1). 


Discussion of Table- 


In England and Wales there were increases in the notifica- 

tions of scarlet fever 220, acute poliomyelitis 78, measles 66, 
and acute pneumonia 42, with decreases in the, incidence of 
dysentery 111 and whooping- cough 33. 
_ A slight increase in the incidence of scarlet fever was recorded 
in most regions; the only notable increase was 79 in Lanca- 
shire. The chief centres of scarlet fever in this county were 
Liverpool C.B. 63 and Manchester C.B. 61. 

The local returns for measles showed little. change ; jie 
largest rises in incidence were Durham 44 and Norfolk 30. 
Notifications of diphtheria were fairly constant, and the chief 
centres of infection were Liverpool C.B. 16 and Birmingham 11. 
In the incidence of whooping=cough, the largest changes were 
a -decrease .in Yorkshire -West Riding 37 and increases in 
Lancashire 25 and London 20. ` j 

Of the 13 cases of paratyphoid fever 8 were notified in 
Lancashire. Notifications of dysentery fell from 217 to 108 
in Lancashire; the largest returns during the week were Ince 
in Makerfield U.D. 31, Abram U.D. 20, Hindley U.D. 20, and 
Liverpool C.B. 18. Other large returns for dysentery were 
Durham 11 (Hetton U.D. 9) and London 10. Of the 29 cases 
of cerebrospinal ‘fever 9 were notified in Birmingham C.B. 

In Scotland there were increases in the notifications of scarlet 


- fever 41, acute primary pneumonia 31, whooping-cough 21, and 


diphtheria 10. A._ rise of 13 in the notifications of diphtheria 
occurred in Glasgow. The increased incidence of scarlet fever 
was confined to the western area; in~the remainder of the 
country there was a slight fal] in incidence. 

In Eire an increase of 33 in the notifications of measles and 


- a decrease of 14-for scarlet fever were recorded. ln Waterford 


C.B. there was an increase of 21 in the notifications of measles. 
For the fourth consecutive week a slight decrease was reported 
in the incidence of diarrhoea and enteritis. 

In Northern Ireland a decrease of 19 in the notifications of 
scarlet fever was the chief feature of the returns. This fall was 
contributed by Belfast C.B. i 


‘Quarterly Returns for England and Wales 


During the June quarter the birth rate was 17.7 per 1,000, 
compared with 18.8 for the second quarter of 1948. The infant 
mortality was 30 per 1.000 live births and was the lowest ever 
recorded for any second quarter, being 1 below the rate‘ for 
the June quarter of 1948 and-17 below the average for the 
second quarters of the ten years 1938-47. -The death rate was 
11.1 compared with 10.2 for the preceding second quarter and 
an average of 10.7 for the second quarters of 1943-7. Deaths 
attributed to acute poliomyelitis and polio-encephalitis num- 
bered 28. There were 20 cases of smallpox notified, with 5 
deaths. 5 

` Quarterly Returns for Northern Ireland 


The birth rate during the second quarter was 22.9 per 1,000, 
being 1.3 below the average of the five preceding second 


quarters. Infant mortality was 38 per 1,000 registered births 
and was 17 below the average of the corresponding quarters 
of the five preceding years. The death rate was 11.2 per 1,000. 
being 0.8 below the average of the five preceding second 
quarters. Deaths due to the principal epidemic diseases num- 
bered 68, and included 29 from influenza, 21 from diarrhoea 
and enteritis, 10 from whooping-cough, and 4 from diphtheria 
Deaths from pulmonary tuberculosis numbered 169 and from 
other forms of tuberculosis 48; these figures were 36 and 29. 
respectively, below the average of ‘the second quarters of 


‘ 1944-8. : 


Vital Statistics 
In reply to a question in the House of Commons on 
October 27 the following table was circulated. 





Death Rate per Birth Rate per Infant Mortality 
1,000 Total 1,000 Total Rate per 1,000 
Population Population Related Live Births 
1933 14-4 63 
1938 15-1 53 
1948* 17-9 34 
+ 1949 
March quarter*® 17-4 40 
June quarter* .. 17-7 30 
Sept. quarter® .. 16-7 26 








* Provisional: 


The expectation of life at birth in 1938 was 61.40 years for ` 
males and 65.84 for females. In’1945 it was 62.56 for males 


_and 68.58 for females. i 


— 


Week Ending October 22 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,909, whooping-cough 
834, diphtheria 92, measles 1,052, acute pneumonia 317. cerebro- 
spinal fever 24, acute poliomyelitis 385, acute polio-encephalitis 
29. dysentery 154, paratyphoid fever 18, typhoid fever 6, food- 
poisoning 88. 








Medical News 
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Commonwealth Fund Fellowships 

Fellowships tenable in the United States are offered to British 
subjects by the Commonwealth Fund of New York. The fellow- 
ships, which are not only medical, are in four categories : 
(1) 20 ordinary fellowships are open to candidates who (a) are 
over 23 and under 35 years old on September 1 of the year 
of award, and (b) have not worked or studied tn any educa- 
tional or research institution in the United States for one or 


"more academic years. Candidates in the United Kingdom and 


Northern Ireland must be university graduates. (2) Five home 
Civil Service fellowships are open to candidates holding perma- 
nent appointments in the higher ranks: of the Civil Service in 
Britain (three for administrative grades and two for technical 
and professional grades). (3) Five Dominion Civil Service 
fellowships are open to candidates who hold appointments 
under the Governments of Australia, New Zealand, and South 
Africa. (4) Two Colonial Civil Service fellowships are open 
to candidates who hold appointments under the Governments 
of the British Colonies, protectorates, and trust territories. Par- 
ticulars may be obtained from the secretary of the Committee 
of Award, 35 Portland Square, London, W.1. 


= 


B.M.S.A. Report 
The British Medical Students Asono fide. issued its 
annual report for the year 1948-9, which gives a summary of 


. the association’s many activities at headquarters and in the 


regions. Copies may be seen in the medical school libraries, 
and are held also by B.M.S.A. representatives in the medical 
schools. 


+ 


French Award 


The Médaille de, la Reconnaissance Française has been 
presented to Mr. Arthur Miller. 
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Eric Guttman Memorial Trust es ` 

A trust in memory of the late Eric Guttman was founded 
recently by his widow, Dr. Elizabeth Rosenberg. Its. purpose 
is: (a) To further the development .of the Guttman—Maciay 
collection of pictures and books related to art and psychiatry ; 
(6) to help the’ medical staff of the Bethlem Royal and Maudsley 
-Hospitals (other than staff- of consultant status) to attend 
scientific meetings and conferences ; 
. to young psychiatrists to further ‘their psychiatric training. 


; TO Scholars wee 3g 


and (c) to furnish loans. 


_ Further particulars may be obtained’from: The Trustees, Eric’ 


Guttman Memorial Trust, M apeey POS PIA Denmark Hill, 
London, S.E.5. 


New School of Occupational Therapy 
The Derby. School of Occupational Therapy was opened 


on October 27 by Dr. H: Balme, of the Ministry of Health: 
The school is. 
‘the seventh of its kind in the country and the first which forms | 
part of the National Health Service. Miss I. Fitchett, M.A.O.T., - 


- Rehabilitation and Resettlement Department.. 


formerly head occupational therapist to the United Sheffield 
Hospitals, is the principal. The courses last three years, and 
will be carried out in conjunction with the Derby School of 
Arts and Crafts. Practical experience, will be provided in the 
general, orthopaedic, and mental hospitals in the area. There 
-will be at least 60 students when the. school is in full opera- 
tion. The suggested formation of this school.was first sub- 
mitted to the Derby Corporation Health Committee in 1946. 
A-meeting of representatives of the Derby Corporation and 
Derbyshire County Council Hospitals and Education Com- 


mittees,-the local voluntary hospitals, and the medical profes- . 


sion endorsed the project, and advice was obtained from. the 
Association of Occupational Therapists. In view of the immi- 


nence of the “ Appointed. Day ” (Health Act) the scheme was. 


referred to the Sheffield Regional Hospital Board and approved. . 


- After July 5, 1948, a joint subcommittee: consisting of repre- 
sentatives from each of the four Derby Area Hospital Manage- 
ment Committees, the local authorities’ education committees, 
and the medical profession was appointed’ to administer «the 
school. ' . 


~ 
m 


Wessex Rahere Club. 

The second annual dinner of the Wessex: Rahere’ Club was 
held at the Spa Hotel, Bath, on October 15. Sir James Paterson 
Ross was the guest of honour and the chairman was Mr. C. E. 
Kindersley. The secretary reported that membership of the 
club, which was-open without- subscription to. all. Barts’ men 
-in the South-west, 
steadily. Professor R. A. Brocklehurst, was unanimously 
elected chairman for 1949-50. It was agreed that the third 
annual dinner would be held in Bristol on October 21, 
The toast-of the hospital was proposed by Mr. C. E. Kindersley 
and linked with the name of Sir James Paterson Ross.. In reply, 


Sir James outlined the_present plans.for the reconstruction and. 


development. of ‘St. Bartholomew’s Hospital, and mentioned 
particularly the progress which was being made at the Charter- 
house site and in the provision of a residential hostel. He 
emphasized that the quality of the students entering the-hospital 
“was as -high as ever. It is hoped that any Barts men who are 
interested, and are not yet in touch with the club, will notify 


their whereabouts to the honorary secretary, Mr. À. iva 


Bateman, 3, The Circus, Bath. 


Cai 


—_— 


The Sherrington Society 


v A new society named after Sir Charles Shennan has been 
‘formed at Liverpool by a group of students who have taken an 
honours degree in physiology and are continuing their studies 
in clinical med‘cine and dentistry. The aim of ‘the society is 
to bring together clinicians.and those who study the basic 
medical sciences. The first meeting was'held on October 19, 
when Sir Henry Cohen addressed an audience of about 300 
people on “Some Aspects of -Pain.” The next meeting will 


be held on’ November 9 at 7.30 p.m. in the physiology lecture ` 
. eighth lecture will be delivered by Sir Hugh Cairns, Nuffield 


theatré of the. University and will be’ addressed bv Professor 
A. C. Frazer, of Birmingham, on “Studies of Normal and 
Abnormal Fat Absorption in the Human Subject. = 


- 


f 


was now well over 100 and increasing. 


1950.- 


„Research, Oxford University ; 
“University ; 


Five American schélars have recently arrived in this country 
under the auspices of the-United States Educational Commission 


-to study various aspects of medicine for about nine months. 
It is the wish of the Commission that they should have oppor- 


tunities of meeting as many British men and women as possible 
of similar. interests. Their names and where .they are working 


‘are as follows: Dr. R. W. Russell, Institute of Psychiatry, London 


University ; Dr. E. Sachs, Jun., National Hospital, Queen Square, 
London ; Dr.`J. E. Thompson, Nuffield Institute for Medical 
Dr. R. Driver, Edinburgh 
Brand, London Schoo] of 


and Miss J. L. 


Economics. 


Ministry of Food Model By-laws $ 

The Ministry of Food has just issued to local authorities 
a series of model by-laws intended to supplement measures 
already in force under the Food and Drugs Act, 1938. They 
replace the series prepared by the Ministry of Health in 1939 
and should help to secure the observance of sanitary and cleanly 
conditions in the handling, wrapping, and delivering of food. 
Local -authorities and trade associations were consulted in the 
preparation of these model by-laws, and, their provisions cover 


` personal hygiene, cleanliness’ and good order of equipment, 


cleanliness of wrapping materials, and ihg deposit and removal 
of. refuse. 


Medical Golfing Society ~- 

The following prizes were won.at the autumn meeting of the 
Medical Golfing Society at Sandwich: Canny Ryall Cup, by 
Dr. H. McCann ; Rolf Creasy Salver, by Mr. E. B. Whitting- 
ham; Lindsay- Rea Cup, by Mr. T. A. Torrance; Veterans` 


“Cup, by Mr. W. McK. H. al Milsom Rees Cup, by 


Dr. M. B. Stungo. 


Paediatrician in Portugal 

Professor Alan Moncrieff, Nuffield Professor of Child Health 
in the University of London, is-lecturing in Portugal under the 
auspices of the British Council. He returns on November 10. 


Prospective Conservative Candidate 

Dr. A. Genevieve Rewcastle has been chosen prospective 
Conservative candidate for. West Willesden. This is Dr. Rew- 
castle’s first Parliamentary candidature. During the war she 
served in_the W.R.N.S., being the only ‘woman to attain the 
rank of ‘surgeon lieut. -commander. E 


COMING EVENTS 
Adlerian -Society ' 

A meeting of the medical section`of the Adlerian Society of 
Great Britain will be held at 11, Chandos Street, Cavendish 
Square, London, W., on Thursday, November 10, at 8 p.m., 
when Dr. Morris Robb will lecture. on “ Psychotherapy of 
Psychotics.” The discussion will bé opened by Dr. R.- 
Dennistoun Scott. 


Scientific Films - i Ñ 

The London Optical Practitioners’ Branch -of the Associa- 
tion -of Scientific Workers is holding an evening of scientific 
films of special interest to optical and medical practitioners 


- at Friends’ House, Euston Road, London, N.W.. on Thursday, 


November 10, at 7.30 p.m. The admission charge is 2s. 


The Victor Horsley Memorial Lecture 


- The‘ Victor -Horsley Memorial Fund, which was raised in 
` 1920 to commemorate the services of Sir Victor Horsley to 


science and the Empire. is devoted to the giving of. a lecture 
triennially in London entitled the “ Victor Horsley Memorial 
-Lécture.” By invitation of the trustees (the Presidents for the 
time being of the Royal Society, the Royal College of Surgeons 
of England, and the British Medical Association, the Senior 
Physician of the National Hospital, Queen Square, and Mr. 
Stanley G. Robinson, son-in-law of Sir Victor Horsley) the 


Professor of Surgery, University of Oxford, in No. 1 Lecture 
Room, University College Hospital Medical School, University 


y 
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Street, Gower Street, London, W.C.1, on Thursday, December 8, 
at 5 p.m. The title of the lecture is “Disturbances of Con- 
sciousness with Disorders of the Brain Stem,” ‘and the chair 
will be taken by Dr. F. M. R. Walshe, F.R.S. Admission to.the 
lecture is free on presentation of visiting-card. 


Manchester Royal Infirmary Old Residents’ Club 


Members are asked to‘note that it is proposed to hold the 
next reunion of old residents on Saturday, March 25, 1950, at 
Belle Vue, Manchester. Further details will be- notified Jater. 
Members should notify any recent change. of address to the 
Honorary Secretary, Old Residents’ Club, Manchester Royal. 
Infirmary. ° 


. SOCIETIES AND LECTURES 
` Monday. 

LONDON UNIVERSITY ——At University College (Chemistry Theatre), 
Gower Street, London, W.C., November 7, 5.15 -p.m., “The 
Chemistry of the Transuranics and Other Newly Discovered 
Elements,” by Rrofessor H. J. Emeléus, F.R.S, 


UNIVERSITY COLLEGE, Gower Street, London, W.C.—November 7, 
4.45 p.m., “ Bacterial Toxins,” by Dr. W. E. Van Heyningen. 


Tuesday 


CHELSEA CLINICAL Society.—At South Kensington Hotel, 47, Oues 
Gate Terrace, London, S.W., November 8, 7 for 7. 30 p.m., “A 
Stipendiary Magistrate,” discussion to be. opened by Mr. W. B. 
Frampton. 

EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At University 
py Buildings (Anatomy Lecture Theatre), Edinburgh, November 

5 p.m., “The Costoclavicular Syndrome,” by Professor 
E A. R. Stammers. 
EMNAT ENGINEERING SOCIETY. —At the Lighting Service 


Bureau, 2, Savoy Hill, London, W.C., November 8, 6 p.m., 
Specialized and General Lighting in Hospitals,” by Messrs. M. W. 
Peirce and D, J. Reed. A discussion will follow. . 


INSTITUTE OF DERMATOLOGY, 5, Lisle ~Street, 
London, W.C.—November 8, 
Skin,” by Dr. I. Muende, 

INSTITUTE OF OBSTETRICS AND GYNAECOLOGY.—At Postgraduate 
Medical School of London, Ducane Road, W., November 8, 
‘3 p.m., “ Kidney Function,” ‘by Professor K. J. ‘Franklin. 


Wednesday 


CAMBRIDGE Universiry.—At Addenbrooke’s Hospital, 
November 9, 2.30 p.m., 
Practitioner,” by Dr. L. B. Cole. 

LONDON UNIverRsIry.—At Westminster Medical School (Meyerstein 

` Lecture Theatre), Horseferry Road, Westminster, London, S.W., 
November 9, p-m., “ Post-partum Necrosis of the Anterior 
Pituitary Gland,” by Professor H. L. Sheehan. 

RoYAL FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, 
St. Vincent Street, Glasgow.—November 9, 5 p.m., * The Relation 
of H yperieision to Renal Circulation,” Dr. John Burns Lecture by 
Professor J. Trueta. 

ROYAL INSTITUTE OF PUBLIC HEALTH AND Hyctens, 28, Portland , 

* Place, London, W.—November 9, 3.30 p.m., “ Skin Ailments and ` 

„o the Public Health, ” by Dr. W. J. O'Donovan. 

SOCIAL PSYCHOTHERAPY (CENTRE, 7, Fellows Road, tondan N. W.— 
November 9, 5 p.m., “ Instructional Group Psychotherapy, qr,” by | 
Dr. E. N. Snowden. 


5 p.m., “ Histopathology of the 


Cambridge. 


SOCIETY OF CHEMICAL INDUSTRY: Foop Grourp.—At Imperial Insti- - 


tute, South Kensington; London, S.W., November 9, conversazione. 
6 p.m. Informal recepdon by Sir Harry and Lady - Lindsay and 
L. Bachara (chairman of the society) and Mrs.. 

Bacharach ; 645 p.m., film of Food Group on tour in France, 
June, 1949. Admission “by ticket only. 

SourH WEST LONDON MEDICAL SocieTy.—At, Bolingbroke Hospital, 
London, S.W., November 9, 8.30 p.m., “Hoarseness as a 
Symptom,” by "Mr. W. I. Daggett. 


: Thursday 


HONYMAN GILLESPIE Lecrure.—At Anatomy Theatre, University 
New Buildings, Teviot Place, Edinburgh, November p) 5 p.m. 
“ Amputations, with Special Reference to the ‘ Phanfom Limb’ 
Phenomena,” by Mr. G. H. Stevenson. 

“INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester SQuare, 
London, W:C.—November 10, 5 p.m., E Leuko lakia: Lichen 
Sclerosus of the Ano-genital Region,” by Dr. H. J. Wallace. . 

INSTITUTE OF Puysics: MANCHESTER AND Districr BRraNcy.—At 
College of Technology, Manchester, November 10, 6 pm, 


Leicester Square, ' 
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RoyAL COLLEGE OF PHYSICIANS oF LoNnDON, Pall Mall East, S.W.— 
November 10, 5 p.m., “ Sarcoidosis, with "Special Reference to the 
Lung Changes, ” Bradshaw Lecture by Dr. J. G. Scadding. ~ 

ROYAL COLLEGE OF SURGEONS y ENGLAND, Lincoln’s Inn Fields, 
‘London, .W.C.—November 10, 5 p.m., “ Visceral Actinomycosis 
and its Treatment, ” Bradshaw. Coe by Mr. V. Zachary Cope. 

St. Georce’s HospiraL MEDICAL SckooL, Hyde Park Corner, 
London, S. W.—November 10, 4.30 pm., ‘lecture-demonstration : 
“ Psychiatry,” by Dr. D. Curran. 

TORQUAY AND DISTRICT MEDICAL SOCIETY. —November 10, 8.30 p.m., 
clinical discussion. 

Friday 


- MAIDA -VALE HOSPITAL FOR Nervous DISEASES MEDICAL SCHOOL, 


“The Teaching Hospital and the General « 


“ Recent Advances in the Physiology of Colour Vision.’ by Pro- . 


fessor H. Hartridge, F.R.S. 
Engineering Society. - ) 

LIVERPOOL MEDICAL InsTiruTIoN.—November 10,3 p.m., “ Physio- 
logical Reactions of Bone. and the Problem of Non-union 
Fractures,” Hugh Owen Thomas Memorial Lecture by Sir Reginald 
Watson-Jones. 

PHARMACEUTICAL SOCIETY OF Great BRITAIN, 17, Bloomsbury Square, 

_ London, W.C.—November 10, 7.30 p.m‘, “ The British Pharma- 
ceutical Codex, 1949,” by T. C. Denston, B.Pharm., Ph.C., F.R.I.C. 


2 N 


Joint meeting with the Illuminating 


[] = > 


Maida Vale, London, W.—November 11, 5 p.m., clinical demon- 
stration by Dr. Blake Pritchard. 

ROYAL INSTITUTE OF' PHILOSOPHY, 14,‘Gordon Square, London, W.C. 
—November 11, 5.15 p.m., 
Philosophy,” by” Mr. S. E. Toulmin. 

RoyaL MEDICAL SOCIETY, 7, Melbourne Place, Edinburgh — 
November 11, 8 p.m., Unorthodox Healing—An Assessment,” 
by Mr. R. C. Tyldesley. 


‚ROYAL SANITARY. ee —At Huddersfield Technical College, 


November 11 a.m., “ Recent Regulations Relating to Milk,” 
by Dr. John Mo Gibson. 

SOCIETY OF : CHEMICAL INDUSTRY: FINE CHEMICALS GrRrouP.—At 
King’s Collegé (Chemistry Lecture Theatre), Strand, London, 
W.C., November 11, 7 p.m., “The Chemistry of Antihisfamine 
and Related Drugs,” by Dr. D. W. Adamson, M.Sc. A discussion 
will follow. 

UNIVERSITY COLLEGE, Gower Street, London, W.C.—November Li, 
5.15 p.m., “ Transmission of Excitation in Nerve and Muscle,” 
by Dr. Bernhard Katz. - 

West Kenr Mepico-CuHirurGicaL SocieTy.—At Miller Hospital, 
Greenwich High Road, London, S.E., November.11, 8.30 p.m., 
“ Some Conditions Affecting the Parotid Gland, dA by Dr. R. S. 
Bruce Pearson. i 

Saturday > 

BIOCHEMICAL SocieTy.—At London School of Hygiene and Tropical 
Medicine, Keppel Street, London, W.C., November 12, 11 a.m., 
281st meeting. “Symposium : “The Biological Oxidation of 
Aromatic -Rings.” 


APPOINTMENTS 


Lieutenant-Colonel F. M. Lipscomb, F.R.C.P., has been appointed 
Physician and Surgeon to the Royal Hospital,’ Chelsea. 


HOSPITAL FOR SICK Cane Great Ormond Street, London, W. C.— House- 
ees ser Registrar Grade), T. J. Rendle-Short, M.B., B.Ch., M.R.C.P., 
D.C.H., E. H. Back, M.B., B.Ch., M.R.CP., R. G. Mitchell, M.B.. Ch.B., 
M.R.C.P., D.C.H. House-surreon (Junior Registrar Grade), R. J. Alcock, M. B.. 
B.Ch. Resident Mediear Officer, Tadworth Court (Registrar Grade), Joan P. 
D'Arcy, M.B., B.Ch., B.A.O. Assistant Resident Medical Oficer, Tadworth 
Court (Junior Registrar Grade), Gwendoline Hewitt, M.B., B.S., D.G.O., D.C.H, 


BARREN, G. F.,.M.D., Consultant Chest Physician in the King’s Lynn and 
West Norfolk Area, East. Anglian Regional Hospita! Board. 


~ 








MARRIAGES, AND DEATHS 


BIRTHS 


Clift. —On October 21,. 1949, at Croydon, to Dr. Dorothy (née Newell), wife 
of A. F. Clift, F.R.C.S., a sister for Priscilla and Theo—Mary Elizabeth. 
Crittenden.—On October -26, 1949, to Stella (née Jolly), wife of Dr. ` Kenncth 
Crittenden, The Woodlands, Kings, Bromley, a daughter—Rosemary Jean. 


MARRIAGES 
Affleck—Barrow.—On October 17, 1949, in London, ‘Ian Affieck, O.B.E., 
M.R.C.S., L.R.C.P., of Kearsley, Farnworth, Lancs, to Yolande Barrow, 
of. Cognv, Rhone, France. 


BIRTHS, 


_Green—White.—On October 21, 1949, at St. Bodfan’s Church, Aber, Caernar- 


vonshire, David Mitchell Green, M.B., Ch.B., of 16. Ancrum Road, Dundee, 


to Elizabeth White, M.B., Ch.B., of re Caernarvonshire, and 6, South . 


Oswald Road, Edinburgh. 

Pearse Wiltiams—Wricht.—On October 15, 1949, at Epsom. Thomas Pearse 
Williams, M.D., F.R.C.P., of 50, Harley Street, London, W., to Joyce 
Christina Wright, C.S.M.M.G., younger daughter of the late j. J. Muir 
Wright and of Mrs. Muir Wright, of Bucklands, Kingswood. 


` DEATHS 


Bateman.—On October 21, 1949, ‘at 199, Shooters Hill, London, S.E., James 


Alexander Bateman, M.B., Ch.B. 

Crichton.—On October 21, 1949, at 31, Hillhead Street, Glasgow, W.. David 
Macquorn Rankine Crichton, M.B., C.M., J.P., of Burgh House, Maryhill, 
Glasgow. f 

Harrowell.—On October 27, 1949, at 113, Tadcaster Road, York, Francis 
William Harrowell, M.B., 
of Great Haywood, Staffs. 

Harvey.—On October- 25, 1949, at Chircheby House, Kirkby Malzeard, Ripon, 
Yorks. Robert George Mills Harvey, L.R.C.P.&S.I.. aged 85. 

Heasman.—On October 17 1949. at 18. Sea Road, Boscombe, Bournemouth, 
Frank Heasman ‘M.R C.S., L.R.C.P., aged 84. 

Herrlot.—On October 20, 1949 at 8, Castle Terrace, Berwick-on-Tweed, Thomas 
Pearson Herr ot. M.D., D.P.H. 

Moritz.—On October 18, 1949, at Stoney Hil, Walkerburn, Scotland, Amold 
Moritz, M.B., B.Ch., late of Melbury Court, Kensington, London, / W., 
aged 77. : 

Mallam.—On October 23, 1949. at Danetree, Compton, Berks, Dalton Mallam, 
M.R.C.S., L.R.C.P.. of Irstead, Neatishead, Norfolk. 

Morton —On October 16, 1949. at 15, Fothringham "Road, AYT, John Kerr 
Morton, M.B.. C.M., J.P., aged 84.” 

Necdham.—On October 24, 1949, 
C.LE., D.S.O., M.D., F.R.C.S., Colonel -I.M.S., Ret., 


aged 71. 


“ Scientific Concepts and § ynthetic : 


Ch.B., formerly of Beeston Hill, Leeds, and late. 


in London, Sir Richard Arthur Needham, . 


" 
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which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Hard-Water ==” : 


Q.—Is there. any evidence that. excessively hard .water has a 
deleterious effect on the general health ?. Apart ffoni increasing 
the hardness of a local.supply of water, ‘would the fact rhai it 
contains sea-water have any ill effect ? ‘ - 


A.—The controversy surrounding hard and soft water is an old 


one. Consumers are aware of the hardness of water by reason of 


its soap-destroying capacity and, where bicarbonates are ‘present — 


to any extent, by the accumulation of scale in kettles. It may. 
-well be that such effects „have drawn attention to the harder 
waters, which would riot otherwise have been associated with 
the various maladies which have from,time ‘to time been 
ascribed to them. Rheumatism, renal calculi, and a predisposi- 
tion to dyspepsia are among the ills attributed to hard water. 


Some workers have held, further, that the nature ‘of the sub 


stances -giving rise to the hardness influences the effects upon 
consumers, and have contended that magnesium salts are more 
harmful ‘than calcium salts. The daily. requirement: of calcium 
by the human body is of the.order of a gramme, while that 
of magnesium is probably’ ‘about half a gramme. The normal 
daily consumption of even ¿ a very hard.water would not supply 
these quantities, and there can be no question of the body’s 
receiving a surfeit of minerals through~a hard- water supply. 
Investigations have been made to.determine the relative states 
of health of large communities receiving hard ‘as distinct, froni 
soft waters, but no evidence has-been found that the general 
health has been affected one way or the other. Very soft waters 
may be plumbo-solvent ; very hard waters are domestically 


inconvenient, and the consensus of opinion is that the ideal.. 


hardness for a public supply is about 100 parts per million. 
It may be added from experience that, except: where a supply 
is unmistakably very soft, consumers often do not know, 
whether: their. water supply is hard’ or not. .In more than ope 


area people have complained of the hardness of a supply: 


when in fact it has been sóftened. = o R 
Undėrground supplies near the coasť-are sometimes subject 
to infiltration of sea-water. The susceptibility of individuals 


“to salt in water varies somewhat, but a concentration of 700 : 
In some - 


parts per million is just detectable by most people. 
parts of Essex there i is aS much as 1,400 parts per million, ‘but 


ANY QUESTIONS.’ ` 


' bradycardia, collapse,-sweating, salivation, and miosis. 
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retain a true tan by the winter use of-a a lamp in the home. 
-There is ‘no: scientific evidence ‘that exposure to- ultra-violet 
irradiation will confér immunity to colds, influenza, or other 
winter infections. A thorough investigation into this was 


f i ~ carried ‘out: by the Industrial Health Research Board, whose 
Correspondents should give their. names sand addresses (not for . 
publication) and include all relevant details in their questions, - 


' report (No. 89) -was published in’ 1946, This report was sum- 
-marized in the Journal, and was the subject of a leading article 
on June 8, 1946 (p. 882). - 
Neostigmine in Myasthenia Gravis 

Q.—Where does neostigmine exert its action? What dosage 
is: given- for an .early case of myasthenia gravis, and should 
administration be discontinued during remissions? Are any 
toxic or other, undesirable effects likely to follow a long- 
continued course of treatment ? 


A.—Neostigmine, like eserine, of which it ‘is a synthetic 
_analogue, acts at the neuromuscular junctions by inhibiting 
cholinesterase, which inactivates acetylcholine in the body. It 
‘thus increases the effect of acetylcholine liberated at the nerve 
endings. The exact cause of myasthenia gravis is unknown. 
- The disease may be due to a deficiency of acetylcholine, to an 
excess of cholinesterase, ‘or to the liberation of some curare- 
like poison? The’ dosage of neostigmine in myasthenia depends 
on the severity’ of the condition at the moment, and not on 
whether ‘the case is in the early stages or long-standing. The 
drug is usually given by the mouth in 15-mg. tablets. Mild 
“symptoms«may be-controlled by as little as two or three tablets 
a day; while severe symptoms may demand as much ‘as 12 
tablets in the 24 hours. In emergencies’ 1 to 2 mg. should 
be given by subcutaneous injection, There is no point in 
continuing’the medication during a complete remission. Toxic 
effects—which are relieved’ by atropine—are intestinal colic, - 
They - 
are due to overdosage or to unusual sensitivity to the drug 
and ‘not: to long-continued administration, as the effects of 
‘neostigmine are not cumulative. 


— 


F , Interpreting Laboratory Reports 


Q.—The. result of a serum test is reported as follows : 
-“ Salmonella, typhi {O and H), negative 1 in 25; Proteus 
“OX19, OX2, and OX K., negative I in 50.” ” What does this ~ 
imply ? A - 

. Å. — The absence from the blood of demonstrable antibody 
to the H and O antigens of Salmonella typhi suggests that the 
po vidual has not recently (say within the past two to three 
years) been inoculated against typhoid or suffered from a clinical 
attack of the disease. He might, of course,-be in’ the early 
stages of infection, since antibody does not usually develop in 
the first week, A negative finding, however, does not neces- 


have BECOME Poc uSfomen to it. 


- s 


: Softened Water e. i 


'Q.—Are there any dangers in the use of artificially softened 
water for drinking purposes during prégnancy and for young 
children? ° Should the diet be supplemented in any way? 


A.—When water is softened, calcium is removed. Hard water 
used for drinking and cooking may: ‘supply 0.2 g. of calcium per- 
day. The loss of this amount of calcium is unimportant: unless 
the amount supplied by the rest of the diet is very low ;-a pint - 
of milk supplies 0.7 g. Softening of water has no ‘ other action” 


Ny - 


i that A affect health. T 


No % `~ : ~ è = 
Ultra-violet Lamp in the Home sT 


Q.—Is it- possible, by an ultra-yiolet lamp used in the home, 
to retain a summer tan through the winter? Is it worth while 
doing, and would it confer any immunity to ONE ‘influenza, 
and other. winter infections ! ? e 2 


A.—The ultra-violet-lamps used in the home eve mercury- 
vapour emitters. The pigmentation caused by this spectrum is 
-of a greyish tinge and is not the same as the tan caused by the 
solar spectrum or the carbon arc, Thus it is,not possible to | 


+ 


- 
f 
1 r 
T: 


-Some patients do not develop any demonstrable agglutinin 
during an attack, and in a proportion of- inoculated . persons 
the antibody titre May drop-quickly to a low level;. but this 
need not imply that the individual has not developed,’ or has 
lost, resistance to‘ typhoid., Indeed, the function of humoral 
antibody as a protection against enteric. infection is not easily 
defined. It is known that antiserum containing O or O0+Vi 
antibody is protective against experimental infection in mice, 
' but why does the patient with demonstrable antibody in the 
blood develop a relapse, and why do recently inoculated and 
reinoculated troops sometimes succumb to infection? On the 
other hand, ‘among a susceptible ‘civilian community exposed 
to the risk of infection, as by drinking contaminated water, only 
a proportion get a clinical- attack. The serum of a chronic 
typhoid carrier’ may give negative reactions to the H and O 
antigens, but usually reacts positively (in a titre of 1 in 10 or 
higher) to the Vi antigen. - 

As much, or more, caution must be observed in interpreting i 
a negative response to Proteus OX19, OX2, and OX K. in rela- 
tion to rickettsial infection. In some severe cases of typhus, as 
well as.in mild cases, the Weil-Felix test may show a very low 
titre to the Proteus antigen; in other patients this antibody 
quickly falls below demonstrable level. Yet al] these patients 
are likely to have a high degree of resistance to further 


™~ t T 


- -by “ over-breathing.” 
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infection by typhus, ‘although not to other rickettsial infections, 
such as scrub typhus or Q fever. It should also be noted that,.in 
a variable proportion of sera from normal persons with no 
history of infection or inoculation, antibodies to the Salm. typhi 
and Proteus antigens may be demonstrated in titres _Tanging 
from 1 in = to 1 in 100. 


-—- 
- 
= 


Vasomotor Rhinorrhoea 


Q.—What investigations should be undertaken in a case of 


persistént vasomotor rhinorrhoea? For three years a patient 
has suffered from ‘a practically continuous severe vasomotor 
rhinorrhoea. There is a profuse discharge of mucus, and the 
need for continuous nose-blowing interferes with work and is 
a social handicap, besides being extremely fatiguing. He under- 
went an operation for deflected septum at the.age of 17.: The 
-nares are patent during remissions; the sinuses are not. 


infected; there is. no seasonal incidence, and no evidence of 
sensitivity, to a specific allergen. Causes of exacerbation are, 
mechanical, neurogenic, and psychogenic. Complete but 


temporary relief is, given by antihistamine agents applied 
locally and also by vigorous outdoor exercise. Is there any 
prospett of a cure? 


A.—The prospect of cure depends on finding the cause, 
which is often difficult. ‘The appearance of the mucous mem- 
brane of the nose might give a guide to the cause.- The nasal 
discharge should be examined on several occasions, during 


exacerbations and if possible during remissions, for eosinophil - 


and polymorphonuclear leucocytes. ‘If eosinophils only are 
found, the condition is allergic and the allergens are of the 
extrinsic type—for example, inhalants such as house dust, 
. feathers, foods, and drugs. If eosinophils and polymorphs 
occur together, the -condition is due eithér to a superadded 
infection of ‘a basic allergic oedema (extrinsic in type) or to an 
allergic reaction to an infection. If only polymorphonuclear 
leucocytes are found, the condition is infective. in origin, 
although it has been- suggested that some of these apparently 
primary infective cases are really secondary infections on a 
boggy mucous membrane produced ‘psychogenically.- 

In the allergic cases inhalants are the common: allergens, and 
skin tests are thus often helpful. They are best carried out and- 
their significance assessed by a competent worker in.this field. 
Foods and drugs account for only a small proportion of cases 
of allergic rhinitis. In the absence of a personal or family 
history of allergy, with’ no-eosinophils or pus cells in the nasal 
discharge, and with negative intracutaneous skin tests, a- psycho- 
. genic . cause should certainly be sought. - / 

, È i n% 


©, . . Fowls and. Cantharides 


Q.—Has it ever been established that fowls which have 
ingested cantharides and have subsequently been killed and 
eaten have caused fatal effects in man? f 


A.—No. We can find no reference to evidence that fowls 
which have eaten cantharides, and have subsequently been 
killed and eaten, have caused fatal accidents in man. 


rd 


Frequent Attacks of Petit Mal _ 


O.—What -is. the best treatment for a girl of 8 who has 20, 


to 50 attacks of petit mal daily? Attacks can be brought on 
While bathing she has no attacks and 
rarely when carrying out vigorous exercise. -Does this type of 
case require any treatment other than the usual anti-epilepsy 
dr ugs : a ` 

A. _Biectroencephalography should be carried out, if this 
has not already been done, in order to ascertain the type of 
dysrhythmia present. An abnormal rhythm of the wave-and- 
spike variety. would be an indication to try “tridione,” but no 


ANY QUESTIONS ? 


- our usual annual dinner. 


- 


other type of rhythm is likely to respond to this drug. ` In addi- - 


tion to the ordinary anticonvulsant drugs, it would be worth 
while trying belladonna in doses of 5`to 10 minims (0.3 to 
0.6 ml.) of the tincture three times 4 day, and also amphetamine 
sulphate in doses of 2.5 mg. two or three times a day, the last 
dose being taken not later than tea-time. A Ketogenic diet is 
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sometimes successful, but it is probably impracticable outside 
a hospital to-day. Petit-mál attacks of such frequency are often 


described as pyknolepsy. There is doubt whether this is a 
nosological entity, but in some such ‘cases, although the attacks - 


respond little, if at all, to treatment, SE cease Spontaneously, i 


Z, 


Washing out the Stomach 
Q.—In a case of non-corrosive poisoning, what advantage 


has gastric lavage over apomorphine pe plenty of salt and -` 


water ? 


~ A.—When gastric lavage is used it is possible to be certain l 


that the stomach has been-thoroughly washed out by looking 
at the washing. Plenty’of. salt and water plus a dose of apo- 
morphine, would sometimes be just as efficient, but it might 
“not always be so. $ . 


— 


NOTES AND COMMENTS 

Jealousy in a Child.—Colonel N. J. C. RUTHERFORD (Farnham, 
Surrey) writes: With reference to-the question and answer on the 
above subject (“Any Questions?” August 27, p. 495), I have 
recently observed the same situation. A sturdy little boy aged 4 
showed almost virulent dislike of his sister aged 2 years. It got so 
bad that neighbours grew alarmed and warned an anxious young 
mother. The boy would deliberately charge into his sister and 
knock her over ; and when he thought himself unobserved he would 
make violent attacks on ‘the little girl, who, incidentally, was a 
particularly gentle and shy child. There was no question of dis- 
ability in the mother, but the father, being a Regular officer, was 
much away from home. The ‘mother was firm in a way, but never 
-used any form of corporal punishment to control the boy. Then 
the father came home for a longish-spell of. leave, and the situation 
changed rapidly. The boy was not smacked, but was shown plainly 
that ill-treatment of his sister méant isolation. from the other mem- 
bers of the family and a marked air of general displeasure (some- 
what spoilt by the little girl victim, who invariably made up to the 
naughty one during such sessions). Going to-children’s parties was 


beneficial, as sometimes the family spirit was aroused and the boy - 


had to stand up for his sister against comparative strangers, 
‘which he did in no uncertain fashion,’and acquired a Protective 
spirit. In this case there‘is no doubt that 2 grandfather displayed 
Jike characteristics in his youth. I cannot see psychotherapy having 
‘much influence in this case. The boy is essentially masculine, full 
of pluck, has a mind of his own, is no fool, and’ will one day be a 
natural leader. It is just a phase and will pass away as the years grow. 


Hunterian Society. —Dr, CLEMENT FRANCIS writes: The president 
and council of the Hunterian Society much appreciate the notice of 
the Hunterian party (October 15, p. 868). But there is one error in 
the opening sentence which I should be grateful if you could perhaps 
correct. The annual party is im addition to, and not instead of, the 


annual dinner. which is to be held at Grosvenor House on February | 


16, 1950. The mistake has probably arisen from the fact that two 
years ago we were. unable, because of rationing problems, to hold 


~ 
r 


Treatment of Stings.—Captain J. F. Gow, IA.M.C., writes from 
Kankinara, West Bengal: I have read correspondence off and on 


regarding bee stings and jelly-fish stings and I do not remember ever - 


having seen vinegar and salt mentioned as a treatment. The treat- 
ment consists in taking about one teaspoonful of common salt and 
adding to it an equal quantity of vinegar and rubbing in the mixture 


. well at the point of the sting. The relief is instantaneous, and no 


inflammation results. This ‘treatment should be carried out as soon 
as possible after the individual has beén ‘stung. 
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TUBERCULOSIS IN EUROPE 


DURING AND AFTER THE 


* SECOND WORLD WAR 


BY 


MARC DANIELS, M.R.C.P., D.P.H. 
Member of the Scientific Staff of the Medical Research Council 


Among the suggestions made by Dr. Milroy for the lectures 
‘on State medicine and public health which he established 
over 60 years ago is the following : 7 


“XVIII . . . that more diligent and continued attention may 
be paid than has yet been attempted in this country to the study 
- of the accurate Geography of Diseases, (and to) the exact date 
of each epidemic-prevalence ... of the ordinary endemic 
maladies in different countries and localities, together with 
a brief notice of any exceptional feature . . . characteristic 
of each aggravated manifestation of the malady in question, 
so that some record of its varying natural history may be pre- 
served for the benefit of future times. The want of thoroughly 
trustworthy information on this department of professional 
investigation has had much to do with causing the numerous 
errors and fluctuations of opinion which have hitherto retarded 
the real progress of sound knowledge on various questions. 
An accurate geography of many diseases is often essential to 
the complete determination of their true natural history.” 


It is a sobering thought that these words, written in days 
when the epidemiological study of infectious diseases was 
still in its infancy, are as true of tuberculosis to-day as they 
were then. The amount of work that has been done on 
tuberculosis, and particularly the amount that has been 
published in the past 50 years, defies calculation ; -but the 
number of sound epidemiological studies of the disease can 
easily be enumerated, and our knowledge of its natural his- 
tory is still rudimentary. In fact, though there has been a 
progressive and striking reduction in tuberculosis mortality 
since the time of Dr. Milroy, it is still the main killing 
disease at the most productive ages of man. Dr. Stocks 
(1944) has estimated on the basis of a combination of 
morbidity and mortality statistics that in 1938 there must 
have been at any one time in England and Wales about 
100,000 persons with clinically active pulmonary tuber- 
culosis and about 650,000 in a quiéscent-state ; and of this 
total about 60,000 were expected to die eventually of ‘the 
_disease. Its effect on the productive capacity of the popula- 
tion is demonstrated by the fact that the mortality from 
the disease in England and Wales in 1945 represented a 
loss of 565,000 person-years of future lifetimé between the 
ages of 15 and 65 (Stocks, 1949). l m 

The nineteen-thirties and the early years of the war saw 
discoveries of so great importance in the treatment of acute 
infections and in the prevention of such diseases as typhus 
that they reduced to relatively low proportions the toll 
usually taken by war in disease. It had become a common- 
place to compare the numbers who died’in past wars from 
casualties in battle with those dying from diseases such as 


- 


A 


typhus, dysentery, and typhoid. But for the second world 
war this does not apply ; though there were some epidemics 
of these diseases they did not reach anything like their 
former gravity and distribution. Tuberculosis rates, how- 
ever, rose in every European country seriously affected 
by the war, and there is now a growing realization in 
Europe that tuberculosis is our main public health problem. 
A study of the trends of the disease during the war years- 
may be_of some value in contemplating future action. 


With these considerations information is presented here 


‘on wartime and post-war tuberculosis trends, and on the 


development of tuberculosis services in different European 
countries since the end of the war. Much of the informa- 
tion was collected during service with Unrra ; the disturbing 
scenes one saw then aroused and focused interest on some 
of the problems to be discussed here. 


DEATH RATES AND PREVALENCE* 
Tuberculosis Mortality 


When one presents statistics of tuberculosis in Europe it 
is with a feeling that they are better than no information 
at all, but not much better. There are countries in which 
as many as 50% of the deaths are not medically certified, 
and where 15 to 20% are registered as being due to 
unknown causes. Even in France as many as 10% of 
deaths are registered as of cause unknown. Most regional 
statistics within the European countries are unreliable ; in 
most cases the deaths are registered at the place where they 
occur and are not referred to the residential population. 
The fear of tuberculosis in backward populations is 
responsible for much evasion of tuberculosis certification. 
In addition to all this, one must take into account the 
many factors operating during war and the German occupa- 
tion, conditions to make statistics of any kind many. times 
less reliable than before. The drafting of men into military 
service or into forced labour for the Nazis, the Jews 
deported, the numbers taken prisoner of war or thrown into 
concentration camps ; the people who died away from their 
homeland by violence on the battlefield, in air raids, or in 
gas chambers, or of untreated diseases in camp or else- 
where; the migration of millions during and after the 
liberation, including the return to their homes of prisoners 
of war many of whom had a high incidence of pulmonary 
tuberculosis : these factors combine to modify all statistics 


*The first of two Milroy Lectures (abridged) delivered at the Royal 
College of Physicians on February 15 and 17, 1949. 
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obfained. | 


in the circumstances, the circumstances of 
war and post-war. ` os 

Before looking at the trends ‘of tuber-. 
culosis mortality during and after the 


- second world. war we can rapidly. view 


we 


the remarkable -fall in the rates over the 
past 50 years.' Thé tuberculosis death 
rates fell. in several: ‘European countries 
from above 200 per 100,000 in 1885 to 
-below 100 in 1935. The most striking fall 


- Was in Denmark ; the rate there was one 


of the highest tecorded i in Europe in 1885, 
‘with a mortality of nearly 300, and in 
1935 it was below 50. In most European 
E and particularly in Germany, 
Austria, and Belgium, there was a sharp 
rise between 1914 and 1918. A striking 
feature of the. trends is that shortly after « 
the end of that war the rate had declined ` 
to a level which it would normally have 
reached if the pre-war trends had con- 
tinued uninterrupted. 

- The changes-in the. period between the 
two wars and during the recent war are 
démonstrated in the maps (Figs. 1-3). Inv 
. Fig. 1 are charted the. tuberculosis mor- 
tality rates in the countries of Europe in 


‘the period 1921 to 1925. It is obvious- 


from this map that tuberculosis death — 
rates in European countries were in the 





_ Fig. 1-—Tuberculosis mortality in Europe; 1921-5 : 
So’ all the figures to be given here ‘bear this 
they are the statistics that were’ obtainable 
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as high as in these. 
countries- -Were among the highest in Europe. 
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Eastern Europe, France, Spain, Norway, f 
and Ireland. , , 
The second map (Fig: 2) demonia 


the striking change which had taken place 
- by -1938. In England and Wales, Scot- | 


land, Belgium, Holland, Denmark, and 
Germany the tuberculosis mortality had 
fallen below 75 per 100,000, and in Nor- 
way, Sweden,’ Switzerland, and Italy: it 
was below 100. In France, Spain, Portu- © 
gal, and practiéally the whole of Eastern 
Europe the rates were still very high, 
though in Czechoslovakia and in Austria 
there had been some-improvement. It is 
this particular picture that wé must bear 
in mind in considering to what extent the 
tuberculosis situation was affected in the 


different countries by the conditions of- 


war, 

In Fig, 3 are: charted the tuberculosis 
death rates for 1946. Statistics for some 
countries are as yet so incomplete that it 
has been necessary to leave them blank.. 


- butan outstanding feature is the relatively 


low rates ‘in the whole of the mid-conti- 
nent of Europe :-in France and in Nor- 
way and Sweden the mortality was lower 
than in 1938, in Germany and Scotland 
somewhat higher. We have- figures as 
shown for Poland, Rumania, Hungary; - 
and Bulgaria, and it is justifiable to 
assume that the tuberculosis mortality in 
~- the other. Eastern European countries is 
Before- the war the rates in these 


r 


Fic: 2.—Tuberculosis merely in Europe, 1938. 
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nineteen-twenties still very high according | 


to present standards in all countries except 
Denmark ; the- mortality . was highest in 
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Coming now to a study of what happened in ei country 
during and after the war, we can’ consider three main 


groups of countries : 


wartime rise in tuberculosis mortality, a second group in 

which there was.a rise in the early years of. the war and 

then a-continuous fall, and a -third group: in’ which there 
. was a rise in the latter part of the war. 
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_ I. Countries in Which 


mortality in 
Wartime Rise (Fig. 4) 

In Denmark the 
rate was low in 193 

(rate 34) and slightly 

lower in 1945 (rate 

- -33). It has the lowest 


` 


ity in. Europe. At 


century, the rate was 
as high as in most | 


OT eget raw other countries. In 


1938-39 40 “I 
t 1 


p2 : SWECEN K.” 


DENMARK - 


the past 50 years 
; - \, there has been a 
be very notable rise in 

_ living standards in . 
‘this- small country, - 
: and during the 
te an period ‘between the 
* two-wars public 
social care was de- 

~ veloped consider- 


as BEE ably. In this war 


- o} Denmark fared better 
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certain food supplies were limited, but 
there was never an acute shortage. In a 
number of other countries with particu- 
larly high tuberculosis rates before the 
war the rates remained high but there was 
no significant change, and Spain, Bulgaria, 
‘and Finland are typical of these. Switzer- 
land had-a' medium rate, and, though 
there’ was an arrest in the decline of the 
pre-war years, there was no serious rise. 
Finally, in two countries, Norway and 
Sweden, there was a definite fall during 
the: war years—in Sweden from 82 in 
1938 to 51 in 1946, and in Norway from 
88 to 65. There was a rise in 1943 and 


' early 1944 in Oslo, attributed to a deterio- 


ration in the food supply. - 


Il. Countries in Which the Rate Rose in the 
First Years and Fell in the Later Years of the 
War (Fig. 5) 


The principal countries showing this 
trend are England and Wales, Belgium, 
Eire, and France. 

In Belgium the rate rose from 69 to 98 
in 1941 and fell subsequently to a level 
in 1946 just below that of 1938, and 
there was a further slight decline in 1947. 
There is enough in the chaos .of the first 
two years of the war to explain the rise 
to a peak in 1941: the destruction and 
occupation of sanatoria, the discharge of 
patients to their homes, the breakdown 
of food distribution, the overcrowding 
and lack of hygiene. However, the cen- 


there was Little or No . 


tuberculosis - mortal- 


the beginning of the 


‘France. 
than most countries 5, 


tral tuberculosis organization was re-established rapidly, 
after some opposition from the occupying authority, and by 


‘as before the war. 


one in which there was little.or no~ 1942 there were-almost as many sanatorium beds available 
Double rations: were accorded by the 


dispensaries not only to patients with acute tuberculosis but 
also to those whose lesions had been active within the past 


_five years: 


All things considered, there is enough to explain 


the rapid recovery after 1941, though it is important to note 
that the pre-war level had only just’been reached in 1947. 


In Eire there was ` 


a continuing rise Fic. 5.—Tuberculosis mortality in 

‘1 194243: qe European countries in which the war- 
unti EE app time rate rose and later feli, 1938-47. 
rently Eire was the  DEATK RATE J 
only neutral country PER 100,000 


in Europe to suffer 


for the- whole of 
France shows a rise 
in 1941 and a subse- 


quent decline, at 
first gradual and 
then quite steep. 


The faté- now is 


little -more than half 
that for 19387” These 


_trends were not the 


throughout 
_ The curve 
for Paris shows the 


same 
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general trend in an exaggerated form, with an acute rise 
from 155 in 1938 to-215 in 1941 and subsequently a very 
rapid fall to a level far below that of 1938 (72 in 1947). But 
other regions showed quite different .tendencies. In 
Normandy, Brittany, and Eastern France there was an 
ample supply of animal food and milk, and in these regions, 
where there:had always been a high mortality from tuber- 
culosis, the rate declined throughout the war. In the 
South, on the contrary, in Bouches du Rhône, in Vaucluse, 
and in Var, the tuberculosis problem continued to be acute 
up to 1943, and this can be related to the very severe food 
shortages in. these districts. i 

For France one-must make reservations on the absolute 
value of mortality figures, but comparisons between years 
are valid. Apart from the striking feature of the differing 
reactions in various parts of France, the most outstanding 


is the very rapid decline of the, death rate in France after: 


the preliminary rise. This fall in the tuberculosis death 
rate is greater than for any other country in Europe. During 
the first years of the war the tuberculosis and the general 
death rates followed a similar course. But since 1943 the 
general death rate has remained higher than before the war : 
so the proportionate tuberculosis mortality in the department 
of Seine, for instance, went down from 13.5 % in 1938 to 
9.1% in 1945. For the whole of France it is now 6%, 
and this means in fact that it is approaching the level 
of relative importance that tuberculosis has in England as 
a public health problem. If we consider the ‘pulmonary 
tuberculosis mortality separately we find an even more 
acute decline ; the death rate from non-pulmonary tuber- 
culosis was unchanged. It is important to note that this 


steep decline in- the death rates from tuberculosis has been’ 


observed in most parts of the country; this is obvious 
in the most recent figures for. separate large cities. of 
France. 

In England and Wales, as in Belgium and France, there 
was a rise in the first two years of the war, though less 
acute than in those countries. Obviously our experiences 


occupied countries, but in 1940 the air raids and the antici- 
pated invasion, with evacuation of sanatoria from the 
danger areas and of hospitals to make room for air-raid 
casualties, combined to produce a situation highly favour- 
able for the tubercle bacillus. The increase was 13% in 
the first two years. In this increase anxiety and overwork 
must have played an important part ; there is evidence also 
that increased‘ opportunities for infection were a major 
factor. The evacuation of hospitals and sanatoria, the 
black-out conditions, the overcrowding in homes because of 
air raids and billeting, the numbers of tuberculous -patients 
drawn into industry, and the coming in contact with them 
of numbers of people who previously had led a relatively 
isolated life, must all have combined to increase infections 
greatly over the pre-war rates. There was in fact a marked 
increase among children under 5 : between 1938 and 1941 
deaths from respiratory tuberculosis went up 55% in boys 
and 105% in girls. 

For meningitis in children up to 10 years there was-an 
increase of 50%, and there is evidence that the majority 
of these infections were caused by the human bacillus. In 
mental. hospitals in England and Wales, which already 
before- the war showed an alarmingly high tuberculosis 


~- mortality—namely, 377—the rate increased by 140% to 


901. Here the dominant factors must have been low nutri- 
tion and increased infection with overcrowding. Since 
1941 the tuberculosis death rates in England and Wales 
have gradually declined, though they have not reached the 
level that would have been expected if pre-war trends had 
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continued, uninterrupted. In children~under 5 the death 
rate has remained above the level reached before the war 


Countries in Which the Death Rates Rose Through 
the War Years.to a Peak at the End of the War 
In Fig. 6 are shown the trends in several countries ; the 
rates are those for large cities, as with the exception of 
Holland the overall national rates are not known. All show 
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Fic. 6.—Tuberculosis mortality in European cities, 1938-47. 


the same type of curve with an acute drop at the end. All 
are countries which were most severely affected in the final 
years of the war. i 


In Holland the rise was greater in- Amsterdam than in 
the rest of the country—this is the more important as 
between the wars the rate in Amsterdam had declined to 
a lower figure. Between 1939 and 1945 it rose 208%, 
compared with the rise of 111% for the whole country. 
There is no doubt that the worst suffering in Holland was 
during the fighting in the final year. In Amsterdam many ' 
died of starvation. The deaths from all causes in the first 
half-year, which in 1939 numbered 3,736, totalled 9,701 
in 1945, Deaths from infantile diarrhoea were 4 in 1939, 
38 in 1944, and 255 in 1945. á 


In both Hungary and Austria there was `a very acute 
rise at the-end of the war. In Budapest the food situation 


' given for the greater mortality in Berlin are : 
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was not bad during the war, but there was chaos during 
the final year, and inflation with an acute food shortage. 
A very similar.situation developed in Vienna. The highest 
mortality in Vienna was in the working-class boroughs ; in 
one of the boroughs where there were the worst housing 
conditions the death rate was 322 in 1945. In both cities 
there was a sharp drop after 1945. 


For Rome the peak of mortality was in 1944, and the 


: death .rate subsequently fell steeply. A study of the 


mortality in different parts of Italy reveals some interesting 
factors,.reflecting here as in France the differences in con- 
ditions. The trends up to 1942 are very similar ; by then 
there was an increase in tuberculosis deaths- of 36-41% 
for respiratory tuberculosis, 21 % for other tuberculosis. For 
cities of Southern Italy the mortality then went down 
gradually ; we can recall that this part of the country was 
little affected by the fighting after the invasion. In Northern 
Italy there was a fall in 1943 and 1944 and another rise 
in 1945 corresponding with the campaign at the end of the 
war.- But in Central Italy, where the most severe war 
conditions prevailed’ and for the longest period of ‘time, 
the death rate rose steeply in 1943 and 1944 to a rate 130% 
above that of 1939. Subsequently there has been a drop, 
but in 1946 the rate (83 for the whole of Italy) was still 
above the pre-war figure : if the rate of decline in pre-war 
years had continued, mortality in 1946 would have been 
about. 50. i : 
In Germany also conditions were worst in the final years 
of the war; thé aerial bombing, the disruption of public 
health activities, and the breakdown in food supplies must 
have contributed to produce the acute rise in 1945 after a 
moderate rise in the preceding war years. In all areas there 
has been a fall in mortality since 1945. The situation is 
much graver in Berlin than elsewhere. Among reasons 


war, the effects of continual as opposed to sporadic raids, 
and since the war the food difficulties—much more serious 


than in the British and United States Zones—and parti-. 


cularly the fact that Berlin has been cut off from use of 
its sanatorium beds, most of which were outside the city. 
In this respect the Zones were relatively well placed ; Berlin 
was left with a little over 5,500 beds, or 0.7 bed per death, 


during the 
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- higher than in 1932. 


compared with over 2 beds per death in the British Zone. ` 


The exceptional opportunities for hospital treatment of 
cases in the Zones may well be. responsible for at least a 
part of the post-war decline in mortality. The tuberculosis 


mortality in the Western Zones of Germany is well below ` 


that of many other European countries, including Scotland 
and Ireland. The most recent figures for 1948 show a 
continuing fall in all areas, including Berlin, where the rate 


for the first half-year was 30% below that for the first. 


half of 1947. 


Poland is one of the-countries which already before the 
war had a high death rate from tuberculosis. Figures 
for the whole country are not available, but we know that 
in the cities with one exception’ the rate was over 150 per 
100,000. 
some records were preserved, and it has been possible to 
trace the course of the disease through the grim years ,of 
the occupation. Already by 1941 the mortality from tuber- 


_culosis in Warsaw had increased by nearly 200% over 1938, 


and in Lodz the increase was 80%. These are the worst 
recorded tuberculosis death rates that we found anywhere ; 
there is sufficient in the conditions of the occupation to 
explain the magnitude of the rise. The rate persisted at a 
very high level, increasing further until the end of the war, 
since when-there has been a rapid fall, and in all towns 
the rate is-now well below the pre-war level. For com- 
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bined figures of six main towns the most recent rate—for 
the year from mid-1947 to mid-1948—is 28% below the 
1938 figure. In Katowice, a flourishing mining and indus- 
trial centre, the rate is now 63 compared with 101 pre-war. 

There is less information on the mortality trends in Yugo- 
slavia, but in the city of Ljubljana, which before the war 
had a particularly active tuberculosis control department, 
the death rate rose from 70 in 1940 to 263 in 1944. 

Among the millions who died in concentration camps 
tuberculosis was only one of many causes Contributing to 
death ; but it was found in a very high proportion when 
the conditions in the camps were revealed at the libera- 
tion : 40% of necropsies at Dachau showed advanced 
tuberculosis. Of 64 cases of starvation studied in Belsen 
Hospital 27 had definite tuberculosis. At Buchenwald, 
Dachau, Nordhausen, and other camps, hundreds of tuber- 
culous patients were taken out when the camps were 
liberated, many of them so ill that they died within a few ` 
days. 

Tuberculosis trends in Scotland merit particular study, as 
this is the one country which, after having been seriously 
affected by the war, has shown no improvement in rates 
since the end of the war : there has even been a rise to a 
rate higher than the peak during wartime. Fig, 7 shows 
the death rates from 
respiratory: tubercu- 
losis between 1932 
and 1946. The curve 
for the whole coun- 
try shows the slow - 
decline between 1932 
and 1939 and the 
Tise in the first year 
of the war; this level 
was maintained to 
1945, since when 
there has been a 
further rise to a rate 
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Fic. 7.—Death rates from respiratory 
tuberculosis, Scotland, 1932-46. 
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The combined rate 
for the large burghs 
shows a marked rise, and maintenance at a level well 
above 1932, The rate for the counties (excluding large 
burghs) showed a steeper decline in the pre-war years, a 
less marked but sustained increase during the war years, 
and in 1946 a rate still below the 1932 rate. The main 
part of the rise in Scotland is due to the rates in the 
Cities, and it : 
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Fic. 8.—Death rates from respiratory tubercu- 
losis, Scottish towns, 1920-47. 


~a 


f 


1070 Nov. 12, 1949 


TUBERCULOSIS IN EUROPE 


BRITISH 
MEDICAL JOURNAL 


OO 


war, and a fall since then” to a level below that for 
1939; this is similar to what is happening in England. 
In Edinburgh there was a slower decline in the pre-war 
` years,.a fall at the end-of the war, then a rise. It is 
Glasgow which presents the main ‘problem : with its 
population of one million—i.e., one-fifth that of the whole 
of Scotland—it plays a large part in determining the overall 
trends. The first striking fact is that the decline in tuber- 
culosis rates was arrested during the nineteen-thirties. 
Secondly, the wartime rise was steep and has been main- 
tained at a. level as high as the 1921 rate. There is at 
present a commission studying the causes of these trends, 
and one can only‘underline the differences between the 
trends in Scotland. and those in the rest of the continent 
of Europe, : 


Age and Sex Analysis of Death Rates 


An interesting phenomenon in the wartime rise in tuber- 
culosis has been the predominance of the rise in men, 
except in. Scotland (Fig. 9). In some countries, in fact, 

‘ the rise was confined 
to males. Even in 
Denmark, where the 
overall rate ` from 
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culosis had re- 
mained stationary at 
the low rate of 29 
throughout the war, 
analysis shows that 
this rate was’ com- 
posed of a rate in 
males rising from 28 
to 33, and in. females 
falling from 30 to 
25.7 Similar trends 
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Fic. 9.—Respiratory tuberculosis death ee . h 
rates (male and female); showing pre- In Belgium, where 
dominance of the rise in men in Belgium as in most other 


and Denmark, compared with the trend 


in Glasgow. countries the rate 


in males was 
already higher before the war, the phenomenon is morte 
striking. In 1941, at the peak of mortality, the increase 
over the 1938 rate was 49% in males and 36% in females. 
The subsequent decline was much slower in males: in 
1944 the female’ rate had returned to, the pre-war level, 
and. by 1947 was 20% below; the male rate in 1944 was 
still 32% above the pre-war level, and did not reach it till 
1947. There is much less difference between the sexes in 
the rates for non-pulmonary tuberculosis. In Italy there 
was a similar rise; whereas in 1939 the male death, rate 
was 2% higher than in females, in 1946 it was 27% 
higher, 

In France there was very little rise in the female rate 
in the years: 1939-41;-and a considerable drop subsequently 
at all ages. 
ages, and a subsequent drop much below the 1935 rates. 
It is particularly marked in the 30-50 age group. 
overall rise in the first two-years of the war was 16% in 
females and 57% in males. A noteworthy feature of the 


remarkable fall in tuberculosis mortality in France is that, 


it occurred in all age groups except young children~and 
old people. 


In Berlin, where as we have seen there was ‘an alarming. 


increase in tuberculosis, the increase was greater in men 
than in women, and occurred at all adult age groups. In 
Hamburg, if one compares the 1946 rate with that for 1939, 


pulmonary tuber- . 


In ‘males there was a very great increase at all. 


The 


in females there was no increase, whereas in males the rate 
was nearly 50% higher in 1946 than in 1939. 

In Scotland, on the contrary, there has been a greater 
increase in females than in males (in 1946-7 the respiratory 
tuberculosis death rate was 19% higher in males, 32% 
higher in females, than at the outbreak of war). In fact, 
the exceptional rise of rate in women is the main feature 
of the persisting high rate in Scotland when compared with 
the rest of Europe. An analysis of the data in age groups 
shows that in females the increase was predominantly in 
young women. - In men the increase was wholly in the 
older age groups. 

Many possible causes have been suggested for the 
excessive rise of mortality in males in countries other than 
Scotland. Certainly in part it may be due to the selection 
by the Services of healthy non-tuberculous members. of 
the young adult population. . But where rates are calculated 
on the whole population this does not apply ; and, more- 
over, we have seen that the older age groups showed a 
greater rise than those affected by military service. 
Deterioration in working conditions and participation in’ 
outside work in civil defence duties in this country or in 
resistance movements in other countries may have played 
a part. In this respect, however, it is interesting to note 
that in the mental hospitals in England and Wales the 
increase was greater in males than in females and that it 
has persisted in males at a level 60% above 1939, whereas 
in females it is now back at the 1939 level. There, either 
added exposure to infection or undernutrition, or both, 
must be responsible. It has been suggested elsewhere that 
reaction to malnutrition is more severe in males than in 
females, but definite proof of this is lacking. 

It is interesting to look in rather more detail at‘ the age- 
group trends in each of the sexes. In Fig. 10 for England 
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Fic. 10.—Tuberculosis mortality in England and Wales at various 
apes (male and female, and including non-civilians),-in 1931-5, 1938. 
and 1947, Respiratory tuberculosis only. 


and Wales, where the rates are adjusted to include non- 
civilians, one sees first that in females a peak at ages 20-24 
ıs maintained, and that there is a fall in all age groups, 
whereas in males the rates are lower in 1947 than in 1939 
at all ages except young children and the over-fifties. This 
is part of a phenomenon which is being increasingly noted 
in other countries—namely, the maintenance of the acutely 
peaked curve in females with a maximum at ages 15-24,- 
though with falling rates, and in males the rounded curve 
with high rates at all adult ages but a peak gradually shift- 
ing towards the older age groups. This phenomenon of the 
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- shift of the peak to the older age groups ‘in males bas given: 
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_ of tuberculosis trends. 
' index. 
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“rise to várious hypotheses. A- most interesting one is based , 
on a statistical analysis of tuberculosis mortality i in succes- 
sive generations : the mortality in ‘different age ‘groups: 
plotted on a generation basis shows little change in the-type ` 
of curve through successive decades (Springett, „personal. 
communication). : À ` 


Tuberculosis “Morbidity er ras 
I have taken the tuberculosis death rate as the main: index 
At present it is-the most reliable- 
Statistics regarding new. cases diagnosed in dis- 
-pensaries each year, or new notifications, or total. cases 
known to the dispensaries at any one time are not lacking. 
But in the conditions of war these are practically valueless’ 
. for comparative purposes, either for comparison between 
successive years in the same country or between different 
countries. Fig. 11 is characteristic: It shows for Belgium 


r 


2 <. ~- the dispensary case rate 
— TUBERCULOSIS DEATHS PER 100,000 r 
eme CASES ON DISPENSARY REGISTERS PER 100,000 


figure at a time’ when the 


rise in. morbidity there ` 
.” would have been a delay 
in the decline of the 
death rate or at ‘least 
another rise later on; 
But it is clear from the - 
accounts by the Belgian 
authorities themselves 
` that, with the granting of 
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11.—Morbidity and mortality 
statistics, Belgium, 1938-47. ‘ 
f en tuberculous at a time 
when rationing was very severe, the dispensaries weré beset ` 
-with people more oF less asking to be diagnosed as.tuber- 
. culous—and ‘in the conditions of the occupation there Was 


-FIG. 


little reason why doctors should refuse. In France, too, 


`- death rate was falling:.'in 1945 the total of new cases-on 
the register was 45% above the 1938 figure, but the death 
rate was 20% below, a subsequently it. continued to fall. 


~ ‘steeply. 


4 
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The problem of assesstfent of tuberculosis prevalence by’ 


the morbidity rates has arisen again in the past two years 


‘in Germany. “Alarming: reports” were issued pointing to a 
very acute’rise in the numbers of notifications. It was ‘said © 
that, though the death rate was declining slightly, another 
rise would, certainly occur. However, the death rate has. 
continued to fall. - 
Thus even in the few countries in Europe pe’ where notifica- 
tion of tuberculosis i is compulsory there may be very serious. 
causes of error. The morbidity statistics may be of value 
in a country where tuberculosis is notifiable, where there is ` 


' a well-defined and constant basis’ of notification, where the ` 


economic situation is not stich as to influence the diagnosis, ` 


~~. and*at-a time -when new methods, of examination are not 


being introduced. It is. possible that much information may. 
be derived from them in the future. 


Results,of mass radiography could conceivably provide’ ~ 


going up to a very high ` 
death rate was well on - 


the way down. Had that -at least three outstanding features about which there-can 
rise represented a true- be little doubt, despite the reservations regarding the abso- 


double rations for the 


method i is being extensively used now for the early detection 
‘of ‘tuberculosis, and it is tempting, despite variations in 
diagnostic interpretation, to compare in detail the results 
obtained’ in different countries. There are some gross differ- 
ences that one cannot ignore—between on the one hand 
the Scandinavian countries, France, Germany, and this 
~country,. with an incidence of about 3 to 5 per 1,000 of 
active tuberculosis requiring treatment, and, on the other 
hand, countries like Greece and Poland, with an incidence 
' of corresponding lesions in 10 to 50 per 1,000 of the popu-. 
lations examined. Mass- radiography examination of 
Frenchmen returning from Germany in 1945 revealed pul- 
monary lesions in 1.5% of prisoners of war, 2.5 % of men 
coming from labour camps, and 4.4% of men from con- 
centration camps. There can be no doubt from present-day 
surveys that there is a very high prevalence of tuberculosis 
in Eastern European countries. At the present stage of 
development of this method, however, it is probably not 
justifiable to make-more detailed comparisons. 


. Statistical Analysis. Conclusions 


Looking back over this‘collection of statistics, there are 


lute validity of some figures. One is that the wartime rise 
was closely related to the severity of war ‘conditions ; the 
second that the rise predominated in men; and the third 
that in nearly all European countries there has been an 
important fall: in tuberculosis mortality since the end of 
‘the -war. 

_ The' study of trends in different countries has shown that 
the increase in tuberculosis was related to deterioration in 
conditions so closely, in time and in gravity, as to constitute 
a remarkable index of the wartime tribulations of those 
countries. “That tuberculosis prevalence is closely related 
to living conditions and nutrition is no new conception and 
has. been shown in several studies of under-privileged com- 
munities.. The- incidence of tuberculosis discovered by 
mass radiography in’ Polish university students is on the 


-~ the notification rate.continued to rise at a time when the - same level as the incidence of lesions discovered in homeless 


. destitutes of New York City (Edwards, 1940). 

In some ways the disastér was not as great as in previous 
wars ; this applies particularly to the countries where public 
health services had developed to a high degree between the 
two wars. In-former ‘years the health and social services 
in peacetime were barely adequate to’ maintain a perilous 
state of equilibrium, and ‘the disaster of war would so upset 
-the balance as to produce chaos. This time, in countries 
-such as our own, after the first crisis with the evacuation 
.of hospitals the health and, social services were rapidly 
re-established, and measures designed to protect the 
' people’s health: were extended well beyond those of peace- 
time: It is to the credit of those responsible for planning” 
.the health and food services of the country during and after . 
the war that the wartime attack on health was relatively 
well resisted. On the other hand, where the social and 
‘health services were relatively undeveloped before the war, 
where.already before the war there were very high tuber- 
culosis rates—and this applies to many of the- Eastern 
-European countries—the wartime reaction was nothing less 
than. catastrophic, and’ was made even more so by the 


more valid information concerning the prevalence of tuber- - conditions of the German occupation. 


- culosis. ‘ No“ comparison can be made with pre-war preva- 
lence, but comparison should be possible between different 
- European. countries, since, ‘when properly employed; results ° 
‘should indicate: what proportion of a community at any . 
single time. have lesions of. pulmonary ‘tuberculosis signifi- 
- cant: enough to require. observation or treatment. The 


- 


— 


There has been much conjecture regarding the nature of 
the wartime rise. The additional deaths. could be of patients 
who under normal conditions would have lived a little 
longer ; they could be of those patients who would nor- 
„mally have overcome their disease and survived. In 


” both events the main factor „responsible would be the 
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deterioration of living conditions and of nutrition aggrava- 
ting the prognosis of established disease. 
deaths could be of persons who were being infected for the 
first time in greater numbers than normally because of 
increased exposure. No doubt in most countries there was 
a combination of all three factors. l 


- In this respect the post-war fall, and in particular the rate 
of fall, is worth studying. Were the wartime rise due solely 
to the premature death of patients suffering from the disease 
we would expect a steep rise followed by a deeper fall, 
and it is possibie that this may occur where conditions 
are severe enough to precipitate the death of patients with 
a bad prognosis, but not to provoke any great extension 
of the disease. 
fall in France, but other factors must intervene also.* In 
nearly all other countries, where the pre-war decline was 
resumed at the same level or a higher level than would have 
been observed normally, it is obvious from the plotted rates 
for both world -wars that there were many thousands of 
deaths from tuberculosis which would not have occurred 
but for the war. To what extent these. were due in the 
main to aggravation of disease from which the patient 
normally would have recovered, and to what extent to 
new infections, must remain an open. question. 


We are far from a complete understanding of the nature 
of the wartime and post-war trends in tuberculosis. The 
uncertainty of our conclusions regarding widely differing 
trends, in for instance France, England, and Scotland, 
undertines the need for sounder and more detailed epi- 
demiological study of tuberculosis in the future. Such 
study is at any time indispensable to a rational programme 
for eradication of the disease ; it is particularly so at a 
time when our resources are limited, and action must be 
directed towards those groups of the community revealed 
in this way as being most susceptible to the disease. It 
will certainly be indispensable in the future when improve- 
ment in social services reaches the limit-of reduction of 
tuberculosis by such means and we are left with the need 
for a real understanding of the disease if any further 
progress is to be made. 

[The second lecture, with a list of references, will appear 
in our next issue.] E 





*One possible factor is the fall in consumption of alcohol since 
the introduction of rationing of wines and spirits in France durin 
the war. This was followed by a marked fall in morbidity an 
morlality from diseases attributable to alcoholism, a fal not 
paralleled in any disease other than tuberculosis. 








A residential college—the Midwife Teachers Training Col- 
lege—has been opened for midwives training for the Midwife 
Teachers Diploma awarded by the Central -Midwives Board. 


The college is at High Coombe, Kingston Hill, Surrey, and: 


will accommodate 16 students at a time for courses lasting 


six months. The first course is éxpected to begin in January, | 


1950. Intending candidates, who must satisfy the requirements 
laid down by the Rules (Section C) framed by the Central Mid- 
wives Board under the Midwives Acts, should apply for places 
to Mr. G. Thomas, Secretary, Midwife Teachers Training Col- 
lege Council, 72, Great Peter Street, London, S.W.1. ` Selected 
applicants will be required to give the council of the college 
a written undertaking that if they qualify they will serve as 
midwife teachers within the National Health Service for at 
least two years. The Minister of Health hopes that hospital 
boards and committees will encourage midwives likely to make 
good teachers to take advantage of these’ facilities. Suitable 
intending students should not be dissuaded from taking the 
course on the-grounds that the hospital in which they are 
employed- has no prospective vacancies: for midwife teachers, 
since the scheme is intended to benefit the midwifery services 
as a whole. 


— 


Or, thirdly, the. 


This may partly explain the remarkable : 


RISK OF NEUROLOGICAL COMPLICA- 
TIONS IN PERNICIOUS ANAEMIA 
TREATED WITH FOLIC ACID 


BY 
M.-C. G. ISRAELS, M.D., M.Sc, F.R.CP. 
g AND 


JOHN F. WILKINSON, M.D., M.Sc., Ph.D., F.R.C.P. 


(From the Department of Haematology, University and Royal 
l Infirmary, Manchester) 


The identification and synthesis of pteroyl-y-glutamic acid 
(folic acid*) by Angier et al. (1945, 1946) led to the early 
recognition of its quite unexpected and remarkable effects 
in the treatment of pernicious anaemia (Moore et al., 1945) 
and of nutritional macrocytic anaemia (Spies et al., 1945). 


The results in pernicious anaemia were very striking 

at first, as many workers reported,’ including ourselves 
(Wilkinson, Israéls, and Fletcher, 1946). It soon became 
evident, however, that even when the blood counts were 
restored to normal -levels relapses were occurring, and 
signs of involvement of the peripheral nerves, such as par- 
aesthesiae and numbness in the limbs, and of the spinal 
cord tracts, like ataxia and loss of vibration sense, might 
not be improved or might become worse. 
. Even more important, however, was the fact that 
some patients who had not previously shown signs of 
“nervous system disturbances developed such, signs, often 
very acutely, after being treated with folic acid for vari- 
able periods. Since 1946 several: groups of workers 
have become aware of this disquieting fact, and in con- 
sequence the widespread enthusiasm for folic acid, at least 
for the treatment of pernicious anaemia, has been rapidly 
Waning. - 


TABLE I—Summary of Cases Reported as Developing Neurological” 





hanrges ; 
No. of | No. Developing Neurological 
ae ratiens | symproms and | paoms 
Signs z SS 
Schwartz, Armstrong (1947) .. 69 4 — 
Heinle, Welch (1947) ae oe 47 3 Pane 
Heinle ef al. (1947) 
Spies ef al. (1948) 
Spies, Stone (1947) SA on 38 - 28 7 
Vilter, Vilter, Spies (1947) —.. (out of 19) 
Vilter, Vilter, Hawkins (1947) ont 
Ross, Belding, Paege) (1949) .. : 22 9 4: 
Israëls, Wilkinson (1949) ee } 20 13 3 
Wilkinson (1948, 1949) ea : 
Keil (1947) ot A ve 19 1 — 
Davidson, Girdwood (1947) .. 16 1 = 
Hall. Watkins (1947) 4 “A significant — 


Hall, Watkins, Hargraves (1946) l proportion ” 
Wagley (1948) .. ia i z i 8 
Castle, Berk (quoted Wagley, 1948) .. |- -IO 1 
Bethell, Sturgis (1948) ., Dy 6 1 
Bethel] et al-(1946) .. ae - 
Jacobson et al, (1948) .. — 2 


f 





In Table I we have included all the available references 


_to the development of subacute combined degeneration of 


the spinal cord in patients with pernicious anaemia, or the 
worsening of neurological symptoms already present, after 
treatment with pteroyl-y-glutamic acid. 

From a careful study of the various reports it was 
obvious that many of them referred to the same groups 
of cases, since some authors have published their results 
and cases in several journals, often without cross-references, 
and in some reports no details arè given at-all, other than 


a ae . » . a 
*In this paper folic acid is used synonymously with and refers to 
the synthetic pteroyl-y-glutamic acid. . 
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the bare statement relating to the occurrence of neurologi- patients in groups 1, 2, and 3 are given below. The patients 
cal complications in a group of patients. We have there- in group 4 had the usual features of pernicious anaemia 
fore inserted in the table the latest figures of each group ~ without neurological disturbance. 
of workers, omitting their earlier ones in other papers. 


These reports suggest that, though folic acid treatment for TABLE II.—Group 4 Cases (No Signs of Disease of Nervous System) 
i a ee 








patients with pernicious anaemia ‘will lead in ‘most cases to : = etal i E 23 

a satisfactory remission of the anaemia temporarily, there Case}, 04] Sex ees SEE Tina! Sount 2 <3 

is a risk that damage to the spinal-cord tracts may continue No. 8°)" RBC. Hb |-238] RBC. Hb gas oD 

and may show itself even after the blood counts have been a E 2-4100 ml. | BS | 108/c-mm. ETT = oaks 

restored to normal (Wilkinson, 1948,-1949). Itis quite clear. 12 | 7°| ¥Ņ Aaa A- a3 re H 15 

that pteroyl-y-glutamic acid will not control disease of the 19 7 KF! 1.54 44 39 4.00 te w 
20 147| M| 147 5-0 37 | 4-98 14-8 10 


central nervous system already present when treatment is - 
begun. Previous estimates of the risk of the development 
of nervous system disturbance have varied in the larger - Group 1:.Case 1 ` 


groups from three out of 47- (Heinle ar : : Baas a? 
Heinle et al, 1947) to 28 a ee ‘ah, 1948), ee Mr 
Except for the later groups few ‘OF these patients have ‘6, complaining o yspnoea, loss of weight, and increasing 
heen abserved f h ` fatigue. She was pale and jaundiced, there was no enlargement 
rved for more than 12 months: most of them of liver or spleen, and little abnormal was found in the heart 
were under contro! for shorter periods. The pernicious-. and lungs.” The arm and leg reflexes were normally active, 
anaemia-posterolateral-sclerosis syndrome is notoriously plantar responses were flexor, and there were no subjective or 
-slow to develop, so in order to obtain a better estimate Objective sensory changes. A blood count showed: red cells, 
of the risk involved in the use of synthetic pteroylglutamic 1,640,000 per.c.mm. ; haemoglobin, 5.2 g. per 100 ml. The bone 
acid we have since early in 1946 been observing closely a marrow was typically megaloblastic. There was complete 
group. of 20 pernicious-anaemia patients, either in relapse achlorhydria gastrica. , ; 
or having had no previous treatment, only three of whom. “ She was admitted to hospital and given synthetic pteroy l-7- 
had initial evidence of subacute combined degeneration of glutamic acid, 20 mg. daily, eee ae saree einen 
the spinal cord. We treated these patients with pteroyl-y- dnd the anaemia ap ey ee aay ee the hemodiobin. me 
l ; : Be Y7- cells numbered 3,460,000 per ¢.mm. and the haemoglobin was 
glutamic acid alone until signs and symptoms of central 10.7 g. per 100 ml. Folic acid was reduced to 10 mg. daily, 
- nervous system disease appeared, or until there were signs and after five months’ treatment, when the haemoglobin was 
of exacerbation of thé disease initially present, and we have 14.2 g. per 100 ml., it was reduced to 2.5 mg. daily. This seemed 
‘observed them all at frequent intervals: our intermediate to be too little, because after nine months the haemoglobin had 
results have been reported elsewhere (Wilkinson, Israëls, fallen to 13.4 g. per 100 ml. and the red cells to 4,200.000 per 
and Fletcher, 1946; Wilkinson, 1948, 1949). Our results. ©: It was after nine months that she complained that her 


after three years’ observation of the grou fone felt “ac. if she Tad wet stockings oa ane E a 
y group show that at <howed that vibration sense was absent. The dose of folic acid 


the s e,@ bd 
time of writing (May, 1949) only four of these patients Was raised to 5 mg. daily. The nervous symptoms remained 


are still well on folic acid treatment. E stationary until the 15th month, when within seven days she 
Yllustrati 3 lost the use of her legs and became unable to walk. The blood 
rative Cases count was then: red cells, 4,070,000 per c.mm.; haemoglobin, 


The patients are divided into four groups: (1) Four 11.8 g. per 100 mi. 
patients with signs of disease of the nervous system develop- Examination’ showed exaggerated reflexes, extensor plantar 
ing acutely during treatment ; (2) nine patients with signs responses, absent vibration sense, and much-impaired position 
of disease of the nervous system developing gradually dur- S°"S* 
ing treatment; (3) three patients who had disease of the Folic acid treatment was immediately discontinued, and 
nervous system initially; and (4) four patients who had she was given liver extract intramuscularly and 30 g. of 
not developed signs of disease of the nervous system at the desiccated stomach daily by mouth. After one month her walk- 
time of writing. — zn ing was improved, but the right plantar response was still 
: A : — extensor: after two months she was ambulant again and both 
Details of ‘groups 1, 2, and 3 are given in Table II, plantar responses were flexor ; after eight months all symptoms 
and of group 4 in Table III. Illustrative case records of had disappeared and she has remained well since. 


TABLE II.—Cases in Groups I, 2, and 3. Patients Developing Neurological Changes on F olic Acid Treatment 








































a 
~ a i i f Nervous System © 

Initial Count eae ws do Signs of Disease of Ne y > eB 
Case T nit F: TE $695 
No, | Ase Sex Neurolog. | 35 g > Paraes- | Vibra- Aint Sues 
i B.C. Hb Signs | 29 i Plantar thesia tion Se n as E Q 
108/c.mm. | g./100 ml.- ec = Response Numbness} Sense ense ein = 

F 1-64 5-2 Extensor |] +++ + +++ {Absent | Impaired 2 

F 1-15 3-6 Flexor Dim. +++ ++ E Absent 8 

F 0-95 33 os im. +++ ++ we Impaired 3 

M| 2:20 74 Doubtful | +++ — | +++ | Absent = 

F 1-82 5-8 11- Flexor -+ — ++ : ” 3 

MI 2:15 7-7 12 no 7 | Dim — -| +++ » | Impaired 3 

M 1°53 5-0 Ile vs + — +++ + Present 3 

F 2-06 T2, 13- ` + + +++ + ” 6 

M 1:21 3:9 8 ji ++ + +++ | Absent| Impaired 2 

M 1-80 6-6 13- a ++ +++] +++ p Absent 2 

F 2:00 8-3 13- ae ee Dim. — +++ is ay 2 

F| 13 5-2 8- Extensor | ++. — PEF io ” = 

F 1-31 4-8 14 Flexor ++ ++ ++ » Impaired 3 

M 2:92 7:2 14- ñ ++ + +++ i Absent ! 

M 3°83 13:3 13- vs +-+- — +++ P Present 1 

F 2-13 8-8 13- 5 +’ — +++ k Impaired 3 


a = Stiffness and deformity of right arm present for 29 years, due to, extrapyramidal lesion. b = Joint sense absent. c= Numbness of legs, absent 
vibration sense. d = Numbness and stiffness of fingers. Note: All patients had megaloblastic marrows initially and achlorhydria. 


4 


, present. 


appeared, but the reflexes were as before. 
‘acid was therefore replaced with 30 g. of desiccated stomach. 
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‘N Group 2: Case 9 7 : 


A joiner aged 58 was diagnosed as having pernicious anaemia 
some years before, but he ‘had neglected treatment and when 
first seen his red cells had fallen to 1,210,000 per c.mm. and his 
haemoglobin to 3.9- g. per 100 mi. He was very pale and 
dyspnoeic, and had oedema of the feet and scrotum. The heart 
was not enlarged, but there was a generalized systolic murmur 
and: occasional extrasystoles. His liver and- spleen were slightly 
enlarged. In the central nervous system reflexes were normally 
active-and plantar responses flexor; in spite of the oedema, 
sensation in the legs was normally appreciated. The bone 
marrow was megaloblastic, and achlorhydria was confirmed. 
He was given folic acid parenterally—at first 150 mg. intra- 
venously, followed by 15 mg. intramuscularly on alternate days 
for 10 days; he was then given 20 mg.. daily by, mouth. He 
made a good recovery, and after two months, when his red cells 
numbered 4,200,000 per c.mm. and the haemoglobin was 11.6 g. 
per 100 ml., the folic ‘acid was reduced to 10 mg. daily. After 
4; months’ treatment the haemoglobin was 12.7 g. per 100 ml., 
and the dose was reduced to 5 mg. daily, and at nine months 


it was further reduced to 1.75 mg. daily, when his red cells ` 


numbered 5,060,000 per c.mm. and the haemoglobin was 13.8 g. 
per 100 ml. This latter dose was too small for maintendnce: 
at 12 months'the haemoglobin was only 13 g. per 100 ml., so 
the dose was -raised to 2.5 mg. daily, and one month later to 
10 mg. daily, when his red cells numbered 3,880,000 per c.mm. 
and the haemoglobin was 11.3 g. per 100 ml. At 14 months the 
red cells numbered 5,020,000 per c.mm. and the haemoglobin 
was 14.2 g. per 100 ml.; however, the first sign of disease of 
the nervous—system appeared at this time—the patient com- 
plained of aching legs, but examination of the central nervous 
system revealed no objective abnormality. 

The patient kept reasonably well until the 23rd month, when 
the blood count relapsed (red cells 2,930,000 per c.mm. and 


haemoglobin 8.8 g- per 100 ml.) and he had numbness and 


paraesthesiae in the arms and legs, and felt as if he were walking 
on cotton-wool. 


Examination showed that his reflexes were still brisk and his 
plantar responses flexor, but vibration sense was now absent up 
to the knees and joint sense was impaired ; Romberg’s sign was 
He was given 30 g. of desiccated stomach daily, and 
he improved rapidly. Two months later his red cells were 
4,920,000 per c.mm. and the haemoglobin was 13 g. per 100 
ml. The only remaining neurological symptoms. were slight 
paraesthesiae in the fingers. - 


Group 3: Case 15 i 


A male cotton-spinner aged 46 had noticed that for the past 
five months his hands and fingers wére becoming increasingly 
numb so that he could no longer handle the cotton threads : : 
he also had some stiffness of the legs. He was not pale, and 
was well nourished ; all tendon reflexes were brisk and equal on 
the two sidés ; the left pldntar response was flexor, but the right 
was doubtful ; cranial nerves were normal ; : vibration and joint 
sense were definitely present and normal. ' Other systems were 
normal. The~blood count showed: red cells, 3,830,000 per 
c.mm.; haemoglobin, 13.3 g., per 100 ml. There was a definite 
megaloblastic: marrow and an achlorhydria. The cerebrospinal 
fluid was not under pressure, proteins were 45 mg. per 100 ml., 
and there was slight globulin opalescence. 


- He was given folic acid, 20 mg. daily, but the blood count did 
not improve ; after four weeks the red cells numbered 3;880 000 
per c.mm.’and the haemoglobin was still 13.3 g. per 100 ml. 

Five weeks after starting folic acid treatment he complained 
that the numbness and paraesthesiae in the hands were much 
worse. Examination showed that vibration sense had now dis- 
Treatment with folic 


After one month of this he was much better, and his red cells 
numbered 4,740,000 per c.mm. and the haemoglobin was 14.2 g. 
per,100 ml. Ten months later he was back at work, but it was 
16 months before all paraesthesiae had ceased and vibration 
sensé had returned. 


+ 


Discussion ee 

We are not concerned here with the haematological and 
clinical effects of folic acid, which have:been fully discussed 
elsewhere: (Wilkinson, 1948, 1949),-but only with its influ- 
ence on the development of peripheral neuritis and subacute 
combined degeneration- of the spinal cord in perniciqus 
anaemia. 

The accompanying Chart gives a graphic representation 
of the length of time during which treatment with pteroyl-y- 
glutamic acid (folic acid) was given before the appearance 


"CASE 


NO. | 





0 3 6 ; @ 6 w a 24 "35 
MONTHS 
Chart showing the period that folic acid (pteroyl-y-glutamic acid) 


treatment was given before the appearance of neurological signs'\made 
a change necessary. 


of symptoms of subacute combined degeneration of the 
spinal cord. It is seen that the time of onset of neurological 
signs and symptoms of central nervous system disease is 
spread over a three-year period ; apparently there is no 
time of special danger, nor is there any: time after which 
the patient can be considered safe. 


The relevant information about these patients in Table H 
shows, disappointingly, that none of these observations 
make it possible to predict the likely onset of neurological 
complications. Of the four patients in group 1` the periods 
of treatment varied from 3 to 224 months. Of the 13 
patients in groups 1 and 2 six showed a falling haemo- 
globin level, and seven did not, while the haemoglobin 
levels varied from 8.8 to 14.6 g. per 100 ml. ‘ 

The results therefore show that in a three-year period 
80% of the patients who were being treated with folic 
acid had developed or had increased signs and symptoms 
of nervous system disease that could be quite quickly con- 
trolled in the early stages by treatment with intramuscular 
liver extracts or oral desiccated stomach preparations. 
Thus there is obviously serious risk that patients with per- 
nicious anaemia treated solely with folic acid may develop 
signs of disturbance of the central nervous system, or that 
any initial cord involvement or peripheral neuritis may get 
- Worse. 


Nevertheless, four patients have been well maintained on 
folic acid alone for up to three years without any. apparent 
disadvantage. Is there, therefore, any place for folic acid~ 
in the treatment of pernicious anaemia ? The facts reported 
here and by others emphasize in a new way the dissociation 


+ between the haematological and neurological parts of the 


pernicious anaemia syndrome. It is well known that the 
neurological syndrome can occur in the absence of anaemia. 
We can now see that a minority (20%) of patients with 
pernicious anaemia do not develop (at least after three 
years) disease of tie nervous system when an agent (folic 


Fa 
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acid) that corrects only the haematological disorder is used 
for treatment. But there seems to be no way of picking 
out this fortunate minority; certainly, initial absence of 
signs of nervous disease is no help. Consequently, it is our 
considered opinion that folic.acid ordinarily should noi be 
used in the treatment of pernicious. anaemia, and never in 
subacute combined degeneration of the spinal cord. Very 
rarely it may be of temporary use in the treatment of a 
pernicious-anaemia patient who cannot take stomach pre- 
parations and is hypersensitive to parenteral liver extracts, 
_ until the patient has been desensitized, although oral liver 
extracts will usually get over this problem. 

While the acute neurological syndrome described ‘here 
and by others is rarely seen in the natural course of postero- 
lateral sclerosis with pernicious anaemia, nevertheless its 
apparent direct association with folic acid therapy raises the 
possibility of a folic-acid/anti-folic-acid mechanism in the 
maintenance of the integrity of the central nervous system ; 
but we have as yet no definite evidence that folic acid 
causes organic lesions in the cord. At any rate, the action 
of folic acid on the neurological system is not the-same 
as that of the liver principle, although its initial effect on 
-the bone marrow and blood appears to be very similar. We 
have also yet.to see a patient with pernicious anaemia who 
“ would not respond to haemopoietically active liver extracts 
but would respond to folic acid ; it turns out that such 
patients always have some other disease, such as idiopathic 
steatorrhoea. 

Therefore, whatever the circumstances, folic acid, if used 
at all, should be replaced by liver or stomach as soon as 
possible, and those patients having folic acid should be 
seen at frequent and regular intervals so that the onset of 
neurological complications can be corrected without delay. 

It has been our view that, while folic acid must not 
be used if the treatment of the' pernicious anaemia syn- 
drome on account of the risk of producing postero-lateral 
Sclerosis in patients otherwise free from neurological symp- 
toms, its use was allowable in the treatment of other 
megaloblastic anaemias that do not develop cord lesions, 
like those occurring in sprue, steatorrhoea, and pregnancy. 
This must now be reconsidered’ carefully in view of the 


recent observation by Meyer (1948) that combined system“ 


disease occurred in a patient with macrocytic anaemia 
secondary to ulcerative colitis of long standing. After treat- 
ment with folic acid for 18 months. he quite quickly 
developed ataxia, loss of vibration and position sense in the 
legs, and positive pyramidal signs. These neurological com- 
plications appeared when the patients haemoglobin, level 
was normal. and his weight satisfactory. Davidson and 
Girdwood (1948) have also reported the onset of neurologi- 
cal signs in two patients with idiopathic steatorrhoea who 
were having folic acid treatment ; the signs in these patients 
could have been due to peripheral neuritis, and no pyra- 


midal lesion was detected. It is only reasonable to point - 


out that this neurological complication of non-Addisonian 
types of anaemia is extremely rare. 


BA Summary 

_ A group of 20 patients with pernicious anaémia, either un- 
treated cases or relapsed cases, have been treated with synthetic 
pteroyl-y-glutamic acid (folic acid) alone ; ‘three had initial signs 
of subacute combined degeneration of the spinal cord. f 

In a three-year period 13 patients without initial neurological 
involvement_developed signs and symptoms of subacute com- 
bined degeneration of the spinal cord which were relieved by 
changing the treatment to liver extracts or desiccated stomach 
preparations. 

Three -patients with initial neurological symptoms and signs 
-became worse neurologically after folic acid therapy. ~ ~ 


—_ 
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-There was no specially dangerous point during folic acid 
treatment, for the times at which nervous-system complications 
became serious were evenly distributed over three years. 

Neither the presence or absence of increasing anaemia nor the 
haemoglobin levels could be used to predict the likelihood of 
neurological complications. 

Four patients are quite well after two to three years on doses 
of 5-20 mg. of folic acid daily, given orally. 

The use of folic acid for the treatment of pernicious anaemia 
should be strictly limited to the rare cases of special difficulty. 

Folic acid should never be given to patients with subacute 
combined degeneration of the spinal cord. 
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Delivering the chairman's address at the meeting of the 
Dental Board on May 11, Dr. Fish said that for the past year 
there had been a record decline in the total number of names 


- on the Dentists Register. The figure was below that reached in 


1939. About 90% of the dentists in active general practice in 
England and Wales, and a higher percentage of those in Scot- 
land, were working in the National Health Service. When faced 
with more patients than he could comfortably treat, a dentist 
must do one of three things—add to his hours of work, refuse 
to see some patients, or speed up his work. He might even do 
all three. Probably most were now working longer hours than 
those recommended by .the Spens Committee. Whether that 
added to their efficiency or to their enjoyment of life must 
remain an open question. Most dentists were in the dilemma 
that they must either refuse patients in need or hurry through 
the treatment of each in‘an effort to extend their services -to 
all. The question was not whether. they would condescend to 
work the Service but whether as individuals and as a profession 
they had the capacity for self-discipline, the ethical training, 
and the philosophy to rise to those heights of altruism which 
the Service demanded of them. For many there was no possi- 
bility of choice. The Service was their only means of liveli- 
hood. The success of the Service and the future of dentistry 
depended upon their willingness and capacity to sacrifice what 
might be legitimate personal gain for the salvation of their self- 
respect and the honour of their calling. Referring to the forma- 
tion of dental companies under the influence of laymen, he 
said he did not think that any member of the profession should 
accept service under such conditions without the most careful 
consideration of what they implied. 
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- AUREOMY CIN: A NEW TREATMENT 
FOR- SYPHILIS? ? 


a, es BY. 
R. R. "WILLCOX, MB, B.S. |, 


Physician in ‘charge,. Venereal Diseases Clinic, Ki ing Edward VI 
Hospital, Windsor; Senior-. Assistant, Venereal Diseases 
Department, Ste Mary’s Hospital, Faceineion 


Aureomycin, a yellowish crystalline substance prepared 
from Streptomyces aureofaciens,- is dispensed |in cap- 
sules containing 250 mg. of aureomycin. hydrochloride and 
is administered by mouth. ‘It has~already been shown to - 
be effective in rickettsial diseases such as Rocky Mountain 
_ fever (Ross et al.,-1948), in atypical pneumonia, in brucel- 
losis (Spink ef al., 1948), and in certain eye conditions and 
urinary infections, as those due to Aerohacter aerogenes 
and Streptococcus faecalis, for which some consider that 
aureomycin is to be preferred to streptomycin and the 
sulphonamide group of drugs. It has. considerable appli- | 
cation to venereal disease. Finland et al. (1948) used it 
in 66-cases of gonorrhoea, with 49‘definite and 11 doubtful 
-successes and six: failures., Improvement was-noted in two 
cases of- ‘penicillin- and sulphonamide-resistant non-specific 
urethritis. -Jt is also of value in granuloma -inguinale 
(Greenblatt et ai.,-1948). In addition, Wright et al. (1948a,~ 
_1948b) have shown that it is effective in the virus disease. 
of lymphogranuloma ‘venereum..- 


i The following case reports indicate that this antibiotic 
` also has a powerful action upon the organism of syphilis. 
-~ The patients were Bantu negroes with early syphilis, in 

Southern Rhodesia, and ia all of them Treponema pallidum 
was demonstrable before treatment. As the supplies of. 
aureomycin available were scanty and the prospects of an 
adequate follow-up problematical, it was considered expedi- 

ent to treat a number with small, -probably subcurative 
doses and to: observe’ the effect by suneeauent dark-field 
examination.. — 


-Case Reports r 


Case I ` (Seronegative Primary Syphilis)—A native from 
Portuguese East Africa had a typical indurated penile primary 
chancre with firm rubbery non-tender inguinal glands. The 
Wassermann and Kahn blood -reactions were’ negative, but a 
dark-field examination of material taken from the sore showed 
T. pallidum. -On May. 18, 1949, he was given three 250-mg. 
capsules of dureomycin (Lederle) at intervals during 24 hours. 
Twenty-four hours after the starting of treatment the dark field 
still! showed T. pallidum, although with greater difficulty. At 
` 48 and ‘72 hours, however, none were. recovered: at this stage- 
he was given.a course of penicillin. 

Case 2 ( Seropositive Primary Syphilis). —A -male negro from: 
Portuguese East. Africa presented an indurated fraenal ulcer- 
with a developing left. inguinal bubo. Clinically the case 


resembled a mixed infection’ of syphilis and chancroid, and, - 
although the dmeicos and Frei skin tests were negative, ` 


'Ducrey’s-bacillus was seen in smears from-the sore. The dark 
field, however, showed T. pallidum, and the Wassermann and 
Kahn blood- reactions were positive. He’ was given - five: 
capstles of aureomycin ‘orally over 29 hours (total 1,250 mg.). 
Twenty-four hours after the onset of treatment T. pallidum 
was still isolated by dark field, but dark-field examinations 
performed daily for the next [6 days were all negative. By the 
_ end of this time the sore had healed and the bubo resolved 
‘without additional treatment. 


Case 3 (Seropositive Primary Syphilis). —A male negro from 


= Portuguese East Africa was admitted with a paraphimosis and 
. an indurated fraenal sore with typical syphilitic inguinal 
adenitis. T. pallidum Was seen without difficulty in the dark 
field, and: the Wassermanin and Kahn blood reactions were posi- 
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_ enlarged non-painful inguinal glands. 


‘left labium majus, which was also oedematous. 
vulvar mucous patches and vulvar and perianal condylomata 


. (total 1,500 mg.). 
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- tive. He was given three tapale of aureomycin daily for two 


days (tota! 1,500 mg.), and although the sore- was still-unhealed 
- after 17 days no T. pallidum “was observed at; daily dark-field 
examinations during this time. A .week later the sore had 
healed and the patient was discharged for surveillance, 


Case 4 (Secondary. Syphilis)—A Nyasaland negro “attended 


with multiple perianal and peno-scrotal condylomata lata with 


condylomata ‘showed an abundance of T. pallidum, and the 
Wassermann and Kahn blood reactions were strongly positive. 
He was: given one capsule-of aureomycin orally three times a 
day for two days (total 1.500 mg.}. The response was dramatic, 
and the lesions had healed completely by the fourth day. Daily 
dark-field examinations had been ‘repeatedly negative. 


~“ Case 5 (Secondary Syphilis) —A female native of Southern 


Rhodesia was admitted with an indurated primary soré of the 


lata were also present, the whole being secondarily infected and 
evil-smelling. T. pallidum was seen without difficulty, and 
the Wassermann and Kahn blood reactions were markedly 
positive. “She was given one capsule of aureomycin three times 


The dark field from the © 


Secondary ` 


a day for two days (total 1,500 mg.), response being immediate. - 


The daily dark-field examinations were negative for the ensuing 
four days, by which time the lesions had healed. She was 


kept under observation for a further three days; she was then - 


discharged from hospital with instructions to attend as an out- 
patient. She returned, however, on the twelfth day with a 


- relapse of the condylomata, and was- then treated with 


penicillin. 


Case 6 (Secondary Syphilis) —A female native of Southern 
Rhodesia was admitted with perivulvar and perianal condylo- 


mata lata, from which T. pallidum was obtained without diffi- 
She was ` 


culty. The blood Wassermann reaction was positive. 
given four capsules of aureomycin orally (total 1.000 mg.), and 
the lesions healed rapidly. Daily dark-field examinations were 


` 


negative for the ensuing three days,- and on the fourth the 


lesions had healed. 


Case 7 (Secondary Syphilis) —A ‘male South Rhodesian negro 
had a preputial sore from which T. pallidum was recovered and 
secondary condylomata lata on the scrotum. The blood 
Wassermann reaction was strongly positive. He was given three 
capsules of aureomycin orally on the first day and two on the 
second (total 1,250 me.). 
in four days, during which time daily ance examinations 
were ,negative, 

Case 8 (Seronegative Primary Syphilis)—A ale native . of 
Southern Rhodesia had a giant fraenal chancre with typical 
syphilitic glands. The dark-field examination for T. pallidum 
was positive and the-blood Wassermann reaction was negative. 
He was given six capsules: of aureomycin orally in 48 hours 
Daily dark-field examinations were negative 
during the next ‘three days and the sore- had nearly- healed by 


_ .the fourteenth day. 


Case 9 (Secondary Syphilis) =A male South Rhodesian: negro 
“had an ulcerated’ prepuce with massive condylomata lata of 
the scrotum and inner thighs. 
fiéld examination, and the blood Wassermann reaction was posi- 


Healing was rapid. being complete. 


T. pallidum was found on dark-- 


Le 


tive. He was given six capsules of aureomycin orally (1,500 mg.) - 


over 48 hours.- 


At two weeks, information was available to. the effect 
that the condylomata had not disappeared but were quite dry. 


<- Smee and Conclusions os 


Nine negr patients with early syphilis’ (two with seronegative 
primary syphilis, two with seropositive primary syphilis, and ` 
five with secondary syphilis) have been treated orally with - 
aureomycin in doses of 750-1,500 mg. over 24—48 hours. 

In six no T. pallidum was recovered at 24 hours, but in three 
the dark fields were positive at that time. In all. however, the , 
dark fields were negative at 48 hours, and remained so daily for 
the periods over which observation was possible (3-17 days). - 
Circumstances unfortunately prevented further observation. 


~~ sf 


Although the .dark field showed scanty- © 
`T. pallidum at 24 hours, none was observed at two and three 
r days.’ 
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- Healing was most pronounced in the lesions of secondary 


syphilis, and in these the response was’ as dramatic ‘as that. 


obtained with penicillin, perhaps even more-so. 
known to. have relapsed. l : 
It is very unlikely that the smail 
although 250 mg. given four times a day for a week might 
well be. . ete f i i 
It is concluded that aureomycin has a marked action upon 


One case is 


~ 


human syphilis and opens’ up a -new field of therapeutic ~~ 


investigation. S ick 5 > 
_ The above work was carried out during the course of a venereal- 
disease investigation conducted for the Health Department of the 
Government of Southern Rhodesia, to whom acknowledgments are 
due. 
Officer of Health, Salisbury, Mr. Stephen Kennedy, and the staff. of 
the lazaretto of that city for so freely offering facilities, and Mr. 
E. A. Boulter for his technical assistance. ane 
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One of the effects of civilization is 


milk for nutriment- was recently shown by Bain (1948), 
_ who statés that in the North-Eastern region of the United 
States only 23% of all: babies are fully breast-fed on dis- 
charge from maternity units. In this country the Popula- 
tion Investigation’ Committee (1948) revealed interesting 
_ geographical variatioris in the incidence of breast-feeding. 
While 24% ‘of women in Southport were fully breast- 


. feeding their infants at two months, 85% in Lewisham 
were: the corresponding figures for Cornwall and „West 


" Sussex were 45% and 80% respectively. _ a 

According to the Ministry of Health Report: (1944) 80% 
of all babies born -in hospitals in this country are dis- 
- charged fully breast-fed,-but 95% of those born at home 
are fully breast-fed“at the same age.. Read (1949) claims 
that 98%. of 516. women treatéd by him with Waller’s 
methods were fully breast-feeding their infants om discharge, 
and Waller (1946) found that .79.3%- of 300: consecutive 
primiparae in a. South London district were 
feeding their babies at the age of 6 months. Kao (1948) 
found that 95% -of 26,647 Chinese out-patients: were fully 
breast-feeding their infants. vi : 

The most probable explanation of these wide variations 
lies.in differences in the technique of -management of lacta- 
tion. The figures suggest that in some ‘places difficulties 


in breast-feeding are either prevented or successfully over-- 


come, while in- others they lead to artificial feeding. ~ Arti- 


*Read in opening a discussion in the Section of Child Health at 


the Annual Meeting of the British: Medical Association, Harrogate,” 
~ ` ‘ E S \ a 


` 1949. > 
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the fact that a. large 
proportion of human infants have become parasites on the 
cow. , The-extent to-which -American infants rely on cow's” 


" ficial ‘feeding itself leads to other difficulties, which in turn 


arè préventable. . 


The theme of this paper is the suggestion that a high 


` -` proportion of the difficulties in infant feeding are man- 
doses given were: curative, - 


made and preventable, and that the cause of them lies in 
the’ medical attendant rather than in an inherent defect in 
mother or baby. l 


Difficulties in Mutual Adaptation of Mother and Baby 
The difficulties which arise in the mutual adaptation of 


mother and child in the first few days ate basically due to 
the nature of the child, but birth injury may lead to 


_irritability or inertia in the baby and so to difficulties in 


adaptation. The irritable baby (who has not had a birth 


injury). who screams when brought to the breast, or who 


approaches thé breast normally and then immediately with- 


draws his head and kicks and cries, is made worse by 
attempts to discipline him. : 

Rigid rules about the duration and frequency of feeds 
which do not allow.adaptation to the needs of the indi- 
vidual, or attempts to force thé child ‘to take food when he 


‘does not want it, serve only to increase the difficulty. The 


baby- particularly- resents efforts to hold his head or to 
keep‘ the limbs at his side with the aid of tight clothes or a 


- blanket. The irritability is still further aggravated by the 
unnatural system, which still has, its advocates, of keeping 


the baby’in a nursery away from his mother, of not allow- 
ing her to cuddle her baby, and of bringing the baby to the 
mother only at that-time which. is considered the right one 
for his feed. The mother’s fondling and cuddling before 


a feed may go a long way towards soothing bim and 


— 


fully’ breast- ` 


enabling him to take his feed more easily. These diff- 
culties of the first few days have been ably described by 
Middlemore (1941). l 


\ 


~ 


- Difficulties in the Mother 
Many of the difficulties in breast-feeding arise from 


inadequate preparation of the mother during pregnancy. 


Some obstetricians take little interest in the preparation of 
the mother for breast-feeding,.and few -paediatricians are 


‘given access to the mother before her baby is born. It is 


the paediatrician, however, who has to help the mother to 
surmount the difficulties in the puerperium which may result 
from this neglect. 

Some failures of lactation are due to the mother’s lack 
of desire to feed her baby.. This may arise from ignor- 


‘ance of the value. of breast-feeding to the baby, from a 


mistaken idea of the greater convenience of bottle-feeding, 
or-from a desire for greater freedom to visit friends and 
places of entertainment. She may be afraid of the recur- 
rence of a sore nipple or mastitis experienced in a pre- 
vious pregnancy. She- may haye been told that lactation 
will take a great deal out of her. She may fear that breast- 
feeding will spoil her figure or her clothes. She may have 
failed to breast-feed previous children and be convinced 
that she will fail again.- Most, of these doubts and mis- 
understandings can be removed by discussing them with the 
mother during pregnancy, ‘explaining to her the advantages 
of breast-feeding to the baby and to herself, and impressing ` 


. her with the pleasure and satisfaction she will derive from it. 


failure of lactation. 


Inadequate or improper preparation of the breast during 
pregnancy may be another factor of importance in Causing 
Waller (1946) advocates that the 
mother should be taught to express a few drops of colos- 
trum once a day for the last two or three months of preg- 
nancy. He has shown in carefully controlled ‘experiments 


J 
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that this practice reduces the incidence of sore nipple, over- 
distension, and other feeding difficulties in the puerperium. 
Attention to a depressed nipple during pregnancy may pre- 
vent difficulties later, The Woolwich plastic nipple shield* 
advocated by Waller will help to elevate such a nipple. 
Inadequate attention to the mother’s diet and failure to 
treat her anaemia may also- be factors in. causing failure 
of lactation. - | 

Social factors, which are also man-made, play their part 
in causing failure of breast-feeding. Overcrowding, lack of 
privacy, the necessity of jiving with relations, overwork 
in the home due to lack of domestic help, the necessity of 
return to work in industry, queueing for food, all have 
a deleterious effect on breast-feeding. A woman who lives 
in lodgings is often compelled to give her baby a bottle to` 
quieten it. The grandmother is frequently the cause of the. 
baby being taken off the breast. 

I 


Worry B 

Worry is an important factor in the failure of lactation. 
Delay in the coming in of the milk, or ignorance of the 
normal time of the coming in, may worry the mother. 
Careless conversation between doctor and nurse about the 
baby is a common source of worry to her. Routine test 
feeds and frequent weighings almost inevitably cause the 
mother to’ worry about her ability to feed the baby. They 
are very apt to mislead the doctors and nurses and cause 
them to giye complementary feeds—which go far to coni 
vince the mother that she will not have enough milk for 
the baby. Even though‘the mother is not told the result. of 
the test feed by the nurse, she may obtain the information 
she wants by other means. The frequent weighings and the 
obvious concern of the doctor whether there is enough milk 
for the baby suggest to her the likelihood of a deficiency of 
milk. Test feeds: should be used only for specific indica- 
tions, when a feeding difficulty arises which suggests that 
the baby is not receiving enough milk, and in these 
circumstances they are essential. 

Mothers are worried by the practice still found in some 
hospitals of keeping the baby in the nursery-instead of at 
her bedside. Fields and Rose (1948) and others have shown 
that a mother has a much better chance of breast-feeding 
her baby if he is kept at her bedside night and day and 
not in a nursery. When the mother hears crying at the 
other end of the corridor she fears that it is her baby and 
that he is not receiving the attention he demands. She 
wants to cuddle, kiss, and admire her baby, for whom she 
` has been waiting so long, but she is not allowed even to 
see him except at feeding time, five or six times a day. 
She is not given a chance to get used to handling him—to 
change the napkin and bath him—and she worries about 
her ability to manage him when she gets home. 

The early discharge from hospital, necessitated by short-. 
age of beds and nursing staff, means that she is discharged 
before lactation is established, and when she gets home 
there is often a gap of several days before the midwife or 
health visitor comes to help her in her difficulties. The 
paediatric registrar from the maternity hospital ought to 
be able to visit’her in her home and give her the -advice 
which she needs. l 

: ie Insufficiency of Milk 

By far the commonest cause of failtfre of lactation is 
insufficiency of milk. In, a considerable proportion of, 
cases, however, insufficiency is wrongly diagnosed or resiilts 
from mismanagement. Those doctors and nurses who 
wrongly rely on scales to provide the only guide to the 


*Made by Allen and Haaburys, Ltd. 


progress of the infant are often misled into giving com- 
plementary feeds when they are totally unnecessary. Many - 
are ignorant of the normal rate at which milk comes in, 
and expect every baby to receive 24+ oz. per lb. (19.4 ml. 
per kg.) from the first day, whereas frequently the mother 
can give only the equivalent of 4 oz. per .lb. (5.7 ml. 
per kg.) on the fourth day, 14 oz. (13.5 ml. per kg.) by the 
seventh day, and it is not till the. tenth day or later that 
she can give the full 24 oz. per lb. required to give most - 
babies a normal weight gain. Routine test feeds are done 
in some hospitals at every feed. They waste a great deal 
of the nurse’s time and take her away from important 


- nursing duties. In the home they waste the mother’s time 


and inevitably lead to worry. I recently saw a child who 
had been given a test weighing at every feed every day 
for nine months. - f 
Insistence on a rapid recovery of the physiological weight 
loss in the newborn period and-on a- rapid gain in weight 
is another potent cause of complementary feeding. Com- 
plementary feeds, if given unnecessarily, are apt to reduce 
the baby’s desire for the breast and so to reduce the empty- 
ing of the breast, which in turn leads to failure of milk 
production. Some advise that a complementary feed in - 
the newborn period should always be given by a spoon 
rather than a bottle because some babies may prefer a 
bottle to the .breast. Certainly. in the first week, comple- 
mentary feeding should be so exceptional that no nurse 
in a hospital unless specially trained should be allowed to 
give one without the permission of. the paediatrician. 
Nurses and doctors. worry unduly about the harm which 
will befall the baby if it does not gain weight normally in 
the first few days of its life. They pay too little attention 


to other signs of well-being in the baby—the appearance, `- 


tone, and contentment of the baby—and too much to the 


‘weight. í 


The, commonest time for lactation to fail is about the 
tenth day, when the mother first returns to work in the 
home. The normal falling off of milk production at 
this time is only temporary, and if the baby is tided over 
this period and, if really necessary, given judicious and 
never excessive complementary feeds, milk production 
usually returns to normal in two or three days. 

A common omission in the treatment of slight insuffi- 
ciency of milk is failure to empty the breast by expression 
after feeds. The milk so expressed may be enough to make ` 
up for the deficiency in the baby, and the complete empty- 
ing of the breast stimulates it to greater milk production. 

The.stimulus to milk production is lost by two other 
bad practices: the giving of supplementary feeds, and the 
use of only one breast at each feed. In either case the 
effect is the same—incomplete emptying of the breast for 
long periods, with consequent decreased milk production. 

Another potent cause of the failure of breast-feeding is 
the ready availability of artificial feeds. Much could be 
achieved for positive health by all the time and money 
which is spent by nursing, voluntary, clerical, accountant, 
and transport staff in supplying tins of milk. There would 
be much more breast-feeding of infants if artificial feeds 
were not so readily obtainable. I recall the story of a 
midwife who, when almost at term, was seen to collect . 
twelve tins of dried milk from the clinic. : 


Care of the Breast š 


Mismanagement of overdistension of the breast is said 
by Waller (1946, 1947) to be one of the principal causes 
of the failure of lactation. Severe overdistension leads to 
involution of the breast and so to artificial feeding. Tt 
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causes severe pain,to the mother, and this alone adversely 
affects the milk supply. The baby is unable to obtain the 
milk partly because he cannot get his jaws behind the 
nipple, and he will damage the nipple by sucking it. It 


predisposes to infection, and so to mastitis and abscess. _ 


The condition tends to be' neglected in maternity units ; 
stilboestrol is withheld until too late, and manual expression 
of milk to relieve the distension is often half-hearted and 
performed only once or twice, so that the breast is not 
emptied. Stilboestrol should be given promptly in cases 
of unduly rapid filling which causes overdistension. The 
dosage in the moderate case should be 5 mg. four-hourly. 
‘It is unusual to require more than three or four doses,- 


and if the drug is continued longer than is necessary it, 


will stop milk production entirely. ` 

Soreness and cracking of the nipple is another difficulty 
in infant feeding which is usually preventable. They may 
be caused by the application of hardening agents to the 
nipple, such as spirit, and by scrubbing the nipple with a 
brush. Attempts to pull off dried secretions, instead of 
soaking them off with saline, may cause abrasions. They 
may be caused by leaving the baby to suck too long on 
the breast in the first day or two, before the milk comes 
in, or later by leaving the baby too long on the breast 
so that he sucks long after he has emptied the breast of 
milk. They are caused by allowing the baby to suck on 
a severely overdistended breast. They may be due to faulty 
hygiene. 

A mature baby may approximate his jaws so- tightly 
round the areola that he creates a vacuum, and if he is 
pulled off without first breaking the vacuum by insertion of 
the finger into the angle of his mouth he may damage the 
nipple. All too often the sore nipple is ‘neglected and treat- 
ment is not given. If the slightest abrasion can be detected 
with.the hand lens the baby should be taken off the affected 
breast and given the milk which is expressed at the ordinary 
feed times. Penicillin cream should be applied to the nipple, 


and the baby returned to the breast when in about forty- — 


eight hours it is healed. Neglect of a sore nipple causes 
a great deal of pain and worry to the mother, and may 
lead to mastitis and abscess formation. 

A breast abscess should be regarded as a disgrace in any 
maternity unit, and it will not be discussed here. 


Difficulties in the Baby 


Excessive Crying 

This is usually considered to be a sign that the baby 
is not getting enough miJk. That diagnosis is often correct, 
but it is more often wrong. Doctors and nurses are far 
too ready to diagnose insufficiency without any proof of 
the correctness of the diagnosis. It is a thoroughly bad 
practice to take the baby off the breast without confirming 
the diagnosis by test feeds. 

Many other babies are taken off the breast on the grounds 
that the milk is not suiting him, is too rich, or is watery and 
not strong enough. These diagnoses are always wrong and 
should therefore never be made. I have recently seen seven 
babies who were put on to the bottle because it was thought 
that the mothers’ milk looked watery. 

The many other causes of excessive crying are often 
overlooked: One of the commonest is a rigid feeding 
schedule which takes no note of the needs of the indi- 
vidual. It is irrational to feed the baby strictly by the 
alarm clock. Such a method presupposes that babies are 
not individuals but’ are all alike. It presupposes that they 
have.the same stomach-emptying time, the same degree of 
gastric acidity, the same temperament, and the. same degree 
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of activity. It ignores the wide changes of temperature 
characteristic of the British climate. It ignores the fact that 
'babies have rest periods and periods of activity, and that 
activity causes hunger and thirst. 

Gesell and Ilg (1937) and Aldrich and Hewitt (1947) have 
done many babies a great service by advocating the self- 
demand schedule, a rational method of infant feeding now 
widely practised throughout the United States. I have 
never yet seen any difficulties arising from it, but I have 
seen it solve very many feeding difficulties which arose 
from rigidity of method. Even if one does not go all the 
way in allowing complete freedom for the baby to choose 
its feed time, one should certainly advise the mother to use 
considerable elasticity in the ~feeding schedule and adjust 
it so far as she possibly can to the needs of her child. 
She should. not waken the child for a feed. She must 
realize that the smaller the baby the more often it is 
likely to want to be fed. She should not give fluids between 
feeds because it is crying for food; instead she should 
adjust the frequency of the feeds to the baby’s require- 
ments. She should certainly be advised to feed the baby 
in the night in the first month or two when he wants it. 
Refusal to feed the baby in the night is a potent cause of 
exceSsive crying and of loss of sleep to mother and father. 
_ Other causes of excessive crying are overclothing, neglect, 
loneliness, and lack of cuddling. The worst case of prickly 
heat which J have seen in this country was that of a baby 
who was-brought to me on a particularly cold winter’s 
day for excessive crying. The child was grossly overclothed 
and sweating profusely. Tight clothes which prevent free 


“ movements of the limbs may cause a baby to cry. Failure 


to change the napkin when it is wet is an obvious cause 
of unhappiness. A very common cause of excessive crying 
is loneliness and boredom. 

Many mothers have the entirely erroneous, belief that 
they will spoil a baby if they pick him up when he cries. 
Some have learnt a little about what psychologists call 
“ overstimulation.” They certainly will not spoil him unless 
they carry it out to excess. In the older baby the crying 
is frequently due to nothing but boredom, the baby being 
left outside in the pram for many hours a day, often with-, 
out any toys, when he has learnt new skills—manipulation, 
sitting, or standing, which he is not given the opportunity 
of practising. 

Rigidity in the duration of the feed is another cause of 
excessive crying. Those-who advocate a fixed time on the 
breast for all babies presuppose that all babies suck at the 
same speed and that all breasts are the same. The duration 
of the feed is an individual matter. It is wrong to instruct 
all mothers to feed their babies exactly ten minutes at each 
breast: After the first two or three weeks most babies 
obtain all the milk they want in about five minutes at each 
breast. A very common cause of wind and colic is leaving 
the baby to suck too long on a breast. When the breast 
is empty sucking inevitably causes air swallowing. 

Still another manifestation of. wrongful rigidity of ideas 
concerns the quantity of milk the baby should take. Many 
doctors ascribe excessive crying and other feeding diffi- 
culties in the breast-fed baby to overfeeding. If they do 
a test feed and find that it is getting more than 24 oz. 
per Ib. (19.4 ml. per kg.) they feel that their diagnosis is 
confirmed, This diagnosis is almost always wrong. I have 
yet to see a baby whose symptoms are due to its taking too 
much from the breast. Not all babies are satisfied with the 
normal 24 oz. per lb., and not all babies will show a satis- 
factory weekly gain in weight on that amount. The baby 
knows how much he needs. 
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~ Further Difficulties 

Inadequate Weight Gain.—This is by no means always 
due to ‘insufficiency of milk. It may be-due to dehydration 
from excessive clothing. I was recently asked to see a 
baby who would not gain weight in spite of the fact that 
he was receiving an adequate supply of milk and that no 
organic disease could be found. The temperature of his 
room was about 80° F. (26.7° C.). The baby was covered 
with fifteen layers of clothes, including four layers of 
blankets. When the baby was suitably clothed the weight 
gain was normal. 
a low-grade infection of the umbilicus, skin, finger, or nose. 
It may be due to separation from the mother in hospital 
and consequent loneliness and excessive crying. It is hoped 
that all children’s units of the future will cater for the 
admission of the mother to the same room as her baby. 
Just when the baby most needs his mother, when he is- ill 
or in pain, he is deprived of her love and cuddling, and 
he is left alone more than he has ever been left before. 

Diarrhoea.—I have recently seen six babies who were 
taken off the breast on account of diarrhoea. In each case 
the diarrhoea was due to the mother taking certain purga- 
tives which affect the breast milk—senna, aloes, cascara, 
or rhubarb. Many babies are thought to have gastro- 
enteritis or some form of protein or carbohydrate dyspepsia 
because of loose green stools which in fact are due to 
constipation arising from severe underfeeding. Many other 
babies are thought to have diarrhoea when in fact their 
stools are the normal loose stools of the fully breast-fed 
infant. Gastro-enteritis is an extremely rare cause of 
diarrhoea in the breast-fed baby. 

Constipation.—True constipation in a fully breast-fed 
infant is usually due to insufficiency of milk. In a large 
proportion of babies brought up for this complaint, how- 
ever, the motions are normal, but the mother is worried 
about their infrequency. It is perfectly normal for some 
breast-fed babies to have a motion only every four to five 
days. If the child is well and gaining weight normally and 
the motions are not hard, no treatment of any kind is 
necessary. JI saw an infant 24 hours old who had been 
given an enema by the doctor for constipation. : 

Vomiting—Many babies are thought to be vomiting, 
whereas they are merely posseting or bringing a little milk 
up with wind. Many babies are taken off the breast on 
account of vomiting. This is always a wrong thing to do, 
unless the vomiting is due to severe flatulence arising from 
insufficiency of milk. I have recently seen seven cases of 
congenital pyloric stenosis in which the baby had been put 
on to artificial foods because of vomiting, it being thought 
that the breast milk- was “not suiting” the baby. In 
every case the vomiting persisted. 

` Flatulence —More often than not flatulence is thought 
to be the cause of the baby’s excessive crying and other 
symptoms, and very often the diagnosis is incorrect. Flatu- 
lence may, however, be caused by leaving the baby to suck 
on the breast too long or by insufficiency of milk. The 
latter diagnosis should be confirmed by test feeds. 

Other Man-made Difficulties in the Breast-fed Baby.— 
Soreness of the mouth and thrush may be caused by clean- 
ing the mouth of the newborn with swabs or by giving the 
baby a “dummy.” A variety of.infections may be caused 
by inadequate hygiene. Prematurity, with all its associated 
feeding difficulties, may be due to poor nutrition, obstetrical 
procedures, and other factors. Inertia in the newborn, lead- 
ing to difficulty in breast-feeding, may be due to obstetrical 
procedures and to improper use of analgesics. 
have to be taken off the breast because of admission to a 


Defective weight gain may be. due to- 


‘Some babies - 


hospital which has no accommodation for a nursing mother. 
Others are taken off the breast on account of congenital 
haemolytic anaemia. Cathie (1947) showed that this was 
a wrong practice. Others are taken off unnecessarily 
because of the onset of menstruation. 


Some Difficulties in the Artificially Fed Baby 


Many of the difficulties which occur in the breast-fed 
baby also apply to the artificially fed baby. In addu 
certain special difficulties may occur. 

Excessive flatulence and therefore colic is often due to 
the hole in the teat being too small. I saw a case of exces- 
sive flatulence of very recent onset in'a 6-months-old baby: 
it was due to the fact that the mother had filled the feed- 
ing bottle with sago pudding and expected the baby to 
suck it out through the ordinary teat. Flatulence is also 
commonly due to leaving the baby to feed himself from a 
bottle propped up on a pillow. This causes him to swallow 
air for two reasons: he may create a vacuum in the bottle, 
and when the teat flattens in consequence he continues to 
suck it, so that he merely swallows air. It may also be 
due to the teat not being kept filled with milk, with the 
result that the baby swallows a mixture of air and milk. 

Constipation is usually due to underfeeding. It may also 
be due to insufficiency of fluid or to failure to add sugar 
to those dried foods which do not contain added sugar, 
such as National Dried Milk. 

Diarrhoea may be~due to an infection such as gastro- 
enteritis or to adding sugar to a dried food which already 
has a high carbohydrate content. Diarrhoea must be dis- 
tinguished from the loose green constipation stools already 
mentioned. 

Vomiting may be due to improper mixing of the milk 
or to excessive flatulence. It is-occasionally due to the 
hole in the teat being too large so that the baby gets the 
food down too quickly. 

Failure to gain weight satisfactorily is usually due to 
underfeeding, but it may be due to infections or other 
organic disease. It may..be due to measuring dried milk 
with a teaspoon which gives much less than the expected 
drachm (3.5 ml.), or to excessive dilution of the milk, 
either deliberately or because of the-use of a tablespoon 
as a measure of 4 oz. (14 ml.) (many tablespoons measure 
4 oz. (21 ml.) or more). It may be due to following the 
instructions on the packet instead of adjusting the quantity 
of food to the needs of the individual. Very exceptionally 
it may, be due to overfeeding. Overfeeding on the bottle 
can occur, but it is rare. It is certainly not nearly as 
common as Gibbens (1949) suggests. He is quoted as 
making the assertion that nine-tenths of all diseases 
in infancy and childhood are due to overfeeditig. In 
fact most babies know when they have had enough, and 
overfeeding is an extremely rare finding in infants. It must 
be remembered that some babies require more than the 


calculated requirement to make them gain weight normally. 


A common practice in the face of these feeding diffi- 
culties is to change the feeds in order to try to find a 
particular food which will “suit” the baby. This is a bad 
practice. The modern dried foods are so good that any 
of them if given properly and in reasonable quantity will 
cause most babies to thrive. Some cause other than unsuit- 
ability of a particular brand of milk should always be . 
sought for the child’s symptoms. 


Difficulties in Weaning 


Most of these are due to mismanagement. The com- 
monest difficulties arise from trying to force the baby to 
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take food which he does not want. A determined baby 
will not tolerate such forcing. ` Attempts to give solids 
before the baby can chew may lead to vomiting. When a 


baby refuses the food offered it is a good plan to offer - 


him a breast-feed first and then try the solid food after 


the breast-feed. When he gets used to it the breast-feed” - 


is stopped. The same applies. to the baby who spits out 
the cod-liver oil and defies all efforts to give it to him. 
He will often take it at the end of-a breast-feed without 


difficulty. A baby’s crying and fussing during a feed is 


apt to be considered mere naughtiness, when in fact. it is 
due to thirst, a soiled napkin, fatigue, or teething. It may 
be due to his desire-to feed himself, or to a desire to use 
a cup instead of ‘a bottle. Attempts to force the child to 
feed when he does not want it will certainly increase the 
difficulty. Many mothers are worried by the normal falling 
off of the weekly weight gain after the first Six months, 
' and so of-his appetite. If the mother tries to force him 
to take extra food he will certainly refuse it. The more 
anxious and fussy the mother, the greater the difficulties 
which arise. The calm, patient mother who does not force 
the baby to take food against his will rarely has serious 
difficulty in feeding her baby. 


Gondlacious 


A very large proportion of feeding difficulties are ‘man- 
made, They arise from failure to prevent difficulties, from 
ignorance of the normal variations, and from rigidity and 
inelasticity in infant. feeding instead of adapting the-method 
of feeding to the needs of the individual. Other difficulties 
arise from the smattering of knowledge possessed by many 
about nutrition. Ultimately most of the difficulties in infant 
feeding can be ascribed to the inadequate training of doc- 
tors and nurses in the practical details of infant feeding and 
to the concentration in their teaching on the rare and the 
obscure, and on complex laboratory investigation and pro- 
cedure, instead of on the really common problems which 
they will meet every day in general_practice. 
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Within the -next six or eight months the Northern Ireland 
Tuberculosis Authority hopes to have an additional 200 beds, 
including 116 for children. Dame Dehra Parker, Minister of 
Health and Local Government, stated recently that there were 
1,381 cases of tuberculosis undergoing treatment in hospital, and 
that the number awaiting admission was 625.. She added that 
there were now 248 more beds available than on September 1, 
1947, when the Authority assumed all functions in connexion 
with: tuberculosis services. The-use of sleeping shelters at the 
homes of patients in suitable circumstances was being encour- 
aged. At present 124 shelters were in use, and approval had 
been given to the provision of a further. 50. 
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Obstetrician, 


Nausea and vomiting of varying degree occur so often 
during pregnancy as to be accepted by the patient and her 


‘attendant as normal accompaniments of that condition. 


In some cases, however, in the absence of adequate treat- 
ment the vomiting becomes progressive, leading eventually 
to a complete intolerance of,all foods and liquids. 

Apart from those cases in which the sickness is asso- 
ciated with disorders of the urinary and gastro-intestinal 
systems, etc., little is known regarding the origin of the 
nausea and vomiting of pregnancy, although most clini- 
clans seem to accept neurosis as an aetiological factor of 
considerable importance. Theories have been advanced 
which relate the condition to endocrine upsets and dietetic 
deficiencies ; and the usual occurrence of the sickness 
during the period of placental development has led to 
speculation on the possible- part played by the placenta 
in producing it. The most interesting hypotheses are those 
which consider that vomiting of pregnancy is an allergic 


‘ reaction to albumin of ovo-placental origin, and thaf it 


is caused ‘by toxic placental products, such as peptone, 
guanidine, and histamine, liberated into the blood stream 


by the activity of the trophoblast. 


The conception that histamine might be an important 
aetiological factor was advanced by Hofbauer in 1926, and 
Kapeller-Adler (1941) has revived interest in this work. 
She has investigated the histidine-histamine metabolism 
in normal and pathological pregnancies.” From her results 
she concludes that the toxaemias of late pregnancy are 
probably manifestations of histamine intoxication, and that 


_the disorders of the early months, such as morning sick- 


ness, excessive salivation, dyspepsia, and headache, may 
indicate a smaller degree of such intoxication. 


The encouraging results obtained from the application of 


‘antihistamine drugs to the albuminuria of acute nephritis 


led to an attempt to determine whether or not the onset 
of albuminuria as a manifestation of toxaemia could be 
averted by the use of these drugs in pregnancy. It was 
soon found that patients who complained of nausea and 
vomiting experienced relief- from their symptoms during 
the administration of the antihistamine drugs. The response 
obtained, particularly im cases~in which other measures 
had failed, was so striking that it was,decided to carry 
out a fuller investigation of the therapeutic potentialen 
of the anthistamines in -this condition. 


a 


ss Present Investigation 


This clinical investigation was carried ‘out during the 
period from January 1, 1948, to March 31, 1949, when a 
total number of 1,816 new patients attended the antenatal 
Clinics of the Public Health Department of the County 
Borough of Smethwick. In the early part of the investi- 
gation observations were made on the effect of an anti- 
histamine drug on patients whose nausea and/or vomit- 
ing did not respond to the therapeutic measures generally 
employed in: obstetrics. These measures consisted in advice 


~ 


N 


r 


1082 Nov. 12, 1949 
on diet, suchas the partaking of frequent small meals with 
abundant carbohydrate, the elimination of fried foods from 
the diet, and the avoidance of items such as tea and coffee, 
which. in some instances seemed to aggravate the vomiting. 
All patients were advised to try the effect of eating a biscuit 
or two before rising from-bed. “ Marmite,” yeast tablets, 
and dilute. hydrochloric acid were also used, either singly 
or, in certain cases, in combination. The use of the anti- 
histamines as primary agents in treatment was advocated 
later as the effects of their application were noted. Further- 
more, as confidence in the drug was gained—having par- 





ticular regard to the fact that no untoward reactions of any 


kind concerning the pregnancy itself were noted—it was 
found possible in some cases to' give a larger therapeutic 
dose. The drugs used in the investigation were “ anthisan ” 
and later, when it became available, “ phenergan.” 

The dosage of anthisan originally employed was one 
0.1-g. tablet morning and evening, and this dosage was 
gradually tncreased until the drug was being given as a 
routine five or six times daily. The majority of the cases 


, whose symptoms were ‘not relieved completely by anthisan 


treatment occurred in the early stages of the : investigation, 
when the smaller doses were given. This gave the impres- 
sion that a stronger antihistamine drug would lead to better 
results, and accordingly, when phenergan became available 
for clinical trial in the latter part of the investigation, it was 
used in preference to anthisan. In most of the cases a 
daily dose of one 0.025-g. tablet three times a day proved 
to be sufficient to relieve symptoms. A few cases required 
a heavier dose, and in one case (No. 4, below) seven tablets 
were given daily to control the vomiting: The efficacy of 


the drug is dependent on the dosage employed, and its - 


effect seems to be cumulative. It was found that the nausea 
and vomiting were most often relieved within two or three 
days of starting the drug, and treatment was continued for 
a period of several weeks to avoid relapse. It was usually 
possible’to discontinue the drug after three or four weeks, 
but several cases were recorded in which the nausea and 
vomiting recurred, necessitating a further course of treat- 
ment. ‘The chief side-effect noted with both drugs was 
drowsiness, and in those cases in which the effect was 
marked 5 mg. of amphetamine sulphate was sufficient to 
counteract this. The- following is a summary of the results. 

Total No. of cases .. 1,816 j 
899 


No. complaining of nausea adier vomiting 
No. treated with antihistamine drugs .. ii si sa i 94 


Results of treatment: 
a 83% ) 


, Cure 
12 (1 368 


Improvement C 
Failure 


The use of the drug is illustrated in the following case 
records. 


: Case Reports 


Case 1—Mts. A. , aged 25, attended the antenatal clinic during 
the thirteenth week of her second pregnancy. She had suffered 
from severe morning sickness during the first pregnancy, the 
vomiting having continued intermittently until term was reached. 


- She again complained -of -severe morning. sickness, and was 


advised regarding her diet-and the necessity for regular bowel 
action. When seen again four weeks later, however, she was 
no better and had lost 3 Ibé 12 cz. (1.7 kg.) in weight. Anthisan, 
one 0.I-g. tablet three times daily, was prescribed for her, and 
after two weeks of treatment her sickness had disappeared 
completely. The drug was discontinued and she remained well 
for a period of four weeks, when vomiting of a milder degree 
recurred, The drug was therefore prescribed again for a period 
of one week, after which the vomiting ceased entirely. Apart 
from the vomiting the pregnancy remained normal throughout 
and culminated at term in the spontaneous delivery of a healthy 


` female infant of 6 1b. 8 oz. (2.95 kg.). 


i 
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' treatment was discontinued four weeks after her first visit. 


10 p.m.,’; anthisan, one tablet at 10 a.m., 


BRITISH 
MEDICAL JOURNAL 
Case 2.—Mrs. B., aged 38, ada the antenatal cliniç in the 
ninth week of her seventh pregnancy. She complained of 
severe sickness, which occurred intermittently on several occa- 
sions each day, and stated that she had suffered thus through- 
out each of her pregnancies. -She was given advice on general 
dietetic measures, and the retrodisplaced uterus was manually 
corrected, a Hodge pessary being inserted to maintain it in 
position. One week later, however, she was no better; and. 
anthisan, one 0.1-g. tablet five times daily, was prescribed for 
her. At the end of one week of this treatment her sickness had 
disappeared entirely. The drug was then discontinued and the 
patient remained free of this troublesome complaint for the, 
remainder of the pregnancy. She delivered herself spontan- 
eously at term of a healthy male child weighing 8 lb. 10 oz. 
(3. 9 ke.); á N 


Case 3.—Mrs. C., aged 32, attended the antenatal clinic 
during the seventh week of her ‘third pregnancy. Her two . 
previous pregnancies had been unsuccessful, having terminated 
at nine weeks and eleven weeks respectively. She now stated 
that she had been forced to come to the clinic earlier than she 
had intended because of the severity of her sickness, which 
caused her constant trouble during the day. Phenergan was 
prescribed for her—one 0.025-g. tablet morning and evening. 
She reported a considerable improvement in her condition after 
four days of this treatment, and she was now sick only once 
each evening. The dosage was increased to three tablets a day, 
and this brought complete relief from her symptoms. The 
She 
remained well for a further three weeks, when the vomiting 
recurred, necessitating a further course of treatment for two 
weeks. Since then she has been perfectly well, and is now 
within four weeks of her expected date of delivery. The course 
of her pregnancy has otherwise been normal. 


a 


Case 4 


The following case record, whilst not occurring within 
the above investigation, is included because of its unusual 
interest. 


Mrs. X., aged 34, attended the gynaecological clinic in 
January, 1949, complaining of “ one- -child sterility.” The only 
lesion discovered on examination was ‘a cervical erosion, which 
was treated with the coagulating diathermy current: She was 
next seen during the tenth week of her second pregnancy, 
having been referred by her doctor because. of excessive vomit- 
ing. During her first pregnancy she had required hospital treat- 
ment for hyperemesis gravidarum. The vomiting this time had 
started one week after the first missed period. At the beginning 
it had occurred two or three times daily, but had steadily 
become worse. Her doctor advised her on the general dietetic 
measures to be adopted and had tried the effect of insulin on 
four occasions. Despite this her condition deteriorated and 
eventually she was vomiting constantly by day and several 
times by night. During the eighth week of her pregnancy she 
was admitted to a Birmingham hospital as a case of hyperemesis 
gravidarum. She was treated for a period of 17 days along the 
usual lines, receiving phenobarbitone, vitamin: B,, intravenous 
glucose-saline, and glucose by mouth. There was some improve- 
ment in her condition with these measures, but nevertheless she 
was not cured completely of her vomiting and still had intense 
nausea when she left hospital. Her condition had been ascribed 
to neurosis. 


Within three days of her discharge from hospital her condi- 
tion relapsed and she was then admitted to St. Chad’s Hospital 
‘for further treatment. Her general condition was poor and the 
acetone series was present in the urine in large amounts. A 
light diet with an abundant glucose and fluid intake was. 
prescribed and steps were taken to rule out an associated cause 
of her vomiting. She was also given antihistamine drugs. in 
the following regimen: 


First Day.—Phenergan, one tablet at 6 a.m. and 10 p.m.; 
anthisan, one tablet at 10 a.m., 2 p.m., and 6 p.m. 


Third Day .—Phenergan, one tablet at 6 a.m., 4 p.m., and 
I p.ms and 8 p.m. 


i ~ 


r 
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Fifth Day —Phenergan, one tablet at 6a.m., 12 noon, 5 p.M. 
and 10 p.m.; anthisan, one tablet at 10 a.m., 
8 p.m. 


Tenth Day.—Phenergan, two tablets at 6 a.m. and 10 p.m., 
and one tablet at`12 noon, 4 p.m., and 7.p.m. — Í 


The drugs were given in this manner’in an effort to avoid, 
if possible, any feeling of drowsiness and also to make use of 
the minimum efficient dosage. It was found necessary to 
prescribe ‘5 mg. of amphetamine sulphate each morning when 


_the dosage reached seven phenergan tablets per day, this 


counteracted the drowsiness very effectively. ~ 


By the end of the third day of treatment her condition had 
improved considerably, and by the fifth day all vomiting had 
ceased. The nausea gradually decteased and finally disappeared 
completely by the eighth day. 


; symptom-free until she was discharged from hospital on the 


nineteenth day, looking and feeling a “different woman.’ 
Thereafter the dosage was gradually decreased until a main- 


She remained absolutely , 
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m- 


tenance dose of- three tablets a day was reached. This was. - 


discontinued after a period of three weeks ; the symptoms did 
not recur, and at the time of writing this patient is approaching 


. the end of her second trimester of pregnancy. ~ 


“ 


Commentary 


The treatment of nausea and vomiting of pregnancy eet 
constitutes a major problem in antenatal care. It is well 
recognized that spontaneous relief of symptoms may be 
expected by the end of the first trimester of pregnancy, 
and the majority of patients resign themselves to awaiting 
this happy outcome. Most cases, fortunately, are of- mild 
degree and do not appear to require any special treatment. 
When treatment is necessary simple dietary measures usually 
suffice to give adequate relief. - In many cases, however, 
despite such treatrnent, the annoying symptoms persist and 
render life miserable even if they do not constitute a poten- 


tial danger to it. Such being the case, there is a need for ` 


a simple and safe method of treatment which will relieve 


“the symptoms in those patients who do not find dietary 


measures sufficient. 


‘ The results of the investigation into the use of anthisan 


and_phenergan in this condition suggest that the anti- 


histamine drugs may offer just such a form of therapy. 
The majority.of patients who received treatment’ ‘with these 
drugs had already been treated along the usual lines, and, 
even allowing for the fact that~some of these patients 


could have expected eventual relief without further treat- 


ment, it is difficult not to be impressed with the results 
obtained. 
made it desirable to carry the investigation further with 
a series of patients treated*in various: other ways.  * 


I am indebted to Messrs. May~and Baker, Ltd., for supplies of 
anthisan and phenergan, and to the medical advisory staff of tha; 
firm for their advice and assistance. 
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The importance of anaemia as a complication of pregnancy 
seems to have diminished in recent years in many parts 
of the British Isles. For instance, Fullerton, Mair, and 
Unsworth (1944) found that in Aberdeen only 3.9% of 
pregnant women of the hospital class suffered from 
anaemia, and comparison with previous surveys in that 
area indicates a rapid diminution in the number of cases 
since 1935 (Davidson, Fullerton, and Campbell, 1935). 
Similar observations have been’ made in Edinburgh 
(Davidson, Donaldson, Dyar, Lindsay, and McsSorley, 
Davidson, Donaldson, Lindsay, and Roscoe, 1944). 

It is therefore surprising to find that in Glasgow anaemia 
is one of the commonest complications of pregnancy and 
among the most serious. Unfortunately no previous investi- 
gation-has been made in this area, and it is therefore 
impossible to assess progress. 

The following attempt to survey the present position on 
Clydeside and to discover the cause of this high incidence 
of anaemia is ‘based on the investigation of 4,595 patients 
at the antenatal clinic of the Glasgow Royal Maternity and 


Women’s Hospital during’ 1947 and the latter half of 1946. 


: Methods | 

These were the standard procedures adopted by most 
haematological departments. Venous blood, withdrawn 
without constriction, was collected in heparinized tubes 
from every patient attending the antenatal clinic, and all 
investigations were carried out within six hours. Haemo- 
globin estimations were made by the Sahli method, 65% 
on this scale being equivalent to 70% Haldane, or 10.362.%. 


. The haemoglobinometers were standardized at regular inter- 


vals against blood of known oxygen. capacity. Pipettes 
requiring no correction factor were used. 

Most authors ‘consider 70% Haldane to be the lowest 
normal value during pregnancy. Roscoe and Donaldson 
(1946) have suggested that this lower limit varies with the 
patient’s age, and that pregnant women in younger age 


_ groups are in an anaemic state at haemoglobin levels which 


come within the range of normality, for older women, In 
view of this we have classified our patients into three 
groups: those with haemoglobin readings falling within 


‘the’ range 60-65% Sahli were classified “low normals” ; 


those with readings between 50 and 60% were considered 
moderately anaemic; and those with readings below 50% 
were regarded as severely anaemic. 


Classification of Patients 


We found that 17.6% of all patients were anaemic at 
their first visit to the antenatal clinic. In addition a further 
px 5% seen early in pregnancy became anaemic at some 
later date in pregnancy. These'latter patients were in the 
“low normal” group originally. This gives a high inci- 
dence of 20.1%. Owing to the natural curve of haemo- 


_globin values occurring in pregnancy certain corrections 


= 
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were necessary before we arrived at this figure: these will 
be discussed later. The majority were cases of moderate 
_ anaemia, ‘but approximately 5% of all patients had a severe 
anaemia with haemoglobin readings below 50% Sahli 
(8 g.%). p ieg 

Since the numbers were so great and the majority of 
patients appeared at the clinic for the first time just before 
term it was impossible to investigate*each case fully. 
Accordingly 140 were chosen for investigation in some 
detail over an average period of 2.2 months, and in no case 
less than one month. The average duration “of pregnancy 


at first attendance was 5.6 months, with a range of from ' 


three to’ eight months. All anaemic patients were treated 
empirically with iron, and according to their response to 
that treatment these 140 patients were eventually classified 
into three groups: (A) 112 (80%) patients who showed 
satisfactory progress ; (B) 26 (18.6%) patients who main- 
tained their original haemo- 
globin ` level but failed to 


patients who deteriorated. 


Ee Group A p 


The results of treatment in 
this -group are- shown in 
Fig. 1. It will be seen that 
the increase in haemoglobin 
was greatest in the first month 
of treatment, and that the 
rate of increase diminished 
slightly in succeeding months. 
Seventy-seven of these 
patients were only moderately 
anaemic, and a graph of their 
monthly increments (Fig. 2) 





MONTHS 


. improve ; and (C) two (1 AG) - 


Fic. 1—Whole of Group A, 
Monthly haemoglobin. incre- 
ments of 112 cases treated with 


shows practically no curve. 
On the other hand, the re- 


maining 35 severely anaemic . 
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Fic. 4.—Cases of moderate Fic. 5.— Cases of severe 
-= pure” anaemia in Group A. “pure ” anaemia in Group A. 
Monthly haemoglobin incre- Monthly haemoglobin incre- 


ments of 21 cases treated with 


ments of 41° cases -treated with r 
3 iron as out-patients. 


iron as out-patients. 





iron as ant-patients; 
patients showed a very steep 


curve of haemoglobin increments (Fig. 3), a rise of 10.8% 
being recorded in the first month, 5.4% in the second 
. month, and 3.8% during the third month. Both curves 
(Figs. 2 and. 3) are atypical when compared with non- 


pregnant cases, in which the rate of haemoglobin regenera- | 


tion is said to be inversely proportional to the haemoglobin. 


Fig, 6.—Group A cases of 
moderate anaemia with gastro- 
intestinal upset. Monthly 
haemoglobin increments of 22 


cases trealed with iron as out- ~ 


patients. 


- upset. 
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Fic. 7.— Cases of severe 
anaemia with gastro-intestinal 
Monthly haemoglobin 
increments of cases in 


‘Group A treated with iron as 


out-patients. 


™ 


‘level Sd and Britton, 1946). 
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Fig. 2.,—Cases of moderate 


anaemia in Group A.. Monthly 
haemoglobin increments of 77 
cases treated with - jron as out- 
patients. _ 








- 3.—Cases_ of 
anaemia in Group A. Monthly 
haemoglobin increments of 35 
cases treated with iron as-out- - 
patients. , JA j 
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A further subdivision of these cases could be made on 
clinical grounds. Of the total, 62 were cases of “ pure” 
anaemia—i.e., no other complication existed.. Forty-one 
of these were of moderate, degree, and their response is 
shown in Fig. 4; it was almost the same as in Fig. 2. The 
remaining 21 were cases of severe anaemia (Fig. 5), and 
these showed monthly increases which were inversely pro- 
portional to the haemoglobin level. In other words, the 
response of pregnant patients with uncomplicated severe 
iron-deficiency. anaemia is the -same as that shown by 
anaemic. non-pregnant patients. 


Of the remaining 50; 36 had a mild gastro-intestinal dis- 
order: 22 of these were cases of moderate anaemia, and 
the curve of haemoglobin increments was similar to that 
of all moderate anaemias (Fig: 6); 14 were severely 
anaemic, the curve in their case being very steep (Fig. 7). 
A rise of 12.9% was recorded in the first month, but there- 
after the response was only slight. It would therefore seem 
that a mild gastro-intestinal disturbance has ‘little effect 


_on.the course of a moderate anaemia, but that in severe 


anaemia it seriously-interferes’ with the response to treat- 
ment. Since the initial response in thesé cases was satis- 


‘factory it is unlikely that the gastro-intestinal disturbance 


- 


4 


of 55 and 57%. 


. incapable of further response. 


Nov: 12, 1949 


produced its effect directly by interfering with the absorp-- 
‘tion of iron. 


It -is possible that -it interfered’ with the’ | 
utilization of iron, or it may have produced deficiencies of. 


. other haematinic factors. 


The remaining 14 patients. suffered from mild -inféctions 
or high blood. pressure, but the numbers in each group 
were too small to allow any further subdivision.. The 


response to treatment did not appear to be affected. Most- 


were cases -of moderate anaemia. 


While assessing the response to treatment? of these 1125 
patients who improved it. was. noted that 20 showed a 
; l delayed response to’ iron. 


increase was less than 5%. 
Thereafter the response was 
satisfactory (Fig. 8). The 
incidence of gastro-intestinal 
disorders and infections and 
the average duration of preg- 
- nancy were the same in this 
group as for the. whole series. 
Neither these factors nor 
the severity of the anaemia 
-could account for the delayed 
. response, It is interesting to 
note that the response to 
iron therapy-in this particular 
group of 20 patients’is exactly 
the reverse of that seen in non- 
- pregnant cases of anaemia. 
The importance of this group 
lies in the fact that no 
anaemia can be ‘considered 
refractory to iron therapy unless treatment has been 
seo nes for more than one month. 
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Fic. 8.— Monthly haemo- 

globin increments of 20 out- 

patients in `Group A who 


showed a delayed response to 
iron terapy: 
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Group B 

Although at first sight all of these 26 cases might be con- 
sidered ‘refractory, -closer investigation suggests. possible 
reasons for this apparent refractoriness in some, Thirteen 
of these patients received iron therapy for just over one 


` month, and in view of the delayed response noted above 


it is not justifiable to consider them resistant to treatment. 


Two others developed severe infections necessitating con- ` 


finement to bed for several weeks-—an ample cause for 
their resistance (Pepper, 1927 ;-Wintrobe, 1942; Sarfi and 
Vaughan, 1944; Cartwright et al., 1946). Another four 
were uncooperative, one patient improving after admission 
to hospital. Two patients had initial haemoglobin values 
Although neither showed. an increase of 
more than 5% in two months this was sufficient to bring 
them into the low normal range, ‘and they might. be 
“Only the remaining five 
cases of this group could be definitely regarded as resistant. 


a 


Group c 7 


Of the two patients who deteriorated, one developed 
diarrhoea and vomiting in the ninth month, deteriorating 
thereafter. The other patient received iron for two months, 
during which time the haemoglobin fell 8%. She was 
admitted to hospital one week before.term and given iron 
in large doses, but-failed to respond although the blood 
picture was microcytic and hypochromic. 

The first patient can scarcely be considered resistant to 
treatment in view .of, the complicating intestinal disorder. 
Out of the total-of 140 cases of anaemia, therefore, six 
were definitely resistant. 
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; relating to the onset of anaemia. 
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Discussion 


“Although the survey covers a period in which many 
economical and social changes occurred it will be seen from 
Table I that there were only slight variations in the inci- 


TABLE I.—Incidence of Anaemia 





E . Severe Moderate Low 

Year. aemias Anaemias “Normals Normals 
1946, ea ee ae 4% j l 17% 29% 50% 
1947 .. 48% 178% 24:5% 52:9% 


dence of anaemia during 1946 and 1947. One out of every 


20 to 25 patients attending the clinic was severely anaemic. 


It is interesting to note, however, that the average monthly 
haemoglobin readings for each of these years showed a 
tendency to rise in‘summer and fall in winter, but no corre- 
lation could be found between the incidence of severe 
anaemia and -this seasonal variation. With the exception 
of a temporary rise during the Christmas season, when the 
numbers attending the clinic fell, this variation was quite 


„regular, and it was also interesting to note that whereas 


the peak haemoglobin reading was in August, 1946, it was 

again reached in May, 1947, and_fell rapidly thereafter. 
‘From Table II it seems that age is significant only in 

severe anaemia. Parity is of no apparent importance. 


~ C 


TaBLe II.—Effect of Age and Parity 





‘Age in Standard : Standard 
Years _ Deviation Parity * Deviation 
Normals a on . 26-8 3-237 2-1 1:698 
Moderate i 28-3 . 35S 
Average severo 30:7 2-812 - 3-6 2-810 





: Low Normal Series 
- In an attempt to elucidate the aetiology of anaemia of 


_ pregnancy a study of 85 patients whose haemoglobin values 


fell within the range of 60-65% was undertaken. These 
were followed from the fifth month of pregnancy onwards. 
They formed three groups. 


Group I consisted of 44 patients who maintained their 
haemoglobin level throughout,-sometimes increasing it towards 
term. 

Group I consisted of 16 patients who showed an initial fall 
in haemoglobin but later improved. In none of these was the 
fall below 58%, and-they could not be considered anaemic. 
Similar monthly variations in the haemoglobin values of normal 
patients have been noted by many authors (Meyer-Wedell, 
1943 ; Roscoe and Donaldson, 1946; Kiihnel, 1927 ; McGeorge, 
1935; . Boycott, 1936; Oberst and Plass, 1936; Thomson, 
Hirsheimer, Gibson, and Evans, 1938 ; Dieckmann, 1933). The 
maximum fall recorded in these patients was 4%, and these 
variations provide criteria for estimating the progress of any 
particular patient. It follows that in any patient of the “low 
normal” group a fall of less than 5% at any subsequent 
examination should not be considered significant. Doubt may 
be felt about the justification for this statement, since the 
original haemoglobin levels varied from patient to patient, and 
the stage of pregnancy on their first appearance at the ante- 
natal clinic varied similarly. Statistical examination, however, 
showed that neither of these factors affected the validity of 
this conclusion. 


Group III consisted of 25 Taten who became anaemic. 


. Incidentally, it was found in this group that if the haemoglobin 
. fell below 58% Sahli the fall was progressive thereafter. Treat- 


ment was withheld until the haemoglobin fell below 55%. 

A study of these three groups established certain facts 
Age and parity were of 
no significance. No difference in regard to these factors 
could be detected between those who maintained their 


— haemoglobin level and those who became anaemic. Also, 
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since only a small percentage of “*low<normals ” in any 
age group developed anaemia, pregnancy itself is not a 
cause of anaemia. Anaemia usually appears during the 
latter part of pregnancy, when foetal storage of iron is 
greatest. Maternal storage, however, is highest in early 
pregnancy, and it follows that anaemia of the later months 
may be related to the state of health earlier in pregnancy. 

Investigation showed that 48% (12 cases) of those who 
became anaemic suffered from a gastro-intestinal upset in 
the early months, compared with 33% of those who main- 
tained their haemoglobin level. Further, these 12 cases 
developed anaemia at the seventh month, whereas the 
remaining 13 with no such history did not become anaemic 
until the eighth month. Two conclusions may therefore. 
be drawn. First, mild disorders of this nature in the early 
months are not a cause of anaemia later in pregnancy, 
although they probably hasten the onset. Secondiy, the 
fact that the majority of those who deteriorafed were 
healthy during the earlier’ months suggests that there was 
a- relative deficiency of iron or- other factors before. 
pregnancy. - l : 

In order to test this hypothesis small groups of “low 
normal ” patients were given dietary supplements. Twenty- 
five patients five months pregnant were given iron for 
several months. Twenty-five others received vitamin C, 
150 mg. daily for one month, then 50 mg. daily till term. 
A similar group were given dietary advice on the type of 
food they should take and the best methods of preparing 
it. In addition, most received } Ib. (227 g.) of liver each 
week for a period of not less than one month. Finally, 


‘one group received 3 dr. (11.6 g.) of “marmite” daily for 


one month. By. that time most of them complained of 
nausea. 
The results of the tes? are shown in ‘Table III, the control 


TABLE IlI.—Results of Therapy in the Low Normal Group 










fs Av. Rise in Hb 

Group Improved | No Change | Deteriorated| After 1 Month 

Naa of iron Therapy 
Control . 4:7° 29-49, 6-3% 

ron Pie By a % 

Vitamin C 16% 12? 2% 
Diet | 3297 16° - 13% 
Marmite — 20% EDA 





group of 85 patients being used as a standard for com- 
parison. From this it will be seen that iron therapy pro- 
duced the best results but did not prevent the onset of 
anaemia in all cases. Vitamin C maintained the existing 
level of haemoglobin in a greater number of cases but was 
not so effective as iron in préventing detérioration. Its 
value may lie in its reducing power, thus improving the 
absorption of iron (McFarlane, 1936; Powell, 1944). 
Patients receiving special diet or marmite showed an 
increase-in the incidence of deterioration, although not so 
high as in the control group. It is interesting to note the 
response to iron therapy of those who deteriorated in these 
groups. The steep rise in haemoglobin in those who had 
previously received special diet or marmite suggests that 
the rate of haemoglobin regeneration was enhanced by 
the diet, and that a small number of these patients had 
a deficiency of haematinic. factors other than iron. 


. Summary and Conclusions 


The results of the present survey show a high incidence of 


anaemia—namely, 17.6%—in pregnant women at their first 
attendance at the antenatal clinic of the Glasgow Royal 


Maternity and Women’s Hospital. Reference to the group of, 


low normals, however, shows that 29.4% of these patients ulti- 
mately become anaemic and a further 18.8% had readings 


+ 
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All patients who deteriorated were given iron._ 
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below 60% Sahli at one time during pregnancy, though they 
did not develop anaemia. It is obvious that of the women 
attending the clinic those with haemoglobin readings below 


60% at their first visit, diagnosed as anaemia, will not include 


the 29.4% of low normals who ultimately become anaemic, 
but may include the 18.8% whose haemoglobin reading is 
temporarily diminished. Correction for these figures gives an 
amended incidence of 20.1%—i.e., 20.1% of all patients seen 
for the first time at the clinic are or will become anaemic. 

Direct comparison with other reports is difficult, but, it is 
interesting to nòte that repeat surveys in other parts of Scotland 
show a diminished incidence of anaemia in patients attending 
antenatal clinics. 

The reason for this high incidence on Clydeside is not 
apparent. .The greatest emphasis has hitherto been laid on 
dietary iron intake. Coons (1932) estimated the daily iron 
requirements of the pregnant woman as 14.7 mg. Ohlson and 
Daum (1935) and the National Research Council, U.S.A. (1947), 
agree with his figure. McCance and Widdowson (1946), how- 
ever, put the level as high as 20 mg. per day. Diet in the 


~British Isles has become fairly standardized in recent years and 


it is therefore difficult to understand why anaemia of preg- 


. nancy should be so common in Glasgow. We have recently 


undertaken a dietary survey of cases of anaemia, and although 
to date we have examined only 16 patients ‘the results empha- 
size the problem. The average daily tron intake of these 
patients was 16.67 mg., which is above the standard in America. 
It seems likely that social habits and environment may prove 
more important than iron intake as factors tnducing anaemia 
in the pregnant woman. 

Several points arise out of the investigation of cases of 
anaemia and of patients with “low normal” readings. These 
are best-summarized as follows : 

1. Thirty-per cent. of all women with haemoglobin readings 
in the range 60-65% Sahli become anaemic if untreated. 

2. Iron is the best form of preventive therapy, but an ade- 
quate intake of vitamins B and C shouid be maintained. 

3. In these patients 58% Sahli (9.28 g.%) seems to be a 
critical level. Below this figure progressive anaemia develops. 

4. In estimating progress a fall of less than 5% is not 
significant in any individual patient. 

5, Pregnancy is not a cause of anaemia, and age and parity 
play no part in its onset. 

6. Mild gastro-intestinal disorders: in the early months hasten 
the onset of anaemia but are not responsible for it. 

_ 7. Those patients who develop anaemia are probably cases of 
deficient iron storage, and the defect arises before pregnancy. 

8. In established cases of uncomplicated severe anaemia the . 
response to iron therapy is similar to that obtained in non- 
pregnant cases. Moderate anaemias show a regular response 
which does not vary with the haemoglobin level. 

9. When the anaemia is complicated by a gastro-intestinal 
disturbance there-is no difference in response to treatment pro- 
vided the anaemia is of moderate degree. When the anaemia 
is severe the response, initially good, practically ceases. 
© 10. In 17.8% of cases the response to iron by mouth may 
be delayed for as long as one month. 

il. An unsatisfactory response was obtained in 20% of 
cases, but reasons for this could be found in all but six cases, 


or 4.5%. 
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McGeorge, M . (1935). J. Obstet. Gynaec. Brit. Emp., 42, 1027. ° careful ‘watch was kept throughout for si ns of intracranial 
Meyer-Wedell, "Ta (1943). A Ibid., 50, 405. com lications, b t i pt ed. i i 
National Research Council, USA. (1947). Report of Committee A p Ue eRe -O 7 

on Foods and Nutrition, Philadelphia. i 


oat r W., and Plass, - D. (1936). Ameri J. Obstet, Gynec, à 7 i i : aeeanicnt 
hilson, M M. A. Sagat ect K (1935). a "Aass B9 Toa l Ha On admission to hospital the following routine treatment 
, Powell J. y (1944). “Die a ns A was adopted: Myringotomy was performed in those cases 


Roscoe, M. H., and Donaldson, G. M. M. 946), J. Obstet. Gynacc. in which,the drum was intact and distended. Intramuscular 


stare ag M. (1944). J. Path. Bact., 56, 189. penicillin was given in watery solution, 50,000 units six- 


Thomson, K. J., pba ne A., Gibson, J. G. and. Evans, 'W. A. hourly, in most cases. In the more severe cases 100,000 


~ jun. (1938). he _ Obstet. Gynec., 36, . i i ix- i i 
Whitby, L. E. Hs and:Britton, C. J. C. (19 46). Disor ders o Fthe Units Were given six hourly, and in one case 50,000 units 
Bloòd. Churchill, London. three-hourly. Sulphonamides were given either four- or 


H ile is nia. (1942). inp’ Haematology. Lea and Febiger, ` six-hourly, according to convenience in dosage, up to a 
ipa ea a total dose varying from 10 g. in infants to 30 g. in children 
ESE ` of 10 years and over. No sulphonamide was given in one 
case in which there was acute glomerulonephritis. Sulpha- 


ACUTE MASTOIDITIS IN CHILDREN diazine was used in most cases; and mist. sulphonamide 
co. (consisting of « |phadiazine 37 %, sulphathiazole 37%, 


TREATED WITH PENICILLIN AND ' and sulphamerdzii 26%) in younger children. Great 





SULPHADIAZINE ; ` attention was paid to a large fluid ‘intake. 
; T BY B Local treatmen:, consisted in careful cleaning ofthe 
l A. J. MOFFETT, F. R.C:S, , meatus thrice daily and instillation of penicillin aural drops, 
` Surgeon S 10,000 units per ml. As most of the children were drawn 


- from the working-class districts of the city, one of the most 


' ; . , important factors in the recovery of these cases was 
,. G. A. DALTON, MB. . D. L.O. .) undoubtedly the excellent nursing care and pee to 

Turia) Registrar general health which they received. 
Ear, Nose, and Throat ‘Department, United aah eh The following is a summary of the notes of one ai the 

Hospitals ' 
' most striking cases. 

It has been said that penicillin places a premium on good . Case 1. l 
surgery, but is no substitute for it. While not preparing to > ` Admitted April 13, 1948, aged 4 years, under the care of one of 


dispute the former, the series of 17 cases recorded. below ' us (A.J. M.). Five weeks previously this child developed measles 
. would largely appear to disprove: the latter. with otalgia and bi- 


It has been the. practice at one ear-and-throat clinic lateral otorrhoea. The 
at the: Children’s' Hospital to treat as out-patients large left otorrhoea ceased 
numbers of.cases-of mastoiditis, early or subacute, by_the four weeks later, but 

the, right .otorrhoea 
extensive use of the sulphonamides, and penicillin in the had: continued. -and 
form ‘of an oil emulsion, reserving for admission those right otalgia ‘had been 
cases. which hitherto had appeared to demand immediate severe for the last 
operation. ‘While the possible risks attached to this pro- three days. A right 
cedure laid it open to. criticism, the difficulties of obtaining post-aural swelling 
adequate facilities for in-patient treatment within this’ or- was noticed three days 
‘any' other hospital in the vicinity were so great that it was before admission. It 
considered a justifidble expedient. , had since become 


The results,- however, were so satisfactory that it was Oe 
resolved to apply this method of treatment to those cases On ae a oa 
of mastoiditis which by all previous. standards demanded or gta Sante a)... 
-immediate operation. The cases in this series, seen within F. (318° C). From as PRE ASOT 
a period of three months, are consecutive ones. in which the right ear came a Eia, 1 Photograph of Case 1 Een 
there could be no shadow of doubt of a clinical diagnosis profuse muco-puru- on a 
of acute mastoiditis, and were treated by conservative lent discharge, the ` 
methods. Cases were selected on admission and none was exact source of which 
excluded on the grounds of its severity. Only those-in’ was obscured by deep 
which ‘the disease had progressed so far as to produce, meatal oedema. There 
in addition to systemic disturbances, tenderness, swelling, pire menos on rable 
oedema, and in some casés a fluctuating - ‘abscess over the ea peel go ee 
mastoid process were included in the series. All- showed,- Sich was extremely `R 
to a greater or lesser degree, the typical forwards and. tender.. The pinna 
downwards displacement of the ear so well shown in the ` was pushed down, for- 
accompanying photographs. This, coupléd with the appear- wards, and outwards 
ance of thé drum and meatus, left no doubt of the diag- , (see ‘Fig. 1). The left 
nosis nor,\by the usual standards, of the necessity for drum was wrinkled 
operation. X-ray examinations were made only in the but without active 
later cases in the series, and bacteriological examinations SE : ae 
not at all. The latter ‘is unfortunate, because it may be z se i a aie 
` that the prevalent invading organisms at the time the cases ban iloho nige 
were admitted were particularly penicillin- or sulphonamide- co., and penicillin 
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discharge from myringotomy (per- 
formed day before admission). 
Hearing: whispered voice at right 
ear > 

Right ear: large post-aural swelling, 
pushing pinna down and out. Thick 
creamy discharge from posterior 
perforation in drum. Drum deeply 
injected’ as i 


Left pinna pushed downwards and 
forwards by periauricular oedema. 
Meatus oedematous? , Purulent 
discharge a 


Left drum bulging. _ Mastoid tender- 
‘ness. ‘Periostitis over Macewen’s 
triangle and mastoid tip 


X 
+ 
- “ ~. { 


Right pinna” displaced’ down and out. 
~ Mastoid process red and tender. 
‘Purulent 


Deep meatal oedema. 


otorrhoea 


1 


` 


aa) we 4 


Left ear: profuse muco-purulent dis- 
charge. Periostitis over Macewen’s 

_-triangle. Drum not seen owing to 
difficulty in examining child \ 


i; f ; i . 4 
4-5 weeks | Right ear: profuse purulent discharge 
from antero-inferior_ perforation. 
Drum deeply injected. Severe 
periostitis over whole of mastoid 
-process extending above pinna along 
“zygomatic root., No fluctuation 
Right ‘otalgia for one month and right 
otorrhoea for one week. Post- 
aural swelling for one day. Con- 
tinuous haematuria for one week. 
Right ear: large discoloured swel- 
ling over mastoid process, with fluc- 
tuation, maximal, over Macewen’s 
triangle; thick discharge from 
‘ macerated drum. Urine: red cells 
and granular casts; albumin. Blood 
urea 31 mg./100 ml. Blood pres- 
sure 100/70. Abdomen: nil abnor- 
mal. Diagnosis: acute glomerular 
nephritis, complicating acute mas- 
toiditis i l 
Previous history of severe right otalgia, 
4 years and 18 months. Tempera- 
ture 100-2° F. (37-9° C.): Right ear: 
_ meatal oedema, especially pos- 
teriorly; drum red and bulging; 
3-point tenderness of mastoid, 
especially over tip 


- 


+ 
t 


Left ear: fluctuant tender swelling in 
post-aural ‘groove; meatal wall 
sagging postero-superiorly; drum 

* macerated (mostly obscured by 
meatal swelling). Radiograph: 

e: infected left mastoid ” . 


1 


3 weeks 


P 


b 
“4 
aT ‘ 


- 


* 


Right ear: red tender swelling over 
Macewen’s triangle; mastoid tip 
~ tender; deep meatus oedematous; 
drum , obscured by hard wax. 
Radiograph: ‘‘ infected right mas- 
a \ l tojd ” : sE 


J ` 


‘4 years 4 weeks 


3 weeks ‘| History of 3 weeks’ right otorrhoea 

following occasional otalgia for. 6 
months. Right ear: severe post- 
aural swelling. Radiograph: “‘in- 
fected right mastoid.” Hears whis- 


pered voice at ear . te 
J ^ TE ig ra 


12 years 









11 days: perforation healed 


1 Tespects 
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-whispered voice from 5 ft. (1:5 m.) 
3 ‘days after admission: swelling 

smaller -but fluctuant. 8. days: 
‘swelling gone; Otorrhoea ceased. 


r 


3 days after admission: condition 
unchanged. 4 days: miastoidec- 
tomy.decided on for next day unless 
much improved. 5 dàys:- discharge 
ceased; meatal oedema subsiding. 
11 days: poStauricular and meatal 
swelling gone. Drum injected. 19’ 
days: ear appears normal in all 


On admission: myringotomy per- 
formed. 2 days after admission: 
tenderness gone. 4 days: otorrhoea 
ceased; swelling gone. 
. drum quite normal ge * 3 

7 days after admission: periosteal 
thickening gone. 9 days: otorrhoea 
ceased. 12 days: drum thickened; 
otherwise normal ' ` Re 


i 
+ 


6\days after admission: periostitis 
gone. 7 days: otorrhoea ceased. 
' 8 days: drum white and flat 


-~ 


2 days after admission: swelling gone 
except for small area of thickening 
over centre of mastoid process. 4 
days: otorrhoea ceased. 5 days: 

. perforation healed. 9 days: mas- 

' toid process clinically normal 

3- days after admission: otorrhoea 
ceased. 5 days: swelling gone; 

‘meatus much less oedematous. 


Urine contains R.B.C.s and no |’, 


_casts. 11 days: meatus normal; 
drum scarred, otherwise appears 
normal , ae oe 


\ a i 


f 


+ 
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On admission: right paracentesis 


` performed. 3 days after admission: 
tenderness ‘gone. 5 days: incision 
-healed. 7 days: drum scarred; 
otherwise normal ‘ f 


po 


— r 


2 days after admission: swelling much 
smaller. 3 days: profuse left otor- 
rhoea started. 9 days: mastoid 
process normal; attack of haema- 
turia lasting a few hours; urine con- 

_ tained red cells but no.other abnor- 

_mality; su'phadiazine.stopped. 10 
days: otorrhoea . 11 days: 
meatal swelling gone; drum land- 
marks visible > 

4 days after adrbission: swelling gone 

ı except for slight periostitis over 
upper part of mastoid process. 8 
days: mastoid process normal. 10 
days: meatus normal; still not 
possible to remove hard wax. 15 
days: drum. normal 


4 days after admission : swelling gone; 


, otorrhoeas ceased. 8 days: 
normal; mastoid process normal; 
hears whispered voice from 6 ft. 
(1:8 m.) both sides 


oor q 


+j. we 


8 days: 
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Pa Details of Remaining Cases a ` 
` ` ke I ge 78 7 . „a 
7 , Duration 5 ` "i ' l 
Age |` of -Physical Signs T a Progress ‘ _ Follow-up 
Symptoms F : ` 
7 years 2 weeks _ | Right mastoid tenderness. Periostitis, | 3 days after admission: otorrhoea 3 weeks after discharge:. no com- 
Poy especially over lateral sinus. Pro- ceased. .8 days: periostitis gone. plaints. Drum scarred; otherwise 
i fuse discharge from posterior per- 12 days: drum scarred; not normal. Mastoid process normal. 
t foration : inflamed . ` i Hearing excellent. Circularized 
if yo : 4 E ~' i s after 11 months: no further ear 
; ae SNN i i sa T trouble a = 
6 years 5 days ‘Right ear: swelling over Macewen’s | 4 days after admission: otorrhoea 6 weeks after discharge: no com- 
: ‘ triangle and down post-aural |- ceased: 5 days: periostitis gone. -plaints. Right drum _ slightly 
groove. Copious pulsatile serous 7 days: drum normal. Hearing: 


retracted. Frey mobile. Hearing: 
W.V., right 10 ft. (3 m.), left 12 ft. 
(3-66 m.). Circularized after 9 
months: no further ear trouble 


2 weeks after discharge: no com- 
laints. General condition excel- 
ent.,«-Mastoid process normal. 
Drum thickened but flat and white. 
Circularized after 10 months: no 
ear trouble of any sort i 

10 weeks after discharge: ‘‘ perfectly 





sleeping well; mastoid process and 
zygoma normal: drum grey: and 
normal in every respect. Circu- 
larized after 12 months: .no ear 
trouble ‘of any sort 


` 


f 


9 weeks after discharge: “‘ no com- 
plaints whatsoever’; mastoid pro- 
cesses normal; both drurhs quite 
normal and mobiles Hearing: 
whispered voice—right and left, 
14 ft. (4-26 m.), Circularized after 
11 months: had one attack of right 

__ otalgia; no, trouble 'with left ear, 

6 weeks after discharge: ‘‘no com- 
plaints at all, Better in every way ”; 
mastoid process normal; 
retracted and poorly mobile; mal- 
leus prominent. Hearing: W.V. 
right 10 ft. (3 m.), left 12ft. (3°6 m.). 
Circularized after 8 months: no 
ear trouble —~ 

7 weeks after discharge—both drums 

quite normal and mobile. Mastoid 

processes normal. Hearing: W.Y. 

right 12 ft. (3-6 m.); left 14 ft. 

(4-26 m.). Circularized after 11 

‘ months: no ear trouble of any sort 

Circularized after 10. months: no 

further ear trouble : 


1 
+ 


= 


` T f 


T. and A. 3 months later. Circu- 
larized after 10 months: no ear 
“trouble 
nephritis cleared up in 3 months. 


9 weeks after discharge: no com- 
plaint of ear at all; 2 head colds 
since discharge, but no otalgia. 
Right mastoid process feels normal ; 
drum slightly retracted anteriorly,’ 
and ‘scarred posteriorly . by my- 
‘ringotomy incision, but freely 
mobile: Hearing: W.V.. right 12 ft., 
left 12 ft. 
months: no further ‘ear trouble* 
2% months later: no further ear 
trouble; drums grey and retracted 


1 


Circularized after 10 months: child 
well; no ear trouble of any sort ' 


hears whispered: voice at 5 
` (1-5 m.) right, 8 ft. (2-4 m.) left 
oa cic ee 


r - i 
, 


TNL t a - 


~ 
r 


` 
- ` \ - 


healthy baby ”; taking feeds and , 


since / original '. attack; ` 


Circularized . after "9 — 


1 month: ‘right ear: drum retracted; ; 
t. 
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ACUTE MASTOIDITIS IN CHILDREN 











BRITISH 
-MEDICAL JOURNAL 1089 
Details of Remaining Cases (continued) 
Duration: ; ` Duration 
Case Age of i Physical Signs Progress as ln- Follow-up 
Symptoms patient S 
15 44 months} 8 days -| Right ear: swelling above and in front 2 days after admission: otorrhoea | 29 days | Right mastoid abscess 4 months later. 
of pinna, pushing it down and out; ceased. 5 days: swelling gone; Right otitis media 6 months later. 
no fluctuation; slight discharge drum appears normal. 8 days: Bilateral otitis media 8 months and 
' from myringotomy incision, per- diarrhoea. 9 days: vomiting also. again 11 months 
formed 2 days, before admission. | ` 10 days: temperature and pulse i 
Radiograph: “A few infected rates raised; right zygoma feels 
zygomatic cells on the right side ” warmer, and is slightly reddened r x i 
and more prominent than tbe oppo- 
site side; right cortical mastotdec- 
tomy erformed; the major part of 
mastoid process normal, but a chain 
of infected zygomatic cells found. -= 
B 12 days: general condition much 
improved. Steady uneventful 
. recovery 
16 8 years 7 weeks- Left ear:- tender over lateral sinus; | 2 days: tenderness gone. 3 days: | 11 days | Circularized after 9 months: no 
- drum bulging postero-superiorly; otorrhoea ceased. 10 days: drum further ear trouble 
N ; purulent discharge from antero- retracted. 11 days: home ' 
`~ inferior perforation 
17 6 years 2 weeks Right ear: profuse purulent discharge | 2 days: tenderness gone. 11 days: | 13 days | Circularized after 10 months: one’ 


from anterior perforation. Tender 
mastoid tip , 


otorrhoea ceased 


attack of acute R.O.M. 4 months 

s after discharge. Cleared up in a few 
days on sulphonamide and peni- 
cillin drops, given in O.P. 





t 


Progress. —April 17: Right èar dry; perforation seen to be 
antero-inferior ; no palpable periostitis now, but ear still lower 
than opposite side. April 19: Perforation healed. April 23: 
Pinna back in normal position (Fig. 2). April 25: Could hear 
the whispered voice at 15 ft. (4.57 m.) both sides. Right drum 
normal except for the antero-inferior scar. May 5: Transferred 
to convalescent home. ~ 

Subsequent History. —June 17: T. and A. July 15: Both ears 
dry; no ear trouble since May 3. 
months (February, 1949): No further ear trouble. 

The remaining cases are described above in tabular form. 

Response to treatment was immediately noticeable in the 
general condition of the children. This in our opinion is 
the most important criterion of improvement in all acute 
mastoid- cases. If the’ child looks as if it were making 
progress it is making progress, the constitutional condi- 
tion reflecting the improvement in the ear. The slightly 
yellowish appearance of the complexion. reminiscent of the 
tint of a telegram envelope, easy with practice to recognize 
but difficult to describe, rapidly gives way to a healthy 
pink. ‘This ‘alteration in appearance is often discernible 
within a few hours after treatment has begun, and precedes 
any obvious local change. 
fall rapidly at first and then move gradually to normal. 
Local changes in the ear quickly follow. The redness and 
tenderness rapidly disappear, the oedema subsides first, and 
is followed by the disappearance of fluctuation as the 
abscess, where the infection has burst through the bone, 
absorbs. The ear returns to its normal position, discharge 


ceases, the drum regains its colour and lustre, and hearing ` 


is restored. Many of these changes are accomplished in 
48 hours, and-are usually complete within a week. 


We consider that the end-resuits of this method of treat- 
ment, as shown by examination or replies to questions 
several months afterwards, are at least as satisfactory as if 
the cases had “been operated on; and that after such a 
lapse of time any further ear trouble is more likely to be 
a-reinfection than a “lighting-up” of the old one, and 
would be equally likely to occur in children upon whom 
mastoidectomy had been performed. 


Dr. T. M., Montford, M.O.H. of Castle “Donington and 


deputy chairman of the Leicestershire and Rutland Executive 
Council, was re-elected a member of the Management Com- 


mittee of the Association .of Executive Councils (National 


Health Service) at the Annual Conference held at Bourne- 
mouth necenuy. À 


kal 


` 


Circularized after nine 


The temperature and pulse rate - 


ELECTROCARDIOGRAPHIC INVESTIGA- 


TION OF 264 CASES OF 
HYPERTENSION 
BY 
POUL BECHGAARD, M.D. 


(From the Medical Out-patient Department of the Rigshospital, 
` Copenhagen (Professor Eggert Möller, M.D.) ) 


Improvement in the electrocardiogram is ‘an objective 
, criterion to which the utmost importance has been 


attached in* estimating the effect ‘of treatment of essen- 
tial hypertension. It has long been known that confine- 
ment to bed may in itself produce temporary improvement 
in the electrocardiogram. It is a matter of great interest 
‘that more.comprehensive investigations carried out within 
recent years have revealed considerable and lasting improve- 
ment in the electrocardiograms of patients with hyper- 
tension, notably in the T-waves, as a result of dietetic treat- 
ment (Bryant and Blecha, 1947; Kempner, 1948; and 
others) and of sympathectomy (Canabal et al., 1945; Peet 
and Isberg, 1946; Hammarström, 1947; and others). 
There are few comparative records of electrocardio- 
grams.of untreated patients with hypertension followed up 
over a fairly long period. Canabal et al. (1945) recorded 
the electrocardiograms of 56 patients under 55 years of 
age through five years and found improvement in five cases 
only, all of them women under 50. They concluded that 
the electrocardiographic changes in hypertension tend to 
show that improvement occurs in few cases only, and then 


“Chiefly. after acute conditions such as myocarditis and 


infarction. Rasmussen and Böe (1945), after six years’ 
observation of 39 hypertensive patients, found that the 
electrocardiogram showed deterioration in 14 cases, while 
it was unchanged in 22 (of. which 15 were normal) and 
improved in only three. 

In a previous follow-up of 1,000 out-patients with hyper- 
tension (Bechgaard, 1946) with a blood pressure on the first 
examination of 160/100, or 180 mm. systolic or more, I 


-had not given ‘sufficient attention, to the importance of this 


fact and had not-followed the electrocardiograms of the 
individual patients with this in mind. The electrocardio- 
grams have therefore since been revised. On the first 
examination 890 patients had been submitted to electro- 
cardiography. As appears from Table, I, and from a state- 
ment by Aastrup (1937), the prognosis was considerably 


7 4 
~ ly x 


_-.are left out of account, as in our cases. 


` 


as normal. 
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worse for patients with a morbid electrocardiogram on morbid electrocardiogram on the first examination were in 


the first examination than for those with a normal one. 


TABLE I 





ot date Second Examination 
E.C.G. on First 
: rear No. of Patients | ————————— ~ 
Examination Living Dead 
Normal : 753 i 591 162 
Morbid 137 54 83 


4 


Present Investigation 


Of particular interest are the electrocardiograms of 264 
hypertensive patients under the age of 60, all of whom were 
alive 11 years later and all belonging to an age at which 
sympathectomy may be considered. In all these cases 


electrocardiograms were taken at the beginning and the 
end of the observation period, and in several instances 
Two-thirds of these ~ 


once or more within this period. 
patients were women. 


The usual criteria of a myocardial lesion have been 
applied in interpreting the electrocardiograms. An electro- 
cardiogram with an isolated left-axis deviation was regarded 
The T-waves were accurately measured. ` To 
record an improvement it was required that TI and T2 
should: be at least 0.1 mV higher at, the follow-up than 
on the first examination. ` | 

In 162 cases the electrocardiogram was normal both on 
the first and on the second examination ;' in 48 the electro- 
cardiogram was normal on the first examination but at the 
follow-up showed marked deterioration, revealing signs of 
a myocardial lesion in all cases; and in 45 cases morbid 
electrocardiograms on the first examination were mainly 
unchanged or aggravated at the follow-up. As shown in 


Table II, in only nine cases had the electrocardiogram 


TABLE II’ 
Cases 
Normal] B.C.G. on both examinations re v 162 
Normal E.C.G.— morbid on second examination 48 
Morbid E.C.G. on both examinations ae ; Ś 45 
E.C.G. improved during the observation period .. (9) 3 
Electrocardiograms observed for from 4 to 11 years 264 


improved in the course of the observation period.” In three 


of these nine cases the T-wave in the first lead showed 


marked improvement, being at least 0.1 mV higher than 
on the first examination, and in two of them it had changed 
from negative to positive. In three cases a left-axis devia- 
tion had subsided, and in three some ventricular extra- 
systoles present on the first examination had disappeared. 


It is only in the first three cases that we can say. for 
certain that a really morbid electrocardiogram had under- 
gone a change for the better. Hypertension persisted in 
all cases. l =: 

l : Discussion 

The conclusion to be drawn from this investigation 
must therefore be exactly the same as that of Canabal 
et al—namely, that definitely morbid electrocardiograms 
of patients with hypertension show very little tendency to 
improve when acute conditions, notably cardiac infarction, 
Improvement 
oċcurred in three patients only. This figure, though smaller, 
is in accord with the results of the investigations made by 
Canabal et al. and Rasmussen and Bée—particularly so 
when the longer observation periods of my investigations 
are taken into account. ; l l 

Actually, these investigations give too optimistic a picture 
of the spontaneous improvement in the electrocardiograms, 
since patients who died within the observation period have 
not been included. The deaths among patients with a 


s , 


~ 1 ~r 


the great majority of cases due to cardiac diseases. It is 
to be expected, therefore, that the proportion of spon- 
taneous improvements would have been smaller if it had 
been possible to include these patients. 


Lasting improvement in the electrocardiogram in hyper- 
‘tension, notably improvement of the T-waves, may there- 
fore be regarded as a criterion of the efficacy of a treatment, 
spontaneous improvement being a comparatively rare occur- 
rence. It may furthermore be remarked that in more than 
half of the patients the electrocardiogram remained normal 
throughout the observation period. 


Great prognostic importance must also be attached to 
improvement in the electrocardiographic findings, since a 


` morbid electrocardiogram must be regarded as an extremely 


‘grave prognostic sign in cases of essential hypertension. In 
my previous investigations into the prognosis of 1,000 hyper- 
tensive patients the mortality rates were compared with the 
average mortality among the Danish population, the age 


. distribution and the length of the observation period being 


taken into consideration. For men with electrocardio-- 
graphically demonstrable myocardial -lesions the mortality 
was found to be 54 times as high as the average mortality, 
and for women about 3 times as high, as compared with 2 
and just over 1 respectively for hypertensive subjects with 
normal 'electrocardiograms. l 
i _ Summary 

The electrocardiograms of 264 -out-patients under 60 years 
‘of age with essential hypertension have been followed for from. 
4 to 11 years. l v4 

Of these, 162 had normal electrocardiograms on both the 
first and the second examination. 

Forty-five patients presented fairly unchanged morbid electro- 
cardiograms on the two examinations. 

In 48 cases a marked deterioration had occurred. ` 

In nine cases the electrocardiogram had improved, but 


` significantly so in three cases only.’ 


The follow-up of 1,000 patients with hypertension disclosed 
a mortality rate for men with electtocardiographically demon- 
strable myocardial lesions 54 times greater, and for women 
nearly 3 times greater, than the average mortality, against 2 
and 1 respectively for hypertensive subjects without this sign. 

A treatment of essential hypertension which is capable .of 
effecting a regular and lasting improvement of the electrocardio- 
gram must “be regarded as of real value. 
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The Ministry of Health states that in the removal of persons 


_of unsound mind to mental hospitals it may be necessary in 


some cases to have trained staff from the hospital in attendance 
to accompany the patient in the ambulance or car and if neces- 
sary to assist in the removal, Requests for assistance will 
usually be made by duly authorized officers of local health 
authorities, and when hospital management committees are 
asked to provide trained personnel for this purpose they should 
do their best to comply. The smooth working of arrangements 
will entail the closest co-operation between officers of the hospi- 
tal management committee and of the local health authority. 
No charge will be’ made to local health authorities for the 
services of staff provided under these arrangements. 
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SENSITIZATION TO DENTURE MATERIAL 


AS A CAUSE 
STOMATITIS 


BY 
j i 
H.’ R. VICKERS, M.Sc., M.B., M.R.C.P. 


Consultant Dermatologist, 
eretar Royal Infirmary, Sheffield 


OF ANGULAR 


Cracking of the ahaide: of the mouth'may be due i many 
causes. These vary from mechanical maceration by drib- 
bling resulting from ill-fitting dentures to direct infection 


‚with monilia, staphylococci, or streptococci, and to that. 


arising in association with vitamin deficiency, particularly 
in ariboflavinosis. I wish to draw attention to a further 
cause which is not generally recognized—fissure formation 
due to stomatitis caused by sensitization to denture material. 
Of nine cases of denture. stomatitis I have seen during the 
last four years, in seven I was consulted because of cracks 
at the angles of the mouth, and only after, direct question- 
ing did these patients mention painful gums. All seven 
cases had been treated by local applications and by various 
vitamins without success, some of them for several years. 


Stomatitis arising from sensitization of the buccal mucous . 


membrane to the material of which dentures are made has 
been recognized for many years. 
(1939) state that “rubber sore mouth” has been known 
ever since Thomas W. Evans, of Paris, introduced in 1844-5 
vulcanite as a base for the construction of artificial den- 
tures. The condition is mentioned in many of the-standard 
dermatological textbooks, such as those.of Sutton and 
Sutton (1939), Becker and Obermayer (1940), and Andrews 
‘ (1946). Lain (1932) discussed briefly the basic constituents 
of dental plates and stated that probably the substance 
mainly responsible for the stomatitis is vermilion (mercury 


sulphide), which, in plates that have not been sufficiently ` 


hardened, is easily liberated on to.the mucous membranes. 
Lindsay (1928) described glossitis occurring in a patient 


who was shown to be sensitive to a “plastic” type of : 


denture by patch testing. Rattner (1936) described ‘three 
cases of stomatitis due to sensitization to the newer plastic 


materials—two of which gave positive patch tests to the. 


dentures strapped on to the arm for 48 hours. In the third 
case the patch test on the arm was negative, but Goldman 
and Goldman (1944) have shown that it is necessary in 
some cases to perform the patch test on the mucous mem- 
brane to demonstrate sensitivity, and they have devised 
a technique for. doing this. 

The patch tests in the cases described below were per- 
formed by taking scrapings from the denture which was 
suspect .and leaving these moistened scrapings in contact 
with the skin of the upper arm for 48 hours. There was 
no difficulty in reading the results. A more spectacular 
way is to strap the whole denture on to the skin, but my 


patients did not wish to be without their teeth for a period- 


‘of two days. : 
In addition to the cracks at the corners of the mouth, 


the one feature common to ali the patients was redness. 


and engorgement of the whole of the mucous membrane 
which came into contact' with the denture: 
between the red inflamed denture-covered part of the hard 
palate and the adjoining normal uncovered part was most 
striking. In some cases the mucous membrane of the 
cheek was also affected, and one case ‘had superficial glossitis 
of the ‘part of the tongue in contact with the denture. All 
have been cured by changing their type of denture. 


I 
-” 
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SENSITIZATION TO DENTURE MATERIAL AND STOMATITIS „Bums 


“ wearing a new denture. 


‘Rupert . Hallam Department of’ 


to have a 


' Prinz and Greenbaum ' 


‘ continuously in spite of various forms of treatment. 


The sharp line. 


‘ y ` 
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Case Reports - 
‘Case 1—A woman aged 31, seen on January 15, 1945, com- 


plained of having had cracking at the angles of the mouth for 


this started about six months after 
She had failed to respond to many 
different preparations. There was no history of previous 
trouble and her general health was good. On examination 
the cracking of the angles of the mouth was severe and there 
was redness and swelling of all the mucous membrane which 
came.into contact with her dentures. The line of demarca- 
tion on the hard palate between the engorged mucous mem- 


the previous six years; 


‘brane and the normal-looking posterior part of the palate was 


very well marked. There was no history of previous skin 
disease or: of any relevant past illness. The dentures were 
made of red vulcanized rubber, and a patch test performed with 
scrapings was strongly positive, blisters being. formed on the 
skin of the upper arm after contact with the scrapings for 
48 hours. She was advised to stop wearing her dentures and 
“plastic” denture after first:-being tested with the 
plastic material to be certain that she was not also sensitive 
to that. She was seen again on April 12, 1945, when she was 
completely cured. In a letter dated July 30, 1949, she stated: 
“ I have not had any recurrence of the trouble with my mouth 
and gums whatsoever.” 

Case 2—A woman aged 46 was seen on January 7, 1946. 


: She gave.a history of cracking of the corners of the mouth for 


one month, and for a week before being seen she had mild 
dermatitis of the circumoral region, chin, and neck. She had 
worn '““ plastic” dentures for six years, and during this time 
often had ulcers of her gums. 'There was no previous history 
of skin disease. She had marked cracking of the angles of the 
mouth, with a dry scaling dermatitis of the circumoral region, 
the chin, and the anterior “aspect of the neck. The mucous 
membrane in contact with the dentures was red and engorged, 
and showed the sharp line of demarcation described above. 
A patch test to the denture was strongly positive. She was 
advised to change to a vulcanite denture. On July 30, 1949, she . 
wrote saying that she “had slight recurrence of the trouble 
about 12 months ago which quickly responded to treatment. 
Apart from this I have experienced no trouble whatsoever.” 

Case 3—A woman aged 44 was seen on November 22, 1946. 
She had had cracks at the corners of the mouth for three years 
She first 
had artificial teeth in 1938, and had since noticed soreness of 
her gums from time to time. On examination there were deep 
cracks at the corners of her mouth, and the mucous membrane 
showed the changes seen in the other patients. The dentures 
were made of red vulcanite, and a patch test was strongly posi- 
tive. She was fitted’ with, “ plastic” dentures, and wrote in 
‘January, 1947: “JY. got my new plastic teeth on December 29, 
and am delighted to say the cracks in my lips have quite gone 
‘and my skin is clear. My mouth has lost its soreness and I am 
free from ulcers.” 

Casé 4.—A woman aged 64 was seen on August 27, 1945. 
On January 1, 1945, she had an irritable rash. on the central 
part of the face, involving the forehead, nose, mouth, chin, 
and neck. She also had noticed cracks at the angles of the 
mouth during this time. She had worn dentures for about 
40 years. On examination she had: dermatitis of the areas 
mentioned above, cracks at the corners of the mouth, and 
marked redness and swelling of the whole of the mucous mem- 
brane in contact with the dentures. The dentures were made 
of black vulcanite with red vulcanite at the gums. Patch tests 
to the black and red vulcanite, to lipstick, and to face powder 
were negative. The rash and cracking persisted in spite of 
treatment, and in April, 1946, she was asked to discontinue 
wearing her dentures. She left them out only at night, but 
even with this the condition improved.: Eventually she was 
fitted with a plastic denture, and wrote to me on July 29, 1949, 
to say that she was perfectly well, with no, trace of -the trouble. ` 

Case 5.—A man aged 74 had had cracks at the corners of 
the mouth for about four weeks-when seen on October 12, 
1948. He had worn dentures for about 30 years. In addition 
to the cracks there was redness and swelling of the buccal 
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, positive. 


, dentures for 35 years. 
„characteristic appearance, and a patch test to the denture was 
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mucous membrane. A patch test to dentures was strongly 


He was fitted with “plastic” dentures, and when 
seen again on March 7, 1949, the cracks had gone and the 
stomatitis was cured. 

Case 6.—A woman aged 39 came to the out-patient depart- 
ment on May 14, 1949, with an infected mole. Angular stoma- 
titis had been present for five and a half years; she had worn 
vulcanite dentures for about six years, and examination re- 
vealed the characteristic redness of the denture-contact area. 
A patch test when first tried was negative, but when repeated 
a delayed positive result was obtained. She was fitted with 
new teeth and the cracks have now healed. 


Case 7.—A woman aged 58, seen on July 30, 1949, had had 


cracks at the angles of the mouth for many years despite many 


different kinds of treatment. She has worn black vulcanite 


The mucous membrane showed the 


strongly positive. She has now stopped wearing dentures ang 
the condition is‘much better. 


` Comment . 


These cases establish the association between denture 
sensitization and angular stomatitis. It is of interest that 
all these patients were in the habit of keeping their artificial 
teeth in at night, and it.is reasonable to postulate that such 
a practice leads more readily to the establishment of a 
contact sensitization. In view of the numbers of dentures 
worn this condition is relatively uncommon, but in all the 
above cases the gum sensitivity was discovered only by 
direct questioning and examination, so that probably many 
cases are missed. 
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- ANALGESIA INHALER FOR 
DILOR TANTEN 


BY 


H. G. EPSTEIN, Ph.D. 
AND 


R. R. MACINTOSH, D.M. D.A. 
(From the Nuffield Department of anaesthetics. University of 
Oxford) A 


Of the births in England and Wales 65% are supervised by 
midwives (Ministry of Health, 1946). In this circumstance 
‘the problem of the relief of pain is of lively interest to 
nearly half a million mothers a year, but is-not easy of solu- 
tion. The medical practitioner can choose the anaesthetic 


, drug and vary its concentration to meet the requirements 


of any particular patient at any particular moment. The 
midwife, however, because of her limited training in anaes- 
thesia, is at present restricted to apparatus set automatically 
to deliver 50% nitrous oxide and 50% air. This apparatus 
of Minnitt’s (1938) has proved safe,, but complaints are 


z common that it is cumbersome, and in some hands the 


relief from pain it affords is disappointing. This may in 
some degree be attributable to the fact. that the female is 
not mechanically minded, and gas-and-air apparatus does 
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indeed need a modicum of attention from time to time. 
Whether more latitude should be allowed to midwives in 
the way of new apparatus and drugs is a serious question. 
Increased relief from pain is easily achieved by raising the 
percentage of any anaesthetic .vapour inhaled, but, quite 
apart from any noxious effect this may have on the foetus, 
it carries with it the possibility that unconsciousness and ~ 
its many attendant dangers may be produced in a suscep- 
tible patient ; and it must be faced that the midwife is not 
adequately trained to meet such a situation. With this 
limitation in mind work is being carried out at various 
centres with the object of providing better relief of pain 


„with apparatus as safe as Minnitt’s, which has rendered 


such useful service for the past 15 years, but more portable 
and less likely to present technical difficulties to midwives. 


.. There seems to be a widespread opinion that trichlor- 


ethylene is a good analgesic agent ; when carefully given-it 
affords very considerable relief of pain without markedly 
impairing consciousness. In 1943 Freedman introduced a 
small inhaler for trichlorethylene which, under certain con- 
ditions at any fixed ambient temperature, delivers a sub- 
stantially constant concentration of vapour. ‘This inhaler 
proved highly convenient and successful in some hands— 
so much so that on the recommendation of the Anaesthetics 
Committee of the Royal College of Obstetricians and 
Gynaecologists extensive clinical trials were carried out at 
various hospital centres to discover whether the apparatus 
was suitable for use by midwives in domiciliary practice 
(Royal College of Obstetricians and Gynaecologists Annual 
Report, 1947). As a result of these trials the committee 
reluctantly decided that the apparatus was not satisfactory, 
and this view was supported by laboratory tests which 
showed that, even if the apparatus is kept still, the con- 
centration of vapour in the inspired air increases by 60% 
for a temperature rise from 20 to 30° C. Furthermore, 
marked fluctuations in concentration result from filling, 
shaking, or tilting the inhaler. 


Constant Vapour Concentration 


Before discussing the design of trichlorethylene inhalers 
delivering a substantially constant vapour concentration, 
the question naturally arises whether any fixed concentration 
of this drug in air would improve on the relief from pain 


‘ afforded by the Minnitt gas~air apparatus and yet not be 


dangerous. 


Spezial trichlorethylene inhalers in which the concen- 
tration could be varied at will in accurately known steps 
were handed over to our colleague Dr. E. H. Seward, 
and his observations (1949) suggest strongly that: (a) A 
trichlorethylene concentration of 0.5% v/v in air can be 
inhaled intermittently during labour over long periods. 
(b) After about three hours a slight cumulative effect may 
become noticeable in some patients. If in these cases the 
concentration is now reduced to 0.35% v/v this tendency 
is halted. (c) A very large proportion of patients prefer 
this method of pain relief to that afforded by gas and air.. 

In the design of apparatus to deliver a constant concen- 
tration of vapour of an anaesthetic liquid one of the main 


_ difficulties to be overcome is the effect: of variation of 


vapour pressure with temperature. This can be obviated 
either by keeping the anaesthetic liquid in a thermostat, 
as for example in the Oxford vaporizer, or by introducing 

a compensating device which, for any rise in temperature, 
reduces the amount of vapour leaving the vaporizing 
chamber. The latter method was adopted by Goodman 
Levy (1905) in the design of his chloroform inhaler. During 
the ‘last war this department was asked to produce a dosi- 
metric chloroform inhaler for paratroops. The resultant 
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E.S.O. (Epstein-Suffolk—Oxford) apparatus also was based 
on the second method, and utilized a compensating device 
which reduces the amount of air drawn through the vapor- 
izing chamber when the temperature of the liquid rises. This 
apparatus stood up to vigorous tests for robustness, and 
gave satisfactory results both in the laboratory and 
clinically. Many of the principles of the E.S.O. apparatus 
have been incorporated in the analgesia apparatus to be 
described. 





A Hand-operated Inhaler 


In our search for a constant-concentration inhaler for 
trichlorethylene analgesia various experimental models 
were constructed with devices—some hand-operated, others 
automatic—to keep the inhaled vapour concentration con- 
stant despite any changes in temperature of the liquid or 
the surroundings. Several of these models have given 
encouraging results in the labour wards of this hospital 
for the past year. An apparatus with an automatic tempera- 
ture control has an obvious advantage, but a hand-operated 
control is more robust and foolproof, and we incline to the 
belief that it will be more satisfactory in the long run. 
On this account we confine ourselves at the moment to a 
consideration of a hand-operated model, a photograph of 
_ which is shown in Fig. 1; the diagram (Fig. 2) is inten- 
tionally schematic. 

When the patient inspires, the non-return valve (NV) 
opens and air enters through a variable opening (a2) into 
the trichlorethylene chamber and emerges mixed with 
vapour ; another current of room air is drawn through the 
permanently open by-pass of fixed size (al) and dilutes the 
mixture issuing from the vaporizing chamber. If for a 
given size of inlet orifice (a2) and for a given temperature 
the concentration inspired by the patient is 0.5%, any 
change in temperature would alter this concentration. In 
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order to maintain a 
constant concentra- 
tion despite the 
change in tempera- 
ture, compensation 
is effected by making 
the size of the air 
port (a2) variable. In 
the model illustrated 
the concentration 
can be kept constant 
over a temperature 
range from 12 to 
37° C. (54 to 98° F.). 


On the dial of a 
metal thermometer 
(Th) are five equal $ 
sectors, each of a f ; 
distinctive colour ; the centres of these sectors correspond E 
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to the following temperatures : green 15° C., orange 20° C., 
blue 25° C., yellow 30° C., red 35° C. The movement of | 
the compensator handle (CH) increases or diminishes the 


inlet (a2) to the vaporizing chamber, and the compensator p 
handle can be set in any of five positions coloured to K 
correspond with the colours on the five sectors on the 
thermometer dial (Th). $ 

The apparatus is so constructed that the patient breathes 
0.5% trichlorethylene vapour whenever the compensator 


i% 


Te 


handle is set to correspond to the sector which contains the - 
thermometer pointer at that time. If, for example, the — 
thermometer pointer lies within the blue sector, the com- 
pensator handle has to be set to the “B” mark. It is 
obvious that at high temperatures, when the thermometer — 
registers in the red field and the compensator handle is 
set to “R,” the inlet (a2) will be at its smallest; when | 
the temperature is low enough to register in the green sector — 
and CH is correspondingly set at “ G,” the opening (a2) 
will be maximal. 


The heat capacity of the inhaler and heat transfer are 
such that the temperature of the anaesthetic liquid drops 
little during use in a room of reasonably constant tempera- 
ture. If the temperature of the surroundings changes 
suddenly the internal temperature of the inhaler will follow, 
but only slowly. In practice, therefore, CH rarely needs 
to be reset. The statement that so long as CH is set to 
correspond to the colour indicated by the thermometer 
pointer the concentration of trichlorethylene vapour will’ 
be 0.5% needs but slight qualification. If the thermometer 
pointer is at the centre of a sector, say B, and CH is set 
to position B, the delivered concentration will in fact be 
0.5%. If the pointer is in the right half of the sector, as 
shown in the diagram, the concentration will be slightly 
higher, and vice versa. If the pointer registers at the 
extreme right-hand side of a sector the concentration rises _ Í 
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to 0.55%. However, we believe that in clinical practice 
such fluctuations of + 10% in the vapour concentration are 
of little importance, and in speaking of “constant con- 
centrations“ possible variations within these limits are 
implied. It should be mentioned here that our analyses of 
vapour-air mixtures were carried out on samples of 
2-3 litres. 

The mechanism which permits delivery of a “ weak” 
mixture (0.359%) instead of the “normal” concentration 
discussed so far is not shown in the diagram. It consists 
of a small disk which when rotated to the “ weak ” position Í 
opens a second air by-pass in addition to the permanent 
one (al). 
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piratory. Woke of Pom 6 w 15 | litres per 
from 12 to 30. Overfilling the vaporizing 
ber: th K trichtorethylede i is prevented by an overflow. 
‘Slow filling which occurs when the filler is at the low level 
-of the overflow is avoided by placing the filler on top of 
“the inhaler. Liquid does not spill to the outside during 
transport or if the inhaler should fall over: A glass level 
gauge permits an. estimate of the consumption, and indi- 
“cates by the “full” mark when no more liquid should be 
poured in. If this is overlooked the overflow comes into 
action almost at once. One filling is more than sufficient 
> for a long case. 
= In view of the considerable cross-section of the vaporizer 
<- chamber, a special device is incorporated to give a reason- 
able movement of the level between “full” and “empty ” 
= corresponding to 14 fl. oz. (42 ml.) of free liquid. The 
concentration of vapour remains constant whatever the 
ee position: of the liquid level between the “full” and 
“empty” marks. . Moreover, even if the level sinks out 
of sight, and the inhaler continues to be used, the con- 
-centration ‘of vapour remains constant for at least three 
. hours by virtue of ‘trichlorethylene held in wicks. Despite 
_ the fact that the inhaler has a clearly visible liquid level— 
a not inconsiderable advantage—the concentration of 
-vapour inhaled does not rise when the liquid has just been 
__ added to the inhaler, nor after the inhaler has been acci- 
_ dentally shaken, turned on its side, or completely inverted. 
_ These refinements would be futile if the permanent air 
_ inlet (al) could be blocked, for the inhaler would then be 
dangerous in unskilled hands : accidental or intentional 
_ obstruction of this inlet has been made practically impos- 
sible. A feature of the apparatus is its low resistance to 
___ respiration compared with gas-air machines ; inspiration is 
therefore more comfortable, and leaks due to an ill-fitting 
. face-mask will be. of less consequence in diluting the 
mixture reaching the patient. The apparatus is easily 
portable and weighs 114 Ib. (5 kg.) complete in its transit 
ease, measuring 11 by 7 by 8 in. (27.5 by 17.5 by 20 cm.). 







Some Practical Points 


eR In using the inhaler care must be paid to three elementary 
points : (1) see that the liquid level lies between “ empty ” 
and “ full”; (2) set the compensator handle to the colour 
indicated by the thermometer pointer ; (3) if drowsiness or 
uncooperativeness should manifest itself the small disk pre- 
viously referred to should be turned from “ normal” 
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Recovery from Botulism = — > 
Botulism is a rare condition in this country and has a very 
high mortality. All of the eight affected persons succumbed 
in the Loch Maree outbreak of 1922. ‘The mortality is- 
generally considered to be at least 50%. 





CASE REPORT 


A woman aged 33 had an evening meal of canned tongue 
shortly after Christmas, 1948. The tin appeared normal, and 
the contents, which received no- further cooking, had no 
unusual taste. In the early hours of the next morning she 
awoke with severe headache and nausea, followed by profuse 
vomiting. In spite of feeling very ill, she got up and went 
for a drive with her husband. She continued to vomit inter- 
mittently throughout the day. On returning home she found 
that her face was crooked and drawn to the right side. The 
same night the vision in the left eye was misty and swallowing 
had’ become difficult; fluids were regurgitated through the. 
nose. For the next few days she remained in bed with mild 
pyrexia up to 100° F. (37.8° C.) and continued to vomit. Con- 
stipation was severe. On getting up after ten days she noted 
some weakness of the left leg. The difficulty in swallowing 
and in using the left eye persisted. 

I first saw the patient on February 19, 1949, seven weeks after 
the onset of symptoms. The condition had not been diagnosed 
at the onset and consequently no antitoxin had been 
administered. The following signs were present: moderate 
dilatation of the left pupil, which was active to light but- 
inactive on accommodation and convergence ; slight left-sided 
ptosis ; and complete paralysis of the left masseter, temporal, 
and pterygoid muscles. There was no facial. anaesthesia and 
the corneal reflex was present. The left facial muscles were 
completely paralysed, with the exception of the orbicularis- 
oculi, in which there was a faint contraction. Taste was 
normal on the left, but there was hyperacusis in. the left 
ear. Both sides of the palate were weak. Examination’ of 
the limbs showed no abnormality other than a moderate weak- 
ness of the dorsifiexors of the left foot. The superficial and 
deep reflexes were normal, and there was nowhere. any change 
in cutaneous or deep sensation. ? 

Twenty-four hours after eating the suspected meat. “the 
patient's daughter had an attack of vomiting which continued 
for two days. 
system. The patient’s 
was unaffected. 


The history of gastro-intestinal symptoms occurring a 
few hours after the ingestion of tinned meat and followed 
by paralysis of cranial nerves some~-hours later is ck 
teristic of affection byf the toxin. of Clostridium batil 


husband, who also ate = same meal, 
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THE ‘THYROID ` aa i 

Pathology: ‘and Surgery of Thyroid Disease. By Joseph Li 

De- Courcy, M.D., and Cornelius’ B. De ‘Courcy, M.D: < 

/ (Pp. 476 ; illustrated. £2 10s.): Oxford: Blackwell. Scientific 

- Publications. 1949. X 
Two distinguished members, of the clinic a Cincinatti, Ohio, 
which bears their name have added yet another to the long 
list of recent monographs on thyroid disease ‘and. surgery. 
It is in most respects a thorough ‘survey: of the: subject, . 
based on experience of some 15,000 thyroid. operations done 
over'a petiod of almost 30 years. | . ~ 

The authors, express a number of more or. jéss oeu 
opinions on various topics, and these must be heard with 
. respect, They claim, for instance, to be the originators of 
the view: that the beneficial action of’ Lugol’s - solution\in 
the pre-operative treatment. of toxic goitre is chiefly’ due to 
.a mechanical ‘effect ; the rapid storage of colloid, i in , the 
vesicles of the, gland “produces, they say, a temporary, state 
of pressure within the gland with a consequent oedema. and 
limitation ‘of the blood supply. Within. a short time the 


_ effect is lost because the circulation in the gland returns to 


normal with adjustment to the changed state. In their. 
survey of the physiology and pathology of the thyroid’ the 
authors emphasize the part played by the reticulo- 
endothelial system of the liver in the regulation of the iodine 
content of the blood, and discuss the.value. of blood-iodine 
estimations in diagnosis, and treatment. The: value of 
thiouracil treatment is, of course, fully discussed, and like 
‘ most.other unbiased observers they conclude that the chief 
value of these compounds i is in the pre-operative prepara- 
The possible uses of: radio-iodine’ are 


beyond the mere technique of his craft. 


neuroses, the ‘ 


= 


~ 


goitre. ‘The authors believe that this will almost iivaciatly 
prevent. any recurrence of hyperthyroidism by putting the 
remainder of the gland entirely’; at rest. They even describe 
the“history of a’patient’ with severe toxic goitre who was 
cured bythe administration of ‘dried: ‘thyroid tissue without 
any surgical treatment at all. This subject’ needs further 


D investigation. 


Though not without: defects, the book is interesting to 
read and most suggestiye to any thyroid surgeon who looks 
It is fully supplied 
‘with references at the end of each section. 

eae GEOFFREY KEYNES. 
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A The Mechanism of Abdominal Pain. By V. J. Kinsella, 
F:R.C.S:,, FRACS. (Pp. 230. £1 12s. 6d.) Sydney: 
Australasian, Medical Publishing Company. 1948. 


. The, ‘author i is a distinguished Sydney surgeon who for many 
years has devoted himself to a study of the problems of 


abdominal pain. He is scientifically minded, well informed, 
and a keen and’ painstaking observer ; this review of his 
findings will be read with profit by both clinicians and 
physiologists. Mr. Kinsella might well have given addi- 
tional space to a more ‘detailed account of his original 
observations and less: to'a consideration of the views of 
the classical writers like Ross, Lennander, Head, Wilms, 


‘Mackenzie, and the rest, whose theories and concepts have 


in the sie outlived their usefulness and now tend to 
cripple fresh thinking on the subject. Some of Mr. Kinsella’s 
own ‘theori ing—for. instance, on referred pain, visceral 


‘rule`of superior location,” and cutaneous — 
hyperalgesia (the last partly based on an excursion into 
comparative anatomy)—seems to outrun our knowledge of 
the facts. But the rest of the book is of high value. The 


also described, but its limitations and. dangers seém at , historical outline is illustrated by plates from the works of 


present, at the De Courcy Clinic, to outweigh its virtues, 
The use and control of this dangerous weapon are indeed: 
still in an experimental stage. 

. The difficult question of the aetiology and relationship of 
‘the’ two conditions known as Riedel’s’ thyroiditis and 


inflammation outside and ‘around the gland—a. peri- 
thyroiditis, with fibrosis spreading ‘into the gland’ from the ' 
periphery. ` Although the process certainly seems to affect 
. the surrounding tissues, this’ explanation is unlikely to’ 
satisfy pathologists. The origin of the peri-thyroiditis i is in 
any .case left unexplained. 

In this comprehensive survey the technique. of thyroid . 
‘ surgery is given a relatively small. space. It is interesting 
.to note that the authors do not ligate, the inferior thyroid. 
artery, because they believe that-the procedure “ ‘entirely 
destroys’ the; blood supply of the parathyroid bodies and . 
encourages the development , of tetany.” This ‘view is con- 
trary to. the experience of most thyroid surgeons, and it is. 
surprising that the bogy should.still haye any. ‘influence. i 
The “enucleation ” of ‘thyroid. adenomas from within: the 
_, gland i is also a procedure usually regarded as long outmoded. 


A‘curious defect in the book is the very perfunctory ` 


account of cardiac disease in ,relation to thyroid surgery. 
The use, of quinidine in the post-operative treatment of 
‘auricular fibrillation appears to be unknown to the authors, 
and far greater reliance-is placed on the use of digitalis than’ 
would seem to be warranted by recent experience in Great 
Britain. A most interesting view, however, is’ expressed 
concerning the administration, of ‘desiccated thyroid’ gland 
for at least mres -months after thyroidectomy for toxic 


a 
` ~ i 


pains.. 


‘optic nerye. 


Vesalius, Eustachius, and Willis which put many of the 
figures in our modern books to shame. 

. The author emphasizes that the clinical study of pain 
is beset with difficulties and pitfalls. Pain is not just a 
simple sensation like muscle sense—it is accompanied by 


= Hashimoto’ s disease is fully considered, and the authors are \varying degrees of feeling-tone and drives. “ Patients’ fear 
3 inclined to regard them as sepafate ‘clinical entities. They 
` advance. the theory that Riedel’s thyroiditis begins as an 


and anxiety may cause the stimulation of pain or an 
exaggerated reaction’ to slight pain. The -method of 
questioning, either the tone of the voice or the words used, 
may influence the patient both as to the presence and ` 
absence of pain, its degree, and its situation. A question 
may set the patient on edge and arouse his apprehension.” 
A leading question may be indispensable to elicit informa- 
tion, but. it may call forth a misleading reply. In surgical 
studies under local anaesthesia the patient’s imagination is 
apt to conjure up fearsome pictures and: to anticipate much 
suffering, and he may reply to questions in a manner calcu- 
lated to safeguard ‘himself from pain. _ A local anaesthetic 
may “produce general effects: ‘thus cocaine induces 
euphoria! and -damps down unpleasant reactions. The 
administration of morphine tends to ‘suppress the slighter 
Mr: Kinsella describes in detai} his technique for 
operating and questioning under local anaesthesia. It may 
be added that once. a pain’ is gone it is hard to recall 
accurately ‘and fully; a pain “ recòllected in tranquillity” ' 
is- merely an intellectual and emotionless : simulacrum of 


_ the real’ experience. ” ~ ° 


The afferent innervation. of the abdominal viscera is very 
sparse. Langley has calculated that all the afferent fibres 
from the. viscera of the cat equal in number those in one 
posterior nerve root ; it might be. added that the fibres in 
ali the posterior nerve roots equal in number those in the. 
The as afferents are probably non- 
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medullated and finely medullated like those coming from 
the skin. Mr. Kinsella quotes John Hunter very aptly— 
“for distinct sensation, two things are necessary, namely, 
time and space.” To arouse a sensation an adequate number 
of impulses must reach the brain in enough fibres over a 
given time to permit of “central spatial and temporal 
summation.” In testing visceral sensibility one must there- 
fore stimulate an adequate portion of a viscus sufficiently 
vigorously. There is also a great difference between the 
sensibility of a normal and an inflamed viscus. 

These considerations may account for the discordant 
findings ‘about visceral sensibility. Thus, squeezing with 
fingers or forceps, or stitching, cutting, or clamping the 
healthy appendix or caecum arouses no pain. When the 


. appendix is inflamed squeezing it along a considerable part 


of its length produces pain. Wolf and Wolff similarly 
found that pinching the gastric mucosa or rubbing it with 
the blunt end of a glass rod is painless except when the 
stomach is inflamed and oedematous. Other observations 
by Kinsella on the large intestine and cervix uteri seem 
to prove that afferent impulses arising from certain viscera 
may give rise to pain—i.e., there is so-called true visceral 
pain. The pain fibres in the mesentery arise mainly in 
the gut wall itself ; itis easier to produce pain by stimulating 
the mesentery than the gut, because in the former the fibres 
are concentrated in the vicinity of blood vessels while in 
the latter they are sparse and widely distributed. A local- 
ized stimulus applied to the gut will stimulate fewer fibres 
than one suitably applied to the mesentery, especially in the 
neighbourhood of its blood vessels. From what is known 
about the -properties of pain fibres ‘elsewhere it is likely 
that the visceral pain fibres will respond to a wide range 
of stimuli having in common the property of nociception. 
In states of inflammation the altered blood supply, oedema, 
and the presence of abnormal chemical products may 
facilitate the reaction of the pain fibres to appropriate 
stimuli. os 

Evidence is produced that the posterior pelvic peri- 
toneum, especially over the right iliac fossa, is less sensitive 
than the anterior peritoneum to painful ‘stimuli. This 
observation helps to explain why a retrocolic or retrocaecal 
inflamed appendix commonly gives rise to less pain than 
the normally placed organ. Mr. Kinsella discusses the 
mechanism of pain in peptic ulcer at some length, but no 
convincing conclusion emerges. ` 

It would be well if clinicians bore in mind the limitation 
of physiological knowledge about pain mechanisms in 
general. Some account can be given of the properties of 
pain fibres and the course of the pain impulses from the 
periphery as far as the thalamus, but beyond that point 
our knowledge is meagre. We do not know what part of 
the brain is responsible for mediating either the sensation 
of pain or its emotional accompaniment. Stimulation of 
the postcentral cortex, or for that matter of any other part 
of the cortex, is painless. There is, however, some evidence 
from the results of prefrontal leucotomy that the prefrontal 
cortex or prefrontal-subcortical areas may be somehow 
concerned with the feeling-tone. Nothing is known with 
certainty about the way in which skin pain is normally 
localized with considerable accuracy. It is hardly sur- 
prising, then; that we should not know why pain of visceral 
Origin is inaccurately localized, projected to somatic areas, 
or sometimes accompanied by cutaneous hyperalgesia. It 
is to be hoped that Mr. Kinsella and other surgeons with 
similar gifts'and opportunities will continue to collect and 
record accurate studies of patients—perhaps leaving the 
grand generalizations to emerge gradually in their own 
. good time ap ae tuture; SAMSON WRIGHT. 
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THE FUNCTIONS OF PSYCHIATRY 


By William 
London: 


Psychiatry. lis Evolution and Present Status. 

C. Menninger, M.D. (Pp. 138. lls. 6d.) 

Geoffrey Cumberlege. 1948. 
This volume of Messenger lectures founded to “share 
knowledge on the evolution of civilization ” describes man’s 
mental reactions and their influence on society. After early 
neglect psychiatry has now assumed a wide popular appeal 
in the U.S.A., largely because 2,000,000 young men were 
rejected from war service on account of personality 
disorders and 700,000 were discharged as unfit on this 
account. f 

The lectures begin with a brief historical survey of the 
rise of psychiatry and reflections on the imperfections in 
the teaching of this subject in relation to medicine at. the 
present time. There are signs, however, that it is now 
beginning to be more effectively integrated with general 
medicine. The first lecture concludes with a discussion of 
the relationship of psychiatry -with psychology, social 
science, anthropology, and religion. 

The second lecture gives an account of psycho-analytic > 
psychiatry under four headings—the psychosexual stages of 
development, the anatomy of personality in terms of the 
conscious and unconscious, personality physiology in terms 
of the id, ego, and superego (which are reasonably lucidly 
explained, though the concept still remains difficult to the 
non-technical reader), and some examples of the defence 
mechanisms. used by the ego to maintain its equilibrium. 

The third section is on psychiatry and the social order, 
and what can be done to improve human relationships in 
the post-war world. Often in mental stress a change in the 
environment is as important as a change in the personality, 
and psychiatry may show how the environment can be most 
wisely changed. Knowledge can only be gained by an 
intense study of the reaction of the individual to his environ- 
ment. The importance of the family is stressed, and the 
increasing disturbance of family life is ominous. Disturb- 
ances in community life seem to be increasing, due to 
prejudices, hostilities, and such factors as housing shortages. 

The prevention of mental illness is still in a backward 
state, though mental hygiene is making progress. The train- 
ing of leaders and the instillation of the proper motivation 
and a spirit of service are essential to the welfare of the 
human race, and psychiatry can certainly contribute to 
these ends. These three lectures cover a vast field, but 
they are clear and sensible and well worthy of study by 
both medical and lay readers. < ; 

R. G. GORDON. 


ENDOCRINOLOGY IN BRIEF 


The Value of Hormones in General Practice. By W. N. 
Kemp, M.D. (Pp. 115. $3.) Minneapolis: Burgess.: 1949. 
This work describes itself as “ prepared for the express pur- 
pose of assisting general practitioners in the fullest possible 
utilization of the many pharmaceutical hormonal prepara- 
tions now available.” Itis not prepared in book form, but 
consists of cyclostyled typewritten sheets bound with wire 
rings. There are no illustrations (a disadvantage in a book 
on endocrinology), neither is there an index: there are 

numerous typing errors. 

It is on matters of treatment that the book is least 
helpful. For example, Simmonds’s disease (which responds 
well to testosterone and other hormones) has no treatment 
mentioned. at all. Cushing’s syndrome is also left devoid of 
therapy, and no mention is made of the adrenal, pituitary, 
basophil, ovarian, or thymus tumours that can cause it. 
The dose of thyroid for myxoedema is not specifically 
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mentioned except for, the,statement, “ Forty-five grains (3 g.) ae EEE ae ee | Sa 
of thyroid extract: is ‘the’ theoretical daily requirement of a eS BOOKS . RECEIVED i 


an adult with complete athyrosis . . © smaller clinical doses 
` are-the rule,” which might lead to, overdosage. *“In con- 
nexion with pituitary dwarfism we are told, “Therapy is 
fairly satisfactory’. .: a potent growth hormone should 
‘be administered daily . . dera 
in advance of normal is desirable.” Perhaps that will’ be 
. true one. day, but it is not: true yet. The treatment of 
s Addison’s disease is quite well described, but the informa- 
tion that “all the thirty-nine vitamins should be. present in 
- the diet” might frighten readers that something awful. 

would happen if they only managed to include thirty-eight. 
The poor balance of the book can be ‘illustrated -by ‘there 
being only eight lines about the treatment of thyrotoxicosis, 
whereas there is more than twice that amount written about 
_ the prevention of neonata! death among sheep. ee. es 

A heavy style makes the reading matter less digestible: 
than it should be. A child, instead of being called 


“ debilitated ” or “poorly,” is described as being “ under - 


a strain ffom concomitant biochemical or bacteriological 
influences” ; and it would be easier toread, “ Reduce the 
dose,” instead of, “A downward revision of the dosage’ 
regimen is_ indicated.” Though parts of the book’ .are 
reasonably accurate and informative, as a whole it can 
hardly be recommended as a useful guide for students or 
practitioners of endocrinology. ) i 
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‘RICHARD ASHER.: . 
GUIDE TO CHEMOTHERAPY . á 
The Sulphonamides in General Practice. By Edward D., 
© Hoare, M.D. (Pp. 90. Ss.) London: Staples Press, 1949. - 
The preface to this book states that it is intended for the 
general practitioner, and that it attempts to indicate briefly 
the conditions under which sulphonamides will be valuable 
and the-dangers which may attend their use. In addition, 


the relative merits of su'phonamides and penicillin are- 


:briefly discussed. The book is adequate for this purpose, 


. a growth rate considerable [sic] | 


- Lewts’s Diet. Charts. 
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[Review isnot precluded by notice here of books recently received]. 
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The British Pharmaceutical Codex, 1949. (Pp. 1,562. 63s.) 


London: The Pharmaceutical Press. 1949. 


Hand book of, Materia Medica,’ Toxicology, and Pharmacology. 
By-F. R. Davison, B.A.,,M.Sc., Ph.D:, M.B. 4th ed. (Pp. 730. 
- 60s.) London : Henry Kimpton. 1949. | 


The- Adrenal Gland.’ By F. A. Hartman, Ph.D., and K. A. 
ee Ph.D. (Pp. 581. > 60s.) ‘London: Henry Kimpton. 
Human Helminthology. By-E. C. Faust, A.B., M.A., Ph.D. 
3rd ed. (Pp. 744. 50s.) London : Henry Kimpton. 1949. 


` X-Ray ‘Diagnosis. By G. Simon, M.D., B.Ch., F.F.R. (Pp. (207. 


20s.) Cambridge: W. Heffer. 1949. i 


' Fetal ‘and Neonatal ‘Death. By E. L. Potter, M.D., Ph.D., and 


F. L. Adair, M.D. 2nd ed: (Pp. 173. 30s.) Cambridge Uniyersity | 
Press. - 1949, ~~ , 


A Textbook of Surgical Pathology. By C. F. W, Illingworth, 

C.B.E.„ ` M.D.,- Ch.M., F.R.C.S.Ed., and B. M. Dick, M.B. 

F.R.C.S.Ed. . 6th ed. (Pp. 726. 45s.) London: Churchill. 1949. 
E p ~ 

A -Hospital Prayer Book. 4th,ed. (Pp. 47. 1s. 3d.) London: 

Geoffrey Cumberlege (Oxford University Press). 1949. 


i (Pp. 160. 1s. 6d.) 


Science News, 13. Edited by J. L. Crammer. 
Harmondsworth: Penguin Books. 1949. 
Revised by V. H. Mottram, 1948. (7s.) 
London:.H. K. Lewis. 1948. _ wa 
Hearing and‘ Deafness. © Edited by H. Davis, M.D. (Pp. 496. 
.21s.) London: Staples Press. 1947. 


Mongolism (Peristatic Amentia). By M. Engler, M.D., D.P.M. 
(Pp. 208. 21s.) Bristol: John Wright. 1949. . 


By C. F. M. Saint, 


An Introduction to Clinical Surgery. 
(Pp. 383 45s.) London: 


C.B.E., M.D., M.S., F.R.C.S. 2nd ed. 


and it sets out in brief, simple language most of the inform-~ H. K. Lewis. 1949. _ 


ation’ which’ the ‘general practitioner requires. The main 
principles of sulphonamide therapy: are „now so - well 
established that it isnot possible to be original on the 
subject without becoming unsound ; and, if some of. the 
statements made: seem platitudinous, this ‘is - because. they 
repeat many, of the recornmendations given in various pre- 
vious books on this subject’ (although no acknowledgment 
is made -to these sources). . The book is briefer than the 


M.R.C: Memorandum on -the sulphonamides and it con- . 


‘tains up-to-date minor details. The arrangement of the 
specific: infections according’ to whether they are more, 


equally, or less susceptible to sulphonamides than to. 


penicillin is somewhat confusing. There are a few minor 
misprints which are disfiguring rather than important. The 
book can be recommended as.a concise elementary guide. 

eo | "FE, HAWKING. .: 


`i , l 

_ Modern Discoveries in Medical Psychology, by Dr. Clifford Allen 
(pp. 236; 12s. 6d.; London: Macmillan, 1949), is the second edition 
of a book published tweive years ago with the object of ‘explaining! 
in simple language the theories and practice of medical psychology 
<o general practitioners and studenis: It says much for the genera- 
tion of psychiatrists, as they would now be called. of which the: 
author is a distinguished member that such a book is much less 
necessary now than when-the lectures on which it was founded were 
‘first delivered. Nevertheless, it is still intéresting and affords us a 
good review of the development of the treatment of mental illness, 
especially psychoneurosis, which has taken place in the last half- 
century. Some remarks which were no doubt apposite when first 
- written now seem out of place and might well have been omitted— 
for example, few contemporary neurologists seek to find a cerebral 
localization for hysteria. ee 
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_ Fundamentals of Bacteriology. ` 


A Manual ‘of Practical Tropical Sanitation. By J. Balfour Kirk, 
C.M.G., M.B., Ch.B., F.R.C.P., D.P.H., D.T.M.&H. 2nd ed. 
(Pp. 288. 10s. 6d.) London: Baillitre, Tindall and Cox. 1949. 

į 


The Filterable ‘Viruses. By F. O. Holmes. (Supplement No. 2, 
Bergey’s Manual of Determinative Bacteriology.) (20s.) London: 
Baillitre,. Tindall and Cox. 1948. 


The: 1949. Year Book of Medtcine. Edited by P. B. Beeson, 
M.D., and others. (Pp. 831. 31s. 6d.) London: H. K. Lewis. 
Chicago: The Year Book Publishers. 1949. ° 


Gynecology and Gynecologic Nursing. By N. F. Miller, M.D., 
and. B. Hyde, RN. 2nd ed. (Pp. 485. 21s.) Philadelphia and 
London :. Saunders. 1949.” \ ; 3 


By M. Frobisher, jun., Sc.D., 
4th ed. (Pp. 936. 27s. 6d.) Philadelphia and London: Saunders. 
1949, , l p 


Medicine of the Year, 1949. Edited by J. B. Youmans, M.D. 
(Pp. 143. ' 35s.) ’ Philadelphia and London: Lippincott. 1949. 


Il Lavoro la sua Impostazione Medico-Soctale. _ By L. 
Carozzi. .(Pp. 70. No price.) Rome: Istituto di Medicina 
‘Sociale. 1949. ; f 
f i > 


La Tubercolosi—Problema Medico-Sociale. By G. L'Eltore. ` 


(Pp. 187. -No price.) Rome: Istituto’ di Medicina Sociale.. 1949. 
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Rendiconti:—Istituto S uperiore di Sanita. „Vol. 11.° (Pp. 1,603. 
No price.) Rome: Fondazione Emanuele Paterno. 1948. | 


Chirurgia d’Urgenza. By S. Teneff. (Pp. 1,024. Lire 5,500.) . 
Turin: Edizioni Minerva Medica. 1949. - 
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THE USES OF STREPTOMYCIN 


'. Streptomycin is now freely obtainable in: ‘this country, 


and the profession as a whole i 1S consequently i in a posi- 
' tion to make valuable use of it. At the same time there 
harmless drug may be either wasted or used in such a 
„way as to do positive harm, and therefore its properties 


, and indications should be kept under careful review. 
~ Streptomycin, like penicillin, is usually administered by 

‘intramuscular injection, and for most purposes, owing 
| to its slower, rate of excretion, two daily doses suffice. . 


There is no , Streptomycin equivalent’ to procaine peni- 
cillin, with a therapeutic effect lasting 24 hours or more, 


. though a single daily dese has sometimes been used. 


Unlike penicillin; its dosage has to be kept within strict 
‘limits if serious toxic effects are to be avoided: the . 


most notable of these is on the eighth nerve, causing 
7 o Nernge and disturbance of position sense and even deaf- 


ness, either of which may be permanent. It is in fact a 
much more harmful and also a less potent chemothera- 
- peutic agent than penicillin, and would find no place in 


_ therapeutics but for the fact.that. it acts on many 


bacteria against which penicillin-is powerless. , 
Foremost among these is the tubercle bacillus. Much 
could be written about the indications for using strepto- 


, mycin in tuberculosis, but they depend on two principles 


which can be expressed shortly. Ohe is that thè more 
acute the disease the greater is likely to be the effect. 
This probably has much to do with the fact that in 
the early stages of any rapid extension of the disease 
the bacilli are more accessible to a drug: reaching the 


` affected’ area through the blood: large areas’ of tissue 
~ have not undergone caseation and so formed a mass 


remote from any blood supply and therefore. partially 
or wholly impenetrable by the drug. The strongest 
indications ‘for streptomycin therapy, both -on this 
ground and of course because they are otherwise fatal, 
' are- the’ miliary form of the disease and tuberculous 
Rapidly extending pulmonary infiltration 
and ulcerative tracheo-bronchitis also: call for strepto- 
mycin treatment. But when it is contemplated in a 
more chronic case, whether of phthisis or’of the disease 
elsewhere, the object should be clearly ‘defined and 


. streptomycin administration specifically related.in time 


aon 1 British Medical Journal, 1949,'2, 918. 
i 


and intention to other treatment, particularly surgical. 
Thus in advanced phthisis with extensive cavitation ’ 
streptomycin may: sufficiently improve the condition to 
make possible a thoracoplasty which could not have 
been undertaken before, but it should not be used until 


-plans for this have been completed. It may be very 
difficult to resist the demands of patients and relatives ' 


for the new “wonder drug,” but if these demands are 
infrequently resisted and treatment of tuberculosis with 


streptomycin becomes at all indiscriminate the ultimate 


effects will be disastrous. A warning to this effect was 
given in the letter of Dr. B. Couts published in a recent 


issue (October 22, p. 933). The fact to be borne con- . 


Stantly in mind is that only one chance is usually given 
of killing any particular tubercle bacillus with this 
weapon. In the majority of patients bacilli surviving 


at the end of a course of treatment are found to be ` 
resistant to the drug, and remain so indefinitely. This- 


change precludes the further treatment with strepto- 
mycin both of that patient ‘and of anyone else whom 
he may infect. Several instances of infection with 
streptomycin-resistant bacilli in contacts of treated cases 
‘have already been observed in the United States. It: is 
unfair to the whole community to use streptomycin in 
patients with open tuberculosis unless for good and 
well- defined reasons. The decision to use it is émphatic- 
ally one for the expert only. . 

The other uses for streptomycin are almost all’, 
included in a Category which can, be defined only in 
bacteriological terms—infections due to Gram-negative 
bacilli, the majority of which are little affected by 
penicillin. These are numerous, but some of them are 
either unknown in this country or uncommon. It is in 
tularaemia that streptomycin has had perhaps an un- 
qualified success, but in this country we cannot exploit 
its. usefulness either in this disease or in plague.’ Its 
disappointing effect on enteric fever is difficult to 
explain, but fortunately another antibiotic, 
amphenicol, has a remarkable action in typhoid.? 
Given with ~sulphadiazine, streptomycin | will cure 
brucellosis, but the same effect can be achieved more 
simply and safely with “aureomycin.” Among un- 
common conditions in which streptomycin is indicated 


are H. influenzae meningitis, pneumonia due to Fried- ~ 


Jander’s bacillus, and either septicaemia or meningitis 
caused by such organisms as Proteus or Ps. pyocyanea. 

_What are the commoner conditions, other than. 
tuberculosis, in which streptomycin may be called 
for? They fall into three categories—certain intestinal 
infections;' infections of the urinary tract, and some 
conditions due to penicillin-resistant cocci. When 
streptomycin is swallowed it is neither absorbed nor 
destroyed, but acts as a remarkably efficient intestinal ` 
antiseptic. 


- chlor- y 


lt undoubtedly has a beneficial effect in 
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bacillary dysentery, and possibly in ' Salmonella ’ 'infec- 
tions other than ‘enteric fever. ' Its action. i 
gastro-enteritis is, a subject of controversy, ` possibly 
because there is more - ‘than one cause. It. may! be 
‘said that this type of use is Justified only: in severe 
cases which have been investigated as fully as possible. 


Most bacillary dysentery..seen in this country is too - 


mild and self-limited to deserve so costly a treatment. 

In ulcerative colitis streptomycin is useless: 
tract’ infections are a, different matter: owing to. their’ 
frequent intractability the controlled use of streptomycin 
is fully justified: Whether’ such control is practicable 

‘outside a hospital is exceedingly doubtful. Urological 
investigation 1S first necessary to identify any underlying 

‘causé: no drug’can be expected to eliminate infection 
in the presence of obstruction or a calculus. 
tion of the urine should include determination of the 

sensitivity of the organisms to streptomycin and possibly” 
to other drugs which, merit trial first. It is then neces- 

sary by. medication to reder the urine consistently 

alkaline, since streptomycin is relatively inactive | in an 
‘acid’ medium. Finally, the drug. has ‘to be given intra- 
muscularly, and’ preferably—though there is singularly 

little information on this important point—three times a 

day at leást. Even when such care is taken treatment 

with streptomycin sometimes fails, usually because some, 

underlying cause has not ‘been eliminated. How often; 

‘then, is success to be expected from a few intramuscular 
injections: given optimistically to’ an ambulant ` and 

incompletely investigated patient ?. Laboratory and 

„often other „hoŝpital facilities are alšo required for the | 

investigation and treatment of the third group of infec- ' 

tions which ’ may be benefited by streptomycin: coccal 

infections normally responsive to penicillin but some; 

times resistant to it.. The majority. are staphylococcal, 

though streptomycin may ‘have a use in. certain strepto- 

coccal infections. Jt haseven been used’ in the treat: | 

ment of penitillin.resistant ‘bacterial endocarditis. 

There are thus comparatively few conditions in which ` 


streptomycin can justifiably -be used for a patient out-' 


side a hospital. . “Within hospital, though- indications ` 
may bè more numerous, -the’ grounds for administra- 
tion should .be well ascertained: and weighed.’ This 
_ warning is called for not merely because the produc- 


tion of streptomycin even’ in England’ means dollar- 
expenditure, and waste is therefore the worst form of 


` extravagance, or’ even only because the drug is potenti- 


ally. dangerous :. the strongest objection to indiscriminate ` 


use is that already mentioned in connexion with tubercu- 
. losis—that. unsuccessful treatment renders the organism. 
completely resistant., * The. tubercle bacillus rarely 
acquires this property in less than about six weeks. 
Other. bacteria, multiplying, at a far. greater rate, can 


acquire’ it. within a, few days, or -even Overnight. The 
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_ Species, including the tubercle bacillus. 


trial of ‘streptomycin for ‘a naar tract infection, for 
instance, without. proper safeguards can do a patient 
' irreparable harm by placing him, out of reach of even 
‘properly controlled treatment later. In time, no doubt, 
Tesistant: bacteria of other species than the tubercle 
bacillus will be transmitted from person to person, and 
infections” in untreated patients will be found totally 
' resistant. at, the outset. Itis even possible that the use 
‘of the ‘drug will have*to be altogether abandoned: on 
, this account in the not far distant future. Fortunately’ 
there is no, Other antibiotic.or drug of any kind to which, 
such high. resistance can be acquired so rapidly, just 
as there is no other which can become an essential 


nutrient.for an ‘organism on which its previous action _ 


‘was destructive. This almost ludicrous transformation 
is now- fully substantiated and known to occur in many 


trates more clearly than this how fragile a weapon 
streptomycin, is and how ill-defined is the boundary 
separating good from harm im its effects. Doctors 
possess in streptomycin something quite peculiar and 
not to: be regarded i in the same light as any other drug. 
Tt should be reserved for'use only on the clearest indica- 
tions and under the closest observation. Every patient 
treated unsuccessfully, brings nearer the day when no 
“patient ae be’ able to be treated with streptomycin 
at a ; 
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_ RECRUITMENT OF. MEDICAL OFFICERS 
The recommendations of the Spens Committees are 
vexerting’ their influence far beyond the terms of refer- 
ence that the committees considered. Organizations 
outside thé Health Service competing to employ medical 
men—such as the universities, the armed Forces, and 


industrial firms —are finding that they must offer terms 


at least as attractive as those offered within the Health 


Service. Though it'is doubtful whether remuneration 


in ‘the Health Service fulfils the Spens recommendations — 
in terms of the present value of money, a number of © 
` universities have found it necessary to increase the 
salaries paid to medical men, and the British Medical> 
Association has made out a strong case that the armed 
Forces should do likewise. 

‘Recruitmént of regular medical officers to the Anny, 
which is at an exceedingly low ebb, suggests. that the 
financial terms offered must be improved if the Army 
is to be able to’ attract sufficient, doctors, and there is 
reason to believe that that view is held in the War 
‘Office. The decline in recruitment can be` -accounted 
for in part as an inevitable post-war phenomenon. 


Research’ “at the ‘War Office has’ shown - that recruit- `. l 


ment has always: ‘fallen off after great wars, including 
the. Crimean War, ‘the Boer War, and the ‘two world 
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wars. Though the total number of medical officers in 
thè Army is at present sufficient for the establishment of 
_ 1.5-1.75 per: thousand population at risk (which does 
` not comprisé only British troops), the number of regular 
medical officers is slightly below strength, and that of 
short-service officers is just over 60% below. The total 
numbers are likely to fall to about 10% below estab- 
lishment, by next January. The deficiency of regular 
Officers is at present made up from National Service 
officers, whose work is highly praised at the War Office ; 
‘they constitute about 50% of the total. This flow 
- cannot continue in sufficient volume, for the shortage 
of vacancies in medical schools induces a considerable 
number of students to do their National Service before 
starting a medical course, so that they are not available 
to be conscripted as medical officers when they have 
completed it. 

Specialists are particularly scarce, and the Army has 


| recently advertised for civilian specialists at salaries that 


are distinctly attractive compared with those paid to 
medical officers, as correspondents to this Journal have 
pointed out. It is of interest to record that no specialist 
was appointed as a result of that advertisement, but so 
great is the need for them that the Army will prob- 
ably continue the policy, as a temporary measure, of 
offering appointments to civilians. The Armed Forces 
Committee of the Association has considered whether 
it should recommend refusal of this kind of advertise- 
ment, but decided not to do so—at least for the present 
in view of the Army’s urgent need. It may take a 
different view if the’ Government fails to solve the 
Army’s. problem. Meanwhile many opportunities are 
given the regular officer to gain special experience and 
higher qualifications. They include study leave and 
work at suitable training centres, and the short-service 
officer is also encouraged to specialize. In all, about 
one-third of the regular and short-service officers are 
trained in this way. 

The Ministry of Defence is now considering the 


B.M.A.’s proposals? for new scales of pay in the- 


. three Services. The increases proposed as a mini- 
mum range from 3s. a day in the lowest ranks to 
27s. in the ranks of ‘surgeon-captain, brigadier, and 
air commodore, with ‘smaller increases in the ranks 
higher than those. The Government’s reply is ex- 
pected shortly, but the Ministry has already noti- 
fied* the B.M.A. that remuneration of personnel in 
the armed Forces is decided by the Government, and 
that negotiations with bodies representing any section 
of the Forces have never been undertaken, since they 
would be incompatible with Service discipline. This 
attitude seems more calculated to frighten than to 





1 British Medical Journal Supplemen, April 2, p. 204. 
2 Ibid., September 17, p. 


inform, for the Ministry can hardly. be expecting the 
Association to incite its members in the Forces to 
sedition. No objection can be taken to the analysis 
of evidence and the preparation on it of a carefully 
reasoned case, particularly when the adoption of, the 
Association’s proposals is likely to encourage recruits 
ment and thereby benefit the medical arms of the 
Services: 

Though the country -is in difficult senses 
economically there is no evidence that the Govern- 
ment intends to allow the Forces to fall below the 
strength vitally necessary for defence, nor would the 
nation allow it to do so. Further economy in medical 
man-power would seem to be impossible. Overlap 
between the three Services has already been largely 
eliminated ; in small stations one of the Services is 
normally responsible for the medical care of personnel 
from all three, and at home the Forces co-operate 
with National Health Service hospitals and practitioners. 
The Government must therefore offer attractive terms 
if it is to fulfil its duty of providing adequate medical 
care of the armed Forces. 





ANAESTHETIC EXPLOSIONS 


The risk of anaesthetic explosions should by now be well 
known in view of the attention it has received in recent 
years. In his review of the literature some four years ago 
Cole" was able to list 70 papers on this subject. They 
ranged from brief accounts of simple accidents in which 
only the doctor was damaged? to Greene’s analysis of 
230 anaesthetic fires and explosions.? Yet every year 
there are a number of anaesthetic explosions, many of 
which must needs be reported to the coroner. Every 
junior anaesthetist and probably most medical students 
know that the common inhalation anaesthetics used in 
this country—ether, cyclopropane, and ethyl chloride— 
are inflammable, and when mixed with oxygen explosive. 
Everybody knows that heat, or a spark, or a naked flame 
is needed to touch off an explosive mixture. It might 
thus appear that explosions would never occu? in opera- 
ting theatres, for who but the completely uninitiated 
would bring an explosive vapour and a source of ignition 
together ? Yet this is what happens only too often. Two - 
anaesthetic explosions have been reported this year* ; 
many explosions in which there is no loss of life go 
unrecorded, though doctors, nurses, and onlookers may 
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1 Surgery, 1945, 1 
2 British Medical Journal 1892, 2, 1457. 
3 Anesthesiol., 1941, . 
. 4 British Medical Jarai, 1949, 1, 117. Eo ao 
5 Ibid., 1949, 1, 244. 
8 Amer. J. ee 1945, 69, 89. 
? Beckett, J., Irish J. med. " Sci. 1946, 6, 656. 
7 8 Leech, b. C., Canad. med. Ass. J., 1947, 56, 28. 
9 British Medical Journal, 1936, 1, 74, 
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receive injuries varying from singed hair to the loss of 
an eye from flying glass. The patient may be spared or 
may suffer fatal blast injuries of the respiratory tract. 

The dangers of static electricity, which was responsible 
for one of these two explosions,* are not yet generally 
Appreciated. These electrical charges accumulate quickly 
and easily on insulated objects in an operating theatre. 
Complacency about static electricity was produced by a 
once common teaching that this phenomenon occurred 
only in countries with a very dry climate. We know 
better now, and even on the dullest, dampest day a little 
effort in an operating theatre in smartly pulling a blanket 
across the top of a theatre trolley will produce a spark 
when a finger is held about one-sixteenth of an inch away 
from the metal top of the trolley. The same effect may 
be obtained when an anaesthetized patient wrapped in 
one or more blankets is lifted from a trolley to the 
operating table. For this reason Waugh and Bond’ 
recommend that woollen blankets should never be used 
in the operating theatre. These static charges may be 
dispersed or prevented from accumulating if certain 
simple precautions are adopted, one of which is the 
fitting of earthing chains dangling on the floor to every~ 
insulated movable object in the operating theatre. 
Surgeons and anaesthetists become insulated movable 
objects when they wear rubber-soled boots and shoes ; all 
such footwear should have soles of conducting rubber, 
and boots of this sort are now obtainable. When the 
humidity of the theatre is kept as high as is compatible 
with working comfort the accumulation of static 
electricity is again less likely to occuf. 

Obvious sources of ignition abound in operating 
theatres. There are such old offenders as the sparking 
diathermy needle, and even the apparatus itself may be a 
danger, particularly when spark gaps are visible through 
a perforated metal case. These things must obviously : 
be avoided in the presence of explosive vapours. Less 
well known is the risk associated with endoscope bulbs, 
which are so often overloaded because the surgeon wants 
more light. Ether vapour can be ignited by a tempera- 
ture as low as 172° C., and these little bulbs may become’ 
very hot. Such a bulb may also break, with the momen- 
tary exposure of a white-hot filament. A simple device 
fitted to the voltage reduction apparatus will prevent 
their being damaged by overloading. Endoscopic instru- 
ments should also be inspected regularly to ensure that 
the lamp and the lamp-holder fit perfectly ; a defective 
contact at this point may be responsible for touching off 
an explosive anaesthetic mixture.’ 

Less obvious sources of ignition are numerous and 
cannot all be tabulated here. Surgeons often use 
appliances like electrical saws, drills, cauteries, and lights 
without considering whether these instruments are safe 
or otherwise from the point of view of setting off an 


ANAESTHETIC EXPLOSIONS 


_ inflammable anaesthetic. 
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explosion. No such device should be introduced into the 
theatre until it has been approved by a trained physicist 
or an engineer who could say whether or not there is 
danger of an explosion when the instrument is in use. 
In the same way an expert electrician should inspect 
regularly the switches and plugs in operating theatres. 
Loose connexions and deficient earth connexions can 
then be made good. It is perhaps hardly necessary to 
State here that open-flame sterilizers should never be 
used in theatres and anaesthetic rooms. Much has been 
written about all these and other precautions. Were 
they all adopted explosions would be very rare. But lack 
of awareness on the part of surgeons, anaesthetists, 
hospital administrators, and theatre sisters still continues. 
The surgeon who enters the anaesthetic room with a 
cigarette at his lips would not be welcomed in any 
factory where there was the same risk of explosion, and 
there are certainly some anaesthetists who would regard 
such conduct as “entirely inexcusable.”® When an 
obvious source of ignition must be present expert 
anaesthetists can usually administer satisfactorily a non- 
Thus in one explosion the 
diathermy needle was applied near. the pleura in a patient 
who had recently had a pneumonectomy. The possibility 
of a bronchial fistula being present in such a case is 
well known, and the use of an explosive mixture like 
cyclopropane and oxygen in these circumstances is 
Surprising. Chloroform, thiopentone, nitrous oxide, and 
curare, all non-inflammable, are commonly employed in 
thoracic centres all over the world, and it seems that in 
this instance the use of one of these might have prevented 
the explosion. In cases of this kind the diathermy point 
and the explosive vapour may be separated only by thin 
pleura and the surgeon’s steady hand. It is by no 
means certain that the risk attached to non-explosive 
anaesthetics in such cases is greater than the risk of 
explosion. 

Anaesthetic explosions continue to occur despite all 
the publicity that has been given to the subject in the 
medical literature and in the newspapers. It should 
perhaps be considered whether the precautions now 
generally accepted should not be made a legal responsi- 
bility of hospital authorities and of those working in 
operating theatres. ` Thus, deaths resulting from their 
non-observance might at least raise the possibility of 
salutary penalties. Interest in the prevention of explo- 
sions would then be given new impetus. When the 
Ministry of Health issued a memorandum? on this 
subject’ before the war it had to be addressed to medical 
officers of health and local authorities. The Ministry 
is now more intimately concerned than ever before with 
hospital activities, and might perhaps be stimulated to 
consider again the problem of anaesthetic explosions and 
the avoidable deaths which are caused thereby. 
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MALIGNANT HYPERTENSION 


- [here is a growing conviction that malignant hypertension 


is a form of primary hypertension not preceded by, struc- 
tural renal dainage but causing it. This is a result of careful 
clinical and histological studies of early: cases, and recently 
‘Byrom and Dodson* have put forward experimental 
evidence which gives further support: to- the theory. In 
malignant hypertension acute focal necrotic lesions occur 
in the terminal arteriés and arterioles of many organs, 
especially in the kidney, where the glomerular vessels are 
affected and tubular’ changes develop. Byrom and Dodson 
studied: the onset of this acute necrotizing arteritis- in the 
hypertensive animal and demonstrated the aetiological 
importance of increased intravascular ‘tension: _heither 
uraemia nor “ toxic ” ‘absorption from damaged renal tissue 
was a necessary or consfant precursor. Other writers ‘con- 
‘sider that the characteristic arterial necrosis will not occur 
unless renal abnormalities are _present—despite the find- 
ing of such i necrosis in the early stages of the natural disease 
in patients, with otherwise clinically “and histologically 
healthy kidneys. Some even believe that the renal factors 
alone are concerned and that increased intravascular tension 


©" ~ jis not. 


In their first series of experiments Byrom id Dodson 
used the Goldblatt technique to produce hypertension in 
eight young rats. The left kidney was rendered ischaemic 
by constriction of’ the left renal artery with a cotton thread 
ligature ; the right kidney was undisturbed. The: animals 
were killed after periods of 3, 7, 10, 14, and ‘17 weeks, 


during which time the systolic blodd pressures were 


recorded. In every animal some atrophy of the ischaemic 
kidney was found, but no arterial lesion. There were 


. necrotizing arterial lesions in the intact (right) kidney of 


six rats and in the heart, mesentery, brain,.and spleen i ina 
similar number. ‘The finding by Schroeder and Neumann? 
and Patton and his colleagues? of necrotizing lesions in both 
kidneys can be. explained as the result of variation in the 
ligation of the left renal artery. As Byrom and Dodson have 


shown, effective ligation acts as a barrier and protects the - 


left kidney against the increased arterial tension. In an 
endeavour to find out how. hypertension causes the arterial 
necrosis, they tested the hypothesis that a consequence of 
sudden overstretching of the vessel wall, as may occur when 
the intravascular tension is increased, is necrosis of the over- 
stretched muscle and lysis ; blood and plasma then seep into 
the affected zone and are transformed into a fibrinoid plug 
by the action of thromboplastin from. the damaged muscle. 
Two millilitres of warm Ringer’ s solution was injected 
through a short bent needle (0.6 mm. bore) ten to fifteen 
times into the exposed left common carotid artery of 23 


‘young adult rats; the injections -were: made towards the 


heart—the upper end of the artery being ligated. In 10 


of the.animals a-loop of thread round’ the left renal artery’ 


was pulled taut during the injections, thus protecting the 
left kidney against the sudden ‘increased tension. The 


, transient rise in pressure which resulted probably amounted 


D i rae 


to between 80 and 90 mm. Hg.” During the injections, 





t 
1 J. Path. Bact., 1948, 60, 357. l 
i Fai Med., 1942, 15, 527. 
. Gynec. Obstet., 1943, 78, 493. 
in, Invest., 1943, "92, il. 
5 Renal Hypertension, , 1946, Springfield, p- 67. ` 
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which were made as forcibly as possible, the cortex 
of the kidney. was seen ‘to blanch momentarily and 
equally briskly to regain normal colour. After’repeated 
injections, however, small irregular areas of residual 
pallor ‘were noticed which returned to normal more 
slowly owing to transient spasm ~of the intralobular 
arteries. ‘The animals recovered quickly and appeared well 
when killed three days later. Typical acute focal fibrinoid 


necrosis of the arteries of the cortex, including the afferent . 


glomerular arterioles, was found, except in the kidneys: 
protected by occlusion of the renal artery. A clear demon- 


_Stration of the sequence of events leading to the appearance 


of the lesion was obtained—necrosis of a segment of muscle 
cells with autolysis, and with fibrinoid exudation into the 
adventitia and subintima with or without round cell and 
fibroblast infiltrations. Occasionally simple coagulative 


necrosis occurred. No hypertensive glomerular lesions were - 


seen: the parenchymatous. damage was limited to slight 
tubular degeneration—a-clear indication of the brief dura- 
tion of arterial contraction. This is a most important 
observation, since there is clinical’ belief that the acute 


symptoms in malignant hypertension, -especially those | 


associated with encephalopathy, may og caused by transient 
vasospasm. : 


Other experiments of Byrom and Dodan confirmed the 


findings of Leiter and Eichelberger‘ that bilateral renal- 
artery ligation causes earlier death (48 hours) than bilateral -. 


nephrectomy (76 hours), and that ‘necrotizing arteritis (of 
pancreas and other viscera) may occur after ligation of-both 
renal arteries or both ureters. This shows that the arterial 
and arteriolar lesion can arise in the absence of gross , 
hypertension as a result of total renal insufficiency and 
total necrosis of the kidney. But this combination is never 
present, in either experimental or human hypertension. 
Braun-Menéndez and his colleagues® suggest in an ingenious 
hypothesis that arterial necrosis may develop from a com- 
bination of two of the three factors—hypertension, uraemia, 
and the toxic absorption of dead renal tissue. But this does 
not explain the appearance of the arterial lesion in experi- 
ments where hypertension alone is present. While admitting | 
that both uraemia and renal necrosis may play a secondary 
part in the “ malignant ” termination of chronic renal hyper- 
tension and may accelerate the late stages of true malignant 
hypertension, Byrom and Dodson interpret the results of 
their ‘experiments as good evidence for the, simple 
mechanical explanation of acute hypertensive vascular’: 
lesions. Their work supports the modern clinical concept 
of malignant hypertension and the assumption that the 
difference between benign and malenant hypertension is 
simply one of degree. 


r 
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‘| ACUTE MASTOIDITIS IN CHILDREN 
The sulphonamides and penicillin have -changed beyond 
recognition the prognosis, and treatment of acute infections 


of' the, middle ear cleft. Nevertheless each new chemo- _ 


therapeutic substance has its drawbacks as well as its advan- 
tages. The drawbacks:are not always apparent at first, as 
witness the masking of symptoms in acute mastoiditis and 
the increased risk of deafness from otitis media before 
this: was recognized as a possible danger. It is now accepted 


` 
i 


` 


Nov. 12, 1949 
- that. ikes complications may largely be avoided by adequate 
early dosage and prompt drainage of pus. The latter may be 


unnecessary if chemotherapy is instituted early enough, but: 
all authorities reiterate the need for drainage of pus. Else- 


where in this issue Mr. A. J.:Moffett and Dr. G. A. Dalton 
report. the results of treating acute- mastoiditis in children 
with penicillin and sulphadiazine. They: iricluded*in their 
series every case of undoubted acute mastoiditis seen’ in 
` hospital over a period of’ three months. In addition ‘to 


systemic disturbances, tenderness, swelling, oedema, ‘and,, 


in some cases, a fluctuating abscess over the mastoid pro- 


cess were present : the typical downward and forward dis- 


placement of ‘the pinna was seen, to a greater or lesser 


extent, in all the cases. The children were treated in hos- ` 


pital with full doses of sulphonamides and penicillin in 
addition to local cleansing and penicillin aural drops thrice 
daily. -Myringotomy was performed when necessary. Out 
of 17 children, whose ages ranged from 18-months to 12 
years, treated in this way all except one -were cured without 
surgical drainage of the mastoid. The otorrhoea ceased in 
an average of 5.6 days (limits, 3 to 11 days), the periostitis 
in an average of 8 days (limits, 5 to 11‘ days), and the 
drum recovered its normal appearance in 13 of the cases in 
an average of 10.7 days (limits, 8 to 19 days) from the begin- 


ning of treatment. In all cases the parents were written to ` 


several months after discharge of the child from hospital in 
order to find out if there had been any lighting-up of the 
infection, but none had occurred. The saving of, suffering 
to these children and the reduction in time spent in Hos- 
pital are obvious advantages, but ‘the risks of treatment 
should be borne in mind: As the authors point out, a 
careful watch must be kept throughout for signs of intra- 
cranial suppuration, and before this method can be gener- 
ally applied further trial should be made of it in hospital. 
There will always be need to take special care that the often 
ill-defined signs of continued suppuration or its intracranial 
spread do not go unnoticed., The possibility of using this 
method of treatment in. adults may be considered, but it 


should be remembered that because of the greater vascu- 


larity of the temporal bone in a growing child the reaction 


‘to infectidn caused by organisms sensitive to chemothera- _ 


peutic substances will probably be more favourable in 
children than in adults. 


AUREOMYCIN AND SYPHILIS 


Supplies of aureomycin have until recently been scarce in 
this country, and little has therefore been published-here 
on its use in the treatment of various diseases. The report 
by Dr. R. R. Willcox which appears on another page is 
probably the first to be published in England about the 


treatment of early’ syphilis with‘ this drug. Willcox treated . 


nine Bantu negroes suffering from primary or secondary 
' syphilis with doses of aureomycin ranging from: 0. 75 to 
1.5 g. over periods of 24 to 48 hours and noted that lesions, 
especially: secondary ones, healed. Tapidly and “that spiro- 
chaetes disappeared from surface-lesions in 48 hours.. Un- 
fortunately follow-up examination was impossible, so that 
the effect'on serum reactions could not be observed. ‘One . 


1 Proc. Mayo Clin., 1948, 23, 574. 
2 Amer. J. Syph., 4949, 33, 416, 2 
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. a mild Herxheimer reaction occurred after 24 hours. 
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patied with secondary syphilis relapsed after 12 days, In 
the U: S:A. ©’ Leary and his colleagues! reported two cases 
of syphilis treated with aureomycin. The first, a case of. 
secondary syphilis, was given 44.2 g. of the drug in 16 days ; 
Spiro- 
chaetes disappeared in 60 hours, and a scrotal lesion healed 
in 26 days ; but serum reactions, though weakening, were 
still positive after 41 days. Side-effects included nausea and 
anorexia. ..The second case treated by these authors was 
one of primary syphilis. This patient received'67.5 g. of 
aureomycin in 15 days; spirochaetes ‘disappeared after 16 
hours, and the primary sore healed in 15 days. Reactions 
were* similar to those in the first case. In experiments on 
rabbits infected with T. pallidum 10 to 14 days previously 
Wiggall and his colleagues? found that intramuscular injec- 
tions of aureomycin (50 mg. per kg. of body weight) caused 
lesions to heal and spirochaetes to disappear, though rather 
slowly. ‘They also treated 15 patients suffering from 
primary or secondary syphilis with doses varying from 18 
to 36 g. fortwo to six days. Again spirochaetes disappeared 


_ rather slowly, in some cases persisting for nearly 72 hours, 


but most lesions healed in six days. Side-effects were mild 
in men, but thé drug was toxic for rabbits, possibly because 
it was given parenterally. 

` Aureomycin. is best given orally in the form of 250- -mg. 
capsules, and toxic effects in human beings appear to be 
slight, consisting only of nausea or vomiting, anorexia, and 
diarrhoea. The drug undoubtedly has an effect on syphilis, 
but its relatively slow action in killing spirochaetes suggests 
that it is not. nearly so active a remedy as penicillin’ or 
“arsenic. Its influence on serum reactions and its action in 
late, neuro-, ‘and cardiovascular syphilis will not be known 
for some time. Meanwhile its use in the treatment of 
human syphilis must still be. experimental, and no attempt 
‘to give it as a routine can be justified until more is known 
about dosage, period of administration, and possible toxic 
-effects. In this connexion it is of interest to note that 
aureomycin is effective in all five venereal diseases—sy philis, 
gonorrhoea, chancroid, lympnogmauioms venereum, and: 
granuloma inguinale. 


Sir Herbert Lightfoot Eason, President of the General 
Medical Council, died on November 2. An obituary notice 
is published in this issue of the Journal at p. 1117. The next 
meeting of-the Council over which Sir Herbert should have 
presided will open on Tuesday, November 22, at 2 p.m. 


“ Dr. Donald Hunter will deliver the Ernestine Henry Lec- 
ture before the Royal College of Physicians of London 
(Pall Mall East, London, S.W.) on Tuesday, November 15, 
at 5 p.m. His subject is “ Devices for the Protection of 
the-Worker against Injury and Disease.” 


~ 


Dr. Norman B. Capon- will deliver the Charles West 
Lecture before the Royal College of Physicians of London 
(Pall Mall East, London, S.W.) on Tuesday, November 22, 
at 5 p.m. His subject is “ a a and Behaviour in 


Childhood.” l á 
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According to official figures twice as many premature 
infants die each year in Great Britain as the total number 
of all persons killed on’ the roads. This indicates the 
seriousness of the problem. Half .of these deaths occur in 
the first' 24 hours of life and presenta challenge to the 
obstetrician to prevent premature labour, but better 
' management of the survivors would go far to reduce the 
loss of life. Although figures in connexion with prognosis 
- are somewhat contradictory, the position can be summed 
up by saying that except for a slightly increased risk of 
cerebral trauma at birth the prematurely born infant has 
as good a chance as any other baby of growing into a 
normal and useful citizen. 
Details of management to be discussed here are: delib- 
erately planned for what may have to be carried out in the 
.patient’s. home. Some think this is a better place for 
premature babies than a hospital; others believe that the 
hospital -can offer facilities and apparatus far superior ‘to 
- those available in a house. This should have been remedied 
_ tO some extent since 1944,! when local health authorities 
were advised to keep certain appliances on hand for use 
in the home. A general practitioner called upon to look after 
“a premature baby should certainly contact the medical off- 
cer of health for the. district and see what apparatus. he can 
get, and the services of a paediatrician should be available 
to lend expert help if required. More important than any 
apparatus and the aid of the expert, however, is good 
nursing. Some midwives are more skilled with small babies 
_than others, and it may ‘be possible to secure the services 
of one who has had special experience with premature 


babies—for example, at a maternity hospital with a spetial, 


. unit for their care. 


General Management 


_ If premature labour has set in and a’ small baby is 
expected certain preliminary steps can be taken. It is 
. . Wise to. give the mother a dose of vitamin K. A cot or 
basket should be prepared with lined sides ‘to prevent 
‘draughts. If time permits an oxygen cylinder should be 
obtained, with a close-fitting; rubber mask or a nasal 
catheter for administration. 
After the baby is born it should be wrapped in a warm 
towel. and placed head downwards in the cot or basket, 
- which should be suitably tilted. Gentle wiping out of the 
‘mouth and gentle aspiration with a rubber catheter will 
make sure that the air passages are clear. If available, 
oxygen may be administered for a short period to produce 
a good saturation of the arterial blood. If respiration is 
` feeble carbon dioxide from a “ sparklet ” apparatus may 


be used, or some device improvised to secure a degree of 


rebreathing. 

It must be remembered from the start that the greatest 
enemy is infection, and in the early days the nurse and 
doctor should wear an efficient mask- and conduct all 
manipulations with an aseptic or antiseptic technique. - 


Ministry of Health circular 20/44. 
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The room in which the baby is to be nursed must be kepi 
warm—70 to 75° F. (21-24° C.) is ideal—in addition 
to the careful use of hot-water bottles,in the cot or the 
employment of an electric blanket pad (which can be hired 
in some areas). The aim is ‘to keep the baby’s rectal 
temperature not below about 98° F. (36.7° C.), but this 
is sometimes not achieved for a few days. The temperature 
should certainly be taken and recorded four-hourly. The 
atmosphere must also be kept moist enough to- minimize 
“ evaporation” from the baby’s skin and lungs. A wet 
towel hung over the back of the chair, with its end in a 
bowl of water and placed near a source of heat, will 
provide a reasonable degree of humidity. A bathroom, if 
available and able to be temporarily set apart for the baby, 
is often ideal because of its humidity. 

When the-baby has recovered from the initial shock and 


‘is bréathing well and a good colour the nurse may give it 


a gentle cleansing. This is most efficiently accomplished as 
a modified blanket bath with soap and water and a soft 
flannel, exposing only a small portion of-the skin at a time. 
Drying should be carried out by gentle dabbing with a 
warm, soft towel, followed by a suitable baby powder (olive 
oil is messy, an inefficient cleaning -agent, and not always 
sterile). The normal procedures for care of the eyes’ and 
cord should be carried out. Napkins can be applied, and 
the baby dressed in a gamgee jacket, bootees, gloves, and 
a bonnet, leaving only the face exposed. The bedclothes 
must not be too heavy. Before this dressing-up, however, 
the weight should be obtained if the baby’s condition ` 
permits, for it is a most valuable base-line from which 
to judge subsequent progress. The infant should now be. 
left in its cot and disturbed as little as possible; except to` 
be moved from one side to the other from time to time to 
promote full expansion of the lungs. Oxygen may still 
be required at intervals -if the colour does not remain 
good. TE á 

All these measures are necessary at first, but fon the 
start the programme of management must be designed to 
speed up the process of maturation. That is to say, the 
baby must be brought daily nearer to the normal standards 
of/care of the full-time infant. The external temperature 
of the room can be gradually lowered, some of the gamgee 
clothing cut away, and hot-water bottles or blanket pad 
left out of the cot for brief but increasing periods. It is 
difficult to lay down precise details to cover premature 
babies of all. weights. Careful judgment is required, and 
the experience of the nurse is invaluable. I.must stress the 
necessity for making progress and not keeping the baby 
too long before his own heat-regulating mechanism i is called 
upon to ne action. 


Feeding 


The same difficulty” over precise details arises in con- 
nexion with feeding. Certain general principles will be 
discussed and, as far as possible, their application to a ` 
group of. infants whose weights range from 2 lb. (1 kg.) 
or less up to the official standard of 5} Ib. (2.5 kg.).. 

i i 
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`. Methods. -Most prematurė infants are too: -weak at first 
to suck at the breast, so that easier -methods: must be 
tried. In order of decreasing strain-on the baby, after 
breast-feeding eae are : -sucking at an- ordinary bottle ; 





Feeder för premature infant. `(B 
; ane: o en, LRI 


the. use of i Breck feeder G small bottle with a rubber 
nozzle at the end opposite the teat, like the old-fashioned 
fountain-pen filler, by which positive pressure can be 
exerted); a :spoon or pipette to drop the feed into the 
mouth ; or. tube-feeding by a-catheter passed: down the 
Sesophagus through either the nose or mouth. 

The first thing to establish after - the baby- is born is 
‘whether or not he can swallow. A little sterile water from 
a spoon can be tried. If there is no swallowing reflex, tube- . 
feeding will clearly be necessary. If the baby can swallow, 

the next thing to ascertain is whether or not sucking can ' 
be carried out. 
ıs the simplest apparatus: if not,'a spoon or tube should ` 
be used. according to the ability to swallow.” The. experi- 
enced nurse can soon determine a way of. mixing the. 


‘ methods of feeding—one or two tube feeds and ‘the rest - 


-by spoon, or starting the feed with a bottle and finishing 
with a spoon when the baby gets tired of sucking. Here, 


too, progress must be made and each day should see an ; 
'--attempt to take the baby a stage up the scale—tube, spoon, 


bottle—with the object of getting him to the breast.’ 
Feeds—Breast milk is the safest and most easily digested 
food. All premature babies should “receive it at first even 
_ if it ‘cannot always be continued. For the first 24 hours 
‘sterile water in small sips should be. used, and during this 


period efforts to secure a supply of breast milk can be made. - 


` Only a few ounces a day will be required at first and should. 
be obtainable without much difficulty from any nursing 
mother or from a maternity unit. It should be boiléd and 
diluted to one-fourth strength for the very small babies and 
to one-half strength for the medium and larger-sized-infants. 
Meanwhile the- baby’s own mother’s supply ‘of colostrum 
and milk should be obtained by manual expression. 

By the end of a week or 10 days the breast milk can be 
given: undiluted.. If a supply proves impossible to obtain 
- and no more can be got from.the baby’s own mother an 
alternative has reluctantly to be used.. To avoid subsequent 
changes a choice should be made of a-dried milk, either - 
one of the so-called humanized varieties or a half-cream’ 
brand. ~ These dried milks have. the ‘additional advantage, 
of being obtainable at the local welfare centre. Either-of - 
-these milks can be given from the second or third day of life . 
and in a dilution which may. vary from an eighth or quarter- 
strength, according to the baby’s size, up to half-strength. 
One measure of milk powder to. an ounce (30 ml.) of 
water may be-assumed to be. full strength. ‘An attempt , 
should be made’ to . increase the strength daily, aiming 
~ eventually—in the second or third week—at full strength 
for the humanized brand and, three-measures to 4 OZ. 

for, the half-cream variety. 

For simplicity, the addition of substances to the milk is 
not recommended. Some authorities prescribe additions of’ 
soluble casein and others prefer to use evaporated milk, . 
sweetened or unsweetened, but the programme outlined ` 

above works well and, as has been said, minimizes changes 
when :the infant i is older. f 


kind | permission ‘of John Bell 


-If sucking proves possible a Breck feeder. 





Times of, Feeding. Quantities and intervals of feeding 
are. related. .It must be remembered that small ‘babies 
‘require relatively more food than full-term infants. If the 
„basis fora 7-lb; (3..kg.) baby is 24 oz. of breast milk pei 


Se. “pound . (150 ml. per kg.) body. weight per day, then the 


smaller infant may require as much as 3, 34, or even 4 oz 


-per pound before a steady weight gain is achieved. But, 


as with normal babies, such a full feed programme should 
not be attained too quickly. If the largest feed, in volume, 
is achieved by the seventh to tenth day, this is usually safe 
If dried cow’s milk is being tised progress should be slower 


and for the smallest babies the-full size (and strength) not 
‘reached until a little later. 


‘Provided that no oedema 
develops the weight curve is a most valuable guide and the 
experienced nurse can increase the strength and size of the 


feeds to keep pace withthe strength and requirements of 


the infant. With the smallest infants this will usually mean 
beginning with feeds of 30 to 60 minims (1.8—3.5 ml.) every 
hour by. day and two-hourly by night. Gradually this is 
increased to 4 oz. two-hourly by day and three-hourly by 
night, until 1 oz. is taken every three hours round the clock 
If the mother’s milk supply has been established the infan‘ 
may be tried at the breast at least once a day if over 4 Ib 
(2 kg.) in weight_at birth, or when this weight is achieved 
Even smaller babies, especially if twins (and therefore 
relatively more mature than the weight indicates), can 


__ suck quite strongly under this weight. 


-Whatever the feed-a start should be made with vitamin 
supplements when the infant is a month old. Vitamin C as 
ascorbic acid in 25-mg. daily dosage can safely be given 
even before this. Vitamins A and D are best given as a 
vitamin concentrate to allow 1,000 to 2,000 units of vitamin 
D daily,. and such dosage—twice the requirements for a 
_ full-term baby—should be continued throughout the first 
year. Iron is also best administered early, say at two to 


-three months, and given in Mackay’s mixture in a dosage 


of 1 gr. (65 mg.) three times a day. 
Two other medicaments are also worthy of mention 


- Some paediatricians give all babies vitamin KĶ after birth 


to prevent. hypoprothrombinaemia, and, as already sug- 
gested above, if premature labour is anticipated this vitamin 
can .be_given to the mother also. Thyroid extract has a 
useful part to play. If the baby is particularly sluggish and 
difficult’ to rouse and has a subnormal temperature, the 
metabolisnt can certainly be stimulated by giving the 


“equivalent ‘of 1/10 er. of thyroid extract per pound (14.4 mg 


per kg.) body weight daily. This should generally be 
administered for'a few days only, after which the increased 
food intake’ will itself stimulate metabolism. 

Thyroid extract is the only safe stimulant for the prema- 
ture baby: Brandy appears to be used fairly frequently, 
but it is irritating to the stomach and’ intestines and if 
‘given in stimulating dosage may produce a dangerous 
gastro-enteritis. If the baby is kept adequately warm 
and gently handled brandy should be unnecessary. If 
anybody needs it, perhaps the doctor and nurse > should be 
considered. | 


~~ 








A circular to hospital boards and committees from the 


Ministry of Health -asks hospital management committees to 


ensure that medical superintendents of mental hospitals and 
mental deficiency institutions see a copy of all documents on 
the work of the hospitals and institutions issued to the com- 
mittee by the Ministry. or the Board of Control.. It also warns 
‘hospital management committees that -they should: not alter 
the authorized accommodation in mental ‘hospitals and mental 


-deficiency ‘institutions without thé approval of the Ministry of 
Health. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
‘QUEEN ADMITTED HONORARY FELLOW 


The Queen was admitted an Honorary Fellow of the Royal 
College of Obstetricians and Gynaecologists on November 3 
by Sir William Gilliatt. 

Sir William Fletcher Shaw, past President and first Honorary 
Secretary to the College, and Professor R. W. Johnstone, Senior 
Fellow in Scotland, presented the Queen for admission. 


Sir William Fletcher Shaw said that, as the College had 
developed and matured’and its value to the welfare of the 
women of the Empire had been more fully established, her 
Majesty had very graciously become the first Patron of ‘the 
College. “That your Majesty accepted this office gave great 
joy to the College and added immensely to its prestige in all 
the countries of the Empire.” More recently her Majesty had 
shown her great personal interest in the work of the College 
by the princely gift :she had made to its Appeal Fund. 
“Now by becoming an Honorary Fellow of the College 
and thus identifying yourself with it in an even more 
personal way you confer: the greatest possible honour on the 
College.” 


Professor Johnstone said: “ When you, Sir, were kind enough 
to award me the great and happy privilege of acting as one of 
her Majesty’s sponsors on this occasion; you remarked to me 
that her Majesty was a Scotswoman and was very proud of 
it, and that it would be becoming that one of her sponsors 
should be a Scottish Fellow of the College. In regard to that 
I would only say that her Majesty’s very natural and proper 
pride of race meets an overflowing complement in the deep 
and affectionate pride which every Scotsman and Scotswoman 
the world over takes in her Majesty’s most gracious self.” 
All at the College were well aware that the College was receiv- 
ing a much greater honour than it.was giving. ] 


After expressing her gratitude to the College, the Queen said 
that she shared with all her heart their belief that it was on 
the happiness of home and family life that the true worth and 
strength of a natión depended, but what had been so well 
described as “the miracle of life and the source of all tender- 
ness and love in humanity ” demanded more, than ever the best 
technical attention. ` “Jt demands a spiritual approach as well, 
and it is good to know that in your profession its members 
_bring to their work a warm human understanding and a deep 
sense of moral values.” 
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` Handing the Queen her scroll as a, Fellow, Sir 

William Gilliatt said: “ May it please your 
Majesty that I confirm your two sponsors in that 
the addition of your name will’add distinction 
and lustre to the roll of Honorary Fellows. 


“We are aware that your Majesty has never 
had, and cannot have, the opportunity of directly © 
advancing the scientific side of our, subject. J 
maintain, nevertheless, that by permitting us to 
elect you an Honorary Fellow and by your 
very generous gift to our Appeal Fund you are 
indirectly advancing in no uncertain manner 
the important work in which we are engaged. 
Your gracious acceptance of our Fellowship 
encourages us to feel that your Majesty is show- 
ing an even closer interest in our activities than 
was possible during the year you have been our 
Patron. 

“We could. not have asked you, Madam, to 
join -us did we not consider that there are few 
higher aims than to contribute to the prevention 
of illness and the maintenance of health and 
well-being of mothers and their infants. Your 
Majesty’s sponsors have spoken of the standards 
of family life in which you have set the world 
such a wonderful example. In our report on 
“A National Maternity Service’ published in 
May, 1944, we use the words, ‘We are all 
conscious that the infusion of higher moral and spiritual 
values into the families of our country has a profound bearing 
on physical and mental health.’ We on our part are encouraged 
by your presence here to-day and are determined to show, that 
your trust in our future achievements has not been misplaced. 

“ May I, on behalf of Council here present and every 
and Member, welcome your Majesty as an Honorary’ 
and thank you for your gracious acceptance.” 


New President Installed 


Installing Professor Hilda Lloyd as President, Sir William 
Gilliatt said that it gave him great pleasure to be ‘the “first. to 


(Zhe Times 
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- congratulate her on assuming the high office to which she had 


been elected. Her election was an outstanding occasion in that — 
she was the first woman to be elected as President to one of the 
Royal Medical Colleges. He offered her, on behalf of his 
colleagues on the Council and for himself, their best wishes for 
very successful years of office. He wished to record his deep 
appreciation of her generous action in proposing to and con- 
vincing the Council] that his term of office should be prolonged 
so that he might have the privilege of admitting her Majesty 
to the Honorary Fellowship of the College. 

Professor Hilda Lloyd was then vested with the president’s 
gown and repeated the president’s oath. 


Mr. V. B. Green-Armytage and Mr. J. Eric Stacey were 
installed as Vice-Presidents in place of Sir William Fletcher 
Shaw and Mr. James Wyatt, whose term of office had expired. 


The Handicapped Pupils and School Health Service Amend- 
ment Regulations, No. 2, 1949, make certain interim amend- 
ments to the main regulations recommended by the Education 
Subcommittee of the Local Government Man-power Committee. 
It is now unnecessary for the local authority to obtain approval 
of the arrangements made or proposed for carrying on the 
school health service ; the Minister will rely on inspection and 
on the specified annua] returns. The approval of medical 
officers is-limited to those employed in connexion with the 
authorities’ arrangements for ascertaining whether pupils require 
special educational treatment because of educational sub- 
normality. A number of forms have also been withdrawn 
because the National Health Service has made them obsolete. 
Under the Reports to Local Authorities (Records) Amending 
Regulations, 1949, one of the statutory forms on the reporting 
of children to the local health authority has been amended to 
facilitate co-operation between the educational psychologist and 
the medical officer in order to obviate duplication of work. - 
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It is now recognised that Heparin given within the first 48 hours of the onset of symptoms will’ 
arrest the onward progress of the thrombotic condition in threatened phlebothrombosis of the 
deep veins of the leg. A total of 250,000 i.u. Heparin given over 7 days will usually bring 
about remission of all symptoms. Rabinowitch and Pines (1943) working on rabbits, have 
shown that treatment with Heparin will cause disappearance of an established thrombus in a 
high percentage of cases by facilitating fibrinolysis by enzymes. There is evidence to show that 
prolonged heparinisation can be effected by intramuscular injection of the most concentrated 
preparation. If required the heparin effect can be immediately suspended by the intravenous 
injection of 5ml. of 1% Protamine Sulphate. i 


HEPARIN (EVANS) is available in three strengtħs, each in 5ml. r.c. bottles. 1,000 i.u. per 
ml: 5,000 i.u: per ml: 25,000 i.u. per ml. (for intravenous or intramuscular injection). 


PROTAMINE SULPHATE (EVANS) is available as a1% solution— Boxes of 6x 5ml. ampoules 


Rabinowitch, L. and Pines, B. (1943) Surgery, 14, 669. 
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- GROWTH AND REPRODUCTION ` ‘or’. | 
“ BACTERIA `. , 
Lectures by Sir Paul Fildes 


A course of special University of London lectures on ae 
bacteriology was given “at University College in October- by. 
Sir PauL Foes. His-account of the growth and. reproduction . 
of bacteria covered a wide range, and it is possible: -to record. 
only certain: points of especial interest. 

Sir Paul Fildes said that he intended to try to analyse some’ 
of the means by which bacteria were maintained as part of the 
population of -the planet.. This involved a description of a 


number of biochemical processes which were not peculiar’ to- 
bacteria but were common-in some degree to all living things.’ 


{t was hardly possible to lecture. on. the biological processes of 
bacteria without making it obvious that bacteria . were ‘being 
used only as illustrations of cellular physiology in general. . 
might have selected other organisms, such as protozoa or plants 
ur animals, but bacteria were chosen, because they were easy to 
handle and yielded results within a matter of hours. It was for 


this reason that many of the findings of cellular physiology had 


veen based upon the study .of bacteria. 


The physiology of bacteria: derived its special importance 
from the likelihood that the control of bacterial activity in 
aealth or disease would not be achieved without greater know- 
- tẹdge than was available at present. Bacterial activity became 
apparent only as a sequel to growth and reproduction. This 
occurred automatically when conditions were ‘favourable. 
Growth and reproduction were therefore the prime: ‘ifterests 
f cellular physiology, because without them the external effects 
. of bacteria for either good or ill would be na a 


Organized Enzyme System 


It was convenient, Sir Paul continued, to look upon a 
pacterium not as a mere “bagful of enzymes” but as an 
organized enzyme system. The organization- was such that 
vhen the whole system was steeped in the proper substrates 
the “machine” started to work’ and continued automatically - 
antil the-substrates failed or the environment became adverse. 
Che co-ordinated working’ of. the system resulted in an increase | 
in the contents of the bacterial cell until there was a division’ 
of the cell into two. When the process was working in full 
‘:o-ordination—which was not always. the-case—the time taken 
oy one cell to become two might be some 30 minutes, so that) 
'n 24 hours there might be 48 Beneranons and the one bacterium | 
_ would become 17,000,000. - 


o É nitrogen were takén as the key. NTA of the protein . 
molecule, it was known from the work of Behring that some 
bacteria grew in gaseous nitrogen while some grew in such 
¿orms of nitrogen as ammonia. As the yield on analysis showed 
i vast increase in protein, it followed that protein was synthe- 
sized from ammonia by the organism. The first thing that 
happened: was that the ammonia diffused into the cell, then it 
was fixed-by one of the receptors of an enzyme and combined 
with another nutrient fixed by another receptor. 
the synthesis of protein might be looked upon as a chain of 
reactions carried out. by a series of enzymes, each of which 
had two receptors and two substrates. Eventually by the serial 
combination of -two similar -substances the whole protein ` 
molecule was constructed. j 


M ~“ Genetic Mutations : Er 


in order.to bring bacteriology into line with general bio- 
logical teaching it was necessary to make an assumption which 
could not yet be proved. It was held that-the controlling or 
operating force behind the enzyme was a gene, and that genetic 
mutations -led necessarily to changes in or the disappearance 
of enzymes in bacteria. -These ‘phenomena might have a 
marked effect on the gurvival of “bacteria in particular 
environments. = 


A great deal of work had been sarricd out in E the ` 


manner in which proteins were synthesized, and it was possible. 
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‘to ae some E guesses at the steps of the synthesis. 
` He described the role of _tryptophan as’ a growth factor, also 
- of indole, which could” take the place of tryptophan. It was 
-a question of guessing what two substances might be concerned 
in the synthesis of indole, for example, and testing whether they 
would: have any -effect in the absence of indole. Until an 


. organism could be found which would give a Positive growth 


response toʻa hypothetical growth factor, guessing could go no 
further: 

The action of a: synthetic: enzyme was the reverse of that 
of a degraded enzyme. Energy was absorbed by the former, 
‘liberated by the latter.- A synthetic enzyme combined two 
substrates into a larger, while the other type of enzyme split 
a larger into two smaller substrates. One and the same enzyme 
was capable of operating’ in both ways. 


In his final lecture Sir Paul Fildes said that it was possible 
to summarize the two views—the former and the present view 
—as follows.. When the structure of the bacterium altered, 
whether by the gain or the loss of an enzyme, it was considered 
to be due ‘to some stimulus- deriving from the environment. 
- Broadly, it was said that, if a bacterium found itself in an 
environment rich in some ‘particular substance which normally 
it had to synthesize, it did not synthesize and the enzyme associ- 
ated’ with the synthesis faded away. The geneticists explained 
the phenomenon differently. They developed the generalization 
that behind every enzyme there was a gene which controlled 
its action.. In the course of the reshuffling of genes in the pro- 
cess of cell division accidents might happen, in the same way 
that accidents might happen in any process which was often 


‘ repeated. That was merely'a matter of statistics. If an accident 


happened to a gene which affected its normal function the 
enzyme would be affected. In a normal case with the enzyme 
present it might disappear, or, if the enzyme was absent from 
the particular organism being studied, mutation occurred which 
had nothing to do with environment. The main conflict was 
whether mutation was merely a matter of chance or was induced 


by outside causes. 


When inoculations in agar without tryptophan were made, a 
normal typhoid bacillus, for example, did not grow at all at 
first, but, as the size of the. inoculum on the plate continuously 
increased, the time came when one colony appeared, and more 
still appeared with further increase of size. If one of these 
colonies were picked off and tested on the liquid medium it 
would grow normally and maintain the difference indefinitely. 
In every culture of typhoid bacilli there were a few abnormal 
units growing in a different manner. These abnormals were not 
necessarily present in the: Original inoculum ; t0ey appeared as 
the -culture grew. i 


Environmental and Accidental Factors 


The fact that these mutants made their appearance at widely 
different-points in the growth of the culture, and sometimes not 
at all, indicated an erratic spontaneous origin rather than the 


- constant influence of the environmental factor. Formerly it was 
- assumed that the environment was concerned mainly with these 


mutations, but it now seemed reasonably certain that the general 
‘idea accepted in genetics held good, that when an operation like 
cell division was repeated often enough the liability to “ acci- 
dent ” increased and there were more likely to be missing or’ 
‘altered genes. 
, Another series of observations also siiswested a enait origin. 
It was now well established’ that exposure of bacteria to constant 
doses of x rays or ultra-violet light caused an increase in the 
- mutation rate of the survivors. ‘This meant that the survivors 
would produce mutations perhaps at every hundred’ divisions 
instead of at every million. The mutants did not occur in the 
absence of some growth factor. The x-ray effect was thought 
to be due to-a filtered chemical action on a single molecule— 
a one-cell action, the one cell being enough to produce muta- 
tion. One of the chief reasons for holding this “ one-cell”’ view 
was that the number of mutations produced was proportional 
to the dose of x rays. > i E 

In sum, therefore, there were reasonable grounds for suggest- 
ing that mutations in bacteria and genetic mutations in higher 
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forms of life had many points in common. They appeared at 
random and spontaneously, whereas they did not occur follow- 
ing specific changes in the environment. The new character was 
In addition to this,kind of evidence 
favouring the existence of genes in bacteria, a more simple 
argument could be brought forward. No one could imagine 
that the bacterium was a bag with all‘ its molecules in solution ; 
if this were the case there would be little likelihood of the 
molecule finding itself on the right side of the curtain when 
division took place. There must be some mechanism in bacteria 
as in other cells ‘by which characters were segregated i in special 
divisions. 


Sexual. Process in Bacteria 


it was often supposed ‘that bacteria were non-sexual. - Here 
he recalied an experiment in which a culture of Bact. coli, which 
grew quite well on ammonia because it was able to synthesize 


, -aH tts necessary requirements, was exposed to x rays to produce 


mutants. From the resulting mixture two strains were selected 
neither of which would grow on:ammonia for the reason that 
‘one of them was unable to synthesize, say, substances A and B, 
whereas the other was unable to synthesize substances C and D. 
Starting with two strains, one of which had lost the genes con- 
trolling the A B synthesis and the other the génes controlling 
the C -D, a strain was produced with all the genes and no 
growth disability. This could have occurred only by the fusion 
of one cell containing the A B substance with another 
containing the C D, producing a mutation which contained 
all four. 


The fusion of two cells with reshuffling of the genes was the 
basis of sexual processes by which hereditary characters were 
handed on. Jn animals evolution had produced two entirely 
Separate types of cell, each with complementary genetic dis- 
abilities, so that they could not reproduce without fusion. On 
the other hand, in bacteria this specialization had not taken 
place. Usually each cell had an adequate ‘genetic establish- 
ment, and was developed to allow reproduction by-fission in 
tbe environment in which it happened to live. ‘At, say, every 
20 generations, however, mutations would appear and cells 
would-be produced with different hereditary characters. If two 
such mutations happened to take place at the same time, and 
if, more rarely, they happened to fuse and produce a strain of 
rearranged genetic pattern. and if, finally, this new pattern was 
more satisfactory for survival in the environment, this would 
be an established mutation due to sexual process. Necessarily 
this must be rare. In animals the opportunity existed 
permanently, and was taken advantage of at short intervals, 
and for this reason animals had evolved by natural selection 
more than had bacteria. In general bacteria did not differ, 
so far as could be*judged, from their earliest progenitors. _ 

The argument for including bacteria among the sexed popula- 
tion of the planet was cogent. 
bacterial culture was liable to occasional change in-a random 


_mManner without any known determining change in the environ- 


$ 


_ from genetic mutation, but it was not a permanent change. 


field for speculation along these lines, 


' ment. The lecturer pointed out the importance of this in practi- 


ca) work. A bacterial culture could always be looked upon 


as ‘a population of similar type yet continuously subject to | 


innumerable chance mutations of- any of its characters, and 
any one of those mutations might be selected by the medium 


. Which was being used. 


The idea of permanent alteration of character resulting from 
genetic mutation could not yet be correlated with many known 
facty about bacterial enzymes. In particular, genetic ideas could 
not be correlated satisfactorily with what was known about the 
enzymes described as adaptive. Some enzymes had been known 
to increase in activity or to appear from apparently nothing 
when brought into contact with a specific substrate, without any 
cell division at all. This was clearly a phenomenon different 
It 
faded away when the substrate was removed, and it was evi- 
dently due to -environment and not to chance. The vast 
as Sir Paul Fildes 
pointed out in ‘closing his course of: lectures, indicated how 
many matters in the field of bacteriology awaited further 
research. P 


é 


There could be no doubt that > 
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WHITHER ANTENATAL CARE? 


A discussion on this subject took place in the Section of 
Obstetrics and Gynaecology of the Royal Society of Medicine 
on October 21, with Dr. LesLie WILLIAMS presiding. Refer- . 
ence was first made to the election of Professor Hilda Lloyd 
to the presidency of the Royal College of Obstetricians and 
Gynaecologists. This was the first time a woman had been 
elected to the office, and she had gone straight to the position 
from the presidency of the Section. 

Mr. ALECK Bourne said that to debate the future it was neces- 
sary to review the past. The story of antenatal care was a 
chequered one. Until the middle of the last century no real 
interest was taken in the examination of the pregnant woman 
from the point of view of’her health. In Great Britain the 
first clinic for providing supervision and advice for expectant 
mothers was that established by J. W. Ballantyne in Edinburgh 
in 1902, but Ballantyne was occupied with the prevention of 
stillbirths, monsters, and deformities. He was not an obstetri- 
cian, and ‘his interest in the health of the pregnant woman was 
only in so far as it might affect her baby. 

The progress of antenatal care was greatly stimulated by the 
first world war. In 1918 antenatal clinics began to be estab- 
lished, and now there were over 1,600 in the country. They 
were staffed mostly by antenatal officers who did not conduct 
the labour. Thus there had been four phases in the progress 
of antenatal care. The first dated from ancient times. 
Aristotle’s instructions to midwives included such fantastic 
remedies as the following: “Take a swallow’s nest and dis- 
solve in water, strain, and drink it warm, and it gives delivery 
with great speed and much ease,” but there was no mention of 
the examination of pregnant women. The second was in. the 
latter part of the nineteenth century, when the care of pregnant 
women from the point of view of eugenics was suggested. The 
third, associated with Ballantyne, was concerned with the 
quality of the babies born. The fourth, within his own 
Memory, starting about 1909, was concerned with the dis- 
covery of conditions which were likely to make labour diffi- 
cult. In those days it was uncommon to examine a woman 
more than twice, towards the end of pregnancy, and no interest — 


-was taken in her general health, her personality, or her social 


surroundings. 

This led to an immense amount of interference. Obstetri- 
cians became obsessed with the possibility of a difficult labour. 
If the head was high it was assumed that it would not fit into 
the brim. G. E. Herman, at the London Hospital; published 
a book, which was still of great interest and value, entitled 
Difficult Labour, and in the fifth edition (1910) he gave a 
number of dates from the thirty-sixth week onwards at which 
induction of labour should be undertaken. Watts Eden pub-` 
lished a paper in which he- pointed out that the child born 
from the thirty-sixth to the thirty-ninth week was just as well 
able to survive as the child born at the fortieth week, and this 
gave a considerable stimulus to the induction of labour. In ° 
Queen Charlotte’s Hospital labour was ao in the following. 
percentages of all admissions: 


1910 4 per cent. 1920 5.3 per cent. 
1912 LS ar ii 1921 TA y 9 
1913: sena. yy 1922 66 5 » 


Between 1928 and 1934 the maternal mortality rate was - 
steadily rising, and in the latter -year reached-4.41. per 1,000 live 
births, the highest figure since the ‘nineties of the last century, 
and this after 15 years of increasing antenatal care and improved ` 
teaching of students and midwives. It was not surprising that 
critics began to point out that antenatal care had failed in its 
object of reducing the death rate in child-bearing. It was gradu- 
ally realized that externa] measurements were useless, but. un- 
fortunately the mechanists had another lease of life as a result of 
x-ray pelvimetry. 

Throughout the whole range of medicine, Mr. Bourne con- 
tinued, there was a tendency to confine the supposed normal 
within too narrow limits, and this was more marked in obstetrical 


. During the_last few years at the antenatal clinic at University . 
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work than “in any other branch. -One example `` was the use: 
of pelvic measurements in the prognosis of labour. Even‘ with 
reduced measurements there might be a difficult labour only if ~ 


the uterine contractions were feeble ; there were few complica- - 


tions which did not lose something of their potential danger if 
the uterus reacted strongly. -If function was so important, was 
it possible to- predict it during pregnancy, and, if it was, could 
anything be done antenatally to ensure the maximum ‘possible 
function? In many cases he thought this could be done.- He 
believed that the function of.the uterus depended primarily on 
the emotional attitude of the: woman in labour, chiefly her 


_degree of anxiety. It depended also upon her clinical or bio-. 


logical type.. The vast majority of women could not be divided 
into one or other of .the extreme types—the functionally good 
reproductive type and the difficult type—but it~ was possible 
with insight: and experience to say on which side of the middle 
‘line they were. 5 
The function of the uterus could be predicted by watching 
the emotional attitude of the.woman to her forthcoming labour. 


Many began their pregnancy in ignorance and went through it in- 


uncertainty and fear, and their fear was such that it was praċtic- 
ally certain they would have inertia, maximum pain, and an 
assisted delivery. Antenatal visits afforded an opportunity for 
watching the state of mind and understanding the emotional state. 


Sometimes the condition was masked by a spurious courage, but ° 
' it was possible to break that down and see what lay underneath. 


Nothing could be done to alter things physically, but a great 
deal could be done to exorcise fear and liberate uterine func- 
‘tion from ‘the inhibitions which fear imposed upon it. 

On the question of diet, Mr. Bourne suggested that there 
was no evidence as yet that malnutrition had an effect upon 


~ uterine contraction, though it certainly , had. in precipitating 


early labour. As for exercise, its chief value was in making 


the woman feel that she ‘was contributing something to the , 


preparation for her labour. ` 


- Elimination of Fear ’ 


Professor W. C. W. NIxon said that he was a student of 
Mr. Bourne’s a quarter of a century ago, and recalled his teach- 
ing on the necessity for a shift of emphasis from structure to 
function. Unfortunately; the mechanistic fog still existed, but 
there was an awakening to the need for taking the woman as a 
whole, considering both psyche and soma. The normal preg- 
nancy -had not the drama of the- abnormal, and the assistant 
and student gaining experience voted a week without an incident 
as rather dull.” 


In his opinion there should be a food advice bureau attached | 


to every antenatal clinic. Nutritional anaemia was still preva- 


lent, and the only way to detect it was by an estimation of- 


the haemoglobin. Every pregnant woman should have her 
haemoglobin estimated on her first Visit and again at the thirty- 
sixth week.” Investigations had shown that the idea that exces- 
sive weight was an indication of toxaemia was a_ fallacy. 


College Hospital radiography of the chest had been done as a 
routine, and the results had justified the procedure. 

At University College Hospital it was felt that by the ‘intro- 
duction. of training classes much had been done to eliminate 
fear. 
process were explained, and the mother was given confidence 
and enabled to recognize the various events of labour as sign- 
` posts rather than as hidden enemies. It was Dr. Grantly Dick 
Read who had first pointed out the importance of the tensions 
set up by fear and how. these could be relieved by reassurance 
and relaxation. 
be -physically fit so that. they could pass through labour rela- 
‘tively unharmed. It was important also to‘ prevent mental 
trauma. If this were neglected ‘the mother was denied | an 
enriching and satisfying experience. 

Professor Nixon then showed a film, taken in his out-patient 
department, -illustrating the type of physical exercises taught to 
expectant mothers, and also the work of the food advice bureau. 
The film had been specially prepared for the meeting. by Mr: 
P. L. C. Diggory, film secretary of the British Medical Students 
Association. 


~ 
~ - 

. 

* ~ 


In these classes the changes in pregnancy and the birth | 


Everyone recognized the need for mothers to ` 
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Value of Exercises - 


Mr. A. P. WRIGLEY said that at long last the general health 
of the patient was receiving attention. Energetic measures had 
been: adopted to prepare the mother physically and mentally 


= >? 


for labour, the physical ‘side being dealt with by remedia] exer- 


cises, proper food, and teaching of correct stance and relaxa- 
tion. The first results were beginning to-come in and were 
not as encouraging as might have been hoped. The statistical 
difference between -patients who had had exercises and patients 
who had not did not appear to be marked. In a further attempt 
to help patients at St. Thomas’s physiotherapy had been com- 
bined with a mild form of psychotherapy, but an analysis of 106 
women who had elected to join these classes, when compared 


with a number of controls, seemed to_show no advantage. No. - 


one regretted this more than he did, although the sister told 
him that these patients were in a much happier frame of mind 
when they arrived for labour. He had no doubt that this work 
was in its infancy, and would show better results as experience 
accumulated. 

He thought there should be a much more common-sense out- 
look about the expected date of delivery, and less, not more, 
attention should be given to the pre-natal preparation of the 
patient for breast-feeding. If on a casual observation the 
breasts appeared normal, and the woman accepted breast- 
feeding as the natural thing, he regarded any treatment of 
the skin or massage of the’ breast as unnecessary and undesir- 
able. The position with regard to x-ray examination had 
changed during the last ten years as a result of' intensive and 
painstaking observations. The technique of radiology was now 
such that risks of-misinterpretation had decreased. The day 
was not far distant when an x-ray picture would be made of 
the pelvis of every woman embarking on her first pregnancy, 
and this would be done by.someone trained for that work. 

He pleaded also for a less rigid’ adherence to routine— 
routine in attendance or in the procedure at the clinics. Patients 
differed from one another right down to the last weeks of 
pregnancy. The lives of patients had become so regimented 
that if the burden could be eased by less adherence to schedule 


_and more use of common sense it was the doctor’s duty so to 


ease it. »Finally he spoke of the liaison between outside ante- 
_/ natal clinics and those who had the care of labour. Instead of 
~ drawing them nearer, the effect of recent legislation was to drive 
‘them further apart, and as long as the present system cor- 
tinued the care of the woman remained divided. Altogether, 
‘ while the results of the last 15 years had been good, he was 
certain they could do better. - 

In some’ brief general discussion Dr. ARNOLD WALKER said 
that he thought there should be a littlé less: criticism of what 
the local authorities had done in the antenatal clinics, for, after 
all, this was the only way in which many women could get 
‘antenatal care, and the closing of many such clinics created a 
gap which it would be difficult to fill, Another speaker pointed 
out that, whereas at.the hospital clinics there was no guarantee 
that the patient would see the same doctor again, at the local 
authority clinics the people worked as a team and also had a 
broader outlook on the background of social medicine than 
their colleagues in hospital. Dr.’ HAROLD WALLER said that 
mastitis was almost a preventable disease, but in some clinics 
it was as high as 10% among lactating women. 

Mr. ALECK BourRNE, replying, said that he wondered whether 
„it was possible to relate the benefit of antenatal physical exer- 
cises -to a statistical presentation of abnormalities at labour. 
One value of the exercises was to give a woman a positive 
attitude towards her own effort. ‘ 


HYPOPITUITARISM 


At a meeting of the Liverpool Medical Institution on October 
13, with the president, Professor Charles Wells, in the chair, 
Dr. V. K: Summers read a paper on ‘the syndrome of 
hypopituitarism. 

Dr. Summers said that the commonest-cause of severe chronic 
hypopituitarism, was necrosis of the anterior lobe at the, time 


of delivery... These patients were in a state’ of severe circula-’ 


. tory colapso; and this collapse was produced usually -by a: 
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combination’ of shock and haemorrhage ; the -obstetric condi- 
tions- likely to be associated with pituitary necrosis were post- 


‘partum haemorrhage and retained placenta: The symptoms and 


Signs were due-to a failure of secretion of pituitary hormone. 


, The first’ sign was failure of lactation, and in these cases no 


milk could be expressed. 

' Nutrition was unimpaired in these women, and the majority 
were, if anything, slightly above average weight for their height 
and age. The term ““ pituitary cachexia” used for this syn- 
drome should be abandoned, because it was. misleading and 
the source of many errors in diagnosis. Failure of menstruation 
with severe atrophy of the whole of the genital tract was an 
invariable sign. 

- Signs of adrenal insufficiency were constant; electrolyte 


” changes which resembled those of Addison’s disease, but of less 


severe degree, occurred. In contrast’to the heavy deposition 
of pigment in Addison’s disease, a depigmentation of exposed 
areas of the body and of normally pigmented areas—for 


‘example, the areolae—was seen in hypopituitarism. Loss of 


pubic and axillary, hair was always noted within two years 
of the onset of the disease. The excretion‘of ketosteroids was 
reduced to very low levels. Loss -of thyreotropic hormone 
secretion produced symptoms like those of hypothyroidism: a 
dry skin, low basal metabolic rate, elevated blood cholesterol, 
sensitivity to, cold, and cardiac changes, resembling those of 
myxoedema. Cardiac enlargement did not appear, and the 
scalp hair remained normal in amount and texture. 

Professor H. L. SHEEHAN said that the anterior lobe of the 


‘pituitary could be destroyed by a variety of pathological lesions. 


The most important of these was post-partum necrosis, which 
accounted for about three-quarters .of the: cases of severe 
destruction of the gland. The loss of anterior lobe hormones 
produced a great atrophy of the adrenal cortex, the thyroid, and 
the gonads, and the loss of hormones from the. gonads led 
to atrophy. of the genital tract. ? 

` Dr. C. O. STALLYBRaSS referred to the work of Dougherty and 
White on the activity of the adrenotropic hormone in stimulat- 


‘ing the mechanism of antibody production and, more especially, 


lymphocyte and plasma cell destruction with consequent 
liberation of antibody. _If the adrenal cortex was gravely 


, affected, as in the Friedrichsen—-Waterhouse syndtome in 
meningococcosis, then a twofold lethal effect would be pro-- 


= duced. He also referred to veterinary ‘interest, described by 
- Kay, in the action of the lactogenic hormone in assisting cows 


- to “let down ” their milk, and the experiments that had shown 


that while the stimulus might be neural the mechanism was 
hormonal. aa 
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. DISCOVERERS. FOR MEDICINE 


Discoverers for Medicine. By Wiliam H. Woglom, M.D. 
UA 229; illustrated. 18s.) London: Geoffrey Cumberlege. 


e The purpose of this unusual book is' given in the author’s 


quotation, from Oliver Wendell Holmes—‘ Medicine learned 
from a Jesuit how to cure ague, from a friar how to cut for 


Stone, from a soldier how to treat gout, from a sailor how to 


keep off scurvy, from a postmaster how to sound the Eustachian 
tube, from a dairymaid how to prevent smallpox, and from an 
old market woman how ‘to catch the itch insect.” The author 
describes these and many other debts which our profession and 


_ Its patients owe to the traditions and common sense of the 


unlearned and to the patient researches of scientists whose work 
and. results seemed to have no bearing -on médicine..- With an 
easy style and infinite patience Dr. Woglé6m ‘traces to these 
sources the benefits of vaccination, of digitalis, of quinine, of 
spectacles, and of many other aids and remedies which we now 
take for granted without a thought for their obscure beginnings. 
The book is handsomely produced, with many good illustrations 
and a copious bibliography and index. In illuminating the back- 
ground of his discoverers the author does so with vivid sketches 
of the personalities of his heroes. ' “ALFRED Cox. 


~~ 


Correspondence 





British Branch of Ligue Internationale Contre le 
- Rhumatisme 


-SIR,—The recent International Congress on Rheumatic 
Diseases in New York at which Hench and Kendall pre 
sented their paper on “ cortisone” was sponsored by the Ligue ~ 
Internationale Contre le Rhumatisme, and there can Be ne 
doubt in the minds of those who heard this paper and availed 
themselves of the varied opportunities at this congress of the 
immense value of such meetings. 

We feel that the British Branch of the Ligue is not sufficiently ~ 
widely known and -that membership offers not only individua! ` 
advantages but an opportunity to foster friendly internationa: 


‘relations at these various gatherings held in different countries 


The next congress of the Ligue Européenne is in Barcelona ir 
1951, and the whole Ligue Internationale will meet in Zurict. 
in 1953. Judging by the high standard of papers in New York 
this year, these two promise to be important meetings. 

Individual membership of the British Branch entitles atten- 
dance at these congresses and also at certain clinical meetings 
of the Heberden Society. The. British Branch is arranging s 
quarterly publication of a pamphlet giving news of forthcoming 
meetings of interest, of postgraduate courses, and a list of clinics 
where postgraduate members will be welcome. ~ 

The annual subscription is one guinea and should be sent to - 
the treasurer, Dr. G. D. Kersley, 6, The Circus, Bath—We 
are, etc., 


London, W.C.1. 'W. S. C. .COPEMAN, 


President, Ligue Européenne. 


OSWALD SAVAGE, - 
Secretary, British Branch of the Ligue 
Internationale Contre -le Rhumatisme 


Progress in Obstetrics 


Sır, —Since you did me the unexpected honour of using / 
some of the subject matter of my Joseph Price Oration in 
America and my presidential-address-to the Edinburgh Obstet- 
trical Society as a sort of text for your leading article on “ Pro- 
gress in Obstetrics ” (October 8, p. 799), I feel it is incumbent. 
on me to take some part in the discussion that has followed 7 

I am almost in -entire agreement with the views advanced 
by Professor Andrew M. Claye (October 22, p. 927), which - 
vary little from the suggestions I advocated in my Edinburgh 
paper. There is little doubt that the teaching of obstetrics has 
advanced greatly during the last twenty years, and, as I pointed. 
out, I considered that this was one of the several reasons whicb 
had helped to lower the maternal mortality and morbidity. But. 
even now, in my opinion, the newly qualified graduate is seldom 
capable of undertaking midwifery in a gerieral practice <unti) 
he has acquired more experience. This is\ not due to the 
teachers of obstetrics or to the students themselves, but to the 
paucity of cases available to give each student a thorough 
grounding in such everyday procedures as forceps delivery 
the suture of the.torn perineum, episiotomy; etc., not to men 


‘tion the more difficult manceuvres, such as the turning of the 


occipito-posterior, external version for a breech. presentation _ 
in a primipara, etc. It would therefore seem to be necessary 
to conserve cases for those who desire to practise midwifery 
in their general practice, and not to provide a number of mid- 
wifery cases to those who are later not going to be general 
practitioners but surgeons, pathologists, bacteriologists. 
psychiatrists, etc. te 

I suggested that if a year was to be spent following the final 
examination for clinical work before a degree was conferred 
those hoping to practise midwifery in the future would 
spend at least three months resident in a maternity hospital, 
where they would get an opportunity of carrying out the pro- 
cedures I have already mentioned and at the same time obtain 
further clinical experience in normal and abnormal midwifery. 
In order to make cases ‘available I suggested that it might be 
quite sufficient for the ordinary undergraduate to attend five 
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normal cases during his obstetric course and that- residential 
stay in a hostel attached to the maternity hospital to‘ study. 
abnormal midwifery would be unnecessary. This would'-give 
the G.P. obstetrician-to-be much more material wherewith to 
acquire a better knowledge of the subject, and hostel accom- 
modation in or near a maternity hospital would be available. 
Accommodation and the required tuition could be supplied not 
only in the present teaching hospitals but in non-teaching hos- 
pitals all over the country as well, on whose staff there was an 
obstetrician qualified to teach such students. A practitioner 
who had not previously taken this extra instruction and who 
wished later to do midwifery could take such a course at any 
time.. In order to know which doctors were suitably qualified 
a diploma, such as D.Obst., might be given at the end of each 
course to all those who had acquitted themselves to the satis- 
faction of the consultant in charge, or after passing a small 
clinical examination - conducted by an outside panel of 
examiners. 

I quite agree with Dr. Walter Radcliffe (October 22, p. 927) 
that permission should be granted to general-practitioner 
obstetricians to attend patients in a number of maternity 
hospitals in the country provided they obey the rules of the 
hospital concerned and their work is supervised by the consul- 
tant in charge in the same manner as all the rest of the cases in 
the hospital are. |This plan is carried out in a:large number of 
the maternity hospitals in the U.S.A. with most satisfactory 
results, the practitioners being on what is called the “ courtesy 
staff,” and I may state that such facilities are ghgmidy accorded 
to practitioners by at least one regional board in th: spountry.— 
I am, etc., gre 


Edinburgh. ` W. F. -THEODORE HAULTAIN. 


Natural History of Asthma 


Sm,—It is a long time since I practised medicine and I should 
not dream of criticizing the article by Drs. Elsie O. Williams 
and G. E. O. Williams (October 22, p. 897). At the same time, 
I cannot help feeling that it falls short, in some ways, of its 
majestic title. f f 

My late friend, James Adam, of Glasgow, was interested 
in the subject precisely from the point of view of “ natural 
history” and I doubt if he would have approved an essay 
which took so little account of habit and environment. In 
his search for clinical findings, too, he was more fortunate 
than your contributors. For example, he found eosinophilia 
almost universal and a consistent lowering of the systolic pres- 
sure. He attached much significance to these findings, and 
thought that the main factor was metabolic. It is perhaps a 

pity that this line of inquiry appears to have been dropped.— 
I am, etc., 


Helensburgh, Dumbarton. 


O. H. MAvor. 


Sir,—In their researches into the natural history of asthma 
Drs. Elsie O. Williams and G. E. O. Williams (October 22, 
p. 897) have presented a number of points and conclusions 
which lend support to the findings of other investigators, but 
at the same time have formed conclusions which might be 
regarded as highly controversial. In particular I would like 
to refer to the “relevance of hormonal allergy in women.” 

Few will dispute the increased incidence of asthma at puberty, 
and it may be significant that many become asthmatic for the 
first time at that period. In the same way the condition may 
appear initially or become aggravated during pregnancy. But, 
as stated in your annotation (October 22, p. 921), many are 
relieved of their distress when pregnant—a fact which is diffi- 
cult to reconcile with the authors’ theory. Important in this 
connexion is the finding of Kapeller-Adler’ that the histamine 
values in the blood cells of pregnant women were comparable 
in amount with those of non-pregnant women. That positive 
skin reactions to endocrine hormones have been obtained is 
neither surprising nor convincing seeing that the results.of skin 


testing are to be considered suspect rather than unequivocal: 


evidence of allergic sensitivity. 


Is not the reason for the gr ee ae puberty and 
in some pregnancies to be fou an suggested in the 
past, in the alteration of the mGde"T™#¥%. “he adult woman 


Q va té 
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_ change from tuberculin-positive to tuberculin-negative. 


as compared with the adult man? For at that time woman 
adopts a much.more sedentary type of éxistence, with conse- 
quent slowing of: metabolism and reduction of the stimulating 
effects of weather—influences which tend to encourage para- 
sympathetic preponderances. The relative infrequency of asthma 
in the more primitive races supports this point of view. Cer- 
tainly the encouragement in these girls of a more spartan type 
of existence is in itself frequently sufficient to ameliorate the 
illness to a very considerable degree. The question arises once 
again whether there is some intimate relationship between the 
increase of allergy and the increasing artificiality of our 
existence.—I am, etc., 
Glasgow. GEORGE KRASNER. 
j REFERENCE 
1 Lancet, 1949, 2, 745. 


—_ 


“ Mantoux-conversion ” 


Sir,—There is a place in the English language for a term to 
indicate a change from the tuberculin-negative state to the 
tuberculin-positive state, but the use of two different terms with 
this meaning leads to confusion. In the American and English 
literature the term “ Mantoux-conversion ” is- used to indicate 
this change, but some Scandinavian writers have preferred the 
term “ Mantoux-inversion,” and recently one English writer has 
followed them. To the ordinary English reader “ conversion ” 
clearly indicates a change from a first state to a newly acquired 
one, while “ reversion ” equally clearly indicates a change from 
an acquired state to a pre-existing one. “Inversion” suggests 
merely a “ turning upside down,” with no implication as to the 
nature of the change. 

For ‘the sake of clarity and uniformity, therefore, it would 


_ be preferable for all writers on tuberculosis to use “ Mantoux- 


conversion ” to indicate the change from the tuberculin-negative 
to the tuberculin-positive state, as shown by the Mantoux tech- 
nique. Mantoux-reversion is the correct term ‘to indicate the 
I am 
sure that our Scandinavian friends, who have such a remark- 
able and enviable command of our language, will be willing 
to drop the term “ Mantoux-inversion,” which has no real 
etymological justification for use in the sense it has acquired. 
—I] am, etc., 


London, W.1. ’ CHARLES NEWMAN, 


Chairman, Prophit Tuberculosis 
Survey Committee, R.C.P. 
REFERENCE 


1 Irvine, K. N., B.C.G. Vaccination in Theory and Practice, 1949, Oxford. 


Myxoedematous Madness 


Sm,—Surely it is time that the science of semantics and the 
art of logical reasoning were taught in our medical schools. I 
can read no alteration of opinion in Dr. Richard Asher’s letter 
(October 8, p. 818), yet Dr. E. B. Davies (October 29, p. 982) 
writes as if such an alteration had been expressed. This is not 
scientific discussion but misrepresentation, which is fortunately 
not common in science. 

“Mad” is a term used by the laity for behaviour which 
varies from the mean so far as to endanger the subject or his 
fellows; it excludes delirium, in’ which the patient appears 
physically ill. Dr. Asher used the term correctly in the title 
of his article, most of his patients being referred*to hospital by 
an authorized officer—a layman—because their behaviour was 
grossly abnormal and they were not delirious. Dr. Asher’s 
task was to assess the degree of abnormality, and, if his observa- 
tions confirmed those of the authorized officer, to discover 
whether there was physical disease associated with the dis- 
ordered behaviour. He was successful, and restored nine 
patients to physical health and normal behaviour. The rela- 
tion between physical disease and abnormal behaviour appears 
to be that of cause and effect, for reasons explained in detail 
by Dr. Asher ; they are perfectly logical reasons and suffice to 
establish a reasonable presumption that this hypothesis is true. 

The term psychotic is being used in two senses: first, as 
equivalent to “mad ”—as in the term “organic psychosis” ; 
and second, as a technical term used in psychology. The first 
use includes states varying from “ clouding of consciousness ” 
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to catatonia, but the second is much more selective: many 
psychotic patients can earn a good living. 

“Mad” patients with gross disorders of behaviour may be 
suffering from organic disease or from some disorder without 
discoverable organic cause. Most people know that an acute 
psychosis can develop apparently as a response to a severe 
emotional stress, but it is equally important to recognize that 
madness may result from organic disease. G.P.I., myxoedema, 
or epileptic equivalents may all appear in the observation ward, 
and, as far as I know, the response to treatment of the organic 
disease is at least as satisfactory as is that to psychotherapy.— 
[ am, etc., 


Teddington, Middlesex. GEORGE DISCOMBE. 


Sir,—In the interesting article by Dr. R. Asher on myxoede- 
matous madness (September 10, p. 555) and in the annotation 
-. (p. 587) the often missed diagnosis of hypothyroidism is pointed 
out. In the list of signs that help the practitioner:to establish 
a Tight diagnosis the presence of myoidema is omitted. How- 
ever, in my experience the presence of a marked myoidema 
‘after mechanical stimulation of skeletal muscle is of significant 
practical value, since its absence virtually eliminates the 
diagnosis of hypothyroidism. ae) n 

The localized muscular contraction that determines the 
erroneously called myoidema is observed in several conditions, 
generally accompanying a negative balance of nitrogen, but 
gever reaches the proportions and specially never lasts so long 
as In myxoedema. Furthermore, the disappearance of the 
phenomenon after thyroid treatment indicates the direct rela- 
tion between the abnormal muscular response and the endocrine 
‘disturbance. On the other hand, the rare and fleeting myoidema 
that is observed in hyperthyroidism is another evidence of the 
‘effect of thyroid gland upon the reaction of skeletal muscle, 
since in this condition, with its muscle wasting, a marked 
myoidema would be logical to assume. 

This important sign was first observed in hypothyroidism 
and myxoedema by Sddebergh,’ who gave a right explana- 
tion of it. Recently, apropos of.a study of skeletal muscle 
in hypothyroid conditions, I insisted on the practical value 
of this sign, which goes hand in hand with the results of 
the treatment.” - It is objective and does not depend on the 
good will of the patient. It should be remembered that in 
patients with marked infiltration of subcutaneous tissue it is 
better to palpate the biceps than to look at it after vigorous 
pinching of the muscle, the better form of applying a mechani- 
cal stimulation. In other rare conditions not-entirely due to 
a deficiency of the thyroid gland but undoubtedly connected 
with it—such as hypertrophia musculorum vera and the syn- 
drome of Debré-Semelaigne—myoidema assumes enormous 
prdoportions.—I am, ete., 

Buenos Aires. 

z REFERENCES 


1 Rev. Neurol. 1910, 2, 487. 
2 Medicina, B. Aires, 1947, 7, 197. 


ALFREDO LANARI. 


Sır, —I have always been struck by the way that opposing 
correspondents misunderstand each other's views. The corre- 
spondence about my article on myxoedematous madness 
(September 10, p. 555) seems no exception. Dr. E. B. Davies 
(October 29, p. 982) is pleased that I no longer hold my 
“unrestrained opinions,” but in my letter (October 8, p. 818) 
[ did not alter them, I only explained them again. Í regard 
myxoedema as an important cause of insanity because it is 
- important for people to know about it, because it is important 
to recognize and treat it, and because it is not rare and may 
often be rapidly cured. 

I cannot quite understand why Dr. H. Bourne (October 29, 
p. 982) wishes to discount six of my cases because they had-on 
occasion clouded consciousness. Their madness was due to the 
myxoedema just the same, and it cértainly did not {as Dr. 
Bourne says) “respond to thyroid as they regained conscious- 
ness.” Case 5 became so irrational that she upset the whole of 
the ward, and Case 10 became maniacal and hallucinated for 
over a fortnight (this is made quite clear in my paper). Of the 
three which he says failed to respond, two showed considerable 
Improvement (again quite clear in the paper). 
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Dr. Bourne says it requires more evidence to show that 
myxoedematous madness is a more distinct entity than “ rheu- 
matic madness,” “‘ acute haemorrhagic madness,” etc. The evi- 
dence (apart from these 14 cases) is to be found on page 31 of 
the report by the Clinical Society of London’ and in all the 
other references given at the end of my article, whereas there 
js nothing known about rheumatic madness or acute haemor- 
rhagic madness. Further evidence is supplied by letters and 
messages I have had from doctors who have met similar mental - 
changes with myxoedema and also by two more cases I have 
seen since I wrote the article——I am, etc.,' 

London, W.1. 





RICHARD ASHER. 


REFERENCE 
Trans, clin. Soc., 1888, Supplement to vol. 21. 
*. This correspondence is now closed.—Ep., BMJ. 


Splenic Puncture 


Sır— Though sternal puncture has become an indispensable 
procedure in the study of the blood cells, in temperate zones 
diagnostic puncture of the spleen is becoming more frequently 
used. Splenic puncture is particularly helpful in the study of 
the cells of the lymphatic and reticulo-endothelial series and in 
the diagnosis of the obscure Jeukaemias and reticuloses. In 
the Tropics spleen puncture is much more frequently performed. 
especially for the diagnosis of kala-azar, Recently, however, 
splenic puncture has tended to become replaced by sternal 
puncture «:ecause of the supposed danger of the former and 
because in Mazar the latter is supposed to give as many. 
positive smears. 

There is little justification for either of these suppositions 
Although occasional deaths are reported as the result of spleen 
puncture, those with the greatest experience of the procedure 
find it perfectly safe. Debono* in his experience of 2,000 
cases of infantile kala-azar had only two deaths—one in a 
case of leukaemia and one in a moribund patient. Chung? 
reported 50 cases of kala-azar in which spleen smears gave ` 
fewer positives than either lymphatic gland or sternal smears, 


` but in recent years he has seen cases in which sternal smears 


were negative and spleen smears positive (personal communica- 
tion). Napier’ in one series of 55 cases found 9 positive spleen 
smears in 11 cases with negative sternal smears. In another 
series’ he found 9 out of 80 cases to have negative sternal 
smears ; six of these nine patients were examined by spleen 
puncture, and positive smears were obtained in three. The 
writer has never found parasites in sternal smears when they 
were absent from spleen smears. The only large-scale com- 
parative study is that of Ho and his colleagues,” who examined ` 
smears from both spleen and sternal punctures in each of 450 
cases of kala-azar. They found sternal smears positive in 85.8%, 
while spleen smears showed Jeishmania in 97.6%. Napier and 
Ho afree that when parasites are present in both sternal and 
spleen smears they are easier to find in the latter. 

During the past 18 months the writer has been using a 
simplified technique of splecn puncture the safety of which is 
demonstrated- by the absence of mishaps in nearly 1,500 punc- 
tures, one-third of these being on cases of splenomegaly from 
causes other thant kala-azar. The advantages of the technique 
are not only its safety and simplicity but also its rapidity and 
the fact that it can be carried out in every case regardless of 
the presence of blood changes. It requires no co-operation 
from the patient and can be used in infants and children, 
crying, struggling, or otherwise. Patients need no preparation 
or local anaesthetic, and they get up immediately after the 
puncture. The procedure may be repeated as necessary. The 
technique is as follows. 

A dry all-glass 10-m!. syringe is used with a 22-gauge needle 
(ił in. = 3.1 cm.). The plunger of the syringe must be well fitting 
but freely movable within the barrel, and with the needle attached 
the syringe should be tested for these points just prior to performing 
the operation. The patient lies flat on a bed, and the skin over 
the spleen is cleaned with alcohol and allowed to dry. The operator 
stands on the patient’s right side and with his left hand palpates 
the edge of the-Splegu. The right band inserts the-icedle under the 
Skin about midway :tmeen nla, edge and ostal margin. The left 
hand then takes the se syringe and the right thumb 
and forefinger take~<_@ she plunger. With a rapid move- 
ment of the left hand theheedle is thrust for a depth of about 1 cm. - 








"A » 


- vacuum is produced within the barrel. 
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into the spleen and immediately withdrawn from the ‘patient. At 
the same time that the left hand pushes the needle into the spleen the 
right hand forcibly withdraws the plunger, so that during the fraction 
of the second that the needle point is within the spleen a.partial 
(The needle penetrates the 
splenic capsule at an angle of about 75° to its surface, though, since 
there is no time for the spleen to move while the needle is. within 
its- substance, this angle is’ unimportant.) Enough - -material is 


obtained: on the tip of the nozzle of the syringe or within the needle 


for the making of’a smear. : 


A similar technique -has - been used for liver pineure and 
for-puncture of spleens which are not palpable. 
case the. position of the organ is determined by percussion and 
the needle thrust between the ribs. Before using this technique, 
the .rapid, co-ordinated movements of the hands should be 
practised.—I am, etc., , 

- EMANUEL TUCKMAN, 


Brighton. 
; Director, Anti-kala-azar Campaign, | 
* Friends’ Service Unit (China). 
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Lymphadenopathy in Brucell 


Sir,;—Dr. Hugh Conway’s interesting on ca lymphadeno- 
pathy in brucellosis (October 8, p.-787) was of great personal 
interest to me in view of the extensive work on the subject 
of Malta fever carried out-by my father, the late Colonel J. C. 
. Kennedy. He served in Malta from 1901-6, and was appointed 
a member of the Malta Fever Commission on its formation in 
"1904. In 1908 he received the Ediñburgh University Gold 
- Medal for his M.D. thésis on Malta fever. Parts J-and III of 
this thesis deal with the aetiology, epidemiology, immunity, and 
prophylaxis of Malta.fever, while part II is a description of the 
clinical conditions based on the personal observation of 250 
cases. . The following paraphrased éxtracts from’ ‘this ‘thesis 
seem to have some bearing on the ‘question whether’ or -not 
‘lymphadenopathy occurring. in a patient with~brucellosis is a 
specific manifestation of the disease. J. 

1. In the section dealing with aetiology and experimental paicology 
the following findings are recorded. The experimental inoculation of 
~ M. melitensis into’ a monkey and two dogs caused enlargement of 
the spleen and certain. lymph glands 20-60 days after the inoculation. 
M. melitensis was recovered (in profusion) from the mesenteric, 
femoral and axillary glands in the case of the ‘monkey, and from 


. the inguinal and axillary glands in the case of the two dogs. 






2. Under the description of symptoms by systems is the for 
paragraph. “ All the lymphatic glands are slightly enlar pend 
those lying in the neck posterior to the sternomastoid muscl Fome 
tender very early in the disease. The glands are the last organs on 
the ‘body for .the micrococcus to leave (see morbid anatomy). 
Lymphangitis has occurred in one case in both legs with enlargement 
of. the popliteal glands.” 

3. The following paragraph occurs under the heading *“‘ Post- 
mortem Bacteriology.” 
from the following organs in the greatest profusion in order of 
precedence: lymphatic glands (when fluctuating), spleen, liver;sbone 
- marrow, kidney. -The observation that the lymphatic glands were so 
favourable’ to the recovery of the organism (Kennedy, Malta fever 
Reports, IV) was of the greatest value from an experimental’ ‘point 
of view, as it was proved that the organism remains in these organs 
iong after it has disappeared from all other parts of the body. 
Therefore it became routine -practice when making post-mortem 
examinati6ns on experimental animals to make cultures from several 
of.the glands.. In many cases it was the saving of the experiment 
-when these organs were the only ones containing the micrococcus.” 


In 1906, as a result of the -findings of the Malta. Fever Com- 
missión, “the conse aR. pasteurized. . goats’. milk , was 
prohibited to all British Strvice personnel Prior to that- date 
the- average incidence of Malta fever in taf. Malta garrison 
alon: 
HIĆI idence of Malta fever in the garrison has' for the most part 
been only sporadic. For this reason it is probable that there 
will never again be such a wealth of -material available for 
investigation and analysis.. It is on these grounds that I submit 
the above extracts í 








as in’ the region of 600 cases yearty™™ t:. Since 1906 ‘the. 


In thé latter ` 


It may interest your readers to know that it was Colonel J. C. 
Kennedy who in January, 1914, provided the first clue that 
cows’ milk might produce undulant fever in humans when he 
reported the presence of agglutinins for the Micrococcus 
melitensis.in the milk and blood serum of cows in London.’ 
Unfortunately; due to being posted overseas, he was unable to 
follow up this observation. It was four years later, in 1918, 
that Miss Alice Evans showed that these agglutinins found in 
the milk and blood serum of cows were due to infection by the 
closely allied Brucella abortus. —I am, êtc., 

Penarth, Glam. .- ; M. C. S. KENNEDY. 
. - REFERENCE 
J. R. Army med. Cps, 1914, 22, 9. ' 


Tetraethylthiuramdisulphide in the Treatment of Alcoholics 


Sir,—I am glad that Dr. J. N. P. Moore (October 22, p. 932) 
has drawn attention to the need for a careful technique in the 
exhibition of this new drug. In answering the many inquiries 
I have had regarding it I have never failed to stress the impor- 
tance ,of a proper selection of patients and control of condi- 
tions. Dr. Moore does not, I think, realize that no’ patients 


_ are accepted at Caldecote anless they promise, with their lips 


at any rate, to co-operate whole-heartedly during whatever 
course of treatment is prescribed for them. They are warned 
that any surreptitious consumption of alcohol while they are 
under treatment and on parole is liable to bring upon them dis- 
tress up to the point of danger.’ Actually I never have encoun- 
tered a dangerous state, though laymen, seeing a man as red as 
a turkey-cock and in the throes of acute anxiety, have told me 
with.alarm that he seemed to be in extremis and “ about to 
pass out.” Some patients to whom I do not wish to give the 
drug I invite to act as umpires while a more robust fellow is 
undergoing test. They finally conduct the latter to bed and 
declare that a personal experience is not necessary for them; 
the vicarious atonement suffices. Quite possibly there exist 
individuals allergic to tetraethylthiuramdisulphide just as there 
are- those allergic to other substances—e.g., strawberries, bella- 
donna, bee-stings, etc.—but such have not crossed my path, or J 
intuitively have passed them over. Dr. Moore does not refer 
to the ‘interesting’ fact that if a resistant patient on a small 


regular dose of the drug manages also to take a small quantity 


“The organism- M. melitensis,.is recovered . 


-to alcohol. 


of alcohol he develops as the days go by, in addition to a pink 


‘complexion shortly after drinking, peripheral neuritis and mild 


general confusion. .J have known several such cases and 
deliberately. let them continue in order to observe results. 
As to giving the drug for a few months only—this is just to 
help a patient by affording initial confidence and a sense of 
security while he is facing life-again after a course of general 
and psychotherapeutic treatment. The drug alone cannot effect 
a cure ;'it only can act as a useful ancillary to a psychological 
reorientation of the character defect which in the first instance 
induced the individual ‘to 'try to bolster himself up by recourse 
No drug of itself ever cures addiction. Unless the 
personality is readjusted relapse ensues when and if, sooner or 
later, fate turns on the screw appropriate to elicit that indi- 
vidual’s malreaction, whatever it be. ` 
The value of your space precludes‘me from entering into a 
more detailed exposition of this thesis. I conclude with the 
caution that to exploit any drug, new or old, with the promise 
that it will suffice to make a person behave himself for wha! 
politicians call “all time” is worthy of condemnation as 
quackery, be it consciously or ignorantly pursued.—I am, etc.. 
A. E. CARVER. 


Nuneaton. 


The Artificial Kidney 





. SR, shunt 
and the artificial -kidney I beg to suggest a much less drastic 
procedure to deal with anuria. In 1906 and 1907 I performed my 
first experiments with diathermy at the Veterinary Institute of 
the University of Berlin. After exposing by laparotomy both 
kidneys.of rabbits or dogs and then treating one kidney from 
the back through all the integuments I noticed that the treated 


‘kidney assumed after a minute or two a highly arterial colora- 


tion while the other kidney remained bluish. I explained this 
effect by the local’ spasmolytic action of diathermy and 


` 


-in our case material in Dublin. 


- 
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consequently used it as a life-saving device in cases of anuria. 
Not only was the severe pain in the back relieved in every case, 
but a subsequent flood of urine took place within one to several 
hours. The treatment should be of 30 minutes’ duration, with 
maximal bearable intensity short of blistering, and should be 
repeated hourly until the flood of urine starts. In cases of not 
purely reflex anuria, which-may be due partly to mechanical 
obstructions and partly to their reflex action, considerable 
amounts of sediment may appear in the first portions of urine. 
Before deciding to use the artificial kidney, this very simple 
method should be tried. It is essential, however, to use classical 
and not short-wave diathermy, because of its specific action on 
the vascular nervous supply, as I have explained in my text- 
book on clinical diathermy which I hope will be published in 
the near future.—I am, etc., i 


Manchester. K. F. NAGELSCHMIDT. 


Poliomyelitis Vaccination 


Sir,—The difficulty of immunizing against poliomyelitis as 
your correspondent, Mr. M. H. F. Johnson, suggests (October 1, 
p. 757) is that, apart from considerations of: the safety and 
efficacy of the vaccine, the majority of strains of virus can only 
be propagated in monkeys, supplies of which are totally inade- 
quate for any ‘large-scale production of vaccine. If he wishes 
to know more on the question he might read the article by 
W. McD. Hammon on immunity in poliomyelitis in Bacterio- 
logical Reviews (September, 1949, 13, 135).—1 am, etc., 


Birmingham, B. R. SANDIFORD. 


Aetiology of Erythema Nodosum 


sir;—Dr. S. A. Doxiadis, in his article on the aetiology of 
erythema nodosum (October 15, p. 844), stressed the impor- 
tance of erythema nodosum as a signal of primary tubercu- 
losis infection in children. My experience, based on 2,124 cases 
of childhood tuberculosis seen in the Dublin Corporation’s 
primary tuberculosis clinic, may be of interest. This clinic was 
established in 1945, and the material is obtained from tubercu- 
losis clinics, children’s hospitals, and general practitioners. 
I have found only 61 cases of erythema nodosum in the total 
of 2.124 children—i.e., 2.8%. These 61 cases were all tuberculin- 
positive. ; 

I would be interested to know if the incidence of erythema 
nodosum is greater in Dr. Doxiadis’s material than has occurred 
Could Dr. Doxiadis give any 
estimate of the number of primary infections which had to be 
reviewed to produce the 100 cases of erythema nodosum 


‘published in his instructive article ? : 


Compared with Scandinavian figures, our incidence of 
erythema nodosum is remarkably low. Every case was care- 
fully questioned on this point in case the parents considered 
this manifestation of primary tuberculosis too trivial or did 
not, connect it with the child’s illness. 
experience in an Irish sanatorium, is that erythema nodosum, 
as a sign of primary tuberculosis, occurs in the older age groups. 
Probationer nurses often show their’ primary infection by this 
sign. In Norway the age distribution curve for erythema 
nodosum presents a sharp maximum in the 20-25 age group. 
In Scandinavian countries primary infection occurs mostly in 
young adults, and childhood infection is rare. In Ireland child- 
hood infection is common. As erythema nodosum is princi- 
pally an affection of adolescence, this may account for the high 
incidence of this sign in Scandinavia (30%) and its low inci- 
dence in childhood primary tuberculosis here (2.8%). Eight of 
this group of 61 were under 5 years of age—all the others were 
in the 5-14 age group. 
allergic reaction, 39 cases occurred in girls and 22 in boys. 

The time tnterval between this outward sign and radiological 
evidence of primary infection was studied. I have observed 
that the erythema nodosum often preceded the x-ray evidence 
by one to three months; but in two cases pleural effusion 
showed, one six months later and one a year afterwards. 
I think it is of great importance that these cases should have 


“repeat x-ray films, since films, including laterals, taken only on 


one occasion may miss the lesion. Some of our cases had 
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x-ray evidence when the erythema was noticed, but two other 
cases which were tuberculin-positive showed no radiological 
evidence, although each had three x-ray examinations at inter- 
vals. Another interesting case had two attacks of erythema 
nodosum, the primary infection being diagnosed at the second 
manifestation. This last case, in a child aged 10 years, had a 
history of erythema nodosum diagnosed at a city hospital in 
April, 1944. She had a second attack when seen at the primary 
clinic in March, 1945. Her sputum was then positive; B.S.R. 
was 17 mm. in one hour, and there was cavitation seen on 
x-ray examination. She died in a sanatorium in February, 1948. 
This was the only death in the erythema nodosum group. 
Perhaps Dr. Doxiadis can confirm my observations that 
erythema nodosum often precedes the radiological evidence 
of primary tuberculosis infection in children—I am, etc., 


Dublin. M. DUNLEVyY. 


The Acute Throat 


Sirn,—In Dr. T. Anderson’s very thorough article on the 
acuice.hroat “October 15, p. 860) he states, referring to penicil- 
lin: “ Loc@herapy by lozenges and so forth is therefore com- 
ple“ly inadequate and systemic administration in high dosage 
is indicated.” He then goes on to state that injections of 
the soluble~comsound four-hourly, or the insoluble procaine 
penicillin two OÑ three times a day and later less frequently, 
are indicated for seven days. Later, referring to sulphonamides, 
he remarks, “The efficacy of these drugs has never been 
convincingly demonstrated in such conditions.” 

I feel I must disagree. One sees all yarieties from mild to 
severe cases of tonsillitis (mostly caused by the haemolytic 
streptococcus): the mild cases nearly all clear up with penicil- 
lin lozenges and possibly an aspirin mixture, and the severe 
nearly all clear up with lozenges aided by sulphonamides by 
mouth and nearly, if not all, in two to five days. Very few 
G.P.s have the time to give all the recommended injections ; 
the district nurses cannot possibly afford the time ; the hospitals 
are too full; and most patients to-day cannot afford private 
nurses or nursing-homes.—I am, etc., 


“eee 


W. A. PORTER. 


Sex Hormone Upset in Africans 


sirn,—Dr. J. N. P. Davies’s paper (September 24, p. 676) on 


this subject offerr a hypothesis whicn would, if confirmed, 
throw a good deal of hght on some of the perplexities of 
Bantu, medicine. Being at present engaged on a clinical study 
of @lnuirition in Zulu children, we would wish to comment 
on Dee: two points raised by Dr. Davies, especially where 
our owh. experience differs from his findings further north. 
Trowell’s findings regarding the prevalence and nature of 
the syndrome of kwashiorkor (malignant malnutrition) are 
amply in accordance with the situation in Zululand, but the 
suggestion made in the paper that few African children escape 
without at least a mild attack owing to the prolonged period 
of breast-feeding and the absence of a proper weaning period 
app-ars contrary to our findings. Traditionally the breast is 
supplexiented from birth by sour maize porridge (pH 4-6), and 
breast-feeding (other than the mere act of dangling the child 
on its grandmother’s shrunken breast) is usually discontinued 
by the end of a year, the child then being fed entirely on maize 
porridge with a little sour milk if available. Weaning may 
therefore be said to be going on all the time and to be extremely 
gradual. ; ; 
Further, we have been able to induce a considerable number 
of mothers to feed wholly on“ breast for six months and 
then to wean over the next mx" i: months, using maize 
products anu milk. It would not appear so mugh that pro- 
longed breast-fdgging and the absence of a—proper „wenning 
period were at fault as what a child is fed on during ait after 





weaning. Malignant malnutrition is common in children who. 
have been weaned slowly and breast-fed for a “normal” length ~ 


of time. -Preliminary studies have shown that children wholly 
breast-fed to six months teeth two to three months earlier than 
their fellows who are fed on the traditional breast-and-porridge 


\ 


i 


r 
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“routine. We hope to -publish detailed studies at a later date on 

this matter. 
Infertility does not-seem so great a srabi in- “Zululand as 
Dr. Davies describes in Uganda. 
. and part of an uncompleted. series) past childbearing age, eleven 


(4.5%) had had no children, while aay had ° four or more 


children. 

While umbilical hernia is extremely common in ‘Zulus (a 
great many of these hernias appear to undergo spontaneous 
regression about puberty), inguinal hernia appears relatively 
rare. In 5/000 admissions we recorded only six cases,‘ but it 
must be’ remembered that a majority of males are away from 
this area for- many months each year, working in the mines 
` and industry. oe are, etc. ‘ ` 

: - KE A. BARKER. 
` Nautu, Zululand, ve .MARGARET BARKER. 


Significance of Convulsions in Infancy 


Sm,—The torrespondence on “convulsions in infancy 
(September 3, p. 547, and September 10, p. 598) raises the ques- 


tion whether hyperpyretic convulsions are necessarily the fore- 


runners of epilepsy 1 in later life. This is still a controversial issue. 
- On the one hand, Peterman’ maintains pessimistically that 
every convulsion in a child, unless it is caused by: encephalitis, 
meningitis, or poisoning, has to be considered.as the first mani- 
festation of a ‘later epilepsy. .In his series of 55-cases of, con- 
vulsions associated with fever an electroencephalogram was 
done in 34; only five had normal tracings, and in 35 the diag- 


nosis of epilepsy had to be given subsequently. “On the other- 


hand, Neyroud? is more optimistic: he states that in the majority 


_the hyperpyretic convulsions may be considered as a common 
_ accident which has nothing to do with epilepsy and the prog- 
~ nosis of- which is favourable. 


In his series of 70 children the 
electroencephalogram was normal in 57, doubtful in nine, 
‘definitely abnormal in four, and two showed epileptic patterns. 

These: extremes will have to be reconciled by further research. 
-Apparently some children will have convulsions when a certain 
set of circumstances is favourable for their initiation—e.g., 
fever, ‘with. its hyperventilation, and changes in the water 


métabolism. These conditions may never, be imitated later on 


in life and no epilepsy will ensue. 

The therapeutic question, in my opinion, boils down to ‘this: 
there is no need to start anticonvulsant treatment in every dis- 
closed dysrhythmia so long as it does not give rise to symptoms 
such as manifest epilepsy, behaviour disorders, or irritability. In 
‘febrile convulsions, when no electroencephalogram is available 
for-thé elucidation’ of the case—and at present it is not for a 
good many general practitioners—the exhibition of antipyretics 
and phenobarbitone whenever á febrile illness makes its appear- 
ance will be all that is necessary. This seems to me a better 
scheme than that suggested by Dr. G. Daynes (p.. 547), -who 


advises anticonvulsant. drugs “during the years when «the: 


threshold is low.”- There is no knowing when to discontinue 
and also a risk ‘in a case of idiopathic epilepsy of status 
epilepticus ‘after withdrawal of prolonged anticonvulsant 
treatment.—I am, etc.; 

Gatton, Queensland. : E. GUTHANER. 
REFERENCES 


1J. Amer. med. Ass., 1948, 138, 1012. 
2 Praxis, 1947, 36, 75 59. . «F 


_ ‘Treatment of Basal-cell atts 


Sir,—As a dermatologist who over ‘a period of years~has 
treated a very large number of rodent ulcers with radiation, I 
would like to. draw attention to One point in connexion : „with 
their aetiology which I feel should have some bearing on the 
selection of treatment. ‘Among the, cases I have treated there has | 
been a number of “recurrences” in excision scars. . Knowing 
who operated in most of these cases, I have not-often enter- 
tained any suspicion that ‘the lesions were not meen enough 
excised in .the first’. place. 

I think that most. of us to-day recognize trauma. as the cause 
of a considerable proportion of the cases of basal-cell carci- 
noma seen. Patients present themselves with, a history of 
having had a scratch from a pin, a rose’ thorn, etc., or a cut 


” 


Of 243 women (a small figure 


-alcoholic solution of brilliant cresyl blue. 


"difficult. 


with a razor blade,,Which healed but broke down to form a 
“sore” which would not clear up. In other cases the original 
injury never healed. In a person with a proclivity to develop 
rodent ulcers a surgical incision constitutes a greater skin injury 
than does a‘scratch with, say, a-pin or a rose thorn. I believe 
that many of the so-called’ “ recurrences ” are not really recur- 


- rences at~all.- In my opinion a basal-cell carcinoma had 


developed in an excision scar in a person with a tendency to 
develop skin malignancies. Quite TOSENO I saw two cases 
which illustrate this point. 

The first was in an elderly woman who ‘three years ago 
had a small microscopically proved squamous-celled carcinoma 
excised from the side of her neck because she could not spend 
enough time in the city to undergo a course of radiotherapy. 
She returned recently with two basal-cell carcinomata, one 
‘towards either side of the 3-in. (7.5-cm.) excision scar. She had 
keratoses and another rodent ulcer as well. The second case 
was that of a woman who had had a mastectomy done some 
years ago and who presented herself with two basal-cell- 
carcinoma (proved by biopsy) in the mastectomy scar. She was 
a freckler and had keratoses on the hands and face as well. 

I am bringing this.point up because I feel that patients who. 
show evidence of a tendency to develop malignant conditions 
of the skin, keratoses, pigmented patches, etc., are much more 
likely to develop new basal-cell carcinoma in excision scars_ 
thar patients who show none. of these stigmata. I feel it is 
much safer to treat them with radiation than by excision.— 
I am, ‘etc., 


J. M. O'DONNELL. 


` Perth, Western Australia, 


Identification. of. Microfilaria r 


Sm,—I have for a long time been interested in getting a quick 
_method, of value in field work, by which the various species of 
_microfilaria could be identified. Lately I have used the brilliant- 
cresyl-blue method as a Vital staining, and I have been surprised 
at the rapidity and efficiency of the method, which is as follows. 

Slides are prepared by dropping on them a drop of a saturated 
On the dried slides a drop 
of blood is placed. A cover slip is placed over the drop, the edges 
sealed off with vaseline, and the slide examined immediately. The 
microfiJariae will be found to survive for about five minutes, and 
the granules will be distinctly stained, allowing easy identification. 


—I am, etc., 


Singapore. E. S. MONTEIRO. 


- 


Medical Services of the Armed Forces 


SR —The scope of Major E. A. Smyth’s article (October 1, 
p. 751) is so large that detailed comment on all its points is 
May I write on one or two he has not mentioned ? 

(1) Could not the smaller formations, such as field ambu- 
lances, have a non-medical adjutant for administration pur- 
poses ? While fully admitting the necessity for medical officers 
in these units to be well versed in man management—which is 
inborn, not acquired—training, discipline, strategy, map-reading, 
etc., it always seemed to me a gross waste for medical men to 
be chained- to a desk for hours every day, grappling with audit 
boards, imprest accounts, courts of inquiry, summaries of evi- 
dence, messing, ratioris, and pay, when they should have- been 
out with their men, getting to know them, supervising training 


and exercises. 


(2) Has, I wonder, any conference’ been called at the Staff 


“College to which distinguished Territorial officers (who com- 


manded, field ambulances and casualty clearing stations by the 
dozen, and were A.D.M.S.s to at least -four or five famous 
fighting divisions, D.D.M.S.s to at least two corps and to one. 
-Army command) have been invited ? Could not their elasticity 
of mind and their genius for improvisation—the acquiring, for 
example, ‘of thousands of extra square yards of canvas to 
supersede the miserable pent-houses on the three-tonners—be 
an asset ? Could not their knowledge and experience be made 
use of in considering future wars ? Perhaps this has been done. 
If not, it is surely overdue.—I am, etc., 


2 


» Aylesbury, Bucks. W. A. BELLAMY. 
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because ‘ this is certainly no academic medical dispute. 
Paddington and neighbouring boroughs a great -wave of ‘spon- 


. Paddington Green Children’s Hospital 


Sir,—Your readers are probably familiar with the decision 
of the board of governors of St. Mary’s Hospital to convert 
Paddington Green Children’s Hospital to adult use and’ for 
the reason which has been given for this action—namely, the 
-excess of children’s beds in the St. Mary’s group over’ the 
number recommended in the Goodenough Report. They may 
also have read the Ministry of Health circular (R.H.B. (49) 132), 
which together with your annotation entitled,“ Changes in Use 


_of Hospitals ” (October 15, p. 857) encouraged many to believe 


that the board might reverse their decision. Unhappily, there 
is no sign of ‘any change of heart. 

I am therefore writing, as chairman of a committee which 
is composed mainly of members of the local public and which 
is non-political, to: give publicity to this fact. It seems right 
that the profession should .know exactly what, is happening, 
In 


taneous public indignation has occurred and now finds expres- 


' sion through the Save the Children’s Hospital Committee. 


Twenty thousand people, mostly local, have already signed a 
petition, and further evidence is found in the resolution passed 
by the Paddington Borough Council on November 1, after a 


` special“ committee appointed by them had. investigated the 
| matter, deploring-the decision of the St. Mary’s board. 
, -apparent that the board of St. Mary’s Hospital has failed com- 


It is 


pletely to understand the depth of feeling which their action 
has aroused. Their explanation, that students must be properly 
taught, does not carry conviction. Hitherto there has been no 
suggestion that the’ doctors produced by St. Mary's are less 


capable than their colleagues. 
My committee feels a need to work hard to bring about the 


final decision in the near future, since a hospital] which is under 


threat of annihilation works under strain, and it is only a 
matter of time before’ signs of deterioration: must appear 


` through the unwillingness of serious workers—whether doctors, 


nurses, or others—to spend. their energy on tasks which have no 
relation~to a future, 

Surely the proper course is to allow the Children’s Hospital 
to continue the work which it has carried on with acknowledged 
success for 66 years, and to allow its teaching facilities to be 


~ transferred to another ‘teaching hospital group less Ene 


situated than St. Mary Ia am, etc., ’ 


i MICHAEL HARMER, 


Chairman, Save the Children’s Hospital 
Committee, 


r 


The G.P. and E.C.T.:. 


Sir,—The experience mentioned by Dr. Donald M. O’Connor 
under the above heading (October 29, p. 984) has been unfortu- 
nate, but it may have been due in some instances to factors 
other than mere inefficacy of E.C.T. Many of our modern 
techniques (E.C.T., insulin coma, prolonged narcosis, leucotomy, 
etc.) do not so much cure the patient as render him more 
accessible and responsive. In other words they pave the way 
for other therapeutic methods, and if these are not applied the 
patient remains half-treated” and: incompletely recovered. 

- Some cases, after special physical treatments, require psycho- 


~ London, N.W.1. 


ES 
t “ 


- - therapeutic help, ‘while many need weeks, even months, of inten- 


sive rehabilitation under good hospital conditions. Whether 
this takes the form of occupational therapy, physical training, 
and special games for one patient, of outdoor sport, general 
entertainménts and competitive outlets for another, or of cul- 
tural activities, social functions, and club conditions for yet 
another, such rehabilitation is unlikely to be available except 
to in-patients, and it is in hospital that proper combinations 
of all the required activities can best be prescribed, organized, 


“and carried out. 


It is unfortunate that there has been a temptation to hail 


' the newer physical treatments not only as applicable to too 


wide a range of conditions but also as complete and sufficient 
therapies in themselves, forgetting that mental stability and a 
resumption of normal life cannot always be achieved without 


` the application of rehabilitating and reso¢ializing methods 


- before the patient returns to his home, so that if he leaves 


CORRESPONDENCE 
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hospital without adequate treatment during his convalescence 
the risks of a relapse will naturally be all the greater. —I am. 
etc., 


Warrington, Lancs. 


Catalogue of Medical Films m 


Sır —Two years ago, with the aid of a generous grant from 
the Royal Society of Medicine, the medical committee of the 
Scientific Film Association set up a “master file” of data on 
medical films. It includes details of production, distribution 
and content, and a provisional grading of each film. It cover: 
all the films in existence in this country up to 1946 and is being 
added to constantly. Covering over 800 films, it provides the 
most comprehensive collection of data about its, medical film: 
that any country in the world (with the possible exception of 
Canada) can show. From this master file was prepared the - 
RSM-SFA catalogue of medical] films. The -first edition: of 
1,000 copies was exhausted in twelve months, a remarkable 
index_to the widespread interest in medical films. 

We are faced with the problem of deciding whether to reprint 
or to prepare a new edition. As the lay-out of the first editior 
was cramped’ by paper shortage, and as there are many nev 
films to be included, we have decided in favour of a new edition 
We are constantly getting requests from abroad as -well as 
from this country, and we ask the hospitality of your column: 
for this explanation of why the catalogue will not be available 
for some months yet.—I am, etc., = 


KENNETH GOADBY, 
Chairman, Medical Committee, 
Scientific Film Association. 


J. ERNEST NICOLE. ~ 


4, Great Russell Street, 
London, E.C,1. 
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_POINTS FROM LETTERS 


Retinal Arterial Occlusion in Migraine 


. Dr. Leo HAHN (Leicester) writes: I have been most interested in. 
Dr. G. S. Graveson’s article (October 15, p. 838), which provides ar 
important contribution in support of the time-honoured vascula: 
theory of the migraine attack. As long ago as 1923 I accepted the 
view that the migraine paroxysm is initiated by a cerebral angiospasm 
and introduced the potent vasodilator drug papaverine into thc 
treatment of, migraine (Dtsch. Z. Nervenheilk., 1923, 77, 191). Forty. 
milligrammes of papaverine hydrochloride, if given intravenously—- 
very slowly in order to prevent a fall in blood pressure—early ir 
the attack, rarely fails to arrest the paroxysm. Administered oralh 
in much higher doses (100 mg. t.d.s.) for long periods; the drug is ir 
most cases effective in reducing the frequency of attacks. The effec 
tiveness of this treatment has been confirmed by several authors... . 
Dr. Graveson’s cases illustrate very well that occasionally the cerebra) 
disturbances characteristic of the aura arid caused by the initia) 
angiospasm may substitute the attack. Together with Dr. E. Kraups 
I have reported a case of spasm of the central! retinal artery pro- 
ducing the picture of “acute retinal ischaemia ” with subsequen! 
amaurosis in a girl 5 years of age (Klin. Mbl. Augenheilk., 1921, 66 
829). Papaverine treatment restored within a few weeks. the retinal 
circulation and the visual acuity. It seems probable that the early 
administration of papaverine in cases as reported by Dr. Gravesor | 
could prevent the thrombotic vascular occlusion. -, 


N 


Migraine and Calcium Deficiency ` ‘A 
Dr. N. M. STEPHEN (Saxmundham, Suffolk) writes: With reference _ 
to the article (October 15, p. 838) by Dr. G. S. Graveson calling 
attention to a condition of arterial spasm in migraine, I have the 
following observations to make. Acting on the assumption that 
migraine might be considered to be a vasomotor disorder involving 
changes in the vascular tone of the arteries of the meninges, I made 
an attempt in a series of severe cases‘of migraine to try the effects 
of calcium therapy. The form of calcium used was colloidal calcium 
with yitamin D. The results were surprisingly successful. Therefore 
I have concluded that migraine is due in part’at least to a genuine 
calcium deficiency. The treatment was used empirically, and. I had, 


“no facilities for carrying out estimations of the.serum calcium in’ 


the patients treated. An interesting fact is that one of the patients 
stated that she had been free from attacks of migraine while she was 
pregnant, This might be explained by supposing that all supplies 
of calcium are mobilized during that period and are therefore more 
readily available. All the patients referred to had ‘already experi- 
enced all the usual forms of treatment—i.e., aspirin, phenobarbitone, _ 
and ergotamine tablets. The time interval between „the injections 
tends invariably to increase, and a space of two to three months 
may elapse before the next injection becomes necessary. 


” 
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Sir HERBERT EASON, C.B., C.M.G., M:D:, M.S. 
F.R.C.S. ` can 


Sir Herbert Eason, president of the General Medical - 


Council since 1939, died at.Guy’s Hospital on November 2 
at the age of 75. He had attained distinction in the practice 
of a medical specialty, in hospital administration, in the 
government of a university, and as president of the body 
controlling the training and discipline of the medical pro- 
tession. . So closely associated was he with academic and 
‘public life that it was often forgotten that he was also an 
ophthalmic surgeon who had contributed much to the litera- 
a ' ‘ture and teaching of 
a l ophthalmology. At Guy’s 
Hospital he was chief of 
the ophthalmological de- 
partment for more than . 
thirty years. Herbert 
Lightfoot Eason was: 
-born- in London on 

July 15, 1874, and re- 

ceived his education at. 

University College. From- 

there he went to Guy’s 

medical school, qualify- 
ing in 1898, and taking 

his M.D. degree in 1901 

and his M.S. a year later. 

In 1902 he became resi- 

dent warden at -Guy’s, 
and in the following year 
‘dean of the medical 
school, a post he held 
until 1912. During thé first European war he served with 
ihe rank of lieutenant-colonel as consulting ophthalmic 
“surgeon to the Forces in the Mediterranean, Egypt, and 
Palestine. He was mentioned in dispatches, and awarded 
the C.M.G. in 1917 and the C-B. in 1918.. His experiences 
n the Near East are recorded in Guy’s Hospital Reports 
of that period and in the Transactions of the Ophthalm- 
slogical Society, of which at that time he was an active 
member. a l , 

Herbert Eason’s appointment as superintendent of Guy’s 
Hospital took place in 1920, when Sir Cooper Perry retired, 
ind he made his home in the elegant old building, since 
destroyed by enemy action, on the east side of the famous 
court in which stands the statue of Thomas Guy. This 
post he held for not far short of twenty years, during which ` 
time many notable developments ‘took place in the hos- 
pital. One of these was the opening by the Prince of Wales, 
afterwards Edward- VIII, of Nuffield House for private 
patients, situated in the hospital grounds. 

The affairs of the University of London, then in a transi- 
uonal stage, began to claim his attention in 1911, when he’ 
was elected to the Senate as a representative of the Faculty 
of Mediciné. He also represented the Senate itself on the’ 
University Court. Eason was chairman for various periods 
of the-library and finance committees and of the advisory 
council, and in 1935 he became vice-chancellor. This 
office he held until 1937, when the Senate appointed him 
to the post of ‘Principal of the University for a period of 
tour years. The construction of the’ great university build- 
ings in Bloomsbury, which during the war were the home 
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‘of the Ministry of Information, had already.been started, 
and Hason’s appointment to the post of principal syn- 
chronized with the flying of the university flag from the 


_completed-tower. These four years were important ones in 
- the history of the university. Eason had already been a 


member of the departmental committee of the Board of 
Education on the reconstitution of the university, and to a 
large. extent under his guidance the, reconstitution was 
effected and great progress made in -all branches of its 
work. ` Research was promoted by scholarships and other 
means, and a large university professoriate was built up. 
At the end of his term of office as principal London Uni- 
versity had 250 professors, 167 readers, and nearly a 
thousand recognized teachers. 

Fason’s outstanding work for the university by no means 
exhausted his activities in the educational field. He was 
for six years a member- of the departmental committee of 


_ the Ministry of Health on postgraduate medical education, 


and he served as a member of the governing body of the 
British Postgraduate Medical School, which, like the twelve 
undergraduate schools in London, is-a school of the uni- 
versity. It was his association with the University .of 
London -which brought him on to the General Medical 


Council ; he took his seat as its representative in 1925. His 
-already great administrative experience proved most useful 


in this field. He took a prominent part in the Council’s 
discussions on education ; he also became co-treasurer of 
the Council and a trustee of the English Branch. In what- 
ever activity he engaged he seemed to make an effortless 
progress towards the top, and when Sir Norman Walker 
retired in 1939 Eason was the unanimous choice of his col- 
leagues as President. He brought to the chair a long busi- 
ness experience as well as a natural áuthority, wisdom, and 
urbanity. A fierce light often beats on the G.M.C., but 
Eason was neither flattered nor intimidated. Throughout 
his career he had the most jealous regard for the ethics 


.of his profession. He carried this to such a point that in 


his various official positions he would not allow his name 
to appear in the-newspapers if it could be avoided. When 
newspaper men called on him for information he would tel] 
them that they might say that the superintendent of Guy’s 
took such and such a view or that the principal’of the Uni- 
versity of London had this or that intention, but the name 
of Eason they must not print, and generally his wishes 
were respected. l 

In a lecture he once delivered to students at Guy’s Hos- 
pital he said that the simple rule which should govern them 
in their professional career was that. same unwritten rule 
which guided the true Englishman in all circumstances— 
namely, that certain things are not done. This rule, he said, 
extended from trivial affairs of taste right down to cheating 
or embezzlement. “Gentlemen,” said Eason, “the code 
of conduct summed up in the words ‘ it is not done’ begins 
in the public school and goes on through the university, 
and remains with a man throughout’ his career. Keep 


‘those words in mind, and you will never come before the 


tribunal over which ‘at the moment I have the honour to 
preside.” 
Eason was a member of the General Nursing Council, 
on which he represented the Ministry of Health. He was 
a co-opted member of the Public Health Committee of the 
London County Council, a member of the General Council 
and of the Economy Committee of the King Edward’s Hos- 
pital Fund for London, a J.P. of the County of London, and 
a trustee of the Beit memorial fellowships for medical 
research. He was an honorary Bencher of the Inner Temple, 
and he contributed the articles on ophthalmology to French’s 


Index of Differential Diagnosis, 


—_ 


. Hospital, where he qualified in 1885. 


- 
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Like some others who 
have occupied leading positions on the General Medical 
Council, in order to remain unembarrassed in dealing with 
disciplinary cases he stood outside the membership of the 
B.M.A., but he was sympathetic to the. Association’s aims, 
and in earlier years he rendered it good service as a member 
of the Ophthalmic Committee which helped to sponsor the 
National Eye Service. His name appeared as a knight in 


_ the birthday honours list of 1943. 


RICHARD LAKE, F.R.CS. 


Mr. Richard Lake, who was for many years a well-known 
ear, nose, and throat surgeon practising in London, died 
in a nursing-home at Bristol on November 1 at the age 
of 87. 

Richard Lake was born at Sittingbourne, Kent, on 
December 14, 1861, and was a student at St. Thomas’s 
In the same year 
he took part in the Sudan campaign as a surgeon of the 
National Aid Society. This was before the organization 
of the Red Cross, and he undertook similar work in the 
Servo-Bulgarian war, for which he was decorated by both 
the Servian and Bulgarian Governments. Returning to 
England, he took the F.R.C.S. in 1890, and from then 
onwards specialized in the treatment of diseases of the ear, 


‘nose, and throat. 


Mr. Lake, was appointed surgeon bayas to 


‘Mount Vernon Hospital in 1897, and in the following year 
‘began his long. association with the Royal Ear Hospital. 
‘For many ‘years he was consulting surgeon in his specialty 


to University College Hospital and to the Seamen’s Hos- 
pital; Greenwich, and he was president of the otological 
section of the Royal Society of Medicine. During the 
1914-18 war he served as aural surgeon to the R.F.C. Hos- 
pital and to Princess Christian’s and Robert Lindsay's 
Hospitals for Officers. For four years from 1924 he was 
Geoffrey E. Duveen Lecturer on otology in the University 
of London. He was also at one time president of the 
West London Medico-Chirurgical Society. He published 
a number of papers on tuberculosis of the larynx, simulated 
deafness, aural vertigo, re-education of the deaf, mastoid 
suppuration, and other subjects in his specialty. 


C. O. HAWTHORNE, M.D. FR.CP. 


J. M. A. writes : May I pay tribute to the memory of my 
patient and friend, Dr. Ce O. Hawthorne (October 29, 
p. 986)? His great age brought i increasing infirmity, but he 
never once complained. The disability-which interfered with 
the use of his typewriter was a blow to him, and his friends 
missed his pungently witty notes. His command of the 


' English language, verbal and written, was superb, and no 


German language. 


4 


_ modern medical politics. 
‘ popular science pamphlet, The Human Body : 


man was more widely read. He was equally at home-in the 
When in 1942 his house in Hove was 
almost destroyed by a bomb he maintained an admirable 
philosophic calm. His interest in his profession and in the 
British Medical Association remained unabated to the end 
of his life. To the last his amazing memory was unim- 
paired, and there was no senile reiteration of old stories, 
but a gentle irony when -discussing current events and 
Only this year he published a 
A Justifica- 
tion. Physically and mentally he was a big man, and 
beneath his reserved manner lay a vast understanding of 
human frailties. Although he outlived most of his con- 
temporaries, he will be missed by all who knew him. 
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Dr. Bernard Myers writes : As a colleague of Dr. C. O. 
Hawthorne for many years at the Royal Waterloo Hos- 
pital I would like to mention the high respect in which 
Hawthorne was held by his colleagues for his downright 
honesty in his views, even if disagreeing with those 
expressed by the other members of the medica] committee. 
He always spoke sound common sense and was fair in 
argument. If his external manner was apt to be severe, 
that was not the real man, for when we lunched together 
his genial and kindly spirit was evident. “Those who knew 
him well will mourn the passing of a sound physician, 
loya} colleague, and good friend. 


Dr. Eva McCall writes: May another old student of” 
Dr. C. O. Hawthorne also pay a tribute to his memory ? 
Dr. Hawthorne lectured to the women students in the - 
medical faculty at Queen Margaret College, University: of 
Glasgow, in the ‘nineties, and J was privileged to be one 
of those. He was a most inspiring teacher, and dressed 
the dry branches of materia medica with” glowing tints, so 
much so that this dull subject became quite fascinating, 
and I owed him a lifelong debt of gratitude for his magni- 
ficent teaching.' It was an incalculable loss to the university, 
where he would have filled a professorial chair with great 
distinction. 


‘Dr. ARTHUR Hitt BuRNETT died suddenly on October 7 at the 
age of 68. He was born in Southampton and educated at King 
Edward VI School and the old Hartley College. He carried out 
his medical training at Edinburgh University and the London 
Hospital, qualifying in 1904. He held house appointments at the 
British Lying-in Hospital, Endell Street, at St. Mary’s Hospital 
for Women and Children, Plaistow, and at the Kensington 
Infirmary, London. For a time he was a ship surgeon and 
visited many parts of the world. During the first world war 
he served in the R.A.M.C. with the rank of captain. In 1919 
Dr. Burnett was appointed honorary anaesthetist to the Royal 
South Hants and Southampton Hospital, and medical officer to 
St. Mary’s Institute. When the latter building was blitzed in 
1940 he continued his work at Moorgreen Hospital. Apart 
from conducting a busy practice and his institutional work, he 
gave a large part of his time to the administration of anaes- 
thetics at the Royal South Hants Hospital, where he was recog- 
nized as an expert anaesthetist. Retiring from this post during 
the recent war, he was appointed honorary consultant anaes- 
thetist to the hospital. Dr. Burnett was an ‘able physician, a 
skilled anaesthetist, and the pleasantest of colleagues. -His 
contemporaries will Jong remember his happy disposition, his 
sincerity, and his great friendliness. To his widow and sons 
many colleagues and friends wil] extend their deep sympathy. 
—S. N. L. 


Dr. CHARLES ROPER, of Rochester, who died there on 
October 17, was the younger son of the late Charles Roper, 
of South Kensington. He was born in:1877, and was educated 
at St. Paul’s School, where he obtained a Tancred studentship 
in physic to Catus College, Cambridge, going into residence 
there in 1895. After taking the Natural Sciences Tripos he 
was awarded a scholarship to the medical schoo! of the West- 
minster Hospital, and graduated B.C. in 1903 and M.B. in 
1904. He proceeded M.D. in 1911, and took the Oxford 
D.P.H. in the same year. After filling house appointments 
at the Westminster Hospital he held for a few years an appoint- 
ment as medical officer in Assam. Later, after his career had 
been interrupted by tuberculosis, he took up the study of that 
disease as a specialty. He was medical superintendent of Tebidy 
Sanatorium in Cornwall, and then tuberculosis officer for Kent, 
with headquarters at Rochester, and there he remained for the 
rest of his professional life. He had contributed on several 
occasions to the literature of his specialty. Dr. Roper was 
chairman of the Rochester, Chatham, and Gillingham Division 
of the British Medical Association from 1930 to 1932. He 
married Ethel, daughter of Mr. G. A. Dick, who survives him. 
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DANGEROUS: DRUGS IN. LOCKED CAR 


A doctor was recently fined for keeping dangerous drugs -other 
than in a locked receptacle.’. - His appeal, 
stated by Lord Ilkeston, the stipendiary magistrate for Birming- 
ham, was heard in the King’s Bench Division on October 19. 
Information against the doctor was originally preferred by a 
chief inspector of police, who alleged that on January 9, 1949, 





the doctor had’ contravened regulation 5 (2) of the Dangerous’ 


-Drugs Regulations, 1937, -which provided that “every drug 


. in the actual custody of a person authorized by this regu- 


lation shall, except when the necessities of the practice of the 
profession ... by- virtue of which that person is authorized 

. require, be kept in a locked receptacle which can’ be opened 
only by him or by some other person authorized by virtue of 
this regulation.” 

-The-facts proved before the magistrate were as follows: The 
doctor, as a registered medical practitioner, was a- person legally 
authorized to be in possession of drugs to which the Dangerous 
Drugs Act, 1920, and the regulations made under it applied. 
On January 9 the doctor went to the- cinema in his car, which 
he left in a car park with the-doors'locked. Inside the car 
was an unlocked leather case containing a number of dangerous 
drugs. On leaving the cinema he found that the car had been 
stolen. “It was recovered on January 12, unattended and with 
all. the doors wide open and the unlocked leather case con- 
_ taining- the drugs on, the rear. seat.. 
to a police inspector, who later saw the doctor. 
admitted that the drugs were his. 

It' had been contended for the prosecution that a locked car 
was not “a locked receptacle” within the meaning of regula- 
tion 5 (2); and that if the doctor wished to take advantage of 
the exception in the sub-regulation the burden of proving the 
necessary facts.for, that purpose was-on him. For ‘the defence 


The doctor 


it was held that the doctor had complied with the regulation by 
leaving the drugs in an unlocked case in a`car all the doors of. 


which were locked. The key, to the car was in the doctor’s 
possession and was peculiar to that car. The word “ receptacle” 


~ was not limited to the container: of the drugs ; the real test was’ 


whether‘ the drugs were safely under lock and key. It was 
also argued that it was essential for the doctor to have these 
drugs easily accessible in case of emergency, and that it was 
much safer for him to leave the drugs in an unlocked case in 
‘a locked car than to leave them in a locked case in an’ un- 
locked car. 
doctor was therefore: fined. — - 


ENN 

The Lord Chief’ Justice, giving judgment,? said that in his 
opinion the regulation contemplated that drugs of this kind 
should: be permanently and regularly kept in some locked recep- 
tacle. It was impossible to say that a motor-car was a ‘ 
tacle ” within-the meaning of the regulation. If it were, it could 
- be held that if a doctor left dangerous drugs in his house and 
then went out and locked all the doors the drugs had similarly 


been left in a locked receptacle within the meaning’of the regu- . 
-A motor-car might be described as a receptacle for- - 


lation. 
luggage, but the regulation must be ‚construed so as to effect 
the obvious purpose of the Legislature. A motor-car which had 


constantly to. be locked or unlocked, according as it was being- 


-driven or parked, could not fairly be brought within the terms 
of the regulation’ as being a “ i ca The appeal was 
therefore dismissed. -© —- gil Ta 

- "1 British Medical Journal, October 8, 1949, p. 819. 

i 2-The ee October 20, 1949, 
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According tò a report issued by the International Tuberculosis 
Campaign about 16,000,000 children and young adults in the 


countries in which Unicef is conducting feeding. programmes ` 
had been tuberculin-tested and about 7,500,000 had Decne. vac- `, 


cinated with B.C.G. up to August 1, 1949. 
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by, way of case . 


The drugs were handed’ 


The magistrate found the charge proved, and the- 


‘ recep- - 


» ing the independence of the professions. 
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NATIONAL HEALTH SERVICE (AMENDMENT) BILL 
Lord SHEPHERD in the House of Lords on November 1 
moved the: Second -Reading of the National Health Service 
(Amendment) Bill, which had already passed the House of 


Commons (Journal, October 29, p. 989). He described the 
Bill as small and non-contentious. In certain particulars it 


`“ Gpplied: also to Scotland. Its objects were, first, to elucidate 


and amend those provisions in the National Health Service Acts 
which prohibited the sale of practices of doctors in the Service. 
and which compensated them for the loss of goodwill, in regard 
to partnerships of a mixed character. Secondly, the Bill imple- 


-mented promises of amendment made to the medical and dental 
- professions. 


Thirdly, it- made certain minor administrative 
amendments, and, fourthly,’ it removed doubts regarding some 
of the provisions of the original Acts. 

Great difficulty had been -experienced in framing clauses 
dealing with’ partnerships and with the sale and purchase of 
medical. practices, and even when these Bills became Statutes ` 


‘a good deal of discontent had remained concerning their effect. 


Mr. Bevan had appointed a committee under Mr. Justice Slade 
to examine those parts of the Acts which referred to partner- 
ships, and he had completely accepted. the report of this com- 
mittee. The recommendations made in that report were pro- 
vided for in the Bill. The Government wanted to encourage the 
formation of partnerships in the -medical profession, believing 
this to: be of advantage to doctors and to their patients. There 
would be as little interference with partnerships as possible. 
Lord Shepherd ‘understood that there were only 50 “mixed 
partnerships ” affected'by the Bill, and the number of doctors . 
concernéd was only 150. 

Part II of the Bill was simpler but of great interest. For 
some time the medical ranks had been agitated by a fear that 
under the ‘Acts a full-time service might-be established. Indeed, 
it was possible under the original Acts for Orders to be 
introduced into both Houses for the purpose of plating the 
medical service upon a full-time basis. Such a power had 
existed since the National Health Act of 1912. Mr. Bevan. 
however, had given a pledge in the. House of Commons on 
April 7 that it would be made impossible by regulation to place 
the medical profession effectively on a full-time basis: Mr. 
Bevan had also said that the Government had no intention of 


-establishing a full-time practice and that he would make this 


clear in an amending Bill. 


Š Minor Amendments 


Anon other things the Bill referred to the tribunal which 
had power to take out of the Health Service those who must 
be disqualified. _It was made up of a legal chairman, an execu- 
tive council member, and a member of the profession con- 
cerned. The-last member would be appointed by the Minister 
of Health, and at the suggestion of the medical profession would 
be’ taken from a panel representing the various interests of the 
profession concerned. The Minister had agreed to this. 
| Another point related to the’ costs of the establishment of 
local committees of doctors, chemists, and opticians. The pro- 
fessions concerned had suggested that the expenses of these 
committees should be borne out of block deductions from the 
fees to be paid to them. This had the advantage of maintain- 
The time in which 
doctors could make a claim for midwifery fees was extended 
to three. months. -Dentists would have the same rights as. 
doctors in taking into hospitals ‘as paying patients those of 


=u 


their clients who did not wish to be Service patients. The 


Minister held that as 95% of the population were in the scheme 
the number of persons among whom private practices could be 
built up was so small that they could receive the advantages 


‘of the hospital service without getting unduly: in the way of 


those who were in.the scheme. 
-In a great service relating to the hospitals questions of labour 
or remuneration were bound to arise. It was proposed, in 


an 


~ 


i 


„superannuation scheme. 
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Clause 13, that the Conciliation Act of 1896 and the Industrial 
Courts Act of 1919 should be applied. A special tribunal of 
the Industrial Court would be appointed to deal with disputes 


‘arising out of remuneration or other conditions of service. 


It was also intended to provide that men who were in the 
hospital -service but desired to sever their connexion with it 
for a period should be enabled to do so but still remain in the 
It was desirable that medical officers 
should be able to take short-service contracts in the Colonial 


‘Medical Service while continuing to contribute to the Health 


Service superannuation scheme. Lord Shepherd went on to 
speak about clauses introduced at the request of outside 
organizations. District nursing associations and other bodies 


_ found much of their former work undertaken by hospitals and 


- prevented them. handing over. 


. the Bill. 


‘tary patients in mental hospitals. 


other authorities. The Bill would permit these bodies to hand 
over to the Health Services any property for which they no 
longer: had any use but which existing trust deeds might have 
Clause 24, which applied to 
Scotland” only, enabled children under’ 16 in that ‘country to 
be treated on the initiative of parents or guardians as volun- 
This would bring Scottish 
law into line with English law. Another provision, primarily 
a mental health matter, enabled a charge for board and. lodg- 
ing to be made to hospital patients who went out to work in 
the later stages of their recovery. 

Lord Shepherd confessed that the Bill was somewhat dis- 
jointed. It was-a list of small things promised, of little diffi- 
culties to be remedied, and of frictions to be eased. It was 
the first, but it would not be the last, National Health Service 
(Amendment) Bill. It was a matter for congratulation that the 
Government, having found that some adjustment was required, 
had taken -early steps to bring it about. ` In the course of time 
as the Service grew the Government might have to call on 
Parliament to'make other adjustments, but he ‘believed that no 
attempt would be made to undermine the main principles on 
which the Acts were based. He moved that the Bill be read a 
second time. 


~ One Shilling on Prescriptions 


‘Lord LLEWELLIN said that had the promises which this Bill 
was to fulfil not been made the National Health Service might 
never have started. Although it was a minor Bill it did a major 
piece of work. Three years ago when the National Health 
Service Bill was discussed in. the House of Lords statements 
were made that the partnership clauses would not work. Last 
time Lord Horder, Lord Moran, and Lord Webb-Johnson were 
all present in full cry. To-day those three noble Lords were 
conspicuous by their absence. From ‘that it was clear that 
the medical profession agreed with the Bill. 

He asked Lord Shepherd to tell the Housé whether the 
Government intended to use this Bill to effect the payment of 
one shilling per prescription which had been announced as part 
of the economy campaign, or whether that proposal would be 
contained in another measure. He had noted -that old-age 
pensioners were to be’ exempt from the new charge, and he 
asked the Government to consider also the inclision in this 
exemption of the disabled ex- -Serviceman who needed medical 
supplies for his actual disablement. 

Lord CLYDESMUR said the parent Act had been applied to 
Scotland ‘with little modification, and Scotland had the Health 


‘Scheme with all its mistakes, some of which were becoming. 
The medical services in Scotland were working under ` 


evident. . 
strain, and the House would assist those services by approving 
The second part of the Bill provided that regula- 
tions should not require specialists to be employed whole-time. 


“There was anxiety among specialists in Scotland about whether 


this clause was wholly watertight. A case had been instanced 
of a Scottish hospital in which as a résult of administrative 
action, by advertisement, the doorhad been closed.to anything 
but full-time employment of specialists. 

Lord SaLtoun suggested that the provision for treatment in 
mental hospitals for children under 16, on the initiative of 
parents or guardians, might be an interference in Scotland 
with the boy’s Common Law right. In Scotland a boy of 14 
was considered capable of carrying on his affairs in all respects 


except ownership of a heritage. 


The Earl of Cork and ORRERY, speaking of the proposed pay- 
ment of a shilling on prescriptions, said that two men whom 
he had consulted had both asked why it was not arranged for 
a patient to pay the tax on his first visit to a doctor. That would 
limit the numberof people going to see_the doctor in the 
first place. It would cut down the mob in the waiting-rooms 
and would obviate the need for the doctor to go on prescribing 
coloured water. It would reduce the number of old women 
sitting there talking when all they needed was a Beecham’s pill. 

Lord KersuHaw replied briefly. ‘He was unable to tell Lord 
Llewellin whether the shilling charge would be brought 
into the Bill. The matter’: was under consideration and was 
regarded as one which should be dealt with-promptly. The 
suggestion with regard to disabled ex-Servicemen would be con- 
sidered sympathetically by Mr. Bevan. - 

The Bill was then read a second time and was committed to 
a Committee of the whole House. 


” 


NURSES BILL 


The Nurses Bill, which had its second reading in the House 
of Commons on October 21 (Journal, November 5, p. 1056), 
was considered on October 28 in committee. 

Mr. LINSTEAD moved on Clause*1 the first of a- series of 
amendments intended`to give an assistant nurse the statutory 
title of “enrolled nurse” and to describe the relevant com- 
mittee as the Enrolled Nurses. Committee. He said that at the 


moment there was an anomaly because although -these nurses ` 


were on a roll called the Roll. of Assistant Nurses they had 
the right to call themselves nurses without using the word 
“assistant.” Whether the House wished it or not many hospi- 
tals, particularly the hospitals for the chronic sick, would be 
staffed by assistant nurses. Anything which would help to 
bring these .girls under the control of the General Nursing 
Council as assistant or enrolled nurses should be done. 

Mr. BLENKINSOP sympathized with the object of the amend: 
ment: He said the Government did not regard the’ term 

“assistant nurse” as being a final choice. The Ministry had 
recently shortened the period of training for assistant nurses, 
and the time was a bad one to choose for suggesting a new 
name, It would be difficult for the average person to differenti- 
ate between enrolled nurses and registered nurses. 

The amendment was then withdrawn., 

Before the deputy chairman, Mr. BowLes, called an amend- 
ment on Clause 2 in the name of Mr. WALTER ELLIOT to leave 
out “Standing Nurse Training Committee” and insert “ Nurse 
Training Authority ” he asked for an assurance that there was 
no more invit than a mere change of name. Otherwise he would 
have to rule the amendment out of order as conflicting with the 
money resolution already carried which authorized expenditure 
by standing nurse-training committees. 

Mr. LINSTEAD moved the amendment and said that under the 
title first proposed the committees might be regarded as- sub- 
ordinate bodies of the regional board. That was not, so, and 
the alternative name ‘authority ” had commended itself to the 
Royal College of Nursing. Mr. BLENKINSOP was unable to 
accept this amendment, which was withdrawn. 

An amendment by Mr. DIAMOND was also withdrawn, and 
Clause 3 was ordered to stand part of the Bill after Mr. Blenkin- 
sop had said the Ministry was satisfied that under the Bill as it 
stood the General Nursing Council was entirely responsible 
for examinations,and could standardize them throughout the 
country or authorize regional committees to carry them out 
on whatever conditions the Council considered necessary. 


“ 


Training and Employment 


Sir HucH LucAs-TooTH moved to leave out subsection (2) 
of Clause 4. He said the purpose of the clause was to separate 
responsibility for the training of nurses from the employment 
of nurses. On second reading the House had not discussed how 
that purpose was to be carried out. He asked the Government 
to say how this scheme would work. Could a hospital do any 
training of nurses if it had not previously been approved by 
the nurse-training committee? If it could not, they might 
find that the scheme was what Mr. Bevan would describe as 


‘ 
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muscle-bound. He also asked whether. ‘disbursements i in respect 
of training would be made by the hospitals themselyes or - 


whether the nurse-training committee would ‘be able to carry 
out a scheme within the walls of a hospital. He held it to be 


important that the actual training should be’ carried out com- - 
Where there were two different bodies . 


pletely by. the hospital. 
responsible for policy and payment: there was danger of con- 
flict: A hospital might. require 50 nurses- in training for the 
purposes of employment; -but the nurse-training | committee 
might decide that only.30 nurses should be in training in that 
hospital. How would that sort of question be resolved ?. 
Mr. BLENKINSOP said the intention was first to issue a general 
indication of the category of expenditure which Mr. Bevan 
would regard‘ as coming “within the nurse-training fund. It 
‘would-be-possible to separate this from~the-general administra- 
tive expenses of the hospital, but some expenses which could 
be regarded as connected with nurse training could not reason- 
ably be separated from ‘general administrative expenses. To 
set out the categories of expenditure which the Minister 
regarded as being separately chargeable would be the first step. 
Categories of expenditure which Mr. -Bevan would. regard as 
coming within this section of the Bill would include the pay- 
ment. of sister tutors, expenditure on lecturers and others, and 


might also include certain types of building, such as provision ` 


for classrooms. Hospital management committees and boards 
‘of governors in framing budgets for nurse training would have 
regard to these specified types of expenditure, which would be 
open to variation from time to time. On the allocation of 
expenditure the Ministry hoped to'get agreement in the regional 
committee. , In the case of a new teaching centre which could 
also be used for other purposes of general hospital administra- 
‘tion a regional committee might feel that the matter should not 
be included in the training budget. That was’the type.of ques- 
tion which would go to the Minister for decision. 

Sir HucH Lucas-Toorn asked whether the Government 
contemplated that the Minister should be able to divide up 
expenditure which was .partly for training and partly for 
administrative expenses of the hospital. ` 

Mr. Bevan intervened to say it was perfectly clear that this 
was ‘intended. The Bill was providing what was available 
already in the: National Health Service to ensure that the 
academic side of medicine was kept.separate and that the 
provision of apparatus on the secular side was the obligation 
of the Minister of Health. 

The amendment was by leave withdrawn, and Clause 4. was 
added to the Bill. 

Sir Hucn Lucas-Toora moved on Clause 8 an amendment 
to provide that a finance committee should consist of- not less 
than seven nor more than eleven members. 

Mr. BLENKINSOP said the House would be undertaking 
responsibility which it had better leave to the General Nurs- 
ing -Council if it specified -any precise numbers for the finance 
committee. He believed the general view was that it was desir- 
able for the findnce committee to be reasonably small. The 
amendment was withdrawn, and Clause.8 was ordered to stand 
part of the Bill. Minor amendments were made to Clauses 12, 
13, 15, 16, and 19 on the motion of Mr. BLENKINSOP. 


On- Clause 21 Mr. BLENKINSOP: secured the insertion of a 


provision that “chief male nurse” should mean a male nurse 
in charge of the male nurses employed in a mental aopa 


General Nursing Council ° 

A new clause was added to the Bill to provide that member- 
' ship of the Council and its subordinate committees should not 
involve disqualification from election to Parliament. Discussing 
the First Schedule, Mr. HowarpD moved to ‘provide that one 
member of the General Nursing Council should be a member 
of the University Grants Committee. 
the amendment and it was withdrawn. 

‘Mr. BuRDEN moved to, provide-that one member should be 
a nurse whose name was included ‘in the supplementary part 
of the Register. containing the names of nurses trained in the 
nursing of cases, of infectious disease.. He said the amend- 
ment had the support of the National Association of Local 
Government Officers. Mr. BLENKINSOP, in resisting the amend- 
ment, said he was glad to announce that owing to the decline 


1946 ‘to about 300 this year. 


` before the war. 


Mr. BLENKINSOP- resisted 


Cai 


in this ries for fever nurses this part of the Register was 
becoming - smaller. - New admissions had fallen from 740 in 
The Government, preferred to 
look’ forward to the early cessation of special training of this 
kind ` and would expect to find within the general training of 
nursés the necessary knowledge of infectious diseases. The 
aniendment ‘was then negatived. 

Mr. SKINNARD moved an amendment to raise the representa- 


` tion of ward sisters on the General Nursing Council from one 


to two. _Mr. HASTINGS supported the amendment and said that 
ward sisters required Tepresentation because they were engaged 
practically all their. time, or ought to be, in nurse training. 
Mr. BLENKINSOP said it.was wrong to assume that the repre- 
sentation of each particular viewpoint must be ensured specific- 
ally in the Bill.. The amendment was negatived. , 

-Mr. Howarp thereupon moved that two members of the 
Council should be registered medical practitioners. He said 


_the best results in nursing were obtained only where there was 


the closest working partnership between the medical man and 
the nurse. Mr. BLENKINSoP said in the past the Minister had 
always ensured representation of the medical profession. There 
was no intention to depart from that practice, but he preferred 
not to agree to the insertion in the Bill of the words proposed 
by Mr. Howard. 

-Dr. H. B. Morcan said he failed to see why the medical 
profession should by statute be included on the General Nursing 
Council unless in the pending reform of the General Medical 
Council there was to be a reciprocal arrangement by which 
nurses would be included. He would tell the B.M.A. Council 
at its next meeting that he failed to see why the medical pro- 
fession should -ask to have representation on the General 
Nursing Council. The amendment was negatived. 

‘Mr. Hastincs then moved.to provide that one member of 
the Council appointed _by the Minister should be a person 
having experience in the nursing of cases of tuberculosis. He 
said nurses who had practical experience in nursing this disease 


’ would be of the greatest help to the General Nursing Council 
-and indirectly to the Government in explaining what was wrong 
‘and in getting more nurses for this important class of case. 


Mr. BLENKINSOP said if it was not possible to meet the need in 
any other way he would be much inclined to accept the amend- 
ment. He hoped that increasingly nurses would gain experi- 
ence in this field as part of their general training. He believed 
they would’ get experience of this field through the genera] 
representation of nurses, and he asked Mr. Hastings not to press 
the amendment. Mr. Hastincs withdrew his amendment. 

Further amendments to the First Schedule were moved and 
withdrawn and the Schedule as amended was agreed to. The 
Second Schedule (Standing Nursing Training Committees) was 
agreed to without amendment. Minor amendments were made 
on the motion of Mr. BLENKINSOP in the Third Schedule 
(Mental Nurses Committee). The Bill was then reported to 
the House with amendments. 

ee Food Hygiene i F 


Mr. SKEFFINGTON-LODGE on October 31 raised’ the question 
of food-poisoning and food hygiene. He said that between 
1938 and 1947 there-had been 3,270 outbreaks of food-poisoning 
in this country. In 1938 there were 156, as against 964 last 
year. There- was reliable authority for-the view that food- 
poisoning ‘generally was at least three times what it had been 
> Returns of the Registrar-General for the years 
1937—46 recorded 246 deaths from this cause. Mr. Skeffington- 
Lodge calculated that one-half of the population had at least 
one meal a day away from home. Midday meals were served 
in schools to about two-thirds of the schoo! population of the 
country. Since the war there had been two very hot summers, 


‘and many weaknesses on the food front had been exposed. 


The precautions taken in a cool summer would have to be 
looked at and revised, for experience showed that they were ` 


-~ not adequate to deal with changed conditions and what might 


be a changing climate. He asked Dr. Summerskill whether she 
was satisfied that in the circumstances the powers of inspection 
which were available to her staff and to local authorities under 
the Food and Drùgs Act were applied rigorously enough. 


$ 
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British standards of food hygiene were lower than in the 
United States and very-bad indeed. He regretted that the model 
by-laws which had just been issued did not include among their 
excellent recommendations any reference to smoking. The 
preparation, handling, and’serving of food should not be mixed 
with smoking. Customers should complain when utensils and 


personnel were unclean, when tea-towels were used for washing _ 


hands and cutlery and also for wiping table tops, ‘or when 
. washing-up water in- kitchen premises was used over and over 
” again, or when‘open displays of food were not properly pro- 
tected from contamination. 


Dr. EDITA SUMMERSKILL said that-if the model by-laws , 
recently. distributed -were -adopted, and if the provisions made ` 
.in them were carried out, it would be possible to eliminate. 


‘most of these abuses. Unfortunately the public conscience was 
not sufficiently aroused to demand that there should be an 
. alteration in the present practice. Outbreaks of food-poisoning 
were increasing ; yet everyone knew that they. were preventable. 
‘In fact the people had the cure in their own hands. She said that 
food which in the past had been thrown away was now stored, 
rehashed, and reheated, and so bacteria were given a new lease 
of life. - 2 - 

Mr. Skeffington-Lodge had quoted figures showing the number 
of cases since 1938, but he must remember that until that year 
‘food-poisoning had not been a notifiable disease. Only since 
. then’ had public health laboratories supplying data on this sub- 
ject been increased from 12 to more than 50. The. country 
was more conscious of food-poisoning than in‘ the-days before 
1938. _The Central Council for Health Education, through the 
` local authorities, had made an important contribution to the 
solution of the problem. Women’s organizations also had done 


_. everything in their power. She appealed to housewives, if they 


- saw the conditions which had been mentioned, to protest at the 
time and not to go to that shop again. no 


Salaries of Specialists . 


- Qn November 1 Mr. CARMICHAEL asked the Secretary of 
State for Scotland if. he knew of the decision of the Western 
Regional Hospital Board to increase the salaries of certain 
‘members of the medical ‘staff, in some cases by more than 
100%. - ; 

Mr. WooDBURN replied that the Western Regional Hospital 
Board had taken no such decision. They had recently made 
contracts with the doctors working in their hospitals providing 
for payment in accordance with the nationally agreed scales. 
These scales were settled by agreement between the Govern- 
ment and the medical profession last June and were based on 
the recommendations of the Spens Report, which was published 
and accepted by the Government in principle in June, 1948. All 
hospital authorities’ in the National Health Service had to 
observe these nationally agreed scales. .No regional hospital 
board had any discretion in the matter. , it 


~ 





The Services 





Flight Lieutenant M. E. Fearnley, R.A.F., has been awarded the 
D.S.C. for great courage when he was flown to H.M.S. Amethyst on 
April 21, 1949, and joined her under heavy. fire. With great skill 
and untiring .devotion he rendered invaluable services to H.M.S. 
Amethyst’s wounded. $ 


Surgeon Lieutenant J. M. Alderton, R.N., has been posthumously 
mentioned in dispatches for outstanding courage and- devotion to 
duty in H.M.S. Amethyst when she was fired upon by Chinese 
military forces while she was proceeding to Nanking on April 20, 
1949, and subsequently when forced to remain for three months in 
the Yangtze River under the constant watch of shore batteries until 
she mer as daring escape down the river on the night of July 
30-31, 1949. : i 


ra - - 
Surgeon Commander W. B. Taylor, R.N., and Surgeon Lieutenant 
W. L. Owen, R.N., have been mentioned in dispatches for outstand- 
ing courage and devotion to duty while serving in H.M. Ships 
London and -Black Swan, respectively, during their attempts to assist 
H.M.S. Amethyst while under very heavy gun-fire on April 20-21, 
-1949 i 
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UNIVERSITY OF. OXFORD 
Corrected announcement 
In a Congregation held on October 13 the following medical 


—_ = ra 


- degrees were conferred: 


B.M.—J.-G. Widdicombe, E. A. D. W. Simpson, R. W. Torrance. 


“Nina A. Cohen. ’ 
*In absence. 


` "UNIVERSITY OF CAMBRIDGE 


In a Congregation on October 15 the degree of M.A. was conferred 
on Frank George Young, D.Sc., F.R.S., Sir William Dunn Pro- 
fessor of Biochemistry in the University. Professor, Young has been 
appointed a member of the Council of the School of Veterinary 
Medicine uftil December 31, 1950, in place of Dr. Chibnall, who has 
resigned. 

The Raymond ‘Horton-Smith Prize for 1948-9 has been awarded 
to John Rupert Squire, M.D., for his essay on “ The Relationship 
Between Horse Dandruff and Horse Serum Antigens in Asthma.” 
Proxime accessit: Michael Braithwaite Paul, M.D., whose subject 
was “ Thoracoscopy and Internal Pneumolysis in the Treatment of 
Pulmonary Tuberculosis.” 


UNIVERSITY OF LONDON 


A special University Lecture on “ Some Problems of Old Age” will 
be delivered by Dr. J. H. Sheldon at the London School of Hygiene 
and Tropical Medicine, Keppel Street, Gower Street, W.C., on 
Tuesday, December 1, at 5.30 p.m. The lecture is addressed to 
students of the University and to others interested in the subject 
Admission is free, without ticket. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly comitia of the College, -held on October 27, with the 
President, Lord Moran, in the chair, Dr. E. C. Dodds, F.R.S., was 
elected Harveian Librarian, and Dr. C. F. T. East, Dr.: N. B. Capon. 
Sir Horace Evans, Dr. J. G. Scadding, and Dr. T. F. Fox were 
elected Councillors. 

The following were elected representatives of the College: Dr. 
C. M. Hinds Howell on the Committee of Management of the Con- 
joint Board; Dr. F. S. Langmead on the Central Midwives Board : 
the President, Sir Leonard Parsons. Dr. H. E. A. Boldero, Dr. W. G. 
Barnard, and Sir Allen Daley on the Standing Joint Committee of 
the three Royal Colleges; Dr. Hinds Howell, Dr. T. C. Hunt, Dr 
J. C. Hawksley, and Dr. J. B. Harman on the Committee of 
Reference; and Dr. Hinds Howell and Dr. Harman on the Centra 
Medical War Committee. : - 

-Dr. J. C. Broom was appointed Milroy Lecturer for” 1951, -his 
subject being “ Leptospirosis.” ` 

The President announced that the Jenks Memorial Scholarship had 
been awarded to Barry Reid Wheeler, late of Epsom College. 


re 


MEMBERSHIP 


The following candidates, having satisfied the Censors’ Board. 
were elected Members of the College: . 
J. D. Aitchison, M.B., L. S. Antonoff-Lewis, M.B.; P. E. Baldry. 
M B., T. B. Binns, L.R.C.P., M. I. Bostock, B.M., D. P. Bowler. 
M.B., R. E. Britten Jones, M.D., P. H. Buxton, M.B., L. Capper. 
M.B., R. A. Chambers, B.M., D. Collins, M.B., Geraldine E; L. 
Cummins, M.B., R. R. De Mowbray, B.M., Captain, R.A.M.C., 
M. F. J. Donnelly, M.D., Margaret D. D. Dudley-Brown, M.B., J. 
Dundas, M.D., M. Y. El-Gammal, M.B., D. G. Evans, M.B., P. H. 
Friedlander, M.B., R. McK. Fulton, M.B., W. F. M. Fulton, M:B., 
J. M. Gardiner, M.D., I. Gordon, M.B., K. G. Green, M.D., - R. 
Greenwood, M.B., J, H. Gubbin, M.B., D. B. Gunasekara, M.B., 
K. J. Gurling, M.B., E. J. Halliday, M.B., G. P. Hallwright, M.B., 
W. S. Hamilton, B.M., R. M. Hardisty, M.B., H. W. Holland, M.B., 
J. G. Holmes, M.B., Mary C. Holt, M.B., J. A. Irwin, L.R.C.P., 
A. D. M. Jackson, M.B., G. A. Jackson, L.R.C.P., S, L. O. Jackson. 
M.B., R. N. Johnston, M.B., H. E. M. Kay, M.B., R. J. Kernohan, 
M.D., J. D: S. Knight, M.B., D'A. Kok, M.B., M. H. Lessof, M.B., 
N. A. Lewtas; M.B., H. M. Lloyd, B.M., H. E. Magee, M.B., I. A. 
Magnus, M.B., R. H. Marten, B.M., F. B. Meade, M.B., J. B. 
Mitchell, M.D., J. K. Morgan, M.B., B. Mullally, M.B., N. A. 
Neville, B.M., L. L. Nussbaum, M.B., J. S. Oldham, B.M., D. N. 
Patel, M.B., R. A. Peebles Brown,- M.B., E. R. Price, M.B., D. A. 
Pyke, M.B., J. Rankin, M.D., R. M. E: Seal,.M.B., P. H. Shorthouse, 
L.R.C.P., Major, R.A.M.C., R. G. Simpson, M.D., A. L. Speirs, ` 
M.B., P. G. Swann, M.D., W. P. Sweetnam, M.D., M. G. Thorne, 


‘ Nov.: 12, 1949 


i ET 
UNIVERSITIES AND COLLEGES i 


ae 
_ 


<a 


1123 


BRITISH 
MEDICAL JOURNAL 





M.B., N. A. Thorne, M.D., K. B. Thornton, MD, W. F. -Townsend- 


Coles, M.D., G. F. Vaughan, M.B., J. M. Walshe, M.B., P. LI. . 


Watts, M.B., J. Wedgwood, M.B., T. C. P. Wiliams, L.R.C.P. 


LICENCES - 


Licences to practise were conferred upon. the following 173 candi- 
dates (including 31 women) who had passed the Final Examination in 
Medicine, Surgery, and Midwifery of the Conjoint Board and who 
have complied with the necessary by-laws: a 

A. G. Ackerley, J. D. B. Andrews, Doreen R. Austin, G. R. Baji, 
J. P. E. Balbirnie, Barbara B. Ball, M. J. Ball, A. S. Basri, W. H. B. 
Begg, G. I. Benson, Peggy M. Birch, F. J. Birkett, B. Ll. Bisley, 
K. Böheimer, J. M. Bolton, R. K. Bowman, T. L. Rradbeer, Anna A. 


Braga, M. T. D. Braide, H. H. Broadhead, H. S. Brown, D. W. Bull, 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended October 22. [No. 42 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(0) London (administrative county). (c) The 16 principal towns in Scotland. 

d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 

return available. 


1949 1948 (Corresponding Week) 


Disease ` 


G. Canty, N. S. Capstick, Nancy I. Cardno, P. Chaudhuri, P. H. 9 ————-—————___|____|__|_—_|__- 


Cima, Brigid M. R.-Clark, C. R. Cowan, J. L. Cowan, H. A. Cowie, 
C. C. Cox, J. S. Cox, C. C. Crampton, R. A. Crook, D. I. Davies, 
D. J. Davies, G. Davies, R. A. L. Davis, Ida J. Dawson, J. De 
Choisy, Marie T. M. D’Netto, R. P. G. Dickerson, A. K. Doust, 
B. W. Durrant, H. Duschinsky, Betty B. Dyer, Z. Elkes, Diana M. 
Elkington, B. D. Ellis, T. Lawford Evans, T. Leighton Evans, J. L. 
Facer, Dorothy Field, J. F. Filbee, R. H. P. Fitzpatrick, Alison M. M. 
Fleming, R. G. Forster, A. F. Franks, R. A. Garson, J. B. Gayes, 
H. R. E. Gillespie, J. E. Glover, J. D. Griffiths, J. J. Griffiths, G. E. 
Hanks, R. G. Hardwick, C. E. Hartley, S. K. Heywood, B. Hirst, 
C. McA. Hogg, T. C. Hopkins-Husson, P. T. Howse, R. T. Hughes, 
A. C. Hunt, P. J. Hynes, P. G:-Jackson, Hilary M. K. Jenkins, 
W. P. Johnston, N. Jones, O. LI. Jones, J. H. G. Jowett, Lucy E. 
Kaye, G. Kazantzis, Patricia M. Keefe,- G. E. Kelly, S. M. A. 


Khadri, B. G. Kiddle, Barbara Kilpatrick, E. T. Knudsen, S. A., 


Kotz, R. G. F. Lampart, K. Lee, D. M. Lewis, P. E. Lewis, R. I. 
Lindfield, J. W. Lloyd, B. R. W. Lodge, D.: H. Mackenzie, L. W. 
Mackey, I.. E. J. McLauchlan, L. K. Manhajm, H. T. P. Martin, 
C. E. A, Mason, J. H. Mason, E. T. Mathews, D. C. Mayberry, B. 
Measday; Mary S. Medcalf, Maureen Meikle, J. A. Menon, F. G. 
Montforti- D: F. Morley, A. Morris, Elizabeth S. B. Nicoll, N. A. 
Nobbé,-Lo6la E. Owers, Doreen B. Pallot, D.: D. G. Parsons, R. E. H. 
Partington; -Dinas Patuck, J. H. Pauffley, P. M. Pawsey, A B. L. 
Peake;:Dorothy J: Pearse, A. M. Platt, H. R. Playfair, D. F. Potter, 
Gib., Powell: J., M. Price, D. C, E. -Rabbin, Rebe S. Rainsbury, 


Ólga. M. ‘Rampersaud,.. Stella. J. E.. Randall, F. G. Reader, M. 


nY 


Réckless, V. E. Rees, Joyce M. Richardson, J. J. Ridealgh, K. H. 


Cerebrospinal fever 
Deaths ie 


Diphtheria 
Deaths, 


Dysentery 
Deaths 
Encephalitis lethargica, 
te bi < 


acu 
Deaths 


ü | p, 


Erysipelas 
Deaths 


Infective enteritis or 
diarrhoea under 2 
years ea aa 

Deaths ae Noe 


Measles* 5,303] 86) 100} 37} 116 


DeathsT 


Ophthalmia neonatorum 
Deaths és se 
Paratyphoid fever 

Deaths T 


Pneumonia, influenzal .. 
Deaths (from influ- 
enza)ł w aye 


Pneumonia, prim 
Deaths es 


Ritchie, N:-Rivers, JiS; Robertson, Yvonne’ K. Russell, M. Sack- ——— I 


wood, J, G. Sahakian; CM: Samuel, J."T. Scott, J. D. Shapland, 
E. W. Shepherd, E. A. D. W. Simpson, W. K Slack, G. H. Smerdon, 
Margaret W. H. Smith, A. W. Sonia Gwendoline R. Stockley, 
W. H. J. Summerskill, A. S. Szúrkawski, D. H. C. Thomas, Olwyn 
K. Thomas, O. L. Thomas, K. D. B. Thomson, N. A. Toes, A. 
Trueman,- B. S. Turner, C. A. Unsworth, J. T. Wallace, D. E. 
Wallis, G. Walters, A. W. S. Webster, I. M., Wedgwood, B. L. 
Whitaker, R. Wilkins, S. W. Wilkins. 


DIPLOMAS 


Diplomas in Child Health, in Industrial Health, and in Physical 
Medicine were granted jointly with the Roya] College of Surgeons of 
England to the successful] candidates whose names were printed in the 
report of the meeting of the Royal College of Surgeons of England 
in the Journal of October 22 (p. 935). 

Diplomas in Ophthalmic Medicine and Surgery were granted jointly 
with the Royal College of Surgeons of England to J. H. Owen-Flood 
and to the other successful candidates whose names were printed in 
the report of the meeting of the Royal College of Surgeons of 
England in the Journal of October 22 (p. 935). 


Diplomas in Tropical Medicine and Hygiene were granted jointly ` 


with the Royal College of Surgeons of England to T. H. Work and 
to the other successful candidates whose names were printed in the 
report of the meeting of the Royal College of Surgeons of England 
in the Journal of October 22 (p. 935). 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College held on November 1 with the 
President, Dr. W. D. D. Small, in the chair, a Diploma of Fellow- 
ship was granted to Dr. J. J. R. Duthie (Edinburgh). 

Diplomas of Membership were granted to Drs. J. H. Wright 
(Glasgow), W. H. Jopling (Rhodesia), T. S. Row (India), P. C. 
Mitchell (Aberdeenshire), R W. Crocket (Glasgow), R. B. Baird 
(Uganda), W. H. Perry (Vancouver), J E. A Bartlet (Edinburgh), 
D. A. Gordon (London), R. F. Maggs (Capetown), H. N. Singh 
(India), P. C. Bhattacharjee (India); W. D. Munro (Edinburgh), 


B. Mukħarji (India), G. 1. Robertson (Stirling), W. J. Weston (New ` 


Zealand), M. W. M. Hadley (Edinburgh), M. J. Murray (New 
Zealand). K. S. Millingen (Sydney),,J. N. Pohowalla (India), K. R. 
Keay (Anstruther), D. F. Gibbs (Edinburgh), A. M. Rudolph 
(Johannesburg), and Mary D. Smith (Glasgow). l 


Polio-encephalitis, acute 
Deaths Se i 


Poliomyelitis, acute 
Deaths§ ia 


Puerperal fever .. 
Deaths aie 





Puerperal pyrexial| as 
Deaths se s 
Relapsing fever 

Deaths 


Scarlet fever 
Deathst 


Smallpox 
Deaths 


Typhoid fever .. 
Deaths 


Typhus fever .. 
Deaths : 


2,163 : 2 52 
1 


Whooping-cough 
Deaths a 


Deaths (0-1! year) 
Deaths (excluding still- 
births) ra we 

Annual death rate (per 

1,000 persons living) 


Live births sa ne” 
Annual rate per 1,000 
persons living ʻi 


Stillbirths Ae od, tes 
Rate per 1,000 total 
births (including 
stillborn) :. ° .. 


* 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. as . 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ‘ . i E 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London f saramiiratve county), are combined. | 

it Includes puerperal fever for England and Wales and Eiré. 


~ 


37 





-æ 


week are shown in parentheses. 
- which notifications have fallen. 


, 1124 .Ñov. 12, 1949 


EPIDEMIOLOGY SECTION 


' BRITISH 
_ MEDICAL JOURNAL 





Pa 


A EPIDEMIOLOGICAL NOTES `.. 
: j Poliomyelitis f 


Notifications i in the week ended October 29 were: poliomyelitis 
347 (385), polio-encephalitis 20 (29). Figures for the previous 
-This is the second week in 


In the following; counties multiple cases were. reported: 
‘London 55 (66), Bedford 2 (3), Berkshire ‘3 (6), Buckingham 
4 (1), Chester 10 (8), Cumberland 2 (2), Derby 2 (5), Devon 3 


. (0), Dorset.3 (3), Durham 2 (3), Essex 26 (32), Gloucester 9 (12), 


Hereford 2 (0), Hertford 9 (6), Kent 16 (26), Lancaster 32 


. (25), Leicester 3 (13), Lincs, Lindsey 13 (7), Middlesex 17 (19), 


- Norfolk 5 (8), Northumberland 2 (9), Nottingham 8 (9), Oxford 


2 (1), Rutland 2 (1), Somerset 11 (10), Southampton 13 (13), 


- Stafford 3 (12), East Suffolk 2 (1), Surrey 14 (16), East Sussex 
` 9 (2), West Sussex 3 (2), Warwick 8 (9), East Yorks 2 (3), North 


- RA 2 (3), West Yorks 50 (47), Glamorgan 7 (6). 


. Discussion ‘of Table 


In England and Wales there were decreases in the notifica-- 


tions of whooping-cough 41, acute pneumonia 37, acute polio- 
-myelitis 33, polio-encephalitis 16, and dysentery’ 25, with 
increases in the incidence of scarlet fever-65 and measles 60. 

The rise in the notifications of scarlet fever was contributed 
by the southern section of the country, while in the northern 
section there was a small fall in incidence.. In the south-eastern 
and south-western counties a rise of 58 was recorded. 

The largest rises in the incidence ‘of measles were 44 in the 
Isle of Ely and 53 in Lincolnshire ; the two chief centres of 
infection were Chatteris U. D, 57 and East Elloe R.D. 58. In 
the remainder of the country the trend of. measles was 
unchanged. 

The chief feature of the notifications of diphtheria was an 


` increase of 7 in Durham. Only ‘small variations occurred in 


the notifications of” whooping-cough, notably. decreases in 


`- Lancashire’ 32 and London 25. 


Of the 18 cases of paratyphoid fever 12 were notified in 
Lancashire (Liverpool C.B. 6). A further 98 cases of dysentery 
were notified from the outbreak in Lancashire (Liverpool C.B. 
28, Ince in Makerfield U.D. 21, Hindley U.D. 17, Abram U.D. 
15); the only other important centre of infection was Glamor- 
ganshire 14 (Cardiff C.B. 10). 

In Scotland there were decreases in the incidence of acute 
primary pneumonia 44 and whooping-cough 15. A fall of 13 


was reported in the number of notifications of dysentery in’ 


Glasgow. Another 4 cases of paratyphoid B were notified in 
Lanark county. 

In Eire there were increases in the notifications of scarlet 
fever 50, whooping-cough 13, and measles 11. The chief centres 
for scarlet fever were Dublin -C.B. 70,’ Sligo, Sligo U.D. 12; 
for measles Waterford C.B. 32, Kilkenny, Kilkenny U.D. 30; 
and for whooping-cough Dublin C.B. 17 and Wexford, New 
Ross-R.D. 16. - 

In Northern Ireland increases were recorded in the notifica- 
tions of scarlet fever 15, whooping-cough 14, and measles 11. 


These ‘trends were mainly influenced by the experience of 


Beast C.B.` 
Statistical Review for 1947 


Amod to Part H, Civil, of the Registrar-General’s 
Statistical Review for 1947 the birth rate during the year at 
20.5 per 1,000 total population was the highest rate since 1921. 
The marriage rate remained high at.18.6 per 1,000. Divorces 
were almost double the previous year’s total, and 60,190 decrees 
nisi were made absolute during 1947 compared with a’ yearly 
average of 8,288-for the ten years 1936—45. : 


Week Ending October 29 2 


Notifications of infectious diseases in ‘England and Wales 
during the week included: scarlet fever 1,972, whooping-cough 
749, diphtheria 101, measles 995, acute pneumonia 303, cerebro- 
spinal fever 26, acute poliomyelitis 347, acute polio-encephalitis 
°20, dysentery 139, paratyphoid fever 14, typhoid fever 7, food- 
poisoning 130. 


‘ 


. National Health Service. 


Medical News 





Physicians to the King = 
-Sir Horace Evans and Dr. D. T. Davies have been appointed 
Physicians to the King’s Medical Household. 


G.M.C. Election e 


Dr. O. C. Carter, of Bournemouth, has been elected a Direc! 


Representative for England of the General Medical Council in 
place of the late Dr. John Bone. His’ term of office will be 
for five years, from November 8, 1949.. 


` 


: International European Society of Haematology 


The Second International Congress of Haematology was 
held at Montreux on September 15-17.. The presidents. - 
Drs. P. Chevallier, of. Paris, P. Lambin, of Brussels, and G 
di Guglielmo, of Naples, welcomed haematologists from most 
European countries. Great Britain was represented by a smal 
group, and Dr. W. Dameshek brought the greetings of the Inter 
national Society of Hematology from the U.S.A. The secre 
tartal work and the arrangements were in the hands of Dr. S 


, Moeschlin, of Zurich. The first day’s discussion, on the haemo- 


lytic anaemias, was introduced ~by “Professor Heilmeyer, of 
Freiburg, and Dr. Dameshek, of Boston, U.S.A. Antimitotic 
and cytostatic substances were considered, and a. discussior: 
was opened by Professor A. Haddow with a new hypothesis 
on the mode of action of nitrogen-mustard. Dr. L: M. Meyer: 
of Brooklyn, U.S.A., reported experience with folic acid anc 


` antagonists and mentioned especially his ‘disappointment wit} 


aminopterin. Professor K. Rohr, of Zurich, finally: pleaded fo: 
the continued maintenance of the Classical terminology of blooc 
cells, to which most people had become accustomed. Various 
demonstrations included, phase-contrast, photographs 

marrow, liver, spleen, and lymph-gland. biopsies.. 


- Annual Meeting of University ‘College Hospital 


The annual meeting of University College. Hospital was held 
in the Medical School on November 1. The chairman of the 
board of governors, Major-General Sir Harold Wernher. 
G.C.V.O., explained that it had been decided to hold the 
customary meeting in public since the introduction of the 
He said that the hospital now had _ 
supervision of St. Pancras Hospital, where 300 new beds with 
nurses’ accommodation had recently been opened. The Tropical, 
Diseases Hospital: was also under their control: The beds ir 
the private block had been reduced during the period under: 
review in order ta afford more.accommodation for the nursing 
staff, and the out-patient department had been modernized. Si: 
Harold remarked that the National Dental Hospital, which was 
part of University College Hospital, had been overloaded with 
work since the advent of the Health Service, but the efficient 
teaching of undergraduates was being safeguarded. He added 
that the working of the Act had-proceeded smoothly in the. 
University College Hospital Group, but that costs. had riser 
considerably, particularly in the last few weeks—for example. 
food bills had increased in price by 10%, and an extra £3, 000 
a year would have to be spent on streptomycin alone. 


Memorial to Dr. Slome 


Tributes were paid to the work of the late Dr. Irving Somerse: 
Slome at a ceremony on October 26 at the London School of 
Chiropody when a memorial plaque was unveiled. Mr. R. Y 
Paton, the present Director of Studies and President of the 
School’s Governing Council, introduced Mr. R. W. Raven. Mr. 
Raven said that Dr. Slome had been one of the best teachers of 
anatomy in London. He had done a great deal in seeking the 
co-operation of hospitals in connexion with the training of 
students in chiropody. Mr. A. M. A. Moore, President of the 
Board of Registration of Médical Auxiliaries, then unveiled the 
plaque, and described how Dr. Slome, a South African by birth. 


- 
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had been oné of the most brilliant adenn at the London 2 MING. NT 
Hospital, . where he qualified in 1935. His death at the early ~~ - ' s C EVENES 
age of 36 was a great'loss. - ee ae Institute of. Laryngology and Otology . 


; ree - z Professor Geoffrey Jefferson, F.R.S., will deliver the annual 
Homoeopathic Hospital Centenary address at the Institute of Laryngology and Otology, 330-332, 
The London- Homoeopathic Hospital ‘fennel its- centenary ` Gray’s Inn Road, London, W.C., on Friday, November 18, at 

by a reception on November 2 in the Great Hall of the British: 439 p.m. ~ His subject ig “The Acoustic Neuromas.” 

Medical Association, Tavistock Square. . The King, who is, 

patron of the hospital, sént a message, and the reception was.. Liverpool School of Tropical Medicine 

attended by the Duke and Duchess- of Gloucester, who wore A reception will.be held at the Liverpool School of Tropica} 
received by Mr. ‘A. Clifton Brown, chairman of the manage- ' Medicine, Pembroke Place, Liverpool, on Tuesday, November 
ment committee, and Sir Jolin Weir, honorary consulting physi- "22, at 7.45 for 8.15 p.m., on the occasion of the fiftieth anni- 
cian to the hospital. The Duchess was presented by a member versary of the opening of the school and presentations of the 
of the nursing staff with a bouquet compounded of 50 vatieties Mary, Kingsley Medal. 
_of flowers and,-plants from all of which homoeopathic -drugs. 

ire regularly prepared. The hospital was established-in 1849 f ealth 

3y the English Homoeopathic Association in a small house in Poey of Medical same O 
Golden Square. It comprised only 25.beds. In 1857 the free- 
hold of the fine property at the corner of Great Ormond Street 
and Powis Place was acquired, and the new building was opened 
on May 12,. 1857, the Lord Ebury of that day giving the 
maugural address. The eastern part of the hospital is on the Leeds School of Medicine . . 

site of-a house where Macaulay spent the years of his early > The fifty-ninth annual dinner of the past and present students : 
manhood and wrote the first of his famous essays. It is intended. Of the Leeds School of Medicine will be held at the Great 
further to mark the centenary- by an appeal for funds to carry Northern Hotel, on Friday, November 25, at 7 for 7.30 p.m.. 


. The annual ‘dinner of the Society of Medical Officers of 
Health will be held at the Piccadilly Hotel, London, W., on 
Thursday, November 24, at 7 for 7.30 P. m. 


on homoeopathic research, education, and -practice. ' when Professor J. W. McLeod, F.R.S., will preside. Professor . 
i . .H. S. Raper, F.R.S., Dean of the Faculty of Medicine of the 
Cigarettes for the Disabled at Christmas ` University of Manchester, will be the guest of honour. Tickets 


The Alexandra Musical Society i is arranging to' send boxes of May be obtained on application to the honorary secretary, at the 

cigarettes fo disabled ex-SerVvicemen in hospitals, convalescent ee School, Leeds. i 

bomes, sanatoria, and mental. hospitals on Christmas Day. This - : ae 
_scheme has been made possible through the generosity of the National Association for M Mental Health _ 
Rhodesia Tobacco Association. Medical superintendents or ». A one-day inter-clinic conference of the professional staff 
matrons who .have not already applied for their hospitals to Of child-guidance teams will be held at the Y.W.C.A. Central 
be included in the scheme should write at once to Mr. Ernest C. Club (Queen Mary Hall), Great Russell Street, London, W.C., 
Thomas, Honorary Organizing Secretary, Alexaridra Musical > on Saturday, -December 3. The fee for admittance to the con- 
Society, Room 412, County. Chambers, Martireau Street, ference is-5s. (2s. 6d. for full members of the association), and 
Birmingham. The gifts are only for the disabled ex-Servicemen _applications should be sent to the conférence secretary, Inter- 
who will be patients in hospital on Christmas Day. The society clinic Conference, National Association for Mental Health. 
also hopes to entertain 1,000 disabled ex-Servicemen at various 39, Queen Anne Street, London, W.1. 
Christmas parties. To enable these events to be carried out an E 
appeal is made for £500. Donations will be greatly welcomed Conference on Psychology 

and appreciated. Her Majesty the Queen has honoured the. . A conference on “The Outlook for Psychology” will be. 
society with a donation towards its work for, disabled -ex- held at the Oxford House, Mape Street, Bethnal Green Road, - 


~ 


Servicemen. - ‘London, E.2, on Sunday, December 4, starting at 10.30 a.m. 
f "E a... 9. © - ` - Among the speakers will be Dr. W. Lindesay Neustatter, on 
British Rehabilitation Methods in Greece + “Psychology, in the Clinic.” Payers may be obtained from 


~ On a visit to Gréece in March this year, which was arranged the Oxford | House. 

ny the British Council in collaboration with-the British Medical- R i i 
Association, Mr. St. John Buxton, senior orthopaedic surgeon Manchester Medical Ball 

it King’s College Hospital, and Mr. A. E. Whiffing, technical The Manchester Division of the B.M.A..and the Manchester 
:nspector. to the Ministry of Pensions limb-fitting centre at Local Medical Committee have arranged a medical ball to be held 
Roehampton, gave advice to Greek hospitals and artificial limb at the Midland Hotel, Manchester, on Wednesday, December 7. 
factories on British-methods. The co-ordinating committee when there will be a dinner at 7.30-p.m. and dancing until 1 a.m. 
of the Greek Recovery Programme has now invited them to Tickets (£1 5s. each) may be obtained from Dr. F. S. Catto. 
return, their expenses being paid by the Economic Co-operation B.M.A. pees Office, 33, Cross Street, Manchester, 2. 
Administration. Mr. St. John Buxton will leave for Athens on’ ~ 


November 16 to give further advice on rehabilitation and to ` SOCIETIES AND LECTURES - 
deliver lectures on orthopaedic surgery; and Mr. Whiffing has ' 
been séconded for three months to the co-ordinating committee : ` Monday i 


to reorganize the artificial limb factories. a y .  Lonpon Universiry.—At University College (Chemistry Theatre), 
= , Gower Street, London, W.C., November 14, 5.15 p.m., “The 
Wills go eh a ey . Chemistry of the Transuranics and Other Newly Discovered. 
` l i Elements,” by’ Professor H. J. Emeléus, F.R.S. , 


Dr. Brian Ingram J ohnson, pathologist at Churchill Hospital, . MEDICAL SoçiETY oF Lonpon, 11, Chandos Street, Cavendish Square. 


Oxford, who died in-a car accident on March 19, left £50,043. London, W:—November 14, 8.30 p.m., Discussion: ‘ Medical : 
Or. James Barr, of Torquay, left £37,500: Dr. Robert Ander- . ee to be introduced by Dr. R. Bodley Scott and Dr. R. B. 

son, of Edgbaston, Birmingham, £13 310; and Dr. William - University COLLEGE, Gower Street, London, ’W.C.—November 14. 

Forbes McDonald, of -Bristol, £1,194. Mr. Edgar Somer- 4.45 pan, “ * Bacterial Toxins,” by Dr. W. E. Van Heyningen. 


ville, . of` Newton Abbot, Devon, left £40,976; Dr. James ~' 


e l X Tuesday : 
Galbraith, of Dingwall, £42,783. -Professor John McGibbon, EUAN Sociery. —At Royal Society Burlington Hous A Pi eeadilly: 
of Crieff, ‘who was emeritus professor.of midwifery and gynae- -< London, W., November 15, 5.30 p.m., “ Family Service Units for 


cology, University of- St.. “Andrews, left £5,249; Mr. Arthur Problem Families,” by Mr. David Jones. 
Herbert Buck, of East Dereham, Norfolk, £4, 391. Mr. Owen INSTITUTE oF OBSTETRICS AND GYNAECOLOGY.—At “Postgraduate 


William Richards, of Bideford, Devon, formerly -director of aay ape “tate a of Uterine Malignar ; 
the Egyptian Government School of Medicine, left £72,109. — , Disease,” by Mr. M Malcolm Donaldson. 
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INSTITUTE OF DERMATOLOGY, 5, Lisle’ Street, Leicester quara; 
London, W.C.—November 15, 5 p.m., “ Psoriasis,” by Dr. F. R. 

~ Bettley. 

Roya COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, London, 
‘S.W.—November 15, 5 p.m., “ Devices for .the Protection of the 
Worker Against Injury and Disease,” Ernestine Henry Lecture by 
Dr. Donald Hunter. 


‘ Roya, PHoroarapHic SocreTy: MeEpicaL Group.—At 16,. Princes 


Gate, London, S.W., November 15, 7 p.m., “ The Importance of 
_ Quality in Medical Photography,” by Mr. E. V. Willmott, F.R.P.S. 


4 Wednesday 


' HARVEIAN Society oF Lonpon.—At 26, Portland Place. London, W., 


‘ November 16, 8.15 p.m., “ Oesophageal Disorders in Children,” by 
Dr. -W. P.,H. Sheldon. 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, 
London, W.C.—November 1 

`~ Dr. C. W. McKenny. 

MIDDLESEX “County MepicaL SocieTY.—At Clare Hall Hospital, 
South Mimms, Barnet, November 16, 3 p.m., meeting. 

NorTH East Lonpon CuinicaL Sociery.—At Prince of Wales’s 


. Leicester Square, 
6, 5 p.m., “ X-ray Technique,’ by 


Hospital, Tottenham, N., November 16, 8 p.m., films and discus- © 


sion on antenatal and obstetric subjects. a 

ROYAL INSTITUTE OF PHILOSOPHY.—At, University College (Anatomy 
Theatre), Gower Street, London, W.C., -November 16, 7.30 p.m., 
“ Hume and Kant and Their Attitude to Metaphysics,” by Mr. 
P. F. Strawson. i , 

RoyaL INSTITUTE OF PuBLIC HEALTH AND Hygiene, 28, Portland 
Place, London, W.—November 16, 3.30 p.m., “ Hygiene in the 
Factory,” by Dr. J. J. O’Dwyer. 

RoyaL MicroscorpicaL Sociery, B.M.A. House, Tavistock Square, 
London, W.C.—November 16, .5.30 p.m., ordinary meeting. 
“ Cytology of the Neurone in Experimental Poliomyelitis,” by Dr. 
G. M. Findlay and Mr. F. C. Grigg. 


". SOCIAL PSYCHOTHERAPY CENTRE, 7, Fellows Road, London, N.W.— 


November 16, 5.p.m., “ Active Psychotherapy,” by Dr. A. R. 


Redfern. Ly 
i á Thursday 


BRITISH INSTITUTE OF RADIOLOGY.—At 32, Welbeck Street, London, 
W., November 17, 8.15 p.m., joint meeting with Section . of 
Radiology, R.S.M., “ Chemical Factors Modifying Radivbiological 
and Radiotherapeutic Response,” to be:opened by Dr. John Read. 

DurusamM_ UNIversity.—Alt Royal Victoria Infirmary, Newcastle- 
upon-Tyne, November 17, 5.15 p.m., “ The Study of the Living 
Cell,” Rutherford Morison Lecture by Dr. Arthur! Hughes. 

HONYMAN GILLESPIE Lecrure.—At Anatomy Theatre, University 
New Buildings, Teviot Place, Edinburgh, November 17, 5 p.m., 
“The Surgical Management of the Malignant Colon,’ by Mr. 
G. T. Mowat. : i 

RoyaL Mepicat SocierY.—At Royal College of Physicians of Edin- 
burgh, Queen Street, Edinburgh, November 17, 7.15-for 7.30 p.m. 

‘President’s annual dinner. ; 


Roya Society oF TropicaL Mepicine AND Hyarene.—At London ' 


School of Hygiene and Tropical Medicine, Keppel Street, London, 
W.C., November 17, 7.30 p.m., laboratory: meeting. 

ST. -GeorGe’s ‘Hospital MepicaL Scuoor, Hyde Park Corner, 
London, $.W.—November 17, 4.30 p.m., lecture-demonstration: 
“ Neurology,” by Dr. D. J. Williams. 

WESTMINSTER HospiTaL SCHOOL OF MEDICINE, Meyerstein Lecture 
‘Theatre, Horseferry Road, London, S.W.—November 17, 5.30 p.m., 
clinico-pathological demonstration. ` Discussions: (1) “ Osteifis 
Fibrosa Cystica,’”’ (2) “ Asthma.” ; 


7 Friday . j 
BRITISH INSTITUTE OF RaDIOLOGy.—At 1, Wimpole Street, London, 
: W., November 18, 8.15 p.m., joint meeting with Section of 
Radiology, R.S.M., “ Chemical Faciors Modifying Radiobiological 
and Radiotherapeutic Response,” to be opened .by Drs. Frank 
Ellis and L. A. Elson. 

‘BRITISH TUBERCULOSIS ‘ASSOCIATION. —At 26. Portland Place, 
London, W., November 18, .3.15 p.m., Presidential address: 
“ Tuberculosis Services in the Future”; “ Tuberculosis Survey in 
Malaya,” by Dr. Andrew Morland; “ Tuberculosis Survey in 
Western Samoa,” by Dr. Brian Thompson. 


FACULTY OF RADIOLOGISTS: THERAPY SECTION MeggtiInG.—At Royal 


College of Surgeons, Lincoln's Inn Fields, London, W.C., 
November 18, 2.15 p.m., “ Modern Conceptions of a Dosage Unit 
for Radiotherapy,” by Dr. L. H. Gray. « 

INSTITUTE FOR THE SCIENTIFIC TREATMENT OF DELINQUENCY.—At 
St. George’s Institute, Broadbent Street, Davies Street, London, 
W., November 18, 5 p.m., annual general meeting and address by 
the Earl of Feversham. on 

INSTITUTE OF LARYNGOLOGY AND OToLOGy, 330-332, Gray’s Inn 
Road, London, W.C.—November 18, 4.30 p.m.‘ “ The Acoustic 

, Neuromas,” by Professor Geoffrey Jefferson, F.R.S., annual 
address. 

Matpa VALE HOSPITAL FOR Nervous Diseases MEDICAL SCHOOL 
Maida Vale, London, W.—November 18, 5 p.m., clinical d . 
stration by Dr. D. McAlpine. tase seni: 

ROYAL INSTITUTE OF PHILOSOPHY, 14, Gordon Square, London 
as 18, 5.15 p.m., { Everything,” By. Mr. H. L. A. 

art. i ~ 


- 1 


ROYAL SANITARY INSTITUTE, 90, Buckingham Palace Road, London, 
S.W.—_November 18, 2.30 p.m., “ The New Milk (Special Designa- 
tions) Regulations,” discussion to be opened by Dr. W. A. Lethem 
(Ministry of Food). 

UNIVERSITY COLLEGE, Gower Street, London, W.C.—November 18, 
5.15 p.m., “ Transmission of Excitation in Nerve and Muscle, by 
Dr. Bernhard Katz. - n ee 

West Lonpon Mepico-CHIRURGICAL DSOCIETY.—. u ensing- 
ton Hotel, 41, Queens Gate Terrace, London, S.W., November 18, 
7.15 for 7.30 p.m., dinner meeting. “The Story of Cortisone, by . 

: Dr. W. S. C. Copeman. ` 
` Saturday 


York Mepicat Socmty.—At 17, Stonegate, York, November 19, 
8.30 p.m., “ Ascertainment and Educational Treatment of Deaf- 
ness,” by Professor A. W. G. Ewing and Mrs. Ewing. 


- 
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APPOINTMENTS - 


CrRAWSHAW, DONALD G., M.B., Ch.B., D.C.H., D.P.H., Medical Officer of 
Health, Peterborough. ; ey 
Daves, J. O. F., M.D., D.P.H., D.R.C.0.G., Senior Administrative Medical] ' 
Officer, Oxford Regional Hospital Board. aie a , 
NGLIAN REGIONAL HOSPITAL BoaRD.—Assistant Chest sic. enlor 
Rectan tn Cambridge Area, J. B. Mitchell, M.D. Assistant Chest Physician 
(Senior Registrar) in East Norfolk Area, P. H. Sutton, M.D., M.R.C.P. 
Lyon, D. M., M.B.. Ch.B., D.P.H., Deputy County Medical Officer of Health 
and Deputy Schoo! Medical Officer for Kent eee seg 
REGIONAL HosPiraAL Boarp.—The following appointments 
beeen aac enced: Geriatrician, Bristol Clinical Area, W. Hughes, M.D.. 
MRCP. DIM. Assistant ‘Plastic Surgeon, Frenchay Hospital, Bristol, D. C., 
Bodenham, M.B., Ch.B., F.R.C.S. 


„~ 
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BIRTHS, MARRIAGES, AND DEATHS 
‘BIRTHS . 


Cooper.—On October 15, 1949, at Southmead Hospital, Bristol, to Flavia 
Cooper (née James), M.B., Ch.B., D.A., wife of Ashley Cooper, a second 


daughter—Caroline. 
Piney.—On October 29, 1949, to Gladys 


MARRIAGE 


Watson—Lowis.On October 10, 1949, at Dunleer, Co. Louth, Eire, John 
Emest Watson, M.B., B.Ch., to Margaret Sarah Lowis. - ` 


DEATHS 
1949, at Clifton, 


(née Fleet), wife of Dr. J. Piney, a son 


a 
“ 


Bergiun.x—On October 25, Bristol, Frank Gower Bergin, 
M R.C.S., L.R.C.P. : 

Brown.—On November 2, 1949, in London, John Claude Brown, M.D., of 
16, Addison Gardens, London, W. y ` 

Burnett. —On October 7. 1949, Arthur Hill Burnett, M.R.C.S., L.R.C.P., of 
Bitterne Park, Southampton, aged 68. $ 

Curry. -On October 25. 1949,.at his home in Towning Place, Cross Hills, 
Keighley. Yorks, Alexander ‘Curry, L.R.C.P.&S.I. 

Davis.—On November 5, 1949. at a nursing-home. the Rev. George Brocklesby 
Davis, M.D., of 371, Cherry Hinton Road, Cambridge, formerly of C.M.S., 
India, and Ely, Cambridgeshire, aged 76 ` : 

Debono.—On October 12. 1949 Salvino Debono, M.D., of Malta. 

Easuu.—On November 2. 1949, at Nuffield House, Guy’s Hospital. Sir Herbert 
Lightfoct Eason, C B., C.M.G., M.D., M.S., F.R.C.S.. -aged 75. . 
Fairbalr. -Ob October 31, 1949, at 1, St Mary’s Grove, London, S.W., 

Donald Charles Fairbairn, M.C., M.B., B.S R 

Ferraby.—On November 1, 1949, at 140. Broomfield Avenue, Worthing, Sussex, 
George Arthur Ferraby, M.R.C.S., L.R-.C.P.’ 

Lake.—On November 1, 1949, in a Brrstol nursing-home, Richard Lake, 
F.R C.S.. aged 87. j 

Macdonald. -On October 29, 1949, at Edinburgh, Coll Macdonald, M.B.. Ch.B.. 
of Westcliff-on-Sea. Essex. - ; 

Macdonatd.—On November 2, 1949, at 9, Fernielan Avenue, Edinburgh, Angus 
Macdonald, M.B.. C.M., F.R.C.S.Ed., late of Southdean, Colinton Road, 
Edinburgh. z 

Muir.—On October 29, 1949, at Lealands, Box, near Stroud, Gloucestershire, 
Joseph Corbett Muir, M.D. . 

Nixon. —On November 4. 1949, at Forbes Fraser Hospital, Bath, John Hobart 
Nixon, M D.. of 25, Deansway, Chippenham, Wilts, aged 72. = 

Palmer.—On October 31. 1949, at Exmouth, Cadwallader Edwards Palmer, 
M B.. B.Ch., Colonel [.M.S . Ret., aged 68. 

Palmer.—Ono Octoocr 19, 1949, at Torquay, Sydney Joseph Palmer, M.B.E.. 
M.D. : 

Price.—On November 1, 1949, at a nursing-home, Leamington Spa, Horace 
John D'Arcy Gerard Price, M.R.C.S., L.R.C.P., formerly of Nuneaton, 
Warwickshire, aged 68. 

Pridmore. —On November 3, 1949, at 5, The Terrace, Chale, Isle of Wight, 
Joho Walter Pridmore, M.R.C.S., L.R.C.P., late of Ryde, Isle of Wight, 
aged 79. 

Rogers. —On October 28, 1949, in London, Norman Cumming Rogers, M.B., 
Ch.B., of 3 St John’s Wood Road, London. N W. 

Roper.—On October 17, 1949, at a nursing-home in Rochester, Kent, Charles 
Roper, M.D., D P.B., sged 71. 

Russell.— On October 26 1949, at Southport Infirmary, John Cooper Russell, 
‘M.B., Cb.B., of 33, Balfour Road, Southport, Lancs. . 

Sevestre.—On October 13, 1949, at 38, Springfictd Road, Leicester, Robert 
Sevestre, M.D.. J.P., aged 81. ` 

Shelley.—On October 12, 1949, at St Bartholomew's. Hospital. Rochester, 
Arnold Shelley, M.B.. B.Ch., of Camden House, Chatham. - 

Sbipton.—On October 31, 1949, at Briarfield, Milford-on-Sea, Hants, William 
Shipton, M.D.. J.P., of Buxton, Derbyshire. 2 

Watsen.—On October 15, 1949, at 21, The Circus, Bath, Andrew Gordon 
Watson, MD i 

Young.—On October 25, 1949, at Torwood, Tomintoul, James Jobn Taylor 
Young, M.D., aged 84. 
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publication) and iticlude all relevant details in their questions, 
which should bé typed. We publish here a selection of. those 


ý , > ‘Treatment of Retinitis Pigmentosa - ` 
Q.—Is there any effective treatment of ‘retinitis pigmentosa ? 


4 


` Has there been any further work published on the implanta- 
‘tion of preserved placenta, which I believe was suggested . by 


Filatov? | a} 


Se e? ' vr ik f erage . ’ 
A.—The inquirer must be, referring to four articles which . 


‘appeared in the American, Review of Soviet Medicine, 1946; 


~~ 


.Pigmentosa,” which might’be consulted. | . 


3, No. 5: “The Treatment of Retinitis Pigmentosa with Intra- 
muscular Injections of Cod-liver Oil” (p. 388); “ Retinitis 
Pigmentosa ” (p. 395) ; “ The Implantation of Preserved Placenta, 
in Retinitis Pigmentosa ” (p.. 397); “The Implantation of Pre- 
served Liver,in Retinitis Pigmentosa” (p. 398}—all by V. P. 
Filatov and. V. A.. Verbitska. There was also an article by 
Von Max Neuenschwander in Ophthalmologica, 1948,. 116, 
No. 4/5, 262, under. the title, “ Placentatherapie der Retinitis 


i 


Placental implants beneath the conjunctiva for retinitis 


pigmentosa are being tried out in this country, but no one 


is yet in a position to give. a firm opinion about the value . 


of this treatment. The feeling among certain Continental 
surgeons -is that temporary subjective improvement occurs- in 
some cases but that. the visual field is not increased. No state-' 
ments are made about slowing or checking the progress of the 


_ disease. Filatov’s facts are not carefully set out in his papers. 


o statement? - + 


on this subject. Ocestrone and cervical, sympathectomy have 
also been tried, but without any appreciable effect. The writer’s 


impression to date is that the claims ‘made’ for all the thera-~ 
peutic measures tried for, retinitis pigmentosa. are unconvincing. 
r - t ee x + ` 


=- Mortality from Bovine Tuberculosis ; 
QI have seen it stated in the Press that bovine tuberculosis 


-‘accounts for about 1,500 deaths per annum in England and’ 


Wales. Is there any statistical evidence: to. support - this 


A.—There is no statistical evidence, in ‘the usually accepted: 
meaning of the term, to support this statement. The number 


' of deaths from.bovine tuberculosis'is an estimate based on a 


series of necropsies where bacteriological examination has been 
carried’ out in fatal cases of. non-pulmonary tuberculosis, to. 


determine whether the infection was of human or 'of bovine 


origin. In 30% of the.cases the origin was found to be bovine. 
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of the’ cycle in amounts large enough to inhibit ovulation it 
prevents dysmenorrhoea, because oestrogen-withdrawal haemor- 


, Thage is always painless.- Im the case quoted the dose is hardly 


i z ‘ 
and addresses (not for ' 


- enough to prevent ovulation—it might even be stimulating it 


in a woman who has previously, had -anovulatory cycles, and 
‘this would explain the’ onset of. painful periods. On the other 
hand, the onsef of. dysmenorrhoea is more common at this age 
than at the menarche, and it may be unrelated to the treatment. 


'. Although the continuous administration of oestrogens has side- 


effects such as endometrial hyperplasia, irregular and heavy 
uterine haemorrhage, and pigmentation of the nipples, the inter- 
mittent ‘treatment described is ,unlikely to do harm even if 


+ 


continued’ for several months. 


g Estimation of Erythrocyte Sedimentation Rate 
Q.—Could you. give me an authoritative opinion on the 
correct procedure for estimating‘ the erythrocyte sedimentation 


` 


„rate ( Westergren method)? My own technique is as follows: 


"To 0.5 ml. of 3.8% sodium citrate is added 2 ml. of fresh blood. 


‘The tube is set up immediately and read‘ after one hour. Fre- 
quently ‘two tubes are set up simultaneously, as I find that 
slighily different readings are obtained from each. The.points 
I would ‘like elucidated: are: (1) Why do different readings 
occur?.. (2) Should the blood be allowed to reach room 


_, temperature. before the tube,is ‘set up? '(3) Should floccula- 


tion occur in the 3.8%. solution -of ‘sodium citrate? (4) If 
slightly less than 2 ml. of blood is used, in what manner is 
the reading affected? ' 

4 


A.—The questioner’s procedure is identical with that of the 
writer, and is preferable to the method described in the answer 
in the Journal of March .17, 1945, because it is very difficult 
to fill a 2-ml. syringe without introducing air-bubbles, thus 
making an erroneous dilution. To take.the questions seriatim: 
(1) In. duplicate estimations variations of up to 10% should be 
expected, because it is impossible to set.tubes exactly vertical 
and deviations of as little as one degree from the vertical should 
inake an appreciable difference. (2) This is probably unimpor- 
tant. Thermal equilibrium with the surroundings will be 


‘ reached very quickly after the blood has been drawn up into 


the tube, which should not be‘in a draught or in a place where 
rapid changes of temperature occur. ‘If duplicate estimations 


, are made at different temperatures, considerable: differences in 


readings occur. (3) No. If gross agglutination or flocculation 
occurs, then either the blood has started to clot or the patient 
is suffering from: gross hyperglobulinaemia, the commonest 


"` cause of which in this country is myelomatosis. If, however, 


In some of the fatal cases of respiratory tuberculosis the infec-,: 


tion is, of course, also of bovine origin. From the evidence 
available the number of deaths due to the bovine type of 
disease has been calculated. as one-third of the deaths from 
non-pulmonary tuberculosis: During the last three years for’ 


_- Which the ‘figures of deaths from non-pulmonary tuberculosis’ 


in England and Wales are available a large decrease has been. 


‘reported. Deaths from non-pulmonary tuberculosis in the’ years 


1946-8 numbered .3,482, 3,394, and 2;897, respectively. It is 
therefore likely that 1,500 deaths per annum is an overestimate. 
of the, present lével of -mortality from bovine tuberculosis. 
yoy ' ot an 
L... Stilboestrol and Dysmenorrlioea 
Q.—Can prolongéd administration of stilboestrol cause dys- 


‘ Ts ` ' i a 
menorrhoea?* For. the last four months a young woman has 


been treated 'for acne on her face by 0.8 'mg.-of. stilboestrol 
diproprionate twice ada -duririg the second week of ‘the’ inter- 
menstrual period: The condition of the skin has improved, but 
lately the patient has complained of dysmenorrhoea on the first 


- 


the question is intended. to imply that flocculation occurs in 
the citrate without the addition of: blood, then this should not 
normally’ occur; when it does it is nearly always due to the 
growth of fungal mycelium. This may be overcome by steri- 
lizing the citrate in 25-ml. batches in universal containers and 

rowing away the contents, as soon as they cease to be crystal 


_ Clear. (4) The writer cannot answer this question, but believes 


. day, otherwise ‘her periods are normal. Are there any known ° 
Fy r E ` jor 


not directly 


ill effects of indefinitely continued’ treatment ? Sy 
' A.—Stilboestrol, even in-heavy and’ prolonged dosagé, does 
cause dysmenorrhoea. If given during the first half 
: oye ell ; = 4 : 
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that errors of 10% have surprisingly little effect. 


‘Phonocardiography 


‘Q.—What exactly is Phonocardiograpliy, and has it any’ 
special ' adyantages ? Is it possible to make gramophone 
records of the heart, sounds? l D E 

A.—Phonocardiography. is the graphic registration of heart 
sounds and’ murmurs. Its chief clinical advantage is that it 
provides a permanent record ‘of the auscultatory findings. But 
it has other-advantages: (1) it may resolve auscultatory doubts : 
(2) it. sérves to time heart sounds and murmurs against other 
electrical of mechanical events which.may be recorded simul- 
taneously ; (3) it has proved helpful in analysing the nature of 
the heart sounds. Unfortunately, phonocardiograms are diffi- 
cult to, perfect technically, and many records. being obtained at 
the présent time are not entirely reliable. “Again, the simul- 
taneous recording of other events which aid the interpretation 
of the records presents other difficulties and necessitates more 


‘ elaborate equipment. For this reason phonocardiography is 


unlikely to be used widely in this” country for many years. 
Most cardiologica!’ units and research’ departments, however, 
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are studying it. Henriques made gramophone records of the 
heart sounds which could be played back to.an audience. The 
results were poor, sounds and murmurs being grossly distorted 


and ‘interference being considerable. His machine met with 


little enthusiasm in this country, and so far as is known is not 


. device. 


being made now. It could certainly not be recommended for 
didactic purposes ; auscultation could never be learnt from this 


' ” Post-herpetic Neuralgia, . 


Ca ` 


Q.—Is there any method of preventing post-herpetic: neu- 
ralgia? ‘ What domiciliary treatment can be used for this 
complication? Are injections of liver extract and vitamin B 
‘of value ? ai 


A.—The prevention of post-herpetic neuralgia in the elderly 


ji appears to depend on treatment during the active stage of the 


Pai 


zoster infection. The hypodermic injection of 0.5 ml., of 


pituitrin daily for 21 days from the. onset of the infection has ` 


always proved successful in the experience of the writer. Large 
doses of vitamin B, by injection, sodium iodide by mouth, and 
more recently the antihistamines have also, been used with some 
success. - + . ee 
‘ Allergy” and “ Hypersensitivity ” ’ 
Q.—Can you distinguish between allergy and hy persensitive- 


- ness?. To a question on lipstick dermatitis (July 16, p. 189), 


in which the inquirer talks about-allergy, the answer carefully 
avoids the term and refers to hypersensitiveness. Is there any 
proof of hypersensitivity to the eosin colouring matter in lip- 
sticks? Eosin belongs to the fluorescein series, and these sub- 
stances are used, for example, on the conjunctiva for diagnostic 


| purposes. Are there any corresponding cases of hypersensitivity 
`y 


to fluorescein ? . 


i 


A.—Some years ago ‘writers on this subject considered allergy 


‘sand anaphylaxis as subdivisions of the main subject—hyper- 


sensitiveness. Allergy was often defined as- hypersensitiveness 
occurring in man. At the present time the-tendency is to con- 


.. sider anaphylaxis as a subdivision of the main subject—allergy 


—and hypersensitiveness becomes synonymous with “allergic 


~ state.” Whichever terminology is used, “ hypersensitiveness ” 


is interchangeable with “allergy” or “allergic state” so far 
as human reactions are concerned. It is merely a question of 


‘using the term which the writer considers more generally accept- 


able in this country. Apart from this, “ hypersensitiveness ” is 
sometimes used in a wider sense than the word “ allergy,” which 
implies, at least, an antigen-antibody reaction in the tissue cells. 
Thus a person might be described as hypersensitive to misuse 
of the word “allergy,” But not as allergic to it. The-conserva- 
tive mode of thought in this country is perhaps reflected in a 
continued preference for the word “ hypersensitiveness,” as 


. distinct from the Americans’ ready acceptance of the shorter 


- and neater “allergy.” - i 


Proof of hypersensitivity to the eosin colouring matter in lip- 
sticks has been obtained—see Sulzerberger, Goodman, Byrne, 
and Mallozi, Arch: Derm, Syph., Chicago, 1938, 37, 597—and 
is now generally accepted. The writer has not come across any 
reference to fluorescein sensitivity. i 


. Cancer of Bladder in Dye Workers 


Q.—What is the incidence of bladder cárcinoma among 
aniline workers? Has aniline ever been held responsible for 
cancer in any other sites? An aniline worker, a patient of 


`- mine, has developed an osteosarcoma of the humerus with 
„multiple bone secondaries and involvement of thé chest. 


A.—Bladder tumours are known to. occur among a high 
proportion of workers in the aniline dye industry, but they 


„are not in’ general attributable to aniline as such. The sub- 


stances generally held to be responsible are amino derivatives 


_ of naphthalene and benzidine. Such tumours .have been 


observed and recorded in many different countries, including 
America, Russia, Japan, and the principal countries manu- 
facturing aniline dyes in Europe. The actual incidence is not 
known, since many workers leave the’ factories before the 
tumour has developed and are not traceable.. However, it is 
held by various observers that where working conditions are 


_ 
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unsatisfactory almost all the workers in the department may 
be attacked, but at different times and in different forms. Very 
occasionally the kidney is also involved. ° / 

Primary tumours in other sites than the bladder ‘and kidne 

cannot be attributed to work with dyestuff intermediates. The 

_ disease has been known for some 55 years,..but no suggestion 

‘ has ever been made that such tumours as bone sarcoma occur 
more frequently among workers in dye intermediates than | 
among the general population. Experimental evidence exists 
that other amino derivatives of cyclic hydrocarbons can pro- 
duce. primary tumours in other. sites—for example, liver, ` 
stomach, as well as bladder—but there is no evidence that 
such tumours arise in workers as an industrial disease. 


i 


Persistent Monilia Infection ` 

Q.—Two`male patients have persistent monilia infection of 
the oral cavity. Treatmént with aniline dyes, aluminium acetate, 
and vitamins has been most unsatisfactory, and reference to 
numerous books offers little encouragement. ' Can you advise ? 


A.—Persistent monilia infection of the oral cavity usually 
suggests an unhealthy condition of the mucous membrane, 
since it is generally thought that moulds will not grow where. 
the mucous membrane is healthy.’ In the majority of cases 
attention to cleanliness is the most important measure. -In 
persistent, cases -where the condition does not disappear with 
attention to oral hygiene a search for possible systemic causes_ 
should ‘be made. The disease is frequently associated with 
deficiency of -vitamin-B complex, and in such cases large doses 
coupled with intramuscular liver injections may prove bene- 
ficial. The‘condition is also occasionally seen in diabetics, and 
it is therefore advisable to exclude any diabetic tendency. For 
local application gentian violet is, of course, the standard treat- 
ment, but silver picrate preparations are equally effective and 
do not have the undesirable staining properties of the aniline 
dyes,’ Boric acid solutions are of little value. l ] 


NOTES AND . COMMENTS 


Acute Nephritis and Sweating.—Dr. CuHarLes Romer (Worcester) 
writes: From time to time the answers in “ Any Questions ? ” must 
have surprised your readers‘and have made them wish that the 
replies were not anonymous, In the‘Journal of October 1 (p.-767) 
the hardy annual of whether to nurse a case of acute nephritis in 
blankets is revived. As the General Nursing Council still expects 
this (together with an intimate knowledge of leeches, wet and dry 
cupping, etc.) is it not time, Sir, to ask that the subject should be 
thrashed out and a really authoritative statement issued ? Your 
answer states: ‘‘ The General Nursing Council is acting in thts - 
matter with the full approval of medical authority. The scientific 
principle involved is allied to the known fact that patients suffering 
from this disease tend to sweat excessively.” The answer continues 
very logically that such patients are more comfortable in blankets, 
and for rheumatic fever everyone is in agreement. No mention 
is made of the diaphoretic action, which must be taken-as approval 
of such measures being, as Dunlop and Davidson in their Textbook 
of Medical Treatment (1949, Edinburgh) put it, “now generally 
abandoned.” The crux of the matter is, then, do patients with 
‘ acute nephritis “ tend to sweat excessively” ?’ No mention of such 

sweating is made in Price, Savill, Sheldon, Paterson, or Eliis’s 
_Croonian Lectures (Lancet, 1942, 1, 34 and 72). None of the 
medical sisters asked, nor the writer, can recall having seen this 
alleged sweating. It is of interest to think that there can be such 
a wide divergence of opinion over a point that can be settled by 
simple clinical observation. The writer can. see no reason for con- 
tinuing to use blankets, but would beg for really authoritative views, 
lest another baby be thrown away with the bath water. 
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FURTHER STUDIES CONCERNING THE PARTICIPATION OF THE- ADRENAL 
CORTEX IN THE PATHOGENESIS OF ee : 


` BY 


HANS SELYE, M.D., Ph.D., D.Sc, F.R.S.C. 3 


Professor and Director -of the Institute of Experimental Medicine and Surgery, 
: ; ; Universite de Montréal, Montreal, Canada 


A few yeats ago we noted that rats chronically treated with © 


large doses of desoxycortone acetate (D.C. A.) often develop 
. joint lesions which exhibit the histological characteristics 
of rheumatic arthritis and periarthritis. Curiously, arthri- 
tides occurred only in a certain percentage of our experi- 
mental animals, although other “rheumatic” changes 
(e:g., a “rheumatic type” of arteritis, myocarditis, ,and 
encephalitis) were constantly present: Furthermore, even 
when an arthritis developed during the first weeks of treat- 
ment it tended to disappear in spite of continued D.C.A. 
administration ; only’ rarely did such’ lesions progress 
towards what might be called an experimental replica of 
rheumatoid arthritis (Selye, Sylvester, Hall, and Leblond, 
1944). In this, respect the joint affliction again differed 


‘from the other manifestations of D.C.A. overdosage which ` 


tend to progress as long as a hormone excess is given. 


During subsequent years we occasionally observed an 
acute joint swelling in D.C.A.-treated monkeys and 
dogs. Others poiiited out that Addisonian patients may 
develop “ rheumatic-like ” joint swellings under the influ- 
ence of D.C.A. overdosage, (Dejean, 1947; Dejean, 
Mahoudeau, and Bricaire, 1947; Laroche, 1947a, 1947b). 
All these observations revealed that this corticoid exerts 
2 rather specific effect upon joint structures in various 
“species, but the production of arthritis was not con- 
stant enough to serve asthe basis for systematic studies 
.concerning its pathogenesis. 

In the course of experiments planned” to increase the 
incidence of this lesion we noted that, under the influence 
of D.C.A. overdosage, adrenalectomized rats developed 
arthritis more frequently than intact controls (Selye; 
Sylvester, Hall, and Leblond, 1944). This fact was sub- 


sequently confirmed on a very large experimental material 


by my pupil O. Hall (1946). Some actions of mineralo- 
Corticoids (such as D.C.A.) are inhibited by gluco-corticoids 
(such as “ cortisone ”) (Selye, 1949a). Hence it was reason- 
able to assume that adrenalectomy sensitizes to the toxic 
effects of D.C.A. because it removes the source of 
' endogenous gluco-corticoids and ‘thereby predisposes to 
the development of a particularly unfavourable eee 
corticoid /mineralo-corticoid balance. 

‘Several earlier observations had called our attention to 
the importance of this balance, inasmuch as a mineralo- 
corticoid (D.C.A.) exhibited effects which are diametrically 
- opposed to those of gluco-corticoids. Thus, chronic pre- 
treatment with D.C.A. tends to cause thymus hypertrophy 
(Selye, 1941 ; Selye and Beland, 1943), while gluco-corticoids 
exert an opposite effect (Selye, 1946). D.C.A.-pretreated 
tats respond to various stress-producing agents (cold, 


+ 


formaldehyde injections, atropine injections, surgical 
trauma, exercise) with hypoglycaemia instead of the usual 
hyperglycaemia characteristic of the alarm reaction (Selye 
and .Dosne, 1942) ;. conversely, adreno-cortical extracts 
(rich in gluco-corticoids) increase the hyperglycaemic 


Tesponse to stress even in the adrenalectomized animal 


(Selye and Dosne, 1941). The development of shock after 
surgical trauma is aggravated by D.C.A. pretreatment and 
mitigated by corticosterone (a gluco-corticoid compound) 
(Selye, Dosne, Bassett, and Whittaker, 1940). It has been 
noted, furthermore, that the hypertension which can be 
elicited in sensitive ‘patients by D.C.A. overdosage is. 
abolished by an adrenal extract rich in gluco-corticoids 
(Perera and Pines, 1949). 

On the basis of these and many other observations we 
came to- the conclusion that D.C.A., when it is given 
in toxic concentrations, may create -a “partial hypo- 
corticoidism ” ; in other words, it can cause a condition 
in which manifestations of hypo- (decreased resistance to 
stress, thymus enlargement, hypoglycaemia) and hyper- 
corticoidism (sodium retention, hypertensive disease) are 
simultaneously manifest. It is also noteworthy in this con- 
nexion that, although the clinical condition of Addisonian 
patients is improved by moderate doses of D.C.A., they are 
hypersensitive to the toxic effects of this steroid—pre- 
sumably again because these individuals are deprived of 
the antagonistic gluco-corticoids (Selye, 1949a). 

Quite recently Pirozynski and Akert (1949) noted that, 
even when no macroscopically visible arthritis develops in 
D.C.A.-treated rats, one consistently finds histological evi- 
dence of a “rheumatic-like’’ joint involvement. These 
authors confirmed that adrenalectomy sensitizes the rat to 
the production of joint lesions by D.C.A. They discovered, 
furthermore, that even the extra-articular manifestations of 
D.C.A. overdosage (such as cardiovascular and renal 
lesions) are aggravated by adrenalectomy, probably because 
the source of the protective gluco-corticoid had been 
removed, 

Subsequently it was found that “ 


rheumatic ” changes in 


` the heart and joints, similar to those produced by D.C.A,, 


can also be elicited by a crude lyophilized anterior pituitary 
(L.A.P.) preparation, but only in the presence of the 
adrenals. Since adrenalectomy prevented these. effects of 
L.A.P., it was concluded that they are largely, if not 
entirely, mediated through the adrenal cortex, perhaps 
owing to the discharge of some D.C.A.-like_ mineralo- 
corticoid compounds (Selye, 1946). 

In the course of our work on the general-adaptation - 


syndrome, it became obvious that in response to a variety 
4637 
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of stress-producing agents (emotional tension, infections, 
intoxications, exposure to cold, etc.), the organism responds 
with an increased corticoid-hormone production. This 
is a useful adaptive reaction which helps to raise resistance 
in general (Selye, 1937). However, under abnormal con- 
ditions it may derail, perhaps ‘because the production of 
gluco-corticoids cannot keep pace with the excessive 
elaboration ‘of mineralo-corticoids.‘ Under these condi- 
tions the fundamentally useful general-adaptation syn- 
drome may itself become the principal cause of disease. 
and some hypertensive diseases, the so- 
called collagen diseases—nephrosclerosis, gout, etc.—were 
among the derangements interpreted as “ diseases of adapta- 
tion” (Selye, 1944, 1946, 1949a). 

Perhaps the most important weakness .of our theory is 
that an increased formation of D.C.A~-like mineralo- 
corticoids has not been actually demonstrated (by urine or 
blood analysis) in patients exposed to stress or those suffer- 
ing from “ diseases of adaptation.” There is no doubt that 
stress causes an increased elimination of gluco-corticoids as 


‘judged by urinary bio-assays, but a concomitant increase 


in the formation of mineralo-corticoids is postulated almost 
entirely on the basis of indirect evidence, because of the 
great technical difficulties involved in the determination 
of these latter compounds. It should be kept in mind, 
however, that even if the absolute amounts of mineralo- 


_corticoids were not increased their effect could be aug- 


mented owing to sensitization (e.g., by sodium retention 
or renal failure), or the gluco-corticoid /mineralo-corticoid 


. quotient may become unfavourable. 


At the time of our first observations the assumption of 
a pathogenetic relationship between the adrenal cortex and 
the “rheumatic-rheumatoid type” of arthritis appeared 
rather far-fetched. However, this view received strong 
support from recent clinical observations. It was noted 
that adrenal-cortical extracts (Bassi and Bassi, 1946), which 
are notoriously rich in gluco-corticoids, and especially 
cortisone (Hench, Kendall, Slocum, and Polley, 1949), a 
typical gluco-corticoid compound, produce spectacularly 
beneficial effects in patients with chronic rheumatoid 
arthritis. It is of special interest in this connexion, that 
purified adrenocorticotrophic hormone (A.C.T.H.) is also 
effective in rheumatoid arthritis (Hench, Kendall, Slocum, 
and Polley, 1949), since normally this compound appears 
to stimulate particularly the production of gluco-corticoids. 

On a purely empirical basis, so-called non-specific thera- 
peutic procedures (e.g., parenteral injection of foreign 
proteins or colloidal metals, blood-letting) have long been 
used in the therapy of rheumatoid arthritis. It is pre- 
sumably due to the same mechanism that this joint lesion 
can improve under the influence of a variety of other non- 
specific stress-producing conditions, such as pregnancy, 
icterus, traumatic injuries,.and starvation (Hench, 1949). 
All these are highly effective “alarming stimuli ’—that is, 
they can produce a condition of systemic stress with the 
characteristic endogenous discharge of pituitary A.C.T.H. 
(Selye, 1946, 1949a ; in the press). As we have said elsewhere, 
probably the most important factor in the therapeutic 
action of “non-specific therapy,” “fever therapy,” and 
“shock therapy” is the fact that such drastic measures 
stimulate defence by- eliciting a general-adaptation syn- 
drome, and, more particularly, an increased production 
of A.C.T.H. (Selye, 1949b ; in the press), The observation 
that potent gluco-corticoid and A.C.T.H. preparations are 
especially effective in combating peated arthritis agrees 
with this view. 

It remains to be seen why certain impure anterior 
pituitary preparations (e.g., L.A.P.) often produce arthritis 


f 


(Selye, 1946), while pure corticotrophin tends to inhibit its 
development. Perhaps some principle present in the crude 
extracts so modifies their A.C.T.H. effect that.a predomi- 
nantly mineralo-corticoid discharge results in the adrenal 
cortex. However, there is no definite evidence to support 
this hypothesis, and various points of -view have ‘been 
expressed concerning the probable relationship between 
the experimental production of arthritis. with certain 
corticoids and pituitary extracts on the one hand and its 
prevention with other corticoids and pure corticotrophin 
on the other (Pirozynski and Akert, 1949 ; Editorial, 1949a, 
1949b). 

Until quite recently the progress of our work concerning 
the role of hypophyseal and adreno-cortical hormones in 
the pathogenesis of arthritis was seriously handicapped by 
two technical difficulties : (1) neither D.C.A. nor L.A.P. 
produces arthritis with sufficient constancy to permit 
systematic investigations concerning the value of therapeutic 
measures ; (2) until a few months ago only the arthritogenic 
preparations (D.C.A. and L.A.P.) were readily available 
to us at this institute. 

Recently we succeeded in developing a simple technique 
for the consistent production of arthritic and periarthritic 


changes, and, having now obtained adequate amounts of ~ 


the anti-arthritic hormone preparations (A.C.T.H. and 
cortisone), we were able to analyse further the role of the 
pituitary adreno-cortical system in the production and pre- 
vention of arthritis. It is upon this work that we report 
in the present communication. 


Methods 


The experimental animals used in this study were adult 
male Wistar albino or piebald rats. The experimental 
arthritis was produced by the injection of dilute formalde- 
hyde solutfons of varying concentration (see description 
of individual experiments) just beneath the plantar apo- 
neurosis of the hind paws. Normally, this strong irritant 
produces an intense hyperaemia “and oedema of the entire 
paw within a few minutes. 

As we shall see below, the action is increased by pre- 


treatment with D.C.A. or L.A.P. and diminished by pre- | 


vious administration of A.C.T.H. or cortisone. We had 
noted in earlier experiments that the effect of various hor- 
mones largely depends upon the sensitization or desensi- 
tization of the target organs by peripherally acting “ condi- 
tioning factors.” Thus, the production of nephrosclerosis 
or arteriosclerosis by D.C.A. depends upon the sodium 
content of the diet (Selye, 1949a). In the present instance, 
however, formaldehyde as an irritant is the actual eliciting 
factor, while the hormone preparations appear to act as 
“conditioning factors ” determining the degree of response. 

About 10 days after the first hyperaemic and oedematous 
response vanishes, a secondary more chronic type of joint 
reaction becomes manifest. 
oedema has subsided, but the surrounding skin remains 
intensely hyperaemic and the periarticular connective tissue 
begins to proliferate, especially in the ankle-joint region. 
It is somewhat unexpected that the injection of the irritant 
at some distance from the ankle-joint should produce a 
secondary response in this articulation, but numerous obser- 
vations leave no doubt concerning the selective responsive- 
ness of the ankle-joint region during the chronic indurative 
stage. Probably the stretching of tissues incident to the 
great mobility of this joint is responsible for this, 

In ‘the course of our preliminary experiments we 
compared the inflammatory response to a given quan- 


uty of formaldehyde in various organs—for instance, the 
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connective tissue-surroùnding large joints, the derma, loose 
subcutaneous’connective tissue, liver, spleen, muscle, testis, 
etc.” These éxperiments revealed that the intensity of “the 
inflammatory response‘(especially the initial oedema andthe 
secondary induration) differs in various regions of the body. 
Apparently the connective tissue surrounding the large joints 
has the greatest- “inflammatory potential,” that of the 
derma. and the’ loose connective tissue coming second. 
Most other tissues respond only with:a very slight and 
transitory oedema followed by .actual necrosis of the 


Desoxycortone (D.C.A.) was administered subcutaneously 
as a microcrystal suspension containing 50 mg. per ml. 
of corn’ oil or in the form of pellets weighing 25 mg. 
each, as furnished bythe Schering Corporation, of 
Bloomfield, N.J. 


The techniques used for the production of the alarm 
reaction are described in the experimental section below. 


4 


J. Experiments with Corticoids 


parenchymatous cells, without any long-lasting secondary Effect of D.C.A. upon the Chronic Stage of “ Formalin Arthritis ” 


proliferative inflammatory response. 
The -chronic periarthritic indurative‘changes were most 


In our first experiment we planned to examine the effect 
of D.C.A. upon the development of the “ formalin arthritis.” 


readily obtained in animals which received several formalde- ~ Twelve piebald rats, weighing 110-118 g., were unilaterally 


hyde injections at a few days’ intervals. “Although this 
did not lead to any abscess formation, the resulting arthritis 


nephrectomized and given 1% NaCl instead of tap-water _ 


to drink, since previous work has shown that partial 


and periarthritis in the ankle-joint became a self-maintain- nephrectomy and a high sodium intake sensitize to the toxic 


ing chronic inflammatory process which showed little or no 
sign of regression for weeks after the last injection. Indeed, 
frequently it continued to progress after treatment had been 
discontinued, so that eventually the joint became enor- 


actions of D.C.A. (Selye, 1946). 
subdivided into two groups of six animals each. Group I 


acted as untreated controls, group II received 5 mg. of | 
D.C.A. “in 0:1 ml. of corn oil subcutaneously twice daily : 


mously -enlarged, stiff, and extremely painful to touch.” in the form of a microcrystalline suspension. Fourteen 
We shall report upon the histogenesis of this lesion else- days later all animals of both groups were injected with 
where ; suffice it to say here that, microscopically, in the 0.1 ml. of a 4% formaldehyde solution into the right hind 
acute oedematous stage it resembled the rheumatic, in the -paw, as described above. A second similar injection was 


chronic stage the rheumatoid, type of arthritis. For the 
sake of simplicity we shall merely refer to these changes 
as the acute and Chronic phases of “ formalin-arthritis ” 
(see Fig: 1). _ € 
Corticotrophin (A.C.T.H.) was administered subcu- 
taneously in the form of a solution containing 5 mg. 
A ` per ml. of physio- 
z i logical saline. Two 
highly purified pre- 
parations were sup- 
plied by the Armour 
Company, of 
Chicago: “lot 60- 
61,” | 
biological potency of 
100%. Armour Stan- 
dard La-J-A, con- 


unit of vasopressin 





-e` A” has g biological 
Fic. 1.—On the left, hind paw of a 
. normal rat; on the right, hind paw of a 
rat which received three injections of a 
1% formaldehyde solution under the 
palmar aponeurosis at two-day intervals 
one month before this picture was taken. 
Note the typical appearance of the 


Armour Standard 


chronic “ formalin arthritis.” The lesion ; - 

` is largely limited to the ankle-joint, which Dre. arat mus d es wae 
became almost immobilized by the hard contaminated Dy 
cartilage-like indurating granulomatous © nly negligible 
vegetation. The skin covering this region „amounts? of- the 
is very hyperaemic -and the joint ae 

` extremely tender to touch. remaining known 


- . l : pituitary factors. | 
Lyophilized anterior pituitary (L.A.P.) was injected sub- 


cutaneously in the form of a preparation containing 40 mg. , “ formalin arthritis.” 


which has a 


tains 0.03 unit of however, that the 
oxytocin and 0.06 high 


per mg.; “lot 64- used in this 


potency of 180% of actual 


given into the same paw four days later. Immediately 
after each injection’ the initial hyperaémic and oedematous 
response to the local irritation was approximately the same 
in both groups. However, a few days after each injection 
the oedema tended to subside much more in the untreated 
than in the D.C.A.-injected rats. , The experiment was ter- 
minated on the 14th day after the first formaldehyde injec- 
tion, at which time - es 

the oedema, indura- IPEE 6. “3 oa 
tion, and hyperaemia 
of the paw were 
significantly more 
pronounced in the 
D. C. A. - pretreated 
than in the control 
rats.(see Fig. 2). It 
must be emphasized, 


. Fig. 2.—Hind 


concentration aw of a rat pretreated 

of ` formaldehyde with D.C.A. (left) and a not pretreated 
fi rat. Both animals were injected with the 

f rst same amouñt’ of formaldehyde into the 
experiment caused joint region, yet the D.C.A.-treated 


animal developed a much more. pro- 


necrosis 1 nounced inflammatory reaction. 


the plantar skin, and 


aggravated the inflammatory response. - 


Effect of D.C.A. and Cortisone upon the Subacute and Acute 
i Stage of “ Formalin Arthritis ” 


The second experiment was designed to 'examine the: 
effect of D:C.A. and cortisone (both in themselves and in: 


combination with each other) on the development of 
For this purpose we used 40’male 


_ of lyophilized cattle anterior pituitary powder, suspended piebald rats weighing 120-150 g. ' All animals were 


in a 10% aqueous alcoholic solution. 


Cortisone was given subcutaneously as a saline suspen- 
gion of cortisone acetate microcrystals, each millilitre con- 


taining-25 mg.: , The preparation was that distributed. by groups 
Merck and Co., Rahway, N.J., in which suspending agents .group 
IV, cortisone. 


(to’keep’ the microcrystals from settling) and 1.5% benzyl 
alcohol (as a preservative) are added. 


4 
~ - _ 


næs 


bilaterally adrenalectomized on the first day of the experi- 
ment in order to eliminate any complicating endogenous 
corticoid formation.’ They were then subdivided into four 
of ten rats each : group I, no hormone treatment ; 


D.C.A. was administered. in. the form of 
two 25-mg. pellets subcutaneously on the day of the 


Pad 





These rats were then : 


~- "tcs — 


— >- 


La-I-A and contains hence the inflammatory response was quite intense and - 
0.03 unit of oxytocin diffuse (not limited to the ankle region) even in the controls. 
per mg.’ Both these Jn spite of this intense local damage, D.C.A. pretreatment 


Il, D.C.A. ; group II, D.C.A. and cortisoné; group . 


1132 Nov. 19, 1949 
x 

‘adrenalectomy. Cortisone was given in two 2.5 mg. injec- 
tions daily subcutaneously. All animals received 1% NaCl 
as drinking fluid in order to help their ‘survival after 
adrenalectomy and also because a sodium supplement 
ageravates D.C.A. intoxication. 


An injection. of 0.1 ml. of a 1% formaldehyde solution 
was given in the usual manner into the right hind paw on 
the second and fourth days after adrenalectomy. On the 
fifth day the swelling was very mild in the groups receiving 
cortisone or cortisone and D.C.A., while it was pronounced 
in the remaining two groups. There was no clear-cut dif- 
ference between 
groups I and II (no 
hormone treatment 
or D.C.A. alone) nor 
between those of 
groups II and IV 
(cortisone alone or 
in combination with 
D.C.A.). At this 
time another injec- 
tion of 0.1 ml. of a 
2% formaldehyde 
solution was admin- 
istered into the left 
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Fic. 3.—Cortisone-pretreated (left) and 
‘ D.C.A.-pretreated adrenalectomized rats. 


< _ Both animals received the same amounl 


of formaldehyde, yet’ the cortisone-pre- 
treated rat failed to respond, while the 
animal receiving D.C.A. developed a very 
pronounced and persistent inflammatory 
reaction, Adrenalectomized rats of this 
group receiving both cortisone and 
D.C.A. also failed to respond, while not 
pretreated adrenalectomized 
reacted violently, though not quite as 
much as those receiving D.C.A. 


controls . 


hind paw, with the 
remarkable result 
that even three hours 
after the injection of 
this rather concen- 
trated solution none 
of the two cortisone- 
treated animals 
(groups III and IV) 
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60-61 ”) subcutaneously. Twenty-five minutes later all ani- 
mals of both groups received 0.1 ml. of a 1% formaldehyde 
solution into the left hind paw in the usual manner. Again 
the controls showed an almost immediate hyperaemic and 
oedematous response at the site of injection, while the 
A.C.T.H. pretreated animals exhibited only a very slight 
hyperaemia with almost no oedema. Two hours after the 
first injection an additional 2 mg. of A.C.T.H. was adminis- 
tered in group II. It was noted that in these animals the 
local response to the formaldehyde, though detectable, was 
extremely mild, even several hours after the second A.C.T.H. 
injection ; by this time the paws of the control animals were 
very hyperaemic and so intensely swollen that the skin 
covering the plantar surface became shiny from extreme 
distension (see Fig. 4). 


Effect of A.C.T.H. upon the Chronic Stage ot “ Formalia Arthritis ” 

Having thus established that the acute local response to 
formaldehyde is inhibited by an immediately preceding 
injection of A.C.T.H., we undertook another experiment 
to examine the influence of prolonged A.C.T.H. treat- 
ment upon chronic “formalin-arthritis.” Twelve male 
piebald rats weighing 120-136 g. were -subdivided into: 
two groups of six. Group I acted as controls, group II 
received 5 mg. 


of A.C.T.H. (lot 
64-A) daily subcu- 
taneously, sub- 
divided into five 
injections of 1 mg. 
each. After two 


weeks of this pre- 
treatment the ani- 
mals of both groups 


responded, while the 
untreated animals, and especially those bearing the D.C.A. 
pellets, developed a marked hyperaemia and oedema, 
especially in the ankle region (see Fig. 3). - 


kl. Experiments with Hypophyseal Preparations 

Effect of A.C.T.H. upon the Acute Stage of “ Formalin Arthritis ” 

Having learned that both in more chronic and in acute 
experiments cortisone inhibits, while D.C.A. tends to aggra- 
vate, “ formalin arthritis,” it appeared of interest to deter- 
mine whether A.C.T.H. would act like cortisone, since in 
so many other respects these two hormones have similar 
properties. Twelve male Wistar albino rats weighing 
120-180 g. were subdivided into two groups of six animals 
each. Group IJ received no hormone treatment, while in 
group II each animal was given 2.5 mg. of A.C.T.H. (“lot 


é 





Fic. 4.—A.C.T.H.-treated (left) and not pretreated control. Both 
animals received the same amount of formaldehyde, yet the A.C.T.H.- 
treated animal almost completely failed to respond, while the control 
developed a pronounced oedema of the periarticular tissue and a 
pronounced hyperaemia of the skin almost immediately after the 
formaldehyde injection. Unlike the intact control, the A.C.T.H.- 
pretreated rats of this group gave no particular manifestations of 
pain when the joint region was touched. 


received 0.1 ml. of a 
4% formaldehyde 
solution adminis- 
tered into the right 
hind paw in the 
usual manner. With 
this dosdge the 
immediate oedema- 
tous reaction was 
almost the same 
in the A.C.T.H.- 
treated and in the 
control animals, but 
in the former 
the swelling subsided 
rapidly while in the 
latter it persisted for 
several days. Seven 
and again 12 days 
later 0.1 ml. of a 1% 
formaldehyde solu- 
tion was injected 
into the same paw in 
all animals. 

After each injec- 
tion the immediate 
response was almost 
as pronounced in 
the A.C.T.H.-pre- 
treated as in the 
control animals, but, 
while in the former 
only a trace of 
oedema persisted a 
few days after each 





a 





Fic. 5.—A.C.T.H.-pretreated (left) and 
not pretreated control. After a few 
A.C.T.H. injections both these animals 
were given repeated injections of the same 
amount of formaldehyde into the paw. 
The controls developed marked indura- 
tive chronic arthritic and pertarthritic- 
lesions; the A.C.T.H.-pretreated animals 
Showed only a negtigible response. . 


— 








Fic. 6.—Plantar view of the specimens 
shown in Fig. 4. Note that although the 
direct necrosis-producing effect of the 
formaldehyde injection was the same in 


both cases, the A.C.T.H.-pretreatment 
(left) "almost completely prevented the 
proliferative inflammatory response to 
the local tissue injury which is so evident 
in the control. z 
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injection and no cumulative effect ‘was detectable, in «the - 


latter the inflammation’ became increasingly more! pro- 


nounced and gradually proceeded towards induration., 


By. the 25th day after the first’ A.C.T.H. . injection 
‘all’ the control animals had developed a pronounced 
and proliferative indurating inflammatory lesion, especially 
‘in the ankle-joint region, but to some extent also, around 
the metatarsal: joints.’ In several of the A.C.T.H.- 
treated rats there was also a barely detectable oedema of 
the paw; but without predilection for thé ankle-joint region 
and without induration.” In this series, where the. first 
injection consisted of the concentrated (4%) formaldehyde, 
definite necrotic changes were obvious in the plantar region 
-of all animals in both groups. This necrosis presumably 
resulted from the protein-precipitating (fixative) action of 
the formaldehyde, which of course could not be inhibited 
by the hormone treatment. It is especially instructive to 
note that in spite of the creation of an equally ‘severe 
necrotic focus the inflammatory response to the irritation 
was’ so effectively suppressed by the hormone treatment 
(see Figs. 5 and. 6). a : a % 
| Comparative Study of the Effect’ of L.A.P. and A.C.T.H. upon 
E ”  “ Formalin Arthritis ” - ` 

It will be recalled that in our earlier experiments L.A.P. 
occasionally produced arthritis even without any local 
trauma to the joints, while in the above-mentioned groups 
A.C.T.H. inhibited’ the development of “ formalin- 
arthritis” ; hence we wanted to compare the effect of the 
two hormone preparations under similar experimental con- 
ditions. For this purpose -18 male piebald rats weighing 
120-150 g. were subdivided into threé groups of six animals 
_each. Group I received no hormone preparation ; group I 
were given 40 mg. of L.A.P. daily, divided into-five doses ; 
and group III received 10.mg. of A.C.T.H. (lot 60-61) daily, 
divided into five doses. ~On the first, second, and third 
day of the experiment the rats of ‘all groups were given 
0.1 ml. of a 1%-formaldehyde solution ‘into the right hind 
paw in the usual manner. Here again the immediate 
response to the -irritant was only slightly less pronounced 
in the A.C.T.H.-pretreated than in the other two. groups. 
However, about 24 hours-after each injection the oedema 
had subsided most markedly in the A.C.T.H.-treated ani- 
mals and remained especially pronounced in those receiving 
‘.L.A-P. This difference became quite obvious two days 
after the last, formaldehyde injection. 
greatly diminished, while L.A.P. slightly increased, the 
arthritis-producing effect of formaldehyde. an. 

Our earlier observations had revealed that A.C.T.H. (like 
cortisoné) causes rapid involution of the thymus and other 
lymphatic-organs. ‘This response is also manifest during 
the alarm -reaction produced by any agent capable of 
causing systemic stress effects (¢.g., nervous stimuli, infec- 


tions, intoxications, exposure ‘to cold), while L.A.P. tends 


to enlarge the thymus and the lymph nodes (Selye, in the 


press). It had been observed, furthermore, that during the .. 


alarm reaction the phagocytic_power of the macrophages is 
considerably augmented, presumably due to increased 
A.C.T.H. and, gluco-corticoid hormone production (Selye 
and Timiras, in the press). Since phagocytosis plays an 
important part in inflammatory reactions we added a few 
‘drops of commercial indian ink (Higgins’s “ American India 
ink”) to the formaldéhyde used in this experiment for 
the production of arthritis. - This made it possible simul- 
taneously to follow the process of phagocytosis. Upon 
necropsy of the rats on the second day after the last form- 
aldéhyde injection it became immediately obvious that, on 
the formalin and indian ink injected side, the popliteal 
and iliac lymph nodes were most markedly stained in the 


` 
e. 


Thus A.C.T.H. : 


‘ACTH. ‘group and least markedly in the L.A.P.-treated 


animals. The size of these lymph nodes, on the other hand, 


. was’ smallest in’ the A.C.T.H.-treated and largest in the 


L.A.P.-treated rats. Thus, apparently, the removal of the 
indian-ink particles was accelerated by the A.C.T.H. and 
inhibited by the L.A.P. preparation, while the morphologic 
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1G. 7.—lliac lymph nodes of rats which were injected with 
formaldehyde and indian ink into the joint region. On the left. not 
hormone treated control; in the middle, A.C.T.H.; on the right, 
L.A.P. pretreated animals. Note ‘the A.C.T.H.. increases phago- 
cytosis but diminishes the size of the lymph nodes, while L.A.P. 


“exerts contrary effects. 


development of the lymph nodes was promoted by LAP. 
and diminished by A.C.T.H. (see Fig. 7). At the same time 
we confirmed that A.C.T.H. causes pronounced thymus 


involution while L.A.P.' tends to augment the development 


of the thymus. This latter finding is all the more remark- 


` able since the adrenal cortical. enlargement produced by 


A.C.T.H. and L.A.P. was almost exactly the same at the 
dose ‘level employed in this experiment. The adrenals of 
the untreated controls weighed 21+1 mg., those of the 
AC.T:H.-treated rats 30+3 mg., and those of the animals 
receiving L.A.P., 32+2 mg. This would imply that at the 
dose level, used the corticotrophic effect of the two pre- 
parations was quite comparable in degree, as judged by 


_ the ability of these preparations to cause adreno-cortical 


hypertrophy, yet the thymolytic and lympholytic effect was 
manifest only with pure A.C.T.H. Perhaps some con- 
taminating substances present in the L.A.P. but absent in 
the A.C.T.H. counteract certain manifestations of the pure 
corticotrophic hormone. á 
Effect of the Alarm Reaction U on the Development of 
Formaldehyde- Arthritis 

The last experiment of this series was ‘planned to examine 
the effect of an alarm reaction (produced by various means) 
upon the response of the joint tissues to local formaldehyde 


. injection. | 


Fifty male piebald ,rats weighing 150-200 g. were sub- 
divided into five groups of ten animals each. Group I 


- served as not pretreated controls. In group IL an alarm 


reaction was produced by forced exercise in a drum cage 


.12 in. (30 cm.) in diameter and revolving at a speed of 


12 revolutions per minute. The animals were forced to 
run three to.four hours at a time, the revolving cage being 
stopped for a few hours whenever one or-two animals of 
the group were too tired to run.. Group III were -exposed 


to a-temperature of +1 to +3° C. during 24 hours. In 


group IV stress was produced by transection of the spinal 
cord at the level of the seventh cervical yertebra. ‘In 
group V 0.5 ml. of a 10% formaldehyde ‘solution was- 
injected subcutaneously in the region between the shoulder 
blades four times during 24 hours. Since fasting increases 
the ability of various damaging agents to cause an alarm 
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reaction, all animals of groups II to V inclusive were fasted 
24 hours before, as well as during the exposure period. 
Since all stresses were applied during 24 hours, the total 
period of fasting was 48 hours. At the end of this time 
0.1. ml. of a 2% formaldehyde injection was injected in 
the usual manner into the right hind paw. Fifteen minutes 
later pronounced hyperaemia and oedema had developed in 
the not pretreated control animals of group I while none 
of the alarmed animals showed more than a trace of 
hyperaemia or oedema; most of them did not react 
at all. 


It should be specially emphasized that, although some ol 
the alarmed animals were in a very debilitated condition, 
those which showed no obvious signs of weakness likewise 
failed to respond to formaldehyde. Hence the failure to 
react cannot be ascribed merely to a decreased vitality. 





Fic. 8.—On the left, untreated control. Note normal appearance 
of the hind paw. Jn the middle, unpretreated control showing 
pronounced oedema and hyperaemia of the paw after local formalde- 
hyde injection. On the right, paw of an animal in which an alarm 
reaction was produced by spinal-cord transection. Note almost com- 

lee absence of hyperaemia and oedema. The paw is practically 
indistinguishable from the intact control, although the same amount 
of formaldehyde was injected into it. A variety of other alarming 
stimuli (cf. text) exerted the same inhibitory effect. 


This view receives further support from our previously 
mentioned observations on adrenalectomized animals. 
Many among these were almost moribund at the time of 
formaldehyde injection and yet responded with pronounced 
periarticular swelling. We are inclined to assume, there- 
fore, that in this experiment endogenous secretion of 
A.C.T.H., and consequently of gluco-cortico.ds, was respon- 
sible for the inhibition of the “ formalin-arthritis ” (see 
Fig. 8). 
Discussion 


If we now attempt to evaluate these observations the con- 
cept of “non-specific resistance ” or “ crossed resistance ” 
first comes to mind., We had repeatedly observed that 
during an alarm reaction, produced by diverse means, both 
the specific and the non-specific resistance of the organism 
rise above normal, That is, the exposed individual becomes 
more resistant not only to the particular damaging agent 
with which the alarm reaction was elicited but also to 
entirely unrelated stimuli. Thus an alarm reaction pro- 
duced by cold, forced muscular exercise, spinal-cord tran- 
section, etc., increases resistance against the fatal lung 
oedema produced by toxic doses of adrenaline, anaphylactic 
and anaphylactoid reactions, etc. Since such manifesta- 
tions of crossed resistance were invariably accompanied by 
histological signs of increased adreno-cortical activity, and 
since they were never observed in adrenalectomized animals 
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exposed to stress, they had tentatively been ascribed to an 
increased production of corticoids during the alarm 
reaction (Selye, 1946; in the press). 


We have reported elsewhere upon experiments showing 
that in the rat anaphylactoid reactions to egg-white can 
also be effectively inhibited by A.C.T.H. and cortisone 
(Selye, 1949c). 

It is rather probable that in the final analysis the inhibi- 
tion of “ formalin-arthritis ” by A.C.T.H., cortisone, and the 
alarm reaction is due to the effect of cortisone-like gluco- 
corticoids upon the directly injured tissues. The mechan- 
ism of this response is still unknown. It may be related 
to the anti-hyaluronidase effect of gluco-corticoids (Seifter, 
Baeder, and Dervinis, in the press), or to their well-known 
antihistaminic action. It has long been assumed that 
histamine-like compounds are liberated from tissues at the 
site of injury, and that these play an important part in 
inflammation. It is noteworthy, therefore, that the pheno- 
mena of “crossed resistance ” which can most effectively 
be compared by the alarm reaction are also markedly 
inhibited by antihistaminic drugs (e.g. lung oedema, 
anaphylactic and anaphylactoid reactions). In view of this 
observation it would be interesting to examine the value o! 
antihistaminics in some of the clinical conditions (e.g.. 


‘rheumatic fever, rheumatoid arthritis, and lupus erythem- 


atosus) which have been effectively combated with cortisone 
or A.C.T.H. 


It is particularly difficult to explain the apparent 
antagonism between D.C.A. or L.A.P. on the one hand 
and cortisone or A.C.T.H. on the other. Perhaps D.C.A., 
being a close chemical relative of cortisone, prevents the 
latter from reaching its target organs; this might be due 
to some mechanism of “competition for the substrate,” 
such as has been demonstrated to exist between adrenaline 
and certain adrenaline derivatives, or vitamins and their 
corresponding anti-vitamins. However, this possibility is 
meanwhile purely hypothetical. 

It is curious that the impure pituitary preparation L.A.P 
acts like D.C.A., while purified A.C.T.H. exerts cortisone- 
like effects. L.A.P. contains A.C.T.H., and under the con- 
ditions of our experiments it produced an equally pro- 
nounced adrenal cortical enlargement; hence we must 
consider the possibility that the pituitary contains additional 
principles which antagonize the A.C.T.H. effect or so 
modify it that a D.C.A.-like action results. This may be 
important in the pathogenesis of the “ diseases of adapta- 
tion.” It will be recalled that under certain conditions 
chronic exposure to stress (e.g., cold, parenteral protein 
administration) causes nephrosclerosis, myocarditis, hyper- 
tension, and arteriosclerotic changes similar to those 
produced by D.C.A. or L.A.P. (Selye, 1946; in the 
press). 

Finally, it must be kept in mind that the “ anti-arthritic 
effect” of A.C.T.H. and cortisone is by no means specifi- 
cally directed against the hypothetical pathogen which 
causes rheumatoid or rheumatic joint lesions. Clinical 
observations have shown A.C.T.H. to be highly effective 
also in gouty arthritis (Thorn, Bayles, Massell, Forsham, 
Hill, Smith, and Warren,1949), and our observations reveal 
that even the arthritis caused by formaldehyde—an obvi- 
ously entirely non-specific inflammatory reaction—is effec- 
tively prevented by A.C.T.H. and cortisone. It should be 
Mentioned that upon discontinuation of A.C.T.H. treat- 
ment in patients predisposed to gout an attack of arthritis 
can be elicited (Hellman, 1949 ; Thorn, et al., 1949). Corre- 
spondingly, in many of our experiments (not reported here) 
we noted that if a “ formalin-arthritis”” is inhibited by an 
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alarming stimulus during a`period of one- to two-days it 


. usually flares up in a particularly severe form upon dis- . 


. continuation of the stress—e.g., cold, muscular exercise. 
Indeed, sometimes the arthritis- developed after-a latency 


l period -even if the-stress was continued., Such observations ` 
raise the question whether it will be possible to combat’ 


clinical “ diseases of adaptation ” indefinitely by continued 
A.CA.H. or cortisone therapy. 2 eS 


Summary and Conclusions 

A technique has been’ developed which permits the produc- 
tion of an acute arthritis‘and pénarthritis. by the local injection 
of formaldehyde into’ the vicinity of joints. If large doses of 
formaldehyde are administered the acute stage is followed by 
a very prolonged chronic arthritis and periarthritis, charac- 
terized by moderate oedema and very pronounced connective- 
tissue proliferation, with stiffening of the joint and hyperaemia, 
of the surrounding skin’ The resulting chronic granuloma is 
self-maintaining, as it continues to proliferate for weeks after 
the administration of the local irritant. 


This ‘“ formalin-arthritis ” is slightly ageravated by pre-. 


treatment with desoxycortone or crude anterior-pituitary 
` preparations ; on the other hand it can be almost completely 
inhibited by cortisone or A.C.T.H: Thus there seems to exist 
an antagonistic relationship between D.C.A. or crude anterior- 
- pituitary preparations on the one hand and cortisone or purified 
A.C.T.H. on the other. . l oan 
The possible role of such an antagonism is discussed in 
connexion with the concept of “crossed resistance” and of 
the “diseases of adaptation.” a 


* This investigation was performed with the aid of a grant from the 
Canadian National Research Council. I am also indebted to the 
following companies, who. supplied the hormone preparations 
necessary for this work: Merck and Co., Rahway, N.J. (éortisone 
acetate}; Armour and Company, Chicago (A.C.T.H.); Schering 
Corporation, Bloomfield, N.J. (desoxycortone-acetate): and F. W. 
Horner and Co. (lyophilized anterior-pituitary tissue). Special thanks 
are due to Mr. Kaj Nielsen -for the photographs and to Mr. Bernard 

. Messier for technical aid. 
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TUBERCULOSIS IN EUROPE DURING 
‘AND AFTER THE SECOND WORLD WAR 


- = BY 


_- MARC DANIELS, MR.CP., D.P.H. 
Member of the Scientific Staff of the Medical Research Council 


THE TUBERCULOSIS SERVICES* 


Before describing the reorganization of the tuberculosis 
services in the ditferent European countries it may be help- 
ful-to say something of the conditions Unrra found in 
some of these countries at the end of the war. A pre- 
‘liminary stage of the Unrra programme was to study these 
conditions.at close quarters, assess the damage, and make 
proposals for a programme of relief and rehabilitation on 
the basis’ of this assessment. Travelling throughout the 
countries as we did, discussing problems with people of all 
kinds, we were in a- position often to get an exceptional 
overall view of the situation, and were in fact able’ to 
report back to the central authorities. much that was 
unknown to them. It is only by remembering what these 
conditions were that we can appreciate what has been 
achieved since then. N 

Itis difficult in this country to realize the -extent of the 
disruption- and destruction in some. of the countries. Of 
those we saw, none had suffered more than Poland. The 
occupation had been brutal against a continuous opposition 


. —the avowed German policy had been one of systematic 


reduction of the Poles to the status of a slave people, and a 
part of -this policy had been the killing ‘of professional 
and skilled workers. Some six million peop'e of the total 
population of 33 millions had been killed in concentration 
camps, at their work, in their homes, or elsewhere. All 
higher education was stopped. The city of Warsaw was 
- systematically destroyed till less than 10% of buildings were 
left standing; and° other cities were similarly destroyed. 
The tragic war years were reflected in all we saw : when 
we went in we found towns that had throughout their - 


- area the look of some patches we know around St. Paul's 


or-in the East End. Vast areas of farmland had been 
laid waste. People were living in cellars, dug-outs, in shells 
of buildings—one, two, ‘or -three families together in a 
room. Nearly all had Jost relations in concentration camps _ 
or had spent years in camps themselves ; there were half a 
million orphans ; thousands of people were migrating from 

. one area to another ; thousands were returning from other 
countries. In the midst of all this the Polish people were 


. attempting to rebuild—to provide homes, food, and 


services. 

Dr. Gould, who visited Yugoslavia for Unrra, tells a 
similar story. . In his words : “ All] the factors which tend 
fo increase the incidence and mortality of tuberculosis 
. became particularly acute during the war years. Entire 

villages had been burned after being plundered of food, 
~clothing, livestock, and valuables. Men and women had 

been.deported as slave labourers. With the combination 
of enemy action and civil strife the public health service 
was completely disorganized. Trained tuberculosis doctors 
-and nurses were dispersed and lost.” : 
Dr. McDougall reported from Greece : “In spring, 1945, 
when Unrra was_invited to make a survey of tuberculosis 
requirements in Greece, after four years of German, Italian, 
and Bulgarian occupation and a month or more of civil x 





The second Milroy Lecture (abridged) ‘delivered at the Royal 
College of Physicians on February 17. The first lecture appeared 


last week. , 
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war, it was clear that public health organization was com- 


pletely out of hand. . | . During the occupation malnutri- - 


tion had assumed epidemic proportions; anaemia and 
emaciation were the common lot of the majority `of the 
population.” ` But later he observes that after the war the 


. - great problem was not shortage of food but its cost, result- 


f 


ing from the lack of control of prices, black-marketeering, 
and the sale of imported food supplies by the Government 
at exorbitant rates. 7 


~ It is against this background of countries physically and 


-sometimes morally maimed that one must’ consider the 
tuberculosis services in the post-war period. The increase 
in mortality and the-high incidence revealed by x-ray 
surveys set the first priority—the finding of hospital beds 
for the tuberculous sick, : a 3% 


Hospitals and Sanatoria 


In Poland during the war all sanatoria had been occupied 
by the Germans. When ‘they left they took instruments 
and equipment ; buildings were left in a sorry, condition. 
‘Even before the war_there were only 8,300 beds for the 
tuberculous, representing about one bed per six deaths from 
tuberculosis. At the end of the war only 800 beds were 
available; but by May, 1946, there: were already some 
.5,000 beds occupied. Buildings had” been restored and 
supplied with Unrra beds, bedding, and’ equipment : ‘this 
represented not only the large contributions by Unrra, but 


- (an effective and honest distribution by the Poles themselves, 


despite the occasional chaos in administration because 
experienced people were so few. By the end of 1947 there 
were over 11,500 beds for tuberculosis in sanatoria and 
‘hospitals ; now they have 17,000—i.e., twice as many as 
before the war, and for a smaller population. 

A major problem was the financing’ of hospital and sana- 
torium treatment. Before the war it was paid for by the 
Social Insurance Organization, the Red Cross, the local 
authorities, or the individual patient. Those dependent on 
their local authorities were the least likely to get treatment 
for an adequate time, if at all. -Some of the best sanatoria 


. were owned, directed, and staffed by the Social Insurance 


Organization. After the war this situation was unchanged, 
and there was in fact little co-ordination between insurance, 
private, and public sanatoria. The money provided from 


`- public funds was so meagre that, though there were too 
~~ few beds for the tuberculous, 


some were empty because 
there were no funds to pay for patients in them. However, 


‘the State ‘contributions to sanatorium treatment have 


increased considerably each year, and that problem has 
been resolved. Moreover, since the beginning of-this year 


z the split in the services between the Social Insurance Organ- 
~ ization and the Ministry of Health no longer exists; the 
- hospitals are now directed by the Ministry of Health, while 


' the Social Insurance Organization has the function of 
financing the treatment of insured persons. 

The conflict between social insurance organizations and 
the'central health services was one we saw reproduced, with 
much more startling anomalies, in other countries, particu- 
larly in Italy, There before the war the National Insurance 
Organization (I.N.P.S.) had built what were the finest sana- 


“‘toria in the country. There were few reputable sanatoria 


belonging to any other organization. Few of the sanatoria 
‘were damaged during the war, and in fact in 1945 the situa- 


- tion was very much as before, though some hundreds of 
, beds were still controlled by the military authorities. Insured 


patients could be admitted to sanatoria of the I.N.P.S. as 
soon .as diagnosed, regardless of their condition, whereas 
for the very~large numbers of non-insured patients (some 


a 


60% of the population) there was in many areas little hope 
of getting hospital treatment at all. Beds in I.N.P.S. sana- . 
toria could be rented by the local authorities, but only when 
these could pay. In one typical poor district visited ‘no 
taxes were being paid, and for ‘Jack of funds the local- 
authorities with a waiting-list of 240 patients had not been | 
“able to send a single patient to hospital for-four months, 
while the Insurance Sanatorium, on the outskirts of the 
town, had 70 empty beds. 

Another outstanding problem in countries where there 
was a shortage of hospitals was the type of accommodation 
required for the tuberculous. One striking feature of .the 
sanatoria in Italy apart from their excellent equipment was 
their size. The-Forlanini Institute had 2,000 beds. Another 


_ Sanatorium, completed in 1939 at Sondalo, in the Italian 


Alps, was designed to accommodate 3,000 patients. De- 
scribed as a sanatorium village, it consisted of nine large 
buildings grouped closely together on the side of a steep 
mountain. Though the medical treatment in some of the 
large sanatoria was of a high quality, the dangers inherent 
in their, size were not averted ; the lack of a personal ele- 
ment in supervising the welfare of patients was obvious. 

In most other countries it has been interesting to observe 
a definite swing away from the conception of sanatoria as 
large luxurious establishments up in the mountains. In 
Holland, where three sanatoria were destroyed in the course . 
of the fighting, it was decided to erect wooden hutment 
buildings in connexion with existing institutions. It was 
planned to do this on an extensive scale, and, though the 
scheme was held up by shortage of material and fittings, 
several temporary sanatoria were set up, yielding a total of 
over 1,100 new beds for the tuberculous. In Hungary 
before the war there were some 6,500 tuberculosis beds ; 
“In the spring of 1945 only about 500 beds were available. 
By 1948 many of the hospitals had been restored, and over 
5,000 beds were in use for tuberculous patients. But at 
least another 8,000 are required, and the present plans are 
to set up hutment buildings of the Swedish type around 
existing hospitals, providing treatment, nursing, and food 
‘from the central building. Later on the huts not needed 
might serve for recreation and workshops. In Poland the 
Swedish Red’ Cross set up not far from Warsaw a whole 
children’s sanatorium made of excellent hutment wards, 
with well-equipped and cheerful interiors. In Greece, 
where there was a dire overal] shortage of accommodation, 
Dr. McDougall elaborated a programme for the supply of 
prefabricated buildings which would accommodate an addi- 
tional 5,000 beds and 30 polyclinics ; the scheme received 
enthusiastic support from the Ministry of Health under one - 
Government, but there were many interests involved, and 
under anothér Government the scheme was dropped. 

In several countries, in addition to erection of these 
pavilions, other buildings were being taken over, such as 
country .villas, hotels, castles, and spa buildings, and were 
being converted for use as small tuberculosis hospitals. 
It is mainly by such means that in Yugoslavia, for instance, 
the number of tuberculosis beds has been increased from 
the pre-war figure of 3,250 to 10,300 in 1949. Some 
countries have decided that 5-10% of. the beds in general 
hospitals in the towns must be assigned; at least provi- . 
sionally, to the care of tuberculous patients ; ‘given adequate 
precautions against contagion, this is a measure which . 
might well be given serious consideration in our own 
country (Boland, 1948). 

Related to standards in England, the level of hospital 
care in some of these countries, and particularly in some 
areas, was low. Special post-war conditions aggravated 
the situation. It was not rare to find hospitals where 
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patients had to bring their own linen if they were to have 


any; and no drugs were provided ; frantic relatives would- 


spend much time trying to buy such drugs as calcium- 


gluconate on the black market, to say nothing of penicillin 
and, later, streptomycin. To speak of these conditions is 
not to imply that our own services are faultless. Though 
the general standard of institutional care for the tuber- 
culous here is high, even we are not without so-called 
sanatoria which have no diagnostic equipment, no facilities 
for active treatment, and no staff qualified to apply it if 
they had it, and whose patients are sent many miles away 
on the rare -occasions when an x-ray film is thought 
necessary. j 

With the realization of the problems there was a growing 
feeling in several countries that the available beds were not 
being properly utilized, and a part of the plans for the 
future was to have centres to which patients would be 
admitted for primary observation and decision regarding 
the hospital to which they should go. Even more was it. 
being realized that most of the local authorities who before 
the war had complete responsibility for providing tuber- 
culosis services were far too small to perform such a func- 
tion. We have seen this in England, and the regionalization 
of the hospital services is the natural outcome. This is 
happening in many countries. In Italy the provinces have 
been grouped into larger regions. In Czechoslovakia and 
Yugoslavia, too, there has been a regrouping in large regions 
to ensure a more equitable distribution of beds: In France 
also, where new legislation has brought radical changes 
in the tuberculosis services, these are now established on a 
regional basis, each region including several départements. 
The aim, as in England, is that each region shall provide 
a complete hospital service. The new Act stipulates that 
the hospital in the principal town of each département 
shall include a tuberculosis centre, with beds; where the 
town has a medical school the hospital unit becomes the 
regional tuberculosis centre. 

The assumption by the State of much greater financial 
responsibility in provision of treatment for the tuberculous 
is an outstanding feature in the post-war services. The 
wartime increase in tuberculosis, in the absence of undue 
increase in other diseases except venereal disease, gave rise 
to the conception of this public health problem as a national 
emergency. 
reform. Before the war one of the causes of delay in 
sanatorium admission in France was the multiplicity of 
organizations, which made quite involved the problem of 
finding out before a patient went into sanatorium who 
would pay for him. Now if a. bed is available the patient 


is admitted immediately; the payment of sanatorium. 


expenses is incumbent on the département where the patient 
lives, unless eventually defrayed by a public or private 
body. All tuberculosis’ institutions qualify for a State 
subsidy, amounting to as much as 75% for building and 
equipment expenses. In many other European countries, 
including our own, the cost of institutional treatment is 
now entirely borne by the State. - , 
Similarly, financial assistance to the tuberculous an 
their families, as a national scheme, was introduced in 
England in the middle of the war. As a basic principle it 
wàs recognized that the tuberculous patient must be 
relieved of economic anxiety, so that he might accept treat- 
ment for as long as is necessary, and so that his family 
might be protected. - The measures introduced brought 
partial alleviation ; but the scales were at a minimum 
subsistence level, and only certain patients qualified. Now 
since July 5; 1948, financial aid to tuberculous patients is 
covered by the National Assistance Board. In France since 


The financing of sanatoria received radical . 
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the liberation there has been increasingly generous social 
legislation, and part of it is directed to the new tuberculosis 
Service. Previously patients received social insurance bene- 
fits for six months only. The new legislation grants the 
benefits of `“ prolonged illness” to insured tuberculous 
patients and to members of their families should they 
become tuberculous ; during’ three years the patient gets 
all treatment expenses and half his salary. In Poland, 
Bulgaria, and Czechoslovakia similar new schemes of 
financial aid to the tuberculous have been introduced. 


One concept, that of the so-called preventorium, which 
is practically unknown here, is prevalent in many European 
countries ; the preventoria constitute sometimes more than 
25% of the institutional tuberculosis accommodation. To 
these places are sent small children from tuberculous 
families, particularly when there is at home an infective 
patient who cannot or will not go to a sanatorium; for 
one.or more years the children are kept away from the 
source of contagion, and then return at the end of their stay 
in the preventorium. Some were well organized; others 
we saw were barracks with children looking less healthy 
than those seen on the city streets. The problem is a thorny 
one. Certainly accommodation should be available for 
isolating children from households with an infective patient 
who cannot go away. However, one would like to be 
certain that every effort has been made to remove the 
infective case, since the preventorium is a second-best solu- 
tion, returning the child to the infective household sooner 
or later, and leaving exposed the even more susceptible 
adolescents. 


Dispensaries 


The dispensary service is the basic diagnostic unit in 
European countries as it is here. But whereas here dis- 
pensaries have functioned for many years under the local 
authority, there they were directed before the war by a 
number of different organizations. In France, for instance, 
the 920 dispensaries had been created in the past 20 years 
mostly by local initiative, many by private organizations 
and Red Cross committees; there was no connexion with 
official centres ; there was overlap in some areas, no service 
in others; financial arrangements and follow-up were 
extremely involved. The 1945 legislation makes the organ- 
ization similar to what we have here ; in each département 
now a list of dispensaries has been drawn up, and to each 
is ascribed a definite sector so that the districts concerned 
cover the whole département. A tuberculosis specialist is 
appointed to supervise all tuberculosis work in the départe- 
ment, and with him a specialized social worker. Each 
region has now a tuberculosis consultant with high qualifi- 
cations. Another new feature is that many sanatorium 
medical officers attend at local dispensaries. 

In Greece, too, the multiplicity of voluntary organizations 
was responsible for many gaps in the service. In whole 
large areas such as Epirus, with a population of over 
300,000, there was not a single dispensary or institution for 
the diagnosis or treatment of tuberculosis. In Poland there 
was a basic organization, centred on the regions with their 
populations of about 14 millions each, and numerous dis- 
pensaries:in the districts,:to a total of over 500 before 
the war. But here again, in the cities at least, there was a 
division between the local authority dispensaries and those 
belonging to the Social Insurance Organization, with little 
co-ordination between the two. The recent transfer of 
responsibility to the Ministry of Health is resolving a part 
of the problem, but the development of dispensary services 
is proceeding relatively slowly. The quality of the work 
in the hundreds of small country dispensaries varies 
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greatly § most of them are staffed by local practitioners 
who give one or two sessions a week and have no particular 
experience of tuberculosis. In Yugoslavia before the war 
there were some 50 dispensaries only, most of them poorly 
equipped ; now there are 136, each of them with an x-ray 
unit and staffed by doctors who, while they have many 
other duties, have had at least three months of special 
training in tuberculosis work. 


In Sweden the dispensaries were previously organized 
and financed by the National League Against Tuberculosis ; 
now the expenses are chiefly defrayed by the State. In 
Belgium some dispensaries belong to the Œuvre Nationale 
Belge, some to other organizations ; the Ministry of Health 
now covers 80% of dispensary expenses, compared with 
50% pre-war. Denmark has a highly co-ordinated service 
with 85 dispensaries, of which 81 belong to the State. 


” TUBERCULOSIS IN EUROPE 


Every county, with about 150,000 population, has its own’ 


independent service, with tuberculosis hospital and dis- 
_pensary working closely together ; the specialist in charge 
of the hospital also serves the dispensaries in the neighbour- 
hood. Great importance is attached to bacteriological 
examination, and in fact it is highly centralized, all cultures 
being done at the State Serum Institution in Copenhagen. 


Staff 


To the many problems of the tuberculosis services is 
` added that of a lack of qualified personnel. Italy is the 
` only country in which it is claimed that there is an excessive 
number of doctors, though even there adequate medical 
services are not readily available to large sections of the 
population. On the other hand, in Poland, where already 
before the war there were only 13,000 doctors for a popula- 
tion of 32 millions, the problem has become acute. In 
1945 there were under 7,000, and in January this year 
. 8,400—for a population of 24 millions. Moreover, they 
are concentrated in the towns, and there are rural areas 
with only one doctor serving 10,000 to 15,000 people. 
University medical courses were stopped throughout the 
war, and so, although the medical schools are now more 
than full and there are two new schools, there is little hope 
of the need being met before 1954 or 1955. There is a 
particular dearth of doctors with tuberculosis experience. 
Two-month postgraduate courses in tuberculosis are being 
held in all medical schools, but it is not easy to get doctors 
to attend these, as all are so busy. In Yugoslavia, also, 


the lack of doctors was a main obstacle to the programme ;- 


in 1945 there were only 25 tuberculosis specialists left of a 
pre-war total of 77. There, too, intensive three-month 
courses are being held for general practitioners, and three- 
year courses for the training of specialists. In France 
under the’ recent laws there is now provision for selection, 
by competitive examination, of physicians joining the dis- 
pensary service. Many more than before the war are 
engaged full-time. Physicians appointed to sanatorium 
posts are also now required to hold certain higher 
professional qualifications. 


A nursing shortage is obvious in many countries, but 
nowhere has it had so severe an impact on the services as 
in this country. In Mediterranean countries nursing as we 
understand it does not exist in many places, and the work 
is done by nursing aids with little training In many other 
countries there is a severe dearth of trained nurses, 
which was obvious before the war and has been made worse 
by the loss of so many during the occupation. Though 
many new training schools are being set up, the needs will 
not be met for many a year. However, it has been instruc- 
tive to see how in some countries good nursing care is given 
in certain hospitals with a very small number of trained 
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nurses and a sufficiently large number of domestic aids to 
carry out all duties except those requiring nursing skill. 
In our own country the number of nurses available would 
not rank elsewhere as a shortage, but thousands of beds are 
empty for “ lack of staff,” and the common waiting period 
for admission to sanatorium is six to nine months. This 
problem is so grave as to constitute by far the greatest 
obstacle to progress in our tuberculosis services to-day. In 
the present acute situation, at least a partial solution might 
be found in a revision of traditional ideas concerning 
division of labour between nursing and domestic staff 
(the revision could include a “ job-analysis ” on tuberculosis 
wards), followed by an imaginative effort to secure staff for 
hospital duties which do not require skilled training in 
nursing. 
Rehabilitation 


Rehabilitation services in Europe are for the most part 
rudimentary or non-existent. Countries are taking a great 
interest in rehabilitation projects, but economic circum- 
stances are such that these schemes must take second place 
One scheme is particularly worthy of mention, and deserves 
to be reproduced here—that of the tuberculosis service for 
students in France. It is a complete diagnostic, treatment. 
and rehabilitation service. The focus of the service is the 
Sanatorium des Etudiants in the French Alps above 
Grenoble. University students, young graduates, and 
doctors are accepted as patients ; many of them have been 
diagnosed on routine examination at university. The State 
pays part or the whole of the cost of treatment, according 
to the patient's ability to pay, A basic aim is to maintain 
morale and so hasten recovery. The sanatorium employs 
a director of studies, who takes details of the level of 
studies of each patient who arrives, and together with the 
medical adviser decides how much and what type of work 
the student can do each day. According to the stage of 
illness, a student may be encouraged to do individual read- 
ing in bed, or take part in study circles, or attend lectures 
given in the sanatorium by visiting professors, or finally 
attend lectures on one to three days a week at the Uni- 
versity of Grenoble. Lectures are relayed to the bedside 
for those who cannot get up. Each patient, in fact, gets 
individual attention as a student who happens to be ill: 
that is the constant approach. There is none of the mental 
paralysis one finds often elsewhere: the social and 
intellectual life of the sanatorium is remarkably Jively— . 
there are concerts, plays, and discussion circles, and the 
students even produce four times a year a good literary 
journal called Existences. The sanatorium is now only one 
of several institutions : one in Paris takes in students wait- 
ing for a bed, and other post-treatment hostels in Grenoble 


‘and Paris serve the needs of students between their leaving 


the sanatorium and their full recovery. In Paris there is 
in addition a “ medico-social”’ restaurant, where special 
meals are served for students who have a medical] recom- 
mendation from the dispensary set up by a Relief Com- 
mittee. Belgium, Switzerland, Holland, and Poland also 
each have a special sanatorium for university students. 


Routine Examinations 


In several countries schemes for regular medical examin- 
ation of university students have been introduced or 
extended since the end of the war, and we are falling far 
behind in this respect. In France yearly medical examina- 


tions of university students was introduced by a decree in 


~ 


April, 1946. X-ray examination has also been made com- 
pulsory for all teaching staffs—a measure entirely justified . 
by the reports of minor tuberculosis epidemics discovered 
in school classes. 
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The examination of students is only a part of the work - 


aiming at early diagnosis by routine examination which 


has been considerably extended since the advent of mass- 
miniature radiography. This method has proved its value’ 
in the detection of undiagnosed lésions in largé population. 


groups, and theré is no doubt now that it has an important 
place in tuberculosis eradication. 
where annual examinations have been made have shown a 
falling incidence at successive annual re-examinations of a 
community, the fall being almost certainly due to the dis- 
covery of the early lesion with good prognosis, and the 
reduction of the infector pool. In England it has been 
developed as a national scheme, operated by as yet a limited 
number of local authorities; teams are trained centrally, 
and the technical level of work is relatively high. On the 
Continent it has been taken up by different organizations, 
and on an extensive scale in all countries J think except 
France ; in fact, it has been adopted with almost embarrass- 
ing enthusiasm as in the first line of tuberculosis control. 
In countries which still have a very high prevalence of 
tuberculosis, and whose material resources are limited, mass 
radiography can for- the time have only a small part in 
tuberculosis control; its role there can be to make spot 
surveys and so determine which population groups require 
prior attention in the tuberculosis programme. 
a danger at the moment in some countries that its excessive 
use in areas without adequate services may mean that 
other more fundamental work in tuberculosis control is 
being neglected. 


` 


B.C.G. 


Another method of control that has been used widely 
since the end of the war is that of immunization against 


tuberculosis by B.C.G. vaccine. It was already being exten- - 


sively used in Scandinavian countries. At the end of the 
war teams of the Danish Red Cross undertook B.C.G. 
vaccination in Poland, Hungary, and Germany. In 1947 
it was decided by the newly formed Unicef (United 
Nations International Children’s Emergency Fund) that, in 
addition to programmes of feeding and re-establishment 
of children’s institutions and services, Unicef should 


‘continue and extend to several other countries the work 


started by the Danish Red Cross. This scheme is now 
in operation. Unicef furnishes supplies and equipment’; 
Scandinavian teams do the initial field work ; the Ministry 


of Health in each country furnishes local teams which will ` 


eventually take over the work ; the World Health Organiza- 
tion assists with its advisory staff and will carry out a 
statistical analysis of the results. Finland, Poland, Czecho- 
slovakia, Yugoslavia, Hungary, and Greece are taking part. 
By June. 1, 1949, about six million tuberculin-negative 
children had been vaccinated. B.C.G. vaccination is being 
adopted with enthusiasm in these countries, One must 
hope that the development of basic measures of tuber- 
culosis control will not be thereby neglected, for, even if 
the vaccine is as effective as its most ardent supporters 


claim, the basic tuberculosis services will still be required 


for many years to come. 


International Services 


The services described above have been those concerned 
specifically with tuberculosis. No doubt the measures taken 
to re-establish or improve the services are contributing’ to 
the post-war decline in tuberculosis mortality. But much 
of the decline, which tn some countries started before the 
end of the war, and in nearly all countries has occurred 
since the war, may be attributed to the national and inter- 
national services designed on a generous scale to protect 
the health of the peoples. In this respect it can be said 
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There is- 


1139 


BRITISH 
MEDICAL JOURNAL 


that the work of Unrra in relief and rehabilitation and in 
the restoration of normal living was an important contri- 
bution to reduction of the tuberculosis rate. 

Looking back on the work of Unrra in that post-war 
period, there is no doubt that it was a major achievement 
in international work. With all its faults, the organization 
carried out the task given to it by the United Nations—the 
task of relieving the most distressed areas in the war- 

ravaged countries, and of providing supplies to assist those 

countries to return to at least their pre-war standard of 
living- Because of it the dangers of famine and epidemics 
in the chaotic post-war period were averted, and with them 
the danger of another grave increase of tuberculosis. 

Unrra, having provided immediate relief and the material 
for future reconstruction, was followed by other organiza- 
tions operating under the United Nations ; one of these is 
the World Health Organization. Established officially in 
1948, WHO confirmed the decision of the Interim Com- 


-mittee, which had preceded it, regarding the priorities to 


be given to different diseases in the work of the organiza- 
tion. It was agreed without question that malaria, tuber- 
culosis, and venereal diseases were the three main scourges 
demanding prior and special attention. An Expert Com- 
mitee on Tuberculosis was formed, and held its first meet- 
ing in July, 1947. Among its recommendations. to WHO 
were the following: 

1. That travelling fellowships be awarded to countries most 
in need. 

2. That the Tuberculosis Section prepare from time to time 
material on recent developments of Special importance for the 
use of physicians in different countries who may request such 
information. Dr. McDougall, who heads the section, reports 
that there has been a great demand for data on tuberculosis 
mortality and morbidity rates, mass radiography, and B.C.G. 
(Many of the rates given in this paper are taken from the 
WHO Epidemiological and Vital Statistics Reports (1948).) 

3. That demonstration teams shall be available, at the request 
of governments, for countries where new tuberculosis schemes 
are about to be introduced. In this connexion work has been 
done in China, Greece, Poland, and India. 

‘4. That WHO should develop and recommend uniform 
procedures on such matters as the classification of tubercu- 
losis, x-ray interpretation and mass radiography, bacterio- 
logical diagnosis, and evaluation of new chemotherapeutic 
agents such as streptomycin. 


It is fully acknowledged by those working for WHO in 
this field that they have a relatively limited part to play in 
the overall campaign for reduction of tuberculosis pre- 
valence ; in their words : “ Without progressive improve- 
ments in the purely public health field, and above all in the 
economic status of countries, the best efforts of tuberculosis 
workers can be of only limited significance ” (McDougall, 
1948). 

Conclusion 


Sir Wilson Jameson, in his Harveian Oration to this 
College in 1942, traced the phases.of advance in social 
medicine, and showed how many of them resulted from 
the medical necessities of war. Similar great advances 
were already being made then, but he forecast also a differ- 
ent attitude from that following the first world war, in 
that there was even then in 1942 “ everywhere a conviction 
that great changes lie ahead of us and a desire so to plan 
the measures designed to meet the national emergency that 
some permanent good may be derived from them when the 
world is once again at peace.” 

It is true that out of this last war, with all its catastrophes 
and refined barbarities, people have emerged with a 
deepened. sense of national and international responsi- 
bilities : of national responsibilities because we learned in 


~ 
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time of stress to co-ordinate action in defence of the com- 
munity, and methods dependent on bounty and charity 
have been replaced in many countries by the conception 
of the community’s duty to protect itself as a whole and 
each individual who may suffer misfortune. Hence the 
general measures we have seen of co-ordination of the 
tuberculosis services, their financing by the State, free treat- 
ment, and financial allowances to the sick and their 
families. The war awakened also a sense of international 
duty., It had brought together ‘peoples who had lived in 
ignorance of each other, and, having assumed duties 
towards them in wartime, the projection into peacetime 
was natural,’ so that well before the. war ended there 
were being laid the plans of international relief sand 
co-operation which finally materialized in Unrra and then 
in the World Health Organization. 


The wartime rise and the post-war fall in tuberculosis 
provide evidence that constitutes an indictment of existing 
social services when one relates them to what they should 
be. That tuberculosis is related to social conditions was 
already known, but the wartime evidence showing precise 
points of rise and fall is outstanding. With such evidence 
as this, and with the knowledge of rates obtained in 
countries such as Denmark, no country with a tuberculosis 
rate anywhere above the lowest rate yet recorded can afford 
not to make a continuous attack upon the disease and upon 
the conditions that favour its development. It has been 
said that ‘“ public health is purchasable, and that within 
natural limitations any community can determine its own 
death rate” (Biggs, 1911). Certainly of tuberculosis it is 
true. The more sore the economic plight of a country, 
the less it can afford to tolerate a preventable disease which 
affects the most active members of the community, and it 
is particularly in such countries that the tuberculosis pro- 
gramme should have a high budget priority. 

We have the good fortune to be living through an age 
of extraordinary achievement. In the 80 years since the 
discovery of the bacterial sources of disease the advance- 
ment of knowledge in medicine alone has raced far ahead 
‘of our application of it to human welfare. Wars have 
arrested and then spurred on our progress. The means 
for attack on tuberculosis can be clearly seen ; if the neces- 
sary measures are taken, and given a long enough respite 
from mutual massacre, there is no reason why this disease 


which has plagued the continent of Europe for many ` 


hundreds of years should not be almost eradicated before 
this century is out. 


Among the many people to whom I am indebted for assistance in 
preparation of this paper I am particularly grateful to those in the 
Departments of Health of many European countries who have 


supplied information in person or by correspondence, and also to. 


Dr. J. B. McDougall, of the World Health Organization. 
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This investigation was prompted by the suggestion that 
gastro-enteritis in infants might be due to bacteria usually 
regarded as normal inhabitants of the throat or intestine 
(Cruickshank, 1946). Particular strains or types of these 
organisms might be concerned ; for instance, a serological 
type of coliform bacillus such as has been isolated from 
infants with diarrhoea (Bray, 1945; Giles and Sangster, 
1948), and strains of Streptococcus faecalis which are active 
producers of tyrosine decarboxylase (Gale, 1944). It was 
also suggested (G. S Wilson, 1947; personal communica- 
tion) that Staphylococcus pyogenes might be the cause of 
some outbreaks of neonatal diarrhoea. The laboratory 
Studies necessary to establish the serological type of 
coliform bacilli, the tyrosine decarboxylase activity of 
streptococci, and the phage type of staphylococci require 
considerable time and experience. In field investigations 


„of an outbreak of neonatal diarrhoea it would be helpful 


if simple bacteriological methods could be used to give a 
rapid indication that coliform bacilli, faecal streptococci, 
or aureus staphylococci were present in cases with greater 
frequency than in healthy infants. Some observations 
suggested that this might be the case. 

It had been noted in some outbreaks that coliform bacilli 
were Often isolated from throat swabs (J. Taylor, 1947; 
personal communication) and in others that streptococci 
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were present in greater abundance than usual in films and 
cultures of faeces (E. F. Gale, 1947; personal communica- 
tion). 
pyogenes in older age -groups have revealed differences 
which suggest that-it might be useful as a base-line for 
the study. of epidemics of neonatal diarrhoea and vomiting 
to determine the incidence of the organism in newborn 
. infants. In this Investigation, therefore, simple bacterio- 
logical methods: were used for routine examinations of 
throat and rectal swabs from infants. A general survey 
of the organisms in cultures was made and three points 
were particularly studied :’ (1) the frequency with-.which 
coliform ‘bacilli were isolated from throat swabs ; (2) the 
frequency with which colonies of Str. faecalis outnumbered 
those of coliform bacilli in- cultures of rectal swabs ; and 
(3) the frequency with which Staph. pyogenes (aureus) was 
Isolated from throat and rectal swabs. 


"Technique 


Infants in two maternity units were studied. Details 
- about the two units, A and B, are given by Dr. Janet 
Roscoe at p. 1144 of this issue in a report on the inci- 
dence of infections in them. Apart’ from one outbreak 
of mild staphylococcal infections of eyes or skin there were 
only sporadic infections in the infants and no severe diar- 
thoea or vomiting. At Unit B weekly swabbings of all 
infants were examined from April to July, 1947, and from 
October, 1947, to April, 1948. At Unit A all infants in 
one of the four wards were swabbed each week from May 
to July, 1947, and from November, 1947, to April, 1948. 
All swabs were taken by Dr. Roscoe, with care to swab 
the posterior pharyngeal wall and to avoid contamination 
of the rectal swab by the circumanal skin. The swabs 
were plated within a few hours of the time they were taken. 
Throat swabs were plated on horse-blood-agar plates which 


were incubated aerobically overnight and examined for ` 


aureus staphylococci, coliform bacilli, and other organisms. 
Rectal swabs were plated on horse-blood-agar plates which 
were incubated anaerobically for 18 hours in the first three 
months of the investigation and from November onwards 
for 42 hours before examination. The growth of coliform 
bacilli and streptococci was recorded as +,++,0r +++, 
and the presence of Qther organisms was noted. When the 
estimate of streptococcal colonies was higher than that of 
colonies of coliform bacilli, streptococci were said to be 
present in excess. Rectal swabs were also plated on 7.5% 
salt-agar plates which were incubated aerobically over- 
night before examination for aureus staphylococci. Films 
from rectal swabs’ were stained by Gram’s method and 
examined for lactobacilli, Gram-negative bacilli, and 
Gram-positive cocci. 

From time to time the following tests were done : 
coagulase tests on aureus staphylococci; V.-P., MR., 
citrate, indole, and 44° ‘MacConkey reactions on coliform 
bacilli; grouping of streptococci. Some streptococci iso- 
lated at the end of the investigation were tested for tyrosine 
decarboxylase activity. 


Results 


From throat swabs albus staphylococci and viridans 
streptococci were almost always isolated ; pneumococci 
were occasionally found, as were haemolytic streptococci. 
None of the latter reacted with Group A, C, or G sera ; one 
strain tested with Group D serum was found to belong 
to that group. The frequency of isolation of aureus 
staphylococci and coliform bacilli will be described ‘later. 
All strains of aureus staphylococci tested were coagulase- 
positive: The majority of coliform bacilli tested were found 
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to be faecal Bact.. coli, a few were Bact. aerogenes or 
irregulars. 


From most rectal swabs blood plates showed colonies of 
coliform bacilli and streptococci. The streptococcal 
colonies were readily recognizable as low convex bluish 
colonies about 2 mm. in diameter, usually with greening 
under them, sometimes with no change in the blood and 
occasionally with 8-haemolysis. Tests of colonies with the 
different types of ‘haemolysis showed that they were 
Group D. At the end of the investigation 18 colonies of 
Group ‘D streptococci isolated from rectal swabs were 
tested for tyrosine decarboxylase activity. One was in- 
active. The other 17 were active producers of the enzyme : 
10 of them were picked from cultures of two infants (five 
each), three from a third infant, and four from four other 
infants. A few colonies of clostridia were occasionally 
seen on the blood plates. Proteus was very rarely present. 
Lactobacilli were isolated, but irregularities in the fre- 
quency of their appearance and in the number of colonies 
relative to other organisms, were such that analysis of the 
results was not made. 

On MacConkey plates non-lactose-fermenting colonies 
of coliform bacilli were uncommon and the organisms in 
such colonies were not salmonellae or shigellae. Colonies 
of coliforms and cocci appeared in the same relative num- 
bers on MacConkey plates as on blood plates of the same 
specimen, but colonies of streptococci could not be 
distinguished from those of other cocci. 

Films of faeces stained by Gram’s method usually 
showed large numbers of Gram-positive rods resembling 
Cruickshank’s (1925) drawings of lactobacilli. Coliform 
bacilli were less frequently seen, and Gram-positive cocci, 
usually in pairs, still less frequently. Gram-positive rods 
resembling bacilli or clostridia were occasionally seen. 


Differences between Cultures from Infants of Different Ages 


In cultures from infants during the first 24 hours of life 
growth was scanty or absent, and the percentage of swabs 
from which the organisms listed in Table I were isolated 


TABLE I.—Percentage of Positive Cultures from Infants on Each of 
the First ‘Five Days of Life 


\ Age of Infant in Days 


Throat swab: 
Aureus staphylococci 
Coliform baciili . 


Recta Iswab: 
Coliform bacilli 
Streptococci .. ats 
Excess Streptococci .. 
Aureus staphylococci 


No. examined 





was with one exception lower than on subsequent days. 
The exception was that aureus staphylococci were found 
in the throat almost as often on the first day of life as on 
later days. The results from infants aged 1, 2, 3, or 4 days 
showed an increase in the percentages of positive results 
during the first three days, and figures for the 4-day-old 
infants were approximately equal to those for 3-day-old 
infants. Subsequent comparisons were therefore made 
on results of swabs from infants aged 3 or more days. 

The stained films of faeces showed that lactobacilli were 
present in-an increasing percentage of infants on each 
of the first five days of life, the percentage positive on 
each day being 4, 14, 49, 60, and 82. 


~ 


_, \Differences -between Cultures from Infants in. Unit A and ' 


~- 


` 


~ 4 
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.* 


' and late February and March, and in Unit B 


'' occurring in the infants. 


` Rectal swabs: ~ 


_ Coliform bacilli 


Z Aureus staphylococci 


- throat and rectal swabs 


` -” 
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ny - Unit B 
Cultures were made from 187 infants aged 3 or more 
days in Unit A and from 198 infants aged 3 or more days 


. in Unit B.- -The last column of Table II gives the per- 


=- A 


Positive Cultures from Infants Aged 3 


TasLe Il.—Percentage of 
or More Days 





t 


g 
a. 
o 

Ce 





> 
=) 
pi 
© 


April-May m 
May-June & 
June-July w 
October 
November % 
December o 
February © 
March 
April 


Unit A 
Throat swabs: 
Aureus staphylococci 
Coliform bacilli .. 


Coliform bacilli .., 
Streptococci ee 

Excess streptococci 
Aureus staphylococci 





No. examined .. 





Unit B 
Throat swabs: 
Aureus staphylococel 


Rectal swabs: ` 
Coliform bacilli ... 
Streptococci = 
Excess streptococc 








No. examined .. 


Ld “ 
aA! these infants received fluids or complementary feeds during the first few 
ys of life. : 

Mild staphylococcal infections occurred in infants at Unit A in mid-May, July, 
in mid-May and January. : 
dean following differences between .the percentages of totals were statistically 

cant: Pp 

Throat swabs: aureus staphylococci DISE = 3-8; coliform bacilli D/SE = 6:4. 

Rectal swabs: coliform bacilli D/SB = 4:1; excess streptococci D/SE = 5-0; 
aureus staphylococci D/SE = 2°6. : ~- Si 

‘ 4 7 


‘centages of these cultures from which certain bacteria were 
- isolated, and the other columns give the percentages for 


successive time periods during the investigation. These 


periods were the result 
swabbings so as to give, 
results -in each period. 

Aureus staphylococci 


when possible, about 20 or 30 


i - 


were less often cultured from both 


taken’ in. Unit B.- The figures for successive time periods 
showed that in both units these organisms were more often 


isolated at times when mild staphylococcal infections were 


_ Allison and Hobbs (1947) or occurred rapidly at the time 


s 


when ‘the first case was noted. The differences in the 


- frequency with which aureus staphylococci were isolated 


in the two units can be attributed to a greater exposure 
of infants in Unit B. All infants in Unit B were in the 
same nursery as the infected -infants, whereas in Unit A 
swabs were taken from infants in four nurseries and some 
infants were in nurseries where there were few or no cases. 
Infants in Unit B were often kept in the unit longer than 
those in Unit A. The environmental conditions in Unit B 
(see Roscoe, p. 1144-of this issue) were more likely than 
those in Unit A to allow the spread of organisms from 
infant to infant. 

Coliform bacilli were less often found -in the throat and 
rectal swabs from Unit A than in those from Unit B. The 


- \ percentage of cultures of rectal swabs yielding streptococci 


~ 


of grouping successive weekly | 


taken in Unit A than from those . 


Not enough data were available - 
-to show whether an increased prevalence of the organism 
preceded the appearance of infections as suggested by_ 
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was similar in thé two units. The cultures of rectal swabs in 
which streptococcal colonies were in excess of those of coli- 
form bacilli formed a greater percentage of all- cultures in . 
Unit A than in Unit B. The percentage of cultures with 
excess streptococci increased in both units in November, 
when the time of incubation of the cultures was increased 
from. 18 ‘to 42 hours. The difference between the units 
was maintained throughout the investigation, though it was . 
less in the later periods. The plates on which streptococci — 
were present showed an excess of the organism more often , 
in Unit A than in Unit-B (Table IZ). : 


TaBLe I{l.—Percentage of Cultures of Rectal Swabs with Strepto- 
cocci in which Streptococcal Colonies Outnumbered Colonies ot 
Coliform Bacilli : 


f 




















1 2/3 8 

2] 2] >» 

2|2|3 E 

“ia| è E 

a] 2] & p 

¢ 118 fy 
Unit A 27 “55 52| 44 
Unit B iy ac 4| 6| 2 5 29 | 35 37 37 19 


In films of faeces, lactobacilli were found in 93% of 187 
examined from Unit A and in 71% of 198 examined from 
Unit B. Differences noted between the units were that 
in Unit B there was (1) a higher percentage of cultures 


yielding coliform’ bacilli, (2) a lower percentage of cultures 


with excess streptococci, and (3) a lower percentage 
of films showing lactobacilli. The explanation which sug- 
gested itself was that these differences were due to the 
fact that a greater proportion of infants in Unit B than 
in Unit A were receiving complementary feeds or were 
artificially-fed at the time of examination. Below is pre- 
sented an analysis of data which were available on the effect 
of different feeding regimes on ‘the’ bacterial flora. 


Differences between Cultures from Infants on Different 
Feeding Regimes 


Cultures were examined without knowledge of the feed 
given to the infant. With the help of Dr. Roscoe’s data 
the bacteriological results were analysed to show results 
for infants on different feeding regimes. 

In Unit B among 33 infants-who were artificially fed 
the percentage of cultures of throat swabs yielding coliform 
bacilli was 60, as:compared with 36% in 66 infants receiving 
complementary feeds and 29% in 42 infants who were 
breast-fed at the time of examination but had received 
fluids during the first few days of life. 

A regime of breast-feeding with no additional: fluid o! 
food was introduced in two wards of Unit A in January 
This-made it possible to compare the bacteriology of the 
throat and rectum of completely breast-fed infants with 
that of three groups of infants. The first group had received 
complementary feeds during the first few days of life but 
were breast-fed when specimens were taken; the second © 
group were ‘receiving both breast and complementary 
feeds ; and the third group were artificially fed at the time 
of examination. : 

The results (Table IV) varied in a similar way to those 
already mentioned. Coliform bacilli were not found in 
the throats of 65 breast-fed infants ; they were present in 
two of 28 infants who had received complementary feeds 
but were breast-fed when examined, in four’ of 28 infants 
who were receiving both breast and complement, and in 


` 
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TaBLe IV.—Percentage of Positive Results in Infants in Unit A 
Aged 3 or More Days on Different Feeding Regimes 









Feeding of Infant e 





Breast After! Breast and | Artificial 


. Complement , Complement 
Throat swabs: R 
Aureus staphylococci .. 18 21 
Coliform bacilli 14 - 17’ 
Recta! swabs: - 
Coliform bacilli 86. 100 
Streptococci ig = 82 92 
Streptococci in excess .. 21 19 
Aureus staphylococci ., 21 12° 
No. examined .. 24 


~ 





- 


tour of 24 infants who were artificially fed. Only one 
of the 10 infants whose throat swabs yielded coliform 
bacilli had vomited, and that one on a single day only. 
Three of the other nine had oral thrush. The remaining 
six were apparently perfectly healthy infants. In cultures 
of rectal swabs coliform bacilli were isolated less often 
from infants who received breast milk only and with 
increasing frequency in the other three groups : (1) those 
solely breast-fed but having received complement, (2) those 
receiving breast and complement, and (3) those artificially 
fed. Streptococci were found in approximately the same 
percentage of cultures from all four groups, but their 
colonies were in excess of the colonies of coliform bacilli 
in a higher proportion of cultures from infants who were 
receiving breast milk only at the time of examination than 
in cultures from infants receiving artificial feeds solely or 
as complement. - 

The absence of coliform bacilli in the cultures of throat 
swabs from 65 infants who were entirely breast-fed and tbe 
isolation of coliform bacilli from the throats of a number 
of infants who had received or were receiving. comple- 


-mentary feeds (Table IV) suggested that these bacilli had 


been introduced with the feeds. In accord with this 
suggestion were the higher percentages of isolations of 
coliform bacilli from -rectal swabs of artificially fed infants 
(Table IV) and the more frequent .detection of Gram- 
negative bacilli in stained films of swabs from the same 
group of infants (Table V). Tests were made on several 


TaBLe V.—Percentages of Films from Rectal Swabs showing Different 
Numbers of Organisms 





Feeding of Infant 










Organism 
Breast After | Breast and | 


Complement | Complement Artificial 





Lactobacilli 


Gram-negative 
bacilli 


Gram-positive 
cocci 





samples of the ingredients of the complementary feeds and 
of feeds prepared in the ward, ‘but coliform bacilli were 
not isolated. This did not, however, rule out the possibility 
that bacilli were introduced with some feeds. ` It is probable 
also that there were alterations in the intestinal environment 


_ of the artificially fed infants which favoured the growth of ` 


-æ 
- 


coliform bacilli. The coliform bacilli isolated from the 
throat may have been merely transients there, deposited 
from feeds or by regurgitation. 

The Gram-stained films- from rectal swabs provided 
further evidence (Table V) of differences in the intestinal 
flora of infants receiving different feeds. Lactobacilli 


_were less often seen, and far less often seen in large num- 


bers, in the films from artificially fed infants than in films 
from infants receiving breast milk only at the time of 
testing. The converse was found for Gram-negative 
bacilli and Gram-positive cocci. 


Discussion 


` The simple cultural methods which we used showed the 
following maximum percentages of isolations from infants 
aged 3 or more days : (1) 54% for coliform bacilli from 
the, throat in Unit B and 10% in Unit A; (2) 47% for 
excess streptococci from rectal swabs ; (3) 40% for aureus 
staphylococci from the throat and 50% from rectal swabs 
at times when no staphylococcal infections were occurring 
in infants. Films of faeces showed lactobacilli in large 


numbers in 60%, Gram-negative bacilli in 20%, and Gram- 


positive cocci in 15%. Figures of this order suggest that 
the methods might indicate the more frequent presence of 
large numbers of these organisms in infants with diarrhoea 
as compared with controls. Analysis of our results shows 
that in making these comparisons attention must be paid 
to the age of the infants and to the method of feeding, 
since these factors affect the results. : 

The methods used in this study might therefore, if applied 
to field investigations of epidemics, give a rapid indication 
of an abnormality in the bacterial flora of the cases. . This 
would aid in deciding on the lines of search for the sources 
of an infection and its mode of spread. Subsequent typing 
of strains would be essential in order to establish the 
identity or difference of strains isolatéd from patients and 
other sources. The simple cultural methods which were 
used may be successful when applied to cases in which the 
infecting organism is likely to be present in large numbers. 


. In .the search for carriers and in the bacteriological 


diagnosis of some cases selective media may be necessary. 
For example, Robertson’s meat medium with 10% of added 


NaCl (Maitland and Martyn, 1948) would be valuable for 


isolating staphylococci from faeces. The use of selective 
media would increase the percentages of positive results 
above those reported here and might reduce or eliminate 
differences such as we found. It does, however, appear 
from our results that the combination of simple cultural 
methods with rough quantitative estimates would be a 
practicable, and possibly a useful. method in field investiga- 
tions of epidemics of neonatal diarrhoea. 


Summary 


in order to obtain a base-line for the study of epidemics of 
neonatal diarrhoea simple bacteriological methods were applied 
to the examination of throat and rectal swabs from infants in 
two maternity units. During the 12 months of the investiga- 
tion the incidence of infections was low. 


Variations’ were noted in the percentages of cultures from 
which: coliform bacilli, faecal streptococci, and aureus staphylo- 
cocci were isolated. Differences were found between the flora 
of infants examined during the first four days of life. The 
incidence of aureus staphylococci was higher at times when 
staphylococcal infections were occurring. Coliform bacilli were 
more often isolated from the throats of infants who were 
receiving complementary or artificial feeds at the time of 
examination than from the throats of breast-fed infants. In 
cultures of rectal swabs streptococci were more often present 


‘as 


~ 
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in excess of coliform bacilli-when specimens were taken from 
infants receiving artificial feeds than when they came from 
infants who were receiving breast milk only at the time of 
examination. Although coliform bacilli were-not isolated from 
some feeds and ingredients tested, the differences observed 
suggested that the bacilli might have been introduced with the 
feeds. Whether they were introduced in that way or from some 
other source, the higher incidence of coliform bacilli and their 


„` preponderance in the faeces of artificially fed infants may have 


a 


N 
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been due to, changes-in the intestinal environment of these 
infants. < 


Films from rectal swabs stained by Gram’s method were ` 


examined and rough quantitative estimates were made of the 
numbers of lactobacilli, Gram-negative bacilli, and Gram- 
positive cocci. Variations were found with infants of different 
ages and on different feeding regimes. 

It is suggested that the methods used in this study might be 
applied to field investigations of outbreaks of neonatal diarrhoea 
as a preliminary to typing of organisms and that they might 
‘help to direct investigations of the source and mode of spread 
of infection in the infant community. 5 


This study was planned as part ‘of a combined clinical and 
bacteriological study of infections in newborn infants. We wish to 


_ thank Dr. Janet Roscoe for taking swabs and’ for keeping clinical 


- —— (1946). 


` 


records`for use in the- analysis of the bacteriological findings. We 


„are also indebted to Dr. Joan Boissard for grouping some strepto- 


cocci in the early part of the investigation. = 
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INCIDENCE OF, INFECTIONS IN INFANTS 


IN TWO MATERNITY UNITS 
l ` BY - Ei 
JANET D. ROSCOE,* M.B., B.S.,. D.C.H. 


First Assistant, Paediatric Unit, United Cambridge Hospitals 


Since May,’ 1947, all infections and illness, however trivial, 


_ occurring in the babies of two maternity units in Cambridge 


“the infected cases were undertaken by the Public Health _ 


t 


have been carefully recorded. Unit A took all normal 
obstetric bookings; Unit B took the abnormal. obstetric 
patients. In each ward day-by-day charts have been kept 
of the number of mothers, the number of live births, the 
number of babies in the nursery, and the ‘number of these 
which were premature. Any infection which has occurred 
among the babies, the. mothers, or the staff has also been” 
recorded ‘on these charts. Bacteriological investigations of 


Laboratory Service, Cambridge- In addition, throat’ and 
rectal swabs of every baby in the ward were taken at inter- 
vals throughout the year. These results form the basis of a 
separate report by McFarlan et al. (see p. 1140 of this issue). 

I saw all the infected babies. A detailed: analysis has 
been made covering the period from May,.1947, to April, 
1948. The infection rate in Unit A was 8.3% (104 infected, 
babies in 1,257 live births); in Unit B the infection rate 


was 10.3% (19 infected babies in 185 live births) (Table D. 
‘It should be emphasized that the slightest evidence of infec- 


tion was recorded as such ; the smallest single: pustule, or a 


ee ne a ee es ee ee 
> *This work was undertaken while holding a grant from the Medical 


ae | 
ay rt 


r 


1144 Nov. 19, 1949. BACTERIOLOGY OF THROAT AND RECTUM IN INFANTS 





BRITISH : 
MEDICAL JOURNAL 


— ee 


TABLE [.—Analysis of Infections _ 3 


Unit B 
Total 


Eyes .. : 


s 68 (5-4%) ERA 
Umbilical discharge 


26*(2-1%) 8e (4-39 











Rhinitis =... 2". 4 
Otitis media E -3 
Thrush 4 , — 
Pneumonia ... a 2°: = 
Green stools (| vomit) 3 1 
Chicken-pox.. — 1 
Total 104 *(8-3%) 19* (10°3%) 
Live births .. 1,257 185 


* Three babies had two infections at the same time—-two in ward VIIB and one 
in Unit B. The totals are therefore adjusted accordingly. 


sticky eye if it remained sticky for longer than -24 hours, 
was recorded even if no pathogen was grown from the. 
swab. < 


Table IL shows -the distribution of infections if Unit A 


' according to wards, with the number of live births, by four- 


week periods. It will be seen that the infections occurred 


: TABLE II.—-Time Distribution of Infections in Unit A 














Wards 
VITA VIIB 
B. | I. | B. B. 

1947 
May 18-June 14 6 87 1|) 23: 4] 27 zN 
June 15-July 12.. 9 100 5; 37] 3). 25 0| 16 
July 13-Auyg. 9 .. 3 84 1 7'24 I 25 0 9, 
Aug. 10-Sept. 6.: 11 89 3|-30] S| 29 1 3 
Sept. 7-Oct.4 .. 8 106 31; 33} 2| 29 1] .13 
Oct. 5-Nov. i . 2- 80 0| 2] O| 22 1 4, 
Nov. 2—Nov. 29 .. 6 120 0! 35] 2] 28 1} 22 
Nov. 30-Dec. 27 7 94 2) 32] O| 19 1 16 

1948 . : É 
Dec. 28-Jan. 24.. 10 84 3| 26) 11] 24 0 
Jan. 25—Feb. 21 .. 3 94 1 31 1 28 0 
Feb. 22-Mar. 20 17 107 3] 29| 9] 35 2 
Mar. 21-Apr_ 17 13 118 2) 36{°5 31 J 
Apr. 18-May 15.. 9 94 3| 26 21 2 








l |1 1,257 | 27 | 391 





I. = Infections. B. = Births. ; ` 


more or less sporadically throughout the year, apart from a 
sudden increase in VIIB early in 1948, when ‘there was a 
small epidemic of spots and sticky eyes at the beginning -- 
of March. This was controlled by barrier nursing pre- 
cautions and the use of penicillin and sulphadimidine 
(sulphamezathine). None of the babies affected was ill and 
the nursery was not closed. 


Very few upper respiratory tract infections and no intes- ‘ 
tinal upsets amongst the mothers or staff were reported 
during the year under review. It seems likely that this 
may have been a factor in the reasonably low infection rate 
amongst the infants. That there ‘was no consistent rise 
of infections corresponding with increased business of 
the ward, as shown by live births, means no-more than 
that there was adequate staff and space for potential 
cross-infection to remain controlled. ~ 

In Unit A 20 infant deaths occurred during the year 
covered ; none was attributable to infection. Post-mortem. 
examinations were made on 10 of these. Seven of the 
others were very premature (2-34 1b. (0.9-1.6 kg.) birth 
weight) and died within a few hours of birth; the other 
three had severe congenital abnormalities and died within a 
few days. In this unit the only infection which caused 
serious illness was pneumonia ; two babies were affected; 
one being a premature infant of 3 lb. (1.36 kg.), but both 
eventually recovered. 
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` In Unit B three babies recovered from one, infection only 
to get another later ; these were counted as separate infec- 
tions: the total of 19 infections therefore implicates only 
16, babies. These infections also were spread fairly evenly 
through the year. One death was attributable to infection: 
the baby was the eighth child of the family and obviously 
premature, though the dates were unreliable and birth 
weight was 54 Ib. (2.5 kg.). He never would suck and 
had to’ be tubé-fed. When a_fortnight.old he suddenly 
lost 9 oz. (0.25 kg.) in 24 hours and showed signs of otitis 
media. Sraph. aureus „was grown from the throat. In 
' spite of penicillin, sulphadimidine, and intravenous therapy 
for 12 days, he died. Post-mortem examination revealed 
pus in both mastoid cavities from which Bact. coli was 
grown. The other two cases of otitis media occurred four 
months later at ten days’ interval; one was a premature 


baby of 3 Ib. 2 oz. (1.39 kg.) whose ear discharged spon-, 


taneously. Neither appeared, seriously upset by their 
infection, and both cases cleared satisfactorily. 


Accommodation and Staffing 


These have such an effect on cross-infection in any hos- 
pital that it is important to give details for comparative 
‘purposes. From the following déscription it will be apparent 
that the staff were working under conditions less than ideal. 


Unit A 
t ~ r 
‘Accommodation.—Fifty-six mothers could be accommodated. 
Only normal cases were,booked. These were divided between 


four wards as follows: 









Potential Area per Cot 


15-4 sq. ft. 
27-4 sq. ft. 
72 sy. ft. 

22-5 sq. ft. 


Floor Area of Nursery . 


! 216 sq. ft. (12 x 18) 
384 sq. ft. (12 x 32) 
1,152 sq. ft. (24 x 48) 
270 sq. ft. (15 x 18) 












Ward VI was regarded as an overflow ; it was opened in June, 
- 1947, and was closed twice during the year under review for two 
or three weeks each time. It had not its own labour ward ; women 
were therefore delivered in Ward IV or VILA, the mother and 
baby then being transferred to‘Ward VI at once. Each ward 
had its own nursery in which the babies were nursed in separ- 
ate cots. It will be realized that the potential cot space varied 
greatly in the different wards. Ward IV had plenty of space ; 
in Wards VIIB and VI there was very little space between each 
cot; and in Ward VITA the cots almost touched. All the 
nurseries had good windows. No provision was made for the 
‘isolation of infected or premature babies, unless by chance one 
of the side rooms, of which there were two each on all the 
wards but VI, happened to be available. Infected babies were 
therefore usually nursed in a corner of the nursery. 


Staff—Each ward had one sister and one staff nurse; in 
addition there were pupil midwives (undertaking the first six 
months of their C.M.B. training}—six on Ward IV and four on 
each of the other wards. 
and the babies; there were no “nursery nurses” who looked 
after the babies and no one else. Each ward had also one 
nursing orderly and one charwoman’ The night staff consisted 
of one sister, four staff nurses, three pupil nurses, and eight 
assistant nurses. On any one night a total of nine or 10 nurses 
were distributed round the four units. There was one resident 


house-surgeon. The medical officer lived out and paid a daily. 


visit. 

Nursery Technique—Masks of one sort or another had to be 
worn by anyone entering the nursery.; but in fact the mask 
“drill” had been somewhat neglected and masking had become 
perfunctory. Gowns were not worn. At birth sulphacetamide 
drops were instilled into the eyes; the baby was then bathed 
and weighed. Two days later it was bathed and weighed again, 
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and thereafter daily. Each nursery had, next to the basin, a 


, bathing-table covered with a máchintosh and sheet; on which 


the baby was placed on his'own towel for bathing or changing. 
The basin was mopped round with “ibcol” between each 
bathing. The buttock ointment was kept in a communal jar 
but was extracted with a small square of lint, a separate piece 
for each baby, so that the nurses’ fingers should not touch the 
ointment. - After changing, the soiled napkins and clothes were 
dropped in a bucket; after feed-time these were taken to the 
sluice-room, where the nurses rinsed them in plain water before 
sending them to the common laundry. Babies were taken to 
and from their mothers, one under each arm, at feed-times. 
Mothers did not mask unless they had a cold or sore throat. 
There was no special roùtine care of mothers’ breasts or hands. , 
The nursery floors were swept once a day. 


Feeding.—Until January, 1948, all babies were offered, after 


‘each breast-feed for the first three days of life, a comple- 


mentary feed of a dried milk preparation which, when reconsti- 
tuted, had a relatively high carbohydrate percentage. This was 
given by a nurse or the mother by cup and spoon. From 
January, 1948, two wards continued this practice, while the 
other two gave no complementary feeds or fluids except in 
special cases. When complementary or supplementary feeds 
were. used they were made up in the ward kitchen. There was 
no milk kitchen. Bottles and teats were boiled in a fish-kettle 
on the gas-stove. - 


Unit B 

Accommodation.—This unit was the maternity unit in the 
general hospital. The intention was that only abnormal 
Obstetric cases should be admitted. There were two lying-in 
wards, taking six and four women respectively. The only 
nursery was very small (10 ft. 6 in. by 13 ‘ft.—3.2 by 3.96 m.) 
with one window facing north. There were nine cots, which 
were packed in threes on three trolleys; the sides of the cots 
were touching and there was barely 1 ft. (30 cm.) floor space 
between the trolleys. Infected or premature babies could not 
be properly isolated ; the bathroom (sister’s office) was used in 
conjunction with an oxygen box a3 the only place available 
away from the nursery. 


Staff—A nursery nurse attended to the babies. but when she 
was off duty or needed assistance one of the pupil nurses on 
the unit came into the nursety to help. At night there was only 
one nurse for the whole unit ; she attended to the mothers and 
babies. One ward maid “charred” for the unit. A paedia- 


Nursery Technique-——Masks were worn in the nursery, but 
here again masking had become careless. There was one- gown 
per infant, which was worn for washing or changing or artificial- 
feeding that infant ; when taken off it was rolled up and put on ` 
top of the baby’s basket on the trolley underneath the cots. 
These baskets were therefore closely packed. Babies were 
weighed at birth, again on the third day, and thereafter daily. ` 
They were bathed at birth, then “ topped and tailed” daily 
until the cord came off, and thereafter were bathed daily. 


‚Bathing and changing were done on the nurse’s lap. The floor 


of the nursery was polished parquet. During the daily sweep 
and polish the trolleys were pulled out into the corridor and 
the cots on them covered with a single layer of butter muslin. 
Otherwise the technique was similar to that ‘described’ for 
Unit A. 


Feeding—According to the mother’s condition the baby was 
put to the breast after 24 to 48 hours. Until then boiled water 
was given. This, and the artificial feeds given when necessary, 


were prepared in the ward kitchen. Bottles and teats were 
boiled in a fish-kettle on the gas-stove. : 


i Discussion 

It is interesting to compare infection rates amongst the 
babies of maternity units in different parts of the country 
from time to time. Various earlier reports (Henderson, 
1943 ; Corner, 1946 ; Department of Health for Scotland, 
1947) have recorded infection rates for neonatal units of 
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between. 20% and 30%. While the present report was in 
progress another was published (Frazer, 1948) which -is 
salutary to all who had been achieving rates of about 10%, 
for in Belfast the commendably low figure of under 3% 
was reached. So far-as can be ascertained the-criteria of 


„infection used by each observer were similar to those 


t; 


A 


X 


employed at Cambridge. 

It will be appreciated from Table III that eye infections 
are usually the most prevalent and skin infections next so. 
However, Frazer’s figures and those of Unit B show skin 


: TABLE Ill.—Records of Neonatal Infection Rates 
















$ : 3 

Ti : = DN A 

Di d Ost. a 

ES Be £53 a eee 
02 Jon NAA sa pe en 

. D'i on e U 
l a EES ERREEN 
à Unit A | Unit B | BZS] A B {SAS| e245 
Total live births | -1,257 | 185 | 8,075 | 3.344 | 3,190 | 1,293 | 2,274 
Total infections | 8-28% | 10-28% | 29-8% | 25-9%. | 297% | 21% |277% 
Bye infections .. | 54% | 1-62% | 15:9% | 13-49% |-17-69 "| 0-619 
Skin infections | 206% | 432°% | 68% | 658% | 10% EA 
_ Thrush 0o] 49% 0-35% 


0:32% 





* Department of Health for Scotland Report, 1947, p. 24. 


infections to be nearly three times moré cammon than, eye 
infections. It is-therefore interesting to conjecture whether 
the covering of the cot with gauze as ‘practised by Frazer, 
which minimizes dust-borne infection, and the removal of 


. the babies during-the cleaning of the ward in Unit B 


in Cambridge had any part in the reversal of the usual 
finding. . +3 
The incidence of infections in hospital nurseries must be 
related to the quality and number of staff available. How- 
ever, it would also seem likely that the architectural arrange- 
ments of the unit are of great importance. In the Belfast 
Maternity Home (Frazer, 1948) the basic units accommo- 
dated five or six mothers and babies, and the number of 
deliveries was such that a unit could be filled within 
24 hours, allowing a thorough cleaning and airing of each 
unit for 24 hours between each intake. These arrangements 
would seem to be a factor in reducing cross-infections. 


` These small units are very different from the large nursery 


- communication). 


for 50 babies described by Corner, even though the Bristol 
nursery was partially divided into three sections. In the 
-Edinburgh nurseries, on which Henderson reported, a large 
number of babies are also collected in one room (personal 
: These observations suggest that one way of reducing the 
hospital neonatal infection rate would be to reduce the 


'| number of babies in each nursery unit. By reducing the 


infection rate among newly born infants the death rate from 
infection in this age group should also be reduced. Infec- 
tions are’ responsible for over 25% (Department of Health 
for Scotland, 1947) of neonatal deaths; and they are the 
most readily preventable cause. ate. 


.~ I would like to thank Dr. Allan McFarlan. Dr. French, and the 
staff of the County Maternity Unit, for their-help and co-operation. 
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THE RELATION OF STAPHYLOCOCCUS 
PYOGENES TO INFANTILE DIARRHOEA 
AND VOMITING* 


BY 


G. MARTYN, M.R.C.S., L.R.C.P., D.P.H. 
Research Fellow in Child Health, University of Manchester. 


(From the Department of Child Health and the Department of 
Bacteriology, University of Manchester) 


The aetiology of infantile diarrhoea and vomiting remains 
obscure despite the efforts of many investigators. Amongst 
the many suggested causative bacterial agents mentioned 
is the staphylococcus. The purpose of this paper is to 
present the findings in an investigation to determine 
whether Staphylococcus pyogenes was a possible direct 
cause of the gastro-intestinal condition, The staphylococcus 
in relation to parenteral infection as a cause of diarrhoea 
and vomiting is not considered. 


Draper and Brown (1946) recorded the presence of 
Staph. aureus in the stools in 26.5% of infants aged 0-ly 
year suffering from enteritis. One death occurred, in>2 
child 8 months of age who had had a history of diarrhoea 
for six weeks before admission to hospital and died nine 
days later; the faeces contained pus and mucus. Felsen — 
and Wolarsky (1942) reportéd an outbreak of epidemic 
diarrhoea of the newborn in 19 babies ; they found Staph 
aureus in pure culture in two cases, and, it was the pre- 
dominating organism in a third case. These authors — 
suggested that the presence of Staph. aureus was significant, 
but they were uncertain whether their evidence was suff- 
cient to incriminate any single bacterial agent. ` Kramer 
(1948) reported a fatal case of enteritis in a child aged 
6 weeks, and described the condition as one of staphylo- 
coccal enteritis on the finding of a coagulase-positive 
streptomycin-resistant Staph. aureus from the terminał 
ileum at necropsy. Staph. aureus was not cultured before.. 
the child’s death. 


- Crowley et al. (1941), in their investigation of epidemic . 
neonatal diarrhoea in maternity hospitals, found a 
coagulase-positive Staph. aureus in two cases in a series 
of 10 infants. They concluded from the evidence that there 
was nothing to justify the claim that the staphylococcus 
was anything more than a possible cause in some out-- 
breaks. Taytor et al. (1949), in a series of 19 babies in 
two outbreaks of infantile diarrhoea and vomiting, found 
Staph. pyogenes in the stools on six occasions, and showed 
by phage-typing that the staphylococci did not belong to 
the types commonly present in staphylococcal food- 
poisoning. Because they found a low incidence and a 
sparsity of staphy!ococci in rectal swabs they discontinued 
further phage-typing. 

The incidence of staphylococci in the stools of normal 
infants has been recorded by Duncan and Walker (1942), 
who found Sraph. aureus in 74.4% of 61 newly born infants 
(method of isolation not stated), and by Martyn (1949), 
who, using a selective medium for the isolation of 
staphylococci, reported the presence of Staph. pyogenes in 
50% of 130 healthy-infants aged 0-7 days. Crowley et al. 
(1941) isolated Staph. aureus once in 57 normal breast-fed 
infants aged 3-23 days. ; 

a a a a a a a 

This work was undertaken whilst holding the Cow and Gate 
Research Fellowship in Child Health, University of Manchester. 
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The Present Investigation 


This paper records the results of an investigation into 
the incidence of Staph. pyogenes in the stools (a) of infants 
in hospital suffering from diarrhoea and vomiting, (b) in 
infants in, hospital not suffering from gastro-intestinal 
symptoms, and (c) in a number of healthy babies attending 
a child-welfare clinic, The last two groups were examined 
to serve as controls. 

All the infants in this series were aged between 2 weeks 
and 1 year. The majority of them were in the age group 
- 1-3 months. The investigation was carried out between 
October, 1948, and July, 1949, and includes cases from four 
hospitals. 


Bacteriological Methods.—Rectal swabs from the infants 
were plated as soon as possible after collection on horse- 
blood-agar plates and inoculated into a 10% NaCl meat 
medium recommended by Maitland and Martyn (1948) as 
being selective for staphylococci. All staphylococci isolated 
were tested for coagulase production ; all positive strains 
are referred to as Staph. pyogenes, and these strains were 
tested for sensitivity to penicillin (40 units per ml.) and 
streptomycin (1,000 units per ml.), using soaked strips of 
filter-paper laid over 18-hour broth-culture streaks of the 
organism on agar plates. In addition all Staph. pyogenes 
‘strains were bacteriophage-typed, using the series of phages 
in routine use at the Central Public Health Laboratory, 
London. ‘The strains classified as non-typable were tested 
against all the staphylococcal phages. In every case strains 
were tested against Kreuger phage. 

Results of Culture—Cultures. were made fiom. 119 
infants with diarrhoea and vomiting, from 78 infants in 
hospital with no gastro-intestinal symptoms, and from 44 
healthy infants attending a child-welfare clinic. The results 
are summarized in Table I. The incidence of- Staph. 


TaBe I.—Incidence of Staph. pyogenes in Cases of Infantile 


Diarrhoea and Vomiting and in.Controls, with Results of. 


Sensitivity to Penicillin and pirepromyoin 








Cases of Controls 
Infantile 
Source Diarrhoea 
and In-patient | Out-patient Total 
Vomiting 
a A a a AA -Á t 
Total Nos. of cases . 119 78 44 122 
Staph. pvagenes isolated’ 53 (44-5%) | 41 (52.5%) | 15 (34%) 56 (46%) 
Penicillin-resistant 15 (28-3%) | 13 (31-9%) 9 (60%) 22 (43-9%) 
Streptomycin-resistant 2 -2 0 2 





pyogenes in cases (44.5%) and in controls (46%) showed 
a ‘close similarity. There was a low incidence of 
streptomycin-resistant strains, only four being isolated. 
The frequency of penicillin-resistant strains was little 
different in cases and controls in hospital, but was higher 
in the out-patient controls ; the difference is not, however, 
statistically significant. In- Table II the incidence of 


TABLE I¥.—Incidence of Phage Types in Strains of Staph. pyogenes 
Isolated from Cases of Infantile Diarrhoea and Controls 


Numbers of Phage Types 


i Q 
Source of D 
Staph. pyogenes | n2 E PEES 
oS ai ee Remy (eo aren E a a ee fe 
Zilol olalsi/elaeleloa lal al s&s 
Cases of diarrhoea . 
and vomiting (53 
strains) . 5 1 2/4119} 2i12| 3 2 I 
Controls (5 6 strains) 9|/2;5 1] 3 1 19| 1 6/0] 44 4 


e 


` bacteriophage types of the Staph. pyogenes strains isolated 
is recorded ; the nomenclature, as already stated, is that 
used by the Central Public Health Laboratory. The 


y 


- 


distribution -of types and the proportion of non-typable 


~ Strains was similar for cases and controls. It is noteworthy 


“that one type (47) accounted for almost half the typable 
. Strains. 


This type was also found to be prevalent in the 
staphylococci isolated from healthy newborn infants 
(Martyn, 1949), the strains having been typed after publica- 
tion, and nearly all these type 47 strains were penicillin- 
resistant. Of the 38 strains of phage type 47, 26 were 
peni-illincresistant. Type 6/47 is recorded five times in the 
two groups :- this type has been shown by Allison (1949) to 
be often associated with staphylococcal food-poisoning. 
There were 20 non-typable strains. 


Discussion i 


The presence of Staph. pyogenes in the stools of 44.5% 
of infants suffering from diarrhoea and vomiting and in 
46% of controls who either were not suffering from diar- 
rhoea and vomiting or were normal, the close similarity of 
phage-type distribution in the two groups, and the close 
correlation of sensitivity to streptomycin and penicillin do 
not seem to indicate that the organism bears any causal 
relationship to infantile diarrhoea and vomiting. 


The use of a highly selective medium for the isolation 
of Staph. pyogenes from the stools explains the high inci- 
dence of the organism, as on only four occasions was 
Staph. pyogenes isolated direct on blood agar—twice in 
cases and twice in controls. 

There were 13 deaths recorded in children examined 
bacteriologically ; in four of these Staph. pyogenes was 
isolated, but then only as a result of using the selective salt- 
meat medium. Jt should be mentioned that the number of 
staphylococci in the original inoculum was not known. In 
cases and controls in which Staph. p pyogenes was present 
there may have been fewer than 10 organisms, because, as 
Maitland and Martyn have shown, the salt-meat medium 
will detect small numbers of staphylococci when mixed 
with large numbers of other bacteria. The failure to isolate 
staphylococci directon blood agar, except in four instances, 
suggests that the number of staphylococci present in the 
stools is very low. The failure of cases to respond to 
streptomycin therapy (Holzel, Martyn, and Apter, 1949) 
does not suggest that an organism nearly always found to 
be sensitive to the antibiotic im vitro bears any causal 
relationship to the disease. None of the cases in this 
investigation were found to have either blood or pus in 
the stools as did many of the cases recorded by Draper 
and Brown (1946): whether they were dealing with the 
same clinical condition is a matter of conjecture. 

If consideration is given to all the data available there 
seems to be no evidence that Staph. pyogenes bears any 
direct causal relationship to infantile diarrhoea and 
vomiting. 

Summary . 

A bacteriological investigation of the incidence of Staph. 
pyogenes was carried out in cases of infantile diarrhoea and 
vomiting and in infants not suffering from any gastro-intestinal 
abnormality. 

Staph. pyogenes was isolated from 44.5% of the stools of 
119 cases of diarrhoea and vomiting and from 46% of con- 
trols. Only four streptomycin-resistant strains were encoun- 
tered in 109 strains of Staph. pyogenes tested. 

Bacteriophage types were distributed evenly in the two groups. 
Type 47 predominated, being found in 35% of the total number 
of strains tested. A food-poisoning type (6/47) was found five 
times in each of the two groups: The relationship of Staph. 
pyogenes to infantile diarrhoea and vomiting is discussed, and 
the general conclusion is drawn that this organism bears no 
relationship to the disease. 
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MORTALITY AND SURVIVAL RATES IN 
MALES WITH: SILICOSIS OR - 
SILICO-TUBERCULOSIS 


BY 


H. MIDGLEY TURNER, M.D., M.R.C.P., D.P.H. 


Chest’ Physician, Sheffield Regional Hospital Board ; Lecturer 
in Tuberculosis, Sheffield University - 


S ' AND 


W. J. MARTIN, D.Sc; Ph.D. 


From the Medical Research Council's Statistical Research Unit, 
London School of Hygiene and Tropical Medicine 


Whilst the literature on silicosis and silico-tuberculosis is 
voluminous, there are few published data on the expec- 
tation of life in these two conditions. So far as silico- 
tuberculosis is concerned, as the prognosis is obviously 
dominated by the. tuberculous element its assessment is 
not unduly difficult to the experienced chest physician. 
The necessity for data is much greater in silicosis without 
tuberculosis, as the question of expectation of life may be 
raised in connexion either with life insurance or with 
compensation, but most physicians see too few cases to 
establish criteria. The data upon which this paper is based 


. have been accumulated by one of'us (H.M.T.) in Sheffield 
the statistical analysis is the - 


during the last 19 years ; 
‘work of the co-author (W.J.M.). 
Sheffield is traditionally the home of the grinder, but 


it is perhaps not so well known that a number of other - 
trades in Sheffield also carry an occupational hazard of — 


silicosis. These trades are sand- and shot-blasting, fettling 
steel, steel-dressing, ganister mining and quarrying, ganister- 
crushing, silica-brick making, building, repairing, and scaling 


. furnaces lined with silica bricks, stone-masonry and stone- 


dressing, and finally coal-mining. Records have been accu- 
mulated’ of 857 men in whom some degree of silicosis or 
of silico-tuberculosis has been diagnosed. Of ‘these 43 had 
no opportunity of reaching the age of 40 years, and have 
been excluded. The series therefore consists of 814.men 
with silicosis or silico-tuberculosis each of whom reached 
the age of 40 years and had the opportunity of reaching the 
age of 41 or more. 

The reasons for the selection of 40 as the commencing 
age in the series are as follows. Silicosis isa condition 
which deyelops gradually as a result of an occupational 
hazard over a period of years. - . The proportion of cases 
in which it is possible to diagnose silicosis with certainty 
below the age of 40 varies in different processes, but is 


~ 
= 


S 


t 
comparatively small. After the age of 40 this proportion 
increases fairly rapidly. Nevertheless, even before the lung 
changes have progressed to diagnostic level ón a radio- 
graph, they haye from a pathological point ‘of view been 


‘initiated and such risks to health as may be associated with 


silicosis have started to operate. With the same line of 
argument, it appears logical to credit a case in which sili- — 
cosis was first diagnosed at the age, say, of 52 with sur- 
vival from age 40 to age 52, because there ‘can be no 
doubt that the silicotic hazard has existed continuously since 
the age of 40. It is necessary to have some standard with 
which comparison of the survival rates in silicosis and 
silico-tuberculosis can -be made. For this purpose the data 
in the English Life Table No. 10 (Registrar-General, 1931) 
have been used. From the “Ix” column a percentage 
survival rate for ages over 40 has been calculated. This 
represents the survival rates for males in England and | 
Wales starting at age 40. 

Survival rates at ages over 40 for silicosis and silico- 
tuberculosis together with the control survival rates are 
given in:Table I and expressed graphically in the Chart. 


TABLE I.—The N imber of Survivors at Each a Expressed as a 
Percentage of the Number at Age 40 . ; 













English Life 



















Silico- s: 3 
Silicosis 
Age tuberculosis Table No. 10 
` (348 Men) (1930-2) ` 
40 
41 : ; 
42 . ; 
43 ; š 
44 ~- 
45., z ° 
AT ; 3 
48 é : 
49 ‘ ‘ 
_ 50 ; ; 
51 5» . ; 
52 . 87-6 90-3 
53 ‘ 86:6 89-1 
54 $ 84:5 87:9 | 
55 ` 80-0 A 865 , 
56 ‘ 76-8 85-1 
57 - 55-6 72:57 83-7 
58 50-1 70-6 82:1 
59 - 44-7 66:0 ' 80-4 
60 39-7 61-4 78-6 
6l 35:3 57-7 76:7 
62 31-4 53-5 747 . 
63 25:7 49-2 725 ` 
64 22:2 44-9 703 -~ 
65 20:0 40-3 67'8 
66 16-3 36°5 65-3 
67 1146 30:6 62-5 
68 12-1 26°6 59-7 
69 9-0 21-4 56-7 
70 5:7 18-0 53-6 
71 4:5 16°3- 50-3 
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Before considering these ‘findings it is. necessary to give 


in a` miner’s lung acts as, an adsorbeńt of tuberculin and 


further information with regard to the series upon which ’ in so doing reduced the toxicity of any lesions which may 


the analysis is based. The 814 cases divide into 466 in 
‚which silicosis accompanied by tuberculosis was diagnosed 


and 348 im which silicosis without tuberculosis was diag- ' 


nosed (referred to below as “ pure silicosis”). Allzeases 
in which a diagnosis of tuberculosis was made at any time 
are in- the group of Silico-tuberculosis. . It is interesting to 
note, however, that the group: of pure silicosis cases was 
a relatively stable group, and- only 23 cases were first diag- 
noséd as pure silicosis and later developed tuberculosis. In 


‘occur, This, theory and the work of Cummins and 
Weatherall (1931) upon which it is based must be accorded 
considerable weight. i ` 

The very high proportion of grinders who develop tuber- 
culosis with silicosis has-in the past been attributed to the 
harmful effect of silica together with the bad working con- 
ditions that have prevailed in the industry. It is, however, 
well to bear in.mind that grinders and sand- and shot- 
blasters are -abrading steel and may well also inhale fine 


this series, therefore, the chances of a case originally diag- _ particles of the metal. Tuberculosis is a common compli- 


nosed as pure silicosis, later developing tuberculosis were 
‘6 in 100. The 23 cases- included a man diagnosed as a 
case of heavy silicosis at the age of: 69 who developed ‘acute 
tuberculosis one year later,,.and.a. man aged- 62 who 
developed tuberculosis at the age of 63. The other 21 
cases ranged in age-from 33 to 57 (average 46 years) when 
silicosis was first. diagnosed. The average age at which. 
tuberculosis was diagnosed in these 21 cases. was 54 years. 
Of the 814-cases in the whole series 610 (75%) have' 
been followed till death occurred ; the remainder, with the 
exception-of 15 cases which “left the area ” or were “ lost 
sight of.” at various ages, are still alive. These 15 cases. 


drop out of the survival table at the age af which they - 


were last known to be alive. The distribution. of the series 
between various occupations is given in Table II. , It. will 


N 


TABLE II.—Distribution of the Cases Between Various Occupations 





; Silico-tuberculosis Pure Silicosis - 
Occupation . Totals 
a __Dead - Dead 
Grinders~. . ir A 280 140 521 _ 
Fettlers and steel-dressers 32 24 ` 84 
Coal-miners : Be 15 16 ’ 63 - 
Masons and stone-dressers , 2l 20 42 
Ganister-workers, quarry; | | 7 ' 
mine, crushers, etc. .. 14 11 39 
Sand- and shot-blasters .. 12 D xe 28 
Furnace builders and re- 
airers .. i she -5 `4 19 
Miscellaneous s noS 6 18 
\ Totals .. 384 226 





ta 


be noticed that the ratio .of silico-tuberculosis, to pure sili-. 
cosis varies in different trades. ` Thus of 521 grinders 329- 
(63%) had silico-tuberculosis,« of 84 fettlers and. steel- 
dressers 41 (49%) had silico-tuberculosis, whilst of 63 
coal-miners only 23 (37%) had silico-tuberculosis. The 
appreciably lower proportion of silico-tuberculosis in coal- 


miners is in line with the experience of other workers. ` 


Fletcher (1948) discusses at some length the `relation -of 
tuberculosis to -the pneumoconiosis of coal-miners, and 
sums up by stating that clinically tuberculosis appears- ás 
an infrequent but often serious complication_of the disease. - 
Clinical experience in’ Sheffield supports the view that 
the prognosis. so far as tuberculosis is concerned in the 
silico-tuberculosis of ,coal-mines is better than the prog- 
nosis of comparable cases in-grinders. Gardner and others, 
(1930) cited experimental evidence in favour of the-theory 
that the dust from coal may exercise a favourably modi- 
fying effect on the development of tuberculosis, Reference 
has been.made elsewhere (Turner, 1939) to the fact that, 
quite apart from the question of-silicosis, the incidence of 
sputum-positive pulmonary tuberculosis among ‘coal-miners 
in the Sheffield area is not high, and that, moreover, it 
shows an absence of the middle-age peak in the age-. 
incidence curve which is a characteristic feature inthe age- 
incidence curve for occupations unfavotrable. with regard 
to tuberculosis. Cummins (1935) suggested that coal dust. 


y 
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cation of the sidero-silicosis. found in haematite miners. 
Stewart and Faulds (1934) gave details of post-mortem 
findings in 15 haematite miners, and in 11 of these the lungs 
showed evidence of tuberculosis accompanying the sidero- 
silicosis. It is possible, therefore, that the presence of iron 
in the lungs may exercise an unfavourable effect on local 
tissue resistance to tuberculosis. = >° ~ 


Pa 


: Discussion. of Findings 
As would be expected, the survival Curve for silico-tuber- 
culosis shows the greater deviation from the control survival 
rates; and this deviation begins in the first year of risk. 
Tuberculosis with or without the mention of silicosis is the 
cause of death in the majority (313 of 384 deaths in this 
group were due to tuberculosis). At the Johannesburg 
Conference (Gardner and others, 1930) the question was 
put, “What is the prognosis in a case of silicosis with 
tuberculosis ?” The agreed answer was, “ This is always 
serious; it is worse (1) when the tuberculous infection 
occurs at the outset of the silicosis, (2) in younger than in 
‘older subjects, (3) than in,cases of tuberculosis alone.” 
Clinical experience in Sheffield endorses this answer, with 
a reservation on its second part. When tuberculosis either 
first manifests itself or’ recrudesces in later life it is often 
of an acute type with a rapid downhill course. f 


`- One handicap in the treatment of silico-tuberculosis is 


that collapse therapy is rarely either indicated or helpful. 
There are several reasons for this. The majority of the 
patients are in their fifth or sixth decade, and there is often 
difficulty in judging the contralateral lung both with regard 
to its functional capacity and also to the presence of active 
‘tuberculous lesions. It is probably the almost invariable 
reduction in cardio-respiratory capacity, due partly to con- 
comitant emphysema,- which is the main contraindication 
and-which is responsible for disappointments when collapse 
therapy is tried. In favourable circumstances with con- 
servative treatment, particularly in the middle-age group, 
there is a tendency for the disease to assume the productive 
form, and such cases may survive for many years ‘without 
ever achieving complete quiescence, but with only moderate 
disability. In a small ‘proportion complete arrest of the 
tuberculous disease is obtained, but even so life is usually 
shortened because of damage to’ the cardio-respiratory func- 
tion. ‘In view of the generally poor prognosis in cases of 
silico-tuberculosis where the disease is in the exudative 
phase, and the general lack of application of collapse 
therapy, experiments with.streptomycin would be justified. 
. One such case can be quoted. i 
A steel-dresser was first seen in 1931, at the age of 39, when 
he had slight silicosis. He continued at his trade and in. 1943 
was seen again, and an x-ray film showed moderate silicosis. 
In 1946 the position remained unchanged. In November, 1948, 
‘at the age of 57, he had a febrile illness, diagnosed as a broncho- 
pneumònia localized to the- left lower zone. As his recovery 
was slow he was referred’ to the chest clinic, and proved to 
have a localizedexudative tuberculous lesion in the left lower 
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_ lobe, with tubercle bacilli in the sputum; there was moderate 

silicosis of both lungs. He was admitted to a sanatorium and 
. given 1 g. of streptomycin daily for 60 days: Within three 
, weeks the sputum disappeared and a radiograph showed diminu- 
~- ‘tion of the mottling in the left lower lobe, suggesting that the 
exudative reaction had ceased and that the absorptive and 
productive phase had started. Six months after the beginning 
of treatment-he was able to return home, with the tuberculous 
process apparently quiescent, general condition excellent, and 
B.S.R. 6 mm. in the hour. 

Turning to pure silicosis, it will be noticed that the sur- 
vival‘ rates up to the age of 51 years are almost identical 
with the control rates. Thereafter the silicosis group shows 
a definite adverse deviation which increases year by year, 
until by the age of 65 the survival rate is 27% below the 
control and only 20% above that for the silico-tuberculosis 
group. These findings indicate that pure silicosis is asso- 
ciated with a definite decrease in expectation of life as 
- compared with males in the community at large. Table III 


Taste Ill.—Cause of Death in 610 Cases- ~ 





Cause of Death 


Pulmonary tuberculosis .. 
Silicosis sa 
Bronchitis 
Pneumonia 
Cancer: 


`~ 


_ Lung and- mediastinum 
Oesophagus 
Stomach 
Colon .. 
Rectum 
Larynx 

. Prostate 
Other sites ec a4 

Cerebral haemorrhage .. 

Artertosclerosis” .. 

Chronic nephritis 

Coronary ditease 

Heart tailure ” 

Hypertension... 

Cerebral thrombosis 

Suicide à 

Appendicitis 

Infective endocarditis 

Accident and violence .. 

Rupture of heart ` .. 

Acute intestinal obstruction 

Diabetic coma .. A 

Occlusion of mitral valve 

Cirrhosis of liver za 

Amyotrophic lateral sclero- 


- sis a I = 

Gastric ulcer and haemat- 
emesis .. Ji 

Pulmonary embolism 

Prostatectomy .. 

Infarction of bowe 

Cause unknown .. 


Totals 
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.shows that, excluding -the 313 deaths due to pulmonary 
tuberculosis, 209 (70%) of the remaining 297 deaths were 


due to respiratory conditions. In clinical experience, also, 
the effects of silicosis and its frequently concomitant emphy- 
semax and bronchitis on the cardio-respiratory function begin 
to become more apparent with each passing year after 
the age of 50. Shortness of breath on exertion causes some 
limitation of activities in the majority of silicotics by ‘the 
age of 55, and in some this reduction of cardio-respiratory 
function constitutes the salient feature of the clinical 
„picture. How much of this disability is due to emphy- 
-sema and loss of elasticity of the lungs and how much is 
due to changes in the pulmonary circulation and the right 
heart is a matter meriting further study. There is, how- 
“ever, little doubt that the resistance of elderly men with 
silicosis to respiratory infections is less than could: reason- 
ably be expected. When pneumonia occurs in men with 
silicosis it is serious, and radiological residua are common 
in survivors. These residual shadows are probably due to 
persisting lobular or segmental collapse. 
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-Cummins, 


One other cause of death which deserves further reference 
is cancer of the lung. 32 (11%) of 297 deaths from causes_ 


“other than tuberculosis were due to cancer of the lung, and 


there was one death from cancer of the larynx. Of the 
deaths from cancer of the lung 19 occurred in grinders, 
which suggests a heavy incidence in this group of workers 
when account is taken of the. toll exacted by tuberculosis ` 
before the cancer age period. Although no statistical sig- 
nificance attaches to such small figures, their trend supports 
findings in a previous investigation into the cancer mor- 
tality in certain Sheffield trades (Turner and Grace, 1938). 
This. significantly excessive mortality from cancer of the 
respiratory tract was found in engineers, foundry workers, 
and grinders, but in none of the other occupational groups 
investigated. Kennaway and Kennaway (1936) discuss the 
question whether there is any association between silicosis 
and cancer of the lung. They show that metal-grinders have . 
a high rate for cancer of the Jung, while stone-masons show 
only a slightly increased rate, and conclude that the factors 
which lead to silicosis are not active in producing cancer of 
the lung or larynx. It may possibly be that the inhalation 
of metal dust in the grinding process is of more importance 
in this connexion than the inhalation of silica.. Brockbank 
(1932), in a survey of primary intrathoracic cancer, gave full 
occupational details for 52 male cases, and 13 of these had 
worked with iron and steel. E 

It has beèn shown that expectation of life is reduced in 
both silico-tuberculosis and pure. silicosis, “and it may be 
helpful to. express this reduction quantitatively. If the 
expected- age at death in each group is taken to be- the 
age at which the living members equal those. who have 
died, or, in other words, the age at which the chances 
of being alive or dead are equal, it will be found 
that under the conditions of this investigation the expected 
age at death for silico-tuberculosis is 58,-for pure silicosis 


~ 63, and for males in the general population 71 years. Thus 


from age 40 there is a reduction in expectation of life of 
{3 years for the silico-tuberculosis group and of 8 years . 
for the pure-silicosis group. - 


Summary 


Survival rates at ages over 40 in a series of 814 men with 
silicosis or silico-tuberculosis have been calculated. 


It has been shown that survival rates for males with silico- 
tuberculosis compare very unfavourably at all ages over 40 
with the rates for males with pure silicosis or with the contro] 
ratés for males in the general population. There is a reduc- 
tion of :13 years in the expectation of life at age 40 for the 
group with silico-tuberculosis. 


Up to age 51 the survival rates for males with pure silicosis ` 
àre similar to those of males in the general population. After 
the age of.51 there is an adverse deviation in survival rates for 
the group with pure silicosis. This results in a decrease in 
expectation of life of eight years from age 40, as compared 
with the expectation of life of males in the general community. 
It is suggested that this is due to the effects of silicosis on 
cardio-respiratory function and on the capacity to resist 
respiratory infections. <= A 
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MICHAEL GELFAND, M.D., M.R.CP, 
Physician, Salisbury Native Hospital- Southern Rhodesia 


PARAFFIN 


It is not uncommon for cases of paraffin (kerosene) poison- 
ing to be admitted to the children’s ward of the Salisbury 
Native Hospital. Since paraffin has many interesting effects, 
particularly on the respiratory tract, | consider it of general 
interest to describe the clinical picture that such ingestion 
might- produce.’ Further recognition of the disorder may 
easily be overlooked, although doctors practising amongst 
Africans may be well aware of the consequences of, this 
accident, l 

The condition is seen particularly among infants living 
in native compounds, where the paraffin lamp is used for 
lighting. When the lamp is filled, the remaining paraffin 
is sometimes not emptied back into the bottle but left in 
a mug. It is not difficult to appreciate the danger of such 


a practice, as the crawling infant may easily snatch the. 


container and consume its contents. The child coughs and 
cries ; the mother is alarmed and rushes him to the hospital, 
where, as a rule, after the stomach is washed out he is 
admitted for the night. 


The infant’s condition is usually satisfactory, though there 
will be some rise in temperature, with the presence of a 
cough. In most cases the child is not very ill ; but certain 
physical signs, such as an impairment of the air entry and 
inspiratory crepitations in the affected parts of the lungs, 
may be evident. Dullness and tubular breath sounds will 
not be present unless the patch is large. In most cases the 
‘lesions are found in one or both regions of the lower 
lobes of the lungs. 

A radiograph taken at this stage of the illness, about 
24 to 36 hours after the onset, generally reveals areas of 
“ cotton-wool” opacities of small irregular size. In the 
more extensive cases, however, the lesions are lobar .or 
lobular in appearance. They may be unilateral or bilateral. 

The fever usually lasts a few days, the temperature then 
gradually returning to normal. At the height of the fever 
the respiratory rate may be increased as well as the pulse. 
The temperature generally varies from 100 to 103° F. 
(37.8-39.4° C.). So far I have not encountered any fatal 
cases or sequelae; all the patients made an uninterrupted 
recovery. 


The differential diagnosis of paraffin poisoning is that ° 


of any acute respiratory affection, such as acute bronchitis 
or pneumonia. Malaria and acute febrile states may have 
to be considered also. . 


= 


.- Illustrative Cases 


Case I—A native male infant aged about 1 year was admitted 

on January 1, 1949, with a history of having drunk some 
. paraffin the previous night. The mother did not know what 
amount had been taken, but believed it was not much. The 
child coughed and attempted to vomit. He was a well-covered 
child. The temperature was 99.7° F. (37.6° C.); the next 
evening it had ‘risen to 101° F. (38.3° C.), after which it 
gradually subsided, reaching normal a few days later. 
On admission the pulse rate was 140 and the respiratory 
rate 36 a minute, dropping to 130 and 24 respectively after four 
days. On examination of the chest tubular breathing was 
audible in the left base, moist crepitations over the same area 
being heard later. The rest of the physical examination was 
negative. The white cell count was 13,100, with 60% neútro- 
phils, 33% lymphocytes, and 7% monocytes. No malaria 
. parasites were found in smears prepared from the peripheral 


circulation. On admission the stomach was washed out, when 
the smell of paraffin was detected. No special treatment, such 
as the use of penicillin or sulphonamides, was given. A radio- 


' graph taken on January 26 showed a large area of homogeneous 


consolidation at the left base, with a more extensive zone of 
mottled densities in the corresponding area of the right lung. 

Case 2.—A native female infant aged about I year was 
admitted on April 25, 1948, with a history of having con- 
sumed 2 oz. (57 ml.) of paraffin that day. On admission the 
temperature was 102° F. (38.9° C.) and the child was slightly 
dyspnoeic. The temperature varied from 100-102° F. (37.8- 
38.9° C.) for the next three days, after which it gradually - 
subsided to normal. Physical examination revealed inspiratory. 
crepitations, mostly at the right base but with a few on the left. 
The mouth and throat were normal, the abdomen was slightly 
protuberant, and no enlargement of the spleen or liver was 
detected. The heart was normal, and no abnormal changes 
were noted in the nervous system. The urine was clear of 
albumin and sugar. Peripheral blood smears were negative. 
A radiograph of the chest taken on April 27 showed a soft 
area of consolidation in the lower zone of the left lung. On 
April 29 the child was discharged as fully recovered. 

Case_3.—A native male infant aged about 15 months was 
admitted on December 6, 1948, with a history of having 
accidentally swallowed 2 oz. (57 ml.) of paraffin, after which 
he had vomited three times. On admission he was coughing, 
and paraffin could be smelt in the breath. The temperature 
was 103° F. (39.4° C.). He was given a gastric lavage. Exami- 
nation of the chest revealed crepitations at the left base with 
bronchial breathing. Nothing else of note was found in the 
lungs. The mouth, throat, heart, abdomen, and central nervous 
system all appeared normal. No malaria parasites were found 
in` smears taken of the peripheral blood. The total white cell 
count was 15.600 (43% neutrophils, 49% lymphocytes, 5% 
monocytes, and 3% eosinophils). The patient made a rapid 
recovery, the temperature returning to normal within three days. 

-Case 4.—A native female infant aged about 1 year was 
admitted on February 16, 1949, with a history of having 
swallowed paraffin a few hours previously. According to her 
mother, the amount consumed was about 1 oz. (28 ml.). On 
admission her temperature was 104° F. (40° C.), pulse 130, 
and respirations 30. She coughed, but no physical signs were 
observed in the lungs. A gastric lavage was given soon after 
admission. A radiograph taken the following day revealed a 
patchy consolidation in the lower zone of the left lung. The 
child was given 20.000 units of penicillin three-hourly by intra- 
venous injection and 0.25 g. of sulphadiazine four-hourly by 
mouth. The temperature subsided rapidly, and two days after 
admission she had fully recovered and was discharged. 

Case 5.—A native female infant aged about 15 months was 
admitted from the Location Dispensary by Dr. L. Stern, having 
swallowed paraffin on the afternoon of the previous day. She 
became very restless and later feverish. The next morning she 
vomited and developed a cough and some diarrhoea. Later, on 
admission (February 11, 1949), the temperature was 102° F. 
(38.9° C.) and she was coughing. The mouth and throat were 
healthy and the abdomen normal. The urine was free of sugar 
and albumin. The central nervous system was normal. The 
lungs did not reveal any gross changes on physical examination, 
but a radiograph showed a well-marked lobar consolidation of 
the upper zone of the right lung. The stomach was not washed 
out. The fever gradually subsided to normal after about six 
days and the patient was discharged. 


Discussion 

The literature, especially from America, contains a 
number of references to paraffin poisoning and pneumonia. 
Barbour (1926) reported four cases, one of which was fatal. 
Another fatal case was recorded by Higgins (1933), who 
suggests that the serious sequelae ‘following the ingestion 
of paraffin are due to pulmonary involvement from aspira- 
tion of the liquid into the lungs. Waring (1933) empha- 
sized the frequency of this type of poisoning. Some of 
his experiments on dogs tended to show that the pulmonary 
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involvement was due to aspiration of the paraffin direct or 
by regurgitation from the stomach into the lungs. Clini- 


. > cally, 9 (39%) out of 23 patients developed pulmonary 


=> of 65. cases. 


changes varying from mild bronchitis to a ‘fatal pneumonia. 


* Nunn. and. Martin (1934) recorded their findings in a series 
These showed that 43% of the cases had 
aspirated some of the paraffin into the lungs. There was 


~a mortality of 9%, all the fatal cases showing evidence of 


~ 


` 


a 


a pneumonitis. Fatalities occurred within the first 18 hours 
after ingestion. These authors therefore.concluded that the 


` prognosis was directly proportional to the amount of hydro- 


carbon entering the lungs.. Their conclusion that all fatalities ` 
occurred within’ 18 hours after_the ingestion of. paraffin 
was corroborated by Farabaugh (1936) whén he reviewed 
the various reports on cases of paraffin poisoning found in 
medical literature. , 


From experimental work on ‘rabbits, Lesser, Weens, and 
McKey ‘(1943)-concluded that the pulmonary manifesta- 
tions in these animals were due to aspiration of paraffin 
into the lungs rather than to its absorption from the.gastro- 
intestinal tract. No changes were noted in the lungs of - 
rabbits given varying amounts of paraffin by stomach tube. 
“However, when the paraffin was administered: by means of 


a tracheal catheter, pulmonary oedema and, later, con-. 


_ fluent pneumonia were seen. ` Of a series of 22 cases 


of paraffin poisoning studied radiographically, 17 (77%) , 


‘showed pulmonary changes. - 


, Similar experiments on the action of PEN A on the lungs 
“were reported by Deichmann et al. (1944). After adminis- 
tering it to rabbits by mouth-or intraperitoneally. they 
concluded that the vascular damage through absorption 
in the blood stream accounted for changes in the bronchi, 
and that the pathological lung changes were’ of the same 
character whether the paraffin was given by stomach tube 
or by intraperitoneal injection. 


well as from direct contact resulting from aspiration, these 


‘investigators stressed the necessity for early and efficient 


removal of all traces of the oil from the gastro-intestinal 
tract in the, emergency treatment. They also showed that 
the percentage of deaths- from the same dose of paraffin 


`“ varied from nil with highly purified paraffin to as much as 


60 with less-purified products. 
About the same time Scott (1944) reported what he con- 


sidered to be the first case in the literature of pneumonia,. 


pneumothorax, and subcutaneous emphysema complicating 
paraffin poisoning. -A similar case was recorded by 
Lavenstein in 1945. 

Steiner (1947) paid particular ateninon to the clinical 
picture. He claims that there is an acute intoxication with 
evidence of cerebral depression, 
vagus and’ respiratory centres. In most cases recovery 
takes ‘place in a few days. Many who- ingest 
paraffin develop changes in the lungs, detectable 
clinically or radiographically. These changes vary from 
slight infiltration “ to more serious complications.” Steiner 


classifies the cases into three groups on the basis of severity. 


and complications: (1) acute toxicity and depression of the 
central nervous system, with minimal pulmonary changes 
followed by rapid recovery; (2) severe, pneumonia and 
hyperpyrexia, with prolonged recovery’; (3) severe pneu- 


‘ monia, with evidence of degenerative changes in the myo- 


‘infants is sensitive to paraffin. 


cardium, liver, kidneys, and gastro-intestinal tract. 
According to Steiner, the central nervous system. of 
Absorption from the 
stomach is rapid and likely to produce symptoms within 
an hour after an accident, These include a rapid and 
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feeble pulse, shallow respirations, cyanosis, and drowsiness, 
with occasional muscular twitchings. ' Most infants soon 
recover from these effects. , The lungs; however, are often 
involved (Group,!). In Group 2 stupor or coma with high 
fever and more marked changes in the lungs.-(confluent 
pneumonia) are seen. In Group 3 the degenerative effects of 
absorbed paraffin on the liver, spleen, kidneys, and miyo- 
cardium are superimposed on the toxicity and“ pneumonia. 
He describes a case with auricular fibrillation and flutter. 


Steiner discusses the two reasons given for the production 
of the various syndromes—absorption via the blood.stream ` 
and/or aspiration ‘direct into the bronchi, Clinically, it 
appears that absorption of: paraffin from the stomach has 
enough - pathological potentiality’ to warrant its prompt 
removal by gastric lavage. Yet, while such removal has 
been advocated in the emergency treatment, the develop- 
ment of gastric hyperaemia and occasional multiple ero- 
sions of the gastric mucosa necessitate the exercise of 
caution during this procedure. In evaluating the outlook 
Steiner stresses the following : (1) age—infants are more 
susceptible than adults ; (2) amount ingested ; (3) the extent- 
of vomiting and aspiration ; and (4) the nature and rapidity 
of the,emergency treatment. . i 

Clinically, it is clearly difficult to state whether the pneu- 
monic changés are due to aspiration of the liquid into the 
lungs in the first instance or to absorption of the paraffin 
from the stomach.and its eventual settlement in the lungs. - 
In most, cases the radiograph reveals basal changes, thus 
favouring ingestion. It will be noted that in Case’5 of the 
present series\the upper lobe of the right lung only was 
involved. This might be considered to favour gastric ` 
absorption’ rather than aspiration direct into the lungs. 

Steiner claims that the central nervous system of the 
infant is particularly sensitive to paraffin, but in no case 
that I have yet seen has there been any undue central 
nervous depression. 

Summary 


Cases , of paraffin pneumonia in Southern Rhodesia are 
reported and the clinical features described. 

The prognosis, as a rule, is good, although fatal cases are 
on record in the literature. i 

In view. of the complications of paraffin poisoning it is advis- 
able to'admit all cases to the ward for observation. 


My thanks are due to Dr. R. M. Morris, Secretary for Health, 
Southern Rhodesia, for his permission to publish this paper. 
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A new Health Sciences Building at the University of 
Washington was formally opened on October 9. It houses the 
university’s~ schools of medicine, dentistry, and nursing. A 
college of pharmacy will be built later. The main auditorium, 
seating 600 people, is wired for television, and when the equip- 
ment is complete operations being performed i in other parts of 
the building will be televised. Dr. Edward L. Turner-is dean 
of the medical division.  / 
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SUCCESSFUL TREATMENT OF TWO 


‘CASES ` OF. GANGRENOUS' ,- >- 


-~ of iléum ‘situated ' some 6 in. (15 cm.) from the ileo-caecal valve 


-a a INTUSSUSCEPTION IN 

i ` .CHILDHOOD . AE 
z | - BY z l l 

D. J. CONWAY, MB. D.CH.. '. 


R. `L. G. DAWSON, -F.R.C.S. . 
From University College Hospital, London 


N — 
‘ 


_ Early surgical correction of an acute intestinal intussuscep- 
tion in childhood usually results in a satisfactory recovery, 


but when gangrene of. the constricted bowel’ has occurred 


the mortality rate is very high. Only three recoveries were 
reported by Ladd and‘Gross (1941) in. 18 cases in which a 
primary anastomosis was carried out to deal with this com- 

plication.- A Mikulicz double enterostomy operation pro- 
anced only seven recoveries in 25 cases. Similar experi- 
‘ences have been recorded by Nyborg (1943) ańd by Wakeley 
and Atkinson (1938). ` 

‘The onset of an intussusception in childhood is usually 
marked by sharp bouts of severe abdominal colic, though 
‘sometimes this symptom’ may be difficult to recognize or 
quite , indefinite. Vomiting on one or more occasions occurs 
in the first 24 hours. Anorexia is.often pronounced, and 
some pyrexia is present in the majority of cases. The 
motions are oftén looser than usual, but in about 50% no 
blood is passed in the first 24 hours. Though the “ red- 
currant jelly’ stool is characteristic, only streaks of blood 
may be passed or the motions may merely appear dark 


“ median- incision greatly distended intestine escaped from the 


wound. «Complete reduction of the intussusception Was not 
possible, and there remained a length of about 2 in. (5 cm.) 


in which there was ‘an irreducible intussusception. Owing to 
the ‘peritoneum splitting over a distended ileum, and in order 
-to return: the small intestine~to the abdomen, a catheter was 
inserted. into the ileum and the contents aspirated. The 


- gangrenous intussusception was resected and a double-barrelled 


~ 


ileostomy was formed at the lower end of the incision. 


During the operation and for 48 hours afterwards gastric 
suction was applied. For the first 12, hours it was used con- 
tinuously, and then during alternate hours. For the first six 
post-operative days the child had half-strength Hartmann’s solu- 
tion with 5% glucose intravenously, each pint alternating with 
a pint of half-strength plasma. A watéh was kept on the plasma 
chlorides, and when these, were reduced normal saline was 
infused until the lľevel was corrected. Before oral feeding was 
started the daily intravenous fluid intake was 3 oz. per lb. (180 
ml. per kg.) body weight; later, as the quantities of food by 


- mouth increased, the intravenous infusion was decreased. Twenty- 


* four hours- after operation he was given hourly l-oz. (28-ml.) 
feeds of water during the day, and after 48 hours small feeds 
of 14 oz. (42 ml.) of half-strength reconstituted dried milk 
‘three-hourly for six feeds in the day. By the sixth post- 


- operative day he was taking 4-oz. (114-ml.) feeds thickened 


N 


from altered blood; and the condition should not be over- - 


looked in such cases. The shocked ‘state of the child 
between paroxysms of colic is also an important point, 
and it is easier to palpate the abdomen at this time. If an 
\abdominal mass is present it is prominent during peristalsis, 


though tightening of the abdominal wall and screaming may: 


interfere with examination. Rarely,-constriction at the 
neck of the intussusception is not severe enough to inter- 
fere with the vascular supply of the invaginated gut or to 
cause much intestinal obstruction. In such a case the history 
is of recurrent bouts of peri-umbilical pain for days or 


weeks without vomiting or the passage of blood per rectum.: 
In the following two cases absence of a typical clinical 


picture resulted in a‘Serious delay in diagnosis and admission 
to hospital. .. ~ . e 
Case 1 ; fe 

A böy of 2 months was admitted because of vomiting, rest- 
' lessness, and anorexia since a brief attack of: diarrhoea five 
days -before. One convulsion occurred the day before 
admission. 
‘guanidine, as his mother had suffered from a bout of diarrhoea 
at the same time. Theré was now no abdominal colic and the 
stools were:normal. On examination. he was listless, hypotonic, 
and dehydrated, but the skin colour was good. He was \dis- 
tended-‘and resented abdominal palpation, but no localized 
tenderness or mass was detected. The urine was normal and 
contained chlorides. Other systems were normal. His tempera- 
ture was 98.4° F. (36.9° C,), pulse 140, and respirations 40. He 
was given am intravenous infusion of half-strength Hartmann’s 
solution with 5 % glucose. Twelve hours later he passed a tarry 
motion for the first time, and the distended abdonien then 
showed „peristaltic waves. ‘A barium, enema confirmed _the 
presence of an intussusception in the right half of the transverse 
colon. H- à 

Operation under ` general anaesthesia was performed by 
Mr. Gardham. .On epeaine. “the abdomen by a. right pa 


Cai 


~~ 


with a proprietary food five times in the day. He had a pyrexia 
of 101° F. (38.3° C.) for the first 10 days; penicillin, 50,000 
- units, was therefore given eight-hourly and a course of sulpha- 
dimidine for one week. 

‘Four days after operation the abdomen was still distended: 
The ileostomy did not work well at first, becoming blocked inter- 
mittently:. The abdominal wall round the ileostomy became very 
excoriated and was treated by splinting the child’s arms to 
"prevent him from scratching, exposing it to,the sun, and apply- 
ing polyvinyl alcohol jelly buffered to pH7. The jelly was 
warmed to make it more fluid „and was applied to the skin 
every two.or three hours during the day and night; on cooling, 


ce 


- it set as a thin impervious layer protecting the underlying skin. 


He had been treated for gastro:enteritis with sulpha- ` 


‘as the middle of the ascending colon. 


bai 


A month after the original operation the ileostomy was 
separated from the parietes, the distal ‘loop of ileum closed 
‘with catgut, and the proximal loop joined to the caecúûm by 
an end-to-side anastomosis. An intravenous infusion of half- 
strength Hartmann’s solution with 5% glucose was again alter- 
nated with plasma intravenously for three days ; from this time 
the child’s recovery was uneventful, and he was discharged 
from hospital seven weeks after admission. ° 


t 


Case 2 


A boy of 9 months Was-admitted because of drowsiness and 
vomiting of all feeds for 24 hours. , He had developed: a slight 
cough three days before, which was improving. He had 
anorexia, though usually his appetite was good. The last 
normal stool was passed just-before the onset of the vomit- 
ing. At no time was there obvious colic and he did not scream 
or draw up his legs. 

The child looked ill, shocked, and pale, but was well 
nourished and big for his age. There was no dehydration. 
‘ The pulse rate was 180 a minute and the temperature 102° F. 
(38.9° C.). The abdomen was soft and easily palpated with- 
out tenderness or guarding. A small ill-defined swelling was 
present in the left hypochondrium,. extending in the line of 
the proximal descending colon for 2 to 3 in. (5 to 7.5 cm.). 
Visible peristalsis was not found, and there was no abnormality 
on rectal examination,' Other systems were normal. . Fresh 
‘blood and mucus, were passed per rectum ‘for the first time an 
hour after admission. Intussusception was diagnosed, and an 
intravenous drip of half-strength normal saline and 5% glucose 
was set up preparatory to surgical treatment. ` 
‘ At operation under general anaesthesia Mr. Gardham found 
a little: free fluid in the abdomen; the intestines were not. 
distended. The head of the intussusception was felt in the 
splenic region. Reduction of: the mass could be effected as far 
Beyond this point the 


tai 
, 


f bosed veins were present in part of the mesentery removed, ` 
The ileum and remaining parts of the ascending colon were 


ad 


„suction was restarted. 
apparent, the child looked ill, and an x-ray film of the abdomen 
A high ` 
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bowel was' gangrenous, and’ resection of the proximal 3 in. 
(7.5 cm.) of ascending” colon and caecum, the appendix, and 
the distal 2 in. (5 cm.) of the ileum was carried out. Throm- 


double-barrelled ; they were brought out through the lower end 


‘of the incision and clamped with Pringle’s clamps, these being 


left attached and removed after 12 hours. 


The post-operative condition of this child was fair. He was 
put on prophylactic penicillin, 30;000 units four-hourly, and 


sulphadimidine, 0.5 g- four-hourly. The ileostomy began to 


function on the third post-operative day. Intermittent gastric 
suction was continued for three days, and the intravenous 


‘infusion was/kept up with half-strength Hartmann’s solution 


containing 5% glucose alternated with half- -strength plasma. 
Normal saline was substituted whenever the plasma chlorides 
were reduced. After 48 hours he started 4-oz. (14-ml.) feeds 
of expressed breast milk three-hourly, as he had previously 


-been in process of being weaned. The size of oral feeds was 


rapidly increased, so that by the fourth post-operative ‘day he 
was taking eight 14-0z. (42-ml.) feeds daily. = 

On the fifth post-operative day the temperature rose and the 
ileostomy ceased to function, vomiting recurred, and gastric 
Next day abdominal distension was 


showed multiple fluid -Jevels in the small intestine. 
intestinal obstruction was diagnosed. j 


Operation under local 2% procaine was performed by- Mr. 
Gardham, using the right- oblique-muscle-cut approach. Dis- 
tended and, congested bowel was found in the region of the 
duodeno-jejuna! junction, caused by a band which had kinked 
the bowel and had obstructed it without interfering with the 
blood supply. The distended loop was aspirated with a 
catheter, and a purse-string suture closed the hole. Intermittent 
gastric suction was continued for 48 hours after the second 
operation ; then the child: was given small feeds of breast ‘milk, 
with gastric suction for an hour before each feed for the next 
four days. Twelve days after the first operation the intravenous 
drip was taken down, and on the [3th day a large haematoma 
was evacuated from the muscle-splitting incision. The sutures 
were removed and the ‘wound allowed to granulate from the 
bottom. The wound area was exposed to the.sun, and polyvinyl 
alcohol buffered gel was used to prevent the intestinal juice 
from digesting the skin. We found on this occasion that the 
buffered jelly did not completely prevent excoriation, so resort 


. was had to a thick coating of aluminium paste about the 


‘into the stomach showed satisfactory absorption. 


ileostomy. 
By the 22nd post-operative day the child had gained 14 Ib. 


-(0.68 kg.) in weight, but during the next 10-days 24 Ib. (1.13 kg.) 


was lost. The administration of 200 ml. of plasma`by tube 
As there was 
no great amino-acid loss in the ileostomy faeces it was con- 
cluded that neither intestinal hurry nor lack of absorption of 
food was primarily’ responsible, but possibly there was a vita- 
min deficiency due to failure of synthesis in the isolated colon. 
When given aneurin, riboflavin, and nicotinamiide in adult doses 
he began to put on weight again and his diet was supplemented 
by 20 g. of casein added to dried-milk feeds three times a day. 
On the 32nd day after operation an enterotome was applied ; 

this was followed 18 days later by the passage of the first 
normal motion. After seven days an extraperitoneal closure 
of the ileocolostomy was carried out and the wound left open. 
The child now began to gain weight more rapidly, and he was 
discharged home on the 75th post-operative day. 


ge Comment 


Recent writers have expressed the need for both pre- 
Operative and post-operative intravenous replacement 
therapy and gastric aspiration (Nyborg, 1943 ; Hindmarsh, 
Stewart, and Morrison, 1945 ; Morrison and Court, 1948). 


The type of fluid administered depends upon the state of - 


shock and’ dehydration of the infant and upon the plasma 
chlorides. In the two cases reported plasma was given for 


_ Shock and the pummonal state. 


When the plasma chlorides were low, normal saline with 
5% glucose-was given until the chloride estimations were 
again satisfactory. If dehydration persisted, with normal 
plasma chlorides, half-strength Hartmann’s’ solution with 
5% glucose was given. An anaemia of 50% haemoglobin 
in one child was treated with whole-blood transfusion. - 
Oral feeding was started 24 hours after operation, with 
1 oz. (28 ml.) of water hourly, gradually increasing to 5 oz. 
(142 ‘ml.) or more of breast milk or dried-milk feeds. 
Gastric aspiration with the Wangensteen apparatus was — 
continued intermittently for 10 days. 


Nyborg has recently recommended neostigmine to com- 
bat paralytic ileus, but we consider its use is not free from 
danger, and prefer nepenthe, intravenous fluid replace- 
ment, and gastric suction. -Penicillin and sulphonamides ` 
should be given in' prophylactic courses. 

Of the recommended operative procedures, the Mikulicz 
double enterostomy operation seems: to us to be safer than 
excision and primary suture, or oversewing and hoping the 
gangrenous part of the bowel will be passed spontaneously 


-per rectum.: The primary suture involves anastomosing an 


acute obstructed gut to a normal gut, while the latter- 
does not relieve the obstruction at all. Oversewing, with 
a proximal ileostomy of the Witzel type, has been. recom- 
mended, but in this type of operation the gangrenous 
infected segment is still left inside the abdomen.’ 


The disadvantages of the Mikulicz procedure have been 
quoted as being wasting,’ excoriation of the abdominal wall, 
and further operative procedures for closure. The first 
disadvantage can be combated by giving vitamins and extra 
proteins, the second by polyvinyl alcohol gel or aluminium 
paste, and it has been noted how soon a well-formed stool - 
comes from the ileostomy. Closure of the ileostomy starts 
with crushing the spur, with an enterotomy 10 days after 
the first operation, followed later by an extraperitoneal Or - 
intraperitoneal closure. i 

We believed that the surgical, biochemical, and feeding 
problems presented -by cases such as the two described 
stand more chance of a successful solution when the sur- 
geon and the paediatrician combine forces in the treatment ` 
of the child. 

Summary 

Two cases of gangrenous intussusception in childhood are 

described. Both were operated on and a Mikulicz procedure 


: performed. With intravenous infusion and careful feeding both 


patients recovered. 


We wish to thank Dr. B. E. Schlesinger and Mr. A. J. Gardham 
for their help and kind permission to publish this article. 
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A cartoon film entitled “Local Government—a History in 
Pictures.” sponsored by the Ministry of Health and produced 
by the Central Office of Information, traces the origin and 
historical = development of one local ‘authority—Norwich. 
Copies are available free of charge to borrowers with their own 
sound projector, and may be obtained from the Central Film 
Library, Imperial Institute, London, S.W.7. It can also be 
shown free by -mobile units of the C.O.I. to special audiences. 
Application for this service should be made to the appropriate _ 
regional film officer, whose address can be obtained from the 
C. O.I., Norgeby- House, 83, Baker Street, London, W.1. 
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Medical Memorandum 





Subacute Bacterial Endocarditis Due 
to Salmonella typhi-murium 


In view of the rarity of subacute bacterial endocarditis due 
to Salmonella typhi-murium, the following case may be 
considered worthy of publication. 


-CASE REPORT 


A single girl, aged 19, a bottler in a mineral-water factory, 
was admitted to hospital on June 1. There was no previous 
history of illness of any kind apart from some fits in infancy. 
The present illness had started seven weeks before with general 
weakness, occasional rigors, and epistaxis, and during the week 
precéding admission there had been unproductive cough and 
bouts of diarrhoea. , 

On examination there were marked pallor, furred tongue, 
sordes on the teeth, prostration, and mental depression ; 
temperature 103° F. (39.4° C.), pulse 112, respirations 40; 
throat clear ; pupils“ and fundi normal; no neck rigidity or 
Kernig’s sign ; abdominal reflexes absent. but all deep reflexes 
present. A few scattered rhonchi were heard in the lungs. 
Examination showed no enlargement of the heart clinically, 
but there was a marked gallop rhythm and a blowing apical 
systolic murmur not conducted into the axilla and not accom- 
panied by a thrill. The abdomen was slightly distended and 
tumid on palpation, but the liver and spleen were not felt. 
B.P. 120/80. A chest radiograph on admission was clear. Her 
white cells numbered 13,800 (80% polymorphs) and red cells 
4,510,000 per c.mm.; Hb 81%. Blood was sent for culture 
and agglutination, and specimens of stool and urine for culture. 


Her condition remained serious and her temperature con- ` 


tinued without intermission as in the accompanying Chart; 
penicillin, 100,000 units three-hourly, was started on June 3 and 
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increased next day to 150,000 units three-hourly without any 
effect. On June 3 it was reported that there were no agglutina- 
tions to Salm. typhi O, Salm. typhi H, Salm. paratyphi B O, 
Salm. paratyphi B H, non-specific Salmonella H, or Brucella 
abortus, but on June 6 Salm. typhi-murium had been cultured 
from the Widal clot. In the meantime petechiae had appeared 
on the upper arms and at the root of the neck, and her general 
condition had deteriorated still further. The diagnosis was now 
apparently septicaemia due to Salm. typhi-murium (2 subacute 
bacterial endocarditis), and it was decided to try to obtain a 
supply of chloramphenicol (“chloromycetin”) from Parke, 
Davis and Co. in view of the results obtained in other 
Salmonella infections. Pending the arrival of the drug (over 
the Whitsun holidays), and in view of the patient’s desperate 
condition, streptomycin was given six-hourly in 1-g. doses. 
The chloramphenicol arrived after a total of 8 g. of strepto- 
mycin had been given, and by then the patient’s general] condi- 
tion was decidedly better, with fewer fresh. petechiae and 


‘the bacteriology of this case: 


improvement in the gallop rhythm, but no marked fal} in 
temperature. Sensitivity of the organism was demonstrated 
to chloramphenicol and`to ‘a greater degree to streptomycin. 

Chloramphenicol 4 g. (16 capsules of 0.25 g.) was given at 
10 a.m. on June 8 and was continued in 1.5-g. doses twice daily : 
by 10 p.m. her temperature was normal. The next day the 
improvement in her toxaemia was quite marked, but she 
developed sudden pain and swelling in the right knee with 
severe limitation of movement. Fundus examination showed 
severe toxic changes in the right macular region, and a small 
subhyaloid haemorrhage in the left macular region. Her 
diarrhoea rapidly improved and was replaced by complete 
constipation; but fresh petechiae continued to appear, and 
in view of a slight rise in temperature on June 12 and 13 it 
was decided to double the dose of chloramphenicol by giving 
1.5 g. six-hourly. From then on her temperature did not rise 
above norma] until she died. She continued to be extremely 
irritable and prostrated, however, and fresh petechiae appeared, 
though fewer in number ; the blood pressure fell progressively 
to 66/50; the apical systolic murmur changed suddenly to a 
high-pitched musica] murmur, and in spite of increasing the 
dosage again to 1.5 g. three-hourly she developed acute pul- 
monary oedema and died on June 22. At no time were specific 
agglutinins demonstrated against this strain of Salm. typhi- 
murium, and all specimens of stools and urine were negative 
on culture for that organism throughout. 

Post-mortem examination showed no abnormality in the 
nervous system or in the abdomen, and in particular there 
were no lesions in the intestines, but two small white infarcts 
were found in the spleen. The lungs were very oedematous 
and there were a few: small subpleural infarcts. The heart was 
normal in size but extremely flabby, and the myocardium was 
very toxic In appearance and necrotic in parts. There were two 
vegetations on the mitral valve, one small and one moderate in 
size, and apparently still active but sterile on culture. Micro- 
scopy of the vegetations showed only polymorphs present in 
the fibrin, and no bacteria were seen. 


COMMENT 


Systemic invasion with Salm. typhi-murium appears to 
be comparatively rare. Seligmann and Hertz (1944) report 
a case of cholecystitis and two cases of salpingitis ; Angrist 
and Mollov (1946)-quote Seligmann’s post-mortem findings 
of infected dissecting aneurysm of the aorta and a case of 
mitral endocarditis. In general, mortality appears very 
high when Salmonella infections become invasive, and the 
chief help from chemotherapy is likely to be the prevention 
of systemic invasion by early control of the primary infec- 
tion. In the present case of established endocarditis the 
continuing occurrence of petechiae in spite of a normal 
temperature, and the sudden change in quality of the 
cardiac murmur at the end of 12 days’ intensive treatment, 
suggest that a much higher maintenance dosage is required 
at the onset of treatment than is employed in typhoid (i.e., 
1.5 g. of chloramphenicol three-hourly instead of twelve-. 
hourly), and this would possibly have to be continued for 


at least 28 days, on the analogy of penicillin therapy for 


subacute bacterial endocarditis. Fortunately the drug 
appears to be completely non-toxic even in such large doses. 


“I would. like „to express my thanks to Dr. W. Kwantes, of the 
Public Health Laboratory, Carmarthen, for his assistance with 
to Dr. A-F. S. Sladden, Director of 
the Beck Laboratory, Swansea General Hospital, for the pathological! 
examinations; to Dr, Stanley White, chief medical officer to Parke, 
Davis and Co., for his invaluable assistance in obtaining supplies 
of chloramphenicol : and to Dr. Joan Taylor, of the Salmonella 
Reference Laboratory, for her reports on the organism. 


J. DE SwiET. M.D., M.R.CP., 
Physician, Llanelly General Hospital. 
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` THE PASTORAL SIDE OF ' MEDICINE 


Rational Medicine. By John W. Todd, M.D., M.R.C.P. ` 
(Pp. 378. £1 5s.) Bristol: John Wright- and ‘Sons. 1949. 


Books entitled “ Rational Medicine” so often proceed to 
deal in irrational medicine that one is relieved to find this 
sensible account of some aspects of diagnosis and treatment. 
It begins with a,critique of the value and meaning of signs 
and symptoms, discusses later the effects of treatment ‘by 
special regimens, diet, and drugs, and describes at some 
. length the unfortunate section of the population, referred 
to by William James as the tender and by the laity as the 
highly strung, which provides the raw material for prophets 
of auto-intoxication, focal sepsis, sympathetic imbalance, 


` sexual repression, or whatever may be the current éxplana- 


tion of sub-average health and vitality. Dr. Todd’s sceptical 
‘views on rest, constipation, psycho-analysis, and the like 
are in touch'with current thinking, and students who read 
this book will be better equipped to minister to sick people 
-than might otherwise have been the case. 

“ Minister ” is the key word, for Dr. Todd~has written 
a book about what has been called the pastoral side of 
My experience is that students find formal 


«likely to acquire the necessary skill and attitude from the 
example of teachers who practise than from those who 
preach or write. Just as dynamic psychology can only 


‘ be learned by the experience of analysis and similar’ pro- 


cedures, so the.vague concept of ideas which goes by the 
name of psychosomatic medicine cannot be learned ‘by ‘the 


„student from books, but only by the experience of working 
with living people under the supervision of sympathetic - 


teachers. But if they should want a, text, they will find 


` Todd more useful than Flanders Dunbar and her school, 


though less ‘profound than Clark-Kennedy. l 
; : L. J. Wirrs. 
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AN UNORTHODOX DOCTOR 


‘Doctor Himself. An Unorthodox Biography of Harry 

Roberts, M.D. By Winifred Stamp. Introduction by 

V.-S. Pritchett and ‘sidelights by Sidney Dark, H. M. 

Tomlinson, Gerald: Bullett, and, Lord Horder. (Pp. 165. 
. 10s. 6d.). London: Hamish Hamilton. 1949. ` 


It is a long time since I read a book which kept me as 
interested, and indeed as excited, as this. I imagine ‘that 
the author enjoyed writing it as much as I did reading it. 
ou it a very unusual kind of man has found a biographer , 
as unconventional as himself. 


Dr. Roberts was one of three sons of a father who deter- 


, Mined on an income of £300 a year to make all of them 


doctors. Harry showed his self-confidence at the age of 
.9 when he “wrote a book” on gardening, one- of the 
ruling passions of his life, which purported to be “ written 
for the use of schoolmasters and others.” Not particularly 
notable as a scholar, he did once get’a prize for an essay 
on “ Thrift,” which, the, author slyly remarks, “seems to 


. have satisfied him on this subject for the rest of his life.” 


It is impossible in this review to record the incredible 
number of channels’ into which Roberts directed his 
energies. He left his medical studies at St. Mary’s unfinished 
to become a science master at Leek, in Staffordshire, where, 
after marrying, he made the place too hot for him ‘by: his 
socialistic activities. He defied every social -convention 
and was dismissed. i 7 


t 


~ 
~~ 


It was during this phase that he formed friendships with 
many. of the leading socialists of the time. Some of his 
local friends, loath to lose him, offered to set him up in a 
public house. Probably Roberts would have agreed, ,but 
his wife jibbed. After a short and inglorious career on the 
stage he went back to St. Mary’ S, eking out the scanty 
allowance from his father by “cramming” for a corre- 
spondence college, where he became friendly with H. G. 
Wells. After qualifying and doing a few locums he went 
into general practice in‘Cornwall, where he did much mis- 
cellaneous authorship, always on country subjects, for he 
was above everything a countryman. The literary contacts 
he made here eventually brought him to London; where 
he combined journalism with general practice as a side 
line. There was a curious episode at this time when 
(though Sidney Dark, a lifelong friend, remarks that 
Roberts was a “ born heretic ”) he toyed with the notion 
of becoming a priest in the Established Church. He went 
so far as to make contact with Bishop Winnington Ingram, 
who was prepared to accept him. But both the Bishop and 
Roberts realized in time that the Church was no place for 
a i born heretic.” There followed some years of journalism, 
and it was not until 1904 that'he found his real place in 
medical practice. 

The story of how and why he went to Stepney is fantastic 
and is told with great humour and understanding. He built 
up there, in the most unpromising conditions, what became 
the largest panel practice in the country—and not only the 
largest but the most unconventional: In it were employed 
four partners, a dentist, a masseur, and two nurse-midwives. 


first year. This would have more than satisfied most men, 
but Roberts had many other trons in the fire’ For many 
years he wrote a “ medical column ” which was syndicated 
by a group-of newspapers. He even started a weekly 
paper Topics, which had a disastrous career of three 


weeks, = 


Making money did not interest Roberts, except as a 
means of financing his schemes for practical social reform. 
He quickly became, the best-known public man in the East 


End, largely through his work on the Stepney Board of. 


Guardians: He was pressed to become the Labour candi- 
date for the Division. His prospects of election seemed 
very promising, but, though he ‘always regarded himself as 
a socialist, the book shows that he was at heart a thorough 
individualist and rio good party man. After many quarrels 
with the local party he resigned his candidature, refusing 
to be bound by any party pledges. At one time he 
had written a book on Constructive Conservatism which 
brought him into contact, with many of the younger Tories. 

' No picture of the man would be fair to him if it did not 
“mention the way in which he- discovered the small estate 
near -Petersfield out of which he created a home and a 
garden. Here;‘in the intervals between his, strenuous 
work in Stepney, he undoubtedly spent the happiest days 
of his life. It was no “ week-end cottage.” He and his 
faithful secretary, the author of this book, worked 
incredibly hard to make it not only a notable garden but 
a guest house (populated largely by “ cranks”), and at 
One time a sanatorium for tuberculous children. The 
author rightly describes the inmates as “ happy-go-lucky.” 
Many notable people visited the place, where they found a 
congenial host. Roberts was inevitably drawn -into thes 
social and cultural life of Petersfield. 

The fascination of this man is brought out in tributes by 
V. S. Pritchett, Sidney Dark, H. M. Tomlinson, -Gerald 
Bullett, and Lord Horder. The last named knew Roberts 


personally only during the last five years of his life, but 


. Roberts personally attended over 500 confinements in his — 
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the impression made by him ‘is well: brought out in the 
closing sentences of his tribute : “ Havelock Ellis has said 


, that the art of life is really the art of-loving, but that we~“ 


only-master this art too late. It is with gratitude to Fate 


and with humility that I can say that in the case of ‘Harry - 


Roberts and myself we were just in time.” - ~- 
With confidence I strongly recommend this book to-any- 
one who likes to read about a vivid’ personality made: 


known by a writer who is obviously the one person who ' 


could do it. a 
m eea. A .> ALFRED Cox. 


MALNUTRITION IN GERMANY ~ 
Das - Hungerédem und . andere alimentäre 
erkrankungen. By Professor Hans W. Bansi. 
No price.) Stuttgart: Ferdinand Enke. 1949, 
Professor Bansi is the senior physician of the first medical 
‘division of St. George’s Hospital, Hamburg, and has based 
his book on hunger oedema on his experiences of malnu- 
trition during the British occupation between 1945 and 
1948. The approach is mainly clinical, though there is a 


Mängel: 
(Pp. 211. 


considerable amount of chemical and. clinical pathology. 


in the book. The author discusses the history of the con- 
dition and describes the effect of hunger oedema on the 
various organs of the body, on-the haemopoietic system, 
and on the blood chemistry. There follows an account 
„of the cause of the disease and its pathology, patho- 
genesis, differential diagnosis, prognosis, and treatment. 
The author,also discusses what he calls Mangelfettsucht 
or paradoxical Fettsucht, an excessive fatness seen in some 
young women and repatriated prisoners of war which he 
considers was due to an endocrine dysfunction. = 
There is an index, though not a very detailed one, a 


bibliography of some five hundred references, and twelve ' 


photographs of patients suffering from hunger oedema. 
The book is illustrated with numerous tables and diagrams, 
including an interesting representation of the energy 
_ltberated by the combustion of a pound of fat in the’ body. 
This apparently provides enough energy to play 77. hours 
of light music but only 30 hours of Beethoven. Consider- 


ing that the author’s observations were made during the. 


difficult post-war years in Germany, the number of labora- 
tory investigations performed was remarkable.. These 
include studies on nitrogen and calcium balance, water 


and creatin excretion, glucose-tolerance tests, and complete | 


haematological investigations. Although vit is difficult to 
contribute anything really new on the subject of malnutri- 
tion to-day, Professor Bansi has tackled the subject with 
Teutonic thoroughness. ° i 

i F. PRESCOTT. ` 


! 


THE SURGEON AND THE SPASTIC CASE 


Cirugia de las parálisis espásticas. By F. Bastos Mora. , 
Preface by M. Bastos Ansart.: (Pp. 151; 52 illustrations 
and 22 drawings. 65 cents.). Barcelona: José Janés, 
Publicaciones Médicas. a. i 
This account of the surgery of spastic paralysis is a suc- 
cessful-effort to synthesize in manual form a clinical entity 
and a surgical problem which has taken many of us, and 
undoubtedly will. take many others, long and painful hours 
to study. 
M. Bastos Ansart, on Whose experience the text is mainly 


based. | - ` 


In spite of its reduced number of pages this work 


includes the major features of interest in the«subject, and - 


emphasis is correctly placed on-the physio-pathological 
factors involved... The works of Förster, Pollok, Fulton, 


Stoffel, and Barré are those which the author mainly. follows: 
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in his study ‘of the two principal factors contributing to 


the clinical picture of these patients—paresis-and spasticity. 
The-description of the part played by the sympathetic ner- 
Vous system in muscular tonus is mainly based on the results 
of, histological findings to which the Spanish school has 
greatly contributed, particularly Castro, Cajal, Del Rio, 
and Tello. A good account is given of the major signs 
and symptoms which form the clinical picture of the spas- 
tic case, and commentis made on the - intellectual and 
language changes so frequently associated with this central 
disturbance: - i 
The first- part of the book ends with separate descrip- 
tions of the main characteristics of paralysis in the upper 
and lower extremities. The second part discusses the values 
of a number of surgical techniques which have been 
employed in the treatment of the condition. It is this 
section that is most fully based on the author’s own experi- 
He mentions the part which maybe played by 
efferent neurectomy (Stdffel) before excessive shortening 
has taken place in muscular contractures localized to 


‘one muscular group only, but he is rightly moderate in his 


enthusiasm for this method. Tenotomy, tendon elongation, 
muscular transplant; and muscular reinsertion are in general 
well valued, and the book ends by mentioning the most 
important features of surgical treatment applied to different 


‘parts of the limbs. . Illustrations emphasize a number of 
‘the author’s points, 


and a well-selected, if reduced, 
bibliography completes the work. 
. J. TRUETA. 


HANDBOOK OF TROPICAL MEDICINE 


An Epitome of the Laboratory Diagnosis and Treatment 
of Tropical .Diseases. By Horace M. Shelley, M.R.C.P., 
D.T.M.&H.. Second edition. (Pp. 147. 10s. 6d.) London: 
Staples Press. ° . - ` 


There are several good textbooks on tropical medicine and 
more than one good synopsis, but the author of this useful 
brief work has confined himself to two important aspects 
of the subject—laboratory diagnosis and treatment. The 
book will not. be particularly helpful to the student of 
tropical medicine for examination purposes, but it will be 
useful for quick reference by the general physician in this 
country, who is being made increasingly conscious of 
tropical infections by the many examples that he is 
encountering in ex-Servicemen in his practice. 

The only general criticism is that the author has some 


_ weakness for sitting on fences ; he too frequently uses such 


expressions as “ may be examined ” and “ should be tried.” 

`The treatment of malaria is not satisfactory : the author 
never faces the real problem of this disease, which is the 
treatment of the benign tertian infection to prevent relapses. 
That the complete answer has not yet been found is no 
excuse. The position of pamaquine in the treatment of 
malaria is nowhere clearly defined. Methylene blue is 


- described as a remedy for malaria without any qualifica- 


tions, and chloroquine and pentaquine are not mentioned 
in this chapter: The section on kala-azar is fairly satis- 
factory, though it is stated that solidification is the indica- 
tion of a positive serum formalin reaction: the criterion 


‘is opacity, not-solidification. There is no reference to the 
It is a small monograph .by a collaborator of -troublesome neuropathy that may follow treatment by stil- 


bamidine, though this drug is recommended. These are 
not serious defects, however, and’ to some extent are the 
result of compression, with which the author has on the 
whole been very successful. The format is ‘excellent and 
the price reasonable, but the book is not entirely free from 
misprints. = 

k L. EVERARD NAPIER. 
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~ > CARE OF THE TUBERCULOUS PATIENT 


_ Tuberculosis Nursing.. By Jessie G. Eyre, S.R.N. (Pp. 304; 


-102 illustrations. 
1949, 


The author of any book on the nursing of a condi‘ion~such 


£1 1s.) London: H. K. Lewis and Co. 


„as tuberculosis has always a difficult task in deciding how 


much to include and how much to leave out. Tuberculosis 


covers a very wide field, and a successful tuberculosis nurse 


` the subject. 


must have knowledge of many subjects beyond that of 
attention to the patient. In the volume under review the 
author has carefully balanced the information on these 
ancillary “matters with -those of the actual nursing and 
treatment of the patient, and has thereby succeeded in pro- 


ducing a guide both for those who wish to undertake tuber- 


culosis nursing as a means of gaining additional post- 
graduate experience and those who intend to-specialize in 
She has also shown very clearly that tuber- 


‘culosis is full of interest to the nurse, and that special 
` training is necessary if the nursing problems are to be 


overcome and the patient is to receive full benefit from the 
treatment. 


The book demonstrates the important role of 
the nurse in the management of the case: without the 
co-operation of a well-trained nurse the physician can have 


. little hope of providing’ his patients- with efficient and 
. beneficial treatment. D 


rel 


The chapters on nursing procedure are particularly good, 
and a useful appendix to the book contains valuable 
information on disinfectants, preparation of surgical equip- 
ment, and the examination of sputum. A little more care 
might have been exercised in the arrangement of the 
chapters on clinical matters, in that there is a tendency 
to group a number of not too closely related subjects. under 


` a caption that is really limited to a defiriite aspect of the 


N 


disease. This may be noted in the chapters on the course 
and clinical picture of pulmonary tuberculosis. If-future 
editions are published, it is hoped that information will 


be included on such matters as the various types. of 


apparatus used in artificial pneumothorax treatment, epi- 
tuberculosis, tuberculosis of the eye, the use of streptomycin 
in the treatment of tuberculous laryngitis, the jelly patch 
test, and the vole acid-fast bacillus vaccine. In the chapters 
on tuberculosis care and aftercare the functions of the 
regional hospital boards will have to be clarified from 
those of the local health authorities. a 
i l FREDERICK HEAF. 


_ 


The first ‘edition of Pathology of the Nervous System, by J. Henry 
Biggart, ` M.D. (foreword by Professor A. Murray Drennan, 
pp. 352; £1 Is.; Edinburgh: E. and S. Livingstone; 1949), published 
in 1936, justly enjoyed a popularity which led to its reprinting in 
1940. In this second edition the general form has. been maintained. 
It is only 17 pages longer in spite of the addition of certain sections 
and the rewriting of parts of the text-to bring it up to date. Sections 
on polyarteritis nodosa and fat embo‘ism have been added to the 


_ chapter on vascular diseases, and aneurysms of the carotid artery 


within the cavernous sinus now receive a note. Articles on toxo- 
plasmosis. Boeck’s sarcoidosis, acute lymphocytic chorio-meningitis, 
and equine encephalitis are useful additions to subsequent chap’‘ers, 
while the accounts of tuberculous meningitis and anterior polio- 
myelitis have been revised. Knowledge acquired during the war 
upon the effects sustained by the brain in ‘head injuries has Jed ‘to 
extensive revision -of the appropriate chapter. Many new illustra- 
tions in half-tone appear, and a notable addition is the inclusion 
of ten excellent colour plates made from photomicrographs by Mr. 
T. Dodds, of Edinburgh University. ; 


Specs; by “BM/TFCE " (pp. 49; 3s. 6d.; St. Albans: Cartmel; 
1949). is a racily written survey which contains chapters on the 
National Ophthalmic Service, spectac’e frames, and some elementary 
and not altogether accurate information on diseases of the eye. 
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BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received] 


A Twentieth Century Physician. By the late Sir Arthur Hurst. 


Foreword by J. A. Ryle, M.D., F.R.C.P. (Pp. 200. 15s.) London: 
Edward Arnold. 1949. 


By F. C. Hill, B.A., M.S., M.D. - (Pp. 698. 


Operative Surgery. i 
1949. ; 


63s.) Oxford University Press. 


Is Evolution a Myth? By D. Dewar, B.A. F.Z.S., L. Merson 
Davies, D.Sc., F.G.S., and J. B. S. Haldane, F.R.S. (Pp. 92. 2s. 6d.) 
London: Watts and Paternoster Press (jointly). 1949. 


Doctors East Doctors West. 


By E. Hume, M.D. (Pp. 278. 
12s. 6d.) -London: George Allen and Unwin Ş 


1949. 


Recent Advances in Physiology. By W.H Newton, M.D., M.Sc. 
Tih ed. (Pp. 268. 21s.) London: ‘Churchill. 1949. 


Brompton Hospital Reports. Vol. 17, 1948. (Pp. 183. 
London: Research Department of Brompton Hospital. 1949. . 


The Thyrotd Hormones and 
M.D. Translated by E. Pulay, 
Frederick Muller. 1949. 


By J. M. Munro Kerr, F.R.C.0.G., M.D., 


Operative Obstetrics. 
Sth ed. (Pp. 948. 63s.) 


and J. Chassar Moir, M.D., F.R.C.O.G. 
London: Baillitre, Tindall and Cox. 1949. 


By P. Reiwa!d. Translated and edited 


Society and its Criminals. 
21s) London: William Heinemann 


by T. E. James. (Pp. 315. 
(Medical Books). 1949. 


Ankylosing Spondylitis. Part 1 by F. Hernaman-Johnson, M.D., 
D.M.R.E., and Part 2 by W. A. Law, O.B.E.,'F.R.C.S. (Pp. 200. 
25s.) London: Butterworth. 1949. A 


Fundamentals of Otolaryngology. By L. R. Boies, M.D. (Pp. 443. 
32s. 6d.) Philadelphia and London: Saunders. 1949. 


Tha Pharmacology and Toxtcology of Uranium Compounds. 
Edited by C. Voegtlin, Ph.D., and H. C. Hodge. Ph.D. (Two vols. 
Pp. 1,084. 60s.) New York, Toronto, and London: McGraw-Hill. 
1949. T : 


Female Sex Endocrinology. By C. H. Birnberg, M.D. (Pp. 128. 
35s.) Philadelphia, London, and Montreal: Lippincott. 1949. 


Le Diagnostic Bio-clinique en Radiologie Pulmonaire. By G. 
Voluter. (Pp. 452. 40 Swiss francs.) Basle and New York: 
Karger. : 


Contribución del Coeficiente Citolégico a la Fisiologia y Patalogia 
de la Correlación Hipofisotiroidea. By E. Del Conte. (Pp. 87. 
No price.) Buenogď Aires: Libreria y Editorial el Ateneo. 1949. 


Die Heilkunde und der Arztliche Beruf. By P. Diepgen, M.D. 


3rd ed. (Pp. 304. .M. 18.) Berlin: Urban and Schwarzenberg. 
1949. $ 


Das Chronische Cystische Hydrom der Dura in seinen Beziehungen 
gum Sog..Chronischen Traumatischen S$ ubduralen Hämatom und 
gur Pachy neningitis Hinorrhagtca Interna im Lichte der Relations- 
pathologie. By A. Bannwarth. (Pp. 57. M. 9.60.) Stuttgart: 


Georg Thieme. 1949. - l 


Abtuolle Probleme der Pathologie: und Therapie. By 
Holthusen. (Pp. 248. M. 29.) Stuttgart: Georg Thieme. 1949. 


Grundlagen der Fuuktionellen Urologischen Rön'gendiagnostik, 
By W. Pfeifer. (Pp. 88. M. 9.60.). Stuttgart: ‘Georg Thieme. 1949. 


H. 


Studie gur Psychoptthologie Krampfhehandelter Psychosen. 
By H. J. Weitbrecht. (Pp. 86. M. 8.70.) Stuttgart: Georg Thieme. 
1949, l . i 


Die Dystrophie. By H. Berning. (Pp. 197. M. 18.) Stuttgart: 
Georg Thieme. 1949. : 


Anatomie und Phystologie. By J. Bücker. 6th ed. (Pp. 152. 


1949. 
Vom Wesen der Neurose. - By E. Speer. 


M. 15.5:) Stuttgart: Georg Thieme. 
2nd ed. (Pp. 106. 


M. 7.80.)- Stuttgart: Georg Thieme. 1949. : 
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their Action. By -G. Mansfeld, - j 
M.D. (Pp. 157. - 24s.) London: 
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HORMONES AND RHEUMATISM 
In ‘commenting on the dramatic `resùlts obtained by 
Hench, Kendall, Slocomb, and Polley in the treatment 
of rheumatoid arthritis by cortisoné we referred! to the 
highly interesting series of experiments by Hans Selye 
and his colleagues.from which they concluded five years 
ago” “that the adrenal cortex may play an important 
role in the pathogenesis of rheumatic and rheumatoid 
conditions in man.” -As a result of his observations 


Selye put forward the idea of-“a general adaptation. 
_In the open- - 


syndrome ” and of “ adaptation diseases.” 
ing pages of this week’s Journal Selye reviews some 
aspects of his work; and ‘makes an important new ‘con- 
tribution to the problenis underlying the treatment of 
rheumatism with the adrenocorticotropic hormone 
(ACTH) and the_“ gluco-corticoid ” hormone of the 
adrenal known as cortisone. He has succeeded in devis- 
ing a method of producing an acute or chronic arthritis 
and periarthritis by the injection of formaldehyde into 
the tissues near a joint. Before the use of this technique 
experimental work on animals was held up by the 
fact that neither desoxycorticosterone (DCA) nor the 
lyophilized anterior pituitary preparation (LAP) which 
_Selye employed produced arthritis regularly enough to 
permit the - systematic investigation of therapeutic 
methods. With this difficulty overcome Selye has been 
able to study the influence of the pituitary-adrenocortical 
system on the production and prevention of experimental 
arthritis. - 

‘In his first: series of, GD ean ong a number of rats 
were given injections of DCA for fourteen days; after 
which a “formalin arthritis” was induced. In these 


rats and in the controls the immediate hyperaemic and . 
oedematous response -to the injection of formaldehyde 


was approximately the same. After a few days, how- 
ever, the reachoa tended to subside in the untreated con- 


trol rats but not in the DCA-treated rats. ~ The effect 


of cortisone and DCA, both separately-and in combina- 


- 





-1 British Medical Jounal. 1949, 1, 8:2. `? ; 
g -2 J. Amer. med. ASS., 1944, 124, 201. 
- 3 New Engl. J. ‘Med., 1949, 241, 529. 
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‘inflammatory reactions did not appear ; 
- which will sometimes of itself produce an arthritic con- 
‘dition, seemed to increase the arthritis-producing effect 
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`, tion, was then studied, and it 1 was found that the joint 


swelling `y ‘was ‘very, mild, in the groups of rats receiving 
cortisone or cortisone and DCA, while it was pro- 
nounced i in the remaining two groups which had received 
either DCA alone or no hormone treatment at all. 
From these and other similar experiments it became 
* obvious that -in both the acute and chronic phases of 
experimental arthritis cortisone inhibited, while DCA 
tended to exacerbate, the inflammatory process. In 
later experiments Selye found that if an injection of 
formaldehyde was preceded by one of ACTH the usual 
while LAP, 


of the formaldehyde. Certain other effects of cortisone 
and ACTH, among which: may be mentioned involu- 
tion of the thymus gland and other lymphatic organs, 
seemed also to be reversed as the result of sensitization 
by DCA and LAP. ` 

One of Selye’s previous findings had been that during 
the “ alarm reaction ” effects similar to those of cortisone 
are produced by any agent capable of causing systemic 
stress. In his present paper he shows that an experiment- 
ally produced alarm reaction inhibited the development 
of “ formalin arthritis.” This effect, he believes. is due to 
the endogenous secretion of AÇTH and so of gluco- 
corticoids._ This failure of animals subjected to severe 
stress to respond to the formaldehyde injections might 
be -ascribed to their debilitated condition, but that this 
is not so can be judged by the fact that animals which 


. Showed no sign of weakness also failed to respond, while 


immediate and severe reactions to formaldehyde injec- 


-tions were observed in a series of adrenalectomized 


animals subjected to stresses which rendered them amost 
moribund. 

It would seem therefore, if these experiments are 
confirmed, thal the inhibition of “formalin arthritis,” 
and probably other types as well, by cortisone, 
ACTH, and the alarm reaction is due to the direct effect 
of gluco-corticdids ,upon the injured tissues. The 
mechanism of this response is unknown. but it might be © 
related to the well-known dntihistamine action of the 
gluco-corticoids. It has long been assumed that hista- 
mine-like compounds are liberated from tissues at the 


` site-of injury’and are concerned in the development of 


inflammation. Further invesugation of the action of 
antihistamine drugs in some of the other clinical condi- 
tions which seem-to be benefited by cortisone or ACTH 
might have Interesting results. a ` 


The apparent antagonism between these two hormones 


-and DCA and LAP is difficult to explain, particularly 


since the degree of adrenocorucal enlargemeat produced 
in experimental animals ‘by both series of hormones was 
almost exactly the same. Selye hiniself suggests that 


- a 
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DCA, *being..a- close chemical ‘relative of cortisone, 
‘might prevent the latter from reaching its target organs. — 
Possibly some competition mechanism is involved, 
similar to that between vitamins and their corresponding 
` -anti-vitamins. E 
It is evident from Selye’ s work. and from other 

published reports that the anti-arthritic effect of cortisone 
_ and ACTH is to a large extent non-specific. Recently 
- Thorn and his associates* have shown that ACTH has 
a curative ‘action in gouty arthritis, and they have 
observed that an acute attack often occurs when treat- 
ment is discontinued. Selye has found too that when 
the onset of “ formalin arthritis” ‘has been inhibited by 
an alarm stimulus the condition may flare up in a 
particularly severe form after a period of latency. Such: 
observations are bound to raise the question whether 
arthritis can be held in check indefinitely by ae 
treatment with cortisone or ACTH. i 


~ 





TUBERCULOSIS AND WAR- 
Twice within a period of -40 years whole populations 
have-been forced to live in conditions of abnormal 
stress, and on both occasions the rise in tuberculosis 
' mortality-and morbidity rates was directly related to 
' the devastation caused by the conflict. In spite of the 
‘disruption of national life many important ‘epidemio- 
logical investigations have been carried out, and in the 
_ Milroy Lectures, published in this -and last week’s 
Journal, Dr. Marc Daniels has most. ably summed up 
the history of tuberculosis in Európe during and after 
. the war of 1939-45. He prefaces his study of tuber- 
culosis mortality and morbidity with the remark that 


“when one presents statistics of tuberculosis in Europe 


it is with a feeling that they are- better than no informa- 
` tion at all, but not much better.” This reservation is 
important, particularly as it applies to morbidity figures, 
_ fdr in occupied countries those diagnosed as tubercu- 
lousiwere -able to obtain extra rations and privileges. 
. It is known’ that some persons employed such devices 
as pressing small pieces of cotton-wool soaked in “dipi- 
' odol” on to their chests immediately before being radio- 
graphéd, or chewing a small pellet of bread soaked in 
B.C.G. vaccine just before a specimen of sputum was 
taken. i 

Mortality figures cannot be influenced by such decep: 
tions, but when large movements of population are 
‘taking place the influence of environmental factors is 
hard -to assess. The experience of the island of J ersey 
provided some information about the effect of removing 
from a country large numbers of persons. whose racial 
Susceptibility to tuberculosis differed’ from those who 
remained. The population of Jersey before the recent 
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- and had a lower resistance to the disease. 
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war was composed mainly of English immigrants: and 
Jersey natives. The former came, generally speaking, 
- from a stock that has a fairly high racial resistance to 
tuberculosis, while the latter were of Breton extraction 
When the 
war started large numbers of the English left the island, 
and. after the German invasion most of the remainder, 
along with many of the healthiest of the J erseymei, 
were removed to labour camps on the Continent. 
Dr. R. N._ McKinstry, medical officer of health for 


Jersey, has shown in his annual report for 1947 that | 


one of the immediate effects was a very steep rise in 
the mortality from tuberculosis. 
tinued until 1945, when it suddenly fell. The rise 
after the. outbreak of hostilities and the fall at their 
conclusion occurred too quickly to be related to changes 
in living conditions. A possible explanation for the 
rise might'be that mainly susceptible individuals were 
left behind ; the fall could have been due to the: dilu- 
tion of the susceptibles by the return of the resistant. 
English residents at the end of the war. Some develop- 
ment of this theory might be possible by studying what 
effects the mass’ movement of Jews in Europe has had 
on mortality rates, since there is evidence that the 
Jewish race is more resistant to tuberculosis than other 
races. Something more than dilution, however, is 
required to explain the rapid fall in tuberculosis death 
rates that is taking place in Europe to-day, for only 
a small proportion of the displaced Jews have returned 
to their original homes. ; - 


Dr. Daniels refers to the need for-further epidemio- ` 


logical studies. In spite of the mass of information 
available’ many of the wartime and post-war trends in 
tuberculosis cannot be satisfactorily explained. It 


remains an open question whether the many thousands — 


of deaths from tuberculosis which would not have 
occurred but for the war were due in the main to new 
infections or to the aggravation of disease from’ which | 
the patients would ordinarily have recovered. Except 
in Scotland the wartime tise in tuberculosis has chiefly 
affected men; in fact, in some countries the- rise was 
confined’ to them. Many reasons have been put for- 
ward for this; itt has even been suggested that men 
react more severely to malnutrition than women. 
Another phenomenon common to most countries is that 
as the mortality among: males has fallen, so the peak 
of the curve has shifted towards the older age groups ; 
the curve of- the mortality rate for women, however, 
has retained a sharp peak at ages 15-24. An attempt 
to explain this has been made by studying the tuber-., 
culosis mortality in successive generations, and it~ 
appears that the curve of the tuberculosis mortality 
in different age groups plotted on a generation basis 
shows little tendency to es through successive 


decades. — 


The high rate con- 


« 


\ 


Nov. 19, 1949 


Perhaps the most important anti-tuberculosis measure 
now in use which was not available after the first world 
war is mass vaccination with B.C.G. It may be that the 
vaccination campaign during the past 10 or 15 years 
has been largely responsible for the downward trend 
-of the tuberculosis mortality rates in the Scandinavian 
countries. But B.C.G. vaccination will not account for 
the sudden fall in the figures for Holland, and for 
Amsterdam in particular. The extreme hardships suf- 
fered by the Dutch during the last years of the war 
would cause the death of many patients with active 
disease ; the consequence would be a diminution in the 
foci of infection (the influenza epidemic of 1918-19 
removed sources of infection in the same way). ‘This, 
and a rapid improvement in diet at the end of the war 
and the restoration to their previous high standard of 
the preventive tuberculosis services, are having the 
desired result. There was no rise during the war 
in the tuberculosis mortality rate in Denmark, which, 
as Daniels points out, enjoyed a comparatively good 
standard of living. In fact Professor Knud Faber has 
Stated that there was little or no fall in the protein and 
- fat intake during the German occupation. In addition 
to this the public health services suffered little disorgani- 
zation during the war and remained at their peacetime 
level of efficiency. In both Holland and Denmark there 
are three to four tuberculosis beds for each death from 
the disease, and therefore the-segregation of infectious 
cases is relatively easy. 

In many European countries, such as Poland, Italy, 
and Yugoslavia, great efforts have been made to 
increase the number of institutional beds. Though 
such beds are officially designated for treatment, the 
community benefits greatly by the segregation of the 
infectious cases. The standard of nursing in some 
countries is low compared with that in Britain, and 
one nurse may be put in charge of many patients. This 
at least has the advantage of overcoming the shortage 
of nurses, and even if the supervision of treatment has 
to be neglected the removal of each infectious patient 
from his or her home does limit the spread of infec- 
tion. The uSe of residential nurseries and open-air 
schools, which in this country have a comparable value 
to the “ preventorium,” for breaking the contact between. 
the child and the infectious adult is a development 
that began during the war period and should be 
encouraged. ` 

In the rehabilitation of the tuberculous Great Britain 
leads the way. There is a great need for the spread 
of information about suitable methods in those Euro- 
pean countries where no schemes are in existence. Per- 
haps some of the travelling fellowships recommended 
by the World Health Organization could be used to 
further the study of this important aspect of ‘tuber- 
culosis. At Papworth and Preston Hall and in the 
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developing “ Remploy ” factories there are unrivalled 


opportunities for observing and investigating methods 
of training and rehabilitating tuberculous persons. 

Dr. Daniels’s study demonstrates very clearly how 
great an asset to any country is an efficient and well- 
equipped tuberculosis service. In countries with a ser- 
vice which before the war worked hard to prevent 
disease, recovery from the effects of war was more 
rapid than in the countries which possessed only a 
poor or inefficient service. ‘The tuberculosis dispen- 
sary is still the nucleus of the service, and the develop- 
ment of this unit is an essential feature in all recon- 
structive programmes. It is noteworthy that in many 
countries the doctor in charge of the dispensary is 
regarded primarily as a tuberculosis specialist, and 
that in France “a tuberculosis specialist,” aided by a 
specialist social worker, is appointed to supervise all 
tuberculosis work in the department. Thus there seems 
to be no doubt about the retention of tuberculosis as a 
specialty and about the need for a unified service to 
combat the disease. The survey made by Daniels of 
tuberculosis schemes in Europe affords an opportunity 
of looking at our own with a critical eye. In the regular 
examination of certain groups of the population, such 
as students, “we are falling far behind” several 
countries. There seems to be little doubt that suc- 
cessive annual re-examination of a community is a 
profitable undertaking that amply rewards the labour 
expended. It follows that the diagnostic and preven- 
tive services must be developed so that susceptible per- 
sons are prevented from contracting the disease, and 
so that appropriate treatment can be offered to infected 
persons when the disease is in its early and curable 
stage. In France the improvement in the tuberculosis 
services is reflected in the falling death rate; this has 
been greater in France than in any other country in 
Europe. Some of this decrease may be due to the 
extensive use of B.C.G. during recent years, and if this 
is So then due credit must be given to the pioneer work 
that has been done in France with this. 

Dr. Daniels refers to the remarkable “ sense of inter- 
national duty” Awakened by the war. No doubt the 
work of the World Health Organization, including the 
special assistance given by the Scandinavian countries 
to Unicef, has had a marked effect in reducing both 
the incidence and the mortality of tuberculosis in devas- 
tated countries. But there is no justification for com- 
placency because the influence of war is receding and 
death rates are falling. Rather the time is opportune 
for even more strenuous efforts. The closing words of 
Daniels’s second lecture are worth repeating: “ Given 
respite from mutual massacre, there is no reason why 
this disease which has plagued the Continent of Europe 
for many hundreds of years should not be almost 
eradicated before the century is out.” 
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~ SIZE AND ACTIVITY 
~ The importance of scale and dimensions has been more 
seriously considered in relation to animal design than 
-as affecting physical performance. It has been: pointed 


out, for example, that a mouse which had, been enlarged 
to the size of an elephant would be unable to stand, and 


-.. that an elephant which had been contracted. to the size 


'. of a mouse would be. handicapped in agility by an 
unnecessary thickness of leg: in short that the sudden 
- alterations in size, which befell Alice in Wonderland 
would have raised problems of an engineering kind 
' which her mathematician creator had failed to foresee. 
It has been left to-Professor A. V. Hill, in a recent lecture 
to the Royal Institution,’ to apply arguments of the same 
kind to questions of athletic performance, and to show 
that only in the high jump and in under-water swimming 
doés size as such offer any advantage. The underlying 
geometry is simple enough: that in a scale enlargement 
a doubling of linear dimensions is accompanied by a 
fourfold increase in corresponding areas, and by an 
i eightfold increase in volume, and incidentally in weight, 
provided that structural materials have been kept the 
‘same. In practice so simple an expansion is impossible, 
. whether in engineering design or in animal anatomy, 
and for the nearest approach it is necessary to go to the 
sea, where the problem of standing up is no. longer 
significant. 

Between the blue whale, the largest of the Cetacea, 
and the dolphin, there is a range in length of about 12 to 
1,‘and a range in weight of more than 1,000 to-1, though 
in general shape and design there is a reasonably close 
correspondence. Both animals move in the water. with 
unusual efficiency, cruising for long periods at 15 knots, 
and being capable of shorter bursts of 20 knots or over. 


- .But on the basis of weight of muscle it has been com- 


monly argued that the whale~ should have the easier 
task” Parry, it is true, has pointed out that muscle 
power cannot be expressed as a simple function of size.* 
but Hill makes: the broader physiological approach and 
“examines the scale relationship between dolphins and 
whales in terms of the circulation of the blood—the 
factor which imposes an overall limit on rate of energy 
' output. In one such investigation he examined the 
aorta of the whale, and showed that its cross-section or 
area was in approximately scale relationship to that of 
man, and presumably the dolphin. At the same rate of 
blood flow the aorta could therefore supply a quantity 
of blood in proportion to surface area, not to volume or 
weight. To achieve the latter proportion there would 
have to be a 10-times faster flow and a peak difference 
of pressure of thé order of several’ atmospheres. 
I Sclence To-dav, 1949, 6, 341; Nature, Lond., 
2 Gray, J., J. exp. Bial., 1936, 13, 192. _ 


3 Nutuie, Lond., 1948, 161, 199, 
£ Party, D. A., io, 1942, til, 290. 


1249, 164, 820. 
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Miet louse T 
would obviously be impossible, and the same conclusion 
is supported by a comparison of heart size and heart 
rate. As between whale and dolphin, heart size is in 
proportion to weight, but heart rate should be reduced 
by a factor of about 8, so that it must be impossible for 
the larger whale to generate a horse-power in proportion 
to its weight. This accepted, it follows that whales as 
well as dolphins must possess a great capacity for induc- 
ing a smooth flow of water past their bodies, and that 
the au ai of both should make sip Sesieners: 
envious. A 

More generally, it appears that in « similar ” animals 
of whatever kind rate of energy output—otherwise horse- 
power—must be in approximate proportion to surface _ 
area, and that the development of engineering power in - 


proportion to weight is an impossible achievement if 


respiratory and circulatory systems increase: ta scale. 
Other and converging arguments can also be adduced. 
In the case of swimming, the pressure-on prcpulsive . 
organs would be. increased beyond possibility if they 
were moved at the same frequency in a larger animal as 
in a smaller one. In the case of running, the kinetic 
energy put into limb movement can only be balanced ~ 
by the work done by muscles on the condition that 
frequency of movement is reduced in proportion as limb 
size 18 increased. The larger animal will have a slower " 
heart beat, move its limbs more, slowly, but achieve the 
same speed, other things being equal. Because of scale ~ 
complications there is no such satisfying comparison as 
that between dolphin and whale. The elephant, at © 
around 20 m.p.h., is clearly handicapped by the conse- 
quences in désign of its greater size. The mouse, running 
flat out to safety, eludes stop-watch as well as stick. 
But the broad picture suggests a lesser variation in speed . 
than might otherwise ‘be expected. The larger grey- 


‘hound is but slightly faster than the smaller whippet. 


The speed of the hunting leopard, which is credited with 
64-66 m.p.h. in a short chase and ts the fastest of all - 
animals, is not so greatly different from the 24 m.p.h. 
achieved by man on his two legs.- At various kinds of 
jumping there are closer correspondences. In a running 
jump the horse, large kangaroo, man, and the antelope 
can cover 25 to 30 ft. (7.6 to 9.1 m.) in that order, with 
the jumping hare only-S ft. (t.5. m.) less. With a stand- 
ing start the 4-in. (10-cm.) jumping mouse is the equal 
of man. ‘Among high-jump “records” a rat kangaroo 
the size of a rabbit has been seen to clear an 8-ft. (2.4-m. ) 
fence ; the large kangaroo, helped by its mine centre 
of gravity, one of 9 ft. (2.7 m.). 

There is at least general -support in these figures for . 
Hilľs conclusion that, irrespective of size, animals of 
similar form and designed with a similar factor of safety 
should be able to run and swim at the same speed and 
to jump the same height. Muscle speed, adjustéd to ` 
safety as well as function, shows a wider range, and for 
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this an engineering explanation can -be suggested. As 
with an engine, reversals of movement which were over- 
rapid in proportion to size would break ‘either muscles 


or structural components, and the kangaroo endowed. 


with the muscles of a grasshopper would soon suffer 
injury. Muscle speed is adjusted to speed of living, and 
speed of living depends on heart rate and so on size. - 





SURGERY IN PULMONARY TUBERCULOSIS 


The importance of surgery in the treatment of pulmonary 
tuberculosis is taken for granted, but 30 years ago the 
help of the surgeon was not even contemplated. ‘The co- 
operation between chest physician and surgeon- is now as 
closé as in any branch of medicine, and the patient has 
greatly benefited in consequence. Two eminent authorities, 
H. Morriston Davies! and Th. Naegeli,? who have been 
pioneers in applying surgery to the treatment of pulmonary 
tuberculosis, have recently discussed developments in this 
field, and in general their views do not diverge very far. 

Ifan artificial pneumothorax is inefficient or contra-selective 
the result is bad, and when there is tracheo-bronchial tuber- 
culosis or a persistent surface or tension cavity this form 
of treatment may be dangerous. In such cases, however, 
pneumothoraces are often maintained. These contraindi- 
cations are not emphasized by Naegeli. Division of adhe- 
- sions is necessary in order to maintain an artificial pneumo- 
thorax in many cases, and although this will usually be 
done by the cautery through a thoracoscope an open oper- 
ation is occasionally required. There should be no hesita- 
tion in abandoning an ineffective artificial pneumothorax 
in favour of a major surgical operation. Both Morriston 
Davies and Naegeli recommend oleothorax for a small group 
of patients—in fact they would use it more often than is custo- 
mary in this country. They agree that the place for phrenic 
crush is limited and that it is of greater value for lower lobe 
disease than for upper ; the permanent paralysis which occa- 
sionally follows may cause anxiety if a thoracoplasty is even- 
tually performed. Pneumoperitoneum Is a valuable adjunct, 
` especially when bilateral disease is present. While these 
methods of treatment may-heal a cavity in the basal seg- 


ment of the lower lobe, cavities at its apex in the dorsal - 


segment often remain open, and the problem of the. treat- 
ment of lesions in this part of the lung remains unsolved. 
[t is unusual for abnormalities to be discovered at routine 
‘bronchoscopies, but if intrabronchial tuberculosis is found 
this may have an important bearing on treatment. Naegeli 
does not stress this point, nor indeed is endoscopy univer- 
sally recommended. 


Both surgeons pay tribute to Sauerbruch, Friedrich, and - 


other pioneers of thoracoplasty, and discuss the various tech- 
niques which are in use. Finality has not been reached. 
The relaxation afforded by an apicolysis or Semb strip may 
not be as effective as the contramediastinal collapse which 
follows removal of ribs and transverse processes, and some- 
times of costal cartilages too. Large cavities may require 
preliminary Monaldi drainage. . Naegeli discusses extra- 


pleural pneumothorax and its variants at some length. 


——_ 





T Thorax, 1948, 3, 189. 5 
2 Der Tuberkulosearzt, 1948, 2, 501. 
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This is an operation which has always been more popular 
on the Continent than in England, and it is scarcely men- 
tioned by Morriston Davies. On the other hand, the latter 
describes insertion of an inert plastic material to maintain 
permanent collapse. This, the most modern form of plom- 
bage, can be used to bring about a selective collapse of any 
part of the lung. The operation is done in one stage; it 
causes little shock and no paradoxical moyement, and no 
refills are required. Preliminary reports refer to the rela- 
tive freedom from complications, and if experience con- 
firms this an advance of some importance will have been 
made. Morriston Davies prefers polythene strips contained 
in a pack to lucite balls, which are more rigid. The perio- 
steum is stripped from the ribs and left attached, with the 
intercostal bundles, to the mobilized pleura; the plastic is 
put between these structures and the ribs. 

Another recent development, also not discussed by 
Naegeli, is resection : lobectomy is occasionally performed, 
usually for a tuberculoma, but pneumonectomy is more 
usually performed for tension cavities in the lower lobe, 
bronchial stenosis, bronchiectasis, or disease with caseation 
rather than cavitation. With streptomycin to reduce post- 
operative complications resection may become the treat- 
ment of choice whenever indicated rather than a desperate 
last hope when all else has failed. Postural retention may 


‘reduce the size of cavities temporarily, making the patient 


fit enough for more extensive surgical treatment. The 
value of sanatorium treatment, carried out conscientiously 
and continuously, remains of the first importance. 


INDUSTRIAL FLUOROSIS 


The report! on industrial fluorosis to the Fluorosis Com- 
mittee of the ‘Medical Research Council is an interesting 
example of the way in which a research problem may be 
elucidated by the independent observation and’ intensive 
team-work of a few individuals. The first step leading to 
this very full investigation of local conditions, animals, and 
human beings was taken in 1943, when the occupant of a 
farm in Fort William, Scotland, sitiated about half a mile 
(800 metres) from an aluminium factory, complained that 
his sheep and cattle were suffering from an unusual form ` 
of debility in spite of there being an abundant supply of 
herbage. 

Clinical examination of the affected animals by Pro- 
fessor G. F. Brodie, of the Royal (Dick) Veterinary College, 
Edinburgh, revealed that their emaciation and debility were 
due to dental lesions which prevented them from chewing 
their food effectively. The question of possible ill-health 
in human beings from pollution of the atmosphere by 
compounds given off by the aluminium factory was raised 
in 1944 by Dr. A. M. Fraser, medical officer of health of 
Inverness-shire, and later in the sarhe year the Secretary of 
State for Scotland requested the Medical Research Council 
to conduct an investigation. For this purpose the Fluorosis 
Committee was set up by the Council in consultation with 
the Department of Health for Scotland. The investigation 
comprised analyses of the electrolytic process of manufac- 
ture of aluminium and of contamination of the.air of the 

“1 Industrial Fluorosis—A Study of the Hazard to Man and Animals near Fort 


ier, Scotland. Medical Research Council Memo. No. 22, 1949. London; 
H.M.S.0. -` ; ` 
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factory and of the atmosphere, soil, herbage, and water of 
the surrounding area ; study of the animals and of the local 


‘ agriculture ; and examination of selected groups of indivi- 


duals in the factory and. among the local residents and of 
the teeth of àdults and school-children. The wiling co- 
operation of the management and workers of the British 
Aluminium Co., Ltd., greatly assisted the task of ‘the 
investigators. 


The fumes containing fluorine, to which the disorder of 


the cattle was eventually traced, arise during the electrolytic 


- reduction of alumina, which is‘dissolved in’a bath of the 


fused fluorides of aluminium and sodium. “ At the time 


‘of the investigation the fumes extracted from the furnace 


rooms at the Fort William factory were not scrubbed or 


' treated in any way but were allowed to escape from vents 


' -opening just above the level ‘of the-roof, drifting across 


examination. 


the ‘countryside as a dense white cloud of smoke. Inside 
the factory concentrations of fluorine as high as 3.6 mg. per 
cubic metre were found in the worst of the furnace rooms, 
decreasing to about 15% of this figure at a distance of 
200 yards (180 metres) and to about 3% at one mile 
(1.6 km.). Contamination of the soil ranged from 1,010 
parts per million in the immediate vicinity of the factory 
to, 66 p.p.m. at 7 miles (11.2 km.),in the direction of the 


- prevailing wind and 13 p.p.m. at 3.3 miles (5.28 km.) at 


right angles to the wind. Analyses of grass samples gave 
results closely parallel to those obtained from soil. The 
teeth ‘of the animals reared -on contaminated pastures 
showed mottling of the enamel, distortion, and deformity. 


- Chemical analysis of teeth and bone showed an excessive 


fluorine content, and some cases of ‘osteomalacia due to 
chronic fluorine intoxication were found. 


Selected groups of individuals from the workers in the 
factory and from local. residents were then -subjectéd 
to clinical, radiological, haematological, and biochemical 
Routine medical histories showed little 
evidence of an unusual rate of sickness or of organic 
disease. Radiological: examination revealed. abnormal 
appearances in the bones in a proportion—highest (25.4%) 
in the factory workers who had had the greatest expo- 
sure, low (4%) in the local residents, and absent in school- 
children. Within each broad age group the incidence of 


abnormalities tended to increase with the length of expo- 


sure to fumes. These Abnormalities, though very variable 
in degree and unaccompanied by “any clinical disability, 
resembled those described in the literature as skeletal 
fluorosis. Excretion. of urinary fluorine was . roughly 
parallel to the intensity of exposure. Some mottling of 
the teeth was found in 5.6% of the children examined, but 
mottling of a similar type. was found-~in 3.1% and 0.6% of 
children in two country areas far removed from Fort 
William. 

It is obvious that the severe loss of condition and drop 
in milk production in affected animals constitute a serious 
impediment to economic sheep and cattle farming in this 
area, and though the bone changes found in older factory 
workers were not associated with any clinical disability 
they must be regarded as a warning that exposure to 
fluorine fumes should be limited as far as possible. The 
réport concludes with the recommendation that everything 


-- practicable should be done to reduce the amount of fluorine 


discharged from the factory. 
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G.P.s AND GERMAN MEASLES 


That rubella early in pregnancy may cause defects in the 
human embryo has been one-of the unpleasant surprises 
thrown up-by medical research during the past few years. 
It is important to get far more exact information on this 
tragic complication of what is for the sufferer a mild com- 
plaint, and in our correspondence columns this week 
Professor A. Bradford Hill asks general practitioners to 
join with him in a piece of research from which it is reason- 
able to expect highly useful results. As Professor Bradford 
Hill points out, it is desirable to discover the frequency 
of congenital defects in. children born of mothers who 
catch rubella during pregnancy, the severity of such 
defects, and their relation to the stage' of pregnancy at 
which infection occurs, and the inquiry may well be 
extended to such infections as chicken-pox, mumps, 
and- measles. Much of this kind of information could 
be secured through the Ministry of National Insurance 
without any breach of the confidential relationship that 
exists between patient and doctor. The way he ‘proposes 
to make this inquiry -is described in this week’s corre- 
spondence columns by Professor Bradford Hill, and we 
hope that general practitioners will respond to the appeal 
made to them so that more may be known about this 
unfortunate sequel to German measles, l 


` ROYAL SOCIETY AWARDS ° 


The two Royal Medals for ‘the current year have been 
awarded to Sir George Thomson, F.R.S., and to Professor 
R: A. Peters, M.D., F.R.S. Professor Peters was educated 
at Cambridge University and St. Bartholomew’s Hospital, 
London, and was a pupil both of Sir Joseph Barcroft and 
of Sir F. Gowland Hopkins. During the war of 1914-18 
he spent nine months as a battalion medical officer, and 
was awarded the M.C. (with bar), but was recalled for 
scientific: work. In 1923 he left Cambridge, where he was 
Dunn lecturer in biochemistry, and became Whitley 
professor of biochemistry and a Fellow of Trinity College, 
Oxford. After early work with Barcroft on the specific 
oxygen capacity of haemoglobin, Peters turned his atten- 
tion to, vitamin problems, and his name’-is particularly 
associated with work on the vitamin-B complex. In 1930 
came the first demonstration of the in vitro action of a 
vitamin—the specific response of avitaminous pigeon’s 
brain to Vitamin B,. This led to proof of the intimate con- 
nexion of this vitamin with the metabolism of pyruvic? 
acid. During the recent war Professor Peters directed two 
teams of research workers on specific war problems. Out 
of this work came the highly important discovery of 
BAL or British Anti-Lewisite. 

Among the other awards of the Royal Society is that `’ 
of the Davy Medal to Professor A. R. Todd, F.R.S., for 
his work in organic chemistry and biochemistry, especially 
on the B and the E vitamins. 


‘N + 


GENERAL PRACTITIONERS REMUNERATION ` 


Just. before we went to press the B. MA. received a reply 
from the Ministry of Health on the general practitioners’ 
case for increased remuneration. It is published in the 


_ Supplement at. page 218. i i 
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; ; ~ FRACTURE OF THE -CEAVICLE Oe 


x 7 Lo BY 
. T. P. McMURRAY, CBE, MChir, F.R.C.S.Ed. - 


Emeritus Professor of Orthopaedic Surgery, University of Liverpool ~ 


N 1 5 


Fractures of the clavicle occur more frequently than any 
other bony.injury, and they are almost invariably the result 
Of transmitted or indirect violence appliéd to the ‘clavicle 
through a fall on the outstretched hand or-on the elbow, 
or through contact with the tip. of the shoulder. Although 
compound’ fractures of the clavicle are not unknown, 
especially in war injuries, yet ‘this fracture is usually simple, 
even when resulting from a direct blow. on the anterior 
surface of the bone. - 
Age Incidence ` 


‘The fra cture is ońe of the more active period of life, 
occurring mostly in youths and young adults. As it, is 
commonly caused by a fall, it is usually seen in children 
or in those taking part in sport. In the elderly, fracture 
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Exanouning the clavicle tor an anuai: or obscure 1 recent, fracture. 


(From Mr. Hamution Bailey’s Demonstrations of Physical Si We in - 


‘Clinical Surgery, by Reston of the author and John Wright 


“and Sons,’ Ltd.) ’ 
of the clavicle is ‘a comparatively rare secant at this 
age a fall on the outstretched hand is more likely to cause 
a -Colles’s fracture or an injury to the neck or head of the 
radius: _ 

Site of Fracture 


The fracture usually occurs slightly beyond the middle 
of the bone where the medial anterior curve meets the 
posterior curve of thé outer segment. Here the strain. is 
greatest. The fracture may also’ occur toward the inner 
or outer ‘ends of the bone, the sité of the lesion in the 
inner segment being usually at a point three-quarters to one 
inch from the sternal attachment of the bone, while the 
site of the distal fracture is usually the same distance from 
its acromial attachment. 


` 
P 


Symptoms and Signs , 
These vary according to the type of fracture. ‘With a 
` greenstick fracture, which is common up to the age of 14 
or 15 years, the symptoms and signs are slight. 
ing,a fall; the patient, usually a boy, may complain of 
an ache in the shoulder region but may finish the game 
he is playing with comparatively little discomfort. -- Later, 
persistent aching in the shoulder may draw attention to a 


clavicular swelling, tender on pressure, but causing: little’ 


disability and no ‘limitation of movement. Radiographic 


` ligaments ; 


_the fractures occurring close to the extremities. 
‘subperiosteal haemorrhage may càuse some difficulty in 


Follow- . 


"plexus, particularly of its upper components. 
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examination -will confirm the presence of a crack in the 
bone, usually- without displacement. 

The symptoms ‘and signs which follow a “complete frac- 
ture in- the usual mid-clavicular situation are more severe. 
The patient complains of a sudden pain in the shoulder 
region accompanied by a feeling of uselessness in the 
whole arm‘and ‘forearm. As a rule, in order to relieve 


the pain the affected arm is immediately supported by thé 


other hand in an effort to lift the shoulder and prevent the 

_ dragging weight across the site of fracture.. 
On-examination' of the site of injury it is evident that 

the clavicle ‘has been broken. The outer sharp, irregular 


edge of the inner fragment,of the bone can be felt pro- 


jecting under the skin above its normal site, and restoration 
of the line of the clavicle is possible- only by raising the 
shoulder. above its normal position. The: radiograph 
demonstrates that considerable displacement has occurred 
at the site of. fracture, the outer fragment’ being displaced 
downwards and the outer end of the inner fragment- pro- 
jecting upwards, leaving a considerable gap between the 
broken ends. ` 


The symptoms and signs of fracture at the inner or outer 
end of the bone are considérably modified from those which 
follow a lesion in the usual situation.. As a rule, with either 
of these fractures there is little displacement and a minimum 
of deformity. Pain and -disability following .their occur- 
rence may be so slight that the injury may easily be over- 


looked unless demonstrated by radiographic examination. 


With a fracture close to the inner end of the clavicle 
impaction on one side-of the bone is often present. Some 
thickening and tenderness are apparent over the injury and 
movements of the arm are limited because of pain. 


When the ‘fracture has occurred towards the outer end 
of the clavicle there l ' 
is no displacement if l 
the lesion is situated 
between the attach- 
me nts of the 
acromioclavicu lar. 
tenderness and swelling over the site of injury 
and subcutaneous haemorrhage indicate the severity of. the 


injury. 





Common sites of fracture of the clavicle. 


Diagnosis 

‘The diagnosis is, as a rule, an easy matter if the possi- 
bility -of this injury is borne in mind. The only difficulty 
is met with in the greenstick fracture of children and in 


clinical diagnosis, but the doubt can easily be settled by 
radiographic examination. 


r t 


Complicated Injuries of the Clavicle 


On occasion this fracture is accompanied by injury to 
some of the neighbouring tissues... Thus, fracture of the 
clavicle’may be associated with a. lesion of the brachial 
After a 
fall on the point of the shoulder it is obvious that the patient 
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hag sustained a fracture of the clavicle, and unless a careful 
examination of muscle movements is carried out an accom- 
panying injury to the fifth and sixth cervical nerves may be 
missed. Because of the pain produced by the fracture the 
patient naturally keeps the whole shoulder at rest, and it is 


u frequently difficult to separate the loss of power which 


follows injury to the plexus from the reflex inhibition 
produced by the fracture. ~ la "oe 

If the force applied to the shoulder is extreme the fracture 
may also be associated with a lesion of the whole of the 
plexus. In this event the differential diagnosis is compara- 
tively simple, and is indicated by the complete flaccidity of 
the whole of the affected arm, with a loss of sensation over 


-` the entire limb below the elbow. 


When the fracture has resulted from’ a violent pull on 
the arm in a position of full-extension the lower cord of 
the plexus may be stretched or torn, giving a loss of 
oower in the intrinsic muscles of the hand—a complication 
which is very difficult to diagnose diréctly following the 
injury. Injury to the neighbouring blood vessels may occur 
also, usually not as a result of traction but following ‘direct 
njury to the vessels by the sharp’surface-of the inner end 
of the outer fragment of the- bone. 


These injuries can all be diagnosed by a careful examina- 
tion of the patient, and treatment of the fracture’ should 
be delayed until the possibility of these complications: has 
seen eliminated. pe 


Treatment 


The treatment of this fracture is not difficult, and if a few 
simple precautions are employed a successful result is to 
he expected. i 


Methods 


.Figure-of-8 Bandage.—The objects of treatment are to 
zaise the shoulder to bring the two fragments of the broken 
bone into alignment ; to pull-back the shoulder to prevent 
overriding of the broken bone ; and to restore full length, 
vith fixation in that position until clinical union has 
occurred. The simplest and most 
-generally satisfactory method of 
accomplishing these aims is by the 
use of. the figure-of-8 bandage. 
~ Two or three large flannel or 

calico bandages are employed, 

passing round each, shoulder in 
turn and crossing each other pos- 
teriorly. These bandages are 
applied firmly, the shoulders being 
pulled back by each turn of the 
bandage. When the- bandages 
have been firmly fixed in this posi- 
tion by pinning or tying, a firm 
loop of bandage is attached to 
each shoulder loop in front across 
the chest. This simple method of 
retention keeps the original figure- 
of-8 in position and prevents 
“the bandage slipping from the 
shoulder, which would destroy. the 
fixation. 


| When fixed in this way the 





Diagram illustrating the 


pulling back of the patient. is encouraged’ to. use the. 
shoul AA without .the hand, fingers, and elbow in order 
i Eom. pe SE Te to prevent.stiffness of these joints, 


Perkins’s Fractures, by 
permission of the_ author 
and Oxford University 
Press.) 


a complication which is to be 


four weeks clinical union is usually 
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satisfactory, and the patient may be allowed freedom from 
all control, gradually restoring full movements at all the 
joints by voluntary exercises. A sound, fully functioning 


_limb is to be expected, with no disability except for the 


presence of a bony nodule at the site of fracture. 

Occasionally, especially if the fracture has been com- 
minuted, a spike.of bone is present at the fracture site 
projecting under the skin. This spike should not be inter- 
fered with or removed, as it rapidly diminishes in size and 
gradually becomes rounded. 3 

T-Splint—To obtain the same fixation a T-shaped 
wooden splint may be used. This is placed on the patient’s 
back, the long arm of the T extending from the sacrum to 
the level of the middle of the scapulae. The cross arms of 
the T extend behind each shoulder, and to these cross. arms 
the shoulders are firmly bandaged, stability, of the splint 
being obtained by fixing the main portion to the body and 
pelvis. The object of fixation and raising the shoulder can 
be attained equally well with the less cumbersome figure- 
of-8 method, and there are no special advantages in the 
use of: the splint. 


+ 


Strapping Method (“ Sayre’s”)—This method of fixation 


by applying strapping round the arm and chest to pull back 
the shoulder and pull the elbow upwards and forwards has 
been gradually abandoned. It was the procedure generally 
adopted and taught in the textbooks for many years, bu! 
there are so many disadvantages in the method that it has 
now been largely superseded by the less troublesome fixa- 
tion by bandages. In applying this form of treatment the 
arm was first pulled backwards and fixed to the chest by 
wide strapping, while by a second strap the ‘elbow was 
pulled forward and upward with the hand. and fingers 
firmly applied to the chest wall. ‘The subsequent rigidity 


‘ of all the joints of the limb, usually required a long period 


of physiotherapy for their relief, and in many instances full 
movéments could not be restored to the adult patient. 
Treatment in Recumbhéncy——For those few patients in 
whom the presence of a nodule on the substance of the bone 
would be considered to be a great deformity, better align- 
ment and a smaller mass of callus can be secured by treat-. 
ment in recumbency. The patient is treated recumbent on 
a firm mattress with a small sandbag placed between the 
shoulders. This position is maintained for three to four 
weeks. As a result the alignment is improved and less 
callus is formed, but the confinement to bed for a month 


is usually considered to be unbearable for the treatment of. 


a comparatively simple injury. ~ 

Intra-medullary Wiring—An attempt has been made tc 
restore and maintain the exact alignment of the bone by 
fixing the fragments in position by means of an intra- 
medullary wire. This is introduced. through an opening in 
the outer or inner fragment and threaded along the medul- 
lary cavity of both fragments. The method is not to be 
recommended ; snapping of the wire has occurred on several 
occasions and the presence of the wire does not stimulate 
but rather retards bony union. i 


~ 


Sequelae of Fracture of the Clavicle 


If treated by the simple figure-of-8 bandage without fixa- 
tion of the hand and fingers the result is usually excellent 
Full movements are gradually restored to all the joints and 
the patient is left with no disability. Under certain circum- 
stances the result is not so satisfactory, and subsequent 
trouble and disability may be encountered. 

Rigidity-—Limitation of movement may affect any of 
the joints of the upper limb, either as a direct result of the 
fall or as a consequence of inefficient treatment. At the 
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time of the accident the douei joint ¢ or the musclés of’ 
the shoulder region may be injured, and: as full movements - 
of the- joint cannot be maintained until the fracture is- 
united limitation of movement may become obvious. when 
all fixation has been removed. The limitation may be 
reduced. by the patient's own efforts ‘during treatment, but 
massage and exercises may ‘be needed ‘at a later date... ` 

A much more serious state of Tigidity is encountered in 
„those -patierits, especially adults, in whom the hand and , 
‘fingers have.been kept at rest “during the course of treat- 
ment: Massage and voluntary exercises help to diminish 
the rigidity, but as a rule a considerable disability i is left if 
the possibility is forgotten. a 

Non-union.—Non-union of a fracture of ihe clavicle is’ 
a comparatively- Tare complication, especially when the frac- 
ture`is simple. It may. occur in spite of correct and efficient. 
treatment, butis usually seen only when treatment,has been’ 
neglected or when a portion of the bone has been removed 
in a compound’ fracture.. As a result of non-union the 
patient usually complains of aching and a feeling of click- ` 
ing when the arm is used. There is usually little or no. 
tenderness over the fracture, but the movements of the 
fractured surfaces 'on each: other are digong, 


- 
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‘On occasion, ‘union of the fractured bone can be obtained’ 
by continuing the fixation for a longer period: If the frac- 
ture is comparatively recent a further period of fixation of ` 
four to six weeks may be sufficient to -produce a sound; 
painless union. When non-union has been present for a 
considerable period even prolonged fixation is usually 
unsuccessful in producing union, and operative interference 
is advisable. 

Bone Grafting—In attempting ‘to produce. bony union a 
bone graft i is applied to the site of fracture. An inlay graft- 
‘is placed-in a deep slot cut oni the antero-inferior aspect of- 
the clavicle and reduction maintained as in a fresh fracture 
of the bone. Because of the difficulty of obtaining complete 
fixation of the fracture. the bone-grafting operation may 
not be successful, and if the operation has failed on the 
first occasion the prognosis is ‘much worse if a further 
attempt is made. 


Partial or Complete Removal of the Clavicle.—l£ boné : 


grafting has failed.and thé -patient still complains of pain 
and disàbility a considerable improvement in the condition 
may be effected by the removal of a large sèction of the 
clavicle from either. side-of the fracture. As a result of 
this the. painful clicking of the fractured surfaces is elim- 


inated, and though the shoulder tends to fall forward to a - 


slight degree the usefulness of the limb is ~ increased. 
Because of the possibility of the re-formation-of the clavicle 
which has been removed. it may be advisable on occasion 
to remove the whole of the bone, which, though apparently 
a radical procedure, does. little to reduce the strength and. 
usefulness of the affected limb. 








The Ministry of Health has notified hospital boards and 
committees that it will not set up any central -machinery for 
dealing with redundant, worn-out, or obsolete equipment in 
hospitals. 
equipment as before. Serviceable.items of equipment which’ 
become redundant in any hospital should be transferred to 
another hospital where they can be used. No cash adjustment 
should be made for the transfer, but it should be recorded. 
- Hospitals holding equipment issued on loan during the war under 
the Emergency. Hospital Scheme should use it where possible. 
Schedules. of this equipment should be prepared and sent to the 
Ministry of Health, Supplies Division 1, Whitehall, London. 
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Surgical travels in other lands are full of interest, and are: 
valuable for ‘the ‘development of understanding between the 
countries involved.. Our country always welcomes the surgeons . 
of. other lands to her surgical centres, and many avail them- 
selves of the facilities provided. Others “find it impossible to 


- make, the journey, but they can be reached and helped when 
‘British ‘surgeons undertake such a mission as is described in. 


this paper. The National University of Colombia extended 
an invitation to Dr. Lawrence H. Morris and myself to visit 


. Bogotá in order to deliver a course of lectures and perform 


surgical. operations. This invitation was accepted, and we left 


„England on, April 26, 1949. As this is the-first occasion such 


a visit has been made, it is felt that-a record of it might be of 
interest. . ` 


Historical Background of Colombia i 


Colombia is. the only country in the New World which. bears 
the name ‘of the discoverer, „Christopher Columbus. The 


exploration of this region was carried out by his companions 


and contemporaries,. and resulted in the foundation there of 
Santa Marta in 1525 and Cartagena in 1533. (These ports 
developed into two of the most important centres of this vast 
continent and became the scene of many struggles and sieges 
in bygone days. In some of these expeditions Sir Francis 
Drake was actively engagéd. The last great attack which 
Cartagena suffered in ‘the colonial age was in 1741, when Sir- 
Edward Vernon arrived at the head of the greatest army ever 
to reach the coasts of the Caribbean Sea. 

Colombia was the cradle of the great Chibcha and Kimbaya 
Indian civilizations, which fell before the Spaniards. Santa 
Fe de Bogotá, was founded by Jiménez de Quesada after a 
heroic expedition, and the. future capital of the country came 
into being. ‘Its history is bound up with the revolt of the 
Comuneros and the beginnings of Colombian science under 
Mutis and Caldas. “Finally there came the great revolutionary 
movement organized by Bolivar, Nariño, and Santander, which 
transformed the country and ended in its independence being 
established, The Colombians haye never forgotten the help 
they received from the British soldiers in “their fight -for 
freedom. 


= Geographical Facts : 


Colombia extends over an area of nearly half a million square 
miles of land’ in the north-western region of South America. 
It is the only country in this continent to face two great oceans, 


since its western seaboard opens on the Pacific Ocean while its 
northern coastline looks-out on that portion of the Atlantic 


Ocean which forms-the Caribbean Sea. 
The outstanding feature of the country is the gigantic 


‘mountain ranges of the Andes, which rise in the Caribbean 


region and continue southward across the continent. This great 
mountain system spreads out into three main ranges, united in 


‘the south-west. and opening towards the north. Thus on the 


left. is the Western Cordillera of Chocó, “in the middle the 
Central Cordillera of Quindio, and on the right the Eastern 
Cordillera of Sumapaz. Scattered among these mountain 
ranges are high tablelands where the population is denser, 
especially in the eastern region. To the-east and south-west 
of the Eastern Cordillera is an immense plain traversed by the 


- great rivers Caquetá and Vichada, which empty respectively 


into the Amazon and the Orinoco. 

The country lies-entirely within the Tropics, -but the climatic 
conditions vary greatly. The‘ line of the Equator traverses its . 
southern part, but when the rivers, forests, and lowlands are 
left behind, temperate valleys and plateaux are reached where 
there is perpetual springtime with orchards and flowers in full 
bloom ; and rising high above the plateaux are the mountains. 
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Fic. 1.—The San Carlos Hospital, Bogòtá. 
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covered always with. snow. The dry and wet seasons alternate 
‘at intervals of three months, starting with a dry period: from 
December to February. - 

Colombia is a land of contrasts, and iiss are- most striking 
when seen from an airplane. The landscape i is always changing, 
The huge 
mountain ranges, their jagged summits rising up against the 
sky, the rivers winding’ in the valleys, and the numerous 
primeval forests scattered throughout the, country are ar 
impressive sight. 

The flora is abundant and diverse, aaa botanists affirm that 
more than fifteen thousand specimens. ‘have’ been: described. 
.Many ‘of the wild plants, like the chupahuevo ‘and. 'matarrotoén, 
are said to possess medicinal properties ; and parasitic plants 
abound, notably the orchids which grow in rich profusion on 
the trunks of trees. 


On the plains and in the valleys immense’ herds of cattle 


graze, and. sheep and pigs, are being reared on an Ancreasing 


scale. Also, horses are imported from England to improve the 
local. breeds. ‘In the jungle there are various wild .animals, 


including jaguars, tapirs, boars, deer, pumas, foxes,’.and bears,. 


in addition to numerous species of monkeys and squirrels... The 
rivers contain the crocodile, the gliding eel, small salmon, the 
bagre, and the captain fish. Amongst the marshes and lakes are 
found waterfowl, :-heron, and wild duck, and on’ the moors 
quail, partridge, and pigeon. It'is possible to see on the 
mountain crags a hawk or the rare condor. Many varieties’ of 
butterflies exist. here, and numerous kinds of parrots, macaws, 
and parakeets. n 

There is a very interesting area known as the Macarena Hills, 
which is infested with monkeys and where yellow rever is rife, 
Consequently it has never been explored by man 
until recently. Thé control of yellow fever by 
inoculation has now made this possible. A re- 
search centre has been established with its head- 
quarters in Villavicencia, and we had the oppor-. 
tunity of meeting and talking with the director of 
this work. A- number of interesting biological 
investigations are being. carried out, and it is 
hoped to’extend these researches in the future. 
This appears to be a fruitful field for - capable 
trained investigators. - 


The ‘Travel Itinerary - 


We went to New York by sea, and, after spend- 
ing one night. in that city, travelled by air to our 
destination in Colombia. It' was a grand flight 
over Mianii in Florida, Cuba, and Jamaica: the 
beauty of the islands in the Caribbean Sea is 
most impressive. We reached Colombia at 
Barranquilla, a fine international port. which is 
linked by the Magdalene River with the heart 
of the country. Here we received a warm wel- 
come before proceeding by air to Bogotá, the 
capital city, where our main work- was to be 
done. We were met by a deputation which 
included the Minister of Hygiene, the Director 
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of the National Radium Institute, the- representa- 
tives of the British Council, and a number of 
professors and doctors. 
Bogotá is situated on thé great plain—the 
' Sabana de Bogotá—at a height of 8,500 feet 
above sea-level., It was -established over 400 
years ago, and is divided into old and modern 
sections, the former of. which has á distinctly 
Spanish atmosphere, with, narrow winding streets, 
big balconies on large colonial houses with gay 
. patios, and peaceful little squares. Possessing a 
population of more than 600.000 persons, it’ is 
‘the centre of the political and cultural ‘life of the 
country. The National University of Colombia 
occupies an area of 400 acres and has a large 
faculty of medicine. We spent four weeks work- 
‘ing in Bogotá, and then left by air for Medellin, 
the capital of the -rich department of Antioquia. 
This city was founded in 1674, and is recognized 
as one of the, greatest industrial centres of Colombia. We 
worked in the University of Antioquia for three days and then 
proceeded by air to Cartagena. 
Cartagena is a historic city of great grandeur situated on 
one of-the beautiful bays of the Caribbean Sea. It is an impor- 


_ tant intellectual centre, with its university, the Academy of 


4 





History, and the Naval School of the Colombian Navy. We 
spent a short period of two and a half days at work in the 
university. From Cartagena. we went by air to the U.S.A. 
and attended the Joint ‘Meeting of the American Proctologic 
Association and the Proctological Section of the Royal Society 
of Medicine,. which was held in Columbus, Ohio. From 


Columbus we flew to New York and returned to England by sea. 


Surgical Work in Bogota 

At the National University a large number. of medical 
students are being trained. The curriculum ‘extends over a 
period of six years, and after qualification resident appoint- 
ments in the hospitals are available. Facilities are also pro- 
vided for those who desire to make a study of special branches 
of medicine and surgery ; these graduates often spend a period 
in the specialized clinics in England and the U.S.A. Many 
expressed a wish to come ‘to England for this purpose. | F 

The teaching hospitals vary greatly in size, the largest con- 
taining 1,200’beds. The treatment of cancer patients is mostly 
carried out in the National Radium Institute—a school of the 
University—whose director is a professor of surgery. This 
very active surgical centre also possesses a radiological depart- 
ment divided into therapeutic and diagnostic sections, a patho- 
logical department, and a statistical department. A large 
number of undergraduates attend the practice of this hospital. 
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Fic. 2.—The Malitary Hospital, Bogotá. 
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An important addition to the hospitals in Bogotá i is the new ; 


San Carlos Hospital (Fig. 1) for ‘the medical and surgical treat- 
. ment of tuberculosis. It embraces the most recent deyelop- _ 
ments in hospital design, ahd is equipped with every modern — 
‘ device, including its own laundry. From. its lay-out, especially 
in connexion with the wards and operation theatres, this-hospital 
may be-considered a model of its kind. 


: sarcoma and ‘other ‘tumours of bone. 


symptoms, of this disease “It is hoped that this work. will 
soon’ begin, and’ that’ it will result in patients being treated 
much earlier -in the disease than at present. 

Regarding the incidence of various types of malignant dis- 
ease, I was. struck - with the. number of ‘cases there were of 
All types of case were 
seen, and-from the records there did not appear to be any 


` In addition to the civil ‘hospitals there-is the. military hospi- \ outstanding: aetiological factor.’ 


cal (Fig. 2}—a well-equipped institution beautifully situated 
amongst the hills. 
`” - The staffs of the hospitals are extremely keen and capable. 
A number of surgeons are. engaged in various specialties, which 
‘nclude thoracic, gynaecological, and neurological surgery, 
urology, and proctology: In addition to routine undergradu- 
ite surgical teaching, clinical conferences and staff rounds are 
Irganized in éach hospital and are well attended. On such 
Jəccasions a number of patients with various lesions are shown 
and the diagnosis-and treatment are discussed; or a definite 
subject is chosen and-_presented by a'staff member, this being 
followed by a discussion. Original investigations are carried 
out in the laboratories,. and -facilities for pathological, clinical, 
snd experimental research are. provided. 

There are two excellent clinics in Bogotá containing over ` 
100 beds for the treatment of private patients. I was_shown 
over them and was impressed with the facilities provided. 

Most of our surgical work was carried out in the National 
Radium Institute, where every help was given by the director. 
Operations were also performed `in the other teaching hospitals _ 
im the city. 

The daily programme was a full one, the general plan being 
as follows. ‘Surgical operations and anaesthetic demonstrations ` 
began at 8 a.m. and continued until T p. m: on four days a week. 
and-until 11 a.m. on two days a week so that-clinical meetings 
sould be held: The staff were present at these meetings together 
with surgeons and doctors from other hospitals. 
noons were devoted to discussions with staff members of 
‘hospitals, the examination of patients, or other work. Formal 
lectures were delivered daily at 6 p.m. in the faculty of medi- 
cine of the National University. These lectures comprised both 
general and special subjects. Amongst the former were such 
topics as “The Contribution of Great Britain to World 

- Surgery,” “The London Blood Transfusion Service,” etc. The 


special group included’ the surgical treatment ‘of -cancer in vari-. 


‘ous sites, anaesthesia, and lectures on war surgery. This was 
the first occasion on which lectures on surgery in war had been 
given in the country. = 


The National Academy of Medicine i is an important learned ' 


society ‘where papers embodying. original ‘work are presented. 
` We had the privilege of addressing this academy at a special 
session. I also addressed the Congress of Gynaecologists meet- 
ing under ‘the auspices of the Bogotá Surgical Society at its 
San José Hospital. In addition an address was given to the 
National Colombian ‘Society of Gastro-enterology. 


Medellin and Cartagena 


. The teaching hospital in the former city is San Vincente, 
which is a-large and busy institution. Surgical operations and 
anaesthetic demonstrations were carried out and lectures were 
delivered in the medical faculty of the University of Antioquia. 

At a special meeting of the academic council-of the University 
; vf Cartagena it was_pleasing to hear the Director of Education 
and the Rector speak of the close bonds of affection which have 
linked Great: Britain and Colombia together over a period -of. 
many years. -We worked in the-teaching hospital of Santa 
Clara and lectured in the faculty. of Medicine of the University. 


- Malignant Disease in Colombia 
- During my stay I saw a large number of patients with :malig- 


‘nant disease’ and also studied statistical reports. As in Greate 


Britain, many .of the patients apply for treatment when- the 
disease is far.advanced. It is important to establish an anti- 
cancer campaign there, and I discussed this subject with ‘the 
profession. They. are very anxious to develop this work, and 
| realize ‘the -importance, both. for the lay population and for 
doctors, aD educational programme dealing with the early 
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Carcinoma -of the cervix uteri is one of the commonest forms 
of this disease, and the same applies fo the breast. _A fair 
number of cases of epithelioma of the vulva and vagina are 
seen, and certain parts of the alimentary canal appear to be 
affected more frequently than others, common sites being the 
mouth, oesophagus, and stomach. As in this country, every 
effort should be made to diagnose carcinoma of the stomach 
much earlier in its development than at present. There appear 
to be fewer cases of carcinoma of the een and rectum than 
wat US. 


g General Impressions 


‘The vastness and the grandeur of the country leave an 
indelible impression upon the mind of the visitor, and 
distances are such that air travel is essential. The medical 
profession received us with great friendliness; and it is a 
pleasure to recall the-kindnesses we received. The hospital 
arrangements are good, with units varying in size up to a bed | 


complement of 1,200. It is obvious that excellent surgical work 


is being done there, and the surgeons are keen and enthusiastic. 
There is a desire to progress and to learn new methods and 
techniques. It is hoped that facilities will be available for 
more :of these keen young men to visit Great Britain and see 
the work ‘here. Many Colombians wish to learn the English 
language, and in this and many ofher ways the British Council 
is doing excellent work. - 


It is a pleasure to thank the National University of Colombia for 
the invitation to undertake these travels, and also the University of 
Antioquia and the University of Cartagena for kindly asking us tc 
visit them. The British Ambassador in Colombia gave us all possible 
help during our stay, and the Colombian Ambassador in London was 
most helpful in connexion with our visit. The medical profession 
in Colombia and many other friends showed us great kindness. The 
British Council made many arrangements for us, and its representa- 
tives in Colombia were most helpful throughout. 
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HEALTH . EDUCATION 


- National Conference in London 


Lord- Woolton, president of the Central Council for Health 
Education, opened a two-day national conference at the Central 
Hall, Westminster, on November 8. The conference was 
attended by’ 700 delegates from local health and education 
committees and voluntary organizations, with many medical 
officers of health and directors of education. An exhibition, 
opened by Sir Arthur Hobhouse, chairman of the County 
Councils Association, was held in association with the confer- 
ence. This was much more than the usual miscellaneous dis- | 
play. of pictorial material. It was planned in five sections, 
comprising the nature, needs, environment, and diseases of 
man, and the social and health services, each illustrated by 
means of models, films and film-strips, sie posters, photo- 
graphs, and booklets. 

At the opening session Professor ORT TOPPING, of the 
University of Manchester, made a striking contribution in which 
he blamed the medical profession for the general lay attitude 
towards sickness—namely, the attitude that anatomy, physio- 
logy, and pathology were esoteric subjects, beyond the compre- 
hension of the layman. Admittedly under present conditions 
it was difficult for the doctor to find time for frank discussion 
with inquiring patients instead of making an arbitrary diagnosis 
and giving .a scribbled prescription, but eventually he hoped 
that a large part of the resources of the medical profession 
would be devoted to the things that really mattered—the educa- 
tion -of.the public, the prevention of disease, and the control of 
the basic factors that produced disease. 
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.^. It was an unpalatable fact. Professor Topping went on, that 


90% of the mjnor illnesses from which we suffered were due 


‘to our own fault as individuals, parents, or members of the 


community. lı was so easy for the ill person to.consider him- 
self a victim of something beyond ‘his control, and there was 
still a regrettable tendency to “enjoy” ill-health, to be senti- 
mentally avid for sympathy, and‘to be proud if one’s illness 
was dignified by a high-sounding name. He believed that there 
was more scope for education in the field of infectious diseases 
than in-any other. The vast majority of such diseases were 
avoidable by human endeavour. With one important excep- 


tion—infantile paralysis—it was known exactly how infection’ 


‘' was spread. The public should be told the facts in very simple 


` language. 


He pleaded for an abandonment, of, the prudery 
which made the task .of educating thé public unnecessarily diffi- 
cult. Euphemisms cut little ice. The public should be told in 
plain words how bowel diseases and food-poisoning originated 
and were spread. i 


Professor W. O. LESTER SMITH, of the University of London, ` 


emphasized the importance of the school nurse. A good school 
nurse exerted the influence of a missionary. -It would.be an 
admirable thing if once a year school doctors and nurses 
attended a staff conference with health education as the sole 
subject on the agenda, when every aspect of the curriculum 


_ could be brought under review in relation to problems ‘of health. 


Second Session 


The second: session was presided over by .Sir WILSON 
JAMESON, who reminded the conference that the Central 
Council was the child of the Society of Medical Officers of 
Health. The policy of the Government was now to reduce 
its direct grants in. the belief that the Central Council would 
have a more independent, and in some ways a more useful, role 
under the aegis of local authorities. 

Mr. D. R. HarpMan, M.P., Parliamentary “Secretary to the 
Ministry of Education, discussed the task of the health educator. 
His function was not to teach facts or even to develop skills, 
but to encourage an attitude of mind which would attract ‘the 

‘child or the, adult of the community generally to the ideal of 
“healthy living. $ ; 

Dr. ROBERT SUTRERLAND, medical adviser and secretary to the 
Central Council, said that the Council was just emerging from 
a period of considerable despondency and frustration. ` About 
two years ago it was told that, for reasons which were quite 
logical, the Government proposed to reduce jts direct grant, at 


the same time increasing its grants to’ local authorities in the . 
expectation that from such authorities there would be increased - 


+ support far health education. The associations of local authori- 


. ledge to maintain his fitness and lead a healthy life. “ There 


ties, with which the subject was discussed, felt that they could 


` not ask their individual authorities to double their subscriptions, 


as has been suggested. in order that the Central Council might 
not only maintain its existing services but improve them. The 
Central Council had been obliged to review its functions and 
to make very serious retrenchments, which was uncomfortable 
for everybody concerned. He believed, however, that as a 
result of this experience.it had gained new life and new force 
and: had directed its services ‘into channels of even greater value. 

Those who were working in preventive-medicine, Dr. Suther- 
land continued, had been going through a similar experience 
as a result of the changes which had been. brought about by 


. the National Health Service Act. _Many*public health workers 


had felt that a large part of their life’s work had been taken 
from them. He believed that such a period of tension was a 
necessary preliminary to a new orientation and re-direction of 
- effort and a great surge forward into new fields of activity. 
There was every reason to believe that the local authorities, and 
those concerned with preventive medicine and with the teaching 
hospitals, and with education generally,. were awakening to a 


new realization of the scope of health education in their own’ 


fields. 

Professor R. H. Parry, of the University of Bristol, said that 
they all hoped that the family doctor in the future would 
have sufficient time to be also the family friend and. adviser. 
A healthy adult, however, did not need expert medical know- 


` 


r 


is no need for him to qualify as a doctor—in fact, life tables 
prove that he would shorten his life by so doing.” What he 
wanted was a sound knowledge of elementary biology. He 
must know the capabilities of his own body, and he might need 
an occasional word of advice on special problems that arose. 
Professor Parry went on to criticize certain forms of sex educa- 
tion. Hé was convinced that sex lectures to, classes in senior 
schools often did more harm than good, merely stimulating the 
curiosity of the child. Training in biology in schools should 
supply sufficient knowledge, so that with a little further instruc- 
tion, preferably from parents, the child or adolescent could 
understand his personal problems. 


Conference Dinner . 


Lord Woolton presided over a dinner held in connexion with 
the Confererice. He mentioned that it had been his hope as 
Food Minister that the children of the country would go through 
the war unscathed. If they had come through rather better 


physically than they had been af the beginning it was a matter “ 


for great thankfulness.: Dr. Charles Hill, in proposing the 
toast of “ The Guests,” said that there could be no greate: 
tribute to the Central Council for Health Education. than the - 


-distinction of the guests, who included the Lord Chancellor 


representatives of the Ministries of Health and Education, of ` 
the departments of public health and social medicine at the 
universities, and of the. associations of local authorities 
Viscount Jowitt made a response in a jocular vein in whict 
he said that the rea! test of the value of the doctor was to set 
what happened when the patient had not done what he advised 
Mr Walter Elliot. M.P., proposed the health of local authori- 
‘ties, and expressed the hope that in future they would be more 
closely concerned with health education. Sir Howard Roberts, 
clerk to the L.C.C., said that local authorities needed all-the 
“health” they could get. They had undergone some severe 
operations, with the removal of some of their health functions, 
though health education was still left to them. Sir Wilson 
Jameson, Chief Medical Officer of the Ministry of Health and | 
Ministry of: Education, said that the Central Council had been 
able to attract the help of large numbers of able and public- 
spirited people who had given generously of ‘their time. In 
particular an immense debt of gratitude was due to Dr. Charles 


Hill, a former president of the Council, for the work he had . 


done in public health education. Other speakers ‘were Dr 
Maurice Williams (president, Society of Medical Officers of 
Health), Mr. F. L. Freeman (president, Association of Educa- 
tion Officers), Dr. E. K. Macdonald, and “ Fougasse ” of Punch. 








Preparations and Appliances 








WEIGHT-BEARING DEVICE 
Dr. W. S. TEGNER, physician to the Artbur Stanley Institute 


for Rheumatic Diseases (Middlesex Hospital), writes: The . 


apparatus here illustrated has been designed by two physio- -` 
therapists of the institute. to replace the conventional roller- 

skate as a means of obtaining non-weight-bearing movement. 

especially in the hip-joint after vitallium-mould arthroplasty 

It has the advantages , a 

over the roller-skate i 
of being designed for 
the job, of being 
mobile in all direc- 
tions, of having a 
wide base,. and of 
being easily used -even 
when the limb is in 
plaster. -It consists 
essentially of a wide- 





1, Rubber-cushioned surface for limb 


2, Variety of holes for ties. 
‘ castors. a 


3, Ball 


< grooved wooden plate . 


lined with “ sorbo ” rubber and diffusely perforated to allow of 
firm fixation by bandage to different sizes of limbs. While it has 
proved particularly useful in treatment after hip arthroplasty. 
it has also a wide range of other uses when non-weight-bearing 
exercises are required. It is being made by Messrs. Stanley 
Cox, and will be known as the Boltworth skate. 


a 
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AUREOMYCIN. AND. CHLOROMYCETIN 


The Ministry of H ealth ‘has issued the following. memorandum : 


These drugs are scarce and costly. - Their use can be justified 
only for conditions in which they are considered likely to be 
beneficial.-- To ensure that the available supplies are used to 
the best advantage, the: Ministry of Health has ‘arranged to 
purchase all available supplies of both drugs and to distribute 
them through regional hospital board centres previously used 


‘for distribution of streptomycin. Hospitals outside the National 
‘ Health Service will be able to obtain supplies of aureomycin „ 


-and chloromycetin from these centres on payment. 
arrangements will, operate from November 21, 1949. 


On the advice of the Medical..Research Council it has been 
decided for the’ present to confine the use of these drugs to 
the treatment of the following conditions: ” i 


Aureomycin.—Suspected cases -of ornithosis ; proved cases of 
undulant fever (brucellosis), lymphogranuloma inguinale ; ‘severe 
cases of atypical pneumonia in which’ there is good reason to 
_ believe that the cause is a virus. 

Chloromycetin —Suspected cases of ornithosis ; proved 
cases of- undulant fever (brucellosis), © ‘lymphogranuloma 
inguinale, typhoid fever, paratyphoid fever, (severe), salmon- 
ella septicaemia. 

These categories are under. constant review and may be added 
‘to from time to time in the light of current expert advice. 

The Regional Distribution Centres are listed below. 


Aureomycin and Chloromycetin Distribution Centres 


These 


Area No. and Board 





a AND CHLOROMYCETIN 


Distribution Centre Tel. No. 
àrea No. 1 i Newcastle - upon’ Tyne < General | Chief Pharmacist 
Newcastle R. H.B. _Hospita!, 418, Westgate’ Road, New. 35211 

Newcastle, 4 
Area No. 2 Leeds Blood Transfusion Labora- | “Leeds 45091/3 
* Leeds R.H.B. i tory, The Bridle Path, -York 
’ Road, Seacroft, Leeds vat 
Area No. 3 City Hospital, Hucknall Road, Nottingham 
Sheffield R.H.B.' Nottingham 66292 (3 lines) . 
Area No. 4 Poot: S Hospital, Cam- Chief Pharmacist . 
East Anglian R.H.B. bridg Cam. 4451 ` 
àrea No.5 - West Middlesex. Hospital, Twicken- | Chief Pharmacist 
See ver R.H.B. ham Road, Isleworth, London Hounslow’2311 
Area N Mile End Hospital, Bancroft Road, |. Physician Supt. 
N.E. Pret. R.H.B, - London, E.1 Advance 2873/7 —. 
Area No.7 > Grove Park Hospital, Lee, Lee Green ' 
S.E. Met. R.H.B. - London., S E'I} _ 1077/8 
Area No. 8 ‘- | South London Blood Supply Vigilant 0068 
S.W. Met. R. H. B. Depar, Benbill Avenue, Sutton, 
urrey > 
Area No. 9 ` United . Oxford Hospitals, | Chief Pharmacist 
Oxford R.H.B. . Churchill Hospital, Heading- | Oxford 48651 
ton,- Oxford 4 
Area No. 10 Ham Green ‘Infectious Disease Bristol 31165 
South Western R.H.B. Mos pital and Sanatorium, $ j 
risto : 
Area No. 11 . City Isolation Hospital, Canton, Medical Supt. 
Wales R.H.B. Cardiff Cardiff 960 
Area No. 12 Selly Oak Hospital, Birmingham | Medical Supt 
Birmingham R. H. B. Selly Oak 1361 
Area No..13 > |, Manchester Royal Infirmary, Man- | Chief Pharmacist 
Manchest R.H.B: chester, 13 Ardwick 3300 `’ 
Area- No. 14 - | Fazakerley Sanatorium, Liverpool, | Medical Supt. 
Liverpool R.H. B. 9 i Aintree 2324 | 


s“ ` 





aa 


“The Joint FAO. and WHO ‘Expert Committee. on Nutrition 
held ‘its first session’ at Geneva ,on October 24-28 under the 
chairmanship of Lord Horder. The committee recommended 


devising other methods of supplying prophylactic doses of iodine _ 


than adding it to table’ salt; especially in undeveloped areas. 


` WHO.is to gain information on the prevalence of pellagra, and 


to conduct an inquiry into the various forms of kwashiorkor. 
A recommendation was addressed to FAO on the preparation 
‘of an international code of analytical’ methods, for the determi- 
nation of vitamins in foodstuffs. The following were the mem- 
bers of the Joint Committee: Professor G. Bergami (Italy), 
Professor J. F: Brock (Union of South Africa), Professor Josue 
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NEONATAL PNEUMONIA AND TOXOPLASMOSIS 


At a meeting of the Liverpool Medical Institution on October 20, 
with the’ president, Professor Charles Wells, in the chair, Dr. 
A..H. CRUICKSHANK read a paper on “ Experimental Studies of 
Neonatal Pneumonia.” i 

Lantern slides illustrating some of the common conditions 
affecting the lings of babies who -had died at birth, or within 
á few days of birth, were first shown. These included macro- 
scopic views of atelectatic lungs with marked intersuual 
emphysema, “microscopical views of polymorphonuclear cells 

in, the alveoli of a stillborn infant, inhaled squainous debris 


from the infants own skin, macrophages filled with phago- 


cytosed meconium, and alveoli lined by hyaline membrane. 
` These appearances were then discussed in relation to the 
respiratory movements that have been observed clinically and 
experimentally by various workers. Some authorities had 
suggested that the unborn human infant norinally inhaled 


amniotic fluid. The results of experiments in: which amniotic ` 


fluid, and its various constituents and contaminants, had been 
introduced into the lungs of adult rabbits by intratracheal injec- 
tion were then’ presented. Meconium was.shown to have a 
harmful effect by virtue of the intensely irritant bile salts 
which ‘it contained. The desquamated squamous cells found 


in human amniotic fluid were then shown to be capable of | 


Causing a foreign body giant-cell reaction in. rabbits’ lungs ; 
and, finally, collapse and leucocytic migration were demon- 
strated after the injection of cell-free, sterile, rabbit’s amniotic 
fluid. A similar reaction was obtained afier the injection of 
normal saline solution. 

It was concluded that it must be abnormal for amniotic fluid 
to reach the infant’s alveoli, and that it did so only as a result 
of a difficult labour, or of some other cause of foetal asphyxia. 
If the reaction in the lungs of adult rabbits-was an index oí the 
reaction in infants’ lungs, inhalation of much amniotic fluid 
‘would be likely to catse a, fatal atelectasis. In four or five 
days’ time a foreign-body reaction might be found experi- 
mentally, but such a reaction was rarely noted in material from 
.human infants in the neonatal period. That a foreign-body 
reaction could occtir in a baby was shown in a slide from an 

infant surviving for four days with amniotic. debris in its lungs. 
The rarity ‘of such a finding pointed to the rarity of survival 
for as long as four days in these cases. 


Toxoplasmosis 
Dr. A. MACDONALD read a paper on toxoplasmosis, in which 


-he discussed the laboratory diagnosis of the condition by 


methods including: the serum neutralization test on the chorio- 
allantois of the developing -chick and a complement-fixation 


_ test using antigen; prepared from infected chick embryo tissue. 


Three cases of congenital toxoplasmosis in Liverpool gave simi- 
lar results with both | types of test. Positive complement-fixation 
tests were obtained in three oùt of 100 “ normal ” sera. presum- 
‘ably as a result of symptomless infection. It was difficult to 


assess the significance of a positive test in patients -who had’ 


only one or*two of the clinical signs often associated with the 
disease. Preliminary investigations showed an increased inci- 
dence of positive complement-fixation tests in infants with 


. anencephaly, chorio-retinitis, and mental retardation, as com- 


pared with normal children. He emphasized that blood from 
both ‘mother and infant should be examined preferably by at 
least two types of serological test.- 

. In the discussion which followed, Professor N. B. CAPON dis- 
cussed the possibility of other infections besides toxoplasmosis 
damaging the embryo and foetus. Dr. J. BERKSON said“ that 
=from: 1943 ‘onwards -there were frequent references .in the 


de Castro (Brazil), Professor M. J.-L. Dols: (Netherlands), Lord ‘f-American ophthalmic journals to the retinal changes : ‘due to 


Horder (United Kingdom), Dr. V. N. Patwardhan (India), Dr. J. 
Salcedo (Republic of. Philippines), Dr: W. H. Sebrell (U:S.A.), 
Dr. Hazel Stiebeling (U.S.A,), Professor. B F.. _ Terroing (Frango 


~ a t 


~ toxoplasmosis. : The pictures illustrating the -retinal lesions 
accompanying -these articles did not appear to him to differ 


from those seen regularly -in the past and labelled congenital 
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coloboma,, or old congenital choroido-retinitis. One of the 
three cases discussed by Dr. Macdonald was a patient of Dr. 
Berkson’s, seen in March of this year. He was a boy aged 9 
who presented a convergent strabismus in å microphthalmic 
eye, with a large area of old choroido-retinitis. He appeared to 
be mentally defective. The case was shown to the speaker's 
colleagues as a case of toxoplasmosis, aand x-ray examination 
of the skull showed areas of cerebral calcification. Dr. Mac- 
donald finally confirmed the diagnosis by showing a positive | 
serological reaction in the boy and in his mother. 

Dr. H. G. FARQUHAR said that the incidence of toxoplasmosis 
- in man was not accurately known. It was a common parasite 
of animals, being found in cats, dogs, mice, rabbits, canaries, 
and sparrows, as well as in many other animals. Clinically, it 
appeared to occur in man in four more or less distinct forms: 
(1) a congenital infection, in which the foetus was affected in 
utero ;-(2) an encephalitis affecting older children ; (3) an acute 


febrile illness in adults with a rash rathér similar to that of - 


typhus, and with a high mortality ; (4) an apparently symptom- 
less form affecting adults, which could often only be diagnosed 
by specific ‘tests, but which might be confirmed in the female 
by the birth of a child affected with the disease. The-diagnosis 
could be confirmed by finding the parasite in -the blood, the 
cerebrospinal fluid, or post-mortem in the tissues. Tests for 
antibodies also helped in the diagnosis. Since the incidence of 
this disease was not known, and the mode of transmission was 
also in doubt, it was desirable.that-any case showing some or 
all of the known symptoms should be investigated with the 
diagnosis of toxoplasmosis in mind. ` Every effort should be 
made to find whether there had been any contact with an 
infected animal. 


NORTH OF ENGLAND OBSTETRICAL. AND 
GYNAECOLOGICAL SOCIETY 


At a meeting of the North of England Obstetrical and 
Gynaecological Society held in the Jessop. Hospital, Sheffield, 
on October 21, the chair was taken by the ‘president, Mr. S. B. 
Herd. 

Professor A. M. CLAYE described a case in which a sewing 
needle, which was not of surgical type, had been removed from 
the abdominal wall fourteen years after he‘had performed total 
hysterectomy for multiple fibroids. 

Dr. T.. SMITH discussed as “an unusual ovarian complication 
of pregnancy” a case in which an adherent ovarian mass had 
been removed from the pouch of Douglas. The patient was 
four months pregnant. On section, decidua- like tissue without 
demonstrable. endometrial tissue was found, and the suggestion 
was put forward that the mass was a decidual tissue tumour 
arising from an ovarian endometrioma. - 

Dr. F. J. MıLyaRD described a case of “ uterine carcinoma 
in situ? The patient, aged 48, had had ‘irregular uterine 


haemorrhage for one year and -had uterine’ enlargement >- 


corresponding. in size with a three-months. pregnancy... On 
hysterectomy a gross endometrial hyperplasia , was found 
“which on section showed a non-penetrating’ carcinoma of the’ 
' endometrium. =- 

Dr. C. R. MACDONALD gave details of a case`of the rare 
benign haemangioma of the uterus which he had treated by 
hysterectomy. . 

Dr. WILLIAM HUNTER discussed the diagnosis and treatment. 
of “double uterus,” and confined his remarks to cases in which 
two separate and distinct uterine cavities had been demonstrated, 
excluding cases with a rudimentary uterine horn. He had 
based his studies upon an analysis of a series of 27 cases and a 
survey of the literature. i 








Dr. Leslie G! Housden, member of council of the Save the 
Children Fund and one of its medical advisers, is shortly leaving 
England to visit the Sudan and British Somaliland -on behalf of 
the Fund. He will survey conditions of child lifé there in order 
to-see how the Save the Children Fund can best respond to 
appeals for help which have reached it from.the Governor- 


- General of the Sudan, the Colonial. Office, and the Governor 


,of British Somaliland. l . £ 
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Correspondence 
of 
Sunday’s Wonder Drug Lo 


Sin,—Your leading article on streptomycin in the current. 
issue of the Journal led a reporter of the Sunday Express tc 
ring me and ask my view upon it. I gave him my opinion it 
the following words: 

The warning against the present somewhat indiscriminate - 
use of streptomycin is very opportune, even though the 
general assessment of value of drug is on the pessimistic 
side, The story of streptomycin illustrates once more the 
tendency to overstate the range of usefulness, and to under- 
state the toxic or side-effects, of new remedies. Actually, as 
the article states, the range of useful action is less than 
penicillin and the degree of undesirable side-effects is greater. 
The moral is (1) accurate diagnosis of the patient’s condition : 
(2) forbearance in the use of any new drug till its limits are 
known ; (3) careful oversight during its administration. 


The reporter thanked me and said this was just what he 
wanted. But my opinion was not published, as no doubt the 
Editor considered it spoiled the story he was beni upon telling. 
—I am, etc., 

: z HORDER 
Virus Diseases in Pregnancy 

Sm, —May I use your columns to appeal to medical practi- 
tioners to treat me with forbearance and to givè me a little 
help in an inquiry that I am making into the possible effects 
upon the foetus of certain infectious diseases. in the mother 
during pregnancy 7 

The position is this. There is, I believe, no doubt whatever 
that rubella early in pregnancy can. cause defects in the child 


- What we do not know with any pretence to accuracy is the 


frequency with which the disease, occurring at different stages 
in pregnancy, will lead to such abnormalities. We can hardly | 
talk of therapeutic abortion as being necessary for 4 woman 
who suffers from rubella during the first three months of her 
pregnancy (and such a step has been proposed) unless we know 
how often the child subsequently born. has congenital defects 
and with what severity. That is not easy to find out. It implies 
the observation of an attack of rubella in a pregnant woman 
particularly in the first few weeks of pregnancy before she 
usually comes under medical observation, and a subsequent 
study of the child born. i 
Earlier this year Dr. T. McL. Galloway and I published è 
few observations of this kind (Lancet, 1949, 1, 299). Iam now 
hoping to extend them with the assistance of the Ministry- o! 
National Insurance, and at the same time to include some othe: 
infectious diseases the possible effects of which we do not 
know. The technique I have adopted. is as follows. An insured 
woman in employment may be certified by her general practi- 
tioner as being absent from work through an attack of rubella. 
chicken-pox, mumps, or measles. The local office of the 
Ministry of Nationa] Insurance automatically receives’ a record 
of the illness and will make a special note of it whenever it 
bears one of these diagnoses and relates to a married woman 
The same woman may claim maternity benefit for a. birth tha’ 
takes place within 12 months of the beginning of this previously 
recorded illness. In such circumstances the Ministry of Nationa! 
Insurance has an automatic record of the “double: event” 
—a -specified illness occurring at a Specified date durin, 
(or just. before) pregnancy and the date of birth of the 


. child. 


Wiien this double event occurs the Ministry will notify m 
of the occurrence, but to ensure that the practitioner’s certifi- 
cate remains entirely confidential I shall nor be given the name 
of the woman concerned. All that I shall know is that such 
an occurrence has taken place in the practice of one Dr. A. B 
The Chief Medical Officer to the Ministry of National Insur- 


“ance will himself send the name of the patient to Dr. A. B.. 


with an explanation of the circumstances. At the same time 
I shall write to Dr. A. B. to ask whether one of my medical 
colleagues may visit him (or her) to discuss the nature of the 


” 
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congenital defects, if any. In the first instance the inquiry 
will be limited to the London and Home Counties area. 
Cases of infectious diseases in the pregnant woman are un- 
common, and I shall be surprised if 1 secure, all told, more than 
a hundred cases in a year. In short, I am unlikely to weigh 
-down any general practitioner with work, but I have all the 


more reason to endeavour to Jay hands on every case I can.: 


I hope the relatively few medical practitioners to whom I shall 
“have to write will listen sympathetically to my plea. Of course 
I would not ‘say no to any doctor who might care to offer 
assistance personally by recording cases outside the sphere of 
‘employed married women, to whom my scheme is necessarily 
limited. But my request is not, in fact, for that help but for 


something very much slighter, yet essential if an important. 


problem is to be solved.—I am, etc., 


Department of Medical Statistics, A. BRADFORD HILL. 
London School of Hygiene and Tropical Medicine, gap hg 
. London, W.C.2. 


** Mantoux-conversion” 

Sir,—I strongly support Dr. Charles Newman’s plea (Novem- 
ber 12, p. 1111) for the avoidance of two words, “ conversion ” 
and “inversion,” for the same process. His criticism of my 
importation of “inversion” is tight ; referring frequently to 
the Scandinavian literature on. B.C.G., I had fallen into their 
usage of the word. I agree with Dr. Newman that etymo- 
logically “ conversion” is correct and join with him in_ hoping 
that “our Scandinavian friends ... will be willing to drop 
the term ‘ Mantoux-inversion.’” I myself shall do so, in fegture. 

But a more difficult point arises over a word for a p n 
who undergoes corfversion or reversion, and I shoul Jcomeé 
advice on this. The Scandinavians use “inverz ~and 
“ reverter” (Dr. Konrad Birkhaug, of New York,“gpells them 
“or” in his foreword to my book), Though C verer ” is 
allowable, is “ converter”? The purist would’ insist that ‘it 
should be “ convert,” but this has a religious coMfotation. Some 









may even argue that it should be “ convertee” but I refuse to 


am, etc., 


assist at the birth of so monstrous a word. 
. NEVILLE IRVINE. 


Henley-on-Thames. 


Modern Trends in Radiology 


Sir,—Whatever may be the merits and demerits of mass 
radiography, Dr. J. F. Brailsford (October 1, p. 724) is to be 
commended for his courageous attack on the abuse of radio- 
logy in general. Apart from the fear of litigation, the main 

- reasons for this abuse are as follows. l 

First, there_is the scientific neo-mediaevalism which believes 
that an x-ray film is bound to “show something.” The most 
flagrant example is the incessant demand for x-ray examination 
following injuries, however slight, to the front of the chest 
adjacent to the sternum, regardless of the elementary fact that 
costal cartilage is radio-transparent. Secondly, as. has , often 

` been said, slavishness to the machine has caused a deterioration 
‘in clinical examination and the eclipse of logical thought. 
Medical teachers continually deplore this state of. affairs but 
seem powerless to remedy it. Thirdly, ambition, pride 1 fts- 
manship, and commercial competition—admirable "in sves 
which in other spheres of activity increase the national wealth 
—in medicine inevitably lead to perpetual expansion out of all 
proportion to the practical results achieved. f 

Before the appointed day this country had a flourishing 
export trade in films. Since that day the supply has been 
insufficient to meet home needs. The Ministry, instead of using 


this shortage to bring doctors, auxiliaries, and the public to, 


their senses, stimulated home production and imported films 
from abroad. Twice within a few weeks I have been urged 
to layin a stock of Belgian films. Thus workers have been 
drawn from the creation of wealth and the balance of trade in 
films has been reversed to our economic-disadvantage, with no 
gain to our standard of health. I cannot imagine that the 
Belgians indulge in this extravagance, and from all accounts 
they are better fed than we are. Their sense of values is 
evidently superior to ours. It is quite impossible to make the 
younger generation understand the simple fact that every film 
expended through carelessness or ignorance or merely for the 
satisfaction of personal-ambitions makes our food dearer and 
lowers our standard of.living. ` í 


- 


* 


_writing their letters. 


Even the appeal. to self-interest falls on deaf ears. The 
machine costs money—in labour, replacement, and consumption 
„of materials Honorary staffs of voluntary hospitals were 
independent of their hospital’s resources. Now all pay- 
ments -come from the same source and the total sum is 
‘limited. It stands’ to reason, therefore, that the more that 
machines are used instead of brains the more of this sum will 
be used to pay the machines and the less will be left to pay 
the brains. We cannot have it both ways. 

These things are very, very simple, so simple that I am almost 
ashamed to mention them. Yet perhaps their simplicity is the 
reason why they are not understood.—I am, etc., 


Cambridge. , FF. ROBERTS. 


Sm,—As radiologist to a’ provincial hospital group | 
would like to support .Dr. J. S. Gemmill’s admirable letter 
(November 5, p. 1046). Dr. Brailsford’s crusading zeal is well 
known, but there is a vast deal of truth in what he says. Diag- 
nostic radiology must be complementary to .clinical medicine. 
It can never be a substitute for it. The number of cases a 
doctor refers for an x-ray examination is often in inverse 
proportion to his clinical ability. Requests are constantly being 
made for elaborate and multiple x-ray examinations.of several 


systems without any adequate clinical investigation. 


I have’ been impressed in the last few years by the increas- 
ing number of patients—particularly with chest conditions— 
demanding x-ray examinations, not because of disease but 
because of the fear of disease. Radiology is a very expensive 
method of investigation and reassurance. The ever-increasing 
demands made on hospital departments and the flooding’ out: 
of the department with unnecessary work can only hinder that 
leisurely and detailed investigation of the case in which radio- 
ogy can help. For the same reason the all-important consulta- 
tion with one’s clinical colleagues is made so much more diffi- 
cult. In the last analysis it is the radiologist who alone can 


‘appreciate the clinical facts, the help, and, still more, the 


limitations of his specialty—I am, etc., - 


Eastbourne. E. OWEN Fox. 


Sin,—The material presented in my paper (October 1, p. 724), 
‘was not the provoked outburst of an enthusiast but the glean- 
ings from many years of careful observations, applied research, 
and. approved opinions obtained in discussions with eminent 
clinicians both here and in America. I see no evidence in the 
criticism to alter the views expressed. 

It would have been courteous to your readers, particularly in 
these days of paper shortage, if the critics had given evidence 
that they had studied my article and the material in the papers 
to which I referred, which. answered their criticism, before 
The sole reason for the references was 
the desire to avoid repetition and save valuable space in your 
Journal. It is particularly, noticeable that my critics have taken 
certain passages from their context, put their own interpreta- 
tions, not mine, on their significance, and then called it non- 
sense—even. I agree with them. Thus, in my article I stated 
that “there would be fewer errors in interpretation of radio- 
graphs if radiology was always preceded by a sound clinical 
examination,” and Dr. Peter Kerley (October 15, p. 870) states, 
“It is not misinterpreting Dr. Brailsford to summarize his views 
on.the diagnosis of tuberculosis and carcinoma as follows— 
wait until the patient has a big haemoptysis or a palpable 
tumour.” Would it not be reasonable to point out that, if this ` 
sis the.standard of his clinical examination, what he does not 
know-about clinical medicine is practically all there is to be’ 
known,? 

It is ‘amazing to me to see that men engaged in these mass 
examinations fail to appreciate the mental and physical pain 
which their activities produce. I need produce.no other facts 
or figures to condemn mass radiology than those provided by 
Dr. Peter Kerley. He states that three and a half million people 
were examined by mass radiography and that “as a result of 
the initial examination 13,401 .were found to be suffering from 
active tuberculosis necessitating treatment. Samples of. these 
patients compared with samples of patients reporting with 
symptoms to-chest clinics have shown that those detected by 
mass radiography require from six to seven months’ treatment 
before returning to work, as against .18 months to two years 
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. of these cases have had tuberculosis and must have recovered - 


“back to work ? 
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required by those reporting to chest clinics.” Since we have 


been: told that most of the- cases detected by mass radiography 


tad no signs or symptoms, and since by-far the greater number 


from. it without having had any treatment, was it necessary- to 
keép, them in sanatoria for six months before sending them 
(We have 5,669 beds in sanatoria empty 
because of the shortage of nurses.), On the other hand, of 
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Use and: Abuse of Vitamins a 


Sir—In his article on the use and abuse of vitamins 
(November 5, p. 1036) it is noteworthy that Professor L. S. P 
Davidson never refers to the human factor. He is satisfied that 
the general practitioner, if adequately trained in the science of- 
nutrition, -is the proper person to -give advice to the family on 
how to eat, when to eat, and what-to eat. Is he as well satisfied 


that the family will accept the advice ? . 
Every doctor in touch with the people knows that they will 
eat what they like when they can get it, and will not eat what 
they do not like -unless they are hungry and can obtain nothing 
else. It is obvious that if the’ populace was sufficiently. regi-_- 


- the cases referred for radiography’ by the general practitioner 

. because of signs and symptoms, many show so-called minimal 
. lesions, but even with prompt sanatorium treatment progres- 

- sion continues for a time, and few would be considered by the 
tuberculosis officer to be fit for work in six months’ time— 


— 


x 


) 


some die though every expedient is used. ie 

Dr. Kerley’s second statement is open to even more serious 
criticism. He states, “A still larger group of individuals with 
minimal tuberculous lesions or lesions of doubtful activity 
detected by mass radiography have been képt under observa- 
tion while at work.” Why? Perhaps the best explanation 
can be obtained from the cases cited in-the Prophit Tubereu- 


losis Survey. Take, for example, Case 108: ` 


“English nurse. X ray normal in September, 1938. In April, 
1942, doubtful shadow below right clavicle—in September, undoubted 
'esion. No-symptoms, no clinical signs of activity. Remained on 
duty. January, 1943, definite spread and probable commencing 
cavitation. Feeling quite fit; E.S.R. 10. In March, 1943, further 
spread, and definite small cavity. The nurse still had no symptoms, 
and was still on duty. The following month, while on holiday (my 
italics), she complained of increasing malaise, persistent cough and 
sputum, and huskiness. In July, 1943, the infraclavicular cavity was 
larger and well defined and sputum’ was found to be T.B.4+. A.P. 


Cai 


was then induced.” ` 


In the face of the radiographic evidence of progressive 
disease, why was the nurse kept on duty ? .We must belieye 
either that the statement that she had no symptoms was false, 
that the clinical examination was poor, or that the holiday 
caused the’symptoms. Is it not possible that she tried to hide 
the symptoms and that the medical officer, short of nurses, too 


-readily accepted the statement? The detection of the early 


lesion by radiography- did not secure her treatment: this she 
got, in spite of radiographic evidence of progressive disease, 
only after she had developed signs of a severity which could not 
have escaped the clinical acumen described by Dr. Kerley. . 
Dr. S. Cochrane Shanks and. Dr. Peter Kerley are advisers’ to 
the -Ministry of Health on radiography, and neither they nor 
their assistants can be said to be free from vested interests. 
They are obviously angry that I should suggest that in these 
days of bankruptcy, when we have 5,669 empty beds, their 
service, which merely finds a -few more cases they have not 
the means to ‘treat, should be abandoned and the money devoted 
to those purposes which raise the resistance to the disease, 
From their concerted statements—“‘It is deplorable that such 


nonsense should have been given space in a scientific journal ” ~~ 


{October 15, p. 870}—they indicate clearly that if they had the 
power ‘they would prohibit it. Many distinguished clinicians 
have ‘expressed entire approval of my constructive criticism. 

Material from most radiographic departments could -be 
obtained which proves the lack of judgment, ‘skill, and know- 
ledge on the part of certain doctors in carrying out on patients 
the procedures the significance of which I suggested students 
might dearn by performing ‘on each other. Js it monsense, to say 
to such people; “ You have it done to yourself ‘by ‘someone as 
incompetent as yourself and ‘see if you would then ‘think it 
justifiable ” ? à aap ba 

Dr. F; Kellerman (October 15, p. 870) need have no fear for 
the reputation of British medicine in my hands. Constructive 
criticism of trends is not:condemnation of the whole. The many 
honours bestowed upon me before and during my ‘extensive 
tour -of the U.S.A. were in acknowledgment of my -contribu- 
tions to the diterature, and I can assure him. that I ‘have every 
reason to know that I left in every State an ‘enhanced opinion 
of British medicine. : 

Edgbaston, Birmingham. JaMES F. BRAILSFORD. 
REFERENCE | > 4 
1 Tuberculosis in Young Adults, 1948, London. 


=" This correspondence is now closed—Ep., BMJ. 


mented to conform to the instructions of the dietitian (and how 
these dietitians can disagree) there would be no need of vitamin 
preparations except in infrequent cases. i Sia 

I know what my patients should eat. I advise, but I am well 
aware of what they really do eat and what they will not eat. 
They are not cranks, merely a cross-section of our population. ' 
Taking these people as we find them, desiring.to help them, and 
knowing that health propaganda, particularly in the field of 


_ dietetics, is likely to be tedious and show little effect in -our , 


lifetime, it is found necessary to prescribe vitamin preparations 

‘much more frequently than would appear to be necessary from 

Professor Davidson’s article-—I am, etc, ` l 
Hexham,-Northumberland. . RICHARD , BELL. 


Teaching of Physiology ` -i 
is unfortunate that Dr. M. Beddow Bayly 


a s 
z ovl: 5, p. 1048), whether. wilfully or unconsciously. 


_ completely 


missed the point of. Professor D.. H.. Smyth’s letter 
(Očiober 8,'P. 813) on this subject. This was a plea that.the 
medical profession as a whole should help to guide public 
opinion so that at least some fraction of the hundreds of*-. 
thousands of cats and dogs destroyed annually in.this country 
should be made“@vailable for physiological teaching and re- 


search, on which, uftimately,-all advances in medicine depend:_. 


Instead, Dr, Bayly cofsegtrated on the word “restrictions,” ` 


referring to them as “ undesirable restrictions,” and proceeded 
to fill a column in asking why they..were undesirable. Pro- 
fessor Smyth had neither suggested nor implied such an idea. 
In common with all physiologists in, this country, he knows 
that the restrictions imposed by the Home Office are highly 
desirable, for they afford the protection of--the law against | 
interference from the antivivisectionists. - They offer no 
‘hindrance to research, since little of physiological value could 
be obtained from experiments on animals in acute emotional 
distress. re i oe 
It is possible that Dr. Bayly is himself < member of an 
antivivisection ‘society—his illogicality is typical of ‘their ‘pro- 
nouncements. If I misjudge him, and his misreading of Pro- . 


. fessor Smyth’s letter was not deliberate; 1 offer my apologies. ' 


The whole question of the supply of cats and dogs for research 
is -so aente, and of such importance to the future of medicine 
in country, that attempts to draw attention from it -must 
not be allowed.—I am, etc., i ig : 

London, W.C.1. M. Grace EGGLETON. 


"e This correspondence is now closed.—ED., BMJ. 


Reform in Medical Education 


Sir,—The article on “Reform in Medical Education” ‘by | 
Professor W. Melville Arnott (September 3, p. 497) is a notable 
contribution to the literature on this subject. Tt. should prove 
most useful to those who are ‘responsible for framing curricula ~ 
in numerous medical schools. Where so much-is excellent, one 
hesitates to criticize, but there appear to me to be three points 
which call for comment. 

(1) If one infers correctly, the author is of the opinion that 
physica] examination of the chest is a clinical method inferior 
to that of éxamination by radiography, and that the only pur- 
pose of such method is to provide practice “against ‘the time 
when radiology is not available.” Surely; however, ‘there is to 
be obtained from physical examination of the chest much 
information which may not be revealed by even the very best 
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- radiograph. Furthermore, there are many points concerning A. J. E. ‘Barlow, F. W: Chattaway, and C. S. Whewell 
the functional aspects of the thorax .about which the radio- ‘(October 15; p. 875) shows, is that this method.of treatment 
‘graph will tell us nothing, Professor Melville Arnott-may.look is capable of curing some 75% of cases of M. audouini infec- 
upon these: points as axiomatic, and possibly the statement in tion in an average time of 8-9 weeks without its being neces- 
the Journal does not represent the full text of his address to the- sary to resort to. manual epilation with forceps or any othe! 
East Yorkshire Branch of the B.M.A. Jt i procedure which cannot be carried out by the parent at home 
(2) “ Mathematics to a higher. standard, including elementary ‘This last point is, I think, of particular- importance. 
statistical methods and an jntroduction to the calculus. ... Although Drs. Beare and McCaw had four cases of contact 
should be an essential requirement for admission to a medical ~ dermatitis out of 14 cases in which salicylanilide in carbowax 
‘school.” ' There is no doubt that such knowledge is most useful was used, -they do not state the concentration of the fungicide 
to a medical student, but if the possession of it weré made a or whether the preparation contained any other substances 
condition of entry, one feels, from long experience of medical which may have caused sensitization. It should also be pointed 
students, that such insistence would preclude the admission of out that both Schwartz and his colleagues® and Kinnear and 
many to the medical faculty. i r f Rogers® treated a considerable number of cases with salicyl- 
It might here be mentioned that Professor E. C. Dodds, in _ anilide not exceeding 5%, and no cases of contact dermatitis 
his article in the same issue of the Journal (p. 505), states, ` were reported. Irritation due to mechanical friction should be 
- “I have been impressed with the curious -allergic objection distinguished from’true sensitization dermatitis. 
that they (medical students) have to any form of mathematics,” While it was admitted by Brain and his colleagues‘ that x-ray 
and, further, he says, “Jt is possible to explain to students the ' epilation still afforded the quickest and most certain method of 
` phenomena of physical and colloid chemistry without recourse cure, it should be remembered ‘that at many specialized centres 
to higher. mathematics.” One has noticed over.a periód of practising this form of therapy there is a wait of sometimes 
years that not a few students who do very well in mathematics -three to four months before treatment can be commenced 
do not do well in other subjects of a biological -nature requiring Add to this-the four or six weeks required for cure and the tota! 
skill in the fundamental disciplines of clinical examjnatinn. time is some three to four months, which is four to eight weeks 
It was shown in a paper a few years ago that too erea sistence longer than the timé taken to cure 75% by effective local 
on. mathematical ability would have deprived a~fumber of > therapy. Jn almost every case which yields to local treatment 
Australian hospitals of some first-class clinicians, A paper - a distinct reduction in_the number of infected hairs as seen 
‘by D. H. Smyth, quoted in the article, bears out the fgat\that under Wood’s light seems to occur within eight weeks, and 
there is room in the medical profession for menyggi women- usually much sooner, thus enabling one to sort out at this 
: possessing very diversé aptitude. we 5 stage with a fair degree of certainty those which will probably 
(3) As Professor Melville Arnott says, the selec#on of students -require x-ray epiiation. This can then be arranged. It will 
“is-a. most controversial ‘question. , Experience’over a number of be seen, therefore, that even the 25% of failures can then be 
years. with the interview, however, con¥ifices one that this pro- assured of a probable cure in a total time of five to six months 
‘cedure has very definite limitations:~ It has been said very. truly It might be as well at this point to summarize the main 
that it is only by living withpZople that one comes. to know -disadvantages of x-ray epilation’: (1) Permanent alopecia is 
them well. If all intending medical students who were physic- extremely unlikely in the most expert hanods,. but always re- 
ally fit were required to undergo a year of national service, mains a possibility, especially with less expert operators. 
with a proportion of time given over to scholastic work as in Shanks® instances nine cases in 2,400 epilations. (2) Apparatus 
a Service training college, it would be possible to obtain from ‘and-expert radiotherapists are not available everywhere. (3) X- 
their instructors the information that university authorities are rays are unsuitable for very young children and quite often 
‘seeking.—I am, etc., ss ~" necessitate an anaesthetic with its negligible but nevertheless 


Brisbane. E. S. MEYERS. ever-present risk. (4) Hair is longer regrowing than after local 
D = - therapy, which is a particular disadvantage in the case of girls. 
Treatment of Ringworm of the Scalp : I would suggest, therefore, that the method of treatment out- 


lined by Brain and his colleagues,* while suitable only where 
Sin,—There are certain statements in the letter by Drs. J. > fdcilities exist for examination under Wood’s light and, prefer- 
Martin Beare and Ivan H. McCaw (October 8, p. 815) which - ably, culture of the organism, should be used in preference to 
call for further comment. The literature by. no means con- y-ray epilation under the following circumstances: (1) in all 
firms their contention that 25% of M. audouint infections “of cases of pre-school age ; (2) where facilities for x-ray epilation 
the scalp undergo spontaneous, cure in less than six: months. are not available within a very short time, and especially during 
fn fact-there are countless reports, such as that of Lewis’ and epidemics ; (3) in all cases of infection ‘with the animal micro- 
Lewis and Hopper,” in which such cases .have been treated by sporon—e.g., M. felineum or M. lanosum.—I am, etc., 


- local methods for long periods of time without any response We Site. 7 K. D. CROW. 
whatever. Even in series such as that of Livin so mes : REFERENCES ; 
bury,” in which some 33% of “ spontaneous ” cures mre laimed 1 Amer. J. med. Sci., 1935, 189, 364. : 


| 2 Arch. Derm. Syph., Chicago, 1937, 38, 460. 
despite the fact that local treatment was applied the whole time, Se Geer 158) 44g 


it took anything up to two years for the cdses to become finally å British Medical Journal, 1948, 1,123. 
e . d : a - A er. . ASS., A A 
clear. It is evident, therefore, that this factor is of little or nO 4 Riss ‘Medical Journal, 1948, 2, 854. 


importance when evaluating any method of treatment which 7 Thomas, B. A., Lennox, M., and Duncan; J: T., ibid., 1945, 2, 346 


See ae ai Sas , H., Textbook of Diseases of the 
will cure this condition in an average time- of three months SQore ie {Qrmuby, a and Montgomery extboo of 
or less. i . Ea a ; l 

At this point it mày be emphasized that the a ; Treatment of Erysipeloid with Penicilli 
rendering these cases non-infective as soon as possible precludes ~ hae | ; 
the possibility of using -untreated ‘cases: as controls. While the Sm.—I am, prompted by Dr. R. A. Bush’s medical memo: 


i i i - concerning his’ case of erysipeloid of Rosenbach 
use of a toothbrush in applying the ointment to the scalp may randum: concerning 
be regarded’ as a useful’ “additional mechanical factor,” as (October 29, p. 964) to let you know of my experience. 
‘Drs. ‘R. T. Brain and H. Haber and Mr..J. W. Hadgraft’ point During the past year I have seen four cases. The diagnosis 


i ir ł i 6), i de. on‘ clinical grounds; a painful, slowly spreading 
out im their paper (September 17, p. 626), it has never een was ma paini 1 
suggested: that it is anything more than this, and it is di Cult erythema: was present and there was-a history of contact a 
to imagine bow it could ever approach in efficiency. manual” raw meat or fish. In all cases the hand was. the site of the 
epilation with: forceps-by a skilled operator as Drs. Beare and, lesion, han had been prent for roughly one week before 

t iegest. ` e demi dical attention was sought. f i 
McCaw: suggest. ~In any case, except for academic, reasons, . medic g 


it is quite immiateri i “said to respond to sulphonamides* a course 
surely it is quite immiaterial whether the toothbrush assists the As some cases are sal ond to sulpho 

ated of the ‘local application: or not. The’ fact which.is of of sulphamezathine was started, ‘but it was evident that the area 
real importance, asthe previous paper by Brain and his involved’ was extending, and after three days the drug was 


colleagues* and the preliminary communication- by Drs. ‘stopped and replaced by PONESE intramuscularly. It was 


es kd 
. 
` os i ` ` - , 
* 
- - Pod Nw 
“a A z . Í 


- od rA + 


Pai 


/ 


1176 Nov. 19, 1949 





` ~ 
given in doses of 500.000 units in aqueous solution at 24-hour 
intervals. The patients continued at their work and no local 
treatment was administered. The response in al] cases was 
dramatic ; 24 hours after the first injection the colour was 
fading. Twenty-four hours after the second injection the skin 
appeared normal, but some pain, was present on movement. 
A third injection cleared this, and no further treatment was 
“given. ae ee oe 
One.of the patients defaulted after the second injection, but 
the condition resumed activity after two days and the patient 
‘atiended again. It would appear that in addition to the skin 
clearing one must be sure that movement is painless before 
pronouncing the patient cured.—lI am, ete., 


. Huddersfield. N. V. SAPIER. 


REFENENCE as 


Sequeira, J. FA., Ingram, J. T., and Brain, T. R., Diseases of the Skin, 1947, 


London. 4 


Hypnosis in Treatment , 


SR, —Dr. K. M. Hay (October 15, p. 874) remains far from 
being reassured of the possible dangers of hypnosis to the person- 


` ality. I have tried to allay his fears and suspicions in my last 


letter (October 1, p. 756) by reporting that in the light of present 
knowledge no evidence of personality danger exists during 
hypnosis as demonstrated by the Rorschach test. 
dismisses such evidence as invalid because he doubts that the 
Rorschach test is anything more than a modified ink-blot test 
and can be nothing more than a rough measure: of the person- 
ality biased by one psychological school or another. 

Agreed that the Rorschach test is as yet an imperfect measure 
of the personality, yet it remains a universally recognized test of 
personality and is considered by many as the most efficient of 
such tests in the psychological armamentarium. It is certainly 
a more accurate and sctentific investigation of the personality 
than that which might be revealed by any inquiry conducted 
by general practitioners, religious !eaders, and philosophers as 
was advocated by Dr. Hay in his earlier letter (September 17, 
p. 653).—] am, etc., 

London, W.14. 


Ca 


NEVILLE MURRAY. 
"« This correspondence is now closed.—Ep., B.M J. 


Infantile Enteritis 


 SiR;—I have read with interest your leading article (July 15, 
p. 141) on the aetiology of infantile enteritis and the paper in 


the same issue (p. 117) by Drs. Joan Taylor, B. W. Powell, and. 


Joyce Wright describing an investigation of the aetiology and 
treatment-of this condition. From the statements in the Journal 
it does not appear likely that you have read my papers.’ ? 
These ,investigations ‘I -carried out on infantile diarrhoeas 


_ occurring in infants in nurseries for the newborn in Ontario. 


The epidemics, 10 in number, occurred from December, 1940, 
to September, 1943. 

At that time. during the bacteriological investigations of 
faeces and_ other specimens obtained from sick infants and 
fatal cases, | was impressed with the large numbers of Bact, 
coli in these sick infants. Many of these colon organisms 
showed distinct zones of haemolysis around the colonies on 
sheep-blood agar plates but failed to show any appreciable 
haemolytic titre against sheep or rabbit blood cells in the 
test-tube. . 1 

It is quite possible that the toxin liberated by many colon 
organisms can produce the characteristic symptoms in infants 
if they are suddenly swamped with large numbers of viable, 
toxin-producing organisms in their feeds.» Histamine may be 
produced and may be one of the factors causing the severity of 
the symptoms. I suggest five reasons for suspecting the Bact. 
coli and their ability to produce symptoms in these infants. 
(1) Abundance of these organisms in sick infants and fatal cases. 
(2) -Production of scours in calves due to colon organisms : 
Theobald Smith reports that calves which did not receive the 
colostrum milk were more often attacked. (3) Presence of 
lysozyme in mothers’ milk and not in cows’ milk. (4) Bact. 
coli bacteriophage absent in the intestinal tract of the new- 
born infant. (5) Production of toxins from colon organisms 
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and their ability to produce diarrhoea, vomiting, and even death 
in cals. 2 ~ 

As I have stated, the possibility of a virus has not been 
excluded. Light and Hodes were able to produce diarrhoea 
in Guernsey calves from filtrates of the faeces taken from 
affected infants. I am not aware that this finding has been 
confirmed by other workers. Al] these investigations should 
once again stress the importance of breast-feeding. It was . 
noted in these epidemics that premature infants were the first 
to become ill and were the first to die. It was not until a 
normal infant became ill that the epidemic was recognized. 

J am now practising in a mission hospital in South China, 


cand here at least 95% of the infants are breast-fed. We do not 


have these epidemics in the nursery. We do not have feeds of 
cows’ milk lying around to become contaminated with Bact. 


.coli. The fermefxative reactions which occur in the intestine ` 


of the breast-fed infant keep the numbers of colon organisms 
greatly reduced, until the infant can deal with them and create 
an immunity against the toxins produced by them, or whatever 
the process is that enables the infant to accustom itself to them.‘ 
—I am, etc., 


3 WALLace B. MCCLURE, 
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3 Dosage of Penicillin ° 


-a 


-n in Pa R 
SIR, — ems to me that during the last few years the dosage 
of penic recommended in the treatment of various maladies 


has steadily risgn. When we first received Suppiies of penicillin 
for trial we were Yald that after exhaustive research ‘it had-been 
found that 15.000 unis~three-hourly or a total of 120,000 units 
in 24 hours maintained an-effective -blood level. 

In the article by Mr W. M>Mollison entitled “The Acute 
Ear” (Ociober 22. p. 923) there is recommended 4 dosage of 
500.000 units of watery solution twice daily—.e., a daily total 
of 1.000.000 units—this in spite of the fact that the drug is now . 
provided in a much more pure state. ` ` 

Has this dosage been arrived at by research in a bacterio- 
logical laboratory or is it because of a loss of. faith in the power 
of the drug ? Is it a result of clinical experience, or is it simply 
because penicillin is now so much cheaper that it can be wasted ? 
In all humility I ask. Is this dosage realty necessary? Or is it 
just as ridiculous and wasteful as pushing large quantities of 
vitamins into a patient who is already getting enough from his 
diet ?—I am, ete., 


L. G. LE CLERCQ. 


Buccal Ulcers Caused by Isoprenaline 


SIR —We have recently had in the Middlesex Hospital, under 
the.care ae Dr. G. E. S. Ward. three patients suffering from 
~ Presented an unusual and trivial, but to them, 
distressing and to us inconvenient, complication. They 
obtained good relief fram attacks by sucking: a tablet or half 
a tablet (10-20 mg.) of isoprenaline under the tongue. The 
first patient complained of “sores” in her mouth which looked 
like aphthous ulcers and were treated accordingly. She had 
been discharged before similar lesions occurring in two further 
patients drew our attention to the possibility that they were 
caused by isoprenaline. That this was so was readhy confirmed. 
Two brands of isoprenaline (* neo-epinine ” and “ neodrena] Y 
were tried, and both caused ulceration. 

Neither of these patients showed sufficient skill or under- 
standing to obtain comparable relief from hand-operated spray 
inhalers, so we sought for a way to avoid this unpleasant side- 
eficct. It seemed reasonable to suppose that the buccal mucosa 
was In some way damaged by prolonged contac: with the vaso- 
constrictor drug when concentrated in a tablet. so we tried 
powdering the tablet in a small amount of liquid (rather less 
than half a teaspoonful of lemon syrup was used, but this is 
only arbitrary) before giving it to the patient to suck. This 
had the desired effect. and both patients were able to use the 
tablets satisfactorily with no further trouble, 
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It is felt that this compleat and the simplé mariceuvre “by 
which itis avoided are worth reporting, because isoprenaline 
‘‘is valuable in the’ relief of asthmatic attacks, especially so in 
those patients who are unable ‘to master the (albeit elementary) | 


technique _ of using a and” looking after a hand-spray inhaler. ` 


fam,ete, - n 


London, W.1. m -- i f MORAN CAMPBELL: x 
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: “Heparin Administration by Polythene Tubing < 


SIR, —I was very -interested by Drv: A. L. MacFadyen’s| 
note (October 22, p. 925) on the se of polythene tubing and 
a diaphragm -adaptor ` for the’ intravenous administration of- 
heparin. I have for some Ñe been giving heparin by a simi- 
lar’ method, but have use) the Robertshaw modification of the 
Gordh adaptor. This-idaptor is similar to that described by- 
Dr. MacFadyen buss% provided with a wide metal flange which 
facilitates attac! ent to the arm. Although this adaptor is” 
supplied witht rubber strap for fixing it to the.arm, it is’ in 
practice mph h better to attach it with a. length of elastic adhe: 
sive ate ag, as shown in the accompanying ` „photograph. 





Robertshaw-Gordh’ adaptor with 14 S.W.g. “needle aad fine po 
~ thene tubing.: After sterile dressings have been applied -over the 
See puraee and the puncture wound, the whole SPpArAtUs is covered 

‘a soft bandage. 


`~ a 


A further advantage of this TE is that the diaphragm 
is set at'an angle to the needle, which facilitates injection. 
This needle adaptor is supplied by A. L. Hawkins and Co., 


‘Ltd, - 15, New Cavendish Street, London, W.1. and it has ‘been : 


in use in a number of ‘the wards of St.” Bartholomew’ s Hospital. 
[ can certainly vouch for the simplicity-of the apparatus, which - 
has completely revolutionized heparin treatment. Whereas the ` 
_ ordinary .Gordh needle cannot be-used in the antecubital fossa, 
the polythene tubing can ‘be readily inserted here and ' pushed 
up the vein for an inch or two above the elbow (this is often 
especially’ useful in those patients who, having no suitable 
forearm veins, could not previously be. rented easily with the 
ordinary diaphragm needle). | 

` Finally, I would: like to emphasize that many patients are up 
and about throughout the period of treatment, the polythene 
tube remaining in the same vein for four or five days, and some- 
„times for as long as 10 days —I am, etc, - . 

_Radlett, Herts. ` . R. S: .MURLEY. . 


4 


Ss Carbachol for Migraine ~ _ 
SR;—Ophthalmologists will’ be grateful that S an 
authority as Sir John Parsons thought it necessary to com- 
` ment (October: 29, p. 980) on the article by. Dr. G. S. 
Graveson (October 15,’ p. 838). / The majority will’ agree with 
his remark that Dr. Graveson’s article is liable to misrepre- 
“ sentation and may cause suffering to migraine subjects. ` 

Ihave been particularly interested in this condition, for “many 
years, and I have-never | found a case of permanent homonymous . 
field defect- due to migraine., I do’ not find that the typical 
migraine syndrome has’ the scintillating scotomata as a most 
frequent sign. I consider the. bad headache, sickness, photo- 
phobia, and the wish of ‘sufferers to rest in a darkened: room: 
are-most symptomatic. _I am acquainted with the theories of 
migraine here and: abroad; but. must say that I have not met 
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‘Causing vitamin deficiencies require comment. 
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7 many cases, of aphasia, _ tingling, and numbness’ of fingers and 


tongue,. as described. , I have tried to watch the fundal condi- 

tion in some Patients during an: -attack, and admit my complete 

inability- to: se any change*in the retinal vessels. - - 
However, my. whole ambition in‘writing this letter is to stress 


‘that, whatever theories, syndromes, ‘and ideas we would. like to 


postulate; our great mission as physicians is to bring relief to 
the unfortunate victims of this or any other condition, and I 
believe we have a specific for migraine in carbachol. Carbamyl- 
choline chloride is-a similar substance- to acetylcholine. It is, 
I believe,. resistant ‘to cholinesterase, and is a parasympathetic 
nervous stimulant and produces peripheral dilatation of the 
blood vessels. If vascular spasm is the cause, carbachol- may 
counteract it. j ` ` 
. Long before the war I used a similar substance, though an 
inferior one, the German “doryl” (an English preparation was 
named “moryl”). In an article appearing in this Journal in 
1945 (May 12, p. 663) Dr. A. K. James gave facts and figures 
of his treatment of migraine with carbachol. 1 had prepared 
a_series of cases to report in the Journal of my success with 
“moryl,” and I went on to investigate carbachol, and since 
then I have never failed in curing a-migraine attack either 
temporarily or permanently by the use of this preparation. In 
fact, I am now so sure of its activity ‘that-in bad headaches and 
conditions simulating migraine where one suspects the history 
given by a patient I give or advise carbachol, and if there is 
no immediate improvement I feel the condition has nothing 
to do with migraine.—I am, etc., 


‘Walton-on-Thames, Surrey. i - J. H. MELLOTTE. 


New Mechanism of Vitamin Deprivation 


. SR,—Under. this title Professor A. C. “Frazer ‘published’ an 
article in your journal (October 1, ‘p. 731). His considerations 
cover a very wide field—the causes of deficiencies of fat- and 


_ water- soluble Vitamins, some of which-practically have nothing 


in common. but the name vitamin. Several of his statements 
as well as his main claim to have discovered a new mechanism 
His conclusions 
are based on some features of deficiencies of vitamins of the 
B group—riboflavin, nicotinamide, pyridoxin, and folic acid— 
as observed in sprue. My comments are as follows, 

l. ‘Professor Frazer states that the effect of antibacterial 
agents on vitamin deficiencies is unknown. This is not so. 
Considerable reduction of urinary output by man of aneurin’ 
and of nicotinamide methochloride’? has been observed after 
oral-administration of “sterilizing ” sulphonamides to humans, 
some of which were pellagrins. Moreover, cases of nicotin- 
amide deficiencies have been reported after oral application of 
succinyl sulphathiazole,® sulphadiazine, and penicillin.* 

2. Professor Frazer states that all these vitamins mentioned 
by .him are. essential growth factors for bacteria, particularly 
those which are known to be present in the upper part of the 
small intestine in sprue. He does not give details of the types 
found under these conditions. If, however, Bact. coli, which 
are the main producers of nicotinamide in the human intestines 
under normal conditions, are amongst these bacteria this state- 


ment is incorrect, since Bact. coli can | easily grow without any 


of these vitamins." 

3: Professor Frazer further states that‘the part played by the 
intestinal bacteria in vitamin synthesis in human subjects is 
obscure. It has been shown that the human requirements of 
aneurin,’ riboflavin." and nicotinamide?'are covered to a cop- 
siderable extent by the production and release of these sub- 
` stances by the intestinal flora. These earlier investigations have 
been reviewed and discussed on several occasions.’-?° It has 
been shown by simultaneous examination -of the bacterial 


composition of the faeces and of the height of urinary nicotin- 


amide methochloride- elimination that the latter parallels the 
amount. of Bact. coli in’ the faeces." Of the most frequent 
inhabitants of the human intestines, Bact. coli produces, and 
Proteus and Staphylococcus faecalis consume. nicotinamide.” 
4. The competition of nicotinamide-consuming and producing 
bacteria and<other inhabitants of the intestinal tract as influenc- 
ing the’ amount. of nicotinamide available from this source 
for human: Yequireríents, has been discussed in almost every 
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‘paper dealing with this subject. 
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Consumption. or production 
of nicotinamide by a mixed culture from the human caecum 


- depends on the growth under anaerobic or aerobic conditions." 


A 


The fact stressed by Professor Frazer that in cases of sprue 
intestinal bacteria were fôund in the upmost part of the small 
intestine in a- or hypohydrochloric patients as being important 
in the develópment of the deficiency is irrelevant. Viable Bact. 
coli‘release only very little nicotinamide, while dead Bact. coli 
release this substance to a large extent.’? In the highest part of 
the intestines most of the bacteria will be alive, while in the 
rectum a large proportion of the bacteria are dead, and nicotin-. 
amide is readily absorbed from the rectum, 4__T am, etc., x 
London, S.W.1. i P. ELLINGER. - 
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Manufacture of Cortisone 


Sir,—After hearing a talk broadcast by the B.B.C. on “the 
use of ‘ ‘compound E” in rheumatoid arthritis, in which the 
apeaker mentioned that the bile from 40 carcasses of cattle was 
required to produce one daily dose of cortisone, it occurred to 
me that the present slow rate of production might be accelerated 
if it were possible`to produce, by operation, biliary fistulae in 
suitable cattle. I can quite imagine that it might present a 
surgical problem of some magnitude, but, recalling the remark- 


_ able feats of surgery performed by physiologists such as Pavlov 


‘experience here? Largely as the result” of E.C.T,, 
_* to the hospital of which I am in charge’ (St. Luke's, Armagh) 


on animals, I can see no prima facie reason why it should not 
be feasible. Moreover, if cortisone proves to be indeéd the 
answer to rheumatoid arthritis, it might be worth the trouble 


. to arrange for the central collection of the, bile that drains 


from the bile ducts of patients who’ have’ undergone chole- 
dochotomy, which in aggregate over the entire country must 
amount ta many gallons daily.—I am, etc., 

Bedford. Cect ALEXANDER. 


: The G.P. and E.C.T. 


Sm,—E.C.T. again! Surely “this is where we came in.” I 
can recall several previous discussions, in all of which I had 
the pleasure of joining. Dr. Donald M. O’Connor (October 29, 
p. 984), because. of some relapses in his patients, would have 
us go back to “ bromides, barbiturates, and chloral hydrate.” 
Supposing a certain number do relapse, what is wrong with 
a second course of E.C.T., or even. a third? Three courses 
can be given (average 6-10 treatments) in under three months, 
and cure in this period compares favourably with 6-18 months 
of “ bromides, barbiturates,-and chloral "—not to speak of long 
periods in the latter treatment when one goes to sleep uneasily 
wondering whether the patient will stick it out or whether one 
will get a telephone message ‘from a relative saying he ae 
to return “from a walk in the country.” 

As illustrating the value of E.C.T., may I quote my own 
admissions 


have quadrupled (approximately 90 per annum to 350) in the 
past five years. In spite of this our permanent population has 
risen very little. Had. relapses been at all frequent or of serious 
nature we should have been swamped. 

_One point I will grant Dr. O’Connor: E.C:T. in out- -patient - 
practice is.only about 60% as effective as when a patient agrees 
to enter hospital. This can easily be understood when it is 
appreciated that instead of continuous rest the patient must 
make his way home a few hours after treatment and perhaps 
have to tackle business or domestic ‘problems with a mind 
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-with a saying of the great Goethe (who foresa¥ 


‘upon the spot, where it shows itself, and no one cont 
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showing marked temporary lapses of memory. Nevertheless. 


if the patient will not or cannot enter hospital ‘it is an essential 
part of treatment for all anxiety and depressive conditions 
and should be given forthwith. 

The long night of waiting in psychiatric practice is over 
and the dawn is here. 
leucotomy, occupational and recreational therapy, suggestion 
persuasion, explanation, and understanding, is on the march 
and nothing will reverse the process and revive the days of 
“ bromides, barbiturates, and chloral hydrate.”—I am, etc., 

Armagh, Northern Ireland. —~ s ROBERT THOMPSON. 


w 
Health ar? the Soil 
Sır —IĪn your issue of February, 11, 1939, you were gooc 


Psychiatry, with E.C.T., insulin coma. 


enough to publish an article of mine entitled “ Health and the ° 


Soil,” which I prefaced with the moderirAanger of an excessive 


. speed of knowledge at the periphery un\'-eompanied by + 


strengthening of knowledge at the centre. I sup, arted this thesi! 
what we nov 

` be healed 
zns him 


see) in his Wahlverwandschaften: “ Every evil 

self about'the place, where it really takes origin, "ee i 

works its effects. For this reason it is difficult to take couh_"'' 
Reflecting upon this divergency as affecting my own profes 

sion, I had for some years collected such notes as I couk 


-to restore a balance by concentrating on the central problem— 


namely, health—as revealed by the healthiest people I coulc 
find. Under the guidance of Sir Robert McCarrison I chose the 
Hunza of the Gilgit, of whom he wrote: “ These people ar: 
unsurpassed by any Indian race in perfection of physique ; the. 
are long-lived, vigorous in youth and age, capable of grea’ 
endurance, ue enjoy a remarkable freedom from disease it 
general.” ~~ 

I embodied the results of my investigation in a book 
Briefly, the conclusion come to in this study was that in devisins 
life nature devised health with it—the health of the soil, the 
health of the river and sea, the health of the plants, animals 
and man as one interdependent whole—and that the key to the 
part that man should play was to preserve this interdependency 
by the rule of return, under which everything that had life ir 
the soil should after death be restored to the soil as food for 
further life. 
outworn cloth, the excreta, all were collected to form a compos 
for the soil that nourished further life. 

This rule, it was found, was almost entirely neglected by the 
modern, city-dominated civilization. There were, of course 
some who saw the terrible danger of this neglect. ` But as fo: 
official opinion and action, there is now the remarkable 
National Health Service. Its planning has been carried ow 
with the utmost care and precision, such as evokes admiratior 
and wonderment. So much so is this that its very creators 
creatures of the periphery, praise themselves in no mear 
measure. “It offers a chance—and a challenge—to build the 
most efficient health service in the world, and one which as the 
years go by will add steadily to thé nation’s fitness, happiness 
and working capacity.” I almost quail before my own opinior 


‘of this fine boastfulness, but having reached threescore years 


and ten I cannot recede. It is this—that one doctor at leas 


must make it public that this boast is “sheer bilge ” in a scheme k 


which takes no heed of the.centre and throughout never 
mentions the soil.—I am, etc., 

London, S.W.1. G. T. WRENCH. 
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Sudden Obesity and Psychological Trauma 


Smr.—I should like to record my appreciation to Drs. H. J 
Shorvon and John S. Richardson for their excellent article 
(October 29, p. 951) on the above subject.’ No longer can we 
rely on the Shakespéarean “lean and hungry look” as a stead- 
fast sign of the anxiety ‘state. The syndrome which has been 
discussed bears some resemblance to the acute exudative attacks 
of seborrhoeic dermatitis which are frequently psychogenic. It 
has been suggested by Barber’ that these may be associated with 
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This rule the Hunza followed: the dead leaf, the _ 
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` an increased ‘necretion of the antidiuretic foriens eo the „very liable to happen to'a practitioner not well versed in this 
posterior pituitary acting through the hypothalamic nuclei.- In mancuvre, and he will find himself faced with a high free 
these cases there is evidence of cutaneous hydration, and they head to which. he cannot or should not apply forceps unless 
are favourably influenced by the promotion of diuresis, - (As the che is able to press the-head into the pelvis again. This explains. 
obesity cases were kept on a full diet, their loss of weight was” . Why so many cases of “failed forceps” due to transverse 
-presumably associated with polyuria.) . - ‘arrest ‘arrive in hospital with a high*head, though the practi- 

In contrast to the severe psychiatric trauma in the authors’ tidner who failed to deliver the baby states that the scalp had 
cases, acute seborrhoeic dermatitis may follow trivial emotional -been Visible. at the vulva before the attempt at delivery was 
‘upsets, such ‘as apparent “loss of face. It is to be remem- made. It is therefore safer in the first instance to perform 
bered in this connexion that in Parkinsonism. where the princi- manual rotation of the head with one hand in the vagina and 
pal lesions are in the substantia nigra, “ seborrhoea ” isa usual to rotate the anterior shoulder simultaneously with the outside 


clinical feature. hand. This almost invariably succeeds.—I am, etc., 
It would be of interest: to laii if these cases ‘of obesity had | Leicester. - W. P. HIRSCH. 
an excessive secretion of sebum before treatment. In Case ye i l 
~ mention is made of “an itching rash on the inside of her legs 7°. . The Acute Throat 
nd pruritus ani —I a etc., i ; : 
i 5 a l sional sa i IAN M ARTIN-SCOTT. ~ SIR —L have appreciated very much the comments made by 
PERSEN Reet ey the various critics’ of my article on-the acute throat (October 15, 
4 Mo lerh Trends in Dermatology, 1948, London, 'p. 132. © | ; p. 860). J am ‘sure that it is only one of the functions of a 
. refresher course to supply an up-to- -date, description of signs, 
on ; symptoms, and treatment; the other, quite as important, is 


_ - Definition’ of Senility to make the reader take stock as it were and consider his own 
_Sir—Considerable misunderstandings occur on’ account of practice in the light of someone. else’s experience. -If my forth- 
the lack of definition of the’ words “‘sénile” and “senility.” right utterances have caused readers to ponder upon the value 
' This difficulty arises frequently for those in charge of homes of different forms of treatment the article will have served a 
for aged people. - Some doctors will' write a medical certificate useful purpose. 
saying that the old person suffers “from “senility.” This may. I was of course aware that the sulphonamides’ were widely _ 
mean that they are old and feeble. It may mean that they-are regarded as efficacious in tonsillitis. Nevertheless, it is neces- 
mentally failing, and it may mean a ‘complete break-up both sary to be clear about what the sulphonamides are expected te 
physically and mentally. ` On the other hand, with the general , do.. I imagine I am not exaggerating if I say that of every 
public the two words are usually‘used in the’ sénse of mental < 100 sore throats which are severe-enough to make the patient 
failure ranging from mild’ forgetfulness to senile dementia. seek medical advice at least 70 of them will subside, by means 
They are, in fact, very loose_terms describing various degrees _ of the hosts’ natural defences, within a*matter of 24-48- hours. 
of ageing, and it. will. be a matter of great converiience to all I am not, satisfied from my own clinical observation that 
concerned if these terms can be more’ clearly defined.—I am, sulphonamides hasten this process. Further, one of my assis- 
- Atc., - re ; , ` tants, Dr. J. O. French, conducted a very carefully controlled 
London, N.6.; ` ` NEE a M. N. Hit. ` investigation of the efficacy of sulphonamides in scarlet fever. 
a P for R f tion’ i She was unable to`.observe any beneficial effect upon the throat 
SPR On caern eee - or upon the -duration of pyrexia in those given sulphonamide 
Sir,—To- see writers on scientific subjects drawing to the compared with a group of patients (alternate cases) not so 
_ full upon the rich treasure of the vocabulary of the English treated. ~ When .an- infection ‘shows a spontaneous tendency to 
“ language is never other than a source of satisfaction. But rapid cure in.a high proportion of cases one must be wary of 
n words are in some sense tallies or counters, the legitimate use making unqualified claims for‘a’ certain measure of treatment. 
of which is subject to limitation. I am led to -this reflection In the second ‘place, the clinical diagnosis of streptococcal 
-by the use of the. verb “ refect ” by Professor A. C. Frazer in throat makes ‘a further difficulty. From my own clinical 
‘his paper entitled’ “A New Mechanism of Vitamin Depriva-. observation; supported by adequate bacteriology, I am far 
tion ? (October 1, p. 731). The O.E.D. defines “refect” used ' from convinced- that. I cań diagnose streptococcal tonsillitis 
as a transitive ae as meaning “ to ‘refresh, ‘especially “with on sight. In a fair proportion of apparently typical cases the 
-food or drink” and mentions that it fell out of use before flora obtained ion a blood-agar ‘plate is little different from the 
1700 ‘and was revived in the nineteenth century, but has always normal, and streptococci are disappointingly absent. As a rule. 
‘been rare and is now somewhat rhetorical. According to this ° .. however, it is not difficult to recognize the effects of strepto- 
authority the late George Augustus Sala, eminently a rhetorical coccal invasion, ‘and I feel that sulphonamide should be reserved 


person, “ remembered once tefecting himself at a public dinner. y for such cases. It was for this reason -that I stressed the impor- 
But ‘how and when is a rat ‘ peeta ?—I am, etc., . , tance of examining. glands, middle-ears, and sinuses. - 
. Wolverhampton. i l S; C. DYKE. "Finally, I would like to plead for thoughtfulness in the use 


Paar: - of all the different chemotherapeutic weapons. Coming to 
Failed Forceps terms with the common pathogenic bacteria is, in this imperfect 
Sr,—I read Professor F. J. Browne’s, article entitled “ Failed | world, an essential part of growing up. The throat is by long 
Forceps” (October 29, p. 975) with great interest. I was, experience well equipped to cope ‘with ‘most of the bacteria that 
however, surprised and disappointed that he did not ‘mention meet it. The ‘occasional mild tonsillitis may be no ‘bad thing 
‘deep transverse ‘arrest of the foetal head, which in my opinion, if, ‘as a result, our immunity ‘mechanisms are stimulated, for we 
is the commonest cause of arrest of the foetal head and there- miay thereby be the better equipped to deal with later attacks. ~ 
fore of failed forceps. -It'is noteworthy that none of the recent -The unnecessary aborting of mild illness of no danger to the 
textbooks stresses this condifion sufficiently, ‘since new housemen patient just for the saving of a few -hours in the total duration of 
are always surprised at ‘the frequency. ` . ‘the infection should :nat too ‘easily be regarded ‘as a good thing. 
Of ‘our last 100’ forceps deliveries; deep transverse arrest was The ‘experience of the ‘clinician in the fever ‘hospital leaves no 
` found 40 times and a ‘persistent occipito-posterior position twice’ ‘doubt about the great ‘increase ‘in ‘sensitization rashes. The 
--only.- If a pelvic application of the ‘forceps is made the blades '. experience ‘of thè ‘clinician and-of -the ‘pathologist leaves no 
will-slip off. Similarly I do not think it is -sufficiently stressed . doubt about the great increase in the occurrence of polyarteritis 
‘in, textbooks that the foetal ‘head engages in ‘the ‘transverse nodosa. I would be foolish to say that there was an absolute 
diameter in‘ approximately 40% of cases, and that deep ‘trans: correlation between_these facts-and the known increase in the 
-verse arrest is ‘therefore only rarely’ due ‘to an ‘incompletely ingestion of sulphonamides, for of course there has been an 
rotated occipito-posterior position. - . increase in the ingestion of .all kinds of chemicals in recent 
Professor ‘Browne recommends ‘mairual ‘rotation by. passing ‘years. ‘But -such facts should make ‘us -pause before using 
‘the ‘hand ‘into ‘the vagina and the forefinger on to ‘the ‘anterior. - sulphonamides routinely for trivial ilnesses—I am, etc, 
shoulder without dislodging ‘the, ‘head. However, the ‘latter is Glasgow. "THOMAS ANDERSON. 


- 
- 
~- p g, Ea 


- 
ii - 


Ps S 


7 


t 
[i 


` 


} 


~ 


~ 


, of the usually presumed half ounce. 


1180 Nov. 19, 1949 


CORRESPONDENCE `. mo 





t 
i 


_ POINTS 


t 


FROM LETTERS 


` Congenital Pyloric Stenosis 


_ Dr. C. V. Pink (London, S.E.3) writes: In theif interesting 
“memorandum Messrs, E. S. R. Hughes, H. A. D. Small, and J. W: E. 
Macky (October I, p. 741) state that “the: aetiology of congenital 
pyloric stenasis is quite obscure.” So perhaps. the following is 


- worthy of notice, since it seems to indicate the direction in which 


we may have to look to find the cause of it. On return from a 
' few days’ holiday my late partner was told of a fully developed case 
of pyloric stenosis. The baby, 3 weeks old, had lost 12.0z. (340 g.) in 
«three days, and the vomiting was definitely projectile. After interview- 
ing the mother he told me that her att..uue to the baby was <all 
wrong and that he thought he had been able to help her put.it right. 
The baby had no more symptoms from the time of interview. The 
trouble. may have been that pregnancy was resented or used for 
purely personal ends.... The presence of a strong psychological 
factor in pregnancy is at least a possible explanation of the observa- 
tions you published on ‘the occurrence of pyloric stenosis“in twins. 


Spoond asa Measure . ` - a 

Dr. J. M; HaMILL (London, W.14) writes: It is generally con- 
sidered that two tablespoonfuls equal approximately one fluid ounce, 
and I have a measuring glass on which the markings agree with this. 


' [ had, however, the curiosity to test whether: the tablespoon mark- 


ings on the measuring glass did correspond to -actual tablespoons, 
and I found on trying several tablespoons in my possession that 
each when filled contains one ounce: of liquid which when transferred 


to the measuring glass rose to the two tablespoonfuls mark. In other - 


words my tablespoons measure just twice as much as the tablespoons 
marked on the glass measure and contain one ounce of liquid instead 
This has practical importance, 
because a physician may” prescribe a dose of one tablespoon expect- 
ing this to be half an ounce, whereas with my tablespoons the 
patient would be getting one ounce, 


Medical Administrators 4 g 

Dr.. JoHN SLEIGH (Saxmundham, Suffolk) writes: Mr. G. H. Colt 
(October 1, p. 756) regards theʻuse of medical men purely, as ‘adminis- 
trators and superintendents as a waste. 'He considers that medical 
men in their prime’ superintending and inspecting hospitals and 
planning could be better employed working at medicine or surgery. 
It cannot be too often repeated -that the treatment of illness and 
disease does nothing to reduce their incidence, and that the fall in 
the death rate during the last century has been due not to advances 
in treatment but to advances in environmental hygiene. seo at AS 
not unreasonable to presume that further improvements in the health 
‘of the people will be due in part to the concern of public health 
service -administrators with those broader aspects of ‘environmental 
hygiene to which most human ailments are due and with which in the 
past, being partly occupied with hospital administration, they, have, not 
had time to deal. As regards: the question of the medical superin- 
tendents, it is at any rate noteworthy that the Ceritral Consultants 
and Specialists Committee (Scotland) strongly favours the retention 
of the medical superintendent (British Medical Journal. Supplement, 
1949, 1, 270). ; 


a 
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Open Sesame 


_ Dr. H. J. Hoyts (Birmingham). writes: “Dr, T Andesoi in his 
instructive article (October 15, p. 860) entitled “ The Acute Throat,” 
refers to the difficulty of examining the throat of an uncooperative 
child. In my experience this is a real problem in the infant between 


`- _ 1 and 3 years old. Seated comfortably. on his mother’s lap, he has 


/ 


£ 


no objection to being thoroughly inspected—indeed he returns this 
with interest—but to let a strange man gaze into his interior would 
be, he feels, an unwarrantable intrusion into his-own personal 
privacy. Yet the examination of the throat is so important, and it 
is almost equally important'not to antagonize him (or her) by the 
use of force. The following little ruse,'takes only a few seconds 
of time and very often succeeds in unlocking the tight little lips. The 
child is ‘seated on his mother’s lap (or that“of a nurse) in a good light. 
After a brief general inspection I turn to the mother and say, ‘“‘ Look, 
Mrs. , I’m going to peep into your mouth and then I want 
you to give a bit of a laugh.” The mother opens her mouth, and I 
make a show of examining it without actually soiling. my spatula; 

then she gives a laugh or murmurs, “ Oh, how nice.” If the father 
is at hand, or an elder brother or sister, I do the same with each 
of them and. finally ‘turn to the child, saying, “ Now it’s your turn,” 
and in most cases the mouth springs apen. ’ 


- 
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Obituary 





- Dr. JOSEPH EVERETT La FRENAIS, of Runcorn, Cheshire, died 
suddenly on October 2 while on his way for a ‘holiday . in 
Scotland, with which country he had close associations. - He 
was educated at Dollar Academy, and studied medicine at 
Edinburgh, qualifying in 1930. He -was a house-surgeon at 
Hull Royal Infirmary, and later house-physician at Chester 
Royal Infirmary; where he first became acquainted with the 
county in which he finally settled in 1935. He soon became 
popular as a general practitioner, and was appointed to the 
Visiting staff of Runcorn Hospital and also acted as police 
surgeon for ‘the area, From the outbreak of the recent war he 
spent.six years in the R.A.F., five of them in the Middle and 
Far East, including India, Burma, and China. He attained the 
rank of’ wing, commander before he was invalided out with a 


early agé of 44. Joseph La Frenais was the ideal type of prac- 
titioner. He possessed not only clinica! ability of the highest 
order but a genial personality which with his friendliness and 
kindness “attracted to him patients of all ages. Although a 
bachelor himself, he was especially fond of his young patients, 
who instinctively responded to him. In all aspects of his work, 
in all his endeavours on behalf of his patients, he never spared 
himself. On leaving the R.A.F. he resumed his practice— 
in partnership with his brother and later his brother-in-law. 
While fully aware of the implications of his disability, and of 
the necessity of having to suffer some restriction of his work. 
he faced the future with cheerfulness and courage. He was a 
freemason, a rotarian, and was associated: with the Runcorn 
Squadron ‘of the A.T.C. He always took a close interest in 
a number of sports, not only as a spectator, but as a player. -He 
was a keen golfer, and at the time of his death was the popular 
captain of Runcorn Golf Club. His jovial and engaging 
personality brought him many friends, and, ‘although ever 
proud of being a Scot, hé occupied a prominent place in the 
town of his adoption. He was especially happy in his home 
and family life, and to his mother, brother, and sisters the 
sincere sympathy of his colleagues will be extended. The 
memory of the sterling qualities of Joseph Le Frenais will long 
be held not only by his patients and friends in Runcorn but 


by those of us'who worked with him. To one who was his | 


_ first assistant and enjoyed ‘the hospitality of his home, the 


memory will be not only of an able clinician and unselfish . 


chief oe of a good friend—E. W. T. E. 


Dr. JOHN JOHNSTONE WILSON, of Anstruther, died on Oae 
6 at the age of 82. He was born in Dunkeld, where his father 


_ was minister of the parish church, and educated at George 


. disability, which was subsequently to cut short his life at the ` 


Watson’s College and Edinburgh University, graduating M.B..,- 


‘C.M. in.1889 and proceeding M.D. in 1894. He was a house- 


physician at Edinburgh Royal Infirmary with Dr. Affleck in the 
year following graduation. He came.to Anstruther as an assis- 
tant in 1890. Despite the claims of an arduous and extensive 


practice, he found time for reading and study, as is shown by his . 


taking the 'M.R.C.P.Ed. in 1922, 33 years after graduating. 
He was elected F.R.C.P.Ed. in 1925. Dr. Wilson was an 
enthusiastic member of the Fife Medical Association, holding 
office. as president and also contributing several papers on 
medical subjects. He was an active member of the B.M.A. and 


was president of the Fife Branch in 1927-8. During his school 
As an assistant. 


and ‘varsity days he was a noted rugby player. 
he first lived in St. Monans—about four miles away—and 
walked to Anstruther ‘daily, sometimes walking as much as 16 
miles a day in all weathers. -A son of the manse, he continued 
to take a deep interest.in church matters and held office as. an 


t 


elder until his death., He was also a freemason and a past ' 


‘master of the local lodge. 
general practitioner, yet he was something more. He showed that 
it was possible to combine reading and study with the, manage- 
ment of a busy practice, and obtained high academic- honours 
by examination at a time when most practising doctors consider 
- they have left such ordeals far. behind. ane always put . service 


~ 
- 


John Wilson had a long career asa | 


e 


\ 
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before self, and he was both doctor and friend to his patients, - 
A man of character and’ resource, he set “himself a very high 
standard of practice and was ‘an example: ofthe best-type of 
country doctor, loved and respected by all with whom he ‘came 
into Contact. Always attentive to the interests of his’ patients, 


he looked upon their faults with a kindly and tolerant humour, _ 


giving freely without complaint arduous service to the com- 
munity and finding in his work his chief reward. He leaves a 
widow and two, sons, one of whom is a consultant physician 


with the Northern Regional Hospital Board.—A. A. M. 


~ 


Dr. ROBERT SEVESTRE died at his home in -Leicester on 
October 13 at the age of 81. Some months ago it was neces- 
sary for him to undergo an operation, from which he recovered. 
sufficiently to enable him to get about again. Born in Calcutta, 
of Huguenot stock, he was brought to England in ‘childhood, 


ind was educated at Rugby, Trinity College, Cambridge, and . 


5t. Bartholomew’s Hospital. He qualified in 1893, graduated 
M.B., B.Ch. a year later, and: proceeded M.D. in 1896. Some 
two years later. he-was appointed honorary assistant physician 
to Leicester - Royal Infirmary. Later he became honorary 
physician; and then, at the age of 60, he was elected honorary 
consulting physician. During the first world war he served in 
France in the R:A.M.C. with the rank of major,‘ and was 
attached to a general hospital. - Returning to this country, he 
was posted to the 5th Northern General Hospital, Leicester, | 
where he met his wife, who was then on the nursing staff. He 
was the joint author of the section on “ Wounds of the Chest” 
in the Manual of War Surgery. Mrs. Sevestre died in 1937, 
and their only son, a subaltern in the K.O.S.B., wds killed in 
an accident in the Far East in 1943. Dr. Sevestre was appointed 
a justice of the.peace for Leicester in 1929. He was a governor 
of the Wyggeston Hospital, chairman of the Pensions Com- 
mittee, a. trustee of Simons Charity, and an officer of the Order 
of St. John of Jerusalem. He was president of the Midland 


‘Branch of the B.M.A. in 1922-3, and- represented his con- 


stituency at Annual Representative Meetings in 1904-6. He. 
was also a member of the Leicester Medical Society. Dr. 
Sevestre was of a_quiet and retiring disposition, but became 
widely known and highly thought of in the city to which he 
devoted a full life of medical service. A link with a previous 


- generation of physicians has been severed at his passing. His 
work at the infirmary, to which he unselfishly devoted himself 


for so long a period, earned for him the gratitude of countless 
thousands of patients.—R- McD. C. : 


Dr. LIONEL DUDLEY Woops died ‘on October 23 at his home 
in the Isle of Man at the age of 63. He qualified in Dublin 


in 1907: finishing his course at the Meath Hospital, and he 
became house-surgeon.at Noble’s Hospital. He then entered 
general practice in the same district in which his father in an 
{rish jaunting car. was so familiar a- figure. In August, 1914, 
Dr. Woods went to Netley, and subsequently he served with 
distinction in Salonika.- He was mentioned in dispatches twice 
ind was awarded the O.B.E., the Serbian Order of St. Sava, 
and the Croix de Chevalier d’Honneur. A many-sided:_person- 
ality, Dre Woods was a traditional family doctor, beloved by - 


his patients and valued for his understanding of human nature. - 


Soon after his -return from-the Army he was appointed 
honorary surgeon and radiologist to Noble’s Hospital. In the 


- 40 years with the Clifton Bethesda. 
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strain’of these years which took such a heavy toll of his strength 


and hastened! his-untimely death, a loss which his colleagues in 
the island feel acutely —C. G. P. 


Dr. FRANK GOWER BERGIN died at-his home in Clifton 
Bristol, on October 25, at the age of 70. A native of County 
Cork, Dr. Bergin qualified at Bristol in 1905. He was a house- 
physician and later a house-surgeon at the Bristol ‘General 
Hospital before starting in practice in Clifton in 1908. From 
the earliest days he was interested in radiology, and in 1916 
he joined the R.A.M.C. as a radiological specralist. He was 
serving on board H.M.S. Britannic, which was used as a hospital 
ship, when she was torpedoed and sunk off Malta. After his 
demobilization in 1919 he was appointed honorary radiologist 
to the Bristol General Hospital, and’ continued in this capacit 
until 1939, when, following the amalgamation of the Bristo! 
hospitals,.he was appointed director of the radiological depart 
ment. In the very early days he possessed the only x-ray plant 
in the West Country, arid often made long trips by ambulance 
with his portable apparatus in order to assist hospitals which 
had-not at that time obtained x-ray equipment. Apart from his 
specialist practice, Dr. Bergin was for 37 years responsible for 
the medical care of the children and staff of Muller’s Orphanage 
At different times his father and his elder brother had served 
the same institution. He only relinquished this work last year 
on account of failing health. Dr. Bergin was for a number of 
years consultant radiologist ‘to Clifton College, to the British 
@verseas. Airways Corporation, and to Southmead Hospital. , 
and he was a lecturer. at Bristol University. He was also associ: 
ated with the Bristol Dispensary, the Homoeopathic Hospital, 
and the Central Clinic. Dr. Bergin was a keen amateur photo- 
grapher and ‘gardener, and he always took the greatest interest 
in his many young friends, and particularly his. own grand- 
children. A deeply religious man, he was associated for over 
The sympathy of_ his 
colleagues; his former patients, and his many friends. will be 
extended to his widow and his two sons, who are both members 
of the- profession. ` ` 


Dr. JOSEPH CORBETT Mur, who was for many years medical 


- superintendent of Whipps Cross Hospital, died suddenly. on -’ 


earlier inter-war years he was most active in surgery, and, . 


especially noted for his management of difficult fractures. 


. Later when rheumatism crippled his fingers he devoted himself, 
more and more to radiology, and. the present highly developed | 


radiological and physiotherapy department at Noble’s Hospital 
bears testimony to his constant endeavour to keep his depart- 
ment up to date. Dr. Woods was chairman of the War Pensions 
Board and of the medical division of recruiting. An active 
member of -the B.M.A., he was president of the Isle of Man 
Branch:in 1933-4. In 1926 he was made an officer of the Order 
of St. John of Jerusalem, and the present flourishing state of the 
‘brigade: in the island. is in great part due to his efforts. He 
ultimately became county surgeon. In the recent war he was 
medical officer to the first battalion of the Home Guard, and as- 
the war progressed more work devolved on him. It was the 


- 
æ 1 _ 


October 29 at his home in Gloucestershire. Dr. Muir studied 
at Cambridge and at Manchester, graduating M.B., B.Ch. in 
1897, and proceeding M.D. in 1901. After holding resident 
appointments at the Manchester Royal Infirmary and at the 
Pendlebury Children’s Hospital, he joined the staff of Plaistow 
Fever Hospital, working under the late Dr. Biernacki. In 
1908 he was appointed medical superintendent of Whipps Cross 
Hospital, where he was to remain until 1932, except for a period 
from 1915-19 when as a captain in the R.A:M.C. he saw active 
service in Flanders and was for some time a prisoner of war in 
Germany. Whipps Cross Hospital had been open only for 
some five years when Dr. Muir joined the’ staff, and it may be 
said that its development into- a busy, modern, and well- 
equipped general hospital is largely due to the advice which he 
tendered to the former West Ham board of guardians. A man 


of strong personality, he greatly improved the conditions of the 


patients and staff. He was a strict disciplinarian, but never- 
theless he was very. attentive in’ dealing with any problems 
concerning members of the hospital staff, many of whom will 
recall the help that he gave them. Dr. Muir was regarded by 
his professional colleagues as a practitioner of outstanding 
merit, and members of the consulting staff always valued his 
opinion on a difficult case. As a hospital administrator he was 
known. throughout. the country, and for a period held office 
as president of the Medical Superintendents’ Society. Ill-health 
caused him to retire in 1932, and he’had since been living at 
Box, in. Gloucestershire. -He closely identified himself with the 
life of the district and was a member of the Stroud Rural 
District Council. Although he.was confined to his home, and 
was unable to visit the hospital for which he had done so much. 
nevertheless. he. was delighted to receive news of its progress 
and much appreciated visits from members of the staff if they 
happened to be in the neighbourhood.’ Although many of 
those who worked with Dr. Muir have: left the hospital, there 
are still some who have personal recollections of his work. 
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- while his reputation is known to all who profit by the standards the trial he is insane. Should the defence wish to raise the plea that 
“which he’ set in the past. A keen sportsman. Dr. Muir was the accused is insane at the time of the trial, it must do so during 
an accomplished tennis player and golfer, He played tennis the preliminary proceedings following the reading of the indictment 
-for Essex and Gloucestershire, and he-had a very low golf and before the answer of the accused party as to his being guilty or 


not. If the plea of insanity is raised by the defence after the 
handicap. -He was: equally enthusiastic - about rugby,. and preliminary stage, then it is dealt with together with the other pleas 


byshis\ widow, to whom the sympathy of his colleagues and orat the time of the trial may alse be raised by the court. In such 








friends will be extended.—A. N. S. ` a case, if the medical experts come to the conclusion that the accused 
, 3 . , was insane, and both the defence and the prosecution do not contesti 
mare the experts’ findings, then the court dispenses with further proceed- 
à i. ae ' ings and orders’ the removal of the accused to the mental hospital. 

i : \ 
| Medico- Legal ‘ Insanity at the time of the offence cannot be alleged after 


the jury has given its verdict, but, whenever the necessity arises 
from any fact or circumstance of fact expressly found by the‘ 
i ; jury, the- plea of insanity, both at the time of the crime and 
INSANITY IN THE CRIMINAL LAW OF MALTA during the trial, may be brought forward even after the jury’s 
; , BY | verdict on the alleged offence, provided that this plea is, made 
tN before the delivery of the sentence of the court. The decision 
` A AUL CASSAR, M.D., B.Sc., D.P.M. whether'a person is insane or not is determined by the jury by 
Psychiatrist, Hospital for Mental Diseases, Malta a majority of votes. Following a verdict of insanity, the 
: : , ; l ; oy accused party is-ordered by the court to be detained in the 
The plea of insanity raised by the defence in the recent Haigh _ mental hospital. The board of the mental hospital is 
trial (Journal, July 30, p. 286) demonstrated once again the empowered to recommend the discharge -of a criminal patient 
difference between the medical and the legal view regarding tg His Excellency the Governor if the patient- recovers or if 
the criminal responsibility of mentally disordered persons. This he no longer requires further. detention. 
paper attempts to describe in brief how Maltese legislation deals 
with the question of the culpability of the insane offender and Oe as 
to outline the procedure followed. by a Maltese court of law. _ _ Medical Experts 
It is suggested that similar legal provisions could be substituted - Only the court has the right to appoint and to choose the 
in England for the present unsatisfactory tests of legal responsi- medical experts., They are usually of an uneven number and 
bility and methods of assessing the mental state of the accused. they are given a specified time (which may be extended if 
A commission of five Maltese legal men was set up in 1831 necessary) within which to submit their report. They are given 
to compile a criminal code and a code of criminal procedure every facility to study the mental condition of the accused 
for the Island of Malta: and its Dependencies. The commis- party. Thus, once the plea of insanity has been raised, the 
sioners were instructed to base their work on the report drawn . court Orders the accused to be sent to the mental hospital 
up in 1826 by a distinguished English judge, Sir J. Richard- “under observation for mental disorder.” Here the psychia- 
son, and upon the principles of the best foreign codes. The trists will have every opportunity to study the accused man 
Neapolitan Code, promulgated in 1819 in the-Kingdom of the or woman. The experts swear to perform their duties faith- 
Two Sicilies and based on the reformed French Code, was ~ fully and honestly. It has been recommended by the court 
adopted as a model. ~ In 1836 the first draft code of penal laws that, whenever in the course of their inquiries the experts obtain. 
to be drawn up under British rule was published. After several information, the persons giving such information should be 
revisions and a lengthy discussion in’ the Council of Govern- heard as witnesses and their information recorded in the form 
ment, the draft code was finally promulgated in 1854: Article32 of statements. It has also been. recomménded that a regular 
of this code stated that “no person is liable to punishment for procès-verbal of the interrogatory of the patient, when made 
an act done or omitted by him when he is of unsound mind by the experts, should be kept and filed with the report. The 
or in a state of madness.”- Other articles dealt with the report of the psychiatrists: is read publicly and they may be 
procedure to be adopted when the plea of insanity was raised submitted to cross-examination under‘oath. Those persons who 
and with the-disposal of the insane criminal. Important amend- have given information to the experts are also examined like 
ments and additions to the original code were introduced in any other witness. 
1900, 1909, 1914, and 1935. . The court may allow the mental experts to abaia on oath 
i ' all relevant information about the accused from witnesses 
residing outside its jurisdiction. It has been held “that it is 
ee , . , SPEE the court's duty to see that every provision be made so that 
The plea of insanity may be raised either during the inquiry the experts may have at their disposal all such information as 
= (Court of Judicial Police as a Court of: Criminal Instruction) may enable them to give, in the interests of justice, a` correct 
or during the trial (H.M. Criminal Court). opinion.” The court, the prosecution, the defence, and mem- 
During the Inquiry.—Article 34, para.,(a), of the Criminal Code . bers of the jury have the right to ask for further elucidation 
re down that no one jis’liable to punishment if at the time of the from the experts on their report or on such other points as 
act or omission complained of such person was insane. ` When, they may deem necessary in order to make the opinion of’ the 
therefore, there are reasonable grounds for suspecting that the experts clearer. The members of the jury are not- bound to 


alleged offender was insane at the time of the commission or omission -abide .by the conclusions of the inental’ experts against their 
of the act, or at the ‘time of the instruction, the court appoints one own conviction., 


or more mental experts to examine the accused and report upon his 
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‘ f ` Present Provisions” ` 


state of mind. If they report that the accused was mentally ill at \ Comment . 
the time of the alleged offence, the court orders the transmission of 
the records of the inquiry to the Attorney-General. If the latter The. superiority of Maltese law ‘over English law on the 


does not decide to contest the findings of the experts. the court subject of the culpability of the insane is obvious, In Malta 
decrees that the person in question be sent to the mental hospital, there are no tests of legal responsibility in the case of mentally 

`~ and it informs the Head of.the Government of .this-step. The Head _ disordered persons arraigned before a court of law. Maltese 
of the Government then issues such directions as he deems necessary legislators have not laid down any rules by which the distinc- 
rh ok areca nee he oe insane persh, The,accused has the tion between sanity and insanity is to be drawn. ' They are 

. Opposes the experts’ opinion, he may direct the court to continue - aware that this demarcation line is a delicate one, and they 
with the inquiry on the merits of the charge, or he may refer the leave if to the mental experts to decide when a man ceases to 
matter to H.M. Criminal Court, where the i issue of insanity is decided exercise control over his actions on account of mental illness. 
-._ by à jury. Maltese jurisprudence has likewise recognized the fact that, 
During the Trial—In conformity with Article 34, it has been held apart from psychosis and ‘mental defect, such disorders of the 
that no one can be called to answer ‘to a charge if at the-time of , Personality as “adolescent instability ’ » and “ ` psychópathic 
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personality ” may exonerate the accused from culpability. 
Malta, therefore, it is enough for the psychiatrists to show 
that an accused person is mentally ill to exempt him from 
punishment. Of cotirse the jury may not accept the psychia- 
trists’ diagnosis of imsanity, and they. are free to judge the 
accused party to be sane in spite of the psychiatrists’ opinion 
to the contrary. But the illogical situation of finding a person 
insane and at the same time legally responsible for his acts can 
never occur in a Maltese court of law. 
_ Another advantage of Maltese procedure is in the calling of 
mental experts to assess the state of mind of the accused. The 
appointment of mental experts to examine the accused pertains 
to the court alone. It has been held that it is not only the 
tight but also the duty of the judicial authority to ascertain 
the state of ~mind of the accused’both at the time of com- 
mission or omission of the act complained of and at the time 
of the trial. To deny such a right to the judicial authority is 
to ignore one of the fundamental] principles of criminal justice 
and to run the risk of convicting a non-responsible person. 
The divergence of opinion that often arises in an English 


court of law about whether the accused is insane within the ' 


meaning of the law tends to create confusion in the minds of 
the jury. There may also be a tendency for the jury to look 
upon the mental experts of either the defence or the prosecu- 
tion as biased or interested parties. Maltese legal provisions 
with regard to the choice of the mental experts cannot give rise 
to such perplexity in the minds of the jury. The psychiatrists 
are appointed by the court, and this ensures their absolute 
independence of both the defénce and the prosecution. They 
are as independent asthe judge himself. They are above any 
possible suspicion of bias either in favour of or against the 
accused, and, what. is equally important, the public feels 
that justice is not only being doné but is “ manifestly and 
undoubtedly seen to be done.” 
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Medical Notes in Parliament 
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, NURSES BILL 


The Nurses Bill was considered on report in the House of 
Commons on November '4. The committee stage was taken 
on October 28 (Journal, November 12, p. 1120). 

Mr. BLENKINSOP moved and Mr. WALTER ELLIOT supported 
a new clause to impose penalties on persons who falsely repre- 
sented themselves as being included in the list of nurses kept 
under Section 18 of the 1943 Act. The clause .was added to 
the Bill. 

Mr. Howarp moved a new clause providing for the appoint- 
ment.of a training committee and_setting out its powers. He 
pointed out that Parliament was setting up within the General 
Nursing Council one statutory committee to deal with finance 
and another to deal with mental nursing, but there was no 
statutory committee to consider improvements in the training 
of nurses. Mr. LINSTEAD, in seconding, said the General 
Nursing. Council was ceasing to be an independent profes- 
sional body and in half its activities was becoming a paying 

agent of the Treasury. Once it was partially integrated into 
the Government machine it was in danger of losing authority 
and independence. : P 

Mr. BLENKINSOP said the control of training was the main 
function of the General Nursing Council, and it was clear that 
it would set up a committee, as it had done in the past, to look 
after this feature of its work. The Government had already 
-gone as far as it ought in statutorily subdividing the General 
Nursing Council. Mr. SOMERVILLE HASTINGS believed that the 
clause would be undesirable. The object of the Bill was to 
separate the training of nurses from the administration of 
hospitals. Mr. Howarp then withdrew the amendment. 


"y ‘` 


MEDICO:LEGAL — 
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. Nurse Training Committees.” 


‘ of the Council, 


Nurse-training Committees 


On Clause 2 Mr. BLENKINSOP moved an amendment substi- 
tuting “Area Nurse Training Committees” for “Standing 
This and other small amend- 
ments were approved. |. ’ 

On Clause 4 Mr. DIAMOND moved an amendment to ensure 
that the General Nursing Council should not be required to 
consider an estimate unless that estimate related to a hospital 
which had already been approved by the Council for the pur- 
pose of nurse training. Mr. BLENKINSOP said it was true that 
Clause 4 did not specifically refer to training which was in 
accordance with the Council’s training rules, but Clause 6 
clearly provided that the Council should defray all expenses 
which had been incurred by an Area Nurse Training Committee 
with the approval of the Council. It would be within the power 
of the Council to decline to approve any expenditure on train- 


‘ing not in accordance with its rules. 


Mr. LINSTEAD was perturbed at the suggestion that no finance 
would be forthcoming for nurse training except in respect of 
institutions already approved. That seemed to him to crystal- 
lize and sterilize everything. He hoped the Minister would say 
a few words on how experimental training schemes, while they 
were being built up to the stage justifying approval, were to 
be financed. Mr. BLENKiNSop said the Bill left the General] 
Nursing Council full discretion to deal with expenditure in the 
building up of training schools to the required ‘standard. ` 

Mr. WALTER ELLIOT said the grading up of hospitals and the 
standards of teaching institutions had been points around which 
arguments had gone on for years, particularly in regard to the 
grading up of local government institutions to the point of 
becoming teaching institutions. An institution anxious to 
reach the standard might believe it could do so, but the 
General Nursing Council might think it could not. In those 
circumstances a promising development might be stultified. 
There were many cases where advocates for a bospital becom- 
ing. a training school had great difficulty in persuading the 
powers that be that the hospital was fit to be recognized for 
training. 

Mr. HASTINGS received an assurance from Mr. BLENKINSOP 
that if a regional hospital board decided. to build a 200-bed 
hospital and to have a nurse-training school requiring a certain 


‘amount of building and equipment, the regional hospital board 


could apply for finances for this purpose. Mr. DIAMOND then 
withdrew his amendment. 

Mr. Howard moved an amendment to make it clear that the 
Minister should not specify what type of equipment or activity 
was desirable for the purpose of training nurses. He said it 
was for the professional body to specify and for the Minister 
to approve. Mr.’ LinsteaD seconded this amendment.: 

Mr. BLENKINSOP suggested that the amendment would give 
to the General- Nursing Council a responsibility for splitting 
up general expenditure which should not be the responsibility 
of that Council and must be the responsibility of the Minister. 
The amendment was negatived, and small amendments were 
accepted on Clauses 5, 6, and 7. 

On Clause 8 Mr. BLENKINSOP moved an amendment 
authorizing the nomination to the finance committee by the 
Minister of not more than two persons other than members 
after consultation with the Council. He said 
the Government felt that such appointments would be valuable 
to both sides. The House accepted the amendment, 

Mr. BLENKINSOP further moved as an amendment to the First 
Schedule that some of the first members appointed to the 
Council should hold office for a term of three years. He said 
this would provide more overlapping .of the periods of office of 
the different members of the Council. Minor amendments were 
made in the Second Schedule and the reportystage ended. 


Third Reading 


The third reading followed immediately. Mr. BLENKINSOP 
said the House was anxious to give every encouragement to 
the General Nursing Council because of the value to the Health 
Service which would come from the further improvements in 
nurse training which the Bill would effect. 


\ 
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' Sir Huca Lucas-Tooru said the Opposition had apprehen- 
sions that difficulties would arise in the working of the Bill. 
He-feared the Government had over-simplified the position, 
` perhaps because they had.in-mind what had been done in the 
training of doctors. Ministers were disposed to think that it 
would be possible to set up some kindred organization which 
would ‘work as easily and ‘as quickly. The organization con- 
` nected with the medical schools had grown up over a very long 
' time and it would be difficult to introduce a similar organiza- 
tion quickly for training nurses. He feared there would be a 
. number of errors before the country secured a satisfactory 
system. 

Colonel Lirron said both teaching hospitals and municipal 
hospitals, as they used to be called, would gain from the co- 
urdination that was likely to be brought about by the Bill. He 
welcomed the assurance given earlier by Mr. Blenkinsop that 
the General Nursing Council was not likely to make demands 


upon the -teaching hospitals which would diminish their high . 


standards. He hoped that neither regional boards nor hospital 
governors would deter any ward sister or any others in the 
lower ranks of the nursing profession from endeavouring to get 
elected to the General Nursing Council. 

The Bill was then read a third time without a division. 


National Federation of Hospital Officers 


Sir JOHN MELLOR on October 25 drew attention to the refusal 
ot the Minister of Health to negotiate with the National Federa- 


ton of. Hospital’ Officers. He said the Federation had been’ 


formed and registered as a trade union in 1948. Its constitu- 
uon prescribed that only administrative, clerical, professional, 
and. technical’ workers in hospital should be eligible for 
membership and that its activities were to-be limited to the 
interests of hospitals services and hospitals officers. It further 
provided that these activities should be strictly non-political. 
At present in the administrative and clerical field the Federation 
had approximately 3,500 members out of its total membership 
of about 6,500. In July, 1948,- the Federation wrote to the 
secretary of the staff side of the administrative and clerical 
functional council under the Whitley scheme in the National 
Health Service applying for seats on the functional council. 
That application was not approved. 


The Federation then appealed tothe Minister tnd asked him 


‘to grant it the right to negotiate directly with him if it 
was not given seats on the functional council. The Minister’s 
attitude was that the composition of the staff side was a matter 
for the staff side itself. Later the Minister wrote that he would 
not be warranted in entering into separate discussions with 
-the Federation on matters within the scope of the Whitley 
Council. The Minister had in fact created a closed shop with 
no mandate from anyone in the Service except the members of 
certain bodies which he had invited to form a staff side. Sir 
Sohn said the National Federation had a larger membership 
than.any other body which had.a seat on the Whitley Council. 
There were about 40,000 hospital officers in the administrative 
and clerical categories, and the bodies which had been estab- 
lished on ‘the staff side represented only about 8,000 out of 
this number. 

Mr. BURDEN asked Mr. Bevan not to accede to the request 
of Sir John Mellor. An overwhelming majority of the hospital 
staffs were already members of existing trade unions. These 
unions and professional organizations had acted as-negotiating 
bodies before the National Health Service Act, 1946, was passed. 
The National Federation of Hospita] Officers did not exist when 
the Minister invited the staff side organizations to agree to the 
setting up of the new functional councils: In accordance with 
Whitley practice another organization could obtain admission to 
the Whitley Council only with the consent of the existing staff 
side. Mr. Bevan “would depart from normal procedure if he 
‘adopted any other practice. The sponsors of the Federation 
were chief administrative officers of certain ex-voluntary hospi- 
tals, most of whom were known to be opponents of trade union 


organizations in their hospitals before the introduction of the- 


National Health Service. Propaganda material had been issued 
from the offices of the British Hospitals Association, the recog- 
nized association of voluntary hospitals. 


~ 


* 


Sir JOHN MELLOR said these men were not opposed to trade 
unionism but were opposed to political trade unionism, and 
the constitution of the Federation reflected that opposition. 

Mr. Haypn Davies said Sir John Mellor had not rendered a 
service to the hospital administration by raising this matter 
His endeavour was to make things more difficult for those who 
had to administer the teaching hospitals. It was sheer snobbery 
for persons to say that they could not be represented on the 
staff side of the Whitley Council through their trade union 
Before the mushroom growth of the Federation there had been 
appropriate trade unions which could have taken in all the 
professional men. . 

Dr. H. B. Morgan said that the union of which he as a 


“medical man was a member, the Confederation of Health 


Service Employees, had more officers as members than had 
the Federation. The Federation had been formed from a source 
which had had opportunities in previous years to get representa- 
tion on bodies connected with hospital matters and had sud- 
denly realized after the passing of the National Health Service 
Act that the voluntary hospitals were part of the national 
health system. The Federation was a new union of doubtful 
strength. He doubted whether it would last long. Many trade 
unions still had no representation. Some were too small anc 
some were not sectionalized enough. -The health section of 
the Transport and General Workers Union was definitely 
sectionalized and discussed only its own problems. The 
Federation should wait its turn and ask for representation 
when the Act had consolidated itself. He thought that Sir 
John Mellor did not know the difficulties which had beer 
encountered in consolidating the status of doctors and of nurses 
in the Service and of adjusting one side to another. 
behind the scenes were doing their best to get a smooth passage 
for the Act, which would take at least five years to come to 
full fruition. ° 

Mr. BLENKINSOP, replying to the debate, regretted that thi- 
discussion would make the position on the Whitley Counci’ 
more difficult. If it were to be suggested that the Minister a+ 


employer should have a right to settle the form of staff side 


representation, that would have a most disastrous effect on the 
health services. It would be difficult for the Whitley machinery 
to work smoothly if separate negotiations were going on.with 
another body. The Ministry had not closed the door to future 
direct negotiations should it be satisfied that by denying them 
a large proportion- of the workers in this field would be ruled 
out of representation. The Ministry did not’ feel that a member- 
ship of 3,000 out of some 22,000 workers was sufficient to 
warrant its interference with the Whitley Council and the danger 
of breaking the Whitley Council arrangements by opening direct 
negotiations. He accepted that membership of the Federation 
was growing and said that the Ministry would have to review 
the matter later. Before the Ministry opened negotiations it 
must also be satisfied that the Federation was becoming estab- 
lished as a permanent body. It had only been in existence for 
a short time. : 
Second Opinions by R.M.O.s 

Mr. DouGLAS HOUGHTON on November 1 asked the Minister 
of National Insurance what decisions were reached by regional 
medical officers in the 202,188 cases referred to them for a 
second medical opinion in the twelve months ended September 
30, 1949, and in the 75,189 referred to them in the previous 
twelve months. 


Mr. JAMES GRIFFITHS, in reply, circulated the following table 


with the particulars asked for expressed as percentages: 


Cases submitted to Regional. 


Medical Officer 
; Year ended - Year ended 
September September 
30, 1949 30, 1948 
Accepted as incapable ikon examination . 
after consultation with claimant’s doctor, 
or found incapable of work on examina- 
tion . 48 41 
Incapable ‘of normal occupation but not O: 
incapable of alternative work .. ~ 4 - 5- 
Not iùcapable of work sä 16 13 
Failed to attend examination or submitted 
evidence of recovery before examination 32 4} 
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Mr. Griffiths added, that the reports of regional medical local health authority for a recuperative holiday a standard 
officers’ did not constitute, decisions on claims’ for benefit but charge was levied on the parents. 


were evidence which, along with the certificates rendered by Mr. BEVAN replied that convalescence proper was part of the 
the claimant’s-own doctor, would be taken into account by the hospital service and was free. Facilities for holidays were one 
statutory. authorities in determining the claim. — of the “extras” which local authorities could provide as a 
; ‘form of aftercare and for which they could make reasonable 

l No Names ee charges. He saw no reason to alter this. f 








— 


ae ALAN Dower on November 1 asked the Chancellor i 
uf the Exchequer to make known the names of the members of ° ‘84's 
the Exchange Control Medical Advisory Committee who Univer sities and Colleges 
decided whether_to approve or disapprove applications foa aq 7]: SSS ewe 
urgent medical treatment abroad. j l 

Mr. GLENvIL HALL replied that this could not be done. Sir ' f UNIVERSITY OF CAMBRIDGE 
Stafford Cripps had already said it would not be advisable to In Congregation on October 29 the following medical degrees were 


di h ~ ` conferred : s a 
isclose the names of the members of the committee. MDF W. WatkynThomas (by proxy), H Harris, B. G. 


Parsons-Smith, W. S. Haynes, R. V. Stone, C. C. Bryson, M. S. M. 


; : ~ Palmer. 
Morphine for Mountaineers UNIVERSITY OF BIRMINGHAM 


_Mr...Epe, replying on November 3 to Squadron Leader Professor George Haswell Wilson, M.D., resigned from the Chair: 
FLEMING, said that, in consultation with the Minister of Health, of Pathology on- September 30. He was elected Professor of 


he was considering whether it would be- possible to make Pathology in the University in 1922. ` 
arrangements, subject to suitable safeguards, for the admini- Professor S. Zuckerman, M.D., F.R.S., Director of the Department 
stration of morphine to injured climbers. He could not approve S eee oH been appointed a member of the Agricultural 
_ the arrangements: which the Manchester surgeon, Mr. Wilson esearch Counci. 

Hey Journal, November 3, p. 1056), had operated since 1934, rofewor W, Melville Ammott, MD, FARCE Eda and Mofo 
for mountain rescue squads to carry ampoules of morphine for PE 4 


ee : itt tatives of the Faculty of Medicine for the Sessi 
the‘speedy treatment of injured climbers. He said he could not 19, 19.5 n representatives of the Faculty of Medicine for the Session 


wink at defiance- of the law for 15 years, but if Mr. Wilson Walter Thomas Smith, M.B., Ch.B., has been appointed Lecturer 
Hey submitted another plan for the carrying of this drug he in Pathology and G. Cumming, B.Sc., Research Fellow in Medicine 


would consider it: from October 1; and R. H. Cawley, B.Sc., Research Fellow in 
; Medical Statistics from August 1. 
Size of N.H.S. Lists Degree Day, 1950, will be held on Saturday, July 1, when there 
- l will be Congregations in the morning and in the afternoon. 
Mr. PLatrs-MiLts asked on November 3 for a list showing The University Medical Officer’s Department will in future be 


the numbers of general practitioners with 2,500, 3,000, 3,500, known as the University Health Service. 
4,000, and over 4,000 patients registered with them under the 
National Health scheme. ROYAL COLLEGE OF PHYSICIANS OF IRELAND 

Mr. BEVAN said general statistics were not readily available, The following were admitted to the Membership of the College on 
but inquiries had been made in a number of areas. Analysis November 4: W. G. Keane, D. J. O’Callaghan, I. B. Patwari, 
of the information supplied by six areas, not necessarily typical ©. P. D. Ryan. | 


doe eee el a oe Or 
7 The following lectures will be delivered at the College (Lincoln's 


into the different categories referred to by Mr: Platts Mills. In fin Fields. London W.C): Tuesday, November 22, 3.45 p.m., 


compiling the statistics doctors engaged in partnership had ‘been Imperial Cancer Research Fund Lecture by Dr. James Craigie, “ A 
assumed each to be responsible for the average of the number Quantitative Approach to the Study of Transplantable Tumours ” ; 
of persons on each partner’s list. Doctors employing assistants Thursday, November 24, 5 p.m., Thomas Vicary Lecture by Sir 
had had their lists notionally reduced by 2,400 for each assistant. ' Henry Wade, “The Barber Surgeons of Edinburgh”; Tuesday, 
The number of doctors practising under’ the National Health al Fae pa, po a Research ays Pe Dy 

‘ce i : r. C. H. rewes, F.R.S., “The Virus Theory of Cancer 1n the 
Dene Ne Sie Sere ee a Light of Recent Work ”; Thursday, December 1, 5 p.m., Otolaryngo- 
logy Lecture by Professor Geoffrey Jefferson, F.R.S.; “ Intracranial 
Abscess ”; Thursday, December 8, 3.45 p.m. Arnott Demonstration 





Size of List. Number of Doctors |- rea o Toti ‘by Mr. R. J. Last, “ The Knee Joint”; Tuesday, December 20, 3.45 


p.m., Arnott Demonstration by Mr. Last, “ The Larynx.” 


eS oe git SSE The lectures are open to’ those attending courses at the College and 
3,501 i 4000.0 Do 334 to all other medical practitioners, dental surgeons, and advanced 
Over 4,000 .. .. 160 students. 


~ 





At a meeting of the Council of the College held on November 10, 
: with Sir Cecil Wakeley, President, in the chair, Professor G. Grey 
Mr. Bevan added that as there was some element of inflation Turner was re-elected as the representative of the College on the 
in executive council’s registers, the figures in columns 2 and 3 ` sg of King’s mg Newcastle-upon-Tyne. e 
ight be higher than was actually the case. Executive councils plomas of Membership were granted to the 173 successful 
mig > y 2 A palais candidates for the licence of the Royal College of Physicians of 
were asked in November, 1948, to request doctors with lists in London (Journal, November 12, p. 1122). l 
excess of 4.000 not to accept additional persons for inclusion Diplomas in Tropical Medicine and Hygiene were granted jointly 
Jin their lists, except relatives of persons already on their lists with the Royal College of Physicians of London to T. H. Work and 
living in the same house, until their lists had been brought in Ophthalmic Medicine and Surgery to J. H. Owen-Flood. 
within the permitted limit. Executive councils generally acted St. Woolos Hospital, Newport, -Mon., was recognized in respect 
on this request. Some had gone further and used their .discre- -of the six months’ resident surgical appointment required of 
tion to require doctors to take further steps to see that their candidates for the Final Fellowship examination. 





lists were ‘brought within the limit. . ; ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
l ; P GLASGOW i 
` *- Convalescence and Holidays ° . In connexion with the 350th anniversary of the foundation of the 


` r- ; - Faculty Mr. Archibald L. Goodall, Honorary Librarian, will deliver 
Mr. PLATTS-MILLs pointed out on November 10 that when the Finlayson Memorial Lecture entitled “The Royal Faculty of 


a child was sent away for convalescence by a hospital the cost Physicians and Surgeons ” in the Hall of the Faculty, 242, St. Vincent 
was borne by the regional hospital board and there was no Street, Glasgow, on Wednesday, November 23, at 5 p.m. The lecture 
charge to the parents. But if the child was sent away by the is open to the public. ; ; 


— 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended October 29. [No. 43 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures A Births and Deaths, and of Deaths recorded-under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(2 London (administrative county). (c) The 16 principal towns in Scotland. 

d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
- | A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 








Disease 






(a) |) | @ | Ca) | © 


























Cerebrospinal fever 
Deaths : 
Diphtheria 
Deaths 


Dysentery 
Deaths do 


Encephalitis lethargica, 





acute . 
Deaths 


Erysipelas 
Deaths 








Infective enteritis or 
iarrhoea under 2 





Ophthalmia neonatorum 
Deaths Sw a 





Paratyphoid fever 
eaths. ms 





Pneumonia, influenzal .. | 
(from influ- 
enza) e wi 





Pneumonia, pri i 
Deaths Peet i 

Polio-encephalitis, acute 
Deaths’ ea i 

Poliomyelitis, acute 
Deaths§ ae 

Puerperal fever . .- ae 
Deaths sie ia 

Puerperal pyrexial| 
Deaths za 

Relapsing fever _ 
Deaths is 

Scarlet fover 

Deathst 

` Smallpox ee i 

Deaths i 








Typhoid fever- .. 
Deaths oe 
Typhus fever. .. 
Deaths oe 
Whooping-cough® 
Deaths sh 
Deaths (0-1 year) 


Deaths (excluding still- 
births) 


Annual death rate (per 
1,000 persons living) 


4,466| 710| 577| 157| 118] 4,491] 723| 547] 166| 118 


Live births EA ate 
Annual rate per 1,000 
persons living ; 


—— | ss u | 


“stillborn) .. "| 34) 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 


are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

f Includes primary form for England and Wales, London (administrative 
county): and Northern Ireland. es 

§ The number of deaths from poliomyelitis-and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

il Includes puerperal fever for England and Wales and Eire. 


1948 (Corresponding Week). 


EPIDEMIOLOGICAL NOTES 
Poliomyelitis 
Notifications in England and. Wales in the week ended 
November 5 were: poliomyelitis 318 (347), polio-encephalitis 
12 (20). Figures for the previous week are shown in parentheses 

Multiple cases were reported in the following counties: 
London 50 (55), Bedford 6 (2), Berks 7 (3), Buckingham 2 (4) 
Chester 16 (10), Derby 3 (2), Devon 3 (3), Dorset 7 (3), Durham 
3 (2), Essex 24 (26), Gloucester 6 (9), Hereford 4 (2), Hertford 
4 (9), Huntingdon 5 (0), Kent 15 (16), Lancaster 26 (32) 
Leicester 12 (3), Lincoln, Lindsey 5 (13), Middlesex 14 (17) 
Norfolk 7 (5), Northampton 4 (1), Northumberland 4 (2) 
Nottingham 9 (8), Oxford 2 (2), Salop 2 (0), Somerset 2 (11). 
Southampton 9 (13), Stafford 7 (3), East Suffolk 2 (2), Surrey 
6 (14), East Sussex 5 (9), Warwick 7 (8), Westmorland 3 (1), 
Wiltshire 2 (1), North Yorks 2 (2), West Yorks 36 (50). 
Glamorgan 4- (7). 

Smallpox 

In Liverpool a male laboratory assistant aged 16, who handled 
glassware contaminated with smallpox virus modified by egg 
passage, has developed smallpox. The onset of his illness was 
‘on October 24, the rash appearing on October 27. Primary 
vaccination had been performed on October 17, soon after he 
started work in the laboratory. The diagnosis has been con- 
firmed by. the isolation of smallpox virus from the pustules: 
the rash is discrete and modified. The. patient was isolated on 
October 29, and contacts have been vaccinated and: placed 
under surveillance. ; 

On November. 10 the patient’s younger brother, aged 15. 
living at the same address in Liverpool and unvaccinated at 
the timé of contact, was put under observation with symptom: 
of early smallpox. His illness is relatively mild. 

There is a possibility that the original case may have infected 
others during the pre-eruptive stage, but all contacts are believed 
to be under close surveillance, and spread to the general public 
is not expected. 

Typhoid Fever in Salford 

There has been a considerable outbreak of typhoid fever in 
the Salford district. Preliminary inquiries disclosed that all the 
early cases had taken a meal at the Masonic Hall, Salford, on 
October 6.. Subsequently other cases were found to have had 
meals at the same place on other dates, and it became apparen! 
that-a continuing source of infection had been present. It is 
thought that some 3,000 persons are at risk. 

Up to the present the total of confirmed and suspected cases 
is 34. The organism is of Vi-phage type El. Inquiries are 
being made among the food-handlers at the restaurant. Three 
are at present under suspicion, and one is excreting organisms 
of Vi-phage type El and is probably a chronic carrier. AT! 
food-handlers at the restaurant have been taken off duty 
temporarily. 

- Discussion of Table 

In England and Wales there were decreases in the notifica 
tions of whooping-cough 85, measles 57, and acute poliomyelitis 
38. The only increase of any size was in the incidence of 
scarlet fever 63. l 

Small variations were noted in the incidence of scarlet fever 
the largest being an increase of 31 in Lancashire. For the 
fifth successive week there was a rise in the notifications of 
diphtheria ; the chief feature of the returns was an increase 
of 7 in Lancashire. 

The fall in the notifications of measles was due to the experi 
ence of the Midlarids; in the south and north the incidence 


‘increased. In the combined area of London, south-eastern, and 


south-western counties a rise of 81 was recorded, and in the 
north-western and northern counties there was a rise of 70 
The largest local changes in the notifications of measles were 
decreases in, the Isle of Ely 55 and in Warwickshire 37, with 
rises in Norfolk 52 and Lancashire 35. 

A further 89 cases of dysentery were notified in the Lanca- 
shire outbreaks: Liverpool C.B. 29, Wigan C.B. 16, Ince in 
Makerfield U.D. 15, and Hindley U.D. 11. The largest returns 
for food-poisoning were from Yorkshire West Riding, Sheffield 
C.B. with 37 notifications, and from Warwickshire, Rugby 
M.B. 24. 
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In Scotland there were small decreases inthe notifications of 
‘most infectious diseases ;-the largest fall was ‘scarlet fever 27.. 
The largest returns for -dysentery were Glasgow 37 and 
Dundee 12. 


_ In Eire decreases weré reported i in the incidence of diarrhoea 

and enteritis 39 and scarlet fever 36. The experience of Dublin 
C:B. ‘mainly contributed to these falls. Notifications of measles 
in Waterford C.B. increased by 57, while a fall-was recorded in- 
the remainder of the country. a 

In Northern Ireland there were only small fluctuations in the ` 
notifications of infectious diseases. A decrease of 12 in the 
notifications of measles was recorded in Belfast C.B., while an 
increase of 13 was reported from County Down: 


Week Ending November 5 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,048, whooping-cough 


- 398, diphtheria 86,-measles 1,082, acute pneumonia 419, cerebro- - 


spinal fever 18, acute poliomyelitis 318, acute polio-encephalitiş 


(2, dysentery 83, paratyphoid fever 7, typhoid fever 1, food- - 


poisoning 94, - 





Medical News 





The Vicary Lecture 


Sir Henry Wade, C.M.G., D.S.O., F.R.C.S.Ed:, will deliver’ 
‘the ‘Thomas. Vicary Lecture before the Royal Gollege of Sur- 
zeons of England (Lincoln’s Inn Fields, London, W.C.) on 
. Thursday, November 24, at 5 p.m. His subject i is “ The Barber 
Surgeons ‘of Edinburgh. » , 


-Visits to Canada - © oe 


It is hoped that any medical men and women who intend to 
visit Canada will inform the Secretary of the B.M.A.. so that - 
‘nformation of such visits may be forwarded to the Canadian. 
Medical Association, which is anxious to be of help to doctors 
f from the United- Kingdom visiting Canada. 


interpreters for the Deaf 


The Secretary of State for Scotland has nace local authori- 
ties to provide, if possible; the services of a qualified interpreter’ 
_ for the deaf when a deaf or a deaf and dumb person is being 
medically examined for certification as mentally deficient. This 
step has beén taken as a result of representations made by the 
Scottish Association for the Deaf.- 


‘ 


Christmas Seals r 


The National Asséciation for the Prevention of Tuberculosis 
again offers Christmas seals and cards for sale. The profits 


~ 


help to pay for the association’s valuable work in educating the ~ 


public in the prevention of the disease and for the welfare of 
the tuberculous. The seals have been. given by the Canadian 
Tuberculosis Association and cost 4s. a hundred. The cards are 
6d. each; including envelope. Both can be obtained from the 


British Plastic Surgeon in Turkey 
Professor T. Pomfret Kilner, Nuffield Professor of Plastic 


Sue in the University of`Oxford, left London by air on 


November 13 for a lecture tour in Turkey organized by the 
British (Council in conjunction with the Turkish Ministry of 
Health. He will speak -in the Universities of Ankara and 
Istanbul and at hospitals in Ankara and Izmir. 


Scholarships for Nurses 
The British Commonwealth and Empire Nurses War 


Memorial Fund will award the following scholarships in - 


1950:.United Kingdom.—Royal College of Physicians Scholar- 
ship, Sir James Knott Scholarship (limited to a nurse or mid- 
wife from Northumberland or Durham), Robert Wood Johnson 
Scholarship (limited to an English nurse -training in child wel- 
fare. Countries visited, preferably. -Canada or Australia) 
Dominions. — Pakistan: Gilchrist Scholarship. Canada: 
Thomas Wall Scholarship. Ceylon: Mountbatten Scholar- 
ship. Colonies-——Malaya: Mountbatten Scholarship. Hong 
Kong: Royal College of Physicians Scholarship (candidates 


- must be colonial nurses), These scholarships will be tenable 


in a country other than that in which the candidate is domi- 


- ciled. Nurses and midwives in the U.K. can obtain particulars 


‘of the qualifications required from the scholarships secretary 


of the fund at Dorset House, Stanford Street, London, S.E.1. 
The éntrance form must be completed before January 31, 1950. 
Selected candidates will then be required to write an essay on 
“What contribution has nursing made, and can nursing make. 
to the life of your country?” On the results of this essay a 
short list will be interviewed for final choice. Candidates from 
the Dominions and ‘Colonies will be selected by the appropriate 


authorities there. 


, Scientific -Filmis 


r 


~ 


Duchess of Portland, chairman of the. N.A.P.T., Tavistock. 


House” North, Tavistock Square, London, W.C.1, or in Scot- 
land from the N.A.P.T. (Scottish Branch), 65, Castle Street, 
Edinburgh, 2. z - 


A 


World Research in Alcoholism 


. The Department of Public Welfare of the State of Illinois 
publishes monthly an annotated bibliography entitled World 
Research in Alcoholism. This contains abstracts of papers and 
books on all aspects of the subject of alcoholism and descrip- 


tions. of the arrangements made by various. States to treat and ~ 


rehabilitate alcoholics. Those wishing to receive copies of 
World Research in Alcoholism should write to the éditor, 
[linois Depaftment of Public Welfare, Division of the Alienist, 
` 912, South Wood Street, Chicago, 12, Minois. 


roA 


A film on “Tracing the Spread of Infection: Pemphigus 
Neonatorum,” made for the Ministry of Health by the Centra) 
Office of Information; was shown at the C.O.I. on November 11. 
Intended mainly for teaching pupil midwives, it illustrates hou 
the infection may spread from any of the contacts of the infant. 
and the laboratory methods used in tracing it. The photo- 
graphy and commentary are clear, though in view of the 
purpose of the film it is questionable whether it should have 
included such detailed illustration of the laboratory work 


‘required in carrying out the coagulase test and phage-typing. 
- It was made with the advice of the Medical Research Council- 


Cross-Infection. in Hospital Wards Subcommittee and the 
Central Midwives Board. Copies of the film (35 mm. and 
16 mm.) may be borrowed after November 30 from the Centra] 
Film Library, Imperial Institute, London, S.W.7, by those witb 
their-own sound projectors. It will also be available on C.O.] 
mobile units, for which application should be made to the 
appropriate regional film officer. His address can be obtained 
from the C.O.I. at Norgeby : House, 83, Baker Street, London. -~ 
W.1. In either-case its use is free of charge. 

The London Optical Practitioners Branch of the Association 
‘of Scientific Workers showed some scientific films at Friends 
House, London, on November 10, one of particular interest 
being a Russian film, with a commentary by Professor’J. B. S. 
Haldane, F.R.S., on blood transfusion experiments in animals. 
It showed an isolated dog’s head supplied with oxygenated 
blood from a special pump. The head responded to a number 
of external stimuli; the eyes reacted to light by blinking, and in 


_ response to noises the head pricked up its ears. Sometimes the 


tongue licked round the lips. The film then showed blood 
being completely drained from an anaesthetized dog, and after 
ten minutes the blood was pumped back. In due course the dog 
revived, the pump was detached, and the wound stitched up. 
On recovery from the anaesthetic the dog seemed none the 
worse. 


Association of Industrial Medical Officers 


Dr. L. G. Norman, Chief Medical Officer of the London =: 


Transport Executive, has been elected -President of the 
Association of Industrial Medical ‘Officers. 


ws 
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COMING EVENTS ~ > 





> 


p Birmingham Consultants’ , Meeting 


A ' meeting of the Regional Consultants and Specialists 
Committee will be -held at the Queen Elizabeth Hospital, 
Birmingham, on November 23, at 5.15-p.m. Subjects to be 
discussed include reconstitution of. the committee and- election 
of representatives, 7 


ka 
r 


- 


Cantor Lectures . , 


Mr. D. W. Kent-Jones, Ph.D., will deliver: three Cantor 
Lectures before the Royal Society of Arts (John Adam ‘Street, 
Adelphi, London, W.C.) on Mondays, November '21 and 28 
and December 5, at 6 p.m.’ His subject is “ Bread.” * 


Contraceptive Technique : 


A lecture and demonstration (on living models) of contra- 
ceptive technique will be given by Dr. Marie C. Stopes and Dr. 
M. Beddow Bayly at the Mothers’ Clinic, 108, Whitfield Street, 
London, W., on Thursday, December 1, at 2.30 p.m. Tickets 

_ of admission must be obtained in advance. 


SOCIETIES ‘AND LECTURES 


Friday 


BRITISH INSTITUTE OF RaDIOLOGy.—At 32, Welbeck Street, London, 
-» November 18, 5 p.m., meeting of medical members. 
í Monday ; - 
HUNTERIAN SocieTy.—At Society of Apothecaries of London, Black- 
- friars Lane, Queen Victoria Street, E.C., November 21, 8.30 p.m., 
“ discussion, “ That Alcohol has Contributed More to the Happiness 
than to the Misery of Mankind,” proposed by Dr. John Y. Dent 
and Dr. Desmond Curran and opposed by Dr. Henry Yellowlees 
and Mr. Archibald Crawford, K.C. >` ` i 
Lonpon University.—At London Schoo! of. Hygiene and Tropica! 
> Medicine, Keppel Street, Gower Street, W.C.. November 21 
6 p.m., “The Contribution of Surgery to Preventive Medicine,’ 
Heath Clark Lecture by. Sir James Learmonth. i 
RoyaL SOCIETY OF ARTS, John Adam Street, Adelphi, London, W.C. 
—November 21, 6 p.m., “ Bread,” Cantor Lecture by Mr. D. W. 
Kent-Jones, Ph.D. - 
UniversitY CoLLeGE, Gower Street, London, W.C.—November 21, 
4.45 p.m., “ Bacterial Toxins,” by Dr. W. E. Van-Heyningen. 


+ 


Tuesday 


EDINBURGH POSTGRADUATE BOARD FOR’ MEDICINE.—At University 
New Buildings (Anatomy Lecture Theatre), Edinburgh, November 
22, 5 p.m., “ Pancreatitis,” by Dr. Thomas C Hunt ‘ 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
London,, W.C.—November 22, 5 p.m., “ Histopathology of the 
Skin,” by Dr. I. Muende, | 

INSTITUTE OF OBSTETRICS AND GYNAECOLOGY.—At Postgraduate 
Medical School of London, Ducane Road, W., November 22, 

~“ 3 p.m., “ Radiotherapy in Non-malignant Uterine Haemorrhage,” 
‘by Dr. Mary D. Gilmour. 

- LONDON -Universiry.—At London School of Hygiene and Tropical 
Medicine, Keppel Street, Gower Street, W.C., November 22 
6 pm., “The Contribution of Surgery to Preventive Medicine,’ 
Heath Clarke Lecture by Sir James Learmonth. ` 

Royal CoLLeGeE OF PHYSICIANS.OF LONDON, Pall Mall East, London, 

- §.W.—November 22, 5 p.m., 
Childhood,- Charles West Lecture by Dr. N. B. Capon. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—November 22, 3.45 p.m.. “A Quantitative 
Approach to the Study of Transplantable Tumours,” \mperial 
Cancer Research Fund Lecture by Dr. James Craigie. 


Wednesday 


INSTITUTE OF PHysics: LONDON AND Home Counties BrancH.—At 
Royal Institution, 21, Albemarle Street, London, W., November 23, 
> p.m., “ Physics of Atmospheric Pollution.” by Dr. A. R. 
Meetham. Joint meeting with Royal Meteorological Society. , ` 
INSTITUTE OF .PSYCHJATRY (UNIVERSITY OF LONDON), Maudsley 
. Hospital, Denmark Hill, London S.E.—November 23, 4.30 p.m.,, 
lecture-demonstration for postgraduates by Dr. E. Stengel. 
Medicine, Keppel“ Street, Gower Street, W.C., November 23, 
6 p.m., “The Contribution -of Surgery to Preventive Medicine,” 
Heath Clark Lecture by Sir James. Learmonth. i 
ROYAL FACULTY OF PHYSICIANS AND. SURGEONS OF GLASGOW, 242, 
St. Vincent Street, Glasgow.—November 23, 5 p.m., “ The Royal 
_ Faculty of Physicians and Surgeons,’ Finlayson Memorial Lecture 
by Mr. Archibald L. Goodall. > 
RoyYaL INSTITUTE OF PusLic HEALTH AND HYGIENE, 28, Portland 
Place, London, -W.—November 23, 3.30 p.m., “ Mechanization 
> din its Relation to the Public Health,” by Dr W. Blood. 
SOCIAL PSYCHOTHERAPY CENTRE. 7, Fellows Road, London, N.W.— 
November 23, 5 p.m., “ E.C.T. and Short Methods in Relation 
to Psychotherapy,” by Dr. A. Joyce Martin. 


@ 
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SOCIETY OF CHEMICAL INDUSTRY: Foop Group.—At Medical Society 
of London, I1, Chandos Street, Cavendish Square, London, W. 
November 23, 6.15 p.m., meeting of Microbiological Panel. 
“ Recent Wark on the Bacteriology of Pasteurization,” by Messrs. 
E. B. Anderson and L. J. Meanwell. 


í - . 
=? -Thursday 


BRISTOL University. —At Canynge Hall, Bristol, November 24. - 


5.15 p.m., “ Disorders of Speech,” by Dr. Macdonald Critchley. 

EDINBURGH CLINICAL CLUB.—At B.M. Rooms, 7, Drumsheugh 
Gardens, Edinburgn November 24, 8 p.m., “ Emergencies in 
Cardiac Practice.” by Dr. l. G. W. Hill. CON 

HonymaN GILLESPIE Lecrure.—At Anatomy Theatre, Universit) 
New Buildings, Teviot Place, Edinburgh, November 24, 5 p.m.. 

. “ Pleurisy,” by Dr. James Laurie. - SN 

K1nG’s COLLEGS OF HOUSEHOLD AND SOCIAL SCIENCE, Campden Hill 
Road, London, W.—November- 24 5.30 p.m., ‘‘ Food and 
Mankind.” by Professor John Yudkin. ; _ 

Lonpon University.—At London Schoo] of Hygiene and Tropical: 
Medicine, Keppel Street, Gower Street, W.C., November 24. 
6 p.m., “The Contribution of Surgery to Preventive Medicine,’ 
Heath Clark „Lecture by Sir James Learmonth. : 

Mepico-LecaL Sociery—At 26, Portland Place, London, W.. 
November 24, 8.15 p.m., “ Psychiatry and the Defence” by Dt 
W. L. Neustatter = i f 

RoyaL COLLEGE OF SURGEONS OF ENGLAND. Lincoln’s Inn Fields 
London.. W.C.—November 24 5 pm., “ The Barber Surgeons o` 
Edinburgh,” Thomas Vicary Lecture by Sir Henry Wade. 

ST. Gerorce’s HospiraL MEDICAL ScHooL, Hyde Park Corner 
London, S.W.—November 24, 4.30 p.m.. lecture-demonstration - 
“ Psychiatry,’ by Dr. D. Curran. - , 

TORQUAY AND District MEDICAL -SocierY.—At Torbay Hospital. 
November 24, 8.30 p.m., “ Hèadache,” by Dr. Anthony Feilinp 

; Friday 

KENT AND CANTERBURY HosPITAL, Canterbury—November 25$ 
5 p.m., clinical meeting. _ = : 

Maina Vare Hosptiat For Nervous DISEASES Mepicat SCHOOL 
Maida Vale. London, W.—November 25, 5 p.m., clinical demon- 
stration by Dr. P. H. Sandifer. ; 

MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES, 11. 

` Chandos Street, London, W.—November 25. 8 p.m.. general 

» meeting. “The Ocular Aspects of the Venereal. Diseases,” -by 
Professor A. Sorsby. 


` Roya MepicaL Socirty, 7, Melbourne Place, Edinburgh.—Novem- 


ber 25, 8 A. H 


Duncan. : 
UNIVERSITY COLLEGE. Gower Street, London, W.C.—November 25. 
5.15 p.m.. “ Transmission of Excitation in Nerve and Muscle, 
-by Dr: Bernhard Katz. i “ . 


- APPOINTMENTS -- 


HOSPITAL FOR SICK CHILDREN, Great Ormond Street, London, W.C.—House- 
Physician (Junior Registrar grade). J. A. Davies, M.B., BS. House-surgeon 
Junior Registrar grade), A J. Alldred,M.B.,Ch B Resident Anaesthetic Registrar 
Registrar Grade), Elizabeth P. Champion, M.B., BS Junilor Resident Anaesthetic 
Registrars, Margaret E. Browne, M.B.. Ch.B.. Phyllis M. de Saram, M.B., B.S. 
Part-time Orthopuedic Registrar (Senior Grade). G R Parry, M.B., B.S. Registrar 
to Ear, Nose. and Throat Department (Senior Registrur Grade), B. H. Pickhard, 
M.B.. B.S., D.L.O. ` 
KALRA, ATaM P., MLB., B.S., D.P.H., D.C.H., Medical Officer of Health to 
Braintree, Witham, and Dunmow, and Assistant County Medical Officer ot 
Health, Essex. l : x 


p.m., “ The Aetiology'of Neoplasia,” by Mr. 


' 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Brueton.—On November 7, 1949, at Southmead Hospital, Bristol, to Nancy 
(nec Baldwina), M B Ch.B.. wife of Neville Brueton. M B.. Ch.B., a daughter. 

Nicholson. -On November 8, (949 at Lynfield.. The Downs, Altrincham, to 
Rosabejle and Frank Nicholsen. a daughter ; F 

Robertson.—On November 11, 1949, at the Radcliffe Infirmary, Oxford, to 
Ruth (née Colyer), wife of Dr. D. N Struan Robertson, a daughter, , 


MARRIAGES 


Blythe-—Skidmore.—On September 10, 1949, at Tettenhall Church, Wolver- 
hampton. Frank Blythe, ‘of ‘Woodthorpe, Nottingham, to Clarice A 
Skidmore, M.B.. B.S., of Tettenhall, : . 


i DEATHS 


Cooper.—-On October .1, 1949, at The Ark, South Bersted, Bognor Regis. 
Sussex, Ludford Cooper, M.D.. late of Devonshire Place, London, W.. 
and formerly of Roche er, aged 82. n 

Falrweatber.--On November 7 1949, at Purdowr House, Stapleton, Bristol, 
David Stanley Fairweather, M.D., D.P.M. aged 48 

Godfrey.—On November 5, 1949, at Appicton House. Hinckley, Leics, Harry 
Muno Godfrey M D., aged 57. ` s y 

Godson.--On -Novemhér 13, 1949. at. 28, Town Walls, Shrewsbury, Leonard 
Joseph Godson, M.R.C.S., L.R.C.P., aged 80. | Š 

Harding.—On November '13. 1949 Robert Dennis Harding, D.M.. M.R.C.P., 
D T.M.&H., of Stonerush, Wootton Courtenay, Minehead, Somerset. 

Macfarlane.—On November 8 1949, in a oursing-home, Aylmer ‘Alexander 
Mactarlane, ME of «, Gwydyr Mansions, Hove Sussex 

Macleud.--On November 10. 1949. at Glenavon, 
Erhest -Macleod. L.R.C.P.&S.Ed., L.R.F.P.S.. Surgeon Commander, R.N; 
Ret. r 

Prior.—On November 6,- 1949, at Bournemouth, John Ralph Prior, M.D.. 
D.P H., aged 75 

Swayne.—On November 10. 1949, Francis Griffiths Swayne, M.B., B.Ch., of 
Pen-y-Plock, Tillingtun Hereford aged 85. 
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Any Questions?" > 


~ A 








Correspondents -should give thelr names'and, addresses (not for. 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 


questions and answers which seem to’ be of ‘general interest. 
wh ‘ = = 


Immunization Against Colds 


` . 
` 


F 


Q.—Is there any method of immunization which will pro- - 


\tect an individual against recurrent catarrhal colds during the 
winter? — i 


probably ‘similar catarrhal infections of the upper respiratory 
tract, are due to viruses which have not yet been specifically 
identified: Protection against the primary virus infection is 
therefore not to be expected by the use of bacterial- vaccines 
unless the vaccine in some way increases non-specific resistance 
to the common.cold. It seems likely, ‘however; that secondary, 
„bacterial infection isa common complication of the primary 
coryza, probably as a result of thé damage to the respiratory” 


> 


a 


” s Me ae ur 1, Sy ? : 
- '- ' avoided—for example, -egg i$ contained in cakes, mayonnaise 


and sauces, of all. types, ‘meringues and various pastries,’ etc. 
Each food or drug tested by elimination must then be added in 


. the quantities usually taken and.the effect during the following 


two 'to three-days observed. - 

Psychological disturbances. play an important part in many 
of these cases, and the help of a psychiatrist is often required. 
A lead might~be obtained from a history of previous. or 
accompanying psychological symptoms, such. as palpitations, 
insomnia, headache, or vague dyspepsia ; and especially. go if 


' a history of emotional stress preceding or accompanying the 


urticaria was obtained. 
cases. 
“oestrol. 


“Sodium amytal” is useful in these 
Urticaria at the menopause often benefits from stilb- 
For suspected insect bites the liberal application of 


Ea l = ' . D.D.T. powder next to the skin, during the night and in the 
A.—It is now generally accepted that the common cold, and 


daytime, should be tried for four to five days: a few cases, 
especially if of the papular type, are dramatically eased. 
The best symptomatic treatment is obtained with’the anti- 
histamine drugs. - The large. majority of cases can be çon- 
trolled with suitable dosage ; drowsiness during the day should 
be avoided and this side-effect taken advantage of during the 
night. They can safely be used for long periods. Non-specific 
treatments with peptone, histamine, vitamin K, calcium, and 
autohaemotherapy are of little value ; they have been given up 


mucosa. The bacteria concerned are mostly’ those already by many workers in this field. Sometimes, however, when such \ 


present in the throat, particularly: pneumococci, Haemophilus 
influenzae, haemolytic streptococci, and probably some ‘strains 
of. Neisseria catarrhalis. Stock vaccines containing these 
Organisms have for many years been used for the prophy- 


laxis of catarrhal infections, and, although control trials have , 


failed to show any significant benefit, many practitioners believe 
from their personal experience that these anticatarrhal vaccines 
have some value. Autogenous vaccines made froni the patho- 
genic bacteria present during the later stages of a cold are also - 
used, and these may be preferred, particularly. when there is 


evidence of -persisting sinus infection due to a specific organism. — 


Some catarrhal infections may have an’associated allergic factor, 


and here again the vaccine may act as a desensitizing agent. . 


Avoidance of fatigue, damp footwear, and rapid changes of 
temperature probably helps, to maintain resistance against these 
catarrhal infections. ` S n i 
- = >» - 4 
Chronic Urticaria 
Q.—How should one investigate a case of chronic urticaria? 
What are the possible methods of treatment ? 





A.—The most important items in the investigation of chronic 


urticaria are a very detailed. history and a full physical exami- 
nation, bearing in mind that the following are the main aetio- 
logical factors: foci of infection, foods, drugs, and psycho- 
logical disturbances. Less often endocrine disturbances, 
parasites such as worms, and other skin lesions such as scabies 


and epidermophytosis are the cause; more rarely contact . 


allergens and physical agents (cold, heat, light), and very rarely 
inhalant allergens. Radiological and Jaboratory investigations 
are usually necessary in the search for infection, which must 
be thorough. Skin tests are of little value, and in inexperienced 
hands may be misleading. Cooke (Allergy in Theory and Prac- 
tice, London, 1947, p. 306) summarizes the allergist’s viewpoint 
excellently when: he writes: “ Thirty-five per cent are due to 


infection, usually focal,,10% are caused by foods, and another . 


10%. by drugs. This leaves nearly half of our cases aetiologic= 
ally undiagnosed.” i 

Foci of. infection should be removed-and, where this is 
impossible, vaccine therapy given.’ Drug allergy should always 
be suspected, and it is wise to stop all drugs, apart from anti- 
histamines, for two to three weeks. 
purgatives, and the occasional sleeping-tablet must be specially 


inquired for and stopped. - Food allergy may be suspected from ~ 


the history, but often can be properly investigated only by 
dietary trial.. The foods ‘commonly found responsible are those 
the patient usually eats—that is, egg, milk, wheat, potato, fish, 
chocolate, and fruit; and the writer has had a few successes 
by stopping all.tinned foods. Suspected foods should be elimi- 
nated, one or two at a time, for two or three weeks, 
_ and during this period all traces of these foods must be 


ra 


“ Headache powders,” + 


treatment is being tried one can by careful observation find 
the underlying cause which has’ previously been missed: 


Pad 


Quinine in Late Pregnancy 





.Q.—The use of quinine ‘to induce labour is now generally 
deprecated, but some years ago there were numerous reports 
claiming that in small divided doses (14 gr. (0.1 g.) t.d.s.). during 
the last few weeks of pregnancy quinine tended to shorten the 
duration of labour and lessen the intensity of the pains. Is this 
so? Is there any evidence that in this dosage it causes any, 
harm to mother or child ? 


A.—Although the administration of small doses of quinine 
for a few.days before labour had been previously recommended, 
D. A. Mitchell, acting on the suggestion of Philip Jones, seems 


‘to have been the first to advocate its routine use during the - 


last three weeks of‘ pregnancy (British Medical Journal, 1930, 


1, 144). He as well as other writers claimed that it improved - 


general well-being, made labour shorter and easier, ensured 
good uterine. retraction; decreased the need for forceps delivery, 
and reduced the risk of puerperal sepsis. These and similar 
claims appear, however, to have been always based on clinical 
impressions rather than on controlled observations, and there 
is no definite evidence to support them. The fact that quinine 
has lost popularity rather suggests that other observers have not 
been convinced of its efficacy, but it is’ still used occasionally 
in cases in which poor uterine action is.anticipated. It is-never 
possible to judge its value, but in such dosage it is unlikely to 
have an adverse effect on the foetus. 


_ ~ 


Detection of Porphyria > 


‘Q.—What is the simplest and surest way to detect porphyrin 
in urine, stools, and blood serum ? 


A.—There is no simple way of detecting porphyrin in any 


body fluids. The importance of porphyrin in diagnosis can be, 
exaggerated, and in practice there are two ‘conditions only in 


which its presence may be of importance: these are acute 


porphyria and severe chronic lead-poisoning. The easiest tech- 
niques were described last year in a letter to the Journal (1948, 
2, 659). As the presence of porphyrin in stools is physiological, 
there is very rarely any need to look for it. In a few cases of 
porphyria, but not in all, porphyrin can be detected in the 
serum because it fluoresces red under the black ultra-violet 
light. In practice, the diagnosis of porphyria is rendered almost 
certain by a positive response to the Watson and Schwartz test. 
The other methods necessitate the use of a well-equipped labora- 
tory. In small laboratories the porphyrin may conveniently be 


concentrated in a barium sulphate precipitate obtained by add-` | 


ing barium chloride to-the’urine and then. eluting it with 


` 


i 


Pa 
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ammonia, but this is not a suitable procedure when access to 
a well-equipped laboratory is not available.’ 

The best account of the subject yet written is the classical 
monograph by Waldenström, published in Acta Medica Scandi- 
navica, 1937, Supplement, 82. An inquirer with a laboratory 
would also find the following references useful: Watson, C. J., 
J. clin. Invest. 1934, 14, 106; 1935, 14, 116; 1937, 16, 383. 
Waldenström, J., Acta med. scand., 1934, 83, 281; Dtsch. Arch. 
klin. Med., 1935, 178, 38. Roth, E., Z.“klin. Med., 1935, 129, 
123. Dobriner, K., J. biol. Chem., 1936, 113, 1. Turner, W. J., 
Arch, intern. Med., -1938, 61, -762. Vahlquist, B., Hoppe- 
Seyl. Z., 1939, 259, 213. Rimington, C., Biochem. J., 1943. 
37, 443. Petrie, E., British Medical Journal, 1948, 1, 926. 


Dicoumarol in Disseminated Sclerosis 


Q.—Would there be any justification for using dicoumarol 


in a case of disseminated sclerosis ? 

A.—Dicoumarol -has been employed to treat disseminated 
sclerosis because it was suggested that the pathological basis 
of the disease was a tendency to spontaneous clotting in the 
blood vessels of the nervous system. This hypothesis-has not 
been generally accepted, and many remain unconvinced that 
dicoumarol i is of any value ; moreover, it is not free from risk. 


irregularity at the Menarche 


- Q.—Is any treatment required for irregular menstruation in 
young girls? A healthy girl of 14 started menstruating 18 
months ago. The cycle was at first six to seven days every 
four to eight weeks. Latterly, however, the monthly pattern 
seems to be lost. She may lose continuously for two or three 
weeks, then be clear for a week or ten days, then start again. 
Her- general health seems unaffected, and there is no sign of 
anaemia and no pain. She leads an active life. Is treatment 
indicated? Can her mother be assured that the girl will grow 
out of it? 
- A.—Menstrual irregularity of this and other types is common 
at this age, but shows a strong tendency to natural cure within 
months, or one or two years at the most. If the bleeding is 
not so heavy as to produce constitutional upset or to interfere 
with ordinary activities, there may be no need for any special 
treatment. . Thyroid 1 gr. (65 mg.) daily-for two or three months 
often seems to stabilize the cycle in these cases; and calcium 
might also help. The bleeding is probably anovular in type, 
but may be a manifestation of either hypo-oestrinism or-hyper- 
oestrinistn. If sex-hormone therapy becomes necessary, either 
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Placental Implants for Rheumatoid Arthritis 


Q.— During a recent. visit to Pistany, Czechoslovakia, I was 
given the Opportunity of seeing the operation of placental graft- 
ing for rheumatoid arthritis and allied conditions. Is this opera-' 
tion performed in England? If so, what results have been 
obtained ? 

A.—This procedure, which is an empirical one, is not per- 


l formed in England. The underlying idea is that certain of the 


Ul 


hormones which are elaborated in the placenta during preg- 
nancy are of value in the treatment of rheumatoid arthritis. 
By implanting placental tissue it is hoped that the action of 
these hormones may be prolonged beyond what might be hoped 
of injection therapy.’ 


“ Rheumatoid Rectal Neuralgia ” z 


Q.—Is there such a thing as rheumatoid rectal neuralgia ? 
This diagnosis was made recently in a case in which there -were 
no physical signs and the only symptom was rectal pain. 1 have 
been unable to find any reference to it in the textbooks. 


A.—There appears to be no scientific justification for the 
diagnosis of “ rheumatoid rectal neuralgia ”_ as an explanation 
for symptomless rectal pain. The writer has recently heard of 
this diagnosis being made by a. proctologist, but on inquiring 
the grounds for this opinion he discovered that.the word “ rheu- 
matic” (or “ rheumatoid ”) was being employed in the mediaeval 
sense—that is, as a synonym for “ painful.” 


NOTES AND COMMENTS 


Jelly-fish and Weever-fish.— Dr. H. S. RUSSELL (Bradford) writes : 
The answer to the request for advice in treating jelly-fish and weever- 
fish stings (“ Any Questions ? ” October 1, p. 767) appears to me 
to be somewhat incomplète. On a recent holiday in Suffolk my 
small son, aged 11, trod on some stinging fish while coming ashore 
from a bathe, presumably a lesser weever-fish being responsible. 
When seen 5. minutes afterwards there was a definite puncture mark 
seen above the left little toe, with an urticaria! weal—radius + in. 
(1.25, cm.)—around it. Intense pain was complained of. A small 
amount of “ anthisan’’ cream happened to be available and was 
rubbed into the affected part, which ended. the incident completely in 
about two minutes without any sequelae. May I add that I saw an 
experienced nurse last night who had a wasp sting while visiting. A 


- little anthisan cream rubbed in at once stopped the pain, though it 


of these two possibilities would therefore be covered by giving , 


ethinyl oestradiol, 0.05 mg. twice daily by mouth, administration 
starting on the second or third day of menstruation and continu- 
ing for 20 days. During the last seven days of this treatment 
ethisterone, 10 mg. three times a day sublingually, should be 
given as. well. The next period is likely to start a few days after 
the completion of this treatment, and; when it does, repeat the 
course, giving it three times in all. 


Femoral Thrombectomy 


Q. —Is femoral thrombectomy ever undertaken ińù this 
country ? What are the indications and ‘the possible dangers, 
and what results have been obtained in any published series of 
cases ?. i 

A.-—Femoral thrombectomy i is undertaken in this country, but 
is not yet established as a regular procedure, many surgeons 
being content to rely upon Leriche’s procedure of procaine block 
of the lumbar ganglia and the combined administration of 
heparin and dicoumarol. In certain conditions—for example, 
after prostatectomy, hysterectomy, haemorrhagic lung infarcts, 
etc.—one fears to’use the, anticoagulants in the fullest doses ; 
in these cases ligation of the femoral veins is strongly indicated, 
and if a clot is encountered at the level of the ligature it must 
be completely removed above the ligature or it will propagate 
upwards and manufacture emboli. The removal.is done from 
the iliac veins with forceps such as those designed by Trendelen- 
burg for pulmonary thrombectomy, coupled with a sucker tube 
with an expanded end. Confirmation that the whole clot has 
been removed is supplied by the finding in the fragments 
extracted of the characteristic cap at the end of the clot. 


did not prevent the “lump” from developing. I think these anti- 
histamine chemicals applied locally in good time save a Breat deal 
of trouble to all: concerned. < 


Corrections 


The address from which information may be obtained about the 
Commonwealth Fund fellowships offered by the Commonwealth 
Fund of New York (November 5, p. 1060) is 35, Portman Square. 
London, W.1, not Portland Square as printed. 


Dr. Max Reiss (Bristol) writes: I would be elad if you would 
correct a misquotation in the issue of November. § (p. 1041), in the`- 
report of the meeting of the Section of Physical Medicine of the 
Royal Society of Medicine. The report states: “ Dr Max Reiss said 
that he and Hempel were probably the first to use corticotropic 
hormone in the treatment of rheumatoid arthritis... . This 
should read: “ Dr. Max Reiss said that he and Hemphill were 
probably the first to use corticotropic hormone in the treatment of 
human subjects, and published in 1942 the results of investigations 
carried out on a group os cases suffering from involutional 
melancholia (J. ment. Sci.. 88, 559). It is important that this 
correction should be made, as to suggest that I have treated 
rheumatoid arthritis is misleading. 


‘Dr. T. M. Montford should have been described as part-time 
Medical Officer of Health to the Castle Donington Rural District 
Council in the Journal of November 12 (p. 1089). 
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CHEMOTHERAPY IN THE TREATMENT OF MALIGNANT DISEASE* 


' ` E. C. DODDS, M.V.O., M.D., F.R.C.P., F.R.S. 
Courtauld Professor of Biochemistry, University of London / 


The title of this discussion is a little unfortunate: in that 
it would imply that there really is a chemotherapy of 
cancer. A less misleading title would have been something 
like “Empirical Attempts at Chemotherapy of Cancer.” 
[he term in its classical sense presupposes that one under- 


stands exactly the nature of the disease one is attempting: 


to cure. The first example was the use of arsenicals by 
Ehrlich in the treatment of syphilis, terminating in the 
triumphant production of “salvarsan” in 1911. Here the 
mode of infection was known, the nature of the infective 
agent—the spirochaete—had been demonstrated, and the 
general pathology of the disease was completely under- 
stood. The same applies to the other successes in this field, 
such as the chemotherapeutic attack on malaria, generalized 
infections, and so forth. 

It is not an overstatement to say that we have no know- 
ledge whatsoever of the causation of the great majority 
of human cancers, nor have we really any proper under- 


standing of the malignant process which enables cells to’ 


multiply and divide and so destroy the host. In certain 
types of cancer we do know the predisposing factor—for 
example, in the tar tumours or the tumours in the bladder 
caused by contact with certain chemical substances in the 
dyestuff industry. However, we do not know why these 
agents turn innocent cells into malignant cells, nor what 
the difference is between the malignant cell and the non- 
malignant, other than its power of unlimited growth. We 
cannot stop it once it has been started, except by some 
ablative form of treatment such as surgery or irradiation. 
We must therefore admit that anyone attempting chemo- 
therapy is truly working in the dark, and that he must of 
necessity be an empiricist. 

I shall not attempt to give anything like a complete list 
of the various substances and’ preparations that have been 
used in the chemotherapeutic attack on canter. There is 
no satisfactory approach to the cancer problem in this way, 
and most of the preparations that have been used have 
had a very short vogue and then, with few exceptions, have 
been abandoned. It is with what can be saved out of the 
wreck, so to speak, that we are concerned. 


Two Groups of Effective Substances 


The substances which have an effect on malignant disease 
may be classified under two headings: (1) those which do 


not affect the cancer itself but which affect the host back- 


ground in such a way that growth of the malignant tumour 
is either not favoured or is suppressed and held in abey- 
ance ; (2) those which exhibit a directly poisonous action 


4 


*Read in opening a discussion in the Section of Pathology and 


l Bacteriology at the Annual Meeting of the British Medical Associa- 
tion, Harrogate, 1949, ` 


on the cancer cells, acting preferentially on them as 
compared with the host tissues. 

The former substances are well known and are not of 
fresh interest. One of the most striking examples is the 
use of stilboestrol, or synthetic oestrogens, in the treatment 
of carcinoma of the prostate. Stilboestrol is highly active 
when given by mouth and can replace the naturally occur- 
ring substances in every way. When Huggins and Hodges 
(1941) wished to damp off the activity of the anterior lobe 
of the pituitary in cases of carcinoma of the prostate they 
utilized , this- powerful orally active oestrogen. By cutting 
off the supply of gonadotrophic hormone to the testes the 
secretion of androgens is abolished, and carcinoma of the 
prostate is unable to flourish in a background that does 
not contain androgens. Stilboestrol therefore produces its 
good effect, we believe, not by a direct action on the 
tumour but by altering the. background. or environment of 
the tumour so that it cannot flourish. It would appear also 
that certain carcinogenic hydrocarbons, when given to 
tumour-bearing animals, alter the balance of some nutri- 
tional. factor, and it would seem doubtful whether the 
observed inhibition is due to a direct action on the tumour. 

Turning to the second group, we encounter those sub- 
stances which possess what is known as cytotoxic action. 
It is well known that a number of chemical substances are 
capable of preventing mitosis and thereby hindering cell 
division. An example of these is colchicine. This sub- 
stance, however, not only inhibits the division of malignant 
cells but also affects normal ones, and therefore cannot, be 
used as a chemotherapeutic agent. The great toxicity to 
normal tissues of all the known cytotoxic agents makes their 
use so hazardous that it is doubtful whether they should be 
employed. 

Two of the most important of the substances used are 
urethane and nitrogen mustards. The fact that urethane 
could be employed as a cytotoxic substance was first dis- 
covered by Haddow and Sexton (1946). Nitrogen mustard 
is an analogue of mustard gas, and the one most commonly 
employed is methyl-bis-B-chlorethylamine.. It is known 
that mustard gas itself has a powerful action on the nuclear 
mechanism, and that it is able to produce mutation by 
affecting the chromosomes of the Drosophila (Auerbach, 
Ansari, and Robson, 1942, 1943). Careful clinical experi- 
mentation has shown that nitrogen mustard seems to have a 
slightly more toxic action on certain malignant cells than 
on normal cells. 


Folic Acid and Allied Compounds 


The greater part of my space will be devoted to the 
newest comers in this field of would-be chemotherapeutic 
agents—namely, the folic acid and anti-folic-acid group. 

4638 


í 


1192 Nov. 26, 1949 


CHEMOTHERAPY IN MALIGNANT DISEASE 


B 3 
MEDICAL JOURNAL 
> a MEBDICAL JOURNAL 


It is very difficult for anyone who has not-visited the 
United States to realize the tremendous concentration of 
both laboratory and clinical workers on this group of sub- 
Stances. As the literature on the subject is diffuse, a brief 
summary of the general position might help readers to get 
a better grasp of this admittedly complex subject. To 
indicate how the whole subject of folic acid and allied com- 
pounds and their application to the treatment of cancer 
actually arose it is necessary to reviewa series of simul- 
taneous researches in relation to malignant disease. 


From 1939 onwards appeared a series of papers by 
Lewisohn et al. (1940, 1941a, 1941b, 1942). This work 
described a search for substances capable of causing regres- 


_sion of spontaneous mammary tumours in female mice of - 


Rockland Farm strain. It was claimed that regression 
occurred when these animals were treated with extracts 
from such varied materials as spleen and certain cereals. 
Attempts to isolate the substance common to all these 
various extracts yielded only ‘inositol, and it was claimed 
that this was apparently’ responsible for the inhibition. 
- These experiments were continued in 1944 (Lewisohn et al., 
1944, 1945) and were the subject of a certain amount of 
controversy. We must now turn to other researches. 


A whole series of workers were studying the growth of 
bacteria on purified synthetic media. Growth of a number 
of organisms could be stimulated by the addition of extracts 
of various substances such as spinach, spleen, and liver. It 
is neither desirable nor possible to review this work here, 
but it can be stated that as a result of chemical investigations 
it became obvious that one factor was responsible for these 
effects, and that this factor also appeared to be identical 
with the one used by Lewisohn and his collaborators. 


A further series of researches, started in 1935-by Day 
et al. (1938), showed that a certain type of anaemia induced 
by deficient diet in monkeys could be cured by the addition 
of extracts of liver, spleen, and green leaves. They called 
this substance “vitamin M.” Again chemical investigation 
' of this suggested that it was possibly the same substance as 
that mentioned above. A precisely similar story was dis- 
- Closed in relation to the dietary factors responsible for the 
growth of chickens and the proper development of their 
feathers. The substance was identified as pteroylglutamic 
acid, and the name “ folic acid ” was adopted for it. The 
formula of folic acid is: , 





-| It-has since been synthesized by SubbaRow and his collabo- 


rators (Angier et al., 1945, 1946; Waller et al., 1946), and 
possesses the following characteristics: it crystallizes as 
yellow pear-shaped platelets ; it is sparingly soluble in water 
(the sodium salt is much more soluble) ; its physiological 
properties show that it has a very low degree of toxicity 


and that it is an essential growth factor for a.number . 


of bacteria, animals, and birds. Clinically, its most impor- 
tant action is in Addison’s anaemia, in which it is able to 
cause a haematological remission in the same manner as 
the liver substance. It will be remembered that it does not 
protect against the neurological complications, and is there- 
fore different from the liver substance. This we now know 


{ } 


- 


‘clinical research. 


to be a crystalline cobalt-containing substance, known as 
vitamin B,,. This was isolated by Lester-Smith (1948) and= 
also by workers in the Merck laboratory in the Unitec 
States (Rickes et al., 1948). i 

A: further complication is that folic acid may exist free 
in the tissues or as a peptide. Two such peptides have 
been synthesized. Whilst folic acid is pteroylglutamic acid, 
there is pteroyldiglutamic acid, which has been called 
diopterin, and pteroyltriglutamic acid, which is known as 
teropterin.. In the body these substances are digested, 
releasing folic acid. Therefore their administration to the 
human subject has the same effect as the administration of 
folic acid. 

I now return to the researches of ewisohn and his col- 
leagues. They described the cure of breast carcinoma in 
three different strains of mice and showed that the active 
partof their extract was identical with the pteroyltriglutamic 
acid, or teropterin, referred to above. At a later date 
SubbaRow and his collaborators. (Boothe et al., 1948) 
synthesized both diopterin and teropterin, and these sub- 
stances became available in relatively large quantities for 
It is not necessary to review:in detail 
the investigation. of the anticancerous activity of these sub- 
stances, but it can be stated that to-day it is admitted that 
they are without value.in the treatment of both animal 
and human cancer. The good results obtained by earlier 
workers in human malignant disease were undoubtedly due 
to psychological effects, and when carefully controlled 
experiments were made with blank controls no specific 
anticancerous effect could be attributed to either teropterin 
or diopterin. This chapter can therefore be regarded as 
finally closed, and it must be admitted that neither folic 
acid nor its peptides are of any value‘in the treatment of 
malignant disease. i 


Modified Folic Acids 


I must now turn to further chemical research. The 
synthesis of teropterin renders possible the preparation of 
a series of modified folic acids. The numbering of the atoms 
in the ring systems is shown in the fòlic acid formula above, 
and various substitutions can be made. Thus instead of 
glutamic acid it is possible to make a compound in which 
aspartic acid replaces the glutamic acid. The compound, 
which is known as an-fol-A or R, ‘has the following 
formula : ; 


OH o’ 
A -CH NHK _X—C—-NHCH—COOH 
| | pe O CH, 


NH, 





door 


Similarly, it is possible to take the pteroic acid and prepare 
methylpteroic acid, which is known as met-fol-B and whose 
formula ‘is as follows: 


4 


`» 


OH 
A \—cooH 
{NON : 


Another compound is obtained by substituting an amino 
group in the 4-position, giving 4-aminopteroylglutamic 
acid, or “aminopterin.” Similarly, in addition to substitu- 
tion of an amino group at the 4-position, a methyl group 
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can be atached: as in methylpteroic acid, eine 4-amino- 
methylpteroylglutamic acid, or A-methopterin. 
the .aspartic acid compound can be substituted. at , the 
4-position by an amino group, giving 4-aminopteroyl- 
aspartic acid, or amino-an-fol. 

-When-these substances were testéd out physiologically it - 
was found that. they possessed very powerful anti-folic- -acid ~ 
activity. The modern conception is that folic acid. is essen- . 
tial for the growth of normal cells.’ This-is proved by 
tissue-culture experiments and by experimental feeding in 

‘animals, and of course it is well known to be essential for’ | 
` the growth of bacteria. It will be remembered that Fildes ` 
and ‘Woods (1940) showed that sulphonamides act by 
replacing the normal constituent of the bacterial nutritional 
requirements—namely, p-aminobenzoic acid. It was felt 
that a similar type-of experiment could be done with the 
anti-folic-acid substances, and that just as one could deceive 
the bacteria, so-to speak, by feeding them with sulphon- 
amides, which could be inhibited by p-aminobenzoic acid, 
so it would be possible to palm off one.of these five anti- `< 
folic-acid substances on the cells, these substances becoming. 
fixed in the cells so that they ultimately died. The folic 
. acid antagonists act in vitro.in tissue cultures and will also 
inhibit the action of folic acid on the growth of bacteria’ 


[In mammals they produce a powerful inhibition of the bone . 


marrow, resulting in severe anaemia—effects similar to 
those seen in folic acid deficiency. 

Since these substances interfere with the iaultiplieation of 
cells, probably acting on the nuclear mechanism, their trial 
in malignant disease was obviously indicated. They have 
been. investigated extensively for their action on spon- 
taneous and transplanted tumours, and have been found to 

_ be effective against a number of them. They have also 
been used in the treatment of human malignant disease, 
and particularly in the leukaemias. ~ 


Conciüsión 


It must be ‘pointed out that these bodies are extremely 
toxic and their use in the human subject is fraught with 
danger, as the toxic dose is so near the effective therapeutic 
dose. As Rhoads (1948—personal communication) has so 


rightly pointed out, it does not really matter from the . 


experimental point of view. how close the toxic dose is to 
‘the therapeutic dose, provided it can definitely be shown 
that. these substances do exert a specific toxic action on 
malignant cells, The question of the moment is whether 
in this series we have the starting-point of a new set of 
compounds forthe treatment of malignant disease ; in other 
words, do these anti-folic-acid analogues occupy thé same 
‘position in relation to the ultimate chemotherapeutic 
control of malignant disease as “ atoxyl” did to salvarsan ? 
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CHEMOTHERAPY IN THE TREATMENT 
be MALIGNANT DISEASE" 
ra. BY / 
Sir STANF ORD CADE, K. BE. C.B:, F.R.C.S. 
l M.R.C.P. 
Surgeon, Westminster Hospital 


‘Treatment of malignant disease by medicinal means has 


been tried for many years, and the very multiplicity of the 
. suggested remedies and their short-lived popularity serve 
only to indicate that none, so far, has proved of value. It 
must be emphasized that there is no specific remedy which 
destroys a malignant growth except surgical ablation or 
radiotherapeutic destruction of the tumour. Nevertheless, 
advances in biochemistry arid biophysics have resulted in the 
production and use of chemotherapeutic substances which 
have an effect either on the tumour or on the host, and 
- which so alter the natural course of the disease as to effect 
remissions, although these are only temporary. The import- 
ance of these chemotherapeutic trials lies in their scientific 
implication ; they are pointers or indicators for further lines 
of research. They are not curative agents, and only a few 
can be said to be even of palliative value in the control 
of the disease. It is, however, important from time to time 
to ,review present-day knowledge. 

The remedies under clinical trial to- day fall into two 
main groups: (1), those with a cytotoxic effect on the neo- 
plasm, and (2) hormones which alter the “ internal carcino- 
genic environment ” of the patient. This expression we owe 
to Cramer and Horning (1939). 

The most interesting substances of the group of cytotoxic 
poisons are the nitrogen mustards, urethane, and the -anti- 
folic-acid compounds. 


Nitrogen Mustard 


Nitrogen mustard was first introduced in 1942, and has 
been used clinically as the “ HN2” compound (methyl bis- 
(8-chloroethyl) amine); the “HN3” compound (tris-(B- 
N-chloroethyl) amine) being more toxic and producing wide- 
spread thrombosis. The dose generally used is 0.1 mg. per 
kg. of body weight, given intravenously up to a total of 0.6 
ôr 0:8 mg. per kg. of body weight. It has been tried in 
many types of tumours—bone sarcoma, melanotic ¢arcin- 
oma, the reticuloses, Hodgkin’s disease and lymphosarcoma, . 
carcinoma ‘of the “tung, and testicular neoplasms. If | some 
cases visible regression of large tumours, es pecially masses 
of enlarged lymph nodes, has been obtained, with a corre- 
sponding improvement in the general state of the patient. 
So far.as I am aware there is, however, no recorded case 
of an apparent regression for pro'onged periods. Nitrogen 
mustard is now used almost exclusively in the terminal 
stages of lymphiadenoma and in cases of cancer - of the lung 
untreafable by surgical or radiotherapeutic methods. It is, 
of palliative value and may restore health for short periods 
of time—up to nine months in my own experience, but 
generally for three months only. 

‘ The'fact that cures ‘have not been obtained dovla: not 
be a deterrent—on the contrary, it should be an incentive— 
to the research chemist and biochemist in their search for 
other mustard compounds more effective and possibly less 
toxic: Regression of neoplasms, although temporary, is 
nevertheless very dramatic. Thus in Hodgkin's disease, at i 


a “stage T Tésistant to radiation, with fever of either the Pel- ' 


Ebstein intermittent type or even the sustained pyrexia type } 


* *Read in the Section of Pathology and Bacteriology at the Annual ' 
Meenng of the British Medical eee Harrogate, 1949. 
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in the terminal stages, the temperature drops to the normal 


, level sometimes with dramatic suddenness and remains 


_ normal for many weeks. 
' disappear altogether. 


a aa 


Enlarged lymph nodes shrink or 
Occasionally even masses of abdom- 
inal glands shrink, but I have not seen any diminution in 
size of enlarged livers or spleens. In most cases there is 
a marked drop in the total leucocyte count following the 
injections, and even a greater corresponding fall in the 
haemoglobin percentage. One instance of each type of case 


“ will be given. 


Lymphadenoma.—A woman aged 26; histologically proved 
case of lymphadenoma treated previously by x rays and con- 
trolled for two and a half years. Admitted to Westminster 
Hospital in a moribund condition. Enlarged glands in the neck 
and groin, large epigastric mass, infiltration of the skin of 
abdominal wall and left breast, wasting, anaemia, and fever. 


. She was given three injections of HN2, 0.2 mg. per kg. of body 


ow ew eee ee ee 


weight. The injections _were followed “by nausea, severe vomit- 
ing, and a fall of blodd pressure. ure. The-féaction subsided in 
12 hours. The total white cells fell from 5,200 to 1,100; lowest 
lymphocyte count 35 per c.mm. Haemoglobin fell from 73% 
to 56%. There followed within 10 days a rapid and dramatic 
improvement. The upper abdominal mass almost disappeared ; 
the glands in the neck and groins were no longer palpable, and 
the skin nodules had vanished. She left the hospital three weeks 
after admission in near-normal health, and during the subse- 
quent two months her weight increased by 2 st. (12.7 kg.). The 
improvement lasted four months ; recrudescence of symptoms 
then occurred, culminating in a flaccid paraplegia. Further 
treatment by nitrogen mustard and x rays produced little re- 
sponse, and she died three months later—that is, nine months 
after the initial treatment. Post-mortem examination revealed 
widespread disease in the mesenteric glands and around the 
aorta, and infiltration of the bodies of the fifth to seventh dorsal 
vertebrae, with compression of tbe spinal cord. 

Carcinoma of the Lung.—-A man aged 44. The clinical 
picture was^ås follows: cough; shortness of breath; repeated 
haemoptysis ; clubbing of fingers; hard, clinically malignant 
fixed right supraclavicular glands. Dilated veins on the chest. 
indicating upper caval obstruction. Radiography of the chest 
showed a large tumour in the upper mediastinum, enlargement 
of right bronchial glands, atelectasis of the right upper lobe, 
and the oesophagus displaced to the left by the tumour. Six 
injections of HN2 
of 30 mg.), were given in a period of three weeks. The 
cough, anorexia, dyspnoea, and haemoptysis disappeared. The 
engorged veins on the front of the chest were no longer visible, 
and clubbing of the fingers was less marked. The supra- 
clavicular glands were reduced in size to small hard nodules. 
A radiograph of the chest revealed a marked diminution in the 
mediastinal mass. So far this patient has remained well for 
eight months. 


To summarize, nitrogen mustard is of value in the treat- 
ment of lymphadenoma and carcinoma la of ‘the lung as a 
palliative measure, producing temporary regression of 
tumour masses and improvement in health. It has no cura- 
tive value. It is more accurate to say that it postpones 
death by a few months than that it arrests the disease. Its 
importance lies in the fact that it produces changes in some 
types of tumour not dissimilar to the changes produced by 
radiation. 


Ureia 
The experimental work of Haddow and Sexton (1946) led 
to the clinical trial of urethane in cases of leukaemia 


(Paterson et al., 1946, 1947). This substance is given by 
mouth in doses varying from 2 to 4 g. daily. It produces a 


" fallin the total white cell count and a return of the differ- 


_ 


_ diminishes tn size. 


ential count to the normal proportion. The enlarged spleen 
Most cases show a rise in haemoglobin. 
It is effective both in the myeloid and in the~lymphatic 


types of leukaemia of the chronic form. It has no effect 


, 0.5 mg. per kg. of body weight (a total. 


in acute leukaemias. There is a close similarity between the 
effects of radiotherapy and urethane ; the advantage of the 
drug is that it is effective when irradiatio on no longer 
produces regression in the size of the spleen or lymph nodes 
There is also sporadic evidence that a relatively small 
maintenance dose of 1.5 g. daily may be continued for long 
periods: doses up to 1,500 g. spread over 15 months have 
been tried. The patient with chronic myeloid leukaemia 
described by Piney (1947), and whe became pregnant during 
a period of remission following urethane and was delivered 
of a healthy child by caesarean section, is still alive now, 
two years later. There is little doubt that urethane is an 
important addition to the available methods of treatment of 
chronic leukaemias. Effective alti though temporary pallia- 
tion is obtained in the majority of cases. So far there is no 


indication that urethane can arrest the disease, and cessation 
of treatment is followed_ by recrudescence of all clinical 


manifestations. In the therapeutic doses used the red count 
is not affected; on the contrary, there is a. rise in 
haemoglobin. 


Folic Acid Antagonists 


Of the new chemotherapeutic agents, “ aminopterin ` l 
(4-amino-pteroylglutamic acid) is of interest, as it has a 
marked leucotoxic action and hence has been tried in acute 
leukaemia. Temporary remissions of this rapidly fatal 
disease have been reported by Farber ind his collaborators 
(1948). Aminopterin even in small doses of 1 mg. daily is 
toxic and causes acute lesions in the mucous membranes, 
ulceration of the mouth and lips, intestinal haemorrhage. 
haematuria, and purpuric haemorrhages. By courtesy of 
the Lederle Laboratories I have had the opportunity of 
putting this substance to clinical trial, so far, in four cases 
of acute lymphatic Icukaemia and in one case of monocytic 
leukaemia. The first three patients died of their disease : 
the fourth patient with acute lymphatic leukaemia is under 
treatment at present. 

The fall i in the blood count is nevertheless very Temark- 
able—in one Casé from a total of 76,000 (95% lymphocytic 
series) to 10,000 (42% lymphocytic and 36% early poly- 
morphonuclear cells). In the case of acute monocytic 
leukaemia a brief period of great clinical improvement was 

obtained. All three varieties—lymphocytic, myeloblastic. 
and monocytic—showed the remarkable and rapid altera- 
tion in the blood count. The importance of this group of 
folic acid antagonists lies in their leucotoxic power. In their 
present form they are merely that—leucotoxic agents ; they 
have so far shown no curative properties. It is pointed 
out, however, that further chemical studies and alterations 
in the molecular structure of these compounds might result 
in more effective and more prolonged action on the 
acute leukaemias. 


Hormones 


The treatment of human cancer by hormones is at present 
applicable only to cases of cancer of the prostate and cancer 
of the breast—both organs being physiologically under the 
control of male and female sex hormones. The great land- 
marks in this vast, complex, and as yet only partially under- 
stood subject are Dodds’s (1943-6) production of synthetic 
oestrogens, Laccassagne’s observation on the development 
of cancer in mice following injections of oestrogens, and 
Haddow’s (Haddow, 1935; Haddow and Sexton, 1946) 
observations on the effects of carcinogenic hydrocarbons on 
the rate of growth of spontaneous tumours. 

Cancer of the Prostate—Huggins et al. (1939) and 
Huggins and Clark (1940), of Chicago, after a brilliant 
experimental study of the physiology of the prostate, 
established the fact that oestrogens are beneficial in cancer 
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of the prostate. ‘Stilboestrol. ‘bas now been used for About: 
nine. years, and it is generally accepted: that cancer -of tk the 
prostate can be controlled by it.’ Survivals of five or more 
years are not uncommon. “The points which may ‘with 
benefit be emphasized here are as follows: (1) Castration 
produces effects: similar to those obtained -by stilboestrol. _ 
(2) About 10% of patients with cancer of the prostate do 
not benefit at all from this treatment. Careful study of 
this small percentage is more important than the mere 
recording of the spectacular improvement of the majority. 
(3) Although most cases receive about 15 mg. of stilboestrol 
daily, enormous doses—up to 1,000 mg. datly—have’ been’ 
given for several weeks in late cases, with an extension of 
periods of regression. (4) In no Case can it be said that the 
disease is eradicated—it i is € checked or controlled. (5) The 
mechanism of the action of “stilboestrol is still not deter- 
mined, although much is known about it.’ (6) There is no 
accuracy in dosage—it | is still a method of trial and error. 
Cancer of the Breast- —Both oestrogens and androgens 
are used in breast cancer in women. In cancer of the breast 
in males oestrogens are of | 
benefit and androgens are i 
not; and in both men and 
women castration plays a part 
in the treatment of metastasis. 
The importance of hormones 
in the treatment of cancer of 
the breast lies in their effect 
on the terminal stages of dis- 
ease. In early stag stages radical 
surgery - “isthe method of 
choice; in more advanced 
cases in which the disease is 
‘still localized to the breast 
and its ‘immediate lymph- 
drainage area the methods of 
choice are surgery, a and radia- 
tion. But “hormones, both 
androgens and oestrogens, : V 
have given us a new weapon í 
to control skeletal / ‘and vis-’ Pe. 
ceral- met metast tases. There is 
alréady a. 1. considerable and 
rapidly growing -literature on 
this subject (Adair, ree 4 
Nathanson, 1947; etc.) 
will merely give ‘a ie 
general „account of my per- 
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n the skeleton and 
viscera. 
‘vival period so far in my personal series is two years. 
No extravagant claims must be made for hormones ; 
‘neither’ must their clinical as well as scientific impor- 
tance be under-estimated.~ It is indeed -the very first 


time that medicinal means have been able. to control some: 


forms of cancer,at-a stage otherwise quite uncontrollable. 
The variations in response to treatment ‘indicate that the 
‘patients hormonal state more perhaps than the biological 
differences in the tumour. is responsible for the effects 
obtained. The study of my personal series confirmed many ` 
points noted previously ; it does : ‘not, however, confirm 
them all. 
- i -Androgens ' 

` Briefly summarized, the observations are as follows: ~ 

Age of Patient: —Both old and d and young_ patients; pre- and post- 
menopausal „respond to Mio androgens. The side-èffects- are more 
pronounced © and — _less_ -well to tolerated by tl the e younger | group. 


‘in the skeleton, the liver, the pleura, and the brain ; 
` soft-tissue recurrences—skin, subcutanebus tissue, and lymph 


. lieved in m most casi cases. 
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- Values. -: 


There are 50 such ae and the_longest sur-. 


. intramuscular injection.. 


These side-effects are hirsuties, change -of voice, enlargement 
„of clitoris, and change in appearance and temperament. The 


"side-effects are not necessarily correlated with the dose of- 


“androgens. In some patients small doses produced very marked 
masculinization ; in others very large doses produced minimal 
effects. ‘The. younger _ the patient the larger the dose required to 
obtain control of the disease. 


, Type of Metastasis.—Skeletal n metastases respond more often, 
‘more quickly, and for longer periods ‘than visceral metastases. 
Regression of lesions s has been obtained in secondary deposits 
also in 


nodes. ai ! 


Effect of Treatment. —Pain from skeletal metastases _is_re- 
Ultération of cutaneous lesions | heals. 
Blood- stained d pleural effusion, wn, previously necessitating frequent 
tapping, no longer reaccumulates. Paresis of cranial nerves or 
from spinal compression has in a few cases been followed by 
recovery:.of power. Involvement of the base of the “skull and 


fluid daily, with a E RE large urinary output, has 
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Effect of testosterone therapy on. the blood chemistry in ten cases of breast cancer. 


been rawi to abont 50-60 OZ. a 42-1 a litres) a day. In 
many cases bedridden, morphinized, and desperately ill patients 
Have been restored to apparently normal -health. Thus one 
patient with widespread skeletal metastases returned for a time 
to her work, as a lady almoner in a hospital and for a year 
could lead a normal life and take exercise such as dancing. 
Several patients in terminal stages have, returned to a normal 
existence for: periods up. to two years so far. 


X-ray examina- 1 


tion, shows reossification of osteolytic lesions. after three to six_ |’ 


months, seldom ¢ éaflier, and trot in every case. In all cases 
there is an` increase in weight, chiefly due to water reten- 
tion, clinically manifested by diminished urinary output and , 
subcutaneous oedema. 

Dosage. —After a careful study of the available reports the 
dose tried was 150 mg. of testosterone’propionate daily by 
~ Subsequently the dose was. s increased 
iq “about-onehalf of the patients to 300 mg. daily, till ‘a total 


r~e =r 


varying from 3,000_to 6,000 mg., was reached. In mos most cases 


- when improvement” was s satisfactory at the end of this period 


an “implant of 3,000 mg. “was” given. In a few cases much 
smaller doses, not “exceeding 150 mg. weekly, were tried. There 
is ‘at present’ no definite indication of the exact dose. 
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Changes in Metabolism.—Patients undergoing treatment favourable, these hormones do at times cause ager avation 
were studied before and during administration of testo- _ of the disease. The mode of action of the hormones is not 
Sterone propionate. The tests were carried out by Professor understood—and this to-day is the most urgent problem. 
N. F. Maclagan, and are summarized as follows: : Hormones, like castration, produce their effect on the host 

1. The rise in blood calcium reported by previous workers has not and thus differ from all other methods of treatment of 
been confirmed.. The danger, therefore, of hypercalcaemia and renal cancer which aim at a direct attack on the tumour.. 


failure emphasized by some as a sequence ‘of androgens cannot : 
` be confirmed. In none of my patients was the blood calcium altered. Hormones have thus opened up completely new avenues, 
n th and at present they are more important as research 


2. There was no alteration in the alkaline phosphatase and urinary i 
creatinine, a: < weapons than as therapeutic agents. 
3. There was no alteration in the basal metabolic rate. ; : 
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acid, and inorganic phosphorus concentration, 
‘5. The 24-hourly urea excretion showed a marked fall to a figure 
> not much greater than half the pre-treatment level. 
6. The urinary 17-ketosteroids rose to an average level of' 78 mg. 
per 24 hours, Most of, this rise was accounted for by etiocholanolone 
and androsterone. The 17-ketosteroids dropped to the normal of 
5 to 15 mg. very rapidly on cessation of daily injections—as a rule 
- within two days. A few patients treated by oral administration of 
methyl testosterone showed similar changes except that the 17- 
osféroid ex¢retion was not affected, as these compounds ‘are not 
excreted as 17-ketosteroids. In no case was oral administration of 
. „Methyl testosterone nearly as effective as the ‘intramuscular ‘injection 
Z of testosterone ‘propionate. These findings confirm the well-known 
“ , protein anabolic effects of androgens as illustrated by the fall in the 
~ blood urea concentration and urine-urea output: Jt is emphasized 


that there is no confirmation of a rise of blood calcium as reported 
by previous workers. l 





PRURITUS VULVAE* 
End-results—-Androgens are not in any sense a “cure” for, | ae 


cancer of the breast. all, T. N. A. JEFFCOATE, M.D., F.R.C.S.Ed., F.R.C.O.G. 


; breast. In many Gases, Büt not in all, they pro- 
duce’ marked but “temporary beneficial effects. After variable (From the Department of Obstetrics and Gynaecology, 
University of Liverpool) 


periods of time, from “a few months-to a few years, lesions 

recur and previously reossified skeletal metastases decalcify and 

new ones develop. Prolongation of life is obtained, but not all 

patients respond favourably, and some after an initial improve- 

ment appear actually to be made worse by treatment. The 

aggravating effects of androgens can be illustrated by the_ 
following two examples. - 

In one patient, in whom skeletal metastases were favourably 
influenced for a year, further administration of androgens was 
followed by replacement of the entire skeleton, with exception 
of the hands and feet, by mere shells of bony tissue filled with 
metastasis. There is little doubt that acceleration as well as 
regression of lesions can result from androgens. 

Another example is that of a patient with a large metastasis 
in the right lobe of the liver; complete regression after testo- 


Pruritus vulvae is a symptom, often of obscure origin, 
which is so distressing and difficult to relieve that it con- 
stitutes a real clinical problem. Moreover, it is common 
how common only those who keep the most accurate 
records will realize. In my experience it is mentioned as 
a complaint, although not necessarily the primary one, 
by 10% of all patients comprising private gynaecological 
practice. . The incidence in hospital practice is not less, and 
may be more. Its causes are so varied as to bring it 
within the scope of nearly all who practise medicine, 
although the general practitioner, the dermatologist, and 


sterone administration was followed within six months by the 
development of an equally large metastasis in the left lobe of 
the liver which did not respond to further androgen therapy. 
Post-mortem examination showed that the right lobe of the 
liver had shrunk to a mere nodule of fibrous tissue smaller than 
the gall-bladder; in this case disappearancé of hepatic meta- 


Stasis was achieved only at the price of complete destruction 
of the right lobe of the liver, 


a ee 


on pulmonary metastasis have followed oestrogen adminis- 
~tration” The effect on skeletal metastasis js far. less 
pronounced and far less frequent than that following 
-androgens. It is now accented that oestrogens should not 
be given to pre-menopausal „n itients, in whom aggravation 
of the disease may result from treatment. Uterine bleed- 
ing has'followed oestrogen administration even in patients 
`of 60 and 70 years of age—that is, 10 or 20 years after the 
menopause. Oestrogens have not proved of much value in 


carcinoma of the male breast, whereas castration often has 
a ar tt litte a aeaaee 


Oestrogens . . - 

Regression of metastasis in the skin, healing of local 

= kear t iaa lacie” bennett, eens Se -me =n at, Bumi ap mamen ee et ey nt, 
ulceration of the primary growth, and favourable effects 


2%” marked favourable effects. 
. ae ee 


, Conclusions 


There is little doubt that the late stages of cancer of the 
breast can be influenced by sex hormones. ‘Although mostly 


— 
Pad 


the gynaecologist are mostly concerned. Fach of these, 
however, tends to see different aspects of the problem or 
to approach it from a different and prejudiced standpoint. 
It therefore seems important to make a ‘plea for a strict 
definition of the term “ pruritus.” 


When patients complain of “irritation” of the vulva it 
is all too easy to assume that by this they mean “ itching,” 
whereas often they mean pain, tenderness, or a burning 
sensation. Unless the discomfort arouses a desire to scratch, 
it should not be classified as pruritus vulvae. The impor- 
tance of this distinction between itching and other sensa- 
tions is that their aetiology -is different, and a failure to 
recognize this in the past has given rise to a fictitious list l 
of causes of pruritus vulvae. It is: equally important to 
determine accurately the site of the pruritus: is it asso- 
ciated with pruritus elsewhere? Js it mainly vaginal, or 
vulval, or perianal ? Pruritus vulvae and pruritus ani often 
have different causes. - 

Pruritus seems, to be a very particular type of response, 
and is almost specific to certain forms of stimuli or tọ 
stimuli arising under special circumstances. The fact that 
so little is as yet known of the mechanism of the production 
of this sensation and of the nervous pathways by which 
the impulse is conveyed to the" central nervous ' system 

*Read in opening a discussion at a combined meeting of the 


Sections of Obstetrics and nef arial and Dermatology at the 
Annual Meeting of the British Medical Association, Harrogate, 1949. 
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accounts in- no. small way for- the problem presented when 
the vulva is the site of the trouble, Although it-has been 
suggested (Königstein; 1936)-that autonomic nervous path- 
ways may be concerned, .the more general view, expounded 
-im recent years by Walshe (1942) and Ganado (1945), is 
that the impulses interpreted as itching travel by the somatic 
pain fibres, and that pruritus is a variant of pain. It is 
often regarded as a minimal pain sensation, and this, it is 


argued, explains why a, healing wound is first painful and. 


later, as the impulse weakens, itchy.. 


Clinical observation, however, makes it difficult to accept 
-this view. So far as the vulva is concerned the causes of 
pruritus are dissimilar from those of pain ; a minor degree 
of pain or soreness does not become an itch, and no matter 
how intense an itch or how severe the lesion causing it 
the sensation does not change to pain and the patient con- 
tinues to scratch. Ultimately the scratch lesions become 


painful, but even then the patient distinguishes between ` 


this sensation and the underlying pruritus. There is other 
evidence, too, of a more general character. For instance, 

Königstein (1936): states that, in“ some cases of organic, 
disease of the central nervous system it is possible to induce 


itching i in areas which are insensitive to pain. Moreover,. 


recent work by Rosenthal and Sonnenschein (1948) on the 


role of histamine as a chemical mediator for the produc- -` 


‘tion of cutaneous pain goes to show that a “ subthreshold 
pain ” is stinging, tingling, or prickling but never itching. 
A sensation ‘of itching can. arise from central as well as 
peripheral stimuli (MacCormac, Sandifer, and Jelliffe, 1946). 
To read,.write, or think of pruritus, or to see another 
person scratching, is enough to start an itch. - The state of 
the central nervous system is probably important, for the 
skin is constantly exposed to minor irritations, such as the - 
touch of rough clothing, which might well be interpreted 
as itching. Ordinarily they pass unnoticed by conscious- 
ness, but may not do so under circumstances such as 
fatigue of the higher centres (Goldsmith, 1939). 7 


: * Aetiológy 


Pa 


The secret of the successful treatment of pruritus jilat 
ties in determining the cause, and for this reason I pro- 
pose to deal almost t entirely with aetiological considerations. 
The field can be narrowed at once by the exclusion of those 
eases in which the vulva is affected only as part of a 
“generalized pruritus, as in conditions such as lymph- 
adenoma, jaundice, generalized urticaria, and uraemia. 
Even so, according -to the ‘traditional lists many possible 
causes remain. These lists, however, need drastic ‘revision, 
and it is hoped to show that’ the factors concerned in 
causing real pruritus can be defined fairly clearly. Diseases 
of the anus-and rectum, such as haemorrhoids and fissures, 
even if they cause pruritus ani, which is doubtful, rarely 
if ever account for pruritus vulvae. 
fungus infection are responsible for some cases of itching 
around the anus, but threadworms do not give rise to vulval 
itching. The same is true of urinary-tract lesions—cystitis, 
pyuria, a.highly acid or an‘extremely alkaline , urine, and 
even urinary -incontinence. The last-named nearly always 
leads to .excoriation and soreness of the vulva but not to 
pruritus. The only exception is glycosuria, which is a com- 
‚mon and important causal factor. -Pediculosis gives rise 
‘to pruritus pubis rather than to pruritus. vulvae. 


In order to show the. relative importance of the alleged 


“and real causes of pruritus vulvae, 254 consecutive private | 


eases, in all of. which pruritus was given as a symptom 
of varying degrees of. priority, have been analysed. A large 
proportion of these received a reasonably full investigation, 


‘gation. | 


Threadworms and. 


especially the obscure cases, and in each one a determined 
attempt was made to find thé cause. In 20 cases this was 
unsuccessful, sometimes because the patient refused investi- 
The assessment of the cause also takes account of 
the response to. treatment -and the ultimate outcome. It 


‘should be emphasized that in order to simplify the picture 
-all women who were pregnant were excluded: Moreover, 


the material is to some extent selected, all the cases having 
been first sifted by general practitioners ; so the findings, 
-at least as regards the emphasis on individual conditions, 
may well be somewhat different from those of the general 
Paysician or dermatologist. a : i 


t 


Causes of Pruritus Vulvae in 254 Consecutive Cases (Pregnant Women 
Excluded) 
r i : No. of Cases 
Trichomonas vaginitis (not proved bacteriologically in 3 
but clinically typical) i 
Chronic cervicitis, cervical erosion, and polypi ag 28 
Trichomonas vaginitis probably present . 9 
Other factors present . 4 4 
Deficiency states .. ee 3 ae 3 
Vitamin B, deficiency eri cas a : 
4 


r 


20 


Achlorhydria 
Deficiency anaemia (iron or liver factors) . 
Psychogenic causes ; 18- 
Skin diseases not specific to '$ulva— psoriasis, intertrigo, 
intra-epidermal Samnoma; etc 14 
Prolapse - i eae ibe ga ie aa ii? 
“ Leucoplakia vulyae ” ye : its s a 9 
Glycosuria, diabetes mellitus .. 
Fungus infection of the vagina and vulva 6 
Senile vaginitis __.- ees 6 
Idiosyncrasy to” ‘chemicals (soap, u dettol,’” 
pessaries, contraceptives) Be aca bee s 5 
Allergic states a i ei sis 4 
Post-menopausal atrophic vulvitis a ee 4 
Unknown 20 


—, 
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Á few points which arise from consideration of this list 
call for special comment. 


1. Vaginal Discharge 


Contrary to the usual statements, discharges rarely make 
the vulva itch unless -the infecting organism is either 
Trichomonas vaginalis or one of the fungus group, usually 
Oidium albicans. Gonorrhoea and pyogenic infection of 
the vagina or vulva cause- pain and tenderness rather than 
pruritus. ‘Trichomonas infection is the leading cause of 
pruritus vulvae, especially in the child-bearing period. It 
can occur after the menopause, but is then less common. 
The pruritus is felt within the introitus as well as outside, 
and is usually worse post-menstrually. It may be out of all 
proportion to the amount of the discharge, which may be 
so slight that the patient does not mention or-notice it. 
Trichomonas infection can persist in a mild chronic form 
for years, and that despite intensive treatment. Apart from 
thrush, pruritus vulvae is- occasionally the result of other 
forms of fungus infection of the vagina and vulva. This 
may be difficult to demonstrate, and sometimes a clue to 
the diagnosis is obtained only by -finding evidence of 
_epidermophytosis , of the hands and feet. If pregnant 
women had been included in the analysis the number of 
cases of monilia infection would undoubtedly have been 
REN 

. Chronic cervicitis, erosion, and cervical polypi are given 
as the significant finding in 28 cases, ‘but on review a causal 
relationship’ to the pruritus is -doubtful in most of them. 
‘In nine, for instance, the pruritus was almost certainly due 
to an associated unproved trichomonas or fungus vaginitis, 
and in at-least six there is no evidence that the pruritus 
was better after radical treatment of the cervix. Indeed, 
considering how commonly cervical conditions cause dis- 
charge and how rarely they are associated with pruritus, 
it is open to. question whether a discharge which is a true 
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‘leucorrhoea, or which is the result of cervical infection, 
ever causes pruritus vulvae, 

— y . = < 
2. Glycosuria_, 


The fact that eight of this small series of , previously 
selected cases proved to have glycosuria is significant. The 
diagnosis of diabetes may easily be missed if at the time 
of examination the patient has not eaten for several hours 
and the urine is temporarily free from sugar. If there is 


any doubt about the cause of pruritus the only safe pro-' 


cedure is a glucose-tolerance test. „In glycosuria without 
diabetes the’ pruritus is nearly always the result of. Oidium 


Pita infection, which thrivés in the presence of a free 


\ 


- , coitus,-or a scratch habit. 


supply of carbohydrate, The same is true of ‘diabetes 
mellitus, but there is the added possibility of pruritus 
being the: result of peripheral neuritis or of chemical 


changes in the skin. The vulva in these cases presents’. 


a typical appearance, ‘the tissues being slightly swollen and 
oedematous with a characteristic dusky blue or purple 
coloration. ) | 
3. Psychogenic Causes, l : 
A close relationship between the mind’ and the skin and 
the part played by psychological ‘upsets in causing skin 
diseases are recognized by all. “Many psychiatrists empha- 


size the sexual basis of mental disturbances, so it is little’ 


wonder that the skin of the vulva can become the site 
for manifestations of psychoneuroses, _Some hold that 
nearly all cases of pruritus vulvae have a psychogenic 
basis, but there is a danger of the importance of this factor 
being exaggerated. In general, mental and emotional upsets 
should be accepted as causing pruritus vulvae only when 
every other possibility has been’excluded. When they are 
merely contributory factors, as they often are, they usually 
cease to operate when other causes are removed. Among 
the common psychogenic causes may be mentioned guilt 


* over masturbation, cancerophobia, fear of venereal disease, 


2 


marital disharmony with an underlying desire to avoid 


‘` 


- 4. Prolapse ` 


Prolapse either of the uterus or of the vagina seems to ` 


be a rare but none the less definite cause of pruritus. Con- 
sidering how common is prolapse, however, and how infre- 
quently pruritus is a: symptom, it is natural to doubt the 
association, yet a few cases seem to ‘be cured completely 


- by a repair operation. However, the possibility that the 
‘ cure is due to something incidental to the operation, such 


as sterilization of the vagina, rest in bed, or a psychological 
effect, cannot be excluded. 


"+ 5. Allergy and Drug Sensitivity- 

Skin sensitivity to various chemical constituents of toilet 
preparations occasionally cause pruritus vulvae. Sometimes 
acetarsol, silver picrate, and other drugs used in the treat- 


* ment of trichomonas vaginitis are the cause of ‘pruritus, or 


lead to its continuance after the original causal infection 
is ufider control. so l 
Apart from urticaria associated with the same condition 
elsewhere it is doubtful how far allergy is responsible for 
pruritus vulvae. The possibility has been much discussed 
and investigated in recent years, and is the basis of empiri- 
cal’ treatment with ergotamine and antihistamine drugs. 
Allergic ‘reaction to the patient’s own sex hormones has 


been blamed. Skin-sensitivity tests either with endocrine. 


preparations or with other possible antigens are rarely 


_ helpful, however, and in my experience antihistamine drugs 


generally give unsatisfactory results. - 
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l 6. Leucoplakia Vulvae ` 

Our knowledge of the‘ pathogenesis of leucoplakia vulvae 
and’ kraurosis vulvae is as confused and insecure as it 
was ‘forty years ago, when Berkeley and Bonney (1909). 
attempted to define them. There is a renewed tendency 
to return-to the older view that kraurosis is the ultimate 
atrophic phase of leucoplakia. If kraurosis is to be regarded 
as a condition of extreme atrophy affecting the introitus 
only and often associated with senile vaginitis, this can 
hardly be correct. Some writers even distinguish between 
leucoplakia. and leucoplakic vulvitis, and Hunt (1943) 
regards lēucoplakia as a form of lichen planus. The 
variation in views, few of them supported by convincing 
evidence, is borne out by Savill-(1940) and by Miller and 


“others (1947), together with thé discussion which followed 


this latter paper. . 


In my experience kraurosis vulvae-as originally described 
is very rare and does not cause pruritus but rather pain 
and dyspareunia ; this feature, which was emphasized long 
ago by Berkeley. and Bonney (1909), tends to be overlooked. 
Nevertheless senile vaginitis, possibly associated with vulval 
atrophy, is occasionally associated, with pruritus, which. 
responds to oestrogen therapy. Leukoplakia, at least in- 
its hypertrophic phase, is not. difficult to. recognize. It 
affects the outer aspects of the labia and may spread to. 
the perineum and around the anus, and is undoubtedly 
precancerous. It occurs at any age and does not bear 
any relation to ovarian function, so it is not improved by 
oestrogen therapy. There is good reason to believe that 


it may not be a specific entity but merely one typé of skin 


reaction to many possible stimuli: prolonged scratching 
alone can produce somewhat similar skin changes. It is 
sometimes the result of vitamin A deficiency, and is also 
seen occasionally in various types of: anaemia and in 
diabetes. One of the most typical cases of “ leucoplakia ” 
I have ever seen was in a doctor’s wife who suffered from. 
vitamin B deficiency as a result of a diet which consisted 
almost entirely of a few water-biscuits a day. The adminis- > 
tration. of riboflavin quickly restored the vulval skin to 
normal.. The nine cases of leucoplakia shown in the list 
were “iodiopathic ” in the sense that an underlying cause 
was not demonstrated-; there were five other cases in which 
the leucoplakic skin changes were considered secondary to 
other catises, and they appear under other headings... 

One- of the most obscure types of pruritus is that 
in which the irritation is localized to a very discrete 
area of thickened pale skin ušually situated on one 
labium “majus. It may be mistaken for leucoplakia, 
although hyperkeratinization and cracking are not pro- 
It responds badly to treatment— 
even to excision—and is probably a form of localized 
neurodermatitis with lichenification. 


7” 
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7. Deficiency States = 

One of the greatest advances of recent years is the 
recognition that various deficiency states can cause pruritus 
vulvae, and the development and details of this knowledge 
are set out in papers by Swift (1932, 1936), Wright (1944), . 
Stannus (1944), Hughes (1946), and Whitfield (1947). These’ 
authors are concerned mainly with the effect of vitamin A 
and various members of the vitamin B, complex. Other 
agents may operate, however, and among these may be 
mentioned iron, liver factors, and -possibly other vitamins: 
Pruritus vulvae is therefore occasionally a manifestation of 
hypochromic or hyperchromic”anaemia ; it then responds 
quite dramatically to the specific treatment of these condi- 
tions. The lesions produced in the vulva vary’ from slight 
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reddening or pallor and oedema to typical leucoplakia. AS 
might be expected, other evidences of deficiency states, 
such as glossitis, cheilosis, and angular stomatitis, are often 
found in these cases. 
scrotum, which is homologous with the labia majora, is 
also the seat of “ dermatitis ” in ariboflavinosis (Frankland, 
1948). 

If obvious local causes such as trichomonas infection are 

excluded, deficiency states can be shown to be responsible 
- for approximately 20% of the cases of pruritus vulvae. In 
‘this country they rarely arise as a result of gross dietetic 
errors, but such should be looked for, especially in elderly 
women living alone. More often they are due to some dis- 
turbance of the alimentary tract which interferes with bio- 
synthesis or with absorption. The most important factor in 
this respect; and one whose significance was first pointed out 
by Swift (1932, 1936), is achlorhydria, which is presumed 
to act by interfering with ,the absorption of vitamin A 
. and iron. 


Achlorhydria 


During the last ten years the investigation of cases of 
obscure and intractable pruritus seen in private or hospital 


practice has included a fractional test meal, and the details: 


of 46 women (including the 13 mentioned in the private 
series) with histamine-fast’ achlorhydria are available. 
The mere finding .of achlorhydria, which is common in 
women of advancing years, does not of course prove that 
it was the cause of pruritus, but the response to treatment 
suggests that in the majority it was. In four of the cases 
‘ the skin lesion was typical leucoplakia ; in others there was 
pallor or reddening of the labia majora with secondary 
changes due to scratching. Although the vulva was the 
main site of the pruritus the perianal skin was‘also involved 
in some cases. <A significant degree of. hypochromic 
anaemia was often present. All these patients were 
given acid. hydrochlor. dil’ by mouth, and iron prepara- 
tions when necessary, but no other general or local treat- 
ment, and the immediate results were as follows: cured, 
34; slight relief, 1 ; unknown, 4 ; No response, T: Koi 
Leucoplakia was present in two of the seven failures, 
and excision was required; in another case monilia infec- 
tion explained the'itching. It seems reasonable to, con- 
clude that in some of these seven and in the one with only. 
partial relief the achlorhydria was probably merely coinci- 
-dental, because the usyal response to treatment is striking, 
even dramatic. Women who have had -intolerable itching 
for years get complete relief within one to two weeks. 
- One constant feature, however, is that an associated pruritus 
ani is not relieved to the same extent. 
In order to determine the ultimate effect all of the 34 
“cured ” cases have been followed up. The findings are 
as follows: 


N 


Permanent cure for 1 to 8 years 25 cases 
Died from intercurrent disease 1 case 
Not traced ; 2 cases 
Relapsed and did not Tesþond to further treatment 6 cases 


Some of those permanently cured report that they -need 
to continue taking hydrochloric acid, otherwise the itching 
returns at once; this is what one might expect. Others, 
however, after regular treatment for a few months have 


been able-to discontinue taking the acid for long intervals _ 


—even years—without a return of pruritus. This is an 
extraordinary phenomenon which is not explained by pre- 
sent knowledge but is confirmed by Hyams and Bloom 
(1947). Also interesting are the six women who were 
- initially cured but did not get relief from the same treat- 
ment when symptoms recurred. One of these was ultimately 
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cured by an- operation for prolapse ; another can be kept 
comfortable only by periodic blood transfusions. ~In her 
case hypochromic anaemia persists or recurs despite the 
administration of hydrochloric acid and iron. 


Opinions differ about the relative importance of achlor- 
hydria as a cause of pruritus vulvae. Swift (1936) origin- 
ally stated that. it is responsible for all cases of leucpplakia 
and kraurosis; Haultain (1948) says that it is present in 
30% of cases of leucoplakia; while Hyams and Bloom 
(1947) put the figure at 60%. Miller et al. (1947), however, 
deny it any significant place in the aetiology of leucoplakia 
vulvae. In my experience it accounts for approximately 
20% of cases of “ pruritus ” for which there is no obvious 
local cause, and is present in about one-third of wcmen 
who have what I regard as real leucoplakic changes in the 
vulval skin. In these the vulval lesion is not always 
reversed by the administration of hydrochloric acid. More- 
over, and despite the statement of Hyams and Bloom (1947) 
to the contrary, Aypochlorhydria is rarely, if ever a 
significant finding in pruritus vulvae, and theacid deficiency 
must be complete if it is to operate. The fact that leuco- 
plakia in association with achlorhydria is often not cured 
by administéring acid raises-the question whether it repre- 
sents a skin reaction which has progressed so far as to be 
irreversible. Such'a concept is in keeping with the obser- 
vations of Stannus (1944) to the effect that in ariboflavinosis 
the essential pathology is capillary damage, and that the 
vascular disturbance may lead ultimately to permanent skin 
changes. 

Even when dietetic errors and alimentary upsets are 
excluded there still remains the possibility of a local tissue 
deficiency to account for some cases of pruritus vulvae. 
This might occur, for instance, if the blood supply is 
inadequate ; and the question then arises whether surface 
ischaemia in leucoplakia is the cause or the result of poor 
nutrition to that area. Deficiency states, vascular distur- 
bances, and pruritus have some close association. A vascu- 
lar upset- is often the basis for itching, as, for example, in 
urticaria and in varicose veins of the legs, the latter being 
accompanied by faulty nutrition to the skin. It is tempting 
to suggest that venous stasis is the significant lesion when 
pruritus vulvae seems to be caused by prolapse. The view 
that some local circulatory factor may cause pruritus vulvae 


‘is also supported by the fact that when the vulva is excised 


for leucoplakia healthy skin brought from other sites to 
cover the area often undergoes leucoplakic changes. 


= Even when the supply of essential factors is normal the 


local tissues may be unable to utilize them, and in this 
connexion it is interesting to note that it has been suggested 


that diabetes mellitus can produce pruritus by interfering 


with the utilization of vitamins by the skin or by 
promoting their rapid excretion. Carrying the argument 
further, it may be pointed out that when senile states cause 
pruritus vulvae the nutritive factor which is absent is 
oestrogen. ` 

The only types of pruritus which are difficult to account 
for on the basis of a generál or local nútritional deficiency 
are those due to trichomonas and fungus infection. It may 
be postulated, however, that, since these infections are so 
specific in their pruritus-producing character, perhaps the 
organisms concerned have a special metabolism which 
deprives the host tissues of some vital factor. They or 
their metabolic products may act as antivitamins or 
toxamins ; this suggestion is purely hypothetical, but its 
validity deserves serious inquiry. 

One of the difficulties in accepting the concept of poor 
nutrition of the tissues as the basis of pruritus vulvae is 


n 
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that, with the exception-of those cases which show a posi- 
tive therapeutic test, there is little concrete evidence to sup- 
port it. In some of our cases Professor R. A. Morton 
kindly carried out estimations of the amount of carotene 
and vitamin A in the plasma, and in none was any signifi- 


= ‘cant decrease demonstrated. This agrees with the findings 


“of Porter and Godding (1945) in relation to various skin 
disorders, and with those of Miller and others (1947) and 


Hyams and Bloom (1947) in respect of leucoplakia vulvae. 
_ The last-named workers were also unable to demonstrate 
any biochemical evidence of vitamin C and vitamin B, 


deficiency. The negative findings in regard to vitamin A, 
however, are not necessarily conclusive, because it is now 
known that the plasma content of this vitamin -remains 
normal for very long periods after it has been completely 
withdrawn from the diet (Glover, Goodwin, and Morton, 
1947) and is not easily altered by administering vitamin A. 
Moreover, local deficiency States, if present, cannot be 
demonstrated by examination of the blood and. urine. 


> Management and Treatment 


From the foregoing-it is clear that.the most important 
part of the management of pruritus vulvae is a -thorough 
investigation to find the cause. This ‘necessitates taking a 
very careful history and making a full physical examina- 
tion, and the minimum requirements as regards special tests 


are: (a) repeated examination of fresh vaginal swabs for 


trichomonas and Ojdium albicans and other fungi; (b) frac- 
tional test meal; (c) full -examination of the blood ; 
(d) glucose-tolerance test; and (e) biopsy of vulval’ skin 
in selected cases. Unless a cause can be found treatment 
is mostly unsatisfactory. i 


Antipruritic ointments are of little use except as tem- 
porary measures and perhaps to break the scratch babit. 
The injection of local analgesics gives disappointing results, 
and the division of all cutaneous nerves is usually short- 


lived in its effect. The place of radiotherapy in the treat- ` 


ment of pruritus vulvae js very strictly limited and should 
be used only as a Jast resort and after very careful con- 
sideration. Although it may give relief by a mechanism 
‘unknown, the pruritus, if caused by a persisting factor, 
usually returns. Moreover, x rays and radium are apt -to 
produce permanent skin damage, which can itself be the 


cause of intractable pruritus. Oestrogen therapy is useless ` 


except when ‘there is clear evidence of failure of ovarian 
function, and it may even be dangerous in precancerous 
lesions such as leucoplakia. l l 
Leucoplakia appears-to be helped sometimes by emol- 
lients (including cod-liver oil) and also by the local appli- 
cation of heat as suggested by Savill (1940), the idea being 
to improve blood supply. Often, however, nothing short 


= of vulvectomy is of real value, and this should not be 


-deferred too long, because of the possibility of malignant 
disease. Excision is of limited value except for clearly 
demarcated lesions such as leucoplakia, and even then there 
is a tendency for the condition to recur in the surround- 
ing areas. Unless`there is evidence of achlorhydria, gross 


`~ dietetic errors, or other lesions characteristic of a deficiency 


state, the empirical administration ‘of vitamin preparations 


even in massive doses is rarely helpful, despite a few enthu- - 


Siastic reports to the contrary. Moreover, if, as postu- 
lated above, any deficiency state in these. cases is of local 
origin it is unreasonable to expect a response from such 
medication. ; 


Throughout this paper the emphasis has been on the 


obscure and difficult cases of pruritus vulvae, and the- 


same is true in regard to treatment. Lest it convey too 
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gloomy a view of the general picture it is perhaps fitting 
to conclude by emphasizing that even in the present state 
of knowledge a definite organic cause amenable ‘to treat- 
ment can be found in not fewer than four out of every five 
women who complain of pruritus vulvae, and in not more 
than 5% is it impossible: to give real relief by one means _ 
or another. : l . 
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RELIEF OF POST-OPERATIVE PAIN AND 
ITS INFLUENCE ON VITAL CAPACITY 


BY 


i - H. E. POOLER, M.B., D.A. 
Senior Anaesthetist, Chesterfield Royal Hospital 


It has been recognized for many years that post-operative 
pulmonary. complications occur much more frequently 
after surgical operations involving the upper abdomen than 
after those on other parts of the body (King, 1933: 
Campbell and Gordon, 1942). It-is indeed significant that 
we are now more likely to hear the expression “ post- 
operative chest” than the more old-fashioned “ post- 
anaesthetic pneumonia.” 

In Table I is shown the incidence of post-operative 
pulmonary complications in a series of 5,869 anaesthesias. 
These were all personally administered and examined post- 
operatively by me, thus introducing a reasonably constant 
factor and ensuring that approximately the same minimum 
of abnormal physical signs in a chest qualified it for the 
label “ pulmonary complications.” 


TABLE I.—Post-operative Pulmonary Complications 





Site of Operation No. of Cases 


Pulmonary Complications 
ERE cee eS 


Upper akdomen 63 (199%) 
Lower abdomen 145 (10-9%) 
Outside abdomen* 29 (0-7%) 


Total 


- 








* Does not include thoracic surgery. 


had 


Why this high incidence of pulmonary complications 
following abdominal operations and especially those on the 
upper abdomen ? Langton Hewer (1948) lists several main 
causes of post-operative lung complications, including 
“impaired respiratory movements after operation and 


~~ 
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reluctance of the patient to cough.” - It seems reasonable 
to conclude that the impaired movement and reluctance 
to cough are conditioned to a large~extent_by the: pain 
elicited by these efforts. — : g 

Observation in the surgical wards will soon convince 
anyone that. operations involving interference with the 
abdominal walls are much- more productive of these condi- 


tions than are operations remote from the-abdomen, and_ 
that the nearer the operation is to the diaphragm the more’ 


reluctant is the patient to cough and the greater is the 
impairment of respiratory. movement; hence the greater 
likelihood of pulmonary complications. 

Churchill and McNeil (1927) and later Powers (1928) 
showed that an upper abdominal operation lowered the 
vital capacity on the first post-operative day to 25-30% 
of the- original volume, lower abdominal operations to 


50% of the original volume, but operations on the limbs 


had little effect on vital capacity. : : 

Table II shows some of. the results obtained by me. 
They are quite typical of our usual findings. A portable 
spirometer (pneumometer) was used, and the patient was 
placed in approximately the same position in bed for all 
readings. l 
TES - TABLE II . 










Post- 
; operative 
Operation 


Post-operative % 
of Pre-operative | 





, . Subtotal gastrectomy 
° EJ ”? 
3. 


Upper, 


abdomen abdomen 


4. Cholecystectomy Ft 
5. Nephrectomy .. ‘iis 
6. [leo-colic short circuit .. 
7. Uterine ventral suspension 
8. Millin type prostatectomy 
9. Gallie repair R.I. hernia 

10. Appendicectomy (para- 

median incision) 
Extra- 11. Meniscectomy* 
abdomen Ẹ 12. Meniscectomy*. 


Lower 


ZZZ SR ™ESUERE 





*It is interesting to note that the pre-operative vital capacity of Case 11 was 
measured half an hour after his premedication with “ omnopon,” gr. $ (22 mg.), 
and scopolamine, gr. 1/150 (0.43 mg.), and that the post-operative readings of 
both Cases 11 and/l2 were taken only ten hours after operation. 


Lassen (1938-9) published similar figures. While he 
agrees that the fear of pain caused by coughing and deep 
breathing plays some part, he believes the chief factor is 
reflex muscle spasm, since the exhibition of morphine does 


not increase the post-operative vital capacity. - . 


Morphine’ is still our great standby for the relief of 
pain, and in the absence of some strong contraindication 
no one would deny the drug to any patient after a severe 
operation. No doubt in vast numbers of cases it does-a 
great deal of good and no harm. But morphine is well 
recognized -as a respiratory depressant, so it cannot be..an 
ideal drug to relieve pain when it is also desirable to 
increase ‘pulmonary ventilation.. With this latter’ factor 
in mind it was decided to try other methods of relieving 
post-operative pain, especially after upper abdominal 
operations. Apart- from Lassen’s work I have been unable 
to trace any literature dealing with the effect of sedative 
drugs on the post-operative vital capacity.. In his article 
the only drug mentioned is morphine, and this very briefly. 
After some thought it was decided tò use procaine in the 
form of an intravenous drip. - Intravenous drip procaine 
had already become a recognized - therapeutic measure 
(Lundy, 1942 ; Gordon, 1943 ; Graubard et al., 1947, 1948).. 


It was felt that the dilute solutions required to produce - 
general analgesia would not produce any significant 


decrease in' muscle tone, especially in view of the well- 
Known fact that sensory anaesthesia is normally established 
- before appreciable muscular paralysis occurs when dilute 
procaine solutions are used for nerve-blocking. 
At first all that was sought was to produce a quick 
analgesia, then to. encourage the patient to cough until 
sputum was produced, and then to carry out the routine 
breathing exercises as.taught to him pre-operatively by the 
physiotherapist. This proved very-satisfactory so far as it 
went. It was surprising, and most gratifying, to see the 
amount of sputum produced by a patient who had not 
previously complained of -chest symptoms and had not 
experienced any desire to cough. It was felt that this 
routine of coughing followed by deep breathing must be 
preventing the onset of many potential areas of scattered 
atelectasis, and quite likely was clearing up some patches 
of collapse already established. | 
- The technique used was a’slow intravenous drip of 1% 
. procaine in normal saline ; the rate of the drip was care- 
fully increased until the patient’s pain was considerably 
relieved or -until he complained of subjective symptoms 
such as “feeling light-headed” or “feeling dizzy.” In 
practice these subjective symptoms always coincided with 
considerable relief of pain. In an average-sized adult this 
point was reached in about 5-10 minutes after the infusion 
of 15-20 ml. of the 1% solution. The drip was then slowed 
down and the coughing routine instituted. This technique 
necessitated the personal supervision of the anaesthetist, 
as it was obvious that the intravenous use of 1% procaine 
was not without its dangers. and the well-known vagaries 
of intravenous drips precluded anything but continuous 
observation. In a hospital where anaesthetists are rather 
at a premium this technique could not be carried out on 
many patients. : 


_ . The following three case reports are typical of the results 


obtained and indicate that the procedure is well worth 
while, despite the disappointing effect on the vital capacity 
after pain relief. As will be seen, the increase of vital 
capacity was not impressive. . 


~ 


‘Case Reports : Technique I 


Case 1—Man aged 45. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1.7 8. 
N,O +0., and d-tubocurarine, 25 mg. Duration: two hours 
and ten minutes. Pre-operative vital capacity: 2,700 c.cm. 
Post-operative vital capacity: first day, 900 c.cm. (34% of 


_ pre-operative value). He already had a “rusty” sputum, and 


rales were heard in all areas. There was considerable pain, 
ageravated by coughing or attempted deep breathing. The 
intravenous drip transfusion of 1% procaine completely re- 
lieved his pain, enabled him to cough up a considerable amount 
-of rusty mucopurulent sputum, and apparently enabled him to 
-take.deep breaths in comfort, but the vital capacity was in- 
creased by only 400 c.cm. to 1,300 c.cm.—that is, only 47% 
of its pre-operative, value, a gain of 13% on the first post- 
operative reading. 

Case 2—Man aged 47. Subtotal gastrectomy for ‘chronic 
duodenal ulcer. Anaesthetic:' soluble thiopentone, 1.5 g., 
-N,O+0,, and d-tubocurarine, 30 mg. Duration: two hours and 
five minutes. Pre-operative vital capacity: 2,500 c.cm. Post- 
operative vital capacity: first day, 1,000 c.cm. (40% of pre- 
operative value). Pain was fairly severe, and was much aggra- 
.vated by attempted deep breathing. Intravenous transfusion 
of 1% procaine almost completely relieved his pain. Strong 
but painless coughing produced thick viscid sputum. Vital. 
capacity increased by 200 c.cm. to 1,200 c.cm., or 48% of the 
pre-operative value—a gain of 8% on the first post-operative 
reading. i -0 

Case 3—Man aged 49. Subtotal gastrectomy for chronic. 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1.75 g., 


—_— 
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the pain. 


- using this technique. 
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N:O + O, (minimal cyclopropane during closure of’ peritoneum), 
and ‘d-tubocurarine, 35 mg. Duration: two and a half hours. 
Pre-operative vital capacity: 2,500 c.cm. - Post-operative vital 


.Capacity:: first day, 600 c.cm. (24% of “pre-operative value), 


Great deal of pain, much aggravated by attempted deep breath- 
ing. ‘ Intravenous transfusion of 1% procaine greatly relieved 
Vital capacity increased by 200 c.cm. to 800 c.cm., 
or 32% of pre-operative value—a gain of ‘8% on the first pre- 
operative reading. a ; 

No serious subjective symptoms were encountered while 
The initial drip is given very slowly, 
so that a patient with an idiosyncrasy to. the drug would 
show mild warning symptoms before enough had been 
infused to.do him real harm. Johnson and Gilbert (1946) 
have shown that reactions to procaine occurring during 
drip transfusions of the drug are easily controllable and 
need not be alarming., Using a 1% solution of. procaine 
to obtain obstetric analgesia, they carry a patient into a 
semiconscious state for the actual delivery. Such dosages 
as “8 g. in 6 hours, 9.5 g. in 8 hours, and 9.7 g. in 84 
hours” illustrate the distance we -have travelled since the 
time when intravenous injection of. a local analgesic was 
looked upon as a serious accident occurring occasionally 
during the production of regional analgesia. 

Since the publication of Barbour and Tovell’s (1948) 
experiences using a 0.1% solution of procaine, with an 
average adult dosage of 1 g. in one hour for the treatment 
of many different pathological conditions, I: have used a 
similar technique for the relief of pain after upper 
abdominal operations. The advantages are that subjective 
symptoms of overdosage rarely occur and the patient-need 
not be under’ personal supervision after the first few 


minutes. Actually, despite the greater dilution, the patient . 


receives a much bigger dose, which appears to be a good 


deal more effective. “The relief from pain is more lasting. - 


With the use of Technique I'(1% procaine) the patient 
obtains good relief for two to three hours. With 
Technique IH (0.1% procaine) the relief-lasts as long as 


~“ six to eight hours. boc 


ia 


- The solution used: is procaine, 1 g. in 1,000 ml. of 5% 
dextrose in normal saline. ‘The procaine should not be 
mixed with the dextrose saline until required, as the 
resultant solution becomes discoloured after a few-hours. 
The effect on the vital capacity iš still disappointing, but 
is rather better than that achieved by Technique I, as the 
following typical case reports indicate. 


Case Reports: Technique I 


Case A,—-Man aged 36. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1:7 g., 
N,0O+0,, and d-tubocurarine, 22.5 mg. Duration: two hours. 
Pre-operative vital capacity: 3,000 c.cm. Post-operative vital 
capacity: first day, 1,100 c.cm: (37% of pre-operative value), 
Not severe puin—complete relief after 1 g. of procaine, given 
in one hour by intravenous drip transfusion. Vital capacity 
increased by ‘500 c.cm. to 1,600 c.cm., or 53% of pre-operative 
value—a‘gain of 16%. Post-operative ‘vital capacity: second 
day, 1.800 c.cm. (60% of pre-operative value). “After 1 g. of 
procaine by intravenous drip, vital capacity increased to 2,100 
c.cm., ‘or 70%.of pre-operative value—a further gain of 10%. 

Casé B.—Man aged 46. Subtotal gastrectomy for recurrent 
gastric ulcer following partial gastrectomy three years previ- 
ously: Anaesthetic: soluble thiopentone, 1.5 g., N,O+0O,, and 
d-tubocurarine, 30 mg. (+minimal cyclopropane during main- 
tenance to overcome ‘hiccup). Duration: three hours. Pre- 
operative vital capacity: 3,000 c.cm. - Post-operative vital 
capacity: first day, 1,100 c.cm. (37% of pre-operative value). 
Not severe pain, bùt complete relief after 1 g. of procaine in 
intravenous drip over’ one hour. 
400 c.cm. to 1,500 c.cm., or 50% 


N 


of pre-operative value—a gain 


RELIEF OF POST-OPERATIVE PAIN AND VITAL CAPACITY 


Vital capacity increased by . 
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of 13%. Post-operative vital capacity: second day, 1,500 c.cm. 
(50% of pre-operative value). After | g. of procaine tle vital 


` capacity increased to 1,800 c.cm., or 60%: of pre-operative value 


—a gain of 10%. . 

Case C.—Man aged 52; a case of jejunal ulcer and gastro- 
colic fistula. Operation: 
jejunostomy, closure of gastro-colic fistula, and subtotal 
gastrectomy. Anaesthetic: soluble thiopentone, 1.75 g., 
N,0+0,, and d-tubocurarine, 30 mg., with occasional small 
doses of cyclopropane to secure quiet respiration during diffi- 
cult surgical manipulation. Duration: three hours and ten 
minutes. Pre-operative vital capacity: 2,400 c.cm. Post- 
operative vital capacity: first day, 1,000 c.cm. (41% of pre- 
operative value). Rather severe pain much aggravated by 
attempted deep breathing. No desire to cough. Good relief 
obtained by procaine, 1 g., in intravenous drip over one hour. 
No sputum produced by coughing. Deep breathing now almost. 
painless. Vital capacity increased by 500 c.cm. to 1,500 c.cm., 
or 62% of pre-operative value—a gain of 21%. _—- 

Case D.—Man aged, 67. Repair of perforated duodenal ulcer. 
Anaesthetic: soluble thiopentone, 0.5 g., N,.0O+0.,, and d-tubo- 
curarine, 15 mg. Duration: 25 minutes. Pre-operative vital 
capacity: unknown. Post-operative vital. capacity: first day, 
1,000 c.cm. Severe pain. Great relief after 1 g. in.intravenous 
drip over one hour ; coughing then produced copious sputum: 


Vital capacity increased to 1,200 c.cm. Post-operative vital. 


capacity second day, 1,400 c.cm. No abnormal physical signs 
in the chest. There can be little doubt that this patient would 
have developed major pulmonary complications if he Had not 
been able to expectorate freely on his first day. 


For each case a vital capacity chart (a specimen of which 


undoing of 20-year-old gastro-; 


is illustrated) is filled in, as well as the usual “ Copeland- 


Chatterson ” record card. 


S i 
Conclusion 


From the work done so far it would seem that Lassen 
(1938~9) is right when he asserts that the post-operative 
lowering of vital capacity is not altogether due to the fear. 
of increase of pain on deep breathing. If this were the 
whole story, then complete relief of pain should restore the 


vital capacity to its normal volume, but this by no means ` 


happens. -If, as seems likely, Lassen’s assumption that 
reflex muscle spasm is the chief factor is correct, then some- 
thing more than the abolition of conscious pain is required. 
In fact, it is likely that only-by interrupting the reflex arc on 


its afferent side can we abolish this muscle spasm and still l 


leave the muscles under full voluntary control, thus enabling 


the patient to take the déep breath required to produce. 


his normal vital capacity. 


Since writing the above I have had the opportunity of 
reading an article by McCleery, Zollinger, and Lenahan 
(1948) in which they have shown that a significant increase 
of the post-operative vital capacity can be achieved, after 
upper abdominal operations, by injection of the sixth to 
the eleventh intercostal nerves with a slowly absorbed solu- 
tion of. 1:1,000 “ nupercaine ” in peanut oil. They claim 
that injection in thé mid-axillary line does not interfere 
with the motor supply to the intercostal muscles. This 
procedure should not only relieve pain but should also 
break the reflex arc on the -afferent sides yet the average 


- Increase of the vital capacity was still only 16 to 17%,, 


which is not much above the average increase obtained with 
intravenous procaine (12 to 13%). - i . 

It seems not unreasonable. to conclude that if we could 
hold a post-operative vital capacity at its pre-operative 
volume: we should considerably reduce the incidence of 
post-operative pulmonary complications. But ‘that this 
would not complete the story was shown by Rees-Jones 
(1941), who demonstrated that during the first 24 hours 
after an abdominal operation either the diaphragm on the 
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ipsilateral side was fixed or its excursion very mich reduced, 
while on the contralateral- side movement was free ;. yet 
the only case in his series to develop pulmonary complica- 
tions produced a lower-lobe atelectasis on the contralateral 
side. 


Summary 


The incidence of pulmonary seagate following upper 
abdominal operations remains high. 


After an upper abdominal peanon the vital capacity is 
regularly decreased to the region of 35% of its i 
volume. 


Intravenous drip procaine is an excellent method of relieving 
post-operative pain in cases in which it is important not to 
decrease pulmonary ventilation.. 


There is evidence that some increase of vital capacity follows 
the relief of post-operative pain by this method in abdominal 
cases. This increase, however, is so small that it is suggested 
that other theoretical causes for the lowered vital capacity need 
investigation.” 
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LOW-SALT DIET IN TREATMENT. 
OF HYPERTENSION AND HYPERTENSIVE 
HEART DISEASE* 

BY i 
H. O. BANG, M.D. 


P. BECHGAARD, M.D. 
AND 


A. LEVIN. NIELSEN, M.D. - 


(From Medical Departments 2 and 7 of the Municipal Hospital, 
2 Copenhagen) 

The treatment of heart disease and hypertension has of 

late attracted much attention, thanks especially to papers 

by Allen and Sherrill (1922), Schroeder (1941), Schemm 

(1942), and White et al. (1946). Kempner (1944) claimed 


to have seen an exceptionally favourable response of hyper- - 


tension to his salt-poor “ rice diet.” The favourable effect 
on these diseases was, however, observed far earlier by 
Karell (1866), Achard and Loeper (1901), and Widal and 
Lemierre (1903). In Denmark, Finsen (1904) proposed a 
low-salt diet in diseases associated with oedema. Accord- 
ing to recent’ American experiences a rigorous restriction 
of the salt content of food (under 0.75 to 1 g. of NaCl 
daily) is necessary, at least in the case of hypertension. 


—— 


*Read before the Scandinavian Congress of Medicine, Copenhagen, 
on June 30 
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Present Investigstion A r 


Our object has been to test the above American results. 
In particular we have tried to prove that sodium chloride 
alone is the deciding agent and that the possible favour- 
able response to the dietary treatment is not due to other 
factors, such as confinement to bed and rest in hospital. 

Diet Originally we used a diet containing about 2,500 
calories, but we soon had to reduce it to about 2,000 


calories, the patients being unable to eat it all. The solid 
food conšists of : 


Morning: 45 g. white bread (salt-free), 10 g. butter (salt-free), 
5g. sugar, 1 g. tea. 
Either simultaneously or later in the morning: 25 g. oatmeal 


ae porridge, cooked without salt), 5 g. sugar, 125 g. stewed 
ruit. 


Supper: 100 g. white bread (salt-free), 30 g. butter (salt-free), 
half an egg, 50 g. tomato (or 100 g. apple or 10 g. cucumber), 


25 g. fresh meat (or 20 g. fish), 10 g. lemon juice with 10 g. 
- sugar (or 50 g. juice in water). 


Dinner consists of fruit jelly as the first dish Wihan 
milk), and boiled or fried (in salt-free butter) fish or meat, 
with vegetables and potatoes afterwards. The composi- 
tion of the diet per day, calculated after Sherman's tables, 
appears to be : sodium 262 mg., chlorine 385 mg., calcium 
254 mg., iron 7.9 mg., with protein 50 g., fat 88 g., and 
carbohydrate 258 g., giving 2,019 calories. The diet is 
insufficient with regard to calcium, and perhaps vitamin B 
and iron. During the experimental periods we added daily 
doses of vitamins A and D and gave a weekly injection of 
a vitamin B preparation. l 

Material—The series consisted of 26 patients, all 

admitted to the Municipal -Hospital, Copenhagen. They 
presented such a degree of hypertension that after a fort- 
night’s confinement to bed they still had a systolic blood 
pressure above 180 mm. Hg and/or a diastolic pressure 
above 120 mm. Hg. Seven of the patients were men and 
19 women, with ages ranging between 45 and 71 years 
(average 59), Their hypertension had been recognized 
from well over 1 year up to 14 years previously. None 
of the patients seemed to suffer from the rapidly progres- 
sive malignant form of hypertension The hypertension 
was in most cases complicated by heart disease (possibly 
with insufficiency), retinopathy, or nephropathy. In the 
accompanying table the patients have been grouped accord- 
ing to diagnosis, with the uncomplicated cases at the top, 
and then the different complications in order of .increasing 
\ severity. Patients whose urea clearance was less than 50% 
of the normal value have been entered under a diagnosis 
of nephropathy. None of the patients had had syphilis 
or rheumatic fever. 

Experimental Period—During the preliminary fourteen 
days the blood pressure was measured frequently, and 
patients in whom it fell below the above limits were not 
submitted to treatment. A number of the less severe cases 
were therefore excluded. Four days before starting treat- 
ment with the low-salt diet we began to take the blood 
pressure of each patient in the morning; preferably this 
was done by the same physician, at least three times. The 
blood-pressure values are based on the lowest recorded 
for each day. The values stated in the table are means for 
the last four days. Column I gives means for the pre- 
liminary period, column II for the low-salt-diet period, and 
‘column III for the control period of high salt intake. During 
the preliminary period we measured the chloride and 
nitrogen excretion daily for two or three days. Ophthal- 
moscopy was carried out, as well as radiography of the 
heart, electrocardiography with precordial deflection, 


1204 Nov. 26, 1949 j 


LOW-SALT DIET IN HYPERTENSION 


~ 
- ` 


BRITISH 
2 MEDICAL JOURNAL 





estimations of serum chloride, serum bicarbonate, and 
blood urea, and in most cases urea clearance. The urine 
was examined microscopically in all cases, and finally the 
patients were submitted to a general- clinical examination. 
During the low-salt-diet period the daily chloride and 
nitrogen determinations were continued, while the remain- 
. ing examinations were performed once’ a week. The 
patients were weighed not less than twice weekly, often 
daily. This period lasted from 10 to 51 days (average 
15.8 days). l 


Control Period—After the expected fall in the blood 


pressure had occurred and stable conditions seemed to have . 


been’ attained, we—without making other changes, and 
unknown to the patient—added 4.5 g. of sodium chloride 
to the diet in order to see the effect on blood pressure, 
weight, and the subjective-symptoms. To avoid any 
suggestive effect of the salt addition the patients had pre- 
viously been given “dummy tablets” every day. Only 
two of the patients discovered the change, and then only 
just before the end of the control period. The control 
period lasted from 5 to 15 days (average 8.4 days). In three 
cases with a blood-pressure fall during the low-salt period 


“ 


in a single case as much as 17.4 kg., or 20% of the body 
weight. During the following period with the addition 
of salt all the patients except two gained weight, but only 
from 0.1 to 1.9 kg., the patients with oedema not having 
been submitted to this control treatment. The gain in- 
weight, like the preceding weight loss, occurred in the first 
few days after the change. The four patients whose blood 
pressure did not rise during the salt treatment put on 0.6, 
0.7, 0.9, and 1.9 kg. respectively—in others words, the same 
as the others.. - : 

Prior to the low-salt-diet period the urine contained 2 to 
6 g. of chloride daily. During this period it fell to 0.3 to 
0.5-g. daily, to rise again a few days after the addition 
of sodium chloride to 1 to 3 g., in conformity with a 
chloride content of about 2.7 g. in the salt added. © The 
nitrogen excreted in the urine during the entire course of 
treatment varied from 3 to 7 g. daily, dependent on the 
patient’s appetite, the diet not being poor in protein. The 
serum chloride concentration generally showed a slight fall 
to low normal or slightly subnormal values. The bicar- 
bonate concentration in serum remained normal, as also 
did the blood urea. 


Blood Pressure of 26 Hypertonic Patients during- Low-salt-diet Treatment, and During a Control Period with Addition of Salt 
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we did not carry through- a control period. Therefore - 


these results must be regarded as uncertain. 


>. Results i 
Of the 26 patients treated 23 showed a fall in blood 
pressure during the low-salt-diet period. In four of these 
the addition of salt produced no rise, and in three this 
control test was not performed. In the remaining 16 with 


blood-préssure rises during the control period the fall. 


occurred after from 4 to 16 days (average 8.5 days) on a 
low-salt diet. In patients with oedema the fall occurred 
later, after the considerable fluid and salt output had 
ceased. The low-salt diet was discontinued if no response 
was seen within three weeks. In.the 16 cases with a rise 
during the control period the fall averaged 51 (21 to 103) 
_mm. Hg systolic, while in the 4 with a negative result of 
_the salt addition it averaged 33 (21 to 53) mm. Hg. 
During the treatment with a low-salt diet we generally 
observed a slight loss of weight in the first few days. Two 
patients, however, put on 0.1 and 1.1 kg. respectively. In 
patients with oedema the weight losses were much greater— 


Eye examinations revealed normal fundi’in five patients 
and from moderate to pronounced changes in the rest (after 
Keith and Wagener: group I, 3 patients; group I, 
15 patients ; group III, 2 patients ; and group IV, 1 patient). 
The findings weré generally the same before and -after 
treatment. In two cases only did we observe diminish- 
ing exudate and haemorrhage during the course of 
treatment. ` 


Seven patients had normal electrocardiograms. In six 
patients T, was iso-electric and in eight negative. In 


_three, iso-electric T, waves became definitely positive, and 


in one a negative T, wave became iso-electric. 


X-ray examination often showed the heart to be enlarged. 
In two cases a decrease of 1 cm. was observed, which,.how- 
ever, is insignificant. Radiographic signs of pulmonary 
stasis disappeared regularly during the treatment. 

The subjective symptoms of hypertension—i.e., headache, 
sensation of pressure in the head, hot flushes, dizziness, 
tiredness, increasing to regular encephalopathy—dis- 
appeared in all cases except one even in those with no _ 
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the patient who experienced no. subjective relief showed -- ae 
a marked fall in blood pressure. Sensations of oppression - 240 ” 
and dyspnoea subsided or disappeared completely. The ‘< 220b- n 
subjective effect en the patients was on the whole so striking - 92. 200 
that the majority wanted to continue the low-salt diet after BS X 180 
their discharge. Within the control period the symptoms Dg 160 2 -/ 
began to recur in several cases, and in these we stopped - f Y 140 - - 
the addition of salt after a short while. - 835 120 Been ; 7 
The following are three typical cases.  - : @ EQ 100 v 
l - 66 7 2 
l Illustrative Cases p = N s : X 
` Case 22 (Fig. 1 and Table)—Extraordinarily, this patient SL 63 T rf 7 4 S 
was given an addition of 4.5 g. of sodium chloride daily: the -3 62 f J == 
last six days before receiving the low-salt diet. Addition of of A Ys 2 S 7 
salt to the low-salt diet caused a rise in the blood pressure, and 60 f A Ge DU, pn 19 


discontinuation of the salt addition a renewed fall. Transition 

to an ordinary mixed diet again produced a rise. 
Case 16 (See Fig. 2 and Table). z , 
Case 17 (Fig. 3 and Table)—Patient suffering from hyper- 

tensive congestive -heart failure. The considerable chloride 


excretion parallels the decrease of weight (loss of oedema), after 
which followed the fall in blood pressure. ` 


~ 
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Discussion 


_ The material here presented, consisting mainly of elderly 
hypertonics with complicating heart failure, shows that a 
low-salt diet may produce a fall in blood pressure in many 
hypertonics, but not in all. The fact that the addition, 
without the patient’s knowledge, of sodium chloride during 
a low-salt diet period makes the blood pressure rise again 
seems to show-that sodium chloride as such plays a. decisive 
_ part in. some cases of hypertension. We do not yet know 
how the salt acts. But this very question is of the greatest 
theoretical interest and requires further investigations, 
among others into plasma volume and renal function. The 
oedema-clearing effect of the~low-salt diet is conspicuous. 
One should, however, be careful in using this treatment 


_ -in cases of certain chronic renal lesions where the kidneys 


are unable to reduce the sodium excretion in the normal 
way. Here, as seen in one case, we may soon produce an 
extrarenal uraemia “ par manque du sel.” 

Besides the effect on blood pressure, oedema, and 
dyspnoea, and the relief of the subjective troubles, we saw 


no favourable response to the diet except in some cases 


electrocardiographic changes and, rarely indeed, reduction 
of exudate in the fundus. We know, however, that electro- 
cardiograms from untreated .hypertonics very seldom 
“improve ” (Bechgaard, 1946). f 

~. It is-our opinion that the results achieved should stimulate 
workers to further experiments with the low-salt diet. 


Summary 
Twenty-six patients with ‘hypertension, in some associated 
with heart failure and/or nephropathy, were treated with a 
diet containing less- than-1 g. of sodium chloride. Sixteen 
‘of these experienced a fall in the blood pressure, which rose 
to some extent again after a daily addition of 4.5 g. of sodium 


~ 


_ chloride. In addition the low-salt diet proved to have a favour- 


able effect on cardiac oedema. Owing to the continuous loss of 
sodium, the treatment is contraindicated in certain cases of 
chronic nephritis: 


This work was supported by grants from H.M. King Christian X’s 
Foundation. f 
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SYMPTOMATIC TREATMENT ` OF 
. `- MYOTONIA ATROPHICA ` 


BY 


L. BUSSELL, D.M., B.Sc., MRCP. D:C.H. 
Clinical. Assistant, Royal Infirmary; Sheffield 


The value of the antihistamine drugs in increasing mobility 
in Parkinsonism has been noted by various clinicians. . This 
spasmolytic. action of the antihistamines is probably due 
to lengthening of the refractory. period of muscle, which 
then becomes unable to maintain a tetanus. Such an action 
has been demonstrated on isolated’ rabbit auricle for 
quinidine, pethidine, procaine, and other local analgesics 
(Dawes, 1946). 


(“ neoantergan ”) was twice as potent.as quinidine in_this 


respect (Dews and Graham, 1946). 


In the case described below this action of the anti- 
histamine drugs was applied to the treatment of myotonia 
atrophica. . a 
Case Report . 

The patient, a Derbyshire farmer aged 49, presented the 
classical features of myotonia. 
woebegone, with bilateral cataract and receded frontal hair- 
line. The neck was so wasted that his collars had become 
unserviceable, and on‘special occasions he resorted to a-necker- 
chief. There were weakness and wasting in the arms, legs, and 
small hand muscles, with a delay of several seconds in release 


` of the handgrasp. He was unable to cut up his own food at 


+ 


meals or to do heavy work. He manåged, however, to run a 
small poultry farm, clumping around with a noisy stamping 
gait, and carrying buckets of water or poultry meal on the 
crook of his best forearm. The testicles were atrophied and 
bronchiectasis was present. ~ He had had four attacks of pneu- 
monia in recent years. Although friendly enough with his 
doctor, others found him ‘moody and difficult. 
Symptoms began in 1943, but the condition escaped diag- 
nosis until 1946, when quinine was given with benefit. Treat- 
ment lupsed after the first few weeks and had not been resumed. 
He was the only member of the family to show the full 


= picture òf the disease. His grandfather and father both suffered ` 


from senile cataract. His grandfather was a`powerful man of 
great physical stature, who narrowly missed recruitment into 
the Life Guards. Both his grandfather and his father had been 
exceptionally heavy beer-drinkers. The patient's brother, a 
middle-aged man, and the brother’s two daughters were said 
to` suffer from short sight. All three wore glasses with lenses 
of startling thickness. The patient himself had two. healthy 
sons in their teens. - ` 

Treatment was ‘started in June, ‘1949, with 50 mg. of 
“benadryl” three times a day. After one week the patient 
was able to use a knife and fork and to cut up his own food 


` for the first time for two years, and he began-to carry buckets 


of water in the normal way by hand. There was objective 
improvement in the myotonia of the hands, and the small hand 
muscles became firmér to palpation. He was then’given 200 mg. 
of anthisan three times a day for a further two weeks.. Improve- 
ment continued, and he was able to fork dung and “sweep 
out” with greater effect than before. The myotonia of the 
hands was not, however, altogether abolished. : j 


S 


It was later shown that “anthisan ” 


The facial expression was 


\N - 
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Discussion À é 

The patient was not a good subject for assessment of à 
therapeutic remedy. The severe wasting placed a limit 
on the value of spasmolytic drugs, while the mental condi- 
tion introduced a big subjective factor. If the value of 
antihistamines in myotonia is -confirmed, they might be 
employed in two ways : the. antihistamine ‘drug could be 
given with quinine to obtain a summation effect, or the 
two drugs could be given alternately, say for a week each, 
to avoid the unpleasantness of cinchonism. `“ 

In considering .the treatment of myotonia atrophica it 
is well to take account of the relationship between this 
disease and myasthenia gravis. A pharmacological anti- 
thesis is recognized between these two diseases, drugs which 
benefit the one causing an exacerbation in the other (Good- 
man and Gilman, 1941). It was thought possible that this 
antithesis might operate in the case of the-thymus ‘gland. 
Tumours of this gland are sometimes found in myasthenia, 
and a femission in the disease sometimes follows thymec- | 
tomy. Accordingly, after three weeks’ antihistamine treat- 
ment in the,above case it was decided to try the effect 
of thymus-gland administration. For a fair trial it would 
be necessary to give fresh gland extract, by injection. As ~ 
fresh extract is not readily available, dried thymus tablets 
were given by mouth for a month—10 gr. (0.65 g.) thrice 
daily. There was no objective change. The patient, how- 
ever, reported continued subjective improvement, with 
increase of the myotonia in the hands after withdrawal of 
the.tablets. This may have been a psychological effect, and 
owing to the preceding antihistamine treatment the experi- 
ment was considered inconclusive. It did, however, succeed 
in showing that thymus gland by mouth does not provide 
a replacement therapy for the disease - 

Further. work on the antihistamines is required to ~ 
` establish whether antihistamine and spasmolytic action run 
„parallel. If this is so, the newer and more potent anti- 

histamines should -repay trial in myotonia. It is also pos- 
sible that some of the local analgesic substances possessing 
a’ quinidine-like action on rabbit auricle (Dawes, 1946) 
may prove’ suitable for clinical use in myotonia. : 

In general it is to be expected that drugs such as quinine 
which benefit myotonia would also, be beneficial in -the rigid 
type of Parkinsonism. i ` 


r 


Summary f 

A pharmacological ‘basis for the action of spasmolytic drugs ka 
in Parkinsonism and in myotonia atrophica is described. 

On this basis a spasmolytic agent which is active in, one of.. ` 
these diseases should also be active in the- other. so i 

„A case of myotonia atrophica is reported. Benadryl and 
anthisan both produced striking symptomatic improvement. 

The possible role of the thymus gland in myotonia atrophica 
is discussed. 


I wish to express my thanks to Professor Wayne for helpful 
- criticism and for permission to treat the cfse. 
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digestive and biological value of beef protein were studied. 


Canning caused .a lowering in the biological: value and digest- 


i ibility of the beef, but roasting and corning produced no change. 
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AN UNUSUAL CASE OF SIMMONDS’S 
DISEASE 


1 "s 


BY 


_ . DERMOT McCRACKEN, M.B., M.R.C.P. 
Assistant Physician, Lake Hospital, Ashton-under-Lyne ` 


True cases of Simmonds’s disease due to lesions of ‘the 
pituitary other tham a post-partum necrosis are rare. One 
essential part of the syndrome is some destructive ‘lesion of 
the anterior pituitary, and in many of the cases reported 
erroneously as Simmonds’s disease there has been no such 
lesion. 

The case reported below fulfils all the requirements for 
a diagnosis of this disease, and the primary lesion was a 
carcinoma of the pituitary gland. There are several 
interesting features in the case. ‘ 


` Case. Report 
The patient, a man aged 54, was admitted in October, 1947, 


to the Lake Hospital, Ashton-under-Lyne. following a haemat-~ 


emesis of 1 pint (570 ml.) of blood. He continued to vomit 
clots of blood immediately after admission. He was very 


- apathetic and a good history could not be elicited from the 


patient himself. His wife said~that he had been in poor health 
for years and had lost a lot of weight. He had been having 
severe attacks of neuralgia in the face and head. The previous 
year he had undergone tonsillectomy and an operation upon 
his nose, 

In February, 1947, he had been admitted to the neurosurgical 
department of another hospital because the ‘head pain was 
persis‘ent. It was then thought that the ill-defined pain in 
the left side of the face and ear was due to a lesion in the 
central grey matter for which little could be done, As the 
pain was so severe, however, operation was undertaken to 


relieve it : intracranial division of the ninth nerve, the upper. 


fibres of the tenth nerve, and the lower part of the fifth root 
was performed. He improved somewhat and was discharged in 
March. as all investigations to find a cause for the pain were 
negative. It was thought at the time that a deep secondary 
deposit could- possibly have accounted for the pain, but no 
lesion was demonstrated. 7 


For two months previous to admission to this hospjtal for 
haematemesis he had been having epigastric pain almost 
immediately after food. He was given the usual treatment for 


haematemesis. and vomiting ceased 48 hours after admission, ` 


but he continued to have melaena for 10 days arid was given 
blood transfusions of 2 pints ‘(1.14 litres) and 1 pint. He began 
to improve, and the haemoglobin rose from 38% on Nov. 3 
to 80% on Nov. 18. He suffered from epistaxis on several 
occasions in the last’ half of November,. but said this had 
“occurred at intervals since the nasal operation. . It did not affect 
the blood picture appreciably. Despite the improved blood 
picture the patient continued to be very apathetic and took 
little interest in things. All efforts to increase his weight 
failed. - : 

He came under my care in April, 1948, when the picture -was 
much the same. The main symptoms were wasting, apathy, 
lassitude, and anorexia. He appeared -much older than his 
years ; ‘his skin was dry and inelastic and his face wrinkled 
and creased.. His hair was fine, blond, and scanty on the head, 
in the axillae. and in the pubic region. The pain-in the head 
was still present but was less troublesome. He had pronounced 
artericsclerosis and his blood pressure was 85/55. The only 
other findings on examination apart from considerable wasting 
and asthenia were weak heart sounds, an inactive left pupil, and 
some brownish pigmentation on pressure areas of the back. 
There was no pigmentation of the skin or mucous membranes 
elsewhere. The diagnosis seemed to lie between Addison’s 
disease and Simmonds’s disease. f 
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‘urinary chlorides, 288, mg. per 100 mi. 


_was probably the cause of the haematemesis. 
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Investigations at this stage showed :, blood urea, 21 mg. per 
100 ml.; urinary chlorides, 2 g. per litre. Cutler’s test : 
Glucose-tolerance 
curve : fasting, 74 mg. per 100 ml.; half-hour after glucose, 
74 mg.; 1 hour after glucose, 109 mg. ; 1} hours after glucose, 
127 mg.; 2 hours after glucose, 118 mg. Serum chlorides, 
280 mg. per-100 ml. ; serum sodium, 316 mg. per 100 ml. The 
Wassermann reaction and Kahn test were negative. 


In view of the positive Cutler’s test and low serum chloride 
he was given desoxycortone acetate, 10 mg. daily, and sodium 
chloride by mouth from April 22. There was an initial improve- 
ment, the patient becoming mentally more alert and his blood 
pressure: rising to 128/70 mm. Hg. As the response was not 
as satisfactory as had been hoped for, the desoxycortone acetate 
and salt were discontinued on May 3 pending further investiga- 
tions. as it was still doubtful whether the diagnosis was 
Addison’s disease or Simmonds’s disease. He became drowsy 
and his appetite was poorer when the desoxycortone acetate 
was discontinued. On May 7 the serum sodium was 276 mg. 
per 100 ml. On May 8 Kepler’s test showed : serum chloride, 
280 mg. per 100 ml. ; urine NaCl, 175 mg. per 100 ml. ; urine 
urea, 1.9% ; blood urea, 26 mg. per 100 ml. : Jargest morning 
specimen, 2 oz. (57 ml.); night urine, 8.4 oz. (234 ml). 
Therefore factor A = 27.8, giving positive Kepler’s test l and 
doubtful Kepler’s test II. 3 

Desoxycortone acetate and salt, 10 g. daily, were restarted, 
but the patient’s condition became rather poorer. The systolic 
blood pressure dropped to 95 mm. and he had to be fed because 
of extreme apathy. His anaemia was increasing. and the blood 
picture on May 20 was: red cells, 3,650,000 per c.mm. ; haemo- 
globin, 74% ; colour index, 1.033 white cells, 9.900 per c.mm. 

Despite the evidence of adrenal insufficiency it was con- 
sidered that this was not enough to account for the whole 
clinical picture, and that there must also be pituitary insuffi- 
ciency. _ The 17-ketosteroids were estimated and found to be 
1 mg. per 24-hour specimen. On June 5 it was considered that 
in view of’ his downward progress and the doubt about the 
diagnosis it would be justifiable to give 5 units of soluble 
insulin subcutaneously immediately before glucose and a meal 
in an effort to increase ‘his weight; but pronounced hypo- 
glycaemia resulted. Intravenous glucose was given and the 


patient apparently recovered” One hour later he again became 


hypoglycaemic, requiring further intravenous glucose. His 
blood sugar on this occasion one hour after the first and 
apparently sufficient injection of glucose was 13 mg. This was 
taken as definite evidence that there was also pituitary 
insufficiency. . 

The evidence for involvement of both pituitary and adrenal 
glands was: positive Cutler's test, positive Kepler's test I, 
doubiful Kepler's -test Il, low blood sodium, very low 17- 
ketosteroids, marked insulin sensitivity, and hypotension. 

The patient was also given 200 units of “ antuitrin S” daily 
ard 4 gr. (32 mg.) of thyroid three times a day, as some 
clinicians consider this has been of clear benefit in occasional 
cases of Simmonds’s disease. 

Nine days later the patient could not be roused in the 
morning and was found to have a left facial hemiparesis with 
gross dilatation of the left pupil and a left @xtensor plantar 
response. Glucose was given intravenously immediately (after 
taking.a specimen of blood). The patient recovered conscious- 
ness and lost the focal signs. He was soon himself and the 
blood-sugar result received later showed a level of 13 mg. per 
100 ml. Despite glucase, 20 g. three times daily. this was only 
the forerunner of several spontaneous hypoglycaemic attacks, 
and he died on July 26. The last blood count, on July 19, 
showed an increase in the anaemia: red cells, 3,110,000 per 
c.mm. ; haemoglobin. 62% : colour index. 1; white cells, 8.300 
per c.mm. (polymorphs 82.5%, lymphocytes 10%, monocytes 
5%, eosinophils 1.5%, basophils 1%). 

I performed a necropsy, and there appeared to be a growth 
of the pituitary gland and some atrophy of the adrenals. There 
was a chronic ulcer on the lesser curve of the stomach which 
The pituitary 
gland. the adrenals. and a portion of the pancreas were sent 
for section ; the report on these was as follows t “ The pituitary 


~ 
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appears to be destroyed by a carcinoma which tends towards 
Squamous epithelial features in parts. This squamous tendency 
indicates that the growth had originated in an embryonic rest 
of a squamous or pseudo-squamous type; these rests are 
found in the stalk, in the capsule, and in pars intermedia at 
the base of the stalk. Further section showed that the remains 
of the pituitary were atrophied and fibrosed, and that there 
was extensive infiltration by the growth into the sphenoid. - The 
adrenal is congested but the cross-section-is small. The cortex 
is thinned in parts. The -acinar pancreas has little zymogen. 


`The islets on the whole are shrunken and the'cells pyknotic. 


There is a small area at the edge of one section which, has a 
tot of bile-stained material, ‘The general appearance of the 
pancreas is that of atOPIY = 


„r 


Discussion 


The patient was first admitted to this hospital for haemat- 
emesis, which was probably due to the chronic gastric ulcer 


` found at necropsy. It-is interesting to speculate whether 


~, 


this ulcer was due to pituitary influence..: 

The external appearance was that of premature old age— 
a condition usually: found in persons dying after prolonged 
invalidism of ten or more years. It seems to have occurred 
relatively early in the present case. There was obvious 
adrenal insufficiency as. well as pituitary insufficiency, the 
former being secondary to the latter. . This accounted for 
some improvement, with marked increase in blood pressure, 
on adrenal replacement therapy. mig 

The hypoglycaemic attacks were extremely severe. The 
initial one occurred after 5 units of insulin subcutaneously. 
One hour after intravenous glucose sufficient to effect an 
apparent cure the blood sugar was 13 meg. per 100 ml. The 
-other attacks were spontaneous and the blood sugar reached 
similar levels. The attacks occurred while glucose was 
being given three times daily as a prophylactic measure in 
addition to the patient’s usual diet. In view of these attacks 
the histological appearance of the pancreas after necropsy 
“was rather surprising—the hypoglycaemia was presumably 
entirely due to pituitary factors and in ‘spite of the 
pancreatic islets being shrunken and their cells pyknotic. 


I am indebted to the late Dr. W. Susman, pathologist: to- 


Manchester Royal Infirmary, for the histological report, and to Mr. 
Johnson, of the neurosurgical department, Manchester Royal 
Infirmary, for details of the patient’ S stay under their care there. 
BIBLIOGRAPHY 
Cutler, HL H., Power, M. H., and Wilder, R. M. (1938). J. Amer. 
med. ASS, 111, 117. 
Daley, R., and Miller, H. G. (1948). Progress in Clinical Medicine. 


London. . 
Fraser, R., and Smith, P. H. (1941). Quart. J. Med., n.s. 10, 297.” 
Robinson, F. J. J., „power, M. H., and „Kepler, E. J. (1941). Prog: Mayo 
Sheeban, H.-L 11939). Quart. J. Med., n.5. 8, 277. 








In the National Hospital Service Reserve, which is now being 
recruited as part of the normal arrangements for the country’s 
defence, doctors-and nurses will be concentrated on the hospi- 


- tals, and first-aid posts will be set up only at or near the 


hospitals. In the second world war the first-aid service was 
run separately from the hospital service by the major local 
authorities ; these arrangements have been altered because 
medical staff was sometimes wasted. The new scheme pro- 
vides for first-aid treatment to be given mainly by mobile units 
based on the hospitals. The Reserve is open to trained nurses 
and midwives, enrolled assistant nurses, or nursing assistants 
Class 1, and also to men and women trained, or willing to 
be trained, as nursing auxiliaries. The Reserve may ldter be 
opened to radiographers, physiotherapists, and other medical 
auxiliaries. The trained nurses and midwives will be required 
to give 48 hours’ service a year on refresher courses in hospi- 
tals. Those volunteering as nursing auxiliaries will normally 
take a course in first-aid and home RUESIE and one in practical 
hospital work. 
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` AMOEBIASIS IN INFANCY 


-e BY - z 
P. C. C. DE SILVA, M.D., M.R.CP.- 


Amoebic dysentery, acute or chronic, is said to be uncom- 
mon in infancy. Manson-Bahr (1944) states that, below 
the age of 10, 0.9% of dysenteries in European children 
are amoebic. He adds that in native children amoebic - 
dysentery is probably not uncommon. Izar (1932) held that 
even infants at the breast were not immune. Musser (1927) 
stated .that amoebiasis was a disease of adult life rarely 
contracted before the age of 10. Karunaratne (1941) gave 
the incidence of amoebic hepatitis in children under 5 
as varying from 7.9% to 35% in different series. Howell 
and Knoll-(1941) found rates of 3.1% and 4.8% in two sep- - 
arate series of children in the United States. In Cairo, Perry 
and Bensted (1928) found Entamoeba histolytica in 13.9% 
of children with dysentery, and Willets (1914) discovered 
this organism in 25% of Filipino children. Craig (quoted 
by Manson-Bahr, 1944) stated that the rarity of amoebiasis 
in children was not due to any inherent insusceptibility to 
infection but to their much-reduced chance of contracting 
the disease. This statement is not applicable to infant life 
in Ceylon. 

The purpose of this paper is to show that amoebic 
dysentery is as common in infants as in adults. Of 291 | 
cases of infantile diarrhoea occurring in infants under two. 


‘years of age, 40 showed presence of E. histolytica in the 


faeces. These cases have been collected from Colombo 
and an adjoining suburb with no pipe-borne water supply. 
The faeces of each patient were examined af least once and 
sometimes more frequently, but unfortunately it was not 
possible to examine every specimen within two hours of its 
passage. The standard of proof was the presence of.live, 
vegetative, motile, or cystic forms of E. histolytica or E. 


-histolytica minuta. In one case only were cysts seen. Every 


case that was not proved pathologically to be affected was 
discarded from the series. Results are given in Table I 


\ : TABLE I a. ois 





No. of Cases with 


Age Faeces Positive 
g for E.H. or E.H.M. 
0-2 years 40. 
2-10 years 19+- 
Over [0 years .. - 57 
~ 116 


Total 





E.H.M. = Entamoeba histolytica minuta. 


E.H. = Entamoeba histolytica. 


Clinical Picture 


Acute and chronic cases were found in equal numbers. 
Acute Type.—In a few cases there was a sudden onset 
with a high temperature, but more commonly the symptoms 
gradually increased in severity. The stools commonly con- 
tained obvious mucus and were yellow or green in colour. 
Only a few patients in. this group showed any. curds in the 


' faeces ; in two of the 19, blood was present. The number 


of stools passed per day was under 10 in 80% of cases. 
Defaecation was accompanied by pain and straining. The 
pain was rarely of a colicky nature, but there was usually 
tenderness on palpation. Vomiting occurred in one-third 
of these cases, and one-third showed.signs of a respiratory 
infection also. Only four of the 19 cases in this group have 
been followed up, and none of these has shown any relapse. 

Case 1—At the age of 15-months this infant suddenly 
developed an attack of diarrhoea. The rectal temperature 
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was 105° F., (40.6° C). He had about five motions a day, 
full of 


traces of Blood. He was crying-and irritable. He had a moder- 


ate degree of oedema of the feet, as he had been on a milk-free - 


diet for over three days. The first-specimen of: faeces revealed 


-the. presence of E. histolytica minuta, After six injections of. 


. $ gr. (11 mg.) of emetine the infant made a complete recovery, 
This child has now been observed for over 18 months. and no 
clinical or pathological relapse has been discovered to date. 
He is now quite healthy but under weight. : n 

Case 2.—This infant, aged’6 weeks, had been fed on breast 
milk only. The child had been passing bright yellow offensive 
stools containing no blood but full of ‘mucus and curds: he 

‘was also vomiting. There was no rise of temperature rectally. 
There was marked straining at stool, and the infant was irritable 
and whining as if in pain. E. histolytica minuta was discovered 
on the first examination of the faeces, and the child was given 
carbarsone 25 mg. twice a day for five days. _ The child had one 
relapse two weeks later.~ The stools were negative for amoebae 
and cysts. He was given sulphaguanidine and sulphasuxidine, 
0.12 g. four-hourly for eight doses. ‘He made a complete 
recovery; and has been under observation for over seven months 
without any clinical or pathological relapse. 

The general appearance of *these infants was good. They 
were well nourished and showed no signs of wasting or dehydra- 
ek the tongue was clean, the skin elastic, and the conjunctivae 
clear. - i —- 


Chronic and Recurrent Ty pe.—tin these cases there was a 
Slow’ retardation of growth and impairment of general 


health. The skin was dry, the conjunctivae were brown, _ 
the tongue was coated with a dirty brownish-white fur, and - 


the infant was irritable, whining, and- resented examination. 
The mother stated that sleep was often disturbed and the 
child cried unduly. The appetite was normal. ‘Each relapse 


was ushered in by a ‘slight rise in temperature, and, not. 


uncommonly, by vomiting or signs of a respiratory infection. 


Case 3.—This child, aged 9 months, was one of triplets, all 
of whom had infantile diarrhoea at the same time. One ‘of 
them had died just before treatment was begun. The patient 


| ` was thin, wasted, and miserable. He had a dry skin, a dirty 


tongue, and was extremely irritable and constantly crying. This 
was the only patient in the whole seriés that showed any 
dehydration and -required ‘parenteral saline. The child had 
seven attacks of diarrhoea within a period of 14 months.. The 
duration of each attack varied from four to 12 days. As the 
patient lived 13 miles away it was-extremely difficult to obtain 
a fresh specimen of faeces, but after several unsuccessful 
searches E. histolytica: was discovered. The number of stools 
ranged from two to 10 per day. They were, watery, offensive, 


brownish, and often contained mucus, but no blood. The rectal. 


temperature varied from 99° to 102° F, (37.2°-38.9° C). 
Vomiting ushered in each bout of diarrhoea, but was never 
severe. -The earlier bowel disorders had been treated with 
. sulphasuxidine or sulphaguanidine, but relapses occurred once 
a month or less. Five months later E. histolytica was discovered 
. in the faeces, The infant was then treated with emetine 4 gr. 
’ (16 mg.) each day for eight days and carbarsone 62 mg. b.d. 
for four days. The diarrhoea relapsed twice afterwards; and 


treatment was repeated. During the last two years the diarrhoea ` 


has not reappeared.. The patient was seen by me recently and 
has grown up into a healthy-looking, active child, though under 
weight. E i -o 

Treatment was given in relapses only if the organism 
was found in the stools. Except for two cases, all recovered 
and kept in good health. Once a child has suffered from 
amoebiasis, however, he is likely to suffer from repeated 
attacks of non-amoebic infectious diarrhoea. 

Although the series is small and no significant conclu- 
sions can be drawn from it, it is notable that the larger type 


of E. histolytica was found in one-half of the cases.of the. signs of dehydration present. 


chronic group, but in only one-quarter of those in the acute 
group. Blood was present in the stools of only four 
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mucus-and curds, greenish, offensive, and with slight - 
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patients in this group, but mucus was seen in the motions 
of 13. In five cases curds were present: ‘the appearance of 
large, white, “offensive curds is not pathognomonic of 
chronic amoebiasis, but in their presence the faeces should 
always be examined for amoebae. No other signs of disease 
were discovered, except for a hypochromic anaemia which 
did not respond to iron unless the amoebiasis was treated. 
The liver was not enlarged in any case. Karunaratne (1941) 
discovered only seven cases of liver abscess in infants ; since 
then three more instances have been recorded—two from 
Capetown in negro infants by Osburn (1944) and one from 
Chile by Aguirre and Rivera (1944). 


Microscopical Findings 
E. histolytica was present in 11 cases and E. histolytica 
minuta in 29 cases. The common occurrence of the minuta 
form is striking. There was no question of its pathogen- 
icity: this form was responsible for the blood in-the faeces 


. in every case in which it was present. Charcot-Leyden 


crystals, which were not regarded as of diagnostic signifi- 
cance, were present in nine cases. Pus cells were always 
present when mucus was ‘seen in the faeces. Seven cases 
were infested with other intestinal parasites—three- with 
whip-worms, one with round-worms, one with thread- 
“worms, and two with whip-worms and round-worms.. 


Treatment 


The minuta form responded better to treatment than the 
other, which may be due to E. histolytica minuta being an 
exhausted or attenuated variant of the larger type and 
therefore more amenable ‚to therapy. AN patients were 
treated at home. ‘Until a satisfactory specimen of faeces 


" was obtained the infants were given sulphaguanidine or 


sulphasuxidine. As soon as the stools were reported to 
contain E. histolytica, emetine or carbarsone (or both) were 
administered. The doses of emetine varied from 4 to 4 gr. 
(8-22 mg.), and were given over six to eight days to a total 
of ł to 3 gr. (50 mg. to 0.2 g.). Carbarsone was given at 
the same time. There were no deaths in the series. 

The use of- carbarsone for infants has been criticized on 
the grounds that arsenical poisoning is likely to be produced. 
These drugs were given to 34 infants, whose ages ranged 
from 6 weeks to 2 years, in doses of 25-62 me. daily for 
five days. There were no cases showing any signs of 
arsenical poisoning. The course-must not, however, be 
repeated for two weeks. 











i TABLE IT 
f . Follow-up | Follow-up . 
Follow-up 
Cases tween under Total 
Over2 Years! 19 Years | 1 Year 
Total .. 4 7 4 15 
> Relapses su a ] 3 2 6 
No relapses for the last 
six months .. `. 4 6 2 12 
Still relapsing 0 I 2 3 
Diet 


After a preliminary: starvation period of 24 hours during 
which the infants were given plain water, weak tea, and a 
thin conjee made from paddy (the unhusked rice grain), 
they were allowed reduced quantities of their usual feeds. 
The feeds were gradually increased as the number of stools 
decreased. The mothers were instructed to give the children 
extra water, tea, and conjee also. In one case only were 
Older children were for- 
bidden eggs, butter, and’ rich curries. The Ceylon curry 
contains a high percentage of coconut oil, which is obtained 
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by MaE the grated coconut with hot water and nonnii 
squeezing out the oil. To reduce the fat content, the 
mothers were instructed not to add the milk obtained by 
the initial squeeze, but to discard this and add hot water 
tothe grated coconut: This weaker coconut milk was Used 


- for the preparation of the child’s curry. The fat-deficient 


‘ diet was continued for a few weeks after the stools became 


normal. 
. l - Summary - 
‘Forty cases of pathologically proved’ E. histolytica infection 


~ in infants in Colombo and its environs are presented. Of 291 
‘ cases of infantile diarrhoea in children under 2 years of age 


4 


15.9% were infected with E. histolytica. Fourteen cases were 
1 year of age and 26 between 1 and 2 years. Twenty-nine of 
the cases were infected with E. histolytica minuta and the others 
with the larger type. Half the cases were of the acute and half 
of the chronic and relapsing variety. Treatment given was by 
emetine parenterally and. carbarsone orally. Of the cases 
followed up 80% indicated satisfactory results. 


~~ 
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“ACUTE ‘PHLEGMONOUS CAECITIS 
| " BY l 


- SYDNEY G. NARDELL, B.Sc, F.R.C.S. 
Surgeon, Whipps Cross Hospital, London, E.11 


Acute phlegmonous caecitis is not described in any of the 
standard textbooks of surgery or pathology. Although it 
is rare it is possible that the small number of cases réported 
may be due. to. the condition’s not being recognized at 
laparotomy, or it may be that some cases thought to be of 
7 appendix abscess ” which subside on conservative treat- 
ment are in reality cases of acute phlegmonous caecitis. The 
subject was discussed in an excellent article by Spivack and 
Busch (1943), who reviewed 35 cases recorded up to-that 
time and described two cases of their own. A few more 
have. since been reported. ` 

The purpose of this article is to draw attention to this 
condition and to describe two cases met with at this 
hospital. Both patients „presented with’ severe continuous 
abdominal pain which started in the epigastrium and later 
shifted into the right iliac fossa. They-were not seen until 
the disease had been in progress for 48 hours, and in each 
of them a well-defined and extremely tender mass was 
present in the right iliac fossa. A provisional diagnosis of 
acute appendicitis was made, but' it was felt that the early 
appearance of such a tender mass was an atypical feature. 
Operation revealed acute phlegmonous caecitis, with a 
normal appendix in both cases. In Case 1 the disease was of 
the diffuse form, the whole of the, posterior wall of the 
caecum being affected and, the borders of the phlegmon 


‘ pain on micturition, which was otherwise normal. 


‘meal and’ follow-through, 


merging imperceptibly with ihe normal bowel. Case 2 is of 
the circumscribed form of the disease, a localized philegmon 
of the posterior wall of the caecum being differentiated . 
fairly sharply from the normal bowel. The two cases cor- 
respond well with the diffuse and circumscribed forms of 
the disease described by Spivack and Busch. 
f Case 1 ‘ 
-A married woman was admitted to hospital on March 6, 
1948. She had walked to the-doctor’s surgery in the morning, 
and on admission gave a 58-hours history of abdominal pain 
which started in the upper abdomen and later shiffed into the’ 
right iliac fossa. She vomited once at the onset. The -bowels” 
had not been opened since the onset of the pain, and an’ 
aperient had been taken without result. She had slight scalding 
There was 
no previous history of similar pain. 

On examination her temperature was 100.4° F. (38° C.), pulse 
112, and respirations 18. Her tongue was dirty. Herpes labialis 
was present. An extremely tender mass was palpable in the - 
right ‘iliac fossa in the position shown in Fig. 1, while the 


“remainder of the abdomen seemed normal. 


Rectal-examination revealed no abnormality. 
The chest and cardiovascular systems were 
normal, as was the urine. With a pro- 
visional diagnosis of acute appendicitis 
operation was "performed under general 
anaesthesia: ` 

The abdomen was opened through a grid- 
iron incision. There was no free fluid in the 
peritoneum. A’ firm mass the size of a goif 
ball: was found in the posterior wall of the 
caecum, which was very inflamed. It was 
grossly oedematous and its surface had a 
grey necrotic appearance. The edges merged 
imperceptibly with the normal bowel. The appendix 
was ‘Inacroscopically normal and was removed. A small 
fragment „of the caecum was taken for microscopical 
examination. There was no evidence of obstruction due to the 
mass and there were no enlarged glands. A corrugated rubber 
drain was placed down to the mass and the incision closed. 

Post-operative Course.— Intramuscular penicillin, 40,000 
units three-hourly, was’ started and’ continued up to a total 
of 1,750,000 units. A course of 24 g. of sulphamerazine was 
also given. ~ There was very little discharge from the drain, 
which was removed on the fifth day. The patient made an 
uninterrupted recovery, the wound healing by first intention. 
White blood cells on March 17 numbered 10,350 per c.mm. 
(polymorphs 63%, lymphocytes 29%, monocytes 6%, eosin- 
ophils 2%). After two weeks scarcely any mass could be felt in 
the right iliac fossa, and when she was discharged from hospital 
on March 3} nothing abnormal was palpable. 

The pathologist (Dr. W. W. Walther) reported; “This appears 
to be an acute pyogenic infection. There is no evidence of 
tuberculosis, or streptothrix after prolonged search.” During 
the next year the patient was seen at intervals. She remained 
perfectly well, and had put on weight; nothing abnormal was 
palpable in the abdomen. On April 26, 1949, after an opaque 
the radiologist (Dr. P. Tettmar) 
reported: “Nothing abnormal detected in’ the- stomach and 
duodenum. In the follow-through the caecal region appears 
normal.” 





FIG. 
position of the 
tender mass in 
Case 1. 


1—T he 


Case 2 . : 


A boy aged: 15 walked into the out-patient department on 
February 16, 1949, giving a history of severe continuous abdo- 
minal pain for the last 48 hours, which had begun in the 
epigastrium and later shifted into the right iliac fossa. There 


‘was no nausea or vomiting. The bowels had been opened 


twice since the onset of the pain, Micturition was normal. 
There was no previous history’ of similar pain. ` i : 
On examination his temperature was 98. 4° F, (36.9° C.), pulse 
100; and respirations 18. His tongue was dirty and foetor oris 
was present. 


` 
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i An extremely tender-“mass was palpable 
CaN ‘shown in Fig. 2, with no resistance or 
rigidity or any other abnormality in the 
rest of the abdomen. Rectal examination 


Ca 


R revealed nothing abnormal. The chest and 
cardiovascular systems and the urine were 
P normal. A- provisional diagnosis of’ acute 
.\ -appendicitis was made and operation was 
a _performed under general anaesthesia. 

Fi. es os The abdomen was opened through a 
nea agg aes in Battle’s incision. The mass previously 
Case 2 felt externally was found -to be an 

area of considerable thickening and 
acute inflammation, with oedema and petechial haemor- 


rhages in the posterior wall of the caecum the size of a hen’s 
egg. The area was fairly sharply demarcated from the rest of 
the bowel. The appendix, which was macroscopically normal 
apart from a few faecaliths, was removed. There were several 
firm glands with oedema in the ileo-caecal angle, and one of 


these was removed for microscopical: examination. The 
abdomen was closed without drainage. 
Post-operative Course. — Intramuscular penicillin, 100,000 


units four-hourly, was giveniup to a total dosage of 6,000,000 
units. A course of 32 g. of sulphamerazine was also given. 
On February 18 the white cells numbered 8,400 per c.mm. 
(polymorphs 75%, lymphocytes 20%, monocytes 4%, eosin- 
ophils 1%). On February 23 they numbered 4,000 per-c.mm. 
(polymorphs 60%, lymphocytes .30%, monocytes 3%, eosin- 
ophils 7%). Stool examination revealed nothing abnormal. 

The patient made an uneventful recovery and.the wound 
healed by first intention. No abnormality was palpable in the 
abdomen a week after operation, and he was Cee from 
_ hospital on March 7. ; 

The pathologist (Dr. W. W. Walther) Bre “The gland 
shows changes similar to those seen in glands draining areas of 
established inflammation. There is no evidence of tuberculosis. 
The, appendix shows no evidence of acute inflammation.” 

The patient has since been seen at intervals, and has remained 
perfectly well and put on weight; nothing abnormal has been 
palpable in the abdomen. On April 28, after an opaque meal 
and follow-through, the radiologist (Dr. P. Tettmar) reported: 
“ Normal stomach and duodenum. The caecumyand ascending 
colon are well filled. No abnormality is seen. Normal rate of 
passage through the small intestine.” 


Comment 


‘ Two cases of acute phlegmonous caecitis are described. 
They are essentially similar to those previously reported in 
the literature as the diffuse and the circumscribed forms. 
_ The condition, though rare, should be borne in mind in 
the differential diagnosis of acute appendicitis, from which 
it can be distinguished only by operation. The presence of 
a well-defined very tender mass in an apparently early case 
of acute appendicitis should give rise to a suspicion ‘that 
it may be one of acute phlegmonous caecitis. 

In both cases no harm followed appendicectomy and the 
caecitis resolved rapidly.. The masses. disappeared rather 
more quickly than: in the cases of Spivack and Busch, prob- 
ably because of chemotherapy. In the older literature a 
fatal outcome was recorded in some cases subjected to 
elaborate procedures such-as resection, exteriorization, and 
lateral anastomosis. On the other hand, ‘some .cases 


recovered after appendicectomy only. Appendicectomy ' 


seems to be without ‘special risk in these cases, and removal 
of the lésion must be regarded as unjustifiable, since 
resolution may be expected. 


No further light is “shed on the aetiology of the condition. 
The theory of abrasion of, the mucous’ membrane, such as 
by a foreign bady, followed. by spreading inflammation of 
the bowel wall seems to be,a reasonable one. The condition 


in the right iliac fossa in the position 


is probably essentially similar to the better-known acute 
phlegmonous: gastritis. In this condition, also, radical 
surgery is, no longer recommended (Maingot, 1948), but 
resolution may be expected with chemotherapy. 
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An Unusual Case of Infectious 
Mononucleosis 


The report by Eckstein and Peeney (1949) of a case of 
rectal haemorrhage associated with infectious mono- 
nucleosis prompts me to think that the following case ‘is 
interesting enough to record. It is a case of infectious 
mononucleosis which presented with haemoptysis, subcon- 
junctival haemorrhages, severe abdominal pain, and, later, 
meningius: 


< 


~ CASE REPORT 


A previously healthy male farm-worker aged 17 was admitted 


to hospital in August of this year; he attributed his illness to , 


a kick on the left side of his chest from a cow one week . 
previously. He- had no symptoms immediately following this 
occurrence, and was able to continue with his work normally. 
There had been no bruising of the chest wall. 

On admission he gave a three-days history of feverishness 
and shivering attacks. At the onset of fever his legs felt weak 
and he developed a continuous central abdominal pain, which 
was sharp in character. One day later he had a slight un- 
productive Cough and a constant severe lower retrosternal dis- 


© comfort. From then onwards the abdominal pain became worse 


and was accompanied by vomiting. On the evening of admis- 


‘sion he started to cough up blood, and at the same time his 


family noticed he had “red eyes.” This was exactly seven days 
after his encounter with the cow. There was no past or family - 
history of undue bleeding episodes. 

On examination he was ill and apprehensive, though well 
built. The temperature was 103° F. (39.4° C.), pulse 120, and 
respirations 44 a minute. The tongue was furred and the fauces 
appeared normal. There was no anaemia, purpura, or icterus, 
and no glands were palpable. He was coughing up blood- 
stained sputum, and had bilateral subconjunctival haemorrhages 
covering the whole of each sclera. 

He was afraid to move because of pain, and it was difficult 
to gauge whether it was the pain in the chest or in the abdomen 
that was the worst. However, there were no physical signs in 
the chest apart from the rapid respiration rate. The abdomen 
was held tight, and there was generalized guarding, with com- 


_ plaints of- pain on palpation, particularly suprapubically. It 


was impossible to feel the spleen, but there was resonance over 
the left costal margin. Bowel sounds were present, and rectal 
examination was negative. There were no signs in the nervous 
and cardiovascular systems, and the blood pressure was 115/ 
65 mm. Hg. The urine contained no albumin or sugar. 

The chest was normal on radiography, and there were no 
fractured ribs. The haemoglobin was 95% (13.15 g. per 100 
ml:), platelets 150,000 per c.mm., and white cells 13,500 per 
c.mm. (polymorphs 77%, ‘lymphocytes 16%, and monocytes 

7%). The. blood, urea was 70 mg. per- 100 ml. The sputum, 
which was heavily blood-stained, contained | no acid-fast bacilli. 


.' -now had severe headache with neck stiffness. 


‘and the culture was sterile. 
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Forty-eight hours after. admission he was still very ill. The 


“temperature was 100° F. (37.8° C.), and it was noted that the ` 


pulse was in the sixties. The vomiting was persistent, and he 
Lumbar punc- 


ture revealed opalescent fluid. under increased pressure, con- 


taining 45 mg. of protein per 100 ml., a trace of globulin, and 
102 cells per c.mm. Of these cells 60% were polymorphs and’ 


40% lymphocytes. The chloride and sugar content was normal 
Some small glands were palpable 


in the neck, axillae, and groins. A Paul—Bunnell heterophil 


antibody reaction showed agglutination at a dilution of 1 in 448. . 


The spleen was never palpable and he developed no rash. 


From this point onwards the patient improved. The head- 
ache and vomiting gradually eased up, and the abdominal pain 
and guarding subsided. He no longer coughed up blood. 
White blood counts after the initial one showed no abnor- 
mality or changes of glandular fever, but the‘ heterophil anti- 
body reaction revealed agglutination at a dilution of 1 in 896 
a week after the first test. Lumbar puncture showed a gradual 
improvement, ‘and the cells became practically all lymphocytes. 

The patient made an uneventful recovery and was discharged 
from hospital three weeks after admission. He has’ reported, 


"` again sińce, and is remarkably fit, with no abnormal signs. 


t 
\ 


COMMENT , 

On admission the case presented difficult problems. Not 
least was the history of.a kick on the ribs, a week pre- 
viously. It seemed difficult to account for haemoptysis 
resulting after seven days from a kick- that had caused 
no bruising of the skin, permitted him to continue normal 


' ‘work, and produced- no fractured ribs or radiographic 


changes i in the lungs. Similarly, it was difficult to explain 
the subconjunctival haemorrhages, particularly as his 
cough was mild and there had been no intense paroxysms 
of coughing before admission. The coincidence of the 
onset of meningeal signs with the development of super- 
ficial glandular enlargement prompted us to carry out 
a Paul—Bunnell test. 

. As to the mechanism of the various resentit symptoms, 
we can do no more than theorize. ` Pfeiffer (1889) in his 
original description recorded-a slight irritating cough and 
pain in the lower abdomen in the majority of cases. ` The 


. latter pain, in his experience, was nearly always felt: mid- 


He 
retro- 


way between the umbilicus and the symphysis pubis. 
suggested’ that swelling. of the retrotracheal, 


oesophageal, and mesentéric lymph glands. was responsible. 


Eckstein and Peeney have already referred to haemor- 
rhagic manifestations as being among the rarer complica- 
tions of infectious mononucleosis, and in their own case 
they demonstrated activé bleeding from the mucous 


membrane of the bowel without any obvious cause. 


It might be that this tendency to bleed accounted for 
thé subconjunctival haemorrhages, the haemoptyses, and 


‘possibly the abdominal pain in the case here described, 


either of its own accord or in conjunction with glandular 
enlargement as envisaged by Pfeiffer. | - 

The meningeal complications have already been described 
by Thelander and Shaw (1941). 


I wish to express my thanks to Dr. T. H. G. Shore, consultant 
physician; for permission to publish this case. 


H. T. N. SEARS, M.B., M.R.C.P., 


Senior Registrar, South Devon wad East Cornwall 
Hospital, Pious 
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 Anginose Type of Glandular ` Fever 
Requiring Tracheotomy . l 


Serious complications in the course of monocytic angina’ 
are uncommon. . Tidy (1937), in an exhaustive review, 
states. that “ bronchopneumonia has caused one or two 
fatalities, but, apart from this, recovery. is complete.” 
Although Johnson (1944) described a severe: case of 
anginose type in a 10-year-old negro boy, when 

“tracheotomy seemed almost necessary at times,” a num-- 
ber of clinical accounts do not mention a case severe 
enough to warrant the operation (Fuller, 1941; Barber, 
1941 ; Stevenson and Gow Brown, 1943 ; Smith and Shaw, 
1945). 


CASE REPORT / 


Three weeks- before admission to this hospital the patient, ‘ 
an agricultural student aged 22, had noticed a swelling of his 
neck, and at that time he had an enlargement of both tonsils, 
with pyrexia. Throat swabs were negative for diphtheria, and 
he was given a short course of sulphonamides. He did not 
improve, and he was admitted to an isolation hospital, where 
he received 12,000 units of diphtheria antitoxin on his first day, 
and 2,000,000 units of penicillin during the following week. 
His temperature remained up continuously, and although the 
faucial swelling was incised under local analgesia no pus was 
obtained. He became more dyspnoeic, and was transferred ‘to 
this hospital with the diagnosis of acute leukaemia. 


On admission on December ` 13, 1948, he had, considerable 
oedema of the throat but no membrane formation or ulcera- 
tion. Numerous glands in the cervical chain were ‘enlarged 
and tender, but, he had no general lymphadenopathy and his 
spleen was not. palpable. He was very dyspnoeic and distressed. 
but not cyanosed. f 


The pathologist reported that the blood film was typical of 
glandular fever, with 79% mononuclear cells out of a total of 
14,600 white cells. -He was given N.A.B., 0.3 g., intravenously 
and three-hourly penicillin, with continuous intranasal oxygen, 
but in spite of this his condition deteriorated, and in the even- 
ing of the day of admission the necessity for tracheotomy was 
carefully considered in consultation with the laryngologist. We 
then decided -against the operation, but during the night his 
condition became so grave that, we felt it necessary to reljeve 
his respiratory distress. At 5 a.m. on the following day, 
tracheotomy was performed by Mr. John Roberts under local 
analgesia. The patient’s condition improved immediately and 
his dyspnoea and distress rapidly lessened. , 


Three days after admission the Paul—Bunnell reaction was 
positive 1 in 2,224 (and to the same dilution after absorption). 
When repeated 10 days later this was positive at 1 in 256. Š 


Four days after admission his blood count still showed an 
increase in mononuclear cells (75% of a total of 8,000 white 
cells). The blood Wassermann reaction and Kahn test were 


negative. 5 o 6G i 


The tracheotomy tube was removed seven days after the 
operation and the wound healed satisfactorily. On December 29 
(15 days after admission) the patient became unduly drowsy, 
and during that night he was restless and confused. The next 
day he became delirious, but, apart from a positive Kernig sign 
and mild neck rigidity, no localizing signs were found on exami- 


. nation of the central nervous system. Lumbar puncture was 


performed and the fluid was not under pressure ; the cells were 


increased to 28 lymphocytes per c.mm., protein 70 mg. per | 


100 ml. (with increase of globulin), and chlorides 660 mg. per 
100 ml. 


This confusion, and restlessness continued ‘for some days, and’ 
later his general demeanour became vague and distant, with 
retardation of thought. These symptoms were transient, and 
a month later he had completely recovered. He was discharged 
on January 26, and when reviewed three months later was 
free from symptoms. as 
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COMMENT ; 
Tracheotomy in this case of severe. mononucleosis was 
undoubtedly a life-saving measure, and the change in the 
condition of the patient after operation was remarkable. 
The administration of intravenous arsenicals was of no 
avail in reducing the faucial oedema. 
A further interesting feature of the case was the occur- 
rence of mild meningo-encephalitis during convalescence. 
Cerebrospinal manifestations of glandular fever are more 


widely recognized since Epstein and Dameshek (1931) first. 


drew attention to them, and Landes et al. (1941) reported 
such a case in which the general behaviour was very similar 
to that of the patient described here. 


- G. PENRHYN Jones, M.D., M.R.C.P., 
Medical Registrar. -, 
EMYR Jones, M.D., M.R.C-P., 
Physician. 


i 


Caernarvonshire and Anglesey 
General Hospital, Bangor. 
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Treatment of Bismuth Stomatitis with 
BAL (British Anti-lewisite) _ 


BAL (British anti-lewisite, 2:3-dimercaptopropanol) has 
been soundly established clinically as an effective antidote 
in acute poisoning by the salts of gold, mercury, and 
arsenic, but a search of the literature has not revealed any 
_report of its application in the complications of bismuth 
therapy. The following case illustrates the rapid action of 
BAL in acute bismuth stomatitis. ` . 


CASE REPORT 


A man aged 34, years attended the Special Department, 
Ashford Hospital, Middlesex, on January 19, 1948, for continua- 
tion of treatment for early generalized syphilis which he had 
acquired in Manchester 12 weeks previously. He “had there 
received injections of arsphenamine (0.45 g.) and bismuth 
oxychloride (0.20 g.) at weekly intervals for two weeks. 

On examination he had a healing indurated ulcerative erosion 
on the coronal sulcus near the frenal base, a generalized 
adenitis, and a fading maculo-papular rash limited to the 
trunk. ‘There were no condylomata and no specific oral lesions, 
but a mild degree of pyorrhoea was present, and the second 
and ‘third right upper molars were carious. The Wassermann 
and Kahn-reactions were strongly positive. os 


His occupation (lorry: driver) and hours of work precluded 


penicillin therapy for the time being, and the original treatment 
was therefore continued. After the importance of oral hygiene 
-had been brought to his notice he decided to have dental treat- 
ment from his own dentist, whom he attended twice during the 
period January 19 to March 19, 1948, treatment on each occa- 
sion consisting of scaling arid cleansing of the gum pockets. 
The carious molars were not ‘extracted. 

On March’ 18, 1948—i.e., at his ninth weekly attendance at 
the department and after the eleventh week of treatment—he 
showed some evidence of gingivitis. In addition, a faint blue 
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line was present.on the anterior lower gum margin adjoining 
the four lower incisors, and also on the upper gum margin 
behind the four upper incisors. Bismuth therapy was stopped, 
but weekly treatment with the arsenical was continued. A 
mouthwash containing 5% potassium chlorate was prescribed, 
and instructions given about the care of the mouth. Under this 
conservative treatment the gingivitis improved, but the blue line 
persisted. There was no albuminuria. 

On April 7, 1948, he again attended his dentist, who repeated 
scaling and also extracted the two carious upper molars under 
local znaesthesia. On April 11 (four days later) he attended 
the department with all the signs of an acute bismuth stomatitis. 
There was considerable fetor, lividity, and turgid oedema of the 
alveolar tissues with submucosal haemorrhages, and extensive 
heavily marked blue lines on the upper and lower gum margins. 
Heavy bismuth deposits were seen on the buccal and lingual 
mucous membranes, the soft palate, and the left tonsil, and there 
was necrosis of the cavities of the extracted molars. A: small 
painful bismuth-pigmented -ulcer was present on the buccal 
mucous membrane adjoining the cavity of-the third right upper 
molar, and he had had a painful, tender bilateral ‘submaxillary 
adenitiss There was slight pyrexia (99.2° F.: 37.3° C.), 
oliguria was present, the urine showed a cloud of albumin, and 
on microscopic examination a few red cells and epithelial casts 
were seen. The differential blood count showed a mild leuco- 
penia (5,000 per c.mm.) and thrombocytopenia (90,000 per 
c.mm.). Dark-field examination of the detritus of the ulcer 
on the buccal mucous membrane revealed masses of Treponema 
vincenti and Fusobacteria plauti-vincentt. 

Arsphenamine therapy was stopped, and the patient was 
admitted to hospital. The presence of organisms of fuso- 
spirillary type in the mouth was an indication for penicillin, 
but this was withheld because it was not known if BAL had any 
effect on the action of penicillin, and in addition the case offered 
an excellent opportunity to study the unaided action of BAL. 
Treatment with BAL’ was begun at once, the preparation used 
consisting of a 5% solution of 2:3-dimercaptopropanol in 
arachis oil containing 10% benzyl benzoate. He was given 
2 ml. (by intramuscular injection into the gluteal region) thrice 
daily for two days, twice daily for four days, and once daily 
for four days, after which (i.e., 14 days after the onset of the 
complication and 10 days after beginning treatment with 
BAL) the‘condition had completely resolved, except for residual 
alveolar lividity, painful lingual oedema, and intense salivation. 
The bismuth deposits and the blue lines had vanished. 

Local treatment of the complication was entirely palliative, 
and consisted of frequent cleansing of the teeth, gum massage, 


‘ and use of a mouthwash containing 4% zine chloride. 


Clinical response to BAL was evident almost from the first 
day of treatment, and improvement was continuous and rapid. 
On the seventh day of therapy the urine was albumin-free and 
microscopically showed no abnormality, and the temperature 
and differential blood count were normal. Fourteen days after 
onset of the stomatitis he was discharged from hospital, and 
seven days later arsphenamine therapy was resumed. 

The toxic reactions to BAL were comparatively mild. The 
patient complained of headache, nausea, a burning sensation 
in the eyes, lacrimation, and some local pain-at the site of 
injection. Salivation and‘ painful lingual oedema persisted for 
several days after cessation of therapy. The blood pressure 
remained constant throughout. 


A. A. M. REEKIE, M.B., B.Ch., 


Physician-in-Charge, Special Department, Prince of 
Wales’s General Hospital, London; Ashford 
Hospital, Middlesex, etc. 


a 
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The Woods School, which ‘is a school for mentally and physi- 
cally retarded children at Langhorne, Pennsylvania, U.S.A., has 
been given by its founder, Mrs. W. M. Hare, to a board of 
trustees. The school was founded in 1913 with the aim of teach- 

‘ing children with behaviour problems and those with reading or 
speech difficulties to meet the problems of everyday life. 


ai 


- lutea in a way which is not altogether convincing. 
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OPERATIVE AND LABORATORY OBSTETRICS 


By Professor H. 
illustrated. M. 15.60.) 


Die Geburtshilflichen Operationen. 
Martius, Sixth edition. (Pp. 287 : 
Stuttgart: Georg Thieme. 


Greffe Ovarienne Intra-oculaire chez la Lapine Castrée: 
` Application au Diagnostic de la Gestation. By J. Vors. 
(Pp.°71. No price.) Paris: Vigot Frères. 


Morphologie et Histologie des Corpsprogestatifs et 
Gestatifs (Corps Jaunes) de l'Ovyaire Féminin, By G. 
Dubreuil and M. Rivière, (Pp. 102; illustrated. No 
price.) Paris: Vigot Frères. 


Martius’s Obstetrical Operations, first published in 1934, 
has now reached its sixth edition, and its popularity is well 
deserved. In 275 pages, with the help of 281 illustrations, 
Martius has given a comprehensive description of the art 
of operative obstetrics. The text is practical and the style 
is dogmatic, so that the reader is never in’ doubt of the 
author’s meaning The subdivisions are excellent, and 
the arrangement of headings allows the salient features to 
be picked out without difficulty. The illustrations show 
Martius’s usual judgment and ingenuity, and particular 
mention must be made of those depicting episiotomy. 
Although many of the diagrams are copied from old 
favourites, there is not always acknowledgment : it is well 
known that obstetrical illustrations are copied from book 
to book, and it is a matter of regret that the originators of 
some of the classical diagrams have been forgotten. - 

Like Pater in his essay on da ‘Vinci, with its* subtle 
emphasis on La Gioconda, Martius contrives to create the 
same emphasis on forceps delivery, and his description has 
seldom been equalled. Willet’s forceps are mentioned, but 
there is no recognition of the modern English methods 
employed in breech delivery. Lovsett’s manceuvre is not 
described, nor is the Drew Smythe catheter. , The German 
classification of flexed and deflexed vertices has never been 
favoured in Great Britain, though it is found in the text- 
book: of Jellett and Madill. The ‘practical application of 
this method should not be completely ignored. It is 
probable that the work will be translated and published 
in America, and it is hoped that Martius will incorporate 
in the next edition the valuable contributions to operative 
Obstetrics which have been made there and in ‘Great 
Britain. 


Grafting of tissues into the anterior chamber of the eye 
has been practised for many years, and important work has 
‘been done with’ this technique, particularly by Allen and 
Preist and by Markee. Vors describes in detail the trans- 


- plantation of a homologous graft from a young rabbit into 


the anterior chamber of a castrated doe of adult age. The 
reaction of the graft to injected gonadotrophins can be 


-accurately studied, and the author suggests that the method 


can be used to replace ‘the Friedman test for the diagnosis 
of pregnancy. It is possible that the technique will be 
widely used in the future, and it might be employed to 
determine the concentration of gonadotrophins in the blood 
and urine of patients suffering from endocrine diseases. 
Dubreuil and Riviére’s short publication gives a general 
account of the histology of the corpus luteum of pregnancy 
and of the corpus luteum of menstruation.. The authors 
endeavour to distinguish between the two types of corpora 


valuable description of the cystic: forms of the corpus 
luteum of pregnancy is given, and the retrogressive forms 


A ' 


are described with some accuracy. The views of the authors 
on the colloid bodies are not likely to be accepted by many 
who have worked on the corpus luteum. ‘The references 
are good, but it cannot be said that the publication is 
outstanding. 


WILFRED SHAW. 


‘ f 


PUBLIC HEALTH IN THE U.S.A.. 


Public Health in the World To-day. Edited by James S. 
Simmons. With foreword by James Conant. (Pp. 332. 
$5 or £1 7s. 6d.) Massachusetts: Harvard University Press. 
London: Geoffrey, Cumberlege. 1949. 


During 1947-8 a series of public health forums conducted 


by distinguished guest speakers was added to the regular ` 


‘curriculum of the Harvard School of Public Health: The 


papers presented at 22 such conferences are repro- 
duced in this book. There is a foreword by the President 


of Harvard University and an introduction by James. 


Stevens Simmons, who edited the volume. i 

The book, like the papers on which it is based, is intended 
primarily for our American colleagues, and it goes without 
saying that the need it will meet on this side of the Atlantic 
is entirely different from that in the United States. For 
the professional reader, or the intelligent non-medical 
reader in the States, the work provides a readable -factual 
account of many aspects of American public health and 
its history and objectives—subjects which will obviously 
attract only a small number of readers here. Were these 
the only topics discussed, the book’s main purpose in 
England would be to furnish a means, of comparing 
American problems and the American outlook with our 
own. From this standpoint the English reader will be 
left in no doubt that there are big differences in matters 
of detail between the two countries, notwithstanding a 
close similarity of fundamental outlook. This is instanced 
by the relatively greater emphasis given in the U.S.A. to 
statistical researches into the need for medical care, the 
place of voluntary agencies, and the statistical evaluation 
of the efficiency of health programmes. 


On the other hand, papers from the pens of C. Winslow, 


Professor Emeritus of Public Health at Yale, Hugh J.. 


Morgan, and Louis I. Dublin—discussing respectively the 
evolution of public health and its objectives, public health. 
preventive medicine, and the practising physician, and 
public health and the diseases of old age—bring out resem- 
blances between the evolution of public health thought, 
current practical problems, and aspirations for the future 
of preventive medicine on both sides of the Atlantic. . 

The’ topics covered by this stimulating symposium are 
too diverse to permit of any short summary of their scope, 
but chapters on subjects like world health, and public 
health problems connected with aviation and the atomic 
era, Clearly have an interest which transcends national 
boundaries. 

This is not a book which most people will read from 
cover to cover, at all events in this country. But almost 
every reader will find sections of great interest—some 
factual, and others somewhat philoSophical. For the 
Englishman who is already acquainted with the public 
health services of the United States the book will have a 
special appeal, as it will also for teachers of preventive 
and social medicine and for the reader who wishes to have 
an American account of certain aspects of international 
medicine. The book should find a place on the shelves of 
medical libraries because of the facts, ideas, and appraisals 
it contains. 
‘FRED GRUNDY. 
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STUDY IN NEUROSIS i the imposition of social patterns upon the individual, with 


The Neurosis of Man. By Trigant Burrow. MD., Ph.D. ` 


(Pp. 428; illustrated. £1 8s.) London: Routledge and 
Kegan Paul. 1949. R : 


This is not a book for holiday reading and ‘it is difficult 
to understand even by patient study. I agree‘with a criti- 
cism of his views which the author himself quotes (p. 19) : 
“It is not only that I find them hard to read because of 
the unfamiliar vocabulary and locutions ; . . . I experience 
a positive feeling of opposition every time I read his work.” 
- It is stated by the publishers that the book “sets aside 
discussion and opinion respecting human maladjustments 
‘and introduces a much-needed science of human relations.” 
But the first few chapters are full of dogmatisms without 
shadow of proof or clinical illustration—indeed, the views 
are described as “a development away from clinical 
psychiatry.” i 

The ‘attitude adopted in the book may be illustrated by 
a few quotations. The author says (p. xiv) : “ In a moment 


of evident vexation, Freud once remarked to a mutual - 


colleague of ours, ‘Does Burrow think he is going to cure 
the world ? ° to which my unequivocal reply was, ‘I most 
certainly do.” “ Our whole purpose . . . was to discredit 
all there was of man’s behaviour prepossessions—all the 
inherited: mental and social constructions habitually 
cherished by us—and to build anew.” And on p. xvii’: 
“Tt is a supreme effort to, put into. the hands of man what 
belongs in the hands of man, and not in the hands of a 
few absurd mental. healers.” ' 


Some basic principles of his study are fully justified—' 


the belief in the “oneness” of human life, for example, 
which he describes as its most powerful instinct. Again, 
he considers that attention is not an isolated mental func- 
tion but a reaction of the whole organism to the environ- 
ment by which it performs its “instinctive” functions. 
His effort to carry the reader back to biological principles 


is also welcome, for he studies man as such, especially 


in his primitive relations and reactions to the environment. 
Hence the author’s criticism of Freud in his individual 
analysis, and his resort to “ phylo-analysis—the analysis 
of the psycho-organism of man.” Many mistakes’ in 
psychology and psychopathology could have been avoided 
if we had kept “close to nature” and based our psycho- 
logical speculations on biological principles. JI am also 
pleased to see his criticism of social standards of “right ” 
and “wrong” as our infallible guide to human conduct. 
But Freud has already made us aware of the danger of 
blindly accepting “super-ego” standards which may do 
violence to our own nature and so cause neurosis. 

The author refutes the idea that abnormality consists in 
the fact that the “ patient does not think and feel as the 
community thinks and feels ” (p. 232) on the grounds that 
the community itself which passes such judgment is only 
pseudo-normal. For this he substitutes the idea that the 
_ neurosis of man consists in a “ maladaptation in the func- 
tions of man’s brain in respect to its environment.” 

The author bases his concept of the organism reaction 
to life on what he terms “cotension,” which is “the 
neurodynamic relation of organism to environment as it 
exists natively and indifferentiated within the cerebro- 
sympathetic system” and “relates the organism kin- 
esthetically to the outer world ” (p. 216). Cotension, for 
instance, enables us to perform the extremely complicated 
process of balancing with our eyes closed. Just as the 
skeleton is the organism’s structural framework, so is co- 
tension the organism’s functional support (p. 247). But 
this primary tensional pattern has been, superseded by 
ditension, one of the main causes of which appears to be 


` 


its false dichotomy of “right” and “wrong” giving rise 


_ to a pséudo-identity or “ I ”-persona, so that it is difficult 


to recall the original submerged pattern. The real con- 
flict in man is between the “I ”-persona and this organism. 
Cotension means integration, co-ordination, and health , 
ditension means disintegration, disorder, and disease 
(p. 247). Neurosis appears to consist in the denial of this 
primitive adaptation of man to his environment in favour 
-of the “I”-persona. This is not ‘a problem of this or 
that individual, but a problem of man as such, and requires 
the reorientation of all our values, moral as well as social. 

In practice the author protests against the teaching of 
parents who have been “brought up in the meshes of 
moralistic dichotomy,”. and who therefore inculcate in the 
child the vacillating law and vague shibboleths we call 
right (p. 83). Instead of this-he proposes to “inculcate 
in the child a sense of its relation as an organism to 
its environment.” 


J. A. HADFIELD. 


` FUNCTIONAL PATHOLOGY 


Die Permeabilitdtspathologie. By Professor Hans Eppinger. 
(Pp. 755; 145 figures ; unbound, £7 2s. 6d.; bound £7 7s.) 


Vienna: Springer. 1949. `. 


According to Eppinger the general theory of pathology 
Tequires three- concepts—cellular pathology, humoral 
pathology, and permeability pathology, which is the logical 
completion of the other.two. For most pathologists, at 
any rate in the English-speaking world, the concepts of 
cellular and humoral pathology have lost their importance, 


‘ the phenomena which gave rise to them having been vastly 


extended and regrouped. Humoral pathology has been 
transmuted into a separate group of disciplines, including 
physical chemistry, serology, and haematology, and the 
cell is now thought of as a complex biochemical system 
rather than as a little ball with a smaller one inside it. 
Modern pathologists are perhaps more physiological in 
outlook than they themselves realize, for they regard the 
histological section as simply a snapshot of one phase in - 


- a series of processes, clinical or experimental; they are 


all in varying degree functionalists, and the boundaries 
between cellular and humoral pathology have vanished. 

Eppinger’s book is a discussion of the role of mem- 
branes in disease, of physical chemistry applied to 
pathology. Most of it is concerned with general pathology. 
and among the many phenomena discussed are tissue fluids 
and cell metabolism, electrical phenomena at cell surfaces, 
oedema, albuminuria, histamine poisoning, and ana- 
phylaxis. The last third of ‘the book describes the special 
pathology of the kidneys, liver, and . circulatory and 
alimentary: systems. 

The author’s outlook is that of the nineteenth century, 
and the giants of German pathology so fascinate him that 
he neglects his contemporaries. The references are often 
very old, and the work of the past decade is hardly noticed. 
Much miscellaneous information is given, but in the main 
the book is platitudinous and extremely verbose. This 
is not the fault of the German language, which can be 
as crisp and clear as the best English ; it is due rather to 
looseness of thought that might possibly be put down to 
advancing years or. the stress of war.’ The book may well 
serve as a reminder that-even the ablest writers pass the 
meridian, and that a time comes when it is best to be silent. 
The most attractive feature of the book is the author’s 
affection for Rokitansky; in this many pathologists will 
be at one with him. ' 

' RAYMOND WHITEHEAD. 
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.THE CHEMISTRY OF FOODSTUFFS 


Elements of Food’ Biochemistry. By William H. Peter- 
son, Ph.D., John T. Skinner, Ph.D., and Frank M. Strong, 
Ph.D. (Pp. 259; 34 figures.’ 21s.) London and New 
York: Staples Press. 1949. i , 


- In nutrition, you cannot be said to have your cake until 
you have eaten it. Many popular works on food stop 
short at the mouth of the consumer, but the purpose of 
‘this book by the Professor of Biochemistry and his col- 
seague at the University of Wisconsin, and Dr. Skinner 
of the Kentucky Agricultural Experiment Station, is “to 
emphasize the chemistry of the constituents of food and 


the chemical changes that these constituents undergo in. 


the process of metabolism.” The exposition throughout 
is clear and precise, and a large amount of information is 
neatly arranged and tabulated in a relatively small volume. 
Separate chapters describe each chief. class of nutrient; 

economic as well as dietetic factors are considered , 

important chemical reactions are specified ; and each 
section is equipped with a short bibliography and a list 
of’ questions that will be helpful to busy examiners, 

The figures are mostly selected from previously published 
photomicrographs of crystalline nutrients. While these 
have their value in showing the student that the substances 
have been isolated and “ really exist,” none of the illustra- 
tions gives any indication of the scale of magnification— 
the budding yeast cells in Chapter II are nearly as large 
‘as the nutritionally deficient rat, of- unspecified age or 
weight, in, Chapter VI. 

In a book designed to ae the dynamic as well 
` as the static aspect of food chemistry no mention is made 
of Frazer’s important work on the mechanism of fat 
absorption, nor the use of tracer isotopes in metabolic 
studies, nor the applications of chromatography and micro- 
biological assay to the estimation of the individual amino- 
acids and vitamins in the blood. This may be related to 
the fact that the bibliographical references do not go 
beyond 1942. The appendix of 22 pages contains extensive 
tabulations of the composition of foods, and includes 
valuable hitherto uncompiled data for the vitamins of the 


B group, based on work done in the Biochemical Labora- ' 


tories at the University of Wisconsin. 


W. R. FEARON. 


The departments of Child Health and Medical I!lustration, Guy’s 
Hospital, are to be congratulated on the design of a card depicting 
breathing exercises for children from 5 to 10 years of age (Special 
Breathing Exercises for Children; 9d. each; Guy’s Hospital. London), 
The card is constructed so that it can be stood on a mantelpiece 
to ‘catch the‘ child’s attention. The amusing illustrations will 
undoubtedly attract the notice of all who enter the room, the brief 
` directions are explicit, andthe exercises entertaining. It still remains 
doubtful, however, how much good (or harm) breathing. against 
resistance can do, so that the balloon exercise might with advantage 
be omitted. 


The greater part of Dr. C. Berg’s Clinical Fsychology (pp. 503; 
£1 5s.; London: Allen and Unwin, 1948) is made up of graphic 
accounts of cases in the process of analysis. The theoretical back- 
ground is substantially orthodoxly Freudian in character, but the 
more ‘recent theories of depression, destructive impulses, and 
introjection-projection mechanisms in early childhood are not given 
sufficient weight.” The complex pre-oedipal life of the child is very 
sketchily conveyed. This is a serious omission,'‘as it would have 
enhanced the author’s thesis of the tenuous frontiers separating 
psychosis from neurosis. ‘The treatment section is-very fair, and 
Dr. Berg adopts the more catholic technique of restrained intérpre- 
tation as against the early sallies into interpretation by‘ the more 
advanced or Kleinian wing of Freudian psychopathology. For. those 
embarking on a psychiatric career this book. is well worthy of study, 
and by the experienced analyst it will be read as a stimulus ‘to lively 
discussion on points of technique and theory. 
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BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received] 


British Surgical Practice. Edited by Sir Ernest Rock Carling, 
F.R.C.S., F.R,C.P., and Sir James Paterson Ross, K.C.V.O., F.R.C.S. 
Vol. 6. (Pp. 554. 60s.) London: Butterworth. 1949: 


Operative, Technic in Specialty Surgery. Edited by W. H. Cole, 
M.D., F.A.C.S. Introduction by A. O. Whipple, M.D., F.A.C.S. 
(Pp. 725. $14.) New York: Appleton-Ceniury-Crofts. 1949. 


der Nebennierenrindenfunktion. By 


Mästung durch Steigerung 
(Pp. 213. No price.) | 


I. G. Fazekas. Introduction by J. Baló. 
Szeged, Hungary: Szeged Stadtische. 1949. 


By S. Eek and others, 
Fasc. 4. 
1949. 


Edited by E. Mann- 
(Pp. 332. No price.) ` 


Morbus Caeruleus, 
heimer. Bibliotheca Cardiologica. 
Basle and New York: Karger. 


Trial of Nikolaus von Falkenhorst. War Crimes Trials Series. 
Edited by E. H. Stevens, O.B.E., LL.B. Foreword by the Rt. Hon. 
Sir Norman Birkett, P.C. Vol. 6. (Pp.,278. 18s.) London: 
Wiliam Hodge. 1949. 


By J. H. Prince, F.R.M.S. Foreword by 


Visual Development. 
(Pp, 418. 50s.) 


Professor H. Hartridge, M.D., F.R.S. Vol. 1. 
Edinburgh: “Livingstone. 1949. 


A General History of Nursing. By L. R. Seymer, M.A.Oxon., 


S.R.N. (Pp. 332. 21s.) London: Faber. 1949, 
A Year with Osler. 1896-1897. By J. H. Pratt. (Pp. 209. $4.) 
Baltimore: The Johns Hopkins Press. 1949, 


Ultraviolette Strahlen. By A. E. H. Meyer and E. O. Seitz, “2nd ed. 
(Pp. 390. M. 34.) Berlin: Walter de Gruyter. 1949. 


The Portraiture’ of William ‘Harvey. By G. Keynes, M.D. 
Cantab., F.R.C.S.Eng.' (Pp. 42. No price.) London: The Royal 
College of Surgeons of England. 1949. 


i 
Tristezas do Manicomio. By G. A. de Rezende. 
price.) Rio de Janeiro: Henrique M. Sondermann. 


By E. G. Howe, M.B., D.P.M. (Pp. 320. 
1949. 


(Pp. 94. No 
1941. 


Mysterious Marriage. 
15s.) London: Faber. 
Untersuchung und Diagnostik. By H -H. Meyer. 


Der Liquor. 
1949. 


(Pp. 191.. M. 24.) Berlin: Springer. , 


Étude Somologigi du Tonus Musculatre. By André-Thomas 
and J. de Ajuriaguerra, (Pp. 844. 2,000 francs. ) -Paris: Editions 
Médicales Flammarion. 1949. 


Photoradiography in Search of Tuberculosis. By D. Zacks, 
M.D. (Pp. 297. 40s. or $5.) London: Baillitre, Tingal and Cox. 


Transactions of the Sixty-Seventh Meeting of the American 
Surgical Association, Edited by J. H. Gibbon, Jun., M.D. Vol. 65. 
(Pp. 695. No price.) Philadelphia and London: Lippincott. 1947. 


i 
By A. W. Bourne, 


A Synopsis of Obstetrics and Gynaecology. S 
John 


F.R.C.S., F.R.C.O.G. tOth ed. (Pp 522. 21s.) Bristol: 
Wright. 1949. 


- The lifaiey of Speech and the Speech of Infancy.” By L. Stein, 


M.D., F.C.S 
London: Methuen. 


.T. Foreword by E. J. Boome. 


(Pp. 209. 
1949. i 


21s.) 


Catalogue of an Exhibition of Books, Manuscripts dùd Relics 
Commemorating the Bicentenary of Edward Jenner. (Pp. 36. 2s.) 
London: The Wellcome Historical Medical Museum. 1949. ` 


Diabetes and its Treatment. By J. H. Barach; M.D., F.A.C.P. 
(Pp. 326. 50s.) London: Geoffrey Cumberlege, Oxford University 
Press. 1949, X 


Blood and Plasma Transfusions. - By M. M. Strumia, M.D., 
and J. J. McGraw, Jun., M.D. (Pp. 497. $7.50.) Philadelphia: 
Davis. 1949. f 


Green s Manual of Pathology. Revised by.H. W. C. Vines, 
e .D. 17th ed. (Pp. 1,200. 42s.) London: Baillière, Tiga and 
OX. 1949. 
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GENERAL PRACT ITIONERS’ REMUNERATION 
Rejecting the claim of general practitioners for higher 
total remuneration, the Secretary of the Ministry of 
Health. argues,’ first, that in view of the amount now 


; i , patil 
being paid “no reasonable’ case can be made for any 


increase,” and, secondly, that the economic state of the 
country ‘prohibits an increase at present. The profes- 
sion’s claims were set out in a report? prepared by the 
General Medical Services Committee and approved by 
the Special Conference of Representatives of Local 
Medical Committees on March 3. They were sent to 
the Ministry on March 4, and on March 29 the Repre- 
sentative Body supported them. 


The Ministry meanwhile sought information from, 


executive councils on how much had been paid to 
‘general practitioners. It was unable to present the 
results of its inquiry until August 18, and on Septem- 
ber 23 found itself ready to discuss them with a depu- 
tation from the General Medical Services Committee. 
At that meeting the deputation drew attention to a 
number of inaccuracies in the document, and the Minis- 
try admitted them; some seemed to be mistakes in 
‘arithmetic ; others were due to disregard of-one or two 
highly relevant factors. The Ministry promised to cor- 
rect its mistakes, but that, in the Ministry’s words,” 
“involved a good deal of research.” Therefore on 
October 27 the Conference of Representatives of Local 
-Medical Committees, after deploring the Méinistry’s 
delay in the matter, resolved that, as the central pool 
could be properly calculated without redrafting the 
Ministry’s document, the calculation should now be 
made in agreement with. the representatives of the 
general practitioners. Sir William Douglas’s letter is 
the response to this demand. 

The size of the central pool depends in the first place 
on the Spens recommendations, which were formulated 
in terms of the 1939 value of money, and the Ministry 
agreed with-the B.M.A. that the pool, in those terms, 
should be £31.24 million. In order to convert this sum 
into one that reflects the higher cost of living to-day the 
Ministry assumed that practice expenses—taken as 40% 
of gross remuneration—have increased by 55%, and it 
added 20% (determined in 1946) to the net income. 

1 British Medical Journal Supplement, 1949, 2, 218. 
2 Ibid., 1949, 1, 83. 


" 3 Ibid., 1949, 2, 200. 
4 Ibid., 1949, 1, 31. 


o 


The betterment factor on gross incomes compounded 
from these calculations is 34%, and this brings the pool 
up to £41.46 million. ‘Since the population of the 
country was estimated to have increased since 1939 
by 3%, £1.24 million was added, making £42.7 million. 
The profession agreed with the Ministry that 95% of 
the population might be expected to use the Service, so 
the pool was reduced to £40.57 million. When the 
present population of the country is accounted for, the 
central pool for the financial year 1949-50 becomes 


£41.3 million. 


An increase of 34% clearly does not reflect the 
change in the value of money since 1939. The B.M.A. 
took the advice of ‘an expert economist, who concluded‘ 
that the cost of living of the professional classes had ' 
in 1948 risen by 85% above the 1939 cost. In putting 
its claim before the Ministry the B.M.A. argued that 


“it was justifiable to ask for an increase of 70%, and, 


after other minor adjustments had been made, the Asso- 
ciation’s claim differed from the Ministry’s estimated 
central pool by about £16.5 million. 

The Ministry has tried to bridge this gap from both 
ends, though the structure does not quite meet in the 
middle. In the first place it has added to the central 
pool of £41.3 million the sum of £7.5 million derived 
from various additional sources such as payments for 
maternity medical services, provision of drugs, training 
assistants, and the Exchequer superannuation contribu- 
tion. It thus brings the total’ amount to be paid to 
general practitioners in the financial year 1949-50 up 
to the sum of £48.8 million. Working from the other 
end, and assuming that there’ are 18,936 principals in 
general practice instead of the 20,000, estimated by the 
B.M.A., the Ministry has calculated the central pool 
in accordance with the Association’s betterment factor 
of 70% to be £53.5 million. The difference between 
the two totals is £4.7 million, or about two shillings on 
the capitation fee. The Ministry points out that there 
are some other sources of income derived from the 
Exchequer to be considered also, such as payments 
for dental anaesthetics and .work done for local 
authorities. 

The General Medical Services Committee will meet 
on December 1 to,consider these figures, and no doubt 
its members are aware, as the Minister of Health is said 
to be, of the “ vital national need to avoid any unjusti- 
fied raising of remuneration in any field.” Had the 
same figures been discussed six months ago—as they 
would have been if the Ministry had been less dila- 
tory—a decision could more simply have been made. 
Again, the situation may be easier—or more difficult— 
in six months’ time. But on December 1 the committee 
will have a harder choice before it than the Minister’s 


opinion quoted above would suggest. For it is not a 
i , 
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question of an “unjustified ” increase being claimed 
but one that is related to the Spens Report, which the 
Government accepted in principle. 





UNDERNUTRITION IN EUROPE 


Opportunity to study the effects of prolonged under- 
nutrition on the human body was all too frequent in 
Europe during and after the war, and several observers 
have published books on the subject. The findings of 
Brull and, his assistants! are particularly interesting, 
for they were obtained by detailed studies. on the 
general civilian population of all age groups over 14 
years during the German occupation of Belgium. Their 
work is selective in that the individuals investigated 
‘were those who presented themselves at the Medical 
Clinic of the University of Liége. They undertook 
also special studies of small groups of school-children 
and heavy workers. Body weights were reduced by 
about 12% by the middle of May, 1941. During the 
following 12 months a further slight fall (12.9%) was 
- observed. Between May, 1942, and the end of Janu- 
ary, 1944, body weights rose slowly and were 7.8% 
below normal on the latter date. Disorganization of 
transport in the spring of 1944 caused a sharp decline 
to the leve! of May, 1941. In spite of these weight 
losses plasma-protein concentrations remained within 
the normal range: the mean value (3,137 observations) 
was. 6.99 g. per 100 ml. Blood pressure fell (systolic 
and diastolic) on an average by 20'mm. Hg for a weight 
loss of 10 kg. There was no significant fall in haemo- 
globin concentrations between January, 1940, and Octo- 
ber, 1944 (9,794 patients). In the adolescent group 
normal weights and heights were recorded in February- 
‘April, 1942: no signs of anaemia or of avitaminosis 
were found, but a slight fall in plasma-protein concen- 
tration, blood cholesterol, and phospholipids was noted. 
The heavy workers lost weight, but this was not suffi- 
cient to bring the level below that taken as the lower limit 
of normal for the age and height of the individual. 
This relatively small loss of weight was due to the 
effect of food grown in allotments or obtained through 
the black market. Famine oedema occurred. mostly 
in males over the age of 40, but its frequency in the 
general population has not been recorded. Oedema 
was present even when the plasma-protein concentra- 
tion was above that regarded as the “oedema level.” 
The amounts of vitamins A, B,, and C in the blood 
were estimated, and no signs of avitaminosis were 
found. As might be expected, the incidence of bone 
demineralization was extremely low: among 30,000 


1 Les Etats de Carence en Belgique pendant ? Occupation Allemande, 1940-4, 


1945. Liége: Fditions Solidi. Paris: Hermann. 


2 La Dénutrition de Guerre, 1947. Brussels: Acta medica belgica. Paris: Maloine. 


3 Hungerkrankheit, Hungerödem, Hungertuberkulose, 1948. Basle: Schwabe. 
4 British Medical Journal, 1946, 1, 4. i ` 
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patients, five had osteoporosis which could be attri- 
buted to calcium and phosphorus deficiencies. Four 
of the five were females over 59 years: of age; one 
case occurred in a young man who had suffered 
from severe undernutrition. Gastro-duodenal ulcera- 
tion increased in frequency during the first year of the 
occupation; this was attributed to emotional factors. 

Simonart? investigated undernutrition in prisoners in 
Louvain Gaol. As the reduced ration could not be 
supplemented, the effects of known diets could be 
observed and the results of various therapeutic measures 
assayed with accuracy. The classical work of Benedict 
on starvation was amply confirmed. Simonart, how- 
ever, studied in some detail the role of vitamin B, 
(aneurin) in water and carbohydrate metabolism. 
Apparently the intake of this vitamin was below the 
normal requirements, for signs and symptoms of beri- 
beri appeared: he found that intravenous injections 
of aneurin not only increased muscular power but when 
oedema was present they assisted the kidneys to elimi- 
nate water. He confirmed Brull’s finding that famine 
oedema is not related to the plasma-protein concentra- 
tion. In several of his cases the globulin fraction of 
the plasma protein was increased above normal, but 
a constant finding was that the serum albumin was ` 
reduced. When refeeding was possible, he was of the 
opinion that vitamin B, increased the rate of albumin 
regeneration. An interesting observation was that the — 
blood pyruvate was raised ; he related this to the vita- 
min B, deficiency. This is important for the light it 
throws on the intermediary metabolism of carbohydrate 
in man. Most of Simonart’s clinica] observations agree 
with those made by Brull and his colleagues, but the 
signs and symptoms were much more severe in the 
Louvain patients. Sudden heart failure was the usual 
cause of death. Coma, indistinguishable from diabetic 
coma, occurred and was treated by infusions of glucose 
solution. 

The condition of the Louvain prisoners was inter- 
mediate between the undernutrition observed by Brull 
and the extreme emaciation of the majority of the 296 
patients who came under the care of a team of Swiss 
workers headed by Hottinger.® Body-weight losses of 
40-50% were common in this group. The simi- 
larity between the clinical conditions found and those 
described by Mollison‘ in the inmates of the Bergen- 
Belsen concentration camp is close. Many of the 
patients had skin infections, typhus and typhoid fevers, 
or tuberculosis. The Swiss workers have provided 
much information about the value of different methods 
of treating these starved persons. They also report in 
detail the pathological findings in 53 necropsies. These 
records are accompanied by a critical survey of the 
literature on every aspect of the starvation state. They 
began treatment with a “transition” diet, which was 


I 


Nov. 26,1949 


UNDERNUTRITION IN EUROPE 


\ t 


1219 


\ BRITISH 
. MEDICAL JOURNAL 





given in small frequent meals (5-6 per day). This diet 
was rich in protein and contained only a small amount 
of fermentable carbohydrate and of fat. It amounted 
to approximately 2,500 calories per day. After 4-5 
days a diet containing 4, 500-5,000 calories was given: 
this, too, was rich in profein, low in fat, and contained 
little fermentable sugar in its carbohydrate fraction. 
Cases of anaemia and hypoproteinaemia were treated 
with blood transfusions and plasma infusions. Where 
“necessary, cardiac weakness was treated with the usual 
cardiac stimulants. As avitaminoses were common, 
vitamin supplements were given. These provided vita- 
mins A, B complex, C, D, and E (tocopherol) in quan- 
tities equal to about eons the daily requirement a 
normal adult. . 





INFECTION IN THE NURSERY 


With the. increasing demand for maternity beds the 
medical and nursing staffs of maternity departments have 
a heavy responsibility to ensure that proper precautions 
are taken to protect both mother and baby against the 
tisk of infection. The newborn baby has little capacity 
to withstand infection even by bacteria of low patho- 
genicity, and a loose stool or pimple on the skin may be 
the danger ‘signal of an outbreak that will cause havoc 
in the nursery, particularly among premature and arti- 
ficially fed infants. However, most of the infections, the 
incidence of which has varied in recent reports from 3 to 
30%, are relatively mild and, as Dr. Janet’ D. Roscoe 
pointed out in last week’s Journal (p. 1144), affect princi- 
pally the eyes (“ sticky” eye) and the skin, with the 
staphylococcus as the most frequently found organism. 
Coagulase-positive staphylococci are common in the 
maternity nursery; they have been found in the noses 
of half the staff and 80-90% of the babies, in the throats 
and faeces of 20-50% of the infants, and in the dust and 
on bottles, towels, napkins, and the like. What is not yet 
known is whether these potentially pathogenic staphylo- 
cocci vary in their capacity to initiate infection. Sero- 
logical and phage typing of the staphylococcus may help 
to give the answer, and already there is some evidence 
that certain phage types are particularly associated with 
outbreaks of pemphigus.’ Certainly when an outbreak 
of pemphigus is bacteriologically investigated it is usual 
to find a widespread dissemination of the infecting type, 
but more studies are needed on the distribution and types 
of staphylococci in non-epidemic periods. It might well 
happen that one type will establish itself in the nursery 
in the absence of infection, and this is likely to occur 
when penicillin is being used indiscriminately, with the 
' emergence of a penicillin-resistant strain. Should an 
z Allison, V. D., and Hobbs, B. C., British Medical Journal, 1947, 2, 1, 

Proc. Roy. Soc. Med., 194 8, 42, 216. 

s The Control of Cross Infection in Hospitals, Medical Research Council 


Memorandum No. 11, 1944. London: H.M.S.O. 
4 Frazer, M. J. L., Arch. Dis. Childh., 1948, 23, 107. 


` 
i 
` 





infant’s skin be. made more susceptible to attack by the 
use of a‘rough towel or cheap soap or the conjunctiva 
by prophylactic silver nitrate, the prevalent staphylo- 
coccus becomes the infecting strain and may thus be 
wrongly identified as an “ epidemic ” type. It is possible 
that invasiveness—the power to attack healthy tissues 
—is particularly associated with certain types of the 
staphylococcus, as seems to be the case with the pneumo- 
coccus. It has already emerged that the capacity to 
produce enterotoxin is limited to two or three types of 
the staphylococcus——in particular types 6/47 and 42D? ; 
but, as Dr. G. Martyn demonstrated in a paper appear- 
ing in last week’s Journal (p. 1146), the mere finding 
of enterotoxic staphylococci in the faeces of infants: 
does .not mean that these types are aetiologically 
associated with infantile enteritis. 

With the coliform group of organisms, too, there may 
be “epidemic” and “endemic” types, for two sero- 
logical types of Bact. coli have been recently found in 
association with outbreaks of gastro-enteritis. The 
studies of Drs. A. M. McFarlan, P. B. Crone, and G. H. 
Tee, whose paper on the’ normal bacterial flora in 
infancy also appeared in last week’s issue (p. 1140), 
indicate that the opportunities for the spread of coliform 
organisms, as shown by their presence in the throat, are 
much greater in artificially fed infants, among which out- 
breaks of diarrhoea or vomiting mostly occur, than in 
breast-fed: babies. However, the value of such studies 
would be considerably enhanced if the staphylococci, 
coliform organisms, or faecal streptococci found on the 
mucous membranes could be precisely identified by 


‘serological or phage typing, so that the introduction of 


a new strain, perhaps with pathogenic properties, could 
be recognized and related to any infective episode that 
might occur. 

Meanwhile the wide variation in the amount of nursery 
infection suggests that conditions could be improved in 
many maternity departments. Pupil midwives and 
nursery nurses need to be taught that babies require very 
different handling from adults, and they should be 
instructed in the dangers of cross-infection in hospitals 
and the means of controlling it, as outlined in the Medi- 
cal Research Council’s Memorandum’ ‘on the subject. 
The new Ministry of Health film entitled “ Tracing the 
Spread of Infection ” would be a useful introduction to 
such instruction. The use of small units of four to six 
beds which can be filled within 1-2 days and cleaned 


_between each new “intake ” may also be recommended | 


as a method of reducing hospital cross-infection* and has 
other advantages. The large often overcrowded nursery 
is fast becoming an anachronism, while the need for 


. special units for-premature babies is being increasingly 


recognized. Above all, breast-feeding with the minimum 
of supplementary feeds should be the aa in alk 
maternity departments. ; 3 


` 
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INTRAVENOUS PROCAINE 

Although procaine was discovered by Einhorn in 1905 ie 
intravenous use is comparatively recent, for standard text- 
books on anaesthesia have pointed out for over 40 years 
that delirium, convulsions, and death might result from 
the injection of procaine directly into the vascular system. 
This is indeed true if a large dose is rapidly given, as many 
have testified since the drug was introduced. The first 
deliberate intravascular injection appears to have been given 
by Leriche and Fontaine! in 1935 for the treatment of 
endarteritis obliterans. During the war, following Lundy’s 
observation that it relieved the pruritus of jaundice,” intra- 
venous procaine was used to securé analgesia for the 
dressing of burns and wounds, and it was observed -that 
it caused far less respiratory depression than morphine. 
_It soon became clear that comparatively large amounts of 
procaine could be administered intravenously with safety 
if given slowly. The drug has been used in the last few 
years for a surprisingly large number of clinical/conditions, 
ranging from “ allergy to angina and pruritus to parturi- 
_ tion.”> There is no doubt that intravenous procaine can 
relieve pain without causing loss of consciousness or respira- 
tory depression ; this makes the drug particularly useful i in 
the management of traumatic, inflammatory, and spastic 
conditions, and for the relief of pain-in peripheral vascular 
disease. Not. only is it analgesic but it causes peripheral 
vasodilatation. Fraser and Mackersie® have supplemented 


thiopentone anaesthesia with intravenous procaine, and, 


other workers have used it, with apparent success,. to obtain 
analgesia in labour.®-8 

There, is evidence that cardiac irritability is reduced by 
procaine, which, in fact, is nearly as activé as quinidine in 
this respect. It is now the practice of some anaesthetists 
to give procaine in an intravenous drip throughout thoracic 
operations because it not only prevents cardiac arrhythmias 
but abolishes the cough reflex, minimizes bronchospasm, 
relieves post-operative pain for several hours, and enables 
adequate analgesia to be maintained with smaller amounts 
of other agents.°® Siddons and Landau!’ have recently 
used it in the treatment of post-operative atelectasis; the 
patient is given an intravenous injection which enables him 
to cough violently without pain. In a paper appearing else- 
where in this issue Dr. H. E. Pooler refers to the: high 
incidence of pulmonary complications after operations on 
the upper abdomen. He used procaine by intravenous drip 
as a method of maintaining the vital capacity after an oper- 
ation at its pre-operation level, and concluded that though 
this greatly relieved pain the increase in vital capacity. was 
comparatively small. Good results with intravenous pro- 
caine have been reported in allergic states, such as serum 
sickness, drug and antibiotic sensitization reactions, asthma, 
and urticaria, though it has not been shown pharmacologi- 
cally that it possesses an antihistaminic action. 

Great care must be exercised in administering procaine 
intravenously owing to the danger of convulsions and 


1 J. Chir., Brux., 1935, 34. 537. 

3 Lundy, T. S., Clinical Anesthesia, 1942, Philadelphia. 

3 Mushin, W. W., and Rendell-Baker, Di Lancet, 1949, 1, 619. 
4 Curr. Res. Anesth. 1949, 28,203. - 

5 Ibid., 1949, 28, 213. 

~ 6 Allen, F. M., ees J. Surg., 1945, 70, 283. 

7 et al., Curr. Res, Anesth., 1946, 25, 1 

8 Johnson, K., and Gilbert, C. R. A,, bia. 1946, 26, 133. 
9 Bittrich, N. M., and Powers, W. F., ibid., 1948, 27, 181. 
i0 Lancet, 1949, 2. 419. 

11 Curr. Res. Anesth., 1948, 27, 222. 
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respiratory failure, and facilities-for the treatment of these 
complications should be at hand. Graubard and his co- 
workers!? recommend a dose of 4 mg. of procaine per kilo- 
gramme of body weight ; this is injected in a 0.1-0.2% solu- 
tion over a period of 20 minutes. This calculated dose is ` 
usually tolerated without toxic effects. The rapid administra- 
tion ofa 1% solution is sometimes used for the treatment of 
cardiac arrhythmias or status asthmaticus. If convulsions 
occur as the result of the injection they are treated with 
an intravenous barbiturate such as thiopentone, and 
circulatory and respiratory depression with ephedrine or” 
d-desoxyephedrine and controlled respiration. 


~~ 


TOTAL CYSTECTOMY 
Tumours of the bladder vary considerably in their malig- 
nancy, but even, benign growths tend to undergo malignant’ 
change if inadequately treated. While local removal or 
destruction is satisfactory in some cases, there aré many in 
which the size, multiplicity, or situation of the growths 
makes more radical treatment necessary. In a number of 
these cases the tumours are of low-grade, malignancy and 
can be removed in their entirety by excision of the bladder. 
The need for diversion of the urinary stream before cyst- 
ectomy no doubt partly explains why this operation has 
not found greater favour with surgeons in the past. With 
cutaneous ureterostomy a double urinary fistula is an un- 
pleasant necessity, and the method of choice is transplanta- 
tion of the ureters into the colon. The fear of ascending 
infection of the kidneys is largely unfounded, for, as Ferris 
and Priestley? have pointed out, a kidney which has good 
drainage whether to the bowel or the skin seldom becomes 
seriously infected except by the blood stream. - Once the ` 
technique of transplantation can be successfully mastered 
the removal of the bladder presents a less serious problem, 
unless there is gross infiltration. Ferris and Priestley 
reported a fatality rate of 13% in 119° cases treated in 
hospital; over a 10-year period they have reduced the 
number of stages of the procedure from three to two, and 
finally, as they acquired familiarity with the operation, to 
one in selected cases. They have adopted the intra-- 
peritoneal rather than the safer extraperitoneal operation, 
since they found that it could be accomplished with reason- 
able expectation that leakage at the site of anastomosis 
would not occur. The relative safety of the extraperitoneal 
operation has been pointed out by Riches,? who reported 
a fatality rate of 8.3% in 60 cases in which transplan- ` 
tation was carried out; in 49 of these the operation was 
undertaken for new growth of the bladder or urethra. 

The results of cystectomy were further improved by 

Jewett and Lewis’s* finding that curability in deeply infil- 
trating tumours was very low, but that it increased when 
only the submucosa or the superficial muscle layer was, infil- 
trated. They also showed that the degree of infiltration 
could be assessed before operation by bimanual examina- 
tion under full anaesthesia—the detection of a rubbery or 
stony mass almost invariably indicating deep infiltration. 
This is the most important single clinical method of dis- ° 
tinguishing between the cases in which operative treatment is 

‘1 J. Urol., 1948, 60, 98. 

' 2 Brit. J, Urol., 1949, 21, 51. 
3J. Urol., 1948, 60, 107. 


4 British Medical Journal, 1949, 1, 221. 
5 Proc. R. Soc. Med., 1933, 26, 1214. 
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likely to be successful and those in which the growth will 
recur after total cystectomy. Sworn‘ has recently reported 
in’ this Journal six cases in which he performed cystectomy 
with no operative mortality ; he transplanted the ureter by 
embedding it in the bowel wall in continuity before its 
division. This method was described by Winsbury White" 
in 1933; it has- the advantage of establishing firm union 
between ureter and bowel before either is opened, but 
it is no less liable to produce constriction at the anasto- 
mosis than other methods, and late results must be judged 
by renal function and by the appearance or otherwise of 
pelvic dilatation. Sworn’s second case, in which the 
growth was fixed to the pelvic wall, would have been 
included in the unsuitable group by Jewett and Lewis, and 
the early recurrence was to be expected. It isa sign of 
progress that more surgeons are successfully undertaking 
this extensive operation ; there would be even greater cause 
for satisfaction if more patients were examined with the 
cystoscope at an early stage of the disease, when such a 
formidable undertaking is less likely to be necessary. 


CANCER AMONG DIABETICS ` 


The proportion of diabetics who have`cancer has been 
placed at from 1-9% by various workers, but the evidence 
on which their findings have been based has not been con- 
clusive. The problem of discovering whether cancer occurs 
more frequently among diabetic patients than among the 
rest of the population appears to be quite simple at first 
sight, but objections can be’ raised: to several procedures 
that have been used in attempts to produce a solution. 
Mortality data are readily available, but the use of cancer 
deaths to measuré the association with diabetes may be 
unreliable owing to the absence of concurrent conditions 
on the death certificates. With an accepted major cause 
of death such as cancer the physician may not report asso- 
ciated conditions, especially if they did not contribute to 
death. It seems unlikely, therefore, that a study of the 
associated causes of death on death certificates will lead 
to an unbiased answer. Objections to the use of clinical 
data can be raised on several. grounds, but chiefly because 
the patients may not be representative of the general 
population of diabetics. 


Jacobson! has reviewed the work of previous investiga- 


tors and has analysed the data collected by the National 
Health Survey of the urban population of the United States 
during the winter of 1935-6. This survey included 2,500,000 
persons, among’ whom there were 2,912 males and 5,278 
females (aged 25 and over) reported as diabetic. Cancer 
was recorded for 18, or 0.6%, of the diabetic males and 
37, or 0.7%, of the females. The diabetics had more cancer 
than the general population questioned during the survey, 
and the ratio of the observed to expected cases was 1.26 
for males and 1.43 for females. The excess among males 
could have arisen by chance, but for the females and for 
both sexes combined the excess was statistically significant. 
The possibility that this excess was due to cancer of the 
pancreas was examined. Analysis of the mortality and 
morbidity data showed that, this hypothesis was not a com- 
plete explanation. An apparent excess of cancer of the 
pancreas among diabetics might, of course, be explained 
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by the greater likelihood of diabetes being reported when 
this organ is affected than when cancer occurs elsewhere. 
The evidence brought forward by Jacobson supports the 
hypothesis that the incidence of cancer is higher among 
diabetics than among non-diabetics, but information 
obtained by canvass of households is subject to pos- 
sible bias and may perhaps be diagnostically inaccurate. 
Despite these' difficulties, this method avoids some of the 
objections that can be raised against data collected from 
death certificates or hospital records. 


AUTOTRANSPLANTATION OF JOINT CAPSULE 


In the aetiology of the rheumatic diseases allergic reactions 
have been regarded by many investigators as of great 
importance. Desensitization has therefore been the aim 
of several methods of treatment, but the results have not 
been always successful. In 1931 Forbes Mackenzie’ * 
published the case of an elderly woman with arthritis who 
fractured the neck of her femur. From the time of admis- 
sion to hospital her arthritis steadily improved, she became 
much more active, the fracture united well, she lost her 
rheumaue pain na anaemia, and in her own words became 
a “new woman.” Impressed with this result, Forbes 
Mackenzie decided to operate in certain cases of severe 
arthritis, including cases of Still’s disease, by trephining the 
shafts of long bones, and obtained encouraging results. 
He found rarefaction and decalcification of the bone, and 
that the marrow had undergone a degenerative change, 
running out of the bone as a thin oily fluid, cultures of 
which were negative. These results were reported in the 
Australian Medical Journal in 1931 and in the British- 
Medical Journal’ in 1936, but afterwards seem to have been 
neglected. It is probable that the improvement obtained 
with this method of treatment rarely lasted long, as was 
the experience with treatment by injection of the patient's 


‘own blood. 


Temporary improvement has often been - noticed in 
rheumatic patients after operation on bones or joints and 
has been attributed to the entry into the circulation 
of antibodies from the damaged tissues. Novotny,* a 
Norwegian surgeon, was impressed with this effect, which 
often lasted for months, though most patients eventually 
relapsed. As injection of the patient’s own blood was so 
commonly ineffective, he concluded that the improvement 
after operation might be due to the liberation of sessile 
antibodies from the damaged rheumatic tissues. Bray had 
already suggested that the mobilization and introduction 
of sessile antibodies into the circulation might have a 
desensitizing action. Novotny therefore sought for a 
means of prolonging this effect, and about ten years ago 
he decided that it might be achieved by the excision of a 
piece of capsule from an affected joint and its subsequent 


,transplantation. He has now reported the results ‘in twelve 


cases of an.operation in which he removed pieces of the 
capsule of the knee-joint and transplanted them in the 
abdominal wall in close contact with the deepest layers of 
the skin to take advantage of the active desensitizing power 
of the skin. In somie cases he sought to protong the effect 


1 Med. J. Aust., REL 1, 441. 

2 Ibid , 1932, 2. 6 

3 British Medical Toural Bhs 1, 306. 

4 Acta med. scand., 1948, 9, 524. 

5 Recent ‘Advances in pi a 1937, London. 
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by the subcutaneous injection of an extract prepared from 
a section of the capsule, but he has not yet made a large 
enough number of observations to report on this. 
Results of the operation have been encouraging so far. 
Novotny describes some of his cases in detail and discusses 
the underlying pathology: the series included one of 
gout and one with a history of gonorrhoea many years 
previously, though it was probably a rheumatoid rather 
than a gonorrhoea! arthritis. He recognizes that unless the 
source of the allergen is sought for and removed, or unless 
it has died out over the course of years, the effect of treat- 
ment may not be of long duration. While the number of 
cases investigated is insufficient to justify any final con- 
clusions, this method of treatment deserves further study. 


NEW HOUSES 


The well-being of the population, as reflected in the vital. 


statistics, continues to improve in spite'of the fact that many 
still live in conditions in which even to achieve cleanliness 
is a triumph. A few years ago it was estimated that about 
one-third of the houses in this country had no bathroom, 
and recent building will not have greatly increased the pro- 
portion. It is of course still a commonplace for three 
members of a family to share a small bedroom. Whatever 
may be thought of the speed with which new houses have 
been built since the war, or of the restrictions which limit 
the building of privately owned houses, the care which is 
now being taken by local authorities in the planning and 
construction of houses is a great improvement on the hap- 
hazard methods of the nineteen-twenties. To see what 
advances have been made it is only necessary to look at the 
excellent photographs in the Ministry of Health’s new 
Housing: Manual,’ which is a credit both to the Ministry 
In the 1944 Manual the 
emphasis was primarily on the provision of three-bedroom 
two-storey ‘houses. In the new Manual local authorities 
are advised to branch out and provide homes for the elderly, 
for the single man or woman, for the larger family, and 
even for the “high-income groups,” and shown how to 
blend site planning and house design. The larger floor area 
permitted since 1945 (900-950 sq. ft. compared with 800- 
900 sq. ft.) has given architects a chance to design houses 
which, though they could hardly be-called spacious, do 
allow a family some scope to expand, especially if space 
heating is used to make all the rooms habitable in cold 
weather. 

Mackintosh? defines the essential purpose of housing “ as 
‘the provision, so far as structure and equipment can do so 
within limits of cost in capital and maintenance, of the 
conditions of comfort, health, and enjoyment needful for 
making a home and for the nurture of a family.” He adds 
that this calls for a new and progressive outlook in those 
responsible for providing the homes of the future and the 
abolition of traditional and conventional ideas and methods. 
It now seems to be accepted that every family, and many 
individuals, are entitled to a separate dwelling, whether it 
be a-house or a flat, but before this can be achieved several 
million more houses will have to be built, and at the same 
time a great many will, we hope, be pulled down. It is 


1 Housing Manual, 1949. London: H.M.S.O. 

2 Modern Trends in Public Health, 1949, edited by Massey, A., p. 249. London. 
3 A Charter for Health, 1946, London. 

4 Plan for Living, 1941. London. 
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therefore of the greatest importance that the form of houses 
and towns should not, in Mackintosh’s words, prove a 
weakness in the structure of society, and on this, the 
Ministry’s Manual has much useful advice to offer. In this 
connexion it appears from the suggested lay-outs that the- 
interests of the community in a residential area are grouped 
around the following: day nursery, school, shops, church, 
community centre, allotments, and public house. In 
Charter for Health? the British Medical Association made 
known its views about the importance of housing in rela- 
tion to health, putting good housing first among the environ- 
mental factors which determine a people’s health. Only 
by the application of new ideas and methods will it be 
possible to counteract the sense of frustration voiced by 
Clough Williams-Ellis, who asked a few years ago: “ Why 
have to waste energy of body and of spirit in fighting all 
our lives against inconvenience, ugliness, dirt, overcrowding, 
noise, traffic delays, lack of sunlight, lack of open-air 
amenities, lack indeed of all or most of the basic things 
needed even for a merely tolerable existence, when by 
reasonable forethought and planning we could secure them 
all?” 


NEW MINISTRY APPOINTMENTS 
Sir Wilson Jameson, Chief Medical Officer of the Ministry 
of Health and of the Ministry of Education, will retire on 
May 11 next year on reaching the age limit. Dr. J. A. 
Charles has been appointed to succeed him, and Dr. G. E. 
Godber' succeeds Dr. Charles as Deputy Chief Medical 
Officer. When Sir Wilson Jameson followed Sir Arthur 
MacNalty as Chief Medical Officer in November, 1940, he 
entered a period of office that was to be more arduous than 


any his predecessors had experienced. His energy. and 


ability were conspicuous during the war years, when great 
responsibility lay on those who administered the nation’s 
medical services, sometimes with barely adequate resources. 
Since the war the controversy about the National Health 
Service Act has put him in the difficult position of serving 
a Government often in conflict with the representatives of 
his own profession, but he has continued to serve both 
the Ministry and the profession’s needs with distinction. 
Wilson Jameson, as he then was, became Dean of the 
London School of Hygiene and Tropical Medicine in 1931, 
and he was also Professor of Public Health in the Univer- 
sity of London. In 1942 the Royal Society awarded him 
the Buchanan Medal for distinguished administrative ser- 
vice to the science and practice of hygiene. He received his 
knighthood in 1939, being created K.C.B. four years later : 
he was appointed G.B.E. this year. l ; 
Dr. Charles brings to the office a wide knowledge of 
medical administration gained as Medical Officer of Health 
of Newcastle-upon-Tyne and in his present post of Deputy 
Chief Medical Officer at the Ministry, which he entered in 
1944. During the past few years he has paid official visits . 
to all the Scandinavian countries—where he made a special 
study of the hospital and public health services—and to 
the U.S.A. Dr. Godber was appointed a medical officer 
of the Ministry of Health in 1939 and first served in the 
Nottingham Region. In 1946 he was appointed a senior 
medical officer and in 1948 became a principal medical 
officer. Before joining the Ministry he was Assistant County 
Medical Officer of Health for Surrey. 
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ORIGINS OF THE ROYAL FACULTY OF 
PHYSICIANS AND SURGEONS 
OF GLASGOW 


BY 
STANLEY ALSTEAD, M.D., F.R.C.P., F.R.F.P.S. 


Regius Professor of Materia Medica and Therapeutics, 
Glasgow University 


The Royal Faculty of Physicians and Surgeons of Glasgow 
owed its birth to a growing appreciation of communal responsi- 
bility in matters relating to health and disease. It often happens 
that popular opin- ' 
ion, amorphous 
and inarticulate, 
suddenly crystal- 
lizes out in the 
enterprise and 
energy of one man. 
Such a man was 
Peter Lowe, the 
Founder of the 
Faculty. No reli- 
able information 
exists regarding his 
origins and early 
education, but we 
know that he spent 
30 years of his 
professional life 
on the Continent— 
mainly in France, 
where he was suc- 
cessively surgeon 
to Henry I and 
Henry IV, Kings 
of France. 

As Duncan aptly 
remarks on the 
period 1566-96: 
“During all these 
30 years France 
was a prey to fierce 
internecine religious 
wars.... There 
could certainly be 
no period better 
fitted for a military 
surgeon to practise 
all points and 
operations of sur- 
gery.” There is 
indirect evidence 
that Lowe was an 
educated man and 
apparently a 
Master of Arts, 
though his univer- 
sity was never 
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tials of medical practitioners, and this resulted in the inaugura- 
tion of an examining board. That the exertions of Master 
Peter Lowe were primarily responsible for these stirrings on 
the waters cannot be doubted, Not content with this, however, 
he memorialized King James VI on the subject, and in the 
second edition of his work, A Discourse on the whole Art of 
Chyrurgerie, he recalls this in the following words: 

“It pleased his Sacred Majestie to hear my complaint about some 
fourteen years ago upon certain abusers of our Art, of divers sorts 
and ranks of people, whereof we have good store, and all things 


failing, unthrifits and idle people do commonly meddle themselves 
with our Art, who ordinarily do pass without either trial er punish- 
The matter being considered, and the abuse weighed by his 


4 y 2 


ment. 
Majestie and Hon- 
ourable Council, 
hought not to be 
Olerated, for the 
which I got a privi- 
lege under his high- 
ness privy seal, to 
try and examine all 
men upon the Art 
of Chirureerie, to 
discharge, and allow 
in the West parts of 
Scotland, who were 
worthy or unworthy, 
to profess the 


Ad 


same. 


The Faculty’s 
Charter 


The Charter 
sears the date the 
penult day of 
November, 1599. 
After a brief refer- 
ence to the lament 
able state of medi 
cal affairs in the 
West of Scotland, 
it proceeds to con- 
fer on ™ Maister 
Peter Low, our 
Chirurgiane and 
Chief Chirurgiane 
to our dearest son 
the Prince [Prince 
fenry, heir appar- 
ent, who died in 

612 at the age of 
9], with the assis- 
tance øf Mr 
Robert Hamiltone, 
orofessoure of 
medicine, and their 
successors, in- 
iwellers of 
Citie of Glasgow 

full power 
o call before them 


. D = E 
mentioned. A zs > . . all persons 
C haracteristically MAISTER PETER LOWE professing or using 
ahead of his time. Founder of the Royal Faculty of Physicians and Surgeons of Glasgow he said Art of 


Lowe published his 

professional writings in English rather than the learned tongue. 
When the occasion demanded it, however, he resorted to Latin 
with equal facility ; and his publications were liberally seasoned 
with references to classical authors. 


Peter Lowe’s Campaign 


Immediately after his translation from Seine to Clyde, Lowe 
began his campaign for the organization of medical practice in 
the West of Scotland; and there is abundant evidence that he 
used the Paris institutions as his model. In 1598 there occurred 
in the Kirk Session a sudden ebullition of interest in the creden- 


Chirurgerre.” 

“The Visitors "—the official designation of Peter Lowe 
and Robert Hamilton—were to “visit every hurt, murdered, 
poisoned, or other person taken away extraordinarily” and to 
report to the Magistrates. As regards the practice of medicine 
(as distinct from surgery), their powers were limited te inhibit- 
ing therefrom all but persons possessed of “a testimonial of 
a famous university where medicine be taught... .” Only 
drugs which had been approved by the Visitors, assisted by one 
William Spang, an old pharmacist of the burgh, could be offered 
for sale, and poisons which included “arsenick” and 
“ eublemate ” were to be sold, under pain of a fine of 100 marks, 
only by apothecaries, who were also charged to take caution 
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of the purchasers. Other duties of the Visitors are thus sum- 
marized by Duncan: to give monthly advice gratuitously to the 
diseased poor, to make provision for continuity of succession in 
the office of Visitor, to make by-laws, and to ensure the 
exemption of the members from taxation and personal service 
of specified kinds. 

The comprehensive nature of the charter as an instrument of 
practical policy touching medical and pharmaceutical practice 
provides additional light on the character of the surgeon who 
inspired it, for it is evident that Peter Lowe returned to Scot- 
land as a man with a mission. The distinction made beween 
members practising as physicians and those practising as 
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surgeons Was in accordance with the custom of the times. 
Surgery was a handicraft to be learned in the same way as 
any other manual art. Medicine was recognized as a subject 
of academic study ; but in 1599 none of the Scottish un-versi- 
ties had given a proper place to the teaching of medicine 
(Duncan), and accordingly the physicians were obliged to take 
their degrees at Continental universities. 


Notwithstanding this difference of professional status and 
training, it was clearly Peter Lowe's firm intention to bind 
into a single fellowship thase who represented the two great 
branches of the healing art. At the same time he carefully 
excluded the barbers from any mention in the charter, select- 
ing for his surgical colleagues in the Faculty only those who 
did not “ barbourize.” In his Chirurgerie Lowe is unsparing 
in his contempt for the barbers: “Usurping the name of 
Chirurgion . . . they have scarce the skill to cut a bearde. 
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which properly pertaineth to them.” Nevertheless, and almost 
inevitably, the barbers were admitted to the Faculty within a 
year or two—but as dependants and = as crafts-brethren, 
being described in the Minutes of June 22, 1602, as “a pendecle 
of chirurgerie.” 

Problems and Anxieties 


In a brief note on the origins of the Faculty space does 
not permit of adequate reference to the major problems and 
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anxieties which the incorporation had to resolve in the three 
and a half centuries to follow the granting of the charter 
These vicissitudes included the formulating of proper condi- 
tions for apprentices, the inauguration of systematic teaching, 
the contest between the surgeons and the barbers, and pro- 
tracted differences of opinion between the Faculty and the 
Town Council and the University respectively. Details of 
some of these phases are available in Duncan's classical work, 
Memorials of the Faculty of Physicians and Surgeons of 
Glasgow, 1599-1850. The memorials also reveal the constant 
concern of the Faculty to foster the objects of its charter. 
protecting the public from the depredations of the charlatan 
while maintaining the honour and dignity of the profession of 
medicine. 
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GENERAL PRACTITIONERS 
PNEUMONIAS IN ADULTS 


BY 
J. G. SCADDING, M.D., F.R.C.P. 


Dean, Institute of Diseases of the Chest; Assistant Physician, Brompton Hospital ; Physician and Senior Lecturer in 
Medicine, Postgraduate Medical School of London 


Since ‘the introduction ‘of chemotherapy most patients with 
pneumonia have been treated in their own homes. This 
means that therapy is often begun without the establish- 
ment of a specific diagnosis by laboratory methods ; and, 
indeed, from the practical standpoint such a procedure is 
unnecessary in most cases, even though in a minority it 
is an essential guide in therapeutics. In the practical 
management of pneumonias, therefore, it is desirable to 
adopt a procedure which, while not leading to unnecessary 
calls on laboratory facilities for the general run of patients, 
makes available the maximal degree of help from the 
laboratory for the minority in which such aid is required. 

As a working classification acute pneumonias may be 
divided into three main groups. | 


~ 


Acute Bacterial Pneumonias 


Of these, pneumococcal pneumonia is the most frequent, 
constituting 70% to 80% of the group. Haemolytic strepto- 
coccal, staphylococcal, and Friedlainder’s’ bacillus: pneu- 
monias are the most important other members. The 
pneumococcus and haemolytic streptococcus «are, in 
general, sensitive to sulphonamides,.and most strains of 
staphyloċoccus show some sensitivity. All three are sensi- 
tive, to penicillin, though resistant strains,- especially of the 
staphylococcus, are encountered. Friedländer’s bacillus 


is not responsive to either of these agents, but is fully © 


sensitive to streptomycin ; fortunately, acute pneumonias 
due to Friedlinder’s bacillus are rare in this country. . 


3 Virus Pneumonias 

This is a group to which much attention is being directed 
at present. It may be subdivided as follows : 

1. Pneumonias Associated with Epidemic Influenza.— 
‘There is good evidence that these are due to the com- 
bined effects of the influenza virus and a variety of inde- 
pendently pathogenic bacteria, the relative contribution of 
the virus and the bacteria to the pathological picture vary- 
ing from case to case. These pneumonias are essentially 
of mixed origin, and it is-certainly misleading to regard 
them as characteristic of virus pneumonias. It is probable 
that the bacterial component of the infection is susceptible 
to treatment by appropriate ‘specific agents; but there is 
as yet no satisfactory evidence about the specific treatment 
of the group as a whole. 

2. Psittacosis-Ornithosis Group.—Viruses of this group 
may give rise to illness in, or be carried by, birds of the 
parrot family, pigeons, certain other birds, and possibly 
by some small mammals. There is some evidence -that the, 
human infection is susceptible to very large doses of 
penicillin, but the newer antibiotic aureomycin appears to 
be fully effective. os 

3. Pneumonias Due to Other Viruses There are certainly 
other viruses.which can cause pure virus pneumonias in 
-man.: The identification of these viruses has hitherto 
proved very difficult, and is a research project. rather than 
a practical clinical procedure. Pneumonias due to viruses 


-~ 


of this group generally show no response to sulphonamides, 
penicillin, or streptomycin; they may respond to aureo- 
mycin and possibly to chloromycetin. 


Aspiration Pneumonias 


Under this heading are included all those pneumonias 
which are.occasioned rather by a breakdown of the normal 
mechanical defences of the lower respiratory tract than by 
the presence of specific invasive organisms. The most 
obvious examples are the hypostatic and terminal pneu- 
monias, in which the prognosis is that of the underlying 
condition.~ Many other pneumonias belong to this group, 
notably some of those which occur in persons who have 
excessive secretions in the respiratory tract for one reason 
or another—e.g:, the chronic bronchitics, ‘sufferers from 
chronic nasal catarrh, and patients with acute respiratory 
catarrhs of various sorts. These pneumonias may be 
diffuse oft. localized. The former will present as basal 
bronchopneumonias in bronchitic subjects ; the latter often 
do not present clinically as acute pneumonias at all, and 


. will-therefore not be further discussed here. In this group 


as a whole the organisms most frequently found in the 
sputum are Str. viridans, non-haemolytic streptococci, 
pharyngeal neisseriae, Pfeiffer’s bacillus, and possibly some 
of the less invasive types of pneumococcus—in fact, a 
flora similar to that of the upper respiratory tract. 


Treatment PEA 


" With these considerations in mind we may consider the 
management of a patient who presents with acute pneu- 
monia. In such a case the invading agent will not be 
known at the beginning of treatment. Hence the most 
reasonable procedure is to obtain material for the later 
establishment of an aetiological diagnosis if required ; to 
treat immediately on standard lines ; and to modify treat- 
ment later, if necessary, in the light of any information 
which may become available about the aetiology. This 
standard treatment may be considered under two head- 
ings: general and symptomatic measures, and specific 
treatment. a , 


General Measures Applicable to all Pneumonias 

The patient with acute pneumonia must be kept in bed 
with adequate nursing care. He should occupy a well- 
ventilated room maintained as far as possible at an equable 
temperature of about 65° F. (18.3° C.). Patients are often 
more comfortable if kept slightly propped up with pillows, 
but some prefer lying flat, and the patient’s comfort should 
decide the’ position in which he is nursed. In gravely ill 
patients slight changes of position should be made every 
few hours in order to avoid hypostatic effects. Physical 
examination should-be done ‘carefully, but not more fre- 
quently than once daily. If there is difficulty in diagnosis, 
either of the primary disease or its complications, bedside 
radiography imposes little strain on the patient and should 
be employed. It should be remembered that all drugs 
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used in symptomatic treatment can have undesirable effects, 
and no such drug should be prescribed unless there is a 
real indication for it. 
- Diet . 

In the acute stages of pneumonia the patient usually has 
complete loss of appetite, and as the duration of the disease 
is short there is little point in attempting to force unwanted 
food upon him, provided an adequate intake of fluid and 
carbohydrate is maintained. For an adult, a total fluid 
intake of about 4 pints (2,500 ml.) daily is suitable. Part 
of this may be given in the form of drinks sweetened with 
as much glucose or cane sugar as his taste will permit, 
flavoured with any suitable fruit juice, and made up in 
plain or soda water. Milk may be given, hot or cold, 
preferably with extra sugar and flavoured in any acceptable 
way. If the patient does not like sweet drinks lactose may 
be used instead of glucose’or cane sugar; lactose may 
also be useful in cases with abdominal distension, as it gives 
rise to less intestinal fermentation. Eggs, cereals, custards, 
thin buttered bread or toast, fish, minced lean meat or 
chicken, mashed potato, and vegetable purées can be added 
when the patients condition permits. s ° 


Relief of Pain 


Pleuritic pain may be relieved by a kaolin poultice. Care 
should be taken that this is applied in such a way as to 
avoid interference with respiratory movement. If- pain is 
severe, morphine or other opium derivatives, or pethidine 
may be required (see below). Occasionally the pleuritic 
pain may be extreme, and if in such a case it is well 
localized the injection of 5 to 10 ml. of 2% procaine 
just external to the parietal pleura in the painful area may 
- be helpful. - 
` Sleeplessness 

The combination of restlessness, pleuritic pain, and 
irritating unproductive cough often demands the use of 
morphine or one of its analogues to secure sleep. The 
only danger of these drugs arises from their depressing 
action on the respiratory centre and the intestinal motility. 
They should not be given to patients with cyanosis due 
to a complicating bronchitis, or to those with any signs of 
abdominal distension. In all other patients morphine, 1/6 
to + gr. (10 to 15 mg.}, or pethidine, 50 to 100 mg. hypo- 
dermically, can be used if necessary to secure sleep. If 
ineffective cough is the chief obstacle to sleep, codeine 
phosphate, + to 1 gr. (30 to 60 mg.), may be sufficient. 
Should it be necessary for the relief of-pain and to secure 
sleep to administer morphine to a cyanosed patient, oxygen 
must be. given by an efficient method. If there is so much 
complicating bronchitis ‘or severe abdominal distension that 
morphine and its analogues are contraindicated, paral- 
dehyde is generally the most useful hypnotic. It may be 
piven by'mouth in a dose of 2 drachms (7.5 ml.) in a 
suitably flavoured mixture, or in } oz. (30 ml.) of whisky 
or’ brandy; or by rectum, 4 drachms (15 ml.) in 6 oz. 
(180 mf.) of water. 

Deliriam 

This complication may require treatment. Reduction 
of temperature by tepid sponging and the relief of anoxia 
_ by oxygen administration may be effective. Phenobarbitone 
soluble, 1 to 2 gr. (60 to 120 ml.) subcutaneously, or paral- 
dehyde by rectum as suggested above may be helpful. In 
pitients known to be alcohol addicts, whisky or brandy, 
4 oz. (30 ml.) four-hourly, should be given if there is 
delirium. Apart from this, alcohol is of no value in the 
treatment of pneumonia. 

m Cough E 

Distrėssing and ineffective cough should be controlled 
with a suitable linctus containing codeine or;'in- more 
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troublesome cases, diamorphine (heroin). A productive 
cough is to be encouraged by supporting the patient during 
bouts of coughing, by simple postural methods if the 
general condition permits, and by the relief of pleural pain. 


; Meteorism 
Abdominal distension may become troublesome. In such 
cases treatment should be started with a simple soap enema 


. and the passage of a flatus tube. _If these measures are 


not sufficient, turpentine or bile enemas and the sub- 
cutaneous injection of pituitary extract, 0.5 ml., or of 
prostigmin, I mg., may be effective. The administration of 
oxygen in a concentration as near 100% as possible from 
a B.L.B. or similar: mask may lead to diminution of the 
distension by causing absorption of the -gases into the 
blood stream. í : 
Oxygen Administration 

The anoxaemia of pneumonia is probably responsible 
for many of the so-called toxic symptoms. It is due to 
many factors, some of which can be relieved by oxygen 
administration. In any cyanosed patient, therefore, oxygen 
should be administered by an effective method. This - 
applies particularly to those forms of pneumonia which 
are complicated by much bronchitis. An efficient mask 
of the B.L.B. type or a tent should be used. 


Cardiovascular System 

Pneumonias mainly affect the heart indirectly, through 
the peripheral vascular system and by anoxia, though there 
may be some direct.toxic effect on the myocardium. There 
is no justification for the routine use of drugs alleged 
to have an effect on the heart. In particular, digitalis 
should be given only if there is pre-existing cardiac disease 
for which its use is indicated or if an abnormal rhythm 
develops. The form of circulatory collapse most com- 
monly seen in patients gravely ill with pneumonia presents 
a picture of falling blood pressure with rising regular pulse 
rate. Digitalis and similar drugs have no effect in cases 
of this sort. Analeptics such as camphor, nikethamide, 
and: *‘ cardiazol ” are widely used to combat this condition 
but since the essential cause is a peripheral vasomotor 
failure, and any stimulating effect that may be produced , 
by these agents is of central origin, their value is doubtful. 
Adequate oxygen therapy and the administration, of 
glucose are the most rational procedures. 


Specific Treatment 


In the case of apparently primary pneumonias of lobar 
extent the pneumococcus is so frequently the causative 
organism that, pending an aetiological ,diagnosis, it is 
reasonable to treat all cases of this sort in the first instance 
as if they were caused by the pneumococcus ; but whenever 
possible material should be obtained for bacteriological 
examination before beginning treatment. Sputum is the 
best material, if a good specimen is available, and this can 
generally be produced by encouraging the patient to cough. 
If sputum is unobtainable a throat swab may give useful 
information, but is less reliable. Lung puncture is justifi- 
able only for special purposes. In any gravely ill patient 
a blood culture should also be taken before treatment is: 
begun. 

Sulphonamides 

In a case of average severity, after a specimen of sputum 
has been obtained for culture sulphonamide treatment. 
should be instituted. Of the commonly available sulphon- 
amides, sulphamezathine causes relatively little nausea and 
vomiting and, having an acetyl derivative of high solubility, 
very rarely gives rise to renal complications. It is therefore 
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suitable for routine treatment.,. -Adequate dosage is éssen- 
tial : for an-adult’an initial dose of 3 g. should be’ given, 
followed by 1 g. four-hourly, or in severe cases 1.5 g. four- 
hourly.’ This dosage should be continued for two or three 
days ; if there has been a favourable response it may then be 
reduced to 0.5 g. four-hourly. In the average case treat- 
ment should be continued for five or six days, giving a total 
dose of 25 g. to 30 g. Adequate fluid intake should be 
ensured while sulphonamides are being given. 

If there is a poor response to treatment, with no improve- 
ment in the patient’s condition after 48 hours, the cause 
should first be sought. If material for bacteriological 
examination has been obtained at the beginning of treat- 
ment, the reports should then be available and may provide 
a clue to the failure to ‘respond. It may be ‘that the 
organism is poorly sensitive or not sensitive at all, to the 
sulphonamide in use—e.g., infection with Staph. aureus or 
Friedlander’s bacillus. The possibility of acute tuberculous 
pneumonia, or of the pneumonia being secondary to some 
underlying lesion of the lung, such as a carcinoma obstruct- 
ing a bronchus, should also be considered. If all these 


possibilities can be excluded, local complications, especially” 


the early development of, empyema, should be suspected ; 
if there is any suspicion of empyema the chest should be 
needled over the area most dull to percussion.- If none 
of these factors is present and the organism is sensitive both 
to sulphonamides and to penicillin, or relatively insensi- 
tive to sulphonamides and sensitive-to penicillin (such as 
Staph. aureus), penicillin treatment should be instituted. 
` Penicillin 

_ Penicillin is not only indicated in cases which ‘have failed 
to respond to sulphonamides or which are caused by 
organisms resistant to these drugs, but in certain instances 
is required from- the beginning of treatment. Penicillin 


is indicated in cases of staphylococcal infection and those. 


in which sulphonamides are contraindicated—for instance, 
in patients known to be sensitive to sulphonamides or in 
whom there is antecedent renal disease. In addition, in 
patients who are severely ill at the time when treatment ‘is 
begun, who are severely dehydrated, or who have trouble- 
some vomiting, penicillin from the beginning is a prefer- 
able form of treatment to sulphonamides in spite ‘of the 
greater difficulty of its administration. In some severe 
cases it may be advantageous to give sulphonamide and 
. penicillin treatment simultaneously. The most reliable 
way of giving penicillin remains the three-hourly intra- 
muscular injection : 15,000 to 25,000 units three-hourly will 
maintain an effective blood concentration in most cases of 
pneumonia due to penicillin-sensitive organisms. The incon- 
venience of such frequently repeated doses may be avoided 
by giving larger amounts of soluble penicillin less fre- 
quently—e.g., 100,000 to 200,000 units six-hourly—but the 
maintenance of a constantly effective blood concentration is 
not entirely. certain by this method. The most convenient 
way of administration of penicillin is by using one of the 
slowly absorbed preparations, such as procaine penicillin 
in oil. Of this, 100,000 to 200,000 units every 12 hours 
will usually, but not certainly, maintain: an- adequate 
concentration. . i 
Treatment. of Virus Pneumonias 
. The diagnosis of virus pneumonia is unlikely to be made 
in practice except as a result of exclusion of other diagnoses 
_or.in the presence of an epidemic. 

Pneumonias ‘Associated with Epidemic Influenza.—These 
should be treated on the lines applicable to the bacterial 
component of the infection. There is no indication at 
present of any agent effective against an influenza virus 
itself. © ` s - 


n ” 


Pneumonias. of the Psittacosis-Ornithosis Group.—These 


, cannot be diagnosed with certainty clinically, but may be 


suspected when the illness starts with severe constitutional 
symptoms, when there is the later development of signs of 
consolidation, and if’ there is a history of contact with 
parrots or pigeons. Proof of the diagnosis will generally 
Test upon a positive complement-fixation test in blood 
taken during convalescence. If the diagnosis is suspected, 
very large doses of penicillin (up to 2,000,000 units a day) 
may be effective. Aureomycin appears to be curative in 
oral doses of 0.5 g. six-hourly, and should be used if 
available. Chloromycetin may also be effective. 

Pneumonias presumably due to unidentified pneumono- 
tropic viruses (“primary atypical pneumonia”) may be 
suspected clinically when the illness starts with constitu- 
tional symptoms, the signs of pneumonia appear late, 
(about the third to fifth day), the leucocyte count remains 
low, and there is no response to sulphonamides or 
penicillin. The suspicion would be supported by the 
occurrence of similar cases in the neighbourhood and by 
the development of a high titre of “cold agglutinins ” in 
the bldod during convalescence. In such cases aureomycin 
has been reported to be of value. It would be reasonable 
to give it by mouth in doses of 0.5 g. six-hourly to a 
severely ill patient, but the great majority recover after 
a relatively brief illness, and the drug is at present scarce 
and expensive. 


Treatment of Aspiration Pneumonias 

The mildest pneumonias of this group are unlikely to 
be recognized clinically without the aid of radiography ; 
the most severe occur as complications of other serious 
illnesses. The types which are most likely to present 
clinically as “ pneumonias” are the patchy basal broncho- 
pneumonias of the bronchitic subject and some of the 
post-operative bronchopneumonias. In these, as in all 
pneumonias of this group, there is a considerable 
mechanical. factor, early attention to which may cause 
rapid alleviation of the condition before there has been 
any severe invasion by bacteria, although infection by 
specifically invasive organisms may occur at any stage. It 
is therefore wise in such cases to start as with apparently 
primary pneumonias by obtaining material for bacterio- 
logical examination and instituting standard sulphonamide 
or penicillin therapy. At the same time the mechanical 
factors should receive careful attention. The patient must 
not be allowed to remain -constantly in the unfavourable 
posture which he will naturally tend to adopt. He will 
most often be found lying in the position which prevents 
him from coughing—i.e., that in which the affected 
area of lung is least favourably placed for the expulsion of 
secretions. He should be made to change his position into 
a more favourable one and encouraged to cough. Deep 
breathing is helpful ; administration of 7% carbon: dioxide 
in oxygen may have a comparable effect in uncooperative 


‘patients. In post-operative cases no tight bandages which 


might obstruct full respiratory movement should be per- 
‘mitted. Abdominal distension, if present, should receive 
attention. Only in special circumstances will more drastic 
measures be required, such as bronchoscopy or bronchial 
suction. If these steps to deal with the mechanical factor 
result in rapid relief of symptoms and disappearance of 
physical and radiological signs it is usually safe to dis- 
continue sulphonamide or penicillin treatment. If, how- 
ever, this happy result does not ensue, it may be assumed 
that infection by an invasive organism has occurred, and 
investigation and treatment as suggested for apparently 


' primary pneumonia are indicated: 


Pai , . \ 
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Convalescence R 


Convalescence after pneumonia proceeds at a very vari- 
able pace.- In a case of pneumococcal pneumonia of 
average severity the patient may be allowed out of bed 
after the temperature has been normal for seven days. In 
cases of greater or less severity appropriate periods of bed 
rest are needed. In pneumonias of the aspiration type 
the patient should be allowed out of bed as'soon as his 
general condition permits. : 
should be applied as therapy in aspiration pneumonias, 
are helpful in convalescence from acute Specific pneu- 
monias by hastening the return to normal lung function, 
and should be started soon after the temperature falls. 


_ After resolution appears to be complete clinically it should 


~ 


be confirmed radiographically. An adequate period of 
convalescence should be enforced, the duration of which 
will depend upon the sort of life to which the patient has 
to return. - f 








| 
A SNOOP .AT N.H.S. 


Mass Observation, which since 1937 has been 
opinions of the British people on such contrasting topics as 
juvenile delinquency, clothes Tationing, and public houses, has 
now investigated their attitude towards doctors. In a report 
published this week? the observers conclude that the National 
Health Service is, so far, a welcome innovation, and record 
general appreciation and some surprise that the attitude of the 
family doctor underwent no noticeable change on the appointed 
day. “I called in the doctor‘to my baby son on the day of 
the Inception. of the new Service,” said a young father who 
was interviewed. “I don’t'know what I expected, but I did 
feel mildly surprised when’ the doctor arrived at the house and 
behaved "precisely as he had always done.” -` 

This survey not -only records universal resentment against 
the size of the weekly contributions, but the inquisitors fall 
into the error of their witnesses in believing the entire stim of 
the National Insurance contribution to be paid into the Health 
Service.. The reply from one housewife is typical: “... We 
never paid a doctor 5s. a week, but received the same attention 
from the hospital under the H.S.A. scheme for 4d. a week.” 
. The report ‘attempts to throw light on the ways in which 
patients occupy themselves in the waiting-room. All are 
resigned to a long wait, but appreciate that the doctor’s slow- 
ness with each patient indicates a painstaking consultation for 
themselves. They complain they cannot afford to spend so 
long, away from their own homes, and all condemn the person 
taking advantage of “free ” treatment to worry the practitioner 
with a trivial complaint or a request for an unnecessary bottle 
of medicine. The conversation among the waiting patients is 
predominantly concerned with each, other’s pathology. An 
incidental disclosure of the report is the number. of patent 
medicines still kept in British households despite the removal 
of the financial barrier to medical consultation. Three families 
in five maintain a medicine cupbdard, 


uncovering the 


septics, “ tonics,” and cough cures. 


nit The advantage offered by 
patent medicines is one of time—it 


1 q the most popular con- 
tents of which are aspirins, laxatives, vitamin preparations, anti- 


p ACUTE PNEUMONIAS | N: 


Breathing exercises, which - 


is easier and quicker to ` 


swallow a dose in the house than to go out and visit the doctor. ` 


The opinions of only two doctors are included in the survey, 


though a larger number of practitioners were interviewed by’ 


the authors. These two are anonymous partners with con- 
flicting opinions about the N.H.S., but-both are agreed on the 
increase, in their medical and paper work since its inception, 
and on the inadequacy of the capitation fee. 

‘The report is far from comprehensive and leaves the serious 
reader with considerable doubt whether it mirrors the true 
opinions of the public at all. -It makes entertaining reading, 
however, and Mr. Ronald Searle’s illustrations are scrupulously 
fair in their ungenerosity to the profession and the patients.’ 


LD etn ee tae a ee 
_ Meet Yourself at the Doctor's, by Mass Observation, with draw- 
ings by Ronald Searle. (3s. 6d. The Naldrett Press, 1949.) 
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Alcohol and Cirrhosis of the Liver 


Smr,—Your leading article entitled “ Alcohol and Cirrhosis 
of the Liver” (November 5, p. 1030) raises several interesting 
points. There is evidence that in occupations which involve an 
excessive intake of alcohol there is a high mortality from 
cirrhosis of the liver. Thus the standard mortality ratio from 
cirrhosis of' the liver in inn- and hotel-keepers is/1158—i.e., 
114 times the mortality from cirrhosis in the population as a 
whole. In barmen the standard mortality ratio is 600; or six 
times the rate in the population as a whole. 

In inn- and hotel-keepers there is also a high mortality from 
diabetes, with a standard mortality ratio of 325, or three and a 
quarter times the rate in the population as a whole: The rela- 
tionship between alcoholism and diabetes is an interesting one, 
and the association is partly explained by the fact that in many 
alcoholics the calorie intake is in excess of energy requirements. 


. This will lead to obésity and hence a predisposition to diabetes. 


In diabetes, as in chronic alcoholism, there is often a fatty 
infiltration of the liver, as well as nutritional deficiencies caused, 
possibly, by deficient intake, defective absorption, or ineffective 
utilization of vitamins and amino-acids. 

It has been pointed out that the addition of choline to 
alcoholic or saccharine beverages may be of benefit, but there 
arises the additional, possibility that an excessive intake of 
sweets in children. may lead to liver damage, as it would 
appear from the work of Professor C. H. Best and his 
colleagues (November 5, p. 1001) that alcohol and sugar are 
equally effective in producing cirrhosis of the liver, at any rate 
in experimental animals. There is a danger, therefore, that a 
child who is eating large quantities of sweets will have a diet 


which is unbalanced and defective in protective foodstuffs ; this 


may lead not only to dental defects but possibly also to liver 
damage, a damage which may not show any immediate clinica] 
effect but may possibly lead to a reduced resistance to hepato- 
toxic agents. ~ 

There is some evidence that an excessive intake of sweets 
during pregnancy may lead to an excess mortality in the infant. 
Thus the mortality is high among infants of mothers whose 
husbands are ‘employed in certain occupations associated with 
sugar confectionery, as may be seen from the following table. 















Deaths of 





















oe Legitimate 
Code Legitimate > Rate 
No. v Infants, Biha, per 
1930-2 1,000 
375 | Sugar. confectionery makers, ` : 
l moulders, and coverers 101 79 
671 | Retailers of sugar confectionery 
(sweets eet ee 252 105 
701 | Salesmen of sugar. confec- \ 
tionery (sweets) .. si 52 "141 
‘ Total 405 103 






The combined rate of 103 per 1,000 legitimate live births, 
with a standard error about nine, must be regarded as signifi- 


cantly high in comparison with the national rate of 61.6 at that, 


time. The adverse effects during pregnancy of an increased 


intake of sugar’ or alcohol may be due to liver damage and ` 


an increased liability to toxaemia. We know, for example, 


that there was a decreased mortality from toxaemia during. 
' the war years. It is interesting to note that during the period 


1939-49, when sweets and sugar were rationed, there was a 
marked decrease in maternal and infant mortality, in dental 
defects in children, and in mortality from diabetes and cirrhosis. 


‘There ‘are, ‘of course, many factors involved in these decreases, 


but no doubt the diminished intake of alcohol and sugar was . 


responsible for some of these effects. 


If the suggestion of adding choline to alcoholic drinks is to ° 


be taken seriously, why not include sweets at the same time ? 

At any rate mothers should be warned of the undesirability of 

giving large quantities of sweets to their children, a warning 
t ‘ . 


* 
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‘which has often been given. in the past, but to which additional ` - Until someone demonstrates conclusively that they will not, 
support is, given’ by this new evidence. It is possible. that ‘the I ‘personally must ‘agree. with your leading article (November 
rationing of sweets and sugar confectionery . is, a Pee in . 12, p. 1098) that “streptomycin should be reserved for use only 
‘disguise. j 3 $ . ; - on the clearest indications. and under the closest observation.” 


All ‘the ‘standard mortality ratios quoted in this” letter are statisti- J0 spite | “of. the galaxy -of talent apparently ‘arrayed ‘against 
cally significant and refer to the experience in the years 1930,.1931, your opinion in the columns of- the Sunday Express (November 


‘and 19323 - j 13}— some of`it perhaps unwittingly—and in spite of forecasts 
I n Ta a Te ake: ; pS ‘+ of wonders yet to be in the same publication, it will be a very 
—i am, etc., an ; 
i j wW. H OBSON. long: time ‘before we can dispense with the old- fashioned 
sear RRA A REFERENCE sanatorium routine, however carefully the drugs are used.—lI 
, 1 Räpinas Decennial Supplement, England and Wakes 1931, Part Ila, am, etc., re Si ; , 
Occupational Mortality! Condon: H.M.S.O. . Eardisley, Hereford. ` i KENNETH MURRAY. 
‘ ' ! i i ; ; 
Uses’ of Streptomy cin . " ‘SIR, a Joala like to. pay tribute to the execiienée of your 


Sir ,—In your Jeading article (November 12, p . 1098) you state. leading article on streptomycin (November 12, p. 1098), arising 
that the decision to. use’ streptomycin is ancy one for from its general issue. Having pioneered the first trial in this 
the expert only. This pronouncement would appear to~pre- country, I agree with all your points, and I only hope the 
-clude the general practitioner ' from ‘using’ this valuable anti- medical reader will take to heart the sober advice given. 
‘biotic, since he cannot ‘claim to be ,an expert. General It was with great regret and misgiving that I read the bad 

. practitioners „are however, by and “large, sensible. and re-- press given to the article in some of the Sunday papers. Their 
sponsible peoplé who have received a careful scientific.train- | reports were non-factual and irresponsible.—I am, etc., 

. ing and have satisfied their examiners that they are capable Bromley, Kent. ©, D G. MADIGAN. 
of carrying out treatment for their patients. . P : 

What is the use of spending time and trouble teaching students l ' oe : i 
pharmacology and bacteriology and then preventing them from i Streptomycin in Ulcerative Colitis 
using the very substances they have been taught to use? What - Sm,—In your leading article on the uses of streptomycin 
is the use of having scientific journals in which appear papers (November 12, p. 1098) it is stated that in ulcerative colitis 
giving an account of the most recent discoveries? Are these streptomycin is useless. This ‘is true for the common type 
papers intended to be read .by experts only ? ‘of so-called idiopathic ulcerative colitis, when no specific 

Now, Sir, every sensible practitioner will agree with the organisms can: be isolated from the stools. In certain rare 
general tenor of your leading article and will concede at once cases, however, Gram-negative ' bacilli, usually Proteus or 

. that streptomycin is not a substance to be used. indiscrimi- Ps. pyocyaneus, can be grown from the stool. These organisms 
nately, that-it has serious toxic possibilities, and that the impli- are probably secondary invaders, but if they. can be eradicated, 
cations towards public health are not lightly to be disregarded. even ‘temporarily, a remarkable cure of the ulcerative colitis 
` But surely it is not in the best interests of medicine that general ‘may be achieved. Cases of ‘ulcerative colitis harbouring these 
practitioners should for all time be discouraged from using the organisms often suffer from profuse rectal haemorrhages which 
potent remedies: which science: has placed at their disposal. ordinary treatment will not stop. A brief account of a case 

In this part of the U. K. the Northern Ireland General Health of ulcerative colitis treated with streptomycin might therefore 
Services Board, acting on the advice of the, Northern Ireland be of interest. 
Ministry of Health, recently saw fit to prohibit the use by A woman, aged 39, had ‘been suffering from severe ulcerative 
general practitioners of para-aminosalicylic acid, a relatively colitis for 22 years. She had had periods of remission. Her present 
innocuous substance, on the grounds that it was “still in the „attack lasted six weeks before admission. She got rapidly worse and 
experimental stage.” . on admission was passing about 24 motions during the 24 hours. 

These prohibitions seem to imply that the general practi- ‘ Her stools contained blood, pus, and mucus.- Stoo! culture yielded 


tioner,is a/careless fellow, that he will take no trouble to find 4 profuse.growth of Ps. pyocyaneus and Proteus. A blood examina- 
tion showed bleeding time three minutes; clotting time four and a 


out the. prop ril i paN pecan A oe one to half minutes; prothrombin time 45 seconds; platelet count 300,000; 
5 e Wrong type of case, toat he wilh erher under- haemoglobin 58%; R.B.C. count 3.0 m.; C.I. 0.9; W.B.C. count 
dose or over-dose: his patients, and finally that he is quite 18,000. She had a high, remittent pyrexia, and was markedly wasted 
unfitted to be trusted with any new scientific discovery. and toxic-looking but mentally alert. Apart from tenderness over 
_ The point I want to make is that- the ‘general practitioner the colon no other evidence of organic disease was found. Sig- 
should be treated as an intelligent individual. He must be’ moidoscopy showed gross ulceration of the rectum and lower sigmoid 
given the opportunity to use these new substances. To do colon typical of acute ulcerative colitis. 
otherwise would seem to ‘be a further attempt to relegate him The patient was at first treated with a.course of “ sulphasuxidine " 


u and penicillin injections, and was also given repeated blood trans- 
to the role he is fast assuming that of a signpost to the nearest fusidns. She had a high-calorie Jow-residue diet and added vitamins. 


hospital.—I am ete., i On this treatment her diarrhoea did not clear up.and her condition 
Belfast. . ’ H. J. CRONHELM. deteriorated rapidly. She continued to pass large quantities of pure 
blood per rectum, and the persistent blood loss required repeated 

Sir,—It would appear that the question of nTen ‘and blood transfusions. The patient’s condition, appeared hopeless. 
reactivation in pulmonary tuberculosis is going to, be one of Arother stool culture yielded the'same two Gram-negative organisms, 

a even greater importance , in the future than it has ever been. which in a broth culture were completely: inhibited by streptomycin 
‘Development of resistance to a drug is due; I believe, to one of in amounts of 0.05 mg: per ml. of broth. I was fortunate in 
two causes: (1). the survival of a small number of “ persisters » obtaining a small supply of streptomycin and started the patient on 


the following course of treatment: 2 g. of streptomycin was 
which continue to multiply when the vast majority of the sensi- ‘dissolved in 12 ml..of saline; and 2 ml. of this solution was given 


tive organisms have been destroyed; (2) the exposure of’ the intramuscularly four-hourly fortwo days, followed by 1 ml. four- 
organisms to concentrations of a drug sufficient to retara growth hourly for three days. At the’ same time the patient was also given 
_but not to kill. A + streptomycin by mouth: 2 g. of streptomycin was dissolved in 

- It is well known that live tubercle bacilli survive in a primary 120 ml. of saline, and she was given 20 ml. of this, solution four- 
or other minimal tuberculous lesion which ‘has long since ceased hourly for two days, followed by 10 ml. four-hourly for three days. 
to show any evidence of activity, if it ever did, and that they The patient thus received a total of 14 g. of streptomycin by mouth 


can, years later, give rise to manifest, disease. Will t ee E oa 
y gi Will the strepto- This treatment had a remarkable effect. Within 36 hours of start- 


mycin now released for general- use, and the allied antibiotics‘ 

ing it. the rectal bleeding -had stopped, the patient’s genéral toxic 
which will in due course be available, eave in those. people condition improved, and her pyrexia subsided. Her stools became 
resistant strains of tubercle bacilli when the drugs are concur- Jess frequent, and two weeks after commencement of treatment she 
rently used for the many other infections against which they are had only had one stool a day, and this was almost formed. Stool 
“potent ? culture, four days after commencement of treatment showed the 
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' absence of the Gram-negative organisms, but they were found to be 


present again two ‘weeks later, though at that time diarrhoea had 
ceased, She made an uninterrupted recovery. Seen four months after 
discharge from hospital she had gained 3 st. (19 kg.) in weight and 
had had no further attacks. A barium enema two months after com- 
mencement of streptomycin treatment showed appearances of the 


- colon typical of ‘advanced, ulcerative colitis. , It therefore appears that 


this rare type of ulcerative colitis responds dramatically to 
streptomycin. f 


—I am, etc., 


London, E.11. - Eric FRANKEL. 


Medical Services of the Armed Forces 


Sir,—May I hasten to reassure Dr. W. A. . Bellamy 
(November 12, p. 1115) on the first of his two points ? 
A field ambulance now includes one captain (non-medical) 
who is-in fact, if not in name, an adjutant. I can support 
him from personal experience ; the appointment is an extremely 
valuable one. But it does not free the commanding officer 
from his desk any more than does the presence of an adjutant 
in an infantry battalion. The amount.of time spent with his 
men still depends, as it always did, more on the personal 
approach of the C.O. than on the establishment. Dr. Bellamy 
may rest happy on the subject of conferences. They are still 


fairly regularly attended. Their value is as problematical as 


ever.—I am, etc., 


Manchester. ' ^ ROBERT G. W. OLLERENSHAW, 


Lt.-Col., R.A.M.C. (T). 
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Sudden Obesity and Psychological Trauma 


Sir,—The article describing the sudden onset of obesity due 
to psychological trauma by Drs. H. J. Shorvon and John S. 


~ Richardson (October 29, p. 951) has prompted me to cite a 


case which I had in my own practice. ar 


The patient, a woman aged 36, was married’ with one child. I 
had known her for many years. Her previous history was perfectly 
normal and her family history. was of no significance. She was 
happy and well adjusted. In September, 1945, this patient underwent 
a dreadful experience. Her son, aged 7, was playing’in the garden 
one afternoon. As it was becoming chilly, she called the child in 
and knotted a scarf round his neck. The boy returned to the garden 
to play and climbed a tree. He slipped while climbing, the muffler 


caught in a branch, and he was thus accidentally hanged. Hé was' 


discovered by his mother. She immediately became hysterical, and I 
was called in by neighbours. Her husband at the time was serving 
overseas with the Army. A 


: When I first saw the woman she was screaming and shouting and 


calling for her husband. I spent some time endeavouring to quieten 
her, and eventually gave her “nembutal,” 44‘ gr. (=0.6 g.). 
made arrangements for her husband’s immediate recall, ahd he 


~ arrived home within 24 hours. The patient was seen by me each day 


during the following week, during which time she was-treated with 
sedation. At the end of that period she got up from bed; -but 
refused to leave the house and spent most of her time in the garden 


- gazing at the tree. She was depressed and became melancholic at 


“ 


' husband did everything possible to help her. 


-times. For the next few months she suffered from insomnia, and 


took sod. phenobarb. (3 gr. = 0.2 g.) each night, 


Her sleep 
was disturbed by dreams of the accident. 


I may add that her 
As he had been 
released from the Army, he was able to spend mostvof his time at 


‘ home with her. 


About January, 1946, I noticed that the patient was gaining weight, 
and she stated that she was developing a large appetite and was 
always hungry. In addition she-had amenorrhoea, her last period 
being prior to the accident. On examination there was no evidence 
-f pregnancy, and no abnormal signs.could be, found in any system. 

I saw the patient regularly during the next six months. Her 
mental condition was showing some signs of improvement, but she 
still continued to dream about the boy each night, By August, 1947, 
her weight had increased to 13 stone (82 kg.) from her usual 10 stone 
(63 kg.). Her appetite was still voracious, and the amenorrhoea 
persisted. I considered that there .was some relationship between 
the cessation of the menses and the shock, and was of the opinion 
that the whole clinical picture was due to some endocrine dysfunc- 


tion. An estimation of her 17-ketosteroids revealed a normal figure. 


Owing to the housing shortage it was impossible to remove her 
from her-surroundings. I treated the patient with thyroid (4 er. 
0.25 g.) daily, in conjunction, with dienoestrol and progesterone. 
This therapy had no effect in reducing her obesity or in promoting 


ff 
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- she obtained employment. 


od 


the menstrual flow. She continued to see me periodically. She was 
considerably helped by the patience and sympathy of „her husband, 
and she talked freely to me about the accident at each.consultation. 
I considered this voluntary abreaction important and ‘encouraged her 
confidences. ° a . 

In October, 1947, the patient moved from her address, and away 
from the scene, of the tragedy. Four months later menstruation 
restarted, and from that time her periods were regular and normal. 
She noticed that she tended to lose weight, her appetite became more 
normal, and her. depression lessened. She was so much better, and 
her interest in life became so much more active, that in March, 1948, 
Her progress has been maintained, and 
she is now restored to normal mental and physical health. Her 
present weight is about 10 stone, and she is most anxious to become 
pregnant. ‘ : 

There is no doubt that this patient suffered'a severe psycho- 
logical trauma, possibly complicated by a feeling of guilt; as 
she had tied the muffler which caused the accident. The 
immediate result was the appearance .of signs and -symptoms 
suggestive of a severe endocrine disturbance. In comparing 
this case with those described by Drs. Shorvon and Richardson, 
it will be noted that their patients all had a bad psycho- 
logical history, and physical changes were only reversed after 
psychiatric treatment. Whereas my patient was normal, happy, 
and well-adjusted, and cure was effected by a simple change of 
scene.” Her condition was probably. naturally reversible.—I 
am, etc, `” ' 3 

Kingston-on-Thames. M. H. FRDIOHN. 
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Congo-red Solutions for Intravenous Injection 


Sir,—One of the reasons why the congo-red test for amyloid’ 
disease is little used is because the injection is often followed 
by severe reactions—sweating, headache, nausea, and some- 
times vomiting. At least one death has been caused by its use. 
These reactions are due to the presence of particulate material. 
in the injected solution. The particles cannot be brought into 
solution by heating, however long continued. Solutions pre- 
pared in the following way are free from particles, and can be 
injected rapidly (20 ml. per minute) without any subsequent 
reaction. 


Ten millilitres of sterile water is heated in boiling water for five 
minutes and then transferred, using a sterile Pasteur pipette, to the 
ampoule containing 0.1 g. congo-red. The mixture is kept in the 
boiling water-bath for 1-2 minutes, then transferred to a sterile 
‘centrifuge tube, plugged, and centrifuged at 1,500 revolutions per 
minute for five minutes. The supernatant solution can then be 
cooled, removed with-a syringe and long’ needle, and injected. 


No preparation made in this way has caused a reaction, 
though it has been used on many patients. No doubt filtra- 
tion of the solution would be equally effective, though less 
convenient for small volumes.—I am, etc., 


London, N.W.10. GEORGE DISCOMBE. 
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Use. and Abuse of Vitamins 


Sır, —One. general practitioner must be allowed space to 
differ from Professor L. S. P. Davidson’s views (November 5, 
p. 1036). Fully, developed vitamin-deficiency states are not 
rare in this country (unless “ this country ” refers to Scotland). 
Two new cases of pellagra walked rather unsteadily into my ` 
surgery this week. I am able to select a number of cases from 
a series seen in-the last 18 months to illustrate. some’ unusual 


© objective signs in frank vitamin-B-complex deficiencies to form ~ 


a paper to be submitted for publication. ; 

The altered extraction rate of flour has not solved the prob- ` 
lem of. vitamin-B deficiency. . If this deficiency was of “ such 
great importance in’ pre-war days” I should think it is impor- 
tant to-day, with the detrimental change of ratio between pur- 
chasing power and costs. Some housewives would find: the 
following rather provocative: “If, however, after making the 
requisite investigations discussed above, the doctor concludes 
that there is a’ state of subclinical nutritional deficiency present, - 
he should treat the deficiency by ensuring that the patient takes ` 
a properly balanced diet.” In another place Professor Davidsor 
emphasizes that “there is little doubt that all vitamin require- 
ments,can be adequately met at the present time from food 


+ 
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nele readily’ available” » ‘Then follows a list “of fodids. pro: 
viding an adequate diet for a week. The list i is satisfactory, but 
«three of the items are seldom obtainable’ by many thousands of, 
our people. 
«mate. Thousands of elderly ‘people are living. in Tooming 
Bahouses where the -single room’ ‘costs. £2 per week. ... |» 
If Professor -Davidson and I see a similar sample of thie 
country’s population then I can only conclude that the relative: 
«arity, of ° vitamin-deficiency states _in Edinburgh ` may ‘have 
something.to do with the higher intake of what'I call porridge 


compared with its consumption, in the deep South. Professor: 
Davidson suggests that we should “discover and eliminate . 


adverse Social and environmental- factors” and show the 
patient how to get an adequate diet. The~factors' are* not 
difficult to ‘discover. They make a long list. added to „the 
financial problem mentioned above, and their elimination is'a 
complex’ problem occupying many worried politicians, econo- 


mists, and world statesmen, ‘as well as Lord Boyd-Orr, William - 


Vogt, and a.lot of other men and women in the street.-— 
Tam, etc, “ - | ; a 


Hove, Sussex. 4 T 


, 


E OHN F. BUCKMASTER. 
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, -Erysipeloid “Treated. with Penicillin ~ , 

Sirn,—Dr. R. A. Bush reports (October 29, ‘p. 964) a case of 
erysipeloid in which the identity of the infecting organism is 
without question.’” Professor R. S. Pilcher and his colleagues* 
mention: briefly that eight cases of: erysipeloid occurred in théir 
series of finger and hand infections. Dr. Bush does ‘not quote 
this authority ; nevertheless, I believe that the University College 
Hospital experience is typical of many. 
because “ minor’ ’ conditions of the hand are still treated most 
frequently by house officers, and this one is unrecognized. 
I should like to submit to you.the following observations. , 

1. In the last thousand septic hands seen by me a comparable 
clinical entity occurred -eight times. One further case. was 
suspected, but. not definitely diagnosed. The severity varies 
considerably.. The U.C:H.'clinic had: 8 ‘cases in 388. ` 

2. The very acute ‘development Dr. Bush describes. is unusual, 
but the virulence of infection in his case is untistial also: 

3.`Four. of my cases‘only came to treatment in the second 
week, so that treatment of any sort was likely to be successful. 
In the normal course resolution occurs in two to three weeks. 

4. Two-early cases ‘were’ treated with serum kindly, provided 
by a veterinary surgeon. One responded promptly ; “the other 
did not, and was treated with -penicillin four days later.. - 

5. Cases- seen late -in the second week respond slowly to 
‘penicillin, and tend to carry over to the third when Tesponse 
to treatment cannot be assesséd. 


. 6. Í personally use .much bigger jogs G, 000, 000 units a. 


day). l ami not sure yet if this is necessary. ` 
7. The commonest. cause here, as in London, is minor trauma 
- while handling fish. 
8. The variability in response to peniċillin and to specific 
serum makes: one suspect that this is a picture which may be 
caused by a variety.of related organisms. We'have been tunable 


to isolate any organism, as the cases never come to incision, ` 
and there is therefore no justification for obtaining material 


- for examination I am, etc., 


Sunderland. E : l THOMAS G: LOWDEN. 
xi si ' REFERENCE = < 
"oe Wa A Lancet, 1948, 1, 783. i 
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g F reabneni -of Early Syphilis re. a 


Sir,— With reference to the ‘paper -entitled “Treatment of 
Early, Syphilis with Penicillin Combined with’ Neoarsphen- 


amine and Bismuth” by Lieutenant D. H. ‘Miller and myself- 
(September 24, p. 672). it has been pointed! out to me that the 
number of cases considered by James, Mackay, and Wright” 


was not as quoted. It’ was stated by us, that the latter had 


. schedules of treatment for earl 


calculated the cumulative corp following four different ~blood: transfusion teams. 


mhjlis, but, owing to'a clerical 


by them, -whereas in fact this“ figure. should refer only to the 
sero-positive primary and secondary’ cases treated by one of the 
a ule manent that- consisting of 2,400, 000 units of penicil- 


l 
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The diet costs;about 10s. per day, at a low. esti- 


Reports are few: 


` normal` expulsive reflexes found during anaesthesia. 


~ with saline to remove the sterilizing agent. 


lin alone” ‘administered over a sad of 7} days, this schedule 


“being the ’ oné’ for, which we cited their results. The ‘total 
number /of cases: of early syphilis considered by these authors for 
the four treatment. schedules was 1,034, this number being made 


E upas follows :: “by 2,400,000 units of penicillin alone, 395 cases; 


‘by 4,000,000. ‘units of penicillin alone, 126 cases ; by penicillin 
and § ‘mapharside, ” 271, cases ; by penicillin, mapharside, ' and 
‘bismuth, 242.cases. It is very much regretted that the above 
“facts were not brought out in our paper.—I am, etc:, 

British Military Hospital, Hamburg. “J. W. EAMES. 


: REFERENCE 
a 1 Brit. J. soc. Med., 1948, 2, 18. 
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Post-operative Pubionary Infections 


SIR —A recent typical medical coincidence’ with two cases 
prompts .-me' to publish them together with. a few conclusions 
and conjectures. 


Case 1—A‘ woman of 43 had a total hysterectomy for fibroids, 
followed in 24 hours by an acute onset of pain in the left side of 
the chest accompanied by dyspnoea and ‘slight pyrexia. There were 
crepitations and diminished air entry at the left base, and the con- 
‘dition Tesolved in three days with “ sulphatriad ” therapy. Follow- 


ing ‘dilatation and. curettage nine months previously she had 


experienced a similar attack about five days after operation. 
Case’ 2.—A woman aged 35-had a’ total hysterectomy for anovular 


‘ bleeding followed in 24 hours by an acute onset of pain in the left 


side of the chest with the same signs and course as in Case 1. In her 
past history a laparotomy was performed in 1941 for ectopic 
gestation. Evidence of chronic pelvic inflammation only was found, 
and it was followed by an identical chest condition. 5 

The rarity of post-operative pulmonary complications in 
gynaecological surgery, together with the identical previous 
histories following minor surgical manceuvres—e.g., dilatation 
and curettage, a 15-minute procedure at a light plane of anaes- 
thesia—prompts one to suggest the cause as embolic from the 
‘pelvic-veins, and I therefore make the following suggestions. 

Anatomically, the left pulmonary artery has a smaller devia- 
tion from the line of flow than the right and therefore any 
solid’ particle will tend to pass to the left lung, and, in the 
absence -of evidence to the contrary, post-operative. infections 
in the left lung are in the maim embolic. Should the work 
_-along the lines propounded by Mr. G. W.. Vause Greig 
(October .15, p. 845) ever bear fruit, patients liable to. ‘develop 
this complication could be recognized pre-operatively and the 
condition: -prevented. 


_- Infection of the right base is a greater possibility from acute 


upper, respiratory tract infection—e.g., otitis media, sinusitis, ' 
, and coryza—as droplets and particles ‘of infected mucus will 
tend to gravitate down the right bronchus owing.to its straighter 
course, ‘aided and abetted by gravity and the ‘absence of the 
In prac-- 
‘ tice this type is the most severe, presumably owing to the 
absence of local pulmonary resistance to the invading organism. 
‘The bilateral post-operative infection tends to occur in already 


, infected lungs and is found in-the chronic asthmatic and 


bronchitic and in the Peavy smoker.—I am, etc., 


Isleworth, Middlesex. D. F REES. 
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- Polythene ‘Tubing and Blood Transfusion 
- Sr, —The article by Dr. W. A. L. MacFadyen (October 22, 


-P. ,925) on the administration of heparin by polythene tubing 


‘causes me to write to you to say that we have been using this 
tubing for the administration of blood and: intravenous fluids 
for about twelve months with great success. ' 


| We pack up a small tin containing one rubber Record connexion to 


. which: is’ attached about a 3-in. (7. 5-cm.) length of rubber tubing to 


fit on to the Record end of the connexion. Also in the tin is about 


- å yard (0.9 m.) of stout thread wound on a piece of cardboard and 


a’ sharp 15-gauge donor-taking needle such as is used by regional 
Thė polythene tubing just fits into these 


. needles, and a suitable size can be bought from Messrs. Allen and 


Id point out, however, that these needles vary, and 
error, it would appear as if on! ee cases had béen‘considered - Hanbury. I would point o h ry 


each needle should be tested with polythene tubing before’ packing 

for the autoclave to „ensure easy access through the needle, , 
Before the infusion of blood the polythene’ tubing is washed well 

Three ties of thread 
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are made on the rubber tubing attached to the Record end of the 
fitting, and the needle is then inserted in the vein in the usual way. 
The polythene tubing is passed through the’ needle about 6 in. to 
9 in. (15 to 22.5 cm.) into the vein while gentle pressure is exerted 
by the thumb. The needle is withdrawn from the vein and from the 
polythene tubing, and after the polythene tubing has filled with 
blood to expel the air it is then inserted into the small rubber 
tubing on the Record attachment and the three thread ties are com- 
pleted. The ties are left long to attach to the arm with strapping to 
prevent the polythene tubing from “ creeping ” (it has a tendency to 
“creep ” inwards). The transfusion is then started in the usual 
way. Complete freedom of the arm is achieved without any altera- 
tion in the rate of flow. 


I also find that, in the rare event of it being necessary to cut 
down on the internal saphenous vein, 6 in. to 8 in. (15 to 20 cm.) 
of tubing can be inserted into the vein like a cannula, and by 
applying pressure by bandage it is unnecessary to tie off the 
vein and it is often unnecessary to splint the leg. I would add 
that the smaller size polythene tubing is found to be unsuitable 
for blood, as a clot tends to form when infusing “ packed cells.” 
—I am, etc., © 


Colchester, Essex. ALEC E. BLAXILL. 


Pigmentation in Addison’s Disease 


SIR —For years the pigmentation. of Addison’s disease has 
been explained by assuming that tyrosine, the precursor of 
adrenaline, accumulates in the skin in the absence of functioning 
suprarenal glands and is there converted to melanin pigment. 
This glib explanation, without a shred of evidence in its support, 
is copied from textbook to journal without questioning, and is 
repeated by Dr. B. Victor Jones in his paper on acute adrenal 
insufficiency (November 5, p. 1023). There seems reason to 
believe that the recent work of Stephen Rothman and his 
colleagues at Chicago on the mechanism of melanin pigmenta- 
tion is not so widely known as it deserves. 

Briefly it'may be accepted that the melanfn-forming enzyme 
, In the skin is held in check by various reducing substances, 
notably sulphydrils and, possibly, ascorbic acid. In order that 
the enzyme might function it is necessary that the inhibiting 
action of these ‘chemicals should first be overcome. Lea? found 
that the action of tyrosinase on tyrosine is inhibited partially 
by certain concentrations of sodium chloride, so it seems 
possible that the fall of blood chloride in Addison’s disease 
might have some bearing on ‘the pigmentation of this disease. 
Martini,’ in a long-neglected paper, found a fall of the blood 
glutathione in’ adrenalectomized dogs, and Rivoire? and 
Leobardy and Labesse‘ claimed that by treating patients suffer- 
ing from Addison's disease with cysteine they caused a marked 
alleviation of symptoms and a diminution of skin pigment. If 
these observations are of any significance it would seem that 
the hypothetical increased availability of tyrosine plays but a 
small part in a complicated story. ` 

It is noted that the pigmentation of the case described by 
your contributor appeared within 48 hours of adrenalectomy 
and almost disappeared after eight days. The known facts 
about melanin pigmentation make it_exceedingly improbable 
that the pigmentation could have been due to melanin forma- 
tion. Under the impact of ultra-violet light melanin does 
not appear macroscopically for a matter of about five days 
and lasts for months or years. It is unfortunate that a skin 
biopsy was not taken to determine the nature of the pigment, 
for the phenomenon must have been a striking one warranting 
further investigation.—I am, etc., 

Truro. i F. A, WHITLOCK. 
REFERENCES 


1 Nature, Lond., 1945, 155, 428. 
2 Arch. Fisiol., 1934, 33, 175. 

3 Pr. Méd., 1935, 43, 1122. 

4 Ibid., 1934, 42, 599, 


‘Gouty Arthritis 


Sır, —Dr. Kenneth Stone in his review of the monograph 
on, rheumatism by Professor Gunnar Kahlmeter (October 8, 
p. 796) writes: “It is surprising to read that the author has 
found colchicine of value in rheumatoid arthritis and in 
rheumatism of the menopause.” ' It did not surprise me to read 
this.. There are many cases resembling rheumatoid arthritis 
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which are definitely gouty. The so-called “rheumatism of the 
menopause ” is perhaps not investigated for uric acid and othe» 
clinical manifestations of acute or chronic gout because there 
is the fallacy, still prevailing, that gout is a rare disease 
especially in the female sex. 

Although it was accepted some time ago that every case o 
“rheumatism ” should have blood tests for sedimentation rate. 
uric acid, and Wassermann, I wonder how many practitioner: 
and even clinics perform these tests as a routine.’ In my 
experience in South Africa there are very large numbers of 
“rheumatic” cases in women with a normal or only very 
moderately raised sedimentation rate and only a small increase 
in their blood uric acid. In my opinion such cases are definitely 
gouty and not rheumatoid arthritis. These must be the cases 
which according to Professor Kahlmeter responded so well to 
colchiciné—a drug which is regarded as a specific for gout. 

The debatable point is the figure for normal blood tric acid. 
Unless we agree on a certain figure obtained by a certain 
method which may, be regarded as normal (and the same must 
be said about the.sedimentation rate) we cannot come to any 
amicable settlement at all. May I suggest that the next inter- 
national rheumatic congress makes a serious attempt to agree 
on certain uniformity and criteria in laboratory and clinical 
investigations of the so-called “rheumatism and allied condi- 
tions”? This would be of definite benefit to our suffering 
patients—I am, etc., 

Johannesburg. 


NATHAN FINN. 


Prostatic Obstruction 


Sir,—The article by Mr. H. Hamilton Stewart on prostatic 
obstruction (November 5, p. 1011) mentions calibration of the 
anterior urethra by direct measurement. J wonder whether it 
would be of interest to recall that a similar instrument was used 
by Otis in’ America towards the middle of the last century. He 
made the then very important discovery that the male urethra 
is of very much larger calibre than was realized, and his find- 
ings enabled Bigelow, then professor of surgery at Harvard, to 
make lithotrites and evacuating cannulae of sufficient size to 
put the operation of litholapaxy on a practical basis. 

An illustration of a urethrameter is to be found in Sir Peter 
Freyer’s book, Stricture of the Urethra and Enlargement of the 
Prostate (London, 1902, p. 18), and he comments that its use is 
made a little difficult by a tendency for the blades to catch in 
the urethral mucosa. In the same book (p. 13) is a reference to 
still earlier work on the subject, that of Sir Everard Home, who 
measured the urethra by making a cast of it in the cadaver, and 
an outline of one of these casts is reproduced.—I am, etc., 


Swansea. B. BRENDAN HICKEY. 


{ 
Myoidema 

Sirn,—The article on myoidema by Colonel Geoffrey F. 
Taylor and Dr. P. N. Chhuttani (October 8; p. 784) interested 
me greatly. I feel that my experiences may be of interest, as 
they appear to support their contention as to the factors which 
lead to its production. I trust that I may be allowed to place- 
them on record. 

Until starting practice in South Africa I had always regarded 
the elicitation of the presence of myoidema (as defined in the 
article) as an indication for a careful clinical examination. It 
was a sign which I looked for early in my examination and 
which, when present, I regarded as an indication of ill health. 
Frequently I found it associated with tuberculosis, malignant 
growths, or other serious disease. Only when all other indica- 
tions of disease were absent and I was satisfied did I dismiss 
it as of no serious import. On several occasions the sign has 
prevented my overlooking serious disease. 

My clinical practice pricr to arriving in South Africa had 
been restricted more or less to Europeans, mainly from Britain, 
whose diet was relatively go even among the poorer groups 
of-the population. I now )@%ctise in the Transkeii, a native 
reserve, and the bulk of my patients are natives. Malnutri- 
tion is general, pellagra of frequent occurrence, and nutritional 
oedema in children in times of drought and starvation common. 
The causes for malnutrition in the native are well known to all 
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administrative, medical, and welfare workers who.deal with him. 


They embrace poor husbandry, soil erosion, ignorance ‘and 
apathy; impact of civilization, economic disadvantage, | etc. 
Maize forms the bulk of the native diet. 


is small, especially during drought and Starvation. -~ 
It was not ‘long before I ceased to regard the elicitation of 
«myoidema in the native as an indication-of serious. disedse. 


It was present too frequently, and I tentatively put this fre- ` 


quency down tothe native’s nutritional state. The deficiency 
diseases which predominate- in times of stress are, those 
associated with the vitamin-B complex, and it is not unreason- 
able to attribute the high incidence of myoidema to a deficiency 
of one or more members of -this complex. , : 

Nevertheless the conclusion that myoidema is due to a local 
nutritional deficiency of muscle should not bring it into dis- 
repute as a clinical sign. There may be more than one cause 
for this local nutritional state. Its presence in an individual 
known to come from a’group normally well nourished should 
be regarded as a sign of possible serious disease until proved 
otherwise.—I am, etc., l ; Ai 
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_Tabankulu,.South Africa. J. H. Jackson. 
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- The Acute Throat A R 

SR,—I notice in the Journal of November 5 (p. 1048) a letter 
from Mr. W. Stirk Adams with reference to the treatment 
advocated by Professor Wilkinson and himself ‘in ‘the 
Birmingham Medical Review (1947, 15, 170). 
penicillin treatment, being a G.P. I, have never used this by 
injection, nor havé I seen any useful result from penicillin 
lozenges. Sulphonamides; especially sulphamezathine, have 
given good results, but in my opinion thé treatment par 
excellence is by bismuth and\ sodium tartrate suppositories 
three times daily. I have employed these in between 40 and 
50 cases, and with only one exception the improvement has 
been rapid and cure complete in two to three days. 

In two cases where there was obvious pus formation in the 
peritonsillar tissues it was, of course, obvious that this' would 
need to. be evacuated, but I prescribed the suppository to see 
whether the pain was eased. In each case-the patient informed 
me that relief was rapid and marked. 

In ordinary cases of follicular tonsillitis several patients have 


remarked on the .rapidity with which the suppository acts, - 


stating -that within half an hour the throat became much 
easier. Patients have-been between 3 and 65 years of age. 
I have never seen any undesirable effects, even when supposi- 
tories containing 1 gr. (65 mg.) of the salt have been used in 
young children of 3 or 4 years it<for safety I have had 
suppositories ‘containi £.) made up for small 

















children. In no six suppositories been 
needed,, and ne tẹ the patient and of 
time to t “a most valuable line 


G: T: MATTHEWS. 


he acute throat. ’ There 
eel merits recall. In dis- 
unginose type of glandular fever, 
ms use of intravenous arsenic, which 
gh praise from Smith and Shaw! for 
he occasional intractable and severe 
infection. I have, since that publica- 
ar response in anginose glandular fever even 
of fuso-spirillosis and where there had been a 
ond to other therapy, including penicillin... The 

given in,a single dose of from 0.3 to 0.45- g: 
according. to the weight of the patient—I am, 
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, .W. HOWLETT KELLEHER. 
, REFERENCE : 
+ 1 British Medical Journal, 1945, 1, 581. 3 


Milk, meat,- eggs, | 
corn, and beans are also eaten, but in many cases the amount' 


, animal gestation periods. 


As regards’ 


~ 860) has written a` 


«< |, A. Long Gestation 

SR,—Dr. Madeline N. Gors (November 5, p. 1049) raises an 
interesting Subject when she discusses the origin of folk tales 
dealing with-long gestation’ periods. These myths are very 


common, and the suggestion that they arise from the practice | 
~ of a man marrying his -deceased brother’s wife has been made 


before. ‘This custom—technically known as the levirate—is 
widespread, , but serious anthropological objections can be 
offered to the suggestion that it may be the origin of these 
myths. In the first place, other marriage systems such as the 
sororate or ghost-marriage of the Nuer type might equally well 
be advanced to account for such tales. Secondly, the expected 
results of this theory conflict with certain observed practices in 
_varioùs endogamous and exogamous groups. Thirdly, if this 
theory were correct certain significant correlations would be 
expected -between the observed distribution of the levirate and 
the distribution of the ‘bradycyesis myths. These correlations 


‘ are not significantly found. 


An attempt has been made to derive the myth from animal 
totem beliefs on the basis of the unknown length of many 
j This attempt has not been very 
. successful. Another theory links it with giant and longevity 
‘stories: where a culture-heroine is credited with a life of five 
, hundred years she may reasonably expect to spend six years 


carrying a child. A-further explanation has been sought in 


the occurrence of such conditions as foetus papyraceus ‘and 
lithopaedion. 

At’ present it does not’ seem possible for anthropology to 
offer a solution of this problem. Whatever the origin of the 
belief, however, there is no doubt that it is psychologically 
very acceptable to peoples of many different .culture patterns. 
—Iam, etc, — í i 

Norwich, 
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Treatment of Basal-cell Carcinoma . 


Sir,—It was with great interest that I read the paper on this 
isubject by Sir Cecil Wakeley and Mr. Peter Childs (April 30, 
1949). Most people now recognize that Australia has, the 
‘unenviable, reputation of having the highest incidence in the 
world of skin and lip carcinoma. The reason for this (chronic 
sunburn effect in a fair-skinned population largely engaged in 
outdoor occupations) has been’ discussed elsewhere. by myself? 


and other Australian observers. Sir Cecil Wakeley bases his ` 


experience on’ 237 cases ‘seen over the course of 35 years. 


. During my tenure of office at the Royal Prince Alfred Hospital, 


Sydney, the-total of 237 cases of basal-cell carcinoma was 
greatly exceeded each year, especially if the many cases seen 
and treated by me in private practice are included- j 
. The distribution of lesions ‘in Sir Cecil Wakeley’s collection 
of cases (214 on the face, scalp, arid neck to 23 on other parts 


of the body not exposed to sunburn) is ‘understandable, as in 


England there will be a larger proportion of basal-cell carci- 
-noma due-to other causes than ionization. by the ultra-violet 
component of sunlight. In Australia the proportion would be 
at least 100 on exposed to oné on unexposed areas. 
There are a number of points in Wakeley and Childs’s paper 
upon which I must express strong disagreement. First, I wish 


` to point out that surgical intervention is highly inadvisable as 
-treatment for basal-cell carcinoma on the edge of the lower 


lid, in that awkward corner just medial to the inner canthus 
and over the lacrimal sac, and in comparatively advanced 
lesions over, the course of the facial. nerve. ` Yet by local 
anaesthesia in, the conjunctival. sac and the insertion of a lead 
spatula under the diseased lid, these lower lid tumours (which 
are not so uncommon) can be easily and most efficiently treated 
by x rays without any possible damage to the eye, leaving only 
a very shallow bay, on the edge of th® lid and without any 
impairment of ‘the wiping apparatus. The technical difficulty 
in treating -by radiation the deeper growing basal-cel] carci- 
noma is trifling if the operator is reasonably experienced. Of 


course radiation treatment is not standardized in the strictest - 


sense any more than surgery is. But to all competent radio- 
logists the-dose in r units with allowance for fading effects is 
standardized.- - 


~ 
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In my experience the number of recurrences after surgical 
excision by competent surgeons notably exceeds those after 
. irradiation by competent radiologists. Moreover, a competent 
"radiologist, like a competent surgeon, can easily appreciate the 
surface extent and depth of penetration of a basal-cell carci- 
. noma and allow a sufficient margin of apparently healthy tissue 
round and beneath the growth. 

I cannot agree that “irradiation produces radiodermatitis,” 
at least in doses suitable for the cure of basal-cell carcinoma. 
In certain cases which have been rendered radio-resistant by 
previous timid and inadequate dosage requiring too many 
repetitions radiodermatitis may occur, but the competent and 
experienced radiotherapist will rarely undertake such cases after 
they thave been spoiled by previous tinkering by some inexpert 
operator. If it does occur the surgeon can excise it and graft 
the area if necessary with little or no more difficulty-than if 
he were operating on: the original tumour. 

The use by Wakeley and Childs of the phrase, “ Ohly rarely 
‘needa patient be condemned to irradiation,” surely proclaims 
an ineradicable prejudice against radiation on the part of the 
authors. Without the support of any authority they state, 
“Recurrences occur consistently in 5% of cases treated by x 
rays.” By the context this must be applied to cases of basal- 
cell carcinoma. If this ‘is their experience they must have 
been most unfortunate in their choice of radiologists. If one 
excludes very advanced cases such a figure is very misleading. 
In my experience recurrences are less than 1%, and one can say 
with confidence that nearly all these are marginal recurrences 
due to the inclusion of too small a margin of apparently healthy 
skin around the tumour. Such recurrences are quite easily 
manageable by further irradiation excluding the previously 
treated area. With proper technique and. dosage: there. should 
-be no recurrence of basal-cell carcinoma after x rays or 
radium treatment any more than after '“ adequate surgical 
excision.” ' i i 

With regard to “ time lost to work, admission 'to hospital, 
and mental trauma,” I am bound to insist that “the advan- 


tages ” definitely lie with radiotherapy. There is a very potent 


psychological factor which is entirely overlooked by Wakeley 
and Childs. Before it is, possible to make arrangements for 
“ premedication of patients, to diminish their worry ” it is neces- 
sary to persuade them to submit to.an operation: The early 
stages of basal-cell carcinoma and even of a squamous carci- 
aoma are so insignificant to the layman’s eye that if nothing 
but surgery is offered to him he will procrastinate, perhaps till 
too late. The operation which seems trivial and safe to the 
surgeon looms large in the mind of the patient. He and his 
friends will probably conclude that the doctor is an alarmist, 
and he will “ wait and see.” This was frequently observed in 
Australia when for the first five years of this century the 
only form of treatment available was surgical excision. I and 
my contemporaries in those days saw dozens of hideous cases 
with deep invasion of bone, exposed antra, etc. 
tion has entered the field such horrible cases are no longer seen 
because the patient does not regard x-ray or radium treatment 


as an “ operation.” 


The secretary of the Royal Prince Alfred Hospital, ‘Sydney, 
has at short notice located 1,247 cases of:basal-cell carcinoma 
treated in the superficial x-ray department in the year 1947-8 
besides 50 cases treated ‘as in-patients and others treated in the 
radium clinic. Almost all of these are referred to the skin 
department, the doses being prescribed generally by the officers 
of that department. I realize that these figures will appear 
exaggerated in the eyes of practitioners in the British Isles. But 
let any one of these who is interested in skin carcinoma come 
out here and sée for himself. I believe, after a close study 
of skin carcinoma and a huge experience of cases of this disease 
and its treatment, that the suggestion made by Wakeley and 
Childs that all cases of basal-cell carcinoma should be treated 
surgically means an attempt to put‘the clock of progress back 
nearly 40 years I am, etc., 


4 


Sydney, Aasi E. H. MoLeswortn. 


REFERENCE 
1 An Introduction to Dermatology, 1944, London. 
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Pulmonary Embolism in General Practice 


Sir,—It is now widely accepted that the correct treatment for 
pulmonary embolism is immediate administration of heparin. 


- Various other methods are advocated as additions to this treat- 


ment, but the heparin administration maintains its position as 
the sheet anchor. .The earliest moment at which heparin can 
be given to a patient with recent pulmonary embolism is the 
best, moment for its administration. I should like to,make a 
strong plea for general practitioners to include heparin as part 
of their emergency kit, so that they may administer an intra- 
venous dose of 10,000 units (international) of heparin immedi- 
ately they see a case of suspected pulmonary embolism in their 
practice. In this way they would be able to cut short the 
retrograde thrombosis occurring after the embolism has reached 
the lung. They would also give themselves a great deal ‘more 
satisfaction by feeling that the patient was not likely to develop 
any further extension of thrombotic phenomena during transit 
to hospital. Best of all, they would have the joy of seeing the 
initial severe pain checked in a most dramatic way in many 
cases. One such dose, even if the .diagnosis was inaccurate, 
would do no harm and would be sufficient.to cover four hours, 
during which the patient would become fit for removal as the 
initial shock phase passed off.—I am, etc., 


Mauchline, Ayrshire. ! G. J. CLELAND. 


Synovial Osteochondromatosis | 


SIR, —The excellent article by Mr. J. F. Curr "(November 5, 
p. 1020) in which he states that synovial osteochondromatosis 
is very rare in the shoulder-joint prompts me to record the 
following case. 


A young married woman of 23 was first seen on August 25, 1947, 
complaining of stiffness in her left stoulder-joint for one year. The 
onset was slow, there had been no injury or rheumatism, and she 
was then unable to raise her arm above shoulder level. On examina- 
tion she was a very healthy woman apart from the trouble in her 
shoulder. , Behind the joint there. was some fullness and a 
bluish discoloration of the skin. The movements were limited in 
all directions below 90°, but these were only slightly painful, and 
indeed pain had never been a prominent feature. Palpation of the 
diffuse swelling behind the joint gave the feeling of fine crepitus ; and 
there was.slight local tenderness. X-ray examination of the left 
shoulder showed a deformed left glenoid: ‘ arthritic changes-in joint 
due to large calcifying osteochondroma arising from the glenoid 
region.” A radiograph of the right shoulder was normal, the lung 
fields clear, and the E.S.R. 10 mm. in one hour. A further stereo- 
scopic radiograph showed that the tumour was lying almost entirely 
behind the joint and was displacing the base of the coracoid 
medially. A diagnosis of diffuse osteochondromatosis of the synovial 
membrane of the le. -ulder-joint was made, and the patient was 
admitted for operatior `+ ebruary 13, 1948; having requested delay 
until her husband ar >. wad. At this time there was 
almost complete absen. movement (flexion 25°, 
extension 30°, abduction - wasting was present, 
particularly the delto’ d, ° he joint due to 
a palpable firm tumovz í 

At operation a post 
reflected up, .the’ incisic 
muscle, A firm tumovr 
posteriorly was opent., 
size and consistency ; 
lying free, but oth Fa iy 
embedded in the sync 
bodies were removed, tu, it! 
culum, and the capsule was rest" 
bodies showed rapidly growing car t 

Recovery was straightforward. .~ 
therapy over the next four months, 
in the range of movement (extensio? 
radiograph taken eight months after c 
ments of the osteochondroma high up in tn : jom- 
clavicular arch, and the osteoarthritic condition 
unchanged. When last seen on October 20, 1945 
full movements of her left shoulder-joint, which \vI 
‘without evidence of any recurrence of her tumour. 























> deltoid 


I am indebted to Dr. W. A. Steel for the Sneath ) 
permission to publish this case. 3 


—I[ am, etc., 
Uxbridge, Middicsex. 
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‘The Nature of Lumbago 


it annotation on lumbar “fibrositis ” (September 24, 
ealing with the pathology of this condition, reflects 
agnosticism. on the subject, An excellent lead 
tanding of it is however given by Elliott,’ who 
myalgie nodules gave electrical discharges, as 
by: an oscillograph, identical with those given by 


sadin  featnres of lumbago are that it is usually of 


dden onsi and is the result of a strain, either internal, such. 


ng, sneezing, or parturition, or external, such as lift- 
- a heavy weight when the body is bent forw ards. Pain, 
ten of great severity, then occurs in the erector spinae group 
uscles, especially when movement is attempted, and these 
iscles-are tender to palpation, Tenderness is also usually 
ent over the sacro-iliac joints, and this may be elicited as 
lows: (1) by. percussion over the posterior superior iliac 
2) by. pressure upwards into the sciatic notch; (3) by 
pation in the iliac fossa over the anterior border of 
joint 4) by palpation of the anterior border of the joint 

ic examination, 
3e Manipulation for low backache which I described, in 
letter (September 24, p. 710) is effective in cases of lumbago. 
milateral cases the REA E e is done on the one side 
| bilateral cases both sides’ are manipulated. In the 
the following results have been obtained by this 


“manipulated (unilateral cases eight, bilateral 


+ * 


Immediate. abolition ‘of the pain es 
: No Tecurrence — wade 


‘iilation acts on 
! ly, whose letter , 
; oints are 
two sides 
? os yitus or other 
i accomns.” : } (16 n pn it appears to 
ipulation may 
ärt of the back 
pulposus, since 
rniation may be 


ne Xe ae. more tha: 
saving of pain and ti 
tor make this to my mi 


x nothing more than 
és, usually the result 
joints and is com- 


1 is reduced without 
” includes the cases 


ing, residual weakness of the eens of the anki 
survival is more likely to be caused by- an atta 
encephalomyelitis, which has now become so com 
botulism, which is so rare. : 

I think that it is unfortunate that too mutt 
focused on the ingestion of canned. tongue 
served only to mislead, The clinical pictur 
by Dr. Kendall is to be seen all too frequ 
tals where acute cases of infantile. paralysis 
well known that the protein content of the. 
rises during the third week of an: tack of po 
Dr. Kendall saw the case at a Jate. ime. d 


Unxbridec. Middlesex. 


Sir,—l have read with. interest. “the report by Di 
Kendall of a case of “botulism” (No 
I feel that from the epidemiological. point of view 
be some considerable doubt about the diagnosis. F 
me to be very surprising that, if the tin of. tongus 
botulinum toxin, only ene of. those who ate it shou 
an illness involving the cranial nerves. tulism: ist 
mare of manufacturers of canned foods, and in com nercial 
canning processes great care is taken to ensure that foods which. 
are a suitable mediura for Cl. botulinum are heated to a 
temperature which wil) kill the spores. me 
I hesitate to enter into a. discussion of the clinical. features 
of the case, but have just re-read the official account of the: 
outbreak at Loch Maree in 1922, and it does seem io me. th 
the clinical picture was very different in this case from that 
described in the report; I suggest that the possibility of some 
other diagnosis should. be considered.—I am, etc., : 


London, S.W.1. A. H. Gaur, 


Death by Hanging a 
SiR,—-It is often said that death by hanging is “ instantane 


ous.” What is the evidence for this statement’? The followin 
might be causes of unconsciousness: (1) Concussion 
rope breaks the fall. (2) By nervous. impulses “ori 
or near the crushed cervical cord. Both (1) and. 
improbable. (3} By compression of both: vertebra 
internal carotid arteries; this could: hardly be 
certainty. (4) By immediate asystole ; this, i to 
would lead to unconsciousness in about six second 
not occur, for people have survived compression. of. th 
cal cord. (5) By loss of vasomotor. ton nd. 
inadequacy of the cerebral circulation—a slower pr 
the last. (6) Fall of oxygen tension in the blood 
by itself would produce unconsciousness ina | 

Many medical men besides mys elf mus 
suspicion that the last two factors are. th 


sciousness and death from hanging, an 


remain conscious for many seconds after the 


Rochester, Kem, 


Memorial to Sir John Fr 


Sir,—Some months ago (August 13, p -3i 
the courtesy of your columns to announce 
fund to establish a memorial to’ ‘the. late S$ 
K.C.V.O., formerly regius professor of clinical : 
principal of Edinburgh University. 

It is our intention to close. the fund, on December 
hoe who may su wish to. con ibute- are. remin 


a i BpwaRD. V. Ap 
oe - James M. GR 
~~ Frank E. Jat 
James Learm 
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Firework Injuries 


Sir,—Shortly after reading the annotation entitled “ Burns 
and Bonfires” (November 5, p. 1033) I was called, on Guy 
Fawkes’ night, to operate on a boy of 12 who had a severe 
injury to his right hand. Another boy had lit a firework ; it 
fell over, and this boy picked it up and it “exploded” in his 
hand. Half the thumb was blown off ; the metacarpal, with its 
muscles hanging loose, was held by a flap of skin. The index 
finger was badly injured and fractured, and the palm opened 
up right down to the carpal bones, at least one of which was 
fractured. Muscles and tendons were torn and charred. One 
hopes that conservative surgery may save most of the hand and 
give some, but not normal, function. Such injuries to the 
thumb and index finger of the right hand in a boy are a big 
price to pay for an evening's enjoyment. 

Your annotation rightly mentions that most of these firework 
accidents could be prevented if common-sense precautions were 
taken, but children in the excitement of the moment do not 
always remember these. Also the instructions on the firework 
cannot be read in the dark. I would suggest that the makers 
might distribute two distinct classes of firework: harmless ones 
for children, and a more powerful type for adult use. The 
children’s fireworks would be such that no serious damage 
could occur even if they “go off” in the hand, and it would 
then be up to the parents to see that their children purchased 
this type only. 

Your annotation also states that the medical profession, since 
it is aware of the dangers, has a responsibility to make them 
known and so prevent these injuries occurring. My impression 
is that these injuries are much more common than we imagine, 
but I have never seen any statistics about Guy Fawkes’ night 
casualties. I should be interested to hear of similar accidents 
to this one (where some permanent disability is likely to remain) 
which have occurred this year, and would be obliged to any 
surgeon who could send me brief details of such cases. In 
| y we may be able to do something to prevent these 
ta 


f unnecessary war-like injuries.—I am, etc., 
d House, LA A. H. SNOWBALL. 
Street, Eastbourne. 


POINTS FROM LETTERS 
Pronunciation of Chemical Terms 


Dr. W. Bryce Orme (Hove, Sussex) writes: Doctors and chemists 
are aware that difficulties occur in reaching consistency in the pro- 
nunciation of certain chemical terms, such as benzene and benzine, 
but generally it is conceded that the former should be rendered as 
ben’z@n and the latter ben’zin. It was, however, a shock to hear 
several highly qualified and distinguished chemists at a well-known 
pharmaceutical laboratory all referring to the radical CH, as méthyl. 
I had the temerity to correct them and pointed out that the term 
was derived from the Greek «dv = wine + bàn = wood.... 
Neither Dorland’s Medical Dictionary nor cur old school friend, 
Liddell and Scott’s Lexicon, refers to any latitude in the 
pronunciation of methyl. 


Recovery of Drugs from Urine 

Dr. G. D. Wip (Derby) writes: The cost to the nation of such 
drugs as penicillin, streptomycin, and P.A.S., etc., must still be very 
great. I believe they are all very largely excreted by the kidneys, 


either unchanged or only very slightly modified. There appears to be 


no revulsion from the use of drugs prepared from urine of pregnant 
mares. I consider the recovery of valuable drugs (costly ever when 
they cease to be in short supply) from the urine of human and 
veterinary patients affords a chance to economize which should be 
seriously considered at times like these present. 


Cigarette Cough 
Dr. D. A. Herb (Leeds) writes: I was pleased to read the letter 
(October 15, p. 876) on cigarette cough by Dr. B. J. Gallighan. 
When discussing this very important subject with patients, they 
frequently tell me, “ But I never inhale.” Now this statement is 
sheer nonsense, for although they do not pull the smoke through 
the cigarette they, and others in the vicinity, are compelled to inhale 
the surrounding contaminated atmosphere. This fact is proved 
oan doubt by the intense discomfort experienced by victims of 
asthma and bronchitis. I entirely agree with his remarks about the 
cinema and theatre, but are not the majority of smokers 
inconsiderate ? 


CORRESPONDENCE 
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T. P. McCMURRAY, C.B.E., M.Ch., F.R.C.S. 


We announce with deep regret the sudden death of Pro- 
fessor T. P: McMurray, President-Elect of the British» 
Medical Association. Professor McMurray, who died 
at Ealing Broadway station on November 16, at the 
age of 61, had been Professor of Orthopaedic Surgery in 
the University of Liverpool since 1938. He had been stay- 
ing with his son-in-law and daughter and had intended to 
go on a visit to South Africa. 

Thomas Porter McMurray was born in Belfast on 
December 5, 1887. He was educated at the Belfast Academy 
and at Queen’s Univer- 
sity, where he graduated 
M.B., B.Ch., B.A.O. in 
1910. In 1919 he pro- 
ceeded to the degree of 
M.Ch. and he took the 
F.R.C.S.Ed. in 1923. He 
was elected F.R.C.S. by 
the English College in 
1948. Soon after quali- 
fying McMurray was 
appointed house-surgeon, 
and later surgical tutor 


oe 


and registrar, at the 
Royal Southern Hospital, 
Liverpool. There he 


came under the influence 
of the late Sir Robert 
Jones and decided to de- 
vote himself to ortho- 
paedics. He was appointed honorary orthopaedic sur- 
geon to the David Lewis Northern Hospital in Liver- 
pool in 1913, and in 1914 he was commissioned as a 
captain in the R.A.M.C. He had, however, onlv a brief 
period in France. He was recalled to spend mos* of the 
war at the Orthopaedic Centre at Alder Hey, where Sir 
Robert Jones was responsible for the treatment of nases 
and for the training of English, Canadian, and Am . an 
surgeons, McMurray’ s connexion with Alder F 3y Huspi. d, 
which began in 1915, ‘was to continue for t ul 
life. He served for an eyen longer period the 
pool Children’s Hospital, with which he 
just before the outbreak of *h#®iSi4—18 war. Originally 
appointed as an honorary surgeon, he became honorary 
orthopaedic surgeon to this hospital in 1919; ‘He acted as 
consultant for the Ministry of Pensions from 1920 onwar 
and from 1933 he was orthopaedic consultant to the Law + 
shire County Council. 3 
McMurray was appointed lecturer in orthopedic surgery 










at the University of Liverpool in 1924. In 1933 he became 
director of orthopaedic studies, and when a = was 
established in 1938 McMurray became Live s first 


profeg.or of orthopaedics. He had been mbes of the 
Bri Orthopaedic Association in 1940-1 and presi- 
dent of the Liverpool Medical Institution in 1948. Me was 
president of the Section of Orthopaedics at the Cambridge — 
meeting of the British Medical Association in 194%. He 
was awarded the C.B_E. in 1946. 

Professor McMurray published many papers and a 
number of books, of which perhaps the best known were his 
Life of Hugh Owen Thomas, which appeared in 1935, and 
A Practice of Orthopaedic Surgery, which followed t 
years later. All his writings are simple and clear to’ 


= . ` 
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\ t 7 ` or y * 
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point of being dogmatic. They reflect his teaching methods, 
which were direct and penetrating, though not unrelieved 
by humour, a he Eo 

A glance at, McMurray’s record will convey some idea 
of his experience, but it cannot reveal the uncanny instinct 
which guided him in diagnosis, in treatment; and also in 
knowing! where to draw the surgical line.. .For instance, 


some of his colleagues will recall, in the early days, of his ` 


displacement osteotomy, an -occasion’ when the first blow. 
of the osteotome shivered into bits the whole upper end of 
the femur. “That, said McMurray, “ will be fine,” ‘and 
he stitched ‘up'immediately. The end-result was perfect. 
Watching him operate induced mixed feelings of pleasure 
and humility. , A’ surgically, beautiful pair of hands, per- 
fectly co-ordinated with the directing brain, carried out 
operations the approach to which was as direct and 
purposeful as the’ performance was clean and swift. 

It was typical of McMurray that in May, 1941, the 
destruction of 11; Nelson Sfreet with all-_its orthopaedic 
treasures provoked no more than a snort of irritation. The 
German bomb destroyed his rooms, his instruments, and 
his unique mementos of his predecessors, but its only effect 
on McMurray’s implacable spirit ‘was to harden it. 
Although the list of honours accorded to him by his 
‘fellows: indicates his status in the-medical profession; dis- 
' tinctions were mot sought .by him. Two. years ago many 
of his former students were gathered togsther to pay tribute 
to: McMurray on his retirement from the chair of gtho- 
paediczs ..at Liverpool University and to present "him 
¿de book containing signatures and portraits | 
its. To those who knew him well it often 
‘furray derived more pleasure from this 
. many distinctions that came his way. 
the donors of this book are worth 
ic signed and presented by your old 
heir respect and affection and to 













































g you have enhanced a 
asured heritage and by 


by 


of orthopaedic surgery 
ves much to two world 
vation of industry and 
ibre, vision, and zeal of 
Jers in this field. Among 
atitude and pride Hugh 
T. P. McMurray, whose 
us with grief. It is over 
dresser, I first met this 
> and imposing presence, 
e importance of ortho- 
> favoured the dogmatic © 
Socratic. He criticized 
tment of fractures and 
al” surgical colleagues. 
om the dangers of that 
are warned to beware, 
t it was as a colleague, 
y, after he succeeded his 
s. director (and later as 
t I came to know him 
and his family and in 
1. He mellowed but. little 
sed our faults and errors, 
I believe he would have, 
d known that some of his 
mittee he sometimes pro- 
t his views were generally 
ut he had a ready wit 
with a pungent thrust. 


` been given greater hope. 


their country owe to you. - 


To his orthopaedic students and colleagues: he was at once 
an example, a stimulus, and an inspiration. He handled the- 


‘injured part with meticulous care and extreme gentleness. He 


never failed to preach that he was a servant, not the master; 
that in his hands lay the power not to heal but to help healing ; 
that Nature was the great healer. No orie exemplified more 
perfectly the precepts of Ambroise Paré. He was impatient 
of those’ who introduced operations hoping for eponymous 
fame when he knew that simple measures in his hands yielded 
even better results. No one applauded more heartily the quip 
that many orthopaedic surgeons published operative “ cures ” 
in 100% of cases in an apologetic tone which suggested that 
they hoped to do better next time. For him the aim of therapy 
in orthopaedics wa’ to get the best out of the natural defensive 
mechanisms and healing powers of the body, and to eschew 
the spectacular and dramatic. Yet he was himself a superb 
craftsman ; he had no superior in operative skill and no one 
could make an operation look more like a work of art. 

His associations with Robert Jones and the Liverpool school, 
and his outstanding skill, brought him a very large practice., 


‘But he did not: prostrate his gifts to the service of Mammon ; 


he used them for the benefit of his fellow men in all stations 
of life, and by that measure of a man’s height in the sight of 
humanity McMurray’s stature was indeed great. Others will 
write with greater knowledge of the gifts which he brought 
to the principles and practice of orthopaedic surgery, but I 
believe that history will record that his greatest contribution 
lay in his keeping brightly burning the torch handed down by 
Robert Jones, so that through the hundreds of students trained 


in the Liverpool school, many of whom now adorn the major 


teaching centres and great hospitals not only of this country 
but of the world beyond, the crippled and the disabled have 
Of him it can with truth be written 
that “his way was known. upon earth and his saving health 
among all nations.” 


Sir Harry Platt-writes: The sudden and unexpected death 
of T. P. McMurray has come as a shock to his friends and 
contemporaries, and his passing will be mourned by a gréat 
concourse of pupils now scattered throughout the Commou- 
wealth. For “Mac,” or “T.P.” as ‘we called him, bore his 
years lightly; his youthful appearance was always a source 
of comment wherever orthopaedic surgeons met together in 
conference. His death marks the end-of a chapter in the story 
of the evolution of orthopaedic surgery in Great Britain, and, 
indeed, in the English-speaking nations. Since the retirement 
of McCrae Aitken, McMurray had represented the last direct 
and intimate link with the teaching and practice of Sir Robert 
Jones. McMurray was Robert Jones’s private assistant during 
that period of amazing activity which characterized the seventh 
decade of the. life of that great master surgeon. It was for 


'“ Mac” a time of quiet self-effacement, but during those years 


of unique experience he laid the foundations of that clinical 
wisdom which Jater was his outstanding attribute as a teacher 
and leader of young men. McMuiray, as,a true son of Ulster, 
was unswerving in his devotion to a cause, and he felt impelled 
to’ enunciate the truths in which he believed ; like Luther, he 


, could do no other.” In his later years what appeared: on 


first acquaintance as an uncritical and uncompromising accept- 
ance of the doctrines of H. O. Thomas as self-evident and 
eternal verities repelled many of the restless spirits among the 


‘younger generation of orthopaedic surgeons on both sides of 


the Atlantic. His resistance to the ever-increasing practice of 
wedding metal to bone, and to the urge to cut short the long- 
term diseases of the skeleton in the evolutionary’ stage by early 


,operative intervention, had persuaded them that he bad become 


an old-fashioned and: doctrinaire advocate of outworn prin- 
ciples. Few realized that the dogmatic Ulsterman was essen- 
tially a tolerant’ man, and that his philosophy was “ Live and 
let live.” He taught the value of conservative methods not 
because he himself was indifferent to the lure of the operating 
theatre—few surgeons of his generation in any field could 
compete with. McMurray in sheer manual dexterity. His 
innate skill as an operator was manifest at a very'early stage 
in his career. I well remember an occasion at the Alder Hey 


Military Hospital during the first great‘'war. He was’ then in 


` 


‘ uprightness and above all to his courage. 


_ his own fashion. 


- will never come back to Liverpool again. 
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his thirty-first year, and in the large audience in the operating 
theatre there were many experienced surgeons from the 
Dominions and the United States. , McMurray picked up a 
scalpel, poised it for a moment in the air, and with one artistic 
sweep made a long incision accurately over the line of the ulnar 
nerve in the upper arm. This was followed by a second per- 
fectly executed cut which divided the deep fascia covering the 
nerve trunk above and below the site of, lesion. There was a 


.murmur of admiration from the spectators. 


In a long unbroken friendship with McMurray, with our 
careers running parallel in university cities not more than 
thirty-five miles apart, I cannot recall any occasion of mis- 
understanding or any feeling that we were rivals. When Robert 
Jones turned to me for help in the formidable task of preparing 
a second edition of Jones and Lovett, “ Mac” showed no trace 
of resentment. He recognized with his essential generosity of 
spirit that others could also serve our great leader—each in 
McMurray’s lasting personal contribution 
to his surgical generation was the building up of the great 
postgraduate ‘school of orthopaedics in Liverpool associated 
with the M.Ch.Orth. degree of that University. The recogni- 
tion of that great achievement by his elevation to professorial 
status was a source of pride not only to him'but to his many 
colleagues and former pupils. Before I bring this tribute’ to 
the memory of my colleague to a close, I must refer to his 
‘He bore the tragic 
death of his first wife with great stoicism ; and for some years 
he was a very lonely,man. His second marriage brought him 
a new contentment, and in their country home in Denbighshire 
many years of, happiness in retirement seemed to stretch out 
before him. 


Sir Reginald Watson-Jones writes: Until recent months T. P. 
McMurray was still teaching postgraduate orthopaedic students 
and saying: “Feel it, laddie”; “J think you're splendid” ; 
“Get on with it, ‘laddie” ; “ You’re a credit to us.” Last week 
at the Hugh Owen Thomas Lecture in Liverpool he welcomed 
“a lost sheep” back, to the fold; and in London he was 


‘planning his presidency of the British Medical Association. 


The suddenness with which we have lost an ‘alert vitality, a 


’ boyish good humour, and a tall, handsome presence is difficult 


to believe. His manner was abrupt and brusque, but the kind- 
ness of it was warmed with a sentimentality that he himself 
would have denied and of which he would almost have been 
ashamed had he known that we recognized it. His original 
contributions to surgery were important and he was astonish- 


ingly quick and dexterous as an operator ; but it is by his teach- 


ing that he will be remembered. He was forceful, dogmatic, 
and even intolerant if the principles of Hugh Owen Thomas 
and Robert Jones were denied. ‘It is difficult to measure the 
full extent to which he maintained and enhanced a great tradi- 
tion. In Australia, Canada, and South Africa, as well as in 
this country, many young surgeons will remember a brilliant 
clinician, a great teacher, and a friend whose affections lay deep. 


Mr. Bryan McFarland writes: It is difficult to believe that 
from what was to have been a visit to South Africa McMurray 
He seemed so young 
and vigorous a few days ago, still working and still taking his 
place in our councils and our’ celebrations. He was full of 
interest in his presfdency of the B.M.A., and had already 
planned part of his presidential address, which incidentally 
would have left his listeners in no doubt about his opinion of 
merit awards., He was never inclined to “pull his punches.” 
And he would disapprove most strongly if we were to allow 
‘our sorrow to interfere with the work which he has left us. 
Rather would he expect us with increased determination to 
devote ourselves to ‘the threefold purpose which, up to the 


moment of his untimely death, had absorbed all his energies. — 


To prevent and relieve crippling defects, to teach and to train 
orthopaedic surgeons, and to stimulate research constituted his 
whole raison d’étre. The high tradition of skill, of experience, 
and -of teaching handed on by Hugh Owen Thomas to Sir 
Robert Jones and in turn by him to McMurray was strikingly 
maintained. Through the Liverpool School there passed 


- 


he called at the Medical Instig 


_the Royal Infirmary. 


x 
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innumerable men who are now practising orthopaedic surgery 
in all parts of the world. 

McMurray was-essentially a good companion. - Whether play-, 
ing a game of golf (in which with hardly a glance at the-ball 
he would sink ridiculously long putts), or playing cards (at 
which he invariably won), or throwing at coconuts in a fair, 
he was great fun. I never saw him happier than at a fair in 
Chester in 1940 when he smashed a whole stand of crockery 
for an outlay of half-a-crown. When he was doing nothing 
he did it just as thoroughly, and to see him sitting in the sun 
at Ystrad Cottage, gazing peacefully at the distant Denbigh- 
shire hills, the inevitable day-old newspaper on his knee, was 
an education in relaxation. He was a big man in the full 
sense of the expression. Just:as there was nothing fiddling 
about his surgery and nothing mean in his dealings with men, 
so also there was nothing paltry in his reactions to the blows 
of fate. The death of his first wife c-:ssed neither a pause in 
his work nor an alteration in his manner, and only those who 
were very close to him knew how hard he was hit. We were 
overjoyed when his second marriage healed a wound to which 
he never admitted but of which we had begun to despair. He 
was very happy for the succeeding six years. Now we have 
lost'one of our great men, and it will seem lonely i in Liverpool > 
without McMurray. But there i is consolation in the knowledge 
that in all parts of the world there are men and women whose 
achievements will render immortal the personality and the 
work of Thomas Porter McMurray. l 


Mr. K.. W. Monsarratt writes: Thirty years’ friendship with , 
McMurray has left chiefs ix Sinory uJ completely, and 
simpla his vigdruůś activities were devoted to the work he 
cho or his own. He chose early, not long after he qualified, 
whea good fortune brought him into association 
Jones. This association was typical of all his 
It be 
appointment at the Royal Southern Hospi 
was when his name-plate was fixed on t 
Street, Liverpool, under those of Sir R4 
Owen Thomas. On the morning in j 
after 11, Nelson Street had been re 
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he organized and conducted, in place of the normal courses for 


the M.Ch.Orth., for whose high reputation he.was principally 
responsible. 

Those who were most closely associated with him wondered 
sometimes how little the ways to honours seemed to matter to 
him. Year ‘in and year out it was the quality and perfection 


of the workvhe-did, and saw done, that occupied him, but he 


was not too preoccupied to indulge freely in a sense of humour. 
He loved to “pull a leg.” In 1941 a medical superintendent, 
much tried-by a flood of air-raid casualties and not given to 
enthusiasms, said, “ Professor McMurray’s visits are an enter- 
tainment,” then, after a ‘moment, “and an inspiration.” It may 
be said that the whole medical profession of Liverpool -wel- 
comed the opportunity of nominating him President of the 
British Medical Association. To him this meant that he would 
have a chance of-helping to decide how the present changing 
conditions of medical practice might be directed to greater 
public benefit. He had already chosen this . subject for his 
presidential address. 


Professor G. R. Girdlestone writes: The sudden death of 
T. P. McMurray`is a great loss tò orthopaedics and a very 
sad blow to hbis friends and admirers all over the world. His 
achievements, distinctions, and eminence speak for themselves ; 
but I would like to add a few words of personal appreciation, 
for I have known him intimately for thirty-five years, and we 
had ‘many happy’ times together. His gifts of ability and 
temperament and his long association with Robert Jones 
enabled him tọ perceive by what procedure he could best help 
his patients ; and to them he gave his unrivalled knowledge, 
experience, and skill with generosity ‘and great kindness. He 
had an admirable confidence in his own judgment, but recog- 
nized in himself a certain capacity for nonconformity, so that 
when he brought out, his excellent, if brief, textbook he’ was 
careful to call it A (not The) Practice of Orthopaedic Surgery. 
Unassuming, warm-hearted, and very friendly, his company 
was -always delightful, with a wholesome appetizing flavour 
peculiarly his own. We mourn a great craftsman, and a great 
man, wise, direct, gay, and serene. 


N 
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Dr. DALTON MALLAM died suddenly on October 23 at the age 
of 64. His early life was spent in the neighbourhood of Oxford, 
where his father was in practice. After qualifying at the 
London Hospital in 1913 he served as house-surgeon at Adden- 
brooke’s Hospital, and it was there that he first practised his 
later well-known:'and very successful technique for tonsill- 
ectomy. , He came to Redhill in 1919 and remained in general 
and surgical practice until 1947, when he retired owing to ill- 
health. During this-time he was a member of the surgical staff 
for ‘25 years, and later consultant surgeon, at the East Surrey 
Hospital. He was always a sound, safe, and able general 
surgeon. During the 1914-18 war he served in France and the 
Middle East with the R.A.M.C. Dr. Mallam was’ associated 


with the development of the East Surrey mobile physiotherapy ` 


unit. He was chairman in 1939-41 of the Reigate Division of 
the B.M.A. 
boats, and plants. He was a man of high principles, from 
which he never wavered ; and this, combined with a meticulous 
‘attention to detail, a natural tidiness and punctuality of habit 
,and mind, made him much valued as a trusted friend, a very 
able practitioner, and a colleague whom it was a pleasure to 
have known. To his widow and two sons-the sympathy of all 
their friends will be extended.—W. W. 








The Services 


\ 


` The Efficiency “Decoration of the Territorial] Army has been con- 





ferred upon Majors H. J. Heathcote, A. H. M. Richards, and J. T.: 


Wybourn, Captain (Honorary Major) J. H. Whittles, and Captain 
T. R. W. Milar, R.A.M.C., T.A. 

Colonel K. B. Fraser, R.A.A.M.C., has been appointed Honorary 
Surgeon to the King in succession to Brigadier (Honoraiy Major- 
General) R. W. W. Walsh, D.S.O., retired. r 
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NATIONAL HEALTH SERVICE (AMENDMENT) BILL 


The House of Lords on November 17 went into Committee on 
the National Health Service (Amendment) Bill. 

Lord SHEPHERD, for the Government, accepted minor amend- 
ments to Clause 7 after the first six clauses of the Bill had 
been agreed without discussion. The first’ important Govern- 
ment amendment was a new clause to be inserted after Clause 14 
as follows: 

Regulations made under Section’ 34 of the Act of 1946 and 
regulations made under Section 35 of the Act of 1947 may 
confer or impose on the Medical Practices Committee or, as the case 
may be, the Scottish Medical Practices Committee such additional 
functions in relation to arrangements for the provision of general 
medical services as may be prescribed. 





Medical Practices Committee 


Lord Shepherd said the purpose of the clause was to add 
to the authority of the Medical Practices Committee. The func- 
tions of that committee were, at present, technically limited to 
granting. applications for inclusion in a medical list by doctors 
not yet on a medical list. The Government thought it impor- 
tant that the committee should havé authority to look at all | 
applicants for appointments. When a doctor on the list desired 
to appoint an assistant but the executive council for his area 
refused the appointment, the doctor should be able to’appeal 
to the Medical Practices Committee, who could hear and deter- 
mine the case. That was an illustration of the kind of ext 
authority which the new clause would give to the committ 
The same powers would also be applied in Scotland by refere 
to the. Act of 1947. 

Lord LLEWELLIN said the new clause met a point m: 








































between that body and the Minister> ~He asked Lord ®© 
to see whether there ought not also to_be consequent): 
ments to Sections 33 and 34 “of the original Act. 7 
of the British, Medical Association were not sati - 
point. Section 33 expressly directed that regulatic 
made requiring executive councils and not the Max 


there ought to be some amendment to inclvj 
Practices Committee in those regulations. € 
require amendment in the same way, becay 
limited the functions which devolved on th 
Committee. He hoped Lord Shepherd anc 
look into these points before the report | 

Lord SHEPHERD promised to respon; 


Charge for Prescriy 


Lord Shepherd then moved to ip 
providing for the recovery of cnal 
ceutical services. 

Section 38 of the Act of 1946 and S 
(which provide for the making of arr: 
services) shal] be amended by the ad 
those sections of the following subsect 

(3) Regulations may provide for 
such manner as may be -prescribed, 
such pharmaceutical services, as me 
vide for the remission or repaymer ' 
such persons as may be prescribed. 


Lord Shepherd said this clause , 
authority for the proposal alreac 
Minister in the House of Comn, 
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war pensioners would continue to receive free treatment for 
` their pensioned disabilities. No further parucuiats could be 
given at this stage. 
The object of the amendment was twofold. It was to act 
` as a deterrent to excessive or unnecessary resort to doctors and 
chemists and to reduce expenditure. Eventually it might be 
‘possible to tackle these problems on other lines. The Central 
and Scottish Health Services Councils had set up a Joint Com- 
mittee to advise whether it was desirable. and’ practicable to 
restrict or discourage the prescribing by doctors in the National 
Health Service of medicines of doubtful value or of unethical 
character, and ‘of unnecessarily expensive brands of standard 
drugs. This Joint Committee consisted of members suggested 
. by the Standing Medical‘ and Pharmaceutical Advisory Com- 
mittees of England and Wales, the Scottish Medical, Pharma- 
ceutical, and General Practitioner Services Advisory Committees, 
the three Royal Colleges and the Scottish Corporations, the 
British Medical Association, the British Pharmacopoeia Com- 
mission, and the Society of Apothecaries. It was too early to 
say what might be found possible on those lines, but it was con- 
ceivable that in the, long run the better way of handling the 
problem might be by general acceptance of a list of .drugs of 
recognized value, with the corollary that a doctor would be 
expected to justify the prescribing of any not so recognized 
or unnecessarily expensive brands of recognized drugs. The 
clause would be applied to Scotland by the necessary reference 
to the Act of 1947. It was of a permissive character and would 
enable the Minister to vary conditions governing these practices. 
Lord LLEWELLIN said he was glad. that the Minister of Pen- 
sions had ensured that disabled ex-Servicemen would not have 
these charges placed upon them. That provision would give 
eneral satisfaction. He did not understand one sentence used 
v, Lord Shepherd. He'had not the faintest idea what an 
nethical” medicine was. He noted that 'the new clause was 
ide one. It gave general power to the Minister to make 
tions to make charges. Thé House would have to watch 
ose regulations didvhen they came out. He did not 
hether the prisiciple of one shilling per prescription 
adopted bÝ the- Government would work in practice. 
ld that 70% of the prescriptions which were made 
National Health Service were not handled by the 
u. Je was informed that a charge of one shilling 
cfiption would require a much larger staff in the 
than there was at present, unless the intention 
n average adjustment, as had apparently been 
er the Health Acts. He asked whether the 
er prescription or per item on the prescrip- 
f prescriptions given by doctors included 
In addition to the provision for old-age 
rvice people, some provision: should be 
ho had to take regularly a drug such 
to-obtain a fresh prescription each time 
y for each issue of a drug which they 


















































en the financial effects of this scheme 
ord Shepherd give some forecast of 
e imposed ? 

that the time for discussion of many 
ve when the regulations came before 
use merely gave the Minister power 
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re would have to be consultations 
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g disquiet in certain quarters would 
by the Minister before the regula- 


answer Lord Llewellin’s inquiry. 
en to him that “ unethical treatment 
ears to be something that stimulates 
statement that 70% of the prescrip- 
the pricing bureau, Lord. Shepherd 
ng made to secure the system which 
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under a fairly inéxpensive administration would give the results 
which the Ministry required. The péint Lord Llewellin 


had raised about the repetition of prescriptions for a given 


complaint would receive consideration. He might be able to 
give definite replies to Lord Hawke when the’ regulations were 
brought before Parliament. A certain amount of the financial 
effect would be in this year and the full fruits ‘in a full year. 
The proposed amendment was then agreed to.- 


Checking Abuse by Foreign Visitors 


Lord Shepherd moved’ to insert another new clause on the 
recovery of charges from persons resident outside Great Britain. 
—(1) The powers of the Minister to make regulations under the 
Act of 1946 shall, notwithstanding anything in Section 1 of that 
Act, include power to make regulations providing for the making and 
recovery, in such manner as may be prescribed, of' such charges, in 
respect of such services provided under the Act of 1946, as may be 
prescribed, being services provided in respect of such persons not 
ordinarily resident in Great Britain as may be prescribed; and such 
regulations may provide that the charges are only to be made in 
such cases as may be determined in accordance with the regulations. 
(2) This section shall apply to Scotland with the substitution for 
the reference to the Minister of a reference to the Secretary of State 
and for the reference to the Act of 1946 of a reference to the Act 
of 1947. 


Lord Shepherd said the proposed clause gave power to make 
regulations for the making and recovery of charges for any use 
which might be made of the National Health Service by per- 
sons not ordinarily resident in this country. It was not the 
intention to exclude all foreign visitors from the benefits of 
the Health Service. Reasonable use of those services by those 
who fell ill when ‘visiting this country was, in Mr. Bevan’s 
Abuse by people who perhaps 
came to the United Kingdom mainly to take advantage of a 
free service was another matter. This clause was meant to 
give power to check abuse. Any regulations which might be 
made would not debar .any person in this country from using 
the National Health Service but might require him to pay a 
charge for so doing. Subsection (1) of the new clause pro- 
vided that the regulations made under the clause should specify 
to what services the charges would apply and what the charges 
were to be. The regulations would also lay down: to what 
classes of persons not ordinarily resident in Great Britain the 
charges would apply. Owing to the difficulty in framing regula- 
tions which would not prove too rigid in their application to 
individual cases it was provided that the charges should be 
made only in cases where the Minister so determined. 

Lord LLEWELLIN said the clause imposed on the Minister the 
responsibility for making regulations to recover from overseas 
visitors a charge for the use of health services. He recalled that 
Mr. Bevan, speaking in the House of Commons about an 


. amendment on almost identical lines, had said that for him 


to accept such a responsibility was “absolutely and utterly 
impracticable.” He was glad that on second thoughts tke 
He recalled that when the 
National Health Service (Amendment) Bill first came before 
the House of Lords he had remarked that it fulfilled promises 
three and a half years after suggestions on, the same lines had 
been made ‘in that- House during discussions on the principal 
Act. He congratulated the Government that this time the 
suggestions of the House of Lords had been adopted within 
three and a half weeks. 

The proposed new clause was agreed to. 

On Clause 15, which concerns the superannuation of officers 
of certain hospitals, Lord Llewellin said that any hospital 
management, before availing itself of the facilities under the 
clause, would have to appreciate that as an employer it would 
place round its neck an unknown and unlimited liability in the 
matter of a deficiency contribution to the Minister’s super- 
annuation account. The same thing had happened under the 
Local Authority (Superannuation) Acts. 

Lord SHEPHERD said he found that if there were an actuarial 
deficiency in the scheme of any particular hospital, the pay- 
ments into the fund for that hospital might be increased. It 
would not be a question of making good a deficiency over the 
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general. body of hospitals. , He promised to talk.with Lord 

Llewellin about the point. ~ - 
Clause 15, together with the remaining clauses and schedule, 

were then agreed to and the committee stage concluded. 


~ 
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Dispensing Doctors 


Mr. SKINNARD on November 17 asked what proportion of: 
medicines prescribed under the National Health Service was 
‚dispensed by doctors; and how payment for the drugs was 
made in such cases. l a 

Mr. BEVAN said no precise -information was available, but 
the estimated proportion supplied by doctors under Part IV of 
the National.Health Service Act was one-tenth. Doctors giving 
general medical services and maternity medical services supplied 
medicine to their patients in the following circumstances, and it 
was paid for in the following ways. 


1. Prescribing doctors were required to supply drugs and appliances 
needed for immediate administration or before a supply could be 
, obtained from a.chemist. For this they received payment at the rate 
of 2s. 6d. per hundred patients on their list, ‘with additional payment 
for expensive drugs in a Special List. 


La Ga 


2. Prescribing doctors might themselves supply-any drug normally , 


administered by a doctor in person-—¢.g., an injection. For this they 
were paid the value of the drug plus a fee. 

3. In: country districts where no chemist was, readily available, 
doctors might be required to supply all drugs and appliances needed ` 
for the treatment öf their patients. For this they might be paid in 
two ways: (a) at the rate of 6s. 6d. per dispensing patient with 
additional payment for expensive drugs in a Special List, or (b) on 
the basis of the Drug Tariff for all drugs and appliances actually 
supplied. e `S 

l , Cost of Prescription 


Dr. BROUGHTON asked on November 17 what was the average - 


cost of: National. Health Service prescriptions ; how much ‘of 


that amount was dispensing fee; and how much the cost of 
container, : 


Mr. Bevan’ in reply said'the average cost of National Health K 


Service prescriptions in England and Wales was at present 
‘about 3s. Of that amount one shilling and one-third of a penny 
represented the average dispensing fee and a penny farthing the 
average cost of containers’ He had no changes in mind in 
these forms of expenditure. . 

Mr. PIRAŤTIN asked Mr. Bevan, before introducing his régula- 


tion on payment for’ prescriptions, to consider reducing the © 
average price of prescriptions, even if this involved lowering * 


the profits of certain firms. ; = 
Mr. BEVAN replied that these matters had been looked into 
and the profits of the firms had already been reduced. 

-A ay 
Diphtheria.—Loca\ authority returns show that in England and 
Wales 2,431 children under the age of 15 were reported as suffering 
from diphtheria-in 1948, and that 788 of them had been immunized. 
Of 126 children who died from diphtheria only six were immunized. 


Hearing Aids——Asked what assistance he gave to deaf persons to 
whom the Medresco deaf-aid was of no use but who could hear 


‘with the aid of other appliances, Mr. BEVAN. replied on ‘November 1 - 


that non-electrical aids were provided in suitable cases. Steps were 
bejng taken to develop a new Medresco aid for the small minority 
who needed it. - 


Invalided Out.—The average yearly number of men ‘who have 
been invalided out from, the Army since August, 1945, is 32,616. 
This figure excludes 9,518 men who were invalided out as a result of 
wounds between August, 1945, and December, 1946. 

Items Prescribed—Mr. SKINNARD on November 17 inquired what 
percentage of the prescription forms dealt with by. the pharmaceutical 
pricing bureaux carried a single prescription, and what percentage 
more than two. Mr. Bevan said that precise data were not available. 
Evidence before: him Suggested that the average percentages were 
about 60% and a little under 10%, respectively. 


ee a amamaaaaamamama u u  a— 

Professor Crighton Bramwell, professor of cardiology in the 
University of Manchéster, has recently gone to Italy for a 
lecture tour sponsored by the British Council. He is lecturing 
in Turin, Milan, Padua, Bologna, and Rome on “ The Normal, 
Heart,” “ Heart Disease and Pregnancy,” “ Phonocardiography,” 
and “Subacute Bacterial Endocarditis.” ; 
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Universities and Colleges 








z UNIVERSITY OF LONDON l 
The following candidates have been approved at the examination l 
indicated : ; 

Turp M.B., B.S.—''M. C. Gilbert, ‘*Hilary M. K. Jenkins, 
.23J. A’ Loeb, °C. J. H. Mann, *4*F. G. Montfort, ‘W. D. 
Ratnavale, **°Muriel P. Reynolds, *'M. Sackwood, H. J. Ander- 
sen, J. F. P. Asbury, L. G. J. Baldwin, S. Barron, P. Bass, 
W. H. B- Begg, R. G. Benson, A. Bernstein, E. Beswick, Peggy M. 
Birch, Doreen A. Birks, C. A. Biscoe, W. B. Blood, D. L. Blund- ` 
stone, K. Böheimer, P. W. Bowden, Jean M. Boyd, Anna A. Braga, 
_D.-St. J. Brew, E. A. Brown, H. S. Brown, F. Brun, J. H. McL. 
Buckley, D. W. Bull, J. Burgess, P. J. A. Butcher, K. V. Calder, 
H. Caplan, P. C. Cashmore, H. E. R. Chew, Wendy A. Clark, 
D. H. Clarke, S. I. Cohen, W. W. H. Colmer, R. E. Connor, 
C. R. Cowan, C. C. Cox,.J. P. Crawford, R. A. Crook, J. D. 
Crowle-Smith, P. D. Crowley, D. J. Dalton, H. G. Damant, 
Barbara M. Dana, C. Dansie, D. A: Davey, D. J. Davies, Lorna C. 
Davies, R. J. Davis, Evelyn F. P. Dennett, Elizabeth Dennys, 
R. P. G. Dickerson, P. R. Dove, G. E. Dower, G. A. Dransfield, 
Betty B. Dyer, B. H. Egerton, M. D. Eilenberg, G. Eisinger, B. D 
Ellis, Valerie M. Ellis, J, L. Facer, H. V! J. Fernando, J. F. 
Filbee, P. F. G. Finch, Sanchia Fitz-maurice, G. Fleet, G. V. Forester, 
B. J. Foster, H. Fox, Elizabeth M. France, W. K. Frewen, Kathleen 
M. Frith, S.‘I. Fung, A. George, A. Gilchrist, F. H. Glanville, J. R. 
Greaves, Wendy E. Greengross, J. D. Griffiths, Anne Guy, Mary 
J-L. Hall, R. G. Hardwick, C. H: Harper, Lucien H. Harris, Felicity 
M. Hartridge, B. Hawkes, ‘T. D. Hawkins, R. R. P. Hayter, 
Margaret Hedge, Patricia Herdman, Mary J. G. Herman, D. G. M. 
Hills, P. L. Holman, E. R. S. Hooper, A. G. Horsburgh, Gladys F. 
Horton, Jean M. Horton, F. C. Hoyte, R. T.. Hughes, Sheila M. H. 
Hugh-Musgrove, K. M. S. Hume, A. C. Hunt, H. A. Hurwood, 
J. A. Hyde, P. J. Hynes, L. Jacobs, D. B. James, F. E. James, R. F. 
Joanes, C. H.-P. Johnston, Jocelyn Johnston, Lucy E. Kaye, G.- 


. Kazantzis, G; E. Kelly, M. D. Kochan, H. G. Koster, M. A. S. 


Lea, -B. D. J. Leary, A. Lebedeff, K. Lee, Margaret M. S. Lee, P. G.- 
Lever, P. E. “Lewis, J. C. Linn, C. S. Livingstone, Joyce J. P. Lomas, 
P. G. W. A. Lommerse, P. H. Lovell, K. G. Lupprian, R. A. 
McGregor, E. JJ. McGuire, R. M. Mackenzie, Enid M. L. 
Mackintosh, E. J. Mann, Angela B. Manning, S. Marks, A. A. 
ı Mason, K. D. Mason, D. M. Matthews, J. D. Matthews, D. G. 
May, Jean Maycock, B. Measday, J. S. Mehta, Maureen Meikle, 
E. W. Melia, D. Mendel, J. A. Menon, C. J. G. Menzies, J. 
Middleton Price, R. Morgan, D. F. Morley, J. D. Morris, I. S. Moss, 
G. V. Mulholland, N. H. Newman, W. K. Newton, Elizabeth S. B. 
Nicoll, H. I. Obeyesekere, K. L. Oldershaw, Lola E. Owers, D. L. E. 
Paine, Doreen B., Pallot, J. H., Parry, H. I. Passes, I. H. Pattison, 
Dorothy J. Pearse, C. D. Peters, H. R. Playfair, G. L. Powell, 
D. J. Price, Charmian Quinton, D. C. E. Rabbin, Stella J. E. 
Randall, Joselen Ransome, W. H. R. Rees, B. B. Reiss, G. J. 
Rockley, R. F. Rohan, Ruth Roseveare, Dorothy J. Roth, P. T. C. 
Rowan, Yvonne K. Russell, D. M. Ryle, R. P. G.. Sandon, Evelyn 
M. Schallibaum, G. W. Scott, J. T. Scott, J. S. T. Searle, J. D. 
Shapland, Margaret Sheldon, E. W. Shepherd, G. A. Simpson, Susan 
Simpson, S. E. Slade, G., J. Smart, G. H. Smerdon, T. B. Smith, 
R. S. Snell, J. G. Sowerbutts, W. Stern, -Gwendoline R. Stockley, 
“J. L. V. Summerhayes, A. R. Teuten, Joan M. Thomas, P. J. B. 
Thomas, K. D. B. Thomson, N. A. Toes, K. M. Tomlinson, K. M. 
Townend, A. Trueman, P. A. Yardy, D. L. Walker, J. A. Walker, 
J. T. Wallace, G. Walters, D. C. White, B. L. Whitaker, G. B. 
Whitaker, M. A. Wiggins, Betty E. Wilkins, Coristance M. Wilkinson, 
F. M. W. Williams, R. G. Wiliams, J. L. Withey, G. T. Woods, ” 
Margaret E. Wort, S.-C. A. Wycliffe-Jones, M. Wynyard, G. N. 
Yates, G. P. Yonge. i 


With honours. "Distinguished in pathology. ‘Distinguished in 
hygiene and: forensic ` medicine. ‘Distinguished in medicine. 
*Distinguished in applied pharmacology and therapeutics, "Dis- 
tinguished in surgery. "Distinguished in obstetrics and gynaecology. 


»  UNIVERSITY,OF MANCHESTER 


The Council has-appointed Sir John Stopford, F.R.S., as representa- 
tive of the University on the Court of Governors of the University 
College of North Staffordshire. 

The Council has. decided to apply the gift of £1,699 made by the 
parents of children who during, the 1939-45 war were evacuated to 
-Canada in the establishment:of a fund to make grants to Canadians 


wishing to conduct postgraduate studies and/or research in the 


- University, a preference being given to students who shall have 


graduated in the University of Toronto. 


s 
i 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary `of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 5. [No. 44 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. .(e) Northern Ireland. 
. Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 

.are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or po 
Be is available. 


































1949 i 1948 (Corresponding Week) 


Disease 


Cerebrospinal fever 
Deaths T 


nig | ty F eraa | es | ns | naa f anoa 


Diphtheria 
. eaths 


Dysentery | 
Deaths 


Encephalitis 'ethongiea, 
acute 
Deaths 
Erysipelas 
Deaths ae 


Infective enteritis or 
diarrhoea under 2 
years S D 

Deaths ia 


Measles” 
Deathst 


Ophthalmia neonatorum 
Deaths a ‘ 
Paratyphoid fever 
Deaths faa 


Pneumonia, influenzal .. 
Deaths (from influ- 
enza) S 2 
Pneumonia, primary 
Deaths és 
PO a asa acute 
Deaths ; 


Poliomyelitis, acute 
Deaths§ 


Puerperal GE 
Deaths P Sa 


Puerperal pyrexial] a 
Deaths | ia 

Relapsing fever 
Deaths asa 


Scarlet fever e 
DeathsT At ia 


Smallpox `. a 
Deaths ci da 


Typhoid Tover b3 Zs 
Deaths an 





” Typhus fever 
Deaths as 


n | m | rs |e es | ee | ey fee | gee 


Whooping-cough* ie 
Deaths s Me 
Deaths (0-1 year) 


Deaths (excluding still- 
births) , 
Annual death rate (per 
1,000 persons living) 








11-4) 11-2 


ee | es | aa 





Live births ; ae 
Annual rate per 1,000 
persons living ke 
Stillbirths ` i 
Rate per 1 ,000 ‘total 
births (including 
‘stillborn) Dm a 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. 

¢ Includes primary form for England and Wales, London (Administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 


p Poliomyelitis 


Notifications in England and Wales 
November 12 were: poliomyelitis 293 (318), polio- encepha- 
litis 23 (12). Figures for the previous week are in parentheses. 
Thus the slow decline in incidence continues. 


in the week ended 


Multiple cases were reported from the following counties. 
London 50 (55), Bedford 6 (2), Berkshire 7 (3), Buckingham 2 
(4), Chester 16 (10), Derby 3 (2), Devon 3 (3), Dorset 7 (3), 
Durham 3 (2), Essex 24 (26), Gloucester 6 (9), Hereford 4 (2), 


Hertford 4 (9), Huntingdon 5 (0), Kent 15 (16), Lancaster 26 


(32), Leicester 12 (3), Lincs, Lindsey 5 (13), Middlesex 14 (17), 
Norfolk 7 (5), Northampton 4 (1), Northumberland 4 (2), 
Nottingham 9 (8), Oxford 2 (2), Salop 2 (0), Somerset 2 (11), 
Southampton 9 (13), Stafford 7 (3), East Suffolk 2 (2), Surrey 
6 (14), East Sussex 5 (9), West Sussex 1 (3), Warwick 7 (8), 
Westmorland 3 (1), Wiltshire 2 (1), North Yorks 2 (2), West 
Yorks 36 (50), Glamorgan 4 (7). 


Discussion of Table 


In England and Wales i increases were recorded in the nótifica- 
tions of whooping-cough 149, acute pneumonia 116, measles 
87, and: scarlet fever 76, while decreases were reported for 
dysentery 56 and diphtheria 15. 


The incidence of scarlet fever’is about three times the level 
of 10 weeks ago, and the notifications give the largest weekly 
total for almost two years. This rise in the incidence of scarlet 
fever during the week was contributed by the northern section 
of the country; in the southern section a small decrease was 
reported. The largest of the local increases in notifications was 
Cheshire 44. ; 


The-chief feature of the'returns for diphtheria was a decrease 
of 6 in the. number of notifications in Staffordshire and in 
Lancashire. In only a few counties was any variation recorded 
in the trend of measles. The only increase of any size in the 
incidence of measles was Durham 81, due to a rise from 16 
to 70 in, South Shields C.B.; the largest decreases were Kent 
31 and London 30. / ~ 


The largest variations in the incidence of whooping-cough 
were a decrease of 26 in Lancashire and a rise of 32 in Durham, 
mainly due to Hetton U.D.,, where the notifications rose from 
3 to 21. 


The only large return for dysentery was 43 notifications in 
Lancashire (Liverpool C.B. 17, Ince in Makerfield U.D. 10). 


In Scotland increases were recorded in the notifications of 
acute primary pneumonia 46, scarlet fever 45, dysentery 15, and 
cerebrospinal fever 13. The largest rise in the notifications of 
scarlet fever was 20 in Zetland county. “An increase of 7 in 
the notifications_of dysentery was recorded in both Edinburgh 
and Glasgow. 


In Eire there was an increase of 63 in the notifications of 
scarlet fever with a decrease of 49 for measles. A rise in the 
incidence of scarlet fever occurred throughout the country ; 
the largest increase was 31 in Dublin C.B. A fall of 68 in 
the notifications of measles was recorded in Waterford C.B. 
An increase of 14 in the notifications of diarrhoea and enteritis 
was reported from Dublin C.B. 


In Northern Ireland there were increases in the notifications 
of measles 23 and scarlet fever 15. These rises were mainly 
due to'the experience of Belfast C.B. 


Week Ending November 12 i 


Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,163, whooping-cough 
977, diphtheria 85, measles 1,055, acute pneumonia 534, cerebro- 
spinal fever 20, acute poliomyelitis 293, acute polio-encephalitis 
12, dysentery 92, paratyphoid fever; .7, typhoid fever 18, food- 
poisoning 50. 


~~ OO 


' Professor Topping graduated M.B., Ch.B: at the University of 


` B.C.G. Vaccination in London 


and at the instance of, physicians with specialist knowledge and 


` i: -? g i b i 1h ~ L `i n ~ 
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3 Sickiess Benefit Regulations 


ment and’ sickness benefit may be paid to beneficiaries with 








: ae aa ` dependants who-fulfil certain conditions. The National Insur- 

UN s. ae . , ance „Advisory Committee has been' asked to consider and 
Seal Medical Council | ‘ IL Bear : of E “report on the preliminary draft of regulations which extend 
' Professor David Campbe Regius rofessor of Materia +9: one month from -the date of entitlement the maximum time 


“a 


' Medica in the University’ of Aberdeen, was elected President of ` for claiming an increase of unemployment 'or sickness benefit 
the General Medical Council on November 22 in succession ‘for a dependant. The regulations also provide for extending 


to the late Sir Herbert, at FASOD: Nosa + +, -the period of one month in cases in which ‘good cause for delay 
New Dean Appointed in, Peete is shown. ` Copies of the preliminary ‘draft of these 
tions (the National Insurance (Claims and Payments) 
. Professor Andrew Topping has been Sapoied whole:time TeSa 
Dean of the London School of Hygiene and Tropical Medicine. EEN (No. 3) Regulations, 1949) can be bought for id. 
He will take up his’ duties in the middle of February, 1950. ‘T°™ Stationery Office or any bookseller. The committee 
? will consider written objections to them. if sent before Decem- 
Aberdeen i 1814" andoeerved with the R.A‘M.C, in Gallipoli ber 16 to the secretary, National Insurance: ‘Advisory Committee, 
and Mesopotamia ‘during the first: world.war. For some years ’ 6, Curzon, Sesh: London, W.1. 


_ he was senior medical officer at Abadan in Persia and, on his - . Analgesia ‘Administered by Midwives ; 


return to England, became medical officer of health of Rochdale. « The total number of administrations of analgesia by mid- 
After serving in the London Fever Hospital service he became wives in the domiciliary midwifery service of London during the 


' deputy, medical officer of health to the London County Council first six months of the present year was 5,204, being- 61% of 


and lecturer in public health at Charing Cross Hospital Medical aj)~the confinements .taken b 

y midwives. The figure for the 
School. During ‘the second world war he was deputy chief of previous six months was ,3,611, or 42% of all confinements. 
the Relief Services of Unrra and subsequently director of health ~The number has risen considerably each half-year since 
of the European division. He is at present Professor of Social analgesia was introduced for their use in 1946. The figures 
and Preventive Medicine in Manchester -University. As given exclude maternity nursing cases'in which „analgesia or 


- previously reported, Professor J. M. Mackintosh has ‘resigned > anaesthesia was given by doctors. Of the L.C.C. midwives, all 


from the position of Dean, but will continue to teach in. the . but one of the 149 in the service are qualified to administer 


school as P rofessor of p ublic Health. a _, analgesia, and of the midwives employed by the district nursing 
Queen’ s Gift to Royal College ; 7 š pra o and by hospitals ‘on district work 88 out of a total 


The Queen-has given £1,000 to the Royal College of Obstétri- 


` cians and Gynaecologists. ' This -was announced by Sir William _ Institute of Medical Laboratory Techinglagy 


Gilliatt on November 22, speaking at a luncheon at the College’s At the annual general meeting of the Institute held in Oxford 
House to: launch an appeal for £400,000. Of the sum required, on ‘July 29, the following exemptions from Institute examina- 
£350,000 was for research, building, and ‘general funds, and tions: were approved. Exemption from the final examination 
£50,000 for a travelling professorship. f , , for associateship may be granted, to those in possession of a 
` ` ` ` science degree (or an A.R. I.C.—Associateship of the Royal 
Institute of Chemistry), i in approved subjects with nòt less than 
oùe year’s-experience in approved pathological laboratories, on 
payment, of the appropriate fee. These associates may qualify 
for. fellowship by thesis after a further three years’ experience. 
Exemption from the intermediate examination may be granted 
to those having not less than 15 years” experience in approved 
‘pathological laboratories prior to July 29,:1949,-on payment of 
the appropriate fee. Copies of the Institute’s ‘memorandum 


experience’ of tuberculosis, as regards persons’ to whom it is : Š 
judged. medically, expedient, subject to the necessary preliminary Poe T a a "Odd ra from 76, Brewer 


The Health Committee. of the ondon: County Caine iS 
proposing that the Council’ shall participate iw the local health 
authorities’ artangements for the prevention of tuberculosis 
under Sect! 28 of the National Health Service Act by provid- 
ing for B.C.G. vaccination. ‘The vaccination,.in the terms of the 
proposal to be submitted to the Minister, will be provided “ by, 


` tests, to ‘afford such: vaccination in view. of their known contact ` a 


with tuberculous infection or selected groups of the population, William Hyde Award 


as agreed by the Ministry of Health.” It is considered advisable | The Research Board for‘the Correlation of Medidal Science’ 


that all contacts, ` both children and adults, of” tuberculous and Physical Education has. awarded the William Hyde Award 
patients in London’ ‘should be considered for vaccination. All of £300 for 1948 to Dr. J. M. Tanner, of the Sherrington School 
the chest physicians in charge of the chest clinics in London of Physiology, St. Thomas’s Hospital, in recognition of his work 
will be nominated for the purpose. ‚The person“to be on somatótypes in- medicine and his papers on. the relation 
vaccinated may have to be segregated ‘from known sources of between physique and physical function.. He states that he 
infection while tuberculin testing and vaccination are being will ‘use, part of the gift for a monograph on “ The Physique of 
carried out, up to a total period of 12 weeks, or more, if' the the Human” which he is now writing: ` The award is made from 
vaccination is not at first successful; The Council itself may finds provided ‘by the Nuffield Trust in memory of William 
have to provide for the segregation of at least 150 children and, — Hyde, who died in 1945, and whose concern for the future of 
in special cireumstances, a small number of adults at any time the hospital services of the country to a large extent led to the 


during the, year. Copies of the proposal have to be served on establishm t of th N fi 
every voluntary organization which, to the knowledge ‘of the a $- Numelg Provincial Hospitals Trust. 


Council, provides services of ‘the kind dealt with-in the pro- Hospital. Directory. š 
- posal, on’ the London Executive Council, the four metropolitan The Ministry of- Health has enai a directory giving 


regional hospital boards, and the boards of governors of each information about the hospitals and their boards and manage- 


' teaching hospital in the county, and on every local authority ment committees in England and’ Wales. Addresses and tele- 


within the administrative area. It is/not proposed that the phone numbers are given, and the: number of beds:.at the 
arrangements for-.B.C.G. vaccination of persons, other than hospitals., Entitled “ Hospitals Directory, England and Wales,” 
hospital staffs and medical: students shall be OPONEN! ne it is obtainable from H. M. Stafigniery Office for 3s. ` 
operation until after April 1, 1950. Wills : ; ; 


Sheriffs . k : i Sir Thomas Crisp English, who was for many Jan surgeon 
Dr. D.-R. Lewis, of ` Swansea, has est domani a sheriff. to St. George’s Hospital, left £31 ,061. Dr. Henry Anstey Cook- 


-` for Breconshire and Dr. R. -Davies Jones, of Llanidloes, a son, of Sunderland, left £21,266: and Pi: Frank Butterfield, of 


sheriff for Montgomeryshire for '1949. l : - Blackburn, £7,145. 
b 2 ` ' i ‘ . 1 a = 


. l Medica i News Wae e ' = Under the National Insurarice scheme increases of unemploy- , 
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COMING EVENTS | l 
Scientifie Films , ra 


~. The’ Society for Cultural are with the U.S.S.R. has 
: arranged to show two films in connexion with the Pavloy 
„Centenary celebrations. The first, “ Mechanism. of the Brain,” 

will be shown on Monday, November 28, at 5 p.m. at the 
Anatomy Theatre, Guy’s Hospital Medical School, London, 
S.E.1, and the second, “ Academician Pavlov,” at the Hammer 
Theatre, Wardour Street, Léndon, W.1. dmišsion to the first 
film will. be'by series ticket already. issued, or. by ticket (2s. 6d.) 
on application to the society at 14, Kensington, Square, London, 
W.8. Admission ‘to the second will be by series ticket or "by 
the “ Pavlov” issue of the Anglo-Soviet Tournal (2s. 6d. from 
the society). - 


r 


‘MEDICAL NEWS | 
eee 


Osler Club l E t 


The next meeting of the club will. be at the Medical Society 
of London, 11, Chandos Street, W.1, at 8 p.m.. on Thursday, 
December 1. Professor J. Z. Young ‘will speak on Pavlov and 
the work following his, pioneering research, and Mr. R. Scott 
Stevenson will spedk on Sir Felix Semon and his- ‘work in 

. laryngology. a ` . ae 


Bolton Royal Infirmary 
Mr. Harold Balme, Medical Officer in ‘Cane of Rehabilita- 
tion, Ministry of, Health, will open the extensions to the Depart- 
ment of Physical Medicine and Rehabilitation at the Bolton 
` Royal Infirmary on Phursdey; December ‘My at 3. 15 p.m. 


T 1t 


The Victor Horsley Memorial iag 


The. Victor ` Horsley Memorial Fund, which was raised in 
` 1920 to cOmmemorate the services of Sir Victor Horsley ‘to 
science and the Empire, is devoted to the. giving of a lecture 
triennially in London entitled the “ Victor Horsley Memorial 
Lecture.” By invitation of the trustees (the. Presidents for the 
‘time being of the Royal‘ Society, the Royal College of Surgeons 
-of England, and the British Medical Association, the .Senior 
Physician of the National Hospital, Queen Square, and ‘Mr. ' 
“Stanley G. Robinson, son-in-law of Sir Victor Horsley) the 
eighth lecture will be delivered by Sir Hugh Cairns, Nuffield 
, Professor of Surgery, University of Oxford, in No. 1- Lecture 
‘Room, University College Hospital Medical School, University 
" Street, Gower Street, London, W.C.1, on Thursday, December 8, 
„at 5 p.m. The title of the lecture is,‘ * Disturbances of Cont 
sciousness with Disorders of the Brain Stem,” and the chair will 
‘be taken by Dr. F. M. R. Walshe, F.R.S. Admission to. =e 
lecture is free.on presentation of visiting: -card. 


| 
‘SOCIETIES AND LECTURES 


/ Monday 


` MEDICAL SocreTy or Lonpon, 11, Chandos Street, Cavendish Square 
~ ‘London, W.—November 28, 8.30 p.m., Discussion : “ Impotence,’ 
‘to be introduced by Drs. S. L, Simpson and E. B. Strauss. 

Roya Society OF Arts, John Adam Street, Adelphi, London, W.C. 
November 28, 6 p.m., “ Bread,’ Cantor "Lecture, by Mr. D. W. 
Kent-Jones, Ph.D. 

UNIVERSITY COLLEGE, Gower Street, London, W: C November '28, 
i 45 p.m., “ Bacterial Toxins,” ,by Dr, W. E. Van Heyningen. 


Tuesday Eai aia 


INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Tadd Square; 
alt W.C.—November 29, 5 p.m., “ Lupus ESA ETAT GS HS by 
Dr. W. N. Goldsmith. 

' ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn “Fields, 
London, W.C.—November 29, 3.45 p.m., “The Virus Theory of 

. Cancer in the Light of Recent Work,” Impérial Cancer Research’ 
Fund Lecture by Dr. C. H. Andrewes, F.R.S. x Pai 


2 f 


+ 


A 


~ 


Wednesday T 7a 


“BRITISH PsycHo-ANALYTICAL -SocieTy.—At Roya Society of 
Medicine Parnes Hall), 1, Wimpole Street, London, W.7 Novem- 
ber 30, 8 p ‘ Poetical Truth and Scientific Truth in the Light 
of History” "by Professor Arnold Toynbee. - 

ROYAL INSTITUTE OF PuBLIC HEALTH AND HYGIENE, 28; Portland 
Place, London, W.—-November 30, 3.30 p.m.,>“ The Need. for 
Smoke Abatement, ” by Sir George S. Elliston. 

SOCIAL PSYCHOTHERAPY CENTRE, 7, Fellows Road. London, N.W.— 
November 30, 5 p.m., 
‘Miss J. Balls- ‘and MIS: 


g + 
1 


S. Kras. 


carer Methods of Child G uidance, as py 


- INSTITUTE - OF a atest 5, Lisle Street, 


* - 
f > 
+ 
+ 


© ‘ Thursday m 

HONYMAN GILLESPIE LECTURE.—At Anatomy Theatre, University 
New Buildings, Teviot Place, Edinburgh, December’ 1, 5 p.m., 
“ Observations on Cirrhosis of the Liver,” by Dr. D. M. 'F, Batty. 

Leicester Square, 
London, W.C.—December 1, 5 p.m., “ Ulceration. “of the Mouth,” 
by Dr. L. Formar. 

INSTITUTE OF - PSYCHIATRY, Maudsley „Hospital, Denmark Hil, 
London, S.E.—December 1, 4.30 p.m., “ The Visual System,” by 
Professor W. E. Le Gros Clark, F.R.S. 


Lonpon Unrversiry.—At London School of Hygiene and Tropical - 


Medicine, „Keppel Street, Gower ‘Street, W.C., December ‘I, 
5.30 p.m., “ Some Problems of Old Age,” by Dr. J. H. Sheldon. 
RoyaL COLLEGE OF SURGEONS OF ENGLAND LincolIn’s Inn Fields, 
London, W.C.—December 1, p-m., “Intracranial ` Abscess,” 

Otolaryngology Lecture by Professor Geoffrey Jefferson. 

ROYAL PHOTOGRAPHIC SocierY: MepicaL Group.—At 16, Princes 
Gate, London, S.W., Decembér 1, 7 p.m., “ Criticism of Lantern 
Slides froma Medical Point of View,’ Surgeon critic, Mr. Hedley 
J.B. Atkins; Medical critic, Professor G. W. Pickering. 

St. George’s Hospital MepicaL ScuooL, Hyde Park Corner, 
London,, A rie aN 1, 4.30. p.m., lecture-demonstration : 
“N EUTOIOE N" by Dr. A , Feilng. i 


Friday 


KING’S COLLEGE HOSPITAL MEDICAL SCHOOL, Denmark Hill, London, 
.E.—December 2; 4.30 p.m., Legg Memorial Lecture by Mr. 
Geoffrey Keynes 
MAIDA VALE .HOSPITAL a NERVOUS DISEASES MEDICAL SCHOOL, 
Maida Vale, London, W.—December 2, 5 p.m., clinical ‘demonstra- 
tion by Dr. H. E. Dimsdale. 

Roya, Mepicat Society, 7, Melbourne Place, Edinburgh.—Decem:- 
ber 2, 8 p.m, “ Disseminated Sclerosis, ” by’ Mr. J. J. MacCabe. 
Wuiprs Cross HOSPITAL MEDICAL SOCIETY, Whipps Cross Hospital, 
London, E.—December 2, 8.30 p.m., 
Therapy of Mental Diseases,” by Dr. T. P. Riordan. 


Saturday - 


Kent PAEDIATRIC Socrety.—At Children’s Hospital; Woodland Way, 
West Wickham, December 3. 

York MepicaL Soctery.—At 17, Stonegate, York, December 3, 
8.30 p.m., “ Deformities of the Jaw," by Professor M. A. “Rushton. 


pie SF 


-a APPOINTMENTS + 


BROWN, GEORGE GORDON, L.R.C. P. & S. Ed., L.D. S., D.P.M., Medical Supe 
intendent, St. Mary’s Mental Defective Institution, Newport, Isle of Wight. 

CHARLTON, E. P. H.. M.D., D.P.M., Consultant Psychiatrist and Deputy 
Physician Superintendent, Graylingwell Hospital, Chichester, Sussex. 

Mayes, Joyce B. M., M.B., B.S., D.P H., Medical Officer of Health, Blandford 
Borough, Blandford Rural District, Wimborne Urban District, and Wimborne- 


‘Recent Advances in > 


Camborne Rural District, and Assistant County Medical Officer of Health and . 


Assistant County Schoo! Medical Officer, Dorset County Council. 

WiLLiams, T. M., B.M., B.Ch., F.R.C.S.. Consultant General Surgeon at West 
Sutfolk General Hospital, Bury "St. Edmunds, East Anglian- Regional Hospital 
Board. 


WILSON, WILLIAM D., M.D., D.P.H., Medical Officer of Health, Burgh and. 


County of Inverness. 2 


MARRIAGES, AND DEATHS 


BIRTHS 


Russell. —On November 14, 1949, at 9, Baring Crescent, Exeter, to Stephanie, 
wife of P. M. G. Russell, F.R.C.S., M.R.C.O.G., a daughter—Susan Gordon. 


BIRTHS, 


‘Tweedie. —On October 25, 1949, to Isobel (née Cochrane, M.B., B.Ch.), wife of 


W. M. Tweedie, 56, Richmond Hill, Richmond, Surrey, a son. 
Weich.—On November 18, 1949, at Elvet House, Dean Road, South Shields, 
to Dr. and Mrs. H. D.-Welch, a son. 


ae DEATHS - 


Blank.—On November 16, 1949, at 38, Mapesbury Court, 
London, N.W., Dagobert Blank, M.D., aged 69. 


Shoot-up-Hill, 


Bralthwalte.-—On November 10, 1949, at Whitehaven, Henry Mounsey Braith-- 


waite, M.D., Surgeon Captain R.N., Ret., aged 67. 
Evison.—On November 13, 1949, at Brook Lodge, 
- Hanson Cotton Evison, M.B.. C.M. 

Felce.—On November 14, 

Grant Felcc, M.D., aged 83. 

Finlayson.—On November 18, 1949, at Edinburgh, William Thomas Finlayson, 

O.B.E., L.D.S . L.R.C.P.&S.Ed., Lieutenant-Colonel, R.A.D.C. 
Hall.—On November 14, 1949, William Scott Hall,, M.B., Ch.B., 

Scunthorpe, Lincs. 


Huxley, -near Chester, 


late of 


.. Husband-Clutton.—On November 19, 1949. at Crawland, Peterborough, Frank 


Husband-Clutton. M.R.C.S., L.R.C.P., J.P., aged 78. 

Mackay.—On September 27, 1949, at Edmonjon, Alberta, Canada, Joseph Bogue 
Mackay, M.B., Ch.B.. aged 64. 

MecMurray.—On November 16, 1949, suddenly. In, London, Thomas Porter 
McMurray ; C.B.E., F.R.C S., Emeritus -Professor of Orthopaedic Surgery’ ’ 
University of Liverpool ; President-E!ect. British Medical ‘Association, aged 6t. 

Price.—On November. 18. 1949. at St. Bartholomew's Hospital, “London, E.C., 
David Cromwe:! Price, F.R.C.S. 

Thomsen.—On November 16. 1949, at the fue of his niece. Andrew George | 
Anderson Thomson, M.B., C.M., of Bridport and Bournemouth. $ 

Weaver.—On November 15, 1949, after a short Illness, Alfred Ernest Remmett 

Weaver, M.D.:; P P.H., of 55, Beach Road, Weston-super-Mare. 


1949, at The Cedars, Lingfield, Surrey, errs z 
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Any Questions We 2 a 
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Corresponde shoi: give their names and piles Gai for 
publication) and include all relevant details in their questions, 
which should be’ typed. , We ‘publish here a selection of those 
questions and answers which seem to ‘be of general eae i 


` 
~ 
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` 
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yo ae 5 Alcohol after Infective Hepatitis 


Q.—For how long after an attack ‘of n jaundice ” 


\ 


should a 


patient keep off digolorr What form of alcohol - might; he’ ` 


start off with ?: 


t r t 
Li 


‘Alt is difficult to lay: down any hard-and-fast nie about | 
the period for which a patient who has had infective hepatitis ` 
.—it is assumed that this was the cause of the jaundice in 
question—should abstain ‘from alcohol. There is no experi‘ 


. mental evidence that alcohol has any . direct. toxic action on 


the liver, and the paper by Best and his colleagues in a recent 


a 


? 


' past 30 years as a major factor, though heei is so far no con- 
clusive statistical evidence of, cause and effect. 


i © 
\ t 


 Proguanil ‘as a Mialaria Sinprcssaal 


Q. —_Whai is the efficiency of proguanil as a malaria suppres-: 
sant ?- What incidence of clinical attacks of all types of malaria 
might one, expect on ‘leaving an endemic area if suppressive 
administration of proguanil (0.1 g. daily) is continued for a 
period of seven to 10’ days? Can any other measures be taken 
to ensure that : clinical attacks are reduced to the absolute 
‘minimum? | , oe 


ral 


” A.—Proguanil is a rhive efficient and non-toxic malaria 
suppressant; although certain African strains of Plasmodium 
falciparum, when compared with Pacific strains of the organism, 
appear somewhat resistant to the drug, and instances where the 
drug has failed against such resistant strains have been recorded. 
Few attacks of falciparum ‘malaria should be expected after 
leaving an endemic area if suppressive proguanil 0.1 g. daily is 
continued for .10 days, but vivax malaria may of course relapse 
despite such treatment. The frequency of relapses ‘of vivax 
malaria may be reduced by taking one of the 8-aminoquinoline 


number of the Journal (November 5, p. 1001) shows how drugs—for example, pamaquin, 0.01 g. thrice daily for 10 to 


improbable such an effect, is. Nevertheless, ,a relapse of 
hepatitis has followed the taking of’alcohol shortly after the 
primary ‘attack, ‘and it is well known that the tolerance for 
alcohol of patients who have had hepatitis is often diminished 
for weeks or even months afterwards. Headache, anorexia, 


'` flatulence, .and abdominal discomfort may be: the result, of 


taking even’ one or two drinks, particularly after. severe attacks. 
Foy these reasons most physicians advise their patients not to ` 
drink for a time after infective hepatitis. -The period stipu- 
lated’ varies with the individual -physician, and experience: alone 
can décide what it should. be. The writer always suggests six. 
weeks without alcohol after a mild attack, but if the attack has. 
been more severe than 'the average, and particularly if there has 
been a relapse, the time is increased to-three months. It must 
be admitted’ that there are only empirical grounds for’ this. 
recommendation. | Experience suggests , also that extreme 
moderation’ is advisable. when alcohol is taken, and that 
indulging in heavy wines and taking“ ‘drinks before meals are 
unwise. ` es 


Intranasal Oil and Cancer of Lung 


Q.—Pr eparations: of vasoconstrictors in oil are nepetanel y 
used intranasally in the treatment. of a number of conditions. 
Is there any - evidence that the use of mineral oils for this' pur- 
pose is a factor an the, increased incidence Of ‘pulmonary 


i carcinoma ? P , 3 


Á. + Therè is certainly no evidence that the administration of 


vasoconstrictors in oil is à factor in the increased incidence of 


pulmonary carcinoma, although any further answer to the query first at the age of 34, but this is a possibility. 
is necessarily limited by absence -of information on the oils 


themselves (and particularly: whether they are in fact carcino- 
genic), and by lack of data concerning the extent to which these 


‘medicaments: are employed and for how long. The only possible 


way of arriving at an answer to the question is by considera-- 
tion ‘of the intrinsic carcinogenic effects of the oils.concerned. 
Although it is known that in certain circumstances some of the, 
oil introduced into the nose in this way will reach the lungs, 
the duration of its contact with the bronchi is very brief;, and, 
if it is not ‘removed -by the normal defences, it comes to rest 
in the terminal part of the brdncho-pulmonary tree, far from 
the’ site of origin of the vast majority of bronchial carcinomata., 
‘Also, if these oils are carcinogenic, one would expect the effect ` 


- to be much more noticedble in the case of malignant disease 


within the nose itself 7 so far as is known there is no evidence 


that the incidence of ‘this is increasing. These considerations — 


aside, it is improbable that we ‘have here a likely factor. ‘On 
the general problem the query assumes the/recorded* increase . 


‘of pulmonary cancer to ‘Be real—a conclusion’ which is increas- 
While any new A complete radiological examination of the skull should be 


ingly accepted and almost. certainly correct. 


- facts or even hints as to causation must always be ‘welcome; the 


prevailing tendency is to regard the increased consumption of ° 


cigarettes which has occurred. i in most communities over the 


oo 


‘to exclude it: 


This list includes all the -most probable causes. 


14 days ; with each dose of the drug it may be more effective 
to combine quinine 0.6 g. or mepacrine 0.1 ‘g. 


a” 


‘Oseood Schlatter Disease 


 Q.—What is the latest treatment eer Osgood-Schlatter 
disease? ae \ 


. A.—There have ‘been no recent developments in the treat-. 
ment of Osgood-Schlatter disease of the epiphysis of the tibial 
tubercle.- Although the exact cause is still unknown, the condi- 
tion -İS thought. to be a form of osteochondritis ; the underlying 
cause may ‘be some disturbance of the blood supply of the 
epiphysis. The treatment depends on the severity of the symp- 
toms. When pain and local tenderness are severe the best 
treatment is to immobilize the limb for eight to 12, weeks in 
a plaster cylinder. After this the symptoms as a rule are no 
~ longer troublesome, and the disease gradually becomes resolved 
in-the ensuing months. ‘When the. initial symptoms are slight, 
plaster may: be, dispensed with without risk to the knee. 

, p t a 

; $ AT Idiopathic Epilepsy | 


i 


i 


. Q. —W hat investigations are called for in the case of a man 
who at the age of 34 has for the first time an attack of sudden 
unconsciousness with marked cyanosis and éonvulsions? On 
examination later, there appeared to be no obvious neurological 
AURORE What-are the possibilities ? 


A.—It'is unusual for idiopathic epilepsy to manifest ‘itself 
If the patient 
` has resided: in the Tropics cysticercosis would need to be con- 


= sidered. ‘Although recently published figures show that intra- 
‘cranial tumour ‘is the cause of epilepsy beginning in adult life 


‘in only about 12% of cases, nevertheless steps must be taken 
Syphilis: also requires to be. thought of, and 
inquiries should be made about any history of head injury. 
Investigations 
must begin with a complete clinical examination of the patient, 
especially of the ocular fundi and the nervous and cardio- 
_vascular systems. An electroencephalogram should be obtained. 
It may prove normal, but modern methods yield a positive 
result in a high proportion of cases even in adult life—a diffuse 
dysrhythmia would suggest idiopathic epilepsy, and’ a‘ focal ' 
dysrhythmia, either of irregular spikes or of delta rhythms, 
„would support a focal cause. A blood Wassermann test and 
a completė examination of the ‘cerebrospinal fluid should be 
carried, out. These procedures would serve to- exclude syphilis, 
while .a raised protein level as the only abnormality in the 
cerebrospinal fluid would favour a diagnosis of tumour. 


made, and. of the soft tissues around the shoulders and hips 

for the presence of cysticerci.. In’ some cases it may be neces- . 

sary to carry out air-encephalography and cerebral angiography. 
$ oo. vy s 
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‘ lead to cure than is adrenaline, stramonium, or 


hs 


f 


7 


4 


ANY QUESTIONS? ' , 





‘ ‘XN 


Treatment of Asthma 


Q.—A patient claims that she was cured of asthma by taking 
large doses of a preparation -containing theophylline on going 
to bed. Is this result possible, and what dosage is called for 
in a young adult? = 


A.—Theophylline is an effective bronchodilator, and is often 
used in the symptomatic treatment of asthma. It is most effec- 
tive when‘ injected intravenously, but can be given in tablet 
form. When taken by mouth it is a gastric irritant. The usual 
dose by mouth is 0.2 g., or intravenously 0.25 g. It may con- 
trol the symptoms of mild asthma, but is no more likely to 
any. other 


~~ 


symptomatic remedy. i 
| e kd i l I 7 
l Distension of Gut i 
Q.—(a) How does obstruction of the lower bowel cause 
ballooning of the rectum? 
distension of the bowel? (c) Hów does strangulated omentum 
cause constipation ? 


’ 


A.—(a) The rectum derives its nerve supply from (1) sympa- 


__ thetic- fibres following the superior’ haemorrhoidal artery and 


derived from branches of-the pelvic sympathetic plexus accom- 
panying radicles of the middle haemorrhoidal artery, and (ii) the 
pelvic splanchnic nerves derived from the third and fourth 
sacral roots (sometimes also the second) with communicating 
branches from the second and third ‘lumbar roots. Obstruc- 
tion of the lower bowel, either by distension or by direct 


involvement of the wall, paralyses the sympathetic fibres in the 


coats of the bowel, the nerves being môtor to the circular 


_ muscle. At the same time the spinal nerves, which are not 
‘usually involved until a late stage, are unopposed in their 


~ 


inhibiting action on the circular muscle. Both effects lead 
to passive ballooning below the obstruction—this being most 
marked in growths of the lower sigmoid colon and pelvi-rectal 
junction. ' ` D 

_ (b) Although of recent years a great deal more, has been dis- 
covered concerning uraemia, the actual by-products of inefficient 


' filtering by the kidney are unknown; but it is a reasonable 


assumption that one or more of these are toxic substances which 
when circulating in the blood stream lead to irritation of the 
intestinal mucosa. The ‘entero-colitis of the terminal stages of 
uraemia is a well-known: entity.. The inflammatory reaction 
causes a pouring out of fluid into the gut, thus accounting for 
a certain part of the distension. The fact that this fluid con- 
tains large numbers of gas-forming Organisms accounts for yet 
further distension, and it is possible also that a circulating toxin 
may have an inhibitory effect on the. sympathetic nerve supply 
of the gut and so lead ‘to paresis. si. G3 a ` 
‘(c) If strangulation is taken to imply vascular obstruction, 
then ,it is unlikely that the patient will remain long enough 


without surgical treatment for, constipation to develop. 
r `a l 5 t 


High-pitched Voice in Adult Male 
Q.—What are the commonest causes of a high-pitched voice 
in an adult male? Is it possible for the speaking voice’ of a 
man so affected to. be lowered—that is, to be made more 
masculine? If so, what is the treatment? - . 


A.—Physiologically the voice breaks at puberty, and this is 
due to the increased secretion of androgens, which stimulate 
enlargement of the larynx. If puberty, is late, the break in the 
voice is correspondingly delayed. In eunuchoids the break 
maybe delayed until the third or fourth decade, or may never 
occur. In women who develop virilism due to an adrenal tumour 


.or. adrenal hyperplasia there is an increased secretion of andro- ` 


gens with deepening of the voice. This may also occur when 
testosterone is given to a woman.for various reasons—for 


(b) How does uraemia cause ~ 


example, in the treatment of: menorrhagia-or carcinoma of ' 
, hS 


the breast. 

The above clinical considerations indicate that testosterone 
may be effective in lowering the man’s speaking voice if there 
is other evidence of androgen deficiency. However, there are 
cases in which the patient is otherwise completely normal, and 


` 


t 
~ . 


` - 
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we must postulate an abnormality in the construction of the’ 


' larynx or an absence of sensitivity to the testosterone stimulus. - 
“In these circumstances nó benefit would. result from such 


therapy. 
i Specificity of Spa Treatment 


Q.—Is it true that the medical profession generally during 
the last few years has indicated that it does not believe that 
there is any specific medicinal value in any mineral or spa 
waters ? , 


A.—Īf the literature on rheumatic affections and other types 
of disease which are generally regarded as being suitable fo: 
spa treatment is examined ‘the impression emerges that the 
physicians who practise in spas in this country no longer believe 
much in the specific attributes of their waters. The tendency 
nowadays is towards explaining the undoubted benefits of.spa 
treatment on the basis of the physical methods employed. 
Medical hydrology ranks as an important branch of physical 
medicine; balneology has become rather “old-fashioned,” 
except in one or two countries on the continent of Europe. 





Stainless Steel Dentures S 


Q.—What complications may follow the use of dentures with 
a stainless steel face, as compared with plastic dentures? Which 
type would normally be preferred ? 


A.—Good stainless steel is an excellent material for -use as 
a denture base, having the advantages that it is non-staining, 
clean, and heat-conducting., It has, however, the great dis- 
advantages that it cannot readily be cast, so. that it cannot be 
employed for skeleton dentures as can gold alloys ; if it is used 
even as a base for.full dentures powerful and expensive presses 
are necessary to mould it to the shape of the jaw. So far as 


_is known no particular complications are likely to’ follow the 


use of stainless steel bases in the mouth when properly made 
and fitted, other than certain disadvantages’ inherent in all 


‘ dentures. Electrolytic action if the stainless steel comes. into 


contact with different metallic fillings—for example, gold and 
amalgam—is, however, a possibility: Acrylic, resin is far easier 
to process, and greater accuracy in fitting can therefore be 
obtained more readily. *Bulk for bulk it is Jighter ; its colour 
is a further advantage, and the attachment of acrylic teeth is 
easy. It does not, however, transmit heat in thé same way, and 
must of necessity be more bulky in the mouth. ` 


| NOTES AND COMMENTS 


Acute Nephritis and Sweating.—‘ RetireD Sister” writes: In 


‘reply to Dr. Charles Romer’s remarks (November 12, p. 1128) I 


would like to state that we always nursed cases of both acute rheuma- 
tism and acute nephritis in blankets, the former because the, patient 
sweated excessively and the blanket absorbed the sweat,,and the latter 
'to encourage the patient to sweat so that some of the toxins might 
be excreted through the skin, thus taking some of the strain off the 
kidneys. f i - 


Treatment of Tinea Pedis—Dr. JoHN S. MBIGHAN (Bristol) writes :. 
I have found the following treatment very efficient in refractory cases 
of tinea pedis. (1) Apply 6% silver nitrate in spirit once daily for 
one week. (2) Remove eschar. (3) Apply Whitfield’s ointment for 
one week. (4) Apply silver nitrate as above for one week. (5) Apply 
Whitfield for one week. (6) If clear, continue with Whitfield for one 
month. Having tried the whole gamut of new remedies for tinea, I 
still think Whitfield the best. . lig 
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A. S. McFARLANE, M.A. B.Se., M.B., Ch.B. 
(From the National Institute for Medical Research, London, N.W.) 


[WITH PHOTOGRAVURE PLATE] 


iť is not proposed here to discuss the electron microscope 
itself, but the reader should be aware that specimens must 
be dried for examination in this instrument. Also, since 


there are no electron-transparent materials, the supporting . 


“slide” must be made extremely thin, and for most pur- 
- poses a film of nitrocellulose about 20 m.u in thickness is 
used. ~- 

Electron microscopy, like other forms of microscopy, 
has its artifacts. Circular objects may appear oval because 
of astigmatism in the projector lens or because of defective 
cleaning or alignment of the microscope. Specimens may 
be damaged by the heat of the electron beam but not 
show the usual signs of charring which follow burning in 
air. In the case of lipid granules, for example, a clear-cut 
hole may be created in the object by volatilization (Ruska, 
1942). Usually the damage is not so obvious as this, and 
may take the form of a reduction in size by surface evapora- 
tion (Marton ef al., 1946), or even of an increase due to 
cond vation on the object of carbon from the oil of the 
diffusion pump or of materials volatilized in hotter parts 
of the field (Watson, 1947 ; Cosslett, 1947). These changes 
in size seldom if ever occur uniformly over the surface, the 
result usually being that the object acquires a somewhat 
“ moth-eaten ” appearance. 

The temperature attained by the object depends also on 
the rate of dissipation of heat by radiation and conduction. 
This is usually adequate in the case of the thinnest objects 
—eig., plant viruses, flagella, and fibrils of all kinds, which 
can be examined unsupported or on the conventional film 
of nitrocellulose. Von Ardenne: (1948) has successfully 
created convection around thick objects by means of a 
stream of hydrogen molecules not in itself sufficient to 
affect the vacuum in the.microscope seriously. With the 
additional help of a screen to shield parts of the object field 
not actually under observation he has photographed crystals 
of sulphur without sublimation occurring. 


£ 


Metal-shadowing 


. Heating artifacts are most serious after metal-shadowing. 
In this procedure (Williams and Wyckoff, 1946) a heavy 
metal is volatilized in a vacuum chamber and the metal 
atoms, travelling in straight paths, fall obliquely’ on the 
specimen: The metal builds up on the exposed side of the 
object, a shadow resulting in the background and a 
relief effect being created. _In this way height is used to 
obtain contrast in biological objects which are notoriously 


~ *Almroth Wright Lecture delivered at the Wright-Fleming 
{astitute of Microbiology, St Mary’s Hospital, on June 7, 1949. 


“empty” after drying. Now a vacuum-deposited metal 
layer, however carefully it is produced and however highly 
reflecting it appears to the naked eye, is not coherent at 
the high'magnifications of the electron microscope. It con- 
sists of discrete crystallites, and the best efforts of the 
shadowing expert are directed towards achieving the 
smallest size for these, since clearly this affects the resolu- 
tion of the final picture. Having once obtained a metal 
pattern that is fine enough, there is also the problem of 
preserving it, because under the influence of the electron 
beam neighbouring crystallites tend to tuse. This change 
can often be observed in progress, and only speed in explor- 
ing the field and in focusing will prevent it. Where fusion 
of metal occurs across an elongated object the impression 
is created of a chain of objects (Mandle, 1947). 5 


Artifacts Due to Drying 


Of greater practical significance in the biological field 
than all other artifacts are probably those due to drying. 
In spite of attempts to examine sealed wet specimens, there 
is at the present time no practical alternative to complete 
desiccation, Opinions differ on how the drying should be 
carried out—whether slowly or quickly, in air or in vacuo. 
Wyckoff (1946) recommends drying from the frozen state, 
and the underlying principle seems to be sound—namely, 
that sublimation of ice from a truly frozen object will leave 


all the non-volatile constituents in their natural spatial 


relationships. However, the effect on objects of low hydra- 
tion—e.g., plant. viruses—is not noticeable ; and on others 


- in which the degree of ‘hydration is doubtful—e.g., influenza 


virus—it is surprisingly small. There seems to be no 
recorded case of its successful application to highly hydrated 
objects, for which there is plenty of evidence of shrinkage 
in the electron microscope, and the following experience 
(I. M. Dawson and A. S. McFarlane—unpublished) probably 
supplies the reason. 

A drop of a suspension of vaccinia virus weighing Jess 
than 50 mg. was frozen on a specimen disk and placed in 
a jacket at ~76° C. The water vapour was pumped away 
over a period of 24 hours, calculation and experiment 
both-showing‘(Tschudin, 1946) that this interval is neces- 
sary for complete drying because of the low vapour pres- 
sure of ice at —76° Cy To the naked eye the drop did 
not contract, but in the electron microscope nothing could 
be seen. The virus particles after drying are supported by 
delicate ‘fibrils of residual protein and are so effectively 
insulated that they volatilize in the electron beam or are 

‘dispersed by it. This may also be the fate which is in 
E 7 4639 
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store for any truly frozen-dried cell in the electron micro- 
Scope, and it seems that a practical limitation may thus be 
placed on the technique. Fortunately, in most cells shrink- 
age due to drying is greatly reduced by preliminary use of 
a protein fixative, osmic acid being particularly effective. 
Finally, it seems to me that the stricture sometimes 
passed on electron microscopy—namely, that it deals with 
distorted desiccated residues which give little or only mis- 
leading information—is altogether too severe. The effects 
of drying are not entirely haphazard, and we are already 
able to make allowances for some of them. Micrographs 
of many highly hydrated objects contain much information 
which cannot be obtained otherwise, but a considerable 
amount of deductive reasoning is necessary to extract it. 


Plant Viruses 


It is fortunate that the electron microscope came to per- 
fection at a time- when great progress was being made in 
the study of plant viruses, since in many ways these nucleo- 
protein macro-molecules are ideal objects for study. Fig. 1 
(Plate) shows a crystal of tobacco necrosis virus prepared 
by Smith and Markham and photographed by Wyckoff 
(Markham er al., 1948). It is, however, a kind of fake, 
since the crystal itself is opaque to electrons and was not 
in fact photographed. Instead it was covered by a layer 
of collodion, which follows the surface topography of the 
crystal faithfully right down to molecular dimensions and 
retains the impression after it is stripped off. However, 
the film is almost devoid of contrast, and so this is created 
by metal-shadawing. Virus molecules approximately 24 m.u 
in diameter are seen in a perfectly regular arrangement in 
the crystal lattice. In general, studies of this kind have 
provided striking confirmation of information obtained 
indirectly by the crystallographer by means of x-ray 
diffraction. i 

However, the electron microscope often provides a unique 
kind of information. In Fig. 2 is shown the expressed juice 
of an infected tobacco plant (a) fresh and (b) after stand- 
ing at 4° C. for 20 days (Sigurgeirsson and Stanley, 1947). 
On ageing, the tobaċco mosaic virus rods have joined up 
mainly in pairs, and it is a matter of some general interest 
that the joint appears to be as strong as the component 
rods. Various other physical methods are able to tell us 
that the mean rod-lengths are 280 and 560 m.u respectively 
in the two preparations, but only the electron microscope 
can provide the information that variations about the mean 
are small enough to be consistent with the idea of rod- 
shaped molecules. Hitherto the possibility existed’ that the 
virus consisted of fibres of variable length but of uniform 
cross-section. Incidentally, also, particles in the field smaller 
than 280 m.u are non-infective and have some as yet 
undefined relation to the virus. 

Fig. 3 illustrates a further technical point connected 
with plant viruses. It shows the tomdto aucuba mosaic 
virus photographed by Cosslett (1948) on a sttpporting film 
of beryllium, This metal has a low atomic number and 
low density and therefore scatters electrons less, for 
example, than does nitrocellulose. It is deposited in vacuo 
vertically on to the specimen on a soluble base, and on 
dissolving away the latter the specimen on bery'lium is 
handled much as one handles a collodion film. The result 
is a-picture of the virus rods showing excellent contrast. 


Bacteriophage 
In the field of bacteriophage the electron microscope 
reveals that these minute bodies have in some cases heads 
and tails (Fig. 4), and the heads may be differentiated into 


a dense centre and a lighter periphery. It is difficult to 
see how this important information could have been 
obtained in any other way. The heads vary from 30 to 
90 m.u in diameter, and the tails vary both in length (up 
to 250 m.u) and in width (up to 20 m.u) (Ruska, 1943 : 
Anderson, 1943). Ruska (1942) and Kottmann (1942) find 
phage particles free in the culture medium, as well as closely 
packed on the surface of the host cell, but they find no 
evidence of multiplication taking place inside the bacterium - 
They visualize the tailed phages as approaching the host 
cell head first, the tail swinging round and penetrating the 
cell wall to form a link between the head of the phage and 
the bacterial cytop!asm. This seems not unreasonable in 
view of the manner in which flagella are seen to pass 
through the cell wall and into the cytoplasm (Van Iterson. 
1947). Muttiplication is believed to proceed on the surface 
of the host cell until the metabolism of the latter is so 
weakened that it undergoes lysis. 


Wyckoff (1948a, 1948b, 1948c, 1948d) equally strongly 
supports the opposite point of view. He studies mainly 
phages on a solid medium, stripping a superficial layer from 
the medium by means of collodion, and finding phage 
bodies on this as well as the remains of lysed bacteria 
(Fig. 5. He believes not only that the phage multiplies 
inside the host cell but that most of the host cell materials 
are used’up in the process. We may reasonably expect 
that in the near future further electron microscope studies 
will resolve this important controversy. 


Animal Viruses 


In the field of animal viruses, round (Jungeblut and 
Bourdillon, 1948) and filamentous forms (Tiselius and Gard. 
1942) of murine poliomyelitis virus are described, a diffi- 
culty in the way of accepting the latter being that simila: 
filaments are found in the stools of normal mice (Melnick. 
1944), Eastern and Western equine encephalomyelitis are 
both approximately spherical and only 40-50 m.u in dia- 
meter (Sharp et al., 1943). Fig. 6 shows evidence of dif- 
ferentiation in the particles not unlike that seen in some 
phage heads. This seems to disappear when contrast is 
artificially increased by suspending the virus in a weak 
solution of calcium chloride. 

The fact that no micrographs of the smaller viruses, or 
only unsatisfactory ones, are available is not altogether 
due to inability to prepare specimens pure enough 3. it 
may also be connected with the practical resolution of the 
microscope. The theoretical limit of visibility using 50 kV 
electrons according to Abbé’s law is in the region of 
0.005 m.u, but the practical limit because of numerous 
residual aberrations is in the region of 1-2 m.u for objects 
of good contrast on a clear background (Hillier, 1946} 
Although some biological objects—e.g., plant viruses and 
bacterial flagella—satisfy these conditions and photograph 
with approximately this resolution, the hydrated ones in 
general do not. In our experience an object in this category 
of 200-300 m.u diameter photographs in ultra-violet light 
with about the same resolution as does one of 20-30 m.y in 
the electron microscope. This suggests a much smaller 
factor—namely, approximately !0—for the superiority of 
the electron microscope over the best alternative instru- 
ment for studying many biological objects. 

Recent electron micrographic studies raise acutely the 
question of pleomorphism in animal viruses. The round 
and filamentous forms of poliomyelitis have already been 
mentioned. The virus of Newcastle disease grown in the 
developing egg has a sperm-like form (Cunha er al., 1947), 
which is believed by some (Elford ez al, 1948) to arise by 
degeneration of an originally spherical body. Filamentous 
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Fic. |.—Tobacco necrosis virus crystal showing regular arrange- Fic. 4.—Bact. coli bacteriophage (T4), showing dimpling of 
ment of virus particles of 24 me diameter in a cubic close-packed heads and small knobs on the ends of some tails. 
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Fic. 2.—Expressed juice of mosaic-diseased tobacco plant Fic. 5.—Residue of colon bacillus after lysis by bacteriophage. 
(a) before and (b) after standing for 20 days at 4° C., showing 
linear aggregation of virus rods. 





Fic. 6.—Eastern equine encephalomyelitis virus. Spherical! 
dense bodies enveloped in material.of irregular shape and much 
lower contrast. 


Fic. 3.—Tomato aucuba virus supported on a filer Of beryllium. 


Each marginal line (m7) represents Iz 
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Fic. 10.—Staph. aureus after mechanical treatment to disrupt 
shells. One intact coccus (top centre); remainder are empty 
shells. 





Fic. 7 —Influenza virus adsorbed on a laked avian erythrocyte. 
Central mass is erythrocyte nucleus. Filaments and spherical 
forms of virus are seen on outer erythrocyte membrane. 
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Fic. 11.—Proteus vulgaris (a) by transmission; (6) after gold 

shadowing, showing wide variety of forms—some relatively 

empty with small inclusions and others with marked contraction 
of bacterial cytoplasm. 


Fic. 8.—Vaccinia virus (a) after treatment with sodium chloride 
solution: (b) after digestion with pepsin and gold shadowing, 
showing “ nucleus ” and outer membrane. 


FG. 12.—M. tuberculosis (avian) alter 30 minutes’ hydrolysis. 
showing inclusions mainly lipid in nature. 





Fic. 9.—Psittacosis virus from mouse spleen. Characteristic 
puckered surface, periphery of outer membrane lying flat on 


su rting film. . 
se tate Each marginal line (mmm) represents 0'5; 


Illustrations printed in Collogravure by HARRISON & Sons, LTD., Printers to His Majesty The King. London, Hayes (Middx.) and High Wycombe. 
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and spherical forms are also observed of fowl plague 
(Dawson and-Elford, 1949) and influenza viruses (Mosley 
and Wyckoff, 1946; Heinmets, 1948; Chu et al., 1949) 
grown in the egg. Heinmets regards the influenza fila- 
ments as degenerate forms of the spherical virus, while 
Chu et al. (1949), who find them (Fig. 7) in remarkably 
high proportion in some recently isolated strains of the 
virus, interpret their evidence as suggesting that they repre- 
sent a stage in virus multiplication. Clearly only infectivity 
tests can decide here between non-specific fibrils - and 
pleomorphic forms of the virus. 


w Viruses of the Pox Group 


In the pox group of viruses, which have a characteristic 
brick shape (Fig. 8, a), are included the causal agents 
of vaccinia moluscum contagiosum, ectromelia, rabbit 
myxoma, canary pox, and fowl pox (Ruska and Kausche, 
1943 ; Boswell, 1947; Nagler and Rake, 1948). Size varia- 
tions in colonies of the same virus are of the order +25%. 
It cannot be said with certainty that the brick shape ıs 
characteristic of the wet virus as it is of the dry, but most 
of the evidence is in favour of this. Contraction on drying 
appears to take place mainly along the vertical axis of the 
brick. There is also a faint suggestion of internal differentia- 
tion (Green ef al., 1942), which is confirmed in vaccinia by 
digesting the virus with pepsin (Dawson and McFarlane, 
1948). The biochemical: findings in this experiment are 
unequivocal, more than three-quarters of the virus sub- 
stance and none of the phosphorus or nucleic acid being 
removed and the action of the enzyme being sensibly 
complete in half an hour. 

A limiting membrane is clearly revealed (Fig. 8, b), and 
it seems justifiable to speak of this virus as having a nucleus 
and a cytoplasm without implying that the mechanism of 
reproduction is necessarily by mitosis. Indeed, nothing in 
the electron microscopy of animal or plant viruses has, in 
my view, yet provided a useful clue to their manner of self- 
duplication, although there are some claims to the con- 
trary. In shadowed pictures of vaccinia virus “ purified ” 
by salt flocculation the surface of the virus appears granu- 
lar, and in places the granule arrangement has a certain 
regularity but of a much lower order than that seen in the 
tobacco necrosis crystal. Nevertheless, it raises the pos- 
sibility that the cytoplasm of this virus is a gel-like assem- 
blage of large protein molecules, not unlike the cytoplasm 
of the erythrocyte (Perutz, 1948), and, like it, prone to a 
regular arrangement of all or part of its protein molecules 
(Teitel-Barnard, 1932). Considerable disorientation may 
be expected to occur on drying. 

Viruses of the pox group never show the dimpling or 
indentation of the surface which characterizes the feline 
pneumonitis—psittacosis-lymphogranuloma group. Electron 
micrographs (Rake et al, 1946; Hamre et al., 1947; 
Kurotchkin et al., 1947) (Fig. 9) reveal the members of this 
group to be approximately spherical in outline, about 
300 m.u in diameter, and with a rather larger variation in 
size than is the case with the pox group. Occasionally very 
large forms (about 800 m.u in diameter) are seen, such as 
do not occur, in the pox group. However, probably of 
greater significance is the complete resistance to the action 
of proteolytic enzymes (C. F. Barwell, J. M. Dawson, 
and A. S. McFarlane—unpublished), and the marked 
electron-microscope signs of shrinkage on drying. The 
impression is created of hydrated bodies with rather thick 
limiting membranes or capsules, and there is evidence that 
these properties are shared’ by the rickettsiae (Plotz et al., 
1943 ; Weiss, 1943 ; Eyer and Ruska, 1944) and by some 
bacteria (I. M. Dawson and A. S. McFarlane—unpublished). 
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Opacity 

Early pictures of many bacteria in the electron micro- 
scope were somewhat spectacular but on the whole remark- 
ably uninformative. It is clear that nearly all young 
organisms are too opaque to give more than shadowgrams 
(Piekarski and Ruska, 1939). However, some information 
is forthcoming. To quote a few examples, by examining 
Bact. chromoprodigiosum in a surface culture with the 
minimum of disturbance Ruska (1941) demonstrated that 
the pigment granules (prodigiosin) are released from the 
surface of the intact organism and are not liberated by 
lysis. It is possible to release the contents of Staph. aureus 
by mechanical means and to leave well-formed cell walls 
or shells behind (Cooper et al., 1949) (Fig. 10). Whereas the 
bodies of capsulated pneumococci are extremely opaque 
the capsules differ from the cell walls of staphylococci in 
having little or no contrast, and the conclusion must be 
that these are highly hydrated and probably semi-fluid poly- 
saccharide gels (Mudd et al., 1943). Flagella, varying widely 
in length and thickness, photograph extremely well, and 
it is clear as a general rule that they pass through the 
cell wall and are not to be regarded as appendages of it 
(Van Iterson, 1947). 

The opacity of large objects is reduced by the use of 
high-voltage electrons. For instance, granules appear in 
sarcinae at 110 kV which are not visible at lower voltages 
(Van Iterson, 1947). In general, also, the heating effect is 
less with fast electrons, so that there appears to be consider- 
able scope for development of high-voltage instruments in 
the biological field, especially for examining thick specimens 
or shadowed replicas. 

In’ general, the opacity of cocci of all kinds persists at 
all ages. On the other hand, many bacteria, and especially 
the non-spore-bearers, become partly transparent in older 
cultures (Fig. 11, a), and these are classed by Piekarski and — 
Ruska (1939) as secondary forms. Shadowed pictures 
(Fig. 11, b) reveal this change to be in many cases merely 
a question of shrinkage of the cytoplasm, since the 
dark central areas cast proportionately longer shadows the 
smaller they are. The significance of this detachment from 
the cell wall in the life cycle of the organism is not known, 
nor whether it is present before drying. Bacteria of reduced 
contrast and showing no signs of shrinkage can often be 
seen in the same field. Why the cytoplasm shrinks away 
from the cell wall in some organisms while retaining most 
of its solids, and why in others there occurs a uniform 
loss of solids with no shrinkage or distortion of the’ 
cytoplasm, is not understood. 


Development of Secondary Forms 


How the secondary forms further develop is also not 
clear. Some of course die, and we presume this to be 
accompanied by loss of contents, leaving empty shells. In 
spore-bearers progressive increase in shrinkage may be 
preliminary to spore formation The remainder, which 
proceed to cell division, must presumably rehydrate in 
some manner. After cell division sharply defined inclu- 
sions can sometimes be seen which are both lighter and 
darker than the surrounding cytoplasm (Ruska, 1942). 
Some bacteria are exceptional in showing similar inclu- 
sions early in the life of the organism. M. tuberculosis 
has been an object of special study (Lembke and Ruska, 
1940 ; Mudd et al., 1942; Brieger et al., 1947) in this con- 
nexion, and treatment with lipid solvents reveals that the 
dark clean-cut inclusions (Fig. 12) are in this case for the 
most part lipid in mature (Lembke and Ruska, 1940). No 
signs are seen of the classical waxy envelope which has 
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been postulated as the basis of the acid-fast character of 
these organisms. There is little doubt that granules con- 
šisting predominantly of proteins, lipids, or polysaccharides 
occur irregularly in many organisms and in different 
metabolic states of the same organism. 
These considerations naturally provoke speculation about 

the status of the nuclear bodies stained by Stille (1937), 
Piekarski (1937, 1939) and Rooinow ‘(1939, 1942) in 
numerous bacteria and which have come to occupy a 
somewhat controversial position in bacteriology in recent 
years. It is quite clear that electron microscopy does not 
settle the issue, since many organisms which show such 
bodies when stained by the Feulgen or Giemsa technique 
‘are too opaque for study with electrons. On the other 
hand, it is possible that some of the stained organisms are 
„secondary forms, and what is taken to be a nucleus is in 
fact the shrunken body of the organism, especially since 
the cytoplasm of most bacteria is diffusely basophilic. In 
the few cases (Piekarski and Ruska, 1939; Robinow and 
Cosslett, 1948) where the same organism has been stained 
and examined in the electron micrograph a somewhat sur- 
prising result has been obtained—namely, where the nuclear 
body occurs in the stained specimen a lighter vacuole-like 
area appears in the electron microscope. This suggests that 
the true nuclear inclusion is more hydrated than other inclu- 
sions, and more so even than the surrounding cytoplasm. 
While such a state of affairs is contrary to general cyto- 
logical experience, it is perhaps not surprising to find it 
in organisms as dense as are most bacteria. 

. Observations have as yet: been too few to allow general- 
izations to be made regarding the morphology of bacteria. 
It is clear that the greatest single difficulty in the way of 
progress lies in the variability of organisms of the same 
culture. 
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‘CLINICAL TESTS OF A NEW COUMARIN 


SUBSTANCE 
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MIRKO KUBIK, M.D.Prague 


(From the Department of Surgery, Edinburgh University, and 
the Obstetric ‘Unit, University College Hospital, London) 


This paper records the results of clinical tests of a 
new coumarin product, bis-3,3’-(4-oxycoumarinyl) ethyl 
acetate* (referred to here as B.O.E.A.), which seems to 
be a step nearer the ideal coumarin substance than any so 
far available for clinical use. Rosicky (1944) assumed 
that the delay in action of dicoumarol was due to difficulty 
in splitting thé molecule, a biological fact later confirmed 
experimentally by Pulver and von Kaulla (1948). Rosicky 
therefore weakened the methylene linkage between the two 
coumarin groupings by the addition of a carboxyl group. 
Chemically the substance.so produced was the ethyl ester 
of di-4-oxycoumarinyl acetic acid. Weight for weight this 
substance (B.O.E.A.) is about four times less active than 
dicoumarol — 3,3’-methylene-bis-(4-hydroxycoumarin) — 
100 mg. of the latter corresponding approximately in anti- 
coagulant action with 400 mg. of the former (Reinis and 
Kubik, 1948). B.O.E.A. is therefore prepared for clinical 
use in tablets of 0.3 g. for oral administration. ; 
The comparative rates of action and excretion are set 
out in Fig. 1,.which shows the average effect of a single 


- dose of B.O.E.A. and of dicoumarol on the prothrombin 


levels in six subjects. In this group, after a single dose 
of B.O.E.A. the minimal prothrombin level was reached 
between eight and 24 hours and equally rapidly returned 
towards normal. With dicoumarol the minimal level 
was not reached for 32 hours and was maintained for a 
TER oe T a a MM 


*We wish to acknowledge the courtesy of SPOFA-(United Pharma- 
ceutical Works), Prague, and of Pharmaceutical Laboratories, Geigy 
Ltd., Manchester, who supplied this substance for trial under the 
respective names of “ pelentan ” and ‘ tromexan. 
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comparatively long period. The rapidity of action and excre- 
tion of B.O.E.A. as compared with dicoumarol was reported 
in animal experiments by von Kaulla and Pulver (1948). 
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Fic. 1.—Average prothrombin percentage of normal in six sub- 


jects at eight-hourly intervals after (1) 1.2 g- of B.O.E.A., and (2) 
300 mg. of dicoumarol given at 0 hours in each case. 
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Fic. 2.—Pulmonary embolus following cholecystectomy and choledochostomy. 

Resistant to B.O.E.A. Effect of B.O.E.A. prolonged for two days after withdrawal. 
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Fic, 3.—-Number of patients in whom prothrombin fell to 50% 
or under of normal level, plotted against time after administration of 
B.O.E.A. in 55/cases, and comparable doses of dicoumarol in 15 
cases (300 mg. followed by 200 mg. with maintenance of 100-200 mg. 
daily). Comparison between numbers at the required prothrombin 
level at 36 hours or under with those over 36 hours gives x? = 6.3 
and P less than 0.02, which is highly significant. 


In the present trial, 126 subjects have been 
treated therapeutically with B.O.E‘A. The 
cases include post-operative thrombosis and 
pulmonary embolism in patients in surgical 
and gynaecological wards, spontaneous 
venous thrombosis, puerperal thrombosis, and 
a group of patients with arterial thrombosis or 
embolism (Table I) In the surgical post- 
operative group many of the patients were 
gravely ill, apart from the thrombotic com- 
plication, while two patients.in this group and 
four with arterial emboli also had auricular 
fibrillation. 


Dosage and Duration of Treatment 


In the majority of cases 0.9 to 1.2 g. of 
B.O.E.A. was given on the first two days, and 
thereafter dosage was regulated by response 
to treatment as shown by the prothrombin 
level and clinical signs, 0.3 to 0.6 g. usually 
proving sufficient. It is generally desirable to 
maintain the prothrombin level between 20 
and 30% of normal, but in some cases a level 
of 40-50% of normal proved satisfactory for 
clinical improvement.. The prothrombin level 
of the blood was usually checked daily, a pro- 
cedure which is strongly advocated as a guard 
against overdosage (Allen, 1947) in all cases 
under treatment with dicoumarol. In our 
experience, once the desired prothrombin level 
is reached it has been maintained so steadily 
on 0.3 to 0.6 g. of B.O.E.A. daily that estima- 
tions need be made only on alternate days. In 
cases in which an'immediate. response to anti- 
coagulant therapy was necessary heparin was 
given in addition for the first 24-48 hours, 
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TABLE I.—Subjects Treated with B.O.E.A. 
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Fic. 4.—Number of patients in whom prothrombin rose to 50% or over of the for three to four weeks, and two patients with 
normal level, plotted against time after the withdrawal of the drug. (A total of | gangrene of the toes, due to arterial throm- 
54 patients, 42 of whom were treated with B.O.E.A. and 12 with dicoumarol.) bosis, were each treated for two months. In 
Comparison between numbers at the required prothrombin level at 36 hours or: : f ; : 3 

. under with those over 36 hours gives x? = 3.6 and P between 0.1 and 0.5, which One male patient with severe widespread 


is barely significant. , a recurrent venous thrombosis (who is still 
uu ae i T. under treatment) the prothrombin level has 

a i eA g been maintained in the region ,of 20 to 40% 

© © of normal for 10 months, the rather larger 


1204 i : i E I I g g 1 a p H g E dosage of 0.6 to 0.9 g. having been necessary 


ME O-3G.BOEA. in this particular case to ensure the desired 
110 , ' level. 


Effect on Prothrombin Level 


In over 80% of the patients under treatment 

the prothrombin level of the blood dropped to 

. 50% or under within 36 hours of administra- 

tion of the first dose of B.O-E.A., and it 

returned to the same level within the same. 

period after discontinuance of the drug. ~ 

Twenty subjects were regardéd as resistant in . 

. that the prothrombin level failed to fall to 50.% 

_ or under within 60 hours of the first dose. In . 

_ 15 cases a lag of more than 60 hours in the 

return to 50% (or. over) of the normal pro- 

thrombin level occurred at the end of treat- 
ment. A typical case is shown in Fig. 2. 


Of one group of 70 patients suffering from 
‘major thrombotic or embolic episodes 55 were 
treated with B.O.E.A. and 15: with dicoumarol - 
(initial dose 300 mg., and 200 mg. on the 
second day). A more rapid fall in prothrombin 
level occurred in the group treated with 
B.O.E.A. (Fig. 3). © Although the number 
treated with dicoumarol is small, Yates’s modi- 
fication of the x? test (Fisher, 1948) applied to 
the numbers responding or failing to respond 
within 36 hours of administration of the drug. 
indicates that the difference is significant—a 
, value for P of between 0.02 and 0.01 being 
0 , obtained. Analysis of figures on the rate of 

Ee oe eS TIME- NAYS, eae ee ne He elimination of the drug after cessation of 


i i e same manner in 
Fic: 5.—Spontaneous axillary vein thrombosis No history of trauma. Treated treatment is shown in th 
with elevation, anticoagulants, and massage, with good'results. ' ' Fig. 4. 
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Fic. 6.—Normal response to B.O.E.A. Thrombosis of right 
femoral vein in patient with mitral stenosis on second day after 
Patient was ambulatory six days after starting 


normal delivery. 
treatment, and was discharged one week later. 


A slow initial response to the drug was not ` 


invariably followed by a prolonged effect. On 
the contrary, seven of the patients in whom 
the prothrombin level had not returned to 
50% within 60 hours had responded to the 
initial dose within 36 hours. 


Clinical Results i 


The clinical results were good in all cases of 
post-operative venous thrombosis; residual 
swelling has persisted in only three cases. Since 
lack of space makes it impossible to give the 
detailed case histories, Fig. 5 is included to 
show a typical response. Good recovery 
occurred in the group of patients with pul- 
monary emboli, with the exception of one who 
died during treatment with B.O.E.A. This 
patient had a history of chronic bronchitis and 
bronchiectasis, and was admitted to a medical 
ward critically ill with an ilio-femoral throm- 
bosis followed by a pulmonary embolus; she 
was also found to have auricular fibrillation. 
She responded well initially to heparin and 
B.O.E.A., and her prothrombin level was 
maintained between 20 and 40% of normal 
from the fourth to eleventh days. On the 
eleventh day, when the prothrombin level was 
33% of normal, she became distressed, 
haemoptysis occurred, and her pulse rate rose 
steadily until she died on the morning of the 
twelfth day of treatment. Necropsy revealed 
a large old embolus in the pulmonary artery, 
not causing complete blockage, so that the 

lung showed no signs of infarction : spreading 
_ thrombosis had not occurred. Death was due 
to myocardial failure. 
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In the group of patients with obliterative arterial disease 
the aim of treatment was to prevent consecutive throm- 


‘ bosis and consequent development of or increase in 


gangrene. This was achieved in all except one case—that 
of a man with aortic thrombosis who died two days after 
Operation. 

In several cases in the present series the drug was 
administered within six hours of operation or delivery 
(Fig. 6). No excess puerperal or post-operative haemor- 
rhage has been observed in cases treated for varying 
periods following operation or delivery. No infant suckled 
by a mother on B.O.E.A. has shown the tendency to bleed 
reported by Barnes and Ervin (1946), caused by the 
ingestion of anticoagulant secreted in the breast milk. 


Toxic or, Other Side-effects 


No general toxic effects have been observed. A small 
number of patients complained of the bitter taste of the 
tablets, which persists for a considerable time ; it probably 
accounted for the nausea initially complained of by three 
patients who vomited some of the tablets. 

Haematuria occurred in one patient who was in error 
given the ordered dose twice on the fourth day of treatment 
(Fig. 7). The mistake was not recognized until almost 
24 hours later, when 50 mg. of vitamin K was given. Red 
blood cells were found in the urine 24 hours after the 
second dose ; haematuria was marked in the next specimen, 
and then gradually diminished during the following 12 
Another haemorrhagic incident occurred in a 
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ilio-femoral thrombosis. On the fifth day of treatment, when 
the prothrombin level was 28% of normal, numerous 
petechial haemorrhages. appeared along the line òf the 
saphenous vein and its tributaries (a septic thrombosis had 
previously been present in this vein following an intra- 
venous drip). On the sixth day these petechial haemor- 


: rhages had spread round the leg and thigh, and large blood 


blisters were present around the drip scar and on the 
posterior surface of the thigh. The capillary resistance, 


` however, was within normal limits in both the normal and 


, from a bed-pan may have been the causal factors. 


the affected foot. Possibly sepsis and, in the thigh, pressure 
No 
further haemorrhage occurred when anticoagulant therapy 


was discontinued. 


Discussion 


' We feel that bis-3,3’-(4-oxycoumarinyl) ethyl acetate is 
certainly a step forward towards the production of an ideal 
anticoagutant, but it is still necessary to take the precautions 
advocated for this type of therapy. Prothrombin estima- 


, tions should be carried out daily, in a reliable laboratory 


= 


by a recognized technique, before the desired level is 
reached, and at least every other day while ‘the patient is 
under treatment. If this precaution is not rigorously 
adhered to there is a danger of haemorrhage, though this is 
unlikely to be severe, since the elimination of B.O.E.A. is 
more rapid than with dicoumarol. The case illustrated in 
Fig. 7 shows, however, that overdosage may cause a 
haemorrhagic episode. 


Summary 
Clinical results in 126 patients with venous thrombosis, 


_ pulmonary emboli, arterial thrombosis, or emboli who have 


been treated with a new coumarin compound, bis-3,3’-(4-oxy- . 


. coumarinyl) ethyl acetate for periods varying from five days 


` ing out these trials, 


to ten months are reported. ’ 


In over 80% of cases given adequate dosage the prothrombin 
level of the blood was reduced to under 50% of norma] within 
36 hours of the start of treatment, and it returned to over 50% 
of normal within the same period after withdrawal of the drug. 
No gross cumulative effect of the drug has been observed, 
although in 12% of cases the prothrombin level remained below 
50% of normal for periods up to fọur days after discontinuing 
the substance. 


Apart from slight nausea and vomiting in a small number 


of subjects, due possibly to the bitter taste of the tablets, no 


toxic effects were noted. 


Transient haematuria, through erroneous overdosage, 
occurred in one patient, petechial haemorrhage developed in 
the thrombosed limb in another, and one patient with congestive 
heart failure developed a haematemesis during treatment. 

While under treatment two patients died from, causes not 
attributable to the anticoagulant therapy. . 


We wish to express our thanks to Professor Sir James Learmonth, 
‘Professor R., J. Kellar, Professor W. C. W. Nixon, and Drs. W. D. D. 
Small, and W. A. Alexander; also to the honorary and unit staff of 
the Obstetric Unit, University College Hospital, for facilities in carry- 
One of us (C. C. B.) was assistant in the Medical 


` Research Council Clinical Endocrinology Research Unit at Edinburgh 
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(From the Department of Bacteriology, London School of 
Hygiene and Tropical Medicine) 


During the last ten years there has been a’ great increase 
in the number of reported outbreaks of food-poisoning in 
this country, the majority of the cases of the “infection ` 
as opposed to the “toxin” type being due to- organisms 
of the salmonella group. Part of the increase is no doubt 
due to better diagnosis and reporting, but a considerable 
proportion is real. Interest in the possible reservoirs and 
vehicles of salmonella infection has been stimulated, and, 
in addition to the well-known sources, of which rodents, 
pigs, cattle, and duck eggs are the most important, 
certain new sources have been recognized, particularly 
imported spray-dried egg. The origin of many cases, how- 
ever, remains obscure, and it seemed of interest to deter- 
mine whether salmonella infection was prevalent in dogs 
and cats in view of their close domestic contact with man - 
and his food. Further stimuli to the investigation were 
the extent to which streets and pavements are fouled with 
dog faeces, and the frequent observation of cats with free — 
access to unprotected foods in shops. The work was 
extended to include examination of a number of apecimed: 


.from pigeons. 


Dogs 
There are numerous reports of the isolation of sal- 
monellae from dogs suffering from septicaemia, diarrhoea, 
and other conditions. The most extensive data are provided 


by Bruner and Moran (1949), who give an account of 


2,788 cultures from 32 animal species other than man or 
fowls studied during a period of 16 years ‘at the Kentucky 
Experiment, Station. The majority of the cultures were 
from swine, but. dogs, with 103 strains, came second on 
thelist. No fewer than 26 different salmonella types were 
isolated from dogs, of which the most frequent were Salm. 
typhi-murium (accounting for 40% of outbreaks), Salm. 
cholerae-suis, Salm. oranienburg, Salm. newport, and Salm. 
anatum. Bruner and Moran state that salmonella infec- 
tion is usually a septicaemic condition in lower animals , 
but that asymptomatic carriers may occur. Their work 
was, of course, not a survey but a record of the identifica- 
tion of organisms ‘submitted from a wide area, probably 
mostly from sick animals. 

Wolff, Henderson, and McCallum (1948) ported. the 
results of the examination of rectal swabs from 100 dogs’ 
in a veterinary clinic, an animal shelter, and a crowded 
insanitary private kennel in Michigan. A remarkably high 
rate of infection was recorded. Sixteen different salmonella 


‘types were isolated from 18 of the dogs; one dog yielded 


five different types in the course of six swabbings. Many 
of the dogs had enteritis, or a history of enteritis, but a 
considerable number were clinically normal at the time of 
examination. Although the source of the infections was 


not determined, it is significant that the diet of the animals 


I 


Dec. 3, 1949 


ISOLATION OF SALMONELLAE FROM DOGS AND CATS 


K 
h 


1255 


f ~ BRITISH 
MEDICAL JOURNAL 





in the most heavily infected institution included a supply 
of rejected candled.eggs, and that many of the salmonella 
types isolated were those commonly found in poultry and 
eggs in the United States. Wolff (1947) has also discussed 
the public-health significance of animal salmonella infec- 
tions, and mentions that at least three human outbreaks 
have been traced to dogs as the probable source. The 
best known is that reported by Caspersen (1937), who 
investigated six cases of paratyphioid B fever in Rakkestad, 
Norway, and concluded that the most probable source of 
infection was a dog which had had a diarrhoeal] illness for 
14 days before the occurrence of the first ‘human case ; 
the organism was not isolated from the dog, but H and O 
agglutinins were present in its blood and were not found 
in the blood of 23 other dogs. .Comment on ‘this outbreak 
appeared in the Lancet (Editorial, 1938). 

Magnusson (1938) described an epidemic of salmonella 
infection in a Swedish village in which the source of infec- 
tion was probably a stray dog which had an abortion and 
diarrhoea during the preceding week ; Salm. abortus canis 
was isolated from the dog and from three of the patients. 
This organism is regarded by Kauffmann as a variant of 
Salm. paratyphi B, to which it is closely related anti- 
genically. Kauffmann and Henningsen (1939) isolated Salm. 
glostrup from the faeces of patients in a family outbreak 
of gastro-enteritis, and from the faeces and blood of a dog 
that was ill at the same time. Taylor (1949) mentions 
the isolation of Salm. thompson from a dog with diarrhoea. 
It may be noted. that this type has appeared not infre- 
quently in recent human infections in this country and 
that,. although it is known to be common in poultry in 
some areds, the actual source of the infections in man 
remains obscure. ' 

Reitler and Menzel (1946) have described a peculiar 
disease of dogs in Palestine. It affects dogs living in groups, 
it may assume an acute or a chronic form, and it is asso- 
ciated with tick infestation. A salmonella with the anti- 
genic formula VI, XIV, XXIV : r-1, 7 was isolated from 
the blood of two dogs. Kauffmann (1947) states that this 
organism has been identified as Salm. bovis morbificans. 
Examination of a large number of ticks failed to show this 
salmonella, but Salm. enteritidis was isolated from one 
tick obtained from a sick dog possessing agglutinins to 
the same organism. The suggestion is that ticks may be 
occasional transmitters of natural salmonella infection, 
such transmission having been shown by Parker and 
Steinhaus (1943) to be experimentally possible. Wenske 
(1933) did not isolate a salmonella from numerous samples 
of faeces obtained from 163 dogs suffering from various 
diseases, but it is to be noted that at that date methods 
of isolation were less effective than those now available. 


Own Observations 

Of the’ 500 specimens of canine faeces examined, 437 
were obtained from a large kennel in London which was 
responsible for the care of stray dogs found in the metro- 
politan area. The samples were collected weekly, and, 
since none of the. dogs were, kept at the institution for 
longer than seven days, a completely new set of dogs was 
examined at each collection. There were seldom fewer 
than 300 dogs in the kennels at any one time, and they 
were considered to be a fair sample of the dog population 
of London. The standard of hygiene was high, and all 
the dogs appeared clinically normal. The remaining 63 
samples were collected from the streets in various parts 
of London. , 


The method of examination was as follows. Cultures 


- were made- on Leifson’s desoxycholate-citrate agar, as 


n 1 


modified. by Hynes (1942), directly and after enrichment 
for 18 hours in selenite medium and for 10 hours in tetra- 
thionate broth. The enrichment media were prepared by 
the methods recommended by Leifson (1936) and Knox, 
Gell, and Pollock (1942). . The plates were inspected for 
suspicious non-lactose-fermenting colonies, of which several 
were marked and picked to tubes of 2% urea in Clark 
and Lubs’s phosphate buffer at pH 7.2 (Elek, 1948). 
After incubation for three hours in the water-bath at 37° C. 
the tubes were tested with Nessler’s reagent for ammonia 
production, and the negative colonies were subcultured 
into peptone water and on to agar slopes, which were 
incubated until the following day. The peptone water 
was used for the indole test, and the agar slopes of the 
indole-negative organisms were used for the further 
morphological, biochemical, and serological study of the 
organisms. Motility and the usual fermentation reactions 
were studied, and slide agglutinations were carried out 
with polyvalent H and O, and if necessary with group- 
specific O and phase 1 and 2 H antisera obtained from 
the Standards Laboratory. Organisms giving positive slide- 
agglutination were submitted to a full tube test, and in 
certain cases identification was completed by determining 
fermentation reactions in the rarer sugar media. In a 
number of instances final identification or confirmation 
of a salmonella was made at the Salmonella Reference 
Laboratory, Colindale. n 

Results —From the 500 specimens of faeces from dogs 
five salmonellae were isolated, a frequency of 1%. The 
organisms were Salm. newport (2 specimens), Salm. typhi- 
murium (2 specimens), and a salmonella of doubtful 
identity. The last-named was an organism with tbe typical 
morphological, cultural, and biochemical characters of a 
salmonella, possessing flagellar antigenic factors “g, p.” 
The somatic antigens could not be identified owing to the 
roughness of the strain, and attempts to produce smooth 
organisms by mouse passage did not succeed. Dr. Joan 
Taylor suspected that this organism was originally a strain 
of Salm. dublin, but there could be no complete proof that 
this was so. The positive cultures were all obtained from 
samples collected in the institution. 


Cats 


Bruner and Moran (1949) in the work referred to above 
obtained 34 cultures, belonging to 17 different salmonella 
types, from cats, many of which were known to be 
apparently healthy. Wolff (1947) makes the comment that,. 
although cats constantly eat rats and mice, only two reports 


- of salmonella infection, with Salm. cholerae-suis and Salm. 


paratyphi A, were at that time known to him. McNeil 
and Hinshaw (1944), investigating the possible sources of 
Salm. typhi-murium, which was a cause of severe economic 
loss in turkey poults, refer to the isolation of this organism 
from two cats on infected turkey ranches ; snakes and 
house-flies were also found to be infected. Salsamendi 
(1936) isolated Salm. anatum from a cat with enteritis 
which proved fatal. A series of fatal infections with Salm. 
typhi-murium in laboratory stock kittens is described by 
van Dorssen (1937a), infected mice being the probable 
source of infection. Subcutaneous injection of the organism 
into cats produced rapid death, and feeding experiments 
resulted in a non-fatal infection of about half the animals, 
with persistence of the organism in the mesenteric glands. 
In the survey by Venske (1933), already mentioned, no 
salmonellae were isolated from 48 faecal specimens from 
18 cats suffering from various diseases. $ 

In a few instances disease in a cat has been associated 
with human infection. Kauffmann and Henningsen (1938) 


` 
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. isolated Salm. braenderup from the faeces of a man suffer- 
ing from enteritis and from his cat, which had died of a 
diarrhoeal illness. Taylor (1949) reports the infection of 
a child in this country with Salm. typhi-murium from a 
cat, and the same worker (Wilson and Miles, 1946) identi- 
fied Salm. concord from a case of acute gastro-enteritis 
in a child on a farm, and from her cat. 


"Own Observations 

Of the 500 specimens of feline faeces examined, 458 
were obtained from cats, mainly in~North London, that 
had been destroyed because their owners no longer wished 
to keep them. The animals were killed either by electrocu- 
tion or by shooting, and.the samples were collected usually 
within 20 hours of death by expressing faeces from the 
rectum by pressure on the abdomen or by means of rectal 
swabs. The manager of the organization stated that the 
vast majority of the cats were destroyed for reasons other 
than ill-health. Specimens were very rarely taken from 
cats showing any sign of illness, and the cultures made 
from two cats that had probably died of disease were 
negative for salmonellae. The cats from this source were 
regarded as an average sample of London cats with respect 
to age and breed. The other 42. specimens consisted of 
rectal swabs from healthy live cats brought to the Royal 
Veterinary College. 

The bacteriological investigations were carried. out by 
the same methods as were used for the dogs. 

Results——-From seven of the 500 specimens of faeces 
from cats salmonellae were isolated—a frequency of 1.4%. 
The organisms were identified as Salm. typhi-murium (three 
specimens), Salm. anatum (two specimens), Salm. 
montevideo, and-Salm. paratyphi B. The strains’ were 
typical in all respects. The strain of Salm. paratyphi B 
was submitted to the Salmonella and Enteric Reference 
Laboratories of the Central Public Health Laboratory, 
Colindale, for confirmation. It was reported by Dr. Joan 
Taylor to be a typical strain of Salm. paratyphi B, possess- 
ing the antigenic structure IV, V, XII:b-1, 2, and by 
Dr. E. S. Anderson to be a Vi strain untypable by the 


Vi-phages of Felix and Callow (1943) that are at present 
available. i 


Pigeons 


There are numerous reports in the literature indicating 
that Salm. typhi-murium is a frequent cause of disease in 
pigeons. Clarenburg and Dornickx (1932) record what is 
believed to be the first instance of human infection with 
this organism traced to pigeons. Twenty persons were 
attacked with gastro-enteritis after eating a pudding con- 
taining pigeons’ eggs, and Salm. typhi-murium of the same 
biochemical and serological type was isolated from the 
pudding, from the infected persons, and from the pigeons 
which had produced the incriminated eggs. That paper 
gives numerous references to the frequency of this sal- 
monella in disease of pigeons. 

Edwards (1935, 1938) has made the interesting observa- 
tion that somatic antigen V is almost always absent from 
pigeon strains of Salm. typhi-murium. These variants 
possessing only somatic antigen IV are referred to as the 
Copenhagen variety. They have been further discussed 
by Edwards and Bruner (1943) and by Bruner and Moran 
(1949), who found that they constituted 97.5% of all Salm. 
typhi-murium strains from pigeons and only 2.4% of those 
from other sources. Hohn and Herrmann (1937) also 
found that all of 11 strains from pigeons, including those 
from the human outbreak reported above, were of the 
Copenhagen type. Edwards states that “it is well known 
that food-poisoning may be caused by the consumption of 
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pigeons or the eggs of pigeons infected with Salm. typhi- 
murium,” and that “ the occurrence of IV-variants of Salm. 
typhi-murium in food-poisoning indicates that the infec- 
tion was contracted directly or indirectly from pigéons.” 
Cruickshank (1943) has reported the occurrence of a 
urinary infection with Salm. typhi-murium in a woman 
following close association with pigeons in her home. 


Own Observations 
' The total number of specimens of pigeons’ faeces 
examined was 133. Three of these were obtained from 
stray pigeons that had been destroyed. Seventeen were 
from various exotic breeds which were being exhibited 
at a poultry show. The remaining 113 specimens were 


collected in the early morning in Trafalgar Square, 
London. 


Results—From three of the 133 specimens of faeces 
from pigeons salmonellae were isolated—a frequency of 
2.25%. All the strains proved to be Salm. typhi-murium. 
It was reported by Dr. Joan Taylor that only one of the . 
three strains possessed somatic antigen V. Two of the 
strains were obtained. from the stray pigeons, which were 
obtained at different times and had no connexion with 
one another ; one of these possessed antigen V. The other 
culture of Salm. typhi-murium was isolated from a sample 
obtained in Trafalgar Square. 


Comment on Bacteriological Findings 


The isolation of 15 salmonellae from a total of 1,133 
specimens presented an opportunity of assessing the rela- 
tive value of the media used. By far the most successful 
procedure was enrichment in selenite broth for 18 hours 
followed by plating on desoxycholate-citrate agar. On only 
one occasion was there failure to detect a positive specimen 
by this routine; on this occasion Salm. typhi-murium 
appeared on direct plating, and there was reason to suspect 
that the selenite medium, a new batch, was unsatisfactory. 
In our hands tetrathionate broth gave poor results, and on 
the direct desoxycholate plates the salmonellae were often 
obscured by a heavy growth of other non-lactose- 
fermenting colonics. _ 

It soon became evident that the bacterial flora of the 
animal faeces differed from that of human faeces, and that 
the flora of the different animal species differed from one 
another. It was of interest to analyse the findings in regard 
to organisms which appeared as non-lactose-fermenters 
after 24 hours’ incubation of the plates. Many of these 
were urease-positive and proved to be strains of Proteus, 
and many ultimately fermented lactose, sucrose, or salicin. 
The value of Elek’s rapid test for urease is shown by the 
fact: that throughout the work only eight strains giving a 
negative reaction at three hours subsequently proved to be 
Proteus ; these tests had mostly been made with a small 
inoculum consisting of a single colony. The analysis of 
non-lactose-fermenting colonies is set out in the accom- 
panying table, which shows the comparative infréquency 
of these organisms in pigeons’ faeces and the striking pre- 
valence of paracolon bacilli in the faeces of cats as opposed 
to dogs and pigeons. The paracolon bacilli appearing 
on the’ direct desoxycholate-citrate plates from the cats 
were of a particular biochemical type, differing in colonial 
appearance and reactions from those appearing after 
enrichment. They usually grew in profuse and almost pure 
culture on the direct desoxycholate-citrate plates. On agar 
they formed round, butyrous, smooth colonies, later 
developing a more effuse peripheral extension. A distinc- 
tive odour was often observed. The organisms were motile.. 
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Table Showing Strains (Excluding Salmonellae) Producing Non- | 


lactose-fermenting Colonies, Derived from the Faeces of Dogs, 


i 


Cats, and Pigeons 





_ No. Positive on Desoxycholate- 
Citrate Agar 











j 4 Total 
Animal Organism pecimens 
R Direct Through Kovea Positive 
Selenite thionate 

Dogs (500 | Proteus 36 (7:2)| 98 C19: *38 (15:2) | 136 ie 
specimens) | Paracolon bacilli} 35 ee 27 (5-4 6 (2-4)| 540108 
Ps. pyocyanea 4 (0-8) 2 (0-4 0 (0-0)|. 6 (1:2 
Cats (500 | Proteus - 22 (4:4)| 47 (9-4) | 79 (15:8) | 105-(21-0 
specimens) |. Paracolon bacilli | 249 (49-8) | 127 Can 43 (8-6) | 289 (57-8 
Ps. pyocyanea 0 (0-0) 0 (0-0 0 (0-0) 0 (0-0 
Pigeons (133 | Proteus ; O (0:0)/ 11 (8-3) 1 (07)| 11 (8-3) 
specimens) | Paracolon bacilli} 15 (11-2) 6 ao) O (0-:0)| 18 (13-6) 
Ps. pyocyanea 0 (0-0) 0 (0-0 0 (0-0) 0 (0-0) 

The figures in parentheses are percentages. / 


* The first 252 specimens of canine faeces were not cultured in tetrathionate 
broth and the percentages are calculated on the last 248 specimens. 


They produced “acid in 24 hours ‘from glucose, maltose, 
inositol, and trehalose, -and did not ferment mannitol, 
sucrose, salicin, dulcitol, arabinose, xylose, or rhamnose. 
Lactose was fermented in about two to six days. Gelatin 
was not liquefied. The organisms were M.R.+, V.P.+, 
H,S—, citrate—, indole+, catalase +. - 

During the course of the work it was suggested that the 
indole-positive organisms from the different animals might 
be examined for possible identity with the type of Bact. coli 
which has been described’ by Taylor, Powell, and Wright 
(1949) under the designation D 433. This serological type 
was isolated in a number of outbreaks of infantile diar- 
rhoea and vomiting, and may play some part in the genesis 
of the disease. Slide-agglutination tests were therefore 
made on over 100 indole-positive strains with a D 433 
antiserum, but no cultures of this type were identified. 


. Discussion 


In the examination of faeces from 500 dogs, 500 cats, 
and 133 pigeons, 15 salmonellae of six different types were 
isolated. The frequency in dogs was 1%, in cats 1.4%, and 
in pigeons 2.25%. The animals were believed to represent 
an average sample of the London population of their 
species, and so far as could be ascertained they were not 
suffering from disease. l 

It is of interest to compare these frequencies with those 
recorded for rats and mice, which are recognized as an 
important source of salmonellae of food-poisoning ‘types. 
Savage and White (1923) isolated six salmonellae from 
the organs of 96 rats, the organism being found in the 
intestine in three instances (3.1%). .Khalil (1938) similarly 
isolated salmonellae from the intestine of 17 (2.3%) of 
750 rats. Welch, Ostrolenk, and Bartram (1941) obtained 
salmonellae from 1.2% of 420 samples of rat and mouse 
faeces from widely separated areas of the United States. 
The percentage in such surveys is likely to be higher when 
the sample is taken. from a small number of localities one 
of which may harbour an infected colony. All these 
workers have found a much higher percentage of rodents 
to be harbouring salmonellae in the spleen and other organs 
than are excreting the organisms in their faeces. This 
indicates that infection rates in animals are considerably 
greater than would appear from cultivation of the faeces, 
and that the number of infected dogs and cats may in 
fact be materially higher than the figures obtained in 
the present survey suggest. The rodent population has 
less intimate contact with man than dogs or cats, but their 
numbers and their opportunities of contaminating food- 
stuffs are of course much greater. The salmonellae ‘ost 
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commonly found in rodents are Salm. typhi-murium and 
Salm. enteritidis. BP. ° ~ 


Comment may be made on the types of salmonellae 


isolated in relation particularly to’ the occurrence of these 


types in cases of food-poisoning, in dried egg, and in pigs. 
Information on these points is available in the Medical 
Research Council’s report on “ The Bacteriology of Spray- 
dried Egg, with Particular Reference to Food Poisoning ” 
(Report, 1947a), and in the annual reports of the Chief 
Medical Officer (Report, 1947b, 1948). The figures show 
that Salm. typhi-murium, Salm. newport, Salm. montevideo, 
Salm. dublin, and Salm. anatum are amongst the species 
which have been most commonly isolated from cases or 
outbreaks of food-poisoning in England and Wales, the 
first-named three occupying respectively the first, third, and 
sixth places in frequency during the whole period 1923 
to 1944. Later reports of the Chief Medical Officer show 
the continued prevalence of these types. Salm. anatum 
and Salm. montevideo did not appear as a cause of food- 
poisoning in this country until 1941, and there is strong 
evidence that the infections were derived from imported 
dried egg. Examination of 840 strains from egg samples 
revealed 33 different types, and Salm. montevideo, Salm. 
anatum, Salm. typhi-murium, and Salm. newport were 
second, sixth, seventh, and eighth in frequency. Examina- 
tion of samples of mesenteric lymph nodes from 5,285 
pigs showed the same four types in the second, fourth, first, 
and twelfth place respectively. From 13 samples of sewage 
sludge (Report, 1947b) Salm. montevideo was isolated six 


times and Salm. typhi-murium and Salm. anatum three 
times each. 


It is clear that the salmonella types ‘isolated from 
domestic animals in this survey are among those most com- 
monly responsible for food-poisoning: The strains of Salm. 
typhi-murium were submitted to Vi-phage typing at the 
Central Enteric Reference Laboratory at Colindale. The 
strains from the pigeons and one of those from the cats 
were untypable. The other two cat strains and the two 
strains from dogs belonged to Vi-phage Types 1, 1a, and 
4, which are commonly met with in outbreaks of food- 
poisoning in man in this country. The provisional typing 
scheme of Salm. typhi-murium now in use has not yet 
been -pub'ished (Felix and Callow, personal communica- 
tion). Of the newer types, Salm. anatum usually causes 
a mild gastro-enteritis and Salm. montevideo a more severe 
illness of the same sort or sometimes a typhoid-like illness 
in which the organism may be isolated from the blood. 

The source of infection of the dogs and cats is a matter 
for speculation. The most probable origin of the infections 
in cats with Salm. typhi-murium is the eating of rats or 
mice. .Van Dorssen has infected cats by feeding with Salm. 
typhi-murium (van Dorssen, 1937a) and puppies by feed- 
ing with Salm. dublin (van Dorssen, 1937b). As already 
noted, Salm. montevideo and Salm. anatum appear to have 
been introduced into this country only recently through 
the medium of dried egg. Although rejected eggs were the 
probable source of the heavy incidence of salmonella 
infection in dogs in America reported by Wolff et al. 
(1948), imported dried egg has not been plentiful lately in 
this country. It is possible that infection might have been 
derived from pig products, although it must be remembered 
that these salmonellae were in fact considered to have been 
introduced into pigs by the medium of dried egg. Salm. 
anatum is known to the veterinarian as the cause of an 
epidemic intestinal infection: of ducklings known as “ keel 


- disease.” — 


The isolation of Salm. paratyphi B from a cat has not 
been previously .recorded, so far as is known. Edwards, 


y 


5 


, the country. 
infected cats is probably very much larger. 
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Bruner, and Moran (1948) have identified strains of this 
organism from dogs, chickens, cattle, sheep, and swine, and 
they therefore suggest that domestic animals may act as a 
Teservoir of Salm. paratyphi B to be considered in any 
‘search for the source of human cases. The strain isolated 
in the present survey was not typable by the ten Vi-phage 
preparations that are so far available for the purpose. Such 
untypable Vi strains, according to the’ records of the 
Central Enteric Reference Laboratory and Bureau, repre- 


~ 


‘ sent about 8% of the indigenous strains that have been 


isolated from persons suffering from paratyphoid B fever 
in all parts of the British Isles during the period 1941 to 
1948. The report of Caspersen (1937) has already been 
mentioned. There is a record by Krogh-Lund (1940) of 
the isolation of Salm. typhi from the faeces of dogs that 
had eaten the dejecta of typhoid patients. Salm. cholerae- 
suis, an organism closely related to Salm. paratyphi C, 
which usually causes a febrile illness of enteric type, is 
stated by Bruner and Moran to occur frequently among 
carnivora, including cats and dogs. These workers, refer- 
ring to isolations of this organism from human cases, state 
that “the majority of the infections occurred among 
children, who are often i in close contact with household 
pets. 9 

The significance of the observations now reported is not 
easy to interpret. 
2,792,863 dog licences were issued in Great Britain in the 
vyear 1946-7. If the 500 dogs'examined form a fair sample 
of the whole (an assumption for which there. is perhaps no 
justification), some twenty to thirty thousand dogs would 
be excreting salmonellae in the streets and open spaces of 
: On the same assumption’ the number of 
Cats are, 
however, less promiscuous in their defaecation habits, and 
it is likely that the mouse- and rat-catching activities of 
the cat of the storehouse or the milking-shed outweigh his 
potentialities. for danger. Nevertheless it is clearly an 
undesirable practice, not devoid of danger, to allow cats to 
have free access to nae: foods in provision stores 


„and elsewhere. 


The following conclusions seem justified The percentage 
of salmonella excreters among dogs and cats is probably 
of the same ‘order as that among rats and mice. 


gastro-enteritis and, in the case of Salm. paratyphi B, 
enteric fever in man. Further, there are a number of 


instances in the literature in which infection of a person 


from a dog or cat has been established. It is therefore 


'- reasonable that the epidemiologist should consider, the pos- 


sibility that dógs, cats, and pigeons may be a reservoir 
of salmonella infection ‘from which human cases may 
occasionally arise. 


Summary 


= In a survey made in London, five of 500 dogs (1%), : seven 
of 500 cats (1.4%), and three of 133 pigeons (2.25%) were found 
to be excreting ‘salmonellae in their faeces. 


The organisms from the dogs were Salm. newport (2), Salm. 
typhi-murium (2), and a salmonella of dowbtful identity ; from 
the cats, Salm. typhi-murium (3), Salm. anatum (2), Salm. 
montevideo, and Salm. paratyphi B ; from the pigeons, Salm. 
typhi-murium (3). These organisms are all types known to be 
capable of causing disease in man. 


This is believed to be the first record of the isolation of 
Salm. paratyphi B from a.cat. The organism was a’ Vi strain 


' not typable by Vi-phages. 


The significance of the findings is discüssed. It is suggested 
that dogs, cats, and pigeons are worthy of consideration as 
possibi sources of salmonella infection in man, 


1 


{ b 


- According to the official’ figures: 


The ' 
salmonellae isolated are of species which have caused ' 


Thanks are due to Dr. Joan Taylor, of the Salmonella Reference 
Laboratory, Colindale, for her kindness in identifying certain of | 
the salmonellae and providing a quantity of D 433 antiserum; fo ` 
Dr. A. Felix, F.R.S., for examining the culture of Salm. paratyphi 
B; to the various persons who assisted in the collection of material ; 
and to Mr. B. Madge’ for technical assistance, 
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The work of the Water Pollution Research Laboratory during 
1948 is described in a report published for the Department of 
Scientific and Industrial Research by H.M. Stationery Office 
(price 1s. 3d., by post Is. 5d.). Of the new investigations 
referred to probably the most interesting is one to be under- 
taken for the Port.of London Authority, to examine the causes 
of silting in the Thames Estuary. The Port of London 
Authority has provided a laboratory at Tilbury and a launch 
specially fitted for survey work which will include investiga- 
tion of the degree of pollution of the estuary water, the 
character of the bottom deposits, the quantity, nature, and 
origin of the material carried in suspension during the run of 
the tide, and the effect of polluting substances on the physical 
and chemical properties of this material. Reference is also 
made to the “cleansing stations” in which mussels taken from 
polluted coastal waters are cleansed of bacteria before being 
sold to the public. Work has also continued on the control 
of the small flies which in warm weather emerge from the 
percolating filters used in the treatment of sewage. Investiga- 
tions are described of waste waters from the washing of wheat 
and the steeping of barley and of the treatment of effluents’ 
from the manufacture of cider and the pickling of steel. The 
most detailed work, however, was on the treatment of waste 
waters from electroplating plants and particularly of those con- 
taining cyanides. Discharge of waste waters of this kind ‘ts 
often responsible for the death of fish in rivers. i 
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HOSPITAL OUTBREAK OF ENTERITIS 
DUE TO DUCK EGGS 


BY 


LAWRENCE P. GARROD, M:D., F.R.C.P. 


Bacteriologist and Sanitary Officer, St. Bartholomew's Hospital ; 
Professor of Bacteriology, University of London 


AND 


M. B. McILROY, M.B., M.R.C.P. 


Chief Assistant, Medical Professorial Unit, St. Bartholomew's 
Hospital 


On the morning of July 7, 1949, about 40 nurses at 
St. Bartholomew's Hospital had reported sick with an acute 
febrile enteritis, and many patients throughout the wards of 
the hospital were similarly affected. Inquiry in the kitchen 
revealed that a lightly cooked pudding containing 200 duck 
eggs had been served to the nursing and other female staff 
and to patients on July 5. It was therefore no surprise 
when stool cultures revealed the presence of Salmonella 
typhi-murium. The outbreak was on an exceptional scale 
for one so-produced, and had features which appear worthy 
of record. 


i l Source of Infection ; 


The incriminated dish was a “ queen of puddings.” In 
preparing this, yolks of eggs are beaten up with milk and 
added to bread crumbs in dishes in which the mixture is 
baked for 35 minutes, during which it- becomes semi-solid. 
It is then smeared with hot jam and covered with a layer 
af beaten-up white of egg mixed with a boiling saturated 
solution of sugar. The pudding is then returned to the oven 
for five minutes to brown this top layer. The whole.of a 
-consignment of. 200 duck eggs had’ been used to make this 
pudding : none of these were left, nor was any of the 
pudding itself, when its effects became manifest two days 
later. That it was the cause was proved conclusively by 
its effects on the family of a member of the kitchen staff 
who took some of the pudding home and gave it to them : 
these persons were admitted to another hospital, and Salm. 
typhi-murium was recovered from their stools. 

It was found that the duck eggs had been collected by 
the wholesaler from 16 farms in Essex, at two ‘of which 
conditions were reported by the local health authorities to 
be insanitary. |. 

This pudding was served in the nurses’ dining-room, 
where certain other female staff also take their midday 
meal, and to patients throughout all the wards. The amount 
prepared was said to suffice for 700 portions, but it is 
impossible to state how many people ate it, because an 
alternative sweet was also served. 


Clinical Features 


Varying numbers of patients in almost every ward of the 
hospital were affected, totalling about 60. A few, owing 
. in part to their previous condition,’ were gravely ill, and 
one elderly woman died. That comparatively few patients 
were attacked is due to the preference of the average hos- 
pital patient for rice pudding, the alternative sweet served. 
It was impracticable to follow all these cases, and this 
account will deal in detail only with the disease as seen 
in the nursing and domestic staff, of waon one of us was 
- temporarily in charge. 

Attack Rate—At the time of the ae the nursing 
and domestic staff numbered 351; of these, 197 ate the 
pudding and 136 (69%) were affected ; {54 did not eat the 


\ 


.until after recovery, when they were negative. 


pudding and 11 (7%) were affected. Of those who ate the 
pudding 59 out of 136 were sufficiently ill to report sick. 
Incubation Period—Thertime of onset of the first 


‘symptom was determined to the nearest hour by direct 


inquiry or by a questionary distributed within a week of 
the start of the epidemic: Opinions differ on the limits of 
the incubation period’ of Salm. typhi-murium enteritis. 
‘The American Public Health Association (1945) quotes 
6—48 hours, but Dack (1943) allows up to 72 hours. Savage 


~ and Bruce White (1925), in a report of 100 outbreaks of 


food-poisoning, give 48 hours as the longest incubation 
period of this infection. In the present epidemic there 
were a number of secondary cases, and it is difficult to 
define the upper. limits of the incubation period, but of 
136 persons who ate the pudding and were ill 120 (88%) 
noticed symptoms within 48 hours. The mean incubation 
period was 23.8 hours in- these cases. Of the remaining 16, 
three had an incubation period of 95-96 hours : they are 
considered secondary infections. There is not enough 
evidence to be sure whether the remaining 13, with incuba- 
tion periods of 48-76 hours, were primary or secondary 
infections (see Chart). 
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NEGATIVE STOOLS 
Z DURING ILLNESS 


g STOOLS NOT CULTURED 
DURING ILLNESS 
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NUMBER OF CASES“ 
9 


o 12 24 vai a8 60 72 84 96 
INCUBATION PERIOD IN HOURS 


Chart showing time between eating of pudding 
and onset of symptoms. 


Secondary Infections ——The 11 who developed symptoms 
without ‘having eaten the pudding require further explana- - 
tion., If the pudding,was the source of infection, then 
either their evidence was incorrect or they were infected 
secondarily. All 11 had typical symptoms and four had 
positive stools. Nine had incubation periods of 42 hours 
or more and could be secondary cases. The remaining two, 
who were ill 23 and 27 hours after the pudding was served, 
ate lunch in the main dining-room on the day in question, 
but said they did not eat the pudding. One had a positive 
stool culture : the stools of the other were not examined 
It is just 
possible that these two were served the alternative sweet 
with a spoon used for the infected pudding- The total 
number of secondary infections among nurses and domestic 
staff is thus thought to be 12, including five with positive 
stools. There was ample opportunity for cross-infection, 


“since many nurses were looking after affected patients in 


the wards. Secondary infections also occurred among the 
patients. Four patients in different wards developed Salm. 
typhi-murium enteritis 4, 6, 7, and 21 days after the start 
of the epidemic.. All four had positive stools. The latest 
secondary case was that of a woman who was ill two 
months after the epidemic. .She was thought to have con- 
tracted the infection from a baby born during the epidemic 
which was infected by its mother and continued to excrete 
bacilli for several weeks. ‘Another secondary attack was 
produced in, an unusual way: it occurred in a physicist 
who was performing estimations of the radio-iodine content 
of.the excreta of a patient with thyrotoxicosis who unfor- 
tunately contracted the infection. 


~ 
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Symptoms.—The presenting symptoms in the 136 persons 
who ate the pudding and were ill were as follows : 





Abdominal pain 37 patients | ' Backache T 9 patients 
Headache . hi Bay Spd. h Tiredness si s Ei 
Diarrhoea ze 22 y Dizziness ai da ae 
Nausea and vomiting ta? Ns s Faintness 1 patient 
Shivering . ier rr IP y Stiff neck | ere 
alaise .. m sa 10 a Fever i » 





It will be seen that abdominal pain, headache, and diar- 
rhoea were the commonest. The disease was more closely 
studied in the 59 who reported sick: in 48 of these stool 
cultures were positive. Fever occurred at some stage of 
the disease in 55 (93%), and 48 (81%) had a temperature 
of over 100°-F. (37.8° C.). The average duration of fever 
was 3.1 days, and the longest 7 days. Diarrhoea with 
three or more stools a day was present in 45 (76%), and 
the largest number of stools per day was 26. The stools 
were watery, with mucus but no blood. No green stools 
were reported. Vomiting occurred at some time in 18 
(31%), usually at the onset. Abdominal pain was almost 
invariably present, and was colicky. Three nurses 
developed transitory urticarial rashes while they were ill, 
and one ward maid had an epistaxis. The average duration 
of illness in the 59 cases reporting sick was 6.1 days; the 
longest was 12 days. In 10 cases (17%) there were sequelae 
—in three, mild diarrhoea persisted for two to three weeks ; 
five had a further mild gastro-intestinal upset lasting two 
to three days in the next four weeks ; and two of the more 
severely ill complained of weakness and lassitude during 
the next month: Stools examined during these posse 
relapses were all negative. 


Treatment—All cases reporting sick were given 
sulphaguanidine òr sulphasuxidine, 3 g. at once and 1.5 g. 
six-hourly,. without obvious effect. Three of ‘the more 
severely ill nurses were given streptomycin by mouth 
in 0.5-g. doses four-hourly : this treatment was also given 
to several very ill patients, and was considered to have 
had a good effect. The organism was shown to be 
streptomycin-sensitive, being inhibited in vitro by a con- 
centration of 1 ag. per ml.: in an infant similarly treated 
the organisms still present in the stools after recovery were 
found to be highly resistant. If streptomycin is used in 
this disease it should evidently be given by mouth. It 
is of interest in this connexion that two patients under 
treatment with intramuscular streptomycin for tuberculosis 
developed enteritis'in spite of it, although in one of them 
the attack was mild and somewhat atypical. 


Laboratory Investigations 


Examination of Faeces——Cultures of specimens from 
some of the original cases and certain others in the acute 
stage were made on desoxycholate-citrate medium and 
MacConkey’s medium. No attempt was made, or could 
in the circumstances be made, to confirm the diagnosis in 
all the cases at the height of the epidemic, which accounts 
for the fact that positive stool cultures were not obtained 

_in all evident cases discussed’in the foregoing analysis. 
On the other hand, it was imperative to examine faeces 
from all affected nurses after recovery to be sure that none 
remained a carrier. Manyvhad to return to duty before 
this had been done, and some had gone on more or less 
prolonged sick leave or annual leave; but arrangements 
were made to obtain a series of specimens at intervals of 
not less than four days from all affected nurses, until at 

` least two negatives had been obtained. (Kitchen and other 
domestic staff and, so far as possible, affected patients were 
examined similarly. These examinations continued for 
several weeks and raised the total of specimens dealt with 
in connexion with the outbreak well into four figures.) 
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Such specimens from convalescents were cultivated solely 
by the heavy inoculation of a tube of tetrathionate medium, 
which was plated after overnight incubation. 

These specimens were obtained at such irregular inter- 
vals that no adequate data exist for a detailed analysis of 
the rate of disappearance of the organism. The findings, 
such as they are, may be summarized by saying that almost 
all specimens examined during the first week were posi- 
tive : the number of known positives fell by the end of the 
second week to 12 (8%) and after a third week to 4 (3%); 
thereafter only one positive culture was obtained (on the 
22nd day). (These figures refer to nursing and domestic 
staff only : several patients, including two infants, carried 
the organism for longer periods.) 

Agglutinin Formation—The blood of 12 nurses was 
examined for agglutinin during convalescence, in most cases 
about two weeks after the onset. Agglutinin for Salm. 
typhi-muritum was found in all but one, the titre varying 
from | in 25 to 1 in 500: there was a strong suggestion 
that a higher titre was reached after a more severe attack. © 

Cooking Experiment.——With the kind co-operation of 
the catering officer, a pudding identical to that responsible 
for the outbreak was inoculated with culture of Salm. typhi- 
murium and cooked in the same way, cultures being made 
from it afterwards. The object was to produce in both 
egg-containing parts of the pudding a bacterial content, of 
about 100,000 organisms per ml., and viable counts before 
cooking showed that this had been achieved in the lower 
layer (yolk of egg and milk). It was not thought advisable 
to add culture to the white of eggs before beating and the 
addition of boiling sugar solution, owing to the danger of 
contaminating the power-driven machine used in the pre- 
paration of this material, and after its preparation it was 
difficult to achieve uniform admixture of a small amount 
of added liquid. Moreover, this is a material with which 
it is almost impossible to work quantitatively. This part 
of the experiment was therefore not wholly satisfactory. 

The results can be expressed shortly by saying that where- 
as before cooking both constituents contained the organism, 
in the former case in very large and ascertained numbers, 
afterwards both were almost completely sterile, and from 
neither constituent in any of many cultures was Salm. 
typhi-murium recovered. 


Discussion ~ 


It has been recognized for nearly twenty years that duck 
eggs, unlike hens’ eggs, may actually contain pathogenic 
organisms of the Salmonella group, commonly Salm. typhi- 
murium and sometimes Salm. enteritidis, owing to the 
existence of this infection in the bird itself. Hens are 
susceptible to infection with certain other Salmonellae also 
pathogenic for man, but in their eggs contamination is con- 
fined to the outer surface of the shell, and has been an 
important cause of food-poisoning only as the resu!t of the 
large-scale use of imported dried egg (Report of M.R.C., 
1947). The risk of eating duck eggs unless thoroughly 
cooked is fairly well known in medical circles, but perhaps 
less so among caterers, and it seems that a useful purpose 
may be served by giving this episode wide publicity. It is 
believed to be unique in the scale on which the eggs were 
used and the number of persons affected: most cases of 
enteritis so produced are single, due to the consumption of 
one lightly boiled or poached egg, and it is likely that the 
origin of many remains unrecognized. 

Experiment failed to confirm that the organisms can 
survive the cooking process employed. In view of their 
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low thermal death point, the survival of Salmonellae in 
even lightly cooked dishes'is difficult to explain. Recent 
experiments (Report of M.R.C., 1947) with reconstituted 
dried egg known to be infected showed that the great 
majority of the organisms were killed by scrambling (pro- 
ducing a temperature of 83° C. for three-quarters of a 


minute) and in omelette-making (85° C. for one minute). ` 


Only when the reconstituted egg was first incubated over- 
night, so producing a bacterial content of between 10,000 and 
1,000,000 per g., were positive cultures obtained after cook- 
ing, and then only from an inoculum of no less than 50 g. 
In view of these findings, and of failure to recover organ- 
isms from an experimental pudding of the kind concerned 
` here, the survival of sufficient numbers of bacteria in the 
incriminated food to cause so high an attack rate in those 
consuming it remains a mystery. : 

This outbreak is also of interest on account of the 
hazardous measures without which the work of the hospital 
could not have been continued. The only persons forbidden 
_to return to work until after repeated negative stool 
examinations were food-handlers, a kitchen employee, and 
two dining-room maids. It was necessary that nurses 
should return to duty as soon as they were fit to do so, 
and proof of their freedom from infection was not obtained 
until some time later : for a few days at least after their 
return to duty many were probably carriers, and some were 
shown to be. They were of course fully instructed in the 
precautions they must take, and evidently. observed them 
faithfully. A greater problem at the height of the epidemic 
was the nurse with a mild or unrecognized: attack of the 
disease who remained on duty. It is possible that some 
transmission to previously uninfected patients took place 
during this brief and strenuous period. 

Summary 

An account is given of an outbreak of Salm. typhi-murium 
enteritis involving nursing and other female staff and patients 
in a large general hospital. The vehicle of infection was a 
lightly cooked pudding containing 200 duck eggs: The clinical 
features of the disease are described, together with laboratory 
investigations and the steps taken to control the epidemic. 


We are indebted to Dr. Joan Taylor, of the Salmonella Reference 
Laboratory, for kindly examining five of the strains isolated from 
patients and confirming their identity, 
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The Control of 


\ 


A subcommittee of the Nurses and Midwives Whitley Council 
has made a report on working conditions in mental hospitals 
and recommended measures for the achievement of student 
nurse status. It points out that more qualified staff must be 
provided if the student is to do only the work that is necessary 
for gaining practical experience in training. The buildings 
should be reorganized to provide better facilities for the patients 
and less needless work for these students. Central teaching 
units should be established to which students could go for a 
period of special tuition each year. Training should be super- 
vised by education officers (who should be qualified tutors) 
in co-operation with the matron’and chief male nurse. The 
period at the preliminary training school should be extended as 
soon as possible to three months, and some of this time should 
be spent in wards. Lectures and demonstrations should be 
given in duty time, and no student should be on night duty 
for a month before the examination. Students should not be 
put in charge of wards and shouid not have to werk more than 
48 hours a week. Their uniform should be distinctive. 


ENTERITIS DUE TO DUCK EGGS 
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THE MARTIUS BULBO-CAVERNOSUS 
INTERPOSITION OPERATION 


BY 


WILFRED SHAW, M.A., M.D.Cantab., F.R.CS. 
F-R.C.0.G. 
Surgeon. in Charge, Gynaecological and Obstetrical Depart- 


ment, St. Bartholomew’s Hospital ; Gynaecologist, St. Andrew's 
Hospital, Dollis Hill 


This operation has been devised and advocated by Professor 
H. Martius, of Gottingen, for the treatment of stress incon- 
tinénce and of particular types of vesico-vaginal fistula. 
The principle of the operation is to interpose a graft of 
tissue obtained from the labium majus between the urethra 
and bladder above and the anterior vaginal wall below. 


‘A vertical incision is made-into the labium majus, and the 


fatty tissues, together with the bulbo-cavernosus muscle, 
are mobilized to form a cylindrical graft. The upper end 
of the graft is then cut through in the vicinity of the mons 
veneris. The posterior attachment of the graft is left intact 
so that the;-bulk of the blood supply to its tissue is left 
undisturbed. A flap of anterior vaginal wall is mobilized 
laterally until the deep tissues of the labium are exposed. 
The free end of the graft is then drawn through so that 
the graft can be interposed and stitched into position. ‘The 
operation is extremely simple to perform, and the only 
difficulty seems to be to obtain complete haemostasis. 
For the treatment of stress incontinence the thick tissues 
of the graft act as a supporting shelf by pushing up the 
urethra and the neck of the bladder. In the treatment of 
vesico-vaginal fistula the bladder is repaired in the usual 
way and the graft is utilized partly to prevent leakage of 
urine and partly to separate the sutured bladder from the 
anterior vaginal wall. I have employed the operation in a 
small series of cases, the details of which are here given. 


Case 1 


A primipara aged 53 had suffered: from stress incontinence 
for a year. She had been married for 20 years and her child 
was aged 19. The 
menopause had 
occurred four 
years previously. 
The pelvic organs 
were normal. 
There was a 
slight descent of 
the lower part of 
the anterior vagi- 


nal wall.’ The 
meatus was patu- 
lous and urine 


when the patient 
coughed. 

A Martius 
operation was 
performed in 
July, 1948. A 
midline incision 
was made in the 
anterior vaginal 
wall, together 
with lateral inci- 
sions from the 
end of the verti- 
cal incision near 
the meatus. 
Lateral- vaginal 





Fic. 1.—Martius operation, An incision has 
been made in the right labium majus and a 
graft of tissue containing fat and the bulbo- 
cavernosus muscle has been mobilized. 
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flaps were ‘dissected away to expose the urethra and the neck 
of the bladder, and on the patient’s right ‘side the vaginal wall 
was undermined towards the region ‘of the labium majus. An 
incision. about 4 in. (10 cm.) long was made through the tissues 
of the right labium majus extending downwards from the level 
of the’ clitoris. The tissues of the labium were opened up and 


the bulbo-cavernosus muscle, together with the fatty tissues, . 


was dissected away from the mesial skin of the labium (Fig. 1). 
A cylindrical pedicle graft was then fashioned from the fatty 
muscle tissues. The graft was mobilized: on each side and cut 
' across in the vicinity of the mons veneris. ) 


An opening was now made between the vaginal wound 
and thé exposed area within the labilim. majus. No difficulty 
Was experienced at this stage of, the operation. The free end 
of the graft was drawn through this opening and interposed 
below the urethra and the neck.of the bladder (Fig 2). It 





Fic. 2.—Incisions have been made in the anterior vaginal 
wall and vaginal flaps have been dissected away from the 
midline. On the right ‘side the tissues inter’ening between 
the raw surface in the vagina and the wound in the right 
labium majus have been. divided and the Martius graft is 
being drawn through. Subsequently it is sutured into position 
below the urethra and bladder. 


- 


was sutured into position with catgut sutures to form a broad 
shelf of fatty and muscle tissue. The wounds in the vagina 
and in the labium majus were now closed with interrupted 
catgut sutures. . Great care ‘was taken to obtain complete 
. haemostasis within the wound of the labium majus. Conva- 
lescence was uneventful. The end-result was not regarded as 
satisfactory, for the patient still had some stress incontinence 
after the operation, although there was an improvement. 


Case 2 i 


A primipara aged 58 had complained of stress incontinence 
for the last 20years. Ten- years previously I had performed 
a vaginal operation for stress incontinence with excellent results 
until one year ago, when the symptom recurred. She had been 

‚married for 33 years and her child was aged 26. The vaginal 
walls and the cervix were well supported, but there was 
a slight dropping of the lower part of the anterior vaginal 
wall. * a 

A Martius operation was performed on July 15, 1948. In 
this case the end-result was excellent and the patient is 
completely free of symptoms. | 


The same technique was used in each of these two cases. 

In one the operation was successful and in the other it 

was a partial failure. Personally, I have much difficulty 

in believing that a shelf of fatty and muscle tissue is 

- sufficient in itself to support the urethra and the bladder 
neck to prevent the development of stress incontinence. 
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Case 3: Vesico-vaginal Fistula i 


This patient, a married woman aged 52, developed a vesico- 
vaginal fistula 28 years ago. Unsuccessful operations had been 
performed ın 1921 and 1925. Although the patient had been 
seen at frequent intervals since 1925 she had always refused 
further surgical treatment, but in November, 1948, she changed 
her mind. 

The anterior vaginal.wall was deeply scarred and there was 
a small vesico-vaginal fistula in the region of the neck of the 
bladder. The operation was performed on Nov. 19, 1948. A 
vertical incision was made in the anterior vaginal wall, with 
lateral extensions on each side just below the urethral meatus. ` 
Lateral vaginal flaps were fashioned and dissected clear. The 
fistula was exposed, scar tissue was excised, and the fistula was 
closed with a preliminary purse-string suture followed by two 
layers of Lembert sutures through the bladder wall. 

A Martius graft was then prepared from the tissues of the 
right labium majus and the graft interposed in the usual way. 
A small drainage-tubé ` 
was left in the wound’ f ¢ 
in the labium majus. y 
The patient was nursed 


self-retaining catheter 
and continuous blad- ,' 
der drainage for 10 
days. The wound in 
the vagina healed by 
first intention and the 
fistula,was cured. 
Nevertheless, in spite 
of the presence of the 
Martius ‘graft the 
patient still has stress 
incontinence. : ' 

/ 









Case 4 

A married woman 
aged 24 developed a 
vesico-vaginal fistula 
after a ‘forceps de- 

Fic. 3.—Method of fashioning a new 
urethra. Modification of the Gray-Ward 
technique. The bladder opens direct into . 
the vagina and the urethra has disap- 
peared completely. The straight line 
demarcates the flap fashioned’ from the 
vaginal wall. The dotted lines represent 
the positions of the incisions made later. 


ferred to me after she 
had been operated 
upon at least five 
times without success. 
There was a large 
vesico-vaginal fistula 
about 4-in. (1.25 cm.) 


the junction of the 
urethra with the blad- 
der neck. The patient 
was operated upon on ` 
July 26, 1948. A verti- 
cal incision was made > 
in the anterior vaginal S 
wall and lateral flaps 
were dissected away 
from the urethra and . 
the bladder in the 
usual way. Mobiliza- 
tion of the bladder 
and urethra was ex- 
tremely difficult. The = = See 
fistula was exposed, ` ee: 
scar tissue was ex- = 
cised, and the edges 
of the fistula were 
freshened. A sound 
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Fic. `4.—The flap of vaginal wall has 
been drawn down from above so that-it fs 
hinged just above the site of the vesico- 
vaginal fistula, 


urethra into the blad- 
der and the fistula 
closed with three 
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layers of interrupted 
catgut sutures. The 
‘ first two layers were 
arranged longitudin- 
ally, while the third 
layer was placed trans- 
versely, the bladder 
being drawn down to 
cover the vertical lay- 
ers. A Martius graft 
‘was then fashioned 
from the right labium 
majus and interposed 
between the urethra 
and the bladder above 
and the vaginal wall 
below. The wounds 
in the labium majus 
and in the vaginal 
wall were then closed 
with interrupted 
sutures. | 
The patient was 
nursed on her back 
and a self-retaining 
catheter was kept in 
. the bladder for 10 
days and the bladder 
drained continu- 
ously. Conva- 
lescence was 
excellent and the 
healing was by 





Fic. 5.—The vaginal flap is now 
sutured to the edge of the incisions 
located by the dotted lines in Fig..3. In 
this way a tube is formed which acts as 
a new.urethra. 


first intention. 
The patient was 
cured of stress 


incontinence, but 
she became preg- 
nant almost 
immediately 
afterwards, fol- 
4 lowing which the 
stress inconti- 
\ọ  nence recurred. 
iV This type of 
y fistula is notori- 
ously difficult to 
close, and it is 
.. * my impression 
that the Martius 
graft was most 
useful for ‘this 
particular case. 
The fatty tissues 
of the graft do 
not necrose 
easily or become 
infected,and probably, through pressure, they preventany ten- 
dency toleakageof urine by direct supportof the fistula area. 


\ 
Case 5 l : 

A multigravida aged 49 had suffered from stress incontinence 
for 23 years. Operations for prolapse had been performed 
on two previous occasions, the last 12 years ago. In 1947 a 
successful operation for repair of a Douglas-pouch hernia was 
carried out and a plastic vaginal operation was performed to 
treat the stress incontinence. The symptom persisted, and it 
was found subsequently that the urethra was damaged. Two 
unsuccessful operations were performed to repair the urethral 
fistula, in one of which suprapubic drainage was employed. 

The patient was admitted to hospital in May, 1948. The 
whole of the urethra was absent and the neck of the bladder 
opened direct into the vagina. She was treated for 10 days 
with penicillin and urinary antiseptics, and on June 4 I per- 





Fic. 6.—The next step is to employ a modifi- 
cation of the Gray-Ward technique to provide 
a flap of skin to cover the raw surfaces. The 
dotted lines indicate the position of the 
incisions made on the inner surface of the 
labium minus. The flap is drawn laterally 
and the labium minus split along the whole of 
its length. 


+ 


.Was to cover 


formed a plastic operation for repair. I used a modification 
of the Gray-Ward technique which I have always found satis- 
factory for this type of case (Fig. 3). A rectangular flap was . 
marked out in the anterior vaginal wall above the level of 
the neck of the bladder; dissected clear of the bladder, and 
brought down to form the posterior wall of the new urethra 
(Fig. 4). Vertical incisions were made through the vaginal 
wall on each side of the site of the new urethra. The edges 
of the rectangular vaginal flap were then sutured to the inner 
cut edges of these vertical incisions (Fig. 5). Those who 
employ the technique know that this part of the operation 
is extremely simple, but it is also well known that much 
difficulty is usually experienced in covering: the raw surfaces 
with healthy vaginal tissue. 


The case seemed eminently suitable for a Martius graft, and 
this was taken from the tissues of the right labium majus in 
the usual way and then sutured into position so that it covered 
the whole of the raw surface. In this particular case the 
graft could be 
sutured high 
up over the 
exposed blad- 
der.’ The 
next step 


the raw sur- 
face with 
skin. Again l 
used a modifi- 
cation of the 
Gray - Ward 
technique. 
The right 
labium minus 
was split longi- 
tudinally from 
its base (Fig. . 
6). The base 
was easily de- 
fined because 
the tissues had 
been separated 
during the 
interposition 
of the Martius 
graft (Fig. 7). The line of 
cleavage between the two 
layers of skin which form 
the labium minus can be 
found without much diffi- 
culty. In this way a broad 
sheet of skin was available 
to cover the raw surface of 
the vaginal wound. It was 
necessary to mobilize the 
skin of the labium minus 
by means of a transverse 
incision near the clitoris 
end. The skin derived 
from the labium minus 
was then sutured into posi-’ 
tion and’ the raw surface 
completely covered (Fig. 
8). The wounds healed 
by first intention and the 
patient was free of stress 
incontinence, but the symp- 
toms recurred after she had, 
been at home for a few 
months. i 
The’ patient was re- 
admitted to hospital and 
I performed a fascial-sling 
operation on -October 15, 
1948, utilizing a strip of 





Fic. 7.—This flap of skin is drawn laterally. 
At this stage of the operation a Martius graft was 
interposed below the urethra and bladder. 





~ Fig. 8—The raw surface is now 
covered by the flap of skin which 
has been dissected clear and has 
been illustrated in Fig. 7. As a 
result of the procedure the dimen- 
sions of the right labium minus 
have been greatly reduced. 


4 
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` satisfied that she is completely cured at last. 
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fascia lata taken from the thigh and using drill-holes through 


the pubic bones. The Martius graft was found to be healthy 


-and there was no difficulty in separating the vaginal wall from 
the subjacent ‘fatty tissues. 


The wounds healed by first inten- 
tion and the patient is now free of stress incontinence and feels 


` l Case 6 
A multigravida aged 33 was admitted to hospital on April 4, 


' £1949, suffering from a vésico-vaginal fistula. She had had a 


\ 


-in the lithotomy position. 
‘from the anterior vaginal wall and the fistula exposed. Tedious 


difficult forceps delivery in 1946, after which a vesico-vaginal 
fistula had developed. Five attempts had been made to repair 
the fistula, which was situated at the: junction of the urethra 
and bladder, but all had been unsuccessful. One attempt had 
been made by the transvesical route. The general condition 
of the patient was:good. A fistula was located in the anterior 
vaginal wall near the neck of the bladder and the surrounding 
tissues were scarred almost to cartilaginous hardness. 

The operation was performed on April 6, with the patient 
Vaginal flaps were dissected away 


dissection was necessary to free the urethra and bladder of 
scar tissue and to remove as much scar tissue as possible. 
The fistula was closed by two series of Lembert sutures intro- 
duced in the usual way. The Martius graft was then fashioned 
from the right labium majus and interposed between the 
urethra and bladder above and the anterior vaginal wall below. 
During the operation there was considerable blood Joss and a 
blood transfusion was given.. The patient was nursed on her 
back wiih a self-retaining catheter for 10 days. Recovery was 
uneventful and at the time of writing the patient was completely 
continent and had not developed any stress incontinence. 

This case is fairly typical of the results of repeated efforts 
to repair a vesico-vaginal fistula. My own impression is 
that the chances of successful cure without the employment 
of a Martius graft were problematical, and I am convinced 
that the successful result was 
use of the graft. 3 

Case 7 

A multipara aged 47 was admitted to ‚hospital on April 20, 
1949; complaining of urinary ‘incontinence. Two years pre- 
‘viously she had been operated upon at another hospital for 
prolapse, after which she had developed stress incontinence. 
A second operation had been performed to cure this, the vaginal 
route being employed. Subsequently the incontinence had 
become continuous. A-urethro-vaginal fistula was then found 
at the right side of the urethra about } in. (0.6 cm.) above the 
external meatus. 

Operation was performed on April 22. Lateral flaps of the 
vagina were dissected away to mobilize the urethra and the 
bladder. The fistula in the urethra was exposed and was 
closed by two series of Lembert sutures placed longitudinally, 
a self-retaining rubber catheter having previously been intro- 
duced into the urethra and bladder. A Martius graft was then 
fashioned from the tissues of the right labium’ majus and inter- 
posed in the usual way, particular care being taken to suture 
the graft accurately over the repaired fistula. The patient was 
nursed on her back with a self-retaining catheter Kept in 
position for 10 days. She made an uninterrupted recovery, 
and at the time of writing was completely continent without any 
stress incontinence having developed. 


~ 


Conclusion 


This small series of cases illustrates the use of the Martius 
graft in operations on the lowef part of the anterior vaginal 
wall, with particular stress upon operations for the cure of 
urinary fistulas. The operation cannot be regarded as a 
satisfactory method of treatment for simple cases of stress 
incontinence, although one success has been recorded and 
evidence from the other cases suggests that the Martius 
graft should not be utilized for the treatment of stress 


incontinence alone. On.the. other-hand, for plastic opera- 


t 


due in great measure to the ` 


tions involving the repair of urethro-vaginal and, vesico- 
vaginal fistulas the graft should be regarded as being of the 
greatest value. The last four cases in this small -series 
required formidable operations which I should not have 
undertaken with any degree of optimism witbout employ- 
ing the graft. The results have been so good that I have 
thought fit to draw attention to what I regard as the extra- 
ordinary value of the method in vaginal surgery. 
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THROMBOSIS OF THE INTERNAL 
_ CAROTID ARTERY 


BY ç 


T. G. ILLTYD JAMES, M.Ch., F.R.C.S. 
Surgeon, Central Middlesex Hospital 


“ Hemiplegia from occlusion of the intracranial branches 
of the internal carotid artery is one of the most frequent 
clinical pictures met with in general practice and yet 
apparently one of the rarest from obstruction of the main 


arterial pathway in the neck. When one considers that 


these vessels are frequently ignored, both in clinical and 
pathological studies, it is not unlikely that many such con- ' 
ditions are overlooked. I would urge that in all cases 
presenting cerebral symptoms of vascular origin the main 
arteries of the neck be carefully examined for a possible 
diminution or absence of pulsation. Obstructive lesions of 
these vessels are apparently rare, but it seems certain that 
cases are overlooked from failure to make clinical and 
pathological examinations from this point of view.” 
Thus wrote Ramsay Hunt in 1914. In reviewing the 
literature -of carotid occlusion he referred to thrombosis 
due to injuries of the neck—e.g., stab wounds and gunshot 
wounds—from disease of the vessel wall such as atheroma, 
or from extension of thrombosis from the innominate artery 
or the aorta, the result of atheroma or'aneurysm. His thesis 
deals almost entirely with thrombosis of the common 
carotid, but he had no doubt regarding the possibility of 
involvement of the internal carotid artery alone, and he 
refers to a case reported by Brissaud (1898) in which 
hemiplegia in a man of 47 followed thrombosis. due to < 
annular endarteritis involving the upper part of the interna] 
carotid artery.. A precise clinical diagnosis of: thrombosis 
of the internal carotid artery alone awaited the introduction 
by Moniz et al. (1937) of carotid arteriography. His demon- 
stration of four cases in a series of 537 angiographies was . 
followed by reports: from others—Léhr (1936), Chao 
et al. (1938), Siegert (1938), Sorgo (1939), Hultquist (1942), 
Govons and Grant (1946), and others. Andrell (1943), in 
reporting nine cases, gave an excellent and detailed review 
of the literature, and Wolfe (1948), reporting another case, 
summarized recent knowledge. These reviews indicate that 
thrombosis of the internal carotid artery is not infrequent 
as a cause of neurological disturbance. The occlusion has 
been attributed to arteriosclerosis or to thrombo-angiitis 
obliterans, but in many instances the cause remains obscure. 
Further studies are necessary, and for this reason three 
cases. that have been under observation during the last 


two years are reported. . ae 


7 Case 1 


A man of 42 was admitted to another hospital on September 
14, 1947,’with headache and difficulty of speech. He had been: 
quite well until three days before, when he sucdenly felt giddy ; 
he fainted, and oncoming round had severe frontal headache. 
Next day he had difficulty in forming words_and found that he: 
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could not write them down. He had been drowsy since the 
onset, but on admission he was easily roused, and was co-opera- 
tive and orientated. He was right-handed and, though under- 
standing what was said, had difficulty in expressing himself, 
both in speech and in writing. Examination of the nervous 
system revealed slight weakness of the right side of the face 
only. His cerebrospinal fluid was normal. His blood pressure 
was 128/80. The electrocardiogram was normal, and the 
Wassermann reaction negative. There was normal pulsation in 
all the palpable arteries, 

During the next six days his disability became more marked, 
with increasing stupor, until he had a complete right-sided 
hemiplegia and was doubly incontinent, His speech became 
unintelligible and his understanding was greatly impaired. 
Three weeks later he was admitted to the neurosurgical depart- 
ment for further investigation. He had improved a little and 
was no longer incontinent. He understood what was said to 
him but could not speak. There was a spastic right hemiplegia 
complete in the arm, but in the lower limb a little movement of 
the knee and hip remained. There was absence of vibration 
sense on the right side together with a right-sided hemianalgesia 
and hemianaesthesia. The right corneal reflex was absent. 





Fic. 1.—Arteriogram of Case 1, showing occlusion of the left 


. 


internal carotid artery. 


Vision was normal, but a puzzling finding was a complete left- 
sided homonymous hemianopia. Charting of this was difficult 
because of the dysphasia. Air studies showed dilatation of 
the left lateral ventricle without displacement, Arteriography 
revealed an occlusion of the left internal carotid artery 2 cm. 
above its origin (Fig. 1) During the two years there has 
been only slight improvement in the hemiplegia and in 
speech. No evidence of thrombosis in other vessels has 
developed. 

The cause of the thrombosis of the internal carotid artery 
remains obscure, but the hemianopia on the opposite side 
suggests that another vessel was also involved, and it is possible, 
therefore, that thrombo-angiitis obliterans was the responsible 
pathological process. 


Case 2 


A man of 52 was admitted on December 31, 1947, complain- 
ing of increasing weakness and numbness of the right foot and 
leg for two and a half years. Six weeks before admission the 
right hand and arm had been similarly aMlicted. He was unable 
to give an adequate account of his illness owing to a marked 
intellectual impairment. but from his relatives it was gathered 
that he had changed from an indulgent, jolly, sober business 
man into a drunken gambler. He had become bankrupt and 


was now morose and rarely spoke. His memory was markedly 
impaired. There was a right-sided hemiparesis, most pro- 
nounced in the feot and leg. There was no sensory impair- 
ment and no dysphasia. His visual acuity and fields were 
normal. The tendon reflexes on the right side were exaggerated 


and the right plantar response was extensor. Ali other relevant — 


investigations, including the W.R., were negative. His blood 
pressure was 120/90. 

Radiography showed a little calcification in the right posterior 
tibial artery, but all palpable arterial pulsations were normal. 
Air encephalography revealed dilatation of the left lateral 


ventricle without displacement. An arteriogram (Fig. 2) showed 


| 


Fic. 2.—Arteriogram of Case 2, showing thrombosis of the left 
internal carotid artery. 


thrombosis of the left internal carotid artery 2 cm. above its 
origin from the common carotid. 

During the past 18 months his condition has remained rela- 
tively unchanged. The thrombosis in this case was attributed 
to arteriosclerosis. The slow development may be attributed 
to recanalization of the thrombus, with further thrombosis as 
a cause of the more recent hemiplegia. 


Case 3 


A man of 38 was admitted on May 26, 1949. Three days 
before, while driving a van, he had been suddenly stricken by 
headache and pain in the neck, rapidly followed by paralysis of 
the left arm and left leg. Examination revealed a complete 
lef:-sided hemiplegia, including the face. Visual acuity and 
fields were normal and there was no sensory di turbance. There 
was marked neck rigidity. B.P. was 180/110. The cerebro- 
spinal fluid was heavily stained with blood. The W.R. was 
negative. His past history revealed nothing relevant. A 
diagnosis of subarachnoid haemorrhage from a congenital 
intracranial aneurysm was made. Exploration through a right 
temporal burr-hole revealed a cavity from which 15 ml. of dark 
clot was evacuated, Carotid ar‘eriographfon June 18 showed 
complete obstruction in the right internal carotid one inch from 
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its origin (Fig. 3). The outline of the portion of the artery 
filled tails irregularly away to a fine point. The external carotid 
filled well. He was upset by this examination and further 
arteriography was postponed. 

Since his admission there has been a slow improvement in 
the hemiplegia. In this case it seems reasonable to assume 





Fic. 3.—Arteriogram of Case 3, showing complete obstruction 
in the internal carotid artery. 


that the thrombosis originated at the site of the rupture of an 
intracranial aneurysm—the thrombus subsequently spreading 
downwards into the main arterial trunk, 


Discussion 


The full reviews of Andrell, Wolfe, and others make a 
detailed survey unnecessary, and therefore only some of the 
more interesting features will be discussed. 

The degree of neurological dysfunction from thrombosis 
of the internal carotid artery will depend on the rapidity 
with which the occlusion takes place and on the collateral 
circulation through the vertebrals and the opposite carotid 
artery. No doubt the blood pressure and the state of the 
vessels play a part. The onset of hemiplegia is usually 


‘sudden, but may be preceded by headache and dizziness. 


The arm is usually more affected than the leg and the face. 
Hemianopia and hemianaesthesia may be present, and 
aphasia occurs when the appropriate side is affected. 

From a study of the reported cases it would appear that 
the carotid syndrome of unilateral blindness with contra- 
lateral hemiplegia is rare in this condition. 

The second case illustrates that the onset and develop- 
ment may be slow and simulate a space-occupying lesion— 
transient attacks of weakness of the limbs, progressing 
slowly to a more complete hemiplegia. In this group 
epileptiform attacks and mental deterioration are common, 

Although some degree of recovery takes place it is usually 
far from complete, and in two of my cases a marked degree 
of functional impairment was present 18 months after the 
onset. i 


Diagnosis 
This can be made with certainty only by carotid angio- 
graphy. Cases with sudden onset may resemble the more 
common cerebral vascular accidents, while those with a 
chronic progressive course may resemble a space-occupying 
lesion. The arterfgrams are quite typical. The branches 
of the external carotid artery are filled and the internal 
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carotid will show only in the first one or two centimetres 
of its course. Rarely the thrombosis may extend down to 
the origin from the common carotid. There is no deubt 
that some cases have been overlooked from lack of visuali- 
zation of the vessels in the neck, and the arteriogram has 
been regarded as a failure when the branches of the external 
carotid alone show, When the contralateral vessels are 
injected the vessels supplying both hemispheres can be seen. 
Air studies will show atrophy on the corresponding side. 
The possibility that this condition may be a cause of neuro- 
logical disturbance should always be borne in mind, and, 
as Govons has recently stated, “ the onset of hemiplegia in 
the young should arouse suspicion, and careful examination 
of the arteries of the neck in all patients with hemiplegia, 
convulsive states, or syncope may lead to a more frequent 
diagnosis of thrombosis of the carotid arteries.” 


Aetiology and Pathology 

The nature of the causative factors remains obscure. 
Inflammatory lesions or tumours in the vicinity, aneurysmal 
formation in the aorta or parent trunks, syphilis, embolism, 
and trauma—all so well known to older clinicians as aeto- 
logical factors—have been absent in the type of internal 
carotid thrombosis now under consideration. Trauma Was 
thought by Sorgo to be of relatively frequent occurrence 
in the past history of his cases. In Andrell’s series one case 
had had a severe injury 10 years before. Wolfe makes the 
interesting speculation that the thrombosis may be analo- 
gous to that in the femoral and popliteal arteries seen m 
young men in the Services during the war. In these, minute 
injuries due to muscular exertion or abnormally developsd 
fascial bands were thought to be possible causes. Govons 
and Grant have reported one case in a man aged 24 with 
convulsive attacks dating from infancy. The history of a 
birth injury raised the possibility that the condition dated 
from trauma to the internal carotid artery sustained at 
birth. From my own experience and from a study of the 
literature it seems unlikely that trauma is of any impor 
tance, for in the majority of cases the patients have been 
quite healthy up to the onset of the thrombosis, 

Hultquist, in a study of 3,500 necropsies, in which special 
attention was directed to the carotid arteries, found macro- 
scopic evidence of thrombosis in the common and/or 
internal carotid in 69. He states that in all these the under- 
lying lesion was arteriosclerosis. Doerfler (1935) has 
shown that arteriosclerosis of the internal carotid artery 
is not uncommon in young people and may be limited to 
that vessel. In two of Sorgo’s cases the lesion was arterio- 
sclerotic in origin. Three of Andrell’s nine cases were 
examined histologically. Arteriosclerosis was found in one, 
thrombo-angiitis obliterans in another, and in the third 
thrombo-angiitis obliterans was found in the arteries of the 
brain although the carotid thrombosis was attributed to 
arteriosclerosis. Thrombo-angiitis of the cerebral vessels 
in association with internal carotid thrombosis has also 
been described by Sorgo, by Antoni (1941), and by Davis 
and Perret (1947). 

Wolfe, in his analysis of 32 cases in the literature, found 
that in five a segment of the occluded internal carotid 
artery had been examined histologically. Arteriosclerosis 
had caused the thrombosis in three and thrombo-angiitis 
obliterans in two. In one fatal case the cerebral vessels 
showed changes due to thrombo-angiitis obliterans ; in 
seven the cause was attributed to arteriosclerosis because 
of other clinical evidence. In the remainder no definite 
cause could be found. 

Gilmour (1941) described a form of giant-celled arteritis 
chiefly affecting the aorta, the branches of its arch, and 
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their branches. Thrombosis of the internal carotid was 
found at necropsy in two of his four cases, but the clinical 
picture presented by his cases resembles that of peri- 
arteritis nodosa and is so different from those now under 
consideration that it is unlikely that the type of arteritis 
he described could be held responsible. 

I have been unable to find in the literature a case similar 
to Case 3. 
followed the rupture of a congenital aneurysm. It is 
possible that an aneurysm may be responsible in those 
cases with an apoplectic onset. The need for examination 
of the cerebrospinal fluid in every case is therefore clear. 

From this summary it. is obvious that the underlying 
cause is still obscure and further studies are necessary. 


Treatment 


- Treatment for thrombosis of the internal carotid artery 
‘has hitherto been directed to the alleviation of spasm in 
the manner advocated by Leriche—by periarterial strip- 
ping, by cervical sympathectomy, or by excision of the 
thrombosed segment. 

A study of the literature has shown no striking improve- 
ment after any of these methods. The course of the more 
chronic type of case indicates that recanalization ‘of the 
thrombus may take place, and therefore excision of a seg- 
ment of the artery appears to be unwarranted. The value 
of anticoagulants has not been estimated in this condition, 
but when early diagnosis can be made it would seem to 
be the most rational form of therapy. 


I wish to acknowledge my thanks to Dr. F. Pygott for the radio- 
graphs, to Mr. H. Hashemian and Mr. Eric Turner for the arterio- 
grams, and to Dr. R. J. Porter for his help and advice. 
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Dr. Darma Setiawan, former Minister of Health in the 
Republican Government of Indonesia and now Personal 
Adviser to the Republican Premier of Indonesia, is staying 
in England until the middle of December by invitation of the 
British Council in order. to study public health and hygiene 
and the National Health Service. He is a member of the 
medical profession and has specialized in gynaecology. He 
has recently visited the Ministry of Health for discussions on 
the National Health Service, urban water supplies, purification 
of river water, the care of children, and the work and organiza- 
tion of international health conventions. On November 21 he 
visited the Horton Mental Hospital, Epsom, Surrey, to meet 
General: Sir Gordon Covell, Malarial Adviser to the Ministry 
of Health, and to see the laboratories of the malarial control 
research unit at the hospital. He has now gone to Bristol to 
study the health and hygiene services. | ` 
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Cases of large-bowel obstruction of which none of the usual 
causes could be demonstrated at operation have recently 
been reported (Ogilvie, 1948 ; Dunlop, 1949; Handley, 
1949). Instead there was malignant-tissue infiltration of 
the retroperitoneal tissues in the subdiaphragmatic area. 
These authors have considered this to be a new clinical 
entity. 

We have recently had three cases of large-bowel obstruc- 
tion which clinically resembled those reported above but 
which differed from them in their operative findings. 


Case 1 


A man aged 59 was admitted to the medical side of this 
hospital on September 6, 1948, with the following history. 
He was perfectly well until one year before admission, when 
he had a coronary thrombosis. He was treated for this in 
another hospital for six weeks. Following this he began to 
complain of increasing constipation, fullness of his abdomen, 
occasional cramp-like pains in the epigastrium, Joss of appetite, 
and some vomiting. These symptoms increased in severity, and 
for the four days before admission his bowels had not moved, 
his abdomen had become more distended, and he was vomiting 
after every meal. During the next few days, in spite of a fair 
amount of flatus and faecal results from soap-and-water enemas, 
his abdomen remained distended and he continued to com- 
plain of cramp-like epigastric pains. 

The electrocardiogram showed widespread myocardial de- 
generation but no evidence of infarct. A radiograph of the 
chest revealed basal opacities due,to post-pulmonary infarcts. 
A straight radiograph of his abdomen showed gaseous disten- 
sion of the large bowel, whilst a barium enema revealed no 
abnormality. ’ 

The patient was seen by us in consultation on September 19. 
His abdomen was greatly distended, and he was complaining 
of colicky abdominal pain. Increased peristaltic sounds were 
audible on auscultation. Rectal examination was negative. 
Because the clinical. picture seemed to be one of large-bowel 
obstruction, probably carcinoma, a laparotomy was advised. 


This was carried out on September 19 by one of us (J. A. M.) 
through a right paramedian incision. The terminal ileum, 
ascending colon, and transverse colon were greatly distended. 
The descending colon appeared to be of normal size. No 
tumour could be felt. As this type of case had not been met 
with before, it was felt that somehow a ring stricture had been 
missed. Accordingly, a transverse colostomy was performed. 
The colostomy was opened the next day, and though gas 
escaped there was no faecal result for five days. Thereafter 
it worked normally. The patient’s convalescence was marred 
by the development of deep venous thrombosis of his right 
leg, but this was successfully treated with heparin. 

As.it was still thought that this patient had a carcinoma in 
the region of the splenic flexure a second laparotomy was 
performed on November 25 by Mr. Brandon, surgeon-in- 
charge. The abdomen’ was thoroughly explored, but no 
abnormality could be found. His colostomy was closed on 
January 12, 1949. Following this the patient experienced occa- 
sional colicky abdominal pains, but his bowels moved regularly. 
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He was discharged on February 10. When last seen on April 28 
he had no complaints. l 


í Case 2 p 
A married woman aged 45 was admitted on February 24, 


. 1949. She had been well until September, 1948, when menin- 


gitis ensued, for which treatment had been given in another 
hospital. Since then she has had attacks of dizziness and 
vomiting with more recently increasing constipation. During 
the week before admission she complained of colicky lower 
abdominal pains, with increasing fullness of the abdomen and 
associated anorexia and nausea, but no vomiting. Though her 
bowels had moved slightly during the past week there had been 


. no passage of flatus. 


On examination the patient was seen to be well built and 
well nourished. Her abdomen was distended and diffusely 
tender, though no areas’ of rigidity were present. Percussion 
was tympanitic, with no evidence of ascites. On auscultation 
enhanced peristaltic sounds were heard.. The cardiovascular 
and respiratory systems appeared normal. 


A straight radiograph of her abdomen showed gaseous disten- 
sion of the proximal colon. A soap-and-water enema gave no 
flatus or faecal result. A diagnosis of large-bowel obstruction 
was made and laparotomy was performed.on February 25 
(J. A.M.) The abdomen was opened through a right para- 
median incision. The caecum, ascending colon, and transverse 
colon were moderately distended. The descending colon was 
collapsed. The distension reached as far as the splenic flexure. 
This area was thoroughly examined, but no abnormality could 
be detected between the distended transverse colon and the 
collapsed descending colon, The abdomen was closed. \ 

Post-operatively the bowels moved spontaneously on the 
fourth day, and the distension rapidly subsided. The patient 
was discharged on March 12, and when last seen as an out- 
patient, on May 5, she had had no return of symptoms. 


Case 3 


A 60-year-old man was admitted on June 4, 1949. Three 
days previously he began to complain of colicky cramp-like 
pains across his lower abdomen. These pains had increased 
in severity and were present on admission. There was com- 
plete constipation, and during the previous 24 hours he had 
been vomiting. There was nothing relevant in his past history. 


‘On examination his abdomen was greatly distended, and some 


` tenderness was present in the right lower quadrant. Borborygmi 


could be heard during a spasm of pain. Rectal examination 
was negative. The diagnosis of large-bowel obstruction was 
made and laparotomy was performed on June 4 (J. A. M.). 


Exploration through a right paramedian incis'on showed 
both large and small bowel to be greatly distended. In the 
region of the pelvic colon there seemed to be a ring of spasm, 
and below it the bowel was collapsed. The abdomen was 
thoroughly explored, especially the subdiaphragmatic region, 
in view of Sir Heneage Ogilvie’s article. No abnormality could 
be detected. The pelvic colon was again examined. The area 
of spasm had disappeared. Because of the pronounced disten- 
sion a transverse colostomy was thought advisable. 

The colostomy was opened the following day and began 
working shortly afterwards. The distension, however, subsided 
only slowly. The patient improved and gave rise to no anxiety. 
On the seventh post-operative day, however, he suddenly 
collapsed, became pulseless and cyanotic, perspired freely, and 
died a few hours later. The physicians called in to see him 
thought that he had developed either a pulmonary embolus or 
a coronary thrombosis. Unfortunately a necropsy was refused. 


Discussion 


Ogilvie, Dunlop, and Handley have individually reported 
cases under the heading of “ Large-intestine Colic due to 


Sympathetic Deprivation,” “ Ogilvie’s Syndrome.of False ' 


‘Colonic Obstruction,” and “Chronic Ileus” respectively. 
The only cause of the obstruction seemed to be malignant 
invasion of the posterior abdominal wall in the region of 
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the coeliac plexus. We have here presented three cases 
of large-bowel obstruction, for which at operation no cause 
could be found. While at first glance our cases seem to 
represent a condition distinct from that described by the 
previous authors, we feel that they have a common pro- 
genitor. We believe that the basic factor responsible for 
the obstruction in their cases and ours is the entity known 
as spastic ileus or enterospasm. ` 


Zimmerman (1930) defines spastic ileus as an intestinal 
obstruction the origin of which depends solely on a per- 
sisting contraction of the intestinal musculature. Freeman 
(1918) describes the appearance of the intestine as being 
contracted to the limit, rendered thereby white, bloodless, 
and so firm that often it may be picked up by one end and 
held horizontally without bending. The intestine above the 
spastic area may be normal, but should the condition last 
long enough the bowel will dilate as in any other form of | 
obstruction. The spasm often persists after the abdomen 
is opened, although it may disappear, and is sometimes 
found at necropsy. This description is substantially similar 
to the one given by Murphy (1896) as quoted by Wangen- 
steen (1937). The reporting of that case first established 
spastic ileus as an entity. The spasm can occur over several 
inches or may be ring-like, and may affect either the small 
or the large bowel. č 


There are two features of spastic ileus that have a bearing 
on our hypothesis. The first is that the spasm usually 
disappears under anaesthesia, but may persist. In such 
cases the manipulation associated with abdominal explora- 
tion will cause the spastic area to relax. Ogilvie, in his 
second case, notes the finding of a temporary ring of spasm 
in the pelvic colon, adding that it is “an unusual sight 
under general anaesthesia.” We found a similar condition 
in our third case. 

The second aspect of spastic ileus we should like to 
emphasize is that distension of the proximal bowel can 
and does occur. Freeman and Murphy noted it. Wangen- 
steen states quite categorically that the bowel dilates above 
the spastic area with gaseous fluid accumulations. Zimmer- 
man, too, states that if the case is seen early the abdomen 
may be normal ; if seen, late, ballooned. 


The literature supports our view that spastic ileus can 
produce the complete picture of mechanical ileus. There 
is the complaint of spasmodic crampy abdominal pains, 
with vomiting and constipation. Whether the abdomen be 
scaphoid, normal, or distended depends entirely on the size 
and extent of the contracted segment and its duration. 


The causes of spastic ileus are many, and numerous 
classifications have been devised. Essentially, ,the basic 
cause must be a sympathetic-parasympathetic imbalance., 
The nervous control of the bowel is still incompletely 
understood. The smooth muscle of the bowel has inherent 
motility. Within the bowel wall are the two intrinsic 
autonomic plexuses of Auerbach and Meissner. Synapsing 
with these are the extrinsic autonomic nerves, the vagus 
and pelvic splanchnics, and the sympathetic plexuses ; and 
superimposed upon these is the controlling influence of the 
autonomic .ganglia in the central nervous system. The 
precise part played by the extrinsic nerves is still a moot . 
point. It is generally agreed that they exert a controlling 
and modifying influence on intestinal motility and tone, 
and, generally speaking, the sympathetic fibres are inhibi- 
tory, the parasympathetic ones motor, though their activity 
is not diametrically opposite. 


While admitting, therefore, that spastic ileus represents 
an autonomic imbalance, the incomplete nature of our 
knowledge regarding the autonomic control of bowel 
activity precludes a comprehensive classification of the 






uses. . of: that condition. Zisntetian, however, has 
ted one that has the merit of locating the cause, 
z possible, to the three major divisions of the nerve 
aly to the bowel. Thus he divides the cases of spastic 
us into those due to (1) stimuli acting on the bowel wall 
ctly, (2) stimuli reaching the bowel from distant lesions, 
(3) stimuli reaching the bowel from the central nervous 
To these we would add a further group— 
known. Of these four groups of cases, the second 
ourth have a direct Sparing on the cases we are 















“The distant lesions, presumably acting through the 
trinsic nerves, that may cause spastic ileus include lesions 
volving the coeliac plexus. Klett’s (1923) case (quoted 
y Zimmerman, 1930) was due to carcinoma of ‘the 
‘pancreas with retroperitoneal extension. Other reported 
cases have included acute pancreatitis and peptic ulcer 
-penetrating posteriorly. In the 159 cases of spastic ileus 
collected by Zimmerman lesions involving the coeliac 
-plexus were responsible for four. These lesions are very 
similar to those reported by Ogilvie, Dunlop, and Handley, 
in. which malignant infiltration of the coeliac plexus was 
-~ found. If it is accepted that such lesions can cause spastic 
_ ileus and that spastic ileus can produce the full clinical 
_ > picture of mechanical ileus, then we feel that there are 
_ good grounds for believing that the cases reported by 
Ogilvie and others represent cases of spastic ileus. 

=; Several cases of spastic ileus have been described in 
which no cause could be found.’ Zimmerman collected 
_ 39 cases. Aird (1949) also refers to this group. At 
eo operation an inexplicably dilated bowel is found, the spasm 
= perhaps having been relieved by the anaesthesia. It is 
an obstruction without a cause. Our three cases, we believe, 
_.. fit into this group, for they all presented the clinical picture 
of a mechanical ileus, whilst at operation there was 
-distended bowel with no evidence of obstruction. 









Summary 


Evidence is offered suggesting that the cases of false colonic 
obstruction described recently in the literature are merely cases 
of spastic ileus. 

oo Three cases of idiopathic spastic ileus producing a picture 
es indistinguishable from mechanical obstruction are described. 






We would like to express our thanks to Mr. Brandon for his 
helpful advice in trealing these cases and in the writing of this paper. 
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A Mr. C. Price Thomas, thoracic surgeon to the Brompton and 

Westminster Hospitals, and Dr. Robert Machray, his anaes- 
“thetist, are visiting Portugal under the auspices of the British 
‘Council, and two Portuguese nurses have returned after study- 
ing the care of Mr. Price Thomas's patients at the Brompton 
spital. The nurses will supervise the nursing of his patients 
the Instituto de Oncologia, in Lisbon, where Mr. Price 
omas is demonstrating operations with Dr. Machray as 
esthetist. Mr. Price Thomas is lecturing on the surgical 











yr. Machray on recent advances in anaesthesia. 


atment of pulmonary tuberculosis and of carcinoma; and o 
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The association of- complete transposition of the visce 
with bronchiectasis was first noted by Siewert (1904 ji 
case of a 20-year-old male patient who had had a pro: 
tive cough from the age of 1 month and at the age o 
was found to have signs of cavitation at the lefta 
Apart from brief case reports by Oeri (1909) and- 
(1923), there is no further mention of the conditi 
literature till Kartagener’s (1933a) report of fo 
followed later by a further seven cases (Kartagen 
Kartagener and Horlacher, 1935). About the: san 
cases were also reported by Niissel and Helbach (1934, 
Behrmann (1935), and Kautzky (1936). n 

Adams and Churchill (1937), surveying 23 cases of situs 
inversus totalis admitted to the Massachusetts Genera 
Hospital from 1886 to 1937, found that five of these had 
bronchiectasis. All five also had disease of the upper 
respiratory air passages. The incidence of bronchiectasis 
in this series of 23 was thus 21.7%, the incidence in all 
cases (232,113) admitted to the hospital during the same 
period being 0.306%. The most extensive survey is that 
of Olsen (1943), who examined the records of 85 cases of 
dextrocardia admitted to the Mayo Clinic during a period 
of 27 years and found evidence of bronchiectasis in 14 
(16.5%). Ten of these had upper respiratory infection, = 

In some of the later cases, notably that of Richards | 
(1944), mention is made of congenital absence of the frontal __ 
sinus, usually associated with ethmoid and maxillary infec- 
tion. The case here presented showed congenital abnor- __ 
mality of the paranasal sinuses to an extent which has not ae 
hitherto been recorded. 



























































Case Report 


A man aged 44 was referred to the medical out-patient 
department on October 8. 1947, with a history of. productive 
cough of many years’ duration. He was an only child, full 
term delivery, without history of cyanosis at birth. His father 
died about 40 years ago, cause unknown, His mothér is alive at 
65 and is normal. Several cousins have been traced and ate 
also normal. : 

The patient gave a history of measles at 3, whooping-cough 
at 5, and several attacks of pneumonia of increasing severity. 
at the ages of 4, 10, and 16. The left side was always mos 
involved in these attacks, For 20 years he had complained o 
pain in the left upper chest averavated by coughing,. deep breath 
ing, or turning in bed. In 1927 he had five months in a sana 
torium after what appears.to have been an attack of left-side 
pleurisy. Repeated sputum. examination was negative’ for 
tubercle bacillus. No mention was made of transposition: œ 
this occasion, His general condition deter orated after discharg: 
and the amount of sputum increased, with occasional. sligt 
haemoptysis. Up to twelve months ago he had. suffered from 
severe frontal headache, which had now ceased, | 

Examination showed him to be a man of small. stat 
(5 ft. 4 in. = 1.62 m.) and sallow complexion, weight Tet 
(50.35 kg.). He was right-handed. and showed mocerate fir 
clubbing. The right testicle: hung lower han the left. 





cardiac duties to the right of the: dertium. palpable denendi 4 
colon in the right iliac ye and liver. dullness on the | fee í 


examination. 
Plain radiogray h 
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plain film were in communication with the bronchial tree, and 
that bronchiectasis was also present in the right lower lobe and 
lingula. Bronchoscopy showed much pus coming from the left 
upper bronchus. The left middle lobe bronchus looked 
inflamed and some pus was seen here also. The right base was 
dry and no signs of inflammation were observed in this area. 

Sputum examination revealed a mixture of staphylococci, 
Friedlinder’s bacillus, pneumococci, and streptococci. No 
tubercle bacilli were found by direct or concentration methods. 

In view of the association of upper respiratory infection with 
recorded cases of Kartagener's syndrome and the fact that the 
patient had been somewhat deaf all his life, particularly in the 
right ear, expert opinion was obtained and routine radiographs 
were done, 

Mr. Banham reported: “ Long history of deafness. No past 
history of otorrhoea ; no nasal symptoms except nasal catarrh. 
Hearing: right, whisper at 2-3 ft.; left, whisper at 10-12 ft.; 
right, air conduction better than bone conduction with loss of 
bone conduction hearing = nerve deafness ; left, bone conduc- 
tion better than air conduction and Weber to the left = middle- 
ear deafness. Both tympanic membranes intact, but posterior 
quadrants hang in folds and balloon on inflation of Eustachian 
tubes. Radiographs show very small frontal sinuses and poorly 
developed ethmoid labyrinths. Both antra very small and 
poorly developed. Sphenoidal sinuses absent. No air cells in 
either mastoid. Nose: no evidence of sinus infection.” 

During a period of three weeks his sputum diminished in 
amount from 7 oz. to 2 oz. (200-56 ml.) daily as a result of 
postural drainage and the administration of 35 g. of sulpha- 
diazine. His vital capacity at the end of this period was 
2 litres. He was seen by three thoracic surgeons, all of whom 
advised against lobectomy in view of the extensive bronchi- 
ectasis and associated bronchitis. 





Psychologically he was depressed and introspective. He 
refused to return to work and blamed the thoracic surgeons 
for their? unenterprising attitude to his case. 


Comment 


The ballooning of the ear drums in this case was assumed 
to be a compensatory phenomenon related to the absence 
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of mastoid air cells. It was thought that the extreme lack 
of development of the sinuses had protected them from 
infection, the only formed cavities being in fact those of 
the antra. The bronchiectasis and cystic condition of the 
lungs are believed to be similar in aetiology and to have 
followed direct on his attack of pneumonia in infancy, 





there being no history of cough in the first three years of 
life. The high incidence of bronchiectasis, however, in cases 
of transposition raises the possibility of congenital abnor- 
mality of the walls of the bronchioles as a factor in these 
and possibly some other cases. The important factors in 
the aetiology of bronchiectasis have in the past been con- 
sidered to be upper respiratory infection and bronchial 
obstruction. Only about 80% of cases of bronchiectasis 
show evidence of upper respiratory infection, however, and 
in some there is no history of bronchial obstruction. It 
is noteworthy that four of Olsen's cases of dextrocardia had 
bronchiectasis without sinus infection, and that in four 
others sinus infection was present without bronchiectasis 
Similarly, two of the cases described by Adams and 
Churchill had had cough from birth with no factors in 
the history to suggest bronchial obstruction, though all 
at the time of examination had upper respiratory infection. 

The possibility which is suggested by cases such as this 
is that in cases of bronchiectasis with no history of upper 
respiratory infection, and in others with no history of 
bronchial obstruction, congenital defects in the wall of the 
bronchioles should be regarded as an aetiological factor 
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DEATH ` FROM DERMATITIS | AND © 


STOMATITIS DURING STREPTOMYCIN» 
BY . . ae 


R. A. PALLISTER, '0.B.E., M.D., M.R.C.P.' 


(From the General Hospital, Penang, Federation of Malaya) | 


` 


administration of streptomycin, but usually it is relatively 


mild and unimportant. Stomatitis is a less common compli- . 


cation. It is: therefore: desirable to report the following 
two fatal cases in* which fever and lesions of ‘the skin 
and mucous membranes occurred during the treatment of 
pulmonary tuberculosis with this. drug. 


- Case I 


The patient, a Chinese man aged 25; was admitted A the 
General Hospital, Penang, on November 26, 1948, complain- 
ing of cough, blood-stained sputum, and! loss of weight. The 
-duration of his illness was about one year. Radiological 
examination of the lungs showed bilateral fibro-caseous dis- 
ease, and the sputum contained acid-fast bacilli. He also had 
bilateral epididymitis with sinuses,.and the prostate was rather 
enlarged, hard, and fixed. His temperature rose daily to about 
101° F. (38. 3° C.). Because of the fever he was given 2 g. 
of streptomycin, daily from November 29. After four days 
the temperature became normal and remained so for a further 
week, but-it then began, to rise again to a daily maximum of 
{01° F. On December 18 he had a sudden further rise of 
temperature up to 104° F. (40° C:) associated with the symp- 
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film’ of the chest showed widespread bilateral disease. This 


‘consisted of a recent spread from a more chronic lesion in 


the left upper lobe. 
Stréptomycin was started on March 24 with a dosage of 1 g. 
daily. Until this' date the temperature had remained high, 


~ the’ daily maxima being between 101 and 103° F. (38.3 and 


~ 


Dermatitis is, a complication that may occur during the . 


toms described below. He continued to have an irregular high 


temperature until the 21st, when he died. 


This terminal illness consisted of fever, stomatitis, and 
dermatitis. On being questioned‘on December 18, the day the 
- severe fever started, he stated that he had not been feeling 
well’ for the previous 24 hours. There had been a burning 
sensation of the lips and throat, irritation of the eyes, and 
itchiness of the chest and abdomen. He had also noticed 
some reduction in the amount ‘of urine passed and a slight 
burning sensation on micturition. 

On examination a generalized punctate atena rash 
was seen. This was especially marked on the trunk, but the 
face, palms, and soles were clear. The lips were red and sore, 
and inside the mouth there were-dirty white ulcerdted areas on 
the mucous membrane of both cheeks, on the lower gums, and 
on the right tonsil. He had a watery discharge from the eyes 
and the conjunctivae Were injected. There was no urethral 
discharge. The streptomycin was stopped on the. 18th and 
penicillin substituted. “ Pentnucleotide” injections were also 
given. On the morning of the 2J]st he vomited and his pulse 
was rapid and weak. He died the same afternoon. The leuco- 
cyte counts during this time showed a severe leucopenia. The 
figures -were:—December 19: total leucocytes, 2,000 (poly- 
morphs 10%, lymphocytes 78%, mononuclears 10%, eosino- 
phils 2%); December 20: 
21%, lymphocytes 69%, mononuclears 8%, eosinophils 2%). 
Bacteriological examination of material from the mouth lesions 
showed ` a few fusiform bacilli in a smear, and Streptococcus 
viridans was grown on culture. 


S 


Case 2 


This patient, a Chinese man-aged 28, was admitted to hospital 
on March 13, 1949, following a haemoptysis. The history of 
his illness went back. eight or nine months, when.he had been 
seen with a fairly early tuberculous lesion of one lung. He 
refused treatment at that time, but remained fairly well until 
a month before his admission, when he ,began to lose weight 
and suffer from extreme lassitude. He was found to be febrile 
on admission to hospital, but his general. nutrition was fairly. 
good. The sputum contained acid-fast bacilli, and an x-ray 
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total leucocytes, 3,200 (polymorphs | 


: the third? day, however, 


, junctival sac, but conjunctivitis was not very severe. 


39.4° C.), but with streptomycin the temperature fell to a much 
lower level within three days. For about a week the tempera- 
ture was below 100° F. (37.8° C.), but it then began to rise again, 
and for the next two weeks the patient suffered from an irregular 
fever rising to a maximum of 104° F. (40° C.). On April 18 he 
refused his daily streptomycin injection because it was causing 
pain, but was persuaded to have it the following day. On 


. April 20—that is, after receiving 26 g. of.streptomycin—a rash 


was noticed and the drug was stopped. The symptoms 
described below then developed. ‘The temperature remained 
high for a further ten days and then gradually settled to normal. 
During this complication the patient grew rapidly worse, and 
he died‘on May 26. 

The first signs of the rash were a redness and swelling of the 
skin which suggested an urticaria to the doctor seeing it. By 
patches of superficial ulceration . 
appeared on the palate, and in a further day or two the 
symptoms' had grown very severe. The skin of the face was 
red but ‘showed some desquamation. Over the trunk the skin 
was bright red; on the limbs it was a purplish red, with some 
vesicles on the legs. The lips were sore, the mucous membrane 
‘of the cheeks, tongue, and palate was covered with an almost 
confluent purulent membrane, and there was a mucopurulent 
discharge from the mouth. The taking of fluids by mouth was 
almost impossible at this time. The eyelids were puffy and 
could scarcely be opened. There was some pus in the con- 


4 


The white cell count on April 26 was 18,000 per c.mm. (poly- 


-~ morphs 75%, lymphocytes 12%, mononuclears 1%, eosinophils 
-12%). In two weeks from the onset of this complication the 


rash showed some improvement, the skin being less inflamed 
and beginning to’scale. The patient had, however, lost much 
weight, and was in a very poor state. The mouth lesions 
improved -very slowly and haemorrhagic crusts persisted on the 
lips.. When he died, five weeks from the onset, the lesions 
had not completely healed. 

Apart from symptomatic treatment’ he had “anthisan,” 
penicillin, and calcium injections. Before the onset of the rash 
the only drug received which could have caused symptoms was 
phenobarbitone. 
' Comment 


` The two cases described have a considerable resemblance 
to severe erythema multiforme, a disease which occurs in 
Malaya. With Dr. C. T. Hu I have described elsewhere 
(Pallister and Hu, 1949).a patient under general treatment 


for pulmonary -tuberculosis who developed this disease. 


Should, however, this name be attached to the condition 
affecting the two patients it is still possible that strepto- 
mycin is an aetiological factor. This is more probable than 
assuming ‘a coincidence as an explanation, for lesions of 
this type are uncommon and it would be rather surprising 
to find two patients with them in:a comparatively small 


group of streptomycin- -treated patients unless the drug 


played some part in their causation. Furthermore, Beham 
and Perr (1948) have described three cases of stomatitis 
and ‘Thevathasan (1949) a single case in patients under 


‘streptomycin therapy. In both these reports the stomatitis 


was shown to be the result of sensitivity to the drug. 


` Sumner (1949) has described three patients who developed 
‘Jesions of the mouth and skin. 
‘however, attributed to food deficiency due to the bacterio- 


These lesions were, 


static action of streptomycin on vitamin synthesis by 


- Intestinal organisms, and the clinical picture was not quite 


the same as in the two fatal cases described above. Never- 
theless, poor nutrition, which is not rare in Malaya, may 


play some part in skin and mucous membrane damage. 


~ 
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It is reasonable to suggest, therefore, that abnormal sensi- 
tivity to streptomycin or a direct poisoning by the drug is 
the most probable cause of the symptoms. 


For permission to publish the account of these cases T am indebted 
» to the Director of Medical Services, Federation of Malaya. 
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UNUSUAL MANIFESTATIONS OF MALARIA 


BY i 
A. K. NANDI, B.Sc, M.B.Cal., M.R.C.P.Ed. 


Additional Physician, Medical College Hospitals, Department 
of Medicine, Calcutta - 


‚Malaria is an arch-simulator and a great mimic of all 
diseases, The multiplicity and duplicity of the disease 
cannot,be overemphasized. In spite of the classical division 
of pernicious malaria into. types—cerebral, a'gid,. gastro- 
intestinal, cardiac, renal, purpuric, etc.—a practitioner is 
sometimes faced with very peculiar symptom-complexes, 
and becomes bewildered regarding the probable diagnosis. 
During my practice in malarious districts for more than 
sixteen years I came across many such puzzling cases, some 
-of which are worth recording. 
Case Reports i 

Case I.—In 1939, at Jalpaiguri, North Bengal, a healthy 
robust boy aged-about 12 suddenly became unconscious and 
fell down while taking his meal before going to school. I saw 
-him within an hour of the attack. He was then having epilepti-, 
form fits. His temperature and blood pressure were normal, 
the liver and spleen were not palpable, and no abnormality 
was detected in the heart and lungs. The pupils were moder- 
ately dilated and reacted sluggishly to light. The ‘question was 
whether it was a case of epilepsy—althongh he had never had 
such an attack before—or of cerebral malaria, Jalpaiguri being 
a highly malarious district.” Blood was immediately taken and 
a few M.T. rings were found in the blood slides. Quinine 
was given parenterally and the boy recovered after being 
unconscious for about ‘48 hours. The interesting feature in 
thiscase is that no rise of temperature occurred at the time 
of examination, nor was there a history of malaria within six 
months of the attack. The temperature rose, however, to 
. 100° F. (37.8° C.) about four to five hours after the attack. 


Case 2.—In 1941, also at Jalpaiguri, a postal clerk aged about 
40 complained of a severe burning sensation and pain in both 
hands, including the fingers, for about one week. ~The pain 
was so excruciating that he had sleepless nights. On examina- 
tion there was an erythematous flush of both palms and the 
fingers were slightly swollen, the tips being extremely tender. 


His temperature varied from 100 to 103° F. (37.8 to 39.4° C). 


There was a history of recurrent attacks of malaria. He con- 
sulted loca] doctors, who prescribed sedatives, sulphonamides, 
and hot boric compresses, but without the slightest relief. When 
-I saw him he appeared to have acute lymphangitis, and thinking 
_it might be of filarial origin I sent the blood for examination for 
eosinophilia and microfilaria. I was extremely surprised to 
hear that the blood slides revealed M.T: rings. With hesitancy 
I gave quinine, and the result was spectacular. The tempera- 
ture dropped to normal, and the redness and swelling of the 
palms and fingers, the pain, and the burning sensation all 
_ diminished considerably after one injection of 10 gr. (0.65 g.) of 
- quinine bihydrochloride. The patient was fully cured after 
three injections. 


I have never found any mention in the literature that malaria 
parasites can give’ rise to lymphangitis or lymphatic obstruc- 
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„axillary temperature was 98° F. (36.7° C.) 


tion. It may be that the syndrome was due to obstruction of 
the capillaries by the parasites. 


Case 3—In 1945 at Burdwan, West nail a boy aged 
about 14 had an attack of fever on returning from school ; this 
was accompanied by a chill but no definite rigor. 
morning he was seen by a local doctor, who gave him quinine. 
That afternoon, however, his temperature shot up to 104° F. 
(40° C.). He had great difficulty in swallowing food, his voice 
was nasal, and liquid food regurgitated through the nose. The 
doctor thought it was a case of diphtheria, and I was called’ in. 
On examination there was no patch in the throat; the boy 
was fully conscious, and had a high temperature, slight enlarge- 
ment of.the spleen, and paralysis of the soft palate; no other 
abnormality was detected. His blood was éxamined and M.T. 


‘rings were found. The boy made an uneventful recovery after 


one week’s course of quinine. 

Case 4.—In 1947, at Dacca, Eastern Pakistan, a‘ man of 
about 30 returned home with severe headache after a morning 
walk. A little later he became unconscious and had severe 


_convulsions—twitchings of face and arms were particularly 


severe. His pulse was very slow, varying from 30 to 35 a 
minute, and was irregular. The blood pressure was 120/78 
mm. Hg. His pupils:were slightly contracted and equal, and. 
feebly reacted to light. Jerks were rather brisk, Babinski’s 
reflex was flexor, and abdominal reflexes were sluggish. The 
The liver and 
spleen were not'enlarged. The lungs were norma! and there 
was partial heart-block. Adams-Stokes syndrome was 
diagnosed by a local doctor, who called me in for an opinion. 
On inquiry it was learnt that the patient had had two or three 
attacks of malaria about six months before. A specimen of 


blood was at once sent for examination, and the report came’ 


back that the slides contatned many M T. rings. Quinine was 
first administered intravenously with glucose, then intramuscu- 
larly, and the patient recovered after being unconscious for 
seven days. 
The 
interesting feature of this case was heart-block giving rise to 
an unduly slow irregular pulse. 
of temperature throughout the whole course; on the first day 
it rose to 99° F. (37.2° C.) towards the evening, and on subse- 
quent days it varied from 97 to 101° F. (36.1 to 38.3° C). 

Case 5.—A man aged about 24 was brought to the emergency | 
room of the Medical College Hospitals, Calcutta, in January, 
1949, with a history of severe pain in the abdomen and 
vomiting for about 48 hours. He was very dehydrated, the 
tongue was coated and dry, the pulse rapid and feeble. and the 
abdomen greatly distended, with marked tenderness and rigidity 
over the epigastrium. There was bilious vomiting and absolute 
constipation for two days. His temperature was only 99° F. 
(37.2° C.) The spleen and liver could not be palpated owing 


_ to pronounced. distension of the abdomen. He was admitted to a 


surgical,ward as a case of “acute abdomen ” requiring immedi- 
ate operation. While the house-surgeon was giving pre-operative 
treatment the patient had a severe rigor and the temperature 
shot up to 105° F. (40.6° C.) The blood was immediately 
examined and Q.T. parasites (band forms) were found.’ He was 
at once transferred to my ward and given 10 gr. (0.65 g.) 
of quinine bihydrochloride with normal saline and glucose 
intravenously. Quinine was given intravenously at intervals 
of six' hours for two more doses and the patient made a 
dramatic recovery. The occurrence of a rigor -immediately 
before the operation was providential; otherwise the result 
might have been disastrous. The presence of Q.T. parasites 
in such a case is extremely unusual. 


` 


Summary 


Five cases presenting rare manifestations of malaria. 
are recorded. each of which was confirmed by positive blood - 
findings ; in four cases the causative organism was Plasmodium 
Jalciparum, but in the fifth case it was Plasmodium malariae. 
which is extremely unusual. The peculiar symptom-complex 
in each case may be explained by the fact that sporulation of 


the malignant parasite generally ae place in the interna! 


The next - 


‘During this time he was fed by intragastric drip,’ 
. and atropine, adrenaline, and nikethamide were given. 


There was a rather small rise. 
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organs and may affect any part of any organ of the body. 
Difficulty in diagnosis arises if the possibility of malaria is not 
thought of, and examination of the blood (if necessary, repeated 
. examinations) is essential for a definite diagnosis. 

Early detection and immediate specific treatment will save 
many lives: one cannot afford to wait long under such critical 
conditions. 
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Vasa Praevia Simulating Ante-Partum 
Haemorrhage 


The following case is recorded as a reminder of a rare 
cause of bleeding in the first stage of labour. 


CASE REPORT 


A primigravida aged 35 was admitted on April 24, 1949. 
Her last menstrual period started on July 25, 1948, and the 
pregnancy had been uneventful until two weeks before admis- 
sion, when the blood pressure began rising and the urine con- 
tained a trace of albumin. On April 21 the membranes had 
ruptured spontaneously, and on the day of admission pains 
had started, followed two hours later by a sudden considerable 
loss of bright blood. From that time no foetal movements had 
been felt. 
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lacenta, showing ‘the torn umbilical vein. 


Photograph of the i 
ave been placed in the torn vessel. 


Black rods 


On examination the patient’s general condition was good. The 
pulse rate was 76, the blood pressure 130/85, and there was 
some oedema of the ankles. The uterus was at full term and 
the vertex presenting, deeply engaged ; the foetal heart could 
not be heard. There was. slight continuous vaginal bleeding. 
A diagnosis of toxic antepartum haemorrhage was made. 
Labour progressed rapidly, and five hours after admission the 


- little blood clot. 





` or urinary systems. 


‘os was fully dilated. After two hours in the second stage the 


infant was delivered by forceps—a male, 84 Ib. (3.85 kg.), still- 
born, fresh, and with marked pallor. The placenta and mem- 
branes were expelled intact within a few minutes, with very 
Examination of these showed that the inser- 
tion of the cord into the placenta was velamentous and bordered 
the hole in the membranes. At one point the membranes had 
torn into the’ umbilical vein as it lay separated from the arteries 
(see photograph). The placenta was ischaemic, but its maternal 
surface showed no sign of premature separation. 


‘The sudden haemorrhage associated with cessation of 
foetal movements and absence of foetal heart sounds 
shortly after the onset of pains indicates that, as the cervix 
began to dilate, the opening in the’ membranes already 
present extended outwards and involved the more delicate 
vessel in the cord. Vasa praevia is an uncommon 
condition and provides an unexpected foetal risk. 


My thanks are due to Mr. A. P. Bentall for permission to publish 
this case. 
E. A. J. ALMENT, D.Obst.R.C.0.G., 


Late Obstetrical-Gynaccological House-Surgeon, 
Norfolk and Norwich Hospital. 


Experimental Ascorbic Acid Deficiency 


The article, recently published in the Journal on the 
Falkland Islands Dependencies Survey (Roberts, 1949) 
prompts me to report an experiment in ascorbic acid 
deprivation carried out on a similar expedition to Hope 
Bay, Graham Land, in January, 1945. It was desired to 
observe how long an interval was necessary for the clinical 
manifestations of ascorbic acid deficiency to develop in an 
individual living on the normal diet at the base, and on 
the unsupp‘emented sledge ration. As the observations 
were made on myself alone, they can be regarded as 
indicating only the approximate period required. 

During the journey to the Falkland Islands I had been - 


‘taking the normal diet, which included large quantities of 
_ fresh oranges, orange juice, and fresh vegetables. 


It is 
therefore reasonable to assume that on arrival at Hope Bay 
a condition of near-saturation had been achieved. There- 
after I ate the normal unsupplemented diet, which included 
fresh penguin meat and fresh seal meat, when available, 
but I omitted the 50 mg. of ascorbic acid which was taken 


‘daily by all the other personnel. 


During the following two months no abnormal symptoms or 
signs were observed. At the beginning of the third month, 
however, an increasing degree of hyperkeratosis was evident. 
This particularly affected the extensor and flexor surfaces of 
the thighs and the extensor surfaces of the arms and forearms, 
but was noticeable on the abdomen, chest, and back also. Some 
desquamation was apparent, scales of about 1 mm. square being 
lost. No petechiae were seen. 

In the beginning of the fourth month I experienced lassitude 
and increasing fatigue, so that travelling became an effort. On 
May 7 I had a short attack of giddiness: at the same time 
Irritability to an extent unwarranted by the provocative inci- 
dents was noted. There was no abnormality of the alimentary 
Two ulcers developed in the mouth, one 
on the gums and the other on the hard palate, but no bleeding 
occurred. On April 16 and May 11 the tourniquet test for 
capillary resistance was performed. No capillary haemorrhages 
were observed on either occasion. 

After May 20, I took 400 mg. of ascorbic acid daily for 
one week, then 100 mg. daily for a further week, after which 
time I consumed the norma] dose of 50 mg. daily. During 
the following month the hyperkeratosis, ulceration of the 


. mouth, and other signs gradually disappeared, and after two 


months no trace of the condition remained. One interesting 
feature was the appearance on June 5 of oedema of both ankles, 
for which no other cause was apparent. By the following 
month the oedema had disappeared, and has not recurred since. 
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It would appear that an individual subsisting on the 
unsupplemented diet, as provided at the Hope Bay base, 
passes gradually into the subscorbutic state over a period 
of about 12 weeks. This is about the time taken for a 
saturated individual to develop scorbutic manifestations 
when completely deprived of ascorbic acid. In the absence 
of more accurate methods for the determination of the 


ascorbic acid content of the diet at the base, this time-lag 


suggests that the vitamin is present in negligible quantities 
or entirely lacking in the food provided. The importance of 
all personnel taking a regular ration of ascorbic acid cannot 


be over-emphasized. - - 


At Hope Bay it was found that cuts and abrasions, 


particularly on the fingers, though more'`painful than in 
, temperate climates did not take longer to heal. It seems 


reasonable that the delay in healing of such minor wounds 


- observed by Pirie and his companions was due not to a 


diminished blood supply in low temperatures, as he thought, 


- but to a deficiency of vitamin C. 


' abscess. However, 


_ istered by Dr. E. I. Tate. 


J. D. ANDREW, M.B., B.Ch. 
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Two Rare Cases of Internal Strangulation 


Internal strangulation is not a common type of intestinal 
obstruction. During my year of office as resident surgical 
officer at the Royal Victoria Infirmary, Newcastle-upon- 
Tyne, 55 cases of intestinal obstruction were operated ‘upon 
and only five of these were internal: strangulations, all of 
them volvuli. Four involved the small intestine and one the 
large intestine. Other volvuli of the large intestine were 
seen, but in none was the blood supply to the bowel in 
danger. Internal strangulation without volvulus is probably 
the cause of obstruction in less than 2% of cases and is 
associated with adhesions or internal herniation. 


The following two cases are of interest both for their 
rarity and for the clinical signs with which they presented. 


CASE 1 


The patient, a man aged 20, was admitted on January 21, 
1947, with a diagnosis of pelvic abscess due to acute appendi- 
citis. This diagnosis was accepted and he was treated 
conservatively. ; 

When seen on January 22 his condition was deteriora- 
ting. He gave a history of sudden onset of severe abdominal 


„pain and he had vomited five or six times before admission. 


His vomiting was persistent and was associated with colicky 
pain and absolute constipation. It seemed certain from this 
history that he was suffering from acute intestinal obstruction. 

On examination, however, the physical signs were most mis- 
leading. He looked ili; his pulse was 90 and his temperature 
99.6° F. (37.55° C). There was lower abdominal tenderness 
and rigidity, and rectal examination revealed a large tender 
mass in the rectovesical pouch, closely simulating a pelvic 
in view of the history and the obvious 
deterioration in the patient's condition, it was decided to 
perform a laparotomy. Pre-operative glucose-sal.ne and gastric 
aspiration were started. l 

The operation was performed under spinal analgesia admin- 
A right paramedian incision was made, 
and when the peritoneum was opened there was an escape of 
foul-smelling blood-stained fluid. Gangrenous bowel was seen 


immediately deep to the incision, and on exploring further a 


volvulus was disclosed. On delivery into the wound two 
mesenteric cysts were observed at the apex, the larger being 
three to four inches (7.5 to 10 cm.) in diameter. The cysts had 
been lying down in the pelvis and had been readily palpated 


~ 


MEDICAL MEMORANDA 


' diagnosis out of court. 


x 


BRITISH 
MEDICAL JOURNAL 


per rectum. The volvulus affected the lower 8 ft. (2.5 metres) 
of small intestine, stopping just short of the ileo-caecal junction. 
The bowel was resected with an end-to-side anastomosis and 
the wound closed in layers with drainage. 


‘Post-operatively, gastric aspiration and glucose-saline were 
‘continued until the patient passed flatus on ‘the second post- 
operative day. Penicillin, 25,000 units three-hourly, was also . 
given. He made a satisfactory recovery and was discharged . 
on February 15. i 

Dr. K. R. Hill’s report on the specimen stated that there was 
no evidence of intestinal mucosa in the cysts, but that they 
.were probably enteric in origin. 


CASE 2 


This patient, a man aged 59, was admitted to hospital on ' 
December 1, 1948, with the diagnosis of appendix abscess. He 
gave a history of severe colicky pain, starting suddenly at 
11.30 p.m. on the day before admission, with repeated vomiting. 
His bowels had been moved on the morning of admission 
(12 hours after the onset of symptoms), but he had not passed 
flatus since. o i 

On examination the patient was ill and dehydrated and there 
was some distension of the lower abdomen, with tenderness on 
the right side but no rigidity. A soft mass below and to the 
right of the umbilicus was palpated. On rectal examination 
there was tenderness to the right side. His temperature was 
98.6° F. (37° C.) and pulse rate 80. A diagnosis of acute 
intestinal obstruction with strangulation was made, and pre- 


. operative treatment similar to that of Case 1 was begun. 


The operation was performed the same evening. A general 
anaesthetic was given by Miss Knox. An infra-umbilical right- 
rectus-splitting incision was made, and on opening the peri- 


_ toneum foul-smelling blood-stained fluid escaped. On further 


exploration gangrenous small intestine was found which was at 
first considered to be volvulus, but closer examination showed 
that about 5 ft. (1.5 metres) of the bowel had passed through a 
defect in the greater omentum and thus had become strangu- 
lated. The defect was situated in the middle of the omentum 
and was bounded by the colon above and by the omental vessels 
on either side. The bowel was resected and an -end-to-end 
anastomosis was performed. The wound was closed without 
drainage. 

Post-operative treatment was similar to Case 1 and the patient 
returned home on December 13. An omental defect is not 
mentioned as a cause of intestinal strangulation in the standard 
textbooks of surgery, so it can be considered a rarity. 


COMMENT 


It is interesting to note that both these cases had a 
diagnosis of appendix abscess on admission. In Case 1 
there was justification for the diagnosis of pelvic abscess 
if only the physical signs were considered. ‘Mesenteric - 
cysts are rare enough not to be considered in the 
differential diagnosis. - In the history, however, lies the 
clue to the diagnosis. It was much too short for the 
formation of a pelvic abscess; also, repeated vomiting 
and absolute constipation are not usually associated with 
pelvic abscess., l 

In Case 2 there was also a very short history which was 
suggestive of obstruction. The fact that the bowels had 
been moved after the onset ‘of the pain did not rule this 
The mass in the right iliac fossa 
was dissimilar from an appéndix abscess, because it moved 
on respiration and had not the characteristic solid feel of 
an abscess. 

In both cases persistent vomiting and pronounced dehy- 
dration contraindicated an appendix abscess, in which 
vomiting is usually reflex and is present only at the onset 
of the attack. 
F. Denis Hinpmarsi, M.S., F.R.CS., 


l Assistant Surgeon, Royal Victoria Infirmary, 
: Newcastle-upon-Tyne. 
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' HOSPITAL PLANNING l 
-*By Ronald ' 


The Design and Equipment of Hospitals. 
Ward, F.R.I.B.A., M.R.San.I. (Pp. 360; 177 figures. 
£2 2s.) London: Baillitre, Tindall and Cox. 1949. - 


This book discusses comprehensively the site, p!anning, and 


size of hospitals, and the most suitable fixed and mobile 
equipment for each type. ‘Its publication is opportune. 
Régional boards and boards: of governors throughout the 
country who are faced with questions of new hospital 
construction, or extension or adaptation of existing build- 
ings, will be much better qualified to decide on a policy 
which will ensure adequacy and working efficiency if they 
study this outline of past and present practice. | 

A list of the sections illustrates’ the author’s approach to 
his extensive subject. Three sections discuss general, 
administrative, and medical.considerations in hospital plan- 
ning. ‘Others deal with special wards, special hospitals, 
building technique, methods and materials, engineering 
services, and comparative costs. The references to zoning 
and neighbourhood units, to the necessity for adequate 
space for amenity and development, and to the care with 
which the various component units should be sited and 
integrated are of particular topical interest. l 
` The author has been fortunate.in his choice of illustra- 
‘tions, of which there are fifty. These are beautifully 
reproduced and vary in their subjects from single-bed 
‘wards, ward kitchens} and dispensaries to complete hospital 
blocks. There are in addition nearly 200 figures, all drawn 
' to scale and well detailed. Many of these are reproduc- 
tions of ‘the plans, of complete units ; the majority show 
single rooms or special: fittings. The caption with the 
sketch of ashampoo basin is typical of the detailed treat- 
ment given to comparatively minor fixtures—“ Flexible 
shower pipe is loaded so. that the spray is flush with the 
panel when not in use.” Many of the illustrations and 
designs have been published before, and the author has 
made a wise selection which will be of great value. to both 
the professional and lay student. 

In a book of this scope some criticism is inevitable. The 
book was probably .completed some time before publi- 


cation, and several statements are completely at: variance , 


with the new hospital dispensation. For example—“ The 
Ministry is only interested when a loan sanction is needed 
—it is not interested in voluntary hospitals.” The author 
goes outside’ his province, somewhat gratuitously, to dis- 
cuss the question of medical or lay control of hospitals, 
and he continually refers to “municipal hospitals.” In 
a very full ‘section on isolation hospitals he makes no 
reference to the general consensus of opinion that most of 
these are anachronisms and should be replaced by units 
within the curtilage of a general hospital, though in his 
preface he says. that “isolation hospitals are becoming 
things of the past.” The section on equipment ‘is generally 
adequate, but here again there are many recent develop- 
ments to which no reference is’ made—e.g., the microphone 
. method of patient-nurse communication, the modern 
lavatory chair, and , the simplified home-like furnishings 
of chronic wards. These’ minor defects do little to diminish 
the value of this book, which can be recommended as a 
eomp Dena „f information on a wide and“ important 
subject. - - f 
, o a ANDREW TOPPING. 


_ mate in scope and standard to monographs. 


‘material. 


are, mostly written on a uniform general plan. 
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POSTGRADUATE PATHOLOGY 


Pathology. Edited by W. A. D. Anderson, M.D., F.A.C.P. 

(Pp. 1,453-;- 1,183 illustrations and 10 coloured plates. 

£5 5s.) London : Henry Kimpton. 1948. 
This book thas a „Size commensurate with its country of 
origin: ' It ‘weighs half a stone, has 46 chapters, and is 
written by 32 collaborators who represent 18 of the 48 
United States of America. The amount of detailed 
information compressed within ‚its covers by the liberal 
use ‘of small print is remarkable in a book illustrated by ` 
so many ‘large-sized photographs. bx 

The chapters form themselves into two groups. Some 
are short, pithy generalizations, critical essays varying from 
three to twenty-five pages in iength ;, these are excellent. 
Paul .Klemperer writes a lucid introduction to pathology 
as a branch .of biological science, and E. V. Cowdry’s 


_chapter on cells and their behaviour ‘is fresh, terse, and 


stimulating. There is a good introduction to the general 
principles of infection and resistance by Paul R. Cannon; 
Shields Warren writes a masterly account of the general 
pathology of tumours. Most of the other chapters approxi- 
The section 
on the general pathology of inflammation by Morton 
McCutcheon occupies 52 pages and has 94 references, and 
that by Ernest M. Hall:on the special pathology of the 
heart fills 70 pages' and contains 309 references, The 
endocrines are described by the editor, W. A. D. Anderson, 
in six chapters which take up 88 pages and carry 507 
references. ` 

A noteworthy feature of the book is its detailed treatment 
of certain selected subjects., The nature and effects of 
radiation are described exhaustively by Charles E. Dunlap, 
and the effects of atomic bomb injury are explained. The 
pathology of infection occupies more than one-fifth of 
the book, and in addition to bacterial, rickettsial, and virus 
diseases there are full accounts of infections by fungi, 


- protozoa, and helminths, the inclusion of which is claimed 


to be justified by the increase of -rdpid, world-wide travel. 
Other subjects regarded as having previously received less 
attention in textbooks than demanded by their importance 
among diseases are the skin, the bones and joints, the 
organs of special sense, and the nervous system. The 
comprehensive chapter on the skin by Arthur C. Allen will 
be, of great practical assistance in the diagnosis of biopsy 
The articles on the bones and joints by Granvig 
A. Bennett are excellent. 

Approximately one-third of the work deals with aba 
pathology. The remaining chapters, on special pathology, 
Each 
subject i is introduced by a condensed but adequate account 
of the anatomy and physiology of the organ or system. 
Diseases are described with a strong emphasis on morbid 
anatomy and histology, but their morbid physiology and 
salient clinical features receive attention, and in the case 
of the infections a brief account of the pacteolpey is 
included. 

The book is well edited and its chapters follow in logical 
sequence. It might be an advantage, however, if the 
pathology of the reticulo-endothelial system were given a 
separate introductory chapter in. the earlier part of the 
book: , There is no single description of this fundamental 
subject until the end of the thirty-third chapter, where the 
account is crammed into two and a half pages of small 
type. This topic would also afford an opportunity of 
demonstrating the contribution made to pathology by the 
experimental method. No account of the reticulo- 
endothelial stem can be regarded: as complete which omits 


\, 
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` the work of Hedley Wright on the fate of living bacteria 
injected into the blood stream. | 

In some instances common diseases receive dispropor- 
tionately short treatment. Peptic ulceration, for instance, 
is dismissed in two and a half pages, while leprosy and 
trypanosomiasis, both of which are remarkably well 
described, “occupy seven and nine pages respectively. 
Opportunities for instructive clinico-pathological and 
morbid physiological discussions are sometimes lost. The 
fascinating and supremely important story of fluid balance 
might have been told in the chapter on diseases of the 
- gastro-intestinal tract. In too many instances the causation 
of a disease is dismissed by a brief description of its aetio- 
logy and no attempt made to discuss the fundamental 
and instructive problem of pathogenesis. In the light of 
recent bacteriological discoveries the account of gas gan- 


grene, for example, would clearly be of far greater value . 
if this approach had been attempted. This criticism does. 


not apply to many of the chapters dealing with major 


‘pathological problems—the articles on the general patho- 


logy of tubercu!osis and diseases of the lungs by Francis D. 
Gunn are models of lucid expression and skilful marshal- 
ling of fact and evidence. 

' There is no question that Anderson’s book: will establish 
itself as an important contribution to pathological litera- 
ture. It is far too large and exhaustive to be recommended 
as a companion for ‘the undergraduate medical student, 


but it will prove of the greatest assistance to him? for ' 


reference purposes, especially if the subject attracts him. 

In spite of the devalued pound, it will shortly be found 

on the bench or in the study of every keen pathologist. 
GEOFFREY HADFIELD. 


~ ‘TEXTBOOK OF ORTHOPAEDICS 


A Practice of Orthopaedic Surgery. By T. P. McMurray, 

C.B.E.. M.Ch.. F.R.C.S Ed. Third edition. (Pp. 444; 

191 figures. £1 10s.) London: Edward Arnold: 1949. 
The third edition of this very successful smaller textbook 
is a welcome addition to the numerous books on the pro- 
blems of orthopaedic surgery. The author has included a 
description’ of the basic principles which underlie treatment 


in orthopaedics, and has deliberately omitted any reference ' 


to fractures and to many of the operative procedures 
included in larger works. Many excellent photographs and 
radiographs are included, and a number of instructive out- 
line diagrams have been added which should prove of 
great value to the medical student. hoi 

The most interesting section is perhaps that describing 
injuries of the semilunar cartilages. The author has out- 
‘lined in clear and simple language the examination of the 
knee-joint in this condition, and his own description of 
the sign which'has come to be associated with his name 
well deserves the reader’s study. e 

The chapter on tuberculous disease of joints is delightful 
to read and full of wise advice for the practitioner. The 
‘author has taken much trouble to clarify and simplify 
that series of diseases of epiphyses and small bones now 
believed to be due to avascular necrosis. In the chapter 
on osteoarthritis of the hip-joint an excellent description 
of the high oblique femora! osteotomy devised by the 
author is included. He emphasizes the great value of this 
operation for thé relief of pain in advanced osteoarthritis 
of the hip in elderly persons. 

This book covers in reasonable detail all the. principal 
problems of orthopaedic surgery, and the medical student 
who masters its subject matter should be wel} prepared for 
his final examination. 

A. M. A. Moore. 
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INTRATHORACIC ‘ELECTROCARDIOGRAPHY 


Direct Electrocardioeraphy of the Human Heart and Intra ' 

thoracic Electrocardiography.* By F. M. Groedel, M.D., 

and Paul R. Borchardt, M.D., F.C.C.P. (Pp. 224: 29 

illustrations. $9.) New York: Brooklyn Medica! Pres 

Inc., P.O. Box 99, Station H, New York 250 . 
This work describes how direct leads were obtained in ‘ap 
unspecified number of cases by passing a sound containing 
a thin wire through a cannula which had been used for- 
pneumonolysis. This electrode was placed at various 
points on the surface of the heart by direct vision through 
a thoracoscope (also in position after pneumonolysis). The 
direct lead was coupled with an indifferent electrode: placed - 
on the patient’s forehead or right arm. Nearly all the 
patients had normal hearts. l 

The authors again attack Einthoven’s theory, and deny 
that the algebraic sum of the potentials in the left arm, 
right arm, and left leg equals zero; and still maintain that 
the right arm is the best indifferent electrode. With direct 
leads the arguments are irrelevant, for it is admitted that 
the indifferent electrode can have no appreciable influence 
on the tracing when the exploring electrode is in contact 
with the surface of the heart. The emotional content of 
many of the paragraphs touching on this point and the 
obvious antagonism towards certain schools of electro- 
cardiography would have been better suppressed. 

The authors present evidence that is held to show that 
the electrocardiogram consists essentially of two com- 
ponents, that produced by the left ventricle and that from 
the right, a thesis put forward by Groedel consistently 
since 1932.) Tracings obtained from the right side of the 


heart usually showed an RS. complex, and those recorded 


over the left ventricle a QRS or QR complex. Theoretical 
considerations put forward to explain the curve in terms 
of Groedel’s theory are difficult to follow, as‘the findings 
can be explained equally simp'y in the light of more con- 
ventional hypotheses. Nevertheless, the curves are of con- 
siderable interest, especially to workers on modern chest 
lead electrocardiography, and will repay careful study. 
PauL Woop. _ 
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” DOCTORS WITH LONG MEMORIES - 


Doctors East, Doctors West. By Edward H. Hume. 
sae 278. 12s. 6d.) London: George Allen and Unwin. 


A Doctor Regrets... By Donald' McI. Johnson. 
(Pp. 242 ; 64 illustrations. 12s. 6d.) London: Christopher 
Johnson. 1949. - ee 
Doctors East, Doctors West—in fact, doctors everywhere. 
The demand’ for books about doctors appears to be 
insatiable and the.supply unending. Dr. E. H. Hume’s 
book gives an account of the early days of a mission hos- 
pital at Changsha, in Hunan Province. The author was 
a graduate of Yale University and a pupil of Osler and 
Welch at Johns Hopkins. He saw his hospital grow from 
its small beginnings until in 1915 it became a modern build- 
ing with a medical school associated with it. Welch, invited 
to the foundation ceremony, replied : “I have never laid 
a cornerstone in my life, but I am perfectly willing to try.” 
The hospital flourished despite the wars, civil and inter- 
national, which have been the daily background to life in 
China for forty years. l 
The book is mainly anecdotal and one has to be content 


with. the scraps of information about Chinese history, cul- 


ture, medicine, and superstition which emerge from the 
stories. The lot of a man trained by Osler and stripped of 
all therapies .set down in competition with the Chinese 
doctors, who were as full of remedies as an Elizabethan 
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physician, cannot have been easy.. In obstetrics the’ com- 
‘ petition was less erudite, for, the conduct of the confinement 
was in the hands of women who persuaded the refractory 


birth-canal to dilate by opening all the drawers in the-room 


and by removing the lids from all boxes.. 


A pleasant feature of the book is the epigrams in ‘Chinese 
` characters.'which’ decorate the chapter headings.’ 


One, 
translated, reads, ‘“In‘a critical illness send for three 
doctors,” and another, “The physic_of a doctor in whose 
family medicine has not been practised for three’ genera- 
tions should not be taken.” 

Dr. Donald Johnson; now aged 45,’ tel's in his 
book A ‘Doctor Regrets...of his life up to the 
time he was 33. He was unhappy at school but enjoyed 
himself at Cambridge, where he obtained a first class in 
the Natural Sciences Tripos. He followed this with an 
entrance scholarship to Bart’s, and the pattern of his pro- 
fessional success appeared to be predetermined. However, 
this ig not the way autobiographers are. made, and our 
author; jolted by a failure to satisfy the exacting examiners 
in the Primary Fellowship, lost his sense of vocation. He 
looked around for a way of escape. He was attracted by 
politics; to read-for the Bar and to essay journalism’. 
seemed the natural approaches to a political career. These 


activities took up much time, but he managed to ‘scramble ` 


through his final medical examinations, and; newly, quali- 
fied, he eagerly accepted an invitation to join a ‘Cambridge - 
expedition to East Greenland: A couple of resident 
appointments were the prelude to further adventures in 
' Labrador with the Grenfell Mission, where,-with his wife . 
‘accompanying him, he regained pleasure in the service of — 
sick people. i 

General practice in 'a drab dormitory suburb, followed, 
and here five -years of frustration were rewarded by 
financial success.’ This servitude was finally broken by! 


days an ardent supporter of Randolph Churchill in the 
Wavertree by-election. This episode is pure Linklater, and. 
indeed throughout his book Dr. Johnson displays a candour 
and a-gift-of narrative indispensable to successful’ auto- 
biography. He appears to think that -his story is itself ` 


a pertinent exposure of a defective system. To the reader ; 


it is no more than the picture of a'man who has so ‘far. 
failed to fulfil himself. We are denied the record of ‘his 
final. integration and are told only that he‘ now runs a 
publishing -business. The author has been fortunate to 
‘find a publisher who has printed so many of his beautiful 
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Drs. Roy R. Grinker and Paul C. Bucy, both of whom are 
well known in this country, have made extensive revisions of their 
textbook Neurology in its fourth edition (pp. 1,138: £3 3s.; Oxford: 
Blackwell Scientific Publications, 1949). This is the seventh printing 
‘of the book since Dr. Grinker’s first edition in 1934, and the content 
has been greatly altered since then. The present volume has been 
reset on thin paper, which has avoided the necessity of two volumes, 
an inconvenience’to the student. There are always points of detail to 


' criticize in a textbook as.dmbitious as this, but the general form of 


the work is most satisfactory. This is mainly because the authors— 


both young and both changing their viewpoints as new knowledge - 


‘is available to them—have presen‘ed clinica} neuro‘ogy as a.natural 
development of the anatomy, physio’ ogy, and pathology of the- 


' nervous system. Probably because of the senior author's interest | 


in dynamic psychiatry there'is no section dealing with the neuroses, 
for these chapters are always inadequate i in such a context. The book 
is not one for the ordinary student in an English medical school 
(there are about 120 large pages in the chapter on intracranial 
tumours) and it might have been more flexible as a work of reference 
if the excellent bibliography had been divided between the chapters | 
instead“ of appearing in 80 pages at the end of- thé book. 
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[Review is not: precluded by hole here of books recently skenet 
Modern Professtonal Nursing: Edited ie M. Hainsworth, 
R.R.C., S.R.N. . Vols. 1,72, 3,, and 4. New and revised ed. 
(Pp.. 1,917. 90s. 3d.) London: The Caxton PupasiIng Company. 


7 


The E amdin of Waters and` Water s upplies ( Thresh, Beale 
By E. W. Taylor, M.D., .D.P.H.Loņd. 6th, ed. 
(Pp. 819. 70s.) London: Churchill. 1949. 


? 1943, 


By J. H. Means, M.D. 
(Pp. 37. 5s.) „Oxford: Blackwell Scientific Publications. 1949. 
Medical. Books, Librartes and Collectors. By J. L. Thornton, 
A.L.A, , Introduction by G. L. Keynes, M.D.,°F.R.C.S. (Pp. 293. 
35s.) London: Grafton. 1949, 


By P Mullahy. Introduction by 
E. Fromm. (Pp. 538. 37s. 6d.) London: George Allen and Unwin. 


` 1949. 
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Case ‘Histories in Abnormal Psychology. By C. P. Stone. 
(Pp.-106. 10s.’ 6d.) ae University Press.. London: Geoffrey 
ae 1949, ; ' 


Radiologic Exploration of the Brouchus. By S. Di Rienzo, M.D. 
Ne by T. A. Hughes, M.D. Foreword by R. H. Overholt, 

(Pp. 332. 75s.) Oxford: Biackweil Scientific Publications. 
1949, 


Practical inehaaiie for Medical Students. By G. T. Mills, 
B.Sc.,.Ph.D. Foreword by J. N. Davidson, M.D., D:Sc. (Pp. 241. 
15s.) Glasgow: John Smith. 1949. 


Men cicne Systems. By M. Dixon, Sc.D, F.R.S. (Pp. 100. 
7s. 6d.) Cambridge: Universtiy Press. 1549. 


Human Relations in Modern Industry. By 
M.D., D.P.M. (Pp. 192. 8s. 6d.) London: 
1949. 


R. F. Tfedgold, 
Gerald Duckworth. 


Bacteriological r By W. W. W. McEwen, ALM.L.T. 
F.R.M.S. Foreword by Sir Alexander Fleming, FRCP. ERS. 


APp. 293. 15s.) London: Churchill, 1949, 

' The Premature Infant. By J. H. Hess, M.D., and E. C. Lundeen, 
RN. 2nd ed. (Pp. 367. 42s:) Philadelphia, London, and 
Montreal : Lippincott. 1949, 


The Rat tn Laboratory Investigation, Edited by E. J. Farris, 
` Ph.D., and J. Q. Griffith, Jun., M.D. 2nd ed. (Pp. 542. 105s.) 
London, Philadelphia, afd Montreal : ‘Lippincott. 1949. 


Mental Hygiene in Public Health. By P. V..Lemkau, M.D. 
(Pp. 396.- 38s 6d.) New York, Toronto, Londont McGraw-Hill 
Book Company. 1949. 


By G. B. TETN 
(Pp. 612 


Translated and 
110s.) Philadelphia : 


Physiology of Motion. 
edited by E. B.- Kaplan, M.D. 
Lippincott. 1949, 


" Golden J ubilee World Tribute to Dr. Sidney V. Haas. 
No price.) New York: The Committee for Tribute. +1949, 


By C. Stern, (Pp. 617. $7.50.) 


(Pp. 37. 
San Francisco: Freeman. 1949, ' 


By L. M. Couceiro. 
Administración Ediciones Byp. 


Tratamiento de las Ictericias H opatocelulares. 
(Pp. 234. No price.) Barcelona: 
1949. 


lemuaizacion contra el Tifus Exantematico con Varuna Viva, 
'Cepa E. By G. Clavero de! Campo and F. Perez Gallardo. 
(Pp. 102. No price.) Madrid: Grdficas Gonzalez. ` 1949, 


‘Paralysis Agitans. By H., Mines. (Pp. 195. 
Copenhagen: Ejnar Munksgaard. °1949. 


Einführung in die Kinderheilkunde. By E. 
72s.) Vienna: Springer. 1949, 


No sas 
Glanzmann. 


Ringe um Vollendung. Lebenserinuerungen aus einer Wendezeit 
der Heilkunde. 1933-1946. By E. Hoffmann. (Pp. 312. No 
price.) Hanover: Samar and von Seefeld Nache. 1949, 
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NEED -FOR CONTROLLED B.C.G. TRIALS 


It has been argued, sometimes with fervour rather than 
with scientific evidence that carries conviction, that the 
‘time for controlled trials of B.C.G. is over and past 
and, indeed, that to carry out any such trial to-day 
would be unethical. This view is, very clearly, not held 
by Dr. Carroll Palmer, co-author of one of the most 
and now in charge of 
the anti-tuberculosis mass vaccination programme in’ 
Europe. In a prospectus of research presented to the 
Joint WHO and UN. International Children’s Emer- 
gency Fund Committee and to the Executive Board of 
WHO, he prefaces his admirable account of an exten- 
sive research programme by a statement that two basic 
facts must be recognized : 


“First, it must be admitted in clear and unequivocal 
terms that strict scientific proof of the effectiveness: of 
B.C.G. vaccination in the control of human tuberculosis 
‘is not available. This is true despite the fact that 
millions of persons have been given B.C.G. during the 


past 20 years and despite the very suggestive evidence 
It may still be true 20. 


of a few small-scale studies. 
years from now, umiess an energetic and careful evalua- 
tion of the.effects of B.C.G. programs are undertaken. 
“Second, it must be realized that a major .responsi- 
bility for studying the effects of the program: will fall 
upon national and local groups. An international 
research organization can only advise and assist in a 
long-range program of evaluation and research.”?' 
_ This research programme Palmer places under three 
major headings: first, the somewhat prosaic but highly 
important investigation of techniques, procedures, and 
results of tuberculin testing and immunization ; secondly, 
basic epidemiological research on tuberculous infection 
and illness-; and, lastly, but obviously the sine qua non, 
the measure of-the results of the B.C.G. programme in 
terms of the prevention of tuberculosis morbidity and 
mortality. Under the first heading several problems are 
presented. What ‘should be the criteria for selecting 
persons‘ for vaccination? What product should be 
chosen, and what should be the final Mantoux test ? 
What degree of tuberculin sensitivity should be used 
to separate persons into the groups needing and not 
needing vaccination ? And should this degree vary with 
age, nationality, and “tuberculinization” of the popu: 
 , lation ? Another urgent step is to determine the allergy- 
. producing qualities of different vaccines, fresh and pre- 


_.served, and with different methods of administration. 


l ' 1 Publ. Hlth Rep. Wash., 1946, 61, 1A 
T 2 Ibid., 1949, 64, 1250. 


‘tuberculin tests, “‘ revaccination must not be done” 


_than those who ‘refuse. 


The assumption is that the most effective vaccine and 
method of administration are those which produce the 
highest degree of allergy for the longest period of time 
—but Palmer is careful to point out that that is only 
an assumption. In thus assessing two and more vac- 
cines he envisages a careful statistical trial in which the 
persons to be vaccinated would be separated by ‘a 
“ purely chance selection scheme,” each group to receive 
a different vaccine or a vaccine given by a different 
method. Subsequent observation he seems to limit to 
post-vaccination tuberculin testing and the incidence of 
complications of the vaccination. A measure of the 
actual incidences of tuberculosis morbidity and mor- 
tality in the groups should, surely, be sought at the 
same time to prove or disprove the assumption that 
has been made. In short, has one vaccine any more: 
potency than another ? 

The problem of revaccination Palmer also faces 
squarely with a proposed rigidly controlled trial. The 
routine programme of tuberculin testing and vaccination 
would be carried out in study areas, and post-vaccination 
tuberculin tests on the vaccinated then made at stated 
intervals up to five years. Whatever the result of these 
; the 
frequency of morbidity and mortality could then be 
measured among different groups of the vaccinated 
population, separated according to the degree and 


-duration of allergy produced by one vaccination. These 


results may, too, throw some light on the general value 
of B.C.G., though they are in no sense a true trial of 


. it. A further indirect but still stronger test that Palmer 
-puts forward is the repeated tuberculin testing and re- 


vaccination of a population on a large scale, until the 
whole group of vaccinated is made highly allergic to 
tuberculin. In such a vaccinated group, he argues, there 
should be practically no disease or death due to tuber- 
culosis—if current theories on the value of B.C.G. are 
correct. There should, he believes, be no difficulty in 
nading a number of areas or communities ready for 
these “ superlative demonstrations of the preventive 
potentialities of B.C.G.” _ 

It is generally held that comparison of the vaccinated 
with those who refused to be vaccinated is valueless. 
Palmer boldly develops some defence of it. His pro- 
posal is to obtain information from the two groups 
which will allow an assessment to be made of their 
epidemiological equality or inequality. Thus data on 
history of contact with tuberculosis obtained from the 
parents of each child would show, for instance, whether 
those who volunteered and those who declined have 
had a similar past exposure. Some observations of this 
kind from Germany suggest that those who accept vac- 
cination have more often had contact with tuberculosis 
If we can presume that more 
frequent past contact means more frequent future 
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contact, then the B.C.G. group is at a disadvantage in 
terms of exposure to risk. If in spite of this disadvan- 
tage the group shows an appreciably lower attack-rate 
from tuberculosis, then clearly we have strong presump- 
tive evidence in favour of B.C.G. vaccination. Obser- 
vations made in this way are better than none at all, 
but their grave weakness is obvious. Suppose the 
results show little or no advantage: to B.C.G.? We 
certainly cannot then argue that it is useless. In short, 
only if the result is of one particular kind can we have 
any basis for drawing even a tentative conclusion. 
Carroll Palmer is himself very clearly under no illu- 
sions about that. Indeed, he appears more than a trifle 
uneasy about the conclusion reached at the subcom- 
mittee meeting in Paris last June that strictly scientific 
control studies of the value of B.C.G. are impossible 
in the Joint Enterprise programme. Not only does he 
feel that the importance of the matter justifies its recon- 
sideration, but he urges that “some way must be found 
to carry out such studies in some place, and soon.” In 
other words, a very experienced worker in this field, 
with great responsibilities in the mass use and develop- 
ment of B.C.G. vaccination, still pleads for an exact 
trial of how much B.C.G. can do in such a community 
as ours—before it is too late. It has rightly been said 
that Britain has been backward, even negligent, in the 
_ field of B.C.G. It seems that we have yet time to make 
fundamental studies which may effectively counter that 
reproach. , 
ae 
DANGERS OF DICOUMAROL 


The practice of trying to prevent complications that 
are unlikely to occur is becoming more common, and 
in some centres abroad few surgical patients escape 
post-operative penicillin, anticoagulant therapy, or vein 
interruption. The penalties of ignorance and careless- 
ness in the administration of the anticoagulant drugs 
are severe, but at the same time the intelligent and 
skilful use of these drugs can be of the greatest benefit. 
While the effects of heparin can be predicted with 
reasonable certainty and a powerful and rapidly acting 
‘antidote is available in the form of protamine sulphate, 
the cheaper and more simply administered dicoumarol 
has long been regarded as a dangerous drug. Whether 
or not the anticoagulant action of dicoumarol is due 
to “a kind of toxic neurosis of the liver cells” as 
suggested by Jorpes,” all those experienced in its use 
-have repeatedly stressed the dangers of uncontrolled or 
ill-controlled treatment. At a coroner’s inquest some 
‘months ago (reported i in the Journal of April 30, p. 738) 
the death of a patient was attributed to “ haemorrhage 
from the stomach and intestines due to treatment 
with dicoumarol.” In this case treatment was given at 
home without laboratory control. Many similar fatali- 


NEED FOR CONTROLLED B.C.G. TRIALS 


1279 


BRITISH 
MEDICAL JOURNAL 





ties have been reported in Sweden and the United 
States, but a far greater number remain unrecorded. 


. Last year we drew attention in an annotation? to some 


of the dangerous and fatal complications which have 
occurred:*-? 

- Essentials of dicoumarol therapy are that it should be 
undertaken in a hospital with adequate facilities for 
accurate daily estimation of the prothrombin time, and 
that the drug should be given only by those experienced 
in its use and fully conversant with its dangers. Under 
these conditions it has been shown that dicoumarol can 
be given with comparative safety and undoubted 
benefit.°° - Although the most severe haemorrhagic 
complications occur more often when the prothrombin 
level'is below 10% ‘of normal, it is likely that dicoumarol 
also has a direct toxic action on the capillary vessels, 
and this effect, therefore, has also to be considered at 
higher prothrombin levels. Thorsén? stressed how un- 
predictable haemorrhage was and how difficult it was 
in some cases to correlate its occurrence with the level 
of the plasma prothrombin. Some individuals are 
hyper-reactors to dicoumarol, and Cosgriff and his 
colleagues’® have stated that as many as 25% may 
behave in this fashion. 

Duff and Shull," who report a death after dicoumarol 
therapy and review 21 published fatal cases, reiterate 
the need for great caution in patients with liver and 
renal damage. They also give warning of the possible 
harmful effects of the drug in cases of hypertension, 
especially if there have been previous cerebrovascular 
accidents. Kraus and his colleagues’? undertook an 
experimental study on pregnant rabbits and found that 
dicoumaro] readily passed the placental barrier. If the 
prothrombin in the maternal blood remained below 10% 
of normal for two days none of the mothers or foetuses 
survived, and when the maternal prothrombin levels 
were between 29% and 40% of normal all the newborn 
rabbits died. In the present state of knowledge it would 
seem wise to regard dicoumarol therapy as absolutely 
contraindicated in pregnancy. The possibilities of 
dicoumarol being used as a criminal abortifacient should 
also be borne in mind. 

Those with experience of this therapy will probably 
agree with the recent suggestion of Ball and Hughes!’ 
in this Journal that every. large hospital should have an 
organized anticoagulant service. The prerequisite of 
ion ner in the Treatment of Thrombosis, 1946. Oxford University Press, 
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safe and efficient treatment is skilful laboratory control. 
It is true that many pathologists now condemn those 
methods of estimating the prothrombin time in which 
“stypven” is used; they prefer thromboplastic’ sub- 
stances prepared from rabbit or human brain. There 
are some, however, who continue to use “stypven” 
with satisfactory results, provided that care is taken to 
“ overlap ” several bottles in order that there may be a 
constant check and guarantee of its activity. Whatever 
method is used, a slipshod technique will lead to serious 
errors, and there are probably few routine laboratory 
estimations which demand such conscientious effort by 
the pathologist. A clinician who fails to recognize this 
_ fact is indeed ungrateful. Quite apart from the intrinsic 
_ dangers of the drug, this difficulty in laboratory Conse 
is likely to limit its use in this country. 

Wise and his co-workers?‘ have recently published 
an interesting report on the prophylactic use of dicou- 
marol ; over the course of four years the drug was given 
as routine therapy to 3,304 patients subjected to major 
surgical operations. Depression of the prothrombin 
level to 40-50% of normal brought about a significant 
reduction in the incidence of venous thrombosis and a 
less significant reduction in embolism, while at the 
‘same time it was a negligible cause of haemorrhage. 
Such figures tend, however, to be misleading and it is 
doubtful whether the results, good as they seem, would 
justify an extension of this practice when one considers 
the great amount of additional work which would be 
required. In view of recent reports of the drug’s 
efficiency as a rat poison! '* it may be that dicoumarol 
will ultimately be more useful for that purpose. Else- 
where in this issue Drs. C. C. Burt, H. P. Wright, and 
Mirko Kubik report a careful clinical trial of a new 
coumarin substance which, owing to its shorter-lived 
- action, seems superior to dicoumarol. Such a drug 
should certainly be more predictable in its effects, and 
this may be a real advantage in those cases requir- 
ing prolonged treatment ; but much fuller trials will be 
needed before its true value can be assessed. Mean- 
while, all clinicians interested in the problem of, throm- 
bosis will look forward to the day when better drugs still 
will relieve them of many of the present unavoidable 
anxieties of anticoagulant treatment. 


THE ELECTRON MICROSCOPE 


Although glass was popular in ancient Egypt, the use 
of lenses was slow to develop. Arabian physicists in 
the tenth century knew of the magnifying powers of 
the segment of a glass sphere, but spectacles came into 
use only in the thirteenth century, in the time of Roger 
Bacon. The microscope and the telescope did not take 
shape until the beginning of the seventeenth century, 
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the earliest microscopes being made in Holland, prob- 
ably by Zacharias, son of Jan—hence known as Jansen. 
Van Leeuwenhoek (1632-1723), the draper of Delft, 
who spent his spare time in grinding simple lenses, 
was the first to describe unequivocally bacteria and 
protozoa. Since then the compound microscope 
has bzen gradually perfected, and the history of its 
evolution has been well told by Disney, Hill, and 
Watson Baker.’ However, as is pointed out by Mr. 
A. W. Haslett in a paper appearing elsewhere in this 
issue, owing to the wave. character of light there is a 
limit to the powers of resolution of the ordinary micro- 
scope. With ordinary white light the limit of resolution 
is reached at approximately 0.25 u, though this limit 
can be reduced to about 0.2 x if ultra-violet light is used 
as the source of light. For the development of the 
ultra-violet microscope the late J. E. Barnard was largely 
responsible. 

In 1926 it was shown that the electron has wave- 
like properties, and theoretically, therefore, an electron 
microscope became possible in which the wave-like 
character of the electron might be used to produce 
an image which could be photographed. Five years 
later the first electron microscope was constructed, 
and to-day, after many improvements, there is an ever- 
growing number of instruments in use. In our open- 
ing pages this week we publish Dr. A. S. McFarlane’s 
Almroth Wright lecture on the subject of the electron 
microscopy of bacteria and viruses. The author reviews 
the work which has been done with the electron micro- 
scope, and illustrates this with the admirably chosen pic- 
tures which are reproduced on the special plate in this 
issue. The electron microscope has already added much 
to our knowledge of the structure of the larger viruses. 
The fact that filamentous as well as round forms can be 
seen suggests that the morphology of many viruses is 
not fixed and that, as in the case of the lympho- 
granuloma-venereum-psittacosis group, something in the 
nature of a developmental cycle may possibly occur. In 
addition, new information has been obtained about the 
structure of teeth by an examination of impressions. 
There are many other problems on which the electron 
microscope is likely to throw considerable light. For 
some time certain filterable organisms, the pleuro- 
pneumonia-like group, have been recognized as the 
cause of pleuropneumonia, agalactia, and arthritis in 
rodents. These organisms, unlike viruses, can be grown 
on ordinary media, and similar pleuropneumonia-like 
forms can be derived from a number of ordinary > 
bacteria. Tulasne,” for instance, has demonstrated that, 
under the influence of penicillin, pleuropneumonia-like 
bodies, capable of growth as such, can be formed from 


1 The Origin and Be pmen Bt the Microscope, 1928, London. 
2 Nature, Lond., 1949, 164. 876 
8 Ann. int. Med., 1945, 31, "570. 
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reserved for special cases where there is nothing 
st and possibly something to be. gained. The aim 
radiotherapy is not, as Pennybacker and Russell sug- 
st, to direct the largest possible dose of radiation to the 
tumour within the limits of safety for the normal tissue, but 
_ to give the smallest possible dose that will prove effective 
and to limit it as nearly as possible to the region involved. 
= Not-the ‘feast of the difficulties, especially with brain 
_ tumours, is knowing the extent of the involvement. 








CATCHING THE CHEMIST 


- Doctors are being asked by executive councils to write 
_ prescriptions for imaginary patients so that the prepara- 
tions” dispensed by a chemist can be tested. There is 
nothing. new in this practice—it existed under National 
_ Health Insurance—but to many doctors it remains none 
_ the less distasteful. A correspondent draws attention to 
it in the Supplement this week, and asks whether the prac- 
tice can be suppressed. Regulation 26 of the General 
M edical and Pharmaceutical Services Regulations, 1948, 
= imposes. on executive councils the duty of testing drugs and 
: appliances, but the way in which each executive council 
erforms its duty is set out in a scheme prepared by it and 
ipproved by the Minister of Health. The schemes of most, 
aps all, executive councils probably accord in this 




















structions were given: “When a test is to 
he clerk shall arrange for an official pre- 
“to be written in duplicate and to be signed by 
actitioner on the council's medical list, and the practi- 
hall not be informed of the name of the chemist 
whom the prescription is to be presented for dispensing. 
he. ‘prescription shall be presented by an agent of the 
one E (hereinafter referred to as ‘the agent UA who shali 
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10se Who wish to defend a procedure that compels 
tors to. collaborate with “ agents ” and to consort with 
i patients may say that it protects the public 
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PADDINGTON GREEN HOSPITAL SAVED. S 


The Board of Governors of St. Mary's Hospital has had 
second thoughts about destroying the tradition ry 
Paddington Green Children’s Hospital. At a 
November 24 the board discussed recommendatio 
its medical staff and decided to ask the Subc 
the Reorganization and Co-ordination of Se 
reconsider their original proposat with a view 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 


CHILBLAINS 


BY 


JOHN T. INGRAM, M.D, F.R.CP. 
Physician-in-Charge, Skin Department, General Infirmary, Leeds 


The incidence as well as the mystery and fascination of 
the chilblain is reflected in the advertisements and sale of 
proprietary remedies, but in its simplest form the lesion 
presents no great difficulty in diagnosis or treatment. An 
itching, erythematous, and congested superficial swelling 
on fingers and toes, it is a common winter affection experi- 
enced at some time by the majority of the inhabitants of 
temperate and cold climates. 


Aetiology 
The onset of chilblains is chiefly determined by tempera- 


- ture and humidity. Exposure to cold and damp followed 


by warmth—from a coal fire or hot-water bottle—is the 
common sequence. Cold causes a contraction of the smaller 
arterioles in the skin of the extremities, which slows the 

rficial circulation to conserve heat. In certain indi- 
viduals cold or damp and subsequent warmth injure the 
superficial vessels and produce the characteristic signs and 
symptoms of a toxic erythema. Not all people will react 
in this manner, nor will the same individual react unchang- 
ingly throughout his life. It is difficult to provoke chil- 
blain reactions experimentally in those not susceptible, and 
the same causative climatic conditions will provoke the 
condition in a certain proportion only of the population 
at one time. 

The young, especially at puberty, are more susceptible 
than adults. There is a tendency for the susceptibility 
to recur (or manifest itself for the first time) at the meno- 
pause and in old age. States of moderate ill-health and 
debility may increase susceptibility: during pregnancy 
chilblains are rarely seen and the tendency may then 

A poor peripheral circulation is not dependent entirely 
upon peripheral factors or exposure, though these factors 
play an important part in affections of the legs in girls 
and young women who wear short skirts and thin stockings. 
The peripheral circulation is, however, dependent upon and 
responsive to the general body. temperature. Chilblains 


are not seen in warm climates and are uncommon in those 
who live or work in centrally heated buildings. Their 


rarity in North America is attributable to central heating 
in houses and buildings, to heated transport, and to suitable 
clothing. It would seem that the body as a whole must 
be kept at a reasonable temperature to maintain vascular 
tone in the extremities, especially in the legs, which are 
further embarrassed by the erect posture. 

Exercise plays a large part in the maintenance of cir- 
culatory tone, and in this connexion occupation is impor- 
tant. Winner and Cooper-Willis (1946) in a valuable review 
of chilblains in Service women found the incidence higher 
in office workers than in those in active occupations. Office 
workers suffered from chilblains on their hands and those 
whose work involved much standing got them on the feet. 

If general nutrition falls short of proper requirements 
vascular tone will undoubtedly be influenced, but in the 
ordinary way diet does not play a part in the development 


of chilblains ; nor is there convincing evidence that calcium 
is important, though it is highly favoured by many sufferers 
and this clinical evidence cannot be entirely ignored. 
Wright suggested that there was altered coagulation time 
in patients suffering from chilblains, but this has not been 
confirmed (Hallam, 1931). There is certainly no evidence 
of calcium deficiency in these patients, though it is true 
that thrombosis may be seen microscopically in the chilblain 
and there is an altered permeability of vessel walls. 

The tendency to chilblains is essentially an individual 
affair. Under the same general climatic conditions lesions 
will arise in one area and not in another. This is prob- 
ably dependent upon conditions of temperature and 
humidity, but may be caused by other physical factors, 
meteorological or geological. Again, the conditions of 
climate or location favourable to one individual may be 
unfavourable to another. There is often a familial ten- 
dency to chilblains, and occasionally the affection is 
persistently unilateral. 

Psychological and nervous influences also bear upon 
the behaviour of the disease. It is partly due to the 
former that the determination of causative factors is 
difficult and that the effects of treatment are not easy to 
assess. It is natural that neurological factors should bear 
upon vascular tone and response. A striking illustration 
of this is the common observation of chilblains on a limb 
affected by anterior poliomyelitis. After sympathectomy 
the release of constrictor influences protects against chil- 
blains. There is often a close link between nervous 
influences and endocrine factors. | 


Differential Diagnosis 

The diagnosis may not be easy when chilblains appear 
on the ears or nose, on the breasts, buttocks, upper arms, 
or lower legs, or when fat impairs . 
a naturally sluggish circulation— 
for example, on the inner aspects 
of the knees. The conditions 
determining the lesions are the 
same, however, and it is the 
anatomical features of the site 
affected which modify the appear- 
ances. On the lower legs, breasts, 
buttocks, and upper arms the 
lesions are much larger and more 
diffuse and may involve an area 
some inches in diameter. For 
this reason, no doubt, they are 
often symptomless. On the ears 
there is little tissue to allow 
swelling; burning and irritation 
may be intense, blistering may 
occur, and atrophy or calcifica- 
tion may follow. Vesication or blistering may occur spon- 
taneously or from friction or treatment. This may lead 
to superficial erosion, or to ulceration and secondary 
infection. 
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Inflammatory lesions of chilblain type on the legs may 
be confused with erythema nodosum or erythema 


induratum (Bazin’s disease), which occur within the same 
age period. — 


Erythema 
Nodosum.— 
The tender- 
ness, pain, 
pyrexia, and 
distress in 
the patient 
should serve 
to differen- 
tiate ery- 
thema nod- 
osum, which 
often fol- 
lows an 
acute upper 
respiratory 
infection or 
may be a 
m a ni festa- 
tion of 
tubercu- 
losis. On 
fading, the lesions give the characteristic appearance of 
bruising, 

Erythema Induratum—tThis lesion (commonly a gum- 

matous tuberculous reaction) is deep-seated and infiltrating, 
and may proceed to form a deep ulcer with a sloughing 
base. In chilblains the affection is superficial. The more 
superficial and smaller gummatous tuberculide of the 
dermis (papulo-necrotic tuberculide) may also be mistaken 
for chilblains on fingers and toes, but it is firmer, infiltrated, 
ulcerates, and does not itch. 
_ Nodulo-ulcerative lesions on the legs of obscure aetiology 
occur predominantly in middle-aged women, but are some- 
times seen in the young. The condition resembles erythema 
induratum, and is thought to be vascular in origin, prob- 
ably arising from thrombosis and necrobiotic changes ; 
it may be associated with a “ chilblain circulation” and 
may respond to sympathectomy. 


Drug Rashes.—Some drugs, in particular sulphathiazole, 
provoke lesions intermediate in character between erythema 
nodosum and erythema induratum. But these lesions are 
larger and more widely scattered ; they are symptomless, 
and inquiry will elicit the history of drug therapy. 


Erythema Multiforme—Toxic erythema of the erythema 
multiforme type affects extremities and may be confused 
with chilblains. The eruption is usually more profuse and 
of a particular pattern, there is less irritation, and attacks 
recur at long intervals, not necessarily in the chilblain 
season. 

Lupus Erythematosus.—Chronic toxic erythema (lupus 
erythematosus) on the backs of the fingers may simulate 
chilblains. It is more defined, occurs between the joints 
and about the nail-folds, is symptomless, persistent, and 
commonly associated with follicular horny plugs. 

Perniosis—A state of impaired peripheral circulation 
termed perniosis (Haxthausen, 1930) or “ chilblain circula- 
tion ” is common at puberty and sometimes appears at other 
times in life. The condition is frequently accompanied 
by an increased susceptibility to chilblains. In- perniosis 
there is a persistent tendency to contraction of the smaller 
arterioles, with consequent slowing of the blood flow 
through the surface vessels. This causes the characteristic 
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Haemorrhagic chilblains of legs. 
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purplish congestion with vermilion spots representing the 
occasional uncontracted arterioles. Some impairment of — 
permeability in the vessel walls causes a slight, chronic — 
oedema which further impedes the circulation. The oedema = 
may become pronounced, and the condition is often asso- 
ciated with general obesity. In the legs this may ultimately 
give rise to fibrosis with chronic erythrocyanosis and cok 
ness of the limbs. Apart from the predisposition to 
blains which accompanies this state, it carries its own con- 
siderable disabilities by reason of the weight, size, and 
coldness of the limbs, and may precede infection and other — 
dermatoses. fù 
Complications a 
Chilblains and the chilblain circulation may be persistent 
and resistant to treatment. The state may continue with — 
exacerbations throughout the winter and may extend into _ 
the summer. The impaired health of the tissues may give 
rise to secondary septic complications, particularly s 
perionychia, and may increase the patient's susceptibility 
to eczematous dermatoses. In some cases spasmodic — 
contraction of the smaller digital arteries gives rise to 
Raynaud's syndrome. < 
Another complication arising from persistent perniosis a 
is the deposition of calcium salts, calcinosis cutis. These a 
deposits appear as nodules, which may break down and 
discharge their contents on the surface. There is no cobs 
that circulatory factors of this type exercise an impo he 
predisposing role in the development of lupus peng 
and of the lupoid type of sarcoidosis described by 
Schaumann (1924). In lupus erythematosus the erythema — 
across the nose and cheeks, on the backs of the fingers, — 
and on the ears may closely resemble chilblains at the- 
onset, but a follicular hyperkeratosis and scarring usually 
develop and in a high proportion of cases the scalp is — 
involved. In sarcoidosis there is a purplish swelling in is 
similar sites, associated with a firm, fixed, and persistent — 
infiltration. There is no itching, and investigation com- — j 
monly discloses other features characteristic of the 4 
disease—for example, involvement of the small bones and 
the hilar glands, and a negative Mantoux reaction. A 
similar circulatory disorder underlies the rosacea of middle — 
life, but the papulo-pustular eruption on the face — 
distinguishes the complaint from simple perniosis. A 
Prophylaxis = 
From the above observations it is clear the chilblain 
is an expression of an individual susceptibility to — 
react to cold in a particular pattern. The tendency is 
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influenced, as are all constitutional diseases, by.a large and 
varying number of . “4 
Chilblains on calf of leg. j 


other factors, inter- 
nal and external. For 
this reason there is 
no specific effective 
treatment in all 
cases. There are 
some prophylactic 
measures which may 
be applied and cer- 
tain empirical treat- 
ment may benefit a 
considerable propor- 
tion of sufferers, but 
each case demands 
individual considera- 
tion. Even so, a small 
proportion of cases 
will proveintractable. 
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i i climatic conditions of tempera- 

umidity can be countered only by protective 
Warm clothing on the body and the extremities 
i © Many soldiers on active service found two 

effectively prevented chilblains. In cases 
Jains of the legs in women, elastic, under- 
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since most of these preparations are irritants. Iodine (as 
ung. iodi i denipresoens), menthol, and camphor are favourite 





: o the patient, There is no scientific evidence 
he claims for its efficacy, but this does not neces- 
that it is of no value. Often, no doubt, the 
ological, the result of relentless advertisement 
ọn and patient, but it would be rash to deny 
of some biological effect. Massive doses of 
min D, are said to produce remarkable 
cases. Although Anning (1947) has shown 
ent of calciferol in the blood—as in patients 
fis under treatment with the drug—does 
st the development of chilblains, it may 
bolic shock occasioned by this therapy is 
porarily clearing the condition. It is not a 
iid be used for more than a short period, 
dangers involved. 
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AN APPROACH 
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dead, acd the limit ‘of ponte development. At the o 
same time there has been progress recently in other directions. _ oe 
The phase-contrast. microscope enables small transparent a 
objects to be viewed intact and without staining. The reflect- 
ing microscope offers the special advantages that a denger 
working. distance can be made available, and that focisine is. 
independent of wavelength. But, with some qualification. in 

the case of the reflecting microscope, they: Jeave untouched the 
main problem of the fineness of detail, or resolution, attainable. $ 
The electron microscope, on the other hand, is a relatively 
crude instrument, judged by optical standards, which has com- 
pleted only the first stage of its probable development. Tt is 

in the position of the optical micrascope before the correction 

of lens faults became possible. Even so, it offers a gain. in 
resolution of a thousand-fold. For an understanding of | 
electron microscopy it is necessary to consider (1) require- 
ments in microscopy ; @) theoretical limitations as they apply 

to particular. forms of microscopy ; and (3) the electron miero- 
scope in comparison with the optical microscope. 





Requirements in Microscopy | 7 
For any section of material to be examined microscopically me 











be recognized by the human eye or recorded on a photo raphi 
plate, and each point in the object should be 1 repre: 
by a corresponding point in the image. The 
image-points should be greater than those be 

and in their mutual separation and direc 
image-points should provide a true rende 
hagaincanion, of the p of dpo 










ther necessary that the thick t es j$ 
Finally, it is desirable that difference 
object, whether visible or not in the- ordina sense, sh Bi 
represented by corresponding differences in the appar i] 
structure of the image, E 
For an image to be formed, ~ TOTE whether we 
or particles, must travel from the object to the tanige 
“something ” can originate either in the object itself « 
outside “source of illumination.” An example of the rs 
is the photomicrography of luminous materialin 
But for enea use the “sor tling ” must 
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were faidinoues in itself, they would be unnecessary. Internally, 
here must be variations within the object in the extent to 
which. individual points can act as their own sources by scatter- 
“ing or otherwise modifying the ‘ ‘radiation.” Otherwise, struc- 
ture could not be shown. Any kind of irradiation to which 
the response of the object may show local variations offers a 
‘possible means for the formation of a useful image. On the 
other hand, the extent and character of the structural differences 
‘oduced may depend on the means by which. they are shown. 
is last should perhaps be emphasized, for there is a natural 
tendency to assume that a picture, however obtained, is com- 
ete within the limits of detail which can be distinguished ; 
and, in particular, to give a mental priority to those formed 
directly . by light which we can see. As an index of structure, 
any accurately formed picture has as much validity as any other, 
-and the only important criteria are the fineness of detail and 
7 the -extent of the local variations reproduced. 
“Further. requirements follow from the original specification 
->that a set of object-points is to be translated into a set of 
oo image- points. The first is that the “ something ” should travel 
_. dna predictable way—in practice, effectively in a straight line 
~°cgnless otherwise disturbed. The second arises from the fact 
< that“ radiation.” diverging from a point is to be made to con- 
verge on another point. This means that the “something” 
-must be capable of deflection in a way which can be controlled. 
Finally, there is the negative requirement that the object shall 
not itself be significantly affected; in other words, that the 
picture obtained shall show the “normal” state of the object, 
and not-some modified state produced by irradiation. As a 
point of theory, there must always be some effect on the object ; 
what matters practically is that this effect should not be exces- 
sive. There is fortunately an obvious test: that the structure 
shown should not be affected by minor variations in the duration 
‘of exposure to the “ radiation.” 
Nothing in these general considerations points particularly to 
--visible light as the means for examination, except that it is the 
“something” to which our own eyes are sensitive, and so also 
one ds the: photographic plate. An advantage, not decisive, is that 
othe picture can. be directly viewed both by eyes and by the 
“o o gamera without translation or adjustment. As against this, we 
have become accustomed under different conditions to pictures 
-formed in the first instance by ultra-violet (microscopy), infra- 
red (wartime night observation), x rays (radiography), gamma 
radiation (industrial radiography), and electrons (television and 
radar display), although not all these would be suitable for 
: Microscopy. 

The possibilities, therefore, still in general terms, are (1) any 
= > form. of electromagnetic radiation, and (2) particles of small 
<< mass. Limitations in the case of the first will appear in the 
following section. Limitations in the case of the second can 
. be immediately stated. The particles must be light enough to 
cure reasonable penetration and yet avoid disruption of the 
ect; and they must be electrically charged in order that they 
may þe controllably deflected. 



































Theoretical Limitations on Resolution 


The limit of resolution in optical microscopy arises from the 
fact that light is A form of wave motion. It is a general rule, 
applicable to any kind of waves, that the smallest separation at 
which two wave sources can be distinguished is about one-half 
the waveleneth. Crudely expressed, it may be said that tf the 
waves get mixed up at the source, then nothing which can be 
done afterwards can disentangle them. The average wave- 
. length of visible light is about 0.5 microns. This is usually 
expressed as 0.5 », and a micron, or micromillimetre, is 
1/1000 mm: The shortest wavelength to which the eye is 
sensitive is about 0.4 microns. The limit of resolution is 
accordingly about 0.25 u for white light, and about 0.2 « for 
violet. These figures determine the extent of magnification 
which can usefully be employed. Since the eye can just distin- 
guish a separation of 0.1 mm. (or 100 «) at the limit of distinct 
vision, it follows that, even with the most perfect optical micro- 


on 





a <. scope, magnification x 500 will suffice to show up all the detail . 
which light waves, regardless of instruments, can inherently . 


resolve. Any higher magnification is a matter of convenience ; ; 
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waves are aa shorter. Eee there 
further improvement by working with a refle 
and using shorter wavelengths of ultra-violet 
penetrate a lens system even of quartz, But ther 
tion that, as the wavelength is reduced, the loss 
reflection is eiereg le increased. , There Bens : be l 





x-ray Eagan “and heré. ae is: no D method of. 
and focusing comparable to. optical methods. | 
There remains the second: ‘possibility of w 
small mass. With the specification, already 
particles used must be both light and electric: 
can be taken for the present to mean the electri 
in fact, proposals for the use of at least one 
particle. It is the electron which offers the 
theoretical resolution, as well as that almost. st ng 
a thousand-fold in practical resolution mentioned oak 
beginning of this article. eee: 
Until 1926 it would have been said that there was 
theoretical limit which need be considered. In- that ye 
was shown by Davisson and Germer inthe United States, 
confirmed by Professor, now Sir George, Thomson in 
Britain, that in sufficiently small-scale effects the electron sho 
wave-like properties. The details can be omitted, excep 
state that the evidence is as direct and straightforward as 
the case of light and x rays. It leads to the conclusion i 
for the purpose of resolution, electrons act as waves of wh 
the wavelength depends on the speed of the electrons, the faste: 
electrons having the shortest waves. A 
Numerically, electrons accelerated by passing across ) 
electric potential of only 15000 volts have a. wovelenaik 
one hundred-millionth of a millimetre—-and voltages of 100.000 
corresponding to still shorter wavelengths, are in current use 
Even at 15,000 volts the electron wavelength is 50.000 úg 
smaller than the average wavelength of visible radiation. 
follows that the resolution of the electron microscope, con 
„pared with the optical, could be increased theoretically ins 
same proportion. This wave-like behaviour is a. fundamer 
property of electrons, as we now know, and is experiment: 
established, But since this is somewhat difficult as a conceptio 
it may be a help to recall the, more general analysis alreac 
given. The possibility of electron microscopy depends on 
simpler properties of straight-line travel, variable scatter 
matter, and controllable deflection. It is the limit of. 
tion, and not the possibility, which is determined by this 
like behaviour, 
It is convenient at this point to define a different un 
length, the Angstrém” Unit (abbreviated a howl 
1/10.000 æ. In terms of this, unit the the 
resolution for an PEON -misroscope, oas 








of 57A ace and. 34A ahi ith internal spa in 
about SA and TOA, respectively. n 

If the electron microscope could be made as. feiti 
optical microscope. then even at the relatively low 
quoted there would be an ample margin for the direct 
of molecular structure. In practice, voltages of up to 1 
are used in standard instruments, but the resolution a 
—conservatively. 20A—-falls short of the theoretical 6 
already noted by a factor of 400. It is in this sense tha 
electron microscope is a relatively crude instrument by op 
standards. 

It is not that it is inaccurate, or should be mistrust; 2 
ground of inacevracy : but rather that it is at the be 
its powers, and that the lenses which it uses are mor 
to the thin and uncorrected lenses of early opt 
thick, complex, and corrected lenses of modernom 
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are accelerated to a high speed or energy in what is generally 
described as an electron gun. This is done electrically and is 
part of an electron microscope for which high voltages are 
needed. Diagrammatically, the filament and gun are together 
equivalent to the lamp of the optical microscope. 

The third and most important difference is that the electron 
microscope is a high-vacuum instrument. It is necessary for 
its working that the collisions of the electrons should be con- 
fined to the specimen to be examined, and that there should be 
no further collisions with the molecules of the air. Otherwise 
the electron beam would be scattered and dissipated, and no 
useful picture would be obtained. This is important in relation 
to the form in which the specimens are examined, and results 
also in a certain remoteness in the handling of the instrument. 
Either the specimen must be allowed to become dehydrated 
in vacuo, as when it is directly examined, or else the examination 
must be of a replica which will show its surface. 

This is a convenient point to mention the question of 
specimen-size, which might be called a fourth difference. 
Whereas a section of 1-10 x is “thin” for the purpose of 


Metrovick Type EM3 electron microscope with d.c. cubicle. 


optical microscopy, specimens 10 to 100 times thinner are 
required for electron microscopy. The usual procedure, there- 
fore, is to deposit the material as a finely divided suspension 
on a cellulose supporting film, which in turn is mounted on 
metal gauze or a metal washer, the latter being outside the 
picture. This difficulty in preparation arises from the small 
thickness of material which the electrons will penetrate. 
A single intact cell is too thick an object. 

The electron image is focused on a fluorescent screen, which 
is then replaced by a photographic plate. Incidentally, part of 
the final magnification is usually photographic. This is made 
possible by the fact that the grain of a photographic plate 
is finer than the resolving power of the human eye; and, pro- 
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vided that the plate can record the available detail, that is all 
that matters in the first instance. For example, with electron 
magnification up to 60,000, photographic enlargement may 
take this to x 150,000. A final magnification of even = 250,000 
may be justified for convenience. 

On this scale the smallest separation which the naked eye 
can distinguish would be expanded to 25 m., or more than 
80 ft. Such extreme magnifications are exceptional and are 
used only for such special purposes as the study of the cell 
wall of a bacterium. Other studies at high magnification have 
shown the fine structure of muscle fibrils and the lysis of 
bacteria by phage and the subsequent multiplication of the 
phage, as on the outpoured debris of the bacterium. 

It is generally agreed that for the best work knowledge of the 
particular instrument is needed as well as experience. But it 
would be a mistake even for research use to place the whole 
emphasis on the largest magnifications. There is a field for 
the use of the electron microscope over the whole range from 
the limit of optical microscopy upwards; and in research, as 
for credibility, there is a value in the continuity linking this 
new technique and older methods. A number of more or 
less familiar objects at comparatively modest magnifications 
are shown on the special plate accompanying Dr. A. S. 
McFarlane’s article in this issue of the Journal. 

Finally, there are some points of convenience and method 
which it may be useful to mention. Provision is necessary in 
the electron microscope both for the fine adjustment of the 
position of specimens without breaking the vacuum and for 
the rapid interchange of specimens. Then there is the increase 
of contrast—equivalent to staining in optical microscopy—by 
impregnation of the specimens with compounds of heavy 
elements—for example, osmium salts and phototungstic acid. 
Surface structure may be shown up by the method of shadow- 
casting, in which the specimen is “illuminated” in vacuo 
before examination by a beam of metal atoms directed on to 
its surface at a known angle. (See Fig. 8b, Special Plate.) 
It must be emphasized, too, that, as in optical microscopy, 
results depend as much on the preparation of the specimen as 
on the microscopy. 


We are indebted to Sir George Thomson and the Editor of 
Endeavour for permission to reproduce Fig. 1. 
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SOCIETY OF MEDICAL OFFICERS OF 
HEALTH DINNER i 


Tributes to Sir Wilson Jameson 


At the annual dinner of the Society of Medical Officers of 
Health, held at the Piccadilly Hotel on November 24, a number 
of speakers took the opportunity of paying a tribute to Sir Wilson 
Jameson, who relinquishes the post of Chief Medical Officer 
to the Ministry of Health next year. Mr. Aneurin Bevan, 
proposing the toast of the Society, described Sir Wilson as 
one of the very great public servants of Britain, a man who 
reinforced his profound academic knowledge by an equally 
profound sagacity. It was a testimony to medical officers of 
health, Mr. Bevan continued, that the present Chief Medical 
Officer and his successor had both been M.Os.H. In the last 
century Britain had built up a very remarkable health service, 
and, while the prima donnas of medicine occupied the limelight. 
the more prosaic work of the M.O.H. and sanitary inspector 
made the largest contribution. It was universally agreed that 
the last four and a half years had been the most fertile in the 
history of public health, “but whether you approve of the 
offspring is a different matter... . What we must do now, 
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of us, is to make the best of i ip” 





_ devil they knew was not better than the devil they did not 


e of nostalgia, “ Maybe we can look forward to the time 
ay. ‘asking for Bevan to go back to the Ministry of 
~ In his reply the president of the Society, Dr. H. C. 
‘Williams, expressed disappointment that public health 
s still the Cinderella of medicine, though there was plenty 
sickness of which M.Os.H. had yet to find the cause. The 
ice which had been established fell far short of expecta- 
dn his opinion they would have been in a much better 
now if a Royal College of Preventive Medicine had 
n established, Dr. Wiliams concluded his speech by draw- 
<Mr. Bevan’s attention in a neat biblical reference to the 
ct that medical officers of health were still awaiting official 
nsideration of their claim for improved remuneration. 

-The toast of the guests was proposed by Professor R. H. 
atry, who also sounded a note of gloom, describing the public 
ealth service as “despised by our own profession, deserted 





; associations,” Nevertheless M.Os.H. would continue to do 
nat they were told, even when it meant running a domestic 
gency or a taxi service. Professor Hilda Lloyd, replying for 
the guests, described the relations between the Royal Society of 
Obstetricians and Gynaecologists and the Society of Medical 
Officers of Health as very cordial. Members of both societies 
were engaged in preventive medicine. Professor Lloyd also 
_ referred to the work of Sir Wilson Jameson at the Ministry, and 
said that the Royal Society of Obstetricians and Gynaecologists 
had recently’conferred on him an honorary fellowship. Lord 
> Kennet also replied for the guests. 





mah eran bash elk aire? 


THE HEALTH OF THE SCHOOL CHILD 
o POST-WAR FINDINGS 
| te report of the Chief Medical Officer of the Ministry of 
Education, Sir Wilson Jameson, covers the years 1946 and 
4947, and marks the close of 40 years of the School Medical 
Service.’ This service now employs over | 600 medical officers, 


which is equivalent to the whole-time service of more than half 
that number. 



















Incidence of Common Defects 
A table is. given showing the principal defects and diseases 


e most numerous, followed closely by nose and throat condi- 
for cases of squint, the incidence of eye defects 
ease on the figures for 1938, the last pre-war 
t comparison can be made owing to different 
In London there has been a considerable 
mber of children classed as normally sighted, 
old, 1 1-years-old, and school-leaving groups. 
s given of this improvement, which began 
has persisted. The reduction in the number 
: j of the ear, nose, and throat which received 
pera ve ‘ne ent is probably due to the recommendation of 
nistry of Health that tonsillectomy and other operations 
‘be postponed wherever possible during the prevalence 
omyelitis—a_ recommendation which has evoked criti- 
but is considered to be supported by evidence, particularly 
he United States and Canada. An apparent increase in 
mber- of children with speech defects may reflect the 
3 n of facilities for speech therapy. No great 
to have taken place in the incidence of ring- 
p since the early war years, but scabies has 
pre-war level. 
j 1 into the post-war incidence of dental-caries 
ome areas. © The results sh show that only one 
shoal Child. 


Education for the Years 1946 and I 047 | 
1949. 3s. net. 

































M. St onery. Office. 


| Mr. Bevan wait: 1 that a } 
s practically certain that his i of office was almost fil 
ied, but he had noticed a dawning apprehension among his 
dical friends, who perhaps were beginning to wonder whether | 
ow. He hoped to leave behind him net sore feelings, but a` 


the B.M.A. will send a round robin to the Prime Minister - | 


by the Ministry of Health, and degraded by the local authority ` 


revealed in the medical inspections of 1947. Eye defects are | 
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af incidence are given. l Figures f ‘front Ameri a ea that in 
a city of one million people there would be about -1,000 cases, 
and that of the 1,000 from 600 to 700 would be educable . 
children. In Leicester, with a school. (not a total) population © 
of 37, 000, 30 cases Of obrebral: palsy’ are. » described, and. the 








counties ater surveys ene teci made, 

of dealing with spastics is only at its bear 2 e 

special schools at Croydor and Carshalton and the promise 2) 

schools in four other centres, while research work is going on 

ali the time. 
Other sympathetically written chapters are devoted to the 

epileptic child, the mentally subnormal, and the partially... 

sighted—the last largely prepared by Dr. Ida Mann, then proe. — 

fessor of ophthalmology at Oxford. Reference is made to 

criticisms of hospital schools, but a suggestion: that. long-stay 

hospital schools should be composed only of small groups of 

children is held not to be practicable mall cases. One feature 

of the years under review is a change in physical education... 

Experiments have been made with a view to. replacing tenseness 

in exercises by ease of movement. There -has also been am- 

extension of remedial work, with the introduction of specialized 

exercises to correct postural defects. 

` Formerly it was evident from the reports of school medical 

officers that under-nutrition was a source of anxiety, but in the — 

two post-war years under review the references to this subject. ` 

are very brief, and it is clear that under-nutrition has ceased to | 

be a major problem. About half the children in the schools 

now take the school dinners and 90% the school milk. The 

health of school-children under 5—that is, the:271,000 childrer 

in nursery schools or classes or in primary departments—~has 

been a subject of special concern from the standpoint of nutri- 

tion. At this age the child’s attitude to food is determined, and 

the nursery schools are showing that individual attention is 

possible within such groups so that the children may not only 

eat in sufficient quantity but may enjoy their meals. 


Confidential Nature of School Medical Records 


. The development of school medical records, especially the 
new standard and subsidiary cards, raises the question of the 
confidential character of such documents. Forty years ago 
the Board of Education issued an instruction that all. such 
entries in each individual case must be regarded as confidential, 
and from then onwards this question has exercised the minds | 
of school, medical officers. It soon became ‘obvious that it 
would not be in the interests of the children themselves if the 
term “confidential” was interpreted as meaning that in no ` 
circumstances could any information obtained in the course of 
school medical inspection be passed on to someone outside the 
service. The view sometimes put forward that the information 
must not be divulged to any person other than the parents or 
guardians cannot be reconciled with Section 34 of the Educa- 
tion Act, 1944, which provides for the giving of information. 
to a local education authority in order that the latter may decide 
what special educational treatment the child requires. The 
report states: 


i . the medical officer, faced with the necessity of making a 
decision as to whether, and to whom, medical information is to be 
disclosed, cannot go far wrong if he acts on the. principle of doing 
as he would be done by. He should try to. imagine himself in the 
place of the child’s parent, and a whether in. that g position he 









may haved to he edda. but yor 
be told what has been done, and why. Nothi 
passing on the records to the tamily practitioner. 
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The Brompton Hospital 


THE CENTENARY OF “THE BROMPTON” 


The Brompton Hospital, which belatedly celebrated its 

„centenary with a dinner on November 29, owes its origin 
to Sir Philip Rose. A clerk in his employment fell ill with 
tuberculosis, and Rose tried to procure his admission to any 
of the existing hospitals. His efforts were in vain, not because 
the disease was at that time considered infectious, but because 
hospital accommodation was insufficient to allow the use of a 
bed for so chronic a condition as pulmonary tuberculosis. 

Rose, recognizing the need for special hospital accommoda- 
tion for consumptive cases, discussed the matter with his friends. 
Two of these—the Duchess of Norfolk and Sir John Forbes, 
one of the Court Physicians—brought the project to the notice 
of Queen Victoria and gained her support. The Morning 
Herald of May 29, 1841, reported that a meeting, held at 
Hanover Square Rooms, passed a resolution to establish a 
hospital as an asylum for consumptive patients and as a means 
of furthering knowledge of the disease. 

At the time of the Brompton’s foundation Englagd had a 
population of 15 millions, of whom one-eighth ` lived in 
London; the mortality from tuberculosis was about 60,000 
a year. The writings of Dickens, Disraeli, and others, which 
at that time were making a deep impression upon the public 
mind, pointed the need for a hwspital for the treatment of 
consumption. Dickens himself was a steward at the Brompton’s 
second anniversary dinner in y 1843. 


Foundation of the £Y spital 


An Act establishing the hospit. “was passed by 
Parliament in 1841. Und royal patronage a 
committee was formed, and bazaars, concerts, and 
similar devices were used to raise funds. The site 
chosen for the hospital at Brompton, a village in 
Kensington “remarkable for the salubrity of its 
air,” was formerly part of the botanical garden 
founded in 1789 by William Curtis (1746-99), 
a noted botanist and the author of Flora Londin- 
ensis. Curtis was himself a truant from medicine, 
for in his earlier years he had been apprenticed 
to'a Mr. Talwin, licentiate of the Apothecaries’ 
Company.* 

The foundation stone was laid by the Prince 
Consort in 1844, on the site now occupied by the 
west wing. The building was completed in 1846, 
and contained at first 85, and later 100. beds. 
Wards were divided into small rooms, and ventila- 
tion was by warmed air passed through under- 
ground tunnels, a system invented by Dr. Arnott 
and described in The Builder in 1847. Meanwhile, 
Manor House, Chelsea, was leased in September, 
1842, to provite accommodation for 20 natients. 

1 Brit. med. Bull., 1946, 4, 219. 
2 Rritish Medical Journal, 1946, 1, 741. 
8 Thid., 1949, 2, 977. 


4 Thorax, 1946, 1, 1. 
$ Dis. Chest, 1948, 14, 269. 


20. Great Marlborough Street. Patients too ill 
to attend were visited at their homes. 

In 1849 a concert given by Jenny Lind in aid of 
an extension to the hospital produced the sum of 
£1,606, and it interesting to record, that at this 
concert Jenny Lind was accompanied for the first 
time by Otto Goldschmidt, who later became her 
husband. A chapel was erected in 1850, follow- 
ing a gift from Sir Henry Foulis. The east wing 
was added in 1854, and in 1879 a legacy of 
£100,000 from Miss Cordelia Read made possible 
the erection of the building, opposite the main 
hospital, the foundation stone of which was laid 
by the Prince of Wales (later King Edward VID. 
The will containing Miss Read's legacy was found 
in an unlocked drawer of a spinet. The comple- 
tion of this new block brought the total number 
of beds to 368. 


Sanatorium Treatment 


Early attempts at sanatorium treatment were not successful. 
In 1861 the experiment of sending patients to Madeira was soon 
abandoned, and a sanatorium established at Bournemouth in 
1854 had to be given up owing to the difficulties of transport. 
The present sanatorium at Frimley, with accommodation for 
150 patients, was built in 1904. It was at Frimley that treat- 
ment by graduated exercises and organized work was first used 
in this country. At the 1908 International Tuberculosis Con- 
gress in Washington, Frimley shared with a Washington institute 
the prize of $1,000 for the best exhibit of sanatorium treatment. 
At the same time the Brompton was awarded the prize of 
$1,000 for the best hospital exhibit of the treatment of 
advanced tuberculosis. 

In 1936 the first mass radiography survey in England was 
carried out under the direction of the research department of 
the hospital. Over 1,000 industrial workers and 1,350 school- 
children were examined, and the results of the investigation 
were published in the British Medical Journal.’ 

Another recent addition to the work of the Brompton is the 
production of medica! films. The hospital is responsible for a 
series of films sponsored by the British Council for overseas 
medical audiences. The first of these, Surgery in Chest Diseases, 
shows the progress of thoracic surgery and collateral services 
in this country, and was mostly taken at the hospital, 

Following the recommendation of the Goodenough Report, 
an Institute of Diseases of the Chest was established at the 
Brompton, and has just’ been completed.’ It is a recognized 


Frimley Sanatorium 












and was built and ese within 12 months. 





” The Medical Staff 


io the first members of the medical staff were Sir John 
Forbes (1787-1861), Walter Hayle Walshe (1812-92), and Robert 
Liston (1794-1847). Forbes, by his English translation of 
-Laennec’s De T'Auscultation Médiate in 1821, introduced 
auscultation to British medicine. He also translated 
Avenbrugger’s Inventum 
ni. in 1824, adding cases of his own, and for 12 years 
ed-the British and Foreign Medico-Chirurgical Review. 
inslated Pierre Louis's Phihisie for the New Sydenham 
1844, Liston performed the first major operation 
nm anaesthetic in England, at University College Hospital 












- $848, Richard Payne Cotton and Richard Quain joined 
‘medical staff. In 1849 the first medical report of the 
: hospital gave an analysis of 4,358 consumptive patients, the 
largest series to be reviewed at that time. The report also 
- described John Hutchinson's investigations on the vital capacity 
f the lungs. Hutchinson invented the spirometer for this 
“purpose in 1844 and studied more than 3.000 patients at 
Brompton, by invitation, before being appointed to the staff 
tm 1855. From the hospital Edward Pollock produced his 
j Elements of Prognosis in Consumption in 1865, spending many 
years collecting his material and using 3,500 case reports 
~ from the Brompton, which he analysed with the help of a 
statistician, 

Important contemporaries were Edward Smith, Wiliam 
Marcet, and John Burdon-Sanderson. The latter was in many 
ways the greatest of all the staff in the hundred years of 
the hospital's existence. He invented the kymograph, he was 
the first to confirm Villemin’s views on the infectious nature 
of tuberculosis in laboratory animals, he undertook the first 
detailed experiments on artificial respiration in asphyxia by 
‘o. drowning, and he made his famous studies of the sphygmograph 
~.seencafter Marie's own. Among those who followed these 
early. members were Douglas Powell. Burney Yeo, Charles 
 <Fheodore Williams, Mitchell Bruce, William Ewart, Kingston 
_ Fowler, Perey Kidd, Hector Mackenzie, Sidney Martin, Batty- 
Shaw, and L. S. T. Burrell. Ewart did much to elucidate the 
o ahatomy of the bronchial tree, and Yeo invented a simple 
inhalation face mask. 

-o Arthur Barry Blacker was appointed first radiologist at the 
-~ Brompton in 1900. and a later combination of Stanley Melville 
and R. L. Rawlinson brought the department to maturity. 
"Many years ago they established the use of lateral and pene- 
trating views of the chest, and of sinusography for the control 
of empyema drainage. They did much of the early work on 
'onchograms, and on the radiographic control of artificial 

thorax and of surgical procedures, The harmful effects 
d exposure to x rays were not at first realized, and 
lied in 1902 at the early age of 40, one of the first 
ims: ray ae 














































Thoracic Surgery 


E jè most fruitful advances of recent times at the Brompton 
have come from its surgeons. In 1924 Tudor Edwards gave 
he first account in English literature of thoracoscopic division 
of ple ural adhesions. By 1927 he reported the removal of seven 

joracic new growths with only ore fatality. J. E H. 
st performed tourniquet lobectomies in 1931, With 
ards he carried ovt the first two one-stage tourniquet 
fies for bronchiectasis at the Brompton, soon after 
ed the operation for bronchial carcinoma. The 
lobectomy at the Brompton was performed by 
rds in April, 1929. and the first dis: ection pneumon- 
Price Thomas in 1935. Some idea of the volume of 
“work and its rate of increace may be gained from the 
that in 1939 Tudor E*wards reviewed 199 cases of bronchi- 
ctasis: that he had treated surgically 166 lohectomies and 33 
Inecarronectomies, His exrerience with bronchial tumours was 
“given in two papers in 1938 and 1946. The latter, published 
in the first issue of Thorax, was the opening presidential 


achis hoel with Cevensch Libarsidcies and a halt ibeary, 


Novum ex Percussione Thoracis 
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Another of the conferences arranged! by he Royal č 
Nursing was held on November 14-16, en the general 
was the role of the nurse tutor in the Nat nal Health ‘ 
The employers’ point of view was pat forward at on 
sessions by Alderman W. L. Dingley, a member of th 
ham Regional Hospitals Board, who said that at p 
employers were quite aware that they were not m 
nursing needs of the people as a whole. There was a 
of nurses in some hospitals and not enough in other 
criticized a film entitled Student Nurse for “ overgla ï 
ing” surgical nursing in relation to other fields of nursing 
ployment, He went on to plead for a wider training for no 
and hoped that the cleavage hetween the preventive and cul 
sides would not be perpetuated.. To train a nurse i 
branches might well take longer than two or three years, and 
he suggested that tutors should go into the schools. What was 
the objection to giving children at an earlier age far more 
insight into the things which would matter to them in the 
shaping of their -areer later in life? He added that no ore 
wanted to see t'e Control of Engagement Order back in respect 
of nursing, bu: the alternative was that the nurse should not be 
allowed to be too selective when she enlisted for nursing. o.. 

A member of the York Health Committee, Alderman Mrs. : 
Crichton, said that the local authority wanted a nurse skilled in 
nursing and something more—namely, a teacher and one who 
was able to adapt herself with tact and discretion to varying: 
social conditions and able also to work in a team. Tutors were: 
too apt to concentrate on the hospital side of nursing. 

Mise dimid Russell Smith, of the Ministry of Health, express- 
ing a personal view, considered that too many bodies were. 
chiming an interest in nursing. She was not, she said, advo- 
cating a monopoly, but the number of organizations should. be 
reduced and their functions more clearly defined. Miss Russell 
Smith described the setting "yp of the Niana Advisory Come 
mittee under the National Realt Service as being in its way 
an act of faith on the part qiae Ministry. It was expected. 
that the profession should tiJKk out the technical aspects of 
nursing. In addition to diScussing professional technigu : 
employers needed to discuss with employees’ organizations 
training, wages, and administrduve matters affecting the 
profession. re F 

In a general discussion the idea of eiploying Peer in hos y 
tals before they were old enough to start training was critici 
Miss Russell Smith suggested that they could be employ: 
juveniles, doing jobs similar to those they would do outside 
hospitals, but maintaining an interest in hospitals and. nur! 
which might otherwise be lost.after lering school. There 
not enough grammar school girls to meet the need, and $ 
profetas had to make-good nurses of those who had no 
adventage of that education. The alternative was a wides 
extension of auxiliary grades of all kinds. The chair 
Mr. Raymond Parmenter, said that it was a waste of. 
for skilled nurses to act as “errand girls” for doctors. 
the other extreme was also undesirable. Many routine j 
had to be carried out by the nurse which had the advantag 
of iba de her in contact with her Listens : 






























































A ‘useful booklet entitled se Simba to Home Making, i 
compiled by Miss. Peggy Alexander, lists the names and 
addresses of many organizations concerned with home educa- 
tion, family welfare, marriage guidance, health education, and 









first aid. and the particulars of films on these topics, 
aon from ! 
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Reports of Societies: 








MECHANISM OF ANTIBODY PRODUCTION 
A meeting of the Section of Epidemiology of the Royal Society ` 
of Medicine, with Dr. W; H. BrapLey presiding, was held on 
November 18, when the subject of discussion was the mechanism 
of antibody production. 

‘Dr. C. O. STALLYBRASS opened with an extensive technical 
review of this problem in its, biochemical and cytological 
aspects. ` He discussed the different hypotheses which had 
been put forward to explain how antibodies were’ produced. 
As new facts were ascertained modifications had to be made 


in these hypotheses, and none of ‘them ,accorded: with all the ‘ 


facts. None of them appeared to take fully into account the 
increasing knowledge of .the nucleoproteins, which constituted 
the physical basis of life. 
were synthesized under the- guidance of the nucleoproteins, 
which were found in chromosomes,_genes, bacteria, and viruses. 
The smallest virus consisted of nucleoprotein, and all the viruses 


_ so far purified contained this substance, 


All free antibodiés were modified globulins. Antibody 
.forniation was accompanied by an increase in-normal globu- 
lin, often. considerably greater. than .the increase in the anti- 
body itself. The ‘subject of antibody genesis involved 
consideration of a genetically controlled process within the 
cytoplasm which could be affected by -the presence therein of 
specific antigens. .Jt-was necessary to account in some way 


for the modification of a genetically controlled mechanism of ` 


“high specificity. 


' . Dr. Stallybrass went on to elaborate his, present hypothesis, 


ally synthesized the enzymes., 
_ proteins as being themselves enzymes. 


which was based on (1) a partial analogy with adaptive enzyme 
production, (2) the action of nucleoproteins and of (3) enzyme 


systems rather than individual enzymes, ‘and (4).the location’ 


of such systems in mitochondria or other biosomes.- The simi- 


larity of the nucleotides of nucleic acids to the phosphatic - 


coenzymes argued a similar role in energy transfers during 
synthesis. It was true that precursors of enzymes existed, but 
the digestive peptidases which had precursors were not known 
to act reversibly, in a manner comparable! to the reversibility 
of enzymes engaged in carbohydrate metabolism. The known 
enzyme precursors appeared to be a device to inactivate the 
enzyme when it was not wanted. Moreover, these enzymes, in 
isolation, seemed'to be able only to synthesize amino-acids into 
polypeptides in a haphazard and non-specific manner. ‘The 


methods of protein synthesis were as yet not understood, and- 


to base the analogy’ too closely upon such unexplored groune 
seemed risky. i 

It was necessary tò Idok further pack and to regard as the 
essential process ‘the specific alteration of a “ plasmagene | 
system ” so as to make it capable of building a new globulin. 
Such a system might contain desoxyribonucleic and ribo- 
nucleic acids and-also a complex system of enzymes arranged 
in sequence and under the control of the genes; one or more 
of, these enzymes might perhaps be newly constructed ad: hoc. 
The great increase of ribose nucleic acid during protein syn- 
thesis warranted the attribution to it of an active role, whereas 
the quantitatively relatively constant desoxyriboniicleic acid 
might well: be the bearer Of the species-specific influence not 
subject to cytoplasmic :modification—in . fact, the plasmagene. 
He was assuming, therefore, that the ribose nucleic acid actu- 
. Muller regarded gene-nucleo- 


must be of the most tentative character, and might be shattered 


; to-morrow by. new facts, so inadequate was our. present know- 


ledge of the structure and synthesis of both proteini: and nucleic 
acids. 
Dr. _Stallybrass ania in conclusion that he hoped the itna: 


- thesis ‘he had ‘expounded contained the minimum ‘of conjectural 


‘elements and was in accord with-the known facts. _ It was based 
on'a modification of hypotheses previously propounded, TOLDY 
that of Burnet. , 


He accepted the view that all proteins . 


c Dr. 


Any further hypothesis’ 


` Biochemical, and Experimental Studies 
Professor J. R. MARRACK followed with a few observations 


. on the „biochemical aspects ofantibody formation. Antibodies 


were individual, globulin molecules, differing from other 
. globulin molecules in their specific ability'to combine with 
_ corresponding antigens. In considering the synthesis of anti- 
bodies it was necessary to have some idea of their structure. 
. Unfortimately the protein molecules of which most was known: 
were haemoglobin and insulin, and neither was of great use to 
the irimunologist: He did not think the globulin molecule was 
a much more complex structure.than the haemoglobin molecule, 


-but it need not beso tidy, and it might be that in the less tidy 


arrangement of it lay its specific power. 

Dr. C. L. OAKLEY described: some interesting work carried 
out at ‘the laboratories at Beckenham. One interesting point 
was that in the rabbit antibody production could be obtained 
in the skin, probably also in the popliteal glands, in the fat, 
and ir the muscle. It seemed that it- might be possible in one 
particular case to follow out the natural history of antibody 
response and show that what was happening in the circulation 
was in general a mirror of what was happening in the antibody- 
_producing areas. © - Y 
_Dr. Maurice Mrrman said that he was interested in the 
skin as an organ of immunity because he thought that in the 
. exahthemata the degree of cutaneous eruption had a definite 
relationship to the immunity produced. If a “ good rash” was 
brought out the patient improved. The explanation. might lie 


- inethe fact that the intense rash was a sign of considerable 


activity in the skin and consequently of considerable antibody 
formation. 

DoucLas McCLEAN referred to the belief that in vacci- 
nation for smallpox a better and longer-lasting immunity was 
.produced if four good scars were obtained instead of one. 
There was.a certain amount of evidence in support of that view. 
. Dr. STALLYBRASS mentioned that Scandinavian workers held 
that if-B.C.G. vaccine were put into the skin a better immunity 
would be produced. With regard to smallpox, Dr. W. Hanna 
studied a considerable number of vaccinated subjects in the 1902 
outbreak and was convinced that there was a relationship 
between the scar area and ei protection afforded and its 
continuance. 


—— 


TEMPERATURE’ CHANGES IN THE LIMBS 


At a meeting of the Heberden Society on October 7, with 
Dr: W. S. C. Copeman in the chair, Dr. L. G. C. PÙGH read a 
short paper on “* Temperature Gradients and Blood Flow in the 
' Limbs, and the Effect of the‘Local Application of Cold.” Dr. 
. Pugh said the old idea that all the tissues deep to the skin were 
‘maintained at a constant temperature near 37° C. was no 
longer acceptable. Among the factors determining the tempera- 
ture in ‘different regions was the surface-volume ratio; farge 
limb segments such as the thigh had different temperature 
‘gradients from smaller segments, such as the arm. In the 
resting subject- about 70% of the body heat was produced in 
the liver and intestines, and only 15% in the muscles. This 
information had been gained by measurement of the blood 
flow to the liver and intestines, and estimation of the difference 
in temperature between hepatic venous blood and right ventficu- 
lar “blood. Total heat production in the resting muscle had 
been calculated from measurements of the oxygen consumption 
of resting: forearm muscle. ~ | 

During: exercise the main site of heat production was 
at the periphery rather than the centre. This fact might be 
important- in connexion with the differences in cold tolerance 
between; fat and thin ‘people. It might be suspected that, in 
' subjects with little subcutaneous tissue, muscle heat was lost 
at the site of itsproduction, whereas in people with a rela- 
tively’ thick layer of subcutaneous fat—for example, some 
Channel swimmérs—the - heat generated in the muscles was 
available for maintaining general body temperature. The rapid 
increase in temperature in the arm during exercise could be 
shown, by passing a fine wire containing a thermocouple through 
the.arm; this permitted direct measurements of the muscle 
temperature during exercise. 


' 
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_ Dr. Pugh then discussed the effect of cold on tissue tempera- 
ture and blood flow. He showed that within 20 minutes of 
immersing the forearm in water at 17° C. the deep muscles 


cooled from 35° to less than 25° C., and the forearm blood, 


flow fell from 34 ml. per 100 g. tissue per minute to less than 
“‘I-ml. per 100 g. tissue per minute; in fact a mere trickle. He 
showed that the blood flow was not significantly increased by 


a sympathetic nerve block, and said that it was fairly ‘well estab- - 


` lished that the blood vessels were directly sensitive to cold 
.and constricted independently of impulses from the autonomic 
* nervous system. The significance of this kind of work for 
' - rheumatology depended on the fact that the structures affected 
in rheumatic diseases were relatively superficial and therefore 
subject to the direct influence of changing , environmental 
` temperature. ‘ 
There followed a number of clinical. demonstrations. Dr. 
E. G. L. BywatTers and other members of the staff of the 
\ Postgraduate Medical School of London .showed a case of 
arthritis smutilans, a case of chronic post-rheumatic joint 
deformity of the type described by Jaccoud in’ 1867, and‘a ` 
case of parathyroid adenoma. Dr. E. Dresner demonstrated 
a case of myeloid leukaemia associated with gout. Dr. L. G. C. 
PuGH discussed a case of Sjégren’s syndrome in an elderly 
„woman with rheumatoid arthritis, and showed with Dr. WILD 
a case of rheumatoid arthritis treated with ACTH. The remark- 
able: subjective improvement in this patient om the third day 
of treatment was described. Methods by which it was hoped 
to secure evidence of the potency of the preparation and of its 
‘effects upon joint physiology and biochemistry were outlined, 
and a brief account was given ‘of the general plan of ‘the 
therapeutic trial. 
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R. M.B.F. Christmas Gifts—A Remiader 


Smr,—I beg to remind your readers of the President’s 
-Christmas. appeal (November 5, p. 1044), as the gifts are 
-distributed before Christmas Day. All will\acknowledge that 
the winter months are especially difficult and -hard for old 
people living on small incomes. I therefore ask those who 
are willing to help the Fund in ensuring extra comforts and 
cheer to its elderly ‘beneficiaries to forward their contribu- 
tions as soon as possible, marked “ Christmas Gifts,” to, the 
Royal Medical Benevolent Fund, 1, Balliol House; Manor 
Fields, Putney, London, S.W. 15—I am, ete. .— 


London, 'S.W.15 ge . CA LUTHER BATTESON, 


Honorary Treasurer, Royal Medical 
Benevolent Fund. 


. ~ Resettlement of the Tuberculous 


STR „—Judging by recent correspondence in the medical press 
„Professor Frederick Heaf (November ‘5, p. 1008) is not alone 
in thinking that the “ tuberculous and non-tuberculous can be 

‘employed together without undue risk provided the non- 
tuberculous have overcome „their primary infection, are 
adequately nourished, have a good standard of living, and work 
under hygienic conditions.” 

If the latter opinion is correct—and the ‘experience of 

, Papworth Suggests that it may be so—it implies that before 
advising a tuberculous subject to return to industry it is 
necessary to : (1) Mantoux test and examine by x rays all his 
fellow workers : (2) persuade those who have a negative 
Mantoux, reaction to work elsewhere; (3) provide the workers 
who remain with good food and houses ; (4) make an accurate 
assessment of the hygienic conditions of the working environ- 
ment and insist on the alterations necessary to bring these up 
to an unspecified “standard of goodness.” 
might be added—namely, that the patient himself should con- 
tinue under regular supervision and keep strictly to the rules 
about coughing and disposal of sputum that are enforced in 
sanatoria. 

The impossibility of achieving these objectives outside a 

- well-organized tuberculosis colony is self-evident, and it is time 
it' was realized that existing schemes for the resettlement of the 
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tuberculous in industry are potentially dangerous. These 
schemes have been devised to help disabled persons to make 
some contribution to production, but they overlook the possi- 
bility . that it might be a national economy to keep every 
tuberculous subject in affluence rather than run the risk. of ‘their 
Spreading the disease to fellow workers. 


How great this risk is I had not myself realized until J had. 


‘an opportunity: of studying the tuberculosis experience of the 
shoemaking population in Northamptonshire. The results of 
this investigation have not yet been published in full, but in 
a preliminary report (May 28, p. 926) it was suggested , that 
working conditions in boot and shoe factories facilitate the 
spread of the disease ; that the presence of infectious persons in 
the: working population leads to the development of new cases : 

and that in certain circumstances‘this mode of spread may 
treble the incidence of the disease. These preliminary findings 
are now supported by other evidence, which includes the follow- 
ing observation. During a survey of boot and shoe factories 
a mass-radiography unit examined 73 men who had been 
treated for pulmonary tuberculosis over five years previously 
‘and found that nine of-them had signs of active disease. All 


nine were working’ at the time, none of them was under super-. 


vision, and five were shown to have tubercle bacilli in their 
sputum from a single examination by direct film. In two cases 


, the interval between notification and mass radiography was over 


^20 years, and in four of the others it was over 10 years. 

If, as seems likely, the findings in the boot and shoe industry 
apply to other occupations which suit the limited working 
capacity of tuberculous subjects it is clear that it is not’ safe 
for the tuberculous and non-tuberculous to work together in 


‘ circumstances where strict supervision is impossible, and that we 


should cease quoting the experience of Papworth as evidence 
that it is so.—I am, etc., 


Oxford. ALICE STEWART. 


a 


New Mechanism of Vitamin Deprivation ' 


Smr,—I have read Professor P. Ellinger’s letter (November 19. 
p. 1177) which refers to my paper on vitamin deficiencies in 
the sprue syndrome (October 1, p. 731). Professor Ellinger 


~ 


and his colleagues have shown that a relationship may exist _ 


between intestinal bacteria and the level of the urinary excre- 
tion of nicotinamide methochloride. Professor Ellinger’s 
observations do not provide a satisfactory basis for the under- 
standing of the vitamin deficiencies observed in the sprue 
syndrome, for the following reasons: l 


1. Reduction of urinary nicotinamide methochloride cannot be 
regarded as a vitamin deficiency sign comparable to those observed 
in the sprue syndrome. 

2. Professor Ellinger has described one case of nicotinamide 
deficiency following penicillin administration? and he quotes one 
other case following the administration of sulphadiazine.* When one 
considers these two isolated case reports in relation to the hundreds 
-of thousands of cases treated with sulphonamides or penicillin with- 
out any demonstrable vitamin deficiencies one is inclined to doubt 
the validity of Professor Ellinger’s contentions. 

3. The vitamin deficiencies in sprue may include riboflavin, pyri- 
doxin, or folic-acid deficiency in addition to, alternating with, or in 
the absence of nicotinamide deficiency. A simple explanation such as 
the competition between nicotinamide-producing and nicotinamide- 
consuming bacteria‘ will therefore not suffice. 

4, Observations based on urinary excretion are of only limited value 
in the study of metabolism, and of even less value for the investiga- 
tion of gastro-intestinal function. When these observations are made 
without regard to alimentary digestive changes, the chemical or 
physical state of the substance being absorbed, the route of absorp- 
tion, or the destination of the absorbed material, their interpretation 
in terms of gastro-intestinal activity is likely to be unreliable. 
Professor Ellinger does not appear to differentiate between the 
administration of natural and synthetic vitamins or between their 
absorption from the stomach, the small intestine, the colon, the 
rectum, or the site of parenteral injection. The type of material 


absorbed and ‘the site of absorption certainly makes a profound ‘ 


difference in the case of fats; it seems. unwise to: assume that they 
have no significance in the case of water-soluble vitamins. 


In his letter Professor Ellinger makes four specific comments 
on my paper: 


1, He contradicts my statement that the effect of antibacterial 
agents on vitamin deficiencies (in the spine syndrome) is unknown. 


` 
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In support he quotes the reduction of urinary aneurin® and ‘nicotin- 


amide? following administra:ion of sulphonamides and -the two , 


isolated cases of true nicotinamide deficiency already referred to 
above.?" I was not referring to deficiencies caused by sulphonamides 
but to the possible effect of antibacferial agents on deficiencies 
already developed—as stated, this is at present unknown. 

2.' Professor Ellinger surprisingly questions my statement that 
nicotinic acid; riboflavin, pyridoxin, and folic acid are essential 
growth factors for bacteria, particularly those which are known to 
be present in the upper part of the small intestine in sprue. 
organisms vary under different circumstances, but Bact. coli is not 
necessarily the predominating organism. The presence or otherwise 
of Bact. coli in no way affects the correctness of my original state- 
ment. Certainly Bact. coli can grow without these vitamins; 
certainly also Bact. coli can take up some of these vilamins and 
deny them -to the host. Even if Bact. coli was the predominating 
organism in the upper intestine in some cases it would in no way 
invalidate the main arguments put forward in my paper. 

3. Professor Ellinger misquotes me in his third comment. My 
original statement was that the part played by the intestinal bacteria 
in vitamin synthesis in normal human subjects is obscure. The 


observations quoted by Professor Ellinger were made in deprived ` 


subjects,” * or those treated with sulphonamides.' The significance 
of the ‘vitamin synthesis by intestinal bacteria in normal subjects 
with a normal dietary: intake is not clear. One of the reviewers’ 
quoted by Professor Ellinger writes: “ The phenomenon of vitamin 
synthesis by bacteria presents important considerations in the nutri- 
tion of.man. Its full significance, however, should await a more 
complete knowledge of the human need for the B vitamins than we 
now. possess.” 

4, Professor Ellinger need not concern himself about my “ main 
claim to, have discovered a new mechanism causing vitamin 
deficiencies.” I made no such claim. In my paper I have amplified 
and given the evidence i in support of a suggestion which I onginally 
made two years ago.’ 


Professor Ellinger further suggests that I am only reiterating 
his views on competition between -different bacteria in the 
caecum. I trust that I have made it clear that this is not my 
suggestion and that I do not consider that'any views so far 
put ‘forward, by Professor Ellinger and his colleagues provide 
an adequate explanation of the vitamin deficiencies i in the sprue 
syndrome. 

The essential point of my paper was to put forward the view 
that competition might occur between the bacteria and the host 
—similar to the competition that develops between the host and 
some intestinal parasites. * «Since there is usually an adequate 
supply. of water-soluble vitamins in the diet in the cases studier, 
the overlapping of bacterial growth and the absorbing: area in 
the intestine is implied. Professor Ellinger, however, summarily 
dismisses the question of bacteria in the upper intestine as 
irrelevant. His argument is that living Bact. coli take up 
nicotinamide ; that dead Bact. coli release it ; that Bact. coli are 
alive in the ‘upper intestine, but dead in ' the: ‘rectum; that 
nicotinamide can be absorbed from the rectum ; and, therefore, 
that the presence of bacteria in the upper intestine is irrelevant. 

Professor Ellinger must be unaware that other organisms than 
Bact. coli are involved in sprue ; that there are other deficiencies 
in sprue than nicotinamide deficiency ; that there are absorptive 
faults in- sprue, which result in increased food supply for. 
intestinal bacteria ; that the bacteria in the fermenting sprue 
stools are often far from dead; that if bacterial growth is 
greatly increased vitamins may be. released and taken up again 
by other bacteria; that the colon may be more quickly and 
more frequently emptied in sprue, which may interfere with 
absorption of released vitamins. It was only after careful 
consideration of the available evidence in relation to these facts’ 
that I put forward my suggestion that competition between the 
host and intestinal bacteria in the upper bowel might help to ` 
explain the vitamin deficiencies observed in the sprue syndrome. ` 
—I am, etc., ‘ 

Birmingham. i A. C. FRAZER. 
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The, 


Pause for Refection 


Sir,—Dr. S. C. Dyke asks (November 19, p. 1179), “ How and 
when is a rat ‘refected’ ? ” A rat is refected when a trans- 


_missible change in the intestinal content enables it “to grow 


N 


‘arthritis. 


and thrive without vitamin B in the food.” The phenomenon 
was first observed by the late Professor L. S. Fridericia, of 
Copenhagen. He called it “refection,” justifying his choice 
thus: “The phenomenon needs a name. We propose to name 
this restoring change ‘refection’ (Latin: reficere = restore).”’. 
Professor A. C. Frazer (October 1, p. 731) was using a term now 
universally accepted to describe the condition.—I am, etc., 


Shinfietd, Berks. S. K. Kon. 
REFERENCE 


1J. Hyg., Camb., 1928, 27, 70. 


fu 
Hormones and Rheumatism 


Sır, —I read with very great interest the important article 
by Professor Hans Selye (November 19, p. 1129) concerning the 
participation of the adrenal cortex in.the pathogenesis of 
It is perhaps a pity, in view .of- topical interest in 
the treatment of rheumatoid’ arthritis with “cortisone” and 
ACTH, that Seyle writes about the effects of these substances 
on an experimentally induced arthritis. This must not be 
allowed to-cloud a possibly much greater issue. It is not 
unlikely that other chronic lesions tend to perpetuate a vicious 


- circle’ of “self-maintenance ” by virtue of an adrenocortical 


effect. If this is the case, the results obtained with cortisone 
and ACTH in rheumatoid arthritis may well be eventually 
overshadowed by the effects of these hormones on many local 
and_ general chronic inflammatory lesions. 

With these thoughts in mind, it would perhaps be best to 
regard Selye’s “formalin arthritis” as a specific example of 
a chronic lesion rather than from the point of view of 
rheumatoid arthritis +I a aim, etc., 

Newcastle-upon-Tyne. 


A. L. LATNER. 


Operative Treatment of Varicose Veins 


Sir,—Mr. Harold Dodd has done a service in the fight against ` 
the varix by calling attention (November 5, p. 1046) to his 
results with the combined method of operation and sclerotic 
injection. At the moment’some decry the use of sclerosants, 


-especially at the time of operation, and call attention to the 


dangers of deep-vein thrombosis from their use. Mr. Dodd’s 
figures, as do my own, prove that sclerosants do not cause this 
damage if used with discretion. 

For several years I have attacked the varicose limb by means 
of a high resection of the internal saphenous vein (flush- -tie), 
together. with mechanical trauma to the venous intima in 
combination’ with the careful use of a sclerosant. My results 
over this time have been satisfactory and I have seen neither 
embolism nor damage to the deep veins. A follow-up of over 
1,000 of my cases has satisfied me for the present at least that 
this is the most satisfactory method of attack. Varices in them- 
selves are not a lethal complaint, and all. forms of treatment 
must therefore carry a minimum risk. 

The complex anatomical] venous network is not accessible to 
the rough-headed needle, which is so useful in its destructive 
action on the main trunk. It is for these small radicals that the 
further aid of sclerosants is so valuable. The amount injected 
at the time of operation is important, and what is equally 
essential is that the sclerosant should be delivered’ in small 
divided doses as the traumatizing needle is withdrawn. Further- 
more, immediately after operation both passive and active move- 
ments of: the limb are essential. 

The good results in these large series of cases are the best 
answer to those who deny themselves the advantage of sclero- 
sants at the time of operation. It is to be hoped that others 
will publish their results, since x is by this method piei progress 
will be made. ? 

Mr. Dodd further states that. elastic adhesive Sandee should 
not be used’ in the treatment of varicose ulcers, and suggests 
alternative bandages. I cannot agree with. this advice and am 
satisfied, as are most workers in this field of surgery, that the 
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\ 
elastic. adhesive bandage is one of the most important and 


‘valuable weapons in the treatment of varicose ulceration.—l 


am, etc., 
Loadon, W.3. > R. ROWDEN FOOTE. 
Sin,—Mr. Harold Dodd’s satisfaction (November 5, p. 1046) 
with the end-results of his method of inducing thrombophlebitis 
in the saphena trunk at ligation operation for varicose veins 
can hardly be shared by all readers. For, with proper surgical 
candour, he reports in his series of over 1,000 patients so 


treated in three years two cases of deep thrombophlebitis and 


one of pulmonary embolus, all happily recovered. 

It is therefore apparent that even when the most favourable 
conditions obtain—viz., Mr. Dodd using his own method, ‘with 
his operative skill, finely tempered by wide experience in‘ 
operating on these cases over many years, and his exacting | 
supervision—the dangerous sequelae, deep thrombophlebitis and 
pulmonary embolism, cannot be wholly avoided. I must add 
my commentary that in an unselected run of.over a thousand 
patients whose varicose veins are left unabraded and uninjected 
neither deep thrombophlebitis nor pulmonary embolism is to 
be expected.—I am, etc.,- f io Sh 

London, W.1. H. M. HANSCHELL. 


Visual Defects in Young Children 


Sm,—While the pilot survey carried out'by Dr. P. A. Tyser 
and Mr. Y. W. Letchworth (November 5, p. 1022) proves the 
value of the early ophthalmic examination of young children, 
it is not possible at present to cover the whole of thé pre-school 
child population by such means. But it is possible for school 
nurses to discover among school entrants of 4 and 5 years, of 
age, by means of picture-type test cards ‘like those devised by 
Dr. Beale Collins, most of the children with defective vision. 


- Children with squints are sent as a matter of course for 


ophthalmic investigation. 

In York last year 6.9% of school entrants were found to 
need treatment or supervision at an ophthalmic’ clinic, 4% 
having squints. More than half the children with squints had 
already been seen by an ophthalmologist. Eighty per cent of 
the 4-year-olds and 97% of the. 5-year-olds are able‘ to co- 
operate in the testing of their vision by means of picture-type 


` test cards. To leave school-children until the age of 7 or 8 


years before testing their vision is a mistake,,as irreparable 
damage may have been done by then.—I am, etc.,. 


. York. F. B. SHEVLIN. 


- Sm,—May, I suggest two additions to the visual survey of, 
young children suggested by Dr. P. A. Tyser and Mr. T. W. 
Letchworth (November 5, p. 1022) ? The first is the cover test, 
which can.be used as soon.as-a child will fix its vision on a 


` torch attentively for even a few seconds. Very little experience 


-F 


‘ig necessary to enable an examiner to notice. a phoria which 


is likely to develop into a squint. , 

The second is a subjective test to which most children of 
3 will respond. Each eye is tested separately with the 
ordinary twelve-sided threepenny bit. - With very little 
encouragement they will name heads and ‘tails as “the man” 
or “the bunch’ of flowers.” They always, guess when they 
cannot see, but it takes only seconds to find the distance at 
which you cannot catch them out. This gives a direct com- 
parison of the visual acuities of the two eyes. In good light 


recognition at 2 metres is about equivalent to’ 6/ 7.5.—I am, etc., 
London. S°W.1. CHARNWOOD. 


Treatment of Cutaneous Anthrax 


Sir,—There are three points in Dr. L. Hoyle’s letter (October . 


15, p. 875) with reference to the treatment of cutaneous anthrax 


_ which should not be allowed to slip by uncriticized. 


1. To deprecate the use of penicillin after trying. it thera- 
peutically in two cases only and without quoting the dosage is 
unwarranted, particularly as the recent literature indicates that 
penicillin is the most effective readily obtainable antibiotic 
against B. anthracis. Incidentally, in-our series of cases there 
was no great increase in the inflammatory reaction around the 


‘throughout both lungs, 





_— 


lesions, nor any marked elevation of the .patient’s temperature. 
All that was noticed was a mild increase in, local irritation 


_ which did not arouse anyone’s concern. 


2. We should be interested to have experimental evidence 
or otherwise of the assumption that penicillin used therapeutic- 
‘ally is bactericidal for B. anthracis. 

3. We do not think that patients relish receiving’ 100 to 200 
mi. of anthrax antiserum subcutaneously. They are far more 
comfortable and develop no- ill-effects (apart from slight 
generalized pruritus on or about the eighth day) following 
intravenous administration. ‘ 

In spite of the production of more effective, modern remedies 
for this infection, we ‘still agree with our forebears that 
cutaneous anthrax constitutes a severe disease, and do ‘not for 
a moment think of altering that opinion.—We are, etc., 


J. A. HOLGATE., 
R. A. HOLMAN. 
5 i l r } 
` Vaccination During Measles 


Leeds. 


Sir,—Due to a misunderstanding a baby of 7 months was 
inadvertently vaccinated during what later transpired to be 
the acute catarrhal stage of morbilli. The history of this case 
was as follows. 

The baby was vaccinated on May 30, 1949. His mother had stated 
he was free from infection and had no skin rash. During the 
insertion of the lymph the child made a sudden movement, produting 


‘a linear scratch 1 in. (2.5 cm.) in length. Blood was drawn. He was . 


seen urgently on June 4 at 11.30 p.m. He had developed a rash on 
the body the day before. He appeared ill and lay apathetic in his . 
cot; there was distressed respiration, anxious look, and dry irritating 
cough. The temperature was 102.5° F. (39.1° C.), and the pulse 
rate was rapid; the tongue was furred. There was evidence of Kop- 
lick's spots. Slight nasal catarrh was present, but no definite conjunc- 
tivitis. There was a generalized morbilliform rash, more pronounced 
in the groins. Chest: no definite areas of dullness, rales scattered 
and poor air entry over two circumscribed 
areas of the left lower lobe. The site of vaccination was 
already in the marked vesicular stage, with cloudy contents, and was 
about the size of a halfpenny. Penicillin injections and sulphadiazine 
were started. The next day showed no improvement, but the rash 
had coalesced in the’groins and had spread to the face, where six 
days later it had faded to brownish mottling. After ten days the 
child’s condition had improved markedly and convalescence was 
uneventful. ' , , `- 

On June 5 his sister was unwell for 24. hours, and in 
exactly 14 days this girl and her sister developed -measles, thus 
establishing the diagnosis in the first case. 8 


One would have hesitated to make a diagnosis of measles 
owing to the possibility of transient scarlatiniform and morbilli- 
form rashes during vaccination, but the development by the 
child’s sisters of typical measles within 14 days, with a definite 
indication, of the exact date of infection, ‘established the 
diagnosis.—I am, etc., 


l 
; Wigmore, Kent. GORDON STRONG. 


Revaccination of a Case of Post-vaccinal Myelitis 


Sm,—I am reporting the following case history, though the 
combination of events makes it a very rare occurrence. While 
searching through the literature on vaccination I was unable to 
find a record of a similar incident. 


The patient, a male aged 34 years, was vaccinated against small- 
pox when a member of the Army in 1941. Twelve days later he 
developed fever, backache, paralysis of the lower limbs, and retention 
of urine. He was diagnosed as suffering from post-vaccinal myelitis 
and treated at an Army infectious diseases hospital for three months. 
During this time he steadily improved. When discharged, he had 
a weakness of the lower limbs and lack of bladder control to a mild 
degree. Subsequently he was invalided from the Army and accepted 
by the Repatriation Commission as suffering from transverse myelitis 
(post-vaccinal) due to war service. i j 

I saw this man approximately two months ago when he had just ` 
been appointed to a position overseas. His duties entailed a lot of 
travelling from one country to another, so that a valid vaccination 
certificate was essential. At this time he walked with a slight limp 
and both knee-jerks were exaggerated. In, searching through the 
liteřature and discussing this with my colleagues, conflicting opinions 
were obtained. It seemed that revaccination with the minimum of 
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trauma would not be hazardous. 


the scar of the previous vaccination, A well-defined: reaction of 
immunity appeared within twenty-four hours’ and faded by. the 


eighth day. During this time:the patient remained well, though on: 


the third day he had a slight headache and some backache. This ` 
may have been significant. He has since taken up his appointment 
and remained well. 7 a _ j 


Fi $ 
—T am, etc, .> , Da 


‘Melbourne, Australia. a i F. S. PARLE. i 


7 : E ' Infant Feeding ; 
SIR: It was’ most refreshing. to ’ read Professor R. S. 


illingworth’s article on ‘the feeding and management of infants ° 
«November 12, p. 1077), for during recent years it seems that 


aurses have been trained (1) to feed the baby at 4-hourly 


intervals, no matter how it cries ;.(2) to allow it in the mother’s 
room at feeding times only ; (3) not to pick it up and nurse it 
when crying. How very absurd all this is, ‘and how contrary 
to the dictates of nature. One should observe, and take lessons 
from; the lower animals. J. thought that after half a century 


of practice I was becoming: old’fashionedi}and I thank Professor : 


(lingworth for, showing mè I am not.’ Both in labour and in 

the management of the infant.the wisest dictum is to let.nature 

have its way, and only interfere when. it ‘fails —I am, ete; ie 
Upholland, Lancs, = . me _ J. THOMSON SHIRLAW. 


: A 
N, ; . 


Buccal ‘Uleets Caused by Isoprenaline e 


Sr Soreness. (or ulcers) of the buccal mucosa as described 
by. Dr. M. Campbell (November 19, p. 1176)-are indeed a rare 
side-effect of sublingual tablets of isoprenaline Gsopropylnor- 
adrenaline). I have encountered it in only two out of approxi- 
mately two hundred asthma patients. The difficulty. was easily 
overcome in these cases by using the aerosol instead of the 


tablets, Attention should be drawn,, however’ to the fact that: 


if oral mucosal absorption is desired the tablets should not be 
sucked, as Dr. Campbell states, but allowed to disintegrate 
slowly,’ otherwise most of the substance is dissolved in excess 
saliva and swallowed into the stomach, from‘ which its effect 
ts weak and uncertain.*—I am, etc., W ‘ 
tonden W.C. l l j - H..HERXHEIMER. 

‘ REFERENCES ; a 
1 Konzett, H., Elin. Wschr., 1940, 19, 1303. ` 

2 Gay, L'N., and Long, J. W, J. Amer, med. Ass., 130, 139, 452. - P 
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Treatment of Erysipeloid with. Penicillin 


SR, —I should like to add a few observations to Dr. R. A. 
Bush’s memorandum (October. 29, p. 964) and Dr. N. V. Sapier’s 


letter (November 19, p. 1175), on the subject of penicillin for ` 


eases of erysipeloid. It is difficult to collect a large number 
of these cases on which a proper evaluation of treatment can be 
made. However, as an “industrial medical: officer ‘supervising 


workers in: the fat and bone trade, I usually. see eight or nine 


such cases each year. 


Penicillin therapy was first started’ in 1947 and, as in the. 


cases reported by Drs. Bush and Sapier, relapse often occurred, 
especially pain and swelling in the joint. In 1948 daily injec- 
tions.of penicillin in oil were used, and, provided treatment was 
continued for at least three days, no rélapse occurred. Such 
injections, were: painful, and, as the cases continued working, 
there was a tendency to default after the second injection, the 


acute condition having subsided.. Most of the men ecg to - 


the third injection after-the point was explained to them. 

This year, 1949, procaine penicillin has. been used in ten 
cases. All have completed three days’ treatment without com- 
plaint of pain. Symptoms subsided in 24 hours, and no relapses 
have occurred. The dosage used is 400, 000 units on the first 
day and 200,000 units on subsequent days. It therefore appears 
that satisfactory. control can only be obtained by a prolonged 
maintenance of a high’ blood level:—I am;,; etc., 


London, B.16. °° yt J.B. ERSKINE. 


Accordingly I- “made tire super- , ' 
‘ficial insertions with ayneedle through a drop of calf lymph on the `- 
outer part of the’ upper third of the left arm, adjacent to the site of, 


> clature of 


Definition of Senility ` 

Sir,—Your ‘correspondent, Mrs. M. N. Hill (November 19, 
p. 1179), raises a legitimate query concerning the nomen- 
senile states. ‚I have elsewhere (Psychiatry: A 


‘Short, Treatise, 1948, , Bristol) suggested that Letienne’s 
* senescence ” be adopted to represent the normal signs. of 


‘wear and tear met with in old people in contrast to “ senility,” 


which would represent its pathological correlate. Senescence. 


` would then be regarded as the natural process of growing old, 


just as: adolescence is the-natural process of growing up. 
This theoretical distinction may of course present difficulties 


= when we try to correlate the two concepts with. physiological] 


involutional changes on.the one hand and definite pathological 


' lesions on the other. Indeed, some workers hold that uncompli- 


cated senile death is a rare occurrence. The important changes. 
apart‘from the obvious physical ones, occurring in senescence 
are of the nature of reductions, and these affect practically the 
whole range of life’s potentialities—in the field of emotion, of 
conation generally, and ‘of intellectual output. There occurs a 
restriction in desires, affections, and in the capacity for empathy. 
Acquisitive ambition, whether in the direction of physical 
prowess, financial enrichment, or fame seeking, is no longer as 
compelling as formerly. Diminution, too, occurs in the capacity 
for perception, attention, receptivity, and memory. When these 
reductions ' reach a certain arbitrary degree we speak of 
senility .—I am, etc., 

i WM. A. O'CONNOR. 


` 


Kingswinford, Staffs. 


‘ 


= The G.P. and E.C.T. a 


- Sm,—I would point out to Dr. Robert’ Thompson (November 
19, p. 1178) that the object, in which it appears to have failed, 
of my letter (October 29, p. 984) was to elicit the views of other 
G.P.s. We already know, having had them reiterated, the 
views of the enthusiast. Dr. Thompson asks, “ What is wrong 
with a: second course of E.C.T. or even a third ?” Has Dr. 
Thompson any idea of the horror and dread with-which patients 
approach their third and subsequent shocks ? This is a matter 
not usually mentioned by enthusiasts. Perhaps they have 
scotomata for the point——I am, etc., 


i DONALD M. O'CONNOR. 


Launceston, Cornwall. 


Sin,—True there has been considerable correspondence in 
` these columns on E.C.T., and we have learnt a good deal about 
‘it from‘ the various opinions expressed, but I stil! feel Dr. 
Donald M. O’Connor (October 29, p. 984) has asked a very 
important’ question and one which can be answered only by the 
G.P. who is in constant contact with the patients who have been 
treated. He can give a much clearer picture than any social 
worker ` can in :a follow-up of how the patient is adapting 
to his: -environment as a result of treatment. 

In my work I see a number of patients who have had E.C es 
some have responded well while others have not. There are 
` patients who would appear to belong to the same diagnostic 
category and whose environments are in some way comparable, 
yet they show very divergent responses. JI am sure there are 
many psychiatrists who would welcome the observations of 
general ‘practitioners regarding the results of this treatment in 
the various types of neurotic illness.—I am, etċ., 


Bishops Stortford, Herts. D. N. HARDCASTLE. 
4 
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p Conceptions of Right suid Wrong 


Sa —-Dr. Douglas McBain (November’5, p. 1050) has given 
the simplest and most lucid account of the meaning of the word 

“wrong ” as used in the M‘Naghten rules that'I have yet seen, 
Whether he is entitled to our thanks for this is another matter, 
as his explanation seems ta me to make the Situation even 
more chaotic. 

“ Wrong” (in the M‘Naghten rules) Dr: McBain says means 
morally. wrong, not legally wrong, and he gives chapter and 
verse to prove it. But, he says further, when ‘a person knows 


‘ 
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‘ “ ordinary” standards adopted by reasonable men”). 
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that a thing: is legally wrong it‘must be presumed, at least in 


_ Serious crimes, that he knows it also to be morally wrong. 


' Why must it be so presumed ? The presumption may be legal 

psychology, but it certainly is not factual psychology.’ It is an 
illustration of the gentle art of having it both ways and is not, 
in my experience at least, consistently borne out by practice in 
_ the courts. 

Dr. McBain says that morally wrong in such a trial as we 
‘are considering means wrong according to the standard used by 
reasonable men and not by the standard of the accused. Again 
I suggest that this is merely theoretical and not in accordance 
with the practice of the law. Clearly,; when a person’s con- 
ceptions of right and wrong are alleged to be impaired ` ‘by 
mental disorder (as in the Haigh trial), ipso facto his previous 
standard, presumably that of the average reasonable man, has 
been altered. In my original letter (August 27, p. 485) I put 
forward two cases to show the practice of the courts at least 
in many trials—one more than usually interesting in its impli- 
‘cations was the case of M‘Naghten himself. We can say 
with practical, certainty that he knew the nature and quality of 
the act he, was doing when he shot Sir Edward: Drummond and 
also that he knew that what he was doing was legally wrong. 
He must consequently have known (according to Dr. McBain) 
that what he was ‘doing was morally wrong as well (by the 
But he 

was found “not guilty on the grounds of insanity” at the trial 
clearly because his standards of right and wrong were seen to 
be distorted and abnormal. 

If there is the divergence that I have indicated between the 
theory and practice of the law on the subject it ‘is all the more 
urgently necessary that the M‘Naghten rules should be 
reconsidered as a test of responsibility—I am, etc., 


London, W. 1. FREDERICK DILLON. 


- 


se This correspondence is now closed. —Ep., BMJ. 


Failed Forceps 


Sir —I would like to add my support to Mr. W. P., Hirsch 
in his letter (November 19, p. 1179} on the importance of deep 
transverse arrest as a cause of a failed forceps. I analysed 
100 cases, of failed forceps admitted under the honorary staff 
of the Birmingham Maternity Hospital (a paper awaiting publi- 
cation), and no less than 22% were due to deep transversé arrest 
—this being the second commonest cause, with true occipito- 
posterior positions accounting for 34%. When there is difficulty 
in rotating the head the correct procedure is. of course, the 
application of Kielland’s forceps and not the displacement of 
the head above the pelvic brim during further’ attempts at 

„rotation. If the head is displaced above the brim and then 
rotated it becomes deflexed and may not readily descend again 
to the mid-pelvis, thus Jeaving a high forceps confronting ‘the 

operator.—I am, etc., 


Newcastle-under-Lyme, Staffs. DEREK FREETH. 


Poisoning by Ferrous, Sulphate 


Sin,—Your annotation on ferrous sulphate poisoning 
(November 5, p. 1034), stating that only five cases, with one 
recovery, have- been recorded, prompts me to put on record 
the case of my own son, who in 1940 at the age of 12 months 
helped himself to his mother’s “ fersolate ”- tablets. 

Possibly four or five were swallowed, but the exact number 
is unfortunately unknown. Within an hour or two he was 


vomiting violently and soon became collapsed and comatose.’ 


He then had a sharp haematemesis, which was repeated to a 
lesser degree later. He.was admitted at midnight during an air- 
raid to Guy's Hospital ‘in a crucial condition, but there was no 
further vomiting or bleeding, and by morning he was regaining 
consciousness. He made a good recovery. 

His cise’ excited considerable interest, but its true nature 
was not appreciated. The incident of the fersolate tablets was 
dismissed as irrelevant by all of us——I am, etc., ise 


Ivybridge, Devon. . S. J. Howarp. 
A | a z 


Ld 
- 


` Vomiting of ‘Pregnancy 


` POINTS 
Vitamin B; and the Heart 


Dr. Donatp M. O'Connor (Launceston): wiles: Your annotatior 
on vi:ramin B, in cardiology (November 5, p. 1035)' prompts me tc 
offer for ‘publication a case at present under treatment. The patient 


FROM LETTERS 
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- a man of 66, came under my notice in December, 1948, with sign: 


of hypertensive heart failure. In May I began twice-weekly injec 
tions' of mersalyl, giving him mist. ammon. chlor. by mouth, There 
was a very fair response to the injections, but his oedema became 
gradually. more pronounced and his dyspnoea more troublesome. Ir 
August tablets of vitamin B, (10 mg.) were given thrice daily. They 


_ produced no evident improvement, and it seemed that the inevitablo 


end was drawing rapidly closer as the oedema extended up into bi: 
thighs. Three weeks ago "I gave the first intramuscular injection ot 
a preparation containing 100 mg. of vitamin B,. This of itsel 
seemed to produce a useful diuresis, but the next injection of mersaly 
was most dramatic in its effects and produced “oceans of water.’ 
After four injections of vitamin B,, which [ gave twice weekly or 
days when he was not haying mersalyl, it was impossible to make + 
pit in the region of the patient’s ankles. He could breathe comfort 
ably after mild exertion which had hitherto made him pant, He wa: 
sleeping very much better. 


i 
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_ Sick Society 


Dr. Marian N. SHERMAN (Victoria, B.C.) writes: Dr. J. D. Suther 
land’s review.of Dr. J. L. Halliday’s Psychosocial Medicine and thi 
letters on‘ofd.age which have appeared in the Journal recently show 
plainly that many are seeking to clarify thought. Now that the 
psychosomatic origin of so much illness is' admitted the convictiot 
is growing in specialist and lay groups that 80% to 90% of those 
who seek medical. advice are emotionally rather than physically ill 
Widespread psychological research has shown what the lovers oi 
humanity in every age have discovered—viz., that lave (knowledge) oF 
one another (balanced social interest) is the unique, certain, ant 
simple remedy for all emotional (mental) illness. Menta 
advance bringing peace of mind and world peace wil) also show tc 
all that work-need not be a burden and will bring increasing joy te 
leisure. Small multi-disciplinary group discussions can best lay the 
foundations of any programme for menta) advance, Lasting benefit: 
to humanity, or to a group, depend on the efforts of many working 
in harmony. . 


` 


The Acute Throat 4 


Dr. M. K. MarTYN (Cheltenham) writes: Dr. T. Anderson (Octo 
ber 15, p. 860) states that the efficacy of sulphonamides in treatmen' 
of the acute throat has never been convincingly demonstrated. Ih 
the past ten ‘years in general practice one ‘has found it an every 
day experience that sulphonamides are of the very greatest value ir 
the treatment of. these infections. Most cases of follicular tonsilliti. 
respond within 24 hours to oral sulphathiazole, 1 g. every fom 
hours. Similarly peritonsillar abscesses are relieved and the cours+ 
of the illness shortened. A small proportion only of the severe 
throat infections do ‘not respond to treatment by sulphonamides, bu» 
in genera) the results‘in both children and adults are most -excellent 
Harmful effects, provided that the usual precautions in administratior 
of the drug are taken, are not found. In fact there can be fev 
general practitioners who do not find that the sulphonamides are 6t 
enormous value in treating the acute throat. 


Sexual Inversion 

Dr. I. HamiItton BEATTIE, (Suva, Fiji) writes : In his review o 
The Invert and ‘his Social’ Adjustment (September 10, p. 582) Dr 
Raymond Whitehead calls attention to the statistical] importance o. 


~ recognizing the bisexua! type. As a general practitioner I have foune 


it useful to .classify ‘patients as belonging to one of five types: 
(a) True inverts to whom heterosexuality seems disgusting; (b) appar 
ent inverts who nevertheless are capable of heterosexuality 
(c) bisexuals ; (d) heterosexuals who tolerate homosexuality in specia 
circumstances; (e) heterosexuals to whom homosexuality alway 
seems disgusting. In my experience the numbers falling into these 
classes closely correspond to the terms in the expansion of (1 + 2)» 
—viz., (a) 1; (b) 8; (c) 24; (d 32; (e) 16. This suggests that th» 
causes of inversion should be sought in genetics. As to treatment, } 
am convinced that inversion is exactly parallel to left-handedness. ' 


a 
ts : ' ` 


Dr. M. M. McEvepy (Oxford) writes: Mr. T. Dougray’s articl» 
(November - ‘12: p. 1081) demonstrated what must be a genuine thera 
peutic effect of antihistamine drugs upon the vomiting of pregnancy 
since we know that these drugs’diminish sea and trave) sickness, bu 
there_are few papers that would have been more improved by the 
use of controls. . 
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C. A. “BENTLEY, ‘C.LE., M.D., DPH 


Professor C: A. Bentley,’ who was. emeritus E of. 
hygiene in the Egyptiàn University at Cairo, ‘died in’ 
hospital. at Carshalton ‘on. November 23 at the age of 
76 „after a short illness. 

- Charles Albert Bentley was born at Chipping Norton, 
on April 25, 1873, and was a student at, Liverpool, where 
he won prizes-for chemistry, anatomy, and materia medica, 
and at Edinburgh, where. he was a prizeman in public 
health. He graduated’ M. B., C. M. in 1898 and ‘took ‘the 
Cambridge D.P.H. and the . D.T.M.&H. in 1905. After 
holding a resident appointment at the Royal Southern 
Dispensary at Liverpool: he went out to India in 1900, 





` 
- 


“was a fluent writer and a great advocate when any subject 


‘seemed to him important. To his friends Dr. Bentley 
- endeared Himself by his considerateness and understanding, — 
trouble ‘never counting if he could do a kindness, This 
characteristic he carried into his investigations, for he 
was inténsely~interested i in the life and ‘economic problems 
of the coolies‘and villagers with whom he came in con- 
tact, and he was greatly liked and looked up to by them. 
One abiding interest in his life was the subject of quinine, 
‘and it is pleasant to think that shortly before his death 
he was appointed director of the Dutch Cinchona Bureau’s 
London office, a nee which’ I know greatly pleased 
him. 


T. P. McMURRAY, C.B.E., “M.Ch., F.R.CS. 


Mr.. Sidney Pappworth writes: Medical men are freqiiehtly 


remembered solely because they have described a rare 
syndrome, while their real worth is forgotten. It is true 


and ‘there he spent seven years as chief medical officer that. Professor T. P.' McMurray described a new opera- 


to the Empire of India and Ceylon Tea’ Company at 
, Assam. _From Assam he went to: Bengal, where some of 
“his most important work was done. 
left India for Egypt on being appointed professor of | 


hygiene in the Egyptian University at Cairo. He became “the great teacher that he was. 


professor - emeritus in 1937, and returned to this country, 
where until a’ short time ago he was acting medical 


Then in 1931 he « 


tion and a, new test for a damaged semilunar cartilage, 
but his real fame and his memory will rest on the fact that - 
he was. the Liverpool school of orthopaedic surgery ; and 
‘we, who were his:students, will always remember him as 
- Professor McMurray, was, 
on the whole, inarticulate because of his shyness, and he 
was very ‘huch opposed to rushing into print.. He there- 


officer of` health for Beddington- and Wallington, Surrey: , fore wrote little and rarely spoke at meetings, and shunned 


Professor Bentley was created C.LE. in 1929, and on 
retiring from his chair at Cairo he was made a Comman- 
dant of-the Order of the Nile. The University of Calcutta 
conferred ‘upon him the ‘degree of M.D., honoris‘ causa, 
in 1931. He married Gwendoline Mary ‘Harper in 1916 
and he leaves two sons and two daughters. ' ! 
. Sir Rickard Christophers writes: His many friends and 
colleagues will have seen with ‘deep regret. the announce- 
.ment of the death of Professor Charles Albert Bentley. 
Few have a- greater “record of work in tropical public 
health than Professor ' Bentley. Especially was he known 
as an outstanding authority on,malaria. So far as I can 
remember it was after a voyage as a ship surgeon, shortly 
after qualifying, that the idea’ of taking’an appointment 
. abroad appealed to him. For-some years he was C.M.O. 
of the India and Ceylon’ Tea ‘Company in Assam, dnd 
he soon made a name for himself as a research worker 
and investigator: : ‘of: tropical diseases. .He was the first 
to point out the true nature of * ‘ground itch.” as due to 
penetration of Ankylostoma larvae. In 1903 he recorded 
the ; presence of the ‘recently discovered Leishman—Donovan 
bodies in kala-azar, thus showing for the first time the 
true nature of this much debated and deadly' disease. . 
With the present writer he was author of a monograph’ 
on blackwater fever, and when in 1909 malaria in. ships 
calling ‘at Bombay raised: a number of problems the 
conduct of the important investigation then instituted was - 
placed in: ‘Bentley’ s hands. -His report, “ Malaria | in 
Bombay,” is a classic and'one of the first examples ‘of . 
what a malaria survey should be. Later, as director of © 
public health with the Government of Bengal; an appoint- 
' ment he took up in 1915, Dr.. Bentley threw himself 
with all his characteristic energy. and enthusiasm into 
„solving one of the most complex problems ever presented 
to:the tropical sanitarian, that of coping with the endemic, 
malaria of a dying river system. 

In his work Dri. Bentley’ s greatest characteristic was 
` perhaps enthusiasm, and in’ whatever he undertook he 
never spared himself. . He- had ‘a hatred of second-hand 
information and ‘of: what was supposed to be,” and he 
~ would go to great pains ‘to ascertain, the real facts. He 


’ =. k ` A 
` k `N 


publicity. His book, A Practice of Orthopaedic Surgery, 
is a, sound, practical guide, but owing to his difficulty in 
expressing himself it: does not convey his réal skill:as a 
teacher. We who worked with him will always remember 
his speed of diagnosis, his manner with patients, and his 
sane therapy. His technique as an operator was superb 
and unequalled. When we started to operate ourselves we 


realized how marvellous his skill was when the cartilages 


which seemed to drop out of the knee-joint for McMurray 
refused to do so for us. It was a joy to see him cut through | 


,a mass of scar tissue with one sweep-of his knife and 


expose, without damage, an ulnar nerve. Unlike so many 
surgeons he did not. have to do an operation many times 


‘before he showed his mastery. He was obviously the 


supreme master of his craft at the: first time ‘of doing an 
operation. i 

f McMurray embodied the true tadi of a hundred 
years of orthopaedics in Liverpool. We who were his 
students always remember sitting, literally, at his feet drink- 
ing coffee and smoking, while McMurray talked -ortho- 
paedics. It was these tutorials, done without showmanship 
and without panache, which were McMurray at his best. 
He did' not have a scientific mind and he did not try ‘to 
obscure-issues by pseudo-scientific rubbish. He was essen- 
tially an empiricist and not a theorist. He depended upon 
his unique enormous experience, and upon the tradition of 
Robert Jones and Hugh Owen Thomas. When McMurray 
said, “ Léave it alone, laddie,” he said it out of his experi- 
ence and common sense, and nobody who took his advice 
ever regretted it. With the death of Professor T. P 
McMurray, orthopaedic surgery and the Liverpool school 
of orthopaedics: have suffered a great One 


Dr. Josepa BOoGUE MACKAY died, in Canoni Alberta, on 
September 27 at the age of 64. He was born in Helensburgh, 
Scotland, and graduated M.B., Ch.B. at the University of 
Glasgow in 1907. He was a’ house-surgeon at the Royal 
Infirmary and then at. the Western Infirmary, Glasgow. He 
practised for a’ short period near Liverpool and then travelled 
widely for a year or more as a ship surgeon. Dr. Mackay 
settled in practice in Kitscoty, Alberta, in 1912. At the outbreak 
of war he returned to England to join the R.A.M.C. He saw 


` 


Pans 


- he came in contact. 
„ detail ofthe affairs of his patients and friends, and it was his 
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service in France, and in 1919 returned to Kitscoty, where he’ 


married Cathryn Hamilton Montgomerie. In 1924 he moved 
to Provost, Alberta, and practised there until he was forced to 
retire for a two-year period on account of tuberculosis. He 
then returned to practice in Edmonton. Dr. Mackay confined 
his practice to internal medicine, and for years was in charge 
of a tuberculosis ward at the Royal Alexandra Hospital. He 
was also a clinical instructor in medicine at the University of 
Alberta, and will be missed for his dry wit and his ‘keen and 
inquiring mind. He is survived by his widow and a son, who 
is a recent graduate i in medicine.—G.I.B. . 


N 


“Dr. DAVID STANLEY PANEAS died at his home at Bristol 
on November 7 at the age of 48. ‘ Educated at Clitheroe Royal 


Grammar School and at Edinburgh University, he graduated ° 


M.B., Ch.B. with distinction in 1924, proceeding M.D. in 1941. 
After. several resident appointments he joined his elder brother, 
Dr. J. H. Fairweather, at Clitheroe and rapidly built up a large 
general practice. He took the M.R.C.P.Ed. in 1928, and was 
then appointed assistant physician to the Blackburn Royal 
Infirmary. Since qualifying, his interest had been ‘mainly in 


psychology and psychosomatic medicine, and in 1932 he was 


put in charge of a new clinic at Blackburn Royal Infirmary. 

In 1935 he took thé decisive step of giving up general practice 
and going to London, where he studied intensively, and in 1936 
obtained the M.R.C.P. and the D.P.M. He'was appointed- 
registrar at the Maida Vale Hospital, and an assistant medical 
officer at.the Maudsley Hospital. Dr. Fairweather was just 


Starting his career as a consultant when the war came, and in > 


1940 his house was blitzed. After a period at the County 
Mental Hospital in-Prestwich he went, in 1942, to the Rampton 
State Institufion, and in 1946 was appointed deputy ù! medical 
superintendent of Stoke Park’Colony, Bristol. Here Dr. Fair- 
weather was responsible for some original work on mental 
deficiency, and published several articles on: this © subject. 
Latterly he was also engaged in the psychiatric out-patient 
department at Bristol Royal Infirmary, work which he greatly 
enjoyed and which provided scope for his unusually wide experi- 
ence. Stanley Fairweather was a most lovable person, com- 
pletely unworldly, yet with an inquiring mind, always seeking 
the answer to. every problem’ He had a wonderful gift of 
friendship which he gave unstintedly to everyone “with whom 
He was concerned about every minute 


obviously sincere interest which won the confidence of his 


_ patients and: the affection of all who knew him. His religion, 


~~ 


was his driving force, and his beliefs as a Methodist determined 
his thought and action throughout his life. In February he 
learned that he had an inoperable carcinoma. He faced the 


‘end with calm fortitude, and his courage and cheerful accep- 


tance were an inspiration to all who saw him. To his widow 
and two children, a son in his second year of medicine at 
Cambridge, and a daughter studying biochemistry at Edinburgh, 
the deepest sympathy of a large circle of friends will be 
‘extended. —J. D. R. ; 


Dr. Davip CROMWELL PRICE, who died’ very suddenly on 
November 18 at the age of 46, was a student at St. Bartholo- 
mew’s Hospital. He qualified in 1926, graduated M.B., B.S. 


„in 1931, and took the F.R.C.S. in 1936. He joined the Ministry _ 


of Pensions two years later, and after a short period in Ministry 
hospitals was appointed to the administrative staff. Dr. Price 
had always shown a special interest in orthopaedic surgery, 


having held: appointments in the orthopaedic departments of 


his old hospital, St. Bartholomew’s, the Royal Victoria Infirmary, 
Newcastle-upon-Tyne, and the Royal Northern Hospital. His 


flair for dealing with orthopaedic problems was ‘soon recog- 


nized, and after a year or two on general duties he was giver 
the task of supervising-the provision of every type of surgical 
appliance, with the exception of artificial limbs, to the large 
number of pensioners requiring them. As a principal medical 
officer, it also fell to him to instruct newly joined medical 
officers on this side of their work. Endowed with mechanical ~ 
aptitude which was allied tọ a wide knowledge. of surgery, he 


brought an essentially practical approach to each problem. No 


} 


alleged father. 


*Cde/cde, this occurs in 0.7644% of the population. 


patient was allowed to leave until Dr. Price was satisfied that 
the surgical shoe or appliance was comfortable and was also 
restoring functional capacity so far as possible. He was never 
satisfied unless the workmanship and fit were of the highest 
standards. Many doctors passed through his hands, and all 
will remember his kindly nature and how he illuminated what 
might have been a comparatively dull subject. Possibly his 
greatest strength lay in his personal charm and. complete un- 
selfishness, -which made him an ideal colleague.: He was always 
helpful, never obstinate, and an outstanding success at his job. 
It was with- tragic suddenness that he developed grave symp- 
toms of an obscure anaemia which within three weeks proved 
fatal. The deepest sympathy of his colleagues and friends will 
be extended to his widow.—T. H. S. 
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Rh GENOTYPE. TESTS IN A TRIAL UNDER THE 
CRIMINAL LAW AMENDMENT ACT, 1885 ' 
BY 


EDGAR RENTOUL, M.B.E., M.A., LL.B., M.B., Ch.B. 
Assistant, The Forensic Medicine Department, Glasgow University 


A case of medico-legal interest was heard recently tn a Scottish 
Sheriff Court. A man was charged under the Criminal Law 
Amendment Act, 1885, with carnal knowledge of a girl aged 14. 
A child had been born to the girl, and the probable time of 


‘ conception coincided with the time of the acts libelled in the 


indictment. The birth of the child was used by the Crown as 
part of their case to prove the ‘charge of carnal knowledge. 

At the request of the defence, I, along with Dr..R. P. Brittain, 
who is attached to the Forensic Medicine Department of Glas- 
gow University, examined the bloods of the mother, child, and 
As a result of testing for ABO groups and 
MN types it was impossible to draw any conclusions about 
whether the alleged putative father was the natural father or 
not. On testing, however, for Rh sub-groups it was found that 
the blood of-the baby contained the antigen C. This was 
absent from the bloods of both the mother and the alleged 
father. 

I gave evidence at the trial that it was very unlikely that the 
alleged father could be the natural father of the baby. This 
evidence was corroborated by Dr. Brittain. The sheriff advised 
the jury to assess the value of the medical evidence with regard 
to paternity with great caution. The jury, however, returned a 
unanimous verdict of not guilty. , 

This case is of interest, since, so far as I know, it is the 
first time in which evidence with regard to Rh’ sub-groups has 
been used in a British court. There is a further point of interest. 
All the bloods contained the antigen c, and none of the bloods 
contained the antigen, D. The blood of the natural father 
must therefore have been of the rare genotype.Cde/cde or of 
the very rare type Cde/Cde. Assuming that the genotype was 
It is un- 
likely that there would have been more than one man of this 
genotype among the girl’s acquaintances, so that if all her 
male acquaintances could have been tested it would probably 
have been possible to discover the natural father. The rare 
position would therefore occur when as a result of blood 
grouping it would be possible not only to, exclude paternity 
but to establish a, very high probability of ‘paternity. 

The obtaining of the ‘sera necessary for Rh sub-grouping is a. 
difficulty in making a medico-legal investigation of this type, and in 
this case I was fortunate in that Dr. John Wallace, Director of the 
Glasgow and West of Scotland Blood Transfusion Service, allowed 
me to make use of the resources of his laboratory. During the 
investigation I was greatly assisted by the help and advice of both , 
Dr. Wallace and his Deputy-Director Mr. G. R. Milne. I would 
also like to express my gratitude to Professor Daniel F. aE for 
his advice on the theoretical background of the case. 


REFERENCE 


Mollison, P. L., Mourant, A. E., and Race, R. R., The Rh Blood 
Groups, M.R.C. Memorandum No. 19. 
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. Medical Notes ‘in Parliament: 








` 


NATIONAL HEALTH SERVICE (AMENDMENT) BILL 


Lord SHEPHERD in the House of Lords on November- 22 
made a‘short statement when introducing the report stage of 
the National Health Service (Amendment) Bill. He did so in 


reply to questions which Lord Llewellin had put during the, 


committee stage of the Bill (Journal, November 26, p. 1239). 
On Clause 15 Lord Llewellin had asked whether the govern- 
ing bodies of hospitals which, were contemplating agreements 
under that clause should bear in mind the possibility of an 
unlimited Liability in the matter of a deficiency contribution to 


. the Minister’s superannuation account. -Lord Shepherd said 


the detailed. machinery -to bé applied to these agreements was 


‘still being studied, but it was possible that the calculation of 
„actuarial deficiencies in the schemes of particular hospitals . 


would involve excessively detailed administrative work. It 
would therefore probably ~be necessary to fall back on the 


‘ usual method’ of _dealing- with- these arrangements, a method 
-which Lord Llewellin had outlined in his speech. 


Lord: Shepherd also referred to the new clause dealing ‘with 
additional functions of the: Medical Practices Committee. Lord 
Llewellin had asked whether there would be- consequential 


amendments to Sections 33 and 34 of the Act of 1946. Lord 


Shepherd said he was advised that no amendment of ‘these 


- sections was required and that the new clause did not conflict 
. with Section 33. He said there was no intention of empower- 
. ing the Medical Practices Committee to arrange for the distri- 

bution of ‘patients. The powers conferred in the new clausé 


could not be used for that purpose. Section 34 of the Act of 
1946 limited the functions which devolved on the Medical 
Practices Committee. This limitation was removed by the 


. ` ` s 7 . 
new clause, and it was not’ necessary to write any words into’ 


Section 34 to achieve this. . 
Lord LLEWELLIN thanked Lord Shepherd for his explanation, 


and. said he had made'the point about superannuation . only ° 


because he thought it-right that hospitals who contemplated 
embarking on 
to it. ; 

There being no amendments down for 
stage was thereupon concluded. 


~. * NURSES ACT= z 
Amendments made by the House of Commons to the Nurse 


Bill, a measure which had ‘originated in the House‘of Lords, 


were considered -by- the House of Lords on. November 24. 

_ At the. start of the discussion Lord ADDISON ‘expressed the 
sorrow of the-House at the.death of Lord Rushcliffe, who had 
done so much for nurses. Lord LLEWELLIN, Lord SAMUEL, and 


` the LORD CHANCELLOR associated themselves with this tribute. 


Amendments made -by the House of Commons to the Bill 
were then accepted without discussion on the motion of Lord 
KERSHAW. Later, on the -same day, the- Royal Assent , was 
signified to the Nurses Act. Í a i 


~ 
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, Numbers of Specialists : 
Mr. CARMICHAEL on November-22 asked what were the 
respective numbers of specialists attached to the Royal, Victoria, 
and Western Infirmaries in Glasgow on July 1, 1948, and what 
were the corresponding numbers to-day.. o l 
Mr. WooDBURN in reply explained that the. Royal, Victoria, 


-and Western Infirmaries in Glasgow were now managed,as‘key 


hospitals of three separate groups of hospitals. The numbers 
of specialists on the staffs of the hospitals in these groups in 
July,'1948. were 109, 55, and 141, respectively. The-correspond- 
ing numbers on November 22 were 103, 58, and.142, showing 
an overall net decrease of two. 


N.H.S: Lists—On November 22’ Mr. RANKIN asked the Secretary 


of State for Scotland what steps he proposed to take to reduce the 


maximum number of patients on a doctor’s list from 4,000 to 3,800, 
or some agrced smaller number. Mr. Woopsurn said he was 
arranging to explore this possibility with the profession in Scotland. 
i l : I X i ‘ 
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this scheme should know the liabilities attaching 


the report stage, , that ` 
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Universities and Colleges 








Ca 


~ lit, UNIVERSITY OF CAMBRIDGE __ 
In Congregation on November 12 the degrees of M.B., B.Chir. were 
conferred, by proxy, on E. K. Westlake. © 

Professor H. R. Dean, M.D., Master of Trinity Hall, has been 


' nominated Manager of the Benn W. Levy Fund for’ the period 


January, 1, 1950, to December 31, 1953. ' 
' L. L. Cavalli, M.D., has been appointed Assistant in Research 
in Genetics for three years from October. 1. a 

J. R. Robinson, Ph.D., M.B., B.Chir., has been appointed 
Assistant Director of Research in Experimental Medicine for five’ 
years from October 1. i 


UNIVERSITY OF ABERDEEN 
Malcolm MacLeod, M.B., Ch.B., has been appointed Lecturer in 
Medicine in the University. i. - 
Re UNIVERSITY OF LONDON - 
The Governing Body of the British Postgraduate Medical Federation, 


` on behalf of the University of London, has appointed Brigadier 


D. C. Bowie, M.B., Ch.B., F.R.C.S.Ed., as Regional Adviser in 
Postgraduate Medical Education for the North-West Metropolitan 
Hospital Region, from February 1, 1950. ’ 

A special lecture. on “ The Mechanism of the Vestibular Reac- 
tions ”? will be delivered by Professor Gösta Dohlman, Professor of 
Oto-rhino-laryngology in the University of Lund, Sweden, at thie 
Institute of Laryngology and Otology, 330-332, Graf's Inn Road, 
London, W.C., on- Monday, December 12, at 5.30 p.m. The 
lecture is' open to all members of the specialty, all enrolled students 
of the institute, and other postgraduate students in the specialty. 

Eldred Wright Walls, M.D., has been appointed to the S. A. 
Courtauld Chair of Anatomy tenable at Middlesex Hospital Medical 
School, from October 1. re eats 
: The title of Reader in Anatomy in the ‘University has been con- 
ferred on Ruth Elizabeth Mary Bowden, M.B., B.S., in respect of the 
„post held by her at the Royal Free Hospital School of Medicine. 

The degree of D.Sc. has been conferred on Kenneth James 
Franklin, D.M., F.R.C.P., Professor of Physiology in the University. 


SOCIETY OF APOTHECARIES OF LONDON 


“A course of ten postgraduate subscription lectures on modern ‘thera- 
peutics will be delivered in Apothecaries’ Hall, Black Friars Lane, 
‘Queen Victoria Street, London, E.C., on December 5, 6, 7, 8, and 9, 
at 3.30 p.m. and 5 p.m. each day. The fee for the whole course, 1s 
£3 3s.; single lecture, 7s. 6d: Details of the lectures are printed in 
the “ Societies and Lectures ” column of this issue of the Journal. 

A 


ROYAL COLLEGE OF OBSTETRICIANS .AND 
GYNAECOLOGISTS 


The following have been awarded the Diploma in Obstetrics of the 


College: 

M. Allerhand, Janet W. Anderson, J. Arendt, Margaret A. 
Barber, G. T. D. Barr,-P. R. Birks, Grace F. M. Braid, E. R. 
Broadberry, F. B. Bromfield, A. M. Buchanan, J. S. Caldwell, I. C. 
Campbell, J. E. Carrick, Helen A. Cawson, A. R. Cini, P. Coffey, 
M. I. Cookson, Janette G. Cowie, Mary Creevey, Margery N. 
Cummins, E. C. Davies, Margaret S. Dawe, A. M. Dawson, B. 
Dei, Christabel M. Dickie, E. M. Edwards, R. L. Edwards, M. W. 
Eddings, S. E. Ellison, J. Elstub, R. N. M. Eminson, S. C. Farman, 
Margaret M. Ferguson, M. B. Flangan, A. Freier, W. Gavin, G. S. 
Hargrave, R. T.’T. Harrison, R. D. C. Hart, Brenda M. Hilton, 
‘Catherine M. Hoyle, B. W. Hughes, E. N. Hugh-Jones, R. C. 
Humphreys, B. Humphries, Mary H. Hutcheon, M. K. Jadhav, 
J. James, R. J. Jameson, A. Jamieson, R. D. Johnstone, Barbari 
Jones, A, K. Kantarjian, T. Kelly, H. A. Kelsey, Colette ‘D. G. L 
Doux, M. P. Lewis, A. Macarthur, I. M. G. Mackay, E. A. McCol 
A. C. McDougall, I. D. Mackichan, C. A. Martin, K. A. Mako 
G. C. Mathers, S. Mercer, T. J. M. Monteith, A. C. Mulvane 
A. S. Murad, D. R. Murley, A. G. Murray, E. M. O'Dwyer, J. ; 
O'Dwyer, Mary G. O'Hare, R. A. O'Shea, R. L. Osmont, Marga 
G. Oyston, R. A. O’G. Pearson, A Persey, M. J. Peto, Sonia, 
Purdie, Irene Rajaratnam, G. F. E. Ramsden, G. H. Rees, G. 
Salter, R. S. Saxton, R. T. Sears, T. B. Sherry, Mary A. Shirr 
Margaret ‘L. Smith, Mary Smith, R. J. Sollars, J. W. Squire, W 
. Stedman, Anne M. Stewart; Elizabeth Stewart, N. G. G. Tal 
T. J. Thompson, Sheena M. Tosh, A. C. Turner, P. V. Wadswı 
J. Walsh, A. Wallach, N. H. Warburton, A. D. J. Watt, A 

‘ Webster, Elisabeth M. White, Margaret O. Will, L. J. Wood, 
Woolf, Ma Aye Yin. ; - 
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CONJOINT BOARD IN SCOTLAND 
The following candidates, having passed the final examinations, 
have been granted the diploma of L.R.C.P.Ed., L.R.C.S.Ed., 
L.R.F.P.&S.Glaszg. : ; $ 
A. R. Acton, D. J. M. Allan, Catherine Aicken, Eva M. Bobasch, 
Mary Brannigan, E. G. Caira, Catherine Coneghan, W. K. Davidson, 
D. G. Davies, W. A. Dryburgh, E. A, Esin, M. M. Ferris, Elizabeth 
M. Fulton, J. C. Gallagher, T. C. Glasgow, Jean M. Greenwood, 
W. T. G. Hathaway, E. H. Jacobs, J. M. King, Marjorie J. Lyon, 
M. B. McElroy, J. McGlone, Barbara P. P. Melhuish, A. J. R. 
Milner, S. H. Morgenstern, Joan M. Ponsford, Margaret J. Sutton, 
G. A. Taylor, R. L. Volinsky. i 
pan AR 
EPIDEMIOLOGICAL NOTES 
: Poliomyelitis ' 
Notifications in England and Wales for the week ended 
November 19 were poliomyelitis 219 (293), polio-encephalitis 
7 (23). Figures-for the previous week are shown in parentheses. 
Thus the decline in incidence has been greater than in the 
preceding week. i - 
Multiple cases were reported from the following counties: 
London 19 (47), Bedford 3 (1), Berkshire 5 (6), Buckingham 3 
(3), Cornwall 2 (3), Cumberland 3 (1), Durham 2 (1), Essex 
14 (18), Gloucester 8 (8), Hertford 4 (4), Kent 20 (22), Lancaster 
10 (24), Leicester 3 (6), Lincs, Lindsey 2 (8), Middlesex 15 
(15), Norfolk 3 (6), Northumberland 4 (6), Nottingham 4 (2), 
Somerset 4 (4), Southampton 3 (9), Stafford 2 (3), East Suffolk 
2 (1), Surrey 6 (14), East Sussex 4 (8), Warwick 13 (6), West 
Yorks 32 (42), Glamorgan 10 (5), Monmouth 2 (1). 


Discussion of Table \ 

In England and Wales a rise in the number of notifications 
was recorded for scarlet fever 115, acute pneumonia 115, and 
whooping-cough 79, while the largest decreases were measles 
27 and acute poliomyelitis 25. l 

The largest increases in the notifications of scarlet fever were 
Yorkshire West Riding 91, London 29, and Surrey 28,' while'the 


largest decreases were Lancashire 22 and Cambridgeshire 21.. 


No changes of any size were recorded in the local trends of 
diphtheria. The largest rises in the notifications of whooping- 
cough were -Lancashire 35 and Yorkshire West Riding 26. 


Very little change was recorded in the local returns of measles. > 


The rise in acute pneumonia was fairly general throughout the 
country. 

Fifteen of the 18 cases of typhoid were in Lancashire, 
spread over eight administrative areas. The chief centres of 
dysentery were Lancashire, with 26 cases (Wigan C.B. 10, 
Hindley U.D. 6), and London, with 12. | ` 

Although the number of notifications of acute poliomyelitis 
fell by 25, the notifications of acute polio-encephalitis rose by 11. 

In Scotland decreases were recorded in the number o 
notifications of scarlet fever 16, diphtheria 11,'and cerebrospinal 
fever 10, while an increase of 17 was recorded for dysentery. 
The rise in dysentery was mainly due to an outbreak of 20 cases 
in Stirling county. The fall in the incidence of diphtheria 
occurred in the Western area. No further case of scarlet fever 
was reported from Zetland county, where 24 cases were notified 
“tin the preceding week. i ; 

In Eire decreases in the number of notifications of scarlet 
fever 14 and whooping-cough 15 were the only changes ‘of 
note in the returns. Although no change occurred in the 
total of the measles notifications, there were considerable 
local fluctuations—e.g., an increase of 16 was recorded in 
Waterford C.B. . 
. In Northern Ireland a rise of 19 in the number of notifica- 
ions of scarlet fever was the chief feature of the returns. The 
creased incidence of scarlet fever was due to the experience 
£ Belfast C.B., where 165 of the 193 cases were notified. 


i l Week Ending November 19 

Notifications of infectious diseases in England and Wales 
ting the week included : scarlet fever 2,563, whooping-cough 
', diphtheria 96, measles 1,301, acute pneumonia 667, cerebro- 
ial fever 22, acute poliomyelitis 219, acute polio-encephalitis 
ysentery 116, paratyphoid fever 6, typhoid fever 21. 
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` Stillbirths Slo a zs 
Rate per 1,000 total 
births (including 
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INFECTIOUS DISEASES AND VITAL, STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 12. o. 4 


Figures of Principal Notifable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b), 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 

9 London (administrative county). (c) The 16 principal towns in Scotland. 
d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 

return available. ' 


Disease 


Cerebrospinal feyer 
Deaths oe 





Diphtheria ta a, 
Deatbs : 





Dysentery 
Deaths 


Encephalitis 
acute 
Deaths 


lethargica, 





Erysipelas 
Deaths 





Infective enteritis or diar- 
rhoea under 2 years 
Deaths s3 E 





Measles * 
Deathst 





Ophthalmia neonatorum 
Deaths ze ie 


Paratyphoid fever 
Deaths 





Pneumonia, influenzal .. 
Deaths (from influ- 
enza) Sy 


Pneumonia, primary ., 
Deaths oe 

Polio-encephalitis, acute 
Deaths ii Deh 





Poliomyelitis, acute 
Deaths§ — .. 





Puerperal fever . , 
Deaths : 





Puerperal pyrexial] 
Deaths oe 


Relapsing fever 
Deaths pa 





Scarlet fever 
Deathst 





Smallpox 
Deaths 





Typhoid fever .. 
Deaths es 





Typhus fever 
Deat 





Whooping-cough* 
Deaths sa 


Deaths (0-1 year) 





Deaths (excluding still- 
births a D 
Annual death rate (per 
1,000 persons living) 


Live births a 56 
Annual rate per 1,000 
persons living ais 











stillborn) .. 





* Measles and whooping-cough ae not notifiable in Scotland, and the returns 

are therefore an approximation only. 
Deaths from Peale: pad reine er Or Paging and Wal:s, Londons 

administrative county), will no longer be published. ae ; 
: Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ; a . oe 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 
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Flying- Personnel ‘Researeli Committee 

. Air Marshal Sir Harold Whittingham has scsceten the invita- 
tion of thè- Secretary of State for Air to become chairman of 
the Flying Personne] Research Committee in ‘succession to Sir 
Edward Mellanby, F.R.S. The committee advises the Minister 
on, all matters relating to. the efñciency of air crews. 


Direcior of Army Health 


Brigadier A. E. ‘Richmond ‘ on November. 28 handed aver 


the duties of Director of Army Health at the War Office to 
>, Brigadier T. Young, who until recently was Director of 
Medica) Services of the Far East Land Forces. 


1 


Pa 


Visiting Professor at Harvard 

' Professor J, W. McNee has just returned from a diresamonine 
'- visit to the U. S.A., where for a. time he acted as Visiting’ Pro- 
fessor and Physician-in-chief at the Peter Bent Brigham Clinic 
of Harvard University in Boston, a post temporarily occupied 
in the past by many distinguished British physics: and 
surgeons. i 


Brompton Hospital Centenary 

` The medical staff and a „large number of former residents of 
the Brompton Hospital dined in the Hall of the Society of 
Apothecaries on November 25. to celebrate the centenary of 
this institution, the, history of which is described briefly else- 
where in this issue. Dr. F. H. Young, who was in the chair, 
said that unfortunately the demand for seats had exceeded the 
capacity of the hall. Of those- unable’ to be ‘present he read 
messages from Sir Horton-Smith Hartley and Dr. Hope Gosse. 


The toast of the hospital was proposed by: Sir Robert Young, 
This ,was, he said, a family’ 


who received a great ovation. 
gathering in which all shared a common enthusiasm and affec- 
tion for the hospital they: ‘had served.’ It was, he continued, 
‘54 years. since he had entered the Brompton as a house- 
physician, He recalled the names of distinguished physicians 
who had been on the staff of the Brompton, and referred to 
the many. familiar characters ‘who had helped to ‘make the 
hospital what it has been and is. The response to the, toast 
was made by Dr. G. E. Beaumont in a speech pointed with wit 
that: delighted -his listeners and brought a memorable evening to 
an almost hilarious conclusion. ; 
| ->. / 
' “Second Thoughts on Streptomycin 

Recent coniments—some of them ill informed—on a leading 
article in this Journal (November 12, p. 1098) suggested that 


dihydrostreptomycin is greatly superior to streptomycin in the’ 


treatment of tuberculosis. A different view was taken at the 
Eighth. Streptomycin Conference held on November 10-13 at 
Atlanta, U.S.A. A report of the conference, which was quoted 
in the New York Times of November 14, states: “When 
dihydrostteptomycin was first introduced a: year ago it was 
thought to have certain advantages because of an apparent 
lower toxicity. Results now reported appear to indicate that 
it has no important advantage over streptomycin, and, since it 
is more difficult to produce and more expensive, the conference 
feels that its use in’ preference to streptomycin should not be 
encouraged.” 


f 

Symposium on Psychosurgery . l 

A number of ‘distinguished medical men from the U.S.A. 
took part in a symposium held by the Section of Psychiatry 
of the Royal Society of Medicine on September 12 and 13. 
A.report of this was published in the Journal of September 24. 
In view of the interest that has been aroused by this symposium 
the, Royal Society of Medicine has published a full report of 
it, ‘which can be obtained for 7s. 6d. (post free) on applica- 
. tion to the Honorary Editors, Royal’ Society of.. Medicine, 

1, Wimpole Street, London, W.tr. 
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History of the Biochemical Society 


The’ Biochemical Society was founded in 1911, and in .the 
History’ of the Biochemical, Society, 1911-49 (printed for the 
society at the University Press, Cambridge), Professor R. H. A. 
Plimmmer-describes how the society, of which he was co-founder, 
came into, being“ as a club: . . | to promote’ intercourse among 
those’ biologists and chemists ‘who are mutually interested and 
concerned ‘in the investigation of problems common to bio- 
logists and chemists.” The club became a society in 1913, in 
which year the ownership of the Biochemical Journal was trans- 
ferred to the Biochemical Society. A notable event in the 
history of this society was, when three members—F. G. Hopkins, 
H. von Euler, and A. Harden—were awarded the Nobel Prize 


in 1929. 


\ 

Rentar of Dietitians 
A new edition of the Register of Dietitians has been pub- 
lished by the Board of Registration’ of Medical Auxiliaries. 
Medical; practitioners may obtain copies free of charge on 
application to the registrar of the Board at B.M.A. House. 
Tavistock Square, London, W.C. 19 


T 


Information Wanted on Medical Scholarships 

Many of those inquiring at B.M.A. House about, methods of 
entering the medical profession ask for information about the 
financial assistance available to intending medical students. In 


‘answering these inquiries the Public Relations Department has 


been hampered by the lack of any complete list of scholarships, 
grants, and other awards given for medical study. A complete 
list of them is therefore being compiled with the approval of 
the Council of the B.M.A. It is hoped that the list will eventu- 


‘ally be published in the form of a reference book available to 


students,; parents, teachers, and others interested. Clearly it 
should be as comprehensive as possible. Every medical school 
and university in the country has agreed to supply informa- 
tion, and ‘many other - organizations, such as schools ‘and 
charitable foundations, have promised their co-operation. But 
there is the possibility that some awarding body has been 
inadvertently overlooked.. If any reader knows of an officiat 
award, prize, or other grant for medical training or for post- 
graduate research, particulars of which have not been already 
supplied, would he kindly communicate with- the Public 


` Relations Officer, B.M.A. House ? 


Training in Psychiatry 

The North-east Metropolitan Regional. Hospital Board has 
approved a scheme for providing facilities for training registrars 
in psychiatry to enable them to obtain the diploma in psycho- 
logical medicine. Training in clinical psychiatry will be carried 
out in the board’s own hospitals, and facilities will be provided 
for trainees to obtain additional instruction at the Maudsley ` 
Hospital, Denmark Hill, and at the Maida Vale Hospital for 
Nervous , Diseases. The course is for three years, and will 
include all branches of psychiatry and ancillary subjects. 
Arrangements will-be made for trainees to attend selected 
child psychiatric clinics of teaching standard. Arrangements 
will also be made for seconding students.for the necessary 
period to a mental deficiency institution, or to a mental 
hospital in the case of trainees working im mental deficiency 
institutions. 


Vitamin B,, ` 
Dr. E. Lester Smith, of Glaxo Laboratories, Ltd., left for the 


` United States on November 27 to take part, at the invitation 


of the World Health Organization, in discussions on standardiza- 
tion and other problems resulting from the recent isolation and 
purification of vitamin B,, and its identification with the anti- 
pernicious-anaemia factor. Dr. Lester Smith isolated crystalline 
vitamin B,, simultaneously with American workers in Merck 


Laboratories. R 


\ ° 7 a 


Called to the Bar - & 


Drs. N. S. Malimson and J. L. S. Coulter (Gray’s Inn) were 
called to the Bar on November 17. 


f 
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_ COMING EVENTS 

_ Hospital Libraries < 

- A special meeting of the Medical Section of the Library 
Association will be held at Chaucer House, Malet Place, 
, London, W.C.1, on Friday, December .16,'’at 7 p.m., on 
= Medical Libraries. in Hospitals.” Members of the- Com- 
mittee responsible for the compilation’ of the notes on 

* Medical Libraries in Hospitals and the Book-list will-endeav- 
our to answer questions. Hospital authorities, members of the 


“-medical profession, and members of the Library Association , 


_ interested in hospital library service are ‘cordially invited to 
‘attend. t i 
Physical Medicine Se F a 
A course in preparation for Part I of the Diploma in Physical 
, Medicine will be held at Guy’s Hospital, beginning on Tuesday, 
January 10, 1950. Further information can be obtained from 
the Dean of the Medical School, Guy’s Hospital, London, S.E.1. 
` i j 3 J i f 
E SOCIETIE: W.ND LECTURES 
l Monday l TO 
HUNTERIAN SocigtY.—At Talbot Restaurant, 64, London Wall, E.C., 
December 5, 7 for 7.30 p.m., dinner-meeting; “ The Assessment 
of Surgical Risk,” discussion to be opened by Sir Horace Evans, 
_ Dr. Frankis T. Evans, and Mr. A. Lawrence Abel. 
ROYAL SOCIETY oF ARTS, John Adam Street, Adelphi, London, W.C. 


—December 5, 6 p.m., “ Bread,” Cantor Lect by Mr. D. W. 
Kent-Jones, PLD. i sac E T 


. SOCIETY OF APOTHECARIES OF Lonpvon, ‘Black Friars Lane, Queen 
Victoria Street, London, E.C, —December 5, 3.30 p.m., “ Carditis,’’ 


by Dr T. F. Cotton; 5 p.m., “ Radiotherapy in Malignant 


Disease,” by Mr. I. G. Williams. 
UNIVERSITY COLLEGE, Gower Street, London, W.C.—December 5, 


5.30 p.m., inaugural lecture by the Jodrell Professor of Physiology, 
Dr. G. L. Brown, 


£ 
Tyesday ` á k 
EDINBURGH PosTGraDUATE BoyrD FOR Mepicins.—At University 


New - Buildings;(Anatomy*Lecture Theatre),-Edinburgh, December;- 


. 6, 5 p.m., i Radiology of the Aorta,” by Sir John Parkinson. 

_. EUGENICS: SocieTY.—At Royal Society; Burlington House, Piccadilly, 
London, W., December 6, 5.30 p.m., “ War and Eugenics: (1) Loss 
of Life Caused .by Fatal Quarrels; (2) International Marriage as a 
Pacifying Influence,” by Mr. L. F. Richardson, D:Sc.,F.R.S. All 
interested are invited to attend. 


INSTITUTE OF „DERMATOLOGY, 5, Lisle Street, Leicester Square, . 


London, W.C.—December 6, 5 p.m., “ Histopatholo 
Skin,” by Dr. I. Muende. . j . eu aN 
+ ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.— 
December 6, 5 p.m., “ The Pestilences of War: 6th Century to 15th 
Century,” FitzPatrick Lecture by Dr. W. H. Wynn. 
SOCIETY OF APOTHECARIES OF LonpDoN, Black Friars Lane, Queen 
Victoria Street, London, E.C.—December 6, 3.30 p.m., “ The Use 
of Penicillin and Other Antibiotics in Medical Conditions,” by 
‘Professor L. P. Garrod; 5 p.m., “The Use of Streptomycin in 
/ Š Non-tuberculous Infection,” by Professor ~Clifford Wilson. 
OCIETY OF PUBLIC ANALYSTS.—At Burlington Housé, Piccadill 
ne London, W., December 6, 3.45 p.m., icin meeting with Food 
Group of Society of Chemical Industry, “ Properties of Pectin and 
‘ Its Use in the:Food Industry,” papers by Mr. J. K. N. Jones, D.Sc. 
Miss M. Olliver, M.Sc. Mr. V L S. Charley, Ph.D., and Mr. 
R. W. Money, M.Sc. | i l 


Wednesday 


B HARVEIAN SOCIETY oF Lonpon.—At 26, Portland ‘Place, Lond W 
December 7, 8.15 p.m., “The Mental and Physic els of 
i Pain,” by Dr. V. C. Medvei. A eal A 
NSTITUTE OF PsYCHIATRY (UNIVERSITY OF LonpoN), Maud: 
Hospital, Denmark Hill, London ~§.E.—December h» A20 oe. 
Ap eee hag mon ration for poster aduales by Dr. E. Stengel. - i 
UNTY MEDICAL SocieTY.—At Bexley Hospital 
: dai A 7, 3 p.m., clinical meeting. z pa S 
OCIAL PSYCHOTHERAPY CENTRE, 7, Fellows Road, London, N.W.— 
December 7, 5 p.m., “Theory and Practi tie ‘Soc, 
: . Clubs” by De. Taha ree ractice a Therapeutic Social 
OCIETY OF APOTHECARIES OF LONDON. Black ‘Friars L 
Victoria Street, London, E.C.—December 7, 3.30 taco eS 
tation: Whither Medicine ? ” by Sir Hugh Griffiths; 5 p.m., “ The 
Essentials of Diabetic Treatment,” by Dr. R. D. Lawrence. 


-a - Thursday 


ADLERIAN SOCIETY or GREAT BRITAIN: MEDICAL SEC 
] : ECTION.—. 
Chandos Street, London, W., December 8, 8 p.m, “ ana 
Group Psychotherapy,” by Dr. E. N. Snowden. : ` 


. è? if a 
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CHADWICK TRUST.—Àt St. Mary’s Hospital Medical School, Norfolk 
Place, Praed Street, Paddington, W., December 8, 4.30 p.m., 
“ Generalized Systemic Sclerosis (Progressive Symmetrical Sclero- 
derma-Dermatomyositis),’’ Malcolm Morris Memorial Lecture by 
Dr. G. B. Dowling. - 

INSTITUTE OF DerMmatrotocy, 5, Lisle Street, Leicester Square, 
London, W.C.—December 8, 5 p.m., “ Virus Diseases of the Skin,” 
by Dr. R. T. Brain. | 

INSTITUTE OF PSYCHIATRY (UNIVERSITY OF LONDON), - Maudsley 
Hospital, Denmark Hill, London, S.E.—December 8, 4.30 p.m., 
“The So-called. Rhinencephalon,” by Professor W. E. Le Gros 
Clark, FRS. . ae l 

PHARMACEUTICAL SOCIETY OF GREAT BRITAIN, 17, Bloomsbury Square, 
London, W.C.—December 8, 7.30 p.m., “ Pharmacy in the 
Eighteenth and Early Years of the Nineteenth Century,’ by Mr. 
E. C. Cripps. i ' 

ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.— 
December 8, 5 p.m., “ The Pestilences of War: I6th Century to 
19th Century,” FitzPatrick Lecture by Dr. W. H. Wynn. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—December 8, 3.45 p.m., “‘ The-Knee Joint,” Arnott 
Demonstration by Mr. R. J. Last. . 

ROYAL Society oF TROPICAL MEDICINE AND Hyaiene.—At 26, Port- 
land Place,.London, W. December 8, 7.30 p.m., “ Tropical 
Phlebitis and’ Some Other Possibly Related Vascular Disorders of 
oria Africa,” by Dr. Michael Gelfand. A discussion will 
ollow. b . 

St. GEorGE’s HosPriTaL MepicaL ScHooL, Hyde Park Corner, 
London, S.W.—December 8, 4.30- p.m., lecture-demonstration : 
“ Psychiatry,” by Dr. D. Curran. . l 

SOCIETY OF APOTHECARIES OF LONDON, Black Friars Lane, Queen 
Victoria Street, London, E.C.—December 8, 3.30 p.m., “ The 
Common Anaemias,” by Sir Lionel Whitby; 5 p.m., “A Review 
of Some Dermatological Treatments,” by Dr. G. B. Mitchell- 


eggs. 


Torquay AnD Districr Mepicat- SocierY.—At Torbay Hospital, 


December 8, 8.30 p.m., clinical meeting. , 

UNIVERSITY COLLEGE HospiraL MEDICAL ScHOOL, University Street, 
Gower Street, London, W.C.—December 8, 5 p.m., “ Disturbances 
of Consciousness with Disorders of the Brain Stem,” Victor 
Horsley Memorial Lecture ‘by Sir Hugh Cairns. | 

WREXHAM AND Districr CLINICAL Sociery.—At Wynnstay Arms 
Hotel, Wrexham, December 8, 7.30 p.m., “ Anxiety Neuroses,” 
by Dr. Barton Hall. ; 

Friday 


Mama VALE HOSPITAL FOR Nervous DISEASES MEDICAL SCHOOL, 


Maida Vale, London? W.~—December 9, 5 p.m., clinical demonstra- - 


tion by Mr. V. Logue. 

RoyaL Mepicat Society, 7, Melbourne, Place, Edinburgh.—Decem- 
ber 9, 8 p.m., “Pyrexia.”’ Symposium. 

SOCIETY OF APOTHECARIES OF LoNnnoNn, Black Friars Lane, Queen 
Victoria Street, London, E.C.—December 9, 3.30 p.m., “ Industrial 
Hazards,” by Dr. A. J. Amor; 5 p.m., “ The Present Position of 
Chemotherapy in the Treatment of Inoperable Malignant Disease,” 
by Sir Stanford Cade. 


é 


- 


SOCIETY OF CHEMICAL INDUSTRY: FINE CHEMICALS Group.—At / 


King’s College (Chemistry Lecture Theatre), Strand, London, 
W.C., December 9, 7 p.m.,-“ A Synthesis of L-Thyroxine,” by 
Dr. B. A. Hems, B.Sc., F.R.I.C. A short discussion’ wil] follow. 
West Kenr Mepico-CuirureicaL Socrery —At Miller Hospital, 
\ Greenwich. High Road, London, S.E., December 9, 8.30 p.m., 


“The Medical Tradition,” Purvis Oration by Mr. P. H. Mitebine E 








b Fa 
r k à . / 
BIRTHS, MARRIAGES, AND DEATHS 
, BIRTHS , i 
Brown.—On November 19, 1949, at Grantham, Guildford, to Barbara (née 
sJacobs), M.R.C.S., L.R.C.P., wife of David Fergrieve Brown, a son. 
Parker.—On November 23, 1949, to Margaret (née Davics), wife of Dr. W. S. 
Parker, of Bnghton, a son. 
Smit.—On’ November 20, 1949, at Barratt Maternity Home, Northampton, to 
Sheila (née Macbriar), wife of Alastair W. Smith, M.B.B., L.R.C.P.&S.Ed., 


L.R.F.P.S.Glas:, a son. : 
MARRIAGE 


Carpenter—Roe.—On November 11, 1949, at Oxford, Geoffrey Denis Carpenter, 
of High Wycombe, to Patricia Roe, M.B., Ch.B., Dip.Bact.(Lond.), of 


Dundee. z 
DEATHS 


Albinson.—On November 25,1949, at 6, Waltham Road, Manchester, James 
Henry Albinson, M B., Ch.B. 

Bentley.—On November 23. 1949, at St. Helier Hospital, Carshalton, Surrey, 
Charles Albert Bentley, C.I.E., M.B.,.C.M., D.P.H. 

Birkinshaw.—On October 2, 1949, at his residence, Auckland, New Zealand, 
Frank -Thornton Birkinshaw, M.R.C.S:. L.R.C.P.,-aged 58. 

Brander.—On November 21, 1949, in London, William Brander, M.D., Ch.B., 
M.R.C.P. f oy 
Brown.—On November 20, 1949, Francis Joseph Brown. M.R.C.S., L.R.C.P.. 
Lfeutenant-Colonel, late R.A.M.C., retired, of Mudros, Reydon, Suffolk, 

aged 83. i i 
Dohhie.—On November 23, 1949, :at a nursing-home, Mina Louisa Dobbie, 
M D.. of Talbot Croft. 42. Stirling Road, Bournemouth. C ` 
Duntop.—On November 24, 1949, at Nithsdale, Sanquhar, Dumfries, James 

Kirkwood Dunlop. M.B.. Ch.B. 
Gerrard.—O: November 19, 1949, at Sunfield, Great Sutton, Wirral, Cheshire, 
Robert Francis Gerrard, M.R.C.S., L.R.C.P. 


® 
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-CAN A SCIENTIFIC, SOCIETY BE STABLE?* 


Aa ‘ BY 


! . oe BERTRAND RUSSELL, O.M., F.R.S. 


| will begin with some explanation: of the question with 
which I am concerned. I call a society “scientific” in 
the degree to which’ scientific knowledge, and technique 
based upon ‘that knowledge, affects its daily life, its. 
economics, and its political organization. This, of course, 
is a matter of degree.- Science in its early stages. had 
few social effects except upon the small number of learned 
men who took an interest in it, but in recent times it’ has 
been transforming ordinary > life with ever-increasing 
velocity. . 

I'am using the word “ stable ” as it is used in physics. 
A.top is “stable” so long as it rotates ,with more than a 
cértain speed ; then it becomes unstable and the top falls 
over. ,An atom which is not radioactive is “stable” until 
a nuclear physicist gets hold of it. A star is “stable” for 
millions of years, and then one day it explodes. It is 
in this sense that I wish to ask whether the kind of society 
that we are creating is “stable.” , 

E want to emphasize that the question I am, asking is 
purely factual. . I am not considering whether it is better 
to be stable or to be unstable ; that is a question of values, - 
and lies outside the scope of scientific discussion. I am 
asking whether, in fact, it is probable or improbable that 
society will persist in being scientific. If it-does, it must 
almost inevitably grow progressively more and more 
scientific, since new knowledge will accumulate. If it does: 
not, there may be either a gradual decay, like the cooling 
of the:sun by radiation, or a violent transformation, like 
those that cause novae to appear in the heavens. The 
former would show itself in exhaustion, the latter in 
revolution or unsuccessful war. 

‘The problem is extremely speculative, as appears when 
we consider the time scale. Astronomers tell us that in 
all likelihood the earth will remain habitable for very many 
millions of years. Man has existed for about a million 
years. Therefore if all.goes well his future should be 
immeasurably longer.than his past. 

Science, as pure knowledge, began about 2,500 years ago, 
but as a force affecting daily life it began: much later— 
with gunpowder and the mariner’s compass. . It did not 
begin to be a really powerful cause of social change until 
the industrial revolution, 150 years ago. To predict on 
the basis of such a very brief experience is evidently 
hazardous. All that-can be done is to pick out certain 
aspects of the question with a view to causing awareness 
of dangers and possibilities. l 

Broadly speaking,.we are in the middle of a race between 
human skill‘as to means and human folly as to ends. 
Given sufficient folly as to ends, every increase in the skill 





*The Lloyd Roberts Lecture given at the Royal Society of 
Medicine, London, on November 29, 1949. . 


“ conditions. 


* 


‘with folly, there can be no certainty of survival. 


required to achieve them is to the bad. The human race 
has survived hitherto owing to ignorance and incom- 
petence ; but, given knowledge and competence combined 
Know- 
ledge is power, but it is power for evil just as much as 
for good. It follows that, unless men increase in wisdom 
as much as in knowledge, increase of knowledge will be 
increase of sorrow. 


Causes of Instability - 


Possible causes of instability may be grouped under three 
heads : physical, biological, and psychological. I will 
begin with the physical causes. 


PHYSICAL 


Both industry and agriculture, to a continually increasing 
degree, are carried on in ways that waste the world’s capital 
of natural resources. - In agriculture this has always been 
the case since man first tilled the soil, except in places 
like the Nile Valley, where there were very exceptional 
While population was sparse, people merely 
moved on when their former fields became unsatisfactory. 
Then it was found that corpses could be used as fertilizers, 
and human sacrifice became common. This had the double 
advantage of increasing the yield and diminishing the 
number of mouths to be fed; nevertheless the method 
came to be frowned upon, and its place was taken by war. 
Wars, however, were not sufficiently destructive of human 
life to prevent the survivors from suffering, and the 


` exhaustion of the soil has continued at a constantly 


increasing rate right down to our own day. At last the 


creation of the Dust Bowl in the United States. compelled 


attention to the problem. It is now known what must be 
done if the world’s supply of food is not to diminish 
Gatastrophically. _ But whether’what is necessary will be 
done is a very ‘doubtful question. The demand for food 
is so insistent, and the immediate profit so great, that only 
a’ strong and intelligent government can enforce the 
required measures; and in many parts of the world 
governments are not both strong and intelligent. I am for 
the present ignoring the population problem, which I shall 


‘consider presently. 


Raw materials, in the long run, present just as grave 
a problem as agriculture. Cornwall produced tin from 
Phoenician times until very lately ; now the tin of Cornwall 


is exhausted. Light-heartedly, the world contents itself 


with observing that-there is tin in Malaya, forgetting that 
that too will be used up presently. Sooner or later all 
easily accessible tin will have been used up, and the same 
is true of most raw materials. The most pressing, at the 
moment, is oil. Without oil a nation cannot, e 


` 
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` present. techniques, prosper industrially or- defend itself in own country—for a r egion 


war. The supply is being rapidly depleted, and will be 


used up even more swiftly in the wars that‘ are'to be” 


expected for possession of such supplies as will remain. 
OF course I shall be told that atomic energy will replace 
oil as a source of power. But what will happen when all 
. the available uranium and thorium have ‘done their work 
of killing men and fishes ? : ; 

The indisputable fact is that industry—and agriculture 

im so far as it uses artificial fertilizers—depends upon irre- 
« placeable materials and sources of energy. No doubt 
science will discover new sources as the need arises, but 
‘this will involve a gradual decrease in the yield of a given 
amount of land and labour, and in any case is an essentially 


‘temporary expedient. The world has been living on capital, > 


and so long as it remains industrial it must. continue to 
' do so. This is one inescapable though perhaps rather 
distant source of instability in a scientific society. 


BIOLOGICAL : 
.. [ come now to the biological aspects ‘of; our question. 


. . I we estimate the biological success. of a species by its 
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to contain a larger population 
than its own food resources could support. , Assuming free 


¿mobility of persons and goods, it is only necessary that 


the whole-world should produce enough food for the popu- 
lation of the whole world, provided the ‘regions of deficient . 


‘food production have something to offer which the regions 
> of surplus food production are willing to accept in exchange 


for food. -But this condition is- apt to fail in bad times. | 
In Russia, after the first world war, the peasants had just 


_ about the amount of food they wanted for themselves, and . 


numbers it must be admitted that Man has been most . 


- remarkably successful. In his early days Man must have 
been a very rare species., His two great advantages—the 
capacity of using his hands to manipulate tools, and the 
power of transmitting experience and invention by means 
of language—are slowly cumulative: at first there were few 
tools and there was little knowledge to transmit ; moreover, 
no one knows at what stage language developed. How- 
ever that may be, there were three great advances by means 
of which the human population of the globe was increased. 
The first was the taming .of the animals that became 
domestic ; the second was the adoption of agriculture ; and 
the third was the industrial revolution. By means of these 
three advances men have become enormously'more numer- 
ous than any species of large wild mammal! ’ Sheep and 
cattle owe their large numbers to human care: as com- 
petitors with man large mammals have no chance, as 
appears from the virtual -extinction of the buffalo. 


would not willingly part with any of it for the purchase of 
urban products. At that time, and again during the famine 
in the early *30s, the urban population was kept alive only - 
by the energetic.use of armed force. In the famine, as 
a result of government action, millions of peasants died: 
of starvation; if the government had been neutral the 
town-dwellers would have died. . 

Such considerations point to a conclusion which, it-seems 
to me, is too often ignored. Industry, except in so far as 
it ministers directly to the needs of agriculture, is a luxury: 
in bad times its products will be unsaleable, and only force 
directed against food-producers can keep industrial workers ` 
alive, and that only if very many food-producers are left 
to die. If-bad times become common, it must be inferred 
that industry will dwindle and that the industrialization 
characteristic of the last 150 years will be rudely checked 

But bad times, you may say, are exceptional, and can 
be. dealt with by exceptional methods. This has been more 
or less true during the honeymoon period of industrialism, 
but it will not remain true unless the increase of popula. 
tion can be enormously diminished. At present the popu- 
lation of the world is increasing at about 58,000 per- diem, 
or about 20 millions per annum. War, so far, has’ had 
no very great effect on this increase, which continued ' 


‘throughout each of the world wars. Until the last quarter - 


of the nineteenth century this increase was more rapid in 


` advanced countries than in backward ones, but now it is 


In addressing a medical audience, it is with trepidation . 


that I advance my. next thesis, which is this. ‘Medicine 
cannot, except over a short period, increase the population 
of the world. No doubt if medicine in the fourteenth 
century had known how to combat the Black Death the 
population of Europe in the latter half of the fourteenth 
century would have been larger than it was. But tbe defi- 


ciency was soon made up to its Malthusian level by natural ` 


increase. ln China,-European and American- medical 
missions do much to diminish the infant death rate: the 
consequence is that more children die painfully of famine 
at the age of five or six. The benefit to mankind is very 
questionable. Except where the birth-rate is low. the popu- 
lation in the long run depends upon the food supply and 
upon nothing else. In the Western world the fall in the 
birth rate has for the time being falsified Malthus’s: doc- 


trine. But until lately this doctrine was true throughout . 


‘the world, and it is still true in. the densely populated 
countries of the East., we 2 2 . 
_ What has science done to increase population ?. In the 
first place,.by machinery, fertilizers, and improved breeds 
it has increased the yield per acre and the yield per man- 
hour of labour. This is.a direct’effect. But there is another 
which ts perhaps more important, atleast for the moment. 
By improvement in means of transport it has become pos- 
sible for one region.to ‘produce án; excess of food ‘while 
another produces an excess of industrial products or raw 
materials. This makes it possible—as for instance in our 


almost wholly confined to very poor countries. Of these, 
China and India are numerically the most important, while 
Russia is the most important in world politics. But I.want: 
for the present, to confine myself, so far as I can, to 


. biological considerations, leaving world politics on one side 


What is the inevitable result if the increase of popula- 
tion is not checked ? There must be a very general lower, 
ing of the standard of life in what are now prosperous 
countries. With that lowering there must go a great diminu- 
tion in the demand for industrial products. Detroit will 
have to give up making private cars, and confine itself to 
lorries. Such things as books, pianos, watches will become 


the rare luxuries of a few exceptionally powerful men— | 


‘notably those who control the army and the police. In the 
end there will be a uniformity of misery, and the Malthusian 
law will reign unchecked. The world having been techni- 
cally unified, population will increase when world harvests 
are good, and diminish ‘by starvation whenever they are 
bad. Most of the present urban and industrial centres will 


bave become derelict, and their inhabitants, if still alive. 


will have reverted to -the peasant hardships of their ` 
mediaeval ancestors. The world will have achieved a new 
stability, but at the cost of everything that gives value to 
human life. | , . 

Are mere numbers so important that, for their sake, we 
should patiently permit such a state ‘of affairs to come 
about ?, Surely not. What, then, can we do? ‘Apart 
from certain deep-seated prejudices, the answer would be 
obvious. The nations which at present increase rapidly 
should be encouraged. to adopt the methods by which, in 
the West, the increase of population has been checked 
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Educational propaganda, -with government help, could 


achieve this result in a generation. There are, however, 
two powerful forces opposed to such a policy: one is 
religion, the other is nationalism. I think it is the duty 
of all who are capable of facing facts to realize, and to 
proclaim, that opposition to the spread of birth control, 
if successful, must inflict upon mankind the most appalling 
depth of misery- and degradation, and that within another 
fifty years or so. - 

I do not pretend that birth control is the only way in 
which population can be kept from increasing. There are 
others, which, one must suppose, opponents of birth con- 
trol would prefer. War, as I remarked a moment ago, 
nas hitherto been disappointing in.this respect, but perhaps 
bacteriological war may prove more effective. If a Black 
Death could be-spread throughout. the world once in every 
generation survivors could procreate. freely without making 
the world. too full. There would be nothing in this to 


_ Offend the consciences of the devout or to’ restrain the 


ambitions of nationalists. The state of affairs might be 
somewhat unpleasant, but what of that? Really high- 
minded people are indifferent to happiness, especially other 
people’s. However, I am wandering from the question. of 
stability, to which I must return. . 

There_are three. ways of securing a society that shall be 
stable as regards population. The first is that of: birth 
control, the second that of infanticide or really destructive 
wars, and the third that of general misery except for a 
powerful minority. All these methods have been prac- 
ised: the first, for example, by the Australian aborigines ; 
the second by the Aztecs, the Spartans, and the rulers of 
Plato’s Republic ; the third in the world as some Western 
internationalists hope to make it and in Soviet Russia. 
(It is not to be supposed that Indians and Chinese like 
starving, but they have to endure it because the armaments 
of the West are too strong for them.) Of these three, only 


birth contro] avoids extreme cruelty and unhappiness for‘ 


the majority of human beings. Meanwhile, so long as there 
is not a single world government there will be competi- 
tion for power among the different nations. And as 
increase of population brings the threat of famine national 
power will become more and more obviously the only way 
of avoiding starvation. There will therefore be blocs in 
which the hungry nations band together against those that 
are well fed. That is the explanation of the victory of 
communism in China. : 

These considerations prove that a scientific world society 
cannot be stable unless there is a world government. 

It may be said, however, that this is a hasty conclusion. 
All that follows directly from what has been said is that, 
unless there is a world government which secures universal 
birth control, there must ‘from time to time be great wars, 
in which the penalty of defeat is widespread. death by 
starvation. That is exactly the present statė of the world, 
and some may hold that there is no reason'why it should 
not centinue for centuries. I do not myself believe that 
this is possible. The two great wars that we have experi- 


enced have lowered the level: of civilization in many parts- 


of the world, and the next is pretty sure to achieve much 
‘more in this direction. Unless, at some stage, one power 
Or group of powers emerges victorious and proceeds to 
establish a single government of the world with a monopoly 
of armed force, it is clear that the level of civilization must 
continually decline until scientific warfare becomes impos- 
sible—that is, until science is extinct. Reduced once 
more to bows and arrows, Homo sapiens might’ breathe 
again, and climb anew the dreary road to.a similar futile 
culmination. Eeg i 


The need for a world government, if the population prob- 


lem is to be solved in any humane manner, is completely 


evident on Darwinian principles. Given two groups, of 
which one has an increasing and the other a stationary 
population, the one with the increasing population will 
(other things being equal) in time become the stronger. 
After victory,, it will cut down the food supply of the 
vanquished, of whom many will die.* Therefore there will 
be a continually renewed victory of those nations that, 
from a world point of view, are unduly prolific. This is 
merely the modern form of the old struggle for existence. 
And given scientific powers of destruction, a world which 
allows this struggle to continue cannot be stable. 


PSYCHOLOGICAL 


The psychological conditions of stability in a scientific’ 

society are to my mind quite as important as the physical 
and biological conditions, but they are much ‘more difficult 
to discuss, because psychology is a less advanced science 
than either physics or biology. Nevertheless, let us make 
the attempt. \ 
The old rationalist psychology used to assume that if 
you showed a man quite clearly that a certain course of 
action would lead to disaster for himself he would probably 
avoid it. They also took for granted a will to live, except 
in a negligible minority. Chiefly as a result of psycho- 
analysis this Benthamite belief that most men pursue their 
own interest in a more or less reasonable way has not now 
the hold on informed opinion that it formerly had. But not 
very many people, among those concerned with politics, 
have applied modern psychology to the explanation of large- 
scale social phenomena. This is what I propose, with much 
diffidence, to attempt. 

Consider, as the most important illustration, the present 
drift towards a third world war. You are arguing, let us 
say, with an ordinary cheerful non-political and legally 
sane person. You point out to him what can be done by 
atom bombs, what Russian occupation of Western Europe 
would mean in suffering and destruction of culture, what 
poverty and what regimentation would result even in the 
event of a fairly quick victory. All this he fully admits, 
but nevertheless you do not achieve the result for which 
you had hoped. You make his flesh creep, but he rather ' 
enjoys the sensation. You point out the disorganization to 
be expected, and he thinks: “ Well, anyhow, I shan’t have 
to go to the office every morning.” You expatiate on the 
large number of civilian deaths that will take place, and 
while, in the top layer of his mind, he is duly horrified, 
there is a whisper in a deeper layer: “Perhaps I shall 
become a widower, and that might be not so bad.” And 
so, to your disgust, he takes refuge in archaic heroism, 
and exclaims: 

“Blow wind! come wrack ! 
At least we’ll die with harness on our back,” 


or whatever more prosaic equivalent he may prefer. 


Psychologically, there are two opposite maladies which 
have become so common as to be dominant factors in 
politics. One-is rage, the other listlessness. The typical 
example of the former was the mentality of the Nazis; of 
the latter, the mentality in France which weakened resis- 
tance to Germany before and during the war. In less acute 
forms these two maladies exist in other countries, and are, 





*Some may think-this statement unduly brutal. But if they will 
look up newspapers of three. or four years ago they will find, 
side by side, indignant letters saying that British labour could not 
be efficient on a diet of 2,500 calories, and that it was preposterous 
to suppose that.a German needed more than 1,200 calories. i 
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I think, intimately bound up with the regimentation which 
is associated with industrialism. Rage causes nations to 
embark on enterprises that are practically certain to be 
injurious to themselves ; listlessness causes other nations to 
be careless in warding off evils, and generally disinclined 
to undertake anything arduous. Both are the outcome of 
a deep malaise resulting from lack of harmony between 
disposition and mode of life. l - 

One cause of this malaise is the rapidity of change in 
material conditions. Savages suddenly subjected to Euro- 
pean restraints not infrequently die from inability to 
_ endure a life so different from what they have been accus- 

tomed to. When I was in Japan in 1921 I seemed to sense 
_ in the people with whom I talked, and in the faces of the 
people I met in the streets, a great nervous strain, of the sort 
. likely to promote hysteria. I thought this came from the fact 
that deep-rooted unconscious expectations were adapted 
to old Japan, whereas the whole conscious life of town- 
dwellers was devoted to an effort to become as like 
Americans as possible. Such a maladjustment between the 
conscious and the unconscious was bound to produce dis- 
couragement or fury, according as the person concerned 
was less or more energetic. The same sort of thing happens 
Wherever there is rapid industrialization; it must hav 
happened with considerable intensity in Russia. ' 

But even in a country like our own, where industrialism 
is old, changes occur with a rapidity which is psycho- 
logically difficult. Consider what has happened during 
my lifetime. When I was a child, telephones were new 
and very rare. During my first visit to America I'did not 
see a single motor-car. I was 39 when I first saw an aero- 
plane. Broadcasting and the cinema have made the life 
of the young profoundly different from what it was during 
my own youth. As for public life, when I first became 
politically conscious Gladstone'and Disraeli still confronted 
each other amid Victorian solidities, the British Empire 
seemed eternal, a threat to British naval supremacy was 
unthinkable, the country was aristocratic and rich and 
growing richér, and Socialism was regarded as the fad of 
a few disgruntled and disreputable foreigners. 

For an old man, with such a background, it is difficult to 
feel at home in a world of atomic bombs, communism, and 
American supremacy. Experience, formerly a help in the 
acquisition of political sagacity, is now a positive hindrance, 
because it was acquired in such different conditions. It is 
now scarcely possible for a man to acquire slowly the sort 
of wisdom which in former times caused “elders” to be 
respected, because the lessons of experience become out of 
date as fast as they are learnt. Science, while it has 
enormously accelerated outward change, has not yet found 
any. way of hastening psychological change, especially 
where the unconscious and subconscious are concerned. 
Few men’s unconscious feels at home except in conditions 
very similar to those which prevailed when they were 
children. l 

Rapidity of change, however, is only one of the causes 
of psychological discontent. Another, perhaps more potent, 
is the increasing subordination of individuals to organi- 
zations, which, so far, has seemed to be an unavoidable 
feature of a scientific society. In a factory containing 
expensive plant, and depending upon the closely co- 
ordinated labour of many people, individual impulses 


must be completely ,controlled except by the men con-’ 


stituting the management. There is no possibility, in work- 
ing hours, of either adventure or idleness. And even out- 
side working hours the opportunities are few for most 
people. Getting from home to work and from work to 
home takes time; at the end of the day there is neither 
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time nor money for anything very exciting. And what is 
true of workers in a factory is true, in a greater or less 
degree, of most people in a well-organized modern com- 
munity. Most people, when they are no longer quite young. 
find themselves in a groove—like the man in the limerick. 
“not a bus, not a bus, but a tram.” Energetic people 
become rebellious, quiet people become apathetic. War. 
if it comes, offers an escape. I should like a Gallup poll 
on the question: “ Are you more or less happy now than 
during the war?” This question should be addressed to 
both men and women. I think it would be found that a 


‘ very considerable percentage are less happy now than then 


This state of affairs presents a psychological problem 
which is too little: considered by statesmen. It is hopeless 
to construct schemes for preserving peace if most people 
would rather not preserve it. As they do not admit, and 
perhaps do not know, that they would prefer war, their 
unconscious will lead them to prefer specious schemes that 
are not likely to achieve their ostensible purpose. 


The difficulty of the problem arises from the highly 
organic character of modern communities, which makes 
each dependent upon all to a far greater degree than in 
pre-industrial times. This makes it necessary to restrain 
impulse more than was formerly necessary. But restraint, 
of impulse, beyond a point, is very dangerous: it causes 
destructiveness, cruelty, and anarchic rebellion. There- 
fore, if populations are not to rise up in a fury and destroy 
their own creations ways must be found of giving more 
scope for individuality than exists for most people in the 
modern world. A society is not stable unless it is on the 
whole satisfactory to the holders of power and the holders 
of power are not exposed to the risk of successful revolu- 
tion. But it is also not stable if the holders of power 
embark upon rash adventures, such as those of the Kaiser 
and Hitler. These are the Scylla and Charybdis of the 
psychological problem, and to steer between them is not 
easy. Adventure, yes; but not adventure inspired by 
destructive passions. 


1 
Conclusions 


Let us now bring together the conclusions which result 
from our inquiry into the various kinds of conditions that 
a scientific society must fulfil if it is to be stable. | 

First, as regards physical conditions. Soil and raw 
materials must not be used up so fast that scientific pro- 
gress cannot continually make good the loss by means of 
new inventions and discoveries. Scientific progress is there- ' 
fore a condition, not merely of social progress, but even 
of maintaining the degree of prosperity already achieved 
Given a stationary technique, the raw materials that 11 
requires will be used up in no very long time. If raw 
materials are not to be used up too fast, there must not be. 
free competition for their acquisition and use but an inter- 
national authority to ration them in such quantities as may 
from time to time seem compatible with continued industrial 
prosperity. And similar considerations apply to soil 
conservation. 
‘ Second, as regards population. If there is not to be a' 
permanent and increasing shortage of food, agriculture must 
be conducted by methods which are not wasteful of soil.: 
and increase of population must not outrun the increase in 
food production rendered possible by technical improve-. 
ments. At present neither condition is fulfilled. The popu- 
lation of the world is increasing, and its capacity for food 
production is diminishing. Such a staté of affairs obviously 


cannot continue very long without producing a cataclysm.. ` 


To deal with this problem it will be necessary to find. 
ways of preventing an increase in world population. If _ 
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be swallowed and pass through the’ alimentary canal. In 
most cases no-harm results, but in areas where it may meet 


‘an ulcerated surface,.or when inflammatory processes give. 


it an opportunity to extend, it may cause serious trouble. 


[t may form a a granuloma in‘ the wall of the stomach, and 


erie woe 
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several cases have been™ recorded” in ‘which partial gastrec- 
tomy has beer performed under the impression - ‘that’ the 
condition was a ‘er. A number of cases of infection 
of the “peritoneum 1_oh df 'adjace adjacent viscera have followed 


the > perforation--of “a a gastric or duodenal ulcer.‘ One case 





has been recorrled in Which on microscopical examination . 
the organism was seen at the site of a perforation. When 


once it has reached the peritoneal cavity it may cause a, 
subphrenic abscess or may even gravitate ` to the pelvis ; and 


fae ~—— oe Lee. 


form a tumour there. ; The intestinal corifents pass quickly . 


along the small” bowel, and it is very rare for the actino- 
myces to .cause any.. lesion there, though a remarkable 


instance has been recorded by Sir Gordon Gordon-Taylor 
‘(1930). 


The vermiform iode however, provides a comfort- 
ne ee 


able home and at the same time offers a chance of its 
escape, so that perforative appendicitis is by far the com- 
of recorded, ‘ded, cases the perforation of- the appendix has 
- communicated _direct with -sinuses in the inflammatory 
' mass. - When once the ‘process has started, the lesion may 
extend by contiguity downward into the pelvis, ‘backward 


; into the _ psoas muscle, upwards towards ti the kidney, and 
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medialwards to the vertebral column. . Even thel liver may- 


be directly attacked. The best demonstration’ öf this 


—s n M 


Nspro ae 
remarkable method of spread is seen in the case which was- 


j under the care of Sir Heneage Ogilvie (1940) ; in this case, 
when a sinus in the right iliac region’ was injected with an 


j əpaque solution and was radiographed there resulted a. 
| picture showing that the sints communicated direct with | 


| tracks which ramified in the liver, traversed the diaphragm, 
: and were, directly connected with the' bronchioles in the 
right lung. 


The colon and rectum _are, not’ so commọnly_affe affected, 
but “Quite often enough to make it necessary always 
to consider this disease as a possibility in discussing the 
‘ diagnosis; in. in. nearly every case there _ develops an 
abdominal, or pelvic _ tumour Which usually simulates a 

~ malignant gr “growth, and in several cases has been excised 
with that pre-operative diagnosis. - 

Thoracic infections are also due to ) ‘spread, from the 
mouth. “This may result i in several ways. A Tare accident, 
but one which befell a former distinguished member of the 


Court of Examiners of this College, is the accidental eeu 


of an extracted carious tooth into one of the bronchi ; 
- the case referred to; an actinomycotic abscess; formed in 


the lung- round the tooth, and this needed open drainage 


for its cure. More often- minute portions of the fungus 
are aspirated into the bronchial tree, where they may persist 
sometimes’ in a bronchiectatic cavity or in some small 
inflammatory: focus. This view has received remarkable 
confirmation lately. Two years ago E. B. Kay published 
' some rather illuminating facts: giving the results’ of his 
investigation of 240 coiseciltive patients treated for 
broncho-pulmonary infections. “ He bronchoscoped them 


all and took cultures of the sputum and of the bronchial | 
secretions. In 65`of these cases, which included examples - 


of pneumonitis, lung abscess, bronchiectasis, aspiration 
pneumonia, suppuration distal to a bronchial carcinoma, 
and simple bronchitis, he’ was able to isolate and to culture 
the Act. israeli. — š 

‘Thet wonder is that-pulmonary actinomycosis . is com- 
' paratively_rare, for the microbe 1s sO often there merèly 
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awaiting the chance to invade the tissues. In any case, we 
have’ a simple explanation of the disease which starts in 


‘the lung tissue. But when it starts i in'the mediastinum, as 


a ana 


it often does, we must seek another route “of infection, and 
most likely this is by the escape of the organism through 
the esophageal v wall. -We cannot t watch ti this process, and, 
as in the cheek, the organism leaves little or no trace of 
the route by which it escaped, but clinically this method 


‘of infection fits in best with the facts; frequently an 


empyema is the next stage, and then the lung may became 


involved. It is the rule for pulmonary actinomycosis “to 
invade the thoracic wall and come to the surface. The 


thorax sometimes becomes infected by the bursting of a 
hepatic abscess through the diaphragm, or it may become 
involved by a low cervical infection descending into the 
superior mediastinum. \ ' 


The cranial cavity may be_affected by infection spreading 
up: from the face through the basal foramina, or the brain 
may be'infected via the blood stream. There is in addi- 
tion a very remarkable single lesion which ‘has occasionally 
formed in the region of, the septum lucidum or third 
ventricle ; “this consists ofa filbert-sized actinomycoma 
which occurs without any other trace of similar infection 
discoverable in the body. Until recently only six of these 
extraordinary solitary- lesions had been described, but four 
years ago -a seventh—a pedunculated tumour in the third 
ventricle—was recorded by T. G. Orr. J have previously 
stated, and still think, that in these rare cases infection 
travels up from the upper meatus of the nose via the sheath 
of the olfactory nervés. | 


The vertebral co'umn may_be_involved in either abdo- 
minal or. thoracic actinomycosis, but the spinal cord itself 
is rarely infected. The vertebral co'umn is characteristically 
affected:in a way quite different from that in any other 
form of infection. The process commonly affects the bodies 
and transverse. processes, “but i {may y invade any part with 
which it comes in contact. There is a very slow process 
of. absorption but .a simultaneous formation of new bone 
which maintains the framework and strength ‘of the bodies. 
so that collapse c of a vertebra is rarely seen and is never 
so comp'ete as in . tuberculosis. The i intervertebral disks 
are involved late and often hardly at all. ~ The e disease may 


ee te 


but it. is “Tare “for the fungus to penetrate the ‘spinal dura. 


The x-ray picture of vertebral_actinomycosis ‘is often 
pathognomonic, for the side view of the bodies gives one 


the impression of a coarse sieve, each opening being. 


surrounded by a circle i of d denser ser bone. - 
Mer E E i 
Symptoms 
How is it possible to enumerate, still less describe, the 


' symptoms caused by visceral actinomycosis ? It would 


require a short textbook to do so. In the early stages in 


‘any part there is nothing at all characteristic. The onset 


may be acute, subacute, or - insidjously « chronic. Irregular 
fever is the rule and “there is moderate leucocytosis. “When- 
ever: the condition has existed for some time > there will be 
increasing. anaemia, lowered serum pro tein, wasting, and 
loss_of. strength. -Pain may be absent or very severe, 
particularly ly if the vertebral column’ be attacked. 


The local symptoms vary greatly according to the part 
affected. In the abdomen there is usually the formation 





of d hard sWelling, “Which is significant when it forms 


around the sinus left by the drainage of an appendicular 
abscess. When such a tumour develops in the pelvis or 
around the colon without any previous warning it is usually 


‘taken for'a malignant growth, although it seldom causes 
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_,, but the same insidious. disease. 


y 


‘* found none ‘of ‘them reliable. 
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‘acute obstruction. IJn the liver, which it may reach via 
branches of the portal vein or by direct contact, it may 
‘take the form, of one or more localized tumour-like masses, 


item 


or it may invade a large portion of one > of the lobes and 


the glandular’ substance. J have known at least two cases 
in which fairly small localized masses, in the liver were. 
impossible of diagnosis until a portion had been: removed 


{ for biopsy. Hepatic actinomycosis may.tead t to -subphrenic 
abscess and pleural effusion. | 


re When actinomyçosis attacks the contents of the ieee 
` ) it may closely simulate tuberculosis, pneumonitis, pleural 
effusion, empyema, or malignant growth ; when it invades 
the mediastinum it may look like a mass of glands, or, 





when the vertebrae are involved, simulate OSEOMYEUNE or ° 


give rise to meningeal symptoms. 


Wherever it may penetrate, the actinomycotic . process 
sooner or later always softens in one part or another and 


forms an abscess which generally comes to the surface of. 


the body, often some way from the main focus. Such an 
abscess differs from that due to tuberculosis in that it is 
generally painful, causes redness and oedema of the skin 
and adjacent parts, and contains a thicker pus from which 
the granules: can usually. be obtained. ` 
You will ‘now understand why there are no characteristic 
symptoms. Visceral actinomycosis has a definitely . ugly 
". face but wears many masks: so many ‘clinical ‘pictures 


„One must therefore always 
consider the possibility of this disease. 


wy 


A 
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Diagnosis l l 
Even when one does consider its possibility there remains 
the difficulty of differential diagnosis. ‘Actinomycosis might 
well be called the “ most misdiagnosed disease.” _ I know 
of no disease which is so often missed by experienced clini- 
clans. Too many cases are diagnosed for the first time 
at necropsy: ` 
pursue its course for many months, sometimes for a year 
or two, before the possibility of its presence occurs to the 
_ observer. _There are several reasons for ‘this. First,, we 
‘have no reliable arts or blood test for the disease. 
Agglutination, ment. fixat _estimation of . the 
3 opsonic in index, a EN test, and. a | cutaneous reacti reaction 
have all been tried and advocated, bùt Naeslund ind (1931) 
Secondly, in the case of 
deep visceral lesions it may be ‘months ‘before an abscess 
: from which the organism may be obtained comes to the 
surface. Moreover, it ‘requires care and- time to culture 
actinomyces, which ‘soon dies if the pus dries, and which 
takes a much longer time to grow than the usual septic 
organisms. “I purposely repeat that a final and important 
cause is that. the disease may not be on the list: of 
‘possible diagnoses -which the observer goes through as a 
? routine. The incidence of diseases has so altered’ through 
? the last 40 years that (in my experience at least) it is now 
. more’ common to meet with actinomycosis than with a 
syphilitic. gumma. They shon both be considered in 
. doubtful cases. 
The differential diagnosis has to be made from other 
causes of acute and chronic inflammation and ‘from 
‘malignant growth. Syphilis- may’ be excluded ‘by the 
Wassermann reaction.or other specific test. Tuberculosis. 
‘and ‘malignant disease of the lung cannot always be c differ- 
` entiated until an abscess has” “formed, * The lesions in the 
infestiné tay closely simulate cancer, for there are many 
clinical resemblances. Both are often insidious in origin 
and prolonged in development, both advance inexorably 
=: into the neighbouring tissues, and in neither case is much 
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lead to the- formation of large abscesses: which disintegrate ` 


duty if he does not call the pathologist into consultation 


It is the rule for visceral actinomycosis to ’ 


respect paid to the nature of those tissues except in the 
case of lymphatic glands. In each-case hard ‘tumours may 
be formed. Finally, even microscopical examination may. : 
not reveal the fungus unless many sections are, examined > 
and the fibrous tissue reaction has led to mea diagnosis of : g 
fibrosarcoma. ` 


Since: certain diagnosis can be made only by finding the 
actinomyces in’ “the | pus or_tissues it is (Gar that there should 
be the closest’ ‘co-operation. between ¿ the pathologist and the 
clinician in, diagnosing this diseasé ~ ~The surgeon’s duty 
is not finished when he opens the abscess ; > he fails in his - 
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Treatment 


During the past ten years the treatment of actinomycosis - 
has changed remarkably for the better, and visceral infec- 
tion, which gave a mortality of more than 50%, has now 
had to submit to a degree of control or even cure which 
was previously impossible. Much of the treatment used 
in 1939 is now. out of date, although the books still insert 
them. Copper sulphate, formalin, salvarsan, thymol—all 
formerly. advocated by some—have been superseded by the 
sulpha drugs and the antibiotics. There is little need for 
vaccines, and x rays are not so often required therapeuti- 
cally, though they are sometimes of value in diagnosis.’ 
With the possibility of cure has come the fuller realization 
that visceral actinomycosis has a serious ‘effect upon 
the general health and that constitutional treatment- is 


very important. ' Amyloid is ‘mecounies as a serious 
eye. . eq gyr ren 
complication. 


wer 


Constitutional treatment consists in giving a plentiful 
and. nourishing diet and. carrying out the same’ Tules with 
regard — to fresh air and sunshine as in tuberculosis. Extra 
milk should be provided and the anaemia treatéd™ by 
haematinics or, if necessary, by transfusion. In no case 
sould any operative measures be undertaken before the 
general strength has been built up. 

With regard to drug treatment, iodine and its derivatives 
are still of value in promoting absorption, but potassium 


_ iodide is not a specific and need never be given in large 


doses. The best method of administering iodine is -that 
of Chitty (1929), who recommends , 2 min. .(0.3 ml.) of Z 
tinctura. iodi. | in a glass of milk thrice 2 ‘daily. 

“The discovery in 1935" by Domagk that prontosil red 
could. cure streptococcal infection in mice led to its use in 
streptococcal and other infections in man. Jn 1937 
Poulton, of Guy’s, tried it in a case of streptococcal infec- . 
‘tion complicating a case of actinomycosis, and the patient 
improved ‘greatly ; the improvement, however, was attri; 
buted to the effect of the drug on the streptococcal infec- 
tion. The following year a young officer in the R.A.M.C., 
by name Oliver. Walker, was faced at Millbank by. the 
case of a soldier suffering from actinomycosis following 
perforative appendicitis ; there was a hard:lump surround- 
ing a right iliac sinus, and no benefit had accrued under 
treatment by potassium ‘jodide and thymol. Jn this case 
Walker tried the effect of 1 g. of sulphanilamide three times 
a day for two periods of five days, and he was gratified to 
find that the whole condition rapidly resolved. He reported 
his success in-a short and inconspicuous note (Walker. 
1938). 

This report encouraged two doctors ‘at Cook County 
Hospital, Chicago (Miller and Fell, 1939), to report a similar 


.case which they had independently treated successfully by 
‘the same drug. 


Soon many other cases were reported by 
Hall (1939), Ogilvie (1940), and Dorling and Eckhoff 
(1940), so- that it became established that several of the 
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_actinomycosis. 


_ Without penicillin: 


‘cured.: Without penicillin: 


_interval of some months. 
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sulpha soup of drugs had a definite beneficial effect on 
actinomycosis.- In 1941 Cutting and Gebhardt. showed 
that sulphanilamide,  sulphathiazole, and- -sulphadiazine had 
a definite ‘inhibiting ‘Effect o on thet dctinomiyces, int ‘ilro. 
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Penicillin 


But very soon after this a still | more powerful-th -therapeutic l 
substance was introduced into surgery—a : -Substaiice dis- 
' covered by.a Fellow of this College. 


Forty years ago this 
last June, as I was waiting with trepidation for the result 
of the Fellowship of this. College, 1 was pleased to see go 


in front of me into, the Library to receive his Fellow- 
' ship a young doctor called .Alexander Fleming, who, 


needless to say, had’ passed at’ his first attempt. After 
gaining his Fellowship Fleming retired to ‘work in the 
pathological laboratory, and one feared that he might be 
lost to surgery. But he. retired only to do greater things 
for surgery after twenty years, for no _singlé~ discovery 
in this generation has so improved the possibilities of 
surgery as the discovery of penicillin (Fleming, 1929). 


- When during the war Florey and Chain -purified this - 


substance and showed more clearly its clinical possibilities 
it was not long before its effect on the actinomyces was 
demonstrated. One of the first series of clinical trials by - 


Florey (Florey and Florey, 1943) ,was a case of empyema - 


in which a streptothrix was found ; treatment-by penicillin | 
in comparatively small doses caused the disappearance of: 
the streptothrix. from the discharge. -Since-that time 


arr a $ 


but inc difficult thora thoracic | lesions it will be found that these 
doses“aré ön “the low side and at least a million units 
daily-x will be needed. 
aaaea aire e 
‘Short’ courses of treatment with penicillin are unsatis- 
factory; for then recurrence is the rule.. There should be 
no intermission until: the patient’ has been free from 
symptoms for some weeks or months. This has been well 
recognized by Adamson and “Hagerman (1948), who 
reported a case of pulmonary actinomycosis successfully 
treated. by penicillin and sulphadital : “ Thus when dealing 
with pulmonary actinomycosis the most appropriate pro- 
cedure seems to be chemotherapeutic treatment -continued 
until long after the clinical symptoms have subsided.” This 
is—no place to discuss the methods of administering the 
penicillin, but my own preference is for giving two large 
-and concentrated doses ion twict 
in the 24 hours. Three-hourly injections may be a i great 
trial to the patient, and the intravenous method is not so 
convenient and does not give better results. 
. When the response to penicillin is slow or absent there 
-may be some advantage in combining | it with one of the 
_ Sulpha ’ group of _drugs. Many observers have claimed 
better results by the combination of the two drugs. Cer- 
__tainly one of the few recorded cures of actinomycosis of 
the liver was from treatment by the combination of peni- 
allin with sulphamerazine (Bonney, 1947). In some óF the 
. recarded “cures by ‘the combined method the doses of peni- 
` cillin were much smaller than woul’ be considered necessary 


w an ee 


penicillin has been used more extensively for the treatment- - - nowadays. 


P v ee wee 


“Op eee ee 
of “actinomycosis, and as the supply became- mare plentiful’ ---For those patients who do not respond to treatment b 


greater doses were given and better results obtained. In. 


of which 45 were‘treated by penicillin and -53 without it, 


- -penicilin other antibiotics are available. Two years ago 


1947 Nichols and Herrell reviewed 98 cases_of the disease;~ - 


ostigan found stre tom cin of benefit in. a case of cervico- 
. facial actinomycosis, and last year Keefer and Hewitt 


The period of disability. caused by the. disease was-- found it had a beneficial effect in a case of abdominal 


shortened by penicillin and was most striking with visceral _ 
This is shown in the figtires they quote © 
Pulmonary.—With penicillin: five retarded,’ four failures. 
13, of which only one improved. 
Abdominal.—With penicillin: “seven, of which five were. 
14,- of which nine died, four were- 
still ill, and one recovered, 
Pelvic.—With penicillin: 


lin: one, not cured. \ = ~- 


three, all cured. Without penicil- _the intestine. 


infection. This year Torrens and Wood, and Pemberton 
and Hunter, also proved the value of streptomycin ‘in 
_abdominal actinomycosis. The former gave 2 g. a day for 
a Tidnth and then reduced the dose to 1 g. daily for a 
further period ; the latter gave I g. daily for a month and 
let the patient take the drug by mouth. Usually the drug 
‘‘is given parenterally, for it is only slightly absorbed from 
It cannot be continued for such long periods 


as penicillin without risk of toxic symptoms. Penicillin 


In reading through the case reports. from: year to year. and streptomycin ‘should not be given_together, “for the 


certain facts stand out clearly. At first short courses of. 
comparatively small doses were given; ‘improvement 
occurred but did not prove lasting, sc that-repeated courses - 
of treatment were required. Later, when bigger doses were 


used, the results were much better and cure_was sometimes - 


attained. Often, however, recurrence took place after an 
It then became evident’ that 
for severe cases.of visceral actinomycosis it was necessary 
to give large doses of penicillin for long’ periods of time 
withòùf imi ifitermission. “That at least has s-been my personal 
eXperience.”*~"""~ 

. That it has not been my experience ‘alone may be judged 


by the writings of others. 


latter has a deleterious effect on the action of penicillin.” 
' There is another antibiotic—bacitracin (Meleney)—which 
‘has also been proved to have some curative power in 
actinomycosis, but this drug is not yet available in this 
country. 


Conclusion 


` Here, then, we have several: powerful drugs which cap 
be used with great benefit against actinomycosis. We must 
now ask what place surgery has in treatment. The answer 
is—a diminishing one. Abscesses must be opened or,}, 
if small, aspirated. When the surgeon meets with a massive | 


In 1946 Decker laid it down _ lesion aim the stomach, intestine, or the kidney, excision of y 


that “ penicillin should be given in large’ doses, 100,000 to -the affected part may be necessary ; but it is never now , 


200,000 units per day for 10° 10 to 14 days.’ . After several 
weeks’ rest st repeated courses of the — ‘treatment over 12 
months, or at any time of recurrence.’ ‘Two yéars later - 
other observers (Nichols and Herrell, 1948) found that-the ' 
dose given to their patients varied from .800,000 to one “ 


million. units daily -and was continued for from two to . 


seven weeks : ‘they concluded that the-dosage should be at’ 
least half a million units daily and should be-continued for ` 
at least six. weeks. It 1S; frue that many cases get well - 

with less ti an these amounts, particularly abdominal cases, 
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~ needful to excise portions of lung or even fo- remove those 
masses of fibrous tissue which develop in this disease. Inj 
future, visceral actinomycosis will be treated chiefly by the 


- antibiotics, the sulphonamide group of drugs, iodine in 


some form, and perhaps x rays to soften the hard tissue, 
while constitutional treatment will require full attention. 
We have advanced far in the last ten years, but there 
remain many doubtful points in the pathology of actino- 
mycosis to be solved. It was due to a distinguished Fellow 
of this College that treatment leaped forward : I have the 
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hope and faith to believe that some other Fellow of the 
College, perhaps some young doctor in this Hall, may be 
stimulated by what I have said to attempt to solve the 
problems which still remain. 
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It is now over two years since we reported from the Post- 
graduate Medical School a series of 50 peptic ulcer cases 
treated by vagus resection and concluded that results. were 
promising enough to secure the operation an important 
place in ulcer therapy, though we indicated that this might 
eventually be mainly in support of other procedures (Orr 
and Johnson, 1947). ` Increasing experience has confirmed 
our view that vagus resection is a powerf ul weapon against 
ulcer recurrence, and, although it is primarily an attack on 
the fundamental diathesis and neurogenic hypersecretion, 
.it will certainly bring about healing of many established 
ulcers. + 

` Continued investigation has shown that vagotomy may be 
‘relied upon, when complete, to reduce spontaneous inter- 
digestive gastric acid secretion substantially, and also to 





*The largest group in the series here reported was operated upon 
at Hammersmith Hospital (Postgraduate Medical School of London) 
where this investigation was begun and has ia reely continued. 
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diminish acid response to a meal or to histamine injection. 
Furthermore, ‘these effects have been shown to endure in 


cases where repeated insulin tests have established the 
completeness of -the nerve section. 


Once an ulcer has penetrated deeply and caused gross 
scarring in the restricted area of the duodenum, healing 


of the surface breach alone cannot be relied‘ upon to rid ` 


the patient of his symptoms, and removal of the distorted 
stenosed' rigid Segment of bowel may become necessary 
Vagotomy alone will seldom suffice in such a case, At an 
earlier stage, however, when the ulcer is still confined to 


the bowel wall, vagotomy by itself, with its negligible danger, 


to life, may save the patient from years of semi-invalidism 
and pain with ue mounting risks should he perforate 
or bleed. 


Choice of Patients 


The: results achieved in a series of vagotomy ‘cases will 
depend to a considerable degree upon the wisdom with 
which patients are selected for this operation. We have 
learned much from our failures, and are now able more 
confidently to say when vagotomy alone is likely to be a 
success and when it would be better combined with other 
procedures or not used at all. Selection must always be 
based upon very thorough investigation as well as upon, 


certain special aspects of the history. Particularly impor- ` ‘ 


tant is the assessment of the relative prominence in the 

aetiology of hyperacid response to food, neurogenic hyper- 

acidity, and excess of interdigestive and nocturnal secretion. 
and we employ special routine tests for this purpose. 

The patient most, suitable forvagotomy is one in whom 

fe there “is a tlear association between worry and relapse 





‘This type of patient usually has a copious and very acid 


spontaneous night secretion and is often wakened at night 
ie pain. A not unusual finding in such a case is 500 to 
1,000 ml. of night secretion containing 60 to 80 units of 
At the same time it may be remembered that 
vagotomy produces a lasting fall in acid response to food 
and to histamine injection. 


One source of poor results with vagotomy alone is failure 
to recognize “early pyloric. ste stenosis. After vagus resection 
a quite moderate degree of narrowing may cause symptoms. 
as compensatory hyperactivity of gastric muscle has been 

‘ abolished. We now realize the necessity for some form of 


by-pass operation whenever there is the least doubt of the 
absolute patency of the pylorus. 


` We have also learned that, whereas vagotomy will pre- | 


vent recurrent duodenal ulcers and will usually completely 
_ heal an active ulcer confined to the bowel wall, once an 
ulcer has become grossly callous or has penetrated into the 
pancreas it may not heal after vagotomy alone, or, if it 
does heal, may cause recurrence of symptoms from con- 
traction of scar tissue later. We now consider that such 
ulcers should be removed and that vagotomy should be 
added to prevent recurrence. 


a) 
I 


Indications for Vagotomy 

An ulcer that shows a distinct tendency to recur under 
conditions of stress which cannot be eliminated or which 
are no more than the ordinary human lot should come to 
surgery, provided that the symptoms are not adequately 

controlled by simple medical measures while at work. 
` Vagotomy alone may be employed if at operation there 
is no hint of pyloric stenosis and the ulcer has not pene- 
| trated beyond the gut wall. The addition of gastro-entero- 
i stomy even in such cases is a wise precaution which may 
! well become a routine measure with more > experience, Only 
ne fear that vagotomy. might not ultimately prove an 
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absolute protection against the late developirient. of jejunal several of these subjects were unsuitable. None the less, a 
ulcer has deterred us ..from: using this “very satisfactory | number of those in whom we would now consider a com- 
‘combination more often. This fear is growing less, as we bined operation to be meee still show first-class results 
“have continued to see completely successful results, in fol- . with” vagotomy alone. 
‘lowing up the patients so treated. In cases. where duodenal “Before we had become well pad at the operation 
ulcers have become large:and callous or have penetrated we often failed to achieve complete denervation by the 
into adjacent organs, or where .gross haemorrhage “has ' criteria of subsequent insulin tests. Dragstedt, who with his 
occurred, we recommend vagotomy plus | hemigastrectomy:, associates has done over 500 vagus resections, still draws 
‘This operation is very different trom the hi high “subtotal attention to the very great difficulty of recognizing and 
gastrectomy now usually employed for duodenal ulcer, being dividing every fibre of both vagi. However, though there 


_ neither so mutilating nor so dangerous ; nor is it- followed ` were 22 incomplete divisions among our first 100 cases, we 


+by the unpleasant small-stomach syndrome, the inability have seen only six positive insulin responses among the 

to eat a proper meal, -and me Brouressive weight loss now next 100, and none at all among the last 50. 

so commonly seen. S The results of these partial operations are altogether dif- 
It is well known that, if me half the stomach i is removed ferent ‘and essentially unpredictable, for, though the per- 

‘tor duodenal ulcer, stomal ulcer subsequently develops in centage of failures is high, some of our most remarkable 

about one in ten’ patients (Rienhoff, 1945). Such recur- successes, have been in this group, and the complications 

rences respond well to vagotomy, and its. use for anasto- which sometimes follow vagotomy have been rare among 

-motic ulcer Has gained distinguished supporters in recent them. 

years (Allen, 1947 ; Maingot, 1948). In employing a com- Of the 131 cases submitted to vagotomy alone (T able II), 

bination of: „vagotomy and hemigastrectomy in those nerve section is believed to have been complete in 105. 


duodenal ulcer cases. unsuitable for vagotomy, alone, it is 
Taste II.—Results of Operations Performed Over Six Months and 





= our hope that the. vagotomy will reduce the anastomotic : 
: ] A 
ulcer rate to a figure at least as low as that for subtotal - E E 
gastrectomy, while avoiding the unsatisfactory sequelae and- ` : : Still Better 
greater mortality. of the very high gastric resection. Vago- . "Operation - | No. |Symptom-| Out not | Foitures 
free se O 


tomy alone is a suitable operation for anastomotic ulcer 
after. earlier gastro-enterostomy or gastrectomy in- the 
. majority of cases, and has the. advantage of being a much’ 





Duodenal ulcers and arastomoil c ulcers after earlier operations for duodenal ulcers 


Va otomy alone: “insulin nega- i 
less-serious or dangerous undertaking than any alternative tne" post-operatively | Ti | saree] n 4 (6%) 
` agotomy alone: ‘insu positive " ‘ 
sii available. , „postoperatively .. 26 | 965%) s | 12 46%) 
agotomy plus gastro-enterostomy, ; 

e vagi shouid not be divided in patients in whom at including vagotomy for anastomo- ' : 
laparotomy no evidence of ulcer is found, unless this is eae ulcer after gastro- enterniomy 29 | 25 (86%) 3 i] 18%) 
deliberately are for gross antral gastritis confirmed. ' ing vagotomy” for anastomotic 

astroscopica ulcer ‘after gastrectomy, and gas- 4 
g pically and accompanied by bleeding, or- -for trectomy for failure after vagotomy | 66 | 58 (88%) 6 23%) 
recurrence of severe symptoms after gastrojejunostomy or. a 
gastrectomy when there is evidence of chronic jéjunitis. . ` i ” Combined gastric and duodenal ulcers 





, l . Vagotomy alone ie og 5 3 l 0 | 2 
“of ` * Results -> "i i 

Our series of vagal resections now numbers 215, 191 of Of these 105 probably: complete vagotomies, 82 were for 

them men, and. a women (Table I), Of these, 63 have duodenal ulcer, 5 for combined duodenal and gastric ulcers, 
and 18 for anastomotic ulcers. Eleven cases of duodenal 
2 Tanır L—Types of Operation ` l ulcer in which operation was performed less than six months 

ago, though satisfactory, have been excluded from analysis. 
In the remaining 71 duodenal ulcer cases in which vago- 
, tomy is believed to have been ‘complete and in which the 














Cases Operations ' 





Duodenal ulcer .. 








Vagotomy alone ; 108 
eral dei eee g ' operation was done over six months and up to five years 
Combined gastric and duodenal ulcers r + ago, 54 operations (76%) have been entirely successful, 13 
Peis i Ta an have been only partially successful, and 4 have altogether 
yauntomy Sere treċiomy `. „R failed to relieve symptoms. . 
UTETE ; — Of the four complete failures, one patient had pyloric 
Vagotomy alone ` |! 131 . stenosis and two others developed stenosis later. These 
| -Vagotony plus o a three have been re-operated upon with success, two having 
Re-operations atter vagotomy : had hemigastrectomies and one a gastro-enterostomy. The | 
Gastro-enterostomy So) La é ar 
Gastrectomy. - 10 ‘ fourth patient was relieved for only a few months by 
For duodenal fistula ~, vagotomy. and ‘was then as bad as ever. At re-operation 
Total operations 231. >` the Jarge,duodenal ulcer appeared to be soundly healed, 


- a ~N 


and though a mass of scar tissue was present there was 


been initially ombine with hemigastrectomy: and 21 with, 20 obvious stenosis. Hemigastrectomy was performed, but 
gastro-enterostomy ; 20 have been undertaken for anasto - the patient is still only partially relieved of his symptoms. 
motic ulcer. The earliest was performed five years “ago, ‘Of the 13 partial successes, one patient who had had a 
and 65 of them over two years ago. - long history of severe pain and several haemorrhages was 
4 : comp eray relieved of symptoms. Nevertheless he had a 


a: Vacstanay Alone - further haematemesis twelve months later. On re-exploration 


Barly in our: series we used vagotomy alone for re he was found to have a healed duodenal ulcer and several 
duodenal ulcers and anastomotic ulcers except one or two: ` superficial gastric erosions., There was also some stenosis 
` with Veesin bahea pyloric stenosis. We now realize that | of the pylorus with- gastric retention. Five patients have 
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dyspepsia from time to time, though their symptoms are 
not so severe as those experienced before operation. There 
is no x-ray evidence of recurrence, and the symptoms are 
readily controlled by simple medical measures. Two 
patients have occasional vomiting but no other symptom. 
Three have attacks of colic relieved by passage of flatus 
or belching. Two have intermittent diarrhoea, and, though 
the earlier one has now been free from trouble for six 
months, it is too soon to say confidently that this symptom 
permanently settles sooner or later. 

The last of these 13 patients. was operated upon two 
years ago for repeated haematemesis from a large but 
otherwise symptomless duodenal ulcer. Since operation 
he has not had another haemorrhage, but has not felt so 
well as before operation. We would not now submit such 
a patient to vagotomy alone. 

Of the 26 patients in whom vagus resection was inadver- 
tently incomplete, eight have been altogether free from 
symptoms since operation, up to five years and an aver- 
age of three years ago. Five have been improved but are 
not symptomless and 12 have relapsed. Four of these have 
been submitted since to hemigastrectomy, one of them 
having a healed duodenal ulcer but a very large active 
gastric ulcer. Two others whose ulcers healed developed 
stenosis later and required gastro-enterostomy. Another 
has since had a massive haemorrhage from which he died. 

We do not recommend vagotomy for patients with gastric 
ulcer, as we hold that there is no sound rationale for 
vagotomy in this condition, nor have the results of others 
who use it been convincingly successful. 

Of the five cases of combined gastric and duodenal ulcer, 
three have been altogether cured for up to two years., In 
the other two cases the duodenal ulcers have healed, but 
the gastric ulcers continue to relapse. One of these has 
since been re-operated upon. However, it is possible to 
select certain patients with combined ulcers as suitable for 
,vagotomy on the basis of the special investigations into 
secretion which we now make. By our present criteria 
neither of the two failures recorded in this group should 
have been vagotomized, for they both had long hypotonic 


stomachs showing no evidence of hyperacidity or excess of 
interdigestive secretion. i 


Vagotomy plus Gastro-enterostomy 


Twenty-six patients with pyloric stenosis and active ulcers 
bave had gastro-enterostomy with or after vagotomy, seven 
subsequently proving to have incomplete nerve section. A 
further 10 have had vagotomies for anastomotic ulcers 
after earlier gastro-enterostomy, so that there are 36 patients 
with this ultimate combination in the follow-up, which 
ranges, in their case, up to 44 years. The only failure 
in this group has been due to the persistence of vomiting 
in one patient in whom nerve section was incomplete. 
Three others, two of whom also had positive insulin 
responses after operation, have periods when they are not 


altogether symptom-free. We have not used vagotomy for — 


patients with pyloric stenosis and healed ulcers. . 


Vagotomy plus Hemigastrectomy 


Sixty-three patients with large callous or penetrating 
ulcers have had vagotomy plus hemigastrectomy, and 10 
have had vagotomies for recurrent ulcers after earlier gas- 
trectomy. A further 10 patients have had gastrectomies 
later for the failures after vagotomy described above—one 
for a gastric ulcer which did not heal, one for haemorrhage 
from gastric erosions, four for pyloric stenosis, and four 
who relapsed after incomplete vagotomy. In all, 83 have 


had gastric and vagal resection. The follow-up of this 
group is relatively short, only the earliest having been 
operated on more than two years ago. So far the results ` 
on the whole have been very satisfactory, though one 
patient who had had two partial gastrectomies and two 
other operations for ulcer before he came to us was not 
much benefited by vagotomy. Six other patients continue 
to have intermittent symptoms less troublesome than their 
earlier ulcer distress. No case of anastomotic ulcer has 
yet been seen. . 


Other Effects of Vagotomy 


Vagus:section has had the unexpected effect of relieving 
constipation. Of the patients in the series 50% complained 
of chronic constipation, and 90% of these have developed . 
regular habits since operation. In two patients constipation 
has returned after a few months of initial relief. Diar- 
rhoea lasting one week or sometimes two weeks , has 
occurred in several patients, but in only four (under 2%) 
has it persisted for longer or been really troublesome, and 


these patients consider themselves better off than before the 
operation. 


Gain in weight over the immediate pre-operative level 
has averaged 5 lb. (2.27 kg.). in the first six months after 
vagus resection alone. After vagotomy plus hemigastrec- 
tomy it has averaged 44 lb. (2 kg.) in the same period 
This compares very favourably with the weight charts seen 
after subtotal gastrectomy (Johnson, 1948b). 

Two patients who had suffered for several years from 
pulmonary tuberculosis as well as duodenal ulcer were oper- 
ated upon at the request of their physicians because their | 
nutrition could not be maintained at a satisfactory level 
for combating their infection. One has gained- 14 Ib. 
(6.35 kg.) in three months and the other 16 Ib. (7.25 kg.) 
in 12 months since operation. 


Complications.—The complications specific to vagotomy 
are nearly always mild and transitory, but are of special 
interest owing to the difficulty of explaining them on physio- 
logical grounds. Some patients notice that the stomach and 
bowel contain an excessive amount of wind, causing fre- 
quent eructation and passage of flatus, and occasionally 
giving rise to bowel colic. This condition, in our experi- 
ence, has nearly always settled in a few months. If patients 
are closely questioned many will admit having had several 
sudden attacks of weakness, sometimes accompanied ‘by 
sweating and trembling, and lasting twenty minutes, during 
the first few weeks after operation. In three or four cases 
these attacks have persisted, occurring about once a week. 
usually about 3 or 4. p.m., and often after heavy exercise 
They were accompanied by low blood-sugar levels in two 
patients tested during attacks (Johnson, 1948b). Hypo- 
glycaemia is a condition to which duodenal ulcer patients 
have a tendency without operation. 


Mortality 
There has been no death from vagotomy alone in this 
series (Table HI). One elderly patient died from retention 


Taste III.—Mortality 











No. 
Vagotomy alone i 3 De Sy 131 
Combined operations: Vagotomy plus ~ 
gastrectomy or gastro-enterostomy D 84, 
Re-operations .. G ms ga © 16 
(Gastrectomy, 10; gastro-enterostomy, 5; 
for duodenal fistula, 1) 
All operations 231 
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of urine and uraemia. following a combined hemigastrec- 
tomy and vagotomy, and a second died from an operation 
‘ for closure'of a duodenal fistula which developed after a 

dificult Billroth I gastrectomy with which vagotomy had 
also been combined. The overall mortality during the 
surgical treatment of these 215 patients has therefore been 
under 1%. 

Commentary 


The results of the investigations here recorded represent 
five years of study. During the first year little success 
was achieved beyond the development of a technique for 
complete vagus nerve section from below the diaphragm. 


The percentage of failures among the early cases was 
high, but as the technique improved the proportion of 
incomplete vagotomies decreased, as did the proportion, of 
failures. During the second and third years close follow- 
ups revealed the limitations of vagus resection as a thera- 
peutic procedure in the. treatment of duodenal ulcer, and 
some of the complications of vagotomy were recognized. 
Drainage operations were avoided at first, except when 
gross organic stenosis made it obligatory, until the effects 
of vagotomy alone had been studied. The observations 
made in this second period showed beyond question that 
complete vagotomy resulted in a marked fall in free acid, 
and that the low acid level was maintained in patients 
submitted to repeated secretion tests over a period of two 
years ; but it also showed that in spite of a marked fall 
in free-acid level 25% of patients continued to complain 
of ulcer symptoms or suffered from recurrence after an 
initial period of well-being. . Furthermore, it was noted that 
while 75% of vagotomized patients remained free from 
ulcer symptoms, certain side-effects of an unpleasant nature 
were apt to appear. 


During the third and fourth years of study an-analysis 
‘of good and bad results suggested that some of those who 
had been subjected to vagotomy were unsuitable subjects 
and that others presented too complicated a picture to be 
dealt with adequately by vagotomy alone, and combined 
operations were undertaken, such as vagotomy plus gastric 
resection or gastro-enterostomy. 


The remaining period has confirmed that early uncom- 
plicated cases of duodenal ulcer associated with high inter- 
digestive secretion of free acid may be expected to obtain 
lasting benefit from vagotomy alone. For patients with a 
history of haemorrhage, perforation, scarring or deep crater 
formation—in other words, those most often presented to 
the surgeon—more radical operations are indicated. The 
results of these combined operations have been. most grati- 
fying, and the substitution of partial for high subtotal 
gastrectomy has done much to lower the post-operative 
morbidity and mortality of ulcer surgery. ' 

Though resection plus vagotomy is the operation of 
choice at the moment, a prolonged follow-up of those 
patients who have had vagotomy plus gastro-enterostomy 
may prove that this is an adequate procedure with a mini- 
mal risk of stomal ulcer. Until this can be established 
beyond doubt, however, resection plus vagotomy must 
continue to be favoured. The scope of. the resection is 
limited to removal of the ulcerated portion of the 
duodenum and enough of the pyloric half of the stomach 
to eliminate the secretory hormone element. 


Summary 


A series of 215 patients submitted to vagotomy over the last 
tive years is reported. The results are satisfactory provided 
that the cases are skilfully selected and section of the nerves 
is complete. For large penetrating ulcers hemigastrectomy plus 
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vagotomy has been tried, with, so far, promising results and 
„avoidance of the “ small-stomach syndrome ” now becoming so 


common, 


Despite our earlier fears, gastro-enterostomy plus vagotomy 
has continued to give excellent results in the small group in 
which it has been used. . 


The results of inadvertently incomplete vagotomy are vari- 
able and unsatisfactory, and only in the later part of our series 
did our technique become reliable in this respect. 
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Of the many attempts which have been made to prolong 
the action of penicillin the most successful up to the 
present time have involved the use of the insoluble salt 
formed by combining penicillin G and procaine. By the 
use of this salt in fine suspension in arachis oil it has beep 
claimed that bacteriostatic levels of penicillin in the blood 
can be maintained for 24 hours. While there is no doubt 
that in many cases this claim is justified, we have found in 
common with other observers (Emery, Stewart, and Stone, 
1949) that the titre in the blood at 24 hours is very variable 
and often falls below the usually accepted minimum 
bacteriostatic level. 


envelope over the crystals and to delay their absorption 
Observations on this preparation have been reported by 
Thomas, Lyons, Romansky, Rein, and Kitchen (1948), who 
found that a single injection of procaine penicillin in 
arachis oil with 2% (w/v) aluminium stearate maintained 
effective blood concentrations over a longer period than 
similar preparations without.aluminium stearate. Robinson, 
Hirsh, Milloff, and Dowling (1948), using a similar prepara- 
tion, found that the majority of cases had assayable blood 
levels after 24 hours and that one-third had assayable levels 
after 48 hours. : 

In this country Young, Andrews, and Montgomery 
(1949) have estimated the penicillin blood level after injec- 
tion of procaine penicillin in oil with aluminium stearate. 
Estimations were made in 65 cases at 24-hour intervals 


r 
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after a single injection of 300,000 units and in four cases 
at four-hour intervals. The effect of aluminium stearate 
in_ delaying absorption was Confirmed. Eight 


„delaying absorption was confirm “patients 
received a single irijection of 2,000,000 units of this pre- 
paration of procaine penicillin. This large dosage was 
tolerated well, and the indication .is that very high blood 
levels can be obtained without incurring toxic effects from 
the large amount of procaine which must necessarily be 
administered’ at the same time. The prolongation of the 
effect of procaine penicillin by aluminium stearate has 
also been studied in children by Emery, Rose, Stewart, and 
Wayne (1949), who confirmed the advantage of the pre- 
paration over simple procaine penicillin suspensions in 
arachis oil. 

The importance of particle size in prolonging the effect 
of procaine penicillin has been emphasized by Welch, 
Hirsh, Taggart, and Smith’(1947). Thomas ef al. (1948) 
likewise found that with preparations containing aluminium 
stearate the greatest prolongation was obtained where 95% 
of the particles were under 5 u in diameter. On the other 
hand, Young ef al. (1949) used preparations with a particle 
size of 5-20 » with satisfactory: results, and state that 
adequate blood levels were obtained with coarse particles 
of 60 m, although such preparations tended to clog 


caine penicillin in arachis oi] with 2% aluminium stearate. 
Our estimations were carried out at relatively frequent 
intervals during the first 24 hours, and the blood levels 
were compared with those obtained after 600,000 units of 
penicillin in aqueous solution. We have also investigated 
the penicillin blood 4evels after daily injections of 600,000. 
units of the oily preparations, and in these observations 
preparations containing three different sizes of particle have 
been used. 


`y 


Method and Results | 


Serum penicillin levels were estimated by dilutions in 
phenol-red-gluċose-serum medium (May, Voureka, and 
Fleming, 1947) which were inoculated with Streptococcus 
pyogenes and compared with similarly inoculated dilutions 
of standard penicillin in the same medium. Injections were 


given to ward patients and to volunteers. Except in,Cases ° 


4, 9, 11, and 12 (see Tables I and I), to which attention 
will be drawn, we had no reason to think that the condition 
from which the patient was suffering would affect the blood 
levels reached. l > l 

Ten patients were given 300,000 units of the preparation, 
and the serum penicillin levels were estimated at frequent 
intervals for the first 24 hours and then 12-hourly for the 
next two days. The results are given in Table I. Two 


Tarte Y.—Serum Penicillin Levels (u./ ml.) Following the Injection of 
300,000 Units of Procaine Penicillin with 2% Aluminium Stearate 
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10 |0-03 | 0:03 | 0:03 | 0-03 <0:03 |<0-03 


cases (Nos. 4 and 9) showed very high levels, which we 


attribute to- impaired renal excretion, since ‘Case 4 had 
congestive heart failure and Case 9 suffered from type II 


nephritis. These two cases have been excluded from the 
average figures, which are given in the composite graph, 
but they are of interest in showing the high levels reached 
when excretion is impaired. It will be noticed that we 
have taken as our minimum_bacteriostatic level a con- 
centration of penicilliff of 0.06 _u./ml., whereas many 
American observers accept a level of 0.03 u./ml. In making 
general statements about “ bacteriostatic levels ” the actual 
level accepted by a group of observers must clearly be 
taken into account. 

Apart from Case 10, adequate serum levels ‘were main- 


_ tained for 24 hours, but it was realized that higher dosage 


might give consistently higher levels. A further 33 patients 
received a single injection of 600,000 units. The serum 
levels obtained are given in Table II. In Cases 11 and 12 


TABLE II.—Serum Penicillin Levels (u./ml.) Following the Injection 
of 600.000 Units of Procaine. Penicillin with 2% Aluminium 
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the levels were*so much higher than in the rest.that thes 
have been excluded from the composite curve. In Case 11 
renal deficiency was present, but we could find no reason 


’ for the very high serum level at one hour in Case 12. 


which was a case of gout. From Table II and the compo- 
site curve it will be seen that serum levels at or above 
0.06 u./ml. are present in every case at 24 hours and at 
or above 0.03 u./ml. at 48 hours. At 72 hours, out of 
29 cases in which estimations were made, 24 had serum 
Jevels at or above 0.03 u./ml. The composite curve shows 
that the average level is above 0.06 u./-ml. at 72 hours. For 
comparison, three patients were given 600,000 units of 
crystalline penicillin G in water; the composite curve is 
shown in the Chart. i 
We next investigated the serum levels attained with daily 
doses of 600,000 units of procaine penicillin and aluminium 
stearate for four days. For this purpose we used three 
preparations from different manufacturers, A, B, and C. 
Over 95% of the particles in preparation B were much 
below 5 u in diameter and there were no large particles. 
This is the preparation which has been used in the investi- 
gations described above. Preparation A contained some 
rather large crystals, but the great majority were much 
below 5’, in size. In preparation C the crystals were also- 
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š 0: 0-06 006 | 0-03 0-03 ~~“ 
0 0-25 0:25 | 0-06 0-03 "0:03 
8 0- 0-25 0-125 0:06 0:03 - 0-03 


constant serum’ levels were achieved, so that the composite 
With preparation C the levels 
reached were not so constant. Although the total number 
of cases | 100 
studied is > |\, 
small,- we 
think this | ` 

not _ 

due to chance m 

and that small 
particle size is 
desirable. 
After the 
fourth day no 
further injec- 
tions were 
given, but 
detectable 
quantities of 
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The results are shown in Table IV. 


blood levels were achieved 36, 48, 72, and di hours after 


. the penicillin , had been given. 


Discussion 


- 


When penicillin was first introduced it was assumed that 
the best clinical results would be obtained by maintaining 
a level of penicillin:in the blood which was always above 
the minimum bacteriostatic level for the organism causing 
the disease. Consequently, continuous intravenous and, 
It then became 
abundantly clear: that equally good clinical results could 
be obtained by the intermittent intramuscular. injection of 
penicillin every three hours during the day and night. 
With the necessity for conserving the limited supplies of 
penicillin then available, this method was undoubtedly 
justified, but later, when it was possible to use much higher 
doses, it became the custom in general practice to give no 
more than two injections in each 24 hours. Indeed, it 
wou'd rarely have been possible to treat patients in their 
own homes by any other system of dosage. ` 

By this method clinically satisfactory results can be 
obtained in many minor disorders, such as those ordinarily 

treated in a 

casualty 

d e p artment, 

and we can 

ourselves 

vouch for the 
adequacy of 
six-ho urly 
injections of 
[20,000 units 
o f penicillin 
in water in the 
treatment o f 
pneumo- 
coccal pneu- 
monia. Similar 
clinical results 


BACTERIOSTATIC LEVEL 
BOO.000 UNITS PENICILIN G IN WATER 


f e 
600 000 UNITS PROC AINE PENICILLIN 
WITH 2% ALUMINIUM MONOSTEARATE 


3900000 UNITS PROCAINE PENICILLIN 
WITH 2%o ALUMINIUM MONOSIEARATE 


present in the . have been 
blood 72 reported 
hours later by other 
in those cases observers 
in which esti- (Wheatley, 
mations were 1947, 1949; 
: . : Chart showing the average serum levels of: penicillin reached after single doses of 300. 000 units . 
g - - (8 cases) and 600,000 units ee cases) of procaine penicillin. with 2% aluminium stearate. The average Barclay, 1949; 
Serum peni- Jevels after a single dose of 600,000 units of penicillin G in water are shown for comparison. The T omp sett, 
cillin levels T im p anelli, 


were also esti- 
mated in one patient after 600,000 units of procaine peni- 
cillin with aluminium stearate both before and during the 


` administration of caronamide in doses sufficient to give - 


TABLE IV.—Serum Penicillin Levels After Two Injections of 600,000 
Units of Penicillin with Aluminium Stearate, One Before ‘and 
One During the Administration of Caronamide. The Carana- 
mide was Given in 4-g. Doses Four-hourly by Mouth for 96 
Hours Starting 24 Hours Before the Second Injection 





R ' Serum Penicillin Levels 
i > ` (u.{ml.) ; Serum 
„Hours After | ———— —_—_ Caronaimide 
Injection Before - During Levels 
Caronamide Caronamide (mg./100 ml.) 
‘Administration Administration ; 
12 38 
24 
36 r 44 
48 56 
72 60 





concentration of penicillin is plotted on a logarithmic scale: 


Goldstein, and 
McDermott, 1949). It should be remembered that it was 
originally assumed that the best results would be obtained 
by maintaining a bacteriostatic level of penicillin in the 
blood. It has been argued that an interval without 
penicillin in the blood may allow dormant organisms to 
undergo active mu'tiplication ; for it is only at this time, 
as Chain and Duthie (1945) have shown, that they are 
susceptible to the drug. It has also. been argued that the 
very high levels obtained after a large single dose of peni- 
cillin in aqueous solution will enable penicillin to pass into 
relatively avascular tissue by diffusion. The bacteriostatic 
action of penicillin may indeed apparently persist some 
time after it can no longer,be detected in the blood. The 
evidence in favour of the ,discontinuous use of penicillin 
has been reviewed by Marshall (1948). 

Eagle and Musselman (1948) and Eagle (1948), on the 
other hand, have brought forward evidence which suggests 


f 
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that the maximum bactericidal effect of penicillin is 
achieved by comparatively low blood’ penicillin levels of 
the order of 0.1 u./ml., and that there is'no advantage 
in attempting to reach higher concentrations except in the 
case of relatively insensitive organisms. Indeed, there 
may be an actual disadvantage, since with some bacteria 
„high concentiations reduce the bactericidal effect. It can- 
not be said that it is yet known with certainty whether 
discontinuous or continuous methods of administration are 
preferable. Tompsett et al. (1949) compared the. effect 
of 300,000. units of aqueous penicillin given -twice daily 
with that of a single injection of 300,000 units of procaine 
penicillin. Both systems of treatment gave satisfactory 
results in pneumococcal pneumonia. ` 

It should’ be pointed out, however, that almost all the 
clinically satisfactory results reported have been achieved 
with methods .which give a relatively stable blood: concen- 
tration, and that, so far, there is no similar mass of clinical 
evidence in favour of discontinuous administration. Main- 
‘tenance of a steady blood penicillin level is easy to achieve 
by a single daily dose of the preparation we have been 
investigating, and if a single estimation of the blood 
penicillin level is made it may be assumed that this will 
be constant from day to day. It is possible to impose a 
daily peak on this steady level by adding soluble penicillin 


to the injection if the theoretical arguments in favour of . 


this procedure are felt to be impressive enough. 
There is evidence that in the treatment of infections with 
sensitive organisms penicillin in oil with aluminium stearate 
is clinically effective (Boger and Flippin, 1949). Mahoney 
(1949) states that three injections of 600,000 units give as 
satisfactory results in the treatment of syphilis as the 
standard three- or four-hourly injections. There is no reason 
to doubt the efficacy of the preparation in any infection 
provided the sensitivity of the organism is estimated and 
the penicillin blood level is occasionally checked. The 
advantages of using this preparation of penicillin are the 


`‘ 


PROCAINE PENICILLIN WITH ALUMINIUM. STEARATE 


. increased comfort of the patient, who need be subjected. 


to but one painless injection a day at the most. There ‘is 
also a great saving of.time of the medical and nursing staff. 


The aluminium stearate tends to prevent sedimentation and ' 


make the preparation more fluid. |. 

The advocates of discontinuous therapy with aqueous 
penicillin advise at least two injections in 24 hours, 
and oral administration of penicillin involves ‘frequent 
dosage with not very palatable preparations. Our 
limited experience with procaine penicillin in oil in adults 
‘agrees with that of Emery, Stewart, and Stone (1949) in 
children. They found very variable blood levels. Emery, 
Rose, Stewart, and Wayne (1949), however, were able to 


maintain bacteriostatic levels in children when procaine _ 


penicillin in oil with aluminium stearate was used, and our 
results in adults are again in agreement. 


We have used procaine penicillin with aluminium 


stearate in the treatment of several cases of urinary-tract 
infections with good results, also in a few other infections. 
It would be necessary, however, to treat a large number of 
comparable cases by this method and by standard three- 
hourly injections in order to make a statistically acceptable 


comparison. . 
We have seen no reactions in any patient, and, the 
injections are almost painless. It seems probable that the 
preparation will become a standard form of penicillin 
administration except in cases in which.resistant organisms 
are concerned. l 
Summary 
‘arachis oil with 2% aluminium stearate 


Procaine penicillin in ste 
doses of 300,000 units to 10 individuals 


has been given in single 


~ 
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and in single doses of 600,000 units to 33 individuals. The 
blood-serum penicillin levels have been estimated at frequent, 
intervals. With the lower dose, bacteriostatic: levels (above 
0.06 u./ml.) were maintained for 24 hours in all but one case. 
With the higher dose, bacteriostatic levels were maintained for 
24 hours in every case, and the average level. remained above 
0.06 u./ml. for 72 hours. 
Daily doses of 600,000 units for four days were administered 
to 15 patients, using preparations with three different sizes of 
particle. Remarkably constant bacteriostatic levels were main- 
tained while the injections wére being given, especially with 


- preparations containing many particles of small size. Detect- 


able quantities of penicillin’ were present in the serum three 
days after administration had ceased. 


One patient received caronamide before and after a single 


' dose of 600,000 units of procaine penicillin with 2% aluminium - 


stearate. Significantly higher levels. were reached than when 
caronamide was not administered. 


The arguments in favour of discontinuous administration of 
large doses of penicillin are reviewed, and it is concluded that 
the balance of evidence is in favour of a maintained steady 
blood penicillin level such as is attained by the daily admini- 
stration of 600,000 units of, procaine penicillin with 2% 
aluminium stearate. i , 


We should like to thank Dr. H. Brody for permission to include 
in our series observations on some of his cases. The penicillin 
preparation used in most of the: investigations was kindly supplied 
by Imperial Chemical (Pharmaceuticals), Lid., Manchester. 
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_ The results -of an investigation to establish norms for heights 
and weights of infants and pre-school children has recently been 
published by the Department of Health of the Melbourne City 
Council. It is the standard practice at the health centres in the 


"city to record and chart the weight of each child who attends. 


and the investigation was planned to provide information about 
average heights and weights in the years 1926, 1936, and 1946. 
The results are presented in a set of tables with accompanying 
graphs. The main features are: (1) The difference in the average ' 
height of males and females seems to be so great that separate 
norms are required. (2) There has been a considerable rise in 
the average height and weight of infants and pre-school children 
in the city of Melbourne between 1936 and 1946, Such evidence 
as was available suggested that there had been a smaller increase 
between 1926 and 1936. (3) The average weight of infants in 
the city of Melbourne is apparently about the same as. that 
shown by the most recently available data from New Zealand. 
(4) The average weight of infants is considerably higher than 
that which is shown as normal on the printed graphs used at 
the infant-welfare centres in the State of Victoria. ‘ 
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HERPES ZOSTER’ AFTER ' IRRADIATION 
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Since 1935 one of,us-(F. E.) has been of the opinion that 
-clinically typical zoster occurring’ in patients who. had 
received radiotherapy probably resulted from the treat- 
ment. The numerical incidence of zoster generally in the 
population is not known’ so that statistically the point is 
difficult to prove ; we believe, however, that there is pre- 
sumptive’ evidence of such correlation. _ . 
` Although -the virus nature of: zoster is now accepted: 
there is still a considerable difference of opinion on the 
importance of various factors predisposing to attack by 
-the virus. Apart from the idiopathic type of disease 
occurring. especially in adults, the infection may also arise 
_ after contact: with a case of varicella, during the course ‘of 
acute or chronic infections—e.g., influenza, pneumonia, or 
tabes—as a result of trauma to the skin (Klauder, 1947) or 
injury to the’ spine, and following poisoning by certain 
drugs—e.g.,; arsenic, mercury, or benzol. in addition, there 
is some association between zoster on the one hand and 
- various forms of reticulosis and cancer, and possibly radio- 
therapy,,on the other. The discussion and analysis of 
cases which follow are an attempt to ‘clarify’ this latter 
connexion. Eo fs i 
. - : Pathology of Zoster’: . 
In 1900 Head and Campbell carried out pathological 
examination of the nervous system- at necropsy on 19 
patients with zoster who died in an institution within 7 to 
390`days of the appearance of the eruption. In all cases 
a‘lesion-was found in the posterior spinal root ganglion 
corresponding to the skin area involved. ‘In all cases 
of zoster of the face, either the Gasserian ‘ganglion of the 
fifth nerve or the geniculate ganglion of the seventh nerve 
was involved. ,.Wohlwill (1924), however, in a pathological 
examination of six, cases of idiopathic zoster, and, in four 
cases of secondary zoster, somewhat modified the classical 
conception: He demonstrated that, although involvement 


of the posterior root ganglion is the common lesion, in 


some cases the posterior root itself, the posterior horn, or 
the anterior branch of-an intercostal nerve might alone be 
involved as a cause of the zoster. He thus suggested that 
the eruption might result from involvement of any part 
of the afferent portion of the reflex arc without specific 
involvement of the posterior root ganglion. 


With reference to the evidence that the virus of varicella 


_ and that of zoster are probably identical, and bearing on 
‘the ensuing discussion, Sequeira et al. (1947) quote an 


interesting suggestion. ‘They postulate that during an‘ 


, attack of chicken-pox the virus spreads throughout the 
body and possibly settles in the central nervous, system. 
[t lies dormant there, but may be aroused to activity by 
various factors, including trauma, infection, and drugs. 
Such a hypothesis would link together all the following 
factors. ane aa 

Reticulosis and Zoster ` > = 


t E el 
Many pathological ‘observations have been made on the 
development of. zoster during the course’-of Hodgkin’s 


disease, lymphosarcoma, and leukaemia (especially of the . 


lymphatic type): . i > 


.- i 


~ 
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In five 
of ‘the seven cases the zoster was preceded by exacerbation 


‘of the glandular or splenic enlargement in the neighbour- 


hood of the ganglion involved. None of the cases showed 


clinical involvemént of the spine by the reticulosis. These 


authors thus ‘suggest the possibility that infiltration of the 
ganglia by the reticulosis leads to a sensitization of the 
nerve cells to the zoster virus. Irradiation is not suggested 


` as a possible cause. 


Halle (1930) assessed 16 cases from the literature of 
zoster ‘occurring during leukaemia, and Pancoast and 


: ‘Pendergrass (1924) describe four cases of zoster occurring 


during Hodgkin's disease. The frequency of zoster in 
Hodgkin’s disease has been variously. described as 13.4% 
in a series of 46 cases (Baldridge and Awe, 1930) and as 
low as 0.64% in a series of 156 cases (Epstein and 
McEachern, 1937). By adding together all reported series 
where zoster was noted, a total of 15 cases of zoster are 
reported in 576 cases of Hodgkin’s disease, a proportion of 
less than 3%. In lymphosarcoma and leukaemia the average 
incidence of zoster is less than 1% in a large group of cases. 
The, variation in these figures has no definite significance, 
since varying numbers of: cases developing zoster would be 
missed in each series. 


. : Cancer and Zoster 

The literature has fewer references to the association 
between cancer and zoster. A classical instance was noted 
by Charcot and Cotard (1865), who reported a case of 
cervical zoster associated with the presence of spina] 
metastases from a carcinoma of the breast. Pancoast and 
Pendergrass (1924) quote a case of carcinoma of the ovary 
with multiple metastases in which D11-L1 roots were 
involved by zoster’ Wohlwill 1924) mentions a case of 
carcinoma of the stomach with involvement by, carcinoma 
of the intercostal nerve and herpetiform eruption in the 
skin area supplied by that nerve. Carrière (1895) mentions 
a case in which zoster developed in the skin of the thigh 
in a case of carcinoma of the cervix fiteri. Neuritis of 
the femoro-cutaneous nerve without infiltration by the 
neoplasm was shown at necropsy, and Carriére attributes 
the neuritis to the local action of cancer toxins. Head and 


Campbell (1900) and Hall (1923) mention the connexion , 


between cancer and zoster. 


The development of zoster may be the preliminary sign 
of the development of a tumour. Kamman (1928) describes 
a case of zoster of the sixth intercostal nerve which was 
the first sign of the. development of an intradural cyst at 
the level of the sixth dorsal segment. 

Pendergrass and Kirsh (1948), in an analysis of the 
results of ‘irradiation in carcinoma ‘of the breast, quote 
16 cases of zoster in 406 patients with carcinoma mammae 
—a proportion of 4%. Of the 16 cases, 14 had received 
irradiation and 15 had zoster of the thoracic region (an 
interesting observation in view of the thoracic location 
of the primary growth). In 12 of the cases there was 


‚evidence of metastases before or after the appearance of 


thle cutaneous disease (suggesting the possibility of involve- 
ment of the spinal ganglion by the disease), but, on the 
other hand, four of the patients survived for 4 to 12 years 


‘after the zoster with no signs of metastases. No hypothesis 


regarding the association of the zoster is hazarded. 
Paracchi and Pricolo. (1943) quote four’cases of zoster 
developing in the course of carcinoma and one in the 
course of Hodgkin’s disease. In three cases of uterine 
cancer the zoster involved the Jumbar root area. The 


authors state that in all cases the herpetic eruption was on 
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the same side and in the same region as the spread of the 
tumour. All the cases. had received irradiation. The 
follow-up in these cases is not reported, but the authors 
suggest that the development of zoster may be a preliminary 
to spread of the disease. Irradiation is not considered as 
a possible cause. or i 

X Rays and Zoster 


- In most of the cases of zoster associated with reticulosis 
or with cancer previously referred to in this paper the 
patients had received irradiation treatment. Schreus (1926) 
reports a case of zoster arising within 40 days of irradiation ` 
of the neck for enlarged glands, and suggests that the 
effect of irradiation, resu'ting as it does in hyperaemia, may 
decrease the resistance of the root ganglia to infection with 
the virus or that a slumbering infection in the ganglia may 
be awakened. It is possible, however, that the effect ot 
x rays on the skin may lead to zoster, as suggested . by 
Klauder (1947) for mechanical injuries. Ki 

The implication of irradiation as an aetiological factor 
in the development of zoster may be deduced from the 
facts previously mentioned from Craver and Haagensen, | 
Pendergrass, and Paracchi and Pricolo, although the 
authors did not accept this possibility. 

With reference to the effect of irradiation upon the nerve 
tissue the observations of Mogilnitzky and Podljaschuk 
(1929, 1930) are important. They note that after irradiation 
of the brain of adu!t experimental animals by fractionated 
doses of x rays, substances such as trypan blue and 
saccharated ferrous oxide are able to pass from the blood 
into the brain tissue. This does not occur without irradia- | 
tion, and the authors conclude that there is a breakdown 


TaBLE l.—Carcinoma of Breast—Subgroup 1. 


Side of Neoplasm 











disease. 
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the region. The lesion is considered to have developed 
as a result of irradiation damage to the anterior horn cells, 
and the latent period of three to five months between 
completing irradiation and the development of the neuro-, 
pathy suggests that the effect is not directly upon the nerve 
tissue but follows vascular deficiency and gliosis. The 
dose in the region was about 5,000 r. 

This latent period ‘of three to five months is almost 
exactly that which forms the peak incidence of the latent. 
period between irradiation and zoster noted in our series 
of cases, thus suggesting that gliosis or late fibrosis ma) 
be associated with the development of zoster. It is of 
interest, however, that, in spite of the serious damage to 
the motor system, zoster did not develop, suggesting that 
some additional. factor—e.g., an immunological factor— 
may be necessary for zoster to follow irradiation. 


~ 


’ Analysis of Cases 


The number of cases considered is 45, all developing . 
zoster after previous irradiation. (A further 20-25 cases 
have been noted, but their records have been lost.) Of 
the total, 39 cases are of malignant disease (including 24 
cases of carcinoma of the breast) and six of non-malignant 


Carcinoma of the Breast 
/ This group of 24 cases provides the main and most 
instructive part of the study because of its homogeneity 
It includes two subgroups : 

1. This consisted-of 12 cases treated with radical mastectomy 
followed by post-operative deep x rays in all cases (Table J) 
In this group zoster developed some months after the prophy- 


Twelve Cases of Carcinoma of Breast Treated by Radical Mastectomy and 


\ 


Prophylactic Irradiation pi 


pa 








No. Age Sex Site of Zoster Relationship Interval Follow-up after Zoster Diagnosis 

< A 304 50 F Right Right C Ipsilateral 13/12 NSR 25/12 Histological 

A 1077 61 F i Left D4 ' Contralateral 3/12 NSR 30/12 = Clinical 

C75 44 F Left Left D6 Ipsilateral 10/12 No F.U. Histological 

C 618 49 F Ai ? ? 9/12 No F.U. oa Sa 

C 620 62 F Right ` Right D11, 12 Ipsilateral 8/12 NSR 9/12 3 

C 690 73 F Left Left C3. 4 , "os 13/12 NSR 7/12 mae 

C 781 58 F 3 Right D2 . l Contralateral 6/12 NSR 11/12 . yy 

C 1135 51 F Right Left D4 ` ï 3/12 NSR 9/12 ; Clinical 

A 20 64, E Left Left D (upper) Ipsilateral 3/12 Died 11/12 Met. liver Histologica 

B 378 59 F Right Right D (upper) PA 4/12 anita Met. femur 5) 

B 624 69 F : Right C1-3 fi 12/12 NSR 16/12 $ 

B 1162 47 F Ria Left DIO, 11 Contralateral 16/12 NSR 10/12 ~. 








NSR = No signs of recurrence. No F.U. = No follow-up. 


` of the haemato-encephalic barrier—the protective barrier 
of the brain against toxins and other poisons circulating 
in the blood. This experimental work supports the 
hypothesis of Schreus (1926). 

Most reports on the effect of x rays on nervous tissue 
are based on animal experiments, but the general results 
of observation suggest to Warren (1943) that the direct 
effect of irradiation on the brain and spinal cord is very 
slight (nerve tissue being resistant), but the secondary 
effects—namely, éndarteritis and thrombosis—may lead to 
complications. In fact, Janzen and Warren . (1942), 
delivering up to 10,000r of 200 kV x rays, showed asa 
result no pathological change in the peripheral nerves 
of rats. a : 

An interesting observation is made by Greenfield and 
Stark (1948), who describe three cases of post-irradiation 
neuropathy occurring among 180 cases of seminoma testis 
treated post-operatively to the retroperitoneal region by 
‘'t_millidn-volt x rays. The patients deve'oped a flaccid 

‘ paralysis of the ‘legs without associated sensory lesions, 
and there was no evidence of metastatic involvement of 


d 


` 


lactic: course of irradiation, there being no signs of recurrence. . 
of the disease. The group is thus a uniform series treated by 
a uniform surgical technique followed at an interval of two to 
four months by.a uniform course of irradiation. In the absence 
of clinical signs of malignancy at the time of zoster, and accept- 


ing the evidence of the case histories that zoster was not a 


premonitory sign of spread of malignancy, then the neoplastic 
process cannot be incriminated in the development of the zoster 
in this group of cases. The clinical evidence, however,. tend: 


' to incriminate the course of irradiation, as is seen later. In 


this respect it must be noted that the area treated includes the 
skin of the chest wall affected (and also the medial part.of the 
contralateral chest wall), together with the supraclavicular and 
axillary gland areas. It is of interest that, with the technique 
used, areas of the skin supplied by roots C3-D8 (approximately) 
are irradiated. The upper dorsal vertebrae at the level D1-3. 
(approximately) are included at the edge of the field of irradia- 
tion and in some cases the spinal roots on, both sides in this 
region may be irradiated (see Fig. 1). Of the 12 cases, 10 were 
histologically proved carcinoma, and in two the evidence was 


‘clinical only. 


2. This subgroup comprised 12 cases which were treated by 
various methods primarily and in which different techniques of 
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Fig: 1.—The cutaneous. areas supplied by the posterior nerve 
roots ; showing skin areas irradiated in standard breast technique. 


the time of the zoster) is an additional factor that may be 
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irradiation were practised when metastases or recurrences were 
clinically evident or suspected (Table 11). This is a much. less 
uniform group than the previous one, but is analysed for its 
confirmatory relation to the other group. .The presence of 
, active neoplasm at the time of the irradiation (and possibly at 
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I. Site—The following table shows the site involved. 


In each subgroup separately and for both together the 
upper dorsal region shows the peak incidence for zoster, 
- and in.fact represents the majority of all the cases. In 


: CO IImMmmIħIIs 





Subgroup 1 
2 








Total 





Upper 
Dorsal 


Fifth 
Nerve 


Cervical 


Lower 
Dorsal 


Not 
Lumbar Specified Total 





‘idiopathic zoster the dorsal region generally shows a 
greater involvement than any other site. 
cases, however, the large préponderance of the upper 
dorsal site (and also the cervical site) suggests a relationship 
between the zoster and the site involved by the malignant 
disease and treated by surgery or irradiation. 
grass’s series of zoster in carcinoma mammae, of the 
16 cases 14 had received irradiation, and in 15 cases the 
dorsal region was involved. 


In our group of 


In Pender- 


In Paracchi and Pricolo’s 


series, of the three cases of carcinoma of the uterus, all 
developed zoster in the lumbar area, and all had been 
treated by irradiation. 


II. Side.—There is some preponderance of involvement 


by the zoster on the'side of the malignant lesion. 


Even 








Ipsilateral Contralateral Site not Specified| Total 
Subgroup 1.. 7 4 1 12 
ae as 5- 3 4 12 
. Toal .. 12 7 5 24 





involved in the development of zoster. Of the 12.cases in this 


group 10 were proved either histologically or at the death of 


the patient, and two were established clinically. 


The analysis is carried out under four headings for the 


group as a whole. 


t 
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Upper dorsal zoster, subgroup l 
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when the cases involving the upper dorsal region are con- 
sidered there is again a slight preponderance of ipsilateral 
involvement, as here shown. 


Thus if the possibility of 





Ipsilateral Contralateral Total 
3 3 6 
site s 5 2 7 
Total x | 8 5 13 








_ TABLE Il—Carcinomia of Breast—Subgroup 2. Twelve Cases'of Carcinoma of Breast with Various Treatments 


Age 

No. and Sex 

A 695 52 F , 
251 ‘ "52 F 

A 352 72 F i 
407 58 F 
C 119 48 F 
C 80 65 F 
B 1097 65 F 
35 x 46 F 
O 42 46 F 
- 185 48 F 
O 192 64 F 
“D795 65 F 


Treatment 


DXR L chest 
DXR R breast 
DXR L chest 


DXR LSC’ 


DXR R chest 
DXR RSC and axilla 


DXR L chest arid spine 
DXR R chest 
DXR dorsal spine 


DXR pelvis 


Excision and‘ radium L 
breast 

DXR L chest 

DXR spine 

DXR ribs 

Excision and radium L 
breast 

DXR L axilla, 

DXR L breast 

DXR LSC 

DXR R breast 

DXR R chest 


Site of Zoster 


Right V 
Right DI, 2 


? 


Right D6 


, ? 
Right D3, 
Right D11 


Left C2, 3 
Left D2, 3 


Left D3-6 
Right D (upper) 


Right D1, 2 







Relationship 





Ipsilateral 


? 
Ipsilateral 


? 
‘Ipsilateral 


— 


Ipsilateral , 


— 


Ipsilateral ` 


Contralateral 


Ipsilateral 


Contralateral 


Contralateral 


Notes 


Varicella same time 


as Zo 
Effusion 


ster 
after 10/12 


Metastases D4 and 5, 
6/12 before zoster 


DXR for Paget’s dis- 
ease. Varicella, in 
contact 1/12 later 


Metastases spine 
24/12 before zoster 


Follow-up 
after Zoster 


ISQ 24/12 

Died 14/12 meta- 
stases pleura 

Died 5/12 ? cause 


Died 7/12 meta- 
stases lungs 


Died 8/12 meta- 
stases liver 
ISQ 10/12 


NSR 21/12 


ISQ 40/12 
ISQ 4/12 ° 


ISQ 48/12 
Died 1/12 meta- 
Stases lungs 


ISQ 1/12 


5 


t 


Diagnosis 


Histological 


Clinical 
Histological 
Clinical 


Histological 
n 


Clinical 


Histological 


Clinical 


Histological 





DXR = Deep x-ray- therapy. ISQ = In statu quo. NSR = No signs of recurrence. LSC = Left supraclavicular fossa. RSC = Right supraclavicular fossa. 
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‘metastatic ‘involvement of. the spinal roots is negatived by 
consideration of the follow-up notes and also by the 


“absence of any other clinical symptoms, then the effect of 


[i 


Number ` 
tion, and that the peak incidence is from three Pte 
to nine months. This observation is even more . 
marked when the latent intervals in the cases 3 N 
of upper dorsal zoster only are examined. The 7 > 
figures for the 13 cases in this combined group , f | 
are 1, 3, 3, 3, 3, 4, 6, 6, 9, 9, 10, 12, and A NES 
12 months. It is noteworthy that all 13 cases : Ss oe 
occurred within 12 months.of irradiation. | B 35S 
Pendergrass notes that in his series of zoster 4j- $ OK 
cases the incidence was from 5 to 36 months AZZ ES 
‘ i MESALA ENI 
after treatment for` carcinoma of the breast Meee 
(none before five months): Craver notes for 1 NEREA 
seven cases of zoster after irradiation in reticu- ENER 


` 36 months after treatment. 
’ Pricolo note for five cases of zoster after | 


x rays on the root ganglia or on the skin of the opposite, 
side must be considered to account for contralateral 
involvement. It has already been pointed out that the 
spinal roots of both sides at the level of D1-3 may be 
included in the field of itradiation in the post-operative 
breast-irradiation technique, and in addition the skin of 
the contralateral chest wall supplied by spinal roots D2 

(approximately). l : 

In this connexion Pendergrass observes that nine of 
the cases of zoster were on the same side as the 
neoplasm of the breast and three were on the opposite 
side. 

III. Interval Between Zoster and Previous Irradiation.— 
The time interval between the last irradiation and. the onset 
of zoster was :—subgroup 1 : 3, 3, 3, 4, 6, 8, 
9, 10, 12, 13, 13, and 16 months ; subgroup 2 : 
1, 2, 3, 6, 6, 9, 9, 11, 12, 12, 15, and 20 months. 

It will be seen that 19 of the 24 cases © 
developed zoster within 12 months of irradia- 




















losis latent intervals of 1, 3, 6,7, 9, 18, and 
Paracchi and 


irradiation in cancer and reticulosis latent 

intervals of 2, 3, 5, 21, and 48 months respectively. Green- 
field and Stark, in three cases of irradiation neuropathy 
following seminoma testis, note latent intervals of three to 
five months. 








j 
oo 
ew 


For the malignant (other than breast) cases described 
later the latent intervals were 1, 2, 3, 4, 5, 5, 5, 5, 6, 8. 
10, 18, 18, 43, and 60 months and for the non-malignant - 
group described later 6, 6, 8, 11, 26, and 36 months after . 
irradiation. 


When all groups are added together the distribution 


follows : 
12 13-24 
3/9 


The peak incidence in 57 cases of zoster after irradiation 
is seen to be at three to nine months (see Fig. 2). These 
figures apply to the time interval from the last treatment. In 
16 instances previous irradiation was given, and in the 


is asc 


» Zoster Deve opment ° 


Months after treatment: ` 1|2 314/516]7/8/9} 10] 11 


= | 


-. 131317/215171113141 2 | 2 






No. of cases- 





Cases from authors’ series dated 
from fast irradiation 


Cases from‘the literature © 


” Cases from authors” series dated 
from previous irradiation 





Pendergrass — 16 cases of zoster following 


carcinoma of the breast 






OR NNO 


K 








y 
SNES 


eas 
LX, 
ays 
ees 





aN o 
std 


w 


Number of months between zoster and previous irradiation 


Fig. 2.—The time interval between incidence of zoster and previous irradiation 


staph the time interval from these treatments is showr 
separately.» . | 3 - 

IV. Follow-up History. —(1) Subgroup 1 :—In no case 
was there clinical evidence of spinal involvement either 


p : TaBLE JI].—Fifteen Cases of Various Malignant Diseases Treated by Irradiation 















A : : : Relationship Follow-up H 
“No. and Sex Disease Treatment Zoster Site to Tumour Interval afier Zoster Diagnosis ’ 
A 114 56 M Carcinoma ir DXR chest Ripi D 3 Ipsilateral ia Died 11/12 ? cause Histological 
E ‘s ší A upper 
C 64} 56M (L) | DXR chest and | Right D3, 4 | Contralateral 1/12 Metastases L2 1/12 before | Clinical 
lumbar spine, zoster. Died 1/12 meta- 
stases liver 
C777 63M 2 . «| DXR chest Right D9, 10 T 10/12 ISQ 2/12 $ : 
D 605 55 M ini ee ” ” ? ? 6/12 Died metastases spine with ie 
‘ zoster 
C 642 62 M "Sap a 5 ‘a Left D6 Ipsilateral 18/12 ISQ 2/12 Histological! 
D 789 69 F Carcinoma ovary DXR abdomen Left L3-5 — 5/12 1SQ 3/12 linical 
C 592, 50 F as ” + T Left L2-3 — 18/12 ASQ 3/12 > 
B 24 52 M Teratoma L testis T ši Right D8 Contralateral 5/12 Died 8/12 bronchopneumonia| Histological 
247 51F | Carcinoma uterus Radium and DXR | Right D6, 7 os 60/12 ISQ 2/12 T ” 
abdomen 
D 1252 83 F Carcinoma bladder Radium bladder Left C5, 6 = 4/12 ISQ 2/12 Clinical] 
118 ` 33 F ' | Carcinoma naso- DXR nasopharynx | Left V ,* = 18/12 VI palsy 3/12 later; ISQ | Histological 
` pharynx 4/12 later a 
' ' | DXR L neck i — 14/12 
z , DXR nasopharynx -. fey TE — 5/12 3 
= 1350 i8 M Lymphosarcoma neck | DXR R and L neck | Right D2 — 43/12 ISQ 6/12 = z 3 
C 1507 74M Soe ‘cervical DXR L neck Left D10-12 |: Ipsilateral 2/12 NSR 9/12 a 
an i 
O 47 60 F Polycythaemia DXR Spiega and | Left D9 — _ 8/12 ISQ 60/12 Z 
trun , 
C 308 59 M Epithelioma L forehead | Contact x rays Left V Ipsilateral 5/12 NSR 11/12 Clinical E 





r 





O S S A 


aA 
= 


- ’ : PN 


DXR = Deep x-ray therapy. ISQ = In statu quo. NSR = No signs of recurrence. 
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rf z 
yefore or after the zoster: Eight cases sowed no signs’ 
f recurrence of the disedge at intervals of 7, 9,9, 10, 11, 
16, 25, and 30 months after zoster (equivalent to 12, 17, 17, 
0, 26, 28,~33,-and 38 months after irradiation). „Onè. 
ase developed metastasés in the femur 26 months aftèr ` 
zoster. One-patient died 11 months after: zoster with liver. 
«netastases. Two cases have no current follow-up record. 
2) Subgroup 2: —Two cases had radiological evidence of 
spinal metastases, One six months and the other two years 
sefore the development of zoster: In the first case the site 


»f the zoster has not been established, and nor could it be- 


sorrelated in the second case, in-‘which bone metastases were 
nultiple. In the remaining 10 cases there is no evidence of 
spinal metastases before or after the zoster, although four 
patients died’ of metastases 1; 5, 7, and 14 months after the 

=zoster. The remaining six patients are still alive 1; 10, 24, 
24, 40, and 48 months after zoster (equivalent to 7, ki 23, 
35, 60, and 60 months after irradiation). 


Malignant (Other a and ‘Non-Malignant 


The 15 cases: of malignant disease (Table III) .vary in 
character ‘and include five cases .of carcinoma of ‘the 
bronchus, -two of carcinoma of the ovary, and one case 
zach of lymphosarcoma of the neck, lympho-epithelioma 
of the nasopharynx, teratoma testis, carcinoma of the 

«cervix, carcinoma of the. bladder, secondary malignant 
glands of the neck, epithelioma of the forehead, and 
polycythaemia. 

The six cases of the non-malignant group {Table IV) 
consist. of two cases of spondylitis, two of osteoarthritis, 
gne of syringomyelia, and one of tuberculous adenitis, of 


(d 


«he neck. Both groups are ‘analysed together for simplicity. 


j ca 












































mm. Site . š 
Fifth -Lower Not f 
Nerve Do i Dorsal Lumbar Spec. Total 
Malignant iy 2 1 4 5 2 1 15 
Non-malignant — — 3 i 1 
2 | 21 


.- Total 


The lower dorsal region shows, the maximum incidence, 


į: S ide 


” 





| Ipsilateral 


Malignant ..., she 4 
Non-malignant — 





t ~ 


Ill. The interval between zoster and previous irradiation 
has been. discussed under “ carcinoma of the breast, ” ‘above. 


‘IV.- Follow- -Up History. —In the malignant (other than 
breast) group there iS evidence of spinal involvement con- 
«currently with the zoster in one case and spinal involve- 
ment one month before the zoster in a second case. In 
the latter case, ‘metastases involyed L2. and the zoster 
involved the upper dorsal region at the level of which the 
patient had received deep x ray therapy. In the residual 
13 cases there is no evidence of'spinal metastases before, or 
after ‘the zoster, although two of these patients died at 
intervals of 8 and 11 months after the zoster. The 11 





TABLE IV,—Six Cases of Non-malignant Disease Treated by 








X Irradiation x 
. Age > Si + 
P ite of 
No. and ~ Disease PEE aa Zoster * Interval | Follow-up 
A 972 | 25F | Spondylitis | DXR spine | Right C5, 6 | '26/12 |ISQ 8/12 . 
1258 | 27M st a i EF] 3 Right D10 ‘ 9/12 TSQ 36/12 
l Sai » 6/12 | (Bell’s palsy 
6/12 before 
: © | zoster} 
, 298 | 43F | Syringo- DXR cervi- | Left DI ~| 36/12 | ISQ 24/12 
: . mycelia cal spine > ` 
A 421 | 43F | Tb edeaiHs DXR L neck! D6-9 zaiz „| ISQ 7/12 
j ne 29 33 2 
C 291 | 73F -| Sacro-ileitis | DXR lower ? 6/12 | ISQ 11/12 
; spine A 
B 307 | 62F | O.A.knees | DXR both | Left L5, SI 8/12 | ISQ 10/12 
knees ° j 
Conclusions 


The analysis of our cases shows : maximal incidence 
of zoster,at the somatic level of the neoplasm, and thus 
of the site of irradiation; involvement by the zoster of 
either the same or, to'a lesser extent; the side of the body 
opposite to that irradiated ; a maximal incidence of zoster 
‘at between three and six months following the treatment, 
with a gradually diminishing incidence up to two years ; 
and no evidence of malignant involvement of the posterior- 
nerve root within the period of observation except possibly 
in four.cases with vertebral involvement. 

The first question to be considered is whether the irradia- 
tion may be implicated’ as a factor in the aetiology of zoster 
in these cases. We consider that the time relationship 
between the development of the zoster and the previous 


-irradiation, as shown in Fig. 2, provides strong evidence 


that this is the case. There is some interest in the fact 
that late irradiation reactions in all parts of the body, 


, ‘associated with the relative ischaemia and fibrosis which 


. at an interval of three to six months after treatment. 


~ 


remaining cases were alive at intervals of 2, 2, 2, 2, 3, 3,” 


4, 6, 9,11, and 60 months after the zoster (equivalent to 6, 
8, 9, 11, 12, 16, 20, 21, 49, 62, and 68 months after the 
last irradiation). The case of the nasopharyngeal tumour 
with fifth-nerve zoster developed sixth-nerve palsy three 
months after zoster, suggesting an n infiltrative- basis for the 


zoster. £ 


zo X 


follow endothelial proliferation, usually tend to develop 
A 
delayed vascular deficiency and gliosis in the spinal root 
ganglion or delayed fibrosis in the skin with involvement 
of the nerve endings migi cause activation of a detent 
Zoster virus. 

The second question to be considered is the way in which 
the irradiation may possibly be concerned in the aetiology 
of herpes. In this connexion we may note, (especially by 
consideration of the breast cancer series, where the disease 
is primarily unilateral that: (1) The incidence of zoster in 
a minority of cases is on the opposite side to that treated. 
(2) The level of zoster in a minority of cases does not 


_ correspond with the somatic level treated. (These two 


findings correspond with those of Pendergrass.) (3) One 
or two of the upper dorsa? posterior root ganglia, on both 
sides, are sometimes directly irradiated in the routine 
technique for irradiation in carcinoma of the breast. Even 
when this is so, the zoster does not necessarily correspond. 
in level with the posterior root ganglia irradiated. - (4) The 
skin area (and thus the cutaneous nerves also) correspond-- 
ing to the level involved by zoster Jater has in the majority 
of cases been irradiated. The technique of treatment often 
includes a portion of the skin on the opposite side of the 
midline anteriorly. i 
In view of our first conclusion and these observed facts, 

it would seem that zoster may result either from a systemic 
mechanism following the release of substances set free by 


' irradiation, or possibly ‘from an effect at the level of the 


cord concerned, through the afferent nerves of the irradiated 
area. No further speculation is justified, unless in all cases 
a correlation’ were established between the site or nerve 
tissue irradiated and the subsequent site of zoster. (The 
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necessary details for such correlation were not available 
in our cases, the provision of the necessary minutiae in 


the usual treatment notes being impracticable as a routine.) | 


The relative rarity of zoster in patients treated with 
x rays, even when the region of the spine is directly treated, 
Suggests that patients vary in their sensitivity either accord- 
ing to the degree of fibrous reaction or according to the 
presence of the dormant virus. Even in a large group of 
cases of carcinoma of the breast treated by a similar 


post-operative technique the percentage developing zoster . 


~is small. A factor that may be important is that of 
immunity conferred by a previous attack of zoster or 
varicella. On the other. hand, zoster developing after a 
prolonged period after irradiation—e.g., more than. 24 
months later—is likely to be purely coincidental. 

_ Previous attempts to correlate zoster with cancer or reti- 
culosis have been based on the hypothesis that the zoster 
was due to infiltration by the underlying disease of the 
spinal ganglia or other parts of the afferent nervous reflex 
arc. No other authors seem to have correlated the inci- 
dence of zoster with the administration of x-ray treatment 
in a large series where such infiltration was absent. 


Summary 


A series of 45 cases of zoster gevelopimig after irradiation is 


describe. 

The literature concerning the connexion between zoster on 
the one hand and malignant disease and reticulosis on the other 
is reviewed. Evidence is adduced to suggest that irradiation 
is implicated in the development of zoster in the majority of the 
cases described. 
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According to the specification for stretchers recently pub- 
lished by the British Standards Institution the overall length 
of stretchers should be 7 ft. 9 in., though these requirements 

need not interfere with the use of 6-ft. stretchers to meet 
special needs, since the shorter stretchers can still be carried 
in ambulances designed to take those of full length. The 
institution recommends that stretchers should be held in posi- 
tion in ambulances by straps provided with buckles instead of 
by special locking devices’ which are not universally applicable. 


Stretcher carriers and trolleys have also been specified. The . 


British Standards Institution is a non-profit-making organiza- 
tion which was founded in 1901 and incorporated by Royal 
Charter in 1929. Its principal > objects are to improve and 
' simplify production and distribution. Organizations that co- 
operate with it include the Medical Research Council, various 
trade assoctations, and some of the Ministries. The B.M.A. is 
represented on the committee which APEEP A the standard for 
stretchers. 
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MALE SUBFERTILITY 
INTERIM REPORT OF 3,182. CASES 


BY 
H. A. DAVIDSON, M.R.C.S., L.R.C.P. 


Clinical Pathologist, Family Planning Association 


b 


This report contains a survey of the findings of an investi- 
gation into male subfertility carried out at the laboratories 
of the Family Planning Association over a period of four 


years. Nothing essentially new is presented, but the genera = 


information provided by a comparatively jarge amount o 


` material may be of interest. R 


Material 

Altogether 3,182 men were examined, with a total of 
5,400 semen analyses. The patients were referred by hos- 
pitals, subfertility clinics, private consultants, -and genera Eii 
practitioners. Most of them are the husbands of wives 
who had failed to conceive over an average period of ee 
two years. In many cases the wives had been examine 
first and no gross subfertility factor had been found. In 
over 800 of these the initial post-coital examination was 
made in this laboratory and an unsatisfactory result was 
found. In over 180 cases conception ‘had occurred in the 
past but had terminated in early spontaneous abortion. 
Thus it is obvious that the material’is selected. The 
findings in a'separate group of 15 normally fertile men 
are included in this report. 


Methods 


The technique of semen examination corresponds in 
almost every detail to that described by Harvey and 
Jackson (1945). A brief recapitulation of these methods 


may be helpful. = g 


Collection of Seminal Specimens.——After a minimum 
period of abstinence of three to four days the specimen is 
produced direct into a clean thin-walled glass container 
previously warmed to body temperature by the hand or 
axilla. The specimen tube is closed with. a paraffin- 
impregnated cork, wrapped in cellulose wadding, and 
brought to the laboratory as soon as possible. The maxi- 
mum delay allowed is two hours, and the age of most 
specimens in this series was well below this. About one- 
third of the patients produce their specimens at the labora- 
tory. Condom specimens are not accepted except for 
confirmatory tests in cases of total azoospermia or extreme 
oligozoospermia. Fresh specimens are allowed 20 to 
30 minutes for liquefaction. 


Semen Analysis ~ 
‘On receipt of the specimen the volume'is measured and 
a note made of its consistence. 


Density, Basic Motility, Viability -—A “ bulk ” dilution is pre- 
pared by adding 0.5 mi. of semen to the required amount of a 
buffered glucose solution at 37° C. The dilution and all 
pipettes and slides are kept in the incubator at body tempera- 
ture. After one hour's incubation a drop of diluted semen is 
placed on' a Thoma-—Zeiss haemocytometer slide and allowed 
to sediment for five minutes., The count is done in two stages: 
(1) immotile and sluggish spermatozoa are counted, active ones 

are disregarded ; and (2) all spermatozoa are immobilized by 
brief. application of heat to the cover-slip and counted after 
further sedimentation. (This is a modification of ‘Harvey and 
Jackson’s technique, in which the two stages of counting. are 
done on separate haemocytometer slides: on one of them the 
spermatozoa are immobilized immediately by exposure to osmic 
acid vapour. Repeated cross-checking has shown that these 
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methods give similar results.) From count 2 the sperm density 
is calculated, and by subtracting count 1'from count 2 the 
number of fully’active spermatozoa is obtained. The motility 
found after one hour’s incubation is called the basic motility 
of the specimen. Viability figures and a check on the density 
are provided by repeating the process after three and five hours’ 
incubation. 


No reliance is placed: upon the observer's capacity to estimate 
the number of motile or immotile spermatozoa in a given 
field, but accurate counts of stationary spermatozoa are taken 
throughout. 


Morphology.—A smear of semen is exposed to osmic acid 
vapour, fixed in Schaudinn’s fluid, and’ stained with Weigert’s 
haematoxylin and Rose Bengal. The smear is not allowed to 
dry at any stage of the process. It is finally embedded in 
Canada balsam and kept for reference. For routine purposes 
a differential count is taken of two groups of 100 spermatozoa 
each on opposite parts of the slide. Leucocytes and other cells 
are also counted. A report is sent to the patient's doctor record- 
ing. the age of the specimen, period of abstinence preceding the 
test, the volume in millilitres, density in millions of spermatozoa 
per ml., motility in percentages of “active” and “ sluggish” 
after one, three, and five hours’ incubation, morphology in 
percentages of (a) head and (b) middle-piece and tail abnor- 
malities, and, finally, a verdict classifying the specimen as 
“normally fertile,” “ borderline,” or “ subfertile.” All features 
of the semen analysis are taken together in assessing the quality. 


Repeat Tests-~A second specimen is invariably asked for 
in the following cases. (a) Total azoospermia. The need for 
this precaution became apparent when one of our patients pro- 
duced 3.5 ml. of semen containing‘ no spermatozoa or testicu- 
lar elements, and three weeks later his specimen contained 
30 million spermatozoa per ml. He had had no treatment 
in the interval, and both specimens had been produced at the 
laboratory. I have since heard of another similar case. (b) Poor 
motility, or absence of motility, in a specimen showing any but 
the grossest abnormalities in other respects. The motility of 
spermatozoa is the feature most easily influenced by extraneous 
factors (excessive age of specimen, faulty collection or trans- 
port, contamination), and so-called asthenozoospermia in a 
specimen of otherwise reasonable quality is very much’ rarer 
than its diagnosis. (c) A volume so small as to suggest an 
incomplete ejaculate. Whenever possible a second specimen 
is also ‘examined before returning a verdict of subfertility, as 
it has been found that for no apparent reason normally fertile 
men occasionally produce unsatisfactory specimens. ; 


Interpretation of Semen Findings 


It is necessary to discuss in some detail the criteria we 
have used in assessing the quality of seminal specimens, 


for it must be admitted that no reliable figures exist which . 


define the limits of normal fertility. Figures used by dif- 

ı ferent workers vary a good deal, and apart from discrep- 
ancies attributable to different seminological techniques it 
is not usually stated by: what criteria a man is classified 
as normally fertile. 

Unfortunately the task of establishing the limits of 
normal semen: findings is complicated by the fact that a 
couple’s fertility depends upon both partners ; certain types 
of semen defect can be compensated for by particularly 
favourable conditions of coital technique, of “timing” in 
relation to ovulation, and by a high degree of fertility 
in the wife. This means that a man whose semen has 
to be .Jabelled “subfertile” may produce pregnancies 
under exceptionally favourable circumstances, whereas 
under average conditions the marriage might remain sterile. 

It would seem futile to attempt research into male sub- 
fertility’ without the background of a normal range of 
values. It was decided, therefore, to collect semen analyses 
of men who might be considered to be above suspicion. 
The following conditions were postulated for inclusion in 
this group: (1) their wives should have had at least two 


? 
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full-term pregnancies, each resulting in the birth of a 
normal live child; (2) pregnancy should not have been 
delayed for more than one year from the time when it 
was; first attempted ; (3) the youngest child should not be 
more than.1 year old; and (4) there should be no history 
of miscarriage. 

Unfortunately the various sources approached have pro- 
vided only 15 such cases in three years. It is hoped that 
increasing interest in the subject may produce adequate 
co-operation in the future and enable us to complete the 
group of 200 originally envisaged. There should be no 
dearth of material in the post-natal clinics and centres 
advising on birth control. 

Meanwhile it was decided to include this small series in 
the interim report, and to add to it the information obtained 
from 125 men whose wives conceived soon after the routine 
semen tests. I do not claim, however, that the criteria 
for the interpretation of semen findings are based upon 
statistically adequate material, and these figures are used 


only as a temporary expedient subject to confirmation. 


The minimum “ normal ” figures used by this laboratory 
in assessing the quality of seminal specimens are as follows: 


Volume 1.5 ml. 

Density pi 40 millions per ml. 

Basic motility 40-50%. 

Morphology Total abnormalities not to exceed 
40%, head abnormalities not 
to exceed 25%. 

Viability The matility of the five-hour count 


should not be less than half 
the basic motility. 
Leucocytes and other 


cells Not more than 2 millions per ml. 


Findings on which Minimum Normal Values are Based 


Group A.—This consisted of 15 normally fertile men. 
The details collected are shown in Table I. 


TABLE I 





Average 


Range 
Volume .. cs P T —11-2 ml. 


3:8 ml. 
143 millions/ml. 


Density 
395 millions 


52-670 mil'ions/ml. 
Total ejaculate 68-8 


millions 


Basic motility oe 17-62% 39% 
Morphological abnormalities: 
Total 3 os 16-35% 207 
Abnormal heads only 6-15% 10 8? 


Group B.—This comprised 125 men who were sent for 
routine investigation and who are known to have produced 
pregnancies subsequently. In 104 cases the date of the 
wife’s last menstrual period was obtained and the interval 
between the last test and conception was found to be 


1-3 months in 75 cases, 3-6 months in 25, and 6-12 months 


in eight. No‘information is available whether the husbands 
were treated in this interval. However, it is doubtful 
whether this would have made much difference, because 
in more than half the cases the time would have been too 
short even for effective treatment to influence the semen 


‚picture materially, and because most of the: methods of 


treatment -in common use are ineffective. The figures 


collected are given in Table II. 

Discussion of Groups A and B.—No marked discrepancy 
was found in the range of volume, density, total ejaculate, 
and motility of the specimens in these two groups. How- 
ever, it will be noted that whereas in Group A the average 
incidence of morphological abnormalities was 25% and did 
not exceed 35%, in 21 cases of Group B the figure exceeded 
40%, and in 22 even 50%. This may be partly explained 
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Taare Il 
Volume in ml. 
Range a Under 1°5 1-5-3 3-5 5-8 Over 8 
No. of cases 4 (3-2%) | 48 (38-4%) | 48 (38-47) | 22 (17:6%)| 3 (24%) 
Density in millions per ml. . ° 
Range Under 5 5-20 20-50 | 50-100 100-200 | Over 200 
No. o . o ; 
cases 3 (24%) | 1r (8-8%) | 21 (16-8%) | 46 (36-8%) | 33 (26-4%)} 11 (8-8%) 























` Total Ejaculate in millions of Spermatozoa 












` 15-60 
10 (8%) 


150—300 
39 (312%) 





60-150 
21 (16°8%) 





Under 15 
4 (3-2%) 


300-600 | Over 600 
38 (30-49%) | 13 (10-4%) 


























r Basic Motility % 
Range Under 20 20—40, 40-60 60-70 Over 70 
No. of cases 15 (12%) 57 (45-6%) 1 45 (36%) | 7(5:-6%) | 1 (0:8%) 
. Morphology: Total Abnormalities % 
Range Under 10 10-20 20-30 30-40 40-50 Over 50 
) rae 1(0:8%) | 6 (48% |36 (28-8%) 39 (31-29%) | 21 (16.8%) 22 (17°6%) 




















eby the fact that the 125 pregnancies include’a number which 
` ended.in early abortion. From evidence so far acquired I 
believe that pregnancy produced by morphologically unsatis- 
factory semen carries a distinctly increased risk of ending 
in early abortion. For the time being this can be put 
forward only as an opinion awaiting confirmation. A 
series of such cases is being collected and the findings will 
be published as soon as an adequate group of * ‘normals ” 
has been examined. -> 


Findings in Routine Semen Tests i 


In 5,400 semen analyses of 3,182 men we found that 
791 (24.8%) were normally fertile ; 423 (13.3%) border- 
line ; 1,711 (53.8%) distinctly subfertile ; and 257 (8.1%) 
had total azoospermia. ’ Although, as pointed out above, 
these figures do not represent an average sample of the 
population, they demonstrate the very substantial part 
played by male subfertility in the barren marriage.. 


- The wives of many men in the “distinctly subfertile ” 
and even “total azoospermia ” groups had previously been 
subjected to prolonged: investigations, and frequently 
attempts had been made to help matters by dilatation and 
curettage, ventrosuspension of the uterus, and a variety of 
hormone administrations.- One childless woman~-had had 
two “ D. and C.” operations, a tubal insufflation, a salpingo- 
gram, an endometrial biopsy, and a host of injections, 
tablets, and douches, extending over a period of two years 
and costing a considerable sum, before someone thought 
of examining her husband. His semen contained no 
spermatozoa on repeated examination. 


Some Common Fallacies 


A considerable number of patients -referred-'to this ` 


Jaboratory reported that previous attempts to. investigate 
and treat their condition had been made and that often 
these had failed to clarify the situation or to improve 
matters. Certain types of mistakes were encountered 
so constantly that their discussion would seem desirable. 
As a rule the failure is accounted for by inadequate 
seminological technique. 


` 
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e Condom Specimens 


For several years seminologists have been unanimous in 
condemning the examination of condom, specimens for routine 
fertility assays. The rubber of condoms is known to contain 
substances injurious to spermatozoa, which may immobilize 
them quite rapidly. Nevertheless, even at the present time 
several laboratories accept such specimens and give reports on 
them. In some cases condoms are sent by post overnight. 


It cannot be too emphatically stated that a specimen collected 
under such conditions cannot possibly show normal features,’ 
and that any verdict on the quality of such a specimen—except 
that of total azoospermia—is bound to be mere guesswork. 
The motility of spermatozoa is one of the most important 
indices of their quality, and distinctly poor. motility, on repeated 
examinations would brand a specimen as subfertile no matter 


how good the other features might be. 


Two patients whose semen showed normal volume, density, 
and morphology but persistently low motility figures (1-4%) 
had previously been pronounced highly fertile on the evidence , 
of condom specimens. No impairment had been found in 
their wives, and their marriages remained barren after four 
and seven years’ trial. 

Direct Microscopical Examination of Semen 

Sometimes a patient will answer the request for a seminal 
specimen by Saying that his doctor had looked at ‘his semen 
under the microscope and found him “ perfectly all right.” 
Sometimes the semen was taken from a condom. This method 


‘is approximately as accurate as a blood picture obtained by 


direct microscopical examination of a more or less fresh drop 
of blood. In my opinion any attempt to short cut a com- 
plete semen analysis is bound to delay the ory of the 
cause of a couple’s failure. 


t 


Minimum Normal Findings 


Density=—It is often argued that, theoretically at least, the 
presence of only one spermatozoon in a man’s ejaculate makes 
him a potential father. On the other hand, a patient recently 
brought a report from his local hospital stating that he was 
sterile, as his semen contained only 8 million spermatozoa— 
a quite unjustifiable prognosis. It is alarming to speculate on 
the possible consequences of such a statement. In my series 
of 125° pregnancies the minimum densities are: 14 millions 
before and after conception in one case, and three-quarters of 
a million before and 14 millions after conception~in another. 
In 11 other men of this group the densities ranged from 5 to 
16 millions before conception, but subsequent specimens were 
not obtainable. Harvey and Jackson (1948) report pregnancies 
with repeated counts as ‘low as’1 million. Whereas such-semen 
findings obviously cannot be ‘taken to indicate normal fertility 
—le., an average expectation of pregnancy—it would seem 
equally unwise to tell a man suffering from oligozoospermia 
either that he is sterile or that he needs no help. 


Motility—It is not uncommon to find that a patient has’ been 


` 


, subjected to prolonged treatment because “ his spermatozoa are 


weak ” whilst in other respects the semen is said to be normal. 
Usually this verdict is based on findings in a condom specimen 
or on one several hours old. In my. experience true astheno- 
zoospermia—i.e., poor motility without gross impairment of 
other features, especially morphology—is uncommon. I have 
records of only four men whose semen showed normal volume, 
density, and morphology but whose sperm motility remained 
persistently between 1 and 8%. Between five and eight semen 
tests were done in each case over a period of one to three years, 
and most specimens were produced at the laboratory. "Two of 
these cases were quoted above as having been classified “ highly 
fertile” on condom specimens. 

At the other extreme, J have seen many semen analyses 
reporting 90% or even 100% motility. Several laboratories 
dealing with routine semen examinations put 80% motility as 
the lowest figure compatible with normal fertility. Sò far as 
I am aware, the technique of the motility count in these 
instances consists in counting both motile and immotile 


spermatozoa ; in a number of restricted microscopical fields., 


t 


“ 


_ by cytoplasm—i.e., 


- large subfertility clinic pronouncing him ‘normally fertile 


r 


\ 
` 
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“Pregnancy ” groups A and B (see above) show a maximum 
motility figure of 62% in the former, and only one of the 
125 cases in the latter exceeded the 70% ‘limit. Among the’ 
remainder of the material I have occasionally found motility: 
figures approaching the 80% mark, and in one cage even excéed-: 
ing it. However, these are exceptional cases, and I feel that 
50% can be regarded as fully adequate. - ° , A 

It might be argued that the discrepancy ‘between ‘our findings 
and those of’ other workers is simply due to a difference in 
technique, and that, provided each keeps to his standards, results 
can still be reliable. However, I suggest that it is undesirable 
to rely upon a method which can produce variable results even 
with the same observer, and which in the past has produced 
most unlikely findings. 

The ultimate ‘purpose of semen examinations is not only to 
diagnose possible defects, but also to provide reliable indica- 
tions of the.patient’s, progress under- treatment. 
ee comparable results from one test to the next... 


Ld 


Morphology l ' 


X Caniparable: to the motility figures, quoted above, the same 
reports are often found to record findings of 90 or 100%. 


normal spermatozoa, -and the minimum figure indicating normal 
fertility is stated to be 80% of normal forms. The 15 normally 
fertile men (group A) show a range of 16-35% of morpho- 
logical abnormalities, and 60% of group B have 20-40% of 
abnormal spermatozoa.’ 

Many excellent descriptions and illustrations of the Various 
types of abnormal spermatozoa have. been published. It is 
difficult to understand’ how different observers can disagree in 
deciding whether, say, a sperm head has a normal oval outline 
or is ‘deformed; whether there is a well-marked division 
between the clear anterior and the darkly staining nuclear half 


-of the head or whether it is just a pyknotic mass; whether a 


“collar” of _cytoplasmic material surrounds the middle piece ; 


-or whether this is straight or bent—to mention only a few 
‘common and obvious features. 


. The following case will illustrate the practical importance of 
what might be regarded as an academic point. 


A patient presented himself with an unusual semen „condition 
encountered by me in only two other cases., In a specimen of normal 
volume and good density 98% of the sperm heads were small, 
spherical, and pyknotic, and more: than half of them were surrounded 
they presented the appearance of degenerate 
spermatids—and the motility was poor. Yet the same patient 
brought two previous semen reports from a hospital drae Bs 
A slide 
of one of his previous specimens generously loaned to us showed 


the same grossly abnormal features. : 


Furthermore, ‘I believe that pregnancy produced by a speci- 
men showing impaired morphology carries an increased risk 


of early abortion; and, whether to prove or disprove this con- ' 


tention, it is obviously ‘desirable to. pay the utmost attention to 
acciirate differential counts. 

. The above’ descriptions refer only to the commonest 
sources of error encountered. But over and above these 


there are many more disagreements amongst Jaboratory ` 


workers and clinicians, They all tend to vitiate the attempts. 


' to provide an accurate diagnosis on which rational prognosis 


and treatment could be based. It is necessary to emphasize 
the fact that ‘the examination of semen requires adequate 
time and a highly specialized’ technique, and that there is 
an urgent need for standardization of methods if our past 
neglect of the subfertile. male is to-be remedied. 


i i 


Treatment ; oe 


I shall discuss in some detail only two substances i in com- 
mon use on: which the. material examined has enabled me 
to form an ‘opinion—namely, vitamin E and testosterone. 


Research is still in progress upon other methods of treat- ` 


ment, and it is | intended to publish the results in a future 
report. er : 


et 
F 
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Vitamin E—Forty-two unselected subfertile men, ex- 
cluding only cases of azoospermia, were treated with 

“ ephynal,” a synthetic analogue of vitamin E. The doses 
given were from 10 to 40 mg. daily over a period of from 
6 to 24 weeks. Six cases showed some improvement, seven 
showed some deterioration, and 29 were unchanged. Five 
cases in this group received additional doses of 5 mg. of 
methyl testosterone on alternate days at one time during 
the above treatment, and’ they were all in the “ unchanged ” 
group at the end. Subsequently, 34 cases treated -with 
corresponding, doses of natural vitamin E (“ fertilol ”) for 
periods of six to ten weeks showed similar inconclusive 
results ; the series was abandoned at this stage. Although 
I am not in a position to.deny that more prolonged treat- 
ment—one to two.years has been suggested—might. not 
prove of some value, I_do not feel justified in' advocating 
vitamin-E therapy on the evidence available. The above 
figures, in my opinion, could be found in a similar untreated 
group. Detailed figures of the “ephynal” group are pub- 
lished in the Proceedings of the Family Planning Associa- 
tion Conference on Infertility held at Exeter in 1948. 

Testosterone.—Fifty-three unselected subfertile men, 
again excluding cases of total: azoospermia, were given 
methyl testosterone in doses ranging from 5 mg. on alternate 
days (21 cases) to 10 mg. a day over périods of from four 
to eight weeks. Two cases improved, 18 (mostly reduced 
density) deteriorated, and 33 were unchanged. In addition 
to this group many cases sent to me‘for examination have 
been treated with testosterone elsewhere and sent back for 
re-examination. They received doses similar to the above, 
or injections of testosterone propionate in doses of 10- 
25 mg. once or twice a week, for periods up to 12 weeks, 
or testosterone implants. The only fairly constant effect of 
the larger doses, and occasionally of the lower ones, 6n the 
semen picture is a reduction of sperm density. As a rule 
this effect is only temporary, and, even if it is alarming to 
see a case of oligozoospermia reduced to azoospermia, the 
semen picture can usually be expected to resume its original 


, level a few weeks after the cessation of treatment. I 


consider that testosterone has no place in the treatment of 
However, provided the dose is not 
excessive, some cases might benefit from the temporary 
increase of libido it often produces. 

Treatment with the gonadotrophins would still seem 
to hold out some hope, ‘but reliable figures are not yet 
available. 


Selection of Cases for Treatment 


If it is difficult to assure the patient that any form of 
treatment will benefit him eventually, present-day methods 
of investigation can produce at least two definite and useful 
results: first, from the beginning to exclude from treatment 


‘those men ‚whose fertility is damaged beyond repair ; and, 


secondly, to eliminate those forms of treatment which are 
certain to prove useless in- a given case. 

The above refers mainly to cases of total azoospermia 
and oligozoospermia, and I consider it unwise to attempt 
treatment in such cases without first performing a testicular 
biopsy. A biopsy is a minor operation which can be per- 
formed in a few minutes at the consulting-room, clinic, or 
out-patient department, and leaves the patient fit to return 
to work next day. Itis an essential step in deciding whether _ 


„a case of azoospermia is due to blockage of the epididy- 


mides or vasa, or to failure of spermatogenesis. In a 
former case ‘only surgical treatment is likely to help; 

the latter, either absence of- spermatogenic cells will oe 
the patient hopeless or the finding of incomplete maturation 
may hold out some hope of stimulating the process. Again, 


a I 


` 
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in a case of oligozoospermia the presence of a few fully 
active seminiferous tubules with complete inactivity in the 


’ remainder indicates little prospect of improvement, whereas 


if most tubules are found to be active, but ata reduced rate, 
treatment is well worth trying. a 

Only 128 biopsies have been performed at this laborato 
to date, and if nothing has been achieved beyond the fact 
that 27 patients could confidently be advised to abandon 
treatment, I fecl amply repaid by the considerable time and 
expense thus saved. ` 

The subject of testicular histology and its correlation 
with semen findings and with the effects of treatment is 


likely to prove of the greatest importance. Itis mentioned- 


here only briefly, as material is being collected for a more 


Lad 


Summary 


A survey is made of the semen findings in 3,182 male partners 
of subfertile marriages, 125 of whom produced pregnancies 
subsequently. A separate group of 15 selected normally fertile 


‘men is described. Cases are quoted illustrating the need for 


adequate investigation of the male and for standardization of 
seminological technique. 


I am indebted to Roche Products Ltd., Vitamins Ltd., Ciba 
Laboratories Lid., and Organon Laboratories Ltd for the generous 
free supply of their products for our experimental scries. 
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This is an interim report on the treatment of a patient 
whose lost thumb we have restored by a method seldom 
used, and one not everywhere held in good repute. Never- 
theless we believe the method has advantages which should 


be seriously considered in cases in which restoration of a 


missing thumb or finger is thought to be desirable. 


Nicoladoni (1900) introduced the method in 1898, and 
he reported an instance of successful tendon function when 
a toe had been used to replace an injured thumb. 
Gueullette (1930) reported from the literature’ 12 instances 
of the transfer of the big toe and five of the use ofthe 
second toe: there were only three good results. Five of 
the toes necrosed and the remainder were stiff and useless 
(quoted by Bunnell, 1949). We can find no record of the 
use of the method in this country until 1947,.when J. B. 
Cuthbert demonstrated a successful result in a man at the 
Plastic Centre at Rooksdown House, Basingstoke. Cuthbert 
stressed the fact that selection of this method depends on 
the size of the big toe. A massive bulky toe is of little 
use because of its unpleasant appearance. Bunnell, in 
condemning the method, writes: “ The second toe is too 
narrow and weak and the great toe is too gross.” He 
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draws, attention to the disappointing results up to 1930, but 
states that he has seen one case successfully operated on > 


_by H. Hoyle Campbell, in which suture of the digital nerves 


had been followed by some return of sensation but without 
stereognosis. 


The possibilities of a successful nerve suture, restoring 
cutaneous sensibility, and the maintenance of motion in 
the transferred interphalangeal joint make the method 
attractive. A point of great importance with many of the ` 
younger patients, particularly girls, is the appearance, of 
the new thumb. To Jook well, a repaired digit must have 
a nail of appropriate length and skin of colour and texture 
approaching the normal. Other methods of reconstruction 
will cater for length and,’to some extent, skin texture, but 
only by digital transfer can a nail be restored. 


Unless the new thumb is elegant and ‘functional the 
patient will develop “ cover-up ” mechanisms and will avoid 
use of the laboriously produced digit, which is often of 
more satisfaction to the surgeon than either function or 
appearance can justify. i 


Case Report 


The patient was a girl aged 9. When 2 years old she feil on 
to an electric fire and burnt both her hands. The burning was 
so severe that all the digits of the.left hand were destroyed. 
The burns of the right hand were less severe, but there was 
sufficient scarring and ankylosis to impair function. 


' Fig. 1 shows the condition of her left hand at the age of 3, , 
in 1942. The maximum loss is in the index finger and thumb, 
only the epiphyses of the proxi- ' 
ma] phalanges remaining. The 
middle finger is represented by 
most of the shaft-of the proxi- 
mal phalanx, and the fourth 
and fifth fingers have been 
similarly destroyed. 


When the child was 3 Sir 
Harold Gillies replaced the 
palmar scar by a dermatome 
graft. Later he deepened the 
first cleft by a large dorsal rota- 
tion flap with a free skin graft 
to the secondary defect. These 
operations were completely 
successful. ` 


Six years later it was clear 
that the child could not develop 
a proper pick-up mechanism 
between the thumb stump and 
any digit, as the thumb stump 
was too short to be opposed 
even to the longest finger stump. Sir Harold Gillies. 

Choice of this method of re- : 

pair was suggested by Sir Harold Gillies. in the light of Cuth- 
bert’s case, because of the age and sex of the patient, and was | 
influenced by the fact that her big toes were neat and not bulky. 
The tactics of the surgical campaign were explained to the 
parents so far as was: possible, also the discomfort to be borne 
and the fact that the method was one that had seldom been 
used. The foot on the same side was chosen, as the hand can 
comfortably lie on the foot on the proper axis with less strain. 
The digits of both hand and foot lie parallel, and zinc oxide 
strapping ensures adequate fixation. The technique of the 
operation is described below. 





Fic. 1.—The hand at 3 years 
of age. Only the stump of the 
proximal phalanx of the thumb 


remains. The stumps of the 
medial four ‘digits are bound 
to the palm. At this stage the 
complete palm was replaced by 
a dermatome graft and the 
digital stumps mobilized .by 


Subsequently the transposed toe was shortened, with oblitera- 
tion of the volar groove. The cleft between the middle and 
index fingers was deepened to increase their active length and 
aid the development of a pick-up mechanism. The extensor 
tendons of the thumb and transposed hallux were joined. 
Figs. 2, 3, 4, 5, and 6 show the appearance and condition of 
the hand. 
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Suture of the digital 
nerves has yet to be 
done, but an appreci- 
ation of deep pressure 
returned to the pulp 
three months after 
operation. After 10 
months there was 
some appreciation of 
pin-prick all over the 
pulp. Appreciation of 
deep pressure, which 
is present everywhere 
in the pulp, may 
possibly be referred 
from the stump of 
the true thumb. 


The patient already 
has the ability to pick 
up and hold fairly 
bulky objects, such as 
a pencil or a fork (Fig. 
5), but is handicapped by the instability of the union between 
graft and host. Although stability is increasing it is almost 
certain that a bone graft will be necessary to produce union 
between the phalangeal fragments. At a very much later stage 
it may be practical to do a flexor tendon transplant or graft. 

The colour.of the new thumb 
is more pink than a normal one, 
but there is a brisk capillary re- 

.Sponse to pressure. The pulp 
of the toe has shrunk since 
transfer, ‘and this reduction in 

. overall bulk has improved the 
cosmetic appearance and pro- 
duced a thumb nearer to nor- 
mal size. Further thinning by 
surgery may yet be desirable, 
and is certainly practicable. 

The stump of the toe on the 
foot is soundly healed and 
stable ; the patient runs, dances, 
and plays hockey without dis- 

ability. l 

Technique of Toe-Thumb 
Transfer 
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Fic. 2.—The attachment. The hand is 
shown inserted underneath the dorsal 
flap. This photograph was taken a 


month after the attachment. 





Fic. 3.—The big toe on the 
hand immediately after being 
detached from the foot. Tt is 
too long, too thick. and there 
is a deep volar groove. 

order to get a broad attach- 


ment of raw surfaces, such as may be expected to nourish 
the toe when its digital vessels are divided, a large dorsal 
flap is necessary. This must be hinged distally, and for 
safety is therefore best delayed. A circular flap (Fig. 7), 
about 8 cm. in diameter and leaving the proximal and distal 
pedicles of 4 cm..intact, was elevated and then sutured back 
in position (a bigger 
and broader flap 
would have per- 
mitted the transfer 
of two or more toes). 
For the next two 
weeks the patient 
practised maintain- 
ing for increasing 
periods the posture 
that was to be neces- 
sary during the 
period of attach- 
ment. At operation 
the proximal pedicle 
was divided and the 
flap elevated up to 
its distal pedicle at 





Fic. 4.—Photograph of the two hands 


eight months after the transfer, but 
before elongation of the third digit by 
deepening its webs. 


Method of Attachment.—In 


the base of the big toe. The 
proximal phalanx of the big 
toe was divided through the 
middle of its shaft. The ex- 
tensor hallucis longus was 
divided about 10 cm. from its 
distal attachment. The raw 
area on the dorsum of the 
foot was covered with a hand- 
cut split-skin graft. The scar 
on the thumb stump and an 
area of dorsal skin smaller 





Fic. 5.—The pick-up mech- 


anism present between the 
than the foot flap were eX- third digit and the recon- 
cised. This stump with its structed thumb ten months 


dorsal raw area was then in- fler operation, 


serted under the foot flap. The extensor hallucis tendon 
was sutured proximally under the dorsal thumb-skin. The 
foot flap was sutured to the margins of the thumb defect by 
interrupted, fine serum-proof silk sutures. 

Period of Attachment.—-Zinc oxide strapping fixation 
between hand and foot was used. It was not completely 
effective, and some detachment on the lateral side of the 





Fic. 6.—Radiograph eight months after the transfer of hallux to 
base of thumb. The new digit is decalcified compared with the 
bones of the right hand. but not so much in comparison with the 
phalangeal stumps:on the same side. There is a gap between toe 
ane thumb phalangeal fragments which is to be filled with a bone 
gralt. 


4 


flap occurred. For this reason the period of attachment of 
the hand to the foot was increased from four to six weeks. 
The posture caused continuous discomfort and pain for the 
first three or four 
days, during which 
time morphine was 
often necessary. 
Subsequently mas- 
sage and changes 
in posture con- 
trolled most of the 
discomfort. 


Method of Divi- 
sion—At two weeks 
the medial digital 
nerve and vessels of 
the hallux were 
divided, and at four 
weeks the lateral 
vessels and nerve. 
It would have been 
better if the nerves 
had been divided 





Fic. 7.—Diagram to show proportions 
of delayed flap (width of flap 8 cm. 
at widest point). In a subsequent case of 
complete adactyly at present under treat- 
ment a dorsal flap comprime the skin 
and subcutaneous tissues of the dorsum 
of the foot from 3 in. (7.5 cm.) proximal 
to the bases of the toes has been used. 


f 
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well proximally, as the extra length so' obtained ‘would 


facilitate suture with the thumb digital nerves. At six. 


weeks’ the remaining volar attachment of the toe and the 
flexor tendon were divided.. The toe stump was ‘covered 
with:asplit-skin graft, and some split skin was also spread 
on the volar defect of the thumb at the level of the attach-. 
ment. Healing of thumb and foot was complete two weeks 
later. i : 7 


Discussion 


There are good points and bad points about all current | 
methods of thumb reconstruction or elongation—that is, 
about pollicization of index, abdominal tubed pédicle plus 
bone graft, phalangization, and the Gillies “ chapeau flap” 
with bone graft. - l 

A successfully pollicized index, having full mobility and | 
sensation, gives much the best functional result, but the. 
appearance is that of a lobster claw and can be ‘grotesque. 
Furthermore, in our experience a pollicized index has 
tended with time to fall back into its original plane flush 
with the other three digits: For these reasons the method 


' may not appeal for certain cases, particularly young female - 


patients. g 


An opposition post madė of a tube pedicle plus bọne 
graft is rigid unless borne on a mobile metacarpal stump. 
Its sensation remains poor and is always lacking in stereo- 
gnosis. It is often of very poor appearance, and increasing 
mobility of the abdominal skin on the bone graft inter- 
feres with its usefulness‘as a gripping mechanism. It is, 


nevertheless, the alternative method of choice for adult ' 


males when, owing to loss of other digits, pollicization 
_cannot be done. 

In partial losses the thumb may have its apparent length 
increased and its function- improved by deepening the first 
web—that is, the operation called-by Bunnell “ phalangiza- 
tion.” The method is a useful one for cases with substantial 
remnants of the proximal phalanx. 

The, Gillies “chapeau flap,” by 
which an additional 1 in. (2.5 cm.) 
may be added to a thumb stump, is an 
alternative method for similar cases. 


the thumb stump and is based distally 
on the lateral side of the first web—a 
precarious attachment and one best 
delayed. When the flap is elevated 
and displaced distally, a 1-in. bone 
graft is inserted under it into the, 
phalangeal stump to elongate it. A 
‘free skin graft covers the proximal 
secondary defect. A considerable 
return of sensation occurs in these 
stumps, as the repair is by hand skin 
which has touch corpuscles. This 
repair is most suitable for adult males, 
but it makes no attempt at restoration 
of normal appearance or of inter- 
. phalangeal movement in the thumb. 
It is reasonable to suggest, in view 

of the limitations of other methods of 


-” 





Fic. 8.—Diagram 
show delayed 


to 
dorsal flap used for 
transfer of five toes 
(in a case of con- 


genital adactyly al 
present under treat- 
amen The flap is 
elevated between 


t inci- SP oe . : 

an parali S thumb repair in spite of their value, ` 
vinterval of at least that the advantages of a hallux-thumb 
duvided cae i transfer should be given more con- 


. dotted line and ele- 
vated again up to 
the base of the toes. 


sideration. This .holds particularly 
for the young, who stand the posture 


This large flap gives best and who suffer most psycho- 


additional security logically from the appearance of a 
to the pedo-carpal ie . . 
transfer missing digit or an ugly repair. The 


4 


The flap contains most of the skin of 


three cases (of which one is reported here) done. in this 
country are known to have been successful. In the third 
case (Fig. 8), where all five toes have been transferred- to 
the hand, all the transferred digits are viable (case under 
treatment at the moment). Previous experience (Gueullette) 
has probably exaggerated the hazards of the method. - 
Adactyly.—The method would seem to be of special value | 
for trial in congenital absence of all digits. There are 
no greater surgical difficulties in transferring five toes - 
than in transferring one—indeed, the dorsal flap for five 
toes is larger and therefore safer (Fig.-8). The toes with 
their nails provide the only repair which can give a reason- 
able match to normal fingers for these difficult. and 
distressing cases.’ : j: 


It is a pleasure to acknowledge our thanks to Sir Harold Gillies, 
who referred this case to us both with the suggestion that we adopt 
this method and with much valuable advice,on how it could best 


` be done, 
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Prolapsed Intervertebral. Disk After 
Lumbar Puncture | : 


It would seem from the increasing number of cases of 
prolapse of the disk with a history of symptoms beginning . 
after lumbar puncture that this hazard of the procedure 
is more common than is generally accepted. The case 
described below illustrates the normal sequence of events 
where damage has occurred to the disk. The condition 
was finally cured by operation, the laminectomy findings 
‘being in support of a possible rupture of the disk by a 
needle. ; : 


i 7 CaSE REPORT 


1 


- The patient, a young man aged'22, stated that he had had 
trouble with his back since November, 1945. At this time 
he was given spinal analgesia in a military hospital in order 
to carry out a radical,cure of an inguinal hernia. Unfortu- 
nately this analgesia was unsuccessful, and, furthermore, while 
the needle was being inserted he felt a sudden sharp pain down 
the sides of both legs and they shot out into the extended posi- 
tion quite involuntarily. It is interesting to note that this was 
followed by a spinal headache for as long as 14 days after the 
operation. From that time he developed attacks of backache 
which could be brought on by such minor trauma as‘jumping 
down from a lorry. a 
When seen in the orthopaedic department of the ‘Coventry 
and Warwickshire Hospital he was suffering from left-sided 
sciatic pain extending down the outer side of the thigh and into 
the ‘anklé; which he had had for three months. This was the 
first attack of sciatica’ that he had experienced. 
On examination he was found to have a slight degree of 
scoliosis convex to the left, which he stated had ‘been 
much worse. Forward flexion of the spine was grossly. dimi- 
nished, but lateral fiexion Was fairly free. There Was ho 
evidence of disturbance of sensation or reflexes of the limbs. 
A radiograph of the lumbar: spine showed a narrowing of the 
disk space between [4 and 5. It was decided to explore the © 
above disk space, and the patient was admitted to hospital. 
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“works in a rural district. 


Laminectomy was carried out by Mr.'N. W. Nisbet. The 
laminae of L4 and 5 on` the left side. were exposed and the 
ligamentum subflavum was removed. : The dura/was found to 
be ‘pulsating’but bulging. On retraction of the dura and the 


fifth lumbar nerve root medially a very marked protrusion. of, 


the intervertebral disk’ could be sedi. This had ol bviously Been 
producing pre ‘pressure on the fifth root. Almost immediatély the ' 
‘protrusion had been displayed disk material began to exude into 


{ the space behind the dura in a manner similar to the exudation 
4 of sebaceous material from the minute aperture in a sebaceous 


cyst. The whole of the disk material was removed in the usual 
manner, — 

` Post-operative progress was uneventful, the patient’s sciatic 
symptoms being completely relieved; although he complained 
of some coldness of the left foot. There was no evidence’ of 
any sensory disturbance. E 


There seems to be little doubt that this-disk lesion was 
the direct result of a puncture of the annulus fibrosus of 
the intervertebral disk. The exudation, of nuclear contents 
through a small aperture supports this causation. 


I am indebted to Mr. N. W. ‘Nisbet for permission to publish 
this case. - 


J. N. WILSON, \F.R.C.S., 


Orthopaedic Registrar, Coventry 
and Warwickshire Hospitais 


Pad 


A Case of Human Myiasis 


While acting as medical officer in Charge of -a* German 
P.O.W. working camp in Buckinghamshire I saw a case 
of human myiasis. As this is unusual in ‘England the case 


l 


history seems to be worth recording. . : 


CASE REPORT 


The patient. a 27-yéar-old German P.O.W., had had a radical 
operation for left otitis media in 1940. He said there had 
always been a purulent discharge from ‘the left ear since, com- 
bined with vertigo on thermic irritation. The patient was seen 
by: British and German E.N.T. specialists, who recommended 
various kinds of treatment, but without any effect on the dis- 
charge. The ear was cleaned and iodine ities 1% insufflated 
regularly. , 


In the summer of “(947 he had an apena job at a brick- 


- sick, complaining of intensified trouble with his left ear, a feel- 


ing of pressure, and some pain of two days’ duration. - There 
was also a slight discharge of pink-coloured matter. ` 


‘Examination with the auriscope revealed the _following 
picture. In the’ external meatiis there were some Jarvae 
(obviously belonging to a kind’ of fly) moving in a- lively 
‘manner. The interior parts—i. e., the former tympanic. cavity 
~—were filled completely by a moving mass. It was a solid 


= block of larvae lying parallel and swimming in a pink serous 


fluid ; the ‘heads of the maggots were directed to ne inner ear 
and ` only the bigger tails were visible. ' 

As I knew the “normal” state of this ear very well and as 
a removal of all the larvae by means of forceps seemed to be 
impossible, I tried very cautious rinsing with normal saline. At 
first 'the larvae were removed quite easily and without any 
-untoward effect ; but it soon became clear: that a number were 
still - -present in small sinuses. stretching‘ into the posterior wall . 
of the tympanic cavity and of the external meatus. As they 
were very tightly packed and the entrances of the sinuses were 
rather narrow, the maggots had to be removed by forceps one 


, by one. A- final counting revealed that ote had been 57 larvae 


within 1 his ear. j 

l "Examination after complete clearance dowei the ear to be 
quite clean, without any trace of pus. The sinuses: into the 
` posterior wall did not exist in the “normal” state ; they were 
to be-regarded as caused’ by’ the parasites. Close observation 
during the next few days showed that pus had formed again 


a od 


and that the sinuses- had closed ee ` The further course of 
me case was uneventful. f 


COMMENT 


Unfortunately it was impossible to save the larvae for 
metamorphosis into flies, so it was rather difficult to decide 
on the species. Dr. J. S. K. Boyd, of the Wellcome 
Laboratories of Tropical Medicine, stated that they 
belonged to “ one of the species, of the genus Lucilia, prob- 
ably L. sericata or L. caesar.” 


The genus Lucilia (blow-flies) is the one most often 
encountered in human myiasis in Europe; -but cases are 
very rare there compared with tropical countries. Myiasis 
due to larvae of the blow-flies is always superficial only. 
Sometimes the larvae. are primary parasites—i.e., they 
attack healthy tissues. Mostly, however, the eggs are 
deposited on necrotic and putrescent matter (secondary 
parasitism), as in this case. Commonly the fly deposits its 


, eggs in some quantity and the larvae get rapidly to work. 


Late in Septemiber, 1947, he reported ` 


In hot climates (the summer of 1947 was very hot) it takes 
16 to 24 hours for the eggs to hatch ; after four‘to seven. 
_ days the larvae are fully grown and proceed to > Larig the 
chrysalis. ” 3 

Of practical importance is the fact that some of these 
parasites live on necrotic tissues only, while others, after 
starting ffom necrotic matter, secondarily attack. living 
healthy tissues as well. ` L. caesar belongs to the former 
group, whereas L. sericata attacks living surroundings (the 
sinuses in the present case): both are therefore apt to 
cause very serious complications, such as perforation of 
the epitympanic bone and secondary infection of the: 
-meningeal spaces. 

Contrary to surgical experience, the deme effect of 
thé allantoin formed by the larvae was not lasting : a few 
days after removal of the maggots pus was present as 
before. 


I am obliged to Drs. Lucas and Sherris, of the Central Pathology 
Laboratory, E.M.S., Stoke Mandeville Hospital, Bucks, for their kind 
help. May this short note be a token of my gratitude to all British 
colleagues, who, through 16 months, gave me so much help and 
assistance and showed that medicine does not know national barriers. 


a 


Mayen, Germany. HELLMuT W. F. BRAUNECK. 
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A pamphlet by Marion E. A. Williams entitled Focus on the 
Disabled has recently been published by Michael Works, Ltd. 
The founders of this company were “a small group of people 
convinced «that disabled persons, previously regarded as un- 
employable, could be trained and employed in producing useful 
goods which could be offered in the open commercial markets 
at normal prices.” Michael Works, Ltd., began work in 1946, 
small articles of woodware and simple occasional furniture 
being produced. The supervising staff consisted of managing 
director, secretary, medical officer, physiotherapist; industrial 
, psychologist, and foreman. Close co-operation was maintained 
with the local resettlement officer of the Ministry of Labour. 
‘The disabilities of the workers employed in the factory varied 
from spastic conditions to neuroses. .It was soon found that 
the workers could be trained to produce articles with a standard 
of quality as good as anything existing on the market, and the 
company has been successful in tendering for such work as the 
‘repair of school desks for the L.C.C. and for making new 
furniture for old people’s homes. Any falling off- in the 
working capacity of an employee is’ the signal for immediate 
consultation between the medical officer, managing director, 
and foreman. “In this way the medical knowledge available 
has been applied in practice at the earliest possible moment, 
‘with great saving in ill-health and absenteeism.” 
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DOCTORS DRUGS 


The British Pharmaceutical Codex, 1949. (Pp. 1,562. l 
_ £3 3s. Inland postage 1s.) London: The Pharmaceutical 
Press. 1949. 








Early in the century medical treatment consisted largely in- 


the elaborate prescription of medicines elegantly flavoured, 
meticulously bottled, and exquisitely labelled. If 80% 


‘of these bottles had been poured into the sea the 


fishes only would have suffered. In that age, therefore, 
a knowledge of the action and uses of drugs was of second- 
ary importance. It is very different nowadays. Medical 
men, often of modest attainments, find themselves—Jovelike 
—hurling terrifying therapeutic thunderbolts, and it now 
behoves them to know more about these alarming weapons 


of their trade than can be gleaned from the pharmaceutical 


advertisements which litter their breakfast tables. 

In the British Pharmaceutical Codex of 1949 can be 
found all—and a good deal more—information than the 
doctor can ever expect to master about the preparations, 
doses, actions, and uses of drugs. There are in addition 
sections on serums and vaccines, preparations of human 
blood, and surgical sutures ; and a formulary of prescrip- 
tions—hardly'a pocket prescriber, as it involves oyer 300 
pages—some of which have a faintly nostalgic nineteenth- 
century flavour about them but which must provide for 
every possible therapeutic contingency. 

If only for the descriptive paragraphs on the action and 
uses of drugs this work should appeal to medical men as 
‘well as to pharmacists. These descriptions are master- 
pieces of ‘concise, accurate, and comprehensive informa- 
tion, and on occasion do not hesitate to point out the 
worthlessness of the drug under discussion. It is perhaps 


prophetic that the sections devoted to the preparation of. 


human blood and to: surgical ligatures contain no Latin 
names: it would have been a nice exercise to translate 
“Concentrated Human Red Blood Corpuscles” into the 
more humane letters. 

Although over 300 drugs have been deleted from this 
edition of the Codex, yet the pruning knife might with 
advantage have been used even more drastically. If the 
volume has a fault it lies in its perpetuating some drugs 
and prescriptions which have long since had their day and 


been found wanting. The work is otherwise an invaluable, 


and handsome encyclopaedia of pharmaceutical, pharmaco- 
logical, and therapeutic knowledge which is a monument 
to the industry and erudition of the committee of the 
Pharmaceutical Society which has been responsible for its 
publication. 
D. M. DUNLOP. 


ILLUSTRATIONS OF MARROW PATHOLOGY 


An Atlas of Bone-Marrow Pathology. By M.C. G. Israëls, 
M.Sc., M.R.C.P. Illustrations by D. Davison. (Pp. 79; 
12 coloured plates. £1 10s.) London: William Heinemann 
Medical Books. 1948. 
‘This book contains about 50 large pages of text and 
12 plates, all printed on art paper and well bound. 
The text is excellent. It begins. with a concise account 
of the nomenclature of the blood cells and their develop- 
ment. Brief details of technique. are given, and the 
morphology of the marrow cells is described. There follow 
short descriptions of the blood and bone: marrow tn health 
and disease. 


` amentia. 


The book has already received the compliment of being 
accepted as the standard English manual of haematological 
nomenclature. It must nevertheless be confessed that the 
plates are disappointing. They are greatly inferior to 
productions in other countries—for example, Schulten’s 
Sternalpunktion, or Blackfan, Diamond, and Leister’s 
Atlas of the Blood in Children. The delineation of blood 
cells is as specialized an art as the painting of miniatures, 
and artists who are otherwise excellent often fail at it.. ` 
Haematological nomenclature is so controversial a subject — 
at the present time, and European opinion has been so 
unanimously opposed to the new terminology for. the red 
cells and their precursors recently introduced by Osgood 
and others in the U.S.A., that it is unfortunate that Israél’s 


fine text and diagrams are so inadequately supported by the 
plates. 


r 


L. J. Wrrrs.. ` 


‘ 


THE AETIOLOGY OF MONGOLISM 


Mongolism (Peristatic Amentia). By M. Engler, M.D. 
(Pp. 208; 28 illustrations. £1 1s.) Bristol: John Wright 
and Sons. 1949. 
In his preface to this monograph Dr. Engler makes a two- 
fold claim, and it is upon the validity of this claim that 
his book must be judged. He writes : “ This monograph 
is intended both as a summary of everything that has ever ' 


‘been published on the subject of mongolian idiocy and 


‘as an attempt to show that there can only be one explana-: 
‘tion of its cause.” 


The nature of this unitary cause he 
states to be “a congenital degeneration or malformation 
produced by the implantation of a normal ovum, not 
affected by any heredity.taint, in a pathological, i.e., 
diseased, uterine mucosa, which is unable to supply the. 
embryo with sufficient nourishment. . . . This damage to 
the mucosa ... and this alone, is the basic cause of 
mongolian idiocy.” 

No other form of degenerative abnormality has received 
more attention than mongolism, and Dr. Engler has lévi- 
dently read, widely the literature of the subject and. the 
large number ‘of explanations of causation which have 


. been put forward.. These he reviews systematically, but, 


in spite of all the arguments which he adduces in support 
of his own, it is doubtful if his positive assertion quoted 
above will command general acceptance. 
considerations which militate against this theory as a com- 
plete explanation, depending as it does on so many 
assumptions. Until it can be proved that a diseased uterine 
mucosa always precedes and predetermines the birth of a 
mongol but not that of other forms of congenital amentia, 
the argument must be considered as belonging to that type 
of faulty reasoning known to logicians as Inductio per ` 
simplicem enumerationem. 

On the other hand, the extraordinary uniformity in 
physical and temperamental attributes shown by mongols, 
whatever their nationality, places the type in a clearly 
defined class distinct from all other forms of degenerative 
Another point which has some significance in 
this connexion is the well-attested class-selectivity, for 


mongolism occurs with far: greater frequency amongst the 


professional classes and highly intelligent thoughtful crafts- 
men than in the unskilled labourer class. It cannot be 
argued that this disparity is due solely to a differential 
infant mortality rate which carries off all the mongolian. 
infants at birth or before their condition can be recognized. 

So convinced is Dr. Engler of the validity of his patho- 
logical explanation that he proposes it should be implicitly 
enshrined in the term ‘“ Peristatic Amentia,” which he 
would substitute for that of ‘‘ Mongolism.” But’ this 


There are many , — 
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proposal to change from a term which for 80 years has. 


admirably described the condition and has been universally 
accepted is not likely to recommend itself to many physi- 
cians, whose verdict on the theory which Dr. aad asserts 
so positively will be “ ‘not ‘proven.” 


G. A. AUDEN. 


ANATOMY OF THE NERVOUS SYSTEM 


Neurological Anatomy in Relation to Clinical Medicine. 
By A. Brodal.‘ (Pp. 496; illustrated, £2 2s.) Oxford: 
The Clarendon Press. 1948. 


` Functional Neuro-Anatomy. 
(Ppr -2425""199""figtires.” 
Kimpton. 
Dr. Brodal’s book will be indispensable to: students of 
clinical neurology and of the greatest value to those already 
in practice, for it is an authoritative neuro-anatomical 
textbook that emphasizes the clinical applications of the 
subject. It is a translation of Nevro-Anatomi, which was 
first published in 1943 in Norwegian and was so success- 
ful that the author was persuaded to produce an English 
translation. - 
Dr. Brodal’s approach to the subject is clearly the result 


By A. R. Buchanan: M.D. 
£1 12s. 6d.) London: Henry 


,of much careful thought. Although he is à neuro-anatomist 


of wide reputation he does not allow anatomical details 


to obtrude excessively to the, exclusion of physiological: 


and clinical observations, and he has managed to avoid 
including anatomical minutiae which, though of interest, 
are irrelevant to the purpose of the book. Despite this, 
carefully selected references to original papers will enable 
those interested to acquire as much detailed anatomical 
knowledge as is available. 


This book is not generally suitable for preclinical medical 


students. For one thing, it is too long. Secondly, it is 


. tn places difficult to read quickly, for the author has taken 


_— 


particular care when discussing controversial! points to 
make no statements or assertions without giving the 
evidence upon which they are based. Dr. Buchanan’s book, 
however, is intended primarily for the student. The author 
has set out to present the essential material in as few 
pages ‘as are compatible with an understanding of the 
subject. In this he has succeeded, and his concentration 
on the functional aspect of neuro-anatomy will not only 
maintain the student’s interest but also emphasize the 
importance of a sound. knowledge of the anatomy of the 
nervous system in future clinical studies. 

While most of the information contained in this book 
is an expression of current knowledge and opinion, there 
is a notable‘exception. The chapter on the rhinencephalon 
expresses views which are now known to be outdated. For 
instance, the hippocampus is still described as a cortical 
olfactory centre, whereas the work of Le Gros Clark and 
others has shown conclusively that there is no evidence for 
such a conception. It is possible that the manuscript of 
this - chapter was completed some time before publication, 


and it is to be hoped that this section will be revised in 


x 


the next edition. The references to the literature have 
intentionally been kept to a minimum, but those included 
have been judiciously selected from recent publications. 


G. WEDDELL. 


» 


PSYCHIATRY : A FRESH VIEWPOINT 
‘Human Personality and its Minor Disorders. By William 
Hsrrowes. M.D., F.R.S.Ed. (Pp. 260. 15s.) Edinburgh: 

E. and S. Livingstone. 1949. 
This book is an exposition of the psychiatric concepts 
formulated by Proféssor Adolf Meyer, who made a great 
contribution to psychiatric thought in America, and whose 


+ 


teaching has come to this country with many British 
psychiatrists who studied under him at Johns Hopkins. It 
is refreshing to encounter a viewpoint detached from the 
psycho-analytical theory which pervades most psychiátric 
literature at the present time. Dr: Harrowes has achieved 
this, and his book will therefore not please the confirmed 
analyst, but to dny reader with an open mind it will be 
intriguing and will provide a pattern into which clinical 
experience can be fitted and from which a psychiatric 


philosophy can be developed. 


The author maintains there is nowadays too great a 
tendency to make a neurosis out of the ordinary ups and 
downs of everyday life and to imagine that every worried 
Man is in an anxiety State. He develops the thesis that 
every personality is the resultant of mental and physical 
forces, and that by using these forces ıt adapts the environ- 
ment to itself or itself to the environment. 

To approach his patient correctly the psychiatrist must 
make an assessment of his own potentialities, attitudes, and 


. emotional habits and those of a few others, who must be 


chosen as being different from himself. From this self- 
analysis and its comparison with the observations made on 
others a degree of insight can be attained and a scale 
formulated against which clinical observations can be 
assessed. This process is analogous in its aim to the train- 
ing analysis of the more conventional analytical schools. 

The use of Meyer’s “ Life Chart ” is explained in detail. 
It is a method for recording under several headings the 
main episodes in the history and the bodily and emotional 
lives of the subject. It provides a simple graphic way of 
setting out the main points in a case history. Readers not 
conversant with the writings of Adolf Meyer may find the 
phraseology a’ little difficult and the introduction of the 
“ergasias ” confusing and even superfluous, but a biblio- 
graphy of Meyer’s works will enable the interested student 
to follow up his reading. 

It is unfortunate that only ten pages of the book are 
allotted to treatment, and in future editions a more detailed 
exposition of method would relieve the disappointment the 
reader feels after the detailed descriptive and diagnostic 
expositions. The work can be recommended as suggesting 
an interesting line of thought to all serious students’ of 
psychiatry. 

WILLIAM MOODIE. 


A GUIDE TO SPONDYLITIS 


Ankylosing Spondylitis. Part 1 by F. Hernaman-Johnson. 
M.D.. DN RE: Part 2 by W. Alexander Law, O.B.E., 
F.R.C.S. (Pp. 200: illustrated. £1 5s.) London: Butter- 
worth and Co. 1949, 


Before the first world war ankylosing spondylitis was 
regarded as a rare disease for which there was no effective 
treatment. How far its apparently greater frequency now 
is due to war conditions and how far to improvement in 
diagnosis is difficult to say, but it is still a reproach that 


‘it is often not recognized until three or four years after 


the first symptoms appear, when the patient is'crippled and 
the time for effective treatment has passed. This book may 
therefore be strongly recommended as a guide to the recog- 
nition and management of the disease, especially to doctors 
in general practice, as. well as on its merits, which are 
considerable. 

Dr. Hernaman-Johnson had an srcenionaii wide 
experience of the disease and the methods of. treatment, 
and it is a matter of great regret that he did not live to see 
the appearance of the book. Written in a clear and attrac- 
tive style and with excellent illustrations, it describes the 
condition from its earliest stage and discusses fully the 
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various forms of treatment—especially x-ray _ therapy, 
which’ is now recognized as the most effective method 
available. 
and though the author’s views on their value will not be 
universally accepted his wide experience in their use cannot 
be completely ignored ; but his advice about dosage must 
be studied, or harm rather than benefit may ensue. Drugs 
receive appropriate consideration, and the value of physio- 
therapy is stressed by both authors. A detailed description 
is given of methods in physiotherapy and of the exercises 
that may be performed at home, which are só important 
at all stages. : 

The section on the surgical treatment is’ based on the 
work of Smith-Petersen, of Boston. The treatment of 
crippling deformity of the spine and hips is fully described 
and illustrated, and other joints are not neglected. While 
this form of treatment demands highly skilled orthopaedic 
surgery the after-treatment falls within the province of the 
family doctor, who will profit from the admirable account 
giver of the management of the patient, of active and 
passive movements, and of the use of splints‘and supports. 


The book is to be recommended to the specialist in, 


rheumatic diseases as well as to the general practitioner. 
C.. W. BUCKLEY. 


PUBLIC HEALTH FOR UNDERGRADUATES 


By E. W. Caryl 


An Introduction to Public Health. 
15s.) Bristol: ‘John 


Thomas, M.D., D.P.H. (Pp. 263. 
Wright and Sons. 1949. 


Dr. Caryl Thomas has brought his useful book up to date. 
It is an amplification of his lectures to medical students, 
and contains in a digestible form the material necessary for 
_ examinåtions. A praiseworthy attempt has been made to 
cover all the subjects that comprise the hygiene course in 


many undergraduate medical schools, and the communi-, 


cable diseases have been included. The author has presented 
these topics in their- historical setting. It is unfortunate 
that he has not been able to give more space to, the 
personal, family, and social aspects of preventive medicine : 
these would have given life and colour to a branch of 
medicine which ought to be made more attractive to the 
young student. We are on the threshold of a revolution 
in general medical practice through which (as many hope 
and believe) the family doctor will devote his attention 
more and more to the preventive aspects of his art and 
to the promotion of health in the families under his care. 
Admittedly some enlargement of the book woild: be 
unavoidable, but interest would be increased and balance 
adjusted. The work is no doubt sufficient for the present 
time, but it sheds only a fitful light on that which is to 


come. . 
J; M. MACKINTOSH. 
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Failure of the Heart and Circulation, by Terence East, F.R.C.P. 
(2nd ed.; pp. 144; 6s.; London: Staples Press, 1949), can be 
thoroughly recommended for its grasp of a difficult subject, for its 
blend of classical and modern views, for its sense of proportion, 
and for the clarity and simplicity of its expression. It may be read 
with equal advantage by the undergraduate student, Membership 
candidate, and general practitioner. Left and right ventricular failure 
are distinguished; the theories of .heart failure are discussed in the 
light of both traditional experience and modern data; the physiology 
of the circulation is not neglected; high and low output failure are 
described; and there are chapters on failure of the peripheral 
circulation and on syncope. Treatment is discussed fully. There is 
little to criticize except the insufficient emphasis laid on the benefits 
of a low sodium diet in left ventricular failure and congestive heart 
failure; full details of such a diet might have been included with 
advantage. This is,a small defect in a refreshing and readable book 
_which does further credit to its author. ` - 


` 
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Vaccines and gold are also considered in detail, . 
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London: Staples. 1949. 


An Introduction to Clinical Perimetry., By H. M Traquair, 
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(Pp 129, 
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London: Lewis. 1949. 


176. 


Paul Ehrlich. By M. Marquardt. Introduction by Sir Henry 
Dale, O.M., M.D. (Pp. 255. 25s.) London: -William Heinemann. 
1949. |: 


~ 


N : 
The Psychologist in Industry. By M. E. Steiner. (Pp. 107. 
9s. 6d.) Oxford: Blackwell Scientific Publications. 1949. 


Transactions of the Medical Society of Loudon. Edited by 
W.,E. Tanner, M.S., F.R.C.S. Vol. 65. (Pp. 512. No price.) 
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FROM COW TO CONSUMER 
It is something of-an achievement that representatives 
of the medical and veterinary professions have met 
together in comñħittee and issued an authoritative and 
detailed report on the production, distribution, and con- 
trol of'milk supplies and agreed on a list of recom- 
mendations. That milk is “an essential food and the 
most dangerous vehicle for the spread of disease ” has 
long been well known to the medical profession, but’ 
this blunt statement of the Joint Committee should have 
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wide publicity throughout the country ; even in White- l 


hall its importance is apparently not fully appreciated. 
The milk industry is in a sorry state. The administra- 
tive machinery is confused, and the duties of officials 
overlap. Three Ministries are concerned. The Minis- 
try of Agriculture and Fisheries is responsible for pro- 
duction: on the farm and the Ministry of Food for 
distribution. The Ministry of Health, which should be 
. the most important, occupies “ the role of a very junior 
partner.” It is easy to discern in this the presence of 
administrative disorder and the apparent subordination 
of the health factor to other considerations. Each 
Ministry has its inspectorate, area officers, and local 
organizations : in addition there are four groups of 
administrative authorities acting locally, each with dit 
ferent functions, and the Milk Marketing Board laces 
the mixture. 

The Joint Committee agrees with the general inten- 
tions of the Milk (Special Designations) Act, 1949, and 
there is no doubt that if the Minister‘ of Food were 
prepared to use his new powers in specified areas to 
limit the retail sale of milk to grades sold under special 
designations, and to do so immediately in many areas, 
there would be a marked improvement in the‘ quality 
and, what is even more important, in the safety of milk. 
The opinion of the committee, a unanimous one, that 
there should be only two designations—tuberculin-tested 
and pasteurized—is sound. All other designations 
should be eliminated, and the time should come when 
there is but one type of milk, pasteurized tuberculin- 
tested. When that happens—and there is no reason why 
it should not—the: country will at last have milk that 
.is both safe and clean. As things are to-day milk pro- 
duced in clean conditions can-be unsafe when_it reaches 
the consumer. Dirty milk can be made safe but not 
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clean by heat treatment, but some milk sold to the 
public is both dirty and unsafe. The committee deplores 
the trends in legislation’ which have’ put too much 
emphasis on milk as an agricultural product and too 
little on milk as a food of importance to health. That 
the corhmittee is right is beyond question: if milk pro- 
duction is controlled by those-whose interests are wholly 
agricultural it follows that the nutritional and health 
aspects tend to be neglected. Clearly,,as the report 
suggests, the officers of local health authorities are the 
appropriate agents to supervise milk from cow to con- 
sumer, and their powers should be: increased rather 
than diminished. The medical officer of health and 
his staff have long experience of milk sampling and 
testing: more important still, he is the guardian of com- 
munity health and: the medical representative of the 
consumer. If the administrative responsibility was 
placed on local health authorities not only would milk 
be safer but there would be a saving in money and in 
man-power by the release of a large number of the 
officers employed by the many overlapping authorities 
now in existence. : 

Morbidity in dairy cattle is high, mainly because of 
faulty management. In addition to the dangers of infec- 
tion to consumers, the morbidity must be an enormous 
financial burden to agriculture: here at least farmers 
and health authorities have a common interest. The 
place of the veterinary surgeon is clear. He is the 
expert in the prevention and treatment of diseases of 
animals and should be the liaison officer between the - 
farmer and the public health officer. The eradication 
of tuberculosis from dairy cattle is going to be difficult 
to achieve. The ideal remedy would be the slaughter 
of all beasts reacting to the tuberculin test, so that 
in the course of time only tubercle-free herds would 
remain. ‘The effect of such a drastic measure would 
be an immediate and vast reduction in the amount 
of milk produced, and therefore it cannot be contem- 
plated. Nevertheless more vigorous action should have 
been,taken to avoid the unfortunate situation which has 
arisen from the drive in recent years to increase the 
quanfity of milk produced, in the interests both of nutri- 
tional and agricultural needs, with too little regard to 
quality and safety. It séems that the Minister of Agri- 
culture is now ready to act, for he announced last week 
the beginnings of a scheme to establish “ eradicafion 
areas,” from which all reacting cattle are eventually to 
be removed. ` 

The committee recommend, “All milk should be 
from tubercle-free cows and should be pasteurized.” 
This applies to the milk consumed in large cities, in 
towns, and in villages. Milk delivered in towns is stale 
compared with that consumed in rural districts, because 
of the time taken in transport to the populous centres. 
Paradoxically, milk sold in towns is safer because 
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‘pasteurization is carried out on'a large scale in the 


towns and only'to a small extent in the country dis- 
tricts. The, annual report for 1948, of the medical 
officer of health of Manchester, typical of reports from 
other large centres, contains some interesting figures. 
In the case of pasteurized and heat-treated milk 92% ` 
of samples passed bacteriological and chemical tests 
satisfactorily, and all samples were negative for tubercle 
bacilli. Of ungraded milks 66% of samples were un- 
satisfactory, and 15% were positive for tubercle bacilli. 
The bad effect of the bulking of milk is illustrated by 
the fact that samples taken from tanker lorries coming 


into the: city were all unsatisfactory bacteriologically, 


and 86% were found to contain tubercle bacilli on 
biological examination. This shows yet once more that 
housewives who cannot obtain pasteurized milk would 
be well advised to boil the family milk. The problem 
of providing the population with safe, clean milk from 


disease-free herds is by no means solved, but the report: 


of the Joint Committee points the way to some much- 
= needed improvements. | 


~ 





VISCERAL ACTINOMYCOSIS 

In the Bradshaw Lecture, which we publish else- 
where in this issue, Mr. V.. Zachary Cope discusses the 
subject of viscera) actinomycosis. Among advances in 
our knowledge of this disease not the least concerns the 
origin of the infection, and authors who have not. divested 
their minds of some of the more fanciful ideas enter- 
_ tained on this subject in the past may well take note of 
Mr. Cope’s categorical assertion that this infection is 
autogenous. That grass or straw could be the source 
of a micro-organism of fastidious growth requirements 
which include anaerobiosis has never been credible, and 
actinomycetes found in such material are now recognized 
as distinct species. 
—that the disease can be acquired from cattle. The 
actinomyces which produces jaw lesions in these animals 
closely resembles the human organism in most of its 
characters, but according to Erikson! differs from it both 
in fermentation reactions and in antigenic constitution. 
Erikson’s observations suggest that bovine and human 
_ actinomycetes are distinct, and, though it seems very, 

unlikely that the human disease is commonly acquired 
from cattle, it cannot be taken as proved that this never 
occurs. 

Among problems amece with this disease is one of 
nomenclature. The animal organism should clearly be 
_ called A. bovis, and there is a preference for calling the 
human A. israeli, though A. hominis. has been suggested 
and is probably justified in its implication that the species 
Ta Spee, Rep, Ser med Res Coun Lond. , No. 240, 1940, London: H.M.S.O. _ 

4 Belish ee aan 1948, 2, 830. 


5 Acta path. mi rabiol. scand., 1948, 25, 376. 
6 Arch, Surg., Chicago, 1948, ‘67, 202. 
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-from the disease. 


There remains one other hypothesis | 
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found in man is distinct and peculiar to him. The study’ 
of these fungi would be simplified if they were patho- 
genic for laboratory animals, but attempts to reproduce 
the disease in this way, even when as persevering and 
varied as: those of Rosebury and his colleagues,’ have 
had only minor and inconstant results. The evidence 
that the usual source of the infection is the patient’s own 
mouth, though in a sense circumstantial, is overwhelm- 
ing. The close association with trauma in this region | 
embraces not only dental extraction but compound frac- 
ture of the mandible, of which actinomycotic infection 
may be a consequence. Several workers have overcome 
the technical difficulties of demonstrating that actino- 
myces may exist in the gums of persons not suffering 
It is significant that Rosebury*® 
obtained the material on which his extensive studies of 
this organism are based mainly from a department of 
dental surgery. 

The second problem connected with this disease iS 
diagnosis, more particularly in its visceral forms. There 
is no disease of which the nature can be so obvious at 
necropsy when its features during life have been so 
obscure, and the physician or surgeon of long experience 
who has never seen an unexpected honeycomb abscess 
of. the liver in the post-mortem room is fortunate. 
Disease in the appendicular region has the most insidious 
onset and is most likely to be unsuspected, since its only 
sign for many weeks may be the failure of a sinus follow- 
ing appendicectomy to heal. Responsibility in this 
matter rests on both surgeon and bacteriologist. Of the 
former Mr. Cope writes: “I purposely repeat that a 
final and important cause of failure to diagnose actino- 
‘mycosis is that the disease may not be on the mental 
list of possible diagnoses which the observer goes through. 
as a routine.” The duty of the bacteriologist is similar: 
he must have this infection constantly in mind when 
examining pus from the neck, thorax, or right lower 
quadrant of the abdomen, particularly if it contains no 
other obvious pathogen. He must begin by using the 
naked eye in a search for granules, if he has been 
fortunate enough to be sent pus in a tube and not a: mere 
swab. Finally, he must not be content with aerobic 
culture and what he may find in it. An actinomycotic 
lesion which has been draining is often secondarily 
infected ; sometimes jt contains other bacteria even in 
its earliest stages. ` 

Mr. Cope’s remarks about treatment are more 
encouraging than anything’ which could have been 
written more than five years ago. As was observed in 
these columns last year,* there has been a two-stage 
improvement in the treatment of this as of many bacterial 
infections. Sulphonamides, particularly sulphadiazine, 
have a marked suppressive effect : that of penicillin is 


clearly more potent and sometimes actually curative. 


The findings of Holm’ on the effects of particle size on 
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the results of penicillin sensitivity tests suggest that the ` 


intact colony or “granule” in the body may be more 
resistant than its constituent elements, merely because its 
size and compactness prevent full penetration. Hence 
it is probably advisable to use fairly -large doses of 
penicillin from the outset, and it is certainly necessary 
to continue the treatment for a longer time than in most 
other conditions. All writers on this subject are agreed 
that the prognosis is now much improved. Campbell 
and Bradford® describe six cases exemplifying this 
change. Three of appendicular origin, occurring in pre- 
penicillin days and treated respectively with “ promin,” 
sulphonamides, and x rays, were all fatal.. One other 
fatal case was a man aged 84 in whom surgery was 
inadvisable: the remaining two—one thoracic, the other 
involving the liver—owed their recovery to penicillin 
combined with sulphonamides and surgery respectively. 
In the case in which surgery was successful a spherical 
liver abscess was wholly excised—an unusual surgical 
feat. The sensitivity of different strains of actinomyces 
to penicillin has been shown to vary, and for those found 
more resistant streptomycin is now a possible alternative. 





NECESSARY ‘ADJUSTMENT 
Deciding that the Ministry’s letter’ on the remuneration 
of general practitioners should not be taken as closing 
the matter, the General Medical Services Committee 
resolved at its special meeting on December 1 to send 
a deputation to the Ministry in order to discuss certain 
figures and to seek an assurance that the Government 
intends to fulfil the Spens Committee’s recommenda- 
tions—as it has promised to do. Throughout these 
negotiations the Ministry has carefully avoided stating 
its views in precise terms about what has come to be 
called the betterment. factor—that is, the figure by which 
the total pre-war income of general practitioners must 
be multiplied to translate it into the present value of 
money. The remuneration that general practitioners 
receive at present has never been anything but provi- 
sional. What is agreed between the Ministry and the 
profession is the total amount that general practitioners 
ought to have earned in 1939—£31.24 million. This is an 


estimate based on the Spens Report. The Spens Commit- _ 


tee also referred to the “ necessary adjustment ” that must 
be made to translate its recommendations into present- 
day terms. Though: the Government has accepted the 
Spens Report, it has never seriously discussed this 
important proviso in the Report. While the B.M.A. 
has taken pains to find out by how much the cost of 
living has increased, and obtained an expert opinion on 
it, the Ministry has not committed itself on the issue. 





1 British Medical Journal Supplement, 1949, 2, 218. 
3 Loc. cit. i 
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Committee, 


- After admitting? that the estimates of payments to 
general practitioners for the year 1949-50 fall short 


of the Ministry’s own calculations of the profession’s 
‘claim by some £4.7 million, the Ministry argues that 


the claim “compares... with the sum of nearly 
£49 million already being provided.” Apparently the 
comparison seems to the Ministry to be a close one; 
to thosé who receive the money it seems more dis- 
tant. The gap is wider still, in the view of the G.M.S. 
when the B.M.A.’s figures are com- 
pared with the Ministry’s, and the accuracy of some 
of the Ministry’s figures will be challenged when the 
deputation goes to the Ministry. The Minister’s view 
is said to rest “on the sheer merits of the case.” Merits 
are more difficult to compute than figures, and the pro- 
fession is unlikely to be satisfied with’ an attempt to 
refute its case by means of less rigorous arguments 
than its representatives used when preparing it. 

All would agree with the Minister that the country’s 
economic state precludes “ unjustified raising of remu- ` 
neration.”” But in the first place the general practi- 
tioner’s claim has been justified by a careful analysis 
of the figures, and in particular of the betterment factor, 
whereas the Ministry’s attempted refutation has not. 
And, secondly, it is misleading to speak of raising 
remuneration when what is now being paid was never 
agreed except provisionally. The profession will be 
gravely disturbed if the G.M.S. Committee has not 
received satisfactory assurances before its next meeting 
early in the New Year. i 





YELLOW FEVER IN AFRICA 


Knowledge of the distribution of yellow fever in Africa` 
was not very different 20 years ago from what it had been 
200 years earlier. Yellow fever was, it was thought, con- 
fined to the countries bordering on the west coast of Africa 
from the Senegal to the Cameroons, with possibly an exten- 
sion to the mouth of the Congo. After the discovery that 
the infection could be transmitted to rhesus monkeys and 
then to mice it became possible to devise protection tests : 
these indicated the presence of virucidal bodies in the sera ` 
of those who had once had yellow fever, and, since the 
immunity to one attack of yellow fever is lifelong, it was 


not difficult to determine the extent of the immunity in 


different age groups. Even before 1939 the mouse- 
protection test had disclosed that there were children 
with immune bodies to yellow fever in Uganda and in 
the Anglo-Egyptian Sudan as far east as the Blue Nile. In 
the absence of proved clinical cases, however, it is not sur- 
prising that colonial Governments were loath to conclude 
that yellow fever was endemic in their particular areas. 
But the large outbreak of yellow fever in 1940 in the Nuba 
Mountains removed the last possible excuse for disregard- 
ing the significance of the mouse-protection test. Since 
then the area in Africa where yellow fever has been found 
to be present has slowly but surely extended. Positive 


1 Ann. trop. Med. Parasit., 1949, 43, 182. 
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mouse-protection tests in the south- eastern part of the 
. Sudan were soon followed by recognition of a. clinical 
case. The infection was found in Eritrea, Somalia, and 
Kenya, and to the south the Balovale district of Northern 
Rhodesia also was shown to'be an endemic area. 

Recent surveys by Smithburn and his colleagues,’ čar- 
ried out between 1944 and 1948, indicate that the limits of 
the endemic yellow-fever area have not yet been reached. 
In various parts of Kenya, especially in the Langata forest, 
tests on children’s sera were positive. In Tanganyika 
immune children under 15 were discovered at Tanga, Lindi, 
` and Moshi. At Lilongwe, among other infected areas in 
Nyasaland, 7 of 37 children under 15 were. positive. In 


Northern Rhodesia positive results were obtained in all- 


areas investigated, and there is little doubt that along the 
Zambesi infection is common, for of 789 children and 2,266 
` adults examined no less than 229 were positive. This-is a 
higher rate than for any other country in the eastern half 
of Africa. Although Swaziland, so far as it has been 
examined, has given negative results, Bechuanaland ‘is 
infected: at Mohembo 3 of 24 tests on children were 
positive. At Massanga in Mozambique positive yesults were 
obtained in tests on adults and children. Since the endemic 
yellow-fever zone already extends at least as far south as 
Tsau, in Bechuanaland, just south of the twentieth parallel 
of latitude, the Government of the Union of South Africa 
now has certain important sanitary problems to face. Every 
_ year many thousands of African labourers migrate, mostly 
on foot, to the mines on the Rand from the Rhodesias, 
Nyasaland, Mozambique, and Bechuanaland. It is pos- 
sible that they may become the agents responsible. for the 


spread of yellow fever over South Africa.. Two possible’ 


courses are open to the sanitary authorities in the Union— 
the immunization of all labourers before they reach, the 
Union, and the eradication of all yellow-fever vectors, 
especially Aédes aegypti, within the borders of South 


Africa. Either course will be expensive and pequue care- ` 


ful organization. / 

Results of recent surveys EE are also of interest. 
For some time past the Egyptian authorities have been 
seriously exercised over the importation of yellow fever : 
positive results have been obtained in tests on adults and 
children in Nuba, Luxor, Safaga, and Kosseir. Plainly 
further tests are necessary, but meanwhile it is obvious that 
‘ the yellow-fever zone in Africa must be adjusted in accor- 
dance with the information now, available. 
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PENICILLIN IN PURULENT PACHYMENINGITIS 


The use of penicillin as an ancillary to the surgical treat- 
ment of intracranial infection has improved the prognosis 
in many cases which would otherwise almost certainly 
have ended fatally. Sir Hugh Cairns, Professor Dorothy 
Russell, and Dr. F. Schiller! have reviewed the results of 
_the treatment of purulent pachymeningitis over a 20-year 
period, both before and after the advent of penicillin. Of 
23 patients who received no penicillin on who were treated 
in the early period after its discovery when adequate sup- 
plies- were not available, all died ; while seven patients 


recovered out of 10 treated adequately with penicillin ’ 


combined with surgery. 
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Purulent pachymeningitis, a condition “ characterized by 
a film of pus of variable thickness in the subdural. space 
spreading over part or whole of one or both cerebral hemi: 
spheres,” is usually secondary to spreading osteomyelitis of 
the skull or facial bones, which itself is one of the rarer buta 
most serious complications of infection of the accessory 
nasal sinuses or middle ear. The condition is recognizedll 
clinically by the onset of widespread paralysis due tc 


. cortical damage, associated with a rise in -intracraniaMl 


pressure, and before the advent of penicillin usually 
ended fatally within two weeks. . Extradural abscess andi 
thrombosis or thrombophlebitis of the venous sinuses anda 
cerebral veins are frequent complications, and cerebrali 
abscess may. occur later. A remarkable finding in Cairns’s 
series was that in the 27 cases in which bacteriological 
reports were available the causal organisms in 25 were 
streptococci of anaerobic or non-haemolytic types. This 
is contrasted with | the findings in 22 cases of osteomyelitis 
of the skull not complicated by purulent pachymeningitis ; 
in 14 of these the infection was due to staphylococci. 

The treatment adopted by the authors was to administer 
penicillin. by the systemic, subdural, and subarachnoid 
routes and to remove large collections of pus as they arose 
by minor surgical operations. Intramuscular injections of 
penicillin in doses of 100,000 units three-hourly were begun 
immediately on diagnosis, and were continued for at least 
eight weeks in all-cases complicated by osteomyelitis, 
thrombophlebitis, or loculation of pus.in the subdural 
space. Although penicillin was shown to diffuse readily 
into the subdural‘space, experience. with two cases suggested 
the advisability of raising the local concentration by means 
of rubber catheters inserted through burr-holes. As much 
of a solútion containing 500 units per millilitre as the space 
would hold was instilled at three-hourly intervals ; this aiso 
had a mechanical action in preventing formation of local 
subdural’ abscesses. Subarachnoid or intraventricular 
penicillin was given if leptomeningitis ‘was present or, as 
a-prophylactic measure, if exploratory operations through 


‘an infected field were necessary; for the latter purpose 


injection of a single dose of 10,000—15,000 units into the 
ventricle was recommended. With this method of treat- 
ment the removal of large areas of, infected bone was un- 


necessary, surgical treatment being confined to removal of 


sequestra or persistent foci of infection. Subdural abscess 
developed in seven. of the 10 cases adequately treated with 


` penicillin, dnd the authors stress the importance of early 


recognition and treatment of this complication. The com- 
monest site was the posterior part of the falx cerebri and 
adjacent part of the tentorium, and on x-ray examination 
after the injection of.“ thorotrast,” into the abscess cavity 

a characteristic shadow was seen, which facilitated the 
differential diagnosis from cerebral abscess. Daily instilla- 
tion of 200,000 units of penicillin in 2 ml. through an in- 
dwelling catheter for at least five days was tonnag to be 
necessary to secure healing. 

The results of treatment in: the ‘six survivors who were 
followed for periods of from six months to five years were 
very satisfactory: functional’recovery was complete in five, 
including four with aphasia. The authors stress that good 
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results can be expected only if treatment is begun in the 
early stages; before subdural loculation has occurred ; but, 
since purulent pachymeningitis most commonly follows 


operations (even simple antrum puncture?) for chronic ` 


pansinusitis or mastoiditis, the authors suggest that in all 
such cases prophylactic penicillin should be given in order 
to prevent its development. The routine use of prophy- 
lactic penicillin in otorhinological practice will undoubtedly 
teduce the incidence of serious intracranial complications, 
which may follow any operative procedure however 
skilfully performed. 


‘STRESS, FIBRINOLYSIS, AND ATHEROMA 


Atherosclerosis 1s widely regarded as a stress disease which 
sontributes to the premature ageing of arteries, randomly 
curtailing intellectual or physical capacity and commonly 
shortening the days of man. Converging lines of investiga- 
tion—Duguid’s on the fibrinous origin of atherosclerosis, }-* 
Macfarlane’s on fibrinolysin activity of the blood during 
life,*-” and Mole’s on fibrinolysin and the’ fluidity of the 
blood post mortem*—open up a new approach to this aetio- 
logical problem. ‘There is the further promise of addi- 
tional valuable information from the concept of “ adapta- 
tion diseases ” developed by Selye,®-!° from his analyses 
of the body’s defences against stress and strain. Com- 
ment on Selye’s work-has already been made in leading 
articles in this Journal." 

As a result of his histological study of coronary arteries 
and aortas Duguid concludes that mural thrombi on vascu- 
lar endothelium can be transformed, by the interplay of 
fibrous organization, fatty change, and acquisition of fresh 
endothelial lining, ‘into typical atherosclerotic nodules. 
The frequency with which this transformation occurs is 
aot yet known, but the opportunities are plentiful : Duguid 
found that mural thrombi, either fibrinous or mixed, are 
common, and that at least some of them develop into 
atherosclerotic thickenings. ‘He makes the deduction that 
ihese thickenings may depend not only on factors which 
act on the tissues of the vessel wall but also'on those 
which govern fibrin formation in the circulating blood. In 
their investigation of the latter factors Macfarlane and 
‘his associates found that fibrinolysis activation in the blood 
-during life may be the initial result of a variety of stimuli 
having in common the exposure -of‘ body or mind’ to 
unusual stress, This activation in normal blood may be 
-a component of the. initial shock phase of Selye’s alarm 
reaction. Mole points out that during life there is a con- 
tinual production of fibrinogen by the liver, that this must 
involve a continual removal from the blood stream, and 
that normally some deposition of fibrin would be expected. 
Having investigated the relation between fibrinolysin and 
the fluidity of the blood at necropsies, he considers that 
fibrinolysin is most probably produced by the vascular 
endothelium and that this may be the natural physiological 
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means of preventing undue mural deposition of fibrin in 


‘health. Failure of fibrinolysis will promote the deposition 


of mural thrombi, which may form the initial lesion in 
atherosclerosis. Such failure, for example, occurs in infec- 
tion and cachexia, conditions which favour thrombosis. 
Mole concludes that there is an obvious connexion be- 
tween the presumptive failure of fibrinolysin to prevent 
mural thrombi and the view that atherosclerosis is a failure | 
in the body’s defence against stress and strain. The tenta-. 
live concept which emerges from these investigations has 


wide implications—that failure of fibrinolysis is related to- 


atherosclerosis and that both processes are threads in the 
variegated pattern of the body’s responses to stress. 


f 


RESPIRATORY DEPRESSION AND ATELECTASIS 


One of the more important of the several factors concerned 
in the development of post-operative pulmonary atelectasis 
is the: diminution of respiratory movements during the 
immediate post-operative period.1 Some interesting infor- 
mation about depressed respirations in the absence of com- 
plicating factors has been obtained by Swank and Smedal,? 
who studied the pulmonary changes during deep sleep in 
350 patients undergoing sodium amytal narcosis for the 
treatment of combat neurosis. It was found that respira- 
tions were shallow throughout the period of deep sleep, the 
tidal air being reduced from 550-750 c.cm. to 150-300 c.cm 
and the diaphragmatic excursion (observed by fluoroscopy) 
from 3 cm. to 1 cm. Periods of apnoea were noted during- 
the induction phase, but the respiratory rate returned to 
normal as sleep deepened. Cyanosis was present almost 
invariably and responded to inhalation of pure oxygen 
The depth of respiration increased on breathing 100% 
oxygen, and no further increase was obtained by the intro- 
duction of 5% carbon dioxide. Twenty-eight patients were 
examined radiologically before, during, and after the three 
days of narcosis. Ten of these showed changes which were 
considered to be the usual concomitants of deep sleep— 
aamely, symmetrical elevation of the diaphragm and 
narrowing of the thoracic interspaces. In addition, cloudy 

atches appeared in the lung fields of 18 patients, together 
sir treater elevation of the diaph diaphragm and narrowing of the 
interspaces on the same side. These changes were regarded 
as ‘sufficient evidence of pulmonary atelectasis. In four 
patients the atelectasis persisted for two to six days after 
the end of the treatment, and all these patients had fever 
and tachyprioea. The authors considered that the focal 
changes in the lungs were due to lobular_or segmental 
atelectasis, and that the fever was secondary to the lung 
changes. 

The occurrence of lobular atelectasis has often been dis- 
puted, since it is known that in normal conditions inter- 
alveolar gaseous interchange takes place via the pores of 
It has been shown, however, that when respira- 
tions are sufficiently depressed this. gaseous interchange is 
absent. Thus shallow’ breathing can contribute to the 
development of atelectasis in several ways: the bronchi. 





1 Brock, R. C., DO a Op. ET 1936, 86, 191. 
2 Amer. J. Med., 1948, 5 
3 Van Allen, C. M., Tindokoe, G. É., and Richter, H. G., Yale J. Biol. Med., 


1930, 2, 297. 
Arch. Surg., 1930, 21, 1195. 
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narrowed in the position of expiration, are easily obstructed 


-by mucus ; the upward thrust from bronchial peristalsis is 


minimized ; and the occurrence of lobular collapse_ brings 
about a diminution of thé effective tidal air and precipitates 
segmental collapse. An additional factor is that anoxia 
produces an increasé in lymph flow and excessive bronchial 
secretions.” The knowledge that patchy pulmonary atelec- 
tasis arises from depression of breathing is important, for 


. a number of clinical states are characterized by shallow 


breathing. Lobular atelectasis may well be the precursor 


not only of post-operative chest complications but also of 
the bronchopneumonia which occurs in old and debilitated 
patients and in those in coma due to any cause. The value 
of active or passive breathing exercises in the treatment ‘of 
such patients ‘cannot be too strongly emphasized. | 


LIVER PATHOLOGY AND FUNCTION TESTS 


Although modern liver function tests have helped clinicians 
in both diagnosis and prognosis, their relation to hepatic 
histology has never been exactly determined. This is largely 
due to the difficulty of collecting a sufficient number of 
cases in which biochemical tests and histological exami- 
nations are performed at the same time.. The possibi- 
lity of inquiring into the relationship has now existed for 
some years, since liver puncture has become a’ common 


. diagnostic procedure, and a numbér of workers have 


Pa a 


reported the results of their investigations.!-2 These studies 
have disclosed a limited correlation in acute hepatitis 
between the extent of hepatic damage and the serum bili- 
rubin and albumin levels, and also a relationship between 
thymol turbidity and regeneration combined with periportal 
infiltration. However, no conclusion which applies to all 
types of liver disease was reached, and many of the tests, 
such as the hippuric-acid test, could not be correlated with 
any definite histological feature. 

More definite results have recently been reported by 
Franklin and Popper and their colleagues? who carried 
out liver function tests. and liver biopsy or puncture in 
{35 cases. The histological results were expressed in a 
numerical form, and the correlation between a number of 
definite histological features and liver function tests—was 
determined by appropriate statistical methods. The most 
important of the significant correlations was that of diffuse 
liver-cell damage with the albumin/globulin ratio, the 


- cephalin-cholesterol fioccilation, the thymol turbidity, and: 


bromsulphthalein retention (the last only in non-jaundiced 
patients). Other correlations to be established were liver- 
cell regeneration with increased thymol turbidity, distorted 
reconstruction of the lobular pattern with . cephalin- 


cholesterol flocculation, thymol turbidity and erythro- 


cyte sedimentation rate, and Kupffer cell activity with 
serum bilirubin and the albumin/globulin ratio. No rela- 
tionship was found between parenchymal damage and 
total serum protein, total cholesterol, the cholesterol .ester 
ratio, urinary urobilinogen, stool urobilinogen, alkaline 
phosphatase in general (and markedly elevated alkaline 
phosphatase specifically), non-protein nitrogen, pai the 


1 Sherlock, S. P. V., J. Path. Bact., 1946, 58, 523. 
Hoffbauer, F. W. , Evans, G. T., and Watson, C. J., Med. Clin. N. Amer., 1945, 
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. erythrocyte sedimentation rate. The mainly negative 


results with the serum alkaline phosphatase test āre sur- 
prising, since this test can undoubtedly be correlated with 
biliary obstruction. It would appear that some of the func- 
tional changes in the liver cell in biliary, obstruction cannot 
be shown histologically—a fact which demonstrates ap 
important distinction between biochemical and - histologicai 
investigations. These results give theoretical backing te 
a number of tests, such as the flocculation tests, which have 
usually been labelled “empirical.” It has long been 


> 


obvious from clinical studies that they were closely related 


to liver disease, but they can now be interpreted with more 
confidence against a background of liver histology. It is 
to be hoped that further similar studies will be undertaken 
for the purpose of correlating biochemical yi clinical and 
pee: findings. 


HOME FEEDING OF INVALIDS 


The Invalid Kitchens of London is one of the few organiza- 
tions which work to keep people well so that they do not 
need to be admitted to hospital.'' Started some years: before 
the war, this service, which is still supported by voluntary 
contributions, prepares suitable diets for patients who 
would otherwise have difficulty in obtaining’ them 


- Kitchens (17 before the war) scattered over the Metro- 


politan area provide a six-day service of midday meals 
but only to patients whose doctor gives them.a prescrip- 
tion. Each kitchen is managed by an experienced cook. 
and all are regularly supervised by an expert dietitian 
Meals are served at the kitchen to individuals who are 
ambulant, but some can be sent out to patients who are 
confined to house or bed. Extension of the latter service 


is difficult, because all the meals have to be: dispatched . 


within a short period of time, roughly between 11.30 a.m 
and 2 p.m., and the number of vans or cars in use is limited 
Some of the premises were damaged during the war, and 
now only seven kitchens are in use, but the organization is 


active and anxious to.expand. Invalid Kitchens of London 


differs from other ‘organizations serving meals by van— 
for example, the Red Cross “ Meals. on Wheels ” or the 
W.V.S: meals service, which in the main benefit healthy 
old people—in that no patient can be served without a 
medical prescription. The meals cost 1s., and all-the com- 
moner forms of medical diet can be suppliedsmeals for 
patients suffering-from gastric or duodenal ulcers, from 
diabetes, ‘and for patients requiring a salt-free diet. The 
kitchens. also undertake to’ prepare any special diet which 
may be ordered. This service helps patients—particularly 
those suffering from duodenal ulcer—to return to their 


homes and work after a-short stay in hospital, for they 


can obtain an appropriate diet with little trouble to them- 
selves. 
and money and much disruption of home life because after 
a prolonged and costly stay in hospital a patient has often 


In the past there has been much waste of time 


gone home and been unable to continue with the special, 


diet ordered ; consequently the illness has recurred and a 


further long stay in hospital has become necessary. ‘The. 
‘encouragement and expansion of activities similar to that 


of the Invalid Kitchens of London will certainly ‘help 
towards freeing hospital beds; better still, such services 
have a positive value in preventing illness. 
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j Diagnosis 
Che discovery of a reducing substance in the urine should 
always be regarded as abnormal no matter what may be 
the age of the patient. If the partial and atypical reductions 
produced by drugs such as aspirin, salicylates, and chloral 
are excluded—and this can easily be done by stopping all 
medicines for .a few days—persistent glycosuria is almost 
always due to diabetes mellitus “or to a lowered renal 
threshold for sugar. (renal glycosuria). Symptoms such as 
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thirst, polyuria, loss of weight, lassitude, or. pruritus vulvae 
make the diagnosis of diabetes more than probable, but a 


definite diagnosis of this disease should not, if possible, 
be made without the confirmatory evidence of a raised 
blood sugar. '. io 7 

It is bad practice to prescribe a restricted carbohydrate 
diet for patients with undiagnosed symptomless glycosuria, 


` 


as this may result in quite needless treatment of nothing : 


more. than renal glycosuria. 
glycosuria should be suspected 
symptomless, occurs only after meals, and is unassociated 
with ketosis; a family history. of this condition is not 
uncommon. ~~ _ ao 

A blood-sugar curve or glucose-tolerance test is the most 
certain method of diagnosis of the cause: of glycosuria, 
but is only necessary 
ft should be carried out after the patient has been on full 
diet for at least a week,.as a low carbohydrate diet 


The diagnosis of renal 
when the glycosuria is 


‘may produce misleading results. When glycosuria is asso- 


number of old patients of 70 and upwards. 


of the typical symptoms of diabetes, 
. YO . ; 


ciated with symptoms of diabetes a single blood-sugar 
estimation performed about two hours after a good carbo- 
hydrate meal will almost always confirm the diagnosis, 
figures of 180 or more indicating the presence of diabetes. 
In the absence of symptoms when the ‘blood sugar -lies 
between 130 and 180 it is more difficult to be certain, and 
a blood-sugar curve is advisable. The association of 
symptomless glycosuria with a blood sugar of 120 or less 
is strongly suggestive of renal glycosuria, especially. if a 
normal figure is, obtained on more than one occasion. “It 


in a very small proportion of cases.. 


is important to remember that the single diagnostic blood » 


sugar should ‘be taken about-two hours after a meal, not 
in the fasting state. A normal result may be obtained: in 
fasting patients with mild diabetes: i 


Clinical Types 


Clinically, 
uroups—moderately severe or severe, and mild obese. 
Moderately Severe or Severe.—This group consists of all 
children and adults up to the age of about 45, and a 
They present 
thé textbook picture ‘of diabetes, with loss of weight as 
a marked feature of the disease. They are liable to develop 
ketosis and if untreated: may die in diabetic coma. > 
Mild Obese-—This group consists chiefly of middle-aged 
and elderly women. Obesity is a striking feature, loss of 
weight being insignificant or absent. Ketosis and diabetic 
coma do not occur. Patients of this type rarely complain 
except pruritus vulvae. 


a 


diabetics may be subdivided into two main 


able to weigh their 


portions allowed 
` patient can 


F 


Medical advice is often sought on account of this or some 
complication such as retinitis or vascular disease affecting 
the toss or feet. 

The subdivision of diabetics into these two main types 
is not of course a hard-and-fast one. Typical severe 
diabetes is seen at all ages, and young cases may be mild, 
but the clinical picture and treatment of each group differ 
sufficiently to make this classification one of considerable 
practical importance. 

Diabetes may be treated by diet or by diet and insulin - 
The use of insulin without diet is generally unsatisfactory 
and. often dangerous. . 


- 


Diet | 

It is customary to allow diabetics average amounts of 
protein and fat, to the extent of .the Ministry of Food 
ration for diabetics, and to ‘restrict only the intake of 
carbohydrate. Comparatively few diabetics are willing or 
food, and visual methods of estimation. 
though less accurate, give reasonably good results. This 
does not mean that'scales have no place in the treatment 
of diabetes, as they are of great value in teaching and 
checking visual measurements. ; 

A convenient form of diet card is that devised by 
Lawrence and used in the Diabetic Department at Kings 
College Hospital, In this the protein foods such as meat, 
fish, bacon, eggs, and cheese.are listed, and allowed in 
average helpings. The fats such as butter, margarine, 
cream, and olive oil are similarly. treated. Green 
vegetables except peas, ` tomatoes, mushrooms, and 
onions are allowed without restriction; so are sour 
fruits such as lemons, stewing gooseberries, ted currants, 
and rhubarb. The foods rich in carbohydrate are listed in 
amounts containing 10 g. of carbohydrate, and each is 
called a “portion” or.“ black line.” The number of 
for each meal is prescribed, and the 
vary his diet by selecting the portions from 
the list provided. ‘Greater variety can be obtained by the 
use of 5-g. portions, but the 10-g. method is easier and 
more convenient. In my opinion the technique of dieting 
by calorie values is more complicated than the above, is 
rarely understood by patients, and is open fo serious 
theoretical objections. | | 

In mild diabetics who are not overweight it is wise to 
start treatment with a diet containing about 120 g. of carbo- 


‘ hydrate (12 portions) evenly distributed over three or four 


meals. 


If the ‘urine becomes sugar-free the carbohydrate 
can be gradually increased to 


150 or even 180 g. Persistent 
glycosuria or progressive loss. of weight means that diet 
alone is insufficient to control the diabetes, and that the 
diet should be raised and the patient given insulin (see 
below). , = 

When diabetes is associated with obesity it is‘important 
to reduce the patient's weight, as this is usually the- best 
way of controlling the diabetes. In such cases the diet 
should contain 80 to 100g. of carbohydrate (8 to 10 por- 
tions), and fatty: foods of all kinds should be reduced fo 
a minimum. If this fails to reduce weight and control the 
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diabetes the patient may with ‘advantage eat nothing but 
fruit, or abstain from food altogether, for one day each 
week. This method of treatment should be used only in 
‘mud obese diabetics who show no tendency to develop 
ketosis. l 

; Diet and Insulin 


In the absence of significant ketosis it is usually wise 
to start treatment with a, restricted carbohydrate diet with- 
out insulin. This has the double advantage of giving the 
patient the benefit of any doubt that may exist about the 
necessity for insulin injections, and of allowing time for 
him to become familiar with the principles of dieting befoře 
learning how to inject insulin. In a week or two it is clear 
in the majority of cases whether or not insulin is neces- 


sary. The persistence of heavy glycosuria, especially in the - 


fasting morning specimen, indicates the need for insulin, 
and a decision must be made on the type of insulin most 
likely to be suitable for each case. Three insulin prepara- 
tions are in common use in this country : soluble insulin 
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following is a suitable arrangement -of carbohydrate for 
use with a mixed injection of S.I. and P.Z.I. 


Breakfast 7 n E 40 to 60 g. 
Lunch , ae rv m a T 40 g 
Tea TE gd a s% 30 g 
Evening meal 30 to 40 g. 
Bedtime 15 to 20 g. 


Treatment may be started with a single dose of P.Z.I 
and S.I. added later, or a mixed injection may be given 
from the outset. It is well to remember that when these 
two insulins are mixed a certain amount of S.I. is converted. 
into P.Z.J., and the dose of the former should therefore 
in most cases be equal to or larger than that of the latter 
A convenient way of starting treatment is to give equal 
amounts of S.I. and P.Z.1., 12 to 16 units being a suitable 
order of dosage in cases of moderate severity. The dose 
of S.I. is then adjusted until the urine test (or, better, the 
blood sugar) is satisfactory at the time of maximum S1 


SCHEME OF TREATMENT 


Diet Alone 

Trial Reducing 

Diet* Diet} 
Breakfast... 40 20-30 
t1 a.m. ie a — — 
Midday i i 40 _ 3040 
Tea-tiine as - — — 
Evening T m 40 30 
Bedtime ae isi , — — 


Diet and Insulin 


Single Mixed Morning Morning S.I. 

Injection ı Injection of and Evening 
of P.Z.1. S.I. and P.Z.I. Evening S.I. S.I. and P.Z.1. 
— —> —_ —> 

40 40-60 40-60 . 60 

— — 20 20 

30 40 40 40 

30 30 0-20 0-20 

—> > 
30 30-40 40-60 40-60 
20 10-20 10 20 


_ All figures in grammes of carbohydrate. 10 g. carbohydrate = 1 ‘‘ black line ” (Lawrence). — = Time of insulin injection. 


*Increase to 180 g. daily if urine remains sugar-free. 
tIf weight still not reduced, order one fasting day a week. 


(S.I.), protamine-zinc insulin (P.Z.I.), and g'obin insulin 
(G.1.). S.I. is prepared in strengths of 20, 40, and 80 units 
per ml., and P.Z.I. and G.I. in- strengths of 40 and 80 units 
per ml. 

Single’ Injection of P.Z.I. 

For relatively mild cases whose diabetes cannot be satis- 
factorily controlled by diet alone a single morning dose of 
P.Z.I. often gives excellent results. The diet should. be 
evenly distributed over four meals, and a bedtime feed of 
15 to 20 g. of carbohydrate given to prevent nocturnal 
hypoglycaemia, the danger of which makes it wise not to 
exceed a maximum dose of 40 units. If this method is 
adopted, the urine should be tested for sugar before break- 
fast, the bladder having been emptied on rising ; this speci- 
men, called the second morning specimen, should be 
. sugar-free. If the blood sugar before lunch is less than 
200 mg. per 100 ml. the control may be regarded as satis- 
factory. There may be some glycosuria in the evening, 
but this is usually transitory and can be ignored. If, 
however, heavy glycosuria persists throughout the day, a 
single dose of P.Z.]. is bad treatment, and the insulin dosage 
should be changed to a mixed injection of S.I. and P.Z.I., 
or to morning and evening injections of S.I. 


Mixed Injection of S.I. and P.Z.J. 

The mixed-dose method of treatment is suitable for 
diabetics who lead reasonably regular lives with regular 
mealtimes. It is less suitable than two injections of S.I. 
for those whose occupation makes this type of life 
impossible. The diet should be so arranged that the 
greater part of the carbohydrate content is taken in the 
earlier part of the day, while the S.I. is active. The 


action—that is, before lunch for doses up to about 30 units. 
and before tea for larger doses. P.Z.J. should be adjusted 
from the second morning specimen in the manner described 
above. The persistence of héavy glycosuria before the 
evening meal, especially if it is associated with ketosis or s 
recurrence of diabetic symptoms, such as thirst or polyuria.. 
may be treated by the addition of an injection of S.I. before 
tea or supper. In these circumstances, however, it is wise 
to consider whether it would not be better to give the patient 
morning and evening injections of S.I. or the modification: 
of this form of treatment described below. 


Morning and Evening Injections of S.I. 

This is the oldest and one of the best methods of treating: 
diabetes with insulin. It has the advantage of simplicity 
and elasticity, it allows a relatively large breakfast and 
evening meal, and the time of the latter can be varied within- 
reasonable limits. The times at which hypoglycaemia 
reactions are apt to occur are easily predictable, and 
suitable precautions can therefore be taken to prevent this. 
important and potentially dangerous complication. The 
disadvantages are the necessity for a second injection and 
the tendency in severe diabetics for a relapse to occur 
before breakfast, owing to the relatively short duration of 
action of S.I. ‘It is important to remember that the duration 
of action of S.I. or any other insulin is proportional to- 
the size of the dose injected.. A relatively large dose of 
S.I. can be given before breakfast, and any tendency to 
hypoglycaemia corrected by means of a mid-morning feed 
of about 20 g. of carbohydrate. In the evening it is usually 
not safe to give such a large dose, so there is a greater 
tendency for relapse to occur about 8 to 10 hours after 
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the injection. The following modification of this method 
of treatment is usually successful in preventing this form 
of relapse, and is particularly suitable for the control of 
very severe diabetics, pregnant diabetics, and some children. 


Morning S.L, and Evening. S.J. with P.Z.L 

The addition of a small dose of P.Z.1. to the evening 
jection of S.I. tends to prevent early morning ketosis and 
controls the fasting blood sugar. The smallest dose of 
?.£.1. which prevents morning ketosis should be given in 
most cases, and the best results are obtained when the 
mixed evening injection is given not later than 6 p.m. 
When given early in this way the'S.I. has passed its period 
of maximum action by the time the patient goes to bed, and 
a buffer feed on retiring reduces the risk of hypoglycaemia 
during the night. The P.Z.I. acts relatively weakly but 
continuously throughout the night, and in consequence 
morning ketosis is abolished and the fastin g blood sugar 
prevented from rising to too high a level. If too much 
P.Z.I. is added to the evening dose of S.J. the fasting blood 
sugar may be made so low that it is impossible to give an 
adequate dose of S.I. before breakfast without producing 
severe hypoglycaemia during the late morning. For both 
of these arrangements of insulin the diet should be 
prescribed in some such manner as the following. 


Breakfast 60 g. 
[i a.m. 20 g. 
Lunch 40 g. 
Tea Og 


(or 20 g. if the morning SL. ‘exceeds 40 units) 
Evening meal fee oa 60 g. 
Bedtime 20 g. 


Urine tests should be made before lunch or tea, which- 
aver is the better. The time will depend largely on the size 
of the morning dose of S.I., more resistant patients often 
giving the better test in the afternoon: 

Globin insulin (G.I.) may be used alone instead of P.Z.I. 
as a single injection method of treatment, or may be mixed 
with S.I. and given once or twice a day. Given alone 
before breakfast G.I. will often control relatively mild 
diabetes satisfactorily, but smal! doses tend not to maintain 
their action throughout the 24 hours, whilé large doses of 
40 units or more are liable to produce severe hypoglycaemia 
before lunch or tea. G.I. is useful in those cases in which 
P.Z.I. fails to control hyperglycaemia by day but causes 
hypoglycaemia during the early hours of ‘the morning. It 
gives good results in some difficult very insulin-sensitive 
cases also, in which it may be given by morning and 
evening injections, either alone or with a small dose of 
S.I. The diet for a single dose of G.I. is the same as that 
for a single dose of P.Z.. with .the omission ‘of the 
bedtime feed. 


Urine Tests 


it is important to realize that urine tests should be made 
at the time of maximum insulin action, not after meals. 
Most diabetics, however good their treatment, are likely to 
pass sugar after eating. Attempts to render the urine sugar- 
tree after meals may result in severe hypoglycaemia before 
the next meal. .Always, therefore; test the urine before 
meals and at the time when the type of insulin used is 
known to be exerting its maximum action. In the case 
of P.Z.I. this will be before breakfast, and with S.J. about 
four to eight hours. or more after injection, according to 
the size of dose. 
one hour before the urine for testing is passed, so that 
the result is not confused by the presence of sugar secreted 
after the previous meal 


~ 


1 


DIABETES MELLITUS 


‘the Throat Hospital, 


The bladder should be emptied half to ` 
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Children 

The treatment of children is-similar in principle to that 
of adults, but insulin is requited in almost every case 
Children are usually very sensitive to insulin, with the resul: 
that there may be wide fluctuations in blood-sugar level. 
periods of heavy glycosuria giving place rapidly to hypo- 
glycaemia. The aim of treatment should be to provide an 
adequate and reasonably attractive diet, to avoid ketosis, 
and to render the blood-sugar level normal, or nearly so. 
for some period of the 24 hours. Any attempt to keep 
the urine perpetually sugar-free is bound to result in hypo- 
glycaemic reactions. If these aims can be achieved with a 
single injection daily, so much the better for the child and 
those caring for it. Very often, however, especially at or 
about puberty, it is necessary to change over to two injec- 
tions. S.I. before breakfast and S.I. with P.Z.I. before tea 
is a particularly suitable method of treatment at this difficult 
period in the life of the child diabetic. . 

The diagnosis and treatment of ketosis, including diabetic 
coma, and hypoglycaemia will be considered in next week’s 
article. 





SIR FELIX SEMON* 
HIS CONTRIBUTION TO LARYNGOLOGY 
BY 
R. SCOTT STEVENSON, M.D., F.R.C.S.Eà. 


Felix Semon was born in Danzig on December 8, 1849, the son 
of a substantial merchant. He was educated at Heidelberg 
and at Berlin, and took the Berlin M.D. in the summer of 1874. 
His training had been interrupted by the Franco-Prussian War 
of 1870-1, when Semon served as a “one-year volunteer” in 
the Prussian Uhlan Guards, seeing some active service. After 
graduation he went on to spend a postgraduate year at Vienna 
and London, studying particularly the various specialties. In 
London he visited the chief teaching hospitals, finally attaching 
himself to the medical wards of St. Thomas’s, where an old 
friend of his mother’s, 
Richard Liebretch, 
was in charge of the 
eye department. 
Semon also attended 
the Brompton Hospi- | 
tal, Moorfields, and |i 


Golden Square; at the 
last he had a letter of 
introduction to its 
founder, Morell Mac- 
kenzie, from an old 
friend of Mackenzie’s, 
Fiirstenberg, of Berlin. 
Laryngology was. then 
a brand-new specialty, 
with exciting new 
methods of diagnosis 
and treatment present- 
ing themselves almost 
every month, and 
Semon determined to embrace the opportunity presented in ` 





By permission ot Journal of Laryngolog) 
and Otology. 


‘London, attending Golden Square Hospital with redoubled zeal 


In March, 1876, Semon approached Mackenzie to know what 
his views would be if he were to stay on in London, and 
Mackenzie kindly promised him that as soon as possible he 
would get him appointed a physician to Golden Square Hospital 
—this less than a year after he had come to England. He 
passed the M.R.C.P. examination in October, 1876, was elected 
to the old Royal Medical and Chirurgical Society, and began 
private practice at 6, Chandos Street. 


¥A shortened version of a paper read at a meeting of the Osler 
Club on December 1. 


` 
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In the peaceful and spacious days of Queen Victoria it was 
no disadvantage in London to be German. Queen Victoria 
herself liked to converse in German, as she had done with her 
dear Prince Albert, and it may be remembered that King 
Edward VH spoke with a marked German accent and numbered 
some Germans among his intimate friends. Musical London— 
and those were the great days of Melba and Caruso, Joachim, 
Rubinstein, and Paderewski—was dominated by the German 
element. Semon was a good pianist and a composer of ability, 
and made many musical contacts among his fellow countrymen. 

, Felix Semon undoubtedly made his mark as secretary of the 
Subsection of Laryngology at the great International Congress 
of Medicine in 1881. He was the most active of the secretaries 
and managed the affairs of the Subsection in a masterly manner, 
and by the time the Congress was over ‘everyone in Europe or 
America associated with laryngology was well acquainted with 
his name. In 1882, backed by his friends MacCormac, Bristowe, 
and Ord, though not without some opposition, Semon was made 
head of the throat department at St. Thomas’s Hospital, and 
was the first laryngologist to be appointed to any general or 
teaching hospital in this country. In 1884 he founded the 
Centralblart fiir Laryngologie, published in Berlin, for many 
years the leading laryngologica] journal. 7 

In-any matter of laryngological interest he took a ledding 
part. He was knighted in 1897, and when he retired from active 
practice in 1911 he was at the zenith of his career. The £1,200 
that had been subscribed by friends and colleagues as a testi- 
monial on his retirement he applied to endow the ‘Semon 
Lectureship in Laryngology. l 
N 


Cancer of the Larynx j 





SIR FELIX SEMON 
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in physiological investigation, and Semon’s enthusiasm with 
Horsley’s skill produced fruitful results. Semon’s observation 
that in progressive organic lesions the nerves supplying the 
abductor muscles of the larynx are affected before those ot 
the adductors has been termed “Semon’s law.” The name 
became attached mainly because Semon wrote so much and 
so vehemently on the subject when it was first promulgated 
The idea had been in Semon’s mind, he had said something 
about it at the Clinical Society of London in 1878, and in the 
German edition of Mackenzie’s great textbook, Diseases of the 
Throat and’ Nose, translated and annotated by Semon, he 


_ elaborated this in a footnote, but, Professor Otto Rosenbach 


Semon prided himself chiefly on his work on cancer of the 


larynx ; in his autobiography he claims “the world’s record for 
laryngeal cancer, 80% of lasting cures.” But his idea of a 
“Jasting cure” was a patient who survived for one year after 
operation. He includes in his cases patients whom he diagnosed 
but did not operate upon, and the 80% refers to laryngo-fissure 
patients only. Semon insisted that a malignant growth was 


more common in the posterior part of the vocal cords—this is. 


quite wrong, and helped to mislead a whole generation. He 
said that a malignant growth caused greater hoarseness than an 
innocent growth, and that impaired mobility was an early sign of 
cancer of a vocal cord. All of these points Semon used to try 
to. discredit Morell Mackenzie in his management of the case 
of the Emperor Frederick IIJ—yet subsequent experience has 
shown that he was wrong in every: one of them. It is true, 
however, that Semon’s advocacy of the operation of laryngo- 
fissure did much to advance the surgery of cancer of the larynx. 
But it was Sir Henry Butlin, not Semon, who revived the previ- 
ously discredited operation of laryngo-fissure, and Semon was 
wise enough never to attempt the operation without a skilled 
surgical assistant. Semon’s contribution to advances in the 
study and treatment of cancer of the larynx is mainly that of 


an ardent propagandist, undoubtedly useful in the times in- 


which he flourished, but his work in this field has had little 
permanent value. $ 

Semon did good work in advocating complete vocal rest in 
the treatment of laryngeal tuberculosis. He read a paper, with 


`a long and detailed report of seven cases, at the Berlin Laryngo-' 


logical Society in 1906, and subsequently published it in the 
British Medical Journal. But the idea dates back to Broussais 
in 1824. and Professor Moritz Schmidt, of Frankfort, advocated 
it in 1887, while others claimed to have done so: about the 
same time., 


Innervation of the Larynx 


Before Semon laryngologists had quite chaotic ideas about 
laryngeal paralysis, and whether the abductors or the adductors 


were affected seemed to depend entirely on ‘chance. Semon. 


published many papers on the innervation ,of the larynx-and 
laryngeal paralysis, and there is no doubt that hé did clear up 
many . misconceptions on this subject. He was not a trained 
physiological worker, and his early experimental work was 
unsuccessful, as he himself says, owing to deficiencies ‘in 
‘technique; but after he made the acquaintance of Victor 
Horsley in 1884 he found a helpful collaborator, experienced 


r 


actually published’ his own observation about the abductors 
and adductors in 1880 before Semon. The battle of „priority 
was fought with considerable violence on both sides and a 
bitter controversy ensued. 

--Semon’s main contribution to laryngology really lies in his’ 
having enhanced the status of the specialty. His published 
work, though much of it is naturally out-dated, was founded 
on personal observations and always carefully documented. 


. He was an assiduous attendant at meetings of societies and 


conferences, and, at home and abroad, was in his generation 
looked upon as the representative English laryngologist—though 
in the end he preferred to print his collected papers (in two 
handsome volumes) in German. His geniality and courtesy, his 
generous hospitality and vivacious conversation, made him a 
conspicuous figure and a general favourite in the society of 
late Victorian -and Edwardian London. He was undoubtedly 
vain and self-centred, but he was a hard worker and lived for 
the advancement of laryngology. The centenary of his birth 
well deserves to be remembered. 
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Speaking on “ The Need for Smoke Abatement” at the Royal 
Institute of Public Health and Hygiene on November 30, Sir 
George Elliston said that a report recently issued by the Federal 
Health Authority in Washington on last winter’s fatal smoke 
fog in Donora—when over 20 people died and 40% of the 
population were made ill—showed that the chief culprit was 
sulphur dioxide, the corrosive constituent of our‘ own fogs 
“ About the same time, here in London, a week of fog sent up 
deaths by 20 to 30% over the average for the previous fow 
„weeks, While the number of deaths from bronchitis was more 
than doubled.” ‘Those whose lungs were not as efficient as 
they might be should be warned to take special care-of them- 
selves and to remain indoors as much as possible during heavy 
‘smoke fogs. Discussing the remedies for the problem, Sir 
George said there was no simple panacea. The remedies were 
identical with-the needs and programme for using our fuel 
supplies more’ efficiently and wisely and with the improve- 
ments that weré so badly needed for warming our homes. He 
referred to the need for new legislation based on’ the prior 
approval of new fuel-burning installations, which was now 
standard practice in the U:S.A. and elsewhere overseas. The 
domestic smoke problem for a long time seemed to be insoluble. 
But in 50 years’ time or less the old-fashioned coal fire would | 
be as obsolete as the open sewer to-day. The abolition of 
smoke by stages through the setting up of expanding smokeless 
zones was preferable to any of the more spectacular ways that 
might be envisaged. Smokeless zones were areas where all 
smoke was prohibited, and though the central and administra- 
tive areas were an ideal starting point it was hoped that new 
residential districts, rebuilt blitzed, areas, new industrial estates. 
and ‘above all new towns would become smokeless zones. In 
time the separate zones would coalesce and whole cities and 
industrial districts become smokeless. 
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SCIENTIFIC. TREATMENT OF . DELINQUENCY 
_ENSTITUTE’S' ANNUAL MEETING 
The éleventh annual general meeting ‘of ‘the ‘Institute for the 


Scientific Treatment of Delinquency was held’on November 18, . 


with ' Dr. Edward Glover in the chair. Dr. Dennis Carroll, 
who presented the annual report, said that the year. had prob- 
ably been, the busiest and most successful in the Institute's 
history. The clinic, on the councils recommendation, had 
become a part of the National Health Service, the Institute 
remaining a private society pursuing its other. activities. This 
necessitated a -division between the clinical and non-clinical 
work,.and the placing of the clinic under the North-West 
‘Metropolitan Regional Hospital: Board. 2 a 

After mentioning a number of developments Dr. Carroll 
described one which had attracted a ‘good. deal of attention 
—namely, play therapy as a method of dealing with highly 


_ aggressive .children between the ages of 8 and 11. Some of 


these children in ordinary life were dangerous, and all were 
ageressive enough to be regarded as uncontrollable. They 
were Set to play im a specially designed room with materials 
that could cause no injury, and were allowed to be as agegres- 
sive as they liked; it took two adult play-therapists to control 
four aggressive children. The children also received individual 
treatment. After a few-months they spontaneously became 
constructive instead of destructive, and were transferred to 


another room where they could be constructive to their hearts’ ~ 


content. This technique was still in the experimental: stage in 
the sense that its limits were not yet known, but it was estab- 
lished that it was‘ worth doing. Dr. Carrol] complained that 
children were often not referred until they had a history of some 
years of delinquency, which made it necessary not only to over- 
come the original cause but to exorcise an extremely bad habit. 

' The Earl of Feversham said that the stage had been reached 
when the conscientious citizen was aware of the work which 
had grown up at the Institute. People were at last beginning 
to ask why children were naughty, and once the beginning of 
an answer to that question was made the problem of juvenile 
delinquency began to be solved. He thought it a gréat advan- 
“tage that the work of the clinic had been taken over by the 
National Health ‘Service and the Institute left free for research 


and education, even though its appeal to the public was now . 
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less dramatic. . 
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ENCEPHALITIS AND ENCEPHALOMYELITIS 


`` western States the epidemic was -widespread and the condition 
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HUGHLINGS JACKSON LECTURE 


' The Hughlings Jackson lecture was delivered before the Section 
of Neurology of the Royal Society of Medicine on November 
22 by Dr. J. G. Greenfield, whose subject was “ Encephalitis 
and Encephalomyelitis in Man.” Mr. Julian Taylor presided, | 
` Dr. Greenfield, whose lecture was accompanied by many 
- photomicrographs of brain sections, said that he could find 


no evidence that Jackson took a special interest in this sub- 


ject. Perhaps acute cases of this kind did not lend themselves 
to the detached and protracted study which he gave to his 
cases, but if his working life had been twenty years later the 
sequelae, of encephalitis would have fascinated him, and no 
doubt his keen analytical mind would have clarified the 


. problems they presented. - 


Encephalitis: had now largely passed into the hands of virus 
experts, and in this field the laboratory worker had, recently 
vutstripped the clinician. 
that of the histopathologist, showed five or six different types 
of encephalitis which had so far resisted attempts at transmission 
to animals, or at least had given uncertain results.. In the 
diagnosis of these cases the histopathologist retained an impor- 
tant placé.*’ The lecturer confined himself to the forms of 
encephalitis which were, orumight be ‘presumed to be, due to 


infection by a virus either directly or by reaction of virus and | 


host in a manner not yet fully understood. He gave a short 
historical survey of encephalitis in- man from the sixteenth 
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_ a low death rate and practically no sequelae. 


But the reverse side of the picture,’ 


i "$ 
Pfeiffer’s bacillus was incriminated in many cases. Acute `- 
-haemorrhagic encephalitis . was almost ‘synonymous with 
influenzal meningitis. The state of knowledge in England 
was :well summed up by Frederick Batten early in this 
-century.. Batten ‘recognized encephalitis following measles 
and other acute infectious diseases, and stated that influenzal 
meningitis might give rise to symptoms very. similar to those of 
encephalitis. At that time there seemed to be little conception 
of encephalitis as an independent disease. 

In the epidemic of encephalitis lethargica in-1917 the most 
curious symptom noted was the lethargy or light coma. Its 
sequelae of oculogyric crises and parkinsonism were not known 
to follow any other form. On the whole, the course of this 
disease was less acute than that of other forms of encephalitis, 
though many acutely fatal cases did occur. It seemed that we 
were still ignorant of the virus causing encephalitis lethargica, 
possibly because no suitable animal host had as yet been 
found. .In this disease the white matter of the hemispheres 
was little if at all infiltrated; the basal ganglia often showed 
severe lesions. 

Cases of encephalitis following vaccination against smallpox 
began'to be observed in 1922. These were at first interpreted ` 
as a direct attack on the brain by a vaccinal virus. It was 
not long, however, before cases of encephalitis with a similar 
histological picture were observed following measles in the 
larger centres of population, and other cases following influenza, 


- rubella, chicken-pox, and mumps were recorded. The aetiology 


of this condition had to be reconsidered. One possibility was 
activation of another virus that was capable of causing 
demyelination or necrosis. Another was an allergic’ response 
of the brain to the previous infection. By-1930 cases of post- 
vaccinal encephalitis had become rarer, but they became rather 
more numerous during the recent war. This post-infectious 
form of encephalitis, though rare, was still the most common 
type in the British Isles at the present time. 

Meanwhile various epidemics had been happening; or were 
about to happen, some of them in the Far East and the 
Antipodes, others in America. Dr. Greenfield gave ‘some 
account of the Australian X and Japanese B forms. In the 
late summer of 1933 an epidemic occurred in St. Louis, with 
It appeared to ~ 
be’ carried by mosquitoes, probably frm an animal or avian 
reservoir, in which it was probable that the disease was carried 


~ through the winter by mites or ticks. ‘In 1938 outbreaks, of 


‘equine encephalomyelitis were reported from the eastern sea- 
‘Board and the western States of the U.S.A. That in the east 
was small, but with a high death rate in children. In the 


had now become endemic. In all five of these forms the disease 
occurred only in the late summer, when mosquitoes were most 
numerous, a 

An outbreak of encephalitis in East Russia, occurring in 
spring and early summer and noticed about 1932, was found 
by a commission of investigation to have been carried by ticks 
from the wild animals in Siberia to the human population. 
Not uncommon also in the western area of Russia were cases 
of a progressive or relapsing type in which the peripheral 
musculature was more affected than the shoulder-joints and 
neck, which were most often affected in the Siberian cases. 

Epidemics of the insect-borne forms of encephalitis were 
determined as to their: seasonal incidence by the life habits of 
the insect vectors. But there were several other factors affect- 
ing the epidemiology, the first being the’ establishment of 
immunity both in the human and ‘animal hosts. Just as in 
epidemics of poliomyelitis there. were many cases without 
paralysis for every case of paralysis, so here there were many 
cases of fever only for each case which showed neurological 
symptoms. The phenomena of interference and exaltation of 
virulence, one or the other of which might occur when two 
viruses were combined, had also to be considered. 


| Encephalitis in the. British Isles 
Dr. Greenfield ‘then passed to a specific ‘consideration of the 
various forms of encephalitis in the British Isles at the present 


century onwards., Towards ‘the end of the nineteenth century, time. Some were quite raré, such as acute cases of the pan- 
. the ‘chief interest in encephalitis was-in relation to influenza. 


encephalitic type, of which during the last eight years he had 
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examined only ten from different parts of the country. In most 
of these cases attempts were made to transfer the disease to 
animals, but without success. The cases were found generally 
in adolescents or young adults between the ages of 15 and’ 35. 


The intensity of the inflammatory changes in the brain varied. 


remarkably. 

Cases of acute haemorrhagic leuco-encephalitis had recently 
been reported in Boston, Mass., and in Norway. Some of them 
‘were interesting in that the disease was almost entirely in the 
pons or brain stem. Most of these cases came on after infec- 
tions of the respiratory ‘tract, such as sore throat, influenza, 
' coryza, or acute bronchitis. In one patient he had personally 
examined the symptoms came on two days after an attack of 
urticaria, the history suggesting an allergic reaction of the brain 
tissue. The onset of the condition after influenza or an acute 
respiratory infection, sometimes with an interval of a few days 
of relative health, suggested a possible relationship between this 
condition and the commoner form of post-infectious encephal- 
itis, and this was borne out by recent experimental work. 

Subacute forms of encephalitis presented a rather distinctive 
clinical course. He mentioned eight cases of subacute inclusion- 
body encephalitis in children. The disease came on gradually, 
sometimes over a period of weeks, and pursued a ruthlessly 
progressive course to a condition of complete loss of men- 
tality. At an earlier period of the disease, in all but one of 
the cases studied, myoclonic jerking movements or repeated 
spasms of the face or limbs or of the entire body had been 
observed. Death had occurred after an interval of from seven 
weeks to six months from the first symptom. 

The subacute sclerosing form of encephalitis described by 
van Bogaert in 1945 was not easily distinguished from the 
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‘subacute inclusion-body type on clinical grounds. ‘In it alse 


there was progressive dementia with involuntary movements. 
which might resemble those just described or might be of a 
writhing character. In both subacute forms the cerebrospinal) 


-fluid, though otherwise normal, might give a Lange reaction 


of paretic type. Histologically the sclerosing form showed 
neuroglial proliferation and early gliosis in the cortex and 
areas of partial demyelination with gliosis in the white matter 
In both forms the usual evidences of inflammation were found 
in the cerebrum and: brain stem. i 

The lecturer closed by saying that the belief that encephalitis 
might occur in a subacute progressive form, although suggested 
by some of the earlier cases, had only recently been fully 
documented. Few had worked in this field, but it was one | 
which was full of interest and offered a rich harvest. 

At the close of the lecture Professor‘ Ludo van Bogaert, of 
Antwerp, offered a few observations. He agreed with the 
lecturer that the two subacute forms .he had described were 
clinically indistinguishable. He had recently found several 
such cases in colonies of mental defectives.. A vote of thanks 
to Dr. Greenfield was proposed by Dr. F. M. R. Walshe, who 
said that the Hughlings Jackson lectureship was- the highest 
honour which British neurology could offer to anyone working 
in this field. The lectureship had always been filled by a most 
distinguished neurologist, but this was the first time that neuro- 
pathology had had the honour. Dr. Greenfield’s contributions 
to neurology over the last thirty years were well known, and 
in moving the, vote of thanks he had the double satisfaction of 
paying a modest tribute to Dr. Greenfield’s distinction in his 
chosen field and of expressing his affection for a man whom 
he had known for so 'many years. 
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WELLCOME HISTORICAL MEDICAL LIBRARY 


The Wellcome Historical Medical Library was formally opened 
on December 2. Welcoming the guests to a luncheon given 
by the Directors of the Foundation, Mr. H. E. Sier (chairman) 
‘said it was a great privilege to see there so many librarians, 
representing most of the large libraries in England. He spoke 
of the late Sir Henry Wellcome’s great interest in medical 
history and archaeology, which had led him to build up the 
library. Dr. E. Ashworth Underwood (Director of the Library 
and Museum) recalled that Sir Henry had by 1900 acquired a 
considerable collection of museum pieces and books, and in 
1913 -he was able to provide a medico-historical exhibition 
at the International Congress of Medicine in London. Con- 
siderable progress had been made in the preparation of the 
library catalogue, and he paid tribute to the Librarian, ‘Mr. 
W. J. Bishop, and his staff for their achievement in bringing 
the library to its pre- 
sent state of efficiency. E 
Sir Arthur MacNalty 
and Sir Henry Thomas 
also spoke. i 


The Library 


The library has been 
built up in the last 50 
years on a scale com- 
parable, in its own sub- 
jects, to that of the 
great national collec- 
tions. It contains 
200,000 books, pamph- 
lets, and journals, 5,000 
manuscripts, and 100,000 
autograph letters. It 
includes 612 complete 
' works and 22 fragments 
of books published 
before 1500, which is 
one of the largest 
collections of incuna- 

bula in the country. 





~ 


Among these are to be found Aristotle’s Problemata (1500), 
of which there is only one other copy in existence, and his 
De physico (1500). The copy of Quiricus de Augustis: Lumen 
apothecariorum (1497) is the only one in any British library. 
Other titles include Avicenna’s Canon (1489-90), Ferrarius 
de Gradibus: Consilia (1482), Gilinus: De morbo gallico 
(1497), the only copy in Britain, and Hippocrates: De natura 
hominis (1480). 

The sixteenth century is represented by 4,000 volumes, inctud- 
ing the Renaissance editions issued by Aldus, Froeben, the 
Estiennes, Junta, Oporinus, and other scholar printers. The 
library contains all the editions of Vesalius and his forerunners. 
the works of Jerome of Brunswick, Hans Gersdorff, Ambrose 
Paré, Paracelsus, Della Croce, Pierre Franco, Vidus Vidius. 
Marianus Sanctus, and other pioneers of surgery. There are 
to be found on the shelves rare early herbals by Dioscorides 
and the well-known Mainz Herbal of 1491. _ 


Among the 700 
English books printed 
before 1640 are Gil- 
bert’s De Magent 
(1600), Roesslin’s Byrth 
of Mankinde | (1540) 
and Vigo’s Surgica. 
Works (i586) auto 
graphed by William 
Clowes, the Elizabethan 
surgeon. The sevep- 
teenth - century collec- 
tion contains 10,000 
books, including not 

-only such medical 
works as Harvey’s De 
Motu Cordis (1628) but 
first editions of Bacon 
Galileo, Kepler. 
Descartes, Newton, and 
Boyle. 

The library contains 
special collections on. 
for example, alchemy. 
occultism, : veterinary 
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- Infirmary on November 18. The 
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medicine, and folklore, mediaeval ‘texts, and original manu-, 
scripts from. such figures. as ‘Hunter, » Pasteur, -Lister,.-and ` 
There is also a large’ collection of 


modern works. 


- | The library is now open at the Wellcome Research Institute, ` 
183, Euston Road, between 10 a.m. and 5 p.m, from Monday ` - 
to Friday throughout ‘the year, apart from’ the. usual Bank 
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METHODS. OF PREVENTION IN PSYCHIATRY 


Professor T. FERGUSON ROoDGER, of the Department of Psycho- 
logical Medicine, Glasgow University, addressed a meeting of 
the- Leeds Regiönal Psychiatric Association in Leeds General 
meeting was arranged by the 
subcommittee on education and public relations of the associa- 
tion, and Professor. D. R. MACCALMAN was in the chair. 
Professor RopGER described his experiences as a member of 
the subcommittee on mental health of the World Health Organ- 
ization and discussed the principles for mental health organiza- 
tion which this’ subcommittee had formulated. The committee 
was representative of ‘psychiatry in Britain, the United States, 
China, Czechoslovakia, Brazil, and India. : ‘The facilities for 
psychiatric treatment throughout the world were surveyed and 
found to be generally inadequate to meet the demand—grossly 
so in Asiatic countries. In these circumstances the need fòr 
preventive measures was paramount ; yet even in the advanced 
countries prevention was a relatively new field. The most suit- 





problems of communal physical health. Menta] hygiene depart- 
ments of the kind visualized would require the ‘assistance. of 
research workers in sociological 
the work. The international subcommittee regarded mental 
health work among university. students:as of great importance, 
since, the majority of these individuals would ‘hold responsible 
positions in the community. - ý 

In the course of the discussion which followed methods ‘of 


. prevention in psychiatry were described. The need for instruc- 


tion in ‘the aims and methods of 
men, such as industrialists, trade X. 
was emphasized. The importance of the health visitor, her 
influence on parents, and her part in conveying knowledge on 
the management of children: was stressed. o ' 


psychiatry -for influential lay- 








The U.S. Public Health Service has recently made grants 
amounting to nearly $1,000,000 to aid laboratory and clinical 
research. The awards were made by the National Cancer 
Institute to hospitals and universities in 21 States. With the aid 

-of these funds several -of the institutions will investigate the 
relationship of cancer and hormones. Drs. R. W. Rawson and 
H. J. Tagnon, ‘of the Memorial Hospital, New York, will study 
the role of human liver in reducing the activity of oe% ogen. 
The investigators will make use of sections of hum@ges‘liver 
which have had to be removed in thé course of treatment for 
various diseases, including cancer, with a view to finding out 


_ if liver from patients with and without cancer differs in ability 
In earlier studies liver from‘ 


to make the hormones inactive. 
patients with cancer of the uterus failed to inactivate oestrogen. 
Thus a damaged or diseased liver may contribute to the develop- 
ment of cancer it organs stimulated by hormones. A tracer 
study of “cortisgne ” wili be supported through a grant to the 
St. Louis Uniz“ysity School of Medicine. By tagging cortisone 
with radioacti9’ arbon, the. investigator, Dr. E. A. Doisy, will 
trace the driOthrough the bodies of laboratory animals, in 
order to learn its path and mode of action. Previous studies by 
Dr. Doisy, fa Nobel Prize‘ winner, have shown that Jess than 
10% of administered cortisone is excreted in the urine, but the 
remainder has not been accounted for, 
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“on mortality and survival rates 


able field for the development of preventive services was in the- 
~public'health service, which would have to establish an organiza- 
` tion equivalent to that already provided for dealing with the 


and psychological aspects of 


union officials, and teachers, 
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Silico-tuberculosis _ _ i 

Sik, —Dr. H. Midgley Turner and’ Dr. W. J. Martin's paper 
in males with silicosis and 
silico-tuberculosis (November 19, p. 1148) is of great interest 
and value, but one essential piece of information is omitted. 
We are not told the grounds on which the two conditions were 
distinguished. “It might be concluded from the tables that 50% 
of cases of silico-tuberculdsis aged -40 have a chance of reach- 
ing the age of 58. If the diagnosis of silico-tuberculosis were 
based on positive bacteriological findings this is an astonishing 
conclusion, unless the ‘majority of such cases were diagnosed 
Jong after the age of 40 and assumed to have been tuberculous 
since that age. Presumably, therefore, the diagnosis was based 
upon other grounds, which should be stated. 

I am quoted as suggesting that in pneumoconiosis of coal- 

miners “clinically tuberculosis appears as an infrequent but 
often serious complication of the disease.” It is the belief of 
myself and my colleagues that massive fibrosis in coal-miners’ 
pneumoconiosis is nearly always the expression of tuberculous 
infection in a lung that is already affected by simple pneumo- 
coniosis.' If this is correct, tuberculosis is a. common complica- 
tion of coal-miners’ pneumoconiosis. It is serious in that it 
leads to “considerably more. disability than simple pneumo-. 
coniosis and ultimately in many cases to death from respira- . 
tory failure. A positive sputum in such cases is, how- 
ever, uncommon: Stewart” found it in about 3% of her cases. 
When the sputum jis positive the man is usually il] and seldom 
survives more than two years. Out of 13 cases with a positive 
sputum whom we have studied as in-patients up to two years 
ago, only one survives to-day. Thus, in coa}-miners’ pneumo- 
coniosis at any rate, the diagnosis of “ silico-tuberculosis ” is 
a serious one. It only, becomes grave when the sputum is 
positive. . 
- Turner and Martin also state that the prognosis of silico- 
tuberculosis in coal-miners is better than the prognosis of com- 
parable cases in grinders. It would again be interesting to know 
whether they mean comparable bacteriologically or compar- 
able radiologically. Owing to the profound differences in the 
method of deriving the figures their tables are not comparable 
with those produced by Stewart? for the survival of certi- 
fied cases of coal-miners’’ pneumoconiosis, but her figures 
Suggest a very much graver prognosis for cases of coal-miners’ 
pneumoconiosis after certification (which in most cases is the 
time at which symptoms lead the man to seek medical advice) 
than that given for all’ cases of silico-tuberculosis by Turner 
and Martin. | 

I feel there are grave disadvantages in Turner and Martin’s 
method of deriving prognosis by extrapolation into the past 
and that Dr. Stewart’s figures may be more helpful to medical 
men concerned with cases of coal-miners’ pneumocconiosis.— 
I am, etc., ' i 

Penarth, Glamorgan. ’ C. M. FLETCHER. 
- REFERENCES l 
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‘Treatment of Ringworm of the Scalp 


Sir,—Dr. K. D. Crow, in his letter (November 19, p. 1175) 
‘in which he discusses local versus x-ray treatment of tinea 
fonsurans, lists a series of disadvantages of the latter method 
and quotes nine cases of incomplete regrowth after epilation 
that I have reported in 2.400 epilations. May I set some of 
these disadvantages in their proper background ? . 

iJ. It is surely unusual for cases of ringworm of the scalp to 
have to wait 3-4 months for x-ray treatment. This certainly 
does not apply to London. We have no waiting-list at Goldie 
Leigh Hospital. l , i 

2. The risk of permanent alopecia-is now extremely remote 


: 12 properly ‘organized radiotherapy centres. The nine Gases | 


2 j Y 


- 


1352 Déc. 10, 1949 


reported all occurred in September and October, 1927, when 
the apparatus available was primitive, and the dosimeter still 
more so. Since then I have treated 2:350 cases at' Goldie Leigh 
Hospital without a single mishap. : i 

3. Dr. Crow is wrong in stating-that x-ray epilation is unsuit- 
able for young children. We treat children from one year 
upwards. Those who are too young to remain still of their own 
volition can be simply and safely restrained on the couch I 
described in 1931. 

I agree that if the local applications advocated by Brain and 


his colleagues (April 17, 1948, p. 723, and September 17, 1949, 


p. 626) are successful they should be used in preference to 
epilation, but in assessing the alternatives the difficulties and 
dangers of the x-ray methods should not be presented as serious 
when in fact they are now negligible.—1 am, etc., 


London, W.1. E S. COCHRANE SHANKS. 
Aureomycin in Treatment of -Syphilis 


Sır, —Dr. R. R. Willcox has shown (November 12, p. 1076) 
that this drug has some action in early syphilis. This was 
already known. I deprecate’ the unscientific trial of therapeutic 


. agents in syphilis, and the premature publication of results. 


In syphilis, more than other diseases, therapeutic trials must 
be planned and controlled, and deductions must be based on 
scientific tests and prolonged observation. The prevalent abuse 
of antibiotics in syphilis is fostered by unscientific trials and 
premature reporis.—I am, etc., 


Manchester. ROBERT LEES. 


Botulism or Polio-encephalomyelitis 2 


51R,—I have read with interest the comments of Drs. E. Vivian 
Lambert and A. H. Gale (November 26, p. 1235). Certain 
features of this. patient’s illness made a diagnosis of polio- 
myelitis very unlikely: two members of the family had similar 
prodromal symptoms; the interval between onset of gastro- 


“intestinalssymptoms :and «paralysis was only a matter of hours ; 
‘signs of--meningeal’ irritation were absent ‘ 


and an isolated 
internal ophthalmoplegia occurred. The course of the illness 
was therefore quite unlike poliomyelitis. 

Dr. Gale rightly draws attention to the care taken by 
manufacturers of canned food. The tongue which came under 
suspicion in this instance was canned in South America.—I am, 
ete., 


London, W.1. DAVID KENDALL. 


Inspection of Coarctation of Aorta with a Thoracoscope . 


-Smr,—Under the heading of Medical Memoranda in the 
Journal of August 6 (p. 317) there was a report from Mr. J, R. 
Belcher and Dr. F. E. de W. Cayley of a case of direct inspec- 
tion of coarctation of the aorta with a thoracoscope, in which 


they stated that there had been no previous description of a - 


coarctation of the aorta seen through a thoracoscope or the use 
of this instrument as a means of identifying abnormalities of 
the great vessels in the thorax. 


In August, 1947, a female patient aged 31 had been referred to me 
with a view to having Smithwick’s thoraco-lumbar sympathectomy 
performed for hypertension. She had been married for eight years 
and had three children. She had been told that her blood pressure 


. was high during her second pregnancy four years previously. Her. 


present symptoms were referable to her hypertension, the blood 
pressure being in the neighbourhood of 225/110 mm. Hg when taken 
in the left arm. These symptoms had been present for about three 
years, and consisted mainly of palpitations of the heart and breath- 
lessness on exertion, with throbbings in her throat. She had never 
had any headaches. Examination of her nervous system did not 
reveal any abnormality, but an early “ silver wire ” appearance was 
noted in the arteries of the ocular fundi. The patient’s heart was 
somewhat enlarged, and there was a systolic murmur, best heard at 
the mitral and pulmonary areas. Marked pulsations were noted in 


, the arteries of both posterior triangles of the neck, in the axillae, 


‘ and at the back between the scapulae. The blood pressure in the 


right thigh was only 140/110 mm. Hg. Skiagrams of her chest were 
taken by Dr. B. P. Anderson Stuart, who reported that the aortic 


knob was present but that he could not. detect any shadow of the. 
aortic arch behind it, nor of the descending aorta. There was definite: 


- 
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notching of the under-margins of many of the ribs, and radiologically 
the appearance was pathognomonic of aortic coarctation. 

In order to be certain of the diagnosis and to determine whether 
the patient should be submitted to operation for this condition oj 


not, in view of her age, it was decided to “ let down ” the lung on 


the left side by ‘performing artificial pneumothorax on three 
occasions., Thoracoscopy was then carried out by inserting a 


Jacobeus thoracoscope through the fourth intercostal space at the’ 


anterior axillary line. The lung was seen to be collapsed and a huge 
subclavian artery noted, into which the arch of the aorta seemed to 
terminate. The internal mammary artery and the upper three inter- 
costal arteries were seen to be about three times their ordinary size. 
As the lung was not completely collapsed, the descending portion 
of the aorta could not be seen, but the stricture appeared to be just 
beyond the origin of the left subclavian artery. The patient did no! 
suffer any ill effects from this procedure and the jung expanded in a 
few days. i 

As I had had no experience with this operation, and as no 
other surgeon in Sydney at the time had had any either, it was 
decided not to advise any surgical measures then. Her case was 
subsequently discussed with Dr. O. T. Claggett, of the Mayo 
Clinic, and in view of the appearances seen at thoracoscopy and 
the age of the patient he stated that he would not advise any 
surgeon to operate on this patient as his first case. The position: 
was fully explained to the patient and her relatives, and she 
is still leading a fairly normal existence and her symptoms have 
not progressed. | l l ` 

This thoracoscopy was actually performed on September 3. 
1947, in the department of neurosurgery at the Royal Prince 
Alfred Hospital, Sydney, where the full tecords of the case are 
available.—T am. ete., i - 

Sydney. 


R. A. Money. 


/ 


The Acute Throat ` 


SIR —I was very surprised at Dr. Thomas Anderson's reply 
(November 19, p. 1179) to the criticisms of his article on the 


acute throat., From the point of view of the clinician surely | 


his own clinical observations must count for something. I agree 
that the majority of sore throats are mild and tend to subside 
naturally, but I am sure that many practitioners have seen 
these mild throats, treated-them with aspirin, etc., and then 
have seen them, say, two or three days later very much worse. 
In these cases we have lost valuable days. The incidence. of 
‘peritonsillar abscess in my practice has fallen enormously over 
the last few years, and I can only account for this by sulphon 
amide therapy instituted early on. 

I would like to know just what preparation of sulphonamide 
was used by Dr. French in the investigation on scarlet fever 
mentioned by Dr. Anderson. I know that some similar 
researches were done with sulphanilamide years ago but have 
not been repeated with the recent and better preparations. 

The majority of G.P.s do not make a positive diagnosis of 
streptococcal tonsillitis. There are other bacteria which are 


responsible for sore throats—e.g., pneumococci and staphylo- - 


cocci—and many strains of these organisms are amenable to 
the recent sulphonamides. 

So far as the necessity of treating mild tonsillitis at all arises. 
I feel that the mild cases rarely come to the doctor at all. 
Would Dr. Anderson still agree that milk-borne .tuberculous 
infecti should be permitted because of the immunity it 
may Wpduce ? Surely if we have a potent weapon we should 
use it. et 

As regards drug rashes, these also can be caused by aspirin as’ 
well as the sulphonamides. Of polyarteritis nodosa I can say 
nothing, never having seen a case, but I certainly have not heard 
of any great increased incidence from my colleagues.—I am. 
etc., i i 

\ 


Dagenham, Essex. 5 Y J. FINER. 


Sır, —Dr. T. Anderson, in his excellent article’ Yn “The Acute 
Throat” (October 15, p. 860), repeats the tre \itional advice 
for the treatment of throat infections—“ the aditinistration of 
aspirin powder, which is allowed to melt slowly in the mouth 
before swallowing.” The implication is that aspirin taken in 
this manner exerts its analgesic effect both locally ard centrally. 
Dr. Anderson mercifully omits any reference to the common 


4 


~ 


. and psycho. 


“This is very easy to do with three fingers,on the 


pertinent information which is lacking in the case 


f. 
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but futile practice of gargling with -a suspension of aspirin 
powder before swallowing it. The pain and irritation caused by - 
the powder coming into contact. with an already inflamed | 


mucous membrane are the exact opposite of the efféct intended 


~—unless the intention be to bring about rupture: of: a peri: 


tonsillar abscess without surgical intervention by causing bouts 
of violent coughing. ` Is there in fact any evidence that aspirin 


exerts its analgesic effect by virtue of a Jocal; as well as a 


central, action ?7—I am, etc., 


© 


" Kuala Lumpur, Malaya. “G. SCLARE. 


` 


Failed, Forceps 


SıR;,—May I support the view of Mr. W. P. Hirsch (November 
19, p. 1179) about-the importance of transverse arrest of the 
head in difficult forceps’ deliveries ? .The so-called “ persistent 
occipito-posterior. position ” is in most cases a transverse arrest 
of the head. Some figures which I am at present preparing for 
publication show that in. forceps deliveries the- transversely 
arrested head is far more common than the persistent occipito- 
posterior position and carries a much higher foetal risk.‘ In 
the real occipito-posterior position a deliberate face-to- -pubes 


4 
~. 


‘delivery can and should be carried out in most cases, and the 


foetal risk is low; as a relatively safe cephalic grip is obtained 
with the forceps. á 
Mr. Hirsch rightly points out that there is quite inadequate 


mention of this. position in the standard textbooks in this - 


country. It is usually looked upon as an occipito-posterior 
position in which incomplete rotation has taken place. Mr. 
Hirsch mentions, however, that sthe head enters the brim in 


the transverse diameter in 40% of cases, and some American’ 


radiological studies indeed place the figure at 60% or more. 
ff the transversely arrested head is not an occipito-posterior 
position, and in the majority of cases never has been one at 
any stage of labour, ‘surely these two complications should be 
separated, especially ‘as their treatment is so different. 

The classical operation in these cases’ is that of manual rota- 
tion. I believe, however, that not only is this usually impossible 
‘ut that attempts to carry it out are dangerous. „The fault in 
these cases is not that the head has failed to rotate but that it 
has failed as a result: of pelvic deformity to reach that level 


at which rotation normally occurs. The use of the Kielland 


forceps in these cases is highly satisfactory with practice, as 


deep general anaesthesia is unnecessary. A cephalic grip is - 


obtained, and there is a minimum of manipulation. Spontaneous 
rotation ‘usually occurs during descent. —I an, etc., 


Middlesbrough BRYAN WILLIAMS. 


Sir,—Many years ago I attended a lecture’ jon forceps ` 
deliveries in persistent occipito-positions and was amazed: at | 


the number of different theories and treatments suggested in 
the discussion that followed. ‘Not being convinced by ‘any 
one of these, I looked up all the available literature and found 
that practically the only.agreement in the various descriptions 
was that the cause of the persistent occipito-posterior. position 
was insufficient flexion of the head. -' 


. As a student I was taught to treat the cause of, any condi- | 





tion, not the result. I have, therefore, since that tige treated 
all my persistent occipito-posterior cases by flexion ope head. 

pasty and 
as soon as the head starts to flex rotation. takes plate. This 
has’ been verified by .the many house-surgeons and general 


practitioners to whom I have explained it-—I am, etc., 







__ Bristol. : x EM ABEL | POTTFR. 
_ Sud én Obesity and Psychological Trauma 
_Smr,—Thgiinteresting report on three cases of “ sudden obesity 


‘cal trauma” by Drs. H. J. ‘Shorvol ardyohn S. 


tober, 29, p. 951) prompts me to 






Richardson. (. k 
gies. Is 
there a familial (hereditary) tendency to obesity 1i. th three 
patients 2 If so, the interpretation of the pathologic mechanism 
involved. would require some modification.—I am, etc., 


JULIUS BAUER. 


- 


Los Angeles. 
; Ce 
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An Unusual Murmur `, 
‘SıR,—The foliowe case history may be of interest to your 


| readers, as it’presents unusual and remarkable features. 


A medical practitioner, aged 27, while sitting on a chair engaged 
in conversation, was suddenly seized with an attack of pain in the 
praecordium. The character of the pain was that of an ache, it 
passed from the praecordium to the inferior angle of the left scapula. 
It was not very severe, but some five minutes later it became worse 


- and changed its character to that,of an acute sharp pain, which at 


times seemed to involve the left shoulder-joint. So severe was the 
pain at this stage that the patient decided to rest for a while in his 
bedroom. On arriving at his room he lay on the bed and, taking 


"his stethoscope, listened to his heart. He heard a distinct clicking 


noise, and for a moment thought that the bell of the stethoscope was 
hitting against one of his shirt buttons. This was not the case. The 
noise was, coming from his chest. He called for a servant, who 
fetched his assistant, who arrived after about 10 minutes. By this 
time the noise was so loud that it could easily be heard without a 
stethoscope’; now however it was not clicking in character but harsh. 


- It was systolic in. time, and absolutely regular. It would fail with 


every extrasystolic intermission, and return with every normal systole 
(the patient has had extrasystoles for years). ~ At this point the 
patient noted’ that the pain was not continuous but throbbing. It too 
came with every systole, and ‘failed during the extrasystolic inter- 
missions. Thus the pain, the noise, and ventricular systole occurred 
together. A remarkable feature was that suddenly, and for no 
apparent reason, the noise would stop, only to return after an interval 
of about ten to twenty seconds. During these periods the hean 
sounds were normal. 

Examination at this stage revealed a normal blood pressure, a heart. 
rate of 80, and.an apex beat which was strong and in its norma) 
position. Apart from the peculiar noise, which by now could be 
heard some 12 ft. (3.5 m.) from the bed, and the pain there was 
nothing else abnormal discovered. Next day "the pain had disappeared. 
The patient was examined by a surgeon, who excluded diaphragmatic 
hernia, and by a physician, who suggested as a diagnosis haemo- 
pericardium, pericarditis, or coronary thrombosis. On the next day 


. various radiological examinations were performed, but no abnormali- 


ties were discovered except for a slight increase in the size of the left 
ventricle. An E.C.G., B.S.R., and blood count were performed’: 
the E.C.G. showed extrasystoles, otherwise everything was normal. 
Another physician was called to the case, and coronary thrombosis 
was diagnosed. Three days after the onset of the attack the noise 
disappeared. 

On returning home the patient spent one month in bed, during 
which he felt well except for an occasional ache over the heart, and 


‘at times a sharp pain in the left elbow where the ulnar nerve crosses 


the medial epicondyle. After his month in bed the patient arose and 
on his second day up he had ‘another attack, exactly as the first 
but not so severe. It disappeared after three days. - The patient then 
saw another physician, who said that while he could not make a 
diagnosis he could exclude coronary thrombosis; he added that the 
heart was in no way at fault. On his advice the patient returned 
to‘work. Since then there have been two or three minor attacks. 
but so slight were they that it was not-necessary for the patient to 
discontinue his work. Mediastinitis, with mediastinal emphysema, 
‘was the ‘patient’s ultimate diagnosis, 


‘ —I am, etc., 3 


St. Mattbews Hospital, South Africa. F. A. WARD 


Malignant Tertian Malaria 


Sır —With regard to Sir Philip Manson-Bahr’s letter on the 
subject of malignant tertian (subtertian) malaria (November 5. 
p. 1044) I fail to see v hy criticism of textbook teaching on the 
subject should be regarded as “ betrayal of truth.” It is no 
reflection on early observers of malaria to suggest that ‘they 
did not reach finality in the matter of symptomatology and | 
diagnosis any more than they did in the matter of treatment and ‘ 
other aspects of the disease. For instance, the textbook I. 
mentioned (October 22, p. 930),:and most others, twenty-five 
years ago, was teaching that it was necessary to take large 
amounts of quinine over long periods to cure-a simple attack 
of malignant tertian malaria, a belief which presumably was 
also not arrived at “in a day,” but which has been fopag to be 
fallacious since then. 

The view of M.T. malaria as being an extremely “ protean" 
disease—a great imitator of other diseases—which I believe 
has been.emphasized by Sir Philip more than anyone else, is. 
no more sacrosanct. My contention is that experience in the 
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Tropics in the past twenty to thirty years has proved it to be 
capable of modification, to say the least of-it. The emphasis 
has. shifted from credulity to scepticism about very unusual 
behaviour on the part of M.T. malaria. There has been a-general 
increase of knowledge about malaria as well as other tropical 
fevers, knowledge of its epidemiology and immunology, particu- 
larly in relation to native races. Laboratory methods have 
improved. All this has had its effect on the clinical approach 
to M.T. malaria. Nowadays a native with M.T. parasites in 
his blood and pneumonic symptoms is not likely to be labelled 

“pneumonic malaria,’ when it is appreciated that most 
members of his tribe- -and district carry M.T. rings in their blood 


as part of their normal equipment, so to speak. It is surely not * 


unreasonable to suppose that early textbooks and descriptions of 
the disease might have been affected by lack of’ this kind of 


‘knowledge. 


Any views I have put forward would nót be found at all 
remarkable or heretical by scores of practitioners in the Tropics © 
to-day. They are, moreover, not based on “flitting” experi- 


ence, but on twenty years’ recent residence in malarious districts , 


of Kenya, as good a “ pitch ” for observing the behaviour of the 
disease, I would think, as anywhere else—TI am. etc., 


Craven Arms, Shropshire. ape Ross. 


' 
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Angioneurotic Oedema Caused by a Wasp-stiag 
SiR,—We feel that the following account of ‘angioneurotic 
oedema consequent on a wasp-sting may prove of interest, and 
we would welcome advice or ' comments with reference to the 
case. 


The patient, a man of 48, in good health, ivei a sting on the | 


scalp from a wasp. He informed the medical officer, who was in 
the same room at the time, and as an erythema of the face and neck 
was already developing he was given 75 mg. of “ benadryl.” He 
returned to his work and began to notice a marked irritation in his 
legs, moderate dyspnoea, and huskiness of the voice. From then 
onwards the condition progressed rapidly, his dyspnoea became pro- 
nounced, and he could only speak in a whisper. 

When next seen by a medical officer (about 20 to 30 minutes after 
the original sting) he was markedly cyanosed and had urgent 
dyspnoea. His face, lips, fauces, tongue, and glottis were oedematous, 
his conjunctivae suffused, and his eyes watering copiously. He had 
clinical evidence of pulmonary oedema, and his respirations were 
< bubbling ” in type. There was a uniform erythema of his body, 
and scattered -urticarial weals were present in his skin. His pulse 
was 120 per minute and of a very poor volume. ‘He could just speak 
in a husky whisper, and complained: of a constrictive pain , across 
the lower. part of his chest and gross skin irritation: 

The condition was treated by`an immediate subcutaneous injection 
of 8 minims (0.5 ml.) of liq. adrenalin, followed ‘by 1 minim* (0.06 
ml.) per minute thereafter, By the time 16 minims (1 ml.) had been 
given his symptoms were improving sufficiently for him to be moved 
from a chair to a couch. A marked limb tremor of a coarse type 
had developed at this time, and continued at intervals for .14 hours. 
During the course of the next few hours he was given further sub- 


cutaneous injections of adrenaline (2 minims) at about 30-minute - 


intervals, and also a further 50 mg. of benadryl and, later, 
“* antistin.” 

He fell into ʻa deep ee the respiratory obstruction having been 
dramatically relieved by adrenaline, and by evening (approximately 
eight hours later) had little in the way of abnormal! physical signs 
other than a persistent oedema of the uvula, which was causing some 
retching. A further 4 minims (0.24 ml.) of adrenaline hélped to 
relieve this. By the following day he was sufficiently well to return 


tO lipht duty, his dutiés being of a sedentary nature. i 
The interest of this case lies in the fact that the patient had 


sustained a sting on the left ring finger three weeks previ- . 


ously. This was apparently from a bee, as the sting had to be 
removed from the skin. The reaction that followed this was 
entirely local, consisting of an oedema and urticaria of the 
dorsum of .the hand and of the lower third of the ‘forearm. 
This settled in about three days with benadryl. rest. and, total 
treatment. The patient gave a history of always reacting rather 
severely to insect bites, He has been stung only once before 
by a-wasp (on his foot); this was some years previously. 

It would appear that in the present instance the initial bee- 
sting provided a sensitizing dose, and during the three weeks’ 
interval hypersensitivity developed, the second sting (though 
apparently from a different type of insect) being the “ shock- 


` 


anaphylaxis following serum therapy that  “ 


ing” dose. It is interesting in this connexion to note that there 
was no local reaction! to the second sting, the manifestation 
being entirely of a general nature, 

An alternative explanation is offered by the work of Feldberg 
and Kellaway, >? who showed that certain bacterial toxins and 
snake venoms which damage tissues may cause histamine to 
be liberated when they are perfused through the lungs. As ip 


‘this case the two stings were almost certainly from two different 


insects, the one a bee and the other a wasp, it is possible that 
some toxin in the ‘sting of the latter caused a histamine reaction 
in the body. Otherwise one must postulate that there is a 
specific protein common to wasp- and bee-stings, or that the 
original sensitizing dose was the sting sustained on his fodt:some 
years ago. 

The problem which clearly presents itself is that of possible 
prophylactic treatment. Whitby‘ states with reference to 
it is as well to 
assume that all individuals become hypersensitive ten day< 
after the injection of any foreign serum and remain so for the 
rest of their lives.” Presumably in our patient there is hyper- 
sensitivity to some protein associated with the insect’s sting. 
and in the event of it not being possible to desensitize him, as 
seems more ‘than likely, the only alternative would appear to 
be for him to be constantly armed with a hypodermic syringe 
and some adrenaline if and when he is not near to medical aid 
and for him to be instructed how to inject himself should . 
the need arise.—We are, etc, , l 

W. R. S. PANCKRIDGF. 

Dartmouth, Deron C. Q. HENRIQUES. 

f REFERENCES i 


T J. exp. Biol. med, Sci., 1937, 15, 441 and 461. 
“8 J, Physiol., 1937, 90, 257. 

3 Ibid., 1938, 84, 187. 

t Medical Bacteriology, 1944, London. 


The Natural History of Asthma ` 


Sır, —I feel that many of your readers must have shared 
my feeling of disappointment in the article entitled .““ The 
Natural History of Asthma ” by Drs. Elsie O. Williams and 
G. E. O. Williams (October 22, p> 897). From the title I had. 
I think not unreasonably, expected to find therein the answers 
to at least some of the perplexing questions presented by this . 
disorder. It was not clear-to me whether their article was in 
fact based on a’revie’ of medical recards or whether they had 
taken histories from, examined, and treated these patients them- 
selves. [ff they ‘haye personal knowledge of these cases, it 
seems to me inexplicable that they have not been struck more 
forcibly by certain aspects of the natural history of ‘asthma 


. which have been widely described in the medica] literature, and’ . 


which have seemed ‘to me inescapable. + If, on the other hand. 
their paper was based solely on the examination of medical 
records, I submit that the natural history of any disease, and in 
particular any psychosomatic disease, cannot be; adequately 


described by such‘a method. 


I am primarily interested in the psychosomatic aspects of asthma. 
and I do not feel that this has been adequately dealt with in this 
_ Astfina is only one symptom which occurs in individuals 
Fey zh heredity or canstimtion exhib’ the allergic diathesis. 
isis manifests itself not only through the familiar somatic 
uch as asthma, hay-fever, eczema, etc., but also through 
a particular personality pattern and the tendency to develop specific 
neurotic behaviour patterns. That such personality patterns and 
their associated neuroses occur in allergic subjects has been shown. 
in the writings of many authors, notably . French and Alexander’ 
on asthma, Wittkower? on hay-fever, and Rogerson? on the asthma 
of childhood. 4 

As long‘ago as 1913 Marcinowskit wrote the following, ‘ Only 
the method of. psycho-analysis, however, has enabied us to come 
nearer to the essential nature. of asthma acrd..sce. thy ‘absurdity of 
the old- ;~sic] clinical distinction between bronchiqfand nervous 
asthma haane arious successes of somatic therapy dot in any way 
the psychogenic concept. The agogic value of 
other pr "es, such as breathing exercises, can be denied as little 
as the sedativ value of ‘drug therapy by narcotics. But in. the futtire 
we shall consider as the true causal therapy only the treatment of 
the basic anxiety hysteria.” For my own part. I would not be 
prepared-to go so far in dogmatism as Marcinowski, for I consider 
the allergic factor in the aetiology of asthma as beyond doubt. | 
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‘do believe, however, that the symptoms’ of the majority“ of cases, 
though commencing as allergic phenomena, are gradually replaced in 
part or in whole by neuroses of the anxiety rype.. 


Rogerson’, stated in his article on the asthmatic ‘child that . 
there was an unusual quality in the relationship between ‘the’. 
child and one or both of the parents. I subscribe to this view, 
but I feel that the effective parent in the relationship is usually 
the mother. ‘Asthmatic children are abnormally dependent on 
- their mothers, who in their turn are abnormally over-anxious 
about the asthmatic child. That this is a special relationship 
between the mother and the asthmatic child is demonstrated by 
the fact that such mothers do not appear to be over-anxious 
about the siblings, and may indeed treat them with a scant Tegard 
which is beneficial to their mental health. A-quite extraordinary 
relationship develops: between the mother and the child, in 
which she suffers from anxiety and the child from asthma. So 
tong as he remains the centre of the stage he appears to remain 
free from anxiety, but should the position of pre-eminence, 
largely achieved through hè 
respond with either anxiety ofwhat is now an established con-- 
ditioned reflex, the asthmatic attack. Gradually a situation 
develops between the child.and his mother in which the child 
values his special relationship so much that he finds it impossible 
to surrender`it in order to achieve his ultimate needs. 

I have found it. Muluable ‘in these circumstances to’ approach 
the problem primarily through an attempt ‘at ‘resolving the 
maternal neurosis, for I have found that if the mothers can 
achieve insight #nto their psychological position’: vis-a-vis. the 
child their anxfety may be lessened. and their treatment of the’ 
child modified with beneficial results. I feel that this simple 
-therapy shovid preferably be carried out by the physician who 
has charge of the case, and that only more complex cases require 
expert psyhiatric treatment. It could be argued that the 
physician may find the time required a limiting factor. ` If this 
is SO, recourse might be made to treatment,on group lines. 
Sixteen oy so’ mothers would form a convenient group which 
could be; introduced to the simplet psychological aspects of 
asthma 1 and allowed latitude to discuss their problem in personal 
terms. | I would further suggest that-the first group meeting may 
| be prdfitably devoted to the question of-the physical over- 
protection to which asthmatic children are subjected. Any 
physicijan who.is acquainted with an asthma clinic wil] recog- 
nize the unfortunate child in three woollen vests, pullover, over-_ 
coat, ahd scarves, who looks: ‘out-of place in midsummer amongst 
his mdre suitably attired fellows. It should then be a simple ` 
_.mattey to introduce the psychological. over-protection. 

One further feqture of asthma which,‘it appears to me, was 
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. or of sulphur has been noted in rheumatoid arthritis. 
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This meant that there was very little dehydration with all its 


attendant difficulties in the infant and only slight excoriation 
_around the wound. In‘addition, subsequent closure was’ easier - 
than after the simple Mikulicz procedure —I am, etc., 


Southampton, `- ` L. A. RICHARDSON. 
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_ Chemistry of Trace Elements 


SiR —It has long seemed to me surprising that so ‘little work 
has been done on the micro-chemistry of the rheumatic 
disorders. Yet we have much evidence. to show that the trace 
elements, in excess or: in deficiency, are important in many 
human and animal diseases in this group. 


I have just read a note on cobalt poisoning, from which ] . 


feari that the toxic effects are attributed to interference with 
„tissue metabolism due to fixation of sulphhydryl groups. It 


thma, be threatened he will has been noted that the administration of cysteine lessens this 


A similar beneficial effect from the use of cysteine 
Clinica) 
improvement occurs, coinciding with an increase in the cysteine 
content of hair and nails. 


toxic effect. 


I have tried to find out whether the distribution of cobalt in ` 


the soils of this country coincides with that of rheumatoid 
‘arthritis. Hitherto I have been unable to get the necessary 
information. I do, nevertheless suggest that investigations on 
these lines might prove fruitful, not only in reference to cobali 
but also to many other trace elements. —I am, etc., 


Hadley Wood? Herts. G. C.' PETHER. 


\ 
, Splenic Puncture 

SiR,—I was interested to read of Dr. E. Tuckman’s method 
of splenic. puncture (November 12, p. 1112), as it is almost 
exactly like the one I used in India for the diagnosis of kala- 
azar, except that I kept the plunger of the syringe withdrawn 
while removing the needle. This caused the splenic pulp to 
spatter into the barrel, which was then washed down with a 
millilitre or so of isotonic saline into a small tube and spun 
at a low speed. Thick smears were made of the deposit and 
stained by Simeon’s method. 

- It was my experience that when parasites: were scanty the 
spleen was more likely to reveal them than the sternal marrow. 
It was very important, though, to make a prolonged search. for 
Leishman—Donovan bodies if other findings are ‘suggestive. J 
remember particularly the case of an Anglo-Indian in whom 


ina fequately’ ‘dealt with in the paper under .discussion is its marrow examination .revealed no parasites, but a single 


episodic ‘nature. 
I think it remains unknown why there should exist 
ch wide. variation in this respect, but it has been in my 
experience a striking feature of the disorder. It is because 
{ feel that these, important considerations should not be over- . 
lookéd when we consider the natural history of asthma that I 
have presumed on your valuable space.—Il am, etc., 


London, E.11. 7 to D. H. Irwin. 
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Gangrenous Intussusception in Childhood ' 


Sir,—Dr. D. J. Conway and Mr. R. L. G. Dawson (Novem-' 
ber 19, p. 1153) describe two cases of gangrenous intussuscep- 
tion treated by the Mikulicz method. Although both cases were 
brilliantly successful the authors mention certain disadvantages : 
(1) wasting >. (2) excoriation of the abdominal wall: and 
(3) further operative: procedures for closure. In order to 
obviate these I would most strongly advocate the mancuvre 
first suggested by Woodhall.? .This consists in making -a side- 

to-side. anastomosis between ileum and colon just :above ‘the - 
exteriorized gut. * This adds little to the time of, the operation 
and leads to a much smoother recovery. 

Ihave recently done this in two successful cases and found 
that 90% of the intestinal contents was passed per rectum. 


~ 
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„in the chest,, 
_.pneumonic patches of 


-Many children appear to.“ grow. out” of * Leishman-Donovan body was found in two of three thick 


smears of his splenic pulp.—iI am, etc., 


ha 


Ashford. Middlescx. C. F. Ross. 


' Paraffin Pneumonia 
Sır, —I am prompted by Dr. M. Gelfand’s article on paraffin 


‘pneumonia (November 19, p. 1151) to recall a case of an East 


African soldier who was under my care in a military hospital in 
Egypt in 1946. 


A man of 24 was brought in as an emergency. He was in a deep 
coma. There was a total flaccid paralysis. No physical signs could 
be found in the respiratory system. Urine N.A.D. I noticed a 
strong smell of paraffin in the breath of the patient, and on inquiry 
among his tent mates it became clear that he had been drinking a 
fair amount of paraffin taken from his hurricane lamp and mixed 
with lemonade, A gastric lavage was carried out, and he was placed 
in an upright position. Within 24 hours he was conscious and_his 
neurological signs had subsided. He then developed a high tempera- 
ture and a productive cough. There were no definite physical signs 
but the radiograph ` showed .widespread broncho- 
“snowstorm” type His sputum ‘was 
repeatedly negative for tubercle bacilli. A course of penicillin was 
given, following which he made.an uneventful recovery, and the 
x-ray appearances became? normal within a week. T 


This case would correspond to group 3 in Steiner's 
classification (Amer. J. Dis. Child., 1947,74, 32).—I am, etc.. 


London, S.E.13. G. Z. BRETT. 
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Painful Experiments . 


SiR, —~Most of us in the profession, myself included, have 
‘probably at some time or other derided the charges of cruelty 
made by ‘antivivisectionists. against the experimenters in our 
ranks. It has been the custom to ease our consciences, prob- 
ably in genuine belief, by dismissing the charges as the out- 
pourings of cranks who in any case were not aware that painful 
experiments were conducted only on the anaesthetized animal. 

Within recent years, however, there has been genuine cause 
for disquiet, and the experiments on conscious rats described 
under the section headed “Effect of the Alarm Reaction” in 
the paper appearing in the opening pages of the Journal of 
November 19 (p. 1129) must surely arouse misgivings in the 
minds of some of us who were given to scoff—I am, ete., 


Leighton Buzzard, Beds. M. C. RoTHcope. 


Infestation with Trichostrongylus 


' $ir,—I have, just read Dr. Ian S. Stewart's article (October 1, 
p. 737) on trichostrongylus infestation, I now believe this 
infestation to be a common disease among the Mauritians 
tecruited into the British Army. I have kept no records, but 
treat about one case of “hookworm” a week. Personal 
experience in the examination of stools has convinced me that 
Many more cases pass unrecognized through my ‘hands. One 
may examine a stool carefully for over half an hour and find 
one ovum just as the search is being. given up after numerous 
slides have been examined. And several stools may be negative 
before an ovum is found. 

With one exception-none of these men has been anaemic. 
Their symptoms have been abdominal; had they been other- 
wise stools would probably not have been examined. They 
were all treated with tetrachlorethylene and oil of chenopodium. 
No adult worms were recovered after treatment, though ova 
seemed to disappear, at least for a while. They were then 
discharged from hospital. f 

In one case adult worms were recovered after treatment. 
This man had a haemoglobin of less than 3 g., and subse- 
quently recovered completely. In this case numerous ova had 
been found in the stools and their development into larvae had 
been typical. In the other cases ova were scanty and fully 
segmented. Their development neither resembled that of 
Strongyloides ova nor of Ankylostoma—certainly not the 
former.—I am, etc., 


Benghazi. , D. HAMILTON. 
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Death by Hanging 


Sir,—When a malefactor was hauled up to the bough of a 
tree the presumption is death was by strangulation, although 
Pressure on the jugular veins causing cerebral congestion may 
have induced unconsciousness before death supervened. ' A 
similar anaesthesia was induced ‘before disembowelling in the 
sentence of hanging, drawing, and quartering. 

But about a century ago the questions.Dr. F. A. Richard 
‘November 26, p. 1235) asks and the misgivings he feels— 
whether or not any of. the rest of us share his ideas—arose for 
the very practical reason that too many criminals were being 
revived after execution, even though they had been left hanging 
the prescribed period. It was becoming common for the friends 
or relatives, or even an inquisitive surgeon, to have a hackney 
coach ready and whisk off the body immediately it was cut 
down, usually to a tavern, where a vein was opened and, if 
any blood flowed, restorative measures were applied. From 
these occurrences it was concluded that the drop used, in 
contradistinction to the more primitive method, was too short, 
and the present long-drop method was ‘substituted with the 
direct object of breaking the neck. The ideal, I was informed 
as part of my medical education many years ago, is for the 
odontoid peg to break the odontoid ligament and drive into 
the medulla, destroying the vital centres, 

Reports of post-mortem findings published in accounts of 
inquest proceedings frequently ‘leave in doubt whether this ‘is 


achieved ; but fracture of two or three of the upper cervical 
: 
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vertebrae is invariably mentioned. Dr. Richards’s crushed 


cervical cord appears in actual fact to be a much more complete 
destruction than anything which can be quoted as an example 
of compression of the cord; and if an actual pulping of the 
medulla is not achieved it is difficult to see how the vital centres 


can retain any activity when there is such widespread destruc- ' 


tion and consequent direct violent alteration of pressure just 
below. | 

One would agree that the present method, or any conceivable 
method, of hanging does not cause instantaneous death, because 
the adjective is inapplicable to any mode of death known to 
man; but it approaches instantaneousness much more closely 
than any other method, even shooting, unless in that method a 
bullet actually traverses the medulla. And even in such a case 
the wound of entry presumably causes some momentary know- 
ledge of injury before the vital centres are destroyed. . Electro- 
cution is‘sometimes considered to be as quick as lightning, but 


‘it is understood that early mishaps with this method, including 


some arising from using too hi b a voltage, have led to the use 
of three successive shocks, eS M4 herefore, which causes death 
cannot with certainty be determined.—J am, ete., 


London! S.W.6. C. T, Norris 


The G.P. and E.C.T. 


sir,—I believe that our hospital is the only place in Cornwall 
where E.C.T. is applied, thus I think it almost my duty to join 
in the controversy started by Dr. Donald Nä. O'Connor, of 
Launceston (October 29, p. 984). The percentage of relapses 
among my patients’ during the fast five years is very:small, J 
could: say negligible, though I do not deny that, some needed 
a second course of E.C.T., and still less few a:third course 
With this confession I should like to combine a ditation from 
Dr. Robert Thompson’s letter (November 19, p.} 1178), with 
whose statement I am in complete agreement. He asks, “ What 
is wrong with a second course of E.C.T., or ever, a third?” 


Here it is worth while to state that in the U.S.A. ‘an average . 
course of E.C.T. has 20 shocks (not 6-10), not tò mention . 


weekly maintenance doses lasting one year and longes, 
The letter of Dr. J. Ernest Nicole (November 12, b. 1116), 


stresses an important point. It is true that E.C.T. alose is nat - 


always a cure in itself, and after-treatment is necegsary ir 
many.cases. This brings me to a fact not fully appreciated 
yet. It is an established fact that patients—say, with an injun 
of a leg and some resulting disablement—are not only giver 
time of convalescence but also, and what is more important 
rehabilitation facilities, by-means of which they are taught te 


rely again on their injured limb. - Are patients who sustained an - 


injury to the most sensitive organ in the body—the cerebruin—- 
not in need of and entitled to rehabilitation ? K i 

I too believe that the impact of everyday life, withòpt 
gradual preparation for it, is ‘at least one of the main causes a1 
many relapses. Much has been done and much is done in’ ow’ 
hospitals ; nevertheless under present conditions convalescen\ 
wards in many hospitals cannot replace convalescent homes and: 
still less rehabilitation centres. There, apart from necessary 
maintenance doses of E.C.T., I visualize patients being taughy 
to rely on themselves again. The return to everyday life and 
to the original conditions and circumstances—often a big part 
in the causal mosaic—will, properly guided, be done gradually 
and, I think, with lasting effect even in cases which at present 
tend to relapse—lI am, etc., 


Bodmin, Cornwall. 







ERNEST E. FELDMESSER. 


Poisoning by Ferrous Sulphate 


SIR;—May I offer a footnote to the article by Dr. J. H.-Prain 
(November 5, p. 1019) and to your annotation (p. 1034) of 
poisoning by iron pills ? It is desirable that not only the patient 
who possesses tablets. of the “ fersolate ” type but the doctor 
also who prescribes them should be aware of the danger. 

In a recent case, when a child of 14 months swallowed 44 
tablets, the practitioner was consulted within five minutes ane 
again after an hour and a half: he said that there was no dange; 
and that the baby would be perfectly all right. At the inques: 
he regretted his error, with the explanation tha} the’ tablets were 
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not listed in the:textbooks as a poison, and no antidotes were 
recommended for an overdose. The makers’ container itself, 
of course, bears a warning; it should be remembered that a 
pharmacist supplying them on prescription does so in a plain 
packet.—I am, etc., 


- 


HENRY PORTÉR. 


POINTS FROM LETTERS 


Asthma at Sea 


Dr. G.. L. ALEXANDER (Bristol) writes: It is commonly assumed 
that .2 voyage to the Antipodes is wholly good for health. Many find 
to their cost that this is not so, noticeably asthmatics on the large 
sowded liners. The first night out from Tilbury they are smitten 
with the worst attack they have ever had. This does-not respond to 
‘heir usual remedy, repeated large doses’of adrenaline being required 
ior even partial relief; and it is days before recovery is complete. 
Qn arrival at the Australian coast, down they go again, and they 
ave a bad time crossing the Bight. Some have nearly died. 
. Practitioners would do well to advise their asthmatic patients bound 
for Australia to fly if they can afford it: otherwise to consult the 
ship’s surgeon as soon as they get aboard, as there are various ways 
m which he can help them. , 


Treatment of Rhenmatic Fever with Antihistamine Drugs 


Dr. L. A. Quirk (London, W.1) writes: It is over two years ago 
that I first used the antihistaminics in a case of rheumatic feyer— 
apparently with good results. I tried them in a second case, and 
again was impressed favourably. Later I was informed by a 
physician at a Vancouver (British Columbia) hospital that pyribenz- 
amine was used routinely in cases of rheumatic fever admitted to that 
hospital... . As it would appear that theoretically the antihist- 
aminics are the logical treatment for rheumatic fever, and because of 
the importance of this disease in general practice, may I urge you 
‘o det us general practitioners have some information on the results 
uf investigations at an early date ? 


t 


Confusion with Tablets 


Mr. B. A. Levinson (London, W.1) writès: From the patient's 
standpoint I have frequently noted with apprehension the absence 
of warning or -even identifying marks upon barbiturate and other 
dangerous tablets. A recent incident prompts me to address you on 
the subject. My doctor prescribed pethidine and “ amytal.” . My 
chemist supplied them, each box being marked, in the words of the 
prescription, “ to be taken as directed.” How was I to know which 
was which ? I guessed, and guessed wrongly. The chemist, to whom 
I went for identification, took a little time himself to distinguish 
between the two. ... J do not intend any expression against either 
doctor or dispensing chemist, but I venture to suggest to physicians 
that when prescribing such tablets they should add a direction to 
‘he chemist, to mark the container with the name of the contents or 
some Other adequate indication of their nature. 


Firework Injuries 

Mr. F. Keira Hayman (Sharnbrook, Bedford) writes: Having read 
Mr. L. A. H. Snowball’s letter (November 26, p. 1236) may I suggest 
a very simple safeguard ? A conspicuous “A” or “U” covld be 
printed on the firework or, if too small, on a strong tab firmly 
attached to it, thus conforming to the already well-known cinema- 
film classification. An obligation could be laid on the manufacturers 
‘o mark their products in this way, and on shops to sell only * U ” 
fireworks to children. This could easily be arranged by Government 
regulation, if the suggestion could be conveyed to the right quarter. 


Health and the Soil ; 

Dr. ANGUS CAMPBELL (Edinburgh) writes: I was very interested 
to read the letter (November 19, p. 1178) by Dr. G. T. Wrench 
entitled “ Health and the Soil.” My late teachers at Edinburgh. 
George Lovell Gulland, Professor of Medicine, Edinburgh, and Sir 
Edward Sharpey-Schafer, Professor’ of Physiology. Edinburgh. both 
described the work of Sir Robert McCarrison, and predicted that the 
work which he had begun would lead to very great changes in the 
lives and health of the people. These lectures are now some thirty 
years old, and very little seems ta have been done in the way of 


tollowing out this great work. It is difficult to see why this great . 


work has not advanced- as far as its merits indicate, but the secret 
seems to lie in the one word “ fragmentation.” Dr, Wrench describes 
the answer admirably as the “interdependent whole.” To be .fair 
to the Minister of Health one must admit that he is trying to spread 
the idea of healthy living rather than the bottle of medicine and 
that he follows out this idea by encouraging action. But f agree 
with Dr. Wrench that by concentrating on the present ailments of the 
people we will never reach perfect national health. 
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JOHN ORR, M.D., F.R.C.P.Ed. 


Dr. John Orr, who died at Edinburgh on November 28 in 
his 79th year, was for 21 years dean of the School of 
Medicine of the Royal Colleges in Edinburgh, where he 
taught the class of materia medica up to 1945. He was 


educated at George Watson’s College, for which he retained 


a high affection during his whole life, being twice president 
of the Watsonian Association. He qualified M.B., Ch.M 
with honours from Edinburgh University in 1891, and in 
1896 took his M.D. and was elected a Fellow of the Roya! 
College of Physicians of Edinburgh. He chose general 
practice as a career, and after a long and busy life retired 
nearly 20 years ago. He was then free to devote his interest 
and energy to medical education and teaching, in which he 
had always been greatly interested. To gain wider experi- 
ence and insight into these subjects he visited medical 
schools in the U.S.A., Canada, and India. He became 
dean of the School of Medicine of the Royal Colleges in 
Edinburgh in 1924. He was a member of council of the 
Royal College of Physicians of Edinburgh from 1926 to 
1930, and acted as their representative on the board of 
managers of Edinburgh Royal Infirmary. He was a former 
senior president of the Royal Medical Society of Edin- 
burgh. Dr. and Mrs. Orr celebrated their golden wedding 
early this year, and great sympathy will be extended to his 
widow. l 

, Lieutenant-Colonel A. D. Stewart writes : By the death 
of Dr. John Orr in his 79th year the medical profession, of 
Edinburgh has lost a very distinguished member—and not 
only the medical profession: Like many other doctors 
he had wide interests and activities outside his chosen 
career. He had a deep knowledge and appreciation of 
classical music, and he took a lively interest in the provision 
of symphonic music in Edinburgh. He was a keen and 
expert bowler and curler, and he had a real love of Classica} 
and English literature. His administration of the School 
of Medicine of the Royal Colleges of Edinburgh was parti- 
cularly successful, and it was largely due to his interest and 
ability that the school came successfully through difficult 
periods until it was taken over by the University in 1948 
His interest and kindness and ready help will be remem- 
bered by many generations of students. He gave lone 
and devoted service to the board of managers of the Royal 
Infirmary of Edinburgh, on which he served for over 20 
years. The department of radiology strongly interested 
him,.and he was largely responsible for the development 
of this important and essential side of the hospital’s 
activities. The secret of John Orr’s success lay in the 
sterling qualities of his mind and character. It is given to 
few men to live as long and as complete a life as his. 
Nature had gifted him with good health and an abundance 
of physical and mental energy, a clear reasoning mind, 
an acute intellect, and a cheerful and optimistic outlook 
on life. He had as a foundation a simple but high religious 
faith, and from this sprang many of the qualities of his 
character. Dr. Orr will be remembered by us as a great 
servant of the Royal Infirmary, as an outstanding example 
of one who used to the full the opportunities afforded by 
the voluntary principle to serve unselfishly and unstintingly 
a great voluntary institution, and through it a whole 
generation of his countrymen. Those who knew him and 
shared his friendship will remember him as one who was 
kindly, courteous, and wholly sincere. 


r 
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‘with distinction in 1922. He took the M.R.C.P. in: 1937. 
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Dr. James Dewar, who died on September 1, was born at 
Mullingar, in Southern Ireland, on November 22, 1883. His 
father was the late Elliot Paxton Dewar, Head Inspector of 


Schools in Ireland. James Dewar was educated at Lurgan 


College and at Queen’s College, Belfast, where he graduated 
in 1907. In 1911.he came to Bury as assistant to the late 
Dr. France. In the first world war he served as medical officer 
to the 5th Battalion Durham Light Infantry, returning to Bury 
in 1919. He then took over the practice of Dr. France, one 
of the biggest in Bury, and carried it on until bis death. He 
was police-surgeon to the county borough from 1919 to 1948. 
The cares of a large industrial practice allowed him little 
leisure, and latterly his only hobby was the collection of 
antiques. In his younger days he was interested in rugby, 
cricket, and rowing. James Dewar's charm of manner endeared 
him to all his many patients. His .industry enabled him to 
carry on the large practice to which he had succetded. His 
loyalty to his medical colleagues, his unassuming modesty, and 
his native Irish wit were notable. He died, as he would have 
wished to die, in harness, but he will long be remembered. 


The Rev. Dr. GEORGE BrockLessy Davis died in Cambridge. 


on November 5 at the age of 76. Dr. Davis was the son of 
the Rev. Brocklesby Davis, and was born in Allahabad in 1873. 


He was educated at Corpus Christi College, Cambridge, and’ 


later at Ridley Hall, where he read for Holy Orders. As a 
student of the London Hospital he qualified in 1904. After 
taking a curacy at Forest Gate he joined the Church Missionary 
Society in 1905, and from then until 1919 he served as a medical 
missionary at Amritsar, in India. He was in charge of the 
C.M.S. Hospital at Amritsar for many years, and he served 
many of the outlying village hospitals and dispensaries also. 
At the same time he continued his ministry as a priest of the 
Church of England in the little mud churches scattered) over 
a wide district. Early in his career in India he learnt from the 
famous Colonel Smith the intra-capsular technique of cataract 
extraction, and he performed hundreds of operations on Sikh 


and other patients. He was also responsible for an extensive - 


programme of inoculation against plague, and he taught scores 
of Indian dressers and dispensers minor medical and: surgical 
procedures. Dr. Davis, perhaps on account of his equable 
temperament, was always known to his Indian patients as 
“Firishta Doctor Sahib,” which means roughly “ Angel 
Doctor.” In 1911 he married the daughter of the Rev. 
Charles Howard. When he returned to England in 1919 
Dr. Davis brought his wife with him and the first five of 
his subsequent family of eight children. 
in Ely for 25 years, for most of them in partnership with 
Dr. K. S. Maurice-Smith. In 1931-3 he was chairman of 
the Isle of Ely Division of the B.M.A.. He was medical officer 
and public vaccinator for Ely, Trinity, and Little Downham, 
and medical officer to the Ely Dispensary and Poor Law Insti- 
tute. His health broke down in 1945, and thereafter he . was 
partially paralysed and lived in retirement in Cambridge. He 
was much loved by the people of Ely and was never known to 


refuse to answer a call from the Fens, even in the worst weather.. ' 


He was an able general practitioner and a skilled obstetrician, 


‘and he will be remembered as a man who gave invaluable 


service to the community in which he worked, both in India 
and in Ely. . oe i 


En 


- Dr. WaLiam BRaNpeR, who died on November 21 in London 
at the age of 73, graduated M.B., Ch.B. at Aberdeen in 1901. 
He proceeded M.D. with the highest honours in 1910 and Ch.M. 
He 
served in Firvale Hospital, Sheffield, then a Poor Law hospital, 
for some years before becoming medical superintendent of 
Hackney Hospital-in 1911. This post he held until October, 
1929, when he was appointed principal medical officer in charge 
of the general hospitals division of the London Countv Council. 


-He retired from office on account of ill-health-in 1936. Soon 


after his retirement he went to Egypt. He was still there at 
the,outbreak of war and was unable to return. Throughout the 


war years and for the early post-war period he wandered over’ 


eastern Africa, from Egypt to the Cape and back again, in an 


` 


He was in practice . 


- 
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unavailing search for a climate that would suit him and relieve 
his bronchitis and emphysema. In due course, after the war. 
when transport became available and when he was well ‘enough 
to travel, he returned to this country, but from the time of his 
return his health was such as to enforce on him a quiet and 
retired life.” His absence in Africa for so many years and his 
seclusion after his return took him out of public life and away 

from professional contacts. Every period is in a sense a transi- 
tional period, but it fell to Brander in exceptional ‘measure to 
deal with rapid changes and developments. He was at Hackney. 
during the years after the first world war when many of the 
Poor Law hospitals made rapid advances in response to the 
increasing demands which were being made on their ‘services 

Hackney Hospital under Brander was in the forefront of these 
changes. Then with the Local Government Act of ‘1929 the 
London County Council assumed control of the ‘Metropolitan 
Asylums Board hospitals and also of all the hospitals in London - 
formerly controlled by the twenty-five Boards of Guardians. It 
was quite a big job to take over the M.A.B., but the M.A.B . 
after all was already an organized hdspitaf service. It was 

Brander’s task to deal with hospitals, mostly general, which 


. had been under twenty-five different managements, hospital» 


varying in size, in function, and in development. He was 
also concerned with- epileptic colonies and nurseries and his 
duties included the administration of the district medical work. 
which until 1948 played such an important part in the medica) 
care of the poorest people of London. He was responsible, too 
for the supervision of the medical services in the Public Assis- 
tance Institutions. Brander bore the brunt of this stupendous 
task. He worked very hard and there is little doubt that this 
contributed ‘to his ultimate breakdown in health.. Without 
Brander’s help Sir Frederick Menzies would have found very 
much more difficult: the task, which he carried out so well, 
of moulding and developing the municipal hospital service of 
London, Dr. Brander’s academic distinctions indicate his intel- 
lectual quality, and his clinical experience was exceptionally 
wide. He was a very good all-round doctor. It is true that much 
of his professional time was devoted to administrative problems. 
but he was a better and a wiser medical administrator because 
he had been first of aila good doctor. The interests of the patient 
were always his first interest, and it is noteworthy that he was 
especially concerned that the chronic sick should receive proper 
care and consideration. Brander was indeed a canny Scot— 
his opinions were formed slowly and hesitantly but once formed 
were always sound, and his advice was highly valued. As a man 
v be was friendly, sympathetic, and generous, a charming com- 
panion and a loyal and helpful colleague. His loss will be 
mourned by all who worked with or for him. He leaves a 
widow who has devoted herself to his care, especially-since his 
breakdown in health, and a son who is a banker in North - 
“Africa.—A. D. 


Dr. WILLIAM Murray CalIRNS died on November 28 at his 
home in Wallasey at the age of 83 years. The son of a Liver- 
poo! cotton broker, he was born in that city in 1866 and educated 
at the Liverpool Institute and Edinburgh University. He quali- 
fied in, 1891 and graduated M.D. in 1915. Shortly after quali- 
fying he was for a time surgeon in charge. of the English 
Presbyterian Mission Hospital in Formosa. He returned to 
Liverpool in 1896, where he established himself in practice and ` 
also took a great interest in local medical ‘affairs. ` Dr. Cairns 
was a life member of the Liverpool Medical Institution, which 
he joined in 1897. During his membership he held the offices 
of secretary in 1919-21, vice-president in 1922-3, and he was 
made a trustee in 1922, He took a great and active interest in 
the work of the St. John Ambulance Association, being county 
surgeon to the Brigade and also chairman of the Liverpool 
Centre., During the 1914-18 war he was medical officer in 
charge of the St. John auxiliary military hospital in Liverpool. 
His services were recognized by the conferment of the C.B.E. 

‘in 1920. and ten years later he was made a Commander of the 
Order of, St. John of Jerusalem. Among his other appoint- 
ments was that of specialist medical officer to the local educa- 
tion committee in regard to the examination of physically defec- 
tive children, and he was also an examiner in medicine to the 
General Nursing Council. He had been a member of the 
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British Medical Association for the past 46 years, and up. till 
recently he took an active part in its work, 


1’ 


Dr. E.'S. A. Ashe writes: I was surprised to see that among: 


all the appreciations of the late Professor’ T. .P. McMurray - 


{November 26, p. 1236) no mention was made of the fact that he 
was not only a brilliant orthopaedic ‘surgeon but a brilliant 


general surgeon as well. I had the honour. to be his house- > 


surgeon, and my wife also, and we “have vivid ‘recollections of 
how on, more than one occasion he would turn round at the 


end of a long operation list of .orthopaédic cases and operate i 


on a case of acute intussusception which had been brought in 
as an “emergency.” It was fascinating to watch those surgic- 
ally beautiful hands one moment wielding an osteotome to shiver: 
a bone and the next, by the most gentle pressuré, reducing the 
seemingly irreducible intussusception. Of McMurray it might 
be truly said: “ He was a man who went about doing good and 
healing all manner of sickness.” $ 
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LIBEL -ACTION BY MR. MATTHIAS ALEXANDER 


in’ March, 1948, an action for libél was brought by Mr. 
Frederick Matthias ' Alexander, of London, against three 
medical men: Dr. Ernst Jokl, Physical Education Research 


X Officer to the Union Education. Department, Dr. E. H. Cluver, 


Director of the South African Institute for Medical’ Research 
at Johannesburg, and Dr. B. Maule Clark, of. Houghton, 
Johannesburg, ‘editors of Manpower, a biannual ` scientific 
journal published in Pretoria by the Government Printer and 
circulating throughout the Union. The evidence in this case 
was reported at length in the Journal of March 20, 1948 (p. 575), 
and the written judgment of Mr.’ Justice Clayden was sum- 
marized in the issue of May 8, 1948 (p. 909). Mr. Alexander 
was awarded £1,000 damages and costs because of an allegedly 
defamatory article which appeared in’ the March, 1944, issue 
of : ‘Manpower. The defendants entered’ an appeal. 


_ Judgment on Appeal - 

Dismissing the appeal with costs,’ the Chief Justice said that 
because the trial court had found that it had not been proved 
: that Mr. Alexander’s system was entirely worthless, counsel for 
the appellant doctors had sought to use the evidence of the 


trial for the purpose of showing dishonesty on “the part of. 


"Mr. Alexander. The sting of the defamatory matter which 
had to be justified was that Mr. Alexander knew ‘that his -tech- 


` aique was of no value to improve health or cure ill-health, and 
. that he practised it dishonestly to exploit the rich. But, in view 


of the considerable body of evidence from medical practitioners 
and others who deposed to benefits derived by patients from 
‘his treatment, it was not possible to find that he knew that his 


technique was worthless and that he only used it to impose - 


“pon'and exploit the rich. 

Passing to the plea of fair- comment, the Chief Justice said 
that thére could be no fair comment upon facts which were 
not true. Counsel for the appellants relied upon the plea of 
‘fair comment only in respect of the passage in the offending 
article dealing with appendicitis. In_that passage it was 
suggested that Mr. Alexander claimed to be:able to, cure acute, 
appendicitis by means.of his system, and the comment was that 
to give this type of advice was criminal. But the fact was that 
Mr. Alexander did not, in his books, claim ‘that he could cure 
acute appendicitis. 

As to the contention that in any event the damages awarded 
to Mr. Alexander by the. Transvaal Provincial Division of the 
Supreme Court were excessive, the Chief Justice said that 
Mr. .Alexander was entitled to compensation -for his injured 
feelings and the hurt to his dignity and reputation. His 
reputation, in this case, included not only his good name from 


va moral and social point of view, but also his reputation as a 


teacher of his system of psycho-physical education. . He was 
therefore unable to come to the conclusion that thé damages 


awarded to Mr. ‘Alexander for that injury were excessive. 


` 
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__ Medical: Notes in Parliament 
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National Health Service (Amendment) Bill 


The National Health Service (Amendment) Bill was read a third 
time in the. House of Lords without debate on December 2. 
Consideration of the amendments made by the House of Lords 
in this Bill was set down for nee 8 in the House of 
Commons. - 
The Nurses (Scotland) Bill ' 


The Nurses (Scotland) Bill was considered on report in the 
‘House of Commons on November 30. On the first schedule 
(the General Nursing Council for Scotland) Mr. WOODBURN 
moved amendments to meet the wishes expressed during the 
committee stage that the Council should include a person with 
financial’ experience. Commander GaLBrarTH' thanked Mr. 
` Woodburn for bringing forward the amendment, and it was 
accepted. The House then passed to the third reading of the 
Bill. In moving this Mr. Woopsurn said that on the com- 
_Mittee stage he had been .asked to give special consideration 
to the question of “fever nurse,” including a nurse with tuber- 
culosis experience. He had been unable to alter the Bill in 


any way, but he would take care to ensure that the members of . 


- 


the Nursing Council included a person with recent tuberculosis 


experience. 

‘Sir THOMAS MOORE said the Bill would depend largely on-its 
administration for its success. One of the ways by which 
nurses could be made happy and contented, and therefore 
efficient, was by the food they received. According to informa- 
tion from nurses who had received their training in hospitals 
which he would mention the food was disgraceful. That applied 
to Glasgow Royal Infirmary. Mr. WOODBURN submitted that 
‘the question of food in hospitals was not a question regarding 
training of nurses. Only training was dealt with in the Bill. 


If Sir Thomas had complaints of the kind which he had ` 


indicated he had better submit them to Mr. Woodburn for 
verification and not make. a personal statement in the absence 
of verification. 

The SPEAKER said the matter had nothing to do with the Bill. 

Sir Tuomas Moore said he did not withdraw his allegation. 
which had been made to him by a nurse. He accepted the 
Speaker’s ruling and'would not pursue the matter further. He 
believed the Bill was a good one and would have all the success 
which the House desired it to have. 

The Bill was then read a third time. 


It had already passed 
the House of Lords. i 


Leprosy 

Mr. SORENSEN on November 15 asked what further steps 
were being taken to deal with leprosy in Nigeria and other 
West African Colonies. 

` Mr. Creeca Jones replied that it was not possible to estimate 
how much of the total expenditure on medical services was, 
devoted to the treatment of any particular disease. No statistics 
existed which would show reliably whether the incidence of 
leprosy was increasing or decreasing in West Africa. In Nigeris 
there was a fully organized Leprosy Service. Arrangements 
were being made for this Service to extend its activities from 
the areas in the south, where previously its intensive operations 
had been carried out, to the whole territory. Missionary bodies. 
already extensively engaged in leprosy work, were being brought 
fully into the programme. An experienced leprosy research 


‘Officer had recently been appointed. A comprehensive scheme - 


for the future had been drafted and was under consideration. 
‘This scheme involved heavy expenditure. The extent to which 
it would be possible to implement it would depend -on the 


relation this expenditure ‘bore to the needs of other social- 


services and the finances of the territory as a whole. 

Mr. CreecH Jones added that in the Gold Coast there were 
five refuges for lepers. A full-time leprosy officer and ten lay 
assistants had been appointed and had taken up their duties. It 
was intended that three leprosaria should be established to cover 


the country. Each would have ’accommodation for 2,000. 
patients. Native authorities would be helped to establish. 


PO villages where the inhabitants would lead a normal life 
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‘under medical supervision from the nearest leprosarium. The 
rate of progress in implementing these proposals would depend 
upon the availability of medical staff of all grades, many of 
whom must be trained locally. In Sierra Leone a permanent form 
of organization for the control of leprosy was being planned. 
The co-operation -of the Evangelical Brethren United Mission 
and the British Empire Leprosy Relief Association had been 


_assured, and a grant had been made from the Colonial Develop- 


ment and Welfare funds. In the Gambia plans for the reorgan- 
ization of Leprosy Services were well advanced. These included 


the construction of a new Government leprosarium, which | 


would function as a training centre for local staff and also 
serve as a valuable instrument in propaganda. In both Sierra 
Leone and the Gambia progress was at the moment hampered 
by the difficulty of obtaining suitably qualified staff. 


` Calories ‘ 


Mr. STRACHEY stated on November 21 that for the y year ended 
last June the calorie figure for the United Kingdom was 2.980 
-per head per day, which, he said, was not significantly different 
from the pre-war figure of 3,000 calories per head per day. 
He added that the figures forthe present rate of consumption 
might prove to be above the pre-war figure by a significant 
number of calories. He agreed that once up to’ the pre-war 
figure the calories had a limited. significance and that variety and 


quality of food came in as important factors. Distribution was ° 


more equitable than it had been before the war. Consumption 
of fats was 98% of pre-war, of eggs 91%, of cheese 110%, of 
bacon 49%, and of liquid milk 157%. These figures did not 
include the recent increase in the bacon ration. 


Pneumoconiosis in South Wales 
In the House of Commons on November 24, opening a debate 


-on Welsh affairs, Mr. JAMES GRIFFITHS said that the Silicosis 


Board no longer suspended a man with pneumoconiosis unless 
that disease was ‘accompanied by tuberculosis. Diagnosis of 
the disability could now be made at a much earlier stage. The 
Board could, and did, recommend that men could continue in 
underground employment in approved conditions, subject to 
re-examination at intervals of not more than 12 months. This 
was an improvement on the old system by which men were 
given a certificate once, after which nobody bothered. It was 
too early to say the new scheme was ‘successful, but it was 
encouraging. ` Steady progress was also being made-in the 
application of methods of dust suppression, ‘Dr. Fletcher and 
his team, in consultation with the Silicosis Board and the 
Pneumoconiosis Research Unit at Llandough Hospital, Cardiff, 
were conducting research into the diagnosis and treatment of 
the disease and into rehabilitation. The future of the South 
Wales coalfield depended on pneumoconiosis being overcome. 
Experiments in certain of the North Wales slate quarries in 
laying dust, particularly in the sla teesputing sheds, showed 
encouraging results. 
Restricted: Use of Operating Theatres mo 

Colonel Lietron and Mr. SwINGcLeR asked questions ‘on 
November 24 about the reported restriction ofthe use of the 
_ operating theatre in a-‘hospital or hospitals to the hours 9 a.m. 
to 5.30 p.m. 

Mr. BEVAN said he was making inquiries. 

Colonel Lirton asked whether Lord Horder had not yet had 
the courtesy or the courage to substantiate the allegation which, 
-in the absence of supporting evidence, would be régarded as 
irresponsible and possibly malicious. 

Mr. BEVAN said he had made inquiries, and so far as he 
could find out the Ministry of Health had received no informa- 
tion whatever from Lord Horder before or since he made his 
statement. 

The SPEAKER said ‘that-Colonel Lipton? S supplementary ques- 
tion was an attack on a member„of the House, of Lords and 
should not Fave beer made. ThEré was no need în the question 
to mention any name. 

Mr. Bevan pointed out that the statement had been made by 


1 


. a member of the House of Lords but' not in his capacity as a 


member. 


‘ment committees. 


.in order that the Minister might make inquiries. 


'*. The SPEAKER said that å very offensive supplementary ques- 


tion had imputed malice and that it was.not in order .for 
questions, to be offensive. 

Mr. Bevan asked leave to point out that the original state - 
ment complained of was exceedingly offensive. 


Mr. SWINGLER asked Mr. Bevan to consult with the Law | 


Officers of the Crown to find out whether hospital admini- 
strators as a group could be protected in any way from 
unsubstantiated charges against unspecified’ hospitals. i 

Mr. Bevan replied that the only defence and protection which 
administratórs had, or, indeed, which the country had, lay in 
questions and answers in the House of Commons and in the 
publicity which was given to them. 

Mr. Wison Harris asked whether it was unreasonable that 
what might be termed routine operations should be confined to 
set hours provided that emergency operations could TS place 
at any hour. 

Mr. BEVAN said there were many inquiries to be a and 
there were thousands of hospitals. In the absence ‘of detailed 
information he now had to circularize all the hospital manage- 
- Certainly it was perfectly reasonable for 
operating theatres to be closed ‘during certain hours if they 
were always available for emergency operations, but the 


implication which had been raised was a reflection upon thé. 
National Health Service. 


Mr. HENRY STRAUSS iied whether it was not premature. 
until Mr. Bevan had completed the inquiries promised by 


him in his original answer, to say whether the charge under _ 


discussion was substantiated or not. 

Nir. BEVAN said that a responsible person, if he had thought 
that what he alleged was being done and was wrong, would 
have written to the Minister and given the name of the hospital 
Instead of 
that much anxiety, pain, and alarm had been unnecessarily 
given to many hundreds of thousands of people. 

Replying to another question by Mr- SWINGLER, Mr. BEVAN 
said no instruction had been issued either by him or by any 
regional hospital board to any hospital to reduce the use of 
penicillin on the ground of expense. The matter was one 
entirely at the discretion of the doctor. 


Mr. SWINGLER suggested that*Mr. Bevan‘should courteously. 
request a member of the House of Lords either to substantiate ~ 


or to have the common decency to withdraw: his allegation. 

Mr. Bevan said he did not propose to enter into any com- 
munication with. the noble lord in this matter. TIf~the noble 
lord would send him the precise information upon which he 
had based his very serious allegation Mr. Bevan would have 
inquiries made. In the absence of such information Mr. 
Bevan said he could only ask the country to take no notice 
of such irresponsible statements. 

Mr. NICHOLSON said that some people were allergic to 
penicillin and that the administration of it did them harm. 
He asked whether any steps were being taken to see that doctors 
did not administer it when the patient told them that he was 
allergic to it. 

Mr. Bevan said that this was entirely a clinical matter with 
which he did not propose to interfere. 


State Grants for’ Medical Students—On November 17 Mr. 
Hastincs asked how~many medical students were in receipt of 
scholarships and maintenance grants provided by the State and local 
authorities respectively, in England and Wales now and in 1938. 
Mr. ToMLINSON replied that 3,071 awards by his department to 
medical students were current, of which 2,634 were under the 
“ Further Education and Training Scheme.” The comparable figure 
for -1938 was 29, all of which were State scholarships. He was 
unable to state how many of the awards by local education 
authorities were for medical students. 


Chloromycetin-——On December 1 Mr. ROLAND RosINSON asked why 
‘chloromycetin was no longer- availab'e to-patients. under the National 


‘Health Service in cases where it was prescribed by, their doctors. 
~ Mr. BLENKINSOP, explained that, to ensure that this scarce and expen- 


sive drug was used to the best advantage, Mr. Bevan had arranged 
to purchase all available supplies and to distribute them through 
regional hospital board centres, The boards had discretion to make 
supplies available: through the distribution centres to practitioners 
in domiciliary practice in exceptional cases. 
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- Leprosy.—Mr. Toucue on December 1, asked how ihe the, St. 
Giles Home near Chelmsford' had been used for the treatment’ of 
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lepers, and whether during that- period any cases had arisen of..this | 


` disease being contracted by people in the neighbourhood. Mr. 


BLENKINSOP replied that the home had been used for 35 years and 
that no cases of local infection with leprosy were :known. 


Hearing-aids. —Dr. BrouGHtTon asked. on December 1 how many 


November 5, 39,159 patients in England and Wales had been sup- 


Mr. Bevan was arranging’ for the staffs of the distribution centres 
to be increased and new centres to be opened as soon as possible. 


Morphine for Mountaineers —Mr, Ene told Mr. ,MARPLES on 
December 1 that representatives of mountaineering interests were 


invited some time ago to discuss with officers of-the Home Office- 


and of the Health Departments how suitable arrangements might be 
‘made for the administration of morphine to injured climbers. 
Mr. Ede hoped thata meeting would be arranged in the following 
week. He ‘promised to announce his decision as soon as possible 
after this meeting. ; 


School Dentists —Mr. TOMLINSON stated on ` December 1 that 
for a complete service of dental inspection and treatment it is 
estimated’ that a ratio of about one dentist to 3,000 children would 
probably be required. In January, 1949, the number of school 
dentists employed by: ‘local authorities was equivalent to 868 whole- 
time officers. To give.a ratio of one dentist to 3,000 children, an 


additional 975 would then have been required. Since then, there 


were-indications that the number had seriously decreased. 


Tuberculosis —Sir ERNEST GRAHAM-LITTLE asked Mr. Bevan 


whether he was aware that, out of all the patients diagnosed during: 
any one year as suffering from pulmonary tuberculosis, approximately. 


70% received institutional treatment in public sanatoria, and some 
60% would have died from tuberculosis during ‘the following five 
years. On December 1 Mr. Bevan replied that he was not sure that 
an up-to-date long-term follow-up of patients would bear out Sir 
Ernest’s figures. 
ment more effective lay in detecting the disease in its earliest stages. 
This was being increasingly achieved through mass radiography and 
supervision of ‘contacts. ; 


Tuberculosis Beds.—Answering Sir. ERNEST GRAHAM-LITTLE on 
December 1, Mr. BEVAN reported that about 4,400 beds in sanatoria 
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T T. E. Michael, B. J. O'Reilly, E. V. Page, Sheilagh M. Mensa 
Margaret B. E: Ellis, W. A. McGaw, R. N. Siberry; W. D. McNaul 


_ *With, second-class honours. : 


o, 9) +s UNIVERSITY’ OF LONDON 
“, The University Court has re-elected Sir Henry Dale, O.M., F.R.S., as 


“Deputy Chairman for 1949-50. 
Medresco aids had been issued. .Mr. BLenkinsop replied that, to’ |: 


The following have been appointed or nortinated for appointment 


~ Or reappointed as representatives of the University on the governing 
plied with Medresco aids. The current average rate of issue was ' 


1,015 a week. - Waiting-lists totalled about 86,000. He added that.: 


bodies indicated in parentheses: Professor W. C. W. Nixon (Counci! 
of the Training College for Midwife Teachers); Dr. G. H. Newns 
(Hospital for Sick Children); Dr. A. Hope Gosse (Hospitals for 


“ Diseases of the Chest); Dr. J. C. Hawksley (University College 


"a 


In any case the best hope of making curative treat-.’ 


i Hospital), 


Joseph Rotblat, D.Ph., has been appointed to the Chair of Physics 
tenable at St. Bartholomew’s Hospital Medical College, from 
January 1,’ 1950, 

The following have been recognized as teachers of the University 
in “the subjects indicated in. parentheses: Guys Hospital Medica! 
School: Dr. T. A. B. Harris, Dr. W. S. McConnell, and Dr. E. H 
Rink (Anaesthetics); Dr. T. H. Hills (Radiology); Dr. R. Kauntze 
(Medicine); Mr. R. S. Lawrie (Surgery); Mr. T. L. T. Lewis 


(Obstetrics and Gynaecology); Dr. R. C. MacKeith (Children’s ` 


Diseases); Mr. J. W. Mansie, M.R.C.S., L.R.C.P., F.D.S. (Dental 
Surgery); Dr. T. A. Munro (Mental Diseases). King’s College 


, Hospital Medical School: Dr. F. S. Cooksey- (Physical Medicine) 


St. Bartholomew’s Hospital Medical College: Dr. G. J. Cunningham 
(Pathology (Morbid Anatomy and Histology) ). St. George’s Hospital 


-Medical School: Mr. H. F. Anderson (Surgery); Dr. D. C. Shields 


(Physical Medicine). “ 
H. J. Wallace (Dermatology); Dr. 


St. Thomas’s ' Hospital Medical School: Dr. 
W. D. Wylie (Anaesthetics). 


- London School of Hygiene and Tropical Medicine: Dr. J. A. Frase 


Roberts (Hygiene and Public Health (Medical Genetics) ); Dr. R. F. 
Tredre (Hygiene and Public Health (Tropical Hygiene) ). Universit) 


College: Dr. J. Joseph (probationary recognition for two years from - 


July, 1949) (Anatomy). 

The Sanderson-Wells (Senior) Prize, of the value of £20, has Been 
awarded to Dr. S. S. B? Gilder for his essay on “ The Symptoms and 
Signs of, Experimentally Induced Vitamin Deficiencies in Man,” and 
the Sanderson-Wells (Junior) Prize, of the value of £10, has been 
awarded to D. F. Hawkins (University College) for his essay, on 
“The Relation of Dietary Factors to Man’s Performance ‘ot 


- Muscular Work.” 


and tuberculosis hospitals were unoccupied on December 1 for lack | 
-of staff. Nursing staff in these institutions increased in the year 


ended June 30 by 774 full-time and 319 part-time, and in the ‘same 
“period 652 beds were reopened. 


Hearing and Speech Defects—The numbers of children suffering 
from hearing defects and speech defects noted at school’ medical 
inspections during 1948 were approximately 19,000 and 20,000 


University Studentships in Physiology and in Anatomy have been 
awarded to R.-J. Shephard (Guy’s Hospital Medical School) and 


- J. I. S. Robertson (St. Mary’s Hospital Medical School) respectively 


respectively. Ancillary part-time instruction in speech and lip-read- ` 


+ 


ing is desirable for some of these children and is provided by some 
local education authorities, 3 


Epileptics—The number of persons in aiee colonies in- Eng- 
land: and Wales. at the end of October, 1949, was 2, 604. ; 








Universities and Collegés 


d a 


Bo t UNIVERSITY OF OXFORD . p 


"e a Congregation- held on November’ 19 the; „degree of D. Ho was 
conferred on W. B. Matthews (in absence). ` 








UNIVERSITY OF CAM) BRIDGE ? 


in a Congregation -held on November 26 the es of M .D. was 
conferred on P. Hugh-Jones, 

UNIVERSITY OF DUBLIN. ¢ ty 

SCHOOL OF PHYSIC, TRINITY COLLEGE i 

The following candidates have been approved at the examinations 
indicated : 

M.D.—P: B. B. ‘Gatenby, W. Houston. 

‘M. B.—*B. A. McC. Thompson, *E.-G. England, “Gwendoline 
G. L. Poots, W. D; H. Powell, Mildred Vilensky, E. V. Page, D. 
‘Miller, Marisa A, O'Keeffe, J. H. Ashmore; Margaret B. E. Ellis, 
F. H. Moore. 

B.CH.—L. J. Clein, O:.H ‘Killen, Evelyn Browne, J. H. Ashmore, 
Ruth’ M. Perrott, Joan I. Buchanan, F. A. Waikey, E. G. England, 


“R. C. Gray, Vyvyan I. ‘K. Johnston, E. B. N R. ff. Jackson, 


rot 


F ` ' 
1 
a $ , 


Applications are invited from members of the University for grants 
from the Central Research Fund to assist specific projects of research 
and for the provision, of special materials and apparatus. Applica- 
tions, which will be considered three times a year, must be submitted 
by March 31, July 31, and November 30 Forms of application, and 
further particulars may be obtained from the Academic Registrar. 
Senate haa London, W Cul. 


UNIVERSITY OF MANCHESTER \ 


The Queen has graciously consented to visit the University on the 
occasion of the centenary celebration of the foundation of Owens 
College in May, 1951. Her Majesty will on that occasion be 


presented for an honorary degree. The date of the ceremony has not 


yet been agreed. 


i ROYAL COLLEGE OF SURGEONS OF ENGLAND 


A series of lectures on-otolaryngology, arranged jointly by the Roya’ 
College of Surgeéons of England and the Institute of Laryngology and 
Otology, began at the College (Lincoln’s Inn Fields, London, W.C.) 
on December 1, when Professor Geoffrey Jefferson. discussed intra- 
cranial abscess. The remaining lectures will be delivered on the first 
Thursday in January, February, March, May, and July, 1950, at 
5 p.m., and are open, without fee, to Fellows and Members and 
Fellows and Licentiates in Dental Surgery of the College. _ Details 
will be printed’ in the “ Societies and -Lectures ” column of the 
Journal for the appropriate weeks. 


’ ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
- | OF GLASGOW ~ 


Dr. C. H. Andrewes, F.R.S., will deliver the Dr. John Burns Lecture 
in the Hall of the Faculty (242, St. Vincent Street, Glasgow),’ on 


- Wednesday. December 14, at 5 p.m. His subject is te The Common 


Cold.” 


ROYAL COLLEGE OF SURGEONS IN IRELAND 


The following were admitted to the aE of the College on 
December 2: W. G. Fegan, J. H. Johnston, . R. Lamb. 


~ 


Medical practitioners are invited to attend. 


oan 
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_ INFECTIOUS DISEASES AND’ VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 19. [No. 46 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) Fngiong and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
ip London (administrative county). (c) The 16 principal towns in Scotland. 
ee 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


h —- denotes no cases; a blank space denotes disease not notifiable or no 
return available. 





Disease _ 


Cerebrospinal fever 
Deaths sha 


Diphtheria 
Deaths a 


Dysentery 
Deaths 
Encephalitis lethargica, 
acute ie i 
Deaths 
Erysipelas p 
Deaths 
(nfective enteritis or 
diarrhoea under 2 
years > 
Deaths 


Measles’ 
Deathst 


Ophthalmia neonatorum 
Deaths zi Sa 


Paratyphoid fever 
Deaths ze 





Pneumonia, influenzal ,. 
Deaths (from influ- 
enza)t a 


_ Pneumonia, primary 
Deaths se 


Polio-encephalitis, acute 
Deaths ae: ee 





Poliomyelitis, acute 
Deaths§ ‘0 

Puerperal fever .. 
Deaths Sa 

Puerperal pyrexlalj 

~ Deaths bs 

Relapsing fever 

Deaths 3 


Scarlet fever .. 
Deathst ni 





Smallpox 
Deaths 
Typhoid fever ., 
Deaths fon 


Typhus fever 
Deaths 





Whooping-cough* 
Deaths ax 
Deaths (0-1 year) 
Deaths (excluding still- 
births) 











ee ~« | 5,399] 937| 621| 211] , 
Annual death rate (per i 
1,000 persons living) 12-5] 13-1 
Live births we .- | 6,804/1050) 831| 305) 220} 7,148]1107| 880! 346| 237 
Annual rate per 1,000 
z persons living Sa 16:7] 18-9 17-8| 22-8 
Stillbirths is si 158| 25} 18 222; 27| 29 
mae. per 1,000 total 
b (including 
stillborn) .. n 21 


SEE a a S ESEE. ES OA EE S DA 
* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only, 

Deaths from measles and scarlet fever for England and Wales; London 
(administrative county), will no longer be published. 


ł Includes primary form for England and Wales, London (administrative > 


E rat Re cotchaati an pl 

e number of dea rom poliomyelitis and polio-encephalitis for England 

and Wales, London (administrative county), are combined. gl - 
t Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 
` Poliomyelitis 
Notifications in the week ended November 26 were: polio- 


myelitis 176 (219), polio-encephalitis 17 (7). -Figures for the 
previous , week are shown in parentheses. The number of 


- notifications of poliomyelitis and polio-encephalitis together is 


now a little higher than it was in the corresponding week of 
1947—-193 against 145. An extension of relatively high preva- 
lence into the winter months has been reported from othe 
countries of recent years, and when the next review of ‘the 
world situation is published by WHO it will be interesting 
to see how far this trend is a general one. 

Multiple cases were reported in the: following counties. 


London 24 (29), Berks 3 (5), Buckingham 5 (3), Chester 6 (0). 


Derby 2 (1),,Devon 2 (1), Dorset 3 (1), Durham 2 (2), Essex 
16 (14), Gloucester -8 (8), Hereford 2 (1), Hertford 6 (4), Kem 
14 (20), Lancaster 10 (10), Leicester 7 (3), Middlesex 11 (15). 
Norfolk 12 (3), Nottingham 5 (4), Southampton 4 (3), Stafford 
3 (2), East Suffolk 3 (2), Surrey 6 (6), East Sussex,3 (4), Warwick 
7 (13), West Yorks 17 (32), Glamorgan 5 (10). ` 


Contacts Travelling to and from Eire 


When a person who is under surveillance because he is 
suspected of having been in contact, either abroad or in this 
country, with a case of smallpox, cholera, typhus fever, plague. 
or yellow fever intends to travel to the Irish Republic, the 


‘medical officer of health who is responsible for the surveillance 


should send a notification direct to the Department of Health, 


Custom House, Dublin. If it is necessary to send a notification | 


by telegram it should be addressed. to “ Health Dublin.” 
When a person who is under similar surveillance in the Irish 
Republic intends to travel to this country, the city or county 
medical officer of health who is responsible for the surveillance 
there will send, or if necessary telegraph, such a notification to 
the Ministry of Health (Division 5C), Whitehall, London, S.W.1. 
The Ministry will notify the medical officer of health for the 
district to which the person is travelling. For the time being. 
these arrangements are restricted to the five diseases named— 
those to which the International Sanitary Conventions apply— 
but the possibility of extending them later to other infectious 
diseases is not excluded. 


t 


Discussion of Table 
In England and Wales infectious diseases were more prevalen! 


_than during the previous week. Increases in the number of 


notifications included: scarlet fever 400, measles 246, acute 
pneumonia 133, dysentery 24, whooping-cough 14, and diph- 
theria 11. 
poliomyelitis and acute polio-encephalitis with decreases of 74 
and 16 respectively. an 


The incidence of scarlet fever is now at its:highest level for: 


six years. During the week additional cases were reported 
from every region except Yorkshire ; the largest local rises were 
Lancashire 100, Derbyshire 40, Warwickshire 35, and Middlesex 
34. The incidence of measles declined slightly in the‘southerr 


section of the country and rose in the northern, though it was 


only in a few counties that a large rise occurred. In the com- 
bined areas of London, south-east, south-west, and south- 
midland counties the notifications of measles were 76 fewer than 
in the preceding week, while the largest increases were Durham 
147, Norfolk 127, and Staffordshire 45. The chief feature 
of the returns of diphtheria was a rise of 6 in the notifications 
in Lancashire. The local fluctuations in the trends of whoop- 
ing-cough were small; the largest was a decline in notifications 
of 31 in Lancashire. A small rise in the notifications of ‘acute 
pneumonia was fairly general throughout the country; the 
largest increases were London 34 and Yorkshire West Riding 27 
- Of the 27 cases of typhoid, 10 were notified in Lancashire. 
The largest centres of dvsentery were Lancashire with 29 
notifications (Liverpool C.B. 12), Glamorganshire (Cardiff C.B 
17), and London 10. The largest reported outbreaks of food- 
poisoning were Dorset, Sherborne -U.D., with 39 cases and 
Yorkshire West Riding; Batley M.B., with 29.' 


i 
\ ` 


The only exceptions to the general rise were acute ` 


Ca 
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[n Scotland increases were recorded in the notifications of 
acute primafy pneumonia 43, scarlet fever 16, and diphtheria 9, 
while a decrease of 12 was reported for whooping-cough. The 
rise in diphtheria was contributed by Glasgow, where the cases 


rose from 12 to 26. Of the 79 cases of dysentery 54 were . 


notified in Glasgow. 

In Eire falls occurred in the number of notifications of 
measles 29 and diarrhoea and enteritis 8, and a rise of 13 was 
recorded for scarlet fever. 

In Northern Ireland rises occurred in the number of notifica- 
ions of scarlet fever 83, whooping-cough 22, and measles 18. 
The rise in these three diseases was due to an increased 
prevalence in Belfast C.B. 


Week Ending November 26 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,827, whooping-cough 


1,035, diphtheria 121, measles 1,469, acute pneumonia 710,- 


cerebrospinal fever 32, acute poliomyelitis 176, acute polio- 
encephalitis 17, dysentery 144, paratyphoid fever 11, typhoid 
fever 11, food-poisoning 128. 


Medical News 





Nuffield Grants for Cortisone Research 
The Nuffield Foundation has made a grant to Oxford Uni- 


versity of £10,000 payable over three years for research on the ` 


synthesis of cortisone, and the following grants, also payable 
over three years, to Cambridge University: (1) £5,000 for re- 
search in the Chemical Laboratory under Professor A. R. Todd, 


F.R.S., on the convenient synthesis of peptides and their appli- 


cation in particular, to problems of the adrenocorticotropic 
hormone, and for work on the synthesis of compounds with 
cortisone activity but simplified structure ; (2) up to £11,000 
' for research in the School of Biochemistry under Professor 
F. G. Young, F.R.S., on pituitary adrenocorticotropic hormones. 


Royal Society Elections 


At the 287th anniversary meeting ‘of the Royal Society, held < 


on November .30, the following were elected as officers and 
čouncil for the ensuing year. President: Sir Robert Robinson, 
O.M. Treasurer: Sir Thomas Merton. Secretaries : Sir Edward 
Salisbury and Sir David Brunt. Foreign Secretary: Professor 
£. D. Adrian, O.M. Sixteen members-of council were elected, 
including the following medical men : Professor G. L. Brown, 
Dr. F. M. R. Walshe, Dr. V. B. Wigglesworth, and Professor 
S. Zuckerman. 


World Health Organization Fellowships 


The World Health Organization, in order to strengthen health 
services throughout the world, provides fellowships to medical 
practitioners who are engaged, or will be engaged, in public 
health services, medical education, or medical research. The 
amount of the fellowships varies from 200 to 300 dollars a 
month, plus cost' of travel, tuition fees, books, and literature. 
The fellowships are open to members of the medical profession 
who have gained at least two years’ experience in the field in 
which they will study under the fellowships scheme. In special 
circumstances consideration will be given to undergraduates 
and to non-national graduates employed by the governments 
of countries not possessing their own graduates suitable for 
fellowships, provided that such fellows agree to return at the 
end of their period of study in order to serve the country whose 
. government sponsored their fellowship. Full details of the 
fellowships can be obtained from the General Secretary, United 
Nations Organization, Palais des Nations, Geneva. 


- 


Sheriff 


Mr. E. Davies-Thomas, of Edgbaston, Birmingham, has been 
nominated a sheriff for Cardiganshire for 1949. 


w~ 


Dr. ‘Morris Fishbein 


‘According to Time of December 5, Dr. Morris Fishbein has 
now resigned from the editorship of the Journal of the 
American Medical Association. ‘He has been editor since 1924: 


No Health Centre for Festival 


Early in the year the London County Council decided to 
erect a comprehensive health centre on a site in East India 
Dock Road, Poplar, in an area to be used for the purposes of 
the Festival of Britain, 1951. It was intended to give visitors. 
to the Festival some idea of the architecture and facilities of 
such a unit. But the Minister of, Health has been unable in 
present circumstances‘to approve of such a centre, though he 
has intimated that he would be prepared to approve a new 
building of relatively small extent to accommodate a group 
practice. The Héalth Committee of the County Council con- 


. siders that a group-practice building could only be in the nature 


of an improvised transitional type of health centre, and as such 
would be hardly worthy of inclusion in the exhibition. More- 
over, the erection of a group-practice building might prejudice 
the use of the site for a comprehensive health centre later on. 
and the purpose of closely associating the private practitioner 
with the other personal health services in the area would not 
be achieved. The Minister’s suggestion will not therefore be 
adopted. The site is to be reserved until the economic situation 
has improved and further experience has been gained in the 
operation of health centres and group practice on a small scale. 


Changes in Nurses’ Examinations 


The General Nursing Council for England and Wales has 
decided to make certain changes in its Preliminary and Final 
examinations held in June, 1950, and subsequently. The time 
allotted to the practical and oral examinations in nursing will 
be increased, and the oral examinations in anatomy and physio- 
logy, hygiene, medicine, and surgery will be discontinued. 
A section ‘on “Introduction to Psychology” will be included 
in Part 2 of the Preliminary examination syllabus, and there 
will be optional questions on psychology in the papers for 
Part 2 of the Preliminary examination in June, 1950, and there- 
after. Candidates for Part 2 of the Preliminary examination 
in October, 1951, and subsequently must have been instructed 
in the section on “Introduction to Psychology.” The intro- 
ductory instruction on psychology should teach the student to 
understand behaviour as it is affected and modified by changes 
in the environment and the body, by family and community 
influences, education, and so on. The council does not con- 
sider it desirable that instruction should be given on the investi- 
gation and diagnosis of abnormal conditions or on psychological 
methods of treatment. 


Wills 

Professor Stevenson Lyle Cummins, formerly of the Welsh 
National School of Medicine, left £8,804. Dr. Arthur Carveth 
Johnson, of Newport, left £13,697; Surgeon Rear-Admira] 
William Wallace Keir, of Bishop’s Waltham, Hants, £3,676 ; 


Dr. Brian Rait-Smith, of St. Albans, Herts, £3.526; and Dr. 
Richard Aloysius Quinn, of Wigton, Cumberland, £2,826. 


COMING EVENTS 


Heberden Society 


The annual general meeting of the Heberden Society will be 
held at the Royal College of Surgeons of England, Lincoln’s 
Inn Fields, London, W.C., to-day and to-morrow (Friday and 
Saturday, December 9 and 10).. On December 9, at 5 p.m.. 
the annual general meeting will be followed by the Heberden 
Oration on “ Classical Gout” by Professor F. Wood Jones, 
F.R.S., and at 8 p.m. the annual dinner will be held. On 
December 10; at 10.30 a.m., at St. Thomas’s Hospital (Anatomy 
Lecture Theatre), London, S.E., Professor D. V. Davies: will 
open a discussion on “ Anatomical Aspects of the Rheumatic 
Diseases,” and at 11.45 a.m. the discussion will be continued 
by Dr. W. A. Fell. 
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‘National Society for the Prevention of Blindness 


The next annual conference of the National Society for the 
Prevention of Blindness will be a combined meeting with the 
Pan-American Association of Ophthalmology, to be held on 
March 26 to 30, 1950, at the Hotel Floridian, Miami Beach, 
Florida. Among the topics to be discussed at the conference 
are current blindness prevention programmes in the countries 


of the Western Hemisphere ; trachoma; industrial ophthalmo-. 


logy ; eye problems of school-children ; and medical and social 
management of the glaucomas. 


4 4 


American Tuberculosis Meeting 


The 46th annual meeting of the American National Tuber- 
culosis Association will be held on April 24-28, 1950, at the 
Hotel Statler, Washington, D.C. The medical section of the 
association—the American Trudeau Society—and the National 
Conference of Tuberculosis Secretaries, an organization of 
public health workers, will meet at the same time. The medical 
sessions will be on the following subjects:- the chemotherapy 
of tuberculosis, surgicdl aspects. of tuberculosis, laboratory 
investigations, and -non-tuberculous diseases of the chest. 
Further information may be obtained from the National 
Tuberculosis Association, 
N.Y.. U.S.A. 


SOCIETIES AND LECTURES 


3 Monday 
INSTITUTE OI LARYNGOLOGY AND OTOLOGY, 330-332, Gray’s Inn Road, 
London, W.C.—December 12, 5.30 p.m., “ The Mechanism oj 


Vestibular Reactions,” by Professor Gösta Dohlman (University 
of Lund, Sweden). 


MEDICAL SOCIETY OF Lonpon, 11, Chandos Street, Cavendish Square, 


London, W.—December 12, 8.30 as iscussion: ‘“‘ Bone 
Tume: to be introduced by Drs. J. F. Brailsford and H. A. 
isson. - 


Tuesday 

CHELSEA CLINICAL SOCIETY.—At South Kensington Hotel, 47, Queens 
Gate Terrace, London, S.W., December 13, 7 for 7.30 p.m., 
discussion: “ Fashions and the Freudians,” to be opened by Mr. 
James Laver. 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—December 13, 5 p.m., “ Scleroderma,” by Dr. 
G. B. Dowling. 

INSTITUTB OF PuHysics: ELrcrronics Group.—At 47; Belgrave 
Square, London, S.W., December 13, 5.30 p.m., “The Nervous 
System as an Electrical Machine,’ by Dr. W. Grey Walter. 


i Wednesday 


` CAMBRIDGE University.—At Addenbrooke’s Hospital, Cambridge, 


December 14, 2.30 p.m., “ The Ethics of Medical Practice,” by 
Dr. B. Branford Morgan. 

INSTITUTE OF DeRMaATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—December 14, 5 p.m: “ X-ray Technique,” by 
Dr. C. W. McKenny. , 

LONDON ASSOCIATION OF THE MEDICAL WOMEN’S FRDERATION.—At 
B.M.A. House, Tavistock Square, London, W.C., December 14, 
8.30 p.m., “ Diseases of the Newborn, Recent Advances in Treat- 
ment,” by Dr. Victoria Smallpeice. ; s 

MIDDLESEX CouUNTY MepicaL SocieTY.—At Ashford Hospital, 
London Road, Ashford, December 14, 3 p.m., general meeting. 
“ Some Endemic Diseases of Egypt,” by Dr. E. N. Callum. 

ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF, GLASGOW, 242, 
St. Vincent Street, Glasgow.— December 14, 5 p.m., “ The Common 
Cold,” by Dr. C. H. Andrewes. ` 

ROYAL SANITARY INSTITUTE, 90, Buckingham Palace Road, London, 
S.W.—December 14, 2.30 p.m., “ Tuberculosis Infection and the 
Use of B.C.G.,” discussion to be opened by Dr. Frederick Heaf. 

SOCIAL PSYCHOTHERAPY CENTRE, 7, Fellows Road, London, N.W.— 
December 14, 5 p.m., “ Social Psychiatry,” general discussion by 
Dr. Joshua Bierer and other members of the staff of the centre. 

SOCIETY OF CHEMICAL INDUSTRY: Foop Grour.—At Burlington 
House, Piccadilly, London, W., December 14, 6.15 p.m., meeting 
of Nutrition Panel. ‘ Soups as Food,’ papers by Messrs. H. S. 
Sarson and J. G. Huntley, and Miss B. R. Stanton. Visitors are 
invited. 

Thursday i i ar 

BRITISH INSTITUTE OF RaDIOLOGY.—At 32, Welbeck Street, London, 
W., December 15, 8:15 p.m., Joint meeting with Radiological 
Section, Royal Society of Medicine, ‘‘ The Physical Properties and 
Performance of Fluorescent Materials and Amplification of the 
Intensity of the Fluorescent Image,” papers by Messrs. 
Mitchell, M.Sc., and G. N. Harding, B.Sc 


EDINBURGH CLINICAL CLuB.—At B.M.A. Rooms,*7, Drumsheugh’ 


Gardens, Edinburgh, December 15, 8 p.m., “ Varicose Veins and 
Thrombophlebitis of the Leg,” by Mr. T. McW. Millar. 

Sr. GegorGe’s Hospitat Mepicat Scuoo.t, Hyde Park Corner, 
London, S.W.—December 15, 4.30 p.m., lecture-demonstration : 
“ Neurology.” by Dr. D. J. Williams. ‘ 


1790, Broadway, New York, 19, 


? 


Friday ; 
BIOCHEMICAL SOCIETY.—At Guy’s Hospital Medical School (Depart- 
ment of Biochemistry ‘and Chemistry), London Bridge, S.E.. 
December 16, 2 p.m., communications and demonstrations. 
BRITISH INSTITUTE OF RADIOLOGY.—At 32, Welbeck Street, London 
W., December 16, 5 p.m., meeting of Medical Members. > 
BRITISH [NSTITUTE OF RapIoLoGcy.—At Royal Society of Medicine 
” 1, Wimpole “Street, London, W., December 16, 8.15 p.m., Joint 
meeting with Radiological Section, Royal Society of Medicine. 
“The Physical Properties and Performance of Fluoresceni, 
Materials and Amplification of the Intensity of the Fluorescent 
Image,” paper by Mr. F. I. G. Rawlins, M Sc. ' £ 
FACULTY OF RaploLoGists——At Royal College of Surgeons of 
England, Lincoln’s Inn Fields, London, W.C., December 16 
2.15 p.m., “ The Chest After Thoracic Operation,” speakers M1 
P. R. Allison and Professor A. S. Johnstone. 
Mapa Va.e-HospiraL ror Nervous Diseases MEDICAL SCHOO) 
Maida Vale, London, W.—December 16, 5 p.m., clinica] demon 
stration by Dr. J. W. D. Bull. eg 


Saturday 


York MEDICAL Soctety.—At 17, Stonegate, York, December 17 
8.30 p.m., “ Disorders of Micturition,” by Mr. J. K. Willson 


Pepper. Š 
APPOINTMENTS 


Hocken, M. E., M.B., Ch.B., D.P.H., County Medical Officer and Schoo! 
Medical Officer, Isle of Ely County Council. i 
JACKSON, MALDwyn Isaac, M.R.C.S., L.R.C.P., Consultant Chest Physician 
Newport and East Monmouthshire Group, Welsh Regional Hospital Board. 
JOHNSTON, WILLIAM, M.B., Ch.B., Medical Officer, Royal Western Counties 
Institution, Starcross, Devon, South-Western Regional Hospital Board. 
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BIRTHS, MARRIAGES, AND: DEATHS 


BIRTHS 


Cader.—On November 30, 1949, to Joan (née Thornborrow), B.D.S., wife ct, 
Marzook A. Cader, M.R.C.S., L.R.C.P., M.B., B.S., D.L.O., a son, 

Lucas.—On November 30, 1949, at Strathlean Nursing Home, Muswell Hill, te 
Kathleen, wife of David R. Lucas, M.B., B.S., a daughter—Jacqueline Frances 

Scudamore.—On November 24, 1949, at Stapleford, Notts, to Mary Ruth (née 
Jones), wife of Dr. T. O. Scudamore, M.B., D.R.C.O.G., a daughter. 


! 
DEATHS í ‘ 


Anderson.—On November 29, 1949, William Anderson, O.B.E., M.B., F.R.C.5 
of 28, Carnegie Crescent, Aberdeen. l , 

Catrns.-On November 28, 1949, at 60, Seabank Road, Wallasey, Willian. 
Murray Cairns, C.B.E., M.D., previously of 67, Catharine Street, anc 
Parkfield Road, Liverpool, aged 83. 


Cameron.—-On November 25, 1949, at Midhurst Sanatorium, Robert Cameron 


M.D., of t9, Fulbrooke Road, Cambridge. i 
Gordon-Muan.—On November 29, 1949, at Croys, Castle Douglas, Scotlanc 

Johy Gordon Gordon-Munn, M.D., F.R.S.Ed., J.P.. aged 86. 
Grimshaw.—On October 11, 1949, at 2, Holly Bank Road, Clifton Pari 

Birkenhead, John Grimshaw, M.D., D.P.H., aged 82. , f 
Humphrey.—On December 1, 1949, Leslie Alfred Humphrey, ,M.R.C.P 
1949, at 20, Ramshill Road, Scarborough 


M.R.C.S.; aged 32 
Hutchinson.—On November 24, 
Robert Hutchinson, M.B., Ch.B.Ed 
Huxtuble.—On November 23, 1949, Arthur Edwin Huxtable, M.R.C.S., o! 
The Vicarage. Houghton Regis, Beds, aged 94. - 
King.—On November 21, 1949, at Southampton, Artbur King, M.D., aged 87 
McKiernan.—On November 21, 1949, at Falmouth, Thomas Hugh Robinson 
McKiernan, M.B.. B.Ch., B.A.O. $ i 
Mahvod.—On November 23, 1949, Allan Edward Mahood, M.B., F.R.C.S., of 
. Haynford, Norwich, aged 86. , 
Nuttzll.—On November 30, 1949, at Southern Hay, Llanerch Road West 
Colwyn Bay, Denbigh, Harold Nuttall, M.D., aged 78. 


` Orr.—On November 28, 1949, at Edinburgh, John Orr, M.D., F.R.C.P.Ed., of 


6, Strathearn Road, Edinburgh. . 

Parry.—On November 19, 1949, at Caernarvon, William Hilton Parry, M.C . 
M.B., Ch B., J.P. ra 

Reeve-Flaxman.—On November 20, 1949, at Middlesex Hospital, London, W. 
Samuel Christopher Reeve-Flaxman, M.R.C.S., L.R.C.P., aged 69. 

Sanders.—On November 20, 1949, at Gleniffer, Four Oaks, Warwickshire 
Arthur Addison Sanders, O.B.E., M.B., Ch.B., Surgeon Captain R.N., redrec 

Smith.—On November 30, 1949, at Springfield, Hawkhurst, Kent, Herber: 
Austen Smith, C.I.E., M.B., B.Ch., M.R.C.S., L.R.C.P., Colonel I.M.S 
Ret., aged 83. ex i ‘ 

Smith.—On November 29, 1949, at Pembury Hospital, John Smith, M.B., Ch.B 
of Sutton Valence, Maidstone, Kent, aged 48. 

Storey.—On November 24 1949, on way home from Singapore, Bryan Hamilton 
Storey, M.R.C S., L.R.C.P., Colonial Medical Service, aged 27. 

Stork.—On November 27, 1949, after a short illness, Ernest Stork, D.S.O. 

‘ M.B., J.P, of Bury St. Edmunds, aged 79, 

Sullivan.—On November 23, 1949, at The Elms, South Kirkby, near Pontefract. 
Edward James Holmes Sullivan, M.D., aged 90. : 

Trethowan.—On December 1, 1949, at Stoke-on-Trent, Joan Durbam Trethowan. 
M:R.C.S., L.R.C.P. 

Whson.—On November 28, 1949, at The Lindo Wing, St. Mary’s Hospital. 
London, W., Anna Justina Augusta Wilson, F.R.C.P.Ed., late of 11, Wimpole 
Street. London, W. : 

Wyatt.—On November 24, 1949, at Guy's Hospital, Harold Douglas Wyatt. 

! M.R.C.S., L.R.C.P., of the Ministry of Pensions. ` 
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Correspondents should give their names and addresses (not for’ 


publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
_ questions and answers which seem to be of general interest. 


Vasomotor Rhinitis 
Q.—U) What is the modern opinion regarding the value of 
skin tests in a case of vasomotor rhinitis? (2) What hope is 
there of obtaining relief for this distressing complaint by 


desensitization? (3) Is cauterization of the nose of any value ` 


in treatment ? The’ patient in question has a family history of 
allergy, and x-ray examination of the sinuses reveals a mucous 
polypus on the floor of the right antrum. (4) Could this polypus 
cause the symptoms, and what should be done about it? 


-4.—(1) Allergy to: foods and inhalants undoubtedly is the 
cause of some cases of: vasomotor rhinitis, especially where 
there is a family history of allergic conditions. In this group 
‘inhalants account for the large majority and foods are relatively 
unimportant. Apart from pollens, which ‘are seasonal, house 
dust is by far the commonest cause. In these cases morning 
sneezing is very common and a history of itching or irritation 


of the nose and nasopharynx is often obtained. The nasal. 


smear in these cases contains eosinophil leucocytes but no 
pus. In such cases intracutaneous skin tests are helpful and 
must be done. But when skin tests are carried out by 
inexperienced persons as a short cut to the diagnosis and as 
. the sole method of investigation they are more often than not 
misleading. Although positive skin reactions may-be obtained 
to more than one allergen, clinically one allergen is usually 
found to be dominant. This can, with special techniques, be 
confirmed immunologically. ; 

(2) Eliminative procedures aimed at reducing contact with 
_ house dust to a minimum together with desensitization give | 
satisfactory’ results in these cases. The difficulty arises owing 
co the frequent development of superadded infection and the 
natural tendency ‘of these patients to-become allergic to their 
infection. The finding of pus in the nasal smear is an indica- 
tion of infection. .The presence of a polypus suggests that this 
patient has had some superadded infection to Wek he is 
allergic. 

(3) Cauterization of the septal tubercle and anterior end of 
the inferior turbinate will'in many cases relieve the symptoms. 
It does not, of course, remove the cause, and should not be too 
often repeated, as it destroys some of: the ciliated epithelium. 

(4) The polypus probably does not contribute appreciably to 
the: symptoms., Removal could be effected only by opening 
the antrum through the canine fossa, with a risk of introducing 
further infection—a most undesirable complication in allergy. 
Therefore it should be: left, unless it is growing rapidly and 
poe blocking the ostium. \ 


Treatment of Alcoholism 


Q.—What is the rationale of the treatment of alcoholism by . 


` antabuse” ? Is there a risk to the patient in the use of this 


1 


z established. - Antabuse is innocuous unless alcohol is subse- 


drug, and also afterwards if he should take alcohol? Is this’ 


the best method of treatment available or are there any other 
drugs which are as ‘effective and as easy to administer ? 


= Antabuse j (tetraethylthiuramdisulphide) interferes in 
some unknown way with the normal metabolism of alcohol in 
the body, giving rise to unusually high concentrations of acet- 
aldehyde in the blood after alcohol has been taken. This 


causes unpleasant symptoms, such as congestion of the face, 


and eyes, tachycardia, palpitation, giddiness, headache, and 
anxiety, which are nearly always alarming to the patient and 
are occasionally severe enough to be dangerous. In conse- 


quence it is wise for this treatment, in its early stages at least, « 


to be undertaken in an institution until the patient’s reaction 
‘to a test dose of alcohol-:following antabuse has been properly 


y! 
1 


_, quently taken. 
. alcohol which is as effective and as easy to administer as 


_ muscular atrophy ? 


There is as yet no other sensitizing agent to 


antabuse, but the latter in itself is not a short-cut to the cure 
of alcoholic’ addiction ; it is only a valuable ancillary, to the 
psychological and environmental rehabilitation of the patient, 
without which the ultimate results of treatment are almost 
always neon 


Progressive Muscular Atrophy 


Q.—Has there been any recent advance in the understanding 
of the aetiology, and also in the treatment, of progressive 
What is the PIPENPSS aa 


A. 
understanding of the aetiology or in the treatment of progres- 
sive muscular atrophy. The course of the disease varies con- 
siderably in different individuals, and the age of-the patient 
seems to be the most important factor in influencing the rate 
of deterioration. When the disease begins in the early thirties 
there is usually a rapid downhill course and death often 
occurs within two years. In the elderly, on the other hand. 
the’ prognosis is usually better and ithe patient may live five 
years or even longer. The site at which the motor neurone 
degeneration begins is also important, for when the bulbar 
muscles are affected early the prognosis is worse than when 
the ‘disease first shows itself 1 in the wasting of the small muscles 
of the hands. 





Tuberculosis Mortality Rate 


Q.—The death rate from respiratory tuberculosis is now onl) 
a quarter of that of 100 years ago. It would be interesting to 
know how much of this decrease is due to better treatment as 
opposed to general public health measures. Are there any 
figures available to show to what extent the cure raté in diag- 
nosed cases of pulmonary tuberculosis has improved under 
modern methods ? 


A.—This is.too large a question to be answered shortly: in 
fact, the complete answer is not known. A number of factors 
have influenced the decline in the mortality rate from tubercu- 
losis, and authorities differ in their estimates of the relative 
importance of these. It seems probable that improved living 
standards following industrialization have had the greatest influ- 
ence. There is abundant evidence that changes in living condi- 
tions—for example, in -wartime—are accurately reflected in the 
tuberculosis mortality. The campaign against ‘tuberculosis and 
improvements in treatment.have undoubtedly played a part. 
but it is impossible to assess their effect accurately. Bentley 
(“ Artificial Pneumothorax,” Spec. Rep. Ser. med. Res. Coun.. 
Lond., 1936, 215) showed that the number of patients whose 
lives'were prolonged by artificial pneumothorax treatment was 
so small when compared with the whole tuberculous population 
that the use of this treatment would not alter materially the 
gross survival rates. The same applies to most other methods 
of treatment, which, although invaluable to a small group, have 
little effect upon the whole. Statistics are available to show 


‘ that, within their limited field, modern methods of treatment 


have improved the chance of survival. Simmonds and Martin 
(Amer. Rev. Tuberc., 1948, 58, 637) have demonstrated that the 
chance of survival is doubled by the use of collapse therapy in 
suitable cases, and the benefit to be derived from streptomycin 
in cases of tuberculous meningitis is even more obvious. For 


further discussion of the reasons for the general decline in the | 


tuberculosis mortality rate the questioner is referred to Rich. 


' The Pathogenesis of Tuberculosis, 1946, chapter 21, and Pinner. 
. Pulmonary Tuberculosis in the Adult, 1945, chapter 19. 


Testicular Grafts 
Q. _Is it possible to graft a testis in a case in which ‘both 


‘testicles have been removed and, if so, is this likely í to improve 


the general health ? 
A.—Testicular grafts taken from other animals, Sid even 


from chimpanzees, are rapidly extruded by the host’s body. 


Even when grafts are made from human testes removed because 


r 


r 
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they are misplaced, they are absorbed within a year. 


` hormone has been discovered and synthesized. A patient can 


a 


‘be seen -by a plastic surgeon. 4 


be prevented from becoming a eunuch by giving him injections 
of testosterone or by implanting pellets of this hormone. Under 
such treatment the signs of eunuchoidism disappear and sexual 
desire returns. 
through the Divorce Courts as the guilty party and remarried. 
Sexual capacity bas been maintained with weekly doses of 25 
to 50 mg. of testosterone. 


fy * ‘ 


Oedema of Upper Eyelids 


Q.—Is there any treatment for persistent oedema of the upper 
eyelids? A boy aged 18 has suffered from this for more than 


four years—to such a degree that the pouches so formed hang | 


‘over the ciliary margins. Renal function is normal, but skin 
tests show definite reaction to cow and dog hair.. He had a 
severe tonsillitis when a child, but recent-removal of the tonsils 
has not improved the condition. -Salt-free diet, antihistamines, 
and specific and non-specific desensitization have had no effect. 


A.—Oedema of the upper eyelids may be secondary to 
inflammation, injury, systemic disturbance, or allergy. Some- 
times blockage of the upper canaliculus causes oedema of the 
upper eyelids, but one would not expect it to persist for four 
years. It is unusual for allergic oedema to be confined to ‘the 
upper eyelids. Since it is so persistent and constant in this 
case, one would tend to rule out inhalants and foods as causa- 
tive factors and would search again for a focus. of infection, 
such, as’ teeth, sinuses, etc. Trichiniasis might be considered. 
The history would suggest that there is now a chronic lymphatic 
obstruction, and if a cause cannot be found the pan might 


Salmonella Typhi O Agglutinin Reaction 


Q.—Is it possible for a subject who had T.A.B. injections 
seven years ago, and none since, to give a serum agglutination 
of Salmonella typhi in high titre for “O?” ‘and less high for 
“H, unless he is actually infected now. with Salm. typhi? 
When the test was repeated recently the reaction was found to 
be less strongly positive, but still above I in 100. I understand 
that an anamnestic Widal reaction shows an increase in, H 
antigen but not in O where some other infection is concerned. 


A.—A positive reaction with Salmonella typhi. O to a titre 
of:more than 1 in 100 is strongly suggestive of an active 
enteric infection unless the patient has been inoculated with 
T.A.B. vaccine within the previous six months.. The fact that 
in this case the O titre was higher than the H would not 


invalidate this general statement, although the, inverse find-- 


ings are more usual. It is true that the O agglutinins are not 
usually affected, as H agglutinins are, by non-specific stimuli 
(anamnestic reaction, such as a non-enteric infection), but if 
in this case there is no more definite laboratory evidence of 
infection, such as the isolation of Salm. typhi from blood or 
stools, a ‘positive O agglutinin reaction cannot in itself be taken 
as proof of rafeetiga: P 


yoa a Post-encephalitic Parkinsonism 


Q.—As a child a man aged 40 had sleeping sickness, from 
which he recovered. He now complains of (a) upward rolling 
of the eyeballs with loss of vision, which returns after sleep ; 
(b) a condition similar to paralysis agitans; and (c) a general 
slowing-up effect. Whatis the likely diagnosis, and what should 
be the treatment ? 


A.—This patient is clearly’ suffering from post-encephalitic 
Parkinsonism and the attacks are oculogyral-spasms, the latter 
being a manifestation of encephalitis lethargica,. which was 
much commoner 20 years ago than it is*now. The treatment 
is the usual treatment of Parkinsonism. In the past this has 
consisted in the administration of drugs of the belladonna 
group; of these, tincture of stramonium is the most effective. 
A suitable initial dose would be 10 minims (0.6 ml.) in water 


three times a day, and this could be gradually increased up to . 
30 minims (1.8 ml.) three times a day if the patent tolerates it ' 


` 


S : 


Fortu: | 
nately there is no need to resort to grafting now that the male + 


Treated thus, a patient of the writer’s has passed 


” must carry on one of his chromosomes Cde. 
-genotypes which satisfy this proviso in addition to those which ] 


. ADVERTISEMENTS 


r 


well. Recently new substances have Secon available. 
most effective of~these seems to- be “artane” (3-[1-piperidyl]- 
1-phenyl-1-cyclohexy]l-l-propanol hydrochloride), which. is not 
yet procurable in this country but is being used in the United 
States. Next in value is “ parpanit ” (the diethylaminoethy] ester 
of. phenylcyclopentane-carboxylic acid), the initial dose of which 


is 0.00625 g. If the patient tolerates it well, this can soon be : 


doubled and then the dose more gradually increased up to the 
limit of tolerance. “ Benadryl” is also worth a trial. Mental 


in 5-mg. doses. 
: Pruritus of Scrotum 


Q.—How should one treat pruritus of the scrotum, occurring 
mainly at night, in a-man of 77 who has suffered from. coronary 
disease for 12 years and still has occasional anginal attacks ? 
There is no rash or sign of irritation. The itching is relieved 
by cocaine ointment, but each application has brought on an 
attack of dyspnoea and violent palpitation. 


A.—In pruritus of the scrotum in a man of this age it is 
important first to be certain that there is no irritation from a 
dribble of urine or from something in the urine, perhaps sugar 
occasionally or some other irritant. If any such factor i is present 
and cannot be corrected, then some help may be obtained from 
the use of a waterproof barrier cream on the scrotum. The 
question of prostatic irritation may occasionally have some 
bearing in these cases; but in the absence of an organic or loca! 
cause the affection is not uncommonly neurogenic. Cocaine 
and similar analgesic ointments are not usually desirable and 
often give rise to trouble by causing irritation or sensitization. 
Crude tar in a paste or superficial x-ray therapy in “fractional 
dosage, combined with phenobarbitone or “sodium amytal " 
at night, should be helpful. i ' i 


NOTES AND COMMENTS... 


Carbachol for Migraine.—Mr. S. G. SENON (joint assistant 
managing, director of Messrs. Savory and Moore Ltd.) writes: In 


his letter concerning carbachol for migraine (November 19, p. 1177).. 


Dr. J. H. Mellotte states that the German preparation “ dory! ” and 
the English one “ mory!” are inferior to carbachol. I must point 
out that both “ doryl” and “ mory!” are proprietary names fos 
carbachol] B.P., and that there is no difference, chemically or pharma- 
cologically, between them and the official preparation. Further, as 
is frequently the case, carbamylcholine chloride was available to the 


medical profession’ under these proprietary names before it was 


included in the B.P. as carbachol. Although “ doryl” is no longer 
available, “ moryl ” is still the Savory and Moore branded name for 
carbachol B.P. . 


Correction.—Dr. EpGAR RENTOUL writes from the Forensic Medi- 
cine Department of Glasgow University: I regret that in the latter 
part of my article, ‘‘ Rh Genotype Tests in a Trial under the Crimina) 
Law Amendment Act, 1885,” published in the medico-legal section 
of the Journal of December 3 (p. 1300), I was in error, when dis- 
cussing the theoretical possibility of finding the true father, in stating 
that the true father must belong either to genotypes Cde/cde or 
Cde/Cde. While the true father may belong to one of these geno- 
types, this is not necessarily so. The real position is that the father 
There are severa! 


i 





mentioned. The commonest of these is CDe/Cde ; this occurs in 
0.8016% of the population. > The others are much less common 


‘While, therefore, it might be more difficult to find the true father - 


than I originally suggested, we still have in this case the theoretical 


possibility of being able to demonstrate paternity by blood grouping 
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, retardation and loss of energy often’ respond to amphetamine . 


~ 
‘ 


the Advertisement Manager. , 


The anti-pernicious- -anaemia factor (vitamin B,,) having 


n 


, become almost standard practice. . 
_ such methods as precipitation with salts of lead; silver, 


~ suitable for assay purposes. 
in attempting to devise animal tests, but until very recently > 
none of them has proved reliable. 
- may be' possible to base an assay technique on the obser- 
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at last been isolated in the pure crystalline state, it may 


reasonably be asked why this took so’ long. Within a 


-few weeks of, one another, independent announcements 


. of the achievement were, made by American and British 


teams (Rickes. et al, 1948a; Lester. Smith -and Parker, 


- 1948). Yet itis twenty-two years since Minot and Murphy 


(1926) ‘first discovered the effectiveness of liver therapy 
for pernicious anaemia. During the intervening years 


- many new vitamins.and hormones have been discovered, 


and’ nearly all of them have been concentrated, purified, 
‘and analysed and have had their chemical constitutions 
elucidated and confirmed by synthesis. All the well- 
defined vitamins have been prepared synthetically with the 


` partial exception of vitamins D, and D,; which have been 
< “synthesized ” only from biologically inert natural sterols. 


In the light ,of these achievements the fact that the 
.anti-pernicious-anaemia factor still remained to be isolated 
_ became an increasing challenge to. biochemists. The delay 
. was certainly not due to lack of interest in the problem. 
In a review on the factor published in 1945 SubbaRow, 
Hastings, and Elkin were able to cite no fewer’ than ‘129 
relevant references. - 

The prime necessity for successful isolation of a natural 
biologically active substance is a means for its assay. The 


j quicker and the more reliable the assay method the more 


rapid | is progress likely ‘to be, because'there is usually no 


‘great difficulty in devising fractionation techniques that — 
' may be_applicable. 


Indeed, for the water-soluble vitamins 
, there- are available a number of techniques that have 
One recalls, for example, 


and mercury, fractionation of ‘phosphotungstates, adsorp- 
tion’on charcoal, and so on: For all the vitamins that were 
-isolated within a shott period of their initial’ discovery 
‘satisfactory. tests were available. -Thus,, dneurin~ could be 
assayed by growth-rate methods, using rats; riboflavin 
_could be assayed very easily by its intense fluorescence 
in -ultra-violet light ; 
titration with iodine or still more specific oxidizing agents. 

“For the anti-pernicious-anaemia factor, however, the only 
availeble test until very recently was the assay`on clinical 
‘cases.. Moreover, only a small fraction of. these cases were 
Much ingenuity was expended 


It now- seems that it 


vation that chicks need the factor. The American workers 
(Rickes “et al., 1948a) had the advantage of a microbio- 
logical assay_ ‘technique with Lactobacillus.’ lactis Dorner 
(Shorb, 1948), but the ews of this came too late to be 
of any assistance: to dur British team. Thus an adequate 
number of ‘clinical tests- was ‘vital to the success of the 

ee ae E => cS = 
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-and Nichols (1928): 
isolation of an active crystalline quinine salt, but later they 


with Reinecke acid and also with uranium acetate. 


ascorbic acid -even more easily by- 


» 


work. It is probably true to say that no previous investi- 


gator in this field had the advantage of so many care- 


fully conducted clinical tests as we were afforded by our ` 


collaborator, Dr. C. C. Ungley. 


A Review of Earlier Work _ 


The more outstanding contributions to the chemical frac- 
tionation of liver are perhaps worth reviewing again in 
the light of present knowledge. The first important advances 
were made by Cohn, Minot, et al. (1928). They showed 
that the factor could be extracted from liver with water 
at faintly acid pH, and that proteins could be removed and 
other impurities separated by addition of alcohol to about 
70% concentration. After evaporation to small bulk the 
active fraction could be thrown out with strong alcohol ; 
this. was the famous “ Cohn’s fraction G.” This insolu- 
bilify in alcohol was due to co-precipitation with other 
substances present in the crude extract, because at a later 
stage of purification the factor became soluble in alcohol. 
Cohn, Minot; et al. also showed that the active principle 
was precipitated by phosphotungstic acid but not by-lead 


acetate, and that it could be extracted with butanol. 


These techniques were successfully used again by, West 
West and Howe (1930) claimed the 


withdrew this claim. 

Dakin and West (1935) and Dakin, Ungley, and West 
(1936) reported an extensive investigation in which a number 
of new procedures were developed. They showed that 
impurities could „be precipitated with alcoholic calcium 
acetate, and that the active principle could be precipitated 
They 
showed, too, that the factor could -be salted out from 


neutral solutions by- ammonium or magnesium sulphate, 


and from acid solution by sodium chloride. 


w 


. New Techniques i 


Pad 


Valuable new techniques were introduced in‘ 1936~ by’ | 


Laland and Klem. They reported that the active factor 
could be extracted from aqueous solutions with liquefied 


phenol and also that it could be .adsorbed on activated’ 
‘ charcoal and eluted with liquefied phenol. 
By the’ repeated use of these procedures, together with . 


salting out by ammonium sulphate and fractionation with 


-alcohol and ether, they obtained fractions reported by 


Strdndell to’ be clinically active in doses of a milligram 
or so; These remarkable claims were received initially 
with some scepticism, especially as the novel techniques 
jntroduced were not described in sufficient detail to permit 
exact replication by indepéndent workers. Moreover, when 
the use of techniques ‘alleged to be those of Laland 
and Klem, but in effect not closely similar, led to the 
— A641 


~ 


1368 Dec. 17, 1949 


CRYSTALLINE ANTI-PERNICIOUS-ANAEMIA FACTOR 


-BRITISH 
MEDICAL JOURNAL 





separation of much jës active fractions, there was a 
tendency to discredit the Norwegian workers. Thus they 
have never received proper recognition for genuine achieve- 


“ments that were not bettered during the next ten’ years. 


Moreover, their description of their most active fraction as 


- a bright reddish-yellow substance acquires new significance 


in the light of present knowledge. 


‘We were accorded the privilege of examining their case - 
reports at the’ time; although in several instances the_ 
responses were inadequate with the very small doses given, 


there seemed no doubt that the fractions tested were very 
much more active than anything previously obtained. In 


_addition; we were able to secure independent clinical tests 


on some of their less highly purified fractions, which proved’ 
fully- active in single doses of less than 10 mg.’ It should 
be added that their methods of fractionation have pro- 
vided an invaluable foundation for our own work. Karrer 
and his colleagues (1938) also reported the preparation of 
fractions fully active in doses of 10 mg., or rather less, 
by methods that were not described in detail. - 

It is difficult to assess the work of Jacobson, SubbaRow, 
and others published between 1935 and 1938 (see SubbaRow 


et al., 1945). These workers claimed that successful treat- - 


ment of. pernicious anaemia called for the simultaneous 
administration of several factors. One of these was identi- 
fied as l-tyrosine, but the “others were not fully purified. 
Their theory was supported by a reasonable weight of 
clinical evidence, but it has not been widely accepted. 


` Ungley has now presented ample evidence showing that 


4 


the pure crystalline anti-pernicious-anaemia factor alone, 


iń -adequate doses, gives a classical response in cases of 
pernicious anaemia. One is inclined to suggest, therefore, 


‘that the supplementing. action of Jacobson and SubbaRow’s. 


accessory factors may have been due to, contamination 
with small proportions of their primary factor (presumably 
the anti-pernicious-anaemia factor in crude form) ; satisfac- 
tory responses might well have been obtained’ with larger 
doses of the primary factor alone. 

No further significant advance was reported until 1945, 
when Emery and Hurran reported a concentrate fully 
active in a dose of 5.5 mg. 
Emery and Parker (1946) reported further concentration 
to a preparation active in a single dose of only 1 mg. 
These fractions were made by application of known tech- 


_ niques—in particular, repeated adsorption on charcoal, 
_ elution with phenol or with hot 65% alcohol, and salting-out 


with ammonium sulphate. - 


It is something of a tragedy to recall. the considerable 
amount of analytical work „that has been performed by 
some groups of investigators on material now known to 


--have contained as little as 0.01% to 1% of the pure factor. 


It must be confessed that we fell into the same error our-. 


„ selves in making preliminary chemical investigations on 


phenomenal potency of the crystalline factor.- 


material containing only about 3% of the factor, under 
the-impression that it must be approaching purity. It 


seemed appropriate at the time to carry out the various’ 


analyses, for there- was no reason at all to anticipate the 
We now 
know that the human requirement is only about 0.001 mg. 
a day. The only substances known-to be physiologically 
active in smaller amounts are such poisons as plutonium 
and botulinus toxin. 


. Partition Chromatography 
Reviewing the situation in 1946 it seemed to us unlikely 


_ that any further advance would be made without the intro- 


duction of new techniques. There was. also little doubt 
that the new approach required was some form of chromato- 


_ 


the mechanism of separation is different: 


In the following year 





graphy, preferably perhaps the-recently introduced parti- 


r 


tion chromatography. This method employs a tube packed ` 
with an inert porous powder capable of soaking up a con- — 


siderable proportion of water without appearing damp ; the 
material to be separated is applied to this column dissolved 
in an organic solvent not completely miscible with water, 
and development is continued with the same solvent. . These 
columns do*not differ in appearance from the familiar 
adsorption ‘chromatograms using alumina, for example, but 
it depends on 
differences in the partition of the various substances present 
between water (held in the pores of the solid) and the 
solvent, instead of upon differences in adsorbability. Such’ 
partition chromatograms, using damp silica and butanol, 
fulfilled our expectations. 
fied by the methods already outlined, Separated readily ‘into 
three coloured zones., Yellow material travelled quickly 
down the column ; a pink zone travelled very much more 
slowly ; a brown zone remained near the top of the column, 


- with a tendency to overlap somewhat into the pink zone. 


Liver extracts, sufficiently puri- 


Nearly colourless material was also present penyen the 


pink and yellow zones. 


‘It was an obvious step to use these colours as a suits in ` 


cutting up the chromatogram, but we were surprised to 
find it-so effective, for nearly all the clinical activity was 
concentrated in the pink fraction. The same thing happened 
in other experiments. Nevertheless we expected that this 


. would turn out.to be merely an adventitious association of 


a red pigment with the active principle, and a faulty inter- 
pretation of some later experiments seemed to confirm this 
view. Already we had reached the stage of purification 
where’ a ton or so of liver was needed to provide a work- 


clinical testing made progress very slow. 

‘About this time we received temporary discouragement, 
from the announcements that folic acid was effective in 
pernicious anaemia, and that it could be made synthetically. 
It was soon clear,. however, that our liver concentrates, 


effective than folic acid. We were therefore dealing with 
a different substance, and its isolation was still of academic 
interest at least. Then, as the. clifical shortcomings of 


able amount of material, and the lengthy procedures for ` 
preliminary concentration as well as inevitable delays: in ` 


though still impure, were weight for weight much more - 


folic acid gradually came`to light, interest in the liver. 


factor revived and indeed ‘intensified, 


a - The Active Red Facior 


By now we were satisfied that colour and clinical activity 
were inseparable, but our pink material obstinately refused 
either to crystallize or to respond further to attempted puri- 
fication by repeated partition or adsorption chromato- 
graphy, fractional salting-out, or fractional precipitation by 
solvent mixtures. After a long period of frustration, 


further progress came suddenly from the observation that _ 


treatment with proteolytic enzymes like trypsin would break 
down persistent peptide impurities. On repurification by 
partition chromatography the product from the red band 


-was eight times as intensely coloured as any previous frac- 


tion ; it was later shown to be correspondingly’ more active 
clinically. 


i 


After-a few more weeks spent in further purifying the - 


minute amounts of red fractions remaining, we had the 
final satisfaction of watching the pure substance crystallize 
from aqueous acetone. But during those last weeks we 
were forestalled by the announcement that the Merck team 
under Karl Folkers had added one more vitamin to their 
conquests by isolating the -same substance in crystalline 
form. Fo'lowing proof of identity. by exchange of 


—— 


-name vitamin B . 
Tt is worth noting that the methods we have used for the 
isolation of the anti-pernicious-anaemia factor are almost. 


£ 


n 


~ 
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specimens (Lester Smith, 1949) we have now adopted . the 
12 Suggested by the American workers. |, 


exclusively physical .rather ‘than chemical (Fantes, Page, 
Parker, and Lester Smith, 1949). In other words, we have 


depended on such physical properties as solubility in salt- 


solutions and solvent- mixtures, adsorption on charcoal, 
alumina, and silica, and partition between water and sol- 
vents, The countercurrent principle, upon which both 
adsorption and partition chromatography depend, enabled 
us to exploit the small differences in such properties 
between the factor and associated impurities. 

This-has been necessary because the factor is singularly 
devoid of characteristic chemical properties. The only 
chemical precipitants that have been used with advantage 
are “Reinecke acid and phosphotungstic acid, but these 
are not at all specific, as both will precipitate many basic 
compounds. Moreover, neither is essential to the isolation 
of the pure factor. 

Here, then, is another reason why the pure factor could 
hardly have been isolated in eaflier years before some of 
nee ‘physical methods were pérfected. 


1 


Standardization of Dosage 


One considerable advantage that will follow from this 
work is the ability to express the dosage of liver extracts 


and .other concentrates of anti-pernicious-anaemia factor | 


in accurate and Jogical terms. The microbiological assay 
method using crystalline vitamin B,, as a standard permits 
standardization in terms of vitamin B,, activity. There’ 
will no Jonger be any excuse for stating dosages as the 
number of millilitres of a liver extract or the ee 
of crude solids administered, or in “liver equivalents ” 

the weight of liver from which the dose is prepared. Clearly, 


_all these are misleading on account of variations in the 


potency of the original liver, variable yields in the course 
sof extraction and purification, and differences in the extent 
of purification ‘as between one liver extract and another. 
On’ the other hand, the. growing body of evidence that 
liver extracts- owe their efficacy in macrocytic anaemias 
solely to their vitamin B,, activity, which can be accurately 
assessed microbiologically, puts, this method of standardiza- 
tion ona very firm foundation. 


“Three Interesting Points . 


Interest did not slacken, even temporarily, with the iso- 
lation of crystalliñe vitamin B,,. For one thing, we were 
able to- provide evidence (Lester Smith, 1948a), since 
reinforced (Cuthbertson and Lester Smith, 1949), for the 
existence of a second red factor, also clinically active in 
pernicious anaemia ; indeed, it now appears ‘probable. that 
there are three such factors (Lester Smith and Cuthbertson, 
1949), It is not known whether the others are more com- 
plex“substances incorporating the molecule of. vitamin B,, 
(analogous to the various conjugates of folic acid with 
glutamic acid) or whether they are chemical modifications 
of vitamin B,, (analogous to the various kinds of vitamin D 
or of penicillin). , ~ 

The isolation of -one of these factors ir siystalling form 
has recently been announced from the Lederle Laboratories 
(Pierce et al., 1949). It has been named vitamin B,,,, the 
name Bsa “having already been used for an artificially 
produced hydrogenation product of vitamin Bye. 

Secondly, the chemical nature of vitamin. B,, is gradually 
being unfolded. as . supplies of this very scarce material 
become “available. (See Lester Smith, 1948b ; Rickes 
et al., 1948b ; “Kaczkå et al., 1949; Brink et al, .1949 : 
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Ellis et al., 1949; and Brink and Folkers, 1949.) The 
most surprising discovery, announced almost simultaneously 
“by the British and- American teams, was the presence of 
an atom of cobalt in the molecule—the first time this metal 
has been’ found in a`pure substance of biological origin. 


This Has given rise to a crop of speculations on the func- 


tion of cobalt in nutrition, and the relation (if any) between 
vitamin- B,, and the already known need of ruminants for 
cobalt. The molecule of vitamin B,, contains some readily 
hydrolysable group essential to its microbiological activity, - 
since it is slowly inactivated by cold acid or alkali. This 
might be a phosphate ester group, although the phosphorus 
present is completely split off only on long heating with 
acid. This treatment also liberates a substance giving a 
positive ninhydrin reaction, but leaves the greater part of 
the molecule intact and still retaining the cobalt, though 
with altered solubilities. This has been disrupted only by 
fusion with alkali, when pyrrolic substances are released, 
suggesting some structural relationship with chlorophyll and 
haem pigments. 

A third point of interest is a promising new source of 
vitamin B,,. This arose from an entirely different research 
on the “animal protein factor” required- by chicks and 
some, other animals reared on a vegetable-protein diet. It 
now appears likely that this factor is identical with vitamin 
Bia but meanwhile it had been established that the factor 
is synthesized by some intestinal bacteria. This raised the 
possibility of production by a fermentation process, and 
the Merck group, doubtless turning first to fermentations 
already established, found that the factor is produced by 
Streptomyces griseus and succeeded in isolating crystalline 
vitamin B,, from the metabolism fluid of this organism 
(Rickes et al, 1948c). Whilst the isolation of the crystalline 
product remains af present a complex and expensive pro- 
cedure, the industrial production in this country of a puri- 
fied vitamin B,, concentrate from fermentation liquors is 
now at an advanced stage. It is expected to become 
generally available shortly. 


REFERENCES 


Prak, N, Kaczka, Pu Rickes, E. L., Koniuszy, 
Woot. Ë R. il Folkers, K . (1949). J. Amer. chem. 
ee "1, 1854. 


Brink, N. G., and Folkers, K. (1949). Ibid., 71, 2951 

Cohn, E. Js, Minot, G. R., Alles, G. A. and Salter, W. T. (1928). 
J. biol. Chem., 17, 325, 

Cuthbertson, W. F. Tes and Smith, E. Lester (1949). 
, V. ; A 

Dar D., Ungley, C. C., and West, R. (1936). J. biol. Chem., 


and West, R. (1935). Ibid., 109, 489. 
os Petrow, V., and Snook, G. F. (1949). J. Pharm. Pharmacol., 


Emery, W. B., and Hurran, W. J. (1945). British Medical Journal, 1, 
75. 
and Parker, L. Fi J. (1946). BOCU J., 40, i 


Wolf, E 


Biochem. J., 








Eantes, K. H., Page, J. E., Parker, L. F. J., "and Smith, E. Lester 
(1949). In the press. 

Kaczka, É., Wolf, D. E., and Folkers, K. (1949). J. Amer. chem. 
Soc., 71, 1514. 


Karrer, P., Frei, P., and Ringier, B. H. (1938). 
21. 314. 


Laland, P., and Klem, A. (1936), Acta med. scand., 88, 620. 
Minan A R., and Murphy, W . P. (1926). J. Amer. med. Ass., 87, 


Pierce, re V., Page, A. C., Stokstad, E. L. R., and Jukes, T. H. 


Helv, chim. Acta, 


(1949). J, Amer, chem. Soc., 71. 2952. 
Rickes, E. L., Brink, N. , Koniuszy, F. R; Wood, T. R., and 
Folkers, K. (1948a). Science, 107,396. 
SS ee rs es es, (194 8b). Ibid., 108, 134. 
— —— —_~ ——: —— (1948c). Thid., 108, 634. 
Shorb, S. (4948). Ibid., 107, 397: 
Smith, EB Lester, (1948a). Nature, Lond., 161, 638. 
— — $948). Ibid., 162, 144. 
1949) . Pharm. Pharmacol. 


500. ; 
— and Cuthbertson, ee F-J ahot Biochem. J. r the press. 
—— and Parker, L. F.J (1 948). Ibid., 43, mocan 


SubbaRow, Y., Hastings, A. B., and Elkin, M 1945). Vitamirs 
and Hormones, a 237. 
West, R., and Hone, M A: (1930) J. biol. Cheni., 88, 427. 





G. (1928): 4 Amer: med. tee 91, 867. 


` 


te 


1370,’ Dec. 17, 1949 


t * 


— 





- 


VITAMIN B,, IN PERNICIOUS ANAEMIA: 
‘PARENTERAL ADMINISTRATION 
BY F 


C. C. UNGLEY, M.D. F.R.C.P. 
-Physician, Royal Victoria Infirmary, Newcastleupon-Tyne 


` 


VITAMIN B,, IN PERNICIOUS ANAEMIA 
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The isolation of a red crystalline’ anti-pernicious-anaemia 
factor from liver was achieved almost simultaneously by 
Rickes, Brink, Koniuszy, Wood, and Folkers (1948) -in 
America, and by Lester Smith and Parker (1948) in Great 
Britain. American workers were aided greatly by micro- 
biological assays (Shorb, 1948), whereas in Britain attention: 


was concentrated on testing each fraction in patients with 
pernicious anaemia in relapse. The 84 clinical tests begun in’ 


1946* which guided Lester Smith’s purification to the final 
stage of crystallization are of little medical interest and will 
not be described. 


This report concerns only the pure crystalline material 
isolated by Lester Smith in Glaxo Laboratories, Greenford, 
which has proved to be identical with vitamin B,,. Chemical 
and physical properties-are reported elsewhere by Lester 


Smith (1948), and by Fantes, Page, Parker, and Lester ` 


rf 


Smith (in the press). i i 


Material and Methods ; a 


The 53 cases selected had the usual diagnostic features of 
pernicious anaemia, including megaloblastic marrow and 
histamine-fast achlorhydria. A few patients had relapsed 
after stopping treatment, but most had. never been treated. ~- 


To limit the intake of extraneous haematopoietic factors. 
during the initial test periods, meat, poultry, offal, meat’ pro- 
ducts, yeast products such as “ marmite,” eggs, fresh fruit, and 
vitamin preparations were excluded from the diet, which con- 
tained white or National flour, processed cereals, sugar, jam or 
syrup, dried fruit, vegetables, butter and other fats, white fish, 
cheese, and 1 pint (570 ml.) of milk daily. ` - 


Reticulocytes wėre counted daily by a wet method using 
brilliant cresyl blue. Haemoglobin was determined by the 
cyan-haematin method of King and Gilchrist (1947). Red blood 
cells were counted every five days with N.P.L.-tested pipettes 


on a Biirker haemocytometer. Blood was diluted 1 in 200 with 


Hayem’s fluid and at least six areas 1 by 0.05-mm. were 
counted. A test designed to measure the accuracy of counts 


. by taking morning and afternoon specimens in 10 patients with 


anaemia showed that the standard error was +6%. i 


For a control period of 7 to 10 days treatment was withheld 
so that patients showing signs of spontaneous remission could 
be excluded. A shorter control period was permitted if anaemia 
increased rapidly. A few cases were rejected because of inter- 
current illness and one because of hypoplasia of the marrow. 
Also excluded were results rendered invalid by deterioration of 
vitamin B,, in very dilute solution (1 ag. per ml.)—a difficulty 
which has since been overcome. 


Vitamin B,, was given intramuscularly as a single dose. 
Doses were’ graded logarithmically from 1.25 to 160 pg. An 


extra group was given 6.5 or 7.5 wg. (mean, 7.2) because a level- 
and 10 xg. was then beliéved to be critical- 


of dosage between 5 
(see later), po s 


_ Patients with red blood cell counts above and below the 
mean level of 2,000,000 per c.mm. were, so far as possible, 





*In the early stages of this investigation some additional tests were 


` ~ carried out in Stobhill Hospital, Glasgow, by Dr. J, R. Lauckner, 


whose co-operation is gratefully acknowledged. 
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distributed equally in the groups receiving low, medium, and 
high doses. 


« 


Results — 


There were no unpleasant side effects, and sensitization 
to vitamin B,, was not encountered. The magnitude of 
the haematopoietic response was gauged partly from the 
TABLE [.—List of All Responses ea 

an 





Dosage | Reticulo- Red Blood Cell Counts (Millions per c.mm.) 
yn £ cyte at Days Indicated ^ 
Response 
HE: z) 0 5 io | 15 | 20 | 25 | 30 
1 1-25 5.2 1:33 | 1°46 | 1-60 | 1-26 - . 
2 a Nil ; 2:23 | 2°12 | 2:27 | 2:36 | 2-58 | 262 | 2-54 
r 3 H Nil 2-61 | 256 | 2-49 | 2:45 
4 2:5 11-0 1:17 | 1:24 | 1-46 | 1:32 
5 i 9.2 1-20 | 1°31 | 1:59 | 1:49 | 1:31 . 
6 z 12-2 1-68 | 1-68 | 2-20 | 225 | 2-21 
7 3s 13-0 1:74 | 1-98 | 2-40 | 2-39 | 2-43 | 2-06 
8 s 76 1-74 | 1-69 | 1-95 | 1-73 | 1-68 
9 a 12-6 . | 2:65 | 2-77 | 307 | 3-05 | 3-35 | 3-62 
10 50. PBT. > | 1-23 | 102 | 1-85 | 248 | 1-86 
11 5 12-2 1-49 | 1-69 | 2-56 | 2-62 | 2:54 
12 oe 12-6 1°56 | 1°58 | 258 | 1-89 i 
13 is P.T. 1-57 | 1-93 | 2:30 | 2:80 | 3-12 | 3-36 
14, ie 10-2 1-88 | 1-84 | 293 | 4-02*] 3-87 
15 i ` 76 3-00 | 3:17 | 3-76 | 3-75 | 3-70 
16 |6-5or7-5| 17-8 1:21 | 1:52 | 1-93 | 228 | 2-28 a 
17 es 29-2 1-31 | 1:37 | 277 | 271 
18 ii P.T. 1:33 | 1:58 | 258 | 2:52 
19 i 25-0 1-77 | 1:66 | 2-98 | 3-40 | 3-41 
20. 3 19-6 1:77 | 1-99 | 2-31 | 2:59 | 2-89, 
21 fi P.I. (12) | 1:89 ] 2:04 | 2-46 | 2:26 
22 p 25-8 1:96 | 1:77 | 279 | 2:44 
23 i ® 106 | 202 | 2:26 | 2-68 | 3-84 | 3-42 
24 p» 9-2 2-07 | 2-15 | 263 | 3:01 | 282 
25 0 P.I. (34) | 2-24 | 258 | 3:47 | 382 | 417 
26 93 68 2:24 [92-35 | 335 | 3-04 i 
27 ” 3°38 2°33 2°44 2:71 3°22 3-00 
28 K PLOD | 271 | 293 | 269 | 3-92 | 3-51 
29 i5 P.I. (27) | 300 | 319 | 3-60 | 3-32 | — 
30 |] 10-0 P.T. 1-40 | 1-57 | 2-60 | 2-86 | 2-80 
31 ss P.T., | 1-34 | 1-46 | 208 | 206 |) — 
32 s 30-6 1-40 | 1-62 | 2-68 | 3-16 |; 3-00 
33 7 38-6 : | 1-43 | 1-80 | 2:78 | 298 | 305 
34 as P.I. 1-45 | 1:83 | 2-59 | 2-24 
35 y P.I. gi Y | 210 | 2:26 | 2-76 | 282 
36 Ke P.I. (21) | 2-26 | 2°31 | 2-96 | 3-08 | 3-63 | 3-26 
37 3 P.I. (22). | 2-44 | 2-62 | 3-60 | 3-69 | 3-63 
38 s P.I. 9:54 | 2:32 | 380 | 3-75 
‘39 n P.I. yy 9:54 | 2-73 | 3-09 | 3-412 | 3-01 
49 ji _ P.I. (325 .| 3-00 | 3-18 | 375 | 412 | 4-01 , 
41 » P.I. (26) | 304 | 3:23 | 4-16 | 4-13 | 3-96 l 
42 53 P.I. (44) | 3-05 | 324 | 4-10 | 4-37 : 
43 a P.i. 3-05 | 323 | 4-01 | 4-22 | 4-566 | 4-04 
44 |200 41-8 0-97 | 1-26 | 2:26 | 2-66.| 2-96 | 3-47 | 3-15 
45 $5 27-6 `1:26 | 1:50 | 2-28 | 2:39 | 2-51 : 
46 í >15 1-46 | 155 | 2-49 | 3-26 } 3-50 3-45 
47 5i 34-0 1-62'| 1-64 "2-55 | 2-65 | 2-59 : 
-43 sr 28-0 ~ 1-76 | 1-91 | 2-86 | 3-27 | 3-53 | 3-39 
49 i; 18-4 2-28 | 2-45 | 3-49 | 3-55 | 3-87 | 4-19 | 4-09 
| ad ae P.Y. (4 ~ 9-59 | 2:73 | 3-19 | 3-59 | 3-51 
51 Ses a VOEL (393 3-01 | 3-38 | 3-71 | 3-76 | 3-81 
52 | 40-0 P.T. 0-98 | 1:45 | 2-44 | 2:78 | — | 3-53 | 3-45 
? 53 pE] 22:8 1°35 1-44 2-83 2-96 2-66 
54 a P.T. L45 | 1-40 | 2-53 | 3-17 | 3-21 | 3°33 | 372 
7 (4-54 .at 49 
; days) 
55 i 38-0 1:77 | 214 | 3-09 | 3-28 | 3-83 | 3-64 
56 is P.T. 7-02 | 2-31 | 318 | 3:57 | 3-73 | 390 |. 3:74 
57 ” 72 2-06 2°45 3-09 3-46 — — 4-1 1 
58 7 52 - | 219 | 238 | 290 | 3-44 | 286) | 3 
59 í . PI: 2-28 | 2-53 | 3-08 | 3-67 | 432 
60 t P.I. (53) | 266 | 2-90 | 4-41 | 4-30 
61- i - 34 ° ‘| 303 | 318 | 4-51 | 4-45- 
62 | 80-0 P.I. (1) 1:22 | 1-90 | 3-03 | 3-46 | 3:51 | 3-57 
63 - P.I. (5) 1-31 | 1:99 |-2-76 | 3-00 | 3-17 | 353 | 3-23 
64 is P.T. 1-32 | 1:79 | 3-23 | 3-66 | 4:22 | 4-30 | 4-22 
65 a 26-2 - 1:59 | 1-93 | 2-79 | 3-66 | 3-98 | 4-06 ~ 
66 | ,, P.I. (8) 168 | 2-11 | 3-04 | 3-19 | 4-25 | 4-10 
67 5 26-4 1:70 | L81 | 282 | 3:27 | 3-41 | 427 | 4-16 
68 = P.I. 7 2:06 | 3-41 | 3-52 | 3-87 | 3-33 
69 me P.J: (6) 2-13 | 2-31 | 3-12 | 4-14 | 4-11 | 420"| 452 
- 70 H P.I. (3) 2-45 | 2-61 | 376 | 4-16 | 3-91 | 406 | 4-22 
71 ji 16:2 2-66 | 3-03 | 334 |] 417 | — |. 
72 | 1600. 19-4 1-27 | 1-50 | 2:32 | 3-42 | 3-45 | 3-29 
73 3 21-0 1:71 | 2-02 | 3-17 | 3-72 | 3-79 





3-70 
| 


| 


The highest count is in black figures. In a few instances counts recorded at 
20 to 30 days were made a day or so before or after the time indicated. P.T. = 
previous transfusion. P.I. = previous injection; a number in brackets indicates 
the previous response; where no number appears the previous iniection was of 
a ai not referred to in this paper (see under ‘‘ Increase df Red Blood Cells ” 

elow. N : ee 

* This freak response is excluded from calculations for Figs. 4 and 5 and 
Tables II and IV. j 


reticulocyte crisis, but mainly from the rate of increase of 
red blood cells. A. summary of 73 responses in 53 patients 
is given in Table I. An example is’ shown in Fig. 1. - 
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per nicious anaemia. 


: Reticulocytes 


Reticulocytes usually began to rise on the second or third 
day, reaching a peak on the fifth or sixth day (counting 
the day of treatment as 0). There was a definite associa- 
tion between high dosage and early reticulocyte peak. 
With large doses—20. to 160 ug.—the peak usually occurred 


on the fifth day; with doses below-10 xg. the peak was “ 


usually on the sixth or occasionally the seventh day. 


Reticulocyte responses of 39 patients, none of whom 
had had previous transfusion or injection, were compared 
with an “expected” response based on results. to liver 
extract given, intramuscularly (Isaacs and Friedman, 1938). 
Fig: 2 shows the actual responses at each initial red blood 
cell count. In Fig. 3 results are expressed as ` percentages 
of the expected-response. Individuals varied widely in their 
response to a given dose.’- In miore.than 50% (10 out of 
17) of the patients who received doses of 10 ug. and upwards 
the expected response was exceeded, whereas with smaller 
doses (1.25-7 yg.) this response was seldom attained (four. 
times in 22 patients). A high reticulocytosis was not always 
the. precursor: of a satisfactory rise of red blood cells, con- , 
firming previous criticisms of the_ reticulocyte response as 
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[7 
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1 - Response to repeated injections .of Vitamin B, in a patient with 


- had had previous treatment. 


pean 1945). 


Increase of Red Blood Cells me 


A better yardstick was the rate of increase 
of red blood cells. This depended not only 
on the dose of vitamin B,, but also on the 
initial’ count, and these factors varied inde- 
pendently of one another. Thus a formula 

‘ became necessary to judge whether rates of 
Increase were Satisfactory or not. 


For its construction we needed more data than 
were provided by the first responses in the 40 
„patients who had had no previous treatment. We 
had to decide whether to include certain addi- 
tional data—namely, nine responses in patients 
who had been transfused with a small number of 


followed by differential agglutination (Dr. Walker), 
and 24 responses in patients who Had previously 
recelved small amounts of vitamin B,, (20 of them 
in tHe course of this trial). Such responses were 
not included unless there had been a satisfactory 
control period of seven to ten days of stationary 
or falling counts, as described’ under “ Material 
and Methods” above. Where doubt existed a 
Marrow puncture was performed and a further 


megaloblastic. = 

In the nine transfused cases the average increase 
in the patient’s own red blood cells in 15 days was 
1,470,000, compared with an “ expected ” average 
increase of 1,400,000 calculated by the formula 
- | given below. 

In the 24 patients who had relapsed after small 
amounts of vitamin B,, the average increase of 
red blood cells in 15 days was 1,220,000, whereas 
the expected average was 1,250,000. : 

In the 33 cases in these two groups the actual. 
average increase was 1,290,000 compared with an 
“expected ” increase of 1,290,000. Although, as 
described below, the “ expected” increase has 
been calculated from a group of 63 patients 
_ which includes these 33, it is apparent from the 

above averages that the 30 patients who did not 

receive any previous treatment could not have 

differed significantly from the 33 patients who 
It was therefore considered justifi- 
able to include the latter in the trial and to deal with them as 
normal cases. They are identified in Table I by P.I. (Previ- 
ous Injection) and P.T. (Previous Transfusion). This neither 
assumes nor proves that such past treatment never has a serious 
effect on the rate of increase of red blood cells, but implies that 
such effects; if present, could be ignored in this series. 

In all there were 73 satisfactory tests in 53 patients available 
for analysis. 


Increase of Red Blood Cells in 15 Days 


Increase of red blood cells in 15 days was the most useful 
criterion of response. Della Vida and Dyke (1942) have 
shown that the average weekly: increase over the first two. 
weeks of treatment depends on the initial level and varies 
inversely with it. Thus patients with fewer red blood cells 
at the beginning ‘of treatment respond more rapidly than 
those who have higher counts, and conversely. 

For each group of patients receiving similar doses a line 


f 


60 65 








70 


~ 


‘Ungley, 1936; Della Vida and an 1942; . 


red blood cells, the survival of which could be ` 


injection was given only’ if the marrow was 


was calculated by methods comparable to those of Della - 


Vida and Dyke, and in every case, except for those receiv- 
ing 2.5 ug., there was a mafked relationship between the 
15th-day increase and the initial count. But individually 
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Fic, 3.—Reticulocyte response expressed as percentage of expected 
response, Crosses indicate the mean response at each level of dosage. 
Doses, are spaced .Jogarithmically. 
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Fic. 2.—Reticulocyte responses (peak) in 39 patients to their first injection of vitamin B,, compared 
“with expected response to liver extract calculated from formula of Isaacs and Friedman (1938). 
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_none of these relationships 
could be considered statisti- 
cally ‘significant, because of 
the few cases: involved, the 
largest group being 14. lt 
was therefore’ necessary to 

calculate a formula’ making 

allowances for the differences 
in dosage and differences in 
initial blood counts at the 

same time. i 
The problem was simplified 

when it became apparent that 

a over a certain range of dosage 

(5-160 ug.) the response varied 

according to the logarithm 

or of the dose. - (In practice this 
means that doubling the dose 

produces a constant increase 

; . in response.) 

Out of 64 cases* receiving 
5-160 yg. 63 were therefore 
used to calculate the formula 
by methods of multiple cor- 
relation, giving the following 
results: _ : 

Is = 1008 — 0153 E +. 

0.245 D — -0.017 E x D. > 
Where I,, = Increase in red blood 

cells (millions per-c.mm.) on- 

the 15th day. S j 

E = Initial red blood cell coúnt 

(millions per c.mm.) on the 

day of injection. 7 

Dose on a logarithmic scale 

, _—eg. (5 pg. = 1; 10 ug. = 

2; 20 pg. = 3; 40 pe. = 4). 

The increases that may be 
expected according to this 
formula are given in Table II, 
and the lines have been superimposed: Upon Fig. 4. l 

This formula is applicable only for doses between 5 and 
80 ug.—or possibly 160 ug.—and for patients whose initial 


IN 


EXPECTED 
o` RESPONSE 


pe 


TABLE IJ.—Expected Increase in 15 Days ` 


I, = 1.008 — 0.153 E + 0.245 D — 0.017E x D 
Standard Deviation of I,, = 0.33 - 


f 














Initial Red 

8B oe Se 5 pg. 10 yg. 20 ug | 40 ug. 

(Millions) _ 
1:00 1-08 1-31 1.54 1:77 2:00 ` 
1-10 1-07 -> 1-29 152 | 175 1-97 

_ 1-20 1-05 1-27 1:50‘ | “473 1-95. 
1:30 1:03 1:25 1°48 1:70 1:92 
1:40 1:01 1-23 ` 1-46 1:68 1:90 
1-50 1-00- 1-21 1:44 1-66 1-87 
1-60 0-98 , 119 1:42 1-64 1°85 
1:70 0-96 - 1-18 1:40- 1-61 1-83 
1:80 0-94 1°16 1:38 1:59 1-80 
1-90 0-93 1-14 136 ' 157- 1-78 
2-00 0-91 1-12 1:34 ' -155 1-76 
2:10 0-89 1:10 1:332 : 9-53 1:73 
2-20 0-88 1:08 ° 1-30 ~ 4651 1-71 
2:30 0:86 ` 1-06 1:28 1°48 1:68 
2-40 0:84 1:04 1:26 1°46 » 1°66 
2-50 0-82 1-02 1-24 , 1-44 1:64 
2-60 0-81 1-01. 1-22 | 1-42 1-61 
2-70 0-79 0:99 1:19 1-39 1°59 
2-80 0-77 0-97 117 ʻo. 1-37 1°57 
2:90, 0:75 0-95 LIS ! 1:35 1:54 
3-00 0-74 0-94 1-13 1-32 1-52 
3-10 0:72 0-92 1-11 ” -1-31 1-50 


E = Initial red blood cell count in millions. I}; = Increase in red blood cells 
D = Dose on a logarithmic scale (5 = 1; 10 = 2; 20 = 3;. 
40 = 4; 80 = 5). j i . 

The error made in using these tables will be less than the Standard Deviation in 
about 68% of all individual cases. 3 : - 


` *Case 14 was excluded, as the response was most exceptional. ` 
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Fie: i Actual ‘increase of red blood cells in 15 ry in 73 instances after vitamin -B,.. 


are calculated from a formula which takes account o 


liver extract. . 


red blood cell count lies Between one anid: ireo: millions’ 
per c.mm.- - Patients vary considerably in their response to 


treatment, but only 32% of : ‘Tesponses Will differ from the . 


figures - -given in Table IL.by more than +330,000. ` For 
groups of patients, however, the-average increase of a group 
will be mote accurate (e.g.,-for a group .of 10 cases the 


average increase will usually be forecast by. Table I with ` 


an accuracy of +100,000). 
The following is a’ brief explanation of the meaning of the 


formula, simplified by ‘omitting the, -slight Correction for the’ 


factor EXD. Ifa patient has an initial red blood cell count 
of 2,000,000°and is given an injection of 10 g., the increase in- 








a INITIAL RED CELL COUNT” Tory 


dosage and initial red blood cell “count. 
dotted line corresponds to the formula of Della - Vida and Dyke (1942) for “ average ” responses to 


Estimate _, Million R.B.C. 

ee ee ee ~~ 9-60=0-79 
- X 0-40-0-59 
Too small Sate ; 0:20-0:39 
i fe 0 ate 

“Accurate . “4 - 001—019. 
- 0-20-0-39 
Too large 0:40-0:59 
0:60-0:79 
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15 days will be about 1,120,000, 
making his actual count on the 
15th day 3,120,000. For every 
doubling of the dose in the 
range 5 to 80 ug. there will be 
an additional increase of about 
220,000, so that the increase 

„in 15 days if the patient had 
received 20 pg.. would be 
1,340,000, and if 40 ug. 
1,560,000. Similarly, for every 
million cells -above 2,000,000 at 
the initial count the 15-day in- 
crease will be reduced by about 
200,000, so that the increase for 
a patient with an initial count 
of 3,000,000 receiving 10 xg. is 
about 920,000. Similarly, for 
every million cells below 
2,000,000 there will be an 
additional increase of about 
200,000, so for a patient with 
an initial count- of 1,000,000 
the increase would be about 
1,320,000 per c:mm. - 

The- expected response 
- found by Della Vida’ and 

Dyke for their “average” 
group was attained in our 
series by doses in the region 

s of 10 ug, and only in this 
limited sense can amounts of 
this order be regarded as the 
“minimal effective dose” 

Noo (Ungley, 1948b). . 

. oR To check the validity of the 
~ . * formula the expected in- 
i creases in 15 days were calcu- 
lated for all 63 patients and 
-compared with the actual 
increases obtained. The 

° differences between these 
figures are given in Table IL, 

where it will be noted that in 

over three-quarters of all the 

cases the error was less than 

` _ 400,000. (The standard 
deviation of -this table is 
+ 320,000, which corresponds” 

_ With that quoted in Table IT.) 


¢ 


Dosage Response Curve Based 
“ on Increase of Red Blood Cells. 
- in 15 Days 
z _ . The basic assumption madè 
The lines in calculating the formula was 
The that the mean response to 4 
given dose was proportional 


3O 


TABLE III —Differerices Between Estimated and Observed Increase - 
of Red Blood Cells in 15 Days 


Difference in $ 








™ r 
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" (spaced logarithmically). 


-` of ‘the amount used. 
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' to die iogarithn: of the dose. While this is a justifiable 
assumption over a given range, it is unlikely to be true over 
the total range of possible doses. 


It was therefore necessary to examine the- ‘assumption 
more closely to see if it was justifiable and at. what stage 
it broke down. ’ Accordingly, the difference between actual 
and expected increases was calculated. for each case ; for 
doses outside the range of Table II the formula was extra- 


polated. The mean Guer enee for each dose group is given 


in Table IV- and Fig. 5.. E , 


TABER IV.—The Mean Difference Birween Obser ved and Expected 
Increase in 15 Days 


” 


Mean Initial R.B.C. | Mean Difference 


No. of 
e (Millions per c.mm.) | (Millions per c.mm.)} 


Dose in pg.‘ Cases 


CSodSsoup 
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Fic. 5 —Dose response curve’ to graded- doses of‘ vitamin B,, 
Continuous lines = expected response 
according to formula in, text.. Difference, between obsefved means 
and expected increase is shown by vertical lines.: Dot = 
initial count; 
arrow shows whe:her deviation was above or: below expectation. The 
erp a da between response and log. dose did not hold: for doses 
below 5 ug. 


"25 - 25 = 80 


t 


From Table IV it is apparent that doses below 5 ug. 
failed to produce a response proportional to the logarithm 
But for doses from 5 yg. to 
160 ug. there.is no significant departure from the log- 
arithmic curve. Consequently, with the data available it 


may be. concluded that between the stated: limits the ` 


- logarithmic is the most satisfactory- approximation to the 


true dose. response curve. 
Below the stated. limits a dose of 2.5 ug. produced fair 


. reticulocytosis but a slow increase of red blood cells which 


was poorly sustained.’ The smallest amount given so far 


_ k 


= “ls 





. 160 


length ,of line = deviation from expected response ;- 


has been 1.25 ug., which produced slight reticulocytosis in 
one out of three cases with little or no increase in red 
blood cells in.15 days. Further tests are necessary to 


“complete the curve and examine its behaviour for dosage i 


levels at and above 160 pg. 

An incidental finding is the considerable variation of the 
responsé, which is greater with small than with large doses 
(see Table VID. Variation in response might.be due to 
a number of causes. Errors due to deterioration of. 


- vitamin B,, in solution and inaccuracy in measurement 
_ ‘of dosage are believed to be small. Variation in the rate 


of absorption from the site of injection is probably signifi- 


_cant only in so far as it affects the rate of excretion of 


‘vitamin “B,, in- the urine, itself probably an important. 
factor. ` Jndividual requirements probably vary with such 
factors ás age, sex, body weight, pyrexia, and metabolic 
rate. Another possible source of error is variable ingestion, 
‘utilization; and reserves of accessory haematopoietic 
factors, such as. folic acid, which are present even in the 
restricted diet. The smaller variation’ in-response after 
large doses suggests that they neutralize some. of the 
sources of variability. - , ‘ Li ele 
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increas at 5, 10, and 20 Days 
- Although’ the increase in 15 days was the most A 


. criterion for judging the potency of vitamin B},, counts 


were also available for the 5th, 10th, and 20th days. -. 5 


The increase in 5 days was slight—usually about 15%; 
of the i increase at p days L ables V-and VI). But precisely 


TABLE V—Meàn Red Blood Cell Counts S During First’ bo Dii of 
` Treatment `, l 


1 


` RBC. 
“0 Day |20 Days: 










205 | 212 |, 2-02 2:58 
1:78 | 211 | ‘2-04 2-20 
1:87 | 2-66 | 2:88 3-02 
"213 | 285 | 3:03 3-02 
2-39 | 3-21 | -3-33 3-52 
2:05 | 2:85 | 3-14 3-28 
2:22 | 3-21 | 3-51 3-44, 
2:29 | 3:14 | 366 3-78 
1:76 | 2-75 | °3:57 3-62 


15 Days | 20 Days 


the same characteristic variations were discernible, 
increase varying with the «logarithm of the dose’ and 
inversely with the initial count. The greatest rise, was 
between the 5th.and 10th days, by which time about 80% 
of the increase obtained in 15 days: ‘had occurred. Again, 
the same variables operated and had to be sorted out by a 
formula similar. to : that given above for the -15th-day 
counts. As a measure of response the 10th-day counts would 
have been nearly as useful as the 15th-day counts, but 
the chance of error was less with the greater increase in 
‘15 days. i ~ i 


The 20th-day counts E E were not senile: in 


all cases, as some 21 patients. who had- not. responded 
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well to treatment needed further injection befóre E 


. the 20th day and had to be withdrawn from the trial. The 
remainder are therefore not a representative group, but 
are biased by the survival of the fittest.. 


the average increase by-the 20th day was. about 110% of 


the i increase in 15 days. 
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Fic. 6—Mean red blood cell counts at fixed times after graded 
doses of vitamin B.: (spaced logarithmically). 
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In this. group’ 


_ in 5, 10, 15, and 20 days after a single dose of vitamin B,, 


` Maprcat JOURNAL 1375 
Fig. “6 shows the relationship between ‘ erythrocyte 
increase and dosage at various fixed intervals of time. In 
Fig. 7 the same data are arranged to show the behaviour 
of. the- erythrocyte counts over a period of 15 days for 
various fixed levels of dose.’ These figures show fairly 


clearly the relationship between time and dose and empha- 


size that higher doses produce responses which are not 
only greater but last -longer. Fig. 8 shows the usual form 
of clirve of increase of erythrocytes in the first three weeks 
after doses of 5-160 pg. (see Table VJ). 


INCREASE OF R&C AS PERCENTAGE OF 15 DAY' INCREASE 





20 


DAYS AFTER INJECTION 


\FiG. 8 —Proportion ‘of increase of red blood cells which aig 

is 
form of curve holds true for most cases receiving doses of 5 to 
-160 yg. (see Table VD. 


iv 


. Total Dosage to Complete Remission 
The amount of vitamin B,, required to raise the red 


. blood cell count above 4,500,000 in.32 ‘cases varied from 


/ 


15 to 140 yg. and the time from 15 to 118 days. Individual 
findings are not recorded, since variations depended partly-. 
on the size and spacing of.the doses. If red blood cell. 


, counts were allowed to fall before subsequent doses were 


given, then more time and material were required for com- 
plete remission. Moreover, remission was attained less 
economically with a single large dose than with the same 


amount of material given in divided doses at fortnightly 


intervals. Daily requirements for vitamin B,. could not 


be determined accurately from such data. 


Other Findings 


Changes in the bone-marrow from megaloblastic to’ 
normoblastic erythropoiesis after liver extract are described 
by . Davidson, Davis, and Innes (1942) and after Lester 
Smith’s non-crystalline red-pigmented material by Lorri- 
man ‘(1948). Similar changes following crystalline 
vitamin B,, were observed ‘in the present series by 
Drs. G. Lorriman and R. B. Thompson (personal 
communication). 


. Initial white blood cell counts before treatment in 32 


_ 


. patients ranged from 1,500 to 8,300 (mean 4,300 + S.E.260 


per c.mm.). < When remission was attained (red blood cells ’ 
4,500,000 per c.mm. or over) white blood’ cell counts in 
these patients ranged from 4, gon: to 8,800 (mean 6,200 + 
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170 per cmm.). Platelet counts, too, usually rosé to 
normal levels ; Fig. 1 shows a typical response. Counts 
before treatment in 42 Rea ranged from, 20,000 to 
283,000 (mean 105,500 + 7,000). Counts 1 to 12 weeks 
_ later (mean 3.5 weeks) ranged from 120,000 to 560,000 

“(mean 305,500 + 16,000). The difference between means 
both for. white blood cells and for platelets is ney 
significant. 

Within the first few days there was a dramatic increase 
in appetite and well-being, followed later by a gain in 
weight. 
diarrhoea were relieved. 

_ Soreness of the tongue usually disappeared within a few 
days, recurring only if the effects of an injection were 
allowed to wear off. Three exceptions are, mentioned 
under “ Maintenance.’ Clean smooth tongues became 
partially or completely repapillated and sometimes furred. 

Neurological and certain other findings are discussed 

below. 


i Maintenance 


Excluding cases with subacute combined degeneration, 
21 patients were treatéd long enough (6 to 15 months) to 
give some indication of requirements for maintenance. The 
standard dose was 10 pg. every two weeks, although in 
two instances the interval was lengthened to three and four 
weeks, and in one the dose was increased because of sore 
tongue. ` To simplify further discussion the exceptions will 
be considered first: 

Six women showed adine of iron deficiency after 
8 to 15 weeks, with low mean corpuscular haemoglobin 
concentration (M.C.H.C.); normality was restored by a 
course of ferrous sulphate. 

Three of these women and one man mentioned below 
had isolated red blood cell counts of just below 4,000,000 


per c.mm. in the maintenance period. In one of the women - 


the low count followed an attack of influenza; the man 
had intermittently a sore tongue and some macrocytosis 
(mean M.C.V. 96.5 c.u ; range 90.4 to 101.6 c.u), indicating 
that his requirements were not completely met by 10 yg. 
a fortnight. 

Another patient complained of very slight soreness of 
the tongue at each attendance. A third had intermittently - 
‘ a red sore tongue, which was not relieved even when doses 
were stepped-up to 80 ug. Neither of these two patients 
had abnormal blood findings during the Ay a i 
-period. 


The mean values mentioned below were derived font the 
“sum of all findings for each patient (including the excep- 
tional cases) after red blood cells first reached 4,500,000 
‘per c.mm. 

Mean fed blood cell counts sad from 4,480,000 to 
,5,120,000 (mean 4,950,000). 
ranged from 11.1 to-14.7 g. (mean 13.8 g.) per 100 ml. 

Except in the six women who developed iron deficiency, _ 
haemoglobin increased at a rate adequate to maintain a 
normal M.C.H.C. Mean values for M.C.H.C. for all cases 
ranged from 28.1 to 34.8% (mean 30.9%). 


. By the time the red blood cell counts had reached 
4,500; 000 the M.C.V. had usually. fallen to normal-.(76 to 
94 c.a). . Mean values during maintenance ranged from 
81.1 to 96.5 c.u (mean 89.6 c.u). A few-patients had isolated * 
values of 96 to 99 c.m, but only the one man already 
‘mentioned had any suggestion of persistent macrocytosis. 

Findings in eight, patients with subacute : combined 
degeneration who received much larger doses of vitamin 
Bis eee eee are of interest. Mean red blood cell counts 
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Disturbances such as nausea, vomiting, and 


Mean haemoglobin values 
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ranged from 4,850,000 to 5,550,000 per c.mm.; mean haemo- 
globin. levels ranged from 13.8 to 15.4 g. per 100 ml. 
M.C.H.C. was always within the normal limits ; so was 
M.C.V., apart from one isolated reading. of 96.7 C.p. 
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_ Neurological Manifestations 
- Twenty-one patients in this series have been followed 


for six to 15 months-and others for shorter periods ; neuro- | 


logical manifestations improved or remained unchanged 
and fresh symptoms have not developed. 

More direct evidence of the efficacy of vitamin B,, against 
the neurological manifestations of pernicious anaemia was 
obtained by treating established cases of subacute com- 


bined degeneration (Ungley, 1948a, 1949). The first patient ° 


began treatment with Lester Smith’s red but not ‘yet 
crystalline material in December, 1947,-changing to ¢crystal- 
line vitamin B,, six months later. Now eight patients have 
received pure vitamin B,,—usually 40 ug. a week—for a. 
minimum of 10 months. Using a quantitative method of 
assessing neurological status, significant improvement was 
demonstrated in each case. Comparison with 44 patients 
treated’ before the war showed that vitamin B,, was as 


‘effective as liver extract—crude or refined—in the treatment 


of subacute combined degeneration (Ungley, 1949). 


Routine dosage of vitamin B,, must cover wide indivi- 
dual variations in requirement and maintain reserves. Un- 


complicated cases without neurological involvement may 


be given 40 to 80 zg. initially, followed by 20 pg. weekly 
for three months and 30 pg. every three weeks thereafter. 
Patients with subacute combined degeneration should 
receive weekly at least 40 ug. for six’ months and ‘20 pg. 
thereafter. ‘Some will need more: at the least sign of 
relapse—lingual, haematological, or neurological—or if 
infection develops, dosage should be temporarily doubled 
or trebled. 


Our findings amplify earlier reports on the effect of 
vitamin B,, given parenterally in pernicious anaemia (West, 
1948; Ungley, 1948a, 1948b, 1949; Hall and Campbell, 
1948 ; Spies, Stone, Kartus, and Aramburu, 1948 ; Berk, 
Denny-Brown, Finland, and Castle, 1948 ; Bethell, Meyers, 
and Neligh, 1948; Spies, Suarez, Garcia Lopez, Milanes, 
Stone, Lopez Toca, Aramburu, and Kartus, 1949 ; S Sa 
and Reisner, 1949). 

Subsequent papers will describe the effects of vitamin 
B., administered via the alimentary tract; its effect in 
non-Addisonian megaloblastic anaemias ; 
certain cases of megaloblastic anaemia showing ‘rapid elimi- 
nation of transfused red blood cells; and the effect in 
pernicious anaemia of factors related to vitamin B,., 
including thymidine and Lester Smith’s slow-moving red 
component. 


a 


Summary 


Siny: -three responses to single doses of vitamin B,, injected 
intramuscularly- were observed in 53 pauco with pernicious 
anaemia in relapse. 

Doses were graded logarithmically kom 1.25 to 160 pg. 
Conclusions are based on the means of a number of responses 
at each dose level. Reticulocyte responses were compared with 


the “ expected ” -response to liver extract according to Isaacs- 


and Friedman (1938), but a better yardstick was the increase 
of red blood cells in 15 days. : i 

While doses of 1.25 „g. had little or no effect, 2.5 „g. pro- 
‘duced a definite but small response. Responses to 5 and 7 pg. 
were on average somewhat below, and to 10 zg. just up to 
expectation, both in respect to reticulocytes (Isaacs and Fried- 


man, 1938) and to increase of red blood cells in+15 days Bene a 


Vida and Dyke, 1942, formula tor i S averape m Sou), Sae 7 


its effect in 


a 
= `- 
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. Only in this limited sense can 10 pg. be regarded as a minimal 
effective dose. Larger doses produced still greater increase’ of 
red blood cells in 15 days, the mean response being roughly 


- proportional to the: logarithm of the dose, at least in the range- 


- within the range. was 


A 


5 to 80,. or- possibly even 160 ag. From a formula devised to- 
express this relationship the expected response to any dose 
calculated. Most of the responses actually 
obtained ‘did not differ from the expected response by. more 
than 330,000 per c.mm. 


Further tests at high and low levels of dosage are needed 
to complete the dose response curve, which will probably be 
sigmoid -in form,- rising gradually, then. steeply, from the 
threshold dose, and flattening out to a horizontal level when 
supramaximal doses are reached.’ 


Maintenance doses of 10 ug. of vitamin B,,.every two weeks 
were satisfactory in 18 out of 21 patients followed for six to 
15 months. The exceptions were three ‘patients whose sore 
tongue was not completely relieved, one having macrocytosis 
in addition. Six women developed iron deficiency at eight to 
15 weeks, relieved by ferrous sulphate. 


Fresh neurological symptoms did not: develop. Direct evi- 
dente of an effect in subacute combined degeneration is 
published elsewhere (Ungley, 1949). . 3 


I am indebted to medical, nursing, technical, and clerical members 
of the staff. for their. co-operation, and to general practitioners who 
referred untreated cases of megaloblastic anaemia : further progress 
in this field depends on their continued help. I am also indebted to 
Dr. E. Lester Smith and his colleagues in the Research Division of 
Glaxo Laboratories Ltd., Greenford, who prepared and supplied all 
the crystalline vitamin B,, used in these investigations. 


` 
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APPENDIX 


It was necessary to calculate from the data in Table 1 


formulae which would give the number of red: blood cells ` 


to be expected in a given patient after a giyen dose. 
Regression lines were calculated between Increase in red 


blood cells at 15 days (1,,) and the ‘initial count (E) for each 
dose. These were as follows (Table VID): l 


ee q = . 


a 


f R Lin Sid oe 
Dose _ No. o -~ Regression Line : o 
(ug) Cases Is in millions / j Correlation | in milions 
2-5 6 Ls = 0-162 + O-I01E ` +0-23 0.45 
5-0 5 ~ -Is = 1-039 — 0-091 E —018 - 0.50 
72 14 lii = 1-487 — 0-226 E —0-25 ` 0.45 
10-0 14 Is = 1-432 —0-130E —0:26 -|- 0.34 
20-0 8 Is = 1-935 — 0-339 E —0:57 0.35 
40-0 10 Ls = 1:824 — 0-149 E —0-55 0.14 
80-0 10 Iis = 2-362 — 0-285 E —0-47 0.27 





These lines indicate a consistent relationship between low 
initial red blood cells and high response at 15 days for all 


doses between 5 and 80 wg. There is, Moreover, a suggestion 
that the dosage effect is on a logarithmic scale. 


A fresh regression line was calculated for doses between 5 
and 80 yg. for three variables I,,, E, and D, where D was 
the dose on a logarithmic scale—ie., 5 pg.=13 10 pe.=2: 
20 weg.=3; 40 pg.=4; 80 pg.=5. (On this scale the inter- 
mediate dosage of 7.2 ug. corresponded to 1.5) This gave 
formula 2: 


Is = 1.168 — 0.199 E + 0.193 D 

Number of cases = 61 
Corrected correlation between I,, and D +0.60 — 
i 3 ji » ls and E. —0.31 _ 
Standard deviation of I,, = 0.33 millions 


This formula, used for preparatory work on dosage response, 
compels the dosage lines to run parallel, whereas perhaps they 
should converge. To test this hypothesis another formula was 
calculated iri which a fourth factor was introduced, C=DxE. 
If there was a tendency for the lines to converge this wouid be 
apparent in the.value of C. At this stage further data were 
available for two cases receiving 160 xg., and as these appeared 
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. to fall accurately on the extrapolation of formula 2 they, were 


included in the calculation of formula 3, which was as follows: 


Is = 1.008 — 0.153 E + 0.245 D > 0017D x E 
Number of cases = 63 f 
Standard deviation-of I,, = 0.33 millions. 


This is the formula used in the text. 
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- The drawing up of a series of measures designed to strengthen 
health administrations in underdeveloped countries in the fight 
is one of the main results achieved by the 
Expert Committee on Tuberculosis of the World Health 
Organization, which recently concluded a five-day session in 
Copenhagen. The importance of training health personnel in 
underdeveloped. areas was stressed repeatedly by the experts. 
They pointed out that the World Health Organization could be 
of great assistance in setting up centres to train local personnel 
in all phases of ‘tuberculosis control work and to serve as 
demonstration centres for medical and auxiliary personnel of 
the area. The committee further Suggested that WHO might 
give useful information on certain types of hospitals which 
could be set up in a relatively rapid and economical way. 
Health education was recognized by the committee as an 
essential too] in tuberculosis control. It was urged that WHO 
Should encourage national and international voluntary organiza- 
all aspects of the tuberculosis 
programme carried out in a particular country with the purpose 
of securing active support for it. The value of tuberculin- 
testing and of B.C.G. vaccination as the only practical way 
known so far of producing specific resistance against tubercu- 
losis was reaffirmed by the committee. . Further, it was empha- 
sized that B.C.G. immunization could be fully effective only 
if used as a part of a general programme in addition to the 
application of other available preventive measures. Mass 
vaccination with B.C.G. was specially recommended for 
countries with high tuberculosis infection and mortality rates. 
In connexion with the B.C.G. programme the committee heard 
a report on the work and plans of the research office which has 
been set up by WHO in Copenhagen to evaluate the results of 
tuberculin-testing and B.C.G. vaccination. The results to be 
expected from this WHO research group will be of great value 
to future planning of anti-tuberculosis campaigns on_a world- 
wide basis. me 
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7 VITAMIN E IN THE MENOPAUSE’. 
BY Š 


HUGH C. McEAREN, M.D., F.R.F.P.S., F.R.C.S.Ed. 
M.R.C.O.G, É 
First Assistant, Chair of Obstetrics and Gynaecology, 
University of Birmingham : 


Menopausal flushing and sweating can usually be 
controlled by oestrogens, but the stimulating effect of these 
hormones on the genital tract and breasts) sometimes 
contraindicates their use—for instance, after radium treat- 


ment of cancer or before cessation of menstruation. - 


Although oestrogens promote cancer development in 
animals there is so'far no proof that they do so in man 
(Gemmell and Jeffcoate, 1939 ; Gardner, 1947). Neverthe- 
less, “ cancer-like” areas are quite often a troublesome 
finding in curettings from patients whose oestrogen- 
withdrawal bleeding has necessitated curettage (Gusberg, 


1947). 
Vitamin E was first used by Evan Shute (1937) to conte! 


` flushings, and several confirmatory reports have followed 


TABLE 1.—Effect of Vitamin E on Flushing 


- n - 


+ 


The Investigation - 


Clinical Material—In view of the cost (£7 per case), 
treatment was given only to patients seriously disabled by 
drenching sweats, flushings, loss of sleep, and so on. The 


incidence of severe flushing after cessation of menstruation 


is about 17%, while after radium or surgical castration the 
figure is 50% (McLaren, 1941). Vitamin E in the form 
of alpha-tocopherol (“ ephynal ”) was given to 47. patients 
with severe- flushings ; these included four regarded as new 
cases, although in fact they had relapsed after successful 


treatmént with vitamin E. Forty cases had not been pre-_ 


viously ‘treated, while three had resisted stilboestrol. The 
47 cases fall into the following categories : 
Cases 
Radium menopause (two years approximately) r 25 
Deep x-ray (one year approximately) Ms za ed 9 
Hysterectomy and double oophorectomy ss eu ata ia 10 
Hysterectomy and one ovary ace Se is sy 2 
Spontaneous menopause Sie? baw “hee a a s za 1 


As a control before vitamin E, 18 cases were treated as 
follows. After completion of her case history and pelvic 
examination the patient was given blank tablets and a card 
to record the number of flushes at each period of the day. 


\ 








i Blanks before Treatment | Blanks after Treatment 


No. and Class Vitamin E Days Result 
` \ Days 
E A EE le eer T, 
‘7178 Spont. M. 35 Fail 
732 X-ray 35 Part cure 12 
TO o ia 35 Fail 14 
701 Castrate.. 35 5 14 
722 X-ray 28 j 12 
725 s 21 Cure 10 
736 R 14 Me “14 
743 ae 35 Fail 12 
730 j 35 Cure 14 
745 - Se 21 bs -19 
734 Castrate.. 35 3 14 
739 X-ray .. 28 Part cure 24 
754 Castrate.. 21 ea GY 19 
578 RRES 14 Cure 21 
466 Rad. M. 49 si 
573 1 ovary 65 s 
562 Rad. M. - 26 Fail 
464 fee eee - 35 Cure 
450 39 ” 56 os 
585 bats gare 14 Fail 4s 
452 4 43 n 
615 Castrate.. 42 e 
668 Rad. M. 14 Cure 14 
561 aS ee 42 Part cure i 
561B R 14 ail 
293 Castrate = 98 Cure 
46 Rad. M. 42 s 
112 9n y 28 » 
355 Castrate.. 14 . s 
355B a 21 i 42 
263 Rad. M. 14 “a 
307 Castrate.. 56 Fail 
269 I ovary .'. 49 Part cure 
106 -Rad. M. 28 Fail 
108 ET 83 Cure 40 
176 ee oe 14 1 $ 
324 de nit » 42 Fail 
451 TEET) 56 Part cure 
45 LEJ a? 63 ail 
583 9” 21 Cure 21 
172 99 oS 63 53 
227 sao By 14. Part cure 
514 ae 41 ail 
47 1 ” 38 E) 
149 a, 56 =y 
225 47 Cure 
80 S 


157A ee 
647 ar 


+ 





"32 


Spontaneous Relapse 
Unknown a 


Unknown (Case 3) 
Cure (Case 4) 
Relapse 4/52 
Relapse 3/52 
Relapse 4/52 
After oophorectomy relapse 
Relapse 3/52 


Unknown 





28 Relapse 


j 28 Cure Cure 14/52 
Relapse 4/52 
- 21 Relapse 
63 Cure Cure 10/12 
a Unknown 
21 s; Relapse 3/52 = 
PE) Part relapse 4/52 7 
14 5 Relapse ?4/52 i 
21 Relapse : 
si 21 Cure Relapse at once 
Unknown + à 
14 ` a | Unknown 
Cure (40%) 28 Relapse 
21 Cure ‘Cure 12/12 
Relapse at once 
: t 
Relapse at once 
84 3 Cure 5/12 


Cure om = ca 





Spont. M. = Spontaneous menopause. X-ray = X-ray menopause. 


tomy and unilateral salpingo-oophorectomy. 


Castrate = Hysterectomy and bilateral salpingo-oophorectomy. 
Rad. M. = Radium menopause. 


1 ovary = Hysterec- 
Part cure = Patient not completely relieved. Bracketed cases = Relapsed 


and retreated cases. 


(Shute et al., 1938 ; Hain and Sym, 1943 ; Christy, 1945 ; 
Ferguson, 1948; Finkler, 1949). In this study special 
attention has been paid to the genital tract to ascertain 
if vitamin E is inert and therefore a substitute for 
oestrogens or stilboestrol in cases in which stimulation of 
the genital tract is undesirable. 





*Read before the’ Birmingham and Midland Obstetrical and 
Gynaecological Society on March 31. 


After intervals up to 42 days (average 19 days) only ‘one 
case was cured (No. 647), while another was somewhat 
improved but was still in need of treatment. 

The results of treatment of flushing by vitamin E are 
shown in Table I: 23 were completely cured, 7 were 
markedly improved, and 17 were failures. ` The dosage 
given was as follows: lowest, 1,400 mg. ; : 


- 60,000 mg. ; average 18,500 mg. 


a 


highest, | 
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‘Effect òf Placebos. —Of 23 cured or improved cases, 22 
ere given placebos for periods. vey from 14 to 106 days 
a 35 days). Fifteen cases (68%) maintained their 
ement, while seven relapsed. Flushing reappeared in 
artially reappeared in two cases, while 16 (73%) 
ained the cure. Of 17 cases questioned up to a year 
ter ç ompletion of treatment 12 had relapsed partially 
r _ completely, but five were completely free from 
< symptoms. No information was available from the 
i remaining six cases. 

: _ Analysis of Failures--There was apparently no special 
: “ type ” of menopause resistant to treatment—viz., radium 
: ‘menopause, 10 cases ; hysterectomy and double oophorec- 
tomy, three cases ; deep x-ray, three cases ; spontaneous 
< Menopause, | case. In an attempt to overcome the resist- 
-ance to treatment doses up to 60 g. (average 20.745 g.) were 
< given over an average period of 36 days, but without 
< success. The 17 “failures,” however, were quickly cured 
. of their flushings by small doses of stilboestrol. 






Vitamin E and Sex Function 


A recent survey of the effect of the radium menopause 
on sex function led to the belief that it speedily causes 
. Many patients to lose their normal libido and the ability 
to achieve the orgasm. Ten out of 100 cases, moreover, 
suffered from dyspareunia after radium (McLaren, 
1949). 

It was impossible to interview every patient, and often 
the information was quite obviously inaccurate—e.g., when 
the patient alleged satisfactory coitus yet on examination 
proved to have a painful lesion of the vulva or vagina. 
Accordingly. only 22 out of 43 patients were considered 
-to be giving reliable evidence, but from this number we 
‘concluded that vitamin E had little effect in restoring libido 
or on the achievement of orgasm. As will be described 
later, vitamin E has a slow effect in curing painful senile 
“lesions in the genital tract, and to this extent it must 


_ contribute to improved sexual relations, although in this * 


>it does not compare with stilboestrol. 
ae 


Effect of Vitamin E on the Genital Tract 


- The clinical material was drawn from patients who some 


two years previously had had the menopause induced by 
radium. Senile lesions in the genital tract are then quite 
. common—e.g., bleeding spots were observed in the vagina 
on speculum examination in 11 out of 68 patients whose 
ages averaged 45, an incidence which would not be unusual 
in normal women 15 or 20 years later (McLaren, 1941, 
1949). We therefore had the opportunity of testing the 
rative effect of massive doses of alpha-tocopherol on 
hese and other senile genital lesions. Cell-smears were 
also studied to ascertain if the drug was in fact inert or 
“caused any cell division or differentiation. 


Shute et al. (1938) and Shute (1942) have reported healing © 


“in a proportion of cases of senile vulvo-vaginitis after 
-vitamin E, while Rubenstein (1948) and Finkler (1949) both 
- comment on the inert or poorly developed type of vaginal 


¿smear which follows vitamin E as compared with the high 


«degree of maturation of cells which follows stilboestrol. 

->In 28 to 112 days slow but definite healing was observed 
n four senile vulvar lesions, while two cases. were 
Daaud (T: able RA 












simple hygienic measures with sexual abstinence 
have affected a cure. ; 


ca slow healing effect, but in no wa : 
stilboestrol as a healing agent in senile vagi 


“epithelial maiat or a ae 
- numerous. smears: with large sc 
Case 134 will be T pores under -sm 


Aree crereeyer a miare ren nmmnmann 











san waa ae 
134 Carcinoma of body | Vulvitis, pruritus, | l 
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269 Hysterectomy and I 


Red tender: in | ae 
ovary removed E 







-troitas 
20% Hysterectomy and atches. 
bilatefal salpingo- 


















3 
i 
io 
oophorectomy | o vagina 
s i junction — Cee 
355 Radium menopause Redi introitus, . te 
ie | der careme o a 
i: N ie | introitusr ie 3&0: 
bie! Periurethral | Ei 


Aahhh maun ayam ae a A AA Pa Ann niaaa 
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Effect of- Vitamiit E, on es 


In all, 30 cases were examined by a . 
pee and after treatment. ae o 



































ing Ae cases (Table TI) had senile e 


Taste Ul-—Effect of Vitamin Eon Senile Vasints 
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Result 








í i 
No. and Class Disease | Days | 
269 Hysterectomy and | Senile vaginitis (6861 49 | No eler: bleed- bleed. 
l ovary removed | i | | Ing spots per 
i BE o > 
#45 Radium E Senile vaginitis -8,400 | #2) Healed: ‘no red or 
| (acutely) inflamed. | | Bleeding spots 
515 Subtotal hysterec- | Senile vaginitis 42,000 | 42. | Cer vix healed, 
tomy and two | | Hite effect in 
ovaries removed | i a o 
*46 Radium menopause) Mild vaginitis | 35,110 102 [ Improved, but soio 
| | Doo several bleeding 
i ; i Spee. ae 
"106, i l s 3 | 4,200 56. | No effect 
+q 12 os x | +» s3 | 3,360: | 28 | Healed. 
263 $; 3360 en ae Oe ae 
293 Hysterectomy and | Red vagina: (split 728,750) HR ay 
two ovaries re- | and dled with | Oe erie 
moved | small specan) i | na 


NOPE innara iey ee re LN WA Ahh Oe 





cement oe tA OCR Soe ee tha 


** Spots" also present on the portio cervicis. u 





two were apparently the- result of a. imie ‘speculum 
examination using 30% “ dettol” cream. After prolonged ; 
treatment with alpha-tocopherol four were cure oe a 
were only slightly affected. It is possible, ho 


As in the case of the vulva, therefore. 
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Total number of vaginal smears .. i i i 36 
Grade LUI, mainly squamae “3 i y | 
Grade IIM, menopausal clumpin i? 12 pAdult 
»  .» mixed, spinosum, squamae, and deep cells 7 | 
+ Ul (spinosum cells) (40 » diam.) .. x} 
» (small basal cells) 


Increasing 
senility 


Taste I1V.—Changes in Vaginal Smears after Vitamin E 


_ s a — 











No. ° as Dose _— 
o. and Class Grade (mg.) Effect 
47 Radium menopause HIM (adult) 4,116 l—ie., depressed 
176 - Hi (full adult) 1,400 IID?l—ie., depfessed 
466 si Sè Mixed 17,500 UIM, “luteal clumps "'— 
(Figs. 1, 2, 3) ic., higher differentiation 
736 X-ray menopause il 14.000 IIIM—i.e., a higher diferen- 
tiation 
743° v Mixed 25,200 IWIM—i.e. (very full); almost 


stilboestrol effect; dif- 
ferentiated 

1tiM—i.c., a higher differen- 
tiation 


615 Hysterectomy and 
both ovaries re- 
moved 


Il (vaginitis) 42,000 


Only six out of 36 smears therefore showed definite 
alteration in maturity, and this parallels the lack of clinical 
change after alpha-tocopherol. Case 47 (Table IV) had 
had dienoestrol up to the beginning of treatment with 
alpha-tocopherol, and the smears simply depict a sudden 
loss of ovarian hormone or its equivalent, dienoestrol. 
Case 466 is mentioned later, since here the development 
of an intensely clumped smear not only resembled a 
pregnancy smear but on laparotomy a luteal cyst was dis- 
covered (Fig. 4). The changes in Case 736 were quite 
sharp, so that a guess was hazarded that this patient might 
menstruate, and. as described below, this actually happened. 


Effect of Vitamin E on the Cervix 


Thirty-four speculum (Cusco) examinations following 
doses up to 60 g. of alpha-tocophero! failed to show any 
increase in bulk, softening of the portio, or increased mucus 
secretion. Four out 
of five cases with 
bleeding punctate 
spots on the portio, 
however, were 
cured by vitamin 
E; in three this 
was part of the 
general healing of 
the vaginal mucosa. 

Twenty-six cell- 
smears were taken 
before and after 
treatment, but there 
was no sharp 
alteration with use 
of vitamin E. The 
motley collection 
of cells typical of 
a menopausal cer- 
vix persisted— 
namely, leucocytes, 
endocervical cells, 
long (120 p) fibre 
cells, and so on. 
There was no sud- 
den diminution in 
the number of cells 
and their replace- 


Fic. |.—Case 466. Radium menopause 
one year. Small “castration” cells 
mixed with more mature squamae. 
Stain: Papanicolaou and Traut. 


Fic. 2.—Case 466. After 4.5 g. ment by clear 
vitamin E. Heaped up smaller cells with mucus such as fol- 
larger squamae emerging from deeper lows stilboestrol 
layers. This smear resembles mid- h ; 
pregnancy or the * luteal ™ phase. therapy. 
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Fic. 3.—Case 466. After 17.5 g. vitamin E. Haemor- 
rhagic luteal cyst coexisted. Intermediate cells apparently 
being desquamated in sheets. 





Fic. 4.—Case 466. After 17.5 g. vitamin E. 
distended with blood. 


Corpus luteum 


it is clear, therefore, that neither the cervix Tor its 
secretion or cytology is altered by massive doses of 
vitamin E. It may be, however, that just because it does 
not stimulate cell division and mucus secretion vitamin E 
may prove to be safer than stilboestrol in the control of 
flushings which follow irradiation of the pelvis. 


Urethral Smears after Vitamin E 


Although no patient had urinary symptoms, Hanley’s 
(1944-5) work in menopausal urethritis and trigonitis, and 
Zuckerman’s (1940) observations on the male macaque 
urethra, suggested that it might be worth while to observe 
the cytological changes in the urethra. 

A dry swab often fails to pick up urethral cells, and 
only 21 specimens were obtained. A typical well- 
differentiated smear contains ovoid epithelial cells about 
40 » in diameter ; free nuclei, leucocytes, and small clumps 
of flattened squamae complete the picture. Fourteen 
typical (differentiated) smears were not altered by vitamin E 
—j.e.. there was no further building up or desquamation 
of the epithelium. The changes observed in seven smears 
are shown in Table V. 

As in the vagina, therefore, there is no sharp reaction 
in all urethral smears, and it is possible that the changes 
observed were the result of faulty technique—e.g., in failing 
to pick up cells. Only in Cases 736 and 47 was a 
corresponding change observed in the vagina—namely, 










Tate Y Changes i in Urethral Smears 
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Urethral Smear. 





ES) 
| | (mg) - Before 


: ‘menopause | 3 360 | | Small undifferen- i Larger, differentiated 
p 4 tiated cells i 









st 3,400 Degenerate epithe- Loss of leucocytes 

; lial cells (? poor © {inflamed introitus 

( fixation) | also healed at this 

j i ' Hime) 

ag = | 4,116 | Normal smear | Degenerate epithelial 
R IR A H + { H 


| of dienoestrol?) 

' Abundant large dif- 
| ferentiated cells 

| Many adult transi- 
| tional cells 

> Well-differentiated 
| ells: free nuclei 
Adult cell smear 


; 14,000 | Scanty cells 
iy » | 28,200 Granular debris 
| ao a 000 | Dii debris 


-O Xray menopause 









‘maturation, Case 736; senility, Case 47. From this small 
number of specimens, therefore, it seems possible that 
vitamin. E may cause development and desquamation of 
the urethral epithelium, although in most cases no cellular 
~ alteration is detectable. | 









Case Reports | 
Dermatitis and Uterine Bleeding After Vitamin E 


te Case I—Mrs, A, aged 66, developed a generalized itching 
dermatitis which spared only her face. In the neck the skin 
became raised in silvery folds, but in the abdomen the rash was 
rather blotchy and red. Twelve years previously the patient had 
panhysterettomy with supporting vaginal radium for carcinoma 
of the corpus, and for a year previously she had suffered from 
intense pruritus. The vulva was excoriated and had many small 
areas of lichen simplex. Under vitamin E the vulvar condi- 
tion ‘almost completely healed. The labia majora and introitus 
became soft and elastic, but after 16 weeks (36,640 mg. alpha- 
tocopherol) the rash. stopped treatment. The generalized skin 


: _ condition took eight weeks to settle, but the vulvar pruritus and. 
- Vulvitis did not relapse, anda year later the patient was practice- 


E, ally symptom-free although on examination four very small 
“areas of vulvar excoriation were present. 


Post-menopausal Luteal Cyst 








reast-tingling and  dysmenorrhoea. Flushings, however, 






days, with control of. her flushings. 
49th ay) she developed sudden right iliac pain, with 















2 ae ee resembled a coarse oe of liver cirrhosis, 





os "a “The ire ovary ( 10 months ae radium) containg 
‘no recent follicles or corpora lutea but numerous corpora 
bians. Mo smears: aa | to 3 show the movement 
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cells. (Effect of loss ` 


‘compares with that of ato! 


action of vitamin E appl 
iSympositim on Vitamin. 


‘stimulation are avoided. 


. Case 2.—A widow aged 42 (No. 466) had radium menopause” 
“40 months ago. Three months ago a 10-weeks course of stilb-. 
oestrol (1 mg. b.d} was completed with temporary control. of. 
tushing ‘and no withdrawal bleeding. After 5.4 g. of alphas 
ocopherol she had 12 days’ uterine bleeding preceded by 


isted almost unabated, and treatment was continued for 
After 17 g. of vitae 


a left luteal. eyst. distended with Bod The uterus on its 



















20 me. of a saree dt sulphate,” šo. that- 
drug (if ary) caused resumption of plees 
curettings showed intense stromal: vascularity 
formation. oe ee oe, 









ite inert, a activity 







This lack echanis 





SAT e 









































alpha-tocopherol has been. on | 
of primary amenorrhoea ( Ma T 
1949; Massenbach, 1949), 
et al., 1948a, 1948b), abortio T ¥ og 

350 on. ee 
© When it is available in a chexpet form 
may Bos natural oestrogens. and. 


of cases respond, the “worry Oe Gestrouel withdraw 
bleeding and - the (theoretical). risk- pr genital cel 


Vitamin E in the form of. alpha-tocopherol iempor ; ri 


` failed in 17. The toes required | is variable, bat av aver zèd 1 


over 37 days (£7 per cure), ‘ ae 
Failures did not respond to prolonged at an he 
were quickly relieved by -stilboestrol.. 


Of 17 cases followed up after. successful trea 
cured, 12 had further flushings. . : 





lerci in time A the healing © of a 
i tract. 


oa Gand to cause real 
vaginal lesions, : aa T 
Vaginal smears Sedu alter, and ne 
cell maturation and the cure á 
The cervix is not stimulate 
Cell changes were observed 


Side-effects were few: o 
cases: menstruated, | one. dev 
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TREATMENT OF DUPUYTREN’S 
CONTRACTURE WITH VITAMIN E 


BY 


G. RUSSELL THOMSON, M.B., F.R.C.S., F.R.F.P.S. 


(From the Royal Infirmary, Greenock) 


Since the preliminary report (Thomson, 1949) on the effect 
of vitamin E in a case of Dupuytren’s contracture further 
cases have come under review and have yielded promising 
results. In fact, the general response has been so good 
that to assert that vitamin E has a specific effect on 
Dupuytren’s contracture does not appear to be unduly 
reckless. The mode of action is unknown, but the work 
of Steinberg (1946) on the action of the tocopherols 
on fibrous tissue renders a relationship a little less 
mystical. 

Reports on the success of this treatment have not been 
unanimous but are inclined to be in its favour. Steinberg 
(1946) produced the first paper on this subject and des- 
cribed the effects of massive doses of vitamin E on seven 
cases of Dupuytren’s contracture. In six of these cases 
the contracture disappeared and the sclerodermatous con- 
dition of the skin changed to a normal state. One case 
failed to respond, and- this was attributed to the fact that 
the patient suffered from early portal cirrhosis. In such 
cases the blood vitamin E level has been shown to be low 
and large doses of vitamin E are not absorbed. All these 
cases were treated with a daily dose of 300 mg. of vitamin 
E orally over a period of 7 to 53 days. Scott and Scardino 
(1948) discussed six cases treated with 300 mg. of mixed 
tocopherols or 200 mg. of “ephynal” daily. One case 
showed marked improvement, three moderate improvement, 
and two no change. Wrigley (personal communication, 
1949) treated three cases with 400 mg. of “ ephynal ” a day ; 
there was a definite response in two cases and none in 
the third. 

On the other hand, Langston and Badre (1948) treated 
five cases with the large doses of vitamin E recommended 
by Steinberg without any demonstrable result. Parsons 
(1948) treated one case with 300 mg. a day for over 100 
days and reported no objective change, although the 
patient thought he could open one of his fingers a little 
more freely. Recently, King (1949) described 13 cases 
treated with 300 mg. of ephynal a day without result. 
Four of the cases developed hitherto unreported toxic 
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manifestations, which made further treatment impossible. 
Four other patients were sure they had gained improve- 
ment, but none was seen. The longest period of treatment 
lasted eight weeks. 


Present Series 


In this series of 13 cases of Dupuytren’s contracture 
involving 22 hands all cases except one were treated with 
ephynal, four 50-mg. tablets being the daily dose. The 
minimum length of time that any case has been under 
treatment is 12 weeks; the majority have been under 
treatment for 20 weeks. It was notable that the excepted 
case above and the one previously reported (Thomson, 
1949) were treated with wheat germ oil in a weekly dose 
of 30 mg. and responded dramatically in two weeks, 
whereas in the cases treated with ephynal a response was 
unusual within six weeks and common at about eight 
weeks. 

The initial response was usually subjective in character 
and the patients variably stated that “the bands feel 
softer,” that “there seems to be a little more movement 
in the fingers,” or that “the pain in the palm has gone.” 
Thereafter improvement clinically started to take place, 
and progress was steady, with end-results as described 
below. 

The hands were divided into three groups, according 
to the type and severity of the contracture. 

Group A: Early Cases.—In these the disease was of 
short duration, the palmar bands and nodules were present 
to a moderate degree, and the fingers were not contracted 
closer than 90 degrees towards the palm. Ten such hands 





Fic. 1—Case 1 (a) before vitamin E: (b) after vitamin E. 





Fic. 2.—Case 3 (a) before vitamin E: (b) after vitamin E 





Fic. 3.—Case 6 (a) before vitamin E; (b) after vitamin E. 
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were involved. Five responded very well, and full exten- 
sion of the fingers was restored after the hypertrophied 
palmar fascia had softened and almost disappeared. Three 
are still under treatment, and there is every indication 
that full extension will eventually be obtained in these 
as well. The remaining two hands had no loss of extension 
when first seen, and the administration of ephynal has 
caused some absorption of the palmar masses. The con- 
tractures in this group of cases have been so alleviated that 
additional or alternative surgery has not been considered. 





Group B : Late or Chronic Cases.—Here the disease was 
of long duration, the thickening of the palmar fascia was 
gross, and the affected fingers were fixed in the palm. 
All eight cases in this group derived benefit from the 
administration of ephynal. The palmar masses softened 
and formed palmar bands running to the appropriate 
fingers. In addition there was increased movement of the 
fingers themselves which permitted closer inspection of 
the palms. The progress was slow, however, and it 
appeared that a considerable time would have elapsed 
before an acceptable result could be obtained by the use 
of ephynal alone. As the palmar bands now invited 
division, this was carried out in four hands with excellent 
results. The first hand was treated by simple division of 
the bands at the bases of the fingers, the medial three 
being involved. The final result (Fig. 4, c) was only fair 
so far as full exten- 
sion was concerned. 
Nevertheless, the 
patient was pleased, 
as he had not used his 
hand for over two 
years and has now 
returned to his former 
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There was no doubt that the four cases in group B 
eventually operated on were of a gross type, and surgery 
alone presented a difficult problem ; indeed, two of them 
had been offered amputation as the only practical method. 
Steinberg (1947) suggested that in the more chronic cases 
surgery might be required, with the oral administration 
of vitamin E in addition. This forecast has been well 
substantiated with these four cases so treated and already 
described. This method of treatment has much to com- 
mend it whem compared with treatment by surgery alone, 
involving prolonged anaesthesia and wide skin under- 
mining in order to remove adherent masses of palmar fascia. 


None of the toxic effects noted by King (1949) were 
in evidence in this series, Most of the cases have had a 
routine daily dose of 200 mg. of ephynal for five months 
or more, and many of these patients have stated in 
opposition to the above that the drug has had a tonic 
effect upon them. 

The relative merits of the natural wheat-germ oil and 
the synthetic ephynal have not been investigated, but the 
lone case treated with the former certainly reacted more 
quickly. 

Although the mode of action of vitamin E in Dupuytren’s 
contracture is not recognized. a specific action is at least 
suggested by two factors. First, in several cases treated 
acute pain was experienced in the palmar fascia, and in 
one case marked 
swelling and tender- 
ness developed before 
the contractùre began 
to respond. Secondly, 
Vogelsang et al. 
(1947), 
the effect of vita- 


occupation of shifting min E in heart dis- 
heavy packing-cases _ WR... Si See, nell ease, came to the 
i-a- store. He has Fic. 4.—Case 7 (a) before vitamin E; (b) after vitamin E; (e) after division of conclusion that, 


been kept on ephynal 

until the time of writing, and the sectioned bands have 
continued to absorb slowly. The other three hands were 
treated by sectioning the bands in two places—in the palm 
and at the base of the finger—with better results. Full 
extension was obtained with all fingers except where joint 
changes precluded this. The skin deficiency in the palm 
was made good by skin-grafting, and that at the base of the 
fingers by Z-plasty or skin-grafting. 

Group C : Old Operated Cases with Recurrence-—Four 
of these cases were treated with the routine dosage of 
ephynal. In all, the process of recurrence was halted: 
in two cases some extension was regained, but in the 
other two degenerative joint changes and scarred skin 
have prevented much improvement. 


Comment 


The results obtained in this series correspond with those 
reported by Steinberg (1946), with the exception that the 
rate of response has not been so rapid. This is some- 
what offset by the lower dosage of ephynal employed. 
It is noteworthy that the observers who obtained negative 
results on the dosage recommended by Steinberg (1946) 
did not get any objective response after two months’ 
treatment in most cases. However, at the time the treat- 
ment was abandoned a number of cases reported symptoms 
of improvement identical with those recorded in this 
present series, and it is a matter for speculation that 
continued treatment might have produced more favourable 
results. 


digital bands. 


among other vascular 
effects. scar tissue was invaded by fresh blood vessels, 
whereby it became softened and relaxed. That a similar 
phenomenon may occur in Dupuytren’s contracture does 
not seem outside the bounds of possibility. 


I wish to thank Dr. Fred Wrigley for his interest and help with 
this investigation, and to Roche Products Ltd. for their kindness 
and generous supply of ephynal. 
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I al 


The National Council of Social Service provides a useful 
guide to the Welfare State in the new edition of its book, 
Public Social Services. Information is summarized on the 
National Health Service; National Insurance employment of 
disabled persons, education, and many other topics. The 
handbook includes an interesting chapter on the administra- 
tion of justice and how free legal aid and advice are obtained. 
Addresses of the Ministries and organizations concerned with 
the various services are given throughout. The book may be 
obtained from the council at 26, Bedford Square, London, 
W.C.1, for 5s. (paper covers) or 7s. 6d. (cloth). 
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F. GRAHAM MARSON, : é 

Senior Medical Registrar, General Hospital, Birmingham of leucoer ythroblastosis, bo i 
aes a 7 polycythaemia. The two. patie 

AND writing. a 



































ink al grar General Hospital, ea 


‘ew cases of leucoerythroblastic anaemia following on 
olycythaemia have been described in this country (Stone | 
d Woodman, 1938; Vaughan and Harrison, 1939). The illness was - migraine a 10 years. 
m “Te ucoerythroblastic anaemia,” or, better, leuco- to be of slim build, cyanosed, with. ihe. 2 eplok 
iroblastosis {as there may be no anaemia), is used to umbilicus, and the liver enlarged two: fingerbreadt “below th 
. condition characterized by the presence of costal margin. Blood pressure 120/90; van den Bergh indirect 
ure red and white cells in the peripheral blood, and reaction faintly positive. A blood count. confirmed poly- 


‘to or associated with replacement of the bone cythaemia (see Table I | 

oe i July, 1936.—Admitted to hospital ; polyc si thaemia persisted ; 
a by some other tissue. It is usually classified as fractional test meal showed low-acid purve T ted ý 
alii test revealed a commencing haemolysis in 0.55% saline, com- a 
1 rimary. ae) Infantile : osteosclerosis fragilis generalisata plete in 0.3% ; occasional nucleated red cells seen Course of ee 
arble bones} This is congenital and may be familial. deep x-ray therapy to spleen and lumbar spine. "3 e 



























TABLE IL—-Case 1. Blood Counts 












































rm oman Ge ee, OO EAE r e Se ee eee sete NE O 
TREC i ‘ Varieties of ited H o ; 
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10836 7363 | 124 | : J i | | Deep x rays 
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391 3,795 | 84 9,400 | f , l | i | | | ; 
a0} ags | 92 | ise] — | — — | — | 10 | HO | 20 | OF | 25 | 60 | Few normoblasts ` 
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) Adult: osteasclerosis.; myelofibrosis ; agnogenic myeloid April, Í wie -=No serious symptoms ; spleen smaller 4. haemo- 
etaplasia ; and aleukaemic megakaryocytic myelosis. In all globin 116 ae amea" eee 
à bility these last are different names for or different aspects Wei her: cf 37 —Better ; haemeigiolet 108% A o a 
the same condition. If it were possible to examine a large May, 1938.—No symptoms; haemoglo sin 989: A 













enough sample of bone marrow during life it might be found 
at fibrosis and osteosclerosis, pronounced myeloid and 
roid “activity, and megakaryocytic excess were all occur- gm 
in oincidently at different sites. Splenomegaly and, less ee E pease eaten ea! per 
en, lyme hadenopathy ee present. — defective luteinization,-and recommended progesterone ther: 3 
ndary or Symptomatic.—Carcinomatosis of bone; July, 1940.—Slight continual uterine haemorrhage for tl 
le. myelomatosis ; ; Hodgkin's disease; and lipoidoses. months; haemoglobin 92%, with a few nucleated red 
naemia may be normocytic or macrocytic. The white present; referred to gynaecology department, where no. ï 
ount may be high or low. The simmature cells, the  , ause of bleeding was found. 


of which is an essential part of the disease, are said October, 1942.—Recent- pain over splenic area, 


rived from he eons foci in the P m exertion.. “On (exan 3 tion: spa re, 


May, 1939.—Following deep soray therapy, had ameno Tth 
for two years, since when menstruation has been hea 
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suggestive, if this. is representative, of myelofibrosis.” 


~ 


“ cythaemia vera was .made and x-ray therapy given. - 


+ï 


7 = 


a - 


pressure .160/90. Kaiia of bones -of ' forearms o 
ostéoporosis; serum calcium 8.6 mg. per 100 ml.; sérum 
. phosphorus 3.6-mg. per 100 mi.. Leucoerythroblastic anaemia 
present. ‘Surgical belt supplied to support huge ‘Spleen. eo ee 
` June, 1948.—Admitted’ to hospital. — Exacerbation of severe 
continual painivover spleen for one month,-.made worse by 
. movement or deep breathing. Pale ; spleen enlatged to both. 
iliac fossae and very tender on palpation ; Jeucoerythroblastic 
anaemia present. Platelets 238,000 ; reticulocytes 2 4% ; radio- ` 
'graph of long bones showed osteoporotic appearance of, upper 
half left humerus ; sternal-marrow puncture gave a picture ‘not 
unlike that present in the peripheral blood.” A‘ ‘diagnosis of 
myelofibrosis was made. clinically, and Sternal biopsy was per- 
formed with a view to, confirming ‘his, since radiographs of 
‘long ‘bones Weré: indefinite. The biopsy was reported on as 
` follows: “ These’ smal! fragments of sternal tissue show diffuse 
fibrotic changes with occasional isolated megakaryocytes—very 


A a^ 
“ 


a, Case 2 a ne ee 
A married woman. aged, 64 first attended hospital in 1924, 
complaining of pain-in the splenic region í a diagnosis of poly- 
Attended 


‘regularly for eight years and was free from symptoms until 
1942. No records available up to this date. 


August, 1942—Pain.in splenic region for two months ; spleen _ 


| POLYCYTHAEMIA with LEUCOERYTHROBLASTOSIS 


- either myelosclerosis or aleukaemic leukaemia. 
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It, “was, considered. that this adete the development of 
Sternal punc- 
ture: was’ twice performed and the picture was essentially that 
of -> ‘the ‘peripheral blood ; the bone seemed soft and gritty on 
puncture. These findings’ are typical of myelofibrosis, | Bleed- 
_ing time ‘54 minutes; clotting -time 44 minutes ; prothrombin 
55% of normal. Serum proteins 6.52 g.% ; serum uric acid 
5.6 g.% ; serum alkaline phosphatase 7 units; blood urea 
27 mg. per 100 ml. A barium swallow radiograph showed 
some irregularity of oesophageal wall consistent with varices ; 
radiographs of sternum and femora were normal.‘ 

On June 17, 1948, the patient left hospital against advice. 
The diagnosis was considered to.be myelofibrosis roliowing 
poeyihacmia, vera, with cirrhosis of liver. 


A 


l Comment on the Cases 
Case | presented as a case of polycythaemia rubra vera 


` and was treated with deep x rays. The blood count gradu- 


ally fell, and once below normal never rose again. This 
suggests that the case was one of primary myelofibrosis 
presenting as polycythaemia (see Vaughan and Harrison, 
1939). It is of course possible that the patient had pre- 
viously had polycythaemia rubra vera and had already 
developed myelofibrosis’ when first seen. Certainly, in 
June, 1948, the sternal biopsy demonstrated myelofibrosis. 


enlarged to umbilicus and tender ; blood pressure 155/90. ‘Red The corpuscular. fragility was increased (admittedly slight), . 


blood cells 4,700. 000 ; normoblasts present (see Table ee 


which coincides-with the findings of Vaughan and Harrison. 























TABLE Il. sode 2. Blood Counts A 
R.B.C i <T Varieties of Leucocytes % 

Daa anes CO ee ee Mere. | | fes Remark 

ate sands o7 per re- -3p | Meta- i. Unseg- TON ` emarks 

of Myelo- Myelo- | | Poly- | Eosino-} Baso- )Lympho-! Mono- | (per 
per c.mm.) myelo- 1 myelo- | mented ' I ° 

-emmi blasts cytes | | cytes | a morphs | phils phils cytes cytes | c.mm.) 

17/8/42 | 4,700 | 92 | 7,100 |. = = z | 100 | s65.| 10 | 20 21-5 9-0 1,000 normoblasts per 
we J emm. 
* 14j4j44 | 4,465 |118 | 6,600 3 
A 7,970 | 110 10,900 — |} = n — 100- 66:0 -1:9 2-0 15-0 6-0 Few normoblasts 
2/10/44 | 8,500 | 99 11,100 — ! — — — -7'5 74-0 — — 14-0 4-5 Deep x rays. Phenyl- 
; 7 - ; , ; hydrazine 

/3/46 6,120' | 112 9,200 — — — — — 61:0 2-0 5-0 270 50 
2/6/46 | 4340 | 84 | 3,100 : 
6/12/46 | 7,100 | 128 8,200 - 
24/1/47 8,030 | 118 4,600 = Deep x rays 
8/1/47, | 6,210 |110 | 6,200 s 
IH 1/47 | 6330- 98 | 70,000 aoi - 
21/4/47 | 5,300.| 92 60,000 
31/10/47 | .5,610 | 106 5,6 — — — — 16:5 30-0 25 3-5 30-0 17-5 270,000 
29/11/47 | 6,470 3 116 4,900 — — — — — 58-0 1:0 ae 36:0 5'0 Petechial rash 
5/3/48 | 5.400 | 100 | 5; (ee 2 z = = 63-0 ZS 5-0 26-0 6-0 | 165,000] 1 normoblast 
713/48 5,370 90 60,000 3 : 
20/5/48 | 4370 | 76 | 4,100 | . 2:5 20 50 | 120 | 160 | 345 1:5 5-0 17-0 45 | 54,000 | 2 normoblasts per 100 

cane aor i: - ` - w.b.c. 
8/6/48 4,220 Tå 4,000 2-5 65 50 13-5 13-0 20°5 1:0 1-5 36°5 — 32,000 

April, 1944. _ Slight ache over spleen for three weeks. Red Case 2 was diagnosed as a case of polycythaemia rubra 


_, 270,000 per - c.mm. 
` humerous ' unsegmented polymorphs. _ ” 


‘blood cells 4,465,000. 7 - : 
September, 1944.—Patient noticed increasing size.of left side 

of abdomen, but otherwise felt fairly fit; spleen enlarged as 

‘far as left iliac fossa’; liver enlarged below umbilicus; red 


„blood cells 7,970,000. Admitted to hospital and further course 


“of deep x-ray therapy given to spleen, followed by phenyl- 
hydrazine therapy. Further x-ray therapy given in May, 1945. 
June, 1946. —Blood count satisfactory, but in December, 1946, 
again markedly polycythaemic.. Further: deep x-ray ang phenyl- 
hydrazine therapy given. 
October, 1947. —Purpura on legs and aims; ; platelet ‘count 
blood count ‘satisfactory ACERT, for 


. May, 1948.—Admitted to hospital with eight weeks’ history 
of lassitude, swelling of ankles, and- noticeable enlargement of 


abdomen ; ubicund facies ; few petechiae of limbs ; abdomen 


enlarged to right iliac fossa; blood. pressure , 145/95. 


spleen 
Blood 
count, showed. mild hypochromic anaemia with humerous 
immature leucocytes, ‚a few normioblasts, and 54,000 platelets 
` per c.mm. ae 8 2 


distended, with évetted umbilicus and shifting dullness ; 


. i 
a z ~ = ` 
be > . 


f 


vera. From 1924 until 1947 this patient had a typical poly- 
cythaemic count.. In May, 1948; she showed many of the 
features of leucoerythroblastosis associated with myelo- 
fibrosis—i.e., leucopenia, presence of immature red and 
white cells in the’ peripheral blood, gross splenomegaly, 
and a presumably non-functiéning bone marrow. Myelo- 
fibrosis was suspected on the grounds that sternal punc- 
ture revealed a soft gritty bone, and the material, when 
examined, showed: a picture not unlike that found in the 
peripheral blood. ‘Such a terminal event in polycythaemia . 
rubra vera has been recorded. l 


h 


; Discussion 


The pathogenesis of the primary, variety is obscure. 


‘Vaughan (1934) suggested that the undifferentiated mesen- 


chyme develops predominantly along one line to produce 
fibroblasts or osteoblasts. There is no attempt to explain 
why this should -happen. Myelofibrosis and osteosclerasis 
have followed benzol and phosphorus poisoning. The ~ 


~ 


} 
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‘pictute ,of .osteosclerosis with leucoerythroblastosis can ‘for a month. However, he remained mentally. in a state iO = 
~ occur in’ fluorosis. X rays have been known to produce stupor, with considerable clouding ‘ of consciousness, marked ot 
fibrosis . of: -the marrow; and Joan Ross (1932) loss of memory for recent events, and disorientation in time and - 
ER pae i : < iaaa : slace. Some measure of recovery occurred, but when his wife 
e ec -vamina radiation over a period:of - P&S% | . $ eee 
oe ER Et showed hypera ae at he” -took him on May 31 he was able to sit out in a chair, though 


ts ; : A ra f he showed a good deal of mental deterioration,-with lack of all 
Myeloid and erythroid cells’ with a marked Increase In _ initiative and poor memory. A letter from his wife on July 27 


megakaryocytes. The nutrient vessels showed endothelial stated that’ his general condition had improved, but his legs 
thickening and intravascular thrombi. It is not. beyond - were weak and useless and his mental state poor. 
-possibility that repeated doses of deep x rays over a — i 
` many years may produce the picture of myelofibrosis in- +L Investigations. 


. .polycythaemia rubra vera. Agelutinations—L. icterohaemorrhagiae : April 20, 1:1,000; | 


Thanks are due to Professor A. P. Thomson and Dr. O. Brenner April 29, 1:1,000; May, 5, 1:3,000, ZŁ. canicola, nil. Salm. ~ 
for permission to publish these cases; and to Dr. J. L. Stafford for typhi, Salm. paratyphi A, Salm. paratyphi B, and Br. abortus, 


~his report on the-sternal biopsy. l nil. 
= en a ee - Blood Counts*—Haemoglobin : April 14, 59% ; May 9, 59%; ~? 
e REFERENCES . ©- May 23, 72%. Red’ cells: April 14, 3,750,000; May 9, 
Pon et aca We nal Ea $38) Pi Pree 3,020,000; May 23, 3,500,000. White cells:. April 14, 25,000 
“Stone, D. M., an oodman, D. : id., 4/7, ; ~ 2 o 0 Of}. yE f : o 
Vaughan, J. M. (1934). The Anaemias, lst ed., p. 8. London, (P. 77%, L. 21%, M. 1%); May 9, 25,000 (P. 82%, L. 10%, 


— — and Harrison, C. V. (1939). J. Path. Bact., 48, 339. M. 1%); May 23, 18,000 (P. 75%, L. 25%, M. 4%). 
: Me . a Serum ‘Proteins—-April 24: total, 5.75 g.% (albumin 4.2, 
_ globulin 1.5; A/G ratio 2.7:1). May 5: total, 5.5 g.% (albu- . 
o> -min 3.7, globulin 1.8; A/G ratio ‘2.05: 1). ae 
Liver-function Tests-—Alkaline phosphatase: April 24, 10.77 


- 9 i WI units; May 5, 16.3 units; May 23, 12.8 units. Thymol 
A CASE OF WEIL S DISEASE, TH. ‘turbidity: April 24, 1.5 units; May S*and 23, 1 unit. The 





~ 


ph TESTS FOR LIVER FUNCTION Takata—Ara and colloidal gold tests: were negative. 
a a BY’ N L$ - Urine-—April 19 and 25: specific gravity, 1010; albumin, 
me CE : ie ‘ a, sugar, and bile salts, mil; bilirubin was in excess on April 19. 
-.. . BF, E. de W. CAYLEY, M.D., M.R.C.P. _. and urobilin was present on April 25. On April 25 there -were 
OS ' Senior Registrar, St. Stephen’s Hospital, Chelsea i 10 cells per field and. Ps. pyocyanea was found. On May 30 


i : oo oes there were many pus cells and Ps. pyocyanea was still present. 
Familiarity. with Weil’s disease during the war has resulted There were no spirochaetes. * 2. « Hed 3 
in several publications in the English and American litera- Haemolysins-——On May 30 no cold agglutinins ‘were present, 
`. ture. Although jaundice is usually a marked feature of and Coombs’s direct and indirect tests were negative. a 
this disease, there is no record of liver-function tests. The: On April 14 the serum diastase amounted to 320: mg. per - 
following case is therefore described, together with the ` 100 ml. (normal, 70-150 mg.). On April 22 the blood urea / 
|. result of tests for liver dysfunction and “for other bjo- Was 27 mg. per 100 ml., the alkali reserve 49 volumes, and: the 
chemical disturbances. These were of great help in SU" calcium 8.6 mg: per 100 ml. On May 10 the blood’ urea 
- excluding the diagnosis of acute hepatic necrosis, which ` Mi 35 mg. per 100 ml. and the alkali reserve 43.9 volumes. 
“was made on admission. It is hoped that this will stimulate On pile? the blood sugar totalled 148 mg. per 100 ml., and 
ae : ees : y the serum cholesterol 177 mg. per 100 ml. (free, 80 mg. ; ester, 
physicians who have greater opportunities for studying this 97 mg.). ' . a: 
disease to-investizate its chemical pathology, and to deduce ` 
from their findings evidence concerning the site, of- tissue 
damage. a EIA R 
à Case Report ae ‘2 
ý i Comment 


The diagnosis was based onthe presence of jaundice, the 
rash, the patient’s occupation, and the rising titre of agglutinins. . 


. The patient, a plumber. aged 58, was admitted on April 13; j , : 
~~1949. Up to a week previously he had been working on a The morbid pathology of the liver in Weil’s disease is 
boiler in a meat-pie factory in which’ fat was rendered down. described by Hutchinson et al. (1946).~ They say that the 
Seven days before admission he had a rigor ; this was followed liver in their cases was usually~of normal size, with masses 

_ by another two hours ‘afterwards. Four days later he noticed — of bile pigment in the biliary canaliculi of the centrilobar 
he was yellow, and he began to vomit incessantly. There was part of the liver lobules, and emphasize the absence of 

'- no abdominal pain. Re, d __. necrosis. ~ On the other hand, Heringman and Phillips 
- On examination he was a very ill man, dehydrated, with (1947) mention considerable disorganization of the liver 
subsultus tendinum, deep jaundice, and a generalized purpuric pattern with moderate vacuolization and swelling öf cells 


tion. Th . H brile ; th i à ; i 
a aris oe 90 ea Anata ge Dor a ae : Lie and the formation of continuous cords of liver cells instead 


” were faint, and there were basal crepitations. The liver was of normal groups of two or three cells. : 
--- "not palpable. There was some free fluid in his abdomen, and - In the case described by Jackson and Oleesky (1946) 

_ his stools were pale. Three days later he developed a swinging there was no macroscopic hepatic necrosis; there were 
_ temperature up to 102° -F. (38.9° C.), which was maintained scattered areas of fatty degeneration and areas of regenera- . 
` for five weeks and subsided by lysis, and which did not respond - tion, with enlarged binucleated liver cells. - They mention . 

to ‘penicillin, 250,000 units six-hourly intramuscularly for 10 that Walch-Sorgdrager’ (1939) refers to the frequent mis-,- 
as , PEN N, i PE EA PEPE diagnosis of acute yellow atrophy, as happened in our case. 
was given 5 pints (2.34 litres) of fluid by mouth, 3 pints Our case on admission, being afebrile at the time and 


_ (1.7 litres) of “ casydrol ” by intravenous drip transfusion, 6 ml. - A ; : 
of “ campolon” intramuscularly, 500 mg. of ascorbic acid, and extremely ill and toxic, closely resembled the picture of 


15 mg. of vitamin K daily.. Later he developed a urinary infec- acute hepatic necrosis. The finding of normal plasma 
tion with Pseudomonas pyocyanea, for which he was given 4 g. proteins and Takata—Ara, thymol turbidity, and colloidal 
of streptomycin daily by injection for five days. _ ~ gold tests was therefore of distinct value in excluding this 
Subsequent Course.—His rash cleared up in three days ; the diagnosis, and would seem to rule out any overwhelming’ 
~. jaundice had faded by the first week in July, but he was pyrexial ~ degree of parenchymal damage. 


~ 4 
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The absence of urobilin in the urine in the early stages 
would seem to point to an obstructive element in the 
jaundice such as might be caused by the bile pigment 
masses in the small canaliculi that Hutchinson ef al. 
. described ; however, the alkaline phosphatase was never 
above 16.3 units. Unfortunately the Coombs tests were 
done too late to exclude a haemolytic factor. Apart from 
the complicating Ps. pyocyanea infection there was no 
evidence of renal damage. The blood urea remained 
normal, and there were no casts or red cells in the urine. 
The serum diastase value of 320 mg. per 100 ml. would 
appear to suggest disturbance of pancreatic function. 

The mental state of the patient is worthy of passing 
comment. There was never any sign of meningitis lepto- 
spirosa, Three possible theories about causation are: first, 
that the condition was due to cerebral damage by the 
organism or its toxins; secondly, that it was due to the 
severe jaundice ; and, thirdly, that the haemorrhagic state 
present at the onset in the skin was also present in the 
brain ; this is, I think, the most likely. 


Summary 


A case of Weil's disease, with liver-function tests, is described. 


An attempt is made to correlate these with previously 
described accounts of the pathology of this condition. 


Other interesting features of the case are briefly dwelt on. 
My thanks are due to Dr. A. G. Signy and the staff of the 


laboratories of St. Mary Abbots Hospital and the Archway Hospital 
for the pathological reports. 
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Lymphosarcoma arising in the appendix is rare ; only seven 
cases occurring in childhood have been published. In a 
majority of such cases the children have had symptoms 
suggestive of appendicular disease. In the following case 


the patient had no such symptoms, and the clinical picture | 


which presented was therefore of special interest. 


Case Report 


A boy aged 6 years 9 months was admitted to hospital on 
October 1,.1948. The child had been well until four weeks 
before admission, when he was immunized against diphtheria. 
Since then he had been “ off colour” but had attended school. 
Three days before admission-he complained ‘of pain in his chest 
and right thigh, and vomited once. His mother noticed a swell- 
ing on his left temple on the following day ; but there had not 
been any loss of weight or other symptoms. There was nothing 
relevant in the family history or in the child’s previous personal 
history. 


CASE,OF WEIL’S DISEASE 
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On examination his temperature was 100° F. (37.8° C.. 


pulse 80, and respirations 20. The child's general condition 
was poor; he was very irritable and complained of pains in 
all his joints. A swelling on the left temple was noted and 
there were palpable glands in the left axillary and cervical 
regions. Abdominal examination revealed tenderness in both 
iliac fossae, but there were no paJpable masses. Routine clinical 
examination did not show any further abnormal features. 
For the first three days the temperature varied between 98.4 
and 102° F. (36.9 and 38.9° C.). On the fourth day his 
temperature fell and remained normal until the eighth day. 
when it rose to 103° F. (39.4° C.). At this time the left knee- 
joint was slightly swollen. There was no cardiac enlargement, 
but a soft apical systolic murmur could be heard. The abdomen 
was rather large and doughy, with dullness in both flanks. The 
liver was enlarged one fingerbreadth below the costal margin 
and the tip of the spleen was felt. The kidneys were not 
palpable and no other abdominal masses were found. There 
were no abnormal signs in the central nervous system. $ 


Radiographs of the chest, abdomen, and skull, a Mantoux 
test (1:10,000 dilution), blood culture, and Widal reactions 





— = me ae - n aal 


= Gall Bladder 
E = See F = 


Pancreas: 
peta 


= Liver; 
Heal Mass; G = 


C= Kidney: ; 


were all negative. The erythrocyte sedimentation rate was 
50 mm. in one hòur. The blood picture was: haemoglobin, 
68% ; red cells, 3,920,000 ; white celis 5,000 (polym orphs 54% 
myelocytes T% metamyelocytes 14%, lymphocytes 20%, mono- 
cytes 3%, eosinophils 2%). An intravenous pyelogram, the 
blood Wassermann reaction, and a blood-urea estimation were 
all negative. No Bence-Jones proteose was present in the urine. 
and the stools did not contain either visible or occult blood. 


The pyrexia was maintained despite penicillin and salicylate 
therapy. The liver increased in size to two fingerbreadths below 
the costąl margin. The swelling over the left temple had in- 
creased in size and was now 1 in. (2.5 cm.) in diameter; it was 
tender and gave the impression of deep fluctuation. No further 
lymphatic gland enlargement developed. The child’s appetite 
remained good, but despite this he was obviously becoming 
more wasted. His bowels were normal and he had no vomit- 
ing. An irregular soft mass, thought to be faeces, was felt in 
the right iliac fossa on the thirteenth day. The rectum was 
found to be loaded with soft brown faeces, but there was no 
palpable mass. Just below the ninth costal cartilage a small 
nodule was felt on the enlarged liver. There were no signs 


4 
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of free fluid.in the peritoneal cavity. The abdominal girth was 
214 in. (54 ém.). The blood pressure was 130/70 mm. Hg. 

The abdominal.mass became progressively larger and firmer, 
but signs of’ obstruction were not observed. His pallor in- 


‘creased, and. despite a blood transfusion he died 32 days after- 


admission. Before he died the child. developed pops of 
the left eye and a left-sided facial weakness. 


Post-mortem Findings 
The appendix measured’ 12 cm, in length and 4 cm. ‘in 
diameter. It was horn-shaped, with a smooth white serosal 
surface (see Fig.). On section it consisted throughout of a 


' uniform white homogeneous tissue in which the lumen could 


+ 


not be distinguished. This condition ceased abruptly at the ' 
‘There were’ widespread deposits of a ' 


root of the appendix. 
similar tissue throughout the body, affecting practically every 
organ. 

Histology.—The arealiy: enlarged appendix consisted of sheets 
of cells resembling small lymphocytes which obliterated the 


LYMPHOSARCOMA OF APPENDIX IN CHILDHOOD 


-3 to 1. 
the outlook is good after surgical removal of a solitary- 
‘tumour. 
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tissue, suggests that the disease arose there, and is in 


contrast with another large mass in‘ the ileum,-which seems” 


to have. been formed by the fusion of several submucous 
lesions ‘similar to those _ seen elsewhere in. the intestinal 
wall. . x 

Lymphosarcoma occurs more commonly in males, ‘and 
in the reported cases the ratio of males to females was 
Munson and Mann (Guthrie, 1948) believe that 


Knox (1945) suggests that-radiotherapy may be 
expected to be helpful in prolonging life and may even 
cure if the disease is localized. Sugarbaker and Craven 
(1940) state: “The occasion of a primary site in the 
gastro-intestinal tract regardless of sporadic reports of 
cures seems to carry an unfortunate out'ook. None of the 


-patients whose stomach or small intestines were involved 


lived -for five years, the ‘average survival “period being 


lumen and .destroyed- muscle, leaving a traces ‘of widely | 6.6. months.” 


t 


Table shoni Details of Reported Cases 





mitoses were to be seen. Silver staining, showed very scanty 
reticulin fibres traversing the tissue, particularly in relation to 
small vessels: large tracts of cells were devoid of reticulin. 
The other structures containing obvious tumour showed similar 
histological -changes, The spleen, pancreas, 
although normal to naked-eye examination, showed a slighter 


“degree of infiltration. 


Discussion - 

Knox (1945). gave details of a boy aged 4 years with 
lymphosarcoma arising in the appendix, -and he reviewed 
16 cases of undisputed primary lymphosarcoma of the 
appendix, of which five had occurred in childhood (Warren, 
1898 ; Rohdenburg, 1919; Friend, 1926 ; Capecchi, 1927 ; 
Apitz, 1933). A further search of the literature. revealed 
one other case in childhood (Carnelli, 1931). So far as can - 
be ascertained no such case occurring in childhood has 
been reported in British literature. 


In all reported cases, except that of. Apitz; the presenting 
symptoms were suggestive of acute or subacute appendi- 
citis. Laparotomy was performed and a tumour involving 
the appendix found and removed. The age, sex, presenting 
symptoms, duration, nature of operation and findings, . 
and period of follow-up are shown in the accompanying 
Table. : - - 

In our case the uniform homogeneous appearance of the 
appendicular lesion, with complete replacement of the inner 


. layers of the wall of the appendix ‘by lymphosarcomatous 


and .thyroid,- 


a ted Aps E Sex Presenting Symptoms | Duration | Operation | Follow-up | Operation Findings - 
Apitz (1933) 8 Male Died from uraemia Approx. 6 weeks | None None Appendix 5'cm. in circumfer- 
` S ‘ ence and 17 cm. in length 
Capecchi .. 8 55 Mild abdominat pain in right lower į 1 month Appendicectomy | None Distal third of appendix: 
(1927) ; qua tumour size of hen’s egg 
Carnelli .. 10 Us Pain in Fight lower quadrant 2 months Appendicectomy, | Asymptomatic 14 | Appendix with tumour at-proxi- 
(1931) l i excision of left months later mal end 2-5 cm. long by 05 
part of caecal cm. broad: the caecal wall 
. > wall was infiltrated 
Friend (1926)} . 9 Female Recurrent cramp-like abdominal | 3—4 weeks Appendicectomy | Death ] month | Hard, firm, thick appendix 
‘ pain in right tower quadrant . S (high a later 15 cm. long 
: ; Š caecum a 
Knox (1945) 4° Male Intermittent pain right lower quad- | 2 months Appendicectomy. Asymptomatic 15 | Appendix 9-5 cm. long, 18.mm. 
` rant with nausea, vomiting, and 4 months later -thick 
f ` moderate diarrhoea ; 

-,- Rohdenburg | 4 Not given | History suggestive of acute appendi-| No time stated, | Appendicectomy | No recurrence New growth involving proxi-- 
- (1919, 1921) citis with pre-operative diagnosis but apparent- with partial after 10 months mal third of appendix and . 
, of intussusception . ly acute removal of , extending into caecal wall 

J caecum ' 
Warren. _.. 6 `| Male Intermittent pyrexia and pain in | 1 month . Resection of | None | . | Appendix size of thumb 
(1898) right lower quadrant - part of ileum, ' i , 
- : caecum, and ‘ 
. ` 3 appendix i ; 
Present case. 63 5 Pyrexia and vague ill-health. No | 1 month - None None Appendix 12 cm. ‘long. by, 
: | symptoms referable to abdomen ` ‘ . 4 cm. broad 
separated muscle fibres in the external layer. Occasional We should like to thank Professor N..B. Capon for his help 


and advice; Dr. W. E. Crosbie, medical superintendent, Alder Hey 
Children’s Hospital, Liverpool, for permission to publish this case; 
and Dr. E, G. Hall for the pathological reports. 
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‘The National Insurance Advisory Committee has been asked 
to consider and report on preliminary draft regulations con- 
cerning students from outside the United Kingdom who during 


‘a vacation become temporarily employed in Great Britain. 


The effect of the regulations is that, in cases approved by 
the Minister of National - Insurance, contributions under the 
National Insurance scheme will not be required unless the 
students are continuously resident in Great Britain for 26 weeks. 
Industrial injuries contributions remain payable. Copies of 
the preliminary draft of these regulations (the National Insur- 
ance (Residence and Persons Abroad) Amendment Regulations, 
1950) can be bought for 1d. from H.M. Stationery Office or any 
bookseller. The committee will consider written objections to 


‘them if sent before January 3, 1950, to the Secretary, National 


Insurance Advisory Committee, 6; Curzon’ Street, London, W.1. 
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“The days of our years are threescore years and ten ; 
and if by reason of strength they be fourscore years, 
yet is their strength labour and SOITOW ; for it is soon - 
cut off, and we fly pil ee r 


~ 


~ 


The average age of the population is increasing, and is 
likely to do so. It therefore seems reasonable to survey 
the_results of surgery in those patients who are over the 
age of 70 years, the one-time allotted span of life. -s 

“During the thirty months January, 1947, to June, 1949, 

1,609 patients were admitted to the 32 surgical beds of one 
. surgical unit at a London teaching hospital: Of these’ 1,609 
patients 131 were over the age of 70—seven were not sub- 
mitted to surgery, 24 were submitted to minor surgery, and 
99 were submitted to major surgery. It is instructive to 
compare this situation with those existing 10 and 20-years 


ago. Table I shows in a comparable number of admis-. 


Jan., 
Jan., 
Jan., 


sions the numbers of patients over 70 seen.and the number 








TaBLE I ` 
en No. of Patients 
Period | Admitted No. Over 70 ‘Over 70 Submitted 
P = to Major Surgery 
1927, to Nov., 1929 1,609 | 82(51% . 40 (49% 
1937, to Sept., 1939 1,609 108 ie. 7%) - 6L (56%) 
1947, to June, 1949 1,609 131 (81%) -99 (75%) - 








# 


of these patients submitted to~“major surgery. Applying the 
rules of significance to these figures, it will be apparent that 
more patients over the age of 70 were admitted in 1947-9 
than was the case 20 years ago, and that more patients over 
the age of 70 were submitted to major-surgery than was the 
case 10 years ago. 

It is the 99 -patients in our series submitted to major sur- 


„gery that we wish to discuss. Distribution between the 


sexes was almost equal—49 males and 50 females. Fifteen 


patients were admitted as emergencies; 17 patients (6- 


females and 11 males) died before discharge from hospital. 


Operations on the Head and Neck — 


‘Block dissection glands of neck 7 - - i e 


“Operations Performed 


Section of sensory root, fifth cranial nerve’ 
Hemiglossectomy 


Section thyroglossal cyst .. T a Jens e 
Subtotal thyroidectomy 3 : sf 
Excision of large rodent ulcer of nose and skin graft 


Operations on the Trunk and Upper Limbs 2 4 -ON 


Radical mastectomy’. A a ae ie ae 
Lymphangioplasty, . 7 yee | oat sh ae | 


Cad 


i í = = d me 
Hernias and the' Scrotum > Eo aot 


Incisional hernia’ . 7 wa l 
Inguinal hernia without strangulation, "Se fe gas 4 
_Strangulated inguinal hernia repair : ee. * beg ake 2 
, Strangulated inguinal hernia with resection l f 1 


TE al 


- - 
` 


` 
"i—i pt tet eet KO 
-J 
i ` 
i 
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| aa a 8 T l i “Femoral: hernia ‘repair... 8 
*SURGIC AL MAN AGEMENT OF THE AGED - Strangilated femoral hernia, resection, and anastomosis l 
Operations on scrotum: and contents iat = 2 
A. SURVEY OF RESULTS OF MAJOR. SURGERY. . Incarcerated umbilical hernia _ ns 2 
IN 99. PATIENTS SOTER. 70 j inir aeabdonina Operations _ ; 
BY 7 Colostomy es ee ee ae a M | 
. Closure of çolostomy Hi yi oe ys oa, 4 
PETER CHILDS, D.M., M.Ch.,. F.R.C.S. s Laparotomy ... ae, Bel S .. 10 
Surgeon, South Devon and East Cornwall Hospital, Plymouth ; Laparotomy and colostomy . : 


Laparotomy, colostomy, repair of inguinal hernia, and a i 
dorsal slit a i s 


t Laparotomy and: cholecystenterostomy 
Laparotomy and suprapubic cystos:omy 7. 
Cholecystostomy s 34 As ro D 
Cholecystectomy sa ae 
Cholecystectomy and ‘choledochotomy re a 
Suture of perforated popne ulcer : 
Gastrotomy : 

Gastrostomy : ee is 
Subtotal gastrectomy ` 


‘ Subtotal gastrectomy and colectomy 

Gastro-enterostomy. .. - 3 

Transabdominal repair of diaphragmatic. hernia 

Transthoracic oesophago-gastrostomy i 

Appendicectomy Me As = 

Caecostomy .. 

Right hemicolectomy _ 

Tleo-transverse-colostomy 

Resection sigmoid colon 

Resection sigmoid colon and colostomy 

Perineal excision of rectum oy 

Perineal excision of rectum and colostomy as 
_ Abdomino-perineal excision of rectum .. ss 

Perineo-abdomino excision of rectum’ 

Excision of ovarian eyst .. . .- 


X 


Operations on Prostate and Arial Canal 
Haemorrhoidectomy Tog = us A 
‘ Prostatectomy , xa Su id 

_ Transurethral resection of prostate 


un be he 


Operations on the Lower Limbs. 
Above-knee amputations i ci se af 
Below-knee amputations E et a is Ja 
’ Manipulations of ankle 
Excision of popliteal aneurysm 


= N e 0 


A number of these patients underwent minor surgical 
procedures requiring further anaesthetics. 


Preparation of the Patient for Operation 


A full clinical examination was made, with special refer- 
ence to the heart and lungs. After the age of 70 it is only 
natural to find ‘signs of wear and tear in the cardio- 
vascular and respiratory systems. Of these 99 cases 60 

~ showed clinical evidence of abnormalities in one or both of 
these systems: 


Gross hypertension a €., B.P. 180/100 or more) .. l4 
Hypertension or signs of myocardial insufficicncy n B3 
Signs of myocardial insufficiency . 6 


Hypertension and/or myocardial insufficiency and signs 
and symp‘oms of a disease 
Respiratory disease alone .. ; Ei és her 12 


'- In addition, arteriosclerosis, anaemia, and wasting were 


very common findings. 


Operation was delayed in 13 cases ; the reasons for - 
delay were: g 


Patient in bed too long 
Poor nutrition sane He 
z Dehydration 
Dehydration associated with low percentage of haemo- 
globin... ne 7 SG. Sle aud 
- ` Low percentage of haemoglobin = = a. 
` Abdominal distension m Si 
Respiratory disease 


m N e 


BN e E 


Pre-operative Measures Taken —The usual treatment for 
shock was practised according to the severity. Through- 


- out this series of cases.it has been customary to encourage- 
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. been. confined to bed for a period, operation was delayed | 
'. while’ he was made ambulant so that he could be sat out 


‘ 


`~ -~ 


——— = 
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early rising after operation. Therefore, when a patient had 


of bed immediately after recovery from the anaesthetic. 
If possible, general nutrition was improved. In some cases 
it was necessary, as in a case of achalasia of the cardia, to 


‘give a ‘high-calorie , diet through an oesophageal tube.. 


_Vitamin intake was maintained when necessary by intra- 


muscular injection of vitamin C and “ heparglandol B,” and 
“ synkavite ” was given as a routine in all cases undergoing 
surgery. of the biliary system. Dehydration was: corrected 


. by intravenous saline or glucose-saline ; blood transfusion 
.. -Was given pre-operatively in all cases which showed a low 


rP 


haemoglobin percentage. Distension increases the risk of. 
operation and also the difficulty. Where the operation was 


-not in itself likely to be a decompressing procedure, opera- -< 


a 


-+ 


tion was delayed if distension was present while a Miller- 

Abbott tube was passed. A Ryle’s tube was passed on all 

patients who were vomiting pre-operatively. All cases 

with respiratory disease and all cases about to undergo 

intra-abdominal operations were given pre-operative breath- 

ing exercises unless the case was an emergency. Coughing 

and postural drainage were encouraged in those who had 
productive coughs ; penicillin inhalations: were given and 

systemic penicillin and sulphonamides started.. In some. 
cases this treatment was carried out for. one week before 
operation. Digitalis therapy was given to thosé with 
auricular fibrillation. 

Premedication—All cases received a hypodermic injec- 
tion of 1/100 gr. (0.65 mg.) of atropine half an hour before. 
operation. In addition, those with marked pain received 
1/6 gr. (11 mg.) of morphine. Hyoscine (scopolamine) 
was purposely avoided because of its tendency to produce 
disorientation and restlessness in the aged, and morphine 
was avoided or kept to a minimum in order not to depress 
the vital capacity. 3 % 

Anaesthesia ' 

The choice of anaesthetic was determined to a large extent ` 
by the type of operation to be performed and the general 
condition of the patient. Of the 134 anaesthesias, 81 were 
for intra-abdominal and 53 for extra-abdominal procedures. 


The.agents used for the various types of operation are 
shown in Table II. 


TaBLÈ [l.—Anaesthetic Used 


- 


~a 














Intra-abdominal Extra-abdominal a 
(Including (including Total 
Intrathoractic) Intracranial) 
Curare and light anaesthesia | 52 - 13 55 
Spinal and local .. .. | 10 (7 spinal, 3 local) | _ 1 (spinal) 11 
Thiopentone, gas, oxygen, 
ether, ve gat fe 16 16 `- 32 
Gas, oxygen, ether .. ; i 
Thiopentone and cyclopro- | >- 
pane ne ity .. | 3 í 7 10 
Thiopentone, gas, ~ oxygen, 
and trilene ji el E 20 - 20 
Bromethol, gas, oxygen, and 
trilene dea e | — 2 2 
Thiopentone — 4 4 
Total 81 53 





134 
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Thiopentone.—When thiopentone was used for induction 
it was injected very slowly, because the circulation time in 
the aged is prolonged. Also, owing to the low basal meta- 


. - bolic rate in the elderly, the elimination of thiopentone 


in the body is slower, and liyer and kidney damage may 


more than 0.5 g. ` ' 
Curare—Curare in the form of d-tubocurarine chloride 


was mostly used when relaxation was required. The initial 
dose was usually 10 mg., and the final total dosage depended 
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on the agent used to maintain light anaesthesia ;-with ether, 


approximately half the usual dosage of curare is required. 
The closed-circuit carbon-dioxide-absorption technique was - 
used as a routine for cases receiving curare; the basal -` 


- oxygen requirement in the aged is low, but at the same time 


Cd 


suboxygenation must “be avoided. This often entailed 
assisted respiration for the whole of the operation, as some 


‘degree of stagnant hypoxia was already present owing to- 


a poor myocardium and a sluggish peripheral circulation. 

Spinal Analgesia—This method was used only if the 
site of operation was subumbilical, if the patient’s blood _ 
pressure was within normal limits, and if the condition of 


‘the chest did not warrant an inhalational method. 


Local Analgesia —This method was used in three cases: 
in an emergency laparotomy with faecal vomiting, in an ~ 
emergency caecostomy in a patient’ who was in cardiac. 
failure, and in a patient with incarcerated incisional hernia 
who was in early cardiac failure. 

- Intubation—Intubation of the trachea was carried out | 
in all abdominal cases. If vomiting was a pronounced 
symptom, as in cases with bowel. obstruction, intubation 
was performed with a cuffed intratracheal tube, and a 
sucker was at hand to keep vomitus clear of the larynx. © 
The Ryle’s tube was kept in place throughout the operation 
and aspirated from time to time. 


Position on the Operating Table—Old people are prone 
to osteoarthritis, and their skins withstand pressure badly. 


‘For these reasons their position on the’operating table must 


be carefully supervised, a support provided for the back, ` 
shoulder-pieces well padded, and hands not placed under | 
the buttocks. = 

Resuscitative Measures —Patients suffering from pre-_ 
operative shock or dehydration continued with blood or’ 
saline throughout the operation. If a long operation ‘was, 
anticipated a slow blood drip was started at the beginning 
of the’ procedure. If- signs of shock developed during an 
operation blood or plasma was administered. All such- 
cases returned from the theatre to the ward with their- 
intravenous drips still running. 


” 


” 


. Post-operative Measures ` l 


As soon as the patient was sufficiently recovered from 
the anaesthetic, he or she was sät.up and encouraged to 


cough, to take deep breaths, and to move the legs. The 


-from the first post-operative day. 


services of a trained physiotherapist were found to be 
invaluable in this respect. ‘Five-minute inhalations of. 
carbogen every hour were a useful adjunct to physio- 
therapy. The patient was sat up in a chair within 12 hours 
of operation in all cases.in which it was practicable. Where. 
the likelihood of respiratory “complication was great, even 


‘ patients undergoing gastric suction and intravenous. drip 


therapy were-so treated. They sat in a chair for increasing 
periods each day from then on. - Continuous gastric suc- 
tion and intravenous therapy were practised for 48 hours 
after operation in all cases undergoing. an intra-abdominal | 
operation which might resultin paralytic ileus. Intra- 
venous therapy and suction were stopped only when intes- 
tinal movements were well established. Watch was kept 


‘over the bladder to ensure that retention with overflow did 


not occur. The usual measures to combat retention were 
practised up to 24 hours, after which catheterization was 


` performed if necessary: Where retention was persistent and - 
be present. Hence only very small doses were used—rarely ' 


due to prostatic’ hypertrophy, an indwelling catheter was 
used until the patient was considered fit for a transurethral 
resection, and penicillin or a sulphonamide was adminis- 
tered. Routine testing of urine for chlorides was practised 
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Post-operative Therapy —All drugs, stiministered? aS 
operatively were- continued in the- “post-operative “period _ 
—i. €., penicillin, ~.sulphonamides, . or , digitalis. . “In “all 


- major abdominal procedures, and “where ` ‘sepsis - was “a- 


danger, prophylactic penicillin - and ‘sulphonamides © were | 
administered. Where cardiovascular complications occurred © 


_ digitalization ` : Was instituted, ‘In all cases of respiratory 
complications and in’ those: cases .in which ‘coughing "Was 
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= “5 a z 2 : ki z- a : X 
he Operations Performed „fp -~ 


` 
` 


“Removal of carcinoma of ovary 
gen, ether ~ 
Strangulated . inguinal hernia 


with resection of gut (E.Y , - gen, ether ~<- 





(1) Laparotomy and colostomy: $ 


(2) Perineo- -abdominal- resection. 
of rectum 
(dl) Laparotomy and colostomy 







ei oe es. okt: ee -TABLE W.—The Patients Who Died Z Aai: 


_ Anaesthetic 
Thiopentone, 0- 2 g., N:O, òxy- 
- Thiopentone, 0-3 g., N.O, oxy- 
et NRA NE S a E 
(1) Thiopentone, 0-5 g., curare, Í 
N:O, oxygen 
(2) N:O, oxygen, ether 


(1) Thiopentone; 0:25 g., curare, 


r n r 
F r $ Peck 


r y = on” - P ` á 


- Britis 





~~: 


-4 


“(e) Retention -of Urine Four.’ ‘cases of retention of urine 
required transurethral resection of the prostate. 

ff) Pressure Sores. These occurred in three cases. 
. (g ) Cardiovascular System —Auricular fibrillation (electro- 


_cardiogram showed poor myocardium in one case), 3 ; auricular 


flutter, -1 ; ‘Incipient carciae failure necessitating digitalis 
therapy, 1. . A 
Thè 17 fatal cases are analysed in Table ii. 





a 


r . Previous Condition Cause of Death 


History of previous pneumonia 
and chronic cough 
B.P. 200/120; severe arterio- 
oo p 
: Cardiac failure. Post mortem: 
brown atrophy of heart muscle 


Bronchopneumonia 


Intercurrent lobar pneumonia 


Hypertensive heart failure 


B.P. 230/120; severe arterio- 





a^ N.O, oxygen, “ether sclerosis 
; (2) Beclasocabdomidat: resection (2) Thiopentone, 0-2 g., curare, oe \ 
a. st . of rectum - Š cyclopropane po IE - 
RET Repair of right-inguinal hernia` Thiopentone, 0-7 8s N.O, oxy- B.P. 180/10 100; some cough; Hypertensive heart failure 
E and orchidectomy.’ - a gen, ether senile Parkinsonism ke 75 
7 Og Lotheissen’s operation’ ck Rich- Thiopentone, 0-4 «., cyclopro- | B.P: 210/110; asthmatic heart ; z » 
ray ter’s hernia (E.) : pane, curare enlarged - 
a Prostatectomy i Cyclopropane Fibrillating under ‘dipitalis; Cardiac failure 
‘ si f . as moist sounds both bases er F 
- +Lotal Pulsus.alternans; moist sounds er j g £ 
j , ' . both bases ` : F 
i Above-knee amputation (E:), Thiopentone, 0°15. g., cyclopro- B.P. 190/115; -mild diabetic For ateg : congestive heart 
, - z a ure ” 
_. ~ 4,10 Gastrostomy ` Thiopentone, 0:25 g., curare, Cardiac failure; toxaemia from 
Tg , cyclopropane ` = subphrenic abscess; carcinoma 
L vl r, 7 en. 2 - of oesophagus 
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Secondary Emergency 


(1) Gastro-enterostomy \ z 
t? Laparotomy Œ.) 

Perforated peptic aike (E.). 
(2) Subtotal gastrectomy (E.)- ` 


(2) Local 











oxygen, trilene 


propan 


Operations ; 
——E 
k — ʻ — 
» N i 


() Subtotal gastrectoniy - 


yh 


| Propane 






‘ (1) Thiopentone, 0°65 g., curare, 
eye opsopane 


NaO, oxygen, ether r 
Thiopentone, curare,” N,O, 


6) Resit abdominal wound |. ~ (3) Curare, thiopentone, cyclo- 
(1), Gurare, thiopentone, 0- ‘7 g., 


-cyclopropane 
(2) Ileo-transverse colostomy (Œ) (2) ‘Thiopentone, 0: 5 g., cyclo- 





No cause for death; 


t terminal 
bronchopneumonia ` 


Previous history of pneumonia; 
scattered rhonchi 


B.P._130/70; severe blood loss 
before second operation 


General peritonitis from leaking 
duodenal stump and terminal 
bronchopneumonia 


Pr 


B.P. 190/95. B.P.-60/? before 
second operation 


= ~ 


4 


General peritonitis from leaking 
duodenal stump 
t 


Obstructive jaundice, diabetic Carcinomatosis secondary to car-` 








, - (14 Cholecystostomy Ey, j N,O, oxygen, aiher 
~ 4 ee ; ae eae, N ! 2 _ cinoma of pancreas. Died day 
a Le 5 as after operation. 
53 [15 Laparotomy only Thiopentone, 0: 5 B-s curare, N10, B.P. 140/94 : ” i Died six weeks after operation; 
5 z . |, _ oxygen, ether- a ne carcinomatosis 
zi 16 . Curare, N,O, oxygen, ether B.P. 160/115; severe arterio- | Died 7 days after operation; 
-3 l. Se Tuni sclerosis san ORALIS with paralytic 
a l eus 
O |17 Thiopentone, ò- “4 g; BOs oxy- | B.P. 260/100 . Died 3 months after operation; 
` gen, € ether ; asthenia due to carcinomatosis 
7 3 , oo E ite ` ' (&.) = Emergency operation. . 


- difficult owing to tenacious sputum; mistura sodii chloridi 
composita (N.W.F.) was” found to, be invaluable. 


Post-operative Complications ) ae 


* (a) Wounds.—-Mild sepsis, 10; severe sepsis, 2-; haematoma, 
9; disruption, Te & : re ee 
' (b) F hrombophlebins Due to intravenous Ga Uo 4}, 
not due’ to intravenous. drip therapy, requiring a 


i 
` 


- -_ 


therapy, 3. - oa - $ E 

: (© Chest —Major respiratory complications = severe ‘bron- 
chitis, 5 ; atelectasis.(one’case of bilateral basal collapse follow- 
ing a. spinal, analgesic), 5; -bronchopneuimonia,'3 ; pulmonary 
. embolism, 1. It is to be noted that all these patients underwent 
an abdominal’ operation; and 12 of the 14- had pre-existing 
respiratory disease. `- ` 


gi : ` Minor Rapis Complications. 


~ 


`` Under this heading are included all patients- who had a raised demand on hospital beds. 


‘respiratory rate for:not more -than ‘three days after operation 
and cases of mild bronchitis. - There was no relation to the type 
of operation, and of the 17 who suffered this complication ka 
had pre-existing respiratory disease. - : 

(d)- Intra-abdominal Complications. —General - peritonitis: due ` 
to_leaking” duodenal stump, 2 ; , Persistent vomiting producing a 
salt-lack syndrome, 1. å mae. fe o 


+ wae ae ” 
3 s a 


at 
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^ serious, consideration in the future. 


' Disposal of the. Aged Patient 


With the present shortage of hospital and convalescent 
beds, disposal of the aged patient requires some'considera- 


` tion. Such patients are not so fit as younger ones to return 


rapidly to normal domestic routine. Often they live alone 
and have no relatives to go to., Discharge from hospital 
therefore has frequently to be delayed. The almoner’s 
department can often help with such cases ‘by providing 
-home helps or‘ making suitable alternative arrangements. 
However, this problem is a very real one, and will require 
- Convalescent homes 
already have waiting:-lists. At the present time ‘the patient 
_with an inoperable. carcinoma who has been in hospital 
for a ‘laparotomy often occupies a hospital bed ‘until he 
dies. This is an undesirable situation in -view of the great 


. 


a 


~- 


5 Conclusions 
More patients over the age of 70 are aibaiitied to major 
surgery than was the case 10 years ago: ` - 
Age alone is not a contraindication to surgery of any 
magnitude.- - 
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= Care must be-directed especially to the Caron Vasca] 
and respiratory systems. 

Sepsis is a greater risk;.and for this reason penicillin 
and sulphonamide therapy should often be used as a 
prophylactic measure. 

The aged should never be allowed to lie in bed.. 

Disturbance of the electrolyte balance is not well 


- tolerated. This is well illustrated in three patients who 


required second operations as emergencies: in all of them 


vomiting or blood loss had grossly. disturbed the fluid - 


balance. All three patients died. l 
The commonest cause of a major chest complication is 


“pre-existing respiratory disease in association with an 


abdominal operation. These complications are rarely’fatal. 
‘The commonest cause of death) is cardiac failure 
arising in a hypertensive’ patient irrespective of the type 
of operation. 

Some steps must be taken in the future to facilitate the 
care of the aged post-operative patient who does not require 
further active surgical treatment in a hospital bed. A com- 


‘prehensive medical service must make better provision 


for this. 
. Summary 


The results of major surgery. in 99 patients over the age of 
70 are surveyed. 

The types of operation performed are enumerated. 

The pre-operative management is considered. 
_The choice and administration of anaesthetic are discussed. 

The post-operative management is outlined. 

The 17 fatal cases are considered in detail. 

Conclusions are drawn concerning the practice of surgery in 
the aged. 

A plea is made fa more adequate provision for the care of 
the convalescing aged patient. . 


All these cases were admitted under Sir Cecil Wakeley and Mr. 


E. G. Muir, to whom we wish to express our thanks for permission 
to survey these cases and for their guidance at all times. We are 
grateful to Dr. Vernon Hall and other members of the anaesthetic 
staff who administered some of these anaesthetics. We also thank 
Miss Fern and her staff for the kind co-operation of the Record 
Office. 2 


Of nearly 7 million dollars spent on tuberculosis research in 


the United States in a 12-months period during 1947-8, . 


about two-thirds were expended for the study -of drugs in 
tuberculosis ‘treatment. - A survey undertaken by the National 
Tuberculosis Association showed that the greatest expenditure 
on tuberculosis research was by official agencies, with a total 
of nearly 4 million dollars, of which 3 million were allocated 
to chemotherapy investigations. Following closely behind the 
official agencies were manufacturing firms, with appropriations 
of over 2 million dollars. Research by firms manufacturing x- 
ray equipment was also carried out. Universities expended nearly 
200,000 dollars on tuberculosis research, with only 4,500 dollars 
allocated to chemotherapy. It is pointed out, however, that a 
large part of the studies financed by other agencies are actually 
carried out in institutions with university affiliation. Dr. E. R. 
Long, director of the medical research and therapy department 
of the National Tuberculosis Association, has stated that if 
streptomycin had not dppeared so promising a drug “it is safé 
‘to say that much less money would have been expended for 
chemotherapeutic research, and much less, accordingly, for all 
research,” but he emphasizes that streptomycin research has 
disclosed the need for more fundamental research in tubercu- 
losis. “Had streptomycin proved as successful as the most 
optimistic enthusiasts anticipated,” he stated, “ had it proved, 
for example, as effective as penicillin in certain types of pneu- 
monia, it is probable that interest in basic investigation on 


_ tuberculosis would have declined. Actually, however, strepto- 


mycin research has raised more problems than it has answered; 
and the new problems, such as the nature of the antibiotic 
mechanism and the reason for bacillary resistance to the drug, 


‘can be solved only by fundamental laboratory research.” 


Medical Memoranda 





Chronic Progressive External 
Ophthalmoplegia 


The idiopathic form of chronic -progressive external 
ophthalmoplegia is rare enough to warrant a brief 
description of the following case. 


~ 


: CASE REPORT 


The patient was a man aged 39 who was born in Rumania . 
and had wandered about Eastern Europe and the Middle East. 
The family history revealed nothing significant. He had 
been in England since 1947. In 1933 he developed suppur- _ 
ating ‘cervical glands; in 1935 he had pneumonia, and 
in 1942 typhoid fever. While he was in Egypt, at the age of 
36, he noticed drooping of his left eyelid. In April, 1949, he 
came to hospital complaining of dizziness, double vision, and 
cough. There was marked ptosis of the left eye. Asymmetrical 
external ocular palsies were present, and the movements of the 


- eyes were as follows: 


pa Eye Left Eye 

Outwards 8° | ° 14° \ 16° 
Inwards 12 a pe : 
Upwards 30° ] 2° | 37° 
- Downwards 25-1 30 254 a 


-The pupils were equal and circular, and reacted normally to 
light. On ophthalmoscopic examination the fundi were’ 
normal; an error of refraction (vision: R. 6/12, L. 6/36) was 
easily correctable, and perimetry showed very slight symmetrical 
diminution -of the peripheral parts of the visual fields in each 
eye. No abnormality of other cranial nerves was observed, 
and all reflexes and sensations were unimpaired. Examination 
revealed no other physical signs. 

_ The cerebrospinal fluid was normal, and the blood pressure 
was 130/80. Radiographs of chest and skull were normal, and 
the blood Wassermann reaction and Kahn test were negative. 
To exclude myasthenia gravis a therapeutic test was done 
(2.5 mg. neostigmine + 1/100. gr. (0.65 mg.) atropine), but, as 
expected, no Improvement in the eye movements was observed: 


teen _ COMMENT 


In 1900 Wilbrand and Saenger studied 32 cases ‘of 
chronic ‘progressive external ophthalmoplegia and con- 
sidered the condition to be a distinct clinical entity. The 
characteristic features, as they. described them, are aš 
follows : The onset is gradual, usually beginning in child- 
hood, but may be delayed. Ptosis may be the first sign 
of the disease for a considerable time ; years may elapse 
before there are signs of paralysis of the external ocular 
muscles, and diplopia may or may not occur. The internal 
ocular muscles remain normal and the health of the patient 
is not affected. According to these authors, “It is a 
striking feature of the affection that no other signs or 
symptoms develop indicating implication of other organs 
or other structures of the nervous system.” Since the 
beginning of this century very few cases have been reported 
which belong to this group. 


Altland (1909) described a case in which ptosis of the 


Tight eye occurred at the age of 22, and which developed 


bilateral ptosis (left incomplete) and immobility of both 
globes at 51. McMullen and Hine (1921) reported’ three 
cases, but one was excluded from this group because a 


-subsequent examination revealed disease of other parts 


of the central nervous system. There are also reports 
by cans and Cadwalader (1928) and Farias (1941). 
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Fuchs (1890) thought that isolated forms of bilateral _ 
ptosis might be cases of primary myopathy., ‘Ayres,(1896). . 
reported the disease in a boy whose Maternal’ grandfather- 


also suffered from it. Beaumont (1900) had 12 cases’ and 


not only was there a familial incidence but in some there- 


“An Unusual’ Case of Rickets 
2. pi (Fanconi’s’ Syndrome) 


l There are several atypical. forms of rickets, but perhaps that 


was an associated .weakness in the distribution of the - associated with glycosuria, hypophosphataemia, and mild 


‘ . . ` : > 
seventh nerve. This involvement -of the central nervous, 


system, beyond the confines’ of the oculomotor nuclei 1s’ 


not in conformity with the description ‘given by Wilbrand 
and Saenger. ae =: Be =e 

.The case described by Sandifer (1946); å man of 29, had 
bilateral ptosis for.fourteen ‘years, a’ complete external 
ophthalmoplegia, weakness of, the orbicularis oculi, and 
certain cardiovascular changes. 


those ~ described by Beaumont cannot -be overlooked. 
Sandifer found that, histologically, biopsy of the ‘external 
rectus revealed myopathic degeneration, and he suggested 


-that -the lesion in ‘chronic progressive ophthalmoplegia | 
separated by: Wilbrand and Saenger may sometimes . 


be in the muscle and notin the oculomotor nuclei. 
Langdon and Cadwalader (1928), in their case of a woman 
of 81 with bilateral ptosis and almost,immobile globes, 
found that the oculomotor nerves were. comparatively 
small, the cel!s of the Edinger-Westphal nuclei were normal 
(this accounting for the internal ocular muscles being 
‘spared),~but the cells of the remaining portions -of the 


oculomotor nuclei showed some chromatolysis, pigmenta- - 


tion; and shrinkage. It is of interest to note that similar 
left-sided degeneration in-the more proximal levels of the 


‘third nucleus was reported by Siemerling (1891) in a case 
of. left-sided congenital ptosis with normal internal and ` 


external ocular muscles. This may indicate that the same 


aetiological factors are operative, whatever: these may be, . 


- yet the two conditions are clinically distinct. Gowers (1893) 
speaks of “ deficient vital endurance of the structures con- 
cerned,” and his theory of abiotrophy is generally offered 
in explanation. +- : i poe ` 


“At present there seems to be a tendency to group together 


all cases of chronic progressive external ophthalmoplegia. 
Some of these cases -may -be familial, or they may: be of 
myopathic origin- (Nikitin, 1929; Elliott, 1939; Martin, 
1939), while others may show evidence.of involvement of 
different parts of the central nervous system in addition 
to`the oculomotor nuclei. -But since :the prognosis is 
favourable in the condition separated by Wilbrand and 
Saenger (so far as the disease remains confined to the 


oculomotor nuclei), I believe it deserves:to remain a distinct, 


clinical syndrome, 


at least .until. the pathogenesis is 
elucidated. f ` i 


“ 


K.K. HUSSAIN, M.D. l 


My thanks are due to Mr. W. H. McMullen for his encouragement, 


and to Dr.- W. H. Kelleher, physician-superintendent, Western 
Hospital, S.W.6, for permission to publish this case. , 
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_ Although there was no. 
family history, the resemblance of this case to somie of ' 


. R. (1893):: Diseases of the Nervous System, 2, 195. - 


acidosis is the rarest ; hence the interest of this case. 


CASE REPORT ~“ 
The patient,.a female child aged 11 months, was sent from 


- a maternity and-child-welfate clinic to the. paediatric out-patient ` 


department of the City General Hospital, - Stoke-on-Trent, on 
November 19, 1948, for investigation of glycosuria.- The mother 
reported that the child had been normal and healthy until a 
few weeks earlier, when increasing ‘thirst had been noted and 
she had ceased to gain weight. She had become constipated also 
and was inclined to vomit. The mother was especially con- 


_ cerned because a son had died in 1941, at’ the age of 6 years, 


from what was stated to have been “nephritis and uraemia.” 
The mother volunteered the information that he had had “ sugar 
in his water ” from the age of 12 months, and that the onset of 
his illness had been associated with thirst and retardation of 
growth. Further questioning elicited that the father had died 
from a renal calculus, the’ mother herself being apparently 


normal, as is her only other child,‘a girl aged 7. ` 


On clinical examination the patient was a pale fragile child, 
with two teeth, and was able to stand and to say a few words. 
Her weight was 16 lb. (7.26 Kg.). There was evidence of recent 
loss of weight, and she appeared dehydrated. She had well- 


‘marked rickets, with bossing of the skull, tachitic rosary, and 


thickening of the lower ends of the radii.:.Her abdomen was 


‚distended, and faecal masses could be felt in the left iliac fossa. 


No abnormal findings were noted in her throat, ears, chest; or. 
in the cardiovascular and central nervous systems. 

' Special Inyestigations.—Urine : This showed an acid reaction, 
a trace of albumin with 1% of sugar (proved to be glucose), 
an excess of amino-acids, and no ketone bodies ; microscopy 
revealed a few red blood cells, scanty pus cells, and numerous 
granular casts. Blood: Urea varied between 34 and 42.6 mg. 
per 100 ml.; sugar, 83 mg. per 100 ml.; serum phosphorus, 
2 mg. per 100 mi. (normal 4-5 mg.); serum- calcium, 9.3 mg. 
per 100 ml. (normal 9-11 mg.); serum alkaline phosphatase, 
10.1 units (normal 3-13); serum acid phosphatase, 3.2 units 


„(normal 0.5-5); plasma proteins, 4.75 2.%; alkali reserve, 


50 vols. CO,% ; Wassermann reaction negative. Radiology : 
A straight radiograph of the abdomen and radiograph of the 
skull and pituitary fossa showed no abnormality, and I.V.P. 
was deemed inadvisable owing to the child’s general condition. 
A radiograph of the wrists showed decalcification of the bones 
with rickets. A glucose-tolerance test confirmed the glycosuria 
to be renal in origin. 


COMMENT 


. The association of rickets, glycosuria, hypophosphat- 
aemia, and mild acidosis is extremely rare. The first cases 
were reported in 1926 by Schier and Stern, others being 
later reported by Fanconi (1931), by whose name the 


syndrome is sometimes known, and De Toni (1933). 


The aetiology of the condition is uncertain,. but it -is 
known to have a familial incidence. It is said to be due 


_ ` tó a defect of the renal tubules which renders incompetent - 
_ the reabsorption of glucose, amino-acids, ‘and phosphates. 


This explains the increased: amino-acids in the urine, the 


- . often decreased b!ood proteins, the glycosuria of renal type, 


and the hypophosphataemia (the last-mentioned being 
sometimes the cause of renal calculus). .The. defect is said 
to be in the proximal renal tubules, where glucose and 


phosphates are normally reabsorbed in the form of phos- ` 


phate esters. Stowers and Dent (1947) have demonstrated’ 
on post-mortem material that phosphatase, which is essen- 


“tial for the formation of these esters, is absent from the 
' proximal renal tubules, where it is normally abundant, and 
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-they believe this to be the major detect in Fanconi’s 


a ~ syndrome. ~ 


"The above case seems to be a classical example of the 
* genditien: and has several features of note. First, the family 
~ incidence : there seems to be no reason to doubt that the 
child who died in 1941 showed the main features of the 
syndrome, and it is probable that the father’s renal calculus ` 
was related to the condition of his children. 
no notes of either of these cases‘are available. Secondly, in 
_spite of the fact that the child had received adequate .anti- 


 rachitic’ treatment (fortified cod-liver oil) since birth,- she ` 


had developed gross rickets by the age of 11 months. 


Finally, the early age at which diagnosis was possible is_ 


of interest. 

The condition eae a congenital “and often hereditary 
defect- of the renal tubules, treatment is unfortunately. of 
little avail. . 


JAMES Hincston, M.D., M.R.C.P.1., D.C.H., 
- Paediatrician, City General Hospital, Stoke-on-Trent. 
; d : . 
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. Acute Psychosis Caused” by 
Dextro-amphetamine 


The following case is of interest because of the small amount » 


> ene drug taken. 


ick REPORT 


A petty officer. stoker mechanic aged 29 reported sick with - 


a _five-years history_ of headaches and depression. His M.O. 


found no organic cause for the headaches and, in view of, 


the depressive element, prescribed dextro-amphetamine. The 
patient was given: 14 5-mg. tablets and instructed to take two 
daily: At 6 a.m. on the following morning he was found 
He had been incontinent of 
_urine. He was able to'state that before retiring he had taken 
--11 tablets (55 mg.) of dextro-amphetamine. When he regained 
cousciousness in hospital he thought he saw a piece of paper 
He then complained that some- 
__ body was putting his finger on the top of the door and taking it. 
“away quickly. He also imagined he saw smoke coming through 

a partly open door, and later in the forenoon he stated that there 


' were flashes of light going across the bed. He had auditory hal- . 
“lucinations at the same time, and he felt annoyed because no-. 


‘ body shared these experiences. Similar hallucinations continued 
during the remainder of the day. The next morning he was 
cheerful, co- operative, and relaxed. Consciousness was clear, 
his thought and -conversation were coherent and relevant, and 
he was not at all depressed or irritable. He was still hallucinated 
and had: come to the conclusion that someone had been 
arranging these phenomena in order to test his reactions ‘to 
them. He-lacked insight and could not accept any suggestion 


that he had been hallucinated. He had no further hallucina- ` 8 
‘tions after his first morning in hospital, and he developed good > 
His thought and behaviour rapidly became normal and | 


insight. 
he had no further symptoms except occasional headaches. 


COMMENT 


- The dose taken by this patient appears to be the smallest 
‘on record to have precipitated a psychotic state. Probably 
a larger dose would have been required if he had taken the 
drug previously and had thereby gained some tolerance. 
Idiosyncrasy to small doses, resulting in circulatory collapse, 
is reported by Davies (1937), Norman. and | Shea (1945), 
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SHarwon (1945); Mutch (1948), Sargant. and Slater’ (1948), 
and others. Idiosyncrasy was evidently responsible, for 
one of the two recorded fatalities—that of a student aged 
25 who collapsed and died after taking 30 mg. of 
~amphetamine sulphate daily for a few days (Smith, 1939). 
The other death occurred after the accidental ingestion of 
‘40 mg. of amphetamine by a 1-year-old child (Hertzog 
et al., 1943). 

Fight cases are recorded of’ acute psychosis caused 
by amphetamine and its dextrorotatory. isomer. Young 
and Scoville (1938) administered amphetamine to two 
narcoleptics, who both developed a paranoid psychosis 
after a few weeks. The amount of the drug taken 
was uncertain, but was of the order of 30 to- 40 mg. 
a day. Norman and Shea (1945) report the develop- 
ment of somatic; visual, and auditory hallucinosis in an 
alcoholic aged 49 who had been taking a daily dose of 
250 mg. of amphetamine for five years. Monroe and Drell 
(1947) describe a further four cases of hallucinations and 
ideas of reference amongst prison inmatés who had- been 
ingesting strips of amphetamine from inhalers. One had 
taken 93 mg. and another 250 mg. The amount consumed by 
the other two is not specifically stated, but was probably of 
the same order, since each inhaler contained 250 mg. of 
amphetamine base. Schneck (1948) reported. visual hallu- 
cinations and delusions in a man ‘who had consumed one 
and a half snp eae inhalers within 36 hours. 


We are indebted T Surgeon Rear-Admiral J. A. Maxwell, C.V O., 
C.B.E., F.R.C.S., K.H.S., medical officer-in-charge, RN. Hospital, 
Has'ar, for permission to publish this case. i . 


G. G. WALLIS, M:B., BS. > T 
J. F. McHaRrG, M.B., Ch.B., D.P.M.. 
O. C. A. SCOTT, M.B., B. Chir. 


REFERENCES 


“ 
~ 


~ Davies, I. J. (1937). British Medical Journal, 2, 615. 


Hertzog, A. J., Karlstrom, A. E., and Bechtel, .M. J. (1943). J. Amer. 
med. Ass.. 121, 256. 

rae E R. R., and Drell, H. J. (1947). Ibid., 135, 909. 

Mutch, N _ (1948). Practitioner, 160, 331. ` - 

Norman, I, and Shea, J. T. (1945). New. Engl. J. Med., 233, 270. 

Sargant,’ W. > and Slater, E. (1948). An Introduction to Physical 
Methods and Treatment. in Psychiatry, 2nd ed., p. 117. 
Edinburgh. ` o ~ 

` Schneck, J. M. (1948). Mil. Surg., 102, 60. 

aia H. J. (1945). British Medical Journal, 2, 285. 

Smith, L. C. (1939). J. Amer. med. Ass., 113, 1022. . 

Young, D. and Scoville, W. B. (1938). ‘Med. Clin, N. Amer., 22, 

© 637. 


- š 
~ \ 


The. important effect on stressed “perspex ™` windows of` 
solutions used for the- disinsectization of aircraft is described 
by Whittingham and Galley in the- Monthly Bulletin ‘of the 
Ministry of Health and the Public Laboratory Service (1949, 
, 186). Some insecticide- solutions facilitate the crazing of , 
these windows, a process which manifests itself in the forma- 
{ion of cracks varying from a surface frosting to deep, highly 
This causes a weakness which in pressurized 
‘aircraft may lead to the window blowing out in flight—a serious‘ 
matter ‘for the aircraft and its occupants at high.altitudes. Four 
common insecticides were tested in the laboratory for their 
effect on stressed “ perspex,” and a wide variation was demon- 


y` strated in the intensity of their action. One solution containing 


methylene chloride, for example, caused instantaneous crazing 
when sprayed on to the window material. Whittingham and 
Galley’s findings indicate the importance of consulting aircraft 
constructors and experts on materials used in’ aircraft in the 
development of new insecticides, for this use. 
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- Geriatric Medicine. By E. J: Stieglitz, M: D., F.A.C.P. 
Second edition. (Pp. 773;.-illustrated. £3.) Philadelphia 
and London: W. B. Saunders Company. ` 1949, 


Age is Opportunity. (Pp. 118; illustrated. 2s. 6a.) 
' London: The National Council “of Social Service, 26, 
Bedford Square, London, W.C.1. : 


Thé two books are symptomatic of the increasing interest 
in- the care and welfare of the aged.” In a sense they- are 


| -complementary, for the first sets out to discuss the diseases 
-from which the aged ‘suffer, with their prevention- and 


their treatment, while the second gives much useful advice 


l and information to`those who wish to. see elderly persons 


given the greatest Opporunity possible - for et “own 


happiness. 


Unfortunately, Stieglitz and his 46 TE avei not 
made up their minds on what they are attempting to do. 


_As a result, their book does not completely satisfy “any 


one criterion. It is not a textbook: of medicine, because 
it presupposes much fundamental knowledge of ‘medicine ; 


: yet it is, not a handbook for the doctor who wishes to do 
_ something for his elderly patients, because it treats in too 


- much detail of all diseases affecting all patients. 


+ 


- intelligent reader to ponder over. 
with a refreshing sanity on the interpretation of a raised 
blood pressure; pointing out the irrelevance of a single - 


` Old people certainly have their own, problems : 


‘will be needed to obtain -success. 


It does 
not limit its lesson to modifications or improvements in the 
diagnosis- and treatment of old popie suffering from 
general disease, 

One can except from this generalization the~articles 
written by Stieglitz himself, both on the general approach, 
to and on the philosophy of the medical care of the elderly, 
and on hypertensive arterial disease. From these sections 
there is much that can be learned and much ‘fer the 
The author comments 


reading and’ emphasizing the importance of the time factor’ 
in prognosis. The instructions for treatment are clear and 
detailed, and show how the patient with early hypertension 
can enjoy a reasonable life without being a burden to him- 
self or his relations by reason of a host of dietetic fads 
and restrictions. Similarly, Monroe’s article on diseases 
of ‘the joints comes near to being a model of clear think- 
ing and wise treatment. -His advice on the management: 


‘of a patient suffering from early rheumatoid arthritis -is 


excellent. ` He realizes that the hopeless deformities so 


frequently seen arë not inevitable, and gives in some detail 


his own method of preventing their occurrence. _ 

Few of the other authors go into sufficient detail to 
make this expensive book of much. practical value to the 
doctor. who wishes to do his best for his.elderly patients. 
it is true 
that there are no major changes in the concept of treatment 
between the middle-aged and the aged, but the difference 


ability to -devise means of overcoming the effects of lengthy- | 


illness and even longer deformity. Little attention is given 


in this book to considering how. best to prevent the onsef 


‘of illness among the elderly, and sufficient emphasis is not 


laid upon, the remarkable capacity for_ rehabilitation 
possessed by these: people, provided it is realized that the. 
response to treatment will be slow_and that much patience 
This does not need fo be 


j the patience of las the. treatment is of interest because 
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- „Fractures and Dislocations in General Practice. 


: between success and failùre in this specialty lies in the ~ 
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of the infinite variety of detail néeded to BenIeye a 


`- successful result. a 


Reference to the occurrence of pulmonary becali 


— among the elderly is interesting and important, and one 


wonders how many children have been infected by a loving 
But 
it is surprising to read -suggestions for the treatment of 
Eustachian deafness with radium: experience gained in 
this country during the war has shown .the dangers of this 
practice. 

The handbook issued by the National Old People’s Wel- 
fare Committee gives good advice to any body, voluntary 
or municipal; that wishes tọ, take an, intelligent interest in 
the welfare of the elderly. It deals systematically with their 
wants, and shows how these can best, be. satisfied. It gives, 
therefore, indications of how the elderly: can. be kept in 
good health, and how they can be prevented from becoming 
a burden to the community by sinking . into a state in 
which they need to be admitted to hospital for long periods. 
Regular visiting and the establishment of clubs will not 
only combat the-loneliness which is one of the great dreads 
of old age, but will enable disease to be recognized while 
it is remediable. Provision of meals. will help to prevent 
the varied types of malnutrition which are found among 
the elderly. A useful occupation will keep the mind alert 
and active, and its provision should help finally to dispel 
the idea that the aged are incapable of learning new trades. 
Advice on the setting up of homes and other forms of 
housing will go far to ensure that the older members of 
the population shall be housed in as suitable surroundings 


~as their younger countrymen, and will do much to keep 
; them well. This is a useful book that should be widely read. 


AMULREE. 


HANDBOOK OF FRACTURES 


By John 
Hosford, M.S., F.R.C.S. Second edition revised by W. D. 
Coltart,-F.R.C.S: General Practice Series. (Pp. 288; 87 
illustrations. £1 1s.) London: H. K. Lewis and Co. 1949. 


Modern methods in the treatment of fractures, with the 
necessity for repeated radiographic examination, plaster 
work; physiotherapy, and other ancillary services, have 
made it inevitable that most fractures should be treated 
primarily in the fracture services of the hospitals. More 
often than not the general practitioner has neither the 
facilities nor the apparatus for the efficient handling of 
fractures, other than those of a-minor nature. Neverthe- 
less, it would be unfortunate if the family doctor were to 
lose touch with modern developments in treatment. He 
may no longer be responsible for the details of the local 


‘treatment of the fracture, but very often the general super- 
` vision of patients under treatment at the fracture clinic will 


fall to his caré. His advice and opinion will often be 
sought ; and he will be called in if unexpected symptoms 
should develop in the intervals between the patient’s visits 
to the clinic. < 

The second edition of this book has been revised con- 
siderably to suit the changed conditions that now prevail. 
It does not set out to teach the practitioner how to treat 
a fracture : it is designed to give him an up-to-date account - 
of the broad lines on which fractures and dislocations are 
treated in hospital. The book can be commended for its 
clear descriptions, accuracy, and conciséness. It should 
fulfil well the purpose for which it has been designed, and 


. it may prove even more successful as a short handbook 


for students. 
J. C. ADAMS. 
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>, ':°. NEONATAL MORTALITY 
Fetal and Neonatal Death. By Edith L. Potter, M.D., 
.-Ph.D., and F. L. Adair, M.D. Revised edition. (Pp. 173 ; 
~ illustrated. £1 10s.) Illinois, Chicago: University. of ` 
Chicago Press. Great Britain and Ireland: Cambridge 
- University Press. 1949. . 


‘All those ,concerned-with the care of the newborn baby 


¿have used “ Potter and Adair” since it first appeared in 


1940. . A new and revised edition, which incorporates new 


work on the Rhesus factor and the effect of rubella upon 
the foetus, is therefore most welcome. It is of. great 
importance to consider stillbirths as well as neonatal deaths 


to gain a complete picture of -loss of life at this, period, 


and the study of the problem in the necropsy-room or 
as an exercise in Statistics is well described. 


Jiterature,: and it: seems strange to find respiratory’ diffi- -- 
‘culties at birth discussed. without any reference to Barcroft’s 
‘work. It would be a fascinating task ‘to relate the United 


States statistics to those of other countries, as Professor C. 


- the host from outside. 


> 


McNeil did with his Scottish figures in 1942. 
The authors’-approach to a subject which still requires 
much exploration is essentially that of pathologists. As 


will be gathered, the effect of this monograph upon 


reviewer is to make him eager to see it much enlarged : 
is excellent as far as_it goes. ALAN MONCRIENT, 
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PATHOGENESIS OF INFECTION. 


Klinische Infektionslehre. By Professor Felix O. Höring. 
Pear edition. (Pp. 245. M. 18.) Berlin : Spinach: 
1948 


Professor Höring’ s Clinical Study of Infection is an unusual 


book. It is an attempt to bridge the gap befween bacterio-. | 


logy and immunity on the one hand and clinical medicine 
on the other. 
rather an essay with pathological physiology as its central 
theme. Health and illness are taken as abstractions ; 
host and the parasite are the only concréte realities. The 
author revolts from the concept of disease resulting from 
the blind operation of chance, something imposed on 
The individual cannot be thought 
of apart from his environment. The relafion of the host 
to the parasite is not one of enmity but essentially an 
attempt at mutual adaptation . with symbiosis as its goal: ° 
` Medical bacteriology is therefore merely a Dranga of 
oecology. ` 

Starting from this hed the author examines the differ- 
ent reactions of tissues to the parasite, classifying them into 
normal, anergic, and hyperergic. He then divides all infec- 
tious diseases into three categories : (a) the eyclical diseases 
characterized by a predictable course—incubation period, 
period of generalization,. period of localization in the 


organs ; (b) the local diseases, characterized by a focus of- 
inflammation that spreads only by direct continuity and. 


- pursues an irregular course ; and (c) the septic diseases, 

characterized by-.an inflammatory focus that is in direct 
communication with the blood stream, thus enabling the 
particular types of parasite associated with~ these diseases 
to give rise to generalized manifestations. Further sub- 

division follows, and ten possible courses are described 
- for the infectious process. 


_pathogenesis into one or other of the numerous theoretical 
categories laid down. 


a 


This form of abstractive treatment is perhaps more con- 
genial to the ‘Teutonic than the English mentality, but both 


- ‘clinicians ‘and bacteriologists may find something stimy- 
lating in the author’s method of approaga to a well-worn 
subject. - È . G. S. _ WILSON. 
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It is inevitable 
that the references:should be almost entirely to American 


- Clinical Diagnosis by Laboratory Examinations. 


It is not.a textbook or a monograph,’ but . 


the . 


Each of the infectious diseases’ 
is then briefly examined, and classified according to. its- 
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VITAMIN B, AND PERNICIOUS ANAEMIA ` 
Vitamin Ba crystalline anti-pernicious- -anaemia factor 
of great potency, was isolated almost simultaneously in 
-~ 1948 in this country and in the U.S.A. We have already 
' commented! on some of the reports describing its pro- 
perties and “uses. Intramuscular ‘ injections of a few 
microgrammes of this compound, which appears to pos- 
_ sess all the activity usually associated with liver extracts, 
causes remissions in pernicious anaemia, ‘sprue, steator- 
rhoea, and nutritional macrocytic anaemia. The only 
- other substances which have sucha powerful: action’ in 
‘minute quantities, though in their case a harmful one, 
‘are the radioactive element plutonium’ and botulinus 
toxin, Calculation: shows that not more than’ a ‘few 
hundred molecules of vitamin B,, are ‘necessary for the 
- maturation of one red cell. Reports on the tse of vitamin 
B,,. have so far been confined to small. series of patients 
treated with varied amounts of the vitamin and followed 
up for very short periods. In this issue of the Journal 


we publish’ two articles by workers- who have played i 


. leading parts in.the isolation and testing of this com- 
pound. That by Dr. E: Lester-Smith gives the story 


of the work which ‘resulted in its discovery. In the. 


22 years since Minot and Murphy first discovered the 
effectiveness of liver. therapy in. pernicious anaemia 
there has beén a gradual advance | in methods of purify- 
ing liver extracts, though it is now known that these 
~ purified extracts. contained less than 1% of the active 
constituents. This, was due to lack: ofa suitable method 
of separation from: inert material (eventually „overcome 
-by partition chromatography), the extremely small quan- 
tity of vitamin B,. present (less than 1 g.“in 4 tons of 
liver’), and the absence of convenient methods of assay. 
The success of Lester. Smith’s fractional crystallization 
depended. upon the results of clinical trials of more than 
80 samples carried out by Dr. C.C. Ungley, the author 
_of the second -paper in this issue.’ In this type of work 
the greatest-care and patience are needed to avoid false 


. results, and it is.to the Credit of. the ‘clinical workers ` 


=that they were able to lead the Aborafory workers 
_ along the correct path.“ ` => 


1 British Mealea Journal, 1949, 2, 694,- 

3 Smith, E. L., Nature, Lond., 1948, 161, 638. _ , 

3 British Medical Journal, 1949, 2, 1072. 

á Spies; T. D.,- Sto ne, R. E.. Lopez, G. G., ee È., Toca, R. L., and 
chemin Lancet, 1948, 2, 519. ~ 
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o Dr. Ungley S carefully planned investigation of the 


“treatment of pernicious anaemia by injections of vita- 


min Bis was carried out on 53 cases, the largest series l 
yet published. “He- took. great care to ensure that 
responses- were not due vto spontaneous remission or 
to factors in’ the diet,.and he was able to offset the 
effect of variation in ‘the initial red-cell count by the 
use of statistical methods. Having worked out a logical 


` scheme of dosage Ungley is now able to say with greater 


_ certainty than any previous worker how much vita- 


‘omin B,, is required to treat patients with pernicious 


anaemia. It seems that a single dose of 10 yg. produces 
as good a response, judged by reticulocyte increase or, 
better, by the rise in the total red-cell count over a 


period of 15 days, as is usually obtained with ordinary - 


liver.-extracts. Larger doses give even better results, 
and the amount required to restore. the red cells to 
4.5 million or more in 32 cases ranged from 15 to 
140 ug. These amounts led also to an increase in white 
cells and platelets and to clinical recovery. Twenty-one 
patients Have been followed up for six to fifteen months. 


‘while receiving 10 ug. every two weeks, and only three 


have not been maintained in an entirely satisfactory 
state. “No fresh neurological symptoms appeared, and 
- those already -present improved or at, least did not 
progress. Ungley considers the results of treatment 
of eight cases of subacute combined degeneration 
of the- cord to be as’ good as those obtained with 
liver extract, either crude or refined. This contrasts 


Strongly with the. results of folic acid therapy re- 


ported recently: in this Journal ‘by Israéls and Wil- 
kinson,? who concluded that folic acid should never 
be given to patients with subacuté combined degener-, 
ation of the cord. Ungley suggests a dosage schedule 
consisting of 40-80 yg. initially, 20 ug. weekly for three 
months, and 30 pg. every three weeks thereafter for 
the uncomplicated case of pernicious anaemia, with 
double these amounts ‘and more’ frequent administra- 
tion when neurological symptoms are present. 

The use of microbiological methods of assaying vita- 
min B,, activity, developed in the U.S.A. during the 
work which led to its isolation there, enables the 
strength of liver extracts to be measured in terms of a 
pure substance. Dosage will thus cease to be empirical. — 
, The isolation of vitamin B,. from the metabolism, fluid 
of cultures of Streptomyces griseus; (used in the manu- 
facture of streptomycin) is referred to by Lester Smith, 
and commercial production from ‘fermentation liquors 
is now practicable. The use of the pure vitamin may . 
obviate the reactions which ,occasionally occur with 
liver extract and will certainly enable larger amounts of 
the -anti-pernicidus-anaemia factor to be administered. 
Thus the outlook for patients with cord changes -may 


be improved. No doubt, however, further discoveries 


will. soon be made. Already there are known to be 


. 
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two, probably three, active substances in the crystalline 
fraction, and their relationships and chemical structure 
are being studied. The part played by folic acid and 
thymine* still remains a mystery. On the clinical side, 
too, there are many unanswered questions. The nature 
of the “intrinsic factor” is still unknown. The source 
of vitamin B,,., whether dietary or the result of bacterial 
synthesis in the gut, is uncertain. There is no satisfac- 


oe 


tary explanation why some patients develop subacute: 


combined degeneration of the cord when anaemia is 


only moderate or even absent and other patients with: 


severe anaemia do not develop it, why spontaneous 
remissions occurred before liver was used in treatment, 
or why some patients are, or become, refractory to 
treatment with liver extract. The discovery of vita- 
min B,. has already helped the search for the answer to 
these and other questions. ' i 





THE EYES IN MALNUTRITION 


It is not surprising, since the normal eye is a most 
sensitive and delicately poised optical instrument, that 
optical abnormalities should frequently occur as an effect 
of disease or that they should be given prominence when 
they are a characteristic feature of any particular illness. 
Besides being a secondary effect of disease, howéver, eye 
lesions may’ sometimes be, the first signs of dietary 
deficiency. In. recent years much new knowledge has 
been gained about nutritional requirements, and many 
books and papers have been written around clinical and 
experimental observations on the state of the eyes .in 
various forms of malnutrition. Dr. Hugh Stannus’s 
scholarly. and critical essay on “Nutritional Eye 
Disease,”* for which he was recently awarded the 
Treacher Collins Prize, is therefore to be welcomed as 
a valuable review of this important subject. In his 
earlier chapters Stannus assumes that disorders of nutri- 
tion may result from ‘senescence, inborn errors of meta- 
bolism, endocrine derangements, metabolic diseases, and 
various congenital deformities, dystrophies, and abio- 
trophies, and he discusses many pathological conditions, 
both common and rare, in which the eyes are affected, 
though it-may be questioned whether nutritional factors 
are concerned in all of them. In his description of the 
biochemistry and metabolism of the various parts of the 
eye he points out that the lens is completely isolated 
from any blood supply aid is believed to have its own 
internal auto-oxidation system, in which ascorbic acid 


1 Stannus, H. S., “Nutritional Eye Disease.” Manuscript copy presented 
by, the author to the library of the British Medical Association. 
2 Warkany, J., and Schraffen-Berger, E., Proc. Soc. exp. Biol, N.Y., 1944, 


3 Mellanby, E., J. Physiol., 1940-41, 99, 467. 
1 Wernicke, C., Lehrbuch der Gehirnkrankk; citen, 1881, 2, 229, Berlin. 
5 Lancet, 1947, 1 
6 Publ. Hlth ja Wash., 1940, 55, 157 
7 Burgess, R. C., "Proc. Nutr. Soc., 1945, 5, 116. 
8 Raadt, O. L. E. de, Thesis, 1947, Leiden. g 
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and glutathione, both present in relatively large quan- 
tities, may be vitally concerned. 

Stannus devotes most space to a discussion of the 
effect of either primary or secondary deficiencies of 
individual nutrients on the structure and function of the 
eyes, with particular emphasis on the effects of depriva- 
tion of vitamins. According to present evidence, vita- 
mins A, B,, C, and riboflavin seem to be more impor- 
tant than others for maintaining the health of the eyes, 
though Stannus briefly reviews the whole range òf vita- 
mins and the general effects of their deficiencies. As 
examples of the-‘various ways in which nutritional 
deficiency may affect the eyes the four, main lesions 
which can result from deficiency of vitamin.A have 
special interest. In human beings and in rats avita- 
minosis A frequently gives rise to xerophthalmia 
and keratomalacia. These abnormalities are generally 
regarded as the classical signs of deficiency of the 
vitamin and frequently cause permanent blindness in 
Eastern peoples. In rats deficiency of vitamin A during 
pregnancy often causes ocular defects in the offspring.’ 
In dogs deficiency of the vitamin may disorganize bone 
growth, and stricture of the optic nerve may result: from 
occlusion of its foramen.’ Deficiency of vitamin A also 
causes defective dark adaptation: the abnormality in - 
this instance may be traced to a defective formation of 
visual purple, a photosensitive pigment present in the 
retinal rods. At least one form of this pigment, if 
Stannus’s view is accepted that a group of pigments is 
involved, consists of vitamin A in combination with 
protein. Deficiency of a single vitamin, therefore, may 
lead to permanent blindness by three distinctly different 
anatomical routes. A serious functional disturbance 
also results if the same vitamin is not available to take 
part in the complicated mechanism of the retina ; for this 
it takes on a form in which it is unknown in any other 
tissue. í l 

Deficiency of vitamin B, causes similar optical lesions 
in diseases arising in widely different circumstances. ` 
Thus Wernicke’s encephalopathy,* a disease in which 
sight is affected by lesions in the periventricular grey 
matter of the brain, with varicose deformities of the 
blood vessels and petechial haemorrhages, was described 
long ago in alcoholic patients, and was later considered 
to be associated with a secondary deficiency of vitamin. 
B,. Subsequently a very similar picture was observed 
in the “Chastek paralysis” which afflicted artificially 
reared silver foxes when they were fed upon raw-fish. 
Research soon indicated that the fish contained .a toxic 
substance capable of inactivating vitamin B,, which was. 
effective in the treatment of the disease. Finally, 
Wardener and Lennox’ noticed a similar syndrome, 
often fatal, in a large number of prisoners of war at 
Singapore whom they considered to be suffering from 
“cerebral beriberi.” Thus secondary deficiencies of 
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vitamin B, caused by two different toxic agents, or by 
prolonged and severe dietary deficiency, all eventually 
lead to the development of similar syndromes. In,ribo- 


flavin deficiency there is a heaping up of sodden epithe-- 
lium on the palpebral commissures, in common with all — 


orifices of the body, the typical signs having been 
-observed by, Stannus in malnourished individuals nearly 
forty years ago.. The patients complain that their eyes 
itch and burn,’and visual acuity is sometimes poor. 
. Stannus, however, disputes the claims originally made 
by Kruse and Sydenstricker that a deficiency of ribo- 
flavin may be diagnosed by slit-lamp examination of the 
vessels in the limbus, since other factors have to be taken 
into account.. Dr. Stannus concludes his monograph 
with a comprehensive account of the optical abnormali- 
ties which weré frequently observed in prisoners of war 
in the Far East subsisting on diets deficient in both 
- quantity and quality. In these circumstances retrobulbar 
neuritis was often a prominent symptom, probably 
associated with riboflavin deficiency.’ Nystagmus 
with oto-neurological symptoms was also common 
and* believed to be an early manifestation of pellagra.’ 

‘Pick’s visions, or the so-called partial visual vertigo, 
-were another disturbing feature; the patients saw 
jumbled print when they attempted to read, and some- 
times had the impression that their companions left: the 
room by walking through the wall. 


~ 


VITAMIN E -THERAPY 


The difficulty of deciding whether vitamin E has any 
real value. in the treatment of human diseases was 
emphasized by the. contradictory opinions expressed 
at the International Conference on Vitamin E which 
was held in New York earlier this year and on which 
we commented at the time.t Massive doses of a- 
tocopherol were claimed by Dr. Evan Shute and others 
who belong to his school of thought to be effective in 
the treatment of cardiovascular diseases, chorea, ulcer- 
. ations, burns, multiple sclerosis, urethral strictures, 
Dupuytren’s contracture, Peyronie’s disease of the 
penis, and even diabetes. Most of these claims, 
- however, were contested by other investigators, who 
described carefully.controlled trials in which they had 
failed completely to observe any benefit from vitamin-E 
therapy. In spite of these severe criticisms vitamin E 
' has continued to be widely prescribed in Canada and 
the U.S.A. ae 

-Recent reports have increased ‘doubts about the value 
of vitamin-E therapy. In the treatment of a small, care- 
fully selected series of cases of angina pectoris Ravin 
and Katz* found that tocopherol was valueless.” Bensley 


1 British Medical Journal, 1949, 1,949 and 951. 
~, 2 New Engl. J. Med., 1949, 240, 331. 


3 Canad. med. Ass. J., 1949, 61, 260. 
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and his colleagues? were equally unsuccessful in a care- 
ful ‘trial of its alleged beneficial effects in diabetes. To 
offset these disappointments, -however, the use of toco- 
pherol in two’ recent investigations, reported clsewhere 
in this issue, appears to have achieved a fair measure of 
success. Dr. G. Russell Thomson (p. 1382) has tested 
Steinberg’s claim that Dupuytren’s contracture is influ- 
enced favourably by massive doses of vitamin E. Most 
of his early cases responded well, and complete exten- 
sion of the fingers was often restored. The vitamin was 
also beneficial in the later stages of the disease, but to 
expedite cures the palmar bands were divided by oper- 
ation. These observations, however, are open to the 
criticism that no control cases were given placebos, 
though confirmatory evidence thatthe vitamin has a 
plainly. recognizable effect on the diseased tissues might 
perhaps be inferred from the pain which was often 
experienced in the palmar bands before the contracture 
began to respond. Dr. H. C. McLaren (p. 1378) has 
studied the value of tocopherol in preventing flushing, 
sweating, and insomnia after artificial induction of the 
menopause by treatment with radium or deep x rays 
or by hysterectomy and odphorectomy. Temporary 
relief was obtained in about 60% of his cases. Since 
the remaining 40% ‘were relieved by stilboestrol, it is 
clear that tocopherol is less efficient than are oestrogens 
in -preventing flushings, but it has the advantage of 
seldom causing the resumption of menstruation. Some 
of the patients were given placebos for a few weeks 
before their treatment with tocopherol was begun ; only 
cne out of- eighteen was cured. 

The results of these two investigations raise hopes 
that vitamin E may have real value in the treatment 
of certain diseases, even if the more extravagant accla- 
mations of its virtues have to be discounted. Animal 
experiments have left no doubt that the vitamin is 
essential for most species, and that the lesions which 
result from its absence are remarkably diverse. Thus 
its role in maintaining gestation, which led to its dis- 
covery some 25 years ago, is only one of the many 
manifestations of its activity. Other lesions caused by 
deprivation of this vitamin are muscular dystrophy, 
brown coloration of the uterus and skeletal muscles, 
encephalomalacia, exudative diathesis, and dental abnor- 
malities. Animals whose diets are deficient in vita- 
min E use and store vitamin A inefficiently, and their 
fat deposits are turned brown when large amounts of 
cod-liver oil are given. When the diet is deficient also 
in protein the animals are particularly vulnerable to 
liver injuries, whether occurring spontaneously or after 
the administration of chloroform or other toxic sub- 
stances. The erythrocytes of deficient animals are un- 
duly liable to haemolysis. From the results of animal 
experiments, therefore, it would not be surprising if 


deficiency of vitamin E were found to be associated 


1 
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with several widely. different human diseases. 





But there 
is. still no ‘evidence that concentration of vitamin E in 
the blood plasma is particularly low in any of..the 
_ diseases which it is réported to benefit, or that the food>- 
eaten by the patients suffering from:these diseases las 
been deficient i in the vitamin. The doses claimed to be 
effective, moreover, are usually greatly i in excess of what 
is thought to be the normal daily requirement, - Shute . 
~ has concluded that tocopherol in large doses has thera- 
peutic effects. which are distinct from ‘its physiological | 
effects at normal intakes: Another. possibility is that 
defects in the tissues may increase requirements for 
tocopherol, so that the amounts normally supplied by ° 
the blood may become inadequate. l 
Perhaps the most regrettable feature of tocopherol 
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It is recommended that this information shall be available 
to part of the profession—namely, the Joint Committee and 
its constituent bodies ;.boards of governors, regional boards; 
“medical committees, and medical advisory committees. 
y Apart from this the boards. should be instructed to regard 
“information relating to awards as confidential.” It is not 
for the Journal to criticize -this recommendation’ of the 
_ Council of the B.M.A. to the Advisory Committee on Merit 
"Awards. The fact that it has seen fit to make such a 
récommendation is.in itself à comment on the peculiar 
innovation in our professional life that has been introduced 
by. this method of augmenting. consultants’ incomes. ` 

- These awards have often been described’ as prizes—even 
--compared to Nobel prizes. Men like to honour those who 
win prizes and gain professional distinction for merit in 
their work. If the recommendation of partial secrecy is 


acted on, then something quite exceptional will have hap- 


therapy, at its present state of development, is its, great pened in the profession of. medicine—and in the history of 


expense. 


Thus in McLaren’s investigation an’ average prizes and awards. 


The reasons for asking for partial 


course of treatment consisted of 18.5 g. of tocopherol Secrecy: are no doubt compelling ; the fact that the Con- 


given over 37 days, and ‘the cost was £7. -For other 
diseases, Shute recommends permanent dosing, which 
"means a constant expenditure- of over £1 -pet week. 
‘This “heavy cost would obviously be justified for a drug 
Clearly proved to prolong: life or prevent disablement, 
but for a remedy whose efficacy is still in doubt the 


sultants and Specialists Committee demanded it is proof 
enough of this. Secrecy is a form of censorship, and if 


we countenance it ourselves it may be less easy to fight- 
‘ against it if others should attempt to impose it on us. 


& - 


TRAUMATIC. DIABETES INSIPIDUS 


price seems far too high. For the present tocophérol Diabetes insipidus has long been recognized as a rare 


might justifiably be prescribed in Dupuytren’s contrac- 


- ture and in cases.of menopausal. flushings in which the. 


_administration of oestrogens is contraindicated. It may 
perhaps be worth a trial’ in Buerger’s and Peyronie’s 
diseases. Its value in the treatment of more common 


diseases is in Most iristances very questionable, and its ` 


sequel of head, injuries. Porter and Miller’ have 
recently reviewed the subject, basing their observations on 
18 cases. The condition was noted in 13 out of 5,000 
cases of non-penetrating head injury at the Military Hos- 


~ 


pital for-Head Injuries at Oxford. In all.cases the injury - 


was severe as judged by the length of tlie - post-traumatic 
amnesia, which was less than two days in only one case. 


prescription should await the verdict of carefully organ- The diabetes insipidus was well controlled by posterior- 
: ~pituitary extract in the. 14 cases in which it was used: no 
| case resistant’ to. this treatment was encountered. Eleven 


ized research. 
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SPENS AWARDS: TO. BE CONFIDENTIAL ? z 


The Council of the B.M.A. and the Central Consultants and 
Specialists Committee have formulated their views on the 


this week’s Supplement, They have decided that neither- 
_ body, nor- the Regional Consultants Committees, should . 
have a hand in putting forward the names of suitable 
recipients of the awards. “They recommend the ‘Advisory 
Committee on Merit Awards to form,’ after consultation 


- with hospital boards, selection committees in each region 


comprised of “distinguished practitioners of consultant 
“status who are not themselves interested in merit awards 
(i.e.,-being already in receipt of the highest award or retired - 
trot practice).” The Council and the Consultants Com- . 


„mittee have also suggested ‘criteria for assessing merit.’ 


‘ Orie recommendation calls for comment: “It would be 
undesirable that any publicity should be, given in the lay’ 
press to the practitioners who receive awards, but at the 
Same time information regarding the awards should be 
available to the:profession. If this principle. is accepted 
it follows that there should be no publication of lists of ` 
recipients even in the medical Press.” - If there is no publica- 
_tion the. information; cannot. be- available to the profession. 


_ 


l 


Caii 


‘Special Distinction Awards” in a statement published in 


patients recovered spontaneously within nine months ; 
was improving satisfactorily after 15 ‘months ; 


one 
and in the 


other six there was no evidence of recovery at intervals .` 


of from 13 months, to eight years after the head injury. 
A point of special interest in this study is that the- appear- 


. ance of diabetes insipidus may be delayed. It is obviously 


difficult in patients whom the injury ‘has made stuporose 
and incontinent to be quite sure when polyuria and paly- 
dipsia start, but the authors are confident that in the 
majority of their patients these symptoms developed from 
nine to 30 days after injury. This finding is in keeping 
with experimental diabetes insipidus in dogs,® in which 
there may be a considerable interval after traumatic hypo- 
_ thalamic lesions beforé diabetes insipidus occurs. If at 
the time of operation the pitressin-secreting tissue’ of the 
pituitary is also removed diabetes insipidus develops imme- 


‘diately, and it is thought that the delay is due to pitressin 


ar 


- 1 > Ebstein, W., Dtsch. Arch. klin. Med., 1873, 11, 344. 
2 Kahler, O., vA Heilk., 1886, 7, 105. 
i 3 Lhermitte, J., and Albessar, Rev. eet 1935, 63, 716. 
$ Warkany, J,, and-Mitchell, A. G., Amer. J. Dis. Child., 1939, 57, 603. 
5 J. Neurol. Neurosurg. Psychiate, 1948, 11, 
8 Heinbecker, P., and White, H. Ls Amer. J. Physiol., 1941, 133 eee 
? Greene, J: L., Ann. de méd. leg., 1938, 18, 226. 
8 Hall, G. W., and Leroy, G. B., J. Amer. ea ASS., 1936, 106, 431. 
» Hendry, J., Glasgow med: J., 1921, 96, 147. : 
10 Bull. Mém. Sac. Chirurgiens, Paris, 1921, 47, 685. ` 
11 Nouv. Iconograph. de la Salpétrière, 1916-18, 28, 185. - 
12 Trans. Amer, neurol. Ass., 1939, 65, 6 
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being secreted for a time by- the denervated neurohypo- 


physis. A record was kept of the concomitant intracranial 
damage in these patients; injuries of the optic chiasm, 
optic nerves, and olfactory nerves were frequent, but in 
one case only was there-undoubted clinical evidence, apart 
from the onset of diabetes insipidus, 
damage. 
genital syndrome during the 15 months following his head 
injury. The adiposo-genital syndrome has been reported 
by other workers’ ° as a symptom of hypothalamic damage 
following head injury, and also narcolepsy.’ 8 

No post-mortem studies could be made in Porter and 
Miller’s series of cases, and, as is so often true in non- 
penetrating head injuries, the exact location and mechanism 
of the neurological damage is to some extent speculative. 
The authors think that the damage was probably in the 
pituitary stalk, due to stretching when the brain was: dis- 
placed at the time of injury, and that some patients 
recover completely because not all the fibres in the’ stalk 
are completely severed. They suggest that the relative 
rarity of other hypothalamic symptoms is due to the early 
death of most patients who have severe hypothalamic 
injuries. S 

- Two earlier case reports provide- useful idfonniation 
about the site of the injury in traumatic diabetes insipidus. 
ances In a case in which the hypophysis was completely 
unrecognizable and was reduced to a nodular mass-sur- 
rounded by a fibrous capsule. Unfortunately no ‘special 
mention was made of the hypothalamus, presumably 
because the case was reported at a time when attentign 
was. directed to the pituitary rather than the hypothalamus 
in the pathogenesis of the condition. The case of Maranon 
and Pintos!! is more instructive. A boy -was accidentally 
shot by a pistol through the middle of his forehead from 
a distance of three metres ;'he did not lose consciousness, 
felt no pain, and actually went on playing. One month 
afterwards he.developed excessive thirst and polyuria; and 
16 months later an adiposo-genital syndrome. He died 
following an exploratory craniotomy, and at necropsy the 
bullet was found lying in the floor of the third ventricle 
with its point in the direction of the pituitary stalk. There 
was a fibrous capsule around the bullet involving the tissue 
of the stalk, but, there was no evidence of damage to the 
pituitary. . These findings are of particular interest, since 
they also were described before attention had been directed 
to the hypothalamus and pituitary stalk ; they agree closely 
with the results of Magoun and Ranson s}? experimental 
work on.the cause of diabefes insipidus and the importance 
of the anterior part of the hypothalamus and.the fibres run- 
ning through the: pituitary stalk from the supra-optic. miele 
to the posterior pituitary. 
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ERYTHROCYTES IN LIVER DISEASE 
Fhe important role. of the liver. in haemopoiesis has been 
recognized since the classical work of Minot and Murphy,! 
and much information has since been obtained about dis- 
turbances of red-cell formation in patients- with hepatic 
disease. ‘The most frequently recorded deviation from the 
aormal blood picture-is ~anvincreasein™ the size of the red 
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froin: 25 to; 100%. 


of hypothalamic - 
This was a man who developed ‘an adiposo-.- 
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cells, the re ‘orted incidence of this abnormality. varying 
Much of. this variation is probably 
attributable. to differences in methods of observation used 
by different observers. Quite logically, therefore, Larsen” 
in .Oslo, before re-examining the effect of hepatic disease 
on red-cell’-size, examined the whole question of the 
technique of cell measurement and the possible errors 
therein. The thoroughness with which he has tracked 
down and exposed sources of error is reminiscent of the 
meticulous--work of the German pathologists in their hey- 


_day-. The-work is in fact but one moré- example of the 


leading part Scandinavian workers are playing in medical 
research. ‘The author has not hesitated to apply every 
technique at his disposal, and his use of the statistical 
method is a model of its kind for the exposition of error 
and ‘the elucidation of significance. 

. Among’ the errors which Larsen discusses, and then 
avoids- in- his own work, are those due to personal 
qualities in individual assistants. These are of ‘great 
psychological interest. For example, some are apt to 
“draw towards the centre,” which makes the frequency 
distribution curve too high and too narrow, thus greatly 
reducing the standard deviation. Others show a tendency 
to “measuring towards whole numbers”; this results in 
dentate instead of smooth distribution curves. Errors due 
to optical equipment, photographic recording, colour of 
the stain, and nature of the light source have all been 
assessed ‘and so far as possible eliminated. Failure to 
exclude. these sources of error may_lead to variation in 
the mean cell diameter, determined on the same cells, by 
as much as 1.0 micron. One consolation to the investiga- 
tor undertaking further work in this field is the conclusion 
that results of statistical significance are obtainable by 
measuring only 200 cells in any given case instead of the 
500 stipulated by Price Jones. 

Using this new and careful technique, Larsen has 
confirmed the high incidence of macrocytosis in paren- 
chymatous hepatitis. In forty-two of fifty-eight cases a 
significant increase was observed in the mean cell diameter 
(M.C.D.) above the normal of 7.79 microns. No increase, 
however, was found in the mean cell volume, from which 
It is obvious that the cells are unusually thin. This 
interesting finding accounts for the difference in: incidence 
of macrocytosis in hepatic disease recorded by different 
observers, for the results depend upon whether the size of 
the cell is estimated by the haematocrit or by actual _ 
measurement of cell diameters. Of greater interest, how- 
ever, than the confirmation of increased M.C.D. in hepatitis 
is the further information obtained about how this occurs. 
Increase in size could result from peripheral causes in the 
circulation or central causes in the marrow. Larsen’s 
results prove conclusively that it is the central causes 
which are of greatest importance. By a modification of a 
method of statistical analysis introduced by Mogensen? he 
demonstrates that the abnormal frequency-distribution 
curve of the red_cells observed in hepatitis can be 
resolved into two normal curves—one with a normal 
M.C.D. of 7.81 microns, the other of 8.56 microns. This 

1 J. Amer. med. ASS., 1926, 87, 470. 

2 The. Distribution of Red Blood Cell Diameters in Lisér Diseases, 1948, Oslo. 


3 Studies on the Size of the Red Blood Cells, Especially in Some Anaemias, 1938, 
Copenhagen. 
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implies that during an attack of hepatitis an abnormal 
generation of red cells is produced possessing a larger 
M.C.D. and a smaller mean corpuscular thickness but 
with a normal standard deviation. 
These characteristics of the red cells in hepatitis are in 
marked contrast to those found in untreated pernicious 
anaemia. Analysis of the red-cell distribution curves 
shows that the blood cell population ‘in the latter con- 
dition consists of at least three abnormal components— 
namely, a left-hand curve of microcytes, a middle curve 
corresponding to the. large cells found in hepatitis, and 
a right-hand -curve consisting’ of very large cells—as 
well as one 'component with normal blood cells. Most 
unexpected, however, is the finding that in treated cases 
of pernicious anaemia the distribution curves are still 
abnormal. The right-hand curve disappears and the left 
changes gradually to normal; but the middle curve corre- 
sponding to the large cells found in hepatitis apparently 
persists indefinitely. The cell population in ‘pernicious 
‘anaemia is therefore quite different from that in liver 
disease, but becomes remarkably similar to it after treat- 
ment with the anti-pernicious anaemia factor in liver. 


The- question why a generation of unusually large thin: 


celis is produced in cases of hepatitis is not answered by 
Larsen’s work. The most obvious explanation is a defi- 
ciency of a factor required for the maturation -of macro- 
normoblasts to normocytes. Trial of several nutritional 
factors suggests that nicotinamide is such a factor. . 

A further and unexpected result of this work is yet 
Measurements of M.C.D. 
and M.C.V. would appear to be of diagnostic value, 
since an increase of the former without increase of the 
latter strongly suggests liver-cell damage, and the further 


` changes in these indices are of prognostic significance. 


HOW DOES E.C.T. WORK ? 


The value of electrically induced convulsions in the treat- 
ment of depressive psychoses is generally agreed, but how 


‘ they benefit the patient is uncertain. Explanations and 
For instance, it has. 


theories are confusingly numerous. 
been suggested that there may be an incompatibility 
between convulsions and schizophrenia. Convulsion treat- 
ment was originally based on the alleged absence of-schizo- 
phrenic psychoses among epileptics. Again, E.C.T. may 
free the patient of unpleasant memories by causing tempor- 
ary amnesia, or a depressed patient may subconsciously 
feel he deserves some punishment for his inadequacy and 
unworthiness, and so by interpreting the E.C.T. as a kind 
of penance he achieves a morbid satisfaction. Another 
suggestion is that the brain subjected to an electric shock 
may produce a substance beneficial to the psychosis. 
Cerletti? named this hypothetical substance “ acroagonin ” 
and claimed that extracts of brains of pigs killed by repeated 
electrically induced convulsions have ‘a therapeutic effect 
_on depressive- psychoses which is much greater than the 
effect of brain extracts from pigs dying under happier cir- 
cumstances. Attempts to explain the benefits of E.C.T. as 


1 Lavori Neuropsichiatrici, 1947, Rome. 
- tJ. ment. Sci., 1949, 95, 275. 
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the result of an “indirect” action on the’ autonomic 
nervous system are not convincing, for the autonomic 
system is concerned in most physical happenings and its 
exact part in them is by no means clear. i 

Whatever the explanation may be, there is general agree- 
ment that it may not be the conyulsion but some product 
thereof which benefits the psychotic patient. Obviously it 
would be a great advantage to secure the improvement 
without the convulsion, and for this reason Ashby’s*___ 
attempt to demonstrate a hormonal mechanism behind the 
benefit derived from E.C.T. deserves serious consideration. 
It is now believed that as a result of “ stress ” the pituitary 
is stimulated (via the hypothalamus) to produce cortico- 
tropic hormones. It would therefore be reasonable to 
expect a change in adrenocortical activity after the stress 
of E.C.T. Ashby investigated the excretion of cortical 
steroids in fourteen psychotic patients submitted to E.C.T. 
and found that in most cases there was a brisk outpouring 
of both “ sugar-active” cortins and “reducing” cortins 
during the first few days of treatment, but he could demon- 
strate no change in the rate of excretion of 17-ketosteroids. 
Great care was taken to avoid errors in this investigation : 
the collection of urine was checked by creatinine measure- 
ments, and the biological assays were first carefully tested 
for their reliability. Ashby is rightly cautious about the 
significance of his findings. Granted that E.C.T. alters 
the -excretion of cortical hormones, and also that it 
improves psychoses, the question remains whether it is the 
cortical hormones which are the cause of that improve- 
ment. Ashby found that the degree of clinical recovery 
was greatest in the patients whose excretion of adrenal 
cortical steroids was increased the most, but he admits that 
the evidence for this was-suggestive rather than conclusive. 
Nevertheless his results are sufficiently convincing to justify 
further research on-similar lines. If E.C.T. works by 
stimulating the secretion of cortical hormones then it would 
be reasonable to expect that.the direct administration of 
the necessary hormones would eventually. replace the 
present relatively unpleasant and dangerous method of 
producing them indirectly. ~ 


PRESIDENT-ELECT 


Sir Henry Cohen has been appointed President-Elect of the 
British Medical Association in place of Professor T. P. 
McMurray, who died on November 16.” Professor of Medi- 
cine in the University of Liverpool—an office to which he 
was appointed in 1934 at the early age of 34—Sir Hénry 
Cohen has an international reputation in medicine and 
bears an authority no less distinguished in the fields of 
medical education and ethics. He has rendered outstand- 
ing service to the Association and the profession as chair- 
man of the Medical Curriculum Committee, which, issued 
its report on “ The Training of a Doctor” in 1948, and he 
is now chairman of the Committee on the Postgraduate 
Education of General Practitioners, whose report will be 
published early next year. Since 1946 he has been a Crown 
representative on the General Medical Council, and he was 
elected vice-chairman of the Central Health Services 
Council when it was set up last year. Sir Henry: was 
knighted in the New Year’s Honours this vear. 
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REFRESHER COURSË FOR GENERAL PRACTITIONERS 


- DIAGNOSIS AND TREATMENT OF KETOSIS AND HYPOGLYCAÈMIA 
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KETOSIS 


The. presence of ketone bodies in the urine should be 


BY 


regarded as the initial stage of a process which, if allowed- 


to progress, may result in diabetic coma.’ Whenever the 
urine is found to contain much sugar it should also be 
tested for diacetic acid, as it is in the early preclinical stage 
of ketosis that treatment is both simple and effective. 
Rothera’s test with ammonium sulphate, sodium nitro- 
prusside, and strong.ammonia should-be carried out first. 
If this is strongly positive, Gerhardt’s ferric-chloride test 
should also be made. Rothera’s test is by far the more 
sensitive, and- may therefore be strongly positive when 
diacetic acid is present in concentrations too small to give 
a positive result with ferric chloride. An appreciation of 
this difference between the two tests-will enable them to be 
used to: give a rough quantitative idea of the intensity of 
the ketosis. A positive ferric-chloride test should always 
be regarded as indicating severe ketosis and the necessity 
for immediate treatment. ` Ka 


Causes -of Ketosis 


Ketosis is often present in untreated cases of moderately 
severe and severe diabetes, its presence being unassociated 
with any other morbid process. In treated diabetics ketosis 
may be the result of nothing more than inadequate control 
of the diabetes, but there ‘is, often some complicating factor 
present which causes an increase in the severity of the 
disease. This-may be an acute infection such as gastro- 
enteritis, hepatitis, -pyelitis, tonsillitis, or pneumonia, or a 
local condition such as an insulin abscess, carbuncle, or a 
septic condition ‘of the. feet, including gangrene. . 

Gastro-enteritis rightly heads the list, as it'is one of the 
commonest causes of severe ketosis and’ diabetic coma. 
This is because it.not only aggravates the diabetes but also 
produces a state of starvation and dehydration, both of 
which favour the development of diabetic coma. Added 
to this, in some cases, is the false assumption that inability 
to retain food constitutes a reason for withholding insulin, 
the patient having been taught that an injection of insulin 
must be followed by food. ‘It is important in this con- 
nexion to remember that stopping food and insulin in a 


severe diabetic is one of the quickest and- most certain 


ways of producing ketosis and diabetic, coma. For this 
-sreason, if a diabetic receiving insulin is unable to eat his 
normal diet he should. always try to take the carbohydrate 
portion as milk, alone or ‘with a proprietary milk drink, 
fruit drinks sweetened with glucose or sugar, bread and 
milk, toast or biscuits, and the usual: dose of insulin. If 


. 


‘no food can be retained the patient should take half the ` 


‘usual dose of "insulin and get in touch with his doctor. 
Sulphonamides,. penicillin, or other appropriate treatment 
should be given without delay in cases of infection, and 
local collections of pus should be drained whenever this 
may be done without a general’ anaesthetic. Major opera- 
tions on patients with severe ketosis should, if possible, be 
postponed until the diabetic condition has received appro- 
priate emergency treatment (see below). 
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’ WILFRID OAKLEY, M.D., F -R.C.P. 
Physician, King’s College Hospital Diabetic Department 


a. Symptoms and Signs of Ketosis 


These are anorexia, nausea, vomiting, abdominal pain, 
shortness of breath, and drowsiness. The only signs are 
a smell of acetone in the breath, furring of the tongue, and 
sometimes flushing of the face. All these symptoms and 
signs may be absent in the presence of a strongly positive 
Rothera’s. test, but if this warning is ignored they may 
develop with alarming rapidity, especially when the patient 
starts vomiting. 


Treatment of Ketosis 


The discovery of significant ketonuria indicates the need 
for insulin therapy ‘or (if the patient is already having 
insulin) an increase in dosage or some other modification 
of the existing treatment. In untreated diabetics with 
moderate ketonuria a single dose of protamine-zinc insulin 
(P.Z.1.) will often correct the condition, even if it does not 
control the glycosuria. In severe ketosis, particularly if 
the ferric-chloride test is positive, the best treatment is the 
use of two injections of soluble insulin (S.I.), as described 
in last week’s Journal (p. 1345). - 

A third dosé may be given before the midday meal if 
heavy ketonuria persists for more than 48 hours. It is 
impossible to be dogmatic about dosage, but it is usually 
safe to start with about 16 to 24 units in the morning and 
a rather smaller dose in the evening. | 
' When the patient is already taking insulin, treatment will 
depend on the type of insulin used and the arrangement of 
doses: For patients receiving a single injection of P.Z.1. 
the addition of some S.J. before breakfast is often effective, 
but if this fails to relieve the ketosis a second injection of 
S.I. may be given before the evening meal. 

When a mixed injection of S.J. and P.Z.I. is being taken, 
the dose of-S.J. should be increased by 8 to 12 units, and 
if ketosis persists an evening dose of 12 to 20 units of S.I. 
should also be given. 

Ketosis in- diabetics receiving two injections of S.I. is 
relatively easy: to treat by increasing the dose of both 
injections and, if necessary, adding 12 to 20 units of S.I. 
before the midday meal. In all cases care should ‘be taken 
to see that the daily carbohydrate intake does not fall below 
150 g.; if possible, 180 to 200 g. should be given. If the 
patient is disinclined to eat, the: protein and fat portions 
of thé diet may be omitted and the carbohydrate given 
in the semi-solid or fluid forms described above. 


Clinical Ketosis or Pre-coma 


When symptoms and signs of ketosis are present the 
ferric-chloride test will usually be found to be positive, and 
the condition should be considered as a medical emer- 
gency. ` Treatment consists in giving injections of S.I. and 
carbohydraté feeds at regular intervals, the following 
method being both simple and convenient. 

The patient’s urine is tested four-hourly for sugar (by 
Benedict’s test) and for ketone bodies, and after each test 
an injection of S.I. is given, the dose depending upon the 
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amount of sugar present in the uriné. _ Thus, for a red or 


yellow test the dose may be-between 20 and 40 units, fora - 


green test with a yellow deposit 12 to 20 units, and for a 
blue test O to 8 units. Dosage will depend on thé height 





INSULIN DOSAGE IN PRE-COMA 


Test urine four-hourly for sugar and ketones. 
Inject S.I. after each test. 
Colour after Benedict’s test 


Red or yellow .. 20-40 units . 
Green, yellow deposit 12-20 ,, 
Blue pi A 0-8 ,, i 


-Give fluid feeds containing 20 g. of carbohydrate after and 
midway between injections. 


of the blood sugar, if this is known, the severity of the 
diabetes, and the intensity of the ketosis, and the figures 
given must therefore be regarded as very’ approximate. 
Fluid feeds containing 20 g. of carbohydrate should be 
given after and midway between the insulin injections, and, 
if dehydration is at all severe and the patient is not vomit- 
ing, additional drinks of water or one-fifth normal saline 
may be taken with advantage. When there is any tendency 
for feeds to be vomited the stomach should be washed out 
with a solution of: sodium bicarbonate. If this. fails to 
relieve vomiting, fluids must be given intravenously in the 
manner described below. Although blood-sugar estimations 
are not essential in this form of treatment, they add greatly 
to the ease and speed with which ketosis can be corrected. 
An initial blood sugar is of particular value in helping to 
assess insulin dosage. The following chart was devised by 


R. D. Laurence and is convenient for the treatment of .- 


diabetics with severe ketosis ór in pre-coma :' 


KETOSIS AND HYPOGLYCAEMIA 


Order of dosage of S.I. 
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~ Diabetic Coma: Diagnosis 


As already stated, this condition represents the end stage 
of a process of progressive ketosis and is, therefore never 
sudden in onset. The history, if available, will always be 
that of increasing malaise with symptoms of uncontrolled 
diabetes and ketosis extending over a period of days or, at 
least, many hours. In addition, there is often a history of 
intercurrent illness such as gastro-enteritis or some other 
infective process. On examination, the signs are a com- 
bination of those of ketosis and dehydration. The former 
produces acetopnoea, a heavily furred tongue, and the deep 
abdominal breathing—so-called air hunger—characteristic 


. of diabetic coma. The latter is responsible for the lowered 


ocular tension, dry tongue and skin, low or falling blood 
pressure, rapid pulse, and cold extremities which together 
constitute the clinical picture of peripheral circulatory 
failure or shock. The urine is loaded with sugar and 
acetone’ bodies, and chlorides are absent or reduced. The 
blood sugar almost always exceeds 300 mg. per 100 ml. and 
may be over 1 g. per 100 ml. In making a diagnosis of 
diabetic coma it should always be remembered that this 
condition very rarely occurs in elderly obese diabetics, and 
that cerebrovascular accidents are not uncommon in such 
patients. In the absence of diagnostic signs in the nervous 
system diabetic coma can be excluded by finding ketone ~ 
bodies absent from the urine, or present in traces only. 


Treatment of Diabetic Coma 


_ Patients in diabetic coma should be admitted to hospital 
as quickly as possible, as the longer the treatment is delayed 
the worse the prognosis. The patient shou!d be put into a 
warm bed and kept warm with an electric blanket. <A 





EMERGENCY DIABETIC TREATMENT 


DET. Carbohydrate grammes. ` 


\ 


Diet and Insulin Control by Urine Tests 


Glucose : 4 oz. 
Sugar : 2 large lumps 
‘Orange juice : 4 OZ. P 
xog. C. 4'Milk: 7 OZ. 
in Benger’s : 2 level teaspoons.* 
Horlick’s : 2 heaped _,, : 
Ovaltine: — 2 very full ,, 
Bread measure == I0 g. C. (% oz.) 


INSULIN. Test urine for sugar before each doše, passing catheter if necessary. 


z Give insulin hourly at 


If Benedict’s test is : 


Blue = O 


Units Marks on Syringe 
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Urine Sugar 
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, general examination should be made, without undue 


exposure, to éxclude any general or local infection, and - 


_ Suitable treatment, started without delay. - i 


” An injection of 80 to 100 units of S.I. should be’ given 


„subcutaneously and an intravenous drip set up, if possible 
into a forearm vein-and without cutting down. A catheter 
- specimen of urine should be tested for sugar, ketone bodies, 


and chlorides, and blood taken for sugar estimation. The’ 


stomach should ‘then be washed out with sodium. bicar- 
bonate solution. It is convenient to use normal saline for 
the early treatment of dehydration as it also corrects 
chloride loss and does not obscure the effect of the initial 
dose of insulin. The first, two litres should be allowed to 
‘run in as fast as possible, and if the blood pressure remains 
very low a third litre may be given-in the same way, pro- 


vided that a careful watch is kept on the bases of the lungs. 


for the onset of pulmonary oedema. Inability to overcome 
peripheral circulatory failure is the commonest cause of 
death in diabetic coma, and it is worth while giving 2 pints 
(1.1 litres) of plasma if saline fails to maintain the blood 
pressure. ` 7 

By the time all these things have been done the result of 
the initial blood-sugar estimation should be known andza 
decision can be made whether to give more insulin at once 
or to wait three to-four hours for the result of the second 
blood-sugar test. If the level is very high—over 800 mg. 
per 100 ml.—a further 80 units or more should be given 
at once, according to the degree of glycaemia, but for lower 
levels it is safer to wait and see the effect of the initial dose 
of insulin. Desperate late cases with a very high blood 
' sugar and an extreme degree of ketosis and dehydration 
may require many hundreds or even thousands of units of 
insulin, but they are comparatively rare. The early cases 
of average severity seldom need more than a few hundred 
units to remove the ketosis and reduce the blood sugar to 
a normal level. i i 

There is a tendency at present to give needlessly large 
and potentially dangerous doses of insulin at very frequent 
intervals to cases of diabetic coma,which could be equally 
effectively and more safely treated with smaller doses given 
at intervals of three to four bours. After the second blood- 
sugar reading’ has been taken, 4% glucose in 1/5 normal 
saline should replace normal saline and be given by drip 
until the- patient is conscious and able to take fluids by 
mouth without vomiting. From this stage onwards the 


treatment should be the same as that described under. 


“ Pre-coma.” 

Marked tachycardia often persists for several days after 
the patient has come out.of coma, and during this period 
every care should be taken to throw no unnecessary strain 
upon the heart. Vitamin B by intramuscular injection in 
doses of 50 or 100 mg. daily has been advocated,-on the 
assumption that deficiency of this vitamin may be one of 
the factors responsible for the myocardial weakness. 


HYPOGLYCAEMIA 


This condition is typically sudden in occurrence, and. the 
patient is well up to the time of onset. 
into two main groups. The early symptoms are similar to 
those produced by an injection of adrenaline, and include 
‘pallor, sweating, palpitations, and tremor. The later group 
are due to failure of oxidation of carbohydrate in nervous 
tissue, and include higher-centre manifestations such, as 
depression, euphoria, inability to concentrate, deterioration 
in judgment, and amnesia. There may in addition be 
central nervous system signs, of which hemiplegia, mono- 
plegia, ataxia, diplopia, and paraesthesiae are the most 


KETOSIS AND HYPOGLYCAEMIA 


The symptoms fall ` 
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common. Hunger is a common symptom, and headache, 
nausea, and even vomiting are sometimes produced by 
hypoglycaemia, especially when it is due to P.ZI. A 
recurrent morning headache relieved by breakfast is 
always suggestive of P:Z.I. overdosage. Loss of conscious- 
ness may be preceded or accompanied by epileptiform fits, 
and is a late manifestation of hypoglycaemia in all but 
those rare cases in which the earlier warning symptoms are 
entirely absent. 

‘Hypoglycaemic coma should always be suspected when 
a diabetic taking insulin is known to have been in 
reasonably good health within a few hours of loss of 
consciousness. A good history will almost always serve 
to exclude diabetic coma, but a cerebrovascular lesion 
such as a haemorrhage, embolus, or thrombosis may 
present more difficulty, especially if the patient is elderly 
and has arteriosclerosis. 

Patients in hypoglycaemic coma are pale, and the skin is 
moist ; ocular tension and blood pressure are unaffected, 
respiration resembles that of normal sleep, and there is no 
acetopnoea. Signs in the central nervous system should 
not be relied upon in diagnosis, for reasons already given, 
but are more likely to be present in hypoglycaemic than in 
diabetic coma. The urine may contain sugar if the bladder 
has not recently been emptied, but if a catheter is passed 
the next specimen will be found to be sugar-free. Ketone 
bodies are absent; if they are present as the result of 
starvation they are insignificant in amount. The diagnosis 
may be confirmed by estimation of the blood sugar, which 
is always low and usually less than 60 mg. per 100 ml. 
Treatment should never be postponed to obtain the 
result of the blood-sugar estimation. The differential 
diagnosis of hypoglycaemia and cerebrovascular accident 
is rendered simple in most cases by the rapid response 
of the former to correct and adequate treatment, after 
which any signs in -the central nervous system rapidly 
disappear. . _ 

There is a definite relationship between the time of onset 
of hypoglycaemia and the type and dose of insulin injected. 


. Thus, small or moderate doses of S.J. tend to produce their 


maximum effect three to five hours after injection, and 
larger doses (of 40 units or more) six to ten hours after 
injection or later. In patients receiving morning and 
evening S.I.; hypoglycaemia is therefore. most likely to 
occur before lunch or tea, and again at bedtime or during 
the early part of the night, according to the size of dose 
injected. As P.Z.I. acts most strongly when the patient 
is fasting, it is most likely to produce hypoglycaemia during 
the late night or early hours of the morning. Mixed injec- 
tions of S.J. and P.Z.J. may cause hypoglycaemia before 
the midday meal, in the late afternoon, and during the 
night. Globin insulin in some patients resembles S.I. and 
produces hypoglycaemia before the midday meal, while in 
others reactions are more common in the late afternoon. 
If globin insulin is given before breakfast it rarely causes 
hypoglycaemia during the night. 


=- Prevention of Hypoglycaemia 


“The time relation between insulin and hypoglycaemia 
already described makes it possible to anticipate its onset 
and prevent it by the use of so-called buffer carbohydrate 
feeds. These should consist of 10 to 20 g. of carbohydrate. 
For a patient receiving S.I. they ‘should be given at about 
11 am. and 11 pm. If a single morning injection of 
P.Z.I. is being used the feeds are taken at bedtime, and ` 
with a mixed injection of S.J. and P.Z.J: at 11 am. and 


on retiring. 
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a Treatment of Hypoglycaemia 


First give sugar, glucose, biscuits, bread, jam, chocolate, 
or some other food with a high carbohydrate value. All 


diabetics treated with insulin should carry sugar or glucose, , 


and. a’ card stating the nature of their complaint, their 


dosage of insulin, and the name of the hospital, clinic, or 


doctor ‘they attend. Such a card can be obtained from ` 
-the Diabetic Association. Treated early, while the patient 
can swallow, hypoglycaemia responds very quickly, but 
. care should be taken to give enough carbohydrate to 
prevent relapse. Three or four lumps of sugar is usually 
-a suitable amount to start with, but more should beé given 
if there is not obvious improvement in 10 to 15 minutes. 
When consciousness has been lost and food.can therefore 
no longer be given safely by mouth, one of the following 
methods should be used. 


1. Intravenous Glucose.—This is the ideal method. If a 
60% solution is available a sufficient amount of glucose can 
be given with a 20-ml. syringe to bring all but the most 
advanced cases out of coma. 


2. Subcutaneous Adrenaline —The injection of 15 minims 
(0.9 mil.) of 1 in 1,000 solution of adrenaline will raise the 
blood sugar, produce a return to consciousness, and permit 
a solution of sugar to be given by mouth. 


3. Stomach Tube.—This is a safe and good method, and 
allows a wide choice of carbohydrate food to be made. 


The majority of cases of hypoglycaemia recover spon- 
taneously, ‘but. some pass into an irreversible state in which 
` they die, and others recover with permanent damage to the 
brain. It should always be remembered that frequent 
attacks of hypoglycaemia resemble persistent or recurrent 
ketosis in so far as they indicate a state of poor stabiliza- 
‘tion, but, of the two, -they are probably the more 
dangerous. For this reason, whenever there is any doubt 
about the cause of -unconsciousness in a diabetic taking 
insulin, always give sugar alone first ; if the condition is due 
to hypoglycaemia recovery will result, and if it is due to 
any other cause, including diabetic coma, no harm will 
be done. i a 


INTERNATIONAL CONGRESS OF SURGERY 
MEETING AT NEW ORLEANS 


The 13th Congress of the International Society of Surgery, held 
in New Orleans from October 10-15, was attended by about 
500 participants ftom some 45 countries. All Europe, save 
Germany and Russia, sent delegates. As usual, France, 
Belgium, Spain, and Italy ‘were well represented. 

Throughout the week the weather was trying, for it was both 
hot and humid, with some heavy showers. The main activities 
were centred about the Roosevelt Hotel, which was the head- 
quarters and is not fdr away from what might be called the 
` medical centre. The huge Charity Hospital with its 3,000 beds 
is situated there, with the medical departments of the Tulane 
‘and Louisiana Universities adjoining. ` 

Each delegate was presented with a useful handbook carrying 
portraits of the president and the venerable Professor Rudolph 
Matas, who is still hale and hearty at 89. Professor Matas, 
honorary chairman of the local committee, is beloved as the 
doyen of the profession in the South and the lodestar of all 
medical and cultural activities in New Orleans. The list of 
sponsors of the Congress was interesting and informative, for 
it included the State of Louisiana, the City of New Orleans, 
the Harbour Commissioners, International House, the Associa- 
tion of Commerce, the Public Services Incorporation, and the 
Universities of Tulane and the Louisiana State. Our own 
public bodies might take. notice of the interest in the Congress 
shown outside the surgical world. 


r 


The people -were well aware of our presence and took a 
lively interest in us, while newspaper publicity was keen and 


‘ profuse, not only in New Orleans but in the United -States 


generally. -Everyone was kind and helpful, and imbued with 
a refreshing degree of civic pride. The city is spread over a 
large area, the wide boulevard Canal Street leading to an exten- 
sive residential district. The open canals, such a striking feature 
‘of the ‘original city, are ‘now.covered and bordered with trees. 
Drainage and water supply are good, and tropical fevers have 
been banished since 1905, which year marked the conquest of 
the “ yellow jack” scourge and was a landmark of which the 
medical faculty has much reason to be proud. 7 
The inaugural function took place on the evening of the first 
day at 8.30 p.m. This was a formal occasion, graced by 


-the presence of the Hon. Walton Butterworth, an Assistant 


Secretary of State of the U.S.A.; the Hon. Earl L. Long, 
Governor of the State of Louisiana; the mayor of the city ; 
the officers of the~ society; Dr. Sandblom, from Stockholm 
(representing .the delegates); and Lord Webb-Johnson, repre- 
senting the Royal College of Surgeons. 

Dr. Arthur Allen, of Boston, vice-president of the society, 
presided over the meeting. As there were ten addresses tobe 
made, mainly of a general and semi-political character, it was 
ten o’clock before Professor Grey Turner, the president of the 
Congress, was called upon to give his inaugural address. The 
evening was hot and stuffy, and many in the audience must 
have already reached the point of weariness, if not exhaustion. 
During the address the president showed by projection pictures 
of the presidents since the first congress, which was held in 
Brussels in 1905. His main theme was the training of the 
surgeon, but in view of the late hour his address had to be 
considerably curtailed. 


—_ 


Scientific Work l 


The scientific work began next day. An operating session 


* at Charity Hospital was held from 7.30 a.m. to noon, and the 


operations were televised to the ballroom of the Roosevelt 
Hotel. As the galleries for visitors at the hospital provided 
small accommodation and the floors of the theatres were occu- 
pied by many assistants, most delegates had perforce to be 
content with the television, which was generally agreed to be 
satisfactory. The screen was 8 ft. by 5 ft. (2.4 by 1.5 m.); the 
pictures were not in colour, but came out fairly well. Only 
the immediate operative field could be seen, so that a grasp 
of the general topography was difficult. There was a running 
commentary by the operator relayed from the theatres, with 
some interpolated remarks which were probably not intended 
to reach the air. The television of other operating sessions was 
conducted later, when Professors Alton Ochsner. Rives, and 
others were the operators. - 

The scientific discussions began on Tuesday afternoon, ‘when 
Professor Paolucci, of Rome, gave the opening paper on the 
surgery of the parathyroid. Tn the discussion Leriche (Paris), 
Bastos-Ansart (Barcelona), Parsons (New York), Jung ‘and ` 
Fontaine (Strasbourg),- Mallet-Guy (Lyons), Manzanilla 
(Mexico), and others took part. Each opener was allowed - 
30 to 40 minutes and subsequent speakers only five minutes, and 
it was remarkable how the exertions of the president in the - 
chair managed to keep the speakers pretty well to this schedule. 
Another- feature of the Congress was the installation of the 
headphone transmission, which worked well enough to give 
great hopes for its complete’ success in the future. By adjust- 
ing the apparatus each member of the audience could elect to 
listen to the speaker in the language employed or to hear a 
translation into French or Spanish. If interpreters familiar with 


` technical terms are available the rendering is naturally better. 


The next session, on the surgery of the pancreas, was opened 
auspiciously by Professor Ian Aird. He was assisted by an 
excellent series of lantern slides with captions in French. He 
dealt mainly with operative procedure and gave a detailed 
account of the exposure of the organ. In the discussion most 
aspects of the subject were dealt with by speakers from Mexico, 
Sweden, Bulgaria, North Africa, France, and the United States. 

The meeting on post-operative thrombosis and its sequelae 
was opened by Alton Ochsner and De Bakey, of New Orleans, 
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_ and theit remarks were supported by imposing statistics graphic- 
' - ally presented on the screen. There was a lively discussion, 
joined by nearly two dozen speakers representing surgical 
experience from many parts: of Europe as well. as America. 
Thrée points came out very clearly: (1) that these conditions 
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were still a serious menace in surgical practice ;- (2) that early l 


rising after operation had not reduced their incidence: and 
(3) that no one method of treatment was. generally agreed on. 

Surgery of the pituitary was discussed by Paul Martin, of 

Brussels, in a-masterly contribution that fully covered the sub- 

- ject. Fontaine, of Strasbourg, spoke on the suprarenal glands. 
He emphasized the prominent part played by his. great master 
Leriche in the development of this branch of surgery. As 
he warmed to his task the speaker’s eloquence increased, and 
it was obvious that in ‘concluding after a good innings. there 
was still much that he would have liked to say. An inter- 
national discussion followed his address, but failed to produce 
any special pronouncement. 

The evening session at 7.30 was on the causes of recurrences 
after operation on the biliary tract..- The opening by Demel, 
of Vienna, was in German, and was characteristically emphatic 
and thorough. It was a great effort, a tour de force, much 
appreciated by those who understood or who had read the 
translation thoughtfully provided by the secretariat.’ Some 
latitude to the earlier speakers in the discussion gave an oppor- 
tunity to Lahey, of Boston, Mirizzi, of Cordoba, Mallet-Guy, 
of Lyons, and Pribram, of New York, to illustrate their remarks 
by a fine show of lantern slides. 

Later in the discussion the president drew attention to the 
reproach to surgery provided by the large numbers of cases in 
which. injuries to the bile ducts had followed deliberate surgical 
intervention. He stated emphatically the necessity for con- 
Stantly stressing the importance of. prophylaxis. Lahey, with 
his large experience to draw upon, condemned all methods of 
intubation and was in favour of a deliberate search for the 
distal part of the duct followed by end-to-end anastomosis. He 

_ claimed that this plan gave the best results by far. The session 
came to an end about 11 o’clock, after a large number of 
speakers had- made their contributions. 


Experiment in Discussion 


` Friday and Saturday mornings were allotted to the presenta- 
tion of a long’ series of- 15-minute papers by the younger 
American surgeons. This session had been: arranged by the 
United States branch of the International Society as an experi- 
ment and to offset the rather senior tendency in the general 
discussions. Although the communications were often of great 
interest, 12 papers before luncheon and 12 afterwards was a 
strain and a concentrated ‘mental effort for the audience. 
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be received into the society. A committee was appointed to make 
suggestions on the reorganization of the journal. Jt was also 
decided: that the next, the 14th, Congress should be held in 
Paris in“ October of 1951, and Professor René Leriche was 
elected, president. - : i ' 

On Wednesday morning visits were made to the two schools of 
medicine, which occupy adjoining premises and carry out their 
clinical teaching in the adjoining Charity Hospital. At Tulane 
a special visit was paid to the Matas Library, where an interest- 
ing ceremony was carried out in honour of Professor Matas. 
The president, Professor Grey Turner, told the compariy some- 
thing of the work of Matas and how much he was admired 
and- respected in England. He also spoke of the uses of a 
medical library, and especially urged his younger listeners to 
follow the example of the doyen by the study of medical 
history, not only for its interest but as an assistance to their 
immediate studies and as a guide to the future. At this 
ceremony the president was presented with a silver plaque to 
commemorate the occasion, in honour of Professor Matas. 





ROYAL FACULTY OF PHYSICIANS AND 
SURGEONS OF GLASGOW 
ANNIVERSARY CELEBRATIONS 


The celebrations of the 350th anniversary of the foundation 
of the Royal Faculty of Physicians and Surgeons began at 
the end of November.” The origins of the Faculty were 
described by Professor Alstead in a recent issue of the Journal 
(November 26, p. 1223). 

. On Wednesday, November 23, the honorary librarian of the 
Faculty, Dr. Archibald L. Goodall, delivered the Finlayson 
Memorial Lecture. He, too, ‘recalled the foundation of the 
Faculty by a grant from King James VI to Maister Peter 
Lowe in November, 1599. The history of Lowe and Robert 
Hamilton, the co-founder, he traced in detail, and-he described 
the grèat events in the life of the Faculty. 

On Friday, November 25, the Lord Provost and Corporation 
of ‘the City gave a civic reception. The president of the 
Faculty, Dr. W. R. Snodgrass, in thanking the Corporation, 
reminded them of the long association of the Faculty with the 
town council, which had promised “to hold, have, concur, 
fortifie and menteine thame and thair successouris ... in tyme 
cuming.” Pe 

On the Saturday an exhibition in the art galleries was opened 
by the president. It is devoted to the history of medicine, with 


. special reference to Glasgow and the Royal Faculty, _ This 


A great variety of subjects were discussed, many in the- 


fields of. purely experimental: surgéry or advanced. physio- 
logy. Several members agreed with the president, who, while 
extolling the experiment, suggested that it would have been 
more useful if there had been fewer presentations, with time 
for questions and limited discussion. The scientific meeting 
came to an end about 3 o'clock on Saturday, and brought a 
strenuous. week to a happy conclusion. 

Of the social functions, a harbour trip on the first day was 
a good way of getting visitors and hosts to meet and to break 


the: ice.:- Thè evening reception in honour of the president, . 
held’ at one of the fine country clubs, -was a delightful occa- . 


sion. The closing banquet at the Roosevelt Hotel on Friday 


night was also a colourful. and enjoyable function. - The- presi- 


dent occupied the chair, and proposed the health of the Presi- 


dent of. the United States. There was no formal toast list, but ` 


several speakers were called upon to unburden themselves-of 
appropriate messages. There was tremendous applause when 
Professor Matas came to fhe loudspeaker. Despite his years 
the choice was justified, for he spoke audibly ‘and interestingly 
in English, French, Spanish, and Italian. 
At the general assembly of the society, which once again 
was presided over. by the mature Professor Verhoogen, several 
important decisions were made. It was agreed that, with certain 


precautions, both German and Japanese surgeons should again. 
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exhibition will remain on view until January 31, 1950. The 
Royal Faculty attended divine service in Glasgow Cathedral 
on Sunday, November 27, and afterwards marched in proces- 
sion to. the tomb of Peter Lowe, where a wreath was laid. 


Honorary Fellowships 


At a brilliant ceremony on Monday the Faculty conferred 
its honorary fellowship on Lord Moran, P.R.C.P., Sir 
Cecil P. G. Wakeley, P-R.C.S., Professor Hilda N. Lloyd, 
P.R.C.0.G., Dr. W. D. D. Small and Mr. Quarry Wood 
(presidents of sister corporations), Sir Hector Hetherington 
(principal of the University), Professor E. P. Cathcart, Pro- 
fessor G. B. Fleming, and Mr. R. Barclay Ness. Congratu- 
latory addresses were presented by the Royal College ‘of 
Surgeons -of England, the Royal College of Surgeons of 
Edinburgh, the Royal Collegé of Physicians of Edinburgh, 
and the University :of Glasgow. The formal proceedings were 
followed’ by a reception. : ; 

On Tuesday, November 29, the actual anniversary of the 
foundation, the commemoration dinner was held. The health 
of the Royal Faculty was proposed by Sir Hector Hetherington, 
who made a plea for close co-operation between the Faculty 
and the University in the training of consultants. 

The president, in reply, traced the history of the Faculty and 
noted that in the last century the State, with good intentions, 
had made matters more difficult for them. He promised that 


- Royal Corporations as a bulwark against bureaucracy. 
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‘in the next 50 years the Faculty would do all in its power to 
adhere to the principles and spirit of the charter. 

Professor Geoffrey B. Fleming proposed the health of the 
guests, and there were replies from the Lord Provost and Lord 
‘Moran. The former hoped that the Faculty would flourish and 
expand and that all the younger members of the profession 
.would join it. Lord Moran referred to the position of the 








Preparations and Appliances 








A SIMPLE VACUUM TUBE FOR COLLECTING BLOOD 
SAMPLES BY VENEPUNCTURE 


Dr. R. H. MALONE, of the Regional Blood Transfusion Ser- 
Vice in Sheffield, writes: The vacuum tube described here will 
be found of great value. It consists of a rubber tube 
(3; in—0.48 cm.—bore), and a hollow rubber bung (4 in— 
1.25 cm.—diameter) combined in one piece, a chromium-plated 
steel ball-bearing (4 in—0.6 cm.—diameter), a male adaptor 
(4 in. diameter) slotted at the proximal end, and a glass phial 
of convenient size (approximately 5, 10, or 20 ml.) with 4-in. 
neck and screw cap. . 

- For sterilization and to produce a vacuum, assemble the unit, 
tighten the screw cap, and place in the autoclave for half an hour 
at 120° C. A test-tube 34 by 4 in. (8.75 by 1.25 cm.) is inverted 
‘on the unit to guard the needle, and on removal of the unit 





from the autoclave it is pushed down over the bulge in the 
rubber tube to form a sterile airtight fitting. Before use inspect 
the unit to see that the portion of. the tube below the ball- 
bearing is collapsed, indicating a vacuum. 

The’ needle guard is then removed, the needle inserted into 
the vein, and the rubber tube squeezed at the level of the ball- 
bearing so that the tubing is pushed slightly on one side. This 
produces a canal between the inner surface of the tube and the 
ball-bearing through which the blood is sucked into the vacuum. 
The needle guard is then replaced. 

This unit has the following advantages: (1) A vacuum is auto- 
matically produced by sterilizing in the autoclave. (2) Simple 
inspection shows whether there is a vacuum or not; if the 


vacuum has been destroyed it can_be restored by immersing, 


.. the unit for 10 minutes in boiling water and then cooling. (3) It 


. samples are taken aseptically. 


can be fitted to any phial with a tin. neck and screw cap. 
(4) It is easily cleaned and reassembled, and can be used many 
times before the rubber tubing loses its elasticity. (5) Blood 
(6) Multiple samples of blood 
can be taken from the same patient, without removing the 
needle from the vein, by disconnecting the unit at the adaptor 
and connecting a new unit. (7) The cost per sample of blood 
as compared with syringes or “ venules” is low. 

Any laboratory can assemble its own units once the rubber 
components have been obtained. The ball-bearings should be 
chromium-plated or made of stainless steel, since deposits of 
iron rust cause leakage of air and loss of the vacuum. The 
adaptor is slotted, because without a slot the ball-bearing, which 
is forced up by the pressure during autoclaving, seats itself 
‘firmly on the end of the adaptor and prevents the escape of air. 

The complete unit or the combined rubber tube and bung can 
be. obtained from Messrs. Wm. Freeman and Co., Ltd., Peel 
Street, Barnsley. , k 
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MANAGEMENT OF THE GLIOMATA 


In the Section of Neurology of the Royal Society of Medicine 
on December 1, with Mr. JuLIAN Taycor in the chair, a discus- 
sion took place on “ Current Trends in the Management of the 
Gliomata.” e 

Mr. JOE PENNYBACKER discussed in turn the various forms 


_of intracranial- gliomata that had come within his experience. 


Speaking in particular of ependymomata, he said that there 
was good evidence that these tumours were radio-sensitive, 
and if surgical measures did not remove them completely it 
should be possible to deal with any remnants by radiation 
therapy. He mentioned a case in which an ependymoma had 
been removed in 1941, the removal being followed by irradia- 
tion, and there had been no evidence of return up to the 
present. The outlook with a medulloblastoma was not favour- 
able, though the literature seemed to show that when such a 
tumour occurred in adult life the prognosis might be less 
gloomy. In his series there was only one such case in the 
favourable group among adults. This patient_had remained 
well for seven years after operation. It seemed possible, how- 
ever, to approach. these tumours with more optimism in the 
case of adults than in children. Surgery must be accompanied 
by radiotherapy, and the techniques held out some promise. 
Turning to cases of spongioblastoma multiforme, he gave a 
summary of 89 cases in which a major intervention had been 
carried out. The operative deaths numbered 14 (16%). Of the 
survivors, 28 deteriorated within six months, and it was unlikely 


_ that any of these were useful survivals ; 38 died within 16 


months ; six within 18-33 months ; one at 48 months; and two 
at 51 months. The procedures undertaken ranged from decom- 
pression to complete removal., A rough standard of useful 
survival was capability for return to work or, in the case of a.. 
woman, to household duties. He stressed the unpredictability 
attending surgery of the gliomas. Surgery alone was powerless 
in the management of these types of tumours, and the combined 
efforts of the surgeon and the radiotherapist were essential. 
Professor DoRoTHY RUSSELL said that her part was to discuss 
where the pathologist came in in the question of treatment ; 
this, of course, must be in the biopsy diagnosis. The surgeon 
naturally relied to a great extent upon the accuracy of the 
pathologist’s report ; therefore it was useful to_discuss the diffi- 
culties that arose in_the interpretation of the biopsy and the 
limitations that had to be acknowledged. The main difficulty 
in a biopsy arose from the admixture of different cytological 
types and the difference of architecture. On examining certain 
tumours a.curious mingling of highly differentiated types might 
be found. -The pathologist was often forced’to use a port- 
manteau description. The speaker proceeded to review the 
biopsy material available at her laboratory over a 10-year 
period: astrocytoma, 119; spongioblastoma multiforme, 129; 
ependymoma, 30 ; medulloblastoma, 28 ; oligodendroglioma, 24. 
The two first were by far the most numerous types of tumour 
with which they had to deal. The spongioblastoma multiforme 
was for the most part derived from the astrocytoma by a pro- 
cess of dedifferentiation or anaplasia, All these cerebral astro- 
cytomas should be viewed with a good deal of suspicion, and 
it must be insisted that astrocytomas in any part of the brain 
might behave in the same fashion. Those that occurred as 
diffuse tumours of the pons and those that occurred in the 
cerebellum behaved exactly the same. The pontine tumour, 
by reason of its situation, could not be attacked surgically, but 
in the cerebellum the surgeons could get at the tumour. One 
met occasionally with cerebellar astrocytomas in- which the same 
changes could be demonstrated. These and many other matters 
had to be taken‘into consideration in assessing a biopsy. , 


af 


Analysis of Results of Treatment 


Mr. D. W. C. NORTHFIELD mentioned 58 cases of spongio- 
blastoma multiforme in which a full follow-up had been avail- 
able. The results were very much as Mr. Pennybacker had 


* 
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described. Occasionally patients survived for oyer a-year ; four 
had survived fór over two. years. One patient who was oper- 
ated on in-1943'was still‘alive. The tumour in.this case was a 
‘small one, and the operation was followed by x-ray treatment. 
The patient recovered and returned to work. Four years later 
there were signs suggestive: of recurrence, but these disappeared 
and no further evidence of deterioration was seen. 

The next group consisted of 39 cases of astrocytoma, several 
of them ‘having long pre-operative histories. In seven of the 
-` patients death occurred without any operation or biopsy, and 
in- another seven death followed major craniotomy. The late 
results appeared unaffected by the operative procedure. There 
had been a few cases of long survival, up to a‘ maximum of 
seven useful years. . Three patients had lived for over five 
years ; six for over four years. ` Two patients were still alive. 

He emphasized the long natural history of some of these 
tumours. . ; 4s ‘ 

Of oligodendroglioma there were 15 examples, all subjected 
to craniotomy. Three died, and the surviving 12 received x-ray 
treatment. One of these was still alive after an apparent total 
removal eight years ago, but he was handicapped by epilepsy. 

_ Another `patient had lived seven years after an incomplete 
removal of the growth. ` . i 
_. Only five,cases of ependymoma were seen during the period 
under review, and here the results had been bad. Altogether 
the treatment of-gliomata was a gloomy business. The surgeon 
was apt to believe, when he removed a compact mass of tumour, 
that he had taken away a benign growth; but nothing was 
further from the truth. Astrocytoma was a diffuse infiltrating 
tumour extending microscopically far beyond the confines of 
the macroscopically visible growth. The surgeon needed ancil- 
lary aid which would inform him at operation whether he had 


~-got well beyond the tumour. Any method of showing up ~ 


tumour tissue would be-very helpful. In the surgery of the 
gliomata, when a tumour happened to be localized the surgeon 
should endeavour to extirpate it. 

An increasing number of gliomata were being treated by 
tadiotherapy. It was difficult to obtain a parallel series of 
cases with and without irradiation, for no two cases were alike ; 
but they had all seen individual patients in whom, judging by 
clinical. methods, there was no shadow of doubt that irradiation 
had caused regression. But radiotherapy had its disadvantages 
and left much to be desired: radio-necrosis was a positive 
danger, — ° l o ` 

Sir HuGH Carns said that the general impression to be 
gathered from the discussion was gloomy, but it seemed impor- 


tant to him-to emphasize’ that the “ good” cases came from a’ 


group consisting of perhaps twice as many as-they had heard 
about,’ including cases which had been thought to be gliomata 
before histological verification was made, and some of these 
would be benign lesions. With radiographic-methods available 
the needle ought to ‘be able to get right into the region of ‘the 
tumour almost every time. 

No speaker had said very much about the particular situa- 
tions in the brain in which the tumour was found, but -this, of 
course, very much conditioned the surgery. Mr. Northfield had 
suggested that they ought to be more radical in the frontal lobe 
and perhaps in the right occipital lobe. He (Sir Hugh Cairns) 
did not think there: was.a case for being more radical, and on 
the whole he felt that for the more malignant types of glioma 
the immediate future must be with the radiotherapist. One 
would like to’ see some’ radiotherapist in this country: really 


devote ‘himself to this work. At present the cases were -© 


distributed that no radiotherapist had a really. comprehensive 
experience. ` 
- Dr. W. RUSSELL BRAIN said that no doubt modern investiga- 


tory methods might’ miss some tumours ‘of the brain when they | 


were present, but-some of these patients who might not have a 
glioma now were possible candidates for a glioma in ‘the future, 
and should be followed up, not just written off as cases ‘of 
cryptogenic epilepsy. © = i ae 7 

` Dr, DENIS WiiLiams was inclined to think that the electro- 
éncephalogram had rio value at all in helping towards the exact 
diagnosis of tumour type. It was ‘only of value in’ studying 


~ 


what’ Hdd happenéd to the brain around the tumour, and the 
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difficulty was that at the time there might be a meningioma, for 


example, ‘affecting the surrounding brain. |, 


Mr. JULIAN TAYLOR, in’ winding up the discussion, mentioned 
the -consistency with which the cases seemed to correspond to 
the clinical picture. When they, were looking at cerebral 
tumours they were not looking at a disease at all, but prob- 
ably -at the results of a disease or of more than one disease ; 
and if that was so, in some of these tumours, as in malignant 
tumours in other parts “of the body, periods of advance, 


‘stationary periods, and periods of regression were to be 


expected. 
| 


MEDICAL TREATMENT OF AURAL VERTIGO 


A discussion on the medical treatment of aural vertigo took 
place at a meeting of the Section of Otology of the Royal 
Society of Medicine on December 2, Mr. GAVIN YOUNG 
presiding. ; , ' 
“ Mr. G. H. BATEMAN restricted his paper to the triad of 
symptoms known as Ménière’s disease, which he held to be 
the vestibular manifestation of a constitutional disorder. He 
gave the results of a form of treatment used in the ear, nose, 
and throat department of St. Thomas’s Hospital. In this work 
he had been in collaboration with Dr. J. Kodicek and Mr. 
L. R. S. Taylor. The treatment which was expounded by 
Miles Atkinson at the summer meeting of the Section in 1946 
was not a perfect one. The patient could not be said to be 
cured any more than a patient with heart disease could be 
spoken of as cured when he was controlled by digitalis. Vertigo 
was caused by a vascular disorder of the small vessels of the 
labyrinth, resulting in excessive formation of endolymph. The 
disease,might be primary vasodilatation with excessive transuda- 
tion, or primary vasoconstriction of the arterioles, causing 
anoxia. ofthe. capillaries,. which in turn led to excessive transuda- 
tion through the capillaries when the vasoconstriction passed 
off. ‘The two groups might be distinguished by a histamine 
skin test. ` Cases which gave a negative reaction were treated 
with nicotinic acid (as a vasodilator). > Doses up to 250 mg. 
t.i.d. had been necessary to relieve the symptoms in some 
cases. Positive cases were treated by histamine desensitiza- 
tion ; 0.05 ml. of a 1:10,000 solution of histamine was injected 
subcutaneously, and the treatment was continued by doubling 
the injections on alternate days, increasing the dose by one- 
half on each occasion. The dose might be increased to about 
0.4 ml. of a 1:1,000 solution, but it was rarely possible. to 
maintain the dosage at this rate throughout the course, which 
lasted about four weeks. By the use of this treatment it had 
been possible to maintain-in active work nine out of ten of 
the patients who presented themselves. 

Mr. L. R. S. TAYLOR added some details of the cases treated 
at St. Thomas’s. Patients who gave a negative reaction to 


_ intradermal “histamine were given 100 mg. of nicotinic acid 


three times a day before meals. The patient was told to expect 


`a warm flush 10 minutes later, which would last for 10 minutes. 


If no flush occurred he was told to chew the tablets before 
swallowing. After a week he was seen again, and if nothing 
untoward had- occurred 100 mg. t.d.s., a.c. was given for a 
month. In severe cases intramuscular injections of 50 of 
100 mg., once or twice weekly, or even daily at first, might 
be given. A small maintenance dose must be continued when ` 
the symptoms were controlled. Attacks’ must still be expected; 
and at the first warning sign—for example, an increase in 
tinnitus—an intramuscular dose’ of 50-100 mg. and an extra 
100 mg. daily ‘by mouth might be given for a few days. The 
histamine-positive subjects, after completion’ of histamine 
desensitization, had remained well for varying periods up to 
18 months,’ but all~ had required a second course, and it 
seemed that a monthly or fortnightly maintenance dose was 
necessary. = , 

A total‘of 53 patients had been treated at St. Thomas’s, 
15 of whom -showed a positive histamine skin reaction and 
38 a negative:one. Vertigo „was relieved in 32 and improved 
in another 20. Tinnitus was'relieved in 12 and improved in 22. 
Both subjective and objective improvement in hearing was 
noted in 10 cases;-the average gain in-speech range being abcut 
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10 decibels. Headaches, which had been a marked feature in 
25 cases, were relieved in 17 and improved in respect of dura- 
tion and severity in a further six. The cases had been followed 
up for a period of 18-30 months, and the number of favour- 
able results had far exceeded those following any other 
non-operative treatment which had been tried. 

Mr. I. A. M. MACLEOD gave an account of treatment along 
similar lines carried out in a series of 50 consecutive cases 
at Nottingham General Hospital. All the cases were unilateral 
in type and exhibited the triad of acute vertigo, tinnitus, and 
deafness in varying severity. Treatment was carried out accord- 
ing to the results obtained from the histamine skin test. The 
salt used for skin testing and for therapy was histamine acid 
phosphate. l : l 

An initial sensitive reaction was given in 32 cases: 
14 were insensitive and the remainder intermediate. The sensi- 
tive patients were treated by weekly subcutaneous injections of 
histamine. The initial dose was 0.1 ml. -of 1:10,000 solution 
` of histamine base. This was increased by 0.1 ml. weekly, 
_ working up-to a concentration of 1:1,000 solution until a 

reaction was shown by the patient in the form of flushing 
and headache following injection. This dose was repeated or 
increased thereafter on three occasions so that four consecutive 
reactions were produced, and treatment was then stopped. Most 
patients felt better -by the time they had receivéd 0.3-ml. of 
1: 10,000 solution, as their attacks of vertigo decreased or ceased 
altogether. i i 

Of the 32 histamine-sensitive cases, 23 had remained free 
from vertigo since the end of their course (minimum, six months, 
and maximum, two years eleven months); six cases had re- 
lapsed and had further attacks of. vertigo, and three cases 
showed no improvement. The histamine-insensitive group had 
been treated by nicotinic acid. Initial intramuscular injections 
of 25-30 mg. were given daily, combined`with oral administra- 
tion of 50-200 mg. Most patients were stabilized on an oral 
dose only of 50 to 400 mg. daily. Of the 14 cases treated 
9 remained free from vertigo; 4 had relapsed, and 1 had not 
improved. . Freedom from. vertigo and its accompanying nausea 
and vomiting had been taken as the criterion of improvement 
in this series. Improvement in tinnitus and deafness did not 
take place so frequently. r 
- Mr. C. S. HALLPIKE said that Ménière’s disease was in some 
respects a very satisfactory condition to treat, because the 
majority of cases did well with little more than a moderate 
degree of sedation with phenobarbitone,, and patients who did 
not do well on this easy treatment might be referred for the 
more specialized chemical methods, and again a proportion of 
them did well. - What was unsatisfactory was the rationale of 
the special treatment, such as histamine therapy. It was some- 
times stated that Ménitre’s disease was an allergic. condition, 
but the manifestations of allergy were multiple, and that did 
not apply in Méniére’s disease. Again, these manifestations 
of allergy appeared early in life, whereas Méniére’s disease 
appeared later. Finally, there was family history in allergy, 
which was not seen in Méniére’s disease. 

With regard to skin tests, they had been told that the cases 
sensitive to histamine on skin test were the cases in which 
histamine should be given, and that nicotinic acid should be 
administered in the insensitive cases. But in his experience, if 
patients were negative to histamine there was not the slightest 
reason why histamine should not be given, and vice versa. 
Histamine and nicotinic acid were chemically quite different, 
but they had this in common, that they produced an increased 
vascularity, possibly in the labyrinth, and it did not seem to 
matter very much which was given. He hoped that more work 

-would be done in investigating the circulation of the fluids in 
the internal ear. 


Mr. L SIMSON HALL said that each of the various systems of 


treatment claimed a considerable proportion of successes. The 
difficulty was to assess the value of each treatment as it was 
introduced.. In an attempt to assess the progress in medical 
treatment he had studied’ the medical failures—in other words, 
the cases referred for operative treatment. In a series of 150 
to 200 cases a few years ago he discovered that 20% had been 
so referred, and in a later series 15%, so that it seemed sume 
advance could be claimed for the new methods. 


`~ 
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Mr. GiLtroy GLASS said that in watching the results, especi- 
ally those of Mr. Macleod, he had been impressed by the sense 
of well-being and confidence of the patients. -He referred to 
two cases, alarming at the time but interesting in retrospect. 
By an error in dispensing a batch of histamine was made up 
to 1:10 instead of 1:10,000, and two patients received the 
injection. Both became unconscious, with severe shock, but 
both recovered. The point of interest was that neither of 
them had had any vertigo since. Both the patients had been 
extremely deaf, but on regaining consciousness both had normal 
hearing, which was maintained in one case for six months and 
in the other for one month. It was not an experiment to be 
repeated, but the fact remained that something happened which 
restored their hearing, at least temporarily. 

Mr. TERENCE CAWTHORNE said he had ‘found that, whatever 
medical treatment was advised, about 50% of patients seemed 
to be benefited, and if one carried on from one medical treat- 
ment to another medical treatment a further 25% might be put , 
in the satisfactory group, leaving about 25% in which more 
drastic surgical treatment might be required.” He had been 
impressed by the fluctuation of the hearing in hydrops of the 
labyrinth. One day the hearing would be down,,. particularly 
in the dense tones, and another day it would be up. 

‘Mr. H. V. ForSTER mentioned certain compounds which 
were being tried out in treatment in the United States, and- 
Dr. M. G. Goop described certain cases of vertigo not depen- 
dent on the ear but related to a condition of idiopathic myalgia. 
Mr. BATEMAN, in reply, said that he did not altogether agree 
with Mr. Hallpike that most of these patients could be relieved 
by sedation. He also disagreed with him when he suggested 
that it did not matter whether the two groups were differentiated 
by skin-testing or not. If one started therapy without doing 
a histamine skin test one would be able to predict with great 
accuracy from the results what the skin test would have shown. 


aw 
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OSLER REDIVIVUS 


A Year with Osler : 1896-1897. Notes taken at his Clinics in 
-The Johns Hopkins Hospital. By Joseph H. Pratt. (Pp. xxi + 
209.7 $4.) Baltimore: The Johns Hopkins Press. 1949. 


This book is an interesting and valuable addition to Osleriana, 


_appropriately published in the centenary year of Osler’s birth. It 


opens with an attractive introduction and- preface, but the bulk 
of the text is a reproduction of notes made over fifty years ago, 
when the author was a pupil of Osler at the Johns Hopkins 
Medical School. Osler spoke slowly enough for his statements 
to be taken down verbatim—“ his students cherished his words ” 
—and one of his pupils has now reproduced them for transmis- 
sion to others. f / 

Such pietas is as praiseworthy as the accurate taking-down 
of some sixty thousand words or more during a single year is 
remarkable. The would-be „reader will ask, Is there value 
to-day in this detailed, half-century-old record of a clinical 
teaching session? Will he find it more than an interesting 
historical document illustrating an era that is now long past, 
never to return? The answer is, without any doubt, that these 
notes have been justifiably preserved and published for the 
benefit of present-day practitioners and teachers of medicine, 
and that it is impossible to read any page without being stimu- 
lated. In particular, the teacher will benefit by the detailed 
demonstration of a master’s way of. instructing the young 
student. But all will learn from_the book, and the amount 
learned will be far from small. 

As Dr. Pratt himself writes,“ Although these clinical lectures 
and demonstrations were given fifty years ago, they possess 
their original freshness in large measure”; and “they show 
how. much can -be learned at the bedside by the inquiring mind~ 
the seeing eye, and the trained hand, even without the aid of 
modern laboratory methods.” 


K.. J. FRANKLIN. 
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Correspondence’. 


es ‘Exysipeloid 


SIR = was interested in the medical memorandum by Dr.- 
'R. A. Bush (October 29, p. 964) and I agree that most cases 
of erysipeloid are penicillin-sensitive, though, during the past 
few months I have seen two cases which have dragged on for 
a_month or so in spite of adequate doses. I do not agree with 








the statement that the disease is by no means common. I, 


believe it is more correct to say that-it is by no means commonly - 
recognized. -At a recent examination for a higher surgical 
diploma I found that only about one candidate in ten was 
familiar with the condition. 

Erysipeloid is more common in certain feeaitics and is 
seasonal—June to October being the optimum months. The 
reddish-purple area on the hand, which follows a prick by a 
fish-scale or poultry bone, is very ‘typical. Untreated, this intra- 
dermal, not subcutaneous, inflammation slowly extends over 
the adjacent palm or fingers and subsides in from four to six 
weeks, during which period disability results from ‘itching and 
stiffness. Regional lymph nodes are occasionally enlarged, 
probably as a result of the initial skin puncture. I have never 
seen lymphangitis as described by Dr.- Bush. > 

It is important that this disease should-be recognized, both 
from the point of treatment and maltreatment. The majority 
of cases respond to penicillin but are resistant to sulphonamides, 
and-surgery is contraindicated—in spite of which I have seen 
two cases which Were incised as indolent whitlows. It is interest-’ 
ing to recall that erysipeloid was described as Jong ago as 1873 
by Morrant Baker, who termed it erythema serpens, and ‘it: is 
now commonly referred to as “ fish-handler’s disease.” —I am, 
etc:, ' 7 t 


London, W.1. R.oJ. MCNEILL LOVE. 


- SIR —Mr. Thomas G. Lowden has made several observations 
on, erysipeloid (November 26, p. 1231) and I am prompted to 
add my comments on- this interesting and often undiagnosed 
condition, since J treated a fairly large number of cases during - 
a- period of 18 months at the Royal Northern- Hospital. I 
would agree that the incidence is in the region of 1% of septic 
hands seen, that the cases vary_in severity, and that. the diagnosis 
is of necessity made clinically; as incision is not required and 
thus no material is available for pathological study. ~ 

“Untreated” cases—i.e., those patients ` who. have only“ 
attended for treatment after self-medication with poultices, etc., 
“for several weeks—do not resolve readily in spite of penicillin, 
taking 2-3 weeks further to clear (i.e., as long as 5-6 weeks from 
the original date of onset). The condition sometimes spreads 
slowly on to the hand but is often surprisingly stationary. 
Although the majority of cases respond to penicillin (250,000 
units b.d. for seven days), the response is often slow, and there 
are a number of cases that do not respond at all but tend to 
linger on for weeks like the “untreated” cases.. These may 
have not come for treatment until the second week, but- early 


cases too may react in this way. Sulphonamides appear to be- 


entirely ineffective, as shown by cases referred by general 
practitioners who have tried sulphonamides without success, 
and by personal clinical trial. : 

The commonest cause appears to be a minor prick with a 
fish, meat, or rabbit bone, but pricks- with a variety of sharp _ 


objects have been seen to cause this condition. I have also seen — 


. one case which followed a small burn of.-the finger, there being 
no history of any obvious source-of contamination. The burn 
had healed before the patient. attended hospital, so there was 
no opportunity of isolating the organism, but clinically the 
appearance was quite typical. For some reason the disease 
appears to have a seasonal incidence, and I have noticed a very 
definite increasé in spring and autumn. I have been told that 


the.disease has a definite topographical distribution, and I- 


would be very interested to hear of its incidence i in other parts 
of the, country,,in order that this contention may be proved 
or ‘disproved —I am, etc., 


London. N.12. -. CYRIL BORODA. ~ 


CORRESPONDENCE `/ 


‘lymph nodes. 


“Lymphoid” Hyperplasia and Rheumatoid Arthritis 


Sir;— Professor Hans Selye (November 19, p. 1129) discusses 
possible reasons for the favourable modification of “ formalin 
arthritis” -by ACTH, “cortisone,” the ‘alarm reaction,” and 
the worsening effect bf LAP and DCA. He suggests that the 
inhibitory-action of ACTH and cortisone may be due to their 
antihistaminic or anti-hyaluronidase properties.- ` 

. For some time past'I have felt that. the. lymph-gland enlarge- 
ment found in rheumatoid arthritis (and. some cases of 
“fibrositis ”) might be an important factor in the production 


„of the disease, rather than secondary to chronic inflammation 


in the joints as was formerly believed. Selye’s -paper on the 
general-adaptation syndrome’ encouraged me to pursue this 
hypothesis, particularly as it lent some support for a basic 
psychogenic aetiology, which I believe to be present in many 
cases. It is-known that the: synovial cavities of joints are at 
least in part drained by lymphatics,’ and Indian ink injected 
into these spaces may be found very soon in the appropriate 
Professor: E. W. Walls and P have recently 
worked on lymphograms obtained. by putting “ thorotrast ” into 
the synovial cavities of cadavers and moving the joint concerned. 
This. fills the lymph channels and outlines the nodes in a few 
minutes. My object has been to gain some idea of the normal, 


. to compare with cases which have previously suffered from 


rheumatoid arthritis. The snags will be obvious, and the scope 
of the work has beeh limited to the cadaver owing to our 
unwillingness to put thorotrast into the joints of living subjects, 

though this has been done abroad: 

Now the photographs (Fig. -7, p. 1133) and description of 
what happened to the lymph nodes in Professor Selye’s 
experiments have prompted me to put forward tentatively an 
alternative mechanical theory—that the changes in the joints are 
due to lymphatic oedema caused by a partial obstruction by 
lymphoid hyperplasia. - In the experiment referred to the rat’s 
glands are small under the influence of ACTH;:and the deep 
staining shows that absorption of ink was rapid. When the 
glands were hyperplastic from LAP little ink. had reached them. 


' Applying the hypothesis to the aetiology of “ formalin arthritis,” 


formalin solution is irritant and is probably dealt with sub- 
cutaneously by the lymphatic system. It may well be that the 
system becomes overloaded or damaged, thereby rendering the 
mild and uncertain “arthritis-producing” property of DCA 
and LAP more clear-cut. The’ intensity of local skin reaction . 
could also depend on the speed of removal of formalin. 
Finally, Selye’s unexpected finding in his rat experiments of 
main involvement of the ankle-joint, though it was some way 
from the site of injection, is. also capable of explanation by 
mechanical block of lymphatics. Clinical observation, too, 
shows that it is the peripheral joints that are mainly affected in 
rheumatoid arthritis, and perhaps those in which the periarticu- 
lar tissue is lax are affected most—e.g., proximal interphalan- 
geal points; as opposed to distal interphalangeal. It should not 
be difficult, given facilities for animal work, ta show whether 


‘lymphoid hyperplasia can in itself impede lymph drainage.— 


I am, etc., 


Ipswich, Suffolk. J. W. PAULLEY. 
ae REFERENCES 


YJ. clin. Endocrinol., 1946, 6, 117. - 4 
2 Davies, D. V., J. Anat., Lond., 1946, 80, 21. 
3 Ibid., in the press. , 


Autotransplantation of Jòint Capsule 


- SiR —With reference to your annotation (November 26, 
p. 1221) on this subject, it may be’ of- interest:to note that in 
1938 we trephined-a small- controlled series of cases of 
rheumatoid disease and osteoarthritis at the ‘Royal National 
Hospital for Rheumatic Diseases, Bath. In the rheumatoid 


- cases.no significant improvement was noted, but in those suffer- 


ing from osteoarthritis there was some relief from the bone pain 

certain patients experience at night. We felt that some reduc- 

tion of tension might be the explanation of this improvement in 

symptoms.—I am, etc., 

Bath. G. D. KERSLEY. 
“REFERENCE = P 

1 Reports on Rheumatic Diseases, 1938, 4, 68; — 
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Dermatitis and Stomatitis due to Streptomycin 
Sir,—I read with*interest the article by Dr. R. A. Pallister 


on dermatitis and stomatitis during streptomycin treatment - 


(December 3, p. 1271) and wish to state that I have seen a 
similar syndrome in an imbecile child aged 12 years, who also 
exhibits tuberose sclerosis and whom I had treated for chronic 
pyelitis with streptomycin. . 


I started treatment on October 27, 1949, with one gramme 
of streptomycin daily in divided doses. On October 28 the 
. temperature dropped io normal and on the 30th the urine was much 
clearer and temperature was normal. On October 31 the temperature 
rose to 100° F. (37.8° C.). On November 1 the temperature was 
100.4° F. (38° C.). The patient was extremely restless and appeared 
to be complaining of his throat. On November 2 the temperature 
was 100.2° F. (37.9° C.). The patient was very restless, scratching 
his abdomen and trunk. -His lips were red and sore and the 
mucous membrane of the mouth was inflamed and sore. 
mycin was continued. On November 3 the patient, when examined, 
was found to have a mild stomatitis and later in the day developed 
a well-marked generalized erythematous rash which was marked on 
face, trunk, and limbs. The palms and soles were clean. On 
November 4 the’ rash and stomatitis were more marked, ‘and I 
diagnosed the condition as due to sensitivity of the patient to 
streptomycin, a total-of 9.25 g. having been given. 
streptomycin treatment on November. 4 and ordered calamine lotion 
to be applied to the rash, which appeared to be extremely itchy, and 
“ benadryl ” tablets (50 mg.) to be taken ‘three times a day. The 
mouth was treated by mouth washes and gentian violet. On 
November 5 the patient appeared to be slightly better (temperature 


normal). On November 6 the rash appeared to be fading and the. 


stomatitis was clearing up (temperature still normal). On November 
7 the rash.was gone and the stomatitis was much better. A vitamin 
preparation was prescribed. On November 9 the rash and stomatitis 
had cleared up. Examination.of the urine showed the chronic pyelitis 
to have cleared up also. 


The symptoms of this patient were similar to those described. 


by Dr: Pallister as- the symptoms of sensitivity to streptomycin 
—i.e., fever, stomatitis, and- rash. ` In this case the patient 
reacted to benadryl. I do not think that there is any doubt that 
.+ the .symptoms-were due to streptomycin. 


I wish to thank Dr. D. J. Rose for his advice and permission to 
write up this case. S 


—I.am, etc., 
“Brockhall, Blackburn, Lancs. 


P. O. O'REILLY. 


The G.P. and E.C.T. 


Sır —The correspondence on E.C.T. emphasizes the great 
difficulty in selecting the right cases for it if one wishes also to 
reject. unsuitable ones. It appears that the criteria to some 
extent cut across the ordinary diagnostic categories, and it is, 
of course, inherently likely that they should, since the classifi- 
cation was not designed with E.C.T. in mind. While we may 
agree in principle that the G.P. can often provide valuable 
information on the subsequent career of the patient, it will be 
quite useless 1f the psychiatrist does not happen to have noted 
those features of the patient and his environment which are 
really critical. They may indeed be: so subtle as inevitably to 

escape notice unless specially looked for. 

' Ina case like this, where only a small part of the theoretically 
available information can, in practice, be extracted, it is 
necessary to make an intelligent guess. I suggest that a con- 
‘sideration of the nature of a treatment such as E.C.T. vis-à-vis 
the- nature of the disease might aid in this direction. How, in 
short, might such a treatment be expected to benefit such a 
disorder ? In the first place neurosis: has, as the statisticians 
say, Many degrees of freedom, while the treatment has very 
few. We may speak of neurosis as a failure of integration, a 
maladaptation, a confusion, or many other things. The point 
here is that every respectable neurosis is a case of not one or 
two, but a large number of things being wrong more or less 
independently. To say that they are wrong independently. does 
not conflict with the fact that we can often see how one thing 
has led to another to make the patient what he-is to-day ; the 
environmental story is an integral part of the causal chain, and 
it might have unfolded far otherwise than it did. 


- 


Strepto- - 


I stopped the 


Now E.C.T. in common with suggestion, drugs, psycho- 
surgery, and environmental adjustment cannot of itself put 
right more than a few things that are independently wrong. 
The reason is simply that it is not variable in more than a 
few independent ways. (Of course it might be in theory ; there 
is an enormous number of distinguishable combinations of 
current, duration, etc., but it will be agreed that in practice 
the choice is made from quite a small number.) In other words 
the treatment cannot be exactly matched to the structure of 
the neurotic personality. Indeed, no known treatment can, 
although deep analysis’ may be said to be an attempt, as far as 
is practicable. 

Nevertheless these relatively non-variable procedures do from 
time to time result in what seems to be permanent cures ; and 
occasionally so-called spontaneous cures occur. The only way 
we can account for these happy events is on the supposition 
that the treatment or, in the latter case, a fortunate concatena- 
tion of circumstances has, so to say, “started something.” The 


_ actual cure must be attributed to the psychological environ- 


ment continuing to “play up” in such a way and for such a 
time as to allow the psyche to settle down after the disturbance 
in a.new, and better, stable equilibrium. Clearly in some cases 
it will have to play up in such a manner so specific and unlikely 
as to be beyond hoping for. Then, or whenever it fails to play 
up, we must expect the “ brittle mask of cheerfulness,” as Dr. 
D. M. O’Connor (October 29, p. 984) aptly calls it, to crack. 

The general criterion of selection, therefore, is whether the 
temporary disturbance will enable the patient to learn what he 
has to learn from the best obtainable subsequent environment 
(which may include a psychotherapist). It is a. strategical 
problem in which diagnostic categories can play only a limited. 
though not unimportant, part and in which no amount of care 
will ensure success every time.—I am, etc., 


Cambridge: ` ~ W. E. HICK. 


Sır, —I feel that Dr. Donald M. O’Connor (October 29, p. 984) 
has raised an important issue by his letter on E.C.T. and one 
which should not be dismissed casually. Innumerable papers 
are published giving statistics of cure by various physical treat- 
ments—E.C.T., insulin (modified or deep), prefrontal leucotomy, 
narco-analysis, and so on—but the degree of cure is assessed 
by .the physician who has given the treatment and not by the 
G.P. who sees the patient every day. It is obvious that anyone 
using a therapy for which he has a strong enthusiasm will 
consciously or unconsciously be prejudiced in its favour. The 
only person who can give one valuable information is the 
G.P., and he is never quoted in statistics. __ 

In my opinion physical treatments are useful, but: only in 
a very limited way. For example, E.C.T. will produce excellent 
results in certain cases, as in menopausal depressions, but this 
does not méan that all depressions should be put through a 
“ sausage-machine ” routine as is so often the case. I. know, 
for instance, of a young man who was homosexual and 
depressed as a result. He was given E.C.T. without even an 
inquiry regarding any sort of cause for his condition. In the 
same way I feel that insulin therapy produces occasional cures, 
but these are not nearly so frequent as its exponents would 
have us believe. At almost every one of my out-patient 
sessions I encounter cases of schizophrenia which have had 
insulin therapy without any beneficial effect and have even 
been given E.C.T. (which the statistics of the New York State 
Hospital’ show is harmful for such‘ cases). I need not describe 
the failures from prefrontal leucotomy—they are all too 
evident. The enthusiasts give us a high rate of cure for such 
treatments, but what does the G.P. think of them ? 

There is a strong urge from official bodies that patients 
should be treated rapidly and inexpensively, so that statistics 
of cures may be produced and good results may be quoted. 
I have even heard of one medical superintendent in a mental 
hospital who discharged all of his doubtful cases just before 
the time to assess statistics of.cure. He could thus show a high 
recovery rate—although most of those discharged returned the 
week after. Careful studies in America show that the best 
results come from clinics where patients are treated as people 
with anxieties and troubles and not as machines which need a 


~ 
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good jolt to get them- going again. I would therefore plead 
most strongly that we need the observation of the G.P., who 
does regard his patients as., human beings, to correct the 
mechanistic vision. of the enthusiasts for physical, régimes.— 
I am, etc., 


London, W.1. 


- 


Grins ALLEN. 


Sir,—Dr. Donald M. O’Connor (October 29, p. 984, and 
December 3, p. 1297) is very right to stress the intense fear and 
dread expressed: by a considerable number of patients. I have 


-frequently discussed this with them when back in their-own - 


homes and secure. Most say they cannot say what it-is they 
fear—there is no pain; no unpleasantness, and yet they cannot 
face it again. Many say they have heard the previous patient 
cry out and the-sound has frozen them with fear—I even had 
one patient who saw her predecessor being wheeled. out un- 
conscious. I have, like Dr. O’Connor, found a curious lack 
of appreciation’ of this phenomenon among: institutional 
psychiatrists. 

As to'sequelae, the patients, the relatives, aha. many doctors 


are very distressed at the amnesia and confusion so many show . 


on returning ‘home. 
than a few weeks. One of my, cases developed. ‘a full-blown 
hemiplegia which cleared up in a week or two. Sometimes there 
is complaint of backache or soreness of joints (hip, knee, ankle). 
I think this is‘ why the hysterical type does so badly—they get 
a displacement of their symptoms, they do not lose them. 

In reply to Dr. D..N. Hardcastle (December 3, p. 1297) I 
think a:very great deal of information would be gained by the 
psychiatrist if the mental hospitals had a really good follow-up 
team. Here in Bristol, for instance, if a patient has had any 
form of radium or contact x-ray treatment, one receives -a 
regular and standard form of inquiry year after year. I do 
not think I have ever ‘received a similar query about a psychia- 
tric case, and only an occasional one on a surgical or medical 
case.—I am, etc., 


Bristol. aioe : J. L. FAULL. 


Medical Administrators 

Sır —Dr. John Sleigh (November 19, p. 1180)-has properly 
understood my meaning, which, briefly, is that -medical men 
and women should primarily be engaged in the practice of their 
profession so as to avoid waste of medical man-power at this 
critical time. Training for administrative work ‘is far less 
‘arduous and time-consuming than it is for medicine, calls for 
relatively few technical qualifications, and is largely intuitive. 
A layman can do the work if he has common sense, tact, ‘some 
knowledge of house planning, essential services, housekeeping, 

and the-ability to get along with other people. By attending the 
` meetings of the medical and lay‘committees he and they are in 
touch with all requirements and have technical advice available. 

Any well-designed. administration with a- minimum of staff 
runs by itself. One such that I took over at short notice and 
ran for seven weeks was, I believe, improved by the change. 
The so-called work took me from 9 a.m. to 9.15 a.m., and I 


attended from 6 p.m. to 6.30 p.m. to receive complaints, look- 


“over and sign letters, etc. My round was made.between these 
times. Motto—keep the staff small and have an occasional 
meeting. 

The contrast between the health of the community when I 
was a student and now, especially among the young, is astonish- 
‘ing. 
` rife, rheumatic fever and venereal disease common, and under- 
nutrition the rule. The children were pale and wan. To-day, 


with siin-balconied flats, scientifically adjusted food, cleanliness, 


better school premises, and better feeding, the children are fine 
and -healthy. ‘All this ‘is primarily due to lay planning with 
médical and scientific advice and to the prevention of.inféction. 

In former times a doctor with the D.P.H. was regarded as a 
sort of cross between one- who wished to avoid practice and a 
plumber. Being of a mechanical turn and interested in science, 
building: lay-outs, sewage farms, and the like, I nearly ‘went in 
for it. To-day othe bacteriology alone would be .far beyond 
me. . 


In very few cases does it“last for more’ 


~ 


In those days rickets, anaemia, and skin diseases were: 


‘for one year. 
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By all means have medical superintendents, but Jet them also 


‘practise as-consultants in their own institutions and‘do a full 


day’s clinical work. Many do, and sometimes dislike the 
administrative duties that have been thrust upon them —I am, 
etec, s, 
- London, W.1. 


i G. H. CoLT, 


~ 


Use and Abuse of Vitamins’ 


Sig Paoteiot L. S. P. Davidson (November 5, p. 1036) 
points out that frank deficiency diseases are rarely encountered 
in Great Britain to- day. In this connexion I should like to 
mention a case of mine, a girl of 18 years, whose skin would 
not stand sunlight. She was seen by an experienced consultant 
physician and by a leading dermatologist, neither of whom 
accepted my diagnosis of pellagra. The only suggestion made 
as to treatment was to carry a sunshade. In the end she was 
persuaded to eat } oz. (14 g.) of raw yeast daily, and when 
last seen was quite well. 

It may be argued that this is a very unusual case, but most 
doctors must have come across cases of herpes labialis. © This 
condition arises:from nicotinamide deficiency and can be quickly 
relieved:-by giving nicotinic ‘acid in “suitable doses. Herpes 
simplex-can also-bé-prodticed at Will for instance, by giving 
a course of sulphapyridine followed by an artificial pyrexia 
from T.A.B. vaccine.’ I will not say anything about surgical 
incisions failing to heal from lack of vitamin C, as this 
particular difficulty seems to be getting less troublesome. : 

The answer seems to be that a frank deficiency to one doctor 
may be a sealed mystery to another. I well remember being- 
told as a student in the pharmacology class that “ cod-liver oil 
was only useful as a source of calories,” and must confess to a 
certain distrust of academic medicine ever since.—I am. etc., 

Shipley, Yorks. Henry S. RUSSELL. 
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_ Menstrual sionsdamtinis 





menstrual ` functions of women has long been recognized by 
physicians, surgeons, obstetricians, and gynaecologists alike. 
The uncertainty and indifference to accuracy exhibited by the 
average woman (even among the better-educated classes) in 
describing these functions are proverbial. The time wasted by 
the medical profession throughout the world in arriving at 
accurate data when trying to get a menstrual history must be 
phenomenal. 

After 22 Years’ experience in hospital and private practice of 
this unsatisfactory state-of affairs, I should like to put forward 
a solution to this problem. For the past six years I have con- 
sistently handed to nearly every woman between 15 and 50 years 
old under my care a card which J devised for the purpose and 
which I have found invaluable in my work. The headings on 
the card, which is printed on both sides, are reproduced below. 





AGE 
DATE NAME PARA: SMWSDR 12. 
MISCARRIAGES ! 
OCCUPATION . 
‘Duration | ` Pain: | Number of | Changes in | Remarks (e-g., 
Profuse, | (Present | Days Since | Health or Gena 
Normal, | or Absent | Previous | Routine of Dpsets) an 
or Scanty |and When)| ONSET Li anmeat 








The patient needs only to make an entry approximately once 
a month on the card, which is designed to last, in most cases 
When complete it can be returned to the medical 
adviser to be filed’ with his records of the case. The ready 


~ 


_ 1414 Dec. 17, 1949 


„m 


CORRESPONDENCE 


i BRITISH 
. MEDICAL JOURNAL 
eS MEDICAL JOURNAL 


and willing co-operation of the average patient in this simple 
method I have found most gratifying, and the importance of 
the information thus obtained (with the minimum of effort on 
the part of*the doctor) is great. 

The objection might be raised (as it has been in some quarters) 
that it is undesirable to let women, particularly certain intro- 
spective types, pay so much attention to what should be con- 
. sidered a normal physiological function. But my experience 
over many years is that it does not encourage preoccupation 
with the “ periods ” and has no undesirable psychological effect. 
Details have to be recorced only about once a month, and the 
card merely takes’ the place of the private jottings in the 
patient’s diary or calendar. 


SMWSDR 12 at the top of the card stands for single, married, 
widow, separated, divorced, remarried, once, twice, etc. 


—I am, etc., © >= 
London, W.S. 


ACTH and Colchicum in Gout 


Sır —It would seem that the only hope, of making wide 
clinical use of the anti-arthritic effects of “cortisone” and 


ACTH lies in the development of analogues which would, be. 


* - fs . - » - t, eo G - soon. ije 
reasonably ‘easy to’ manufacture.” To this end Tesearch ‘to ascer- 


tain the chemical mechanism whereby the drugs work is under 
way. 
Unfortunately the rate at which this work can progress is 
also greatly restricted by shortage of the drugs, especially in 


4 
` 


Britain. A,_ possible line of approach to the problem utilizing - 


freely available material has occurred to me. According to 
Selye’ gout is as much a “disease of adaptation” to stress as 
arthritis. Might it not be worth while then to investigate the 
mechanism of the specificity of colchicum against gout? It 
seems that nothing is known about how this agent produces its 
effect. In fact, only. recently has the chemical structure of 
its main ingredient, colchicine, been investigated.” 

When injected into ‘patients with gouty arthritis, ACTH 
increases uric acid excretion with a concomitant fall in serum 
uric acid level.’ Presumably colchicum acts by producing the 
same effect. Exact knowledge of how colchicum works 
might therefore provide useful clues to the development of 
the required analogues.—I am, etc., 

London, E.C.4. CHAPMAN PINCHER. 
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Pruritus Vulvyae 


Sir,—Professor T. N. A. Jeffcoate in his comprehénsive paper 
on pruritus vulvae (November 26, p. 1196) rightly stresses that 
the general practitioner, the gynaecologist, and the dermato- 
logist tend to see different aspects of the problem. The 
dermatologist is mainly concerned with those persistent case3 
that remain after the elimination of those that are more amen- 
able or due to internal gynaecological conditions. He. finds 
that one simple cause is rarely responsible but that more often 
these cases result from blends and combinations of the “ big 


seven” of contact irritants, emotional, endocrine, infective, ` 


metabolic, ‘and nutritional disorders and skin diseases. 

A good history is the sine qua non for accurate diagnosis; 
and an illuminated text, Qui bene interrogat, bene diagnoscit, 
would make a good reminder if suspended over the examina- 
tion couch. A full psycho-physical assessment is necessary, and 
the unmasking of one cause must not' lead to relaxation of the 
search for others. 

The physical signs may indicate the cause or only reveal the 
added effects.of physical, chemical, or microbic damage, which 
vary both according to the patient’s type of skin reaction and 
the nature of the irritant. These secondary physical signs 
include lichenification, excoriation, furunculosis, impetigo, 
infective dermatitis, and eczematous dermatitis. Infection 
“Suggests a greater probability that diabetes may be present, 


-¿ tbut it:also arises from nutritional deficiency or ffom scratch- 


. ;ing. Even if psoriasis is the local manifestation it mtist be 


L. CARLYLE Lyon. ` 


borne in mind that this disorder does not, usually itch and, 
further, that its presence in the flexures may show the psoriatic’s 
skin reaction to scratching rather than the cause of the pruritus. 
For this reason the investigation of psoriasis of the vulva must 
be on similar lines to other obscure cases of pruritus vulvae. 

Physical signs due to nutritional deficiency include seborrhoeic 
eruptions, dermatitis confined to the labia majora, leucoplakia, 
and intertriginous (monilial) dermatitis. The latter most com- 
monly occurs with diabetes or pregnancy, and in other cases 
avitaminosis (usually conditioned) must be considered, because 
monilia may be found on the skin“of many women without 
pruritus as a harmless skin contaminant. Avitaminosis may 
arise from achlorhydria, gastro-intestinal disorders, fads .ih diet- 
ing, or from insufficient food in elderly women, possibly edentu- 
lous, living alone. Drug intoxications, as from gold and arsenic, 
can also cause a nutritionally based seborrhoeic type of pruritus 
vulvae, but the condition is usually more generalized in these 
circumstances. : 


The diagnosis of a psychogenic cause must only be made, as with 
any other diagnosis, on positive evidence and not froni the negative 
basis of absence of obvious material cause. Any of the skin 
reactions mentioned above due to physical, chemical, and microbic 
trauma may be present, or there may be no physical signs. These 
cases are related to disgust for coitus or dread of its consequences. 
including ` unwanted pregnancy and venereal disease or, “ extra- 


maritally, the fear of possible family, financial, social, and moral 


harm that may result. In any case where a psychogenic basis is 
Suspected it is wise to obtain the help of a psychiatrist both for 
confirmation of the diagnosis and for treatment. 

When Professor Jeffcoate states that psychogenic causes are often 
merely contributory factors he raises the “ egg and chicken ” contro- 
versy again, because it also happens that the “ egg ” of psychogenic 
pruritus only too often hatches out the “ chick’s ” chemical and 
incctive dermatitis and lichenification, which cause aggravation of 
the pruritus and make it seem to’ be on superficial inspection related 
only to a local material cause. 

A primarily psychogenic or nutritional pruritus vulvae often comes 
before the dermatologist in an aggravated and eczematized condi- 
tion from the pse of local analgesic agents (particularly benzo- 
caine Gerivatiyes), fungicides, and germicides. These complications 
may bd relieved by bland local treatment, but the underlying cause, 
if it remains, will still have to be relieved. The use of antiseptic and 
fungicidal applications is rarely necessary, as the infection is usually 
secondary. A breakdown of the skin’s power of self-disinfection 
may result, so that in fact by their use the very condition is produced 
that it was hoped to prevent. l 


X-ray treatment has a very small part to play. It should 
never be used on moist, infected lesions but should be reserved 


for a few cases where chronic eczematization or lichenification 


creates a vicious circle of friction and aggravation of itching. 
Vulvectomy is only indicated in sums cases of leucoplakia and 
in Bowen's disease, both of which May cause severe pruriwus:” 
In “idiopathic” cases it is as illogical as would be the excision 
of the tongue for tongue-biting in epilepsy. Nerve-undercutting 
operations and anaesthetic-injection procedures , are equally 
irrational and are likely to lead to Increasing despair when 
the symptom recurs.—I am, etc., l 
BRIAN F. RUSSELL. 


Parturition after Pneumonectomy 


Sir,—Stimulated by the letter of Mr. F. Kellerman and Dr. 
R. Sauvan Smith (October 1, p. 758) on this subject, I hasten to 
add another case to the one they have recorded. ; 


A woman aged 29 had been an epileptic since 1942. Early in 1948 
she developed a lung abscess on the left side for which pneumon- 
ectomy was performed on April 30, 1948. In December, 1948, she 
was referred to our antenatal clinic and ves found to bė about two’ 
months pregnant. Termination of pregnancy was advised by the 


‘ chest physician, but was refused by her husband (not on religious 


grounds). She had previously had two normal confinements in 1946 
and 1947, with male infants each weighing: 74 Ib. (3.4 kg.).. The 
antenatal period was completely normal, apart from external‘ version 
being required. Labour began spontaneously on June 20, 1949, and 
delivery was accomplished easily after three hours in the first stage’ 
and twenty minutes in the second Stage of labour. ‘The puerperium 
was uneventful. : On August 29, 1949, she was sterilized by vaginal 


. hysterectomy, which is the method of choice in a multipara with a 


cervical or corporeal lesion such as cervicitis or subinvolution. 


Dec. 17, 1949. re 
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As ‘pnetimonectomy is a relatively new operation it is likely“ 


‘that there are few women who have undergone ‘a pregnancy 
subsequently. However, it seems probable-that their numbers 
will increase. While therapeutic abortion tan easily be justified 
in these cases, yét there will be many- patients who wish’ to 
proceed-to term. l M 
Fhe antenatal period appears to be unaffected by pneumon- 
ectomy. The course of labour must be watched carefully, any 
~ delay in the second stage being terminated by forceps extraction. 
In miltigravida with a history of previous easy labours the out- 
‘come is likely to be favourable. In a primigravida, however, 
with the uncertainties of the length of.labour and the patient's 
reaction, the -prognosis must be more guarded. Should there 
~ be any complicating obstetrical factor caesarean section would 
be almost obligatory. _ 3 


_ My thanks are due to-Mr. A. H. Siddons, who performed the 
pneumonectomy, and to Mr. C. M. Gwillim, who performed’ the 
vaginal hysterectomy, for their advice and assistance in this case. . 


t 


„Iam, etc., ` i ; i i 
‘London, S.W:1. J. L. WRIGHT. 
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Treatment of Ringworm of .the Scalp 


Sir,—Dr. K. D. Crow (November 19, p. 1175) indicates that 
he has completely missed the point of our criticism(October 8, 
p. 815)-of the report on the treatment of scalp ringworm with 
_ local applications, by Drs. H. Haber; R. T. Brain, and Mr. J. W. 

Hadgraft (September 17, p. 626). We endeavoured to draw the 

attention of practitioners to the fact that x-ray epilation is still 
_ by far the best treatment for Microsporon audouini scalp 
- Infections, and that the results of the treatment regime used by 

Dr. Brain and his colleagues were assessed on an uncontrolled 
series of six cases. We believed that thé superiority of x-ray 
. epilation. was not sufficiently stressed in their recent article, 
though -reference was made to a previous article’ on a related 
experiment, and here the value of x-ray therapy was freely 


_- admitted. In a subsequent letter (October 29, p. 980) Drs. Brain 


and Haber kindly acknowledged our criticisms and endorsed the | 


emphasis which we place on the value of x-ray epilation. 

-~ We do not suggest that the literature confirms our contention 
that 25% of cases of M. audouini infection of the scalp undergo 
spontaneous cure in less than six months. These were our own 
figures based on several hundred cases, but it is becoming 
increasingly apparent that future literature on this important 
point may well substantiate our claim. For example, Shaffer’ 
‘recently-stated that 70% of a‘random saimple of 129 cases from 
an epidemic in Detroit which involved about 7,000 children 
were found to be free of infection when subsequently examined 
three years after the original diagnosis had been made. 

We laid stress on the fact that Dr. Brain and his colleagues 
had only six cases of M. audouini scalp infection, yet~they 
included in their trial twenty of M. felineum infection. We con- 
sidered this to be misleading, since spontaneous cure within 


months is well khown to occur in the great majority of cases’ 


` 


of the latter infection. 

Four cases of contact dermatitis from the total of fourteen 
cases assessed at the time of writing our last letter is admittedly 
a very high percentage. We agree that we must have been 
very unfortunate, but, on the other hand, we felt in duty bound 
to draw attention to the possibility. We can assure Dr. Crow 
that. they were examples of sensitization dermatitis. We used 
4.5% salicylanilide in a carbowax preparation kindly supplied 
by Imperial Chemical (Pharmaceuticals), Ltd., and essentially 


the same as that used by Kinnear and Rogers.’ Dr. Brain and’ 


his colleagues ‘mentioned local reactions’ presumably due to 
mechanical friction, but they did not mention the possibility of 
eczematized dermatitis. - - 


With regard to ‘x-ray epilation, Dr: Crow’states that at many 

- specialized centres there is a wait of sometimes 3-4 months before 
treatment‘can- be commenced. If this is indeed the case then there 
exists 2 most unhappy -situation, and it is not surprising that tinea 
capitis is now epidemic in many areas. 


were found, but-by borrowing a second’x-ray therapy unit, and with 
thé whole-hearted co-operation of the county medical officers con- 


+ ” 
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of ten cases per day. We would like here to'acknowledge the herp, 
direct and indirect, which we received from Drs. J. Kinnear and John 
Rogérs when:.planning our programme. , F 

Dr. Crow admits that the method of treatment advocated by Brain 
~and. his colleagues is suitable only when facilities exist for examina- 


- tion under Woodďd’s light and, preferably, for cultures of the 


organism. But there must be very few such centres nowadays which 
do not also possess or could not borrow a superficial x-ray apparatus. 
He suggests that local treatment should be employed: (1) in all 
cases of pre-school age (we prefer x-ray~epilation for all children 
of 3 years and over, if necessary under general anaesthesia, and 
we believe that cases of tinea in children under 2 years of age under- 
go cure with suitable local treatment in the majority of cases, and 
that in any event at this particule age they are seldom as likely 
to be a source of infection as older children); (2) when facilities 
for x-ray epilation are not available within a very short- time 
(we agree here), and especially -during epidemics (it is just in these 
circumstances that x-ray epilation is of the greatest possible value); 
and (3) in all cases of infection with the ‘animal microsporon (we 


-believe that, taking the average total duration of untreated infections 


as at the most about six months, all cases have to be treated on their 
merits; usually ‘a quick cure’ in four weeks with x-ray treatment is 
preferable to a wait of some months involving laborious local therapy, 
as advocated by Dr. Brain and his colleagues, for in the latter event 
the children have to have their hair cut very short and kept short 
throughout treatment). f 


We repeat our reminder to practitioners that x-ray treatment 
is. still the only reasonably certain method of cure. and we 
believe that great harm can be done by attempting local treat- 
ment for M. audouini scalp infections in any place other than 
an investigative centre.—We are, etc., os 
J. MARTIN BEARE. 
Ivan H. McCaw. 


Belfast, i 


REFERENCES 


1 Brain, R. T., Crow, K., Haber, H., McKenny, C., and Hadgraft, J. W., British 
Medical Journal, 1948, 1, 723. 

2? Arch. Derm. Syph., Chicago, -1949, 60, 355. 

3 British Medical Journal, 1948, 2, 854. 


, Importance of Preventive Medicine 


Sir,—It is now many weeks since a leading article in your 
educational number (September 3, p. 524) proclaimed that “ the 
prospects of a career in public health have never been better.” - 
And then afew lines later you wrote, “ Financially the rewards 

. will always be less than clinical medicine can offer.” In 
the interim only one or two voices have been raised to query 
this pronouncement, and I think. that the time has therefore 
come to try to make the profession face the implications which 
it has so far accepted by remaining silent. 

First I ask, Is ‘it the considered opinion of the Association 


‘that preventive medicine’ is of so little importance that its 


remuneration shall compare unfavourably with that of thera- 
peutic medicine? The triumphs of preventive medicine in 
Britain in the last century have been in their way at least equal 
to those of the therapeutic branch. Smallpox, typhus, cholera, 
enteric, and lastly diphtheria have gone or are going. The 
wastage of infant life has been reduced by about: two-thirds. 
These achievements are not dramatic in the way that successful 
therapy may be, but they are no less real on that account, 
Is preventive medicine therefore of so little importance ? 

If thé answer to my first query is in the affirmative, the 
second must be squarely faced. Does the medical profession 


- claim a vested interest in sickness? The only justifiable ground 


` 


I On. discovering our own - 
epidemic, we were quite unable to deal with all‘the -cases which, 


for casting asjde preventive medicine is that it is ineffective. 
If it is concedéd to be effective then it must be given adequate 
encouragement Of all kinds. If they consider it to be effective 
but not worth equal financial encouragement it is then a 
legitimate criticism of the therapéutic branch that’ they want 
the public to be ill in order that the doctor’s livelihood shall not 
suffer. If, on the other hand, the profession as a whole agrees 
with preventive ‘medicine in theory and practice, what are they 
doing to see that the necessary-encouragément is given ? 

It took a year to wring “agreement:to negotiate from the local 
authority associations, “and after four further months the 
machinery for negotiation is not ready. Our ‘colleagues in the 
Civil Service have the necessary machinery, but apparently it 


cannot be made to- work, and they are as badly off. This is ‘not 


good enough: and calls for an awakening of the medical 


cerned, we were able eventually to carry out epilations at~the rate - conscience of evéry Division and Branch of the Association as 


— 
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well as in B.M.A. House. If prompt and effective action is not 

forthcoming the medical services of the central and local 
authorities will go where the school dental service has already 
gone—down the drain. The economic pressure is just as great 
on the doctor as on the dentist, but the opportunity to transfer 
from prevention to cure less easy to find. 

If the local-authority medical services go the way of their 
dental counterparts there will be the immediate risk of the 
return of diphtheria on a substantial scale and also of the 
reappearance of the other epidemic diseases. “ As a parting shot 
I want to ask if any of my general-practitioner friends want to 
„have to cope with an outbreak of smallpox without the help 
of their local health department.—I am, etc., 


I. C. Monro. 


tT 
Elgin, Moray. 


_ Sir,—How very refreshing to read of Professor R.H. Parry’s 
frankness on proposing the toast of the guests at the Society 
of Medical Officers of Health Annual Dinner (Journal, 
December 3, p. 1289). Most of us in the public health service 
are getting just a little tired of the soft soap and treacle regularly 
handed out to us by every non-medical functionary in the land 
from the Minister downwards. Everyone loves us, everyone 
says we are doing a grand job, everyone is awfully sorry for us 
—and no one does a thing about our status except, of course, 
talk about it endlessly. 

Week after week we read of practitioners struggling for 
increased remuneration. Good luck to them. But is it really 
realized that any practitioner the day after he qualifies is a 
' better financial prospect than the medical officer of health who 
has a specialist diploma and years of experience behind him 
before he gets his post as M.O.H. with its attendant pittance ? 

Why have not the associations of local authorities the bold- 
ness to come out into the open and say what is pretty obvious 
anyway—that they don’t want a public health service? Then 
we could all clear out and let it collapse as ignominiously as the 
school dental service has done, and the rest of the profession 
could busy itself in trying to patch up ills which would never 


occur if preventive medicine offered even reasonable induce- 


ments and a living wage for anyone but visionaries and lunatics. 

Is it not a little ironical that the very body of medical men 
who started a public health service in this country should be 
the only ones to be disregarded when the National Health Service 
Act came into being? Let us have the answer one way or the 
other, and soon. We don’t ask very much—only to be equated 
financially with other medical men of comparable experience.— 
I am, etc., 


Wallingford, Berkshire. HECTOR MACKENZIE-WINTLE. 


Dangers of Dicoumarol 


Sir,—The new coumarin substance, B.O.E.A., described by 
Drs. Catherine C. Burt, Helen Payling Wright, and Mirko 
Kubik (December.3, p. 1250), is clearly a more quickly acting 
and in some ways a safer anticoagulant than dicoumarol. In 
view of this“article and of the leading article entitled “ Dangers 
of Dicoumarol” (p. 1279), I think three important questions 
need answer. What is the most effective and safest prothrombin 
level to aim at? How often ‘is it necessary to estimate the 
prothrombin level? How dangerous are these anticoagulants ? 

In the article by Dr. Burt and her colleagues a prothrombin 
level between 20 and 30% was aimed at because it was thought 
“ generally desirable,” but in some cases a level of 40 to.50% 
of normal “proved satisfactory for clinical improvement.” 
A number of workers™* have all aimed at a prothrombin 
level of 10 to 20% of normal in the treatment of thromboses. 
Peters and his colleagues* produced a level of 35 to 50% in 
their cases and recorded good results. Scott -and Lissimore* 
described a case of lymphatic leukaemia with multiple -mesen- 
teric thromboses which ceased when the prothrombin level 
was kept between 60 and 70% of.normal by dicoumarol. Treat- 
ment was maintained for over three years, prothrombin estima- 
tions being made at monthly intervals. 

During the last four years I have treated 81 -cases of throm- 
bosis by maintaining a prothrombin level of 65 to 75% of 
normal, and the results have been as good as any of those 
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„often than every five days ; 
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recorded by the authors quoted above for similar cases. No 
haemorrhage has been observed. These authors have all recom- 
mended daily estimations of prothrombin level, and as their 
patients were constantly in close proximity to haemorrhage this 
was certainly essential. On the other hand, when one aims at 
a level of 65 to 75% of normal, dosage can be adjusted -to 
produce this level and maintain it, using the prothrombin esti- 
mation to confirm one’s aim rather than as an essential in 
treatment. Estimations in these cases were never done more 
in prolonged treatment estimations 
were done once a month. The prothrombin level never fell 
below 50% and never rose above 80%. In 24 cases treatment 
has been continued for at least six months of the year for one 
to four years. 

These cases have all been treated at home, but no case in 
which liver or renal damage has been found or suspected was 
given dicoumarol without more frequent prothrombin estima- 
tions. Shapiro and his colleagues’ showed how liver damage 
increased the response to dicoumarol. Richards and Steggerda" 
demonstrated the continued effect of dicoumarol in rats from 
which the kidneys had been removed ; normally the prothrombin 
level soon falls. 

Dr. Catherine Burt and her co-workers also report that 
no gross cumulative effect of B.O.E.A. has been observed. 
Bingham and his colleagues’ found the same with regard to 
dicoumarol. After taking 10 g. of dicoumarol in 92 days, a 
man with thromboangiitis obliterans had normal liver and renal 
function. My patients who took dicoumarol for six months 
during each of four successive years similarly showed no ill 
effect, their white and red cells remaining normal. 

It is suggested, therefore, that a prothrombin level of 60 to 
75% of normal is adequate for the treatment of most cases of 
thrombosis; that prothrombin estimations in these’ circum- 
stances are unnecessary more often than every five days in 
most cases; that dicoumarol and also B.O.E.A. given for a 
prolonged time are not harmful in correct dosage.—I am, etc.. 

‘Leeds, R. A. Murray SCOTT. 
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Enteritis Due to Duck Eggs 


Sır—The article by Professor L. P. Garrod and Dr. M. B. 
McIlroy on enteritis due to duck eggs (December 3, p. 1259) 
raises certain problems of prevention. Is there any conclusive 
evidence that a duck infected with Salm. typhi-murium ever - 
transmits infection.to the inside of a freshly laid and undamaged 
egg ? 

In the article in question the words, “In hens’ eggs contam- 
ination is confined to the outer surface of the shell,” suggest 
that this may also be the path of infection in duck eggs, facili- 
tated ‘in the case of duck eggs by the greatér porosity of the 
shell.and by the conditions under which a duck may Jay its 
Unlike a hen, a duck as often as not does not lay its egg 
in a nest but anywhere about the farm. In addition, a duck’s 
droppings are almost invariably liquid, and this liquid faecal 
matter gets trampled over the egg. 

‘Even under these conditions it is highly improbable that the 
egg will become infected unless it is left lying out for a matter 
of days, and it is on dirty farms that this is likely to occur. 
It is these “ found ” eggs which may have been lying out ‘for 
an indefinite period which are probably the cause of human 
infection. 

An egg, be it duck or hen, which has been lying in one 
position for some days tends to become sided-yolked, and - 
when, as happens to all eggs at packing stations, these eggs are- 
lamped and found to be sided-yolked they should be discarded, 
although this would entail discarding some fresh eggs. 

It should also be borne in mind that most cracked, broken, 
and stained eggs are, at packing stations, turned into what are 
known as “liquid eggs” and sent to bakeries and caterers, 


é 
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hence the greater liability 


puddings.” Lastly, distribution being as it ïs, -it is 
that the two hundred eggs délivered to St. Bartholomew’s were 
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to infection even from- a .“ queen of. have good work capacity and. tolerance. Most are entering or 
are already at the stage of“full productive life. It would be 
people of opportunity to work and 


less than a month old.—I am, etc., ` “ 


Hittisleigh, Devon. 


- 


sirn,—I read Dr. J. T 
- chilblains,~to the “Refresher Course ” 
with increasing interest, for it occurre 
this article that chilblains may eventu 


ie 


F: E. GRAHAM-BONNALIE: ~ 


Chilblairs 


of the minor and-localized diseases of adaptation.’ 


As Dr. Ingram states, “ Exposure to cold and damp followed: - 
by warmth.” is the common precipitating factor for chilblains. 
Exposure to cold is-one of the “ alarming stimuli” described ing one or 
by Selye. The psychological and nervous influences mentioned: 
by Dr. Ingram could act via the pituitary and the “ endocrino- 

same manner that Selye postulates 
nervous fatigue acts in the alarm reaction. f 

‘Finally, the susceptibility for ‘the development of chilblains 
at puberty, the menopause, and old age and their virtual non- 
appearance during pregnancy are very suggestive of an endo- 
crine mechanism. It was indeed the remissions of rheumatoid 
arthritis during pregnancy and jaundic 


tropic” hormones in the 


` 


brilliant observations concerning cortisone. 


It would be interesting to know thé incidence of’ chilblains 
in rheumatoid. subjects as compared with that in normal people; 
and also whether anyone has yet observed a dramatic resolu- . 
tion of a chilblain in a patient treated with cortisone.—I _ 


‘am, ete., 


London, W.5. 


REFERENCE oo F 


1Selye, H., Practitioner, 1949, 163, 393, 


~~ 


Resettlement of the. Tuberculous 


SirR,—The views of Professor Frederick Heaf on rehabilita- 
tion of the tuberculous. need no bo ; 
oblique attack of Dr. Alice Stewart (December 3, p. 1294).* It. 
is, however, disheartening to learn t i 
city of lost causes,” philosophic doubt is being cast. on the 

\ worth of all our policies and schemes in regard to rehabilitation. 
Misguided these may be, but their fulfi 
able and realistic. If, as an alternative to the wise and timely 

persons in industry or office, Dr. 

Stewart can- only offer the suggestion of keeping them perman- 


reinstatement of tuberculous 


ently “in affluence,” then ‘she should- withdraw from the 
industrial Midlands and North along with 
mass radiography and morbidity tables. í 

Will she define “affluence” not in the O.ED. sense but in 
terms of the needs of a tuberculous wage-earner and his wife and 
tes-of pensions, sick-pay, and national 


family ? The standard ra 


f = 


assistance provide little more than subsistence. Increases have 
been~ granted by (or wrung out of) successive Governments 
sporadically and lagging in time behind the rise in the cost- 
of-living “indéx. Does Dr. Stewart really think that in future 
be assisted’ by the State with more 
Pensioning-off, how- 
on will not abate by 
n their homes, clubs, 
Man, works for 44 hours, sleeps ‘ 
at home or mixing gregariously with’ 

his fellows for 64 hours each week. . There is no eviden 
exclusion of the tuberculous (even if it were possible 


tuberculous persons ‘will 


than the wherewithal of bare existence ? 
ever generously, our tuberculous populati 
one jot. their infectivity in society and i 


churches, and cinemas. 
through 60 hours,-and is 


all work activity would di 


~ 


infection outside: workshop or factory. ` eae. SY = 


Half of the tuberculous population bécomes capable and does 


resume work eventually ; 
or altered. One-sixth are 
dent -married women. 

20,000 to 30;000 chronic a 
need ‘consideration’ in our 


| _ M. D. Warren, 


i Ingram’s contribution, concerning 
(December 3, p. 1284) 
d to me while reading. 
ally be classified’as one 


e that led Hench to his 


Istering from. me against the 


hat, emanating from “the 


lment is at least practic- 


ce that 
) from 
minish the total infectivity existing in 
the community. On the contrary, granted eight hours more 
leisure daily they, might well have more opportunities: of sowing 


unlikely - 


~ 


inhumane to deprive these 
to treat them as “su 


the prime. of life. 
— No one, least of all Professor Heaf, advocates the indiscrim- 
inate -replacement of the tuberculous in industry. Our young 
people going straight from school to work-bench, shop, or office, 


there to work alongside older 
costs. Dr: Stewart's finding o 
shoe factory is not germane to the i 
the size of the population that wa 
decries our present “ 
refer? I would draw her attentio 
Persons Corporation, 


“ Remploy ” 


to be opened in the country. It ha 
has places for 250 men and women 
ing there. I cam testify to the incr 
of men who are now being afforde 
to work within: 
they take-home 
and skill, instea 


perannuated ” men and women at or before 


persons, must be protected at all 
f 7 “open” cases in a boot and 
ssue unless she also indicates 
s surveyed or at risk. She 
industrial schemes.” To which does she 
n to the plans of the Disabled 
‘which has already set up special 
factories for the tuberculous and aims at establish- 
more in each region. 


Hull’s factory was the first 


s operated for nine months, 
, and 60 men are now work- 
eased well-being and morale 
d for the-first time the chance 
their reduced physical] capacity. As a reward 
a wage packet on Fridays, earned by their work 
d of being the passive receptors of their “ allow- 


ances ” at the Post Office on Mondays, 


Some of the desiderata enumerated by Dr. Stewart in the 
„Of her letter are surely not impossible to attain. I 
quate housing and improved standard of life 
These and other social 
one, but are within the 


earlier part 
refer to. more ade 
for tuberculous 
betterments are: the prerogative of n 
rights of all to: obtain or possess. 
letter was intended’ to be provocat 
` it might be better to superannuate 
as a means of reducing the rese 
in this country. is seriously adva 


and healthy alike. 


latest “Oxford movement” 


unhallowed death.—I am, etc., 


Hull. 


Dr. Rentoul does: 


I'v 


I assume that Dr. Stewart’s 


ive, 
tuberculous men and women 
oir of tuberculous infection 
nced, then I trust that this 
will” die a premature and 


If her suggestion that 


Rosert Harpy. 


= Rh Genotype Tests 


Sır —Dr. Edgar Rentoul (December 3, p. 1300) refers to the 
production of evidence with regard to the Rh sub-groups as 
being used in a British court for the first time in a medico- 
legal case recently heard in a Scottish Sheriff Court. Although 


otherwise escaped 
than June .8, 1949, 


A woman who had previous! 


her impedimenta of court. -The facts 


alleged that as a -result of a sin 


„a Casual meeting. she had bec 
who admitted the act, alleged 
been used. The probable time 


the admitted intercourse. 


It has been my practice to test 
I have: been able to'obtain a 
which I have investigated, 
which an Rh sub 
results of testing 


Baby 
Mother 


Alleged 
father 


The result obtained on the mothe 
anti-c' serum `available- was. a- doubtfu 


A. 
g 
+ 


+ 


not state the date of the hearing, which has 
my attention, I gather it was more recently 
when I gave such evidence at a magistrate’s 
of the case were as follows. 

y borne an illegitimate child 
gle act of intercourse following 
ome pregnant. The defendant, 
that.a contraceptive sheath had. 
of conception corresponded with 


for all the antigens for which 
ntisera in disputed’ paternity cases 


but this was the first occasion on 


“group had produced evidence of value. The 


in this instance were as follows: 


B 


—_ 
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a very active anti-c serum was not 


Because of the uncertaint 


the work may require to be modified -Made to`: genotype the 
-considered to be. unsuitable 


evidence was accepted by th 


dying cases, are aged; or are depen- 
Only .the remainder, -consisting of © : 
ctive cases of pulmonary. tuberculosis, dismissed as not proven.—I am, 
rehabilitation plans. Many of them ' 


r 


Newcastle-upon-Tyne- 


ia + ë + F 


(4) - 4 oo. 


I’s corpuscles with ‘the 
l negative reading, and 
available at the time. 


y of this result an attempt was not 
individualls,. 


and the evidence was 


for medico-legal work. The 
e magistrates and the claim 
etc., 


T. H. Boon. 
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‘POINTS FROM LETTERS 

‘Spoons as a Measure 

Dr. E. H. Jeanes (Rotherham) writes: I was pleased to see the 
letter of Dr. J. M. Hamill (November 19, p. 1180) regarding the 
very important matter of spoon measurements. The misconception 
-about the size of the tablespoon is a very common one and can in 
‘certain circumstances lead to most unsatisfactory treatment. The 
position is confused because textbooks often reiterate the myth that 
one tablespoon contains half an ounce of fluid, whereas in fact it 
contains one ounce. Confusion is doubly confounded because the 
majority of medicine bottles are now not marked in tablespoon doses, 
and the patient has to measure his own dose. ... Where bottles 
have been graduated in tablespoons the proper dose is taken, because 
the patient relies on these bottle markings, yet let it be noted that 
these measurements are in fact desserispoon doses, as can be verified 
by anyone with the interest to do so. It would not be difficult to 
find, prescriptions in the National Formulary which would cause 
definite harm if twice the prescribed dose were taken regularly. The 
instructions on tins containing dried milk may be misleading. For 
instance, an infant weighing 8 Ib. is started on artificial feeding and 
the mother is instructed by a nurse to feed by the directions given 
on the tin. Since some of the leading dried-milk manufacturers give 
directions in tablespoons of water to be added, the mother proceeds 
to make the feed by adding four measures of dried milk to eight 
tablespoons of water. This is poured from a jug into a feeding 
bottle and given to the baby. The baby, naturally, can only take 
half the amount, and the result is underfeeding, since only two 
measures of dried milk are taken. Of course feeding bottles are 
marked nowadays, but there still exist certain mothers who rely 
solely upon their own tablespoons and not on the markings on the 
feeding bottles. It is unfortunate that the Ministry of Food in its 
instructions issued with National dried milk has repeated the common 
fallacy that “ two tablespoonfuls of water equal about one ounce.” 
It is, of course, two dessertspoonfuls which equal one ounce, 


Death by Hanging 


Dr. R. PAKENHAM-WALSH (Lancaster) writes: I was interested to 


read Dr. F.’A. Richards’s letter (November 26, p. 1235) suggesting that 
death by hanging was not as instantaneous as is generally supposed. 
The same thought occurs to me every time I have the unpleasant 
duty of executing one of my ‘hens by the process of breaking the 
neck as near to the occiput as possible. Even when everything goes 
according to plan the hen gives every appearance of being conscious 
for a few seconds after the neck has been broken. Its eyes remain 
open and then gradually close, as though the creature was dying 
slowly. The subsequent “P.M.” .always shows a considerable 
haemorrhage in the region of the break, and it is probably this which 
causes the head and its owner to become finally dead. On one 
occasion I was anxious that a special pet hen should not suffer, 
and I was horrified to find that J had pulled the head right off. 
Death, however, had been instantaneous, as the head was certainly 
dead by all appearances, whi'e its owner still remained very much 
alive. - E 


Fracture of the Olecranon 


Dr. L. S. WooLF (London, N.W.11) writes: Thirty years ago the 
patient of whom I write, then a man of about 30, fell off a bicycle 
on to his left elbow. An x-ray examination showed that the fractured 
olecranon was drawn up about 24 in. (6.25 cm.) from:the body of 
the ulna—i.e., there was a separation of 2} in. between the olecranan 
and the body of the ulna. It was decided that mechanical means of 
bringing the fragment of the olecranon down to join the shaft.of the 
ulna would /suffice, and an open operation would thereby be avoided. 
Straps were applied to the upper arm exerting tension on the triceps, 
and after a short time it was considered that the olecranon was 
near enough to the shaft of the ulna to form a fibrous union. This 
in fact is what took place, and the patient had no functional disturb- 
ance in the use ofthe limb. From time to time there was “ rheuma- 
tism,” but it was only recently that there was much pain in or around 
the elbow. Because of this an x-ray photograph was taken, and this 
` revealed that there is, after thirty years, still no bony union, although 
> function is practically perfect. ` Š 


- Proritus Vulyae 

Dr. H. TuHISTLETHWAITE (Sedbergh, Yorkshire) writes: In Pro- 
fessor T. N. A. Jeffcoate’s learned article on pruritus vulvae (Novem- 
ber 26, p. 1196) I find.no reference to the application of testosterone 
‘ointment. A number of my women patients, whose ages range from 
30 to 90 years, have cause to bless this ointment, which was 
recommended to me in the first case by a gynaecologist and has 
fully -justified itself after other measures have failed lamentably. A 
single treatment which has given relief to some victims of pruritus 
yulvae deserves to be more widely known and used. 
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WILLIAM ANDERSON, OBE. F.R.CS. 


Mr. William Anderson, senior surgeon to Aberdeen Royal 
Infirmary, died suddenly on November 29. He was born in 
Aberdeenshire 63 years ago, of a farming family. In 
1904 he entered Aberdeen University, and graduated in 
1909 with distinction in his final examinations ; he was 
awarded the goid medals in both medicine and surgery. 
After graduation he held hospital appointments in the - 
Royal Infirmary and the Sick Children’s Hospital. He 
became house-surgeon to the late Sir Henry M. W. Gray, 
to whose influence and inspiration, like so many of his 
generation, he owed so much—a debt which he always 
gladly and thankfully acknowledged. Then followed a 
period of postgraduate study in Germany in the surgical 
clinics at Tubingen and Berlin. 

In 1913.Anderson was appointed to the honorary staff 
of the Royal -Infirmary as anaesthetist—in those days a 
recognized stepping-stone. In the first world war he served 
for some four years in France, at first as a regimental 
medical officer and later as surgical specialist in charge of 


‘the surgical division of No. 12 Stationary Hospital. During 


the war he acquired a comprehensive experience aS a 


general surgeon, though even at that time his main interests 


were tending to focus themselves on abdominal and 


.thoracic surgery, and by the end of the war. he had estab- 


lished his reputation as one of the most promising younger 
surgeons of the day. For his services he was mentioned 
in dispatches and awarded the Order of the British 
Empire. In’ 1919 he returned to Aberdeen and. was 
appointed assistant surgeon to the Infirmary, again in the 
service of Sir Henry Gray, and he also joined the surgical 
staff of the municipal hospitals. In 1912 he became a 
Fellow of the Royal College of Surgeons of Edinburgh, 
and ‘in 1923 of the Royal College of Surgeons of England. 
In 1928 he was appointed examiner in surgical pathology 
and operative surgery for the diploma of F.R.C.S.Ed. 
He rapidly acquired an extensive surgical practice and a 
steadily increasing reputation as a clinical teacher. 

At the outbreak of the second world war he became 
surgical director- to the Northern and North-Eastern 
Areas, but it was obvious to his friends that he would not 
be content for long with a purely civil appointment, for 
his heart was set on service in the field once again. Early 
in the war he was appointed consulting surgeon to Scot- 
tish and Northern Ireland Commands with the rank of 
brigadier, an appointment for which he was peculiarly well 
fitted by his experience in the first world war, his shrewd 
common sense, and his ability to sum up men and affairs. 
Even on a physique as robust as his the heavy responsi- 
bilities and the constant journeying to Ireland and all parts 
of Scotland must have taken a heavier toll than at first 
appeared. i - 

‘At different times Anderson held many other important 
appointments—he was president of the Association of 
Surgeons of Great Britain and Ireland from 1941-4; an 


_ original member and later president of the Society of 


Thoracic Surgeons of Great Britain; and inspector of 
examinations for the General Medical Council. He is sur- 
vived by his widow, two daughters, and one son, to whom 
all will extend their sympathy. . 

A.G.A. writes : By the sudden death of William Anderson 
Aberdeen medical school has been deprived of the services of 
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a great surgeon and a great clinical teacher ; ‘his colleagues 
and students, both past-and‘ present, have. lost a great and , 
loyal friend. 
life in the service of Aberdeen Royal: Infirmary, with the 
exception of some eight years of distinguished military 
service in the two world wars. . I had the privilege of 
enjoying his friendship and of Deine closely associated with 
him since he ener the university as a first-year student 
in 1904. 


In his later years he would often refer to the first world | 


war as one of ‘the most formative periods of his life, and 
he was proud of having begun his military career as a 
regimental medical officer. 
that training combined with his native shrewd common 


sense and his wide clinical- experience which made- his: 


opinion as a consultant in the second world war of so much 
value to his patients, his colleagues, and his country. 


On his return to Aberdeen in 1919 he threw himself with . 


his accustomed zest and vigour into the work_of the hos- 
-pital—teaching, operating, spending long and arduous days 
in the out-patient department, performing. research at the 
Rowett Institute, playing hard and working hard. He had 
an enormous capacity for hard, and sustained work, and 
he could spend hour after hour in the operating theatre 
without.the least sign of fatigue. 

The immediate post-war years to him were one of the 
happiest periods of his life. As a teacher he rapidly made 
a name for himself, and in his teaching he was outstanding 
—clear, concise, and practical. . If in his later life one 
ventured to suggest to him the advisability of taking things 
a little bit easier, particularly in giving up his emergency 
operating and his evening clinics on his receiving days, he 
would invariably reply.that he believed this was one of the 
most important parts of his teaching, and in this,I am sure 
he had the assent of all who were privileged to aftend 
them. With his students he was approachable ; he was 
friendly and profoundly interested in all that concerned 
them in their work and play. He was equally happy in 
presiding at the students’ medical society, to which he 
supplied a constant stream of inspiration, or presiding at 
_the boxing matches, which he thoroughly enjoyed. 

Nowhere was his broad and generous humanity seen to 
better advantage than in his superb handling of patients. 
With his pawky good humour, his facility in the use of the 
Doric, he could rapidly put the most nervous patient com- 
pletely at his ease, and completely win his confidence and 
gratitude. He remained a general surgeon to the end of 
his days, although it was perhaps in abdominal surgery 
that his masterly technique, his resourcefulness, and his 
courage were seen at their best. He travelled in Europe 


and America, always eager to keep abreast of the latest: 


developments. At one time he paid particular attention 
to the developing ‘specialty of neurosurgery and-laid the 
foundations .of a neurosurgical unit in Aberdeen: Later 
he was to return to one of his earlier interests, the develop- 
ment of thoracic surgery, and he must have been one of 
the first surgeons in.Scotland-to undertake thoracoplasties, 
of which he did a great many for the Red Cross sanatoria. 
` His contributions to literature were comparatively: few, 
for in his busy and active life there was little leisure, and 
temperamentally he was more interested in the art of 
surgery and . in the individual patient: 


Mr. A. Graham Bryce writes: One of those who re a 
special study of chest surgery while they continued ‘their 
practice in the general field; Anderson applied himself to 


his specialty with all the devotion of his honest `being. He, 


was an original‘member of the Society of: Thoracic ~Sur- 


geons of Great Britain and Ireland, and the fortunes of- 


+ 
af 


He had spent the whole of his professional: 


No doubt it was the fruits of . 


treatment and rehabilitation of paraplegics. 


~ 


- war kept him a member of its executive committee till a 


few weeks before his death.. It was a stubborn obstacle 


- Indeed which prevented Anderson from ‘making the long. 


journey from Aberdeen ‘to attend a meeting-of the society 
or of its committee. The opposite of a thruster, he only 


took part in debate when- he really had something to say. 


It was in the more intimate and informal group round a 
table in a hotel lounge that his wisdom and wide experience 
found expression. In committee his constant thought was 
for the younger men, for whom he was ever ready to efface 
himself. Of all the qualities which endeared him to his 
fellows, and for which he will be remembered, his humanity 
was the most outstanding. There will be a sense of some- 


thing wanting in any assembly of thoracic surgeons which 


lacks the cheer of Willie Anderson’s presence. 


‘A. M. writes : By the sudden death of William Anderson 


the medical school of Aberdeen has lost one of its most 
‘prominent and useful members, a loss which will be shared 
by his many friends and patients. His professional achieve- 


ments are well known, but, as one who was associated with 
him since his student days, I would like to pay tribute to 
some of his personal qualities. He set for himself a very 
high standard of professional work, and gave freely of his 
time and energy in the care of his hospital patients and 
in teaching his students. To his colleagues he was always 
ready to give help when it was needed. Integrity of thought. 
governed his actions, and he was quick and candid in his 
resentment of anything which he considered unfair or 
unjust. He had a most generous nature which many of 
us had occasion to appreciate, and we feel that our world 


-will be the poorer by his loss..- 


Sir Leonard Rogers writes: The notice of the late Professor 
C. A. Bentley (December 3, p. 1299) deals fully with his earlier 
work on malaria and kala-azar. May I add a few lines on his 
later, and more important, work while Director of Public Health 
in Bengal on the control of cholera by inoculation. In Decem- 
ber, 1923, he issued a circular on anti-cholera inoculation in 
the Near and Far East, which illustrated its value, and in May, 


‘ 1927, one entitled “Cholera must be stamped out of Bengal.” 


After five years’ struggle—with the support of a new Governor . 
of Bengal, Sir Stanley Jackson, who had made himself 
acquainted with recent epidemiological work on cholera in 
India—Bentley obtained sanction for a laboratory to make 
cholera vaccine at one-eighth the price of that previously 


‘supplied, and in 1928 he organized the inoculation of over 


2,000,000 people in Bengal—far more than in the whole of the 
rest -of India. Many instances of the rapid suppression of 


cholera outbreaks in Bengal villages following inoculation first 
popularized the method in India. 


Jt included instances of 
controls shown- by the immediate decline of the disease in 


_inoculated Hindus, but its continuance among Mohammedans, 


in the same village, who had refused inoculation. It was largely 


due to the enthusiastic work of Bentley that the long neglect’ 


in India of anti-cholera inoculation was gradually overcome— 
work in which his administrative ability was outstanding and 
work. which will form a permanent memorial to him. 





When visiting .Greece in August this year Dr. Ludwig 


Guttmann, clinical director of the Spinal Injuries Centre, 
‘Ministry of Pensions Hospital, Stoke Mandeville, delivered a 


lecture on paraplegia to Army medical officers at Athens at 
the request of the-Greek Minister of War and the Director- 
General of the Greek: Army Medical Services. Dr. Guttmann 


has now been invited by the medical authorities of the Govern- 


ment of Israel to advise on the organization of a centre for the 
‘He is spending 
about three weeks there. - 
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Medical Notes in Parliament 











NATIONAL HEALTH SERVICE (AMENDMENT) BILL 


The House of Commons considered, on December 9, amend- 
ments to the National Health Service (Amendment) Bill 
accepted by the House of Lords on November 17 (Journal, 
November 26, p. 1239). The Bill was read a third time in th: 
House of Lords on December 2 (December 10, p. 1359). 

Mr. BLENKINSOP said the new Clause “ A” was inserted to 
enable the Minister to make regulations adding to the functions 
of the Medical Practices Committee. Its functions in relation 
to the distribution of doctors were limited by statute to granting 
applications by doctors not already on the medical list for 
inclusion in that list: Where several doctors applied to fill a 
vacancy it might be held that the Medical Practices Committee 
was only concerned strictly with applications from outside the 
area, whereas it had been usual for the Medical Practices Com- 
mittee to consider applications from wherever they might ‘come 
and to make its decision on the qualities of the applicants. 
Experience had shown that an extension of functions might be 
desirable in one or two other cases. In England and Wales the 
view was taken that a doctor whose application to employ an 
assistant was refused by the executive. council should have the 
right of appeal. It seemed to the Ministry that the Medical 
Practices Committee should have power to determine such 
appeals. These matters had received the full consideration of 
the medical profession. Any other similar evidence of the 
powers and functions of the Medical Practices Committee would 
also receive the consideration of the medical profession before 
any changes in regulations were proposed. 

Sir HucH Lucas-TootH said that there should be some state- 
ment from the Government that it was not intended to use the 
wide wording of the amendment to take additional powers for 
the Medical Practices Committee without giving Parliament an 
opportunity of considering what those powers should be. 

_ Mr. BEVAN intervened to say there would be regulations 
which would be laid before Parliament, and the House then 
agreed to the new Clause, i 


Charges for Prescriptions 


A second new Clause “B” was then debated. It dealt with 
the recovery of charges in respect of pharmaceutical services : 

“ Regulations may provide for the making and recovery, in such 
manner as may be prescribed, of such charges, in respect of such 
pharmaceutical services, as may be prescribed, and may provide for 
the remission or repayment of the charges in the case of such persons 
as may be prescribed.” 


_ Mr. BLENKINSOP said the amendment was designed to give 
statutory authority for the Prime Minister’s proposal to make 
a charge for prescriptions under the National Health Service. 
The Clause was drafted widely because the exact nature of the 
arrangements had not been decided. Discussions were pro- 
ceeding. Jt had been announced that the charge would not 
exceed one shilling, and that old-age pensioners would be re- 
lieved of the charge, as would ex-Service men who were war 
pensioners. They would continue to receive free treatment for 
their war disabilities. The Government had under considera- 
tion. many representations made by members of the House and 
others on the detailed working of the scheme. 

In the House of Lords it had been suggested that there had 
been overprescribing by doctors. 
` that there was already a joint committee of the Central and 
Scottish Health Services Committee to advise Mr. Bevan 
whether it was desirable and practicable to restrict in any way 
. the prescribing by doctors of medicines of doubtful value and 
of unnecessarily expensive brands of standard drugs. ‘The 
Ministry could not make any statement on this till recom- 
mendations had been made. 

Mr. WALTER ELLIOT said the Opposition did not oppose the 
amendment, but it should not pass without comment. It would 
place: 19,000,000 people in a worse position than they had been 
in since July, 1948, and a considerable number of people in a 
worse position than since 1912, when insured persons were 
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On that point he could say- 
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allowed to obtain their prescriptions without this charge. He 
understood that £10,000,000 would be obtained by this charge. 
Was that figure still intended ? When might the House expect 
the regulations to be laid? Would they be laid during the 
prorogation of Parliament ? ` et 

These regulations would have the force of Jaw as soon as 
they were laid, and Parliament would require the earliest oppor- 
tunity to debate them thereafter. He asked whether the sums 
to’ be raised by this procedure would obviate the need for a 
supplementary estimate for the Ministry of Health. Was there 
any intention to extend the category of hard cases beyond old- 
age pensioners and ex-Service rren who were war pensioners ? 

Mr. Bevan must, he thought, have determined whether the 
charge was to be based on each prescription or on each pre- 
scription form. The average number of prescriptions was three 
on two forms. It was desirable to know whether the prescrip- 
tion form or the prescription was to be charged. Was the 
shilling to be charged on a flat rate or a graded rate? A great 
number of prescriptions were inexpensive, and on those inex- 
pensive prescriptions the pricing machinery was now in difficul- 
ties. He was delighted to think that Mr. Bevan did not accept 
an increase in prescriptions as an improvement in the health of 
the country. lf small prescriptions were to be priced on a 
graded figure the difficulty with the chemists would be increased. 
The Minister should be able by. this time to give a lead on 
these matters. 

Mr. FRANK Byers said. he had come to the conclusion that 
the Lords amendment should be rejected. The House should 
beware of giving to any Minister powers which could not be 
examined in detail. What about the difficulties when rural 
practitioners dispensed their own medicines? What about 
diabetics who required continuous treatment ? He wanted pro- 
posals to be laid before the House in a`form in which they 
could be amended in detail. He did not think the scheme would 
work. If the charge was too high it would cause injustice, 
and if it was too low it would not remove the abuses. 


A Retrograde Step 


Dr. SANTO’ JEGER said he was one of the few medical men 
in the House who still followed his profession regularly. He 
regarded the charging for prescriptions as a completely retro- 
grade step. They had encouraged everyone to become health 
éonscious and had said that if people- had small ailments they 
should seek consultation early, but the charge on prescriptions 
was introduced as a deterrent. ae 

He feared that Parliament would deter the wrong persons 
from going to the doctor for treatment. A doctor might have 
to prescribe five or six items for one ailment at one time—for 
example, for boils. Was a man with a boil to be asked to pay 
five or six shillings for treatment? Mr. Bevan had talked of 
cascades of medicines being poured down people’s throats. They 
all knew that a medicine was often given purely as “a mental 
poultice.” It was not always possible for a doctor to eliminate 
a patient’s fears by words. Part of what the doctor had to do 
was to supply a prescription, a placebo. } 

Were old-age pensioners who continued in work to be 
exempted or were they to pay for their prescriptions? Who 
was to ascertain whether patients were to be exempted ? He 
did not think the doctor would agree to do it, and the chemist 
should not be required to ask people to produce their birth 
certificates or to show whether they were drawing the old-age 
pension. The Minister had received representations from both 
the British Medical Association and the Socialist Medical Asso- 
ciation. He did not think that these two bodies had ever been ` 
in agreement before, but they were definitely in agreement 
on this. à 

He could show the Minister many ways in which both doctors 
and patients could avoid this charge. Another, more- serious 
aspect was that any attempt to limit general -practitioners to 
drugs on a standardized list and to prevent them from trying 
out unestablished drugs would suppress original work. 

- Mr. Bevan asked whether Dr. Jeger asserted that, if a com- 

mittee of responsible members of-the medical profession said 

an ingredient sold under an expensive title was exactly the same~ 

as an ingredient sold under a less expensive title, the Ministry 
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should adopt thè idiosyncrasy of a general practitioner’ and 
pay the inflated ‘price. i i 

Dr. JEGER agreed that when there were two preparations one . 
should, other things being equal, use the cheaper one. 

Mr. Bevan hoped Dr. Jeger would not pursue the matter 
further or he might prejudice discussions which were going on. 
if Dr. Jeger said that in no circumstances could there be-an 
official-list of drugs provided by a responsible, authoritative 
order, he went further than his friends would wish him to go. 
The amendment under discussion had nothing to do with such 
a list. It referred to the power to enforce a charge. 

Dr. JEGER said that he was prepared to accept what Mr. 
Bevan had said and not pursue the matter. He declared that 
in his experience there had been little abuse of the Service. 
When all possible exceptions had been considered little of the 
expected £10,000,000 would await collection. If the proposal 
went through, patent-medicine vendors would find their sales 
going up by leaps and bounds. 
~ Mr. LinsTeap, as secretary -of the Pharmaceutical Society, 
thought that the Minister should explore the possibility of 

“ pay as you use ” rather than make cuts in the hospital service 
or hold up the rebuilding of hospitals. * But the House should 
not be asked to go too far in approval of the scheme without 
knowing in more detail how Mr. Bevan proposed to carry it 
out. He hoped that the Minister proposed at an early date to 
bring chemists into the discussions. At present they did not 
know where they stood. Estimates for the pharmaceutical ser- 
vices were originally £6,000,000 but were now £20,000,000. 
On those figures the Minister was entitled to see whether some- 
thing could be saved to the Exchequer. He asked whether a 
prescription made out for a mother and two children ranked 
as one or-as three. Hundreds of thousands of such prescrip- 
tions were written in cases of family sickness. Group prescrip- 
tions could be written if there was an epidemic in a school. 
A doctor might write one for 60 patients: Did that rank for 
a charge of Is. or 60s.? His view was that there must be a 
flat-rate charge, not one graduated according to the value of 
the medicine. It would be impossible for pricing officers to. 
attempt to make an assessment according to the value of the 
medicine. The most they could do was to count the farms. . 

If patients. who went to-a. general practitioner were to be 
charged, what of the out-patients at hospitals? The last thing 
they wanted to do was to divert patients from the general 
practitioner to the out-patient departments of hospitals. There 
was the problem of the rural doctor. 


and the chronic sick generally ? 

Jf there was to’ be a straightforward payment of 1s. when 
the medicine was handed over the counter the system might 
possibly work. But if the “pay as you use” principle was 
justified for the pharmaceutical services it was justified for the 
dental and ophthalmic and other benefits. : 


Each According to his Shilling 


Mr. SOMERVILLE HASTINGS asked whether the House was ° 


going to replace the Socialist principle of “ Each according to 
his need ” by “ Each according to his shilling.” He had. found 


Diabetics had been men-, 
tioned, but what about epileptics, people with chronic bronchitis, 
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that a little more than half the doctors with whom he had- 


discussed the question had agreed that there had been some 
abuse. But doctors who said there had been considerable 
abuse were those who had opposed the scheme from the start. 
He asked Mr. Bevan whether neurotic people would be de- 
terred. by a shilling and robbed of the enjoyment of bad 


health. One of the people who would be deterred was the 


poor mother with young children. Doctors were very concerned 
about the interests of their patients, and in order to save the 
shilling poor patients might be given enough medicine for-a 
month rather than for a fortnight. More medicine would be 
ordered rather than less. 

The great advantage of a free and anera service was 
that doctors, got hold of illness earlier, and in medicine that a 
stitch in time saved nine was a truth more important than ever 
now that so many bactericidal drugs had been introduced. He 
agreed with. Mr: Bevan that some doctors were: inclined. to 
order proprietary medicines when an identical cheaper medicine 


—_ 


x 


` shilling. 


1421 


BRITISH - 
MEDICAL JOURNAL 


would do as well. The public did not understand how busy 
the drug houses were in ‘sending their travellers round to 
doctors. If the Minister gave the doctors lists of equivalent 
‘drugs and asked them to supply-these to their patients he would - 
save the necessary money and the good name of the scheme. 

Mr. SOLLEY contended that the excuse. for the order from 
the Treasury-to Mr. Bevan to save £10,000,000—unnecessary 
resort to doctors and chemists—could not stand investigation. 
The Minister of Health should have asked himself before 
putting this burden on the working class whether he could not 
save the money by taking away some of the profits of the 
chemical and pharmaceutical manufacturers. The charge must 
cause great hardship to chronic patients. He would-vote against 
the -proposal. and would fight on that issué at the General 
Election. 


Administrative Difficulties 


Mr. Bevan sympathized with those Members who had said 
they did not know how the power which was requested would 
be used. He himself. did not yet know all the answers. The 
proposal to make a charge up to ls. created no administrative 
difficulties. These arose out of the exemptions, It was no 
economy to transfer a charge from the State to the individual. 
The proper economy was to introduce a more efficient way of 
piving the service. 

The Government wished to take power to make a charge for 
the pharmaceutical service alone because this was the part of 
the scheme where the greatest load had fallen and in which 
the scheme was inclined not to give the standard of service 
which the Government required from it. The amendment did 
not give power to impose a charge. It was to restrict the free 
service on the pharmaceutical side up to Is. The National 
Health Service would pay the cost of a prescription above a 
Even with this charge the National Health contributor 
would have a far wider range of service than was ever available 
before. 

The Government had come to the conclusion that it would 
be glad to reduce the queues at.surgeries and the.unnecessary 
expenditure at chemists’ shops. Some of the abuse arose on 
aspirins, bandages and so forth, costing less than Is. The pro- 
posal had not been received with much indignation because 
there was awareness of the abuse which had been taking place. 
The Government must presume that it was not in the interests 
of the patient to have too many prescriptions. He was not 
suggesting that the new clause ought to be a permanent feature 
of the National Health Service. It was put forward as a 
temporary easement with a residual financial advantage. The 
figure of £10,000,000 assumed no exemptions, and any exemp- - 
tions would reduce that amount. The House would have an 
opportunity of discussing the regulations before they were put 
into effect. There was evidence already of a reduction in 
some cases of the burden on the general practitioners. 

Mr. Hastincs asked whether, in view of that reduction in the 
abuse that. he had mentioned, Mr. Bevan would consider that 
‘it might be unnecessary for him to introduce these regulations. 

Mr. BEVAN replied that he was giving consideration to this. 
He was not anxious to burden himself with a complicated 
administrative machine if he could achieve the same results by 
other means. - 

Dr. SEGAL’ contendit “that, if the suggested charge steadily 
reduced the number of prescriptions, in a few months it might 
save more than £10,000,000. -If the present total of 187,000,000 
prescriptions a year could, at the end of twelve months, be 

reduced by 30%, the need for the imposition of a charge would 
have vanished. 

Mr. PIRATIN contended that no one coud give evidence that 
abuse existed in prescribing. 

Mr. SPARKES referred Mr. Piratin to the aron of the Esti- 
mates Committee on the administration of the National Health 


j Service. 


Mr. PIRATIN said he was not surprised to see a united front 
between the B.M.A. and the Socialist Medical Association. He 
drew attention to the profits made on medicaments. He said that 
Glaxo Laboratories, which produced penicillin, made, ‘in 1948, 
a gross profit of £1,641,000 and a net profit of £660,000. In 
1949 the gross profit was £2,605,000 and the net profit £930,000. 


+ 


# 


r 


~ in medicine, surgery, and midwifery of the Conjoint Board of 


1422. Dec. 17, 1949 


— —— m eee 


MEDICAL NOTES IN PARLIAMENT ' BRITISH- 


MEDICAL JOURNAL 





There was the case of `“ dexedrine.” 


‘It was first introduced 


by Menley and James at 126s. per 1,000. The tablets were 
shortly afterwards marketed by Ward Blenkinsop at 31s. per 
1,000. . In the last few weeks Boots marketed the same pre- 
paration at 8s. 6d. per 1,000. Procaine-penicillin was first sold 


_in this country by I.C.J. (Pharmaceuticals) at 44s. a phial. 
few weeks later it was sold by Glaxo Laboratories at 32s. 


A 
AS 


a result of negotiations between the interested firms and Allen 
and Hanburys the price was ultimately fixed at 36s., which 
was 4s. above the price of the most efficient manufacturer. 
There was plenty of scope for cutting down expenditure, apart 


from this amendment. 


On a division the new Clause “ B ” was accepted by 138 to 5. 


Foreign Visitors 


~ 


On a further new clause added by the Lords Mr. BLENKINSOP 
said it carried out a pledge given to the House of Commons 


during the Report Stage of the Bill. 


It empowered Mr. Bevan 


to make and recover charges for use made of the National 
Health Service by persons not ordinarily resident in Great 
Britain, but Mr. Bevan did not intend a general and wholesale 
exclusion of foreign visitors from the benefits of the scheme. 

Mr. WALTER ELLIoT was glad to see an admission that there 
had been substance in the case previously -put forward by the 


Opposition. 


Dr. BROUGHTON pointed out that the Clause would allow a 
Minister of Health to make charges on all foreigners using the 


National Health Service. 


He said Mr. Bevan was unlikely to 
make such a regulation. Care must be exercised not to dis- 


courage people from other countries coming for medical and 


surgical treatment if they were prepared to pay for it. 


The House then agreed to the néw Clause, and consideration 


of the National Health Service (Amendment) Bill concluded. 


Questions about Prescribing 


Mr. BEVAN gave an assurance on December 8 that he did 
not intend to levy charges for prescriptions supplied in hospitals, 


including those supplied in casualty wards. 


Also on December 8 Mr. KENNETH ROBINSON asked the 
Minister of Health if he knew that many doctors in the National 


Health Service were prescribing patent medicines under their 


trade names in cases where similar ingredients, if specified in 
the prescription; could be dispensed at less cost. 
’ Mr. BLENKINSOP, for Mr. Bevan, answered that a committee 
appointed by the Central and Scottish Health Services Councils 


was considering this problem. 


Epileptics —On October 17, 1949, there were 14,370 epileptics in 
England and Wales registered as disabled persons. 


Universities and Colleges 





UNIVERSITY OF BRISTOL 


The Carey Coombs Memorial Prize for 1949 has been awarded to 
Dr. I. McD. Stewart for an essay on “The Aetiology of Coronary 


Thrombosis.” 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
At the annual meeting of the College held on December 1 Sir David- 


K. Henderson was elected President for the ensuing year and Drs. 
W. A. Alexander, J. D. S. Cameron, T. Douglas Inch, Ian G. W. 
Hill, James G. M. Hamilton, and A. Colin P. Campbell were elected 
members of Council. Dr. Alexander was nominated Vice-President. 


CONJOINT BOARD OF IRELAND 


The following candidates were duly admitted licentiates in medicine 
and midwifery on December 2, having passed the final examination 


Ireland: E. Bradley, P. G. Brady, H. D. Coghlan, Jane J. Connolly, 
L. A. Cullen, J. C. Dillon, J. A. Doherty, Rita D. Dooley, 


Elizabeth M. Farrell, J. A. Fitzpatrick, J. B. Gallagher, Rhoda P., 


Kennedy, M. J. Moran, -J. E. Murphy, J. R. Murphy, J. A. 
MacCarthy, Eva T. MacDonald, J. F. McGuire, O. A. McKee, 


Mary T. McQuaid, J. F. Napier, D. O. Ndukwe, Maeve S. O’Kelly, ` 


C. M. Ongley, W. Quirk, B. FitzG. Regan, I. Rosenthal,-Catherine T. 


Tynan, Mary T. Vass, A. M. Wells. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 26. [No. 47 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal townsin Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1948 (Corresponding Week) 





1949 
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Disease 














Cerebrospinal fever .. 32 
Deaths da isi 





a ee et kanmmmememmetedd 


Dysentery . 








Encephalitis lethargica, 


Erysipelas ` 
hs 





| ; — 
- ] 
Infective . enteritis or 
diarrhoea under 2 
years 


Deaths K E 21 
1,469) 28| 39] 200} 87| 8,547) 127| 197| 53 








Measles* | 
Deathsf 





Ophthalmia neonatorum 
Deaths 25 





Paratyphoid fever 
Deaths 





Pneumonia, influenzal .. 
Deaths (from influ- 
enza)ł ee 4 





Pneumonia, primary Ju 
- Deaths i 





Polio-encephalitis, acute 
Deaths shee es 





Poliomyelitis, acute 
Deaths§ z3 





Puerperal fever .. 
Deaths ae 





Puerperal pyrexial| 
Deaths ja 




















Whooping-cough 
Deaths S 


Deaths (0-1 year) 
Deaths (excluding still- 


63| 66| 67 e 


— 


288) 32| 45| 23] 11 


273 





births) aa : 5,730} 995| 683| 193) 148| 4,847 
Annual death rate (per : S 
1,000 persons living) 13-7] 12-0 
Live births Mi .. | 6,938/1109) 867| 333) 233] 7,018|1139] 861| 327| 231 
Annual rate. per 1,000 1 : 
persons living zs 17-4| 20-6 17°4) 20-5 
Stillbirths ni T: 142) 16| 31 172) 12| 2 
Rate per 1,000 total i 
births (including 
stillborn) .. ni 35 





* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
(administrativecounty), will no longer be published. = = p 

ł Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ' 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL: NOTES 


: Poliomyelitis 


Notifications in the week. ended December 3 were: palio: 
myelitis 141 (176), polio- encephalitis 15 (17). Figures for- this 
‘previous week are shown in: parentheses. 

Multiple .cases -(poliomyelitis and polio-encephalitis) were 
reportedfrom ‘the following counties} 
3 (3), Buckingham 2 (5), Chester.2 (6), Essex 7 (16), Gloucester 
7 (8), Hertford 2 (6), Kent 10 (14), Lancaster 14 (10), Leicester 
3 (7), ‘Middlesex 15 (11), Norfolk 4 (12), Nottingham 6 (5), 
Oxford 2 ‘(1), Southampton,.5 (4), Stafford 5 (3), Surrey 6 (6), 
a Sussex 4 (3), Warwick 6 eM): _West Yorks 19 (17), Glamorgan 

©). 


\ i National Insurance Figures 


` The Registrar-General has included in his return for the week 
ended November 26 a new table which will show, each week, 
the numbers of claims to sickness benefit made under the 
National Insurance Act durińg the last four weeks, with weekly 
averages for each completed month of the year, in each of the 
10 standard regions of England and Wales. The weekly aver- 
“ages SO far this year have been highest in the month of March 
in all regions except the London’ and South-eastern Region, 
where the highest month was February, and the Eastern Region, 








where the figures for those-two months were the same? The 
July averages were the lowest in every region. Figures for 
England and Wales as a whole were as follows: > 
~ Weekly Averages Each Month -+ Week Ended ` 
Jan. .<- 157,800 | _ June . 83,700 Nov. 22 136,800 
Feb. 180,100 July ‘ 78,500 Noy. 15 ..- 142,300 
Mar 185,400 Aug. 88,900 Nov. 8 135,000 
Aor 114,400 - Sept. 100,900 Nov. 1 12] "900 
May 97,900 Oct. 119,200 





Discussion of Table 


a England and Wales infectious diseases were more preva- - 
lent during the week and there were increases in the notification ; 
of scarlet fever 264, measles 168, whooping-cough 44, acute 
pneumonia 43, dysentery 28, diphtheria 25, cerebrospinal: fever 
10, and polio-encephalitis 10. There were falls in the incidence 
of poliomyelitis 43 and typhoid fever 10. 


~- A small rise in the incidence of scarlet fever -occufred in’, 


most areas; the largest increases. were Yorkshire West Riding 
53, London 38; and Derbyshire .36. Increases in the notifica- 
tions of measles were -reported in Durham 63 and Surrey 40, 
with decreases in Staffordshire 39 and Norfolk 34. ° 

The only change of.any size in the notifications of whooping- 
cough was an increase of 33 in Lancashire. Notifications of 
diphtheria were the largest for 10 months, with increases in 
Yorkshire West Riding 7, London 6, and-Durham 6. 

The largest returns for dysentery were: London 25 (Wands- 
worth 13); Lancashire 19 (Liverpool C.B. 6, Hindley U.D. 6); 
Yorkshire West Riding 15 (Leeds C.B. 8, Huddersfield C.B. 6); 


Durham 15; Gloucestershire 10 (Bristol C.B. 10); Glamorgan- ' 


shire 10 (Cardiff C.B. 6). 

In Scotland there were increases in the notifications of scarlet | 
fever 96, acute primary pneumonia 50, and whooping-cough 20. 
An increased incidence of scarlet fever was reported from every 
area. In Glasgow there was an increase of 52 in the notifica- 
tions of scarlet fever. The rise in the incidence of pneumonia 
was contributed mainly by the western area. The chief centres 
of dysentery were Glasgow 47, Edinburgh 10, and Stirling 
county 10. 

In Eire increases were reported in the notifications of measles ` 
149 .and whooping-cough 37, while a decrease of 14 was 
recorded for cases.of diarrhoea and enteritis. The rise in the 
incidence of measles was mainly due to an outbreak of 108 
cases in Waterford, Dungarvan R.D. No. 1. The increase in 
the,notifications of whooping-cough was mainly due to 29: cases 
in Waterford, Mullingar R.D. Of the 14 cases of typhoid 11° 
were notified in Co. Mayo (Castlebar. R.D. 6 and Claremornis 
R.D. 5). bug 
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"37 cases was reported in Belfast C.B. 


` 


‘of cardiology. 
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In Northern Ireland the chief feature of the returns was a 
rise of 65 in the notifications of scarlet fever; an increase of 


- 


t 


- Quarterly Returns for Scotland 


During the September quarter -the birth rate was equivalent 
to 17.9 per 1,000, and-was 1.0 below the average of the third 
quarters of -the five preceding years. The infant mortality rate 
was 35 per 1,000 registered live births, which was 5 below the 
rate for the third quarter of 1948 and J4 below the five years’ 
average. The general death rate at 10.1 per 1,000 was 0.4 below 


~ the five years’ average. 


Deaths attributed to the principal epidemic diseases numbered 
34 and included 12 from influenza and 15 from whooping- 
cough. The death rate from respiratory tuberculosis was 51 
per 100,000 and from other forms of tuberculosis 8 per 100,000 : 
these figures were 4 and 5, respectively, below the five-year 
average, l 

Week Ending December 3 


Notifications of infectious diseases: in England and Wales 
during the week included: scarlet fever 2,755, whooping-cough 
981, diphtheria 90, measles 1,654, acute pneumonia 715, cerebro- 
spinal fever 26, acute poliomyelitis 141, acute polio-encephalitis 
15, dysentery 159, paratyphoid fever 7 typhoid fever 9. and 
food-poisoning 121. i 


Medical News 











Nuffield Grant for Cor.isone Research 

The Nuffield Foundation .has made a grant of £5,000 for 
research on the effects of cortisone in the treatment of rheuma- 
toid arthritis. The research will be carried out under Professor 
W. T. Astbury, Professor R. E. Tunbridge, and Dr. R. N. 
Tattersall. As reported last week, the Nuffield Foundation has 
also made grants to the Universities of Oxford and Cambridge 
for work on cortisone and allied substances. 
Heberden Society Dinner 

The annual dinner of the Heberden Society was held at the 
Royal College of Surgeons on December 9, Dr. W. S. C. Cope- 
man being in the chair. After the loyal toasts had been 
honoured, Dr. R. M. Mason,_in proposing the health of the 
guests, welcomed Lord Webb-Johnson on his return from the 
U.S.A. and Canada, and the Heberden orator, Professor F. 
Wood Jones, F.R.S., who was later presented with the Heberden 
Medal. Lord Lucas, in replying for the guests, told a cautionary 
tale about medicine and politics. In proposing the health of 
the society Lord Webb-Johnson praised Heberden as one of the 
great clinicians in medical history. Referring.to developments 
of-the past decades Lord Webb-Johnson remarked that he had 
lived long enough to see James Mackenzie lay the foundations 
‘In response Dr. Copeman said the medical 
profession was much indebted to Lord Webb-Johnson for his 
interest in, and support of those working on, the rheumatic 
infections.: He was glad to.be able to say that Lord Webb- 
Johnson had accepted honorary membership of the society. 

Fi 


, Bulgaria Leaves WHO 


Bulgaria has decided to leave the World Health Organization. 


` It has stated in a letter to WHO that the: practical results 


obtained by WHO “appear completely insufficient, particularly 
in the field of international health aid.” Soviet Russia, the 
Ukraine, and Byelorussia withdrew from WHO last February 
(Journal, February 26, p. 375). i 


Visits to North America 

It is hoped that any medical men and women who intend to 
visit North America will inform the Secretary òf the B.M.A. 
so that information of such visits may be forwarded to the 
Canadian. Medical Association, which is anxious to be of help 


to doctors from the United Kingdom visiting North America. 


w 
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Fulbright Travel Grants 

The United States Educational Commission in the United 
Kingdom announces that, under the provisions of the Fulbright 
Programme, travel grants are available to citizens of the United 
Kingdom and Colonies to go to America -for an academic or 


educational purpose, such as study, research, lecturing, or for: 


other educational activities. Applicants must possess a 
guarantee. of financial support in dollars in America for the 
proposed period of their stay. Undergraduate and postgraduate 
students must show proof of admission to an American institu- 
tion of higher learning. All applicants must be affiliated with 
such an institution. Applications may be, made by candidates 
who have not yet concluded these financial and institutional 
arrangements,- and in certain rare cases of exceptional mert 
the commission will try to help obtain dollar support or institu- 
tional connexion for those candidates who have not been able 
themselves to complete these arrangements. Preference will be 


. given to candidates who intend to stay nine months or more, 


but applications for shorter periods from well-qualified persons’ 


who cannot be spared from their present activities for so long 
will be accepted. Grants cannot be given for attendance at 
conferences alone. The travel grants are available for travel 
to America between June 1, 1950, and May 31, 1951. Those 
wishing to apply should write immediately to the United. States 
Educational Commission in the United Kingdom, 55, Upper 
Brook Street, London, W.1, requesting a preliminary application 
card. After return of this completed card the appropriate 


further forms will be sent to applicants at a later date. , 


West of England and Wales Society of Dermatology 

The inaugural meeting of the West of England and Wales 
Society of Dermatology was held at Bristol on Friday, 
October 28. Dr. Clifford D. Evans took the chair. It was 
decided to hold three clinical meetings each year. One will 
be held at Bristol in the fourth week of October, one in Wales 
in the foirth week of January, and one in Gloucester, Plymouth, 
or Exeter in the fourth week of April. The meeting will be 
on a Saturday morning and will take the form of a clinical. 
demonstration and discussion followed by lunch. Dr. Robert P. 
Warin was elected secretary. z 


Dr. J. McK. A. Lowson 


The Sultan of Johore’ has conferred the decoration of Insignia 
of the Order of the Crown of Johore upon Dr. J. McK. A. 
Lowson,, Principal Medical Officer, Johore, in recognition of 
valuable services rendered by him. 


A Sixtieth Birthday 
- The Scandinavian journal, Acta Tuberculosea Scandinavica, 


has recently published a Supplement (1949, No. 21) in celebra-’ 


tion of Professor Arvid Wallgren’s sixtieth birthday. Pro- 
fessor Wallgren, who was for 20 years senior physician at 
the Children’s Hospital, Goteborg, is now professor of child 
health at the Caroline Institute in Stockholm. The list of his 
publications contains the titles of 229 papers and books, many 
on the subject of tuberculosis. The special supplement of 
Acta Tuberculosea Scandinavica contains a number of interest- 
ing papers, mostly on the subject of tuberculosis, by Professor 
Wallegren’s Scandinavian colleagues. 


Visitors from the U.S.A. 


Dr. Harold S. Diehl, dean of the Minnesota School of 
Medicine, and Dr. L. W. Chandler, dean of the Faculty of 


Medicine, Stanford University, San Francisco, were guests 


at a reception held at the Royal Society of Medicine on 


- December 6..They are visiting this country in order to study 


medical education and its relation to the National Health Ser- 
vice, and they will report their findings to the Council on 
Medical Education and Hospitals of the American Medical 
Association. Dr. Diehl and Dr. Chandler hope to return to 
this country in three or four years’ time in order to find out 
what effect the National Health Service has had on medical 
education in the intervening period. 
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Conference on Cardiovascular Diseases 

A national conference on cardiovascular diseases will be held 
in Washington from January 18 to 20, 1950, under the joint 
sponsorship of the American Heart Association and the 
National Heart Institute of the U.S. Public Health Service. 


` Dr. H. M. Marvin and Dr. C. J. Van Slyke, co-chairmen of 


the conference, have said in a published statement: “ This 
conference we hope will provide the guide-posts for a com- 
prehensive and concrete programme of action to correlate an 
all-out national attack on the heart disease pronom 


Oxford Graduates’ Medical -Club 

The 100th dinner of ihe Oxford Graduates’ Medical Club 
will be held at the Roya! College of Surgeons of England 
(Lincoln’s Inn Fields, London, W.C.) on Friday, January 27, 
1950, at 7 p.m. for 7.30 p.m., when the chair will be taken by 
Dr. C. M. Hinds Howell. Dinner jackets will be worn. Tickets 
may be obtained from Mr. E. G. Tuckwell, F.R.C.S., 73, Harley 
Street, London, W.1, price 26s. each. Cheques should be made 
payable to the Oxford Graduates’ Medical Club and should 
reach Mr. Tuckwell before January 13, 1950. ` 


* ’ SOCIETIES AND LECTURES 


Tuesday 


EDINBURGH POSTGRADUATE BOARD FOR MEDICINE.—At University New 
Buildings (Anatomy Lecture Theatre), Edinburgh, December 20, 
5 p.m., “ Common Diagnostic Problems in Renal Disease,” by 
Professor Clifford Wilson. i 

INSTITUTE, OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—December 20, 5 p.m., “The Treatment of Varicose 
Conditions of the Lower Limb,” by Mr. A. K. Monro. 

ROYAL, COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—December 20, 3.45 p.m., “ The Larynx,” Arnott 
Demonstration by Mr. R. J. Last. 


APPOINTMENTS 


T. P. Mann, M.D., M.R.C.P., D.C.H., has been appointed 
Assistant to the Professor of Child Health at the Institute of Child 
Health, University of London, from November 1, 1949: . - 


Dr. Mann will work in the Newborn Baby Department at the Postgraduate 
Medical’ School of London, Ducane Road, Hammersmith. He qualified at St. 
Mary’s Hospital in 1941, and after serving as surgeon lieutenant in the R.N.V.R. 
during the war was medical registrar at the Postgraduate Medical School. 


EAST “ANGLIAN REGIONAL HosrraL BoARD.—Consultant Ear, Ncs?, ard Throat 
Surgeon in Peterborough Area, A. A. Finlayson, F.R.C.S. Consultant Radiologist 
in King’s Lynn Area, Group Captain G. E. Church, M.B., Ch.B., D.M.R., 
D.M.R.E., R.A.F. 


HINDE, R. T., F.R.C.S., Assistant Ear, Nose, and Throat Surgeon, Exeter 
Clinical Area, South-Western Regional Hospital Board. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Burslem.—On November 30, 1949, at the City Hospital, Chester, to-Kathicen 
(née Griffiths), wife of R. W. Burslem, M.D., M.R.C.O.G., a son. 

Harris.—-On November 11, 1949, at Nairobi, Kenya, East Africa, to Dr. L. B. 
Mary Harris (née Watch), wife of Norman Francis Harris, a son. 

Heanicy.—On November 26, 1949, to Molly, wife of Charles Laurence Heanley, 
F.R.C.S., a third son. 

Hughes.—On December 3, 1949, at Klinik Hirslanden, Zurich, Switzerland, to 
Joy (née Laxton), wife of Dr. D. R. Hughes, a son—Christopher Dennis. . 
Tarnesby (formeriy Tarnowskl).—On November 28, 1949, at 6, Downzide 
Crescent, Hampstead, London, N.W., to Eleanor (née Ettlinger), L.M.S.S.A., 
and Herman P. Tarnesby, M. B., B.S., D.R.C.0.G., a dananira Maric 

Bettina Tamara. 
DEATHS 


Braterman.—On December 3, 1949, at 267, Ealing Road, Wembley, Middlesex, 
Harry Lewis Braterman, M.R.C.S., L.R.C.P., aged 43. 

, Gavin RY bs escece 4, 1949, at his home, William Christopher Gavin. 
M.B., 

Jones. OT December 3, 1949, at Northgate, Russell Road, Rhyl, Flintshire. 
Edward Hughes Jones, M.D., J.P., aged 84. 

Jones.—On December 3, 1949, ‘at 1, Grasmere Avenue, Whitefield, Manchester. 
John Grant Jones, M. D., late of Birnic, Elgin, Moray, aged 77. 

McDonald.—On December 6, 1949, at Belford Villa, Belford, Northumberland, 
James McDonald, M.D., J.P., aged 82. 

MacFaul.—On December 7, 1949, at his residence, Claremont, St. Helens Road? 
Leigh, Lancs, Alexander MacFaul, M.B., 

McKinstry.—On December 7, 1949, William Kilbourn McKinstry, M.R.C.S., 
L.R.C.P., aged 50 

Munro. —On December 8, 1949, in London, Hector Munro, M.B., C.M., of 
9, Queen Anne Street, London, W.1. - 

Ogz.—On December 5, 1949,-at 1, Briardale Gardens, Hampstead, London, 
N.W., Theodore Alexander William Ogg, M.D. 


` 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should: be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 








ki “ 


Pulmonary Tuberculosis 


Q~ 1) I should be grateful for information about pneumo- 
peritoneum and its advantages over other methods of collapse 
therapy, with special reference to. phrenic nerve operations. 
How soon can a pneumoperitoneum be started, and what are 
the risks and contraindications? (2) What improvement may 
occur in tuberculous women as a result of pregnancy ? 


A.—(1) The fullest ‘information available about pneumo- 
peritoneum is. contained in A. L. Banyai’s Pneumoperitoneum 
Treatment; published: in 1946. Many physicians would con- 
sider that this presents a rather too enthusiastic view of the 
part played by this form of-treatment in pulmonary tubercu- 
losis. A very adequate, though less full, general account of 
_ artificial pneumoperitoneum in pulmonary tuberculosis will be 
-found in the second edition of Kayne, Pagel; and O’Shaugh- 
nessy’s Pulmonary Tuberculosis, edited by~ Pagel, Simmonds, 
MacDonald; and Fatti (1948). Only a few general observa- 
tions can be made here. Pneumoperitoneum is best regarded 
as an adjunct to phrenic paralysis; unless the diaphragm is 
made rigid by old inflammatory changes, especially pleural, 
pneumoperitoneum allows the paralysed diaphragm to rise very 
high in the chest and thus effect selective relaxation of one 
jung. This relaxation is less complete than that obtained by 


a good artificial pneumothorax, but the possible pleural compli-: 


cations of pneumothorax are of course avoided. The treatment 
of recent acute tuberculous lesions by artificial pneumothorax 


leads to a high incidence of serous pleural effusions and . 


empyemata ; even if these are eventually absorbéd they lead 


to-gross pleural thickening and consequent serious diminution ` 


of pulmonary function. Hence in the treatment of such acute 
cases artificial pneumothorax is now generally avoided. Phrenic 
paralysis and pneumoperitoneum, however, can be instituted 
immediately without giving rise to, the risks associated with 
-pleural reactions. Hence these acute cases with predominantly 
‘unilateral disease form an important indication for pneumo- 
peritoneum and phrenic paralysis. In such cases pneumo- 
peritoneum should be regarded as probably only a preliminary 
to some further form of treatment. Phrenic paralysis and 
pneumoperitoneum may also be used as an adjunct to rest in 
bed in the: treatment.of less acute and less extensive lesions. 
The only positive contraindications to pneumoperitoneum 


likely to be encountered are active tuberculous peritonitis ` 


and the presence of old peritoneal adhesions from any cause. 
Complications include air embolism, which seems to be nearly 
as frequent as in artificial pneumothorax ; peritoneal effusion, 
which is .very much rarer than pleural effusion in artificial 
pneumothorax and probably occurs in no more than 1 or 
2% of cases; the accidental induction of pneumothorax if the 
. pneumoperitoneum refills are given through- the lowest inter- 
costal space ; pneumomediastinum ; and the production of 
herniae. in ‘the usual hernial orifices, probably because of the 
“increase in intra-abdominal pressure. 


(2) This question’ also is difficult to answer briefly. It was: 


_the opinion of French -physicians in the latter half of the 
nineteenth century that pregnancy actually benefited tubercu- 
~ lous women, and many physicians would ` agree that during 
` pregnancy the general condition of tuberculous women often 
improves considerably. On the: other hand, obstetricians take 
a’ gloomy view of the fate of the tuberculous woman after 
delivery ; and physicians in general would agree that it-is in 
the months after delivery that relapses of tuberculous disease 
tend to occur. Such statistical evidence as is available-indicates 
that- no ‘ultimate’ difference in result will be found in compar- 
able groups of tuberculous women who: have borne children 
and. of those who have not. -This suggests that the -slight 


~ 


~ 


: termination of pregnancy in tuberculous women. 


ek which occurs during. pregnancy ig offset by the 
greater tendency to relapse in the months after delivery. 
-Certainly there is no statistical’ evidence to justify routine 
Recent 
papers worth consulting on this point include those by 
Stewart and Simmonds (British Medical Journal, 1947, 2, 726), 
Cohen (Brit. J. Tuberc., 1946, 40, 10), and Friedman and 
Garber (Amer. Rev. Tuberc., 1946, 54, 275). 


Lymphocytosis in Whooping-cough - 


Q.—A_ relative and pronounced lymphocytosis is an out- 
standing feature of an attack of whooping-cough. Is there 
any relationship between the severity of the attack and the 
degree of lymphocytosis? Is an injection of whooping-cough 
vaccine followed by lymphocytosis ? 


. A.—A leucocytosis with lymphocytosis (over 60%) is a 
characteristic response in whooping-cough, but no satisfactory 
explanation for its occurrence has yet been given. - The lympho- 
-cytosis is most -marked in the-paroxysmal and whooping stages 
of the infection. It may be absent in infants under 6 months 
of age and, as infection is often very severe in infancy, the 
lymphocytic response cannot be regarded as a prognostic sign. 
Very high leucocyte counts, up to 100,000 or more per c.mm., 
are often found in cases with complications, such as broncho- 
pneumonia, in which the total lymphocyte count may reach 
60,000 per c.mm., but here the secondary bacterial infection 
may be an added stimulus. A lymphocytic response of varying 
degree to pertussis vaccine has been reported by'Sauer (J. Amer. 
med. Ass., 1933, 100, 239) to occur in some 60% of young 
children after two or three injections of vaccine. 


| Causes of Death > 
Q.—{a) What are the commonest killing diseases in adults in 
order of frequency? (b) What groups of diseases—for example, 
cardiovascular, respiratory, alimentary, etc-—are responsible 
for most:deaths, and has there been any change in the last 
30 years? 


A.—(a) The, numerical importance of a. cause of death 
depends on the sex and the period of life considered. The 
most important causes of death for three broad age groups 
for the most recent triennium available are: 


_ Actual Number of Deaths, 1945-7 


Tuberculosis 

Cancer 

Intracranial lesions of 
vascular origin 











Heart diseases , 
Bronchitis : 
Pneumonia .. . 
* Nephritis . 
Violence 9, 506 6°60 
FEMALES 
Tuberculosis.. 14,585 35:31 -| 5,735 5:35 2,387 | 0:46 
Cancer 4,229 10-24 į 33,791 31-49 76, 114 | 14-81 
* Intracranial lesions ‘of 
vas origin. 611 1-48 11,117 10°36 82,809 | 16-11 
Heart diseases 4,369 10-58 18,915 17°63 180,779 | 35°18 
Bronchitis 627 1:52 3,459 3°22 29,953 | 5-83 
Pneumonia ... 1,187 2°87 3,072 2:86 15,149 | 2:95 
Nephritis 1,441 3-49 3,909 3-64 12,758 | 2:48 
Violence 2, "557 6°19 4,330 4-04 11 "839 2°30 





~ 


(b) The second part of this question presents some difficul- 
ties. The fall in the death rates in each age group during the 


“past 50 years has considerably modified the age structure of 


the population and the risk of dying from specific causes. 

Owing to the changes in classification and tabulation that have 

been made ‘during this-period because of the increase in medical 

knowledge a comparison of deaths over a series of years up 

to 1940 is open to objections. The introduction-in 1940 of the 
ig 
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physician’s preference when two causes are, associated makes it 
impossible to compare the present classification with that of 
earlier years. A comparison ‘of the deaths in 1931 with those- 
in 1947, the longest series that can safely be used, is as follows: 














1947 - 1931 
Disease No.of | %of All| No.of | %of All 
Deaths -Causes- Deaths Causes 

Tuberculosis 23,075 4-5 ` 34,959 7'1 
Cancer ae P E 79,706 15-5 60,162 12-2 
Diseases of the nervous system 65,458 12:7 50,781 10-3 
Diseases of circulatory system .. | 164,015 31-8 103,268 21:0 
Diseases of respiratory system . . 60,740 11-8 80,279 163 
Diseases of digestive system .. 21,044 4-1 25,785 5:2 
Diseases of urinary system 20,411 4:0 25,354 5-2 
Violence .. 3 si 19,826 38 | 2l 395 4-4 
Other causes 61,316 11-9 | 89,647 18-2 
All causes . | 515,591 100 491,630 100 


. |- eed 


The crude death rate in both years was 12.3 per 1,000. The 
changes in the relative importance of the various groups of 
diseases, especially those which are the most frequent cause 
of death in old age, have been largely due to the decrease in 
the death rates throughout life, which has resulted in more 
people living to older ages than formerly. > i 


Vitamin D., for Chilblains 


Q.—For the past four or five years I have been using 
ampoules of calciferol containing 600,000 iu. of vitamin D. 
with great success in the treatment of chilblains, so far with- 
out any ill ‘effects. I gave six ampoules—one each week. 
Recently I have been told that there is danger of calcification 
-~ of the renal tubules with this treatment. Is this correct, and is 
the danger great enough to warrant Stopping the treatment 2 
Calciferol dragees, each containing 50,000 i.u. of vitamin D., 
are also obtainable. Would treatment by these be free from 
risk, and what dosage should be used ? 


A.z-A dose of 600,000 i.u. of vitamin. D, per week is 
approaching an amount which can produce toxic symptoms. 
‘These may appear with a dose of 100,000 units daily. The 
use Of large doses -of vitamin D, is not free from risk, the 
chief results of overdosage being hypercalcaemia with calcifica- 
tion of the kidneys and blood vessels, anorexia, lassitude, head- 
ache, and albuminuria. No controlled observations have been 
made-to show that vitamin D is effective in the treatment of 
chilblains, and to use a drug in toxic doses for this purpose is 
hardly justified. - The rationale for the use of vitamin D in the 
treatment of chilblains rests on the false assumption that a 
raised -blood calcium level will decrease capillary permeability, 
which may be increased in patients with chilblains. The pro- 
longed ,use of doses of 50,000 units or more of vitamin D a 
day is justified only in the treatment of lupus vulgaris, and then 
it should be controlled by blood calcium estimations. 


Boils in Ear 


Q.—How should a case of recurrent boils in the ear be 
treated ? f ; 


A.—Recurrence of boils in the ear may be due to general 
or local causes. Such diseases as diabetes and nephritis must 
therefore be excluded.. Carbohydrate intake should be reduced, 
and a varied and well-balanced diet is important. Locally, care 
must be taken that cross-infection of the meatal wail is avoided, 
and -that a chronic dermatitis does not result from the acute 
stage. A wick soaked in magnesium sulphate paste, which is 
generally preferable to aluminium acetate, will help. For some 
weeks after the acute stage is over the meatus should be mopped 
out with spirit 75%, or 2% gentian violet in spirit.. If a chronic 
dermatitis is present it should be treated on the usual lines— 
as, for example, with linimentum calaminae. Various measures 
may be tried to raise the bodily resistance to staphylococcal 
infection, but the results are often poor. Ultraviolet-light baths 
to the whole body two or three times a week for four weeks 
have been advised by some authorities. The questioner might 
also refer to the article by W. M. Mollison which appeared in 
the Journal of October 22 (p. 923). 


a 
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NOTES AND COMMENTS 


Estimation of Erythrocyte Sedimentation Rate.—Dr. JAMES 
KeLman (Perth) writes:_ In “ Any .Questions ? ” (November 12, 
p. 1127), in answer to the query whether flocculation should occur 
in the 3.8% ‘citrate solution (taking this to refer to the blood-citrate 
mixture), it is stated that “if gross agglutination or flocculation 
occurs then either the blood has staried to clot or the patient’ is 
suffering from gross hyperglobulinaemia, the most common cause 
of which in this country is myelomatosis.” Granularity of the sedi- 
menting cells is not infrequently to be found in any very rapidly 
sedimenting blood, but it has to be looked for. Using a micro- 
method which involves mixing citrate and blood on a cell slide, I 
have seen flocculation océurring on the slide on a number of 
occasions in blood from: persons in the acute stage of severe 
scarlet fever and also in cases of -active pulmonary tuberculosis. 
Balachowsky, S. (Rev. méd. Suisse rom., 1923, 43, 714), drew atten- 
tion to this phenomenon, and declared it to be of bad prognosis._ 
This was certainly not so in my scarlet fever cases, all of whom made 
a good recovery, but in the tuberculosis cases the longest period of 
survival was six months. The effect of tilting the tube, also men- 
tioned in your reply under this heading, can be very marked. 
Wintrobe, M. M., and Landsberg, J. W. (Amer. J. med. Sci., 1935, 
189, 102), state that even a difference of two or three degrees may 
accelerate sedimentation up to 30%. It is interesting however to 
note that Balachowsky in an earlier article (Bull. Mém. Hôp. Paris, 
1925, 49, 1141) showed that quick results could be obtained by 
using a'stand which fixed the tubes at an angle, but this method does 
not appear to have found favour. 


High-pitched Voice in Adult Male—Dr. VERNON O’HEa- - 
Cussen (Cork, Ireland) writes: The reply given to the question on . 
high-pitched voice in adult mate (“ Any Questions? ® November 
26, p. 1246) is incomplete. It is doubtful if in ordinary practice 
hormone deficiency is ever more than an accessory factor in pro- 
ducing the falsetto voice. In normal voice production the larynx 
is pulled downwards by the sterno-thyroid and sterno-hyoid muscles 
for low-pitched sounds. For high-pitched sounds the use of the 
supra-hyoid muscles is necessary. Men with falsetto and ‘‘ pressor ` 
voices use the latter set of muscles almost entirely for all sounds. 
By training such individuals to use the infra-hyoid muscles to draw 
down the larynx the required change of tone in the voice can 


- usually be readily and permanently attained. 


Intranasal Oil.—Dr. George W. C. JoHNson (Harrogate) writes: 
The intranasal use of oily preparations was “mentioned in “ Any 
Questions ? ” (November 26, p. 1245). It is pertinent to add to the 
answer printed a reference ,to the possible danger of “ lipoid-cell 
pneumonia ” following the use of these substances. When a student 
in America a few years ago I was taught that oily preparations can 
be hazardous, especially for small children, if given intranasally. I 
have not myself seen any patients adversely affected, but perhaps I 
may mention the section on lipoid-cell pneumonia in Cecil’s Text- 
book of Medicine (1947, p. 142, Philadelphia) and also the.abstract 
(No. 1846 in Abstracts of World Medicine for October, 1949) of a 
paper by Schneider (New Engl. J. Med., 1949, 240, 284) concerning 
mineral oil in the lungs. . 


Copra Bug.—Mr. JOHN A. FREEMAN, Ph.D. (Chief Entomologist, 
Ministry of Agriculture and Fisheries), writes: May I refer to the 
reply to the first item of “ Any Questions ? ” for October 22 (p. 939) ? 
I think it is incorrect to state that the “ copra bug” is to be identi- 
fied with the mite Tyrophagus castellani. The insect commonly known 
as the “copra bug ” is the Clerid beetle, Necrobia rufipes DeGeer, 
which is often very common on cargoes of copra and other “ oil- 
seeds.” Although it is frequently accused by dockers of biting, there 
does not appear to be any evidence that it can do so. The irritation 
resulting from the handling of copra and other infested conditions is, 
as your reply states, properly attributed to the presence, at some time, 
of the particular mite. 
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AUTHORS AND PSYCHOPATHS* 


BY 


W. RUSSELL BRAIN, D.M, F.R.CP. 
Physician to the London Hospital and the Maida Vale Hospital for Nervous Diseases 


Of what interest, you may be wondering, is the psycho- 
pathology of authors except perhaps to the psychiatrist ? 
I hope to show that it raises questions of considerable 
importance, primarily to doctors, but indirectly to every- 
one else. The relationship of mental instability to genius 
in general may seem to be of merely theoretical interest, 
but, since authors directly influence the minds of their 
fellow men more deeply than any other kind of genius, 
their mental peculiarities possess great social implications. 
Moreover, if we conclude that there is some positive rela- 
tionship between their abnormalities and their achieve- 
ments, we may find in this creative tension a contribution 
to the solution of the problems that confront many of bur 
ordinary patients. Finally, our appreciation of an author’s 
writing is greatly enriched by an understanding of his 
psychology. 

At this point two possible objections need to be con- 
sidered. Is it not enough, you may think, for us to enjoy 
the works of genius without bothering to analyse how they 
came to be produced, if, indeed, it is possible to do so? 
Wordsworth thought that nobody ought to pry into the lives 
of authors. “ Our business,” he said, “is with their books 
—to understand and to enjoy them. And, of a poet’s more 
especially, it is true—that if their works be good, they 
contain within themselves all that is necessary for their 
being comprehended and relished.” Wordsworth had his 
own secret—an illegitimate child in France—but it is true 
that we need know nothing about an author in order to 
enjoy his works. Surely, however, we shall enjoy them 
more if we know a little about his personality, if we under- 
stand not only the internal difficulties over which he had 
to triumph in order to produce them but how these very 
elements of his nature find expression in his writings. 
Biography adds a fourth dimension to the understanding 
and enjoyment of the works of genius ; for, though we can 
enjoy a poem, a picture, or a symphony without even 
knowing who created it, we then enjoy it in isolation from 
the whole of the author's personality except its expression 
in that particular work of art. But when we understand 
his biography—and by biography I mean not merely a 
historical account of the facts of his life but also all that 
we can learn about his heredity, the workings of his ner- 
vous system, and the conflicts of his mind—we find his 
works enriched by being seen in perspective, in the dimen- 
sion of time in which all his past has made him what he 
is and his creations what they are. 

There is another objection also which is sometimes 
expressed. “What interests us about a genius,” some 
people say, “is what is unique in him—not his neurosis or 
his psychosis, which is something he possesses in common 
with thousands of others.” But it is a fallacy to suppose 





*An address given to the London Hospital Medical Society. 
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; A edmig e eia Wich: Who were ker nat 
e that they would to-day have been regarded 
, or, though perhaps never certifiable, were 


ies, schizophrenics, obsessionals, psychopaths, 
, or drug addicts: Beddoes, Blake, Boswell, 
n, Burns, Byron, Chatterton, Clare, Coleridge, 


l “ollins, ‘Cowper, Crabbe, De Quincey, Dickens, Donne, 
Gray, Johnson, Lamb, Rossetti, Ruskin, Shelley, Smart, 
Swift, Swinburne, Tennyson, and Francis Thompson. And 
to show that English literature is not exceptional in this 
respect let me add a few from other nations: Baudelaire, 
Dostoievsky, Flaubert, Goethe, Gogol, Holderlin, Nietzsche, 
Poe, Rimbaud, Rousseau, Strindberg, Swedenborg, and 
Verlaine. 


Death's Duellist 


John Donne (1572-1631) is one of the strangest figures 

in English literature--the Catholic who died Dean of 

St. Paul's, the poetical amorist who became the author 

of the Holy Sonnets. His influence upon English poetry— 

which, ee to his biographer, Edmund Gosse, was 

ialign—can still be traced without difficulty 

ion thought his metaphors far-fetched 
. His eloquence as a preacher and 

the fate of the body after death 

sacineted hearers, and this perennial 

sess him that the last events of his 

which be was ready at length to act 

n rehearsed. For, he wrote, 

that I 

ye at last, ‘tis best 

To use my selfe in jest, 

Ti rus i faind deaths to dye. 





mergent Occasions, written during 
not only consist of characteristic 
ty but include in the headings of 
y of the stages of his disease and 
$s * The first alteration, the first 
.. The patient takes to his bed. 
: “The Phisician comes. The 
hisician desires to have others 
mg sends his own Phisician. 
ney prescribe.” Then follows 
ms--but “the Sickness 
ereof with spots. . 
m the Bells of the 








ya in some detail a ald thi case - 


never ‘seek to know 
thee.”) But “ at last, the 
voyage, see land.” They 
recovers, but he is: ‘warned 
relapsing.” et oh 
Donne could never jong ave 
of the body’s dissolution. It a 
sorts of occasions, one. ie t ie 














in his Peai prose Ron kis last se) 
before King Charles I. “ That that Monarc! 
over many nations alive, must in his dust lie in ac 
that sheete of lead, and there, but so long as that lea 
laste, and that privat and retir’d man, that thought hims 
his owne for ever, and never came forth, must a. hig ‘ 
of the grave bee published, and (such are the t 

of the graves) bee mingled with the dust ofte y 





















































pond: This is the most iaglorioús and contemptible vilifi-- 
cation, the most deadly and peremptory nullification: of 
man, that wee can consider.” 

Donne was dying when he preached this sermon, which 
came to be known as * Death’s Duell.” “ Many that saw. 
his tears and heard his faint and hollow voice,” says. Izaak 
Walton, “ thought that Dr. Donne had preached his own 
funeral sermon.” 


But there was a stranger episode to come. Dr. Simeon _ 
Foxe, his physician, urged him to arrange for a monument 
to be erected to him in his cathedral. Donne agreed on. 
condition that Dr. Foxe should. not interfere in any wayo 
with the character or form of the memorial. Here is 
Walton's account of what followed: 


“A monument being resolved upon, Dr. Denne sent for a 
carver to make for him in wood the figure of an urn, giving 
him directions for the compass and height £ of it; y ape to ` bring 
with it a board of the g height of his b body. Th in 


















ness to draw his picture, which’ rue ken a s followe 
Several charcoal fires being first made in his “tree 
brought with him into the place his winding-she 
and having put off all his clothes, had thi 
and so tied with knots at his: Ro = | 


with his eyes shut, and with « so muc } : 
as Prats show his lean, pae wa deat like ris 


be thus carved’ in one entire p e 
stands in that Church. aai 


No doubt Doune s attite mde to death was in 












bat it was also an i obsession, a from. y 
rightly calls * ‘the morbid a fantastic chara te 
genius.” 





Jonathan Swift (1667-1745) could claim 
politician, Dean of St. PANER 5, and | sa 


aged - 0, | “whom he- “immortalized “a ‘as 
older companion Rebecca Dingley... Till 
tella in 1728 Swift remained on terms of affec- 


ship with both of them, writing to them. when. 


sent letters which included messages couched in 
gi of the nursery. This strange relationship was 
by the intrusion of another woman, Esther 
ywi ift called Vanessa, and who fell in 


hich: has sen discussed ever since is, 
lations of Swift and Stella ? 

yt rreproachable morals: why did he never 
‘here seemed to his contemporaries, to 
and to most people since, to be only two 
anations: either he did marry her, but for 
oncealed the fact, or there was an external 
marriage. They were, it has been suggested, 
e or half-brother and half-sister. The barrier 
existed in Swift's emotional life. The clue 
is to d in Gulliver's Travels. “The greatest diffi- 
culty that yccurs in analysing his character,” wrote Johnson, 
‘is to discover by what depravity of intellect he took 
‘ delight in revolving ideas, from which almost every. other 
; wa t shini with disgust. The ideas of pleasure, even 
when criminal, may solicit the imagination, but what has 


: se, de rmity, and filth, upon which the thoughts ‘can, 


ed to dwell 2?” Swift's preoccupation with excre- 
_ tion is a constantly recurring theme upon which he plays 
some fantastic variations. His attitude to the body, and 
especially the female body, is equally pathological, and is 
3 eas when the body is enlarged to the Brobdingnagian 
> T ee pee a word for all this, but one does not need 


o Perhaps the Tost ituminating 7 piece of evidence for his 
ne rmality i is the speech which he puts into the mouth 
liver when meeting his wife and children on his 

jis last voyage: * As soon as I entered the 


te Gulliver, “= “my Wife took me in her arms 
ae pe not t having been used to the 


ar Swift ae 
ae so aes) 


Swift was 


not how: saehither’ Stella 
, but she seems to have comi 
assif ed to her, ‘Swift v 


, that this pe versely fastidious fg Ww 
revolted by the flesh, was buried in the : 


her. ' his invention was the last unconscious i 
Yahoos. i 


i The Great Convulsionary 
I suppose’ “tha t most people who possess an average | 
knowledge of’ Samuel Johnson (1709-84) regard: 
a monument of British common sense—a kind of 


tual John Bull, dogmatic, tough, and. rather 


This is only half the truth, the superficial 
his assured demeanour lay a torment. of app! 
doubt, and misgiving which found- exp 
eccentricity of behaviour. z 
Thomas Tyers said of Johnson, “ He y 
convulsionary. . . . His gestures, which v 
St. Vitus’s dance, in the street attracted t 
many, the stare of the vulgar, but the compa 
better sort.” Johnson's gesticulations, which gi 
the first impression that he was mad, have 
described, but nowhere better than. by. Miss 


- who speaks of “his extraordinary gestures or: antic 


his hands and feet, particularly when passing over th 
threshold of a door, On entering Sir Joshua's house 
poor Mrs. Williams, a blind lady who lived with him 
would quit her hand, or else whirl her about on the step 
as he whirled and twisted about to perform his gesticu 
tions: and as soon as he had finished, he would givi 
sudden spring, and make such an extensive stride over 
threshold, as if he was trying for a wager how far he co 
stride, Mrs. Williams standing groping about. outside 
door, unless the servant or the mistress of the house 
commonly took hold of her hand to conduct her it in 

Dr. Johnson to perform at the Parlour Door 

same exercises over again. . But ane man 


the imminent danger of their éouths, n es of 
Court dress ; sometimes he would twist himself 


ek it.” | 
According to Miss Reynolds he car ried ¢ 

manœuvres in the street while his compa 

to wait for him, and caused a crowd- to ci 

ham Meadows by his violent see-sa 

De Veritate Religionis. Boswell has describ 

and his habits of whistling and blowing an 


‘steps in order to reach a certain point with | 


left foot; and from Whyte we learn of. his p 
touching posts in the street and going back whi 
missed one to repair the omission. ` | 
Johnson’s contemporaries were divided into t 
of eo on the question , of the nature. of : 


ease, St. Vitus’s dance; ` bi 
his opinion by Sydenham’s wn di 
quotes. Sir Joshua’ Reynolds, howe 


ae of an artist, note 










T ORS AND PSYC 








-Joshua also made an observation of pi ych 
cal insight when he said that Johnson ions: always 
_ appeared to him as if they meant to reprobate some part of 
` his past conduct. It is quite clear to-day that Reynolds was 
tight and that Johnson’s movements, although involuntary 
- in the sense that they were not under his control, were not, 
` like St. Vitus’s dance, due to organie disease of the brain 
but were of psychological origin. He knew this himself, 
. for when a young girl, a- -Miss Hunter, asked him, with 
` some temerity, “Pray, Dr. Johnson, why do you make 
+ such strange gestures ? ” he replied, “ From bad habit.” 











Fears and Apprehensious 

This view of the nature of his gesticulations is confirmed 
< by the fact that symptoms of a similar kind occurred in the 
«realm of thought and feeling. Here involuntary fears and 
==> apprehensions took the place of involuntary movements. It 
=> is impossible to agree with Raleigh that Johnson’s fear of 
_ death was only a fear of Boswell on death. It was clearly 
-an obsession which could be evoked not only by Boswell’s 
_ inquiries. but by the sight of bones or of a memorial urn, 
and this is the probable explanation of the outburst of 
_ almost. hysterical laughter which was excited by Langton’s 
_.. making his will and which so puzzled Boswell. Another 
obsession was his fear of insanity, which remained with 
_. him from his youth, when he consulted Dr. Swinfen and 
- received an answer “importing that the symptoms indi- 
cated a future privation of reason,” to his old age, when 
at the time of his stroke he prayed God that however he 
_ might afflict his body he would spare his understanding 
> —a prayer which, that he might try the integrity of his 
_. faculties, he made in Latin verse. 
= > He was also obsessed with a sense of guilt. As 
_....Mrs. Thrale put it, his “daily terror lest he had not done 
~ enough originated in piety, but ended in little less than 
_ disease... . He .. . filled his imagination with fears that 
~ he should never obtain forgiveness for omission of duty 
and criminal waste of time.” 
. Doubtless it was these fears of insanity, death, and 
damnation that racked his mind when he was alone and 
rendered solitude so distasteful and indeed distressing to 
him. “I lie down,” he said, “that my acquaintance may 
sleep ; but I lie down to endure oppressive misery ; and 
soon rise again to pass the night in anxiety and pain’ 
Nothing conveys so moving a picture of his lonely and 
distracted spirit as Murphy's account of how “for many 
years, when he was not disposed to enter into the con- 
versation going forward, who ever sat near his chair might 
hear him repeating, from Shakespeare, 

“ Ay, but to die, and go we know not where . 

Fo lie in cold obstruction, and to rot ; 
i a ` This sensible -warm motion to become 


A kneaded clod; and the delighted spirit 
To bathe in fiery floods.” 


‘This “ morbid melancholy,” which Johnson himself 
believed to be inherent in his constitution, pervaded his 
thought and. made him, in his own words, “mad all his 
ife, at least not sober.” I can find no better or nobler 
‘expression of it than the last words of the last Idler which 
e called the “ Horrour of the Last.’ ” In the course of this 
sa ecret. y r of the last i is ronas 
oma thinking being, whose life is 

eath is dreadful.” And: 3 clu e 
readers are already disposed to view ‘every incident with 
“seriousness, and improve it by meditation : and that, when 



























they see this series of t 
will nea bares eke o 











whisk: paa ae roo. 4 n A 
day in which every work of 













and ihe sitinate and ssescapable ot ioe 
a note of doom in so mR of sti bg 





60. His prayers ‘and meditations in ‘the first half of ais : 
sixth decade reveal his struggles with a deepening gloom 
Dr. Adams told Boswell that he “found him in a deplor- 
able state, sighing, groaning, talking to himself and rest- 
lessly walking from room to room.” Mrs. Thrale says 
that he did not stir out of his room for weeks or even 
months, till she and her husband carried him off we 
Streatham. 


Johnson's mental disorder was clearly compatible with 
the greatest intellectual powers and with considerable, if 
sporadic, energy. He found that he lost his symptoms par- 
tially or completely whén his attention was fully occupied 
with something else ; hence his eagerness for company end 
reluctance to go to bed. His discovery of the value of 
distraction is illustrated by one of Mrs. Thrale’s anecdotes 
“When Mr. Johnson felt his fancy, or fancied he felt a. 
disordered, his constant recurrence was to the study of 
arithmetic ; and one day that he was totally confined to ms . 
chamber and I enquired what he had been doing to divert ~ 
himself ; he showed me a calculation which I could scarce 
be made to understand, so vast was the pian of it and. soe 
very intricate were the figures ; no other indeed than that 
the national debt, computing it at one hundred and eighty 
millions sterling, would, if converted into silver, serve to 
make a meridian of that metal, I forget how broad, for the 
globe of the whole earth, the real globe.” Dr. Johnson 
would have had no difficulty in making our r presentnational | 
debt reach to the moon. Ge as 

He prescribed the study of algebra for 1 fellow « 
sional who consulted him about his scrup 
not show him much sympathy. This was a m: 
obsessed with guilt at having taken his empie 
and pack-thread even with his permission. - 
you, Sir, to study algebra, if you are not a adept a 
in it: your head would get less muddy, yw 
off tormenting your ance about 


























with sin and sorrow,” ; 
a trace e effects rp the. obsessional state ween 





dea of ache ce cannot © tid | 
own words, “an everlas! 
the past.” The past is bo 
for’ Johnson, therefor 


usati by the rer 
when in old age he stoc 































time to expiate an act of disobedience to his 
youth. It provides a basis too for Sir Joshua 
remarkable observation that the gesticulations 
if they were meant to reprobate his past 






ire of Johnson’s mental suffering is of course 
pect of him, but we cannot fully appreciate the 
the shade, nor his achievements without 
s difficulties he had to contend with. If Iam 
ght and the shade are complementary. It was 
ype from his private gloom that he sought the 
he drawing-room. It was despite nights passed 
ive misery ” that, as Fanny Burney said, he had 
and comical humour and love of nonsense about 
Imost anybody I ever saw” ; and it was from 
overpowering depression and lethargy that he roused 
himself to accomplish the Dictionary and the Lives of the 


opts: o 
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EA “ Bozzy ” 
{need say little about James Boswell (1740-95), because 
his psychology has recently been so admirably summed up 
-by Dr. Douglas Hubble.* Boswell was a cyclothyme, sub- 
_ ject to the characteristic alternations of elation and depres- 
sion, and no doubt it was this inherited psychopathic trait 
which brought his brother and his daughter to actual 
insanity. Dr. Hubble has traced the influence ‘of exter- 
gal factors upon his variations of mood, and, in particular, 
. has stressed the importance of his relation with his father. 
“Whenever James was in the company of Auchinleck the 
mage of himself dwindled until it was no larger than a 
- small boy, beloved and indulged by his mother, but intimi- 
dated by the stern and sarcastic tongue of Alexander 
Boswell.” The effect of this conflict was to send Boswell 
im search of a father substitute who should be -great and 
- good, and one such was Johnson. Dr. Hubble concludes 
that “those who are tempted to take sides in this pre- 
determined struggle between father and son will refrain 
when they recall that the direct outcome of the conflict 
; was the immortal biography of Samuel Johnson.” 
-One might perhaps go a little further and suggest that if 
Boswell was in search of a father, Johnson was looking for 
4 son, and the psychological miracle was that these two 
“great eccentrics exactly suited one another. Boswell had 


the cyclothyme’s vivacity, spontaneity, and warmth of 
eling which in Johnson’s character were absent or over- 
thelmingly inhibited. But these qualities alone would have 
tolerable to Johnson: they were balanced and 
by Boswell’s high intelligence and literary gifts. 
ave been deeper emotional factors ; but here, 
sufficient psychological basis for that unique 
through which each immortalized the other. 
nnot. refrain from quoting one other comment 
ble: “ Boswell was a drunkard. Boswell wrote 
eces of English literature—the one unsurpassed 
unsurpassable. Boswell was a lecher. Boswell 
y humane and generous. Boswell was a buf- 
i was the friend of Johnson, of Burke, of 
‘of Paoli—all of whom loved him. Those 
ch contrasts irreconcilable have long lost the 
f-examination.” _ 
© © The Flea that Became an Eagle 
eighteenth century produced several mad poets: 
irt, Cowper, and Clare—-who just comes into 
me insane, Christopher Smart (1722-71) is 
yat his poetry was improved by his madness. 
Statesman and Nation, December 28, 1946; p. 485. 











































the better poet, replied: “ Sir, th 


few lines such as his verses í 


-Dickens’s psychology.* . Dickens was undoubtec 
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i r. Johnson, when asked whe 






of precedency between a louse- 


College Court, Smart wrote ! 
mental breakdown that could. 
dictum, and, however he may 
nobody else pictured him S0 
tops of poetry. He became 
so much puzzled Browning occ 
David. The flea for a time be 

It is from Johnson that we | 
about Smart’s madness as it ap 
records the following convers 
Burney. “ Burney: ‘ How does 
likely to recover?’ Johnson: ‘It 
ceased to struggle with the diseage ; 
it. Burney: ‘Perhaps, Sir, that may 
exercise. Johnson: ‘No, Sir; he has pa 
exercise as he used to have, for he digs in tl 
Indeed, before his confinement, he used for exercis 
walk to the ale-house, but he was carried back again 
did not think he ought to be shut up. His infirmities wi 
not noxious to society. He insisted on people praying 
him ; and I'd as lief pray with Kit Smart as anyon 
Another charge was that he did not love clean linen 
I have no passion for it.””. Smart was a cyclothyme: 
himself said, “ I have a greater compass both of mirth a 
melancholy than another.” His disorder is easy to diagnos 
from his poem Jubilate Agno—* Rejoice in the Lamb 
which was written in a madhouse and which shows all | 
features of maniacal excitement. In the Jubilate the sp 
of ideas sweeps away both sound and sense, and the p 
of mental association occurs so readily as to be poetica 
meaningless. The mere sound or clang of words i: 
cient to link them together, or the arbitrary apposit 
a person and an animal, bird or plant acquires | 
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poet a spurious significance. re 
A Song to David, on the other hand, evidently written 
the end of Smart's confinement when he had 
recovered, is a true poem, though even here the mo 
extreme elation and a certain looseness of the text 
ideas show that the mental storm had not quite sub 
But the after-swell gave him a heightened en 
tension, an associative aptness and a feeling for wo 
he had never possessed before. a 
Then he recovered. The eagle became a flea a 
it would be truer to say, Pegasus lost his wings a 
to a nag, and Smart’s verse ambled along at 
jog-trot for the few years of his life that rem 


Bill Sikes and Nancy 

Much might be said about the relationship 
personal conflicts of Charles Dickens (181 
writings, but I can now deal with only two aspect 
temperament—his cyclothymia and his sado-ma: 
both stressed by Mr. Edmund Wilson in hi 


thyme. His moods of depression do not seem te 
very frequent, but they were quite characteristic 
Sir Henry Dickens, speaks of his father’s “| 
of deep depression, of intense nervous irritabi 
was silent and oppressed.” Dickens himse 
once describes his feelings in his letters. “Iar 
and capriciously despondent," he wrote to F 
have bad nights, am disquietude and an 








“+The Wound and the Bow, 1941. — 






49, writing of himse’ 





disposition to shed tears from morning to night... a 
‘stupid languor. He has no purpose, power or object 
xistence whatever.” The obverse of these phases of 
pression was his prevailing mood of elation, which gave 
m his enormous gusto and from which he derived his 
ergy, which at first was canalized into his prolific inven- 
eness, in later life feverishly squandered in his readings, 
and always overflowing into long walks, parties, and 
mateur.theatricals. It was his cyclothymic temperament, 
‘oo, that enhanced his great sensibility, which made him 
respond with far more feeling than the average man both 
his. own experiences and to the sufferings of others. This 
sensibility was in turn heightened by the vividness of his 


_ Blent with Dickens's cyclothymia was his sado-masochism, 
which has been analysed especially by Mr. Edmund Wilson. 
Perhaps having been brought up to regard Dickens as a 
monument of Victorian respectability and normality, most 
of us have never achieved sufficient detachment to appre- 
ciate this element in him. Though more obvious in some 

than in others, it runs like a scarlet thread through all his 
_ writings. Here, for example, are the instances of violence 
_ that occur in one novel, A Tale of Two Cities. Dr. Manette 
Spends years in the Bastille; Charles Darnay is on trial 
_ for his life; Jerry Cruncher pursues the grim trade of a 
_ Fesurrectionist; the Marquis de St. Evremonde carelessly 
runs over and kills a child, and is himself murdered in 
_ Yevenge. His brother has raped the sister of Mme. Defarge 
_ and killed her brother, as a result of which their father 
_ died of a broken heart, Scenes of revolutionary violence 
_ dominate the story; the Bastille is stormed and the 
_ guillotine falls incessantly. Finally, Mme. Defarge is 
_ Shot and killed by Miss Pross, and Sydney Carton and 
__ the little sempstress, both innotent, are executed together. 
_ There is almost as much violence in Barnaby Rudge, in 
_ Which the Gordon Riots take the place of the French 
_ Revolution and the sacking of Newgate corresponds to 
he storming of the Bastille. In this tale execution is per- 
sonified in Dennis the hangman. Mr. Harold Nicolson has 














































ons in Dickens's stories. A more personal 
uelty is exemplified by the behaviour 
o David Copperfield, Squeers to the 
fall, and Quilp to his wife. 
‘violence and cruelty in the novels 
on of a similar preoccupation in 
Ine of his favourite recreations in 
orgue. He went to public execu- 
ad—and wrote to The Times to 
“Wherever he travelled he made 











d by the spectacle of the snakes 
imals and birds that he could not 
for a long time. 
$ so. much the outcome of what 
psychosomatic. factors that his 
th Pearson, with some justice 
_ Soon after he was fifty he began 
tory disorder, in spite of which 
can tour of his readings with 






isons, And when he went to the | 












control over his feelin 
more overt expression. 
of his imagination, bu 
impulses more closely tha 
acting the scene and hi 

derer and his victim. | 































stroke at the age of 58. ke 
Conflict and Creativeness 


depend upon their nature and upon o 
heightened experience. p 
There is a quantitative factor in this 
considering. The genius of literature ha 
more intense and more highly diff 
better memory, and a greater capacity fe 
rest of us, and these presumably deper 
tively richer organization of his nervou 
has a dynamic quality which often se 


madness to a higher powi 
of his inner tensions, in w 
integrative forces must a 
his conflicts and. disrup 
genius life is an agoniz 
emerge victorious, but wh 
by his daimon, the inner 
man's daimon to-day ? — 
the emotions, or the in 
which, as Dr. Freema 
creativeness as wi 
spring from the re 


not perhaps the two 


by Plato in his parabl 
rashly named Reason ? 
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ious fact ‘that one 2 of the oper: 
rmed in this country is also. acc 
S In oe to decide i 
















ruts : m ed of the misg At hi s RRG NA 

ra ad is OF Hee operation; he ‘morta ity and stage (Fig. 1, d) the — Tang 

of which must be known. Though tens of epidermis of | the” 
f infants are circumcised each year in this e¢ep surface of the 
1owhere are these essential data assembled. Prepuce is con- 
intention of this paper is to. marshal the facts required tinuous with the epi- 


: concerned with deciding the fate of- the child's dermis covering the 7 
glans, both consist- 


ing of squamous 
Origins of Circumcision | epithelium. By a 
~ Male. circumcision, often associated with analogous process of desquam- - 
po sexual mutilations of the female such as clitoric circum- ation the preputial 








































@ Pont wore "E opment af sect 
Dae : : 3 c) coronal section, 12 weeks 
-cision and infibulation, is practised over a wide area of space is now formed weeks; (ejat about terni, c 


o the worl | by some one-sixth of its population. Over the in the following 
Near East, patchily throughout tribal Africa, amongst the manner (Deibert, 1933). In places the squa ous 
o Moslem peoples of India and of South-East Asia, and arrange themselves in whorls, forming epithelial ce 
amongst the Australasian aborigines circumcision. has been The centres of these degenerate, so forming a 
a regularly practised for as long as we-can tell. Many of spaces (Fig. 1, e); these, as they increase in size 
the natives that Columbus found inhabiting the American until finally a continuous preputial space is formed 
es ntinent were circumcised. The earliest Egyptian mum- The stage of development which has been rea 
ales: (2300 B.C.) were circumcised, and wall paintings to the time the child is born varies greatly. Figs. 2, 
be seen in Egypt show that it was customary several show sections of the. penis in three full-term n 
noe "thousand: years earlier still, infants ; in Fig. 2: separation of the prepuce as 
ee < According to Elliot Smith circumcision is one of the begun ; in Fig. 3 separation is partial ; in Fig. 4 
chara ii features of a “heliolithic ” culture which, is complete, though this, as will be sho a — s 
ee 000 years ago, spread out over much of the world ; _ at birth. E es is 
3 others ‘Believe that the practice must have arisen inde- Anatomy of the Prepuce SS 
pendently among different peoples. In spite of the The Younger Child. —The prepuce is ‘still a 
-~ enormous literature on the subject (well summarized in of developing at the time of birth, and the 
Le _ Hastings’ s Encyclopaedia of Religion and Ethics), we separation is usually still incomplete renders 
_ remain profoundly ignorant of the origins and significance prepuce of the newborn non-retractabl 
of this pr sumably sacrificial rite. The age at which boys that preputial “ adhesions ” is an 
i ised varies widely in different races, from the to the incompletely separated | 
practice of circumcising at about the eighth day, does that the pre ice. and gla 
stom in many African tribes of making cironi gt à ich. 
f an initiation ceremony near the age of 
umcision was introduced into Roman Europe z down. in sgt a wW 
anity; little is known about its status in. tions of the prepuc 
val Europe, but it was probably. customary only — 200 boys of varyin 
adherents of the Jewish faith until, with the rise 4% had a fully. T 
| surgery in the nineteenth century, its. status: ube uncovered en 
ma religious rite to that of a common. 1 surgical in the remainit 
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that, although the prepuce is often somewhat tighter than 
in the adult, it is not tight enough to prevent retraction. 
This test was applied to a series of 54 boys aged from 
2 months to 3 years who had been referred to hospital for 
circumcision, generally with a diagnosis of phimosis. In 
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. 2.—Separation of prepuce has not begun and there is as yet 
no preputial space. 





prepuce. 
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Fico. 4.—Separation of prepuce completed to form fully developed 
preputial space. 


53 of the 54 the prepuce became easily retractable by 
this simple manipulation ; in one 5-months-old infant this 
manœuvre failed because preputial separation had not 
advanced far enough to enable manipulation to complete 
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the process. Although in this way the prepuce of nearly 
every infant can be rendered retractable, the procedure 
necessarily involving the tearing apart of two as yet incom 
pletely separated surfaces, causes some bleeding and opens 
the way to possible infection. For these reasons it is 
inadvisable as a routine procedure. 


Prepuce of the IO 
Older Child.— Of 
200 uncircumcised 
boys aged 5-13 years 
from three different 
schools, 6% had a 
non-retractable pre- 
puce; in a further 
14% the prepuce 
could be only par- 
tially retracted. In 
the majority of boys 
in this age group 
n o n-retractability 
depends upon the 
persistence of a 
few strands of 
tissue between pre- 
puce and glans, so 
that minimal force 
is required to 
achieve retracta- 
bility. In this age group, however, retraction of s 
hitherto unretracted prepuce discovers inspissated smegma. 
which, in contrast to that found im the younger child, is 
in some cases malodorous. This, together with the facts 
discussed under penile cancer, indicates that a different 
view ought to be taken of the non-retractable prepuce in 
the child over about 5 years, and that, whereas a non 
retractable prepuce in the young child should be accepted 
with equanimity as normal, after about 3 years of age 
steps should be taken to render the prepuce of all bews 
retractable and capable of being kept clean. 








80 


% OF BOYS WITH RETRACTABLE PREPUCE 





Birth H 1 235 4 & 
AGE, YEARS 

Fic. 5.—Praportion of boys of varymy 

ages from birth to 5 years, in whom the 

prepuce has spontancously become 

retractable, Note that it is uncommon 

for this to oceur in the first six monti» 


Function of the Prepuce 


It is often stated that the prepuce is a vestigial structure 
devoid of function. However, it seems to be no accident 
that during the years when the child is incontinent the glans 
is completely clothed by the prepuce, for, deprived of this 
protection, the glans becomes susceptible to injury frem 
contact with sodden clothes or napkin. Meatal ulcer 
is almost confined to circumcised male infants, and is eal) 
occasionally seen in the uncircumcised child when the 
prepuce happens to be unusually lax and the giam 
consequently exposed (Freud, 1947). 


Incidence of Circumcision 


Amongst the Western nations the circumcision of infant 
is a common practice only with the English-speaking 
peoples. It is, for the most part, not the custom in con 
tinental Europe or Scandinavia, or in South America. Ip 
England the collected data of various colleagues* who nave 
kindly made observations on infants, school-children, ano 
university students reveal wide variations as between 
different districts and between different social classes. Fo 





*Dr. H. P. Broda, assistant school M.O., Cambridge; Dr. Eileen 
Brereton, assistant school M.O.. Cambridgeshire; Drs. F. J. W 
Miller and S. D. Court, Child Health Department, King’s Colle 


Newcastle-upon-Tyne; Dr. Margaret Patterson, assistant MvO.H. 
Cambridge; Sir Alan Rook, senior health officer, Cambridge Univer- 
sity;- Dr. R. E. Smith, medical officer to Rugby School. B is a 


pleasure to record my thanks to all these colleagues for their ready 
co-operation and many painstaking observations, and for generously 
allowing me to quote their findings. 
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instance, in - Newcastletipon-Tyne 12%-of 500 male ‘infants . 
aged 12 months were circumcised ; in Cambridgé the com: ` 


parable figure was 31% of 89 ‘male infants aged 6 to 
12- months. .Boys coming from the upper Classes are 
more often circumcised, 67% of 81 13-year-old boys 
entering a public school had been circumcised, whereas 
only 50% of -154 boys aged 5 to 14 in primary and 
secondary schools in the rural districts of Cambridgeshire, 
and 30% of 141 boys aged.’S'to 11 in primary schools in 


the. town of Cambridge, had been circumcised. The. 


influence of ‘social class is shown also by, some figures 
analysed by Sir Alan. Rook from a group of university 
students. Whereas 84% of 73 students coming from the 
best-known public schools had béen circumcised, this was 
so of only 50% of 174 coming from grammar or secondary 
schools. Hither the boys of well-to-do parents are suffering 
circumcision much too often, or those of poorer parents’ 
not often enough. . 

In view of: the wide difference in the incidence of 
eircunicised- males in different parts of the country, it is 


difficult to give an average figure for. the whole country. - 


A conservative estimate of 20%, which is above the rate 
for Newcastle-upon-Tyne but well -below that for all the 
other groups quoted, would mean that the number of 
circumcisions performed on children in England and Wales 
-iş of the order of 90,000 annually. 


Mortality and Sequelae of Gicu 


Circumcision, like any other. operation, is subject to the 
risks of haemorrhage and sepsis, and, where a general 
anaesthetic is employed, to the risk of anaesthetic death. 
Che number of deaths presumed to be-due to these causes 
is shown in the accompanying. Table: The Registrar- 
General groups circumcision and phimosis together, -but 
in view of the fact that “ phimosis,” as the term is com- 
monly applied to infants, is physiological (see below) it 
is ‘probable that the great majority, of these deaths were 
attributable to operation. rather than to any pathological 
condition necessitating -operation. 


Fable ShowMmZ Deaths in Children Attributed to Circumcision Jor. 


-_ 


“Phimosis in ene and Wales 





About 16 deaths in children üñder 5 years occur each 
year from circumcision. In most of the fatalities which 
bave come to my notice death has occurred for no apparent 
reason under anaesthesia, but haemorrhage and ' infection 
have sometimes proved fatal. . 


Haemorrhage . is not uncommon after circumcision. 
e. J. W.-Miller and S. D. Court. (1949, personal com- 
munication), who followed 1,000 infants in Newcastle- 
upon-Tyne for their first year, found that 58 were circum- 
` cised, and two of these bled sufficiently to require blood 
transfusion. In my own experience about two out of every: 
[00 children. circumcised as hospital out-patients will: be 
admitted on account of haemorrhage or other untoward 
event.’ Blood losses in the first year are particularly ‘apt 
to. lead to anaemia, and several infants ‘have been seen 
with severe iron-deficiency anaemia following haemor- 
'rhages after circumcision. > 


Reference has already been made to adtal uicer, ‘which, 
‘in so far as it is so.much more frequent in circumcised 
male infants, should be counted a sequel of the operation. 


K ‘. 


‘were, covered with a film of tissue paper. 


+ 


commonly ‘performed manipulation .known as 


„part of an ammonia dermatitis affecting the napkin area. 


ad 
t 


Pathological Conditions of Prepuce for which Circumcision 
, ., is Performed 


‘The surprising ` variety. of reasons why different doctors 
advise -circumcision and other operations and manipula- 
tions on: the. prepuce ‘can be found described in the long 
correspondence on the subject which ran in the British 
Medical Journal from August to November, 1935. Circum- 


cision ‘is sometimes undertaken in order to cure existing 


pathological conditions, sometimes in order to prevent 
various diseases from ‘occurring ata much later date. 


Phimosts 


Since in nthe newborn infant the prepuce is nearly always 
non-retracta bie, remaining so generally for much of the first 
year at least, and since this normal non-retractability is not 
due to tightness of..the prepuce relative to the glans but to 
incomplete separation of these two structures, it follows that 
phimosis (which implies a pathological constriction of the pre- 
pūce) cannot properly be applied to the infant. Further, the 
“ stretching 
the foreskin” by. forcibly opening sinus forceps inserted in 
the preputial orifice cannot be justified on anatomical grounds. 
besides. being painful and traumatizing. In spite of the fact 
that the preputial orifice often appears, minute—the so-called 
pin-hole meatus—its effective lumen, when tested by noting 


-whether or not a-good ‘stream of urine is passed, is ee 


invariably found -to be adequate. 


Infants with umbilical or inguinal’ hernia are dard 
liable to suffer circumcision on account of “ phimosis,” but if 
this simple test-is applied, rarely will. any obstruction to: the 
urinary flow be found present. Occasionally the preputial 
orifice is imperfectly related to the external meatus, so that the 
urinary stream balloons out the ‘subpreputial space ; this can be 
easily remedied by gently separating the prepuce from the ‘glans 
in the region of the meatus by means of a probe. True phimosis 
causing urinary obstruction has been described (Campbell, 1948), 
but must be exceedingly rare: in the cases 1 have seen in which 
this diagnosis has been made, simple separation of the prepuce 
has shown that there was no constriction of the preputial 
orifice: ~ pa 


Throŭgh ignorance of ie anatomy of the prepuce in infancy. 
mothers and nurses are often instructed to draw the child’s 
foreskin back regularly, on the supposition that stretching of 


the foreskin is what is required. I'`have on three occasions 


seen young boys witha -paraphimosis caused by mothers or 
nurses who have obediently carried out such instructions ; for. 
although the size of the prepuce does allow the glans to be 
delivered,.the fit is often a close one and slight swelling of the ° 
glans,.such as may result from forceful efforts at retraction. 
may make. its reduction .difficult. - s 


+ Spy: 


Balanitis and Posthitis 


Inflammation: of the glans is uncommon in childhood when 
the prepuce is performing its protective function. Posthitis— 
inflammation of the’ prepuce—is commoner, and it occurs in 
two forms. One form is a cellulitis of the prepuce; this 
responds well to chemotherapy and does- not seem to have any 
tendency to recur; hence it is questionable whether circumci- 
sion is indicated. More often inflammation of the prepuce is 
The 
nature of this condition was ‘firmly established by Cooke in 
1921, but is still not universally known. The urea-splitting 
Bact. ‘ammoniagenes (derived from faecal flora) acts upon the 
urea in the urine and liberates ammonia. This irritates the 
skin, which becomes peculiarly thickened, while superficial 
desquamation produces a silvery , sheen on the skin as if it 
‘Such appearances 
are-diagnostic of ammonia dermatitis, and inquiry will con- 
firm that the napkins, particularly those left on through the 
longer night interval, smell powerfully of ammonia. Treatment 
consists in- impregnating the' napkins. with a mild antiseptic 
inhibiting the growth of the urea-splitting organisms. For this 
purpose boric acid powder sprinkled over the napkins, or 
a rinse of | in 4,000 mercuric chloride or of the recently 


~ \ 
- 
~ 
‘ 


1436 Dec. 24, 1949 


introduced non-toxic substance “ diaparene” (Benson et al. 

1949), are gratifyingly effective. 

' When involved in an ammonia dermatitis the prepuce shows 
the characteristic thickening of the skin, and this is often labelled 
a “redundant prepuce "—another misnomer which may serve 
as a reason for circumcision. The importance of recognizing 
ammonia dermatitis lies in the danger that if circumcision is 
performed the delicate glans, deprived of its proper protection, 
is particularly apt to share in the inflammation and to develop 

-a meatal ulcer. Once formed, a meatal ulcer is often, most 
difficult to cure. 
a Enuresis 2 
A number of symptoms of obscure cause, such as enuresis, 
‘masturbation, habit spasm, night terrors, or even convulsions, 
have from time to. time been attributed to phimosis, and circum- 
‘cision. has been advised. No evidence exists that a prepuce 
whose only fault is that it has not yet developed retractability 
can cause such symptoms. i 
It may be apposite at this stage to quote the reasons given 
by the mother for desiring her child’s circumcision in a series 
of 54 infants referred to hospital by a doctor. In 39 infants 
the reason was a symptomless “ phimosis,” found on routine 
inspection by doctor, nurse, mother, or neighbour. In nine 
cases it was said that “he cries when he wets”: five of these 


proved to be due to ammonia dermatitis ; closer questioning. of l 


the others revealed either no connexion between when the baby 
cried and when he urinated, or merely that crying often started 
micturition. In three cases the foreskin was judged to be too 
long or redundant, and in a further three the reason was even 
more frankly cosmetic (“it looks funny”) or was intangible 
(“we believe in it”). As has been stated earlier, in all except 
one of this group of 54 infants, phimosis was disproved, in so 
far as gentle manipulation enabled the prepuce to be retracted. 


Conditions Prevented by Circumcision 


Universal circumcision of male infants has been urged 
_as a means of preventing the later development of a variety 
of conditions—paraphimosis, 
cancer, and cervical cancer of, women 


t 


s ` ; Paraphimosis 

Some idea of the importance .of paraphimosis can be gained 
from figures from the Royal Victoria Infirmary, Newcastle- 
upon-Tyne, a hospital serving a large population in which, as 
has been mentioned, infants are circumeised less often than in 
the country generally. In the children’s wards paraphimosis 
accounts for about seven out of a total of 800 male child admis- 
sions each year (0.9%): an appreciable number of these are 
found to be the result of the mother’s obeying ‘misguided 
‘ instructions to retract her infants prepuce forcibly. In the 
adult wards it accounts for about 10 out of a total of 5,000 
male @rgical .admissions (0.1%), so that paraphimosis scarcely 
constitutes an important hazard to the uncircumcised male. 





Venereal Discase 

`  Although’there is a common belief that the circumcised man 
runs a lessened risk of venereal infection, particularly syphilitic, 
there are few figures to support this. Lloyd and Lloyd (1934), 
who reviewed the published evidence and analysed their own 
figures, concluded that circumcision ‘did not diminish the chance 
of a syphilitic chancre. Schrek and Lenowitz (1947) found that 
hospital patients gave a history of venereal disease equally often 
whether circumcised or not. Wilson (1947) has published figures 
showing that, of the-men: attending a Canadian Army venereal 
disease centre, the proportion of uncircumcised soldiers (77%) 
was higher than in the Canadian Army generally (52%), and 
concluded that the uncircumcised soldier is more prone to 
venereal infection. It may be, however, that since circumci- 
sion of infants is de rigueur in Canada, the uncircumcised man 
will tend to come from a lower social grade and thus to be 
more likely to expose himself’ to infection. The evidence seems 
scarcely to warrant universal circumcision as a prophylactic 
against venereal infection. 


Penile Cancer P 
This subject merits careful appraisal, for it alone of the 
medical reasons commonly advanced for the universal citcum- 
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cision of infants is capable of withstanding critical scrutiny. 
In England and Wales deaths from penile cancer number 
about 150 a year. The relation between this disease and 
antecedent circumcision has recently been reviewed by 
Kennaway (1947). All observers agree that circumcision in 
protects absolutely from penile 
cancer, and this applies not only to one group such as the 
Jewish. but équally to the mixed races of the U.S.A. ‘The 
reason for this preventive effect of early circumcision is not , 
known: it is not due to removal of the cancer-bearing area. 
since the usual site of penile cancer, the sulcus behind the glans. 
is retained. If it is due to retained smegma or its decomposi- 
tion products being carcinogenic, this effect must be of startling 
potency, since circumcision after the fifth year fails to prevent 
cancer occurring several decades later. 


A clue to the problem may lie in the exceptionally low 
hygienic standards of’ patients with penile cancer, which has 


struck several observers. Dean (1935), reviewing 120 cases. 


writes: “ Men with penis cancers gave the impression of being 
less intelligent, as a class, than other cancer patients. Not 
only had the majority ignored for long periods the precancerous 
state of physical annoyance, filth, and odoriferous discharges 


-but also it was not unusual for many to delay seeking advice 


until a large part of the penis had become affected with an 
ulcerating growth.” The unusual frequency with which patients 
with penile cancer have had venereal disease has been demon- 
strated by Dean (1935) and by Schrek and Lenowitz (1947). 
these authors having come to the conclusion that this fact indi- 


_cates again the significantly low standard of social hygiene of 


these patients. A further factor frequently present in patients 
with penile cancer is phimosis ; although this is often the result 
of the growth, in many patients the prepuce has never been 
retractable (Lewis, 1931). 

With these facts it may reasonably be contended that, if the 
uncircumcised male has a prepuce which he can retract and 
which he keeps clean, he is likely to enjoy the same immunity 
from penile cancer as his circumcised brother. 


Cervical Cancer in Women 


The low incidence of cervical cancer among Jewesses has led 
Handley (1947) to the conclusion that this disease is mainly 
caused by the introduction of irritant material by the uncircum- 
cised husband during coitus. It should be a simple matter to 
put this theory to the test by noting whether the husbands of 
women with cervical cancer are more frequently uncircum- 
cised than others. Meanwhile the evidence seems insufficient 
to warrant universal circumcision or preputiotomy, such as 
Handley advocates. 


Minor Advantages of Circumcision 


There remain a number of more or less trivial factors which 
are sometimes mentioned as reasons why infant circumcision 
is desirable: difficulties in keeping the uncircumcised parts 
clean, or the supposed aesthetic or erotic superiority of the 
shorn member. In order to fulfil the intention of this paper 
an inquiry on these points should have been made amongst a 
group of uncircumcised men. This was not attempted, although 
with regard to the last two of the factors mentioned it should 
be stated that whenever the subject has been broached in male . 
company those still in possession of their foreskin have been 
forward in their insistence that any differences which may exist 
in such matters operate emphatically to their own advantage. 

Moreover, if there were sensible disadvantages in being un- 
circumcised, one would expect that the fathers of candidates for 
circumcision would sometimes register their feelings in the 
matter, Yet in interviewing the parents of several hundred 
infants reférred for circumcision I have met but one’ father 
who wished his son circumcised because of his own disagree- 
able experience of the uncircumcised state. The rest of the 
fathers were equally indifferent about the matter whether they 
themselves had been circumcised or not. Indeed, so little did 
the father’s personal experience seem important that one- 
quarter of the mothers did not even know whether their 
husbands were or were not circumcised. These facts provide 
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some evidence that few uncircumcised men have cause to rebret 
their state. : 


taf Conclustons Se 


it has been shown that, since during the first few years 
of life the prepuce is still in-process of developing, .it is 


impossible at this period to determine in which infants the 


'prepuce will, attain’ normal retractability. In’ fact, only 
about 10% will fail to attain this by the age of 3 years. 
Of this 10% of 3-year-old boys, in most it will be found 
`a simple matter to render the prepuce retractable by com- 
pleting its separation from the glans by gentle manipula- 
tion. Ina very few this may prove impossible and circum- 
cision might then be considered a, justifiable precaution. 
Higgins (1949), with long experience of paediatric urology, 
also concludes that circumcision should not be considered 
until “ after the age of, say, 2 to 3 years.” 

The prepuce of the young infant should therefore be left 
in its natural state: As soon as it bécomes retractable, 
which will generally occur some time between 9 months 
and 3 years, its toilet should be included in the routine of 
bath time, and soap and water applied to it in the same 
fashion as to other structures, such as the ears, which are 


customarily treated with special assiduousness on account `. 


of their propensity to retain dirt. ` As the boy grows up 
he should be taught to keep his prepuce clean himself, just 
as he is taught to wash his ears. ‘If such a procedure 
“became customary the circumcision of children would 
become an uncommon operation. This would result in the 
saving of about 16 children’s lives lost from circumcision 
each year in this country, besides saving much parental 
anxiety and an ee amount of the time of doctors” 
and nurses. i 


. Summary l 


The development of the prepuce is incomplete in the newborn 
male child, and separation from the glans, rendering ït retract- 
able, does not usually occur until some time between 9 months 
and 3 years. True phimosis is extremely rare in infancy. 

During the first year or two of life, when the infant is 
incontinent, the prepuce fulfils an essential function in protect- 
ing the glans. Its removal predisposes. to meatal ulceration. 

The many and, varied reasons commonly advanced for 
circumcising “infants are critically examined. None are 
convincing. ‘ 

Though early circumcision will prevent penile cancer, there 
is reason to suppose that keeping the prepuce clean would have 
a like effect in preventing this disease. 

In the light of these facts a corfservative attitude towards ‘the 
prepuce is proposed, and a routine for-its hygiene is suggested. 
If adopted this would eliminate the vast majority of the tens. 
of thousands of circumcision operations performed annually ‘in 
this country, along. with their. yearly toll of ‘some 16 child 
deaths, : } , 


My thanks are due to Dr. A. M. Barrett for pathological 


facilities. ~ : 
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THE USE OF RADIOGRAPHS IN 
__ASSESSIN G DISPROPORTION* 


K » BY 


J. CHASSAR MOIR, M.A., M.D., F.R.C.S.Ed. 
F.R.C.0.G. 
N ‘ffield Professor of Obstetrics and Gynaecology, 
University of Oxford 


What has radiology done to. help the obstetrician with his 
problem-cases of disproportion ? 1 do not doubt that some 
at this moment are muttering, “ Nothing” ; and perhaps a 
cynic is adding in ruder tones, “ Less than nothing—it is a 
But I am equally sure ‘that there are many 
others of a more sanguine disposition who take an opposite 
view ; and one and all of us’are. I hope, ready and willing 
to enter. into a, fair discussion concerning the merits ‘of this 
new tool that has been-put into our hands. 

Why should there be any sharp difference of opinion ; 
and why should there be, in some quarters, a distrust of 
radiography ? Chiefly, I believe, it is because radiologists 
as a class have little first-hand knowledge of obstetrics 
and often fail to appreciate ‘the intricacies of childbirth. 
Similarly, the obstetrician seldom has an understanding of 
the technical difficulties encountered in the x-ray room and 
Too 
often, therefore, an early enthusiasm gives place to a distrust 
or even frank disbelief: regarding the value of radiology in 
assessing obstetrical disproportion. 1 must therefore first 
plead for the most intimate and genuine co-operation 
between obstétrician and radiologist if progress in this field 
is to be made. 

No discussion on the topic of disproportion can escape 
the criticism that it deals with one aspect only of dystocia 


‘and ignores other factors of capital importance. No notice 


is.taken, for example, of the force and frequency of the 
uterine contractions, of the adaptation and realignment of 
the soft tissues—particularly those of the lower uterine 
segment—of the mouldability of the baby's head, or of the 

“give ”“of the pelvic joints. Least of all does radiology 
measure the patient’s psychology or fortitude, nor, as I 
jocularly add to my students, does- it judge the character, 
size, and proximity of the mother-in-law |” Yet of all the 
causes of dystocia, disproportion is the most important ; 
and it is therefore right that it should be singled out. for 
special consideration. - 


Development of Radiographic Pelvimetry and Cephalometry 


Looking back over the development of obstetric science, 
we see an early recognition of the importance of pelvic 
measurement. William Smellie knew full well the meaning 
of the flattened pelvic brim and the ominous significanceof a 
projecting sacral promontory. ‘Baudelocque, Michaelis, and 
others developed this science ; and by the end of the nine- 
teenth century pelvimetry was recognized as an essential 
part of every obstetrical examination. 

ı Now comes the paradox. In modern times a new method 
of obtaining this supposedly vital information—and of 
obtaining it with undreamed-of accuracy—has been placed 
in our hands. Yet contemporaneously with this wonderful 
development there has arisen a generation of obstetricians 
who maintain that exact pelvic measurement is, generally 
speaking, unnecessary and even misleading ‘and declare 
that the many components collectively making for eutocia 

*Paper read at the combined meeting of the Sections of Obstetrics 


and Gynaecology and Radiology at the Annual Meeting of the 
British Medical sociation, Harrogate, 1949. i 
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’ \acknowlédge the complexity of the subject I do not share ` 
these extreme opinions, which seem a counsel of despair, 
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on the one hand or. dystocia on the other are so complex 


and varied as to render useless any system of prognosis that 
is based où one factor or even one set of factors. ‘While I 


‘and which, I suspect, are sometimes voiced with insufficient 


gd 


4 


‘knowledge of the position now reached in ‘obstetric science. 


And among the iconoclasts one can sometimes perceive an 
inconsistency, for in those very centres where radiology is 
viewed with distrust or even antagonism there are in use 
antenatal charts in which space is provided’ for pelvic 
measurements obtained by clinical means. To quote my 
own words used on a previous occasion, “ Disproportion 


in its widest sense is chief among the causes of difficult 


childbirth, and here it is that radiology gives most help. 
If we trouble ‘to take pelvic measurements at all we show 
our bélief in their- value, and, if we so believe, then, surely 
it is right to 
accuracy.” i 

Possibly some of the opposition to radiography has come 


from the fact, that methods of pelvimetry, have been, in 
‘some cases, only doubtfully accurate. Here it may be use- 


ful to point out that an error in positioning the patient 


‘during radiological examination inevitably” results in the 


pelvic size appearing smaller than it really-is, while in like- 


_ - circumstances the foetal head appears largèr than it really 


is. Im consequence an entirely erroneous appearance of 


- - disproportion may easily be presented, and a forecast made 


that is belied by subsequent events. But still more import- 
ant in this connexion is the surprisingly tardy appreciation 
of the fact that adequate pelvic measurement requires far 


‘more than a mere recording of the~conjugata vera— 


important as that time-honoured measurement is. A small’ 
brim conjugate may mean little if.the pelvis is generous in 


._ other dimensions ; and, conversely, a generous brim conju- 
gate is no talisman against dystocia if serious diminution | 


of capacity is present in other respects. It follows that, 


. to be efficient, radiological) examination must include 


examination of the pelvis in more than one projection. , 


Pelvic Shape 


And now a word about pelvic shape as distinct from 
details of pelvic size. There is nothing new in saying that the 


“mechanics” of labour are largely ,governed’ by pelvic 


shape. But this truism took om a new meaning when 
Caldwell: and Moloy by their admirable work with the 
radiographic stereoscope distinguished in more precise 
fashion certain trends that occur in pelvic architecture, and 
linked those trends with peculiarities in the manner of 
‘descent of the head. For example, they (and Herbert 


' Fhoms before them) associated the - occipito-posterior 


\ 


* be an irresistible fascination 


descent of the head and ‘face to pubes delivery. with a 
pelvis in which the antero-posterior diameter was equal to, 


‘ or exceeded, the transverse. But space does not allow me | 
_ to elaborate this topic: This only I would say in passing: 


any system of pelvimetry must make allowance for the 


`- influence of pelvic shape as well as pelvic’ size if it is to 


form a basis for obstetrical prognosis. | 


Radiographic Technique _ | 
- I shall. not here discuss radiological technique. A 
bewildering variety of methods of pelvimetry and cephalo- 


.. metry have been devised ; and, so long as the method iS 


reliable; its choice must be left to the discretion of the 
radiologist. In passing I may remark that there seems to 
for the mechanically minded 
enthusiast to introduce new methods, or. new modifications 
of standard methods. And here I accuse myself, for if this 


i 
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is a sin I have a burden to bear. But such modifications 
as I have favoured have been directed to simplifying 
matters at the time of the examination, and I therefore deer 
my burden light. . 


` Assessing Disproportion 


I now come to the main topic—the methods of assessing 
disproportion. Let us start with the simplest of all: the 
‘radiologist views the radiograph and allows the genera) 
impression thus received to prompt him to an opinion 
regarding prognosis. This method—for lack of a better title 
let it be called the impressionistic method—has beer: 
developed to its fullest extent by Caldwell and Moloy and 
their followers (Caldwell, Moloy, and Swenson, 1939): and 
here l-include Miss Meave Kenny, who has done excellent 
work on this line at the British Postgraduate Medical 
School (Kenny, 1944). By use,of the Moloy stereoscope . 
the relation of the: foetal head-to the maternal pelvis car 
be surveyed in three dimensions. Now, there is obvioush . 
much to be said in favour of this method, which, inciden 
tally, enabled Caldwell and Moloy to break new ground and 
to study the influence of pelvic shape on the course of 
labour, to which reference has been made. I myself gladly 
acknowledge personal help from these workers and have 
made considerable use of their method. Nevertheless, it- 
has disadvantages. It is exacting and time-consuming . 
moreover, not every observer has adequate stereoscopic 
vision. At the best the method is essentially impressionistic 
Judgment is given on features rather than accuratel. 
measured or recordable findings ; and obviously there is no 
certainty that different observers will agree on individual 
cases. S ` 

In 1935 Ball and Marchbanks, of New York, reported « 
method of estimating head volume and comparing it with 
pelvic capacity. Theoretically, it is probably the best of al 
methods, but the technical difficulties are formidable and 
few workers appear to have followed this line. 

In this country, Nicholson, of -Moreton-in-Marsh 
(Nicholson, 1938, 1943), developed a method of pelvi- 
metry based on an original and ingenious method of 
utilizing parallax-shift measurements. He then evolved a 
method of measuring the available area at different pelvic 
levels, and from observations compiled in his own practice 
was able to assess the significance of various types and 
degrees of pelvic contraction. For example, a brim reduced 
to 90 sq. cm. was an indication, he believed, that a “level of 
uncertainty ” had been reached. I much admire Nicholson’s 
work, which, I would remind my; listeners, was done asa. 
“side interest in a busy general practice. It has done good 


- 


‘by focusing attention on the need for accurate measure-. 


ment and providing, for the benefit of other workers. 
‘possible formulae by: which the obstetrical value of the 
pelvis may be judged. Curiously, however, Nicholson has 
paid little heed to the size of the foetal head—a ‘matte: 
which, in my opinion, is almost as important as the com- 
puting of pelvic measurements ; nor is it clear that he has 
sufficiently considered the variation of prognosis that 
derives from variation in pelvic shape. 

In 1933 Thoms, of New Haven, described the construc- 


. tion of pelvic or, as I shall call them to avoid confusion. 


anatomical charts in which the outline’ of the pelvis was 
reduced to its true size and-shape. This he did for both 
the brim outline (supero-inferior projection) and for the 
pelvic canal outline as seen in lateral profile. Some 12 years 
ago I was fortunate in being able to see Thoms’s work ai 
first hand, and was much impressed by its value. Soon 
afterwards I tried to add to the usefulness of Thoms's 
charts by superimposing on them an ellipse which 
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represented, as nearly as possible, the area that would be many occasions when pelvic contraction—even contraction 


occupied by the particular foetal head that was to descend 
through that pelvis (Moir, 1941). This was done with regard 
to the pelvic brim and also the pelvis at the level of the 
ischial spines. A visual impression was thus conveyed of 


the difficulties (if any) that would be encountered during the . 


descent of the head. This, I felt, was a welcome improve- 
ment on purely impressionistic methods of assessing 
disproportion. 

Rohan Williams (1943 ; Williams and Phillips, 1946) has 
contributed notably in this field by developing the anatomi- 
cal chart method in new ways, particularly with regard to 
the lateral profile charts. In place of a static ellipse drawn 
on the charts he employs a circular disk (or set of 
variously sized disks) which he passes back and forwards 
over the chart to help him to form an opinion regarding 
the space available for the head at the various levels. This 
method has given excellent results in his hands, and in a 
series of cases of clinically suspect abnormality he has been 
able to show a correct forecast of labour in 83%, and a 
“substantially correct ” forecast in 90%, of assessable cases. 
(The second group includes those in which- the forceps 
operation was used, but without signs of cephalo-pelvic 
disproportion during labour.) 

{ cannot here do more than mention the names of Peter 
Allen, of New Zealand, and Morris, of Edinburgh, both of 
whom have made valuable contributions to this subject 
and clarified certain obscure features regarding pelvic 
measurement; 


To return now to my own work, this branched off on 
lines somewhat different from those just described. I early 
realized that the construction of the anatomical charts was 
a time-consuming occupation and that, when all was said 


and done, they resulted only in providing a visual impres- ° 


sion of certain features which could also be expressed in 
simple figures. 
seemed, would still give a desirable visual impression 
but which would be quicker and easier to operate. 
Details have been published elsewhere (Moir, 1946, 1947, 
(949). Briefly, three standard charts on graph paper were 
constructed—one for the pelvic brim, one for the pelvis 
at the level of the ischial spines, and one for the outlet. 
Each chart had the antero-posterior measurements indicated 
along its vertical edge and the transverse measurements 
along its horizontal edge. It was thus an easy matter to 
pin-point at will the main size and shape characteristics of 
any pelvis. Now, by reviewing and correlating a large 
number of previously observed obstetrical cases in which 
full radiological examination had been made, it was possible 
to indicate on each chart the level at which difficulty was 
encountered with reference to the degree of head size. The 
end result was the incorporation in the charts of.a series of 
lines or graphs by which one could tell in any particular 
case whether head size would encroach to a significant 
degree on pelvic size, or, to use more familiar words, 
whether dystocia from cephalo-pelvic disproportion was 
likely (Fig. 1). 

These charts have now been ïn use for nearly five years 
and I have found them of very real help in summing up 
the mechanical features of an obstetrical case. They can 
be prepared without any great expenditure of time or effort, 
and can be included in antenatal records and accompany the 
patient to the labour room. 


Critics sometimes ask whether this use of radiography 
has increased the incidence of caesarean section. To this I 
cam reply that radiographic study of the pelvis has oftener 
influenced me against that operation. For example, on 


I therefore evolved a method which, it _ 


of considerable degree—has been diagnosed by clinical 
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Charts Used in Cases of Suspected Cephalo-pelvic Disproportion 
(Measurements in Centimetres).—The chief pelvic measurements can 
be indicated by a “cross” made on each chart, If the cross lies 
above and to the right of the line representing the estimate of 
biparietal head size, mechanical difficulty is highly improbable; if it 
lies below and to the left, mechanical aifticulty becomes probable 
and increases with the distance from the critical level. Forecast of 
difficulty is very accurate with regard to the brim chart. It is less 
accurate if based exclusively on findings in the cavity or outlet 
charts, for the reason that the lower pelvis may in some cases expand 
during labour. 
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means, the radiographic exarhination has shown that the 


foetal head was also’ small, and that while there was 


undoubted: pelvic contraction there was no true dispropor- 
tion. Indeed, it is quite surprising: how often this is so: 


‘the small woman very often has the small baby. Occasion- 


ally, however, the charts reveal grave difficulty of which no 
adequate warning is given by clinical examination. In these 
cases I have hitherto usually adopted the policy of allowing 


a “ trial of labour,” for I have realized that the radiographic 


method has still to prove its worth. But this I can say with 
full assurance: the charts quickly “ separate the sheep from 
the goats ” (I trust this expression will not cause offence 1); 
and show at once which patients are suitable for domiciliary 
delivery and which should be referred to hospital for careful 
supervision. 

It is difficult to give statistics regarding the. accuracy of 


- the obstetric forecast, for there is, in practice, no uniformly 


applicable yardstick by which this can be judged. How is 
one to define, for example, what is meant by a difficult 
labour and what is meant by an easy labour? How is 
one to class the case in which there has been a long and 
obviously difficult labour but no evidence of cephalo-pelvic 
disproportion—for example, the primigravida with primary 
inertia followed, maybe, by a contraction ring ? Again, 
what is. one to say about the case in which an over- 
enthusiastic house-surgeon has applied forceps for indica- 
tions that would generally be deemed inadequate ? These 
and other difficulties in assessing results become obvious 
when statistics are being compiled; and no system of 
prognosis, however good in itself, can therefore give a fore- 
cast that approaches 100% accuracy. Nevertheless, having 
regard to these limitations, a strict analysis of 193 assess- 
able cases of clinically suspect pelvic abnormality was 
attempted and gave the following results. 

When easy delivery was indicated by the graphs the 
labour in 72% of cases was found to be short, spontaneous, 


and uneventful. This figure would be higher if borderline’ 


cases were included or allowance made for the “ substan- 
tially correct” diagnosis as defined by Rohan Williams. 
When difficult delivery was indicated by the graphs the 
labour in 86% of cases was found to be prolonged or to 
require operative assistance. When dystocia was indicated 
by contraction in the brim graph, as. distinct from the 
cavity and outlet graphs, the accuracy was even higher. 
These results were on an early series ;" with further 
experience a higher rate of correct forecast seems possible, 
and this, I hope, will be the subject of a future report.. 


Intra-partum Radiography ` 

And now a brief note on intra-partum radiography. It is 
quite remarkable how little attention has hitherto been paid 
to this obvious use of the radiograph. By. it the progress of 
labour can be observed, and much help given, for examp!e, 
in the conduct of the “trial-labour” case. It will show 
whether the greatest diameter of the head has passed or has 
nearly passed through the narrowest part of the pelvis, and 
hence whether or not it is reasonable to subject the mother 
and the baby to further hours of “ trial labour.” One can 
only suppose that Jack of radiographic facilities has been 
the reason for this failure to utilize a modern diagnostic 
method, and it seems to me that an obstetric hospital with- 


`> out radiographic facilities for the parturient woman is as 


much an anachronism as, say, a cardiological hospital 
without an electrocardiograph. 


Conclusion 
Finally, a word of warning. Let no one suppose that 


radiography provides a short cut to good obstetrics. The 
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clinical problems involved are sufficiently numerous and 
varied to make any such supposition quite untenable. But, 
on the other hand, he is a bold man who would brush aside 
the help that radiography can give. To ignore its aid and 
to trust exclusively to clinical judgment in sizing up the 
problems presented in a border-line case of disproportion 
is, to my mind, a policy reminiscent of the alleged behaviour 
of the ostrich on the approach of danger. 
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GROWTH OF THE FOETAL BIPARIETAL 


- DIAMETER DURING THE LAST 
FOUR WEEKS OF 
PREGNANCY* 
~; | si 


SYDNEY JOSEPHS, M.D., D.M.R. 
Assistant Radiologist, Newcastle General Hospital, 
Newcastle-upon-Tyne 
With Statistics by H. Campbell, B.A., F.S.S. 
Nuffield Department of Industrial Heaith, University of Durham 
King’s College, Newcastle-upon-Tyne 


It has long been accepted that the foetal skull grows at 


a uniform rate during the last weeks of pregnancy, and 
this view is supported by the work of Scammon and 
Calkins (1929). They state that the i foetal_biparietal_dia- 
meter increases by approximately 0.1 in. (2.5 mm.) a week 
during the last four weeks of pregnancy, and Reece (1935) 
based his method of estimating’ the age of the foetus on 
their growth curve of the biparietal diameter. 

Three years ago the departments ‘of radiology and 
obstetrics at the Newcastle General Hospital decided to 


try out a new method of cephalometry. In an attempt 


to check it? Bécuracy by direct measurement of the foetal 
head after delivery: the following course was adopted. 
After each cephalo-pelvic estimate a copy of the radio- 
logist’s report, with the date of examination, was filed in 
a card index. A: list of all patients examined, containing 
no other information than the expected dates of delivery, ` 
was kept by Dr. Ruth Fawcett, paediatric registrar to the - 
maternity department, who then measured the biparietal 
diameter of each baby’s head on the third day after 
delivery. This day was chosen because by that time it 
was considered that the effects of moulding would have 
disappeared (Chassar Moir, 1946). The measuring was 
done with a pair of engineer’s callipers, and it was 
Dr. Faweett’s practice to measure each biparietal diameter 
three times, the mean of these three measurements being 
ee ed 


“Read at a combined meeting of the Sections of Obstetrics and 
Gynaecology and Radiology at the Annual Meeting of the British 
Medical Association, Harrogate, 1949. The paper was based on a 
thesis presented for a degree of M.D. at the University of Durham, 
June, 1949, with the addition of fresh cases and material. 
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w l Fic. 3.—The foetal skull shadows in Figs. ? and 2 are shown 
superimposed. 





Fic, 1.—Radiograph taken on February 11. | 





Fic. 4.—The maternal pelves are shown superimposed. The descent 
made by foetal head in 21 days is seen. 





y i The biparietal diameter was chosen for the following - 
Fig. 2.—Radiograph taken on March'4. i reasons: (1) It, or its equivalent diameter of the greatest 

a . Circular section of the foetal head, is recognizable in any 
taken-as the observed biparietal diameter of the baby’s head. projection of the foetal skull (Reece, 1935). (2) It is the 
These were true independent observations, unbiased by most certainly defined diameter when measuring the 
any knowledge of the, radiological estimations. baby’s head after birth. (3) In the majority of cephalic 
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\ presentations the bipariétal diameter of the foetal head 
engages with the antero-posterior diameter of the pelvic 
brim, which is usually the shortest diameter of the inlet. 


Results 


In 189 `cases the biparietal diameters were estimated 
radiologically in utero and subsequently measured with cal- 
lipers after birth ; of these, 34 were examined twice, giving 
223 radiological examinations. 

Eighty-four cases were examined radiologically seven 
days or less before delivery, 13 of them actually on the 
day of delivery, so that the growth that could have 
. occurred between the radiological and calliper measure- 

‘ ments was negligible. These 84 cases were used, there- 
fore, to check the accuracy of the method. The two sets 
of measurements are shown in Table I. 


` TABLE I.—Biparietal Diameter of Foetal Skulls 


Radiological Calliper 
z Measurement Measurement 
/No. of cases - 84 84 
Mean biparietal diameter 3-700 in. (9-4 cm.) 3-680 in. (9:35 cm.) 
Standard deviation . 0-138 in. (3-505 mm.) 0-124 in. (3-15 mm.) 
Standard error of mean.. 0-015 in. (0-38 mm.) 0-014 in. (0-355 mm.) 


It is therefore apparent that the radiological method 
gives an accurate estimate of the post-natal measurement, 
with a slight tendency to exaggerate it by 0.02 in. (0.5 mm.). 
[n individual cases, however, there are certain discrepancies 
which require further consideration. The difference between 
the intrauterine measurement and the post-natal measure- 
ment for these 84 cases is shown in Table II. A negative 
discrepancy indicates that the intrauterine measurement 
was larger than the post-natal one. ; 
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TABLE i= Dierepaneies in the Radiological Estimation of the 
Biparietal Diameter of the Foetal Skull 





Discrepancy No. of . Discrepancy No. of 
in Inches in Inches Cases 
>0-20 (—5-08 mm. 1 +0-05 (+1-27 mm. 12 
~0:15 (—3-81 mm 7 +0:10 (+2°54 mm. 10 
—0-10 (—2:54 mm 20 +0:15 (+3-81 mm. 3 
—-0:05 (—1-27 mm 13 +0:20 (+5-08 mm. 1 
0-00 i .. 17 
Mean discrepancy = —0-020 in. (—0:508 mm. 
Standard deviation = 0-087 in. ef 210 mm. 
Standard error = 0010in. (0:254 mm. i 
From this table it is apparent that 
2400 41Case' - 


~ no error occurred greater than 0.2 in., \ a 
and on the basis of these figures the 
following limits of accuracy for indi- — 
vidual cases may be claimed: (1) 75% 
of all. cases will be predicted within 
0.1 in. ; 
be predicted within 0.15 in. (3.8 mm.) 
of the calliper measurements. . For 
groups of over ‘16 cases, however, 
accuracy to within 0.02 in. may be 
claimed for the mean reading. 

It was observed during this investi- 
gation that, although the majority of 
biparietal estimations carried out dur- 
ing the last seven days of pregnancy 
were accurate to within 0.1 in., the 
calculated biparietals were always too 
large when cephalometry was per- 
formed earlier than two weeks before - 
delivery. They were too large in every 
case, provided an allowance was made 
for growth of the biparietal diameter “NUS. 
at a rate of 0.1 in. a week. : 

For example, if a biparietal diameter 
was ‘estimated at 3.6 in. (9.14 cm.) 
at the 37th week of pregnancy, 0.3 in. - 


#350 


-00t / 


f: 


5 8 


GROWTH IN INCHES _ 


; 


O50 


29 30 


BIPARIETAL DIAMETER DURING PREGNANCY 


7 


BRITISH 
MEDICAL JOURNAL 


(7.6 mm.) was added for growth (Scammon and Calkins. 
1929) and the calliper measurement should have been 
3.9 in. (9.9 cm.). In fact, however, the calliper measure- 
ment was found to be 3.6 in., and this disparity was true 
of every case examined during the 36th to 39th weeks ot 
pregnancy. 

There were therefore two possibilities to be considered 
either (a) our method of cephalometry was accurate during 
the last week of pregnancy, but inaccurate if performed 
earlier than two weeks before delivery, or (b) the foetal 
biparietal diameter-did not grow during the last four weeks 
of intrauterine life. ‘The latter concept was supported by 
the fact that the biparietal diameters estimated during the 
last four weeks were the same as the observed measure- 
ments carried’ out after delivery. We tried, therefore, to 
obtain further evidence to support this premise. 

A group of cases were sent for cephalometry at the clini- 
cally estimated 36th week of pregnancy, and cephalometry 
was repeated four weeks later. The case sheets of this 
group were marked so that if the patient came into labour 
before . the expected date emergency cephalometry could 
be performed. ` 

The following is an example of one of these cases. 

A primigravida aged 27 was sent for pelvi-cephalometry on 
February 11, 1949, and the foetal biparietal diameter was calcu- 
lated to be 3.55 in. (9.02 cm.) on that date (Fig. 1). Twenty- 
one days later, on March 4, cephalometry was repeated, and the 
foetal biparieta] diameter was calculated to be 3.6 in. (Fig. 2) 
—an increase of 0.05 in. (1.27 mm.), which is within the limits 
of experimental error. Eight days after this, on March 12, a 
female infant weighing 7 lb. 9 oz. (3.43 kg.) was delivered - 
normally, and its biparietal diameter measured 3.55 in. There 


-was thus no increase in the foetal biparietal diameter during 


the last 29 days of this pregnancy. 

Fig. 3 shows the two previous films arranged so that the 
foetal skull shadows are superimposed, and it can be seen that 
they do accurately coincide. Fig. 4 shows the two maternal 
pelves superimposed, showing that the foetal head has made 
some descent during the 21 days between exposures. 


In each of the 223 radiological estimations the amount 
of growth from the date of the examination until the date 


INTRA-UTERINE GROWTH OF BI-PARIETAL DIAMETER 


APPARENT NEGATIVE GROWTH 
74 DUE TO-TECHNICAL BIAS 
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and (2) 95% of all cases will ` e Čase N : 


55 inch 


2oCases 


aeCases A/a 


Cases asCases 
BIRTH 


3,1 3 33 3,4 5 36 3,7 38 39 


AGE OF FOETUS IN WEEKS 


Fic. 5.—The total growth of the biparietal diameter of the foetal skull from the date of 
estimation until birth. The growth of the skull is estimated from the intrauterine radio- 
logical measurement and the actual calliper measurement three days after birth; the difference 
between these readings gives the growth in ji intervening period. 
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of delivery was calculated from the ‘two readings’ available. 
The cases were then grouped according to the number of 
weeks that. elapsed between examination and ‘delivery, and ` 
an average of each. “group was calculated. . These’ growth 
figures are given in Table III. - The ‘standard error Of the 
means of these groups is +0.02 in: 


mo 


TaBLE IIT eae. Growth of Biparietal Didier from Date of | 


Examination to Date of Delivery 


Week of Days Before. No. of Average ' 
Pregnancy Delivery ` Cases Growth 

40 Same day 13 —0:008 in. (—0-203 ne 

39, 1-7 > 71 | 0-022 in (—0-559 mm. 
38 8-14 ... 45 _ —0-024 in. (— 0:609 mm.) 
37 15-21 j 25 »-—0-024 in. (—0-609 mm.) 
36 22-28 36 —0-005 in. (—0:127' mm.) 
35 29-35 20 +0:042 in. (+0-067 mm.) 
36-42 9 +0:078 in. (+1-98] a 

33 43-49 1 ~+0-150 in. te. 810 mm 
a 50-56 1 : t0250 in. (+-6-350 mm.) 
30 : 64-70 Í .  -+0-300 in. (+7-620 mm.) 
29 71-77 1 - +0:400 in. (+ 10-160 mm.) 


‘The notable features of. this table are: (1) The radiologi- 
- cal method ‘overestimates the size of the head by approxi- 
mately 0.02 in. Consequently there is an apparent slight 
negative growth in the later stages (see Fig. 5).- (2) There 
is no sign of a growth curve between the 36th and 40th 
weeks of pregnancy. (3) The growth curve between the 
30th and 36th weeks cannot yet -be accurately assessed. 
owing to scanty data, but even at this stage the biparietal 
diameter appears to grow at a rate of less than 0.1 in. a 
week, 


We have now collected 34 cases in which radiological 
cephalometry was performed twice, with an interval of 21 
days or more between the examinations. In 13 cases both 
radiological examinations were performed during the last 
28 days of pregnancy, and the apparent growth between 
the two radiological examinations was 0.02 in. , This figure 
is within the limits of our experimental. error and could 
not therefore be definitely attributed to growth. Further 
details of these 34 cases are given in Table IV. 


Taste IV.—Results of Two Radiological Examinations in Same 
Patient 


t 






Time from First ` 






k t 

Average Time Average Growth 

` Radiological No. of between Two between Two 

. Examination to - Cases - Radiologica] Radiological 

Date of Delivery Examinations "Examinations 
28 days or less 13 -> 24 days 0:02 in. (0:508 mm. 
29-35 days .. l 13 i 26 53 0:04 in..(1-016 mm. 
36 days or more ' 8°, 30 ,, 0-12 in. (3:048 mm. 
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For reasons stated above we have estimated radiologi- 
cally only the biparietal, diameters, and have no observa- 
tions to offer on the growth, or lack of: growth, of the 
other diameters of the foetal-skull during this period. In 
the absence of craniostenosis, however, it seems illogical 
to suppose that one diameter of the foetal skull should 
remain stationary while the others increase. l 

The investigation continues, and we are trying to esti- 
mate the foetal biparietal diameters at 32 weeks, ‘again 
at 36 weeks, and then at term, Thereby, we hope to observe 
the rate of growth between the 32nd and 36th weeks of 
pregnancy and to obtain further. confirmation of the 
absence of growth between the 36th and 40th weeks. 


‘Summary | 


Two hundred and twenty-three estimations of iauten 
foetal biparietal diameters, performed on 189 patients, are com- 
pared with’ i ia measurements ‘obtained on the third day 
after: birth. > 3 pt 

Eighty-four: caSes were: estimated radiologically TUA seven 
days of vee ac BoM 
` : N i f : “| i ' 


, The radiologist Aker- , 


. phageal hiatus into 


a In 34 cases Jadoo eophalomety: ‘was performed twice. 
with a minimum of 21 days between the examinations. 

For” “individual cases the predicted measurement will be 
within 0.1 in: of the calliper- measurement in 75% of cases, and 
within 0. 15 in. in 95% of- cases. 

For groups of over 16 cases, accuracy of 0.02 in. may be 
claimed for the mean reading, 

Radiological cephalometry overestimates 
diameters by approximately 0.02 in. 

There ‘is no sign of a growth curve between the 36th and 
40th weeks’,of pregnancy. 

Grateful thanks are due to the staffs of the obstetrical and radio- ` 
Jogical departments of the Newcastle Genera! Hospital; to Mr. F. 
Pearse, senior radiographer, who produced many of the radiographs 
of these cases; to Dr. Mary Buchanan and. Dr. W. Ingham, who 
assisted Dr. Fawcett in her measurements ; to Dr. Whately Davidson, 
radiologist in charge, Newcastle General Hospital, Mr. Linton Snaith, 
obstetrician ‘in charge, Newcastle General Hospital, and Dr. Blair 
Hartley, honorary radiologist to the’ Christie Hospital and Holt 
Radium Institute, Manchester, for their criticism and encouragement 
in this work. 


the biparietal 


REFERENCES 
Moir, rie cee! J. (1946). J. Obstet. Gynaec. Brit. Emp., 53, 487. 
Reece, L PA En Proc. R. Soc. Med., 28, 489. 
Scammon; R. , and Calkins, L. A. (1929), ‘Growth in the Foetal 
Period, University of Minnesota Press, Minneapolis. 





THE SHORT OESOPHAGUS 
A REVIEW OF 31 ‘CASES 

ares BY” i 

J. BASIL RENNIE, , M.D., M.R.C.P., F.R.F.P.S.G. 
FRANK T. LAND, M.B.. Ch.B., F.R.F.P.S.G., D.L.O. 
| - 4 AND g 
S. ,D. SCOTT PARK, M.B., Ch.B., D.M.R.E. 

(From the Gardiner Institute of Medicine, University of 


Glasgow, and the Ear, Nose, and Throat and Radio- 
logy: Departments, Western Infirmary, Glasgow) 


. Although the association of gastric hernia with shortening 


of the oesophagus ‘is no new conception, it,is far from 
widely -appreciated that it can produce a variety of symp- 
toms simulating carcinoma of the oesophagus, peptic ulcera- 
tion of stomach or duodenum, cholelithiasis, and even 
disease of the coronary arteries. In this communication, 
therefore, we propose to, review the literature briefly, to 
discuss the incidence of the condition relative to other 
lesions of the lower third of the oesophagus, and to point 
out associations with pregnancy and post-operative oeso- 
phageal stricture which we believe have not been previously 
recognized. ! 
Isolated references to patients described as having a short 
oesophagus were recorded ae ago by ae from 
findings at necropsy 
(Bright, 1836 ; Bund, 
1918 ; Bailey, 1919). eee 


lund (1926) seems to 
have been the first, to 


_ differentiate hernia’ fies ao of sti heels 

throug the oesophagea latus. a, 

of the stomach Ocosophago-gastric; b, para-oesopha- 
‘through the oeso- geal; c, with short oesophagus. 


three types according to the x-ray, appearances (Fig. 1). 


In the oesophago-gastric variety (a) the oesophagus is 


redundant and tortuous, in the para- -oesophageal (b) the 
oesophagus enters the stomach. below the. diaphragm and 
the gastric,hernia passes up beside it, while in hiatal hernia 
with short oesophagus (c) the gastro-oesophageal junction 
is above the diaphragm but the Oesophagus is not redundant. 


'lished by Findlay and Brown Kelly (1931). 
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The first clinical records of a series of cases were pub- 
Their nine 
patients were young children in whom regurgitation 
developed shortly after birth or when solid food was 
first taken. With barium swallowed in the horizontal 
position, oesophageal stenosis was. found well above the 
diaphragm, and below it a pouch in which rugae were seen 
passing through the oesophageal hiatus and continuous 
with those of the stomach. Confirmation that this pouch 
was in fact part of the stomach was obtained from oeso- 
phagoscopy and biopsy. In the opinion of Findlay and 
Brown Kelly, this shortening of the oesophagus was con- 
genital, although later Brown Kelly (1936) appears to have 
thought that in some instances the shortening was cicatricial 
and secondary to oesophagitis. 

Shortly after the paper by Findlay and Brown Kelly, 
Monkhouse and Montgomery (1933) reported seven 
instances in adults. In the same year peptic ulceration 
in the lower .end of the short oesophagus was conclusively 
demonstrated by Clerf and Manges (1934). They described 
14 patients, children as well as adults, who had a short oeso- 
phagus and thoracic stomach, an ulcer being found in four. 
Biopsy in eight cases showed gastric mucosa above the 
level of the diaphragm. The presenting symptom in those 
with ulcer was burning pain at the lower end of the sternum, 
coming on immediately after taking solid food, and tend- 
ing to radiate through to the back between the shoulder- 


blades or up to the root of the neck and sometimes down 


~ 


the left arm. It was relieved by alkalis, by regurgitation, 
or by drinking bland fluids, and was made worse by lying 
down. Dysphagia often did not appear until pain had been 
present for months or years. In those in whom no ulcer 
was demonstrated dysphagia was the presenting symptom, 
and in one patient in whom complete oesophageal obstruc- 
tion was precipitated by impaction of a piece of apple it 
had been present from birth. 

Clerf and Manges emphasized the importance of the 
observation înade originally by Soresi (1919) in regard to 
diaphragmatic hernia in general, that to demonstrate part 
of the stomach above the diaphragm it was essential to 
lower the head of the table to allow the barium to flow 
back through the cardia. They found that the best view 
was obtained with the patient semi-supine in the right 


oblique position. Failure to use this technique’meant failure | 


to reach a correct diagnosis, as only the oesophageal stenosis 
was revealed by. barium swallowed in the upright position, 
while the thoracic stomach, essential for the diagnosis, was 
missed. They also held that the lesion was a congenital 
shortness of the oesophagus accompanied by thoracic 
stomach—i.e., the cardiac part of the stomach had never 
descended below the diaphragm in course of development. 
A predisposition to peptic ulceration of the oesophagus 
existed because of reflux of gastric juice through the cardia, 
which was incompetent in its thoracic position. Increase 
or onset of pain on lying down was held to support this 
hypothesis. l 

The occurrence of short oesophagus with thoracic 
stomach and its association with oesophageal ulcer has 
been noted by ‘many other observers (Dunhill, 1935, 1937 ; 
Chamberlin, 1938 ; Feldman, 1939 ; Cleaver, 1943). Among 
the later workers, Johnstone (1941) recorded seven examples 
in all of which a chronic peptic ulcer of the oesophagus 
was present. He held that shortening of the oesophagus 
occurred as a sequel to the ulceration and that the cardia 
was as a result drawn above the diaphragm. In support 
of this view he pointed out that all his cases were at or 
above middle age. On the other hand Dick and Hurst 
(1942) believed that a chronic ulcer of the oesophagus 
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seldom occurred save as a sequel to congenital shortening 
of the oesophagus and thoracic stomach. In the few cases 
in which this abnormality was not demonstrated the ulcer 
was ascribed to the secretion of gastric juice by heterotopic 
gastric mucosa in the oesophageal wall. They considered 
that the symptoms of which a patient with a short oeso- 
phagus complained were as a rule those due to the ulcer, 
and if there were no ulcer the condition was. latent and 
was found fortuitously on barium examination. It was 
also noted that pain was made worse not only on lying 
down but on bending, whereby intra-abdominal pressure 
was increased and gastric juice regurgitated into the 
oesophagus. 

Polley (1941) had noted that in some cases pain had 
radiated into the neck and down the left arm. As a rule 
dysphagia occurred only after days or even weeks of pain. 
Intermission of symptoms was often observed, suggesting 
that spasm from the ulcer was the initial cause of dysphagia, 
while organic stricture gave rise to permanent dysphagia 
and required dilatation for its relief. In a recent 
review of the subject Allison (1948) discussed 78 
examples of oesophageal ulcer or stricture all but two 
of which were associated with hiatal hernia and short 
oesophagus. 


From the point of view of the radiologist the literature 
has been well reviewed by Smithers (1945). 

In the present paper are described the clinical features 
of 31 patients with hiatal hernia and short oesophagus who 
were admitted to the Western Infirmary, Glasgow, over a 
period of 10 years. 

Incidence 


The frequency of short oesophagus relative to other 
common lesions in the lower third of the oesophagus is 
shown in Table I. Thus of 139 patients seen during a 


TasBLe I.—Frequency of Lesions of the Lower Third of the 
Oesuphagus with Dysphagia (1937-45) 
Carcinoma .. es si A (all sites 203) 


Achalasia .. sà sa oe , 
Hiatal hernia with short oesophagus 26 (+5 without dysphagia) 


Fibrous stricture (caustics) 


period of 10 years complaining of dysphagia due to obstruc- 
tion in that site, 80 had carcinoma ; achalasia was the cause 
in 31, and short oesophagus with benign stricture or active 
oesophageal ulcer in 26. Excluding the two cases due to 
swallowing of caustic, benign stricture was not seen in the 
lower third except in association with short oesophagus. 

Short oesophagus was discovered during the barium 
examination of five patients whose symptoms of haemat- 
emesis or severe flatulence were unrelated to the oeso- 
phagus. Since this survey was made largely in retrospect, 
it is probable that some cases were missed. An attempt was 
made to re-examine all those in whom there was doubt 
about the cause of dysphagia in the lower third of the 
oesophagus, but, three patients could not be traced. 

It is certain that small sliding gastric hernia with shorten- 
ing of the oesophagus occurs without symptoms, as it 
can be demonstrated when the appropriate radiological 
technique is employed. Kemp Harper (1946) put the inci- 
dence at 2% of all patients undergoing routine barium- 
meal examination. One of us (S. D. S. P.) confirmed this 
observation in 100 consecutive barium investigations. 


Symptomatology 
The age-and-sex incidence is shown in Table II, and is 


‘contrasted with that of achalasia and carcinoma of the 


lower third of the oesophagus. The age is that at the 


onset of symptoms in each group. 
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Taste II.—Age and’ Sex of Patients with a Lesion .in ‘the Lower ` 
\ Third of the Oesophagus: © > , 





ae i \ `. 
Earlier workers found that symptoms associated with 
short oesophagus might appear at any age. In our series 


three patients had dysphagia from childhood, but in the 


' a ’ ` f s i Fa 
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: ‘been: present forsome months, due to ‘anaemia. - 





were occasionally dark. Breathlessness, fatigue, and pallor had 
Hb, 47%; 
R.B.C., 3.7 millions.;. occult blood was present in the faeces. 
A radiograph showed a short oesophagus and thoracic stomach 


.‘ but no stricture. No ulcer was seen in the oesophagus, stomach, 
d 7 


' or-duodenum, ' 


‘In this group a definite ulcer was located twice—once in the 


thoracic pouch of stomach, and once in the lower oeso- 
phagus. ‘In the others an associated acute peptic ulcer of 
stomach or-duodenum may have been responsible, as these 


' lesions may ‘be undetectable by radiology within a few 


majority no complaint. was made before middle or late. 


adult life, the oldest being 74. Only one case of cancer of 
the lower third of the oesophagus was observed in a person 
under 40 years of age, in a man of 26. z 7 

The sex incidence of short oesophagus (Table I), found 
to be about equal by Dick and Hurst (1942) and by Allison 
(1948), showed a' preponderance of females in the ratio 
of 2 to 1 in our-series. 


females‘was 3.4 to 1.° cr ae ', 

The presenting symptom was pain in three cases, dys- 
phagia in eight, and pain and dysphagia together in .13. 
‘This does not accord with the observations of Dick and 
Hurst (1942), who found that often pain alone was present, 


In achalasia this difference was . 
less marked, while in carcinoma the ratio of males to: 


weeks of the bleeding. The other possibility is haemorrhage 
from erosions in the thoracic pouch which are prone to 


‘occur because of congestion of the mucosa ‘in that site. 


In two of`this group dysphagia- did occur later. ` 

_ Flatulence—This was a prominent complaint in four 
patients. Dysphagia was absent in two and minimal 
in two. ~ 


Case 2:—A woman of 56 had for at least 15 years com- 
plained of pain under the left costal margin and very severe 
flatulence after meals. In 1934 cholecystectomy had been per- 
formed without relief, no stones having been found. Peptic 
ulcer and spastic colon were diagnosed. on subsequent occa- 


` sions, but no proof of either of these lesions was found. In 


sometimes for years, before the onset of dysphagia. Two. 


patients, without previous complaint related to the alimen- 


- stricture or ulcer was seen. 


1942 the pain was gnawing in character and was, relieved by 
vomiting.and by alkaline powder. No complaint of dysphagia 
was made. On her last admission.in 1942 a radiograph showed 
a short oesophagus and a ‘thoracic stomach. No oesophageal 
This was an x-ray diagnosis. and 
was reached quite by chance so far as the clinician was 


oe : j concerned. 
tary system, were admitted to hospital because of massive ' 


haematemesis. ‘Analysis of the Symptoms in our cases 
agrees for the most part with the clear descriptions by 
Clerf and Manges (1934) and later by Dick and Hurst 
(1942). Pain was complained of by 18 patients. In 13 
instances it was felt at the lower end of the sternum, three 
times high in the epigastrium, and once each in right and 
left hypochondriac. regions. It tended to radiate’ upwards 


behind the sternum and through to the back. Two patients 


complained of radiation to the neck and down the outer 
aspect of the.arm—the left in one, the right im the other. 
In character it was burning, often coming on immediately 


4 
} 


after swallowing solid food, particularly meat or fibrous | 


vegetables, It lasted for several minutes and. was relieved 
either when the food was felt “ to pass on into the stomach ” 
or was regurgitated.” In others the onset of pain was 


‘delayed for about 30 minutes and was relieved by regurgita- 


tion or by taking bland fluid. Alkali was often helpful. 
In addition to pain associated with food eight patients 
experieficed pain on lying down or on ‘bending forward. 


Five said that posture had no influence. , | 
‘Dysphagia and Regurgitation.—Difficulty in swallowing 


solid food was felt by 26 patients, and 21 regurgitated food - 


in varying degree. Complete obstruction to the passage of 
food was precipitated.in two patients with partial stricture 
—in one! by impaction of a piece of wood in a sausage, 
in the other by a-piéce 
later, by a raisin. 


foo a $ 


z a od +. in S 
Haematemesis——This occurred in- nine: cases: , In five 


instances it was slight and recurrent, and in some consisted 


of altered blood.. The other four patients were admitted’ 


to hospital as cases of emergency because of gross vomiting 
of blood; in two of them bleeding occurred without 
warning or any symptom of alimentary disorder. 
There was one example- of chronic haemorrhage with 
anaemia in the seriés, ae : 
Case 1—A woman aged 36 had for over a year felt dull pain 
in the epigastrium relieved by food. No regurgitation. ‘Stools 


~” 
`- 


‘ ‘ 
l 


of ‘orange and, again, two years: 


Intermission of. the Symptoms.—This was characteristic, 
21 patients agreeing that the severity of pain and difficulty 
in swallowing varied. Some lost their pain after months 


OF years but were ,left with dysphagia, because of which 


they had to eat only food which could be ‘very thoroughly 
masticated. P 


nee e 
` ` : 


~ 


X-ray and Oesophagoscopic Appearances ! 


In the earlier part of the period covered by this survey 
the actual barium swallow was as a rule given, to patients 
in the standing position only. A typical picture of the result 
thus obtained is given in Fig. .2, Which shows a partial 
stricture with irregular wall some distance above the dia- 
phragm, the appearance resembling that of carcinoma. If, 
however, the patient is tilted in order to allow the barium 
to flow back into the oesophagus the existence of'a portion 
of the stomach above the diaphragm becomes apparent 
(Fig. 3). . It is also sometimes necessary to increase the 
intra-abdominal pressure by compressing the abdomen or 
by instructing the patient to strain. | It is interesting to note, 
however, that in two cases in our series it was found 
impossible to reproduce these appearances on every occa- 
sion a barium examination was made, no evidence of hiatal 
hernia or short oesophagus being obtained. l 

‘In this series of 31 cases of short oesophagus and thoracic 


stomach a partial stricture of the oesophagus was present 


in ,26, and 15 patients showed also an oesophageal ulcer. 
Thus’ five patients had a short oesophagus and a thoracic. 
stomach without stricture, though subsequently a stricture 
did develop in two. Carcinoma was found in the thoracic 


part of the'stomach once, and simple ulcer once. 


Oesophagitis was found in varying degree over a distance 


_ of about an‘ inch (2.5 cm.) proximal to the constriction in 


the lower oesophagus. The mucosa was generally engorged 
with ‘superficial erosions, and radiating streaks of greyish 
exudate were conspicuous. In some cases there were granu- 
lations simulating malignant fungations. -Active peptic 


\ ` 
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ulcers had a flat yellowish-white base with a narrow bright- 
ted margin, and greyish-white scars marked the sites of 
healed ulcers. Where pronounced spasm or secondary 





FIG. edges Nl age Maken in standing position showing 
Partial stricture with irregular wall some distance above 
diaphragm, resembling carcinoma. 
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Fic. 3.—Radiograph taken while patient was tilted in order 


to allow the barium to flow into the oesophagus. 


j A portion 
of stomach above the diaphragm is apparent. ee 


fibrosis was absent the constriction was readily distended, 
revealing the typical rugose mucosa in the supradiaphrag- 
matic gastric pouch ; in others spasm or fibrosis produced 
varying degrees of resistance to dilatation. 


The Short Oesophagus in Association with Other Conditions 


Carcinoma in Thoracic Part of Stomach.—According to 
Dick and Hurst (1942) there is no unequivocal evidence 
that oesophageal ulcer undergoes malignant change. In 
1934 Clerf and Manges’ reported an instance of cance) 
occurring not in the short oesophagus but in the thoracic 
stomach. Smithers (1945), reviewing the literature, quoted 
such a case recorded by Christiansen (1941) and another by 
Raven (1941), and added two of his own. 


Case 3.—For three months before admission a woman aged 67 
had progressive dysphagia until only fluids could be swallowed 
Food was felt to stick at the lower end of the sternum and 
was accompanied by a burning sensation. Regurgitation was 
frequent, with blood present on several occasions. Appetite 
was very poor from early in the illness. A radiograph showed 
a short oesophagus and a stricture. A thoracic stomach was 
present in which there was a persistent ragged outline at one 
point. Oesophagoscopy revealed a stricture 27 cm. from the 
teeth, and a specimen taken for biopsy showed gastric mucosa 
infiltrated with adenocarcinoma. This patient died in another 
hospital, and no necropsy was made. 


Peptic Ulcer in Stomach or Duodenum.—Seven out of 31 
patients had a history of peptic ulceration of the stomach 
or duodenum. 


Case 4.—A man aged 54 was admitted in February, 1941. 
because of haematemesis from a duodenal ulcer which had 
given rise to symptoms for three years. Between February. 
1941, and July, 1943, he was readmitted on three occasions 
because of haematemesis. At the time of admission in 1943 
there was much vomiting due to pylorospasm. Within a few 
days he began to complain of burning pain behind the sternum 
and to regurgitate solid food. A radiograph showed a thoracic 
stomach and a short oesophagus to be present along with an 
oesophageal ulcer and a tight stricture. For about four weeks 
all solids and much fluid were regurgitated. Thereafter he 
improved rapidly, and, while occasional dysphagia occurred, he 
remained well without dilatation until readmitted in December. 
1945, with a haematemesis which proved fatal. Post-mortem 
examination showed that the fatal bleeding had taken place 
from a duodenal ulcer, while the scar of a healed ulcer was 
observed in the oesophagus 5 cm. above the cardia. There was 
no stricture, and shortening of the oesophagus was not noted 
As the pathologist had unfortunately not been informed of the 
radiological findings the oesophageal hiatus was not measured 


This case is of interest in that it demonstrated that extreme 
dysphagia lasting for several weeks was caused by spasm 
without organic stricture. 


Dysphagia after Abdominal Operation —In three of the 
cases in this series persistent dysphagia which had lasted 
for years developed within a few days of an abdominal 
operation, 


Case 5.—A man aged 51 was operated on in July, 1943, for 
perforation of a duodenal ulcer. After operation continuous 
vomiting took place, for which gastro-enterostomy was per- 
formed six days later. Within a few days he felt food stick- 
ing at the lower end of the sternum. Pain was slight, of a 
burning character, and always at the same spot. These symp- 
toms were at first intermittent, but dysphagia became very 
marked in October, 1943, and a barium swallow showed a 
short oesophagus, a thoracic stomach, an oesophageal ulcer. 
and stricture. Oesophagoscopy revealed a partial Stricture 
28 cm. from the teeth. No break of mucosa was seen and no 
biopsy was made. Apparently because it was felt that carcinoma 
could not be excluded, it was decided to give a course of deep 
therapy, which was soon discontinued at the radiologist’s request 


+ 


Dec. 24, 1949° 


When seen in 1946 he had no pain, but still had to chew solid 
food very carefully. A radiograph again Showed a short 
oesophagus, a thoracic stomach, an oesophageal ulcer, and 
stricture. i i 


„Case 6—A woman aged 58 developed dysphagia three days 
after an operation for gall-stones in 1936. : Food stuck at 
the lower end of the sternum, associated with pain in the 
epigastrium and left hypochondrium. It was worst about half 
an hour after food and was relieved by regurgitation, which 
occurred frequently. These symptoms were notably inter- 
mittent, even from meal to meal. X-ray examination in the 
upright position only revealed a stricture in the lower third 
of the oesophagus, while oesophagoscopy showed a “ fungating 
growth ” starting 30 cm. from the teeth and becoming obstruc- 
tive near the cardia. No biopsy was made, and x-ray treat- 
ment for carcinoma was given. She was seen by us in 1946, 
when she was fairly well but required the passage of bougies at 
frequent intervals. Her pain, which was still present, was 
relieved by sodium bicarbonate, ‘She had had slight haemat- 
emesis in 1945. A radiograph in 1946 disclosed a short 
oesophagus with ulcer, stricture, and thoracic stomach. 
Oesophagoscopy showed an ulcer proximal to the Stricture 
25 cm. from the teeth, and gastric mucosa’ was obtained on 
biopsy from the supradiaphragmatic pouch. 

Case 7—A man aged 37 was operated on for a perforated 
duodenal ulcer in 1940. Within a week of this he felt dis- 
comfort at the lower end of the sternum on swallowing solid 
food, which stuck momentarily at that site, but there was no 
regurgitation. A barium swallow in the upright position was 
stated to indicate nervous spasm. The symptoms continued | 
intermittently till September, 1945, when he had a bout of 
severe substernal pain and marked dysphagia with regurgita- 
tion of solid food. A radiograph at this time showed a short 
oesophagus, a thoracic stomach, an oesophageal ulcer, and 
stricture. Oesophagoscopy, revealed a stricture 32 cm. from 
the teeth and a short oesophagus. Biopsy was not made. 
Bougies were passed with good effect, and in April, 1946, he 
stated that he was able to swallow most things if well masticated. 


Only three instances of persistent dysphagia appearing first 
after operation were found in the hospital records over 
10 years. Oesophageal ulcer and benign stricture were 
present, associated in every case with a short oesophagus 
and a thoracic stomach. 


Pregnancy 

The occurrence of dysphagia in the last three months of 
pregnancy has been described by Vinson (1923, 1924). The 
initial symptoms were “vomiting” and pain behind the 
lower end of the sternum, followed within a day or two 
by dysphagia, for which the passage of bougies was required. 
Haematemesis was commion and even proved fatal in some 
cases. Vinson believed that these patients developed an 


oesophageal stricture’ because of frequent vomiting. From ` 


his records dysphagia was still present months after the 
onset. 


In five of the- present series the onset of oesophageal 
symptoms occurred in the later months of pregnancy. 


Case 8—A woman of 36 developed dysphagia in the sixth 
month of pregnancy. It was accompanied by a burning pain 
at the lower end of the sternum which passed through to the 
back. Symptoms intermitted with almost complete relief for 
several weeks at a time. In 1933 radium treatment was given 
for carcinoma of the oesophagus, the diagnosis being based on 
an oesophagoscopic examination which showed an “ ulcerated 
growth” 30 cm. from the teeth and an obstruction to barium 
at that level. No biopsy was made. After treatment symp- 
toms continued as before, but the patient’s general condition 
remained quite good. In 1946 x-ray examination revealed a 
short oesophagus with ulcer, and oesophagoscopy showed the 
oesophagus to be dilated, with a conical approach to a fibrous 
stricture-26 cm. from the teeth. A whitish scar was Visible on 
the posterior wall at the entrance to the stricture. ' 
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Case 9.—Just before the birth of/her baby in 1940 a ‘woman 
aged 36 felt that food stuck at the lower end of the sternum; 
there was no pain. Regurgitation was frequent at first. In. 
1940 x-ray examination in the upright position revealed stric- 
ture of the lower third of the oesophagus, and oesophagoscopy 
showed an annular obstruction 31 cm. from the teeth without 
breach of mucosa. No biopsy was made. Cancer was diag- 
nosed and x-ray therapy was given. Some months later the 
Stricture was dilated by bougies with complete relief. When 
seen in 1946 she was very well and could eat anything without 
dysphagia provided she chewed it thoroughly and had no 
emotional disturbance. A radiograph revealed a short oeso- 
phagus, a thoracic stomach, an oesophageal Stricture, and an 
ulcer. 


Case 10:—A woman aged 38, in the seventh month of preg- 
nancy in 1942, quite suddenly felt solid food stick at the lower 
end of the sternum. At the same time she was conscious of 
a burning pain at this site immediately after taking food. Symp- 
toms were rather worse after delivery- and she lost weight. 
Regurgitation was frequent and gave relief. X-ray examination 
showed that barium was held up 7 cm. above the diaphragm, 
where there was a smooth stricture. Below this there was a 
globular enlargement in which mucosal markings were present, 
continuous with those of the main body of the stomach below 
the diaphragm, but no ulcer was seen. Oesophagoscopy was 
not done. In 1946 she was fairly well, but had to be careful 
what she ate. X-ray findings were similar to those in 1942. 


Case 11—This patient, aged 39, developed difficulty in 
swallowing solid food during the last weeks of pregnancy in 
1944. ` Regurgitation was frequent but there was no pain. 
X-ray examination revealed a short oesophagus, a thoracic 


* stomach, a small ulcer of the oesophagus, and a stricture. In 


April, 1946, she still had difficulty in -swallowing. 


Case 12.—This woman, at the age of 41 and during the last 
two months of pregnancy, felt a burning pain in the mid-sternal 
region which radiated to the back. It started 10 minutes after 
taking solid food, but was ‘also present at night, when it was 
so severe that she could not lie flat. There was no regurgitation, 
but food tended to stick at the site of the pain. Nineteen years 
after the onset of symptoms, which were intermittent, she 
suddenly began to regurgitate all food and drink. A barium 
swallow showed complete obstruction in the lower third of 
the oesophagus. The diagnosis of foreign body was made 


, and a piece of orange was removed from the lower.end of the 


gullet with immediate relief. When seen in April, 1946, she said 
that some pain and dysphagia were still present. X-ray exami- 
nation revealed a short oesophagus and a thoracic stomach, 
with partial stricture of the oesophagus, but no ulcer could be 
demonstrated. 


The findings in these five patients are summarized in 
Table II. All the patients were over 35 and symptoms 
Started between the fifth and last months of pregnancy. 


TaBe Il].—Dysphagia in Pregnancy ` 





Duration of 








Case . . X-ray Findings in 
Dysphagia| Pain Symptoms 
No. (Years) 1946 
8 + + 13 S.O., T.S., Str., U. 
0 6 S.O., T.S., Str., U. 
10 + + 4 S.O., T.S., Str. 
11 +! 0 2 S.O., T.S., Str., U 
12 -+ + 19 S.O., T.S., Str. 
5.O. = Short oesophagus. T.S. = Thoracic stomach. Str. = Stricture. 
U. = Ulcer. i 7 


The duration of symptoms ranged from 2 to 19 years. 
Dysphagia was present in all, and pain behind the lower 
end of sternum in three. X-ray examination revealed short 
oesophagus, thoracic stomach, and oesophageal stricture 
in all, with ulcer also present in three. 

Vinson ‘attributed the stricture to the presence of gastric 
juice in ‘the’ oesophagus resulting from excessive vomiting, 
but the development of dysphagia and regurgitation in our 


~~ 


1448 Dec: 24, "1949 


` series was in’ no at preceded by’ vomiting. On the 
facts it seems ‘reasonable to argue that the development of 
the stricture during pregnancy is due to increased intra- 
abdominal pressure at that time causing reflux of gastric 
juice into the oesophagus through a cardia incompetent 
because of its position in the thorax. The age of the 
patients in relation to pregnancy, the youngest being 36, is 
possibly another factor predisposing to laxity of the oeso- 
phageal hiatus. Allison, Johnstone, and Royce (1943) 
` describe a'similar case in which dysphagia began during 
pregnancy and a short oesophagus was found to be present, 
but they make no comment on the association. 


$ 
Pathology 

Since the earlier reports, summarized by Findlay and 
Brown Kelly (1931), there has been singularly little 
addition to the pathological knowledge. Morison (1930) 
described a-further clear-cut case. 

In this series, two patients died (one of haemorrhage 
from a duodenal ulcer and the other of cancer of the 
colon) and post-mortem examinations were made. The 
description of the findings in Case 4 has already been given. 

Case 13—A woman aged 62 was admitted to hospital because 
of bleeding from the rectum due to carcinoma of the pelvic 
colon. She gave a 40-year history of regurgitation of solid food 
which stuck at the lower end of the sternum. No other informa- 
tion was available from records. X-ray examination showed a 
short oesophagus, a large thoracic stomach, and a partial oeso- 
phageal stricture, but no ulcer was seen. This patient subse- 
quently died, and at necropsy the oesophagus was not short, 
since the measurement from the top of the thyroid cartilage to 
the cardia was 30 cm. The hiatus, however, measured 2 in. 
(5 cm.) in diameter, the oesophagus being placed centrally and 
attached loosely to it by a fibrous diaphragm. 


. Unfortunately in Case 4 no special search was made and 
the oesophageal hiatus was not measured, but there was at 
least no pronounced shortening of the oesophagus and no 
part of the stomach was found in the thorax. The find- 
ings in Case 13 were also. unexpected in that here again 
none of the stomach was in the thorax and there was no 
shortening of the oesophagus—this in spite of the unequi- 
vocal radiological evidence to the contrary (Harrington, 
1940). One is therefore forced to the conclusion that even 
after years of dysphagia and regurgitation the hiatal hernia 
may remain unfixed or sliding, while the shortening of the 
oesophagus must be attributed to spasm. It should be 
noted, however, that in neither of these cases was there a 
_ fibrous stricture. 


In an exhaustive discussion Smithers (1945) reached the 
_conclusion that ‘the initial lesion is a congenital or acquired 
weakness of the -oesophageal hiatal ring with herniation 
of the cardiac end of the stomach followed by passage of 
gastric juice into the oesophagus. Contraction of the longi- 
tudinal muscle fibres is thereby provoked with production 
`~ of “shortening ” of the oesophagus., Support for this view 
is drawn from the work of Gilbert, Dey,’ and Rall (1946), 
who stimulated the vagi of cats electrically and observed 
contraction of the oesophagus, with drawing upwards of the 
cardia through the oesophageal orifice. We have ourselves 
noted in two very recent patients (not included in this 
series) at one time radiological appearances typical of large 
para-oesophageal hernia’ and a few weeks, later those of 
hiatal hernia with short oesophagus. This would make 
it very difficult to accept the hypothesis of congenital 
shortening of the oesophagus. 

On the other hand the post-mortem observations of ‘the 
earlier workers and recent work of Allison (1948), who 
excised the fibrous oesophageal strictures, show that in 
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some patients, presumably after ulceration, the oesophagus 
becomes permanently shortened by cicatricial contraction. 


Prognosis and Treatment 


The majority of patients in this series were able to lead 
a reasonably comfortable and normal life in spite of per- 
sistence of oesophageal symptoms, provided they exercised 
care in the choice of diet and masticated their food 
thoroughly. From time to time a number required the 
passage of bougies. The upright position in bed to mini- 
mize the reflux of acid, and the use of alkaline powders, 
were often helpful. One patient seemed to have made a 
complete recovery, but refused to have a re-examination 
with barium. One patient was found to have adeno- 
carcinoma of the thoracic stomach and died in another 
hospital. The other two deaths in this series were due to a 
coexistent duodenal ulcer (haemorrhage) and to carcinoma 
of the colon respectively. 


It is-of interest that we were able, after an interval of 
17 years, to re-examine two of the patients originally 
reported on by Findlay and Brown Kelly in the Royal 
Hospital for Sick Children, Glasgow, when one of us was 
house-physician to Professor Findlay. One was a woman 
now aged 25, small and slightly built, who was in good 
health and had served in the A.T.S. She confessed that at 
times she had dysphagia and regurgitation, but apparently 
had had no difficulty in concealing this from the Army . 
authorities. Barium examination revealed a short oeso- 
phagus, a thoracic stomach, and a partial stricture. `The 
other patient was a sturdy youth of 18 who occasionally 
felt food stick at the lower end of the sternum. . X-ray 
examination gave a similar picture. 


Summary 

Over a period of 10 years dysphagia in 26 patients was found 
to be due to simple ulcer or stricture of the lower end of the 
gullet, accompanied by x-ray appearances of gastric hiatal 
hernia and shortening of the oesophagus. Over the same period 
cancer in the lower third and achalasia caused dysphagia in 
80 and 31 instances respectively. 

The diagnosis was not often considered, and proof was 
obtained only by radiology, using a special technique with, 
on occasion, oesophagoscopy and biopsy. 

Dysphagia and ulcer pain developed during the later months 
of pregnancy in five patients and immediately following 
abdominal operation in three. 

In five patients there -were no oesophageal symptoms—three 
were admitted because of massive haematemesis, one because 
of anaemia, and the fifth gave a long history of pain and flatu- 
lence for which her gall-bladder had been removed without 
relief. 

Congenital or “ acquired ” weakness of the oesophageal ring 
is common, allowing of a small sliding hiatal hernia without 
symptoms. It is considered that only in a minority of people 
does oesophageal ulcer develop. A rise of intra-abdominal 
pressure in pregnancy would seem to be one factor concerned. 
Oesophageal ulcer was not encountered in the absence of hiatal 
hernia and short oesophagus. 


We would like to thank many colleagues in the Western Infirmary 
who have allowed us access to their patients and to their case 
records. 
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Various minor diagnostic prockanresa in asics such as 
venepuncture, lumbar puncture, marrow puncture, testing 
electrical reactions of muscles, abdominal palpation, and 
chest exploration, cause apprehension and discomfort, 
often sufficient to render’a child uncooperative or even 
actively resistant. 
undertakings occur in the course of treatment, such as 
intravenous injections and burn and wound dressings, 

It is possible to diminish apprehension with such seda- 
tives as chloral hydrate or “seconal” and still leave the 
patient co-operative ; but often at, the first appreciation of 
pain the child becomes resistant. The use of anaesthesia 
or local analgesia ‘would seem to be justified where 
there is likely to be more than trivial discomfort-or where 
it-is essential that the patiént should remain still and not 
resist. General anaesthesia eventually eliminates the 


patient's resistance but deprives us of his co-operation, and 


is not without a certain: minimal risk. 
with its attendant first “stab of pain, often renders the 
child apprehensive, so that he becomes ‘ restless and 
uncooperative. J ` 


It occurred to one of us a. T) ihat analgesia produced - 
by a simple inhaler might overcome the disadvantages of 
sedatives and of anaesthesia. In this communication the 
apparatus, indications for its use, the technique of 
administration, and the results obtained in a series of ‘60 
consecutive administrations are described. fs 

: | us 
‘ Apparatus | 

The apparatus used was the Blease inhaler. This is a 
simple draw-over type of inhaler, which can give three 
concentrations of “trilene.” (trichlorethylene) suitable for 
analgesia and an additional one for anaestliesia by adjusting 
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Many other painful and uncomfortable: 


Local. analgesia, ` 


analgesia ” 


l ae e 
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a simple: screw Sune ‘On occasions when nanedon was 
slow it, Was necessary; to increase- the: concentration to 

“anaesthesia.” The only modification, required in the 
standard equipment -was the provision of a small face-mask. 
We uséd the smallest obtainable (B.0.C. ‘type, small size). 
-At times an even smaller size would have been an 
‘advantage. 

‘Indications —We define analgesia as the loss of sensation 
of pain without loss of consciousness. The apparatus 
was” ‘used . when a diagnostic or therapeutic measure 
was likely’ to cause’ pain, discomfort, or undue appre- - 
hénsion, and where formerly we would have employed 
sedatives or local or general anaesthesia. When anal- 


‘gesia is desirable, trilene would seem,to have no special 


contraindication. . 

Our series of 60 cases ‘represents a cross-section of 
patients admitted to a children’s medical ward for investiga- 
tion and treatment. Analgesia. was given for lumbar 
puncture (34 cases), cisternal puncture (3 cases), venepunc- 


. ture (7 cases), chest aspiration (8 cases), marrow puncture 


(3 cases), burn and wound dressings (3 cases); and in 
one case each for abdominal palpation and electrical 
reactions. 


A ge.—The ages ranged from 8 months to 11 years. In infants 
under 9 months‘old inhalational analgesia has little to recom- 
‘mend it. We found its greatest use in children over 1 year old. 
In those in the group aged 1 to 5 years it prevents resistance ; 


‘ and in those over 5 years it will also often secure actual 


co-operation. x 

-State of H ealth .—The state of health varied from the acutely 
ill newly admitted child to the chronically ill case from the 
waiting-list for investigation or the comparatively healthy 
convalescent. . 

Procedure to be Undertaken.—The predominant symptom, 
or the suspected lesion, along with the diagnostic procedure 
undertaken in the various cases, is shown in the Table, In 
the course of treatment, intravenous injections, toilet of burns, 
suture. of lacerations, and burn and wound re-dressings were 
-all carried out under ‘analgesia. 
` Administration . 

No premedication was given, and analgesia was induced 
without special regard to the interval since the last meal. 
One patient received trilene as early as five minutes after ` 
a meal without untoward effect. Several have been given 
trilene soon after meals, because ‘of urgency in getting 
samples ‘for laboratory examination. It is not suggested 
that a recent meal should be ignored, but when circum- - 
stances ` ‘warrant haste trilene analgesia can justifiably be 
employed soon after a meal. The child, if old enough to 
understand, is told the purpose of the inhaler and asked 
to take. extra deep breaths if he should feel anything hurt. 
The mask is applied and a conversation is kept up with the 


child to allay fear and encourage regular breathing. The 


older children, aged 5 to 11, were more or less co-operative 
during the administration and responded to the’ instruction 
to ‘take regular deep breaths, usually becoming analgesic 
in’ two or three minutes. The younger children struggled 
and cried in some instances, but after a few deep breaths, 
associated with the effort of crying, they quieted down, 
became analgesic, and were usually drowsy. Coughing and 
spluttering were, unusual. ‘When we had become more 
conversant with the signs of analgesia (see below), if 
induction seemed a ‘little slow the control screw was 
turned to “anaesthesia” and returned to “maximum 
when- analgesia was obtained. No increase in 
concentration of trilene was required for older children. 
Indeed, the younger ones were usually more resistant ; but 
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that ‘the onset of tachypnoea corresponded with 
satisfactory degree of analgesia. 


"i this may have been due to the difficulty in getting a snugly 
fitting mask which would allow an effective concentration 
of trilene to: be inhaled. 


Once satisfactory analgesia was obtained, the finger was 
'. removed from the air port over the facepiece, . thus 
. permitting the patient to breathe air. The port was again 

.. occluded if analgesia diminished. 


i Observations ; 

We all gained the impression that trilene facilitated the 
perfòrmance of these minor procedures for both patient 
and operator. This conclusion, so far as it concerns the 


The signs indicating’ effective analgesia were not defined 
clearly enough to allow any hard-and-fast rules to be laid 
down, but the following observations were made when 


patient, was based upon objective findings in the younger 
children, and in the older children upon both objective and 
subjective findings. ‘ 

Before questioning the older children a day was usually 


analgesia was effective : the breathing was regular, the 


' eyelids were closed, and there was diminishing response to allowed to elapse, because when still analgesic the child 


ms ` ` * Table Showing Prominent Symptoms, Suspected Lesions, and Diagnostic Procedures Undertaken 





























































i N ý , : Co-operation Degree of After- Relation 
, Age i in Induction Analgesia Effect affects to Meals 
i of. Analgesia Obtained (Hrs. after) 
Provisional Diagnósis or e |’ we 
fse] . be 
| «| Z| | | aj sl28|23| d2/25|,¢ agl [3 
ta E o p BS El58)28| Sol=5 a) a = 
Oo] & LS 2 |S otl2e E gjun s 5 4 m p 
J ro! va og 4 =e Se FEJE o9 64106 T 2 O n Q 
z15 ZO & |<0 Aa ¢tOlmactiZeiZa/<0O] 2) Q)]>}H 2 
. Meningitis, meningismus .. | 14] 12 Lumbar puncture... .. | 3| 9] 2 pie ah ime a | I — 7 
_ Intracranial space-occupying le- Lumbar puncture witb 
sion, severe persisting headaches| 8 | — spinal manometry —| 1 7 1 31 5 2 1 
Epileptiform convulsions ..' | 8| 5 Lumbar puncture .. 1} 2; 5 2 6} 2 — 4, 
Lumbar puncture (2) 2 l 1 pe 3 1 1 z 
» Paralysis of limbs, facial palsy .. 4| 3 Cisternal puncture (1) 
. Cisternal puncture (2) i 1 ri 2 1 l i 
' .« Hydrocephalus, spina bifida 3/ 2 Lumbar puncture (1) j 
' i ) Venepuncture, blood - 
Rheumatic fever .. oe oo | 2]— ~ cylate levels .. 1 2 
na Venepuncture, blood pic- 
Primary blood disorder, leukae- ture, and biochemical 
mia. purpura .. ee 2| 1 estimations .. te 
Congenital syphilis 2|— Venepuncture, W.R. ss 
Venepuncture, therapeutic 
Coeliac disease ... .. s 1|— “ferrivenin ” pa 
| Pleural effusion, serous and puru- : 
‘ lent types a sine ns 8| 1 Diagnostic chest aspiratio 
Aplastic anaemia, leukaemia .. |'3 | 3 Marrow puncture .. .. 
Intussusception *.. a seh Ei -A Abdominal palpation 
A t- Electrical reactions of 
\  Polyneuritis e bes sie 1 1 muscles eee a 
‘ Burns and wounds wg re 31i 3 Toilet and dressings i 
Ue Nia E A L 
Total 60 | 32 | 28 
Kaa r a a 
A t 53 | 47 
e h e e—a AAE 
\ ; Satisfactory Inhaler - 
_ a analgesia of value 
98% in 98% 


-was obviously very amenable to suggestion. Although no 
set series of questions.was asked, it was clear that memory 
for the procedure was hazy and the child would state that 
no pain was felt. 


_ Lack of Pain—No attempt was made to estimate the 
degree of analgesia quantitatively. However, the following 
observations led us-to conclude that in every case pain 
was either abolished or greatly diminished. (1) There was 
never any cry caused by pain or any noticeable vocal or 
motor response due to the painful stimulus. (2) When 
subsequent similar procedures were indicated the children 
showed less apprehension. (3) The painful stimulus evoked 
little or no resistance—e.g., there was much less extending 
of the spine when the needle entered the skin for lumbar 
puncture, and’ the child was much more easily held in 
position. 

` Co-operation or Lack of Resistance.—Active co- 
operation or at least lack of resistance was apparent when 
some unusual position had to be maintained. At lumbar | 
puncture the patient lay still and relaxed, allowing full 
flexion of the spine. In one girl, aged 8, we twice easily 
performed lumbar puncture under trilene analgesia and 
later.transferred her to another hospital, where a lumbar 


' -the eyelid reflexes. The patient was drowsy, but, if old 
‘enough, readily, almost. automatically, responded to requests 
such as, “ Turn on your side ” or ‘Put your arm out.” | 
‘When ether was used in skin preparation the absence of 
‘resentment to its coldness was a good indication that 
analgesia was satisfactory. 
If the administration was continued with the control 
screw at “ maximum analgesia ” some cases showed a little 
increased motor activity, suggesting that the second stage 
of anaesthesia had been reached. Administration was 
stopped at this point and the stage of analgesia and 
drowsiness returned. Where the operation was to be of 
-ıı ‘short duration, administration was continued until the 
painful stimulus—for example, the prick of the needle— 
_was* effected ; then the facepiece ‘was removed and the 
residual ‘analgesia usually afforded enough time for the 
‘ completion of the procedure. In one case not in this age 
group'an intelligent 12-year-old boy successfully adminis- 
_ tered trilene to himself to the sfage of analgesia, during 
-which lumbar puncture and cerebrospinal fluid manometry 
` were carried out. — aa, 
.. In five cases tachypnoea developed, and, the administra- 
__ tion was stopped. However, subsequent events showed 
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panete» attempted without nalees, jad. to. be abans trilene, and the’ same vigilance must be observed as when 
doned because of resistance.. .In another case, a.child who administering. any anaesthetic. @) .Tachypnoea may occur. 
had shown violent opposition submitted ‘readily to a diffi | 

cult intravenous. injection. after a few -breaths «into ‘the preg | of “Conclusions: 

trilene inhaler. -In a case in which electrical reactions were ` ` Analgesia which ‘is safe, easily induced and controlled, 
_ investigated in a child of 3, we first attempted it without and devoid of untoward after-effects would appear to be 
analgesia, but at the first ‘stimulus she became: restless: desirable’ im many of the painful or’ ‘frightening diagnostic 


Satisfactory assessment of her reactions could be made only and minor: therapeutic procedures in medical- paediatric 
' after analgesia. had been inducëd. l ' i practice.’ 


Relation to State of Health. The acutely il children Local analgesia produced by procaine or similar sub- 
were more easily made analgesic, but otherwise showed no stances is ‘safe, but causes initial pain and thereafter 
different response and suffered no more after-effects from apprehension and resistance. , 
the trilene, than the chronically ill or convalescent. Where, Drugs such as chloral hydrate and the barbiturates have 
development of empyema was suspected, chest aspiration jot sufficient analgesic effécts. Trilene is one of the safest 
was effected easily and comfortably under trilene, and the analgesic agents (Ostlere, 1948). It is well taken and well 
patient suffered no ill effects from it.’ Trilene in low tolerated by children: When administered from an inhaler 
-concentration is practically non-irritant to the respiratory of the Blease type it produces satisfactory analgesia (98% 
passages. This suggests that the presence of acute Or in this series). It allowed a variety of procedures to be 


subacute inflammatory lesions of the chest:‘may be no  carried-out without pain or resistance, or the inconvenience 
contraindication to trilene analgesia. No.cases of primary and risk of general anaesthesia. 


liver disease occurred ‘in our series, but as trilene has only 
a transient slight hepatotoxic effect (Armstrong, 1947) it 
-would seem quite justifiable to use it for the short period ` 
required unless very extensive liver damage was suspected. 
_ After-effects—In this series no untoward effects resulted 
from the administration of trilene analgesia, apart from 
eS aces teat a dn: ely se ih vi maa of ey thm 
tered. The child was not seriously ill or toxic, and no other method with which we are familiar. 

explanation was. forthcoming why she had vomited. Vomit- Summary 

ing did not occur in any other case in the series. Al the 
children were able to take their next meal at the ‘usual fo Gicaucsed. 


time and did not ‘require additional nursing. Post- Trilene analgesia in 60 consecutive cases is analysed. ‘Satis- 
analgesic drowsiness was not infrequent (72% of total factory analgesia was- obtained in 98%. Beneficial drowsiness 
cases). It lasted from a quarter of an hour to two hours. occurred in 72%. Tachypnoea occurred in 8%, but analgesia 
The child awoke as from natural sleep. It was regarded as was already present. Psychological benefits are noted. , 
one of the advantages, that a child should have this short It is claimed that trilene from a Blease-type inhaler produces 
sleep after an unusual i a as he awoke with satstactory, analgesia for use in medical paediatric practice. 
apparent amnesia for it. ; 


Psychological upsets are greatly diminished, thus allow- 
ing frequent investigations of a disturbing nature to be 
carried out. 

_ Apart from occasional post-analgesic vomiting (2%) 
trilene produced no undesirable after-effects. Trilene given 
‘with. an inhaler of the Blease type secures analgesia more 


. The meed for analgesia of short duration in medical paediatrics 
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i j ig ' The report of the River Pdllution Prevention Subcommittee 

Advantages and Disadvantages of the Central Advisory Water Committee was published recently 
a by the Ministry of Health. The subcommittee was asked to 

Advantages —(1) The apparatus is simple, safe to, investigate measures for strengthening the law regarding the 

use, and inexpensive, to ‘maintain. (2) Administration prevention -of pollution of rivers and streams. Its recommen- 
of the analgesia: presents no difficulty and takes no dations mark a further stage in the steps proposed for safe- 
longer than local analgesia. (3) - Trilene analgesia , guarding and improving the conditions ,of rivers in England 
causes the patient no discomfort. Apprehension is greatly and Wales. The new River Boards, which are now being set 

. diminished and pain is abolished ‘or gréatly reduced. up under the River Boards Act, 1948, will provide a new 
(4) Trilene analgesia affords enough ‘scope for the perform-° administrative organization based on natural catchment areas 
ance of most of the painful diagnostic and therapeutic pro- instead ‘of local government areas. The next stage is to equip 
cedures in paediatrics. It avoids having to make the choice these boards with up-to-date and effective legal powers. The 


subcommittee considers that the Rivers Pollution Prevention 
between full anaesthesia with ‘its risk and possible upset, and Act, 1876, which is the principal Act now in force, needs con- 


no- anaesthesia with its safety but greater discomfort. | siderable revision and strengthening. One of its main recom- 
(5) Trauma, physical and psychological, is minimized. (6)The mendations is that effluents discharging into a river or stream 
diagnostic and therapeutic procedure can be carried out should be required to comply with standards prescribed by the 
more quickly, adequately, and deftly, and ‘asepsis is more River Boards. The standards would be prescribed by by-laws, 
readily maintained. (7) Satisfactory analgesia allows more subject to confirmation by the Minister of Health under a 
comprehensive: investigation to be undertaken. (8) ‘The procedure ‘which would give those affected an opportunity to 
post-analgesic effects include a beneficial’ period of drowsi- raise objections and to bė heard in’support of them. ' Under the 
ness associated with apparent amnesia for the procedtiré. Act of 1876 legal proceedings in respect of pollution by trade 


eals can be resumed in near] and ‘mining wastes may, be taken‘only with the consent of the 
ee phe rate ‘aime oe Y Minister of Health. The subcommittee recommends that once. 


standards have been Srescribed consent should not be necessary 

` Disadvantages. 1) The “point at | which | analgesia in the case of failure'to comply with a standard, since the effect 
- becomes effective is not ‘easy, to; appreciate. (2). There is of the standard on industrial interests will have. been considered! 
no uniformity in the response to a given concéntration of . when, the’ standard was „applied. 
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LEUCOTOMY. AND HYPERTENSION 
"A CASE REPORT 
ba gc aupe BY 


~- R. W. TIBBETTS,' M.A, B.M., D.P.M. 
\(From the Psychiatric Department, St. George's Hospital, 
S.W.1) 


The following case raises points of theoretical and prac- 
tical interest, with special reference to the psychosomatic 
relationships of hypertension. 


Case Report 


- A housewife, then aged 54, was first seen in the psychiatric 
out-patient department of St. George’s Hospital by Dr. Desmond 
‘Curran in September, 1947. The presenting symptoms were 
suicidal depression, intense headaches, and deterioration of 
vision of three years’ duration. A few weeks later she was 
admitted under Dr. Curran’s care into the St. George’s 
Psychiatric Unit at the Atkinson Morley. Hospital, Wimbledon. 

She is said to have been a woman of active but even 
temperament. Her personal history, free as it was from 
abnormal, stress, instability, or disharmony, contributes little 
to an understanding of the case. Marital relations ‘have been 
good and her three children enjoy ‘good health. Pregnancies 
‘and puerperia were uncomplicated. The family history is 


` significant only in so far as the father was asthmatic and 


A 


` 


one of eleven siblings committed suicide at the’ age of 21, in 
the face of considerable stress. 


Onset 


Her physical and mental health was good until 1944, when 
her spontaneity and outside interests began to decrease. Intense 
stabbing supraorbital headaches were increasingly frequent and 
her menses became irregular. Her visual acuity was decreasing 
and there were multiple inconsistent symptoms of a hysterical 

‘kind. Depression, accompanied by headache and worse in the 
“morning, became so severe that suicidal preoccupation was 
almost constant. Her threats completely disorganized home 
- life, and on four occasions she made material suicidal prepara- 
tions or attempts. Even making allowance for. histrionic 
features, the underlying risk was considerable. 


In 1946 she was admitted to Dorking Cottage Hospital under 
Dr. Brice-Smith, who, with the aid of intravenous and retro- 
grade pyelograms and blood-urea estimations, was able to 
exclude a renal basis for the hypertension. At this stage she 
was referred to Dr. Strauss at the department of psychological 
(medicine, St. Bartholomew’s Hospital. On the organic side 
arteriosclerosis, hypertension, and a small retinal haemorrhage 
were noted, while phobias and other neurotic symptoms were 
prominent. Some of these were alleviated by a narcoanalysis 
performed by Dr. Jonathan Gould, but the depression persisted. 
\ The intractability and severity of the depression were such that 
certain risks were justified, and it was agreed that electric 
convulsion therapy should be given a trial. Seventeen treat- 
ments were given in two courses over a long period, but the 
slight improvements were never sustained. Due consideration 


. being given to the operative risk with an arteriosclerotic subject, 


Dr. Strauss and Dr. Gould concurred that the indications were 
in favour of prefrontal leucotomy. 


At the Atkinson Morley Hospital her blood pressure was 
observed closely for three weeks. At its most favourable it 
was of the order. 170/100. It was usually considerably higher 
and there were frequent hypertensive attacks associated with 
intense headache, with the blood pressure as high as 260/160. 
Dr. Gerald Parsons-Smith reported: “ This patient has severe 
arteriosclerosis with hypertensive heart disease. The hvper- 
tension is at present in a labile stage and has not become fixed 
at the high figures of 260/160, which will eventually become 
the position. Examination of the fundi confirms the severe 
arterial changes. ...” Clinically there was slight cardiac 


- enlargement and an accentuated aortic second sound. There 


; 
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was no papilloedema, but the retinal haemorrhage was. still 
visible. The blood urea was 28 mg. per 100 ml. All other 


relevant special investigations yielded insignificant results. 


From the mental standpoint she was profoundly tense and 
depressed and moderately retarded. She made one suicidal’ 
gesture in the ward and was constantly on full precautions. 
Sleep and appetite “vere poor. There was little self-reproach, ' 
and she was not deluded. Her recent memory, as might have 
been expected, was patchy, but on the whole there was nothing 
to indicate organic cerebral deterioration. 

Treatments which had proved unavailing at various hospitals’ 
included pethidine, nicotinic acid, oestrin preparations, vene- 
section, strong sedation, psychotherapy, and E.C.T. Sympath- 
ectomy had been considered to be contraindicated. Dr. Curran 
agreed that leucotomy should be recommended, and the risks 
were explained to her husband. Mr. Wylie McKissock gener- 
ously undertook to perform the operation, and bilateral pre- 
frontal leucotomy was performed on October 29, 1947, the 


"approach being that described elsewhere (McKissock, 1943). 


Very severe arterial haemorrhage occurred on the left side, 
but eventually the flow was controlled with a tantalum clip. 


Post-operative History 


The patient’s general condition in the immediate post- 
operative phase, while never critical, gave rise to concern 
for about two days. Her pulse remained regular and the 
blood pressure, after the initial shock, fluctuated Slightly . 
around 140/80. She was incontinent for about a week, and 
from the mental standpoint she was free from tension and 
depression, but was confused and disorientated. After three 
weeks she was out of bed, but still apt to be confused and to 
confabulate. She was cheerful, greedy, fatuous, and anergic. 
and was inclined, even more than most post-leucotomy patients, 
to huddle round the fire and radiators. On one occasion a 
syncopal (not epileptiform) attack occurred, and in this her 
blood pressure fell to 80/40. A haemoglobin level of 70%, 
which responded to iron treatment, may have been contribu- 
tory. Two months after the operation her behaviour was 


' greatly improved and she was noted as being cheerful, sociable, 


and helpful in the ward. Her witticisms were not always fully 
apt and, with a set occupational task, she proved incapable of 
long-sustained attention. ` She was eating and sleeping well and 
gaining weight. 

The-next six weeks were spent at Roffey Park Rehabilitation. 
Centre, where, in such a favourable environment, she con- 
tinued to improve, especially from the occupational stand- 
point. Frequently recorded blood-pressure readings were 
always between 160/90 and 140;80. On one occasion an 
epileptiform attack occurred and subsequently she received a 
l-gr. (65-mg.) tablet of phenobarbitone twice a day: ` 

Since that time the patient and her husband have been seen 
about every two months, the last attendance being ‘16 months 
after the operation. The following are summaries of the 
findings. l 

1. There have been no headaches worthy of note. 


2. The prevailing mood is cheerful and she has been virtu- 
ally free from tension or depression. The personality changes, 
as betrayed by occasional outspoken remarks or carefree 
domestic attitudes and slight limitation of foresight, are scarcely 
evident as such to the family. She works harder than many 
and the home is well run. This contrasts with her almost total 
social and domestic incapacity during, her illness: 


3. She has had three attacks of (almost certainly) minor 
epilepsy related to inconsistent taking of phenobarbitone. The 
last attack was in April, 1948. 


' 4. Precipitancy and occasional, enuresis have occurred, but 
there has been no enuresis in the last two months. 

5. She has continued to gain weight—from about 8 st. to 
12 st. (50.8 to 76.2 kg.}—since the operation. Her friends and 
family claim to like her “comfortable. figure,” but she is 
definitely obese. 

6. The menstrual periods have 
operation. l 

i 


ceased entirely since the 
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7. The most striking change is that the blood pressure has 
always been within the range 160/100 to\l40/95. There has 
been no.tendency for it to rise month by month. 


8. She was re-examined by Dr. Parsons-Smith 15 months 
after the operation. He states: “There has been quite a 
remarkable change in this patient’s general medical condition 
since I saw her in 1947.- Recently she has had no symptoms 
referable to her cardiovascular state, which is all the more 
striking since she has gained 4 st. (25.4 kg.) in weight. She 
still has well-marked arteriosclerotic changes, but the fundus 
is free from exudates and haemorrhage and there is no papill- 
oedema... .” ‘The apex beat was in the fifth space in the 


. same position as before, 4} in. (11.4 cm.) from the mid-sternal 


- 


line, but there were no other abnormal physical signs. 


9. Special Investigations (January, 1949, 15 months after 
operation). — Electrocardiography : — Unfortunately no pre- 
operative record was available for comparison. Taking this 
into account, the record at this time was not significantly 
abnormal. Electroencephalography :—* The E.E.G. recorded 
on this date was very abnormal. The tips of both frontal 
lobes showed flat records, but elsewhere irregular slow waves 
were seen in all leads. These were occasionally organized into 
short rhythms characteristic of epileptic discharges.” The 


blood urea was 25 mg. per 100 ml. A radiograph of the chest | 


confirmed slight cardiac enlargement, but there was no change 
from the pre-operative picture. , 

10. Mrs. Petrie, reassessing the patient eight months after 
the ‘operation, reported the I.Q. as 109 (Wechsler-Bellevue scale). 
The gain of 10 points over the pre-operative level was largely 
a measure of increased co-operation. 

11: The tendency to improve since the leucotomy still seems 
to be operative. , 

Discussion 

There can be little doubt that without the operation the 
patient was faced with a future of almost constant suffer- 
ing until death occurred from suicide or cardiovascular 
complications. The price which has been paid in personality 
change is familiar in quality but small in degree ; progres- 
sive hypertensive changes would probably have affected the 
personality more adversely. 

The final cessation of the menstrual periods and the 
obesity (greater than 'one might have a right to expect in 
terms of energy output and food intake) point to endocrine 
or metabolic changes, about the exact nature of which we 
can only speculate. The craving for heat, which we have 
observed more than once after leucotomy, is interesting. It 
has seemed to us to have a more fundamental basis than 
mere anergia or hedonism, and, clinically, hypothyroidism 
has not been indicated. The fact that in monkeys increased 
heat loss has been shown to follow experimental ablation 
of area 13 is worth noting (Livingston, Fulton, et al., 
1948). ‘It is thought that this‘ may possibly be due to 
reduction in the amount of peripheral sympathetic acti- 
vity ; in this context it is interesting to note that, in spite 
of full precautions, our patient developed a bedsore on one 
buttock after the operation. This has occurred in no other 
leucotomy patient in our experience. 

The main interest in this case, however, attaches to the 
fall and the greatly increased stability of the blood pressure. 
Abrupt changes in blood pressure are commonly observed 
during the operation, and Freeman and Watts (1942) write: 
“ On a number of occasions we have observed a precipitate 
drop in the blood pressure following incision of the sub- 
cortical white matter on one side and then an almost equally 
abrupt elevation, sometimes amounting to as much as 60 or 
80 points, as the other side was operated upon.” ` 

In the majority of patients there is little permanent dif- 
ference between the blood-pressure readings after opera- 
tion and those recorded during the illness. Where, how- 
ever, a high degree of nervous tension, in association with 
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a raised blood pressure, existed before the operation, and 
where this.tension is relaxed afterwards, there is a general 
tendency for the post-operative readings to remain at sig- 
nificantly lower levels. . The tendency for the blood. pres- 
sure to fail to reach the previous high peaks after leucotomy 
is best seen in frankly hypertensive patients ; Freeman and 
Watts (1942) have described two such cases. Both of these 
women were suffering from agitated depression, and the 
relevant facts were: 


i aaastal 


B.P. After Leucotomy 


190/105-195/110 (3-year follow-up) 
130/70-155/80 in hospital, and round 
195/75 with full activity 


B.P. Before Leucotomy 


184/110-222/128 
Around 220/110 


Case A (aged 59) 
Case B (aged 66) 


OO TOT —Ow—vOvO 


The findings in both these cases are comparable with but 
less pronounced than those in the case reported above. 


Three theoretical possibilities suggest themselves as ex- 
planations for the sustained reduction and the increased 
stability of blood pressure: 


(a) Decreased physical activity after operation. This is not 
borne out by our patient, whose pre-operative readings were 
taken in bed. 

(b) That the changes are due to interference with localized 
anatomical areas particularly concerned with automatic func- 
tion. Evidence, largely inspired by the work of Fulton in 
America, points particularly to area 13, and to a less extent 
to area 14 (Stanley and Jaynes, 1949) on the orbital surface of 


. the frontal lobe ; the rostral part of the cingulate gyrus (area 24) 


is also suspect. While these areas are usually avoided in the 
performance of prefrontal leucotomy they have at times been 
involved. ' 7 


Smith (1945), in stimulating the rostral part of the cingulate 
gyrus in'monkeys, produced, among other changes, a significant 
rise in blood pressure without alteration in the cardiac rate. 
Ward (1948) described personality changes in the monkey after 
ablation of this area, and these changes are in some ways 
comparable to those which may be seen in man after leuco- 
tomy. Attention, however, has centred mainly on the orbital 
surface of the frontal lobe. 

Changes in blood pressure (usually a rise), together with 
inhibition of respiration and decrease in gastric tonus, have 
been produced in animals by stimulating an area near the 
olfactory tract (Bailey and Sweet, 1940; Delgado and Living- 
ston, 1948). In the monkey the blood-pressure responses are 
still operative if the vagi are cut and adrenals removed (Living- 
More recently experiments have 
been carried out (Livingston, Chapman, and Livingston, 1948) 
in which, under moderate thiopentone anaesthesia, the orbital 
surfaces of leucotomy patients were stimulated befgre the opera- 
tion. A gradual but consistent and significant rise in blood 
pressure followed stimulation, and it was shown that this was 
not causally related to the inhibition of respiration, which also 
occurred. ; 

It is worth noting that in our patient none of the hyperactivity 
described in monkeys in relation to lesions of area 13 was seen 
(Livingston; Fulton, ef al., 1948; Ruch and Shenkin, 1943); 
hyperphagia, however, was certainly evident at first. The whole 
issue js of course obscured by our inexact knowledge of the 
extent of the lesion; in view of the haemorrhage this may have 
been considerable. ` , = 

(c) The third approach assumes a close relationship between 
the mental tension and the raised blood pressure, so that a 
decrease in the one is accompanied pari passu by a fall in the 
other. This seems probable on general grounds and in view of 
the fall in blood pressure sometimes seen after patients who 
are both hypertensive and depressed have received electric 
convulsion treatment. In our present state of knowledge we 
are at a loss to know whether to think in terms of pressor 
substances or thalamo-frontal radiations, or a combination of 
the two. 
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‘In the selection of the small group of similar cases 

which might be helped by leucotomy the following criteria 

are suggested tentatively: (1) The mental state should be 


' such as to call for leucotomy irrespective of the hyper- 


tension, and the mental:tension should be pathologically 
high. (2) Every redsonable form of alternativé treatment 
should have been tried without sustained response. (3) The 


. outlook without leucotomy should be bad enough to make 


all concerned prepared to face a considerable operative 


risk. (4) Intellectual deterioration should be negligible. 


(5) The hypertension should be labile, as determined, if 


‘necessary, by the intravenous injection of sodium amytal. 


The arteries should preferably be in a‘healthier state than 
in the above case and there should never have been any 
indication of heart failure: (6) The renal function should be 
completely satisfactory. 


Summary — 
A case is reported of prefrontal leucotomy performed on 


“a hypertensive patient suffering from severe and intractable 


depression, the onset of which was associated with the 
climacteric. 4 

Blood-pressure readings previously ranging: between 170/100 
and 260/160. have over the 16 months since the operation 
remained stabilized between 140/95 and 160/100. A retinal 
' haemorrhage seen before the operation is no longer evident. 

Possible explanations for these findings and for others which 
may be related to autonomic functions are discussed. 


| _» The disappearance of symptoms and the very great improve- 


~, and more particularly to Dr. Desmond Curran for criticism and | 


ment in the domestic situation are considered to outweigh the 
personality changes and other complications. 

Suggestions are made concerning the indications for perform- 
ing prefrontal leucotomy where hypertension is one, of the 
factors. 


` I am indebted to all those mentioned in the text for their help, 


‘encouragement and to Dr. Hazel Liddell for the use of her original! 
notes on the case. : 
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, Speaking at a conference on home helps recently, Dr. Peters, 
Deputy Chief Medical Officer, Department of Health for Scot- 
land, said that though the hospital and specialist services might 
be the most costly and the most spectacular part of the National 
Health Service a great deal of its work would be stultified if it 
could not be followed by continued care in the home. Socio- 
medical services were of the utmost value in helping to keep 
the family together and preventing it from being broken up, as 
‘it so often could be, by the sickness or disability of one of the 
parents or bread-winners. The home help should be looked 
on as a member of a team, along with the family doctor, the 
‘health visitor and the district nurse, which could do a great deal 
towards alleviating suffering and anxiety. She was not a nurse, 
although occasionally her duties might have to extend to some 
personal attention, but she was a trained member of a team of 
social workers whose job it was to help and strengthen the 
home: Some authorities were already reporting remarkable 


. „success in their efforts to supply home helps. The home-help 


A 


‘arrangements could be one of the most important and most 
‘rewarding parts of the whole National Health Service. 
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Medical Memorandum 








A Shot -filled Appendix 


Many cases of appendicitis have been found to contain 
lead shot inside the lumen of the appendix ; usually two. 
three, or four pieces are discovered. The following case 
is unusual because of the large number of shot foúnd. 


CASE REPORT 


The patient, an unmarried woman aged 52, had a three- 
months history of vague abdominal symptoms which were 
becoming progressively worse. These symptoms consisted of 
pain in the epigastrium and in the right lower quadrant of 
the abdomen, flatulence, attacks of nausea, and, very occasion- 
ally,;.vomiting. The pain was in no way related to meals. 
There was no loss of weight and there had been no previous 
similar history. Associated with the abdominal symptoms was 





` Radiological appearance 


Appendix after removal 


a: history of occipital headaches and pains in the neck and 
shoulders for about the same length of time. . 

Clini¢al examination revealed a well-built patient with a 
marked absence of signs except for tenderness in the epigastrium 
and right iliac fossa, in neither of which was it very severe. In 
view! of her age and the vagueness of the symptoms and signs 
a cholecystographic and barium meal examination was made. 

The radiological report (Dr. S. Cochrane Shanks) stated: 
“The cholecystogram was normal, the stomach and duodenum 
showed a coarse mucosal pattern consistent with a gastro- 
duodenitis, but there was no sign of actual ulceration. The 
appendix was very long, and was filled in its distal half with 
what appeared to be lead shot. There was tenderness over the 
appendicular shadow. Doubtless the length of the appendix 
had something:to do with the stasis in the distal half.” 

The case was referred to a consulting surgeon, Mr. Michael J. 
Smyth, F.R.C.S., who performed a laparotomy, with a para- 
median incision extending from the umbilicus downwards. No 
abnormality was found except that the appendix was distended 
and bulbous, and was removed. The patient made a rapid and 


- uneventful recovery, all her symptoms, including the head and 


neck pains, having disappeared. 

A pathological examination of the appendix was made by 
it The 
appendix was enlarged and its wall was thickened. Its 
interior was packed with more than 60 small lead shots. No 
other abnormality was seen. Microscopical examination showed 
only a slight increase in fibrous tissue in the submucosa. In 
all other-respects the histology was normal.” (See photograph.) 

It was later discovered that the patient often ate game, her 


brother being a first-class shot. C. Eprer, M.B., B.Ch. 


= 


‘observations and deductions make fascinating reading. 
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SIGHT AND’ -SNAKES ak 
Visual Development.. By J. H: Prince, F.R.MS., F.B.O.A. > 
Volume I. Foreword by Professor H. Hartridge, F.R.S. 
(Pp. 418; 182 illustrations, : ' £2 10s.) Edinburgh: E. and 
S. Livingstone. (1949. i 
Sight, Light and, Efficiency. ` By H; C. Weston, F.LE.S. . 
(Pp. 318 ; 132 illustrations.. £2 2s.) Ponce: H. K. Lewis, 
~ and Co. 1949... . 


Mr.J. H. Prince hag travelled fifty thousand miles around 
and about the Antipodes collecting and examining animals ` 
of all«types and, descriptions, observing them in their 


‘natural. habitats, watching what they do and do not do, 


looking into their eyes during life and sectioning them 
after death, seeking out naturalists, scientists, and just 
ordinary plain folk—anyone, in fact, who had information 
to impart. He has examined, watched,. and listened to 
some purpose, and, what is still more ‘important, his 


With a verve which I hope will take him another fifty 
thousand’ miles he tells us in a few pages all there is to 
know about the development of vision and colour vision, 


` visual imagery,-and , visual perceptions—the whole story 


of the evolution of the visual sense. from its | inception. in 
light-sensitive cells to its fullest development in birds and 
the higher mammals. He tells how 3,000,000,000: years ago 
organic solutions reacted to light, 1,000, 000,000 years ago 
unicellular organisms did likewise, 1,200,000,000 years 
ago amoebae developed primitive eye-spots, 550,000,000 
years ago light recognition appeared, and 150,000,000 years 
ago cephalopods -ultimately developed useful eyes; how 
dark-adaptation followed a flight for safety from predatory 
enemies to the abyss of the ocean, how the perception: of 
the third dimension arose from the need. to pierce the 
camouflage adopted by animals. of shading into their 


_ environment, and the colour sense from the development 
- of camouflage by colour.. 


All kinds of knowledge i is gained 
by the way, from how best to use a microscope and take 
photographs, through a mine of information (most of which 
I did not know before) on the shape of the pupil in 
hundreds of species and the appearance of the fundus— 
illustrated by -beautiful paintings—of almost'’as many, to 
a discussion of the best way to restrain a snake or a lion 
when you examine its eyes. 

There is plenty of excitement, too—for instance, an 
illustration of the danger of getting anaesthetized first if 
you give an anaesthetic to a buffalo to examine its fundus. 
The greatest thrill is the tiger-snake. Prince guillotined it 
so that he could look at.its fundus without anxiety, but 
when he approached the severed head the jaws opened— 
apparently it still could see... The headless body dis- 
appeared out of the room, moving along with its severed 
neck raised until it was swallowed by another snake, and 
even then the headless snake struggled until the last inch 
of its tail had disappeared into. the other’s mouth. 

. Some ‘of the theories’; advanced with such care-free 
assurance are to be viewed with caution (as that rods are 


” developed from cones or that red and blue-green were the 


first colours to be appreciated), but. Mr. Prince is a born 
observer, and observations—many of them original—are' 
here in plenty. . It is to be hoped he: will soon set out | 
on his travels ` again and let us have the pleasure of reading . 
the second volume which he promises. ; i 

Sight, Light and- ‘Efficiency reminds us that the many 
problems of lighting, visual efficiency, and -the care of -the 
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` on industrial. staffs; 
ce manager, the foreman, and ‘the worker, whose interests lie 
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eyes at work are of: interest toa wide circle. They concern 
not only ` the oculist, ‘the industrial medical officer, the 
_ illuminating engineer, and the personnel representatives 
but also the industrialist or works 


in the efficiency, safety, and comfort of industrial plants 
or'offices. - These problems have been somewhat neglected 
by ‘British industry as a whole, and there is no doubt that 
if there were a wider realization of the benefits which almost 
invariably accrue from scientific illumination and adequate 
visual hygiene the dividends paid in increased production 
and improved morale at work-places would surprise most 
people who have not made a special study of these matters. 

It is’ no easy task to present the results of the preat 
amount of \technical research which has been directed to 
these problems, largely in this country and America, so 
that they are comprehensible to a varied and wide audience, 
the most important part of which is non-technical. In 
this Mr. Weston, whose original contributions to the subject 
are well known, has succeeded to a surprising degree. No- 
where else in this country will the case for visual efficiency 


... and safety be found so well and authoritatively advanced 


The sense is admirably conveyed throughout by profuse 
illustrations and diagrams, many of which reveal more than 
usual originality. It is to be hoped that the book will 
enjoy a ‘wide distribution, for it cannot fail to exercise 
an influence for good in a field which is too frequently 
neglected, and at a time when industrial efficiency and the 
maintenance of a high morale is of paramount importance 
in the national interest 
i STEWART DUKE-ELDER. 
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A REVIEW OF HAEMOLYSIS 


Hemolysis and Related Phenomena.’ By Eric Ponder. 
(Pp. 398 ; 69 illustrations. $6.00 or £2 10s.) New York: 
Grune and Stratton. London: J. and A. Churchill. 1948. 


Here is a monograph of outstanding interest, particularly 
to the haematologist and the bio-physicist. No one iS 
more competent than its author to present a critical review 
of the subject. He has made an authoritative and thought- 
provoking contribution to the complex and baffling series 
of problems of haemolytic phenomena’ in relation to the 
mammalian red cell. Dr. Ponder says that he has not 
set out to provide a compendium or source-book on the 
subject, but rather to act as a guide to those interested 
- in the fundamentals of haemolytic-phenomena. 

In the first two chapters he considers shape changes’ in 
the red cell; with or without alterations in its volume. There 
is a full discussion of mammalian red cells, the disk-sphere 
transformation, various obscure phenomena, and atypical 
forms of mammalian red célls. Then follows a discussion 
on the measurement of red-cell volume, the principles and 
practical details of the different methods used, the effects 
of hypotonic media with their osmotic discrepancies, meta- 
stable states of the'mammalian red cell, fragility measure- 
ments, and the factors influencing the rate of volume 
change.. 

Chapter | four describes the oeny and, archi- 
tecture of the red cell, including a consideration of the 
reversible siċkling phenomenon and its bearing on the 
problem of red-cell structure, changes in the physical and 
chemical properties in disease, and cell inclusions. ` 

In connexion with the kjnetics of haemolysis, the author 
. discusses the formal, kinetics, with percentage haemolysis 
 curves,, and the technical procedure and analyses of these 
curves. This is followed by- a cónsideration of the events 
leading up to, accompanying,-and. following haemolysis, 
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.~ haemolytic systems. 
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prolytic ion exchanges, prolytic volume changes, and the 
spot-wise action of lysins. An interpretation is given of 
evidence derived from various measurements—for example, : 
fading time, impedance of haemolysed celis, and electro- 
-phoresis. The measurement of inhibition and acceleration 
of haemolysis (chapter six) under different, influences and 
‘conditions indicates some of the properties of complex 
The final chapter is concerned with 
haemolysis in vivo, in which many problems are posed 
for elucidation. i ` 

This monograph will not appeal to many readers, but it 
is an' essential addition to the library of the serious worker 
in this subject. The book is full of information and most 


4 


‘vatuable critical discussions of techniques, old and new ` 


theories, and mathematical, biochemical, and .biophysical 
considerations of the haemolytic phenomenon. 


JOHN F. WILKINSON. 
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VARICOSE VEINS ` 


Varicose Veins. By R. Rowden Foote. (Pp. 226; 205 | 
illustrations and 3 coloured plates. £1 12s. 6d.) London: 
Butterworth and Co, 1949, 
The author has discussed adequately a very difficult subject, 
and a study of this book will well repay the time spent. 
The advice given- on this ever-controversial topic is sound 
and orthodox, and the steps of treatment are lucidly 
-described. The author, in my own opinion, belongs to 
the correct school, in that he endeavours to achieve -a 
good thrombosis of the entire system of varicosities by a 
combination of ligation and thorough injection. : 
It is hard to confine the discussion to varicose veins 
‘alone, and the author has dealt with deep thrombosis of 
the leg veins in addition. In this section enough weight 
has possibly not been given to the value of femoral vein 
ligation, both during the active phase and later when 
complications are appearing in the lower leg. Certainly 
the dismissal of Leriche’s method of lumbar ganglionic 


' injection would not be shared by those who have witnessed 


the dramatic response to this simple measure. 
The book is adequately illustrated, but some of the 


` photographs are poor and could be improved and wrongly 


` 


? 


t 


i 


placed incisions marked plainly on the legs. Mistakes are 
few—equin(cjus (p. 186); and Leahy’s swabs (p. 94), 
though small things, are Lahey’s own. In: the, excellent 
.photograph- of an arterio-venous aneurysm (p. 49) ‘the 
increased length of the leg is not commented upon. 
historical chapter is excellent, but one looks in vain for the 
eccentric Baynton who did so’ much for varicose ulceration. 


A. DICKSON WRIGHT. 
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British doctors have a characteristic fondness for old hospitals, 
old prescriptions, old signs, and old jokes, and the fifth edition of 
Round the Fountain (pp. 243; 4s.; London: St. Bartholomew’s 
Hospital Journal, 1949) should satisfy -all four weaknesses. It is 
a collection of excerpts from the St. Bartholomew's Hospital Journal 
from 1893 to this year. Some of the material has been published in, 
previous editions, and the best of the last 22 years has been added. 
Bart's seems to produce poets rather than prose writers, which is un- 
fortunate, as the general standard of the arucles is superior to that of 


. “the verse. A few passages have the laboured construction of old -pieces 


“from Punch, but most of the book reads freshly and entertainingly. 
‘It is also ‘something of a social-history bouk, occasionally throwing 
light on the spacious and more leisured days earlier in the century— 
for instance, in a serious discussion by a houseman on dressers there 
‘is reference to those who “could not ... be deterred from taking 
off their hats to me in the Square . . . and who would invite me to 
dine at their clubs.” All students should'read * The Keen Man,” 
and every newly qualified resident would profit from the paper on 
“ Housemaniasis.” The book is not sufficiently parochial to exclude 


‘* graduates of other hospi.als from its enjoyment; Bart’s men,. of 


course, will skip through all the pages with delight. 
: í 
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SENSE AND INSTABILITY ~ . 
In the opening pages of this .week’s Journal, published 
the day before Christmas, Dr. Russell Brain. takes us 
away from the chief preoccupation of the medical man 
and a medical journal. No mean poet himself, he fol- 


lows in the line of many learned physicians of the past, 


in his interest in literature. In the brief “ case histories ” 
he records so well he illustrates his chosen theme of 
mental instability and literary genius. 
l seem to be reasonably well supplied with neurotics and. 

psychopaths. Some of them have a brief burst of pub- 
licity in the columns of the sénsational press ; most of 
them suffer in obscurity and perplex only their relations 
and their doctors. But when a genius such ‘as William 
Blake says he has spoken with Elijah in the field, the 
question is quickly asked whether this unusual mani- 
' festation is causally linked to his creative ability. The 
question has been asked about Darwin, and about 
Newton, whose eccentricities ‘lapsed into near-madness 
when he accused John Locke of seeking to embroil him 
with women. Whether in science, in painting, in music, 
or in literature, one has not to look far for examples of 
what we commonly call abnormal behaviour. 

Dr. Brain’s list of: psychopathic authors is at first 
sight formidable, and all the. more so because it sup- 
ports the popular impression that genius in writers is 
a near neighbour to madness, or even an -inseparable 
‘companion. We are wary of having our preconceptions 
confirmed only by a list of cases that support them, but 
: Dr. Brain cautiously concludes that “ more than, one 
process which the psychiatrist calls pathological may 
be an essential element in the virtues of genius—and 
perhaps of the, rest of us.” On the. other hand, many 
great writers could be cited who never seem to have 
crossed the forbidden frontier. Yet we are left uneasily 
asking, How many ? Since the limits of both genius and 
mental instability can be defined only arbitrarily, the 


_ question is likely to be<left unanswered, and Dr. Brain - 


poses it in another form: “Is norinality more than’ é a 
statistical myth ? ” . 

The common man, whose century, this is supposed 
to be, would probably answer yes, for, the idea of nor- 


mality is certainly a popular myth and ‘one of fairly 


‘recent evolution.’ It has been nurtured by the work of 


administrators and scientists, men who must abstract 


r 


The world would ` 


\ 


from: ‘a, mass ‘of data some general principle that can 


guide their actions when they set to work on the people 


` or materials concerned. Since science and administra- 


‘tion have: come to penetrate every cranny of the citizen’s 
life, their’ abstractions ` have crept into his mind and 
reappeared -as beliefs. The arithmetical mean shines 
forth as normality. Common sense allows the normal 
to vary within limits on either side of the average, but 
for human conducts sets limits that alter in accordance 
with social circumstances. ‘The limits of normality, like 
the average, are a myth founded on an arithmetical 
abstraction—the standard deviation. 

Yet it must be‘admitted that, even if mental normality 
is a “statistical myth,” writers themselves, in the words 
of Harold Nicolson,’ “are largely to blame if the 
general - public regard them as unbalanced.” Citing 
Plato, Burton, Shakespeare, Dryden, Macaulay, and 
Lamartine as authorities for this “distressing theory,” 
he pleaded that it is more/a legend than a true account 
of the facts. Burton put his own opinion beyond doubt 
in: the words, “ All poets are mad”; and Baudelaire 
confirmed it when he recorded in his notebook, “ J "al 
cultivé mon hystérie avec jouissance et terreur.” Since 
both these writers were at times mentally deranged, it 
is doubtful how general among men of genius their 
experiences were. We might cite in defence the work 
of Terman and his colleagues? in California. Since 1922 


‘they have followed the development,of a group of people 


with great intellectual-gifts, and. found that the mortality 
and insanity rates of the group are lower than those for 
the corresponding age groups in the general population. 
The divorce rate is also lower, and the delinquency rate 
is very low. But. though men of genius are usually 
highly intelligent the converse is obviously not true, and 
the Californian group do not display genius as the word 
is used here. We cannot infer that, because the men dis- 
cussed by Russell Brain reveal some gifts greater in 
degree than the selected Californians, they are a com- 
parable group and should therefore have lower rates of 
insdnity’and so on. For their work enshrines an extra- 
ordinary creativeness that must be accompanied by gifts 
not found in men who are merely highly intelligent. 
Dr. Brain concludes ‘that there is a quantitative 


factor worth considering, and we may admit that, with- 


out designating them insane, most writers of genius have 
a greater range of variation in their personality, than 
the.comnion reader. More daring than most in their 


-exploration of the richness of humanity, they have felt 


more keenly its glory and its guilt. : The anxieties that 
afflict us all rock tempestuously these most sensitive, 
perceptive, and intelligent of, men. Wilfred Trotter’s 
observation that there can be no approach to truth with- 
out a threat to one’s personality goes far to explain why 





1 British Medical Journal, 1947, 2, 78 
2 Psychological Approaches to the Biography of. Genius, Eugenics Society, 1947. 
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' many writers have found a close-alliance between genius 


, and madness. Threat to personality was felt acutely 
` by that abnormal man and many-sided gentus Leonardo 
: da Vinci, who wrote that to create he must be solitary: 

“ While you are alone you are entirely your own, and 1 
you have one companion you are half your own.” 

~ Ít is hard, even for the man of genius, to remain out ‘of 
thé herd and at the same time show. signs and symptoms 
of behaviour that the herd dubs normal. This anarchic 


| tendency of. his mind may progress so far that, like 


van Gogh,, he may eventually find himself in an asylum 


in the company of other solitaries who, apart from their 
| similarity to him in madness, differ completely in the 


7 “commonplace nature of their achievements. 


It would 


“seem ‘that literary and artistic genius flourish in a 


za 


society that is stable, and prosperous, and ‘wilt in a 
society that is unstable—another 1 theme, perhaps, for 
Dr. Russell Brain to explore for our entertainment and 
tee . 


\ e 
a A RITUAL OPERATION 
. Little i is known of the origin of circumcision, despite the 
` very considerable literature on the subject? At its 


` inception the practice seems to have had an essentially 


"religious connotation and to have arisen independently 


in the’ continents of “Africa, America, and Australia. 


Among the Semitic races it is probable that circum- 
cision started as an act of consecration to the goddess of 
"fertility with the object of winning her favour and thus 
ensuring the birth of children. Circumcision in ancient 
Egypt: was certainly not undertaken for hygienic 
reasons, and probably it served as-a sanctification of 


the reproductive faculties and a ceremonial initiation. i 


. It is likely that the ancient Pharaohs were circumcised, 
_ the circumcised state being a necessary qualification for 


the priesthood. It is reported that Pythagoras had him- 
self circumcised while in Egypt so that he might be 
` fully initiated into thé esoteric religious rites of the Egyp- 
tians. Among others, notably.. the American Indians, 
circumcision was mainly adopted as an alternative to 
human. sacrifice. Although circumcision is widespread 


_ In Moslem communities the Koran contains no specific 


“4 a geet J., Encvelopuedia of Religion and ae 


ordinance on this subject. Mohammed is said to have 
been born without a prepuce, and the possession of a 
foreskin was regarded as a disgrace amongst the Arabs. 
It is reported that after one of the Prophet’s battles a 


` Slain Thagafite tribesman was found uncircumcised, and 
great pains were taken to prove that he was a Christian - 


and not truly a ‘member of the tribe. In Arab .com- 
. munities the operation is performed with scissors, a 
“razor, or a split teed, and there ‘is a tradition. that 
~ Abraham used an axe and was rebuked for his haste. 


E. L, Brit. J. a fre 1,3 
78 Ibid, 1948" 2, 177, 7 
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. Some of the methods of disposal of the foreskin are 
more a matter for interest than emulation. The Levites 
during the Exodus piled their foreskins in the wilderness 
and covered them with earth ; in parts of West Africa, 


where the operation is performed at about 8 years- 


of age, the prepuce is dipped in brandy and eaten by the 
patient; in other districts the operator is enjoined to 
consume the fruits of his handiwork, and yet a further 
practice, in Madagascar, is to wrap the operation speci- 
men in a banana leaf and feed it to a calf. In happy * 
contrast to some of these macabre practices is the habit 
of the Bani Chams-in Australia, who merely perform a 
mock ceremony with a wooden knife and leave their 
victims unscathed. 

In Britain, while the practice of circumcision is wide- 
spread, there are rather different reasons for its perform- 
ance, and, though exact figures are difficult to obtain, 
it would seem that more than half the male members of 
the population are circumcised. Many doctors have for 
long rebelled against the wholesale and somewhat primi- 


_tive lopping of the infant foreskin which goes on in some 


out-patient departments and surgeries. On these occa- 
sions, the technique of the operation is frequently deplor- 
able ; sacrifice of skin is often too generous, and atten- 
dant damage to the glans penis or fraenum is not un- 
known. If these criticisms are valid then it may well 
be asked why large numbers of doctors permit and 
encourage a practice which so savours of the ‘barbaric. 
Religious considerations apart, it is not easy to find a 
rational argument for circumcision in most cases, and 
the operation is more often performed because it is 
de rigueur in certain districts or a habit in, some 
families. - 


` Dr. Douglas Gairdner’s valuable study, “ The Fate of . 


the Foreskin,” which appears at page 1433 in this issue. 
will, we believe, make many readers pause for reflection. 
Though medical’ opinion about circumcision may be 
more conservative than it used to be, yet even to-day 
the attitude of the profession in general to the subject 


is too often based upon false ideas of the anatomy and ` 


physiology of what is a useful cutaneous appendage. Of 
the value of the prepuce in the first two or three years 
of life there is no doubt, for it has an important function 
in covering and protecting the glans penis. Contrary to 
widespread belief, non-retractability, a frequent finding, 
is not synonymous with phimosis. There can be little 
medical justification for routine circumcision of the 


infant, and the operation is only occasionally necessary - 


under the age of-3. After this age operation is indicated 
for cases of non-retractability with true phimosis and 
for those with recurrent preputial inflammation or para- 
phimosis. Circumcision should be limited in extent: ‘the 
fraenal region must not be damaged, and sufficient ‘skin 
must be left to cover the very sensitive corona glandis: 
Although: the: operation of dorsal slit is unpopular with 


— 
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some, it is both Satisfactory and simple to perform, and 
the ultimate cosmetic result is good. 


Apart from the local reasons for circumcision it is- 


argued by: some that it will reduce the incidence of 
venereal disease, cancer of the penis, and cancer of the 
cervix uteri. The evidence supporting the first of these 
contentions is inconclusive ; the second is established 
beyond doubt ; while the available data on cancer of the 
cervix do not wartant the conclusions which have been 
drawn by some authorities. As Dr. Gairdner: points 
out, it is likely that lack of cleanliness is more impor- 
tant than lack of circumcision in the case of venereal 
diseases and cancer of the penis. If the latter was not 
a very uncommon disease in this country it alone might 


provide justification for widespread emulation of the’ 


Jewish ‘custom. The Mosaic law enjoins the practice 
of circumcision on the eighth day, and it appears certain 
that this ritual circumcision affords complete protection 
' against carcinoma of the pènis. Furthermore it’has been 
shown that circumcision between the third and four- 
teenth years of life does not give complete protection 
against penile carcinoma.? In the absence of more con- 
vincing evidence about carcinoma of the cervix it is 
difficult to ascribe its low incidence in Jewesses to the 
vircumcision of their spouses. As Kennaway* has 
pointed out, the data are inadequate, and the low inci- 
dence in certain other races cannot be explained by the 
practice of circumcision. It seems safe to say that if 
Dr. Gairdner’s recommendations are accepted much 
circumcisional morbidity and mortality will be avoided 
and, further, -that there is no good reason to fear 
increased incidence of venereal disease or genital cancer 
as a result of this policy. 
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the method. It can give no more than a mechanistic 
picture of cephalo-pelvic disproportion, and it cannot 
measure such other factors as the efficiency of the uterine 


- muscle or the mouldability of the foetal head. Never- 


A 


lhe technical difficulties of obstetric radiography have ' 


prevented it from being so generally accepted as radio- 
graphy in such other fields as the diagnosis of fractures 
_or of diseases of the chest. At this year’s Annual Meet- 
ing of the British Medical Association in Harrogate there 
was an interesting discussion in the Section of Obstetrics 
and Gynaecology on radiology in obstetrics, and two 
of the papers contributed to that discussion appear in 
the present issue of the Journal. 

Professor J. Chassar Moir, describing the use of aiio. 
graphs for assessing disproportion, begins with a plea 
for closer co-operation between the radiologist and the 
obstetrician. He himself has set the excellent example 
of being his own radiologist, but this happy combina- 
tion is a rare one, since few obstetricians have the apti- 
tude, training, or indeed the time to master the difficult 
and exacting technique of pelvic radiography. Pro- 
fessor Moir is ‘the first to récognize the limitations of 


‘N 


subject. 


theless, mechanical difficulty remains the commonest 
cause of dystocia, and in skilled hands the radiographic 
method of measuring both the maternal. pelvis and the 
foetal skull can achieve an accuracy far superior to any- 
thing that can be achieved by clinical means. There 
are probably two reasons why this method has not 
received universal acceptance as an essential part of 
obstetrical diagnosis—first because inaccurate measure- 
ment is all too easy in the absence of adequate skill and 
experience, and, secondly because equipment for this 
type of radiography has not yet been used sufficiently 
widely for the method to have became a routine diag- 
nostic procedure. Professor Moir makes the point that 
pelvic shape is at least as important as pelvic size, and 
the traditional measurement of the true conjugate may 
be of little value unless the other diameters of the pelvis 
are taken into account. Here radiography is of the 
greatest value, since it is the only means by which an 
accurate measurement can be obtained of the transverse 
diameter of the pelvic brim or by which a true picture 
of the shape of the pelvis can be obtained in the living 
Pelvic size and shape, however, must be con- 
sidered in relation to the measurement of the foetal skul! 
in assessing disproportion. Most of the recent work on 
pelvic radiography has been concerned with these two 
factors, and many ingenious methods of relating them 
have been described. Professor Moir has devised three 
charts—for the brim, cavity, and outlet-—from which an 
impression can-be gained about the level at which diff- 
culty may be expected with different sizes of foetal head. 
By this means he has succeeded not only in predicting 
difficulty in labour but also in indicating the cases in- 
which an easy and rapid labour can be confidently 
expected. Obstetric radiography has tended to diminish 
rather than to increase the use of caesarean section, since 
in many cases where clinical examination appeared to 
reveal disproportion radiography has shown that, even 
when the pelvis was contracted, vaginal delivery was 
possible because the baby was small. 

Measurement of the maternal pelvis can, on the whole, 
be made with more accuracy than measurement of the 
foetal skull. Dr. S. Josephs, in the second paper on this 
subject, discusses the intrautérine measurement of the 
foetal biparietal diameter. The accuracy of these measure- 
ments was checked after delivery of the child by inde- 
pendent observers who had no knowledge of the previous 
readings. Dr. Josephs does not give details of the actual 
method employed, but the results are impressive. The 
radiological method tended to overestimate the size of 
the head by 0.02 in. (0.5 mm.), but in the whole series 
it was found possible to predict the size of the biparietal 
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- diameter to within 0.1 in. (2.5 mm.) in 75% of cases and 
to within 0.15 in. (3.75 mm.) in 95% of cases. One 
~ remarkable result of this investigation was that no growth 
of the biparietal diameter of the foetal skull could be 
detected between 36 weeks and 40 weeks. If this is con- 
“firmed it overthrows an opinion which has been generally 
accepted since the work of Scammon and Calkins? in 1929 
indicated that the biparietal diameter of the foetal skull 
increases in size at the rate of 0.1 in. per week during 
the last four weeks of pregnancy. If it is true that the 
diameter of the foetal skull does not increase during the 
. last four weeks of pregnancy—and confirmation of this 
observation is a matter of great importance—then it 
should be possible by radiological examination to pre- 
dict the probable course of labour at any time from the 
thirty-sixth week to term. Study of the growth curve 
between 30 and 36 weeks also becomes of greater impor- 
tance ; simple clinical observation shows that the child’s 
head must grow at some time between the thirtieth and 
fortieth weeks. 
Though pelvic radiography must be regarded as 
still in an early stage of development, equipment for 
‘tadiographic cephalo-pelvimetry should be provided in 
every maternity unit. The closest possible co-operation 
‘ between the radiologist and the obstetrician is essential 
—ideally each case should be discussed as a diagnostic. 
‘problem, and the results should be available to both. 
Great accuracy in measurement is also necessary, 
and it should be possible for radiographs to be taken 
during the course of Iabour.. Radiographic pelvi- 
metry is chiefly of value in doubtful cases of 
cephalo-pelvic disproportion, but the clinical features of - 
the case require careful consideration, since radiology 
can do no more than exclude one important cause of 
dystocia. It would be wise, however, to carry out pelvi- 
metry in every case where caesarean section is contem- 
plated for disproportion, except perhaps in the case of 
- obvious gross pelvic contraction, now rarely, seen in this 


country. By this means some patients may be selected- - 


_for trial labour and accomplish vaginal delivery who 
would otherwise have been subjected to elective 
` caesarean section. One of the results of radiographic 
measurement of the pelvis has been the overthrow of 
many of the traditional ideas of the normal measure- 
ments of the pelvis. Since the time of William Smellie 
it has been assumed that the true conjugate should nor- 
mally measure .4} in. (10.6 cm.), but recent radiographic 
studies have shown that the normal measurement is 44 
to 44 in. (11.3 to 12 cm.). Further, it is now doubtful 
whether the conventional external measurements of the 
pelvis, the interspinous, intercristal, and external conju- 
gate diameters, have any practical clinical value. In fact 
they may often prove misleading, since a normal pelvis 
often exists with small external measurements, while the 
1 Growth in the Foetal Period, 1929, Minneapolis. 
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pelvis may be contracted though the external] measure- 
ments are normal. Another important fact disclosed by 
radiographic pelvimetry is that dystocia may arise from 
contraction in any plane of the pelvis and not only, as 
was formerly assumed, at the brim or the outlet. It 
has also greatly increased understanding of the problems 
raised by outlet contraction. It appears certain that 
further technical advances will be made and that 
radiography for the detection of cephalo-pelvic dispro- 
portion will become as commonplace to the obstetrician 
as, for example, radiography of the ane is to the chest 
paysician: 





INHIBITION OF AN ENZYME 
Man’s internal environment, his essential saline heritage. 
is preserved mainly by his kidneys. It is a strange evolu: 
tionary paradox that this internal environment, to be pre- 
served within its needful-narrow limits, must be constantly ` 
externalized as a copious protein-free glomerular filtrate. 
most of which is reabsorbed as it flows over the great and ` 


' discriminating surface of the renal tubular epithelium. The 


excretion and selective reabsorption of this internal. environ- 
ment is one of the major circulations of the body. Home 
Smith,! illustrating its magnitude, states that each day the 
energy of the heart and blood pressure pumps out as 
glomerular filtrate 170 litres of fluid, containing nearly 
half a pound (227 g.) of glucose and over three pounds 
(1.36 kg.) of sodium chloride, on to the surface of the 
renal tubular epithelium. As Smith writes, “ Thus heart 
and kidney are literally pitched in constant battle against’ 
each other—our lives depend on neither one of them ever 
winning out.” The wards of a general hospital are a 
reminder that the battle is ceaseless and that man is indeed 
- delicately poised between dropsy and desiccation. 

Among the achievements of the renal tubular epithelium 
in this circulation is its ability to excrete the excess acid 
of man’s usual diet without a corresponding depletion oj 
R. F. Pitts, reviewing concepts 
of this mechanism, strongly supports Homer Smith’s view“ 
that this is accomplished by an exchange between distal 
tubular cells and distal filtrate of positive hydrogen ions 
The tubular cells, rich in the 
enzyme carbonic anhydrase, excrete the positive hydrogen 
ions from carbonic acid, which is obtained from the dis- 
solved carbon dioxide of the capillary blood and as a pro- 
duct of renal cellular metabolism. The positive hydrogen 
ions are exchanged for the positive sodium ions from the 
fixed base of the distal filtrate, the sodium ions being 
returned to the blood stream as sodium bicarbonate. The 
carbonic anhydrase in the distal tubular cells is an essential 
part of this mechanism, which serves the dual purpose of 
excreting acid and conserving sodium bicarbonate. Inhibi- 
tion of carbonic anhydrase in this cycle might therefore be 
expected to diminish the reabsorption of sodium, forcing 
it out of the body, to promote acidosis by diminishing the 


Lectures on the Kidney, 1943, Kansas. 
2 Fed. Proc., 1948, 7, 4 
~ § The Physiology of the Kidney, 1937, New York. 
4 Pitts, Re F., and aoe ch, W. D. , Amer. J. Physiol., 1946, 147, 138. 
5 Mann, T., and K . Nature, Lond., 1940, 148, 164. 
8 New Engl. J: Med., 1849, 240, 173. 
7 Lancet, 1949, 1, 683. : 
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excretion of hydrogen ions, and thus to lessen the acidity 
of the urine. 

This enzyme inhibition has been produced experi- 
mentally by giving sulphanilamide,* which by virtue’ of 
its free sulphonamide group is a specific inhibitor of 
carbonic anhydrase.” Schwartz® attempted to force a 
therapeutic loss of sodium from the body in congestive 
heart failure by the administration of sulphanilamide and 
obtained a limited success in three patients. His results 
supported the ionic exchange concept and were in accord 
with the predicted biochemical changes. He emphasizes, 
however, that the drug is too toxic for further trials and 
he hopes to find a less toxic compound containing a simi- 
larly effective free sulphonamide group. It is possible 
that a similar enzyme inhibition may be the fundamental 
biochemical lesion in some -clinical cases of acidosis. 
Stapleton’ recently reported a case of idiopathic renal 
acidosis in a child with severe dehydration, chronic malaise, 
and vomiting. The urine, however, remained alkaline and 
contained sodium bicarbonate despite an abnormally low 
plasma bicarbonate. The biochemical pattern and the 
child’s health were restored when she was sustained by 
protracted administration of alkali. Stapleton suggests that 
in this form of acidosis the biochemical leston may be 
an inhibition of carbonic anhydrase. These experimental, 
therapeutic, and morbid variations all illustrate a vital part 
of the .external circuit of man’s internal environment, a 
circuit in which 400 g. of sodium bicarbonate are tenta- 
tively excreted each day, roughly five times the total body 
store of available base.* . 


MEDICAL DICTIONARIES 


So detailed has the study of medicine become that the 
student taking his final examinations must already have 
mastered the equivalent of a foreign language if he is to 
make his terminology understandable to the examiners. 
Though most medical terms are of Latin or Greek origin, 
many students now have little Latin and less Greek. When 
he goes on to do some research or extend his interests the 
student finds that a knowledge of French and German is 
desirable, and many of the examinations for higher qualifi- 
cations require him to translate a piece from one of those 
languages. Though there are a number of helpful dic- 
tionaries for the more commonly used languages it is 
questionable whether they are adequate for the research 
student’s requirements, and, now that more countries where 
Slavonic languages are spoken are producing books and 
‘journals that should be read, the need is increasing for 
dictionaries giving an up-to-date translation into English 
of medical terms from the Russian, Bulgarian, Serbo-Croat, 
and the others. Discussing the journals in foreign languages 
read in libraries, Dr. Raymond Whitehead! said recently : 
“ The insignificant representation of other foreign languages 
[than French and German] probably means that few if any 
users of the library read them; it does not mean that the 
medical literature in these languages is unimportant— 
evidence to the contrary is provided by a steady demand 
for translations from them by those using the library.” 


l British Medical Journal, 1949. 1, 147. 
t? Interlingua Sctentific and Technical Dictionaries, Unesco, Paris, 1949. 
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A report on technical dictionaries prepared for Unesco 
by J. E. Holmstrom? shows that, though there are three 
medical dictionaries into Russian, there are apparently none 
from that language'into English, nor are there any from 
Portuguese into English or from English into Portuguese 
Two good modern medical dictionaries connecting English 
with French both ways are said to be in the press. As 
Mr. Holmstrom points out; “ Adequate provision of medi- 
cal dictionaries is to be regarded as a matter of indirect 
but urgent humanitarian importance, equally for languages 
in which original research is published and for those of 
medically backward countries such as China.” The need 
of these medically backward countries is now great, for 
many are developing the technical resources that will enable 
them to make use of research carried out in countries at 
present more advanced technically. In a rather different 
category are India and Pakistan. As their link with Britain 
becomes less intimate than formerly, presumably fewer of 
their medical men will be able to read and write English 
with facility, and adequate medica] dictionaries will be 
needed for them if they are to keep in touch with the 
scientific advances of the English-speaking world. There 
is no necessity yet for a British-English-American-English 
medical dictionary, but Mr. Holmstrom shows that in some 
branches of technical terminology, notably tn engineering. 
we and the Americans often give quite different names to 
the same thing. We can only hope that such divergence 
does not become common in medicine. 

Mr. Holmstrom suggests that Unesco should gather fur- 
ther information and criticisms of the report, and then con- 
sider establishing an international terminological bureau 
under the joint auspices of Unesco and the International 
Organization for Standardization. The bureau might be 
located at Geneva, so that it could be in close touch with 
the latter organization, or it might be attached to the 
Science Museum Library in London, or to some other 
established bibliographical centre. The bureau would con- 
duct research into technical terminology and dictionaries 
compile and publish standard terminological definitions 
and equivalents, and, when any definitions, equivalents, or 
sketches had been approved by the appropriate bodies. 
authorize them to be printed by commercial publishers 
accompanied by a suitable symbol indicating that they were 
approved by the bureau. He wisely considers that pub- 
lishers should be at liberty to mix approved terms with 
any others, which would be unaccompanied by the symbol, 
for language depends on usage, which varies among writers. 

The report includes an interesting speculation on whether 
an electronic machine might be constructed to produce 
translations. The possibilities are fascinating, though per- 
haps their realization is still rather remote. The machine 
translation might be full of “howlers,” but an editor 
acquainted with the subject matter would be able to make 
it readable and accurate even though he did not know the 
language from which the work had been translated. Mean 
while the work of translating and abstracting from the 
world’s medical literature is being carried out by more 
old-fashioned methods by Abstracts of World Medicine and 
Abstracts of Worid Surgery, which draw the attention of 
medical practitioners and students to the more important 
medical papers published all over the world and summarize 
the contents for them. 
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FIBROCYSTIC DISEASE OF THE PANCREAS 


> The. publication in 1938 of Dorothy Anderson’s*’ series 


`- gnishes this’ condition from coeliac disease. 


occurs in dogs after removal of the pancreas. 


`y 


of 49 cases of fibrocystic disease of the pancreas led to 
recognition of the disease as a clinical entity. She divided 
the cases into three groups : neonatal, infantile, and child- 
hood. :-Fourteen cases recently reported by Pitt? in Aus- 


tralia all belonged to the third group. In a paper which. 


appeared in this Journal some weeks ago Matheson? 
described seven cases seen in one hospital between June, 
1947, and September, 1948—this amounted to 2% of the- 
medical admissions to the children’s ward during that 
period. The evidence suggests that the disease- is 


- inherited, and Matheson considers that the inheritance 


may be explained by incomplete dominance. 
The signs of the disease are malnutrition, the frequent 


passage of large, offensive, pale stools, and cough, which ` 


may resemble whooping-cough. Clubbing of the fingers 
is usual. The.appetite is good—a feature which distin- 


pancreatic -secretion appears to cause a fatty liver and 
eventually cirrhosis, a process analogous to that which 
The diag- 
nosis is not always easy, but the presence of fatty stools 
with a high nitrogen content and signs of vitamin-A defi- 
ciency in a child without evidence of a tuberculous infec- 
tion in the chest or abdomen are indicative. The fat con- 
tent of the stools may be misleading, for although- the 
amount is very high a large proportion.may be found. as 
split fat, owing to the effect of intestinal lipase and bacterial 
action. The older the stool when it is examined the higher 
the percentage of split fat will be. 

Fibrocystic disease of the pancreas can be distinguished 
from coeliac disease by examination of duodenal contents, 
but the collection of duodenal juice from a child may not 
be a harmless. procedure. The vitamin-A absorption curve 
is always subnormal, but this does not help to distinguish 
the condition from coeliac disease and other intestinal dis- 
orders. Recently attempts have been made to investigate 
protein metabolism by amino-acid curves ; whereas there 
is a definite rise and fall over three hours in normal children 


and those with coeliac disease, the curve hardly departs- 


from the fasting level in cases of fibrocystic disease of the 
pancreas. Radiographs of the lungs are said. to show 
a stage of collapse associated with obstruction of the 
bronchi, and, later, great accentuation of the hilar shadows. 
Shadows in the lung fields characteristic of peribronchial 
infiltration have also been described.” It must be remem- 
bered, however, that respiratory infection often occurs in 
coeliac disease, and it would be hard to support a claim 
that the x-ray appearances of the lungs in fibrocystic 
disease are pathognomonic. Indeed, there is no single 
feature, with the exception of the alteration in the protein 
metabolism, which can be taken as a definite distinguishing 
sign . between cystic disease of the pancreas and coeliac 
‘disease, though the respiratory disturbances are more severe 
in the former than in the latter. Therefore, when a case 


— 


1 Amer. J. Dis. Child., 1938, 58, 344. ; i 
23 Med. J. Aust., 1948, 1, 91. 
3 British Medical Journal, 1949, 2, 206. 
, 4 Anderson, D. H., Proc. R. Soc. Med., 1949, 42, 25. 
5 Attwood, C. J., and Sargent, W. H., Radiology, 1942, 39, 417. 
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of steatorrhoea occurs in a child, the possibility of cystic 
disease of the pancreas should always be considered. ‘The 
usual treatment is to give a high-calorie protein diet, with 
added’ vitamin A, and--pancreatin by mouth. Fats should 
be restricted. For respiratory infections penicillin will be 
required. Matheson suggests that the results of treatment! 
might be more successful than those generally obtained a! 
present if the mucus which collects in the bronchial tree 
could be liquefied. a 


HUMAN PLASMA PHOSPHOLIPID FORMATION 


A phospholipaemia is a common finding in association 


with liver disease ‘and many other conditions. In any ol 
these the raised plasma phospholipid may result either 
from over-production or from diminished utilization ir 
the tissues. Radioactive tracers can be used to determine 
which of these two mechanisms is responsible. Radio- 
active phosphorus is incorporated within a few hours into 
the plasma phospholipids.1 Accumulation of the latter 
in the plasma due to inadequate utilization would be 
indicated by a relatively low level of radioactive phos- 
phorus, since the newly formed phospholipids would be 
diluted by those already accumulated. On the other hand 


” a lipaemia due to increased synthesis would be reflected 


in a higher level of the radioactive element. Balfour’ 
applied these principles to the study of lipaemia in twenty 
patients with various types ‘of disease, including obstructive 
jaundice, nephrotic nephritis, and portal cirrhosis. Nine 
normal subjects were used as controls. In all cases 
whatever the cause of the blood lipid change, a direct 
correlation was found between the level of phospholipid 
in the plasma and the quantity of newly formed phos- 
pholipid as judged by its specific radioactivity. Since the 
liver is the main and probably the only source of plasma 
phospholipids,? it may be concluded that in all Balfour's 
cases the hyperlipaemia resulted from over-production in 
the liver. Since, however, the same results were obtained in 
cases of advanced liver disease, the liver appears to possess 
great powers of svnthesis. Experiments by Chaikoff and 
his colleagues,* however, indicate that there may be an 
alternative explanation of Balfour’s results. Using radio 
active phosphorus as a tracer they found in dogs that 
choline increased the turnover of the phospholipid in the 
liver, but not in the plasma. They therefore suggest that 
the reduction in liver fat which is a consequence of 
the administration of choline is not due to increased 
transport but to increased utilization within the liver itself 
A rise in plasma phospholipids in hepatic disease might 
therefore be expected if their intrahepatic consumption 
was more impaired than their production. Since hepatic 
injury, particularly if severe, is more likely to be associ- 
ated with depression than stimulation of liver function 
it is more than probable that the apparent over-production 





of phospholipid results from impaired intrahepatic 
utilization. 
1 Artom, C., Sarz a, G., Perrier, C., Santangelo, M., and Segrè, E., Nature. 


Lond., 1937, 139, 836 6 and | 
2 Gastroenterology, 1947, a ae 


3 Fishler, M. C., Entenman, C., Montgomery, M. L., and Chaikoff, I. L., J 
biol. Chem., 1943, 150, 0, 47. 


1 Thid., 1948, 176, 193. 
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‘WITH SPECIAL REFERENCE TO -GASTRIC AND DUODENAL ULCER 
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e 


Physician-in-charge, Gastro-enterological Unit, Central Middlesex Hospital ; 
Consultant in Gastroenterology, Postgraduate Medical School of London 


Dyspepsia is a common symptom for which there are many 
causes. Discomfort related to- meals, epigastric fullness, 
flatulence, soreness, and heartburn may merely signify a 
disturbance of function of the stomach, often the result 
of'some form of stress. This stress may be nervous or 
emotional, as from acute anxiety or sustained annoyance ; 
or it may be physical, the result of over-fatigue, late nights, 
or insomnia ; or it may be acting directly on the stomach 
from hurried meals, badly cooked food, or excessive drink- 
ing. Heavy smoking, habitual purgation, or,continued use 
of aspirin may be having an irritant effect on gastro- 
intestinal function. A psychoneurosis is another possible 
reason for a functional dyspepsia. 


These causes account for a high proportion of the 
dyspepsias. The next common cause is peptic ulcer; and 
again many of the above stress factors may have been 
present. Whether or not a given set of stimuli cause 
functional dyspepsia or produce an actual ulcer possibly 
depends on the time the adverse factors have been operating 
and on their intensity, both of which may also depend on 
the personality of the individual. The carefreé fellow will 
meet his disappointments and frustrations with equanimity 
and quickly forget about them; the sensitive, worrying 
individual will magnify difficulties and bottle up his resent- 
ments, stimulating nervous impulses which pass down -to 
his stomach and intestine. If he is also over-conscientious 
be will not stop working and rest like many of his’ fellow 
men. Sudden calamity in the life of a normal stable 
individual may be enough to fire the mechanism which 
produces .the peptic ulcer, and acute symptoms may begin 
without any preceding indigestion. 

Although this relation between stress and ulceration may 
often be found, there are many-patients in whom the most 
careful inquiry will fail to reveal any untoward event 
preceding the onset of symptoms. Physica] and mental 
stress are two aetiological factors, but there are probably 
others which are-subtly associated with modern life and 
which have so far escaped recognition. 


Differential Diagnosis - 
Other diagnoses have to be kept in mind, particularly for 
the milder degrees of indigestion. Carcinoma of the 
stomach is, numerically, an infrequent cause of indigestion, 


but: must nevertheless be carefully excluded. Gall-bladder | 


disease may produce a flatulent dyspepsia. Oesophageal 
hiatus hernia, or oesophageal ulcer may lead to acute 
discomfort, particularly when the patient lies down. 
Helminthic infestation is an occasional cause, and there 
are also diseases affecting other organs—e.g., cirrhosis 
hepatis, pulmonary tuberculosis, early heart failure, and 
incipient uraemia—which may produce dyspepsia. 


Investigation 
. A careful history and examination are the first essentials, 
and may bring to light significant factors of probable 
aetiological importance. In the majority of cases a barium 
meal should be arranged, to increase the accuracy of the 
diagnosis. “One is constantly being surprised to find gastric 


~ 


or duodenal ulcers in patients whose symptoms have beeo 
shght and atypical. However, it is not uncommon to 
receive a negative x-ray report on the patient’ with a con- - 
vincing ulcer history. Examination of stools for occult 
blood is a valuable investigation, but a fractional test meal 
is of little diagnostic assistance. Gastroscopy is useful 
when there is a discrepancy between the clinical and radio- 
logical findings, and may clinch the diagnosis between a 
simple and a malignant gastric ulcer. In some difficult 
cases Japarotomy is still the final arbiter. 


Simple Stress Dyspepsia 

This is mainly associated with anxiety states, and the 
symptoms lack the clear-cut periodicity of ulcer dyspepsia 
Discomfort is common immediately after meals, and 
aerophagy is often present. The internal emotional tension 
may be well concealed at first, even though the individual 
may feel at the “end of his tether.” A sympathetic 
hearing of the patient and a confident explanation of the 
mechanism of the symptoms, combined with adequate 
sedation and hypnotics, a holiday, and a review in four to 
six weeks, are the essentials of treatment. In particularly 
sensitive individuals initial rest in bed away from home 
may be desirable, and in other cases there may be some 
obvious physical stress which can be diminished. 


Ulcer-like Dyspepsia with a Negative Barium Meal 

There are patients who present with typical ulcer 
symptoms, yet the radiograph is reported as normal. These 
patients may have a history of recurring bouts of dyspepsia 
with gnawing epigastric pain related to meals, eased by 
food or alkaline powder, and possibly waking the patient 
at night... They should be regarded as having a peptic 
ulcer and treated just as energetically. by rest in bed, 
antacids, sedatives, and a careful investigation of the 
personal aspects of their case. It is probable that many 
of these patients have subacute ulcers, as they tend to 
return later_with undoubted evidence of peptic ulcer, or 
gastroscopy may reveal subacute (and occasionally 
chronic) lesions which have escaped radiological detection 
At least three weeks’ rest in bed should be advocated and 
the same treatment prescribed as for duodenal ulcer. in 
the past these cases have often received inadequate treat- 
ment, but if neglected at this stage irreversible changes 
may develop and a chronic ulcer supervene. 


. Duodenal Ulcer 


The treatment of choice, especially for patients with a 
recent history; is initial] rest in bed, preferably away from 
home: but that is often difficult to manage. Hospital 
accommodation in the country~is totally inadequate to 
allow in-patient treatment of afl but a minority of 
duodenal ulcer subjects. / 

Six weeks’ rest in bed‘ is desirable. Many patients will 
greatly prefer to continue at work, but this is to be resisted 
unless the rest in bed is clearly going to add to their 
anxie es. Rest in bed almost certainly favours the healing 
proce s, and it impresses the need for care much more 
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_-than if ambulatory treatment were undertaken. It provides 
oa ` opportunity for’ reflection and perhaps the adoption of a 


better perspective. The complete break will allow excessive 


. -commitments to be shed without loss of prestige. With rest 
' `in Bed there: must be adequate sedation during the day 


and adequate sleep at night, otherwise much of the benefit 


: _of the rest will be lost. 


~ „always be regarded - seriously. 
-_- projecting cleanly from the middle of the lesser curve, is - 


The radiological control of healing of duodenal ulcer 
is difficult and, indeed, impossible unless the ulcer. crater 
is: well seen initially. 

Gastric U Ulcer ' 

The presence of a definite lesser-curve ulcer should 

The characteristic niche, 


practically never a malignant ulcer ;- but an ulcer in the 
antrum, at. the cardia, or well away from the lesser curve 


-must‘be-regarded with suspicion and investigated further. 


Large gastric ulcers can heal even if the individual barely 
diets and stays at work, but it is extremely likely that 
without treatment the chance of the ulcer becoming 
chronic is greatly increased. Loss of pain is an entirely 


‘unreliable guide, for ulcers may remain present and 
-= .symptomless for many months. The treatment of choice 


-is rest in bed, preferably away from home, until healing 
_ _ takes place. 


This may be within three weeks, but it may 
need several months. Good convalescence should follow 
radiological healing of the ulcer, as gastroscopic studies 


`- have shown that the crater may still be present for several 


weeks after it has disappeared radiologically. 
ulcers are associated with a higher mortality than duodenal 
ulcers when they bleed or perforate, and there is the slight 
risk of malignancy. No compromise is possible, and if 


healing will not take place a partial gastrectomy must be 
advocated. 


Dietetic Treatment. f 
Treatment is based on the principle of giving two-hourly 


milk feeds and as pain subsides adding bland foods to. 


maintain adequate protein, calorie, and vitamin_reqiire- 
ments. The rate of increase must be decided in each case 
by the relief of pain. The diet should be attractive and 
colourful, as the irritation of a dull diet more than offsets 


. the benefit from the loss of psychic stimulation of gastric 


secretion. The diets below are practical but not perfect, 


and more protein and fat in the form of-eggs and cream 


would be of value. 


The following dietary was given by Fletcher in 1948 : 
reprints of his valuable pamphlet for patients can be 
obtained from The Practitioner. The patient should be 
told that the diet sheets should be regarded as a general 


_ “guide, and that he must not get fussed or worried if 
occasionally he has difficulty. in following them. 


~- First Stage : Strict 
oloni milk feeds may be given, alternating with 


‘5-oz. (140-ml.) feeds of egg and milk, or Benger’s food, 


“ ovaltine,” “ -horlicks,” malted milk, or junket. An example 


i of” stage’ Í diét is given below. 


~8 a.m.—sS oz. of custard mixture 
— -10 a.m.—5 oz. of milk 
i . 12 noon-5 oz. of custard mixture 
~ - 2p.m.—5 oz. of milk 
4 p.m.—5 oz. of custard mixture 
- 6 p.m.—S oz. of milk 
e 8 p.m.—5 oz. of custard-mixture 
- 10 pm—5 oz. of milk - 
(5 oz. = 140 ml.) 
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At night (if awake) 5 oz. of milk may be given. 
All feeds should be taken warm (not hot), and plain water 
in small quantities may be allowed in addition. Between 


‘each feed (that is, at 9 and 11 a.m., and at 1, 3, 5, 7, 


and 9 p.m.) andʻat night, if awake, alkaline powder or 
medicine should be taken. 

If there is vomiting the milk should be diluted half- 
and-half with water and only 3 oz. (85 ml.) taken al 
each feed. 


If theré is no vomiting and pain rapidly subsides the 
patient may be allowed two plain biscuits, or two smal 
pieces of crisp toast buttered when cold. These are taker 
at 10 a.m., 2 p.m., and 10 pm. with the 5 oz. of milk 
If improvement continues the patient may be given a little 
strained porridge or patent cereal baby food at 8 a.m 


- and a small helping of pudding at 12 noon and 8 p.m. for 


two or three days before starting the stage 2 diet. 

Extra nourishment can be obtained by adding a tea 
spoonful of sugar to each feed, and this should be done 
if the-diet is taken for more than two days. 

The milk feeds may be flavoured with a little cocoa o 
with “ ovaltine,” “ bourn-vita,” or “ horlicks,” or the milk 


_may be taken in the form of junket. 


Custard Mixture——tThis should be prepared for the day 
by stirring two eggs (fresh or reconstituted dried) into 
16 oz. (450 ml.) of milk. Before the mixture is served it 
should be thickened by warming and, if desired, flavoured 
with vanilla or chocolate. If one cannot get enough eggs 
to make the custard mixture, a proprietary brand of 
“strained custard pudding” may be used ‘or better still a 


“fortified milk mixture” made by adding 2 oz. (55 g.) 


of dried milk powder or 14 oz. (40 g.) of dried protein milk 
—i.e., “ prosol” (“ trufood ”}—to 1 pint (570 mi.) of milk 


Second Stage: Moderate 


An example of a stage 2 diet, which is considerably 
fuller, is given here. h S 


“6 a.m.—5 oz. of warm milk. 


. 8 a.m.—Small helping of patent groats, patent barley, 


or strained porridge made with milk to which “ bemax' 
may be added ; two slices of crisp toast, buttered when 
cold; one lightly boiled or poached egg, or scrambled 
dried egg; 5 oz. of milk flavoured: with weak tea ; jelly. 
honey, or syrup. 
10 am.—5 oz. of warm milk. 
12 noon.—Smal] helping of steamed fish or egg, as at 
8 a.m.; two slices of crisp toast or plain biscuits with’ 
butter ; small helping of pudding ; 5 oz. of milk (including ' 
that used in pudding); add smali helping of creamed 
potato after one week on stage 2 diet. 
2-pm—5 oz. of warm milk or milk pudding (for 
example, junket, egg custard, or corn-flour). š 
4 p.m.—5 oz. of milk with weak tea ; two slices of crisp 
toast or biscuits with butter ; small slice of plain cake 
jelly, syrup, or honey. 
6 p.m.—5 oz. of warm milk or cream of vegetable SOLID 
8 p.m.—Same as at 12 noon. 
10 p.m.—S5 oz. of warm milk. 


The times may be varied so long as the intervals between 
feeds are not longer than two and a half hours. Sugar or ’ 


‘glucose may: be taken as desired. If the patient is,thirsty, 


water or fruit juice may be taken, but not more than 
5 oz. at a time. The milk feeds may be flavoured with 8 
little cocoa, “ ovaltine,” “ bourn-vita,” “ horlicks,” or very 
weak tea, or they may be taken in the form of junket. 


` 


` soup. 
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Ascorbic acid tablets (50 mg.), blackcurrant purée, or 
rose-hip syrup should be taken daily. 


Third Stage: Convalescent 
A sample diet for stage 3 is as follows. 


Breakfast—Cornflakes, patent groats or barley, 
boiled, poached, or scrambled egg (shell or dried); bread 
or toast and butter; weak, milky tea; honey, syrup, or 
jelly. 

Dinner.—Boiled, steamed, baksil or grilled white fish, 
toft roes, tripe, brains, sweetbread, chicken, or rabbit. 
White sauce. Lamb, tender beef, or liver, minced if 
possible, may be allowed; mashed potato; soft parts of 
well-cooked root or green vegetables (sieved if possible) or 
cauliflower ; pudding (see below) ; bread or “toast and 
butter. 

Fea.—Bread or toast and butter ; plain care: or biscuits : 
milky tea; honey, syrup, jelly, or pea-nut butter. 

Supper —Boiled or steamed fish, egg as at breakfast, or 
grated cheese ; bread or toast and butter ; sieved vegetables ; 
milk (with weak coffee, tea, or cocoa) or milk vegetable 


(Note. The bread should not be new; the toast should 
be crisp and buttered when cold). 

In addition to thèse four main meals, one of the follow- 
ing snacks should be taken in the intervals between them, 
before going to bed, and if awake at’ night, so that the 
patient never has more than two hours during the day 
without taking food. | 

Snacks—Small cup of milk (flavoured with weak tea, 
very weak coffee, “ovaltine,” “ bourn-vita,” 
* horlicks,” if desired); or + oz. (15 g.) of plain or milk 
chocolate ; or two or three tablets of “horlicks ” malted 
milk or “ ovaltine,” or two plain biscuits or slices of crust- 
fess bread with butter and jam or pasip, or a slice of 
plain cake. 

Ascorbic acid and medicine should be taken as in 
stage 2 diet. 

Suitable Puddings.—Suitable puddings may be made 
from junket, well-cooked rice, ground rice, corn-flour, 
semolina, tapioca, vermicelli, arrowroot ; and flavoured 
with coffee, chocolate, caramel, almond, or vanilla. Milk 
jelly and all other kinds of jelly ; custard, baked or boiled ; 


blancmange ; steamed sponge or castle puddings; fruit 
fool; sieved stewed apples, pears, prunes, plums; sweet 
omelet ; queen of puddings ; meringues, ice-cream, trifles, 


sieved apple charlotte. 


Medication 


The most important single drug in the management of 
peptic ulcer is phenobarbitone, given in sufficient doses to 
have the desired effect of sedation. The dose must be 
worked out individually for each case, starting with 4 gr. 
(32 mg.) three times a day. Sodium amytal is a valuable 
alternative, starting with 3 gr. (48 mg.) t.d.s. 

Antacids are of some value during the initial phase, and 
“ aludrox” or “lactalumina” may be given, one dessert- 
spoonful with water four to six times daily, half to one 
hour after meals. Other antacids recommended are 
magnesium trisilicate (30 gr.—2 g.) or equal parts of cal- 
cium and magnesium “tribasic phosphate (30 gr. of each). 
Neither of ‘these is as good as the soluble alkalis. for the 
relief of pain, and during the initial phase the addition of 
sodium bicarbonate can be most useful—e. B-, tab. alk. co. 


é 


or 
strained porridge with “ bemax ” and 5 oz. of milk ; lightly- 


cocoa, or 


~ 


effervesc. -may be given, or mist. magnesii trisilicatis 
composita (N.F.), which contains 10 gr. (0.65 g.) of mag- 
nesium trisilicate, light magnesium carbonate, and sodium 
bicarbonate. 

Belladonna is probably of most value when taken at 
night, and may stop night pain. Tinct. belladonna, 
15-30 min. (0.9-1.8 ml.) may be given, or the dry extract 
may be combined with phenobarbitone aa 4 gr.; the dose 
is one to two tablets. Olive oil (4-1 oz.=14—28 ml.) before 
meals is a useful adjunct, especially in cases of duodenal 
ulcer. 


Special Measures 


The underweight patient should be given extra protein 
“ Bemax ” (1 oz.=30 g.) is a useful supplement, as it con- 
tains 30% protein in addition to the vitamin B complex 
Fortified milk feeds at night are most useful—for example : 


5 oz. (140 ml.) milk 
+ oz. (14 ml.) half-cream dried milk 
+ oz. (20 mg.) “ prosol ” 


Flavour as desired with cocoa, vanilla, or coffee. A milk 
drip is invaluable if there is severe pain at first, and a 
milk drip at night is a useful additional therapy for 
duodenal ulcer. Usea very thin Ryle’s tube passed through 
the -nose and give 2 pints (1.1 litres) of milk during the 
night or 6 pints (3.4 litres) in the 24 hours. Evaporated 
milk in the proportion of 15 oz. (425 ml.) to 25 oz. (700 ml.) 
of water may be used. This is more satisfactory than 
dried milk. 


. ‘Surgery 


There is no hard-and-fast line between medical and 
surgical treatment, and each case requires individual 
assessment. Under the age of 45 the chance of death is 
small, but surgery may be needed to save a man’s job 
rather than his life. If crippling relapses incapacitate him 
he has earned a partial gastrectomy. Over 45 years there 
is increasing risk of death from complications’ if ulcers 
remain unhealed. If the general condition and the surgical 
facilities are good there should be no hesitation in 
operating on the patient who is unable to heal his ulcer 
or has recurrent complications. Partial gastrectomy is the 
operation of choice, and its mortality has declined con- 
siderably recently with increasing experience of surgeons 
and the introduction of new anaesthetic techniques and 
antibiotics. | Nevertheless, there is a small mortality and 
morbidity which must still encourage the practitioner to 
administer medical treatment thoroughly before surgery 
is recommended. 


Aftercare 


The risk of subsequent relapses can be reduced by 
attention to certain aspects of the patient’s life and habits. 
He must have a clear appreciation of the effect of 
emotional reactions in predisposing towards or causing 
further ulceration. Minor environmental difficulties may 
be more harmful than-personal catastrophes. There must 
be a calm, philosophical outlook and a refusal to allow 
small troubles to accumulate into a pent-up load of 
resentment or frustration. If the patient finds himself 
becoming tense he must-be encouraged to take pheno- 


/barbitone (4 gr. t.d.s.). The practitioner can assist greatly by 


encouraging regular consultations, at first every six weeks, 
then every three months, and -finally three times a year. 
A sympathetic understanding of the difficulties and the 
advice of an independent observer may greatly help the 
_ individual. 
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The patient should avoid undue fatigue, chilling, and 
work which involves constant bending; but it is seldom 
‘advisable to change the patient’s-occupation, for this often 
causes more problems than are solved. Regular hours 
are highly. desirable, and limitation of overtime duties is 
necessary. 

Dietary restriction is probably of value indefinitely, but 
the most important aspect of feeding is maintaining regular 
meals without long intervals between them. - The patient 
is well advised: to avoid fried foods of all kinds, pastries 
and suet, pickles and spices, curry, pepper, onions, reheated 
dishes, coffee, strong tea, and anything which he finds 
indigestible. Priority milk should be continued, and has 
proved to be-of great value for many patients with a ready 
tendency to relapse. Alcohol is best-omitted for six months 
and then allowed- in strict moderation. Smoking should 


< ~ be restricted, or preferably stopped, but it is legitimate 


to allow a few cigarettes after meals, unless the patient 
relapses. 

Continued medication with antacids or atropine is not 
desirable, but the patient should have a supply of pheno- 
barbitone. He should be strongly advised to rest completely 
at the onset of a relapse and return to the strict ulcer 
regime, for early treatment may abort an otherwise long 
and tiresome recurrence. 5 


-~ 








= MEN AND MEDICINE” 


BY 


© L M. TAYLOR, CBE. K.C., M.A., LL.B. 


Principal of Aberdeen University 


You are entering on your profession at a time when great 
changes have taken place not only in the practice of medi- 
cine but'also in the organizational forms-under which it is 
-conducted. It is far too soon to pass.any, verdict on the 
National Health Service, whether of praise or of blame, 
but one danger is already apparent—that its financial 
arrangements may easily tend to draw men away from 
general practice into so-called specialisms; with results that 
on the -long view may be detrimental to the weal of the 
patient and the general progress of medicine. 
“It will be an ill day for the community when the general 


practitioner degenerates into a filler of forms or an auto- ` 


matic machine dispensing chemical panaceas. In earlier 
times the specialist ‘usually graduated from the field of 
general medicine or surgery in which he was accustomed 
“to deal with his patient as a human being set in a particular 
environment. Now the specialist at the very beginning of 
his career will be tempted to immure himself in his specialty, 
and the danger may be not only that the range of his own 
medical knowledge will be restricted but that he may come 
to lack understanding of the patient’s environment and of 
the problems that face the general practitioner. 
„I am aware of the theoretical arguments in support of 
this trend. They start from the proposition that medicine 
is a science—i.e., an attempt to make knowledge quantita- 
tive—and in their extreme forms they suggest that the best 
results may be attained by subjecting the patient to the 
attentions of a series of specialists, each producing his 
quantitative réport with a Grand Co-ordinator at the top 
who collates their reports and then prescribes the appro- 


-*Part of a graduation address given at Aberdeen University, . 


September, 1949.- 
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priate remedy. This picture, 1. will concede, is caricature. 
but it is not an unrecognizable distortion of some things 
that may be read or heard. The other theory rests on the 
contention that medicine is an art and that there is no 
difference in principle between the doctor making up his 
mind and the judge framing his judgment, the painter build- 
ing up his picture, or the cook producing a good meal. In 
each case the practitioner of the art requires to take a total 
view of the situation, balancing the different elements with 
a delicate sense of relevancy. It is this intuitive sense of 
relevancy and balance that makes a judgment—legal, medi- 
cal, aesthetic, or culinary—and in each case the art is learnt 


by doing the job and by following the practice of the 


acknowledged masters. It cannot be disputed that con 
temporary medicine owes much to the quantitative approach 
of exact science, but on the other hand it must not be for- 
gotten that many of the great discoveries have come by 
chance to men who, like Saul, were ‘looking for their 
father’s asses and found a kingdom. Others again, as 
Sir James Mackenzie was never tired of saying, were due 
to general practitioners who were capable of using their 
own observation and clinical nous to some purpose. 


Pastoral Medicine 


If the practice-of medicine is an art rather than a science 
it is equally true that the patient himself is not a mere 
natural object to which the techniques of physical science 
can be universally applied. I think it will be increasingly 
recognized that man has a spiritual structure which must 


- be respected no less than the physical structure with whicb 


it has some kind of relation. It may be that the conditions 
of modern industrial society are themselves a violation of 


‘this essential structure, and that the increase of nervous 


tension and mental instability and the growing resentment 
of the industrial proletariat are symptoms of a violation 
too gross to be palliated by mere adjustments of ‘sccia} 
mechanism.. However that may be, there now devolves 
upon the doctor in general practice a quasipastoral func- _ 
tion which derives from the pathetic and indeed terrifying 
trust which simple folk repose in him. It is to be feared 
that the medical course, grossly overloaded as it is admitte¢ 
to be, is a most inadequate propaedeutic for the discharge 
of a ministerial function of this kind. It becomes a ques- 
tion whether there should not be a course in pastoral medi- 
cine as well as in pastoral theology. Such a course would 
take the student into deeper waters than can be plumbed 
by operational techniques and the measuring instruments 
of the laboratory. á 

For the great scientific advances of our time have singu- 
larly little bearing on the decisions whiċh have to be taken 
in men’s daily lives and which, over a period of time, affect 


‘them profoundly for weal or woe. Scientific discovery does 


much to change the environmental! framework within whicb 
decisions have to be taken, but the decisions themselves 
depend on factors that derive from custom ard tradition. 
from poetry and literature, from philosophy and religious 
belief. This fact, once you perceive and realize it, may 
well serve to keep you humble. But those are questions 
that you will have to face in the years that are to come. 








The American Trudeau Socicty, medical section of the 
National Tuberculosis Association, has adopted a report of its 
Subcommittee on Immunology which recommends that “ efforts 
be continued to perfect and to meet in practice suitable stan- 
dards for the production of B.C.G. vaccine, and that, when 
practicable, commercial firms be licensed under the National 
Institute of Health to produce the vaccine.” 
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WITH WHALES AND SEALS 


BY 
H. R. LILLIE, B.Sc., M.B., ChB. 


Surgery and medicine on Arctic or. Antarctic expeditions 
are very different from the routine of practices and hos- 
pitals in cities. In lands where icebergs drift quietly by 
in the summer iwilight and the world next day may be one 
howling gale, you are your own radiologist, pathologist, 
and theatre sister, and for a second Opinion you have the 
nearest penguin or polar bear, When an operation has to 
be done, the ship’s fifth engineer will probably be first 
assistant and one of the wireless operators - anaesthetist. 
hen the patient so often gets back to duty in much less 
time than he would at home, for the air is pure and he 
knows his mates are waiting for him. 


Surgeons and biologists on whaling operations, and those 
who come in contact with the lesser-known sealing expedi- 
tions, soon realize that behind the popular sagas of hard- 
ships and bravery in these industries lie killing methods 
which over the past hundred years have, for excesses of 
cruelty, been surpassed only by the horrors of fur trapping. 


Whaling in the Antarctic 


My introduction to the real state of affairs in whaling 
was in the Antarctic in the 1946-7 season as surgeon with 
a Scottish whaling fleet of 14 ships, comprising the parent 
factory ship the size of the Empress of Australia, 10 foraging 
harpoon vessels like squat trawlers, two oil tankers,, and a 
supply ship plying between the mother ship and the United 
Kingdom during the season. Six hundred men h4#@to be 
catered for medicaliy. It was a year when the accident toll 
was heavier than usual, one catching-vessel being lost with 
only one survivor, and the fleet hospital on board the mother, 
ship was kept in action with such as broken limbs and ribs, 
eye damage from a tank explosion, and, by the way of varia- 
tion, injuries to a flenser who fell inside a blue whale’s 
mouth as the carcass was being turned over on deck. 
[rapped with only his boots sticking out as the jaws came 
together, he got off with a moderately crushed chest and 
emphysema from the neck to the waist, but was back on 
his job in six weeks. In a factory ship crammed from stem 
to stern with machinery for processing the whales, with 
little room for men to move around, accidents were to be 
expected, but mangled feet and hands were very few. In 
view of the antiquated explosive harpoon still used in the 
killing, which bursts the whale intestines, a large supply 
of anti-gas-gangrene serum was taken, but little was 
required in spite of whales having to be handled at times 
in a very putrid condition. 

A whaie-factory cutting-deck, which for space resembles 
the flight deck of a small aircraft carrier, when in full 
action is a blood-soaked welter of entrails, massive 
vertebrae, ribs, jaw bones, and five-ton lumps of red 
meat being dragged in all directions. The whale being 
dismembered may have been well over 100 tons in weight, 
the equivalent of 150 oxen. The surgeon acting as bio- 
logist in the pursuit of whale pituitaries, ovaries, pancreas, 
or thyroids has to find his specimens with the minimum of 
delay in this battlefield if he is to secure them before they 


disappear through the deck manholes into the factory. 


cookers below. And if his feet go out from under him 
on a piece of slippery whale tongue, then the mirth of 
those seeing him sitting in six inches of blood and entrails 
is anything but half-hearted. 

The ship’s hospital equipment was good. ‘There were 
eight normal beds, two extra isolation cabins for emergency, 
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and an operating theatre equipped for every possibility : 
a portable x-ray plant was a great asset, and, in addition 
to its use for humans, was used to diagnose damage done 
to the foot of one of the many king penguins we brought 
back from South Georgia for the zoos in Britain. 

The whaling surgeon is likely to be busy at any time in 
the day or night throughout the three to four months’ active 
whaling season. During daylight most of his work will be 
with the factory hands, but at night catching-vessels will 
come alongside to take on bunkers and Stores and get any 
sick men attended to, for only with very serious cases wil] 
they interrupt whaling operations, In addition to accidents 
there are always the few dental cases requiring fillings or 
extractions. The fevers also crop up. A week out from 
home we had a case of scarlet fever on board, and towards 
the end of the season one of the worst cases of chicken-poy 
I have seen. During the season the doctor may transfer to 
the catching-vessels for a few days at a time, keeping in 
touch with the mother ship and the other catchers by 
radio-telephone, 

The method still used in killing the whales to-day is anti- 
quated and horrible. Since the last war radar, asdic, and 
even aircraft have been added to the whalers’ equipment, in 
addition to faster catching-vessels, but the sad fact remains 
that with all these inventions the actual killing with the 
explosive harpoon is more cruel and economically unsound 
than was the original iron harpoon at the dawn of the 
industry hundreds of years ago—more cruel than it would 
be to a man, for, ina whale, wound shock gives no relief : 
and economically bad, for the explosive harpoon is the most 
wasteful weapon possible. The delayed-action explosive 
head usually bursts the intestines and spreads putrefactive 
organisms throughout the circulation during the long time 
taken for the creature to die. Only in the comparatively 
few cases when the whale is speedily and humanely killed 
by a harpoon striking a vital spot altogether away from the 
intestines can satisfactory meat be produced. Only when 
this primitive explosive harpoon is given up altogether— 
superseded by a modern humane method such as electrocu- 
tion—will whale meat ever really come into its own as a 
valuable food for man. 


A whale swimming is a wonderful sight, just the poetry 
of majestic motion, and to see one of these beautiful 
creatures pouring blood and gasping along on the surface 
towing a three-hundred-ton catching-vessel on the end of a 
harpoon rope is pitiful. Anything up to an hour is the 
usual time taken for them to die, but time and again it 
takes two or three hours and three, four, or more harpoons 
to tear and blast the life out of one of them. In one extreme 
case I witnessed five hours and nine harpoons were required 
to kill a female blue whale in advanced pregnancy. These 
mother whales fight desperately for their lives and those of 
their babies. I am glad to say research to correct this is at 
long last going ahead to make the industry one of which 
we need no longer be ashamed. 


; Sealing Expedition 

Last Christmas brought me to Newfoundland and a base 
at Twillingate Hospital in Notre Dame Bay, an institution 
of 130 beds serving an area of 3,000 square miles and pre- 
sided over by Dr. John Olds, a graduate of Johns Hopkins 
There we discussed the plight of the harp seals and what 
could be done. Like the whales they are helpless against 
uncontrolled commercial exploitation. The sealing fleet 
this past spring included 25 ships from Newfoundland, Nor- 
way, Canada, and the United States, and one was fitted as 
an emergency medical ship. Two spring months were spent 
in the drifting pack with the seals, our little wooden vessel 
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_ Codroy with her crew of 43 men at times lying immovably 
_ jammed and helpless in a silent world of drifting snow, or 
‘- on other days with the pack grinding and battering at her 
<- sides-in a’ heaving ocean swell. Three ships were lost— 
one wooden Newfoundlander, from which the ‘crew escaped, 
.- was crushed by heavy. inshore rafting pack, and two steel 
Norwegian ships were lost by fire and heavy seas, the crews 
of both missing. i 
The conditions of medical work differed from those on 
the whaling expedition. Other ships of the fleet could not 
, come for medical help, being often frozen fast in the pack 
and possibly 50 miles away from us. So we treated over our 
radio transmitter their cases of pneumonia, damaged ribs, 
and exposure. A mild form of snow blindness was common 
in men who neglected to wear dark glasses while working in 
bright weather oùt on the ice pans. Seal finger, sometimes 
known as fat finger, is found occasionally in men working 
with adult seal pelts. Dr. Olds has probably studied this 
more than anyone. In appearance the lesion is not unlike a 
tuberculous finger ; it. is confined to the joint and does not 
spread, and there is no accompanying lymphangitis. But 
there is ultrmate necrosis and atrophy of the bone, when 
amputation is the only effective treatment. Investigation 
by Dr. Olds has shown that in cultures from such fingers, 
as well as from the seal parts involved, the dominant organ- 
ism is frequently a staphylococcus, but the bacteriology 
so far is not conclusive. I found a break in the skin was 
not a necessary preliminary. Very often the fingers involved 
are those hooked into the eye-holes in dragging.the adult 
pelts over the ice, and possibly mechanical pressure forces 
the organisms of the skin through to the deeper layers. 
I have never seen a similar condition during any whaling 
operations. In the three typical cases’ of seal finger brought 
to me penicillin was injected into the joint area and’ strepto- 
mycin systemically. The two-with which I was able to keep 
in touch cleared up well, but the third patient lost his life- 
by drowning. ~ 
i Unnecessary Cruelty 


As in whaling, unnecessary cruelty is inflicted on the 
seals. The baby harp seals (whitecoats) born out on the 
pack ice are helpless, and are, taken mainly for their fat ; 
often, instead of killing them properly by a blow on the 
skull, sealers just daze them with a kick before cutting the 
little bodies out of the pelts. The mothers climb back on 
to the ice and wonder why the bleeding carcasses cannot 
suck from them. . ` l 

Days I spent with ciné and other cameras strapped around 


S 


me jumping ice pans ; with the-ocean swell, footing was not | 


always safe. Many times I subsided into the icy water; 
when first thought had always to be for saving the cameras, 


and fortunately only one of three came to grief. On one ` 


occasion a harp seal being chased close by was caught 
between two closing pans and burst like a ripe tomato. I 
was more careful than ever after that. In this work, often 
miles away from the ship, I found drinking raw seals’ blood 
and eating the hearts raw to be the most sustaining food of 
all. It is the Eskimo way. 7 
The shooting of the adult seals later in the season is the 
worst of all, when any man who thinks he can shoot is 
allowed to mutilate these creatures. Some seals may die: 
© at- once, but others shot through the neck or lungs writhe 
"about until they may flop over the edge of the ice to die 
out-of sight. I have seen as many as five seals from one 
pan disappear leaving bloody trails, while others crippled 
‘lie in, pools of blood. ‘Three hundred thousand seals 
(Bre involved annually off Newfoundland alone, and 
international control is urgent. 
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Why has nothing been done in the past towards humane 
whaling and sealing ? I find so many of the whalers, sealers. 
and trappers in their hearts are sick of the practices of these 


- industries, so often glamorized in print. As medical science 


seems to strive. towards the survival of the unfittest, and 
wider famine areas.result from the excessive increase in 
human numbers, consideration for the other animals that 
are helping us out now is more than overdue. 


Everywhere I have been apart from Afctic and Antarctic 
expeditions the great cry both in the cities and the remote: 
backwoods is for all-round doctors, with a grip of medi- 
cine and surgery as a whole—men to whom the people can 
come knowing they will be taken care of mentally and 
physically and not just pushed on to someone else. There 
are sO many vast areas where a Highlands and Islands 
Medical Service as we knew it in Scotland is an urgent 
need. But the people living bravely in the outposts of this 
world will for evér resent any so-called free service. , There 
they rarely complain of their lot. They may be lonely.. 
but the general doctor can do much where the cits 
specialists’ ideas cannot meet the requirements. These 
people have faith in what they are doing, and courage 
Working with them you will get back again your faith 
in the human race. 





AUREOMYCIN AND CHLOROMYCETIN 


We putzished (November 19, p. 1171) a memorandum from 
the M_nis-y of Health on the subject of “ aureomycin”’ and 
“ chlokap-ycetin.” The Department of Health for. Scotland 
has now made the following announcement : 


Supplies of aureomycin and chloromycetin are now available 
for use in Scotland. Owing to the fact that they are*scarce 
and costly their use can be justified only for conditions in 
which they are likely to be beneficial. Until supplies become 
more plentiful the Medical Research Council has advised that 


- -the use of the drugs should be confined to the following 


conditions: 


Aureamycin.—Suspected cases of ornithosis ; proved cases of 
undulant fever (brucellosis) and lymphogranuloma inguinale : 
severe cases of atypical pneumonia-in which there is good 
reason to believe that the cause is a Virus. 


Chloromycetin.—Suspected cases of ornithosis; proved cases 
of undulant fever (brucellosis), lymphogranuloma inguinale.: 
typhoid fever, paratyphoid fever (severe), salmonella septi- 
caemia. i 


These categories are under constant review and may be 
added to from time to time in-the light of current expert 
advice. 


All available supplies are being purchased centrally and will 
be distributed through: the following centres: 


. Region Distribution Centre . Telephone No 


Northern .. .. The Medical Superin- Inverness 681 
tendent, Raigmore Hos- 
pital, Inverness i 


North-Eastern .. Dr. J. Smith, City Hos- Aberdeen 224? 
: pital, Aberdeen a 
Kasten... .. Dr. Wm. Jamieson, Dundee 85241 
. King’s Cross Hospital, : 
Dundee a ag 
South-Eastern .. The Chief Pharmacist, Edinburgh 3027) 


Western General Hos- 
pital, Crewe Road, 
Edinburgh, 4 : - 
Western .. .. The ‘Chief Pharmacist, Glasgow Central 
Central Pharmaceutical 9600° 
Store, 112;° Ingram 
' Street, Glasgow 


_ 
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MUSIC IN PSYCHOLOGICAL MEDICINE' 


[he use of music in psychological medicine was discussed at a 
meeting of the Section of Psychiatry of the Royal Society of 
Medicine on December 13, with Dr. W. J. T. Kuper presiding. 

Dr. S. D. MrrcaeLL said that at his mental hospital, with a 
colleague, he had been studying the use of music .n group 
therapy in a variety of syndromes. The groups averaged 10 
persons, all in-patients, members of both sexes, mainly young 
and middle-aged adults, generally selected because they liked 
music and were well enough to carry on a conversation. They 
met weekly, listened to selections of music, and discussed their 
reactions. He wanted to see whether the more inhibited were 
enabled to express themselves better, and whether the less 
inhibited would have better emotional control. The music 
was chosen to cater for every taste. Elizabethan music— 
madrigals and so forth—appeared to be too remote to evoke 
any emotional reaction. Reactions to the music of the great 
composers varied: 


Mozart.—Mild serenity throughout the group. 

Bach—Some patients were indifferent. Several schizo- 
phrenics expressed “cool admiration.” One declared that 
the composer was “balanced.” An anxiety neurotic and 
morphine addict found this music boring; Bach gave her, 
she said, a feeling of frustration and inferiority. 

Beethoyen.—Produced outstandingly stimulating effects com- 
pared with other classical masters. On listening to the Fifth 
Symphony a manic-depressive said it was clear that Beethoven 
had had a conflict and had won through. It made her feel 
much better to listen to him. 

Chopin.—An obsessional neurotic said that the Fourth Pre- 
lude affected him personally; a manic-depressive woman had 
a feeling of personal loss. A young schizophrenic said that 
Chopin’s music burdened her with other people’s troubles, and 
she did not see why this should be. 

Wagner.—The Flying Dutchman overture evoked very strong 
personal reactions and led to quarrelling about personal atti- 
‘tudes to the love relationship. 


Nineteenth-century realistic music, said Dr. Mitchell, had 
certain advantages in therapy. It stirred up personal emotional 
reactions, but it did make for contact with reality. Negative 
transference was frequently aroused in the personal relation- 
ship of group members. A selection from Cavalleria Rusticana 
led to animated discussions on the faithlessness of men and of 
women, . 

Schizophrenics showed kinship with Eastern music. The 
reactions to comic and light music were stereotyped and much 
like those of normal people. Of Stravinsky’s ballet music a 
morphine addict said that if she had been present at the ballet 
she would not have been responsible for her behaviour; a 
paranoiac said that the composer should be shot. The music 
of Delius affected patients favourably, but some felt it was 
“like a cold wind.” Traditional and folk songs drew the group 
closely together. 

On the whole Dr. Mitchell thought that these preliminary 
investigations were sufficiently encouraging to justify the fur- 
ther use of music as an accessory in psychological medicine. 
Even deteriorated patients responded well to music and 
afterwards talked more freely and sociably. 


Reactions of Mental Patients 


Dr. E. CUNNINGHAM Dax exhibited a number of paintings 
made by patients immediately after hearing certain musical 
compositions. He considered that the therapeutic uses of music 
were spoken about too loosely. No one had proved statistic- 
ally that music or any other art had a curative effect on the 
mentally ill, yet people tended to speak of stimulating or seda- 
tive music as one might speak of drugs. He went on to play 
a gramophone record of a composition by a patient ; this con- 
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sisted of 16 variations on “God rest you merry, gentlemen.” 
He also showed the original notation, which was in part illegible. 
When these variations were played back to the patient two 
years later she disowned some of them. He also showed a 
musical score by a young and distinguished composer who was 
a schizophrenic. He had decorated it with various emblems, 
and the notation itself appeared to be schizophrenic in charac- 
ter. Scores by other patients showed decided overactivity. 

As to the reactions expressed pictorially after listening to 
well-known music, Vaughan Williams’s “Lark Ascending” 
appeared notably to increase the colour reactions of the 
patients, and Schumann’s “ Pianoforte Quintette ” increased 
the sense of movement. After hearing one piece of music. 
13 out of 17 patients immediately depicted scenes of murder, 
suicide, robbery, train disasters, storms, or dragonflies burning 
their wings in the fire. Dr. Dax added that at concerts patients 
seemed to enjoy the voice, especially the soprano, more than 
instruments. A more disturbed group was greatly upset by the 
piccolo, but as yet no patient had had a fit during a concert. 

In the ensuing discussion some interesting experiences were 
exchanged. One psychiatrist who had trained an orchestra of 
mental patients said that it had opened to them a new dimen- 
sion. Some of the patients even simulated the mannerisms of 
professional musicians. 

Dr. WILLIAM SARGANT spoke of experiences in the Southern 
States of America where among the negro populations music 
was essential to church worship, and church worship was inti- 
mately bound up with psychiatric healing. He had seen what 
amounted to shock therapy produced by musical noise and 
excitement. He referred also tothe history of St. Vitus’s dance, 
which, like the tarantella in Italy, was a dance used in the 
Middle Ages for working a hysterical malady out of the system 

Dr. HENRY YELLOWLEES put in “a humble plea for clear 
thinking.” The only point the openers had made was that 
music provided a means of emotional expression for the patient. 
Various diagnostic labels had been placed on patients, but 
surely inhibited schizophrenics and the like would all react in 
some way or other to any stimulus, and there was no evidence 
that there was any validity whatever to be attached to the 
reactions which occurred after the playing of certain pieces of 
music. 

Jung would have given these patients a string of simple 
words, and surely they would have shown just as varied and 
sometimes startling reactions as they had done to musical 
compositions. Moreover, all the three schools of psychological] 
medicine had laid stress on the point that what mattered was 
the individual psychology of the patient, his individual com- 
plexes and outlook, yet now for various reasons patients were 
treated in groups, and we had “ social psychiatry, social psycho- 
logy, and social everything else.” Here inferences were being 
drawn from the reactions of a group of psychotic or neurotic 
or psychopathic patients, all mixed up together, who, after a 
certain piece of music had been played to them, were said to 
be more group conscious. 

Dr. MITCHELL, in reply, said- that he thought those who had 
experience of what had been done would agree that there were 
advantages, both for observation and treatment, in the musical 
group method. 


MANAGEMENT OF THE ANAEMIAS 


At a meeting of the Liverpool Medical Institution on 
December 1, with the president, Professor Charles Wells, in 
the chair, Dr. F. J. ZACHARIAS read a paper on “ The Manage- 
ment of the Anaemias.” 

Dr. Zacharias said that the general practitioner had to sort 
out those cases he could treat himself and those that required 
investigation in hospital. Domiciliary management was adequate 
for a large number of cases, those in which the anaemia was 
doubtful or slight and whose symptoms did not suggest serious 
organic disease, and also those in which the history and signs 
Suggested an iron-deficiency state but with no likelihood of 


-persistent blood loss. Access to the laboratory for every practi- 


tioner was essential, and the importance of full co-operation 
between the general practitioner and the pathologist was stressed. 
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The speaker suggested that in many hospitals far too little 
was done in the out-patient clinic. It was his practice to have 
a full blood count and a histamine test-meal undertaken, and 
to perform a sternal puncture on out-patients in a single 
morning, aS a routine in all cases of anaemia requiring these 
investigations. 

The problems of investigation in the less straightforward 
cases were discussed with particular reference to pernicious 
anaemia. It was relatively common to mistake macrocytic 
anaemias that did not respond to liver therapy for cases of 
pernicious anaemia. He recalled a series of such cases seen in 
the last three years, including cases of haemolytic anaemia, 
refractory normoblastic anaemia, aleukaemic leukaemia, and 
certain cases of chronic hypoplastic anaemia. 

The less common error of mistaking pernicious anaemia for 
other conditions was then discussed, and three cases were 
described presenting in young people with organic heart 
disease ; in -each case bacterial endocarditis had been diag- 
nosed. In one of these cases the peripheral blood was at 
first not significantly macrocytic, and only a full investigation 
revealed the true nature of the anaemia. 

Dr. Zacharias stressed repeatedly the importance of the axiom 
‘Investigate before you treat,” and showed that failure to 
adhere to this principle was responsible for much confusion 
and delay in diagnosis and for many errors in treatment. While 
the great majority of cases of pernicious anaemia could be 
diagnosed by an intelligent assessment of the clinical findings 
together with examination of the peripheral blood, mistakes 
would be made occasionally if these cases were not further 
investigated by means of the histamine test-meal, marrow 
puncture, and assessment of the reticulocyte response to treat- 
ment. Since the outlook was usually very grave in the cases 
misdiagnosed as pernicious anaemia, this error was inexcusable, 
for with proper investigation, before and not after treatment, it 
could be avoided. 





Blood Transfusion 


Dr. D. Lenane read a short paper on blood transfusion in 
the treatment of anaemia. He said that blood transfusion, 
properly administered with due regard to the indications, gave 
excellent results in the treatment of anaemia. The main pur- 
pose of transfusion was to increase the number of circulating 
red blood cells- This was necessary when there was complete 
failure of red blood. cell production, when the anaemia was so 
severe that the patient’s life was in danger, or as a pre-operative 
measure. l 

The indications for transfusion in the various types of 
anaemia were briefly discussed. Cases of chronic hypo- 
chromic- anaemia usually responded satisfactorily to iron 
therapy, and transfusion was not necessary except in the 
most severe cases. 

Liver therapy was usually adequate for cases of pernicious 
anaemia, but blood transfusion was of considerable value when 
anoxia appeared. 

Patients suffering from the macrocytic anaemia of pregnancy 
could be maintained in good health eueuaen: pregnancy by 
transfusion. 

In-cases of aplastic and hypoplastic anaemia blood trans- 
fusion was the only measure by means of which a satisfactory 
haemoglobin level could be maintained ; it was possible to pro- 
long life for considerable periods by repeated transfusions. 
Two patients who had had long remissions had been given 108 
and 58 transfusions respectively, and were in good health after 
three and a half and two years. 

Transfusion was of little value in the anaemia of leukaemia 


_ except in the preparation of the patient for other therapy. In 


his experience treatment by massive replacement transfusion 
had not been very helpful in cases of acute leukaemia. 
Generally speaking, single transfusions of not more than 
500 ml. should be given on alternate days by the slow drip 
method. Where there was any possibility of myocardial 
insufficiency great caution was required, and the rate of trans- 
fusion should be 10-15 drops per minute, otherwise there might 
be -grave danger of overloading ‘the circulation. Deaths from 
pulinonary oedema and cardiac failure were by far the com-- 


-moriest fatal transfusion reactions in cases of chronic anaemia. 
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Preparations and Appliances 








WARD WESGHING-MACHINE FOR RECUMBENT 
PATIENTS 


Dr. F. HARwoop STEVENSON, Consulting Physician to the 
The weighing- 
machine illustrated here has been made for the Royal National 
Orthopaedic Hospital, Country Branch, Stanmore, and is 
proving most efficient and valuable in use. 

There are in the hospital about a hundred cases of ortho 
paedic tuberculosis. It has long been felt that these and certain 
other long-term cases should be weighed regularly, and this 
machine has been constructed so that the patient can be laid 
recumbent and, if necessary, weighed in a plaster bed or on a 
frame. All frames and plaster beds are now weighed before 
the patient goes on to them. The machine weighs up to a 
maximum of 24 st. (107 kg.) by 2-oz. (57-mg.) divisions, and the 
total capacity is shown on graduated indexes over which pass 
sliding poises, there being no loose weights whatever. The 
indexes are placed so that they can be read by a nurse of 
average height while standing, and are at the centre of the 
machine. The weighing mechanism is mounted on a trolley 
which is fitted with four sorbo-rubber-tyred wheels, two of 
which swivel to enable the machine to be manceuvred in a 
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very small space. The stretcher, or platform, is so designed that 
it cannot tip, and when not in use the ends fold over the centre 
of the machine, thus reducing the size and making it more 
convenient to move about. At one end of the trolley is a 
folding push-bar which acts as a convenient means of pushing 
or pulling. 

When the machine is mancuvred into position beside the 
patient’s bed the handle-bar is pulled down, thereby raising 
the two back swivel wheels off the ground and lowering two 
feet, or supports. The front wheels can be secured by a hand- 
brake, and the machine is then completely stable. All knife- 
edges and bearings in the weighing mechanism are of hardened 
steel, thus ensuring the continued sensitivity and accuracy of 
the machine. 

It will be noted from the above description that the whole 
outfit is fully mobile, and as it is constructed largely of wood 
the weight is kept to a minimum. It can be handled quite 
easily by one nurse. 

The machine is made by H. Fereday and Sons, Ltd., 39-54. 
Shaftesbury Street, London, N.1, and the price is £50. 


A pamphlet entitled “Cerebral Palsy ” has been prepared by 
Queen: Mary’s Hospital for Children, Carshalton, Surrey, giving 
notes for physiotherapists on infantile cerebral palsy. It may 
be obtained for 1s. from the hospital. 
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Morphine for the Injured a ; 


Sır —MTr. ‘Wilson Hey (November 5, p. 1056)’ has done .a 
great service to the profession and the country in drawing 


attention to the restrictions in the use of morphine which are 


the. cause of unnecessary suffering. 

Recently a committee on ambulance equipment, of which I 
was chairman, was informed that while an ambulance with 
trained -attendants and equipment, including morphine and 
syringe, usually arrived at the seat of an accident promptly, 
no morphine could be given until a doctor was obtained, and 
that there was generally appreciable and sometimes prolonged 
delay before the services of a doctor were available. The 
committeé made recommendations to the effect that with certain 
safeguards the law should be altered to permit * of trained 
attendants giving morphine under such circumstances. 

. During my service in Palestine in 1938, when British troops 
were scattered(in small groups in many villages, R.A.M.C. 
aursing orderlies were provided with morphine and instructed 
in the indications for its use, and nothing but good resulted. 
During the war many units at home and abroad were provided 
with "“ tubunic ” ampoules of morphine for use when no doctor 
was available. l ae 
, Surely the time has come to revise the rules so that they do 


not stand in the way of relief of pain in emergency.—I am,.etc.. 


Government House, Bermuda. : 


ALEX. Hocp. 


_ Sudden Obesity and Psychological Trauma i 
Sin,—I was extremely‘ pleased that the weight of Dr. H: J. 


Shorvon' and Dr. Jobn S. Richardson's authority should be: 


brought to the support of a concept which I have urged for 
many years. There are two points, however, in their paper 
(October 29,-p. 951) which I feel might receive a slightly differ- 
ent stress. In the first place, although they quote the work of 
Yerney- on the action of the antidiuretic hormone of 
the posterior -pituitary in producing water retention -during 
emotional stress, they do not in their discussion give it the 


weight which I feel that it deserves. . I have not had the oppor- 


tunity of studying this subject from any but a strictly clinical 
point of view,~but I am convinced that in those patients who 
develop “obesity” suddenly during emotional stress the water 
retention is of far greater importance than -the fat retention. 


{ have even wondered at times whether any true fat retention in 


fact occurs. 
it is difficult to account for them by fat deposition. 


The changes in weight are often so sudden that 
Pitting 


vedema, best detected along the shins, is nearly always obvious 


and occasionally severe. 


My second point is a corollary to this. The authors in their 


discussion of their. case lay great stress on the excellent 
researches of Bruch.: No one, of course, can deny that “oral 
gratification may allay anxiety or conflicts,” or,-as some of us 
would put it, that food is a comforting thing. I have no doubt 
that ‘many people who are unhappy over-eat and that this is 
particularly true of children. Nevertheless the case of my own 
which Dr. Shorvon and Dr. Richardson quote brings out an 
important point about this syndrome which is too little stressed. 
My patient lost weight only slightly on a diet of 1,000 calories 
under close observation while her anxiety continued. Ona diet 
which must have had at least twice this calorie value, and 
perhaps three times, she lost weight very rapidly when once 
her anxiety had ceased. r . 

The increase in weight due to psychological trauma‘ is not 
invariably associated with an increase in appetite or with an 
increase in calorie intake’ This apparent contradiction of the 
law of the conservation of energy can only be explained on the 
assumption that the major part of the increase is due, as itis 
in Verney’s animals, to water retention rather than to fat 
deposition. On this hypothesis it is easy to understand why 
so many of these patients‘fail to lose weight on a diet of 
restricted calorie -value™ while: they lose weight rapidly on a diet 
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-which restricts, their intake of carbohydrate, fluid, and salt. 
leaving their. calorie intake more or less unaffected. It explains 
-also why diuretics are often a necessary part of the treatment. 
Dr. Ian Martin-Scott (November 19, p. 1178) raises the ques- 


_ tion of whether seborrhoei¢ dermatitis is a related phenomenon. 


I cannot bring forward any statistical observations. My impres- 
sion is that although seborrhoea is commonly associated with 
psychogenic obesity it is probably no more common amongst 
the obese than amongst the’ slim. Nevertheless it is a very 
noticeable fact that when seborrhoea is associated with obesity 
it is immensely improved by the dehydrating regime.—I am, etc.. 


London, W.1, RAYMOND GREENP. 


. Sir,—We were much interested by the question asked by Dr. 
Jan Martin-Scott (November 19, p. 1178). We have considered i 
our cases in the light ofthis question but have found no 
evidence of excessive secretion of sebum as a constant or even 
frequent feature. It was notable that many of our patients 
bad particularly fine clear skins such as are not infrequently 
seen in obese subjects. 

Dr. Martin-Scott presumed that the loss of weigbt in ow 
cases was due to fluid loss. This we feel is most certainly true 
when the loss is rapid, but we have also found that our patients 
had better control of their appetites after the treatment we 
were giving —We are, etc., 

London W.1. H..J. SHORVON. 

J. S. RICHARDSON. 


Amphetamine . Euphoria 


SıR,—The case recently reported in the press, when a young 
woman committed shop-lifting offences apparently under the 
influence of amphetamine euphoria, is perhaps of more than 
passing interest. In the circumstances it was not unexpected 
that the magistrate declined to accept the suggestion that the 
drug had any effect on the girl’s behaviour, and as there is 
little reference in the literature to the association of ampheta- 
mine ingestion with delinquency the facts should be placed on 
record. P 

The patient, a young woman of 24, asked for medical advice 
concerning her varicose veins. In relation to these the principal 
causative factor appeared to be her excessive weight, andas 


' she slept long hours and was rather lethargic and apathetic 


generally amphetamine 5 mg. three times daily was prescribed 

It was on the third day after beginning the drug treatment 
that the offences took place. As she was going out for the after- 
noon she decided on her own account: to take two tablets at- 
lunch-time. As she was not hungry and thought that fasting 
would help her to lose weight she had eaten nothing since 
breakfast. Her memory of events during the afternoon is 
vague, but it appears that, as arranged, she met her sister, who 
after a time noted her strange excitable mood and tried to 
persuade her to return home. Five articles were stolen in 
three different shops, and it was only-in the last shop that the 
sister became definitely aware that something .had been stolen 
and tried in’ vain to get her to replace it. Shortly after she 
was detained by the stores’ detective, who in giving evidence 
testified that the girl laughed and treated the matter as a joke . 
and did not appear in a normal mood. 

There was nothing to suggest psychological stress, nor had 
there been any indication of delinquent characteristics or of 
maladjustment of any kind. ‘On the day before the offence she 
had appeared: somewhat jovial and irresponsible, but not to 
an extent to draw particular attention. She had slept fitfully. 
unlike her normal routine, had jumped out of bed easily in the 
morning, and stated that at midnight “ she felt like going off to 
London for a. night out.” At the-court hearing it was reported 
that Dr.. Russell Davies had found, during an investigation in. 
the Services, that women were more liable than men to show a 
tendency to irresponsible behaviour, without normal control! or 
insight, after amphetamine medication. It would be interest. 


‘ing to know if there have been other cases of this kind—We 


are, etc., 


~ ‘ ALAN MABERLY. 
C. V. BLOOM. 


London, E. tra 


~ 
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Experimental Ascorbic Acid Deficiency 


SiR, —I am most interested in the medical memorandum by. 
Dr.. J. D. Andrew: on experimental ascorbic acid deficiency 
(December 3, p. 1273), especially in the observation that he had 
oedema of the ankles apparently due to ascorbic acid deficiency. 
Out of the mass of literature on the subject I quote Duran- 
Reynals, who states that “the studies of Chambers? and 
Zweifach® have defined the cement present between the endo- 
thelial cells of blood capillaries as a sticky, argyrophilic matter, 
continuously secreted by the cells themselves, and conditioned 
by calcium salts and the pH level. The cement behaves as if 
it were a salt of calcium, is digested by trypsin, and is not laid 
down in the absence of vitamin C."—I am, etc., 


Liverpool, 3. ' J. G. ALEXANDER. 
l Bact. Rev., 1942, 8, 197. - i 

ay. cell, comp. Physiol., 1940, 15, 255, 

1 Cold Spring Harbor Symposia on Quantitative Biology, 1948, 8, 216. 


on 


Visceral Actinomycosis 


Sin,~-Mr. V. Zachary Cope, in his Bradshaw Lecture on 
“Visceral Actinomycosis” (Decémber- 10, p. 1311), brings to 
our notice the Cinderella of infections. He is to be congratu- 
lated on his clear exposition of the disease, its symptoms, 
diagnosis, and. treatment, and in stressing the need to bear this 
disease in mind at all times. It is only by being alive to the 
fact that this disease is not a rarity that it will be diagnosed 

-and the necessary treatment carried out. Both surgeon and 

bacteriologist have’ a responsibility in the diagnosis of this 
condition—the surgeon to include it-ia his differential diag- 
nosis and to provide a suitable specimen for bacteriological 
examination, the bacteriologist to search for and isolate the 
causative organism. 

To isolate A. israeli and grow it in pure culture is often a 
difficult task for the bacteriologist. If a small quantity of pus 
arrives on-a swab then the job of the bacteriologist becomes 
much ‘more difficult, if not wellnigh impossible, unless ‘the 
“sulphur granules" are abundant. Pus obtained from any 
lesion which is suspected of being actinomycotic in origin 
should be sent to the laboratory in a sterile tube and not on 
a swab. The more material that is sent to the bacteriologist 
the better chance he has of finding the organism.. 
~ Although much has been learned about this disease since the 
first case was’ described 70 years ago, there are still many gaps 
in our knowledge. The fact that A. israeli could be isolated 
from the teeth and tonsillar crypts of people who showed no 
signs of actinomycosis was an important contribution to our 
knowledge of the disease, as was the fact that the disease was 
often associated with denta) caries. It has long been recog- 
nized that trauma frequently precipitates the onset of the condi- 
tion. These three factors—actinomycetes in the mouth, dental 
caries, and trauma—must often be present in the mouth. It 
may be that other factors are required before A. israeli can 
establish itself in the tissues. It is probable that actinomycosis 
is a commoner disease than we realize, only a small proportion 
of the actual cases being diagnosed. 

The figures of the incidence of actinomycosis in this country 
were given in a discussion at the Royal Society of Medicine in 


1930 by Cope.*. In 11 hospitals in England the average number“ 


of cases per year varied from 1 to 2.5. In two of the largest 
Scottish hospitals there had occurred only five cases in ten years 
and eight cases in nine years respectively. Recently a survey 
` has been carried out of the cases of actinomycosis which have 
occurred in the North-east of Scotland (the results of which it 
is hoped to publish shortly), and it would appear from this that 
the incidence of actinomycosis, at least in this area, is much 
greater than the- figures quoted above. This survey is part of 
an investigation the results of which it is hoped will provide 
figures of the incidence of actinomycosis in Scotland—I am, 
etc., l a 


Aberdeen. J. A. PORTER. 


REFERENCE ` ` 
1 Proc. R. Soc. Med., 1930, 23, 866. 
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Treatment of Cutaneous Anthrax 


Sin,—With reference to recent correspondence on`anthrax 
(October 15, p. 875, and December 3, p. 1296) the following 
fatal case of anthrax might be of interest. : 


_ A Slovak peasant of 50 cut a finger of his left hand while handling 
some raw meat. Soon his hand became swollen, and his genera 
condition deteriorated so rapidly that on about the third day of his 
illness he had to be-transferred to a hospital. On admission he was. 
a very ill man, semi-comatose and running a temperature of 104° T 

(40° C.). He died abour 24 hours after admission, receiving sympto 

matic treatment only. ee 


E 


The most important necropsy findings were: (D Left arm oede 


matous. (2) Lymph glands of left arm, feft axillary, and cervica 
glands enlarged and haemorrhagic. (3) Spleen enlarged, soft, septic 
(4) Haemorrhagic exudate in pleural cavities and haemorrhagic 
bronchopneumonia of both lungs. (5) Haemorrhagic leptomenin 
gitis; the thickened meninges were covered with a thick layer of 
brown-red haemorrhagic exudate. Direct smears from the meninges 
Showed numerous anthrax bacilli, which were grown from cultures 
from the organs also. 


This case, an example of the fulminating type of anthray 
giving rise to septicaemia and haemorrhagic leptomeningitis 
did not receive penicillin. However, several cases of malignant 
pustule of the arms and face responded well to treatment with 
penicillin—I am, ete., 


London, W.C.1. Į. FRIEDMANN 


i Antihistamine Drugs and Sea-sickness 


SIR; —It is a matter of some difficulty for the ship’s surgeon 
to assess the many and varied remedies for this distressing com- 
plaint, and the reasons are not far to seek. The passenget 
usually consults one after vomiting for 24-36 hours, and this 
often coincides with the end of the bad weather. So whether 
it be the passenger finding his sea-legs, the weather subsiding, o7 
the efficacy of the remedy prescribed which causes his vomiting 
to cease is hard to determine. One must remember, too, that 
one only sees the failures and not the successes of the self- 
medicated travelling public. 

. During the war a considerable amount of research work wat 
undertaken to find a remedy for sea-sickness, but in the end 
hyoscine by itself or combined with some other drug was found 
to be the best antidote. In fact one might say that until 2 


.year ago hyoscine was the sheet-anchor in the treatment of 


sea-sickness. 

The first report on “ dramamine” (see leading article in the 
British Medical Journal, May 14, p. 855) seemed almost toc 
good to be true, though it should be noted that quite a consider 
able proportion of the controls fared quite well on the placebc 
given, stressing the psychological factor, which is very consider- 
able in this complaint. JI have treated a considerable number 
of cases with dramamine and its Canadian equivalent “ gravol ’ 
during the summer months when the weather was not too bad 
and have been very favourably impressed, though my results 
were not as good as those published by the Americans.’ How- 
ever, any antidote for sea-sickness given by the mouth pre- 
supposes that the patient will retain it, and in their inability te 
do so probably lies most of my failures: 

The first aim of the surgeon in treating sea-sickness is to stor 
the vomiting, the second to alleviate the accompanying dehydra- 
tion. In order to accomplish this I consider it is of cardinal 
importance to commence medication“per rectum. The weather 
this autumn on the North Atlantic has been very favourable 
to an extensive trial of initial rectal therapy. The last two 
voyages westbound found us in a whole gale for three days. 
which means considerable pitching. In most cases medication 
had commenced 24~48 hours before the storm subsided, an 
important point in assessing the results. One hundred cases 
of severe sea-sickness were treated, and below is given the 
routine and the results. , 

Patients were kept in bed for two days. Initially one “ neoanter 
gan ” suppository (150 mg.) was given per rectum, and a half-how 
later the patient was encouraged to commence slowly drinking eithe; 
water, ginger ale, or soda water, aiming at an intake of four to five 
pints (2.25 to 2.8 litres) during the following 24 hours. On the 
second day light solid diet was allowed, and the fluid intake was 
maintained as during the previous 24 hours. On the third day the 
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patient was encouraged to get up. Eight hours after the initial . 


P 


suppository a tablet of neoantergan (100 mg.) was administered, and 
on the second day this was repeated at 8 a.m. and a tablet of 
“ phenergan ” (25 mg.) was given at 6 p.m. Jt was unusual to have 
to carry on treatment- for more than three -days. 
same routine was followed, aiming at a fluid intake of 2 to 3 pints 
(1.1~1.7 litres) ‘of fluid in the first 24 hours. Initially a neoantergan 


suppository (50-mg.) was given, followed by pulv. ncoantergan 


(25 mg.) three times a day. 


Out of 100 consecutive cases of severe sea-sickness treated in this 
way only two vomited after the first suppository (one being a- 


foreigner whose language I could not speak, and whether or no she 
followed my- directions 1 cannot -tell). The average duration of 
vomiting prior to medication was 36’ hours. „Of the 100 passengers 
treated 80% were females, 20% males. Of these. 20% sought 
advice following the failure of hyoscine medication, and 7% follow- 
ing failure to retain’ dramamine tablets. Apart from some drowsi- 
ness, I came across nO complications. 


It is heartening to know that when one first sees a case of 
severe sea-sickness one can say with almost complete assurance 
that the patient will vomit no more.—I am, etc., ` 


Liverpool. F. K. BEAUMONT. 
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: Chilblains 
- Sır —Dr. J. T. Ingram’s excellent article (December 3, 


p. 1248) on this subject ends by recommending that the physical > 


factors concerned should be explained to the patient. As I 


have not yet heard or read_of a satisfactory explanation, or ' 


indeed met anyone who has, I hope’ you will. allow me to give 
my own as briefly as I can. 

1. Chilblains are found usually on such sites as the fingers, 
toes, and ears. 
source of heat. Any: animal warmth that they possess is 
derived from warm arterial blood. . ' 

2. The arteries supplying these parts lie to some- extent of 
their course close to the skin surface and are’ subject to-cooling 
in certain conditions. „ ~ i 

3. Heat produced in the body by metabolic processes is 
largely dissipated by radiation and evaporation from the skin, 
the hands and feet being especially important in this connexion. 
It has been shown that a slight rise in body température will 
increase the flow of blood to the hand by 100%. 

4. If the body generally is cooled arterial supply to skin, 
hands, and feet is cut down. Where arteries themselves are 
exposed to cooling this is bound to`result in the blood con- 
tained in them being reduced to a lower temperature still. 

5. Vascular endothelium being sensitive to cold; the next stage 
is a spasm of the arterioles supplying the chilblain areas, and 
ischaemia results—cf., dead fingers after a swim in cold water. 

6. So far no great harm has resulted; as tissue metabolism is 
also.arrested by the lowered temperature of the chilblain area. 
if the subject is so unwise as to warm the part before warming 
himself the local metabolism will begin before the circulation 
has resumed. Hinc illae lacrimae (meaning, here come chil- 
blains). ° ; , x ny 

As to prevention, it should be clear that groins, knees, ankles, 
axillae, elbows, and wrists nged to be kept warm inzcold-weather, 
Wrapping up hands dnd feet cannot possibly help if arterial 
blood is already cold when it gets there. If the ears are affected 
a warm high collar would help. Incidentally, any protective 
clothing of this sort must be kept dry. A wet anklet is worse 
than useless. Any measures calculated to increase metabolism 
should help, particularly an increased calorie intake. The 
rarity of chilblains in North America may be in part due to 
better nutrition. 

Regarding treatment, the calcium theory is most interesting. 
Has anyone ever been cured of chilblains by taking calcium ? 
Does anyone know how the i¢ea started? It is plain enough 
that a prolonged course of treatment started in March ought to 
give results by July, at least in this country, by any method, 
but why: calcium? And, I might add, why calcinosis as a 
sequel of chilblains ? _ © 
» There: is one way of aborting chilblains in the itching stage 
that can be depended on. The patient puts the affected part 
under a cold-water tap until the part becomes numb, then 


- 


Ir children “the - 


* —] am, etc.,: 


These regions do not contain any intrinsic’ 


rubs: vigorously with a dry rough towel. until the circulation 
‘returns, It is essential for the-patient to do the work himself 
and thus get warm. Personal experience of the method has 
always been quite successful. The last time tried would be 
about 1934. Iam glad’to say I have not had chilblains since. ’ 


N 


Shipley, Yorks, . Henry S. RUSSELL. 


The Natural History of Asthma 


Sm,—Ī had felt the same disappointment as Dr. D. H. Irwin 
(December 10, p. 1354) at the absence of adequate reference 
to psychogenic factors in asthma in the article by Drs. Elsie O. 
Williams and G E. O. Williams (October 22, p. 897). One 
interesting point which Dr. Irwin raises is the “ growing out” 
of the condition which seems to happen round about the age 
of early puberty. This tendency, of which, so far as I know, 


. there is no statistical demonstration, renders it difficult to assess 


results of treatment in later childhood, but in my experience 
residential open-air-school treatment for a period of about two 
years has very good results and often breaks down the anxiety- 
ridden cycle at home in the most effective manner. 

With younger children re-education of the mother, as men- 
tioned by Dr. Irwin, should be an essential adjunct of any 
treatment. ` Finally, a demonstration of its psychic nature is 


_ given by the favourable effect of hypnotic treatment in adults. 


It is possible not only to relieve the nervous spasm during an 
acute attack but also to obtain extended amelioration by includ- 
ing this particular technique in the therapeutic approach.— 
I am, etc., aog ‘ 
Edgbaston, Birmingham. , C. BURNS. 


. The Uses óf Streptomycin 


Sır —Your leading article (November 12, p. 1098) on the 
uses of streptomycin was well timed and informative. Like 
Dr: Eric Frankel (Novèmber 26. p. #229), however, I find reason l 
to disagree with the statement that the drug is useless in the 
treatment of ulcerative colitis. Realizing quite well that one or 
even two swallows do not make a summer, nevertheless they 
do make one think that others may be knocking around if we 


_ look for them. 


In October, 1948, a female patient aged 37 was referred to me for 
hospital treatment. There was a history of the passing of blood and 
mucus per rectum for some weeks prior to admission, with rapid . 
weight loss and pyrexia. Over the previous six months two similar 
but shorter attacks each lasting- about one week had occurred. 

On admission the patient was nervous and depressed. Her general 
condition was poor. Temperature varied between 100°-103° F. 
(37.8°-39.4° C.). Tenderness was present over the descending colon, 
and stools (10-20 in 24 hours) consisted of blood, pus, and mucus. 
Barium enema revealed a straight, narrow colon, and sigmoidoscopy 
the typical changes of -colitis with’ ulceration. Proteus morganii was 
isolated from the stools on culture. 

Full courses of penicillin and “ sulphasuxidine ” together with 
sedatives, low-residue 'diet, ete., failed to influence the condition 
over the next two weeks. Local treatment-with a tannic-acid solution 
was reluctantly tried; still without any improvement. 

In view of its reputation with Gram-negative organisms it was 

then decided to try the effect of streptomycin. For seven days the 
patient received 0.5 g. thrice daily intramuscularly, together with 
0.5 g. in 8 oz. (230 ml.) normal saline per rectum daily. On the 
third day the temperature settled and the number of stools diminished 
rapidly, and on the ninth day from the installation of streptomycin l 
therapy she passed one normal stool -free from blood, pus, and 
mucus, and culture was negative. At this stage and for the next 
three weeks transfusions of a half-pint (570 ml.) of blood were given. 
twice weekly to combat a moderately severe secondary anaemia. 
. Having remained well for four weeks, the patient’s temperature 
rose to 101° F. (38.3° C.), and on the following day she passed ten 
stools containing blood and mucus. Streptomycin was immedi- 
ately administered on similar lines as before, and on the third day 
the condition cleared quite suddenly. This time a total of 8 g. was 
given. Stool culture at the beginning of relapse was negative. 

The patient’s progress from now on was an uninterrupted recovery ; 
and prior to discharge, after hospital treatment for 16 weeks, 


. sigmoidoscopy revealed a normal rectum and sigmoid colon, though 


the radiological picture was substantially unchanged. She has 


‘remained well and free from symptoms since, a period of ten months. 


It is interesting to note that in this case there was a history 
of a severe attack of epidemic diarrhoea three years previously. 


a 
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A’ psychological: background was added by the birth, ten 
months after this attack, of a mentally, defective (mongol) 
child, a factor which profoundly affected, the patient’s outlook 
since, - 

These points`are interesting in view of the diverse views 
of. the aetiology of ulcerative colitis. Perhaps there is a little 
Of truth in both the psychosomatic and infective schools of 


- thought; and more often than we have realized the colon may 


have been the recipient of both types of trauma. Intestinal infec- 
tion and psychosomatic stress are both common, and thus the 
comparative rarity of ulcerative colitis may be explained by 
the necessity for coincidence. 

In conclusion, may I suggest that cases such as the above 
and Dr. Frankel’s indicate that absolute and dogmatic state- 
ments regarding the use of streptomycin in ulcerative colitis may 


_yet prove premature. The danger of such an attitude towards 


comparatively new forms of therapy has recently been rather 
forcibly demonstrated in Ireland, where streptomycin has been 


controlled on the advice of the Medical Research Council, and 


_gastro-intestinal infections are not even mentioned in the 
` schedule of diseases in which permission to use the drug will be 
granted.—I am, etc., 
` Dublin è 


-~ 


WILLIAM F, O'DWYER 


An Unusual Murmur 


Sır, —The unusual murmur described by Dr. F. A. Ward 


- (December 10, p. 1353) with the accompanying case history 


suggests the diagnosis of a small spontaneous pneumothorax. 


-[ myself suffered from recurrent spontaneous pneumothoraces 


_-a few years ago, and during an attack I often heard and felt the 


clicks described by Dr. Ward (known in the textbooks as aortic 
or systolic clicks). 

My own personal experience indicates that the systolic clicks 
are influenced by posture and to a lesser extent by respiration. 


-With alteration of posture, often very slight, they could be 


_made to appear or disappear at will. 


_ This probably accounts 


-for the sudden disappearance and reappearance of the clicks in 


Dr. Ward’s case. It was also my experience that the clicks are 
more pronounced the smaller the pneumothorax. 

It seems probable, therefore, that in Dr. Ward’s case there 
was present a small pneumothorax, possibly localized by 


- adhesions, which did not show up on the a —I am. 


~ 
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‘nigue for spleen puncture. 
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Ryton-on-Tyne, Co, Durham P. H. DICKINSON. 


Splenic Puncture 


Sir,—l was particularly interested in Dr. Emanuel Tuckman’s 
reference (November 12, p. 1112) to the increasing employment 


` of splenic puncture as a diagnostic measure in blood diseases. 


Thirteen years ago, in describing the technique of this puncture, 
[ wrote: : 


“In the investigation of the pathological processes in blood and 
other diseases in which splenic enlargement is a prominent symptom, 
the possibilities of spleen: puncture have not been fully explored . 
and it seems certain that useful information regarding the processes 
of blood-cell destruction might be obtained from the blood taken 
directly from the sinusoidal spaces in the spleen.” 


I am in entire agreement with Dr. Tuckman’s statements on 
both the relative safety of splenic puncture and on its greater 
value in the diagnosis of kala-azar. I also agree that the safety 
of the operation depends to a great extent on the speed with 
which it is done. However, I was not impressed with his tech- 
I have no doubt that it is much 
simpler than-it sounds. I wonder whether Dr. Tuckman has 
_ tried the method described in the paper referred to above. This 
certainly-needs a special syringe attachment, but it is one that - 
can be made very easily by any local tinker. This attachment 


gives the operator complete control of the syringe with one ` 


“hand and leaves the other hand free to grasp the spleen. 
I could not quite see why Dr. Tuckman claimed that his 
method made one independent. of the patient’s co-operation. 


t 


Ca 


With my attachment, however, it is possible to do a spleen 
puncture on a screaming struggling child: all the help that is 
needed is for someone to keep the child’s hands off the syringe 
With a firm grasp of his spleen one is quite indifferent to the 
child’s gyrations around this central point. The needle is in 


‘the spleen for only a fractton of a second, so that danger of 


damage to the capsule is reduced to a minimum. 
I have used this syringe attachment for twenty-odd years in 


‘over 6,000 splenic punctures in kala-azar and in a variety of 


blood diseases, without fatalities or any serious ill effects 
and I now do not care to do the operation without it. If n 
is true that splenic puncture is becoming more popular among 
haematologists, I would draw their attention to this simple 
attachment.—I am,. etc.. 


London, W.i. L. EVERARD NAPIER 
REFERENCE z 


l Lancet, 1936, 2, 126. 


Hyaluronidase and Bee-sting Sensitivity 


Sir,—In reply to the letter by Drs. W. R. S. Panckridge -and 
C. Q. Henriques on the subject of angioneurotic oedema caused 
by a wasp-sting (December 10, p. 1354), I wish to make the 
following comment arising out of observations on two cases of 
bee-sting sensitivity. 

The exquisite degyee of sensitivity seen in cases of bee-sting 
is evident from the severe and on occasion fatal reactions” 
recorded in the literature and in the press. There is evidence 
that this sensitivity is of an allergic character and is based on ' 
sensitization following previous bee-stings, The rapidity of 
development and widespread severity of the reaction are of the 
highest order. Among the ordinarily encountered parallels is 
that seen in cases receiving pollen-hyposensitization therapy. 
and even here the reaction is‘rarely as acute or as severe. 

The likeliest mechanism for these severe reactions may be 
(1) a very high degree of sensitivity, as seen by the vigorous 
skin reactions obtained- with testing, or (2) the possibility of 
accidental intravenous administration of the allergen. The 
latter is unlikely, though possible even in the case of bee-stings 
The fact that bee venom contains hyaluronidase suggests an 
alternative mechanism. ‘The hyaluronidase could facilitate the 
rapid and massive absorption of the antigen and could therefore 
account for the acute and severe generalized reaction. 


The two cases of bee-sting sensitivity which were investigated and 
treated were two members of the South African police force. Thei) 
histories varied only in degree. In the one case there were two 
incidents of almost immediate unconsciousness lasting up to 14 hours. 
followed by severe generalized oedema and respiratory distress. The 
second case, while not so severe, was prostrated with extensive 
“angioneurotic oedema and severe abdominal pains. 

Scratch tests were carried out with (1) a bee-venom extract pre- 
pared commercially for the treatment of rheumatoid arthritis; 
(2) bee body protein extracted with carbol saline after the sting 
and venom had been carefuliy removed; (3) a drop of honey placed 
on the skin. The more severe case pave strong positive reactions 
with all three test materials, while the other did not react to being 
scratched through the honey. The antigen, therefore, is contained in 
the bee protein, not solely in the venom. This observation has been 
confirmed previously by other workers. Both patients responded well 
clinically to hyposensitization with a bee protein extract prepared 
by the South African Institute for Medical Research. The resnonse 
was assessed by the increasing tolerance of the skin to larger doses 
of the injection material. As emergency measures, the patients 
were instructed to carry with them a syringe, adrenaline for injection. 
tablets of ephedrine and of “ benadryl” (oral adrenaline, such as 
* neo-epinine,” would appear to hold out the advantages of easier 
application and portability), When last seen neither had been 
exposed to the crucial test of being stung again, though it is 
reasonable to expect that benefit may have accrued from the 
treatment. f 


It is suggested, therefore, that the anaphylactic-like response 
. to bee-sting is due to (1) a high degree of sensitivity to bee 
protein following on previous sensitization, and (2) the adjuvant 
effect of hyaluronidase in the bee venom ; this could facilitate 
and make more complete the rapid absorption of the antigen.— 
I am, etc., 


London, wäi J. Pepys. 


~ 
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Librarians in Children’s Wards i 
Sir,—At a recent conference on “The Librarian in the 


Children’s Ward” held by the Guild of Hospital Librarians on` 


November 9 the audience was surprised to learn that at several 
hospitals, including large and well-known establishments. 
librarians were not allowed: into the children’s wards at all. 
The opposition, so far as we could gather, comes mainly from 
the nursing staff, and the reason given is usually “ infection.” 
It is not clear whether the librarian or her books are held to 
be the conveyers of disease, but in any case we respectfully take 
leave to doubt whether the objection is a reasonable one. If 
t were valid it would surely be applicable to all children’s 
wards, which is not found to be the case. Where the librarian 
is welcomed, difficulties about infection traceable to her 
presence or to the distribution of books do not arise in practice. 

It also emerged at the conference that where the teacher acts 
as children’s librarian the books are sometimes locked up at 
the beginning of the school holidays and the children are 
deprived of this solace just when they need it most. A few old 
books left for the nurses to distribute do not in the least meet 
their wants. 

Do these defects in hospital library service really matter ? 
Che attention now being paid to the psychological effect of 
hospital admission on children has shown how bored and 
frightened and home-sick they can be behind a mask of docility. 
(t seems strange that the best and cheapest means of comfort, 
occupation, and mental stimulation—a good supply of suitable 
books—is still not being fully utilized —We are, etc., 

JOHN FOSDYKE, 
President. 

- LETITIA FAIRFIELD. 
Chairman, 


JOAN CLOKE, 


Secretary. 


London, S.W.3. Guild of Hospital Librarians 


POINTS FROM LETTERS 


Health and the Soil 


Dr. A. D. Wus (Guildford) writes: The letter by Dr. G. T. 
Wrench (November 19, p. 1178) has stimulated no discussion, yet it 
ts surely of vital importance. -It is not widely realized that there 
is a direct relationship between human health and soil fertility, a 
capital asset which has been squandered throughout the world with 
4 prodigal disregard for its consequences. The lost fertility can only 
be restored by a return to organic cultivation. ... Lack of humus 
in the soil not only deprives plants of their natural food but changes 
che character of the soil and encourages erosion. By such methods 
and the wholesale slaughter of tree and hedgerow America leads the 
world in the creation of deserts; but there are signs that erosion has 
vegun in England, particularly in East Anglia. Diseases and pests 
affecting plants have been well named by the Jate Sir Albert Howard 
as ‘‘ nature’s censors,” since they do not attack the healthy plant to 


any significant extent. It is known that health in plants depends on - 


following nature’s law of return and also that animals feeding on 
such plants enjoy the same vigour and immunity from disease. .. . 
The time is, surely, appropriate to initiate a series of experiments 
embodying these principles and practices to test their validity in a 
scientific manner. 


Dr. K. O. A. VICKERY (New Malden, Surrey) writes: Dr. G. T. 
Wrench’s timely reminder of our neglect of the soil and our con- 
‘inued preoccupation with disease (November 19, p. 1178) must not 
pass unheeded. It is hardly suprising that there is no mention of the 
soil in the National Health Service, while we of the profession con- 
tinue to pay such scant attention to the vital interdependence of 
soil, animal, and human health. ... 


Painful Experiments- 


Mr. J. L. Dossier (Manchester) writes: I am glad you found 
room to print at least one protest (December 10, p. 1356) under this 
heading. The question is whether we are capable of moving with 
the contemporary current of civilization. Such a question deserves 
more attention, and ought not to be bedevilled by the conflicting 
passions of vivisectors and their enemies. 


Small Mothers and Large Babies 

Dr. P. Stack (Worksop, Notts) writes: A primipara whose height 
-is 4 ft. 104 in. (168 cm.) was delivered with forceps of a living 
child weighing 10 Ib. 7 oz. (4.73 kg.). . .. 
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-Obituary 
A 
T. A. HINDMARSH, M.S., FRCS 


Mr: Thomas Albert Hindmarsh, of Newcastle-upon-Tyne 
died on December 8 in Newcastle Infirmary at the com. 
paratively early age of 60. “T. A.” as he was affec- 
tionately known among his colleagues, always intended 
to be a surgeon. It was to further that end that he took 
the Conjoint diploma in 1913 after graduating M.B., B.S 
at the University of Durham in 1911. The varied house 
appointments which he held at the Royal Victoria Infirm. 
ary, Newcastle-upon-Tyne, in the medical, gynaecological 
and dermatological wards, apart from his period as a 
house-surgeon, served as a further preparation. Though 
it may have been without design, a short assistantship in @ 
country practice followed by a partnership in a practice in 
Cumberland helped to make him a “good doctor” and 
contributed in after years to his successful handling of 
patients and his equally successful relationship with practi- 
tioners. In the 1914-18 war he served in the R.AM.C 
overseas, mostly in Salonika, and there he came in contact 
with many surgeons whose practice and outlook he 
analysed with discernment as a guide to his own future 
conduct. 

Back in England it was not long before he was appointed 
a surgical registrar in his old hospital at Newcastle-upon- 
Tyne—a wonderful training school with a wealth of clinical 
material. During 1919 he took with first-class honours 
the M.S. of his own university, and in the same year the 
F.R.C.S. He was made assistant surgeon three years 
later and a full surgeon in 1935, and from then onwards he 
continued to serve the Royal Victoria Infirmary loyally 
and devotedly. In his short final illness his one desire was 
to get well enough to resume the work that he loved. 

Hindmarsh was always a general surgeon with an apti- 
tude for dipping into new fields. His craftsmanship was 
easy and effective, and in most cases produced a great 
measure of success. It was just that success and a certain 
emulation of the pioneer work of Sir Thomas Dunhill that 
attracted him to the surgery of toxic goitre, in which he 
eventually acquired an enormous experience and outstand- 
ing success. It was not only his care and skilful technique 
that brought these rewards, but a nice understanding of the 
problems of each individual case, an understanding and 
unremitting care which in the earlier days had to be sus- 
tained throughout the management of many critical cases 
His optimistic approach to each problem was undoubtedly 
a great help, not only to his patients but to the nurses 
and those about him. Hindmarsh was a very successful 
abdominal surgeon, as so many of his friends and col- 
leagues can testify from personal experience ; he had long 
been a “doctors’ surgeon.” In this field of surgery he 
recognized few limitations and did most things well. His 
thorough grounding in principles undoubtedly helped him, 
and he was never appalled by impending or unexpected 
difficulties. In recent years he had been especially interested 
in the surgery of the sympathetic nervous system. 

Though he never paraded his knowledge of surgical 
literature, Hindmarsh somehow was always up to date. He 
loved to travel, and was an acceptable and popular member 
of more than one surgical club. On visits to foreign 
clinics he showed himself a discerning observer and judge 
of men. Hindmarsh was not ambitious. His daily work 
filled his life-and he wrote but little. His teaching was 
neither didactic nor systematic, but he had great influence 
among the students, who learned much from his informa] 








1476 DEC. 24, 1949 


‘OBITUARY 


Britiso 
MEDICAL JOURNAL 





E talks. It gave-him pleasure recently when he was elected 


an examiner for the final Fellowship and he was eagerly 
looking forward to his, duties in this connexion. .For years 
Hindmarsh had conducted a very large and widespread 
consulting practice, and in addition to his main work in 
Newcastle he operated regularly in outlying hospitals 
_ twenty to forty miles distant. In these areas his name was 
well known to doctors and patients alike. 

“T. A.” was a most lovable man, and he will be sadly 
missed in Newcastle. He had a warm, genial, kindly dis- 
_ position-and radiated good cheer. He loved to hear or to 
tell a good story. - Although he worked so hard he-found 
time to pursue his hobbies. He was a good golfer, a keen 
fisherman, and interested in music. He was happily 
married, and he Jeaves a widow and two daughters, to 
whom the sincere sympathy of all his colleagues and friends 
will be extended.—J. H. B. 


4 


A. J, HIRD, M.B, MRCP. 


Dr. Alan J. Hird, a junior lecturer in’ medicine at. the 


University of Glasgow, was killed early on December 11 
when he fell several hundred feet while undertaking 
' an overnight climb of Am Bodach, a mountain near 
Kinlochleven, 
Mountaineering Club and a keen and experienced climber. 
His career, cut short at the age of 32 by this tragic accident, 
was one of great promise. ` 

Alan James Hird was the son of the late Mr. James 
‘ Hird, principal teacher of chemistry at Allan Gien’s School, 
Glasgow. Educated at Glasgow Academy, of which he 
was dux at the age of 16, he entered Glasgow University 
and took a B.Sc. in 1937. He went on to graduate M.B., 
Ch.B. with honours in 1940. He then held resident posts 
as house-physician at the Western Infirmary, Glasgow, and 
. house-surgeon at the Royal Hospital for Sick Children, 
before joining the Navy as a surgeon lieutenant. After 
completing his service Hird took the M.R.C.P. in 1947. He 
was then appointed medical registrar at the -Southern 
General Hospital, Glasgow, and shortly afterwards was 
. made a junior lecturer in medicine at, the University, in the 
department of the Regius Professor of Medicine at the 
Gardiner Institute and Western Infirmary. Alan Hird was 
particularly interested in research on diseases of the blood, 
and he had already published a number of useful contri- 
_butions. In the past year he had often been of much 
assistance to the Journal in writing annotations and’ 
occasional leading articles. 

Hird -was greatly liked by all his colleagues for his 
charming manner and for the firmness and resolution 
which he showed in his approach to any problem, whether 
in the clinical or research field. He was the only child of 
his widowed mother, and to her the sympathy of all his 
friends and colleagues will be extended. -° 

Professor J. W. McNee writes : The tragic death of Dr. 
Alan Hird at the age of 32 in a mountaineering accident is 
a severe blow, both to Glasgow University and to. the 
Western Infirmary. Hird was universally recognized among 
his colleagues, old and young, to be on the way towards a 
brilliant career in medicine, and his aptitude for inde- 
pendent research work was apparent to all. He was just in 
‘course of -applying. for. one of the coveted Commonwealth 
‘Fund Fellowships, and ‘if successful would have spent the 
next year or two at either Harvard or Rochester University 
in the United States on exciting research work, which he 
had already tentatively planned. Hird was-a fine Jad and 
greatly: ‘liked by:all his colleagues. There is no doubt that 
a fine ‘young physician, steadfastly. moving towards the 
- light, has been ‘lost by the Glasgow School of Medicine. 


Dr. Hird was a member of the Scottish . 


Dr. EDWARD EDELSTEN BRIERLEY died suddenly in Ramsey. 
Isle of Man, on December 8 at the age of 78. His family came 
~ from the Rochdale area. He was proud of being a Haileybury 
man, and he graduated M.B., C.M. at Edinburgh in 1895. Five 
years later he took the F.R.C.S.Ed., and this was to affect some 
of-the later phases of his career. He held some resident 
appointments and undertook a trip to the Far East before 
settling in practice in Cardiff in 1901. His practice developed 
rapidly and included some surgery, though he was narrowly 
unsuccessful in his application for a surgical post on the staf 
of the Cardiff Royal Infirmary. He found partnership helpful. 
notably that with Dr. Telford Morgan, who now carries on the 
practice. Brierley was a keen B.M.A. man, and filled many of 
the important Association offices locally as well as represent- 
ing the Cardiff Division at the Representative Meeting almost 
without a break from 1915 to 1933. He was president of the 
South Wales and Monmouthshire Branch in 1931-2 and chair- 
man of the Cardiff Division. He also served for ten years on 
the Charities Committee of the Association. His contributions 
to professional and medico-political discussions in Divisional 
and Branch meetings were able and interesting. Many will 
recall that when the Association was aroused- by the advent 
of the Insurance Act his observations, while intensely - critical, 
nevertheless conveyed a sense of the inevitability of some such 
development. Brierley was an ardent churchman, and for many 


- years he was vicar’s warden at the Church of St. John the 


Baptist, Cardiff. After 33 years in Cardiff it became necessary 
for family reasons that he should move to the Isle of Man. 
At Ramsey, from 1934 onwards, Brierley developed a moderate 
practice. and-at the-same time, as: was his custom, “took up 
his interests in the Church and in medical politics. He became 
vicar’s warden at the Church of St. Olave’s, Ramsey. He was 
president of the Isle of Man Division of the B.M.A. from 1939 
to 1943, and president also of the Isle of Man Medical Society. 
He worked, too, for the Red Cross Society, and with that body 
rendered sterling service during the war. He was an expert 


. pigeon fancier, and it was just two days before his death that 


the award of a first prize to one of his exhibits was announced 
Brierley was a man and a colleague whom it was a privilege to 


~ know. „He was as upright in conduct as in figure. A very wide 


circle of friends will feel the utmost sympathy with those whom 
he leaves—his widow, whose devotion and expert knowledge 
of medical matters must have been of the greatest service, one 
daughter, and three sons, one of whom is in practice -—E. J. M 


Dr. FRANK THORNTON BIRKINSHAW died suddenly at his home 
in Auckland, New Zealand, on October 2, 1949, at the age 
of 50 years. Born at Ovingham-on-Tyne in 1899, Dr. Birkin- 


‘shaw was educated at the King Edward School, Birmingham. 


and at Birmingham and London Universities. He joined the 


“Royal Warwickshire Regiment during the first world war and 


was later attached’ to the Royal Air Force, in which he saw 
service with a special duty flight attached to the Hedjaz army. 
He was for a time the personal pilot of T. E., Lawrence, and 
was decorated by the French and British Governments. - After 
the armistice he returned to his regiment and later joined the 
Royal Army Medical Corps. He went to New Zealand in 
1930,-and practised in Amberley and Christchurch, where he 
was a vice-president of the Returned Services Association. 
Dr. Birkinshaw came to London in 1937 for postgraduate study. 
After 18 months he returned to Christchurch and in 1940 was 
appointed, medical superintendent of the Coromandel Hospital. 
He relinquished this appointment in 1943 to commence prac- 
tice in Auckland as a consultant physician. Dr. Birkinshaw is 


„survived by his wife, Dr. Edna Birkinshaw, and by one son and 


one daughter. 


Dr. WLM Scotr HAL, who died on November 14 at the 
age of 74, was for many years one of the best-known medical 
‘ practitioners in Scunthorpe. ‘Dr. Hall was a student at Marechal 
College, Aberdeen, dnd at the Middlesex Hospital, graduating 
M.B., Ch.B. in 1897. He came to North Lincolnshire as an 
assistant in practice at Althorpe before settling in Scunthorpe. 
Then in 1902 Dr.’ Hall went into partnership in Bradford, 
returning to Scunthorpe again after four years as a captain in 
the R.A.M.C. during-the 1914-18 war. He retired from ‘practice 
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only three years ago, and lived in the Isle of Axholme and 
subsequently at Epworth. Dr. Hall was a man of few words, 
sometimes difficult to approach, sometimes brusque and gruff 
in manner. These outward garments served only to hide a man 
vf deep feeling and compassion, a doctor to whom the ills and 
distress of his patients were of real moment, distressing to him- 
self. He had an independent outlook on medical problems, but 
he kept pace with the rapid advances in medicine, and his 
younger colleagues could always rely on a sound, modern, 
balanced, pithy comment on any subject under discussion. His 
practice extended far and wide in North Lindsey, his many 
patients relying on him to continue to serve them even at 
great distances. As a magistrate his deep insight into human 
behaviour was always of value to colleagues on the bench, 
where he joined his own sense of personal integrity with a 
sympathetic understanding of human failings. His interest in 
things other than medicine was wide. He had pronounced 
views on the failings of our social order, and could speak 
vehemently at times of need for change. His great hobby 
was the collection of old prints and etchings, about which he 
bad something of a connoisseur’s knowledge. His widow and 
two sons and two daughters survive him.—J. R. B. and W. H. B. 


Dr. ALFRED ERNEST REMMETT Weaver, who died on 
November 15, was formerly medical officer of health for 
Weston-super-Mare. A student at Birmingham University, 
he graduated M.B., Ch.B. in 1904, proceeding M.D. two 
years later and taking the D.P.H. in 1908. He entered the 
public health service in 1906, and was for more than 20 years 
deputy to Sir William Savage, who was then county medical 
officer of health for Somerset. Then in 1929 Dr. Remmett 
Weaver succeeded the late Dr. John Wallace as medical officer 
of health for Weston-super-Mare. He continued in this appoint- 
ment until his retirement in August, 1941. He acted also as 
superintendent of the isolation hospital, and he was responsible 
for creating an up-to-date maternity and child-welfare service 
for Weston. In his retirement Dr. Remmett Weaver continued 
to play an active part in local affairs. He did a great deal of 
work for St. Paul’s Church, where he was churchwarden, and 
tecently represented the church ‘at the Locking Ruri-decanal 
Conference. He was a past president of the local Rotary Club, 
and took a keen interest in the Somerset Association for Mental 
Welfare and in the local Tuberculosis Care Committee. 


Dr.~ WILLIAM HILTON Parry died suddenly at his home in 
Caernarvon on November 19. A son of the late Dr. Robert 
Parry, he was born in Caernarvon and educated at Llandovery 
College, the University College of Wales, Aberystwyth, and 
Liverpool University. He graduated M.B., Ch.B. in 1911, and 
was house-surgeon and subsequently house-physician at the 
Royal Southern Hospital, Liverpool. In September, 1914, he 
was posted to the 14th General Hospital at Wimereux, and a 
year later he transferred to the No. 3 Field Ambulance of the 
lst Division. He then served as medical officer of the 4th 
Battalion, Grenadier Guards, and later, was with the 3rd Guards 
Brigade in the Battle of the Somme and was twice mentioned 
in dispatches. For his work during the Passchendaele attack 
he was granted an immediate award of the M.C. At the end 
of .1917 he was graded unfit for further service abroad and 
appointed surgeon specialist at the Alder Hey Military Hospital. 
A few months later, however, he managed to get back to France, 
where he served with distinction while attached to the Australian 
Division. On demobilization Dr. Hilton Parry joined his father 
in general practice in Caernarvon. Shortly afterwards he was 
appointed medical superintendent to the Gallt-y-sil Isolation 
Hospital, and he later became superintendent of the Eryri 
Hospital and Bodfan Mental Home, medical officer of the port 
sanitary authority, and police surgeon. He had been a borough 
magistrate since 1930, and for many years was a member of 
the Jocal panel committee, serving as its chairman for a time. 
He was made chairman of the North Caernarvon and Anglesey 
Division in 1928-9, and was president of the North Wales 
' Branch in 1945-7. During the recent war Dr. Hilton Parry 
served as chairman of the local medical board. He also acted 
as medical officer of a Caernarvonshire Home Guard battalion, 


OBITUARY 


BRITISH 
MEDICAL JOURNAL 


1477 





‘and was later promoted to zone medical officer for Caernarvon- 
shire with the rank -of lieutenant-culonel. In 1945 he was 
accorded the honour of nomination as high sheriff of 
Caernarvonshire. In recent years Dr. Hilton Parry had been 
a member of the local executive council and of the local 
medical committee for the area. In his youth Dr. Hilton 
Parry was an enthusiastic athlete, and at the age of 17 he 
swam the Menai Straits at their widest point. He was a keen 
footballer and cricketer and also a useful boxer. He leaves 
a widow, one son, and one daughter. His elder daughter was 
killed in a London hospital, where-she was nursing, during a 
flying-bomb attack in July, 1945. 

A colleague writes: As a surgeon Dr. Hilton Parry was cool. 
resourceful, and undaunted by unexpected difficulties. He was 
at his best in operating on the many and varied acute abdominal 
conditions that he was called on to treat. A pupil of the Liver- 
pool School, he was adroit in handling fractures, and he also 
had a long run‘of successful caesarean sections in the days 
before the modern maternity centres were available in the 
district. Ona holiday outing his greatest pleasure was to bring 
along one or more of his friends to accompany him. Many of 
us have happy memories of summer afternoons in his boat in 
Caernarvon Bay, or trawling in the Menai Straits in the winter 
On such occasions he was a genial and generous host. 

Lieut.-Colonel Sir Goronwy Owen, D.S.O., writes: By the 
death of Dr. W. Hilton Parry the town and county of 
Caernarvon have lost a much loved and highly respected 
figure. He had had a distinguished career, not only as a 
medical practitioner in civilian life for a period of 30 years, 
but also as a medical officer on active service in the first 
world war. His unfailing cheerfulness and his optimism 
endeared him to his patients in all ranks of life, and his 
indomitable courage in the face of his own agonizing illness 
placed him in a category of his own. His interests were not 
confined to his profession, but embraced many other activities 
and hobbies. He discharged his duties as a magistrate and as 
chairman of the advisory committee with the same punctilious- 
ness and conscientiousness that he devoted to his profession, and 
not the least of his activities was his devotion to the Sea Cadets 
He was also a keen photographer and yachtsman. In truth, he 
was a man of sterling character and of many parts. 


Dr. FRANK HUSBAND-CLUTTON died on November 19 at his 
home in Crowland, Peterborough, at the age of 78. Dr 
Husband-Clutton, who had been in failing health for two 
years, was well known in Crowland, where he had lived for 
53 years. A student of Bristol] University and Guy’s Hospital, 
he qualified in 1894, and went on a voyage to India as a ship 
surgeon before settling at Crowland in 1896. Over the next 
34 years, until his retirement in 1930, he was medical officer 
and public vaccinator for the Crowland district of the Peter- 
borough Union. He was also medical officer for the Crowland 
rural council. While in practice and afterwards Dr. Husband- 
Clutton took a great interest in the work of the British Medica! 
Association, and he was chairman of the Holland Division of 
the B.M.A. in 1924-5. It was after he retired that he became 
most active in local affairs. He served on the Spalding Council 
for many years, on the Holland County Council, and had been 
a magistrate since 1933. He is survived by his widow and a 
son and a daughter, to whom the sympathy of all his many 
friends will be extended. 


Dr. ROBERT FRANCIS GERRARD died at his home in Great 
Sutton, Cheshire, on November. 19 at the age of 74. A Lanca- 
shire man, he was educated at the Collegiate School, Chester, 
and at Liverpool University. He qualified in 1906, and after 
holding several assistantships in Lancashire settled down ip 
Ellesmere Port, where he practised until a little over a year 
before his death. He was one of the early pioneers in the 
establishment of the district hospital, and was for many years 
chairman of the medical board. He was chairman of the 
Ellesmere Port Nursing Association for a long period, and he 
was police surgeon and a factory surgeon for many years. He 
was also a lecturer to the St. John Ambulance Association and 
did much 'to establish the association on a firm basis in 
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Ellesmere Port. Before the outbreak of the 1914-18 wat medicine he grasped the opportunity. He went to University 
Dr. Gerrard was prominently associated with the Cheshire College Medical School at the beginning of the war, when it 
Yeomanry, of which he was at one time medical officer. While was evacuated to Leatherhead and subsequently Cardiff. After 
serving in the Near East in 1916, attached to the Welsh Border a hesitant start Humphrey adapted himself to student life, and 

. Mounted Brigade Field Ambulance (74th Division), he was in the combination-of scientific discipline with personal contact 
` -mentioned in dispatches. Dr. Gerrard always had the interests and interest provided by a medical training he found the outlet 
~ of Ellesmere Port at heart and was elected to the council in for his energies which-he had been seeking. None of his con- 
- 1930, becoming chairman in 1933-4. He will be best remem-  temporaries are likely to forget his enthusiasm, enterprise, and 
bered, however, by his colleagues in Birkenhead and Wirral as personality. After qualifying in 1944 he went to the West 
an active member of the B.M.A. He represented his constitu- - Middlesex County Hospital, first as house-surgeon and then as 
ency at the Annual Representative Meeting in 1946; and he was _house-physician. Although this was his first medical post, he 

` chairman of the Birkenhead and Wirral Division during the started a diabetic clinic and trained himself to make the electro- 
¿ difficult period 1946-7. He was a fine-family doctor, and his cardiographic reports for the whole hospital. Some of his 
widow, and two daughters, both of whom are members of the colleagues will remember his plan to commission artists to paint 
profession, will have the sympathy of his many friends, patients, friezes in the children’s wards—a plan which might have been 

na and, colleagues R W. L. P. ` accepted in other circumstances than those of the war. It soon 
became clear to him that he would not obtain a fundamenta} 
‘understanding of disease solely by clinical work, and he deter- 
mined to become a pathologist. This was not undertaken as 
an aim in itself, but with’ the idea that he should equip himself 


Dr. - THOMAS “Huu ROBINSON MCKIERNAN died at nie home 
in Falmouth on November 21 at the age of 56. He was the 
fourth son of T. C. McKiernan, of Dublin, and was educated 

' there at Mountjoy School and later Trinity College. On the sufficiently to form part of a team which could study particu- 
outbreak of} war in 1914 he interrupted his studies and at once Jarly psychosomatic disorders. In this he was influenced by the 
volunteered as a surgeon-probationer R.N.. After a period of ‘work of Sheldon. He was accepted as a trainee in the Emer- 
servico he was sent back to complete his medical studies in gency Pathological Service, and spent two years in the secto: 
(918, and, immediately afterwards he rejoined as a surgeon laboratory at Ashford County Hospital, where, as always, he 
lieutenant. Following his demobilization he was resident made many friends. At the end of his training he was placed 

` surgeon at Dr. Steevens’s Hospital, Dublin, and later went to in charge of the laboratory at the Queen Alexandra Military 

New Zealand, wheré he was medical superintendent of the N. Hospital, Millbank. He was due for demobilization at the end 
Wairoa Hospital. Returning to this country, he settled in of this year, and had been offered a research post which would 
Falmouth, and soon built up a large practice, mainly surgical, iñ have given him his first real opportunity to -test some of his 
Falmouth and the surrounding country. He was one of the last ideas. In’ February, however, he developed an obscure illness 

of the dwindling body of genéral-practitioner surgeons. Dr. which was later proved to be periarteritis nodosa. Although 
McKiernan was a quiet and retiring man, in whom his patients aware of his condition, and although blind for the last three 

-had profound confidence.’ He lived for his work, and paid months of his life, he never lost any of his charm or dignity. 
frequent visits to the surgical clinics of America and the Rather did he grow in intellectual stature, so that persons who- 
Continent. | The death in action of his only son in 1940 was went to visit a very sick man found themselves talking with one 

a great blow, a tragedy from which he never fully recovered. who wa’ at least an equal, and who had turned his illness into 
He-had been ill for some years, and, in spite of advice to the an opportunity for reflection. In 1946 he married Lorna Ince. 

contrary, continued to work at high pressure. As he would who survives him with two children. 

` have wished, his end came when he was still in harness. To his 

saree the deepest sympathy of his friends will be extended.— á aa 
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Dr. JOHN GORDON GoRrDON-MUNN died on November 29 at his 
ae in his native Scotland. He was aged 86 and was the 
son of a distinguished Edinburgh mathematician. He graduated 
M.B., C.M. at Edinburgh University in 1889, proceeded M.D, | 'DIOSYNCRASY TO WHOOPING-COUGH VACCINE 
with first-class honours in 1896, and was later elected F.R.S.Ed. On November 30 an inquest was held in Hanley on the death 
Dr. Gordon-Munn served as medical officer to the 1st Battalion from encephalopathy of an eight-months-old infant. Accord- 
of the Grenadier Guards in South Africa and gained the South ing to a recent press report’ death was apparently due to an 
African Medal with six clasps. Returning to this country, idiosyncrasy to. pertussis vaccine. 
he started in psychiatric work at Cane Hill Mental Hospital The father gave evidence that his son, one of twins, had 
in association with Rotherham, Pope, and Armstrong Jones. been in good health up to Saturday, November 26, when he 
‘After his training there in this distinguished company he took was taken to the Hanley Clinic to receive inoculations against 

' over the Heigham Hall private mental hospital in Norwich, and diphtheria and whooping-cough. Both children were -immu- 

soon built up a large consulting practice. He retired in 1920. nized in the morning and were taken home by their mother. 
His professional duties permitted him little leisure to participate At about 6 p.m. one child began to cry and make strange move- 
in outside activities, but in 1914 he was appointed lord mayor ments with his arm. A doctor was called and the baby was 
of Norwich, and worked hard and enthusiastically at his new admitted to hospital at 1.30 a.m. on the Sunday morning. The 
* duties. When war was declared he did a great deal for the infant died less than an hour after admission. 
public safety and was especially proud of his achievement in Dr. C. Giles said he had never seen such an siftortunate 
raising at the request of the Army Council a new unit for the consequence of whooping-cough inoculation. „He had little 
Regular Army—the Norfolk Divisional Engineers, 1,230 strong. doubt that it was the whooping-cough, vaccine and not the 
Dr. Gordon-Munn was a sound psychiatrist, and he will be diphtheria vaccine that was responsible. So far as he knew 
missed by many friends. A bachelor, he was a wonderful host this was the first case of its kind to be reported in this country. 
in his own house.—J. A.S. ~- although ‘several had been reported in the United States. There 
was nothing to show that the inoculation was not properly 
carried out, and a number of children had been inoculated with 
material from the same bottle of vaccine without ill effect. 
The vaccine was now being examined at the Central Public 
Health Laboratory in London. 

The coroner, who returned a verdict in accordance with the 
medical evidence, told the father that he had been right in 
consenting to the immunization being performed. This case 
was “perhaps one in hundreds of thousands.” 





Dr. LESLIE ALFRED HumMpHREY died on December 1 at the 

` age of 32. During his early years in Tunbridge Wells he grew 
up a kind, charming, and seemingly idle lad, and it was only 
‘towards the end of his time at Winchester that he began to 
show the breadth of interests and the intellectual] qualities which 
endeared him to such a wide circle of friends. At Trinity 
College. Cambridge, he learned much about life and rather less 
than his tutor thought proper about natural science. On going 

` down from Cambridge, he joined I.C.I., Ltd., as a trainee, but 
when his father offered to make it possible for him to take up 1 Hanley Evening Sentinel, November 30, 1949. 
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, Medical Woie in Parliament ; 





On December 16,. before Papianient was sroronied: the Royal 


Assent was signified to the National Health Service (Amend- 
ment) Act, the Criminal -Justice (Scotland) Act, the “Nurses 
(Scotland) ‘Act, the Adoption of Children Act, and other Acts. 


-~ Medical Services in Malaya 

Colonel STODDART-ScoTT on December 3 invited Mr. Shinwell 
io make .a statement with regard to the medical services pro- 
vided for British troops in the Malayan campaign, and to state 
what improvements could be expected in the immediate future. 

Mr. SHINWELL in reply said the medical services in Malaya 
included an adequate number of Service hospitals and medical 
officers to maintain the normal health of. the troops and to 
care for the sick and wounded. Difficulties, however, arose in 
securing the immediate surgical treatment of battle casualties. 
Since fighting was carried on by numerous small columns of 
troops which operated. in difficult country and were frequently 
on the move, it was impracticable to provide surgical facilities 
. for. carrying out operations in the immediate vicinity of the 
âghting. Consequently it was necessary for casualties to be 
_svacuated to the hospitals where surgical attention could be 
ziven. 

There were three Service hospitals in Malaya District, whith 
covered the mainland of Malaya, but there was only one Army 
surgeon. It had accordingly been necessary to utilize the 
services of civil surgeons. In Singapore island there were three 
Service hospitals and three Army- surgeons.’ 
deficiencies of surgeons in the Army as a whole, arrangements 
had been made to engage immediately a number of civil surgeons 
tor short-term contracts. Three had already accepted the terms 
and conditions of service. Subject to their being physically fit 
they would be sent to the Far East as soon as possible to 
complete the establishment in that theatre.- The evacuation 
uf casualties presented great difficulties in view of the nature 
of the country. Efforts had been made for a considerable time 
to devise a suitable means of air transport from the jungle to 
the nearest hospital. Various tests had been undertaken, and 
work was proceeding on the modification of three helicopters 
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> : _ UNIVERSITY OF. CAMBRIDGE 


The’ following candidates have been approved at the examination 
indicated: 


Fina M.B.—Part I (Surgery, Midwifery, and Gynaecology): M. S 
Aldridge, I. I. Bornstein, A. S. F. Butcher, D. Butcher, E. P. 


. Cadbury, N. I. Cardno, J. S. W. Chambers, A. C. Chovil, E. H 


to make them suitable for this task. They should arrive in ` 


Malaya in April, 1950. In the meantime, the effects of delay 
before surgical treatment were being minimized so far as 
passible by the use of penicillin and other drugs. 


oa? 


- Antihistamines and the Common Cold 


On December 13 Mr. Joun Lewis drew attention to the 
claims recently made in the United States of America about 
the efficacy of antihistamine preparations for the treatment of 
the common cold. 

Mr. HERBERT MORRISON said in reply that the claims to which 
Vr. ‘Lewis referred were of great interest to the Medical Re- 


search Council workers studying the problem. of the common 


cold at the Harvard Hospital, Salisbury. Unfortunately, a care- 
fully controlled attempt, made last spring,. to confirm the value 
of one of the drugs most commonly recommended in America 
tailed to show that it had any dramatic effect. The experiment 
emphasized the need for great care in assessing the claims made 
for cold cures, in view of the extremely variable natural 
{uration of colds without special treatmént. 


_ Principals and Assistants in Scotland—Mr. RANKIN on December 
13 invited the Secretary of State for Scotland to indicate the number 
of general practitioners acting as assistants under the National Health 
Service scheme, and the number who were principals. Mr. Woop- 
3URN said that on October 1, 1949, the number of assistants in 
Scotland was approximately 250, and the number of principals 
was 2,411. . 


” 


. Mass Radiography in Scotland. —Over 300.000 examinations have 
been carried-out by mass radiography .in Scotland since 1944, In 
the last ‘year for which figures are available, up to June 30, 1949, over 
97,000 examinations were made, as a result of which 670 -persons 
were found to. have active tuberculosis. 


~ 


Coats, J. E. Dalby, J. W. B. Dalgleish, T. D. W. Davies, H. de Glan- 
ville, B. O. L. Duke, D. S. Eastwood, J. G. Elliott, J. Fairgrieve, P. R 
Gittins, B. M. Gray, K. W. Gray, K. E. Hainan, J. M. Hodson, G. 
Holden, T. M. Howell, P. G. A. Irvine, J. D. Jackson, F. E. Kirk. 
T. P. Kissack, J. F. Lees, C. R. Leeson, T. S. Leeson, D. W. Lemmon. 
J. P. Lester, R. J. Lunniss, J. P. Lythgoe, K. M. McFadyean, K, G. P 
Mackenzie, E. Marley, K. R. Mason-Walshaw, B. J. Muir, A. D 
Muirhead, M. J. D` Newman, R. H. Oram, E. M. Orton, G. B. R: 
Oswald, M. J. Peel, G. N. St. J. Penney, J. C. E. Peshall, S. T 
Piċkles, R. B. Prowse, D. R. Pugh, J. C. A. Raison, P. J. Randle. 
M. Rayne, J. N. Redfern, J. R. Rees, A. M. Richardson, C. R 
Robinson, J. H. Ross, J. J. H. Rymer, G. E. Sayce, J. O. Seville. 
I. M. Simmonds, VY. H. Smith, J. B. Spargo, D. R. Sweetnam, Mrs 
E. R. Taylor, J. C. Turner, A. G. Wallace, W. J. Wigfield, P. L 
Williams.. < 4 
UNIVERSITY OF DUBLIN 


SCHOOL OF PHYSIC, TRINITY COLLEGE 


The following medical degrees and licences: were conferred on 
December 8: 


, M.D.—W, E. R: Hackett; F, J. C. Loughran, J..D. McKeever. 
Irene S. Orgel. 

M.B., B.CH., B.A.O.—J. H. Ashmore, Evelyn Browne, Joan | 
Buchanan, L. J. Clein, Margaret B. E Ellis, E. G. England, R. C. 
Gray, R. ff. Jackson, -Vyvyan I. K. Johnston, O. H. Killen, W. A 
McGaw, E. B. McHugh, Sheilagh M. McHugh, W. D. McNaul. 
T. T. E. Michael, E. V. Page, Ruth M. Perrott, Gwendoline G. L 
Poots, W. D. H. Powell, R. N. Siberry, B. A. McC. Thompson. 
F. A. Walkey. 

LICENCE IN MEDICINE, SURGERY, AND OBSTETRIC SCIENCE.—B. J 
O'Reilly. X. 


UNIVERSITY OF LONDON 


Antony Clifford Dornhorst, M.D., M.R.C.P., has been appointed 
to the University Readership in Medicine tenable at St. Thomas’s 
Hospital] Medical School from October 1, 1949. 

William Howard Hughes, M.D., has been appointed to the Univer- 
sity Readership in Bacteriology tenable at St. .Mary’s Hospital 
Medical School from October 1, 1949. 

Jack Joseph, M.B.. Ch.B., M.R.C.OG., has been appointed to the 
University Readership in Anatomy tenable at Guy’s Hospital Medica} 
School from April 1, 1950. 

Raleigh Barclay Lucas, M.D., M.R.C.P., has been appointed to 
the University Readership in Pathology tenable at the Royal Dental 


_ Hospital of London, School of Dental Surgery, from January 1, 1950 


The title of Reader in Pharmacology and Therapeutics in the 
University has been conferred on Cyril Arthur Keele, M.D., F.R.C.P.. 
in respect of the post held by him at the Middlesex Hospital Medica} 
School. ~ i 

Professor F. R. Winton and Mr: P. H. Mitchiner haye been 
appointed representatives of the University on the governing bodies , 
of the Institute of Psychiatry and Reigate Grammar School, 
respectively. 

The following have been recognized as teachers of the University 
in the subjects indicated in parentheses: King’s College Hospital ' 
Medical School: Dr. R. S. Lewis (Oto-rhino-laryngology); Dr. Mary 
J. Wilmers (Children’s Diseases). Middlesex Hospital Medical 
School: Dr. J. A.. Hobson (Mental Diseases); Mr. I. MacG. Jackson 
(Obstetrics and Gynaecology). Royal Free Hospital School oj 
Medicine: Dr. Frances Gardner (Medicine); Dr. Gladys Hill 
(Obstetrics and Gynaecology); Mr. G. Qvist (Surgery). St. Mary’s 
Hospital Medical School: Mr. A. G. Cross (Ophthalmology): Dr. 
L. H. Morris (Anaesthetics). University College Hospital Medical 
School: Mr. J. W. Schofield, M.R.C.S., L.R.C.P., F.D.S. (Dental 
Surgery). Westminster Medical School: Dr. G. Garmany (Mental 
Diseases). The following teachers have been granted probationary 
recognition for two years from October, 1949: London Hospital 
Medical College: Mr. A. M. Horsnell, M.R.C.S., L.R.C.P., L.D.S. 
eo Surgery). Royal Free Hospital School of Medicine: Dr. 

A. G. Stansfield (Pathology (Morbid Anatomy) ). 

The Jobn Marshall Fellowship in Surgical Pathology, of the value 
of £700 a year, for two years in the first instance and tenable at 
University College Hospital Medical School. has been awarded to 
Benjamin Bethel Milstein, M.B., B.S., F.R.CS. 


“ 
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The following candidates have been approved at the examinations 


‘ 4 

POSTGRADUATE DIPLOMA 1N PsycHOLOGIcAL MepIcing.—’E. 
Brenman, *W.-Calder, 7D. H. Clark, 1J. A. Ewing, ‘Joan I. Hallinan, 
1J; Hönig, 1§.-Jacobson, J. M. Macdonald, 1J. H. McDougall, 
*D. F. Macgregor, 'S. Mansvelt, J. Dy Morrissey, 1C. Rose, "Lotte 
Rosenberg, E. M. Shepherd, iM. Shuaib, 'R. L. Sikes, °R. J. 
\ Stanley. The following have passed in Part A only: A. S. Clenaghan, 
“K.-C. Dubé, O. Elgarem, L. H. sgn Mercy I. Heatley, J. C. S. 
Houston, B. J. Phillips, A. A. Robin, D. B. Stone, A. ‘A. Valentine, 
H. de B. Warren, R.H. Wheeler. 

*With Mental Diseases Maven in + Part B. 
HENGI in Part B. 


UNIVERSITY OF WALES 


The following candidates for the degrees of M.B., B.Ch. at the 
Welsh National School of Medicine have satisfied the examiners at 
the examination indicated : 


PATHOLOGY AND BACTERIOLOGY.—A. G. Alexander, §. I. pees 
A. R. Harris, S. E. LI. Morris, G. J. Moses, S. J. S. Polwin, 
Elizabeth M, M. Price, Margaret Pust, T. A. I. Rees, Esther H. 
Thomas. - 

Menpicing.—Marjorie J. Adams, C. HL Burman, R. B. Davies, 
B.. M. Frost Smith, J. I. Hopkins, H. B. Jenkins, Beryl H. Jones, 
Mair G. Lloyd, D. Phillips-Miles, H. M. N. Rees, R. M. Richards, 
C. P. Seager, D. G. Hò Thomas, J. D. Thomas. 

PHARMACOLOGY.—Vyvian J. Bennett, B. N. Davies, W. E. J. 
“Horton, J. H. Naysmith, C. J. Revington, Joyce M. Smith, Glenna 
Thomas, M. S. I. Wilkinson, Isobe] M. Young. 

K. S. Ray has satisfied the examiners at the examination for the 
Tuberculous Diseases Diploma. - 


~ 


QUEEN'S UNIVERSITY, BELFAST 


The following candidates have been approved at the examinations 
indicated : 


M.D.—T. J. Harrison, W. 1. Forsythe, Maude Stevenson, F. R. 
Johnson. i 

M.B., B.CH.— —Mary F. Brown, 7E. N. F. Browne, "H. MW. 
Lyle, B. J. Beatty, Hester C. Blagden, J. Blundell, R. H. Bolton, 
Barbara J. Bunting, Ruth M. Burns, M. M‘C. Burrows, L. J. Byrne, 
R. L. Carson, J. C. Clarke, J. M. Clarke, W. H. Cochrane, Joan 
5. Dales, A. D. Dickson, Abigail F. R. Dodd, D. M. Downing, 
S. D. Emerson, J. T. -Fisher, Margaret L. Fisher, Agnes A. Flewett, 
VY. R. Gardiner, J. D. Glover, J. G. Gray, I. H. Greer, Denise M. 
Hall, J. H. Harland, Louise M. E. Hogg, J. G. Hudson, L. J. 
Hurwitz, R. B. Irwin, H. F. Jackson, S. M. Johnston, Margery C. 
as, T. W. Leitch, J. M. B. Lenfesty, Elizabeth S. Lindsay-Rea, 


“J. B. Lowry, Jean E. M‘Gowan, H. D. M'Kee, J. C. M‘Nulty, . 


H. H. M'Cartney, S. A. Millen, Elizabeth M. J. Milligan, O. H. A. 
Mitchel, W. R. Moffatt, E. 7. Mulholland, D. Murphy, J. R. 
Nelson, K. A. Nelson, K. G. Orr, R. A. Robinson, Olive M. Russeli, 
W. E.-B. Scott, R. W. Simpson, H. J. Sloan, J. H. Smith, Dorothy 
Stewart, R. C. Stewart, F. R. Stinson, H. P. Swan, Charlotte M'E, 
Taggart, Patricia A. Thomas, T. N. F. Todd, H. A. Wagner, M. J. 
Wauchob, N. W. F. Weir, Edith S. Wels, R. W. Whiteley, L. M 
Wolf. G. I. Young. 


> "With commendation. With second-class honours. 


- ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on December 8 with 
Sir Cecil Wakeley, President, in.the Chair, Sir Harry Platt was 
appointed Bradshaw Lecturer for 1950. 

The following examiners were appointed for the Primary Fellow- 


ship examination to be held in Ceylon; India, and Pakistan:, Sir - 
Gordon Gordon-Taylor (Anatomy), Professor G. Hadfield (Patho- . 


logy), and Professor A. St. G, Huggett (Physiology). 

Sir James Paterson Ross was reappointed as the Representative 
of the College on the Council of the National Association for Mental 
Health. 

Hunterian Professorships were awarded to Professor Milroy Paul 
(Ceylon) and Mr. R, T. Johnson (Manchester). 

The following hospitals were recognized under the F.R.C.S. 
regulations:—General Surgery: Auckland, New Zealand—Cornwal] 
Hospital, Green Lane Hospital, and Middlemore Hospital (while 
controlled by the Auckland Hospital Board); Sydney, N.S.W.—Rayal * 
North Shore Hospital (being a teaching hospital}; Brisbane—Mater 
-Misericordiae Hospita! (for six months only); Hobart—Roya! Hobart 
Hospital; Launceston—Launceston General Hospital. Ophthal- 
mology and Otolaryngology: Derby—Derbyshire Royal Infirmary ; 
Brisbane—Mater Misericordiae Hospital; Victoria—Victorian Eye 
and Ear Hospital. 


"With Mental 


“in the Control of Genetic Disease ”’; 


DIPLOMAS 

Diplomas of Fellowship were granted as follows: J. L. Reid 
G. D. Channel, J. C. Watts, I. A.. Donaldson, R. Ramsay, B 
Fairburn, N. C. Rogers, F. S. Gorrill, F. A. Henley, S. Pillai, L. A 
Atkinson, R. C. Jack, D. O. Williams, J. S. Tomkinson, A. E 
Howarth, H. A. Ripman, D. A. Langley, M. G. Wilson, J. P 
Mitchel, D. L. Evans, M. P. Durham, J. W. Betts, F. T. Graves. 
G. S. Ramsay, F. R. Sutton, D. A. T. Farrar, B. H. Hand, D. W 
Thomas, M. O. Carruthers, K. Chitty, B. V. Jones, R. W. Tudor 
V. S. Brookes, D. A. C. Reid, A. Brown, A. W, Nurick, I. P 
Todd, I. B. Smith, J. S. R. Golding, A. M. H. Bennett, N. J 
Blockey, A. G. Dingley, P. N. Robson, J. F. Bolton Carter, M. C.T. 
Reilly, C. Taylor, R. Iskander, M. A. Radwan, A. J. Clyne, W. W 
Davey, M. M. Nath, Marjorie A. Powys, S. A. Bond, J. N 
Appleton, W. M. Manchester, B. M. Omar, T. G. Barlow, R. D 
Condon, H. H. Gilbert, H. El S. Higazi, G. P. Ramayya, T. G ~ 
Cameron, W. W. Hailwright, L. Bonnin, R. R. Dickson, P. B 
Greenwell, J. S. Guest, L. Jayasuriya, R. C. R. Loane, A. F. Murphy 
E. R. W. Thomson, A. J. Alldred, J. Block, P. W. Cotter, C 
Dundon, R. C. Evans, B. P. Flannery, F. E J. Gabel, A. J. Gunning 
G. F. T. W. Henson, T. P. Morley, R. Patuck, A. Roper, M. | 
Symonds, D. Ainslie, A. Clain, P. R. R. Clarke, C. P. de Fonseka - 
J. Hewet, D. A. Macfarlane, A. B. Mackenzie, W. J. McLaren, I. W 
MacPhee, T. H. L. Rosser, C. L. Tucker, L. S. Walsh, J. A. Baird 
H. D. W. Black, A. F. Bromwich, M. F. Butler, J. F. Dark, N. C 
Davis, J. D. K. Dawes, W. R. Lang, W. A. Liddell, N. J. Shah 
D. B. Caro, D. H. Keller, D. N. Ross, A. G. Parks. - 

The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, London, W.C.) at 5 p.m. each day. January 3, Erasmus 
Wilson Demonstration by Mr. C. E. Shattock, ‘Tumours of the 
Kidney *; January 5, Otolaryngology lecture by Mr. Rainsford 
Mowlem, is Injuries of the Nose and Sinuses ”; January 6, Erasmus 
Wilson Demonstration by Mr. C. E. Shattock, i Tumours of the 
Testicle’; January 11, Erasmus Wilson Demonstration by ‘Mr 
L. W. Proger, z Recent Additions to the Museum”; January 12 
Ophthalmology Lecture by Professor Arnold Sorsby, “ Prospects 
; January 17, Arris and Gale 
Lecture by Mr. F. Douglas Stephens, "es The Diagnosis and Manage- 
ment of Hirschsprung’s Disease”; January 18, Arris, and Gale 
Lecture by Mr. D. F. Ellison Nash, ‘' The Surgical Aspects of Renal 
Damage in Childhood: Assessment, Salvage, and Aftermath”: 
January 19, Erasmus Wilson Demonstration by Dr. Magnus Haines 
* Tumours of the Ovary ”; January 24, Erasmus Wilson Demonstra 
tion by Mr. L. W. Proger, “ Recent Additions to the Museum.’ 
The lectures are open to those attending courses in the College and 
to all other medical practitioners, dental surgeons, and advanced 
students. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 
Mr. Terence Millin will deliver the Miss Weild Lecture in the Hal! 
of the Faculty, 242, St. Vincent Street, Glasgow, on .Wednesday 
January 11, 1950, at 5 p.m. His subject is: " Retropubic Surgery.” 
Medica] practitioners are invited to attend. 


The Services 





Surgeon Lieutenant-Commander E. J. S. Woolley, OBE 
R.N.V.R., has been awarded the R.N.Y.R. Decoration. 

Brigadier J. M. Macfie, C.B.E., M.C., has been appointed Com 
mandant and Director of Studies, Royal Army Medical College 
and has been granted the temporary rank of major-general. 

The Efficiency Decoration of the Territorial Army has been cop 
ferred upon Major F. H. Blackburn, R.A.M.C., T.A. 

The Efficiency Decoration and Ist Clasp of the Territorial Arm: 
has been conferred upon Lieutenant-Colonel A. G. Henderson and 
Major W. B. Evans, R.A.M.C., T.A. 

The following have been mentioned in recognition of gallant anc 
distinguished services in Malaya during the period January 1, 1949, to 
June 30, 1949: Colonel A, E. Campbell, late R.A.M.C.; -Colonel 
(temporary) R. S. Dickie, Lieutenant-Colonel W. A. Y. Knight, and 
Captains G. B. Brown, A. C. Milne, and J. C. Walker, R.A.M.C. 


In the Northern Ireland Parliament recently the Parliamen 
tary Secretary to the Ministry of Health and Local Government 


said that special geriatric units had been established in Bally 


mena and at the Belfast City Hospital. There was accommoda- 
tion at Ballymena for 130 and at Belfast City Hospital for about 
300 cases. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We prn! helow a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended December 3. [No. 48 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
Condon (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
ire for: (a) The 126 great towns in England and Wales (including London). 
3 London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. , 7 


1949 1948 (Corresponding Week) 


Disease 





et es | ee 


Cerebrospinal fever 
Deaths iy : 
Diphtheria ax we 90 

Deaths a dis — 

















Dysentery a E 159 
Deaths és $3 


8ncephalitis lethargica, 
acute os 
Deaths 
rysipelas 
Deaths 





Infective enteritis or 
diarrhoea under 2 









years Sa ai 
Deaths si Brg 18 
RSET eee Oe ay 
Measles* ga .. | 1,654] 31 
Deathst ri 


Ophthalmia neonatorum 38 
Deaths and ae 
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Paratyphoid fever 
eaths ‘ie 





gs a 
Pneumonia, influenzal . . 
Deaths (from influ- 
enza)t st se 





Pneumonia, prim 
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ESE eee te ER) 
Polio-encephalitis, acute 15 
Deaths is gs 





Se ete a 
Poliomyelitis, acuto .. 141 
Deaths§ os s 
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Puerperal fever .. 
Deaths Sa 
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Puerperal pyrexial] si 70 
Deaths t 
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Relapsing fever ve — 
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Scarlet fever .. | 2,755) 183| 284) 157} 2741 1,527/ 71| 294! 194] 54 
Deathst ee ee — — or oye 


ETENEE 
Smallpox Ss — — 
Deaths ‘ 


i gy e. 

Typhoid fever .. zi 9 
Deaths zi ae 

seit ee ee ts 

Typhus fever .. si — 
Deaths si s 

EETA 

Whooping-cough*® bes 981 
Deaths se ee 2 
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133} 5,967/1019) 698| 198] 119 


Deaths (0-1 year) ag 251 
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Deaths (excluding still- 
births) A Ju 
Annual death rate (per 
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5,481] 893| 632] 185 











1,000 persons living) «| 12°7| 11-5 14-1] 12-4 
Live births” Pe .. | 6,841/1067} 835| 264| 197] 7,607)1107| 913| 436! 250 
Annual rate per 1,000 
persons living za 16:7| 16-4 18-4) 27-3 
Stillbirths Vs a 169] 22| 21 178] 20| 38 
Rate per 1,000 total 
births (including 
stillborn) .. me 25 40 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Deaths from measles and scarlet fever for England and Wales, London 
{administrative county), will no longer be published. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined, 

ll Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGY SECTION 


1481 


BRITISH 
MEDICAL JOURNAL 


£ 
EPIDEMIOLOGICAL NOTES 
Poliomyelitis 


The number of notifications in the week ended December 10 
were: poliomyelitis 124 (141), polio-encephalitis 10 (15). Figures 
for the previous week -are shown in parentheses. The total of 
134 notifications of poliomyelitis and polio-encephalitis together 
may be compared with 76 in the corresponding week of 1947 
and 36 in 1948. In 1926 the corresponding figure was 43 and 
in 1938 it was 30. 

Multiple cases were reported from the following counties 
London 15 (16), Bedford 2 (0), Buckingham 3 (2), Cambridge 3 
(1), Chester 4 (2), Cumberland 3 (0), Devon 2 (0), Dorset 4 (1). 
Essex 10 (7), Gloucester 2 (7), Hertford 3 (2), Kent 8 (10), 
Lancaster 9 (14), Middlesex 6 (15), Norfolk 4 (4), Northampton 
2 (1), Nottingham 3 (6), Southampton 2 (5), Stafford 3 (5). 
Surrey 6 (6), East Sussex 5 (4), warwick 5 (6), East Yorks 2 
(0), West Yorks 13 (19), Glamorgan 4 (6). 


Discussion of Table 


In England and Wales there were decreases in the notifica- 
tions of scarlet fever 72, whooping-cough 54, diphtheria 31. 
and poliomyelitis 35; the only appreciable increase was in the 
incidence of measles 185. 

The only changes of note in the notifications of measles 
were increases in Norfolk 144 and Durham 125. The total 
notifications in these two counties formed 56% of the total 
for the country as a whole. 

The largest decreases in the incidence of scarlet fever 
were London 41 and Derbyshire 38: the largest increase 
was Middlesex 34. Notifications of diphtheria decreased in 
Lancashire 11 and London 7 and increased in Cheshire 5; 
the main centres of infection during the week were Birmingham 
C.B. 12, London 11, Birkenhead C.B. 8, and Liverpool C.B. 8. 

The largest fluctuations in the local returns of whooping- 
cough were a rise of 34 in Yorkshire West Riding and a 
fall of 34 in Lancashire. 

Notifications of dysentery during the week included 
Gloucestershire 30 (Bristol C.B. 9, Cheltenham R.D. 21). 
Lancashire 21 (Wigan C.B. 9); Cheshire 16 (Ellesmere Port 
U.D. 14); Yorkshire West Riding 16 (Leeds C.B. 5): 
Glamorganshire 16 (Cardiff C.B. 6, Cardiff R.D. 6); Durham 
12 (Sunderland C.B. 5); London 10. The only large outbreak 
of food-poisoning notified was in Somerset, Wincanton R.D.. 
where there were 60 cases. 


In Scotland decreases were recorded in the notifications of 
acute primary pneumonia 84, scarlet fever 81, and measles 16. 
while the only increase of any size was whooping-cough 19. 
A decrease in the incidence of scarlet fever and pneumonia 
was noted in most areas of the country. Another 28 cases 
of dysentery were notified from the outbreak in Stirling county. 
where there were 10 cases in the preceding week ; Glasgow had 
49 notifications during the week. 


In Eire the notifications of measles fell by 108 and of 
whooping-cough by 22. The fall in the incidence of measles 
was mainly due to the experience of Waterford, Waterford R.D. 
No. 1, where the notifications decreased from 108 to 16. An 
outbreak of 29 cases of measles was reported from Kilkenny. 
Callan R.D. A further 8 cases of typhoid were notified in 
Mayo, Claremorris R.D. 


In Northern Ireland there were decreases in the notifications 
of scarlet fever 67 and whooping-cough 22. There was a rise 
of 29 in the incidence of measles. 


Week Ending December 10 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,855, whooping-cough 
893, diphtheria 87, measles 1,596, acute pneumonia 734, cerebro- 
spinal fever 37, acute poliomyelitis 124, acute polio-encephalitis 
10, dysentery 133, paratyphoid fever 5, typhoid fever 4, food- 
poisoning 95. 


`- with food-poisoning- may have become infected. 
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_-% Medical News 


‘Physician to the King’s Household 


Dr. R. Bodley Scott has been appointed Physician to the 
King’s Household in succession to Dr. D. T. Davies, who has 
been appointed Physician to the King. 





æ m 








Nuffield Foundation Medical Fellowships 


The Nuffield Foundatión is offering a number of fellowships 
to enable selected persons to receive` such higher training as 
will qualify them for senior appointments in medical teaching 
and research. All medically qualified persons are eligible to 
apply-for them, but preference will be given to those who wish 
to specialize in the following: child health, psychiatry, social 
medicine, industrial health, and chronic rheumatism. The 
fellowships will be open to persons of either sex—usually 
between the ages of 25 and 35 years—who hold a. university 
degree in medicine registrable in the United Kingdom, who are 
' normally resident there, who are of high merit, and whose 
ability and inclinations fit them for an academic career in 


medicine. Candidates on application should already hold the 


M.R.C.P. or F.R.C.S. Candidates must be recommended by 
the executive authority of a university medical school in the 
United Kingdom. They will be expected to have had at least 
one year’s general clinical experience since registration and as 
a rule to have held residential hospital appointments in general 
medicine and. surgery. A fellowship will be awarded for one 
year and is extendable, but, save in exceptional ‘cases, will not 
be tenable for longer than three years. Normally the annual 
value of a fellowship will be between £900 and £1,300, subject 
to income tax. A Fellow may not hold any other award con- 
currently with his fellowship without the permission of ‘the 
trusteés of the Nuffield Foundation. He will be required to 
carry out, at institutions approved by the trustees’ of the 
Foundation, a programme of work and training similarly 
approved. Other work, paid or unpaid, may not be under- 
taken without the permission of the trustees. Applications 
‘must be received by May 1, 1950. Forms of application are 
obtainable from the secretary of the Nuffield Foundation, 12 
and 13, Mecklenburgh Square, London, W.C.1. 


Bullet on Narcotics 


_ The United Nations has started publishing a new periodical 
éntitled the Bulletin on Narcotics. It is prepared by the Divi- 
sion of Narcotic Drugs. The first number includes articles 
on the international control' of narcotic drugs and opium pro- 
ducts throughout the world. The Bulletin will publish articles 
on the scientific and legislative aspects of narcotic drugs and 
give up-to-date news on their control. The anual subscrip- 
tion for four copies a year is $2, which may be paid,in other 
currencies to the authorized sales agents of U.N. (H.M. 
Stationery Office in Britain). 


Prospective Parliamentary Candidate 


Dr. A. D. Robertson has been adopted as prospective 
Parliamentary candidate by the Motherwell and Wishaw 
Unionist and Liberal Nationalist Associations. 


Film on Food-poisoning us z 

The .Ministry of, Health has sponsored a new film called 
“ Another Case of Poisoning,” which has been produced by 
the Central Office of Information in collaboration with the 
Central Council for Health Education. The film takes about 
20 minutes to run and shows the many ways in which a patient 
Further 
information about~the film can be obtained from the Press 
Officer at ‘the Ministry of Health. 


- Sickness Insurance for Women 


_ The directors of- the Medical. Sickness Annuity and Life 
Assurance Society, Ltd., state that the present age limit of 35 
' imposed in connexion with sickness insurance on female lives 
has now been removed. 


- 
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Kempner Rice Diet 

The Food Rationing (Special Diets) Advisory Committee o' 
the Medical Research Council has recommended to the Minister 
of Food that supplies of rice and one extra ration of sugar: 
should be made available for the treatment of patients with 
severe hypertension by means of the Kempner rice diet. The 
Minister of Food has therefore arranged that patients who op 
medical advice adopt the Kempner rice diet shall be allowed 
4 lb. of rice and one extra ration of sugar a week in place_of 
their allowance of milk and rations of meat, bacon, cheese, and 
fats. The Advisory Committee considers that there is con- 
siderable evidence that a-diet consisting entirely of rice, sugar. 
fruit, and fruit juice as recommended by Kempner (Amer. J 
Med., 1948, 4, 545) will lower the blood pressure in certain 
cases of hypertension, but that the diet must be rigidly observed 
if it is to be effective. It points out that the treatment may 
be not without danger, since progressive renal failure has been 
observed to occur in patients taking the diet, and, the treatmen: 
should not be used unless facilities for biochemical control are 
readily available.” Doctors who have not received a copy of 
Med. 2 (Revised 1948) may obtain one on application to thet: 
local food office. 


COMING EVENTS 


‘ British Association of Physical Medicine 

A short course of lectures on the various aspects of physica! 
medicine will be delivered on Tuesdays and Thursdays, from 
January 3 to February 9, 1950, inclusive, at 5 p.m., and will be 
suitable for candidates preparing for Part II of the Diploma in 
Physical Medicine. Further details can be obtained from the 
honorary secretary, British Association of Physical Medicine 


` 45, Lincoln’s Inn Fields, London, W.C.2. 


Neurological Teaching ` ; 

A limited number of clinical clerkships for students who art 
preparing for the membership or other special diplomas art 
available at the school for postgraduate teaching in neurolog) 
now in existence at the Maida Vale Hospital for Nervous 
Diseases, London, W. A course of twelve weekly clinical 
demonstrations open to all members of the medical profession 
at a fee of £1 Is. will begin on January 6 at 5 p.m. Full 
particulars can be obtained from Dr. Redvers Ironside, F.R.C.P.. 


. dean of the medical school of the hospital. ae 


N.O.T.B. Association 

The annual general meeting of the N.O.T.B. Association will 
be held at 5 p.m. on February 10, 1950, at.B.M.A. House- 
Tavistock Square, London, W.C.1. i ~ 
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BIRTHS, MARRIAGES, AND DEATHS 


Á BIRTH 4 7 


Baln.—On December 8, 1949, at the Simpson Memorial. Pavilion, to Mabe! 
Gertrude (nee Hall), M.B., B.Ch., B.A.O., wife of Dr. A. J. Bain, Craighin 
ning House, Dechmont, Broxburn, West Lothian, a son. 


DEATHS 


Brierley.—On7 December 8, 1949, at St. Olave’s, Ramsey, Isle of Man, Edwaro 
Edelsten Brierley, M.B., C.M., F.R.C.S.Ed., aged 77. i 

Brown.—On Novemher 21, 1949, at Adelaide, Australia, Marie Brown, M.B 
BS. DPF.H.. wife of Gilbert Brown, M.B., Ch.B., D.A., aged 66- 

Caine. -On December 12, 1949, at 1, New Chester Road, New Ferry, near 
Birkenhead, Nathaniel Caime, M.D., J.P. 

Champton.-—On December 13. 1949, at ** Beckets,”’ Framfield, Uckfield, Sussex 
Seiw Gurney Champion, M.D. 

Dadi basen On December 11, 1949, John Lawson Dods-Brown, M.B., Ch.B 
uf Newbridge House, Upwell, Wisbech, Cambridgeshire, aged 32. 

Elijott.—On November 28, 1949, at Sea Point, Capetown, South Africa 

‘Charles Caldwell Elliow, M.D., aged 83. 

Hannleun. -On December 12. 1949, at Gardenfield House, Drumcollogher, Co 
Limerick. Maurice Hermann Hannigan, M.D., D.P.H., late of Botesdale 
Diss. Norfolk aged 91 

Hawker.—On December 8, 1949, suddenly, Alfred Ernest Underwood Hawkes 
M R C.S.. LR CP. of 41, Penkett Road, Liscard, Cheshire, aged 75. 

Liverstdce.—On December 15, 1949, at a Harrogate nursing-home, William 
Liversidge, M D, i 

Macfarlane.—Or. December 14, 1949, Ian William Macfarlane, M.B., Ch.B., 0' 
4 Umor Place, Morose. 

MacKessack.—Ou December 9, 1949, at 83, East Avenuc, Bournemouth, Peter 
MacKesxack, MB Ch B.. D.P.H., Colonel R.A.M.C., Ret. 

Rayner.—On December 6. 1949, Percy Chambers Rayner, M.B., Ch.B., ot 
Barwell. Letcs. late of Brook House, Ear) Shilton, Leics, aged 78, 

Russelt.--On December 6. 1949, at St. Anthony’s, Crowborough, Sussex. 
Sy Michael William Hansby Russell, K.C.M.G., C.B.. M.R.C.S., Major- - 
Gencral A.M.S., Ret., aged 89. 
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Correspondents shauld give their names and addresses (not for’ 


publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


| Vaccination Against Smallpox 
Q.—What is considered the best method of vaccination? 
is: there any truth in the statement that the degree of immunity 
is directly proportional tò the area of foveation? In any case, 
how can such an immunity be measured ? 
define the term “ reaction of immunity ” ? 


A.—The method of vaccination now officially recommended 
by the Ministry of Health is the multiple-pressure technique. 
A drop of vaccine lymph’covering an area of about one-eighth 
of an inch (30 mm.):in diameter is placed on the skin at the 
prepared site, usually in the region of the deltoid insertion on 
the left arm. A straight needle, which should be flat-sided or 
triangular in section (for example, a Hagedorn) and of rela- 
tively large size, in good condition, sharp, and sterile, is held 


parallel or tangential.to the arm with the forefinger and middle’ 


finger above and the thumb below. ,One side of the needle 
point is then pressed -firmly and. rapidly -into the drop about 
30 times within :10 seconds, the needle being lifted clear of the 
skin each time. This rapid up-and-down motion of the needle 
is in a plane perpendicular to the skin. ‘The needle point is 
not driven into the skin, but at each pressure the elasticity of 
the skin pulls a little of the epidermis over the point of ‘the 
needle so that the virus-bearing lymph is carried into the deeper 
epidermal layers. If the skin-has not been unduly irritated by 
a preliminary cleansing procedure and the needle has been 
properly aligned, no pain or bleeding should. occur and within 
a few hours there will be no visible signs of trauma., 

There is some evidence that the’ case mortality in smallpox 
is related to the degree of foveation. Thus, in the Vaccination 
Report of 1928, case mortality among patients with four scars 
was 5.4% and increased progressively to 17.9% among those 
with only one scar. Therefore susceptible persons who are 
intimate contacts of a case;of smallpox should preferably have 
three or four quarter-inch (60-mm.) insertions rather than the 
multiple-pressure type of vaccination. There is no’ infallible 
test of immunity to smallpox, but failure to vaccinate success- 
fully on two or three successive occasions or the demonstra- 
tion of complement-fixing antibody is fairly reliable evidence 
of a high degree of :resistance. The so-called “reaction of 
immunity.” is the early local lesion reaching maximum size on 
the second or third day and characterized by elevation and 
irritation of the skin but no vesiculation. Such a reaction may 
be due to sensitivity of the individual to protein or other sub- 
stances in the lymph and may not be a response to the virus 
of vaccinia. It should preferably be recorded as “maximum 
local reaction (non-vesicular) on the second: to third day,” and 
if there is any doubt about the potency of the lymph a further 
attempt at vaccination should be made. 


Indications ‘for Digitalis 
` Q.—What are the indications for digitalis therapy in patients 
with normal cardiac rhythm?. 
administration ? 


A.—As a broad generalization it may be stated that digitalis 
‘is indicated in any cdse of congestive heart failure. The 
improvement is not due only to the slowing of the heart, as 
it often occurs before this is effected. With digitalis therapy 
in congestive failure the heart volume is diminished and out- 
put increased, the rate is slowed, and the force of beat is said 
to improve. it has.also been shown that: the right auricular 
pressure is diminished: In failure secondary to anaemia, 
emphysema, and ‘thyrotoxicosis, digitalis has hardly -any effect, 
and the primary cause’ must ‘be treated. | The- raised right 
auricular pressure in these,cases tends to .maintain the.:cardiac 
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Finally, can you. 
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output... Digitalis is.also-given ‘in cases of rheumatic carditis 
when it is necessary-‘to control the tachycardia. On recovery 


- from heart failure,-digitalis may be continuéd in those patients 


- 


What is the best method of . 
d \ 


whose effort: tolerance: is so:impaired as to' interfere with their 
livelihood,; it should not be given in any case of. peripheral 
circulatory failure. 

The. best:method. of administration will depend on how 
urgently the drug is needed and on whether the patient has 
already been taking it. Rapid digitalization may be obtained 
by intravenous administration of 1 mg. of “ digoxin,” given 
slowly and diluted in 10 ml. of saline. At the same time 
2 gr. (0.13- g.) of the powdered leif may be given every six 
hours for two ‘to three days, depending on the rapidity of 
control. The maintenance dose variés considerably, and can 
be determined only by ‘experience with a particular patient. 
If the patient -has already been taking digitalis, much more 
cautious dosage is necessary. 
| r Thiopentone in Eye Surgery ' 

Q.—Is thiopentone soluble or any similàr anaesthetic being 
used effectively and safely in ‘eye surgery, especially for 
extraction of the lens in cataract operations? If so, are 
there any contraindications to its use in patients over 70 
years of age? í 


A.—Thiopentone soluble is being: used widely as a safe and 
effective anaesthetic for cataract operations in cases where a 
general anaesthetic is desired. Intermittent injections of ‘a 
z% solution or a continuous drip’ of 0.5% solution are equally 
satisfactory. Attention to the following’ points makes for safety. 


_ A, pharyngeal airway liberally greased with a local analgesic 


lubricant should be used in every case, and a stream of oxygen 
allowed to flow into the pharynx throughout the operation. 
A drop or two of cocaine placed in the eye obviates many 
reflexes due to operative stimuli, and’may avoid the need for 
large doses of thiopentone. Great care must be taken to keep 
the airway perfectly clear throughout the operation, and, if thé 
anaesthetist’ is in doubt about his ability to do this with only 
a pharyngeal airway in place, he should not hesitate to use an 
endotracheal tube. In such a case the larynx should be well 
cocainized to avoid coughing during the operation should the 
anaesthesia become too light. 

There are no contraindications to the use of thiopentone in 
patients over 70 years of age, so long as it is remembered that 
the elderly require but small doses of the drug to produce the 
desired effect. In such patients in particular, heavy premedica- 
tion should be avoided before using thiopentone as the ‘sole 


` 


` anaesthetic. . i 


Histamine Therapy for Urticaria 


Q.—Could the method of histamine desensitization referred 
to in “ Any Questions?” of May 10, 1947: (p. 666), be used 
for a boy of 16 who suffers from recurrent attacks of urticaria 
which respond to treatment with antihistamines, but who is not 
totally free’ from urticarial rash? In a bad attack, a Saline 
purgative, together with antihistamines, seems to help in clear- 
ing up the rash for a few days. If the method can be used.-is 
it necessary to test for histamine-sensitivity before starting treat- 
ment? Urticarial weals of all sizes have been observed, but 


t ‘ 


no “ pseudopodia.” 

A.—Histamine therapy for urticaria is ‘usually disappointing 
and has been given up by many workers in this field. A few 
cases of chronic urticaria appear; however, to do well on this 
therapy: Preliminary skin-testing With histamine Is unnecessary. 


. The following dosage for chronic urticaria is advised by H. L. 


Alexander (Synopsis of Allergy, 2nd ed., Kimpton, Londón. 
1947, pp. 164-5). On the first day two injections of 0.05 ml.~ 
of 1 in 10,000 histamine (histamine diphosphate), and on the 
second day two injections of-0.01 ml., are made., Ten daily 
injections are then given, starting with 0.15 ml. and increasing 


~each dose by 0.05 ml. up to 0.50 ml. of a concentration of 


1 in 10,000. A solution of 1.in 1,000 histamine is then used, 
and .the next two doses are 0.05 ml. and 0.10 ml. of this 
strength. Five injections are'then given every two days, start- 
ing with:0.15 ml. of 1 in 1,000 histamine and increasing each 
dose by 0.05-ml. up to a maximum of 0.30 ml., which is repeated 


` 
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» usual to obtain a history of allergy in both parents ; 
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_ onçe. Five “injections of 0. 30 “mi, are then given every three 
days. ~ According to Alexander (loc. vit.), “ One course of treat- 


“ment . «may suffice, .or -further ‘ones may be necessary. If no 
results occur’ after, 15 or 20 injections, they are not likely to 


appear.” . The possibility of food allergy in this case should be 
considered—dand -symptoms may occur only when excessive 
amounts of the offending food are taken. Keeping a food diary 
and trial-dieting might help. 
F Peptic Ulcer due to Trauma 
Q.—Is there any substantial evidence that a severe blow on 


‘the epigastrium might cause a duodenal ulcer? I would be . 


grateful for references and any informtation. 
-—A number of cases of, probable traumatic gastric or 


- duodenal ulcer have been reported, and the subject has recently 


been reviewed by Crohn {Gastroenterology, 1947, 8, 735). 
There seems to .be good evidence that local trauma to 
the upper abdomen can result in a peptic ulcer which mani- 
fests itself within a few days, Although the psychosomatic 
aspect is difficult to exclude, it is probable that submucosal 
and intramucosal haemorrhages may be followed by. ulceration, 
and this has been observed gastroscopically. 


* 
+ 
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i Acquired Allergy 

Q.—A rarried woman of 35, with no personal or family 
history ot allergy, had a liaison with a man who had such 
a history, and as a result ‘she became pregnant. Her child 
developed infantile eczema during his first year. Twelve months 
later the liaison was resumed for one week, when a contra- 
ceptive paste was used. The following week she had severe 
generalized urticaria with slight asthma. Adrenaline gave 
prompt but transient relief, and the condition cleared - slowly 
with antihistamines. Is it a tenable theory that she was sensi- 
tized by her child during pregnancy to a factor provided during 
intercourse by the child's father ? 


A.—No, she could not be sensitized by her child or by the 
father. In children with very -early allergic manifestations it is 
it is there- 
fore suggested that if the patient made a more careful inquiry 
she would find that she had a family history of allergy. In 
all probability her present symptoms are due to psychological 
disturbances. It may be, also, that they had nothing to do with 
her liaison and that the association was accidental. Possible 
allergens which might be suspected are quinine or some other 
drug used in the contraceptive paste, or foods such as chocolate 
or fruit which she may have eaten in excess at that time. 


"‘Unsuecessfuil Injection of Varicose Veins 


Q—Fer the first time in 13 years’ experience of injecting 
varicose yeins I have met a patient who resists every attempt 
at inducing thrombosis. There is no fault in technique, and she 
tells me that doctors in the Services had the same experience. 


Why is this? What happens to the sclerosing solution? Can 
you suggest a remedy? , 
A.—There are now and again cases of this type. The twin 


injection of quinine and salicylate sometimes succeeds and so 
does 30% saline. Ligation of the veins with simultaneous injec- 
tion in the orthodox way, nowever, always achieves thorough 


thrombosis. 


Survival of the Flea l ‘ 


` 


can survive in an. empty honse? What is the best means of 


. cleansing an infested house? 


A »—Many varieties of flea are adapted to survive for long 
periods in the absence of their host. The larval flea develops 
to the adult stage and then waits, resting in its cocoon, until 


the disturbance caused by a returning host indicates the presence . 


of a further source of blood meals. The human flea is no 
exception to this general rule and can certainly survive several 
months, in the cocoon, in an empty house. Bacot (1914) records 
an average of 116 days’ survival at 53° F. (il 65° C.);.the 
maximum period he observed was 239 days. To eradicate a 


fi 


ANY QUESTIONS 1 


Q.—Is it known how long tie common flea (Pulex irritans) . 


` ADVERTISEMENTS should be addressed to 
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heavy infestation it may be desirable to employ fumigation 
experts to disinfest with hydrogen cyanide. Jt-should, however, 
be possible to destroy the fleas by scattering flake naphthalene 
over the floors (about 4 lb. (1.8 kg.) per room) and-leaving the 
rooms sealed up for a day or so. For fuller details see the 
Monthly Bulletin of the Ministry of Health and Public Health 
Laboratory Service, October, 1944. 


NOTES AND COMMENTS 


Acute Nephritis and Sweating.—Miss H. Cooper (sister tutor in the 
preliminary training school, General Hospital, Birmingham) writes: 
In Dr. Charles Romer’s letter (November i2, p. 1128) he questions 
whether patients suffering from acute nephritis “tend to sweat 
excessively.” As sister tutors we teach that a blanket bed ‘is used 


for nursing these patients; not because they do swear but in order . 


to induce swealing and increase the amount of fluid loss, This 
seems reasonable, since the important balance between the activity 
of the skin and the kidneys is upset in acute nephritis. Patients 
suffering from acute rheumatism, on the other hand, do in fact tend 
to sweat, and the use of blankets in these cases is to provide a 
materia) next.to the skin which will readily absorb perspiration. We 
have always tried to teach the physiological reasons underlying the 
use of these beds and have emphasized our different aim in each 
case. Nevertheless we feel that the value of the amount of 


~ diaphoresis induced by the use of blankets next to a patient suffer- 
‘ing from acute nephritis is outweighed by the discomfort which this 


causes to some patients. We would suggest that in future it would 
be better to teach the use of one soft blanket next to the patient 
wherever it adds to the comfort of that patient—e.g., aged or very 
thin people—rather than to emphasize the questionable diaphoretic 
value of blankets next to the skin in the case of acute nephritis. 


—Dr. Cu.. W. F. WINCKEL 


Proguanil as a Malaria Suppressant.— 
“Any Questions ? ” 


(Amsterdam) writes: Under the heading 


y (November 26, p. 1245) your expert on malaria ended his answer' 


to a question on proguanil as a malaria suppressant as follows: 
“The frequency of relapses of vivax malaria may be reduced by 
taking one of the 8-aminoquinoline drugs—for example, pamaquin, 
0.01 g. thrice daily for 10 to 14 days; with each dose of the drug 
it may be more effective to combine quinine 0.6 g. or mepacrine 

OA g.” This alternative might lead to confusion, and therefore I 
should like to make the following remarks: (1) It is very unusual to 
treat attacks of vivax malaria (a fortiori of falciparum malaria) with 


-pamaquin only, as this drug is rather poor as a schizonticide, whatever 


its merits as a pametocide, and especially as an anti-relapse drug. 
(2) For this reason the combined use of pamaquin and a schizonti- 
cidal drug is recommended in every textbook on tropical diseases. 
(3) Usually only quinine is recommended for this purpose, mepacrine 
being seldom recommended, for the simple reason that the combina- 
tion of pamaquin and mepacrine js too toxic. It would not be difficult 
to quote many authors who express this opinion. It may suffice to 


mention Manson’s Tropical Diseases, 1946,-London, p. 103, which 


“The simultancous exhibition of * atebrin ” and ‘ plasmo- 
is not to bẹ recommendéd, as it may cause alarming 


- 


states : 
quine ` 
symptoms.” : 

Breathing Through a Closed-circuit Apparatos.—Dr. W. N. 
Rotiason (Scunthorpe, Lines) writes: Your answer in “ Any 
Questions 2?” (October 29, p. 1000) on breathing through a closed- 
circuit apparatus reminds me of a leisure hour I spent nearly four 
years ago breathing through a Coxeter-Mushin closed-circuit machine 
with a basal oxygen flow of 500 mi. As reported in’ the Journal of 
January 19, 1946 (p. 106), my pulse varied between 72 and 68 and 
my respirations between 16 and 14. T experienced slight discomfort 
towards the end due to the pressure of the face-mask, but otherwise 
no untoward effects during or after the inhalation. - 
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QUANTITATIVE APPROACH .TO- THE 


“y 


STUDY OF 


TRANSPLANTABLE TUMOURS* 


A period of intense experimental activity was ushered in 
when it was discovered, at the end of the last century, that 
some rat and mouse tumours could be transplanted. The 
discovery was ‘made by Hanau, in Germany, and Moreau, 
in France, and was confirmed by Loeb and by Jensen. The 
significance of the introduction of the simple techniqué of 
tumour transplantation is that it removed a limitation that 
had greatly impeded progress, the limitation of the study 
of a tumour to the animal in which it had arisen. With the 


means of indefinitely prolonging the life of’a tumour avail- 


able, experimental oncology developed ‘rapidly. Much 
substantial progress was made, but many hopes remained 
unfulfilled or were proved to be built on imperfect know- 
ledge and misunderstanding of the available facts. I make 
reference to these disappointments because I feel that the 
title of this lecture may perhaps suggest an undue and 
unwarranted: degree of optimism about the amount of useful 
information that remains to be gathered by transplanting 
tumours from one- animal to another. ‘There are many 
lessons in the mistakes 'and disappointments of the early 


“period of study of transplantable tumours which should 


not: be forgotten in the conduct of any branch of cancer 
research. 

A number of important facts aes from the work of 
Loeb, Jensen, Borrel, Ehrlich, Apolant, Bashford, ‘Murray, 
Haaland, Woglom, and others on transplantable tumours. 
Those which are relevant-to my subject may be summarized 
very briefly. 

Serial passage of a tumour is possible only-in the species 
in which it arises, and within the species is usually restricted 
to animals of the same genetic constitution. The impor- 
tance of genetic background is due to the fact that trans- 
plantation is dependent on the inoculation of living tumour 
cells which, since they retain genetic characteristics of the 
original host, are rejected by a genetically alien one. A 


_pedigree of tumour cells remains unbroken throughout the 


history of transplantation of the tumour. Each successive 
host’ provides anew-at each transplantation the vascular 
supply and stroma necessary for continued growth of the 
tumour: There are of course exceptions to this continuity of 
cell pedigree. The carcinogenic viruses—namely, the Rous 
and other ‘avian viruses, the Shope papilloma virus, and 
others—will produce tumours de novo by infection of cells 
of the host. Again, a transplantable carcinoma may some- 
times be replaced by a sarcoma, oř a tumour specific for 
one inbred strain of mice may acquire the ability to grow 


*Imperial Cancer Research Fund Lecture given at the -Royal 


- College of et of poe on November 22. 
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in other strains. Nevertheless, the essential facts ‘I have 


- mentioned apply to the vast majority of transplantable 


tumours. f 
Transplantation Technique f 


When tumour transplantation is practised merely as an 
adjunct’ to other studies which require that the life of a 


tumour be extended artificially over a series of generations 


of the. host animal, a comparatively simple yet necessarily 
aseptic technique suffices. Small fragments may be cut 


‘from the parent- tumour and introduced singly to the desifed 
sites in new .hosts by a wide-bore needle or trocar and 


cannula. Alternatively the tumour may ‘be reduced to an 
emulsion by mincing with scissors or a special instrument, 
or pounding it with a pestle i ina mortar. Saline or Ringer’s 
solutions are used only when it is necessary to thin the 


‘ emulsion so that it can be injected to special sites by means 


of a fine needle. The graft or emulsion is usually placed 
subcutaneously, but other sites are smpievee for special 
purposes. 

. For the purposes for which they were designed and con- 
tinue to be used, these simple transplantation techniques 
have the merit of combining simplicity with adequacy. The 
tumour cells are transplanted to their new hosts with a 


‘minimum of delay, and by using finely divided emulsions 


similar amounts of tumour cells can be inoculated into 
each animal of a group. 

’ Various arguments might be advanced to justify an 
attempt to develop more quantitative methods for special 
purposes. On the other hand, consideration of the nature 
of the phenomena involved when a portion of living tumour 
tissue is transplanted to a new host and the extent to which 
the rate of growth may vary might lead to the conclusion 
that transplantable tumours are unlikely to be amenable to 
quantitative investigation. In view of the many obvious 
practical difficulties that have to be faced I do not feel 


justified in speculating on the possible practical applications ` 


of non-existent methods. However, it would seem desir- 
able to indicate my main purpose in attempting to approach 
the study of transplantable tumours from ¿ a quantitative 


‘viewpoint. 


The Quantitative Point of View 


Numerous authors, arguing from the existence of a 
number of carcinogenic viruses, have suggested that many 
mammalian tumours, if not all, may be of virus aetiology. 


Failure to demonstrate viruses in tumours which cannot be 


propagated except by transplantation has been attributed to 


technica] limitations and low transmissibility of the virus 
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from tumour to normal cells. Many excuses for failure to 
transmit transplantable tumours with cell-free filtrates, or 
with preparations from which living cells cannot be 
excluded with certainty, could be advanced in the light of 
our present-day knowledge of viruses. All the carcino- 
genic viruses amenable to conventional techniques have, so 
to speak, been dragged out into daylight. Yet hypotheses 
invoking the existence of more elusive ones can be advanced 
and cannot be disproved experimentally. Thus even the 
most sceptical must admit that there is a virus problem in 
relation to cancer, if only in this form. 
_ So far as transplantable tumours are concerned I do not 
think that any real progress can be made with this problem 
- until an adequate foundation of quantitative data has been 
laid down. It is necessary to determine, for example, using 
a representative series of selected tumours, the relationship 
between the dose of living tumour cells inoculated and the 
rate at which a tumour is produced at the site of inocula- 
tion. It is also urgently necessary to discover to what 
extent tumour cells can survive under various environ- 
mental conditions in vitro. I believe that it is only against 
an adequate background .of such knowledge that we can 


obtain evidence for or against the existence of carcinogenic . 


viruses of low transmissibility to normal ceils. The evidence 

for or against will inevitably emerge without being directly 

sought for if a sufficiently complete quantitative charac- 

terization of tumour transplantation phenomena becomes 
possible. 


However, for the moment it does not seem to be neces- 
sary to aim directly along such lines at such a distant objec- 
tive as complete resolution of the virus problem. Indeed, 
it would be foolish to do so, for there are many important 
- things that we do not know about the nature of viruses, 
as current speculations indicate clearly enough (vide Bauer, 
1949). There seem to be ways in which quantitative refine- 
ments might be usefully introduced into investigations in 
which transplantable tumours are employed. If quantita- 
tive methods can be developed to the point of practical 
usefulness we may be confident that some information will 
accumulate which will be relevant to the virus problem in 
cancer. 

Essential Specifications 


Let us consider the three essential specifications that must 
be complied with if adequate quantitative methods are to 
be realized. 


1. The preparations of tumour cells used for inoculation must 
be sufficiently homogeneous to obviate significant variations in 
the number of viable cells in different samples of a given 
volume of any given dilution. 

2. The viability of the cells must be maintained unaltered 
during the period elapsing between the preparation of the 
inoculum and the completion of inoculation. This is a mini- 
mum requirement. It is obvious that opportunities for the 
development of quantitative techniques will depend on the 
period of time over which the activity of a suspension remains 
constant within the limits of error of determination of its 
activity. Should it be possible to reduce these limits of error 
to a level at which comparative titrations would be’ worth 
while, preliminary titrations would be necessary in order to 
narrow the range of cell concentrations and limit the number 
of animals used in the test proper. However, such two-stage 
tests will remain impracticable until methods of long-term 
stabilization of cell viability become available. 

3. The third essential requirement is a quantitative method 
of comparing the activities of different tumour preparations. 


The first specification presents a relatively simple prob- 
lem which has been satisfactorily solved for present needs. 
Some progress has been made in regard to the second, and 
it has become clear that the viability of tumour cells may 
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be extended for longer periods than migbt be expected 
from a priori considerations. The third requirement, a 
method of quantitative estimation, presents extremely diffi- 
cult problems, which must await the accumulation of 
enough experimental data, and I would like this opinion 
to be borne in mind when, a little later on, I indicate one 
possible approach to the problem. 


So far as is possible, I am going to present the progress 
of attempts to meet these specifications in a chronological 
manner. As will be appreciated, technical limitations and 
the experimental findings resulted, several times, in marked 
deviations from the more logical course that is obvious in 
retrospect. For example, if equipment for phase micro- 
scopy had been available when the work started just two 
years ago, or when dextrose was adopted as an aid to low- 
temperature preservation, the course pursued might have 
been very different. 


Tumour Survival in Frozen State 


The greater part of the work has been carried out with 
a mouse sarcoma (C3H, R.T., Ludford) which arose by 
stromal transformation of a sporadic mammary carcinoma 
However, the initial attempts to preserve tumour-cell sus- 
pensions in the frozen state were made with a similar 
sarcoma of the R III strain (Ludford and Barlow, 1945) 
This tumour grows luxuriantly when inoculated intra- 
peritoneally in R III mice. If transplanted to subcutaneous 
sites in the heterozygous MRC/H strain, the sarcoma often 
undergoes regression after considerable deve:opment. Witb 
a view to genetic selection and purification of the MRC/H 
strain and study of the regression phenomenon jt seemed 
desirable to establish frozen stocks of the R III sarcoma. 

It has of course long been known that tumours will 
survive in the frozen state. Ehrlich discovered this, but no 
serious attempt at practical application was. made until 
Breedis and Furth (1938) investigated the matter. These 
authors demonstrated that various tumours could be’ pre- 
served in the frozen state on CO, ice (— 79° C.), for periods 
up to 400 days. There is an extensive but scattered litera- 
ture relating to the survival of unicellular and other primi- 
tive organisms and also of some mammalian cells on 
freezing and thawing. The subject, up to 1938, has been 
reviewed by Luyet and Gehenio (1938). Of more recent 
work, I would select for special mention the convincing 
work of Briggs and Jund (1944), who showed by trans- 
posed transplanting of dorsal and ventral autoplastic-grafts 
that normal mouse skin will survive sufficiently for grafting 
purposes when frozen for 1 hour to 24 hours at —78° C. 
Webster (1944), reporting results with refrigerated human 
skin grafts, describes takes with grafts refrigerated to 
— 72° C. and with a lyophilized graft—i.e., one dried from’ 
the frozen state in vacuo. 

Nearly all the reported observations on tumour survival 
in the frozen state relate to portions of tumour preserved 
en masse. One might expect that separated tumour cells 
exposed to an artificial fluid environment are more likely 
to be killed by freezing than cells situated in the interio: 
of an intact portion of tumour. This, in fact, was the 
finding of Mider and Morton (1939). It will be remem- 
bered that the first specification I have outlined was as 
follows: “ The‘ preparations of tumour cells used for inocu- 
lation must be sufficiently homogeneous to obviate signifi- 
cant variations in the number of viable cells in different 
samples of a given volume of any given dilution.” 
Obviously, homogenization of tumour preparations must 
be carried out before distribution to ampoules and 
preservation by freezing 


t 
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From the theoretical point of view the possibilities are 
aot encouraging if we consider the probable fate of cells 
suspended in any of the physiological salt solutions. When 
a salt solution freezes, ice crystals separate and the concen- 
tration of salt in solution increases until the eutectic con- 
centration is reached. This eutectic concentration does not 
freeze unless the temperature is reduced to a critical level. 
Consider the figures‘for the salts present in Ringer’s solu- 
tion: the eutectic mixture of KCl with water is 25% and its 
freezing-point is —10.7° C.; of NaCl, 30.4%, with a 
freezing-point of —21.2° C.; of CaCl, 48%, with a 
freezing point of —52° C. This means, for example, 
that if a cell suspension is frozen at a temperature above 
—20° C. in 34 volumes of 0.85% NaCl, the volume of 
concentrated salt solution formed will be approximately 
equal to that of the cells, and its concentration will be 30%. 
Freezing under such conditions is therefore equivalent to 
soaking the cells in strong brine. 


Preparation of Tumour Suspensions 


Preliminary tests carried out with the R III and C3H 
sarcomas showed that when the tumour mince was diluted 
with more than a few parts of saline or Ringer’s solution 
marked inactivation occurred on freezing and thawing. 
Other tests in which C3H sarcoma cells were held at 0° C. 
in various concentrations of NaCl or held in isotonic con- 
centration for several hours at temperatures above and 
below —21° C. (the eutectic temperature of NaCl) showed 
that the rate and degree of inactivation were undesirably 
high. It seemed reasonable, therefore, to investigate the 
effect of substituting a non-electrolyte. Comparative tests 
with dextrose and saline solutions showed that sarcoma 
suspensions frozen in the former were much more active 
on thawing than suspensions prepared in the latter from 
the same lots of tumour mince. The optimum concentra- 
tion of dextrose appeared to lie between 5 and 10%, but 
its protective effect was evident at from 3 to 40% if the 
suspensions were frozen without delay. 

At this stage it became apparent that a better method of 
preparing tumour suspensions was required. A satisfactory 
solution, in the form of a pressure mincer, has been 
described (Craigie, 1949a). The later models of this instru- 
ment have been made entirely of stainless steel. Each 
mincer is provided with a set of four sliding-fit plungers 
provided with uniform longitudinal grooves. The groove 
sizes are 0.5, 0.25, 0.125, and 0.0625 mm. According to 
the consistency of the tumour and degree of mincing 
required, one or two plungers are selected and loaded in 
the barrel after the tumour tissue has been inserted. A 
portion of the suspending fluid is placed above the p‘unger. 
The plunger is then forced down by means of the screw, 
and the tissue passes through the plunger grooves into the 
suspending fluid. : 

To return to the problems of preserving tumour suspen- 
sions in the frozen state, I might mention that Breedis (1942) 
found that mouse leukaemic cells are inactivated if frozen 
too quickly in the temperature range of 0 to —15° C. A 
similar effect could not be demonstrated with the C3H 
sarcoma. This failure led to attempts to depress the 
freezing-point of suspensions in dextrose, one of which 
resulted in a striking demonstration of the survival of the 
C3H sarcoma under unexpected conditions. This has been 


reported (Craigie, meee but the essentials .are worth ` 


quoting. 

C3H sarcoma mince was diluted to 1 in 12.5 (a) in 10% 
dextrose and (b) in 10% dextrose and 40% glycerol in 
water.--Each suspension was distributed to several ampoules, 
sealed, frozen, and placed on CO, ice. The first test was 


carried out after the suspensions had been frozen for four 
days. Immediately after thawing, a portion of each was 
diluted with nine volumes of Ringer’s solution. These 
dilutions, as well as the 1-in-12.5: concentrations, were 
injected subcutaneously in 0.{-ml. volumes, with the results 
shown in Table I. 


TABLE I—C3H Sarcoma Suspension Frozen in Dilution of J in 12.5. 
0.1 ml. Injected Subcutaneously after Thawing and Further Dilution 











Time stag? 
. Dilution No. of 
Diluent ol Days) Tested Tumours 
10% dextrose... 4 1: 12-5 6/6 
4 1: 125 5/6 
253 1: 17-5 12/12 
253 1:70 12/12 
10% dextrose with 40% 4 1:125 6/6 
glycero 4 1:125 5/6 
253 1: 17°5 12/12 
253 1:70 12/12 








PMG = Period of microscopic growth, i.e., between inoculation and first 
appearance of tumour, 


The preparation containing glycerol and dextrose 
appeared to be less active than the control. However, 
this may have been due to imperfectly developed technique 
and the use of Ringer’s solution as a diluting fluid. A 
further test was undertaken after the preparations had been 
kept frozen for 253 days (Table J). In this test the dilu- 
tions were prepared in a saline-phosphate-cysteine mix- 
ture. As pointed out in the previous commentary on this 
experiment (Craigie, 1949b) the results, interpreted as being 
due entirely to the survival of tumour cells, indicate that 
at least 25% of the cells viable in the tumour mince before 
treatment survived dilution- with 10% dextrose and 40% 
glycerol, freezing, preservation in the frozen state for 253 
days, and subsequent thawing. In the light of more adequate 
data on the activity of freshly prepared C3H sarcoma-cell 
suspensions, this estimate seems to be confirmed. It is 
interesting to note that Polge, Smith, and Parkes (1949) 
have recently reported that-glycerol protects spermatozoa 
against low temperatures, Fowl semen diluted with Ringer’s 
solution showed no significant survival of spermatozoa after 
vitrification at —79° C. for 20 minutes and rapid thawing. 
On the other hand, the addition of 40% glycerol before 
freezing resulted in the resumption of full motility after 
thawing. : 

i Effect of Dehydration 


The preliminary results of the experiment with C3H 
sarcoma in dextrose and glycerol that I have quoted led to 
the adoption of drying techniques as a possible aid to the 
study of tumour survival on freezing, for the question of 
the role of dehydration by the suspending fluid inevitably 
arose. If dehydration were a factor, progressive loss of 
intracellular water at the low temperature of storage might 
be important. A few tests were carried out-in which sus- 
pensions frozen in saline and in 5% dextrose were exposed 
to dehydrating agents in vacuo at —79° C. As expected, 
dehydration was extremely slow and further investigations 
were transferred from the CO, ice-box to the laboratory 
bench. It was planned to compare the effect of dehydration 
of tumour suspensions held in the frozen state at tempera- 
tures chosen in relation to the eutectic temperatures of 
Ringer’s salts. 

It might be noted that among the side-issues encountered 
during the development of equipment was the appearance 
of crystalline water-soluble and other organic substances 
in the water condensate. Back diffusion of pump oil was 

excluded, and the explanation seems to be that significant 
amounts of dried material from necrotic portions of tumour 


f 


` (1949). 
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, were carried across in a microscopic state of division on 


the rapid current of water vapour. Tests of dried material 
obtained at various times during the development of the 


drying equipment (Craigie, 1949c) were negative, although - 


one positive result was obtained later with C3H sarcoma 
and others were obtained by Gye, Begg, Mann, and Craigie 
On mature consideration of the problems involved 
it was decided to return to a study of the conditions of 
survival of activity of tumour suspensions ôn freezing, 
because freezing is the first step in freeze-drying. The 
need for quantitative methods also appeared to be urgent. 


< am Degree of Survival 
It had been found that a number of transplantable 


sarcomas and carcinomas could be preserved as suspen-- 


sions. in dextrose in the frozen state (Craigie, 1949b). In 
order to find out if primary chemically induced tumours 
would survive this treatment, groups of C3H mice of 
different ages were injected subcutaneously with 0.1% 
benzpyrene in arachis oil. A series of 19 tumours were 
removed at intervals ranging between 90 and 163 days from 
the injection and frozen in 5% dextrose in dilutions of 
1 in 5 to 1 in 10. These were tested after being kept’ 
frozen for periods ranging from 36 to 96 days, and tumours 
were obtained in 17 of the preserved lots. (One other lot, 
diluted to 1 in 50 before freezing, failed to survive.) 


It is evident from the results of this experiment that the 
degree of survival of the different tumours varied consider- 
ably. Some lots. produced tumours at all sites injected, 
others at only some. The intervals elapsing between injec- 
tion and appearance of the tumours ranged from 10 to 58 
days. This variability in ability to survive freezing was 
also apparent in- records of observations of other tumours. 
Although sporadic mammary carcinomas survive-reason- 
ably well, the best and most consistent survival has been 
obtained with tumours with a long history of transplanta- 
tion. Sarcomas seem to be more resistant than carcinomas. 
Complete failure’ to survive freezing has been observed 
so far only with the two benzpyrene tumours mentioned 
and an undifferentiated tumour derived by Dr. Foulds 
from a squamous ~mammary tumour arising near the 
point of needle entry of intraperitoneal injection of: 


. methylcholanthrene. 


From data which I shall present later it will be: apparent 
that comparisons of activities of treated tumour prepara- 
tions on the basis of percentages of tumours induced are 
of very’ doubtful validity. It cannot be too strongly 
emphasized that when suspensions of the C3H sarcoma are 
reduced by dilution or other means to a level of activity 
at which tumours fail to develop in 25% or more of the 
sites inoculated with'a 0.l-ml. dose, the estimated order 
of survival is not more than one cell out of 100,000 or more 
cells viable in 0.1 ml. of the source tumour. The fallacy of 
comparing results on the basis of percentage of tumours 
obtained was not appreciated at first. In fact, until a year 
ago, attempts to obtain quantitative data on the survival 
of C3H sarcoma cells in various environments were. based. 
on the injection of a series of secondary dilutions with the 
‘object of identifying that giving 50% tumours. By way of 
excuse I might mention that titrations permitting observa- 
tion or estimation of the 50% end-point are an integral 
part of modern and statistically acceptable methods used 
in exact work with pathogenic bacteria, viruses, and 
substances having an immunological or pharmacological 
action. 


Fortunately, fasten of recording the presence and size 
~of tumours at weekly intervals, as is often practised with 
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-shown in Fig. 1 was obtained. 
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transplantable tumours, all mice were inspected daily and 
adequate records were available for analysis from experi- 
ments in which two to four dilutions or preparations were 
compared, not in different animals but at different ‘sites in 
each member of a group. This is what emerged from an 
earlier experiment carried out with C3H sarcoma frozen in 
a dilution of 1 in 2.5 in (a) 5% dextrose and (b) 5% dextrose 
with M/150 phosphate buffer for four days. On thawing, 
dilutions were made in Ringer’s solution to which 0.1% 

cysteine hydrochloride neutralized with phosphate had beet 
added. Starting with the highest dilutions, two dilutions of 
each preparation were injected subcutaneously in 0.1-ml. 
volumes in four groups of 
mice. The injections were 
deposited in the centres of 
the four abdominal quad- 
rants ; thus four comparisons 
were ‘made in each mouse. 
When on later analysis the 
log of the dilution’ injected 
was plotted against the mean 
interval in days which elapsed 
before the tumour first be- 
came visible the picture 


Log DILUTION 
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This semi-logarithmic rela- 
tionship suggests that any 
mean lag period* which 
may have intervened between 
inoculation and resumption 
of cell growth and mitosis 
was constant for all dilutions in this experiment and that 
the interval elapsing before the tumours became visible 
was primarily dependent on the volume of viable cells 
inoculated and the constancy of the average period between 
successive mitoses. There is reasonable agreement with the 


FIG. 1—C3H ’ sarcoma 
frozen with 1.5 parts of 5% 
dextrose (circles) and 5% dex- 
trose and M/150 phosphate 
buffer (triangles). 


formulae : 
m 
T L To log C 
i m C 
and T.—-T; = log 2 i log T 


where T is the observed PMG value* ; L, the lag period ; 
m, the mean interval between successive mitoses ; and C the 
concentration of viable tumour cells inoculated. 

Of course, these formulae must not be taken too seriously 
at present. Things`are not as simple as they might-suggest, 
but it is of interest that sometimes they fit experimental 
results with astonishing accuracy for dilutions ranging from 
1 in 50 to 1 in 1,000, and, further, that the value of “ m,” 
the mean interval between successive mitoses estimated 
from pairs of dilutions, has shown a remarkable constancy 
with unfrozen preparations. The formulae have proved 
useful in the analysis of experimental data because any 
statistically significant departures indicate that the simple, 
almost naive, assumptions involved are invalid on these 
occasions or that other factors, neglected im the formulae, 
have operated to a significant extent. 


For example, tests checked with these formulae con- 
firmed earlier suspicions about the inadequacy of Ringer’s 
solution as a suspending fluid for tumour cells. However, 
before proceeding to discuss this, let me mention two rather 
striking ‘and puzzling features about the development of 
tumours obtained with tumour-cell suspensions. 





*The term “ lag period ” has been used in a different sense (Craigie, 
1949b). Since lag period must be redefined' as above, the abbrevia- 
tion PMG (period of microscopic growth) is suggested to denote the 
time interval between the-end of the lag period and the appearance 
of visible growth. 
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ar Rate of Growth 


In the mouse a subcutaneous injection of 0.1 ml. spreads: 
to occupy a visible area more than 1 cm. in diameter. | It 
might therefore be expected that several discrete tumours 
would appear when multiples of the minimal- tumour- 
inducing dose are given. This is rarely so. In fact, the 

‘only striking development of multiple tumours that has 
been encountered occurred with suspensions frozen: with 
glycerol and dextrose. The second point is.this: after a 
tumour has made its first-appearance its growth rate is far 
from constant. The daily increments in diameter are quite 
erratic; after remaining practically stationary for several 
days a definite increase may occur within 24 hours. Fol- 
lowing. subcutaneous injection of a suspension of a rapidly 
growing sarcoma, tumours make their first appearance (a) as 
a somewhat irregular subcutaneous mass, or (b) as a nodule 
in the deeper layers of the dermis, or (c) as a muscle plaque. 
When first recognized the tumours ‘are nearly always 
l to 2 mm. in diameter, or larger. They may appear 
within six hours. Thus there is at first sight a somewhat 
puzzling inconsistency between the sudden appearance of 
tumours and their frequent apparent quiescence for several 
days after they appear. Further, any attempt to base 
‘quantitative estimates on recorded dates of first appearance 
might seem to be a very questionable proceeding. 





` 


However, it must be borne in mind that if these tumours - 


grew at a uniform rate around the time òf the first appear- 
ance it would be very difficult to be certain on which day 
they first appeared. Actually there is no difficulty in ascer- 
taining the date of first appearance. (I’should add that a 
very small percentage disappear in 24 or 48 hours, in which 
event the record is cancelled.) It is evident, that a detailed 
histological investigation of inoculated sites will have to be 
undertaken. However, adequate trial has shown empirically 
that data based on the times of first appearance of tumours 
induced by the inoculation of cell suspensions into 16 sites 
or more are much ‘more likely to serve as a useful basis for 
quantitative comparisons than observations which record 
only the percentages of tumours obtained. 

When it was found that dextrose was of value for-pre- 
serving tumours in the frozen state, tests were undertaken 
to determine whether it was a desirable fluid for preparing 
dilutions of fresh or frozen and thawed suspensions for 
inoculation. It appeared to be somewhat: inferior to salt 

, solutions. Further-observations were made from time to 

time, and the results can be summarized briefly. If dilu- 
‘tions are injected immediately they are prepared, physio- 
logical saline, saline with phosphate buffer, with or without 
cysteine, and Ringer’s solution are definitely: better than 
5% dextrose. If there is a delay before injection of frozen 
and thawed preparations activity is reduced in all these 
solutions and the higher the dilution. the greater the rate 
of inactivation. The need for a more satisfactory diluting 
fluid was emphasized by the tantalizing glimpses of tumour. 
cells conforming to the simple and rational quantitative 
law suggested in Fig. 1. A further retreat was indicated 
and, in conformity with the principle that first things should 
come first, attention was concentrated on the survival of 
fresh unfrozen sarcoma cells, 

When a C3H sarcoma is minced and series of dilutions 
from 1 in 50 to 1 in 1,000 are prepared in Ringer’s solution 
and inoculated immediately, results illustrated by; those 
shown in Fig. 2 ‘are obtained. As. in Fig. 1, a semi- 
logarithmic relationship between dose and mean time of 
appearance (PMG) of the tumours is strongly suggested. 
The curves on the left and right of Fig. 2 were obtained 
with healthy and necrotic tissue from the, same tumour. 
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. The apparent a eny between these curves may be 


entirely referable to a less. adequate dispersion of viable 
cells from the firmer`healthy tissue, since the titration was 
carried out 10 months ago, using an earlier and less efficient 
model of pressure mincer. Another point to be noted is 
that the slope of the lines may be interpreted as a function 
of the mean ‘interval between successive mitoses. If this is 
correct it may be calculated that 0.1 ml. of a 1-in-J,000,000 
dilution of C3H sarcoma would’ produce tumours around 


Log Dilution 
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Fic. 2.—C3H sarcoma-cell suspension titrated in Ringer’s solution. 
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21.days after inoculation, provided that the cells remain 
viable in such high dilutions and the majority of single 
cells are capable of initiating tumours. However, this 
expectation cannot be realized. ' y 
Beyond a dilution of 1 in 1,000 there is a marked depar- 
ture from the reasonably consistent relationship of\log dose 
and mean PMG value observed with stronger concentra- 
/tions. As the dilution is increased the percentage of tumours - 
obtained falls off rapidly and their appearance is delayed. 
There are two possible interpretations.- The minimal 
number of local concentrations of viable cells required to 
initiate a tumour in 75% of instances may be very ‘large. 
Alternatively, Ringer’s solution may exert a toxic effect 
when some unknown protective substance derived from the 
-tumour tissue is diluted beyond an effective concentration. 


„A Different Approach 


Attempts to increase the activity and stability of dilutions 
beyond 1 in 1,000 by the addition of tumour or muscle 
extracts or homologous blood and serum were unsuccessful. 
After reviewing the composition and history of the physio- 
logical salt solutions and fluids used to promote the survival 
of specialized cells it was decided to try a different 
approach. The differential balance of cations and anions 
across the limiting membrane of the living cell is such a 
fundamental fact that it is generally assumed that it must 
be maintained within reasonable limits if the cell is to 
survive. However, we must not confuse “ survival ” with 
maintenance of metabolic and functional] activity. Suppose 
we could match the inorganic substances present inside the 


‘cell; ion for-ion, across the cell membrane, would the effects, 
~be worth observing ? Unfortunately,.no complete figures 


for the composition of the intracel'ular fluid of tumour cells 
is available. The average figures for muscle tissue given by 
Muntwyler and Mautz (1947) have had to be used as a 
guide. 

A preliminary investigation has been made of the survival 
of C3H sarcoma in fluids containing Na, K, Mg, and P in’ 
the same amounts as given in Fig. 3 for the intracellular - 
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phase of muscle. These fluids are isotonic and adjusted 
to pH 7.3. It is hardly necessary to point out that precipi- 
tation of magnesium phosphate must be avoided in pre- 
paring them. There are obviously many organic: substances 


.. Which might be used to adjust the base balance, but trial 


has been limited to fluids containing lactate or succinate 
ions. In some tests the amount of organic anion has been 
reduced by the inclusion of carbonate, but this creates 





mEq per Kg 
INTRACELLULAR WATER 
Fic. 3.—Ion distribution in skeletal muscle (dog). 
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difficulties in maintaming a constant pH. The succinate 


system has ai more striking results than the lactate ` 


“system. 

-Before quoting some experimental results I would like 
to mention two interesting points about, the stability of 
` these fluids. If-the succinate system is heated to 48° C. it 
becomes turbid, and at higher temperatures a precipitate 
_ forms. If it is frozen and then thawed quickly it remains 
clear, but if it is thawed slowly a precipitate is obtained. 
. However, precipitation on slow thawing is prevented if 
2.5% or more of. dextrose is added before freezing. The 
limited range of stability of this fluid is referable to the low 
solubility of magnesium phosphate and the solubility pro- 
ducts of the various possible combinations of cations and 
anions in the mixture. The properties of this fluid, which 
is intended to resemble intracellular fluid in respect of 
balance of inorganic ions, invite speculation on the primary 
mechanisms of cell death on freezing and thawing and on 
exposure to the minimal lethal temperature. 


Artificial Intracellular Fluid 


_ Fig. 4 shows the results of a comparison of the survivals 
of C3H sarcoma ceils in Ringer’s solution and artificial 
intracellular fluid (A.J.C.F.) with succinate. A 1-in=5 sus- 
pension of sarcoma cells was prepared in 5% dextrose. 
This was diluted 1 in 10 and 1 in 50 (i.e., to 1 in 50 and 1 in 


~ 250) in (a) Ringer’s solution and (b) A.I.C.F. The diluted 


Suspensions were distributed to ampoules,. which were 
sealed and kept in ice-water. Tests were carried out at 
two hours and after three, six, and eight days at 0° C. On 
‘each occasion each of the suspensions, in 0.1-ml. volumes, 
was injected subcutaneously in 16 mice. Four ventral sites 
were used in each mouse, one for each preparation, and 
the positions of the preparations were rotated to cancel 
out site variations. The date of first appearance of each 
tumour obtained is shown in Fig. 4. : 

The greater degree of survival in the succinate A.I.C.F. 
is obvious. It is also evident that the survival in the 1-in-250 
dilutions is much shorter than that obtained with the 1-in-50 
dilutions. It should be noted that both the Ringer and 
A.I.C F suspensions contained 0.5% dextrose carried over 
from the primary suspension. 
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-FIRST APPEARANCE OF TUMOURS, DAYS AFTER INOCULATION 


Fic. 4.—Coti sarcoma-cell suspension in Ringer’s solution 
~ and A.LC.F. 


The superiority of succinate A.I.C.F. as a preserving fluid 
for sarcoma cells at 0° C. over Ringer’s and Tyrode’s solu- 
tions has been confirmed in a number of experiments. 
Significant survival up to 15 days has been observed. 


TaBLe I1.—C3H Sarcoma Cell Suspension Held in Succinate AJI.C.F 
at 0° C. in a Dilution of 1 in 63 
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The results shown in Table II are.taken from an experi- 
ment carried out to obtain data on the influence of Na and 
Mg tons. Only the results obtained with Na, K, and Mg 
in the proportions shown in Fig. 3 are shown. A consider- 
able degree of survival (20 to 25%) occurred up to 15 days 
at 0° C. In this experiment no evidence that Na is essen- 
tial to survival was obtained, but in the absence of Mg 
deterioration was rapid. 

As a working hypothesis it might be assumed for the 
present that surviva] in A.I.C.F. is referable to abolition of 
the normal ion differential across the cell membrane and 
consequent depression of certain phases of cell metabolism. 
It might therefore be suggested that comparative studies 
of the survival of tumour cells in fluids of this type, in 
which the concentration of the inorganic ions and the 
nature of the supplementary organic base are varied, 
might provide an indirect approach to some cytochemical 
problems. Before leaving the subject of A.IJ.C.F. I might 
remark that if one wished to transmit an extremely labile 
virus from oné cell to another it would be reasonable to 
guard it from the shocks of change in ionic environnient.- 
Some difficult mammalian viruses might be easier to handle 
in fluid which approximates in inorganic ion balance to the 
fluid in which they multiply within the cell. 


Nuclear and Cytoplasmic Changes ' 


There is one further topic to which reference must be 
made—namely, the nuclear and cytoplasmic changes 


~ 


DEc. 31, 1949 


induced in tumour cells by the treatments I have men- 
tioned. It has become essential to have an adequate record 
of the appearance of the cells in ali suspensions tested by 
mouse inoculation. 
The routine which has 
been recently adopted 
is as follows. A por- 
tion of the suspension 
remaining in the 
syringe after injections 
are given jis trans- 
ferred to a cytometer 
slide. A number of 
fields are systemati- 
cally recorded at a low 
magnification on fine- 
grain 35-mm. film of 
fixed contrast (Micro- 
Neg, Lford) using 
phase contrast illumi- 
nation. The phase- 
contrast photomicro- 
graphs of C3H sar- 
coma cells hereshown 
vill, I hope, make it 
obvious that detailed 
cytological studies are 
required in order to 
establish criteria of 
cell death under vari- 
ous conditions. As 
will be seen, nuclear 
and cytoplasmic detail 
is profoundly influ- 
enced by the fluid in 
which the cells are 
suspended, The photo- 
micrographs were 
obtained from freshly 
prepared suspensions 
made from the same 
lot of C3H sarcoma 
mince. The photo- 
graphic processing 
was strictly standard- 
ized, so that differ- 
ences in contrast are 
comparable. 


Zollinger (1948) 
states that the brilliant 
type of nucleus, with 
bright . nucleoli and 
double - contoured 
nuclear membrane, is 
a reliable sign of cell 
death, but there are grounds for doubt. When C3H sarcoma 
cells are suspended in A.IJ.C.F.a well-advanced intermediate 
stage is immediately evident (Figs. 5 and 6). Potocytosis 
(blistering proceeding to liberation of spherules of cyto- 
plasmic fluid) seems to be a normal reaction of these cells to 
Saline, Ringer’s and Tyrode’s solutions (Figs. 7 and 8, cells 
in Tyrode’s solution), but it is very rarely seen in isotonic 
A.LC.F. The effect of dextrose—a rapid disappearance of 
nucleoli and associated chromatin—has been described 
briefly (Craigie, 1949b). The nuclei, within a few seconds 
of contact of the cell with isotonic dextrose, become 
swollen and are hyaline and vitreous in appearance 
(Figs. 9 and 10). 
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Conclusion 

In concluding this lecture I would like to emphasize that no 
certain evidence of the existence of a virus or transmissible - 
agent, other than the 
Bittner agent, associ- 
ated with transplant- 
able mouse tumours is 
likely to emerge in the 
absence of adequate 
quantitative knowledge 
concerning the bio- 
mechanics of tumour- 
cell transplantation 
and ‘the ability of the 
cells to survive under 
various conditions. 
The initial rather 
vague belief with 
which this work started 
has crystallized into 
the conviction I have 
expressed. There is a 
great deal that we do 
not know about the 
response of tumour 
cells to various arti- 
ficial environments and 
the conditions neces- 
sary for their survival. 
There are some odd 
things about the way 
in which tumours ap- 
pear after inoculation 
of tumour-cell suspen- 
sions that suggest the 
desirability of detailed 
histological examina- 
tion of the inoculated 
sites. I, for one, when 
examining unfixed and 
unstained tumour cells 
under the phase micro- 
scope am often uncer- 
tain whether they are 
alive or dead. These 
problems may be 
approached in various 
ways, but they should, 
I think, be studied to- 
gether and every en- 
deavour made to place 
the observations on a 
quantitative basis so 
far as the materials 
permit. 


`~ 





which is immediately evident 
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l C The nuclei have become 
-swollen and are hyaline and vitreous in appearance. 
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' (From the- Department of Medicine, University of Aberdeen) 


There is little disagreement about the value of, heparin in 
the prophylaxis and treatment of thrombosis, and consider- 
able quantities of this expensive drug are now used. The 
control of the dosage, however, often seems to be unsatis- 
factory, and we feel that more would be gained by giving 
larger and fully effective doses to a smaller number of 
carefully selected cases. The aim should be to maintain 
the clotting time at about 30 minutes instead of the normal 
6-10 minutes, and this seems seldom to be achieved by the 


` usual practice of intravenous injections of 50-75 mg. four- 


hourly. It is probably more efficacious to give a continu- 
ous intravenous drip.of heparin in saline (say 100 mg. per 
pint, or 175 mg. per litre) at a rate of 15 to 25 drops a 
minute, the rate being adjusted at intervals so as to main- 


' tain the desired prolongation of coagulation. But until we` 


have available effective preparations of heparin with an 
action lasting many hours when given intramuscularly it 
is unlikely ‘that this drug will be employed for more than 
a few days at a time, and in the great majority of cases 


of thrombosis effective treatment for much longer than 


~ 


this is desired.. 
Dicoumarol 


\. 

.This brings'us to consider dicoumarol, which is given 
orally and is thought to „prevent the development or 
extension of thrombosis by lowering the prothrombin and 
thereby the coagulability of blood and we propose to 
confine the rest of the paper to a consideration of this 


drug, which is now widely used in the treatment of many - 


forms of venous and arterial thrombosis. , “ 


Dicoumarol has not proved to be one of those drugs 
which fade into disuse after a short period of popularity. 
Rather the reverse is true, and as time has passed and more 
and more reports have appeared its’ place in the treatment 
of thrombosis has become more firmly established. It is 


true, of course, that many of these reports have dealt with . 
such small numbers of cases that their value has been 


negligible, but several large and well-controlled series have 


been published, and these’ are impressive enough to justify - 


its use. A committee of the American Heart Association 
has recently reported the results in 800 cases of coronary 
thrombosis (Wright et al., 1948). Of these, 368~patients 


, admitted on even days received conventional treatment 


without anticoagulants’; and 432 admitted on odd days 
were given the same conventional treatment with the 
addition of anticoagulants, mainly dicoumarol. While the 
mortality rate in the control group was 24%, in the treated 
group it was 14.9%, and this reduction was accounted for 
mainly by the much. smaller number of deaths after one 
or more thrombo- empale complications in the treated 
group. 

More than 25 7 of the control group developed one or 
more thrombo-embolic complications,. as compared with 
about 12% in the treated group. Moreover, in only about 

6% did,these complications occur at a time when the 
anticoagulant therapy could reasonably be expected to be 
effective. — . 

*Read in the Section of Medicine at the Annua! Meeting of the 

-~ British Medical Association, Harrogate, 1949. 


~“ f 
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The incidence of the various thrombo-embolic complica- 
tions was noted, and it was found that for extensions of 
the original infarct, for new infarctions, for pulmonary, 
cerebral, and peripheral emboli, and for venous thromboses 
the incidence was notably less in the treated group. 

. These results provide striking confirmation of the effec- 
tiveness of dicoumarol as an anticoagulant and are likely 
to increase its use in coronary thrombosis considerably. 
The results of its use in venous thrombosis are also striking, 
„although frequently the findings have not been so well 
controlled 


Unfortunately two considerations have to be borne in 
mind before a decision to use it as a routine can be adopted. 
First, no uniform scheme of dosage, can be prescribed, 
because of the marked individual variation in response. 
Secondly, dosage must be carefully controlled, because not 
infrequently a haemorrhagic tendency, which may be 
severe, complicates treatment. This is often due to too 
great lowering of the prothrombin level of the blood. 
Accordingly, dosage in each case must be controlled by 
regular estimations of plasma prothrombin—ideally every 
day, certainly not less often than every second day. In 
our opinion this consideration should limit the use of 
dicoumarol to’ patients in hospitals with adequate facilities 
for these tests. Even in these circumstances haemorrhage 
—e.g., severe haematuria—will occasionally occur. With- 
out such careful control one of two things is likely to 
happen: either small ineffective doses will be used or 
effective doses will lead to some disastrous haemorrhages. 

On the question of what test should be used to control 
the dosage there has been much difference of opinion and, 
confusion of thought. It is now possible to clear away 
some of the misconceptions which have arisen in the past 
few years and therefore to understand better the signifi- 
cance of the different techniques of so-called “ prothrombin 
estimation.” Certdinly ‘the lack of knowledge concern- 
ing these techniques and the resulting confusion have 
prevented dicoumarol being used on a much wider 
scale. a ot 

The simplest theory of blood coagulation is that of 
Morawitz, who describes the process as occurring in two 
steps: (1) thrombokinase + prothrombin + calcium—>throm- 
bin; (2) thrombin + fibrinogen > fibrin. It used to be 
' thought - ‘that thrombokinase was derived mainly from dis- 
integrating platelets in shed blood and from tissue- cells 
damaged in a wound; now its main source is believed by 
some to be a precursor in the plasma (Lozner et al., 1942). 
According to this theory it converts prothrombin to throm- 
bin in the presence of free calcium ions. When enough 
thrombin has accumulated the soluble protein fibrinogen is 
converted to strands of fibrin which contain the red cells 
and serum in their meshes. 


| 
Prothrombin Estimation 


(a) Quick's Method.—This is based on the above theory, 
and is widely used in America and this country in the 
control of treatment with dicoumarol. In this method the 
source of thrombokinase is a suspension of acetone-dried 
rabbit brain. A similar substance can be obtained from 
most’ tissues—e.g., several workers have used an: extract 
of lung, and now human brain is widely employed. 

The essential steps in the test are: (1) 4.5 ml. of blood is 
mixed with 0.5 ml. of oxalate solution, The: calcium is 
thereby removed and development of Stage 1 is prevented. 
(2) To 0.1 ml. of plasma the same volume of brain-powder 
suspension is added—the tube being held in a water bath 
at 37° C. (3) Then 0.1 ml. of calcium solution is added 


` 


N 


` 
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t 
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quickly and the time between this addition and the forma- 
‘tion of fibrin is noted, a stopwatch being used.. 


This is the so-called “ prothrombin time.” The theoreti- 
cal justification for regarding this time as an indication- of 
the prothrombin content of the plasma is that when optimal 
amounts of thrombokinase and calcium are added the only 
variable. in Stage l is the amount of prothrombin. There- 


fore the smaller the amount of prothrombin the longer the. 


time before enough thrombin is formed to bring ‘about 
Stage 2. 


Various workers have found different times ‘with Quick’s 
method in normal plasmas, usually ranging between 15 and 
30 seconds. This is because different batches of brain 
extract vary in potency, and the normal time for each batch 
must be carefully determined before the test is used in 
patients. Moreover, the preparation of the powder is 
tedious. l 

(b) Russell Viper Venom.—The foregoing considera- 
tions led one of us (H.W.F.) to suggest the use of Russell 
viper venom as the source of thrombokinase in this 
test (Fullerton, 1940). Six years earlier Macfarlane and 
Barnett (1934) had investigated the possibilities of this 
substance in their search for a local haemostatic effective 
in haemophilia. They found that the venom was capable 
of accelerating the clotting of haemophilic blood in dilu- 
tions of 1 in 10!* or more. It did not clot oxalated or 
citrated blood unless calcium was added, and it did not 
.clot solutions of fibrinogen. Accordingly, its action was 
that of a powerful thrombokinase. ; 


As a result of this work Russell viper venom was pro- 
duced commercially. The best-known preparation is 
“ stypven ” (B.W. and Co.):. 0.1 mg. of dried venom and 
1 ml. of distilled water are supplied in separate ampoules 
and the solution is made shortly before use.. Different 
batches differ little in potency, and with normal plasmas 
“prothrombin times” of 18-25 seconds are usually 
obtained ; consequently, the careful standardization of each 
batch is unnecessary. Apart from this difference in the 
source of: thrombokinase -the technique is the same as 
Quick’s. oo è . 

(c) Venom plus Lecithin—The venom method was 
quickly followed by a third. Witts and Hobson (1940) 
described a series of observations in which they used a 
mixture of venom solution and ovo-lecithin as the thrombo- 
kinase. Normal plasmas gave very short “ prothrombin 
times ” of 6-10 seconds, so it is evident that some sub- 
stance in the ovo-lecithin potentiates the action of the 
venom. Witts and Hobson, and recently Biggs and 
Macfarlane (1949),‘added an alcoholic solution of lecithin 


to the venom. With this method we have -had variable 


results. We believe that it is much more satisfactory to 
use water inStead of alcohol as the solvent. When ovo- 
lecithin is dissolved in water containing 0.5% phenol the 
solution retains its full activity for several months. This 
solution is added to a freshly opened ampoule of venom in 
the usual proportion (I ml. to 0.1 mg. venom). With this 
modification the method is therefore a very simple one 
to use. With it we have not observed the marked day-to- 
day variations recorded by Biggs and Macfarlané during 
treatment: with dicoumarol, nor have we found it insensi- 
tive as an indication of the effects of this drug; in fact, 
definite prolongation of the time has usually been observed 
on the second or third day of treatment—i.e., at the same 
time as changes occur when brain powder is used..- 


The questions then arise: How do these three methods 
compare ? Do they measure the same factor when they 
are used to’ control the dosage. of dicoumarin, or is one 
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, to be preferred to the others T it is used in this way ? 


These questions can be answered satisfactorily if we base 
our deductions on a theory of coe noe slightly -different 


. from that of. Morawitz. 


Role of the Lipoid Factor 


There seems no doubt that a lipoid substance is essential 
for the coagulation of blood. For example, Macfarlane 
et al. (1941) have shown that oxalated plasma from which 
the fat has been removed by high-speed centrifuging or by 
extraction with carbon tetrachloride will not clot after the 
addition of a fat-free thrombokinase such as viper venom 
and calcium unless some lipoid material like ovo-lecithin 
or cream is added as well. We believe that it is not only 
essential in the first. stage of coagulation but that it is a 
separate and distinct substance—in a way similar to calcium 
but with the’ difference that while it is simple to free a 
plasma of the calcium ions without disturbing the other 
factors’ concerned in coagulation it is very difficult to free 
it entirely of the lipoid substance. Moreover, alterations 
probably occur in the concentration of this lipoid factor in 
the plasma of a degree sufficient to alter the coagulability 
of bload. 


If we accept this theory then the following is clear: 


(1).That with the venom+lecithin method optimal amounts 
of thrombokinase and the lipoid activator are added in the 
test. Therefore this method measures the protlrombin level 
but will not reveal alterations in coagulability due to variations 
in the plasma level of-the lipoid factor. 

(2) Brain extract contains optimal amounts of lipoid factor 
and variable and suboptimal amounts of thrombokinase. The 
results of a representative experiment illustrate this point 
(Table I). All the estimations were made in one sample of 


TABLE 1.—Prothrombin Time with the Various Methods 


Thrombokinase “ Prothrombin Time ”’ 
Venom ss se L a 5 secs. 
Brain powder . a ay “a T gi 4-1. ,, 
Venom + Lecithin .. yi es i Ji 25:3 ms S 
Brain powder'+ Lecithin 25-4 ,,; 
Brain powder + Venom ; 10:8 ,, 
Brain powder + Venom + Lecithin | 10-2 ,, 


plasma. With venom alone an average time of 22.5 seconds 
was obtained. With the particular batch of brain we were 
then using the time was 24.1 seconds; with venom-+lecithin 
it was 9.3 seconds. Adding ovo-lecithin to the suspension of 
the brain powder produced no shortening’ of the time: this 
indicates that the brain extract already contained an optimal 
amount of the lipoid factor. But the addition of venom (0.1 mg. 
per ml.) to the brain suspension reduced the time to 10.8 seconds, 
which is not significantly longer than the result with venom+ 
lecithin (9.3 seconds). This indicates that the concentration of 
thrombokinase in the brain suspension is suboptimal. 


- We believe, therefore, that Quick’s test, like the venom + , 

lecithin method, measures prothrombin but not changes 
in coagulability due to variations in the lipoid factor. 
Since optimal concentrations of thrombokinase and the 
lipoid factor can be assured with the venom + lecithin 
method it would seem preferable to the brain extract 
method. i 


_ (3) When venom alone is used we have a thrombokinase 
which is free of lipoid factor. Accordingly, by this method-the 
so-called “ prothrombin time ”—the “accelerated clotting time ” 
is a better term—is an accurate measure of prothrombin only 
if the concentration of lipoid factor in the plasma is within the 
normal range. And, conversely, if the prothrombin is constant 
this test will measure variations in the lipoid factor in the 
plasma. 


The justification for these statements ani their practical 


, importance is based on the following experimental work. 


5 
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Effect of Alimentary Lipaemia 


The effect of lipaemia on the coagulability of blood fol- 
lowing a high-fat meal was determined by the “ accelerated 
clotting time,” venom being used as the thrombokinase. 

When the ordinary ward meals are taken there is 
no significant variation in the accelerated clotting time 
throughout the day; this conclusion is based on a study 
of eight patients. But in a group of six patients given a 
breakfast containing 85 g. fat (bacon and eggs and bread- 
and-butter) the results were striking (Table II). 


TABLE IT 
Fat Intake 85 g. 


— 


During Time of Shortest 











Case Lipaemia Difference Reading After Meals 
1 13-6 sec 5 hours 
2 6 ae 4} n 
3 10:2 ,, 3 4 
4 6:8 ” 2¢ ” 
5 8-0 rT! 3i ” 
6 116 ,, 33, 
Average 98 ,, 





In the second column is shown the accelerated clotting 


time in seconds with the patients fasting (average 23.5) ; in 
the third the shortest accelerated clotting time during the 
lipaemia (average 13.7 seconds) ; next the difference between 
the fasting and the shortest times (average 9.8 seconds) ; 
and lastly the time of the shortest reading in hours after 
the meal. In each patient a much shorter time was found 
at the height of the lipaemia. 

Chart I shows the details in one case. The curve marked 
V represents the accelerated clotting times with venom as 


SECS. 





i en A ppampan 
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: E I 2 3 4 5 6 7 
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CuarT I.-—Accelerated clotting times in a patient after a meal 
containing 83 g. of fat. 


the thrombokinase falling from about 25 seconds fasting 
to 10.9 seconds at the height of the lipaemia. The .line 
V+L was obtained by using venom and lecithin as the 
thrombokinase ; it runs in a more or less horizontal line. 
The line R.B. was obtained by using rabbit brain extract ; 
it too runs horizontally. 

Therefore we can conclude that accelerated clotting times 
determined by the use of venom show marked shortening 
during lipaemia, a result which is obscured by the use of 


venom + lecithin and of brain extract, because both these. 


reagents contain an optimal amount of the lipoid factor 
essential for clotting. 
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Effect of Alimentary Lipaemia during Treatment with 
Dicoumarol 

The next step was to investigate the effect of alimentary 
lipaemia in patients in whom dicoumarol treatment had 
produced a low prothrombin level. This was done in eight 
patients. The results varied according to the time after the 
start of dicoumarol treatment when the test was done and 
also according to the degree to which the prothrombin 
level had been depressed by the treatment. But it was very 
clear that the shortening of the accelerated clotting time 
produced by alimentary lipaemia was much less marked 
during dicoumarol treatment, and in some cases it was 
absent altogether. 

One example will suffice (Chart H). The patient had 
received dicoumarol treatment for coronary thrombosis. 


The accelerated sms 
clotting time with sọ 
venom with the 


40 


33.7 seconds. He 
then took the meal 
containing 85 g. fat, 
and at intervals. of 
one hour, two hours, 
two and a half 
hours, three hours, 
and three and three- 
quarter hours there- 
after the times were 
32.9, 33.6, 32.6, 31.1, 
and 33.2 seconds: 
that is, there was no 
significant shortening after the meal. The venom + lecithin 
curve runs horizontally and the rabbit brain extract curve 
horizontally with some irregularity. 

We believe that the explanation for this striking dif- 
ference is that when one component in the first stage of 
coagulation—viz., prothrombin—is depressed by dicou- 
marol a compensatory increase in another component—the 
lipoid factor—occurs and so lessens the reduction in 
coagulability produced by the drug. Alimentary lipaemia 
produces little or no shortening of the accelerated clotting 
time when the effects of dicoumarol are marked, because 
even in the fasting state the plasma level of the lipoid 
factor may be nearly optimal. 

Further evidence in support of this theory is provided 
by comparing the results obtained by the use of the venom 
and the venom + lecithin tests throughout the period of 
dicoumarol treat- secs 
ment. Chart III 
illustrates the typical 
findings Before 
treatment the ac- 
ccierated clotting 
tme with venom 
was 22 seconds; 
with venom + leci- 
thin 10.5 seconds. 
Then 1,700 mg. 
dicoumarol was 
given over a period 
of seven days. In- 
creases in the clot- 
ting times occurred , 
with both methods, but the difference between the two 
became less, and it increased again as the effect of the 
dicoumarol passed off. We believe that this result is due 
to an increase in the lipoid activator in the plasma, which 





Cuart II.—Accelerated clotting times 
in a patient undergoing dicoumarol treat- 
ent and after a meal containing 85 g. of 

at. 


40 





findings when 


CHarT  III.—Typical 
1,700 mg. of dicoumaro! was given for 
seven days. 
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after some time reaches nearly an optimal concentration. 
The effect of this is that the addition of lipoid factor to 
the venom—as in the venom + lecithin test—produces little 
or no potentiating action. 

- On the basis of these results it may be concluded’ that 
when dicoumarol is controlled by tests using ‘venom + 
lecithin or brain extract a reasonably accurate assessment 
is obtained of the reduction in prothrombin produced by 
the treatment. But this reduction in prothrombin does not 
accurately represent the effect of dicoumarol on the 
‘ coagulability of the blood, since an increase in lipoid factor 
follows the reduction in prothrombin. The test using 
venom alone reflects this alteration in coagulability, but 
does not accurately determine the reduction in prothrombin. 


Effect of Haemolysis 
One additional point of considerable practical importance 
is that slight haemolysis produces considerable shortening 
of the accelerated clotting time when the venom test is used, 
but not with the venom + lecithin and brain extract tests. 
Chart IV illustrates this point. Haemolysed solutions 
were prepared by adding one volume of packed red cells 


SECS. 
28 


24 


20 


A 


2% 28 mc aed 
CHART 1V.—Lhe effect of haemolysis in shortening the accveiciared 
clotting time with the venom test. 
to different volumes of distilled water—one volume of cells 
in 400 of water, one in-320 of water, one in 240, and so on 
up to one in 40. One volume of the resulting solutions was 
then added to nine volumes of plasma, and as a control 
one volume of water was added to nine volumes of plasma. 
The accelerated clotting times using venom were then esti- 
mated in each, four determinations being made and the 
average taken. It is clearly seen that as the strength of the 
haemolysed solution increases the clotting time falls from 
the control level of 22.6 seconds to 16.1 seconds. 
ticularly wish to stress that in the range of haemolysed 
solutions used in this experiment the presence of haemolysis 
could be recognized macroscopically only at the right-hand 
end of the scale; in the last plasma slight but definite 
haemolysis was discernible ; in the next a mere trace; in 
the next it was doubtful; and in the others haemolysis 
could not be detected. 
It is clear, therefore, that when the venom test is used 
the greatest possible ‘precautions must be taken to avoid 
‘haemolysis ; the syringe must be dry and must be manipu- 
lated gently, and inversion of the tube to ensure mixing of 
blood and oxalate solution must be done very carefully. 
Failure to appreciate the effect of haemolysis has been 
responsible for some of the confusing results reported. For 
example, recently there appeared an article by James (1949), 
who set out to compare the venom and the brain test in 


‘suitable for the control of dicoumarol treatment. 


We par- | 


-patients treated with dicoumarol. He used oxalate crystals 


instead of solution, and to ensure that they dissolved rapidly 
in the blood he shook each sample well. Obviously he was 


` producing variable degrees of haemolysis, and accordingly 


his results with the venom test must be discounted. 

The active agent in the red cells which produces this 
effect is probably the lipoid factor in the cell envelope ; 
hence the effect is not seen with the venom + lecithin and 
brain extract tests. 

Conclusion 

Lastly the question arises, Which is the best test to use 
in the control of dicoumarol treatment ? The answer is, 
I think, that it does not matter greatly which is used: the 
important points are to understand clearly the significance 
of the findings and to carry out the test with scrupulous 
attention to detail. : 

We use-both the venom and the venom + lecithin method 
in each case. This entails very little extra work and the 
findings give important information. We aim to main- 
tain the accelerated clotting times at about 25 seconds with 
the venom + lecithin test and at 35-40 seconds with the 
venom test—i.e., less prolongation proportionally with the 
latter. Prolongations of the time with the venom test 
require a larger dosage of dicoumarol and indicate a lower 
concentration of prothrombin than comparable prolonga- 
tions with the venom + lecithin and brain tests. A failure 
to appreciate this point has caused much confusion and has 
been responsible for the view that the venom test is not 
We do 
not express the results as a percentage of normal: this 
involves making unwarranted assumptions and confuses the 
picture. Until standard preparations of brain powder are 
obtainable we can see no theoretical advantage in using 
them. It would seem that their use is unlikely to give any 
more valuable information, but a careful comparison of 
the three tests has not yet been reported. 


We give 300 mg. of dicoumarol on the first day and 


"200 MEOH eactr OF the two succeeding days. Further treat- 
ment is not given until the effect of these initial doses is 
seen, and then the dosage depends not only on the degree 
of prolongation of the accelerated clotting time but also 
on the speed with which this develops. No definite rules 
can be given ; each case must be considered individually, 
and some experience is necessary before the desired pro- 
longation can be attained and maintained. On several 
occasions haematuria has developed: we have used no 
special treatment for it apart from stopping dicoumarol, 
and no harm has resulted. 


~ 


Summary 


The value of heparin and dicoumarol is briefly appraised, 
and the difficulties of calculating accurate dosage are mentioned. 
Three methods of determining blood coagulability are described. 
The role of the lipoid factor in blood clotting is discussed from 
this standpoint. An account is given of experimental work 
showing the effect on the coagulability of the blood of lipaemia 
and haemolysis, and important points of technique in tests of 
blood coagulability are emphasized. 
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THE EXCRETION OF CHORIONIC 
GONADOTROPHIN BY PREGNANT 
DIABETICS 


BY 
J. A. LORAINE, M.B., Ch.B., Ph.D., M.R.C.P.Ed. 


From ‘the Medical Research Council’s Clinical Endocrinology 
Research Unit, Edinburgh University 


The quantitative estimation of chorionic gonadotrophin 
(C.G.) in the blood and urine of pregnant women has 
assumed new importance from the diagnostic point of view 
since the work of White (1937, 1943, 1946, 1947), White 
_ et.al., (1939), and White and Hunt (1943) on pregnancy 
complicated by diabetes and of Smith and Smith (1935, 
1936, 1941, 1948), Watts and Adair (1943), and Smith, 
Smith, and Hurwitz (1944) on the toxaemias of pregnancy. 

Although the introduction of insulin greatly reduced the 
maternal mortality rate in pregnant diabetics (Kramer, 
1935 ; Lawrence and Oakley, 1942), the foetal mortality in 
such cases has not shown a corresponding decline (Herrick 
and Tillman, 1938; Gilbert and Dunlop, 1949; Barns 
and Morgans, 1949). It is evident that foetal wastage 
remains the great obstetrical problem in diabetes, and in 
some series of cases the foetal loss rate has been over 50%. 

Set in this background, therefore, the great reduction in 
foetal mortality rate obtained by White (1946, 1947), using 
hormonal therapy in the form of oestrogens and 
progesterone in a proportion of these cases, is very striking 
indeed. Estimations were made by White of ‘the serum 
chorionic gonadotrophin, using corpora lutea in immature 
female ‘rats as the end-point of the biological assay : 
urinary pregnanediol was estimated by the Venning (1937) 
method and subsequently by that of Astwood and Jones 
(1941). 
performed by biological methods. 

From a study of 300 consecutive cases of pregnancy 
complicated “by diabetes White (1947) found that such 
patients could be divided into two groups, each carrying 
. an entirely different prognosis. 

_ The first group consisted of 66 patients in whom the 
C.G. readings throughout pregnancy were classified as 
normal. In this group the foetal survival rate was 97%, 
the incidence of premature deliveries was 0, and that of 
pre-eclampsia 2%. The second group (over 75% of the 
300 consecutive cases) was said to suffer from “ hormonal 
‘imbalance” during pregnancy. The C.G. levels were 
_ abnormally high, and this finding was often associated with 
a low urinary pregnanediol and a low serum oestrogen. 
Of the patients in this group, 58 received no hormonal 
therapy and the foetal survival rate was only 47% ; pre- 
mature delivery occurred in 40% and pre-eclampsia in 
50%. In addition many of these patients delivered babies 
which were grossly over weight. 

Since this change in C.G. level preceded, often by some 
weeks, any-obstetrical accident it was concluded that a rise 

in the serum C.G. could be regarded as the harbinger 
of an impending disaster. A group of 174 cases showing 
“hormonal imbalance” were treated with oestrogen and 
in most cases with progesterone as well. In these patients 
the foetal survival rate rose to 90% ; premature delivery 
occurred in only 5%, pre-eclampsia in 5%, and the 
majority of patients receiving this treatment delivered 
babies of normal size. 
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A few assays of oestrogens in the serum were. 


f 


A method of assay of C.G. depending on the increase 


in prostatic weight in immature rats ‘and based on the use 


' BRITISH 
MEDICAL JOURNAL 


of the International Standard preparation of C.G. is 
described elsewhere (Loraine, 1949). This method was 
applied to the estimation of C.G. in the. urine of normally 
pregnant women. In these normal cases very high readings, 
such as 25,000-30,000 i.u. of C.G. per 24 hours, were 
obtained from the 40th to the 80th day of pregnancy as 
calculated from the date of the last menstrual period. This 
was followed by a gradual decline, and from the 100th 
day until the end of pregnancy the excretion of C:G. was 
between 4,000 and 10,000 i.u. per 24 hours. 

In Fig. 1 is shown the complete range of all the estima- 
tions made on the urines of normal pregnant women. The 
figures are quantitatively similar to those of Jones, Delfs, 


and Stran 
(1944), who 

30,000 
also used 
the Interna- Sans 
tional Stan- ` 
dard but esti- ffiz 
mated C.G. HOURS 


in the serum. . 
Curves of the 
same general 





shape have 
5,000 
been ob- 
tained by 
other wor- TIME IN DAYS FROM FIRST DAY OF LAST PERIOO 


Fic. 1.—Total range of 136 estimates of the 
excretion of chorionic gonadotrophin in normal 
pregnancy. 


kers, who ex- 
pressed their 
results in 
arbitrary “rat units” (Cole and Saunders, 1935 ; ‘Browne _ 
and Venning, 1936; Smith and Smith, 1936 ; Boycott and 
Rowlands, 1938 ; Browne, Henry, and Venning, 1939 ; 
Siegler, 1939 ; Rakoff, 1939 ;~Taylor and Scadron, 1939 : 
Venning, 1948). Although the series of cases was a rela- 
tively small one, the variations in the amount of C.G. 


‘excreted per 24 hours during the second and third trimesters “ 


of pregnancy were smaller than has been generally sup- 
posed, and much of the apparent variation shown by pre- 
vious workers has probably been due to the use of relatively 


-Inaccurate assay methods. 


The number of pregnant diabetics studied is as yet too 
small to assess adequately the effect of stilboestro] in 
reducing the.foetal mortality rate. The present communi- 


-cation is concerned with the excretion of C.G. by diabetic 


women and the effect of oestrogens on this excretion in 
normal women and in diabetic women. 

Methods.—The method used depends upon the increase 
in the prostatic weight in immature rats after subcutaneous 
administration of the urine to the animals. The results 
of the assay are always expressed in i.u. of C.G. per 24-hour _ 
specimen of urine. The: technique is described in detail 
in the previous paper. 


Results 


The effect of orally administered stilboestrol on the CG. 
excretion in two normally pregnant women was investi- 
gated. Fourteen pregnant diabetics were considered in all, 
and 11 of these had C.G. estimations made at approxi- 
mately weekly intervals after diagnosis. Only a few read- 
ings were made on the other three patients. Stilboestrol 
was administered to these diabetics, who after 100 days of 
gestation consistently showed an excretion of C.G. above 
the normal level of 10,000 i.u. per 24 hours. Six of the 
14 cases were shown to have abnormally high C.G. readings 
at some stage of their pregnancy, and the findings in these 
cases are discussed below. In the other eight patients the 
excretion of C.G. appeared to be normal. 
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Normal Pregnancy 


Case I.—After two weeks’ control period stilboestrol in 
dosage of 25 mg. a day was started at the 21st week of preg- 


nancy (Fig. 2). The dose was increased to 30 mg. a day at ; 


~ NORMAL PREGNANCY 







i000 b Ele 

ba aed R 
CG. J 77T 
1.U,/24 oe $ nS aar 30 -0 Fe) 
TANN NORMAL CURVE i © CASE 2 
5,000 d l 

ER: CONTROL a 
PERIOD ; 
STILBOESTROL 
cG. THERAPY. f 
1U {24 : 
HOURS | CASE 3 g 
0--@ . 

20900)", org Ag- 

Ti é 

è- CASE 4 7.0 

0 ‘ 

ed CONTROL 07 

PERIOD 

STILBOESTROL 
10,000 THERAPY 


ate eee Oem eee 
~ - 
-a 





“DAYS ` 150 ° Coa 200 ' = 250 


Fic. 2.—Excretion of chorionic gonadotrophin by normal and 
diabetic women treated with stilboestrol. The small figures denote 
doses (mg. per day) and are placed at the times these weré statted. 
(Cases 1-4). 


the 23rd week. A sharp fall in the C.G. excretion occurred, 
the reading climbing back to just below its original level on 
cessation of the treatment. 


Case 2.—After one week’s control period:stilboestrol in dosage 
of 30 mg. a day was given at the 34th week of pregnancy 
(Fig. 2). `A. modest depression of the C.G. level ensued initially, 
but when the same dose of stilboestro] was continued the excre- 
tion of the hormone returned to its original level, this occurring 
after approximately three weeks’ therapy. 


Pregnancy in Diabetics 


Case 3.—Estimations made from the 17th to 23rd weeks of 
pregnancy showed an abnormally high excretion of C.G. 
(Fig. 2). Stilboestrol in relatively small dosage was started 
at the 23rd week and it produced a significant fall, but the 
reading rose to slightly above its original level on cessation 
of the therapy. Subsequent therapy with larger dosage started 
at the 28th week produced another dramatic fall in the C.G. 
excretion, but an “ escape ” phenomenon occurred when the 
same dosage ‘was maintained. This patient was deliyered at 
the 36th week by caesarean section. The weight of the baby 
was 6 Ib. 7 oz. (2.92 kg.) and of the placenta 1 lb. 10 oz. 
(0.74 kg.). ss 

Case 4—An abnormally high C.G. excretion was found when 
the first estimations were made on this patient at the 27th week 
of pregnaricy (Fig. 2). The dosage of stilboestrol started at the 
3Ist week was rapidly increased by 5 mg. a day to 30 mg. a 
day and maintained at this level. A rapid‘initial fall in the 
C.G. excretion was observed, but this was followed by a rise 
to approximately the original level after four weeks’ treatment. 
The patient was delivered vaginally at 36 weeks. The birth 
weight of the foetus was 4 Ib. 11 oz. (2.13 kg.) and of the 
placenta 1 Ib. 3 oz. (0.54 kg). 

Case 5.—The very high readings of C.G. obtained in early 
pregnancy in this patient were originally thought to indicate 
a delayed peak period, but the excretion remained consistently 
high well after the 100th day of pregnancy (Fig. 3). Stilboestrol 
in dosage of 25 mg. a day was started at the 15th week of 
pregnancy, and this was increased to 30 mg. a day at the 17th 
week. A’ fall in the excretion of C.G. occurred, but the titre 
rose again on cessation of the treatment. Therapy was restarted 
at the 20th week in dosage of 20 mg. a day, and this was 
increased to 30 mg. a day at the 25th week. This resulted in 
a fall in the urinary excretion of C.G. to 10,000 i.u. by the 
27th week. After that, however, while: the therapy continued 
the readings climbed steeply. Apparently the patient had 
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become quite refractory to stilboestrol in the dosage given. 
The oestrogen was stopped at the 30th week of pregnancy 
and restarted at the 31st week. Some degree of sensitivity 
appeared to have been re-established as a slight fall in the 
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Fic. 3.—C.G. excretion in pregnant diabetics. The small! figures 
denote doses (mg. per day) and are placed at the times these were 
started. (Cases 5 and 6). - 


excretion was obtained with a smaller dosage of stilboestro! 
This patient was delivered by caesarean section at the 37th 
week. The weight of the baby was 6 lb. 14 oz. (2.76 kg.) and 
of the placenta I lb. 2 oz. (0.51 kg.). 

Case 6.—The rise in C.G. excretion in this patient occurred 
at the 24th week of pregnancy (Fig. 3), readings before that 
time being comparatively normal. Stilboestrol in dosage of 
20 mg. a day was started at the 29th week. A transitory depres- 
sion of the reading was obtained, but again the “ escape ” 
phenomenon was observed. A dose of 300 mg. given to induce 
labour approximately halved the C.G. reading. This patient was 


‘delivered by caesarean section at 41 weeks. The foetus weighed 


9 lb. 4 oz. (4.2 kg.) and the placenta 1 lb. 15 oz. (0.88 kg.). 


Case 7.—The excretion of C.G. was relatively normal in this 
patient until the 28th week of pregnancy, when a steep rise 
occurred (Fig. 4). Stilboestrol in dosage of 20 mg. a day was 
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Fia. 4.—C.G. excretion in pregnant diabetics. The small figures 
denote doses (mg. per day) and are placed at the times these were 
started. (Cases 7 and 8). 


started at the 31st week and produced a dramatic fall in the 
titre, but the reading climbed rapidly again while the therapy 
continued. This patient developed a mild degree of pre- 
eclampsia at 32 weeks. Delivery was by caesarean section at 
34 weeks, The baby weighed 6 Ib. 3 oz. (2.81 kg.) and the 
placenta 1 lb. 5 oz. (0.6 kg.). 

Case 8.—Stilboestrol was administered to this patient at the 
21st week of pregnancy for experimental purposes although the 
C.G. excretion was not unduly high (Fig. 4). A characteristic 
depression of the titre occurred, but the excretion rose when 
the treatment was stopped. No further readings were made 
until considerably later in pregnancy, when, although the patient 
was receiving massive doses of oestrogens (up to 120 mg. a day 
of stilboestrol supplemented by 100 mg. a day of oestradiol 


¢ 
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benzoate at the 34th week), the C.G. level remained very high, 
again indicating refractoriness to the oestrogen. Delivery. was 

« by caesarean section at the 36th week of pregnancy. The foetus 


weighed 9 1b. 15} oz. (4.53 kg.) at birth and the placenta 2 Ib. 


(0.9 kg.). . t 


In Fig. 5 the results are shown in those pregnant diabetics 
in whom the excretion of C.G. was within normal limits. 





DAYS 150 200 


. As in the previous series of normal cases, there is relatively 
little variation. 
Discussion 
From the evidence cited above it is apparent that a 
proportion of pregnant diabetic women (6 out of 14 
studied) showed an abnormally high excretion of C.G. as 
compared with normally pregnant women. In the remain- 
ing eight diabetics the readings were perfectly normal 
(Fig. 5). Hormonal therapy was given only to those 
patients who after 100 days of gestation consistently 
*showed a C.G. excretion of over 10,000 i.u. in 24 hours. 


` Stilboestrol when administered orally to normal and 
diabetic women, even in relatively small dosage, invariably 
produced a fall in the C.G. excretion. The degree of 
depression varied from case to case but tended to be more 
pronounced in early, than in late pregnancy. On a constant 
dosage of the oestrogen, however, this depression was not 
_ maintained, the readings tending to climb back to their 
original level while the patient was still receiving treatment. 
This may be described as an “escape” phenomenon. At 
this stage an increase in dosage of stilboestrol temporarily 
produced another depression of the reading. Certain 
patients, however, seemed to become completely refractory 
to stilboestro! even in massive dosage. This is well illus- 
trated by Case 8, which in the later stages of pregnancy 
was receiving 120 mg. ‘of stilboestrol a day supplemented 
by oestradiol benzoate without depression of the C.G. 
level. There is some evidence (see Cases 3 and 5) that by 


cessation of the treatment for a few days, sensitivity to the 


drug may be re-established and a depression of the C.G. 
level produced by a dose smaller than that previously 
employed. l 

The effect of stilboestrol on the C.G. excretion can there- 
fore be considered-to have five phases : (1) initial depres- 
sion, (2) subsequent escape, (3) further depression by 
increase in dosage, (4) refractoriness after prolonged treat- 
ment, and (5) increased sensitivity to oestrogen on restarting 
treatment after stopping it for a few days, 


The mechanism of action of oestrogens in producing 
these effects is not clear. Smith and Smith (1948), who 
first observed the rise'in C.G., considered it a “ compen- 
satory ” one due to lack of oestrogen and progesterone, 
and showed that oestrogen therapy will correct this. 


Studies in the experimental animal have shown that 
` oestrogen may suppress or inhibit the gonadotrophic 
activity of the anterior pituitary (Meyer and Biddulph, 
1941; Meyer, Biddulph, and Finnerty, 1946). In the 
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Fic. 5.—C.G. excretion in pregnant diabetics without hormonal therapy. 
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human, Jones and MacGregor (1936) observed that the - 
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injection of oestrogen into women at the menopause 
resulted in a cessation of the increased gonadotrophic 
hormone excretion in the urine, and Albright (personal 
communication ‘to Professor J. H. Gaddum, September, 
1948) obtained a depression _of the follicle-stimulating 
hormone titres in the ‘urine of menopausal women by 
the oral administration of stilboestrol. The rationale of 
oestrogen therapy in Cushing’s syndrome(Dunn, 
1938 ; Rakoff, Cantarow, and Paschkis,/ 1941) 
and in acromegaly (Schrire and Sharpey- 
Schafer, 1938;. Goldberg and Lisser, 1942) 
is in virtue of the inhibitory effect produced 
on the anterior lobe of the pituitary. There 
does not appear, however, to be any previously 
published work on the effect of oestrogens in 
depressing the excretion of the gonadotrophic 
hormone elaborated by the placenta during 
pregnancy. 

In the pregnant diabetics studied so far, no 
definite correlation has been found between the C.G. 
excretion on the one hand and the weight of the baby and 
placenta on the other. There also appeared to be no 
relation between the C.G. excretion and the insulin 
requirements during pregnancy in these patients. 


Summary 


Estimates have been made of chorionic gonadotrophin (C.G.) 
in the urine of 14 pregnant diabetics. The prostatic weight in 
immature rats was the end-point of’ the assay. i 

In 6 of these 14 cases the figures for-C.G. excretion obtained 
were abnormally -high when compared with that of normal 
women, 

The administration of oestrogens caused an evanescent fali 
in the amount of C.G. excreted in the urine per 24 hours. ` 


I am deeply indebted to Professor J H. Gaddum for his help 
and guidance. I should like to thank Professor R. J. Kellar and 
Professor D. M. Dunlop for permission to study the cases unde! 


- their charge. Thanks are also due to Dr. C. F. Rolland and Dr. G. D 


Matthew for advice on the medical and obstetrical aspects of this 
paper, Finally, 1 am much indebted to Miss M. Mackay for the 
excellent technical assistance she has given me in carrying out the 
experiments. 
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VITAMIN A, TOTAL CAROTENOIDS, 
AND' THYMOL TURBIDITY 
LEVELS IN PLASMA. | 


_ TEST IN . NORMAL SUBJECTS RESIDING IN AHE 
MIDLANDS DURING 1947 - 


y 
` 


BY 
‘ i a af ‘ 
DOROTHY ADAMS CAMPBELL, M.A., M.B., B.S. 
l i AND ' 
l EVA L. TONKS, M.Sc. 


(From the Research Department, Birmingham and Midland 
, Eye Hospital, Birmingham) * 


In the course of a previous investigation . into the cause 
of nystagmus in coal-miners we estimated the levels of 
vitamin A and total carotenoids in the plasma (Campbell 
and Tonks, 1948). Thymol turbidity tests were performed 
at the same time on a number of cases in order to exclude 
the possibility of liver dysfunction’ as a cause of fluctuation 
in these constituents. Since the diet of the majority of 
people had been rather drastically altered by war and post- 
war conditions in Great Britain, we were obliged to estab- 
lish “normal” figures for comparison. It*was thought 
that the values obtained might be of practical interest to 
other, investigators engaged on similar problems. 
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Methods 
Estimation of Vitamin A and Total Carotenoids in Plasma 


Clausen’s application of the Carr-Price colorimeter 
method was the means used in this procedure. .The 
colour was measured in a Hilger absorptiometer, using 
filters specially designed for ‘these estimations. . The results 
were read off from standard curves prepared as suggested 
by Yudkin (1941). 

The following reagents were used: (1) ethyl ‘alcohol 
(redistilled) ; (2) petroleum ether (boiling point 40-60° C.); 
(3) chloroform—alcohol-free and dried over anhydrous 
sodium sulphate; (4) antimony trichloride solution 30% 
(w/v) in dry. chloroform; this is a saturated solution 
freshly prepared and filtered, and is cleared of any 
turbidity by ‘the addition of one drop of acetic anhydride. 


Preparation of Standard Curves -—Carotenoids :-—For this . 


purpose pure -carotene was obtained from the National 
Institute for Medical Research. A weighed amount (about 
0.25 mg.) was dissolved in 100 ml. of petroleum ether 
(boiling point 40-60° C.). Aliquots of this solution were 
made up to 5 ml. with petroleum ether, and readings were 
taken in the absorptiometer to determine the standard curve 
for #-carotene, using the special filter combination pro- 
vided by Hilger for'carotenoids. 
vitamin A alcohol of high purity were very kindly given 
to us by .Roche Products, Ltd., to. whom we offer our 
thanks. The contents of one capsule were weighed “and 
4 ~ 


L 
~ 


-of petroleum ether. 


Vitamin A :—Capsules of ` 


ade up ‘to a known volume with chloroform. Under 
our conditions 1 ml. of this solution contained 27.25 i.u. 
Each aliquot taken was made up to 0.5- ml. with chloro- 
form, and.then 5 ml. of antimony trichloride solution was 


added. The resulting colour was read off on the absorptio- 


meter within 10 seconds of the addition of the reagent, 
using the special combination of filters designed by Hilger 


for the estimation of vitamin A. 


Correction Curve for the Blue Colour Produced by 
B-carotene vand Antimony Trichloride——A solution of a 
weighed quantity of B-carotene (1.2 mg.) was made up to 
100 ml. with chloroform. Aliquots were made up to 
0.5 ml., and 5 ml. of antimony trichloride solution was 
added. The special filter for vitamin A was used in the 
absorptiometer, and readings were taken within 10 seconds 
of mixing the reagents. 

From these readings graphs were constructed so that 
results could be ascertained with accuracy and speed. 


Two millilitres of plasma was placed in a stoppered centri- 
fuge tube, 2 ml. of ‘ethyl alcohol was added slowly, and the 
contents thoroughly mixed. To this mixture was added 4 ml. 
The stopper was inserted and the tube 
shaken at frequent intervals for half an hour. The mixture 
was then allowed to settle into its two layers or was centrifuged. 
„An aliquot of the top layer (usually 3.6 ml.) was then trans- 
ferred to an absorption cell, made up to 5 ml. with petroleum 
ether, and a reading taken using the carotenoid filter. The 
equivalent value in terms of 8-carotene was then obtained from 
the standard curves and calculated for 100 ml. of plasma. 

The petroleum. ether solution in the cell was evaporated to 
dryness by placing the cell in a bath of warm water (40-60° C.). 
A gentle current of dry air or nitrogen’ was used to assist 
evaporation. The residue was dissolved in 0.5 ml. of dry 
chloroform. With the use of the special vitamin-A filter the 


' cell was placed in the rack of the absorptiometer and 5 ml. of 


antimony trichloride solution added. The reading was taken 
within 10 seconds of the addition of the reagent. 

The amount of vitamin A present in the cell was calcu- 
lated by reading the value from the standard curve for 
vitamin A and subtracting the amount of blue colour due 
to the reaction of the antimony trichloride with the estimated 
amount of carotenoids present. From this value the amount 
in 100 ml. of plasma was calculated. 


Thymol Turbidity Test 
This test was originally described by Maclagan (1944), 


“but in order to get more precise comparable values the 


modification of Ley, Lewis, and Davidson (1946) was used, 
in which a barium sulphate suspension was employed as 
a standard and the turbidity. was measured in the Hilger 
absorptiometer. The results given in this paper, therefore, 
are expressed as being. equivalent to the corresponding 
amount in millilitres of barium sulphate suspension. 

A slight modification was introduced—namely, the per- 
formance of a blank test with 0.1 ml. of plasma and 6 ml. 
of 0.9% sodium chloride. The reading of this blank test 
on the standard barium sulphate suspension curve was sub- 
tracted from the value obtained in the usual way in the 
case of lipaemic or slightly haemolysed plasma. 


Results 
Vitamin A and Total Carotenoids 

Our series consisted of 133 normal adults (116 men and 
17 women) ‘varying in age from 18 to 73 years. They 
included housewives, office workers, factory hands of all 
types, and labourers, and came from all walks of life. 
They were tested only when free from infection, as Brenner 
and Roberts (1943) found that feverish colds reduced the 
blood level of vitamin A’ by one-half. All specimens of 
blood were collected at approximately three hours after 
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a meal, but no attempt was made to obtain fasting speci- 
mens, since Kimble (1939) found that ordinary meals do 
not cause a measurable increase in either vitamin A or 
carotene within two to six hours. 

The figures in our 133 subjects were: 
20-199 .. .. Mean 80 
69-158 ..  .. 4, 108 
These figures are Strikingly different from those of Haig 
and Patek (1942) in’ America, based on 74 measurements 
on 44 normal, people between the ages of 20 and 45: 


Total wre? > (pg. {100 a ) 69-240 .. .- Mean 144 
Vitamin A (i.u./100 ml.) 109-309 ., me gs 198 


It is to’ be noted that all these subjects were on highly 
“nutritious diets which were estimated to provide at least 
13,000 i.u. of vitamin A daily. 

Yudkin (1941) in England, in a series of 23 normal adults 
. varying from 18 to 30 years of age, found: 

Total carotenoids (uef {100 m 50-240 .. .. Mean 120 
‘Vitamin A (i.u./100 ml.) 72-157 .. So oi 113 
while Moore and Leitner, during the course of an investi- 
gation of the vitamin A requirement of human adults, pub- 
_ lished in the ‘Medical Research Council Special Report 
No. 264 (1949), collected.a series of 195 casés, comprising 
112 subjects with illnesses not expected to affect the 


Total carotenoids (us / /100 mp ) 
Vitamin A (i.u./100 ml.) ° 


vitamin A‘ value, and 83 normal subjects. They give the < 


4 


followitig figures as their mean values: ` 


' All Cases Normals 
Total carotenoids (ug. g: 100 ml. ) a oO? 100 
Vitamin A (i.u./100 ml.) wx A 128 


Their series was eollected from residents in the London 
area in 1946, while ours, collected during 1947 in the 
Midlands, are lower than these, both in carotenoids and 
in vitamin A levels. l 

The long-continued low intake of fat due to rationing 
_ restrictions accounts for the fact that our standards for 
the average blood level of carotenoids and vitamin A in 
this country are’ lower than those considered normal’ by 
American standards. This must be borne in’ mind when 


assessing the nutritional state of persons suffering from ; 


disease. 

Variation with Age.—Taking our cases in approximately 
10-year age groups, the total carotenoids and vitamin A 
figures show a slight variation with age (Table D. ' 
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Influence of Season—There was a slight fluctuation in 
the vitamin A values when grouped in two-monthly periods 
throughout the year, while the carotenoids showed: a steady 
rise from March/April to November / December (Table HI) 


TABLE III.—Seasonal Variation in Total Carotenoid and Vitamin A 
Content of Blood Plasma 





Jan. | Mar. | May July | Sept. 












Feb. June | Aug. | Oct. 
Total carotenoids (us) 100 ml.) .. | 82 69 | 75 82 
108 | 113 | 108 | 112 






Vitamin A (i.u./100 ml.) .. | 110 


Influence of Occupation—The cases investigated have 
‘been grouped into four categories to see if any difference 
in carotenoid and vitamin A blood levels resulted from 


. hard physical exercise and consequent increased metabolism 


(Table IV). The “heavy” category of occupation in this 


~ 


TABLE IV.—Influence of Occupation on Total Carotenoid and 
Vitamin A Content of Blood Plasma 


~~ 









Occupation 


Light 










; Sedentary 
Total carotenoids (yg./100 ml.) 76 79 88 81 
(37 cases) | (34 cases) | (32 cases) | (30 cases) 
Vitamin A (i.u./100 ml.) 102 109 111 113 

è z i - 
series included all those people who do hard manual labour, 
with the exception of coal-miners. An additional group 
of 133 miners (divided into “ surface ” and “ underground `“ 
workers) shows figures comparable with those for other 


- heavy industries, the levels being particularly low in miners 


working underground (Table V). 


TABLE V.—Variation of Total Carotenoid and Vitamin A Content of 
Blood Plasma in Coal-miners 


Miners, Underground 
67 (80 cases) 
_ 97 


Miners, Surface 
72 (53 cases) 
102 


Total carotenoids (fig. 100 ml a: 
Vitamin A (i.u./10 ml.) 





Thymol Turbidity Tests 


Thymol turbidity tests were performed on 110 norma! 
adults, giving values varying from 0.2 to 1.85 ml. of barium 


` TaBLe I.—Age Variation in Total Carotenoid and Vitamin'A Content of Blood Plasma 































18-29 Years 30-39 Years 40-49 Years ~ 50-59 Years 60-73 Years 
Range Mean Mean g Mean - 
Total carotenoids (ug./100 ml.) .. 20-118 70 (26) 42-199 80 (32 26-137 80 (26) 40-192 90 (24 23-190 83 (25 
Vitamin A ETC si i ni 69-148 106 (26) 84-141 112 333 82-158 110 (26) | 75-145 109 O43 80-138 105 (32 


















Figures in parentheses indicate the number of cases. 


Influetice of Sex .—Our series is predominantly male, but 
the results show the same trend as that found by Kimble 
(1939) and by Moore and Leitner, in that the carotenoids 
are higher in females than in males, while the vitamin A 
is slightly lower in females than in males (Table ID). 


. TABLE Il—Total Carotenoid and Vitamin A Content of Blood 
l Plasma in Males and Females 








Vitamin A ` 


Total Carotenoids 
(i.u./100 ml.) „ . 


(ue./ 100 ml.) 








No. of 

Mean Cases 
oe -4 ` {Males 109 116 
N ig 3 | x 
: : ales’ i F 
Kimble; 1939 Femal es 2 i 2 

ne -f Males 

M.R.C., 1949 Females 110 37 


~ 


- 


sulphate suspension with a mean value of 0.59. Ley, Lewis, 
and Davidson (1946), in a series of 105 healthy young men, 
found a range of 0.16 to 2.19-ml. with a mean value of 
0.63. In our series 84% of the cases had a value of less 
than 0.9 mi. and 93% a value of less than 1.06 ml. of 
barium sulphate suspension, while less than 3% ‘had values 
exceeding 1.5 ml. 

It is suggested that the introduction of the blank reaction 
into this estimation -has the effect of reducing the upper 
limit of the normal range, and that the true range should 
be 0'to 1.5 ml. of barium sulphate suspension: 


Conclusions 
Our cases were collected from patients attending eye 
clitics for minor accidents; for refraction, or for correction 
of squint. They may be regarded as a cross-section of the 


A 


` 
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‘population of the Midlands, having. no obvious disease or 


chance infection. This being so, our results show that the 
average blood levels of the total carotenoids and vitamin A 
are lower in this part of England than thése found in other 
countries, ~ D Mian oh i . 
In the Medical Research’ Council’s Special. Report on 
Vitamin A Requirements of Human Adults are assembled 
all the available data on the normal value for the carotenoid 
and vitamin A content of human blood plasma in 195 
subjects, and Moore .and Leitner, who carried out the 
investigation, point out that some American authors, in 
calculating the values for vitamin A, do not appear to have 
made any correction for the blue colour contributed by 
carotenoids to the antimony trichloride reaction. 
also state that-some of the earlier workers in America 
used the U.S.P. unit, which is-now held by Hume (1943) 
to have only 87% of the value. of the international unit, 
and that it is not always possible in retrospect to be certain 
which unit was really meant. +- l 
These facts may account for the apparent discrepancies 
between American and English results, as well as the fact 
that the, people of Britain do not have access: to unlimited 
tat, and have not acquired the taste for large quantities 
of green vegetables and salads. In our series 85% of cases 
have total carotenoid plasma levels lying between 40 and 
120 »g./100 ml., and vitamin A plasma levels between 80 
and` 130 i:u./100 ml., and these are suggested as being 


reasonable limits for normality under conditions prevailing 


in the Midland area of England during 1947, 
The results of our investigation indicate slightly lower 
levels for vitamin A, and considerably lower levels in total 


carotenoids, compared with those found by other English 
workers (Yudkin, 1941 ; M.R.C., 1949), . l 
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Summary 


The levels of totaļ'carotenoids and vitamin A in the ‘plasma 
of 133 normal adults were estimated. The investigation took 
place throughout the year 1947. The normal range was found 
10 be: ; te 

Total carotenoids (ug./100 ml.) 20-199 .¢ 


.. Mean 80 
Vitamin’ A (i:u./100 ml.) 69-158 7. l poo 
but since 85%. of our cases gave values of ` 
Total carotenoids (ug/100 ml)  .. Ss. 40-120 
Vitamin A (i.u/100 mL) et, IIO I 80-130 


Go 
these are suggested as limits of -normality under conditions 
prevailing in the Midland area of England in.the year 1947. 


Vitamin A levels showed a slight fluctuation during the year, 
while the level of the total carotenoids rose steadily from_March 
to December. i ' 


Those subjects performing hard manual labour showed lower 
levels of total carotenoids and vitamin A than subjects engaged 
in light or sedentary occupations. ms 


Thymol turbidity tests were performed on a series of 110 
normal adults, and it was found that when allowance is made 
for a “ blank” test the normal range is 0 to 1.5 ml. of barium 
sulphate suspension, with ‘a mean value of 0.59 ml. 

P] r J l 
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Bray (1945), Giles and Sangster (1948), and Taylor et al. 
1949) independently noted a close correlation between the 
same serologically specific typeof Bact. coli and epidemic 
infantile gastro-enteritis. This Bact. coli is referred to in 
this communication as Bact. coli B.G.T. (Bray—Giles- 
Taylor). i - 

During the last ten months one of us (K. B. R.) has 
studied the appearance of this organism in'86 infants under 
the age of 1 year admitted to the Birmingham Children’s 
Hospital. Routine rectal swabs were taken on admission 
and in many-cases five days later, and’ again if a case of 
gastro-enteritis appeared in the ward. The first isolation 
of the Bact. coli B.G.T. from the stool was noted and 
the subsequent progress of the infant observed. 


Epidemiology 

In 17 cases it was possible to calculate the interval 
between the time of the first isolation of this -organism 
from the faeces and the development of a gastro-intestinal 
disturbance. In all cases except one this period was less 
than 22 days; the exception was a case which developed 
diarrhoea at home 24 days after the first positive rectal 
swab. The shortest interval was four days,-in two cases ; 
the average interval was 11 days. It must be emphasized 
that in 25 of the 86 cases observed the appearance of the 
Bact. coli B.G.T. in the faeces was followed by no 
were followed for a 
period of at least one month. j 

This organism was isolated from the stools of 86 babies 
under the age of 1 year, 82 of whom acquired the òrganism 
after admission to hospital ; 25 patients, 10 of whom were 
less than 4 months old, had no intestinal symptoms, while 
the remaining 61 developed gastro-intestinal disturbances 
which varied from a severe gastro-enteritis to a'mild, diar- 
rhoea with or without vomiting; of these 61 patients 
13 died. All of the deaths. occurred in infants under the 
age of 4 months, except-in two who were aged 10 months. 
One of the two, a mongoloid idiot, collapsed and died 
directly after discharge from hospital, but to what extent 
the Bact. coli was responsible is not known. The other, 
a case of pink diSease, died primarily of respiratory failure 
associated with an extensive polyneuritis and diaphragmatic 
palsy, but she also had a severe terminal enteritis. The 
finding that Bact. coli B.G.T. is more commonly associated 
with severe gastro-enteritis in the younger babies is in 
agreement with the observations of Taylor et al. (1949). 
That the appearance of. Bact. coli B.G.T. in the stools is 
sometimes associated with a fulminating gastro-enteritis is 
‘suggested by such typical case histories as the following. 
' Case 1—A girl aged 3 months was admitted with pseudo- 
paralysis due to congenital syphilis, for which she received 
penicillin. A month after admission Bact. coli B.G.T. was iso- 
lated from.the faeces ; 15 days later, after her transfer to another 
hospital for further antisyphilitic treatment, she developed 
. diarrhoea. Four days after the onset she collapsed and died. 


. \pnéumatosis and an early peritonitis. 
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Case 2—A, girl aged’ 2 months „was admitted with cystic 
fibrosis of the pancreas. Her progress was satisfactory at first, 
but five days after Bact. coli B.G.T. was isolated from the stools 
she developed ‘a\watery diarrhoea and 10 days later she died. 
Necropsy revealed fibrocystic dystrophy of the pancreas compli- 
cated’ by enterocolitis, bronchopneumonia, adhesive pleurisy, 
and right, otitis media ; clinically the severe gastro-enteritis was 
the cause of her Sudden death. 


Case 3.—A girl aged 1 month was admitted because she had. 


vomited with increasing severity since birth and had become 


-jaundiced. Diarrhoea was present on admission and the stools 
‘contained Bact. 


) coli B.G.T. In spite of intravenous 
alimentation the gastro-enteritis persisted and she died 13 days 
later. i 


Case 4.—A girl aged 1 month was admitted with generalized. . 


convulsions precipitated by an otitis media. From this she 
made an uneventful recovery. Four days after admission 
Bact. coli B.G.T. was isolated from the stools; 10 days later 
gastro-enteritis developed and after nine days she died. 
Necropsy revealed a haemorrhagic enterocolitis with intestinal 


Treatment with Penicillin and Sulphonamides 


All cases of severe gastro-enteritis were treated as a 
routine with intravenous alimentation until the djarrhoea 
and dehydration were controlled, followed by graded oral 
feeding. Initially, penicillin and sulphonamides were also 
administered. These agents helped to control parenteral 
infections, such as otitis media, but they seemed to have 
little or no direct effect on the gastro-enteritis. In fact, 


' Bact. coli B.G.T. appeared in the stools and gastro-enteritis 


developed in some cases while the infant- was actually 
receiving both penicillin and sulphonamides. 
an example. > 
Case 5—A girl aged 6 months was admitted with scalded 
buttocks, and developed gastro-enteritis associated with the 


isolation of Bact. coli B.G.T. while on penicillin, sulphon- . 
_ amides, and streptomycin. 


Case 5 is 
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In no case did either penicillin or sulphonamides remove 
Bact. coli B.G.T. from the stools once this organism had 
made its appearance. 


Treatment with Streptomycin 


Streptomycin proved to be equally disappointing in its 
failure to cure gastro-enteritis. Although only 12 cases 
were treated with this drug, four orally and the remainder 
by intramuscular injection, the results did not appear to 
justify further investigation. Our small experience supports 
that of Holzel et al. (1949) and not that of James et al. 
(1948). In Holzel’s series 50 of the 79 cases were associated 
with Bact. coli B.G.T., but this organism was not men- 
tioned by James et al., whose cases might therefore have 
had a different aetiological agent. 


In three of our cases which received streptomycin Bact 
coli B.G.T. was actually isolated from the faeces for the 
first time while streptomycin was being given for other 
conditions (miliary tuberculosis, a large infected naevus. 
and infected scalds of buttocks). Two of these cases 
developed a severe gastro-enteritis necessitating intravenous 


alimentation ; the third had no more than a mild diarrhoea 


preceded by a loss of weight. Of the remaining nine 
patients one died, a second deteriorated whilst on strepto- 
mycin, and seven recovered, but only one made a quick 
recovery. Bact. coli B.G.T. disappeared from the stools 


of only one child while it was receiving streptomycin. 


Chloramphenicol ; 
When it was decided’ to investigate the efficacy of one 


of the newer antibiotics, chloramphenicol (“ chloro- 


mycetin”) was chosen because all strains tested were 
sensitive to this drug; they were also sensitive to 
“ aureomycin,” but chloramphenicol was used because of 
its relative stability. Chloramphenicol was first described 
by Ehrlich ef al. (1947), who mentioned that Bact. coli 
was sensitive to it. It is felt that the results with this 


Table Showing Cases Treated with Chloramphenicol 


Duration of 








Days After 
Age Reason for Admission Severity Bar 
Months Admission ee Te amphenicol 
IA in Days 
6 Scalds of but- Severe 13 
tocks 

2 Otitis media Severe 15 

8 Pink disease Moderate | ~ 10 

3 Otitis media Severe 10 

1 Marasmus Severe 11 

1 Eon stenosis Moderate 9 

5 E. Severo 7 

4} Thrush and Severe 13 

parotitis ' 

5 G.E. On readmis- Severe 14 
sion 1 

8 Pink disease 15 Moderate 12 

5 G.E. On. admis- | Moderate 13 
sion 

14 Meningitis 40 Severe 14 

3 Prematurity On readmis- | Severe 13 
sion 

2h G.E On, admis- Mild 6 
sion 

2 Marasmus 27 Mild 9 


J.C., J.N., and J.P. were carriers who had recovered from their initial G.E., but who still excreted Bact. coliB.G.T. 


. 
4 





` 


LV. Days Taken 





Complications | Alimen-| 5° brig Result Comments 
tation | “BG.T. |: 
bee a eer ce 
Infected scalds | Yes 5 Died 9 days after disappear- | 
and G.E. ance of Bact. coli B.G.T. 
from stools but after 
diarrhoea had ceased 

None Yes 3 : 

Sore buttocks No 3 Readmitted with G E. 10 days 
after discharre from original 
admission for nutritional 
disorder and pink disease 

Mastoiditis No 2 i 

Sore buttocks Yes 3 Bacteriological relapse 7 days 

` after cessation of chloram- 
phenicol. Had been clear 
15 days 
None No ? P 
Staphylococcal | Yes 3 Bacteriological relapse 1 day 
septicaemia after cessation of chlor- 
and osteo- amphenicol; had been 
myclitis clear for 5 days 

Sore buttocks Yes 5 

None Yes 7 Readmitted with G E. 4 days 

f r after discharge from origi 
admission for otitis media 
and asthma 

n No. 8 
fs , No 3 Discharged from another 
hospital 8 days before 
Ya y å admission 
Sore buttocks es 
Otitis media Yes 5 (Twin died.of G.E. associated 
: with Bact. coli B O'T. and 
received no chlorampheni- 
col) Readmitted with G.E. 
, 13 days after discharge from 
original admission for otitis 
: media 
None No 3 Attending a day nursery 
No Never 





G.E. = Gastro-enteritis. 
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communication, although it 
treated is small. ' The age’ groups in the different series 
are not strictly comparable ; moreover, individual cases 
vary so much in severity that, with small numbers, com- 
parisons are invidious. 


of cases see table.) l 
Case 5 (already referred to).—In spite of treatment with 


sulphonamides, penicillin, and Streptomycin her gastro-enteritis 
continued, but within five days of starting chloramphenicol 
Bact. coli B.G.T. disappeared from the stools and the diarrhoea 
ceased. Unfortunately she died from complications due to 
burns nine days after the disappearance of Bact. coli B.G.T. 


from the faeces. A post-mortem examination was not made. 


Case 6.—A boy, aged 5 weeks was admitted with meningo- 
coccal meningitis. . Nineteen days after the first appearance of 
Bact. coli B.G.T. in the stools,. and while ‘receiving both 
sulphonamides and penicillin, he developed a severe gastro- 
enteritis. No ‘improvement followed ‘the administration of 
streptomycin, but within three days of starting chloramphenicol 
therapy the diarrhoea ceased:; a day later Bact. coli B.G.T. dis- 
appeared from the stools. Further recovery was uneventful, 

Case 7.—A boy aged 8. months was admitted with pink 
disease. Fifteen days after admission «he developed gastro- 
enteritis associated with the isolation of Bact. colj B.G.T. from 
the faeces. With penicillin and sulphonamide therapy there 
was little improvement, but on -chloramphenico] the organism 


! These results can best be illus- 
trated by the following case histories. (For further details 


` 


i 
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' antibiotic are hopeful enough to Wwarraht: a preliminary in the, stools, the diarrhoea might be ascribed to the 
is realized’ that the number - 


inflammation .in the ears. In point of fact, the sequence 
of events would seem to have ‘been an initial infection 
necessitating admission to hospital, followed by a subse- 


. quently acquired intestinal infection. _ An otitis media was 


disappeared within eight days, the diarrhoea ceased, and he . 


started to gain weight satisfactorily. 
Case 8.—A girl aged 44:months was admitted with thrush 
and a left parotitis. The infection subsided with the applica- 
tion of gentian violet locally’ and penicillin systemically, but 
l0 days after the isolation of Bact. coli B.G.T. from the stools 
she developed diarrhoea -and lost 12 oz. (340 g.) in weight in 
three days. The enteritis did not respond to symptomatic treat- 
ment, but when chloramphenicol was given the diarthoea ceased; 
Bact. coli B.G.T. disappeared from the stools in five days. 


‘In eight additional cases the administration of chlor- 
amphenicol, in conjunction with intravenous alimentation 
where necessary, and graded feedings, was followed by 
rapid- amelioration of the diarrhoea, and Bact. coli B.G.T. 


‘could no longer be recovered - from the.faeces.' In three 


t 


had a recurrence of the diarrhoea. 


Carriers—Three children who had. had diarrhoea asso- 
ciated with the presence of Bact. coli B.G.T. but had 
recovered from their diarrhoea still excreted this organism 
in the faeces. They were given chloramphenicol. In one 
case Bact. coli B.G.T. was not recovered from the faeces 
after the ‘third day of treatment. In a second the organism 


cases there was a bacteriological relapse, although no case 


„was not recovered from the fifth day of treatment until 


four days after the cessation of treatment, when a bacterio- 
logical relapse occurred. In the third case this organism 
was still present in the faeces after nine days’ treatment. 


‘Clearance of the .Organism—The average time for 
chloramphenicol to effect a clearance of Bact. coli B.G.T., 
except in the carriers already mentioned, was four days, 
within the limits ‘of two and eight days. In two cases 
the organism reappeared. in the faeces one and seven’ 
days after. cessation of treatment which had lasted seven 
to eleven ‘days respectively, but the organisms were -still 
sensitive to chloramphenicol. These cases may have been 


either true relapses or reinfecfions, as neither had been 


discharged from the infected ward. 


Parenteral Infection—Six cases were admitted with an 
otitis media. No Bact. coli B.G.T. were isolated from their 
faeces, but before these infants were fit for discharge they 
had not only acquired the organism but had also developed 
gastro-enteritis. It is understandable that, in the absence 


of recognition of any organism as a potential pathogen : 


present at the onset of the gastro-enteritis in two cases ; in 
three additional cases an otitis media developed from five 
to ten days after the onset of the gastro-intestinal infection. 
In no case was Bact. coli B.G.T. isolated from the 
middle ear. 

R . Other Cases : 

Case 9 is worthy of special mention as it was the only 
one in which a primary urinary infection with Bact. coli 
B.G.T. was encountered. 

Case 9.—A boy aged 7 weeks was admitted with anaemia, 
mild jaundice which developed during the week before admis- 
„sion, severe urinary-tract infection, and bilateral otitis media. 
The urine contained many pus cells, casts, and a few red cells, 
and gave a heavy pure growth of Bact. coli B.G.T. There was 
no evidence of any\ abnormality in the blood apart from 
anaemia. Gastro-enteritis developed three. days after admis- 
sion, but Bact. coli B.G.T. were not isolated from the faeces. 
The urinary infection was not influenced by penicillin, given 
on account of the otitis media, or by sulphonamides, but 
responded dramatically, as did the enteritis, to chloramphenicol. 

Bact. coli B.G.T. may be associated with diarrhoea. in 
older children ; the oldest child known to be affected in 
this hospital was a girl 4 years old, and although, because 
of her age, she is not included in this series, her case 
history is of considerable interest. Soon after she had 
successfully negotiated a Blalock-Taussig operation she 
developed severe enteritis in which the only potential 
pathogenic organism that,could be isolated was Bact. coli 
B.G.T. After three days’ treatment with chloramphenicol, 
given for seven days, the diarrhoea ceased and Bact. coli 
B.G.T. was no longer isolated from the stools. Before 
this case occurred no gastro-intestinal disturbance asso- 
‘ciated with the presence of Bact. coli B.G.T. had been 
discovered in the general wards of this hospital. The- 
enteritis in this 4-year-old girl began 15 days after a baby 
who was excreting the organism had been transferred to 
her ward. l i ) 

' Administration of Chloramphenicol 
Chloramphenicol is marketed in 250-mg. enteric-coated 


` capsules, but as infants cannot swallow these the drug has 


been given as a suspension with tragacanth flavoured with 
syrup of raspberry and chloroform water. The babies have 
needed little;encouragement to take it in spite of its bitter 


taste. The dosage given has been 75-mg. per Ib. (165 mg. 

per kg.) body weight per day in six 0 T eight divided doses ; 

the initial dose was twice the maintenance dose. 
n  —— 


: ‘ Complications of Chloramphenicol Therapy 
The administration of chloramphenicol has occasionally 
coloured the stools bright green. Four of the cases 
developed sore buttocks followed by a spreading general- 
ized dermatitis which cleared only after two weeks, but 
it is not established that chloramphenicol was responsible. 


‘ Apart from this possible toxic reaction, no untoward effects 


have been noted ; routine blood- counts and urine examina- 
tions on all cases have shown no abnormalities. 


Further Investigation 

A trial with chloramphenicol! is now being undertaken 
on al] severe cases of infantile gastro-enteritis, irrespective 
of the presence of the known specific strains of Buct. coli. 
Although Bact. coli B.G.T. is often associated with gastro- 
enteritis there is no proof of its actual pathogenicity, and, 
moreover, a number of babies who excrete this specific 
strain of Bact. coli never develop symptoms : there may 
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have been a previous undetected infection with Bact. coli 
B.G.T. in these cases. On the other hand, an appreciable 
number of children are admitted with primary gastro- 
enteritis without any identifiable specific strain of Bact. coli 
in their faeces. 

Bacteriology 


Routine Examination—Faeces from cases of gastro- 
enteritis were examined to exclude the presence of protozoa 
and cultured on Leifson’s desoxycholate citrate medium 
as well as in selenite enrichment medium. to exclude the 
presence of salmonellae and shigellae. A MacConkey plate 
' was also inoculated and at least four representative colonies 
were tested by slide agglutination, using Bray and Beavan’s 
(1948) technique, which gave very clear-cut and reliable 
results. All positive colonies were inoculated into sugars, 
and a culture was sent to Dr. Joan Taylor, who very kindly 
confirmed their identity. 


Sensitivity of the Organism to Chloramphenicol —Bact. 
coli B.G.T. was inhibited in concentrations of chlor- 
amphenicol varying between 2 to 4 »g./ml. Tests were 
made using representative colonies from each specimen 
‘from which Bact. coli B.G.T. was isolated whilst the child 
was on chloramphenicol treatment or if the organism 
reappeared after treatment had been sfopped. .No change 
in sensitivity of the organism was shown in these experi- 
ments. This is in agreement with the work of Smadel 
et al. (1949) and Alexander et al. (1949): This result is 
very different from those obtained with streptomycin, when 
insensitive variants began to appear in‘nearly all cases 
within 24 hours of the initiation of treatment. In most 
of the antibiotic-treated cases specimens of faeces were 
obtained once or twice daily dùring treatment and daily for 
two weeks after its cessation or until the patient was 
discharged. = | cg . 

Blood Levels.—Estimations of chloramphenicol blood 
levels were made; the technical difficulties were not fully 
overcome, but by the use of a modification of the technique 
described by Fleming and Smith (1947) levels up to 
120 „g./ml. were obtained. The test organism used was 
a strain of Bact:.coli B.G.T. from Case 5. 
to’ be definite individual variations in the absorption of. 
the drug by the patient, so a relatively high dose of 
chloramphenicol was employed. 

: Summary 

In Birmingham, as in many other parts- of Great Britain 
where _it is sought, Bact. coli B.G.T. has been found to be 
intimately associated with epidemic infantile gastro-enteritis. 
The enteritis did not respond to the administration of sulphon- 
amides, penicillin, or streptomycin, bute the response, both 
Clinically and’ bacteriologically, to chloramphenicol has been 
most encouraging. 


We would like to express our thanks to the staff of the Children’s 
Hospital, Birmingham, especially to Professor J. M. Smellie for 
‘his encouragement and most valuable criticism, to Sister M. Coker 
for her co-operation, and to Dr. Joan, Taylor for much advice and 
help; also to Dr. C. Giles, who supplied the first antisera used in 
this investigation. ` 
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PARATYPHOID B FEVER TREATED 
WITH CHLORAMPHENICOL 
v BY i 


MICHAEL CURTIN, M.D., M.R.C.P.I, D.P.H. 


Registrar, Sherif Hill Infectious Diseases Hospital, 
Gateshead-on-Tyne 


The clinical course of :paratyphoid fever is subject to much 
variation. Compared with typhoid fever it is in general a 
milder disease, although attacks of paratyphoid fever occur 
which both in severity and in duration rank with typhoid 
even of the most severe form. Owing to this variation in 
degree of clinical illness it is difficult to assess the response 
to any particular form of treatment. Reports on para- 
typhoid B fever treated with chloramphenicol (chloro- 
mycetin) have been few.. Christie (1949) has reported 
briefly on seven cases, and Kiledjian (1949) and Montuschi 
(1949) have each reported on a single case. As much 
investigation remains to be done before the full effect of 
the drug on paratyphoid fever can be finally assessed, and 
as it will be some time before an optimum scheme of 
dosage can be arrived at, the following report may be of 
interest. 

Betweeen June.and October, 1949, six clinical cases of 
moderately severe paratyphoid B fever were admitted to 
Sheriff Hill Infectious Diseases Hospital. The diagnosis 
was confirmed in all cases by culture of Salmonella para- 
typhi B. All patients had been ill for some days before 
admission ; treatment with chloramphenicol was ‘started in 
three cases at the end of the first week, in two cases during 
the second week, and in the sixth ‘case early in the 
third week of disease. The dosage and the period of 


` administration of the drug varied, patients who were 


admitted later in the series receiving larger doses over a 
longer period, The frequency of administration remained 
constant, the drug being given at four-hourly intervals. 


In addition to the above cases, three apparently healthy 
faecal carriers of Salm. paratyphi B were admitted and 
treated with chloramphenicol. 


Case 1 


A girl aged 11 was admitted on June 21, 1949, complaining 
of malaise, headache, anorexia, diarrhoea, and abdominal pain 
of five days’ duration. 

On examination she was obviously toxic, cerebration was 
dull, her mouth’ was dry, and her tongue was heavily furred. 
The abdomen was tumid and slightly tender. The spleen was 
just.:palpable. Her temperature was 99.4° F. (37.4° C.) and 
pulse 120. 

Progress and Treatment—On admission penicillin. (200,000 
units four-hourly) and sulphasuxidine (8 g. daily) were given 
and continued for five days. There was no improvement : 
diarrhoea, ab- 
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started (1 g. in first hour, 0.5 g. four-hourly for 24 hours, - Progress and Treatmgnt—On admission on the seventh day 


and then 0.25 g. four-hourly’ for six days). On 


the - 


following day the patient’s general condition was improved: - 


„and she was ‘much brighter mentally. Within .48 hours 
diarrhoea and‘ abdominal ' tenderness disappeared. Her 
temperature was normal in four’ days (Chart 1). There was 
ao clinical relapse, but Salm. paratyphi B was excreted in faeces 
for six weeks after clinical recovery. In vitro tests showed that 
the infecting organisms were sensitive to chloramphenicol even 
when the temporary carrier state had developed. 
Case 2 

A woman aged 29 was admitted on July 1, 1949, with a 
history of the onset of headache, pyrexia, abdominal discomfort; 
and constipation 14° days previously. At the time of admission 
her only complaint was that of -general weakness and fatigue. 
On examination her temperature was 100° F. (37.8° C.) and 
pulse 102. The tongue was furred, and there was evidence of 
recent wasting. A mitral systolic murmur was heard, but 
nothing else abnormal was found. ` 

Progress and Treatment—After admission the patient pro- 
‘gressed favourably for three days. “Salm.- paratyphi phage 
type 3A was isolated from faeces. On the fourth day there 
was a sudden rise in temperature accompanied- by headache, 
abdominal discomfort, and mild abdominal tenderness. As it 
was felt that a relapse had taken place, next day she was given 
chloramphenicol (1 g. in first hour, 0.5 g: four-hourly for 24 
hours, and then 0.25 g. four-hourly for five days). Treatment 
coincided with general improvement. Her temperature did not 
show a dramatic response, returning to normal on the fourth 
day of treatment. A convalescent carrier state developed, and 
this persisted for eight weeks. 


Case 3 ` . 
A boy aged 5 was admitted on July 6, 1949, with a history 
of lassitude, anorexia, cough, abdominal pain, and diarrhoea. 
On examination he was obviously toxic, drowsy, and irra-. 
ional, and had bouts of noisy delirium. His tongue was 
heavily furred. The abdomen was distended, and palpation 
was resented. The spleen was moderately enlarged. A few 
rose-coloured spots were present on the abdomen. His tempera- 
ture was 101.8° F. (38.8° C.) and pulse 98. 
` Progress and Treatment.—On admission on the seventh day 
of illness a course of chloramphenicol was started (0.25 g. 
four-hourly for six days). Next day there was a remarkable 
change in the patient’s condition. He was alert and com- 
j : posed, and the 
abdomen was 
was less ten- 
der. Within- 
-48 hours diar- 
rhoea 
ceased. 
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returned to 
norma] on the 
third day of 
treat ment 
27 (Chart 2), co- 
, incident witb 
clinical re- 
', . í * ` covery. Salm. 
paratyphi phage type 3A was cultured from specimens of blood 
and faeces taken’on the day of admission. A convalescent. 
faecal carrier ‘state developed and lasted for nine weeks: 
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ue Case 4 -` l a 

A boy aged 6 was admitted: on July 18, 1949, with a history 
of headache, vomiting, drowsiness alternating with restlessness, 
and constipation. A : e 

On examination his general condition ‘was fair, his tongue 
was furred, the abdomen was tumid, and a few rose-coloured 
spots were seen dn his abdomen :and legs?*. His temperature 
was 100.6° F. (38.1° C.) and pulse 112. 


r 


t e m perature , 


of illness he was put on a course of chloramphenicol (0.5 g. 


‘four-hourly for 24 hours and 0.25 g. four-hourly..for four days). 
Or the morning following admission’several fresh rose-coloured 


spots were noted. However, his general condition was much 
improved. The témperature settled to normal in 24 hours. 


-Salm. paratyphi phage type 3A was isolated from specimens 


of blood and faeces taken on the day of admission. The patient 
continued to excrete the infecting organisms in faeces for seven 
weeks after termination of treatment. f 


r 


~ 


Case 5 


A woman aged 40 was admitted on August 27, 1949, with 
a history of headache, generalized abdominal pain, constipation, 
and malaise for six days. 

- On examination cerebration was dull and speech was sluggish. 


. There was well-marked abdominal tenderness. The tongue was 


furred” The temperature was 101° F. (38.3° C.) and pulse 92. 


. There were no other abnormal findings. 


_ tenderness 


had. 


-a history of headache, abdominal 


_Salm. paratyphi on the fifth day. Four 


three 


Progress and Treatment.—On admission the patient was put 
on a course of penicillin (200,000 units four-hourly) and sulpha- 
dimidine (sulphamezathine) (six tablets in the first hour, three - 


.four-hourly for 24 ‘hours, and then two four-hourly-to a total 


of 40 g.). Abdominal pain and tenderness, drowsiness, and 
pyrexia persisted. Faeces were reported as positive for Salm. 
paratyphi B phage type Taunton. Serum gave a positive 
agglutination with this organism to a titre of 1 in 250° (ŒD. 
On the 14th day of disease a course of chloramphenicol was’ 
begun (2 g.-in first hour, 0.5 g. four-hourly for five days, and 
then 0.25 g. four-hourly for four days—a total of 23 g. in nine 
days). Within 24 hours-there was a change in the patient’s 
condition. She was brighter and said she felt much better 
This was in 
marked con- 
trast. to her 
previous out-' 
look. The 
a bd om inal 
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improved, dis- 
appearingafter 
days. 
Her tempera- 
ture was nor- 
mal on the 
fourth day 
(Chart 3). 
Faeces were ; 
still positive for Salm. paratyphi B on the fifth day of treat- 
ment, but negative thereafter. In vitro tests showed that the 
infecting.organism (Salm. paratyphi B phage type Taunton) was 
sensitive to chloramphenicol. i 
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A boy aged 12 was admitted on September 19, 1949, with 
pain, pyrexia, and constipation 
for four days. ' , 

On examination the abdomen was moderately distended. The 
tip of the spleen was palpable. Rose-coloured spots were 
present on the abdomen and legs; there was slight generalized 
adenitis; and the tongue was furred. His temperature was 
99.8° F: (37.1° C.) and pulse 94. - 

Progress and Treatment.—Cultures of blood and faeces were 
positive for Salm. paratyphi phage type 3A. Serum gave a 
positive agglutination with this organism toʻa titre of 1 in 
250 (H). Chloramphenicol was begun on the seventh day of 
illness (2 g. in first hour, 0.5 g. four-hourly for five days, and 
then 0.25 g. four-hourly for four days—a total of 23 g. in 
nine days)., There was’a dramatic change in the patient’s condi- 
tion. Within 24 hours he no longer complained of headache 
or abdominal pain. His temperature became normal in 18 
hours and, apart from a slight rise (99° F., or 37.2° C) on 
the fifth day, remained normal... Faeces were negative for 
subsequent specimens 


were also negative. 
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hat Carriers SO Wi ag 
During July three apparently healthy faecal carriers 


r 


= Of Salm. paratyphi B phage type 3A were admitted and 


treated with chloramphenicol. The dosage given was 16.5 g. 
in seven days (0.5 g. four-hourly for four days, and then 
0.25 g. four-hourly for three days). This dosage had no 
effect on the carrier state. 


Comment 


The satisfactory evaluation of the ‘effect of chloram- 
phenicol is not possible in so small a series of cases, 
especially in the absence of a control group. The rapid 
improvement and clinical recovery which coincided with 
treatment, however, were most impressive. This was 
particularly so in those treated early in the disease. : 
-~ The dosage of chloramphenicol adequate to produce a 
well-marked clinical response did not in all cases render 
the faeces free from the infecting organisms. ‘A: similar 
observation was made in the case of typhoid fever by 
Woodward et al. (1949) and by Rumball and Moore (1949). 

In vitro tests showed that both Salm. paratyphi B phage 
type 3A, and Salm. paratyphi B phage type Taunton were 
sensitive to chloramphenicol. It was encouraging to note 
that in a case in which sensitivity tests were carried out 
after treatment the organism had not become resistant to 
chloramphenicol. , 

It remains to'be seen whether larger doses over ‘longer 
periods will prevent the development. of the convalescent 


i 


carrier state, and whether the drug is effective in treatment’ 


of the chronic carrier condition. 


I am indebted to Dr. J. Grant, medical superintendent, for his 
invaluable advice in the preparation of this paper, and to Dr. R. 
Norton, Director of ‘the, M.R.C. Public Health Laboratory, 
Blakelaw, Newcastle-upon-Tyne, who carried out all bacteriological 
investigations, including the chloramphenicol sensitivity tests. 
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DIFFRACTION METHODS OF -MEASURING 


RED CELL DIAMETERS 
THEIR USE IN CLINICAL HAEMATOLOGY* 


BY 


ALAN J. HIRD, M.B., Ch.B., B.Sc, M.R.C.P. 
(From the Gardiner Institute of Medicine, University of 
l Glasgow) 


An important feature of many anaemias is the alteration 
which occurs in the size of the average red cell. This 
_ alteration is important in diagnosis and in treatment, since, 
for example, many anaemias associated with increased red 
cell size have a common aetiological basis ‘and respond to 
liver therapy, `= ` 

The recognition of changes in red cell size can be made 
in various ways. Probably the oldest is direct inspection 
of blood films, stained or unstained, under the microscope 
—a method fraught with difficulty even for those accus- 
tomed to making blood examinations and with positive 
danger for those not so accustomed. Actual measurement 
of the diameters of a large number of cells (Price-Jones, 
1929) converts the method into one of considerable accuracy 


*The proofs of this article were passed by Dr.-Hird shortly before 
his tragic death on December 11, 1949. 


but of such tediousness that it is ruled out except for special 
research. An entirely different method, depending upon 
measurements of the packed cell volume and of the red 
cell count, gives a value for the mean corpuscular volume 
(Wintrobe, 1946). While the packed red cell volume can 
be determined with an- ‘accuracy of +1%, the red cell count 
(and consequently the mean corpuscular volume) is subject 
to errors of at least +5%. 

: An ingenious alternative method for measuring the mean 
diameter of red cells depends upon the diffraction of light 
around the edges of the cells in an unstained film in a 
manner similar to that which occurs in a diffraction grating 
By suitable optical methods the diffracted light can be pro- 
jected upon a, ground-glass screen as a series of coloured 
haloes (when ordinary white light is used). The diamete: 
of the haloes varies inversely with the average diameter 
of the red cells. This method was originally described by 
Pijper (1919), and a later article (Pijper, 1947) gives a full 
historical review, including references to modifications by 
other workers, together with a detailed account of the 
technique and its application. It is claimed not only that 
the mean cell diameter can be determined but also that 
the degree of anisocytosis can be estimated by the degree 
of spread between the inner violet and outer red Tings 
Brief descriptions of the method will also be found in the 
standard textbooks on haematology (Whitby and Britton. 
1939 ; Todd and Sanford, 1943; Wintrobe, 1946). Some 
workers have cast doubt upon the accuracy of claims made 
for diffraction methods (e.g., Fullerton ef al., 1933), and 
the general impression derived from a study of the litera- 
ture is that the method is a useful confirmatory one but 
not reliable enough to be of use as a single critical method 
of diagnosis. A modification of the method, using two 
lamps (Pryce, 1929), has simplicity to commend it, but has 
been criticized by Pijper on the ground that it does not 
measure the diameter of the average cell but that of the 
smallest cell present in any considerable number. 


Objects and Methods of Present Investigation 


The object of this investigation was to determine whethe: 
the simple diffraction method of measuring the mean red 
cell diameter was of value in addition to or in place of more 
elaborate studies. Several uses were considered: (1) as a 

“screening ” device in the diagnosis of untreated cases of 
anaemia ; (2) as a control in the treatment of cases of: 
pernicious anaemia ; and (3) in the investigation of certain 
other conditions, particularly liver disease. 

The study covers a period of almost two years, dorig 
which time all new cases showing features of .haemato- 
logical interest in one medical unit were personally investi- - 
gated, and many followed up at intervals. In addition to 
conditions usually grouped under the heading of primary 
blood diseases a considerable number of disorders primarily 
involving other systems were also. dealt with. Excluding 
a large number of investigations in which the diffraction 
method was used but for various reasons a complete blood 
examination was not made, there remain 353 blood exami- 
nations on- 205 individuals in which haemoglobin, red and 
white cell counts, haematocrit, absolute values, sedimenta- 
tion rate, and icterus index were detertnined in addition 
to the measurement of the mean cell diameter by the dif- 
fraction method and examination of stained films. Table] - 
shows the numbers of each type of disease investigated. . 

Blood in all cases was withdrawn from a vein into a small 
bottle containing the appropriate amount of oxalate mix- 
ture (Wintrobe. 1946). Haemoglobin was determined by 


. the oxyhaemoglobin method (Bell et al, 1945), using a 
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TABLE I.—Diagnosis of 205 Cases Studied (In Order of Frequency) 


Diagnosis 








Diagnosis No. No. 
Pernicious anaemia ..°... 34 Bronchiectasis : ] 
Hypochromic anaemia iz 27 Steatorrhoea 4 
Normal! i a sa 16 Infectious mononucleosis 
Chronic lymphatic leukaemia 8 Chronic: myeloid leukaemia 
Acute hepatitis i 9 Cardiac failure 
Bronchial tarcinoma è 7 Lymphadenoma 
Lead-poisoning Sg is 6 Myelomatosis 
Purpura Haematemesis and melaena 3 
Chronic renal failure 5 Gastric carcinoma 
Cirrhosis of liver Banti’s syndrome 

Myxvedema 
Miscellaneous is oe 46 


“ Spekker ” photo-electric absorptiometer ; red and white 
cell counts were made with the same pipettes, counting- 
chamber, and cover-glass throughout the entire period, and 
packed cell volumes were measured by Wintrobe’s method. 
Mean red cell: diameters were measured on a “ blood cell 
tester ” of Pijper’s (1935) design manufactured by Zeiss, 
the diameter of the yellow ring being used and the con- 
version table constructed by Pijper (1947) employed to 
express the value in p. l 


In addition, 100 films were also measured by thé two- 
lamp method, which was chosen on account of the extreme 
simplicity of the apparatus required Little difficulty was 
experienced in obtaining consistent readings in films with 
pronounced macrocytosis, since in them the haloes were 
small and correspondingly bright: in some films with micro- 
cytosis, on the other hand, the colours, being spread out 
over a Wider area, were lessened in intensity, and it was much 
more difficult to make measurements that could be dupli- 
cated. The Pijper apparatus can be read in an ordinarily 
illuminated room provided that the ground-glass screen is 
shielded from direct light, but the two-lamp method requires 
a practically darkened room and a considerable space in 
which to carry it out. The use of oxalated blood, the delay 
(never more than: one hour) between the withdrawal of 
blood and the making of films, and the thickness of the 
film (provided that haloes could be elicited at all) appeared 
to have little effect on the reading by either method. 


Results 


Comparison of Pijper’s Instrument with the Two-lamp 
Method of Merlin Pryce.—One hundred consecutive films 
were read by the two methods, both yellow and red rings 
being measured: in Pijper’s instrument, since the two-lamp 
method depends upon the position of the latter ring. The 
average mean cell diameter by the two-lamp method was 
almost exactly 1 u less than by Pijper’s method using the 
yellow ring (6.91 compared with 7.89) and 0.5 » less when 
the red ring was used. There was moderately good 
correlation between individual readings. 

Relation of Mean Cell Diameter to Mean Corpuscular 
Volume.—tThe mean cell diameters for the 353 observations 
were plotted against the mean corpuscular volumes obtained 
from the red cell count and the haematocrit (Fig. 1). As 
will be seen, there is a general correlation between the 
two values, but the degree of scatter is disappointingly 


wide—e.g., a mean cell diameter of 7.5 p by the diffrac- , 


tion method was obtained with bloods in which the mean 
corpuscular volume varied between 58 and 98 c.n (with 
an isolated figure of 116). Part of this error is likely to 
be due to the error in determining the red count, but the 
discrepancies are greater than can be explained solely on 
‘this basis. As a method of estimating macrocytosis (in the 
sense of increased corpuscular volume), therefore, the mean 
cell diameter as determined by diffraction methods must 
be considered unreliable except in the extreme upper range 
(>8.5 p), being subject to errors-,of both commission 
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Fic. 1.—Mean cell diameters as determined by Pijper’s instrument 
plotted against mean corpuscular volumes (353- observations). 


and omission, while in assessing microcytosis it seems to 
be valueless, although, unfortunately, no cases showing 
microspherocytes were encountered in this series. 


Use as a Screening Examination in the Investigation of 
Untreated Cases of Anaemia.—Here the principal, if: not 
the sole, interest centres upon cases showing a high mean 
cell diameter. Taking the figure of 8 u as a dividing-line, 
there were 108 examinations in which a higher value was 
obtained. Fifty-five occurred in patients with pernicious 
anaemia or steatorrhoea (including some under treatment), 
23 in liver disease, and 30 in miscellaneous conditions. No 
normal subject was found to have a mean cell diameter 
greater than 8 u. There were 11 individuals in whom the 
value was higher than 8.5 w, and 9 of these were 
patients with pernicious anaemia or steatorrhoea, untreated 
or in relapse. It is of interest that 18 cases of pernicious 
anaemia or steatorrhoea seen before treatment or in a 
state of relapse all showed a mean cell diameter of more 
than 8 m. In some of these the anaemia was not severe 
(in one case which presented with subacute combined 
degeneration of the cord the haemoglobin was 13.9 g. %). 
It seems improbable, therefore, that an untreated case 
of pernicious anaemia will be missed by diffraction 
methods of estimating the mean cell diameter, but the exact 
diagnosis and the distinction from other causes of a high 
cell diameter depend of course upon fuller blood exami- 
nation. Fig. 2 shows the distribution of conditions show- 
ing a mean cell dia- ų 
meter greater than 33 
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examination (exclu- n 
ding patients with «" 
pernicious anaemia 
first seen while under 
treatment). 

Use in Control of 
Treatment in Per- 
nicious Anaemia. 
Fig. 3 (average of 8 
cases) shows the re- 
turn .to normal of 
mean corpuscular 
volume and mean 
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Fie. 2.——Distribution of cases (other 
than pernicious anaemia under treatment), 
showing a mean cell diameter greater 
than 8 u. The variations in the scale for 
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specific: therapy. The 


fall in mean cell the mean cell diameter are due to the 
di hl effect of the conversion table, which does 
ameter roughly not include certain intermediate values. 
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Gene 


i parallels the de- 
crease in macro- 

120 cytosis but takes 
' somewhat longer to 

Not return ‘to normal 
levels. Of 25 cases 


of pernicious 
anaemia or steator- 
rhoea followed up as 





out-patients and 

> about which suff- 
ar cient data have accu- 
mulated, 17 have 

consistently dis- 


4 


played a mean cell 
_ diameter of less than 
8 m, and of these 
only one has been 
` regarded as not being 
satisfactorily con- 
trolled by treatment. 
This patient, suffer- 
ing: from _ steator- 
rhoea. has shown a hicniosiobin of around 10-12 g. % 
over long periods with, usually, a hypochromic pic- 
ture, which has responded poorly to oral iron and not 
at all to increased dosage of liver or to administration of 
folic acid. Five patients have shown a mean cell diameter 
of more than 8 p on one or two occasions, while symptom- 
less and with otherwise normal blood findings. Three have 
shown a mean cell diameter fairly consistently above: 8 p. 
One was a woman of 68 years with a severe uterine prolapse 
for which no radical treatment was possible and which was 
associated with recurrent cystitis. Despite heavy dosage of 
' liver preparations, haemoglobin averaged 10-11 g. % and 
‘Macrocytosis persisted. Two other patients, both male, have 
enjoyed excellent health, with no neurological complica: 
‘tions, and shown normal haemoglobin values, but have had 
‘ persistent macrocytosis (confirmed by mean corpuscular 
volume determination) despite increases in dosage of liver. 
It can probably be said that most properly treated patients 
with pernicious anaemia will show a mean cell diameter 
‘of less than 8 »; while a value higher than this should 
suggest the need for further investigation but is not by itself 
necessarily an indication of inadequate treatment. 





WEEKS AFTER STARTING TREATMENT 


Fic. 3.—Return of mean corpuscular 
volume and mean cell diameter to normal 
in pemicious anaemia under specific 
therapy (average for eight oe 


Use in Other Conditions Showing a High Mean Cell 


Diameter—These included a wide variety. of diseases 
‘(Table II); but the most notable group was that of diseases 
involving the liver as shown in Table III. It is of interest 


that in only two of these 18 cases was the mean corpuscular ` 


volume greater-than 100 c.u. One case with cirrhosis 
and one with Banti’s syndrome showed a persistently 
high cell diameter despite the presence of a severe hypo- 
chromic microcytic anaemia resulting from oesophageal 
bleeding. 

` The degree of spreading of the haloes was determined by 
.measuring-the diameters of the red and violet rings in 14 
films from patients with liver disease and 12 from patients 


Taste Il.—Diagnosis in All Cases Showing a Mean' Cell Diameter 
Greater.than 8 u on One or More Occasions 





Condition . ‘No. Condition No. 
ver disease . .. ee | Cardiac failure : 
Canona of colon 7) » Chronic lymphatic leukaemia 
Chronic renal failure 2 Dermatomyositis . i , 
Lymphadenoma ex Hypochromic microcytic anaemia 1 
' M yeloma Lead-poisonine | 
Ap'astic anaemia 1 Lympho-eptthelioma 


Bronchial carcinoma fv ' Refractory anaemia 
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TARTE IIl.—Mean Cell Diameters in Cases of Liver Disease (Initial 
Findings in Each) 





No. of Cases, 
‘Condition with M.C.D. 


>8 yu - 


Acute hepatitis ae ans 7 2 9 

Cirrhosis : Ey oe Sg 4 1 5 

Banti’s syndrome I 2 3 

Obstructive jaundice zy 1 — 1 

IE AE E COE CIE Me ee 
> Total ets “apd 13 5 18 


TABLE IV.—Mean Cell Diameter and Degree of Variation in Liver 


Disease and Pernicious Anaemia 





Condition . 












Liver disease 


. 33 en —0-58 to +0-71) 
Pernicious anaemia 


0:56 to +0-77) 


with pernicious anaemia in relapse, in all of which the 
mean diameter was greater than 8 u. The results shown 1 1D 
Table IV, demonstrate no appreciable difference in the 
degree of anisocytosis in the two conditions. This finding is 
not in accord with the-results of inspection of the films. The 
red cells in liver disease showed anisocytosis little greater 
than normal, certainly nothing like that seen in pernicious 
anaemia, nor was there greater rouleaux formation than 
normal in the thin parts of the film which were used in the 
diffraction. method. It seems that diffraction methods by 
themselves are unable to differentiate, between the macro- 
cytosis of pernicious anaemia and that of liver disease, and 
the claim that separation of the rings in the halo represents 
anisocytosis seems debatable. It is hoped to make this 
macrocytosis of liver disease the subject of a further study 


Conclusions 


The measurement of the mean red cell diameter by dif- 
fraction methods, as an alternative to the determination of 
the mean corpuscular volume, cannot be recommended. 
since the relationship between the two is not close 
enough. 

The finding of a mean cell diameter seater than 8 u by 
Pijper’s instrument (using the yellow ring) will lead to 
detection of the great majority of cases of pernicious 
anaemia, either untreated or in relapse, but a number of 
other haematological conditions will also~be included, of 
which the most strikingly consistent group is that associated ` 
with liver disease. 

In the control of treatment of pernicious anaemia the 
presence of a normal mean cell diameter (<8 u) suggests 


-that treatment is reasonably adequate, but the satisfactory 


response to treatment of the majority of patients in this 
small series makes this difficult to assess. On the other 
hand, the finding of a mean cell diameter greater than 8 p, 
even repeatedly, does not necessarily imply inadequate 
therapy. : 


Some doubt is cast upon the ability of the method te 
estimate the degree of anisocytosis. 


é 


Summary 


The use of diffraction methods of measuring mean red cel) 
diameters is described and their value in routine blood examina- 
tion discussed. They are of value as a “ screening ” examination. 
particularly in detecting untreated cases of pernicious anaemia. 
but fuller blood examination is required for an exact diagnosis. 


` In following up cases of pernicious anaemia under treatment 


these methods are of value, in conjunction with other -blood 
findings, but moderately abnormal findings do not always imply 
an unsatisfactory clinical or haematological state. Liver disease 


= ` ee ae ʻ IVA 
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ts often associated with a high mean cell diameter as’ shown by the gall- -bladder was seen to be distended to the caecum and 
these methods, a result which may not be arrived at by other there was the scar of a healed duodenal ulcer. The liver was 
means, - ‘ normal in size and consistency, as were also the abdominal 
i viscera. The pancreas was of hard consistency throughout ; 

around the:entrance of the cOmmon bile duct there was a. 
stony-hard portion which, ‘by inserting the blunt end of a 
straight needle, was proved to be composed" of tissue and not 
: a stone in the common bile duct. A diagnosis was made of 

Bell, Syria 7.30 eo" J. W, and Waddell, M., B. R. (1945). carcinoma of the head of the pancreas around the entrance of 
Fullerton, H. W., > byall, An and Davidson, L. S. P. (1933). Quarr. the ducts into the duodenum. It-was considered that a resection 


My A are due to a tessee J. W. McNee for advice and 
~ criticism in the preparation of this, paper. i 


REFERENCES 


_.d. Med., ns. 2, 56 ; of it was possible, s 
Pijpen A. (1919). Mad: 4 Afr., 14, 472. ->  Procedure.—The duodenum was mobiled from the posterior 
—_— a, 4 Lab. clin. Med., 32, 857. g abdominal wall and the head of the pancreas exposed from 
Price-Jones c| (1929). J. Path. Bact., 32, 479. behind, where-a firm irregular mass the size of an almond was 
Todd’ re and Sanford A fi 2 ee Clinical Diagnosis, 10th ed., Present arounu Me open 1ng of the ducts. The stomach iea 
D. 232. Saunders, ‘Philadelphia. divided above the pyloric antrum. The common bile duct 
Whitby, L. E. H., and Brition, C. J., C: (1939). Disorders of the was ligated with stout thread and sewn over, and the duodenum 


Blood, vi ed. 545. Churchill, ‘London. was mobilized to 1 in. (2.5 cm.) beyond the duodeno-jejunal 
menos (1946). Clinical Haematology, 2nd ed., pp. 239, flexure. The pancreas was divided at the junction of its distal 
264. Rime London. $ ad : - ; : f 
' and middle thirds ; its duct was found to be distended to a size 
l ` rather larger than that: of the ureter. The first 6 in. (15 cm.) 
of the jejunum was easily drawn up through the mesocolon, 
which was closed snugly. round it. The neck of the gall-bladder 
was anastomosed to the distal end of the jejunum. The end 


. TWO SUCCESSFUL ‘RESECTIONS FOR of the pancreatic duct was anastomosed to the side of the 





CARCINOMA OF PANCREAS jejunum about 2 in. (5 cm.) distal to the first anastomosis, where 

er ea rs i ; the two were easily approximated. The end of the stomach 

BY ; was anastomosed to the side of the jejunum, immediately below 

55 | HAROLD DODD, ChM., F.R.CS. : the pancreas. A soft rubber drain was passed to these 


, ` anastomoses and the wound was closed. 
Surgeon to King, George Hospital, Ilford; the Royal Hospital, 


Richmond ; ‘the Royal London Homoeopathic Hospital; and 
the Princess Louise H ee for Chie Kensington 


Examination of sections of the hard mass around the com- 
mon bile duct confirmed the clinical diagnosis of -carcinoma of 
the head of the pancreas. The ‘tumour was infiltrated by large 


T f f th hich anaplastic epithelial cells with pronounced hyperchromatosis 
Wo cases O: carcinoma or the p ancreas in which a resec- and mitosis. Differentiation to glandular structure was seen in 


tion operation was carried out successfully are described . parts of the growth. Extensive lymphoid-cell infiltration was 
below. - The first patient recovered from the operation, also present. 

gaining 5 lb. (2.27 kg.) in weight, but died five months later On-January 16, 1948, the patient weighed 9 št. 3 Ib. (58.51 kg.) 
from recurrences.in the abdomen. The second patient was —an increase of 5 1b. (2.27 kg.). By February 13 he was again 
alive and well when seen 12 months after her operation; jaundiced, and a recurrence was palpable in the scar of the 
she had put on weight, and was able to do her work asa abdominal incision. He died in April of asthenia. 


housewife. Up to that date .there was no ‘sign of recur- Comment.—In this case the common bile duct was so 
rence. The procedure includéd excision of the caecum, large that its anastomosis to the jejunum would have been 
ascending colon, and right transverse colon.: - ° practicable, and I think this would have been a sounder 


So far no record of a colon excision with the pancreas operation. . The patient had been jaundiced for four months 
has been ‘traced in the literature. Hunt (1941) exhaustively - when he was first seen, and I make a plea that in cases in 
reviews all cases of carcinoma of the ampulla of Vater up which painless jaiindice has been present for a month ihe 
to that date, and includes synoptic tables showing the type Fo a ee OF tng parerea should bècon- 
of operation and the results achieved. Cattell (1948) goes sidered and a surgical opinion ‘sought e mortality of 


more fully into techniqiie, and Brunschwig (1942) reviews laparotomy is probably 1 to 2% ; that following observation 
the different operative treatments but makes no mention of . of carcinoma of the bile ducts or pancreas is 100%. Some 


the colon. ja l 80% of the patients will recover after resection of the 
i Case 1: pancreas. 
A man aged 55 was first seen in October, 1947, when he E i Case 2. 
complained of jaundice of four months’ duration. He. gave’ A married woman aged 43 was first seen in September, 1948. 


a history of general lassitude, breathlessness, dizziness on exer- when she complained of a symptomless* lump in the right side 
tion, and loss of weight for.two years ; he said that in the last of the abdomen, which she fad first noted two and a half years 
five months he had lost 19 Ib. (8.62 kg.). For 30 years he efore but which had enlarged in the last seven weeks. She 
had had intermittent epigastric pain two hours after a meal, had some flatulence and nausea, but no. pain or vomiting. 
and this was relieved.by taking more food and by alcohol. Recently her appetite had been poor. She weighed 7 st. 6 1b. 
_He had had the usual infectious diseases of childhood and also (47,17 -kg.), but her weight had never been more than 8 st: 
occasional attacks of-influenza. In 1917, in, Italy, he, had had (50.8 kg.). 
an attack of dysentery, and in 1922 appendicitis, which was 


‘On examination a tense c stic, smooth globular swin the 
treated medically. His mother had oo of pulmonary tubercu- size of a child’s head was found on the right side o as 
losis, “and his father, at 76 years of age, of heart disease. ' men (Fig. 1a). The tumour, was movable from left to right 


‘On examination he was seen to be a thin spare man, deeply But not up and down; on pressure it flattened into the loin, but 
jaundiced. The liver was palpable 4 in. (1.25 cm.) below the reappeared on coughing : it did not move on respiration. The 
costal margin, and the gall-bladder was felt to extend from liver, gall- bladder, kidneys, and spleen could not be felt. On 
the ninth costal cartilage tothe right iliac.fossa. On October 30. ‘rectal examination’ the pelvis was found to, be clear. Provision- 
“he was admitted. to a medical ward with a tentative diagnosis ` ally the diagnosis rested. between (1) mobile retroperitoneal 
of carcinoma of the head of the pancreas. i sarcoma in the area of the pancreas, duodenum, and transverse 

Operation, November 4.—On .opening the: abdomen under mesocolon ; (2) an atypical carcinoma of the pancreas; and 
local analgesia -supplemented, with Open ether. eu Goldman) * (3) an atypical pelvic tumour rising into the abdomen. 
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PRESENTATION AT OPERATIO 
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Fig. 1—Case 2 (a) The site of the tumour. 


(5) The tumour as 
presenting at operation, i 


Examination of the blood showed: haemoglobin, 42% ; red 
blood cells, 2,600:000 per c.mm. ; leucocytes, 10,300 per c.mm. 
(polymorphonuclears 84%, lymphocytes 16%); blood urea 
concentration, 34%. A catheter specimen of urine yielded a 
negative quantitative result, both regarding the deposit and on 
culture. 


Operation—On October 12 an extended right paramedian 
incision was made under thiopentone and open ether anaes- 
thesia (Dr. Badock), supplemented by local infiltration of the 
abdominal wall and splanchnic ganglia with 1 in 1,000 ametho- 
caine hydrochloride. A large vascular, apparently cystic tumour 
somewhat smaller: than an adult head was found lying within 
the curvature of the duodenum, which was stretched like a strap 
over it superiorly and laterally. It was adherent to the stomach, 
duodenum, pancreas, ascending colon, and transverse colon, and 
bulged through the stretched right mesocolon. The gall-bladder 
and liver were normal. The swelling was aspirated, but nothing 
was withdrawn (Fig. 15). r 

Procedure —An attempt to shell out the swelling through the 
mesocolon was abandoned because of copious bleeding and 
because no plane of cleavage was found. At this stage it was 
decided that the tumour arose from the pancreas and that its 
excision was possible and necessary. The colon and duodenum 
were mobilized from the flank into the wound and the tumour 
-was brought forward with the duodenum stretched tightly over 

„it, The common bile duct and the gastro-duodenal artery were 
divided between ligatures. The stomach was sectioned above 
the pyloric antrum. The duocznum was mobilized to the first 
inch of the jejunum, where it was incised. The mass was 
brought out of the abdomen attached to the descending and 
transverse colon and the pancreas; the latter was cut at the 
junction of the left and middle thirds, well removed from the 
swelling (Fig. 2). 
with the right colic artery and mesocolon that there was danger, 
if they were separated, of disseminating the growth ‘and of 
imperilling the blood supply of the colon; therefore the ileum 
was sectioned and the transverse colon was transected at its 


~ middle. 
/ EXCISION 
12:10:48 
STOMACH. 
| A 


tumour, with 
the pyloric an- 
Tas 


tum, the duo- 
denum and first 
inch of the jeju- 
num, the last 6 
in. (15 cm.) of 
the ileum, the 
caecum, ascend- 
ing colon, hepa- 
tic flexure, and 
right half of 
the transverse 
colon, was re- 
moved. 

The Recon: 
struction. — The 
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Fic. 2.—Case 2. Showing the parts after excision. 


The tumour was so intimately associated . 


The - 


RESECTIONS FOR CARCINOMA OF PANCREAS 


‘the latter was 


` 


jejunum was 


first 6 in. of the 


RECONSTRUC TION[! 


drawn through 
the transverse 
mesocolon, and 
the opening in 


closed and 


sutured to it 
(Fig. 3) The 
common bile i 


duct was anasto- 
mosed to the 
centre of the 
end of the 
jejunum; as it 
was not dilated, 
this was diffi- 
cult. (In dealing 
with a similar case in future I intend to use the gall-bladder 
instead.) The pancreatic duct was not dilated, and was con- 
sidered too small to connect to the jejunal mucous membrane. 
The end of the pancreas was oversewn and the stump was 
implanted into the side of the jejunum, the sero-muscular wall 
being incised to receive it. The stomach was anastomosed end 
to side to the jejunum. The ileum was united end to end to 
the transverse colon. This last step constituted a weak link in 
the chain, but, thanks to the use of penicillin and “ sulpha- 
triad” (sulphathiazole, sulphadiazine, and sulphamerazine). 
combined with plasma and blood transfusion, all was well. 
The abdomen was closed with nylon sutures, and drainage- 
tubes were inserted to the anastomoses. 


Pathological Report (Dr. Cuthbert Dukes)—-The specimen 





Fic. 3—Case 2. Showing the reconstruction. 


- consisted of a large oval tumour measuring 5 by 4 in. (12.5 


by 10 cm.) and occupying the region of the pancreas. The 
growth was surrounded by the duodenum, all of which was 
removed with the operation specimen. The caecum and a 
portion of the transverse colon were also removed. Micro- 
scopical examination showed the tumour to be composed of 
fusiform epithelial cells arranged in small clumps and distri- 
buted irreguildrly. The histological appearances were those of 
an anaplastic carcinoma of the body or the tail end of the 
pancreas. Judged from its histology the growth was probably 
of a high grade of malignancy. 
The patient- was given infusions of salt, sugar, and water. 
and transfusions of plasma and blood, under the direction of 
Dr. Sterndale Bennett. The post-operative course was unevent- 
ful, except for a small discharge of bile for six days, beginning 
on the fifth day. 
The following post-operative results of tests of blood, urine. 
and faeces were obtained by Dr. John Spencer. 


October 18.—Catheter specimen of urine: occasional red. 
blood cells in deposit; cufture demonstrated presence of 
coliform organisms; total chlorides, 6 g. per litre. Blood: 
haemoglobin, 85% ; red cells, 4,350,000 per c.mm.; blood urea, 
35 mg. per 100 ml.; plasma proteins, 7.5 g. per 100 ml. 


Octohér 19.—Blood: haemoglobin, 90% ; red cells, 4,820,000 
per c.mm., blood urea, 24 mg. per 100 ml. ; resting blood sugar, 
160 mg. per 100 ml. : j 


November 5.—Fasting blood sugar, t20 mg. per 100 mi. 
Thirty minutes after the administration of 50 g. of glucose the 
blood sugar was 120 mg. per 100 ml., one hour after the 
glucose was given the reading was 12i mg., and within another 
30 minutes the leve] had fallen to 100 mg. per: 100 ml]. No 
sugar was found in the urine. Examination of the faeces gave 
the following percentage figures: total fat, 7.32; unsplit neutra? 
fat 1.52; split fat 5.8. It was concluded that the fat-splitting 
mechanism was functioning adequately. 

Mavy 30, 1949.—Blood, normal ; blood sugar, normal ; faeces, 
fat-splitting mechanism normal; urine, normal. The patient 
was well in all respects and maintaining her weight and 
strength. 

In December, 1949, the patient was well and was doing her 
work as a housewife without sign of recurrence. 
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TORI ah 5a 
Comment.—The magnitude of this: operation was 


. increased by the resection ‘of the ascending and the . 


transverse colon—-a procedure which seems not to have 


been found in the literature. _- 


E: gladly acknowledge my indebtedness to Drs. Sterndale Bennett,” 


Bentley, and John Spencer (of the King George Hospital, Ilford) 
for their help with this patient. f i 
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Hernia through Foramen of Winslow 


The following case was complicated by the fact that the 
herniated loop had re-entered the general peritoneal cavity 
through the lesser omentum. ‘4 


; ` Case REPORT | 
A woman aged 41 was admitted to hospital complaining of 
severe abdominal pain which had come on some 20 hours 


previously. The onset had been sudden, and the pain had in-. 


creased in severity, especially in the upper abdomen. Some 
seven hours after the onset she had ;vomited, and this had 
recurred about six times since. The bowels had not moved, nor 
had’ she passed flatus since the pain started. She had no other 
symptoms and the last menstrual period had been two weeks 
before. On specific interrogation she admitted to a vague type 
of indigestion which “came on before supper if I had a fatty 
dinner.” The previous history was otherwise entirely negative. 

Examination showed her to be a well-nourished woman, and 
in obvious pain. Her temperature was normal. There was a 
fine whitish fur,on the tongue, and the breath was slightly 
fetid. The abdomen did not move on respiratión, and tender- 
ness and guarding were present all over, but. more pronounced 
in the epigastrium. There was loss of liver dullness in front but 
not in the axillary line. Rectal examination revealed a rather 
bulky uterus but no other abnormality. No abnormal signs 
were found in, the other systems except rather frequent extra- 


systoles. The pulse rate was 92 and the blood pressure 135/85. | 


As she did not vomit after admission the character of the 
vomitus was not ascertained. : 

A tentative diagnosis of perforated, peptic ulcer was made 
and a laparotomy performed. In all fairness to those who saw 
the patient I must record that this diagnosis was made with 
some trepidation. There were many features which did not 
fit in—e.g., the ingravescent nature of the pain and the absence 
of frank rigidity: It was also difficult to reconcile a perforation 
of 20 hours’ duration with her extremely good general 


condition. - I ee 
Operation—Under general . anaesthesia a high right para- 
median incision.was made. On opening the peritoneum the first 
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` Fic, 1—Diagram of findings ‘at laparotomy. Terminal ileum, 
caecum, ascending colon, and part of transverse colon were lying 
superficially, forming a loop the base of which disappeared under 


the liver margin. , 


` 


significant finding was the absence of free fluid; next, thet 
caecum presented: in the upper part of the wound, grossly 
dilated and overlying the liver. This must have been the cause 


been called for ‘hitherto, as.no’ record of such a step has of the loss ‘of liver dullness noted clinjcally. The findings at 


laparotomy are shown in Fig. 1. At first this was thought to be 
a case of volvulus of an abnormally mobile right colon, but on 
tracing the loop to its base under cover of the liver a fold of 
peritoneum was found under which the loop had passed. It 
then seemed that we were dealing with an obstruction by a 
peritoneal band, and the obvious treatment would be to divide 
it and thus free the imprisoned gut (Fig. 2). 
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Fig. 2.—Diagram of findings after the liver had been turned up 
The. band of peritoneum shown crossing the base of the loop was the 
right “' free, edge ” of the lesser omentum. 


The true diagnosis was not evident until palpation of the fold 
revealed forcible pulsation and investigation proved that it 
contained ‘the hepatic artery, common bile duct, and portal vein, 
and that it was in fact ‘the right “free edge” of the lesser 
omentum. The loop of gut had entered the lesser sac through 
the foramen of Winslow and traversed the gastro-hepatic omen- 
tum to reappear in the general peritoneal cavity between the 
liver and the lesser curve of the stomach. 

It was impossible to reduce the hernia by traction, as the 
loop was so distended and the hiatus so small. Enterotomy 
was also in vain, and it was decided to resect the offending loop. 
This was considered feasible in view of the excellent condition 
of the patient under the anaesthetic; also, the length of 
mesentery was such as to render the procedure relatively simple. 
Resection of the loop was accordingly effected and an ileo- 
transverse colostomy performed. It was then considered that 
the patient had had as much manipulation as was desirable and 
no attempt was made to define the precise peritoneal anomalies 
or to close the gap between the liver and the stomach. 

Apart from some infection of the base of the right lung 
convalescence was uninterrupted and the patient was discharged 
well three weeks later. 


‘I am grateful to Mr. J. F. Heslop for permission to publish details 
of the case. Thanks are also due to Dr. S. Kay for the drawings, 
and to Mr. C. I. Raeburn for his invaluable assistance in the 
preparation of the report. 


Joseren N. Lewis, M.B., B.Ch., 
Late House-surgeon, Park Hospital, Davyhulme. 


Treatment of Megaloblastic Anaemia 
with Vitamin B,, 


In view of the interest aroused by the recent isolation of 
vitamin B,, simultaneously by Lester Smith (1948, 1949) in 
Britain and Rickes ef al. (1948) in the U.S.A., and its action 


_in megaloblastic anaemias (Ungley, 1949), we feel that it 


would be of interest to record our experience of this sub- 
stance in the treatment of two cases of pernicious anaemia 
which were recently under our observation. The amount 
of substance available to us did not permit treatment to be 
completed and continued, but a satisfactory and unequi- 
vocal initial response was obtained in both cases. 
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The preparation employed was made by Glaxo Labora- 
‘tories from the mould Streptomyces and was a clear 
brown liquid, ‘each'1 ml. containing 10 pg. of vitamin B,” 


CASE | 
A housewife aged 65 was admitted on September 2, 1949, 


‘complaining of increasing lassitude, pallor, and dyspnoea on. 


exertion. Sternal pain radiating down both arms brought on 
by exercise had also been experienced during the preceding 
few months. On examination she was found to be rather obese. 
and very pale. There were no detectable abnormalities in the 
chest, abdomen, or heart, the blood pressure was 150/80, the 
tongue normal, and oedema was absent; apart from bilateral 
absence of vibration sense in both legs the central nervous 
system was normal., An electrocardiogram soon after admis- 
sion revealed negative T waves in Leads I and II which were 
ascribed to coronary artery disease. The faecal occult blood 
was negative. 


A blood ‘count thé day before admission showed: haemo- 
globin, 40% ; red cells, 1,490,000 per c.mm. ; colour index, 1.3 ; 
white cells, 5,700 per cmm. Anisocytosis and poikilocytosis 
were prominent on examination of the film, and macrocytes 
were in evidence. The mean corpuscular volume was 143 c.p, 
and the concentration method suggested recently by K. S. 
. Rodan showed a few megaloblasts in the peripheral blood. 

On September 4, 20 xg. of vitamin B,, was injected intra- 
muscularly and no Other therapy was permitted. The ‘fext 
day examination of the peripheral blood revealed 2% reticulo- 

cytes, and these continued to rise rapidly, reaching a peak of 
' 17% on September 8 (Fig. 1). 






R.B.. ` Z ug. DOSES OF VITAMIN Biz On: September 9 
„MILLIONS Hb% | | the haemoglobin 
40 80 had reached 50%, 
and by September 
14, 60%. Vitamin 
Sale. oe B, 20 pe, was 
administered ‘on 
3-0 60 September 14, 21, 
25, and 29, and on 
i September 21 and 
25 50 30 the haemoglobin 
was found to be 
RETICS 75% 

vob 20r 40 . , 
” We were 1m- 
pressed by the 
Sp 10 patient’s sense of 
well-being . soon 


after the first dose, 
and. no ill effects 
‘were observed after 
“Šach injection except 
that the patient complained of being “ drowsy and tired” for 
a few hours; this effect was thought to be psychogenic. Owing 
- tō exhaustion of ‘the supply of vitamin B,, an orthodox liver 
preparation was started on October 8. The total amount of 
vitamin B,, administered. was 100 zg. 


pays 0 20 3040 
Fic. 1.—Chart'of Case 1. 


CASE 2 


A woman aged 77 was admitted on, August 5, 1949, com- 
plaining of increasing weakness, pallor, dyspnoea on exertion, 
and: persistent anorexia. > 


much worse lately. For a few weeks before admission she 
had been much troubled by vomiting, and loss of weight had 
been severe. 


On examination the patient was found to be very pale and. 


looked ill. The tongue was smooth and-she appeared to have 
lost a considerable amount of weight. 
able abnormalities in the heart or abdomen, but rales were 
heard at both lung bases. The blood’ pressure was 150/90, 
and the central nervous system showed no evidence of sub- 
acute combined dégeneration. At that time she was thought 
‘to have a carcinoma of the stomach, but a barium meal x-ray 


t 
` 


These symptoms had gradually: 
+ developed over a period of two years, but had become very 


There were no detect- 


examination on August 12 showed no stomach-filling defect. 
although a hiatus hernia was revealed.. 

A histamine 
test. meal re- 
vealed no free 
acid, and a 
blood count 
on August 9 
showed: 
haemoglobin, 
40%; red 
cells, 1,400,000 
per c.mm.; 
white cells, 
2,000 per, | reniesx 
c.mm., colour 
index 1.4. 
Marked aniso- 
cytosis and k5p 10 
p oikilocytosis 
were present 
in the blood 
fi] m and 
macrocytes 
predominated. On ‘August ‘22 a 


R.B.C. 
MILLIONS Hb% 
40 lr 80 


s| 70 


20 44g. DOSES OF VITAMIN By 


hi 44 


RETICULOCYTES 





DAYS 10 20 30 7. 40 °° 9 
Fig. 2.—Chart of Case 2. 


‘sternal puncture revealed a 


_méeégaloblastic ‘marrow, thus clinching the ‘diagnosis of Addi- 


sohian anaémia. The faeces wére negative for occult ‘blood. 
Vitamin B,,, 20 »g., was administered intramuscularly on 
August 23 (no other therapy being,permitted) and daily reticulo- 
cyte counts were made. These were 1% until August 26, when 
2% were detected in the peripheral blood. On the 27th the 
figure had-risen to 5% and a peak of 19% was reached on 
the 30th (Fig. 2). ' 
The haemoglobin was still 40% on August 31, but this 
now started to rise, although ‘slower than we expected; on 
September. 12 it.was found to be only 45%, and in view of 
what .was considered to be ah unsatisfactory haemoglobin 
response a further injection of.20 ug. of vitamin Bı, was given 
that day and a similar amount on September 15, 20; 23, 27. 
and 30—i.e., 20 wg. twice weekly. The total amount ‘of vita- 
min B,, administered in this'case was 140 ug. e k 
By September 30.the haemoglobin had risen to 64%, and 
was 70% on October’ 11, but in view of the lack of a fur- 


_ ther supply of vitamin B,, an orthodox liver preparation was 


substituted, the first dose being given on October 11. 

In this case, although the rise in haemoglobin was slow, the 
rapid general improvement was striking. Within two days: of 
„the first injection of 20 „g. of vitamin B,, vomiting, which had 
been troublesome, completely ceased, appetite returned, and the 
patient showed an active interest in her surroundings : this had 
previously been lacking. A 


= Conclusion.—It seems that vitamin B,, prepared from 


Streptomyces is a potent therapeutic agent in megaloblastic 


anaemia. 


Qpan 
We wish to thank Dr. E. Noble Chamberlain for his encourage- 
ment and advice, and Messrs. Glaxo Laboratories Ltd. for the 
supply of vitamin B,,. —_n— ae 
eed 


C. M. Muer, M.D., M.R.CP., 
Visiting Physician.. * i 
E. H. MoorHouse, M.R.CS., L.R.C.P . 
Assistant Pathologist, Smithdown Road - 
Hospital, Liverpool. - 
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THE PROBLEM OF. LABORATORY ` ANIMALS" 

Manual for’ Laboratory Work in Mammalian ‘Physiology. 

By Fred E. d'Amour and: Frank R. Blood. (Pp. 50; illus- ‘ 

trated. 15s.) Chicago: . 

London: ‘Cambridge University Press. . 1949, 

This laboratory- manual describes 50- experiments that may. 
be ‘carried’ out by students.on the rat. 
are attached to the University-of Denver, have experienced: - 
difficulty in providing larger mammals for class work and . 
have therefore: devised. a: -course in which the rat is 
exclusively employed. The, experiments are well distributed ' 
over the various. systems, and if carried out conscientiously :. 
will provide the student with:an admirable training. Some 
of the experiments, such as. those involving cannulating the 
carotid artery or jugular vein, require a, considerable degree 
of. manual dexterity. 

The shortage of cats, rabbits, or dogs . is not peculiar 
to the United States ;- in this country 'Tesearch” in mam- 
malian physiology is grievously handicappėd`because of the 
inadequate supplies of suitable animals. | Although. tens 
‘of thousands of cats and dogs are destroyed annually the 
present state of the law apparently prevents any ‘of thesé 
animals being made available even for acute experiments 
conducted throughout under full anaesthesia, at the end 
-of' which time the animal is destroyed: Jt has been 
suggested that breeding ‘stations should be established to 
provide experimental animals. It has been reliably esti- 


mated that, apart from the capital costs for land and - 


buildings, the cost of producing a one-year- -old cat would | 
be of.the order of £10 or £15. _It is believed that some 
-of those in authority would’ rather have this- indefensible 
extravagance allowed than antagonize the‘ antivivisec- 
tionists by amending. the law to permit the use of stray, 
animals. <. . 

Work on. the mammal i is now everywhere reduced to a. 
few demonstrations for medical students and an inadequate 
course even for students doing honours degrees in physio- 
logy. The shortage of experimental animals is bound 
to have a crippling effect on the progress of experimental 
physiology in this country. The use. of the anaesthetized 
rat for class ‘work would involve either re- -interpretation 
or amendment of the Vivisection - Act. It. might be worth 
while for the’ Physiological Society | to take up the matter: 
officially with, the’ Home Office. ` Should the rat ever . 
become available for ‘student work in this country, then ` 
d’Amour and Blood’ S Manual will provide an invaluable 
guide. ' 

SAMSON Waon 
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ae GRADING MUSCULAR FUNCTION a 


Muscles: Testing and. Function. By, Henry. O. Kendall `i 

and „Florence P. Kendall.. : (Pp. 278°; illustrated., £2 Is.) - 

London: Bailliére, “Tindall and ‘Cox. "1949, Fi 
There is nothing novel in ‘the detailed testing of R 
function. What is new is the wholesome revival of i terest 
in the ‘subject,-which has recently found expression in the . 
appearance ‘of ‘several useful manuals. and monographs.. 
. This book, the-atest and most elaborate of them, is written 
by two physiotherapists who have given ‘many 'years-to the 
_care of children suffering from poliomyelitis: -- No one who 


4 


has. visited the Children’s ‘Hospital at, Baltimore can fail’ | 


to have been impressed- by the superb work being done. 
there by Mr. and. “Mrs. Kendall, and this book gives a 
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University of Chicago Press. 


Thé ‘authors, who ` 


‘unavoidable errors of examination. 


‘source of profit. 


Mapicat JOURNAL 1513 < 
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r -complete Dee of. the painstaking methods of examina- 
~ tion“ on. which this work is ~based. 
-important . muscle that: can, be demonstrated by clinica! 
‘examination: is shown in a_series.of remarkable photo- 
graphs, ` ‘and. ‘there- are pictures of 4 number of important 


The action of every 


“paralyses,‘ contractures, and errors of. - posture. The text 


i > itself i is, equally informative. 


The ‘practical | implications of their teaching must be 
considered, however. The disturbing feature, and it-is an 
important‘one, of the Kendalls’ work is-the complexity of 
their system of grading muscle power. There can be no 
question that some method of recording the action of 
individual: muscles for’ where necessary’ muscle ~groups) jis © 
essential in the management of lower motor neurone dis- 


‚orders, of which poliomyelitis and nerve injuries are by 


far the most important. Even under epidemic conditions 
clinicians‘ must be prepared to work out muscle “charts in 
every case of; poliomyelitis, and a chart is equally necessary 
for the squirming. infant as for the co-operative adolescent. 
But one must choose a system of examination and assess- 


- ment. that does not make impossible demands on the 


examiner’s time, and in which the differences between’ the’ 
various’ grades of muscle power are not less than the 
These variations may 
be due to temporary fluctuation in the patient’s condition 
and to slight differences in technique between one trained 
observer and another. 

< In-Gréat Britain the 0 to 5 system of recording i is becom- 


‘ing generally accepted. and, having had experience of it in 
‘some thousands of cases of nerve injury and poliomyelitis. 


T would ‘vot like to assist at the introduction of anything 
more elaborate. -It is true that one often makes use: of 
pluses, minuses, and half values—e.g., 2+, 3—, or 44. Yet 
these “ accidentals’? must never be taken seriously ; they 
are helpful to the individual observer. but are not an argu- 


ment in favour of a more elaborate system ‘of notation. 


The Kendalls are no doubt well able to use all twelve- of 
their grades of muscle power,-but it would hardly be 


- impertinent to ask what proportion of the residents leaving 


the Children’s Hospital at Baltimore subsequently employ 
their elaborate system, and, if they do use it, with what 
degree of accuracy. 

Another objection to the Kendall’ system is their 
employment of percentages to express the various grades.. 
‘It is reasonable to suppose that a muscle „graded as 80% 
1s twicé as strong as one graded 40%: - Yet this is not so.. 
Grading of such accuracy could be done only: with . 
elaborate machinery ne unsuited -to the ‘needs of 
clinical practice. 

Provided he is not repelled o or led astray by this system of 
charting, the anatomist,. the physiotherapist, and the 
clinician ‘will find here a book that should be a constant 

f pr It cost 41s. before deyaluanen,; it will, 
‘cost more, now, > but it is still worth it 
at H. J. SEDDON. 
"FREUD: A FRESH TRANSLATION 
` Three Essays. on the Theory of Sexuality. By Sigmund: 


Freud. Authorized translation by James Strachey. (Pp.. 133. , 
10s. 6d.) London: Imago Publishing Co, 19497 


aie ‘Whén Three Essays made its first appearance forty years 


ago it- may be said to have rivalled. the work of Galileo 
in ‘the storm of indignation, ‘hostility, and recrimination 
which it-evoked.. It is remarkable that in spite of this it - 


‘has been translated into “most languages, and reached a 


fourth-German edition by 1920. The-book was the basis 
of a large part of Freudian teaching, and from its 
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‘pathological. 


‘improve the standard of work carried out in them: 
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conclusions, with the doctrines set out in The Interpretation 
of ‘Dreams; ‘there developed the theory and practice of 
. psycho-analysis.. Not only this, but the startling conclu- 
sions on ‘the, theory of sexuality have now become fairly. 
generally accepted: This excellent new English translation 
is most welcome, for if the Freudian doctrine is to be learnt 
by the neophyte or appraised by. the experienced psycho- + 
therapist (of whatever school) it is essential for him to 
Tefer to originals without the labour of pursuing the 
‘German text. 

The first essay gives us a general conspectus of the 
sexual perversions. The second shows how psycho-analysis 
led to the discovery that sexuality did not start at puberty, 
and that any previous manifestations were not necessarily 
On the contrary, it revealed a real infantile 
sexual life in every child, which was repressed and 
forgotten about the age of 5 and remained latent, except 
for occasional outbursts,’ till the onset of puberty. This 
infantile sexuality is polymorpho-perverse, and its mani- 


' festations. correspond to the temporary dominance of the ` 


various erotogenous zones—oral, anal, urethral, and phallic. 
The third essay shows how adult perversions and many 
neuroses, especially hysteria, could be explained by repres- , 
sions, deviations, and irregular development of these 
various phases. A useful summary by the author recapi- 
tulates his discoveries and the conclusions which he draws 
from them. 


f R. G. GORDON. 


The fourth edition of Manual of C linical Laboratory Methods, by 


“Opal E. Hepler (pp. 387; illustrated; £2 5s.; Oxford: Blackwell’ 


Scientific Publications, _ 1949), intended primarily ‘for laboratory 


technicians and medical students, is much larger than its forerunners. | 


About half the book is allotted to investigations in chemical 
pathology, and the techniques used in- haematology, bacteriology, 
and serology are described in fairly extensive detail. There are.also 
short articles on pregnancy tests, tissue sectioning, allergy extracts, 
basal metabolism, and even electrocardiography. For most investiga- 
tions one method only is described, though two or more are given 
for important determinations. The methods chosen are usually those ° 
popular in Britain, but a notable omission is an account of the use 
of the spectroscope for the detection of porphyrin, urobilin, etc. 
Neither is the useful property of fluorescence in ultra-violet light 
described. “The unusual features of the book are its format and 
arrangement. The large size of its pages has allowed the diagrams 


' and nomograms to be drawn oņn`a large scale and comprehensive 


‘tables to be made. Many ofthe tests are arranged, under a series of 
headings: though the use of a uniform order of description is good, 
oné cannot avoid feeling that the author has got into difficulties in 
- allotting numbers and letters to the various sections and headings. 
„Nor has sufficient attention been given to the spacing between differ- 
“ent sectionsy and it is not easy to find where One subject ends and 
another begins. There are some useful nomograms for determining 


the red cell indices. and there are eight good colour plates showing ' 


the maturation of blood cells and development of malaria ‘parasites, 
though these were prepared too early to allow the inclusion of the. 
tissue forms of the latter. British readers may find a few of ‘the 
words and phrases used in the text unfamiliar, and they may be 
a little surprised by such words as “urinalysis” and “ dark-field 
examination,” and by the instruction to fill a 500-ml. “ graduate ” 
with, say. alcohol. The distinguishing characteristics of the book : 
are its explicit technical instructions and the attention ,it draws to 
sources of error: Its- introduction into laboratories may well 
if references were 


given it would have even wider appeal. 


Schafer’s Essentials of Histology (iSth ed.; edited by H. M. 
‘Carleton, B.Sc., and E. H. Leach, B.Sc.; pp. 655; 25s.; London: 
Longmans, Green) is so well known by ‘students of medicine and 
biology that little need, be said about it. The general arrangement 
and character of the work show little alteration, but there are many, 
minor changes throughout. It is unfortuna‘e that the account of the 
circulation in the kidney does not include a more direct reference 
‘to the supply of blood to the medulla, which may be physiologically 
important as a shunt mechanism. As a foundation for the s:udy of, 
physiology and of pathology the book is probably unsurpassed, and 
its reasonable Bie is a further attraction. 
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No price.), Copenhagen: Einar Munksgaard. 
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Review is not precluded by notice here of books recently received 


A Report on the Results of Treatment of Malignant Disease 


in Aberdeen Royal Infirmary During the Decade 1930-1939. 


‘By J. F..Philip, M.B., Ch.M.Aberd., F,R.C.S.Ed. (Pp. 238. 15s.) 
Aberdeen : University Press. 1949. 
‘The Tubercilous Process: A Conception and a Therapy. By A. 


Leitch, M.B., Ch.B.Ed. (Pp. 175. 
1949, 


12s. 6d.) Bristol: John Wright. 


The togo Year Book of Pediatrics. Edited by H. G. Poncher, 
M.D., and others. (Pp. 560. $4.50 or 34s.) Chicago: The Year 
Book. Publishers. London: Lewis. 1949, 


By F. L. Wyman. (Pp. 90. 3s. 6d.) tenia 
The Bannisdale Press. 1949. 

By M. M. West, S.R.N., 
1949, 


A Handbook for Industrial Nurses. 
S.C.M. 2nd ed. (Pp. 264. 9s.) London: Edward Arnold. 


The Africa of Albert Schweitzer. By C. R Joy and Melvin 


Arnold. Concluding essay by A. Schweitzer. (Pp. 159. 15s.) 
London: Adam and Charles Black. 

St. Thomas's Reports. Second Series.. Edited by H. K. Goadby, 
J. S. Richardson, and cthers. Vol. 5. (Pp. 136. No price.) 
London: St. Thomas’s Hospital. 1949. 

Science News. 1g. Edited by J. L. Crammer. (Pp. 158. 1s. 6d.) 
Harmondsworth, Middlesex: Penguin Books. 1949. 

Handbook of Bacteriology. By J. W. Bigger, l M.D, F.R.C.P., 


6th ed. (Pp. 547. 20s.) London: Baillière, Tindall and Cox. 1949, 
In My Mind’s Eye. By F. Marion. Foreword by R. H. Thouless, 
M.A., Ph.D., and B. P. Wiesner, D.Sc., Ph.D. (Pp. ate, 18s.) 
London: Rider. 1949. 
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Treatment in Proctology. By R. Turell, B.S.. M.D. ‘Chapter on 


Psychosomatic Problems by L. Linn, M.D. (Pp. 248. _ 54s.) 
London: Baillitre, Tindall and Cox. 1949. 
‘Further Rare Diseases and Debatable Subjects. Edited by F. 


Parkes Weber, F.R.C.P. (Pp. 236. 25s:) London and New York: 


Staples Press. 1949, 
Nutritional Data. Compiled by H. A. Wooster, Jun., and F. C. 
Blanck. (Pp. 114. No price.) Pittsburg, Pa.: Heinz. 1949. 


Statistical Investigations of the Relationship of Tuberculosis 
Morbidity, and Mortality to Infection. By S. N. Meyer. (Pp. 222. 
1949. 


On Treatment of Tuberculous Cavities by Extrapleural Pneumo- ` 
thorax and Thoracoplasty. By M. Seip. (Pp. 131. No price.) 
Copenhagen: Einar Munksgaard. 1949. ° 
Pyramideneiterungen deren Verhütung und Behandlung. By O. 
Voss. (Pp. 256. M. 36.) Stuttgart: Georg Thieme. _ 1949. 


By N. Henning and W. 


Lehrbuch - der’ Verdauungskrankhetten. | iad 
9. 


Baumann. (Pp. 799. M. 68.) Stuttgart: Georg Thieme. 


Akute In fektionsky ankhetten ‘und Hochdruck. 


(Pp. 130. M. 9.60.) Stuttgart: Georg Thieme. 1949. j 


Pringipien des Lilendien. By O. Eichler. (Pp. 99. M. 8.40.) 


Stuttgart: Georg Thieme. 1949. 

reese. P in die Innere Medizin. By H. J. Wolf. 4th ed. 
(Pp. 653. M. 27). Stuttgart: Georg Thieme. 1949. 
Therapeutische Technik. Edited by K. Hansen. 2nd ed. 
(Pp. 1,080. M. 79.50.) Stuttgart: Georg Thieme. 1949. 
Endo-cavitary Aspiration. By Abdel-Raouf Hassan. (Pp. 43. 


No price.) Cairo: Association of Authorship, Translation and 


Publication Press. 1949. 
`La OMS y la Soberania Sanitaria de las Americas. By C. E. 
Paz Soldan. (Pp. 262. No price.) Lima: Instituto de Medicina 


Social de la Universidad de San Marcos de Lima. 1949. 


” 


By O. H. Arnold.. ' 
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ee ee ee a o A | on : ie O a Ei though. ‘they note iat PAS is PEE to streptomycin. 
‘There: have! been several accounts of preliminary clinica! 


BRITI sH MEDICAL X OURNAL trials in; human tuberculosis by Lehmann himself and 


hase eur: * others, and various forms ,of the. disease have been 

LONDON ; i nS í treated with; on the whole, encouraging results. ' 
SATURDAY DECEMBER | 31 1343 | aor There seems to be little doubt that the most valuable 
ae —— —— - use for PAS will be 'to reinforce the therapeutic action 
o of streptomycin. That the two drugs together exert a 
PAS AND ‘STREPTOMYCIN D greater effect than either alone, apart from the advantage 


We publish ‘on page 1521 an important. statement from that the, sensitivity -of the bacillus, to:streptomycin tends 


. 








‘the Tuberculosis ‘Résearch Unit of the Medical Research to be preserved, seems. evident Fom the recent experi- 


Council. It is to the effect that in the- treatment of pul- ments of Karlson: and Feldman.’ In guinea-pigs treated 
monary tuberculosis of a certain type the administration . in four different ways the smallest traces of disease— 


of para-aminosalicylic acid: (PAS) i in addition to'strepto- represented by an infection index of 2.8—were found in 


mycin has unmistakably reduced. the frequency. with animals given 4% of PAS in the diet and 2 mg. of 
which the: patient’s tubercle bacillus acquires resistance ' streptomycin daily. A dose of 2 mg. of streptomycin 
to streptomycin. Acquired resistance is the bugbear ‘of, alone gave an index of 18.2, and 6 mg. one of 3.6: thus 


' all streptomycin treatment, . and, as was pointed out a ‘larger dose of streptomycin was slightly inferior in 


recently in these columns: (November ` 12, p. 1098), it effect to. the combined treatment. The’ index in the case 
may have peculiarly disastrous” results in this. disease. ' of the animals given P AS alone was 27.0' and in that of 
Recent reports’ from the U.S.A.. provide ‘interesting the untreated controls 85.5. . Clinical trial of the two 
information about factors affecting the development of . drugs given: together has not proceeded far enough for 
drug resistahce. There is a clear relationship with the it, to. be- <assertėd that its direct therapeutic effect is 
type of lesion, ‘frank caseation or cavity formation superior to that of streptomycin alone, but American 
favouring the emergence of resistant organisms. The workers’ are convinced 'of its value in preventing the 
system of dosage also affects it, the main point being emergence: of ‘drug resistance. Combined therapy. of 
that intermittent treatment, such as the administration several kinds has been under trial in the nation-wide 
of a single 1-g. dose at intervals of three days'or more: - studiés Gontrolled by the Veterans’ Administration in 
tends to prevent or at least delay -the development of.” the U.S.A., and the conclusion reached is as definite as 
resistance. The effect of the size. and. number of doses that inthe Medical Research Council ‘statement pub- 
during continuous treatment is more ‘complex, but it lished to-day. Among other combined treatments, 
seems that large doses, such.as 3 g. daily, tend to prodiice ` streptomycin with | “ promizole” did, not reduce , the 


xhighbly. resistant bacilli and smaller doses. bacilli of inter- incidence of ‘drug resistance. Streptomycin, anid PAS. 


` 


and -his colleagues“. ‘confirmed this finding in mice,’ 


Veterans’ Gir ary eh Washington. 


the body. Feldman, ' ‘Karlson, and Hinshaw* reported, : 
“over two years ago that the drug is well tolerated by 


mediate, degrees: of tesistance, most of” which never - on the other ‘hand, gave rise in one series of treated 


theless, are. probably unaffected by further. treatment. cases: fo only three resistant cultures from 26 patients 
Shortening the course from 120 to, 42 days had been. (12%), whereas in patients given only streptomycin the 
expected to obviate drug resistance but has apparently proportion of resistant organisms Hu at the same 


‘not done so.. > `.. stage of ‘treatment was about 50%. | 


The advent . of PAS hes Hea. ajtercd the whole 
aspect of this problèm.. This substance was first shown 
by Lehmann? è? to have a pronounced action on tubercle. 
bacilli in vitro, and both animal experiments and later 
clinical trial confirmed that this action is also exerted in: 


‘These’ and similar- observations have led the author- 
ities controlling the American Veterans’. Administration 
research programme to take an important decision: of 
‘the various methods of treatment tested in cases selected 
at random from: patients considered suitable for treat- 
ment,. all . those employing streptomycin ‘alone in 
whatever doses or for whatever period have, been aban- 
doned.’: [The three regimens, henceforth to be tested are 
all 120- day, courses, in each of which 12 g. of PAS is 
ae a ee ee ee a ea ee given daily together’ with either 1 g. of streptomycin 

1 Minutes- of. the Seventh Streptomycin . C ontereneej: Denver, Apri 1949. ' daily, ` 1” ‘g, of 'dihydrostreptomycin daily, or: 1. g. of 


guineä-pigs ànd bas. a pronounced suppressive effect on 
experimental tuberculosis; in these animals. -Youmans 


ye 


2 Lancet, 1946, 1 T: : 

; Nord. Med, 1947, ia 40, ae ‘ Ki Me 2 3° oS streptomycin - twice weekly. It is‘clear. from ‘this 
c E E i s 

5 J. Bact., 1947, BA, 409.. i 3 7. e . „decision, more, than from any- ‘published data on the 


1 
6 Proc. Mayo Clin., 1949, 24, 510." ie 
7 Report of Highth Streptomycin. Cobference, . Atlanta, November; 1949. effects of ‘such treatment,’ that American opinion is 


Veterans’ Administration, Washin 
® Proc. Ma Mayo Lin, 19 1949, 24, 213. l : i “convinced of the value. and necessity’ of using PAS 
9 5 ae i ' : a i . i a a, ° 4 eos è. A ‘ $ 
10 Thid., 1949, 24,546. ° pe Gt ie ee, ! ‘in conjunction with streptomycin: : 
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PAS is given by the mouth with’ or after meals, the 
dosage adopted in the U.S.A. being four daily doses 
of 3g. each. 
dangerous toxic effects—unless the leucopenia some- 
times observed ‘proves’ other than’ temporary—but in 
a large proportion of patients it causes nausea, vomiting, 
and diarrhoea. This has been the main difficulty in 
its administration: Pfuetze and Pyle* found that only 
half their patients could tolerate a daily dose of 10 g. 
Enteric-coated capsules do not obviate this difficulty, 
but the addition of sodium bicarbonate and a flavouring 
agent has been found helpful. The difficulty may eventu- 
ally be overcome by devising a method of parenteral 
administration. PAS given subcutaneously in the form 
of its sodium salt, according to Feldman and Karlson,’ 
exerts full therapeutic effect on tuberculosis in guinea- 
pigs, but the injections cause very severe local reactions. 


Possibly the final solution may prove to be the use of | 


the chemical compound of PAS and streptomycin 
described by Hobby.* This is a freely soluble substance 


.to which tubercle bacilli are in general more sensitive 
`, in vitro than to a corresponding amount of streptomycin 


itself. Strains resistant to it could not be produced in 
vitro. It is more effective than streptomycin in the 
treatment of tuberculosis in mice, and repeated injec- 
tions at the same site are said to be non-itritating. More 
information about this substance will be awaited with 
much interest. A further fact to be borne in mind is 
that tubercle bacilli can acquire resistance to PAS itself, 
at least if this is given alone. Karlson and his col- 
leagues?’ tested cultures isolated from the same patient 
before and after treatment ; the sensitivity of the bacilli 
to PAS rose from 0.024 to 3.2 mg. per 100 ml. As 
would be expected, the resistant variant produced'disease 
in guinea-pigs which did not respond to treatment. 


EEE 


THE VIRUS THEORY OF CANCER 


There is general agreement that the inciting cause of 
cancer may be any of a number of agents, such as x rays 
or chemical carcinogens. But having started the cancer 
off they cease to operate, and it is then necessary to find 
the continuing cause. About: the nature of this con- 
tinuing cause there is much disagreement. Two main 
theories have been put forward to account for the un- 
restrained growth of the cells forming a neoplasm. 
According to the virus theoty there was in the cell long 
before any neoplastic change occurred a virus which was 


living quietly in symbiosis with its host until the balance 


was disturbed by the inciting cause. According to the 
other theory the inciting cause provokes a somatic cell 
mutation: this is pure speculation, but appeals in- 
tuitively to some. The virus hypothesis can be experi- 
mentally proved in a small number of instances, notably 


It is believed to be free from any- 


tion of a new tumour : 


in the case of thie Rous fowl sarcoma, but from the great 
majority of tumours no virus can be separated by filtra- 
tion. Those who support the theory maintain that this 
failure to isolate a virus from most tumours is due to 
technical diffictiltiés, for it can be shown with other virus. 
suspensions that if only a few virus particles are present 
they are adsorbed in the pores of the filter and do not 
appear in the filtrate. Professor W. E. Gye,. who was 
director of the Imperial, Cancer Research Fund labora- 
tories at Mill Hill from 1936 until his retirement earlier 
this year, is a firm believer in the virus theory, and he 
has been active for most, of his professional life in col- 
lecting evidence to support this belief. About two years 
ago Dr. James Craigie, well known for his studies on 
bacteria and viruses, joined him at the Fund laboratories. 
and together they initiated a new series of experiments. 
Some account of this work, in which their colleagues 
Miss Ida Mann and Dr. A. M. Begg collaborated, has 
already been published,” and comment on it has 
appeared in this Journal.’ Yn Gye’s opinion these new 
experiments offer definite proof: of the virus theory. — 
However, this opinion has been challenged by Dr. C. H. 
Andrewes in his Imperial Cancer Research Fund lecture 
delivered at the Royal College of Surgeons on Novem- 
ber 29 and shortly to be published in this Journal. 
Andrewes spoke as a believer in the virus theory of 
cancer and described in some detail the grounds for his 
belief, at the same time stating why, despite the new 
evidence which Gye and his colleagues have brought for- 
ward, he still cannot exchange the arduous exercise of 
faith for the serenity of complete certainty. 

The experiments described by Gye seem to show that 
typical non-filterable mouse tumours can in fact be trans- ` 
mitted by agents other than intact cells. Since it has 
many times been demonstrated that the presence of a 
virus in these tumours cannot be revealed by filtration 
other methods of virus detection were tried. It was 
found that the tumours could be minced and frozen at 
-79° C. for long periods and yet, after thawing and 
injection into suitable animals, they provoked new 
tumours. It is argued that no living cell could have 
survived this treatment ; moreover, mouse-embryo tissue 
which will provoke embryomas on injection was ren- 
dered quite inert by such freezing. Unfortunately there 
is no information about the relative potency of the two 
preparations in causing new growths before freezing, and 
without this it is possible to argue that a few cells sur- 
vived in both instances, but that for the production of 
embryomas more cells were needed than for the initia- 
freezing had reduced the number 
of viable cells below the minimum necessary for the one 
but not below the minimum for the other. Another 
series of experiments has shown that tumour tissue may 


2 British Medical Journal, T4, 1, 511. 
3 Ibid., 1949, 1, 531. 
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` be dried from the frozen state and yet initiate tumours“ 
on re-hydration and injection into suitable animals. elie 
is very unlikely that living cells can survive such treat 
ment, but it is not absolutely certain that every single 
living cell was destroyed. In both instances it is lack of 
quantitative ‘information that hinders assessment, of- the 
significance of the results. ‘ 

Dr. James Craigie, who has succeeded Professor Gye 
as director of the Imperial Cancer Research Fund 
laboratories, is cautious in his remarks about the new 
_ evidence which he and his colleagues have brought for- 
ward. In ‘the Imperial Cancer Research Fund Lecture 
given at the'Royal College of Surgeons on November 22, 
and published in the opening pages of this issue, he 
‘asserts that no real progress can be made in solving the 
problem of whether the continuous cause of transplant- 
able tumours is a coexistent virus until “an adequate 
foundation of quantitative data has been laid down.” 
The evidence for or against will, he thinks. inevitably 
emerge if work is conducted towards this end. Craigie 


has therefore begun a series of studies which may well- 


revolutionize cancer research. ‘To the casual reader. the 


preliminary work may. seem mundane, for it is concerned ` 


` with designs for tissue mincers, the fluids which. ate best 


~_—— |. © 


of comparing the activity of different tumour prepara- 
tions. But all these are points of fundamental impor- 
tance if caħcer research is fo be put on a quantitative 
basis.. What Craigie is now doing is to bring the more 
refined methods of studying viruses into the field of 
cancer research. Immediately ahead there lies enough 
work for a generation. 





SHORT OESOPHAGUS AND HIATUS 
HERNIA l : 

The condition often described as the short oesophagus 

is a form of hernia which may simulate a variety of 

. clinical syndromes. The essential lesion is -incompe- 


THE 


- tence of the diaphragmatic oesophageal hiatus with 


herniation of the cardiac portion of the stomach above 
the diaphragm. This may sometimes pass upwards as 
a pouch of stomach alongside the oesophagus ; in other 
cases the upper part of the stomach forms the hernia, 
leaving the thoracic oesophagus either with a normal 
length and tortuous appearance or apparently, shortened. 
- It is doubtful if it is correct to consider the three sub- 
divisions as separate entities: the para-oesophageal 
hernia may become the oesophago-gastric, and ‘this’ in 
turn may develop a shortened oesophagus, All three 
varieties are best considered under the general term of 
a asa ca hiatus hernia. The final two 
1949; 42, 672. 


3 Proc. R. Soc. Med., 
4 British Surgical Practice, 1949, 6, 334. Butterworth ad. Co., London. 
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lessness, and cough. 
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words. are short and alliterative, and by common usag 
_ connote the site, of the herniation. The objection t 
describing one variety as the short cesophagus is the 


' it implies an aetiological significance which is probabl 


not justified. Congenital shortening of the oesophagu 


undoubtedly. can occur, and probably accounts for th 
‘raré*cases of oesophageal ulceration and stricture 1 


children. ; 

The majority of cases of hiatus hernia, with or withou 
apparent shortening of the oesophagus, occur in middk 
aged and elderly patients, in whom the primary defect | 
a weakness of an abdominal, orifice. Such a weaknes 
develops more commonly in the sthenic individual an 
is aggravated by the same factors which may lead t 
herniation elsewhere from the abdomen. It is likely thé 
secondary shortening of the oesophagus may result fro 
spasm of the longitudinal coat of the oesophagus : th 
might occur. from direct irritation of the oesophagt 
by regurgitation of acid gastric contents causing pept 
oesophagitis. If thi should lead to peptic ulcer of tt 
oesophagus shortening may then develop from cicatrici: 
contracture, as is seen with “ purse-stringing” of tt 
lesser curve from gastric ulceration. It must, howeve 
be mentioned that Gilbert, Dey, and Rall’ have thougl 
that shortening of the oesophagus could be due to 


_ vago-vagal reflex from an intra-abdominal lesion suc 


as cholelithiasis or duodenal ulcer, either of which a1 
not uncommonly found with a hiatus hernia. Exper 
ments on dogs have shown that vagal stimulatic 
may cause oesophageal shortening, and the same resu 
could be obtained by stimulation of the peritoneum « 
distension of the gall-bladder. 

Dysphagia with hiatus hernia signifies severe oes 
phagitis or peptic ulceration. Only five patients we 
without this symptom in the series of 31 cases admitte 
to the Western Infirmary, Glasgow, during the past t 
years and reported in last week’s Journal (p. 1443) t 
Drs. J. B. Rennie, F. T. Land, and S. D. S. Park. Dy 
phagia is a relatively uncommon symptom with hiat 
hernia, many of which may cause few or even no sym} 
toms. Radloff and King? found dysphagia in 22% | 
their cases of hiatus hernia. The Glasgow series pro: 


_ ably does not represent the total number of patients wi 


this condition seen at the Western Infirmary, but esse 
tially those with dysphagia as a presenting symptor 
The diagnosis of hiatus hernia requires special radi 


logical technique, and it is the responsibility of ti 


clinician to remind the radiologist of its likelihood, fi 
routine barium meals in a busy department may fail 

demonstrate the herniation. The symptoms are protes 
and include unexplained, haematemesis, obscure cases | 
anaemia, dyspepsia of all degrees—from heartburn ~ 


intense boring retrosternal pain after meals—pain sim 


lating angina but occurring at rest or after meals. breat! 
These symptoms may result fro 


h 
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associated peptic oesophagitis or from the mechanical 
effects of the hernia. The finding of a hiatus hernia in 
an elderly patient may occasionally be misleading and 
direct attention away from a more important intra- 
abdominal condition. Factors causing a rise in intra- 
abdominal pressure may lead to incompetence at the 
cardia. Rennie and his colleagues draw attention to 
pregnancy as a possible precipitating cause of peptic 
oesophagitis or stricture. Lewis’s® case of oesophagitis 
caused by an indwelling gastric tube suggests that 


another mechanism might account for the three post- . 
Post- 


operative cases included in the Glasgow series. 
operative regurgitation of gastric contents, possibly 
seeping round a gastric tube in a supine, comatose 
patient, might cause an acute peptic oesophagitis. 

Although patients with hiatus hernia and shortened 
oesophagus may be able to lead reasonably comfortable 
lives if they select their food with care and chew it well, 
nevertheless surgery can offer relief in many cases. The 
experience of Allison* with transthoracic repair of the 
hiatus hernia is particularly encouraging ; in cases with 
much shortening and stenosis of the lower oesophagus 
local resection and anastomosis ‘to the jejunum has been 
successfully performed. 





PREGNANCY IN DIABETICS 


Many workers have shown that the pattern of production 
of chorionic gonadotrophin (C.G.) in norma! pregnancies, 
as reflected by its level in the blood or its excretion in the 
urine, is remarkably uniform. After conception the hor- 
mone rapidly increases in amount, so that between the 
fortieth and eightieth days of pregnancy a peak excretion 
occurs of 25,000-30,000 iu. in 24 hours. There follows 
a rapid fall, and from the hundredth day of gestation 
until parturition about 4,000-10,000 i.u. are excreted each 
24 hours. Departures from the norm have been-claimed 
to occur with statistically significant frequency in preg- 
nancies complicated by diabetes and by late toxaemia. 
For these observations credit is principally due to Priscilla 
White and to O.W. and G. van S. Smith, who have elabo- 
rated a complex theory of hormonal imbalance in a long 
series of papers. The characteristics of this imbalance are 
said to be deficiencies in production of oestrogen and pro- 
gesterone by the placenta, with a reciprocal rise in C.G. 
levels, the latter being explained as a failure of “ utiliza- 
tion ” of this hormone by the placenta. White? found such 
an imbalance in more than 75% of patients in a consecutive 
series of 300 pregnant diabetics. By treatment with oestro- 
gen and progesterone she obtained a foetal survival rate 
of 90%, compared with only 47% for an untreated control 
group (which, it should be noted, was one-third less in 
size), and the incidence of pre-eclampsia was reduced from 
50% to 5%. The effectiveness of the treatment was ascribed 
to its having restored the hormone balance to normal. 


1 Penn. med. J., 1947, 50, 705. 

3 J. clin. Endocrinal., 1941, 1, 461. 

3 Report of the Sixth Annual Conference on Infertility in the British Medical 
Journal, 1949, 2, 809. 
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The Smiths? have maintained that late pregnancy toxaemia. 
which occurs frequently in diabetics, is always preceded by 
the hormonal imbalance mentioned above, and they have 
obtained encouraging results by the prophylactic adminis 
tration of stilboestrol to patients whose previous preg- 
nancies had been complicated by toxaemias. On the othe: 
hand, by no means all workers have been able to confirm 
these findings, either in so far as they relate to the hormone 
levels in blood and urine or to the effects of treatment with 
oestrogens. Indeed, Snaith® has recently reported an un- 
expectedly high incidence of toxaemia in a group of patients 
with habitual abortion treated with oestrogens, even though 
the proportion of live births in the treated patients was 
higher than would have been expected on a chance basis 

Elsewhere in this issue Dr. J. A. Loraine reports the 
results of his studies on the excretion of chorionic gonado- 
trophin by pregnant diabetic women. This careful work 


clears up at least some of the obscurities in the endocrino 


logy of obstetrics, for it leaves no doubt of the existence ot 
increased C.G. excretion in some cases of diabetic preg- 
nancy, though the absence of a departure from normal ip 
no Jess than eight out of fourteen cases is noteworthy. That 
the administration of stilboestrol depresses the level of C.G 

excretion in both normal and diabetic pregnancies also 
appears to have been established beyond doubt. However. 
the important additional information provided by these 
studies is that in spite of continued administration of stilb- 
oestrol, even in increasing dosage, the C.G. excretion 
soon rises to, and may indeed surpass, its previous levels 

Temporary interruption of stilboestrol treatment seems to 
restore the sensitivity of the response, at least for a time 

It might, therefore, be a wise plan to administer stilboestro’ 
in interrupted courses to these patients, if it can be accepted 
that depression of the elevated C.G. excretion is an’ objec 
to be desired. Dr. Loraine’s paper provides no evidence 
on this last point, since most of his patients were deliverec 
before term by caesarean section. In no case was the 
baby characteristically oversize, and in one case at leas: 
mild pre-eclampsia developed while the patient was actu- 
ally receiving stilboestrol. Clearer understanding of the 
underlying causes of these abnormalities will eventually 
lead to improved methods for reducing the foetal mortality 
and preventing the onset of late toxaemia in diabetic 
pregnancies. 


ANIMAL EXPERIMENTS 


It is constantly being asserted by anti-vivisectionist societies 
that animal experiments have not made any contribution to 
medical progress. Little attempt is made to counter this 
distortion of fact, for the publications and Iectures of the 
Research Defence Society, excellent though they are, do 
not reach the general public. Another organization doing 
useful work is the Universities Federation for Animal Wel- 
fare : its handbook, The Care and Management of Labora- 
tory Animals, was reviewed in the Journal some months 
ago (July 20, p. 20), and an annotation on laboratory 
animals appeared in the same issue (p. 26). The Federa- 
tion’s latest publication: is entitled How to Befriend Labo- 
ratory Animals. The sincerity of the author is obvious, 
and the problem is looked at from many sides by one 


1 Hume, C. W., How to Befriend Laboratory Animals, 1949. Price 3d. 
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deeply sensitive to the infliction of unnecessary pain on 
either man or beast. Not everyone will agree that “ there 
is no reason except prejudice for preferring that an animal 
rather than a random human being should suffer pain,” 
but nevertheless the general conclusions about the value 
of animal experiments are stated in unequivocal: language. 
“ Anyone who says that medicine, in as far as it has become 
scientific, does not depend on physiology, pathology, or 
pharmacology, or that these sciences could have progressed 
so far as they have without experiments on animals, is so 
obviously talking through his hat that he puts himself out 
of court and wrecks his chance of being taken seriously.” 

While justifying the need for animal experiments, the 
author of this:‘pamphlet makes valuable criticisms. The 
improvement of the status’ of the animal attendant is impor- 
tant. Too often the position of “ animal boy ” is a despised 
one, and yet the care of animals requires very special 
abilities, and the success of experimental work largely 
depends on the handling of the animals before and after 
their time in the laboratory. Need for increased expendi- 
ture on animal accommodation is also stressed and should 
“ be considered in future schemes of development. This is 
particularly important in view of the need for developing 
techniques for the study of function by long-term experi- 
ments uncomplicated by anaesthesia. Inclusion of a veteri- 
nary surgeon among the Home Office inspectors is also an 
excellent suggestion. The author also does good service 
in pointing out the irrational attitude towards certain 
favoured species, notably dogs. It would seem that if the 
dog were exempt from experiment the causation-of pain to 
less popular animals, such as rats, would be a matter of 
much less concern. No good reason exists for making such 
a distinction. -The scientist, who does not wish to cause 
unnecessary pain to either dog or rat, prefers to choose his 
species for its suitability to his problem and not on 
emotional grounds. Choice of experimental animal is 
referred to elsewhere in this issue by Professor Samson 
Wright, who draws attention in a book review to the great 
difficulty of obtaining dogs and cats in sufficient numbers. 
This is undoubtedly having a deleterious effect on both 
teaching and research in physiology and, ultimately, on 
medical progress. 

The present position is ridiculous. Parliament has recog- 
nized the value of animal experiments in medical research, 
and through licences issued by the Home Office gives pro- 
tection to those doing the work. The University Grants 
Committee and the Medical Research Council, financed by 
the taxpayer and responsible to the Government, make 
money available for the purchase of animals which are both 
very scarce and very expensive. At the same time the 
police, under Home Office guidance and also financed by 
the taxpayer, assist in the collection and destruction of 
tens of thousands of stray animals every year, with the 
express aim that these shall not become available for 
medical research. This is both hypocritical and wasteful. 
Professor Samson Wright suggests an official approach by 
the Physiological Society to the Home Office, but it would 
seem that the approach might have more chance of success 
if supported by other bodies with wider interests. Any 
Government must hesitate about introducing legislation 
“which might lose votes. But it is possible that the risk is 
exaggerated. A few years ago diphtheria immunization 
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was a similar controversial subject, and now, tha 
courageous action and a well-conducted campaign of 
enlightenment, it has proved to be a great boon 
health of the public. l 


. MEDICAL PRACTICES ADVISORY BURE 


A year ago the B.M.A. set up the Medical Practices 
sory Bureau to help doctors enter medical practice. 
of its work has been done in the field of general p. 
since hospital appointments are advertised in the Pre 
applicants compete for them as before. But it has 
theless been able to advise many doctors in findin 
able posts outside general practice. The most popul 
of entering general practice is still by means of as: 
ship, and the Bureau has performed a valuable ser 
bringing together principals and assistants. 

, An unexpected finding of the Bureau’s first year o 
is that entry into ‘general practice is easier than 
believe, though lack of suitable housing is an obst 
some places where an assistant or partner is soug 
general there is no difficulty in entering practice for a 
man with ordinary qualifications who does not mind 
he practises and is willing to accept the remun 
attached to the bottom rung of the ladder. Increas: 
is a hindrance as in other walks of Jife, and docto 
40 are certainly handicapped by their years. It is also 
tably true that refugees from foreign countries, 

whom there are many doctors, have greater diffic 
finding openings than their British colleagues—a 
tion confined neither to the medical profession 

Britain. But perhaps the greatest problem that the 

has had to contend with arises from the “ter 
demands” of the applicants, who naturally enoug] 
specify certain areas of the country where they \ 
practise. In most cases these areas already have st 
doctors. Even so, the Bureau has had some disapp 
experiences. On several occasions it has informed o 
doctors of a vacancy that seemed to conform wit 
desires, yet only a dozen or so have applied. Recen 
instance, a principal in’ the Home Counties earnir 
£5,000 a year offered a one-third share of the practi 
a preliminary assistantship of twelve months, the 
rising to two-fifths in five years, and to 48% in ter 
A small modern house was available to rent at 30s. : 
The Bureau sent the details to more than 130 d 
fewer than 20 responded. 

Now that general practitioners are gaining experi 
the Health Service many of them who a year ag 
doubtful about taking assistants or partners are d 
to do so. At present the Bureau is filling abot 
of the vacancies referred to it, whereas nine | 
ago the figure was about 30%. Certainly the Bure 
found no evidence to support allegations that pri 
tend no longer to seek partners but prefer a succes: 
assistants. As the director said in his report’: “Cı 
to expectation, there seems to be an increasing te 
for the retiring doctor to wish to preserve the p 


t 


as an entity by securing the introduction of a 


1 British Medical Journal Supplement, 1949, 2, 226. 
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successor ’ or by taking in a partner for a longer or shorter 
period.” ` 

The services of the Bureau are fies to members of the 
B.M.A., and that doctors are finding it useful is clear from 
the steady increase in the numbers who seek its help. Its 
offices are at B.M.A. House in London, at 7, Drumsheugh 
Gardens, Edinburgh, and at 33, Cross Street, Manchester. 


VITAMIN C AND BENZENE POISONING 


Having observed that the symptoms of scurvy resembled 
those of benzene poisoning, Meyer! carried out the experi- 
ment of giving large-amounts of ascorbic acid to guinea- 
pigs in order to find out if they became more resistant to 
benzene: he found that they did. Friemann? measured the 
output of ascorbic acid in the urine of men exposed to 
benzene fumes and found it reduced, and Forssman and 
Frykholm” observed signs of vitamin-C deficiency in the 
majority of 26 men exposed to benzene fumes, as compared 
with 23 men in the same industry who were not exposed 
to the fumes. The relation between vitamin-C deficiency 
and exposure to benzene fumes has now been more fully 
studied by Ekman,* who used large numbers:of guinea- 
pigs and came to the following conclusions, Guinea-pigs 
exposed to benzene vapour daily lose weight and die. The 
administration of large amounts of ascorbic acid gives 


some protection, since they gain weight and not all of — 


them die: to obtain complete protection the guinea-pigs 
must be given not only ascorbic acid but also cucumber 
or citrin. Cucumber contains large amounts of ascorbic 
‘acid oxidase, an enzyme which increases the breakdown of 
ascorbic acid in the body. Ekman considers that this 
oxidase accelerates the rate at which ascorbic acid breaks 
down the benzene molecule. Thus the protection given 
against benzene by ascorbic acid and cucumber depends on 
the fact that these agents furnish a’ means of destroying 
cyclic compounds like benzene. 


PAIN OF VISCERAL ORIGIN, 
The mechanism of visceral pain is still a matter for specu- 
lation, mainly because it is difficult to obtain reliable 
factual information. The investigator is dependent on 
the patient’s interpretation of the sensations which various 
Manceuvres may provoke. Furthermore, the patient may 


be under the influence of drugs:at the time or affected | 


by a very natural anxiety. Nevertheless, certain constant 
responses have been noted, and recent investigations have 
added fresh information about visceral sensitivity. The 
earlier teaching that the viscera are at all times insensitive 
to ordinary stimuli must be modified in the light of the 
findings of Kinsella,’ Brown,’ and Bentley.” There can 
be no doubt that an inflamed or diseased area in a viscus 


can be tender to direct pressure, and even normal organs. 
The pain is” 


—for instance, the testes—may be sensitive. 
not well localized, due partly to the relatively small num- 
bers of afferent nerves from the viscera and partly to 
the sensorium being uneducated to interpret these rare 
Sensations. As a result, the tendency is to relate the pain 
1 Z. Vitaminforsch., 1937, 6, 83. 
2 Arch. Gewerbepath. Gewerhehye., 1936, 7, 278. 


3 Acta med scand., 1942, 128, 2 
4 Acta Pharmacol. Toxicol., 1947, 3, 261. j 
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to the embryonic position of the -viscus. Bentley has 
demonstrated that the afferent fibres travel via the 
splanchnic nerves, since he found that splanchnic block 
abolishes the tenderness of a péptic ulcer. Stretching or 
spasm of the muscle of the hollow organs of the abdomen 
causes pain which is mediated by the same nerves. Such 
pains may be associated with voluntary guarding, but not 
as a rule with true involuntary rigidity. This latter is 
largely dependent, as Morley showed, on irritation of the 
parietal peritoneum and, with acute local tenderness, is the 
most reliable sign of inflammation in the abdomen. 

: Though ` ‘it seems clear that visceral and parietal irrita- 
tion causes distinct sensations of pain carried by different 
nerves, the question remains whether there is a place for 
Mackenzie’s old theories of the Viscero-cutaneous refer- 
ence of pain and of viscero-motor reflexes. So far as the 
abdomen is concerned there is little need to invoke these 
hypotheses, except perhaps for the unilateral rigidity of 
renal colic. But the radiation of pain in angina pectoris ts 
difficult to explain otherwise, and the concept of an irritable 
focus in the spinal cord has recently been reintroduced 
to account for certain ill-understood painful states in the 
upper limbs. Though much remains, to be learned, it 
is now possible to interpret with fair accuracy pain and 


tenderness due to visceral disease. 


f 


MEDICINE, 1900-50 


Anyone born in the year 1900 probably likes to think of 
himself as a child of the twentieth century. But according 
to the Astronomer Royal-he is-not; he belongs appar- 
ently to the nineteenth century. The cause of the dis- 
appointment is that there was no A.D. 0, or at least no A.D. 0 
has been admitted by the chronologists. The error having 
started so far back, no one has yet had the common sense 
to say outright that the first century by some mishap con- 
tained only 99 years. If this convenient and charming 
fiction had been adopted-there woùld not have occurred 
at intervals of 50 years since pedantic discussions about the 
beginning and end of centuries. According to The Times!" 
Kaiser Wilhelm II declared firmly that 1899 was the last 
year of the nineteenth century. To-day we find ourselves ` 
in the much better company of France, whose Ministry of 
Justice has decreed that on Sunday, January 1, 1950, France 
will enter the second half of the twentieth century.4! On 
the reasonable assumption that 50,000,000 logical French- 
men cannot be wrong, this Journal in its issue of January 7 
will celebrate the first half of the twentieth century by pub- 


- lishing a special symposium on the theme “ Fifty Years of 


9, 


Medicine.”' It will do that firm in the conviction that at 
least no one will hesitate to celebrate January 1, A.D. 2000, 
as a remarkable date in the history of the human race. 


Dr. Howard Nicholson will deliver the Goulstonian Lec- 
tures before the Royal College of Physicians of London 
(Pall Mall East, S.W.) on Tuesday and Thursday, Janu- 
ary 10 and 12, at 5 pim; His subject is “ Suppurative 
Pneumonia.” 


5 Brit. J. Surg., 1940, 27, 449. 6 Lancet, 1949, 1, 994. 
7 Ann. R. Coll. Surg Eng.., 1948, 3, 328.° 8 Ann. Surg., 1948, 128, 881. 
9 Steinbrocker, O., Spitzer, N., and Friedman, H. H., Ann. intern. Med., 1948, 


i 10 December 17, 1949. 11 December, 18, 1949. 
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TREATMENT. OF PULMONARY TUBERCULOSIS WITA PARA-AMIN OSALICYLIC 


ACID AND: 


N 


A clinical trial of p- E acid (PAS) and strepto- 
mycin im pulmonary tuberculosis was undertaken in 1948 
by the Medical Research ‘Council, with the co-operation of 
the British Tuberculosis Association. The trial is not yet 


. completed, but certain results already obtained are of such. 


‘importance that the joint committee responsible for guid- 
ing the trial has decided to issue the following preliminary 
statement. ` 

A major disadvantage in the use of streptomycin is that 


the period of effective therapy is limited in many patients ` 
by the “emergence of streptomycin-resistant strains of 


tubercle bacilli after five or more weeks. of treatment. It 
has been thought by many workers that the addition of 
another tuberculostatic agent might be sufficient to suppress 
the resistant strains, which in the initial phases are present 
in very small numbers : published reports on a few cases 


, treated with PAS and streptomycin have been encouraging. 


The present investigation was planned to examine, by the 
method of controlled trial, the possibility that PAS has 
this property, and at the same time to assess the clinical 


- effect of this drug alone and in combination with strepto- 


mycin Accordingly, three treatment groups of over 50 
cases each were observed: (a) PAS alone (20 g. of the 
sodium salt daily) ; (b) streptomycin alone (1 g. daily); and 
(c) both drugs together (20 g. of the sodium salt of PAS 
and 1 g. of streptomycin daily). The methods were similar 
to those employed in the first M.R.C. clinical trial of 
streptomycin in pulmonary tuberculosis (British Medical 


` Journal, 1948, 2, 769), and the type of case was again 
acute rapidly progressive bilateral 


defined as follows: 


STREPTOMYCIN 
: l PRELIMINARY REPORT 


pulmonary tuberculosis, of recent develo ment, unsuitab] 
~ for collapse therapy, in young adults aged 15 to 30. Afte 


acceptance for the trial by a panel, patients were allocate 
to one of the three treatment groups by a metho 
of random selection. The prescribed treatment was give 
for three months in each case. Clinicians and pathologist 
at eleven hospital centres have co-operated in this invest 
gation, keeping uniform records, employing standar 
clinical and bacteriological procedures, and reportin 
results at regular intervals to the Council’s Tuberc 
losis Research Unit, where .the grouped results hav 
been analysed. 

For this well-defined type of case of pulmonary tube! 
culosis: the trial has demonstrated unequivocally that th 
combination of PAS with streptomycin reduces consider 
ably the risk of development of streptomycin-resistant strain 
of tubercle bacilli during the six months following the star 
of treatment. This conclusion is applicable so far only t 
the acute form of disease treated, and it remains to b 
seen whether the same results are obtainable in other form 
of tuberculosis amenable to streptomycin therapy. Further 
more, the conclusion is applicable only to the large dose o 
PAS used ; this dosage causes discomfort in some patients 
and it has been agreed to find out, by furthér trials, whethe 
smaller doses would achieve the same result.’ It must b 
stressed also that streptomycin is effective only in certai 
forms of tuberculosis, and the finding reported here mus 


‘not be interpreted as indicating that a combination will 


another drug will be effective in those forms in whicl 
little result would be expected from streptomycin alone 


REFRESHER COURSE FOR GENERAL PRACTI TIONERS 
ANALGESIA IN CHILDBIRTH — 7 


BY , 


. C. LANGTON HEWER, M.B., M.R.C.P., F.F.A. R.CS. 


Senior Anaesthetist, St. Bartholomew’ s Hospital 


One of the' first facts the medical student is taught when 
starting his course in obstetrics is that labour is a physio- 
logical function. It does not take him long to find out that 
however physiological the prodcess may be it is usually 
accompanied by pain, which may be severe. To alleviate 
this pain without danger to mother-or child has been a 
problem facing obstetricians and anaesthetists for over a 
century : now it is known that not only the mother but the 
pEDY benefits from painless childbirth. 


y 
i 


Suggestion” - 
it can safely be said that there is no known method 


of achieving general or local analgesia with drugs which . 


may not either affect the course of labour or have some 
deleterious action on the mother or foetus. The only 
absolutely safe method of analgesia is that obtained by 
suggestion, one form of which is associated in this country 
with the name of Dr. Grantly Dick Read. The theoretical 
basis of this technique depends upon the assumption that 
fear causes a sympatheticotonia which makes the circular 
fibres of the cervical sphincter contract.. ‘In turn the longi- 


+ 


4 


tudinal fibres of the upper uterine seamen increase thei 
tension to overcome the obstacle, and eventually thy 
threshold of pain is crossed—* A tense woman means a tensi 
cervix and a long and painful labour.” This is probabh 
‘an over-simplification of a complicated process, but there 
is no doubt that antenatal suggestion combinéd with relaxa 
tion at crucial times of the labour can work wonders with 
a co-operative patient. Unfortunately, this technique make: 
heavy demands on the doctor’s time and patience, and ir 


these days it is frequently impracticable. 


General Analgesia by Volatile Drugs: Chloroform 


All volatile anaesthetics are to some extent analgesic 
when given in subnarcotic concentration, and most of therr 
have been employed in this way in obstetrics. Chloroforir 
analgesia has been in use-for over a century, and the methoc 
{s known as “àla reine,’ ` since John Snow practised it or 
Queen Victoria in 1853 during the birth of Prince Leopold 


’ Chloroform’ analgesia is still widely used in rural areas of 


Great Britain, and general practitioners often fit up some 
type of Junker’s apparatus and mask so that the patien' 


an obtain relief by hand-pumping. If chleroform must be 
sed, Mennell’s bottle is probably the safest auto-inhaler as 
cannot be upset and is difficult to overfill. The tubes can- 


ot be connected up wrongly, and the vapour concentration ' 


normally insufficient to produce loss of consciousness. 
apsules containing 20 min. (1.2 ml.) of chloroform have’ 
lso been used; they could be crushed and placed under a 
ask to- produce analgesia. Although it.is probable that 
rimary cardiac failure is less likely to occur during labour 
ian at other times, chloroform is a toxic drug to both 
wother and child and its use is not to be encouraged. 


Trichlorethylene 


“ Trilene ” (purified trichlorethylene) has largely replaced 
hloroform as an analgesic in labour, since there is no 
oubt that it is less toxic to the liver and much less likely 
> cause primary cardiac failure. The most popular 
uto-inhaler in this country is Freedman’s, a “ draw-over ” 
pparatus which delivers a vapour concentration of about 
.65% trilene in air. A hole near the facepiece must be 
overed by the patient’s finger before trilene vapour can be 
ihaled, and thus acts as a safety device. This method is so 
onvenient and reliable that an investigation’ was instituted 
y a committee of the Royal College of Obstetricians and 
yynaecologists to see whether it could be used by unsuper- 
ised midwives. A study of 2,354 cases showed that the 
schnique was most efficient, only 7% of the mothers being 


* ” 


+ x s 
a a a E Or 
` 





‘he Freedman inhaler, (By permission of A. Charles King, Ltd.) 


lissatisfied with the relief obtained. There was no evidence 
f increased risk to mother and child, but the committee did 
ot recommend that legislation be passed for the method 
o be used without medical supervision. Other “ draw- 
ver ” inhalers have been devised with which the vapour 
‘oncentration can be varied to suit the individual. patient, 
ine of the simplest and most efficient being the “ cyprane.” 
Che Oxford ether vaporizer can also be used for the same 
lurpose ; 7.5% on the ether calibration is equivalent to 
pproximately 1.5% trilene. 


Nitrous Oxide and Air 


Nitrous oxide and air analgesia was popularized in 1933 
yy Minnitt, who adapted a McKesson oxygen-therapy 
ipparatus for the purpose. Modern machines deliver about 
15% nitrous oxide in air and work on the intermittent-flow 
srinciple, so that no gas escapes when the patient raises the 
‘acepiece. The air-hole normally covered by the patient’s 
inger acts as a safety device. Gas and air should not be 
tarted too early in labour, and certainly not before 
he uterine contractions are causing discomfort. This 


will probably be a 
cervix. It is essenti 
first warning of a p 
usually obtainable. 
During the secon: 
air is stopped at the 
to bear down while . 
of the mixture can | 
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The Minnitt gas-air 
Moir attachment has t 
the machine. With ft 
fill with pure nitrous o 
nitrous oxide~alone, i 
nitrous-oxide—air mixte 


_ is crowned, continu 


birth of the child, | 
down. 


Pure nitrous-oxic 
approved apparatu: 
may be given witl 
trained in its use. <£ 
take a course of ins 
enrolment as mid’ 
extremely safe and 
anoxia. The analgı 
as is desirable and 
disadvantage can bi 
vapour to the mix 
botham’s bottle pli 
onset of analgesia < 
tion with two to tl 
lowed by the gas-a 
enables this to be di 
stood that any mod! 
midwives from usin 
and bulk of the n 
disadvantage when 
ciliary practice. Ir 
other types of in 
“ Amwell” and the 
by midwives. 

Nit 

The substitution 
anoxia but renders 
and increases the t 
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© consciousness. 
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however, probably the sae form of inhalation. anaiei 
for obstetrics and tends to shorten`the course of labour by 
increasing the force of the uterine contractions. , During the 


ANALGESIA IN CHILDBIRTH 


birth of theechild a. brief period of anaesthesia is easily . 


obtained, but some obstetricians hold the view that. from a 

-psychological ` aspect it is better for the mother tọ retain 
Light narcosis is desirable, however, should 

perineal-sutures have to be inserted. : 


zil Analgesia by. Non-volatile Triigi 


and scopolamine followed by supplementary doses of scopo- 
lamine alone. . Some analgesia and considerable amnesia 
resulted, but the frequent prolongation of Jabour resulting 
in the birth of a narcotized baby soon diminished its popu- 
larity. Most obstetricians now feel that morphine and its 
derivatives should seldom be used before the birth of the 
child. . 

The many non-volatile drugs which have been tried as 
substitutes for morphine include rectal paraldehyde and 
bromethol (“ avertin ”), and oral barbiturates such as pento- 
barbital (“ nembutal ”). - More recently pethidine and 
physeptone have been caployed. but unfortunately all these 
drugs tend to diminish uterine contractions-and to depress 
the infant's respiration. It is impossible in this article to 
give details of the various techniques, or even to mention ‘the 


. Many combinations of drugs which have been tried. 


N 






Sacral 


dscral promontory . canal. 


Lower limit of =o 
and] subarachnoid space 


Filum terminale 


Coccyx 


Diagram to illustrate, the principle of caudal analgesia. ‘The 
analgesic solution is injected through the sacral hiatus to render 
the nerves in the Seal canal insensitive, but, remains outside the 
dural sac. : 


Intravenous procaine has also been used, and is said to 
be satisfactory.. -It is injected as a slow intravenous-drip in 
a dilution’ of 1% in 5% aqueous glucose solution. It should 
be noted that it is unwise to exceed the rate of - injection of 
20 mg. of procaine per minute, or tachycardia, muscular 


` twitching, and finally convulsions may ensue. 


Local Analgesia 


- In order to be successful ‘local analgesia for childbirth 
must obviate the pain both of the uterine’ contractions and 


` Y ` 
t 
i ` ' 


a In 1902 Von Steinbiichel and Gauss introduced“ twilight - 
‘sleep,” which consisted of an initial injection of morphine 


~~ 


‘unsatisfactory for labour. 
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of the,dilatation of the birth canal. The method kn 


fractional caudal block has come to the front recen 


extremely good results are claimed for it. Very brit 
technique consists in the insertion of a malleable ne 
a ureteric catheter through the sacral hiatus into the 
canal and. injecting at intervals an analgesic solutii 
as. 1% procaine. It should be clearly realized tl 
technique alters the whole course of labour. The 
has no urge to bear down or to use her abdominal‘ 
in the second stage, so that this is usually prolonge: 
interference with the normal~ flexion of the he 
rotation of the occiput result in an unusually’ high 
tion of occipito-posterior presentations. The incid 
forceps deliveries is also increased. The insertior 
needle may prove difficult or impossible, particular: 
patients, and inadvertent spina! block is a possible 


_ cation. Furthermore, sepsis and broken needles 


unknown. It will therefore be seen that the 


` démands a skilled team working in hospital, and it is 


the scope of the general practitioner. In an em 
some relief can be obtained from the pain of s 
tissues by infiltration on each side of the midline I 
between the anus and the edge of the ‘perineum. 
Spinal analgesia has been given a good trial, and, 
it still has some advocates, the general feeling is t 
There would seem tc 
overaction of the circular fibres of the uterus cc 
with underaction of the longitudinal muscle, so — 
organ contracts violently with diminished expulsive 
This would appear to be borne out by the fi 
spinal block is frequently successful in the treat 
post-partum haemorrhage due to uterine atony. 


| ) Conclusions 
From the foregoing remarks it will be obvious th 


is an almost infinite choice in the possible techni 
analgésia for childbirth. There are bound to bec 


_able diffetencés of opinion about their relative me 


my own views are as follows: f 


(1) If an experienced anaesthetist is available, tł 
and best method is nitrous-oxide—oxygen inhalatio 
mittent during the pains of the late first and secon 
and continuous during the birth of the child. 


(2) If a general practitioner is present, the midi 


give trilene and air under his supervision with some 
' auto-inhaler such as Freedman’s. 


Alternatively, 
gas-air sequence can be used with the Chassar Moi 
ment to a Minnitt’s apparatus. 

(3) If only the midwife is present, inhalation of £ 
mixture from an approved machine is the only per 
method. 


(4) If the delivery is ka place in the servic 
obstetrical unit at a large hospital some local technic 
as fractional caudal block may prove excellent. 


‘It should be mentioned that only normal lak 


. healthy mothers have been considered in this 


Pathological conditions may necessitate some modi 


of the analgesic technique. 


. of scientific films. 








a 


The Scientific Film Association is conducting for its. 
tion service a national survey of makers, owners, a! 
It would be glad to be informed of t 
and address of the makers of such films, the gauge and 
time, and a brief synopsis of contents. Particulars 
association’s work may be obtained from the secreta 
Great Russell Street, London, W.C.1 Serene N 
2403). 
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BRITISH ORTHOPAEDIC ASSOCIATION 
ANNUAL MEETING - . = 


d , » a,e = / 
[he annual meeting of the British Orthopaedic Association was - 
weld at Bristol from’ October 13 to 15 under the presidency ‘of 
Mr. S. A. S. Malkin (Nottingham). ` or 


Orthopaedic Surgery and Traumatic Surgery 


A discussion on the relationship of orthopaedic surgery to 
raumatic surgery was opened by Mr. William Gissane 
Birmingham). 
© casualty departments because of accidents, and only 10% 
‘equired reference to the medical or general surgical depart- 
Nents. The casualty department had often proved a barrier 
© prompt and effective treatment, and control of these depart- 
nents might justly be claimed an orthopaedic commitment. 
Fractures provided but a small part of the work of accident 
services. Accident hospitals like that at Birmingham could 
pe developed for a pupulation of about two million people, 
and should receive at once, both on economic and on clinical 
grounds, injuries of a specialized nature. An accident unit 
should retain and develop its relationship with surgery as a 
whule, and every accident hospital should be attached to a 
teaching hospital. After preliminary experience in general 
surgery and full training in ‘orthopaedic surgery, intending 
traumatic specialists should acquire at least the first principles 


of plastic surgery and thereafter gain practical knowledge of - 


the work of a special accident unit. ' 

Mr. E. A. Nicoll (Mansfield) said that traumatology was now 
practised in three ways: in conjunction with orthopaedics ; as 
part of general surgery ; and as a specialty in its own right, a 
status which was hardly-yet justified, and which in any event 
was inseparable from an orthopaedic training. Better distribu- 
tion of orthopaedic surgeons was required. — 

Mr. H. Osmond-Clarke (London) considered that accident 
units should usually be situated in general hospitals, matntain- 
ing close contact with teaching hospitals. Whether the surgeon 
confined himself to traumatic work or not, training in general 
and orthopaedic surgery was essential. Mr. Rainsford Mowlem 
(London) emphasized the importance of full co-operation in 
any traumatic unit between plastic and orthopaedic surgeons. 
Mr. R. H. Metcalfe (London) referred to one -Metropolitan 
region in which registrars had been enabled to gain a varied 
experience by working in rotation through appointments in 
casualty departments, wards, consultative out-patient depart- 
ments, and long-stay orthopaedic hospitals. 


He said that 80% of patients were admitted: ° 


r 


Mr. Bryan McFarland (Liverpool) considered ‘that an acci- l 


dent unit should be within a general hospital, with an ortho- 
paedic surgeon in charge. The co-operation of a plastic 
surgeon in the treatment of injuries and in the training of 
orthopaedic specialists was desirable. Miss M. Forrester- 
Brown (Bath): referred to the Ontario scheme of postal advice 
upon radiographs. The president hoped that this. expedient 
wuuld not be followed. Mr. H. Langston (Southampton) con- 
sidered that Mr. Metcalfe’s scheme for registrars was excellent, 
pending the formation of large accident units. 

Mr. Norman Roberts (Liverpool) said that the accident unit 
should be situated in a general hospital. The casualty depart- 
ment should be controlled by the accident service and directed 
by the orthopaedic surgeon. Mr. J. C. Scott (Oxford) deplored 
the inadequate orthopaedic training of many traumatic surgeons. 
Mr. E. N. Wardle (Liverpool) regretted the frequent appoint- 
ment of the most junior member of a general hospital staff 
to the casualty or accident department. Mr. Roland Barnes 
(Glasgow) advocated an accident unit under thé contro] of the 
orthopaedic department in every teaching hospital. _ 

Professor George Perkins (London) thought it was generally 
agreed that everyone practising orthopaedic or traumatic 


surgery must be properly trained, and also that traumatology . 


was not to be encouraged as a specialty. The president took 
the same view and said that practical experience was more 
important than a special degree. The emphasis should} be on 
‘training in general orthopaed’c surgerv. and thereafter on special 
training in the principles of plastic surgery and traumatology. 


_ positions of rotation. 


Mr. J. Pennybacker (Oxford), on the basis of 800 cases, 
mentioned first the importance of differentiation from cases 
of neoplasm, -which were often mislefding in thet: symptoms. 
but in which the neurological signs were usually progressive. 
Occasionally radiographs would show scalloping of the vertebral 
bodies or increased width between the pedicles; lumbar punc- 
ture usually revealed an increased protein content of the éerebro- 
spinal fluid; and as a rule myelography established the diagnosis. 
Other conditions which might cause difficulty in diagnosis 
were tuberculous arthritis, metastatic carcinoma, and spondylo- 
listhesis. : 

o lesion was found at operation in 3% of cases. Naffziger’s 
sign and pain on lumbar pressure with the patient prone were 
important diagnostic aids. Treatment should follow the lines 
of rest in bed, a plaster jacket for six weeks, and thereafter a 
corset, operation being reserved for, cases which were resistant 
or in which there were frequent recurrences. Manipulation 
was dangerous. Exploration must -be extensive, including the 
fourth and fifth lumbar and the first sacral roots without lamin- 
ectomy ; both sides should bé explored and the theca opened. 
Arthrodesis was usually performed only if relief was incomplete. 

Mr. E. N. Wardle (Liverpool) regarded retropulsion of a 
disk as secondary to loss of equilibrium of the whole spine 
and loss of elastic reaction in many disks. A plaster jacket. 
applicd in head suspension, had given complete relief in 60% 
of cases. Mr. J. R. Armstrong (London) detailed the causes of 
operative failure. Sometimes there was no lesion, or, more 
often, exposure was at the wrong level or a midline disk lesion 
made disclosure difficult. A double lesion was found in about 
20% of cases; a bilateral lesion might need exposure on both 
sides. In some cases insufficient removal might allow further 
protrusion; or a previously healthy disk might prolapse. In 
other cases a nerve root might be damaged or might become’ 


- adherent; there might be arthritis of intervertebral joints. 


Arthrodesis at the time of the first operation he condemned as 
unnecessary. It increased the complications and danger, and 
demanded a more prolonged post-operative ‘immobilization. 
Where it was necessary, arthrodesis could more conveniently 
be undertaken later; it was’ difficult to repeat an operation on 
a nerve root after an unsuccessful arthrodesis. 


Other Subjects 


A number of short papers were presented on a variety of 
subjects. á : 


Protrusions of Cervical Disks.—Mr. G. L. Alexander (Bristol) - 


referred ‘first to nerve root compression. He ascribed the fre- 
quent involvement of the sixth and seventh cervical roots to 
their thickness; the eighth cervical root, also thick, escaped 
because its course was less oblique and it was less prone to 
stretching by cervical and shoulder movements. In cord com- 
pression ‘thé symptoms and signs were often confused ; lumbar 
puncture seldom helped. but myelography might. Cord com- 
pression called for laminectomy and removal of the displaced 
material. Operative results were imperfect. 

Lamhotte.—Professor J. Verbrugge (Antwerp) painted a vivid 
picture of Monsieur Lambotte, an early pioneer of bone suture. 
At 85 this versatile and ingenious surgeon still operated 
occasionally. 

Fracmures of the Upper End of the Radius in Children.— 
Mr. C. C. Jéffrey (Birmingham) confined his remarks to frac- 
tures through the neck of the radius and separation of the 
upper epiphysis. Most were abduction injuries, the position 
of the forearm determining the direction of the tilt, which 
could be estimated before reduction by radiography in various 
Closed reduction was performed by 
digital pressure on the radial head in an appropriate degree 
of rotation with adduction of the elbow. The late results were 
good provided the radial head had not been completely dis- 
placed. Occasional premature fusion was much more likely 
if there had been complete separation, and would lead to 


` deformity of the head of the radius and limitation of movement. 


Experimental Rupture of the Medial Ligament of the Knee.— 
Mr. E. A. Jack (Edinburgh) had studied the results of 
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experimental rupture of the medial ligament: ‘of the knee: in. ‘ie 
cat. Ligamentous recoil always left a gap which could no longer’ 
. be closed aftér seven’ to: ten days. Healing occurred except: ’ 
.. when the rupture was at the upper end. of the. ligament. , 
- experiments , suggested that the ligament should. be sutured 
` during the first week, with the least possible damage to its blood: 
‘s supply. © r 

/ Experiences in Mauritius. —Mr. J. M. Fitton (Matiritius) 
` described the island’s peculiarities and the orthopaedic service .., 
-which had been developed since 1945, when an epidemic , of > 
soliomyelitis occurred. Mr. H. J. “Seddon (London) referred 
- to the magnitude of Mr. Fitton’ s task and-his modesty. Other 
- Colonial orthopaedic centres had now been established in 
Malta, Nairobi, and Lagos. Jt was imperative that the men 
who built up’ these centres should find places on their return , 


~ 


“home. , , - 
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- KING EDWARD’S -HOSPITAL FUND | ‘FOR LONDON ‘ 


Ata meeting of King Edward’s Hospital Fund for London held. 
"on December ` 14 at St. James’s Palace, H.R:H. the Duke: of 
‘ Gloucester said that the management committee had been giving 
careful consideration to the ways in which the Fund’s resources 


could best be used. They now sought approval for three main 


proposals. _— 
` It was. proposed . that a-sum of £100.000 should be placed 


again at' the disposal of the Distribution Committee for grants - 


to hospitals. . ‘The second proposal involved the allocation of” 
. £80,000 to the Convalescent Homes Committee. Thirdly, there > 
.. were grouped together a number of activities and projects. 

Some of these are already well Known, for example, the 


` Emergency Bed Service. Others, such as the division of hospital g 


facilities, the staff college for ward sisters, the training school | 
for. medical records officers at the Middlesex Hospital, and the 
projected training. centre. for hospital: caterers at St. Pancras 
, Hospital, were discussed at previous meetings,: and have been 
described in the ‘Journal. 
. The most important new proposal isthe establishment of a 
rësidential staff collegé for hospital administrators., On this sub- | 
ject there have been consultations with the Institute of Hospital 


Administrators, and the’ Fund has already acquired suitable . 
Mr. Constable, the’ present house- governor of 


premises. ` 
St. George’s Hospital; has- agreed to resign his hospital appoint- 
ment and he will ‘become the- first head’ of the new collége. 
Some .months must elapse before the college can be opened, , 
‘but it -is already assured of the support of the Ministry of 
Health. 
At the same meeting ‘Sir Wilson Jameson pointed out that in 
the metropolitan regions there were more’ than 120 hospital 
‘management committees each with a chief administrative officer, 
and there were, in addition, several hundred senior officers in 
charge of unit hospitals. Though hospital management called . 
for special inborn qualities of mind and spirit. he thought that 
much could be done to develop and strengthen these qualities 
by an enlightened system of training. In some countries train- 
ing in hospital administration was provided by universities, but 
‘in England , such provision on any scale was most unlikely, 
though in the teaching of’ the subject some of the methods of 
` university instruction might- well be used. ` A’ college of the 
kind now proposed—in part residential for students, in part a 
.centre for the ‘exchange of ideas between existing administrators, 
members of . boards and management committees, doctors, 


nurses, and others “connected : ‘With hospital work—would. do’ - 


_ much to raise the standard of’ hospital administration in this. > 
~- country. `, < 
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- Yugoslavia has made a voluntary contribution of $10.000 
‘ to'the Supplémentary Budget of the World Health Organiza- 
‘ tion for 1950., WHO’s regular budget is ‘$7,500.000, but. an 
~ additional $10, 000.000 has been, requested from member States 
- in voluntary contributions ’ tor the. development. of health 
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A’ NEW TYPE OF: VAGINAL 


Dr. Pavio 'L. ARNOLD, D.R.C.0.G., wi 
that some ‘measure’ of relief -may be affa 
are condemned to a life of semi-invalidis: 
uterine prolapse for which surgical relief 
bring the following appliance to the notice 

The’ first case in which the support was 


-thrice-recurrent vaginal vault prolapse. 


married woman aged 62, and was unable t 
: She re 
Le Fort operation, but wished to have.: 

from her symptoms. A Napier cup-and-ste; 


_ but one week later she still complained of 








CUT AWAY 
TO SHOW , 
SPONGE CORE 


o a WAIST ere STRAT 


was founi that the rim of the pessary had 
over a large area ; it was therefore decide 
more comfortable support. 

' The pessary here illustrated was made am 
It was arranged that its diameter should: 
vagina, leaving the urinary meatus free- 
support, and $ in: (1. 25 cm.) below its/t 
rubber sponge with a sheet-rubber’ cover 


-stem, and is supported by a waistband anc 


in the ‘cup-and-stem pessary. The patien 


. during the day, inserting it with a little.“ 


morning, and removing it after retiring at 


‘and placed in a weak solution of dettol « 


is ready for'use next morning. She has be 
for two years and continues to be entirel 

Five other cases of procidentia unfit 
the appliance is a success. , . 

It is. not suggested that the support st 
operable case’ of prolapse, but'it may be «< 
menopausal case’ in which operation is 

- / 
advantage over the cup-and-stem pessary 
area is evenly distributed over the vagin 
to one small part., 
The, appliance is made to order by 
Hanburys, Ltd. i 
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SOME ASPECTS OF UNDERNUTRITION 


A meeting of the Section of Experimental Medicine of the 
Royal Society of Medicine was held on December 13, under 
the presidency of Professor G. W. PICKERING, when the subject 
of undernutrition was discussed. 

Miss E. M. WIDDOWSON described an experience in 1946 in 
the British Zone, in the industrial town of ‘Wuppertal, West- 
phalia. At that time the, official German rations provided 
1,050 calories a day for the normal consumer. Very few. of 
the population, however, lived as normal consumers. There 
Were many supplementary rations, for-one or other of which 
almost everybody was qualified. The most extraordinary 
supplement was 30 eggs for the donation of half a litre of 
blood. Anyone certified as suffering from hunger oedema or 
as ‘more than 20% underweight also qualified for extra rations 
in addition to any other extra allowance they ‘might have. 
Moreover, these supplementary allowances were not the only 
means ‘of getting extra food; everyone who „had a garden 
cultivated it most diligently. 

All the patients certified by their doctors as cases of hunger 


oedema had to go to a clinic before ‘obtaining their extra . 


rations; it was from these clinics that a group was’ drawn 
for more detailed investigation. -These people were suffering 
from calorie deficiency, but not of the most severe type. They 
looked pale, and it was obvious from their clothes that they had 
lost a good deal of weight. Oedema was more common in 
men than in women, particularly in ‘men over 40; it was con- 
fined to the legs and generally disappeared after a few days’ 
rest in bed. No signs of vitamin deficiency were seen and 
there were no complaints of diarrhoea. So far as could be 
ascertained, there were no deaths in the British, Zone which 
could be attributed solely-to undernutrition. | 

Nineteen men were selected for an unlimited feeding experi- 
ment, their ages ranging from 26 to 80 years, and,they were given 
unlimited food for eight weeks. All of them, at the beginning 
“showed signs and symptoms of undernutrition ; all but-two had 
‘oedema, and all but one were underweight. They had all been 
short of food for the previous 18 months. Their first “ un- 
limited” meal was breakfast, at which one of them, aged 80, 
consumed in margarine, cheese, sugar, and bread the equivalent 
“of 3,170 calories. 
and other vegetables, tinned meats, dried milk, and cocoa. 
After a few weeks some were eating less than at first, but others 
were eating increasing amounts. 
during the period was about 6,000 .a day, compared with a 
previous 1,800 or 1,900. These 6,000 calories were obtained 
from 200 g. of fat, 200 g. of protein, and rather more than 
800 g. of carbohydrate. The increase in the amount of food 
caused no digestive disturbance. The average gain in weight 
was just over 10 kg. The two octogenarians gained 10.3. and 
9.5 kg., respectively. There was no significant change in blood 
pressure as a result of the feeding.. The serum protein rose 
from 6.4 to 7.1‘g. per 100 ml., entirely due to the rise in the 
elobulin’ fraction. 

At the end of the eight weeks, although a few of the men 
had lost some of their oedema, in others it was worse, ‘and the 
frequency of the distribution of the various grades of oedema 
was the same as at the beginning of the experiment. A marked 
feature was the polyuria, especially at night. The men finally 
returned to their former rations, which, even when supple- 
mented, amounted to only about one-third of the calories they 
had been receiving. It was possible to follow the progress of 
these men during the next two years. At first their weight fell 
sharply, but with better feeding for the oe generaly 
their condition improved considerably. . 

Professor R. A. McCance spoke briefly on serum cholin- 
esterase. 
a measure of the general metabolic condition or plane of 
nutrition. For assessing the general nutritional level of a 


The men had an unlimited supply of potatoes’ 


The average calorie intake. 


The level of serum cholinesterase, he thought, was _ 


group of 50 or 60 people estimation of the s 
level was about as good as any other single 
than most. It agreed closely with estimate 
state from clinical and other tests. But it 
group testing. There was ‘considerable va 
even among normal people, so that it was 
mating the serum cholinesterase level of a 
relating it to the normal average. The ott 
about serum .cholinesterase was that every 
it suggested that it had species specificity. 
plane of nutrition, so far as could be discc 
to man. 


Birth-weight and Lactatic 


Dr. R. F. A. Dean discussed the effect o 
the size of the baby at birth and on lactat 
the British investigators were fortunate in 
hospital which had escaped damage durir 
which the most meticulous records had 
years. 

' In 1946 a pregnant woman in the Britis! 


, to food providing about 2,400 calories a d 


feeding her baby later she was entitled to 3,: 
1,200 women in the clinic were interview 
them said that they got less than 2,400 cal 
that they got a little over the ration. Ne 
wanted more fat. One pint of milk a day 
pregnancy and three pints during lactation. 
not obviously undernourished and none of 
They might have been, on a rough estima 
at the, beginning of pregnancy. Abnorm: 
during 1946-7 were not greatly different fr« 
The average birth-weight in 1937-9 had bi 


in 1945 the average was: 3,155. There wa: 


respect: in the first quarter of 1945, and a 
second quarter, but: towards the end of t 
some recovery. The average daily milk y 
at about the fifth to the ninth day in 1937 
in 1945 it was 240 g. 

It seemed, then, that during the time 
shortage in Germany the children were sı 
that the mothers had more difficulty in es 


‘It was difficult to account adequately for tl 


diets which were analysed provided, 2,50( 
tained about 25 g. of animal. protein in 75 
It might be that the diet of the women did 
animal protein or that in one way or anoth 
a good mixture of amino-acids. The psy 
which these women had been subjected h: 
considered. 

It was possible to follow the. growth oj 
in 1946 during about six months in 1947-8. 
were small at birth were nearly always bro 
age, sometimes quite rapidly, as a result ¢ 
seemed unlikely that the German children, 
food they needed, would show any signs 
during which they were born. 


EPIDEMIOLOGICAL RESEARCI 
DISEASES 


At a meeting: of the Dèvon and Exeter 
Society on December 1 Dr. F. O. MacCa 
part played by the general practitioner 
research on virus diseases. 

Virus diseases, Dr. MacCallum said, w 
the laboratory and into the field. By taki 
even a few cases the genera) practitioner cı 
of knowledge in this direction, as had ali 
Dr. Pickles, of Wensleydale. “Incubatior 
verified by noting single and only possible 
for the diagnosis of virus diseases was re 
the general practitioner. Material was wa 
investigation in cases of suspected influenza 
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questions to. be answered. . . Where did’ Hema. 20 in the 


summer ? ‘Where did an influenza epidemic start ? , vadine ; “think the’ latter of more practical value. 


. prepared and‘ given- in’ advance might confer .immunity:.t 


influenza, but it. must, be confessed . that: they. were vofien = 


ineffective owing to a change of strain in the virus. 


f: 


Cases: of atypical pneumonia, characterized’ by acute onset, 


intense -headache, malaise,- depression, ’ hacking cough, and 


- absence of fever or “other physical signs Weres probably due 


“to virus infections. One of'these infections—so-called Q fever, 
due to Rickettsia burneti—appeared,-at any rate in a propor- 
tion of cases,..to be milk-borne. The incubation period was 
14-25 “days, and ‘rashes were rare. The rickettsia couid ‘be 
excreted symptomlessly ‘by cows, sheep, and goats for as long 


- as three months, and had been found, though rarely, in cattle 


‘ticks and dog ticks. i a 
No serological tests were yet available in this country ‘for 
differentiating strains of the virus of poliomyelitis. The viruses 

‘responsible for_a large group of cases labelled .“.encephalitis ” 

had -still to be worked out. 

meningitis was probably caused by many different viruses. 

-80 of 100 cases investigated the virus had not been identified. 


In 


Finally Dr. ‘MacCallum pointed out that the distribution of 


cowpox in this country had not-yet been -fully mapped, and ne 
asked for scrapings from- suspected cowpox lesions. 
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; : Colour ‘Plates | 


SIR; E am grateful to- Professor L. J. Witts for his kind 
remarks (December 10, p: 1336) about my Atlas of Bone- 


F 


` marrow Pathology, but I am disappointed to find that he does 


not like the colour plates. This is, I am well aware, very much 


a matter of' individual preference, and Professor Witts prefers . 


the lithographic type of reproduction of which- Blackfan, 
Diamond, and Leister’s Atlas of the Blood in Children is a 
first-class representative. ` 

` There are, however, other views. 
and Bacteriology’s (1948, 60, 648) review of my book said: 

“In‘tone, colour, and perfect register these plates do real justice 
‘to the skill of the artist, Miss Davison; and are among the 
very ‘best available in haematological, literature. Some of .the 
cells’ appear small, but they are all. ‘drawn to the same scale 
and their size is. actually that which one is accustomed to see 
‘ with the. magnifications’ usually employed.” This last; phrase 
_ gives the key ; the-reviewer-understands that what I, was trying 
` to do was to reproduce the appearances seen ‘down the micro- 
scope by those ‘whose job it is to examine bone marrows for 
-diagnostic purposes. . 


The lithographic illustrations of the. Atlas- of, the Blood, in 


Children are beautifully done, but many of the pictures, 


especially of the more -primitive types, Show’ types of’ cells 


that are only voccasionally’ seen through the microscope in a 
blood or marrow film; the plates could not be used for day- 


to-day help in the laboratory—and were probably not designed. 


for this purpose. Many of the cells in my plates appear not 
wholly distinct, because that is how they looked. I insisted on 
a high fidelity of reproduction from the original paintings, and 
, Messrs, Heinemann deliberately rejected: the lithographic pro- 
_ cess because ‘they. considered it not good enough ‘to five the 
` results desired. Thi 
right “ tone, ‘colour, ‘and perfect register.” JI and‘ Messrs; 
Heinemann ‘embarked on.'this production because the many 
atlases in, existence did’ not, in fact, show actual appearances ; 
most of them showed fine, often. very fine, reproductions of 
‘paintings of -idealized type cells, and the best of the „pre-war 
atlases,. that’ published by Schulten in {Germany ,: was no. longer 
available. 

This ‘dilemma, whether to ‘prepare fine reproductions ` of 


The syndrome of lymphocytic: 


The journal of Pathology 


went to immense trouble to ensure the’ 


‘idealized type cells.or whether to endeavour to reproduce actual . 


“appearances at the sacrifice of an artificial clarity, has to be 


faced whenever a colour atlas is contemplated using ‘paintings 
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‘fascinating reading. 
interpretation of the -results of ‘one experiment. 


— 


from. whicti to va. Professor Witts prefers the former; I 
Presumably, if colour 
-© photomicrography can -be sufficiently; improved, photographic 
reproduction’ will solve the question for’ us; but that fime is 
not .yet—I am, ‘etc., ae: j 


` 


3 OM. C. G. ISRAËLS. 


. Hormones and Rheumatism 


Sir—Dr. Hans Selye’s account (November 19, p. 1129) of 
his most recent work on the adrenal cortical hormones: and 
their inhibiting effect on the development of arthritis makes 
I am particularly interested in his 


+ 


r 


` Fifty rats were divided into five ‘groups, one of which served as 
The remainder were deprived of. food for 24 hours and 
subjected to various forms of trauma or “ stress ’—exposure to 
cold, forced exercise, spinal transection, and injections of formalin— 
and as: a result of these procedures some of the animals were 


_obviously debilitated but others. appeared to be in good condition 


- After subsequent injections of formalin into the ~paw the controls 


— 


all developed “ formalin arthritis,” while the ‘treated ” groups did 
not. In his interpretation of these results Selye rejects the possibility 
that the development of lesions was repressed by debility, since some 
of the: animals were obviously in good condition. Instead he 
suggests—and_ in your leading article (p. 1159) you agree with hir 
—that the “stress” provoked secreti6n of ACTH, which in turr 
stimiulated gluco- corticoid production, the last being responsible for 
the inhibition oi arthritis. 


.For some years I have`bèen inttioued by the effect of debility 
on the development of lesions in disease. In the case of leprosy’ 
and chronic rheumatism? I have pointed out that all the agents 
known to be effective in the suppression of lesions shared. a 
common factor which I referred to as debility but which Selye. 
/ perhaps more accurately, describes as stress. I had put dowr 
the recession of lesions. to the depressing effect of the debility 
on the reaction of the tissues.’ , While I feel I have no right tc 
dispute Selye’s interpretation of, this. particular experiment, the 
extensions of this interpretation are sulliciently impopant tc 
merit discussion. 


““ Cortisone ” 


~ 


release through stress will explain the gooc 


i jesaits in rheumatism which follow parathyroidectomy anc 


_ mock parathyroidectomy, fracture of a long bone, hysterectomy 
‘or any major surgical operation. 


It will explain the effects ol 
gold and atophan poisoning. But what of- the success of loca 
measures? Selye’s rats injected with formalin between the 
shoulder blades failed to develop arthritis in the paws. I had 
believed that such measures; as acupuncture, application o0! 
Corrigan’s button, osteotomy, surgical manipulation: and local 


acted locally and produced local effects. While they were 
generally “believed to raise the resistance, I choose to believe 
that they lowered it ‘by depressing tissue reaction. If these 
effects are indeed achieved through release of cortisone gener- 
ally, why should not an injection of lactic acid, say, into the hir 
cure arthritis in the knee, and why should not manipulation of 
the elbow improve movements in the ankle ? I have discussec 
this: question of loca! debility following trauma in the papei 
on rheumatism referred to above. I am convinced that 
local trauma or interference can operate locally to suppres: 
the ‘development of lesions without, me intervention ol 


- cortisone. 


In discussing the effects of debilitating agents in rheumatisrr 


- I referred to the reputed efficacy of toxic doses of vitamin D. 


Heré one would now say was a 
by cortisone effect. Will cortisone cure lupus, which yield: 
even more spectacularly to vitamin D in toxic doses? Anc 
-was the previous cure of lupus by Finsen-lamp tredtment due 
to ,the depressing effect of local trauma or general release of 
cortisone ? Dermatologists, so far as I know, treated all the 
lesionś. - Again, [ had believed that the cure of general paralysis 
by’ malaria could ‘be attributed to the effect of the general 
debility on the development of anatomical lesions in the brain. 


“stress” reaction with cure 


_I also thought. that the local trauma occasioned by the use of 
-convulsants or leucotomy was the agent which repressed the 


exaggerated behavioural reaction of schizophrenia. Now it 
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appears that the alarm reaction of malaria or convulsant therapy 
could release cortisone, which is the final curative agent. But 
why then are not malaria and leucotomy interchangeable as 
therapeutic agents ? 

One more consideration. The effect of stress factors in 
preventing the development of lesions is beautifully illustrated 
in the epidemiology of poliomyelitis and in experimental studies 
-of the infection in monkeys. There is the time-honoured 
observation that the disease attacks only the healthiest children 
in the community; the incidence is heavy in country districts 
and light in the towns; heavy in the suburbs and light in the 
slums ; heavy in the well-cared-for children of countries with 
low infantile mortality and negligible in undernourished 
tropical children; higher in American whites than negroes; 
higher in officers than in men; higher in the autumn, when 
food and vitamins are more plentiful, than in the spring, the 
season of scarcity, of pellagra and rickets. Experimentally 
various forms of trauma and malnutrition lower the incidence 
of disease or give complete protection. Local trauma to the 
gose and throat region by application of caustics—including, 
incidentally, formalin—will lower the incidence of the disease. 
So will deprivation of thiamine or riboflavin. The agents 
which Selye used to provoke an alarm reaction in rats are all 
obviously potent in the prevention of poliomyelitis. Selye 
believes, and you concur in his belief, that these agents finally 
release cortisone, which prevented or cured formalin arthritis. 
Do you, Sir, accept the obvious extension of this interpreta- 
tion of Selye’s results? We must wait patiently, I suppose, 
for increased supplies of cortisone, when practical trial may 
provide the answers to our questions.—I am, ete., 


Bristo! WILLIAM HUGHES. 
REFERENCES 


1 Trans. R. Soc. trop. Med. Hyg., 1938, 31, 383. 
2 Ann. rheum. Dis., 1942, 3, 89. 


Failed Forceps 


Sin,—In discussing the management of occipito-posterior 
positions of the foetal head and deep transverse arrest your 
correspondent, Mr. Derek Freeth (December 3, p. 1298), states, 
“The correct procedure is, of course, the application of 
Kielland’s forceps and not the displacement of the head above 
the pelvic brim during further attempts at rotation.” 


I am fearful that this will make many practitioners who have - 


had to seek further assistance in a case of “failed forceps” 
feel that if only they possesed a pair of forceps with straight 
blades all would have been well. While not denying that the 
use of such an instrument may be attended with excellent results 
in expert hands, I would draw attention (1) to the words of 
Alan Brews, “It, is not easy to use except for an expert who 
has made himself well acquainted with it”; (2) to one of the 
few statistical reports on the use of this instrument and to the 
fact that it shows a higher foetal mortality than with traditional 
methods,’ and (3) Monro Kerr’s beautiful description of the 
technique of manual rotation, where stress ts laid on the 
importance of rotation of the shoulders as well as the bead.’ 

The successful management of such cases is dependent on an 
accurate assessment of the position of the foetal head and the 
skilled use of the hands and not upon whether one buys a new 
pair of forceps or not.—I am, etc., 


Norwich. ; A. P. BENTALL. 
REFERENCES 


t Eden, T. W., and Holland, E., Manual of Obstetrics, 1948, London, p. 727. 
3 Clinical Report of Queen Charlotte's Maternity Hospital, 1932-3. 
3 Operative Obstetrics, 1937, London, p. 90 


Sir,—With reference to the letter by Dr. Mabel F. Potter 
(December 10, p. 1353) I should like to have further particulars. 
At what stage of labour does she proceed to “spin the 
occiput” ? Is it after full dilatation of the os, before or after 
rupture of the membranes, and is anaesthesia required? Ft 
puzzles me also how pressure with “three fingers on the 
occiput” could produce flexion of the head. J should have 
thought it would have extended it further. Further elucidation 
of these points would be gratefully received—lI am, etc., 


Rhyl, Flints. AUSTEN H. HOLMES. 


CORRESPONDENCE 





occipito-posterior (i.e. occipito-sacral). 
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SIR; —Since two correspondents, Mr. W. P. Hirsch (November 
19, p. 1179) and Mr. Bryan Williams (December 10, p. 1353). 
have stated that there is inadequate consideration of trans- 
verse arrest of the head in the standard textbooks in this 


` country, I would respectfully point out that they will find 


three pages devoted to this particular subject, as well as 
numerous references in different sections, in Operative Obstet 
rics (Munro Kerr and Chassar Moir, 1949, London)., 

I would implement the information contained therein bs 
saying that there is no necessity to apply Kielland’s forceps 
in the original manner, but that the “ wandering method ” with 
the anterior blade is excellent. This manceuvre removes the 
danger which has for long been held against the instrument— 
namely, rupture of the lower uterine segment. There is stil 
another method of putting on the anterior blade when the head 
is low enough, and that is by direct application. One can easily 
fee] the anterior ear just behind the symphysis pubis in these 
circumstances, making diagnosis of position easy, and the 
anterior blade can be directed between the baby’s head and 
the symphysis pubis without disimpaction. 

A combination of low spinal analgesia and Kielland’s forceps. 
I believe, ts the best method for dealing with transverse arrest 
of the head, whether deep or otherwise, and for occipito- 
posterior positions. The operator supplies the extra force 
required to effect delivery and imitates Nature’s mechanism 
at the same time. I can state, and support with statistics, that 
foetal mortality is thereby reduced.—I am, ete., 


Oxford. G. GORDON LENNON 


Sır, —I consider that Dr. Mabel F. Potter’s letter (December 
{Q0, p. 1353) is most misleading. It would appear that confu- 
Sion exists regarding the definition of persistent occipito- 
posteriors. I have always understood this to mean direct 
It is established, and 
[ have myself observed, that in many of these cases the head 
is already well flexed. Hence, if Dr. Potter’s interpretation of 
persistent occipito-posterior is the same as my own, it is diffi- 
cult to appreciate why flexion—using H. L. Hodge’s manceuvre 
(Principles and Practice of Obstetrics, Phijadelphia, 1864)— 
results in anterior rotation. 

I can only assume that she refers to accipito-posteriors lying 
in the oblique position’; which leads one to wonder what term 
she applies to occipito-sacral positions. Furthermore, we know 
that some 70% of oblique occipito-posteriors rotate spontan- 
eously, so any manceuvre would seem meddlesome unless 
adequate time has been allowed for this to occur.—I am, etc. 


Londen, N.W.8. R. E. FFRENCH DEVITT. 


REFERENCE 


1 De Lee, J. B., and Greenhill, J. P., Principles and Practice of Obstetrics, 1947 
Philadelphia, p. 539. 


Operative Treatment of Varicose Veins 


Sm, —Mr. ROR. Foote (December 3, p. 1295) quotes me as 
Stating “that elastic-adhesive bandage should not be used in 
the treatment of varicose ulcer.” I advise against the use of an 
“elastoplast ” type of bandage—i.e., one which owes its sticki 
ness to a rubber-zinc spread, because many patients are sensi- 
tive to it. This rubber-zinc type of bandage is more adherent 
and elastic than that spread with the lead paste, and it suits a 
large number of patients when it is properly put on, but in my 
hospital clinics its ill-effects are well known and patients fear 
its application. For this reason I have given up its use. 
A test for allergy to this elastoplast type of bandage is by the 
application of a piece of it, the size of a shilling, to the leg: 
if there is no redness the next day then it can be safely used 
on that person. I have found that the old-fashioned emplastrum 
saponis type (diachylon or “Jestrefex ”), which is also reason- 
ably elastic and adhesive, is almost universally acceptable and 
equally effective. 

As regards Dr. H. M. Hanschell’s remarks (p. 1296) on my 
results. I would say that one pulmonary embolism in a thousand 
is rather less than the incidence after any clean operation 
below the diaphragm. With regard to mv two cases of deep 
thrombophlebitis, they affected the leg only and not the thigh. 


` Dec, 31, 1949., . 
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8oth-were slight, so that’ ñeither ‘heparin’ nor ‘dicSuinctal was, y ' gations quoted were carried out on physically fit persons as well 


tused ; they: ‘responded progressively to compression’ bandaging: , 
think that the’danger with the method used carries no greater 
cisk from embolism or deep thrombosis than.any other, clean 
surgical procedure of- similar, magnitude. For instance, I ` 
recently ‘followed up 300 routine herniae in patients over’ 
50 years old ; there were two deaths from pulmonary embolism . 
and one temporarily swollen leg and thigh. - Further,’ these 


varicose vein results are those of my assistants and myself, ‘the - 


former performing rather more than half. ues 

Dr. Hanschell says, “In an unselected run of over 1,000 ` 
patients whose varicose veins are left unabraded and uninjected 
neither: deep thrombophlebitis nor pulmonary embolism is to be 
expécted,” 1 wonder if instéad of “is to be expected” he 
.meant ,“ occurred” ? None af us expect complications after 
our clean operations, but . : —I am, etc., : 


London, W.1. 4 H. Dopp.. 
*. This seotnespondence:) is now closed —Ep., B.M.J. 


New Mechanism of Vitamin Deprivation 


Sir,—In his ‘reply “to my letter (November 19, P. - 1177) 
Professor A. C. Frazer (December: 3, p. 1294) states’ that his 
original paper (October 1, p. 731) deals with vitamin deficiency 
in the sprue syndrome. When this statement, as it seems to 
do, means “in the sprue syndrome only.” it is incorrect, since 
the paper is concerned with the general aspect of vitamin | 
deficiencies. This is obvious from the following. items. 


(1) The title, “ A New Mechanism of Vitamin Deprivation, with - 
Special Reference to the Sprue Syndrome.” 

ı (2) From many parts of the text, particularly the introduction, 
which deals with deficiencies not only of B vitamins but also of 
vitamins A and D, which are entirely unconnected with the sprue 
syndrome. . 

(3) The following passages of the last paragraph of the paper: 

“ This paper is especially concerned with vitamin deficiencies in the 
sprue syndrome. Special consideration must be, given, however, to 
the possible importance ‘of intestinal bacterial competition in other 
conditions. A similar competition situation must arise in pernicious 
anaemia, in which vitamin-B deficiencies are well recognized. . 
The possibility of intestinal bacterial competition along the lines 
indicated in this paper should be investigated not only in the sprue 
syndrome but in various: other conditions which are thought to be. 
closely associated, such as pernicious anaemia, pellagra, and nutri- 
tional ‘megalocytic anaemia (Manson-Bahr, ‘1940, 1941). The 
metabolic demands of a varying but essentially non-pathogenic flora 
may be the key to the problem of' the multiple but selective vitamin | 
deficiencies so commonly observed in these conditions.” ~ 


If Professòr Frazer had restricted his discourse to the sprue 
syndrome alone. as he does in his letter, I would not have’ 
commented on it, as I “did not do on his former paper’-on a 
similar subject but concerned with the sprue syndrome only. - 
I have no personal experience with the sprue problem and I 
never pretended to deal with it. My comments were based on 
experience of nicotinamide deficiency as influenced by intestinal 
bacteria. All of Professor Frazer’s replies which rejected my 
comments as invalid for the sprue syndrome can: ‘therefore 
be dismissed. They, have “been directed against the claim of 
having discovered a new mechanism of general vitamin ‘depriva- 
tion, which he now withdraws or denies’ to have had in 
mind. There are many points in Professor Frazer’s letter. _ 
that would need reply. I limit mses however, to-a few of 
them. 

Professor -Frazer is perfectly comedi in sąying that I do not 
differentiate between the-effects of the administration of natutal - 
and of synthetic vitamins. I had always accepted the funda- 
mental pharmacological rule that the action of a chemical.com- 
pound does not depend on the mode of its origin. Professor 


Frazer is,,however, wrong in saying that I-do not differentiate - 


between the effects of different routes of. administering the 
vitamins. A whole -paper® has been devoted to this problem. 
I wonder on which experimental evidence Professor Frazer’s , 
statement on release or consumption of B vitamins by intestinal 
Bact. coli is based. 

I have to apologize for “ misquoting ” a sentence of diction 
Frazer’ s article bv omitting the word “ normal ” before “ human 


subjects,” but this is materially irrelevant, because the investi- ` 


ceo 


as on -péllagrins, and ‘not, as Professor Frazer wrongly states, 
on deprived subjects or. those treated’ with sulphonamides. 
From. the differences in nicotinamide metHochloride elimination 
before; during, and after administration of succinylsulpha- 
thiazole, which changed the composition of the intestinal flora. 
conclusions were drawn on the importance’ of thése bacteria for 
the vitamin requirements of the human body. 

` I fully agree. with the statement’ of the .reviewer® quoted by 
Professor Frazer that the full- significance of the bacterial 
synthesis ‘of vitamins by human intestinal bacteria for the 
vitamin requirements is not yet fully known, but’ this know- 
ledge: can be attained step by step by careful experimental 


, examination only. I am, ete., ! 


London, S.W.1. Poki P. ELLINGER. 
REFERENCES i ~ ` et 

1 1 British Medical Journal, 1947, 2, 641. ~ 
2 Ellinger, P., and Hardwick, S. W., ibid., 1947, 1, 672. ° 

3 Najjar, V. A., and Barratt, R., in Vitamins and Hormones, 1945, 3, 23. 
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| Vagotomy for Peptic Ulcer 


‘Sir;—In the article by Messrs. I. M. Orr and H. Daintree 
“Johnson on the above subject (December 10, p. 1316) we get the 
surgeons’ point of view. We are now anxious to hear what the 
physician has to say about it. Meanwhile it would not be 
amiss to have the opinions of general] practitioners, for after all 
it is they who have to guide the -patient in arriving at a decision. 
The doctor thus asks himself, “If I have a peptic ulcer, would 
I submit myself to vagotomy?” _I should say, “ Definitely 
not.” Why undergo the trouble and risk when one can quite 
well Goal the secretory activities of.the vagus with atropine 
sulphate’ inv gradually increasing doses? Some disagreeable 
symptoms are apt to follow vagotomy ard it is rather a let-down 
when, after stopping-the secretion of acid, the surgeon has to 
administer hydrochloric acid to stop the diarrhoea which ensues. 
- He has also found that the best results follow vagotomy plus 
-resection of the ulcer or a gastro-enterostomy. 

But I have patients working regularly and apparently cured 
—some‘ after gastro-enterostomy without’ vagotomy and others 
treated solely by medical means—and I maintain that uncom- 


plicated peptic ulcer can be cured by this latter treatment if. 


and it is a big “if,” the patent carries out his instructions 
faithfully'not only for three months or so’ but for the remainder 
of his life. For I consider that such ‘ulcers.come under the 
heading of “deficiency diseases,” like.-pernicious anaemia and 
diabetes. The normal, healthy stomach must form a secretion 


- to. protect the mucosa from the digestive action of-its own juices. 


When this is deficient or absent ulceration is prone to develop. 
It is a permanent condition and therefore ulcers are apt to 
recur and may be'multiple. It is significant that ulcers induced 
by traumatism in the . stomachs of healthy animals heal 
rapidly: : 

One can quite understand why uncompl cated ulcers heal 
after vagotomy, which renders the stomach inert and changes it 
ffom an organ of digestion into a mere receptacle, and an 
uncomfortable one at that, since once the food gets in it is 
difficult for it to get out again owing to impaired motility. In 
the medical treatment of peptic ulcer I have learnt that it is 
imperative to give oils and cream before meals in the endeavour 
to supply a substitute for the natural protective secretion of the 
mucosa.—I am, etc., 


' J. THOMSON SHIRLAW. 


Upiotlant, Lancs. 


Aureomycin in the Treatment of Pneumonia 


Sir.—Dr. J. G. Scaddine’s article on “The Management of 
Acute Pneumonias in Adults ” (November 26. p. 1225) prompts 
me to write of a case I have attended : ‘recently. 


A male aged 46, weighing 174 stone (110 kg.), who indulges con- 
siderably in alcoholic heverages. came home ott November 12, 1949, 
from watching a football match, feeling shivery and ill. He went 
to bed and called me in next morning. He was in a very dyspnoeic 
‘state with a continuous irritating and non-productive cough, and 
he complained of Severe pain in his left epigastrium, radiating to 
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the left shoulder-blade and increasing with the slightest movement. 


He was obviously very ill. His temperature was 103° F. (39.5° C.). 
His abdomen was very distended. On percussion of the left hemi- 
thorax there was dullness of the lower two-thirds, with absence of 
vibration, the cough revealing crepitations in the upper limit of the 
dullness. Diagnosis of lobar pneumonia wag made. ° He” received 
500,000 units of penicillin and 2 g. of sulphadiazine, He had the 
same amount of penicillin twelve-hourly and | g. of sulphadiazine 
four-hourly until November 22. During these ten days no great 
change was noticed in his general condition except a slight decrease 
of the fever. A radiograph taken on November 18, although unsatis- 
factory because of great technical difficulties in handling a very ill 
and obese patient, showed a large patch of hepatization of the lower 
left lung and a small amount of fluid in the costal diaphragmatic 
margin on the same side. 

Penicillin and sulphadiazine were stopped on November 22, and 
he received 500 mg. of “ aureomycin” at 6 p.m. on November 23 
orally. This was repeated stx-hourly until the total dose was 4 g 
The response was dramatic: at 9 p.m. his temperature was 98.4° F. 
(36.8° C.) and the next day his condition was indeed changed—pain 
had disappeared, the cough became productive, there was no 
dyspnoea, and the dulness was less pronounced. His condition 
ee to improve, and on November 28 his lungs were clinically 
clear. 


Unfortunately the unproductive cough made it impossible to 
examine the sputum at the beginning, but there was no doubt 
I was dealing with a case of a penicillin-and-sulphonamide- 
resistant pneumonia. The immediate response to aureomycin, 
so easy to administer and without any side-effects, will have 
to be considered in future in such pneumonias.—TI am, etc., 


London, W.1: , M. KenIG. 


Pathological Fracture Treated by Methyl Testosterone 


SR, —The following case history shows how an ununited 
pathological fracture of the femur due to metastases from 
carcinoma of the breast united under the influence of methy! 
testosterone. 


A woman aged 50 was admitted to hospital on March 12, 1948, 
having sustained a fracture of the middle of the shaft of the left 
femur after a fall in her home. Five years previously she had had 
a right radical mastectomy performed for carcinoma of the breast, 
and this was followed by a course of deep x-ray therapy. X-ray 
examination showed a complete transverse fracture of the middle of 
the shaft of the left femur with areas of rarefaction in the adjacent 
bone. The pelvis showed multiple areas of increased density due 
to metastases, X-ray examination of the chest showed the lung 
fields clear. j 

The fracture remained in perfect position on light traction and 
subsequently a plaster spica was applied. On September 30, 1948, 
the fracture was quite ununited clinically and the radiograph showed 
no callus at all. It was kept in position by strapping extension and 
a Thomas splint, but by this time the patient’s general condition 
had greatly deteriorated. She was very feeble, was vomiting 
repeatedly, and required large doses of sedatives daily. On October 
25—i.e., after the fracture had been ununited for seven and a half 


- months, the patient being by this time in a state of advanced cachexia 


—methyl testosterone, 20 mg. three times daily, by mouth was com- 
menced. This was increased to 30 mg. t.d.s. on November 4. She 
began to improve rapidly, vomiting ceased, and in a few weeks ‘she 
was able to take full diet. No further sedatives were required and 
she put on weight. On December 10 her genera! condition had 
improved remarkably and she was mentally bright, but large masses 
were palpable in the abdomen rising from the pelvis. A hard fixed 
mass could be felt in the pouch of Douglas, and there was a pleural 
efusion on the right side. The fracture by this time felt firm 
clinically, and x-ray examination showed good callus formation— 
j.e., after seven weeks on methyl testosterone. 

Subsequently she developed gross ascites, bilateral pleural effusions, 
and oedema of the legs, and she died on January 12, 1949. Necropsy 
by Dr. Keith Simpson showed advanced carcinomatosis in the chest 
and abdomen, with massive deposits in both ovaries. There were 
also deposits in the skull, spine, and pelvis. The left femur was 
dissected out and found to be soundly united by bone. There 
was apparently no growth in the shaft of the femur, 


Pathological fractures due to metastases from carcinoma of 
the breast do, of course, frequently unite -if properly 
immobilized. The recalcification of bony metastases from 
carcinoma of the breast under the influence of methy! testo- 
sterone is now well known. The interest of this case lies in the 
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striking (though temporary) improvement in the clinical condi- 
tion, and the rapid union following methyl testosterone adminis- 
tration of the pathological fracture after non-union for seven 
and a half months. The temporary effects of methyl testo- 
sterone and its lack of influence on the soft tissue growth are 
noteworthy. Adair’s’ findings are thus confirmed in this case. 
His observations lead him to recommend intermittent treatment 
with methyl testosterone, a second course being followed by 
further improvement.—I am, ete., 


Whipps Cross Hospital, S. G. NARDELL. 


London, E.11. 
REFERENCE 
1 Proc. R. Soc. Med., 1949, 42, 468. 


The Stability of Society 


. SiR, —As a mere medical student it is with extreme trepidation 
that I engage in a joust with Lord Russell. There were, how- 
ever, one or two points in his erudite, if rather ethereal, Lloyd 
Roberts Lecture (December 10, p. 1307) to which I would like 
to draw your attention. 

We are told that medical missions in China “do much to 
diminish the infant death rate; the consequence is that more 
children die painfully of famine at the age of 5 or 6. The 
benefit to mankind is very questionable.” Medical missions 
would indeed be gratified if they had reduced the infant death 
rate by even a fraction of the “much” quoted, and the subse- 
quent aside is hardly relevant to the argument. Is there one 
law for the Chinese and another for the European? Do we not 
pride ourselves on the improving record of antenatal and post- 
natal care? Is such care to be applauded in England and to 
be condemned in China ? 

World-wide advocacy of birth control or suitably controlled 
outbreaks of plague are suggested as means to keep down the 
world population. Surely a cheaper and more practical method 
would be for doctors to liquidate their patients instead of to 
heal them. The chronically sick and infirm, the aged. and the 
mentally subnormal could be dispatched and thus reduce the 
number of hungry mouths to be fed. This idea is not so fanciful 
as it might appear, as we all remember such experiments being 
carried out in Germany in recent years. 

Surely the fundamental error in Lord Russell’s thesis is that 
he tends to regard men en masse and not as individuals. He 1s 
asking people with hopes and fears and aspirations to submerge 
their identity in a homogeneous mass. They must forgo 
the joys and privileges of parenthood because perhaps in fifty 
years trouble may befall their descendants. I say, God bless 
those who work among the sick and suffering in China or 
India or any other country. Let us do all we can to help our 
fellow men wherever they are in need—T am, ete., 


London, E.1, JoHN TESTER 


A Sign of Ruptured Ectopic Gestation 


Sir,—There are few constant clinical signs in medicine, but 
I would like to draw attention to one which is, T think, insuffici- 
ently recognized. J] refer to the loss of consciousness which 
invariably accompanies the rupture of a Fallopian tube due to 
an ectopic pregnancy. This is by no means meant as an 
original observation, for it is mentioned in many places, but it 
does deserve more prominence. as it may easily be the deciding 
sign in what may be a difficult diagnosis. I would go further. 
When one is faced with the usual picture of some six weeks’ 
amenorrhoea, bleeding, and abdominal pain, and if careful 
questioning elicits a loss of consciousness, however momentary. 
at the onset of the pain, the diagnosis, in 100% of cases, is a 
ruptured tube. 

This sign does not refer to a tubal abortion, which is different 
in pathology, symptoms, and prognosis, but I hope I am not 
labouring the point too much if I dgain use the word invariable. 
for I believe this sign to be constant. As such, therefore, it is 
of the very greatest diagnostic value, and deserves greater 
prominence than it has hitherto been given.—I am, etc., 


Londan, W.1. r MORTIMER REDDINGTON. 
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POINTS FROM LETTE 
The Acuté Throat ae 

Dr. H. Tupor Epmunps (Slough, Bucks) writes’: 
practitioners will feel in ) 
. p. 860) for hiš clear- exposition on the “ Acute Throat ” in general 
„practice, but it is surprising he does not mention under the' heading 
of treatment the importance of elimination therapy in throat infec- 
tions... 
importance of the individual germ and forget the patient... . 
There is an old-fashioned remedy for throat infections which is so 


J 


{í ? 


~ 
1 


Į am sure many | 
debted to Dr. T. Anderson (October 15, 


é 


.' There is a tendency to-day to .~over-emphasize the. 


jimple it is likely to be scorned in these days of complex treatments, © 


but which, if tried,‘ will surprise many practitioners of the younger 
school. At the onset a. brisk purge is given, then calomel, 4 gr. 
(16 mg.) t.i.d.; for three to five days. This dose can be the same for 
child or adult. The patient is encouraged to take‘large quantities of 
fruit; juice and water as well as fruit pulp, and a blanket bath is 
given daily. ` ' ‘ 


Weight Reduction 


Dr. P. L. DeSHMUKH (Poona) writes: I have been greatly interested 
in the correspondence on weight-reducing diet for personal reasons as 


well as in the interest of my patients. The letter of “ Apollonian ”, 


(July. 28, 1945, p. 136) and the subsequent correspondence was a 
' great incentive'to me to reduce my own weight. I found his plan 
very austere. I could maintain myself on it for, barely a week doing 
full work and sport. But then I had to give it up, for the pangs of 
the plan were enormous for me. There was significant loss of weight 
for the period, but it soon relapsed to its original level very 
rapidly... . An essential principle in weight reduction, which’ is 
often lost sight of, is the stabilization, periodically, of the lower 


levels of ‘weight reached, It is no use.simply going on reducing, for 


- when the restrictions slacken, as they are bound to slacken some 
time, the weight will start increasing with a vengeance. To prevent 
this a weight-reducing plan must. include a “ weight-stabilization ” 
` programme. This can be achieved by “ re-educating ” or “ rehabili- 
tating ” the metabolism to a lower level or “tune.” .. . i 


Y 


Chilblains 


` Dr. Gorpon AmBkose (Carshalton Beeches, Surrey) writes: Now 
that we are well into the chilblain season, I think it might be interest- 
ing to your readers that I have seen cases of painless swelling of the 
fingers, and in one case of the toes, following the use of calciferol. 
[ hasten to add that these cases were young women: two were taking 
halibut-liver-oil capsules, and one was having a course of ultra- 
violet light at the local hospital for ‘rheumatism ” before and 
during her-course of calciferol, Metabolic disturbances with -high 
doses of vitamin D are, well recognized. The effect of painless swell- 
ing of the fingers in young women appears out of all proportion to its 
medical ‘seriousness, and it appears worth while to stop all other 
sources of vitamin -D during a course of calciferol. 


a 


Angioneurotic Oedema Caused by a Bee-sting l ' 
Dr. C. W. A. SEARLE (London, S.W.5) writes: Having read the 

letter by Surgeon Commander W. R. S. Panckridge and Surgeon 

Lieutenant C. Q. Henriques’/(December 10, p. 1354) I am inclined to 


report a very similar case which occurred in Ahmednagar, India, in 


March, 1941. I was called to see the wife of ‘the brigade major, who 
was said to be in great distress, having just been stung bya bee. 
saw her within_half an hour of having been stung and her condition 
was exactly similar to that described by the two authors referred to. 
{ also gave a subcutaneous injection of.0.5 ml. of liquor: adrenalin, 
with dramatic effect. Within a few minutes ‘oedema of the glottis had 
subsided, followed by that of the lids, which was very marked. 
Within half an hour a clinical cure was effected. She then gave me 
a history of having been stung by a'similar type of bee exactly ten 
days previously. noh i , 


Aspirin as a Local Analgesic i ' a 
Dr. S. HILLMAN (Glasgow) writes: I should like to remind Dr. G. 
-Sclare (December 10, p. 1352) that the insertion of a crushed aspirin 
into a tooth socket after painful extraction gives real relief. This, in 
addition to Dr. T. Anderson’s reference in his article on the acute 
throat (October 15, p. 860), adequately illustrates the action of 

aspirin as a local analgesic. l i 


e 


'Psychosurgery ” l 2 = 

Dr. H. THISTLETHWAITE (Sedbergh) writes: I protest vehemently 
against the use’ of the word “ psychosurgery.” Unless you are pre- 
pared to equate “ mind ” (psyche) with “ brain ” (encephalon) the 
word can have no meaning. -It has no etyrhological justification. 
Why could you not use the short, clear, English expression “ brain 
surgery ” ? : 
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Obituary 








SIR CHARLES GO 


RDON-WATSON, K.B.E., C.M 
' F.R.C.S. l 
Sir Charles Gordon-Watson, whose career was one 
distinction in military and civil surgery, died at York 
December 19 at the age of 75. Before qualifying in 1 
he had“enlisted at the age of 20 in the old Volunteers, 
afterwards served in the Territorials. In 1899 he went 
to the South African war, where he served until 190: 
a civil surgeon in the field force, gaining the medal 

three clasps. At No. 1 Field Hospital he was associ: 
with Sir Anthony Bowlby and Dr. Howard Tooth, 

seniors from his own school, St. Bartholomew’s. In the 
of 1914-18 he began his ser- 
vice pat the First London 
General Hospital, and then 
went to France. There he 
was in ‘command of the 


” 


Duchess of Westminster’s 
hospital at Le Touquet. 
Later, with the rank of 


colonel, he was consulting 
surgeon to the Second Army, 
and afterwards to the British 
Army in Italy. In the war 
which began in 1939, he was 
made consulting surgeon to 
the ‘British Army at home, 
and in 1943 he was promoted 
major-general. 
Charles Gordon-Watson | 
was born in April, 1874, the son of the Rev 





[Russeli, Lu 


. Henry Ge 
Watson, sometime vicar of St. Leonard’s, Buckinghams 
He took the prefix “ Gordon” by deed poll in 1920. 
was educated at St. Mark’s, Windsor, and at St. Bartl 


mew’s Hospital. His service in South Africa follow 
period as house-surgeon at his teaching hospital and a 
Norfolk and Norwich Hospital. By the time he retu 
he had chosen general surgery as his career, and he obt: 
. the F.R.C.S. in 1902. He was elected assistant surgec 
‘St. Bartholomew’s in February, 1910, and later be 
joint lecturer in surgery to the medical school. ( 
appointments which- he held were those of surgeo 
St. Mark’s Hospital, City Road, to the- Metropc 
Hospital, and to St. Andrew’s Hospital, Dollis Hill. 
remained surgeon to St. Bartholomew’s until his r 
ment under the age limit, when he became const 
surgeon. 
In his early days Charles Gordon-Watson was spe 
interested in orthopaedics, and ‘he collaborated 
Howard Marsh in 1910 in the preparation of a new 
enlarged edition of Diseases of the Joints and Spine, 5 
Marsh ‘had originally published fifteen years earlier. 
also contributed articles on this subject to Latham 
English’s System of Treatment. Later he develope 
interest in proctology. He was president of the Subse 
‘of Proctology of the Royal Society of Medicine, and 
took part' in its discussions. He was also the auth 
the article on diseases of the rectum in Gask and Wi 
Surgery. Gordon-Watson served on the council o 
Royal College of Surgeons from 1933 to 1940, and in 
he was Bradshaw lecturer. He also represented the Cc 
on the scientific advisory committee of the Radium 
tute and Mount Vernon Hospital, of which committ 
was vice-president. In 1931 he was made an Hon 
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Fellow of the American College of Surgeons. He was a extensive for him to refuse to undertake, and he had some 


president of the Aesculapian Society and a member’ of the 
British Medical Association, to which he gave some useful 
assistance at the time—about 193i1—when the Association 
was considering the question of patenting in the medical 
field. A body with which he was prominently identified for 
many years was the British Empire Cancer Campaign. He 
was a member of its executive and chairman of its investiga- 
tion committee. 

.Gordon-Watson had an acute and inquiring mind, and 
never allowed the ‘military cadre within which he worked 
for so many years to depress his initiative. In 1914 he 
made, what was probably the first observation on trench 
frost-bite, on the basis of a number of cases admitted to 
the hospital in France of which he had charge. -His mili- 
tary experience made him a strong advocate of the use of 
“bipp” (a dressing composed of bismuth, todoform, ‘and 
petrolatum), which he employed.from an early stage of the 
last war. 

To his many fine qualities of head and hand wien made 
him an outstanding surgeon he added a manner of great 
charm and friendliness which must have been in many 
trying times a source ‘of encouragement to his colleagues 
and of reassurance to his patients. At the Bath and Garrick 
and other London clubs, or on the golf links at Sandwich, 
he was an admirable companion. During the South African 
war he formed, with the late Sir Francis Fremantle, the 
South African civil surgeons dinner, 
annually for many years. He was made a C.M.G. in 1916, 
and. was knighted in 1919. ; 

We are indebted to Mr. Reginald M. Vick for the follow- 
ing appreciation: 

It must sometimes happen that the ordered details of a 
man’s life fail to give an adequaté.picture of the man him- 


self, and most certainly this is true of someone of the- 


calibre of .Gordon-Watson. His vivid personality, his 
untiring energy, his capacity for friendship, and his earnest 
desire to help others made him stand out among his fellows. 
Whatever he undertook he did with abounding enthusiasm. 
He was very keen on nearly’ all forms of recreation, As 
a young man he was a pioneer among motor-cyclists, and 
on more: than one occasion he’took part in the “annual 
motor-cycle race from London to Edinburgh’ and back at 
a time when these machines were both novel and unreliable. 
Often I have ridden in the Row with him in, the early 
hours of a summer’s day, and I recollect one occasion when 
he was warned for exceeding the speed limit on his spirited 
mount. He was a most strenuous golfer and an incredibly 
energetic tennis player. At Bart’s, as a student, he played 
soccer. In later years his interest lay in watching rugger, 
and I know that he always rather regretted that he had 
never taken part in the titanic struggles for the Inter- 
hospital Rugger Cup. He was one of the first members 
‘of the’ Bart’s staff to drive a motor-car, and to ride with. 
him in those early days of motoring was not without its 
thrills. In later life he took up horse racing and became 
„a familiar figure on many a- Tace-course. 

When wars came, Gordon-Watson was always to the 
fore. He went as a very young man to the South African 
War. In the 1914-18 war he commanded the Duchess of- 
Westminster’s Hospital for Officers at Le Touquet, where ' 
‘his surgical skill and powers of organization -had full play. ~ 
He later became consulting surgeon to the Forces in Italy. 
‘In the*recent war he once more;became- consulting surgeon 
to the Forces, which post he-héld until 1942. 

_ As a teacher he shunned routine methods and taught 
with originality. As he grew older he spoke with the sure 
voice of a great experience. In surgery, his outstanding 
characteristic was courage. There was no Operation too 

i : 


+ 


which was held: 


wonderful results. In dealing with carcinoma of the colon 
and rectum, which might be described as his specialty— 
although he remained a general surgeon to the end of his 


- time—he always believed that it was right~to tackle all 


ċases where surgery offered any chance of cure. Needless 
to say, he had many disappointments, and I have known 
him to lose heart, but he always recovered rapidly and 
fought on. He was one of the first surgeons in this .countrv 


to treat carcinoma of the rectum with radium. As is well ' 


known, this method proved a failure in many instances, 
but he saw to it that it had a full and fair trial. For a long 
period he treated suitable cases of this disease by the more 
conservative method of perineal resection, arguing, as was 


true in those days, that this operation was justifiable because | 


of its lower mortality. Later he used to carry out the 
abdomino-perineal operation with considerable success. He 
was always a front-rank fighter in the battle against cancer, 
and took an active part in organizing research in that field. 

One of Gordon-Watson’s other lines wás traumatic sur- 


„gery in the days before all fractures automatically passed 
He achieved. 


into the hands of the orthopaedic surgeons. 
excellent results with them, largely because of his mechani- 
cal turn. of mind, which was well known to all who 


worked with him. He was an advocate of the Balkan beam. ` 


and was, I believe, the first surgeon (at Bart’s) to affix the 


,beam to a bed. His arrangement was somewhat primitive. 


but it was the precursor of the complicated fracture beds 
that we know now. 

In his heyday Gordon-Watson had a very large ‘private 
practice.’ To assist him. at the hospital taught one a great 
deal, but to work with him in the more difficult surround- 
ings of private practice was a liberal education indeed. He 
was always keenly interested in students’ affairs, and was 
at one time or another either president or vice-president 
of many'students’ clubs. He took his duties Seriously and 
regularly turned up at matches. 

I had the privilege of living with him for many years in 
his house .in Harley Street. The household consisted of 
four bachelors ; in those spacious days entertaining on a 
large scale was the fashion, and it was indeed a gay bachelor 
establishment. Gordon’: married late in life, and he and 
Lady Gordon-Watson were absolutely devoted to one 
another. It might be said with truth that he never really 
recovered from the strain of her long and distressing illness, 
which ended with her death after they had been together 
for eighteen years. His son Michael now commands the 
Ist Battalion of the Scots Guards. Gordon-Watson had 
to undergo a major operation himself towards the end of 
his life, from which he made a wonderful-recovery and 
came up smiling. 

Gordon-Watson made many friends and held them, and 
there will be many to mourn him. -He was always ready 
with a helping hand towards all those who worked with 
him. Generation after generation of chief assistants— 
many of whom are well-known surgeons to-day—house- 
surgeons, and dressers will bear: witness to this splendid 
spirit in him. One of the most striking things about him 
was his delightful smile, which truly lit up his face. By his 
death another famous Bart’s man—a great pioneer surgeon 
_ and a loyal friend—has passed on his way. 


LANCELOT BROMLEY, M. Ch., F.R.CS. 


The sudden and unexpected death of Lancelot Bromley 
on December 17 at Seaford, Sussex, came as a great shock 
to his friends, by’ whom he had always been regarded as 
the personification of perfect health and physical fitness. 
The son of Sir John “Bromley, he was born in London in 


/ 


_to the patients and their general practitioners. 


.dean of the medical school. 
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February, 1885. He received his early education at 
St. Paul’s School, where he was captain of the cricket 
eleven and showed great proficiency as a gymnast. From 
school he went to Caius College, Cambridge. 
golf for the university and cricket and hockey for his 
college. He took his B.A. with honours in 1906, and began 
then his thirty-six years’ association with Guy’s Hospital. 
He qualified in 1909, took his F.R.C.S. in 1912, and the 
M.Ch., Cambridge in 1913. 
‘ Bromley made his mark as house-surgeon to Sir Alfred 
Fripp, and in 1911 he was appointed surgical registrar. 
He was an excellent teacher, who taught on the patients 
and not on the textbook description of their diseases. He 
was warden of the college from 1912 to 1919. In 1914 
he married Dora Ridgway Lee, sister of the late Harry 
Lee, the ophthalmic surgeon of Leeds, who was his con- 
temporary at Guy’s Hospital. He was successively demon- 
strator of anatomy, deputy resident ‘surgical officer, and 
Then in July, 1916, he was 
appointed assistant surgeon to Guy’s. Bromley served in 
the R.A.M.C. from 1916 to 1918 in Salonika and Italy. On 
his return he was also appointed surgeon to the Surbiton 
and Putney Hospitals. It was at these latter hospitals that 
his ungrudging attendance at all times did so much to 
develop the scope and usefulness of the surgical service 
As a result 
he built up:a large practice which continued until his 
retirement in 1946. In 1942 he resigned from the staff of 
Guy’s in order to continue his work at the Ministry of 
Pensions Hospital at Stoke Mandeville, where he enjoyed 
working for ex-Service men—mostly naval ratings. For 
twenty years he was examiner in surgery at Cambridge. 
and found much pleasure in these visits to his old 
university. g 
His shy, modest, unassuming but helpful character 


' gained for Lancelot Bromley the name ‘of “ Daddy,” by 


which he was known to his intimates for over forty years. 
He had the happy knack of managing his life so well that 
he was able to combine a busy and successful surgical 
career. with time somehow to satisfy his love of sport, 
especially golf, racing, yachting, and ski-ing. All these 
activities were carried out with his family, with whom he 
spent all his leisure. He was essentially a clinician. with 
a sound knowledge of living pathology and a careful and 
tender craftsman. He wrote but little, because such time 
as he may have had for writing was devoted to his wife, 
children. and three grandsons. His elder son, John, ʻa 
glider pilot, was killed on D Day near Caen. His daughter 
is the wife of Dr. R. A. P. Hogbin, a former Guy’s rugby 
captain. His younger son is also a surgeon. As “ Daddy ” 
would readily have agreed, he owed his happiness and 
much of his success in life to the loving and tender 
care of his wife Dora, to whom all his colleagues 
and friends will extend sincere sympathy in her great 
loss.—W. E. T. 


~ 


- W. K. McKINSTRY, M.R.CS. 


Dr. William Kilbourn McKinstry died on December 7 at 
the early age of 50, after a short illness. The only son 
of Dr. W. H. McKinstry, now of Brighton and at one time 
pathologist “to the Royal Northern Hospital, he was 
educated at St. Pauls School and Emmanuel College, 
Cambridge. McKinstry received his medical education at 
St. Bartholomew’s Hospital and qualified in 1925. After 
qualification he was R.M.O. at the Westminster Hospital, 
where he had also been house-surgeon to the ear, nose, 
and throat and eye departments. He was later a house- 


physician at the Brompton Hospital. 


f 


He played., 


While at- the Westminster Hospital McKinstry had 
started to take an interest in anaesthetics, and he succeeded. 
while carrying on a busy general practice in West 
Kensington, in establishing himself in this specialty. In 
1929 he was appointed honorary anaesthetist at the West 
London Hospital, a post he: held until his death. He was 
also anaesthetist to the National Dental Hospital, and he 
had served, too, the Victoria Hospital for Children and the 
Royal Dental Hospital. During the recent war he was 
anaesthetist to the Royal National Orthopaedic Hospital. 
It is probable, however, that McKinstry’s name will be 
best remembered in the realm of general practice, for he 
was ‘in the best sense of the word a “family” doctor 
Good-looking and with delightful manners, he was soon on 
friendly terms with new patients, while by his old ones 


‘he was considered a family friend, counsellor, and, if neces- 


sary, arbitrator. At his memorial service at St. Paul’s, 
Knightsbridge, the writer overheard an elderly man say, “] 


feel like a ship without-an anchor.” His friends and 


colleagues will mourn the untimely death of an always 
genial and helpful companion. 

He leaves a widow, herself a doctor’s daughter, and two 
young daughters. The expressions of sorrow and loss from 


< all his colleagues, patients, and friends may help a little 


to mitigate for them the tragedy which has overcome 3 
particularly united and happy family.—O. L. C. S. 


Mr. Alex. E. Roche, writes: W. K. McKinstry was a 
friend of very long standing. We went to the same pre- 
paratory and public schools, the same university, and the 
same hospital, and were subsequently close colleagues at 
another. hospital, he being my anaesthetist, and an excel- 


Jent one at that, and always calm and unruffled. One 


was completely confident if “ Mac” was at the head end 
Another, and an astonishing, coincidence is that we married 
on the same day of the same month of the same year. He 
was most sane and level headed, and an excellent man 
from whom to seek advice. He radiated vitality, cheerful- 
ness, and kindliness, and one feels permanently enriched 
by his friendship. The rapidity and tragedy of his sudden 


illness leave one stunned, but he was so full of life that 


he is, and will always remain, vividly present to the memory 
of those who knew him. j 


Dr. Redvers Ironside writes : Others may testify to the 
professional abilities of William Kilbourn McKinstry and 
his skill as an anaesthetist. May a word or two be added 
about the’ loss his friends and colleagues have sustained 
by his premature death in the fullness of a happy and busy 
life. He was incapable of an uncharitable thought or deed, 
utterly unselfish in his work, and with a wonderful quality 
of imparting cheerfulness and joy to others. His courage 
and cheerfut fortitude in his last illness were an example to 
those few who were privileged to be with.him towards the 
end. “To live in the hearts of those we leave behind is 
not to die,” and we who mourn his passing will always 
feel the cheerful, kindly warmth of his personality in 


remembering him. 
J.C. writes: If the men who were boys when I was 


‘a boy could sit and drink with me, W. K. McKinstry 


would be my choice as chairman of that bright band. 
Years ago we used to meet on Saturday nights at the 
University of London Union in Malet Street. He was 
all that a Cambridge man should be: kind, urbane, grave 
or gay as the occasion demanded. Even then he had 
acquired that deep wisdom which bids man to be an artist 
of life: to appreciate folly in season. His death, as it ° 
were, snaps the last link in my chain of living reminders 
of the long days of youth. 
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Dr. Mina Lousa Dosw died in a nursing-home in Bourne- 
mouth on November 23. She was the third daughter of 
Dr. Robert Dobbie, medical officer of health and general practi- 
tioner of Ayr, who died of typhus when she was a girl, She 
decided to take up medicine early in life, and studied at the 
London School of Medicine, the Royal Free Hospital, and later 
in Ireland. After qualifying she was a medical officer at the 
Crichton Royal Hospital. She became interested in remedial 
gymnastics and gymnastics for women, and was a pioneer in this 
field, going to Sweden to study their methods and translating 
the current Swedish textbook on the subject. She was a close 
friend and collaborator of the founder of the Chelsea Physical 
Training School, aud was their medical officer for many years. 
She was also medical officer of the Aske'’s Haberdashers Girls’ 
School at Acton and New Cross; also of the Maria Grey Train- 
ing College at Brondesbury. She started general practice in 
Haverstock Hill, Hampstead, in 1899. She was an active 
member of the Hampstead Division of the B.M.A. for many 
years. 


Dr. James Kirxwoop Dunlop died at Sanquhar on 
November 24 at the age of 65 He was educated at 
Kilmarnock Academy, and graduated M.A. in 1905 and 
MLB., Ch.B. in 1908 at Glasgow University. After a year’s 
assistantship with Dr. Roger in Sanquhar he spent a year as 
a house-surgeon in the Western Infirmary, Glasgow. He then 
returned to Sanquhar and continued to practise there until his 
retirement in June of this year. He was known to everyone in 
Upper Nithsdale, and when he retired he was presented with 
an illuminated address as a token of appreciation and respect. 
He'was in every sense the family doctor, and there are few 
homes in the district where his passing has not meant the loss 
of a friend. Interested in the community as well as the indi- 
vidual, he served for ten years on the local town council. He 
was a keen supporter of the British Medical Association, and 
was chairman of the Dumfries and Galloway Division in 
1945-6. While a student he was a keen golfer,-and he main- 
tained his interest in the game until ill-health compelled him 
to stop. For the last few years of his life he suffered from 
angina, but carried on his practice as he had always done, 
unselfishly and without counting the cost. Unfortunately, he 
was able to enjoy only six months’ retirement. He is survived 
by his widow and two sons, to whom his colleagues and friends 
will extend their sympathy.—J. W. 


Dr. THEODORE Occ died at his home in Hampstead, London, 
on December 5 after a short illness. Born at Fyvie, Aberdeen- 
shire, in 1873, he was educated at Robert Gordon’s College, 
Aberdeen, and at Aberdeen and Edinburgh Universities. As a 
student he won first prize in obstetrics and gynaecology at the 
Royal College of Surgeons, Edinburgh, where he later became 
demonstrator in midwifery. He took the Scottish triple 
qualification in 1897, and, after practising at Jarrow-on-Tyne 
and at Rothes, in Morayshire, for a time, he acquired an exten- 
sive practice at Huntly, Aberdeenshire. There he was honorary 
medical officer to the memorial hospital, where he undertook a 
fair amount of major surgery. He was asked by the Ministry 
of Pensions after the first world war to form a hospital for the 
treatment of disabled men from five northern counties. Later, 
following two years of special postgraduate study at Edinburgh 
and at Lausanne, where he took an M.D. in 1930, Dr. Ogg 
came to London. He was clinical assistant to the Soho Hospital 
for Women, and jater: physician to the Charterhouse Rheuma- 
tism Clinic. He was also medical officer to the Royal. Sailors 
Daughters’ School and Home at Hampstead. Dr. Oge wrote 
a number of papers on rheumatism and on gynaecological and 
other subjects. An able diagnostician, he was very conscientious 
in his work, and endeared himself to his patients by his sym- 
pathy and kindness. He is survived by one daughter. 


Dr. L. Carlyle Lyon writes: It is with a sense of more than 
» usual regret that J, one of his grateful Aberdeen students of 
the years 1922-7, read (December 17, p. 1418) of the sudden 
death on November 29 of Mr. William Anderson, or “ Willie,” 
as he was invariably affectionately referred to by us all. As 
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he hurried away after our 1927 Class Reunion Dinner, held in 
London on March 26 of this year, none of us present could 
have imagined from his vigorous, though tired, appearance that 
he would not live to see the New Year. His clinics in the old 
Aberdeen Royal Infirmary at Woolmanhill, and in the surgical 
out-patient department across the road, were an example of 
how medica] students should be taught. His kindly handling 
of patients, putting them at their ease by his spontaneous and 
friendly use of the native dialect, as well as his consideration 
for the naïveté of the surgical beginner and his courtesy to 
the nursing staff, endeared him to all around him. His clinics 
were therefore always overcrowded, and there was invariably 
a rush by the more enthusiastic students ta be amongst the 
early arrivals. His lectures on systematic surgery at Marischal 
College were a model of clarity and lucidity, and a pleasure to 
attend; while his surgical technique when he was operating 
was masterly. His place cannot readily be filled, and those of 
us who worked under him will always be indebted to him. One 
hopes there will be some fitting memorial erected to William 
Anderson in his old teaching school. 


Dr. C. F. Ros writes: It does not seem long ago since we 
were giving a tea-party in the lab. for Leslie Humphrey 
(December 24, p. 1478) on his leaving us to join the R.A.M.C 
Our chief had concluded a short speech with the words: “I am 
certain that Dr. Humphrey will make his mark in medicine.” 
How sad it is to think that he was not to be spared 
to that end—to be cut off so near the beginning. Yet he 
seemed fo have crowded into his short lifetime an amount of 
experience which some of us may never achieve. Knowing 
full well the eventual outcome of his illness, his constant 
solicitude for others shone to the end through the pain and 
blindness which he bore with such steadfast courage for so 
many months. Self-pity was entirely alien to his nature. Visits 
fo him tn hospital were not so much a consolation to the patient 
as a privilege to oneself, in making the most of all too fleeting 
a contact with his mind, too rare to be missed. The triumph 
of this mind over his body was exemplified in his behaviour, 
and will be an everlasting inspiration to those who had the 
honour to witness it. To his wife, whose perfect love and 
understanding must have given him infinite help in those last 
dark months, and to his two children, heartfelt sympathy goes 
out in abundance. 
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ADDICTION TO TRICHLORETHYLENE 


At the Birmingham Assizes, on December 12, Mr. Justice 
Lynskey passed sentence on a man who was said to have killed 
his mother while under the influence of trichlorethylene, a drug 
to which he had become addicted.’ Accepting a plea of not 
guilty of murder, but guilty of manslaughter, Mr. Justice 
Lynskey sentenced Peter Edwin Whillier, aged 26, of King’s 
Heath, Birmingham, to five years’ imprisonment. 

For the prosecution Mr. Arthur Ward, K.C., said it would 
be difficult to prove intent at the time of the attack and there- 
fore the prosecution was willing to accept this plea. Whillier 
had been employed at a power station near Birmingham where 
trichlorethylene was in use. He had got into the habit of soak- 
ing his handkerchief in trichlorethylene and inhaling the fumes. 
He was normally devoted to his mother, but on returning home 
after working a night shift he attacked her, and she died in 
hospital from a fractured skull. 

Mr. Fearnley Whittingstall, K.C, who defended Whillier. 
said that he would have been able to call two doctors who 
would have given evidence that at the time of attack Whillier 
was in a State of delirium corresponding to that seen occasion- 
ally in people coming out of an anaesthetic. He was lashing out 
wildly without any control whatever. 
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less food than before the war, about two-fifths received about 
the same, but the remaining two-fifths received much more 


The King’s Speech: proroguing Parliament’ on December 16: 
made no reference to public. health or to the passage of the. 
National Health Service (Amendment) Act. 
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= DEBATE ON NUTRITION 
On December 15 Mrs. GANLEY opened a debate on nutrition. 


She, commended ‘thé Government for continuing rationing, thus 


securing fair shares for all. 


She recalled that a leading French 


specialist had -said in 1948 that in ten years England would 


have a generation of young men and women superior physically 


and mentally to that of any other European country. He was 
convinced that the excellent, condition of these children ‘was 


due to their feeding; their diet was perfectly balanced. 
Viscountess Davipson said that she had talked recently with 
two Australian doctors who had come back to this country, 
for the first time since the war. 
at what they saw, particularly the appearance of the ordinary. 
housewife. 
only just reached the level of' pre-war in quantity, but certainly 
‘not in quality, was ‘impossible. 


They were deeply distressed 


To produce more in the factories on a diet which 


Mr. SOMERVILLE HasTINGs said there was a world shortage 


of food. Britain must take account of the needs of other 
countries, and not demand more than a fair share of world 


1S 


In Britain about one-fifth of the people now received 


food. He did not forget that there was.a high incidence of 
tuberculosis; but this was probably due to the fact that the 
disease was more frequently recognized than before the war. 
There was no clear evidence that the death rate from tubercu-- 
losis was increasing. This death rate was the important guide 
to the nutrition of the people. 
ever, about the consumption of vitamins and fats. 
public now obtained were some,some 16% below pre-war. 


He was a little unhappy, how- 
The fats. the 


Colonel StopparT-Scotr remarked that one could not get 


aourishment out of calories any more than out of a tape 
machine. 


What. was nourishing was a balanced diet. Over 


, Many years this country had developed a diet suitable to its 


~ 


climatic conditions and industrialization. 
to get a.more’ nourishing and attractive diet it must get more 
meat, more animal fats, and more animal proteins. 
consideration would be given to the question’ of food- 
poisoning. : The handling of.food was better than in the past 
and there were more refrigerators, yet the country never had 
so much food-poisoning as at present. 
Parliament got rid of rationing, nutrition and the health of 
‘ the people would improve’. - d 


in on years above. the worst period of 1930-1. 
rate from tuberculosis i in 1946 in-Scotland was 27, in Amsterdam 


He hoped 


He was sure that if 


Dr. HADEN GUEST said that within a few. years young people 


would look back‘ on the medical reports of school doctors 
before the war and on Mr. Seebohm Rowntree’s book, Poverty 
and Progress, almost as fairy tales. 
return if food rationing was abolished. The nation was living 
at a very high standard of nutrition ; rationing, price control, 
and subsidies were necessary to fnaintain that. standard. 


These. conditions might 


d 


“ Tuberculosis and ‘Nutrition 


_ Mr. WALTER ELLIOT said that in Western Europe in the post- 
war years there hadabeen a striking recovery in respect of many 
forms of illness, particularly tuberculosis. 
published recently i in the British Medical, Journal (November 12, 
p. 1065, and November 19, p. 1135), showed a remarkable 
clearing up of tuberculosis in ‘Europe since 1921. 
around 1947 the fall in France had been most spectacular. 
Since 1941 tuberculosis death. rates in England and Wales had 
declined but did not reach the level which had been expected ` 
if pre-war trends had been continued. Scotland was the one 
lege which showed no improvement since the end of the 


The Milroy Lectures, 


In the years 


' The trend there actually brought the tuberculosis rate 
The death 
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pre-war.. 


If the country was - 
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's 1, in. Copenhagen 44, and in Stockholm 56. In Dundes 
hàd gone up from 82 to 87.. If progress was to conti 


Parliament, must see, that a. more varied diet was availa’ 
moving towards the traditional high protein, big meat rat 


and. not depending so much on -the large starch ration. 


.Dr. EDITH SUMMERSKILL said that Mr. Elliot had failed to 
objective.. She contrasted his speech with his presiden 
address to the Royal Institute of Public Health and Hygi 
published in the British Medical Journal (August 6, p. 2! 
The British Medical Journal had headed that address “ Tuber 
losis: Certain Unexplained Mortality Figures,” whereas | 
Elliot had advanced in the present debate an argument try 


. to prove that ‘the high tuberculosis rates in Scotland could 


attributed to the nutritional policy of the Labour Governm 

She said that some newspapers had confused averages v 
specific allocations in ‘discussing rations. Jf the calorie c 
sumption averaged 3,000 a day and a small child only requi 
a few hundred calories, the heavy workers were consum 
something like 4,500 calories. On sugar Dr. Summerskill : 


‘there had been-a slight increase in consumption but the Gove 


ment had’ not’ the dollars with which to pay for more' su 
from Cuba. As for meat, the Ministry of Food had a rey 
sentative in every meat-producing country who was trying 
find available meat supplies. The’ consumption of milk ` 

55% greater than before the war and had steadily increa 
since 1940. A further improvement was expected in 1950. 
the present year the Minister of Food had decided to carry 
a survey of approximately 2,400 households representative 
all economic classes. In this study, made in May, 1949, w 
milk was unrestricted, the Ministry discovered’ that the c 
sumption of milk was between: 6 pints and 4} pints per h 
per week, against 5.4 pints in the highest income groups in 
1930s and 1.1 pints in ‘the lowest income group. 

She would like to see more fats available, but a clin 
survey had shown no sign of there being a fat deficiency 
this country. In 1947 the supply of fats was something 
75% of pre-war, but for the whole of 1949 it was 98% 
It 'was good to have margarine fortified with v 
mins A:and D, and the margarine of to-day was infini 
superior to the ‘yellow grease used years ago. Of flour c 
sumption 19% had been: replaced since July, 1949, by 
extra fats now avallanle: . This was a transfer of 60 calc 
a day. 

The most PE A change in the public health of 
country was the almost complete elimination of rickets. At 
beginning of the century one-third of the London children 
rickets. Now it was possible to walk down a London st 
and not see one pair of bandy legs or knock-knees. Cure 
prevention of rickets was by means of cod-liver oil, which 
now distributed free. The Government was not withhol 
any of these important nutrients from the poorest inci 
groups. Wise feeding was one of the greatest weapons ` 
preventive medicine could wield, and she looked forwarc 
the day when the Ministry of Food could allocate a balar 
diet with a full complement of every nutrient without ha’ 
to consider the supply question. 








t 


The report of the Chief Inspector of Mines for the year ] 
has recently been issued (H.M.S.O., price 1s. 3d.). It descr 


how “beat” diseases account for the largest number of c 


of industrial disease in miners at the present time. The i 
dence of “beat knee” has risen gradually over the past 
years, and this increase is believed to be due to the grov 
use of conveyers in the thinner seams. The ideal knee- 


„which will exclude the accumulation of small particles bety 


the pad and the knee, has yet to. be designed. Pneumoconi 
continues to be the most important cause of wastage of n 
power. The highest incidence is in the South Wales coalf 
but the number of certified cases there has fallen from a pf 
figure of 5,821 in 1945 to some 3,800 cases in 1947, In 


` other coalfields of Great Britain there has been an incr 


from 597 cases in 1945 to some 950 cases in 1947. The re 
also points out that the number of recorded’ cases of mit 
nystagmus is almost the same to-day as it was ten years 
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Universities and Colleges 





UNIVERSITY OF EDINBURGH a 


The following medical degrees and diplomas” weré conferred at a 
Graduation Ceremonial held ón December 16: 


M.D.—*A. K. Bannister, J. B. Borthwick, D. P. Degenhardt, 


- 12G. W. A. Dick, ‘Rose I, L. Donaldson, “J. P. Tee ID. E. P. 


` Forbes, *‘Constance C. Forsyth, ‘I. C. Gilliland, H. Graham, 
"A. F. "Maccabe, tI. A. G. MacQueen, ‘I. C. Monro, oat B. O'Neill, 
‘J. B. Wilson. 

--PH.D.—In the Faculty of Medicine: IR’, A Miller, M.D., 
F.R.C.P.Ed.’ 

M.B., Cu.B.—Nancy M. Adams, D. J. M. Allan, T. D. Bleakley, 
N. T. D. Brewis, J. D. Campbell, 1. P.: Dunnett, Mary B. Edwards, 
T. W. G. Fraser, J. H. Greig, C. J. Hardié, D. C. Hudson, Mary 
E. R. Hughes (née Latimer), Anne E. Jameson, J. D. Litt, Mary 
B. B. McGregor, A. J. H. MacLennan, J. H., McMillan, D. M. 
McNab, Margery Matheson (née Dunn), R. D. Merson, P. A. 
Metcalfe, J. G. Mitchell, R. S. H. Pasqual, D. E. Ryder, I. M. 
Simpson, Pansy E. Smith, Joyce Stirling, Margaret A. Tait, À. 
Taylor, Jessie J. F. Tennent, Janet I. Thompson, P. G. W. Weston, 
T. A; White, Marjorie N. P. Whyte, J. R. Wilson; Sybil M. D. Wood. 

D.P.H.—Ewe Hin Ong. 

DiırLoma IN MepicaL RaplopiaGNosis.—E. A. Keith, W. Macleod. 

DIPLOMA IN MepicaL RapioTHerapy.—A. Henderson, K. S. 
Mowatt, J. D. Sammon, V. K. Sundaram. 


In absentia, *Awarded medal for thesis. "Highly commended for 
thesis. ' ‘Commended for thesis. a 


UNIVERSITY OF DURHAM ‘ 


The following medical degrees were conferred in Congregation on 
' December 16: , 


‘ M.B., B.S.—J. T. Clow, Evelyn C. Cinna, J. M. Finnerty, 
J. Hayes, Sheila Hedley, A. B. C. Hotobah-During, J. Kirkup, 
J. McHugh, T. A. O'Sullivan; N. G. Pearson, J. W: Salkeld, W. 
Shaw, T. Silver, L. B. Strang, E. J. Thomas, D. Veitch; Margaret 
C. Watkinson, B. H. Webb, D. Webster, R. Wiliams, *W. D. Baston. 


*In absentia. 


UNIVERSITY OF BIRMINGHAM’ 


The following appointments have been made: Dr. J. C. Bowie, 
representative of the University at the Health Congress of the Royal 
Sanitary Institute, Eastbourne, April, 1950; Mr. S. D. Loxton, 
Lecturer in Obstetrics and Gynaecology, from December 1, 1949; 
Dr. E. C. Fox, Lecturer in Operative Dental Surgery, from 
January 1, 1950. 

The title of Honorary Research Fellow in the Department of 
Physiology has been conferred on Mrs. M. Beznak, M.D. 


~ 


UNIVERSITY OF LEEDS 


At a meeting of the’ University Court held on December 21 it was 
decided to confer the honorary degree of D.Sc: on William Norman 
Pickles, M:D., M.R.C.P., medical officer of health for the Aysgarth 
Rural District Council, at a Congregation: to be. held on May 19, 
1950. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


. At a meeting of the Royal College of Surgeons of Edinburgh held 


on December 14, 1949, with Mr. W. Quarry Wood, President, in 
the chair, the following candidates, having passed the requisite 
examinations, were admitted Fellows: N. R. Butcher, J. C. Campbell, 
B. S. Dhillon, K. MacD. Douglas, R B. Duncan, R. Fahmy, J. R. 
Hutchinson, W. S. Johnston, I. Lindsay, R. C.. R. Loane, W. C. 
Lloyd-Smith, W. C. Menzies, J. A. Mitchell, A. L. Morton, K. 
Prasad, P. L. Rishi, D. E. Robertson, Dorothy E. Rowling, P. N. 


Simons, I. S. R. Sinclair, B. P. Singh, Z. H. Y. Sobani, A. G. M. 
Watt. 


4 : 
-" ROYAL COLLEGE OF OBSTETRICIANS AND 
i GYNAECOLOGISTS 


Dr. William J. Dieckmann, Director of the Department of Obstetrics 


- and Gynaecology, Chicago Lying-in Hospital, will deliver a lecture , 


“on “The Aetiology of Pre-eclampsia—Eclampsia ” at the , College 
~ House (58, Queen Anne Street, London, W.) on Wednesday, January 
11, at 5 p.m. Fellows and Members of the College and other medical 
practitioners interested in the subject are invited to attend the lecture, 
‘admission to which is by ticket only, obtainable from the secretary of 
-the College. 


Medical News 





Crown Representative on G.M.C. 


- -Sir Henry Cohen has ‘been. reappointed C: 
tive on the G.M.C. for-the term of five years 
1950. He was first appointed Crown R 
years ago: 


Elastic Adhesive Bandages B.P.C: 


The Ministry of Health states that product 
two packs of these bandages hitherto in us 
tinued from January 1, 1950. After that d 
carton'“ N.H.S." pack may be dispensed whe 
bandage is ordered on Form E.C.10 while 
pack are being exhausted. The carton pack 
by a pack in tin containers labelled “ Elastic 
B.P.C.” Since -this pack may be the pack : 
facturers for their branded product, the resp: 
or trade mark of the manufacturer may also 
The prices,included in the January Drug 1 
widths of this bandage will be the prices for 
Whether the carton or the tin pack has bee 
prices wilf be paid until April 1, after which 
in the tin container only may bë dispensed 
Form E.C.10. For diachylon base bandages 


will be of distinctive colour. 


Enjoying Health 


How to achieve health and enjoy it is 
pamphlet by Dr. Charles Hill entitled ‘ 


; Family ” (Conservative Political Centre, Is.) 


lay reader, he discusses’ the importance to | 
home and good conditions of work, and m 
tions on such topics as the care of old peo) 
of houses. “Men are not changed by leg 
and he gives them plenty of homely advice 
be more helpful. 


Guild of St. Luke f : 


The annual meeting of Catholic doctors 
St. Luke, SS. Cosmas and Damian was heli 
at the Hospital of St. John and St. Elizab 
W. B. J. Pemberton was re-elected Master o 
Corridan honorary treasurer, and Dr. \ 
honorary secretary. A memorandum setting 
opinion of the Guild- on some matters ra 
Commission’s Report on Population was 
discussed at the meeting. 


Whooping-cough Research 


' Dr. Pearl Kendrick, of the Michigan Dep 
is in London discussing whooping-cough va 
research workers. According` to a statem 
Medical Research Council, Dr. Kendrick | 
help with the investigations'into whooping- ê 
carried out in this country. She is discussi 
her wide experience in the U.S.A. presente: 
whooping-cough vaccine in Britain. Dr. K 
sponding member of the Medical, Research 
cough immunization committee, and'is here 
of the World Health Organization. 


Consultant Psychiatrist to WHO 


Dr. Lucien Bovet, chief of the Office N 
of the Canton de Vaud at Lausanne, has b 
sultant on juvenile delinquency to the Worl 
tion. He will shortly tour Holland, Swede 
England, and the U.S.A. 


~ ` 


- 
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l Treatment of Anthrax,. Botulism, and. Snake-bite;: 


Arrangements which are: to operate fiom J anuary 1, 1950, . 
are being made for. emergency supplies of ‘sera for the treat- 
. ment of: anthrax, botulism, and snake-bite tọ be, kept at thé 
‘following centres. - 
twenty-four-hour service. 


™ i] 
~ 


, T too ' dr Teeshoue ` 
e gg .- Centre "- — Number : 
The Dispensary, Newcastle; General Hospital . Newcastle 35211 


“The Dispensary, Cumberland Infirmary, Carlisle Carlisle 590 
Seacroft Hospital, York Road, Leeds .. _ Leeds 45194 | 
-Castle Hill Hospital, Cottingham, ‘York Cottingham 47372 
Nottingham City ` ee Hucknall Road, |.. an 
‘Nottingham . Nottingham 42554 
Regional Blood ‘Supply ' Depot, ' nà 
Avenue, Cambridge ; 
Monday to Friday, 8 a.m.-10 p.m. : ) 
z Saturday 8 a.m.— 6 p.m., Cambridge 2536 
. ' + ~ All other times i ni . „Cambridge 87988 
North Middlesex Hospital ; ` Tottenham 307 1° 
South London Blood Supply Depot, _Benhill 
, Avenue, Sutton 
Northampton’ ‘General “Hospital ša 


Brookland 


l Vigilant 0068 


whe 


Royal Berkshire Hospital, Reading ee Reading 2231 
Ham Green Hospital, Bristok .. %0 S.o %.. Till 31165 
Swilly Isolation Hospital, Plymouth . Plymouth 4311 
Canton Infectious Diseases Hospital, Cardiff .. .Gardiff 960 
“Dudley Road Hospital, Birmıngham > .., us Northern 3801 - 
. The Dispensary, Manchester Royal Infirmary .., Ardwick 3300 

. The Fazakerley | Isolation Hospital, Liverpool... Aintree 2324 


In -addition, 10-mk. containers of thi antiserum for use. 


In each.case the centre will, mainta. va 


.- Northampton 4680 ' 


_ [INSTITUTE OF 


prophylactically in, persons exposed to infection may be ' 


-obtained during the daytime from the following centres: 
- Public Health Laboratory, 16-18, Edmund 
_. Street, Bradford  .. 
‘Public Health , Laboratory, ; 
. Kingston-upon-Hull ., Hull- 35371 
“Bacteriological Department, City Laboratories, Mane = i 
`~ * 126, Mount Pleasant, Liverpool .. 
Central Public Health Laboratory, Colindale 
Avenue; London, N.W.9° .. 
‘ Public Health Laboratory, General Hospital, 
Westgate Road, Newcastle, 4 a 
Public Health Laboratory, General Hospital, 
‘Northampton a 

Public Health “Laboratory, 
Taunton , A 

Public Health Laboratory, ‘Institute of Preven- 
tive Medicine, The.Parade, Cardiff — =. 


Bradford 24314. 
184, ' High Street, 


Royal 3636 
Colindale 6041 


Newcastle 34920 — 


‘Northampton 347 
County Hall, a ae 
. “Taunton 3451 


Cardiff 8288 


4 


~ 


COMING EVENTS 
Meeting of Registrars 


All registrars in the- North-west Metropolitan Region are: 


‘invited to attend’ a General Meéting at B.M.A. House on 
' Wednesday,/ January ‘4, at 4.30 p.m. The objects of the meet- 
ing are to elect a permanent committee and also three repre- 
. sentatives to the Central Council ‘of the Registrars Group of 
, the B.M. A. ‘ 


|- 


w 


l Alcoholism ` i 


í 


A joint meeting of the Society for the Study. of Addiction 
_and: the Section of Psychiatry of the Royal Society of Medicine 
will. be held at 1, Wimpole Street, London, W., on Tuesday, 
‘January 10, at 8 p.m.,_ when Dr. Erik Jacobsen, of Copenhagen, 
will read a paper on “ Biochemical Methods in. the Treatment 
-of _Alcoholism, with Special Reference to Antabuse.” -A 
discussion will follow.. 


[3 
k 


Diet in Infancy and Childhood = 


A-course of lectures for “postgraduates on “ Diet in infancy. 
and Childhood” will be, delivered by members of ‘the staff of 
-the Institute of Child Health and visiting lecturers at.-the 
Hospital: for Sick Children, Great Ormond Street, London, 
W.C., on “Tuesdays. ‘al 5 p.m., from January 17 to.March. 21, 
, both dates inclusive.’ The fee for. the course of ten lectures is 
" £3 3s. Applications for tickets of admission (limited in number), 
_accompanied by a remittance, should be sent to the secretary~ 
of the, Institute, -of Child Health at the a 


~ 


t 


and 4081 


o= London, W.C.—January 6, 


. Egan.—On December 17. 


ar 


Society for Endocrinology 


- The Society for Endocrinology has arranged a. lecture on 
5 The ‘Nature of Adrenocorticotropic Hormone (ACTH)” to 
| be given by Dr. C. H. Li ‘(Institute of Experimental Biology, 
University: of ‘California, Berkeley, California) at-the Royal 
Society’ of Medicine, 1, Wimpole Street, London, W., on 
. Thursday, January 26, at 5 ‘p,m. Admission is frée, without : 


~ ticket.: 


” 


SOCIETIES AND LECTURES 


` Tuesday 


INSTITUTE OF DERMATOLOGY, . ae Street, eede Square, 
London, W. C.—January 3, “ Animal Diseases Communi- 
cable to Man,” by Dr. M. S. "Thomson. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
` London, W.C.—January 3, 5 p “Tumours of the Kidney.” 
- Erasmus Wilson Dembnstration by: Mr. C.- -E. Shattock. 

\ 


- 


Wednesday - 


LONDON County MepicaL Society.—At St. Giles’s Hospital, Camber- 
* well, S.E., January 4, 3.15 p.m., annual general meeting, followed 
by an address by Dr. C. D. S. Agassiz. ; 


Thursday 
FacuLty oF Homororaruy.—At Royal London: Homoeopathic 
> Hospital, Great Ormond Street, London, W.C., January 5, 5 p.m., 
“ The Homoeopathic Treatment of Common Liver and Gall- 
bladder Disorders,” by Dr. E. K. Ledermann. i 
DERMATOLOGY, 5, Lisle Street, 
London, W.C.—January 5, 5 p.m., 
by Dr. Brian Russell. 

ROYAL COLLEGE OF SURGEONS ,OF ENGLAND, Lincoln’ s Inn Fields, 
> London, W.C.—January 5, 5 p.m., “ Injuries of the Nose and 
Sinuses,” Otolaryngology Lecture by Mr. Rainsford Mowlem. 
RoyaL PHOTOGRAPHIC SOCIETY: MEDICAL GROUP. —At 16, Princes 
Gate, London, S.W., January 5, 7 p-m., “ Display Methods in 
‘Medical Illustration—Graphic and Photographic,” by Miss Sylvia 
Treadgold (Department of Medical Mustration, T S Hospital). 


Friday , 1% 
ROYAL COLLEGE OF _SUREEONS T Eae AND, Lincoln’s- Inn Fields, 
‘ Tumours of the Testicle,” 
Erasmus Wilson Boyan cage bg Mec E. Shattock. 

Marpa Vale HospiraL MEDICAL ee Nianis Vale, London.. 
W.—January 6, 5 p.m., Neurological Demonstration by Dr. 
Redvers Ironside. ae f 9 j 

© Saturday 

PHYSIOLOGICAL Society.—At Guy’s Hospital (Physiological Labora- 
tory), London, S.E., January. 7, u a.m., demonstrations and 
communications. i 


Leicester Square, 
“ Eczema and Jor Dermatitis,” 


\ 








MARRIAGES, AND PENTIS 
BIRTHS 


Benfamin.—On December 18, 1949, at the London Hospital, E., 
Persson) and Hugh Benjamin. M. .B., F.R. C. S.Ed., F.R.F. P. S., 
burg, a daughter 

-Harrison.—On December 15, 1949, at 10, Millington Road, Cambridge, to 
Mary (née. Marryat),' wife of G., Kent Harrison, -F.R C.S., a daughter. . 

Mellor—On December’ 17. 1949, at the Buckingham Nursing Home, Da 
to Jean Marie (née Walker Wood), wife~of Norman Mellor, M.B., j 
,a son. 


BIRTHS, 


to Astrid (née 
of Johannes- 


DEATHS ; j 


Boyd.—On December 17, 1949, ‘at Blythe ' Bridge; Stoke-on-Trent, 
Edmund Robert. Boyd, M.B., Ch.B. 

Bromley.—On December 17, 
-M Ch., F.R. 5. 
Buckley.—On December 20, 1949, at "Broadhurst, Bury, Old Road, Manchester.. 
-John’ Philip Buckley M S., F.R.C.S. 

` Chotmeley.—On' December 17, 1949, at the Royal. Hospital, Wolverhampton, 

s Wilham ‘Frederick Cholmeley, F.R.C.S,, aged 83. 

Cope.--On ‘December 17, , 1949, at Marylands, Hilltop Crescent, Cosham.. 
Portsmouth, “Lidbrooke Frank Cope, O.B.E., L.S.A., Surgeon Captain R.N., 
retired. 


-Stafis, 
1949, at Satra Sussex, Lancelot Bromley, 


1949, at ‘the London Hospital, E., William Egan,. 

| M.R.C.S. L.R.C.P.. aged 52. 

Gordon-Watson.—On Mecembet 19, 1949, at York, Sir Charles Gordon- 
Watson, K.B.E.. C.M G.. F.R.C.S., Major-General, A.M.S. 

Hirst.—On December 16, 1949, at Brompton Hospital, London, S.W., Henry- 
Adamson Hirst, M.R.C.S., LR. C.P., of Spa cine St. Helen’s , Road, 
Hastings, Sussex, aged ‘0: 

“Hatchinson. —On December 20, 1949, at The Goiaren: Grammar School Lane.. 
Northallerton, Yorks, Toseph Armstrong Hutchinson: M:D., aged 91. 

' McCture.~-On December 17. 1949, at Edinburgh, Alexander Robert McClure.. 
M B Ch B., of Park: House, Wellington, Shropshire, aged 57. 

McGrecor. —On December 18, 1949, in hospital, Aden, Donald McGregor.. 
M B., Ch.B., aged 49. í 

Morris.—On December ee ` 1949. in Nairobi, 

M R C.S.. L.R.C.P., of 77, Albert Hall Mansions, London, S.W.. 
and formerly of 8R, ee pe London, W., aged 74. 

` Newtod.—On, De-ember 20, 1949. at 14, Pentland. Avenue, Colinton, Edin-. 
burgh, William Henry Newton, M.D., -D.Sc 

Roherston.—On December 16, +1949, at Hamburg, Hamish Gordon Granv 
Robertson, M.R.C.S., L.R C.P., D.P.H., Lieutenant-Colonel, R.A.M.C. 

Rorie.—On December 16. 1949, ‘at 41, Albyn Place, Aberdeen, Frank Miller 
Rorie, M.B., Ch.B., aged 54. »: . 


Charles Sculthorpe Morris 
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INFECTIOUS DISEASES AND VITAL, STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the weck ended December 10. [No. 49 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deuths recorded under each infec tious disease, 
are for; (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


































1949 


(a) | (b) | (c) | (d) | (e) 
37 


1948 (Corresponding Week) 
(a) | (b) | c) | | ©) 


39 4 


Disease 


Cerebrospinal fever 
Deaths sa 


e aeee a n eg | ee | erm | e | G a ys | araa | et 





— —_— 





Diphtheria 
Deaths 


Dysentery 
Deaths 


Encephalitis 
acute 
Deaths 





— e ef ee ee | | aa aat | eag 


lethargica, 





Erysipelas sce - 
Deaths 


Infective enteritis or 
diarrhoea under 2 
years 

Deaths 
Measles* oa NA 
Deathst ; 





Ophthalmia neonatorum 
Deaths ate Pe 





Paratyphoid feve 
Deaths ga e 


Pneumonia, influenzal .. | 
Deaths (from infiu- | 
enza)ł ag a 





se 


Pneumonia, 
Deaths 





| 
primary . | 
vu l 





Polio-encephalitis, acute j 
Deaths by 








Poliomyelitis, acute 
Deaths§ i 








rm | — | ey | —— 


| 


Puerperal fever.. 
Deaths ii 


—e m EE 


Puerperal pyrexial| afa 
Deaths po 





Relapsing fever 
Deaths ia 





Scarlet fever 
Deathst 


[] 
 Deathst | 
Smallpox ee = | 


ft Ens ey fy Bg es | eer ages | ange eth ei 


Deaths 





Typhoid fever .. 
Deaths pu 





i | m | ma | i a aaia | ts u | ira | ee 


Deaths 





ey | ee, —— ee 


| 

| 

Typhus fever .: Sa | 
sa | 

i 


Whooping-cough 
Deaths a 
Deaths (0-1 year) 


Deaths (excluding still- 
births) 








Sense? | m |11 | — a f u ee) | — | cae | aan | mŘħ—ĖÁ— 


s .. | 5,222! 873) 702| 184 
Annual death rate (per 
1,000 persons living) 14-1] 11-4 
Live births wt .. | 6,595/1047| 849) 308 
Annual rate per 1,000 , 
persons living ae 17-0} 19-1]: 


Stillbirths a oe 193| 27 
Rate per 1,000 total 
births (including 
stillborn) .. ssi 

















* Measles and whooping-cough are not notifiable in Scotland, and the returns 

are therefore an approximation only. 
Deaths from measles and scarlet fever for England and Wales, London 

(administrative county), will no longer be published.. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

Includes puerperal fever for England and Wales and Eire. 
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EPIDEMIOLOGICAL NOTES 
Typhoid in a Liner 


When the liner s.s. Mooltan arrived in the Port of London on 
December 16 three sick members of the crew were removed 
to hospital for observation. On subsequent days further mem- 
bers of the crew were admitted to hospital, and a diagnosis of 
typhoid fever has now been confirmed in some of them. On 
December 22 a total of 11 confirmed cases were under treat- 
ment, and 5 further members of the crew were under 
observation in hospital. The organism is Vi-phage type A 
Retrospective inquiries suggest that the dates of onset of illness 
were during the last ten days of the voyage. 

One passenger has been admitted to hospital as a suspecieu 
case of enteric fever. The names and addresses of passengers 
and members of the crew who left the vessel have been notified 
to medical officers of health of the destination to which they 
were proceeding. 


Discussion of Table 


In England and Wales there were falls in the notifications 
of whooping-cough 88, measles 58, dysentery 26, and acute 
poliomyelitis 17, while the only large rise was in the incidence 
of scarlet fever 100. 

A small rise in the incidence of scarlet fever was reported 
from most areas; the largest increase was London 31. The 
notifications of measles remained almost constant in most 
counties ; the exceptions were decreases in Durham 212 and 
Norfolk 83 and an increase in Lancashire of 110, mainly contri- 
buted by Liverpool C.B. with a rise from 77 to 145. 

A small decrease in the incidence of whooping-cough was 
recorded in most areas ; the only large fall was 47 in Yorkshire 
West Riding. The only marked change in the notifications of 
diphtheria was an increase of 8 in Staffordshire. 

Two-fresh outbreaks of dysentery were reported during the 
week, one affecting 24 persons in Berkshire, Wokingham R.D.. 
and the other with 18 notifications in Staffordshire, Wolver- 
hampton C.B. Only 2 cases were’ notified in Gloucestershire 
and in Cheshire; in the preceding week the notifications were 
30 and 16, respectively. The other large returns for dysentery 
were Lancashire 21 (Preston C.B. 7, Liverpool C.B. 6); London 
14 (Poplar 7); Northumberland 11 (Newcastle-upon-Tyne C.B 
9). The largest outbreak of food-poisoning was that in which 
43 cases were notified in Wiltshire, Salisbury M.B. 

In Scotland there were decreases in the notifications of acute 
primary pneumonia 63, scarlet fever 35, whooping-cough 23. 
and dysentery 21, with increases in the incidence of cerebro- 
spinal fever 12 and diphtheria 8. The rise in the notifications 
of cerebrospinal fever and diphtheria was contributed by 
Glasgow. Notifications of dysentery came mainly from 
Glasgow 23 and Stirling county 15. 

In Eire, there were decreases in the notifications of scarlet 
fever 34 and whooping-cough 28. Notifications of diarrhoea 
and enteritis fell by 9 in Dublin C.B., but there was a rise of 
14 in the rest of the country. / 

In Northern Ireland there were only small changes in the 
notifications of infectious diseases. In Belfast C.B. a decline 
of 31 was reported in the notifications of measles, but there 
was a rise of 34 in the remainder of the country. 


Initial plans for the control of venereal disease in the South 
east Asia Regional Organization of WHO are being drafted on 
the basis of reports furnished by Dr. George M. Leiby, WHO 
consultant working with the WHO regional office in New Delhi 
The plan includes a project for the eradication of yaws in 
Indonesia. Unicef has allocated $700,000 to it. A scheme 
for controlling syphilis will be combined with it. Dr. Leiby. 
who is professor of internal medicine and syphilology at the 
University of California, will also visit Bangkok to discuss 
plans for V.D. control in Siam. It is believed that adequate 
V.D. services can be introduced in Ceylon in conjunction witb 
the Mother and Child Welfare Organization there. After com- 
pleting his tour of Burma and Indonesia, Dr. Leiby will be 
replaced by Dr. N. Jungalwalla, who will be the permanent 
consultant in venereal diseases to WHO in South-east Asia. 


4 1 t 
4 t 


Dec. 31, 1949 | : © vt, ANY QUESTIONS? ; .- eg "Saari 1539 


z : ' MEDICAL JOURNAL 





i , ; t 


t 


= g , : j a T prag _ tenotomy of ‘the affected muscles should be considered, as ti 
An Questions Y ‘+. Operation can: greatly . increase the walking distance. 
y ; s ye ‘y “+ 4. . Some indication of the. degree of generalized arteriosclero 
: -.. gan “be obtained from estimation of the blood pressure a 
: ‘from palpation of the course and’ consistency of the brach 
C omespondenis should give their names and addresses (not“for and radial arteries, while” radiographs of the limbs show | 
publication) and ‘include all relevant details in their questions, degree of, eleiheation in the arteries. The patency of 1 
which should be typed. We publish here a selection of those arteries at any level can be estimated by palpation of the pul: 
, yuestions and answers which seem to be of general interest. or by oscillometry, and the presence of'other evidence 
; ischaemia, such as muscle-wasting and pallor'of the foot 
7 “Control of Dust-borne Infection | elevation or exercise. The (exact state of the limb arteries < 
Q.a) How -useful is the oiling of floors and blankets'in be demonstrated by arteriography, but clinical examination 
preventing cross-infection ? : What oils should- be applied, in’ usually sufficient to assess the extent of the ischaemia. 
what quantities, and how often? Can you mention any hospi- 





` t 


tals using the method now? (b)'What is the best method of, - "Poo conte Combined Degeneration 
aerial disinfection? I take it that the only effective chemical E ; ; 
available commercially is sodium hypochlorite ? i Q.—How should a case of subacute combined degenerat 


of the cord where the neurological symptoms are predomin: 
A.—(a) Dust in a hospital ward consists largely of particles be treated? One proprietary liver extract has been used, ¢ 


of fabrics from the patients’ beds; when these fabrics are discarded because it produced a dark-brown discoloration 
contaminated by secretions or discharges the dust arising from the urine with a high specific gravity. Is there any explanat. 
‘them,,and the air, when dust is formed or ‘disturbed -as by for’ this, as the urine is otherwise normal? How soon n 
bed-making F floor-sweeping, can be shown to contain sur- improvement in the neurological signs and symptoms 
prisingly large numbers of pathogenic bacteria. That oiling, _ expected with adequate dosage ? 

oy ues hes e Dn acter iñ aces A.—Subacute combined degeneration of the ‘cord requi 
, Masses, much reduces aerial contamination and actually reduces 
‘the amount of crossinfction bas beon fully proved. Papers fll and intensive testment, andthe dots of the anand 
which shou e consulted are those o omas an an., 

den Ende, (Journal, 1941, 1, 953), Van den Ende and Thomas . count has returned to normal. If liver extracts are employ 
(Lancet, 1941, 2, 755), Thomas (ibid.,: 1941, 2, 123), Van then doses of 2-4 ml. intramuscularly daily for a fortnight 
den. Ende, Edward, and Lush (ibid., 1941, 1, 716), cad Wright, longer should be followed’ by similar doses on alternate da 
Cruickshank, and Gunn (Journal, 1944, 1, 611). These contain and then two or three times weekly until the condition is m 
information ‘about methods, which cannot be detailed here, as spb oats De dae togeriieatar tis eae 
NEN Se cee es, A DE Orling Of Doors ts sinple and inexpensive, are obtained to wie continued administration of 10 g. of de 
Ae ped cue Tep nRoN ony see gabe Or onr a cated pig’s stomach thrice daily; this should be eG in c 
ea piace a EE es Ang sion water or cold milk after meals and should not be heated. Sor 
only present-day use of both processes of which we have Tew: times'in the early stages it is of advantage to combine parente 
ledge i is in the Burns Unit of the Birmingham Accident Hospital, re m oral dose ete GB ml) twice dal ae 
although it may well be that other hospitals use them. The sear a in a dose Oe; y may 
oiling of floors only has been continued at the L.C.C. North- 

Western Hospital (where the observations of Wright et al. Pe ett investigations have ee A pad 
tara a a scar ere a Wore > pres co A and ae effects have not been fully reported. Doses 

nit n ospital, t ans, and doubtless elsewhere 

lt should perhaps be pointed out that this method of dealing 40-60 #8. intramuscularly once or twice weekly migbt be al 
with infected dust is only one of many precautions, some VUCCF no Cir 


Š or in combination with any other preparation. Ancillary tre 
er aha eases i OEE nen rae i ments will include: (a) acid. hydrochlor. dil. 30 minims (1.8 r 
(b) Most of the information asked for in this question can and glycerin. pepsin. 1.5 dr. (5.25 ml.) in a tumblerful of we 
be found in the memorandum “ Studies in Air Hygiene ” (Spec. after each meal if there are any gastrointestinal sympton 
Rep. Ser. med: Res. Coun., Lond., No. 262, 1948), which was ` (b) supplementary, vitamins, ‘especially B complex, and a 
the subject of a leading article in the Journal for September 17, 28corbic acid (50 mg. three’ times a day); (c) a “ate nor 
1949 (p. 640). The best method of aerial disinfection- depends {et ; and (d) massage and exercises for the limbs. The respo 
on many circumstances not specified in the question. For ‘will vary according to the severity of the initial condition, 
temporary use in an emergency such as an airborne epidemic, intensity and persistence of the treatment, and the individ 
and in premises where elaborate installations employing ultra- nan ae the ies Poh arian should sae a 
violet light-or glycol vapours are out of the question, it is true 7 We frst few weeks, particularly as the bio = 
that -sodium hypochlorite is the best agent available. , to formal, after which it should be progressive although Pt 
l ably slow. ' Paraesthesiae and some spasticity may persist 
| Sympathectomy for Intermittent Claudication a very long time. 
ibe A dark-brown urine is noted occasionally after the use 
certain very crude preparations of liver, and is probably « 
to pigmentary matter extracted from the original liver tissue. 


Q.—W hat are the indications for sympathectomy in inter- 
mittent claudication? Is there ‘any means of telling what is 
the state of the arteries at any time and at any level? 


A. —Recent Investigations have shown that sympathectomy .- ’ He Treatment of Coronary Thrombosis 
ig of benefit in the milder degrees of intermittent claudication, 
where`.the pain either wears off or remains constant even with Q. —What, is the a Satisfactory modern treatment 
continued walking. In such cases a high proportion of patients, COrOnary thrombosis? Is heparin or dicoumarol of pro 
can be greatly relieved by the operation, or by chemical destruc- value ? a l l 
tion of the lumbar sympathetic chain by phenol injection, wher A.—The mortality rate of all cases of acute coronary thre 
open operation is contraindicated ‘by the patient’s age or general bosis treated with rest alone is in the region of 20%. If 
condition. In the “more pronounced degrees, when further - 800-calorie diet is maintained for the first week and a light c 
walking is prevented bythe: development of severe pain, only thereafter the’ mortality rate drops to around 15%. The ac 
. about one-third of cases obtain benefit from sympathectomy, tion of anticoagulant therapy lowers it another 24%, : 
and in‘ this group’ the operation is hardly justifiable. Phenol practically abolishes thrombo-embolic complications such 
‘injection can be tried, provided the patient understands that cerebral thrombosis, phlebothrombosis, pulmonary infarcti 

‘ improvement is by no means certain. If this confers no benefit, and massive pulmonary embolism. The slight TOVERDE of 
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mortality rate may be fairly attributed to the absence of deaths 
from massive pulmonary embolism. It is likely, though not yet 
proved, that the administration of quinidine 3-5 gr. (0.2-0.32, g.) 
thrice daily for the first month may diminish the number of 
deaths: from ventricular fibrillation! In other words,’ the 
combination of a low-calorie diet, anticoagulants,’ and quini- 
‘dine may be .expected to halve the mortality- rate. of acute 
coronary thrombosis. In practice it is usual to slimit anti- 
coagulants to those cases in which thrombo-embolit complica- 
tions are likely. The criteria for employing such therapy 
include: (a) marked fall in blood pressure; (b) any evidence 
of left ventricular failure or congestive heart failure; 
(c) paroxysmal tachycardia or auricular fibrillation; (d) electro- 
-cardiographic signs indicating gross infarction—for example, 
monophasic Q waves and persistent elevation of the ST segment 
in left ventricular surface leads and their equivalents; and 
(e) any direct signs of thrombosis elsewhere. If heparin were 
‘easier to give and less expensive, or dicoumarol were less 
‘dangerous and required less laborious control, the 'dnticoagu- 
lants would probably be given as a routine to all patients ; but, 
as they are not, some selection is usual. 


Pruritus During Pregnancy 
, ' r 
Q.—What is the best treatment for pruritus of pregnancy ? 
A patient suffered considerably in her first two pregnancies ; 
she is now two months pregnant and already the irritation has 


_ started in the vulva. There are no abnormal physical signs and 
the urine is free from sugar. i r 


» “wy 8 


A.—If the pruritus is limited to the vulva there is nearly 
„always a local cause for it, and, even if there is no glycosuria 
and no obvious vaginal discharge, vaginal swabs should. be 
repeatedly examined to exclude trichomonas and monilia infec- 
‘tion, If all such local causes are excluded, treatment with acid. 
‘hydrochlor, dil. 30 minims (1.8 ml.) in a tumbler of water three’ 
-or four times daily with meals may be tried tentatively. The 
cause of generalized pruritus associated with pregnancy is un- 
known, but the nature of the skin lesion rather suggests an 
allergic basis. Treatment is empirical, and, if antihistamine 
drugs are ineffectual, stilboestrol, 5 mg. thrice daily by mouth, 
sometimes seems to help. Calcium gluconate in large doses is 
also used. Frequent bathing with 1% sodium bicarbonate solu- 
tion may give temporary relief. When the pruritus is restricted 
mainly to the abdomen—and it often is—an emollient such as 
lanoline cream gently rubbed into the skin each day is well 
worthy of trial. 
Hirsutism 

Q.—W hat investigations are called for in a case of hirsutism ? 
A woman of 28 has a growth of hair on her legs, slight growth 
on her chin, a tendency to masculine-type pubic hair, and hair 
«round the nipples. Her menstrual history is normal, apart from 
slight irregularity and amenorrhoea for six months on Starting 
' nursing; there is no other evidence of endocrine imbalance. Is 
it possible to prescribe'a depilatory cream which would relieve 


the hirsutism and, if so, could its use be continued indefinitely 
without danger ? 


A.—The adrenogenital syndrome is usually said to consist of 
‘three features—hirsutism; adiposity, arid amenorrhoea. Some- 
times, instead of adiposity, one gets increased muscular develop- 
ment and strength, and even loss of adipose tissue. In this 
‘case the amenorrhoea would appear to be psychological, and 
should this be so we are probably dealing with a genetically 
‘determined hirsutism for which there is no medical or surgical 
‘endocrine treatment. In the case of adrenogenital syndrome 
the usual cause is bilateral hyperplasia of the adrenal cortex, 
and unilateral adrenalectomy may’offer a modicum of relief. 
An adrenal or ovarian neoplasm is revealed by excessive secre- 
tion of 17-ketosteroids in the urine, and’ by intravenous pyelo- 
graphy or possibly’ pelvic examination, respectively. . Depila- 
tory creams are, in the writer’s experience, fundamentally 
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NOTES AND COMMENTS 


Salicyl-sulphonic Acid Test.—Dr. A. MicHagL Davies (London, 





- N.W.) writes: Under “ Any Questions ? ” (December 3, p. 1306) the 


ineffective. and not without danger or severe discomfort. ` 


‘Other physical measures, such as shaving or electrolysis, are 
son the whole preferable. 


use of the salicyl-sulphonic acid test for the detection of “ albu- 
min ” in urine is discussed and the statement made “ that the test is 
not so delicate as the boiling test... .” Some months ago I had 
occasion to investigate this point and found the converse, to be true— 
i.e., that the sulphosalicylic acid test is twice as sensitive as the 
boiling test in the detection of protein (not “ albumin "’) in urine 
A series of dilutions of plasma in urine were made, commencing a: 
0.5% and running down to 0.005%. The urine was fresh, pooled. 
and found to be free from protein and other \abnormalities. The 
plasma ‘was human, citrated and pooled, and was found to contain 
7.0 g. of total proteins per 100 ml. (biuret method). Each test was 
performed. in. triplicate by each of three experienced labqratory ` 
technicians and myself, the operator having no prior knowledge ol 
the protein content of the specimen, and the end-point taken to be 
the faintest detectable (naked eye) opalescence. The results showed 
close agreement. With 25% sulphosalicylic acid the end-point was 
reached at 0.04% plasma (a protein content of 2.8 mg. per 100 ml.) 


and with the boiling test and addition of 2% or 4% acetic acid the ` 


end-point was 0.08% plasma, a protein content of 5.6 mg. per 100 mi 
The ease and sensitivity of the salicyl-sulphonic acid test make it 
eminently suitable for surgery or bedside use, and it deserves to be 
more widely employed. The possibility of false reactions with uric 
acid and “ uroselectan ” in no way detracts from its value, and a 
further point in its favour is the fact that it can be made into a , 
quantitative test by using constant volumes and comparing with 8 
set of standards. I have used it as the routine test for proteinuria in 
several clinical laboratories with complete success. 


The Symptoms of Botulism.—Dr. GERALD LEIGHTON (Ramsey, Isle 
of Man) writes: In a typical outbreak usually several people are 
affected. All’ present the same symptoms within a few hours of each 
other, varying in severity; all remain for a time unaware of having 
taken the toxin, and go about as, usual. There are no symptoms at 
all until the patient suddenly complains of dizziness and double’ 
vision, when paralysis of the ocular muscles is commencing. This 
may. appear at any time from six hours to about thirty hours: 
having appeared, the outlook is serious. In a typical case there is 
no incubation stage with preliminary feverishness; the temperature is 
slightly subnormal. There is no pain, or only slight pains, no 
headache, slight vomiting in some cases, none in about half. Then 
appears the striking sign of more or less complete ptosis., Vision 
is not’ impaired. The speech becomes blurred and indistinct: 
attempts to walk are marked by staggering. There is no pain at this 
or at any other stage in a typical case. Consciousness remains to 
the end. As a rule there is obstinate constipation al] the time, but 
no headache nor any rise of temperature. The later symptoms then 
develop: difficulty in swallowing; the larynx becomes paralysed: 
power of speech is often completely lost. The mental faculties are 
fully active and communication is achieved by writing. There is 
dyspnoea from accumulation of mucus. Lastly the intercostal 
muscles and diaphragm’ become paralysed and the circulation fails 


Up to this point there is no marked deviation of the pulse from 


normal, ` 


~- 


High-pitched Voice in Adult Male—Mr. M. VLasto (Wester- 
ham, Kent) writes: I was surprised to read the reply (“ Any 
Questions ? ” November 26, p: 1246) to the question about high- 
pitched voice in adult male. The eunuchoid type of voice is heard 
now and again by laryngologists and speech therapists, who know 
little or nothing about the * secretions of androgens.” In my 
experience the great majority of such cases have a psychological 
background and are, amenable to therapy along well-established 
lines. ... 


' 
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Correctiou.—Dr. erence East’s Failure of the Heart and Circula 
tion is priced 8s. 6d., not 6s. as stated in our recent review. 
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e Annual Representative Meeting was held in the Royal 
ll, Harrogate, on Friday, June 24, and subsequent days. 
| E. A. Gregg (London) presided, supported by Dr. H.-Guy 
in (Chairman of Council) and the ‘other officers- of the 
sociation. The main and supplementary agenda contained 
) motions and amendments, almost the whole of which 
ated to matters contained in the Annual and Supplementary 
ports of Council, published in the Supplement of April 2 
l of May 28, fespectively.- =< 


" FRIDAY, JUNE 24, 
| _.’ PRELIMINARY . 
| The British Commonwealth Medical Conference 


The Chairman of,Council, in dealing with preliminary matters 


out in the Annual Report, said that during this year the first 
eting of the Commonwealth Conference had taken place at 
katoon. It was remarkable that though such an enormous 
lance had to be covered a representative of every member 
the Commonwealth was.present. Dr. Hill and he had repre- 
ted the Association in the home country. A very successful 


ference was held. The Canadian hosts arranged a three-day - 


gramme in which practically all the important problems of 
dical administration as they affécted Canada were: put for- 
d in the form of a number of papers, which -were then 
‘assed: by other members of the Conference from the point 
view of the situation in their own countries. The Confer- 
e was held in connexion with the Annual Meeting: of the 
adian Medical Association which followed it, and most of 
visitors stayed for the whole timé of that meeting. It was 
ery informative experience. An enthusiastic welcome was 
n by the Canadians: It was ‘proposed next year that a 
ilar conference be held in connexion’ with the Australian 
nches of the Association at their annual meeting in Brisbane. 
se international meetings were naturally expensive occasions, 

the experiment had begun very well and he hoped it 
ild be continued. The World Medical Association was meet- 
this year in London and had elected their own Secretary, 
Charles Hill, as president. The meeting would take -place 
Ictober. 

President, 1950-1 ee 


he Chairman of Council then proposed that Professor. T. P. 
Murray, C.B.E., M.Ch., F.R.C.S.Ed., be elected as President’ 
he Association, 1950-r. He said that Liverpool in con- 
tion with Southport had invited the Association to hold its 
ual Meeting there next year and had nominated Professor ` 
Aurray- as President. ` i dr 

1e Motion was carried unanimously and with applause. 

.National Formulary i 

1 the question of the National Formulary, which was the’ 
‘ct of a statement-in the preliminary part of the Report, 
lon asked that early steps should be taken to ‘improve the 
mts and scope of the existing National Formulary so that 
uld prove of real value to those engaged inithe science 
irt of medicine and to the public at large. _ 
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. Dr. R. W. Cockshut said he was not criticizing the Com- 
mittee, which had done a very good job within the limits set 
for it. But those limits were too narrow. ‘The old idea of the 
Formulary in the days of National Health Insurance was rather 

‘heing continued, and the idea behind the present compilation, 
it seemed.to him, had been primarily one of cheapness. in the 
National Health Service they must get away from that idea 
as being a main consideration, though they would all agree 
that -unnecessary extravagance must not be allowed. He felt 
that if the Formulary was allowed to continue in its present 
form the ultimate’ result on prescribing would be serious. 
Excellent preparations would be replaced by others less 
acceptable-on the ground that they were cheap. When they 
compared this National Formulary with, say, Martindale, he 
felt rather ashamed“of the former. He did not decry the good 
old drugs nor would he suggest the most expensive products, but 
he thought the idea of cheapness should be brushed aside. He 
made some amusing criticism of the “ Notes for Prescribers,” 
and said that if theirs was the sort.of profession which needed 
that sort of advice about prescribing he did not think they 
deserved any increase in the capitation fee. _ l 

© Dr. J. A. Ireland (Council) took exception to the implica- 
tion in the Hendon resolution that the National Formulary 
had no real value. He considered that there was an enormous 
amount of good in the Formulary, though it was capable of 
improvement, and a certain number of deletions: and additions 
might be made. s y 

Dr. Frank Gray (Council) said that Dr. Cockshut had com- 
pletely misconstrued the purpose of the Formulary and of the 
Committee which drew it up. There was no dictation here. 
The Formulary was intended to be only a help to those who 
cared to use it. It had been indicated in various ways that 
practitioners liked’ to have a Formulary for convenience, and 
‘accordingly a good deal of work had:been put in in connexion 
with this. If they did not like it after it had been tried out 
for a reasonable time they had only got to say so. But to 
suggest that it was something from on high which limited their 


' discretion in any way whatever was ridiculous. He also read 


into Dr. Cockshut’s remarks a suggestion that ‘the authority of 
the National Formulary had been used to favour commercial 
interests: This was an extraordinary implication. ` As for the 
simplicity of the preparations, this might help those doctors 
who were about to graduate from certain medical schools 
where simplicity was not recognized at its full value and might 
remind them that drugs after all were not the largest part in 
the ‘treatment of ‘the patient and that there were other things 
which were of more importance. etc 
.,, the Chairman of Council said that under National, Health 
Insurance they had been used to a Formulary for a long time. 
Dr. Cockshut knew perfectly well that he might prescribe what- 
ever was. necéssary for his patients, however expensive, and he 
might use or not use the Formulary as he wished. This 
Formulary was put forward for the use. of the profession as 
. it wished. It was sent out with no instructions whatever. He 
hoped the meeting would show its ‘disapproval of the view Dr, 
Cockshut had taken and of the motion which Hendon bad 
brought forward.: > l i 
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Dr. Cockshut said he had merely come there to say what 
he had thought. If a doctor’s prescription rate was over the 
average for his area the matter would be investigated, and such 
investigations would lead doctors to say, “I am going to stick 
to the National Formulary in future.” He therefore felt that 
they wanted a very much better Formulary than the one which 
nad been placed before them. 

The Hendon motion was adopted by a majority. 


CIVIC WELCOME 


At this point the business was suspended while a civic wel- 
come was given to the Association by the Mayor of Harrogate 
(Councillor Mrs. M. Fisher, J.P.). 

The Mayor said this was probably the proudest moment of 
her year of office. It had already fallen to her lot to welcome 
several conferences to Harrogate during her first month as 
Mayor and she hoped to welcome many more, but the present 
conference was not merely the biggest she was likely to have 
the ‘pleasure of seeing in that hall, but also one of the most 
important that Harrogate could wish to welcome. The links 
between Harrogate and the medical profession were manifold. 
The town received its Charter of Incorporation in 1884, and 
in the official inquiry which led up to the granting of the 
charter much was made about the inability of the. British 
Medical Association to come to Harrogate at that time because 
the town had no mayor. Well, they had had to wait 65 years 
before achieving the purpose for which they were apparently 
incorporated as a borough, but the occasion had been well 
worth waiting for. She hoped that the Association would have 
a useful and happy stay in Harrogate and that the meeting 
would be of great benefit not only to themselves but to the 
country as a whole. Finally, she presented to the Association 
a handsome banner bearing the Harrogate coat-of-arms, which 
she trusted would always be a reminder of a most successful 
conference. 

Dr. Gregg, on behalf of the Association, thanked the Mayor 
for her very kind words of welcome. He had been asked how 
it was they had not come to Harrogate before and he had never 
been able to get an answer until the Mayor had given an explana- 
tion that morning. He did not think that Harrogate needed 
much in the way of advertisement. In the 65 years since its 
incorporation it had proved of value to many people in this 
country and from all parts of the world, and the Asséciation 
was extremely pleased to have had an opportunity of holding 
this meeting in such beautiful surroundings. One of the things 
they would carry away most warmly in .their hearts was the 
civic welcome. He thanked the Mayor also for the beautiful 
banner, which would be treasured in the Great Hall at B.M.A. 
House in London in company with a number of other banners 
from cities in which they had held their meetings. 

The Mayor then retired. 


NATIONAL HEALTH SERVICE 
Dr. Dain’s Statement 


The Chairman of Council introduced the sections of the 
Annual and Supplementary Reports under “ National Health 
Service.” 

Dr. Dain spoke as follows: This is an opportunity to review 
what has taken place since last July. We have now had nearly 
a year of experience of the Service, and that experience has 
been very informing and in many respects disappointing. We 
have found a public willing to accept the Service, ready to take 
advantage of the public provision to a very complete extent, 
and we have found, as we expected, that the provision of 
services is not likely to be sufficient to meet the demand. We 
in general practice have experienced an enormous demand for 
our services. We have had the disappointment of continued 
delay in the setting up of the final arrangement for all kinds of 
practice. We protested as vigorously as we could against the 
starting of a service until more complete arrangements had been 
made, and at the end of a year.we find that the Government 
is not even yet prepared to agree the terms of service of con- 
sultants and specialists in our hospitals, and the final remunera- 
tion of general practitioners is not yet determined. That has 
been a cause of great dissatisfaction. There is much yet to be 


decided, and it is not surprising that many of our mem be 
willing and anxious to give a good service, have found the 
selves very handicapped in their work. We are confron 
with a dangerous situation such as we had never anticipat 
We assumed on the statements given to us before we accep 
the Service that our entrance into the Service was conditio 
on the establishment of a Whitley machinery by which « 
terms could always be discussed and which would be bacl 
by arbitration in the event of disagreement. Under no ot. 
conditions could we have accepted service. We could not e 
would not as representatives of a great profession in t 
country have accepted a position in which we should be pla 
completely in the hands of the Government or of a Gove 
ment Department. If we cannot attain a complete freedom 
take our case, whatever we may consider it to be, to arbitrat 
we shall be compelled to come out of the Service. (Prolon; 
cheers.) 

It is a great comfort to me to see the extent to which 3 
react to this particular situation, because in my view there 
no possibility of going back from this. We have gone into 
Service and have hoped to make it a good one, but we « 
do that only if we are free to express our opinions as we 
able and free to take our difficulties to arbitration, and are ) 
subject to the ultimate decision of a Minister as to whether 
may or may not make that resort. 

The position, of course, is altering in the field of negotiat 
very materially. In the past, in the matter of Whitley Count 
the Government have stood outside and watched the proce 
ings in a benevolent way as between employer and employ 
and have approved of Whitley Councils as representing bi 
sides of an industry. But if the Government of the coun 
are to continue to become increasingly the employers of c 
section of the community after another, and are to be in < 
case the employers of the medical profession, they mist 
prepared to accept the position of employers with regard 
Whitley Council machinery, and not stand behind any previc 
idea that the State must be outside such a situation. Tt 
cannot be employers and judges at the same time. 

It is natural for the Government to say, as I understand 1 
been said, that it cannot be in a position in which any p 
fession or calling can dictate to the Chancellor of the Excheqi 
what his Budget shall be. But we cannot stand for that attitu 
We must have the right to go to arbitration even though it 
the Government which is the employer. It is essential to us 
we are to continue in the Service that freedom to go 
arbitration should never be in question. (Loud applause.) 


The Amending Bill 


Dr. A. W. Gardner (Brighton) called upon the meeting 
register its profound dissatisfaction at the Minister’s brez 
of faith in not honouring his undertaking to consult the medi 
profession before presenting the Amending Bill to Parliame 
He said that they had been told that the Minister promised 
consult the profession before submitting the Amending ] 
to Parliament, and he had failed to do so. Members of 
profession had done their best to work the Act, but they cot 
not go on working the Act if the Minister said one thing « 
day and changed his mind the next. 

Dr. D. F. Hutchinson (West Middlesex) said that the Minis 
had repeatedly made suggestions and promises, none of wh 
had been carried out. .It was only a day or so before - 
Amending Bill was tabled that their representatives were assu; 
that the Association would be consulted. This had gone 
for too long. They had the opportunity at the present meet, 
of making it perfectly clear to the Minister that these politi 
tricks should be exposed for what they were. 

Dr. W. R. E. Harrison (Brighton) appealed for a unanimi 
expression of dissatisfaction with the behaviour of the Minis 
of Health. But words expressing dissatisfaction taken alc 
would cut no ice with Mr. Bevan. The time must come wł 
such words were translated into action. 

Dr. A. G. Manley (Richmond) asked that the meeting mi 
be told when the Minister actually gave an undertaking 
consult ‘the profession as stated in the Brighton motion. 

The Chairman of Council replied that the position w 
regard to the Amending Bill was that they had a distinct und 
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inding with the secretary of the Ministry that immediately. 


e Service started they should discuss-with him the: contents ` 





ithe Amending Bill and learn from, them what-subjects it was ` 


‘oposed' to include. That had not been implemented. There 
id been no consultation as to the contents of the; Bill, and- 


nen they protested, the- Bill having been printed ‘anid Jaid - 


fore Parliament, that they had not had the promised consulta- 
Mn, the Ministry took refuge in the position that they could 
yt be shown the Bill before it had been presented to Parlia- 
ent. But they had never asked that the Bill should be shown 
them, only that its contents should be discussed. -The secre- 
ry of the Ministry bad said that the Ministry, having heard 
eir arguments, regarded’ this as consultation. on the contents 
the Bill. 
The Brighton motion’ registering profound dissatisfaction at 


e Minister's breach of faith iù not honouring his undertaking ` 
consult the profession before presenting the A menduig Bill 


— 


£ 
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as carried unanimously. 4 . 


| Medicines for Private Patients, ~ 


Dr. J. W. McCarthy (Hendon) moved that “ disappointment 
id resentment ” be expressed by the Representative Body at the 
ilure of the Minister to include in the Amending Bill provision 


r the free supply of medicines and scheduled appliances for: 


vate patients. He said that it was very important to the 
irvival of private practice that patients who elected to have 
private doctor should not be penalized when they required 
(pensive appliances and preparations. The Minister had said 
at he could -noť subsidize private practice. 
jerybody i in this country was paying in some way or other for 
is Service. - Admittedly the administrative difficulties would 
2 great but they would not be insurmountable.. Dr. R. Kelson 
ord (Chelsea and Fulham) pointed out that it was the patient 
ho ‘was being penalized, not the doctor. To make.a patient 
ay twice was almost savouring of malice, possibly of vindictive- 
ass, Dr. A. M. Easton (Kingston-on-[hames) and Dr. A. Y. 
ussell (South Staffordshire) supported the motion. 
Dr. Dain said that they had been pressing all the time for 
ie right. of the private patient to receive medicines as part 
f. the services An amendment to that effect to the Amending 
ill would be moved, and he hoped that represgyitatives would 
o what they could with their Members of Parlieent to impress 
pon them the public interest-in this matter. © S” 


Dr. E. C. Warner (Marylebone) said that the Minister was“ 


2ting- quite arbitrarily in this-respect, even by Parliamentary 
andards, Private practice in this country must be supported 
' they were going to survive as a free profession. Visitors , 
>) this country were told that they could have all the health 
enefits under the Act, and yet benefits were being denied to 
ur‘own people. Mr. Bevan had'said on March 15 last that 
ere was no limitation™to -what ‘the Health Service could do. 
Dr. J. Lipetz (City of Edinburgh) considered that the Hendon 
iotion was scarcely in keeping with the serious purpose of 
at meeting: If any private patients felt that perhaps they 
ere getting better service by seeing doctors privately and by 
zing willing to pay privately for their services, he thought 
ich patients should pay also for their medicines. The adminis- 


ative difficulties of providing free medicines for private - 


atients would be considerable, but much more important was 
that the principle involved would be quite contrary to the 
irit of the Act. This was not a constructive proposal. He 
2peed the meeting not to make an issue of so flimsy a point. 

The Hendon ‘motion’ was carried by a considerable majority. 


: . Position of Aliens 


Dr. J. C. Arthur (Gateshead) asked-the meeting to express 
ong disapproval of the position whereby any alien has free 
ess to all medical services paid for by the British taxpayer 
ile the taxpayer js denied free medicine if he elects to 
cea private contract with his general practitioner. He said 
the position was an intolerable one. 
r. Eric’ Steeler (Marylebone) said that the Gateshead 
on was not strictly accurate. Six months ago a patient was 


over.to this country to have a specific operation per- ' 
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oma on him ‘by the present speaker. The patient wanted _ 
to: have it done ünder the British Health Service. The speaker 


“accordingly. wrote to the Ministry and asked whether it could 


be- done. under that Service, -and the reply -was that it could 
not, thatan’ alien’ ‘arriving in this country for a specific opera- ` 
tion or treatment was not entitled to the benefits of the National 
Health Service, “He asked further what was the position of 
a. ‘Commonwealth citizen coming over here for a specific opera- . 
tion.” or treatment, and was told again that, the answer was 
“No.” ` Of course, the visitor might quite easily come over 
here for another purpose and while “here develop an illness 
which required treatment. But the~ fact remained that any 
alien was not entitled to a free National Health Service. 

Dr. Hill (Secretary to the Association) said that Mr. Steeler 
_was quite correct. When they raised the original point as to 
“whether aliens/were entitled to the benefits of the Service they 
were advised by lawyers that they were so entitled because they 
came within the description of persons who were for the time 
being within the area of an Executive Council: Mr. Steeler’s 
experience showed that the Ministry of Health, having achieved 
the legal position that all aliens in the country were entitled 
to the Service, had, by a:process of administrative law, divided 
the aliens into two pgroups—those who came as tourists and 
fell ill while here, and those who came deliberately with the’ 
purpose of seeking the benefits of. the Service, This was an 
added complication to the position. 

The Gateshead motion was carried one e 

í The Right to Arbitration 

Dr. S. J. Firth (Brighton) moved: “ That this meeting is. of 
opinion -that arbitration provided for in the Amending Bill 
should be under Whitley Council arenes and not as set 
out in sect. 12 of the Bill.” 

He said that without the consent of one ‘or other party a 
trade dispute could be referred to the. Minister of Labour; who 
would set up an independent tribunal, but the decision of that 
tribunal .could be accepted only as advice. The argument 
might well be that it would be unconstitutional for a Minister 
to be ruled by the decision of an independent body. In terms 
of general policy it would be difficult to imagine that an 
independent body could overrule the State, but we had to-day « 
a somewhat changed view of democracy. It was suggested 
that .it must be considered essential to the working of the 
National Health Service that any dispute, certainly in regard 


_ to remuneration and conditions of service, should go to an 


arbitration tribunal, whose decision should be binding on both 


parties. 


y 
Dr. G. O. Barber (Mid-Essex Division) considered that the 
Minister’s refusal to grant the right of appeal in disciplinary 


-cases, or arbitration if the Whitley machinery broke down, 


showed an autocratic attitude which the medical profession 
would not tolerate. pi 

They felt that they had been completely let, down over this 
failure to go to arbitration. They should put it strongly that 
they would not tolerate his autocratic attitude: The time had 
come when they had to show that on this fundamental prin- 
ciple they were not going to tolerate the autocratic attitude 
of the Minister.. ; 

Dr. A. G. Marley (Richmond) held that the right of arbitra- 
tion must be an integral part of the Whitley Council machinery 
set up for the medical profession, and must be incorporated 
in ‘the, Amending Bill. If the constitution of the Whitley 
Council machinery was made so that they could arbitrate on’ 


‘all matters within such machinery, then they would achieve 


. the end which they were seeking. 


He submitted that Clause 12 
of the Bill covered the admission of trade disputes and was 
not directly allocated’ to Whitley Council machinery, except 


. that the disagreement might at a later date be ‘dealt with by such 


machinery when set up. Their job was to ensure that the 


constitution of such machinery was to their liking. 


Dr. R. Fortes (Hendon) said there would be’ some difficulty 
if the meeting passed the Brighton resolution i in its present form 


—namely, that arbitration provided ‘for in the Amending Bill — 
_ Should be under Whitley Council machinery and. not as set 
‘out in Clause 12 of the Bil. The operation of: the Whitley 


machinery was primarily to enable employers | and employees - 
J 4 Lo n 
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to come together to discuss matters of common interest and to 
arrive at agreement if practicable. On occasion agreement was 
not reached, and what they wanted to ensure was not the 
Situation foreshadowed under Clause 12 of the Amending Bill 
——namely, that there might be arbitration ensuing on disagree- 
ment—but that there should be arbitration if they or the 
Minister so desired, Brighton was suggesting that arbitration 
should be incorporated in some way in the Whitley machinery. 
What they wanted was that the Whitley machinery should stand, 
but it should be backed by compulsory resort to arbitration, 


Whitley Machinery 


Dr. Hill (Secretary) said that Whitley machinery was a volun- 
tary arrangement. What they were promised in terms which 
had been set out in the Journal was that voluntary arrange- 
ments would be buttressed by an arbitration system. There- 
fore it was necessary for something to be said in the Amend- 
ing Bill as to the form of that arbitration machinery. The 
Ministry had always made plain to them that there would be 
an arbitration agreement defining the field of subjects upon 
which arbitration could properly be sought, but it had always 
been understood that whatever else came within the realm of 
arbitration as a result of that agreement remuneration cer- 
tainly would do so. Therefore the question arose, Did Clause 12 
of the Amending Bill provide what was necessary and what 
was promised ? The effect of Clause 12 was to provide settle- 
ment by arbitration only if the-Minister approved, and the 
Court of Inquiry if the Minister did not agree that there should 
be settlement by arbitration. Since seeing the Amending Bill 
they had been exploring the problem of whether any other 
method of securing arbitration existed. There was a system of 
arbitration under the National Arbitration Tribunal (Defence 
Regulations, 1940). This was a system under which one or 
other party could claim arbitration. With the lawyers they 
had been asking whether in fact, despite the unsatisfactory 
character of Clause 12, there was not in existence a system 
of which they could take advantage. Under neither system 
—the Industrial Court Act system nor the ‘National Arbitra- 
tion system—could there be compulsory arbitration on matters 
which were dealt with by regulations. Nothing could be done 
to interfere with the regulation-making powers of the Minister, 
and that brought them right up against the fundamental issue 
raised by the mew arrangement. Remuneration would in due 
course be the subject of regulation ; therefore a constitutional 
issue existed here. They had to secure a form of arbitration 
which provided for arbitration at the request of one or other 


party even though the subject were one which was dealt with . 


under the regulation-making powers of the Minister. It was 
desirable to separate Whitley from the arbitration system, and 
in examining the arbitration system they should face the fact 
that there was no ‘existing arbitration machinery which was 
satisfactory for their purpose. There would need to be new 
legislation if they were to’establish a system of arbitration 
which could back Whitley and deal with remuneration. 

Dr. C. P. Wallace (Guildford) said that the whole profession 
was indebted to the President of the Association, Sir Lionel 
Whitby, for his statement in a letter to The Times on the 
previous Monday. He had pointed out that the implications for 
the professional classes were grave and far-reaching. If they 
were to go to war with the totalitarian system they must have 
leadership not only from the Chairman of Council—from whom 
they had already received it—but from the Council as a whole. 

It was agreed at this stage to pass from the Brighton resolu- 
tion to a ater resolution by Kingston-on-Thames which was 
thought to deal with the matter more fully. 

Dr. T. W. Morgan (Kingston-on-Thames) accordingly moved 
that as the Minister had withdrawn the official assurances and 
undertakings, repeatedly given to the profession, on the ques- 
tion of arbitration in the event of a dispute, the Representative 
Body demanded that effective action be taken forthwith to 
insist that arbitration machinery be set up, and that demands 
for arbitration by the profession should not be subject to the 
Minister’s veto. i 

It had been said that morning that the Minister of Health 
was bound by precedent. To a certain extent that was true, 


but it had also been said that in that event he could not be 
party to arbitration. He submitted this was not right. Tt 
all knew that there were many cases in the Law Courts 
which although ‘the title of the case was Rex v. XYZ, { 
decision of the judges was against Rex. If this request 
the Ministry for the right of arbitration which should not 
subject to the Minister's veto was turned down then the or 
course open to them was to resien forthwith from the Servi 
(Applause.) They were at the parting of the ways. Eitt 
this Service was going on and they were going to become j 
stooges or tools of the Ministry, or else they were going 
retain a certain amount of the independence of the professic 

Dr. J. A. Gorsky (Westminster and Holborn) moved a furtt 
amendment: “That this Representative Body therefore ca 
upon the Minister of Health to redeem his Governmen 
pledges by the necessary alteration in the Amending Bil 
He moved this amendment in the full consciousness of 
constitutional crisis. When the General Medical Services Cos 
mittee met the Ministry of Health to discuss the case f 
higher remuneration for general practitioners it learned 
its dismay of the change of front regarding the provision 
adequate machinery for arbitration. Dismay had now turn 
into disgust, and disgust into growing anger at what the pr 
fession considered a piece of political chicanery, particular 
as it was quite-obvious that the Ministry was fully aware 
the wording of Clause 12 of the Amending Bill when it w 
discussing the matter with Dr. Wand and other representative 
Clause 12 applied only the existing machinery for industri 
arbitration and took no cognizance of the new constitution 
position created by the introduction of the N.H.S. and ti 
national employment of the professional classes, 

Within the framework of the new Service and with ti 
increasing extension of nationalization into new fields « 
economic life, more and more professional workers were b 
coming employed directly or indirectly by the State. Medic 
men and women could now give the lead to all profession 
classes in making a firm stand for the freedom, as a rigt 
to negotiate the terms and conditions of their service with t} 
State as their employers, to strive, within the framework ı 
conciliation agreement and full arbitration, for a higher standay 
of living and more tolerable working conditions in retu 
for the truly efficient service rendered by them since tt 
inception of {iz Act. 

The professi®i, Dr. Gorsky continued, had made a sacrifi 
of freedom, giving up various rights by the virtual extinctic 
of private practice. and in return they asked for a clear ratifice: 
tion of political pledges. By nationalization the Governme: 
had made itself the owner and the boss. This crystallizatic 
of political ideology had completely altered the whole aspe: 
of the system of government and therefore changed the ol 
idea of the prerogatives of the Crown. The Governme: 
protected itself at the expense of the citizen by using the trad, 
tional prerogative of protection of the Crown. The Goveri 
ment was in effect setting itself above the law. It was ni 
now one Jaw for the rich and another for the poor: it w 
one law for the Cabinet and its satellite executive and anoth 
for the citizen. After a close examination of the constitution; 
position Dr. Gorsky said that the prerogative was a matter € 
law and not of fact and so must be determined by referen 
to some separate enactment. Therefore he demanded as 
right, and not by compulsion, that the Amending Bill sho 
clearly enact the right to arbitration, only subject to the nego 
tions governing the machinery of arbitration and that of 
Whitley Councils. The fact that they were paid by fees a 
not by fixed salary clearly wiped out the question of prero 
tive, and although the fees were not as yet fixed by regulat 
there was nothing now to prevent the Minister of Health us 
his regulation-making powers to alter them at will. 
Lord Advocate (Mr. John Wheatley) had stated that it 
the intention of the Government to set up a tribunal on 
lines of the Civil Service Arbitration Tribunal. They all k 
that that tribunal was limited to Civil Servants with an u 
ceiling limit of £1,200 per annum. “ We are not salaried 
Servants and we hope we shall never be.” 

Dr. Morgan on behalf of Kingston-on-Thames accepte 
addition by Dr. Gorsky. 
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Dr. S. Wand moved a further amendment to the Kingston-on- 
lames motion—namely, to insert the words “ including arbitra- 
om for resolution of disputes involving finance.” He said 
at they were discussing here a motion making reference to 
bitration, but they were, apt to forget that arbitration could 
: arranged for a whole host of matters other than finance. 
"hen they discussed the Whitley Council machinery recently 
i was made quite clear to them: that there could be defined 
field in which arbitration would be applicable, but that that 
‘ld need not necessarily involve remuneration at all. That 
ng so, it was obviously necessary for this body to make 
quite clear that they wished finance to be included in that 
‘bitration field. They as a profession would regard compul- 
wy arbitration as something which was fair and to which they 
uld attach themselves. í 
Dr. Morgan on behalf of Kingston-on-Thames accepted this 
dition also. 

The Kingston-on-Thames resolution with these additions was 
len put to the meeting and carried unanimously in the 
sowing form: 


“That as the Minister of Health has withdrawn the official assur- 
ices and undertakings repeatedly given to the profession on the 
uestion of arbitration in the event of a dispute, this Representative 
ody demands that effective action be taken forthwith to insist that 
‘bitration machinery (including arbitration for resolution of disputes 
volving finance) be set up, and that demands for arbitration by the 
rofession shall not be subject to the Minister’s veto. This Repre- 
tative Body therefore calls upon the Minister of Health to redeem 


s Government’s pledges by the necessary alteration in the Amending . 


ill.’ , P 
i Threat of Resignation 


Dr. S. F: L. Dahne (Reading) called upon the meeting to 
{vise the profession to resign from the N.H.S. unless the 
linister guaranteed that in the event. of disagreement between 
*presentatives of the profession and himself all matters should 
e submitted to arbitration, and that in the event of disagree- 
ient on the betterment factor this be submitted immediately to 
rbitration. He said that his motion carried the Kingston 
lotion one step further. It put forward the constitutional issue. 
‘would afford them the right to take direct and decisive action. 
Dr. Wand asked how they were to dec ige at the present 
xoment, while the Amending Bill was still before Parliament, 
‘hat was the right moment to act. There had been a ten- 
ency of late to bandy about the word “resign” too lightly. 
(hen they came to the point of putting forward their resigna- 
on they wanted to be sure that at the periphery it was known 
ist where they stood. He asked the meeting to await the 
nal shape of the Amending Act and in the meanwhile to be 
itisfied with the resolution of Kingston-onz[hames. ` 

Dr. Manley (Richmond) agreed with Dr. Wa": The Minister 
ad not said he would not arbitrate, but he had said he would 
ot arbitrate on certain matters without further discussion. He 
onsidered it too early to pass such a motion as the one Reading 
ad put forward. \ 

Dr. A. W. Gardner (Brighton) said that they had a pro- 


es 
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rastinating politician as Minister of Health ; they did not want > 


) have a procrastinating chairman of any of their committees. 
[e felt that they must have resignation in their minds and the 
‘ouncil must know that they were. going to demand it. | 
Dr. J. A. Ireland (Council) said that he was rather perturbed 
bout this resolution. He thought that the Kingston resolution 
svered all that fwas necessary at the moment, and he did 
ot like to use she word “resignation.” He moved therefore 
iat the ee proceed to the next business. 

It was agreed to proceed to the next business. 


The First Year of the Service 


Dr. R. Hale-White (Marylebone) moved : 


That this meeting of representatives from all parts of the country 
‘gretfully records the fact that during the first year of the National 
ealth Service the Minister and the Ministry of Health have shown 
‘tle or no desire for co-operation with the medical profession in its 
forts to serve the public, that they have met the profession’s 
iggestions with indifference and procrastination, that they have been 
iilty of breach of faith, and that these are added reasons why the 
srvice is falling far below the standard the public were led to expect. 


He said that they had talked already about various breache 
of faith. ‘They had ‘heard from the Chairman of Council 
strong expression’ of resentment at the procrastination of th 
Minister.. It was hard for doctors to give of their best whe 
they received this sort of treatment and were constantly anxiot 
about their incomes. So far as private practice was concernec 
the Minister had made no attempt to carry out promises give 
when the Act was brought in. The Minister and the Ministr 
were both mentioned in this motion for the reason that it wa 
very difficult sometimes to know which was blameworthy. Bu 
it was the Minister who was bubbling over with talk abot 
co-operation in the letter of July 3, published in the Britis 
Medical Journal last year. The profession had loyally done i! 
bit, but what real evidence was there of co-operation on the pai 
of the Minister ? 

Mr. A. Lawrence Abel (Marylebone), in supporting th 
motion, said that- in the terms for the specialist service the wor 
“ specialist ” was now omitted. The public who were promise 
specialists by the Spens Report were now to have consultant 
and senior hospital medical officers. There had been procrast 
nation and breach of faith. This motion could be carrie 
with a clear conscience and it would strengthen the hands c 
the Council. 

The Chairman of Council said that he. must adopt the unusuz 
role of taking the Minister’s part. At no time that he remen 
bered had the Minister ever undertaken to support privat 
practice. He had never had the slightest interest in privat 
practice except to destroy it. 

Dr. Hale-White explained that he had realized quite we 
that the Minister was out to destroy private practice. Bi 
before the Act came in he did say that anyone was at libert 
to do as much or as little private practice as he desired. 

The Marylebone motion was carried with two dissentients. 


Lay Control of Medicine 


Dr. F. Lishman (Bishop Auckland) moved : “ That this mee 
ing views with great alarm the threatened lay control of med 
cine and recommends that appropriate action be taken.” H 
complained of a circular sent by the Ministry which had bee 
taken by many hospital secretaries as meaning that they wer 
in control of the medical administration of the hospitals. H 
also complained of the remuneration of medical superintendent 
Where the superintendents had administrative duties only 
was proposed they should be paid on the same basis as tt 
lay administrators ; when they performed specialist duties < 
well they should be paid in proportion to the time they spei 


“on such duties. . Further, in a recent issue of the Municip. 


Journal it was suggested that the medical officer of healt 
of the future, like the medical superintendent, would not t 
a doctor but a lay administrator with a social science degre 

Dr. R. Kelson: Ford (Chelsea and Fulham) said that practic: 


_work for the sick was in the process of being dragooned int 


subservience to bureaucratic domination. In one hospital tk 
patients occupying paying beds had been told by the la 
authority they need not pay a fee to the specialists. In anothe 
hospital a notice was put up that the operating theatre mig} 
be used only at certain hours. In another, a certain speciali 
turned up to take his usual out-patient clinic and found tt 
room occupied by clerks and was told he was dispossesse: 
There was no other provision made for him until he w: 
about to “ pack up.” In another hospital group the Jay secr 
tary of the management committee ignored advice from tt 
medical advisory committee and proceeded to write letters 1 
the Regional Committee in a contrary vein without informir 
the medical advisory committee that he had done so. As fc 


- genéral practitioners, certain of them had been told that the 


must hold more surgeries, and indeed must hold two at tt 
same time in different places. This was an indication of tt 
way things were going under the direction of bureaucrati 
control. 

Dr. S. J. Firth (Brighton) supported the motion. This tyr 
of control, he said, was typical Civil Service, and all the regi 
Jations which were framed by the lay administrative peop! 
could lead only to frustration. Doctors in the Service i 


_ hospitals were already feeling the effect of this new machin 
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\ Dr. James Fenton (Council) supported the motion. He had 
Seen examples of junior clerks in public health departments 
who, prior-to last July were engaged in environmental work 
and who had now been sent to the hospital service, taking-charge 
over medical superintendents. ġa l 

‘Dr. Doris -Odlum (Bournemouth) said` there was no doubt 
‘ that both doctors and patients were being sacrificed. to political 
expediency and to the Civil Service mentality, and it, was a great 
tragedy that it appeared that the Minister was hardening -on 
this point of lay experience in medical administrationy In the 
original draft from: the Ministry on térms and“ conditions for 
consultants and specialists it was.said that half the time of 
the administrator should be paid at the administrative rate, 
, and that he should get his clinical pay only for the period 
he was actually giving to clinical work. Some slight qualifica- 
tion was.made in the case of long-stay hospitals, but was 
afterwards withdrawn. The work of medical superintendents 
in mental hospitals and other institutions, ‘which was what might 


be called medical administration, was greatly in‘ the interests: * 


of patients, who would suffer severely if medical men and 
women were discouraged from entering for these posts. It 
would be most unfortunate if the work should ‘fall into’ the 
-hands of lay administrators. 

Dr. A. Beauchamp (Birmingham) said that he was in full 
agreement with the case made out, but he did not think the 
meeting should support the'resolution as it stood.s He was not 
himself aware of any. threatened lay control in general medical 
` services, and it should be made 
_Services which were in view. . 

Dr. P. Phillips (Bristol) spoke of the unfortunate position 
in which deputy superintendents, men who had done perhaps 
ten years’ service and were aspiring to superintendent posts, 
were placed. Those of them who were consultants or “ con- 
sulfoids ” might not have a great deal to complain of, but he 
was glad to support:this motion. -= ~ ': -7 
, Dr. W. N. Leak (Mid-Cheshire) said that if: this went on it 
would mèan, not a medical service, but a service controlled 
by non-medical people. Dr. A. Smith (Lanarkshire) said that 
the medical administrator was essential in every hospital. And 
what was going to happen to the general practitioner, if this 
kind of thing went on, when they set up health centres ? 
Miss Gladys M. Sandes (Marylebone) said that some social 
". workers were apparently to be given the discretion as to whether 
an aged person should really be admitted to hospital or not. 
. Mr. C. F. Mayne (Plymouth) said that’ lay administration in 
committees was essential, but political lay administration, which 
was often to be found, was not essential. 

The motion viewing with great alarm the threatened ‘lay 
control of medicine, and recommending appropriate action, was 
carried unanimously. 
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GENERAL MEDICAL SERVICES 


Dr. S. Wand (Chairman of. the General Medical Services Com- 
mittee), in bringing forward the Report of-Council under that 
heading, ‘gave an account of the work of the committeé. _ The 
` case on which the Special Representative Meeting .agreed had 
not yet been discussed with the Ministry. Both the officials of 
the Ministry and the Minister himself had made it quite clear 
that they did not propose to give an answer on the case until 
the results of the inquiry had been analysed. But at the first 
interview two important issues arose. They were told that any 
modification of the pool would not necessarily be retrospective 
to July 5. The other matter related to the attitude on arbitra- 
tion which had been discussed that morning.’ It was made clear 


. they had no right to automatic arbitration, though arbitra- , 


-tion was not ruled out. The results of the inquiry were 
expected ‘to be published next' month. It was quite clear 
‘that in computing the size of the pool, and the amount of 
money that went into it, the Ministry would put in every, single 


penny that- was earned by general practitionets in the Service. R 


„The application that the profession had made for a greater sum 
of money had been spoken of in some quarters as if it was an 
increase ; it was not an increase, it was merely a proper assess- 
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ment of the remuneration due to general practitioners since th 

appointed day. In the meantime this delay in settlement wa 

causing considerable dissatisfaction among general practitioner: 

They were anxious to see this Service develop in the be: 

possible way, and they hoped that by automatic arbitration a 

these unpleasant and unnecessary bickerings over money woul 

cease. The public had a right to demand that the generz 

practitioner should be free from these anxieties. The view wa 

quite rightly held that the general practitioner had had a ray 
deal. He thought that statement was borne out by the repor 

of the Select Committee. Having regard to the burden h 

carried, the general practitioner, relative to other professiona 
groups in the Service, had been down-graded, not merel 

financially but clinically as well. (“ Hear, hear.”) _ 

_ Dr. Wand then proceeded to give a brief review of the wor} 
of the General Medical Services Committee since it was ‘createx 
last November. He read a long list of its achievements and o 
the matters which had come under its consideration. Thes. 
included the evidence to the Legal Committee on the partner 
ship problem ; the work which resulted in the enlargement o 
the mileage fund ; the remuneration of general practitioners fo’ 
services- rendered in convalescent homes; the question of fee. 
for locumtenents while practitioners were taking refreshe 

courses , matters/ relating to the Pensions Scheme, devised t 
fill in the gaps in the Superannuation Scheme ; the training o: 
assistants ; the position’ of the general-practitioner specialist 

the statistical inquiry into the work of doctors ; the temporary 
resident problem : the inflation of doctors’ lists ; rural practi 

tioners’ problems, and very many other aspects of the Service 
With regard to inflation of doctors’ lists, it had been impressec 
upon the Ministry that it would be advisable to reconstitute ; 
Central Register such as existed in the old days’; they hac 
secured a promise that all possible steps would be taken tc 
reduce inflation, and if those steps were not adequate the possi- 
bility. of a Central Register when the census was taken in 195] 
would be considered... Another matter which had engaged the 
attention of the committee concerned the reintroduction of 
rules of conduct for patients, including -the setting up of some 
disciplinary machinery. A subcommittee had been set up tc 
consider the problems affecting general practitioners who would 
go into health cegtres. In regard to some of these questions 
the committee hadNgot what it wanted ; In regard to others it 


` was making progress. 


Dr. Wand concluded with a tribute to the Iate Dr. John Bone 
and his great work for the old Insurance Acts Committee and 
the Defence Trust. His would be a name they would always 


Temember with great affection. He also referred to the magnifi- 


cent work done -by the present chairman of the Representative 
Body, Dr. Gregg, 2s chairman of the Insurance Acts Committee. 


4 


Constitution of Committee’ _ 


Dr. Wand went on to move approval of the paragraph in the 
Annual Report (25) setting out the proposals for the constitution! 


_of the General Medical Services Committee. \ 


Dr: D. L. S. Johnston (Halifax) had down an amendment to 
the effect that the committee should be reconstituted to form 


the executive body for all general practitioners grouped within 


the, framework of the Association in areas 
present Divisions ; that representatives on this executive body 
should be elected directly by vote of p ctitioners, each 
constituency conforming to a Branch Council rea, the Central 
that the executive 
body should be subject-to no other body by veto in matters 
which had been decided by a central conférence composed of 
representatives of the practitioner group ; and that the executive 
body should have direct access to the Minister of Health. He. 
said that this was put forward in no spirit of criticism, but only: 


conforming to the: 


„to ensure that the periphery would be well informed as to the 


action of the centre in any eventuality, and that the periphery 
would get rid of its apathy. Since he had tabled this motion, 
however, a good deal of water had run under the bridges, and 
in particular there had been set up the British Medical Guild. 
Therefore he proposed, with the leave of the meeting, to with- 
draw the motion. : 
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t Call for Withdrawal from the Service. 
dr. H. J. Cronhelm (Belfast) moved: “. 


‘hat owing to the unsatisfactory .situation which has, ariseri dee 
the indefinite postponement. of discussion by. the, Ministry of ` 
uth of the reasonable and ° documented case put ‘forward -by. the 
eral Medical Services Committee for. increasing “the Central Pool 
£16,500,000, this meeting demands: that further delay shall not 
tolerated; and . that the Association take immediate steps to 
anizé a mass withdrawal ‘from the: Service. se 


er 


Te said that the- Minister had shown no desire to treat their 
im as the urgent matter which it' certainly was. He had ` 
»ypted a technique of delay and obstruction. There was one 
irse open to them; to have nothing further to do with the 
alth Service. The latest promise from the Minister was that 
inquiry would be completed by July, but it might well 
on to August and September. The machinery which was 
essential preliminary to any ‘concerted action ‘by the pro- 
sion should now be set in motion. Ys 
Mr. Eric Steeler (Marylebone) said that the motion: reminded 
a of the definition of a. love-letter—the writer should start 
not, knowing what he was going to say and end by not 
‘ing what He had said. If they withdrew en masse it was 
: British Medical Guild to which they must pin their faith, 
d he had already sufficiently criticized-that organization. ` 
Dr. R. V. Goodliffe (Croydon) complained that all the 
‘olutions at the present meeting which called for action had 
en whittled down or put out‘of the way. Dr. Dain-had said 
it if they did not get satisfaction they might at some time in 
> future have to consider withdrawal from the Service. - 
Dr. Dain: I spoke more definitely than that. - i 
Dr. Goodliffe asked what had’ happened since that peih 
s made earlier in, the’ morning. The meeting, which was 
‘rt and keenly receptive to that suggestion, had gone on to 
rmit the withdrawal or whittling. down of any resolution which 
lleds for action. "` This was the last opportunity they would 
ve of putting into actual effect the ee ney ‘showed: 
ren Dr. Dain addressed them. . 
Dr. H.-Alexander (Wandsworth) said that the National Health 
rvice was about to celebrate its first birthday. It was born 
ematurely ; in’ fact -there was differetice of opinion as to 
aether it was a viable child. Jt owed its survival to the 
votion of the doctors. One might have expected that its 


litical father, so proud of his child, imperfectly. developed ` 


it was, would have shown some kind of appreciation of the 
ictors, but in fact he had rewarded them with scant respect. - 
e had gone forward without consulting’ the profession and he 
ill-refused to pay: the “confinement fees.” (Laughter.) It 
ould always be true that doctors were loath to take legal 
tion, but the time had come when at. least a strongly worded 
solicitor's letter ” should be written pointing out the inevitable 
msequences, of refusal : ‘on the part of the Minister to meet 
s obligations. 

Dr. F. A. Roper (Cornwall) said if this was passed it would 
>a mandate to the Council to érganize mass withdrawal forth- . 
ith. He noticed, however, that the proposer had taken another 
ie, for he had interpreted -the word-“ organize ” as meaning 
asking the Council to explore the possibilities.” “He suggested 
ds resolution required amendment to make it clearer in ‘the 
zht of the mover’s speech. `, 

Dr. D> S’ Saklatvala (West Bromwich and Smethwick) moved 
; an amendment that the termination of the Belfast motion 
ould read: . take immediate steps to enable a mass 
ithdrawal to be effected at any time.” 

Dr. C. R. Barrington (Bromley) agreed ‘with: the amendment: 
the machinery was in being it would make any action they 
ok very. much more effective.” Dr. A. G. Holman, (East , 
lorfolk) said the word “resignation ” was often used, but 
uld they be sure that they had the Divisions behind them ? 
livisional- meetings were often poorly attended. He had been 
Id that in certain industrial areas, doctors feared physical 
olence if they refused-to treat their patients under.the National’ 
‘ealth Service. “Dr. ‘HL Barbara Woodhouse (Harrow) said 
at it-was for representatives ‘to organize.in their localities 
id educate. their fellow practitioners on. this vital issue: The 
st sopak had suggested that if doctors resigned they uen 
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TA If they were not. prepared ‘to face sacrifices she did not 
“think: they were worthy to be called supporters of the cause of 
“ freedom. ' (Applause.)- Dr. W. R. E. Harrison (Brighton) said 
that if the rank and. file got the idea that the B.M.A. stood for 
~peace at any price, then they had “had it.” 

The ‘amendment proposéd by Dr. Saklatvala, ‘was agreed to. 
Mn: further” discussion’ on the substantive motion Dr. G. O. 
Barber (Mid-Essex) said that the motion was a weakening of 
‘their previous motion, insisting on arbitration. This subject 
should be left to arbitration, and if arbitration were not granted 
they should proceed with withdrawal. ‘Dr. J. C., Wishart 
(Bromley) said“that if they went back to their constituencies 
and’ said that preparations were being made to organize this 
withdrawal it would be the best means of combating Divisional 
apathy. 


Dr. T. W. Morgan (Kingston-on-Thames) remindéd the meet- ` 


ing that that morning it had passed unanimously a motion on 
arbitration which meant that they did not allow the Minister 
a veto against the profession.: But the Belfast motion, meant 
that they were holding a veto against the Minister. 


Dr. Wand hoped that the amended motion would be passed. a 


He thought it met what the Representative Body would wish 
done at this moment. 

The’ motion in the following form was carried with one or 
two dissentients. ; y ` 
' That, owing to the unsatisfactory situation which has arisen, due 


to the indefinite postpdnement of discussion by the-Ministry of 
Health of the reasonable and documented case put forward by the 


General Medical Services Committee for increasing the pool by | 
£16,500,000, this meeting demands that further delay shall not be, 


tolerated, and that the Association take immediate steps to enable a 


. mass withdrawal to be effected at any time. 


- A. motion by , Dr. T. W. ' Morgan (Kingston-o éuoThames) 
demanding that the, contemplated improvements in remunera- 
tion should have effect retrospective- to the commencement of 
the Service, seeing that the present capitation fee had never 
been agreed by the profession, was’ carried. . 

Dr. G. R. Mitchell (Blackpool and Fylde) called for full 
support for the Conference of, Local Medical Committees, in 
seeking adjustment of general practitioner remuneration on ‘the 
basis of the report prepared ‘by -the ‘General’ Medical Sérvice 
. Committee, and stressed the urgency of the matter. in view of 
financial hardship.’ Until last J uly in his area private practice 
largely. predominated ‘over insurance practice. Among many 
practitioners who formerly had good’ private practices financial 
hardship was acute. a 

A motion to this. effect was agreed to. 

Mr. J. Shirley Callcutt (Wembley) moved : That this meeting 
considers that the amount of the.capitation fee is not equitable 


throughout the country and should be made uniform irrespective _ 


of area and of other payments such as mileage 'and dispensing. 
The figures ‘for mileage, dispensing, etc., should be separated 


| from the global sum, and division made among general practi- 


tioners according to the number on each list. 


f 


Dr. Wand reminded the meeting that the pool method was | 


the only way in which the capitation fee for 95%-of the 
population could be got into the pockets of the doctors. 
The motion .was lost. 


— 


- 


Peaiponic’ Residents 


Dr. C. J. B.-Fox (Consett and Hexham) said that the fee of 
15s. for attending temporary residents was totally inadequate. 
AS it ‘specially affected seasideand holiday resorts, where the 
patients called in medica] aid only in the event of severe dis- 
ability,-his Division considered that the fee should be not less 
than one guinea.’ ' 


Dr. E. G. Smallbone (South Essex) said that this was a’ 


"matter which should be decided by actuarial investigation, 
not by a:show of Hands at that meeting. Dr. S. Noy Scott 
_ (Plymouth) said that thousands of cases were sent for conva- 
“lescence. and required no other aid whatsoever, beyond a 
monthly certificate: They. must not lose their sense of pro- 
portion. Dr. E. W. Vincent, (Scarborough) pointed out that a 
town ‘might have a population of 5,000 in winter and 20,000 


"jn summer, and by any computation a large number .of those 


additional peopre must require medical attention. .A- large 


` 
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number of the people who fell ill at seaside resort were 
children, who required a great deal of attention. 

After further debate, during which more than one repre- 
sentative produced figures comparing holiday resorts with 
industrial areas in respect of the number of temporary resi- 
dents, Dr. Wand said that when this matter was discussed the 
representatives from holiday areas were invited to attend, and 
the figure of 15s. was agreed by them to represent a fair 
remuneration. The moment they started to go above a fair 
remuneration they were taking money unnecessarily out of the 
pockets of other practitioners. In a year’s time let this matter 
be looked into again. It might be that this 15s. would prove 
inadequate and then it would have to be revised. 

On this understanding Hexham withdrew its motion. 


Mileage Payments 

Dr. H. B. Muir (Fife) asked the meeting to express the 
opinion that payment for mileage under the maternity scheme 
should not be deducted from the central mileage fund. In a 
long speech fortified with many figures from: his own practice 
he said that there were many reasons why the two types of 
payment should be divorced. 
did not understand the mileage question in connexion with rural 
practice, and especially the question of maternity mileage. 

Dr. D. M. Hughes (South-West Wales) said that since the 
last Representative Meeting he had come to see that the position 
in rural areas in respect of mileage was much better than he 
had thought. He was afraid they might have trouble if they 
flogged this mileage question in the future. 

After Dr. J. O. McDonagh (Perth) and others had spoken, 
Dr. Wand said that he thought they had done rather well for 
rural practitioners interested in mileage, having attached to them 
a sum of half a million new money. .He reminded the meeting 
that they had agreed to a pool méthod of payment. All moneys 
paid to doctors came out of the pool. If extra money were 
taken for a particular section of the work it came out of the 
pool, and thereby other items in that pool were lessened in a 
financial respect. As they had attached themselves to the pool 
system, his committee had referred to the Rural Practitioners 
Subcommittee—to whom else could they go ?—and received its 
endorsement. He hoped that until ‘they got the global sum 
question settled there would be no more talk of little bits here 
and there being taken out of the pdol. “Do not let us make 
Major political issues out of what are isolated cases- of 
maladjustment.” 

The Fife motion was lost. 

The session concluded at 6.15 p.m. 


SATURDAY, JUNE 25 


The meeting began at 9.30 a.m., with Dr. Gregg in the 
chair, and further motions arising out of the section of the 
Annual Report dealing with General) Medical Services were 
taken, starting again with some discussion of the payments for 
mileage. 

Dr. A. H. Forman (Fife) asked the meeting to express the 
opinion that payment for mileage under the maternity scheme 
should be on a similar basis to that prevailing under the 
Maternity Services (Scotland) Act, 1937—namely, a compromise 
payment for each case booked or a payment for each mile 
travelled over two, miles from the patient’s residence for each 
visit to the patient’s home, special visits being paid at the full 
rate and visits in the course of a round at one-third of the 
full rate, the choice of method being left to the doctor. He 
did not see why practitioners should not receive mileage in 
respect of this service as they had for the past few years. The 
‘fact that it was not received in England was beside the point. 
His Division was not asking for something to which they 
were not entitled; they were entitled to ask for every penny 
of mileage they could get. Patients in towns would attend 
clinics, but in the country they would not; bus services were 
not always convenient, and in any case it was unfair to ask 
an expectant mother in the last six weeks of pregnancy to 
travel in some of the rural buses. He asked for support of 
‘the motion to help rural practitioners to obtain this extra 
money. 


He complained that Dr. Wand’: 


. Dr. W. Jope (Council) said that the meeting should n 
be asked to waste its time discussing details of payment, a: 
this matter should be referred to the Remuneration Su 
committee of the General Medical. Services Committee. 

Dr. S. Wand said that there still seemed to be an idea tE 
this money was coming from some separate fund which bc 
no relation to the pool. This was not the case: the milea 
money was a first charge on the Mileage Fund. The Rur 
Practitioners Committee in their wisdom had made an alloc 
tion from that fund for maternity mileage. The rural moth 
had to be examined antenatally quite frequently at her hor 
and allowance had been made for this ; allowance had furth 
been made for the fact that in many cases the mother was ¢ 
the list of the doctor, and mileage was given for that purpo 
also. Allowance had been made for the fact that in son 
cases the mother would move further away from her home fi 
the confinement; in others she would go nearer to the pla: 
in which the doctor was practising. Thus it would be sec 
that the problem had been discussed in all its aspects, and | 
would ask the meeting to accept this motion as a referen 
to the Committee, bearing in mind that the arrangement he 
only recently been made and should be allowed to run fe 
some time to see whether it needed revision. 

Dr. Forman, in reply, agreed that the matter should be passe 
to the Council for consideration, but he took exception 1 
Dr. Jope’s remark. Representatives were sent by Branches ı 
express their points of view, and if they were not allowed } 
do so it was a waste of time to attend. 

The motion was withdrawn on the understanding that tk 
matter should be referred to Council. 


Treatment of Miscarriages 


Dr. J. M. Gill (Aberdeen and Kincardine Counties, Orkne: 
and Shetland) asked that the treatment of ‘ miscarriage 
should be regarded as outside the ordinary terms of servic 
of a general practitioner, and paid for on the same basis as 
confinement, irrespective of whether the woman had signe 
E.C.24 or not. He said that though part of the resolutio 
had been conceded (on which he congratulated the B.M.A 
it did not go far enough. His Division felt that a miscarriage 
should qualify for a Part I payment. An emergency confine 
ment qualified for 44 guineas, and the only justification fc 
the difference would be if a miscarriage did not require tb 
same knowledge, judgment, and skill as an ordinary confine 
ment. This was nonsense. The conduct: of a miscarriage 2 
any stage might call for as much skill and judgment as 
confinement, and might occupy the doctor for as long. Hi 
Division also felt that it was as necessary for a post-nate 
examination to be carried out six weeks after a miscarriag 
as after a confinement. The payment for miscarriages shoul 
be the same as for an emergency confinement, and if th 
miscarriage had taken place between the 25th and 27th wee! 
and any antenatal visit had been made that also should b 
paid for. 

Dr. S. Wand said this was what was called “ wanting jam. 
As general practitioners they knew that in the nature of thing 
it was most unusual for a miscarriage to require anything lik 
the same amount of attention. He would not go into details 
but he hoped it would be agreed that the arrangements mad. 
with the Ministry were satisfactory. / 

Dr. Gill felt that Dr. Wand must have been luckier in som. 
of his miscarriage cases tham practitioners in the country, wher 
they had to deal sometimes with very serious emergencies 
If they were entitled to a post-natal fee for a confinemen 
(and a post-natal examination was necessary after a miscarriage 
his Division felt that they should be paid the fee for that also 

The motion was lost. 


Basic Salaries 


Dr. J. W. McCarthy (Hendon) moved to instruct the Counci 
to represent to the Ministry that all basic salaries granted ~by 
Executive Councils should be a primary charge on the centra 
pool. He said that since the poster sent out by the Associatioz 
had been displayed in. consulting-rooms patients had realizec 
the small part of the contribution which went to the doctor 
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en the more enlightened had thought the doctor received 
2 whole 18s. capitation fee, but this was not the case. 
st year in Middlesex practitioners received 15s. 7d. capifation 
> for the whole year. Different reasons for this disparity 
re given : (1) inflation of lists, (2) inaccuracy of the registra- 
n figures, and (3) the number of basic salaries: ‘These last 
‘re controlled by the Local Medical Committee; if a man 
is refused a basic salary he appealed and it was taken out 
the hands of the local committee; there was a case, he 
bmitted, for basic salaries to be paid out of a central pool. 
Dr. H. F. Moffit (North Glamorgan and Brecknock), speak- 
z as an industrial area representative, asked the meeting to- 
iect the motion. He agreed that there should be special 
yments to “ truly rural practitioners,” but if Dr. Wand’s cam- 
ign for an extra £16m. to be put into the central pool and 
_ increased capitation fee for the first thousand patients was 
ccessful discrepancies would disappear in respect of scattered 
ral areas. If this motion was accepted they would be one 
>p nearer a full-time salaried service; it would lead to a 
eater number of practitioners seeking and getting the basic 
lary, which would mean a large drainage on the central pool 
d consequent reduced capitation fees all round. There must 
li remain the rate for the job, and doctors with small lists 


residential suburbs should not expect basic salaries to be . 


id out of the central pool and thus reduce the capitation 
e in all other areas. Practitioners in industrial areas did 
e work in the past; they were doing the work to-day, and 
2re strongly opposed _to this proposal. 
Dr. R. W. Cockshut (Hendon) said that in Middlesex there 
ere very densely populated.industrial areas. His Division 
as asking for a simple’act of justice. Basic salaries existed 
id he did not see why they should not come out of a central 
yol. Middlesex was a distressed area in that it had a higher 
‘oportion of doctors to the population than anywhere else 
the country; they had been hard hit, which meant that 
1 abnormal number of basic salaries had to be paid. If the 
using situation was easier many would have moved into 
‘eas where the proportion of doctors to the population was 
ət so high, and if that had happened such areas would have 
It the difference. The strictest supervision should be exer- 
sed on the payment of basic salaries, and to make them a 


rst charge on the pool was an act of justice which could ` 


ot be refused. 

Dr. H. B. Muir (Fife) supported the motion because anomalies 
'd exist. In one area in Scotland 18 out of 20 doctors were 
ititled to basic salaries—a quite impossible situation. 

Dr. S. Wand said he would ask the Representative Meeting 
» bear in mind not only the immediate problem but the 
ajor issue involved. The greatest fear with regard:to the 
ervice was the possibility of a universal basic salary which 
ight be steadily increased until it became the major part of 
practitioner’s income, with a resulting drift into a full-time 
ilaried service. In the area quoted by the last speaker a 
ase could be made out for a larger number of payments 
‘om the Special Inducement Fund, and more of these applica- 
ons should be made. In the case of Middlesex he agreed that 
vere had been some anxiety, but the matter had been taken 
p and an endeavour was being made to put it right. Because 
iere was this immediate difficulty in Middlesex, however, they 
lust not do something which mould create a major issue at 
me future date. 


Dr. McCarthy, in reply, aid that Hendon had worked as 


ard as any area in the fight. He thanked Dr. Wand for 
is interest in Middlesex, but his constituents were looking 
yr results. The payment for the last quarter was lower than 
ver. Basic salaries paid from the central pool would be better 


ontrolled, and every doctor would get a fairly equal return - 


or the work he put in. 

Dr. Wand, in reply to a. question whether if the increase on 
ie first thousand patients were obtained the Committee would 
xplore the possibility of abolishing the basic salary, said that 
ie Representative Meeting was told that it was hoped that 
ae extra payment would result in the abolition of the basic 
alary. The Committee wou have .that in the forefront 
f its mind. — 

The motion was lost. 


- 


before “the Secretary of State for Scotland.” 


Dr. G. MacFeat (Council) called upon the meeting to take, 
grave exception to the action of the Secretary of State for 
Scotland in granting, on appeal, certain fixed annual payments 
previously refused by both local medical committees and 
executive councils. He said that his Division was seriously 
disturbed at the action of. the Secretary of State in granting 
appeals of practitioners who were refused basic salaries by the 
local medical committees and the Executive Council. It con- 
cerned practitioners with sufficient lists to produce an income 
of £900,: practitioners refused for unethical conduct, and two 
glaring cases of practitioners who had been practising for some 
years and: had in no sense developed practices. He desired 
to protest in the strongest terms against this action. The 
assessment of need for basic salary was one of the most un- 
pleasant duties imposed upon medical committees and executive 
councils, and to have their work overturned without rhyme or 
reason was most unjust. 

Dr. D. F. Hutchinson (West Middlesex) moved, as an amend- 
ment, that “the Minister of Health” be inserted in the motion 
The meeting 
would do well to support this motion. In one case where the 
basic salary was refused it went to the Minister on appeal; the 
appeal was refused, but the practitioner's solicitor wrote what 
he described as a grossly improper ‘letter to the Minister, as a 
result of which the Minister decided to reconsider his decision. 
The result was not yet known, but the Executive Council had 
taken strong'exception to it. He agreed that the appeal should 
not lie with the Minister but with some other body, and he felt 
it should be the Medical Practice Committee. 
| Dr. A. V. Russell (South Staffordshire) seconded the amend- 
ment and supported the motion. Dr. F. M. Rose (Preston) 
said, in supporting the amendment and the motion, that Lanca- 
shire had had to deal with many applications and had been 
strict in its consideration of these claims, but the Minister had 
granted appeals which no ‘medically constituted committee 
would have granted. 

Dr. F. Gray (Council) said that the Minister had managed 
to do a quite extraordinary thing ; he had managed to convince 
the lay members of the London Executive Council of the dis- 
honesty of his department. In London every case had received 
serious and careful consideration, and appeals had been allowed 
where they should not have been allowed. When the Minister 
deliberately perverted the course of justice it was time that these 
appeals were taken right out of his hands and placed in the 
hands of those who could be trusted to see that justice was 
done. . 

Dr. MacFeat accepted the amendment. He said that this 
was a very serious matter; the local medical committees and 
executive councils had a sense of frustration when their decisions 
were turned down without proper inquiry, and this was not 
helpful in the development of a satisfactory medical service. 
~ The motion as amended was carried unanimously. 


t 


Vaccination and Immunization 


Dr. Wand moved approval of the paragraph in the Annual 
Report dealing with vaccination and immunization. There had 
been during the last week or two a change in the position which’ 
made them ‘feel that they could once again go into conference 
with the local authorities and the Ministry, and they were 
awaiting a date for that meeting. The general approach was 
now established and bade fair to be rather more satisfactory. 

Dr. E. C. Dawson (Derby) moved as an amendment that 
the fee for vaccination should be one guinea and for immuniza- 
tion 5s. for each ‘injection. In vaccination, he said, there were 
normally three attendances. If each of these was to be counted 
for an attendance fee, £1 2s. 6d. could be claimed. But diffi- 
culties sometimes arose and examination might have to be made 
every day, which would bring about a heavy bill on the basis 
of daily attendance. It was thought by his Division- that the 
best way out of the difficulty would be one inclusive fee of a 
guinea. 

Dr. James Fenton (Council) asked that the reference to 
immunization might be omitted. Immunization was in his 
view not treatment but prevention, and a separate fee should 
be paid by the local health authority. He was satisfied that it 
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-would embarrass Dr. Wand if- they fixed a 5s. fee for immuniza- 
tion for each, injection. ; f 
Dr. S. Noy Scott (Plymouth) reminded the meeting that there 
. Was such a thing as “killing the goose.” To ask for a fee of 
one guinea for a vaccination was suggestive of that. It was a 
' very simple operation which took up a very short time, and 


what was asked for in the Derby amendment seemed out of’ 


all proportion. . ` 

Dr. Wand protested against motions which tied the hands of 
the committee in this way. Dr. Dawson,'in reply, said that if 
they accepted the recommendation as laid down in the Council's 
report of 7s. 6d. for attendance, and there were at'least three 

. attendances at each vaccination. (Voices: No, two.) He under- 
stood they should look for an accelerated reaction on the 
second or third day and for a normal reaction on the seventh 
day, and in that case the payment would be £1 2s. 6d. 

The Derby amendment was lost. : 

Dr. W. Smith (Greenwich and Deptford) moved to ask the 
meeting to: regard the Minister’s continued refusal to agree 
to payments of fees for vaccination and immunization as 
indefensible. It seemed that now the clinics would be able to 
do all these services; that was supposed to be progress. Did 
they wish that immunization and vaccination‘ should be carried 
out to the greatest possible extent? If so, the Minister was 
not helping the public to obtain what they should. 

Dr. Wand_considered that this was a matter for local authori- 
ties. The trouble was more local authority than ministerial. 

It was agreed to pass to the next business. A 

Dr. J. C. Arthur (Gateshead) moved: ; 


That until it be established that local authorities are responsible 
for the payment to practitioners of fees for the performance of 
vaccinations and immunizations, it is recommended that no reports 
of the performance of such services be rendéred. 


He said that the service could not be refused, but there were 
other directions, in which the profession could take effective 
action, and the withholding of reports was ‘one of them. 

_ Dr. A. G. Holman (East Norfolk) said that the Ministry and 
the local authorities were indulging in a game of “ passing the 
buck.” In his area they had adopted the plan of performing the 
‘service but holding on to the record until the question of 
responsibility for payment of fees had been determined. 

Dr. Wand said that it would be indefensible, while negotia- 
tions were in progress, for an important body to pass such a 
.. Motion as its official policy. ` ‘ 

Here also the meeting decided to.proceed to the next business. 

Dr. J. W. McCarthy (Hendon) asked the meeting to express 
the definite opinion that immunization and vaccination should 
fall outside the scope of the contract for public practitioners, 
‘and be made the subject of separate remuneration: both for the 
services and for the reports involved. i 


Dr. Wand again deprecated such a resolution at the present 


moment while negotiations were pending. ,- `. 
The meeting ‘again resolved to pass to thé next business.. 


Special Facilities in Hospitals _ 

Dr. J. S. Ross (East Herts) moved that the maintenance of 

` pathological and radiological facilities for general practitioners 
without the intervention of a consultant in a hospital out-patient 
department was essential. He said it seemed as if there was a 

- further attempt here to exclude general practitioners from the 
hospital service. They were apparently considered incapable of 
deciding when x-ray: examination was needed.. ` 
: The general practitioner was prepared to co-operate in 
reducing the demand on x-ray departments and in discouraging 
patients from making unreasonable demands, but he hoped 


that this matter of facilities would be taken up very’ actively ` 


with the Ministry so that general practitioners might have these 
facilities for diagnosis maintained, ; 

Dr. T. F.. Tierney (Marylebone) said that he was a radio- 
logist both to a teaching and to a country hospital. In the 
country hospital any practitioner could send a patient without 
interference, merely because they had facilities and the time to 
‘ carry out the amount of work which was needed.- In the teach- 
ing hospital there was so much work going through the depart- 
ment that it was a physical impossibility for the department. to 


` 


A : 
cope with more than that sent to it by the hospital, and tl 
filtration through the out-patient department: was the meth 
they had adopted for their own protection. 

Dr. Ff" Roberts (Cambridge ‘and Huntingdon) said he w 
entirely in sympathy with the general practitioner and cot 
not see why any difficulty should be put in his. way. Wt 
could be more calculated to down-grade general practitior 
work than artificial barriers to such facilities in hospital: 
When x rays were introduced 50 years ago it was the gene) 
practitioners who took up the method, and they had difficu’ 
in persuading many consultants as to the value of this ni 
“toy.” The x-ray pioneers were, general practitioners. If t 
patient went, through the hospital departments the amount 


` work attaching to him was likely to be increased. A gene) 


practitioner would be satisfied to know whether the patient h 


' had a ‘gastric ulcer or not, but in the out-patient department t 


patient would possibly come into the hands of one of the juni 
registrars and time would not be saved, because he was like 
to be referred for many investigations. 

Dr. D. E. Yarrow (Tunbridge Wells) said this was a questi 


‘of the general practitioner retaining some clinical interest. 


Mr. H. H. Langston (Winchester) said some membe 
appeared to think that consultants wished to prevent the gener 
practitioner from having access to these special services, (C 
the contrary, consultants felt that the general practitioner shou 
be able to investigate his cases as fully as he thought necessar 
But in his own hospital there was a three-weeks waiting-list fi 
x-ray investigation of cases of gastric ulcer, and he cou 
assure them that to open the departments to general practitione 
at the moment, in view of the'great amount of Investigatic 
work required, was impossible. Consultants were not out | 
sympathy with general practitioners in this matter. 

Dr. J..M. Alston (City) proposed the addition of the followir 
words to the motion: “and should be extended as faciliti 
become available.” As a pathologist he found that most « 
them wére unable to carry out their good wishes towards tl 
general practitioners because of shortage of space, staff, ar 
materials. 2 

Dr. W. Smith (Greenwich and Deptford) seconded the amen 
ment. The motion without the amendment was impracticabl 
Much work in the pathological departments was now done t 
technicians without medical supervision, so that if the patien 
were sent to departments of that kind it would result mere’ 
in reports being obtained which were not necessarily con 
pletely informative. = 

Mr. R. L. Newell (Council) said he heartily agreed with tt 


„principle underlying the motion and the amendment. If the 


were to’ maintain the high standard of general practice it w: 
essential that they should provide general practitioners wit 
these facilities. It was perfectly true that the departments j 
the large hospitals had been overloaded. The overloading w: 
due to many causes, one of them the fact that they appeare 
to be teaching their younger people that no diagnosis was po 
sible without submitting the patient to innumerable pathologic: 
and x-ray investigations. Nevertheless, the absence of facilitic 
Should not deter the meeting from passing the amendmen 
which improved the motion. 

Dr. T. W. Morgan (Kingston-on-Thames), as- one who wz 
intimately connected with two small but busy hospitals, ha 
considerable sympathy with some of the remarks made by th 
consultants. On the other hand, there was a demand througt 
out the country to exclude general practitioners from staffs c 
cottage hospitals. Consequently, as a general practitioner h 
asked the meeting, in order to assist the departments whil 
further arrangements were being made for this service, to b 
particularly discreet in their demands on the Service. But, fc 
heaven’s sake, let them keep the Service in their hands. 

The motion was carried in the following form: 

That the maintenance of pathological and radiological facilitie 
for general practitioners without the intervention of a consultant in 


hospital out-patient department is essential and should be extende 
as facilities become available. | 


Legal Advocacy in Medical Service Cases 


Dr. R. Forbes (Hendon) moved that the Council be urged t 
make early representations to the Minister to amend th 
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gulations governing the procedure of medical services com- 
littees to bring them into line with those applicable to Northern 
eland, whereby a defendant doctor appearing before a medical 
‘vices committee may have, if he desires, the services of a paid 
dvocate or solicitor. 


The practitioner should not be left alone without skilled 
ssistance in the presentation of his defence. There was a 
rowing volume of evidence that at the present time there was 
n increase in the number of cases finding their way to the 
1edical services committees. This was perhaps due in some 
yeasure to the introduction of a new section of the community 
-a better-paid, perhaps a better-educated, section—at all events 
section more conscious of its rights. These people were now 
aaking more frequently a complaint against doctors on the 
rounds of negligence or impropriety of conduct of one sort 
another. Not uncommonly they used such action as a 
orcing point to see what success might follow a complaint of 
hat kind. If they gained a favourable decision at the medical 
ervices committee they might possibly go. on to. the Courts of 
aw or to the General Medical Council as complainants against 
te doctor. Many doctors were quite unable effectively. to 
yresent a good: defence on their own behalf, even though a 
rood defence was possible. Many did themselves more harm 
han good by attempting to present the case on their own behalf. 
in this changed set of circumstances the defence societies in 
heir experience thought that the time had now arrived when 
he profession should ask for the right to have representation 
of a medical practitioner by a paid solicitor or advocate if the 
yractitioner so desired. i 

It was recognized if that right was given to the doctor it 
nust also be'given to the other side. But it was believed that 
he exercise of that right on behalf of the doctors would pro- 
tect them in a way in which they could not be protected at 
present. He hoped he could enlist their sympathy in providing 
for the defendant doctors who had to appear before these 
committees on a serious charge theiright to be legally repre- 
sented and -to have put forward on their behalf as good a 
defence as was possible in the circumstances of the case. 

Dr. Frank Gray (Council) said there was a good deal of 
substance in what Dr. Forbes had put forward, but he asked 
the meeting to look carefully on the other side of the ques- 
tion. If the doctor had paid skilled assistance the other side 
would have it also, and, whilst undoubtedly skilled assistance 


would be a great help to the doctor, to have a skilled lawyer- 


on the other side cross-examining him might possibly produce 
results which in the long run would be of no benefit to the 
doctor. - He added that every secretary of a local medical 
committee had a statutory right to be present at such hearings. 


Dr. E. C. Dawson (Derby) thought they must be very careful ' 
on this question of paid defence, which might well prove to be , 


a double-edged weapon. 

Dr. D. S. Saklatvala (West Bromwich and Smethwick) spoke 

in support of the motion. He said sometimes political bias 
operated among members of the committee. If they were faced 
with such bias the frequency of appeals would increase, and it 
was clearly to the advantage of: the doctor to have properly 
trained advocacy at the earliest possible stage. 
_ Mr. G. Whyte Watson (Bradford) said that strict justice was 
better than rough justice. They could not get strict justice in its 
entirety, but when there were legal arguments they approached 
nearer to strict justice. He begged that the doctor might have 
this help if he so desired. 

Dr. E. J. Warburton (Reading) opposed the motion. To have 
the doctor himself present with a colleague was by far the 
best possible arrangement. All the doctor needed to do was to 
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and he put a number of questions to the complainant, but this 
did not help ‘the doctor in this particular case and the finding 


. Went against him. 


\ 


be honest, fair, and straight, and he had medical colleagues on | 


the committee. 

Dr. E. J. Allan (Buxton and Glossop) described the 
method adopted in Derbyshire whereby the doctor got all the 
advice he needed without the necessity for paid legal advocacy. 


He thought the meeting should be careful before passing a ~ 


motion of this kind. 

-Dr. F. M. Rose (Preston) said that from his experience the 
present set-up did not work to the disadvantage of the general 
practitioner. Recently in a medical service case a doctor did 
bring a solicitor friend with him. He was admitted as a friend 


- Dr. Wand said that his committee had considered this matter 


very carefully indeed, and the experience of, those who had 


served on the old medical services committees under N.H.1. 
was such that they felt it would not be an advantage to allow 
lawyers to enter into the matter at this stage. In some respects 
they were not altogether happy about the whole of this discipli- 
nary machinery and they Were proposing to have a look at It 
again next year in the light of experience. 

Dr. Forbes, in reply, said that he was still unrepentant. 
Before this resolution was formulated discussions had taken 
place in the councils of the defence bodies themselves and 
agreement had ,been reached upon the desirability of having the 
regulations changed. The defence bodies saw this problem with 
all its difficulties. They found they had to consider cases of 
negligence which would never have come to light at all if it 
had not been that the complainants learnt the facts owing to the 
irregular procedure of these committees. 

The motion by Hendon calling for the right to a ‘defendant 
doctor to have the services of a paid advocate or solicitor was 
put to the meeting and carried by a very small majority. The 
voting was: 


In favour 


125 
Against 123 
A recount was demanded, with the following result : 
In favour 127 
Against 126 


Demands were made for a further recount, for a roll call, and 
for a card vote, but on a motion from the meeting the Chairman 
decided to proceed to the next. business. , 

At this point it was agreed that in view of the state of the 
agenda the time limit on speeches should be reduced from 
10 minutes to 5 minutes-for proposers of motions and to 5 
minutes for other speakers. 


Treatment of Dental Haemorrhages 


Dr. D. S. Robertson (City of Edinburgh) took strong excep- 
tion to paragraph 49 of the Annual Report of Council, which 
stated that the Minister had been informed that, in view of the 
position with regard to the. ruling of the Minister concerning 
the treatment of cases of dental haemorrhage, unless the 
decision was modified general practitioners would. be advised 
to refuse to accept service in cases of haemorrhage arising from 
dental operations. Dr. Robertson said that this paragraph 
advocated withholding of service from people who might be in 
dire need, and therefore it abrogated the principle the Associa- 
tion had always supported. He submitted that this was a denial 
of their sacred duty as doctors, and he refused to follow this 
advice of Council. He had known one case of death following 
dental haemorrhage. Suppose that, happened, how could they 
ever justify themselves before any tribunal, least of all the 
tribunal of their own consciences ? This was a form of strike, 
as blameworthy as that of strikes which impeded the food 
supply of the nation. Edinburgh proposed that treatment 
should not be refused in cases of dental haemorrhage, but 


‘ that pressure should be continued to obtain a fee for such emer- 


gency service. He would be very disillusioned and saddened if 
one voice was raised against the Edinburgh amendment. 

Dr. G. de Swiet (Paddington) agreed that they should not 
refuse treatment in these haemorrhages but should press for a 
better payment such as they got for dental anaesthetics. 

Dr. H. W. Pooler (Chesterfield), who described himself as 
the .oldest practitioner present, not only in years but in period 
of service, said that he had been much worried by these cases 
of dental haemorrhage. He had never refused to do his best 
for the patient and he would never contemplate any such refusal. 

Dr. Wand said that his committee had quite recently re- 
opened discussions with the Ministry on this point and was not 


‘unhopeful of obtaining a reasonable settlement. 


‘ He suggested the meeting should pass to the next business. 
The meeting, however, demanded to vote on the Edinburgh 
amendment, which was carried by an overwhelming majority. 
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_ Dr. J. C. Arthur (Gateshead) moved : l a 
” That in the event of his being called upon to deal with a dental 


haemorrhage a medical practitioner should bé able; as a dentist is 
~able,. to claim suitable payment from the Dental Estimates Board. 


He said that this matter had for a very long’ time ‘been a 
- continuing ‘source of anxiety in the minds of practitioners. The 
Į primary responsibility for dealing with a ‘dental haemorrhage 
was with the dentist. |, 
` The Gateshead motion was carried. 


| Frivolous or Unjustified Calls 


Dr. A. Maiden (Lincoln) asked that steps be taken to persuade 
‘the Minister to set`up a series.of rules for patients‘comparable 
to those used under the National Health Insurance Act. 

He said that what was put forward in the Lincoln motion was 
now more or less Council’s policy. Prior to July 5, under 
the old N.H.I., there were several ways in which the patient 
could be penalized. For flagrant violation’ of the doctor’s time 


and patience the patient could be fined up to a statutory maxi- , 


mum amount, increased for a second offerice, and he could 
have his -medical benefit withdrawn for a definite period, though 
this was seldom done. In his experience in Lincolnshire 98% of 
patients were courteous and considerate and in no: way could 
be accused of being awkward, but the other 2% were apt to be 
beyond endurance. The doctor was disciplined by a multitude 
of regulations, and his Division asked that the patient should 
‘*be subject also to a certain measure of discipline. 
: Dr. E. O. Lakey (Denbigh and West Flint) said he did not 
> think anyone who had been in general practice would doubt 
that ensuring that messages were received before 10: a:m. was 
the most important help their patients could give them. He 


agreed that the vast majority of their patients were most help- . 


ful when they understood the situation. , They-asked only that 
patients should be given an opportunity of. understanding the , 

. doctor’s ‘difficulties in order that they might co-operate. 

l Dr. W. Smith (Greenwich-and Deptford) , said that he had 
inquired as to. what was. the commonest, cause of frivolous 
emergency calls, and the general consensus was that such calls ` 

__ came through clinics, where patients or parents of child patients 
were advised to go and see the doctor forthwith when there 
was no emergency at all. -In his area the Divisional Medical 

‘Officer of the L.C.C. had circularized all his clinics to make it 
perfectly clear that when it was recommended that the doctor 
should be seen it must not be interpreted as necessarily. an 
emergency, and that patients should go at the ‘proper time. 
This might in many areas save a ‘number of | these emergency 
calls; 

Dr. Wand said that action had been taken to neororaie an 

. amendment on this matter in the Amending Bill now before 
Parliament. : , 

The motion was carried. oe ` 


Outstanding disios 


r 


‘speedy ‘settlement of a number of outstanding problems, such 
as the provision of health centres, payment for mileage ‘in 
maternity cases, payment for urban’ mileage and for mileage 
‘in connexion with examination and certification of, persons of 
unsound mind, payment for vaccination and immunization, and ; 
increase in payment for temporary residents: 

He said that this was a hotch-potch of questions which the 
members of his Division considered should be brought forward, 
but he thought the purpose would be served if he asked that they 
: might be referred to Council with a view to going to the various 
committees. ° we 

Dr. Wand accepted this iistruction. ~ L 

Dr. P. A. McCallum (Torquay) moved: , 


That this meeting congratulates the ‘Council on the vast volume 

, of work contained in its Annual Report, but regrets that so little 
' improvement in the terms of service under the: National Health 
Service Act has accrued from it. AJl Divisions are therefore urged 
"= to give Council such activé support as will encourage it to stand 


firm in its determination to carry its negotiations with me Minister to. 


a successful conclusion. 


-He said that he began to wonder occasionally when’ he 
‘followed .the proceedings of Council whether it was emulating 
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the individual who “ lived a life of going-to-do and died with» 
nothing done.” But Dr. Dain in his speech at the opening of the 

present Representative Meeting had shown the mailed fist andei 
the Representative Body was quick to put the necessary weapon» 


- Dr. G. O. Barber (Mid-Essex) moved that steps be taken for a, 


in his grasp. His Division was not unappreciative of the vast 
amount of time the Council had expended, but it did believe 
there was need for more ‘clear-cut and determined policy in 
dealing with the Minister. He also called for a closer liaison 
between Council and Divisions. Members of Council should 
take their constituents into their confidence. 

Dr. J. A. Pridham (Council) .said that there was an under- 
current of feeling in the Representative Meeting that something 
more should have been done. Dr. McCallum had done well to 
call for the enthusiastic action from the Divisions, and when 
that: ‘was obtained the Council could do something about it. It 
‘was no use telling the leaders to take action and to deny them 
‘troops.. ‘On .Monday morning the meeting would have an 
opportunity of discussirig the reorganization of the Council. 

The Torquay motion was carried, and the remainder of the 
Report under “ General Medical Services” was approved. - 


The- Position of School Medical Officers 


Dr. A. G. Heron (Bristol) moved that a school medical 
officer should send any child he considered to need hospital 
treatment to the family doctor, and should not, except in case 

' of urgency, send the child to any particular hospital or particu- 
lar consultant, this choice being the proper province of the 
family doctor in conjunction with the parents. Some repre- 
sentatives, he said, might think that this motion was not of very 
great importance, but in Bristol and other places general practi- 
tioners were being faced with a strong move to undermine the 
responsibility of the general practitioner for his patients. The 

- local health departments had lost a great deal of power by this 

Act, and some of them were unwilling to accept this and seemed 
determined to establish themselves by all possible means. In 
Bristol, and also in the county of Gloucester, the health officers, 
instead of leaving the responsibility of the children to the family 
doctor, were trying to strefigthen their hold by what were con- 
sidered to be unethical measures. They had written to the south- 
west regional hospital board asking for medical reports on 
children admitted to hospital regardless of whether the children 
had been referred by the school medical officers or not. 
Gloucestershire had issued a form which had to be completed 
in respect of children attending schools, including secondary 
schools, and children under 5 ; Bristol asked for a report on all 
school-children whether treated as in- or out-patients. In neither - 
case was there any recognition of the rights of the parents or 
‘the family doctor. A doctor desirous of a second opinion might 
send a child to a consultant at a hospital only to find that the 
child was admitted to another hospital. under another consultant, 
or he would only learn that one of his patients had been 
admitted to hospital and operated on when’ he was asked to 
attend the patient after discharge. If this was allowed to con- 
tinue and increase it would be all the more obnoxious, exasper- 
ating, and humiliating. Every child was now on a doctor’s list, 
and that doctor should. be the one to arrange for any necessary 

' treatment or investigation ; he had the child’s records and there 
was no need for them to be duplicated by any authority. Infec- 
: tious diseases would continue to be notified, but if the medical 

: officer. required any further information he should write to the 
family doctor. Three years ago the Representative Meeting 
-passed a resolution upholding the principle that the health of 
the child should be the care of the family doctor, and he was 
confident that this meeting would pass this stronger resolution 
to enable the Council to help Divisions faced with these 
difficulties. 

Dr. E. Anthony (South Essex) spoke against the motion as a 
general practitioner and part-time medical officer. The family 
_ doctor had the right to treat the children on his list, but there 
‘was a lot to be said for the service which the school medical 
service was-operating. The family doctor saw whatever disease 
was brought to him by the intelligent parent, but the school 

. medical officer had to seč that no disease was present in the 
school. The two services should be integrated, but the school 
medical service must not be destroyed, which would happen 
if this resolution was accepted. (“‘No.”) The school medical 
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‘visional school medical officer’s ATTANGEMENIS vee onei thai should strongly protest against the steady exclusion of general 
4ey were integrated with the general practitioner’ service ; in taciones irom work 14 hosp tals. The method- ohich- had 
«is area no child was sent to hospital without:prior intimation - P > f Pras: : 

been adopted, he said,.was’ one-of gradualness. First of all 


i the family doctor, = ho-also received a cop y, Or Any repone. they were asked to meet the consultant of the regional hospital 

treatment ‘was advised it was referred to him. The school bond and ‘of his off ne statedih ih 
aedical service.kept an eye on the children, which jt was not ‘-CO@t@ and one ‘or iis officers, who- stated’ that only three out 
i À of the general practitioners on the staffs of the hospitals could 


acuta ae Slag sete ee ee ppg tes . be recognized,-and these ‘three were given “temporary contracts 
y ae for two sessions a week ; when the contracts were received they 


1edical officer, the service sorted out all the cases referred by “were for only one session a week. Doctors did not see why 
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=the school nurse. “The proper measure, in his- view, was to 


ategrate the two services more closely and not to destroy oné. 
f them. ` ' 


Liaison with General Practitioners 


Dr. A. Barker (East Kent) said that the liaison between the 
chool medical service and the general practitioner was far from 
werfect. The circumstances outlined by Dr. Heron were similar 
‘o the experience in-his area, and the Division had decided to 

«approach the county medical officer. He asked the meeting-to | 
upport the motion. _ i. 

Dr. J. G. Thwaites (Council) said that he could not agree 
«hat if this motion was passed it would nullify the work of the 
school medical service ; one must have sympathy with the school 
medical officer ; the Education Act laid down that he was not 
‘only responsible for the inspection of school-children but for 
their’ treatment. The motion-tried to make it clear that 
“responsibility for treatment” should be a reference of the . 
child needing treatment to his own family doctor, and that, of 
course, was the right way to do it. The mover of the motion 
mentioned the ethical side of the problem. That had not been 
forgotten by the Council, and the matter was under discussion 
at the present time with the Society ‘of Medical Officers of’ 
Health, the results of which -he thought would be satisfactory in 
the right direction. To pass this motion would be helpful. 


Dr. A.-W. Gardner (Brighton) said that the East Sussex 


county authorities had taken a strong line that patients might - 


not be sent to hospital except through their family doctor, and 
if a school medical officer offended in this respect he was 
reprimanded. 


Dr. J. M. Gibson, speaking as a member of the Public Health 


they should send their patients to be operated on by another 
doctor ;'the patients did not see it either; and the result was 
that patients were sent further afield and the whole system of 


- cottage hospitals was being undermined. This had a profound 


effect on the doctors themselves. Practising in a) hospital gave 


a doctor an added sense of responsibility; he worked in- 


collaboration with and to some extent in competition with other 
doctors, and he worked under the skilled eye of other people ; 


: he lost all. this when he was excluded from the hospital. The 


existence of a: hospital in a district attracted keen men and 
tended to raise the standard ‘of professional work; if .the 
hospitals were closed to them the enthusiastic doctors would 


- tend to congregate round the big hospitals, where they might 


become clinical assistants. The effect of this: on country prac- 
tice would be deplorable in the extreme. Lastly, there was the 
effect on patients, many of whom preferred to suffer rather than 
go to a strange doctor. Patients’ feelings should be respected. 


East Herts Division had tabled a similar motion, and Dr. J. S. 


Ross (East Herts) therefore spoke in support of the Cheshire. 
resolution. He said that the same type of thing was happening. 


The general practitioners were required to work under the 
supervision of specialists ; they were no longer able to decide 
which cases they were competent to deal with themselves ; 
general practitioners experienced in midwifery were prevented 
from looking after: their own cases in the maternity depart- 
ments because they had not some specific qualification. There 
Was a grudging proposal to allow general practitioners to serve 
as clinical assistants, but this practice would not be continued 
as the posts became vacant.* 


Mr. A. Staveley Gough (Council) said that this was not 


Service, said that the motion was a strong criticism of the school ' merely a question of instructing the Council of the B.M.A. If 


medical service as a whole. Whilst at one time there was a lot 

said about the school medical service being an-encroachment 

upon medical practice, ‘that could not be said now; in fact, it 

was working with the general practitidner and.doing a great 

deal of work on his behalf. If there was no school medical 

service the general practitioner would have a great deal more 

work to do. He agreed that it was much better that the family 

doctor should be consulted and his advice taken, but many 

practitioners did not want to take the responsibility for many 

children and were content that the school medical officer should’ 
deal with them. He felt that the resolution was going a little. 
too far and he asked that it should be rejected. 


Dr. E. C. Dawson (Derby) said that the school medical officer . 
was one of the ever-growing number of people examining other 
people’s” children ; a parallel case was that of the industrial ‘ 
medical officer who examined patients in an institution—that is, 
a factory—all patients belonging to other doctors. He hoped 
the motion would -be supported on ethical grounds. 

Dr. F. Booth (Mid Cheshire), also in support, said that most 
of the faults described were found in Cheshire, but they were 
faults not.so much in the school medical officers as in the 
system and in the instructions to them. , ~ . 


Dr. A. G. Heron, in. reply, said that he had inferred that 
there were many benevolent, school medical officers and that 
there was no trouble in many Divisions. In others' there was 
a danger of unlimited interference with the general practitioner 
with regard to, their child patients, and if allowed tò continue 
it would spread to other spheres of practice. These require- 
ments struck at the very roots of medical ethics, but at the same 


time it was a question of the system. 
The. motion was carried. 


! a 
+ 
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general-practitioner staff was to be maintained they must con- 
centrate on hospital management committees and regional hos- 
pital boards. There was already: no uncertain feeling in the 
Ministry, on the boards, and in hospital management com- 
mittees that the quality of general practice was being upset 
` by the total removal of general practitioners from hospitals, and 
certain boards were beginning to take steps to see how they 
could’ integrate the general practitioner. The hospital which 
had grown out of a cottage hospital could not be left entirely 
with a general practitioner staff unless (1) the quality of that 
staff' was . agreed ‘by the assessing committee to be such that 
the ‘practitioners not on the staff would be satisfied with the 
treatment - given; (2) it be remembered that the ‘boards had 
a responsibility to the patient, and that (3) the general practi- 
tioner should not take final clinical responsibility ; he should 
have a specialist in control of the bed who would give him the 
contact with modern medicine which was necessary for his 
future- good in medicine.’ The boards were now prepared to 
give increasing numbers of clinical assistantships of so-called 
senior registrarship status ‘to general practitioners, and a large 
number of these posts would be available on some form of 
rota basis so that a wider number of general practitioners would 
be able to get some training in hospitals all over, the country 
and thereby upgrade their general standing.: While the Council 
could be asked to press this matter there must also be -pressure 
at the periphery, and general practitioners must help. 

Dr. A. Weston (West ‘Middlesex) said that. in North- 
west Middlesex three cottage hospitals were to be closed, 
and the general practitioners on their staffs" would no longer 
be employed. A liaison committee had been formed from the 
six local medical committees, and it was hoped that action 
would be taken to resist this proposal. 
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Dr. G. MacFeat (Council) asked, How could the standard of 
general practice be improved, how could it be secured that 
general practitioners would carry out the work they were paid 
for, and would be prevented from sending patients to hospital 
for treatment which they were paid to give ? (Cries of “ With- 
draw.”) He would not withdraw this; he knew it.was true. 
How could a diagnostic service be ‘developed, or students be 
instructed in the commoner type of disease, except through 
general-practitioner hospitals? He reminded the meeting of 
the Association’s report on General Practitioner Hospitals 
issued in 1946 in which it was stated that unless the general 
practitioner was provided with a local hospital where he could 
attend to his own patients the quality of the whole medical ser- 
vice would suffer. . . . The services of a consultant should be 
available, but he should not have charge of wards, and he 
should see both in- and out-patients only on the invitation of 
the practitionér. 

Dr. Leak, in reply, 
should be allowed to continue 
benefit of medicine in general. 

The motion was carried. 


in ‘hospital practice to the 


Decisions of Medical Practices Committee 


Dr. P. J. Gibbons (Liverpool) moved that, wherever the deci- 
sion of the Medical Practices Committee differs from that of 
the ‘Local Executive Council, the former should furnish in 
writing to the Executive Committee the reasons for its decision. 
He said that the Liverpool resolution was clear enough. It 
asked merely that where the Medical Practices Committee 
differed from the Local Executive Council it should give its 
` reasons in writing. That was a good democratic practice on 
which their own Association was based, and the local committee 
was in the Jong run the best qualified to judge the local condi- 
tions. The resolution also gave him the Opportunity of-venti- 
lating some opinion about the Medical Practices Committee in 
general. He thought that most of them, after the Act had 
been accepted, considered that the Committee had a part to 
play in helping in the distribution of doctors, and some of 
them felt also that it could be extremely helpful in an advisory 
capacity in local conditions, However, it had been found in 
his area that it had varied in its behaviour, in many ways. 
For example, in its early and inexperienced days it permitted 
a doctor ‘in Liverpool to go on the List—in fact, it insisted 
that he should go on the List—who had not any: form of 
surgery premises in Liverpool, and who lived a considerable 
distance away. Its latest variation was to attempt to override 
the decision of the Executive Council in the choice of a practi- 
tioner to fill a vacancy in the area. On any standard that was 
an extraordinary claim, for Executive Councils were statutory 
bodies on which general practitioner opinion was fully repre- 
sented, and he might say that in Liverpool in any matter affect- 
ing the general practitioners the Executive Council acted only 
after full and free consultation with the local medical com- 
mittee. This, of course, obtained in every area, and it was one 
of the means which they had for protecting the freedom of the 
profession. It was surely a big claim to make that a central 
body, remote in London, should supersede, the decisions of a 
body well informed of local conditions. He would say at once 
as both a member of the Association and a member of the 
Liverpool Executive Council that any such attempt would be 
resisted with all the powers they possessed. 

By all means let the Medical Practices Committee concern 
itself with distribution. This was an appropriate and, to his 
way of thinking, a largely untilled field for its activities. Let 
it use its power in an advisory capacity and co-operation would 
then be assured. He believed that the community as a whole 
was suffering from too much centralization. Let the medical 
profession at least preserve as organs of freedom the Executive 
Councils and the Local Medical Committees which had been 
set up under the Act. hs 

The Chairman of Council said that the Medica] Practices 
Committee consisted mainly of general practitioners on whom 
they could rely for sound judgment. This was not an autocratic 
machine set up centrally and expected to be in opposition to 
local opinion, but it was a very valuable committee. The 
Ministry accepted the profession’s nominations for it, and ex- 
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perienced general practitioners had been chosen. It was mo 


. unfortunate that the representative of any area should com 


forward and decry, in the way Dr. Gibbons had done, a bod 
that was doing a good job of work. A number of complain 
were at first received of the way in which the Committee 
action was being directed, and two interviews with the Con 
mittee were sought and obtained and all their problems wer 
carefully considered. It was suggested that they were n 
acting properly, but in the end it was found that this suggestio: 
was baseless ; in every case their action had been in the be: 
interests of the practitioner as well as of the Service. It wa 
unfortunate that a body should be attacked in this way on a 
individual grievance. He hoped the Representative Meetin 
would be satisfied not to act in the way Liverpool ha 
suggested, but would believe that in the Medical Practices Com 
mittee they had a body acting in the interests of all concernec 

Dr. E. J. Warburton (Reading) moved an amendment to tb 
Liverpool motion, making it end: 

. .. the Medica] Practices Committee should give the Executiv 
Council an opportunity of supporting their views by discussions x 
they so desire. 


Dr. H. F. Hiscocks (South-East Essex) said that in his are: 
they felt that the Committee had rather failed to understans 
local conditions. He came from an area which had a centra 
district containing a very Jarge proportion of medical practi 
tioners relative to the population. Before July 5 these practi 
tioners all made a reasonable living ; since then, with a con 
siderable fall in private practice, it had been increasingly diffi 
cult for some of them to do so. One at least became part-time 
assistant and ‘finally abandoned the struggle to seek a living ii 
industrial practice. That sort of readjustment was no doub 
what Mr. Bevan intended to take place. Soon after this inciden 
another practitioner in the same over-doctored area decided `t 
leave. His list was one of 1,000. The Local Executive Counci} 
with the backing of the Local Medical Committee, agrees 
unanimously to recommend to the Medical Practices Committe: 
that this vacancy be not filled. Within a radius of half a mil 
were 14 doctors, each with an average list of something unde 
2,000, but the Medical Practices Committee could not see it: 
way clear to let this vacancy go unfilled. It stated that a lis 
of just over a thousand could not be described as a smal 
practice. This was but another instance of the dangers o) 
central control without full local knowledge. 

Dr. Wand said that the mover of the motion and the lasi 
speaker were proposing to make things very difficult indeed 
It would be recalled that a year ago they insisted very strongly 
on the right of practitioners to practise where they liked. AY 
this moment the Medical Practices Committee was being facec 
with an increasing number of requests for closure of areas, anc 
it was resisting this. They had to think of the younger men 
who were trying to get into practice. There was no very 
grave exception to the motion by Liverpool as amended, bus 
he did want the meeting to bear in mind that they had a body 
of men in the Medical, Practices Committee who were anxious 
to be kept informed of the position as it was at the periphery. 
They were, in his opinion, doing as good and as honest a job 
as it was possible to do. He hoped they would be assisted in 
trying to carry out what were really the wishes of the profession 
as expressed on other occasions. - 

Dr. Gibbons said that he accepted the amendment by Dr. 
Warburton. They in Liverpool felt that the Medical Practices 
Committee was acting in an autocratic way, and this they would 
resist. 

The motion as amended was carried, namely: 

the decision of the Medical Practices Committee 
difters sae Local Executive Council, the Medical Practices 
Committee should give the Executive Council an opportunity of 
supporting its views by discussion if it so desires. 


A series of motions concerning health centres were on the 
agenda, but Dr. Wand asked that all these might be referred to 
the Council. A subcommittee had been set up which was 
investigating the problems formulated in these motions, and 
the issues were so involyed and so important that’ they would 
need proper deliberation in the subcommittee. 

It was agreed to refer these motions to Council. 
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Consultants and Specialists 
wing to the fact that some of the representatives con- 


ned in that part of the agenda under.“ Consultants. and — 


əcjalists” would be absent on Monday, a section of the 
ort under this heading was taken at this point, and the 
itinuation of the agenda under “ General Medical Services ” 
s postponed. 

Mr. R. L. Newell (chairman of the Central Consultants and 
scialists Committee) said that the committee was constituted 
1948 and its formation was discussed at Cambridge last year. 
was agreed that it should be a body democratically elected 
2spective of membership of the Association in order that it 
uld be truly representative of consultants and specialists 
oughout the country and competent to speak on all matters 
ecting their interests. In addition regional committees had 
>n formed. The Central Committee was very: jealous of its 
tonomy and began to be somewhat suspicious of the Associa- 
n, and therefore he esteemed it a great honour that it 
ysuld have elected him as its chairman. 

The committee had spent a strenuous year. They had to 
m an executive committee, which had been meeting almost 
ary fortnight. It became evident that the old Negotiating 
‘mmittee could not continue its role as the mouthpiece of the 
nsultants and that the Central Committee should undertake 
s function. It was also apparent that the views of con- 
tants should be presented to the Minister through one 
annel and one only, and it was clear on grounds of prestige 
d status that the Royal Colleges and the Scottish Corpora- 
ms also had a claim to participate.in any discussions with the 
inister. In consequence a Joint Committee-had been formed. 
iis committee had worked extremely well, and was very 
rtunate in obtaining the services of the President of the 
ssociation, Sir Lionel Whitby, as its chairman. There had 
en no disagreement between the constituent bodies. Even 
there had been, there was in fact an “ escape clause ”, which 
lowed any constituent body to present its case to the Minister. 
Since the Report of Council the new terms for consultants 
id specialists had been published. He wanted to draw atten- 
yn to certain items which he considered to be of vital impor- 
nce. It was represented to the Ministry that the betterment 
ctor was quite insufficient. The Minister had refused to alter 
is factor, and what was more ominous was his statement 
mcerning Whitley Council machinery. The present meeting 
id already given a very strong expression of opinion on the 
xestion of arbitration. He regarded this as of fundamental 
portance and a battle which they must win. 

The question: of the senior hospital medical officer had caused 
ie gravest misgivings in his committee. They realized, of 
yurse, that in this interim period a position such as this might 
e necessary in certain branches, but they were afraid this 
1ort-term policy would develop into a long-term policy. They 
rere afraid that people who were fully qualified consultants 
rould be relegated to this grade for the rest of their lives. 
they got an assurance from the Minister-that no new appoint- 
ent of this character would be made, except within a defined 
eld, but the Minister had vacillated on this question. The 
{inistry had in effect issued orders that these officers should 
e graded as a second type of consultant. It had gone back on 
iat, and in the new report these officers appeared under the 
eading of “other bospital officers.” His committee had 
yrmed a subcommittee to go into the duties of these particular 
fficers. Unofficial communications had been made to the 
rading committees that they should grade all people occupy- 
1g posts at hospitals into three grades of consultants. He had 
lways thought that the object of this service was, to see that 
eople giving consultant service were of a consultant grade. 
Iundreds of appeals against the grading had gone to the 
sgional boards, and an Appeal Committee was set up. Fortu- 
ately he himself was not a member of the grading committee, 
ut was later appointed by the Royal College of Surgeons as 
n outsider to hear these appeals; it had been possible to 
pgrade a very large number of people because at the appeal 
hey had had a full statement from the man himself which was 
ead out. The original grading committee had had no know- 


edge of the man’s work or of its quality. 
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‘that formulates the policy of the B.M.A.; 


- have with these autonomous 
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He came next to the pay-bed question. Instructions had gone 
round to regional boards that’ amenity beds should be formed 


‘in the relation of one to two of private beds, and in the future - 


in the relation of one to each private bed. In many instances 
these amenity beds were taken at the expense of the fully 
private beds. ' a 
There were many other points he would have to put before 
his Central Committee at the meeting shortly to be held, and 


' it was difficult to know which points one could discard without 


danger, because in the. mass they produced a summation .of 
effect. He would reiterate the advice they had already given 
to consultants that they should not sign their contracts until 
they had received some indication from the Consultants and 
Specialists Committee. (Applause.) 


Autonomy of Central Committee 


Mr. Newell then went on to move a recommendation designed 
to clarify the position of the Committee. Apparently, he said, 
the resolution passed at the previous Annual Representative 


. Meeting had left some doubt as to whether the autonomy of 


the’ Committee was limited strictly to the sphere of consultant 


| practice, and whether within that sphere it had complete auto- 


nomy. To make this abundantly clear he now moved that the 


resolution of last year be amended to read as follows : 


The Central Consultants and Specialists Committee shall be an 
autonomous body with full powers to determine policy and action 
on consulting and specialist and hospital matters through the adminis- 
trative machinery of the Association. The decisions of the Committee 
within that sphere shall not be subject to the approval of the Council 
or the Representative Body. 


Dr. J. Ewart Purves (Bromley) moved as an amendment : 


That so long as the General Medical Services Committee and the 
Central Consultants and Specialists Committee are autonomous, the 
Representative Body can no longer be considered to be the body 
that this situation strikes 
at the whole structure of the Association, and that steps should be 
taken to remedy it. 


_ He said that the Chairman of Council had completely mis- 
understood the object of this amendment. There was no 
implied criticism of the Council’s resolution affirming the 
complete autonomy of the Committee, but it must be under- 
stood that his Division at least was in-some bewilderment on 
this. subject. He ‘sincerely hoped that they were labouring 
under a misapprehension and that the Council had a long-term 
policy which would bring a united profession into smooth 
waters. ` It seemed that there would be four autonomous bodies 
within the B.M.A. organization—the General Medical Services, 
Consultants and Specialists, and Public Health Committees, 
and the British Medical Guild. All these bodies which were 
directing policy were completely out of control of the repre- 
sentatives and in fact might act in defiance of them. In March 
last his Division after a very large meeting decided on a better- 
ment factor, but at the Special Representative Meeting they 
were told by Dr. Wand that they could save their breath because 
the Committee had decided what betterment factor to go for and 
had commuhicated it to'the Ministry and the Press. Attend- 
ance at that meeting was a complete waste of time. Dr. Wand 
would say that the LA.C. had also been autonomous. Perhaps 
that autonomy was one of the reasons for the break-up last 
year. The position of consultants and specialists would be 
made absolutely autonomous. The shadowy Guild had as yet 
shown few signs of ‘life. 

The Chairman here ‘called upon the speaker to pay some 
attention to the terms of his amendment. 

Dr. Ewart Purves went on to say that it seemed to them in 
Bromley that the only relation they as an Association would 
bodies would be as their milch 
cow. They would have full use of Association buildings, ser- 
vants, and funds, and yet withdrawal of those facilities would 
not restrain them ; the Association had no direct financial con- 
trol over them. The only power left to the Annual Representa- 
tive Meeting was to increase the annual subscription so that 
they might be supplied with these facilities. There had been 
a. widespread feeling that the Association required drastic 
reorganization to make it into an effective fighting machine. 
Reorganization was going on apace, but what was the goal? 


N 
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‘ Before the meeting voted on this resolution and deprived the 
Representative Body of its Jast shadow of authority this salient 
. question should be answered, otherwise the -Bromley Division 
-was of opinion that it was waste of time te elect and instruct 
representatives. 

Dr. O. C. Carter (Council) said that no one’in the hall was 
Keener on maintaining the responsibilities, duties, and functions 
of the Representative Body than himself, but, having said that; 
he wanted to add this, that he was quite sure they would be 
doing a great disservice to-the Association if they passed the 
Bromley motion. The proper course was to accept the’ situation 
created and to adjust the constitution accordingly. A motion by 
Bournemouth was also on the agenda in which the situation 
-created was realized, and the Council was asked to look into 
the problem and report. 

Dr. Frank Gray (Council) said that the Representative Body 
-was a responsible body and-would look at this question in the 
most serious and responsible manner possible. All the time, 
and especially,since the passing of the new Act, the problems 
‘in each branch of practice became not only more serious but 
more complicated—problems of great detail which could hot 
be decided without careful study or without a considerable 
degree of detailed knowledge. He thought every member of 
that meeting would wish the problems of his own particular 
‘section to be-decided by those in that section, whether general 
practitioners, consultants, or public health’ officers, None of 
them would wish that the general practitioner should tell the 


consultants what to do, or consultants tell medical officers of - 


health. If that was accepted there must be, as.in fact there had 
always been, a great deal of autonomy in "each separate section, 
but that did not mean in any sense that the responsibility of the 
Representative Body would be in any way diminished. When 
“~ any section had looked at its problems and decided the line it 


wished to take it would come through the Council and the. 


Representative Body to ask that the support of the whole pro- 
` fession should be given in presenting its case to the Ministry. 
That was the ‘statesmanlike line to take. When the problems of 
any section were not confined to that section, and impinged on 
. the. problems of another, then they could properly be. brought 
through the Council to the Representative Body for settlement. 
- He hoped that the meeting would feel that the practice they had 
had in the past was to be continued in the future. They did 
not want bickerings among themselves: it was too serious. 
They would agree that each section, having settled jts own 
domestic details, was entitled to look to colleagues in the or 
ofthe profession for support. ~ f 
The Chairman of Council, in reply to a question, said that 


he could give the assurance that the Representative Body would- 


continue to have the power to advise.” He pointed to the fact 
that a great part of'the day and of the previous day had been 
spent in considering the problems of the General Medical Ser- 
vices Committee. The consultants and specialists required in 
their field autonomy to go to the Ministry. The Bromley 
representative had spoken as if these two committees were 
foreign bodies for which they had no résponsibility. If they 


‘-were willing to give power of action in certain directions .to ` 


certain bodies, that was a common procedure of business. He- 
suggested that a later resolution in‘ the name of Bournemouth 
was a perfectly suitable one to be passed for the consideration 
of the Council in the next session. 

Dr. W. Jope (Council) said that the Government wished to 


negotiate with a body representative of practitioners working:in ` 


that particular service. It was very right that the British Medical 
Association should have that body under its ‘guardianship. It 
was not a “poor relation,” but very wealthy. He had taken 
the general practitioner side as an example, but he was perfectly 
convinced that the consultants’ and eis side must have 
a similar set-up. 

The Bromley motion was Jost by a liij majority. 

Dr. Doris Odlum (Bournemouth) then moved : 

That the Council be asked to appoint .a special committee to 
consider and report on the situation created by the, formation of 
autonomous bodies within the Association and their relationship to 
the Representative Body. 


She thought this would clarify their minds and define their 
action, 


`S 


= thought it was generous of her Division to propose 


‘It was agreed to refer this to Council, and the sime cou 
was taken with a motion by Torquay, “ That in. order. that + 
Association should become a potent instrument in obtains 
satisfaction, the Council should bend all its energies in # 
coming year to arming the Association with the necessary pow 
to enforce its demands.” 

Dr. W. N. Leak (Mid-Cheshire) asked whether it rea 
followed from these Council statements and ‘decisions that t 
general practitioner was considered to have no connexion w. 
hospital matters. 

Mr. Newell replied that general-practitioner specialists we 
represented on the Central Consultants and Specialists Co» 
mittee; moreover, there was a joint committee of gene» 
practitioners and consultants surveying the whole field. 

The motion clarifying the position of the Central Committ 
was adopted. ; 
: Representation of the Colleges 


Dr. G. Catherine Evans (East Kent) moved, “That ti 
democratically elected Consultants and Specialists Committ 
is the body which should represent its constituents and the 
should be no representation of the Colleges as such on tM 
negotiating committee.” In a very amusing speech Dr. Eva» 
said that the College representatives were representatives om 
of the College Council and not of the mass of consultants. TP 
heads of the Colleges -were there for their academic distinctio 
not for their medico-political leadership. 

Mr. Eric Steeler (Marylebone) said that. at Cambridge la 
year he had spoken of the difficulties which “might arise if th 
Association set up its own Consultants and Specialists Com 
mittee and the Royal Colleges and Scottish Corporations s 
up their own committee as well. He felt that there woul 
be a division of consultants and specialists into two camp 
Mr. Newell had told them how that difficulty’ had been ove 
come by the credtion of the Joint Committee presided over t 
Sir Lionel Whitby. 

After Dr. A. Smith (Lanarkshire) and others had joined i 
the debate, Mr. Neweil said he wanted the meeting to thin 
carefully before it passed the East Kent resolution. It wou} 
put him in an impossible position at this stage when they wer 
considering as a united body the new terms and conditions ¢ 
service. This resolution would destroy that body. The Joir 
Committee was formed for the purpose of putting forward th 
views of the constituent bodies to the Ministry. and had neve 
taken ‘upon itself the power to agree to any of the Minister’ 
proposals. 

The East Kent motion was rejected. 


Position of Non-teaching Staffs 


Dr. Catherine Evans (East Kent), moving that it was essentia 
that on all specialist committees non-teaching consultants anc 
specialists should be represented at least equally with member 
of hospital staffs, said that-it was a question of fairness. She 
“equa 
representation ” because the non-teaching hospitals did more 
than twice the amount of work the teaching hospitals did 
There should be at least equal representation. Dr. A. V. Bee) 
(South Staffordshire) supported Dr. Evans. 

Mr. N. Ross Smith (Bournemouth), also supporting the nausa 
said that on the Central Health Service Committee there was no: 
member of a non-teaching hospital staff ; on the regional boards 
there was a preponderance of teaching hospital staffs with a 
very small representation of non-teachers. On the Distinction 
Awards Committee there was only one person who was attached 
to a-regional board of non-teaching hospitals; on the review 
committees there was also a preponderance of representatives 
from teaching hospitals, and that might be the reason for such 
an unsatisfactory number of S.H.M.O. posts in the regions. 
On the representative side they had endeavoured in the forma- 
tion of the Central Consultants and Specialists Committee to get 
a greater proportion, but it was noteworthy that objection was 
raised by ‘the non-teachers that at the formation of the Joint 
Committee the non-teaching representation was reduced to two 
or three out of 18. This was causing great discontent among 
the non-teaching hospital staffs. No provision had been made 
in the ‘Amending Bill for giving the staffs of non-teaching hospi- 
tals any. statutory position on the medical staff committees, such 
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xisted -with the teaching hospitals. He hoped that’ altera- 
s could be made for the proper. representation of the non- 
hing staffs in -the administration of the Service: . 
r. G. MacFeat- (Council) supported the motion because ‘the 
vision in Scotland for some “of the consultants was not satis- 
ory. They.were not getting an.adequate voice in décisions, 
the Colleges. were having too much influence. 
ir, PSC McKinlay (East; Yorkshire) said that the feeling 
ng non-teachers i in his area was very strong. The chairman 
he Consultants and Specialists Committee had appealed for 
y, but this matter was creating a serious threat to that unity 


. » - = i — o 4s ~ 
ause non-teaching staffs were trying to create an association 


heir own.. He would suggest that if B.M.A. members were 
ionour the position taken, up at Cambridge a larger propor- 
. of places should be allowed to non-teaching specialists: 
ír. R. L. Newell said that he hoped. the meeting would not 
3 the resolution because it said “all specialist committees.” 
‘re were specialist committees attached to boards of gover- 
s all the members of which were’ teachers. 
n asked to -appoint two people, one a teacher and one a 
\-teacher. 
‘motion was adopted, and he would prefer that it should be 
red back for further consideration. It had wide implica- 
is, and at the moment they were negotiating to try to make 
medical committees statutory bodies’; if that was obtained 
t would be the time to consider the formation of these ‘com- 
tees. He thought in his central committee the non-teachers 
e well represented ; s/if not fully represented, they neverthe- 
. spoke“a great deal and their remarks were listened to. , 
Dr. Evans, in reply, suggested that five out of 18 could not 


called a fair representation. The people who did the work. 


uld be the people representing the workers, and she hoped 
t it would be agreed to carry at least equality of 
resentation. 


Yr. Doris Odlum asked if it was not out of, order to dictate — 


composition of a committee which.was to be autonomous, 
which the Chairman replied that he thought that was what 
. Newell was trying to put forward. e l 
[he resolution was carried. 


‘Proposed Terms for Hospital Medical Staff 


dr. T. W. Morgan (Kingston-on-Thames) moved: “ That this 
presentative Body deplores the delay in offering final terms 
service to consultants and specialists and demands that such 
ms be offered forthwith for their, consideration.” He moved 
; formally because these terms had now been disclosed. 

Vir. ‘A. Lawrence Abel (Marylebone) ‘said that it was true that 
. substance of the motion was now out of date, but there was 
> matter which had not arisen and which did not arise any- 
ere else. Instead of saying “demands that such terms be 
ered forthwith,” they could say now that these terms had 
n offered, and demand that three months’ be allowed for 
ir consideration. He moved this-as an amendment. 

Dr. E. C. Warner (Marylebone) strongly supported the 
endment. 

Mr. Newell said that the ‘terms had been issued for many 
mths and they had been amended ; people were getting 
<iots about very large sums of money in respect of rétro- 


‘ctive payments. \These terms hdd been sent to the.regions, - 


t for them to go through them again in detail—that had 
eady been done—but for. consideration as to whether ‘they 
ild be accepted or not and to give reasons. His committee 


s meeting within a week or two.and would consider reports © 


m the regions ; the Joint Committee would meet-to consider 
yorts from the Colleges.: They did not ‘really require a 
ther three months’ notice to. go through these terms ; 
srations were not very great, and he hoped a decision 
uld not be, delayed any further.: ` 


In reply to a question, he said that the terms had been sid 


boards ọf governors and. regional hospital boards and: they 
1 been published in the Journal. ‘Instructions had been given . 
these bodies to draw up contracts, and that was why he had 
terated the statement that -no consultant should -sign the 
itracts' until he had had some indication from the Central 
nsultants and Specialists Committee., The boards of .gover- 
rs and regional boards would be powerless if the. contracts 
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The regions -had - 


‘The Committee would be bound considerably if - 


` consultants and specialists in 10, 20, or 30 years’ time. 


- was going to disappear. 
‘the st 
! spirit, word, and -deed. 


‘us not have their livelihood taken away from them. 
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were not signed. There.could be ‘delay, but to fix'a time for the 
delay would be unfortunate. Many men were owed large sums 
of, money and they were in difficult circumstances. If it was 
decided not to’accept, well and good; but if they went on - 
for three months and,then accepted the terms they, would find 
themselves in a difficult position. | “Do not bind the Central 
Committee at this moment in terms of months.” 

Dr. Morgan said that one of. the difficulties was that up to 


‘recently most specialists and’ consultants during their interim 


contracts had had a certain number of sessions with which they 
had beén comparatively satisfied. The gradings being made 
"had in a large number of cases been disappointing. Men had 
assumed on the terms of remuneration issued that their incomes 
would be a certain figure and were prepared to accept that. The 
review boards had been and were in process of cutting down 
those sessions, and consequently the income of the consultants 
was going. to be considerably reduced. In the area of one 
„particular regional board the gradings had not yet been pub- 
lished, and as the ‘consultants and. specialists did not know 
their ‘gradings they could not compute their income; and 
how could they then accept these terms? They must have 
sufficient time for consideration and therefore he supported 
. the amendment. ° ? 
` Dr. R. Cove-Smith (Marviebone) said that at a meeting at 
Oxford a few’weeks ago it was stated that 11 out of 70 had 
received’ their gradings, and great anxiety was expressed’ as to 


_ the position-.of the younger members and the registrars because 


the delay was causing some‘ financial hardship. Arrangements 
should be speedy, simple, and more publicly known ; but it was 
felt that any-hardship that a small number of younger specialists 
might feel as a result of a few months’ delay was considerably 
offset by the fact that they must have a Jong-term view on this 
point. They were aiming at producing a satisfactory status for 
“Do not 
let us bè worried too much about sacrificing a few for a few 
months lest we fail to obtain satisfactory terms and status for 
the many in several years’ time.” - At a London hospital last 
. week the terms were put before a group of j junior consultants, 
registrars, and‘ house officers, and every one decided to turn 
_ them down forthwith. 
_. Mr. Lawrence Abel said that the chairman of the Central 
Committee had misled the meeting on two points. He said 
that they had had months to consider, this matter : the terms 
of service were published in the Journal at their own expense 
on June 11, barely three weeks ago; they had been reprinted 
in a booklet and sent to each one, also at their own expense. 
Mr. Newell-also said that there was not. much change; but 
there was a good deal of change. If they had read the terms 
and the memorandum sent with them they would see that the 
first change was that England was not’ to have a single 
specialist ; they were going to have consultants, and they were 
going to have hospital medical officers, and the hospital officers 
were going to. do,- the specialists’ work. How did Mr. Newell 
fit that in with no change? Thousands of his colleagues, 
. general practitioners and others, thought they were going to be 
graded as specialists; the profession had recognized them as 
‘specialists for years ; but there was no specialist status in the 
whole of the terms of service. Both the full-time people and 
the part-time people were going to sign on the dotted line that 
they would not treat private patients without being at the ihe 
of .the lady almoner. ‘Was that no change? . Was it “ 
change ” to have no private practice ? 

The consultants and specialists must have time to think again. 
The work had been done by specialists for years, but that grade 
The Spens report talked about con- 
sultants and specialists, but that report was being denied in 
“We must have three, months; we 
must give the men time to find out what was happening to the 
‘medical service. of the country when the Government cannot 
` produce a single specialist. Let us have specialists brought 
back into British practice, where they have always been, and let 
The 
Central Committee is to meet on July 5 at 11 in the forenoon, 
and the meeting, I understand, will start with two minutes’ 
silence.” (Laughter and applause.) 


_ The motion, as-amended, was carried. 
E i Š 
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Security of Tenure 


Dr. T. W. Morgan (Kingston-on-Thames) moved to protest 
most emphatically at the procedure, now developing in London, 
of a few teaching hospitals giving notice of termination of 
appointments of consulting staffs at smaller hospitals which 
had been “designated” by the Ministry of Health. He asked 
that the Council should take suitable action forthwith to end 
this practice. He said that if this was passed unanimously jt 
would strengthen the hands of the Council. 

Mr. Newell said that they had beén very much concerned 
about this, particularly in four hospitals in London, and had 
received certain assurances, but he would accept the motion 
with great pleasure. l 

Mr. Lawrence Abel moved an amendment so that the motion 
would read : 


That the Representative Body protests most emphatically at the 
procedure, now developing in London and elsewhere, in the action 
of a few boards of governors of teaching hospitals and regional 
boards giving notice of termination of appointments of consulting 
staffs at smaller hospitals which: have been * designated ” by the 
Minister of Health, and demand that the Council take suitable action 
_ forthwith to end this practice. : 

Mr. Newell accepted this also, 

Miss Gladys M. Sandes (Marylebone) said that the action 
of a regional board in ordering the closing of a hospital with- 
out consultation with the consultant and specialist staff was 
completely totalitarian. She wished to emphasize this unheard- 
of behaviour. It was scandalous that a body which was 
‘politically controlled should contravene all the elements of 
justice, and, what was more, get away with it. 

The motion as amended was carried. 


The Senior Hospital Medical Officer 


Dr. F. M. Rose (Preston) had a motion deprecating the 
arbitrary action taken by the Regional Hospital Boards in 
assessing the status of the medical staffs of hospitals. This 
was not a vote of censure on regional boards as such, but on 
the general procedure of this business of setting one medical 
man against another in the judgment of his work. At one stage 
it was proposed that there might be certain gradings of general: 
practitioners. He was very glad to say that any such attempt 
was resisted. Nothing has caused greater disquiet than the 
application of this method by which so many anomalies 
‘were created, particularly in the case of general-practitioner 
specialists and in some of the categories like anaesthetists, who 
had received no appropriate grading at all. 

Mr. P. A. McCallum (Torquay) moved to add the words 
“and assures the Central Consultants and Specialists Com- 
mittee of the Association’s full support should it be decided 
to advise members to refuse to sign contracts.” The motion 
‘was a good one, but not strong enough, and feeling was running 
very high. He could assure Mr. Abel that the feeling was just 
as high in the provinces as it was in London. Many men 
were alarmed at the idea of becoming senior hospital medical 
officers and remaining as such, possibly for the rest of their 
lives. It was not only an indignity, but it meant a very serious 
loss of remuneration—in some cases possibly £1,000 a year or 
even more. 


The amendment was accepted, and the motion as carried 
read : 


That this meeting deprecates the arbitrary action taken by the 
Regional Hospital Boards in assessing the status of the medical staffs 
sof hospitals and assures the Central Consultants and Specialists 
Committee of the Association’s full support should it be decided to 
-advise members to refuse to sign contracts. 


Dr. D. M. Hughes (South-West Wales) moved to instruct the 
‘Council to urge the Minister of Health so to amend the Acts 
or Regulations that the regional grading committees should by 
statute consult the medical practitioners of all classes, general 
practitioner or otherwise, on the merits of individual applicants 
for grading. When grading committees sat hundreds of miles 
-away from the area it was very difficult for them to assess the 
position as general practitioners saw it. The general practi- 
tioner'was the keystone on the arch poised between the patient 
-and consultant, and he was surely the man to help the judge 


in assessing the merits of the consultants with whom he h: 
worked so closely in the past. Grave injustices would nev 
have occurred had there been experienced general practitione 
on these grading committees. l 

The motion was carried unanimously. 

Dr. Hughes further moved to instruct the Council to ta 
immediate steps to urge the Minister so to amend the Act th 
specialists dissatisfied by the decisions of regional grading cor 
mittees might have the right of appeal to independent appe 
tribunals, 

Dr. J. A. Brown (Council) thought it doubtful whether a 
amendment of the Act was required in order to set up the 
tribunals. He moved an amendment: ‘“ That an appeal co» 
mittee should be set up in each region and that such committ 
should include among its members some of those who mai 
the original assessment. The appellant should have the right 
make a personal appeal before the Appeals Committee.” 

Mr. Newell said that the procedure at present adopted w 
that the original review committee should act as an appe 
committee with the addition of two individuals, one nominat: 
by the appropriate college and one by another review cor 
mittee. . He thought that Dr. Brown's suggestion was < 
extremely satisfactory one, and he was prepared to accept it. 

The amendment moved by Dr. Brown was carried. 

At this point the meeting adjourned (5.30 p.m.) until Mond: 
morning. 


MONDAY, JUNE 27 3 


The Representative Body resumed its meeting, under ti 
chairmanship of Dr. Gregg, at 10 a.m., following a meetir 
of the Council earlier in the morning. In accordance wil 
previous arrangement, the business under “ Organization” w; 
first taken. j 


ORGANIZATION 
Constitution of Central Council 


Dr. J. A. Pridham, chairman of the Organization Committe 
as a recommendation of Council, moved : 


That the Representative Body approve the principle that t) 
number of members of Council directly elected by members in 1 
Branches and Divisions of the Association in Great Britain ar 
Northern Ireland should be increased. 


Dr. Pridham explained the changed circumstances which ha 
induced the Council to bring about this alteration in tt 
method of election. The first was the enormous growth | 
the membership of the Association ; the second was the increa 
ing encroachment of the State upon the way of life and tt 
pocket of every doctor. The rank and file desired to hav 
some means of making their views and opinions felt at tt 
centre, and the difficulty was, with very Jarge electoral area 
to ensure that members of Council could keep in touch wit 
their constituents. 

Dr. H. G. Dowler (Gloucestershire) moved the referenc 
back of para. 124 of the Annual Report and Section (viii) « 
Appendix IV of that Report. There had been a certain lac 
of confidence in the B.M.A. and its leaders. He thought th 
was unjustified, but it did seem to exist in the Branches. TH 
real trouble had been a sense of remoteness which had led 1 
an inability to understand the difficulties with which the Counc 
had to contend. The alternative was increasing apathy an 
the possible formation of competing bodies. The Council an 
the Organization Committee were to be congratulated on dea 
ing with this problem, but they had failed to grasp the essenti: 


` thing, and in some respects their proposals seemed to make th 


position worse than it was at present’ As many members c 
Council as possible should be directly elected by constituencie 
which should be as small as they could be made. ` There shoul 
be no “ back stairs ” method of election. The proposals faile 
to meet the requirements. Instead of aiming at more area 
having one member each, the report suggested several larg 
areas having two or more members. It would be better t 
delay matters than to make mistakes which would be regrette 
afterwards. 

Mr. N. Ross Smith (Bournemouth) supported the referenc 
back, and for additional reasons. This question of the refon 


[ULY 2, 1949 


the Council was a complicated and difficult one. It was 
essary to make the Council a stronger and more flexible 
trument of medico-political action than in the past. Two 
tors which demanded consideration were the formation of 
onomous organizations of general practitioners and 
cjalists and the formation of the British Medical Guild. 
believed ‘that the formation of autonomous bodies was 
solutely necessary, but it had two consequences. The power 
the Council and of the Representative Body in medico- 
litical matters within those spheres had largely disappeared, 
t all matters of common interest should be the province 
the Council, and for that purpose it should have more 
tional representation. It was not enough to have merely 
: chairmen of the autonomous committees on the Council. 
e Guild, which had to organize and finance collective action, 
de it more necessary still that the Council should contain 
ect representatives of the autonomous committees. 
Dr. J. L. McCallum (Westminster and Holborn) felt that 
:y were not proud enough of their Association. He supported 
: reference back, which meant that they reaffirmed their 
de in what had been done already. The B.M.A. was the 
ly organization which could save the profession. The danger 
‘in apathy in the Divisions. More seats rather than fewer 
re required for members directly elected on the Council 
the Representative Body. Only in the Representative 
ting could the relative merits of the individuals who should 
on the Council be weighed up. 
Jr. S. Noy Scott (Plymouth) urged the rejection of the refer- 
ce back. The Organization Committee had produced a set 
recommendations. Was it desired further to delay matters 
‘Ore these were accepted ? 
Mr. H. H. Langston (Winchester) said that in the Association 
y needed two things: a really strong Council, confident 
the support of its members, and a Council in close touch 
th the periphery. They had been told that the Council had 
ich the same constitution as in 1907. The directly elected 
mbership should be substantially increased, and in Win- 
ester they did not think that the proposals put forward by 
+ Organization Committee went far enough. If this motion 
s passed as it stood the matter would not come up for dis- 
ssion until next year, and it would be two years before the 
w Council could be formed. 
Dr. P. C. McKinlay (East Yorkshire) drew attention to some 
the anomalies in the proposed groupings of Branches and 
visions fog election of Council,,in particular the allocation 
only two seats to Yorkshire as compared with four to 
ncashire and Cheshire. 
Dr. R. W. Cockshut (Hendon) said that the point was whether 
»y should abolish the two-tier method of election they had 
present. Should they do away with the great deal of.the 
wer of the Representative Body to elect members of 
iuncil? Election at the periphery was often uninformed, 
ile election by the Representative Body was informed. In 
o constituencies the members had not even troubled to nomi- 
te a candidate for the Council, and then they were told 
it these were the people who should have the power to elect 
> Council, while that power was taken away from the Repre- 
itative Body. It was up to the Representative Body who 
‘re in touch with the periphery to elect this important part 
the Council. l . 
Dr. G. de Swiet (Paddington) supported the reference back 
d instanced the position in the Metropolitan Counties Branch, 
lich would be apt to be dominated in electoral numbers by 
> important Marylebone Division. 
Mr. G. Whyte Watson (Bradford) said that it was necessary 
have a strong Council. The apathy in the periphery arose 
ym the lack of contact of members of Divisions with their 
wuncil representatives. In many cases the representative had 
cover a wide area and could not possibly be much known 
his constituents. If they did not get down to smaller areas 
d more locally elected representatives the Council could not 
ce decisions with any assurance that the rank and file of the 
ofession were behind them. 
Dr. F. Gray (Council) said that there were two objectives: 
> best men for the job, and contact between the centre and 
2 periphery. Their forefathers seemed to have thought of 
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the first but not of tbe second, and at a critical moment when 

the Council had to make important decisions contact with the 
periphery was lost. It was useless to have elections of people 
who were only names on a piece of paper; there must be 
contact and it must be maintained. Every member of Council 
should be ex officio a member of the executive committee of 
every Division in his area ; there should also be contact between 
Division secretaries. The meetings should nct 20 into details 
but should accept the principle so that progress could be made. 

Dr. C. Watney Roe (Chelsea and Fulham) supported 
Winchester. There was no need to refer the matler back to 
Council; the rank and file would not support the Council 
unless it had confidence in it. 

Dr. I. G. Innes (Council) said that the resolution was put 
before the Representative Body after very careful consideration. 
The position in London and the surrounding counties had been 
considered, but the greatest difficulty arose in the very large 
areas in other parts of the country. 

Dr. D. L. Gullick (East Herts) said that the original motion 
was quite modest, but the amendment of Gloucestershire was 
sweeping—the reference back of this section of the Council's 
report. If this was passed no further discussion on the Win- 
chester reforms could take place, and he asked that the 
reference back be opposed. 

Dr. J. G. Thwaites (Council) said that the essential principle 
being debated was whether the direct representation of the 
periphery on the Council should be increased, and he thought 
the meeting would wish to adopt this principle and not refer it 
back for further consideration. His experience as a direct 
representative was that he did not receive co-operation from 
the Divisions, and if this principle was adopted he hoped 
members would do their part by attending meetings and show 
their appreciation of the fact that their member of Council 
went to see them. ’ 

Dr. S. Wand (Council) said that he came to the meeting pre- 
pared to support the recommendation, but the arguments he 


. had heard made him feel that this -should be given furthe- 
consideration, because he feared the young men wl) Trace 


their mark in the Representative Body would not get ` hette? 
chance of election. He had in mind the election cf z~ :ldert- 
manic bench, and as the matter was so important and princip!e3 
were involved he supported the reference back. 

Dr. Pridham, in reply, associated himself with the tribute 
paid to Winchester for their interest and work in this matter. 
This was not a contest between the Council and the Representa- 
tive Body ; it was a matter purely for the Representative Body 
to decide. There was evidence that the periphery wanted some- 
thing of this sort, and it was that which induced the Council to 
make these recommendations. Now the representatives could 
show whether that was so or not. If it was referred back the 
Council would not know what was wanted, and it would more 
or less kill it for some time to come. It was hardly likely that 
the Council would call a Special Representative Meeting to 
discuss only this question. He would suggest that the general 
principle should be adopted and then the details could be 
considered. 

Dr. Cockshut, on a point of order, said that there were other 
methods of calling a Special Representative Meeting, to which 
Dr. Pridham agreed; but this was a proposition which had 
been considered very carefully indeed. If they liked the general 
principle and wanted to get at the details—“ throw out the 
amendment and pass the original resolution.” 

The Chairman of Council said that the resolution was a 
matter of principle only. Many speakers had obscured the 
issue by going into detail, giving reasons for the reference back ; 
but he. hoped before that was done that the meeting would 
express its approval of the increase of direct representation. 
By referring it back on this amendment no opinion would have 
been expressed. It had already been agreed that the Council 
would have to consider the constitution of the Association in 
view of the establishment of two autonomous bodies, the result 
of which might involve some reconstruction of the membership 
of Council. He hoped the principle of direct representation 
would be accepted and the rest of the report referred back for 
reconsideration. 


“ 


t 
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Dr. Dowler, in reply on the.amendment, said that the debate 


had served to show that changes were needed. Dr. Cockshut’s 
point that two Divisions had failed to make nominations was 
an indication surely of the apathy which existed, He agreed 
with Dr. Gray that Council members should, visit their constitu- 
encies, but that was not at present. possible, because of their 
size. He could not agree that there would be very much delay 
if the matter was referred back. It must be settled, and it was 
urgent and important forthe future. ` Do 

The Chairman pointed “out that, the meeting should under- 


` Stand the effect of passing the Gloucestershire amendment. It 


3 


4 


on the agenda. 


meant that with the exception:of two ‘constitutional: changes— 
namely, that the chairman of the General Medical Services 
Committee and the chairman of the Central Consultants and 
Specialists Committee should be members of the Council, if 
not already members—the whole of the proposed constitutional 
changes in so far as they dffected the composition of the 
Council were set aside for reconsideration. 

The amendment was lost. “5 

A motion was then proposed by Dr. Brown, and seconded 
by Dr. Russell: 


. That this meeting, while approving the principle of increased direct 
representation on the Council, refers back to Council for considera- 


tion the detailed reconstitution of Council. 


Mr. Langston supported this proposal, but said that the 
numbers of directly elected representatives proposed were, in 
his view, “chicken feed.” A considerable increase in directly 
elected. members was necessary. r, eo 

Dr. H. Barbara Woodhouse (Harrow) opposed the amend- 
„ment on the ground that delay ought to be avoided. a 

On a show of hands the amendment was carried: | 


In favour’ 174 ` 
“Against | 116 


y oo 
This, result wiped out a large number: of 
L n , 
r , a qot Fi 
Agenda of Representative Meetings 
Dr. R. Hale-White (Marylebone) brought forward certain’ 
proposals to facilitate business at Representative Meetings. He 
moved that representatives whose motions and amendments had 
been “grouped” or “held covered” should be given at least 
48 hours’ notice in writing, and on the day of the meeting should 
have an opportunity to meet for discussion to decide on the 
proposer-of the motion. These and other suggestions were put 
forward by’ Marylebone to clarify debate.. , 

. Dr. Pridham thought the’ Marylebone suggestions might assist 
the Representative Meeting. Dr. J. A. Ireland (Council) doubted 
-the practicability of the suggestions. gt SN 3 

Mr. A. Lawrence Abel (Marylebone) urged that consideration 
should be given to them. 

The Marylebone proposals were adopted and a proposal 
from Mid Cheshire for a “ steering committee” for' the agenda 
was referred to Council. ’ ; 


3 i Regional Secretaries, 


Mr. H. H. Langston (Winchester) had a motion defining the 
duty of regional secretaries. He considered that the primary 
duty of such secretaries should be to their regions, to which 
they should pay regular visits and be available for liaison with 
divisional secretaries. It was most important that members in 
the regions should be kept in close touch with what was going 


- on at Headquarters through the regional secretaries, and that 
, the regional secretaries themselves should be well informed of 


opinion at the periphery. He did not believe that regional’ - This was carried, notwithstanding a request of Dr. Dahne 


secretaries could really know what was going on if they merely 
went down occasionally and addressed: a meeting. 

.The Chairman of Council said that- the assistant secretaries 
‘were appointed by the Council for particular duties under the 
direction of the Secretary. It had. been arranged that each of 
them should, be in charge of a region; but their primary duty 
was to the Council, and he hoped that the Winchester resolu- 
tion would not be passed in its present form, which stated that 
the primary duty of these secretaries was to the region. 

It was agreed to pass to the next business: 


`~ 


t 
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Other Organization Matters 


Dr. `Pridham, in moving the adoption of the remainder 
the report under “ Organization,” said that some fall in 
membership might have been expected when the excitem 
had died down, but it had continued to rise and had m 
reached a record figure. A conference of honorary secretam 
was held during the year which was very well attended ; 
chairman of that conference would be sent all the docume 
of the Organization Committee and asked to attend its meetu 
as observer. The-honorary secretaries were working as w 
as ever they did, and on behalf of the Council he thanked’ the 
The Council could be congratulated on the work accomplisl 
during the year, and he would draw attention to an import) 
document which had just been issued—‘‘ The Role of ' 
Division.” Fears had been expressed that with the format 
of the autonomous bodies the Division or Branch might fr 
its work superseded, but the reverse was true. The cont 
of the ordinary members was in the Divisions, and the Divisic 
must see to it that on the functional bodies there was a suffici 
number of people in whom they had confidence. “ So do » 
have a defeatist feeling about the work of the Division, stv 
the report and make your Division more alive than it's 
before.” ; l ; l 

The resolution was carried. 

Dr. -P. W. F. McIlvenna (Reading) moved that the quor 
of the Representative Body should be reduced from“óne-ba 
to one-quarter. His Division felt that one-half was too In 
a figure for a body of this size. One of the Special Rep 
sentative Meetings disintegrated, although there were ‚import: 
resolutions to discuss, because of this rule. ` 

The resolution was lost. l y 

Dr. G. W. Ireland (Lothians) moved to request the Cour 
to make the duties of representatives more clear in the Ha» 
book. He said that the instructions were not precise enou 
it depended upon. the interpretation of the words “so far 
may be.” This interpretation had led to a good deal of con 
sion. Many representatives asked for permission to depart fre 
their instructions in the light of the debate, which was | 
right procedure, but there seemed to be some who did » 
realize. that that could be done. In minor issues they us 
their own judgment, but in matters’ of high policy where de 
sion was vital they felt their hands were tied. He was » 
putting in a-plea for the abolition of Divisional instruction, ¥ 
the essence of democracy was trying to find the right .v 
through. It should be made clear to representatives that tP 
must have their instructions, but they must be ‘prepared’ 
change their opinion in the light. of the debate. 

‘Dr. S. F. L. Dahne (Reading) supported the Lothians moti: 
It was an essential part of the democratic character of the As 
ciation. It had been laid down by Burke that no Parliament: 
representative should be bound by instructions from his pa 
cular constituency. He must use, and had a right to use, 


- 


‘own discretion in the light of circumstances. 


The motion was: carried. . 

On the motion of Hendon it was agreed to urge the Cour 
to take steps for the preparation and early issue of a New 
Qualified Practitioners’ Handbook. 

The Chairman of Council accepted for consideration a mot* 
from Lanarkshire that payment of mileage be made to memb» 
attending Committees of Divisions and Branches and a 
certain Central Committees where a mileage grant would 
appropriate and equitable. He said he realized the difficul» 
of remote areas. 


turn it down on the ground that it reduced the: Association 
the level of the Boilermakers’ Union. : ; : 

Dr. A. Weston (West Middlesex), for ‘the Metropoli 
Counties Branch, moved that all medical members of the U 
Army Air Force Medical Corps be elected as honorary me 
bers of the Association during their service in the Uni 
Kingdom. 

Dr. J. B. Wrathall Rowe (Harrow) suggested that U.S. med» 
officers visiting this country in ships of the -United States Ni 
be included. ` ar 
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The motion was agreed to with applause, except that, in 
cordance with the by-laws, the word “ honorary ” was 
anged to “ associate.” 


Dr. W. Smith (Greenwich and Deptford) asked the Council 


consider ways in which Divisions could honour members 
10 had rendered outstanding services on their behalf. He 
«d that his own particular Division had one member who for 
1 years had rendered outstanding service to the area. 

The Chairman of Council said he was prepared to look into 
“is matter. He realized that the opportunities they had at 
e moment for recognizing distinguished service at the peri- 
acry were meagre. 


PSYCHIATRY AND THE LAW 


Dr. Doris Odlum, Chairman of the Committee on Psychiatry 
id the Law, moved the portion of the Report under this 
ading. She said that her committee was a joint one of magis- 
ates -and doctors, the latter including both psychiatrists and 
neral practitioners. It had been at work since 1945 and had 
‘oduced some memoranda of interest. Last year it produced 
memorandum on the treatment of sexual offenders, the pro- 
sals in. which had been received with great favour, as letters 
stified from all over the world. The committee also had a 
rt to play in amendments to the Criminal Justice Bill. Other 
atters which it was proposing to look into included the delin- 
uent adolescent boy, solicitation and the law, and drink and 
"ug addiction. 

The section was approved. 


CONSULTANTS AND SPECIALISTS 
Senior Hospital Medical Officers 


The meeting then turned to the portion of the Report under 
Consultants and Specialists” from the point where it left off 
a Saturday. 

Dr. E. J. Warburton (Reading) moved: 


That this meeting views with concern the creation of a body of 
‘nior hospital officers without right of appeal against their 
ssessment to an independent tribunal. 


Mr. A. M. A. Moore, on behalf of the Central Committee, 
uid that this was the view of the committee, and he accepted 
he motion on its behalf. 

Mr. A. Lawrence Abel (Marylebone) moved to add the words 
and feels that this grade should be allowed to die out.” He 
aid that when they discussed this matter with regard to various 
ypes of consultants and specialists it was pointed out that in 
aberculosis and mental institutions there was a grade of men 
zho had never wished to become more highly qualified or to be 
vhat would be called specialists, but nevertheless they did out- 
tanding work, and it was for these men that this category had 
een set up. The word “Specialist” had now been omitted. 
«here was no such grade as that of Specialist. There were only 
-onsultants and Junior and Senior Medical Officers. There 
vas no mechanism whereby a hospital officer might ever become 
ı consultant, and therefore it was felt that this grade should 
s allowed to die out. The public, Mr. Abel added, were losing 
omething. What the average man in the street had had in the 
vast was good doctoring and increasingly better doctoring. 
ome would say that the term “consultant” included 
‘ specialist.” Very well. Then let them have it in the 


‘Book of Words.” . The elimination of the specialist was a. 


device of the Government to save money at the expense of 
he population. What would be the effect upon the consultant 
ind specialist service of this country? It would mean that no 
man in the Service could become a specialist, or if he did he 
vould not be so called. 

Mr. Moore said that this again was already the policy of 
he Central Committee and had been impressed upon the Com- 
mittee very strongly indeed by Sir Lionel Whitby and his Joint 
-ommittee. ` 

Dr. Warburton, the mover of the original motion. thought 
Mr. Abel’s an unfortunate addition to the amendment. It intro- 
luced something entirely different from the original motion. 

Dr. J. C. McMaster (West Somerset) said that the average 
rate of remuneration offered for a senior hospital medical 
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officer worked out at an average of £178 per annum for one 

session per week, which compared unfavourably with general- 

practitioner remuneration, though he would not agree that the 

latter was adequate. In his view the whole memorandum con- 

cerning hospital medical staff should be entirely redrafted. 
Mr. Abel’s additional words were taken as a rider, and both 

the original motion and the rider were carried unanimously. 
Dr. J. C. Arthur (Gateshead) moved : 


That tuberculosis medical officers of standing and experience 
should be classified as specialists and not as senior medical officers 


He said Mr. Abel had stated that the Minister had killed off 
the specialists. He held that tuberculosis medical officers should 
come within the specialist category. 

Dr. T. W. Davies (Swansea) said that tuberculosis officers 
were men who fulfilled entirely the criteria laid down in the 
Ministry’s memorandum. They were men of experience, in 
charge of beds, and held in the highest regard as consultants by 
their general-practitioner colleagues. 

Dr. A. Smith (Lanarkshire), in supporting the motion. said 
that, if there was not an adequate establishment of tuberculosis 
service in the future, young men would not be inclined to enter 
that service. He quoted the pre-war figures for tuberculosis in 
Glasgow. New cases in the last pre-war year were 3.300, and 
in 1948 they were 9,981. The waiting-list in 1939 was 127; it 
was now 1,481. These were terrifying figures. But this ser- 
vice could be improved only by obtaining a reasonable estab- 
lishment of senior consultants so that the men who entered it 
could be assured of their future, 

The Gateshead motion was carried. 

Dr. R. G. Cooke (Derby) proposed the creation of an inter- 
mediate grade between senior hospital medical officers and 
specialists, to include medical superintendents not already graded 
as specialists, with a salary range of between £1,500 and £2,500. 
He said that the administrative work these medical superin- 


tendents had had to do, especially in general hospitals, had 


adversely affected their claims to specialist payment. The 
result of the proposals which had been put forward was that 
quite a number of people in general hospitals would be no 
better off at all. The suggestion of Derby would avoid the 
victimization of a class of people who in the past had worked 
so well that they had brought municipal hospitals to the high ' 
standard in which they had entered the National Service. 

Mr. Moore said he was very sympathetic to this motion, but 
he suggested that it should be reworded as follows : 


That the salary of medical superintendents not graded as specialists. 
be in the range of between £1,500 and £2,500. 


He pointed out that the meeting had already agreed on 
Mr. Abels motion that the grade of senior hospital medical 
officers be allowed to die out. 


THE ASSOCIATION OVERSEAS 


Before calling upon the Chairman of the Colonial and 
Dependencies Committee to present that part of the Council's 
report, the Chairman expressed pleasure at the presence of a 
number of representatives from Overseas Branches in the Repre- 
sentative Meeting. There were difficulties at home, but all were 
conscious that their colleagues overseas had difficulties and 
problems which perhaps were not fully understood, but he 
would assure them that all possible help would be given to 
them if they would put their problems to the Council of the 
Association, 

Dr. J. B. Wrathall Rowe moved on behalf of the Chairman 
of the Committee that the report be received. He said a good 
deal of work had been achieved during the year. Although 
it became clear that the revised salary scales obtained for the 
medical service in East Africa were not satisfactory, the Com- 
mittee decided to press on with a full-scale review of the whole 
situation in the light of the Spens Report and the terms nege- 
tiated for doctors in the National Health Service of this 
country. There were many and complex problems to be con- 
sidered, and the help of an expert statistician was called in. 
The Colonies would have to draw their service doctors from the 
United Kingdom and would have to compete with the National 
Health Service ; therefore salary scales had to be comparable. 
The Committee had also given careful thought to the remunera- 
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tion of locally recruited colonial medical officers. Negotiations 


“ were in progress.with -the Colonial Office, and so far a co- 


operative spirit had been met with in their representatives, who 
realized that it was of enormous "importance to the Colonial 
/Empiré that they should Have. expert medical services. 
n One'of the greatest probléms in’ the Colonial Empire was the 
rapid increase of the population, and there was reason to believe 
that thé reSults of the recent census in East Africa would lend 
the Kenya Branch con- 
tained in a memorandum which the Council, had, sent to the 
Secretary of State for the Colonies.. The ‘Council was also 
watching with great care the negotiations taking place on the 
unification of the Malayan medical service.’ It hesitated to 
express an opinion on this complex problem, but it was true 
to say that the unification scheme which was outlined at the 
‘Representative Meeting last year had contributed to its solution. 
With regard to private practice in the Colonial Medical Ser- 
vice the Council’s view generally was'sthat private practice 
should be forbidden to Colonial Medical Service officers except 
in certain circumstances. It was quite clear that if private prac- 


_ tice was not allowed in some places the medical service would 


not be of reasonable standing. / 
A number of matters not included in the Council’s report 
were dealt with. The Council was prepared to take just as 


’ much trouble over: the affairs of the many members of ‘the’ 


Association ‘overseas aS over the affairs of members in this 
country. The Council was always glad to have the, assistance 
and puidance of the members.of the 53 overseas Branches, and 
was grateful to the officers.of those Branches for their devotion 
to duty. Dr. E: Grey Turner’s visit to the Sudan and East 
African Branches earlier in the year was much appreciated, and 
it was hoped to send `ù Committee member or a Secretary to 
the various parts’of the Colonial territories.- In conclusion, 
he added his own' words of welcome to the representatives from 
overseas. R i 

Dr. D‘ R. Belletty (Assam) conveyed sincere greetings from 
the tea-growing districts of India. While he was Secretary 
medico-political problems cropped up, and so far as India was 
concerned it was premature to formulate any definite and fixed 
policy with regard to the Indian Medical Association, which 
had not quite made up its mind as to its approach to the B.M.A. 
_ Professor C. C. de Silva (Ceylon) said he would probably 
be the last representative of the Ceylon Branch of the B.M.A. 
to bring eréetings. Next year one of his colleagues would be 
the first representative of the Ceylon Medical Association, which 


_ would be affiliated to the :parent body. «He thanked the B.M.A. 


for all the help and service given to his/country, during the last 
62 years in manifold and diverse ways. , ` ` 

Dr. P: Moran (Eire) said his country had waiked out of the 
Commonwealth with its head up and its tail up, but so far as 
he could see theré was no desire on the part of the medical 
profession to‘set up an independent medical republic. They 
were deeply indebted to the British Médical Association for all 
the help it had given in shaping the Eire Association, and for 
the facilities and amenities placed at its disposal. He paid a 
particular tribute-to the clerical staff of the B.M.A. for all the 
help they had given to the Eire Association clerical staff in the 
difficult work of reorganizing the new association. 

Dr. C. J. Austin (Fiji) brought greetings from the smallest 
and most distant Branch represented at the meeting. His 


Branch was very grateful for the interest of the parent body . 


in its welfare ; that its assistance was needed could be seen 
by a-comparison of the minimum scale of salaries drawn up 
by the Association! with the scale actually paid in Fiji. 

Dr. R. E. Anderson (Malaya) said that the Branch went out 
of existence during the Japanese occupation, although it held 
largely attended meetings during the internment. It was 
reconstituted after the war, and the membership increased from 
278 in December, 1946, to 505 in December, 1948. One of the 
major.questions considered by the Branch was the conditions 
of service ; Asian members were now. being paid basic salaries 
at the same rate as European doctors, which was fair, as the 


_ local qualification was recognized by the.G.M.C. Proposals for 
-. a unified service were: under consideration. 
parerit Association for its support and hoped that it would be. 


He thanked the 


continued. © . > . 
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Mr. G. C. Halliday (New South Wales) said that last y 
the Commonwealth Government passed an. Act by whict 
was necessary for the practitioner who provided free medic 
to his patients to prescribe according to the Commonwez 
Pharmacopoeia and on forms provided by the Commonweé 
Government. The profession determined ‘that this Act w 
not in the best interests of the patients and refused to implem 
it. It was very significant that in Australia the members 
the British Medical Association so firmly’ stood behind 
Federal Council that less than 2% consented to. work un 
‘the Act. The Commonwealth Government was now propos 
‘an amendment which involved liability of a fine of £50 
three months in gaol. It was certainly likely that Austral 
members would need the support of their colleagues in 
Home Country. l 

Dr. Owen Johnston (New Zealand) said that in 
Dominion they considered themselves definitely a branch of 
B.M.A. In tact, the official designation was “ B.M.A.” 2 
in very small letters following it “ New Zealand Branch.” 
congratulated the Council on setting up the Empire Medi 
Bureau, which provided a wonderful service, 

Mr. A. Smith Gray (Auckland) brought the greetings of ` 
president and over 200 members of the Auckland Divisi« 
He paid a tribute to the excellent organization of the Rep 
sentative Meeting, and also added a word of appreciation of » 
assistant secretary, Dr. Grey Turner, who had played such 
efficient part in the organization of overseas affairs. 

Dr. J. Lloyd Simmonds (Queensland) said that Austra 
still, looked on Great Britain as her home country and w 
proud to belong to the British Commonwealth: of Nations. 
Australia, with over 6,000 practitioners, fewer than 1 
answered the call of the Government to enter into its schen 
and the non-adherence included non-members of the B.M. 
as well. | 

Dr. L. L. Davey (South Australia) said that the last two ye 
had; been anxious ones for the’ profession in this count 
The problems in Australia and in Great Britain were in ma 
respects similar. They were sticking to the four principi 
of the paramountcy of the welfare of the patient, the freedc 
of the doctor, the, acknowledgment ‘that in medical maite 
he was the official expert, and the maintenance of the docto 
patient relationship.’ sae z 

Dr. D. E. Thompson (Tanganyika) spoke of the great appn 
ciation of the members in East Africa of Dr. Grey Turne 
visit. E ° 
- Dr. J. S. Brown (Uganda) said that in most of the Croy 
Colonies the service was equivalent to the National Heal 
Service in this country, and home practitioners would knc 
how many difficulties were attendant with such a service, Th 
had been greatly heartened by the interest taken,in their oy 
difficulties- by the parent body. ; H 

Dr. G. T. James (Victoria) said that all’ the branches 

- Australia had been described as autonomous, responsible 
their own Federal Council, but they strictly observed mutw 
loyalties., ‘ 

Dr. A. H. Tonkin, medical secretary of the Medical Ass 
ciation of South Africa, said that*his association, though 

no longer had the letters “ B.M.A.” ‘after its name and he 
become in a sense an independent body, was fully aware e 
its long ties with the parent body. 

Ca 


Overseas Organization Committee Proposed 
Mr. Eric Steeler (Marylebone) moved : i 
That a subcommittee be appointed to consider the B.M.A. Ove 
seas Organization including Dominions, Colonies, and Dependencie 
and to ascertain the feeling of all sections. of medical -practitione 
and others interested. : 


He pointed out that hitherto the majority of doctors workir 
in the Colonial Empire had been recruited from the Unite 
Kingdom. This situation was now ‘altering and in man 
Dependencies non-European doctors were beginning to prt 
dominate. These places were not immune from racial ap 
political currents. Some Colonies were now, independent sel: 
governing Dominions, and others were moving in that direction 
The present problem was how to direct-the growing nationaliz: 


t ` yA a = 
' 


BMuLy 2, 1949 


$ r 


a r “ i ~' 
1 into right channels. It was not possible to divorce the 4 


dical from the political aspects. One of the main’ effects of ` 
spreading of'civilization had been to make’ life duller for. 


‘Ordinary inhabitant. ` There was need for deeper knowledge ~- 


this almost unexplored field of Social study... 
mmlicy. must be devised for ‘the, profession’ overseas if.-the ‘ 
sociation was to remain in the van of progress. - ‘He asked l 
it this Committee might be -set' up to consider‘the whole 
blem, to sift'facts from emotions, and weed, out prejudices 
d partially informed opinions, and tọ consider whether it 
ght not be wise to establish autonomous branches in all those 
‘as affiliated to the B.M.A. , 
“Mr. A. Smith Gray (Auckland) opposed this motion. \ He 
9k exception to the suggestion that autonomous Branches! ’ 
ould be set up. IE this were .passed it would create the 
pression that the parent body was finding such. overseas, 
anches.as theirs a problem and an encumbrance. He knew 
> proposer would say that was not the intention. Much 
d been heard about the periphery, and he would suggest that 
ere was a periphery far beyond the shores of this country, ‘and 
ose of them who were so situated would like to feel that the 
ik with the centre would continue as strong as ever. A 
Dr. R. B. MacGregor (Central Malaya) also opposed the 
otion. He protested against anything that might make ‘for 
sintegration. They were told that the main problem which 
ced the Association in its overseas organization lay in those 
ts of the Empire where non-European doctors were likely 
outnumber the others. Malaya was one of the places” 
“here this‘state of affairs already existed. There were already 
ore non-European doctors than European. It was true that 
eir interésts frequently conflicted with the interests of doctors 
‘cruited from Great Britain, and that they were not immune 
‘om racial and political currents. But the B.M.A. in its present 
arm provided the one forum ‘where they could meet and-discuss 
eir problems on grounds of equality. 7 
Miss Gladys M. Sandes (Marylebone) put forward the point 
£ view of the postgraduate non-European student who came - 
a this country. These students were not in all cases from 
~untries where they had the opportunities mentioned by the 
‘evious speaker,arid where there were good relations between 
uropean and non-European doctors. These postgraduates, 
«me of whom had obtained European qualifications and some 
ot, were gravely concerned about the ‘situation arising in 
sme of their areas and were quite convinced that unless they 
ere able to have more consideration for their point of view 
mey would be forced to keep out of the B.M.A. The Maryle- 
one motion asked for an inquiry, and those of ‘them who had 
ad some hand in the training of these people wished to put 
ver that point of view. 
Dr. D. R. Belletty (Assam) said that~so far as India was 
oncerned they’ thought that this matter should be kept as’ it 
as. They were quite content to let matters go on, and any 
manges might be' misinterpreted. 7 
Dr. C. F. Mayne (Plymouth) supported the Marylebone 
uotion. Some of their overseas colleagues had mistaken their 
atentions. ; The Council of the Association: was about ʻo 
point a amier to, go into the problem of the Colonies 
ad Dependencies, and some parts of this problem were very 
ride and far reaching. Those of them who had worked on 
uch a committee were aware of the implications and asked: 
or the appointment of the committee which Marylebone had 
1 view. A number ‘of pressing problems called for a com- 
tittee consisting of members who were prepared to take wide 
iews in the solution of them. ; 
Professor C. C. de Silva (Ceylon) also supported the motion. - 


A new , 


here was not only a -serious shortage of doctors but also of . 


‘achers. The Government sent 40 to 50 doctors to this country 
ach year who took their Fellowships, etc., but that was not 
nough, and ‘he begged that they should be given internships. 
his was something in which a special committee ‘could help. 
eylon would also be grateful if distinguished men in-the pro-. 
ssion would -visit the country, and’ he’ wished that young 
raduates could go out from this country to help with the 
aching and do their research at the same time. 

The Chairman of Council said that he was interested to find 
iat those who had spoken’in favour had come from this, 
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country and from Ceylon; whose problem so far as organization 
was concerned: was Solved. The overseas representatives. had 
expressed somè anxiéty’ with regard to this proposed com- 
mittee; and he- thought it would be unwise for- this body to 
pass such a resolution if the people on‘the spot were not in 
favour of it. i a Es j a = 
, Dr. J. B. Wrathall Rowe said‘that he was sorry; that Maryle- 
bone had persisted in putting forward’ this résolution after the 
information he had given that morning. The:motion, said “A 
special committee’ should be appointed.” He did not think 
there was any need for a: special committee: all that was 
necessary could be done by the present committees. 
` Mr. Steeler, in reply, said that he had asked for a committee 
to go into the whole ‚question ; it should ‘have much wider 
terms of reference than the Colonial Committee. 

The resolution was lost. 

A motion by Dr. F. E. Gould (Birmingham Central), seconded 
by Dr. J. A. L. Vaughan Jones (Council), that the time of 
speeches be limited to five minutes and three minutes was 
agreed to. \ i 


| ` CONSULTANTS AND SPECIALISTS 


Discussion was resumed on Dr. Firth’s motion that an inter- 
mediate grade be created between senior hospital medical 
officers, and specialists to include medical superintendents who. 
were not already graded as specialists, and that the salary of 
this grade range between £1,500 and £2,500. He said that 
the Ministry wished to.put the medical superintendent down 
to a ‘salary commensurate with that of a lay secretary, which 
was most unjustified. : l 

Dr. E..C. Warner (Marylebone) said that there was no’ doubt 
that the intention of thé Minister was to try to drive out. of 
the profession .those’ who had done valuable work—medical 
superintendents. No cognizance was being taken of the qualifi- 
cations and experience which medical superintendents and their 
deputies had had. They-should be graded higher than hospital 
secretaries. ` Pk 

A suggestion was made that the ‘resolution should read as 
follows: '“ That the salary scale of medical superintendents not 
graded as specialists be £1,500 to £2,500.” The meeting 
accepted this suggestion and the-motion in this form was carried. 

Dr, W. D. Steel (Worcester and Bromsgrove) moved: “ That 
the reference in para. 63 of the Council’s report should be to 
group medical committees, as in a number of areas the medica] 
advisory committee is a subcommittee of the management com- 
mittee, of which none of the members are elected by or 
representative of medical hospital staffs.” 

Mr. A.-M. A. Moore said that it was hoped that an amend- 
ment to the Amending Bill which was before Parliament would 
be- moved on these lines. : 

The amendment was carried and was then adopted as the 
substantive motion. ` : 

Mr. Weldon Watts (Newcastle-upon-Tyne) moved to instruct 
the Association to press either for direct representation of 
appropriate sections of the profession on boards and com-, | 
mittees of the National Health Service, ‘or that medical practi- 
tioners be appointed: to such boards and committees after 
consultation and in agreement with such sections of the profés-. 


‚sion. He.said that a trusted member of the profession was 


nominated and elected last year to the regional board; the 
same member was. nominated this year but was not elected, 
a clergyman with left-wing tendencies being elected instead. 
No one could: think that a clergyman could adequately represent- 
the medical staffs. 
” Dr. D: S. Saklatvala (West Bromwich and Smethwick), who 
had asked permission to withdraw a later resolution on this. 
matter, supported the Newcastle motion. ` A 
Mr. Moore said that the Central Consultants Committee was 
pressing this same view on the: Ministry all the time and he 
fully supported the. motion. . 
_ The motion was carried. ; 
Mr. Moore then moved that para. 66 of the Council’s report 
be approved. . | -- : 
` An amendment by Worcester that after the word “ partner- 
ship” in line 3.of the fifth paragraph there be inserted. 
“ whether ‘with. other specialists or with general practitioners,” 
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so that it would read, “ specialists acting in partnership, whether 


with other specialists or other practitioners, should be entitled’ 


to have their superannuation ‘contributions adjusted,” was 
accepted, and carried as the substantive motion. 


+ Domiciliary Visits to Nursing Homes. 


Dr. H. M. Golding (Bristol) moved a resolution regretting - 


the setting up-of regulations making a patient in a nursing- 
home both private and N.HLS. at the same time,'and demanded 
that the anomaly be resolved., He said that a consultant was 
called to see a patient in a nursing-home, and both she and the 
general practitioner and the patient thought she attended under 
the Service ; but when her account was presented it was refused, 
the senior medical officer stating that patients in nursing-homes 
were regarded as private patients. It seémed that a serious 


anomaly had been set up; a patient could be a private patient . 


and a Service patient at the same time in the same place, and for 


the same illness. His Division suggested that it should be put ` 


right by allowing either all. N.H.S. -patients-in nursing-homes, 
domiciliary visits by specialists or the charging of fees by their 
general practitioners. 

‘Mr. N. Ross Smith (Bournernouth) hoped that the meeting 
would not approve this motion, especially’ with regard to 
domiciliary visits by specialists, because it might have a serious 
effect on private practice. The specialist going into the nursing- 
home would: be a part-time specialist and dependent upon his 
fees for his livelihood. Those who felt that continuance of 
private practice was essential for the freedom of the patient and 
of the doctor would agree that the motion should not be 
accepted in its present form. 


Mr. A. M. A. Moore supported Mr. Ross Smith. This matter ` 


had been fully considered by the Central Consultants Com- 
mittee, who saw the danger of this proposition, and he would 
urge the meeting not to accept it. 


. Dr.’ Golding, in.reply, thought that the sense of the motion 


“had been misunderstood. 

A motion to pass to the next business was carried. 

A representative, of Edinburgh moved that the recommenda- 
tion to the committee in regard to domiciliary visits in nursing- 
homes should be extended to include all urgent medical or 
surgical or other cases. e failed to see why obstetric’ and 
neonatal cases should be distinguished from other medical and 
surgical conditions. 

Mr. Ross Smith thought exactly the same objections applied 
here as in the case of the Bristol motion. Pigs X 
. Here also it was agreed to pags to the next business. 

“ Dr. J. A. Ireland (Council) moved: l 
That it would be advantageous to hospital medical staff committees 


|i 
as observer. 


for them to co-opt any local member of the central B.M.A. council - 


vw X I ` 1 
which was accepted on behalf of the committee. i 


Mr. A. Lawrencé Abel (Marylebone) moved to emphasize ~ 


para. 72 of the report of Council on the subject of trainee 
‘specialists and urged that consultation with medical staff com- 
mittees Should be made statutory. This was agrecd to. 

Dr. G. O. Barber (Mid Essex) moved: 


Economy in hospital management should be effected firstly by a 
reduction in administration costs. 4 


He said that this was brought to his notice by the consultants 


in a local hospital in his Division. There the cost of administra- 
tion. was said to be from 2% to 3% of the cost of the whole 


service. If the cost of the service were analysed and the amount : 
of salaries for men working in that service were separated from 


the large sum of money spent on drugs, appliances, etc., this 
percentage might represent a quite unreasonable proportion. 
When: they were told that cuts had to be made in hospital 
Services it seemed reasonable that administration expenses 
should be cut down. a 

The motion was carried, and further motions were carried 
without discussion—namely (Chelsea' and Fulham) that a list 
of specialists willing to undertake domiciliary consultations 
should’ be circulated to general practitioners: without delay, 
and (Westminster and Holborn) that a proportion of the 
appointments which may be booked for out-patient consulta- 
‘tion at hospitals should be reserved for urgent cases, 

l 
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ELECTIONS ` 


In the course of the meeting the results of the follow 
elections were announced: l 


Chairman of the Representative Body: Dr. E. A. Gr 
(unopposed). { 
Deputy Chairman: Dr. J. A. Brown (unopposed). 


Twelve members of, Council elected by the home rep 
sentatives grouped in twelve groups: 

Mr. L. Dougal Callander (unopposed). 

Dr. P.. J. Gibbons (unopposed). 

Dr. Alexander Brown. 

Mr. D. S. Pracy. ý 
Dr. H. R. Frederiek (unopposed). 
Mr. A. Lawrence Abel. ` 

Dr. D. F.- Hutchinson. ' 

Dr. R. G. Gordon. 
Dr. T. W. Morgan. 
Dr. G. W. Ireland (unopposed). 

Dr. George MacFeat (unopposed). : 
Mr. Ian J. Fraser (unopposed). 


Eight members of Council elected by all the representatiy 
acting together: 

Dr. J. C. Arthur. , 

Dr. O. C. Carter. 

Dr. R. Forbes. 

Dr. James Fenton. 

Dr. I. D. Grant. 

Dr. J. A. Gorsky. 

Dr. J. A. 'L. Vaughan Jones. 

Dr. S. Wand. ° i 

urgeon Rear-Admiral`C. H. M. Gimlette, R.N. (ret.), w 
elected as the-representative of the Medical Branch, Roy 
Navy, on the Council for the period 1949-52. jj 

Dr.-O. C. Carter (Bournemouth) was selected by the mee 
ing to'receive the support of the Association in the electic 
of a direct representative to fill a vacancy on the Gener 


Medical Council. 


' : 
GENERAL MEDICAL SERVICES 


The meeting then returned to the remaining motions on t) 
portion of the report dealing with General Medica] Service 
A motion by West Bromwich and. Smethwick supporting tl 
action of the General Medical Services Committee in j 
endeavour to ensure that general practitioners can order .stox 
drugs on Form E.C.10 was carried. 


Dr. S. Smith (Tower’ Hamlets) moved: 
That the time has arrived when certain measures should be take 


‘to limit the misuse by patients -of the right to change their doct: 


at any time, while maintaining the principle of “ free choice.” 
This was referred for consideration to the committee. Š 


Ex-Service Doctors and Assessment Compensation 
Dr. Smith further moved: l 


' That in place of the present arrangements whereby ex-Servir 


doctors appeal to a tribunal for assessment of compensation to t 
based on pre-war earning, it should be their right to do so, if the 
so desire. - 


He said that the problems of ex-Service men in the recent w: 
tended to be forgotten, and cited a particular case of hardshij 

Dr. S. Wand (Council) said that the purpose and duty of tk 
Practices Compensation Committee was to allocate £66 millio 
fairly among all the doctors. Ex-Service doctors had had speci 
consideration. The suggestion that the dector should havé a 
opportunity .of demanding that these pre-war figures be take 
into consideration was something which no other doctor wa 
able to demand. Every ex-Service doctor who made a clair 
could bring forward any evidence he liked, and the Practice 
Compensation Committee would take into consideration ever 
relevant factor, including his. pre-war income, and if the docto 
was aggrieved by the assessment he had the right to appeal t 
an independent tribunal.. It was agreed that doctors should b 


allowed an adequate period of rehabilitation before they wer 
~- } x 
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ssed at their earning value. He asked thé,meeting that their.  “Dr..Wand.said it would ‘be difficult to carry out this resolu- 


esentatives on the committee, Dr. Jope, Dr. Buchan, and 
self, as .well as other- members, should be trusted to act.. 
y and equitably. i ee, os 


was agreed’ to pass to the next business. ee a 
t. E. O. Lakey (West Denbigh and Flint) moved: ak ane 
aat superannuation should not be deducted on: the cost of 


easive drugs supplied by rural practitioners. 


«c. Wand replied .that if the expensive drugs came to the 
e of £100 a year the superannuation deduction was 6%, 
that 6%. attracted 8% of Government money. © ` 
ere again it was resolved-to proceed to the next business. 
‘ackpool requested the General Medical Services Com- 


ee’ to examine the whole question of superannuation with | 


macular reference to the lack of “cover” provided during 
first ten’ years of service. / 
<. Wand asked that ahy motion -of this kind might await 
publication of a‘scheme' which was being propounded to 
qd up in units and to provide for different groups in the 
ession. an a 4 
' “Range of Service af 
r. J. C. Arthur (Gateshead) moved to request the Ministry 
lealth to correct a misinterpretation of Regulation 6 (1) of 
dule 1 of the General Medical and Pharmaceutical Services - 
«ulations. Recently in his area a practitioner asked the ` 


. tion if there were not enough physiotherapists. If the mover of 


. this possibility as the personnel: became 
„happy. 'to accept it. \ i 


` 


utive council for`a ruling on the question whether the 


ig of anaesthetics was within“the range of service. The 
‘utive council referred-to the Ministry, which replied that 
as.. ~- ae 

was agreed that this matter be referred to the Council. 

t this point it was desired by one representative to move, 
-m regard to the newly published Report on Population, 
«at the giving of advice on contraception should not form 

of the range of service of general practitioners.” 
Whe Chairman of ‘Council said that those present had as yet 
no opportunity of studying the Report on Population, He 
sight it could be left to the Council to take any necessary 

S, and he. begged them not to deal with this matter at that 

ting. f l 

motion to sispend standing orders to admit a discussion 

«his subject was lost. i i ; 

arious other motions were referred to Council. 
mir. R. Cove-Smith (Marylebone) moved to call the attention . 
mhe Minister to the.fact that executive councils were giving. ` 
mifficient notice to’‘the patients of doctors resigning from- 
Wical lists. He said that since July 5 there had been in the 
«don area 123 withdrawals of doctors from the Service. In 

cases the vacancies were advertised and filled; in 34 the 
ents were taken: over by’ a partner, ‘but in 83 cases the 

ents were dispersed among other doctors. > | oo 
“r. Wand said if Marylebone would produce evidence of any 

: in which this had happened it would be taken up in the 

topriate way. ; l a a 

. motion by Gateshead to call the attention of the Ministry 
mhe waste of doctors’ time caused by the great number of’ 

ecessary references to regional medical officers was referred 

she Council. to 

. motion, by Chelsea and Fulham, that there shauld be no 
«chase tax on drugs, was formally moved and carried. 

« Motion by Lincoln, that doctors when travelling at the 

ense of the Ministry of Health should be allowed first-class 

‘S, Was carried. / ; ' 


\ 
3 


; Domiciliary Physiotherapy 
yr. P.-A. McCallum (Torquay) moved that as a matter of 
aciple it should be ‘within the power of the general practi- 
er to order domiciliary physiotherapy for patients when 
the practitioner’s opinion this was. necessary. Formerly ‘the.. 
eral practitioner could order this treatment, but now in the 
stern region it could be given only onthe certificate of a` 
sultant. It was becoming very difficult for some’ members . 
the. public to obtain some of these services, particularly 
bed-ridden patients ‘who could not be admitted to’ hospital. 
might be argued that there were not enough to do the work, 
that was beside the point. > . ¢ Oe 
EN ' ; ' TO 


the resolution would -be willing for the Committee to explore 
available he would be 


` 


le` a 
.. The mover agreed to make his resolution’ a reference to 


"` Council; and the ‘meeting agreed ‘to it in this form. 


A. 


` 


PUBLIC HEALTH . ` 


Dr. James Fenton, Chairman of the Public Health Committee, 
in moving that part of the Report of the Council, said that no 


"o ‘ -d 


Official information had yet been received that local authorities 


were prepared to negotiate. A scale of salaries was prepared 
12 months ago, and ultimately :the local authorities associations 
were informed that unless they would begin negotiations by 
Feb. 28 no more advertisements would be accepted in the 
Journal. This was done, and he wished to express sincere 
thanks to the,Lancet, the Medical Officer, the Medical World, 
and Public Health for taking similar action, at financial sacrifice. 
Only, five doctors were known to have applied for or accepted 
positions which the Journal refused to advertise.’ Public health 
officers appreciated the time given to the question of medical 


superintendents and tuberculosis officers and asked for the. 


same kindness for themselves. The Committee. dealt with 
part-time salaries for practitioners at cottage hospitals, remand 


„homes, and so on, and were in negotiation with regard to 


these ; it also dealt with the question of equal pay for men 
and women in respect not only of salary but of bonus, and in 
almost every case where the local authority was approached 
the Committee was successful in securing equal pay for women., 


` The Committee was considering the recent legislation with 


_Tegard to milk. 


‘ With regard to the Report of the Working Party on Mid- 
wives, the Committee’s position was that the doctor and midwife 


‘constituted a team; it did not regard the midwife as the practi- 


tioner of normal midwifery and the doctor as the practitioner 
of abnormal midwifery ; they were a team, and they must work 
together. The midwife did not lose status by working as a 
team with the doctor, and he objected to the term “ maternity 
nurse” when the midwife was working with a doctor. She 
should be, called a-midwife on all occasions. Finally, midwives 
should be trained nurses ; midwifery training should be a post- 
? 


graduate training. i 
Mr. J. Shirley Callcutt (Wembley) moved that the attention 


~of the profession should be drawn ‘to the undesirability of’ 


medical practitioners accepting service with local’ authorities 


„On a sessional basis which would tend to enable such authorities 


to .carry-out their public health work and thus ignore the 
B.M.A. conditions of service for whole-time ` public health 


- Officers.’ He said that probably many of those accepting part- 
` time work did: not realize that they were defeating the object of 


the Association, and it showed that there was a lack of con- 
certed action among the various branches. To pass this 
resolution would go some way towards showing that there 
was mutual interest in the various branches of the profession. 
“Dr. P. C. McKinlay (East Yorkshire) suggested that black- 
listed authorities should not be named in the Journal because 
it gave them .a free advertisement. The entry should be that 
of appointments which conformed to the B.M.A. scale, and all 


other appointments‘should be ignored. 


Dr. Fenton said that this was a suggestion which he would 
discuss with the Secretary and the Editor. The Wembley motion 
set down what was being done ; doctors were being warned not 
to enter into part-time appointments when these should be full- 
time. He would accept the Wembley motion.’ 

“The Chairman asked if the meeting would accept the motion 
as a feference to ‘Council, but representatives indicated that 
they wished to vote and the motion was carried. 


Rea A 


4 -` ~ 


. , Midwives’ Fees 


Dr. E. C. Dawson (Derby) moved that the period during 
which claims for fees under the Midwives Act may be submitted 


be extended to six months. He said that “ three months ” was- ` 


deceptive; where a post-natal examination was made at six 
weeks there was only seven weeks in which to make the claim, 
k F S b t 
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and if the doctor went through his accounts every three months , reason or another had not been proceeded with. The sugge 


he might miss the time limit for this claim. The proposition 
-emanated from a medical. officer of health’ who’ had had to 
refuse applications which came-in a few days late. , 

Dr. J. A. Ireland (Council) said that this question had given 
If the claims 
were a day or two late they were refused, but the work had 


been done and there was a, definite obligation to pay. He asked | 


whether the Clause in the Amending Bill would be retrdspéctive 


. and cover the cases where payment had been refused. 


~ general practitioners should have. access. 


4 


~ fallen. 
. on its decision. 


Dr. Fenton hoped the meeting would not accept the motion. 
They were successful in getting the Minister to put in the 
extension from two months to’ three months in‘ the Amending. 


: Bill, and he did not think it would be wise to ask for.a further 
- “extension. 


Local: authorities had power to meet claims made 
after three months in circumstances where the doctor could 
not send in his bill to time and. their ‘auditor -would pass it. 


-He did not think the Amending Bill would be retrospective. 


Dr. Dawson appreciated what Dr. Fenton had said but hoped 
the meeting would accept the amendment. . 

The amendment was lost, and the remainder of the Report 
\was approved. 


Institutional Maternity ‘Services 


Norwich had tabled.a motion urging that steps be' taken to 


ensuré that local authorities might run institutional maternity, 
services independently of the'regional hospital boards, to which 
This was formally 
moved by the Chairman in the absence of the representative. 

Dr. N. J. P. -Hewlings (Oxford) said that the motion embodied 
a very' important principle,. but it-was entirely impractital and 
he moved that it-be amended to read : 


That this meeting urges that steps be taken to ensure that regional: 


hospital boards retain existing general practitioners’ maternity 
hospitals and beds: and provide more institutional maternity facilities 
to which general practitioners shall have access. 


Dr. Fenton said.he would vote for the motion, but it con- 
cerned consultants and° general practitioners and- he suggested 
that it be referred to Council, where it would be considered 
very quickly. a. ‘ oom, a 

This was agreed to. ' i oe \ 


BUILDING. 
Mr. L. Dougal, Callander; Chairman of the Building Com- 


mittee, moved that the Annual Report of Council under. 


“ Building ” be received. He said that considerable progress 
had been made in respect of repairing, redecorating, and rebuild- 
ing the Association’s ‘House. It’ was anticipated that the 
Southern Wing would be completed by 1950, provided the 


` necessary materials. were forthcoming, and there were no 


strikes! It would cost a considerable sum of money, but a 
large income would be derived from lettings. © Only one group 
of rooms was still requisitioned, and it was anticipated that 
these ‘would be freed in a few months. It.was hoped to make 
improvements in the Common Room and members’ dining- 
room ; the ‘old library had been used for meetings and confer- 
ences, and as licences: became easier the Committee hoped to 
provide, the amenities: for which many members asked. t 
The report was accepted: i 


: The Asodakon War. Meuéea / 


A numberof amendments were on the agenda to the proposal 
of the Council to erect’a war memorial in the shape of a 
fountain in the forecourt of Tavistock House. Harrow and 
several’ other Divisions asked that no further action should be 
taken along these lines,‘ and that, instead; a system of educa- 
tional scholarships should be set up for’ the dependents of the 
On the other hand, Hendon congratulated ’ the Council 


Thè Chairman of Council, in moving the appropriate para- 
graph .of the Annual: Report, said that it had been generally 
agreed’ that the- Association should establish a memorial to 
the members who fell in the last war. There were a number of 
amendments in the agenda pointing out different ways in which 
such a memorial could be raised. There was “nothing new in 
them ; they were all considered by the aa and for one 


+ 
~ 


of scholarships would mean the establishment of a very 

fund, and if the capital was used the memorial would be 
Something’ had already been done for the children of f 
members ; several parties had been to Switzerland at the ex 


- of Swiss doctors, the Association paying travelling expens 


a cost of £1,350. Having considered all the aspects it 
decided that a visible form of memorial must be ch 
There was no better site in London for a memorial fou 
‘than the courtyard of Association House, and the Comn 
offered the suggestion that a memorial bé carried out at a 
of approximately £10,000, and that an appeal should be is 
- to members of the Association to raise that sum of mon: 
Dr. J. B. Wrathall Rowe (Harrow) moved: 


That this meeting totally opposes the action taken by the Co 


. with regard to the choice of a fountain as a war memorial; it reg 


that no further action should be taken, and suggests that ‘the Sth 
£10,000 should be devoted to educational scholarships for 
dependents ‘of the fallen. 


In the Council he had suggested that £10,000 was an enor» 
sum to expend on an apparatus for ejecting water into the 
He did not think it was a suitable ‘memorial at all. Late 
Harrow Division Had met and the amendment now prop 
was unanimously approved. His Division felt that so lar 
sum of money ought to be spent on something really us 
mot merely ornamental, and that it should be chosen by 
representatives and not by a body of outside experts. 

_ Dr. R. W. Cockshut (Hendon) said that the B.M.A. H 
was a building of very great merit, one of the, finest buil: 
in London. Were they going to finish it. or not? As 
evident from, the four stone plinths at the corners of the c 
Lutyens left it incomplete because at the time the Associs 
could not:afford to finish it. In the past great patrons 
spent vast sums of money on art., If there was no one like 
Association to take their‘ place then architects would’ nc 
able to live. 

.Dr. GH. Barendt (Southampton) was abainst the amend» 
by Harrow. The Education Act, 1944, expressly laid on 
“authorities responsibilities with regard to the children w 
parents could not afford maintenance fees at secondary sch 
public schools, and universities. If they devoted a great sur 
money to educating the dependents of doctors who fell ir 
war they, would only be relieving local authorities and 
Treasury. \ 

Dr. J. A. Gorsky (Westminster and Holborn) said tha’ 

-Division asked him to oppose the fountain memorial unde» 
impression that the £10,000 was coming out of the Associ: 
funds. But he learnt that it was going to be raised by an ar 
to the profession. If the meeting felt that a fountain wa 
appropriate war memorial apart from the question of ed 
tional grants then it was for the Representative Body to asl 
Council to issue an appeal. 

Dr. D. L. Little (Dudley) supported the Harrow amendm 
but suggested it might be possible to provide the scholar: 
out of income from the money subscribed, and then, wher 


- dependents no longer needed this assistance, the capital n 


be employed in erecting the fountain. _ 

Dr. J. A. Pridham (Council) reminded the meeting that 
purpose of the war memorial was to set up something beau 
as an inspiration to themselves and their successors. For 
purpose a visible structure was wantéd. A. scholarship 3 
would disappear in the accounts of the Association. He | 
them think of their-lovely building with its fine gates, and j 
something there which would remind all concerned: that t 
were more things in heaven and earth than were expendab 

’ Mr..A. Lawrence Abel (Marylebone) said that in Maryle 
they felt it would be in keeping with Lutyen’s building if 
forecourt could be made an outdoor room, covered with ẹ 
and decorated with palms. He disagreed with the prog 
that £10,000 should be devoted to educational scholarships, 
_hoped they would have something much more worthy of t 
they were trying to remember. 

The Chairman of Council said they aimed at something v W 
would enhance the beauty of the building and its surround 
If they were going to spend £10,000 they were not so sp 
thrift that they would not expect something really beautif 
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1emorial. NIGTEONET 
came after them.. It was proposed to have a competi- . 
opèn to sculptors and artists, `The usefulness -óf scholar-- 
; would quickly disappear, and‘ already à number OF years 
elapsed since the end of: the ‘war. 


r. Janet K. Aitken (Council) supported the er ‘for a” 


le memorial which should’ be a permanent thing of beauty. : 


J. A; Brown (Council), supported the idea of a fountain. 


th would be a source-of pride to the living and not an 
It to the dead. Dr. H. B. Muir (Fife) opposed the fountain 
and’ appealed: for. a useful memorial. Dr. K. C. Bailéy 
st Somerset) felt: ‘that!the § sum suggésted was' inadequate and 
that his Division’ recommended a subscription of £50,000. 
R. Halé- -White (Marylebone) said thé reason why a beautiful, 
Jle memorial did not appeal to more people was that they 
only an imperfect idea. of what was. in the minds of the 
sosers. If a drawing of the ‘intended. memorial could be 
ularized it, would be an advantage. Dr. Elsie Warren 
nsington and Hammersmith) supported the proposal for the 
cation Of dependents. ` 
ir. J.W. Hope-Simpson (Mid Herts) suggested a memorial 
he shape of travelling scholarships, which would have the 
ct of encouraging international good will. Dr. A. Barker 
st Kent) urged the formation of’a charity primarily for the. 
endants of those who fell in the war. Dr. A. Brown (Cam- 
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Fam S + . t. Balance Sheet — 
On the ‘motion T ‘fie Treasurer (Mr. Moare the balance ° 


- - 


PA ppolinat of Auditors 
‘The motion that Messrs. Price, Waterhouse and Co. be re- 


‘appointed auditors of the Association until the next ‘Annual 
General Meeting at a fee of 450 guinpas; was moved, seconded, 
and carried. 


o> President-Elect ' 
` The Chairman -of Council (Dr. Dain)’ reported that Mr. T. P. 


McMurray, C.B.E., M.Ch., F.R.C.S.Ed., Emeritus Professor in 
Orthopaedic, Surgery, Liverpool University, Consulting Ortho- 
paedic Surgeon, Northern Hospital, Liverpool, ahd Royal Liver- 
pool Children’s Hospital, had been elected by the Representative 
- Body as President of the Association, 1950- 1. 


Vote of Thanks to Past President i 
he Chairman of Çouncil moved : NE ! 
That the hearty, thanks of the Annual ‘General Meeting of the 


Association be given to the retiring President, Sir Lionel Whitby, for 
his services ‘as President, 1948-9. 


He said that the Association had been fortunate in retaining 


many of its Presidents after their term of’ office had expired. 


Ige and. Huntingdon) also supported a memorial which They had continued to take an interest in the central administra- 


ld be for the benefit of dependants. Dr. J. A. Moody 
atford) thought that the fund should aim at £100,000, which 
iid be much more appropriate to the sentiment of the whole 
fession. © / a 
he Chairman of Council reminded the meeting that, ‘there 

already a War Relief Fund to which the Association had 
je very generous contributions. That fund was still in 
tence forthe help of dependants, but there were practically 
applications for its use at the present day. 

r. Wrathall Rowe, in replying, said: that some speakers had 
gested that after a.few years scholarships would cease, to be 
ded. In that case the use of the money could be changed. 
> sum of £100,000 had been suggested. This, would change 
situation altogether. They might under those circumstances: 
te a'visible with an educational memorial. , But he thought 
t if the clergy of 1840 could start a school at Marlborough 

doctors of the present day could ‘do something of the. 
1e kind. 
‘he motion by ew calling for educational scholarships 
the dependants of the fallen’ was lost by a large majority 
1 the paragraph - -of the Annual Report of Council was 
sroved. i ae 5S ; 
Sambridge proposed’ that the war mëimorial ‘should com- 
morate all members .of the miedical profession who fell in, 
: war, not ‘merely members of the Association, and this point 
S referred to Council. f 
The meeting adjoutned at 6.30 p.m. 

Bo, 
fe ee ` Aia 
ANNUAL ‘GENERAL. “MEETING. : 

e 117th Annual General .Meeting of the British Medical , 
sociation was held'in the Grand’ Hotel Ballroom, Harrogate, 
Monday, June 27, at 9 ‘p.m. 
NEL WHITBY, was in the chair. . 


Induction of President, 1949-50 ` ` - 


The Minutes of, the last Annual Meeting held at Cambridge 
June: 29, 1948, were confirmed, Sir Lionel Whitby then 
fucted into: the Chait Dr. C. W. Curtis Bain, M.C., -D. M., 
R.C.P., as President of the Association, 1949-50, and invested - 
n with the presidential badge of office, In doing ‘so’he “said 
at ‘Dr. Bain would enter upon a difficult term of office, but 
assured him that he would have the co- operation and support 
all the officers of the Association. His family had been 
own in Harrogate for many years, and he was now the most 
mous physician, in this spa... He ‘wished him good fortune ; 
ring his year of office: | , 
Dr. Curtis Bain then took e? Chair and reserved any 
marks:he-had to make until the following evening. 
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tion. 
finds. 
take his place-in- the work of the Association. He had assumed . 
the, most difficult job of Chairman of the Joint Committee 

representing the Royal Colleges and the Association—two 

difficult bodies to bring and hold together. 
plishing that task with great skill. 
of. so excellent a, President, they hoped to keep a tight hold 
‘on him, and to see that he did not recede into obscurity. They~ 
looked forward to his’ continued help in the difficult times which 
faced the’ Association-in the next 12: months. 
could not be too enthusiastic ïn its thanks to its Past President. 


, of new: friends. 


' The retiring President, Sir ` 


This year-the Association had made one of. its greatest 
In Lionel’ Whitby they had a man’ who was prepared to. 


He was accom- 
Having obtained the services 


‘The Association. 


The vote of thanks was enthusiastically carried. 
Sir Lionel Whitby, in response, said they had made him 


President at a very critical time, when there were no medals 
to be gained whatever policy was followed. He had enjoyed. 
being ` President, for many reasons. ‘He had -made thousands 
He had developed a tremendous admiration. 
for the efficiency of the Association, which he ‘had never seen 
before. 
~ and of the Annual Representative Meeting. He had enjoyed also 
the. quieter matters dealt with in committees. 
the kindly and enthusiastic co-operation by every, member of 
the administrative staff. He had learned the great qualities of 
Dr..Charles Hill and had valued his wise opinion and counsel. 
He had admired the British Medical Journal and the integrity of 
its Editor. All these had been “great pleasures to him and had 
made it possible for him to pick up the work of the Association 
` with the greatest of ease. 
made his year of office so pleasurable. 


He had enjoyed the rough-and-tumble of the Council 


He had enjoyed 


He thanked all of them for having 


The Annual General Meeting then concluded. 
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EXTRAORDINARY GENERAL: MEETING , 


“An Extraordinary General” Meeting followed: immediately on 
the Annual .General Meeting held at Harrogate on June 27, 
Dr. Curtis Bain presiding. i 

The’ résolution for the alteration of i Articles of Associa-, 
tion, as printed~in’ the Supplement of June 4, p. 311, was pro- 
posed by the Président, as-a Special Resolution, with the a 
tion of the proposed ‘new Article 41 (a) œ >’ 
' Dr. E..A. Gregg; Chairman of the Representative Body, 
moved the following amendment :- 


reS a COUNCIL. me 
j ga Composition ' o 
The Coin shall be composed of the President of the Association, 


the President-Elect, the immediate Past-President,'.the Chairman, 
the. immediate Past- Chairman, and' the Deputy ` Chairman of the 


~ 
$ 


L 
‘a / t l 
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\ 


sheet and income’ and aa account for the year 1948 ' 
“was. ws and approved. | ae , 
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Representative Body, the Chairman and (during the year immediately : i 
following his period of office as Chairman of Council) the Past- _ - ‘Corr espondence 
© Chairman of Council, the-Chairman of-the General Medical Serviceé á 7 
-Committee, the Chairman of the Central Consultants and Specialists 








Pal 


Committee, the Treasurer, and (during the year immediately follow- d 

ing his period of office as Da the PaT AEE a officio, aoe Hospital Staff Terms 

and of Members of the Association elected by the, bodies and in the Sm,—I am writing on behalf of my part-time colleague 

manner prescribed-in that behalf by the’ By-laws. pi the North-East and myself to draw your attention to a nur 

This was carried, and the Special Resolution as thus amended `of the provisions in- the proposed: terms and condition 
‘was put to the Meeting and adopted. 7 ip tn a ; - service of hospital medical staff (Supplement, June 11, p. 
- The Extraordinary General Meeting ‘then concluded. which are considered unsatisfactory. 
, 


_ Exceptional Consultations—Emergency visits by part- 

specialists to hospitals not included in the contract with 
Í : vos regional hospital board are not satisfactorily covered. T 
l es Foes bo So visits include calls to hospitals in charge of specialists whc 
LUNCHEON TO OVERSEAS REPRESENTATIVES. incapacitated or on holiday; cases of puerperal pyrexia in ir 
Ecoles tious-diseases or outlying cottage hospitals with no obstetric 
On the staff, and cases presenting obstetrical and. gynaecolo; 
problems arising in hospitals not normally dealing with 








4 


Forty-four ` representatives of overseas . branches and hosts 
attended the Overseas Luncheon at the. Queen Hotel on Friday, 
. June 24, After the Loyal Toast the health: ofthe overseas plage ot case : 
`` representatives was proposed by Dr. H. Guy Dain, Chairman of : eee jeg 
Council. Dr. Dain apologized’ first of all on behalf ‘of Sir Lionel Saa A sivas Set d only to sp p who rile 
Whitby, the' President of the B.M.A., who was ‘to his great San Tae, ia i A T seal nor ay p ENa PIE ie 
regret prevented from attending. Dr. Dain stated that the CASS 2 Be Dale. OF the Explanatory Memorandum (Suz 


Council was fully aware that the Association had over 10,000 BALIE E E R ROA PE a 
members overseas, The'-Council was at all times anxious to ee e or te : = 
' do its best to represent their interests. The B.M.A. was not ade pe peerage grim eh areas 
pani aoe ieee = ae a ee ae given without remuneration, these calls must be refused, 
and gove peas departments The Colonial Office Had shown avoidable reduction of regular sessional time must be impo 
itself to be much more co-operative and large-minded than A general practitioner is paid £2 for i similar SEINS 
certain other departments. The Counċil required to be kept = eg pee that fees for pia a pE 
fully informed of the problems of the overseas members of the MHease in relation to emergency hospita visits shouid be 
‘Association, and he hoped that their branches would not less favourable than those . payable for domiciliary visits, 
hesitaté to enlist the help of the parent body whenever they ` a aera ee e erie ea m 
required it. The Council in its turn.aimed to send out repre- ment skoul The basé dison are mile E ca P ] 
sentatives to the branches in the Empire to establish the close twenty-milé increases which are too great to operate fc 
contact that could- come'only from personal relationships. f à i : 
Dr. R. B. MacGregor Director of ‘Medical Services of the (Section 8 (6)). A fixed payment for each mile, travellec 
Federtion of Malaya Tteplie d with a` felicitous , impromptu cover.cost of travel and travelling time would, however, 
i ae - erie tel referred. 
speech. He thanked the’ Harrogate -Division warmly ‘for all P an er ee ve X 
the hospitality that had been shown to the overseas members. ee Emer ee meee P SV SION a made 
He addressed a'special word of gratitude to Dr. Curtis Bain oe SACS Up B acute o a : Sis ae ae. iv ne patie 
. for the semi-tropical weather that, had’ clearly been arranged e or outlying cee nee ced rate ying a 
‘for their particular comfort. Overseas-members of the Asso- “7 Hese cases Immediate attention 1s essenuai—not attenda 
ciation were very ‘grateful for the interest shown in. their within a, few hours Sa Ea st A S S X TSI 
' affairs by the parent body. He thanked Dr. Dain heartily for and.a high proportion of the calls come during the night. 


ea ; ‘they are of a life-saving character they should not be cram 
3 e Ridin ea pra ieiien ak O ISRA TOPES DLA HVER by inclusion in the overriding maximum of “ 200° guineas 


f ; ‘any quarter or 800 guineas in any year” (Section 8 (c)). 
| Bt aa In view of the urgency of the summons, the time speni 
i E R * "resuscitation, the putting aside of more remunerative work 
' — short notice during the day, and the frequency of night C: 
. SUPPLEMENTARY OPHTHALMIC SERVICE the proposed scale’of remuneration is inadequate (Sectio 
l (a) (T)) An adequate travelling allowance should be m: 
p DEPUTY IN INVESTIGATIONS, and a reasonable fee should be paid for. time-consum 
When a complaint relating to the Supplementary Ophthalmic resuscitation as well as for operative procedures. 
Service is being investigated the committee must include a This'letter is sent with the concurrence and support of 
‘professional ‘member belonging to. the same branch of the colleagues, Professor Farquhar Murray, Mr. Harvey Evers, | 
Service as the respondent. The committee contains only one Frank Stabler, Mr. Linton Snaith, Mr. T. G. ‘Robinson, | 
dispensing optician, and if he happens to'be an interested party F, J. Burke, and Mr. Bryan Williams.—I am, etc., ' 
or unable for some other reason to ‘take part, it will be 
impossible to form a quorum. ; œ , ) a Neweastleupon L726: , WILLIAM HUNTER 
The Minister of Health’ has therefore -made the. National a l i oe 
Health Service (Executive Councils) Amendment Regulations, ‘+ SiR,—I feel strongly that the terms should'nòt be agreed u 
1949 (S.I. No. 1120), which provide for, the appointment of (1) there is proper security of tenure; (2) there is assura: 
a deputy to any of the ophthalmic medical practitioners or that, in future, regulations will not be Introduced to Parliam 
ophthalmic .opticians who are members ‘of the committee, as before the profession have had an opportunity of express 
well as, to the dispensing optidian, ‘provided that the appoint- their opinion. And, moreover, all other points (of differe; 
‘ment is necessary to enable-a quorum ‘to be obtained. ` must be agreed before permanent contracts are signed. 
: et ae ee Security of tenure should be until an agreed age, termina 
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; only for misconduct or incapacity (from counsel’s opinion 
y the position’ of consultants and specialists under the Natio 


. pi , > a x 1 
“ In the’letter signed “ Ex-Assistant ” (Supplement, June 25, p. 365) Health Service Act Journal, May 1, 1948, p. 845). The num’ 


the phrase, “ He was anxious to get things settled before July 5, 1948, Of Sessions should be in accordance with the wishes of 
and prevent ariyone else coming into the area,” should read, “He entrant and should be, altered only by mutual agreement. 

. was anxious to get things settled before July’ 5, 1948, and before All regulations regarding specialists’ services should 
anyone else should come into the area.” ` ` 2 . referred for comment to the Joint Committee before submissi 
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arliament (Annual Report of Council (24) (15), Supplement, 
d 2, 1949, p. 174). ‘Also, quoting from counsel’s opinion 
1 above: aa a aan | 

One of the most ‘unsatisfactory features of the Act 


is that-many 


ae important matters arising under it are not ‘enacted in the.: 


' of the Act, but are left to be governed by regulations. he - 
«ster has very wide powers to make regulations, and is not under : 
Statutory obligation to consult the medical profession before 
<eoakes such regulations. ... I advise that the Minister should 
mapproached with a view to securing an amendment which provides 

Section 1 of thé Rules Publication Act, 1893 (or a suitable . 
ification thereof), should apply to regulations made by the 


{ 


aister in future.” 


Under Section 1 of the Rules Publication Act, 1893, a Minister’ - 


equired (inter alia) to. give forty days? notice in the London 
ette of his intention to make regulations... Any public body may 
ect the draft regulations and the Minister is required to consider 
written representation of any public body interested before he 
es the regulations.” oF 


.reminder of the Minister’s power is in the Forms of Con- 
t (Supplement, “June 11, pp. 320 and 321): “ .. . subject 
Mme terms and conditions of service determined from time to 
e by the Minister of Health” (the italics are mine).: ` 
io one would say that there are no advantages to the -com- 
nity and to the profession in the stated terms and conditions, 
if we are to be a happy profession able to give our best 
‘ice to our patients, and, in future, if the best citizens are to 
attracted into our profession, surely this will be helped by 
knowledge that entrance gives a proper security of tenure, 
4 by the knowledge that there is an agreed opportunity for 
mination and for comment of intended alteration to the 
ulations by the Minister before submission to Parliament. 
‘xcept for those who can find a living entirely outside the 
pitals among private patients, we are absolutely in the hands 
the Ministry of Health both for our private and for our’ 
sional work—in fact, for our very livelihood. Under such 
‘umstances good intentions, however genuinely intended, 
st not be accepted. It is absolutely necessary to have the 
«ding document expressed in no uncertain terms.—I am, etc., 


JOHN W. STRETTON. 
~IR,—It is stated (Supplement, June 18, p. 331) ‘that the 
“olished térms and ‘conditions of service of hospital staff 
resent the limit to which the Joint Committee has been able 
secure concessions by negotiation. Ho 
Whe terms define senior hospital medical officers as those 
ior officers performing clinical duties who are not of con- 
«tant status but are not registrars. No assurance is' given 
ıt the grade will be reserved for certain exceptional appoint- 
mts ; instead, there is merely some word-play,in para. 8 of ° 
Explanatory Memorandum:: . 
“Letters to the daily press indicate that the majority of those | 
<ctising as specialists have been “assessed” only as senior 
spital medical officers. .This,being so, their grading is not 
accordance with the definition. In the face of general 
wicy the appeal machinery is unlikely to affect’the result 
ich, and even less since.it is worked by the original review ' 
anmittees plus only two new members, one of whom is 
gaged in similar review procedure in another region. l 
The conditions under which negotiations of the terms ‘of 
cvice were conducted precluded the disclosure of unfavourable 
mds. If, however, the proposed application of the terms 
‘re made known and seriously disapproved, the Joint Com- ` 
ittee surely need not have proceeded ‘further; if this were 
et made known the present ‘position is an evasion and a 
each of good faith. It need not remain so after the meeting 
the Joint Committee on July 5. 
Difficulty. and dissatisfaction are .bound to result, from , 
tempts to assess the worth of individuals, but grading \of. 
pointments in terms of remuneration should be a compara- 
rely simple matter: It is the accepted method in almost 
l large organizations. In the case of the Health Service, 
hich has largely abolished alternative sources of income, the 
ly fair index is the full value of. the appointment to the 
mmunity served. On this basis the reduction in status.and 
muneration of many former specialists is indefensible. 


idderminster, Worcs. 
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v, , Distinction awards are a further likely cause.of trouble. If 


_ appointments .are ‘given their fair comparative value, there 


should be no need for, additional payments. In any case, the 
total remuneration of the individual will-in time come to be 
attached to the- post itself and the most-suitable be chosen to 
fill it. This might as well be recognized, ‘and attention con- 
‘centrated’ on the one’ thing that matters--a- fair range of 
‘payments: throughout the Service.—I am, etc., ' 

Holt, Norfolk. S. W. DRINKWATER.. 


Grading of Hospital Staffs 


Sr —The local results of the grading of hospital staffs 
appear to the undersigned completely puzzling. Remembering 
examples which we had all known of the patchwork character 
and autocratic set-up of the old health services, we felt justified 
in expecting better things—first, in co-ordination, and secondly 
in democratic administration. 

- Among the decisions which have been made, for example, 
we do not see any logic in one which gives no higher grade 
to a senior: resident who has a higher degree and takes charge 
of the hospital in the absence of the medical specialist than 
to a casualty officer ; or in another which gives lower grading 
to the medical trainees than to' the surgical ones, though their 
qualifications, work, and responsibilities are, to any reasonable 
observer, equivalent. 

_ In the second place, we, on whose work the Service depends, 
were not told' what our own hospital grading committee recom- 
mended ; we do not even know the composition, far less the 
principles, of the regional grading committee. Even our 


specialist staff have been heard to say that the regional board | 


' is a remote body on which local representation is inadequate. 


We feel, as more and more workers are feeling, that in this, 
as well as in ‘other matters, some way must’ be found of 
establishing contact between people in offices and people on 
the joh—for examiple, candid formal reports to individuals on. 
the progress of their work and on the reasons for their grading : 
representation of the resident staff, in either executive or 
,observer capacity, on the committee which decides their fate. 


Without some such changes our cynicism will increase ; and 


cynics*cannot be good doctors.—We are, etc., 
1% FOURTEEN HOSPITAL RESIDENTS. 


l Grading of Specialists ` 
Sır, —The Council of the Regional Hospitals’ Consultants 


‘and Specialists Association (Non-Undergraduate Teaching Hos- 


pitals), of 45, Lincoln’s Inn Fields, London, W.C.2, would be 
glad to receive from consultants and specialists who are dis- 
satisfied with. their grading by the regional hospital board 
particulars of, their case, a copy of the appeal they have 
lodged, and its result, when known, in order that ‘they may 
estimate how widespread the problem is.’ It is not the inten- 
tion of the council to take up individual cases, but to deal 
with the matter,as one of principle.—I am; etc., 


The Regional Hospitals’ Consultants and NIGEL CRIDLAND, 

$ a Specialists Association Honorary Secretary 
(Non-Undergraduate Teaching Hospitals), E 
45, Lincoln’s Inn Fields, London, W.C.2, 


| Specialists : The Minister’s Intention 


Sir,—At the_present time the profession is considering the 
terms and. conditions of service of hospital medical and dental 
staffs (Supplement, June 11, p. 314). In the Journal of June 25 
the North-West Metropolitan Regional Hospital Board adver- 


tised for nineteen specialists in various branches of. medicine, 


surgery, pathology, etc., yet only three of these were part-time - 


and sixteen were full-time appointments. ' A number of these 
appointments were in hospitals which were under the county 
councils of London and Middlesex. prior to the appointed day, 
but others were in old-time voluntary hospitals in the West 
Herts and Bedfordshire areas. 

In view of the repeatedly expressed promises of. the Minister 
to allow private practice to continue for specialists, and in view 
also. of the present Amending Bill, which undertakes not to 
introduce’a whole-time salaried service by. regulation, it seems 
most unfortunate that young specialists are being offered 
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` direct ‘from the Exchequer. That being so,' there is no reason 


` ‘small lists; it merely deals with a reasonable demand—equal 


` long as the money for this ‘purpose is deducted from the mileage 
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only full-time appointments and have such little choice of part- itself was inadequate) ‘paid by local authorities twelve y 
time posts} Is the ultimate intention of the Minister and of his ago under the Maternity (Scotland) Act, when car expe 


regional boards not made clearer than ever ?—I am, etc., l were much less. The practitioner had: the choice of being : 

London. W.1. ~ ` | E. C. WARNER. -either (a) a composite sum of 6s. (outward) per mile over 

ooo RS i , . ` + mules for ‘each case, or (b) at a rate of 1s. 6d. per mile ( 

Mileage E oe ward) over two miles for each special visit to -the patie 

`, l i tk lee ee — home, and at one-third of that rate where thé visit was mad 
Sir,—At the S.R.M. on March 29 (Supplement, April 2, the course of the daily round. z 


p. 209) both Dr. Wand. and Dr. Peàrce remarked during the 
discussion on mileage that they wished speakers þad come for- 
ward with their facts and figures when the Rural Practitioners 
Subcommittee was collecting information. I'am therefore - 
tempted to.ask what information was sought by the committee 
‘before it recommended the 3s. single payment per mile (out- 
ward) over two miles for each maternity case booked in rural (3) Total mileage for mileage cases = 326 miles. 

areas. o : eg tis, ces (4) Total mileage eligible for payment = 178 miles. 

` Be that as it may, I have' two very serious. criticisms to make: (5) Total payment received by me = 178 x .1s. 6d. X numbe 
(a) that it is wrong in principle to take money from the central visits = £124 13s.’ 6d. ` f 


- I chose method (b) for obvious reasons, and I will now 

you, my figures for 150 consecutive cases, which are there: 
irrespective of locality and whether the service was a comp 
service or not: ` 


(1) Total number of non-mileage cases = 76. 
(2) Total number of mileage cases = 74. 


, mileage fund to meet these payments; (b) that the suggested (6) Total ‘payment which would be received by me under 


payments are insufficient, and based on an unfair method of ~ scheme put forward by the G.M.S.C. (from. the mileage fr 


calculation.’ ~~ | S l o =£26 14s. i 
Let me deal with (a). -Under the general practitioner service -- Need I say any more, except that my Books are open 
of the N.H.S. there are two different services side by side— inspection if any doubts are entertained in regard to my figur. 
viZ., (1) general medical services, and (2) maternity services. —I am, etc., i l 
Payment under (1) is based on a,capitation fee per patient _Auchtermuchty, Fife. _ Huse B. Mun 
` on the practitioner’s list, and is paid out of a central pool, while ts Mier. i 
payment under (2) is made under contract for work done and. « The .Secretary of the Association writes: When 


varies according to how much service is rendered, and in Ministry recently agreed to increase the mileage fund fr 


_is on the obstetric list. Moreover, the money for this purpose should include’ mileage payments in maternity cases. 


does not come from the central pool and must therefore come i , Ea £2 
Mass Resignation a ; 

SıR,—It is very evident from the letters published recer 
“in the Journal and motions submitted from many ‘areas 
the country’ that there is grave dissatisfaction ‘with the tey 
of service and remuneration of general practitioners. Nea 
a year has passed since the inception’ of thé Act, and there ! 
_been no response from the Ministry to repeated requests 
rectify these gross injustices. It is clear that negotiation’ w 
the present Ministry is hopeless. , - 

A large majority of practitioners are impatiently waiting 
a lead from the Council of the British Medical Associati 
and I would suggest that, through them, meetings be caf 
throughout the country at a very early date to determine 
immediate line of action. Let those in favour of a m 
resignation come into the open by actually giving in th 


(1) Under the Maternity Services’ (Scotland) Act, 1937, local Signature, accompanied if need be by .a substantial cheque 
authorities paid mileage fees under two methods, the practitioner Jam, etc., - f -< 


being left'to choose either method of payment. This payment had ee ‘ A i F 
therefore’ no connexion with the N.H.I. mileage fund, '. Birmingham. 4 G A. POWEL TucK 
(2) Under the present local authority midwives scheme, where a Ki i ; 
pores i P by a midwife he is’ paid. ‘an appropriate Withdrawal of Service : Correction 
„mileage fee by the aùthority. < : > oe : . : . 
. (3) When the question of mileage ‘was under discussion no mention SIR, I was misquoted in a certain London daily p = a 
was made of mileage for maternity cases: The first indication that having said that some doctors In my area feared physi 
‘mileage for maternity cases was included in the central. mileage fund violence if they resigned from the Health Service. This 
was made by Dr. Wand at the last S.R.M.—a very, strange affair.. . wholly inaccurate. What I said was that I had been told th 
I therefore contend that the question of maternity mileage Ín certain industrial areas doctors feared’ physical violence 
has not been properly investigated and that it is quite improper al Sai to treat their patients under the auonal Hea 
to’ deduct money for this purpose from ‘the central fund. CIVICE. | A fet ae A i j 
Now let me deal with (5): The only 'good thing I can see In my own Division of East Norfolk the doctor—patic 
in the recommendation by the G.M.S.C. is that-the rural prac- Telationship remains good, and many patients have express 
titioner’s right to be paid a mileage fee for maternity cases has | their dislike of the ee ete pan I hanes a 
been established. In every other respect I can only level bitter’ hurriedly to correct any shadow of an impression "tha 
criticism. 7 - « - doctors in Norfolk have any such fear.—I am, etc., 


i `, r i PE i l ` 
In the first.place their recommendation is quite pointless'so _ Aylsham, Norfolk. E A. G. HOLMAN. 


why this -precedent should not ‘be followed in regard to mileage 
payments for ‘maternity work, for mileage is also done under 
contract. Indeed, if a proper mileage fee is paid the drain on 
the central mileage fund will.be so great (as: my figures at the 
end of this letter prove) that it will be necessary to adopt this 
procedure, eS k 

- The rural practitioner can easily prove that he does more 
work per case than the average urban ‘practitioner and that 
he is therefore entitled to extra*payment. This’ argument has 
nothing- whatever to do with ‘the question of hardship, or with 


pay for, equal work. K 


_ To conclude ‘my argument under this heading I would like 
to draw attention to the following facts: 








fund: As I put it at the last S.R.M., it simply mean that T o. Pa 
money is taken out of one pocket of the rural practitioner and ; \ . - Association Notices 
put into another pocket.’ There was no need to make any ; — 


- representations to the Ministry about that. Indeed, I am quite ” 


sure it was ill-timed and ill-considered to take this action before l . MEDICAL STUDENTS’ PRIZE ESSAY 


the ‘position “had been clarified or properly ‘Investigated. The title for the Medical Students’ Prize Essay for 1950 

In the second place, the sum of 3s. recommended is hope- “Clinical Teaching in Relation to the Practice of Medicine 
lessly inadequate. It is not enough to pay for more than a .The closing date for entries is Dec. 31, 1949. Those wishi 
fraction of the extra expense incurred’ by the rural] practitioner to enter the competition should write to the Secretary of t 
attending, the case. Compare it with the payment (which in Association for a form of application. 
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ANNUAL REPRESENTATIVE 
TUESDAY, JUNE 28 EE 


„n the last day the meeting resumed at 9.30'a.m., under the 
hairmanship of Dr. E. A. Gregg. The first’ business was to 
ccord’a hearty vote of thanks to a number of distinguished 
ersons and organizations who had helped to make the stay 
« Harrogate so pleasant for the representatives. Those specially 
aanked included H.R.H. the Princess Royal and the Earl of. 
Iarewood, the Mayor and Corporation of Harrogate, and many 
thers who had afforded hospitality and service, not least the 
octors of Harrogate and their ladies. 


' The British Medical Guild 

The Chairman of ‘Council (Dr. H. Guy Dain), in reply to a 
equest, described the progress of the British Medical Guild. 
Che Guild had now been properly established. The board of 
custees was constituted of members of Council who had signed 
he trust deed. Arrangements were in process for obtaining 
inancial support. So far as general practitioners in the Service 
were concerned the method of collection was already in being. 
it had been referred to the Central Consultants and Specialists 
Yommittee and the Public Health Committee to consider the 
method to be used in those branches of the profession. In 
sach area there would be a branch of the Guild with its-own 


officers, .whé would be charged with making contact with all: - 


members of the profession. , 
i ' : 


The Record of Representative Meetings 
Dr. C. R. Barrington (Bromley) moved that the meetings of 
the Representative Body should be recorded verbatim as in 

Hansard and be available for reference. His Division was 
dissatisfied with the length at which the Special Representative 
Meeting was published in the Journal, and thought that, though 
it would entail more expense, everything said ‘should be 
recorded. S i 

Dr. Hill (Secretary) said he would offer no opinion as to the 
desirability of this or the quality of ‘the volume which. would 
emerge, but it would be a very ‘expensive procedure ; and it 
would be unwise on financial grounds to adopt it unless it was 
thought that the volume would be published and sold in suffi- 
cient numbers to justify the expense. 

_Dr. G. Catherine Evans’(East Kent) supported the Bromley 
proposal. Representatives took a grave responsibility in coming 
there, and at some future time they might be very thankful—or 
terribly embarrassed—if their actual words could be quoted. 
= Dr. Hill suggested that the. report as it appeared in’'the 
Journal, the‘ work: of an experienced reporter of Association 
proceedings, was probably more useful than a verbatim record. 
= A representative suggested that. any alteration’ should be in 
the direction of compression rather than extension. Members 
were apt not to read such proceedings, and the longer th 
reports the more likely they were to be unread. - 

Dr. Barrington said he had read reports of meetings which 
were accurate in wording but misleading in sense ; he was cast- 
ing no aspersions.. > , = xe 

About half.a dozen hands weře held up in support of the 
Bromley motion, which was: lost. 


MEETING, HARROGATE,- 1949 


The next two motions were referred to Council. One was 
from Lanarkshire, calling for the consideration of measures for 
safeguarding ‘the interests of practitioners who might in the 
future be'called for service with the Forces, and the other from 
Westminster and Holborn, requesting the Council to consider 
‘the advisability of appointing a legal co-ordinating committee 
in view of the. increasing complexity of legislation since the — 
inception of the National Health Service. 

A motion by Bradford which was put forward said the mover 
(Dr. R. H. Sunderland) with a desire to remove misunder- 
standing and doubts regarding the status of the British Medical 
Guild, asked the meeting to express the opinion that the only 
organization which could protect the interests of the general 
practitioner was one holding the certificate of the Registrar of 
Friendly Societies. Questions were raised as to whether such 
a motion was in order, on the ground that two months’ notice 
had not been given, and that if the motion were implemented 
it would involve rescinding the decision reached at the Special 
Representative Meeting concerning the setting up of the British 
Medical Guild. The Chairman ruled it out of order. 


~ 


PRIVATE PRACTICE 


The Chairman of the Private Practice Committee, Dr. I, D. 
Grant, gave a summary of the several matters dealt with under 
this heading which appear in the Annual Report of Council, 
and said that notwithstanding the large section of business taken 
over by the General Medical Services Committee it was remark- 
able how many questions remained within the domain of his 
committee. 


l Allowances to Medical “Witnesses 


Dr. H. F. Hiscocks (South-east Essex), in view of the issue 
by the Home Secretary of new regulations amending the maxi- 
mum allowances payable to medical witnesses giving evidence 
in criminal cases, considered that regulations under which 
maximum. allowances were quoted, but not minimum, led to 
inequalities in remuneration and were unsatisfactory. He asked 
the Council to approach the Home Office with a view to a fixed 
scale of fees being laid down. After giving an instance of what 
had occurred to a medical witness in his Division, he said that 
they should demand the rectification of a state of affairs in 
which professional witnesses could be treated in an arbitrary 
fashion. Bra 5 

Dr. J. A. -Gorsky (Westminster and Holborn) desired to 
strengthen the South-east Essex motion by adding : “ This meet- 
ing also views with grave disquiet the action of the Home 
Secretary in instructing clerks of courts not to pay professional 
witnesses’ fees to whole-time medical officers in hospitals. and 
other health services.” The Private Practice Committee had 
appointed three representatives to go to the Home Office to 
make representations on this subject. A request that such a 
deputation should be received was made four or five months 
ago, and they had not had the courtesy of a reply. 

The motion, with the Westminster and Holborn addition, © 
was carried. , e 


2320 


` 32 -JuLy 9, 1949 - 


, ` The Doctors Car © -~ 


On the motion of Dr..J. M. Alston (City) the meeting 
expressed the view that the sign “Doctor” on motor-cars was 
‘ now unnecessary and undesirable. Dr. R. Forbes (Hendon) 
moved to compliment the Council on.the design of a car badge 
prepared i in response to the resolution of last year and to restate 
the view that the badge should be made available forthwith to 
members of the Association. The purpose of the badge was to 
enable doctors to make themselves know to the police in a 
yellow-band area and unofficially to secure a certain amount 
of priority of treatment... 

Dr. D. S. Saklatvala (West, Bromwich and Smethwick) hoped 
that if the present meeting restated anything it would be that 
any badge was unnecessary and undesirable, Dr. J. B. W. Rowe 
(Harrow) said that if the badge were made available it would 
stop the sort of thing he saw. the other day—a car with the 
word “Doctor” on the wind-screen, the port side, and the 
rear window. 

Mr. A. Lawrence Abel (Marylebone) held that\there should 
be something distinctive about a doctor’s car. England was 
almost the only country where there was no indication what- 
ever, except for that” overdone word “Doctor.” In most 
countries the registration board of the doctors car was pre- 
ceded or followed by the letters “ M.D.” 

The Hendon motion was adopted. 

Dr. H. H. Goodman (Newcastle-upon-Tyne) moved : “ That 
this meeting is not satisfied that the profession receives a suffi- 
cient measure of priority in the delivery of new cars.” The 
profession should insist on a return to-some priority. Any 
doctor now using a pre-war car should be eligible for imme- 
diate supply of a new one. 

Dr. Grant said he made no pretence that the car’ position 
was satisfactory, but it was not nearly so bad as Dr. Goodman 
would have them believe. In January of this*year the position 
was so bad that the Association finally got the car manufac- 
turers to agree to what was called a hard core of doctors’ cars 
which really required . replacement. The number of “ hard 
core ” cases submitted by the Association to the manufacturers 
was 3,290. The manufacturers took the matter up with the local 
agents, and as a result of their investigations they’ cut out 
457 of these cases as not being justified. Since January 
2,086 cars had actually been delivered, and ‘they had an, assur- 
ance that within a very short time the remaining 25% would 
be allocated to the profession. A debt~-of gratitude in this 
respect was owing to Dr. Potter, the Assistant Secretary, and 
his staff. Everything possible was being done. . 

Dr. P. C. McKinlay (East Yorkshire} moved as an amend- 
ment: “That the strongest possible pressure be applied by 
B.M.A. Headquarters, to the appropriate ‘Government ` Depart- 
ments to obtain release of cars for doctors instead of the method 
of persuasion through motor-trade channels.” Cars essential 
for the National Health Service were the responsibility of the 
Ministry of Health, and it was for the Ministeri to put ‘pressure 
on the appropriate Government Department. 
the prestige of the B. M.A. if members had ‘to turn to other 
organizations to help them, 

Dr. Grant said that the action suggested by this amendment 
had already been taken. - 

A representative said that the only way a fellow-doctor had 
been able to get his car was by being fined at Bow Street 
because his car was not fit to be on the road. 

The East Yorkshire amendment was, carried, with the addi- 
tion of the words: “and instructs the Council tò take positive 
action forthwith to remedy this situation.” 


Fees ` , t 


Mr. H. W. Harvey (Marylebone) moved to call the attention 
of the British Red Cross Society, the St. John Ambulance Asso- 
ciation, and the Home Office to the resolution passed at the 
last Annual Representative Meeting concerning fees for first- 
aid lectures and examinations (a minimum of one and a „half 
` guineas for each lecture, with mileage). This was in view of 
what was stated in the’ Annual Report of Council (para. 85). 
Dr. Grant said he understood that in ‘the great majority of 
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cases this was being carried out. If information was receiv 
of cases in which it was not being done action would be take 

The Marylebone motion was referred to the Council. 

Worcester and Bromsgrove desired that when a recruit> 
board was held in the evening the fee payable should 
increased by one-quarter. The representative said that boar 
were held in the evening to avoid loss of working time 
the recruit. Why-not compensate the overworked doctowm 
Dr. Grant said it was not possible to get Territorial recru 
for examination in the day-time. It would be difficult, havi 
asked for this work, now to demand a higher fee. The cas 
were not many. It was agreed to pass to the next business. 

Dr. Mona MacNaughton (Newcastle-upon-Tyne) drew atte 
tion to the inadequacy of the rate of salary offered to medic 
students of approved schools in view of the nature and amou 
of work entailéd. She applied .various criteria to enforce h 
argument that this work was underpaid. Among other points 
the children were difficult, and it was not suitable for them = 
attend at the surgery. 

Dr. Grant said he was very much in sympathy with regard + 
the capitation fee-in this instance, but with regard to the tin» 
spent in the school, this had been estimated for a school í 
100 pupils at about one hour per week, for which the doctc 
received a salary of £75 a year. If information were forth 
coming that the doctor had spent much more time than this 

would be a good case for more remuneration, but for th 
coming year the present scale of fees might very well t 
accepted as a temporary measure. 

The motion was referred to Council. 


` Reports to Insurance Companies 


Dr. J. C. Arthur (Gateshead) asked the meeting to reaffirn 
a resolution it passed in 1937 concerning payment for report 
to insurance companies furnished after the death of patient 
who had been accepted for insurance without medical examina» 
tion. This resolution. affirmed that in such circumstances th» 
certificate should be, obtained direct from the ,medical practi 
tioner of the deceased, that it should not be furnished withoue 


the previous consent of the nearest available competent relative 


and that a fee of not less than half a guinea should be paid br 
the insurance company for such certificate. This was amende» 
in 1939 by a resolution calling for the discontinuance of the 


' practice. of giving “duration” certificates to instrance com: 


panies, or to the relatives at the request of such. companies 

relating to the health of their patients before death, and askings 

that practitioners refuse to issue certificates in all such cases. 
The motion was accepted by the Chairman of the Committee 


` and approved by the meeting. 


Routine Examination of Nurses ` 


Dr. E. C. Dawson (Derby) moved to instruct the Council tc 
press for the payment of fees to practitioners engaged in the 
He said that this hadi 
Before 
the Act the honorary medical staff of the hospital examinedil 
these nurses. periodically, never expecting remuneration, but 
taking it as part of their job, but under the Act it was thought 
that they should receive remuneration. Fees were paid for 
lectures to nurses, and there should be a fee for examinations 
of the kind mentioned in this motion. There was also the 
general-practitioner angle. General practitioners in their sur- 
geries had applications for examination from young girls who 
were proposing to become nurses. They were in some cases 
in difficulty as to the sort of examination required, and” were 
rather embarrassed about asking these girls for fees. _. 

Dr. W. Jope (Council) said that at a meeting with the Ministry 
of Health a few weeks ago it was stated that arrangements had 
been made for the payment of fees to general practitioners for 
the examination of nurses to be employed under Regional 
Hospital Boards, and also of nurses changing from the area -of 
one board to another. He-believed the fee was one guinea. 

The Derby motion was accepted.i ` 

Dr. J. C. McMaster (West Somerset) moved to ask-the Coun- 
cil to represent to: the appropriate’ bodies: the need for raising 
the fee of one guinea now recommended for the examination 
of candidates for appointments under the Regional Boards and 
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‘cal Executive Councils, and of half a ‘guinea for emigration, 
the same level as that of: examinations for. life assuranc 

«mely, one and a half guineas. l OR a 
Dr. Grant said that so far as the emigration fee was: con- 


ened the Private Practice Committee would be in entire agree- | 
to Council. 


ent with the motion. With regard to the other part of ‘the 


ation he asked that it should not be passed. The examination | 


as not in any way commensurate with a life assurance exami- 
ition, and the fee of one guinea was not inadequate. 
The motion was referred to Council. , a 


OCCUPATIONAL HEALTH 


\ 
Ethical Rules for Industrial ‘Medical Officers 


Dr. J. A. L. Vaughan Jones, chairman of the Occupational 
ealth Committee, moved for approval the revised statement 
* the duties of and ethical rules for industrial medical officers, 


hich appeared as an appendix to the Annual Report (Sup- - 


“ement, April 2). He said it'had been widely felt that these 
«les, first formulated in 1937, were in need of examination. 
fe paid a tribute to the considerable assistance which his com- 
aittee- had received from the Ethical Cornmittee, under the 
jairmanship of Dr. J. G. Thwaites, The duties of occupa- 
onal medical officers had been’\extended under the modern 
onception of health,’ with its greater emphasis on preventive 
ork. No fundamental change had been made in the rules, 
«ut thé ‘rearrangement was advantageous. 

The revised statement was approved. 


Comprehensive Occupational Health Service. 


Dr. Vaughan Jones further moved the adoption ‘of the report 
n “A Comprehensive Occupational Health Service” which 
‘ppeared as an appendix to the Supplementary Report of Coun- 
il (Supplement, May 21).’. In doing so he said that this subject 
vas not thought to be urgent until Jast year, when it became a 
‘riority question. The need for a national occupational health 
ervice had long been recognized by the Association and other 
emportant bodies. With the nationalization of industries fol- 
wing the coming of the Government into power in 1945, a 
mushroom growth and incoordinated development of indus- 
rial medical services had taken place. This piecemeal develop- 
nent was extremely wasteful of medical and nursing personnel. 
Jccupational health’ owed a considerable debt to the initiative 
f private enterprise in the industrial field. The greatest need 
was in the small factories. There was obvious need for the 
‘losest relationship between: the National Health Service and 
the occupational health services.: The Prime Minister had 
announced in the House of Commons on June 1 that the 
Government had recently been considering the relationship 
Metween the National Health Service and the various health 
services provided in industry which made a call on medical 
manh-power. The endeayour was to secure that the country’s 
wimited medical resources were used to -the best advantage. 
The Prime Minister had appointed:a committee to. advise the 
«Government on this matter, and it was. very Satisfactory that 
two of their members, Dr. Jope and Dr. Talbot Rogers, were 
on that high-level committee. (“ Hear, hear.”) ho 
There was a definite tendency on the part of some people, 
Dr. Vaughan Jones continued, to consider the development of 


the occupational health service as a whole-time salaried service, 
This idea must be countered at the earliest possible opportunity. 


General practitioners suitably trained acting in a part-time 
capacity must play a major part in the development of this 
service. The: assistance of all branches of the profession would 
be required, but the bulk of the work must and would be done 
by general practitioners. Therefore it was considered essential 
that ‘an announcement should be rade now. There was no sug- 


gestion that this service could become a nation-wide one on an’ 


appointed day. Tg 

Dr. W. N. Leak (Mid-Cheshire) drew attention to the para- 
graph in the ‘Annual Report which was headed “ Prescribing 
by Industrial Medical Officers.” He said that under the new 
Act conditions were changing. A ‘practice was developing in 
certain parts of the country whereby patients were asked by 
their own doctor to go to the factory and get treatment. The 


changing circumstances of industrial life and the pressure on. 


“ 


‘in the Committee .stage in the House of Commons. 


i 


_ report with confidence. 


' doctors’ „surgeries | had ‘brought about new ethical and social 


‘problems, In some areas this kind of thing had reached such 
proportions that’ it had become a real industrial issue. The 
‘Council should consider the conditions which were growing up. 
Dr. Vaughan Jones-said he would accept this as a, reference 
The matter had already been referred to the 
General Medical Services Committee, and they had had the 
benefit of the opinion of that committee in relation to it, 
' The report was adopted: pa 


NURSING r 


Dr. Mary Esslemont (chairman of the Committee on Nursing) 
presented this portion of the Reports of Council. She outlined 
what had taken place in Parliament since the report was pub- 
lished. The Nurses Bill had passed through the Committee and 
Report stages in the House of Lords, and efforts had been 
made to secure amendments in the direction which the Council 

‘thought appropriate, and further amendments would be sought 
She 
concluded by expressing the thanks of-the Committee to 
Dr. Macrae, Deputy Sectetary, for all his help in connexion 
with the work. 

© Dr. C. F. Mayne (Plymouth) asked that the Committee on 
Nursing should take up the question of certain anomalies. He 
referred in particular to the striking contrast between the salaries 
paid to highly trained nurses of all types and the clerical estab- 
lishment of hospitals. A senior sister in his own hospital 
received £250, plus £120 emoluments, subject to income tax : 
a junior £180 and £120 respectively, a senior staff nurse £150 
and £100, and an assistant nurse £200 inclusive of emoluments. 
On the other hand, a shorthand typist received £380, an appoint- 
ments clerk £380, and a junior clerk—really an office boy— 


-£160 as a starting salary. 


Dr. Esslemont said she would bring these facts to the notice 
of her committee. 


“BRITISH MEDICAL JOURNAL” 


Dr. O. C. Carter (chairman of the Journal Committee) said, 
he had a very satisfactory statement to make with regard to 
the Journal.. The circulation had’ stéadily increased owing to 


. the continued rise in the membership of the Association, but 


also . to athe increased circulation among non-members. This 
circulation among non-members stood at the present moment 
at about 10,000 copies a week.- During this last week the recorti 
numberof 68,000 copies of the Journal were posted. During 
the last 12 months a quarter of a million more copies had been 
published than during the year before. In addition the Journal 
had increased in size. in fact, in this last year a complete set 


“of Journals had contained 800 more pages than in 1947. This 


great increase had thrown a tremendous strain on the printing 
capacity by the flat-bed process. The service received had been 
first class, but the Journal had outgrown that method of print- 
ing, and it had been decided to revert to printing by rotary 
press. It was important that quality of production should not 
~be sacrificed to speed. With regard to the contents of the 
Journal, every shade of opinion. was expressed. The original 
articles published continued to be of a very high order. “ Any 
Questions ?” was still a very popular feature, and questions 
were received from every part of the world. 

The quarterly journals maintained their high academic stan- 
dard, but. the cost of printing and other services had risen 
rapidly, and the Council was now finding it necessary to increase 
the subscription. to the quarterly journals—a subscription rate 
which had remained unchanged since 1926. He submitted the 
, Between the covers of the Journal was 
all that was best in British medicine, and by means of thé 
Journal the prestige of the British Medical Association had 
been maintained and enhanced, ` 


A Popular Health Journal 


The report under “ British Medical Journal” having been 
adopted, Dr. Carter went on to move that the Association under- 
take the publication of a popular health journal], the date for 
its inception to be determined by the Council in the light of 
the financial, position of the Association then obtaining. He 


t 
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said that a monthly journal was intended, containing some 
64 pages and cover, and fully illustrated. It was felt that this 
would be practical public relations of the first order. It would 
give the profession an opportunity of giving public advice on 
healthy living in its broadest aspect. The Committee had had 
the advice of two editors of popular publications, It might be 
asked why an ordinary publishing house had not taken it up. 
The difficulty was the medical staff. Such a publication was 
considered to be a job for a medical organization with Jay help 
rather than for a lay organization with medical help. The 
Committee was confident that the Association could success- 


fully produce a first-rate journal which would be of enormous | 


value not only to the Association but to the whole profession 
and the public at large. 

In reply to a question as to whether they could be assured 
that such a journal would be kept completely free from medical 
politics, Dr. Carter said, “Quite definitely, ‘yes.” i 

A Voice: Why? : 

Dr. Carter : 
such a journal. 

The motion approving the publication of the new journal 
was carried. 


Politics would completely destroy the value of 


Apathy in the Profession 


Dr. A. W. Gardner (Brighton) moved a resolution “ viewing 
with profound regret the apparent apathy in the profession ” 
and instructing the Council to use the editorials of the British 
Medical Journal as much as possible to rouse members of the 
profession to realize their responsibilities in the outcome of the 
present conflict. He said it seemed to his Division that more 
use should be made of the Journal to stimulate members of the 
profession and to dispel apathy. More stimulating articles 
should be written, and in plain English. This would help the 
Divisions considerably. ` T oR 

Dr. C. P. Wallace (Guildford) moved as an amendment that 
the Council be requested to confer with the Editor and the 
Journal Committee with a view to making the Journal more 
easily readable and therefore more effective as an organ of 
medico-political opinion. The Journal, he considered, was in a 
large degree responsible for the apathy at the periphery. Too 
often the scientific articles which appeared were more suitable 
for specialist journals, and others were produced by intellectual 
snobs. With regard to the Supplement, he urged that it be pro- 
duced in a more popular form, even at a cost to the Association. 
He could not agree to the Brighton proposal to instruct the 
Editor. The Editor, in his view, was comparable to a judge 
on the bench or a bishop in his diocese. He was in a most 
privileged position, and it was most reassuring to have heard 
Sir Lionel Whitby the previous evening say that he had been 
impressed by the integrity of the Editor. He himself would 
abhor any suggestion that the Editor should be told to put this 
or that in next week. An editor would be right to resent such 
dictation. If they were not satisfied with him they should tell 
him so, discharge him, and compensate him adequately. But 
he did urge that an effort should be made to publish the Journal, 
and particularly the Supplement, in a more popular form. 

Dr. R. G. Gordon (Council) hoped the Representative Body 
would not countenance any coercion of the Editor. The Editor 
had done extraordinarily well. (Applause.) Why should the 
Journal be blamed because a certain number of practitioners 
` did not take the trouble to see whether it was interesting or 
not? In actual fact he was quite convinced that although some 
10 or 15 years ago it might have been trve that a number of 
copies were left unopened, this no longer held good. To-day 
the correspondence columns and the response to “ Any Ques- 
tions ? ” showed that a very lively interest was taken in every- 
thing published in the Journal. But Dr. Carter would not mind 
him saying that the Council through the Journal Committee was 
constantly examining the situation and trying to make the 
Journal more acceptable to all parts of the profession. A 
balance had to be kept, and he thought it was being kept so 
far as the paper situation would allow. 

Dr. Carter said it was the fact that in every walk of life 
there was considerable apathy nowadays, and it was unlikely 
that the apathy throughout the country would not find some 
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expression in the medical profession. But he did not belie 
this had anything to do with the make-up of the Journal. 
was necessary to cater for every type of reader. Next autun 
it was hoped to return to a popular pre-war feature, “ Treatme 
in General Practice.’ The Journal would be made more attra 
tive as time went on, with a larger type face and other improv 
ments. The Editor was responsible for all, that went in tk 
Journal with the exception of material which he was instructe 
by the Council to publish. As for stimulus, he thought the 
had been nothing more stimulating than the reports whic 
appeared in the Supplement under the heading “ The Secretar 
Reports.” It was impossible for a committee to dictate to tl 
Journal, but with regard to all medico-political articles tk 
Editor was in close consultation with the Secretary. There we 
the closest co-operation between the medico-political and tt 
editorial side. (Applause.) 

It was moved and immediately agreed to proceed to the ne) 
business. 


| FINANCE 


Mr. A. M. A. Moore (Treasurer) presented the financial state 
ment. He referred to the serious loss which the Association ha. 
sustained in the passing of Dr. Bone. The Finance Committe 
in’ particular mourned a very distinguished figure. Last yea 
was one of heavy expenditure, and for the first time in 30 year 
there was a deficit on the year’s work. This deficit was antici 
pated from the approximate calculations of the previous year 
A large proportion of the additional expenditure could be attri 
buted to the Association’s campaign prior to the introductior 
of the Act. Further deficits must be expected unless the incom» 
from subscriptions was increased. The assets as represented by 
the Association building and its contents had been written dowr 
on a generous scale. He drew attention to the amount Spent 
on capitation grants, regional offices, and other matters of loca} 
organization—namely £32,295—and to the central meeting ex- 
penses—£20,836. He mentioned these items in order that the 
Representative Body might be fully aware of the need for 
increased income. 


Increase of Membership Subscription 


The Treasurer moved the adoption of a recommendation of 
Council that as from Jan. 1 next the membership subscription 
rates (except for members of not less than 40 years’ standing, 
those retired from practice with not less than 10 years’ member- 
ship, and members resident outside Great Britain and Northern 


_ Ireland) be increased. The proposed increase in the ordinary 


subscription is from three guineas to four guineas ; that for 
other categories is set out in the Annual Report of Council 
(para. 116). 

He added that from what he had said already it would be 
quite apparent that the time had arrived when the Association 
If the membership was maintained 
—and he personally had no doubt on that point—it was esti- 
mated that this increase in subscription would bring in an added 
income of between £30,000 and £35,000. : 

An amendment by Cardiff that the subscription of medical 
officers in the Public Health Service who received no income-tax 
allowances in respect thereof should remain as at present was 
referred to Council. 

Dr. C. Watney Roe (Chelsea and Fulham) opposed the pro- 
jected increase to four guineas. The estimated deficit for 1949 
if the subscription was not increased was only £10,000, but 
an increase of one guinea in the ordinary subscription would 
bring in another £60,000. 

The Treasurer pointed out that the assumption that the 
Increase was equivalent to an extra guinea for every member 
was quite erroneous. The increase would be between £30,000 
and £35,000. He added that the subscription to the Association 
had been three guineas for the last 26 years. Compared with 
similar bodies in the Dominions, it was still a very low 
subscription. 

The recommendation of Council to raise the subscription 
rates in the manner set out was carried by a very large majority. 

A Welsh representative pointed out the very small amount 
down to the Welsh Committee as compared with the Scottish 
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d, Northern Irish ‘Committees. . 


0,000 had been allocated’ to Wales for. the purchase of a. 
elsh House. er i 3 


Mr. Moore ientigned that, 


The business under “ Finance”. was approved. 


Further Business | 
At this point the Chairman said that there was great pressure 
1 the time of the- meeting, which must be concluded by a 
tain hour. He begged those who ‘brought forward motions 
yt to make speeches unless the motions were opposed. 
Dr. J. G. Thwaites, chairman .of the Central Ethical Com- 
aittee, in bringing forward the report under “ Medical Ethics,” 
ferred to the impact of the National Health Service and the 
«creased influence of lay administrative bodies as affecting 
«edical ethics. It had been necessary to take action in several 
ases successfully on questionaries which medical men in the 
ervice were expected to fill. up and which involved a breach 
ome’ professional secrecy. The high ethical standard of the pro- 
sssion had been well maintained. He closed with a tribute 
) his predecessor, Dr. N. E. Waterfield, in the chair of the 
ommittee. . 
A motion by Kensington and Hammersmith asking that the 
«amphlet on medical ethics be issued not only to newly qualified 


aedical practitioners but also to all overseas practitioners. who ‘ 


iad arrived in this country during the last 10 years was accepted. 
Recommendations of Council concerning mortuary accommo- 
Mation and pathological facilities and also concerning. mobile 
aboratories were approved: These were' amended versions of | 
metic, paragraphs on these subjects which had appeared in the 
arevious Annual Report of Council. 

Dr. R. G. Gordon (Council) formally moved the reports 
ander “ Nutrition ” and under “Science.” With regard to the 
atter he said.it was unfortunate that it always came late on 
the agenda, and its uncontroversial character: kept it in the 

«ackground ; but it represented some highly important work. 
The chief duty of the Science Committee was the allocation of . 

geprizes. A very high standard of entry had been reached this 
year. 

Major-General Sir Percy, Tomlinson (Council). brought for- 
ward the report. under “ Armed Forces” and mentioned the 
comprehensive character: of the Association’s Armed Forces 

«Committee, which now represented all aspects of the Services. 


The reports under “Public Relations,” “ Scotland,” and ` 


“Wales ” were moved formally. Dr. R.'P. Liston, chairman 
of ‘the Films Committee; moved. the. report under “ Medical 
Films,” and spoke .of the “farce” of the procedure whereby 
motions were taken in this hurried’ manner. The Chairman 
(Dr.. Gregg)’ took strong’ exception to the word “farce.” 
Dr. Liston, however, continued to make his objection. The 
same thing, he said, occurred every year, and it was a reflec- 
tion on the platform that so many important motions should 
have to be dealt with at the énd of the meeting in this summary 
manner. ' i 

The reports under “ International Relations” and under 
“Medical Benevolence” were similarly taken, and this con- 
cluded the Annual and Supplementary Reports of Council. 

A motion by Torquay was accepted by the Chairman of 
Council— . 


That in order that the Association should become a potent instru- 
ment in obtaining satisfaction, the Council should bend all its 
energies in the coming year to’ arming the Association with the 
necessary power to enforce their demands. 

, } 


Thank You 
-Dr. I C. McMaster (West Somerset) moved : 


That this meeting desires to express to the Chairman and members 
of Council and its officers their congratulations and thanks for the 
excellent work which has been undertaken, as evidenced by the 
Annual Report of Council, and their continued confidence in the 
Council. 


! A 4 


This was „carried unanimously. A further motion .by 


Dr. D: L. S. Johnston (Halifax and Todmorden) expressed’ the ° 


thanks of the meeting to Dr. Gregg for his able chairmanship, 
and this was carried by the representatives rising in their places 
and applauding. Dr. Gregg made a suitable acknowledgment. 
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` Feilinger (Austrian Medical Association), Dr. 
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~He said he had. tried to de his best to get heduet an immense 
amount ,of work’ in a limited time, and if he had offended any 

wor been guilty of wrongful tactics or ‘omissioris he apologized. 
_ The mering closed at a 30 p. m.. - 


ADJOURNED ANNUAL GENERAL MEETING 
l . President’s Address 


The Adjourned Annual General Meeting was held in the Royal 
Hall, Harrogate, on the evening of June .28, with Dr. C. W. 
Curtis Bain in the chair. The hall was filled with a distin- - 
guished assembly, many wearing academic gowns. The Mayor 
and Mayoress,of Harrogate were among those present. 

. The Chairman of Council first introduced to the President, 
the following delegates from kindred associations: Major- 
General G. B. Denit and Lieutenant-Colonel J. W. Regan 
(American Medical Association), Professors Demuth and 
Edna Guest 
(Canadian Medical Association), Dr. A. Clausager-Madsen and 
Dr. V. A. Fenger (Danish Medical Association), Dr. P. Moran 
and Dr. P: T. O'Farrell (Medical Association of Eire), Dr., 
Olafur Bjarnason (Icelandic Medical Association), Dr. E. Rabau 
and Dr. H. Steinitz (Medical Association of Israel), Dr. Eilert 
Eilertsen (Norwegian Medical Association), Dr. E. H. Cluver, 
Dr. J. Harvey Pirie, and Dr. A. H. Tonkin (Medical. Associa- ` 


' tion of South Africa), and Docent Stig Berseus (Swedish Medical 


Association). 

The distinguished foreign guests next introduced were: 
Professor Hilding Bergstrand (Stockholm), Dr. Robert A. Hing- 
son (Baltimore), Dr. J. Lövset (Bergen), Dr. Winifred Pitkin 
(New York). Professor Stefanopoulo (Paris), and Dr. Leon 
‘Unger (Chicago). u 

Representatives and delegates from Overseas Branches of the 
B.M.A. included: Dr. F. W. Hanford (Northern Rhodesia), 
Dr. D. E. Thompson (Tanganyika), Dr. D. R. Belletty (Assam), 
Dr. W. Balendra, Dr. S. L. Navaratnam, and Professor C. C. de 
Silva (Ceylon), 'Dr. R. E. Anderson, Dr. R. B. MacGregor, 
Professor J. K. Monro, and Dr. A. A. Sandosham (Malaya), 
Dr. J. Coen, Mr. N. McAlister Gregg, and Mr. G. C. Halliday 
(New South Wales), Dr. J. Lloyd Simmonds (Queensland), 
‘Dr. R.. A. Burston, Dr. L. LI. Davey, Dr. W. M. Irwin, Dr. 
H. M. Jay, and Dr. Peter W. Verco (South Australia), Mr. G. E. 
Foreman and Dr. G. T. James (Victoria), and Mr. Henry H. 
Hill (Westera Australia), Dr. Salvatore Debono (Malta), 
Dr. P. J. Fogarty, Dr. Owen Johnston, and Mr. Norman C. 


‘Speight ii Zealand), and Dr. C. J. Austin (EUD. 


. The Gold Medal 


The Chairman of Council said that the next item on the 
programme was.a sad one. It was a posthumous presentation 
‘to Mr. Alan Bone, F.R.C.S., of the Gold Medal of the Associa- 


tion which was awarded to his father, the late Dr: J. W. Bone. 


l 


Dr. J. W. Bone wab a very faithful servant of the Association, 
whose loss they all mourned. The medal.was accompanied 
by a testimonial setting out Dr. Bone’s record of work. The 
testimonial concluded : 


_In you the Council admires a colleague of high capacity and wide 
learning, -thé promise of whose early academic brilliance has been 
amply fulfilled in the years of maturity. It salutes in you a man 
greatly gifted i in the handling of practical affairs, persuasive in debate, 
and skilled in the art of negotiation, independent of mind yet ever. 
attentive to opposing arguments and ever responsive to the claims of 
comradeship. In sincere appreciation of your outstanding achieve- 
ments, and gratefully recognizing that the many and exacting public 
duties which you have undertaken have been fulfilled with a com- 
pletely unselfish and single-minded devotion to the welfare of the 
Association and of the whole profession,” the Council delights to 
confer upon you the highest distinction within its gift. 


_ The Association prizes were next presented: thé Middlemore 


‘Prize to Dr. A. A. Douglas (Birmingham) for his essay on 


“The Value of Orthoptics in the Treatment of Squint ™ ; the 
Nathaniel Bishop Harman Prize to Dr. F. Hampson (Grimsby) 
for his essay on “ Endometrial Biopsy : Studies on the Normal 
and Pathological Histology 'of the Human Endometrium.” 
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_ The Dawson Williams Prizes were theh presented to Dr. J. C. 
Spence (Newcastle-upon-Tyne) for his research into diseases of 
children, and to Professor Alan Moncrieff (London) for his 
work in the field of child health. Nurses’ prizes were also 
presented, the first to Miss G. Kenneth (Malvern) and the 
second to Miss E. A. B. Davis (London), these in a competition 
-for State-registered nurses not working in hospital. Miss Jean 
Cumming (Middlesex Hospital) won the prize for student 
nurses. Prizes were presented to the following medical students 
for their essays on “ The Value of Observation in’ the Training 
of the Medical Student.” 


Mr. L. H. Berman (Edinburgh), Mr. H. J. Bland (Bristol), Mr. 
H. J. Dawson (Leeds), Mr. M. H. Gough (St. Thomas’s), Mf. J. S. 
Kennedy (Glasgow), Miss Mary C. Shaw (Bristol), Mr. M. H. Sheard 
(Manchester), Mr. G. T. Smerdon (Oxford), and Miss S. M. 
Taubner (Royal Free). ' 


Lady Whitby invested Mrs. Bain with the President’s Lady’s 
Badge: In so doing she said how much she had enjoyed her 
term of office and the friendliness with which she had been 
everywhere received. Mrs. Bain. said that she felt she was 
accepting this decoration on behalf of doctors’ wives all over 


‘the country, who had to run their. houses, bring up their 


{ 


~ 


_ various scholarships. 


families, and often act as unofficial assistants. 
The President then delivered his Presidential Address on 
“Man and the Machine,” which was published in the opening 
pages of the Journal last week. . 7 
Finally Dr. E. A. Gregg, ‘Chairman of the’ Representative 
Body, proposed a vote of thanks to the President for an address 
of great weight and scientific interest. They were all indebted 
to Dr. Bain for having prepared and delivered an address so 
carefully constructed and documented. The Vote of thanks 
was heartily accorded, and the formal proceedings terminated. 
The meeting was followed by. a reception given by the 
President and Mrs. Bain. The numbers attending were so large 
that the guests had to bé divided.’ Some 600 proceeded to the 
Royal Baths, and an equal or greater_number remained in the 
Royal Hall. Dr. and Mrs. Bain received their guests at each 
place in turn. ‘Light refreshments and music were provided. 





PROCEEDINGS .OF “COUNCIL: . 
Monday, June 27 


The last meeting of the old Council was held in the ‘Council 
Room of the Municipal Offices, Harrogate, on Monday, June 27, 
with Dr. H. Guy Dain in the chair. 

The congratulations of ‘the Council were extended to. those 
members of the Association upon whom honours had recently 
been conferred by H.M. the King. The Chairman said that 
they would note with special pleasure. the knighthood conferred’ 
upon Mr. H. S. Souttar, a former Chairman of Council, the 
C.B.E. for Professor Picken, `a prominent former member, and 
the O.B.E. for Dr. N. E. Waterfield, a present member. 


A letter was read from the Medical Secretary of the Medical » 


Association of Eire thanking ‘the Association for its great kind- 
ness in arranging to lend that body the sum of £10,000 over a 
term of twenty years, and without any interest, subject to certain 
conditions as to repayment. : 

On the motion of Dr. Pridham, the Council approved, on the 
request of a large number, of members of the Association, the 


- formation of a Tuberculosis and Diseases of the Chest Group. 


Association Prizes’ 

Dr. .R. G. Gordon, for the Science Committee, brought for- 
ward recommendations, for the awards of the Association prizes.: 
‘These included the Nathaniel Bishop Harman Prizes, the prizes 
for medical students, the Association prizes for nurses, and the 
A variation had been madè in the 
Association prizes for medical students, for which a total of 
53 essays had been received, and the-Committee recommended, 
the Council agreeing, that a total of ten national prizes, each 


consisting of a certificate and a cheque for £25, should be 
awarded. 


+ 
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Public Health - 


Dr. James Fenton, chairman of the Public Health Committ: 
presented a report on various outstanding matters. The 
included a statement prepared by the Joint Subcommittee ( 
the- Central Consultants and Specialists, General Medic 


= 


+ Services, and Public Health Committees) on the report of t 


Working Party on Midwives. The Association supported ma 
‘of the recommendations of the Working Party, but felt th 
those concerned ‘should recognize that there was no acute cri 
in the midwifery profession. Tribute was paid in the con 
ments to the continuous efforts which had been made duri» 
the last twenty years by the Central Midwives Board; t 
College- of Midwives, individual tutors, and matrons, to develc 
the profession, and it was considered that the best results 
‘the future would be achieved by fostering these existing agencie 
A report on action taken was presented by Dr. Wand for th 
General Medical Services Committee. It concerned the positic 
on remuneration, inflation of doctors’ lists, and other matters. 
` The Central Consultants and Specialists Committee report. 
that the Minister of Health had decided to appoint a depar 
mental committee to advise how the statutory registration « 
opticians could best be effected and what qualifications shou) 
be required as a condition of registration. The Council decide 
that the Faculty ‘of Ophthalmologists, the Royal College < 
Physicians, and the Royal College of Surgeons should be invite 
to co-operate in setting up a joint committee to prepare a state 
ment of the profession’s requirements in this respect, and t 
collect evidence in support thereof for submission to the .depar? 
mental committee. The Council appointed three representative 
to the Joint Committee. , ' i 
The Council had before it a confidential report by Mr. St. ) 
D. Buxton on his visit to Greece as‘a B.M.A. lecturer, discussin, 
in particular a number of problems concerned with orthopaedi: 
surgery which he had encountered during his stay in tha 
‘country. Mr. Buxton was heartily thanked for a valuable report 
the recommendations of which would be forwarded to th 
appropriate quarters. : j 


f 


Wednesday, June 29 


The first meeting of the new Council was held in the Municipa 


_ Offices, Harrogate, on June 29. 


x 


_to his predecessor. 
‘British Medical Association in those who had- occupied its 


Election’ of Chairman 


After discussion Dr. E. A. Gregg was unanimously electec 
Chairman of Council. He said he could nót think that any 
service he had been able to render to the Association hac 
merited this honour, but he would do his best; and he knew 
that his shortcomings would be forgiven. He had a real desire 
to do the right thing and to be fair and just in all his actions. 


The Retiring Chairman 


The new chairman then asked the Council to. pay its tribute 
They had always been fortunate in the 


important. offices, but they had had no one who in steadfast 
devotion to the Association’s interests and the interests of the 
profession had spent himself more unselfishly than Dr. Dain. 
The speaker was able to recall within his own experience practi- 
cally the entire Association career of the retiring chairman. 
He remembered him in the-old days when he was an ordinary 
member of the Insurance Acts Committee. From then onwards 
he had been the unswerving, patient, persistent worker on 
behalf of his profession that they knew so well. As 
chairman of the Insurance Acts Committee, of the Conferente 
of Local Medical and Panel Committees, of the Representative 


: Body, and, finally, of the Council, always he had been the 


same Dain, unassuming, pretending to no gifts of oratory, but 
offering an example which was outstanding and unforgettable. 
“We have never had anyone like Dain’ before—I say that 
without the smallest fear of contradiction. We have had all 
sorts of brilliant people who’ had done wonderful work, and 
we have appreciated ‘them, but Dr. Dain stands by himself. 
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am your behalf I offer him the very sincere thanks. of this 


uncil and of. the Association for the magnificent work he- 


s done’on our behalf.” 

The members of Council rose in their places and applauded. 
MamOr. Dain, in response, said: he could imagine no greater 

portunity for the development of character , than to have 

ved the Association. . Any qualities which he might possess 


the moment had ‘been developed over the years ‘in his con- 


cts with members’ of the- various committees and of the 
yuncil. “He was unable to imagine anything he could have 


joyed better, and if anybody. had had any fun out of it he ~ 


as sure. it had come to him. He had always held that respon- 
lity was the salt ‘of life, and this had been his during the 
st five. years in good measure.: He had been very happy in 
e work. The atmosphere in the Council and in the Associa- 
m generally had been delightful; the friends he had made 
.d been many, and he would not have mised a minute of 
experience. In latter years the Association had given him 
Æ opportunity of extending his ‘travels and his friendships 
verseas, and it had been a highly interesting and- exciting 
«perience. He had now felt that it was proper and right 
iat he should bring his term of office to an end, but he hoped 
« be able to continue as a member of Council for a while 


ad to serve on'a-number of committees in whose work he was. 


mesiecially interested. TE ! 
/ New Members 
Twelve new members of Council were welcomed. 


Dr. Wand, who was ex officio a member of Council by virtue. 


p his chairmanship of the General Medical Services Committee 

—mad was also one of the eight elected: by the Representative 

lody, said he would prefer to have it in the records that he 

ras a member of Council by the votes of his colleagues rather 

aan by virtue of his office, ane it was agreed that some words 

“iould be found to, denote 

Dr. Dain read a'letter he had received from Dr. J. A. ireland. 

o longer a member of Council, expressing appreciation of the 

indness and consideration he had received at his hands during 
Bhe last six years. 

Committees _ , 
The Council proceeded to the election of its own members 


«n the Standing Committees and to the reappointment of ‘such’ 


pecial Committees as had not discharged their reference. The 


omposition of the International Relations Committee was- 
videned to include the chairman of the Board of Manage- 
«nent of the Empire Medical Bureau and representatives of. 


he British Council and of the ‘British Medical Students’ 
‘Association. 

It was. intimated that the Central Medical War Committee 
aad been asked ‘to continue until the end of 1949, but it was 
Xpected that it would then cease to exist and that the Govern- 
ae would form a small committee of its own to carry on the 
‘Or po 


N HS. Conciliation Machinery 


The Council then ‘unanimously agreed to the passing of a 
tesolution expressing surprise and regret at the Government’s 


decision to withhold from the medical profession the right to: 


mhave disputes referred to arbitration: 
This decision (the resolution continued) is a violation ‘of assurances 


6 4 


and carries with it constitutional implications of the gravest‘character, ` 


involving open discrimination against professional workers by deny- 
ing to many of them the rights freety accorded to others engaged in 


national services. i 


r 


Autonomous Bodies within the Association 


Following upon the--Bournemouth řesolution in’ the Repre- 
sentative Meeting asking the Council to appoint a special com- 
mittee to consider and report on the situation created by the 
formation of autonomous bodies within the Association and 
their relationship to the Representative Body, the Council 
appointed a special committee of 15 members, including the 
Chairman of Council, ‘Sir Lionel Whitby, and Dr. Dain, its 
terms of ‘reference being the words of the Bournemouth motion, 


and it was expected that it would bring in an interim report in ; 


October. — 


-a - n ` 


an 
ie . "Other Business ; 
The report of’a Joint Committee of the -B. M.A. and the 


i National’ Veterinary Medical Association was before the Coun- 


cil, but it was stated that the veterinary body was still con- 
sidering a. number of the ‘points, and: general approval was 
accordingly deferred. 

A report of a Joint Committee of the B.M.A: and the Pharma- 
ceutical Society was submitted, and its three recommendations 
were approved as follows: i 


That it is undesirable that a doctor and a pharmacist should 
practise from the same premises unless each has a separate address 


"and there are separate means of access to the two addresses. 


That it is undesirable that a doctor should have a financial interest 
in directing his patients to a particular chemist when there are other 
chemists in the area. 

That in order to preserve the principle of free choice and to avoid 
abuse itis undesirable that a doctor should recommend a particular. 
chemist, or a chemist a particular doctor, unless he is specifically 
asked to do so by the patient. 


It was proposed that the Ethical Committee should be con- 
sulted on the ethical problems involved. 

Dr. J. A. L. Vaughan Jones, on behalf-of the Occupational 
Health Committee, brought forward -a recommendation for 
ithe approval as an interim arrangement of certain. rates of 
remuneration for whole-time and part-time medical officers of 
the National Coal Board, and this was agreed to. 

The Secretary reported that he had been in informal discus- 
sion with whole-time medical Civil Servants with a view to 
placing the Association in the right relationship to them on 
the matter of negotiation on remuneration. Subject to the 
approval of the Council, it had been agreed that the remuner- 
ation of whole-time Civil Service medical officers in relation 
to the Spens Committee reports. should be handled by a com- 
mittee consisting of three members of the B,M.A.- Council, - . 
three of: the Institute of Professional Civil Servants, and three 
of the Ministry of Health Medical Staff Association. 

The Council agreed to this course and appointed Dr.C. 
Metcalfe Brown, Dr. James Fenton, and Dr. Dain as its repre- 
sentatives on the proposed committee. 

Dr. Vaughan Jones gave notice that at the next meeting of 
Council he would ask it to consider a motion that chairmen of 
committees presenting reports at the ,Annual Representative | 
Meeting be. given adequate time for the presentation of their 
reports to the Representative Body. a 


~~ 


OVERSEAS CONFERENCE 
The Overseas Conference in connexion with the Annual Meet- 
ing was held in the Council Chamber, Harrogate, on Wednesday, 
June 29. Dr. J: B. -Wrathall Rowe, retiring member of Council 
for the West Indian Branches, took the chair, and the new 
Chairman of Council, Dr. E. A. Gregg, was present. ~ 


Survey of the Colonial Services a 


Dr. E. Grey Turner, Assistant Secretary, in charge of the 
work of the Colonies and Dependencies Committee, gave a 
brief report.. He said that’at Headquarters they did their 
best’ always to bear in mind the problems of the overseas 
member. The Colonial Office had agreed that the terms of ser- 


v vice in the:Colonial Medical Service must be broadly equiva- 


lent to those in the National Health Service at home. An 
attempt had been made to work out a colonial interpretation 
of ‘Spens. Many special factors had to be brought into such 
a calculation—taxation, pension arrangements, housing, and 
a factor which was usually called expatriation. The people 
in the ‘Colonies were- in Some ,.ways better off and in 
other: ways worse off than in this country, but the Colonial 
Office had rejected the suggestion that the various factors 
‘might be held to cancel one another out, holding that the 
‘figures‘ should be worked out, plus or minus, and the Spens 
salaries adjusted i in that way. 

Taxation in the Colonies was very much lower than in this 
country, but this disparity might lessen, as there was a prospect 


- 
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of colonial income tax going up. Moreover, the colonial medi- 
cal officer, in return for such income tax as he paid, did not 
get the advantage of many of the social: services and general 
amenities which the tax provided, although it might be said 
‘ that in this country also the social services were not much 
used by doctors. Pension schemes -varied from Colony to 
Colony, but were substantially more generous than the N.HS. 
superannuation scheme. The colonial medical officer was also 
provided with a house, though the housing might not always 
be very satisfactory. 

The difficult factor of expatriation had also to be taken 
into account. The colonial medical Officer, recruited in the 
United Kingdom, spent his time working at a great distance 


from home, and was put to heavy expense in such matters as ` 


the education of his children. Cost of living was a difficult 
factor to assess. Then the colonial officer was separated from 
his family to some extent. How was that hardship to be 

` allowed for? He had to admit that he had utterly failed to 
convince anyone that life in the Colonies was substantially at 
a disadvantage as compared with life in the United. Kingdom. 
He had pointed to the lack of cultural facilities, but he had been 
told that this was offset by the facilities for sports and games in 
the Colonies. A figure had to be attached to all these factors 
and the Spens figure adjusted accordingly. A further point was 
that the Spens reports were based on U.K. doctors working in 
the U.K., and it was questionable whether they had any 
relevance to, say, locally recruited African doctors working 
in Africa. The utmost should be done to obtain for the locally 
recrulted members the most favourable terms possible, and they 
must rely on the Branches to negotiate those terms and inform 
headquarters. 

Other matters were being discussed. One of them was recruit- 
ment procedure. Sometimes senior appointments were ‘left 
vacant for long periods. The impression: was that those con- 
cerned did their best, and that delay was sometimes unavoid- 
able. Other matters were the burden of non-medical work, the 
thorny problem of private practice, and finally—a matter ‘which 
he mentioned with a little diffidence—the fact that in some parts 
of the Colonial Medical Service the spirit of those who worked 
in it appeared to be unduly depressed. The service did not 

¿Seem to be as self-confident or as. proud of itself as it 
should be. 


A Quick Look Round - | 


Dr. Grey Turner then gave a quick impression of the state 
of the Branches in the colonial Empire. The Fiji Branch had 
revived its activities, and was holding four meetings a year. The 
Hong Kong and China Branch was full of activity and optimistic 
about the future. The Malayan Branch was large and flourish- 
ing. The Indian Branches were in a state of suspended anima- 
tion at the moment. The Indian and Pakistan Medical Associa- 
tions had recently been formed, and discussions with the Indian 
Association were already taking place with a view to affilia- 
tion, and it was hoped soon to be in touch with Pakistan. A 
difficulty was the Indian licentiates. If full affiliation were 
granted to the body of licentiates in India, difficulty might be 
encountered among Indian members, of whom there were many, 
in East Africa. Ceylon was engaged in converting itself into 
an incorporated Branch, and in future’ would bear the alterna- 
tive title “Ceylon Medical Association.” The Association at 
home would continue to take a slightly, more remote but none 
the less warm interest in its affairs. 

The Tanganyika Branch went into a period of quiescence 
during the war, but its activities were now extending. The other 
Branches in East and Central Africa were flourishing. The Egyp- 
tian Branch was quiet at the moment but was remaining in being, 
and Sudan was keen and active. Almost 100% of the doctors 
on the “Rock” were members of the Gibraltar Branch. In 
Malta the Ministry of Health had prepared a health scheme, 
and the Branch had set up a joint negotiating committee 
with the Camera Medica. There were a good many members 
in Transjordan, and he hoped that the Palestine Branch 
might be transformed into a Transjordan Branch. It was 
hoped to revive the Mesopotamian Branch, possibly under 
another name, and to include the many doctors on the Persian 
Gulf. Many of the West Indian Branches were not very active, 


though some of them had recently been revived. Sierra Leo; 
Branch was the only one on the West Coast of Africa. TP 
Association had 114 members in Nigeria, and 65 on the Go 
Coast, but no Branch, which was a great pity. At Headquarte 
they were, in the words with which a predecessor of his ust 
to sign his letters, “ Always at your service within the limits : 
our power.” ` 

Dr. SANDIFORD, director of the Empire Medical Advisor 
Bureau, said a few words on the personal service to visitir 
overseas members which the Bureau performed. Up to th 
end of May there had been 776 inquiries of the Bureau, an 
433 visitors had paid over 800 visits. Most of the visitor 
came for postgraduate instruction, and the Bureau had 
synopsis of the regulations for the various diplomas. Th 
Bureau was able also to help in finding accommodation. 


General Discussion 


Some of the overseas representatives present made brie 
observations.. Dr.’R. E. ANDERSON (Malaya) said that incom» 
tax had just been instituted in Malaya, and no doubt would ge 
larger. The housing position in Malaya, perhaps owing to th 
influx of officers to the new departments, had become acute 
and in a number of instances there was a waiting-list. Officer 
in Malaya tended to keep their children there because of th 
enormous cost of education in England. Petrol in Malaya cos 
3s. 5d. a gallon, and was rationed. Dr. R. B. MACGREGO™ 
(Malaya) considered that the possible hardship of the earb 
age of retirement in the Colonial service should be stresseé 
It was impossible to generalize on the cost of living in th 
Colonies. In Malaya the price of many commodities was thre: 
times the pre-war cost. 

Dr. D. E. Tompson (Tanganyika) spoke of the isolation o' 
district medical officers, and the lack of contact with specialist: 
and pathologists. These officers were entirely on their owr 
and had to deal with every emergency that came along. The 
population expected a comprehensive medical service, anc 
looked to the district medical officer to provide it and made 
it known in the chamber of commerce or legislative council 
if-he did not. His colleagues in Tanganyika would not be 
satisfied with the partial restoration of private practice which 
had been foreshadowed in the Philippson report.. They took 
the view that they would like an adequate salary so that they 
were free from financial worries, and if that was not possible 
they would press for the complete restoration of all the sources 
of income, including private practice, which they had lost. 

Dr. J. Scorr Brown (Uganda) resented the idea that the 
colonial officers were geographically and climatically in a happy 
situation. Save for a small part of Kenya, the colonial empire 
was no place whatsoever to which people would care to retire. 
He had rather detected in Dr. Grey Turner’s speech a tendency 
to put forward the Colonial Office point of view instead of the 
point of view which colonial officers had been bringing home 
to the Association during the last year or two. Dr. F. W. 
HANDFORD (Northern Rhodesia) spoke of the cost of living 
in the Colonies, and particularly the high cost of basic food- 
stuffs in his country, where there were no food subsidies. 
Mr. J. M. Firron (Mauritius) was amazed at the work which 
the» Association was doing for its overseas members. He 
referred to the lack of materials for hospital medical services 
abroad. Dr. C. J. Austin (Fiji) mentioned a visit which he 
had recently paid to Jamaica, where he found what he con- 
sidered to be a very flourishing Branch. 

Dr. CHARLES HILL (Secretary) gave a brief account of the 
British Commonwealth Medical Conference at Saskatoon, which 
was attended by Dr. Dain and himself and by representatives 
of the Dominions. It was an extraordinarily valuable confer- 
ence, particularly in its examination of the relations between 
the profession and the State. The next conference was to be 
held in Brisbane in 1950, and it was hoped that the conference 
the following year would be in South Africa. He added that 
clearly the visit of Dr. Grey Turner to the East African 
Branches this year had been greatly appreciated, Advice would 
be offered to the Colonies and Dependencies Committee tha: 
its secretary or some member of the committee or both should 
pay an annual visit to some of the overseas Branches. If that 
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ss done it should be possible within a relatively short time 
c all the, Branches to be visited. Se, *s 


Other Business 


It was reported that a. medical officer in the R.A-F.’ had: 


bmitted a suggestion that the Government should establish 
boarding school in the United Kingdom for the children of 


cers in the- Armed Forces and in the Colonial Service. -An' 


ternative suggestion was that the Government should reserve 
aces in‘State-aided local authority boarding schools for the 
uldren of such officers. 
ssociation and the Colonies and Dependencies Committee had 
ked that the matter'be considered. by, those attending the 
yerseas Conference. The chairman suggested that representa- 
zes on their return should seek the opinion of the other 
embers in -their area and write to the Secretary of the 
olonies and Dependencies Committee on the subject: 

Dr. GREY TURNER made a brief statement on the control of 
verseas advertisements in the British Medical Journal. .Over- 
as Branches occasionally requested that advertisements be 
‘fused, without giving adequate reasons. The Committee 
ould work out a policy whereby this control might be more 
ficient and expeditious. Advertisements could only be 
‘fused if they cut across-the definite policy of the Associa- 
on or broke a negotiated agreement. It did not help if an 
verseas branch secretary returned an advertisement with the 
»mark, “ We think this is a little below what it should be.” 
he policy when fully worked out would be communicated to 
ranches, - , 

Dr. WRATHALL Rowe closed the meeting with an expression 
f the good wishes of the Association at home to the repre- 
əntatives on returning overseas and to their colleagues in their 
arious countries. . 7 


4 


‘ANNUAL DINNER 


‘he Annual Dinner of the Association was held in the Hotel 
Aajestic, Harrogate, on June 30. A company of just over 
00 assembled under the chairmanship of the President, 
yr. C. W. Curtis Bain. The guests included the Lord Bishop 
f Ripon, the Mayor of Harrogate, and others who had afforded 
ospitality and service to the Association in the course of the 
leeting, as well as a number of oversea delegates and 
2presentatives. ; i 

Mr. A. DicKSON WRIGHT, in proposing the toast of “The 
Aayor and Corporation,” referred to the abounding hospitality 
£ Harrogate. Everything the town had had been’ at the dis- 
iosal of the visitors. Although the profession had been con- 
‘erted into a public utility, it was a great thing to find that it 
till had’ some life left in it and was able to hold its annual 
‘onference with the same good spirit of comradeship it had 
lways exhibited. 

The Mayor, Mrs. Fisher, J.P., spoke of the pride. she felt 
n welcoming the Association to Harrogate as one of the first 
icts of her year of office. If Harrogate had come up to expec- 
ations the local people were well rewarded. Another source 


f pride for Harrogate was the election of Dr. Curtis Bain as’ 


resident, and she wished him'a successful year of. office. 


“ The British Medical Association ” 


The Lorp Bisuor oF Ripon (Dr. Chase) said that he had had 
ı good deal of contact with doctors. In the first war he was 
. padre, and for the first two and a-half years he was attached 
o one of the hospitals in this country and shared the doctors’ 
ness. Later he was at Cambridge at a college where one of the 
7ellows was professor of pathology, afterwards the master, and 
1¢ always brought in the examiners to dine with them in hall. 
Je heard their tales at dinner, and this made him more inclined 
o propose the health of the patients than that of the doctors. 

The Bishop went on to say that he had read a certain 
mount of what the Association had been talking about during 
he week, though he.could not pretend that he knew very much 
ibout the B.M.A., but the previous week he was in London and 
here at lunch he met a doctor whom he found to be interested 


n one part of the work of the Association and who spoke 


it 
i 
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The Armed Forces-Committee of the. 


' be hung in’ Tavistock Square. 


“the B.M.A. What was the B.M.A.? 
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of it in highly complimentary terms. This was its work in 
welcoming doctors and research students from overseas, making 


‘them ‘feel at home during their visit to this country and putting 


them in touch with the right people. ,His doctor friend bore 
testimony to the enormous value of that work, and the Bishop 


, wanted to endorse his tribute. 


\ 

Dr. E. A. Grecc made his first public speech as Chairman 
of ,Council in. responding to this toast. He began with a 
reference to his predecessor, Dr. Dain, and the regret they all 
felt that he should have come to the end of his term of office 
and relinquished the chair which he had filled with great 
distinction through such a long and difficult period. He then 
added for his own part an expression of thanks to all who had 
contributed so splendidly to their comfort during this visit to 
Harrogate. It had turned out to be.one of the best and 
happiest. meetings the Association had ever known. One of 
the memories of it he would carry away was of a gracious little 
lady presenting the Association with a banner in the name of’ 
the Mayor and Corporation of Harrogate. That banner would 
In course of time its colours 
would dim a little, and other banners would be added there, 
but for those who had attended the Harrogate meeting it would 
always continue to evoke the most happy memories. 

The Bishop had said that he did not know very much about 
It was the organized 
representation of the medical profession in this country.: It 
contained within its ranks over 80% of all the doctors. When 
it spoke it had a right to claim that it was expressing the views 
of the profession. It spoke as a democratic organization. 
Some might think, reading the proceedings of the last week, 
that the voice was a little confused, but for all that the general 
view ‘of the majority was finally expressed in the form of an 
easily understood resolution which was rightly taken. as the 
expression of the views of the doctors of this country. 

“The British Medical Association sought to gather together 


the views of doctors generally, and to express professional] 


opinion on all subjects. But by far the greater part of the work 
was concerned with the advancement of scientific knowledge 
and with assisting doctors in their relations with one another. 
The Association had Asked that the great National Health 
Service should be introduced by stages; it said it was too 
big a.thing- to be introduced all at once, and it had been 
proved right. The whole scheme did not hatch out of the 
brain of Whitehall ; it had been’ borrowed from the profession 


itself, which had been working on the subject for thirty years 


at least. It had asked Government after Government to 
devise a scheme of medical care for the people of this country. 
But this request fell on deaf ears, until a few years ago “ when 


they woke up and took over our stuff, adding to it ingredients p_, 
‘which made it less good.” He thanked the company for the 


u 


way in which the toast had been received. 


f wo “The Guests ” 


i y 

Dr. T. V. Pearce, chairman of the Harrogate Division, 
proposed the health of the guests. He referred in particular 
to the guests from overseas. There were guests present that 
evening from China, Israel, Poland, France, Holland, Denmark, 
Sweden, Iceland, and the United- States. The republic of 
Ireland was represented, as well as all the Dominions—Canada, ` 
Australia, South Africa, New Zealand, India, Pakistan, and 
Ceylon. The Branches represented stretched from A to Z— 
from Assam to Zululand. 

Dr. N. MCALISTER GREGG, M.C., made the first of two 
responses to the toast. New South Wales, he said, his part 
of the world, still considered itself as belonging to the British 
Empire and thought of England as home. He found changes 
in England, but there was Still the same spontaneous and 
abundant hospitality. ` He acclaimed the work of the Empire 


’ Medical Advisory Bureau. 


Major-General G. B. Denrr, M.D., ‘of the American Medical] 
Association, brought greetings and best wishes from that body 
and from the Surgeon-General of the U.S. Army. The medical 
professions of their two great countries had always. worked 
together, in peace and war, and the tremendous advances of 
medicine during the last two decades might be said to represent 
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their combined efforts. Great Britain had launched on a pro- 
gramme of socialized medicine, while in America they had only 
talked about it, or, more properly, talked against it. But in 
America they were -watching the British experiment with pro- 
found interest, and its success or failure would determine to 
a large extent their own course. ~- i 


“The President ” 


' The final toast, that of “The President,” was proposed by 
Dr. W. RUSSELL Brain. He spoke of Dr. Bain out of a friend- 
ship of more than -thirty years, and told one or two stories 
of ‘his Oxford ‘student career. Subsequently he established 
himself in practice in Harrogate, where he had built up a’ great 
reputation. In his presidential office he would guard those 
essential values of medicine which were their particular 
responsibility in the present situation. ` . 
The PRESIDENT contented himself in his reply with making 
shar reference to his Harrogate colleagues who, while ‘he 
imself had -been more or less a figurehead, had worked over 
a long preparatory period to make the meeting a success. 


Praise was due in the first place to Dr. D. D. Payne, the Hon. 


Local General Secretary, and- to ‘Dr. J. V. Wilson, the, Hon. 
Local Science Secretary, who had carried through one of the 
revolutions they had made at Harrogate—the institution of a 
four-day scientific: programme. Dr. /T. G. Reah had been 
responsible for the entertainments and excursions, Dr. T. A. 
‘Best for the dinners and, luncheons. Dr. T. V. Pearce and 
Mrs. Pearce, M.D., must have made many friends in their 
arrangements for the hospitality of overseas visitors ; they had 
corresponded personally, and sometimes at length, with every- 
one of the overseas guests. The. Ladies Committee had been 
admirably guided by Mrs. D. D. Payne. There were many 
others who should be mentioned in connexion with transport 
‘arrangements, Premises, sport, the museum, and to all of them 
their thanks were due. The scientific programme was entirely 
in the hands of the presidents and other officers of the sections, 


and he hoped that the programme provided had, been to the 
taste of the visitors: l 





THE REPRESENTATIVES? ‘DINNER 


The representatives attending the Annual Meeting at Harrogate, 
with their ladies, dined together at the. 
evening, June 27, under the chairmanship of Dr. E. A. Gregg. 
The proceedings were shortened owing to the fact that the 
Annual General Meeting of the Association was to follow 
immediately, and, as usual, the only toast to which thére were 
„speeches was the health of the Chairman of the Representative 
Body. This was in the hands of Dr. D. M. Hughes, of South- 
west Wales, who spoke of the charming and patient way in 
which Dr. Gregg had handled a difficult meeting. ‘Although 
occasionally he’ had been stern, he had always been very fair 
and very straight. However troublesome representatives might 
become, however unjust their criticisms of the Association, how- 


Grand Hotel on Monday ° 
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SUPPLEMENT TO THz 
BRITISH MEDICAL JOURNAL 


the time were at théir disposal! He thanked those concerne 
especially with the last set of amendments in Monday’s pr 
ceedings—those dealing with the Association war memorial. E 
had taken unpardonable liberties with those amendments, doi» 


- all sorts of things which were unconstitutional, but it was tl 


only way to. get the thing completed. The representatives, like 


. the generous people they were, had helped him through it. } 


spoke in conclusion of the pleasure and satisfaction of worki» 
for the Association. 


` MEDICAL MISSIONARY BREAKFAST - 


A small company accepted the invitation of the Medical Praye 
Union to a “ Missionary Breakfast” at Harrogate Hydro o 
July 1. The President of the Association, Dr. C. W. Curt 
Bain, was in the chair, and introduced Dr. R. C. Cochrane 
honorary director of the Leprosy Campaign for the Goverr 
ment of Madras, and formerly principal of the Christia 
Medical College, Vellore. : 

Dr. Cochrane spoke of the recent political advance of Indiz 
where in two years as much had been accomplished as in th 
previous fifty. He said that missionaries, like others, had t 
accept the fact that countries such as India were subscribin, 
to an ideology under which it was the State’s job to. carry ow 
the.work of healing and were organizing hospitals along thos: 
lines. Although State medicine in the full sense of the terin 
did not yet prevail in India, the Government was largely respon 
sible for medical work. Some of them as missionaries twenty 
or thirty years ago, aware of the tremendous need, tended te 
get into a panic because they measured it only against thei 
own poor resources; but they were primarily out there, no 
to meet need, but to show how need should be met, and tc 
challenge the Government so that it might see that the righ 


. approach to the work of healing was a spiritual one. 


~ 


ever unlearned they might show themselves in the’ rules of pro- - 


cedure, the Chairman was invariably fatherly and kind. .He 
had carried. through his duties with a fortitude. and a skill 
which they from the body of the hall had sincerely admired. 
Dr. Hughes also accorded a gracious welcome to Miss Gregg. 
The toast was accorded musical honours, 
Dr. Gregg said that he had awaited the judgment of his 
‘ colleagues in the Representative Body with some trepidation; 
because as time diminished and the pressure of business in the 


meeting increased, he had had occasionally to be ruthless. But’ 


events showed that he need not have feared ; and why indeed 
should he fear in any gathering of the British Medical Asso- 
ciation? The members were invariably generous in their 
appraisement of any ability one put into one’s job and in over- 
looking the many faults of which he himself was conscious. 
` He must be forgiven if he had in the Chair done some things 
. Which he ought not to have done, and had omitted to do some 

' things which he ought.’ His aim had been to get the business 

through. These annual meetings were a constant struggle to 
get a quart into a pint pot, to get through in three or four days 
an amount of work which ought to take twice as long if only 


— 


+ 


They bad to bring their contribution as physicians ane 
surgeons into the'set-up which they found in these missionary 
countries. Dr. Cochrane spoke of Gandhi, with whom he 
had conversations with the object of interesting him in the 


‘campaign against leprosy. Gandhi told him that he was already 


interested. He was the greatest leader, said Dr. Cochrane, that 
India had ever produced, and, moreover, a’ leader influenced 
greatly by Christian teaching. He trusted that Gandhi’s in- 
fluence would permeate the new India. In that new India, with 
its awareness of modern medicine as of other things, medica) 
Missionaries had an even greater task and responsibility than 
in the past. : i 1 i 


£ 


RELIGIOUS SERVICES 
Priests and Physicians 
The official religious service in connexion with the Harrogate 


Ld 


` Meeting was held at St. Peter’s on Tuesday afternoon, June 28, 


when ,the preacher was His Grace the Archbishop of York. 
Members robed in the Royal Hall, and, preceded by the pro- 
fessional staff and by the banner presented by the Mayor of 
Harrogate, walked to the Church. The Mayor and members 
of the Corporation also attended. The service, ‘which was 
broadcast in the Northern Programme, was conducted by the 
Vicar (the Rev. R. H. Baines) ; the Bishop of Ripon (Right Rev. 
G. A. Chase,,D.D.) was present. The lessons were read by 
Dr. H. Guy Dain and Dr. C. W. Curtis Bain, the new President. 
The two hymns were both by medical authors: “Lord of all 
being,” by Oliver Wendell Holmes, and “ Praise the Lord! 
ye heavens, adore Him,” by Edward Ostler, an early nineteenth- 
century surgeon. The words of the anthem, “From Thee all 
skill and science, flow,” wére by Charles Kingsley, set to music 
by Dr. Thalben-Ball. A collection for medical charities was 
taken. 

Dr. Garbett, in his sermon, said that the Church had learned 
to welcome the: great advances made in medicine and surgery. 
It saw in these advances the continuance, under new conditions, 
and with new methods, of its own healing work. There were 
various ways in which the Church could help the doctor. The 
properly trained and spiritually minded parish priest by his 
ministrations could co-operate with the physician in the 
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storation of the sick. Many diséases which were at one time 


garded as physical were now known to have their roots in: \ 
«e depths of the mind. Sometimes it was plain that an illness . The Exhibition of Su 


as due to a spiritual cause—depression, -persistent and: ener- 
„ting anxiety, the darkness of melancholia, what our fathers. 
ould describe as sin. There were diseases for which the help 
£ the priest was required. Advice and treatment given by 
ne doctor needed sometimes to be supplemented by the gospel ` 
£ faith and forgiveness. “Sometimes the priest and the doctor 
orking together could do.what’ neither could do separately. 
The Church could also join with the doctor in the war against 
ich social evils as bad housing and malnutrition. Much had 
een done to reduce malnutrition, but he'feared that many 
aothers of families still suffered from under-feeding. Much 
ad also been done since the war to build new houses, but 
vercrowding was still, an appalling evil. Here the Church 
ould join with the medical profession in, exposing these 
s«oblems. ’ - i ar 
There was a third way in which the Church could help in 
ae work of healing. It taught the value of the individual, and 
emanded that every man, woman, and child should be treated 
‘ith respect and’ reverence’ as of value in the sight of God. 
‘here was a tendency to-day to lump individuals together and 
soup. them under the label of “the common man.” There 
yas no such thing as a common man. The medical profession 
ad inherited a noble tradition of treating their patients as 
adividuals with special needs and characteristics, In the medi- 
al profession the family doctor had always been held in affec- 
don and respect. It might not be so`easy to continue in the 
wture, with increasing specialism, the tradition whereby the 
toctor gave to each patient full individual attention. It would 
se tempting to make a swift diagnosis and set the patient ina 
‘roove in which all were treated in much the same way. 
Against this the overworked priest and the overworked doctor 
aust be ever on their, guard. The fundamental difference 
setween the patient in a totalitarian and in a democratic State 
yas that in the former his value to the State was the first 
onsideration, and if he was feeble, crippled, and unable to 
lo useful work he was thrown on the scrap-heap, whereas in 
he democratic State each was, or should be, treated according 
o his special needs. The medical -profession, said the Arch- 
bishop in conclusion, was passing through a critical and anxious 
‘ime, but he trusted that out of it would emerge ultimately great 
olessings for the community. / j 


- 
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Roman Catholic Service 


Roman Catholic members of the Association, some of them 
in academic gowns, attended the celebration of Benediction at 
St. Robert’s Church, Harrogate, in the afternoon, of June 30, 
when an-address was given by the Bishop of Leeds (Rt. Rev. 
W. J. Poskitt; D.D.). 

The work of medicine, said the Bishop, always ended in 
apparent failure. No matter how good the doctor or how 
marvellous the treatment, sooner or later the patient died. It 
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seemed always as if doctors were trying to do the impossible, , 
to confer immortality upon the mortal, to defy the Word of ’ 


God, which declared, “ Dust thoù art, and unto dust shalt thou 
return.” Not only was there apparent conflict in the sphere 
of life and death but in that of pain and suffering. . The 
Christian faith taught that man was destined by the Fall to 
suffer in this world, and yet the whole work of doctors was to 
fight such suffering and to banish pain. But all this supposed 
conflict’ between religion and-medicine was superficial, The 
work of medicine, so far from contravening the law of God, 
was fulfilling it in redeeming humanity and exalting the value 
of human life. ; me ; i 

The Bishop went on to remind Catholic doctors that many 
of the great moral problems were in the field- of medicine— 
contraception, artificial insemination, sterilization of the unfit, 
euthanasia. Jt was most important that doctors should be pro- 
perly instructed in handling ethics. to meet these materialistic 
theories on their own ‘ground. Catholic doctors should make 
it their business to join the Guild of St. Luke, where they would 
breathe the Catholic atmosphere and would be taught Catholic 
principles as applied to the practice of medicine. 


N 
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OPENING OF EXHIBITION 


irgical Instruments and Appliances, Drugs, ` 
Foods, and Books was installed in the Sun Pavilion at Harro- 
gate. It was opened on the first day of the meeting by the 


` 


‘President, Dr. C. W. Curtis Bain. . 
Jn his first public speech as President, Dr: Bain said that one 
of the preoccupations of those who had arranged that meeting 
at’ Harrogate: was to find a place where the exhibitors could 
display their products to advantage. The medical profession 
realized to the full the value of the contribution which the 
manufacturing firms represented in the Exhibition were making 
to medicine. One had only to think of the products of modern 
times—insulin, liver extracts, the vitamins, thiouracil, mercury 
diuretics, and, not least, the sulphonamides and penicillin—to 
realize what had been achieved in research and production. | 
Now they were awaiting a product which it was hoped would 
revolutionize the treatment of rheumatoid arthritis. 

There had been a change in the medica] profession since the 
meeting a year ago. In fact, the manufacturers represented in 
the Exhibition seemed to be one of the few examples of free 
enterprise remaining. He wished the exhibitors ‘a successful 
week, and declared the Exhibition open. . 

The Chairman of Council, in thanking the President, spoke 
of the ‘ever-increasing interest of the preparations which were 
introduced for the treatment of disease. The last session , of 
the Representative Meeting was put back a little in order that 
representatives might look round the Exhibition. 


r 
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\ THE POPULAR LECTURE ` 
“HEALTH AND HAPPINESS”: BY DR. CHARLES HILL 


The closing event of the Harrogate Meeting was the Popular 
Lecture, which was delivered in the Royal Hall on July ,1 to 
aniaudience of about 1,300. The lecturer was Dr. Charles Hill, 
and the chair was taken by‘ the President of the Association, 
Dr. C. W. Curtis: Bain, who was accompanied by the principal 
officers of the meeting. The Mayor of Harrogate was also on 
the platform. , 

Dr. Hill said that his chosen subject, “ Health and Happiness,” 
presented so vast a canvas that it was impossible to do more 
than. touch on some of its aspects and make some random 
reflections. Health and happiness were essentially matters for 
the individual. Health was difficult to define and measure. 

„Mortality figures, the incidence of infectious diseases, the extent 

of incapacity ,were statistically demonstrable, and there had 
been various health surveys, but even when the last figure had 
been worked out the picture remained incomplete. It was 
necessary to beware alike of the politicians who painted improved 
health in rosy colours with’ the implication that they themselves 
were responsible for the improvement, and those who drew a 
mournful and distressful picture with the object of inflicting 
their particular nostrums on the people. 

What was‘health? It was more than mere freedom from 
disease and discomfort. It had been said that it was essentially 
unawareness of what was going on inside. Mark Twain defined 
digestive health as, “ Eating your food and remaining in blissful 
ignorance of its melancholy fate in the department below.” ' 
But what was health in the ideal sense? Was it not something 
over and above mere mechanical fitness or mere freedom from 
organic disease? Was there not some * plus” which repre- 
sented the difference between ordinary existence and the buoyant 
lively existence of the exuberantly healthy ? 

There were.those who found their happiness not in’ health 
but in the lack of it—who “enjoyed bad health.” “ There are 
people who do not hesitate even in this beautiful town of yours 
to throw their varicose veins in your face.” But another form 
of inverted happiness was an excessive interest in positive 
health—the muscle boy who judged health by the measure- 
ment of his biceps, who proudly took his 12 short breaths 
before the open window in the morning. ‘There were the people 
who went to near, and distant spas in order to absorb such 
sustaining fluids as might be there available. There was an 
attitude of mind which was obsessed with health. On the 
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other hand, the genuinely healthy attitude of mind was not 
one preoccupied with disease nor with health itself but a sane 
and sensible outlook based on a knowledge of how the human 
body worked, with a determination to observe the simple rules 
of healthy conduct which led to the maintenance and develop- 
ment of health. 


The ‘Components of Happiness 


From this brief survey of health Dr. Charles Hill turned 
to a consideration of the problem of happiness. He refused 
to consider happiness in terms of endocrine glands or of psycho- 
‘therapy. Happiness was difficult without health, but complete 
and buoyant, health was impossible without happiness. Perhaps 
to define happiness, to condition it too closely, was to endanger 
it. Happiness did not depend on surroundings. “ More happi- 
ness may be experienced by a man playing darts in a pub than 
by a young hussy sipping cocktails in a high-class hotel.” A 


great deal of happiness in this world came from making other- 


people happy. One of the tragedies of recent developments, 
however commendable such developments might be on some 
of their merits, was that they tended to narrow the oppor- 
tunities of service to others. Too many people were trying to 
squeeze happiness out of life instead of putting something 
into it. ` i : 

An often forgotten source of happiness was a little praise. 
This was not sufficiently realized in the.home. The healthy 
emotional development of a child needed as part of the building- 
up process a certain amount of self-confidence ‘and a sense of 
his worth-whileness which praise could give. In earlier and 
less sophisticated days there was a warmth and richness of 
happiness which we were in danger of losing to-day. There 
was happiness, too, in being: treated as an individual and not 
as a number. There was ‘happiness in being able to live one’s 
life in one’s own sweet way. There was some danger of losing 
one’s self in the organization of one’s life. Happiness was a 
matter of simple, unexpected pleasures—‘“‘a job to do, some- 
thing to enthuse about, something to get on with, something 
that makes you work—for the time has come when we must 
preach and recognize the essential virtues of work. The mother 
with the large family has not time to be unhappy. We are 
pressing for more and more leisure and shorter and shorter 
hours before we have mastered the art of- using our leisure.” 

Was security necessary for happiness? In some measure, 
yes. Certainly a sense of security was necessary to the happi- 
ness of children. But it was possible that we might be heading 
for a new problem—the problem of excessive security. Had 
civilization increased our health and happiness ? Well, man 
had certainly learned the erect posture, but the orthopaedic sur- 
geons were very busy. We drew food from every continent in 
the world, but digestive troubles increased year by year. Nico- 
tine, alcohol, caffeine—we relied on them mpre and more in a 
sort of vague belief that there lay the road to happiness, but 
we knew that that belief was vain. We knew full well between 
ourselves that to base our search for happiness on stimulants 
and narcotics was to lose the quest. We were in fact pursuing 
something elusive if we set out to search for happiness along 
such roads. He agreed that many who preached the simple 
life did not practise it, and told the story of the surgeon who, 
after giving certain advice, was reminded that he did not follow 
it himself. His reply was that he was a signpost, ‘and you 
do not expect a signpost to travel to where it points.” 


A Return to the Greek Ideal 


Health was largely not a matter of hospitals, doctors, and 
nurses, but of good housing, good food, and a right ‘attitude of 
mind, a sensible observance of the rules of living, facilities for 
„education and recreation, and, not least, the individual’s assump- 
tion of his own responsibilities in this field. A return was 
needed to the Greek ideal of balance, moderation, and the 
restoration of the family as the natural unit of society. In 
listing some of the things which made for happiness he had 
omitted the satisfaction which came from happiness in marriage. 
Men were apt to treat the subject with a cynical laugh, but let 
them be unashamed in this matter and admit that marriage 
had been the source of richest satisfaction and happiness. A 
cynical Restoration poet declared that courtship is to marriage 
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what a witty prologue is to a dull play. Well, let them face » 
dullness, the humdrum of matrimony, and find there a grea’ 
satisfaction than in.all the glittering externals of this lite 
ours. ; 

That view might be old-fashioned, reminiscent of lace curtaim 
and aspidistras. But this country could do with a little mc 
of the old-fashioned loyalties and co-operations and, within t 
family circle, could find greater delight in the simple, the sma 
the ordinary. 

In closing, Dr. Hill pleaded for a more intelligent attitu 
towards the achievements of medicine. The notion that heakm 
was mainly a matter of the medicine-bottle must be explode 
There had been enormous progress in the treatment of disea 
by drugs during the last 16 or 17 years. Medicine was equipp. 
as never before to fight and to treat a number of infectior 
But it still remained true that there were far too many peop 
who swallowed a bottle of medicine and expected some mag 
to be wrought. There was still a secret faith in the unorthod: 
and the dramatic. Perhaps it was well not to deny people the 
dreams, not to deride the idea that the eating of crusts was tł 
effective way of producing ringlets in the hair. Let the» 
beware of the invention of new symptoms and the building v 
of new diseases for which some expensive quack remedy w: 
immediately forthcoming. 


THE PATHOLOGICAL MUSEUM 


The Pathological Museum, which was opened by Professo 
M. J. Stewart, attracted a steady flow of visitors throughou» 
the week. The whole exhibit had been admirably planne 
and laid out by the museum committee, with Dr. Georgian: 
Bonser as chairman and Drs. T. V. Suthefland and J. V. Wilsom 
as joint secretaries. What made the museum particulari: 
attractive to a diversity of medical visitors was the variety 
and scope of the exhibits. Pathology itself was well representec 
by a fine collection of specimens from Professor Stewart illus 
trating ulcers, cancers, and polyps of the stomach, anc 
cicatricial deformity with pouch formation of the first pal 
of the duodenum following chronic duodenal ulceration. Pro 
fessor C. Polson (Leeds) supplied ophthalmological specimen: 
of melanomata, gliomata, and various non-malignant condi: 
tions. Specimens illustrating bone and joint diseases were 
contributed by Dr. D. H. Collins (Leeds). An assorted collectior 
of interesting and rare exhibits came from Professors R. J. V. 
Pulvertaft (London), J. Magnus (London), and T. F. Hewer 
and his colleagues (Bristol). Dr. J. N. Wilson showed specimens 
directing attention to the frequency of neoplastic disease ir 
infancy and childhood. Dr. J. W. Burn (Grimsby) showed 
some of his unique collection of specimens of congenital heart 
deformities, and there was a most attractive exhibition of 
medical paintings done by Mary D. Brown for Mr. Allison, of 
the General Infirmary, Leeds, depicting cancers and peptic 
ulcers of the stomach’and oesophagus. In the same room were 
photographs from Drs. A. Macpherson and G. M. Findlay 
(London) of phagedaenic ulcers, noma, and gingivitis treated 
effectively with penicillin. 

An exhibit which excited much comment was a series of 
electron photomicrographs and x-ray diffraction photographs 
from Professor W. T. Astbury (Department of Biomolecular 
Structure, Leeds) showing the detailed structure of muscle and 
related tissues. The cross-striated collagen fibrils in the con- 
nective tissue of human skin and the hill and valley ridging 
of the epidermis were wonderful to behéld. There were other 
excellent anatomical exhibits in this section, while in another 
room Professor A. C. Frazer (Birmingham) had a series of 
diagrams illustrating the partition hypothesis of fat absorption 
with special reference to the sprue syndrome. _.. 

Professor H. E. Shortt (London) had a coloured diagram 
and microscopical preparations showing the complete cycle, 
including the exo-erythrocytic stage in the liver of the mam- 
malian malarial parasite, Plasmodium cynomolgi, and Professor 
B. G. Maegraith (Liverpool) demonstrated the pathogenesis 
of hepatic centrilobular degeneration and necrosis (anoxic 
syndrome) in the liver Jesions in malaria. Í 
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An interesting, exhibit put, up by the Pharmaceutical Society . 


owed methods of sterilizing glassware, oily solutions, sus- , 


isions, and powders,. etc. ; pH estimation and sterility tests of 
tions for_injection ; the curarizing effect of decamethonium 
tide ; and the pharmaceutical applica ncn of ultra- sonics. 


r 


A 


li | GOLF COMPETITIONS 


ie šoli competitions at Harrogate’ attracted a larger entry than 
ual. As there were three courses available the variety added 
uch to the pleasure ‘of the competitors. The very dry condi- 
ms made play. on all courses difficult. 


Treasurer’s Cup.—This was played at Pannal Golf Club and: won 
Dr. John K. Mackay, of Middlesbrough, with a score of 73 less 
=72 (scratch score being 75) from a field of 29 entrants: The 
aner up was Dr. L. Hurrich, of Bradford, with 80 less 7=T. 
Leinster and Childe Cups.—This competition against bogey was 
ayed on the course of the Oakdale Golf Club. The Leinster cup 
ven to all was won by Dr. G. Blair (7), of Middlesbrough, 1 up. 
1e Childe Cup open to those with handicaps of 10 and over was 
on by Dr. Arwyn Evans.(10), of Cardiff, 3 down. 
Notts Ladies Challenge. Cup.—This was played on the course of 


4 


e Harrogate Golf Club and unfortunately the entry was small. ' 


he winner. was Mrs. C. R. D. Leeds with a-score of 89 less 17=72. 
ae runner up was Dr. M. E. Johnson with a score of 2 less 19=73. 
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OTHER -ENTERTAINMENTS 


‘isitors to the Annual Meeting at Harrogate were given the 
hoice of many entertainments. Some of these have been ` 
escribed in this issue, but there were many others, more than 
nough to fill every minute of a crowded week. 

‘While the representatives were debating arbitration some of 
neir ladies, thanks- to the kindness of H.R.H. the Princess 
toyal and the Earl of Harewood, enjoyed a visit to Harewood 
‘ark and Gardens. Over the: first week-end there were oppor- 
unities to admire Rievaulx’ and . Byland Abbeys, Ripon and 
‘ountains Abbey, and to eXplore the Richmond and Wensley- 
lale countryside. On the Sunday evening there was an’ 
yperatic concert. 

. Throughout the week there were tours to Ilkley and Bolton - 
\bbey, Brimham Rocks, Fewston, Burnsall and Appletreewick, 
\ldborough and Ripley Castle, Spofforth Castle and Plompton 
Rocks. ; York, attracted many visitors and so did ‘Temple- 
rewsam. The excursion to Haworth and the ‘Bronté country 
was popular and so were. visits to Knaresborough Market, 
Listers Mills, and other centres: Everywhere the organiza- 
jon ran smoothly, and ‘hospitality maintained the Yorkshire 
adition. 

For the less energetic ‘there were film shows every day and 
notably “ The Medical Motion-Picture” which was prepared 
originally for the centenary meeting of the American Medical 
Association. ‘There was a cocktail party for the Press:and a 
sherry party arranged by thé Medical Women's Federation. 

Two functions were’attended by many overseas delegates and 
their ladies. At the British Council’s reception” on Tuesday 
evening the guests were welcomed by Sir Gordon Gofdon- 
Taylor, and on the following day a cocktail party was given 
by the Empire Medical” Advisory Bureau. t 

The Glasgow’ Graduates ‘had. their dinner on Saturday, 
June 25, and the Irish Graduates’ -Lunch, which used to be 
held at annual meetings before the war, was again an’ enjoyable 
occasion. After this and other luncheon parties tours of the 
Royal Baths were popular, ane the famous waters were sampled ' 
freely. 

A great deal of interest was shows in the: mobile health 
unit provided by:the Joseph Rowntree Village Trust and on 
view for two days near the-Royal Hall. The ladies found even 
more to interest them in the mannequin parade which formed 
a novel part of the Garden Party given by the Harrogate Divi- 
sion on Thursday, June 30. 

„During the whole meeting there was garden party weather. 
All the visitors were delighted with Harrogate, and there were 
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Toa > -7 F} -The A.R, M. 
The Representative. Meeting was the largest since long before 


‘the war, andthe debates, though scarcely tinged with bitterness 


(except against the Minister of Health), showed little humorous 
edge either. By Saturday night fewer than a hundred of the 
250 motions and amendments on the agenda had been disposed 


_ of. Generally the first morning of the Representative Meeting 


is given up largely to formal matters, but at Harrogate scarcely 


. were the representatives seated before they were plunged into: 


the big discussion on arbitration! and Whitley machinery. If 
anybody had an idea that the setting up of autonomous com- 


“mittees would ease. the burden on the Representative Body, and 


‘shift a number of matters on to a conference representing 


general practitioners in the Service, or qne representing con- 
sultants, he was disillusioned. The reports of both the Genera! 
Medical Service -and the Central Consultants and Specialists 
Committees bristled with points which speakers were eager to 
take up.’ Yet during the first two days of the meeting there 
was only one occasion, and that over a relatively minor matter, 
when there was a close division on a show of hands. Almost 
everything else was unanimous, or aS near unanimous as makes 
no difference. ‘Once only the voting revealed a majority of two. 
Someone demanded a recount, and it was put to the meeting 
whether there should be a recount or not, with the inevitable 
result that the’ ayes and noes were again relatively equal. 
A recount was, however, taken and showed that the majority 
-of two had been halved. The Chairman was assailed with 
advice as to what he should do in these circumstances—have a 
card vote, a roll call, a division—but he took the sensible courst 


_ of proceeding to the next business. 


Emperors of Fourth Estate 
The Press at Harrogate were accommodated in curnea 
boxes all around the arena, rather like emperors watching the 
gladiatorial combat. It is one of the blessings of microphone 
and amplifier that speeches in large assemblies can be heard 
equally well in any part of the building, so that there is no 
longer any need for ‘the reporters to be crowded together at one 
long table underneath the platform, where they intimidate some 
speakers and embolden others. 
\ . 
The Section Meetings 
It was a new experience for'the Sections to gather in com- 
fortable hotel lounges instead of in hard-seated and bare 
lecture theatres, and to have a break in mid-morning for coffee. 


, The members who attended took full, advantage of these 


amenities, and found that the easy chairs and gilt mirrors and 
the ornate furniture and tapestries of luxury hotels interfered 
not at all with their appreciation of angiocardiograms or what- 
ever it might be which was demonstrated on the lantern. The 
four-day Section meeting was an innovation which seemed to 
justify itself. In one of the Sections which met on each of 
the four days the attendance on the last day was the best of 
all, except for one combined meeting with another Section. 


i Ola Days Back 


‘ The Royal Hall at Harrogate, which seats 1,250 people, and 
stands a good many more, underwent various transformations 
during Annual Meeting week, and if halls have any personality 
it must have been rendered giddy by its experiences. For four 
days it was the forum of medico-political argument, interrupted 
by a Sunday on which it staged an operatic celebrity concert. On 
the fourth night it was like a senate house, with gorgeous 
academic robes and significant ceremonies. On the following 
night, when the Mayor of Harrogate gave a civic reception to the 
Association, receiving as many guests as the hall would hold, 
it was given up to revelry. The arena was cleared for dancing, 
and those who looked on from the amphitheatre or the galleries 
probably had as much enjoyment as did the eminent, and some 
of them venerable, members of the profession gyrating below. 
But in the corridors afterwards there were tables stretching out 
apparently to infinity-and laden with confectionery. An old 


few who did not enjoy private’ hospitality as ee as the many member of the Association declared that the old days had 


more formal entertainments. 
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‘really come back again. > 
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STANDING ADVISORY COMMITTEES 
CHAIRMEN APPOINTED 


The Standing Advisory Committeés constituted by the Minister 
of Health (Supplement, Feb. 5, p. 58, and Feb. 12, p. 72) to 
advise him and the Central Health Services Council on various 
parts of the National Health Service have elected the following 
chairmen and vice-chairmen (their home town is given in 
parentheses): 


Medical—Chairman: Professor Sir Henry Cohen (Liverpool). 
Vice-chairman: Dr. J. A. Brown (Birmingham). d 

Dental—Chairman: Professor R. V., Bradlaw (Newcastle- 
upon-Tyne). Vice-chairman: /Mr. H. T. Roper-Hall 
(Birmingham). Co 

Pharmaceutical—Chairman: Aldérman W. J. Tristram, 
M.P.S. (Liverpool). Vice-chairman: Mr.’ R. H. Henriksen, 
M.P.S: London). ' 

Nursing.—Chairman: Miss 
(London). Vice-chairman : 
(Birmingham). 

Maternity and Midwifery—Chairman: Sir William Gilliatt, 
P.R.C.O.G. (London). Vice-chairman : Mr. A. W. Walker 
(Cambridge). " E ' 

Mental Health.—Chairman: Sir Allen Daley (London). Vice- 
chairman: Dr. W. G. Masefield (Eastbourne). 

Tuberculosis—Chairman: Professor Sir Harry Platt (Man- 
chester). Vice-chairman: Sir Robert Young (London). 

Cancer and Radiotherapy—Chairman:.’ Sir Ernest Rock 
Carling (London).  Vice-chairman: Professor E. Finch 


C. H. ' Alexander, S.R.N. 
Alderman A. ` F., Bradbeer 


(Sheffield). oe 
.Ophthalmic—No: ‘permanent chairman has yet been 
appointed. oe. TN l 


The Minister has appointed Miss C. H. Alexander, S.R.N., 
matron of the London Hospital, to fill a vacancy on, the Central 
Health Services Council caused by the resignation of Miss 
M. E. G. Milne, S.R.N., on the grounds_of ill-health. 


~~ 








MEDICAL AUXILIARY ‚WORKERS 
RECRUITMENT AND TRAINING 


The Minister of Health and the Secretary of State for Scotland 
have set up eight committees to review questions of recruit- 
' ment, training, and qualifications of medical auxiliary workers 
in the National Health Service, All‘ eight committees are 
unden the chairmanship of Mr. V. Zachary Cope, former Presi- 
dent of the Board of Registration of Medical Auxiliaries: Two 
members on all the committees are Dr. G. A. Clark, Principal 
Medical Officer, Ministry of Health, and Mr. A. B. Taylor, 
Assistant Secretary, Department ‘of Health for Scotland. The 
other members of each committee are : a f 
Almoners.—Dr. F. GRUNDY, Miss M. M. McInnes, Miss M. J. 
Roxburgh. One vacancy. d : a 
Chiropodists.—Mr. St. J. D. Buxton, Miss D. Grant Nisbet, 
Miss C. F. Norrie, Dr. J. A. SCOTT. 
Dietitians.—Miss M. C. Broatch, Professor S. J. CowELL, Dr. 
D. P. CUTHBERTSON, Dr. G. GRAHAM, Miss R. Pybus. 
Laboratory Technicians—Mr. T. C. Dodds, Mr. A. Norman, 
Dr. G. S. Witson. Two vacancies. 
Occupational Therapists—Miss M. D. Barr, Miss E. M. 
Macdonald, Mr. L. W. PLEwEs, Dr. T. P: REES. ni 
Physiotherapists——Mr. J. T. Buchan. Mr. J. H. C. Colson, 
Dr. J. L. LivincsTone, Miss M. J. V. Mann, Miss M. U. Sharpe, 
Mr. T. T. STAMM, Dr. W. S. TEGNER. o; , 
~ Radiographers—Dr. S. COCHRANE . SHANKS,- Professor G. 
. Stead, Mr. C. Lovell Stiles, Mr. R: White, Professor B. W. 
WINDEYER. 


Speech Therapists—Dr. E. J. Boome, Dr. J. B. GAYLÒR, ` 


Mr. V. E. Necus, Dr. C. C. WORSTER-DROUGHT. One vacancy. 


The secretary of all the committees is Mr. J. G. Paterson, 
of the Ministry of Health. 


ed 
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CONSULTANTS ADVISED NOT TO SIGN 


The Joint Committee of the Royal Colleges, the Royal Scott 
Corporations, ‘and the Central Consultants and Specialists Co 
mittee sent the following letter to the Ministry of Health 
July 5. ` 


Dear Sir William, : 

The Joint Committee at its meeting to-day, after consideri 
the views of its constituent bodies, passed the followi» 
resolutions : ' 


1. The Joint Committee finds itself unable at present to advi 
consultants and specialists to enter into permanent: contracts <c 
the basis now offered by the Minister. 

‘2. The Joint Committee finds it essential to reopen discussio? 
with the Minister on the following points: - 


(i) There should be established for consultants ar 
specialists a permanent negotiating machinery, the Ministe 
or the representatives of the profession having the right, w 
the event of disagreement, within an agreed range of subjec 
‘to refer the matter for settlement by arbitration, both partie 
being bound by the award of the arbitrator. 


The agreed range of subjects should include any terms an 
conditions of service affecting remuneration. 


The form of contract should be revised so as to make 
clear that the terms and conditions of service offered are thos 
which have been agreed with the profession Or determined t» 
arbitration, and not “determined from time to time by th 
Minister of Health.” 


(ii) Facilities for private treatment in hospital should b. 
maintained and developed throughout the country. for thos» 
who desire them. l 

(iii) Information concerning the remuneration of part-time 
clinical teachers should be available before the practitionen 
concerned are called upon to sign permanent contracts. 


- 3. In the meantime the Joint Committee recommends consul: 
tants and specialists 'not to sign ,permanent contracts until 
further advice is tendered by the Joint Committee. 
The Joint Committee desires an interview in order to discuss 
these resolutions. 
Yours sincerely, 
(Signed) LIonEL WHITBY, 


Chairman of the Joint Committee. 








oy 


ae . 
Questions Answered 








Three Problems 


O.—(1) Is a separate fee still payable for a doctor called to 
a road accident? If so, by what procedure is the fee obtained? 
I was recently called to an accident involying a motor-car and 
motor-cycle. 5 y 

(2) I have recently been requested to immunize and vaccinate 
State patients privately. Can a doctor charge for this service 
if desired by the patient and the material is purchased by the 
doctor? | j 
, (3) I have received numerous requests for, the prescribing on’ 
Form E.C.10 of various types of contraceptives. In some cases 
contraception is advisable for medical reasons, and in others 
desirable for social and economic reasons. Can a doctor order 
these materials on Form E.C.10? 


A.—{1) A separate fee under Section 16 of the Road Traffic 
Act, 1934, may be claimed:‘when a doctor is called to a road 
acc dent. The claim should be made immediately to the injured 
party’s insurance company. i | 

(2) If the patient is a public patient of the doctor concerned 
no private fee may be claimed in respect of vaccination and 
immunization. f 

(3) Discussions are now in progress on the prescribing of 
contraceptive appliances on Form E.C.10 whether for medical 
or social reasons. At present these appliances may not be 
prescribed. i 

f 
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| Comparative Incomes 2 

«R, —The observations by “ A.C.E.” (Supplement, June 18, 
854) regarding the comparative incomes of medical practi- 
«rs, dentists, etc., are most interesting. In view of the 


l 


sent dissatisfaction among medical officers in the local 


aority medical services regarding salaries, the following table 
somparative rates‘ of remuneration of public health medical 
zers, specialists employed part-time by local authorities, and 
I.I. fees of general practitioners over the past ten years may 
ve of interest to members of -the profession. 







































Askwith. Memorandum paene Specialists’ Fees for Part-time 
for Assistant Medical ‘Cavitation L.A. Service 
Officers ees Consultation Sessional 
139 £2 2s. Od. ' £2 12s. 6d. 
942 da. do. | 
43 £2 10s. 4d. £3 3s. Od. 
(i.e. + 20%) | (i.e. + 20%) 
146 £650 x £25 to £850 do. do. 
` (i.e. + 30%) a 
247 £675 x £25'to £875 £4 ås. Od. £4 4s. Od. 
(i.e. + 35%) (i.e. + 100%) | (i.e. + 60%) 
349 ` Approx. 17s. |. — ` — 


(ie. + 88%) 





he percentages given above in respect of assistant medical officers are the 
eases of the minimum salaries in each range over the 1939 minimum. 
son on the maximum salary (£700) in 1939 and now getting £875 p.a. is 


portionately worse off, as his increment is only 25% of his 1939 remuneration. ' 


Probably there are few members of the profession outside 
: public health medical services who are aware that medical 
«ctitioners in these services are still paid on a scale originally 
roduced in 1929, and as recently as 1946 were receiving 
aries at the same figure as in 1929 apart from a small war 
aus (an increase of only 9% or less).—I am, etc., 

tafford, H. L. SETTLE. 

- Hospital Waiting-lists 
Sır, —Is it not time that Mr.’ Bevan realized, or that we made 
n realize, that his own vindictive regulations are largely 
ponsible for the hospital waiting-lists ? i 
In pre-war days, when accommodation itself was not at the 
y ebb of the post-war period, the general wards mainly served 
5“ working-class” population, The middle and professional 
sses did not, as now, compete for. admission to these. wards, 
c they had a choice of reasonably priced rooms or cubicles 
the hospitals, or a fair range of nursing-home prices. 
By Mr. Bevan’s regulations the private accommodation in 
spitals is now prohibitive. Many London nursing-homes 
re bombed, and new ones are not likely to arise so long as 
r. Bevan ‘retains the“ right” of taking over any going concern 
this nature. b ae 
Thus at present the entire population is competing for admis- 
m to beds formerly mainly reserved for the working classes. 
fact, foreign visitors are also allowed to add to the lists and 
> freely catered for dt the taxpayer’s expense. But the private 
itish .patient—tax-paying and scheme-contributing—obtains 
| benefits at all, and pays purchase, tax on medicines. 

These regulations arise at a time of low accommodation, 
ortage of staff, shortage of visiting and private nurses and of 
me-helps. It is .therefore almost impossible to be ill and 
equately nursed at home. ..Therefore again, the waiting-lists 
ell. + 

Cannot the B.M.A. insist 
(1) That in the future, any nursing-home or small hospital of private 
terprise be un-interfered with ? Fe 

(2) oe reasonable paying accommodation in hospitals be 
owed ? i 

(3) Foreign visitors not accepted in the scheme ? 

(4) Purchase tax on medicines be reconsidered ? 


! 


+ 
» 
. 


` 
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“of proportion to the work that they do. 


(5) To save taxpayers, some contribution by the recipient be made 
‘for wigs, surgical corsets, etc., also for the second or third. pair of 


glasses ? i NE . 


' The scheme from the beginning has had many anomalies, 
many injustices, and many extravagant vote-catching sections. 
The B.M.A., it appears to me, can only go on trying persistently 
to stand up for the rights of all sections of the population and 
patch up a’ singularly ill-thought-out programme.—lI am, etc., 


London, W.1. A. BROMAN. 


Special Tax 


Sir,—The slogan at the time of the introduction of ‘the 
‘National Health Service was, “No payment at the time of 
service.” If it was the intention to raise the slogan to the status 
of a principle, which was my impression at the time, subsequent 
experience has surely proved it wrong. The cost to the 
Exchequer for the services of the medical profession was 
accurately forecast. The cost of the services in terms of effort 
on the part of the profession was completely ignored. How . 
often have we not heard the phrase, “I have come to you, 
doctor, for such and such, because by so doing it costs me 
nothing”? The saving of a paltry sum of money for the odd 
bandage or packet of aspirins costs the doctor expenditure of 
time and effort; but the thoughtless patient assesses it as a 
pure saving for himself in terms of money. 

The bill for the medicines, spectacles, and what not, paid for 
on a cost-per-item-of-service basis, could not be so accurately 
forecast. Unliké the item of professional service, its cost is 
not in sweat and weariness but in terms of pounds, shillings, 
and pence. J am not concerned: to-demonstrate the rottenness 
of the slogan, “ No payment at the time of service,” elevated 
to the status of ‘a’ principle in practice, but J am most con- 
cerned to support most strenuously the plea of Dr. Peter H. 
Keppich (Supplement, May 28, p. 300) that any form of contri- 
butory payment that may be introduced should not be directed 
„to assessing each item of medical service at either a shilling, 
„a penny, or a pound. 

IL should be loath. to see it assessed at anything in terms of 
money. ‘Let us take our living in terms of capitation or salary. 
as you please, for we have to live. But let the item of payment 
for service at the time of service be direéted to the charge of 
ls. for each item on a prescription paid directly to the chemist, 
who is in most instances ‘also a retailer of private prescriptions 
of his own or proprietary firms. Such a standard charge per 
item prescribed could be easily collected, would act as a safe- 

ard on the expenditure of public money, and indirectly would 
relieve the burden on the profession. 

I would make only one exception: items to children under 
school-leaving age should be left free of charge, thus ensurin 
no neglect of children’s ailments.—I am, etc., 

South Molton, Devon. 


R. A. NASH. 


Pay of Service Medical Officers 


Sir,—I have read with interest and mixed feelings the letter 
of “R.A.M.C.” jn the Supplement of April 30 (p. 258), which 
I received to-day. - ` 

I quite agree that the remuneration of medical officers in 
the permanent Forces is too low and in some cases totally out 
For example, a 
friend of mine on this overseas station is shore-based and 
attends the wives and families: of the naval and dockyard 

personnel; and he has estimated that, if he were “outside” 
as a civilian general practitioner under the N.H.S. scheme, 
the fees that he’ would receive from his maternity work alone 
would be greater than his present rate of pay. 

= On the other hand the medical services have a higher rate 
‘of pay than the executive branch: I, in my second year in 
the Service, have a higher rate of pay than the executive officer 
in this ship, who is die for his half-stripe this year and is 
one year my senior in age. If the B.M.A. Council’s proposals 
were implemented,: then it would be grossly unfair to the 
executive branch if their pay was not proportionately raised, 

' The theory advanced that medical administrative work should 
be’ treated as a spécialist appointment, and therefore should 
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receive .specialist emoluments, must amuse the general practi- 


‘tioner working in the N.H.S., with his increased secretarial 
work, and also the executive officers or adjutants, who have 
as much, if not more, administrative work but do not get an 
increased rate of pay. On the other hand, some form of 
incentive for the doctor with higher degrees to entey or remain 
in the Services will have to be devised, but I cannot foresee 
the Lords Commissioners of the Navy. or the Army or Air 
Force Councils permitting a gross disparity of pay between 
the different branches of their Services, rank for rank. 

Does this R.A.M.C. officer consider himself worse off 
financially than an executive officer of similar rank in his unit ? 
If so, he has just cause for complaint. But if he chooses to 
remain in the Services he should not start comparing his 
financial status with that of his colleagues in civilian practice, 

“he should consider the discrepancy in pay. of an Army. officer 
with that of those in. a similar position in other professions. 
He ‘may then be thankful he did not choose the Church.— 
I am, etc., ; 


. 


a  SURGEON-LIEUTENANT, R.N.V.R. 


l Rate of. Payment 

Sir,—Surely doctors in the underpaid areas are entitled to 
more support than they seem to be getting from the Associa- 
tion. Headquarters declare that proof is forthcoming that 
sufficient.money has been paid ihto the Central Pool to allow > 
a capitation fee of 17s. 5d. per annum. Here in Cornwall 
doctors are being paid at the rate of 15s. 5d. per annum. The 
difference must be going to someone, but it is difficult to dis- 

‘ cover to whom. To find` oneself less well-off by £200 per 
annum than doctors in other areas with lists of the ‘same size 
is a disquieting experience. 

Again, the mileage unit in Dévon ts “worth precisely 25% 
more than the same unit in Cornwall. : Why should a doctor 
in Cornwall receive a cheque for £100 while his colleague. 
“over the water” with the same number of units on. his list 
receives £125? E 

Are we, in this county, subsidizing inefficiency: on the 
administrative side in our own area or at a higher ievel?— 
I am, etc., o ~ - 


Launceston, Cornwall. DonaLp M. O'CONNOR. 
` ** The. Secretary of the Association, writes: Basic salaries 
and inflation. of doctors’ lists are the two main-causes of the 
lower rate of payment in most areas. For causes of inflation, 

_ see “The Secretary Reports” (Supplement, June 4, p. 303). 
Inflation does not necessarily result in underpayment. Its effect 
is that the properly constituted “ poo!” has to be spread over, 
many more names than would be the case`if doctors’ lists were 


cleared. The General Medical Services Committee has dis- `> 


cussed with the Ministry of Health the question of clearing 
doctors’ lists as speedily as possible. 


Transport to Hospital 


Sir „Recently a directive has been'issued by the local execu- 
tive council concerning the use of free: transport to hospital. 
It states that a patient may be'allowed this service on condition 
that his illness is of such a degree that he is ‘unable to travel 
.by public transport. - i 

Just as I have to sign ‘false certificates to enable patients 
to obtain corsets, so I am now forced to order transport, willy- > 
nilly, unless I wish ‘to alienate the patient’s feeling for his 
doctor. . How can one possibly judge in every case who shall 
ride in comfort and who shall fight his way to hospital as 
best he can ? Admittedly, there are a few clear-cut cases, 
but the vast ‘majority, cannot be assessed so easily. \Home 
conditions, difficulty of access to public transport, the awkward 


hour of appointment—all these factors may be a greater dis- “ 


ability to the patient than “the degree of illness.” Here 
again it should not fall to the doctor to stand in judgment. 

Quite apart from this problem is the burden placed on the 
doctor of finding himself deputy unpaid “ M:T.O.” In‘my 
own rural practice I have had frequently to make a visit 
s ` } ` . 


t 
. t ” 


_or fails to materialize. 


- Congress for Rheumatic Diseases. ’ 


of 10 miles or more solely to inform the patient when 
transport will arrive and to confirm that I have manage% 
arrange it. Many other examples of these complications 
be quoted, such as the occasions when the car has been dela 
Frantic.’phone calls on my part fi 
a telephone kiosk near one of my ‘branch surgeries are usu: 
in vain, and one is held responsible for all these difficult 
which are bound to arise from the very nature of the sche» 
Incidentally, each of my *phone calls costs a minimum of ; 
pence, and on one occasion it cost me 3s. 8d. The eightpe 
had to be borrowed from the patient. One county ambula: 
centre now require a special form to be filled up in every ci 
but they offer to pay postage, so one should not grumble 
much. . 

Another aspect is the appalling nimber of ‘cars which h: 
to be ordered for patients attending the out-patient phys 
therapy department of a hospital. In many instances 
doctor has not ordered the treatment himself, and in so 
cases the whole set-up is the happy hunting-ground of ° 
conversion hysteric,.who prescribes for himself different for 
of Electrical “treatment with increasing enthusiasm for his ne 
found outlet. 

If we have decided that this country can afford a “fre 
health service, and that the patients are to be provided w 
hospital cars. then let the patient himself contact the ambula» 
contro] centre and explain his circumstances to the officer cc 
_cerned. As long as certain basic requirements are fulfilled, tb» 
transport should be granted.—I am, etc., 

JOHN ESKELL 

St. Briavels, Gos. 








Association Notices 





PHYSICAL MEDICINE GROUP 


A meeting of the Physical Medicine Group will be held 
B.M.A. House.on Friday, July 15,, 1949, at 2 pm. T 
main business will be to receive the report of the Group Co» 


‘ mittee and to discuss any other matters of interest to membe; 


After the general meeting, at approximately 3 p.m., Dr. W. 
Tegner, chairman of the Group~Committee, will address ti 
meeting on his, recent visit: to America for the, Internation 
Any non-members of tæa 
Group who wish to ead to hear this address will be welcom 


- CHARLES HILL, 
Secretary. 


f ——— a 1 


Diary of ‘Central Meetings 
JULY: 


14 Thurs. Journal Committee, 10 a.m. 

14 Thurs. Publishing Subcommittee, 1{.a.m. 

15 Fri. Physical Medicine Group Committee, 12 noon. 

19 Tues.. Pharmacopoeia Subcommittee, 2 p.m. | 

26 Tues. Proprietary Medicines Committee, 2 p.m. 

27,.Wed. Committee on the Postgraduate Education of Gener: 
Practitioners, 2- p.m. 

28 Thurs. General Medical Services Committee, 11 a.m. 

28 Thurs. ae on Psychiatry and the Law, 2 p.m. 


Branch aa Division Meetings to be Held’ 
CaMgBS AND Hunts BrancH.—At the Town Hall, Peterborough 
Thursday, Aug. 4, | p.m., annual general meeting. Election o 
officers for the. year 1949- 50. 


SouTH WALES AND MONMOUTHSHIRE BRANCH SA Osborne Hote: 
Mumbles, near Swansea, Thursday, July 14, 3.15 p.m., annual genera 


_ meeting. 


SUFFOLK BrancH.—At Everards Hotel, Corri Hill, Bury . Sm 
Edmunds, Thursday, July 14, 11.30 am., annual general meeting 
Mr. M. W. D. Bulman: “ The New Look in Obstetrics.” 








“ THE SECRETARY REPORTS ” 


This report will not appear next week but will be resumed in 
a subsequent issue of the Supplement. 
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MINISTRY’S REPLY TO. CONSULTANTS. | 


` 


‘he following leiter ‘has Been sent from the Ministry of Health 


9 Sir Lionel Whitby; chairman of the Joint. Committee, in 

«ply to the letter sent by him on July 5: 

Year’ Sir Lionel, - f 
I have your letter of July 5, telling me the matters which 


~, 


‘our. Joint Committee regard as still outstanding, for further - 


Niscussion. We are ready to discuss these points at any time 
—but~you will not need’me to remind you of the urgency of 
« decision being reached without avoidable delay. 

It may accelerate-discussion if I set out shortly our’ view 
in your points (i), (ii), and (iii) in Paragraph 2 of your letter. 

As to (i), we are at one with you in wanting a permanent 
iegotiating ‘machinery’ which we think- should be established 
„s a medical section of the Whitley machinery already being 
jeveloped. -There-have been delays—e.g., in respect of public 
1ealth medical officers—but we-hope, we can. soon reach 
igreement on that.: . 

But you also want to add an absolute right to the medical 
wrofession, in the event of disagreement in discussion (within 
a prescribed range of subjects including remuneration), to refer 
the dispute to arbitration—both parties then to be bound by 
the arbitrator’s decision. Here we certainly diverge from you, 
but more in thè principle involved than in what we conceive as, 
Nikely actually to happen. “ á l 


~A 


In the amending Bill now before Parliament we have-inserted’ 


a provision which gives to the medical profession just the 
same rights of arbitration as are already. given to any other 
profession or trade ;,and arbitration would be by mutual con- 
sent, as it is for everyone else. (So far as there are surviving 
wartime powers which'.go beyond this, you“too can use them, 
as anyone else.) ‘But you go on to ask for something which 


no other ‘profession enjoys, and for:something which might - 


produce a situation where the arbitration of one or more indivi- 
duals could override Parliament and the Government itself— 


even in circumstances’ where the national interest was clearly . 


in conflict with it ‘Constitutionally this would be impossible 
to accept. ` i a 
-It is important to 
likely to be. | 
fession to_raise the capitation fee, or something similar. 


consider what the practical position is 


At 


this stage neither side ought 'to be thinking. about arbitration. « 


Discussion and conciliation should be the first aim—and 
normally that should bring agreement, we should hope. But 
suppose it does not, and a deadlock arises. . If arbitration’ 


is the obvious course (and ‘there are no serious national con- ‘ 
siderations against it) it will be agreed upon, and -obviously ` 


the Minister will normally agree to accept its findings, subject’ 
-always to the overriding‘authority of Parliament. And the, 
same would apply the other way round. Alternatively, both 
sides might prefer, on some subjects, to refer for independent 


advice to an ad hoc committee, like the Spens Committees, or . 
to take any other course which both thought best. Arbitration - 


is not always the best machinery. It cån sometimes embarrass 
those who seek it, by its Very finality and inflexibility. — ~ 

But the main: point is_that—instead of asking the “Govern- 
‘ment to say now, for ever, that they will accept the, dictate’ 
of an outside tribunal on any unknown subject, at any ‘future 
time, whatever. its: effects on the national welfare which ‘the 
Government exists with Parliament to protect-it is more 
sensible and practical to say that, as and when any deadlock 
arises in, future discussion, both sides can consider which is 
the best thing to do, and if arbitration seems best the Minister 
will certainly agree to it and to be ‘bound by the result, subject 
only to Parliament. This would, I think, probably lead 


N 
` 


‘ 
- 
` ` s ` 
T 7 Ț 
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There will be, say, a proposal from -the- pro- - 


naturally to leaving out the words “ by the Minister of Health” 


im the model contract, so that it would simply refer to terms 


_of service “determined from time to time.” 


Now, as to 2 (ii) of your letter, it is difficult to see how your 
intentions could 'be written into any statute or contract. It 
has been agreed that there will be facilities for private as well 
as public patients in the hospital service. So long as there 
is the demand for private practice in hospitals, clearly it will 
be necessary to secure accommodation for it on the lines con- . 
templated in the Act, and not drive all private patients out 


- of the service and into the nursing-homes., But this cannot 


be reduced to a formula and written in an Act. 
- As to Gii), this is a matter not within the control of the 
Minister, and ought not to be imposed as a condition precedent 
to the signing of a contract. ` 1 2 
On your last paragraph, let me say this. We should certainly 
be willing to meet the Joint Committee again soon,. on the 
above points, if necessary. But you will appreciate the 
impossibility of a situation in which consultants and specialists 
are continuing to be advised to postpone entering into contracts, 
while being assured by us that any solution will be retrospective 
for them. ‘This is an aspect that we shall be bound sooner 
or later to review, and we want you-to help us to make any 
such review unnecessary by joining us in speeding the solution. 


Yours sincerely, 
> Sei E (Signed) Wm. S. DOUGLAS. 
Ministry of Health,, Whitehall, S.W.1. i 


The following letter, which was sent ‘by Sir Lionel Whitby 
to the Ministry on July 5, is reproduced from the Supplement 
of July 9 (p. 44). 

The Joint Committee at its meeting to-day, after considering 
the views of its constituent bodies, passéd the following - 
resolutions : ` i i ic 

{. The Joint Committee finds’ itself unable at present to 
advise consultants and specialists to enter into permanent con- 
tracts on the basis now offered by the Minister. 


.2. The Joint Committee finds it essential to reopen discussion 


' with the Minister on the following points :. | 
` (i) There' should be established for consultants and 


„specialists a permanent negotiating machinery, the Minister 
or the representatives of the ‘profession having the right, in 
the' event of disagreement, within an agreed range of subjects 
to refer the matter for settlement by arbitration, both parties 
being bound by the award of the arbitrator.. 

l The agreed'range.of subjects should include any terms and 

= conditions of service affecting, remuneration. i 

The form of contract should be revised so as to make it 
clear that the terms and conditions of service offered are those 
which have been agreed with the profession or determined 
by arbitration, and not “determined from time to time by 
the Minister of Health.” : j 

- i) Facilities 'for private treatment in hospital should be 

_ maintained and developed throughout the country for those 
who desire them. . feted 
` (ii) Information concerning the remuneration of part-time 
clinical teachers should be available before the practitioners 
concerned are called upon to sign permanent contracts. 


3. In the meantime the Joint Committee recommends con- 


- gultants and specialists not to. sign permanent contracts until 


further advice is tendered by the Joint Committee. 

The Joint Committee desires an interview in order,to discuss 
these -resolutions. J ; 
t - i PE 2321 
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THE CONSULTANTS’ “NO” 


A special meeting of the Central Consultants and Specialists 
Committee was held at B.M:A. House, London, on July 5, 
under the chairmanship of Mr. R. L. Newell, to formulate a 
recommendation regarding the acceptance or otherwise of the 
Ministry’s terms“ and conditions of service of hospital medical 
‘staff, which, with an explanatory memorandum, were published 
in the Journal of June 11. The chairman said that there 
were many matters connected with the terms of service which 
were extremely important ; among them was, most prominenfly, 
the question of arbitration, also the form of the proffered , 
contract whereby the Ministry was allowed to change -its terms, 
and other points of perhaps a less‘ crucial character. 

A summary placed before the ‘committee of the replies 
received from the regions showed that in very nearly all in 
England and Wales the opinion appeared to be against 
acceptance. The representatives of each of the regions then 
gave some account of the feeling in their areas. Even those. 
areas which had not answered an emphatic “No ” had qualified 
‘their consent by insisting on certain conditions of acceptance, 
most prominently the concession of the right to arbitration. In 
the Scottish regions the position was rather different ;- while 
there was still insistence on rectification of the points at 
issue, the majority—in some cases the large majority—favoured 
acceptance. . 

Before the vote was taken there was some discussion on the 
question of arbitration. The meeting was reminded that under 
Section 12 of the amending Bill settlement by arbitration could 
have effect only if both parties. agreed, and the Minister would 
not say in advance that he was necessarily prepared’ to agree. 
One of the Minister’s objections to acceptance ‘of varbitration 
was that it was Parliament—not an external independent person 
(the arbitrator)—who must determine the, size of the budget. 
But this ignored the consideration that Civil Servants up to a 
certain salary level (£1,200)}—admittedly a level below that pro- 
posed for consultants—were permitted recourse to arbitration, 
and in view of the large numbers so involved an arbitration 
decision might make far more difference to the budget than 
any arbitration which concerned the medical profession. 


After full discussion the committee decided that consultants . 


and specialists. should be advised not to sign the proposed 
contracts unless certain changes were made. ; 
. ‘The question of arbitration was immediately put to the meet- 
ing, and received unanimous assent.’ The Scottish representa- 
tives, like those of England and Wales, insisted on the right of 
arbitration as a sine qua non of acceptance. Other matters 
considered were the unilatera] nature of the proposed contract, 
the doubt as to security of tenure, ‘the apparent intention to 
‘diminish if not to eliminate private practice, and the questions 
attending the creation of the grade of-senior hospital medical 
officers; though on this last question it-was pointed out that 
the eventual agreement might be wholly satisfactory or wholly 
unsatisfactory, and yet this grading, with its ‘unsatisfactory 
features and its dangers, would remain. ., es 
The resolution agreed upon by the committee was as follows : 
‘ \ 


‘That this Central Consultants and Specialists Committee recom- 
mends, the Joint Committee to advise consultants and specialists not 
to enter into permanent contracts on the basis now Offered by the 

‘Minister unless and until the following changes are made: © 
(1) There should be established for-consultants and specialists a 
‘permanent ‘negotiating machinery, the Minister or the representa- 
tives of ‘the profession having the right, in the event of 
` disagreement, within an agreed range of subjects to. refer the 
matter for settlement by arbitration, both parties being bound by 
- the award of the arbitrator. ` ’ 

The agreed range of subjects should include any ‘terms and 

conditions of service affecting remuneration. 

(2) The contract should be an agreement: 

parties and not subject to unilateral determination or modification 
by the Minister, | 

(3) The safeguards for 

strengthened.: For example, 


private practice should be greatly 
Clause 5 of the whole-time contract. 
and Clause 2 of the part-time contract should be amended to make 
it clear that there will be no encroachment on opportunities for 
private practice, yoa l i 

] 


between contracting . 
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THE CONSULTANTS’ “NO” 


SUPPLEMENT To THE 
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HOSPITAL EYE SERVICE 


THE MINISTER’S VIEW 

The Ministry of Health has sent a circular to hospital boar 

and committees announcing that the Minister disagrees wi 

an opinion expressed by the Ophthalmic Group Committee am 
published'in the Sipplement of June 4 (p. 304). The committ: 

expressed the view that ophthalmic opticians employed in tls 
hospital service should be appointed on a full-time basis. Tha 
circular states that the Minister “ feels it necessary to point out 

that this does not represent his policy. In the Minister’s vie 

optical staff may suitably be employed on a part-time session 

basis (other than the senior ophthalmic optician, who should 
a whole-time officer) as well as on a whole-time basis. “ Boar 
and committees should accordingly have regard to the adva» 
tages of part-time as well as of whole-time service when makin 
appointments of optical staff in the hospital eye service.” 


MEDICINE ‘IN ERE 
DANGERS OF STATE INTRUSION 


Dr. P. Moran, President of the Medical Association of Eire 


said at the annual meeting of the association on July 7 tha 
medical science was a private, personal, and confidential service 
and its value and efficiency depended on mutual trust and con 
fidence of patient and doctor. He is reported in the Jrish Time 
as saying: “We unreservedly accept the thesis that the bes 
means of achieving and maintaining, or restoring, health shoule 
be available to all, but we’ reject the thesis that this can bes 
be done on mass-production lines under State control.” The 
Health Act of 1947 was on the Statute Book, he added, buy 
the present Minister of Health had given the association ; 
written assurance that he would not make any major decision 


‘implementing the provisions of the Act without consulting them: 


Referring to the British Service, he said it had been very fa» 
from an unqualified success, and many were forced to the con 


-clusion that, the old, system was much to be preferred. 








HEARD AT HEADQUARTERS 
aa a 


His Own Doctor 





t 


Some practitioners have put their own names on their lists 


of patients, taking the injunction, “ Physician, heal thyself,” too 


` literally. The Ministry holds that it is not possible to allow œ 


doctor or anyone else to prescribe for himself under the Act. 
Nevertheless, there are cases in which some indulgence mighti 
be claimed. One case which the Association has brought to the 
notice of the Ministry is that of a doctor-in a rural area, with 
no colleague within reasonable distance, who prescribed insulim 


‘for himself. The prescriptions were disallowed, but on the 


representation of the Association the sympathetic consideration 
of the Ministry is to be given to the question of refunding the 


‘cost in this instance. And, of course, as one member remarked, 


“If a doctor removes himself from his list he will then be at 
liberty to charge himself for any service.” 








Questions Answered . 








Disagreement Between Principal and Assistant 


Q.—In the event of a disagreement between a.principal and’ 
an assistant concerning an increase in remuneration and car 


: allowance, is there any authoritative body to whom the assistant 


may refer his claim as an alternative to terminating his engage- 
ment ? : 


A.—An assistant is usually engaged on, mutually agreed 
terms, which should be embodied in a properly constituted 
legal agreement. The contract is between principal and 
assistant, and either should have the right to terminate it after! 
giving due notice if it' should prove unsatisfactory. No- third 
party or outside body can intervene, though by mutual consent. 
a disagreement can be réferred to arbitration. 
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i ; - p wee Porter... .. E .. , £260 p.a. 
; f S : Female cook .. £226 p.a. 
f - Correspondence Kitchén maid 3, £195-£211 p.a. 
: Cleaner. £195 p.a. . 
_, Biochemist - si £80 p.a. 
a - E I can discover.no one lower down the scale than the biochemist, < 
The Tail End .. if we exclude the ward cat, who has so far avoided nationaliza- 


SIR —For some time I have’ taken a. passing interest in the 
rrespondence in your columns concerning the National Health 


ervice, but as one who leads a comparatively secluded life ° 


4 a hospital laboratory such problems as the capitation fee, 
ileage fund, central pool,.and so on did not affect me directly 
<cept in so much as my sympathy was extended to those who 
ere endeavouring to earn an honest living in medicine: The 
fational “Health Service, however, has now washed up against 
ae door of my laboratory for the first time, and the tidal 


‘fuse which it has deposited there has compelled me to take , 
livelier interest in the vacillations of such things as regional 


Oards. : 
I suppose one might describe me as a middle-aged specialist 
vhatever that is) or consultant (whatever that is) in clinical 
iochemistry, reasonably well qualified both in science and in 
uedicine, and with some considerable experience in both teach- 
wg and research. The glorious fifth of July found me in the 


osition of a university lecturer and one of the honorary (un- © 


aid) biochemists to what was once the largest voluntary 
ospital in the country. $ in a 

Like the great majority of others I viewed the whole position 
“ith a pair of Micawber-like eyes, and carried on expecting 
aat some day something might possibly “turn up.” After 
ight months I discovered the existence of a body known as' 
he “regional hospital board;” and wrote them a timorous little 
2tter inquiring whether-or not I was employed by the National 
fealth Service. They stated in reply that they did not know, 
ut that they would 'set the problem before a committee to 
nd out. Further inquiries spaced at monthly intervals evoked 
o response until the latter half of. June, when two Jong letters 
trrived. From these letters three solid facts emerged : 
() that the board hadn’t the faintest idea what the position 
f biochemists was, (2) that the whole matter was being handed 
iver to the university, and (3) that as far as the Spens Report 
vas concerned biochemists didn’t exist anyway.. Two days 
ater the bombshell arrived. , 

The university authorities informed ‘me that in saddition to 
1y university duties ‘my appointment now covered'“ all duties 
vhich. you may be required to perform in connexion with the 
iochemical services of the regional hospital board.” Prior 
o receipt of this information, it could be calculated that my 
niversity salary was £570 per annum.: This salary was raised 
o £650 per annum. The only logical conclusion that one can 
iaw is that my biochemical services to the board are valued 
t £80 per annum. 

Practical joking can be excluded ; such an august body as a 
miversity court does not indulge in that sort of thing: Clerical 
rror can also be ruled out, since the advice note from the 
iccountant confirmed that the last quarter’s salary from April 
o June had been increased by £20. vas 

The possibility has ,been suggested that’ 50% of the revised 
alary may correspond to university work and the other 50% 
o hospital work. This implies that, for exactly the same 
mount of university work, the salary has. been reduced from 
570 to £325 per annum for no apparent reason.. It would 
lso imply thatthe university. is being used to bolster up the 
socialist. Health Service financially by’ cutting lecturers’ salaries 
a half. Further suggestions are that the salary will increase 
innually and that it represents only part-time employment, 
jut the official letter gives no clue to the amount of time 
“number. of sessions” is, I understand, the modern jargon) 
hat one is expected to devote to one’s work; but it seems 
inlikely that the board would allow me to start up in general 
wactice as well . 0 ` ae : 

One is therefore forced back to the conclusion that the 
‘linical biochemist is rated at £80 per annum. It is interesting 
o compare this remuneration with that enjoyed by other hos- 
jital employees. .Omitting the higher-paid ranks, the tail end 
of the financial scale appears to be as follows : _ 


a] 


tion and has been allowed to continue his mousing activities 


‘in a purely honorary capacity. _ i 


+ 


Parenthetically; it is interesting, as indicative of modern 
methods, that one is not “ offered” such an appointment. The 
correspondence States that “the university court has arrived at 
the decision that your salary will be ... and that the salary 
is an inclusive one... .” Apparently a university lecturer is. 
ipso facto a servant of the Ministry of Health, however much 


‘he may be opposed to State medicine. 


/D.D.T. to poison myself. 


There is, however, good in, everything, and even when the 
biochemist finds that the bottom has fallen out of the blood- 
urea market he can still find consolation in appreciating the . 
ridiculous side of it all. More detailed inspection reveals that 
the revised salary has been ‘paid for only one of the four 
quarters which have elapsed since the glorious fifth. Deducting . 
income tax, I discover that I have pocketed to date £11 plus 
a few odd shillings asthe financial reward for a year of 
hospital work under the new Socialist health racket. 

Heaven and heredity have combined to endow me with a 
good sense of- humour, and I freely admit that the joke is on 
me. I have been led up, around, and down the garden by a 
charming gentleman who regards me as “ worse than vermin” 
and who has ‘given me just sufficient salary to buy enough 
I must give full marks to the little 
Welshman who can treat a Scotsman (and an Aberdonian at 
that, by thunder!) in this fashion and get away with it—- 
I am, etc., 


Edinburgh. E. B. HENDRY. 


` Grading of Hospital Staffs 

SR, —I am wondering if it is worth while intervening at 
this late stage in the unhappy situation in which we find our- 
selves. It appears to me that the injustices and inequalities, 
everywhere apparent, of the policy of grading individuals 
would ‘have been avoided by grading the posts at hospitals ; 
in other words, by fixing the medical. establishment, which 
could be altered later as necessity arose. 


`. Hospital A may have two specialists in a given department 


with approximately equal claim to consultant status, while 
Hospital B, in the same region, may be doing the same work 
with a medical - officer having neither the background nor 
degrees considered necessary for the grade of specialist; by 
fixing the establishment at one consultant per specialty in either. 
hospital and deciding by negotiation among themselves, or by 
advertisement of the post and appointment in the usual manner, 
the matter should. be settled to the satisfaction of everybody. ` 
It is at least in accordance with democratic practice. The acting 
specialist at Hospital B becomes a senior hospital officer, but 
this should not prejudice his rising later to specialist status 
either by virtue of increased experience (it may be under one 
of the consultants appointed) or by the acquisition of the appro- 
priate degrees. The same principle should apply in appointing 
subordinate grades to enable the Minister to.ascertain exactly 
‘the staffing and remuneration costs at.each hospital. . g 

- On the vexed question of lay versus medical administration 


_ it must be conceded that there are strong arguments in favour 


of conserving our professional resources by increased use of 
specially trained laymen who should undertake ‘the general 
organization and supervision of hospitals under the medical 
staff and in conformity with the decisions of the various com- 
mittees and subcommittees of the boards., One hears of in- 
‘stances in which secretaries and administrative officers con- 
sistently ignore the decisions of properly constituted committees, 
placing their own interpretation on the Minister’s instructions, 
without prior reference to them, with: disastrous results. Com- 
mittees—lay, medical, .or mixed—have the appropriate remedy 
in their own hands. 

In consequence of the reorientation of.effective control there 
are good reasons for increasing the status and power of the’ 


x 
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‘ R.M.O. at hospitals, as it is a matter of common experience 


that problems urgently demanding immediate action, adminis- 
trative as-well as clinical, occur most frequently outside routine 
office hours, usually indeed at week-ends, when -the administra- 
tive staff are elsewhere. The nationalization of medicine, as 
of coal, has unfortunately resulted in the article becoming 
increasingly inferior, expensive, and scarce—I-am, etc., 

London, N.W.3. T i WILLIAM GUNN. 


© ^ 


Sir,—It must now be obvious to all that the consultants and 


- Specialists are being sacrificed to éffect the economies demanded 


by the ‘Minister of Health of the regional hospital boards. 
, When the Act was originally discussed,.we were assured that 
‘we would: largely be continuing to work as before ‘in our 


‘hospitals, and even in the recent publication of the terms of . 


service the Minister stated that there is a moral obligation by 
regional hospital boards to find specialists similar positions ’to 
those fey had been holding should the board not be able to 
find them a place in their reorganized hospital services. How 
much a farce these original assurances have become is evidenced 
by the extraordinary .gradings handed ‘out to specialists of all 
ages and kinds in the various regions, particularly that of 
senior hospital officer. - l 
What has happened, of course,’ is that boards are allowing 
(irrespective of the recommendations of their assessment com- 
mittees) only a limited number of specialists in each clinical 
area, This effects a threefold economy—namely, the number 
of specialists’ salaries’ paid, reduced, superannuation payments 
ensuing, and, lastly; a smaller number of consultants eligible 
for the merit awards, since these latter are on a percentage 
basis of specialists. That my supposition is Gorrect is evidenced 
by the fact that a senior consultant of my acquaintance, who 
had assisted in grading a number of specialists in his own 
specialty in the region, was written to and asked to downgrade 
five of them—any five. This he very rightly refused' to do, 
but we now have every reason for supposing that -the board 


- has since done ‘it for him. : 


It is obvious that subterfuges of all kinds are being employed 
to avoid payment of specialists throughout the country, and 
it is not idle to suppose that the moral obligation laid on 
regional hospital boards is impossible of fulfilment. One 
gathers that if the board had a specialist it could not employ 
it should seek employment for him’ with another board.’ That, 


in any case, is illegal, since the Act specifically mentions that - 


all specialists’ appointments must be advertised: But, however, 
since all the boards are trying to get rid of a proportion of 


`` their specialists, it seems unlikely that’ one board will be able 


to persuade any other board to take its apparently redundant 
staff. Even should it be possible, it is intolerable that an 
established specialist in one town should be expected to sell 
his house, consulting-room, and so on, uproot himself, leave 


‘his friends and fellow ‘practitioners, and settle himself again 


‘maybe hundreds of miles away. 

In the early days of the Act it was said that ‘general practi- 
tioners had been given a very poor deal, but it was put about 
that the specialists would not be unreasonably treated. The 


`- first view was right but the second very wrong indeed. Let 


us hope that the Association will take an unusually firm stand 
this time.—I am, etec., ` i 


| Newton Abbot, Devon. J . ROBINSON THOMAS. 
Sir,—Now that most of the specialists have been so-called 


“ graded,” may we be informed what immediate action the 
B.M.A. intends to take? - 


In my area, one of the largest counties in England, men 


‘and women with postgraduate qualifications and- ten- or twelve 
`- years’ experience, have been’ graded ‘senior hospital medical 


officers and even junior hospital medical officers. Let us not 


1 ‘mince words; the question, is, Who has let us down? Is it 


the Minister or the B.M.A.? In thie Supplement of March 19 
_(p. 147) we were informed : “There is no definition of a 
specialist. The effect of this is that the decision by a board 
“of governors or a regional hospital board to appoint a practi- 


tioner to a-specialist post on a hospital staff confers specialist . 
l 


status.” (My italics.) 


~ 


Consultants in complete charge of large departments a 
-even classified S.H.M.O., yet the Ministry states in its definitic 
of S.H.M.O. : “Senior officers performing clinical duties wh 
are not of staff specialist status but are not trainees.” Obvious! 
if a specialist is of no “specialist status’. he should not w 
holding his appointment. . 

/ Not one óf the G.P. consultants—although many hold high 
qualifications—have been graded “consultant” in my are 
In the Supplement of March 12 (p. 127) the followi» 
appeared: “The Ministry has laid down that in decidir 
whether an individual ‘is of specialist status the fact that » 
is engaged also in general practice. should not debar hja 
from being so classified, provided: he satisfies the criterias 
Obviously, we must have a definition-of what these mysterio» 
s“ criteria” are. The action of the Minister is not only a gro 
breach of faith, refusal to implement Spens, but also an insu 
to the majority of consultants. - : 

Why has the B.M.A. not taken adequate action before now 
The editorial protests have been, to say the least, lukewarr 
The regrading committee which has been offered to us, am 
apparently accepted by the B.M.A., is worse than useless. . 
is the same assessment committee plus two others. This wi 
still mean that the best we can hope for is five ta two again: 
a satisfactory reassessment. 

We are now at the last ditch, and if we do not fight no 
we will never get the opportunity again in our lifetime. W 
can only show effective resistance by unanimity and directio 
from the centre body of the B.M.A. The B.M.A, must insi: 
on : ` - G eg 

(a) Complete regrading of the so-called S.H.M.O.s and J.H.M.O. 

(b) A proper definition of S.H.M.O., and if this category must t 
` maintained—and undoubtedly there are a few practitioners who wr 
have to be put into this group—then we must also know how he c 
she can obtain “ promotion.” 

(c) A time limit to be given to the Minister to make-the abov 
changes. og 


Should the Minister be adamant, then we must refuse servic: 
The general practitioners were’ forced by financial blackmai 
to accept what is now agreed to ‘be inadequate terms. “W 
have nothing to lose by refusal of services, as he cannot legail 
take away our practices or goodwill. We could Still continu 
to`do emergency surgery, etc., but refuse to do the out-patient: 

Never in the history of -medicine in any country has suc? 
a situation’been imposed by a Government on an honourabl: 
profession.—I am, etc., ar g 

QUALIFIED CONSULTANT. 
` A Disturbed Night 

Sir,—Last night at 2.a.m, I was called urgently to an N.H.S 
patient who had a sudden haemoptysis of about a pint. Th 
patient was desperately ill, ahd I spent a considerable part- o 
the night in making telephone calls to different hospitals “i, 
an effort to get her admitted. Eventually I succeeded, but m 
night’s rest (and, incidentally, that ofì my entire household 

was completely ruined. : 
, - For the nights work, I understand, I am not entitled t 
claim one penny extra remuneration. The idiotic fact is, how 
ever, that if the case had been one of abortion I should have 


_ been entitled to claim 34 guineds extra -remuneration, woul 
_ have suffered far less anxiety, and ‘would have been able tı 


get back to bed in a fraction of the time spent. Are we al 
crazy?—I am, etc., ` 
London, S.W.3. 


! 


VICTOR CONSTAD. 


The New Civil Servants 


_ SR,—The following extract is from a reply to a claim foj 

expenses for income-tax allowances submitted on behalf of 2 

whole-time miedical specialist. It is taken from a letter by 

one of H.M. Inspectors of Taxes to the accountant handling 

the specialist’s income-tax return. The date of the letter ‘is 
_ June-7, 1949. 


“Your client, as a Civil Servant, is entitled to reimbursement on 
Treasury scales. These scales are fixed to cover all expenses neces- 
sarily incurred in the performance of his duties, and he is not required 
to meet any part of such expenses out of his official salary. It is, 

MS. a 
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ioreover, not usually the case that a Civil Servant is required to use 
is own car for travelling. The use of a car is permissive only, arid, 
: it involves the Civil Servant in’ expenses: exceeding the scale of 
imbursement, that excess is incurred by him voluntarily and not of 
ecessity.” ; > se te : 


This ruling may: at “the present ‘only apply to ' whole-time ` 
fficers. If so, it is one additional inequity between the ‘condi- 


ions for whole-time and part-time service, and there is already . 


growing feeling of injustice in the ranks of whole-time’. 
aembers of hospital staffs. 

It is to -be’ hoped that this schism will not be ,allowed to 
evelop further. No longer are there “ honoraries” on the 
me hand and “ salaried- specialists ” on the other: all in-future 
vill receive “ official salaries.” Wili all in future be Civil 
rervants ?—-I am, etc., 


Nottingham. . 7 WILLIAM MORTON.. 


Ps ne “Four Trials 
Sm,—To judge. by recent reports, a doctor accused of negli- 
ence is liable to be tried by (a) a medical services committee, 


b) the tribůnal provided for, by Section. 42 of the N.H.S. Act; 
c) the G.M.C., and (d) a court of law, Four trials and three 


unishments for the same offence is,: perhaps, an excessive - 


srovision: of rods in pickle for ra negligent —I am, etc., 
Edinburgh, - ` J. L. DoBBIE. 


\ - ba + r 
' ‘ ' 
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Telephone Duty ` 


SIR ,—Probably a great many sanbars of the profession are, 
ike myself, worried about their telephone’ responsibility under 
he N.H.S.. contract of service. -It appears that a doctor is 


‘esponsible for the reception - and forwarding of: urgent tele- ' 


yhone messages from his patients at any hour of the day or 
light. This means the provision of a telephone attendant, 
inless the duty*can be performed by members of his family, 
vhich is not always possible. ee 

In the old days this service was an incidental duty of the 
sident domestic .staff. Now times; have. changed, and few: 
loctors' have resident domestics and most only daily. helpers 
eaving at '5 pm. .No doubt labour could be hired for this 
vening and holiday telephone duty, but in small country units 
tis uneconomic to pay the rates required. 

Consequently, in many cases the‘doctor is having to weend 
sersonally to the telephone and door bell in the evening, with 
ts obvious ‘disadvantages, and lacks the opportunity of casual - 
inprémeditated outings while under this obligation. 

Now that the position has;altered so radically, perhaps the 
ime has come for 4 Clarification of the situation and a shifting 
of the burden of ' pad nse from the doctor to the patient. 
—I am, etc., 

Stanhope, Durham. o = 


A l 
~ 


E. THOMSON. 
i Freedom of the Citizen ` 

Sir,—On Sunday last I attended a meeting of the local medi-' 
cal committee. On the: agenda was an item, “To consider 
juestion of exemption from call-up of'a doctor who has jomed 
‘he Territorial Army.”. 

When this item was reached the chairman dey me. to iite 
‘he room, and I then discovered that the Ministry of Labour, 
without my knowledge or consent, had applied for my exemp- 
‘ion from call-up in the-case of embodiment of the T.A. on- 
‘he grounds, apparently, that I was indispensable. In my 
ibsence from the room the local medical committee decided. 
‘hat I was indispensable and that I should not be called up, in - 
spite of the fact, tat at their previous meeting they considered 
‘hat the area from which I came was over-doctored. ‘ 

I joined the Territorial Army over 20 years ago, -and served 
juring the recent war, rejoining on the re-formation of the 
T.A., and it seems to me outrageous that a Government depart- 
ment should apply for the exemption, of a doctor from carry- 
ing out the duties for which- he is training without consulting . 
him at all in the matter. If I had not happened-to bea 
nember of the local medical committee I should presumably 
have known nothing about this until the time came for embodi- 
ment. , The country’s money spent in training me for war 
would all be wasted, and re unit to which I belong would, 
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lat the time when they really needed me, have to obtain a new 
medical officer who would require training and whom they did 
not know. -> : 
Can anything be done.to stop this further attack by the 
bureaucrat on the freedom: of the citizen ?—I am, etc., 
(es -  LyreuT.-COL., R.A.MC. 


ia oo * Inflation of Lists ni i 


SR,—I observe that an article in the Supplement of: J une 4 
(p. 303) with regard to inflation of National Health Service lists 
stated that in some 20 ‘counties or county boroughs the number 
of patients on ‘doctors’ National Health Service lists is in .the 


‘ageregate more than the population for the area. 


The information furnished at a recent meeting of a Ministry 
of Health committee is that the number of areas ‘where the 


aggregate number on doctors’ lists as at April 1, 1949, was 


greater than the population was 14.—I am, etc., 
Glamorgan Executive Council. W. BRYNMOR SAMUEL. 


Obstetric Scheme 


SIR, —With one of the midwives in my district I am having 
considerable difficulty. She stoutly affirms that in her opinion 


(all normal confinements should be undertaken solely by the 


‘midwife and that the doctor should be called in only for 


‘emergencies with a midwife’s SOS. 


‘In support of her’views she handed me a copy of the Nursing 
Mirror of May. 21 (p. 123), which quotes Mr. Bevan as saying: 

“The fact is that the development of the general practitioner’s 
obstetrical scheme was never intended to do any other than to 
provide at the side of'the midwife 2 local pool of obstetrical 
knowledge available to her when she wants it, ‘Where, how- 
ever, it develops that all the general practitioners in a locality 


-come on the obstetrical panel, then that is an abuse of the 


scheme.” . 

If this quotation be correct, then surely this: assertion by 
the Minister must be challenged at the, highest level of our 
profession. Is it not the ideal at which we aim that every 
mother should have a competent doctor for her confinement, 
and also that_every sania practitioner should be a competent 
obstetrician ?—I am, etc., 
” Wool, Dorset. Tuomas B. L. BRYAN. 


/ i 
General-Practitioner Consultants 


SIR, —The specious arguments of Mr. G. Lowe and Dr. T. N. 
Rudd (Supplement, June 25, p. 358), who, I see, still call 
themselves honorary surgeon and physician to their local hos- 
pital, are almost too convincing until one analyses the position 
of the general-practitioner consultant. The one argument they 
do not put forward is that they will get paid for their hospital 
work plus their general practice. No one will deny that in 
the’ past hospital work i in outlying districts could not have gone 
on without the general-practitioner consultant, and no one can 
deny- that, however good they were, their standards were not 
as high as those who devote a life-time to one specialty. It 


` would appear that. nobody except the general-practitioner 
.In ' 


consultant has any sensibility with regard to his patients. 
these days of modern transport the time factor counts for very 
little. The reverse has never been mentioned ; the time theatre 
staff and emergencies: have to wait until the general-practitioner 
consultant has finished his consulting-hour or has yet to see an 
important patient. 

As one who belongs to the Cinderella of consultanté—the 
full-time men—-and who is in a large mixed agricultural and 
industrial county, I feel very responsible for patients who have 
been under my care and also for my mistakes. There is no 
mention in their article of the number ‘of cases dealt with by the 
general-practitioner consultant in a hospital of 50 beds and how 
it compares with the experience of a man who is-doing a 
‘specialty full-time, seeing and operating on infinitely bigger 
numbers of. patients. 

Unfortunately, all general-practitioner consultants are not so 
skilled as the two writers, and a certain amount: of tidying 

up has to be done after them.’ It is only natural that people 
will’ cling to what they have, parneulaniy when SBE will gain 
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financially as well, but, again, I would stress that in the past 
these men did valuable and irreplaceable service. But times 
and needs have changed and—who knows ?—in 20 years the 
pure consultant surgeon and obstetrician may be replaced by 
the expert in preventive medicine—and how we wil] all .resent 
and hate it !—I am, etc., f 


Irvine, Ayrshire. RICHARD DE SOLDENHOFF. 


Marriage Allowances for Medical Officers 


Sin,—Mr. Alexander is reported as having replied to a 
question by Colonel Stoddart-Scott in the House of Commons 
concerning the marriage allowances of Service doctors that 
he did not think these officers were badly ‘off compared with 
All comparisons, we know, 
are odious. This one is also entirely irrelevant, for the following 
reasons. 

As Dr. E. J. Trimmer pointed out (Supplement, April 30, 
p. 259), medical officers are fully trained prior to their engage- 
ment. They require little preliminary training at Service 
expense to be capable of the kind of work required. This is 
also true of officers employed in other professional branches, 
but there are few of these serving on a National Service basis 
at the moment. 

The majority of the remaining National Service officers have 
to be trained by the Service prior to their commissioning. Also 
these men are six to seven years younger and therefore mostly 
unmarried; hence the problem of such allowances does not 
affect them. 

I can only conclude that the reason for such shoddy treat- 
ment is an attempt to browbeat us into signing on for longer 
engagements (thus making us eligible for these monetary awards 
amongst other privileges—e.g., leave entitlement). However, 
I think most of us are made of sterner stuff and will not submit 
to such pressure. We shall just do our time and depart with 
bitterness, which is a pity and unnecessary. 

Sir, is there nothing that can be done to remedy such incon- 
sistencies ? I regret signing myself in anonymity, but circum- 
stances at the moment require this.—I am, etc., 


FLYING OFFICER. 


Ethics of the Profession 


Sir,—Mr. Bevan closed his speech in the House of Commons 
on the N.H.S. Amending Bill witha’ claim so richly humorous, 
and incidentally untrue, that it should not be, I think, passed 
over in silence. 

Mr. Bevan, in his short term of Office, has destroyed certain 
ethical standards observed by the medical profession in every 
civilized country for more than a thousand years. He has, 
by regulation framed on his sole authority, compelled the 
doctor in his Service to break the Hippocratic Oath to regard 
the confidences made to him by patients in his professional 
capacity as the “ holiest of secrets.’ Mr, Bevan now compels 
the doctor in his Service, by regulations issued by himself since 
the passage of the N.HS. Act, 1946, to divulge these “ holiest 
of secrets ” to a number of lay persons, the disclosure required 
involving a practitioner parting with his records of patients, the 
ultimate destination of which cannot be foreseen. That breach 
of age-old tradition which has made the medica] profession one 
of the proudest of the great professional bodies will be peculiar 
to British medicine, where it has hitherto received the strictest 
observance. Yet Mr. Bevan had the effrontery to declare in 


. his speech in the Commons that he was „bent upon “raising the 


ethical standards of the profession.” 
—I] am, etc., 
House of Commons. 


Comment is superfluous. 


E. GRAHAM-LITILE. 


POINTS FROM LETTERS - 
New School Tie 


Dr. ALAN Maperty (London, W.1) writes: Any morning now a 
consultant may find on his breakfast table, to his consternation or 
gratification, a notification to the effect that he is a specialist. I 
suggest that much confusion might be saved his patients, and 
embarrassment to his colleagues, if the regional boards were to issue 
an appropriate tie for identification. A blazer might be thought to 
be savouring of advertisement. 


Association Notices 


FORMATION OF A MERSEYSIDE BRANCH , 


The Council has formed a Merseyside Branch comprising the 
following Divisions of the Lancashire and Cheshire Branch: 
Birkenhead and Wirral, Chester, Liverpool, St. Helens, South- 
port, Wallasey, Warrington. 

The new Branch comes into existence as from the date of 
publication of this notice. CHARLES HIL, 


m l Secretary. 


PROPOSED MANCHESTER AND EAST CHESHIRE, 
AND NORTH LANCASHIRE BRANCHES 


Notice is hereby given by the Council to all concerned of a 
proposal that two new Branches should be formed in place of 
tbat part of the Lancashire and Cheshire Branch not covered 
by the Merseyside Branch—namely : 


(1) A “ Manchester and East Cheshire Branch,” coterminous 
with the areas of the following Divisions of the Lancashire and 
Cheshire Branch: Ashton-under-Lyne, Bolton, Bury, Crewe, 
Hyde, Leigh, Macclesfield and East Cheshire, Manchester, Mid- 
Cheshire, Oldham, Rochdale, Salford, Stockport, Wigan. 

(2)°A.“ North Lancashire Branch,” coterminous with the 
areas of the following Divisions of the Lancashire and Cheshire 
Branch: Blackburn, Blackpool, Burnley, Furness, Lancaster, 
Preston. 


Any Division or member affected by the proposed changes 
and objecting thereto should write to the Secretary of the 
Association by Aug. 13, 1949, stating the objection and the 


ground therefor. CHARLES HILL, 
S ecretary.’ 


TUBERCULOSIS AND DISEASES OF THE CHEST 
GROUP 


The, Council has approved the formation of a special group 
of members of the Association engaged wholly or pre- 
dominantly in the field of tuberculosis and diseases of the 
chest. Members so engaged are invited to apply to the’ 
Secretary for a form of application for mémbership of the 
group. 

An inaugural meeting of the group will be held as soon as 
practicable, due notice being given in the Supplement of the 


Journal. CHARLES HILL, 
Secretary. 
Diary of Central Meetings 
JULY 
. 19 Tues. Organization Committee, 2 p.m. 
19 Tues. Pharmacopoeia Subcommittee, 2 p.m. 
21 Thurs. Ethical Rules Subcommittee, 2 p.m. 
26 Tues. Proprietary Medicines Committee, 2 p.m. 
`27 Wed. Committee on the Postgraduate Education of General 
Practitioners, 2 p.m. 
28 Thurs. General Medical Services Committee, 11 a.m. 
28 Thurs. Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held 


DorseT Division.—At Old Shire Hall, „Dorchester, Thursday, 
July 21, 8 p.m., coloured sound film: “ Angina Pectoris.” Doctors 
are invited to bring their wives, and nursing sisters are invited. 

Mip-CHesHire Division—At General Hospital, Altrincham, 
Friday, July 15, 8.15 p.m., annual meeting. 


SOUTHAMPTON Diviston.—At Royal South Hants and Southampton 
Ho$pital, Wednesday, July 20, 8.30 p.m., general meeting. Dr. S. J. 
Hadfield (Assistant Secretary, B.M.A.) will speak on the present 
position. 

WORCESTERSHIRE AND HEREFORDSHIRE BRANCH.—At Alton Street 
Hospital, Ross-on-Wye, Thursday, July 21, 2.30 p.m., annual meeting. 

YORKSHIRE BRANCH.—At Rehabilitation Centre, Richmond Park 
Avenue, off Handsworth Road, Handsworth, Sheffield, .9, Wednes- 
day, July 20, 2.45 p.m., annual meeting. President’s address by 
Dr. D. C. Barron: “ Rehabilitation Methods”; followed by short 


talks on this subject by Dr. J. A. L. Vaughan Jones and Mr. F. 
Holdsworth. 
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CONSULTANTS’: CONTRACTS 


he Joint Committee for-Consultants and Specialists has made 
1e following announcement: o hs . 


The Joint Committee of the Royal Colleges, the Royal 
cottish Corporations, and the Central Consultants and 
pecialists -Committee has ‘now: completed its examination of 
he “ Terms and Conditions of Service of Hospital Medical and. 
Jental Staff (England and Wales)” in the light of the observa- 
ions of its constituent bodies. As reported in the medical press 
. fortnight ago, the Joint Committee decided on J uly 5 to re- 
ipen discussions with the Ministry on three points—concilia- 
jon machinery and arbitration, facilities for private treatment 
u hospitals, and the remuneration of part-time clinical teachers. 

After receiving the reply of the Ministry, the J oint Committee 
net representatives of the Ministry - on July 18, when the 
‘ollowing assurances were received: l 


d i 1. Arbitration 

The Ministry has agreed - 3» / 

(a) That no changes will be made in the terms and conditions 
of service without discussion in the appropriate part of the 
Whitley machinery, .when established, and this will be estab- 
Wished as soon as possible. = - ah oe 

(b) That remuneration is a subject which is suitable 
arbitratign. ) 


for 


* sign permanent contracts until 


(c) That save in exceptional circumstances, and after the 


conciliation machinery of Whitley has, been exhausted, issues 
of remuneration remaining in dispute will go either to arbitra- 
tion or for-inquiry and report by a- committee. 

-(d) That the words “by the Minister of Health ”` will be 
deleted from the opening paragraph- of the model contract, so 
that it would simply refer to the terms and conditions of service 
“determined from time to time.” _— - / 


E 2. Private Practice 

The Ministry reiterated its’ previous assurances that it was 
not its intention to place difficulties in the way of private prac- 
tice. It has agreed that patients admitted to private hospital 
beds under Section 5 of the Act will pay fees for professional 
attendance to part-time practitioners in addition to the mainten- 
ance charges, except where the patient is occupying accommo- 
dation under. the proviso to section 5 (1)—i.e. on medical 
grounds. i . i i 

The Ministry bas agreed that individual practitioners are free 
to leave untouched or to delete from the whole-time contract 
any of the clauses which are enclosed.in square brackets, inclu- 
ding Clause 5 requiring attendance on patients occupying beds 
under Section 5 of the Act who have not made private arrange- 
ments under Section 5 (2). 


\ 
3. Clinical Teachers ‘ 


Assurances, shortly to be made public, have been received on 
the arrangements for the remuneration of clinical teachers. 

The Joint Committee decided, with the assent of the Ministry, 

to continue negotiations on a number of outstanding points. It 

feels that it is now able to advise hospital staffs to enter into 

permanent contracts.’ . . : 

A word or two on the background. The Government accepted 

, the Specialist Spens report. ‘The Ministry of Health proceeded 
A : . r 


` > = 
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_not empowered to arbitrate, 


RETARY REPORTS. 





to translate the Spens recommendations into a detailed scheme 
of terms and conditions of service. The Ministry’s first thoughts 
were expressed in a document which was submitted to the Joint 
Committee, in confidence, for its observations. The Joint 
Committee, after consulfing-its- constituent bodies, put forward 
a number of criticisms and suggestions. ‘A number of these 
were accepted by the Ministry. . 

_ The next phase was the submission by the Ministry to the 
Joint Committee of its second thoughts in the form of con- 
crete proposals. The Joint Committee, having gathered up 
criticisms and comments from its constituent bodies, proceeded 


‘to’ discuss the proposals with the Ministry and to press for 


certain changes, some of which were made. The last phase 
was the issue by the Ministry of a revised document with an 
explanatory memorandum. The question now before the Joint 
Committee was what advice it should offer to consultants and - 
specialists generally on, the issue of the signing of contracts. 

When the Joint Committee met on July 5 it had before it 
the comments of its constituent bodies on this point. it 
decided that it could not proceed to advise consultants to 
further and satisfactory .discus- 
sions had taken place with the Ministry on three points—con- 
ciliation and arbitration machinery, facilities for private 
practice, and the remuneration ‘of part-time teachers. 

The final meeting of the Joint Committee with the Ministry 
took place on Monday last, and the outcome of it is fully 
set out in the announcement of the Joint Committee with 
which this report opens. 


~ Arbitration 


The issue of arbitration has loomed large in recent discus- 
sions. “Behind the profession’s attitude has been a determination 
to avoid the position in which, disagreement having been reached 
between the Minister and the profession on the subject of remu- 
neration, there was no escape from the Ministerial ipse dixit as 
to what the remuneration should be. There were doubts as to 
whether remuneration was in fact regarded by „the Government 
as susceptible to arbitration. It has now been agreed by the 
Ministry that remuneration is an issue open to or suitable for 
arbitration. Subject to the words “save in exceptional circum- 
stances” it is agreed that whenever the normal conciliation 
machinery has failed to provide agreement on an issue of remu- 
neration the question should be referred to some external body 
for arbitration or inquiry. It may be agreed that it should go 
for settlement by arbitration, or it may go-for special inquiry 
and report. by a committee, the findings of which would ‘be 
available to but not binding on the parties: While it is true that 
the Minister is not bound to accept the advice of a committee 
it is equally true that the profession 
is not so bound either. Further, such a report has a moral 
force which neither side. will find it easy to escape. 

A good deal hangs ‘on the meaning of the werds “save in 
exceptional circumstances.” It is understood that an example 
of such special circumstauces is an economic crisis in which 
national considerations override all others. 


5 
r - 


Private Practice 


The Joint Committee has pressed again and again that nothing 
should be done unfairly or unnecessarily to restrict the facili- 
ties for private practice. This.is a question not so much of the 
| 2322 
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details of an Act or the items in the terms and conditions of 
service, but as to the Spirit in which the service is administered. 
On two points the position has now become quite clear. The 
first is that when a patient enters a private ward, whether or no 
previous arrangements have been made for treatment, that 
patient assumes an obligation to pay for: both accommodation 
` and professional services except where the admission has been 
in effect that of a public patient entering. private accommoda- 
_ tion on clinical grounds. The Ministry accepted this interpreta- 
tion of the position, which is more than can be said for. some 
hospital management committees. Secondly, it was made clear 
that the individual consultant or specialist offered a ‘contract is 
free to accept or not to accept the words enclosed in square 
brackets. A particular significance of this is that the whole- 


time officer is not to be required to agree to treat patients in’ 


private wards, although there will be circumstances in which, 
because there is no part-time officer to undertake the work, it 
is desirable that some special arrangement is reached with the 
whole-time officer. “4 


Future Negotiations 


The Joint Committee made clear to the Ministry—and the 
Ministry assented—that the detailed scrutiny of the terms and 
conditions of service and of the various features of the Service 
must continue, and representations will continue to be made 
on a number of outstanding points. Among them is the position 
of some medical superintendents. An important concession has 
been made by the Ministry in the mental hospital field to the 
effect that for practical purposes the mental hospital super- 
intendent will be regarded as mainly engaged in clinical work 
and remunerated according to his clinical standing, without 
reduction because of time spent ‘on administrative work. But 
the position of the medical superintendent engaged wholly or 
predominantly on administrative work remains unsatisfactory. 
Among other points which remain to be considered are the 
definition of the field to-which the appointment of S.H.M.O. 
will in future be limited, the establishment of a central appeal 
machinery for grading, problems of registrars—including their 
grading, the application of the Spens _Standards to medical 
officers of regional hospital boards, mileage, subsistence allow- 
ances, and study leave. The Joint Committee will continue with 


this work. - 








MEDICAL SUPERINTENDENTS IN THE N.HS. 
THE SCOTTISH VIEW 


Considerable opposition has been aroused among. medical 
superintendents in England and Wales:to the terms and condi- 
tions of service offered them by the Ministry of Health. The 
terms take no account of the fact that a medical superintendent 
has-a medical qualification, since for the work of administration 
he is offered the same pay as a lay administrative officer would 
Teceive—with the small exception that his remuneration is not 
affected if he gives only a small proportion of his time to 


administrative duties. This scheme has been interpreted as an’ 


attempt by the Ministry to discourage medical men from under- 
taking administrative work, and contested on the grounds that 
it is wrong to pursue a policy such as this through the method 
of remuneration. oo 

The medical superintendent has always played an important 
part in hospital administration in Scotland, and the profession 
there does not accept the view that he is an anachronism in 
the modern hospital. The Scottish Negotiating‘Committee (now 
dissolved) informed the Department of Health of its views, 
the substance of-which is contained in a memorandum pre- 
pared by a special subcommittee and unanimously approved 
by the Central Consultants and Specialists Committee (Scotland). 

The Department has invited the Scottish Joint Committee for 
Consultants and Specialists (whose composition is recorded at 
p. 55) to discuss what should be the appropriate salary scales 
for medical superintendents. The Department will now draft 
proposals which will be the basis- of negotiation with the 
Scottish Joint Committee, 


_ Two Systems of Administration 

In discussing the problem in its memorandum the spec 
subcommittee finds that two systems have evolved. They > 
sometimes referred to as the parallel and the hierarchic 
In the parallel system the management body hb 
a lay executive functionary: and obtains its technical adv 
from a medical committee. In the hierarchical system t 
executive functionary is a medical man, and therefore qualifi 
also as a technical adviser. In practice the two systems a 
not absolutely distinct, but they do in general represent tv 
different concepts of managerial structure. 

In Scotland the larger voluntary hospitals, with few exce 
tions, use the hierarchical system. A medically qualified m: 
superintends the day-to-day running of the institution on beho 
of the managing body. Through apprenticeship in the loc 
authority service, or in other ways, he has added administrati: 
experience to his basic medical training. Advocates of tM 
parallel system argue that years of medical education are waste 
when a doctor is appointed to an administrative post. Tw 
subcommittee cannot accept this argument, and suggests th 
its appeal probably derives from the complexity of the larp 
modern hospital, which has tended to obscure its- prima» 
purpose to provide treatment for the sick. 

It has been argued that’ suitable training in hospital admin. 
stration can provide the necessary medical understanding fi 
running a hospital, but- the subcommittee finds this difficult 1 
believe, since most of the important problems of hospit» 
administration are essentially medical. Purely medical prol 
lems often arise which require decisions that only a medic; 
man can properly make. Examples are decisions about th 
admission and discharge of patients, the distribution of patiens 
between diferent parts of the hospital, and decisions o 
competing claims on medical matters from members of th 
hospital staff. This consideration applies both to physicia- 
superintendents and to. purely administrative medical supe» 


- intendents, and “it appears to us to be incontrovertibN 


that such day-to-day decisions would require the authority o 
the executive head of the hospital.” 


The Lay Secretary 


The subcommittee concedes the necessity of a lay secretary 
suitably trained in administration, who would look after th 
book-keeping, accountancy, stores, and similar aspects of nom 
medical management, but such services should always be ancil 
lary to the main purpose of institutions designed for treatiny 
sick people. The medical superintendent ought to be the chie 
executive officer of the hospital or group of hospitals, states the 
subcommittee. “We are satisfied that the balance of argumen. 
is strongly in favour of the continuance of the traditiona 
Scottish system, and are convinced that to “develop ane 
encourage it is the policy of choice.” 

If men are to come forward as medical superintendents twc 


conditions must be satisfied: first, the salary scale must be 


satisfactory and materially in excess of that applicable ta lay 
secretaries; secondly, opportunity for training must- be pro: 


- vided. The second provision would require the creation, where 


necessary, of appointments as deputy medical superintendents, 
and medical schools would have to start courses of training im 
medical administration. The subcommittee points out that 
Professor J. M. Mackintosh, Dean of the London School of 
Hygiene and Tropica! Medicine, has for some time advocated 
the starting of such courses. 


~ 


The Specialist Superintendent 


‘The subcommittee finds it difficult to imagine how a special 
hospital, such as a tuberculosis sanatorium, an orthopaedic 
hospital, an infectious diseases hospital, or a mental hospital, 
can be run efficiently if the chief clinical specialist is not also 
the administrative and executive head. A lay secretary is still 
necessary in such hospitals; but his status should be inferior 
to that of the specialist superintendent, since the non-medical 
aspects of management are subsidiary and contributory to the 
treatment of the patients. If the duties of the specialist 
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serintendent, which are intimately related to the care and 
tfare of the patients, were made the responsibility of a lay 
retary, he could carry them out only by continual reference 
a member of the medical staff, who would in fact carry the 
ponsibility and have his time “occupiéd in the execution of 
se duties. 

Che subcommittee concludes that if the-superior status of the 
sclalist superintendent is to be ensured two conditions must 
fulfilled: (1) The component of his salary in respect of his 
ninistrative duties must be at a substantially higher rate than 
at for secretaries ; 
endent, who would usually work full-time and for much 
ager hours than his specialist colleagues scheduled for. so 
any sessions per week, and’ be resident in the hospital, must 
t be lower than that of his specialist colleagues. _ 


Government’s Objective Wrong 


Finally, the subcommittee comments on the Government’s 
slicy in the following, words: “In the Government’s proposed 
rms and conditions of service for hospital medica{ staff it is 
ited that the objective will be to reduce to a minimum. the 
«e to be given by medical staff to administrative.duties. It is 
ar opinion that, the number of doctors concerned in medical 
Kministration being small, no important benefit would accrue 
the clinicalside of the National Health Service if the numbers 
ployed as medical superintendents declined, and that per 
nira the -retention of -the medical superintendent as the 
<ecutive head of the hospital would bring to the Service 
‘eater advantages in efficient and smooth administration. 
olding this opinion, we consider that the Government’s objec- 
ve, as Stated, is not the right one. In any case we believe it 
a be both wrong in principle and unwise in practice to deter- 
dine in this oblique fashion what should be determined directly 
ad on merit—namely, the future of the médical superintendent.” 





HEALTH CENTRES 
DISCUSSION AT ROYAL SANITARY INSTITUTE ~ 

In principle the vast majority of doctors seem to favour work 
1a health centre. In practice they are concerned with several 
ery real’ difficulties,-some of which can only be satisfied by 
yovernment action.” With these words Dr. J. A. Scott, Deputy 
4,0.H., London County Council, prefaced his discussion of 
eneral practitioners’ problems in relation to health centres 
when he spoke at the Royal Sanitary Institute on July 13. The 
wiinister had said that private practice could not be carried on 
“a health centre. That provoked the rejoinder that health 
‘entre practice should be rent free or the practitioner would still 
ae under the obligation and expense of maintaining his private 
wremises for a very smal] number of private cases. Most 
Moctors went further and said that on those terms they would 
10t join in health centre_work. An example of private practice 
vas the life insurance examination. Why should they not take 
wlace in health centres? The ancillary staff of a health centre 
was not paid to assist doctors in their private work, but it was 
difficult to see private work becoming substantial. He hoped 
that second thoughts would prevail at the Ministry. 


* 
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Protection Against “ Squatting ” 


The next question doctors asked, he said, was, “ What kind 
of guarantee can you give me that a newcomer’ will-not be 
allowed to-“squat’ in the premises I vacate?” It was not un- 
natural that a doctor should remember the numbers of patients 
who had joined his list because they lived near him. Protec- 
tion for a year or two by declaring the area closed to new 
medical entrants was requested, and the claim whatever the 
difficulties in meeting it, was bound to evoke sympathy. 


Consultant Sessions ? 


General practitioners with whom he had discussed the ques- 
tion of consultant facilities at the health centre did not attach 
much importance to them. Their views seemed to be that the 


. 


(2) the total salary of the specialist super- . 


modern specialist re a good deal of technical equipment, 
and even if he came to the health centre he would have to refer 
most of the cases ‘back to himself at the hospital for further 
investigation. That was a tenable view, but it disappointed 
him. The general practitioner as a rule had no regular per- 
sonal contact with the big general hospitals, and regular con- 
sultant sessions at the health centre seemed to offer a useful 


‘meeting-ground at which the benefits would be mutual. 
& 


Adaptation of Buildings 
_ Mr. W. J. Durnford, Senior Architect to the London County 
Council, described the L.C.C. health centre at Woodberry Down 
and then discussed the adaptation of existing buildings to health 
centres. - Large domestic buildings in good structural repair 


ycould be adapted quite successfully, but he doubted whether 


many suitable buildings existed. Experience-proved that major 
adaptation absorbed much skilled labour, that production was 


r slow and costly, and that the results were seldom satisfactory. 


aod Facilities Available 


Dr. A. Talbot Rogers, chairman of the B.M.A. Committee on 
Health Centres, said that the average urban centre should 
accommodate up to six doctors, each practitioner having his 
own waiting-, consulting-, and examination-rooms. Maternity 
and child-welfare and school medical services should be 
developed in‘co-operation with the general medical and ‘dental 
services. l 

Consultation with specialists should normally be at hospital, 
where pathological and radiological services would be provided. 
Apart from a room for simple pathological tests and possibly 
provision for dental radiology, no arrangements for those diag- 
nostic services needed to be made at the health centre. A dis- 
pensing service could be of great value and should be installed 
experimentally in some centres. 

He agreed that to enable doctors to make the transition to 
health centre practice with the least risk and reluctance every- 
thing possible should be done to give them the help and assur- 
ances they required, even if that meant the right to attend some 
of their few remaining private patients at the centre, or protec- 
tion against the occupation of vacated premises by a rival 
practitioner. 





SCOTTISH JOINT COMMITTEE FOR 
CONSULTANTS AND SPECIALISTS 


In- -agreement with the Central Joint Committee for Consultants 
and Specialists a Scottish Joint Committee has been set up to 
discuss with the Department of Health for Scotland matters 
specifically affecting the hospital services under the National 
Health Service (Scotland) Act. The committee is composed as 
follows: 

Central Consultants and Specialists Committee (Scotland) — 
Mr. W. S. Mack, Dr. T. Murray Newton, Mr. J. Simson Hall, 


. Dr, J. H. Wright. 


Royal College of Obstetricians and Gynaecologists —Mer. J. 
Hewitt. 

Royal Faculty of Physicians and Surgeons of Glasgow. —- 
Mr. A. B. Kerr, Dr. W. R. Snodgrass, 

Royal College of Surgeons of Edinburgh—Sir Henry Wade, 
Mr. F. E. Jardine. 

Royal College of Physicians of Edinburgh—Dr. J. D. S. 
Cameron, Dr. I. G. W. Hill. 


Secretary —Dr. E. R. C. Walker. 


r 





NATIONAL FORMULARY 


The Ministry of Health states that assistants working with 
doctors in the National Health Service, even’ if the assistants 
themselves are not on the executive council’s list, should be 
provided with copies of the National Formulary. i 
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HOSPITAL SUPPLIES 
CENTRAL PURCHASE 

X-ray apparatus, films, -and paper, laboratory equipment, 
‘ streptomycin, ‘orthopaedic appliances, and some other articles 
are already purchased for hospitals by the Ministry of Health. 
The Minister has now decided in the interests of economy and 
efficiency that central purchasing shall be extended and carried 
out wherever netessary.- The Supplies Divi8ion will notify 
boards of governors and hospital management committees of 
the types~of equipment and stores to be purchased in this 
. way, and the Ministry invites these bodies to suggest! particular 
classes of goods to bė considered for early action. 





RESEARCH AND MILITARY SERVICE 

At a recent meeting the Committee of Reference passed a resolu- 
tion reaffirming-its opinion that a practitioner with a liability 
under the National Service Acts shall be discouraged from 
embarking on long, elaborate, or expensive research work; 
pafticularly if it will not enhance his particular value. to the 
.Forces,, The resolution was sent to the Central Medical War 
Committee. 

- The Committee of Reference is under the aegis of the Minister 
of Health, and. makes recommendations to~him on the call-up 
of specialists i in the London area for National Service, and also 
on their specialist grade in the Services. Of, its 10 members, 
who are all medical.men, four are nominated by the Royal 
College of Physicians, four by the Royal-College of Surgeons, 
one by the Royal College of Obstetricians and Gynaecologists, 
and one by the London County Council. 





` POSTGRADUATE COURSES FOR G.P.s 

The Edinburgh Postgraduate Board for Medicine is holding a 
fortnight’s general refresher course which starts on Sept. 12. 
Tbe course is intended primarily for demobilized medical 
„officers (Class 2) and for general practitioners: Lecture- 
demonstrations will be given on a wide range of subjects, par- 
ticularly on recent advances in treatment, arid there will be 
clinical demonstrations and ward visits. The fee for those not 
claiming expenses from Government ,sources is 10 .puineas. 
Applicants should write to the Director of Postgraduate Studies, 
Surgeons’ Hall,’Edinburgh, 8, those other than general prac- 


titioners giving particulars of their qualifications and post- 


graduate experience.” ~ 
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FILM COMMITTEE 


Two silent colour -films—“ Caesarean Section,” by Dr. K. V.. 


Bailey, Manchester University, and “ Congenital’ Abnormalities 
of the. Urinary Tract,” by Mr. T. L. Chapman, Glasgow—were 


shown at a meeting of the Film Committee in the Hastings Hall ` 


on June 17, with Dr. R. P. Liston in the chair. The committee 


decided to include both, films in the B.M.A. Film Library, and . 


a sound commentary is to be added to Dr. Bailey’s film. A film 
for students—“ Acute Inflammation,” by Dr. P. Hansell, West- 
minster Hospital—was also shown. 


a” 





COMPLIMENTARY DINNER 


The Sheffield-Division of the Association gave a complimentary 
dinner on April 14 to Dr. W. E. Dornan, who is chairman of 
the Medical Practices Committee. A large party entertained 
him, and the chairman, Dr. R. C. Burton, paid tribute 10 
his excellent work as a Representative for several years, as 
a member of Council, and as a member of the Negotiating 
Committee. He expressed the thanks of his, colleagues and 
the Division for Dr. Dornan’s valuable services to the pro- 
fession. Dr. Dornan acknowledged the help given him SO 
generously, and was appreciative of the honour afforded him 
of being able to serve the profession. j 


It is hoped in future to arrange an annual dinner to which . 


wives will be invited. i 


. to the dental profession,” 


DENTISTS SAY NO 
The British Dental Association has advised (British Der 
Journal Supplement, July 15, p. 11) its members to refi 
to Sign any permanent contract in the Hospital Service 
present. Members can accept renewal of their existing te 
porary contracts, but in doing so should make it clear tt 
this is without prejudice to any permanent contract. 
’ A letter from the association to the Ministry says that disci 
sions must be reopened with the Ministry on various subjec 
These include: “That the present differentiation between 1 
remuneration of general medical practitioners and general dent 
practitioners employed in hospitals is completely unacceptab 
and -“ That’ specific provision 
essential to -ensure that facilities for private treatment 
hospital shall be maintained and developed throughout t: 
country for those who desire it.” 


HEARD AT HEADQUARTERS 
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The Microphone Nuisance 


Now that the congress season is upon us, can nothing be dor 
to abate the nuisance of the microphone and amplifier? Fc 


` three days at the recent Congress of Obstetrics and Gynaecolos 


at Friends House every speaker was accompanied by an ampM 
fier on a huge pedestal which he trundled about with him o 
the platform wher he went to the lantern screen to expound h 
pictures or came to the footlights to put a point directly a 
his audience, and the microphone'had to be readjusted in heigl 
for each successive speaker. Almost every speaker spoke int 
it as if it were a telephone receiver, and many clung to it a 
if they were shipwrecked and it was a raft. The result was 
constant falsification and degradation of the voice, especiall 
for those in the front of the auditorium, who lost a great deal o 
what was said. Yet in Friends House, or in the Westminste 
Central Hall, or even in the Great Hall at B.M.A. House, an 
speaker, by raising his voice a little, could make himself com 
fortably heard without this contrivance at all. Jt is said tha 
the motor-car is depriving man of the use of his legs ; the micro 
phone and amplifier will soon be depriving him of audibl 
and intelligible speech. 


` à 


A Doctor's Bill in 1869 


Turning over the pages of the Gentleman’s Magazine for 180$ 
we came across a complaint against an apothecary—the prede 
cessor of the general practitioner—on the ground that he hae 
sent in a bill for £59 for attending a man and his wife for one 
year, the wife having had very little illness. This complain: 
was followed in the next issue by a voluminous and enthusiastic 
defence of the apothecary and of the profession in general. Way 
it fair, asked the writer, to say that an apothecary had charges 
£59 for a year’s attendance on a married couple without relating. 
the circumstances, the social position of the patients, the number 
of attendances, the nature of the illnesses, medical or surgical, 
and the distance—mileage in short—-between the addresses ? 
The writer went on to claim that the apothecary’s was the most 
noble and disinterested profession in the country—witness their 
attendance at parish workhouses, where their scanty pittance 
often did not pay their expenses. And in further proof he cited» 
their zeal in promoting vaccination, for “ the success of vaccina- 
tion has taken more from the pockets of apothecaries than the 
taxes incurred by fifty years of war.” 


The Status of Midwife 7 


After all, in spite of Shakespeare, there is a great deal in a 
name. The term ‘ “maternity nurse” for 4 midwife working 
with a doctor has led to misapprehension and some amount. of 
feeling, and the Association in its comments on the report of 
the Working Party on Midwives recommends to the Central 
Midwives Board that the use of the term’ shall be dropped. It 
urges that it should be appreciated that the midwife and the 
doctor are working together, and that this in no way relegates 


t 
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e midwife to.an inferior status. She is still a midwife and is ` 


orking as such, and at any time may be called upon to act as 
ich. That there is a confusion ‘of ideas on this point was 
own by the reception of Mr. Bevan’s remarks at the recent. 
eeting of the .midwives. -The two professions are ~not in 
ympetition. i : mt 





Questions Answered — 


aad 








` 
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Pay in R.A.M.C, : 


Q.—What is the. pay of (1) a lieutenant, (2) a captain in the 
*4A.M.C:? „What marriage allowance does he receive (a) if 
nder 25 years, (b) if over 25 years? The rates of pay I want 
4 know are those for a “ conscript” officer doing his eighteen 
tonths—not a regular. ` 


A.—The rates of basic -pay of lieutenants and captains, 
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Representatives’ of the . dental profession claim that they 


, should be entitled to withhold a proportion of the. fee to offset 


*.A.M.C. (both for National Service officers and others), are. 


s follows : 

‘ Rank Daily Rate 

' £ s. d. 
Lieutenant 4 12 0 
Captain ae ats ʻo 18 0., 
Captain after 2 years as such 1 11 0 
Captain after 4 years as such . .. 114 0 - 
Captain after 6 years as such 1 17. 0 


Specialists in the R.A.M.C. receiye 4s. a day in addition., 
Married National Service officers under the age of 25 years 
ceive marriage allowance-at 45s. a week ; married National 
Service officers aged 25-and over receive marriage allowance 
it 12s. 6d. a day. =~ oer 
The rates of basic pay and marriage allowances are the same 
‘or corresponding ranks in all three Services. Pk 
Regular and short-service officers receive the same rates of 
basic pay as‘ the above, but are entitled to larger marriage 
allowances : 3s. a day more if living in quarters, and 6s. a day 
more otherwise. : : 


_ Holidays for Assistants l 
Q.—In these modern days all workers get a stated number of 


holidays in.the year, and it -is compulsory for the employers to 
give these free days. .I should like to know if the position is 


r 


otherwise when the employer is a doctor and the employee an, 


assistant doctor. ; 


A.—There is no statutory holiday period for an assistant. 
Holiday arrangements are normally made by mutual agreement 
between the principal and assistant, and in some cases’ the 
position may be covered in the assistantship agreement. 


~- 


Fees for Dental Anaesthetics 


Q.—I had been giving dental gases for a dentist who-is in 
the national scheme. Wher the dentists’ earnings over £4,800 
per annum were halved, however, on the next occasion when I 
gave gases he gave me a cheque for one-half of the fee’s value 
for. anaesthetics as laid down in the handbook. Is his action 
in keeping half the fees legal and ethical ? When asked to give 
gases for a dentist who has his own machine and provides the 
cylinders of gas for it, am I now liable for payment for the gas 
used ? i . : : i 

A.—The fees- for dental anaesthetics are laid down in. the 
General Dental Services, Fees Regulations, '1948, S.I. No. 1297, 
and are as follows : : 





Administration of general anaesthetic—fee per visi in connexion 


with the extraction of: : 
10s. Od. 


1- 3 teeth ea 

4-11 „p ; .. -£1 Os. Od. 
12-19 ,, a5 = ; £1 10s. 6d. 
20 teeth or over .. £2 Os. Od. 


~ 


It is for the dentist to claim ‘the fee from the executive 
council and pass it.on to the general practitioner who 
administers the anaesthetic. : 


` 


expenses incurred in the provision of anaesthetic apparatus and 
gas, etc., and discussions are now in progress on this particular 
‘point. Normally the dentist and the doctor mutually arrange 
whether or not such a deduction shall be made, and definite 
arrangements are entered into before the extractions take place. 

There is no official authority for the anaesthetic fee to be 
halved on account of the recent cut in. the remuneration of 
dentists. a 


Sight Tests 


Q.—Several. young men wearing perfectly suitable glasses 
have recently demanded a “sight test” for no other reason 
than their -having been told that they should be tested every 
two years. This idea seems to be promulgated by certain 
opticians. Under the new scheme are they in order in actively 
encouraging by post-card reminders, etc., these repeated tests ? 


A.—Except -where a person is unable, or unwilling on 
conscientious grounds, to do so, he may obtain a sight test 
for the first time, through the Supplementary Ophthalmic Ser- 
vice only upon a recommendation from a general practitioner. 
Thereafter he is entitled to go direct to an ophthalmic medical 
practitioner or ophthalmic optician for a further sight test at - 
any time. -- 

Apart from the display of a notice at his premises it is an 
infringement of the regulations for an optician to advertise 
either directly or by implication that his name is included in 
the list of an Ophthalmic Services Committee or that he pro- 
vides or is ‘authorized to provide services under the Act. 


Obstetric Emergency 


Q.—I have sent patients to hospital after- attending them at 
delivery—e.g., for removal of retained placenta. As I am not 


` on the staff of the local hospital I do not attend them during 


the puerperium, although I perform a post-natal examination 
at about six weeks after delivery, including pelvic examination. 
In such cases the local authority has refused me payment for 
attendance at the confinement on the grounds that the confine- 
ment was not completed by me and that I did not attend the 
patient during the puerperium. Is the authority correct in its 
interpretation of the regulations for Northern Ireland ? 


A.—A similar inquiry was put to the Ministry of Health some 
months ago, dnd executive councils were informed that the full 
fee should be paid where a general practitioner is attending the 
patient and himself decides after labour has started that the 
patient -ought to be removed to hospital on account of an 
obstetric emergency. There is no reason to suppose that the 


“same ruling would not apply in Northern Ireland. 


Wife Employed by Partnership . 


Q.—(a) If I pay my wife for help in the conduct of my prac- 
tice, must I stamp a card for her? (b) What is the maximum 
amount I can pay her without income-tax deductions under 
P.A:Y.E: ? 

A.—(a) A doctor working single-handed who employs his wife 
in the conduct of his practice is not required to stamp a card 
for her under the National Insurance Act. If she is employed 
by a partnership, her husband being one of the partners, she 
isan employed person, for whom contributions must be made. 
(b) The maximum amount payable without P.A.Y.E. deductions 

“is £3 a week. ; 











-” 
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TRADE UNION MEMBERSHIP : 
The following is a list of local authorities which are under- 


- stood to require employees to be members of a trade union 


. ments), Tyldesley. 


or other organization: 


Metropolitan Borough Councils—Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dartford, Wallsend. 


Urban District Councils—Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
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Venereology as:a Specialty 


3 Sm,—Liverpool -has a population of 795,900. Being a sea- 
port, the unnumbered multitude of seafaring men who visit 
the city each year would justify one in estimating the popula- 
tion at at least one million. Most large industrial cities have 


` a ‘high incidence of venereal disease which is endemic, but 


~ 


- 


a port is a nodal- point on which a constant influx of V.D. 
-converges and from which V.D. is disseminated both inland 
and overseas. Itis not surprising, then, that the V.D. treatment 
centres in Liverpool deal with very -large numbers of patients 
annually. The number of fresh attendances at’ the Seamen’s 
Dispensary alone in 1947 and 1948'was over 5,000 each year, 
both venereal and-non-venereal. Over 60,000 fresh cases have 
been seen at this clinic since 1931. a ' 

The diagnosis and treatment of V.D. in Liverpool is under- 
taken by a consultant venereologist who is director of the 
clinics concerned, is adviser to the Liverpool Regional Hospital 
Board, and is employed on a part-time basis ; by three whole- 
time venereologists (one female and two male); and by half a 
dozen part-time venereologists. Z 

Your readers will be surprised to Jearn that the professional 


assessment committee of the regional board has seen fit to. 
. accord .the status of full consultant to one of this team only. 


All’three whole-timers are to be offered contracts as senior hos- 
pital medical officers. Their years of experience in V.D. are 
27 (6 in Liverpool),,15 (14 in Liverpool), and 11 (2 in Liverpool) 
respectively. Birkenhead, with a population -of 134,160, has one 
whole-time venereologist of 11 years’ standing. He too is:to 
be S.H.M.O..° + ° : ~ ` 

It might be assumed that the professional assessment com- 
mitteeé considers the standard of venereology. ‘on Merseyside 
to be too low to warrant any recommendations other than those 
already made. ` This view would be refuted by all with an 
intimate knowledge of the clinics concerned. 


To.account for the downgrading of venereologists on Mersey- 


side and possibly elsewhere there springs more readily to mind - 


an idea which would cause such men as John Hunter, Ricord, 
Fournier, Jonathan Hutchinson, Ehrlich; Neisser, and.a great 


“many more who devoted much of their lives’ to the, study of 


- syphilis and ‘gonorrhoea to turn in their ‘graves. It is that 
venereology should not be regarded as a specialty in its own 
right. ‘ -5 


There would appear to be a prevalent notion that the imme- 
diate and only sequel to the diagnosis of syphilis‘or gonorrhoea 
in whatever stage is the prescription of large doses of penicillin ; 


that most-of.the venereologist’s work is that’ of a technician © 


applying this technique in routine fashion; and that any tyro 
can manage a clinic for the care of such patients who are not 
prepared to be fleeced for the sake of absolute secrecy. Such 
a conception is commonplace in the minds of medical men who 
overlook -thé fact that it was more than the convenience ‘of 
patients which prompted the Government to set up- special 
clinics for the treatment of these special diseases in 1917.- These 
clinics were inaugurated on account of the completely unsatis- 
factory treatment undertaken privately by too many practi- 
tioners whose chief interest Jay elsewhere. “By law these, clinics 


have to be run by special doctors, though it is readily admitted 


by venereologists that the standard required is quite inadequate - 


for the designation of specialist. Also overlooked is the fact 
that in spite of routine work the venereologist as such is an 
integral part of medicine in that he is needed to rectify, where 
possible, the ravages of V.D. in patients who have previously 
been maltreated by “ penicillin punchers ” who, with fatuous 
optimism, see no further than the visible lesion. 

One may be forgiven, while beset with professional scorn, for 


suggesting that much of a dermatologist’s work is the routine- 


diagnosis and treatment of scabies ; that the anaesthetist can 
leave many cases to inexperienced house-men ; that the obstetri- 
cian depends for his livelihood upon the successful supervision 
of a normal physiological function; that most of the psychi- 
atrist’s patients leave his consulting-room with the label 


~ 


= 


“ chronic unspecified anxiety state ” : and that the radiologis 
interpretation of a photograph is often less hazardous than t 
-venereologist’s interpretation of conflicting and doubtful ser 
logical tests. Indeed, every, specialist performs much routir 
It isthe unusual and difficult.which justifies his existence, 

So it is with the venereologist. It is not the diagnosis 
gonorrhoea and the prescription of ' penicillin to which | 
devotes his study, nor the recognition of a primary chancre a) 
the discovery of the Spirochaeta pallida. Jt is rather t 
management of all forms of metastatic gonorrhoea and la 
syphilis. _ It is not_knowing when and with what to start trez 
ment, but when to stop and when to continue. It-is7-knowit 
how to, advise on the safety of marriage and how to ave 
disruption of marriage, for no other diseases have such di 
repercussions on family life. It is the- intelligent interpretatic 
of serological tests and cerebrospinal-fluid findings and tl 
recognition and treatment of drug sensitivity and intoleranc 
It is an appreciation of the epidemiology and social implic: 
tions of V.D. The venereologist is one who not only pla: 
a large part in preventive medicine by the proper use of dru; 


-and by the organization of intensive follow-up of defaulte 


r 


and contacts in co-operation with the invaluable services ¢ 
welfare workers, he is also one whose specialty encroach 
on the domain of all the other specialties. He seeming! 
has to trespass, and herein lies much of his trouble. 

‘General physicians, cardiologists, neurologists, surgeon 
obstetricians and gynaecologists, paediatricians, ophthalmc 
logists, oto-rhino-laryngologists, and psychiatrists—al] see th 
venereologist as one who might interfere. Yet none ‘has nc 
‘benéfited from the teaching of venereologists and none ha 
been unable to say of a. patient, “A pity he was not in th 
hands of a competent venereologist many years ago.” 

If all other régional boards adopt the same attitude as th 
Liverpool Board it means that the only goal for a venereologis 
is to be an adviser to a board, of which there are but 14 i 
England. Had the object of its decision been to guarantee, 
constant supply of cardiovascular-and neurosyphilis cases, etc 


- for the teaching of disease manifestations which might reason 


ably be made to. become medical curiosities, it could not hav. 
chosen “a better method than one which will ensure that non 
but the mentally backward take up venereology. Fair prospect 
would be too remote, l l 

Is it not as rational to make a special study of the spirochaete 
which can invade any tissue of the human body, as to make ; 
special study of some region of human anatomy which cal 
be invaded by many organisms other than the spirochaete ‘ 
Moreover, is not venereology a vocation which many medica 
men would not follow even if tempted with a merit award it 
lieu of danger money? _ 

One can only look westward with envy to the U.S.A., wher 


-venereologists receive their just acclaim and the Government 


realizing the effect of V.D. on the national economy in peact 
as well ʻas in war, votes $1,000,000 annually to its research 

The Lock Hospital appears to be like a ship in the proces: 
of being torpedoed. _Are the captains to take to the lifeboat: 
and the crew to go down with her ?—I am, etc., i 


Liverpool. ` ARTHUR S. WIGFELD. 


Public Health Service Appointments 


Sirn,—The executive committee of the Medical Women’s 
Federation seeks this opportunity to express its support of the 
action of the British Medical Association in imposing a ban 
on posts in the Public Health Service which are being adver- 
tised in the lay press at lower salary rates than the B.M.A. 
recommendations for permanent scales of remuneration for 
medical officers -in the Public Health Service, the ban to be 
in force until such time as local authorities are prepared to 
begin negotiations on salary scales. i 

The struggle for equal pay for medical’men and women in 
the Public Health Service was a long one, and the Federation 
would like once more to acknowledge the loyal support of the 
British Medical Association at that time. In the long run the 
battle was won largely because, with very few exceptions, medi- 
cal women refused to apply for the posts blacklisted because 
of the lower salary offered to ,women, and in this way they 
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sngthened the hands of the negotiators. This was at a time ` 
considerable unemployment in the profession, when to 
‘ain from accepting an underpaid post was frequently a 
ious financial sacrifice. 

As regards the present issue, there is often temptation for’ 


applicant to argue the needs of his or her particular circum- ~” 


nces which they feel make a claim for sympathetic under- 
ading. To such applicants we would like to say that they 


> both jeopardizing the issue for the profession as a whole - 


dare in danger of placing themselves in an unhappy position 
d an inferior status with their colleagues both inside the 
iblic Health Service and outside it. The Federation begs any 
ch would-be applicants, no „matter what the circumstances 
1y be, to try- to see the matter in all its bearings. We suggest’ 
at this wider professional approach to their individual problem 
ll lead them to add their ‘support to that of colleagues who 
e'loyally observing the ban—and thus hasten the day when 
wzoOtiations will be begun. 

Should any medical woman still not be clear as to why it 
aS been necessary to impose this ban, she is urged to write 
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Let us foster co-operation ; let the traffic of information pass 
freely in such directions as are necessary for the working of 
our medical team; and let us not forget that the well-being 
of the patient is of greater importance than our own prestige 
„and pseudo-ethics—I am, ete, ` 


Baildon, Yorks.. H. GRAY.” 


7 The Association War Memorial 


SiR,—From the report on the debate at the A.R.M. (Supple- 
ment, July 2, p. 26) some points of general interest have been 
omitted. -© Dr. Dain, in moving the report, told the meeting 
that 879 members (105 civilians) had been killed by enemy 
action. J, speaking in support of the Harrow amendment, 
asked Dr. Dain if it were known how many dependants there 
were of those killed, and he replied that the number was not 
known. Later Dr. Dain said that the Medical War Relief 
Fund still had £19,000 and that there were no applicants. 

These facts were not generally known, either by representa- 
tives or throughout the Divisions. I hope that Council will 


the British Medical Association or to the Medical Women’s “find out as far as`it can the number of needy dependants 


:deration.—I_ am, aes 

GERTRUDE HERZFELD,, 
President, 

Medical Women’s Federation, 


Tavistock House North, 
Tavistock Square, London, W.C.1. 


Grading of Hospital Staff 


Sir,—I am instructed by the general meeting. of the Liverpool 
egional Hospitals. Medical Association held on July 11 to 
md you the following resolution : 


“This meeting regrets that, in spite of cases of up-grading, there 

e many anomalies still existing both with regard to groups and to 
dividuals. We are particularly concerned about the two specialties 
enereology and tuberculosis, in which the grading has been almost 
wmiformly that of senior hospital medical officer. We feel that low 
cading will inevitably have a depressing effect on efficiency in the 
ature, since recruitment will fall in quality. 

“ Some of the individual grading seems to us so unjust that we feel 
«at it is essential that fresh consideration to individual appeals 
hould be given forthwith. : 

“We therefore heartily support the British Medical Association’s 
laim for the setting up of regional appeal committees before which 
ae appellant will have the. right .to appear in person and be, 
epresented.” 


-I am, etc., V. COTTON CORNWALL, 


Hon. Secretary 


~ 


jnducenient Payments 


Sm,—Like a good many other doctors with small rural prac- ` 


“ces in Scotland I have had my application for an inducement 
sayment turned down by the Secretary of State for Scotland. 
‘ have reason to believe that my application was favourably 
recommended by the local medical committee and by the 
:xecutive council in this area. 

I think that it is worth. bringing this matter to your notice. 
The way the economy axe has struck first at the smaller 
practices with the smaller incomes is surely an indication to 
the whole profession of what the official attitude is likely to 
be towards a general! financial betterment.—I am, étc., 

Braemar, Aberdeenshire. D. N. B. MORRISON. 


School Medical Officers ; 


Sm, —It is with alarm that one reads the report of the 
Annual Representative Meeting (Supplement, July 2, p. 12) 
dealing with the position of school medical officers. ` 

The tone of such remarks of the supporters of the motion 
as, “The local health departments ... seemed determined to 
establish tHemselves by all possible means,” and later, “ The 
ever-growing number of people examining other people’s child- 
ren .... all patients belonging to other doctors,” bodes ill for 
the development of .the co-operation which one had rightly 
hoped to see resulting from recent.enactments, and which will 
be essential for the progress of our medical services in the 
future. The motion means that the G.P is assuming the form 
of “veto” over the actions of his colleazue in the school 
medical service in some cases. 


< 


Pietro! Regional Hospitals Medical Association, 


and let that number be known, as well as the sum of money 
which it thinks would be necessary to provide for them as 
they might reasonably have hoped to be provided for. Then 
I am certain that all members, including those in Divisions 
which instructed their representatives to support the Harrow 
amendment, will swiftly and generously TS pong to an appeal 
for funds. 

If the event proves that dependants are being adequately . 
cared for, the £10,000 for the fountain will also be quickly 
forthcoming. As J said at Harrogate, this represents the 
trifling sum of 3s. 4d. per member, but I fear (J hope I am 
wrong) that even this will not be speedily subscribed unless 
the position of the dependants is made clear. We are not 
‘against a visible war memorial (many of those speaking in 
support of Harrow’s amendment made this point), but we feel 
that it would be wrong to spend money on any form of visible 
memorial if there are dependants of those killed by enemy 
action requiring assistance. 

If Council will tell us all the facts there need be no doubts 
of the peneroaty of the profession.—I am, etc., — 


Lancaster, J OHN WILKIE. 


D 


Free Drugs for Private Patients ; 


Sir,—It is inevitable that in the abbreviations from Hansard 
that appear in the B.M.J. some points should be missed. May 
I quote certain passages more fully, as they show a surprising 
admission by the Minister of Health ? 

As you state (Journal, July 16, p. 184), Mr. Richard Law 
moved an amendment to enable those treated by private practi- 
tioners to receive the advantages of the Act so far as pharma- 
ceutical services ‘were concerned. During the discussion Dr. 
Segal (Member for Preston), in hoping that Mr. Bevan would 
set his face against the amendment, said, “ A tremendous con- 
cession has been made by the Minister in permitting full scope 
of private practice to exist alongside the National Health Ser- 
vice. That being so, it is more than ungenerous of the 
Opposition to expect the Minister to go to the length of 
actually subsidizing private practice, because that is what it 
amounts to: J hold the- view that if my rt. hon. friend was 
tempted to give way to the Opposition on this amendment he 
would be sabotaging the whole of the National Health Service 
scheme.” ~ 

I am not interested in the view of a doctor or any other 
person who says that a tiny modicum of freedom, unavoidably 
granted, is‘a tremendous concession. And I-would have agreed 
with you, Sir, that this opinion was not worth quoting if it 
had not, a little later, drawn a remarkable confession from 
‘the Minister when he said, “ We now have this 4% fof the 
population outside the Service]. I do not take exception to 
it, but I say that, if we made the concession asked for to-day, 
that 4% would grow very rapidly indeed, and before very 
long—my hon. friend the Member for Preston was right— 
this would prove to be the biggest piece of sabotage of the 
Health Service which could possibly have been conceived.” 
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To lull the uneasy mind of the public and to make it more 
difficult for the profession to stay out, the Minister said last 
year that any part of the Service was available to anyone, to 
use or not as they chose. Since then he has gone back on 
his word with one quibble after another, and now he states 
that his Act depends for its success on millions being forced 
to use it against their will. 

Here at last we have the truth. It will out. 
cannot hide it indefinitely—I am, etc., 

London, N.W.1. 


Even Mr. Bevan 
R. HALE-WHITE. 


Sir,—The question of free drugs for private patients has 
once more been. brought before the Representative Body and 
once more it has been agreed by an overwhelming majority 
that they should be entitled to them. 

We are informed that an amendment will be put before 
Parliament to secure this end. Presumably that amendment 
will be put by the Opposition, since Mr. Bevan has declared 
that by withholding such benefits he hopes that 100% of 
the population will eventually choose State medicine. The 
opponents of such an amendment will doubtless declare that 
there are insuperable administrative difficulties. The only 
administrative difficulties that one can see are those concerned 
with controlling prescribing by doctors, and this to me appears 
to present no special difficulties. 

All doctors already in the Service could accept Forms E.C.1 
overprinted with a large P, signifying that the patient wished 
pharmaceutical services only. Such a doctor would have x 
patients for whom he received a capitation fee and x + p 
for whom he prescribed. On this latter figure his prescribing 
costs could be averaged. Likewise, a doctor outside the Service 
could apply to the executive council for admission to a “P” 
list for prescribing only, and Here again his costs could be 
averaged. 
by deducting a sum from his State remuneration for over- 
prescribing, -since he would have no such remuneration, but 
if any penalty was required then removal from the “P” list 
could be threatened. 

The system I have outlined does not imply that we approve 
of such fines, but it would not add any more administrative 
burdens or difficulties at executive-council levels than if those 
“P” patients came on State capitation lists—I am, etc., 


Malvern, Worcs. G. JAMIESON MEIKLE. 


“e An amendment on this subject was defeated when the 
Standing Committee debated the Amending Bill during its third 
and-fourth sittings on July 5 and 6.—Ep., B.M.J. 


Clearing House 


Sir,—I have just received a circular letter from my M.O.H. 
quoting a directive from the Ministry. This states that, 
“should the doctor attending the patient deem that an oxygen 
tent, or oxygen therapy equipment, is necessary, he must con- 
sult a specialist from a local hospital. If, after consultation, 
it is still found necessary to order the equipment then the order- 
ing becomes the responsibility of the hospital.” 

This directive seems to be remarkable both in its implications 
and in its grossly offensive wording. Is it really the intention 
of the Minister to downgrade the G.P. to the level of a medical 
orderly? 

There is an increasing tendency to regard the .G.P. mainly 
as a clearing house, and the loss of confidence in his ability 
fostered by this can only damage the profession as a whole in 
addition to destroying the clinical interests of the practitioner. 
Moreover, this denigration of the G.P., who alone is in a 
position to know the patient as an individual within his own 
environment and not just as a series of dissociated systems, 
would seem to run counter to all modern medical thought. 

There is an increasing feeling-of frustration among practi- 
tioners, and if they are now to find their professional interests 
stifled at every turn by regulations of this nature then it would 
seem incumbent to inform young aspirants to general’ practice 
of their future status. If the best men then turn aside it will 
not matter; they will not be needed.—I am, etc., 

London, N.W.9. N. C. Monn. 


The latter doctor could not, of course, be fined- 


POINTS FROM LETTERS 
Waste : 


Dr. G. C. Permer (Hadley Wood, Herts) writes: In a recent let 
to The Times Sir Lionel Whitby has provided further evidence, 
such were still needed, that the State is less moral than its citize 
Such was indeed evident, to those who would see and listen, lo 
before the Health Act. If this be agreed, then the ethical claims 
the political Left are seen for what they are—pretentious, insole 
and false in every sense.... It has been pointed out that a 
further advances in social services can only come from increas 
wealth and productivity. A Minister of the Crown stated some ti: 
ago that exports do not matter. But without exports, visible a 
invisible, where are the héalth services? If I understand him aris 
Dr. Ffrangcon Roberts stressed the necessity of cutting our cc 
according to our cloth. I know a factory employing 3,000 men 
which the contributions of the firm for social insurance amount 
£30,000 a year. Such is a direct charge on manufacture, by whi 
we live. So it would seem that the health services can only survi' 
can only be financially supported on an adequate scale, if waste 
ruthlessly eliminated and the Government learns to keep its word. 


Electronic Medicine 


Dr. M. H. K. Kane (London, S.E.21) writes: Why all this fu 
and bother about tbe salaries of consultants, specialis 
general-practitioner specialists, general practitioners, and nurses 
Is it not only too clear that ‘in a few years we will all ` 
replaced by appropriately specialized electronic brains, which w 
be installed in suitable batteries at our teaching hospita 
general hospitals, cottage hospitals, and health centres? T 
only factor lacking in this arrangement will be human unde 
standing, and in view of the well-known infallibility of mode: 
mechanical aids to diagnosis this is really almost unnecessary. T] 
whole troublesome profession will thus be neatly and convenient 
eliminated, with immense saving to the Government of worry ar 
expense. Large sums will be released for the provision « 
mechanical appliances and supports for the industrial populatio) 
whose welfare, longevity, and productivity will thus be immeasurab 
increased. Let us therefore relinquish our futile and undignifie 
endeavours to hold back the sacred waters of progress. . 
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B.M.A. LIBRARY 
The following books have been added to the Library: 


Leitner, S. J.: Bone Marrow Biopsy. English translation revise 
and edited by C. J. C. Britton and E. Neumark. 9. 

Licht, S. (Editor): Occupational Therapy Source Book. 1948. 

Lloyd, B. (Editor): Science in Films. 1948. 

Lonsdale, K.: Crystals and X-Rays. 1949. 

tnt W. R., and Woodhall, B.: Atlas of Peripheral Nerve Injuries 


Mace, D. R.: Marriage Counselling. 1948. 

Marshall, M. S.: Applied Medical Bacteriology. 1947. 

Martin, R., and Sureau, B.: Traitement Moderne des Méningite 
Purulentes Aiguës. 1948. 

Matthews, F. B.: Mental Health Services. 1948. 

Meleney, F. L.: Treatise on Surgical Infections. 1948. 

Modern Practice in Psychological Medicine, 1949: edited by J. R 
Rees. 1949,- 

Monrad-Krohn, G. H.: Clinical Examination of the 
Ninth edition. 1948. 

Murray, J, B.: Some Common Psychosomatic Manifestations, 1949 

Nimalasuria, A.: Dietetics. 1948. 

Ogilvie, Sir H., and Thomson, W. A. R.: Early Recognition oj 
Disease. 1949, 

Ponder, E.: Hemolysis and Related Phenomena. 1948. 

Riddell, V.: Carcinoma of the Breast: a Hunterian Lecture. 1948 

Robertson, J. K:: Radiology Physics. Second edition. 1948. 

Seegers, W. H., and Sharp, E. A.: Hemostatic Agents. 1948. 

Shaw, W.: Textbook of Midwifery. Third edition’ 1949. 

Sleeman, C. (Editor): Trial of Gozawa Sadaichi and Nine Others 

ar Crimes Trials Series). 1948. 
Smi Sir S., and Fiddes, F. S.: Forensic Medicine. Ninth edition. 


Todd, J. W.: Rational Medicine. 1949. 
valen ung, C. W.: Intelligence Tests for Children. Third edition. 


Van der Werff, J. T.: Biological Reactions Caused by Electric 
Currents and by X-Rays. 1948. 

Warfield, F.: There’s No Need to Shout. 1949. 

Warkentin, J., and Lange, J. D.: Physician’s Handbook. Fifth 
edition. 1948. 

Weber, F. P.: Rare Diseases and Some Debatable Subjects. Second 
edition. 1948. 

Weinberger, B. W.: An Introduction to the History of Dentistry. 
2 volumes. 1948, 

Wiles, P.: Essentials of Orthopaedics. 1949. 

vapid. T.: Business Side of Medical Practice. Second edition. 
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H.M. Forces Appointments k 





S ROYAL NAVY ` 
urgeon Rear Admiral J. A. Maxwell, C.V.O., C.B.E., K.H.S., has 
o placed on the Retired List. . 
urgeon Commander T. L. J. Barry has been placed on the Retired 
i a 


‘urgeon Commanders W. A. Hopkins, O.B.E., and T. B. Lynagh 
de Surgeon Captains. 

icting Interim Surgeon Commanders D. A. Hovenden, E. B. 
dbury, E. D. Caldwell, H. G. Silvester, O.B.E., and J. L. S. 
2]le-Perkins to be Surgeon Commanders. 

.cting Surgeon Lieutenant-Commanders A. J. Gaskell and J. Glass 
be Surgeon Lieutenant-Commanders. 


RoyvaL NAVAL VOLUNTEER RESERVE 
urgeon Lieutenant-Commander R. G. Reid, V.R.D., to be. 
geon Commander. ; 
iurgeon Lieutenant-Commanders D. Rice and F. J. Curtis have 
n removed from the Active List. 
‘urgeon Lieutenants D. R. Tipping, E. J. King, A. W. Hagger, 
H. M. Titcombe, 
mmanders. : 

ROYAL AUSTRALIAN NAVY 

urgeon Lieutenant-Commanders J. E. Hughes and M. J. L. 
ning, R.A.N.R., to be Surgeon Commanders, R.A.N.R. 


ROYAL NEW ZEALAND NAVY 


urgeon Commander E. S. McPhail, V.R.D., K.H.P., to be 
‘geon Captain. 
ARMY 


20lonels E. M. Townsend, M.C., and D. T. M. Large, late 
\.M.C., have retired on retired pay and have been granted the 
1orary rank of Brigadier. 
-olonel D. H. Murray, late R.A.M.C., having attained the age for 
rement, is retained on the Active List supernumerary to 
ablishment. 
-Olonels W. W. S. Sharpe and F. McKibbin, O.BE., late 
\.M.C., have retired on retired pay. i 
enant Colonel T. F. M. Woods, O.B.E., from R.A.M.C., to 

olonel. l 

ROYAL ARMY MEDICAL CORPS 

Jeutenant-Colonel G. F. Harrison, M.B.E., has retired on retired 
y on account of disability. 
Major (War Substantive Lieutenant-Colonel) J. A. MacDougall, 
B.E., to be Lieutenant-Colonel. 
valor A. C. Cox, O.B.E., and A. Gleave to be Lieutenant- 
lonels. 4S 
Major J. Walsh has been placed on the half-pay list on account of 
ability. 
Captain (War Substantive Major) T. W. Carrick to be Major. 
Short Service Commission, Specialist-—Captain (War Substantive 
ajor) J. B. Headley Blythe has retired on account of disability and 
5 been granted the honorary rank of Major. 


Short Service Commission.—Captain S. J. Nathan to be Major’ 


ibstituted for the notification in a Supplement to the London 
zette dated April 22). Captain J. P. Mitchell has retired and 
s been granted the honorary rank of Major. 

Short Service Commission (Type “ B”’)—Colonel R. H. Robinson, 
D., from T.A., to be Lieutenant-Colonel. Major H. Shield, from 
å., to be Major. (Substituted for the notification in a Supplement 
the London Gazette dated April 26.) Captains J. Totten, W. S. 
igus, and A. A. Grace to be Majors. 


REGULAR ARMY RESERVE OF OFFICERS 
RoyaL Army MEDICAL Corps 


Colonels H. G. Monteith, D.S.O., O.B.E., and E. V. Whitby, late 
A.M.C., having exceeded the age limit for liability to recall, have 
ased to belong to the Reserve of Officers. 

Lieutenant-Colonels (Honorary Colonels) G. K. Maurice, D.S.O., 
.C.. H. F. Panton, D.S.O., M.C., and J. F. W. Sandison, O.B.E., 
.C., having exceeded the age limit for liability to recall, have ceased 
pelong to the Reserve of Officers, retaining the honorary rank of 
lone 

Lieutenant-Colonels J. A. Clark, M.B.E., P. C. Field, and R. H. 
‘igh, M.C., having exceeded the age limit for liability to recall, 
ve ceased to belong to the Reserve of Officers. 
Lieutenant-Colonel D. H. Waldron, O.B.E., from I.M.S., to be 
eutenant-Colonel, 

Major (Honorary Brigadier) R. H. Lucas, C.B.E., M.C., having 
ceeded the age limit for liability to recall, has ceased to belong 
the Reserve of Officers, retaining the honorary rank of Brigadier. 
Majors (Honorary Colonels) J. H. Baird, È. Catford, O.B.E., 
'. B. Stevenson, and H. J. G. Wells, having exceeded the age limit 
r liability to recall, have ceased to belong to the Reserve of Officers, 
taining the honorary rank of Colonel. 

Majors (Honorary Lieutenant-Colonels) C. M. C. Byrne, O.B.E., 
' Mc. M. Chesney, M.C., W. E. K. Coles, C. R. Dugeon, O.B.E., 
.C., W. V. Fawkner-Corbett, O. D. Jarvis, O.B.E., D. J. H. Jones, 
'. J. A. Laird, and R. B. Myles, O.B.E., having exceeded the age 
nit for liability to recall, have ceased to belong to the Reserve of 
fficers, retaining the honorary rank of Lieutenant-Colonel. 


and J. J. Ennitt to be Surgeon Lieutenant- | 


Majors E. H. W. Elkington, D. G. Evans, H. G. Hobson, O.B.E., 

.C., D. C. Ogilvie, M.C., T. V. Oldham, D, W. Pailthorpe, M.C., 
and J, C. Preston, having exceeded the age limit for liability to recall, 
have ceased to belong to the Reserve of Officers. , i 

Captain (Honorary Lieutenant-Colonel) P. L. C. Carrier, having 
exceeded the age limit of liability to recall, has- ceased to belong 
to the Reserve of Officers, retaining the honorary rank of Lieutenant- 


. Colonel. 


War Substantive Majors V. St. G. Vaughan, W. M. Walsh, and 
A. J. Daldell-Ward, from Emergency Commissions, to be Majors, and 
have been granted the honorary rank of Lieutenant-Colonel. _ 

Major S. J. Nathan, from Short Service Commission, to be Major. 

Majors T. K. White, W. C. Templeton, J. J. Barton, and O. 
Walker, from I.M.S., to be Majors. 

Captain (War Substantive Major) H. Mowschenson, from Emer- 
gency Commission, to be Major, and has been granted the honorary 
rank of Lieutenant-Colonel. 

Captain T. W. Gillespie, from Supplementary Reserve of Officers, 
to be Major, and has been granted the honorary rank of Colonel. 

Captains W. G. Sutcliffe, O.B.E., R. P. Smyth, O.B.E., G. R. 
McNab, J. W. Crofton, T. G. Faulkner-Hudson, G. F. Wright, H. A. 
Magnus, A. E. Francis, R. S. Handley, and W. A. Oliver, M.B.E., 
from Supplementary Reserve of Officers, to be Majors, and have 
been granted the honorary rank of Lieutenant-Colonel. 

Captains W. R. Cunningham, J. B. McCallum, S. T. Irwin, J. J. T. 
Morrison, O. C. Dobson, J. Devine, M.C., H. LC Maclean, R. A. 
Binning H. V. Corbett, D. W. Ashcroft, E. R. Dansie, E. Carew- 
Shaw, W. D. B. Pettigrew, P. E. Cresswell, J. Mason, M.B.E., G. A. 
Fowler, M. H. Hughes, P. B. Barker, I. P. J. Macnaughten, E, H. W. 
Lyle, W. G. France, J. P_ Bostock, J. W. S. H. Lindahl, W. 
Mackenzie, A. M. Murray, R. A. Tennent, M.B.E., I. C. Thomson, 
R. R. Gordon, M.C., and F. J. Hebbert, from Supplementary Reserve 
of Officers, to be Majors. 

Captain R. Mowbray, from Supplementary Reserve of Officers, to 
be Captain, and has been granted the honorary rank of Major. 

War Substantive Captains A. T. Wallace and J. G. Dumoulin, from 
Emergency Commissions, to be Captains, and have been granted the 
honorary rank of Major. 


TERRITORIAL ARMY 
RoyaL ArMY MEDICAL Corps 


Colonel J. P. J. Jenkins, O.B.E., T.D., has been appointed 
Honorary Colonel. 

Lieutenant-Colonel W. A. Jackman, T.D., haying exceeded the 
age limit for retention, has retired and has been granted the honorary 
rank of Colonel. 

Lieutenant-Colonel J. P. McGreehin, M.C., having exceeded the 
age aout for retention, has retired, retaining the rank of Lieutenant- 

olonel. 

Lieutenant-Colonel R. H. Robinson, T.D., to be Colonel. 

Major (Acting Lieutenant-Colonel) C. D. Evans, O.B.E., Reserve 
of Officers, has relinquished his commission. 

Major (Acting Lieutenant-Colonel) J. P. Raban. T.D., has relin- 
quished his commission on account of disability and has been 
granted the honorary rank of Colonel. 

Major (War Substantive Lieutenant-Colonel) W. H. D. Patterson, 
T.D., to be acting Colonel. 

Majors C. W. Dudley, T.D., P. Hickey, T.D., D. S. Jones, A. H. 
Macklin, O.B.E., M.C., T.D., A. S. Pern, O.B.E., T.D., R. O. 
Townend, T.D., E, Walsh, T.D., and H. S. Ward, O.B.E., T.D., 
having exceeded the age limit, have retired and have been granted 
the honorary rank of Colonel. 

Majors W. E. A. Buchanan, T.D., T. L. Clark, T.D., P. Hayes, 
T.D., G. E. Lindsay, C. F. Mayne, O.B.E., G. Sparrow, M.C., T.D., 
and J. W. Wayte, M.C., T.D., having exceeded the age limit, have 
Maed a have been granted the honorary rank of Lieutenant- 

olonel. 

Majors A. Willcox and G. M. R. Duffus, M.B.E., have been granted 
the acting rank of Lieutenant-Colonel. 

Majors S. B. Faulkner, R. W. Gemmell, T.D., J. C. C. Howe, 
F. J. Lidderdale, M.C., I. H. Lloyd-Williams, M.C., J. E. McCartney, ` 
W. H. Milligan, O. F. W. Robinson, T.D., E. G. Snaith, T.D., G. T 
Symons, A. J. Will, and C. N. Vaisey, T.D., having exceeded the age 
limit, have retired. 

Major R. B. Quinn has relinquished his commission on account 
of disability. 

Kee A. R. Edwards, from R.A., T.A., Reserve of Officers, to be 
ajor. 

Captain J. Beattie, having exceeded the age limit, has retired and 
has been granted the honorary rank of Colonel. 

Captain F. C. O’Mara, having exceeded the age limit, has retired 
and has been granted the honorary rank of Major. 

Captain (acting Colonel) J. Donovan has relinquished the acting 
rank of Colonel. 

Captains (Acting Lieutenant-Colonels) J. D. Wade and E. H. 
Evans to be Majors, retaining the acting rank of Lieutenant-Colonel. 

Captain (acting Lieutenant-Colonel) S. Glaser has relinquished his 
commission on account of disability and kas been pranted the 
honorary rank of Lieutenant-Colonel. 

' Captains (acting Majors) J. D. Wade, J. Macrae, T. M. Park, and 
E. H. Evans have been granted the acting rank of Lieutenant-Colonel. 

Captains W. H. Wolstenholme, O.B-E., T.D., R. Mowbray, and 
R. G. W. Ollerenshaw to be Majors, and have been granted the 
acting rank of Lieutenant-Colonel. 
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Bes (acting Majors) M. N. S. Duncan and P. G. McGrath to 
ajors. ’ > 

Captains H. F. T. Macfetridge, D.S.O., E. V. Bevan; A. W. Forrest, 
A. C. C. Burn, E: Parry, J. S. H. Wade, H. H. Kenshole, D.S.O., 


T.D., L. H. Allan, D. B. McVittie, A.-V. Griffiths, C. S. M. Hutson, . 


- T, C. Macinnes, P. G. Seed, M.B.E., G. Bourne, and L. W. Lauste, 
M.B.E., to be Majors. ; 
Lieutenant L. J. Haydon to be Major, and has been granted the 
acting rank of Colonel. 
Lieutenant L. Fletcher, O.B.E., 


s to be Captain, and has been 
granted the acting rank of Colonel. ; 
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B.M.A. LECTURES 

Every Branch and Division may have one B.M.A. Lecture a 
year. The lecturer, who is chosen by the Branch or, Division, 
is an authority on his particular subject. He is invited from 
the Central Office and receives an honorarium and his expenses. 
Branch and Divisional secretaries making up their programmes 
for the forthcoming year are invited to send requests to Head- 
quarters for B.M.A. lectures. The application:should be on a 
special form obtainable from Headquarters denoting the name 
of the lecturer, the subject, and choice of dates. 


SIR CHARLES HASTINGS CLINICAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of a 


certificate and a money award of 50 guineas, is again open for , 


competition. ‘The following are the regulations governing the 
award : 


1. The prize is established by the Council of the British Medical 
Association. for the promotion of systematic observation, research, 
and record in general practice: it includes a money award of the 
value of 50- guineas. S 

2. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal. observations and 
experiences collected by the candidate in general practice; and a 
high order of excellence will be required. If no essay entered is 
- Of ‘sufficient merit no award will be made. It is to be noted that 

candidates in their entries should confine their attention to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
interpretations, and their conclusions. 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than Dec. 31, 1949, 
The prize ‘will be awarded at the Annual General Meeting of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
-a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. ` A 
prizewinner in any year is not eligible for- a second award of the 
prize. P ' 

6. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or. her essay the 
the Council on any such point shall be final. z 

7. Preliminary notice of entry for this competition is required, 
and a form of application can be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be- dis- 
tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name .and address. Í : 

9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for’ publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. 

10. Inquiries relative to the 
Secretary. : 


should not.be omitted when it bears directly on their results, their 


prize should be ‘addressed to the 


NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared to 
consider the award of,the Nathaniel Bishop Harman Prize in the year 
"1950. The value of the prize is approximately £100. The purpose of 
the prize is the promotion of -systematic’ observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools. It will be awarded for the 


best essay submitted in open competition. The work submitted must 
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include personal observations and experiences collected by t 
candidate ïn the course of his practice. A high order of exceller 
will be required. No study or essay that has been previously pr 
lished in the medical press or elsewhere will be considered eligit 
for the prize. i 

Any registered medical practitioner who is a consultant memt 

, Of the staff of a hospital in Great Britain or NÌ Ireland and is n 
attached to a recognized- medical school is eligible to compete. 
any question arises in reference to the eligibility of a candidate 
the admissibility of his essay the decision of the Council shall 
final. ? 

Should the Council of the Association decide that no essay st 
mitted is of sufficient merit, the prize will not be awarded in 19 
but will be offered again the year next following this decision, a 
in this event the money. value of the prize on the occasion 
question shall be such proportion of the accumulated income as t 
Council shall determine. 

The writer of the prize-winning essay may be required to preps 
a paper on the subject for publication in the British Medical Jourr 
or for presentation to the appropriate section of the Annual Mecti 
of the Association. Each essay must be typewritten or printed 
the English language, and must be distinguished by a title and 
motto. The essay must not bear the name of the writer, which shou 
be sent with the essay in a sealed’ envelope bearing only the’ mot 
on the outside. ~.. . 

Essays must be forwarded to reach the Secretary, British Medic 
Association, B.M.A. House, Tavistock Square, London, W.C.1, n 
later than March 31, 1950. -The title of the proposed essay and t 
motto should also be notified in writing to the Secretary by Dec. 
1949, and a. form for this purpose can be obtained from t! 
Secretary.. The prize will be, awarded at the Annual Meeting of t! 
Association to be held in 1950, Inquiries relative to the prize shou 
be addressed to the Secretary. ' 


PRIZES FOR MEDICAL STUDENTS, 1950 - 


The Council of the British Medical Association is prepar 
to consider the award in 1950 of prizes to medica] studen 
for essays submitted in open competition. 

The subject of the essays shall be “Clinical Teaching 
Relation to the Practice of Medicine.” 

The purpose of these prizes is the promotion of systemat 
observation among medical students. In awarding the priz 
due regard will be given to evidence of personal observatio 
No study or essay that has previously appeared in the medic: 
press or elsewhere will be considered eligible for a prize. An 
medical student who is a registered member of a medic: 
school in Great Britain or Northern Ireland at the time « 
submission of the essay is eligible to compete for a prize. 

If any question arises in reference as to the eligibility. « 
a candidate or the admissibility of his or her essay, the decisic 
of the Council of the British Medical Association shall t 
final. In-determining the number and the value of the prizes i 
be awarded the Council will take into consideration the numb: 
of ‘essays received. Should the Council decide that no essa 
entered is of sufficient merit, no awards will be made. 

Each éssay must be typewritten or legibly written in tt 
English language, on one side of the paper only, must t 
unsigned, and must be accompanied by a form of applicatio 
which can be obtained from the undersigned. Essays mu 
be forwarded so as to reach the Secretary of the British Medic: 
Association not later than Dec. 31, 1949. Inquiries relative t 
the prizes should be addressed to the Secretary, British Medic: 
Association, B.M.A. House, Tavistock Square, London, W.C.’ 


CHARLES HILL, 
Secretary. 


Diary of Central Meetings 
~ JULY 


26 Tues. Proprietary Medicines Committee, 2 p.m. 

27 Wed. Committee on the Postgraduate Education of Gener: 
Practitioners, 2 p.m. 

28 Thurs. General Medical. Services Committee, 11 a.m. 

28 Thurs. Publishing Subcommittee, 11 a.m. (adjournment fro: 
July 14). f 

28 Thurs. Committee on Psychiatry and the Law, 2 p.m. 

29 Fri. + Public Health Committee, 2 p.m. 


Branch and Division Meetings to be Held ` 


NORTH OF ENGLAND BraNcH.—At Brancepeth Golf Club (five mile 
west of Durham City), Thursday, July 28, 12.30 p.m., annual meetin; 
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THE SECRETARY REPORTS -` 


GENERAL MEDICAL SERVICES 1. Section 4.—Accommodation where ‘patients pay an inclusive 


ily ch f a few shillings for the privilege of occupying a single 
Discussions between the General Medical Services Committee Ara aE ward of we or plore beds isis j 
and the Ministry of Health, which go steadily on, shave yielded 2. Section 5 (1)—The patient pays the full maintenance charge plus 
in recent months a number of useful concessions. For example, an amount to cover the services of the visiting medical staff. No 
a practitioner in attendance on a pregnant woman is now private arrangements with the doctor are made under this heading. 
entitled, in the eleventh week before the expected date of con- Options are set out overleaf, and you are advised to read them 


finement, to give a single certificate to cover the rest of the Carefully and sign where appropriate and ask for a copy of the 
á . agreement for retention. 


pregnancy and the puerperium. An ordinary w eekly certificate 3. Section 5 (2).—The patient pays the maintenance cost (excluding 
will be required for cash benefit purposes prior to the begin- cost of medical attention), but pays the doctor a private, fee not 
ning of the cleven-weeks period, but the new certificate will exceeding 75 guineas. In this section you make private arrangements 
ease the burden of certification for the greater part of the last with the doctor regarding your medical treatment in hospitals. 


three months of pregnancy. i : ot On ‘another form which patients are asked to sign on admis- 
Again, there is to be an Improvement in the Jay-out of the sion to a pay-bed the following statement appears : 
prescription form and in`the binding -of these forms. . Under I understand that I am entitled to free treatment at the general 


the heading “ Sp ecially Exp ensive Drugs > ethister one is to “be hospital under the National Health Service, but notwithstanding this 
added to the list of drugs for which a dispensing doctor may’ 1 still desire to be admitted to the pay-bed wing on the conditions set 
receive additional payment if he supplies it. - out in the form of application for admission. 

Another point of interest to the general practitioner is the In another case the form for application for admission to 
decision to allow a six-months period of grace after the return the private wards is headed : 
of, a communication ene aaa R oie aie) € 4 _ These wards are intended for the use of persons who cannot afford 
persons name Is ONE POE Ps S octor al st: ate effect the fees and charges of a private nursing-home, but are able to pay 
18 to give a six-months “ reprieve ” during which inquiries may -~ - for their maintenance in hospital and limited professional charges. 


be completed as to the person’s whereabouts .and. the necessity- _ s $ : ae Re oer 
or otherwise of removing his name from the medical list. ++i: The medical certificate accompanying the application is in 


* ~ the following terms: l 
Terms of Service for Hospital Staffs ~  « I certify that, «ic. oesdudusn dence is suffering from.............. 


The announcement by the Joint Committee published in these 294 is in my opinion a fit and proper person to be received as E 
columns last week contained a statement the significance of P anent a the p “th th wards of i fi dof this fom- Hospital, 
which some may have missed. It was to the effect that the 17 2©corcance — © note-at piace T l 
Ministry had agreed that, wherever a patient entered a, private After announcing that the minimum payment for mainten- 
ward, that patient would become liable for the payment of pro- ance shall be the -charge for one week, the form continues : 
fessional fees to part-time practitioners, in addition to the main- Where there is any doubt about the financial position of an appli- , 
tenance charges, except where the patient-is occupying accom- @Mt for admission an inquiry shall be conducted by the board of 
_Modation under the proviso td Section 5 (1) of the Act—i.e., , management as to the eligibility of the applicant. s 

where a public patient is admitted or transferred to private This new statement by the Ministry establishes firmly what 
accommodation for clinical reasons: This should bring to an we have always assumed to be the case—that/the patient who 
end the procedure which is being followed in some hospitals. elects to enter a private ward is responsible for the payment of 


For example, in some cases the hospital authorities have gone professional fees. 


to some pains to remind the patient entering a private ward that In the announcement by the Joint Committee last week it was 
he could have gone into a public ward free of cost under the also stated that the Ministry had agreed that individual practi- 
Service. A typical form is as follows : . tioners are free to leave untouched or to delete from the whole- 


I have read the conditions of admission to pay-bed accommodation * time contract any of the clauses which are enclosed in square 
at the above hospital as set out overleaf and agree to pay.the appro- brackets. The question has been raised whether similar con- 
priate charges as stated below. ` siderations will apply to the part-time contract. In principle 
the same considerations will apply to the part-time contract, but 





SECTION 4 
ee ee o. n i E .. Not-yet available it will be appreciated that in most cases the clauses enclosed in 
Section § (1) (a) Sinha w.a —— square brackets will be fundamental to the part-time contract. 
SEcTION 5 (1) (a) Single Ward .. 53 .. £1 9s. Od. per day 
(b) 2 Bedded Ward ge .. £1 6s. 7d. per day 
. (c) 3 or more Beds ... .. £1 4s, 2d. per day a The Council . 
Section 5 (2) (a) Single Ward .. B .. £1 4s. 3d. per day The Organization Committee is already beginning to look at 
(b) 2 Bedded Ward i. .. £1 2s. 3d. perday Some of the important issues of organization discussed at the 
(c) 3 or more Beds PN .. £1 0s. 3d. perday Representative Meeting at Harrogate. At its next meeting it 
In this category, you will be responsible for paying the doctor’s Will discuss yet again the controversial ‘issue of the composition 
fee up to a maximum of 75 guineas. and mode of election of the Council ‘under the instruction 
; F z of the Representative Body to think again on matters of detail. 
l MS p ee a -bed under SECO snis asa e .. at a costof Certain important points of principle arising from the decision 
Signature.........:.......... oe nee of the Harrogate meeting to increase the number of directly 
Date:..... OTE SEDs MANNE ALS elected members will be considered by- the Council at its first 
WI ESS oi ioe tats erent cules ia .... meeting in the autumn. These having been settled, the organiza- 


Note. Under the National Health Service Act, 1946, the Ministere tion Committee will then proceed to work out a detailed plan 
of Health allows certain-accommodation in hospitals to be set aside for submission to the Council at its meeting early in the New 
as pay-bed accommodation. - The regulations provide: - Year. i 
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DISPENSING DOCTORS 
‘PRICING OF PRESCRIPTIONS 


To reduce the heavy burden on pricing offices the Minister of 
Health has decided, in agreement with the B.M.A., that dispens- 
ing doctors paid on the basis of the Drug Tariff instead of by 
capitation fee for supplying drugs and appliances ‘should endorse 
and sort their prescriptions in the same way as chemists do 
before surrendering them for pricing. Doctors will continue 
to send in their prescriptions quarterly, but will sort them 


s for each month separately. 


Endorsement and Sorting 


Endorsement.—All forms bearing prescriptions for dangerous 
‘drugs are to be indelibly endorsed “ D.D.A.” in the top right- 
Prescriptions for which “special” fees are 
claimed are to be endorsed “dispensed extemporaneously.” 
Since fees for mixtures are now related to the number of 
doses, doctors should clearly indicate on the prescription the 
number of doses, the size of each dose, and the total quantity 
dispensed. p i 

Sorting.—The prescriptions are to be sorted into two bundles, 
Bundle “S” contains forms of prescriptions 
endorsed “ D.D.A:,” forms bearing “ special” fee prescriptions, 
and forms bearing prescriptions of net ingredient cost of 5s. 
and over. Bundle “A” consists of prescriptions of net 
ingredient cost af under 5s.’ 

Forms in bundle “ A” are to be tied up in packets of 100 
prescriptions, the packets being tied together in one bundle. 
Where the month’s prescriptions exceed 2,000 or 5,000 they 
should be tied in packets of 200 or 500 respectively. The odd 
number of prescriptions left over are to be tied in a separate 
packet and their number shown on the packet. Bundles should 
be submitted with bundle “S” on top of bundle “A.” 

Counting.—The number of (a) forms and (b) prescriptions on 
these forms must be indicated in both of the bundles in which 
prescriptions have been sorted. : 


Labelling—The two.bundles bear a label showing: (a) the’ 


letter “S” or “A”; (b) the number of ‘forms ; (c) the number 
of prescriptions ; (d) the doctor’s name and address. 
Invoice and Claim for Payment—Doctors should enter on 


~ the invoice Form E.C.34 Part A the number of forms and pre- 


scriptions in each bundle, together with the grand total of 


| forms and prescriptions for the month. They should enter 


—_— 


_.on the claim for payment Form E.C.34 the total number of 


prescriptions for which advance payment is claimed. 

Forms E.C.38 and E.C.34 Part A should be placed in that 
order above the two bundles and the whole tied in one parcel. 

Surrender of Prescriptions—At the end of each quarter the 
doctor Should send the three parcels for the three months to 
the superintendent of the.Pricing Bureau, whose address is 
obtainable from executive councils. . The first parcel should be 
sent immediately after the end of September for the quarter 
July, August, September. - 

i Pricing of Prescriptions 

These arrangements operate from July 1. The following will 
be priced in full: All prescriptions (a) with a net ingredient 
cost of 5s. and over, (b) carrying “special” fees as indicated 
in the Drug Tariff, Part It 4, (c) carrying “ D.D.A.” fees, and 
all forms containing two or more prescriptions one of which 
falls within classes (a), (b), or (c). 


At least 20% of the remaining prescriptions will be priced 


in’ full, and the balance will be paid for on the average cost 
of that 20%. ; 





‘CONFLICT IN AUSTRALIA 
‘The Federal Council of the B.M.A. in Australia filed a writ 


on July 25 in the High Court challenging the constitutional 


validity of the Government’s free medicine scheme (The Times, 
July 25). On. that date amendments to the’ Pharmaceutical 
Benefits’ Act became operative. They compel doctors to use 
State forms for prescribing free medicine. 


- 
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TSE NURSES BILL 


Two deputations, one from the B.M.A. and the other from the 
Royal College of Nursing, met an all-party group of Members. 
of the House of Commons on July 25 to discuss the Nurses Bill. 
‘That ‘Bill has passed the Lords. The B.M.A. representatives 
were the following members of the Association’s Special Com- ` 
mittee on Nursing: Dr. H. Guy .Dain, Dr. E. .B. Brooke, 
Mr. ‘A. Staveley Gough, Miss G. E. Collingwood, and Miss 
M. M. Edwards. 





' CONSERVATIVE PARTY’S POLICY 

The Conservative Party has restated its policy in a pamphlet 
entitled “The Right Road-for Britain.” It states that a 
Conservative Government -would strengthen the position of the 
family doctor by restoring his freedom to practise anywhere, 
and would give further security to doctors with small lists, 
particularly those in rural areas, by offering a weighted capita- 
The Conservatives would allow private patients to 
obtain drugs free of charge. 

They would give first place in the hospital service to reopening 
beds and improving the conditions for nursing staff, and they 
would place on all. hospitals within the Service a statutory 
duty to admit acutely sick patients, subject to proper safe- 
guards. A Conservative Government would reconsider whether 
hospitals associated with religious bodies and other. voluntary 
organizations should remain independent if they wish to stay 
out of the scheme, but in general the former voluntary 
hospitals would be retained in the Service. 


e ee 


EXAMINING T.A. RECRUITS 
REVISION OF SPECIALISTS FEES 


The War Office has now.agreed that for the time being fees 
of £2 12s. 6d. and £3 5s. for one and two cases respectively 
will be paid to civilian specialists for examining Territorial 
Army recruits. Sessional fees for more than two examinations 
will be paid at the rate hitherto prevailing—i.e, £4 4s. for 
a session of 14-24 hours,-and”£2 12s. 6d. for a session of 
less than ‘14 hours. 
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CERTIFICATES OF INCAPACITY GIVEN 
IN 'O.P. DEPARTMENTS ` 


Clinics and out-patient departments of hospitals may now give 
certificates of incapacity to patients attending them. This has 


. been decided by the’ Ministers of Health and National Insurance 


after consultation with the B.M.A. Formerly out-patients were 
often referred back to their general practitioners to obtain these 
certificates. That procedure put the patient’s practitioner in a 
difficult position, since the hospital, not himself, is responsible 
for the treatment. 








MEDICAL OFFICERS FROM 
HLM. FORCES 


The Central Medical War Committee has been notified of the 
following arrangements for the release of medical officers from 
H.M. Forces during the third quarter of 1949. 


Group 108. August : Groups 109 and 
111, 112, 113, and 114. 


R.A.M.C.—June 28-July 10: Group 112. July 11-23: 
Group 113. July 24-Aug. 5: Group 114. Aug. 6-17: 
Group 115. © Aug. 18-28: Group 116. Aug. 29-Sept. 8: 
Group 117. Sept. 9-19: Group 118. Sept. 20-27: Group 


RELEASE OF 


Royal Navy.—July : 
September : Groups 


` e119. Sept. 28-Oct. 5: Group 120.. 


Royal Air Force.—Suly : Group 108. August : Group 110. à 


* September : Groups 112 and 114. . 
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CONSULTANTS’ MEETING 
‘THE PERMANENT CONTRACTS : 


The Central Consultants and Specialists Committee met at 
B.M.A. House on July 20. Mr. R. L. Newell was in 
chair. He told the meeting that the J oint Committee had been 
disturbed by the economic threat’ contained in the last para- 
graph of the letter from Sir William Douglas, of the Ministry 
of Health, to Sir Lionel Whitby (Supplement, July 16, p. 47). 
Sir Lionel Whitby had told the Ministry in strong terms the 
Joint Committee’s opinion of this threat. 

The Joint Committee had been advised that there was a legal 
distinction .between the authority of Parliament and the power 
of a Minister. As to arbitfation, the infallibility of a Minister 
had no place in English law. The Joint Committee had asked 
the Ministry for permanent machinery to be set up for the nego- 
tiation of terms of service, including remuneration. It should 
take the form of a medical section of the Whitley machinery. 
There should be agreement between the Ministry and the pro- 
fession on the range of subjects that came within this machinery, 
and remunération should be one of them. Discussing pay-beds, 
the Joint Committee had told the Ministry that it was disturbed 
at the. Minister’s apparent intention to reduce the possibilities of 
private practice. It had strongly objected to the words in the 
form of contract for whole-time officers that required them to 
treat private patients. The assurances received by the Joint 
Committee from the Ministry would be published forthwith 
(see Supplement, July 23, p. 53). Mr. Newell reported that the 
Joint Committee felt it essential to remain in being to take up 
many points that in themselves did not affect the main, issue of 
signing or not signing the contracts. ‘ 

After a long discussion the ‘chairman moved that the com- 
mittee endorse the last two sentences of the Joint Committee’s 
statement: “The Joint Committee decided, with the assent of 
the Ministry, to continue negotiations on a number of outstand- 
ing points. It feels that it is now able to advise. hospital staffs 
to enter into permanent contracts.” The motion was carried 
by 20 votes to 6. i 


y 


Noa 


Representation ‘of Registrars 


A deputation of three registrars led by Dr. A. B. Backus was 
admitted to state a case before the committee on the representa- 
tion of registrars through the machinery: for representation of 
consultants. Dr. Backus said that there were regional associa- 
tions of registrars in ten regions, and a national committee had 
. been formed. He asked for‘representation of registrars on the 
Central Consultants and Specialists Committee and also on the 
reg’onal committees. There were a number of:reasons why 
registrars wanted this: They had not been able to obtain 
information about matters that affected them, particularly about 
grading and establishment. They sought co-ordination of prob- 
lems in the hospital milieu. . It would help to ensure continuity 
from the trainee group ‘to the consultant group, and would help, 
the presentation of problems peculiar to registrars. There was 
great financial pressure on registrars, and at present these men 
were far older than had been. envisaged in the Spens Report. 
They might be forced to sign contracts before they wished to. 
They were seeking group structure within the B.M.A. 

After the deputation had withdrawn, their case was discussed. 
Dr. Rowland Hill suggested that the registrars should be so 
organized that they were not compelled to become members 
of the B.M.A. Mer. Kindersley said that a sub-order of the 


_ consultants’ organization shouldbe formed for registrars. It . 


could be discussed by a joint committee of the Central Com- 
mittee and the. registrars. He reminded the meeting that the 
Central Committee; had incorporated the Hospital Committee, 
and therefore had‘the duty of representing registrars. Mr. Dick- 
son Wright said that registrars were out of place in a consul- 
tants’ committee. A recommendation of the committee's 
executive committee’ was then put to the meeting and carried 
—namely, that, pending further discussion on matters of detail, 
the representation of registrars on’ the regional and Central 
Consultants and Specialists Committees be approved ‘in principle. 
A further motion was carried to the effect that there should be 
two registrars’ representatives on the regional: committees. The 
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committee agreed to recommend to Council that a Registrars 
‘Group within: the B.M.A. should be formed, and it agreed 
that there should be two representatives.on the Central Com- 
mittee—one of the Group and one from one of the regional 
committees. ` ' 

Fighting Fund 

Presenting the’ report of the executive committee, Dr. Row- 
land Hill discussed the question of a fighting fund for con- 
There were two issues for the committee to decide. 
First, did the consultants want to have a fund, and, secondly, 
did they want to have their own fund or contribute to the Guild. 
He advocated that deductions should be made from their pay 
and put.into their own fund. 

The committee agreed that the consultants should form their 
own fund. Dr. Ross Smith emphasized that there should be 
representatives of the consultants as such on the board of 
trustees of the Guild. : 

The executive committee will work out the details. 


| `S 


`“ 


Appeal from Grading 


The committee received a report that the Ministry has not 
yet accepted the Joint Committee’s representations for the estab- 
lishment of independent machinery. The committee decided 
that ‘machinery for further appeal was necessary, and that the 
appeal should be hedrd by people other than those who have 
already reviewed the case. 








REPORT ON MIDWIVES 
COMMENTS OF B.M.A. l 


The Council of the British Medical Association has issued its 
comments on the Report of the Working Party on Midwives. | 
(A summary of the report appeared in the Journal of Jan. 29, 
p. 191.) eS 


The Association supports many of the recommendations of 
the working party, but feels that there is no acute crisis in the 
midwifery profession. In discussing the professional relation- 
ship of midwife and doctor, the Association emphasizes that it 
should be made clear to both that they form a team ; they have 
a complementary function, and neither alone can give a com- 
plete service. The report seems unsound in speaking of the 
midwife as a practitioner of normal midwifery—just as it would 
be unwise to call a doctor a practitioner of abnormal midwifery. 
Where doctor and midwife are working together the midwife is 
in no way relegated to an inferior status. oS. 

A feeling of “competition” between the two professions 
which is tending to, grow up is fostered ‘by recommendations 
which attempt to define or divide up the spheres of activity of 
either. Clarification is necessary, and the responsible admini- 
strative bodies at all levels should clear up the misapprehension. 

The Association recommends that the Central Midwives Board 
should drop the use of the term “maternity nurse” for a 
midwife working with a doctor. 

_ The maternity services should be under continuous review by 
the Central Midwives Board in conjunction with the Ministry 
of Health. 

A Maternity Services Committee should be set up, which the 
report recommends, but not at the regional level suggested by 
the report. The Association feels that these committees should 
cover small areas. They should contain adequate representation 
of ‘all’ concerned in the maternity service. 

Training of Midwives 

Pupil midwives should be recruited only from State-registered 
nurses. This conflicts with the report’s statement that “ pro- 
vided her training is suitable there is no inherent reason why a 
midwife should also be an S.R.N.” 

The report states that the midwife must have a thorough 
knowledge of nursing techniques. The Association considers 
that she must also be fully trained to work in loyal partnership 
with the: medical profession, and her qualifications ard training 
must be such as to command the respect of both doctors and 
laity. The training of non-State-registered nursing staff as pupil 
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midwives gives far more trouble than is justified by the results. 
The Association is averse to introducing obstetrics too early 
into a course of general nursing. The report advocated four 
weeks’ obstetric training early in the course, but experience 
shows that many women dislike obstetrics at their first experi- 
ence, and its inclusion early in the curriculum may hinder 
recruitment. | 








Questions Answered 








` 


Payment of Expenses 


Q.— Before July 5, 1948, I was a full-time radiologist of a 
voluntary hospital receiving a salary and a share of fees in 
respect of private practice carried out in the hospital. My 
contract with the hospital provided for the payment of my 
expenses for attendance at clinical meetings. Since July 5, 1948, 
I have continued my clinical visits for six months, but in 
December, 1948, I was informed by the regional board through 


their deputy administrative medical officer that payment of such , 


expenses was a matter of discussion with the Ministry. „At a 
later date my basic salary was increased as an interim measure, 
and I was informed that in view of this any expenses claimed 
under my former contract would no longer be allowed. In 


actual fact no expenses have been paid since July 5. Is it your 


opinion that I can press this claim ? 
A.—Although itis true that hole: time edad ‘hospital 


. Officers were transferred on the appointed day without a new 
_ contract and on-the same terms as previously, this was an 
interim arrangement pending the settlement of permanent terms 


and conditions of service. In the meantime the Ministry has 
effected changes in individual circumstances—e.g., as in the 
case of car expenses—to bring them into.line with the general 
pattern. The permanent terms will be applied retrospectively, 
and therefore it would serve no purpose to press for certain 
‘payments which might not be allowable under the final terms. 
The Ministry’s proposals regarding study leave (which includes 
‘leave to attend conferences and scientific meetings) are set out 
in the terms (Supplement, June 11, p. 314). 


Permission for Partnership 


Q.—Can I take a neighbouring practitioner into partnership 
without reference to the local medical committee? If I do take 
him into partnership, and if I retire in four to five years, can 

-he automatically take my practice—again without reference to 
the committee? We are both in the Health Service. 


A.—If the neighbouring practitioner is already on the list 
it is not necessary for permission to be obtained from the 
local executive council in order that he may join you in 
partnership. If the practitioner is not on the list the consent 
of the Medical Practices Committee for inclusion on the list 
iS necessary ‘before he can join you in partnership. Should you 
retire in four or five years your partner would have no auto- 
matic right to your practice. The executive ‘council will take 
into account a retiring principal’s views as to his successor, 
but it is for the council to decide what advice it will give to 
~ the Medical Practices Committee as to the filling of the vacancy. 


* Residence and Place of Practice 
Q.—Are ‘there any Health Service regulations limiting the 


‘distance at which a general practitioner may reside from his 
surgery, there being a full-time caretaker at the surgery? 


A. —Yes, a practitioner may not carry on practice elsewhere 
than at his place of residence or at a health centre, except 
‘upon conditions which appear to the local executive council, 


“or on appeal to the Minister, to be such as to enable his 


obligations under his terms of service, and in particular his 


\ obligation to visit his patients, to be adequately carried out. A 


‘practitioner is required to attend and treat at the places, on 
the days, and at the hours to be arranged to the satisfaction 
of the council. 
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Private Certificates for Workmen 


Q.—(a) Can the doctor charge for issuing to workmen private 
certificates for their employers or private insurance. clubs’ as 
regards the workmen’s ability'or inability to follow their 


* employment ? 


(b) Are there any special arrangements in this respect for 
work people working under the Coal Board ? 


A.—(a) Yes. A doctor can -charge a fee for private certifi- 


- cates for incapacity for work. During the war a special form 


of certificate was issued by the Ministry of Labour and National 
Insurance (E.D. 652) on which appears the statement that a fee 
is payable. 

(b) In some areas collieries and other firms use a special form 
of certificate. Doctors may be asked to co-operate by using 
these forms, but they are under no obligation to do so. 


Retrospective Terms 


Q.—In March, 1948, I took my Diploma in Medical Radio- 
diagnosis. Having been a registrar (supernumerary) at a hos- 
pital, and knowing them to be short of staff, | offered my 
services. I was offered, and accepted, the post of assistant 
radiologist, locumtenent, and took up my duties on June I, 
1948. I still hold the appointment. I now understand that 
my status has been assessed and that I will fall into one of 
the “trainee specialist” groups. Referring to para. 5 (a) in 
“The Proposed Terms and Conditions of Service of Hospital 
Medical and Dental Staff,’ can I not claim payment on such 
a scale from July 5, 1948, and until the termination of my 
present appointment ? 


A.—In its Explanatory Memorandum on the terms of service 
for hospital. medical staff (Supplement, June 11, p. 321) the 
Ministry of Health indicated that it was the intention that, so 
far as possible, the terms: should apply retrospectively to the 
appointed day. It is reasonable to assume, therefore, that the 
questioner would be remunerated in respect of the appointment 
which he has held since the appointed day and as from that 


‘cate in accordance with his grading. 








HEARD AT HEADQUARTERS 








Big Agenda 

The old Insurance Acts Committee, ‘which generally. had. more 
to do than any other Headquarters committee, managed as a 
ruleto get through its business in an afternoon. The General 
Medical Services Committee, which is its successor, and repre- 
sents the general practice side of the National Health Service, 
is finding it necessary to have all-day meetings, so great is the 
pressure of business and so manifold the questions, which arise. 
At their meeting the other day the members had eleven docu- 
ments before them. The shortest must have run to a couple of 
thousand words, and the agenda contained 48 items. The com- 
mittee sat at its task from 11 a.m. to 6 p.m. It was hoped, in 
the absence of any emergency development, to have a summer 
recess, with the next meeting in September, but on looking at 
its programme the committee found it necessary to meet again 
at the end of July. The chairmanship of such a committee is 
on the way to becoming a whole-time job. The same is true of 
the Consultants and Specialists Committee, which needs a day 
for its meetings. ; 





TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils. —Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dartford, Wallsend. 


Urban District Councils—Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to, new appoint- 


ments), Tyldesley. 
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_» Whole-time Hospital Medical Officers: `! 
SIR,—We are writing, one a whole-time -hospital medical 
officer and the other a general practitioner, in the hope of 
stimulating among doctors but a fragment of the mutual loyalty 
among dockers. 


_ Now we learn ofthe blatant.unfairness with which whole- 
time hospital medical officers are to be dealt, as- revealed 


r 


‘recently by the Ministry of Health in the terms ahd conditions ` 


of service of hospital medical and dental officers (Supplement, 
June 11, p. 314). Para. 5 of this document ‘discloses that for 


part-time medical officers each so-called notional half-day of | 


up to 34 hours, in which is included time travelling to the 
hospital, will count for one-eleventh of the appropriate full- 
time salary. For 314 hours worked and travelled, a maximum 
of 9$ elevenths will be paid. In addition, they can earn 


/ 


up to 800 guineas annually for domiciliary consultations (about, ° 


4 weekly), which whole-time officers will perform unpaid 
(para. 8). _, ; 

Nowhere does this document define’ the limit of whole-time 
officers’ hours of work, though, with Civil Service devotion, 
other obligations and restrictions are enumerated, but, by 
analogy to the part-time scales, a full-time week of eleven 
half-days should be 384 hours. In fact, ‘all full-time medical 
officers do far longer hours than this with one or more 24-hour 
spells of duty each week and regular week-end duties of 
48 hours tied to the hospital and away from their families. ’ 

It reflects on the lack-of solidarity in the profession and 
' on the quality of its negotiators that such shabby discrimination 
against those who bear the burden of the hospital services is 
tolerated for a moment, that the hourly rate of pay for whole- 
time officers should bé so very much less tham for part-time 
colleagues, and that their hours of work be unrestricted, with- 
out pay for overtime and night and week-end duty. It is surely 
reasonable to demand parity of treatment for whole- and part- 
time medical “officers, especially in face of the Minister’s wish 
to attract ‘the best people to whole-time service. 

It is also strange indeed that, the swindle of the senior hospital 
-medical officer status, having been permitted, his maximum 
salary as an acknowledged specialist should, without “protest, 


be £28 per annum less than the income Mr. Bevan hopes the. 


average dentist will have after 52% is deducted for expenses. ~- 

Whole-time hospital staffs still have an opportunity to attend 
en bloc their local B.M.A. Branches, where there are numbers 
of frustrated. general practitioners awaiting any sign of 
encouragement and concerted action. An alliance in only a 
few Branches could turn the machinery of the B.M.A. towards 
doing something urgently for these two groups and challenge 
the Ministry to maintain the -N.H.S. without them if “their 
grievances are not met. i 

Thè alternative is to go on swallowing the betterment. factor, 
the 4d.'a week per head encouraging the minimum attention 
as economically advantageous, for the G.P. no, paid holiday 


or sickness locums, the mileage'scandalşs and whatever next- 


may come, as well -as the bitterness of watching the local 
oculist test his patients’ eyes and the dentist fill. a tooth for 
as much as he-earns looking after the patient for the whole year. 
—We are, etc., i 

i i HAROLD BOURNE. 


Virginia Water, Surrey. E. B. ALLEN. 


Tuberculosis Group. 

Sir,—Now that formation of a Tuberculosis Group has been 
sanctioned by Council, it is to be hoped that the inaugural meet- 
ing will be held as early as ‘possible. This group can be 
of great value to doctors working in the tuberculosis field 
if the committee is really representative of all regions and 
of all sections, including registrars. > 

I hope that the inaugural meeting agree with this view, and 
that a strong committee will be elected.—I-.am, etc., Í 


Liverpool. V.. COTTON CORNWALL. 


ele 


: the majority of cases to administer “ pentothal.” 


` N 


Z Dental ‘Anaesthetics: 


_ SiR,—I should like to draw attention to the position of pay- 
ments‘ for ‘dental anaesthetics. = 
’ We are paid for extractions of up to three teeth only 10s., 
independently of what kind the anaesthetic is. I am asked in 
One gramme 
of pentothal costs 3s. 6d., so we are left with 6s. 6d. for a 
full anaesthetic involving often a mileage of over two miles 
and at least one hour’s time. 

Disregarding the responsibility involved and the skill required, 
the payment is much lower than that of an unskilled labourer. 
My dental colleagues inform me that many doctors are not 
prepared to give anaesthetics unless in sessions, and are princi- 
pally reluctant to give intravenous anaesthesia. No wonder! 
--I am, etc., 

London, N.W.2. ' H. MARGULIES. 
~ 


Grading of Hospital Staff 


SiR,—Many letters recently published show the very real’ 


dissatisfaction that exists regarding the’ creation of’ senior hos- 
pital mediéal officers. Sufgeons, physicians, and anaesthetists; 
many of whom have higher degrees, years of experience, 
recognition by their colleagues as specialists, and are on the 
staff of recognized hospitals, are being relegated to this status. 
Ability seems to have no‘ bearing upon the matter. Their 
great sin is that they participate in general practice. 

One point'has not been made clear. and it is that the S.H.M.O. 
was suggested by our representatives and offered to the 
Minister, who readily, accepted it as a convenient method of 
“ cheese-paring.” So the blame rests this time not so much 
upon the Minister but upon those colleagues of ours whom we 
delegated to watch over our interests. ' Surely‘a matter of such 
importance should have been put to the profession as a whole, 
which could then have decided in true democratic fashion. 
If the machinery of the B.M.A. is impotent to right this wrong, 
then resignation from the employment of the regional] hospital 
board is our most effective weapon.—I am, etc., 


Exeter. Guy STEELE-PERKINS. 


~ 


Rate of Payment 


SIR, —Surely the answer to Mr. Donald M. O’Connor’s letter 
(Supplement, July 9, p. 46) and to the appended comment by 
the Secretary of the Association is that, as soon as our lists 
have been cleared, we should press for fixed universal payments 
and for the abolition of the central pool. Let us all have 


fixed capitation fees, mileage,-and temporary resident fees.. 


This would mean an end of the pool, that bottomless pit 
from which everything seems to be frittered away before it 
reaches the practitioner.- Then, at least we should know 


~ Where we stand from one quarter to the next. 


. This should require‘ no. magic financial jugglery- to budget 
for. We already have -fixed fees for maternity work, and the 
dentists, opticians, and pharmacists have fixed payments for 
items of service. It should be far easier to anticipate the sum 
likely to be involved in our case than in any of these other 
cases.—I am, etc., 
Inverness. 


f 


D. R. MACDONALD. 


General-practitioner Consultants 
Sir,—I am sorry that Mr: Richard de Soldenhoff (Supplement, 


` July 16, p. 51) formed thé opinion that Dr. T. N. Rudd and I 


~ had del’berately left out the fact that G.P. consultants are 


“paid for their State services, and that he seemed to feel ‘that 
a concealed desire to retain monetary advantages was a strong 
motive :behind our attempt to put the case for those who. 
practise medicine as we do. We thought that everyone would 
know that payment was being made for our State services and 
felt sure that, had he not been a whole-time specialist, he 
would. have realized only too well that loss of, private practice 
has, almost everywhere, far outweighed any income that is now 


~received from State’ sources. 


4 . s . Ri 
I am sorry, too, that‘‘he considers our arguments specious, 
and I would like to take’this opportunity to try to assure 
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him that it was a very genuine effort on our part to put the 
case for a way of life and a method of service to which we 
are devoted and in which we whole-heartedly believe. We do 
not wish to be involved in any invidious arguments about 
relative efficiency, but we believe that, in the straightforward 
cases in ‘which we endeavour to give our best, the relative 
advantage of a possible loss of a slight degree of efficiency 
is far more than balanced by the increased’ human handling, 
born of close contact and personal acquaintance. f 

With regard to his strong point about efficiency : perhaps 
it will suffice to say that no treatment is undertaken unless 
we feel quite sure the experience available to us makes us 
competent to perform it efficiently; otherwise it is readily 
passed on to other hospitals and specialists more expert in 
those cases than ourselves. This the G.P. consultant has 
to do to safeguard his local reputation. 

I trust he and others in the profession will think again before 
damning to eventual extinction a section- of his profession 
which he admits has rendered valuable and irreplaceable ser- 
vice, and will allow'us a chance to make our full and honest 
contribution to personal medical service——I am, ete., 

Tiverton, Devon. GEORGE LOWE. 


+ 
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His Own Doctor . 


SR,—The ruling that doctors may not prescribe for them- 
selves under the N.H.S. is a type of restriction which will only 
embitter the profession still more against the Service. ‘It is 
a petty and unnecessary regulation, which suggests either that 
we are no longer to be regarded as professional men and 
women of integrity with a sense of responsibility or that most 
of us are potential drug addicts. 

It has always been the custom for us to treat ourselves for 
all ordinary ailments, only calling on our colleagues for those 
that are more serious or when we feel that the responsibility 
would be shared or lifted. ” ‚After all, if there is evidence. that 
we have over-prescribed, the Minister has a remedy. This is 
a fatuous ruling which should be resisted on principle. 

Are we expected still further-to ‘subsidize the Service—as if 


| . we had not done enough already—by buying our own remedies, 


b 


‘Thomas, M.B., Medical Officer, Tanganyika; J. Goodey, 


or are we to put notices outside our waiting-room doors : 
“Surgery closed—Doctor has gone to his own doctor to obtain 
a prescription for,a bottle of linctus” ?—I am, etc., | 

London, S.W.19. A. D, BELILIOs, 


H.M. Forces Appointments 





i TERRITORIAL ARMY 
ROYAL ARMY MEDICAL Corps 
Captains F. W. Newby-Good, E. J. Ewell, G. V. Cole, A. M. 


_ Stalker, and J. D. Finnegan have been granted the acting rank of 


Major. . ‘ 

Lieutenants G. A’ Bell, R. Semple, S. R. F. Whittaker, C. T. A. 
Burgess, O.B.E., J. P. Mitchell, P. M. Davies, F. C. Garrow, and 
R. W. Biagi to be Captains, and have been granted the acting rank 
of Major. : 

J. F. Philip to be Lieutenant, and has been granted the acting rank 
of Major. | 


REGULAR ARMY: EMERGENCY COMMISSIONS 
l RoyaL ArMY MepiIicaAL Corps 


Captains C. W. G Cough and I. B. Sen Gupta have relinquished 
their commissions and have been granted-the honorary rank of Major. 

War Substantive Captains J. W. Doupe, T. R. Morley, G. H. 
Henry, and A. G. Richards have relinquished their commissions and 
have been granted the honorary rank of Major. 


COLONIAL MEDICAL SERVICE 


The following appointments have been announced : Nine Si 
Medical Officer, Specialist (Temporary), Jamaica; Miss E. W. Smith, 

-B., D.M.R.E., Radiologist, Barbados General Hospital; R. S. 
Johnston, M.B., D.T.M.&H., D.P.H., J. C. Milne, M.B., D.T.M.&H., 


D.P.H., and C. H. Williams, M.B., D.T.M.&H., D.P.H., Superscale 


‘ ‘Medical Officers. Grade A, Federation of Malaya; R. E. Anderson. 


M.B., D.T.M.&H., D.P.H., H. Scrimgeour, M.B., D.T.M.&H., and 
T., F. Strang, M.B.. Sunerscale Medical Officers, Grade B, Federation 
'of Malaya; C. E. Bevan, M.R.CS., D.T.M.&H., Medical Officer 
Specialist (Tuberculosis), Cyprus; A. C. E. Cole, M.D., M.R.C.P., 


CORRESPONDENCE 
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D.T.M.&H., Medical Specialist, Tanganyika; J. W. Field, M.D., 
Director of the Institute of Medical Research, Federation of Malaya : 
R. B. Heisch, M.B., Senior Pathologist, Kenya; J. F. MacDonald, 
F.R.C.S., Senior Specialist (Surgical), Northern Rhodesia; D. J. M. 
Mackenzie, M.B., Director of Medical Services, Nyasaland:, J. 
Taylor, M.B., D.T.M.&H., D.P.H., Medical Officer of Health, Fiji; 
E., M. McLean, M.D., Medical Officer, Grade B, Trinidad; L. A. H. 
McShine, M.B., Medical Officer, Grade A, Trinidad; M. S. Sindhu, 
F.R.C.S., Medical Officer, Aden. 








Association Notices 


AREAS OF HOLLAND AND LINCOLN DIVISIONS 


Notice is hereby given by the Council to all concerned that it 
is proposed to transfer the following areas from the Lincoln 
to the Holland Division : 


Urban District of Skegness. 

That part of the R.D. of Spilsby comprising the Civil 
Parishes of Wainfleet all Saints, Friskney, Stickney, Croft, 
New Leake, Eastville. i 


Any member affected by this proposal and objecting thereto 
is requested to write to the Secretary of the Association by 
Aug. 27, 1949, stating the objection and the ground therefor. 

i CHARLES HILL, 
Secretary. 


ADJUSTMENT OF AREAS OF CORNWALL AND 
PLYMOUTH DIVISIONS 


Notice is hereby given by the Council of the following proposal 
made by the Plymouth Division: : 


That the Urban Districts of Torpoint, Looe, and Callington, the 
Municipal Boroughs of Saltash and Liskeard, and the Rural Districts 
of St. Germans, Calstock, Liskeard, and Launceston be transferred’ 
from the Cornwall Division to the Plymouth Division.” 


Any member or Division affected by the proposed changes 
and objecting thereto should write to the Secretary of the 
Association by Aug. 30, 1949, stating the objection and the 
grounds therefor. 

CHARLES .HILL, 
Secretary. 


Meetings of Branches and Divisions 
BOLTON DIVISION 


_The annual general meeting of the Bolton Division resolved to 
circularize all practitioners in the area about the B.M.A. policy 
concerning Public Health Service: 5 


“ The Association has made repeated attempts during recent months 
to open negotiations on permanent scales of remuneration for medical 
Officers in the Public Health Service. Owing to the unwillingness of 
local authorities to begin discussions under the machinery recom- 
mended by the Government for this purpose, the Council is not 
prepared to accept local authority advertisements for publication in 
the British Medical Journal unless the salaries offered are in con- 
formity with the Association’s own proposals. 

“ It is believed that some local authorities contemplate approaching 
general practitioners to undertake extra part-time duties and thus 
cover the work normally falling within the province of a whole-time 
medical officer. A strong appeal is made on behalf of the Council 
of the Branch to general practitioners to decline such offers. 
“Inherent in this dispute with the local authorities is the question 

compulsory ‘arbitration, an issue of crucial importance to the 
general practitioner as well as to the. public health medical officer. If. 
every member of the profession co-operates by declining to apply for, 
or to accept, any appointment of the kind referred to in this note, 
the day when negotiations can be opened will be appreciably 
hastened.” 

SURREY BRANCH 


The following officers were elected at the 
on June 22. President: Dr. L. 
S. A. Forbes. 


annual general meeting 
J. Barford. President-elect: Dr. 
Vice-presidents: Dr. R. R. Powell and Mr. R. M. 
Savege. Hon. secretary and treasurer: Dr. J. W. Starkey. Hon. 
auditor: Dr. H. R. Cran. Public health representatives: Dr. K. A. 
Soutar and Dr. S. L. Wright. 


a ee 
a 
Correction 


In our report of the Roman Catholic service held at Harrogate on 
June 30 (Supplement, July 9, p. 41) we incorrectly said that the 
address was given by the Bishop of Leeds. In fact it was given 
by the Reverend H. P. Hennelly. : 
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THE SECRETARY: REPORTS 


‘N.ELS. SUPERANNUATION 


The Minister of Health has‘laid before Parliament regulations 


amending the National Health Service Superannuation Scheme.. 


Regulations on this subject are among the few which the 
Minister is not empowered to make under the N.H.S. Act 
without an affirthative resolution by both the Commons and 
the Lords. The amending regulations, which have now been 
approved by both Houses, are technical in character, and for 
the most part serve to tidy up points of difficulty and to bring 
the scheme into line with developments in other superannuation 
schemes in the‘past year. They include a provision designed 
to encourage pensioners to continue in employment for up to a 
further five years, by enabling them to increase the pension 
which they will ultimately get as a quid pro quo for the loss 
of pension while they continue to be employed in the service. 

But the most important provision from the profession's point 
of view is the extension to consultants and specialists in con- 
tract with regional and teaching hospital boards of the option, 
previously limited to general practitioners on executive council 
lists, to remain outside the Government superannuation scheme 
and to receive from the Ministry an amount equivalent to the 
employer’s contribution (8% of the net remuneration) towards 
the payment of insurance policy. premiums. Full details of the 
conditions under which the option may be exercised have yet 
to be published. But on the general practitioner analogy it is 
reasonable to expect that consultants who have already made 
provision for retirement by endowment or deferred annuity 
policies will be able to opt out on satisfying’ the following 
requirements : i i 


(i) The policies must not mature at an earlier age than 60; where 
a policy would under its original terms have matured -before age 60, 
it may be recognized if its terms are modifted so that it matures at or 
after age 60. 


(ii) The premiums (or total premiums) must not be less than £150 
per annum; alternatively, if the total annual premiums on existing 
policies are less than £150 per annum but not less than £50 per 
annum, these policies may be recognized on condition that the 
practitioner takes out forthwith a further policy which will bring 
the total premiums to at least £150 per annum on policies satisfying 
the conditions above. 

(iii) The policies must not be assigned to any other person, or 
surrendered before maturity. ` ! 

(iv) Payment by the Ministry of an amount equal to 8% of the 
practitioner's remuneration will continue only so long as the 
premiums on the policies continue to be payable. 

(v) The policies must be produced for inspection on a request made 
to the practitioner by the Minister or by an employing authority on 
his behalf. Alternatively, a statement from the assurance company 
as to the nature of the policies may be submitted. 

(vi) Premium receipts must be submitted to the Minister or to the 
employing authority for examination within one month after the 
date on which each payment of premium falls due. 


These are the conditions which will obtain if the Ministry 
follows the precedents adoptéd in the case of general practi- 
tioners. The Ministry will shortly issue full details in a special 
leaflet which consultants and specialists will be able to obtain 
from regional hospital boards and teaching hospital boards of 
governors. mn 


. and remuneration of consultants. 





So complicated is the structure of this vast superannuation 
scheme that as soon as one' anomaly is dealt with another 
appears. For example, the Medical Women’s Federation has 
recently brought to light the fact that the scheme discriminates 
unfairly between married women who are employed in the 
health service and married women who are not so employed. 
In the latter case, the woman makes no contribution to the 
N.H.S. superannuation scheme, but qualifies for a widow’s 
pension on her husband's death. In the former case the woman 
contributes to the scheme as a member of the Service, but loses 
the widow’s pension on becoming entitled to'a pension in her 
own right. In brief, a widow’s pension which would otherwise 
be payable is not payable if the wife is herself receiving a pen- 
sion under the regulations. This point is at present under 
discussion with the Ministry. * 


The Public Health Service 


The dispute with the Associations of Local Authorities is now 
over. The Associations, following a meeting on July 26, agreed 
to participate in the Whitley machinery provided that its consti- 
tution provides that the decisions of the committee dealing 
with the remuneration and terms and conditions of service of 
public health officers are final, without need for confirmation 
by the functional council. It will be recalled that the Whitley 
proposals for the medical profession provided for a functional 
council and three main subcommittees, one dealing with con- 
sultants, one with general practitioners, and one with public 
health officers. The effect of the proviso of the Associations of 
Local Authorities is to ensure that these three subcommittees 
reach their conclusions without their being subject to the 
approval of the functional council as a whole. Similarly, no 
doubt, the remuneration of general practitioners will be deter- 
mined by its subcommittee without the approval of a functional 
council which would include not only representatives of the 
Ministry but representatives of regional hospital boards and 
local authorities ; and, of course, the same would apply to the 
subcommittee dealing with the terms and conditions of service 
The condition seems reason- 
able, and although it will have to be considered by the Ministry 
it need not be the cause of any prolongation of the dispute. 

The Scottish representatives at the meeting on July 26 were 
not authorized to commit their association, but they are recom- 
mending it to participate. In the meantime, the ban on Scottish 


_advertisements as well as those coming from local authorities 


in England and Wales will be lifted, although, of course, the 
final decision of the Scottish Association will be awaited with 
interest. 
Survey of General Practitioner Income 

It ‘was reported to the General Medical Services Committee 
at its meeting on July 28 that the Ministry’s survey. of the 
incomes of general practitioners from National Health Service 
sources was complete and that the results would be in the hands 
of the committee within the next few days. The committee 
decided to hold a special meeting on Wednesday, Aug. 31, for 
the sole purpose of considering this report. Local medical com- 
mittees are being warned that they may be asked to call meetings 
of their committees early in September to consider a statement 
on the position from the: General Medical Services Committee. 
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SURVEY OF GENERAL PRACTICE 
MEDICAL PRACTICES COMMITTEE REPORT 


The Medical Practices Committee has completed its survey of 
the number of general practitioners practising in the various 
parts of England and Wales. It has listed executive council 
areas or parts of them in one of’ four schedules. 

Schedule 1—The committee considers that more doctors are 
needed in the places listed. as 

Schedule 2.—Places listed in this schedule are those, in addi- 
tion to the places included in Schedule 1, open to any doctor to 
settle in with a view to starting practice. Admission to the 
medical list of the executive council concerned will be auto- 
matically granted by the Medical Practices Committee. 
' Schedule 3—These are “doubtful” places. Applications to 


_ 


practise in them are likely to be granted, but information in f Biddulph, Aldridge, Brownhills, Rugeley, Darlaston,- Willenhall, 


the hands 'of the Medical Practices Committee when the doctor’s 


application is being considered may result in the area then ' 


' being closed and the refusal of his application. The establish- 


ment of a successful practice in such areas is likely to be 
hazardous. j 


\ t 
Schedule 4—These are "closed areas.” The committee has 


decided that the number of doctors undertaking to provide 
general medical services in them is for the time being adequate. 


Closure is limited in that it gives the committee the power ‘to ‘ 


refuse an application to go on the executive council list (sub- 
ject to the right of the applicant to appeal to the Minister). 
The committee is unlikely to agree to an increase in the number 


. of general practitioners practising in the district and might agree 


‘ from the list, 


with an executive council to refuse to allow replacement of 
what might be regarded as redundant practitioners resigning 
But where an executive council, in agreement 
with the local medical committee, considers replacement desir- 
able the Medical Practices Committee would agree. Further, 
it might suggest replacement in other instances where it con- 
siders it necessary. Nor does closure mean that under no other 
circumstances,would the committee admit a practitioner to the 
list ; personal factors advanced by the applicant or in his favour 
by the local executive council, the local medical committee, or 
other interested parties might be considered of sufficient weight 


‘to cause the application to be granted. 


- 


The four schedules are printed ‘below: 


Schedule 1 ` 
The densely populated parts of the following districts: - 


Counties 
Bedfordshire —Luton. 


Cheshire—Crewe and Nantwich; Hyde, Dukinfield, and Staly- ° 


bridge; Runcorn and Stockton Heath; Newferry and Bebington. 

Cumberland.—Cockermouth, Maryport. 

Derbyshire —Chesterfield Borough and Rural District; Ilkeston 
Borough; Alfreton, Bolsover, Claycross, Heanor, Long Eaton, 
Matlock, Ripley, Staveley, Swadlincote Urban Districts +` Blackwell 
and Clowne Rural Districts. = 

Durham.—Felling Urban District; Hebburn Urban District: 
Jarrow Borough and Boldon Urban District; Houghton-le-Spring, 
Hetton, and Washington Urban Districts; Chester-le-Street Urban 
and Rural Districts: Stanley Urban District; Consett Urban District 
and Lanchester Rural District; Crook and Willington Urban District 
and Tow Law Urban District; Bishop Auckland, Shildon, and 
Spennymoor Urban Districts; Easington Rural District; Sedgefield 
Rural District; Stockton Urban and Rural Districts and Billingham 
Urban District. 

Gloucester —Kingswood. 2 

Hampshire. —Aldershot, Eastleigh. ' 

Hertfordshire-——Ware Urban District and Cheshunt. 

Huntingdonshire-—Ramsey. 

Isle of Ety—March, Wisbech, Whittlesey. ° i 

Kent and Canterbury.—Boroughs of Bexley, Chatham, Dartford, 
Erith, Gravesend, Rochester; Urban Districts of Crayford, .North- 
fleet, Sittingbourne and Milton, Swanscombe; and Rural District of 
Dartford. 

Lancashire.—Aintree, Bacup, Barrowford, Coppull, Croston, Farn- 
worth, Haydock, Heywood, Hindley, Huyton with Roby, Irlam, 


\ Kearsley, Leigh, Litherland, Middleton, Newton-le-Willows, Prescot, 


West’ Houghton, Widnes, Worsley. 
\ Leicestershire, and Rutland.—Ashby-de-la-Zouch, 


Coalville, 
Hinckley, Melton Mowbray excluding Somerby. 


‘ + ~ 
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Lincolnshire —ĦHolland: Spalding Urban and Rural Districts. 
Kesteven: Grantham. Lindsey: Louth. 

London.—Boroughs of Battersea, Bethnal Green, Hammersmith. 

Middlesex.— Boroughs of Edmonton, Heston and Isleworth, South- ' 
all, Wood Green; and Urban District Council areas of Feltham, 
Hayes and Harlington, Staines. 

Norfolk —Mitford and Launditch. ! 

Northampton.—Kettering. 

Northumberland.—Ashington, Bedlington, Haltwhistle, and Walls- 
end. 


` 


Nottingham County and City—Arnold, Bawtry, Beeston, Carlton | 


and Netherfield, Clipstone, Eastwood, Hucknall, Kimberley, Langold, 
Stapleford, Warsop, Worksop, and the City of Nottingham. 

Soke of Peterborough. —Peterborough, Whittlesey, and Market 
Deeping. 

Somerset —Chew Magna and Street. 

Staffordshire —Newcastle-under-Lyme Borough and Rural District ; 
Wednesbury, Bilston, Rowley Regis, Tipton Boroughs; Kidsgrove, 


Wednesfield, Sedgley, Brierley Hill, Amblecote Urban Districts; 
Lichfield Rural District. k 

Surrey.—Borough of Mitcham; Urban Districts of Chertsey and 
Walton and Weybridge. 

Sussex West.—Lancing. 

Warwickshire-——-Bedworth, Nuneaton, Warwick Urban Districts; 
Atherstone Rural District, 


Wiltshire —Swindon. D i o 
Worcestershire. —Bromsgrove, Halesowen, Oldbury, and Stour- 
bridge. 3 l 


Yorkshire.—Fast Riding: Haltemprice district, Hedon district, 
Howden and Goole. North Riding: Carlin How, Dormanstown, 
Grangetown, Guisborough. West Riding: Castleford Urban District 
and Normanton Urban District. Featherstone Urban District; 
Knottingley Urban District; Pontefract Borough; Osgoldcross Rural 
District. Horbury Urban District; Ossett Borough; Wakefield Rural 
District. Batley Borough; Heckmondwike Urban District. -Hoyland 
Nether Urban District; Stocksbridge Urban District; Wortley Rural 
District; and Penistone Urban and Rural Districts. | Hemsworth 
Urban and Rural Districts. © Cudworth Urban District; Darton 
Urban District; Royston’ Urban District. ‘ Darnfield, Wombwell, 
Worsborough, Dodworth Urban Districts; Swinton, Rawmarsh, 
Wath-on-Dearne Urban Districts; Adwick-le-Street Urban District ; 
Bentley with Arksey Urban District; Rotherham Rural District. 
Doncaster Rural District and Tickhill Urban District. Thorne Rural 
District. Conisborough, Mexborough, and Dearne Urban Districts. 
Maltby Urban District; Kiveton Park Rural District. : f 

Denbighshire and Flintshire.—Buckley, Caergwrle, Connah's Quay, 
Hawarden, Holywell, and Wrexbam Rural District. l 

Glamorganshire—Aberdare, Bridgend, Caerphilly, Gelligaer, 
Liwchwr, Maesteg, Mountain Ash, Neath, Penybont, Pontypridd, 
Port Talbot, Rhondda. 

Monmouthshire and Newport.—Abercarn, Bedwas and Machen, 
Bedwellty, Cwmbran, Ebbw Vale, Pontypool, Risca, and Tredegar. 


» 


County Boroughs ` 


All of the larger cities in the country have densely populated 
districts, where the services of additional doctors are required. . In 
addition more doctors are required in the following county borough 
areas: ~ 

Barnsley, Birkenhead, Bootle, Burton-on-Trent, Carlisle, Coventry, ` 
Derby, Dudley, East Ham, Gateshead, Great Yarmouth, Leicester, 
Middlesbrough, Northampton, Norwich, Rotherham, St. Helens, 
Smethwick, South Shields, Stoke-on-Trent, Sunderland, Tynemouth, 
Wakefield, Walsall, Warrington, West Bromwich, West Hartlepool, 
Wolverhampton. ` 


Schedule 2 


Counties 


Bedfordshire.—Bedford, Dunstable, Barton and Shillington, 
Leighton Buzzard, Woburn, Toddington, Ampthill and Cranfield, 
Shefford and Arlesey, Barford, Eaton Socon, Sandy and Potton, 
Biggleswade. 2 ae 

Berkshire—Abingdon Urban and Rural Districts; Easthampstead 
Rural District; Faringdon Rural District; Hungerford Rural District ; 
Maidenhead Urban District; Wallingford Urban and Rural Districts ; 
Wantage Urban and Rural Districts. - 

Buckinghamshire.—Buckingham, Winslow, Claydon, Bourne End, 
High Wycombe, Flackwell Heath and Marlow, Stony Stratford,. 
Chesham, Princes Risborough, Aylesbury, Wendover, Waddesdon, 


‘Slough, Datchet, Iver, Burnham, Colnbrook, Wolverton, New 


Bradwell, Olney, Bletchley, Newport Pagnell, Linslade, Wing and 


Wraysbury. 
Cambridgeshire Cambridge Borough and County. 


` 


» 


` 
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Cheshire —Lymm, Macclesfield with the exception. of Bollington, 
Middlewich, Sale, Bromborough and Eastham, Neston and Parkgate, 


Bredbury and Romiley, Cheadle and Gatley, Congleton, Northwich \ 


and Winsford, Weaverham, Frodsham.. ` , 
Cornwall.—Albaston, St. Blazey, Bugle, Camborne, Camelford, 
Carn Brea, Chacewater, St. Dennis, Helston, St.\Just, Looe, Penryn; 
Perranporth, Probus, Redruth, Grampound, St. Austell, Bodmin, 
Callington, St. Columb, Launceston, Newquay, Penzance, Polperro, 
_Porthleven, Port Isaac, Saltash, Truro. 
Cumberland.—Aspatria, Brampton, Cleator, Egremont, Kirkbride, 
Whitehaven, Workington, Distington, Harrington, Wetheral, Wigton. 
Derbyshire.—Belper Urban and Rural Districts; Dronfield, New 
Mills, Wirksworth Urban Districts; .-Chapel-en-le-Frith, Repton; 
Shardlow Rural Districts; Glossop Borough; Ashbourne Urban and 
Rural Districts. , : i 
- Devon and Exeter —Axminster, Barnstaple, Calstock and Gunnis- 
lake, Crownhill, Dartmouth, Exeter, Plymstock, South Molton, 
Tavistock, Tiverton. 
Dorset.—Blandford, Portland, Verwood, 
Parkstone, Poole, Sherborne. 
- Durham.—Blaydon Urban District and Durham City; Borough of 
Hartlepool; Rural District of Darlington; Urban and Rural Districts 
of Barnard Castle — ` i ' 
Essex—Whole of County 
report, / 
Gloucester County and City.—Bitton, Bream, Chipping Sodbury, 
Church Down, Coleford, Drybrook, Dursley, Filton, Gloucester, 
Hambrook, Hugglecote,s Lydbrook, Lydney, Mangotsfield, Mitchel- 
dean, North Leach, Parkend, Stonehouse; Stroud, Tidenham, Ulney, 
Almondsbury, Berkeley, Blakeney, Newnham, Westbury-on-Severn, 
Cinderford, Chalford, Eastcombe, Frampton-on-Severn, Painswick, 
` Pilning, Tewkesbury, ‘Wotton-under-Edge, Warmley, Winchcomb. 
Hampshire.—Gosport, Fareham, Farnborough, Havant, Basing- 


Wimborne, Bridport, 


regarded “ open ” in absence of survey 


` stoke Urban and Rural Districts, Romsey and Stockbridge, Andover, 


Petersfield, Winchester City, Alton, Droxford, New Forest Rural 
District, Ringwood and Fordingbridge, Winchester. 
Herefordshire-—Grosmont, Vowchurch, Bromyard, 
Leominster, Ross-on-Wye. 
Hertfordshire-—Royston, Baldock, Welwyn, Sawbridgeworth, 
Hoddesdon, Watford Borough and Rural District, Letchworth, 
Hitchin Urban and Rural Districts, Stevenage, Hertford, Bishop’s 
Stortford, Tring, Berkhamsted, Hemel Hempstead Borough and 
Rural District, St. Albans, Harpenden, Hatfield, Elstree, Ware Rural 
District, Chorley Wood, Rickmansworth, Bushey, Bamet. 
Huntingdonshire.—Huntingdon, Old Fletton, Somersham, Warboys, 
Yaxley, Kimbolton, St. Ives, St. Neots. ; 7 
Isle of Ely—Chatteris, Doddington, Ely, Haddenham, Long Sutton, 
, Mildenhall, Parson’s Drove, Peterborough, Ramsey, and Upwell. ° 
~ Kent and Canterbury.—Boroughs ‘of Beckenham and Bromley, 


Hereford, 


_ Canterbury, Deal, Dover, Faversham, Gillingham, Maidstone with 


‘Rural District of Hollingbourne, Margate, Queenborough, Ramsgate ; 
Urban Districts of Ashford, Chislehurst and Sidcup, Orpington, 


.- Penge,-Sheerness, Tonbridge, and Whitstable; Rural Districts of 


Dover, Bridge Blean, Eastry, Elham, Maidstone, Malling, Strood, and 
Tonbridge. i l 


` = 
Lancashire.—Accrington, Ashton-in-Makerfield, Ashton-under- 


Lyne, Barnoldswick, Brierfield, Chadderton, Chorley, Church, Colne, - 


Crompton, Crosby, Dalton-in-Furness, Adlington, Anderton, Ather- 
ton, Billinge, Carnforth, Clayton le Moors, Darwen,. Fleetwood, 
Golborne, Great Harwood, Lancaster, Lees, Littleborough, Maghull, 
Miln Row, Denton, Droylsden, Eccles, Ellel, Failsworth, Formby, 
Haslingden, Horwich, Ince in 'Makerfield; Kirkham, Leyland, Little 
Lever, Longton, Orrell, Ormskirk, Oswaldtwistle, Padiham, Poulton- 


le-Fylde, Prestwich, Rainford, Rawtenstall, Royton, Stretford, Tarle-' 


ton,-Thornton Cleveleys, Tottington, Upholland, Urmston, Walton- 
le-Dale, Whitefield, Whittle-le-Woods, Penwortham, Poulton with 


Fearnhead, Preston, Radcliffe, Rainhill, .Ramsbottom, Ribchester, 


Rishton, Skelmersdale, Stalybridge, Standish with Langtree, Swinton 
and Pendlebury, Turton, Tyldesley, Ulverston, Wardle, Whitworth. 
Leicestershire and Rutland —Leicester, Loughborough Urban and 
Rural Districts,. Lutterworth excluding Peatling Magna,’. Market 
Harborough Urban and Rural Districts excluding Hallaton, -Rutland 


- excluding Uppingham and Market Overton. 


Lincolnshire—Holland: Boston Municipal and .Rural “area, 
East Elloe Rural District with the exception of Gedney Hill. 
Kesteven: Stamford and Bourne, Sleaford. Lindsey: Barton-on- 
Humber, Keadby, Cleethorpes, Scartho, Spilsby, Horncastle, Caistor, 
Brigg, Scunthorpe, Barnetby, Winterton and Burton Stather, 
Gainsborough, Skegness; Alford. i 

London.—Boroughs of Bermondsey, Camberwell, Deptford, Fins- 
bury, Fulham, Greenwich, Hackney, Islington, Lambeth, Lewisham, 


— District Council areas of Enfield, Friern Barnet, Harrow, Potter’s Bar, 


Ruislip and Northwood, Sunbury-on-Thames, Uxbridge, Yiewsley, 
and West Drayton. ' 
‘Norfolk.—Depwade, Forehoe and Henstead, Loddon, St. Faith's 
and, Aylsham, Walsingham, East Dereham, King’s Lynn, Blofield and 
Flegg, Docking, Downham, Erpington, Marshland, Smailburgh, 
Wayland, Downham Market, North Walsham, Wymondham, 
Thetford. f i : 
Northamptonshire. —Burto Latimer .and Fimedon, Corby, 
Daventry, Irthlinborough, Rothwell and Desborough, Rushden, — 
Towcester, Wellingborough, Blisworth. 
Northumberland.—Alnwick, Blyth, 
Morpeth. yo l 
Nottinghamshire County and City.—Bilsthorpe, Bingham and adja- 
cent villages, Blidworth, Costock, Huthwaite, Kegworth, Keyworth, 
Kirkby-in-Ashfield, Mansfield, Misterton, Newark, Pleasley, 
Radcliffe-on-Trent, Retford, Ruddington, Selston, Southwell and 
adjacent villages, Sutton-Bonnington, Sutton-in-Ashfield, West 
Bridgford. j 
Oxfordshire County and City.—Banbury, Bicester, Charlbury, 
Chipping Norton, Deddington, Henley-on-Thames, Little Milton, 
Shipton-under-Wychwood,. Watlington, Whitney, and Woodstock. 
+ Shropshire-—Chirbury, Ellesmere, Ludlow, Market Drayton, 
Newport, Oswestry, Shifnal, Shrewsbury, Wellington, and Wenlock. 
Somersetshire-—Axbridge, Banwell, Bishops Lydeard, Bridgwater, 
Cannington, Cheddar, Frome, Glastonbury, Highbridge, Keynsham, 
Midsomer Norton, Milverton, Nether Stowey, ‘North Curry, Paulton, 
Peasedown St. John, Pill, Radstock, Shepton Mallet, Stoke-under- 
Ham, Taunton, Templecombe, Timsbury, Watchet, Wells, West 
Town, Wrington, and Yeovil. Pe 
Staffordshire—Cannock Urban and Rural Districts; Cheadle 


Glendale, Hexham, and 


Rural District; Coseley Urban District; Leek Urban and Rural 


Districts; Lichfield City; Stafford Borough and Rural District ; 
Stone. Urban and Rural Districts; Tamworth Borough ; Tettenhall 
Urban District; Tutbury Rural District; Uttoxeter Urban District. 
Suffolk East.—Beccles, Botesdale, Bungay, Debenham, East Berg- 
holt, Eye and Great Horkesley, Framlingham, Halesworth, Leiston, 
Lowestoft, Needham Market, Stowmarket, Wickham Market, and 
Woodbridge. o , J 
Suffolk West —Bury St. Edmunds, Hadleigh, Haverhill, Milden- 
hall, Newmarket, Sudbury, Thedwastre, and Thingoe. 
” Surrey.—Boroughs of Barnes, Beddington and Wallington, Godalm- 
ing, Malden and Coombe, Sutton and Cheam, and Wimbledon ; 
Urban District Council areas of Carshalton, Caterham and Warling- 
ham with Woldingham, Merton and Morden; Rural District Council 
areas of Bagshot and Godstone, 
Sussex East.—Burgess Hill and Newhaven. . 
Sussex West—Arundel, Chichester, Crawley, Emsworth, Horsham, 
Petworth, Shoreham, Southwick .and Portslade, and West Wittering- 
Warwickshire.—Arley, - Coleshill, Kenilworth Urban District, 
Leamington Spa, Rugby Rural District, Solihull Urban District, 
Sutton Coldfield Urban District, Tamworth Rural District. 
Westmorland—Appleby, Brough, Crosby Ravensworth, 
Temple Sowerby. 
_Wiltshire—Amesbury, 
Chippenham, Corsham, 


and 


Andover, Batheaston, Box, Bratton, Calne, 
Cricklade, Devizes, eee eee 
Ludgershall, Malmesbury, Melksham, Purton, Ramsbury, Salisbury, 
Saton St. Margaret, Trowbridge, Upavon, Warminster, Westbury, 
Wilton, Wootton Bassett, and Wroughton. — i 
Worcestershire. —Droitwich, Evesham, Kidderminster, 
Redditch, Stourbridge-on-Severn, Tenbury, Upton-on-Severn, 
ua TE Riding: Beverley district, Bridlington district, 
Driffield district, Market Weighton, Newport, North and South Cave 
district, Norton, Pocklington, Scarborough, Selby, and South 
Holderness. North Riding: Billingham, Borough Bridge, Brotton, 
Brough, Catterick, Elvington, Eston and Normanby, Filey, Haxby 
and New Earswick, Hinderwell, Hovingham, Kirby Stephen, Malton, 
Marske-by-Sea,| Masham, Redcar, Richmond, Ripon, Saltburn, 
Scarborough, Scorton,. Sherburn, Skelton, Snainton, South Par: 
Strensall, and Yarm. West Riding: Morley Rural District ;,.Roth- 
well, Stanley, Garforth Urban Districts; Mirfield and Spenborough 
Urban Districts; Hebden Royd, Ripponden, Sowerby Bridge Eales 
Districts, and the Borough of Todmorden ; Barnoldwick, Earby, oar 
Silsden Urban Districts; Skipton Urban and Rural Districts, an 
the Borough of Keighley; Baildon. Bingley, and Denholme oes 
Districts; Aireborough and Horsforth Urban Districts, and t j 
Borough of Pudsey; Selby Urban District, and the Borough o 
Goole; Goole Rural District; Elland, Queensbury, and Shelf Urban 


Pershore, 
and 


' Districts, and the Borough of Brighouse; :Kirkburton, Meltham, 


Poplar, St. Pancras,- Shoreditch, Southwark, Stepney, Stoke Newing- S 


ton, Woolwich. - \ 

Middlesex.—Boroughs of Acton, Brentford and Chiswick, Ealing, 

Hornsey, Southgate, Tottenhdm, Twickenham, and Wembley; Urban 
N 


Districts ; 
Denby Dale, Holmfirth, Colne Valley Saddleworth Urban cts ; 
Sedbergh, Settle, Bowland Rural Districts ;, Ripon and Pately Bridge 
and Kirkby Malzeard Rural Districts ; Nidderdale, Tadcaster, Wharfe- 
dale Rural Districts. - 


` 
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Anglesey—Amilwch and Holyhead Urban Districts; Aethwy Rural 


District with the exception of Lilanfairpwll, Bodorgan, and 
Brynsiencyn. 
Breconshire-—Glyn Neath, Brynmawr, Ystradgynlais, Brecon, 


Builth Wells, Crickhowell. 

Caernarvonshire-—Bangor, Bethesda, Pwllheli. 

Cardiganshire —Borth, Llangeitho, Llandyssul, Newcastle Emlyn, 
Tregaron. 

Carmarthenshire—Cross Hands, Garnant and Glanamman, 
Llanelly, Loughor, Ammanford and Liandebie, Brynamman, Gwaun 
Cae Gurwen, Burry Port and Kidwelly, Cwmllynfell, Llandilo, St. 
Clears. 

Denbighshire and Flintshire—Denbigh, Flint, Ffynnongroew, 
Gresford, Overton, Rossett, Ruabon, Chirk, Dyserth, Holt, Mold, 
Prestatyn, Rhyl, St. Asaph, Wrexham. 

Glamorganshire—Barry, Glyncorrwg, Llantrisant and Llantwit, 
Neath, Ogmore and Garw, Pontardawe. 

M erionethshire. —Dolgelley. 

Monmouthshire and Newport.—Abertillery, Blaenavon, Mynydd- 
islwyn, Nantyglo and Blaina, Rhymney, Usk, Magor and St. 
Mellons, Newport, Abergavenny. 

Montgomeryshire-—Cemmaes Rd. and Machynlleth, Montgomery. 

Pembrokeshire-—Haverfordwest, Neyland, Fishguard, Milford 
Haven, Pembroke, Pembroke Dock. 


County Boroughs 


Barrow-in-Furness, Bath, Blackburn, Bolton, Bradford, Bristol, 
Burnley, Bury, Cardiff, Croydon, Darlington, Dewsbury, Doncaster, 
Grimsby, Halifax, Huddersfield, Ipswich, Kingston-upon-Hull, 
Lincoln, Merthyr, Newcastle-upon-Tyne, Oldham, Plymouth, Ports- 
mouth, Preston, Reading, Rochdale, Salford, Southampton, Southend- 
on-Sea, Stockport, Swansea, Wallasey, West Ham, Wigan, Worcester, 
York. 


ld 


Schedule 3 
Counties 


Bedfordshire —Harrold, Sharnbrook, Riseley, Turvey. 

Berkshire—Bradfield Rural District; Cookham Rural District; 
‘Newbury Urban and Rural Districts; Windsor Urban and Rural 
Districts; Wokingham Urban and Rural Districts. 

Buckinghamshire.-—Amersham. 

Cheshire.-—The whole of Altrincham district. 

Cornwall.—Liskeard and Lostwithiel. 

Cumberland.—Penrith and Silloth, 

Devon and Exeter—Bideford, Appledore and Northam, Okehamp- 
ton and surrounds of Plymouth, Kingsbridge and Torquay, Newton 


` Abbot and Crediton, Honiton and Broadclyst. 


Dorset.—Beaminster, Bere Regis, Wareham, Weymouth, Winfrith 
and Wool. 

Durham.—Weardale Rural District. 

Gloucester County and City—Bourton-on-the-Water, Stow-on-the- 
Wold, Cirencester and Rendcombe, SORA Newent, Marshfield, 
Tetbury, Thornbury. 

Hampshire.—Christchurch, Petersfield Urban Districts; Alton. 
Rural District; Hartley Wintney Rural District ; Kingsclere and 
Whitchurch Rural Districts. 

Herefordshire —Colwall, Cradley, Ledbury. 

Hertfordshire —Watton-at-Stone—Hertford Rural District. 

Isle of Ely.—tLittleport. 

Isle of Wight. 

Kent and Canterbury—Boroughs of Folkestone, Hythe; 
Districts of Sheppey and Swale. 

Lancashire.—Clitheroe and Whalley, Great Eccleston, Morecambe 
and Slyne with Hest, Mossley. 

Lincolnshire —Holland: Gedney Hill. Kesteven: Heighington. 

London.—Boroughs of Chelsea, Hampstead. Holborn, Kensing- 
ton, Paddington, St. Marylebone, Wandsworth, Westminster. 

Middlesex.—Hendon and Willesden. 

Norfolk.—Swaffham Urban and Rural Districts; 
Sheringham Urban Districts. 

Northamptonshire.—Brackley. 

Northumberland. —Belford, Bellingham, and Berwick-on-T weed. 

Nottinghamshire County and City——Lowdham. 

Oxfordshire County and City—Eynsham, Islip, Kidlington and 
Oxford, Cowley, and Headington. 

Shropshire Bridgnorth, Cleobury Mortimer, and Whitchurch. 

Somersetshire Bruton, Burnham-on-Sea, Castle Cary, Chilton 
Polden, Clevedon, Corfe, Crewkerne, Curry Rivel, Evercreech, 
Freshford, IIchester, Langford, Long Ashton, Martock, Norton 
St. Philip, North Petherton, Oakhill, Otterhampton, Portishead, 
Queen Camel, Somerton, South Petherton, Stratton-on-Fosse, 
Temple Cloud,: West Harptree, Weston-super-Mare, Wincanton and 
Wiveliscombe. 

Suffolk East-—Saxmundham, 
Holbrook. 


Rural 


Cromer and 


Felixstowe, Otley, Brockford, 


ford Cliffs, 
y 


Suffolk West.—Clare and Cosford. 

Surrey.—Boroughs of Epsom and Ewell, Kingston-upon-Thames, 
Reigate, Richmond, and Surbiton; Urban Districts of Egham, Esher, 
Farnham, Frimley ‘and Camberley, and Woking; Rural Districts of 
Dorking ‘and Horley, and Hambledon. 

Sussex East.—Hove and Portslade Urban District; Chailey—whole 
of Rural District with the exception of Newick and Chailey; Lewes 
and Seaford Urban Districts; East Grinstead Urban District. 

Sussex West—Angmering and Littlehampton, Billinghurst and 
Loxwood, Bognor Regis, Harting and Rogate, Henfield, Midhurst, 
Pulborough, Rudgwick and Slinford, Steyning. 

Warwickshire.—Alcester Rural District; Shipston-on-Stour Rural 
District ; Stratford-on-Avon Urban District. 

Wiltshire —Marlborough. 

Yorkshire-—East Riding: Filey, Beeford, .Sherburn, Wetwang. 
North Riding: Bedale, Cloughton, Sleights, Northallerton, Pickering, 
Whitby—inclusive of Robin Hood’s Bay and Sandsend, Thirsk. West 
Riding: Urban Districts of Ilkley and Otley; Ripon City; Urban 
District of Knaresborough; Rural District of Wetherby ; Grassington 
—Skipton Rural District. 

Anglesey.—Brynsiencyn—in Aethwy Rural District. 

Breconshire—Hay and Talgarth. : 

Caernarvonshire.—Caernarvon, Deinolen, Llanberis, Llandudno, 
Llandudno Junction, Deganwy, Penygroes, Port Dinorwic, Portmadoc, 
Waenfawr. 

Cardiganshire —Aberystwyth. 

Carmarthenshire Carmarthen, Whitland. 

Denbighshire and Flintshire—Lianrwst (with adjacent areas of 
Llanrwst Rural area, Gwytherin, Llanddoget, Llangerniew and 
Eglwysbach). 

Glamorgan.—Penarth Urban District. 

Merionethshire—Bala, Blaenau Ffestiniog and Ffestiniog, Pen- 
rhyndeudraeth. 

Monmouthshire and Newport—Monmouth Urban and Rural 
districts excluding Raglan. 

Montgomeryshire. —Ll}anfyllin, Llansantifraid, Llanfair Caereinion, 
Caersws and Llanidloes, Newtown, Welshpool. 

Pembrokeshire. —Narberth, Saundersfoot. 


County Boroughs 


` Blackpool, Brighton, Bristol—Clifton and district, Chester, East- 
bourne. 


r 


Schedule 4 ) 
Counties 
Berkshire —Lambourn—Hungerford Rural District ; Brightwalton 


—Wantage Urban and Rural Districts. 

Buckinghamshire—Great Missenden, Prestwood, Chalfont St. 
Peters, Chalfont St. Giles, Gerrards Cross, Beaconsfield, Seer Green, 
Stokenchurch, Brill, Long Crendon, Haddenham, 

Cheshire —Hoylake’ and West Kirby District; Knutsford and 
Wilmslow with the exception of Lymm; Bollington—Macclesfield 
District ; Helsby—Runcorn District. 

Cornwall.—St. Agnes, St. Ives and Carbis Bay, Hayle, Townshend 
and Fowey, Tywardreath and Marazion, Mullion, Lizard, St. 
Keverns, Falmouth, Perranaworthal, St. Mawes, Ruanhighlanes, 
Bude, Widemouth Bay, Rock, Wadebridge, Tintagel, Boscastle, St. 
Germans, Downderry, Millbrook, Cawsand, Upton Cross and 
Pensilya, Constantine and Padstow, Torpoint, Mevagissey. 

Cumberland .—Alston, Bootle, and Millom; Ravenglass and Gos- 
forth; Caldbeck and Dalston : High Hesketh district; Keswick, 
Kirkoswald, Rowrah. 

Derbyshire—Borough of Buxton; Bakewell Urban and Rural 
Districts; Whaleybridge Urban District. 

Devon and Exeter—yYelverton, Lifton, Ottery St. Mary, Hols- 
worthy, Lynton and Lynmouth, Pinhoe, Bradworthy, Hartland, 
Churchinford, Clayhidon, Culmstock, Shebbear, Beer, Seaton, 
Colyton, Braunton, Woolacombe, Croyde Bay, Georgeham, Ilfra- 
combe, Shaldon, Chulmleigh, Hatherleigh, Winkleigh, Dunsford and 
Umberleigh, North Tawton, Sticklepath and Witheredge, Sidmouth 
and Sidbury, Hope Cove, Lustleigh and Bovey Tracy, Moreton- 
hampstead, Newton Ferrers, Yealmpton, Modbury, South Brent, 
Buckfastleigh, Salcombe, Brixham, Paignton Totnes, Ashburton, 
Kingskerwell, Teignmouth, Dawlish, Starcross, Chudleigh and 
Exmouth, Lympstone, Woodbury, Morchand Bishop, Cheriton, 
Fitzpaine, Bishopsteignton, Black Torrington, Bow, Bradninch, 
Budleigh Salterton, Tipton St. John, Chillington, Uffculme. 

Dorset—Abbotsbury and district, Bourton and Gillingham, 
Branksome, Broadstone, Buckland Newton and Cerne Abbas, Can- 
Charmouth and Lyme Regis, Child Okeford, Corfe 
Castle and district, Cranbourne, Dorchester, Evershot, Ferndown, 
West Moors and Kinson, Handley and district, Maiden Newton, 
Marnhull and district, Milton Abbas, Winterbourne Stickland and 
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districts, Puddletown, Shaftesbury and district, Stalbridge, Stur- 
minster Newton, Swanage, Yetminster. 

Durham.—Stillington. 
Gloucestershire County and City.—Bishops Cleve, 
Moreton-in-Marsh, Chipping Campden, Mickleton, Charlton Kings, 


` 


Cheltenham, Cleeve Hill, Prestbury, Fairford, Lechlade, Minchin- — 


hampton, Nailsworth. , 
Hampshire-—Lymington and Fleet. 4 
Herefordshire —Eardisley, Kington, Hay-on-Wye, Staunton-on- 

aes Pembridge, Weobley. 

Hertfordshire —Braughing Rural District. 

Huntingdonshire.—Alconbury Weston and Buckden. 

Isle of Ely—Manea. 

Isles of Scilly. 

Kent and Canterbury.—Boroughs of Lydd, Tunbridge Wells, Sand- 
wich; Urban Districts of Broadstairs and St. Peters, Herne Bay, 
Sevenoaks, Southborough; Rural Districts of Ashford East, Ashford 
West, Cranbrook and Tenterden, Romney Marsh and Sevenoaks. 

Lancashire —Allithwaite and Grange-over-Sands, Broughton West 
and Kirkby Ireleth, Coniston, Hambleton, Preesal, Pilling and 
Stalmine with Stainall, Haverthwaite, Hawkshead, Lytham St. Annes. 

Leicestershire and Rutland.—Peatling Magna, Hallaton, Somerby, 
Uppingham, Market Overton. 

Lincolnshire—Kesteven: Bassingham, Billinghay, Castle Bytham, 
_ Colsterworth, Corby, Dunston, Folkingham, Martin, Metheringham, 
North Hykeham, Ropsley. Lindsey: Bardney, Chapel St. Leonards, 
Coningsby, Covenham St. Bartholomew, Covenham St. Mary, 
Fulstow, Hogsthorpe, Immingham, Keelby, Mablethorpe, Mareham- 
le-Fen, Market Rasen, Newton-on-Trent, North Thoresby, Revesby 
Bridge, Saltfleetby All Saints, Sutton-on-Sea, Tetford, Tetney, 
Theddlethorpe Ail Saints, Toft Newton, Woodhall Spa. 

Middlesex.—Borough of Finchley. 

Norfolk.—Freebridge Lynn, Diss, New Hunstanton, Wells. 

Northamptonshire.—Brixworth, Byfield, Cold Ashby, Crick, 
Flore, Guilsborough, Kings Cliffe, Long Buckby, Moulton, Raunds, 
Weedon, Welford, West Haddon, Woodford Halse, Yardley Hastings. 

Northumberland.—Rothbury, 

Nottinghamshire County and City——Carlton-on-Trent, North and 
‘South Collingham, Colston Bassett, North Leverton, Tuxford. 

Oxfordshire County and City. 
Chinnor, Clifton Hampden, Cropredy and Thame. 

Shropshire. —Clun. 

Somersetshire —Chard, Chlurchinfold, Combe Down, Dulverton, 
Dunster, Ilminster, Keinton Manrdeville, Langport, Milborne Port, 
Minehead and Porlock, Nailsea, Stogumber, Wellington, Weston 
Zoyland, Williton, Wraxall, Yatton. 

Staffordshire —Uttoxeter Rural District and Pattingham—Seisdon 
Rural District. 

Suffolk East—Aldeburgh, Alderton, Ear] Soham, Peasenhall and 
Yoxford, Orford, Kessingland, Southwold, Wangford, Wrentham, 
Fressingfield and Stradbroke. 

Suffolk West —Melford. 

Surrey—Guildford Borough and Rural District; Urban Districts 
of Banstead, Coulsdon and Purley, Dorking, Haslemere, Leatherhead. 

Sussex East.—Newick, Chailey; Cuckfield Urban and Rural 
Districts; Bexhill, Haywards Heath, Rye Urban Districts; Battle, 
Hailsham, Uckfield Rural Districts. f 

Sussex West —Barnham, Eastergate and Yapton, Cowfold, Hasle- 
mere area adjoining Surrey border, Selsey, Storrington, Worthing 
district. 

Warwickshire —Bideford-on-Avon, Hampton-in-Arden, Meriden 
Rural District, Marton, Southam Rural District with the exception 
of Southam and adjacent parishes, Stratford-on-Avon Rural District. 

Westmorland.—Ambleside, Milnthorpe, Burton, Arnside and 
Kirkby Lonsdale, Bowness, Windermere and Staveley, Grasmere, 
Glenridding, Kirkby Stephen, Kendal. 

Wiltshire —Albourne, Bradford-on-Avon, Broadchalke, Burbage, 
Castle Combe, Codford St. Mary, Great Bedwyn, Fovant, Littleton 
Panell, Hindon, Mere, Market Lavington, .Sherston, Pewsey, Sutton 
Benger, Shrewton, Whiteparish, Tisbury. 

Worcestershire-—Hundred House district, Malvern district. 

Yorkshire East Riding: Hornsea, Bubwith, Elvington, Escrick, 
Holme-on-Spalding Moor, Leven, Middleton-on-the-Wolds, Rilling- 
ton, Roos, Stamford Bridge. North Riding: Aldbro St. John, Ample- 
forth, Aysgarth, Coxwold, Danby, Easingwold, Tollerton, Hawes, 
Helmsley, Grosmont, Hutton Rudry, Stokesley and Great Ayton, 
Kirby Moorside, Kirklington, Knayton, Leyburn, Newsham, Reeth, 
Thornton-le-Dale, Topcliffe, Welburn. West Riding: Harrogate. 

Anglesey—Beaumaris Borough; Llangefni and Menai Bridge 
Urban Districts; Llanfairpwil and Bodorgan—Aethwy Rural District ; 
Twrcelyn Rural District with the exception of Cemaes Bay and 
Valley Rural District. 

Breconshire —Llianwrtyd. 

Caernarvonshire—Abersoch, Bettwsycoed, Conway, 
Llanaelhaiarn, Llanfairfechan, Nevin, Penmacho, Penmaenmawr. 
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Cardiganshire. —Aberayron, Cardigan, 
Lampeter, New Quay, Pontrhydygroes. 

Carmarthenshire —Caio, ' Llandovery, 
Ferryside, Nantgaredig. 

Denbighshire and Flintshire-—Abergele and adjacent areas of 
Kinmel Bay and Towyn; Colwyn Bay and adjacent areas of Llanelian- 
yo-Rhos; Old Colwyn and Rhos-on-Sea; Glynceiriog with adjacent 
areas of Pontfadog and Llanarmon Dc: Hanmer with adjacent 
areas of Ty Broughton, Iscoyd, Horseman’s Green, Bronington, 
Bettisfield and Ellesmere; Llanfair with adjacent areas of Llansannan, 
Llangerniew and Bettws-yn-Rhos; Llangollen and adjacent areas of 
Rhewl, Llantysilio, Pentredwr, Glyn Dyfrdwy, Garth; Lianrhaidr-ym- 


Crosswood, Henllan, 


Llangadock, Lianybyther, 


` Mochnant with adjacent areas of Llansilin, Moelfre and Llangedwyn, 


Rhydycroesau; Cerrigydruidion with adjacent areas of Hiraethog, 
Llanfihangel, Llangwm, Tir-Ifan and Bettws-GG. 

Glamorgan.—Creigiau—Cardiff Rural District; Cowbridge 
Municipal and Rural Districts; Llanmorlais and Penclawdd—Gower 
Rural District; Porthcawl Urban District. 

Merionethshire —Corwen, Barmouth, 
dovey, Harlech. 

Monmouthshire and Newport.—Caerleon, Tintern—Chepstow 
Rural District; Raglan—Monmouth Rural District. 

Pembrokeshire.—Boncath, Maenclochog, Newport, St. 
Solva, Trecwn, Tenby. 

Radnorshire, 


Corris, Towyn and Aber- 


David's, 


County Boroughs 
Bournemouth, Hastings, Southport. 





DISPUTE WITH LOCAL AUTHORITIES 


AGREEMENT TO NEGOTIATE 


Representatives of the Associations of Local Authorities met om 
July 26, and (with a proviso about the Scottish associations) 
agreed to participate in a Medical Functional Council of the 
Whitley machinery on the terms described in the following 
letter, which was sent by them to the Ministry of Health. 


MEDICAL OFFICERS’ SALARIES 


Representatives of the English and Scottish Associations of Local’ 
Authorities met on Tuesday to consider your letter of July 9 and the 
problem of negotiating machinery for medical practitioners. As a 
result, I am instructed to say, on behalf of the Associations of 
Municipal Corporations, the Urban District Councils Association, 
the Rural District Councils Association, the London County Council, 
the Association of Education Committees, the Association of County 
Councils in Scotland, the Countjes of Cities Association, and the 
County Councils Association that, whilst a majority of these bodies 
would prefer the establishment of .separate negotiating machinery 
outside the National Health Service Whitley Councils, all of them, 
except the Scottish Associations, are nevertheless prepared to partici- 
pate in the proposed Medical Functional Council provided that its 
constitution is so drawn and agreed as to provide for the remunera- 
tion and conditions of service of medical practitioners employed by 
or in contract with local authorities being decided finally by a 
separate committee without need for confirmation by, but subject to 
report to, the Functional Council. The Scottish representatives were 
not authorized to commit their Association, but they are recommend- 
ing participation. 

It is, of course, assumed that the embargo imposed by the British 
Medical Association upon advertisements will be removed forthwith. 

A copy of this letter has been sent to the British Medical 
Association. 


The Association will accept advertisements for publication 
in the Journal provided that the salary offered is in accordance 
with the Modification of the Interim Revision of the Askwith 
Memorandum, and that there is no discrimination between male 
and female medical officers as regards bonus. 





WHITLEY MACHINERY 

CONFERENCE REQUESTED 
Since receiving from the local authority associations the letter 
on agreement to participate in Whitley machinery the B.M.A. 
has communicated with the Ministry of Health. The B.M.A. 
is pressing the Ministry to call a meeting not later than the 
middle of September to discuss the machinery,in which the 
medical functional council and its committees will work. 
Representatives of the medical profession and of the employers’ 
side will be present. 


\ 


4 
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`` The Minister of Health has made amending regulations under ! 
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PAYMENT OF PART-TIME CONSULTANTS 
CONTRACTS WITH SEVERAL BOARDS 


The Ministry of Health has sent a circular to regional boards 
and boards of governors giving guidance on the application of 
the terms of service to part-time consultants employed by two 
or more boards. In order to determine the consultant’s total 





t 


` part-time remuneration it should, be assumed that his services 


F 


for all the boards are rendered to a single employer. Though 
he must hold ‘separate contracts with each board, and may be 
paid separately in respect of each contract if the boards so 
arrange, his total remuneration should not'be more than he 
would receive were all the time he devotes to the hospital service 


` provided for in a single contract. 


If the number of hours worked by a consultant for each 
board were calculated separately by each board, the number 
of notional half-days might be higher than if the total hours 
worked for all the boards were aggregated before calculating 
the number of notional half-days, because the translation’ of , 
hours worked into notional half-days may be reckoned in the 
consultant’s favour in arriving at a round figure. 

The weighting factors added to the number of elevenths of 


the. whole-time salary are- or 3#, whichever gives the less 
result, x being the number of notional half-days. The formula 
should be applied not to the number of half-days worked 
separately for each board but to. the total number of half-days 
worked for them all. 

Each board pays the consultant in proportion to the number 
of hours a week he works for it. ` 








INTEREST ON COMPENSATION 


which, until the amount of compensation has been notified to 
the claimant or his personal representative, payments in respect 
of interest are to be calculated and paid on a provisional basis. 
Underpayment or overpayment will be adjusted subsequently. 


“ 





GENERAL MEDICAL SERVICES COMMITTEE 


An all-day meeting of the General Medical Services Committee 
was held on July 28, Dr. S. Wand presiding. The committee 
congratulated Dr. E. A. Gregg on his election to the chair- 
manship of Council, and again expressed appreciation of his- 


. long term of service in the chair of the committee. 


On the constitution of: the committee an objection from 
Cumberland to the proposed grouping of electoral areas, was | 
considered. Cumberland asked that, with North Westmorland 
and Carlisle, it might form a special area instead of being joined 
with Northumberland and Durham. The committee was of 
opinion, however, that the proposed arrangement could not 
be altered without upsetting the balance of representation, and 


‘trusted that with good will the two seats would be filled with 


as much satisfaction as possible ‘to: all parts of this rather 


_ unwieldy northern area. 


Remuneration 


It was reporied that the statement from the Ministry on 
remuneration following its inquiry‘into the incomes of general 
practitioners from National Health Service sources was expected 
very shortly. It was agreed that it should be circulated imme- 
diately to members of the committee and that a special meeting 
be called to consider it on Aug. 31. 


Arbitration 
' Following negotiations between the Joint Committee of Con-. 
sultants and the Ministry of Health, the statement on what 
had been agreed on arbitration was reported to the committee 
—namely, that no changes would be made in terms and condi- 
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tions of service without discussion in the appropriate Whitley 
machinery, that remuneration was a subject suitable for arbitra- 
tion, and that, save in exceptional circumstances and after 
“Whitley” had been exhausted, isspes of remuneration 
remaining in dispute would go either to arbitration or. for 
inquiry and report by a 'committee. 

The view of the General Medical Services Committee was 
that this went a considerable way to meet the necessities of 
the position, and it was agreed to see how it worked out 
before taking any action on the resolution of the Annual 
Representative Meeting insisting that arbitration machinery be 
set up and that the necessary alteration be made in the 
Amending Bill. i i 

The chairman of the committee was asked to write to Sin 
‘Lionel Whitby, chairman of the “Joint Committee of Con- 
sultants, thanking him for the great force and skill with which 
he had handled the negotiations with the Ministry on the terms 
and conditions of service for consultants and specialists—nego- 
tiations ‘which, as on the issue just mentioned, had their 
repercussions on the general practitioner side. 


Midwifery Service 


The committee considered at some length a statement (repro- 
duced below) on the domiciliary midwifery service forwarded 
by the Ministry of Health from the Central Health Services 
Council. Many “members of the committee took strong 
exception to certain of the statements in the document, which 
it was felt would tend to diminish the status of the general 
practitioner in the maternity service, and it was agreed to urge 
the Ministry that nothing should be done pending a conference 
of interested bodies which has been called for Sept. 28. 


A further report of the committee’s discussions will appear 


in a subsequent issue of the Supplement. 


t 


_DOMICILIARY MIDWIFERY SERVICE 


The Ministry of Health has issued to local health authorities and a 


local executive councils the following statement on Domiciliary 
Midwifery Services, which was prepared by the Standing 
Maternity and Midwifery Advisory Committee of the Céntral 
Health Services Council : 


Misunderstanding exists about the nature of the medical ser- 


vices available for the expectant mother who is to be confined | 


in her own home. In certain areas the terms of service of the 
doctor providing maternity medical services have been correctly 
interpreted and the service is working smoothly, but in others 
difficulties have been encountered. 

The principal cause of the trouble is.the widespread belief 
among general practitioners and the public that the agreement 
between a doctor and a patient by which the doctor undertakes 


- to provide maternity medical services as laid down in the terms 


of service converts the case into what is commonly known as a 
“ doctor’s case,” that is the doctor accepts full responsibility for 
the antenatal care, for the labour, and for the lying-in period. 
This was certainly not the intention: it was not intended in any 
way to diminish the importance of either the antenatal clinics 
or the midwives by the introduction of the maternity medical 
services. 

In the past, about three-quarters of the domiciliary confine- 
ments were conducted by midwives who were booked early in 
the pregnancy. The antenatal care was primarily the responsi- 
bility of the midwife, who in most cases worked in close asso- 
ciation with an antenatal clinic. The medical officer in charge 
of the clinic could accept no responsibility if an abnormality 
arose, and the midwife had therefore to call in a general prac- 
titioner who had not previously seen the patient. This has long 
been recognized as unsatisfactory, and the maternity medical ser- 
vices were designed to get over this difficulty. At the same time 
it should be appreciated that a good service was being provided 
before July 5, 1948: the progressive reduction in the maternal 
mortality and stillbirth rates bears witness to this fact. 

If the best possible maternity service is to be provided under 
the National Health Service the general practitioner, the 
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midwife, ‘the antenatal clinic, and the asthenia, as well ; as the 


hospital and specialist services, all have . ‘a part to play as 
members of a team. ' 


The midwife and: the antenatal clinic have at their disposal | 


all the services of ‘the local health authority. “If the patient 
fails to attend as advised she is visited without’ delay. Blood 
examinations are carried out as a routine and ‘instruction given 
in hygiene and: mothercraft. If any abnormality arises the 
general practitioner will be informed. 

‘For the payment of a comprehensive fee a general practi- 
tioner providing maternity medical services undertakes: 


1. To examine the patient at the time of booking. 

2. To- examine the patient at about the 36th week. 

3. To make a post-natal examination about six weeks after 
confinement. 

4..To ‘provide any medical attention additional to the above 
either if he considers it necessary, or in response to a call 
from the midwife: v ` 


He is not required to undertake theimore frequent routine 
antenatal supervision that is essential, nor to attend the labour, 
unless such attendance is considered necessary by himself or 
by the midwife. The doctor may, of course, provide additional 
services if he so desires. His remuneration is not affected 
whether or not he gives such additional services. 

By the rules of the Central Midwives Board the midwife must 
undertake regular antenatal supervision even if this duplicates 
the examination of the general practitioner, unless the doctor 
makes it quite clear that he accepts full personal responsibility 
for the case during pregnancy, labour, and lying-in. period. The 
general’ practitioner may of course assume these full responsi- 

- bilities if he considers it necessary. But it is the hope of the 
Minister that in domiciliary midwifery the midwife will con- 
tinue to be regarded as the normal attendant, supported by 
the antenatal clinic during the pregnancy, and working in 
co-operation with the general practitioner who has had the 
opportunity to satisfy himself that there are no deviations from 
the normal in the patient’s general health during pregnancy nor 
obstetric complications towards the end of pregnancy and will 
come to her aid if trouble arises during labour or the lying-in 
period. The midwife will consider herself to be acting as a 
practising midwife unless she has been informed to the contrary 
by the doctor. The success of this arrangement will depend on 
the close co-operation and understanding. between the general- 
practitioner obstetrician and the midwife. 

The arrangements for the introduction of a maternity medical 

„service under the National Health Service were meant to be an 
addition to—not a substitute for—the facilities previously avail- 
able for the care of the expectant and nursing mother. 
has unfortunately been some ,misunderstanding about this in 
some parts of the country; but it is hoped that this statement 
will help to clarify the position as the services gradually settle 
down. 


kd 





3,000,000 WAIT FOR SPECTACEES 


The current “ News-Letter” of the Association of Optical 
Practitioners announces that orders for well over 3,000,000 
pairs of spectacles are outstanding under the National Health 


Service. 


1 f 


REMUNERATION. OF NURSES 
BAN ON HIGHER PAY 


The Ministry.of Health has sent a circular to hospitals in the 
Service saying that “considerable numbers of nurses have 
hitherto been employed by hospital authorities at rates of 
remuneration and under conditions of service which do not 
accord with the recommendations of the Rushcliffe Committee ; 
this has been notably the case where nurses have been employed 


through the agéncy of nursing co-operations and similar organi-’ 


zations which themselves fix fees and charge commissions.” 
The circular points out that nurses in the Service must be paid 
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in accordance with the rates agreed by the Whitley Council, 
and that arrangements for nurses not ‘being paid in accordance 
‚with the agreed rates must be ended as soon as possible. 

In some cases the nurses referred to have been paid at higher 
rates than those recommended by the Rushcliffe Committee. 





PAY OF FORCES M.Os . 


No progress has yet: been made in the negotiations with the 
Ministry of Defence on remuneration. A preliminary meeting 
was held in May, at which representatives of the Ministry 
of Defence and the Service Departments inquired how the 
Association’s proposals had been calculated. Some correspon- 
dence followed, but no further negotiations. It is understood 
that the Association’s proposals are under consideration “at 
a high level. K 





HOSPITAL FINANCE 
COST ACCOUNTS 


i The Ministry:of Health has informed hospitals that a standard 


form of cost account will be introduced as soon as practicable. 
For the period ending March 31, 1949, accounts will be analysed 
in accordance with Tables B and D in the Third Schedule of the 
Hospital Accounts and Finance Provisions Regulations, which 
require details of how money is spent and received. Further 
statistical data asked for include the number of in-patient days 
and out-patient attendances, as well as a list of special depart- 
ments at the hospital, with information about the number of 
specimens examined, etc. 

The Minister asks hospitals which prepared detail cost 
accounts before the appointed day to send a summary show- 
ing the average figures for the period to March, 1949. 





HEALTH SERVICE COSTS IN LONDON 


The London Executive Council announces that payments 
for the Health Service during the first year amounted to 
£8,648,185, and that administration cost 1.25% of the total. 
The figures, are as follows: Medical services, £2,627,614; 
dental, £2,300,532 ; ophthalmic, £1,693,767; pharmaceutical, 
£1,918,188 ; administration, £108,084. 





_ HOSPITAL: SERVICES 


COMMITTEE TO REVIEW 
The Ministry of Health states that the Central Health Services 


. Council has appointed the following committee ‘to review the 


organization of the hospital services under the Nationa] Health 
Service Act: Mr. F. Messer (chairman), Sir Harold Wernher 
(vice-chairman), Mr. E. C. F. Bird, Alderman Bradbeer, 
Mr. F. J. Cable, Sir Allen Daley, Mr. S. C. Fryers, 
Mr. A. J. P. Howard, M.P., Mr. R. A. Mickelwright, Sir 
Owen Morshead, and Dr. W. G. Patterson. Joint secretaries 
are Mr. E. J. S. Clarke and Mr.‘E. W. Bryant, of the Ministry 
of Health. 

The committee will not consider the administration of indi- 
vidual hospitals but will make recommendations and frame 
detailed terms of reference for a committee on the subject. 











RETURN TO PRACTICE. 


The Central Medical War Committee announces that Dr. A. W. J. 
Houghton, M.R.C.P., Wren Cottage, Pulverbatch, near Shrewsbury 
(Tel.: Dorrington 24), has resumed civilian practice, (Corrected 
announcement.) 


+ 
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Grading of Hospital Staff 

Sir,—In view of the discrepancies appearing in the present 
grading of specialists. due largely to the fact that there are 
no cri.eria laid down to define a specialist or a hospital medical 
officer, che St. Hel er Group Medical Advisory Committee have 
instruc.ed me to send you a copy of the criteria they laid down 
to help the assessing committees working in this group. 
~ This grading is dependent to a certain extent on whether a 
person engaged in general practice -is debarred from full 
specialist siatus, but we are concerned primarily in prevent- 
ing people who by any reasonable standards qualify for 
special s. status being reduced to hospital medical officers. To 
say that hospital’medical officers are in fact ‘specialists is non- 
sense and is in line with the political trickery with which we 
are becoming familiar. l l 

It is felt most strongly that some classification on these lines 
should be drawn up, approved, and accepted to guard us not 
only from the Minister and his satellites but even, unfor- 
tunately, from some of our own colleagues. 


CRITERIA FOR CLASSIFICATION 


In our opinion a specialist should be defined as a medica! - 


practitioner who os 
' (i) has held an appropriate higher qualification for five or more 
years ; 

(ii) has had training and experience in his specialty ; 
. (iii) is capable of practising his specialty without supervision ; 

‘(iv) has held a hospital staff appointment prior-to July 5, 1948 ; 

(v) is recognized by his colleagues, in his district, as a specialist. 

In considering the senior medical staff of our hospitals we find 
that they are divisible into three main groups. 

Group 1.—Those who are entirely engaged in specialist practice, 
hold an appropriate higher qualification, and have a hospital, appoint- 


td 


“ment as a specialist should without question be recognized 


automatically as of full specialist status. l 

Group 2.—Those not entirely engaged in specialist practice but 
holding an appropriate higher qualification and a specialist hospital 
appointment and recognized -by their. colleagues in the district as: 
specialists should also have full specialist status, 

Group 3—(a) Those who- hold a hospital appointment as a 
specialist though not holding an appropriate higher qualification 
\should, by reason of their experience, be retained as senior hospital 
medical officers. (b) In exceptional cases practitioners with a 
specialist hospital appointment of many years’ standing and ‘recog- 
nized by their colleagues in the district as specialists, but not holding 
a higher qualification, should be considered for full specialist status. 


—I am, etc., 
y - P. M. KELLY, 
\ Hon, Sec., St. Helier Group Medical 
Advyiso.y Committee. 
2 


Smr.—I am_in agreement with the views expressed in your 


“Jeading article (July 23. p. 220) concerning the grading of 


specialists. I should like to point out, however, a slight error 
in ycur description of men of registrar status—at any rate; 
so far as this region is concerned. 

The vast majority of senior registrars in this region have 
been -qual fied for fourteen or fifteen years and not for four 
or five as you suggest. Perhaps.the senior registrars here have 
been {very slow in achieving specialist status, but I cannot 
reallv helieve that this is true only of this area.—I am, etc., 


Sheffield. We INGMAN. 


Sirn——In your controversial leader on the grading of 
special’sts (Journal, July 23. pv. 220) you suggest that there is 
a case for the grade of S.H.M.O. in tuberculosis sanatoria. 
' Apart from the fact that your suggestion comes at a most unfor- 
tunate time. while the regrading of ‘specialists is still proceeding, 
‘there are other serious objections to it. 

Modern sanatorium work demands a high degree of special 
experience and skijl. You appear to suggest that men who 
have taken considerable time and trouble to acquire these 
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qualities should be rewarded’by a low degree of remuneration 


and professional standing. : 
- Furthermore, for reasons well known to all, tuberculosis is 
one of the major medical problems in this country to-day. 
Good men are needed to tackle it, and they will not be attracted 
by the lure of an inferior status. ' ` A 
Sanatoria should be medically. staffed by full specialists and 
trainee specialists. Our tuberculous patients deserve no, less. 
—I am, etc., ` 
Worcester, 


———— 


R. B. MAYFIELD. 


Sır —Having recently been accepted, albeit apparently only 
upon reluctant second thoughts, as of “full specialist status ” 
and finding my foot thus poised, however insecurely, upon 


, the lowest step of the New Citadel, I may perhaps with less 


rancour comment upon the activities of those elderly medical 
gentlemen who have allowed themselves to be used to belittle 


. the ability of their colleagues. 


Some form of grading is of course necessary, but this was 
achieved in the Services with much more consideration and 
with much less bizarre results. When one knows that among 
those whose competence is now disparaged are not only many 
who have practised their specialty with success for more than 
ten years but also one who was, during the war, an adviser 
to ‘the Air Ministry, one wonders whether our arbiters may 
expcse themselves not only to obloquy but even to a claim of 
damages for defamation. i 

Whether their motive be the well-established principle, “It 
took me years to get anywhere and Pil make it tough for 
you,” or the hope of favour for assiduous devotion to the 
course politic, it would appear to many of us that the apparent 
‘misuse of their professional authority by these elderly gentle- 


men in proscribing their colleagues would be'a fit subject for . 


review by the General Medical Council.—I am, etc, , 


St. Day, Cornwall. CHRISTOPHER HEATH. 


: T 

Sir,—May I congratulate “ Qualified Consultant” (Supple- 
ment, July 16, p. 50) on his courageous and lucid, writing 
and carry at the same time his suggestion a step farther to 
its logical conclusion by putting forward some “concrete 
proposals ? < * 

The confusion and secrecy that enshroud the ‘grading of 
special sts is a clear indication by itself that something is 
fundamentally wrong with the whole problem. For example, 
speeches made by representatives at Harrogate and correspon- 


dents in your columns suggest that grading committees have- 


“acted on instructions from*some quarters. Yet I am informed 
by the. highest authority that the Joint Committee “could not 
lay the blame at the door of the Ministry, in that the latter 
promptly retort that the grading, having been carried out by 
the profession itself, is no concern of theirs.” And in a letter 
dated July 7, 1949, one of’ the assistant secretaries of the 
B.M.A. assured me that “we are informed authoritatively 
that the grading committees. have not received instructions from 
the Ministry with regard to- the number of practitioners who 
hold contracts with the regional board who should be graded 
senior hospital medical officers. J am quite sure that grading 
committees would not have carried out such instructions.” 
What is the truth ? . 
We all agree’ with “ Qualified Consultant” that “we are 
now at the last ditch, and if we do not fight now we will never 
get the opportunity again in our lifetime,” but who is going 
to organize this fight ? : : l 
- The Central Consultants and Specialists Committee and the 
Joint Committee in negotiating with the Minister can only 
safeguard principles regarding terms and conditions of service 
and remuneration, but obviously they have neither the power 
nor the interest to enforce their just and fair application in 
practice. Indeed, a situation has, arisen which is exactly the 
same as if a trade union had concluded after a hard fight 
a successful wage agreement in principle for tHeir skilled 
labourer members and had then allowed in practice a -large 
_proportion of their members to bė classified arbitrarily as 
unskilled labourers, and supported the employers to pay them 
at unskilled rates. Such a situation would be the more absurd 
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should it ever occur in that the so-calléd “ unskilled labourers Ñi 
could seek’ legal redress from a competent court, while highly 
specialized members’of the medical _profession cannot. 

To clarify the position I. wish to put through the medium 
of the Journal the following questions to the: B.M.A. 


, (1) Would the B.M.A. organize without delay a campaign—in the 
same: way as they did, for the general practitioners and for the con- 
,Sultants and specialists in principle—for the consultants and 
' specialists in practice, to ensure justice and fair play in grading ? 


(2) If'so; would the B.M.A. form a representative committee to 


investigate ‘the ‘ mòdus- operandi of the grading and appeal 
committees ? 


(3) And if so, would this committee form a subcommittee to 
collect relevant material such as copies of appeals and’ other evidence, 
so that they ‘may have a nation-wide view of the magnitude of the 
problem ? 

(4) Would the B.M.A. lift the veil of secrecy over ,the whole 
procedure of grading by publishing at once all available facts at 
their disposal, such as the composition of the grading committees, 
their terms’ of reference, the methods, standards, and principles which 
they, had applied to grading, and ‘above all whether the grading 
committees did or did not receive. instructions from the Ministry, or 
the regional boards, or from any other body as to the proportion of 
practitioners who were to be graded other than.consultants ? 


—I am, etc., on oe 
f i a Gcotsous TANDEM ? 
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B.M.A. War Memorial 


Sir,—At the recent A.R.M. the balance, of: the argument - 


about the proposéd war memorial was, from the voting, clearly ` 
in favour of some physical visible memorial, and we were 
convinced the’ educational project was not so attractive as many 
of us had presumed. There was, however; a strong feeling 
against the proposal of .a fountain as the’ form a memorial , 
should take, and this from several angles which I need not 
detail. The purpose of this letter is to suggest.in all humility 
a form of memorial which would, I believe, prove acceptable to 
the majority of our members, and in this project the greatest 
possible unanimity is mast desirable. 

If the memorial is to be satisfactory it must be one which 


x 


should suggest, and if possible promote, the highest ideals of Association, and proceeded to say : 


medicine, in the service of which those who fell gave their lives. 
At the same time it should not be purely utilitarian or suggest 
that the B.M.A. was trying to complete -B.M.A. House “on the’ 
cheap.” 
some of those who attended last year’s Annual Meeting. may. 


have seen, gives an idea of one way in which these requirements North; do not disturb us.” 


might be met. 


would mellow instead of grôw old, a room in which fine flowers, 


_&-C., would keep evergreen the memory of those who gave their 


‘lives. that we- might not ‘only livé but live in peace and freedom. 

‘It seems to me that this sort of a memorial, which I have 
so poorly tried,to outline, ‘would be of particular interest to 
our members overseas, as it would give’ an opportunity for 
the various Branches to enrich the adornment of the room by 
gifts of special products of their countries—e.g., carpets from 
India, rare woods from the Tropics, perhaps even a golden 
memprial tablet from South Africa—while I think our many 
friends in the U.S.A. would like to join with an expression 
of their comradeship and unbounded generosity. The design 


would, of course, have to provide for these things so that. 


‘all would take their place in building up a harmonious whole, 
as diverse in its parts as medicine, our Empire, and the war 
‘itself, yet expressing, as they do, one spirit. 

I am confident that such a memorial would be sought out 
by visitors from overseas, who would look with pride for the 
special contribution of their country, and as one who has 
attendéd many meetings at B.M.A. House I am sure that those 
who go there might find that the memorial room was not only 


a thing of beauty and a joy for ever but a perpetual refreshment - 


of the spirit, an invitation to that quiet and reflection which 
are essential to real ‘health and healing, a gracious reminder 
of things which, though unseen, are eternal. By it not only 
would B.M.A. House be enriched and beautified but the stan- 
dards of medicine (and of civilization) be upheld, as those who 
gave their lives for it would have wished.—I am, etc., 


Winsford, Cheshire. : W. N. LEAK. 


\ Headquarters and the Regions á 
Sır —My attention has _been drawn to remarks made by 


.Dr. W. Hunter at a recent Conference of Honorary Secretaries . 


of Divisions and Branches (Supplement, May 28, p. 297). . 

In referring to the method now in operation for making 
available to the regions the services of the Headquarters secre- 
tarial staff, as explained by the Secretary, Dr. Charles Hill, 
Dr. Hunter expressed his fear that the policy of “ regionaliza- 
tion” might overweight the administrative machinery of the 
““We want not a man from 
‘Headquarters to keep an eye on the periphery....” These 
are entirely wrong assumptions: I take it the object is to 
enlighten members of Branches on many points of doubt and 


A war memorial at Trinity College, Cambridge, which | difficulty that are constantly arising. 


Dr. Hunter must not say : “ We are self-sufficient here in the 
Rather should it be suggested that 


the Branch hold quarterly meetings to which a member of-the 


The mémorial referred to-is the Junior Combination Room Headquarters staff ‘would be invited to attend.—I am, etc., 


at Trinity Ccllege, which was redecorated by Mrs. Allhusen 
in 1925 in memory. of her son and husband. , This room is 
quite outstanding for its-beauty amid ‘the architectural glories 
of Cambridge. ‘There is in it nothing :extravagant or exotic, 
yet it is impossible for anyone to enter it without saying to 
himself, “ This room is something Special. 


why was it made?” There is about it an atmosphere of quiet 


grace and beauty, a dignity that is neither heavy, dull, nor 


dowdy, that strikes even the least responsive. 


` 


Now this surely- was the aim and probably also the effect of ~that: 


the Greek temples of healing. It is the spirit which is so 
largely missing in modern life and'even in modern medicine, 
a spiritual quality the lack of which lies at the root of many 
of our present ills,’ social as well as medical. My proposal 
therefore is that one of the rooms at B.M.A. House—perhaps 
the old -library would, be suitable, and the fact that to use 
it would entail some, sacrifice should,be no real obstacle—should 
be transformed into such a quiet haven of restfulness, a refuge 
from the bustle of life in London (and B.M.A. House, too), 
not definitely a reading-room nor a smoking-room, ‘which 
are provided elsewhere, but a place. of beauty and refreshment 
-which might‘perhaps be used for very special: receptions, etc. 


It was stressed by several speakers that our ‘memorial ought 


to.be one that visitors to London would be anxious to see, 
and I should imagine that our finest designers would be proud 
to design a room which would preserve the highest traditions 
of the past for the enrichment of the future, a memorial. that 


\ Hetton-le-Hole, Co, Durham. ° = R. MACLEOD. 


POINTS FROM LETTERS 


What is it for and Tuberculosis Service ; 


ASSISTANT TO. writes: The propounding: of major principles was 
not a function of the Spens Committee. Only incidentally was 
anything approaching principles laid down. Amongst these were 
(1) A specialist ‘is a specialist. (2) To ensure the manning of 
all special departments in all hospitals, all specialists shall be paid 
on the same scale, and/or with equal eligibility for promotion to’ 
super-scales. (3) The prefix “assistant ©” need not, and frequently 
does not, imply intrinsic inferiority. Against expectation the 
. tuberculosis service has been included in the hospital service. There 
can be no honest doubt that had this been foreseen tuberculosis 
would have ebeen included with radiology, dermatology, clinical 
_ pathology, etc.; in the list of specialties in the Spens Report. T.O.s 
+ who have been graded as senior hospital medical officers have a real 
grievance. Some, like myself, have been graded as junior medical 
officers. “ee f 


Conservative Policy 


Dr. J. P. O'SHEA avenue: Cornwall) “writes: On p. 46 of. The 
Right Road for Britain the Conservative Party promises (a) appeal 


. to the courts over the Minister, (b) free drugs for the private patient, 


, thereby putting right social injustices. If any medical men have any 
spare time, they can surely see whierein their duty lies these coming 
weeks. f 
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B.M.A. LECTURES 


Every Branch and Division may have one B.M.A. Lecture a 
year. The lecturer, who is chosen by the Branch or Division, 
is an authority on his particular subject. He is invited from 
the Central Office and receives an honorarium and his expenses. 
Branch and Divisional secretaries making up their programmes 
for the forthcoming year are invited to send requests to Head- 
quarters for B.M.A. lectures. The application should be on a 
special form obtainable from Headquarters denoting the name 
of the lecturer, the subject, and choice of dates. 


SIR CHARLES HASTINGS CLINICAL PRIZE 


The Sir Charles Hastings Clinical Prize, which consists. of a 
certificate and a money award of 50 guineas,is again open for 
competition. The following are the regulations governing the 
award : 


1. The prize is established by the Council of the British Medica] 
Association for the promotion of systematic observation, Tesearch, 
and record in general practice. 

2.. Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
of sufficient merit no award will be made. It is to be noted that 
candidates in their entries should confine their attention to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 

4. . Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than Dec. 31, 1949. 
The prize will be awarded at the "Annual General Meeting "of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible. for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. A 
prizewinner in any year is not eligible for a second award of the 
prize. 


6. If any question arises in -reference to the eligibility of the . 


candidate or the admissibility of his or her essay the decision of 
the Council on any such point shall be final. 

7. Preliminary notice of.entry for this competition is required, 
on a form to be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must, be accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. 

9. The writer*of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association.. 

10. Inquiries relative to the prize should be addressed to the 
Secretary. 


NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared to 
consider the award of the Nathaniel Bishop Harman Prize-in the year 
1950. The value of the prize is approximately £100. The purpose of 
the prize is the’ promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools. It will be awarded for the 
best essay submitted in open competition. The work submitted must 
include personal observations and experiences collected’ by the 
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school is eligible to compete. If any question arises in reference to 
the eligibility of a candidate or the admissibility of his essay the 
decision of the Council shall be final. 

Should the Council of the Association decide hat: no essay sub- 
mitted is of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate Section of the Annual Meeting 
of the Association. Each essay must be typewritten or printed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the outside. 

The title of the proposed essay and the motto should also be 
notified in writing to the Secretary by Dec. 1, 1949, on a form to be 
obtained from the Secretary. Essays must be forwarded to řeach 
the Secretary, British Medical Asseciation, B.M.A. House, Tavistock 
Square, London, W.C.1, not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be held 


-in 1950. Inquiries relative to the prize should be addressed to the 


- 


candidate in the course of his practice. A high order of excellefce | 


will be required. No study or essay that has beeri previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for. the prize. z 

Any registered medical practitioner who is a consultant member 
of thẹ staff or senior hospital medical officer of a hospital in Great 
Britain or N. Ireland and is not attached to a recognized medical 


final. 


Secretary. 


PRIZES FOR MEDICAL STUDENTS, 1950’ 


The Council of the British Medical Association is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted jin open competition. 

The subject of the essays shall be “Clinical Teaching in 
Relation to the Practice of Medicine.” l ; 

The purpose of these prizes is the promotion 'of systematic 
observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. 
No study or essay that has previously appeared in the medical 
press or elsewhere will be considered eligible for a prize. Any 
medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of 
submission of the essay is eligible to, compete for a prize. 

If any question arises in reference as to the eligibility of 
a candidate or the admissibility of his or her essay, the decision 
of the Council of,the British Medical Association shall be 
In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number 


_of essays received. Should the Council decide that no essay 


entered is of sufficient merit, no awards will be made, 

Each essay must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of application 
‘which can be obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 
Association not later than Dec. 31, 1949. Inquiries relative to 
the prizes should be addressed to the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.1. 


CHARLES HILL, 
Secretary. 


Meetings of Branches and Divisions 
LEEDS DIVISION ' 
‘The Leeds Division has expressed its pleasure on hearing that Dr. 


Iw 


J E. Rusby, immediate past-chairman of the Division, and Dr. J.° 


Wyllie have been appointed to the Commission of the Peace. 








TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 


Metropolitan Borough Councils—-Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dartford, Wallsend. 


Urban District Councils—Denton, Droylsden, Houghton-le- 


Spring, Huyton-with-Roby, Redditch (restricted to new appoint-: 


ments), peer 
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‘SURVEY OF SICKNESS 


- The Registrar-General’s return for the quarter ended March 31 


ba 


publishes the results of investigations carried out by the Social 
Survey into the rates of sickness and of medical consultation, 


‘comparing the figures for part of 1946 and the whole of 1947 


and 1948. The‘samples interviewed consisted of about 3,000 
people aged 16 and over “so selected as to be representative of 
the adult population of England--and Wales.” A different 
sample is chosen each month. At the interview the person is 
asked about his or her health during the two previous calendar 


months, the number and nature of the illnesses and injuries he , 


suffered, the number-of days of incapacity they caused, and the 
number of times he consulted a doctor. 


_ Table I shows ‘monthly sickness rates in the form of num- 


bers reporting some illness or injury in the month per 100 


TaBLe ].—Monthly Sickness Rates 





October . 65 


1946 72 
November 63 75 83 89 | 72 
December i 67 | 75 82 89 73 

1947 January 65 74 77 88 72 
February 65 > 71 80 86 70 
March 60 69 79 84 67 
April 55 67 81 85 65 

. May 57 67 75 85 65 
June 54 64 73 87 62 
‘July 53 62 72 84 61 
August 53 62 72 8 61 
September 58 68 74 8 66 
October 62 71 81 87 70 
November 62 72 79 87 70 
December ' 62 72 78 89 70 

1948 January 60 68 79 87 68 
February 60 , 69 81 85 68 
March 58 69 77° 84 66 

f April 55 - 66 75 85 64 
May 55 67 73 84 , 64 
June ~ 56 .. 66 70 =~ 8i 64 
July 55 67 ~74 84 64 

P August 53 66 75 85 63 
September 57 69 77 84 66 
October 61 72 716 88 69 

‘November | 64 73 ' 78 88 71 
December 65 75 83 88 73 





people interviewed. The rates are higher for tose- over 65 


_ than for those under 65, and in both age groups are higher for 


women than for men. 

Monthly medical consultation rates are shown in Table II. 
These rates are the number of visits made in the month to or 
by a doctor per 100 people interviewed. The doctors include 
ophthalmologists and other specialists. The figures exclude 
attention whilst an in-patient in hospital, and dental attention. 
The rates are similar between men and women of the same age, 
but are considérably higher for the elderly than for younger 
adults. The consultations referred to are” mainly between 
patients and their family doctors. ° 

‘Changes in the rates since July, 1948, indicate how ‘the Health 
Service has influenced adults in, seeking medical advice, com- 


` 


TABLE II.—-Monthly Medical Consultation Rates 





\ 16-64 - 65+ 16+ 
i M F M F Persons 

1946 . October 38 4l 64 55 43 
` November 40 42 62 61 44 
December 5 42 42 54 68 45 

1947 January 48 45 63 79 50 
February 45 38 < 64 89 46 

~} March 40 41 68 « 73 45. 

April 37 39 t 60 73 42 

ay i 33 38 61 60 39 

June 28 35 49 46 34 

July : 32 35 64 48 37 

August 31 34 50 48 35 

September , 32 33 44 46 34 

October : 36 35 47 51 37 

November 37 48 39 72 45 

December » 35 41 53 65 41 

1948 January 36 39 71 59 42° 
February \ 39 41 80 69 45 

March - 41 42 73 61 45 

April 33 36 80 57 39 

May 34 35 59 62 , 39 

3 June 35 39 49 47 39 
July 32 39 58 73 40 

August 31 35 42 65 36 

September 29 41 43 52 37 à 

October 35 48 59. 61 45 
November i 42 44 64 81 47 

December 38 45 61 88 z 47 
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parison being made between the same seasons of the yen: 
A comparison for the quarter October-December, 1946, 1947, 
and 1948, is illustrated in the figure below. 
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For the December quarter the consultation rate for all adults 
in 1948 increased by 12% ‘over that for the December quarter, 
1947, and ‘by 5% over that for the same quarter of 1946 among 
men aged 16 to 64, though with little difference between the 
rates for the corresponding periods in the three years. Among 
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women the rate for the December quarter, 1948, was 12% and 
10% higher respectively than for the December quarters, 1947 
and 1946. ; 

For elderly men the rate was 30% higher in the December 
quarter, 1948, than it was in that period of 1947, but only 2% 
higher than two years before. The rates for elderly women in 
the December quarter, 1948, were 22% higher than those in 
1947, and 26% higher than those in 1946 in the same period. 

The report comments that since this section of the popula- 
tion has on economic grounds been most prone to go without 
sufficient medical attention in the past, this increase under the 
new health service is not surprising. 








HELP FOR WAR DISABLED 
MINISTRY OF PENSIONS SERVICE 


‘Though most of the hospitals in the country now come under 
the Ministry of Health, the Ministry of Pensions still retains 
its own hospitals, regional examination centres, appliance 
clinics, and limb service centres. It provides medical services 
specially for the war disabled—services that are additional to, 
but do not replace, those of the National Health Service. 

The Minister of Pensions has recently written to all the 
war disabled for whom his department is responsible, informing 
them of the benefits available and asking them to make sure 
that they are getting all they are entitled to. He has also sent 
them a pamphlet giving advice on obtaining medical treatment, 
telling the pensioner that he should first consult the doctor 
with whom he is registered under the N.H.S. If the treatment 
needed exceeds what his own doctor can supply, the local office 
of the Ministry can help. The Minister hopes that doctors 
will establish contact as necessary with the regional com- 
missioners of medical services of the Ministry, whose names 
and addresses are given below. 


London (South) | Dr. T. Sheedy Sanctuary Buildings, 20, Great Smith 
. Street, London, S.W.1 
London (North) | Dr. T. H. Sims 25, Gordon Street, London, W.C.1 
Tunbridge Wells | Dr. J. H. T. Harrington Forest Road, Hawkenbury, Tun- 
` bridge Wells 

Bristo! .. | Dr. W. A. Date Government Buildings, Vassal Road, 
Fishponds, Bristol 

Reading .. | Dr. S. Vatcher Whiteknights Road, Wokingham 
Road, Earley, Reading 

‘Cambridge .. | Dr. G. P. Thorold Brooklands Avenue, Cambridge 

Birmingham .. | Dr. W. L. Fulthorpe | Dalton House, 94, Corsoration 

, AaS eeti Birmingham 

Nottingham .. | Dr. T. M. Bellew 5, Carrington Street, Nottingham 

Manchester .. | Dr. W. L. Nicholson Sunlight Hous; Quay Street, Man- 
chester, 

Liverpool .. | Dr. G. S. Swan Orleans Houso, Edmund Street, 
Liverpool, 3 

‘Leeds .. .. | Dr. A. L. McCreery Sooner Buildings, Lawnswood, 

; eds, . 
Newcastle .. | Dr. J. W. James 81, St. Mary’s Place, Newcastle- 
; upon-Tyne, 1 

Cardiff: .. | Dr. J. W. Davies Dumfries Place, Cardiff 

Edinburgh .. | Dr. J. W. McCagie 17, Rothesay Place, Edinhurgh 

Glasgow .. | Dr. A. S. Henderson 134, Sauchiehall Street, Glasgow 

‘Belfast .. | Dr. H. Emerson Tyne House, 13, Ormeau Avenue, 

elfast 
Dublin .. | Dr. G. S. Moran 24, Merrion Square, Dublin 





TREATMENT OF MERCHANT SEAMEN IN PORT 


The Ministry of Health has informed executive councils that 
their responsibilities under the National Health Service extend 
to arranging for all necessary medical treatment given to sea- 
_men on shore in their area, including vaccination and inocula- 
‘tion for whatever purpose required. Seamen, unlgss on the 
‘list of the doctor providing the treatment, will be entitled to 
apply to be treated as temporary residents. Where a ship, 
British or foreign, lies at a wharf or within a port area con- 
trolled by a port authority, a doctor on the list of the council 
may agree to treat cases on board, and if so the temporary 
resident arrangements apply there also. Services for merchant 
seamen have in the past been given by doctors employed by 
the Shipping Federation; most of those doctors are also en- 
gaged part-time in the provision of general medical services, 
and in so far as this is the case it is thought that they will be 
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included on the medical lists of executive councils and will 
continue to provide the treatment under the National Health 
Service. A small number of doctors have, however, been 
employed whole-time by the Shipping Federation ; their posi- 
tion is being separately considered. It may sometimes be 
necessary for a number of seamen to be vaccinated or inocu- 
lated together, and in these cases it would clearly not be appro- 
priate for the doctor to be paid on the basis of the usual fees 
for temporary residents. Sessional fees for such cases will 
be arranged instead, and are under consideration. Examinations 
by Shipping Federation doctors to decide on a seaman’s fitness 
to go to sea remain the responsibility of the Federation and 
no claim will be made on the council. The question whether 
the Central Practitioners Fund includes an adequate amount to 
cover the expense of treating foreign seamen is being discussed, 
and additional information will be issued by the Ministry later. 





REPEAT PRESCRIPTIONS 


‘The Minister of Health has decided that a doctor, in order 


to avoid unnecessary calls on his time, may give patients two 
or more prescriptions, or carbon copies of the same prescription 
(all bearing original signatures), dated ‘at suitable intervals. 
The type of case referred to is when the, doctor considers that 
the patient’s treatment should continue for longer than the 
first supply of medicine will last, and does not think it neces- 
sary to see the patient again or fora considerable time. These 
arrangements apply also to dressings—e.g., for chronic patients. 

This decision has been made in accordance with advice by the 
Standing Medical and Pharmaceutical Advisory Committees of 
the Central Health Services Council. 








HEALTH SERVICE IN LIVERPOOL 


Addressing the Liverpool Executive Council recently the chair- 
man, Mr. A. J. Murnaghan, said that the number of persons 
on doctors’ lists—namely, 795,000—was equal to the estimated 
population. These lists were inflated owing to some pre- 
viously insured persons making fresh applications, and the’ 
registers were being examined to correct it. The amount paid 
to 344 doctors was, in round figures, £665,000, of which £5,000 
was for maternity services. 

There were 165 dentists, who dealt with 85,000 patients and 
had been paid £543,000. This sum would have been greater 
by £34,000 but for the restriction that any amounts over £400 
per month were to be reduced by one-half for a period of 
six months. 

So far as the Supplementary Ophthalmic Service was con- 
cerned the list included 28 ophthalmologists, 116 ophthalmic 
opticians, and 13 dispensing opticians. No fewer than 164,000 
persons had had sight tests at a cost of £139,000, and the cost 
of glasses so far supplied was £224,000. 

Eight doctors had been allowed to have a trainee assistant ; 


- 31 had been given a basic salary of £300, and one an induce- 


ment grant of £200. Twelve medical practices had become 
vacant during the year, and with one exception they had been 
filled with the concurrence of the Medical Practices Committee. 





SICKNESS BENEFIT CERTIFICATES 
LONGER INTERVALS 


Draft regulations that came into operation on Aug. 4 allow 
medical certificates for sickness benefit to be given at longer 
intervals in cases of prolonged illness. Before that datea chronic- 
ally sick person submitted special intermediate medical certifi- 
cates at maximum intervals of eight weeks if he was not seeing 
his doctor for examination or treatment at more frequent inter- 
vals. One effect of these provisions was that a patient who had 
to see his doctor every week for a renewed prescription or an 
injection was obliged to submit weekly certificates although 
both the doctor and the patient might know that the illness 
was going to last a long time. 


- 


` amusing tilt with the, New Statesman and Nation, 
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The new regulations extend the intervals from eight weeks 
to 13 weeks and enable these certificates to be given even 
though the sick person is being examined or treated by the 
doctor at more frequent intervals. AE 
`The regulations have been made provisionally pending the 
report on them by the National Insurance Advisory Committee. 
The committee will consider objections to them which are sent 
before Aug. 26 to the Secretary, National Insurance Advisory 
Committee, 6, Curzon Street, London, W.1. 








HOSPITAL BOARD APPOINTMENTS 


The Minister of Health has made the following appointments. 


To Regional Hospital Boards 


Oxford—Professor T. POMFRET KILNER, in succession to 
Professor A. W. Ellis: 


South-West M etropolitan.—Mr. R. Chick, in succession to 
the Jate Alderman Wooley. 
Leeds.—Mr. Henry J. Bambridge, to be chairman. 


To Boards of Governors of Teaching Hospitals 


Charing Cross Hospital—Miss Kathleen Proud, in succession 
to Sir Sydney Parks. 


Eastman Dental Clinic—Mr. C. F. BALLARD, L.D.S., and 
Mr. G. A: Morrant, L.D.S. R.C.S., in succession to Miss R. 
Caseley and Mr. C. Endicott. ` r 


National Hospital for Nervous Diseases—Dr. MACDONALD 
CRITCHLEY, in succession to Dr. J. Purdon Martin. 

Hammersmith, West London, and St. Marks Hospitals:— 
Dr. L. Comyn$, M.P., in- succession to Mr. R. Poots. 

Royal Free Hospital.—Miss E. Burton, in succession to Mrs. 
F. E. Cayford. ` 


London Hospital—Mr. S. F. Jóhnson, in succession to MT. 
W. H. Butler. ' : 


Leeds United Hospitals —Mr. H. J. Bambridge, in succession 
to the late Mr. J. E. Fattorini. 
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HEARD AT HEADQUARTERS. 


© > ` Charities Ball 

The Charities Ball held by the Metropolitan Counties Branch 
in May was a great success. A cheque for £500 has been 
sent in, of which £150 is to go to the Dain Fund, £150 to the 
Sir Charles Hastings Fund, £100 to the Royal Medical Benevo- 
lent Fund, and £100 to the Medical Foundation of Epsom. All 
those who worked so hard to make the evening enjoyable for 
the guests and so. successful for medical charities are to be 
congratulated, particularly Dr. J. W. McCarthy, who was 
chairman of the Ball Committee. 


The Press and Harrogate 


The Public Relations Officer of the Association has had an 
which had 
stated that the whole tenor of the Harrogate meeting was “so 
grossly distorted by some Right Wing papers that the B.M.A. 
had to send protests to the editors of two of them.” Actually 
no protests at all were sent by the B.M.A. to any paper—Right 
Wing, Left Wing, or Middle Wing. The Press, as the Public 
Relations Officer points out, can ‘safely be left to look after 
itself, A number of interesting sidelights were obtained 
at Harrogate on/the way the Press does its work. One news- 
paper correspondent told us at the end of the week that he had 
sent out as many as 80 “stories” from the meeting. In obtain- 
ing his “stories ” the pressman has his own technique.. In one 
of the Sections a woman doctor read a highly technical paper, 
which, like the whole of the discussion, could have no interest 
for the popular press. But at one point she broke. off to relate 
a personal experience. Immediately after the meeting she was 
tackled by pressmen with their intimidating notebooks, and the 
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. first question which one of them asked her—asked.in so many 


words, without the slightest apology or hesitation—was, “ How 
old are you ? ” ‘ Rather taken aback, instead of boxing the ears. 
of an impertinent young puppy, she said that she was 36. When 
the reporter was remonstrated with afterwards by one who was 
offended by this method of approach, he said that inquiry into 
the exact age of any person concerned in a news item was now 
the rule; and he maintained that the method was preferable to: 
giving a vague impression of “ young” or “ middle-aged.” But 
the thing for a doctor to do if he is betrayed into making a 
remark at a public meeting which has any news value is to run 
away afterwards with all speed unless he-is prepared to dis- 
close his age, his habits, and his domestic circumstances. Inci- 
dentally, there used to be'a rule forbidding admission of the 
lay press to Sections except Medical Sociology and the like 
which have a certain public interest. 


Not So Much a Problem 


At conference after conference on the care of the elderly we 
hear it discussed how old people are to be “dealt with "—an- 
infuriating phrase. The people who talk in this way are very 
earnest and public-spirited, but it might be useful for them to 
hear the comments of those who are discussed. A much 
sounder note was struck at a conference on this subject the 
other day by Dr. C. A. Boucher, a medical officer of the 
Ministry-of Health, when he said that, although it was customary’ 
to talk about the “problem of the aged,” he was not at all 
sure that there was such a problem. There was a much greater 
danger, he said, that we might be creating a problem for our- 
selves by trying to do more for the aged than they wanted us 
to do for them. He reminded his audience that the old are 
independent people who want to keep their individuality, and, 
while they are grateful for help and guidance, they do not want 


to be extracted out of the general pool or to feel that they ` 


themselves are not contributing to that pool. 








Questions Answered 








Appointed Factory Doctor 


Q.—What are the duties, and by whom is the appointment 
made, of (a) Certifying Factory Surgeon, (b) A ppointed Factory 
Doctor. I believe that (b) is the correct designation as stated 
in the N.H.S. Act, but have no means of checking this; it is, 
I take it, a new office. 


A.—It is not a new office. “ Appointed Factory Doctor” is 
the new name given by the Factories Act, 1948, to the Examin- 
ing Surgeon (formerly known as the Certifying Factory Sur- 
geon). The appointments are made by the Chief Inspector of 
Factories, Ministry of Labour. The Appointed Factory Doctor 
carries out certain statutory medical examinations, including 
examinations of young persons (under 18) entering industry as 
to their fitness for employment, follow-up examinations of 
young persons, and periodic examinations of persons engaged 
in certain dangerous processes. His other duties include the 
investigation of and reporting on certain cases of gassing and 
industrial disease. He has no statutory duties under the National’ 
Insurance (Industrial Injuries) Act, 1946, but his services are 
used by the Ministry of National Insurance for the diagnosis. 
of cases in which injury benefit is claimed under this Act. 


a a 





~ The South Caernarvonshire Medical Society, which was established 


early in 1948, states in its first annual report that it has constantly 
pressed for (and will continue to do so) some provision towards 
heavy telephone costs, free postage on Health Service matters,. 
adequate payment for treating temporary residents, a Government 


contribution towards the costs of surgery maintenance, and other 


improvements. Appeals have been made to the Minister of Health, 
the B.M.A., and other bodies, and the society has emphasized that 
the capitation fee must be. satisfactory to general - practitioners. 
Medical practitioners all over the country, it states, must unite in 


strong and definite action. 


/ 
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MEDICINE IN NIGERIA 
REPORT ON PRIVATE PRACTICE 


Under a commission appointed on July 24, 1948, Sir Sidney 
Phillipson was appointed “to review the present system re- 
lating to the private practice of medicine and surgery by officers 


of the Department of Medical Services (Nigeria), and in the. 


light of that review to make recommendations regarding future 
policy and the most suitable means of giving effect thereto.” 
The report has been published.’ ‘ 

Sir Sidney Phillipson found that Government medical officers 


recognized the need for a material change in present arrange- _ 
ments, though their views on how they should be changed. 


differed widely. On Aug. 31, 1948, there were 200 officers in 


.the' Department in the higher professional grades, including 


dental officers and assistant medical officers. Of these, 50 were 
debarred from private practice and received no staff pay, 18 
were debarred from private practice but received staff pay, 
81 were allowed private practice, and 51 were temporarily 
allowed private ‘practice by local dispensation. 

There were two main divisions of private practice. The first 
comprises that system under which officers of the Department 
are allowed by their conditions of service to charge directly 
patients who do not come within the categories of patients for 


- whom they are required by the terms of service to provide free 


medical attention. 


Injection- Practice 


The second division is “injection” practice. This practice, 
“at one time very extensive in certain parts of Nigeria and still 
largely followed,” consists in giving injections “more or less 
on demand, normally without clinical examination, to those 


‘who ask for them, a fee being recovered for each injection 


given.” 

He discusses injection practice in a separate part of the report. 
Many people tn Southern Nigeria have great faith in the efficacy 
of injections for all human ills. This faith is said to have 
Originated some 20 or so years ago when N.A.B. injections were 
used in the treatment of yaws. The remarkable effect of a single 


injection in clearing up the symptoms deeply impressed the — 


people. Since then injection practice has enormously increased. 
Sir Sidney concludes that it is undesirable and should be 
regulated. 

He recommends that injection practice should be brought 
under rigorous and comprehensive control for both Govern- 
ment medical officers and private practitioners. No injections 
should be given by Government medical officers on tour at 
points other than Government hospitals and dispensaries. Fees 
for injections should be paid into Government revenue if the 
injections are given at a Government institution, or into Native 
Administration revenue if they are given at a Native Administra- 
tion institution with<drugs supplied by the Native Administra- 
tion. “ All measures savouring of advertisement of injections 
shall be strictly forbidden.” 


Prescribed Scale of Fees 


Among his recommendations on ordinary private practice 
conducted: by Government medical officers he says that fees 
for professional services (including operations) rendered in 
public institutions should be in accordance with an officially 
prescribed scale. The scale should provide for adjusting fees 
according to the means of the patient, and it should be worked 
out in consultation with representatives of the unofficial private 
practitioners. Of the fees prescribed for certain non-routine 


‘Operations performed within Government institutions 50% | 


should be paid to' the medical officers who performed them. 

Government medica] officers should be. allowed the fees pre- 
scribed for consultations in respect of cases referred to them 
by unofficial private practitioners. These payments should be 


made from a special medical fund. The medical fund would 
be created from the fees for professional services rendered in 
` public institutions. 


A 


4 1Goýernment Printer, Lagos. Obtainable in England from the 
Crown Agents for the Colonies, 4, Millbank, London, §.W.1. 
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Health Insurance Scheme 


He also recommends that some form of health insurance 
scheme should be studied in relation to large employers of 
labour. The scheme would provide for contributions by the 
firms and their employees. The employee would have the right 
to select his own private practitioner from a panel drawn up 
after consultation between the Government, the private practi- 
tioners, and the firms concerned. - 





GENERAL MEDICAL SERVICES COMMITTEE 


At the meeting on July 28 of the General Medical Services’ 
Committee,. part of which was reported in the Supplement of ' 
Aug. 6 (p. 74), certain questions relating to dispensing for 
temporary residents were referred to the Rural Practitioners 
Subcommittee. 

The committee considered the treatment of seamen as tem-_ 
porary residents by -doctors engaged in ‘the Service. The 
Deputy Secretary reported on a meeting convened by the 
Ministry of Health at which representatives of the Shipping 
Federation were present. A point which arose concerned the 
temporary-resident fee in the -case ‘of persons`in ships which 
port medical officers were required to visit. “The visit some- ` 
times necessitated a long-boat journey. The Federation’s repre- 
sentatives undertook to explore the possibility of settling the 
matter by an internal adjustment. The further question arose 
whether a doctor under his terms of service was required to 
visit a vessel-at sea and, if so, at what distance out. The area 
of an executive council includes rivers, but wide estuaries and 
ships some distance from shore seem to open up new problems. 


“A cognate question concerned boys in training on board ship 


and their status as temporary residents. Here, however, it was 
pointed out that they were a- picked class, having undergone 
routine examination (which examination would be outside the . 
terms of service), and that if any did fall ill they were likely 
immediately to be sent home or to hospital. 

l 
Liaison with Dentists , 

The British Dental, Association had accepted the suggestion. 

that there should be an exchange of observers on committees 
representing the common interests of general medical and dental 
practitioners. The committee appointed Dr. F. Gray as observer 
on the corresponding committee of the B.D.A. 


Resolutions of A.R.M, 


The committee examined the many resolutions of the recent 
Annual Representative Meeting which had been referred to it, 
and decided on appropriate action to be taken. A number of 
them were listed to be taken up with the Ministry of, Health 
at the next meeting with the Ministry’s officers. On the ques- 
tion of the resolution which was carried by the narrowest of 
majorities at Harrogate, declaring that à defendant doctor before 
a Medical Services Committee should be represented by a paid 
advocate or solicitor if he so desired, the general feeling of the 
committee was that in view of the narrow vote this question 
should be deferred until the next session and reconsidered in the | 
light of experience, when the constitution of Medical Services 
Committees might also be considered. The chairman pointed 
out that one objection to paid legal advocacy which occurred 
to him was that the other side might retain a specialist lawyer 
who would go from place to place cross-examining with a . 
certain facile skill in a way which might put an innocent 
practitioner in a difficulty. ; 

The resolution protesting against the steady exclusion of 
general practitioners from work in hospitals was referred for 
immediate action, the chairman remarking that in contacts with 
practitioners from other countries it appeared that they were 
all associated with some hospital. i 

On the resolution supporting the principle that general prac- 
titioners should be able to order stock drugs on Service pre- 
scriptions, Dr. Jope said that the Ministry itself was anxious 
to introduce this on the ground of economy. Dispensing fees 
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had been fixed on the assumption that there would be 140 
million prescriptions annually; in fact there had been 200. 
million. I 

Filling of Practice Vacancies 


Dr. Howie Wood brought forward the unfortunate case of 
a doctor who had travelled a return journey of 500 miles -on 
the strength of, a letter from an executive council which 
suggested that he was the only candidate for a vacancy invited 
to attend. He had asked beforehand for information about 
accommodation should he be appointed to the practice, but 
received no reply, and on attendance at the interview he dis- 
covered that there was the most unsatisfactory and indeed 
untenable position with regard to accommodation, and with- 
drew his application. The practitioner whose retirement had 
created the vacancy had sold his house, from which the practice 
was conducted, and apparently the only hope of accommodation 
for the newcomer was a nursing-home shortly coming on to 
the market and not well placed in relation to the practice. 
He felt that applicants should be supplied with full information 
before being put to the trouble and expense of an interview. 

The committee, while expressing sympathy with the practi- 
tioner concerned, felt’ that the case was wholly exceptional. It 
was explained that it arosé owing to the illness of the clerk 
of the executive council and the misunderstanding of a deputy, 
and the committee decided to take no action. 


2 





NORTH WALES BRANCH CENTENARY 


The North Wales Branch of the Association celebrated the 
centenary of its foundation on July 20, and Dr. Leslie Jones 
was elected president. In his address’ he emphasized the 
enthusiasm with which, the pioneers of medicine contributed 
to the foundation of the Branch. The early meetings had 
been attended by doctors who rode in forty miles on horseback. 

The celebrations opened with a service at Bangor Cathedral, 
which was taken’ by the Bishop of Bangor. 

Speaking at a dinner given in the evening Sir Henry Morris- 
Jones, M.P., said that Wales had made greater contributions 
to medicine than to any other profession. Rural practitioners 
in Wales were among the finest types of country doctors in 
the Kingdom. Dr. Leslie Jones said that the rural practitioner, 
though hard-worked, had many compensations. One was the 
intimate relationship between patient and doctor which did not 
exist in the towns. Colonel R. D. Briercliffe emphasized the 
need for a medical school at Bangor as well as a large up-to- 
date hospital. Professor G. I., Strachan, of the Welsh National 
School of Medicine, said he was in sympathy with the need 
for a better hospital and a medical school at Bangor, but 
they should remember that the question was a big one and 
delicate. He was afraid that much water would flow under 
the bridges before a medical school could be established at 
Bangor. - e 
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TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 


Metropolitan Borough Councils.—Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dartford, Wallsend. 


Urban District Councils—Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. : 


1 North Wales Chronicle, July 22. 


L Im I I Ialma 
n N a a aaa aaa 


The Minister of Health has decided that travelling and subsistence 
allowances of the two members appointed by the university to attend 
meetings of the local medical committee at which applications for 
training grants for assistants are considered may be regarded as 
administrative costs of executive councils. 
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Grading of Hospital Staff 

Sir,—Your leading article (Journal, July 23, p. 220) rightly 
voices the widespread dissatisfaction that exists over the grading 
of specialists, but it also raises several other points of con- 
siderable moment to those of us in the depressed class of 
trainee specialist. 

Your sympathy with those of registrar status is appreciated, 
but it is a little surprising that you single out for particular 
mention those who have been qualified for four or five years 
only. Such men even before the war, when their 'prentice 
period was not interrupted by a year and a half of National 
Service, could hardly have expected to find: their way into 
consultant or specialist work at the age of 27 or 28. There 
must be a very much larger number of would-be specialists 
who graduated before the war or in its early years and who 
were in the Forces for five or six years, some of them attaining 
specialist status. | 


Those of us in this group were encouraged to specialize by 


, the repeated forecasts of great expansion in specialist services 


under the N.H.S. and by the'provision of Class HI grants. We 
have been grateful for the latter, without which specialization 
for most of us would have been impossible, and (particularly 
that majority of our number who have hostages given to 
fortune in the shape of wife and: family) have borne with 
comparative equanimity a necessarily straitened standard of 
living and a deepening furrow on the brows of our bank 
managers in the hope of eventually finding ourselves freed 
from financial anxieties and congenially employed in the work 
for which our training and laboriously acquired qualifications 
have fitted us. ° a i 

We have been repeatedly advised to hang on until hospital 
establishments are settled, but are now left with the impression 
that few, if any, additional specialist posts are to be created. 
The proverbial, if unphysiological, cardiac emetic action of 
hope deferred leaves us wanly facing the question whether 
or not the time has come to cut our losses and enter general 
practice, in ‘the role of assistants perforce, along with and 
under the same conditions as recent graduates (and at a very 
considerable financial disadvantage compared with our newly 
qualified dental colleagues). No sneer is intended at general 
practice, which has its own satisfactions, but a shotgun wedding 
is inevitably disquieting, even though‘ the union prove a joyful 
one. 

The hope expressed in your leading article that retiring 
general-practitioner consultants may be replaced by outstanding 
general practitioners from the district has caused immense sur- 
prise among trainee specialists of my acquaintance and has 
occasioned reflections on whether it is an inspired indication 
of B.M.A. policy. Is it tacitly indicated that the outstanding 
general practitioner chosen will relinquish his practice and 
undergo a period of intensive training before assuming his new 
responsibilities? It is felt that the technique and complexities 
of modern medicine and surgery as specialties are such that 
a direct transition from outstanding, and presumably very busy, 
general practitioners to consultants is hardly likely to be 
successful. 

It would be greatly appreciated by all trainee specialists, 
I am sure, and would relieve their universal chronic anxiety 
state if information could be given about whether there is likely 
to be any significant increase in the present number of specialist 
posts, partjcularly as general physicians and surgeons, and, 
if so, if some rough indication could be given of what 
proportion of the existing triers are likely to succeed. It has 
been estimated that pre-war about one registrar or trainee in 
three or four eventually reached consultant status. The odds 
against would now appear to be considerably larger.—I am, etc., 

Edinburgh. W. A. L. MAcFADYEN. 


Sir,—“ Qualified Consultant ” « (Supplement, July 16, p. 50) 
has put into words what I have felt for some time. The 
profession has been split into castes, with the teaching hospitals 
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loath to associate themselves with the non-teaching groups, 
and the consultants determined to keep apart from their lesser- 
graded brethren. i 

That this is so can be seen by the arbitrary way in which 
all the visiting staff in teaching hospitals were “ unanimously ” 
graded as consultants, irrespective of the fact that some were 
indulging in private general practice and N.H.S. general practice 


* and some had no higher qualification, yet in the case of those 


~ 


on the less-exalted hospitals these three factors were vehemently 

stressed. 
“ Qual.fied Consultant” asks who has 

The answer,is our own colleagues. The 


let us down. 
dings were per- 


‘formed by members of our profession who, contrary to all 


expectations and to frequently stressed guarantees, reversed 


‘the Ministerial rulings and supported dead-end grades, and: 


almost with enthusiasm demoted their colleagues and trampled 
on the lifelong devotion to a specialty which these down- 
graded—-and to some’ this spells degraded—doctors had so 
unselfishly given, in most cases in a purely honorary capacity, 
prior to July, 1948. s 

Even local consultants advisory committees have excluded 
some of their colleagues, sometimes their senior colleagues, 
from participating in their present deliberations. 

Don’t you feel, -Sir, that if those responsible for gradings 
had stood firm and unselfishly behind their colleagues and -the 
commiitees referred to had refused to accept any contrary 
gradings, and the B.M.A. had staunchly defended and supported 
the principle of the “job determining the grade and the 


remuneration” the whole bitterness and shattering of ideals. 


which this affair has caused would have been avoided, and 
many of those merrily at work now would carry on equally 
merrily in the future? Do you honestly think, Sir, that a 
down-graded man, if he does remain in the Service as such, 
would be happy knowing his ambitions have been crushed, and 
crushed by his fellow men ? ü 
To, quote “ Qualified Consultant’s ” last paragraph, “ Never 
‘in the history of medicine in any country has such a situation 
been imposed by a Government on an honourable profession ” ; 
may I add, “ And implemented by members of that profession 
themselves ” ?—I am, etc., “g” 
1 = 


Sir,—Although your leading article on- the above subject 
(July 23, p. 220) casts a useful ray of light upon the subject, 
it is to be hoped that you will be able to elaborate one of its 
comments further. You say: “ There‘ would seem to be a 
case for the grade of S.H.M.O. in mental hospitals, tuberculosis 
sanatoria, and fever hospitals.” 

I personally find it a little difficult to stomach this discrimina- 
tion. A substantial group of us, including not a few who 


-served in the Forces during the war, and many of whom are 


-married and have families, have laboured diligently and been 
at great pains to acquire higher qualifications appropriate to 
our specialties, or are at present conscientiously doing -so. 
Would you have each of us accept it ‘that because he has 
chosen psychiatry, tuberculosis, or infectious diseases he must 
ultimately expect lower professional status than would’be the 
case if he specialized in dermatology, orthopaedics, or general 
medicine ? 

Your next sentence seems-to imply that a child suffering from 
diphtheria is a less valuable life than is an older subject afflicted 
by cardiac decompensation, .that an intelligent executive 
affi’cted by an obsessional neurosis matters less than a (usually 
duller), individual the victim of gonorrhoea, or that a promising 
career threatened by tuberculous infection is less to be con- 
sidered than his friend who is in the throes of a spinal caries. 
Else why is it suggested that the assistant in the fever hospital 
cannot be designated as a specialist, when presumably his 
equally well qualified colleague in general medicine, derma- 
tology, orthopaedics, or anaesthetics presumably can ? 

I shall hand it to you, if you wish, that the specialist surgeon 
has a right to consideration above all other groups, although 


“I gravely doubt the wisdom of any such distinction: but to 


‘Telegate the practitioners of three specialties to subordinate 


Status, is, in the event, to degrade the specialties themselves. 


‘If the practitioner in one of these branches who aspires to 
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the D.P.H., the M.R.C.P. or M.D., or the D.P.M. must accept 
lower status than the hôlder of M.R.C.P. or M.D. in general 
medicine, then he may as well save himself the trouble of 
the necessary study or else deny his services to the branch of 
medicine for which he is most fitted. ` 

I hope that you will comment further, so as to clarify the 


„Position and to relieve psychiatry, etc., of any special stigma. 


—I am, etc., 


Leicester. Davip T. MACLAY. 


Sir,—Dr. Arthur S. Wigfield (Supplement, July 23, p. 58) 
complains of the shabby treatment of the specialty of 
venereology in Liverpool. Yet on his own figures Liverpool 
has been treated absolutely fairly, and received the only 
possible grading—if I understand the present basis of grading. 

Unfortunately those responsible ‘for grading seem to have 
fallen into the trap set by a too ‘simple nomenclature. 

When a doctor holds a whole-time appointment he is clearly 
a hospital doctor. When he is head of his department he 
is clearly the senior hospital doctor. Since he has a whole- 
time appointment he is not available for consultation for 
any few remaining valued private patients. He can, then, 
scarcely fe a consultant, but is clearly senior hospital medical 

.E.D. 

The part-time man, who is available for consultation any- 
where, unfortunately is not senior to his chief, so could not 
possibly be graded higher. Q.E.D. 

When I was a schoolboy Q.E.D. meant “ Quite Easily Done.” 
I am afraid it will not be quite so easily undone. We shall 
need to define professional status as distinct from qualifications 
or appointments.—I am, etc., 


Crowthorne, Berks, H. D. FORBES FRASER. 


Sır —May I use'your columns to make a plea on behalf of 
those specialists working in the tuberculosis service and parti- 
cularly those in sanatoria ? a. 

By the large-scale use of the grades of S.H.M.O. and 
J.H.M.O., never envisaged by the Spens Committee but intro- 
duced by the Ministry of Health with the obvious intention 
of obtaining the services of specialists on the cheap, many 
doctors in the tuberculosis service find that they will be very 
much worse off than they were led to believe they would 
be when the Government announced’ their acceptance, in 
principle, of the recommendations of the Spens Committee. 

My case is, I think, judging from the opinions expressed at 
a meeting held recently in this region, fairly typical of what 
is happening to doctors in the tuberculosis service. 

/J have been qualified nearly eight years and have been work- 
ing whole-time in a sanatorium for almost four years, and 1l 
hold a higher degree obtained on the strength of my specialized 
experience. I have just been graded as a J.H.M.O., and this 
grading has been confirmed on appeal. I may therefore expect 
to rece ve a salary of £850 per annum rising to a maximum 
of £1.000. This compares with a salary of £1.200'in terms 
of 1939 money recommended by the Spens Committee for a 
Grade I potential specialist in his fourth year. But comparison 
of grades and salaries offered bear little relation in many cases 
to the recommendations of the Spens Committee, for their 
proposals, although accepted in principle by the Government, 
have been largely discarded by the Government in its search 
for cheap specialist services. 

Much protest has been raised against the grade of S.H.M.O., 
but I feé] that much more protest can fairly be raised against 
the grade of J.H.M.O. This grade is, I submit, entirely unneces- 
sary, as all the practitioners placed in it could fairly be placed ` 
in one of the registrar grades and promoted to S.H.M.O. or 
consultant in due course, with the advantage that appoint- 
ments in the registrar grade are limited in time in almost all 
cases, and promotion may be expected to follow in due course. 
On the other hand, the grade of J.H.M.O..appears to be a. 
complete dead-end with little or no prospect of promotion, as 
it is reasonable to assume that appointments to the grade of 
S.H.M.O. and consultant will be made from the registrar 
groups. It thus seems highly probable that a practitioner in 
the J.H.M.O. grade is likely to stay in that low grade 
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indefinitely, for appointments in this grade do not appear to,be - 


limited by time, 


In this region this grade appears to have been freely used | 


in grading members of the staff of sanatoria, and its use can 
hardly be calculated to encourage practitioners to enter this 
branch of medicine; and those already in this field must 
consider whether or not they should change to a branch of 
medicine where their experience and: capabilities will obtain 
higher recognition—1I am, etc; “JEMO” 


Sir,—From time to time. in the past you have been good 
enough to'allow me-a little space to express my views on some 
clinical matters. In common with many other practitioners 
at this time my mind has turned from the patient to a con- 
sideration of what is happening to medicine and’ those who 
practise it. It is on this subject that I hope you will allow 
me some further space. I refer, particularly, to your leading 
article (Journal, July 23, p. 220) on the grading of specialists. 

The policy of the B.M.A. appears to be to resist all attempts 
to make further additions to the grade of senior hospital 
But then one goes on to ‘read that those 
doctors working in “mental hospitals, tuberculosis sanatoria, 
and fever hospitals” are not generally thought to be on suffi- 
ciently specialist work to ,be graded as consultants. 

My own specialty being psychiatry, I am unable to make any 
suggestions about tuberculosis sanatoria and fever hospitals. It 
would seem, however, that practitioners in other branches of 
medicine are even less enlightened than the general public when 
it comes to the growing front of psychiatry. I would like to 
point out that at present only a comparatively small proportion 
of psychiatric work is carried out outside mental hospitals or 
the mental health services run by mental hospitals. To relegate 
the majority of psychiatrists to a lower status must mean either 
that they are regarded by the rest of the profession as having 
less professional skill and experience, or, which is more likely, 


that: the mental hospital is still regarded as the place for, 


custodial care of the chronic insane. We know that there are 
many who would like to see this happen and would prefer early 
and recoverable psychiatric cases to be treated outside mental 
hospitals. . ia: 

‘I am quite certain that this development would be a disaster 
for the mental health-of the country and would result in the 
best psychiatrists in the profession being driven out, of the 
‘mental health services. 


It does not seem to be sufficiently realized that the practice 


of psychiatry requirés a degree of devotion and a peculiar kind 
of skill scarcely to be found in any other branch of medicine. 
Perhaps this is why many doctors have worked unceasingly 
and uncomplainingly in the past in mental hospitals under 
poor conditions and on inadequate pay. 

In future, when the desire for adequate pay and status is 


_ becoming ʻa collective urge which few of us can resist, one 


can Only look forward. to progressive diminution of the numbers 
of those training in psychiatry, unless others in our own pro- 
fession are prepared to give us their support. The lay Com- 


` mittees of Visitors to mental hospitals have, of recent years, 


accorded to recent advances in treatment some of the recog- 
nition which they deserve. The development of insulin treat- 


ment, the discovery of electric convulsion treatment, and the - 


operation of prefrontal leucotomy have all arisen in mental 
hospitals. There are. many who feel that, without being 
fanatical, E.C.T. ranks with penicillin as a medical development. 
These discoveries have been mostly made by younger men. 
Is it too much to ask that young psychiatrists who have con- 
tributed to their own specialty shall be graded as consultants 
at 32, as Spens anticipated ? ` To put the question in another 


. way : What is expected of the doctor of 32 in the’ way of 


qualifications and experience so that he can be graded as a 
consultant ?:; 5 

It is time, therefore, that our own colleagues, and in parti- 
cular those on the Council of the B.M.A., gave some recogni- 
tion and acknowledgment to this work, bearing in' mind recent 
estimates that up to 30% of the population suffer from 
‘neurosis at some time or other during their lives——I am, etc., 

Warlingham, Surrey. R. A. SANDISON. 
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Doctors and Midwives 


Sır—Dr. Thomas B. L. Bryan (Supplement, July 16, p. 51) 
surely overlooks two important points. One is that the British 
midwife has, over a long period of time, won for herself the 


‘ position which the midwife in this district quite rightly claims 


as hers—namely, that all normal confinements should be under- 
taken by the midwife, and that a doctor should be called in only 
for emergencies. This position is supported by Acts of Parlia- 
ment as well as by the agreement of most medica] practitioners. 

Secondly, if this position is reversed and the midwife merely 
becomes a maternity nurse, or the doctor’s handmaid, not only 
will this be, in our opinion, to the detriment of the patient, 
since few medical men have the necessary time to spare to 
remain with the patient as long as does the midwife, but it 
will discourage well-qualified women from entering the pro- 
fession. , On all grounds, therefore, it would seem that 
Dr. Bryan’s suggestion is a completely retrograde one.—I 
am, etc., 


London, S.E.1. J. ELISE GORDON, 


Editor, Nursing Mirror. 


Sir,—Dr. Thomas B. L. Bryan (Supplement, July 16, p. 51) 
and one of the midwives in his district do not seem to be 
working in harmony, the bone of contention being whose is 
the responsibility for normal midwifery, ‘ 

This antagonism between doctors and midwives is no new 
thing, and I cannot do better than quote from the historical 
section ‘of the report of the ‘Working Party on Midwives, 
which I commend to Dr. Bryan, in which it is written : “The 
obscene invective which professional men directed at female 
competitors during the nineteenth century is well matched by 
that which women midwives directed against male competitors 
in the eighteenth.” 

We may be more gentlemanly and ladylike nowadays, but 
the difficulty remains unless both sides can take the wide view. 
It is not in the patient’s interest that either the midwife or 
the doctor should monopolize the case. They must work to- 
gether as a team. For abnormal cases the doctor obviously 
must be in charge. For normal cases a satisfactory apportion 
of duties is that the midwife conducts the actual delivery and 
that the doctor, if he wishes to be present, supervises any 
analgesia or anaesthetic required—J am, etc., 


Manchester. C. Scotr RUSSELL. 


The New Civil Servants 


Sir,—Dr. William Morton (Supplement, July 16, p. 50) states 

that one of H.M. Inspectors of Taxes has Stated that a whole- 
time specialist is a Civil Servant. 
- This is surely quite’ wrong, as I know for a fact that officials 
previously employed by a Government department had to resign 
from the Civil Service on accepting employment with the 
regional hospital board.—I am, etc., 


ARCH. R. MILLER, 


Hon. Sec., Glasgow and West of 
Scotiand Branch. 
~# 


Manor House Hospital 


Sir,—It was a little surprising to hear on Sunday, July 24, 
a broadcast appeal by Lord Uvedale on behalf of Manor House 
Hospital and especially to hear him say that “ the restoration 
of the poor and crippled to health is an object worthy of 
sacrifice and effort.” Perhaps Lord Uvedale will explain why, 
in view of its intimate association with the trade unions, this 


hospital sgorns inclusion in the National Health Service, from 
. Which it could obtain all its needs, and prefers to rely for 


support on a method which the Labour Party believes to be 
unnecessary, undignified, and unworthy of a great nation — 
I am, etc., 


Cambridge. FF. ROBERTS. 


. Domiciliary Midwifery Service 


Sir,—The new statement on the domiciliary midwifery service 
(Supplement, Aug. 6, p. 74) has made a very tardy and unfortu- 
nate appearance. Unfortunate in this way : that when people 
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realized that they could book the doctor for their confinement 
—having, for financial reasons, had the district nurse before— 
they not unnaturally expected to have all the antenatal examin- 
ations, the doctor to be in attendance, at any rate during the 
second and third stages of labour, and to put in post-natal visits. 
And even though the fee is not over-generous one felt that it 
was only right to undertake these services, which one did. 

Now one is supposed to say, “I’m sorry, Mrs. Blank, but 
- you won’t be having your pethidine and scopolamine, and your 
` whiffs of chloroform at the end, which were such a boon to 
you before; and I shan’t be coming near you for six weeks, 
unless Nurse sends for me.” l 

I have no intention of letting down my patients—and my 
profession—in such a manner.—I: am, etc., | 

Aylesbury, Bucks. ` W. A. BELLAMY. 


Regional Consultants and Specialists 


SIR;—l should be grateful for the hospitality'of your columns 
to announce that the Regional Hospitals’ Consultants and 
Specialists. Association has instituted associate membership of 
the association for the following classes of medical practi- 
tioners in the hospital service : 

(1) Those who are graded as registrars by a regional board. - 

(2) Those who hold a post of registrar status, whether that post 
is recognized by a regional board or not. 

(3) Those who, in the opinion of the council, are of similar status. 


The membership fee is 10s. 6d., payable on joining and 
carrying associate membership until the termination of the 
calendar year next after the date of joining. Associate mem- 
bers will have representation on the regional committees of 
the association but will have no vote. 

A. list of the regional representatives from whom, in each 
region, further information should be sought by prospective 
associate members is as follows : 

Newcastle: Mr. R. E. Jowett. aa 
Leeds: Mr. Donald Watson, Mr, A. R. Lister, Mr. R. R. 
, Simpson. 


Sheffield: Mr. L. Dougal Callander, Dr. J. W. Brown, Dr. P. H. 


- O’Donovan. 

East Anglia: Mr. J. M. Ridley Thomas. 

N.W. Metropolitan: Miss A. H. Baker, Mr. C. Hope Carlton, 
Mr. A. Clifford Morson, Mr. Harold Dodd. 

N.E. Metropolitan: Dr. F. Murgatroyd, Mr. J. B. M. Green, 
Dr. R, B. ‘Niven. 

S.E. Metropolitan: Mr. J. R. H. Turton, Mr. I. Monro 
Robertson,. Dr. H. A. Treble, Mr. T. Meyrick Thomas. 

S.W. Metropolitan: Mr. Nigel Cridland, Mr. N. Ross Smith, 
Mr. H. S. Taylor-Young, Mr. G. N. Golden. , 

South-western: Mr. C. E. Kindersley, Mr. L. Henry, Mr. W. H. 
Bradbeer, Dr. F. D. M. Hocking. 

Welsh (North): Dr. H. S. Bell. 

Welsh (South): Dr. W. Esmond Rees. = 

Birmingham: Dr. A. I. Cheyne, Mr. B. G. Scholefield. 

Manchester: Dr. F. M. Hilliard, Dr. Hugh Selbourne. 

Liverpool: Mr. A. W. Holgate. 


—I am, etc., 
NIGEL CRIDLAND, 


Honorary Secretary. Regional Hospitals’ 


» Lincoln’s Inn Fields, eri 
45, Lincoln Consultants and Specialists Association. 


2 London, W.C.2. 


B.M.A. LIBRARY 
The following books have been added to the Library : 


Abderhalden, E., and Mouriquand, G.: Vitamine und Vitamin- 
therapie. 1948. 

Academia Sinica (1928-1948). 1949. ; 

Academia Sinica (National Central Research Institute): Report by 
Chu Chia Hwa, 2 vols. (Chinese text). 1949. ° 

Aird, I.: A Companion in Surgical Studies. 1949. |, f 

Amsler, M., Brückner, A., et al. (Editors): Lehrbuch der Augenheil- 


Bircher-Rey, H.: Essen und Wissen. Zweite Auflage. 1949. 


Blackwood, W., Dodds, T. C., and Sommerville, J, C.: Atlas of 
Probst oon: 1949, ; 
Brown, R. C.: Reproduction and Survival. 1948. 


Burstein, J., and Bloom, N.: Illustrative Electrocardiography. Third 
edition. 1948. d f : 

Cottet, J., and Dobo, N.: Nouveaux Traitements de 1’Insuffisance 
Hépatique. 1948. 
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ee BH MEDICAL Jovea 
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Crile, G., jun.: Practical Aspects of Thyroid Disease. 1949. 
Suung, W.C.: A Manual of Clinical Therapeutics. Second edition. 


Didier, R.: Péan. 1948. 
Duke-Elder, Sir S.: Practice of Refraction. Fifth edition. 1949. 
Sa R.: Lehrbuch der spirometrischen Analytik und Diagnosik. 


Flescher, J.: Psicoanalisi della Vita Istintiva. Seconda edizione. 


Fleury, P., and Courtois, J.: Les Diastases. 1948. 
a S -: Introduction to Group-analytic Psychotherapy. 


Goldmann, F.: 
States. 1948. 

Heilmeyer, L. (Editor): Rezepttaschenbuch. Siebente Auflage. 1946. 

Institut d'Hygiène et de Médecine d’Outre Mer de l'Afrique du Nord: 
25e Anniversaire, 1923-1948. 1948, 

Jones, F. W.: Structure and Function as Seen in the Foot. Second 
edition: 1949, 

Karsten, G., and Weber, U.: Lehrbuch der Pharmakognosie fiir 
Hochschulen., Sechste Auflage. 1946. 

Kelly, E. C.: Encyclopaedia of Medical Sources. 1948. 

Kinsella, V. J.: Mechanism of Abdominal Pain. 1948. 

Klotz, H. P.: La Spasmophilie de Adulte. 1948. 

Kowarschik, J.: Physikalische Therapie. 1948. i 

Kramer, ot Hea Peripheral Vascular Diseases: Diagnosis and Treat- 
ment. f : 

Page M. E.: Clinical Orthoptics: Diagnosis and Treatment. 


Kurtzahn, H.: Kleine Chirurgie. Zwölfte Auflage. 1948. 

Leitner, St. J.: Die primäre Tuberkulose bei Erwachsenen und 
Kindern und ihre Entwickelung. 1948. 

Lemierre, A., et al.: Traité de Médecine. Vols. VII, VIII, XI, and 
XIII. 1948. ; 

Leriche, J.: Cancérologie. 1948. 

Loewenberg, S, A.: Medical and Physical Diagnosis. 
edition. 1949, 

Longmore, T. A.: Medical Photography: Radiographic and Clinical. 
Fourth edition. 1949. 

McCrea, L. E.: Clinical Urology: Essentials of Diagnosis and Treat- 
ment.: Second edition. 1948 


Voluntary Medical Care Insurance in the United 


Seventh 


Malmejac, J.: Médecine de l'Aviation : „bases physiologiques et 
physio-pathologiques. 1948. 
Manunza, P.: L’Indirizzo Psicologico nello Studio della Personalità 


del Reo. 1948. 
Mayes, B. T.: Practical Obstetrics. 
Melchior, E.: 
1947. 
Meng, H.: Die Prophylaxe des Verbrechens. 1948. 
Michelazzi, A. M.: Cardiopatologia. 


1947. 


947. 
Morice, E., Tisserand, M., and Reboul, J.: Méthodes Statistiques en . 


Médecine et en Biologie. 1947. 
Moschcowitz, E.: Biology of Disease. 1948. 


MO yh a M.: Le Problame du Cancer et son Evolution Récente. 


Mihlbock, O., Knaus, H., and Tscherne, E.: Die Weiblichen 
Sexualhormone in der Pharmakotherapie. 1948. 

Oldfield, J.: The Mystery of Birth. 9, 

Ostlere, G.: Anaesthetics and the Patient. 1949. 

Parfitt, J. B., and Herbert, W. E.: Operative Dental Surgery. Sixth 
edition. 1948. 

Pharmaceutical Society of Great Britain: Pharmaceutical Pocket 
Book. Fifteenth edition. 1948, 

por mann; G.: L'Exploration Clinique en Oto-rhino-laryngologie. 


Press, P., and Brunner, M.: Tuberkulose-Probleme. im Kanton 
Zürich. 1947. 7 
Ronchese, F.: Occupational Marks and Other Physical Signs. 1948. 
Ruepp, G. (Editor): Therapeutisches Taschenbuch für Arzte und 
Studierende. 1948, 

Simonin, C.: Médecine Légale Judiciaire. 1947. ; 

Stevenson, R. S.: Recent Advances in Oto-laryngology. Second 
edition. 1949. l 

Tanner, F. W., and Tanner, F. W. jun.: Bacteriology. Fourth 
edition. 1948. 

Teleky, L.: History of Factory and Mine Hygiene. 1948. 

Thomasen, E.: Myotonia. 1948. 

Varela Fuentes, B., and Munilla, A. (Editors): Patologia Digestiva. 
Tomo II. 1947 


Williams, R. J.: Textbook of Biochemistry. Second edition. 1942. - 
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Diary of Central Meetings 


AucustT 
31 Wed. General Medical Services Committee, 11 a.m. 
SEPTEMBER i 
9 Fri. Joint Committee on Fees for Part-time Work under 
ec Local Authorities, 2 p.m. 
13 Tues. Proprietary Medicines Committee, 11 a.m. 
15 Thurs. General Medical Services Committee, 11 a.m. 
16 Fri. Committee on Psychiatry and the Law, 2 p.m. 
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COUNCIL AND COMMITTEES FOR 1949-50 


COUNCIL 


Ex OFFICIO 


C. W. C. Bain, Harrogate, President. 
Dr. E. A. Gregg, London, Chairman of Council, 
Mr. A. M. A. Moore, London, Treasurer. 
Dr. J. A. Brown, Birmingham, Acting Chairman of RepreventatWe 


Body. 

Professor T: P. McMurray, Liverpool, President-Elect. 

Sir DnA Whitby Cambridge, Immediate Past-President. 

Dr. H. Guy Dain Birmingh gham, Immediate Past-Chairman of Council. 

Mr. R. L. Newell, Cheadle, Cheshire, Chairman, Central Consultants 
and Specialists Committee. 

Dr. S. Wand, Birmingham, Chairman, General Medical Services 
Committee. 


TWENTY-TWO ELECTED BY GROUPED BRANCHES IN GREAT BRITAIN AND 


NORTHERN IRELAND 
England and Wales: 


Dr. J. Cottrell, Grimsby. 

Dr. S. F. L. Dahne, Reading. 

Dr. D. B. Evans, Chedpoeth. near Wrexham. 
Dr. H. M. Golding, Bristol. 

Dr. F. Gray, London. 

` Dr. R. H e-White, London. 

The Rt. Hon. Lord orasi; London. 

Dr. I. G. Innes, Hull 

Dr. R. P. Liston, Tunbridge Wells. 

Mr. Percy Malpas, Liverpool.’ 

Mr. D. R. Owen, Chester. 

Dr. J. C. Pearce, Diss, Norfolk. 

Dr. J. A.. Pridham, Weymouth. = 
Mr. Eric Steeler, London. : 

Mr. J. W. Tudor Thomas, Cardiff. 

Dr. N. E. Waterfield, Little Bookham, Surrey. 
Mr. Weldon Watts, Newcastle-upon-Tyne. 


Scotland: 
Dr. Mary Esslemont, Aberdeen. 
Dr. a 3; bes Hamilton, Edinburgh. 
Dr. W High Blantyre, Lanarkshire. 
Dr. W. Knox, Glasgow. 


Northern Ireland: 
Dr..N. S. Dickson, Templepatrick, Co. Antrim. ‘ 


SEVEN ELECTED BY BRANCHES OUTSIDE GREAT BRITAIN AND NORTHERN 
IRELAND : 


Dr. J. H. ear Ruthin, N. Wales. : 
Professor J. S. English, Newtownards, Co. Down. 

Dr. P. T. O'Farrel, Dublin. 

Dr. P. C. C. Garnham, Slough, Bucks. 

Dr. Isaac Jones, London. 

Dr. H. B. Morgan, London. 

Mr. J; A. Stallworthy, Oxford. 


TWELVE ELECTED BY GROUPED REPRESENTATIVES 
Mr. A. Lawrence Abel, London, 
Dr. Alexander Brown, Linton, Cambs. 
Mr. L. Dougal Callander, Doncaster. 
Mr. Jan J. Fraser, Belfast. 


Dr. H. R. Frederick, Port Talbot, Glam. 
Dr Gibbons, Liverpool. 

Dr Gordon, Bath 

“Dr Hutchinson, London. 


acFeat, Douglas, Lanarkshire. 
W. Morgan, New Malden, Surrey. 
S. Pracy, Atherstone; Warwicks. 


EIGHT ELECTED BY, REPRESENTATIVE BODY 


. C. Arthur, Low Fell, Co. Durham. 
C. Carter, Bournemouth. 


P. J. 
R. G. 
. D. F 
Dr. G. W. Ireland, Ford, Midlothian. 
G.M 
T: 
D. 


F 
Om 


Dr. James Fenton, London. 

Dr.- R. Forbes,- London. 

Dr. J. A. Gorsky, London. : 
Dr. Ian D. Grant, Glasgow. 

Dr. J. A. L. Vaughan Jones, Leeds. 
Dr. S. Wand, Birmingham. 


Two ELECTED BY PuBLIC HBALTH SERVICE MEMBERS 


Dr. C. Metcalfe Brown, Manchester. > 
Dr. R. H. H. Jolly, Wolverhampton. 


THREE ELECTED BY REPRESENTATIVE BODY TO REPRESENT THB 
SERVICES 


Surgeon oe C. H. M. Gimlette, Surrey 
R.N.M.S.). 


Major-General Sir Percy Tomlinson, Purley, Surrey (A.M.S.}. 
Air Commodore J. Kyle, Wendover, Bucks (R.A.F.M.S.). 


ONE ELECTED By WOMEN MEMBERS 
Dr. Janet K. Aitken, London. 


COMMITTEES 


I. STANDING COMMITTEES 


(Nore.—The President, Chairman of Representative Body, Chair- 
man of Council, and Treasurer are members, ex officio, of all 
Standing Committees.) 


ARMED FORCES COMMITTEE 


Surgeon Rear-Admiral C. H. M. Gimlette, Epsom, Surrey. 

Air Commodore James Kyle, Wendover, Bucks. 

Colonel E. C. Linton, London. 

Dr. J. E. Rusby, Leeds. 

Mr. Eric Steeler, London. 

Major-General Sir Percy S. Tomlinson, Purley, Surrey. 

* Dr. Angus Weston, Greenford, Middlesex. 

One Representative from each of the S ovm Royal Naval 
Medica! Service, Royal Army Medical Corps,. Royal Air Force 
Medical Service, Royal Naval Volunteer Reserve, Royal Army 
rE Corps (Territorial Army), Royal Air Force (Volunteer 

eserve). 


CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE 


Epsom, 


Members Appointed by Representative Body: 
England and Wales: Mr. A. Lawrence Abel, London; Mr. A. 
Dickson Wright, London. 
Scotland: Dr. Alexander Smith, Stonehouse, Lanarks. 
Northern Ireland: Vacancy. 


Members Appointed by Council: 


Mr. A. Staveley Gough, Watford, Herts. 
Mr. R. L. Newell, Cheadle, Cheshire. 


Members Appointed by Regional Consultants and Specialists 
Committees: 


Mr. Roy Banham, Northampton. 

Dr. W. A. Bourne, Hove. 

Mr. G. H. Buckley, Blackpool. 

Professor P. C. P. Cloake, Birmingham. 

Dr. res D. Corner, Bristol. 

Dr. A. A. Cunningham, Kingston-on-Thames, Surrey. 

Mr. E. R. Frizelle, Leicester. + 

Mr. W. H. George, Birmingham. 

Mr. H. L. Hardy Greer, Belfast. 

Professor S. J. Hartfall, Leeds. 

Dr. T Rowland Hill, London. 

Dr. A. W Holgate, Chester. 

Dr. R. D. Lawrence, London. - 

Dr. R. G. McInnes, Oxford. : 
2326 
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„O. E. J. McOustra, Cheltenham, 
Mr. P. Malpas, Liverpool. 
. Robert Marshall, Belfast. 
. J. Murray, Iver Heath, Bucks. 
. A. A. MclI. Nicol, Sunderland. 
. R. A. Noble, Cambridge. 
*, W. C. Northfield, London, ‘ 
Dr. A. G. Ogilvie, Newcastle-upon-Tyne. 
Professor -T. H. Oliver, Manchester. 
Dr. W. Esmond Rees, Swansea. 
Mr. T. Holmes Sellors, London. i 
Mr. N. Ross Smith, Bournemouth. 
Professor G. I, Strachan, Cardiff. ' 
Mr. H. Vaylor-Young, Salisbury. 
Mr. J. M. Ridley ‘Thomas, Norwich. ' ‘ 
‘Dr. E. C. Warner, London. ` 
Mr. Donald Watson, Bradford. 
-- Dr. J. Wilkie, Sheffield. A 


Members Appointed by the Consultants and Specialists Subcommittee 
of Scottish Committee: . 
Dr. J. D. S. Cameron, Edinburgh. 
Professo: L. J. Davis, Glasgow. 
Dr. 1. D. Easton, Perth. : 
Mr. 1. Simson Hall, Edinburgh. Re 
Dr. J. G. M. Hamilton, Edinburgh. 

Mr. N. J. Logie, Aberdeen. . ` 
Mr. W. S. Mack, Glasgow. 

Mr. T. Murray Newton,. Glasgow. 

Dr. A. R. Wilson, Inverness. E 

Dr. J. H. Wright, Glasgow. ! r 


Co-opted Members: 


Dr. N. J. England, Oxford. a 
Mr. C. E. Kindersley, Bath. m 


Together with five part-time consultants and specialists; two 
members appointed by the General Medical Services Committee ; 
one member appointed by each of the following com- 


mittees: Occupational Health, Public Health, and Private ' 


Practice; and one member by each of .the following 
Group Committees: Anaesthetists, Consulting Pathologists, 
Dermatologists, Non-Professorial, Ophthalmic, Orthopaedic, 
Otolaryngologists, Physical Medicine, Psychological Medicine, 
Radiologists, Spa Practitioners, Tuberculosis and Diseases of the 
Chest, and Venereologists. : 


CENTRAL ETHICAL’ COMMITTEE 


. C. Dawson, Derby. 


Dr. E 
R. Forbes, London. 


Dr. 


Dr. H. R. Frederick’, Port Talbot, Glam. 
Dr. J. F. Lambie, Glasgow. > 
Dr. T. W. Morgan, New Malden, Surrey. i 
Dr. H. W. Pooler, Ashover, near Chesterfield. 
- Dr. S. Noy- Scott, Plympton, Plymouth. E 
Dr. C. M.. Stévenson, Cambridge. 
Dr. J. G. Thwaites Brighton. - p PERN 
- Dr. N.E. Waterfield, Lattle Bookham, Surrey. ` 
Dr. F. B. Winfield, Birmingham. 
. W. Woolley, Bristol. 


ww 


CHARITIES COMMITTEE 


Dr, Janet K. Aitken, London. 

L. W. Jones, Llanfairpwil, Anglesey. 
J. W. McCarthy, Hendon. 
H. W. Pooler, Ashover, near Chesterfield. 

H. Robinson, Tunbridge Wells. ` 

N. B. Stewart, Edinburgh. ° . 

Dr. N. E. Waterfield, Little Bookham (Representative of Associa- 


x 


tion on Council of Epsom College). 


. Dr. 


\ 


a 


Mr. A. Dickson Wright (Representative of Association on Com- ` 


mittee of’ Management of the Royal Medical Benevolent Fund). 


COLONIES AND DEPENDENCIES COMMITTEE 


Dr. J. H. Anderson, Ruthin, N. Wales. 
_ Professor J. S.-English, Newtownards, Co. Down. 
Dr, P. C. C. Garnham, Slough, Bucks. ' 
Mr. J. L. Gilks, Petersfield, Hants. 
Dr. I. G. Innes, Hull. 
Dr. Isaac Jones, London. 
Sir Hugh Lett, Walmer, Kent. 
r. C, F. Mayne, Devonport. i i 
. H. B. Morgan, London. ° 
- Dr. P. T. O'Farrell, Dublin. . 
' Dr. J. B. Wrathal! Rowe, Wealdstone, Middlesex, 
Mr. J. A. Stallworthy, Oxford. 


FINANCE COMMITTEE 


The Chairman of the following Committees: 
- Journal, Science, Private Practice, 
Medical Services, and Building, 

, Dr. H. Guy Dain, Birmingham. 
, Dr. T. Gardner,: Featherstone, near Pontefract. 
Dr. J. O. McDonagh, Stanley, Perth. ` 
Mr. C. F. Mayne, ‘Stoke, Devonport. 
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GENERAL MEDICAL SERVICES COMMITTEE 


Dr. W. Jope, Blantyre, Lanarks (Chairman of Conference of Local 
Medical Committees). 


Six Elected by Representative Body: 


Dr. H. Guy Dain, Birmingham 

Dr. H. H. Goodman, Newcastle-upon-Tyne. 
Dr. -F. Gray, London. 

Dr. W. Knox, Glasgow. 

Dr. S. Wand, Birmingham. nn 
One vacancy, - 


With twenty-seven Direct Representatives of Local Medical Com- 
mittees in Great Britain and Northern Ireland. Six to be elected 
by the Annual Conference of Representatives of Local Medical 
Committees, two nominated by the Central Consultants and 
Specialists Committee, one nominated by the Medical Women’s 
Federation, one nominated by the Society of Medical Officers of 
Health, with power to co-opt. 


JOURNAL COMMITTEE 


Dr. O. C. Carter, Bournemouth. 

Dr. Mary Esslemont, Aberdeen. 

. R..G. Gordon, Bath. 

Dr. R. P. St. L. Liston, Tunbridge Wells. - 

Dr. Mona Macnaughton, Newcastle-upon-Tyne. 

Dr. J. C. Matthews, Downton, Wilts. 

Dr. S. Noy Scott, Plymstock, Plymouth. 
R. W. L. Ward, Doncaster. 

Chairman of the Central Ethical Committee, R 
One member appointed by the Organization Committee. 
One member appointed by the Science Committee. 


OCCUPATIONAL HEALTH COMMITTEE ` 


Dr. H. Alexander, London. 3 

Dr. L. Dougal Callander, Doncaster. 

Dr. J. Cotterell, Grimsby. 

Dr. J. A. L. Vaughan Jones, Leeds. 

Professor R. E. Lane, Manchester. <3 

Dr. R. H. D. Laverty, Coventry. N: 

Dr. J. B. Wrathall Rowe, Wealdstone, Middlesex. 

Dr. Donald Stewart, Birmingham. P 

One member appointed by the following Committees: Private 
Practice, Central Consultants and Specialists, General Medical 
Services, Public Health, and Dermatologists Group. S 

be te members nominated by the Association of Certifying Factory 

urgeons. , 
PE members nominated by the Association of Industrial Mediea] 
cers, 
With power to co-opt. 


ORGANIZATION COMMITTEE 
Dr. H. R. Frederick, Port Talbot, Glam. 


Dr. F. Gray, ndon. 
Dr. Kate Harrower, Glasgow. 
Dr. I. G. Innes, Hull. 
Dr. J. H. E. Moore, Leeds? ; 
Dr. J. A Pridham, Weymouth. 
` Dr. F. M. Rose, Preston. 


Dr. D. A. Saklatvala, West Bromwich.’ ` an 
One member appointed by the Colonies and Dependencies 
Committee, } 


PRIVATE PRACTICE COMMITTEE 


. O. C. Carter, Bournemouth. 
pr Robert Forbes, London. 


. H. M. Golding, Bristol, 
Dr. E. W. Goodwin, Leicester. 
Dr. J. A. Gorsky, London. f 
Dr. I. D. Grant, Pollokshields, Glasgow. o 
Dr. J. A, Ireland, Shrewsbury. ' z 
D. L. S. Johnston, Halifax. ` 


Dr. 
. D: T. McDonald, Belford, Northumberland. 

Dr: Mona Macnaughton, Newcastle-upon-Tyne, 

Dr. T. W. Morgan, New’ Malden, Surrey. 

Dr. H. Barbara Woodhouse, Stanmore, Middlesex. 

One member to be appointed by each of the following Committees: 
Central Consultants and Specialists, Public Health, and General 
Medical Services. ` > 

With power to co-opt. aid 


PUBLIC HEALTH COMMITTEE 


. G. F. Buchan, London. 2 

. R.,Gordon Cooke, Derby. ` 
H: Guy Dain, Birmingham. ' 

. Mary Esslemont, Aberdeen. 

. James Fenton, London. 

. J. M. Gibson, Huddersfield. __ 

A. Ireland, Shrewsbury. 

B. Miller, Bishopbriggs, Lanarks. 

Nae dinburgh. 


J. 
J, 

Dr.. J. E 
. J. A. Stirling, Chesterfield. 
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Two Members: ah Council Elected by Public Health Service M embers: 
Dr. C. Metcalfe Brown, Manchester. 


. Dr. R. H. H. Jolly,, Wolverhampton. . - n 


Do eta to be nominated by the Society of. Medical. Offers 
of Health 

One member to be- appointed by the Private, Practice Committee. 
One member to be appointed by the Centfal Consultants and 
. Specialists Committee. 

With power to co-opt three additional members. 


SCIENCE COMMITTEE 


Mr, A. Lawrence Abel, London. _ 
Dr. Janet K. Aitken, London. 

Mr. Hugh Carson Birmingham. 

Mr. V. Zachary Cope, London. - 

Dr. R. G. Gordon, Bath. 

Sir Hugh: Lett, Walmer, Kent: 

Dr. R. P. Liston, Tunbridge Wells. 

Dr. J. C. Macarthur, Carluke; Lanarks. - 

Dr. J. C. Matthews, Downton, Wilts. 
Professor R. J. Willan, London. i = 
One member appointed by Journal Committee. 


SCOTTISH COMMITTEE 


Members of Council: 
Dr. Mary Esslemont, Aberdeen. 
Dr. I. D. Grant, Glasgow. 
Dr. J. G. M. Hamilton, Edinburgh. 
Dr. G. W. Ireland, Pathhead. . 
Dr. W. Jope, High Blantyre. 
Dr. W. M. Knox, Glasgow. - 
Dr. George MacFeat, Douglas. 


M ees Elected by Divisions in Scotland: 
r. J. a Adam, Forres. 

E. Anderson, Stranraer. p 
. R. Anderson, Fortrose. 
. T. Baldwin, Penicuik. 

. Climie, Barrhead. 

Leslie Cuthbert, Stirling. 
illiam Gibson, Old Kilpatrick, 
. D. Grant, Glasgow. 

. Nicol Gray, Helmsdale. 

Dr. Kate Harrower, Glasgow. 
M. Johnstone, Leven. 
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Dr. James Kelman, Perth. 


. Dr. J. F. Lambie, Glasgow. 
Dr. D. Dals Logan, Newmains. 
Dr. K. McLay, Galashiels. 
Dr. I. M. MacLeod, Inverness. 
Dr. A. F. Wilkie Millar, Edinburgh. 
Dr. D. Myles, Forfar. ; 
Dr. R. Richards, Aberdeen. 

- Dr. D.S. Robertson, Edinburgh, 
Dr. R. A. B. Rorie, "Dundee. 


Dr. A. Scott, Ayr 
' Dr. J.G. B. Shand, Cults 
Dr. J. Watson, Dumfries 


Together -with three HER of Scottish Royal Medical 
Corporations., 
With power to co- -opi not more than three members. ` \ 


WELSH COMMITTEE 


Members of Council Representing Branches in Wales and Mon- 
mouthshire: 
D. B. Evans, Coedpoeth, near Wrexham. 
Dr. H. R. Frederick, Port Talbot, Glam. 
Mr, J. W: Tudor Thomas, Cardiff. - 


Secretaries of the North Wales and South Wales and Monmouthshire 
Branches: 
Mr. O. Vaughan Jones, Bangor, N. Wales. = 
Dr. W. V. ‘Howells, Swansea. 


Representatives in Representative Body of Constituencies in Wales. 
Monmouthshire, and Shropshire: 
Dr. T. R. Bryant, Tredegar, Mon. 
Mr. C. J. Cellan-Jones, Swansea. i 
F. Clarke, Newtown, Mont. s 


Dr. J> 

Dr. T. W. Davies,. Swansea. 

Mr. J. B. Dobson, Mold, Flints. 

Mr. J. T. Rice Edwards, Newport, Mon. . 
‘Dr. G. E. Harries, Cardiff. 

Dr. W: V. Howells, Swansea. 

Dr. D. M. Hughes, ’St. Clears, Carmarthen. 

Dr. A. Maddock Jones, Llandudno. ere 

Dr. J. Griffith Jones, Rhondda, -Glam. 

Dr. H. C. C. Joyce, ra near Cardiff. í 

Dr. E. O. Lakey;.Rhyl, N. Wales. pi : 
-Dr. J. O. McCarter, Whitchurch, Salop. j 

Dr. H: F. Moffitt, Aberdare, . 

Dr. D. G. Morgan, Penarth. 5 “ee we 

Mr, J. W. Tudor Thomas, Cardiff. 


Dr. G. P. Williams, Holyhead, Anglesey. 3 
Dr. M. G. Williams, Cardiff. . 
. Dr. Oscar Williams, Llanelly. x 


|... I. GROUP COMMITTEES 


oTE.—One-third of the members of the TOUR Committees will 
retire annually by rotation.) - 


F 


AN AESTHETISTS GROUP COMMITTEE 


Dr. Freda B. Bannister, Iron Bridge, Shropshire. 
Dr. J. A. Elliott, Belfast; 

Dr. Frankis Evans, London. 

Dr. H. W. Featherstone, Burton-on-Trent, 


Dr. T. Cecil Gray, Liverpool. 

Dr. W. Alexander Low, London. 
Dr. Z. Mennell, Petworth. 

Dr. W. W. Mushin, Cardiff. 

Dr. G. Organe, London. 

Dr. H. H. Pinkerton, Glasgow.. 


z. S. Rowbotham, ‘London. ¥ 
One Representative of the Section of Anaesthetics of the Royal 
Society of Medicine. z 


DERMATOLOGISTS GROUP COMMITTEE 


J. Wallace, London. 
H. Whittle, Cambridge. 
E. M. Wigley, London. 


. G. W. Bamber, Liverpool. 
Dr. R. T. Brain, London. 
Dr. L. Forman, London 
„Dr. F. F. Hellier, Leeds 
Dr. I. H. McCaw, Belfast. 
Dr. R. M. B. Mackenna, London. 
Dr. A Ferguson Smith, Glasgow. 

.C. 

Sda 


FULL-TIME NON-PROFESSORIAL MEDICAL TEACHERS 


LABORATORY AND RESEARCH WORKERS GROUP 
COMMITTEE 


Dr. Georgiana M. Bonser, Leeds. 
Mr. B. N. Brooke, Birmingham. 
Dr. J. C. Brundret, Liverpool. 


Dr. K. E. Cooper, Bristol. 

Dr. G. W. Harris, Cambridge. 

Dr. P. D'Arcy Hart, London. 

Dr. J. F. Heggie, London. 

Dr. J. W. Howie, Aberdeen. 

Dr. M. G. C. Israëls, Manchester. 

Dr. A. R. Kelsall, Sheffield. 

Mr. A. G. R. Lowdon, Edinburgh. ne 
Dr. F. R. Magarey, Cardiff: : na 
Dr. -W. R. M. Morton, Belfast. 

Dr. C. L. Oakley, Bromley. 

Dr. M. R, Pollock, London. 

Dr. I. Rannie, Newcastle-upon-Tyne. 

Dr. A. H. T. Robb-Smith, Oxford. 

Dra: p: Stuart, Glasgow. 


Tudhope, Dundee. 


OPHTHALMIC GROUP COMMITTEE 


Dr. R..H. Balfour Barrow, Winchester. 
Dr. H. R. Bickerton, Liverpool. 

Mr. Nigel Cridland, Southsea, Hants. 
Sir Stewart Duke-Elder, London. 

Mr. L. P. J. Evans, Birmingham. 

Dr. N. P. R. Galloway, Nottingham. 
Dr. J. J. Healy. Llanelly. 

Mr. F: W. Law, London. ” 
Mackie, Sheffield. 


Dr. E. G. 
Dr. J. Marshall, Glasgow. 2 s 
Mr. O. Gayer Morgan, London. 
Mr. A. McKie Reid, Liverpool. 
Dr. R. Gordon Simpson, London. 
Dr. C. M. Stevenson, Cambridge. 
Mr. F. Oliver Walker, Dartford. 
Mr. J. R. Wheeler, Belfast. 
Dr. W. Woolley, Bristol. 
Appointed by Council of the Faculty of Ophthalmologists: | 
Mr. G. W. Black, ds. 
The Hon. G. J. O. Bridgeman, London. 
Mr. J. D. M. Cardell, London. 
Mr. J. H. Doggart, London. he f 
Mr. O. M. Duthie, Manchester. 
Mr. A. B. Nutt, Sheffield. : 
ORTHOPAEDIC GROUP COMMITTEE 
Mr. N. L. Capener, Exeter. 
.Mr. H. O. Clarke, London. 
Mr. V. H. Ellis, London. 4 
Mr. C. G. Irwin, Newcastle-upon-Tyne. 


~~ 
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Mr. S. T. Irwin, Belfast. . 
. S. A. S. Malkin, Nottingham. 

Mr. A. Miller, Glasgow. 

Mr. A. B. Pain, Leeds.. 

Professor Sir Harry Platt, Manchester. 

Mr. Philip Wiles, London. , ETIE: 

Together with the President for the time being of the British 
Orthopaedic Association. 


OTOLARYNGOLOGISTS GROUP COMMITTEE 


, A. D. Bateman, Bath. 
. D. D. Davis, London. ; 
. R. L. Flett, Derby. i ; - 
. R. B. Lumsden, Edinburgh. 
J. E. G. McGibbon, Liverpool 
. F. A. MacLaughlin, Belfast. 
. Robert D. Owen, Cardiff. 
. E. Cowper Tamplin, Southsea. 
. Donald Watson, Bradford. 
Gavin Young, Glasgow. 


BIRERE 
tri 


YESE 


PATHOLOGISTS GROUP COMMITTEE 


Dr. E. N. Allott, Beckenham, Kent. 

Professor D. F. Cappell, Glasgow. 

. C. E. Dukes, London. 

_ Dr. S. C. Dyke, Wolverhampton, 

Dr. R. W. Fairbrother, Manchester. 

Dr. J. G. Greenfield, London. 

Professor R. J. V. Pulvertaft, London. 

Dr. A. F. S. Sladden; Swansea. 

Dr. F. B. Smith, Arnside, Via Carnforth, Lancs. 


F 


PHYSICAL MEDICINE GROUP COMMITTEE 


Dr. R. G. Anderson, Cheltenham. 

Dr. L. D. Bailey, Northwood, Middlesex. 

Dr. P. Bauwens, London. 

Dr. J. B. Burt, Bath. 

Dr. F. S. Cooksey, London, i 
Dr. W. S. C. Co an, London. 

Dr. J. Cowan, Manchester. 

Dr. M. H. Jupe, London. 

Dr. J. W. T. Patterson, Droitwich. 

Dr. W. S. Tegner, London. 


Dr. D. Wilson, Bognor Regis. 


PSYCHOLOGICAL MEDICINE GROUP COMMITTEE 


Dr. N. H. M. Burke, St. Albans, Herts. 
Dr. H. Crichton-Miller, Harrow-on-the-Hill. : 
Professor H. V. Dicks, London. 
r. P. K. McCowan, Dumfries. 

. W. G. Masefield, Eastbourne. 
_ Dr. Doris Odlum, London. 

_A. A. W. Petrie, Sutton, Surrey. 

. J. R. Rees, London. 
Dr. T. P. Rees, Warlingham, Surrey. 
Dr. J. Ivison Russell, York. 
Dr. W. Rees Thomas, Dorking. 


RADIOLOGISTS GROUP COMMITTEE 


Dr. J. F. Brailsford, Birmingham. 
D Whately Davidson, Newcastle-upon-Tyne. 
r. 


J. 
S. 
E. D. ray, Manchester. 
Mr. J. L. A. Grout, Sheffield. 
M. H. Jupe, London. 

Dr. Ralston Paterson, Manchester. 
Dr. S. Cochrane Shanks, London. 
Dr. C. G. Teall, Birmingham. 


Professor B. W. Windeyer, London. 


“4 


SPA PRACTITIONERS GROUP | 


Dr. R. G. Anderson, Cheltenham. 
Dr. F. Clayton, Leamington. 
Dr. R. G. Gordon, Bath. 
Dr. L. J. Prosser, Harrogate. 
. R. W. Stewart, Buxton. 
Dr. D. Wilson, Bognor Regis. 
Dr. W. Yeoman, Harrogate. ° 


TUBERCULOSIS AND DISEASES OF THE CHEST 
COMMITTEE SAIE 
Shortly to be elected. 


VENEREOLOGISTS GROUP COMMITTE 


- Mr. R. C. L. Batchelor, Edinburgh. l 
Dr. A: H. Harkness, London. 

Colonel L. W. Harrison, London. 

Mr, A. J. King, London. 

Dr. S. M. Laird, Ipswich. - 3 
Dr. R. Lees, Leeds. 
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Dr. V. E. Lloyd, London. 
Dr. A. E. W. McLachlan, Bristol. 


Im. OTHER COMMITTEES 


ADVISORY ‘COMMITTEE re SALARIES OF WHOLE-TIME . 
- PUBLIC HEALTH MEDICAL OFFICERS 


Dr. C. Metcalfe Brown, Manchester. 


Dr. G. F. Buchan, London. 
‘Dr. R. G. Cooke, Derby. 
Dr. J. Fenton, London. 
Dr. F. Gray, London. - 


Dr. F. Hall, St. Annes-on-Sea. 

Dr. R. H. H. Jolly, Wolverhampton. 
Dr. Jean Mackintosh, Birmingham. 
Dr. Charles Hill. 


REPRESENTATIVE BODY AGENDA COMMITTEE 


Dr. E. A. Gregg, London (Chairman of Council). 
Dr. J. A. Brown, Birmingham (Acting Chairman of Representative 


Body). 
Dr. R. W. McConnel, Wendover, Bucks. 
Dr. S. Noy Scott, Plympton, Plymouth. 
Dr. R. Cove Smith, London. e 
Dr. W. Woolley, Bristol. 


BUILDING COMMITTEE 


Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). i 

Dr. J. A. Brown, Birmingham (Acting Chairman of Representative 
Body). : 

` M. A. Moore, London (Treasurer). 

Dr. Alexander Brown, Linton, Cambs. 


PA 


Mr. L. Dougal Callander, Doncaster. 
Dr. O. C. Carter, Bournemouth 

Dr. H. To Dain, Birmingham. 

Dr. P. J. Gibbons, Liverpool. 

Dr. D. F. Hutchinson, London. 

Dr. J. G. Thwaites, Brighton. 


Dr. H. Vickers, Uxbridge, Middlesex. 


COMMIITEE ON THE CARE AND TREATMENT OF THÉ 
- ELDERLY AND INFIRM ; 


Dr. Janet K. Aitken, London. 

The Rt. Hon. Lord Amulree, London. 
_Dr. A. Greig Anderson, Aberdeen. 
Pr. E. B. Brooke, Carshalton. 

Sir Ernest Rock Carling, London. 
Dr. L. Z. Cosin, Orsett, Essex. 
. ary Esslemont, Aberdeen. 

r. 


M 
a . Gordon, Bath. 
Dr. G. MacFeat, Douglas, Lanarks. 
W. 


` 


A. Gorsky, London. 

T. Rogers, Bromley, Kent. 

. D. Steel, Worcester. . , 

Dr. F. R. Sturridge, London. i 

Dr. Marjory Warren, Isleworth, Middlesex. 

Chairmen or nominees of the Private Practice, Central Consul- 
tants and Specialists, General Medical Services, and Public 
Health Committees, together with one representative each of the 
Institute of Almoners, the National Old People’s Welfare Com- 
mittee, and the Queen’s Institute of District Nursing. l 


COMMITTEE ON CONSTITUTIONAL POSITION OF 
BRANCHES OF THE ASSOCIATION OVERSEAS (OTHER 
i THAN CORPORATE BRANCHES) 


Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr H i Brown, Birmingham (Acting Chairman of Representative 
ody). 

Mr. A. M. A. Moore, London (Treasurer). 


Three members appointed by the Organization Committee: 
Dr. F. Gray, London. . 
Dr. J. A. Pridham, Weymouth. 
Dr. D. S. Saklatvala, West Bromwich. 


Together with three members to be appointed by the Colonies and 
Dependencies Committee, with power to co-opt, 


F 


JOINT COMMITTTEE ON ASSOCIATION OF GENERAL - 
PRACTITIONERS WITH HOSPITALS ; 


Three representatives appointed by each of the following Com- 
mittees: Health Centre, Private Practice, Public Health, and 
General Medical Services. i 

Six representatives appointed by the Central Consultants and 
Specialists Committee. 
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COMPENSATION AND SUPERANNUATION COMMITTEE: 


Three.members to be appointed by the General Medical Services 
Committee. 

Three members to be appointed--by the Public Health Committee. _ 

Three members to be ee by the Central Consultants and 
Specialists Committee. Í 


" CORONERS ACTS COMMITTEE 


Six members to be appointed by the Private Practice Committeé. 

Chairman or nominee of the Pathologists Group Committee. 

Together with four members appointed by the Coroners’ Society 
for England and Wales. 


` 
` 


FILM COMMITTEE 


C. W. C. Bain, Harrogate (President). 
A. Lawrence Abel, London. 

Sir A. Biggam, Edinburgh. 
. V. Zachary Cope, London. 

. Cotterell, Grimsby. 


Dr. R.. P. St. L. Liston, Tunbridge Wells. 
Dr. R. C. Mackeith, London. 
Professor G. P. Meredith, Leeds. 


Mr. R. Newell, Manchester. 
Dr. 6 Ollerenshaw, Manchester. 
Mr. Reid, Live 


M. Seward, Exeter, 

Dickson Wright, London. 

an or nominee of the Science Committee, together with 
two representatives of the B.M.S.A. 


R. 
H. 

Dr. E B. Wrathall One, Wealdstone, Middlesex. 
A. 


HEALTH CENTRE COMMITTEE 


. W. C. Bain, Harrogate (President). 
A. Gregg, London (Chairman of Council). 
he Brown, Birmingham (Acting Chairman of Representative 


. A. M. A. Moore, London (Treasurer). 

G. O. Barber, Dunmow, Essex. 

Dr. A. Beauchamp, Solihull, Warwicks. 

Professor J. S. English, Newtownards, Co. ee 

Dr. P. J. Gibbons, Liverpool, 

Dr. J. A. Gorsky, London. 

Mr. A. Staveley Gough, Watford. 

Dr. C. F. R. Killick, Williton, Somerset. 

- Mr. G. Lowe, Tiverton, Devon. 

Dr. G. MacFeat, Douglas, Lanarks. 

Dr. T. W. Morgan, New Malden, Surrey. 

Mr. A. E. Porritt, ‘London. 

Dr. A. Talbot Rogers, Bromley, Kent. 

Dr. J. A. Scott, London. 

Dr. H. R. Youngman, Cambridg ge. 

by seen with a representative OE the General Medical Services 
ommittee and observers of the Ministry of Health. 


~ 


INTERNATIONAL RELATIONS COMMITTEE 


Dr C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr. J. A. Brown, Birmingham (Acting Chairman of Representa- 
tive Body). 

Mr. A. M. A. Moore, London (Treasurer). 

Mr. A. Lawrence Abel, London. 

Dr. J. Clayre, Southampton. 

Dr. Alfred Cox, London. i 

Dr. H. Guy Dain, Birmingham. 

Dr. S. C. Dyke, Wolverhampton. 

Dr. J. C. Matthews, Downton, Wilts. i 

Dr. G. de Swiet, London. ; ; 

Chairmen or nominees of the Organization, Journal, Science, 
General Medical Services, and-Colonies and Dependencies Com- 
mittees, Chairman or nominee of Committee of Management of 
Empire Medical Advisory Bureau, together with a representative 
of the British Council and-of the B.M.S.A. 


COMMITTTEE ON NURSING 


. C. W. C. Bain, Harrogate (President). 
Dr. E A Gregg, London (Chairman of Council). - 


Dr. Brown, Birmingham (Acting Chairman of Representa- 
tiye Body). 
Mr. M. A. Moore, London (Treasurer). 


A. 
r. E. B. Brooke, Carshalton. 

. Mary Esslemont, Aberdeen. 

r. A. F. Foster-Carter, Aldershot. 
. J. A. Gorsky, London: 

. A. Staveley Gough, Watford. 

. C. G. Martin, London. 

. W.G. "Masefield, Eastbourne. 
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Dr. J. B. Wrathall Rowe, Wealdstone, Middlesex. 
Dr. Alexander Smith, 'East Kilbride, Lanarks. 
Mr. J. P. Wetenhall, ‘London. 

Chairmen or nominees of the Public Health, Scottish, Central 
--Consultants and Specialists, Private Practice, and Occupational 
Health Committees. . 

Two members nominated by the Royal College of Nursing. 

One member nominated by the King Edward’s Hospital Fund 
for London. 

With power to co-opt four members. 


. 
. 


PARLIAMENTARY ELECTIONS COMMITTEE 


Dr. C. W. C. Bain, Harrogate (President). 
Dr. E. A. Gregg, London (Chairman of Council). 
Dr. J. A. Brown,- Birmingham (Acting Chairman of Representa- 


tiye Body). 
Mr. A. M. A. Moore, London (Treasurer). 
Dr. S. F. L. Dahne, Reading. 


Dr. H. Guy Dain, Birmingham 

Dr. H. R. Frederick, Port Talbot, Glam. 
Dr. F. Gray, London. : 
Dr. J. G. Thwaites, Brighton. 


Dr. S. Wand, Birmingham. 
Representative of Medical Women’s Federation. ~ 


JOINT COMMITTEE ON FEES FOR PART-TIME WORK 
UNDER LOCAL AUTHORITIES 


Appointed by Central Consultants und Specialists Committee: 


Mr. A. Lawrence Abel, London. 
Mr. R. L. Newell, Cheadle, Cheshire. 
Mr. A. Dickson Wright, London. 


Appointed by Public Health Committee: 
Dr. G. F. 


Buchan, London. 
Dr. James Fenton, London. 
Dr. R. H. H. Jolly, Wolverhampton. 


Appointed by Private Practice Committee: 
Dr. E. 


; W. Goodwin, Leicester. 
Dr. J. A. Gorsky, London, 
Dr. I. D. Grant, Poliokshields, Glasgow. 


COMMITTEE ON NUTRITION 


Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr. J. A. Brown, Birmingham (Acting Chairman of Kerrein 
tive Body). 

Mr. A. M. A. Moore, London (Treasurer). 

Mrs. M. C. Bowley, Ha nden, Herts. 

Dr. G. F. Buchan, London. 

Dr. Harriette Chick, Cambridge. 

Professor S. J. Cowell, London. 

Professor G. P. Crowden, London. 

Sir Jack Drummond, Nottingham. 

B. Ellis, Edinburgh. 

Dr. R. G. Gordon, Bath. 

E. Hedley-Prole, London. 

The Rt. Hon. Lord Horder, London. 

Dr. F. Avery Jones, London. 

Dr. Jean Mackintosh, Birmingham. 

Professor J. R. Marrack, London. 

Professor V. H. Mottram, Shaftesbury, Dorset. 

Dr. R. A. Murray Scott, Leeds. 

Dr. H. M. Sinclair, Oxford. 

Dr. R. E. Smith, Rugby. 

Dr. Donald Stewart, Birmingham. 

Dr. J. G. Thwaites, Brighton. 

Professor John Yudkin, London. - 

Together with observers from certain Government Departments. 


COMMITTEE ON PATENTING IN THE MEDICAL FIELD 

Three members to be appointed by the Science Committee 

Three members to be appointed by the Central Ethical ‘Com- 
mittee. 

With power to co-opt. 


COMMITTEE ON THE POSTGRADUATE EDUCATION OF 
GENERAL 


PRACTITIONERS 


Dr. C. W. C. Bain, Harrogate (President). 

Dr. E. A. Gregg, London (Chairman of Council). 

Dr. J. A. Brown, Birmingham (Acting Chairman of Representa- 
tive Body). 

Mr. A. M. A. Moore, London (Treasurer). 

Mr. A. Lawrence Abel, London. 

Dr. Janet K. Aitken, London. 

Dr. J. Baldwin, Penicuik, Midlothian.. 

Dr._G. W. Bamber Liverpool. 

Dr. G. O. Barber, Great Dunmow. Essex. 

Sir Alexander Biggam, Edinburgh. = 

Mr. Norman Capener, Exeter. 

pias! Sir cag Sh Cohen, Tavernoo!, 

Mr. V. Zachary Co London. 

Dr. H . Guy Dain, irmingham. 
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Dr. Hugh Davies, London. 
Dr. R. G. Gordon, Bath. 

Dr. K. H. C. Hester, Harpenden, Herts. 

Dr. R. P. Liston, Tunbridge Wells. 

Professor Hilda N. Lloyd, Birmingham. 

Mr. J. D. McLaggan, London. 

Miss Ida Mann, London. a 
Dr. J. I. Milne, Manchester. 

Dr. C. E. Newman, London. 

Sir Philip Panton, London. 

Sir Leonard Parsons, Birmingham. 

Dr. I. C. B. Pearce, Diss, Norfolk. $ ` 
Dr. C. M. Seward, Exeter. 

Dr. Donald Stewart? Birmingham. 

Mr. J. W. Tudor Thomas, Cardiff. 

Dr. C. W. Walker, Cambridge. 

Professor B. W. Windeyer, London. 

Professor G. M. Wishart, Glasgow. 


PROPRIETARY MEDICINES COMMITTEE 


Two Representatives of Central Ethical Committee: 
Dr. E. C. Dawson, Derby. w 
Dr. N. E. Waterfield, Little Bookham, Surrey. 


Two Representatives of Journal Committee: 
Dr. O. C. Carter, Bournemouth. 
Dr. S. Noy Scott, Plympton, Plymouth. 


Two Representatives of Private Practice Committee: 
Dr. R. Forbes, London. ‘ 
Dr. H. H. D. Sutherland, London. ; 


Two Representatives of Science Committee: \ 
Mr. V. Zachary Cope, London. . 
Dr. R. P. St. L. Liston, Tunbridge Wells. 


Together with: Dr. G. R. Boyes, London. Mr. W. K. Fitch, 
London. Dr.. F. H. K. Green, London. Professor A. A. 
Moncrieff, London. . 


Z PUBLIC RELATIONS COMMITTEE 


Dr. E. A. Gregg, London (Chairman of Council). 
Mr. A. M. A, Moore, London (Treasurer). 
Dr. H. Guy. Dain, Birmingham. 
_ Dr. James Fenton, London. 
Dr. F. Gray, London. 
Dr. J. T. McCutcheon, Glasgow. . , 
: Six Representatives to be appointed by the General Medical 
Services Committee. À 


~ 


COMMITTEE ON RELATIONSHIP OF AUTONOMOUS BODIES 


Dr. E. A. Gregg; London (Chairman of Council). 
Mr. A. Lawrence Abel, London. 

Dr. J. A. Brown, Birmingham. 
_ Dr: O. C. Carter, Bournemouth. 

Dr. H. Guy Dain, Birmingham, 

Dr. James Fenton, London. 

Dr. R. G. Gordon, Bath. 

Dr. F. Gray, London. = 

Dr. W. Jope, High Blantyre, Lanarks. ; ` 

. J. B. Miller, Bishopbriggs, Lanarks. : 

Mr. R. L. Newell, Cheadle, Cheshire. i 


F 
t 


A. Pridham, Weymouth. 

Dr. S. Wand, Birmingham. 

Dr. N. E. Waterfield, Little Bookham, Surrey. 
Sir Lionel Whitby, Cambridge. 


` 


COMMITTEE ON SALARIES OF MEDICALLY QUALIFIED 
TEACHERS, ETC. 


Dr. E. A. Gregg, London (Chairman of Council). 
Dr. Janet K. Aitken, London. 

Dr. James Fenton, London. 

Professor A, C. Frazer, Birmingham. 

Dr. G. W. Harris, Cambridge. 

Dr. P. D'Arcy Hart, London. . 

Professor A. St. G. Huggett, London 

Dr. M. C. G. Israëls, Manchester. 

Dr. I. Rannie, Newcastle-upon-Tyne. 

Dr. S. Cochrane Shanks, London. 

Dr. R. D. Stuart, Glasgow. 

Sir Lionel Whitby, Cambridge. - ; e 


WAR MEMORIAL COMMITTEE 


Dr. C. W. C. Bain, Harrogate (President). 

Dr, E. A. Gregg, London (Chairman of Council). 

Dr. J. A ail Birmingham (Acting Chairman of Representa- 

e Body). 

Mr. A. M. A. Moore, London (Treasurer). 

Dr. R: W. Cockshut, London. _ 

Dr. H. Guy Dain, Birmingham. 

Together with the Chairmen or nominees of the Building, Armed 
Forces, Charities, and Organization Committees. 

With power to co-opt. : 
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COMMITTEE ON PSYCHIATRY AND THE LAW 


Dr. F. Bodman, Bristol, 

Dr. Denis Carroll, London. I 
- Dr. R. G. Gordon, Bath. 

‘Dr. Hermann Mannheim, London. 7 

Mr. Claud Mullins, Petworth, Sussex. : 

Dr. Doris Odium, London. 

Dr. T. P. Rees, Warlingham, Surrey. "a 

Dr. J. G. Thwaites, Brighton. o. 

With Representatives of the Magistrates’ Association. 


JOINT COMMITTEE OF B.M.A. AND T.U.C. 


Mr. A. Lawrence Abel, London. 
. R. W. Cockshut, London. 
Dr. H. Guy Dain, Birmingham. 
F. Gray, London. ` 
E. A. Gregg, London. ] 
J. A. L.-Vaughan Jones, Leeds. 


. Mr. R. L. Newell, Cheadle, Cheshire. 


Dr. S. Wand, Birmingham. 


JOINT COMMITTEE OF B.M.A. AND NATIONAL 
VETERINARY MEDICAL ASSOCIATION 


Mr. A. Lawrence Abel, London. 

Dr. C. Metcalfe Brown, Manchester. 

Dr. W. A. Bullough, Colchester. 

Dr. James Fenton, London. - ` \ 
Dr. J. M. Gibson, Huddersfield. 

Dr. J. Kelman, Perth. 

Dr. Wyndham Parker, Worcester. 

Professor G. S. Wilson, London. 


JOINT COMMITTEE OF B.M.A. WITH PHARMACEUTICAL 
SOCIETY 


Dr. E. A. Gregg, London (Chairman of Council). i 

Three members appointed by the Private Practice Committee. 

Three members appointed by the General Medical Services Com- 
mittee. ; 

One member appointed by the Scottish Committee. 


JOINT FORMULARY COMMITTEE OF B.M.A. AND 
PHARMACEUTICAL SOCIETY i 


Four representatives appointed by the General Medical Services 
Committee, two by the Central Consultants and Specialists Com- 
mittee, two by the Science Committee; together with two repre- 
sentatives appointed by the Royal College of Physicians (Dr. P. 
Hamill and Dr. D. Hunter), and representatives appointed ‘by 
‘the Ministry of Health, and Service Departments. 

With power to co-opt. 


B.M.A. AND ROYAL COLLEGE OF NURSING LIAISON 
COMMITTEE i 


Mr. A. Staveley Gough, Watford. 

Dr. H. Joules, London. P 

Mr. M. P. Reddington,, London. 

Chairman or nominees-.of the Central Consultants and Specialists, 
Private Practice, Central Ethical, Occupational Health, Nursing, 
and Public Health Committees. 


-A 


Dr, E. A. Gregg, London (Chairman of Council). 





MEDICAL CERTIFICATES IN PREGNANCY 


With a view to reducing the amount of medical certification the 
Ministry of National Insurance has changed the procedure for 
dealing ‘with cases where sickness benefit is claimed on the 
grounds of incapacity due to pregnancy. ; 

Broadly speaking, these cases fall into two classes—namely, 
those women who claim sickness benefit from the sixth week 
before expected confinement and those who claim sickness 
benefit at an earlier stage. In the former class of case the. 
fact that pregnancy is so advanced is normally acceptable as 
sufficient evidence of incapacity for work. In the latter it is 
necessary to consider whether her pregnancy causes the woman 
to be incapable of work: 

It may happen that the woman, in order to claim maternity 
benefit, has obtained and lodged with the M.N.I. local office a: 
medical certificate of pregnancy on Form B.M.4 or B.M.4(Rev.) 
(Claim to Maternity Benefit) at some time up to 11 weeks 
before the expected confinement. If her claim to maternity 
allowance fails because she does not satisfy the insurance- 
contribution conditions and, as an alternative, she then claims 
sickness benefit in the period beginning ‘six weeks before the 
expected confinement, the one medical certificate—either on 
Form B.M.4 (or B.M.4(Rev.)) or on an ordinary medical certifi- 
cate—will be accepted as sufficient evidence of incapacity until 
two weeks after the actual confinement. Therefore in the cases 
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during the whole of this period beginning with the sixth week 
before expected: confinement and ending two weeks after the 
actual confinement there will be no need for weekly medical, 
certificates, ~ 

Where the’ woman claims sickness benefit ASTA of in- 
capacity’ due to pregnancy at any time earlier than six weeks 


before the expected week of confinement, the usual ~weekly- 


medical certificates of incapacity will be required only until 
the sixth week before the expected date of confinement, when, 
provided that she sends in a claim on Form B.M.4 or B.M.4 
(Rev.), the woman will get either maternity allowance or sick- 
_ hess benefit according to the particular insurance qualifications 
in her case., 

When issuing medical certificates- of incapacity due to preg- 
nancy it will help the woman in claiming benefit if the doctor 
gives the expected date of confinement and a brief note of the 
kind of work which the woman normally does. This informa- 
tion is particularly helpful in the case where the woman claims 


sickness benefit at any time earlier than six weeks before. 


expected confinement. 





SURVEY OF GENERAL PRACTICE 


The Medical „Practices Committee has issued the following 
amendments to the four achequics compiled from its survey 
(Supplement, Aug. 6, p. 70). 


' Schedule 1 


Counties 
ADDITIONS 
Essex.—Barking, Chelmsford with Great Baddow, Chingford, 
Dagenham, Dovercourt and Harwich, Dunmow, Grays, Hornchurch 
with Harold Wood and- Upminster, Laindon, Purfleet, Rainham; 
Rayleigh, Romford and Gidea Rark, Seven Kings, Tilbury, Waltham- 
stow, Wickford and Pitsea, Writtle. 


DELETIONS : 
Soke of Peterborough—Whittlesey and Market Deeping. 


Schedule 2 l 
Counties 

ADDITIONS 

Essex.—Abridge, Billericay, Braintree, Brentwood and Shenfield, 
Brightlingsea, Buckhurst Hill, Burnham-on-Crouch, Canvey Island, 
Chigwell and Chigwell Row, Clacton-on-Sea, Colchester, Hadleigh, 
Halstead, Harlow, Higham’s Park, Ilford with Chadwell Heath, 
Barkingside, and Goodmayes, Kelvedon, Leyton, Leytonstone, 
Maldon, Manningtree, Newport, Ongar, Rochford, Sible Hedingham 
and: Castle Hedingham, South Benfleet, Stanford-le-Hope and Cor- 
ringham, Tiptree, Waltham Abbey, Wanstead, West Bergholt, 
Witham, Wivenhoe. . 

Oxford County and City.—Kidlington. 
_ Carmarthenshire Newcastle Emlyn. 


DELETIONS 
Isles of Ely.—Long Sutton, Mildenhall, Peterborough, Ramsey, 
Upwell. 
Cardiganshire —Newcastle Emlyn. 
CORRECTION 


Yorkshire (West Riding) —Morley should be borough and not 
rural district. 


N 


Schedule 3 
_ Counties 
ADDITIONS 
Essex.—Epping, Frinton-on-Sea and Walton, Great Wakering, 
Loughton, Saffron Walden, Stansted, Thorpe-le-Soken, Tollesbury, 
Woodford and Woodford Green, Woodford Bridge, Woodford | 
South. 


“DELETIONS 
Oxford County and City Kidlington. 
Warwickshire —Alcester Rural District. 


: Schedule 4 
: _ Counties 
` ADDITIONS 
Devon and Exeter Combe Martin. : 


Essex.—Earls Colne, Great Bentley, Hockley, Hatfield Broad Oak, 
Ingatestone and Stock, Roydon, Southminster, Thaxted, Tillingham, 
West -Mersea. ~ i 

Warwickshire. —Alcester Rural District. 
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SUPERANNUATION FOR PART-TIME 
SPECIALISTS 


OPTING OUT 2 


The Ministry of Health has issued a leaflet (No. SDDA) setting 
out the circumstances under which part-time specialists in 
contract with hospital boards may opt out of the N.H.S. 
superannuation scheme. 

The option is limited to part-time specialis‘s, and those who 
wish to contract out must do so before Nov. 1, 1949, by giving 
written notice to the Ministry of Health, Health Services Super- | 
annuation Division, Honeypot Lane, Stanmore, Middlesex, on 
Form $.D.28a, which is obtainable from regional hospital 
boards or boards of governors of teaching hospitals. Copies 
of the leaflet SDDA, which is reproduced below, may be 
obtained from the same authorities. 


t 


_ Option Available tö Persons Rendering Part-time Specialist 
Services who hold Life Assurance Policies 


The option already given to medical and dental practitioners is 
now available to officers who joined the National Health Service 
on July 5; 1948, as persons rendering part-time specialist services and 
who were, at that date, committed to paying substantial premiums 
on life assurance policies. 

The choice lies between (a) paying contributions and qualifying for 
benefits under the Health Service scheme, and (5) contracting out of 
that scheme and receiving as from Aug. 1, 1949, an amount equal 
to 8% of remuneration as a part-time specialist towards the mainten- 
ance of approved assurance policies. 

The exercise of this option will be subject to the following con- 
ditions, which are substantially as discussed with representatives of 
the medical and dental professions when the option was given to 
practitioners. The object of these conditions is to secure that the 
payments are related to current policies giving cover broadly 
equivalent to that in the Health Service scheme: 

(a) The policies must be endowment assurances or deferred ‘annuity 
policies. 

(b) The policies must not mature at an earlier age than 60. Where 
a policy would under its original terms have matured before age 60 
it can be accepted if its terms are modified so that it matures at or 
after age 60. 

(c) @ The premiums (or total premiums) must not be less than 
£150 per annum. (ii) Alternatively, if the total annual premiums on 
existing policies are less than £150 per annum but not less than £50 
_ per annum, these policies will be ‘recognized on condition that the 
part-time specialist takes out, when requested to do so by the 
Ministry, a further policy which will bring the total premium to at 
least £150 per annum on policies satisfying the conditions set out in 
(a) and (b) above. 

(d) The~policies must not be assigned to any other person, or 
surrendered before maturity. 

(e) Payment by the Minister of an amount equal to 8% of the 
remuneration as a part-time specialist will continue only so Jong as 
the premiums on the policies continue to be payable, and in any case 
it cannot continue later than the specialist’s 70th birthday. 

(f) The policies must be produced for inspection on a request 
by the Minister, or by the regional hospital board or board of 
governors on his behalf. Alternatively, a statement from the assur- 
ance company as to the nature of the policies may be submitted. 

(g) Premium receipts must be’submitted to the Minister, or to the 
regional hospital board or board of governors, for examination within 
one month after the date on which each payment of premium falls 
due. 

Comparison of Advantages——Before deciding whether or not to 
exercise this option a part-time specialist will wish to weigh the 
relative advantages of the courses open to him. Attention is there- 
fore invited to the booklet ‘‘ Superannuation Scheme for Those 
Engaged in the National Health Service—An Explanation,’’ a copy 


. of which was given to all entrants to the Service. Sections B and C 


of that booklef outline the contributions and benefits, and paras. 1, 
5,7, 16, and 25 deal with special conditions applicable to practi- 
tioners and part-time specialists’ who are subject to the scheme. 
Para. 16 of the booklet shows how benefits are calculated in the case 
of part-time specialists | and should be borne in'mind when reading 
the other paragraphs in Section C. Amending regulations now 
enable years of service up to five years after “ pensionable age ” 
to count towards pension, to a maximum of 45. a 

How to Exercise the Option.—A part-time specialist who wishes to 


‘contract out of the Health Service’ scheme may do so by giving 


written notice on a form (Form §.D.28a) obtainable from the regionat 
hospital board or board of governors before Nov. 1, 1949. 


~~ 


y 


- Health Service scheme in his work as a practitioner. 


- ing grant from his local executive council. 
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If the option is exercised the part-time specialist will remain out 
of the Health Service scheme in respect of all future work either as a 
part-time specialist or as a practitioner on the list of the executive 
council. 

A part-time specialist who is also a practitioner on the list of an 
executive council may already have elected to remain out of the 
“If that election 
was accepted he will now automatically be out of the scheme in 
his employment as a part-time specialist, and to ensure that he is paid 
the “employer’s 8% ” in respect of that employment he should 
inform the regional board or board of governors of his position. 

Part-time specialists who hold appointments with more than one 
board need ‘complete one form only. 

Contributions Already Paid—Any contributions already paid into 
the scheme by a part-time specialist who now comes out of the 
scheme will be refunded. 


~ 





SICKNESS BENEFITS FOR IN-PATIENTS 


Under regulations which come into force on Sept. 5 the 


National Insurance sickness benefit of a patient with a depen- 
dant will be reduced by 5s. a week -(instead of the 10s. as 
at present) after he has been maintained free of charge under 
the National Health Service or by the Ministry of Pensions 
in a hospital for two months. There will be no further 
reduction if the beneficiary has arranged for all but 5s. of 
his benefit (which can be paid to hint for personal expenditure) 
to be paid to the dependant. If he has no dependants his 
benefit will be reduced by 10s. a week after two months in 
‘hospital. After a year his benefit will be reduced to 5s., 
but on discharge a resettlement sum will be available. After 
the second’ year his benefit will be finally reduced to 5s. a 
week. Patients suffering from any form of respiratory tuber- 
culosis will be able to receive 10s. (instead of 5s.) while they 


~ are in hospital, but the amount which is paid over to their 


dependants, or which can be paid on discharge, will be 
correspondingly reduced. 





TRAINING OF ASSISTANTS IN SCOTLAND 


The Department of Health for Scotland announces that general 
“medical practitioners who wish to undertake the training of 
assistants in their practices, and claim special payments on this 
account, will shortly be invited to apply for recognition as 
trainer-practitioners, Recognition for this purpose will be given 
by regional selection committees appointed by the Secretary 
of State in consultation with the representative organization of 
the profession. 

A practitioner who has been recognized by the selection com- 
mittee will himself engage his assistant, and will claim a train- 
The grant will 
comprise : 


(1) A training fee for the practitioner himself at the rate of £150 


-@ year; 


(2) Recoupment (up to a maximum of £700 per annum) of the 
salary paid by the practitioner to the assistant; and 
(3) If necessary, an allowance for a motor-car for the assistant. 


- A grant will be payable only where a practitioner undertakes 
the training in general medical practice of a recently qualified 
- doctor, and no increase in the number of patients on the practi- 
tioner’s list will be permissible on account of the engagement 
of the assistant. 

Applications for recognition will be made to the Regional 
Medical Officers of the Department of Health for Scotland, at 


- Edinburgh, Glasgow, Dundee, Aberdeen, and Imverness, who 


will act as secretaries to ‘the various regional selection 
committees. 

These arrangements do not apply to the employment of an 
assistant, whether experienced or inexperienced, in a practice 
under ordinary conditions. No grant will be payable in such 
.a case, and the practitioner concerned will not réquire to be 
recognized by the regional selection committee. 

The conditions governing the training of assistants in England 
and Wales were published in the Supplement of Oct. 30, 1948 
©. 149). 


RETURNING MEDICINE BOTTLES 


- CONTAINER ALLOWANCE. REDUCED 


The container allowance on medicine bottles, bo ki, etc., will 
be reduced from 24d. tọ I4d. per prescription from Sept. 1: 
It is estimated that this measure will save the Exchequer at least 
£800,000 a year, but it will mean a corresponding + loss to 
chemists unless the public co-operate by returning medicine 
bottles. The Minister of Health has taken this! decision in 
agreement with the Central National Health Service (Chemist- 
Contractors) Committee. 

A publicity campaign will be held to encourage the public 
to return to their chemists used medicine bottles in a clean 
condition. 





HOSPITAL ORGANIZATION, 
HOUSE COMMITTEES 


The Minister of Health has asked hospital boards to set up 
house committees, which will be committees of boards of 
governors or subcommittees of management committees. It 
will be for the parent body to decide whether it will delegate 
functions to its house committee—that is, give it final responsi- 
bility for decisions in defined spheres; or make:decisions or 
recommendations ‘of the house committee subject jto confirma- 
tion by the parent body ; or combine the two methods. 

The Minister says that the value of house committees lies 
mainly in the field of overseeing the daily conduct of the 
hospital and making recommendations to the ‘management 
committee or board of governors for those bodies to decide: 
The committee should also act as a link between the local 
community and the hospital and provide an opportunity for 
those interested to take part in hospital work. He considers 
that the powers delegated to house committees should not 
exceed the following : | 


General.—(i) Visiting, supervising the-welfare of patients and staff, 
and making recommendations to the management committee or board 
on the day-to-day running of the hospital (but not taking executive 
action). (ii) Recommending developments or new licy to the . 
management committee or board. 

Financial —ti) Managing the: individual hospital’s |share of the 
management committee’s or board’s “‘ free”? money. ta com- 


- 


mittees cannot, however, legally accept or hold gifts, etc., under 
sections 59 (1) and 60. These must be held in the| name of the - 
management committee or board of governors.) Levy) House com- 
mittees should not be empowered to incur on their own authority 
any expenditure from Exchequer funds, | 


When appointing members of house committees, the parent 
body should consult appropriate local orgatlizations—for 
example, local authorities, trades councils, and women’s and 
other voluntary organizations. | 


| 


| 


| 
MEDICAL AUXILIARY WORKERS 
ADVISORY COMMITTEES | 


Vacancies on the committees recently set up i(Supplement, 
July 9, p. 44) by the “Minister of Health and the Secretary 
of State for Scotland to review questions of recruitment, train- 
ing, and qualifications of medical auxiliary workers in the 
National Health Service have now been filled by the following 
appointments : 


Laboratory Technicians. —Professor L. P. Garrop, Dr. J. E. 
MCCARTNEY. 

Almoners.—Professor C. WILSON. 

Speech Therapist—Miss E. Macleod. 

Mr. T. C. L. Nicole, of the Ministry of Health, has succeeded 
Mr. J. G. Paterson as secretary of the eight committees, which 
are under the chairmanship of Mr. V. Zachary Cope, and Miss 


Gaffney, also of the Ministry, has been nominated as assistant 
secretary. 
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MARRIAGE ALLOWANCES OF NATIONAL 
SERVICE OFFICERS IN THE ARMED FORCES 


A reply has now been received to the Association’s protest 


ALLOWANCES OF NATIONAL SERVICE OFFICERS 


at the Government’s decision that National Service officers - 


should not be eligible to receive the increased marriage allow- 
ances which have been payable since November, 1948, to 
regular and short-service officers. 

` The Ministry of Defence states that this decision was made 
because officers called up for service under the National Service 
Acts since Jan. 1, 1947, are eligible for National. Service grants. 
The object of these grants is to relieve, within certain limits, 
cases of financial difficulty where the ordinary Service emolu- 
ments of officers serving compulsorily are-insufficient to enable 
them to meet their obligations to their families and other depen- 
dants. For example, a wife and family whose living standards 
before service began cannot be maintained on marriage allow- 
ance and a reasonable-allotment from the husband’s Service 
pay. (It is also open to single officers in appropriate circum- 
stances to apply for National Service grants.) 
- The maximum grant awarded is £3 a week, and a grant is 
treated as taxable income. The scheme is administered by the 
Ministry of Pensions. Application for a National Service 
grant must be made on Form N.S.G.21, which is obtainable 
by the officer from his unit. 





‘PRACTICE OF ORTHOPTICS » 
VIEWS OF B.O.A. 


The council of the British Optical Association has issued a reply 
to the memorandum on orthoptics prepared by the Faculty of 
Ophthalmologists and reported in the Supplement of June 18 
(p. 349). The B.O.A. states that the Faculty’s memorandum 
purports to compare the training of holders of the Diploma of 


N 


British Orthoptists with that for the Diploma of Orthoptics of ' 


the British Optical Association (D.Orth.), and that it implies the 
former has certain advantages for three main reasons: (a) length 
of training-; (b) clinical experience ; (c) experience with surgical 
cases. : 

The British Optical Association says that the D.B.O. course 
until very recently was of only 12 months’ duration, and conse- 


quently very few holders of the D.B.O. would have taken the- 


present two-years course—the time referred to in the Faculty’s 
memorandum. - Moreover, the student for the D.Orth. must 
already have qualified in ophthalmic optics before entering for 
the examination. The standard of entry to the optical profes- 
sion is that of the school certificate or its equivalent:. The 
minimum requirement for training for the B.O.A. and similar 
examinations occupies at present three years full-time and will 
be extended to four years full-time from the autumn of this 
year, when one year will provide clinical experience. 

The B.O.A. contends that the present D.Orth. course is a 
postgraduate one for practitioners who have already covered 
much of the subject, and that the diploma cannot be gained 
under four years, five years being a more general minimum 
period. Most opticians do not enter for it until they have 
obtained considerable experience in practice. 
examination the average age of entrants was 36.8 years. The 
B.O.A. lists some medical men, including. ophthalmic surgeons, 
who have acted as examiners for the D.Orth. and Fellowship 
examinations. “Thus-every D.Orth. candidate has had to 
satisfy a medical examiner in some section of his examination.” 

Discussing clinical experience, the B.O.A. states that the 
Faculty’s memorandum ignores'the fact that ophthalmic opti- 
cians have organized their own orthoptic clinics. 
20 years the London Refraction Hospital has had its own 
orthoptics department. The hospital was founded in 1922, 
reconstituted by order of the Charity Commission in 1938, and 
is registered under that name. It was bombed during the war, 
but has now been re-equipped, and work has never ceased there. 
Children’s attendances there at the two weekly children’s clinics 
numbered over 2,700 in 1948, a large proportion of these being 
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At the last ’ 
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cases of squint. Considerable numbers attended on other days, 
and many older patients had squint or oculomotor anomalies. 


The. B.O.A. considers that it might be inferred from the 





‘Faculty’s memorandum that ophthalmic opticians never refer 


squint cases for surgical treatment, but this is far from the 
truth. In training, considerable attention is given to the selec- 
tion of cases for orthoptic training, to contraindications, and to 
the advantages of surgical treatment in certain cases. There is a 


_ substantial degree of cordial co-operation with ophthalmic 


surgeons. If facilities are forthcoming the B.O.A. is willing 
to consider making it a requirement that candidates, before 
examination, shall attend, for an agreed number of sessions, 
medical clinics where the surgical treatment of squint and 
heterophoria is carried out. 

The B.O.A. complains that the importance of refraction in 
the treatment of orthoptic cases is not mentioned in the Faculty’s 
memorandum, and it finds it difficult to understand why the 
memorandum does not refer to the orthoptic treatment of 
heterophoria “until it is remembered that heterophoria and 
refraction are so closely related in many cases that the one 
cannot’ be considered without the other, and that therefore the 
optician is the practitioner best equipped to deal with such 
cases.’ 

The best interests of the public, says-the B.O.A., will not be 
served by assigning the direction and control of ophthalmic 
opticians to medicine and making the .optician orthoptist a 
medical auxiliary. “If proof were needed of the danger of 
such a step it is provided by the Faculty’s memorandum itself, 
in which the medical aspect is not merely given precedence over, 
but is stressed almost to the complete exclusion of, all other 
methods used in orthoptics.” 


HEARD AT HEADQUARTERS 








7 Telling the Americans - 


The theme of Sir Luke Fildes’s picture, “ The Doctor,” which 
went to the heart of the British public half a century or more 
ago, has been adopted by the Americans in their campaign 
against socialized medicine. Mammoth reproductions of the 
picture—even, we believe, illuminations of it in the Piccadilly 
Circus style—have made their appearance, carrying the slogan, 
“Keep Politics out of this Picture.” Our colleagues in the 
States can be trusted to exploit the arts of the publicity cam- 
paigner to the full. When Mr. Lawrence Abel went over there 
a month or two ago he delivered an address on the Health 
Service in Great Britain. On the following day he was required 
to deliver it again with three or four microphones in front of 
him, and a record was made of it so that his speech could be 
heard all over the States. One of the records is in this country, 
and we have heard Mr. Abel's voice putting the case with 
fervour. 


Questions Answered 








Retirement of Partner 


Q.—I am in partnership with my father. Half of our patients 
are on his list and half on mine. What happens to the patients 
on my father’s list on his retirement or death? Do they auto- 
matically come on to mine, or are they told to choose any 
G.P. they wish ? 


A.—Much would depend on the circumstances, but, on the 
assumption that the total list does not exceed the maximum of 
4,000, and that another partner or assistant would not be 
required, the usual procedure would be that notification would 
be sent to patients on the retiring partner’s list informing them 
that unless they select another doctor within one month they 
will be placed on the list of the continuing partner. . 
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Distinction Awards and Grading 


Sir,—As a member of a regional consultants committee and 
of the medical committee of a specialist postgraduate medical 
school I have been unable to obtain satisfactory information 
on certain problems which seem to me important. f 

j The Spens Report divides medical men into general practi- 
toners and specialists .or consultants; it provides steps by 
which consultant status may be achieved ; it grades the indivi- 
dual and recommends distinction awards. The distinction 
awards are to be granted to 34% of consultants in fixed pro- 
portions. The Spens Committee states that part-time service 
is to be assessed on a‘ sessional basis; it appears to have 
overlooked the fact that a distinction award cannot be granted 
to a fraction of a person, and strange possibilities arise from 
this omission, ` l ; 
. If we suppose that there are 100 consultants and give the 
awards to 34 whole-time workers, the remainder. each doing 
one session a week, the distinction awards so given will cost 
the Treasury about 33.5% of the total salaries for the group 
of one hundred if the whole-timers each receive £2,500 a 
year salary and each of the part-timers + of that amount. 
If, however, the 34 distinction awards are given to consultants 
doing- one session a week and the rest of the hundred are 
whole-time workers, the cost of the distinction awards to the 
Treasury is about 2.3% of the total basic salary for the group. 
Either of these interpretations would seem to be in accord 
with the Report. 

It seems elementary that consultants who have to look to 

_ thesé ‘awards as: the only means of recognizing exceptional 
ability should be protected by a clear understanding. The 
awards represent 14% of the total basic salary if only whole- 
time’ workers are considered, and this fraction of the total 
basic salary paid to consultants, both sessional and „whole-time, 


l ` -might be set aside as a fund out of which the distinction awards 


are to be paid. This would secure that the profession actually 
receives the money to which it is entitled. It might also pro- 
vide a pool out of which these awards could be paid uniformly 
in the future. Otherwise, once the distinction awards are given, 
we may find ourselves “ waiting for dead men’s shoes.” 

An aspect of distinction awards causing anxiety is the belief 
that-these are to be distributed globally, so that it is thought 
possible that the smaller specialties may not receive the share 
of awards which is due to them on a numerical basis. If this 
should happen it seems inevitable that the more able con- 
sultants will shun the less favoured specialties. Another dis- 
turbing belief is that awards are to be made on a regional 
rather than a national basis.. This might nullify the intention 
that the awards should be made in recognition of individual 
distinction and would make them, in effect, a political weapon 
forcing the ‘best men away from the recognized centres of 
medical learning. This has even been acclaimed as desirable. 
But medical culture and science exist in. “schools” for the 
- very reason that in the association of exceptional minds is to 
‘be found the key to progress. An official statement on these 
matfers is surely overdue. 

The Spens Report grades the individual, not the post, and 
this principle has been reiterated by the Ministry : ‘ Proper 
assessment can be arrived at only after consideration by profes- 
sional advisers: of the qualifications and experience of each 
practitioner.” There can be no escape from the assumption 
that’an individual, on his own merit, is or is not a consultant. 
In grading a man as an S.H.M.O. the assessors are stating quite 
definitely, “ This man is not’of consultant status.” It follows 
logically that no one can be both a consultant and an S.H.M.O., 
yet in ophthalmology this anomaly occurs frequently. If a 
consultant obtains a distinction award, will the award be pay- 
able in respect of those sessions in which he is graded 
S.H.M.O. ? _ And if not, why not ? : oS 

In ophthalmology there will be scope for only about one 
in ten whole-time specialists to undertake operating. By custom 
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this small group has come to have Su charge of 
ophthalmic beds in hospitals. Ophthalmology is essentially 
a clinical specialty, and the practitioner who has jdone one or 
more year’s postgraduate training and obtained a diploma in 
ophthalmology, and who devotes his whole professional life 
-to his subject, may fairly claim to be a specialist and to be' 
entitled to monetary recognition of. his postgraduate work. 

Yet the application of this simple formula would create 
something like anarchy. It would mean that in our eye hos- 
pitals the surgical staff, usually with higher qualifications and 
bearing full responsibility, would receive the same remuneration 
‘as the permanent clinical assistants in out-patients. 

To make these “clinical specialists ” “ registrars ” would be 
dishonest : there will never be surgical posts for them. To 
make them S.H.M.O.s degrades them from the rank of specialist 
to which they believe themselves entitled by “ qualifications 
and experience.” Not only so, but as S.H.M.O.s, unless they are 
at the top of the salary scale, they are actually paid less than 
a general practitioner doing an occasional ophthalmic clinic. 
Unless this problem is:solved ophthalmology will not attract 
the specialists—1,000 is the number officially : envisaged— 
necessary for the N.HLS. to function effectively. | 

It is impossible to make the facts of ophthalmology. fit the 
present scheme. At least two separate groups must be provided 
for: Registrars taking the Fellowship with ophthalmology, 
whose numbers must be related to the consultant, posts avail- 
able (and these may be less than 100 on a whole-time basis, 
with a replacement rate of five or less per annum); and a 
second registrar group taking the D.O. whose professional life 
will be that of clinical specialists in ophthalmology. It is 
lirgently necessary: that provision be made for the second and 
much larger group; at present both recognition lof specialist 
status and adequate remuneration are lacking. | 

Ophthalmologists, and, I suspect, other specialists, cannot 
all be fitted into the Procrustean bed provided without such 
serious mutilation as may endanger their professional survival. 
It is necessary to modify this rigid framework, and this may 
well be achieved, since the modern .Procrustes is concerned 
that his victims should survive.—I am, etc., 


London, W.1. FREDERICK RIDLEY. 
i ' 


Qualifications of Specialists | l 

SIR, —In"your leading article (Journal, July 23, p. 220) entitled 
“The Grading of Specialists ” it is written, “ Could it be said, 
for example, that an assistant medical officer in an isolation 
hospital should be designated as specialist and be; paid in the 
e The same question may also 
be asked of men similarly placed in sanatoria ;and mental 
hospitals.” | 

May. I submit that nobody in any branch of ithe hospital, 

service would wish that an assistant medical officer should 
be so designated and paid, for, being an assistant medical 
officer, he would not have attained to the necessary experience 
and skill. It becomes an injustice, however, when the claims 
of senior and more experienced officers are ignored. It be- 
“comes a -grave injustice when junior medical staff are graded 
higher than such senior officers at the same hospital or their 
more experienced colleagues in the same specialty'in the same 
region, but this is what is being done by assessment committees 
in many regions if my information is correct, and I have no 
reason to doubt its being so. 

It is because of differences in interpretation that your corre- 
spondents have written asking that the B.M.A. “should act to 
put matters right.” To whom else can they appeal? These 
differences in interpretation would not have arisen if simple 
standards, openly declared and generally agreed to, had existed . 
for the observance of all assessment committees. - In the 
absence of such standards all kinds of weird rumours tend 
to appear. ` , 

Now that the Joint- Committee has settled its differences 
with the Ministry it should turn śeriously to the setting of 
its own house in order. The present discontents revolve 
around the-burning question as to who should or should not 
be graded as specialists. It would be the rightful responsi- 
bility of the Joint Committee to publish its considered standards 


‘of the’ following qualifications—namely, (a) a mastership in surgery - 
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in the matter, and to ask all assessment committees to review 
their gradings in the light of those standards. f i 

` I believe the present dissatisfaction would disappear if some 
such authoritative statement was made as to the qualifications 
of specialists; nor would it`matter how high the standards 
were, provided they applied equally to everyone and were not 


_ altered in any way to suit any particular case. 


As an illustration of what I mean, may I submit, with all 
due deference, that the Joint Committee. should recommend 
and the assessment committees agree that no medical practi- 
tioner should be graded as a specialist unless 

(1) In the case of the medical specialties he holds all three of the 
following qualifications—namely, (a) a doctorate in medicine of any 
university; (b) a fellowship of any Royal College of Physicians ; 
(c) a specialist diploma granted by any university, faculty, or royal 
college ; ae 

and (2) in the case of the surgical specialties he holds all three 


_of any university; (b) a fellowship of any Royal College of 


4 


Surgeons; (c) a specialist diploma granted by any university, faculty, 
or royal college, the specialist qualification being in-the case of 
obstetricians and gynaecologists cither the M.M.S.A. or 
M.R.C.0.G.; 

or unless (3) he has had twenty years’ experience in the actual 
practice of his.specialty in a senior capacity. 


As the hospital services developed, and the existing senior 
men retired, the number of specialists graded in group (3) 
would diminish steadily until eventually all specialists would 
be graded under either (1) or (2). Accordingly, it should 
be considered as essential for the future welfare and satisfactory 
progress. of the hospital service that no medical practitioners 
should be graded as specialists under either (1) or (2) unless 
they hold, or until they obtain; all three of the fundamental 
qualifications specified for each of these groups. 

I believe that some such scheme as this would be welcomed 
by the profession throughout the country as being concrete 
and definite, impersonal and just. If such a scheme was 
adopted and applied before the disputed gradings were con- 
firmed it would banish at once and for all time those ugly 
spirits of suspicion and distrust which alwzys appear when 
everything is dark and nebulous, secret and occult. 

As we all know, in the latest issue of the “Terms and 
Conditions” the “specialist grade” has been omitted and a 
“consultant grade” introduced. It therefore becomes all the 


more important to ensure that the prestige of our consultants , 


is not injured nor their quality lessened by the hasty and 
irregular - grading of improperly qualified persons 
“ consultants.” 

As many of us are aware, provision has been made in the 
“Terms and Conditions” for the appointment of consultants 
“at age 31-or earlier.” Generally, however, medical practi- 


` tioners “at age 31 or earlier” cannot be expected to possess 


that wide experience which -always has been associated with 
and commonly is required of those called “consultants,” so 
that it seems to “old buffers” like myself that the careers 
of many promising young men and women might be damaged 
prematurely and unnecessarily by the invoking of this some- 
what provocative provision. 

There appears to be a case here for the reintroduction of 
the “specialist grade” for medical practitioners between the 
ages of 30 and 45, the title of “consultant” being reserved 
for specialists over the age of 45. If the Joint Committee 
were able to arrange this with the Ministry the old relationship 
and long association -of specialists and consultants would be 


- preserved, and incidentally assessment committees would be 


able then to solve some of their more tiresome problems.— 


I am, ete., < 
Stc Vos Non VOBIS. 


Grading of Hospital Staff 


Sir,—I have been shocked by the many serious anomalies in 
the récent gradings and saddened by the. apparent indifference 
of those more fortunate in what appears to be a lottery. 
Personally, I know six medical people who have been down- 
graded, so the condition must be widespread. ‘They were all 
on the staffs of large voluntary hospitals before the Act, they 


the 


as 


were all freely elected to their positions, they ‘all hold higher 
specialists’ qualifications, ahd they are all recognized as 
specialists by their colleagues. Now they are made to suffer 
loss of prestige, and unless they are regraded they will suffer 
loss of income. They will certainly suffer unnecessary mental 
anxiety. ~ 

I am sorry to have noted throughout the whole of the recent 
business of regrading a certain meanness of behaviour on the 
part of certain regional boards. Roughly, all grading has been 
done by two bodies : (a) the groups of teaching hospitals, and 
(b) the regional boards. Those of us who serve on committees 
of both must be struck by the marked difference, not only 
in matters of grading, and have had pin-pointed the meanings 
of the words “ profession ” and “ business.” 

I have called this grading a lottery ; I am sorry to state that 
it is a dishonest lottery, for of the six cases to which I have 
referred three are graded as consultants by another board for 
exactly the same work and responsibility. What a farce. 
Fourteen days’ leave to appeal is granted. This at the height 
of the holiday season, when there must be many who will not 
read of their downgrading until after this period has elapsed. 

Now what are we to do? I write as one who- was once 
proud to be:a London specialist and who is now a National 
Health consultant. We must make our views known. We 
must speak with one voice. Injustice to a colleague affects us 
all. I know that a good doctor is a busy, tired doctor and 
that it is an effort to write a letter. But in a welfare State we 
are paid by the hour, and our prestige with our masters will 
not be in the hours of unpaid overtime we do but how vocal 
we are. It is only in this way that societies, professional or 
otherwise, can know the feelings of their members.—I am, etc., 

London, W.1. EDWARD CAREW-SHAW. 


Sm,—I consider that the letter of “ Quousque Tandem?” 
(Supplement, Aug. 6, p. 76) urging the lifting by the B.M.A.” 
of the veil of secrecy which has hung over the whole apparatus 
of grading is a matter on which individual consultants and 
medical staff committees should press their local representatives 
to take action. 

So far the B.M.A.’s-Central Consultants and Specialists Com- 
mittee appear perfectly content to allow some 50% of those 
whom they have been elected! to represent to be professionally 
degraded and financially ruined without a murmur of public 
protest. At first the chairman advised consultants not to sign 
any contracts proffered, but now, because certain other matters 
such as arbitration have been adjusted, contracts are to be 
signed without a fight being put up on behalf of, these 
unfortunates. ioe ce 

Unless we find leaders with the courage to fight our battles 
instead of giving them away we are doomed to sink lower and - 
lower into the mire. Even now really vigorous action by the 


- B.M.A. could save the situation, but if this is not forthcoming 


I hope every down-graded specialist or consultant will attend 
every business meeting of his B.M.A. Division and Regiona? 
Consultants and Specialists Association and there work un- 
ceasingly with the support of all the fair-minded amongst 
the favoured few who are now consultants for the overthrow 
of our present leaders and their replacement by men we can 
trust not to let us down again.—I am, etc., 
R. 


~ 


Taunton. F. WINCKWORTH. 


Conduct of the A.R.M. 


Sir,—The conduct of the business at the recent A.R.M. left 
much to be desired. Much time was wasted on non-essentials,. 
while reports of committees were rushed through with indecent 
haste. On4hé first day about half an hour was spent discussing 
the Formulary—all very amusing—but the time could not be 
spared; while at the end of the meeting reports of twelve 
committees were rushed through in less than fifteen minutes. 
For the finance of the Association we could not spare fifteen 
minutes at a time in the history of the Association when this 
subject merits the most earnest consideration. 

The report of the Health Centre Committee, the result of 
two years’ work, had no chance of being discussed. The result 
of this is that the Association still has no health-centre policy. 


~ 


' fifteen minutes, other speeches ten and five. 
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Members of executive‘councils have no yardstick by which to 


. measure local authorities’ proposals for health centres, nor can> 


they have such a yardstick for another twelve ‘months, They 
cannot tell the lay members what is the considered opinion 
of the profession on health centres. 

It is admitted at the outset that the chairman of the R.B. 
had his difficulties as did the Agenda Committee, but the 
chairman of the R.B. is responsible for the conduct of the 
meeting. Members of that body would welcome a fuller 
appreciation by the chairman of the relationship between the 
time available and the work to be done. The members of the 
` R.B. must be prepared to submerge their own pet speeches 
for the good of the meeting, and the chairman should try 
to sense the feeling of the meeting so that he will know 
when they have heard enough on a particular subject. 

Now that the agenda has become so much bigger we must 
either spend more time or use the same time economically : 
the latter course will probably appeal to most representatives. 
In order to spend the time more economically it will be neces- 
sary to ration the time available. It is therefore suggested 
that a definite. time should be allotted to each committee's 
report, to start at a definite time on a definite day, and that 
business not covered by reports should also be taken at a 
definite time. The standing orders should be amended to 
allow the time limit for chairmen presenting reports to be 
.It is agreed that 
‘we all must play our part in making our A.R.M. efficient. 

The essence of good chairmanship of such a body as the 
R.B. is quite different from the chairmanship of committees or 
Council. It is to be able to know what the meeting feels and 
apply this knowledge rigorously and justly. The time must 
be rationed by the Agenda Committee. Time of speeches must 
be limited—I am, etc., 


Birmingham. ` ARTHUR BEAUCHAMP. 


Domiciliary Midwifery Service 
Sir,—I am not altogether surprised that you find the Ministry 
of Health statement (Supplement, Aug. 6, p. 74) on the 


domiciliary midwifery service discouraging (Journal, Aug. 6, 


p. 328).%-At the same time you must agree that their recom- 
-mendations are very similar to the recommendations of the 


B.M.A. in “A General Medical Service for the Nation,” 
published in .1938, which you quote. The difference is one of 
emphasis.. e 


Before. my colleagues in general practice start shooting, I 
should like to indicate the right target. ~ 
(1) It is certain that there are not enough G.P.s in this country at 


‘present to -carry out all the antenatal and post-natal examinations 
and confine all the women at-present attended by midwives. There 


- would seem to be sense in continuing to use antenatal clinics and 


midwives) while giving every patient a chance of seeing her doctor 
„before and after labour. 
to offer financial inducement to the doctor to be too free with 
chloroform and forceps in the second stage. Normal midwifery 
should surely -be normal. 

(2) A large section of .the Royal College of Obstetricians and 
Gynaecologists hold strong views about allowing any G.P. to do 
midwifery. They are appalled by the danger run by a woman who 
engages a G.P. to confine her. In their view no one but a specialist 
should be allowed to treat any abnormality in midwifery. For them 
it is the midwife for normals and the specialist for abnormals. _ 

(3) I know that the G.P. has a contribution. to make to normal 
midwifery. The G.P., at least, realizes that we are just beginning to 
understand’ what normal midwifery should be like. 


` 


More, it is-reasonable for the Ministry not ` 


(4) There is nothing in this Ministry of Health statement which ` 


prevents a G.P. from taking full charge of his patients if he wishes. 
Some rivalry as well as co-operation with midwives, antenatal clinics, 
and maternity hospitals will do us no harm—in fact, will act as a 
spur. * 

Let us not be discouraged. We can show the others that 
our standards are higher, not lower, than: theirs. We can 
prove our value to the community by our work,’and in the 
end we might even persuade the Royal College that a G.P. 
can be a good midwife—I am, etc., 

CLEMENT W. WALKER, 


Member of the Maternity and Midwifery 


Cambridge. t 
` ` Standing Advisory Committee. 


l 
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Financial Bond 


Sin,—The members of the Consett Division feel that the 
profession should make .a very earnest attempt to ¢o-ordinate 
the action of all doctors, especially those in the genera] medical 
service of the National Health Service, and to this end they 
suggest that a fighting fund should be introduced not only to 
provide some financial backing to the profession as a whole 
but also to act as a sort of guarantee that the maior decision 
will be adhered to under all circumstances by those subscribing 
to the fund. They feel that unless doctors bind themselves 
together by some financial bond, unified action is almost un- 
attainable, and they theréfore suggest that all general medical 
practitioners should be asked to bind themselves opeten in 
this way. 

' It is tentatively proposed that subscribers be aed to make 


' over some percentage of their N.H.S. fees—say 2-3% per 
‘ annum—to the fund, and that they should forfeit these con- 


tributions if they fail to adhere to the policy as adopted by 
majority vote. 

I have been instructed by the members of this Division to 
write to you in order that you may publish this proposal in 
the British Medical Journal with the object of stimulating some 
interest in this subject and of obtaining the reaction ‘of the 


-~ profession to such a proposal.—I am, ete., 


B. S. ALDERSON, 
Hon. Secretary, Consett Division. 


Freedom of. the Citizen 


SIR,—Your correspondent, “ Lieut.-Col., R.A.M.C.” (Supple- 
ment, July 16, p. 51) at least knew who had made the decision 
that he would not be “embodied.” I merely received this 
information on a form from the Labour Exchange, ‘and until 
I read his letter I was not aware that local medical committees 
had sat in judgment on us and decided our fate. Like your 
correspondent, I have given a large portion of life to 
voluntary service in the Army, and continue to devol ote a great 
deal of my spare time to the training of'the unit I command. 

Now it appears that some committee of medical colleagues 
has decided, with no reference to me whatsoever, that I shall 
not be allowed to serve with my unit in the event of a future 
emergency, Apart from its discourtesy, this is an intolerable 
interference with the liberty of the subject. Furthér, unless 
prompt action is taken to rectify blunders of this nature, the 
effects on the undernourished Territorial Army, which is 
already causing great disquiet, are liable to have fatal conse- 
quences. But perhaps the powers that be are not really 
interested in the form of voluntary endeavour that the Terri- 
torial Army represents.—I am, etc., 


Lanchester, Co. Durham. 


NOT TO BE EMBODIED. 


Association Notices 


Diary of Central Meetings 
AUGUST a 


31 . Wed General Medical Services Committee, 11 a.m. 
SEPTEMBER 
9 Fri. Joint Committee on Fees for Part-time Work under, i 
Local Authorities, 2 p.m. 
13 Tues. +: Proprietary Medicines Committee, 11 a.m. 
15 Thurs. General Medical Services Committee, 11 a.m. 
16 Fri. Committee on Psychiatry and the Law, 2 p.m. 


TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: | 


Metropolitan Borough Councils—Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dartford, Wallsend. 


Urban District Councils—Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 4 
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Chairman 


Dr. S. Wand was appointed Chairman for the session 1948-9. 


P? 


Dr. E. A. Gregg 


The Comniittee takes this opportunity of placing on record 7 


its appreciation of the services of Dr. E. A. Gregg as Chairman 
of the Insurance Acts Committee for many years, and 
of his unfailing devotion to,the interests of general medical 
practitioners. ý : me SF ta 
Obituary eat 
The Committee regrets to report the deaths of Dr. J. W. 
Bone (Luton), Dr. E. Lewis Lilley (Leicester), Dr. L. J. Picton 
(Holmes Chapel, Cheshire), and Dr. J. W. Leach (Beauly, 
Inverness), all of whom were members of the Insurance Acts 
Committee for many years. 
Dr. Bone will be remembered for his valuable services as 
Treasurer of the National Insurance Defence Trust, and 
Dr. Lewis Lilley, whose special interest was pharmacology, 
was chosen as the Chairman ‘of the Special Committee which 
compiled the first National Formulary. 


y - æ 
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Nominees on Ministry of Health. Distribution Committees ` 


.The following nominees were accepted by the Ministry for 
appointment to the Central Distribution Committees for.1948-9 : 


International Distribution Committee: Dr. E. A. Gregg 
(London), Dr. W. M. Knox (Glasgow), Dr. J. D. Wells 
(Billericay, Essex), and Dr. E. J. Rees (Pontypridd). 

Distribution Committee for England and Wales : Dr. E.A., 
Gregg (Londén), Dr. W. Woolley (Bristol), Dr. E. J. Rees 
(Pontypridd), and the Secretary of the General Medical Ser- 
vices Committee of the B.M.A.; together with Dr. J. C. 
Pearce (Diss, Norfolk), Dr. J. D. Wells- (Billericay, Essex), 
and Dr. C. F. R. Killick (Williton, Somerset), when questions 
concerning mileage are under consideration. 


Medical Practices Committee 


The medical profession’s nominées on the Medical Practices 
Committee are: 
Dr. P. V. Anderson (Shildon, Co. Durham), Dr. D. B. Evans 
- (Wrexham), Dr. Annis Gillie (London), Dr. J. F. Murphy 
(London), Dr. J. C.. Pearce (Diss, Norfolk), and. Dr. J. A. 
Pridham (Weymouth). go n ~o 

Informal discussions have taken place during the session 
between members of the Committee and the medical members 
of the Medical Practices Committee. These discussions have 


been of value, and it is intended to maintain this useful liaison -~ 


between the two Committees. 


“ 


Central Health Services 
pe Ss ‘Committee 

‘The Chairman of the Committee was one:of the Association’s 
nominees for appointment to the Standing Medical Advisory 
Committee of the Central Health Servites’ Council. Having 
regard to the status of the General Medical Services Committee 

` as the recognized executive of general medical practitioners, the 


I . 
~~ 
= é 


Dr. W. E. Dornan (Sheffield) (Chairman), > 


i 
Council—Standing Medical . Advisory 


Committee feels that it is a matter of regret that the Minister 
has not seen his way to include the Chairman‘of this Committee 
in the personnel of the Central Health Services Council’s 
Standing. Medical Advisory Committee. 


Joint Subcommittee of the Medical and Pharmaceutical 
x ; : Committees 


Dr. W. Woolley (Bristol) was nominated for appointment 
to the Joint Subcommittee of the Medical and Pharmaceutical 
Committees: of the. Central Health Services Council. 


Compensation Appeals Tribunal 


An invitation was received from the Ministry of Health to 
nominate a practitioner to act as a medical assessor to the 
Appeals Tribunal, set up to deal with the situation where a> 
practitioner is aggrieved by the assessment of the annual value 
of the goodwill of his practice. The Committee nominated 
Dr. A. N. Mathias (London, N.W.) for the appointment. 


~r w 


Joint -Pricing Committee of England 


Dr. Joel Green (London) was appointed to fill the vacancy on 


the Joint Pricing Committee of England caused by the death of 
E. Lewis Lilley. f 


CONSTITUTION OF GENERAL MEDICAL SERVICES 
‚COMMITTEE 


The 1948-Annual Conference (Minute 19) requested the Com- 
mittee “to review the mode of election and representation to 
the Committee and to report thereon.” Also, it was suggested, 
in a motion referred to the Committee, that the Committee 
might be “reconstituted to form the executive body of all 
general medical practitioners, grouped within the, framework of 
the B.M.A. into areas corresponding to the present B.M.A. 
Divisions.” These suggestions have been carefully- considered, 
but, having regard to the similarity between the local and central 
administrative structure of the oid N.H.I. medical service and 
the corresponding service under the new Act, the conclusion 
reached is that very little change is necessary in the constitution 
of the new Committee. i . 

The grouping of areas for the election of direct representa- 
tives of Local Medical Committees on the Committee has been 
carefully examined, and it is here that changes are recom- 
mended. Hitherto, numerical considerations have been regarded 
as more important than geographical considerations. In con-- 
sidering the future grouping of Local Medical Committees the 
Committee has borne in mind that Regional Hospital areas 
and the B.M.A. branch and division areas are not coterminous 
with Local Executive Council and Local Medical Committee 
areas, and the Committee has come to the conclusion that 
grouping for the election of direct representatives must be 


‘based on Local Medical Committee areas. Effective representa- 


tion of these areas calls for a revision of the old grouping. and 
the Committee’s proposals provide for an increase, from 27 to 
33 members directly elected: a 
It is felt that there is a strong case, for retaining in the 
membership of the Committee a number of practitioners who 
2 O os 2327 
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are elected by an’ “informed electorate” on their personal 
qualities, whatever the character or size of the area they repre- 
sent. This would be achieved by the retention of the election 
of six members by the Annual Conference. Banat 

The question of co-option has ‘been reviewed. It is proposed 
that the Committee should have power to co-opt up to four 
members, if necessary, to secure representation of a particular 
| class of experience hot otherwise represented on the Committee 
—e.g., a rural practitioner, a general practitioner not in the. 
. Service, a general practitioner employed also as a part-time 
specialist, etc. ` 

Great importance is attached to the establishment of an 
effective liaison between the G.M.S. Committee and the Central 
Consultants and Specialists Committee. Two is considered to 
be the minimum for-effective representation on each Committee. 

Subject to the approval of the Conference, the constitution 
| of the Committee for 1950-4 will be as follows: i 


5 ex officio (President of the B.M.A., Chairman of Repre- 
sentative Body, Chairman of Council, Treasurer,, and 
Chairman of Conferences of Representatives of Local 
Medical Committees). l 

6 members elected by the Representative Body (4 for, 
England and Wales, 1 for Scotland and 1 for Northern, 
Ireland). i 

33 members elected on a territorial basis by Local Medical 
Committees in Great Britain and Northern Ireland. 

6 members elected by the Annual Conference. 

2 members nominated by the Central Consultańts and 
Specialists Committee. l 

1 member nominated by the Medical Women’s Federation. 

1 member nominated by the Society of Medical Officers of 
Health. ; ' l 


54 i os 

with power to eben hoi more than four members, if 

` necessary, to secure representation of medical practi- 
tioners of a particular class of experience not otherwise 
represented on the Committee. . 


Details of the grouping for the election of 33 direct represen- 
.tatives are given in Appendix “A.” i 

RECOMMENDATION : That approval be given to the proposals 
in paragraphs 12-17 of the Report on the reconstitution of the 
.,General Medical Services Committee. .- 


STANDING ORDERS. OF CONFERENCES OF 
REPRESENTATIVES OF LOCAL ; 
MEDICAL COMMITTEES 


, The Standing Orders‘ of the Conference have been reviewed 
‘and note has been taken of the suggestions made by the Con- 
- ference for their amendment. The Committee also considered a 
proposal referred to it, that where two areas have been merged’ 
for Executive Council and Local Medical Committee purposes, 
the previous representation at the Annual ‘Conference should be 
retained. The conclusion reached, however, is that representa- 
tion must be based upon new Local Medical Committee areas, 
and that regard cannot now be had to a situation which no 
longer exists. ae l i 

The proposed new Standing Orders are set out in Appendix 
“B,” and will be incorporated in the Agenda of the forth- 
coming Annual Conference, for adoption or amendment by the 
Conference. 


‘DATE OF FUTURE ANNUAL CONFERENCE 


It has been customary to hold the Annual Conference of 
Representatives of Local Medical Committees in the autumn. 
‘This custom has certain disadvantages. It means that the 
Executive of the Conference—the General Medical Services 
Committee—is not complete and therefore unable properly to: 
begin the work of the new session until the Conference has 
elected its six represenfatives‘on the Committee; nor is the 
Committee at its first meeting in the new session in possession 
of the views of the Conference on various outstanding matters. 


~ 
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In other words, a late start is made on the Committee’s work 
for the session: Ci s : l 

It is felt that there would be advantages in holding the 
Annual Conference in the early summer, so that the new Com- 
mittee may have its first meeting in, say, July. This would give 


the Committee a better opportunity of preparing for the main ' 


part of its work in the early autumn, instead of, as at present, 
some time in November'or December. A summer Conference 
nearer the time of the Annual Representative Meeting of the 
B.M.A. would enable the views of both bodies on subjects of 
mutual interest to, be co-ordinated. Subject to the approval 
of the Conference, the following Standing Order giving effect 
to this proposal will become effective in the summer of 1950: 


(i) Annual Conference. of Representatives of Local Medical Com- 
mittees——The General Medical Services Committee shall convene 


each year a Conference of Representatives of Local Medical Com- 


mittees. The Conference shall ordinarily be held in June. 


+ i Ek 


. CONSULTATIONS ON REGULATIONS AND 


t 


INSTRUCTIONS .- 


The Ministry was asked for an assurance that the Committee 
would be consulted before any statutory orders ‘were promul- 
gated or instructions issued by the Department to Local Execu- 
tive Councils or other bodies on matters of principle affecting 
doctors rendering services under Part IV of the Act. The 
Ministry has accepted “the .general principle that the profes- 
sion’s representatives should be consulted on points of major 
principle involving regulations.” D 


+ 


REMUNERATION 


The 1948 ‘Annual Conference instructed the Committee to 
take action “to secure an adequate overall ‘increase in the 
capitation fee in order to relieve a serious hardship resulting 
from the new Service.” ` The Committee began ‘the task* of 
carrying out this instruction by instituting an inquiry, to deter- 


mine whether or to what extent the current incomes of general 


medical practitioners were'in accordance with the main recom- 
mendations of the Spens Committee. Five areas were chosen 
—Lancashire, Norfolk, Bath, Halifax, and Nottinghamshire 


-and Nottingham—and the figures obtained from these areas 


showed that, generally speaking, the “spread” of incomes in 
the 40-50 age group was in accordance with the Spens 
recommendation. 

If these figures can be regarded as typical of the ‘country 
as a whole, there remains.'the question of the “ betterment” 
factor and the adequacy of the Central Pool, and on March 3 
a Special Conference of Representatives of Local Medical Com- 
mittees was called to consider the Committee’s memorandum 
on the ‘subject (M22, published in the Supplement of 
Feb. 19). In this memorandum the whole question of the 


adequacy of general-practitioner remuneration was discussed in- 


detail, and‘ the conclusion reached was that the Central Pool 


ought to be increased by approximately £164 million. This 


conclusion was based largely upon an expert ecoriomist’s calcu- 


lation (Supplement, Jan. 22) that the change in the cost of living - 


of professional classes between 1939 and the end of 1948 


represented an increase of 85%. It also took account of the, 


increased number of practitioners in the Service over andiabove 
the estimate upon which the Ministry based the present Central 
Pool. 7 

The Committee’s memorandum went on to recommend that 
any additional money made available in the Central Pool by the 
application of a proper betterment factor and an adjustment 
in relation to the increased number of practitioners in the 


‘ Service should be devoted entirely to an augmentation of the 


capitation fee for the first thousand on all practitioners’ lists. 
The effect of this would be to increase the remuneration of 
all practitioners while increasing the rate of remuneration of 
practitioners with smaller lists to a relatively higher extent. 
The memorandum was approved by the Special Conference 
as the basis of the general-practitioner case, and the Committee 
was instructed “to press the Government as a matter of 
urgency to adjust general-practitioner remuneration on the 


basis of: the memorandum, the adjustment being retrospective 


4 
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_ GENERAL’ 
to July 5, 1948.” The ‘memorandum and ‘resolution of the 


Conference were sent to the Ministry'on March 4. On April 14 
it was learned that the Ministry had decided that insufficient 
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information was available on which to assess chow far the, 


Spens recommendations were being implemented. The -main 
factors were the numbér of.doctors in the Service,and, the total- 
amount each doctor was receiving from N.HLS. funds. 


of precision, and a national inquiry had been instituted from 
_ the results of which it was anticipated definite conclusions could 
' be reached. The Ministry hoped its inquiry would be avail- 
“able within a month, when its representatives would be in a 
better positidn to discuss the profession’s claim for an increase 
in the Central Pool. 

‘In the course of the discussion on April 14 the Ministry’s 
representatives indicated that there could be no assurance that 
any improvement in remuneration which might emerge from 
this inquiry. and subsequent negotiations’ would be applied 
retrospectively to July 5, 1948. Further, when asked what 
the ‘position would be if, having raised the question of general- 
practitioner remuneration through Whitley machinery and in 
the event of disagreement, the G.M.S. Committee sought arbi- 
tration, the reply given was: “It must not be assumed without 
further discussion that participation in the Whitley machinery 
necessarily involves, in the event of disagreement, the right to 
resort compulsorily, to arbitration on all subjects.” ° 

It was made quite clear to the Ministry’s representatives that 
the statements on these two points were very unsatisfactory. It 
was regarded as unreasonable to inform the profession that it 
‘might not receive any increase in the “ pool” retrospectively 
to July 5, 1948. The Ministry received ample notice. of the 
profession’s intention to raise the question of “betterment,” 
and the profession was entitled to arrears of payment on this 
issue and on any increase in the number of general practitioners 
in the Service over and above the number (17,900) which was 
a factor in calculating the Central Pool before the appointed 
day. f o l l 

On the question of arbitration, it: was pointed out that the 
Ministry’s statement was in conflict with repeated assurances 
given by Ministers, both in Parliament and personally, to 
representatives of the profession. 

The Committee decided that no positive action could usefully 
be taken until the result of the inquiry undertaken by the 
-Ministry was available. It was felt, however, to be necessary 
to place on record the profession’s dissatisfaction with certain 
statements made to its representatives, 
resolutions were sent to the Ministry : 


“ That the Committee records its dissatisfaction with the Ministry’s 
inability to state, nine months after the appointed day, the number 
_ of principals taking part in the Service, and with the statement that, 
in so far as the Central Pool may prove to have been inadequate 
for the first nine months of- the Service, any increase may not be 
adjusted retrospectively to the appointed day. \ 

That, in view of the statements made by responsible Ministers 
prior to the appointed day, the Committee. is of opinion that the 
Ministry’s view. that disputes’ concerning remuneration referred 
through Whitley machinery do not carry the ‘right to arbitration on 

L] 


ejther side is a gross breach of faith.” 


As stated in ari earlier paragraph, the Ministry anticipated 


- that the figures Executive Councils were being asked to furnish 
would be summarized and available by the middle of May, 
but it was learned subsequently that the result of the inquiry 
would not be available for many weeks. A request was 
- therefore made for an interview with the Minister, himself. 
On June 2 the Chairman, and Secretary met the Minister, and 
the latter insisted that before any comparison could be made 
with the Spens Committee’s recommendation it would be 
necessary to know what each doctor was earning, not only 
from the capitation fee but from all N.H.S. sources. Attempts 
to press the matter of the global sum were met/with repeated 
reference to the necessity of computing each individual doctor’s 
income before any decision could be made. 
The Minister- was informed that.in certain circumstances the 
Committee might wish to ask ‘for arbitration. While he did 
not rule out the possibility of arbitration being granted, he was 
unwilling to discuss this in relation to higher income groups. 
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He repeated what had already been said by’ his officers, that 


participation in Whjtley machinery did not carry the auto- 


matic right to seek arbitration on\all matters. 

. The Minister was left in no doubt that the profession would 
be greatly-disturbed at the turn which events had taken in the - 
matter of arbitration. Subsequently, the Committee decided 
that, while no useful action could be taken on the question of 
the global sum until the result of the Ministry's inquiry was 
available, the profession should be fully informed of the 
seriousness of the situation and the vital need to preserve the 
right to a settlement by arbitration if agreement by negotiation 
could not be secured. ` 

Following negotiations between the Joint Committee for 
Consultants and the Ministry on the terms and conditions 
of service for hospital medical and dental staffs, the following 
modified statement was issued by the Department: 
` The Ministry has agreed— 

(a) That no changes will be made in the terms and conditions of 
service without discussion in the appropriate part of the Whitley 
machinery, when established, and this will be established as soon 
as, possible. i 

(b) That remuneration is a subject which is suitable for arbitration. 

(c) That save in exceptional circumstances, and after the concilia- 
tion machinery of Whitley has been exhausted, issues of remunera- 
tion remaining in dispute will go either to arbitration or for inquiry 
and report by a committee. 


The G.M.S. Committee decided that this formula went some 
distance towards meeting the position of the general practi- 
tioners, and agreed to accept it without prejudice to any action 
it, may be necessary to take when it is seen how the formula 
is applied. 

Subsequently it was learnt that the detailed figures would be 
available at the end of July, and it is intended to reopen negotia- 
tions as soon as the Committee has had an opportunity of 
studying the figures. A special meeting of the Committee for 
this purpose is to be held on Aug. 31, if the figures are 
available in time. 

MILEAGE 

Very early in the Committee’s deliberations on the subject 

of remuneration it became evident that many rural doctors 
throughout the country were in serious financial difficulties. 
Some would be able to carry on only if help was speedily 
forthcoming: others . were considering practices in more 
populous areas. In some of the very remote parts of England 
and Wales the borders of medical practice are governed not 
by population but by geographical boundaries which are 
particularly effective in winter. Any depletion of doctors in 
these areas would be disastrous, but the possibility could not 
be excluded unless urgent remedies were applied. 
- Alleviation of the position of rural doctors seemed to be 
possible by only two methods—-immediate and generous pay- 
ments from the Special Inducements Fund, and/or a substan- 
tial increase in the Central Mileage Fund. There was a general 
reluctance on the part of doctors generally to apply for grants 
from the’ Special Inducements Fund because it seemed to 
them to be a form of “ public assistance.” Urgent representa- 
tions were therefore made‘for a substantial increase in mileage 
payments, and the Ministry agreed to the Committee’s recom- 
mendation that the Central Mileage Fund should be increased 
from £1.3 million to £2 million, the new money to be found 
from sources other than the Central Practitioners’ Fund. The 
increase of £700,000 a year is made up of £200,000 from the 
Special Inducements Fund and a new Treasury grant of 
£500,000. Thus, the pre-war: Mileage Fund of £600,000 has 
been mere than trebled, and it is believed that the new money 
has gone a, long way towards easing the financial position of 
rural practitioners. 

The Committee’s Rural Practitioners’ Subcommittee has 
instituted an inquiry with the object of discovering, by com- 
parison with the position which existed under the N.H.I. Act, 
the increase in the total number of patients in respect of whom 
mileage is claimed, the number of doctors claiming mileage, 
and the total number of mileage units claimed. Proposals 
for dealing with claims for special difficulties, such as footpaths 


under winter conditions, are also under consideration. 
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TEMPORARY RESIDENTS | 


. Under the National: Health Insurance Act the allocation to, 
and the charges against, individual Local Practitioners’ Funds 


‘on account of temporary residents’ were based upon data. 


furnished by Insurance Committees. The returns from Insur- 
ance Committees gave the number accepted by doctors, distin- 
guishing between “ordinary” and “ convalescent home” 
temporary residents. The payment from the Central Practi- 
tioners’ Fund was 8s. for each ordinary temporary resident and 
is. for each convalescent home temporary resident, and each 
area was debited or credited on this basis. It involved a con- 
siderable amount of clerical work centrally for a relatively 
small sum before each area’s. “loading ” could be determined. 

Under the National Health Service the Ministry of Health 
-obtained from every Executive Council a return showing the 
number of claims for temporary’ residents. Without making 
any`“ plus” and “minus” adjustment, each Executive Council 
was credited for the first two quarters (July to December, 


‘'1948) with 8s. for each temporary resident claimed. 


‘The Committee felt that an increase in the unit value of a 
temporary resident was justified,’ but that any increase must be 
fair without being an unduly heavy. charge on the Central 
Practitioners’ Fund. After careful consideration it was decided 


(a) that the amount deducted from the Central Practitioners’ Fund 
for the treatment of temporary residents should be distributed to 
Executive Councils on a uniform basis in accordance with the number 
of claims from each area; ` ; 

(b) that the value of the unit to be paid from the Central- Practi- 
tioners’ Fund should be 15s. for each ordinary temporary resident, 
and (provisionally) 2s. 6d. for each temporary resident in a con- 
valescent home, to be reviewed in the light of experience and further 
information as to the number of claims received ; and 

(c) that claims for mileage for temporary residents should be 


. -charged to the Mileage Fund and not to the Central Practitioners’ 


Fund for treatment purposes. 


The Committee did not feel that it could make any recom- 
mendation in regard to the basis of distribution of the moneys 


 réceived by Executive Councils for temporary residents, believ- 


‘ing that this was entirely a matter for each area to determine 


by joint consultation between the Executive Council and ‘the 
Local Medical Committee. 
' There appears to be some doubt as to the circumstances in 


- which a claim for a temporary resident fee may be made. In 
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the absence of a definition it is possible for a doctor to take a 
patient on ‘his list as a temporary resident and claim a fee 
regardless of whether -any treatment is given. The Committee 
considers that -temporary resident credits should be given only 
in those cases in which medical treatment has been given, and 
the Ministry of Health has agreed to make this clear in the 
distribution scheme which is now in course of preparation: 
: The ‘Committee’s definition would also apply to patients in 
convalescent homes. -a 
' BASIC SALARY =, a 
Circulars issued by the Mihistry of Health to Executive 
Councils show that.the Minister has allowed appeals against 
the disapproval’of applications for basic salary in cases where 
the applicants have only recently established themselves in the 
area. The effect of granting basic, salary to such practitioners 
is to subsidize them at the expense of their professional col- 
-leagues'in the area, and it is contended that this is contrary 
to the’ Minister’s original intention that doctors should not be 
encouraged to go to areas where they are mot needed. 
The Minister’s attitude is understood to ‘be that, having 
agreed with the profession’s view that, up to the appointed day,, 
every medical practitioner should have a right to choose the 
area in which he would enter the National Health Service, it 
would be impracticable to take any ‘action which could be 
construed as being in conflict with that view. It is claimed 
that, subsequent to July 5, the Minister’s responsibility was 
to consider, on’its merits, every appeal against the disallowance 
of a claim for basic salary, without regard to the circumstances 
in which the appellant came to the district before July 5, 1948. 
The Minister was asked to make provision in the proposed 
Amending Bill or Regulations for an appeal from the decision 
of a Local Executive Council on 'an application for basic salary 
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to be made to the Medical Practices Committee and not to 
the Minister. 


y INFLATION OF DOCTORS’ LISTS 


In May last there were 20 Executive Council areas in each 
of which the numbers on doctors’ lists were, in the aggregate, 
more -than the estimated population of the area. This fact is 


| quoted as evidence of the marked degree. of inflation of doctors’ 


lists, the main causes of which are: ~ 


1. Existence of a certain amount of inflation before the‘appointed . 
day, partly from wartime difficulties and partly: from the ‘failure of 
some approved societies to notify. *“ exits.” 

2. The decision not to remove from doctors’ lists the ‘names of 
persons whose, insurance was due to terminate on’ June 30, 1948. 


. The numbers were fairly substantial, being largely people who had 


taken up work during the war or had continued to work when they 
might otherwise have retired, and who ceased to be employed between 
‘June 30, 1946; and Dec. 31, 1946. 

3. The action of many insured persons in completing form E.C.1. 
The identification of duplicates involved a- tremendous amount of 
work and was made more difficult by conflicting or insufficient 
information, on form E.C.1, and the completion of more -than one 
E.C.1 by a number of insured persons and by others who did not 
immediately receive a medical card. os 

4. The appearance of some persons’ names on more than one 
doctor’s list not necessarily within the same Executive Council area. 
Some of these were insured persons before July 5, 1948. 

5. Removal of a person from one Executive Council area to 
another where registration is effected with a doctor in the new. area 
without disclosure of the fact that the patient is on the list of a 
doctor in the other area. . i ‘ 

6. Men going into the Forces receive a new identity numbér when 
they return to civil life. Representations have been made with a 
view to the retention of the old number. ' 


The position has been discussed with the Ministry’ with the 
object of :checking the causes of inflation or bringing them 
-within reasonable limits. The elimination of duplicate names— 
perhaps the main cause—will be a lengthy process, owing to 
the need for inquiry in many cases where duplication is 
suspected but cannot’ be established‘from Executive ,Council 
records. Constant scrutiny of. lists will help to reduce duplica- 
tion, but many cases will be resolved only by personal inquiry _ 
of the persons concerned. In this connexiom it is felt that the 
provision of reply-paid envelopes: or labels might sécure a 
higher percentage of replies. Doctors and patients can help 
by notifying Executive Councils of changes of address and by 
completing form E.C.1-only where one has not previously 
been completed and: where no medical card is held. ; 

The Ministry has undertaken to do everything possible to 
speed up the process of clearing doctors’ lists. If no substantial, 
reduction of inflation is effected by 1951, when the new census 
‘is taken, consideration will be given to the establishment of a 
Central Index’ Register, which the Ministry regards as quite . 
impracticable at the present time. - . : 


New Form E.C.1 


The readiness with-which the present form E.C.1 ‘is avail- 
able and can be used, even when a medical card is available 
and ought to have been used, is responsible for a certain amount 
of inflation of doctors’ lists. It often happens that a person 
who ‘cannot find his“medical card, instead of getting a new one, 
completes another form E.C.1, and the information given on 
that form may not reveal the fact that the person is already 
It has been decided, therefore, that. 
it would be useful: to have a simpler form which would be 
available only from doctors or the offices of Executive Councils. 
The new form will contain a declaration to be made by the 
person completing it, stating that the applicant “is not already. 
on the list of a doctor in this or any other area.” 


REMOVAL OF NAMES FROM DOCTORS’ LISTS 


The Ministry has accepted the Committee’s suggestion that 
when a notice or medical card is returned to the Executive 
Council through the Dead Letter Office the person’s name 
should not be removed automatically from the doctor’s list 
before six months have elapsed; during which time the doctor 
will be given an opportunity of supplying information as to 
the patient’s whereabouts. mo 
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‘MISSING INFORMATION ON FORMS E.C.L. “ ` 
Complaints were received that some Executive Councils were’ 
asking doctors to obtain information which patients had failed 


to give on form E.C.1. The point ‘was taken up .with the. 


`. Ministry, who agreed that, it was the duty of=the Executive 
Council. to, apply direct to. the patient,for the missing 
information. : g wo g m 
FILLING. OF VACANCIES CAUSED BY DEATH OR 
' 3 RETIREMENT 


Two informal conferences were held between representatives 
of the Committee and the medical metnbers of the Medical 
Practices Committee, at which representatives of’ the Scottish 
Medical Practices Committee were present. At ‘these confer- 
ences questions which’were giving rise to difficulties in .con- 
nexion with vacancies caused by the death or retirement of 


~~ 


doctors were'discussed. As a result, the’ Ministry was asked ' 


to provide in the Amending Bill for 


(a) the law to be brought into conformity with the Minister’s 
promise that, in all areas except those where the Medical Practices 
Committee has decided that no more doctors are needed in. the 
Service, the consent of that Committee to applications for inclusion 
in the medical list will be automatic; er 


(b) the filling of a declared vacancy to be followed automatically by 


the “ block ” transfer of the patients by the Medical Practices Com- , 


mittee, the transfer being made to the practitioner finally selected ; 
(c) power being given to Local Executive Councils to remove from 
‘their lists practitioners (other than those compulsorily recruited to’ 
H:M. Forces).no longer working in the area and no longer providing 
' the appropriate premises ; i 
(This point was subsequently included in the Amending Bill.) 
(d) the right of appeal by an Executive Council to the Minister 
when the Medical Practices 
the Council. 


mh 


- 


_ 


A new form (to be known as E.C. 16A) is in course of 
preparation for use by applicants for an’ advertised vacancy. 
Atmending regulations are also being drafted (a) to provide’ that 
all applications received for an advertised vacancy (including 
those made by applicants already on the list) shall be referred 
to the Medical Practices Committee, who would. make the 
selection, and (b) to extend the right of appeal to all unsuccess- 
ful applicants. At present. those already ‘on the ‘list have no 
such right of appeal. ad 


_ It is understood that the Treasury will sanction only third- 


class travelling expenses for doctors who are candidates appear- ` 


ing before an Executive Council in connexion with a vacancy 

in the area. The Ministry has undertaken to make further 

representations to the Treasury on the subject. oar 

VOLUME OF WORK DONE BY GENERAL S 
l PRACTITIONERS 


The volume of ,work general practitioners would be called 
upon to do could not be assessed when the Service commenced, 
and, in the absence of reliable data, could, not be taken into 
consideration during the discussions on remuneration. As a 
first step towards obtaining reliable data, the Committee thas 
decided to conduct a special investigation covering a period 
of one year. A similar investigation was undertaken,in 1938-9, 
but, although the results confirmed figures previously obtained 
by another method, the abandonment of the Insurance Acts 

n Committee’s application for increased remuneration (owing 
to the outbreak of war) meant that they could not- be used. 
This new inquiry, which, will begin in October, will.be under 
the supervision of an expert statistician. 


VACCINATION AND: IMMUNIZATION -- 

Discussions with representatives of Local Authorities on the 
fees to be paid for vaccination and immunization were adjourned 
until the Committee had settled with the Ministry of Health the 
question ‘whether these services fall within the scope of a 

. general practitioner’s agreement under the National Health Ser- 
‘vice Act. The Ministry ‘has now agreed that the submission 
of a report is not the only factor to be taken into-account in 
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fixing ‘appropriate remuneration for these services, and has been 
asked to reopen discussions with the Local Authorities Associa- 
tions as soon as possible.. To hasten these negotiations the 

‘ Committee has’ informed: the Ministry that unless discussions 
on the fees to be paid for vaccination and immunization 
are, reopened forthwith the Committee will take no steps to 
_ discourage’ Local Medical Committees. from advising their 
constituents not to send records of persons vaccinated ‘and 
immunized to local authorities. Any settlement will cover all 
cases dealt with since July 5, 1948. 


A 


CERTIFICATION ` 
Inter-Departmental Committee 


Representatives of the Committee (Drs. S. Wand, E. A. 
Gregg, and F. Gray) have given oral evidence before the Inter- 
Departmental Committee on Certification. ; 


` ' Hospital Out-patients 


‘The Ministry of Health suggested that forms Med. 7 and 8 
for use in connexion with long-stay patients in hospitals might 
be adapted for issue to out-patients. The Committee took 
no exception to the proposal, but expressed the hope that 
appropriate steps would be'taken to ensure the maintenance 
of a high standard of certification. 


Certificates for Juveniles and Non-employed Persons 


` Inquiry was made as to whether it was part of the general 
practitioner’s terms of service to give certificates free of charge 
to- juvenile and non-employed persons who did not require 
_ such certificates for National Insurance purposes. The Ministry 
pointed out that, so far as juveniles were concerned, a certificate 
was required in order td get a “credit” and to obviate the 


which should be taken up with the Inter-Departmental Com- 
mittee on Certification has been adopted. 


` 


! Certification for Surgical Corsets 


Discussions have taken place with representatives of the 
Ministry of Health and the Board of Trade with a view to 
relieving practitioners of the burden of certification for sur- 
gical corsets. The Ministry and the Board have agreed to 
waive the requirement, and an appropriate circular has been 

‘issued’ to the trade. ‘The Customs and Excise, however, still 
require a medical certificate to substantiate a patient’s claim 

,.for exemption from purchase tax, and until this latter point 
has been cleared up a medical certificate is still necessary. 


Certification of Contacts - 


The ‘Committee has taken up with the Ministry of National 
Insurance an instruction to the effect that, in certain circum- 
stances, only a certificate issued by a Medical Officer of Health 
to a suspected carrier or contact in cases of infectious diseases 
would be recognized for National Insurance purposes. The 
Committee has been assured by the Ministry that this instruc- 
tion was issued with purely epidemiological considerations in 
mind, and that there is no intention of encroaching on the 
rightful province’of the family doctor. ¿ 


Morbidity Statistics 


General approval has been given to a proposal by the 
Ministry of National Insurance that the final medical certi- 
ficate should be used in the compilation of morbidity statistics. 


DISPENSING AND PRESCRIBING ' 
Provision of Medicines and Appliances for Private Patients’ 
There is general agreement among general practitioners that 
' patients who wish to make private arrangements for medical 
attention.and treatment should not be debarred from obtaining 
` necessary medicines and appliances through the National 
Health Service. This question has been pressed on the Ministry 
of- Health, whose view is that prescribing: and dispensing are 
essential parts óf treatment and cannot be dealt with as though 
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requirement of a stamp. The suggestion that this is a matter. 
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they are something separate. The Ministry was asked to con- 
sider the possibility of making available, through the Hospital 
Service, to patients treated privately, particularly expensive 
and life-saving medicines (insulin and liver preparations, etc.) 
where the cost would, represent hardship to the individual, but 
‘the Ministry does not think that any workable arrangement on 
these lines is possible. Efforts have been made to secure an 
amendment of the Act to give effect to the profession’s Wishes 
in this matter. 4 


Dispensing Capitation Fee | 


The Ministry’s offer of a capitation fee of 6s. 6d., in Basand 


and Wales, to cover thẹ provision of medicines and appliances 
(except those contained i in a special list) for patients who would 
otherwise have difficulty in obtaining them from a chemist 
has been accepted without prejudice to revision as a result of 
negotiations at a later date. Before the fee is reviewed, there 
will be an investigation into dispensing costs. Doctors who are 
required to dispense for their patients may, of course, choose 
the' alternative method of being. paid, namely, on a “cost per 
prescription ” basis. 
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Medicines and Appliances for Doctors’ Surgeries 


The Ministry has been asked to accept the Committee’s 
suggestion that ‘doctors should: be allowed: to order, on official 
prescription forms, stocks of medicines and dressings for emer- 
gency use in surgeries. ` Scottish general practitioners .already 
enjoy this privilege. a ` 


List of Appliances \ 


The Ministry has been asked to include the following in the 
list of appliances and chemical reagents which general practi- 
tioners may prescribe for their patients: 


B.L.B. mask for the administration of oxygen (where not already 
. provided by the !ocal health authority). ’ 


“ Cellanband ” bandage. 
“ Clinitest ” apparatus (under “ 
Adhesive sponge rubber. 


chemical reagents ”). 


It has been Suggested also that the words “as described in 
the Drug Tariff” should be deleted from the reference to 


` dressings, thus giving the doctor eroaisi freedom in prescribing 


them. 
The Ministry has indicated that it is not possible to allow 


. general ; practitioners ‘complete ‘freedom ‘to prescribe surgical . 


i appliances. The Department is prepared, however, to receive 
suggestions for a list of surgical appliances which it is con- 
sidered general practitioners should be able to prescribe without 
‘reférring the patient to the Hospital Service, and such a list is 
, now in course of preparation. 


Specially Expensive Drugs and Appliances 


The Ministry has agreed to’ add ethisterone to the list of 
drugs and appliances and reagents for the supply of which 


dispensing doctors paid by capitation fee receive payment over’ 


and above such fee. 

The Committee also asked for the inclusion of. (a) hypo- 
dermic syringes and needles (for all purposes, and not only for 
the self-administration of insulin or adrenaline, as at present), 
(b) “clinitest ” apparatus, and (c) all sulphonamide drugs. So 
far as (a) and (b) are concerned, their inclusion would necessi- 
tate an amendment of the Regulations, which is under con- 
sideration as they are not at present permitted to be supplied 
at all under the general medical services. On the. question of 
sulphonamide drugs, the Ministry is not agreeable to the 
. inclusion of all of them, but is willing to consider any sugges- 
tions the Committee may wish to make. The Ministry has 
‘agreed to continue, on a temporary basis, the arrangement in 
force-under the N.H.I. Act which permitted dispensing doctors 


to submit claims for pecial payment in cases where the cost of3— 


dispensing was abnormally high. The minimum amount it will 
be possible to claim under this heading is twenty shillings in 
‘respect: of one quarter. The arrangement will be reviewed con- 
currently with thé review of the dispensing capitation fee. 
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Pessaries and Dutch Caps 


The Ministry suggested, and the Committee agreed, that 
doctors should be permitted to supply pessaries under the Ser- . 
vice, and paragraph 7 (9) (ii) of the terms of service has been 
amended accerdingly. 

The Committee’s suggestion that Dutch caps should also be 
included was not accepted by the Ministry, but it is understood 
that this is part of the wider question of contraceptive advice 
by general practitioners now under consideration by the Stand- 
ing Medical Advisory Committee of the Central Health Ser- 
vices Committee. 


$: l Prescription Books 
The present unsatisfactory “ lay-out ” of the prescription form 


` and the construction of pads of these forms have. been among 


æ 


the ‘subjects discussed with the Ministry. 


Prescribing for Residential Schools and Institutions 


It was suggested to the Ministry that, with a view to economy 
of public funds, when prescribing for residents of schools and 
institutions a practitioner should be able to prescribe for the 
School or institution as a whole by means of a bulk prescription. 

The Department. has accepted the: suggestion in principle so 
far as medicines are concerned, but will not agree to the 
inclusion of dressings owing,to the possibility. of abuse. 


Inter-Prescribing, by ; Industrial Medical Officers s 
In certain areas where the majority of the practitioners are 


part-time medical officers: to local factories, it has been found 


that during sessions at the factories the Medical Officer -has 
been asked to see another doctor’s patient, who obviously should 


, go home and would benefit from a prescription being given that 


day. It has been suggested ‘that the Industrial Medical Officer 
should prescribe for such a patient and write a brief note to. 


‘the patient’s doctor, to be handed to him when ne visits the 


next day. 
The Committee is in agreement with the Ocban Health. 


_Committeeof the Association that it is undesirable that Indus- 


trial Medical Officers should’ prescribe in these circumstances. 


‘MATERNITY MEDICAL SERVICES , 
- Administration of Anaesthetics 
It was suggested to the. Ministry of Health that the fee for 
the services of a second doctor administering an anaesthetic in 
a confinement should be paid direct to the doctor. The sug- 
gestion was not pressed, in view of administrative difficulties, 
particularly in the matter of superannuation. ‘ 


/ 


Certificates of Incapacity due to Pregnancy 


The Ministry of National Insurance has agreed to the Com- 
mittée’s proposal that at or about the 34th week of pregnancy 
the doctor should be required to give only one certificate to’ 
cover the interval of the actual confinement. A new type of 
certificate has been prepared which will enable the doctor to 
issue only one certificate eleven weeks before the expected date 
of confinement. In, the event of the anticipated date- being 
incorrect, no further certificate will be required. An ordinary’ 
weekly certificate will be required for sickness benefit prior to 
the beginning of the eleven-wéek period. This new certificate 
should ease the present burden of certification at present falling 
on doctors. 


Payment of Fees for Maternity Services ` 
The Ministry agreed with’the view put forward by the 


-Annual Conference (Minute 70) that the payment of fees for | 


maternity medical services should not be dependent upon the’ 
carrying out of an examigation on a particular date, and has; 
so informed Executive Councils. It has also been agreed that 
Executive Councils should give doctors the names of patients 
in respect of whom payments are being made, and the amount 
payable in each case. 
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, Miscarriages l i 


`. The Committee contested the ‘Ministry’s view that treatment 


for miscarriages should .be regarded as part of the ordinary 
obligation of, a general practitioner under. his terms of ser- 
vice, and the Ministry has since agreed that-a doctor may 


claim a Part I fee for attending a miscarriage after the ‘eighth - 


week of the, commencement of pregnancy. 


` Similarly, the. Ministry-has agreed that emergency confine-. - 


ments should qualify for Part II payment, provided the patient 
is not booked with any other doctor and the doctor is not 
called in by a Local Authority midwife. es 


\ 


. Mileage in Maternity Cases 


The Ministry has been: asked tov agree ‘that ar practitioner - 


practising in an area where..a mileage -scheme normally 


operates, whether he is on the obstetric list or not, should be — 


entitled toa single payment for:each maternity case booked, 
at the rate of 3s. a mile (outwards) over two miles from the 
practitioner’s residence to the patient’s address. The payment 
will be a first charge on the Central Mileage Fund. 
r i 1 ` i l \ 
Forms of. Application for Maternity Benefit 
Arrangements have been made for a supply of forms of 
application for maternity benefit to be made available to 
individual practitioners where desired., ` be be 


Sterile Drums for Domiciliary, Midwifery 
The present position in regard to the supply of: maternity 
outfits and dressings is as follows: , i 
` (a) Where a Local Authority midwife is attending the case, both 


maternity outfit and dressings will be supplied frée of charge. 
Normally the expectant mother would be expected to collect the outfit 


from the nearest clinic, but if this is not possible (e.g., in remote, 
rural areas) she should write to the Local Authority, who will prob- ~ 


ably send a health visitor to her home. : 
` (b) Where the expectant mother has booked no midwife, or a 
private midwife, the Authority’ may ‘still supply.a, free maternity 
outfit—obtained as in (a)—if requested, though not the extra dressings 
for the lying-in period. - X a 

(c) Where the expectant mother is receiving maternity medical 


services under Part IV'`and has booked a private midwife, the: 


position -will be as in (b) above. 

(d) Where the expectant mother has booked her confinement at a 
private maternity home the Local Health Authority will- not be 
responsible for providing outfit or dréssings: - 


The Ministry has been asked to extend these arrangements 
to all confinements whatever arrangements may have been 
made. <‘ s iy ' a 


» 


Definition of ‘a G.P. Obstetrician’s Responsibility towards 
Patients not on his N.ELS. List ' 


The Committee felt it was desirable to attémpt to define the 
general-practitioner obstetrician’s responsibility in regard to 
conditions arising out of and during pregnancy, and has 
approved the following statement for guidance in dealing with 
inquiries on this subject: 7 

In all cases where a general-practitioner obstetrician’s responsibility 
is in doubt, it is desirable that there shall be consultation between 
him and the patient’s ordinary medical attendant. Any question 
where there is an unresolved difference of opinion should be referred 
to the Chairman or Secretary (being a medical practitioner) of the 
Local Medical Committee, whose decision would be binding. 

Although it is impossible to compile an exhaustive list of conditions 
occurring during pregnancy for the treatment of. which the general- 
practitioner obstetrician could reasonably :be expected to accept 
responsibility, the following are put forward as the nucleus. of such 
a list: ‘ ee ie ‘ ' ` 

Toxaemia of pregnancy. .. 7% o $ 
Antepartum haemorrhage. en d } 
_ Any pelvic or vulval abnormality-arising out of or in the course 

of pregnancy. sy l i i 

Genito-urinary infections. Na g 

Severe hyperemesis gravidarum. 

Responsibility in puerperium only for 14 days, except for post- 
natal examination at or about the sixth week. ~- 
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“ Assistants Employed for Maternity Medical Services 
Following representations -by the Committee, the Ministry 
has amended‘the Régulations to enable an Executive Council 
to waive the requirement that a deputy or assistant employed 
for maternity medical services must have obstetric experience. 
Pi c ii Fd ' i 5 
‘Review of General Practitioners on Obstetric List 


A letter from an Executive Council to all doctors on the 
Obstetric List for the area indicated that the list was to be 
revised, and inquired whether the doctors concerned claimed 
to have special experience in obstetrics and wished to continue 
to have their names on the list. The question is being raised 


’ with the Ministry from the point of view that doctors who have 


gained admission to the list should be given reasonable security 
of tenure. 


` 


_MEDICAL SERVICES COMMITTEE PROCEDURE 


It was represented to the Committee that provision should 
be made for a medical practitioner to be allowed to have legal 
assistance in the presentation of his case before a Medical 
Services Committee. The Committee is not in agreement with 

- this view and has decided that, for the present, no action should 
be taken: to secure an amendment of the regulations. At the 


_ same time, at the end of a reasonable period the Committee 


‘intends to review the various regulations affecting the terms 
of service of general medical practitioners, and Local Medical 
Committees will be asked to report on their experience of the 
working of the Regulations, including the procedure at meet- 
ings of Medical Services Committees. A special subcommittee 
has now been appointed to make a survey of the constitution, 
procedure, and working of Medical Services Committees, and 
will have before it a resolution passed by the Representative 
Body of the Association to the effect that the regulations relat- 
ing to the procedure of Medical Services Committees should 
be amended to bring, them into-line with those applicable to 
Northern Ireland whereby a defendant doctor appearing before 
a Medical Services Committee may have, if he so desires, the 
services of a paid advocate or solicitor. 

The position of the Deputy Chairman of a Medical Services 
Committee when ‘the Chairman ‘is present has been 
raised with the Ministry of Health. The Ministry’s view is 
that the Deputy Chairman may be present and may take part 
in the proceedings as though he were an ordinary member, but 
he may not vote. The Committee feels that, whilst the Deputy 
Chairman should be entitled to be present, he should be 
debarred from taking any part in the proceedings, nor should 
he vote, and the Ministry has been asked to amend the’ 
appropriate regulation accordingly. 

The Regulations governing the consideration of complaints 
against a medical practitioner do not provide, as in the old 
N.H.L-Benefit Regulations, for similar action against a patient. 
Although such complaints are rare, the Committee felt that 
provision should be made for them under the new Service, and 
representations have been made to the Ministry of Health on 
the subject. — 
















RANGE OF SERVICE 


The Committee has agreed with the Ministry’s ruling th 
the taking of a sample of blood for examination for the Rhes 
factor falls within a general practitioner’s obligations und 
the. Act. 


SPECIALIZATION IN GENERAL PRACTICE 


Paragraph 10 (1) of the terms of service for general pr 
tioners precludes a practitioner from demanding or acce 
any fee or-other remuneration in respect of any medical 
ment, “ whether under these terms of service or not, ren 
to his patients or the patients of his partner or assistan 
proviso sets out certain exceptions, but, generally spea 
doctor who has the requisite qualifications and* experie 


scope of general-practitioner treatment may not now 
for these, additional services. 


q 
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l The view of the Committee is that it is essential, in the 
interests of medicine, that some degree of specialization in 
general practice should be encouraged, and this view has been 
constantly emphasized in discussions with officers of the 
Ministry of Health. The Ministry’s view is that facilities for 
specialist services are provided under the Act without charge 
to the patient, and that a general practitioner cannot receive 
payment for specialist services unless he is also employed as 
a specialist in the Hospital Service. In pursuance of some 
relaxation of this rigid rule, the Committee is seeking a defini- 
tion of “ medical treatment ” in the Regulations. In the mean- 
time a memorandum entitled “The Case for Physiotherapy ” 
has been sent to the Department in support of the Committee’s 
case, and the Ministry has undertaken to explore the possibility, 
so far as rural practice is concerned, of allowing a general prac- 
titioner with the requisite experience to participate in the 
physiotherapy service as part of the Hospital Service but not 
necessarily as a specialist. Í 


GENERAL PRACTITIONERS AND HOSPITAL WORK 


The Council of the Association has appointed a Committee to 
consider and report upon the association of general practitioners 
with hospital work. The Private Practice, General Medical 
Services, Public Health, and Central Consultants and Specialists 
Committees each have three representatives on the Committee. 
The General Medical Services Committee’s representatives are 
Drs. S. Wand (Birmingham), D. F. Hutchinson (London), and 
C. F. R. Killick (Williton, Somerset). . 


Treatment in Cottage Hospitals 


The Annual Conference (Minute 98) expressed dismay that 
doctors not participating in the National Health Service were 
not being permitted, as in the past, to attend their own patients 
in cottage hospitals. An assurance has been received from the 
Ministry that it is their policy to encourage general practitioners 
to join the open staffs of cottage hospitals. The Ministry is 
willing to investigate any case brought to, its notice. 

\ 


GENERAL PRACTITIONERS AND SPECIAL 
DEPARTMENTS OF HOSPITALS 


The Ministry of Health was asked to assist in securing that 
there should be extended to all general practitioners the 
privileges, now enjoyed by some, of being able to obtain x-ray 
and pathological examinations by direct application to the 
hospital department concerned. The problem is said to be 
the practical one of increasing facilities so that the hospital 
departments can meet the needs of general practitioners as well 
as their primary duties to the Hospital Service. Whilst recog- 
nizing that the difficulty is a practical one, the Committee 
considers that increased facilities are more likely to be available 
in the field of pathology, particularly where they are not 
provided as part of the Hospital Service. 
























GENERAL-PRACTITIONER SPECIALISTS . 


_ A subcommittee composed jointly of members of the General 
edical Services and Central Consultants and Specialists Com- 
ittees has been appointed to consider matters of particular 
terest to general-practitioner specialists. The GMS. Com- 
ittee’s representatives are Drs. A. T. Rogers (Bromley), W. D. 
eel (Worcester), and H. S. Howie Wood (Isle of Wight). This 
int subcommittee, which has met on three occasions, has been 
dominantly concerned up to the present time with the prob- 
as arising out of the assessment of status of practitioners 
aged in the hospital and specialist services. : 
‘efore the deliberations of Review | Committees , became 
wn, there was a growing anxiety among general-practitioner 
ialists that as a body they would be downgraded to the 
s of Senior Hospital Medical Officer, despite the instruc- 
of the Ministry of Health that the assessment of status 
ld be made on the merits of the. individual practitioner, 
Int being taken not only of higher qualifications but of 
l experience. The subcommittee therefore recommended 
e Joint Committee that any general practitioner holding 
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a specialist appointment on the staff of a closed hospital, or 
where he had full clinical responsibility, should be recognized 
as of specialist status, enjoying the Same security of tenure 
and remuneration as other specialists, provided he satisfied 
the Review Committee, bearing in mind the general instruc- 
tions of the Ministry regarding the assessment of status. The 
subcommittee also recommended (a) that the Review Com- 
mittees should be encouraged to seek evidence of the practice ` 
of a specialty ; (b) that they should have regard to the views 
of Local Medical Committees ; and (c) thata general-practitioner 
specialist should be co-opted to the Review Committee when 
the status‘ of other general-practitioner specialists was being 
considered. The General Medical Services Committee has gone 
a step further by sending the following resolution to the 
Ministry of Health:, 


“That this Committee, being informed of the widespread dissatis- 
faction throughout the country on the part of general-practitioner 


‘specialists who consider that they have been improperly graded, 


wishes to press for the establishment of appeal machinery independent 
of the body responsible for the original assessment.” 


Now that the decisions of Review Committees have largely 
been announced, it has been found that not only general- 
practitioner specialists but a considerable number of exclusive 


- Specialists have been graded.as Senior Hospital Medical Officers, 


and the problem is therefore a general one which is exercising 
the attention of the Central Consultants and Specialists and 
Joint Committees. l 

In the meantime the subcommittee has expressed the view 
that in order to afford the necessary opportunity for a general 
practitioner, graded as a consultant, to maintain his skill and 
efficiency he should be offered and required to undertake not 
less than three or, more than five sessiono$ per week ; and that 
when, he wishes to do more than five sessions he should, except 
where his other commitments are unusually light, consider trans- 
ferring to the exclusive practice of his specialty. In general, the 
subcommittee considers the same consideration should apply to 
general-practitioner specialists graded as Senior Hospital Medi- 
cal Officers, but in this case there might be circumstances in 
which less than three weekly sessions should be permissible. 

The subcommittee has asked the Joint Committee to give 
early consideration to the present and future position regarding 
the employment of general-practitioner specialists and to allow 
its chairman to attend to submit the views of the subcommittee. 


LIAISON BETWEEN GENERAL PRACTITIONERS. AND 
CONSULTANTS 


The Committee is exploring the practicability of promoting 
liaison between general practitioners and consultants at 
Regional, Hospital Management, and Group Committee levels. 


REMUNERATION OF GENERAL PRACTITIONERS ON 
STAFFS OF COTTAGE HOSPITALS 


According to the draft permanent terms of service for hos- 


‘ pital and specialist work, general practitioners on the staff of a 


cottage hospital are to be remunerated from a staff fund, created 
by the Hospital Management Committee making a payment 
of £25 per annum for each bed (other than private pay-beds) 
occupied on the average in the hospital, the fund to be shared 
among the general-practitioner staff as they may themselves 
determine. There have been some complaints that this payment 
is inadequate, especially as it does not take account of the 
work done for the doctors’ own patients when they are in 
hospital, work which involves the administration of anaesthetics, 
assistance at operations, post-operative treatment, etc. This 
aspect of the problem will be considered by the Committee in 
conjunction with the settlement of the Central Pool for general 
medical services. 

PART-TIME MEDICAL OFFICERS OF CONVALESCENT 

: HOMES 


Part-time medical officers of convalescent homes or other 
types of hospital where no other rate is applicable are, accord- 
ing to the draft permanent terms'and conditions for hospital 
and specialist work, to be remunerated at the rate of £175 


— 
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. per annum per weekly: “half-day” up to a maximum of nine 
“half-days” per week. This approximates closely to‘the rate 
' ‘to>be paid to specialists, and is considered. to be reasonable. ” 


” i 


'DOMICILIARY ‘CONSULTATIONS 


The Committee supports the views of the Central Consultants 
and Specialists Committee, -as expressed in the following. 


- 


resolutions: __ l : he. E, 
Resolved: That in the opinion of the Committee, whilst it is most 

desirable that a ‘general practitioner who requests a domiciliary visit 

by a consultant should be-present ‘at the consultation, he should not 


~ 


be required by regulation so to attend. ‘ 

Resolved: That the’G.M.S. Committee be informed that in th 
view of the Committee: general practitioners should not be. required 
to furnish written certificates in~connexion with domiciliary visits 
. Carried out by consultants at their request. 


3 


Resolved: That in all cases where requests for domiciliary visits: ` 
are required to be made through the hospital the diagnosis should. ` 


not be disclosed,“and the reason for the request confined to a state- 
ment that the patient is “ unfit to attend hospital.” C'i 


; ~ 5 . ` 4 ` } 
The 1948° Annual Conference referred to the Committee a 
motion objecting to the method of obtaining -the service of 


consultants for domiciliary consultations, which interfered with — 


the normal personal relationship between general practitioner 
and consultant. The Central Consultants and Specialists Cont-: 
mittee was asked for-its observations on the point and replied 
as follows: as a 


“ Isolated complaints have been- received ‘from local units of the 


` 


B.M.A, with regard to the domiciliary visiting arrangements and in 
particular to the-requirement that requests for domiciliary , visits 


should be made through the hospital and not’ by direct approach to 


the consultant. ` 

“The Committee does not consider it unreasonable that requests 
for domiciliary consultations under N-H.S. arrangements should: be 
made through an official channel, nor does it feel that the arrange- 
ments interfere unduly with the relationship between’ general practi- 
tioner and consultant in view of the fact that once the official request 
has been made there is nothing to prevent direct contact between the 
two practitioners. : ie oe Rl 

“The Committee also suggests , that the present- arrangement 
preserves the distinction between public and private practice.” 


It-has been suggested to the Central Consultants and 
Specialists Committee that the general practitioner. should 
have the alternative of being allowed to make arrangements 
for a domiciliary consultation through the hospital or by direct 

~N l 4 4 


~ 


approach to the consultant. 


` 


. ASCHHEIM-ZONDEK- TESTS’ ''. 

The Ministry advised Local Executive-Councils that Aschheim- 
Zondek ‘tests could be -carried:out as part of the National 
Health’ Service only by reference to a specialist at a hospital. 
The Committee pointed ‘out that it had been a common practice 
for doctors to obtain these tests by direct application to a. 
laboratory, and that it-was quite. unnecessary for a patient 
to be referred to a specialist before the test could be 
undertaken. eS i . 

The Ministry has since agreed that,! wherever ‘arrangements 
can be made without the intervention of a specialist, it. will be, 
possible for a general practitioner to obtain an Aschheim- 
Zondek test direct. The procedure will be evolved with the 
least possible delay. - ; cs 2 se 

~ S 4 


` SUPERANNUATION 


. At the. Committee's request, the Ministry has amended regu- 
lation 38 of ‘the Superannuation Regulations so as to make, it. 


-clear that there must be agreement between partners’ before an’ 
Executive Council can be authorized to’ assess superannuation 
contributions on the basis-of shares in the partnership. 
e Association’s Superannuation Committee-has been asked 
~ to secure that all remuneration from N.H.S. and Local Authority 
sources shall rank for superannuation: Representations to the 
Ministry have repeatedly been made‘ on this point. 
The exclusion of an .assistant’s remuneration in assessing a 
- principal’s. remuneration for superannuation purposes has been 


i n 


taken up with the Ministry. ‘It is considered to be inequitable 


` that the salary paid to an assistant should be deducted from a 


practitioner’s gross remuneration, in addition to the normal 
deduction (35%) for practice expenses, when assessing the net 


BE income to rank for superannuation. The Ministry has under- 
. taken to explore with the Treasury an-alternative proposal that 


the principal should be relieved’ of his present obligation to pay 
the employer’s contribution to his assistant’s superannuation. 


l ASSISTANTS 

The position of assistants to general practitioners: in the 
, National Health Service’ needs clarification, and with this 
object in view the following proposals were’ submitted to 
the Ministry: s 4 : 

(a) That the names of assistants should be incorporated in a 
separate list; 

(6) that there should be a right of appeal to the Medical Practices 
Committee against the refusal of an Executive Council to corisent 
to the employment of any assistant; 

.. (c) that the Local Executive Council should “have a right to 
‘participate in the proceedings of such an appeal; oe 

(d) that consent to the employment, of a second assistant shouid 
not be subject ‘to the approval of the Medical Practices Committee: 

(e) that an assistant should not be allowed to have his own list of 
patients. 


_These proposals have been discussed at ‘a conference of 
Tepresentatives of the G.M.S. Committee, the Ministry, the 
Executive Councils’' Association, and the Medical Practices 
Committee. There was no difference of opinion on points . 
(b), (c), and (e). ° x 

On point (a) there is general agreement that assistants’ names 
should not be included in the medical list or in a separate list. 


` In future this will probably be a condition of the right of a 
- doctor to employ an assistant, but no change will be made 


in the present position so far as assistants already on the list 
are concerned. 
On point (d), the employment of a second assistant, the 


. Ministry’s attitude, supported by the Executive Councils’ Asso- 


ciation, is that the approval of the Medical Practices Committee 
is desirable in order to eliminate, as far as possible, the practice 
of “farming out,” and that if the decision were left to the 
Executive Council it would hamper the efforts of the Medical 
“Practices Committee to obtain an even distribution of doctors. 
The G.M.S. Committee’s view is that Executive Councils, with 
their greater knowledge of local conditions, are more suited 
to make the decision’ than comparatively remote central organ- 
izations. Amending regulations will shortly be issued giving 
effect to the points upon which agreement has been reached. 
N 


' GRANTS FOR TRAINING ASSISTANTS 


~ Jn connexion with the Ministry’s scheme of grants for train- 
ing assistants, the Ministry was asked to consider giving some 
guidance to Local Medical Committees concerning factors which 
‘should be taken into account in considering applications from 
-doctors for grants. The Committee was concerned at the situa- 
tion which might arise if the nuńber of trainers greatly exceeded 
the number of trainees. The Ministry agreed, and the Com- 
mittee had an opportunity of discussing the draft of Circular 


_E.C.L. 152 (Feb. 28, 1949) to Local Executive Councils giving 


the principal factors to be taken into account when considering 
applications for grants. a . 
Subsequently, the scheme was examined by a special sub- 
committee with the object of suggesting improvements. The 
general coficlusion reached was that the scheme as at present 
designed is primarily for the benefit of the trainee and should 
be regarded as such. Any financial benefit which the principal 
may hope to derive from the help given by the assistant (as 
suggested in the Spens Report) could and should be met in 
other ways, such as an adequate capitation fee.. Other decisions 
reached were that appointments’ as “ trainers” should be for a 
.period of years and should not for the present exceed one 
year, and that a principal should not accept a trainee assistant 
who is liable for National Service during a period of training. . 
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The scheme will be reviewed in the light of the experience of a . 


year from its inception. 


HEALTH CENTRES 


The Committee continues to watch the position closely as 
plans for Health Centres develop, and Local Medical Com- 
mittees have been asked to use their influence to prevent hasty 
-establishment of undesirable types of Health Centre. 

A special subcommittee has been set up to investigate the 
question of protecting the practices of doctors who consent 
to practise at such centres. l 


DENTAL SERVICES 
Anaesthetics and X-ray Examinations 


The cutting of the remuneration of dentists whose earnings 
exceeded £4,800 a year resulted in a tendency not to employ 
doctors for x-ray examinations and the administration of anaes- 
thetics, as the fees for these services were included in the 
dentist’s gross remuneration. a 

With regard to the amount of the fees payable for the 
administration of dental anaesthetics, the Ministry states that 
these fees apply also to dentists acting as anaesthetists, and 


must be related to the dentists’ scale of fees. For this reason 


the Ministry cannot hold out any hope of an increase in the 
scale where a medical practitioner administers an anaesthetic. 
Joint representations with the British Dental Association are 
being made to the Ministry on this'matter. The fees for dental 
anaesthetics are not affected by the recent cut of approximately 


20% in dentists’ remuneration. 


Emergency - Treatment following Dental Operations 


The Ministry of Health has been asked to make provision 
for the payment of a fee to a doctor when he is called in to 
an emergency following a dental operation, the dentist not 
being available. It is considered that the fee should be not 


. less than the dentist would receive for a similar service and 


should not come from the Medical Pool. 
Whilst the Ministry’s present view is that it is not legally 


' possible to regard a doctor called in in such a case as the 


dentist’s deputy, and therefore entitled to a fee under the dental 


* scale, the Ministry has promised to give the matter further 


consideration. 

Liaison with Dentists 
i The Committee has arranged an’ exchange of observers with 
the organization representative of the general body of dentists. 


z TREATMENT OF SEAMEN 


Discussions were held with the Ministry of Health, the 
Shipping Federation, and the Protection and Indemnity Asso- 
ciation as the result of which the Ministry prepared draft 
instructions to Executive Councils giving authority for whole- 
time medical officers of the Shipping Federation to be included 
in the medical list for the purpose of treating seamen as 
temporary residents. The Committee took strong exception to 

` the draft instructions on the grounds that (a) a doctor should 
not be allowed to have his name on the medical list for the 
treatment of temporary residents only, and (5) it appeared that 
, the Central Practitionérs’ Fund would receive no payment for 
these cases. 

Subsequently, the Ministry recognized the Committee’s objec- 
tion to ‘the inclusion of these officers in the Medical List for 
a limited purpose and agreed that it would be preferable to deal 
with the situation by means of a small allocation from the 
Central Pool. On the question of the augmentation of the 
Pool by reason of the arrangements for foreign seamen, the 
Department claims that, although seamen in ships laid up in 
ports were not included in the population figures, their omission 
is counterbalanced by the inclusion of persons for whom 


. ` general practitioners are'not at risk. The Committee cannot 


accept this suggestion, and the matter is being pursued with 


~ 


` the Ministry. 
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TREATMENT OF MEMBERS OF HM. FORCES 
‘ ON LEAVE 


The War Office suggested that officers and soldiers who fall . 
sick on leave and who are obliged to seek treatment of civilian 
doctors might be treated'as temporary residents under N.HS. 
arrangements, the appropriate credits being added to the Central 
Pool. The Committee was not in agreement with this sugges- 
tion, and the War Office was so informed. The Ministry of - 
Health has subsequently supported the Committee’s view that 
there should be no change in existing arrangements. 


FEES FOR EMERGENCY TREATMENT AND 
| ANAESTHETICS 


The Committee considered and approved the draft instruc- 


tions and model forms for use by Executive Councils in con- ~ - 


nexion with claims for fees for emergency treatment and anaes- 
Several minor amendments were suggested to and 
accepted by the Department. As in the past, Local Medical 
Committees may substitute their own scale of emergency fees 
for the scale suggested by the Ministry. - 


EMERGENCY TREATMENT OF SCHOOL-CBILDREN 


The question of the emergency treatment of school-children 
has been explored with the Ministry of Health from the point 
of view that there are calls on the Local Practitioners’ Fund 
for emergency fees without the patient’s doctor being afforded 
an opportunity to attend. The Ministry of Education has been 
asked to co-operate by approaching teachers through local 
education authorities. 


MAXIMUM NUMBERS ON DOCTORS’ LISTS 

It has been agreed that general approval of lists in excess of 
the prescribed maxima should be withdrawn, and that action 
might be taken to bring such lists within the prescribed maxima 
as soon as is reasonably practicable. No action should be 
taken in individual cases, however, until all the doctors’ lists 
in the areas concerned have been cleared of duplicate names. 
Executive Councils have been advised that, as a first step, the 
doctor should be asked to refrain from accepting any, more 
patients on his list until the total number is below the permitted 
limit. 


MEDICAL TREATMENT OF OVERSEAS VISITORS 


Counsel advised that section 33 of the National Health Ser- 
vice Act, which requires an Executive Council to arrange for 
the provision-of medical services for “all persons in their 
respective areas,” means that no qualification is required for 
taking advantage of the relevant arrangements other than that 
the person is in the area to which the arrangements relate. 
Overseas visitors are:thus entitled to the benefits of the National 
Health Service during their stay in this country. The Ministry 
was asked to amend the Act so as to exclude such visitors 
from taking advantage of its provisions. 


ACCOMMODATION FOR DOCTORS 


The Committee's attention has been drawn to circumstances 
in which it appeared that an Executive Council could compul- 
sorily acquire, at a sum-arrived at under the Compulsory 
Acquisition Code, the property of an outgoing doctor, although 
in certain instances approval of payment at current market 
prices could be obtained. Legal advice was obtained on the 
position of the outgoing doctor under the Compulsory Acquisi- 
tion Code, and an assurance was received from the Ministry 
that in all cases the Department is dependent upon acquisition 
by agreement. It appears that the Ministry is only empowered- 
to pay a price arrived at under the Compulsory Acquisition 
Code. Treasury approval can be sought to pay an amount in 
excess of that prescribed by the Code. 


' POSTAGE ON OFFICIAL COMMUNICATIONS 


The opinion expressed by the Annual Conference (Minute 82), 
that the appropriate method of reimbursing doctors for postage 
on documents to Executive Councils is by the issue of official 


+ 
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franked.and addressed envelopes, has. been discussed with the, 
Ministry of Health. The Ministry’s view is‘ that postage is ` 
a.proper charge on a '‘doctor’s practice expenses and that 
arrangements for franking envelopes are not justified. =: * 


FRIVOLOUS OR UNJUSTIFIED EMERGENCY CALLS 
The Ministry has been ‘asked to reintroduce rules for the 
conduct of patients which were in operation under the' National 
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‘ 


r 


Health Insurance Act, with disciplinary machinery to be used - 


in the event of non-observance. This would involve a substantial 
revision of the medical card. 


4 
oe 


: MEDICAL CARD , 

‘' A number of suggestions for the amendment of the medical 
card have been sent to the Ministry. The Ministry of Health, 
has agreed .to the suggestion (Minute 92 of the Annual Con- 
ference) that in ‘appropriate cases a person’s medical card 
shall indicate that the holder is a dispensing patient. The 
former practice of stamping a large “ D ” against the person’s 
name is to be continued. i 

, 7 r i 
EMERGENCY BED SERVICE “° '! 

The Committee has given its support to a number of sugges- 
tions made by the London Local Medical ‘Committee for 
_ improving the present emergency bed service. Immediate action 
is recommended in order to minimize the possibility of a break- 
down during the coming winter. -It has urged the necessity of 
making one official in each Hospital Management Committee 
area ultimately responsible for the admission of a patient to 
hospital. l i 
TELEPHONE CHARGES i 


The Ministry was informed of the heavy cost of telephone 
charges now falling upon rural practitioners as a result of, the 
National Health Service, and it was suggested that in respect of 
other than local calls a practitioner should be able to reverse 
telephone charges where a call is made to a hospital on behalf 
of one of his patients. It is understood that such a practice is 
in fact prevalent in some parts of the country. Examples of' 
heavy telephone costs have been sent to the ‘Ministry, which- 
is investigating the possibility of adopting .the Committee’s 
suggestion. ` 7 


SUPPLEMENTARY OPHTHALMIC SERVICES 


‘The Committee,is in agreement with the view of the Associa- 
tion’s Central Ethical Committee that arrangements by indus- 
trial firms for the ophthalmic examination of employees 
the National Health Service are undesirable. 


PARTNERSHIP SHARES 


The Committee was asked by the Medical Practices Com- 
mittee for its views on the stage, if any, at which a junior 
partner should reach parity with his senior partner or partners 
in the diyision of the partnership. The Committee feels that 
the answer must depend on circumstances which vary greatly” 
in different practices and different areas. Where, for example, 
_a single-handed ‘practitioner takes in a partner, there being‘a 
reasonable prospect of expansion of the practice, it might’ 


_ t 
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Committee, and their observations have been sent to the 


Ministry on behalf of ‘the, Association. The Committee's 
representatives were Drs. H. H. D. Sutherland (London), J. G. 
Thwaites (Brighton), and A. T. Rogers (Bromley). 

Briefly, the Association supports many of the recommenda- 
tions of the Working Party, but feels that those concerned 


‘should recognize that there is no acute crisis-in the midwifery 


profession. Tribute is paid to the continuous efforts which 
have been made during the past twenty years by the Central 
Midwives Board, the College -of Midwives, and individual 


, tutors and matrons to develop the profession; and it is felt: 


that ‘the best results in the future will be achieved by fostering 
these existing agencies. r 


Li k ~ 


A 


REGISTRATION OF BABIES 


It has been suggested that form H.S.L., which is, apparently | 
issued to- all persons registering the birth of a baby, should 
be amended by the inclusion of a reference to the parents’ 
right to have the baby treated by a private medical practitioner 
should they so ‘desire. It has also been suggested that the 
general phraseology of the form should be in the nature of 
advice rather than an instruction. ‘ 


.“ COVERING” AN UNQUALIFIED PRACTITIONER 
The question, has been raised with regard to the position of a 


. general medical practitioner who discovers that his patient is 


receiving treatment from an unregistered” practitioner, with 
particular reference to the issue of certificates. A comparison 
with the old and new regulations relevant to the subject has 
been made and legal advice sought on this point. , 


SCOTTISH LOCAL MEDICAL ‘COMMITTEES— ° 
TRAVELLING EXPENSES — 


_ The Committee was asked to consider a request from’ 
a Conference of: Scottish Local Medical Committees that 
travelling expenses and subsistence allowances, where neces- 
sary, in attending meetings of Local Medical Committees 
should be paid from central funds. It is recognized that 
geographical conditions in some parts of Scotland impose a 
heavy burden on ‘the funds of Local Medical Committees for 


- those areas in meeting the travelling expenses of their members. 


under . ‘Defence Trust.’ 


well be reasonable for parity in division to be reached in . 


five or seven years. On the other hand,’ where a practitioner- 
of |50 takes in a‘partner of 25 and there is no reasonable 
prospect of expansion or of an equal distribution of work 
and responsibility, it would be reasonable to defer the stage 


- of parity for a much longer period if, indeed, it is ever reached. , 


Again, where it is.contemplated that a second junior partner 
muy be taken in, the problem assumes quite a different com- 
plexion. The Committee, while anxious to give the Medical, 
Practices Committee all possible help, is unable to recommend 
a particular formula, and regards the problem as one’ which 
must be examined in the light of each set of circumstances. 


REPORT OF WORKING PARTY. ON MIDWIVES 
This report has been considered by the Committee jointly 


with the Public Health and Central Consultants and Specialists ` 


It has been decided, therefore, that where it can be proved 
that the product of the usual levy for a Committee’s expenses 
is not sufficient to meet claims for travelling and subsistence 
expenses consideration will be given to the possibility of 
making a grant to the Committee from the National Insurance 


+ 


GENERAL PRACTITIONERS REFRESHER COURSES 


The Ministry is arranging for the present scheme of post- 
graduate study for general practitioners to be supplemented 
by. a new type of course, to be known as a “ Special Short 
Course.” It will consist of three half-day sessions at the week- 
end or during the week. The conditions of grant and procedure 
applicable to the longer courses will be the same, with the 
modification that a doctor may take a maximum of seven 
courses of three sessions (or any coinbination of such courses 
with the 11 session courses which does not exceed 22 sessions) 
in any year. The fee for the course will be paid by the Ministry 
direct, and travelling expenses and subsistence allowance may 


be reclaimed by the doctor, but it is not expected that any 


expenses for the payment of a locum tenens will be allowed 
for the ‘short courses. 


AN ETHICAL PROBLEM 
The position in law appears to be that a doctor suitably 


. qualified may have his name on two or more lists under the 


National Health Service—for example, as a general practitioner, 
an optician, or a pharmacist. The Committee is in agreement 
with the recommendation of the Association’s Ethical Com- 
mittee, endorsed by the Council, that this ‘possibility is to be 
deplored on the grounds'that it is beneath the dignity of the 
profession so to act and may promote unethical practices. 


' t 


1 
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PURCHASE TAX ON MEDICAL RECORD FILING 
CABINETS | 


The Ministry was asked for assistance in securing the aboli- 


tion of purchase tax on filing cabinets for medical records. , 


The Ministry approached the -Board of Customs and, Excise, 


whose reply was that it had no authority to remit or refund — 


purchase tax on equipment of this nature, and that there was 
no possibility of obtaining such authority. Not only are there 
administrative difficulties in giving preferential treatment to 


` particular classes of purchasers, since purchase tax is charged 
._at the wholesale stage, but a concession to doctors would make 


it impossible to resist other claims which would be regarded as 
equally strong. ; 


á ’ 
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3 ., INCOME TAX 


The Board of Inland Revenue was asked to agree that medical 
practitioners who wish to do so should be allowed to pay 
income tax by quarterly instalments. The reply received was 
that the Board was unable to authorize any general arrange- 
ments for the collection of tax from doctors by quarterly 
instalments, but that ‘Collectors of Taxes would be prepared to 
consider, on its merits, any case in which a doctor is unable to 
meet his tax liability on account of reduced earnings. , 


NATIONAL’ INSURANCE DEFENCE TRUST 


The balance sheet and statement of expenditure and income 
of the Trust for the year ending Dec. 31, 1948, are being 
sent to every Local Medical Committee. 

As Local Medica] Committees are aware, the trustees of the 
National Insurance Defence Trust were the members of the 
Insurance Acts Committee for the time being in office. With 
the replacement of thé Insurance Acts Committee by a new 
Committee of the B.M.A.—the General Medical Services Com- 
mittee—it was hoped that by passing a formal resolution the 
funds of the N.L.D.T. could be transferred to a new ‘Trust 
administered by trustees who would be the members of the new 
G.M.S. Committee. According to legal advice the obstacle 
to this is the fact that a trust, once formed, cannot hand over 
its assets to another body. : 

Leading Counsel’s advice was sought as to the action which 
should be taken in the changing circumstances. This confirmed 
the advice already given—namely, that the funds of the existing 
N.LD.T. could not.be transferred -to another body; and that 
in the circumstances it would be best to form a new Trust 
Fund which would eventually be the only one acting on bebalf 
of general medical practitioners. The position, therefore, is 
that in the immediate future there will be two funds—the 


| N.LD.T. and the G.M.S. Defence .Trust; that in any emer- 


ency the funds of both Trusts will, if necessary, be used 


. ‘for identical purposes, but in the meantime all payments within 


the objects of the Trusts will be met from the N.I.D.T. until 
such time as the moneys at its disposal are exhausted ; and that 
no further contributions will be made to the N.LD.T., all new 
contributions being credited to the G.M.S. Defence Trust. “A 
new Trust’ Deed, inaugurating the G.M.S. Defence Trust, has 
been prepared and signed by the members of the G.M.S. Com- 
mittee. Under this Trust Deed it is necessary for a sum of 
money to be placed at the-disposal of the trustees to form the 
nucleus of the fund to be held on trust, and £50 has been voted 
from the N.I.D.T. for this purpose. 

It should be clearly understood that the formation of the 
new Trust does not, in effect, change the guardianship of the 
money which has been subscribed over a number of years by 


. doctors engaged in the late, National Health Insurance medical 


service. It remains, as before, their money, and will be adminis- 


. tered as such by. the trustees, who are members of the Com- 


mittee which has taken over functions of the old Insurance 
Acts Committee. , 

Consideration is now being given „to the form of appeal for 
contributions to the new Trust. ; 

The Trustees of the N.J.D.T. have undertaken to make avail- 
able to the new British Medical Guild, which was formed by 
the Council of the B.M.A. in April, the sum of £500 to form 
the nucleus of the fund to be administered by the Guild. The 


- Guild, the N.I.D.T., and the G.M.S. Defence Trust would, of 
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course, work in close co-operation in any emergency: involving 
members of the medical profession engaged in the National 
Health Service. ae : 
Í S. WAND, 
Chairman, General Medical Services Committee. 
SCOTLAND 
(This Section deals, with matters which have a Scottish aspect) 
General Medical Services Subcommittee (Scotland) 


Consequent upon the replacing of the Insurance Acts Com- 
mittee by the General Medical Services Committee, the Insur- 
ance Acts. Subcommittee (Scotland) has been succeeded by the 


t -= 


_ General Medical Services Subcommittee (Scotland). For the 
‘time being this Subcommittee retained the constitution,of the 


1.A.S.C., bùt recommendations have recently been made to and ` 
accepted by the General Medical Services Committee for modi- 
fication of the constitution. The revised constitution allows 
each Local Medical Committee in Scotland to be directly repre- 
sented on the Subcommitteé by at least one member, with an 
increase in the number of members in the larger areas propor: 
tionate to the number of resident practitioners on the Executive 
Council lists, and provides for the inclusion in the Subcommittee 
of representatives of consultants and specialists and Public 


Health Medical Officers in Scotland. 


The Subcommittee has appointed a Chairman’s Subcommittee, 
with executive power, to act between meetings of the full 
Subcommittee ; also a Rural Practitioners’ Subcommittee to’ 
deal with matters affecting general medical practice in rural 
areas under the National Health Service, not specifically. related 
to conditions in the Highlands and Islands. The formation 
of a Colliery Subcommittee to replace the former Colliery 
and Public Works Surgeon’s Subcommittee (Scotland) is under 
consideration. . : eh . 

The question of the appointment of a joint. subcommittee 
composed -of representatives of the General Medical Services 
Subcommittee (Scotland) and the «Central Consultants and 
Specialists Committee (Scotland) to considér the problems of 
general practitioners in relation to the hospital service is under 
consideration. 


Chairman and Deputy Chairman 


Dr. W. M. Knox and Dr. W. Jope were appointed Chairman 
and Deputy Chairman of’the Scottish Subcommittee respectively 
for the session 1948-9. Ee 


Constitution of Local Medical Committees im Scotland 
‘These committees were appointed in the first instance for an 


‘interim period, and the question of drawing up a model scheme 


of permanent constitution has recently been considered. Con- 
ditions vary so considerably in the different areas that it has 
not been thought advisable to adopt a model scheme applicable 
throughout Scotland. Instead a. memorandum laying down 
general principles for the guidance of the Committees in draw- 
ing up their permanent constitution has been circulated. 
Advisory Distribution Committee ` 

The following were appointed as the representatives of the 
Scottish Subcommittee on‘ the Scottish Advisory Distribution 
Committee: Dr. W. Jope (High Blantyre), Dr. W. M. Knox 
(Glasgow), Dr. A. Simpson (Hawick), and the Scottish Secretary. 


Medical Advisory Committee 


The previous arrangement in connexion with this matter has 
been continued—namely, that all the members of the General 


Medical Services Subcommittee are regarded as available for 


service on the panel-of medical practitioners constituted under 
Regulation 11 (3) of the Medical and Pharmaceutical Service 
Committees and Tribunal Regulations (Scotland). 


Part-time Services rendered to Local Authorities 


The Subcommittee has discussed with representatives of the 
Scottish Local Authority Associations the circumstances under 
which fees to general practitioners shall be payable by Local 
Authorities for part-time services rendered, and the question 


`‘ 
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of what services are coveréd by the fees payable ‘to such, prac- 
‘titioners under the National-Health Service. .;The matters dis- 


cussed include periodic examinations: of boarded-out. children, - 


visits to children’s homes and reception centres, certification: of 


lunatics, certification for:non-attendance ‘of children at school, - 


examination under teachers’, sick pay regulations, and the fee 
for the report-in cases of immunization ànd. vaccination. The, 
comments of the Local. Authority Associations. on the views 
put forward ‘by -the Subcommittee are still awaited. 


Circulation of National Formulary in Scotland 
The Subcommittee has discussed with ‘the Department of 


ealth the desirability of the circulation in ‘Scotland of ‘the | 


new National Formulary. Scottish tradition in medicine has 
been for doctors to write individual prescriptions in full rather 
than order standard prescriptions from a formulary, and this 
procedure is still favoured in Scotland. The new formulary is, 
however, recognized -as being’ a great advance on any previous 
publication. Consequently no ‘objection has been raised to its 
circulation by the Department of Health for Scotland, on 
the definite understanding that there will be no implied preszure 
on the practitioner to use it'in his prescribing and that he 


remains free to use prescriptions’ devised by himself or obtained ` 


from any other source. P 
: à ` Pa ; v1 5% 2 r 
Prescription Form i 
The single-sheet prescription book is the form at present in 
use in Scotland. Recently, at the request of the Department, of 
Health, the Subcommittee has ĉonsidered the question of rever- 
sion to a triplicate form, and has discussed ' the matter with 
representatives of the pharmacists, who' are anxious to secure 
a return to the triplicate form. The Subcommittee has informed 
the Department that in its view, while pharmacists have estab- 


-lished a case for the keeping of some form of- record, this is- 


primarily for their own use,and only secondarily to cover certain 
situations which might arise in ‘practice. Under existing condi-. 
tions, when the practitioner is labouring under great difficulties, 


, 


it would be inopportune to ask him to undertake what: is not - 


an essential duty. > 
\ y . - T ok 


t 


Dispensing Capitation Fee in Scotland 


4 . gl f 
Attempts have been made unsuccessfully to secure an increase 


in thè Dispensing Capitation Fee in Scotland from 5s. to 6s. 6d. 


to bring it to the level of that paid in England ‘and Wales.. 


Dispensing costs have always’ been lower in Scotland than ‘in 
_ England and Wales, this being due to more economical’ prescrib- 
ing procedure’ So far as it has‘been possible' to ascertain the facts, 
it appears that under the National Health Service the rise in the 
dispensing cost in England and Wales has been correspondingly 


greater than the rise in Scotland. In these circumstances the . 


Department of Health is not prepared to consider a‘claim for an 
increase in the dispensing feé, but has agreed*that the matter 


shall be reviewed’ in the light of.the first year’s working and that. 


the question of retrospective adjustment shall receive ‘sympa- 
thetic consideration if it should be shown that the 5s. fee is 
inadequate. As in England and Wales, Scottish “ dispensing ” 


doctors have the alternative of being paid on a, “cost per — 


prescription ”, basis. 
Training of -Assistants Scheme |: D 

The Training of Assistants Scheme as approved for Scotland 

is on similar lines to that in operation in England and Wales. 

The constitution of the Selection Committee, however, is some- 

what different.’ In Scotland.there is so much variation in size 

between the Local Medical. Committee areas that the English 


‘scheme is,not practicable. Selection Committees have there- - 


¿fore been based: on the.Regional Hospital Board areas. ` The 


Selection Committee is composed of a lay chairman appointed; 
by the Secrètary of State (after consultation with the profeėès-, 


“sion); general practitioners, the number varying from region 
to region, selected in consultation- with the Local Medical Com- 
mittees ; a representative or representatives of consultants and 
a.representative of the university of the Region, with a medical 
secretary. ` is po G ee 
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-~ Expenses of Local Medical Committees 


In Scotland, 'as in England, the question of the means by 
which the expenses of Local Medical Committees are to be met 
has.been the subject of' serious concern, particularly in relation 
to the Highlands and Islands. Representations have been made 
to thè Department of Health that travelling expenses and sub- 
sistence allowances of members of Local Medical Committees 
in the Highlands and Islands should be defrayed ‘from some 
Source other than the Practitioners’ Fund. The Department of 
Health has made it clear that there. is no possibility of addi- 
tional money being made available to meet these expenses, and 
it has-been suggested that the expenses should be made a charge 
on a central. fund and: distribution loaded ‘in favour of those 
areas, where the expenses are disproportionately heavy, as in 
the Highlands and Islands. The formation of a separate execu- 
tive council for the Outer Isles, which is now under considera- 
tion by the Highlands and Islands Standing Advisory Com- 
mittee of the Scottish Health Services Council, might, it is’ 
thought, ease the problem. Í 


Inducement Payments : Procedure and Scope 


The question of the scope of the Inducement Fund, and the 
procedure for application to the Fund in its Telation to Scot-- 
land, is at the present’ time under consideration and discussion 
with the Department, of Health. 

Á 4 


. =. Vacancies in Medical Practices 
- The question of the method of filling of vacancies in medical 
practices under the Scottish regulations, and the delay in filling 


of vacancies under these regulations, is also the subject of active 
consideration. l a 3 


>» 
1 


. Telephone Charges in Rural Practices 


The need fot some special payment to rural practitioners In 
respect of telephone calls, in view of the increase in these calls 


. which the general. practitioner is now required to make under 


the National Health Service and in the cost of telephone charges, 
has been discussed on several dccasions with the Department 
of Health. The problem is regarded sympathetically by the 
Department, but action is deferred pending the outcome ‚of the 
discussions which are taking place with the Ministry of Health 
in London. ` 
Dental, Treatment given by General Practitioners to National 
„Health Service Patients 


The questiorni`of emergency dental treatment by practitioners 

‘In the Highlands and Islands and other rural districts in Scot- 
‘land where ordinary dental facilities are not easily available 
has been discussed with the Department of Health. The Depart- 
ment thought that it would be possible to devise some satisfac- 
tory system of payment for emergency dental treatment given 
/by medical practitioners from funds additional to those pro- 
vided for general medical services. The Department promised 
.to give further attention.to the matter and has under considera- 
tion arrangements which will apply to the Highlands and Islands 
area. ' y $ 


General Practitioners and X-ray Facilities 

The question of the direct access of general practitioners to 
x-ray facilities, without prior reference to specialists or sur- 
geons at out-patient departments of hospitals, under the 
National Health Service has' been the subject of discussion 
with the Department of Health -for Scotland, and is now under 
‘consideration by the appropriate- committee of the Scottish 
Health Services Council. ' 


Rangé of Service: Treatment of Venereal Diseases 


Repr&entations by the Subcommittee that domiciliary treat- 
ment of venereal diséase should be regarded as outside the 
practitioner’s terms of service, and therefore subject to a fee, 
are at the present time under consideration by the Department 


_of Health. $ 
$. 


: G W. M. Knox, 
ce Chairman, General Medical Services 
Subcommittee (Scotland), 


A.1 Fife—Lothians and Peebles: Edinburgh 
—Roxburgh, Berwick, and Selkirk .. + 
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SENTATIVES TO THE GENERAL MEDICAL 


- 


Group 


A.2 Aberdeen and Kincardine: Aberdeen 


Burgh—Angus: Dundee—Perth and 
Kinross — Orkney — Caithness — 
Sutherland—Ross and Cromarty— 
Inverness—Banff, Moray and. Nairn 
—Shetland as es ee 


`` A.3 Glasgow .. P a6 a si 
A.4 Lanarkshire — Renfrewshire — Dum- 


Z, 


an yao O 


barton—Ayr—Argyllshire and Bute- 
‘shire — Dumfries:— Galloway, Kirk- 
cudbright, and Wigtown—Stirling 
and Clackmannan .. $ 


Northumberland : Newcastle-upon-Tyne, 


Tynemouth—Durham: Darlington, 
Gateshead, South Shields, Sunder- 
land,’ West Hartlepool — Cumber- 
land : Carlisle — Westmorland ” 
Middlesbrough id is Si 
Yorks (North Riding)—Yorks (East 
Riding): Hull — Yorks (West 
Riding): Barnsley, Bradford, Dews- 
bury,, Doncaster, Halifax, Hudders- 
field, Leeds, Rotherham, Sheffield, 
Wakefield, York of = g 
Lancashire: Barrow-in-Furness, Black- 
burn, Blackpool, Bolton, Burnley, 
Bury, Manchester; Oldham, Preston, 
Rochdale, St. Helens, Salford, South- 
port, Warrington, Wigan, Liverpool, 
Bootle .. Bet Tota ca sacs 
Cheshire: Birkenhead, Chester, Stock- 
port, Wallasey .. a ha E 
Anglesey—Caernarvon—Denbigh and 
Flint — Merioneth — Montgomery — 
Cardigan — Radnor — Brecon — Pem- 
broke — Carmarthen — Glamorgan- 
shire: Cardiff, Merthyr Tydfil, Swan- 


sea—Monmouthshire and Newport - 


Derbyshire: Derby—Lincs (Holland) 


—Lincs (Kesteven)—Lincs (Lindsey) ‘ 


—Grimsby, Lincoln — Nottingham- 
shire. and Nottingham — Leicester- 
shire and Rutland: Leicester 


_ Staffordshire: Burton-on-Trent, Stoke- ` 


on-Trent, Smethwick,- Walsall, 
Wolverhampton, West Bromwich— 
Shropshire o 


i Herefordshirė—Worcestershire : l Dudley, 


Worcester—Warwickshire: Birming- 

ham, Coventry ote r% ae 
Gloucestershire. and Gloucester: Bristol 

—Somerset: Bath .. . 


. Oxfordshire. and Oxford;—Berkshire : 


Reading — Buckinghamshire — 
Northamptonshire: Northampton .. 

Cornwall—Devon and Exeter: Plymouth 
—Isles. of Scilly 


_ Suffolk (East)—Suffolk (West): Ipswich” 


—Norfolk: Norwich, Great Yar- 
mouth — Cambridgeshire — Hunting- 
donshire—Isle of Ely—Soke of 
Peterborough .. 


. Dorset — Hampshire: Bournemouth, 


Portsmouth, Southampton—lIsle of 
Wight—Wiltshire ote 5 
Surrey © Croydon .. me Ls a 
Sussex (East)—Sussex (West): Brighton, 
Eastbourne, Hastings Be ia 
Kent and Canterbury 
Middlesex te a is 
Hertfordshire — Bedfordshire — Essex: 
«Southend, East Ham, West Ham .. 
London as ie a a as 


. Northern Ireland 


SERVICES COMMITTEE 


' No. of General 
Practitioners 
resident in 
the Group 
(Jan. I, 1949) 


- 544 


1,031 


534 


837 
795 


529 
660 
1,302 


1,016 
1,600 


Total number of seats 


* 
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APPENDIX “B” 


STANDING ORDERS OF CONFERENCE OF 
REPRESENTATIVES OF LOCAL 
MEDICAL COMMITTEES 


T; 
No.of - (1) Annual Conference of Representatives of Local Medical 


Co. ~ Committees——The General Medical Services Committee shall 


mittee convene each year a Conference of Representatives of Local 


1 


r 
pret parm 





Medical Committees. The Conference shall ordinarily be held 
; in the month of June. ; ` ' 


(2) Special Conference of Representatives of Local Medical 
Committees.—A special Conference of, Representatives of Local 
Medical Committees may be convened at any time by the _ 
General Medical Services Committee.and shall be convened 
not later than one month after the requisition of not less than 
20 Local Medical Committees, the period of one month being 
modified only by agreement of the Committees making the . 
requisition. ` i 


Pai 





(3) Members of Conference.—The Conference shall be com- 
posed of representatives of Local Medical Committees and of 
members of the General Medical Services Committee and of its 
Subcommittees. 


(4) Appointment of Representatives. The Local Medical 
Committee of each -area in: England, Scotland, and Wales’ Is 
entitled to appoint one representative to every 350, or part of 
350 above each completed 350, upon the Medical List of the 
area on Jan. 1 immediately preceding the Annual Conference. 
Each Local Medical Committee in Northern-Ireland and the 
‘Central Practitioners’ Committee’ of Northern Ireland shall be 
entitled to appoint one representative to attend the Conference. 


(5) Eligibility of Representatives to Conference.—All repre- 
sentatives shall at the time of their election be medical practi- 
tioners and members or officers of a Local Medical Committee. 





(6) Tenure of Office of Representatives.—The representatives 
elected to act at the Annual Conference shall continue to hold 
office until the commencement of the succeeding Annual Con- 
ference, unless the General Medical Services Committee is noti- 
fied to the contrary by any Local Medical Committee concerned. 


(7) Procedure as to Seconding Motions or Amendments.— 
No seconder shall be required for any Motion, Amendment, or 
Rider submitted to the Conference by the General Medical Ser- 
vices Committee or by a Local Medical Committee. All other 
Motions, Amendments, or Riders, after being proposed, must 
be seconded. ; ` 


(8) Time Limit of Speeches.—A member of the Conference 
moving a resolution shall be allowed to speak for 10 minutes, 
and with this exception no speech shall exceed five minutes. 


(9) Reducing Time Limit.—The Conference may at any period 
reduce the time to be allowed to speakers, whether in moving 
resolutions or otherwise. 


_ (10) Voting.—Save as provided in Standing Orders (14) and 
(17), only representatives of Local Medical Committees shall 
be entitled to vote. 


(11) Mode of Voting.—Voting shall be by show of hands 
unless a formal division is demanded by 20 Members of the 
Conference, signified by their rising in their seats, in which case 
the names and votes of the Members present shall be taken and 
recorded. Sag 


(12) Rules of Debate : 


(a) A member of the Meeting shall stand when speaking and 
shall address the Chair. 


(b) Every member shall be seated except the one who may 
be addressing the Meeting, and when the Chairman rises no 
one shall continue to stand, nor shall anyone rise, until the 
Chair is resumed. 

*  (c) A Member shall not address the meeting more than once 
on any motion or amendment, but the mover of the resolu- 
tion or amendment may reply and in his reply shall strictly 
confine himself to answering previous speakers and shall 
not introduce any new matter into the debate. 5 

(d) No notice of motion or amendment to any motion shall | 
be considered until a copy of the same with the name of the 
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í 
` proposer and seconder has been’ hanged in waang to the 
Chairman. 


(e) Whenever an amendment to an original motion has 
been moved and seconded, no subsequent amendment shall 
be moved until the first amendment has been disposed of, but 
notice of any number of amendments may be given. 


(f) If an amendment be carried, the amendment or motion, 
as amended, shall take the place of thé original motion, ana 
shall become’ the question upon which any further amend- 
ment may be moved. 


- -(g) If it be proposed and isodi that thé meeting do now 
adjourn, or that the debate be adjourned, or that the meeting 
do proceed to the next business, or that the question.be now 
put, such motion shall immediately be put to the vote with-* 
out discussion, except as to the time of adjournment, provided 
always that the Chairman shall have power to decline to put 
to the meeting the motion that the meeting do proceed to 
the next business or that the question be now put, and that 
the mover of any motion or amendment shall have a right 
of reply before the question is put. A two-thirds majority 
of those present and voting shall be’required to carry a pro- 
posal “that the Meeting proceed to the next business” or 
“that the question be now put.” 


(13) Rescission of Resolution.—No motion to ‘rescind any 
resolution of the Conference shall be in order at any subse- 
quent Conference unless notice is given by the General Medical 
Services Committee or by a Local Medical Committee. In the 
latter case notice must be received by the General Medical Ser- 
vices Committee not less than two months before the date of 
the -Annual Conference and not less. than one month before a 
Special Conference. 


(14) Election of Chairman : T re 

(a) At each Annual Conference a Chairman shall be elected 
who shall hold office from the termination of that Confer-: 
ence until the termination of the next following Annual Con- 
ference. All’ members of the Conference shall be entitled 


to vote. F w 


(b) Nominations shall be handed in, in writing, before noon 
of the first day of the Annual Conference, the -election, ‘if 
any, being held during the following. afternoon session. 


(15) Election of Six Members of the General Medical as 
vices Committee ; 

(a) For the purpose of this election E Representative * shall’ 
be defined as the duly appointed representative of a Local | 
Medical Committee, or, in his absence, the Deputy duly 
appointed in his stead, in attendance at the meeting. 

(b) Nominations may be made only by representatives; -and 
a representative may make not, more than one nomination. 
Any registered medical practitioner, actively engaged in prac- 
tice as a general medical- practitioner under the National 
Health Service Act, whether a member of the Conference or 
not, is eligible for nomination. 

(c) Nominations must be handed in on the prescribed fon 
before noon of the first day of the Annual Conference, the 
voting, if necessary, taking place during the afternoon session. 
Only appointed representatives or deputy - representatives in 
attendance at the meeting are eligible to vote. 

The General Medical Services Committee shall be 
-empowered to fill casual vacancies occurring among the 
elected members. i 
(16) Returning . Officer.— —The Secretary of the EAE TA 


or in ‘his absence one'of the Deputy Secretaries, shall act as 
Returning Officer in connexion with all elections. 


(17) Conference Agenda Committee.—(a) The Agenda Com- ° 


mittee shall consist of the Chairman of. the Conference, the 
.Chairman ‘of the General Medical Services Committee, together 
with three members elected by the Conference. . The duty of 
the Agenda Committee shall be to settle the order of the Agenda 
of the Conference and to report; (b) Nominations, for the 
Agenda Committee must be handed in on the prescribed form 
' before noon on the first day of the Annual Conference, the’ 
voting, if any, taking place during the afternoon session. sany 
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eae of the Conie may be nominated for the Agenda 
Committee and all members of the Conference’ shall be cntitlea 
to vote, in the election for this Committee. 

(18) Dinner Committee.—At each Annual Conference TER 
shall be appointed a Conference Dinner Committee, formed of 
five members of the Conference, to take all necessary steps to 
arrange for a Dinner to be held at the time of the following 
Annual Conference, to which the members of the General 
' Medical Services Committee, amongst others, shall be invited 
as guests of the Conference. 

(19) Suspension of Standing Orders——Any one or more of the 
Standing Orders may be suspended by the meeting, provided 
that three-fourths of those present and voting shall so decide. 

(20) Quorum. 
ference unless there’ be present at least one-third of the: number 
of Representatives appointed to attend such Meeting. 








' DISPENSING ERRORS 


Commenting on a newspaper report that nearly one bottle of 
medicine in four prescribed under the National Health Service 
‘is, wrongly dispensed by chemists in the,Service, the Ministry of 
Health states that in fact just under 10% of the cases examined 
` have been referred to the appropriate committee of the executive 
council to consider whether there are any grounds for discipli- 
nary action against the chémist. ’ ' 

Test analyses of drugs and dressings were started on April 1. 
During the quarter ended June 30, 1,753 samples were tested 
in England and Wales; of these the results of 748 were not 
known by June 30. < Of the remaining 1,005 cases no action 
was found necessary in 909—i.e., just over 90%. 

It is too early to say whether disciplinary action will be 
taken in the remaining cases, but in 1932, under National Health 
Insurance, out of 389 cases referred to the appropriate com- 
mittee of the insurance committee only 227 resulted in discipli- 
nary action. Under N.H.I. before the war disciplinary action 
was necessary in about 5% of'cases, and consisted either in a 
warning or in withholding part of the chemist’s remuneration. 





` 


WAR PENSIONS 
TIME LIMIT FOR REVIEW 


The Minister of Pensions has announced that applications for 
the review of cases by Special Review Tribunals cannot be 
accepted ‘after Nov. 30. . 

The Special Review procedure applies only to persons whose 


‘claims arose out of the 1939 war and whose appeals were 


disallowed by Pensions Appeal Tribunals before Aug. 1, 1946. 

Special Review Tribunals were set up in 1946 because certain 
judgments in the High Court in England and the Court of 
Session in Scotland had affected pension law. It was felt that 
persons whose appeals had been disallowed before those ‘judg- 
ments -had been given should have the right to have their 
. cases reconsidered. < . - i 








{ 


l SICKNESS BENEFIT -CERTIFICATES 
Draft, regulations that came into operation on Aug. 4 allowing 
medical certificates for sickness benefit to'be given at longer 
“neml in cases of prolonged illness were reported in the 
Supplement of Aug. 13 (p. 80). The Ministry of Health, has 
given further information about them, which we reproduce 


_ here. 


In the light of the past year’s experience the Ministry of 
Health ‘and the Ministry of National, Insurance have been 
examining proposals for reducing the doctors’ certification work 
by extending the intervals of time at which Special Intermediate 
Certificates may be given in support of claims to sickness benefit 
in cases of prolonged incapacity. An amendment has now 
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been made to the Medical Certification Regulations with the 
following effect : 


(i) Special Intermediate Medical Certificates (Form Med, 3) may 
now be given for a maximum period of thirteen weeks (instead of 
the former eight weeks) where the incapacity has already lasted ’for 
six months and the doctor is of the opinion that it would last at 
least a further thirteen weeks. 


(ii) A Special Intermediate Certificate for any period for which the i 


doctor considers the incapacity will last up to a maximum of thirteen” 


, exceed 22 sessions. 


of such courses with the 11-session courses which does not 
The conditions are otherwise the same as 
those described for the courses reported in the Supplement of 
Oct. 30, 1948 (p..149). - 





INFLATION OF LISTS 


weeks (or four weeks when the incapacity has lasted four weeks but - In order to try to reduce the risk of inflation of general practi- ` 


less than six months) may be given even though the doctor intends 
to see the patient at more frequent intervals. 


; 


l 

The: amending regulations, which, have been made provi- 
sionally (pending their consideration by the National Insùrance- » 
Advisory Committee) came into operation on Aug. 4, 1949. 

Where the doctor has given a certificate for thirteen ‘weeks i in 
accordance with these regulations it is intended that, as soon 
as the necessary arrangements can be made, the patient should 
normally -receive from the Ministry ‘of National Insurance a 
. sickness benefit order book (similar to a pension order book) , 
containing thirteen weekly orders, which can be cashed at 
the post office of his choice. Towards the end.of each book 
there will be a slip reminding the patient that he must ask the 
doctor for.a fresh medical certificate at the end of the thirteen 
weeks if his incapacity is continuing. If the patient recovers 
before the period of the order book expires the doctor should 
issue a final certificate. 

Form Med. 3 is being amended to correspond with the new 
regulations, but as it will take some considerable time to get 
a sufficient supply of the new certificates into the doctors’ hands 
it has been agreed that the existing stocks of Form Med. 3 
may be used for giving thirteen-week certificates under the ` 
new regulations. Any Form Med. 3 completed on or after 
Aug. 4 will be read as if it had’ been amended in accordance 
with - the regulations even though the actual amendment is 
not made on the certificate by the doctor. The amendments 
are : 

(a) the deletion of the words “ your incapacity is of such a 
character that it will be unnecessary to see you for the purpose of 
treatment more frequently than once in>........... weeks, and ’’; 

(b) the substitution of the words “ at corresponding intervals ” for 
the words “at the intervals stated above ”; 

(c) the substitution of the word “certification” for the word 
me attendance.” 


In order that persons whose incapacity has already lasted 
six months and is likely to continue may have the full advantage 
of the new method of paying sickness benefit by quarterly 
order books it is hoped that, subject to any medical consider- 
ations, affecting individual patients, doctors will- co- operate by. 
giving thirteen-week certificates in all suitable cases. 

The new regulations do not of course affect the doctors 
obligation to see the patient for treatment as often as may be 
necessary, and in particular to see the patient each time a 
, certificate is ‘given. 


` 





PAY OF COLONIAL MEDICAL OFFICERS - 


Good progress is being made in the negotiations with the 
Colonial Office on this subject. A working party of officials 
. from the Colonial Office‘and from B.M.A. House has almost 
completed the task of evaluating the adjustments which have 
to be made to the Spens salaries in order-to take account of 


the many’ factors peculiar to the Colonies—e.g.; income-tax, - 


pensions, : etc. ` 





REFRESHER COURSES FOR G.P6 


Financial assistance is now available for special short courses 
consisting of three half-day sessions at the week-end-or during 
the week—in the latter case either during the same week or 
spread over several weeks. 

A general practitioner in the Service may take a maximum of 
seven courses of three sessions in a year or any combination 


y 


‘chloride. 


tioners’ lists the Ministry of. Health has decided, after consulta- 
tion with the General Medical Services Committee, that Form 


- E.C.1 should not be made as freely available as at present. 


The ready availability of the form encourages people to use it 
when changing their doctér; and there is a possible risk of 
- inflation if it is not completed fully or accurately. 

Stocks will be withdrawn from post offices, and the Minister 
has asked executive councils-to withdraw any substantial stocks 
from libraries and not to issue further supplies of them. In 
future the form will be obtainable only from executive council 
offices, from doctors’ surgeries, and (on the registration of a 
birth) from the Registrar of Births. 

When a patient dies his medical card should be handed to 
the Registrar of Deaths. 


r 
+ 





PRIORITY OPHTHALMIC ARRANGEMENTS 


Priority labels are attached to prescriptions for patients whom 
the optician considers require urgent treatment. The manu- 
facturer separates these from the rest of the order and deals 
with them as rapidly as possible. Since only a limited number 
of prescriptions can be dealt with in this way, the Ministry of 
Health has asked that the priority, labels should be reserved for 
cases of the following types: 

(1) Cases ,of progressive defect in eldre: or in which delay, 
in ‘the ‘supply of glasses is likely to result in serious deteriora- 
tion of vision, especially short-sighted children, children with 
certain types of squint, and children at schools for the partially 
sighted. 

(2) Cases in ‘which the person concerned would be totally 
unable to carry on everyday duties or normal ‘work without 


asses. ; ‘ 
glass . l f 





SPECIAL DRUGS 


The Ministry of Health has issued the following list of drugs, 
reagents, and appliances. for the supply,-of which doctors receive 
payment`over and above their capitation fees. Suggestions for 


amendments to the list are being considered. me 
Drugs p 
Allergenic protein preparations. Antihistamine agents. ` 


Organic arsenic compounds used for the treatment of venereal 
disease (when supplied to'patients for whom a supply is not 
made gratuitously available by any public authority). Bismuth 
compounds, for parenteral injection. , Colloidal preparations for 
parenteral injection. Desiccated stomach, extracts of stomach, 
and the active principles of stomach supplied for the treatment 
of pernicious anaemia and of disseminated sclerosis. ‘Emetine 
and its salts, for parenteral injection. Ethisterone. Ethyl 
3 Folic acid.” Hormone preparations, for parenteral 
injection. Gold compounds, for parenteral injection. Insulin. 
Liver extract and the active principles of liver, supplied for the 
treatment of pernicious anaemia and of disseminated sclerosis. 
Mercury and mercurial compounds, for, parenteral injection. 
Mersalyl suppositories. Oxygen.. Penicillin and preparations 
of penicillin. Peptone preparations, for parenteral injection. 
Phenytoin sodium. Phthalylsulphathiazole. Protein sensitiza- 
tion test solutions. Sclerosing agents for the injection treat- 
ment of varicose veins. Sera (when supplied to patients for 


_ whom a supply is not made gratuitously available by any public 


Sulphadiazine and methyl- 
Toxins; anti- 


authority). Succinylsulphathiazole. 
sulphadiazine. Sutphadimidine. Sulphathiazole. 
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-i 
toxins, and vaccinés (w | 
supply is not made gratuitously available by -an 


. 


authority). Vitamin B,; for parenteral injection. 
` \ + i 


i 


hen’ supplied to patients for whom a 
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i , 1 Reagents a 
‘ Benedict’s ‘solution (qualitative) and Fehling’s’solution, when 


required for the regulation of the treatmént of diabetes. 


Y 


‘ Appliances - ` es : 
Atomizers, hand operated. -Bandages: elastic, adhesive, ‘elastic 
web, zinc paste. Breast relievers. Urethral catheters: gum- 
` elastic, soft rubber, and lubricant for use therewith. ' Colo- 
stomy belts and parts thereof. and repairs ‘and replacements 
thereto. Douches, with rectal and vaginal fittings. ,; Elastic 
anklets, knee leggings, knee stockings, knée-caps, leggings, stock- 
ings, thigh kriee-caps, thigh leggings, thigh pieces, thigh stock- 
ings. Hypodermic needles and hypodermic. syringes, when 
required for self-administration of insulin or adrenaline. Ice 
bags: check sheeting, indiarubber. Inhalers: earthenware 
(Nelson), Burney Yeo. Splints: simple splints, ‘wooden, metal; 
or plastic, for upper and lower limbs ; Gooch splinting ; Kramer - 
splinting. (All other splints will be supplied through the hospi- 
tal service.) Sputum flasks. Suprapubic belts and parts thereof 
and repairs and replacements thereto: Trusses: femoral, 
‘ inguinal, scrotal, umbilical. “Vaporizers, as - specified in the 
Drug Tariff. S i 
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Questions Answ 
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Private Patients’ Use of N.HLS. 


- Q.—Can a patient who is not registered with a practitioner 
. under.the,.N.H.S. (a) have the right to a specialist under the 
domiciliary scheme, (b) partake of the maternity medical service 

without payment? - is a 

A.—{a) Yes. (b) Yes., 


na 
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Certificates for Corsets 


Q.—Whiat-is the present state of the regulations concerning 
the provision of corsets and brassieres? By this I mean by 
purchase and not through hospitals., ‘Genéral practitioners — 
know that it is no longer ‘necessary for one ‘of a certain 
number of named disabilities to be specified in order to qualify 
for one of these garments, but one is constantly being .told by 
the manufacturers or their agents that they cannot be supplied 

, at all except under medical certificate.’ Is this' true: or not? 


Or, alternatively, .does the medical. certificate exempt the. 


purchaser from purchase tax ? 


A.—A medical certificate from the patient’s general practi- 
tioner is not necessary for the’ purchase, of corsets -from a 
‘private manufacturer. -A medical certificate is still necessary 
if- the patient wishes to claim exemption from purchase tax, 
on the article. Discussions -are now- taking place with the 
Ministry of Health and H.M. Customs and Excise on this latter 
point. - ' . - 

Partner’s Option i , 

Q.—I am a partner ina firm of three—A, B, and C. Under 

‘our partnership agreement made in 1946,.C hasan option to 


- 
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Section, 1. of the Bill w 


r 


as ‘published in the Supplement of 
4 


E ' Income. Tax on- Hospital - Salary 


\ 


J. QT note ih the Supplement of June 25'(p.'357) a question 


and answer on the subject of superannuation’ for assistants. In 


' the substance. of the question it is stated that the amount 


deducted -from the salary of the assistant. in respect of his 
i living in i$ allowable as an expense for income tax purposes. 
Is this the case'with hospital residents? L have Just been 
informed that tax is to be deducted from my salary and also | 
from my residential: emoluments. ot 
A.—The money value of any residential emoluments received 
by ‘a practitioner, engaged in the hospital and specialist service 
is assessable for superannuation purposes. The position as 
regards income -tax depends upon the actual terms of the con- 
tract. If the contract provides for the payment of a salary of, 


‘say, £500, with, in, addition,' the right to free board and lodging 


(reckoned for superannuation purposes at £100), only the £500 
is'taxable. If on the other hand the contract is for a salary of 
£600, out of which £100 is deducted for board and lodging, then 
the whole £600 is regarded by the income-tax authorities as 
taxable. « 


t 


Retrospective Pay 


Q.—At the beginning of this year I was appointed to the post 
of resident medical officer to a hospital for a period of six 
months at a salary of £350 pa. I reapplied for the same 
position in June, and was reappointed for the second half of 
the year. My status has now been defined as that of a registrar 
for purposes of remuneration,' and my salary accordingly in- 
creased to £775 p.a. Ami l eligible for back pay from Jan. 1, 
1949 ? l i i 


A.—It is laid down in the explanatory memorandum issued 
‘by ‘the Ministry on the Terms and Conditions of Service of 
Hospital Medical Staff (para. 91 (5)—Retrospective Application, 
Senior Registrars, Junior Registrars, and House Officers) that 
the posts which an officer has held from time to time since the 
appointed day should be reviewed and classified in accordance 


4d 


_ with the new grading, remuneration then being adjusted retro- 


spectively’ Therefore, if the medical officer in question has held 

the same post and carried out the same duties from January, 
1949; it would appear that he is entitled (upon the introduction 
of the new terms of service) to payment of salary in accord- 
ance: with his recent grading retrospectively to the beginning 
of the appointment. 


Postgraduate Students from the Dominions l 
> Q.—What is the position of postgraduate students from the 


- Dominions holding -junior house appointments in this country, 


buy a further 22nd share from A on Oct. I, 1949. -C gave, 


notice: to A that he wished tọ avail himself of this option on 
June 30,:1949. "A has taken’ advice on the matter _and states 
that there can be no reallocation of the partnership shares until 
the Amending. Bill sto the N.H.S.' Act becomes an Act. Is’ 
‘thisso? — *'> e ee . = 
A.—There is: no reason why-’Dr.*€ should not exercise his 
option. Provision is made,in ‘the Bill for this part of’ the Act 
to be retrospective. - Section 4 (1) reads as follows: ' aS 
“ Retrospective effect of Section 1 of the Act. ` i 
“4, (1) Section 1 of this Act shall apply -in relation to rights 
„and obligations which were exercised or peiformed, or were required 
to be exercised ‘or performed, on or after. the appointed day and 
before .the passing of this .A 
section - applies. a 


/ 


bis iy z 


i 


` 


. \ “ 
a 
‘N - “, 
i M 


ct, under an agreement to which'that . 


such, students having held one, two,-or more house posts in 
their own country, and also perhaps having had war service ? 
Are. these previous ‘posts taken into consideration in assessing 
‘the salary, or must these doctors accept the minimum salary 
(£350 p.a.) for the first post held in England „irrespective of 
their previous experience in their own country ? 


, _A.—It_is-understood that, in the case of Dominion practi- 
tioners obtaining junior house appointments under the National 


"o Health Service in this- country, similar posts previously held in 


other ‘parts of the Commonwealth ma 


y be taken into account 
_in fixing the salary of the -appointmen 


t. 


Resident Staff Under N.H.S. | 


Q.—Will you please clear up a few points regarding the posi- 
tion of resident staff ‘under the National Health Service? The 
vagueness lies- mainly in the junior registrar posts. What 
qualifications or experience will be required for such a post, or 


= 4 


‘ will each advertisement stipulate the requirements ?. Secondly, 


what hd@pens to a medical owcer after his third hospital post ? 
Does he contiriue on the £450 grade till he eventually succeeds 
in obtaining a‘ junior registrar post, or will he be entitled to 
| further iñcrements? The difference in salary is £220—rather 
a high rise if there are no intermediate grades. 


A.—There are no criteria for the ‘appointment of registrars 
(trainee specialists) in the terms and conditions of service other 
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than the minimum period of qualification which will normally 
be required—i.e., in the case of a junior registrar not less 
than one year’s experience after registration ; in the case of a 
registrar not less than two years’ experience ; and in the case of 
a senior registrar not less than four years. In practice each 


employing authority will stipulate the qualification and experi-~ 


ence required, and the position will be very much the same as 
heretofore. Practitioners who have completed junior hospital ` 
appointments and who intend to specialize will seek higher posts 
which provide the necessary training and experience in open 
competition with their colleagues. A salary of £450 is payable 
for the third and subsequent house appointments, and an officer 
holding such an appointment will not receive any higher salary 
until he is successful in obtaining a registrar appointment or a 
post as junior hospital medical officer. 








HEARD AT HEADQUARTERS 








Hospitals and the Public 
The first public meeting—in London, at all'events—of a hos- 
pital management committee since the National Health scheme 
came into operation was held in Chelsea the other evening, and 
very interesting it was. The Chelsea group ‘of hospitals is one 


of 50 groups under the contròl of the South-west Regional: 


Hospital Board. The meeting was attended by the Mayor and 
the local Member of Parliament, and short accounts of their 
work were given by the chairman of the committee, the secre- 
tary, and the medical superintendents of the hospitals in the 
group. The beds available to the public in the three ex-council 
hospitals and the one ex-voluntary hospital which make up 
the group are considerably fewer than in 1939, but there has 


been a great increase in the number of operations performed 


and the radiological and pathological examinations undertaken, 
and an enormous multiplication, by nine or ten times, of out- 
patient attendances. The general tone of the meeting was one 
of optimism. The heavy cost of hospital services was fully 
recognized, but the public was assured that if hospital ‘manage- 
ment committees had full control over administration there 
‘would be no waste. It seems an excellent idea to have such 
annual public meetings, alike to give the public information 
which they have a right to receive and to stimulate interest 
in hospitals, which ‘is tending to flag since voluntary work 
diminished. 
Horticultural Health Service , 


A doctor sends us the following letter that he received from 
a patient: “ Dear Dr. , I want to have the electric current: 
in the house. I think it will be healthier in this little house. 
I cannot grow bulbs very well indoors, and cut flowers do not 
last because of the gas. I believe perhaps the gas has a bad 
effect on myself. When I applied to the, electric office I was 
told I must get a doctor’s certificate. Will you please supply 
this. Also, will you please give me a certificate for new teeth. 
I have had these for years and cannot get the lower set in 
now. I require both top and bottom.” 





NEW ZEALAND MEDICAL SERVICE 


Mr. E. W. Maples, LL.D., has written an interesting pamphlet 
on “ Social Security Services j in New Zealand ” after an eight weeks’ 
visit to the country. He compares the health services there with 
those: ‘in Britain, and emphasizes that the New Zealand method of 
paying ‘doctors a fee for each service should not be adopted in’ 
England. He'considers, that, as in New Zealand so in*England, the 
patiént-pressure on the doctor, which can be satisfied only too easily 
by prescribing drugs, is likely to increase materially. 
remedy that seems possible is that patients, other than those‘ in 
hospital, should be required to make some part payment o#the cost, 
subject to the issue of free drugs to people suffering from illnesses 
like diabetes, and to a repayment, to those on the poverty line, of 
‘the sums paid.” He believes that the present scheme in New Zealand 
provides little or no encouragement to the individual doctor to gain 
further experience or to increase his skill. The pamphlet is obtain- 
able from the author at.59, Bodenham Road, Hereford, if a stamped 
addressed envelope 9 in. by 6 in. is sent. 


QUESTIONS ANSWERED 


‘to whom they will be well known. 


“The only - 


` to plead.—I am, etc., 
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Position of Registrars 


SıR—I should like through the medium of the Journal to 


‘draw attention to the unsatisfactory position of a number of 


registrars throughout the country. There are on the staff of a- 


‘proportion of hospitals registrars appointed before July 5, 1948, 
as honorary registrars. Some of these have held their posts 
for a year or two prior to the inception of the National Health 
Service Act and wait for vacancies on the medical or surgical 
staff im the ordinary course of events. During the tenure of 
their appointments the majority have worked hard, become 
integrated in the team work of their hospitals, and have earned 
the confidence and approbation of their seniors. These latter 
were, in the normal course, prepared to support the candidature 
of such registrars when a vacancy occurred on the hospital 
staff, in which appointment they exercised considerable 
infiuence. 

With the inception of the new Act the staffs of the hospitals 
lost their influence over such appointments, and these are now 
made on the recommendation of a regional appointments com- 
‚mittee to the regional hospital board. ~ This committee con- 
' tains two representatives only of the staff of the, affected 
hospital out of seven members. The remaining members are 
appointed from outside the hospital group affected. It is 
true that these remaining five may give due attention to the 
opinion of the local members, but in effect appointments are 
liable to be, and no doubt are, made on paper records plus 
a short interview, and in these circumstances the local registrar 
is placed at a serious disadvantage. 

Conceive the position of a registrar in the provinces who 
has held such a post for three years or more, who has been 
reasonably assured of appointment to a vacancy on the staff 
which he has known will be due to occur, and who has neglected 


, opportunities of appointment elsewhere because of the local 


loyalties and associations he has formed during his period of 
probation. The vacancy occurs; sixty or seventy applications 
are received. Many of these come from younger, more recently 
qualified applicants, who have been acting: as first assistant or 
as registrars at their teaching schools. Is it fair that a young 
man of this type should be appointed i in preference to the local 
registrar who has been, serving an apprenticeship the hard 
way for several years? Į maintain, Sir, it is not fair. 

A committee of cold-blooded assessors, diluted only by two 
in seven who have intimate knowledge of the work of the local 


‘candidate, cannot take into consideration any but the cold ° 


facts of qualifications and testimonials submitted to them. 
Many of the candidates from teaching centres will have the, 
backing of their respective august chiefs, and these latter will 
have had opportunity to use their influence with the members 
of the committee from London or the university centre involved, 
Indeed, they may even 
themselves be members of the appointments committee. In 
such circumstances the voices of the local mem Ders of the 
committee will be but faintly heard. 

I feel that these committees should give very Sitat weight, 
and indeed priority, to the opinion of the local members, who 
will have intimate dnowiedes of the abilities of one candidate 
at least. 

Finally, Sir, what eceotagemient will this method of appoint- 
ment give to future registrars ? Can they be expected, 
especially in the provinces, to give unsparing loyalty and hours 


~ 


y 


f 


of overtime as they do at present, when the chances of their . 


appointment to any vacancy which may occur are so nebulous ? 
There appears to be an increasing tendency to appoint more 
and more registrars while making no provision for their future 


‘advancement by the creation of fresh specialist posts. . 


: However, the future must care for itself. The position of 
the registrar is not quite the. same as that of the honorary 
registrar appointed before the nes whose case I am attempting 


t 


Plymouth. CYRIL F. MAYNE. 
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Sirn,—Dr. E. Thomson (Supplement, :July 16, p. 51) has: 
referred to the telephone responsibility -under the N.H.S. con- 
tract of,;service, and states that.a doctor is responsible for the 
reception and forwarding of urgent telephone messages from 
his patients at any hour of the day or night. - 

` I cam remember no reference in the Act or in any contract 
that a telephone has to be a necessary equipment of the doctor’s' 
house. It is true that one’s telephone number is requested 
on the executive council’s: form, but it is‘not a compulsory 
item. There is no legal obligation for a doctor to have a 
telephone at all, and if he wishes to run his practice without 
such an instrument I understand that he is at liberty to do so. 


I am informed there is no legal obligation’for arrangements to . 


be made to ‘always have a continual telephone service’ any 
‘more than there is an obligation that the doctor’s ‘house shall 
never be left empty for.a few hours. . 

As a country doctor without, domestic help, either of. such 
obligations would prevent me from ever going out with my 
own wife.: A pad and pencil left outside the front door for 
visits. or some such similar facility for messages is helpful, 
but again is not obligatory. 
~ If desired, a telephone can be disconnected, and a doctor 
is free to go to those' visits requested by letter or messenger 
only. Such a position is not very ‘practical, but that is the 
position as I am led to understand it, and if true it should be. 
‘known more widely. mS i 

I understand that a telephone call once answered does 
involve’ liabi but not otherwise I am, etċ., 

: EJ: J ENKINS. 


LESE | 4 


Birmingham. 


1 ~~ 


= ` Doctors and Dentists - 
_- SR—Iti is stated that for the first year of the Health Service 
in the Manchester area the average amounts paid approximated 


to about £3,400 per dentist and £1,280 per doctor in the Service. . 
The value in terms of money of the dentist to the scheme 


is thus in round figures considered to be just under three times 
‘the value of the doctor’s services. ' Are practising doctors as’ 
a body satisfied that this should be so? 

Before the health scheme. started it was generally conceded ` 
that the great responsibilities and exacting hours and duties 
‘of the average physician called for better rewards than those, 
of the average’ dentist. One, does not wish: to express an 
opinion on, the adequacy or otherwise of the average dental 
remuneration, -but it is surély obvious to` any fair-minded 
individual that the medical remuneration is: hopelessly out of 
proportion to the. duties involved., 

One may take the Manchester figures as fairly representative, 
of the industrial. areas of-the country. Let us remember that 
the doctor must keep up a 24-hour-day service in the home. 
with’ the very considerable expense of keeping a car on the 
road every day of the year and a telephone and door serviced. 

The dentist can manage very nicely without car or telephone 
except for his own personal convenience, and there is no night 
work. Let me put this in more concise form. 








i i y ` Doctor - Dentist 

Training .. Long and arduous Not so long or so ardgons 

Expenses .. Considerable ‘ | Not so great 

Hours of service . ! _ 24-hour day Ordinary daily oureante 
night work 

Car and travelling expenses Essential Unnecessary 

Telephone Essential Convenient - 

Private practice .. Practically eliminated Still very considerable and 


, lucrative, 


Practices .. ' Confiscated. ‘Apprecia- Still retained with conse- 


tion— j quent house. Capital 
f value appreciation 

Servicing in the house of 24-hour service daily Not necessary 

door and telephone ; i : 
Holiday locum A Necessary Unnecessary 
Average income: . ‘ on 

Before scheme.. |. 1:25 ~ , 
| After scheme .. y i o 2°65 
Treatment of dental | No extra ee ‘+ | Special fee : ; 

haemorrhage s 


Prospects of 7 oe of 


` 


Pretty prim * Never brighter 


Telephone Duty l a 4 d 


, under thé scheme is far above that of the doctors also. 


t 
of 


‘the dentists. 


 gasp.—I am, ‘etc., 


And ‘50 you see the dentist ha the advantage, in every 


conceivable way. ` 

One 'would imagine, that the pay of chemists and opticians 
And 
yet we are‘ the cornerstone ‘of the whole edifice. For just 
how long are we willing to value ‘our services at a pin’s 
fee? Is it\ that the sacrificial role of Cinderella with least 
money for most work appeals to the self-abasing temperament 
of the long- suffering general practitioner ? . 

The Minister of Health, possibly with good reason, appears 
to have a very poor opinion of, the efficacy of the B.M.A. as a 
negotiating body (Committee stage of Amendment Bill). One 


can only hope that the B.M.A. will take steps to convince him . 


without delay that nothing less than average remuneration 
totalling 25%- above average dental remuneration will do for 
us. And let this happen before the inevitable plea of financial 
- stringency is hurled at us. Remember,:the dentists did not 
' have their practices confiscated. What an asset now! Unity 
in the profession is of paramount importance. Without it 
we are lost: ` One would suggest that the local. secretaries of 
the B.M.A/ should be asked to make it their business to contact 
every G.P. in their area. and that answers should be sought 
on these questions : (1) Are you satisfied ? (2) Are you willing 
to withdraw from the scheme if advised so by the B.M*A. ? 
is obvious that local unity must be attained in this. 

Whom the gods wish to destroy they first make mad, it is 
_ said. Is it that the medical profession (G.P. section) is in 
imminent danger of destruction? The labourer is worthy of 
his‘hire. We do not object to the dentists’ being the spoilt 
darlings of the scheme. What we do object to is filling the 
role of poor relation. The doctors have to live 'as well as 
The role of the big mug is a poor one as a 
permanency. 


Dentists £3,400 per annum—doctors da 280 : It makes one 


kK. V. DEAKIN. 


a 
+ 


Manchester. ` 


i Expose Defects D 

. Sır —The nation is passing through a crisis, and therefore a 
state of national emergency must exist. The National Health 
Service: cannot expect to enjoy a separate existence in the 
face of the national emergency. It must take its place along- 
side all other vital national institutions. 

Just as food is rationéd to the bare necessities of life, and 
housing is restricted to a minimum, so, too, the Health Service 
must be restrained within medical and ‘surgical necessities and 
essentials and the national facilities available. 

It is now a year since the new Health Act ‘first came into 
operation, and already its more glaring defects and short- 
comings, both professional. and economic, must have come to 
light. That the Act would be exploited was inevitable in view 
of its framework, but the extent to which it can be exploited 
must by now be exposed. i 

Members of the medical profession above all are in a. position 
to fully appreciate these defects, shortcomings, and exploita- 
tions, and to gauge their full extent and gravity. . They, above 
all, are in a position to adequately set them out and to suggest 
the remedies. / 

A possible withdrawal from the Service is said to be even 
under consideration. But here the issue would appear to be 


‘not,entirely free from prejudice and personal grievances, many: 


of which are common to everybody to-day. Would it not be 


. more expedient if the profession were first of all to state a case 


~ 


on the disclosed defects, shortcomings, and exploitations of 
the Act, and have it laid if necessary before Parliament, at the 


, same time claiming their just and undeniable right to,’ the 


responsibility of declaring their remedies ? 

Fronmthe time a National Health Service was first mooted 
it was obvious that any such scheme could never be successfully 
implemented without the closest co-operation of the medical 
profession in both an executive and advisory capacity. That 
the Ministry of Health and Parliament may not have realized 
this does not relieve us of our responsibility—I am, etc., 


New Buckenham; Norfolk. ' R. G. BLAR. 
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es ‘The Private Bed ape 

Sir,—It was interesting to read (Supplement, June 25, p. 357) 
that the Dean of St. Paul’s has expressed concern at the rising 
cost to'those who wish for privacy in the event of their needing 
hospital treatment. f 

The recent move of the Minister of Health to encourage the 
provision of accommodation of the “amenity ” bed class offers 
a partial solution of the problem to which Dr. Matthews refers : 
but, so far as can’ be seep, the cost of receiving treatment in a 
private ward, where the patient chooses his own surgeon and 
physician, or in an independent hospital, where private-ward 
charges represent a substantial contribution towards the funds : 


of the hospital, as well as in nursing-homes, which cannot afford _ 


to run at a loss, will remain—like all other post-war expenses—~ 
at a figure considerably higher than that before 1939. 

The London Association for Hospital Services has these 
mat‘ers under constant review, and through its Hospital Service 
Plan, with its several adaptations to meet the peculiar needs 
of different groups—ranging from doctors to boys. and girls at 
boarding-school—everything possible is being done to provide 
an easy ‘and convenient means whereby those - to whom, in 
Dr. Matthews’s words, “ privacy in, illness_is a thing as much 
to be desired as medical and nursing attention itself ” can, for 


N 


subscriptions of from- 1s. weekly upwards, ensure free treatment 


even as private patients. 

The Hospital Service Plan, which was launched by. King 
Edward’s Hospital Fund for London in 1943, has a large 
clientele, several thousands of whom have benefited from its 
provisions, and I’shall, be happy to send details to anyone 
interested —I am, etc., 


London Association for Hospital Services, T. W. PLACE, 
Tavistock House (South), Í Secretary. 

Tavistock Square, : 

London, W.C.1, Z 


P 


Practice Vacancies 


Sir,—Before the coming of the N.H.S. scores of practices 
used to be adveftised for sale. There were several pages of 
medical agents’ advertisements in the journals every week. Now 
the average number ‘of practices for disposal advertised by 
executive councils is just under four a week, or 200 a year. 
There are roughly 20,000 G.P.s in practice. A replacement Tate 
of.200 a year means that it will take exactly 100 years to replace ` 
all of us. ` ` 

I am a little disconcerted to find, on my fifty-fifth birthday, 
having completed twenty-eight years in practice, that I have 
still seventy-two years to go before my turn comes for relief. 


—I am, etc., 
/ = 
Morley, Nr. Leeds. W. STANLEY SYKES. 


r 
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S .. Principals and Assistants 


Sır, —I should like to ask your numerous correspondents who 
have written about the hardships of assistants (and in particular 
“ Another Assistant” (Supplement, April 23, p. 250), who 
speaks of doctors employed at a “mere pittance ”), How much . 
better off is the principal ? 

When I was an assistant I got 14 guineas a week—say 
£770 per annum. I had a car provided and my “digs” cost 
about £3 10s. a week. The rest—between £550 and £600— 

_ was pocket money to spend on clothes, amusements, etc., once’ 
the Inland Revenue had been satisfied. 

Let us say that now my income after meeting practice 
expenses is £2,000. My share of the practice cost:about £3,000, 

„my house about £4,000, and my car and ‘furniture’ something 
over another £1,000: Interest on this at 43% is £180. Wages * 


` and general housekeeping expenses total about £325 per annum, 


' Rates, taxes, gas and electricity, and telephone—say another 
hundred. Add the cost of running a car, including repairs, 
insurance, and tax, insurance stamps for: employees, and 
insurance on. house and furniture and repairs to house. One 
-hundred is. too small a figure, but put it at that. Allow 
£500 for partial. repayment of the £8,000 loan, and we have 
something under £800 (less tax on £1,820) against something 
under £600 (less tax on ~£600). 


In other words, if any attempt is made to repay the loan, 
I have less to spend on clothes, holidays, and amusements than 
I had as an assistant. | 

_ Within my memory, assistants’ wages have gone up about 
200%, while the capitation fees of ‘their principals have gone 
up perhaps 60% and the more lucrative private practice has 
practically disappeared. ` 

The contract between principal and assistant is not one of 
hardship to the assistant, but of benefit to both, and especially 
to the assistant—I am, etc.,” 


P. Q. R. 


\ 
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Part-time Teacher-Consultants , 


SIR —Now that the specialists have béen recommended by 
the Joint Committee.to accept the terms of employment in the 
Health Service offered by the Minister, it remains for ‘those 
who also teach to negotiate new terms with those who employ 
them as teachers—that is, with the schools and universities. 

Who is to speak for and negotiate for the teacher-specialists ? 
Obviously not the Central Committee of Consultants, since they 

‘were elected ‘to represent the whole body of specialists. rela- 
tively few of whom are teachers. There is already an active 
and effective group taking care of the interests of the full-time 
teachers, but:ncne that I can discover representing the part- 
time teacher-consultants. , 


For many purposes they are well represented by the councils ` 


of the colleges, which were elected for such purposes, but 
certainly the councils were given no brief to regotiate terms 
of ‘employment on behalf of their, colleagues. ` 

The men most vitally concerned in this issue are the younger 
specialists of whose earnings teaching fees form a, more 
important part, and upon whom much of the onus of the 
tiresome routine lecture work often falls. It is up, to these 


men to speak for themselves forthwith rather than ‘grumble < 


later when someone else has spoken for them. 
I therefore urge my colleagues to press the B.M.A. imme- 


diately to assist the formation of a démocratically elected ' 


‘committee, properly representative of all the part-time teacher— 

consultants in London, to speak for us and negotiate for us 
new terms for teaching adjusted to the new conditions of 
consultant practice—I am, etc., 


London, W.1. 5 = H. DAINTREE JOHNSON. 


‘ Postage Cost of Service 


- Sir—I wonder what the weekly postage bill of the National 
. Health Service amounts to? This morning I have received 
three separate communications from our local council: (1) A 
‘printed p.c. with space for one figure and date acknowledging 
maternity forms; postage 2d. -(2) Two forms E.C.22 ; postage 
24d. (3) A circular E.C.N.26 referring to prescriptions ; postage 
1d. Total postage 54d. - \ 
I wonder if any private firm would make the money fly like 
that. If so, the shareholders and auditors would want to 
know the reason.—lI am, etc:, . i 


Stone, Staffs. , R. MURRAY BARROW. 


a Consultants’ Contracts s 


' SırR—The decision of the Central Consultants and Specialists 
Committee, endorsing the opinion of the Joint Committee, that 
it now feels able to advise hospital staffs to enter into permanent 
contracts seems based on wholly inadequate grounds. The 
advice apparently results. from the Ministry having given 
assurances as to the way in which certain sections of the 
N.HS. Act will be interpreted, and.no one doubts that the 
-present Minister and his advisers ‘intend to keep their word. 
But such assurances are binding only on the men who give 
them ; they, have no legal validity. The only way in which 
the points conceded can be permanently secured is by writing 
them into a new Amending Bill. - 

This is not to say that our negotiators have secured inadequate 
concessions. Once these concessions are given legal expression 
I believe that consultants and specialists would be fully justified 
in entering into permanent contracts.: But we must remember 
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that the terms of. service offered to, us now will, presumably ’ 


form the model for those offeréd in the future, perhaps by 
another Minister and by 
' the Act very differently. te i eye 
. Therefore it is of vital. importance- that. the work- of the 
negotiators—on both sides—should be permanent, ‘and ‘if the. 
Minister has agreed to the justicé of our claims he can have 
no motive for'declining to give them legal expression. True, 
some of us may remember that the recent Amending Bill was 
a disappointment when compared with the assurances that our 
negotiating committees believed they had won. But that is 
_in the past: At-least let us not be disappointed.a second time ; 
and, until we know that these new concessions are binding for 
the future, let ub firmly ,abstain from signing our permanent 
contracts.—I am, etc., _ z i Pe 


7 


' 0 
Manchester. - A. N. GUTHKELCH. 
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T Grading of Hospital, Staff , 
SIR,—May J inquire with déep respect to what extent, in the 
opinion of your readers, political considerations appear to have 
had, some influence in the grading of hospital medical officers ? 

_ It is difficult to see on what other grounds senior men long 
established and recognized as such have been relegated to the 
‘inferior status of senior hospital medical officers. Presumably 
the gradations in each area have been based.on some sort of 
. establishment,-and it would not be unreasonable to -have serious 
_ doubts that the more Senior and more ‘experienced men who 
‘have been passed-over will now be permanently promotion- 
barred. Will they now be forbidden to describe themselves 


3 + 


as consultants as hitherto ? r 


f 


1 


considered? l 
'The views of your readers cannot, fail to be very interesting 
and important.—I am, etc., | ° C i 


_~ What about the general public? Has. their welfare been 
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Brookwood, Surrey. H. M. STANLEY TURNER. 


q i xs i 5 
Sik,—Recent correspondence in the“ Supplement on this 


Subject clearly indicates that the “ appeals ” have done little dr’ 


nothing to dispel the atmosphere of indignation or the feeling of 
frustration aroused by the, gradings. ' 


Much ‘has ,been written regarding discrepancies between’ 


regions, but in‘my view the, anomalies within this region are 
even better proof that no consistent standard has been applied. 
Practitioners of strictly comparable age, qualifications, and 
experience, have been placed in different categories. Several 
middle-aged individuals who- have practised their specialty ‘for 


more than ten years have been graded junior hospital medical 
It is possible they may not. be consultants, but how: 


Officers, 
can they be junior in any grade ? ; "E 
Certain specialties—tuberculosis, . venereal diseases, and 
psychiatry—hħave been singled out for particularly harsh treat- 
ment. Admittedly these are all specialties which requite to be 
up-graded, but it is already clear-that the assessments, of. existing 
specialists, by an adverse effect on recruiting, are having the 
reverse effect. Already, existing trainees. are resigning, and 
presumably few practitioners will wish to enter fields of work 
where the ultimate prospects are so poor. ’ * 


a 


one who might choose to interpret; 


7 


The criteria for classification proposed by the St. Helier ` 


Group Medical Committee are excellent. In every attempt to 
establish criteria for specialist status the opinion of professional 
colleagues has been.the ultimate test. It is precisely in this 
. field that the assessment committees have most clearly indicated’ 
their remoteness from reality. Very few of the specialists. being 
graded were known personally to the committee’ members; and. 
the latter apparently requested. the opinion of group: medical 
committees with „the sole. intention of disregarding their 
recommendations. ` ae 
. _ support most strongly the-letter from “ Quousque Tandem ? ” 
and urge the British Medical Association to continue the fight 
. for :the. right-of an. appeal to an independent tribunal, the 


- 


E SıR,—Surely ` one of the most intriguing questions we ask 
each other. at hospital to-day is, “Have you heard your 
grading’? °% “As your various correspondents have pointed out 


in ‘their letters, there has been a wholesale grading of hospital 


medical anid surgical honorary staff into-.the status of senior 
hospital medical officer. © But in none of the letters in our 
medical journals or the lay. press have I seen, stated the criteria 
upon which these grading committees haver assessed us. Have 
these committees acted upon the honorary appointments that 
we hold at hospitals—large, small, teaching, or otherwise ? 
Is it by personal knowledge, ‘secret infGrmation, gained by 
hearsay, or by the fact that they have been, told that a. given 
number of specialists may be allotted to a given ‘area, and the 
names are drawn out of a hat? ; ' 

-I am a member of the house committee of. a’ small‘ hospital, 
and am also on the medical advisory committee to the same 
group hospital management committee, yet I know that we 
have not been asked to supply’ the board with any information 
concerning the status or professional career of any member 
of our. honorary staff or of other hospital staffs in the group. 
So-upon what source other: than reference to the Medical 
Directory has the board’s grading committee secured its inform- 
ation as to our worthiness for future designation as, a specialist 


_ or otherwise ? 


From what,I have gathered ‘from talking to my friends, the 
possession of a specialist . qualification, being in consulting 
practice. or holding a hospital job is no guarantee that one is 
to be designated or treated as a specialist’ or consultant after 
grading. . , 3 

The chairman, who is also the senior surgeon of one of my 
hospitals, has been designated an S.H.M.O.; he is also a 
Harley Street consultant. In one Metropolitan regional sector 
I attend one clinic, seeing out-patients and performing minor 
-specialist operations, yet I am not graded in specialist rank 


‘at all; but my anaesthetist, who only holds that sessional 


appointment in the region to give me anaesthetics, has been 
graded consultant. ‘ 

Sorting out the appeals must be a whole-time job. 
mess the profession is in !—I am, etc., - 


What a 


ERS. 
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: Glasses in Three Weeks 


SikR—Here is an aspect of the National Health Service which 
probably is only one of many. A patient went to an optician 
working under the N.H.S., was examined, and spectacles were 
advised. ` She was told that she would have to wait for from 
six to nine months. She was, however, told that if she had them 
privately she could be supplied sooner, and in fact she had 
them in three weeks at a Cost of £5. Is there no end to these 

_iniquities ?—I am, etc., Mo 


London, N.W:11, L. S. WooLF. 
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‘ Appointment of Consultants $ 


Sır —May a general practitioner who did not join the, Health 
Service, and who thus cam still observe events from a strictly 
professional viewpoint, protest against the constructive dis- 
missal of consultants from their status_im the local hospital. It 
may be asserted that this is inevitable under the appointments 
system of the regional board, but this is burking the issue. 

Before replacing highly skilled workmen, any new proprietor 
would. one would think, scrutinize the present members -of the 
staff and go give continuity as far as possible by honouring 
previous contracts.. If changes were necessary they would be 
made on a determined and known basic standard. What is 
the standard on which changes are made which will’ result in 
‘the deBeadation of men who have held responsible positions as 
consultants for many years and who are now apparently unfit 
for the. posts? The public, on whose behalf these men are 
disparaged, will, feel uneasy at the appareft absence of a set 


appellant having the right to appear in person and call witnesses, standard, and this may, give some grounds for-the impression 


. —I am, etc; - 


a ` 


= 


- _ SENIOR HOSPITAL MEDICAL OFFICER; 


many people have already received that justice, has not been 
done, oo 
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Personality, education, diligence, knowledge, and clinical 
ability are conceded to the local consultants. Against this the 
appointing committee has no personal knowledge, as the old 
idea of interview has been abandoned, and the committee js 
probably a hundred miles away, out of reach of local opinion. 
As individual doctors these selectors would hesitate to risk a 


patient’s life by prescribing by post; there seems no more - 


justification for their actions here, with a ‘professional life at 


r 


stake.—I am, etc., 
Bournemouth. 


P P. McKinney. 


The Maternity Service 
Sir,~-I have received my copy of the statement issued by 


the Standing Maternity and Midwifery Advisory Committee of ‘ 


the Central Health Services Council (Supplement, Aug. 6, p. 74). 
It only confirms the gross defect in the maternity medical 
service scheme, which was obvious before it began to operate. 

The conscientious family doctor who joined the Service has 
continued to do his maternity work exactly’as before. On 
the other hand, it seems (vide Supplement, April 23, p. 248), 
some doctors have booked far more cases than before with the 
deliberate intention of doing the minimum of work for the 
maximum number of flat-rate fees. They have made a racket 
of the thing. This is not surprising; the regulations invite it. 

Now comes this circular, with open encouragement for the 
racketeers, and a threat for the good G.P. obstetrician. Hands 
off! We are not to pretend that we are in charge of our 
patients. We are the least essential members of a team. 

I shall continue to tell my patients that the maternity scheme 
entitles them to engage me for their confinements if they wish. 
Being engaged, I shall “accept full responsibility for the ante- 
natal care, the labour, and the lying-in period.” If I am thrown 

_out of the maternity service for this I shall be delighted— 
I am, etc., : 
Cambridge. ° H. R. YOUNGMAN. 


*, The Secretary of the Association writes : The General 
Medical Services Committee has dissociated itself from’ the 
contents of this circular and has asked the Ministry of Health 
to receive a deputation on the subject. 


POINTS FROM LETTERS 


Income Reduced ; 


Dr. R. H. A. Ritcuir (Sutton, Surrey) writes: After the first year ' 


of N.H.S. I am one of a large majority of G.P.s whose income 


has been substantially reduced as a result of the scheme. None of: 


us can continue long under these conditions. What is the B.M.A. 
doing about this-state of affairs ? It is galling to find that dentists 
are in clover. And who are of the greater value to the community, 
G.P.s or dentists ? 


- `, Allowance for Telephone Calls l 

Dr. THoMas LEVEN (Irvine, Ayrshire) writes: Since the introduction 
of the National Health Service most hospitals have found it necessary 
to introduce an, appointments system, which places upon the general 
practitioner the necessity of telephoning hospitals to make such 
appointments for patients who require examination by consultants or 
Specialists. In the case of country and other practitioners who are 
some distance from suitable hospitals this duty involves considerable 
expense, which in my view is not adequately covered by the capitation 
fee. I request that the British Medical Association urge—nay, 


demand—that the Minister of Health and the Department of Health . 


for Scotland accept the financial responsibilities of such calls, either 
by allowing their hospitals to accept reversed charges for legitimate 
calls or by-an allowance for telephone calls to all practitioners on the 
same principle as the Mileage Fund... . 


Universal Health ‘Service 


Dr. JOHN DeBary (London, E.5) writes: A patient calléd to see me 
to-day with the following story. She was staying in Nice, and had 
a fall on the beach, as a result of which she hurt her varicose leg. 
She called a French doctor, who applied a dressing and 
bandage. His bill was 23s. She asked me if there was any Means of 


‘obtaining a refund of this fee from the N.H.S. Whatever next ? 


— 





> m 


s Ty d ay 
Correction.—The Medical Practices Committee states that in the 
amended Schedule 2 of its Survey of General Practice (Supplement, 
Aug. 20, p..93) Mildenwall should be spelt as here, and not 
Mildenhall. ` ae 
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H.M. Forces Appointments 
demi ea eee 


ROYAL NAVY 
ROYAL NAVAL VOLUNTEER RESERVE 


Surgeon Lieutenant G.,R. Kershaw to be Surgeon Lieutenant- 
Commander. : : 
Temporary Acting Surgeon Lieutenant-Commander A. J. Ward 
has been transferred to List I of the Permanent R.N.V.R., in the 
rank of Surgeon Lieutenant. : 
ARMY 


Colonel W. D. Anderton, M.C., late R.A.M.C., has retired on 
retired pay, and has been granted the honorary rank of Brigadier. 


ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonel J. M. MacKenzie, C.B.E., M.C., has retired 
on retired pay, and has been granted the honorary rank of Brigadier. 
Lieutenant-Colonel J. F, Shepherd, M.B.E. I.M.S., retired, Retired 
and Re-employed, has ceased to be re-employed in the rank of 





- Colonel as a Consultant, reverted to retired pay, and has been 


granted the honorary rank of Colcnel 

Lieutenant-Colonel R. D. Davy, O.B.E., M.C., has retired on retired 
pay and has been granted the honorary rank of Colonel. ` 

Majors W., F. Hooton, R. M. Henderson, and J. C. Scott, from 
Short Service (Specidlist) Commissions, to be Majors. 

Major J. Walsh has retired on retired pay on account of disability. 
(Substituted for the notification in a Supplement to the London 
Gazette dated June 14.) 

Short Service Commission, Specialist.—Major R.: T. Fletcher, 
M.B.E., has retired, receiving a, gratuity. 

Temporary Commission —Major H. Jacques, M.C., has relinquished 
his commission, retaining the rank of Major. 


REGULAR ARMY RESERVE OF OFFICERS 


Colonel:H. C. D. Rankin, C.I.E., O.B.E., late R.A.M.C., having 
exceeded the age limit for liability:to recall, has ceased to belong to 
e PADO, and has been granted the honorary. rank of Major- 

eneral. 

Colonel E. P. Allman-Smith, O.B.E., M.C., late R.A.M.C,, having 
exceeded the age limit for liability to recall, has ceased to belong 
to the R.A.R.O. so z ' 
RoYAL ArMY MEDICAL Corps 

Major R. W. Chapman, having.exceeded the age limit for liability 
to recall, has ceased to belong to the R.A.R.O., and has been granted 


- the honorary rank of Lieutenant-Colonel. 


Major S. P. Wilson, T.D., having exceeded the age limit for 
liability to recall, has ceased to belong to the Reserve of Officers. 

Captain (Honorary Major) C. G. Harper, having exceeded the age 
aa for liability to recall, has ceased to belong to the Reserve of 

cers. i 

Captain and Brevet Major J. S. Sloper, O.B.E., having exceeded the 
age limit for liability to recall, has ceased to belong to the R.A.R.O. 
and has been granted the honorary rank of Colonel. 

Captains and Brevet Majors R. Č. Aitchison, F. H. Woods, G. H. 
Wood, E. J. Mannix, M. McGee Russell, H. J. Davidson, M.C., and 
C. W. Sparks, M.C., having exceeded the age limit for liability to 
recall, have ceased to belong to the R.A.R.O., and have been granted 
the honorary rank of j 


? 


Major. 

Captains-and Brevet Majors J. W. Cannon, A. G. P. Hardwick, 
M.C., H. Mitchell, and G. Fleming, having exceeded the age limit for 
liability to recall, have ceased to belong to’ the R.A.R.O. 

Captain H. L. G. Hughes, C.B.E., D.S.O., M.C., having exceeded 
the ‘age limit for liability to recall, has ceased to belong to the 
R.A.R.O., and has been granted the honorary rank of Brigadier. 

Captain T. E. Osmond, having exceeded the age limit for liability 
to recall, has ceased to belong to the R.A.R.O,, and has been granted 
the honorary rank of Colonel. 

Captains C. J. O'Reilly, D.S.O., W. D. Whamond, A. G. Hender- 
son, and G. Marshall, having exceeded the age limit for liability to 
recall, have ceased to belong to the R.A.R.O., and have been granted 
the honorary rank of Lieutenant-Colonel. 

Captains G. D. Robertson, R. J. S. McDowall, H. A. Crouch, 
O.B.E., M.C., I. Aubrey, M.B.E., M.C., D. A. D. Kennedy, M.C. 
and P. Reid, having exceeded the age limit for liability to recall, 
have ceased to belong to the R.A.R.O., and have been granted the 
honorary rank of Major. - 


TERRITORIAL ARMY 


RoyaL ArMy MEDICAL Corrs 
Major (Temporary Lieutenant-Colonel) A. G. Henderson, Reserve - 
of Officers, has relinquished his T.A. Commission. 
Captain R. F. Guymer, from T.A.R.O. to be Major, and has. 
been granted the acting rank of Colonel. f 
Major S. P. Wilson, T.D., has relinquished his commission. 
Captain C. J. Wells, M.B.E., to be Major. 


TERRITORIAL ARMY RESERVE OF -OFFICERS : RoyaL ARMY MEDICAL 
Corrs’ 


Major (Acting Lieutenant-Colonel) J. B. Forsyth, T.D., from 
Active List, to be Major, relinquishing the acting rank of Lieutenant- 
Colonel, and has been granted the honorary rank of Colonel. 


~ 


» Officers, Superscale Grade B, Federation of Malaya; 
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H.M. FORCES tan ve 


Majors T. F. Lalor and ‘A. W. Forrest, ‘from Active List, to be .: 


Majors. | 


“Captain (acting Major) I. c. Campbell, from ‘Active List, to be: 


Captain, relhoqushiag the acting rank of Major. 
i ROYAL AIR FORCE. oo 


Gzip Captain L. C, Palmer-Jones bas retired at his own request. a 


Group Captain . White has retired on account of medical 
unfitness for Air Force service. 

Wing Commander P. J. McNally to be Group Cap‘ain. 

Squadron Leaders J. F. McGovern, L. S. Everett, E 
and H. O’B. Howat to be Wing Commanders. 

‘Flight Lieutenant S. C: Farman ‚has been transferred, to the 
Reserve, class D, retaining the rank of Squadron Leader. 

To be Squadron Leaders : 
McNabb. 

* Flight, Lieutenants D. S. Grant, W. O. Davies, and J. M. Fagan 
to be Squadron Leaders, 

Flying Officer P. H. Moore to be Squadron Leader. 


ROYAL AR FORCE VOLUNTEER RESERVE 


Squadron Leader C.H. Levick has relinquished his commission on 
appointment to the reconstituted R.A.F.V.R., retaining the rank of 
Wing Commander. 

Squadron Leaders J. A.. Chalmers and P. R. Kemp have relin- 

quished their commissions on appointment ” to the. reconstituted 
RAAF. retaining their rank. 


Flight Lieutenant:G. O. Horne has relinquished his commission on` 
appointment ‘to the reconstituted R.A.A.F., retaining the rank of ' 


Squadron Leader. 

Flight «Lieutenants D. St. C. L.: Henderson: and H. E. W. 
Hardenberg have relinquished their commissions on .appointment to 
the reconstituted R.A.F.V.R., retaining the rank of Squadron Leader. 

Flight Lieutenant W. Lyons has relinquished his commission, 


i retaining , the rank of Squadron Leader. 


7 WOMEN'S FORCES: . 
EMPLOYED WITH THE MEDICAL BRANCH OF THE R.A.F. 


Flight Lieutenant A. M. O'Riordan has relinquished her commis- 
sion, retaining the rank of. Squadron Leader. ` 


INDIAN MEDICAL SERVICE 


Colonel J. G. McCann has retired, i 

' Lieutenant-Colonels W. H. Crichton, C.LE. A. H. Barzilay, R I. 
Reid, F. C. Jackson, W. P. Lappin, O.B.E., and M: K. Bryce have 
retired and have been granted the honorary rank of Colonel, 

Lieutenant-Colonels a S, Fitch, O.B.E. J. O’Neill, D. McCarthy. 
R. J. Jarvie, W. Scott, W aT: Taylor, O.B.E., and M. M. Mansfield 


have retired. . 
L.. Mewton, O.B.E., 


Major (War Substantive Lieutenant-Colonel) LL 
has retired, and has been granted the honorary rank of Colonel. 

g Maes D. D. Birdwood, M.C., rh 3 Michelson, P. W. Kent, 

H. Cooper, R. M. McCullough, J ‘ M. Whitbread, F. W. 
Seddon O.B-E., .§.. H. Heard, M.B.E., WW. S. Hacon, H. 5 T. 
MacFetridge, D.S.O., H. © Rogers, J. F. A. Forster, M.B.E. E. L. 
Wilson, J. P. O'Riordan, D F. Eastcott; and J. M. M. 
pee sand | have been granted the honorary” rank of Lieutenant- 

olone 

Majors W. D. P. Griggs, J. J. Woodward, M.B.E., P.M. Kirkwood, 
M.B.E., and H. V. Morris -have retired. 

Major R. O. Yerbury has relinquished his commission .on 
appointment to a permanent commission in the R.A.F. 


COLONIAL MEDICAL SERVICE 


The following appointments have been announced: P. H. Canham, 
M.B., Lady Medical Officer, ao Coast: J. A. Gemmell. M:B., 
Lady Medica] Officer, Aden 3 R. MacNaughton, M.B., Medir- 
V Nyasaland; G. Shinn MRCS. D:T.M., and K. J. Covell. 
Officer (African) Gold Coast; W. S. Kulesza, M.B:, Medical Officer, 
St. Vincent; W. Wolyncewicz, M-B.. District "Medical Officer, 
Grenada; P. G. Currid; M.B.. D.PH., Administrative Meédica] 
Officer, Superscalé Grade A, Federation of Malaya; W. C. B. 
Harrison, L.R.C.S.J., D.P.H., Senior Medical Officer,- Northern 
Rhodesia; N. E. W. Anderson, M.B., D.P.H., DT.M&H, G.M. M. 
Menzies, M.B., and F.-L. G. Selby, FRCS, Assistant Directors 
of Medical Services, Nigeria; G? I. H. Braine, M.B., -D.T:M.&H.., 
and J. E. McMahon, M.B., D-T.M:&H.., Administrative, Medical 

: an 
M.B., D.T.M., Medical Officer, Grade A, Trinidad; D. H. Vollet, 
M.B., Ch.B., Director of Medical, Services, Basutoland. 


U 








' TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- ; 
stood to require employees to be members of à trade’ union 


or other Organization : 
Metropolitan Borough Councils.—Fulham, Hackney, Poplar. 
Non-County Borough Councils —Dartford, Wallsend. 
‘Urban District Councils——Denton, ‘Droylsden, ‘Houghton-le- 
‘Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
7 4 “i 


E..W.R. Fairley, B 


A, L. Knipe, H. O’B. Howat, and L. V.. 


Drew have ; 


Medical Officers. Tanganyika: H. S. "Bannerman. M.B.. Medical - 


i Adler, A.: Guiding Human Misfits: Second edition. 


B:M.A. LIBRARY 
The following books have been added to the Library: 


1948. 
Advances in Genetics: Yol: 1—1947 and Vol. 2—1948.. 
Allen, A. C.: Atlas of Medical Diseases of the Kidney. 1947. 
Anderson, D. G., and Keefer, C.'S.: Therapeutic, Value of Penicillin : 
A Study of 10, 000 Cases. ‘1948. 
Anomaly: The Invert and His Social Adjustment. 


Second edition. 


Barach, A. L.: Physiologic Therapy in Respiratory Diseases. Second 
edition. 1 1948, 

Bastos Mora, F.: Cirugia de ae Pardlisis Espdsticas. 1948. 

Behrman, H. E ‘and Levin, Your Skin and Its Care. 1948. 


Berg, H.: Wetter und m helten. 1948. 

Bloom, W. (Editor): Histopathology of Irradiation from ‘External 
and Internal P 1948, 

Bullough, W. S.: Practical Zoological LJustrations : 
(a collection of plates). 1948. 

Congress, Third American, on Obstetrics and Gynecology: Trans- 
actions, Sept. 8-12, 1947. 1948. 


Invertebrates 


_ Congress, International, of Obstetricians and Gynaecologists, Dublin, 


— 


. Hertzberg, G.: 


Stevenson, R. 
i 949 


-Tournay, R., and.Wallois, P.: Les Yarices de la Grossesse. 


July 7-11, 1947: Transactions. 1949 


. Congress, Fourth International on Tropical Medicine and Malaria, 


Washington; May 10-18, 194 

Critchley, M.: Sir William Gowers 1845-1915: 
Appreciation. 1949, . 

Current Therapy, 1949: Edited by Howard F. Conn. 194 9. 

Behr H. A:: Shock and Allied Forms of Failure of the Circulation, 

9. 

Debrunner, H.: Lumbalgien. 2 Auflage. 1948. t 

Entretiens de Bichat 1948: Chirur gie-Spécialités. 1948. , 

Entretiens de Bichat 1948: Medecine: 1948. >` ' 

Farquharson, E. L.: Illustrations of Surgical Treatment: instruments 
and appliances. Third edition. 1949. , 

Feyrter, F.: Uber Neurome und Neurofibromatose, nach Unter- 
suchungen am menschlichen Magendarmschlauch. 1948. 

Gates, R. R:: Human Ancestry. 1948. 

Grenet, H.: Conférences Cliniques de Médecine infantile: Troisième 
série. Troisième édition. 1949. 

Gross, M., and Greenberg, L. A.: The Salicylates. 1948. 

Hall, 5. B:: Psychological Aspects of Clinica] Medicine. 


1948. 
A Bio graphical 


: Proceedings. Two volumes. 


1949. 

The Achievements of B.C.G. Vaccination. 1948. 

Hutchison, Sir R., and Hunter, D.: Clinical Methods. Twelfth 
edition. 1949, 

Keefer, C. S., and Hewitt, C. S.: Therapeutic Value of Streptomycin: 
A Stud dy of 3,000 cases. 1948. i 

Kemp, W. N.: -Elementary Anesthesia. 1948. . 

Keynes, G. ditor): Blood Transfusion. 1949, 

ac ai : Outline of Arabic Contributions to Medicine. 


1949, 
1948. 


6 
Lavoine: L’Anesthésie du Cyclopropane. 
Lian, C. (Editor): Médecine Pratique. ; 
Lull, C. B., an ‘Hingson, R. A.: Control of Pain in Childbirth. 
Third ae 1948. : 
Macalpine, J. B : Cystoscopy and Urography. Third edition. 1949. 
Marini, P.: Methodenlehre der therapeutisch-klinischen Forschung. 


Moore, Dom T. V.: Driving Forces of Human Nature and Their 
Adjustment. 1948. 

Naranjov, P.: El.Sistema a r 1948. 

Ogilvie, Sir H., and Thomson, W. A. R. (Editors): Minor Surgery 
{“ e Practitioner ” Booklets). Second edition. 1949. 

Paraf, J.: Etudes Cliniques sur la Tuberculose. 1948. 

Portié, J. F.: Essai d’ Exploration Humaine. 1947. 

Rainer, F. J., and Tudor, A.: L’Oeuvre Scientifique. Three volumes. 


Rainer, F. J.: In Amnura (1874-1944). 1946. 

‘Rainer. F. 7 i and Tudor, 4.: Le Métopisme chez les Roumains et 
en Général. 1946. 

Ribeiro, E. B.: A Penicilina por'via Arterial nas Osteomielites. 1947. 

Riese, J.: Akute äussere Prozesse. 1948. 

Schafer’s Essentials ~ Histology. Fifteenth edition edited by H. M. 
-Carleton and E. Leach. 1949 

Sciuto, J. A.: Ed Clínico del Bafisema Pulmonar. 1947. 

Simonnet, H.: L’Oeuvre de Louis Pasteur. T. 

Sourdiile, M.: Traitement Sure de l"Otospongiose. 1948. 


Squirru, C. M. Galea, M. B., and Bianchi, H. D.: La Penicilina en 


Cirugia Magio Faad 1946. 
„ and Guthrie, D.: History of Oto-latyngology. 


La Pénicilline “en Oto-rhino- 


1947. 
1948. 
1948. . 


1948. 
Das Gesundheitswesen in der 


Terracol, J., and Lapouge, J.: 
laryngologie. 1947, 

Tosatti, E.: Le Infiltrazioni del Simpatico. 2a edizione. 

Trojan, F.: ‘Der Ausdruck von. Stimme und Sprache. 

Ulrici, H.: Der praktische Arzt und die Tuberkulose., 

Vogler, 8P., and Basen Oe, G.: 
Bauplanung ‘Berlins. 1948. 

Waldhecker, M.: Das Ekg-ABC. 1948. 

Wanke, R.: ‘Pathologische Physiologie der: frigchen pesshleseencti 
Hirnverletzung. 1948, 

Wormser, P.: Die Reaktion der Pupille auf: “Myddiatica nach Unter- 
brechung der sympathischen Pupillenbabn. 1948. 

Yeremitch, R.: A Prolo fy a of Serbian Medical Literature. 
1757-1918 {in Serbian). 1947. 


I 
b 


` 


4 


122 AUG. 27, 1949 


ASSOCIATION NOTICES 


SUPPLEMENT To THE 
BRITISH MEDICAL JOURNAL 





Association Notices 





TUBERCULOSIS. AND DISEASES OF THE CHEST 
GROUP : 


The inaugural meeting of the Tuberculosis and Diseases of the | ~ 


Chest Group of the Association, whose formation was approved 
by the Council on June 27, 1949, will be held at B.M.A. House 
on Friday, Sept. 23, 1949, at 2 p.m. i . i 

All those interested in this new group are invited to attend. 
Application forms for membership of the group’ may be 
obtained from the Secretary, B.M.A. House, or will be available 
at the: meeting. 

; 


AREAS: OF HOLLAND AND LINCOLN DIVISIONS 


The Council has transferred thé following areas from the 
Lincoln Division to the Holland Division: - 


Urban District of Skegness. 

That part of the R.D. of Spilsby comprising the Civil 
Parishes of Wainfleet All Saints, Friskney, Stickney, Croft, 
New Leake, Eastville. : Ss 

ce CHARLES HILL, 
l Secretary. 
PRIZES FOR MEDICAL STUDENTS, 1950 ‘ 
The Council of the British Medical Aésociation’ is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted in open competition. 

The subject of the essays shall be “Clinical Teaching in 
Relation to the Practice of Medicine.”. ) 

The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prizes 
due regard will be given to evidence of personal observation. 
No study or, essay that has previously appeared in the medical 
press or elsewhere will be considered eligible for a prize. Any 
Medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the, time of’ 
submission of the essay is eligible to compete for a prize. 

‘If any question arises in reference as to the eligibility of 
a candidate or the admissibility of his or hér essay, the decision 
of the Council of the British Medical Association shall be 
final. In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number 


of essays received. Should the Council decide that no essay y 


entered is of sufficient merit, no awards will be made. 

Each essay: must be typewritten or legibly written in the’ 
English. language, on one side of the paper only, must be 
unsigned, and- must be accompanied by a form of application 
which can be obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 
Association not later than Dec. 31, 1949. Inquiries relative to 
the prizes should be addressed to the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.1. 


CHARLES HILL; 
Se Secretary. 


1 . t 


NATHANIEL BISHOP HARMAN PRIZE 


The, Council of the British Medical Association is prepared : to 
consider the award of the Nathaniel Bishop Harman Prize in the year 
1950. The value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic observation and reséarch 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools. It will be awarded for the 
best essay submitted in open competition. The work submitted must 
include personal observations and experiences collected by the 
candidate in the course of his practice. A high order of excellence 
will be required. No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considere 
for the prize. | i 

Any registered medical practitioner who is a consultant member 
of the staff. or senior hospital medical officer of a hospital in Great 
Britain or N, Ireland and is not attached to a recognized medical 
school is eligible.to compete. If any question arises in reference to 
the eligibility of a candidate or the admissibility of his essay the 
decision of the Council shall be final. 


eligible - 


Should the Council of the Association decide that no essay sub- 
mitted is of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this event the money value of the prize on -the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. : 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate Section of the Annual Meeting 
.of the Association. Each essay must be typewritten or printed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a sealed envelope bearing only the motto 
on the outside. ` , 

The title of the' proposed essay and the motto should also be 
notified in writing to the Secretary by Dec. 1, 1949, on a form to be 
obtained- from the Secretary. -Essays must be forwarded to reach 
the Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1, not later than March 31, 1950. The prize 
will be,awarded at the Annual Meeting of the Association to be held 


‘in 1950. Inquiries relative to the prize should be addressed to the 
Secretary. i 
Diary of Central- Meetings 
AUGUST 
31 Wed General Medical Services Committee, 11 a.m. ° 
SEPTEMBER 
9 Fri. Joint Committee on Fees for Part-time Work under 
oe oi Local Authorities, 2 p.m. a 
13 Tues. Proprietary Medicines Committee, 11 a.m. 
14 Wed Rural Practitioners’ Subcommittee, 11 a.m. 
15 Thurs. General Medical Services Committee, 11 a.m. 
16 Fri. Committee on Psychiatry and the Law, 2 p.m: 
l OCTOBER 
5 Wed. Joint Committee of British Medical Association and 


' National Veterinary Medical Association, 2.30 p.m. 


Meetings of Branches and Divisions 
`Y s ` = 
SOUTH-EASTERN COUNTIES DIVISION 


A meeting of the Division was held at St. Boswells on July 3. 
After Dr. Glover had, giyen a report of the Association’s Annual 
Meeting at Harrogate, the meeting discussed the constitution of the 
local medical committee. It was decided that the committee should 
consist of five members from Roxburghshire, five from Berwickshire, 
five from Selkirkshire, two medical superintendents from Peel and 
Dingleton, and the medical -officer of. health of each of the three 
counties. Seven members should constitute a quorum. Any practi- 
tioner could be co-opted for special reasons. The committee should 
issue an annual report. Dr. Glover proposed that the old committee 
be-re-elected, and the motion was carried. P . 


SUFFOLK BRANCH 


' The Annual Meeting of the Suffolk Branch was held at Bury St. 
Edmunds on July 14, with the president, Mr. F. R. Stansfield, in.the 
chair and 33 members present. 
The report for the year 1948-9 was unanimously approved. The 
meeting also approved the establishment of a contingency fund in 
“place of the local levy fund referred to in the report. A vote of 
thanks to Dr. R. A. Leader, who had audited the Branch accounts, 
was passed. Mr. Stansfield, the retiring President, then formally 
introduced Mr. D. J. P. O’Meara as president for the year 1949-50. 
The new president took the chair, and was invested with the chain 
of office. Mr. G. F. Langley, who had: been elected by the Branch 
Council to continue as honorary secretary and treasurer, was then 
invested with the secretary’s badge of office. Dr. R. A. Leader and 
Dr. H. Roger were elected as public health representatives to serve 
on the Branch Council. = 
Mr. O’Meara then introduced: Mr. M. W. Bulman, who gave an 
address on “ The New Look in Obstetrics.” He said that fear was 
often responsible for pain in labour in the absence of gross physical 
defect, and that labour could be postponed by psychological reactions, 
so that postmaturity, inertia, and delay in the first stage.of labour 
often resulted from the subconscious desire to postpone the feared 
events. Shock without severe haemorrhage might be initiated by fear. 
Lactation had recently been investigated by Peterson in cows, and he 
had: found that peaceful surroundings, one attendant, and a regular 
milking “routine, with milking more frequently than twice daily, 
benefited the cow and increased the quantity of milk. Applying this 
to infant feeding. Mr. Bulman suggested that- sometimes it was desir- 
able to allow the fractious ‘child to feed more frequently than at the 
customary three- or four-hourly intervals. .The mother and ‘child 
should be a “ biological unit,” which would eventually settle down to 
a routine beneficial to both. . 
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' both as regards withdrawal of service and the economic support 
Corr espondence which would be essential if that service is withdrawn, and we 


are afforded the full protection of the Trades Disputes Act, 
' 1906, we are rendered materially impotent in our negotiations 
Freedom of the Citizen with the Government.” 

Sir,—There is a more disturbing aspect about the method of TOE ROUWE 10) the problem. posed: by tie Consett 
deciding which Territorial officers should be embodied that Division. The sooner we rid ourselves of the idea that trade 
your correspondents, “ Lieut.-Col., R.A.M.C.” (Supplement, “tions are organized primarily for the benefit of one type of 
July 16, p. 51) and “ Not to be: Binbodied 35 (August 20, p. 98), worker, or one particular political party, the better. It AS 
do not mention. Perhaps they are not aware of it,’ The, time that we, acknowledged that we, too, are workers, or wage- 
Ministry of Health is asking local executive councils to make earners, in the full sense of the word. Let us organize ourselves 
this decision. These councils may, but-are not forced to, consult @°°OF dingly—I am, etc., 





the local medical committee. Our professional degradation is London, W.6. l Pr AOSERIELD; 
such that, after being trusted in two wars to manage our own ~ . : 

recruiting and, I think, having justified that trust, the stiil Fifty-five Committees ; 
existing medical machinery if being by-passed. In fairness to SIR, —I have just been reading the Supplement of August 20 in 


the public, the profession, and to individuals local medical which is given the lay-out of fifty-five committees of the B.M.A. 
committees must not operate any procedure that’ has been which’ will take a hand in the Management of the nation’s 
initiated by the Ministry of Health without negotiation with the health. It is incredible that any of us ever lived for, more’ than 
profession. | a few weeks up to July 5, 1948, and more incredible still that 

It is possible that in the case of your two correspondents the span of life lengthened as the years swept by. I feel much 
their local medical:committees by their veto are simply register- alarmed about what will happen to us now that the B.M.A. 
ing their dissatisfaction with what is happening. That is an’ has become a department of State Health and formed its fifty- 
understandable though, I believe, a mistaken action.—I am, etc., five committees. Fifty-five committees determined to do their 

Wolverhampton. ROBERT S. V. MARSHALL. stuf should produce something, if only they producė chaos 
and make the profession’s life a misery—they will certainly 
not produce health. 

I was once told of a place in the Cascara Mountains where 
the inhabitants were so healthy that a centenarian had to be 
killed in order to start a cemetery; history didn’t say how 
: : many if any committees were formed to put over the cemetery 
A Medical Trade Union ` idea or to kill the old man. Pity ! 

Sm,—Dr. B. S. Alderson (Supplement, August 20, p. 98) urges With the already established State committees plus fifty- 
on behalf of the Consett Division that “the profession should five B.M.A. committees I feel that we should complete the 
make a very earnest attempt to co-ordinate the action of all Plan and form a fifty-sixth to arrange for the abolition of 
doctors.” The, Division suggests the introduction of a fighting cemeteries and a fifty-seventh to co-ordinate the workings of 
fund ; subscribers to forfeit their subscriptions if they fail to the fifty-six. ; f 
adhere to the policy adopted by majority vote. While I agree The Englishman is notorious or famous for his sense of 
with the necessity for co-ordinated action by the profession, J humour and being able to laugh at himself; the medical pro- 
do not believe that the solution is by a fighting fund. Defence fession—particularly the naturally established specialist and 
trusts, medical guilds, fighting funds—call them what you will— consultant—now has the greatest opportunity for proving this 
are powerless to settle the problem of achieving united action mooted characteristic to be a fact. I regret to say that I 
unless they have statutory authority and legal power behind have never seen anything funny in what has happened and is 
them. happening to both doctor and patient, but I fell off my chair 

I submit, Sir, that the solution is the pe a ai formation with Jaughter over the Parliamentary Elections Committee of 
of a trade union. It is essential that the members of the the B.M.A.—I am, etc., 


*,“The Secretary of the Association writes : The Ministry has 
been informed that it would have been appropriate for prior 
consultation to have taken place with the Association before 
this circular was issued. We are awaiting the Ministry’s reply. 


profession be educated to the advantages of their joining a St. Osyth. ’ R. E. CLARKE. 
trade union recogoized by, and affliated to, the Trades Union _ 
Congress. In a letter from Dr. J. A. Gorsky (Supplement, Qualifications of Specialists 


April 16, p. 235) the whole position of trade unionism as it Sir—Allow me to endorse the views expressed by your 


concerns the medical profession was lucidly TERRE a correspondent “ Sic Vos Non Vobis ” (Supplement, August 20, 
leiter appears {T0 have aroused I or no: comment pa gi . 96). At the same time I think there should be an inter- 
that it merits the close study of the Consett Division, and o mediate prade—that of junior consultant—for those who, 


all Divisions concerned with this vital problem. Dr. Gorsky having spent many years in a specialty, have the xperience but 
gives the aims of trade unionism as defined by the Webbs: who may not possess the prescribed qualifications or senior 


“A trade union as we understand the term is a continuous appointment. We are all familiar with people who only 
association of wage-earners for the purpose of maintaining or « shine ”*at examinations !—I am, etc., 


improving the conditions of their employment. ° The purpose 


: D. A. Herp. 
of the trade union is the protection of the standard of re Leeds, . 
that is to say, the organized resistance to any innovation likely : f i tafi 
to tend to the degradation of the wage-earners.™ Dr. Gorsky ` : Grading ss Hosp tal S 
goes on to say: “Trade unionism should encourage a com- Sm,—The grading of specialists has produced an enormous 


munity of interest between employer and employee, even if the amount of indignation and resentment, and-.this’ if properly 
employer is the State and the employee the doctor: Unless applied should be enough to sweep away the whole system, 
we possess legal powers analogous to none of a trade union, which is professionally impossible and often insulting. But 


. | | H l 2328 
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the specialists, like wounded Caesar, quite reády to defend 
themselves against Cassius and his like, find their arm nerveless 
when they discern that it is Brutus who wields the fatal dagger. 
However, a lot of water has flowed down the Tiber, since 
Caesar’s time and we should not be so readily overwhelmed. 
There will always be a Brutus, and some of us consider that he 
has been rather overactive in our affairs of late. 

The remedy is‘simple : “ For Brutus is an honourable man.” 
All that is needed is that we should regard our fellow men as 
fully adult. Fortunately it is not necessary, or even desirable, 
to believe this to be true; it is sufficient to accept it as a good 
working rule. We do not ‘need nursery governesses and school- 
masters, with their itch to take our affairs out of our poor 
fumbling hands, and their stern judgments, punishments, ‘and 
_ awards from which there is no appeal. 

We do need a medical Bill of Rights so that no man shall sit 
in judgment on his colleagues who have committed no crime 
without their individual desire and consent. We also have a 


CORR TSEONDENTE 


duty to see that in certification and reports there is appeal to 


a final authority whose incóme. and tenure are not under the 
control of either party to the dispute. =l am, etc., 


Stone, Staffordshire. B. R. SWORN. 


p? 


- i 


Discount on Drugs 


Sir,—Prior ‘to the introduction of the National Health Ser- 
vice the wholesale drug houses gave the dispensing doctor a 
discount of 10% but gave the chemist 30%. The explanation 
given for this favoured treatment was that the chemist had 
to make his living out of his sales. The chemist now not 
only gets a dispensing fee for each item but also is able to 
buy drugs at a lower price than the value of the prescription 
as costed by the pricing bureau and hence now makes twa 
profits. . 

The Minister has ‘set his face against providing private 
patients with free medicines, and if doctors are to retain any 
‘ private patients during this time of increasing economic stress 
it can only be by keeping down the private fees. This in 
turn can only be achieved if the dispemsing doctor can buy 

- drugs at a cheaper rate than exists at the moment. 
` There can now be no justification for not extending the 30% 
discount to doctors, and I hope the contents of this letter will 
be brought before the wholesale drug trade for their immediate 
consideration.—I am, etc., 


Upminster, Essex. : f E. ANTHONY. 


ae ; . N 
*.* The Secretary of the Association writes: The General 
Medical Services Committee is discussing this point with the 
trade. 


` 
Ld 


The Maternity Service - 
Sı, —I suppose everyone agrees with the object, of the 


circular recently distributed by the Central Health ‘Services | 


- Council (Supplement, August 6, p. 74).' It is obvious that the 
quality and.quantity of midwives, will fall if in future the mid, 
wife is seldom more than a doctor’s assistant. Something 


; probably will have to be done to preserve the status and © 


numbers of midwives, but in the meantime one can hardly defy 
the facts by sending round circulars stressing the Minister’s 
hopes and: intentions in this ‘direction. 

Actually, when the Minister sponsored the N.H.S. Act he 
hoped and intended that it would make a-doctor available to 
every man, woman, and child in consideration of compulsory 
contributions. Full maternity services were included. In fact 
every service rendered by the medical practitioner was’ to 
- become a statutory right of every citizen, and, moreover, the 
‘i patient retained the right to decide his or her own requirements. 
' In the past doctors have generally been ready to attend’ women 
in labour, and many of them believed that their tecgpical - 
' assistance was an advantage to the patient. Most inteligent 


women ‘believe this, too, and usually derive much comfort’ 


and confidence from the presence of a doctor during labour 
and the early days ` of the puerperium. Their example, 
especially when seen in high. places, will probably have greater 
influence than administrative precepts. The fact that many 
women did not appreciate or could not afford medical services 


4 
r 


f 


services specified by the Minister, 


+ on whether it is technically necessary. 
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in the past is no reason why they should not enjoy them in 
future. 

No doubt the way everyone has flocked to use the. health 
services has presented the Minister with some difficult problems, 
but they cannot be solved by trying to convince people that a 
service that doctors provided for anything from five to fifty 
guineds is now not even worth having as a gift. 

When a patient books a doctor for,her confinement she is 
often far more anxious to secure his services in labour than 
anything else. Indeed, many women still do not appreciate 


the relative value of antenatal care at all and would not bother 


to consult a doctor for the two antenatal and one post-natal 
While patients have free 
choice of doctor they will encourage the doctor who is prepared 
to be there when he is wanted, irrespective of anybody’s views 
I must admit I never 
have attended the confinement of 2 Cabinet Minister’s wife, but 
I know that those for whom I am responsible appreciate my 
insistence upon the management of my own cases. I and my 
patients at any rate seem-to have been brought up to believe 
that it is part of my job, and, whether I am paid for it or 


not, I shall go on doing it~] am, etc., - 
“S ~ 


Eye, Suffolk. J. SHACKLETON BAILEY. 


` e The Secretary of the Association writes: The General 
Medical Services Committee has dissociated itself from the 


“contents of this circular and has asked the Ministry of Health 


to receive a deputation on the subject. : 


His Own Doctor 


SR, —I, should like to support Dr. A. D. Belilios’s jetter 
(Supplement, July 30, p. 68) in which he claims that doctors 
should have the right to prescribe for themselves. If any 
notice is taken of the Minister’s ruling it will be particularly 
unfair to the doctor, practising in an isolated village, ‘for it 
- will mean that he alone of all the village is denied the benefits 
of-the Health Service, while still being obliged to pay for it in 
stamps and taxation. It will also be unfair to the man who , 


_‘knows that his own treatment is the best available in the district 


(and in spite of this Government’s exaltation of mediocrity for 
its own sake there must usually be a best). Is he to be com- 
pelled to accept second best or pay for his medicines ? This 
seems very far removed from the Minister’s rosy promises, 

Even apart from these two-special cases it will be unfair to 
all general practitioners. For who will be so inconsiderate as 
to trouble a colleague with a burden he is well able to bear 
himself ?» Even if he is too ill to‘ treat himself the’G.P. will 
rely on his locum or partner just as all his ‘other patients will. 

If we are to be denied the benefits of the N.H.S. we must 
demand to-be excused any financial contribution towards it. 
The B.M.A. should also take legal advice as to whether the 
Minister is empowered to deprive any citizen of his right of 
medical attention. Failing this we must resort to trickery— 
reluctantly, but consoling our corsciénces with the thought that 
our line of action is at least less underhanded than: the 
Minister’s attempt to get something for nothing. Let us make 
arrangements to go,on a colleague’s list, but to act as -his 
deputy for purposes of treatment. Then instead of signing our 
prescriptions “John Doe,” we sign “John Doe, p.p. Richard’ 
Roe,” and get out medicine just the same. In conclusion I 
should like to ask the Minister whether he believes that we 
as a profession are dishonest, or only as hypochondriacal as 
he is trying to make the rest of the populace.—I am, etc., 


Silver End, Essex. J. W. NICHOLAS. 


i Domiciliary Midwifery. Service 
Í Sır, —In his letter concerning the domiciliary midwifery 


, service (Supplement, August 20;p. 98) Dr. Clement W. Walker 


has again drawn attention to the fact that a large section of 
the Royal College of Obstetricians and Gynaecologists un- 
doubtedly do consider that a general practitioner should not 
be permitted to practise midwifery. 

It is pertinent to inquire, in view of this opinion, why it is that 


` in these days of an ever-expanding syllabus in medical educa- 


ge 
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tion the medical student is still obliged to pass:an: examination , 


in’ obstetrics. Surely it would be sufficient for the lowly G.P. 
if he, while a student, merely’ attended a course of lectures 
with the student nurses, taking an. examination only in gynae- 
cology (which perhaps might. become part of his surgery 
- examination) ; while for those with loftier ambitions and wish- 
ing to become fit and proper persons to practise midwifery 
a postgraduate educational course leading up to an examina- 
` tion in obstetrics could be provided (or perhaps a pass in 
the final examination of the Central’ Midwives Board would 


suffice). 


` 


"at its meeting on Wednesday, August 31, 
in the next issue of the Supplement a report of this meeting and 


Lastly, : Dr. Clement Walker remarks, that the G.P. realizes 
that we are-just beginning to understand what’ norma], midwifery, 
should be like. > It is difficult to see’ just how any medical 


practitioner is.ever to know what normal midwifery should | 


be like if the only:persons who should attend a normal ‘confine- 
ment are to be midwives.—I am, etc., ; , 


C. SPENCER WHITEHOUSE. 


I 
i 4 


Birmingham, 16. : 
Clear Slums First, / 

Sir,—It must be obvious to anyone with an honest outlook 
on the National Health Service that the provision ‘of-new and 
costly buildings to house the health centres is a uyury we can 
do without at present. 

The village in which I live and practise has over 1 200 houses 
without‘ even the common decencies of their own lavatories. 
Many of these lavatories‘are situated some distance. from the 
houses and often open directly on to the public view. 

The building of a costly health centre in the midst of this will 
be an insult to ‘justice and good taste. Let us first get rid‘ of 
our’ slums and overcrowding and then we can have our ene 
centres.—I am, etc., 7 


' Queensbury, Yorks.” : R. F. O'SULLIVAN. 


REMUNERATION OF- GENERAL ` 
PRACTITIONERS Do o y 
MINISTRY INQUIRY COMPLETED ` `. 


~ It will be recalled that the Ministry of Health began an inquiry 
into*the remuneration of general practitioners working in’ the 


, National Health’ Service immediately after the close of the 
financial year, when the new Health Service had been in opera- 
‘tion. for just Under nine months. All Executive Councils ‘sub- 
mitted information about the payments made to all practitioners 
on their lists! | This inquiry has now been completed and a 
massive report tabulating all the findings has been received at 
B.M.A. Headquarters within the last few days. This document 
is to be considered by the General Medical Services Committee 
We hope to present 


an account of the Ministry’s survey. 


SECOND PAIR OF GLASSES . . 


The Minister: of Health’ has already. given general advice to, 


ophthalmic opticians “~ taking part in the ‘Supplementary 
Ophthalmic Services on the circumstances, in which more 
‘than one pair of glasses should be prescribed. 

The Minister, with the agreement of the Standing Ophthalmic 
Advisory . Committee of the Central Health Services Council, 
has decided that similar advice can properly be ‘given to 
ophthalmic medical practitioners. The following notice is 
therefore being circulated to all: ophthalmic medical 
practitioners : : ' 

“ Both on general grounds and in view of the present heavy 
excess of demands for glasses over supplies, ophthalmic medical 
practitioners are requested not to prescribe a second pair or 
further pairs -of glasses, differing in power from the, pair 


~normally to be used, unless, in the opinion of ‘the’ ophthalmic- 


medical practitioner, more than one pair is necessary for the 
- patient’s normal mode of life, and there is a presumption that 
he will wear them.” 


+ 1 


= ' 
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í | -The TEM Queue 


Doctors in East ‘Ham—on the executive council and the local 
medical ‘committee—have been making a public appeal in an 
attempt to reduce unnecessary ‘consultations at their surgeries. 
Neither ,they nor their patients, in general are unreasonable. 
The doctors themselves pay a tribute to the consideration and 


forbearance of the people of East Ham. The number of visits 


paid to patients’ homes is not much greater than it was before 
the Act came in. But for some reason surgery visits have 
increased. It is considered the “thing” to call on the doctor. 
In East Ham the average number of surgery consultations per 
doctor per week is 379. The number of doctors in the Service 
in East Ham is 31, so that this means that out of a population 
of 121,000 something like 1,700 citizens find it necessary to go 
to the surgery in a day. Many of the visits are said to be just 
for first-aid—the ‘sort of first-aid that used to be given in the 
kitchen or the bathroom. A typical instance is the boy who 
falls on the‘ path and gets some gravel rash on the knee, or the 
man who, careless with his cigarette lighter, gets a small blister 
on, the tip of his finger. Here they are, exercising their un- 
doubted right to ring the doctor’s bell, but meanwhile their 
intrusion is preventing. the doctor giving time to more urgent 
cases. l 
; The Deprived Patient 


To the ordinary impatient man, the queue,: more or less a 
wartime legacy, is an infliction, an imposition, a visible censure 


upon common-sense business administration. It is inconceivable. 


to him that many queue-ers enjoy their queue. Even—perhaps 
espécially—the queue at the doctor’s surgery. A lady of our 
acquaintance who would not touch the National Health Service 
with a pair of tongs confesses that her* visits to her private 
doctor are not what they used to be. He, too, is outside the 
Service, and has seen a sharp decline in the number of his 
patients, so that’ his waiting-room has an unaccustomed vacant 
look. When this patient visits him now, as often ds not he can 
see her at once, and she feels that she has been deprived of 
some valuable ingredient of the ritual of consultation. That 
preliminary waiting during which,she could chat with her fellow 
callers, or at all: events observe them, was helpful as a kind of 
premedication, a cocktail, a curtain-raiser. Perhaps one should 
not take a medical consultation, as one should not take one’s 
bath,‘ too precipitately ; one should linger over the prelimi- 
naries. She doubts whether her visits to the doctor are doing 
her as much good as they used to do. He is a very good doctor, 
the bestin the’ town, but in her view he needs a crowded 
waiting-room if he is to do his work properly. 








Questions Answered 








_ Mileage Allowances for Specialists ' 


Q.—I find the regulations governing the payment of mileage 
allowances to full-time hospital specialists rather confusing. 1I 
am a full-time surgeon living “ out” three miles from hospital. 
I am obliged to travel daily at least once and am on duty every 
third. twenty-four hours for emergencies; There is also domi- 
ciliary work. Am I entitled to call‘ myself a “ regular user” 


-and to. receive £52 per annum and 34d. per gnile over 2,000 


miles ? ? if not, to what am I entitled? . 


A. —As we understand paragraphs 19 (b (i) and 19 (d) of the 
terms of service the position is as follows : Whole-time hospital 
medical officers are not normally entitled to mileage in con- 
nexi®® with journeys between their residence and hospital 
where their principal duties ‘lie, and therefore the routine daily 
journeys of the officer in’ question to and from his hospital 
would not rank for mileage payment. On occasions when he 
is on call for night or emergency visits’ ‘outside his normal 
hours of duty he would be entitled to “mileage allowance in 
respect of‘any journey he is required to undertake. If the 


` 


\ 


‘Faithfull, T.: A. Handbook of 
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officer’s duties-take him outside his main hospital (e.g., for the 


purposes of visiting other hospitals or making: domiciliary visits), 
then whenever he travels (a) from his home to main hospital 
‘either before or after the “ official ” journey, (b) from his home 
direct to some place other than his main hospital in the: per- 
formance of his duties, or (c) returns direct from ‘that place to 
his home, he would be entitled to mileage allowance in respect 
of the whole journey up to a maximum of 20 miles above the 
return mileage from his main hospital to the place visited. The 
effect in such cases is to restrict the payment of mileage in 
respect of home-hospital journeys to a radius of 10 miles, 
and the payment for this part of the journey is 14d. per mile 
less than the usual mileage rate. The usual rate for “ regular ” 
users is 34d. and for “casual” users 74d, for the first 3,120 
miles a year and 34d.-thereafter. Payment for the remainder 
of the journey and for emergency visits (referred to above) 
would be at the full rates laid down for regular or casual users. 

Mileage would also be payable in respect of journeys between 
home and hospital in the circumstances outlined in (a), (6), or 
(c) above on days when the officer had a definite liability to 
undertake an official journey, although in actual fact he might 
not be called upon to do so. 
is classed as a regular or casual user depends upon his annual 
mileage on official journeys. If the annual official mileage 
exceeds 2,000 miles he should be classed as a regular user: 
if not, as a casual user. — a 


Remuneration of Registrars 


Q.—If a registrar changes from one post to another in the 
same grade, how is his remuneration in the new post deter- 
‘mined? Does he start at the bottom of the salary scale again, 
or does he retain such seniority in that grade as he has already 
reached in the post he is leaving ? = 


A.—If a registrar is appointed to another post in the same 
grade he is permitted to retain such seniority and ‘increments 
of pay in that grade as he has already reached in the post 
he has left. 
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The following books have been added to the Library : 


Baxtér, P. A.: Chronic Invalid: a personal indictment and testament 
to miracle. 1949. . ' 


: Bogert, L. J.: Nutrition and Physical Fitness. Fifth edition. 1949. 
Bookmiller, M. M., and Bowen, G. L.: Textbook of Obstetrics and, 


Obstetric Nursing. 1949. 
Boring, E. G., Langfeld, H. S., and Weld, H. P.: Foundations of 
Psychology. 1948 l 


Bowley, A. H.: Modern Child Psychology. 1949. i 


Brentano, L.:- Ways to Better Hearing. 1948. 
: A Primer of Electrocardiography. 


Campbell’s Operative Orthopaedics : Edited by J. S. Speed and Hugh 
Smith. Second edition. 2 volumes. 1949. i 

Cates, H. A.: Primary Anatomy. 1948. i . 

Charlesworth, F.: Lectures to ‘Chiropodists on Medicine, ‘ Surgery, 
Orthopaedics, and Allied Subjects. 1949. f aan O 

Coburn, A. F., and' Young, D. C.: Epidemiology of Hemolytic 
Streptococcus during World War II in U.S. Navy. 1949.. 

on International; on Mental Health, London 1948. 4 volumes. 

19 , : 

Cornell Conferences on Therapy. Volume III. 1948. 

Cousens, H. M.¢ The Nursery Age: a textbook for nursery nurses 
and mothers of young children. ‘1949. a ee 

Cummins, S. L.: Tuberculosis in History from the 17th*Century to 

` Our Own Times. 1949, a 

Daftari, K. L.: Bodily Reactions and Examination of Systems of 
Therapeutics. 1949, , . 

Deutsch, A.: The Mentally Ill in America. Second editiongp1949. 

Dunbar, F.: Synopsis of Psychosomatic Diagnosis and Tr tment. 
1948. ' 

Ewen, J. H.: Aids to Psychology. Third edition. 1948. ; 

Faithfull, T.: Letter to Margaret: a simple introduction to 


._ ‘psychology. 1948, 
‘th A. Self-analysis. 1948. | 


Faxon, N: W. (Editor): The Hospital in Contemporary Life.” 1949 
Feasby, W. R.: Medical Manual. 1948. 
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Folsom, J. K.: The Family and Democratic Society. 1949. ° 

Freedman, P.: The Principles of Scientific Research. 1949. | 

Freud, S.: An Outline of Psycho-analysis. 1949, 

Friel, A. R.: Zinc Jons in Ear, Nose, and Throat Work, 1948. > 

Grout, R. E.: Health Teaching in Schools, 1948. 

Holmes, F. O.: The Filterable 
minative Bacteriology). 1948 i 

1 --W.: The Midwife’s Textbook of the Principles and 
. Practice of Midwifery, Fourth edition. 1949. 

Kanner, L.: Child Psychiatry. Second edition. 1948. 

a H. O., and Kendall, F. P.: Muscles: -testing and function. 


Viruses, (Suppl. 2 to Bergey’s Deter- 


Lewis, Sir T.: Vascular Disorders of the Limbs. Second edition. 


Lichtman, S. S.: Diseases of the Liver, Gallbladder, and. Bile Ducts. 
Second edition. 1949: ' ' 
Lister, M.> The Young Student’s Book of Child Care. 1948. 
Lorand, S. (Editor): Psycho-analysis To-day. 1948. 
Vol. 1 — 


1948. i 


The Extremities. 1949, 
Mortens, J.: Tuberculosis of the Knee-joint. 
Murrell, S.: Physician Extraordinary. 1949, 
Orley A. 3 Neuroradiology. 1949, `: 
Roughton? F. J. W., and Kendrew, J. C. (Editors): Haemoglobin. 


1949, 

Shands, A. R., jun., and Raney, R. B.: Handbook of Orthopaedic 
SurEUy: Third edition. 1948. . 

Shaw, W.: Textbook for Midwives. 1948. 

Stephenson, T. = ee a in Prescriptions and How to Avoid 
It. Fifth edition revised by J. Burnet. 1949, 

Thorndike, A.: Athletic Injuries. Third edition. 1948, 

Wall, C. W.: The Value of Neurosis. 1948. 

Ward, R.: The Design and Equipment of Hospitals. 1949. 

H.: The Face and its Improvement by Aesthetic Plastic 
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\ á i 1 
- ADJUSTMENT OF AREAS OF: CORNWALL 
PLYMOUTH DIVISIONS 
The Council has transferred the following areas from the 
Comwall Division to the Plymouth Division: ; 
‘Urban Districts of Torpoint, Looe, and Callington, 
Municipal Boroughs of Saltash and Liskeard, and the Rural‘ 
Districts of St. Germatis, Calstock, Liskeard, and Launceston. 
; CHARLES HEE, 
Secretary. 


AND 


A PROPOSED ST. VINCENT BRANCH 


Notice is hereby given by the Council of a proposal to form 

a St. Vincent Branch comprising the area of the Island of, 

St. Vincent, British West Indies. La l 
Any member affected by this proposal and objecting thereto 


` should write to thé Secretary of the Association not later than 


October 29, 1949. 
: ` CHARLES HILL, 
Secretary. 


‘Diary of Central Meetings 
i SEPTEMBER i 
Joint Committee on Fees for Part-time Work under 





9 Fri. 
ooa Local Authorities, 2 p.m. 

. 13 Tues. Proprietary Medicines Committee, 11 a.m. 

14 Wed. Rural Practitioners’: Subcommittee, 11 a.m. 

15 Thurs. Publishing Subcommittee, 11 a.m. , 

15 Thurs. General Medical Services Committee, 11,a.m. 
.15 Thurs. Journal Committee, 2 pm. ° i 

16 Fri. Committee on Psychiatry and the Law, 2 p.m. 

28 Wed. Private Practice Committee, 2 p.m. 

OCTOBER 
5 Wed. Joint Committee of British Medical Association and 
4 National Veterinary Medical Association, 2.30 p.m. . 
Branch and Division Meetings to. be Held 


Esséx Hospital, Sunday, 
“The Practical Impor- 
t Sensitization.” > 


MID-EssEx DIVISION.—At Chelmsford ánd 
September 11, 10 a.m. Dr. J. W, Lacy: 
tance of Rhesus ”; Dr. Charles Warren: 
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GENERAL PRACTITIONER REMUNERATION 


It will be recalled that the.case for increasing the remuneration 
of general practitioners in the National Health Service was put 
to the Ministry of Health in early March, and a deputation from 


the General Medical Services Committee subsequently visited “ 


the Ministry. The reply the Ministry gave was that it was not 
prepared to discuss the case until complete information about 
the moneys actually received by general practitioners from the 
Service was available, and that the collection of this information 
had begun. 

At long last the report. on this investigation has been com- 
pleted, and we received the document on August 18., It is a 
mass of statistics, containing some 244 pages, for the most part 
detailed tables. The General Medical Services Committee held 


a special meeting on August 31 to consider this document. It’ 


had expected to be in a position to communicate the substance 
of the document and its views on it to local medical committees 


immediately, but the longer the committee scrutinized the docu- . 


ment, with the help of an eminent actuary, the more did it 
become convinced that there were important discrepancies which 
invalidated the conclusions which the Ministry appeared to draw 
from the document. 

Accordingly, the Committee prepared a list of its criticisms 
and asked the Ministry to receive a deputation at the earliest 
possible date, with a view to a revision of the document in the 
light of the criticisms. 3 

Owing to the absence of apron officials concerned the 
Ministry is unable to receive a deputation before September 23. 
The Committee, which of course is not responsible for this 
further delay, will make a statement at the earliest „possible 
moment after its discussion with the Ministry. 


Annual Report of the Medical Practices Committee 

The first annual report of the Medical Practices Committee 
has just been published and is well worth reading.’ The text 
of the report is reproduced in this issue of the Supplement, and 
it may be useful to draw attention to certain significant points. 
For example, the Committee states that it has never opposed 
a desire that a replacement should be allowed for a doctor leav- 
ing any practice, whether the desire was expressed by an execu- 


tive council, a practitioner himself, his partners, or occasionally ` 


‘by outside bodies. The report reveals that partnerships are 
multiplying and that.many assistants have become partners of, 
or successors to, their principals. The Committee emphasizes 
the view that preliminary apprenticeship as an assistant is still 
the best method of entry into general practice. 

The Committee has never refused admission to the medical 
list for the purpose of starting a practice against the advice of 
the executive council concerned or the local. -medical com- 
mittee. ‘In carrying out its statutory duty, however, 
the Committee has been compelled to admit applicants to 
the medical list against the advice of some executive councils 


that they. be refused, particularly in, connexion with appli- 


cations made by doctors who were already on the medical list 
for the area in which they resided and who applied for inclu- 
sion in ‘the medical list of an adjoining area. i 


The power to transfer patients from a doctor whose services ` 


are Withdrawn to another practitioner is vested not in. the 
Medical Practices Committee but in executive councils. If the 
transfer is’ to a doctor already ‘on their list it can be effected 


‘ THE SECRETARY REPORTS 


by the executive council without the permission of the Medical 
Practices Committee. Usually the transfer is made in favour 
of the particular applicant for a vacancy who has been selected 
by the Medical-Practices Committee. The effect of this is that 
an unsuccessful applicant who appeals to the Minister and 
succeeds in his appeal finds that his admission to the list may 
not result in succeeding to the patients, which was his desire 
and the reason for his application and appeal. Moreover, if an 
unsuccessful applicant’s name is already on an executive coun- 
cil’s medical list he has no appeal against the selection of 
another practitioner to succeed to a practice in that area. 

The Committee has completed its survey of the number of 
general practitioners practising in the various parts of England 
and Wales, and has published schedules of “ open,” “ closed,” 
and “doubtful” areas (Supplement, August 6, p. 70). 

The Committee has attached great weight to the undertaking 
given by the Minister to the profession in April, 1948, that 

‘every doctor will be free to practise where he chooses, unless 
it is one of the areas where the Medical Practices Committee 
decide no more doctors are needed in the Service. In all cases 
except the latter, ‘consent’ will be automatic.” 

In areas which have not been declared “ closed ” or “ doubt- 
ful,” it follows therefore that the consent of the Committee 
to admit a doctor to the medical list will be grahted automati- 
cally. The question may be asked, in connexion with the filling 
of a vacancy, How can the promise of automatic consent be 
reconciled with the statutory duty of the Committee, in cases 
where the number of applicants exceeds the number required, 
to select the persons whose applications are to be granted and 
to refuse the others ? TA 

In its report the Committee clarifies this apparent anomaly. 
It states : 


“ The unsuccessful candidates are informed of their rejection’ and 
of their right of-,appeal if they are not already on the medical list of 
the executive council concerned, and in all cases where the area 
is not ‘closed’ or ‘doubtful’ are advised that the Committee’s 
decision does not prejudice any application that may be made to 
come on the list-otherwise than in respect of this particular practice. 
Should intimation be.received from any such candidate that admis- 
-sion to the list is desired in these circumstances it is granted forth- 
with. This procedure may carry all the advantages of a successful 
appeal to the Minister against the decision of the Committee and is 
indeed preferable in many cases because admission to the list ‘would 
be considerably expedited as compared with,the time which would 
elapse before admission to the list on successful appeal.” 


Even the “closure” of an area, the Committee points out, 
should convey no more than that the Committee is unlikely to 
agree to an increase in the number of practitioners practising in 
the district in question and’ might agree with an executive 
council to refuse ‘to allow replacement of what might be 
regarded as redundant practitioners ‘resigning from the list. 

This does not mean, however, that a retjring practitioner 


' could not be replaced. Indeed, it is asserted in the report that, 


in every ‘case. where an executive council in agreement with the 
local medical committee considered replacement desirable, the 
Medical Practices Committee would agree. Nor does it mean 
thafgnder no other circumstances would the Committee admit a . 
practitioner to the list ; personal. factors advanced by the appli- 
cant or, in his favour, by the executive council, the local 
medical committee, or other interested parties might be con- 
sidered of sufficient ‘weight to cause the application to be granted. 
2329 
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MEDICAL PRACTICES COMMITTEE 
FIRST REPORT 
To the Rt. Hon. Aneurin Bevan, M.P., Minister of Health. 


The Medical Practices Committee for England and Wales 
established under the National Health Service Act, 1946, in July, 
1948, is concluding its first year’s work. In particular it has 
just completed a comprehensive survey of the distribution of 
practitioners providing general medical services under Part IV 
of the Act. During the year the Committee has been closely in 


touch with the Ministry of Health upon many matters, and the - 


Department has been made fully aware of the detailed decisions 
of the Committee by receipt of the full minutes of the meeting. 
The Committee is not enjoined by statute to furnish a general 
report of its observations and activities ; nevertheless, the 
Committee decided that a review of its work would be of 
value to itself, and that some general remarks thereon might be 
of value to the Minister. Accordingly we have the honour to 
present briefly such a report. 


General Tendencies 


The Minister is aware that it was hoped that most of the 


general practitioners-in the country would join the Service. 
A figure of’under 18,000 general practitioners for the whole 
country, including Scotland, was anticipated, and certain. con- 


siderations important to the profession depended upon this’ 


figure being reached. The number of general practitioners in 
the Service by July 5, 1948, was approximately, we understand, 
20.000. There had in fact been about 2,000 new entrants into 
general practice in the few months immediately prior to the 
appointed day.: This increase was largely due to the impact of 
the Act and uncertainty in the minds of the profession. Some 
' génuine concern at the possible activities of this Committee was, 
we believe, a strong factor in the decision on the part of practi- 


tioners to attempt to settle a place of practice before the Act. 


came into force. A natural reaction to this has been manifest 
during the past year. Some of these new entrants into practice 
have done well and have succeeded in establishing themselves. 
Not all were wise in their choice of location. Some of _those 
who chose the more desirable residential regions have been 
obliged to contemplate and to seek transference to other areas 
or other employment. The same effect of economic circum- 
stances, though to a lesser degree, has been noted with estab- 
lished practitioners. ` Since the appointed day in areas desirable 
from 4 residential point of view many retiring practitioners have 
not been replaced; the three-man practice may have become a 
two-man practicé, and the single practice dispersed. Many of 
these practitioners have re-entered practice in other parts of 
the country and others are awaiting the opportunity to do so. 
This Committee has never opposed a desire that a replacement. 
should be allowed for a doctor leaving any practice, whether 


the desire was expressed by an executive council, a practitioner - 


himself, his partners, or occasionally on representations by 
outside bodies. ; 

At an early stage it became apparent that a large number of 
doctors who were not in practice wished to join the Service 
after the appointed day and to know the districts in which they 


could start a practice. To meet this situation the Committee . 


circularized all executive. councils on July 30, 1948, and asked 
to be informed of any districts in their area which were mani- 
` festly under-doctored. The replies received indicated that 
executive councils generally considered the service in their 
areas adequate and in few instances only suggested that further 
doctors were required. Subsequent inquirers were informed of 
these places. 

Apart from this it was not possible before the receipt of the 
full reports from executive councils to tell intending appligants 
where further doctors were required. In order, therefor that 
such applicants should have a firm opinion as to whether or 
not any application would be granted before undertaking a 
financial liability for the acquisition of property, arrangements 
were made with executive councils for provisional applications 
to'be considered by them for transmission to this Committee. 
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The applicants, in these cases, were informed that their applica- 
tions would be granted if they could secure surgery accommoda- 


‘tion in the district within a period of three months and that this 


period might be extended if.on its expiry they satisfied the 
Committee they were still actively seeking accommodation. 

Partnerships are multiplying and new practices are being 
started. Difficulty in obtaining suitable premises from which 
to conduct a practice alone prevents this process from being 
greatly accelerated. Many assistants have become partners of, 
or successors to, their principals, and the Committee considers 
that preliminary apprenticeship as an assistant is still the best 
method of entry into general practice. , 

What it is desired to emphasize is that the impact of the Act 
itself and the economic circumstances of medical practice which 
flow from it are already exercising an effect upon the distribu- 
tion of general practitioners in.England and Wales. This Com- 
mittee is in a favourable position to assess this movement, which 
is in the direction desired and is being achieved without coercion 
by any statutory body. 


Survey of the Country 


Probably the most important function of the Committee is 
the admission of doctors to the list of executive councils under 
Section 34 of the Act. It early became apparent that the ideas 
of, and the advice tendered by, some executive councils varied 
far beyond the limits of what might reasonably be expected as 
variations in local conditions and customs and indicated their 
misunderstanding of the Committee’s limited powers. The Com- 
mittee accordingly issued a circular on the subject to executive 
councils (Supplement, December 11, 1948, p. 213). While due 
weight is always given to the views of an executive council 
(acting in consultation with the local medical committee), had 
we acted upon this advice in all cases “ the numbers of medical 
practitioners undertaking to provide general medical services ” 
would have been declared “adequate ” in many more areas of 
the country and such areas closed to new entrants. In order to 
maintain for the public the greatest possible freedom of choice 
of doctor and to preserve for the practitioners the right to 
practise in any part of the country (save in the exceptional 
circumstances contemplated by Parliament in Section 34/3) the 
Committee has required of executive councils the most cogent 
argument and the fullest information that the number of practi- 
tioners was indeed adequate and likely to remain so for some 
time before exercising its powers under the Section to refuse 
any application. l . 

This method of dealing with the problem, while necessary at 
the start of the Committee’s work, could not be considered 
satisfactory as a permanent procedure. It was manifestly 
desirable for the public, the doctors, the Ministry, executive 
councils, and the Committee itself that the position should be 
more precisely defined. The Committee could not be in a 
position to do this until executive councils had rendered full 
reports on their respective areas. These first reports, which by 
regulation cover the position up to December 31, 1948, have 
now been received and studied by the Committee and the 
position clarified. © is = 

As a result of preliminary consideration’which the Committee 
had given to the matter it became evident that most of the 
executive councils’ areas in England and Wales would be 
regarded as completely open for any doctor to start a practice 
wherever he chose and that admission to the executive councils’ 
list would follow automatically upon application to be so 
admitted without any restriction whatsoever. 

In ‘considering the reports furnished by executive councils, 
the Committee noted that in industrial areas the doctors had 
larger lists than in the residential or urban areas. It may be 
necessary at some later stage to consider whether or not some 
special’ action such as inducement payments or “assistance in 
obtaining premises should be taken to encourage more practi- 
tioners to start practice in what may be regarded as the less 
attractive industrial areas. It became equally evident that in 
certain executive council areas, or parts of them, it would be 
a waste of medical man-power to allow additions to the medical 
list of the executive council concerned for the purpose of 
practising in those parts and that such areas should be closed. 
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In a few areas the position was less evident, and the Committee 
felt a decision might well depend upon day-to-day circumstances 
and that these areas should be designated as “doubtful.” The 
applicants to practise therein would be warned that the chance 
of establishing themselves in practice was likely to be difficult 
and that permission to make the attempt would not necessarily 
follow upon such application ; the Committee would act upon 
information before it at the time of the application and might 
then declare the area.closed. The types of area mentioned 
above have been labelled for convenience by the Committee 
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already on the medical list for the area-in which’ they reside 
and who apply for inclusion in the medical list of an adjoining 
area for the purpose of treating patients resident in that area. 
Generally the Committee considers that sucti applications should 
be granted, but it of course remains the function of the execu- 
tive council concerned after his admission to its list to satisfy 
itself that the practitioner’s arrangements for attending the 


- patients. he accepts are adequate. 


The number of applicants for admission to the list as 
principals since the appointed day is set out in-an appendix 


as “A?” areas (completely open), “ B” areas (doubtful), “C”~ which also shows the class of application—i.e., resident area: 


areas (closed). For its own information the Committee has 


or “fringe” ‘area. The small proportion of refusals by the 


arranged various subdivisions of these categories ; one only such Committee of applications will be noted. 
subdivision is likely to be of interest to the Minister, the” 


executive councils, “and to the profession—namely A1, which 
index. expresses broadly the opinion of the Committee that such 
areas- require additional general practitioners as a matter, of 
priority. Publication of the names of such areas should encour- 
age practitioners to go where their services are most needed 
and where the'chance of successfully establishing themselves is 
greatest. os ; f 

It became obvious that there was considerable misunder- 


standing about the implications to be drawn when the Com-, 


mittee closed any area. Accordingly a memorandum was pre- 
pared giving the Committee’s own views on this point, with 
the idea of removing such misunderstanding (Supplement, 
December 11, 1948, p. 213). The practical effect of this is that, 
even in a closed area, the Committee would give special con- 
sideration to any representation made by either the. executive 
council or the local:medical committee, as they are at present 
constituted, that an application should be allowed. The Com- 
mittee further considered. that special representations of a 
personal nature made by or on behalf of an applicant might 
cause the Committee to admit to the list in a closed area. Such 
circumstances are likely to be exceptional, but the trend of the 
Committee’s policy emphasizes its-anxiety to preserve for the 
public and the profession the maximum- possible freedom 
compatible with the efficiency of the Service. 

After consideration of the detailed reports issued by executive 
councils the Committee made known to them its proposals in 


respect of their areas and invited the observations of the Council ~ 


about all except those parts designated “open.” Only in a 
limited number of cases has comment upon such proposals been 
received. a l 

Having regard to all such advice received, the Committee has 
now published its decisions classifying the whole of England 
and Wales (Supplement, August'6, p. 70, and August 20, p. 93). 
The list of closed areas therein 'cancels and replaces any list or 
decision to close any area ọr part of an area which was pub- 
lished or arrived’ at prior to consideration being possible of the 
country as a whole. . The classifications must constantly remain 
under review in the light of changing circumstances. . 

The.Committee owes a great deal to the clerks and staffs of 
executive councils for the manner in which in a great number of 
cases they have promptly supplied the information desired and 
in many cases presented reports of, the utmost value and beyond 
the scope requested by the Committee as a minimum of informa- 
tion the report should contain. From the, experience so far 
gained the Committee ‘is in a better position to specify the kind 
of information it requires for the purpose of future reviews. 


One executive council has failed to, furnish a report on 
its area. : - 


Admissions to Medical List 


(a) Applications to Start, Practices-——The admission of appli- 
cants to the medical list of an executive council after the 
appointed day is a‘ function of the Committee alone, subject 
‘to the right. of appeal against the decision of the Committee 
in the event of a refusal. The Committee has never refused 
admission to the list for the purpose of starting-a practice 
against the advice of the executive council concerned or the 
local medical committee.. The ‘Committee in carrying out its 
. Statutory duty has, however, been compelled to, admit appli- 

cants to the medical list against..the advice of some, executive 
councils that they be refused. This has been particularly notice- 
able in connexion with -applications made by doctors who are 


(b) Assistants—Some difficulty has arisen in connexion with 
the admission of assistants to the medical list, and there is a 
body of responsible opinion that considers assistants should 
not be so admitted. The Committee has had discussions with 
officers of your Department, the Executive Councils Associa- 
tion, and representatives of the profession on this question, and 
it is hoped that an amendment of the Regulations may be made 
in the near future to clarify the position. The Committee wishes 
to re-emphasize that it considers that preliminary apprentice- 
ship as an assistant is still the best method of entry into general 
practice. 7 ; 

(c) Applications for Vacancies.—A different problem faces the 
Committee when the question of selecting a practitioner to 
succeed to an established practice arises. In neither the Act 
nor the Regulations is any differentiation made between the 
function- of the Committee selecting a candidate for a particular 
practice and admission to the list for the purpose of starting a 
practice in an area, and indeed the former case is not specifically 
dealt with at all. . l 

Executive councils have the power to transfer patients from a 
doctor whose services are withdrawn to another practitioner. If 
the transfer is to a doctor already on their list it can be effected 
without the permission of this Committee. Usually the transfer 
is made in favour of: the particular applicant for a vacancy who 
has been selected by ourselves. The effect of this is that an 
unsuccessful applicant who appeals to the Minister and succeeds 
in his appeal finds that his admission to the list may not result 
in succeeding to the patients which was his desire and the reason 
for his application and appeal. Further, if an unsuccessful 
applicant’s name is already on the council’s medical list he has 
no appeal against the selection of another practitioner to succeed 
to a practice. : 

The procedure of selection by us where there is a number of 
applicants for a vacancy necessarily varies according to the 
manner in which the executive council itself acts. In most cases 
now the executive council prepares a short list of the most suit- 
able candidates and after interviewing these recommends the 
candidate for selection. Except where it might appear that the 
executive council has overlooked some salient point in an appli- 
cation which might prove on appeal to be a decisive factor or 
has failed to give what the Committee considers to be proper 
consideration to the applications as a whole, the Medical 
Practices Committee accepts the recommended candidate.’ In 
other cases an executive council may recommend a short list 

-of the applicants whom it suggésts we should interview or 
such may be prepared by the Committee itself. In any event all 
applications are required to be considered by the Committee, 
and on occasion we have added to the couricil’s short list. 

The total number of applicants called for interview by the 
Committee to date is 191. ` We have been impressed by the 
keenness of most of the applicants and have noted that gener- 


` ally the competition is greater for practices in the southern part 


of the country. The applications are not all frem practitioners 
wishing to,enter general practice as principals for the first time, 
"` but include doctors already in the Service or other branches of 
medicine who wish to make,a change for various reasons. 
Having made its selection, the Committee regards the other 
appli Mions in respect of the particular vacancy only and 
refuses them. ‘The unsuccessful candidates are informed of 
their rejection and of their right of appeal if they are not 
already on the medical list of the executive council concerned, 
and in all cases where the area is not-“ closed” or “ doubtful ” 
are advised that the Committee’s decision does not prejudice 
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any application that may be made to come on the list other- 
wise than in respect of this particular practice. Should intima- 
tion be received from any such candidate that admission to the 
list is desired in these circumstances it is granted forthwith. 
This procedure may carry all the advantages of a successful 
appeal to the Minister against the decision of the Committee, 
and is indeed preferable in many cases because admission to the 
list would be considerably expedited as compared with the time 
which would elapse before admission to the list on successful 
appeal. 

After consultation with your officers, the Committee has 
agreed on a revised procedure for dealing with applications 
for vacancies, and it is hoped that this procedure will be agreed 
by representatives of the medical profession and put into 
operation. 

The Committee in any selection it makes and in advice it 


tenders to and receives from executive councils is in particular ' 


mindful of any desires expressed by a practitioner to enter into 
partnership with others already on the list and who wish to 
have the applicant as a partner in accordance with Section 34 (9) 
of the Act. Especially is the Committee anxious that nothing 
should disturb existing arrangements made between partners in 
- established practices. 


Appeals . 


In several cases the selection of an applicant by the Com- 
mittee has been the subject of appeal to the Minister. Some of 
these appeals have been decided after oral hearing and others on 
written representation only. 

The Committee, like any other body attempting to maintain 
a properly judicial attitude in arriving at its decisions, is natur- 
ally anxious that such should not be upset on appeal. Never- 
theless where this has been the case the Committee readily 
acknowledges that the machinery of appointment may well have 
failed to function to the best advantage. Unfortunately the 
delay in arriving at a decision on appeals may result in great 
difficulties and even hardships. If any way of arriving at deci- 
sions more speedily can properly be devised it will be to the 
advantage of all concerned. 

124 vacancies have been advertised by executive councils and 
dealt with by the Committee. A total of 2,998 applications were 
received in respect of them. This involved some 2,800 refusals 
by the Committee, and of this number 35 doctors appealed to 
you against our decision. 

Results of appeals are awaited in seven cases, but the Com- 
mittee is glad to be able to record that of the cases decided 
its decision has been upheld in all but two. The winning of 
one of these was indeed a pyrrhic victory. 


Certificates 


Applications for certificates under Section 35 (9) are regularly 
received for consideration by the Committee. Many of these 
deal with the sale of property, and in such cases the assistance 
of the district valuer is sought through the chief valuer’s depart- 
ment. This has proved most valuable to the Committee. In 
cases where there has been a difference of opinion as to the 
proper value to be attached to property, a direct approach by 
the district valuer to the interested parties has seldom failed to 
result in agreement. 

Other certificates in respect of partnership deeds, deeds of 
variation, etc., are also regularly applied for and the advice of 
the Committee sought as to the terms of such deeds. In the 
majority of cases the Committee is able to grant the certificate 
forthwith. In some instances approach to the parties concerned 
„or their representatives results in such modification as to enable 
the Committee to certify. The final refusal of certificates has 
been infrequent. . 

Applications for certificates under Section 37 of the Act were 
a major problem in 1948, but are now almost all dealt with, 
only a few outstanding cases remaining. The Committee has 
been able to grant the required certificate in most ing@nces : 
occasionally, when refusal has been necessary, it has felt the 
greatest regret that this was so. Such refusal would have been 
more frequent but for the advice of the legal members of the 
Committee and of the Department. As a result the Committee 
_ has been able to issue certificates which it might otherwise have 
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felt compelled to refuse though at the same time believing that 
injustice would have been done by such refusal. 


Inducement Payments 


The Department has consulted this Committee in connexion 
with 112 applications which have been made for inducement 
payments, and with the exception of eight of these cases the 
Committee was in agreement with the provisional payments 
proposed by the Ministry. Of the eight applications where we 
suggested a higher figure than that proposed, the Ministry 
accepted our recommendations in four cases. 

The Committee is fully conscious of the details of organiza- 
tion, so well accomplished by our secretary, Mr. Bishop, and 


“his staff, and desires to place this on record. Its relationship 


with the Department has been cordial and the help given to it by 
the Ministry greatly appreciated. 

Liaison between the executive councils through their national 
association and the representative professional association and 
ourselves has also been cordial, and has resulted in many of the 
inevitable differences of opinion and difficulties which were 
bound to be experienced and have arisen from time to time 
being satisfactorily met. We believe that the mutual confidence 
which has been established in many quarters will result more 
nearly in unanimity. 


(Signed) W. E. Dornan (Chairman). 


J. A. PRIDHAM. J. C. PEARCE. 
H. LESSER. D. B. EVANS. 
A. C. GILLE. R. O. WILBERFORCE. 


J. F. MURPHY. P. V. ANDERSON. 


A. G. Bishop (Secretary), 
Devonshire House, 


Mayfair Place, W.1. June 30, 1949. 


APPENDIX 


Schedule of Appointments to and Withdrawals from Medical 
Lists, made by or reported to the Committee 


(i). PRINCIPALS—Resident Areas . 
(a) Total on medical lists at July 5, 1948 .. .. 17,438 


(b) Admissions since July 5, 1948 : .. 1,063 
: : th 180 

(c) Withdrawals since July 5, 1948 Veeco 781 } 961 

(d) Refusals (other than for vacancies) since July 5, 
1948 .. ee ps 7 Pe ‘ig at 14 

(e) Admission as partners since July 5, 1948 .. a 276 
(number included in (i) (b) above) 

(ii) PRINCIPALS—Fringe Areas 

(a) Total on medical lists at July 5, 1948 8,872 

(b) Admissions since July 5, 1948 m “ za 876 
: : Death 13 

(c) Withdrawals since July 5, 1948 Ie a dei 33) 106 

(d) Refusals AA ‘ 3 


Included in (i) above for resident areas, and in addition 
these doctors’ names may appear on several executive 
councils’ lists for “ Fringe ” purposes. 


(iti) PRINCIPALS—Limited Lists 


(a) Total-on medical lists at July 5, 1948 .. n 574 
(b) Admissions since July 5, 1948 .. a ie 315 
(c) Withdrawals since July 5, 1948 (Resignations) .. a 

: a x x os Ni 


(d) Refusals sa f 


(iv) PRINCIPALS —Maternity List only 


(a) Total on medical list at July 5, 1948 .. oa 36 
(b) Admissions since July 5, 1948 .. p be 3 
(c) Withdrawals since July 5, 1948 .. x A Nil 
(d) Refusals = ae = Rs a ay Nil 
(v) ASSISTANTS 

(a) Number of assistants to resident doctors at 

July 5, 1948 .. a Pes B? a F 562 
(b) Applications granted since July 5, 1948 .. z$ 670 

Certificates 
Section 35 (9) Granted Refused 

Property. ig ie 0 ox .- 4 
Deed of partnerships .. 99 ng K .. 4 


Section 37 .. ae .. 183 ou s% .. 25 


£ 


SEPT. 10, 1949 


x 


ANNUAL REPORTS AND MEETINGS . . 
According to:a recent circular, ‘a number of boards-and com- 
mittees have raised with the Minister of Health the question 
of annual meetings and the publication of annual reports by 
boards of governors and management committees. ae 

The Minister welcomes the holding of annual’ meetings open 
to the public, and the issue of annual reports, as a means of 
stimulating local interest. The reasonable cost of these activities 
may be charged to the Exchequer account. i 

The question has been raised whether the accounts of boards 
and committees, whether audited or not, should form. part of 
the annual report. In the view of the Minister it would be 
improper for the accounts of individual ‘boards and committees 
to be published locally until the annual ‘summary accounts have 
been presented to Parliament by the Comptroller and Auditor- 
General; as required by Section 55 (4) of the National Health 
Service Act. ‘These accounts cannot, at the very earliest, be 
presented before December of each year, and as boards and 
committees’ will no doubt wish to issue any annual reports in 
the spring or early summer it would be possible only to publish 
accounts relating to the year previous to that covered by the 
report. Although there would be no objection to such a course 
the Minister feels that there would be little local interest in 
accounts issued at such a late date, and it will no doubt be 
thought preferable that reports should be issued without making 
any reference to: the finances of the board or committee. . 


It is understood that some boards and committees desire to’ 


make their reports available to members of the general public, 
and where this is the case copies should be sold at cost price. 
Annual reports should, in the Minister’s view, cover the activi- 
ties of the board or committee as a whole, and separate reports 
should not normally be produced for individual hospitals in a 
group. ; . 





PROVISION OF DENTURES | 


A circular recently addressed to dentists may also be, of 
interest to doctors. Apparently some dentists seem to be under 
a misapprehension about the stage—following extractions—at 
which a denture may be provided to a patient receiving general 
dental services. There is no requirement in the regulations 
governing the. provision of general dental services, as there was 
under the old dental benefit scheme;. that dentures shall not 
be fitted until absorption is sufficiently complete for “ per- 
manent ”.dentures (as distinct from “ immediate” dentures) to 
be supplied. Subject to the general requirement that all treat- 
ment must be proper and necessary treatment, it is open to 
the dentist to provide dentures as soon as he considers that 
the patient's mouth is in a satisfactory condition to receive 
them. 

No matter at what period after extraction dentures are pro- 
vided during the currency of the dental estimate form, it should 
be clearly understood that no fee is chargeable to the patient 
for their provision. Initial loss of fit due to absorption may 
occur in some cases and can usually be.made good by relining. 


` If in the course of time the degree of absorption is such that 


function cannot be maintained by relining, a new denture will 


become necessary. The relining or, more rarely, the replace- 
ment can also-be provided under the general dental services, 
subject to the approval of the Dental Estimates Board in the 
usual way. a Ku ` 





‘TREATMENT EQUIPMENT. 


’ Another recent circular from the Ministry of. Health states that 


there are certain types of. expensive equipment—for example, 
oxygen tents, breathing machines, power-driven and gas- 
operated atomizers or inhalers—which may be needed at short 
notice for the treatment of patients in hospital or at home. It 
is important that equipment of this kind should be instantly 


“available, but. it would be wasteful and inefficient for each 


hospital to-hold and maintain it. Regional hospital boards 
and boards of governors are therefore asked to concert ‘arrange- 
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‘ments by which certain larger hospitals‘ would be prepared on 
request: to lend equipment of this kind to other hospitals in 
their areas and, on the recommendation of a specialist, to 
patients for tredtment in their homes. These arrangements 
should ensure that the equipment is properly maintained so 
that it would be ready for immediate use, and that adequate 


_ provision is‘made for its prompt delivery and collection. 


Although arrangements can be made for the hire of some 
types of equipment, this is not recommended, as it will generally 
be found cheaper to purchase outright. These special types of 
equipment should be lent for the treatment of patients at home 
only on the recommendation of a hospital specialist after 
examination at an out-patient clinic or at a domiciliary visit. 
The patient or his representative should be asked to sign a 
statement that he understands the equipment remains the 
property of the hospital and that he will be liable to pay the 
cost of repair or replacement if it is not returned in good 
condition. Regional hospital boards should take steps to see 
that hospital management committees and executive councils 
are fully informed of the details of any arrangements made 
for inter-hospital loans and ‘domiciliary use. 








HEARD AT. HEADQUARTERS ' 


a 
eae TY 


Good at Figures 


It was said of the old Insurance Acts Committee that every 
one of.its 40 members was an expert. The same can be said 
of its successor, the General Medical Services Committee. The 
Committee spent the whole of a sweltering August day examin- 
ing the Ministry’s report on doctors’ remuneration—a report 
which in fact if not in terms dismisses the claim to a 70% 
betterment factor. In the course of the day coats came off, and 
then waistcoats, but mental ardour was undiminished. An 
actuary of high standing attended the meeting, but several mem- 
bers of the Committee showed that they had a grasp of actuarial 
principles which would make them competent in that profession 
should they forsake their own. It was a highly expert discus- 
sion in which anyone ‘with “no head for figures” would very 
soon have been out of his depth. But as a result of that analysis, 
combined with-the first-hand experience of N.H.S. practice, the 
solid mass of the Ministry’s figures began to crumble, and the 
betterment which it claimed to have been received during 
the first nine months of the Service looked a very much 
diminished and tattered figure indeed. 


Delays 
The long delay in dealing with the question of remuneration 


_must be very tantalizing to the general body of practitioners, 


and it.is natural perhaps for some of them to suppose that it is 
due to procrastination at Headquarters. Such a judgment is 
more than usually wide of the mark. Directly the Special Con- 
ference of Local Medical Committees (Supplement, March 12, 


_ p. 129) made its decision on March 3, the document arguing 


the case (Supplement, February 19, p. 83) was sent to the 
Ministry. But the Ministry would not discuss it until it had 
obtained figures from the local executive councils about doctors’ 
earnings during the first nine months of the Service. When 
these returns came in they had to be analysed and sum- 
marized. Moreover, some of them were incomplete or obvi- 
ously erroneous and had to be sent back for local correction 
and amplification. It was not until’August that the returns— 
a bound: volume of 240 foolscap pages—were available for 
examination and criticism. The Committee was called together 
at once, some members breaking their August holiday. Even 
then, although the deputation was all set to meet the Ministry, 
even within 48 hours, the Ministry was unable to receive it until 
the third week in September. Whether inevitable or not, and 
whajbher blameworthy or not, the delays must be laid at a door 
in itehall and not at a door in Tavistock Square. - 


. Partnerships 


One of the surprising things forthcoming from the remunera- ` 
tion tables published by the Ministry is the extent to which the 
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partnership idea prevails in medicine. In England and Wales 
actually there are more general practitioners in partnership than 
working single-handed ; in Scotland it is the other way about, 
but the majority in either part of Great Britain is not great. 
In England and Wales the number of single-handed practitioners 
in the National Health Service is given as 7,883 and the number 
of partners 8,146. In Scotland the single-handed account for 
1,202 and the partners for 1,015. In Great Britain as a whole 
5,919 are in single-handed, practice without an assistant, and 
1,166 have one or more assistants. Of the partnerships about 
half consist of two partners, but one in every eight is a partner- 


ship of four‘ or more—the nucleus of a health centre. The ` 


partnership idea prevails in, medicine to a far greater extent 
than in any other profession, and it is just a little remarkable, 
in view of the strong individuality of the average doctor, that 
he should have submitted himself in such numbers td a volun- 
tary association on which his livelihood depends, and which 
calls for. so much forbearance and give-and-take, and that it 
should have been in the main so successful. 








Questions Answered 








`K 


Accidents and Emergencies 


Q.—The medical list issued by the London Executive Council, 
and presumably meant to be exhibited to the public, states that 
in accident or emergency, if the patient's own doctor or his 
deputy is not available, treatment can be had from any doctor 
giving general medical services.. The list gives doctors from all 
over London. Is it not a fact that one is at risk for this type 
of case only in'an area of two miles from one’s place of practice, 
or on one or other side of the Thames, if this is within’ two 
miles ? 


A.—Normally a practitioner is not required to attend a person 
at an address other than that at which the patient has been 
accepted or elsewhere within two miles by road from and on 
the same side of the river Thames as the practitioner’s residence 
or surgery. Where, however, a patient is absent from the area 
of his.own doctor he is entitled in case of an accident or 
emergency to apply to the doctor nearest the place where he 
happens to be: 


Hospital Residents’ Insurance’ Contributions 


Q.—What is the position in regard to National Insurance 
contributions and benefits of hospital residents during the 
period—say, six weeks—between leaving their old position and 
obtaining new ones? i 


.A.—A whole-time salaried hospital officer would be treated 
for the purposes of the National Insurance Act as an “ employed 
person.” ‘As such he would be exempt from the payment of 
contributions during any week in which he was unemployed 
(and be credited with a contribution for that week), provided he 
is capable of, and available for, work: has'not less than 26 
contributions as an employed person paid or credited in respéct 
of the contribution year immediately preceding ; and has not less 
than 10 contributions paid or credited in the 13 weeks immedi- 
ately preceding the week in question. If he attended at ‘the 
appropriate employment exchange on each day of unemploy- 
ment or on such days as he was required-so to do, he would 
be entitled to unemployment benefit ; refusal to accept suitable 


. employment offered to him would result in loss of benefit. 


Se 
CO ma eaea 
. TRADE UNION MEMBERSHIP . 


The following is à list of local authorities which are under- 


stood to require employees to be members of a trade union 
or other organization: ` 


P 
Metropolitan Borough Councils—Fulham, Hackney, Poplar. 
Non-County Borough. Councils—Dartford, Wallsend. 
Urban District Councils—-Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. A 
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Correspondence 
EE Ie 
Doctors and Dentists 


SIR —There were quite a number of letters in recent issues 
of the Supplement dealing with the doctor and dentist question. 
May I be allowed to answer some of the rather unfair state- 
ments, especially those made by Dr. K. V. Deakin (August 27, 
,p. 117)? Being a medical and dental practitioner who some 
time ago really practised -medicine though now slaving as a 
dentist, I find especially his comparative schedule. very amusing 
though rather poisonous, as it fosters the growing ill feeling 
Dr. Deakin does not mention 
the number of doctors in the Service in the Manchester area, 
nor that of the dentists, as perhaps this point alone may help 
to clarify the difference of payments made to them. Expenses 
which he in the doctor’s case regards as considerable, and in 
the dentist’s case not so great, amount under present conditions 
to a percentage of the gross earning considerably higher than 
Mr. Bevan allows the dentist under his Health Scheme. .I 
would also like Dr. Deakin to have to stand on his legs for up 
to thirteen hours a day without any more time to sit down 
than perhaps a lunch break of half an hour, and then perhaps 
he wouldn’t call it ordinary daily hours. 

The other points in his schedule show only that in his ideas 
Dr. Deakin is still living in the 1890’s, because otherwise he 
would know that our practices at present are practically value- 
less, with no compensation to come on retirement, and also 
that every sensible dental surgeon regards the prospects as any- 
thing but bright, contrary to Dr. Deakin. I am fully aware 
that the doctor’s life is harder than ever. So is the dentist's. 
Only if both professions stand together, and help each other, 
then our united prospects may be better. Let us therefore try 
to find a common platform on which we can fight the injustices 
of the present Health Scheme. am, etc., 

Basingstoke, Hants. K. L. PETER. 

Sır, —The report of the General Medical Services Committee 
on the first year’s working of the N.H.S. scheme (Supplement, 
August 27, p. 99) makes very sorry reading for the general 
practitioner. Glasgow’s figures approximate to hose of Man- 
chester, as pointed out by Dr. K. V. Deakin (p. 117). The 


‘ average dental remuneration in Glasgow is £3,746, while that 


of the average general practitioner is £1,340. Even with 50% 
deduction in the case of dentists and 30% in the case of general 
practitioners for expenses, the figures are still startling—namely, 
£1,873 net for dental services and £894 for general practitioner 
services. , 

One compares with sorrow the relative responsibility in'the 
two cases. The dentist is paid by items of service with prac- 
tically no responsibility once the patient leaves his surgery, and 
certainly none when the lesion in question is dealt with. The 
other assumes continued responsibility, 24 hours a day for 


- 365 days of the year, for all complaints and all illnesses, acting 


as doctor, psychologist, domestic agency, and family friend. At 
a time when general practitioners are being overwhelmed with 
tremendous increases of work under'the N.H.S. these Telative 
values give rise to serious anxiety. ` 

The prestige of the general practitioner in this country is in 
serious danger now. Once that prestige disintegrates (and these 
figures will never attract the. best type into general practice) 
hospital and consultant service follows rapidly. Professional 
skill in this country is a pyramid whose wide and firm base is 
the excellence of its general practitioner service. This is not 
only a matter of fihance, this is the beginning of the end of 


‘general practice .as this country has known it for generations, ` 


unless we take warning now.—I am, etc., . 
KATE HARROWER. 


Sm,—I feel that I cannot allow the ridiculous letter from 
Dr. K. V. Deakin (Supplement, August 27, p. 117) to pass with- 
out comment. Asa medically qualified dental surgeon who has 
experienced some medical practice and is outside the National 
Health Scheme, I feel that I can speak without bias. 


i 


\ -” 


Sert. 10, 1949° 


' CORRESPONDENCE |” 


SUPPLEMENT TO THE 
le BRITISH MEDICAL JOURNAL 


_ 133 





In the first place, a young doctor can start practice with a. 
few pounds worth of equipment against-about £2,000 Tequired 
by the young dental surgeon. I have three surgeries, waiting- 
room, workroom, etc.,‘with the’ result that a ‘practice could not 
be carried on in the average private dwelling, therefore necessi- 
tating, as in my case, a separate house costing £230 per~annum 
for rent and rates: I have a weekly wage bill of £37., Has 
Dr. Deakin anything comparable with that? £50 per month 
for materials. How absurd-of him to ‘suggest that a dentist 
does not require a telephone or supply a locum in case of 
illness. Many -dentists with a good middle-class practice are 


finding that expenses amount to nearly two-thirds of the gross. 


takings. - 

Perhaps if Dr. Deakin would care to exchange certified 
balance sheets with me, he would think twice before writing 
such another, letter. As a member of the B.M.A. of over 
thirty years’ standingy I am surprised that such a letter is 
published without comment, as it does not help towards unity 
` with a sister profession in these days when we should all try 
to pull together. —I am, etc, 


Tunbridge Wells. JAMES‘ MCFARLANE. 
7 + 


Sır, —I feel that I must challenge the anias of Dr. K. V. 
Deakin (Supplement, August 27, p. 117). ’ I would like to take 
his table of comparisons point by “point. 


1. Training for the--dentist, “not so long ‘or arduous.” I 
feel that this is a matter for debate. 

2.'Expenses “not so great.” This is:a ridiculous staterhent. 
Two mediéal partners need two consulting-rooms, a waiting- 
room, and one secretary. Two dental partners need a waiting- 
room, three equipped surgeries, a laboratory, one secretary, 
two surgery assistants; two or three mechanics, and also. an 
x-ray apparatus and all that goes with it. 7 

3. Hours of service for the dentist—“ ordinary daily hours.” 
This may be so in city practice but is certainly not so in the 
smaller town. Iam writing this letter at 2.30 p.m. ona Sunday 
afternoon while an anaesthetic “takes” in my surgery. 

4. Car and travelling expenses for the dentist, “ unnecessary.” 


Again, as above, it might apply to a city practice so long as. 


the dentist is not connected with any hospital. . 


5 and 6.. Private practice and practices... I would remind 
Dr. Deakin that compensation for the loss of medical goodwill 
is officially assured. The dental profession is toying with an 
imaginative goodwill now, and the intention of the Minister 
is that we shall transfer our “ goodwill ” "to health. centres 
without any compensation. 

7 and 8.'It is ridiculous to say that service of dental tele- 
phones .and supplying of locums is unnecessary. This is a 
public service—in a small town it is essential, and in a city a 
practitioner obviously makes arrangements. 

9. Dental haemorrhage. This is" the work of the dentist 
anyhow and’ should be referred to him. 

10.~Prospects—for the dentist “never brighter.” Nearly’ all 
dental practitioners have worked harder for the Jast year than 
they have ever done in their lives, and it has not been because 
they want to make money Or because they like their work as 
much-as all that.—I am, etc., 

Berkhamsted, z 


l C. I. Nasu. 


a 


SIR = I sade dete Dr. K. V. Deakin oń his erceiied 
letter (Supplement, August-27, p. 117)? 


Has not the B.M.A. a Public Relations Department which ‘ 


could. bruit his remarks in the popular press? I am certain 
that the general public have no idea ‘of the low remuneration’ 
that their family doctor is paid under the’ National Health 
Service for services rendered to them: I wonder if they realize , 
that his remuneration under the National Health Service. is very 
much less than either dentist; chemist, or optician, and that’ 
his responsibility is many times greater than any of the afore- 
‘mentioned? Is nothing peitig doné” about the vay ‘low 
remuneration of the G.P. ae am, etc., 
Salford, Lancs, C. M. RSR 
f a | 


i 


- amount of the maximum charge. . 


` 


Pay-bed Toos 


Sm ;—Owing to my absence on holiday I katé just seen 
“The Secretary Reports” in the Supplement of July 30 (p. 63) 
in which you reproduce a typical form‘used in some hospitals 
to ` explain to private- patients the position with regard to 
doctor’s fees. The authority is Section 5 (2) of the Act. Under 
this heading the form states, “You will be’ responsible for 
paying the doctor’s fee up to a maximum of 75 guineas.”, Note 
that “doctor” is in the singular. In the next column Para. 3 
states “the patient ... pays the ‘doctor a private fee not 
exceeding 75 guineas.” Again, note the singular. . 

It seems’ to me that -the Secretary should have expressly 
pointed out for our information that the use of the singular 
term “doctor” is wrong. The Statutory Instrument, 1948, 
No. 1490, is quite definite. It says (p. 3) that “if the total 
of the maximum charges... made by all the medical practi- 
tioners concerned in‘respect of one series of treatments of a 
patient for relief of the same. condition exceeds 75 guineas the | 
. . Shall in the case of each 
‘medical practitioner concerned” be reduced in the proportion 
„that 75 guineas bears to the total of the maximum charges. 

It is clear from the Second Schedule, containing @ list of the 

maximum charges, that in the case of a major operation the 
maximum of 75 guineas includes the surgeon’s fee and those 
“of the anaesthetist, pathologist, radiologist, and any other 
practitioner whose services have been utilized. In other words, 
_in the form in question the word “ doctor” should have been 
“ doctors.”—I am, etċ., 


London, W.1. A. RuGG-GUNN. 
\ 


** The Secretary writes: The term “doctor” is probably 
used colloquially in the form quoted for purposes of illustra- 
tion. The maximum of 75 guineas applies whether treatment 
is given by one practitioner or by several practitioners. 


POINTS FROM LETTERS 


. Inducement Payments 
B.B. writes: I support most heartily Dr. D. N. B. Morrison's 
contention (Supplement, July 23, p. 59). As a practitioner with 
twenty- years’ service under the Highlands and Islands medical 
scheme I have been refused both inducement and basic grants. My 
mileage is now only 50% of what J received under the other scheme, 
though I now tend three times the number of patients and car 
expenses have increased threefold... . 
i $ ? 
B.M.A. War Memorial 
Dr. S. G. HAMILTON (Woolacombe, Devon) writes: I should like 
to associate myself with Dr. W. N. Leak’s excellent suggestions 
(August 6, p. 77) fora War Memorial Room as outlined. 








H.M. Forces Appointments 








` 


ROYAL NAVY * 


Surgeon Commander J. Cussen has been placed on the Retired 
List. 
“Roya. Nawai VOLUNTEER RESERVE 
Surgeon Commander D. R. Goodfellow, V.R. D., has been placed 
on the Retired List. ‘ 


ARMY. l l 
Colonel A. C. Jebb, late R.A.M.C., has retired: on retired pay. 
ROYAL ARMY MEDICAL CÒRS 


Colonel «F: McKibbin, O.B.E., late R.A.M.C., retired and re- 
employed, has reverted to the rank of Major at his own request whilst 
sO employed. 

Major J. B. Harrower, from Short Service Commission, to be 
. Majo 

R. T. Wordingham, from Short Service Commission 

Short’ Service Commission (Type “ B ”). —Major W . S. Angus, 
from Emergency Commission, to be Major. Captain M. Wood has 
eie DE a gratuity, and has been granted the honorary 
rank o ajor 

Short Service Commission —Majors R. H. Smythe and H. A. 
Ferrante have. retired, receiving ʻa gratuity. Captains E. R. Cole 


Mate 
(Specialist), to be Major. 
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and D. Macdonald have retired, receiving a gratuity; and have been 
granted the honorary rank of Major. 


REGULAR ARMY RESERVE OF OFFICERS 


Colonel (Honorary Brigadier) E. P. Allman Smith, O.B.E., M.C., 
late R.A.M.C., having exceeded the age limit of liability to recall, 
has ceased to belong to the Reserve of Officers. (Substituted for 
the notification in a Supplement to the London Gazette dated July 15.) 


RoyaL ArMy MEDICAL Corps 


H. Stuart-Harris, from Supplementary Reserve of 
to be Major, and has been granted the honorary rank of 


Captain C, 
Officers, 
Colonel. 

Captains A. L. D’Abreu and J. M. Black, from Supplementary 
Reserve of Officers, to be Majors, and have been granted the 
honorary rank of Lieutenant-Colonel. 

Captains L, C-de-R. Epps, A. St. C. Robertson, B. L. Williams 
J. R. Blackburne, S. K. C. Clarke, D. H. Sandell, H. A. Dewar, and 
E. W. Vincent, from Supplementary Reserve of Officers, to be Majors. 

Captain F. R. Leblanc, having exceeded the age limit for liability to 
recall, has ceased to belong to the Reserve of Officers, and has been 
granted the honorary rank of Major. 


TERRITORIAL ARMY 
i ROYAL ARMY MEDICAL Corps 


Major (acting Colonel) A. L. Crockford, D.S.O., O.B.E., M.C., 
T.D., has been granted the acting rank of Brigadier. 

Captain W. F. Mair to be Major. l 

Captain R. West to be acting Major. 

Lieutenánt T. McCarroll, M.C., to be Captain and has been granted 
the acting rank of Major. 


TERRITORIAL ARMY RESERVE OF OFFICERS: 
ie 09 ORPS 


Major W. M. Davidson, from Active List, to be Major. 
Captain W. F. Mair, from Active List to be Captain, and has 
been granted the honorary rank of Major. 


COLONIAL MEDICAL SERVICE 


The following appointments have been announced: M. A. Barnar, 
M.B., Medical Officer (African), Gold Coast; L. C. Luck, L.R.CSS., 
Medical Officer, British Guiana; A. J. W. Spitz, M.D., Medical 
Officer (Temporary), Sierra Leone: J. J. Black, M.B., Senior Medical 
Officer, Uganda; E. A. Trim, M.D., D.T.M.&H., Assistant Director 
of Medical Services, Kenya; C. E. W. Hoar, M.B., Pathologist. 
Nigeria; C. C. Wedderburn, B.M., M.PH., Assistant Director of 
Medical Services (Hospital and Personnel), Jamaica. 








Association Notices 


TUBERCULOSIS AND DISEASES OF THE CHEST 


GROUP 


The inaugural meeting of the Tuberculosis and Diseases of the 
Chest Group of the Association, whose formation was approved 
by thé Council on June 27, 1949, will be held at B.M.A. House 
on Friday, Sept. 23, 1949, at 2 p.m. 

All those interested in this new group are invited to attend. 
Application ‘forms for membership of the group may be 
obtained from the Secretary, B.M.A. House, or will be available 
at the meeting. 


SIR CHARLES HASTINGS CLINICAL PRIZE 


The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas, is again open for 
competition. The following are the regulations governing the 
award : 


1. The prize is established by the Council of the British Medical 
Association for the promotion of systematic observation, research, 
and record in general practice, 

2. :Any member of the Association who is engaged in general 
practice is eligible to compete for the prize. 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
of sufficient merit no award will be made. It is to be noted that 
candidates in their entries should confine their attention their 
own observations in practice rather than to comments on p viously 
. published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 5 

4. Essays, or whatever form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London; `W.C.1, not later than Dec. 31, 1949. 


ROYAL ARMY MEDICAL 


- tained to tea by the Winchester Division. 


The prize will be awarded at the Annual General Meeting of the 
Association to be held in 1950. l 

5. No study or essay that has been published in_ the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. A 
prizewinner in any year is not eligible for a second award of the 
prize. 

6. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision of 
the Council on any such point shall be final. 

7. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto,,and must be accompanied by’ a_ sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. 

.9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annual 


_ Meeting of the Association. 


10. Inquiries relative to the prize should be addressed to the 
Secretary. 
Diary of Central Meetings 
SEPTEMBER 
13 Tues. Proprietary Medicines Committee, 11 a.m. 
14 Wed. Rural Practitioners’ Subcommittee, 11 a.m. 
15 Thurs. Publishing Subcommittee, 11 a.m. 
15 Thurs. General Medical Services Committee, 11 a.m. 
15 Thurs. Journal Committee, 2 p.m. 
16 Fri. Committee on Psychiatry and the Law, 2 p.m. 
28 Wed. Private Practices Committee, 2 p.m. 
` OCTOBER 
5 Wed. Joint Committee of British Medical Association and 


National Veterinary Medical Association, 2.30 p.m. 


Branch and Division Meetings to be Held 


NORTH OF ENGLAND BraNcH.—At New Lecture Theatre, Royal 
Victoria Infirmary, Newcastle-upon-Tyne, Thursday, September 15, 
7.15 p.m., Clinical Demonstration by Dr. Mason Bolam: 
“ Dermatological Cases”; 8.45 p.m., Address by Dr. G. Brewis: 
“ Present-day Trends in Fevers.” a 


NOTTINGHAM Brancu.—At 64, St. James’s Street, Nottingham, 
Wednesday, September 14, 8.30 p.m., Agenda: Installation of Presi- 
dent, Report of Representatives at A.R.M. at Harrogate, etc. 


SHEFFIELD Drvision.—In General Lecture Room, Sheffield Univer- 
sity, Friday, September 16, 8.30 p.m., general meeting. Report by 
Representatives at A.R.M. at Harrogate. 


oJ 


Meetings of Branches and Divisions 


SOUTHERN BRANCH 


The 73rd Annual Meeting of the Southern Branch was held in 
Winchester on July 16. The president, Dr. Howie Wood (Isle of 
Wight), was in the chair, Fifty-four other members were present. 

The report of the Branch Council for the past year was received 
and approved, as was also the financial statement. The ‘following 
officers were elected for 1949-50: President, Dr. Marsden Roberts 
ees) President-elect, Mr. E. Cowper Tamplin (Portsmouth); 

ice-presidents, Dr. C. J. Penny (Winchester) and Dr. R. H. Scott 
(Aldershot and Basingstoke): Honorary Secretary, Dr. R. H. Balfour 
Barrow (Winchester). Dr. Howie Wood then vacated the chair and 
eed the new president, Dr. Marsden Roberts, with the president’s - 

adge. 

Dr. Marsden_ Roberts first thanked Dr. Howie Wood for his 
services to the Branch in the past year, and then delivered his presi- 
dential address entitled “ Rest.” He began by telling his audience 
that when he had made inquiries of the honorary secretary he had 
learned that many presidents spoke on some aspect of their 
specialty, As a general practitioner he felt he had no specialty, and 
when later he mentioned this difficulty to his wife she had told him it 
always seemed to her that his specialty was “ Rest.” He felt that his 
audience might be interested to hear some account of the many 
Continental motor tours which he had made. These tours were to 
him the finest form of rest. Dr. Marsden Roberts then told of 
incidents both grave and gay which had befallen him and his wife 
on their tours, advising his audience that if they wanted to obtain 
the most from a holiday they should go abroad. `. 

Subsequently the Branch was accorded a civic reception by the 
Mayor of Winchester, and the members and their ladies were enter- 
After tea there was an 
exhibition of the city plate and charters. Many of the party visited 
the cathedral,, where the Dean of Winchester, Dr. Selwyn, showed 
the famous “ Winchester Bible” and other old manuscripts. 
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GENERAL PRACTITIONER CONDITIONS OF 
SERVICE 


Drops of water are said to wear away the stone, and the 
General Medical Services Committee continues to make repre- 
sentations to the Ministry on a number. of points affecting: 
the general practitioner service under the.Act. Remuneration 
is, of course, in the forefront, and the Committee hopes this 
will be carried a stage further when its representatives meet 
the Ministry on September 23. - 

Other matters which are being pressed to a conclusion in- 
clude the provision of medicines and appliances for private 
patients ; permission to keep stocks of medicines and dressings 
for emergency use in surgeries; relief from-the obligation to 
issue medical certificates for surgical corsets; permission to |. 
obtain x-ray and pathological examinations by direct applica- 
tion to the hospital department concerned; provision for 
charging fees for services outside the range of general practi- 
tioner treatment; the’ payment of a fee to a doctor called 
in to an emergency following a dental operation, the dentist 
not being available ; the reimbursement of doctors for postage 
on documents to executive councils ; the reintroduction of rules 
for the conduct of patients which were in operation under the 
N.H.I. Act; a revision of the wording on the medical card; 
and permission to reverse telephone charges when a call is made 
to a hospital on behalf of a patient. 


Public Relations at Work 


A correspondent recently asked, possibly rhetorically, 
whether the B.M.A. had a Public Relations Department. He 
said the public had “no idea of the low remuneration that 
every family doctor is paid under the National Health Service.” 
The Public Relations Department recently had printed and 
issued over 600,000 leaflets on precisely this subject, together’ 
with 20,000 posters. Supplies have been sent by post direct 
to every practitioner who asked for them. The Public Rela- 
tions Department spends a large part of its time answering 


' inquiries from journalists about such matters as remuneration, 


overwork, delayed admission of patients to hospitals, unreason- 
able demands on doctors by patients, and various charges of 
abuse brought against the working of the Health Service. One 
pressman recently telephoned the Department to say that he 
had noticed that cases of opium addiction officially notified in 
this country showed a slight increase and included a large pro- 
portion of members of the medical profession. Had the 
B.M.A. any comment? It was pointed out to him that the 
increase was very small. “Yes,” said the journalist, “but 
couldn’t I say that it was the result of worry caused by the 
National Health Service ? ” i ' 


Doctors in the Territorial Army 


Several letters of complaint have lately been published in, 
the Supplement from doctors who are members of the Terri- 
torial Army. It appears that the Ministry of Health has asked 
local executive councils to decide whether such doctors should 
or should not be embodied with the Territorial Army in another 
emergency. If the Ministry is advised by the loca] executive 
council that a particular doctor is indispensable in civilian 


- 


practice in his area then he will not be embodied with the 
rest of the Territorial Army. The doctors concerned are 
apparently not to be consulted. 

Two issues arise here. First, the existing and highly success- 
ful machinery for the mobilization of doctors for National 


` Service is the machinery devised by the medical* profession 


itself—namely, the Central Medical War Committee, Scottish 
Central Medical War Committee, and the Local Medical War 
Committees. This machinery is still in existence—it has con- 
tinued to exist since the end of the war at the express request 
of the Minister of Health himself. In communicating with 
the executive councils about the embodiment or deferment of 
particular Territorial Army doctors the Ministry of Health has. 
deliberately by-passed this machinery. Secondly, the decision 
whether or not a particular Territorial Army doctor is tobe 
embodied with the remainder of the Territorial Army is | 
apparently to be made behind the doctor’s back. Many of 
these practitioners have voluntarily given long hours of 
their spare time on weekly drill nights and a week or more 
of their annual holiday at annual camps. If another emergency 
arises some of them will find that, by arrangements made 
without their knowledge or consent, they are not called up with 
their comrades and all their voluntary spare-time work is 
wasted. The Association is protesting most vigorously against 
this tactless and inconsiderate procedure. 


World Medical Association 


The British Medical Association is to be the host of the 
General -Assembly of the World Medical Association when it 
meets in London next month. It promises to be an interesting 
meeting. Twenty-two countries will be represented, and eight 
international medical organizations will send observers. The 
delegates of the British Medical Association will be Dr. Guy 
Dain and Dr. J. A. Pridham, with Dr. E. A. Gregg and Dr. S. 
Wand as alternates. Dr. Charles Hill is to be elected President 
of the World Medical Association for the coming year. The 
outgoing President is Professor Eugene Marquis, of France. 

Among the subjects to be discussed by the- Assembly will be 
a draft international code of medical ethics. The preparation 
‘of this code follows upon the W.M.A.’s consideration of the 
part played by certain members of the profession in the per- 
petration of war crimes and the adoption last year of the 
“ Declaration of Geneva.” The new “code” is to be an ampli- 
fication for practical purposes of the principles laid down in 
the Declaration. During the past year the council of the 
W.M.A. has been collecting information about the schemes for 
“social security ” in existence in the different countries, with 
special reference to the medical services and the’extent-to which 
they conférm to the principles of public medical service’ adopted 
at Geneva last year. The council has also been collecting 
information about postgraduate education for both specialists 
and egeneral practitioners, and this will be the subject of a 
report-to the Assembly. 

The Bulletin of: the’ W.M.A., under the editorship of 
Dr. Morris Fishbein,, of the U.S.A., with the assistance of colla- 
borating editors from other countries, will reach its third num- 
ber in October. - It appears to be'serving a useful purpose in 
medical literature, and the Assembly will consider what 
improvements can be introduced. . | 


? 
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PHYSIOTHERAPY SERVICES 


~ REGIONAL ARRANGEMENTS 
The Minister of Health, according to a recent memorandum 


issued by the Ministry, 1s advised that the maximum benefit of . 


modern physiotherapy is to be obtained under specialist super- 
vision in fully staffed and equipped ‘hospital departments. 
Furthermore, the shortage of adequately trained personnel, 
which will continue for an indefinite period,;’makes it impera- 
tive to concentrate them in ‘hospital departments where their 
services can be employed to most advantage. Accordingly, 
physiotherapy in the National Health Service should be pro- 
vided only under specialist prescription as part of the hospital 
and specialist service, “and responsibility should be accepted 
by regional boards only for treatment prescribed by hospital 
specialists and carried out under their supervision. 

General practitioners who consider that*their patients require 
physiotherapy will normally refer them to a hospital, and if 
the specialist prescribes physiotherapy it should be provided 
in accordance with the arrangements outlined in this memo-. 
randum. General practitioners of course can use their own 
equipment ,to -administer physiotherapy treatment to patients, 


but boards’ and.management committees are not concerned with, 


such arrangements. 


Regional hospital boards are therefore responsible for . 


organizing a satisfactory physiotherapy serviće in their regions. 
Regional hospital boards were advised in R.H.B.(48)53 (now 
superseded by this new memorandum R.H-B.(49)114) that in 
rural and other areas where it appeared necessary to supplement 


*the hospital facilities they, could contract with existing public 


organizations which provide physiotherapy services (e.g., British 
Red Crass Society, District Nursing Associations, etc.), or, very 
exceptionally, with private physiotherapists, to treat patients for 
whom physiotherapy had been prescribed through the hospital 
service: The system of contracting with private physiothera- 
pists has proved in some areas to be expensive, and is neces- 


sarily an uneconomic method of providing treatment under 


the National Health Service. - Accordingly, where it proves 
necessary, to supplement: hospital facilities—either because of 
distance or because of lack of accommodation in the hospital, 
or for other reasons—regional hospital boards should organize 
full-time or part-time-clinics in suitable towns or villages which 
should be-conducted by physiotherapists based on the nearest 
hospital with an adequate physiotherapy department. This 
expanded: and mobile physiotherapy service should be organ- 
ized on the same lines as the orthopaedic service in some areas, 
making use of existing halls, health centres, or other suitable 
buildings. Physiotherapists now in private practice should be 


- employed- full time or on a part-time basis in the hospital 


service, 

As these clinics come into operation in areas where there is 
a need for them, contractual arrangements will become un- 
necessary, and they should be discontinued as soon as possible. 
In the’’Minister’s view it will be found more effective as well as 


more economical to employ additional physiotherapists; whether -- 


whole-time or part-time, as members of the staff of the hospital 


service and carrying out their work within the service, than to. 


seek to continue contractual arrangements whether with indi- 
vidual physiotherapists or ‘with ‘public bodies employing them. 


Evening Sessions and Domiciliary Treatment 


Loss of time by patients at work with consequent Joss to the 
national] economy should be prevented by arranging evening 
sessions. It is estimated that between 10 and 15% of patients 
attending physiétherapy departments require evening treatment, 
and arrangements for it should be made wherever the need 


domiciliary treatment should be accepted by boards only when 


mes 


' exists. 
Only in exceptional cases, when it would be harmful ‘to 
' convey the patient to the nearest hospital or clinic, should great- 
ment be provided in the patient’s home. ‘Responsibi for: 


PHYSIOTHERAPY SÉRVICES 





_ possible use of their services should be made. 


{ 
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Representations -have been made to the Minister that there 
are some signs of a decline in the amount of work being done 
by blind physiotherapists. Jt is important that the fullest 
The Minister 
recognizes the peculiar convenience to the blind of work near 
their homes, and suggests that hospital management committees 
‘and boards of governors should give careful consideration to 
the possibility of appointing blind physiotherapists to any 
suitable vacancies on the staff of hospital departments and 
associated clinics, particularly any situated near the blind 
physiotherapist’s home. 








DOMICILIARY MIDWIFERY 
7 DOCTORS AND MIDWIVES | 

In order to avoid the difficulties arising between doctor and 
midwife regarding the capacity in which the midwife is to act in 
a particular case, the Local Medical Committee and Health 
Department at West Bromwich have devised a simple scheme 
of notification which seems to have worked well in practice. 
A card which fits part 1 of Form E.S. 24 has been designed tu 
read as follows: 


NATIONAL HEALTH SERVICE 
MATERNITY MEDICAL SERVICE 


To the Domiciliary Midwife, — 
Be MINS: errana ec een we ae haere ha ae etwas nee’ 
I have agreed to take this case _ 
Date...... Meme eeae  j§ | wae Girlnuwisguepee es wee wee 
r Cee of Decor ) 


Your services will be required as a f 


The card is placed under Part 1 of Form E.S. 24 with a 
carbon so that the particulars are automatically entered. , Either 
midwife (M) or maternity nurse (MN) is deleted according to 
whether the doctor proposes to be present at the confinement 
in any event or only if specially required. ` The card is given 
to the patient. who is instructed to Hand it to the nurse. The 
nurse is thus made aware of her.exact position in the case and 
of the name of the doctor who’ has accepted the case. 

Further, when acting as a midwife, she knows which doctor 
to notify when the confinement has taken place. In West 
Bromwich the M.O.H. has undertaken to notify practitioners 


‘that the birth has taken place, the name of the doctor con- 


” 


ı medical practitioner. 


cerned being given to the M.O.H. by the midwife on the formal 
notification form. sx 





' “EMERGENCY - TREATMENT: ROAD 
ACCIDENTS 


. Model forms for use in submitting claims‘ for payment of the 


fees allowed under the Road Traffic Act, 1934, are still obtain- 
able from the Secretary of the British Medical Association. 
Under this Act a fee of 12s. 6d. is payable where emergency 
treatment or examination is immediately required as a result of 
bodily injury (including fatal injury) to any person caused by, 
or arising out of, the use of a motor vehicle on a road and the 
. treatment or examination so required is effected by a registered 
An oral request for payment of this fee 
may be made to the person responsible, or, if no oral request 
is made, a claim must be submitted in writing within seven days 


_ from the date of the emergency treatment. The person who was 


1 


using the vehicle at the time the event occurred out of which 
the Bodily injury arose is the person responsible for the payment 
of the practitioner’ s fee, and the fee is payable whether or not 


prescribed by a hospital specialist either at hospital or through ~ the patient is on the doctor’ s list. Where more than ome car is 


a domiciliary’ consultation. Jn such cases treatment should 
normally be given by physiotherapists based on the nearest 
hospital or clinic as part of their full-time or part-time work. 


involved it is not for the doctor-to decide which is to blame, and 
-the claim in doubtful cases may be submitted to the driver of 
either vehicle. i t 


, 
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PAY OF MEDICAL, “OFFICERS. IN THE. ARMED 


, incompatible with , Service „discipline. 


© l; FORCES i ae 


An interim reply has been. received from the, „Ministry of. 


Defence to the Association’s proposals for’ improvement of pay 
of medical, officers in the. armed, Forces. In the reply ‘it is 
pointed out. that changes in the emoluments of Service médical 


officers cannot! be considered in isolation from the emoluments ` 


generally of the Service of ' which these medical officers: are 
members. ~As a result: any proposal for the revision of -the 
pay of Service medical officers raises issues of. much complexity. 
It is hoped, ‘however, that. decisions ut ‘be reached porote 


Jong. 


The reply. then goes on to make the mteratng statement that 


the remuneration of personnel’ in the armed Forces is decided . 


by the Government and that “negotiations ”’ , with associations 
representing any. section of the:armed Forces have never been 
undertaken. It is stated that such “negotiations ” would be 
This doctrine may: or 
may not be true, but the Ministry of Defence has to recruit 
doctors from the-same market as everybody else, and the plain 
fact is that voluntary recruitment of- medical officers to the 
armed Forces has dwindled practically to nothing. It has not 
escaped attention that the Army is even: attempting to hite 
civilian specialists to serve for limited periods on special terms. 


One does not know, what ‘will- be the effect of these appoint- 
ments on the regular specialist medical officers when the latter , 


‘find that the short-term civilians are receiving much higher rates 


of pay. 2 l a 








a AT HEADQUARTERS -~ 


Transatlantic Methods 


F 








f 


Medical men who -have been visiting the United States this f 


summer have come back full of admiration’ for the technical 
wonders of American medicine, especially for the clever, 
dexterous ‘surgery and the efficient hospital organization. Some 
of the rewards of medical men in the States also make. the 


. mouth water. One British surgeon who lately visited New York 


fe 


- 


came back with the opinion that`i in that city most of the sur- © 


geons are earning incomes ‘of about 100; 000 dollars a year. In 


California one proctologist was mentioned whose income is’ 
170,000 dollars. 


‘The visitors speak also, rather wonderingly 
of the'cost of private hospital beds, ' The-cost is so high that 
even well-to-do patients can afford to remain-only the minimum 
time. Accommodation -which would ` rank here afi about 14 
guineas ‘a week runs to 40 guineas in the States: -Yet the'most 
enthusiastic admirers of the American way of life seem. to 


- retain an unconfessed partiality for the British’ way of medicine. 


_with the telephone. | 


i h, vy : 
The Phone-sitter >. 


We have always had the feeling that more might be done 
Some intelligent extension,. for example, 
might enable the instrument, when a call is‘ unanswered, to 
leave a message. ' That does not seem much to ask in view of 
other triumphs in sound transmission and recording. Failing 


a really satisfactory . system of that kind,..some doctors. have: 


gone.to work.on their own and established a phone-sitter. In 
South Derbyshire, in a large group of villages centred on 
Swadlincote, -they have organized „aw emergency | telephone 
system, If the telephone. call is made after- surgery hours and 
the doctor is not at home the caller may, through an emergency 
call, be put in touch with another- doctor who is available. The 
operator at the private. emergency ‘phone, whose number is 


being published throughout: the district, has a list of names; and. 
numbers of all South Derbyshire doctors, and knows at what ~ 


- times they are.available in the evening. If a doctor. is urgently 
: needed and the caller -gets ‘no: answer from his own doctor, he 


rings Swadlincote 7441 and immediately is given the name of a 
doctor known to be available. The second doctor'only puts 
in the one attendance, of course, the patient belonging to the 


` a 
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first -doctor. The interest of telephone, exchange operators, 
, industrial concerns, police, nurses, local hospitals; and- public 


health services is‘ being ‘sought, and the plan bids fair to be a 
“success and to bring much-needed relief to harassed practi- 
tioners, who. deserve their eyening off like oo ao 


A Busy August 


What has been the position of doctors this summer from the 
point of view of-work ? The verdict of some in busy town 
practices is that it has been the busiest August in their experi- 
ence. In holiday centres,-too, visitors have shown themselves 
N.H‘S.-conscious to a surprising degree. One practitioner says 
that it is not so much the number of callers that he minds as 
that, once the caller is admitted, it is so difficult to get rid 
of him. It is. not one complaint he mentions but a group of 


‘complaints, and he- wants attention for, them: all. Sometimes, 


too, the patients are not as considerate and polite as they might 
be expected to be. One doctor with a busy practice in the 
Midlands says that his wife, attending the telephone, has never 
been so much insulted before. The voice at the other end is 
more_abrupt and demanding than it used to be. “I have told 
the doctor to come, and that is all there-is to it,” or some fuch 
phrase, .is too often the caller’s Jast word. 








a 


Questions Answered 





a 
Part-time Specialist 
Q.—i desire to know what is the correct procedure for me to 


‘undertake if ‘necessary to be recognized as a part-time con- 


sultant, having already ‘been so‘ classified as a specialist-surgeon 


by the '‘B.M.A. and yet again accepted as such by the R.A.M.C. 


A.—If a specialist already has an established appointment on 
the staff of a hospital, he will be classified by the review com- 
mittee. If he holds no such post, he will acquire specialist 
status only after successful application for an appropriate 
PPOR: 

Compensation - 


Q.—Can you advise me when compensation will be paid if 
one leayes the Service, and has the rate of same been arriyed at ? 


A.—Compensation is payable on retirement from practice as 


.a medical ‘practitioner providing general medical services under 
‘Part 4,of the Act or Part 4 of the National Health Service 


(Scotland) Act, 1947 (Compensation Regulations, 13 G)).. It 
will not be possible to fix'the exact rate, expressed in years’ 
purchase; ‘payable to individual practitioners until the aggregate 
of all claims is known. This cannot be ascertained until at 
least two months after the passing of the Amending Act. Any 
doctor who claims to suffer hardship through oeiy is entitled 
to apply for a payment on account. 


k 


7 Deductions from. Assistant’s Salary 


_Q.—I shall be grateful if you will, give me the details of the 
deductions required to calculate the net.amount to be paid to 
an assistant whose gross salary as outdoor assistant is £1,000 
per annum. I refer, of course, to deductions for stamps, super- 
annuation, etc: He ts paid monthly. 


_ A.—Deduction should be made as follows: (1) Superannua- 
tion. The principal is responsible for the recovery from the 
assistant of 6% of the assistant’s salary (ex€luding car allow- 
ance), 4. €., £60 per annum. ` (2) National Insurance. The 
assistant is' required to. pay 4s. 11d. per week (3s. 10d. in the 
case of a woman) as the employee's contribution to National 
oe eae The monthly deduction in respect of superannua- 
tiomand national insurance in the case of an-assistant earning 
£1,000 would be approximately £6. Is. 4d. (3) P.A.Y.E. The 
assistant should produce income-tax form P.45 or obtain a 
code number from the local Inspector of: Taxes. The principal 
should obtain a tax deduction card, P.11, from the local office, 
which will also furnish him with the necessary tables showing 
the amount of tax to be, deducted monthly. 


._™* 
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Correspondence 








7 Grading of Hospital Staff. ier 
Sir.—Our “profession was once characterized by. dignity, 
chivalry, and, above all, humanity. Have we lost our soul in 
the trials and frustrations of the past year? -The most colossal. 
injustices are being perpetrated. Every doctor to whom one 
may speak is horrified. Yet the only reaction appears to be an 
occasional letter in the Press. The Ministry’s guiding principle 
in extending this obnoxious grade of S.H.M.O. is z aiae and 


A meeting some months ago of all consultant in this sub- 


region unanimously demanded that this grade be used only . 


according to the Ministry’s original promise. Whilst our col- 
leagues are being deprived.of their livelihood we, who are more 
fortunate, are advised by our leaders to enter the Service, for 
have they not secured the remarkable concession that clinical 
teachers will be adequately paid ?—a nice commentary.’ on the 
representative nature of the negotiating body! We were then 
told that many of .the anomalous gradings were due to lack’ 
of precise information and would, of course, be amended on 
appeal. Now that the appeal results are coming through we 
find that the grading committee is unrepentant in its perversity. 
In this city we-have four general surgeons solely in consult- 
ing' practice. Two of them, both about_40 years of. age, 
both over twelve years qualified, both with fellowships and 


' hospital appointments, have been graded S.H:M.O.’ These men- 


. have done nothing but surgery for the past twelve years and - 
are recognized by all the practitioners in the town as-consulting | 


surgeons. They run their hospital out-patients along ‘with us 


and do the customary major operative lists, 


_ sible question that these men fall within the category envisaged 


(good luck to him)! ` 


` colleagues, as the Minister. is never tired of reminding us. 


by the Spens Committee for consultant status and salary. An, 
anaesthetist, only six yéars qualified, is Kadeg as a consultant 


An even better example of the chaotic state of this region. 
An officer at the mental- hospital left six months ago to take 
up another post where he ‘has now been graded as a‘consultant. 


Our grading committee, unaware of his move, has published - 


the result of its deliberations on htm—a J.H.M.O. 

The medical advisory committee to the regional hospital: 
board, of which committee I am a member, has protested 
vehemently against these proceedings. _ We are completely 
powerless, and it seems:that. the board’ itself is equally so. 

Let us review the constitution of these grading committees. 
Who proposed the members we do not know. We do know 
that they had to be approved by the, Ministry of Health. We. 
know that they were summoned to a secret meeting at the 
Ministry. What instructions did they receive? Were they 
told that in order to avoid the expense of honestly implement- 
ing the Spens ‘Report a certain proportion of consultants must 
be downgraded? All the committees, review boards, etc., 
are unpaid except this grading committee. 
them ‘alone the Ministry pays for, their work. Are they paid 
in pieces of silver ? 

Those responsible for this travesty of justice are our oS 
Will 
the profession ‘still remain silent? We have men of good 
will—Lord Horder, Dr. Walshe. “There is much we can do. 
We can resign from all committees and refuse to take any part 
in running the Service until these injustices are remedied. We 


£ 


. must act now, va unanimously.—I am, etc., 


Southsea. `~ ; 1, ©: PRESTWICH. 


Grading Ophthalmic Specialists ; á 


Sır, —Mr. Frederick Ridley (Supplement, -August’ 20, 
must be congratulated for so bravely coming to the.aid Diis 
Yess favourably placed ophthalmic colleagues. 
is a very large body of clinical assistants holding postgraduate 
diplomas, many of whom have held house and registrar appoint: 
ments, all with several. years of whole-time ophthalmic experi- 
eħce. Prior to N.H.S. these men and women were accepted as 


. specialists in their own locality by general practitioners, and 


“~ 
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There is no pos- ~ 


., cations. 


It is significant that ; 


p. 96) 


As he says, there - 
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many occupiers of provincial honorary staff appointments would 
come in this category had they elected to remain in the academic 
centres. 

As Mr. Ridley observes, these ‘ ‘ specialists ” do not fit fairly 
into $.H.M.O. grading, and it is ‘manifestly. unjust that a pro- 
vincial “ honorary " should be refused consultant status, as, if 
rumour be true, is already occurring. In ophthalmology this 
group of clinical assistants (Mr. Ridley’s “second and much 
larger group”) outnumbers the honorary staff consultants and 
on an S.H.M.O. grading will be asked to accept a salary far less 
‘ than that earned prior to N.H.S. I feel Mr. Ridley’s terminal 
suggestion should be considered by the authorities, or it will be 


` 


difficult to cope with ophthalmic out-patients if the clinical 7 


„~ assistants are antagonized.—I am, etc., 
, - London, W.1. > H. F. MELHUISH. 
{ 
Grading of Anaesthetists 
Sin,—Your correspondent “K” (Supplement, August 13, 


p. 83) strikes an important note when instancing that all the 
-visiting staff in teaching hospitals were “ unanimously ” graded 
_ as consultants, irrespective of the fact that some were indulging 
in private general practice and N.H.S. general practice and 
some had no higher qualification. Particularly was this so 
with. occasional “anaesthetists.” Even in the instance of the 
smaller Hospitals many of these ‘ ‘consultants ” slipped through 
the back door. Of all the disproportionate anomalies, surely 


„the most glaring is ‘the payment of the same fee tosan 


‘anaesthetist as to a surgeon.—I° am, etc., 
“K2.” 


‘ Qualifications of Specialists P 


Sir,—Your correspondent, “Sic Vos Non Vobis” (Supple- 
ment, August 20; p. 96) strikes the right note in his plea that 
specialists should have three higher qualifications: I feel, how- 
ever, tbat he has been too lenient in his requirements, and that 
every would-be specialist should have at least five higher qualifi- 
After all, every physician or surgeon should be able to 
interpret his ọwn x-ray pictvres, and so should possess a diploma 
in radiology. Similarly, in order‘to prevent unnecessary opera- 
tions -or investigations being performed upon neurotics, a 


diploma in psychological medicine should be held. It has, more- - 


_ over, long been held that the modern Surgeon is becoming a 
mere technician, and so a good case could be made for insisting 

- that every surgeon be a Member, and preferably a Fellow, of 
the Royal College of Physicians. 


 ~After these academic qualifications have “been obtained, a 
. medical ` practitioner should spend. at least 30 years in the. 


practice of his chosen specialty, and only then should be eligible 
for the post of consultant. It is only in this way that we can 
uphold the high prestige of our noble profession.—1 am, etc., 

i PER ARDUA AD ASTRA. 


N.H.S. Pros and Cons 
Sir——With all the criticisms levelled against the National 


Health Service ‘you may be interested in my observations of 


‘practice under the scheme as compared with a large general 
‘practice in Johannesburg, South’ Africa. I have been on 
exchange for five months now, and can record my own opinions 
as I find conditions in this practice. J am not in a position 
to compare this practice with other similar-sized practices under 
the National Health Service, but I have had an opportunity to 
discuss and compare notes with other general practitioners in 
this area, ‘and their experignces do ‘not differ substantially from 
mine. 
ADVANTAGES 

The main advantages of practice here are: 

(1) Security of Income—A. practitioner with a large panel is 
assured of a reasonable income and can budget accordingly. 


mm 


(2) Expenses are Low——One does not have to-employ a recep- 


tionist ; there are no bills for stationery, account forms, stamps, etc. 
(In my own practice nearly 1,000 accounts: are sent out at the end 
-of each month.) 


(3) Visits..—Are ERTE to within a smalt radius of the surgery, , 


thus reducing wear and tear on the car and saving a good deal of 
time.’ (In Johannesburg my partner and I each cover some 60 miles 
a- day mane: patients.) 
f 
(d ‘ 
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' mention of the group 
in charge most friendly and helpful in finding beds for hospital ` 
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~ (4) Regular Hours—With the regular surgery hours one has a fair 


. amount of leisure. between morning and evening ‘surgeries. In my 


experience here most patients are co-operative.: Most of the calls 
are in before the end of the morning surgery, and can be ‘completed 
before lunch. With the exception of confinements I have’ had ‘very 
little night work, and the few night calls have ‘been genuine. Few of 
our patients take undue advantage ‘of the “ free service.” `° ~> o.. 

` (5) One is Not Harassed.—I find worry far more exhausting than 
work. In private practice one vis often tyrannized by patients 
demanding preferential treatment “ quickly.” Here, if I am harassed 
it is by the work, riot: by the patients, rr oe ` 

(6) Freedom of Prèscription—-It.is a great- feeling of satisfaction 


to be able“to' prescribe what one feels necessary without having to 


consider the expense to. the patient. Recently'a consultant prescribed 
a course of sex hormones for one,of our patients. These hormones 
are most expensive, and the course of, injections prescribéd would 
have cost the patient. privately about £30. Peoplé-of slender means 
. can now afford the luxury of diagnosis and’ treatment. ` 
(7) Freedom to Call on Ancillary Services—Another great “ worry 
¿Saver ” is the ability to call on the experts in.a difficult case without 
having to consider the expense to ‘the patient. 


The nursing services are a great help, ‘and Ï must make special 
bed service. I have found-the ladies 


cases. The time they save one in arranging for ‘a patient’s 


admission. and transport is invaluable, , 
r a ` ~ i ` ` r \ 

— - DISADVANTAGES `| s a 

(1) Volume of Work.—The main disadvantage. of -the Service is 

occasioned by the Volume of additional wor ‘entailed in catering 

for a,vast number'of people. A large'number of people attend 


+ 


` 


+ 
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. gracefully give permission for their removal. 


every surgery, and one has to see them all in, a limited: time period. ` 


. t 


One naturally cannot give every- patient a routine examination, but 
comparatively few need it. One’ léarns quickly to, “ spot ” the really 
ill. patients, and, speaking for myself, I have not hesitated to spend as 
miuch time as necessary on those really neéding it. In the days when 
one dispensed for private 
dispensary. ox ee ond : ` r 
It is impossible, to take a lengthy -history and keep a record of 
every case. © . BRS EA, “re! a 
(2) The Hospital Services are. Overtaxed:—Patients have to wait'a 
long time for hospital appointments, and the supply of beds is 
totally inadequate to the demand. The result of this is that the 


practitioner has to wait a.long time. before he gets a report on a 


, referred case. 


(3) Clerical Work.—A great deal of time is taken ‘up in writing 
certificates, reports on patients, filing-of new cards, removing and 
dispatching of deletions, etc. This is inevitable; the alternative would 
be chaos. So far-ags the authorities’ are concerned, they have 
done their best to ( 


cates merely need the signature, date, and diagnosis. A clerk, even 


part-time, can take a.lot of the Toutine clerical work ‘off one’s hands. E 


_On the whole the advantages: more -than outweigh the dis- 
advantages, and I feel sure the Service will improve consider- 
‘ably as time goes on. It is certainly a boon to the man of 
limited means. With thè introduction of a higher capitation 


fee and a reduction in the size of'panels I feel the practitioner / 
` would devote more-time to tlie individual patient:-—I am, etc., 


Thornton Heath, Surrey, , 


l l J. S. ZIDEL. 
Telephones j Ty a 
SR,—I notice with pleasure that ‘the medical profession is 
.at last waking up. to. this telephone ramp or racket. 2 I refer 
to Dr. E. J. Jenkins’s letter (August 27, p. 117) and Dr. Thomas 
Leven in|“ Points from Letters ” (p: 120). < ee 
In the days when’ I ‘was so stupid as to think the duty of 
the executive. council was ‘to help the practitioners on its 


’ lists I, sent the clerk thé following letter, dated ‘Match 4, 1949. 


t 


“DEAR Sir,—I should be obliged if I could have the benefit of the 
advice and guidance of the executive council. _ ' r 


National Health Service. Until I- joined this Service the’ G.P.O. 
allowed me to keep on’the “ domestic ” rate, but now insist that I 
should pay “trade” ‘rates and have it dated ‘back to July, 1948. 
(Naturally I am protesting in the hope of putting off the évil day.) 


Do.the council consider that a telephone is ‘essential for doctors on | 
_their list? Would-the council grant me permission to do away ' 


minimize the work for the, doctors.- Most certifi- 


patients .a-lot of time. was spent in the * 


- , “T find that my telephone rental exceeds: my- income from the © 


f 
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well in order to satisfy G.P.O" ‘regulations. Ministers of religion 
satisfy these regulations and rent a “ domestic ’:telephone by having 
their advertisement on an enormous board outside their churches, 
-chapels, synagogues, or what not. When we have our health centres 
Yam willing to have my advertisement plate there complete with 
my domestic telephone number. Although I can find nothing in 
_the’regulations to say that a N.H.S. doctor must have a telephone 
‘and a plate, it is fittiñg that the council should be consulted and 
Alternatively they 


could grant the basic salary in order to: keep up these appearances, 


but that-is another matter ! 


oblige.” 


The reply, dated March 29, stated the matter had been .con- 
sidered by an appropriate committee but they were unable “ to 
agree to. your. suggestions.” ‘I followed this up with a request 
as to what were the barest essentials required by the executive 
council for a practitioner to provide out of his own pocket. 
After. two “ hasteners ” I received the helpful reply on May 18 
that the ‘clerk had nothing to add to his letter of March 29. 
, I think it disgraceful that the G.P.O. should differentiate 
against‘us doctors as compared with ministers of religion, and 
I think ‘it ‘most uncharitable that our executive council should 
not help us to overcome this ramp. JI should like to know if 
any of your correspondents can suggest what action the execu- 
tive council could take if one did do away with the telephone. 
Dr. Jenkins and I may’ be legally correct to do away with- our 
telephones, but we have to reckon with our employer, the 


- executive council, which, having the ear of the Minister to the 


exclusion of its-employees,-can do as it pleases with its panel 

‘slaves.’ I add my support to Dr: Thomas ‘Leven that the B.M.A. 
should demand that this expense of telephones be met by the 
National Health Service, but I am pessimistic as to the result. 
—I am, etc:, GF oe o Í 


South Harrow, Middlesex, F. Prrr PALMER. 


os Consultants and Specialists 
, SiR,—With’ regard ‘to distinction awards, and a few other 
problems-~that are a source of worry at present, may I make a 
few suggestions that might prove helpful ? Distinction awards 
could best be voted for, by a secret ballot, by the assistants of 
each consultant. They, above all others, are in a position to 
judge how much time-and attention is given to patients. Each 
consultant could be judged by thé proportion of ayes to noes 
‘that he received. But let the ballot bé secret, for human nature 
is frail. > : - 
‘Drugs ‘for private patients. Though it seems unfair for 
patients who for some good reas6n of urgency, such as being 
very short of time, chose to be private -patients to have to pay 
for ‘their drugs on top of their doctor’s fées, there is no deny- 


à 


` ing that those who think in terms of private patients are in the ' 


habit of luxury prescribing. Why not let all essential drugs in 
the British Pharmacopoeia be allowed? If anything under a 
special trade name was ordered, it would have to be paid for, 


_ sunless a satisfactory explanation could be given. 


Why. not abolish the Consultants and Specialists Committee, 
or make it function ? There are at present only consultants and 
“ also-rans ”—i.e.; various oddly assorted “hospital medical 
officers.” This is by one of the latter.—I am, etc., 

_» London; W.7. ` AUDREY HENSON. 


~ 


Good and Evil . | 


SR,-—Dr. L. S. Woolf (Supplement, August 27, p. 119) is 
surely mistaken in thinking that it is iniquitous that anyone 
should be able to get glasses more 
than if be gets them under the N.H.S. Such a view is, I suggest, 
‘completely at variance with English. custom, and if this new 
view is accepted we may soon find that, say, boots are included 
in. Ņ.H.S. “ benefits,” and that only an’ iniquitous person will be 
able“to replace his leaky boots quickly for a cash payment. 
' The righteous will of course.. die of pneumonia sooner than 


with-it for professional purposes ? ` Even if this be given, the G.P.O. ` fall into sin and pay for what they need in the former sane way: 


will not allow a domestic telephone if therē`is à professional plate 
outside the house, and so; as.my plate does not seem to ‘produce any 
perhaps the council will allow me to remove that as 
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That the N.H.S. produces, as Dr. Woolf says, endless possi- 
bilities of iniquity shows that the source of “each particular 
‘instance of evil lies in, the original source and nature of the 


t - 


$ 


As my telephone account is now overdue an early reply would ` 


quickly if he pays for them  - 


k] 


`Y 


# 


140 SEPT. 17, 1949 


whole idea of the N.H.S. itself. It was said long ago by one 
who laid down absolute and final standards of good and evil, 
“ Ye. shall know them by their fruits,” and “Can a corrupt tree 
bring forth good fruit 2?” l _ 

There will certainly be “no health in us” as a profession or 
a nation whilst we continue to argue about details of the N.H.S. 
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in operation, and fail to see that it is only a particular-instance - 


of the age-old problem of good and evil.—I am, etc., i 


Bournemouth, Davip HARDE. 


This Medicine 
Sir,—Shortly after a prospective Tory M.P. had phoned to 
ask me how he could claim the refund of a chemist’s bill for 


7s. 3d., incurred privately, a farmer drove in.‘ He had come 
to ask for a certificate in support of his application for. supple- 


-Mentary petrol, because he had had to drive himself to hospital 


for out-patient treatment. The next’ phone call: was from a 
glider factory, requesting some certificates about an employee’s 
illness, so that their auditors would not: query items of “sick 
pay.” —I am, etc., ! 
RICHARD N. THEAKSTON. ' 


Payment of Locums 


i i 

Sir,—I know that I shall be raising a hornets’ nest about my 
ears in bringing this problem up at all, but I feel it will be 
worth it. The common, belief held by the public that doctors, 
‘as a class, were not particularly interested in money ‘and not 
moved by mercenary impulses is now, very rightly, fast dis- 


r5 


appearing. How rightly is shown by the mean and ungenerous ` 


way in which most doctors, when acting as principals, behave 
to their assistants or locums. 


Take the case of ‘the’ locum. The average fee offered is. 


"14 guineas a week, plus 2 guineas a week car allowance, plus 
accommodation. Some more generous-minded principals offer 
16 guineas a week. We’ all know perfectly well that the 
spending power of the £ now, as compared with 1914, is, 
according to official figures, only 7s., and I feel strongly that 
3 guineas a day (especially when the day usually means’ being 
on call for 24 hours) is the minimum that ought to be enforced 


on all doctors when émploying a professional colleague. And ° 


2 guineas a week car allowance is simply ridiculous. We all 
know perfectly well that when our own cars break down 
the least we have to’ pay for the hire of a car is 10 guineas a 
week. Here again a minimum of 4 guineas a week car allow- 
ance would be by no means unreasonable and should be agreed 
to generally by the profession. 
The remedy is not the obvious one, and is not necessarily 
in the hands of the locum. Too often the locum or would-be 
locum is too hard up to make a stand about this, and has to 
submit to being exploited by his professional colleagues.— 
I am, etc., , \ . 
"yc 7) AN OCCASIONAL Locum.” 


+ 


\ 


Permanent Assistant ` 


Sir,—I have been reading the correspondence regarding 
principal and assistant with interest until I noticed the letter 
by “ P. Q. R.” (Supplement, August 27, p. 118). I qualified M.B., 
Ch.B., 1941, and ‘having spent the usual time as resident in 
hospital I joined the R.A.M.C.. Coming back to this country, 
I entered general practice as an assistant after a three months’ 
refresher course in hospital. 

In my three years as an assistant I have spent a year with 


, three different principals, for the simple reason that at the end 


of a year’s tenure when I asked what my prospects were T was 
politely-told that I was a permanent assistant, and that they had 
‘no intention of taking a partner ever. In each case’ I moved, 
realizing the logic of their argument, which enables them to 
have more than half their work done whilst they can enj? the 


. each. 
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' And finally the prospect of being an assistant for years to 
come, moving gipsy-like from place to place, hoping for one’s 
Shangri-La, is not a pleasant one, but is one that must face 
many doctors of my ‘own age, who are not allowed to put-up 
their own plate, who are exploited by their well-to-do principals 
as a form of slave labour, and whose chance of acquiring a 
practice under this National Health Scheme is as rosy as that 
of the poor befuddled fool who fills in his football pool each 
week. All I can say to “P. Q. R.” is that he is a lucky member of 
\ the community to be in the position he is in, for I would willingly 
get into debt to obtain a practice of my own.—I am, etc., 
iso X.Y.Z. 


Practice Vacancies 


SIR,—Dr. wW. Stanley Sykes (Supplement, August 27, p. 118) 


- 


by juggling with some figures comes to the’ conclusion that at- 


the age of 55 and after 28 years of practice he still has 72 years 
before he retires. Notwithstanding his protestations at dis- 
concertment, he must like the new scheme, or he could retire 
within three months and collect his compensation without 
the expense of advertising or a commission to an agent. 
ds it that in the 27 years of practice under the much-vaunted 
“free meditine” he has not been able to provide for his 
retirement ? ` 
Let us now look at his facts and figures from a more realistic 
viewpoint. Is it not possible that the great number of practices 
advertised for sale each week pointed to dissatisfaction of the 
doctors concerned with their lot? As I do not suspect Dr. 
Sykes of being a‘disciple of Bernard Shaw, nor are the majority 
of general practitioners potential Methuselahs, his inferences 
from the number of 20,000 G.P.s in’ practice are erroneous. 
Let us take that on the average they will work a further 20 years 
This will cover the older men with anything up to 
10 years’ work ahead and the youngsters with 30 years of 
activity to look forward to. This means that even without any 
‘extension of the scheme 20,000 new G.P.s will be absorbed 
within 20 years. One thousand a year, not counting the needs 
of hospitals, public health authorities, etc. Surely a very 
attractive profession to consider -with its generous retirement 
scheme. < - noe eos À 
I spent my holiday this year in a famous French seaside 
resort, well known for the longevity of its population, which 
is 10,000. During the first week.there I.saw six funerals, and 
on inquiry I learned that- these were all of local inhabitants. 
Had I used Dr. Sykes’s system of statistics I would have arrived 
at a death rate of 31.2 per thousand. For comparison I give 
you the figure for Romford for 1948—8.2 per thousand.—I 
am, etc., > aa a ee, 
‘Romford, Essex. 


— e 


LEON M. SHIRLAW. 


Association Notices 
S Diary of Central Meetings 


i SEPTEMBER 
Wed. 


28° Private Practices Committee, 2 p.m. 

: 29. Thurs.. Non-professorial Group Committee, 2 p.m. 
29 Thurs. Ethical Rules Subcommittee, 2 p.m. 
29 Thurs. International Relations Committee, 2.30 p.m. 
30 Fri. Ophthalmic Group Committee, 2 p.m’ 


- 


extra capitation fees 6,500 patients bring. . It surely is time that . 


the plight of assistants was investigated. 
‘are assistants and will always bè treated as such, yet if there 
are any night calls the assistant is there to do them. Also 
it is galling to read advertisements for trainee assistants ‘with 
a salary of. up to £200 a year‘more than your own. 


To the public, we . 


Branch and Division Meetings to. be Held 


KENSINGTON AND HAMMERSMITH Division.—At Postgraduate 
Medical School, Ducane Road, London, W., Friday, September 23, 
8.30 p.m., clinical - meeting. : 





TRADE UNION MEMBERSHIP , 
The following is a list of local authorities which are under- 


stood to require employees to be’ members of a trade union l 


or other organization : 
Metropolitan Borough Councils —Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dartford, Wallsend. 
Urban} District Councils—Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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` of a ‘similar kind will be considered. 
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~ “' THE- SEC 
r T. i ae 
„GENERAL MEDICAL- SERVICES . f)! 
With the Major issue of remuneration awaiting discussion with 
Ministry officials on September 23, the General Medical Ser- 
vices Committee was able} at its meeting last week, to devote 
a full day. to routine business, most of the points concerning the 
terms and conditions -of service of general practitioners. Here 
are some of the points dealt with. E ae 
` (a) There has been a good deal-of concern during the past 
year about the extent to which executive councils’ lists are 
inflated—i.e., the extent to which persons appear on the. list 
twice. -No’ doubt clerks of executive councils have done their 
utmost to eliminate this. Yet from' time to time evidence is 
forthcoming that inflation still exists. Following the committee’s 


representations on the point, the Ministry of Health has- 


arranged by way of an experiment for a few executive councils 
to send to a number of persons whose identity numbers are not 
known a communication asking for those numbers. The reply 
is being prepaid, and if the-result of the experiment ‘shows 
that a measure of inflation has been eliminated general action 


4 


(b) It has been decided to ask the Ministry to add to the list 


`of appliances which general practitioners may order ‘for their. 
_ > patients ligature 


material, male and female -urinals, 
“lastonet.” > - Í ` 
(c) The committee’s’ legal advisers take the view that a- doctor 
in the Service is requiréd under the regulations`to issue Ministry 
of National Insurance certificates to a patient even though he 
may know, tbat the patient is receiving treatment from ‘an’ un- 
qualified: person.” This intolerable position arises, because the 
certification regulations. for the, new Service have not exactly 
followed those:in force under National Health Insurance. The 
-committee is taking up the point’ with the Ministry.” ~.. 
(d) The committee examined the administration of the Special 
_ Inducement Fund in the light of experiencé gained in the first 
year of the Service. It is not satisfied that the method of' deal- 
ing with applications. conforms with the original discussions on 
the application of this fund. The committee intends to put to 


and 


pr} 


so as to include definite cases of hardship. 


' 


the Ministry`a proposal for widening the scope of the fund: 
Í f 


(e) The committee has approved a draft circular which the 2 


Home Office.intends to issue for the,guidance of police authori- 

ties in’ connexion with emergencies involving’ the services of 

‘general practitioners. It is felt. that this circular will clarify 
the position. ee i : 

f Temporary Residents — 

It is clear from the correspondence coming to this office that 

there is still some confusion about the procedure to be followed 


by patients seeking treatment as, temporary residents. Anyone 


staying away from home for a period of less than three months 
can apply to any public practitioner for treatment as a ‘tempo- 


rary resident. It is not necessary for the applicant to produce - 


a medical card or to bé on.the list of a public practitioner in 


the home area. Having accepted and treated a temporary: resi-. - 


dent, the practitioner claims payment by filling in and returning 
to the local executivé council of his drea a form (E.C.19) pro- 
vided by that body for the purpose. The same arrangement 
applies to anyone moving from place to place. If the period 
of stay extends beyond three: months the residence is no longer 
regarded as temporary. ~ ` 


— 
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RETARY REPORTS . 


“plus a weighting allowance of £50 


N 


po Remuneration of Colonial Medical Officers 
The Working Party of officials from the Colonial Office and 


'B.M.A. House which has been assessing the monetary value 


of all the various advantages and disadvantages of a Colonial 
medical officer’s life has now completed its work and presented 
its report.’ The, task has been difficult, and the Working Party 
has had the assistance of an actuary and an accountant and 


. Other experts. . In due course it is intended to publish a full 


report of these'calculations and of the current negotiations with 
the Colonial Office. ‘No further statement can be made at 
present, as the outcome of the negotiations depends to some - 
extent upon the discussions which are now proceeding with the 
Ministry of Health ‘on the betterment ‘factor which has been 


or ought to be applied to-the Spens recommendations, 


EE Dentists Hours of Work’ l 
One always suspected that much of the criticism which the 


dental profession has been receiving in recent months was both 
ill-informed and unfair. The Report of the Ministry of Health 


` Working Party on Chairside Times, which .is summarized on 


another page, confirms these suspicions. “ Most dentists,” says 
the Report, “are working longer hours than is comfortable, or 
than. would be good for them if continued for too long a period, 
and many of them are working more quickly than they would 
normally. These conditions have been forced upon them by 
the influx of work which has resulted from the expanded Health 
Service. As a body, they have been trying to cope with the 
difficult problem of keeping pace with demand without loss of 


„efficiency, and, as a body, the Working Party thinks that they 


~ 


should have received more gratitude and less adverse criticism 
than has actually been the case.” The Report states that 
the: “ comparatively few cases of very long hours (and of very 
high earnings) should not- be regarded as a major factor 
‘when terms of service are under consideration. Such cases 
should be judged from the point of view of efficiency only.” 
“Up to the point where efficiency becomes impaired, neither 
the State nor the patient suffers from the excessive efforts” of 
“a comparatively small minority.” “It has to be recognized,” 
adds the Report,- “that by means of organization and -careful 
management output (or should it be ‘input’ ?) can be increased 
to a considerable extent without loss of efficiency,” 


w Arbitration Award 


I’ was, particularly interested to read that the salaries of 
secretaries of boards of governors, sometimes known as house 


~ .governors, have been dealt with by an Industrial Court. The 


award should prove of interest to those engaged in medical 
administration. It is as’ follows : 


Salary on appointment ..:. ... £1,750 per annum 


After one year’s service .. £1,800 ,, 
After two years’ service .. £1,850 ,, 
After three years’ service ., ELIS gs 
, . After four years’ ‘service . £2,000 ,, a 


per annum in the Metropolitan 
Police Area). > ` , i 
Officers already in posts in July, 1948, in hospitals which were 
then transferred into the National Health Service are to have 
the option of remaining on the salaries or salary scales anc 
other conditions of service which they had before July, 1948 
if these ‘were more favourable tham those of the award, 
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TERMS AND CONDITIONS OF SERVICE OF 
. HOSPITAL STAFFS 


‘The Ministry of ‘Health has amended the Terms and Conditions 
of Service of Hospital Medical and Dental Staff for England 
and Wales (Supplement, June 11, p. 314). Details are given 
below. i 


Remuneration and Grading . = 
Main Scale for Consultants (Document, paragraph 1 (a))— 

A practitioner appointed as a consultant before the age of 30 

should start at a salary of £1,400 per annum, rising to £1,550 


. per' annum after one year’s service, to £1,700 per annum after 


two years’ service, and thereafter in accordance with the scale 
set out in paragraph 1 (a) (1) of the document. He should not 


remain on a salary of £1,400 per annum until he reaches the ` 
In effect, the salary scale for consultants is a_ 


age of 31. In 
continuous scale from a minimum of £1,400 per annum to'a 
maximum of £2,750 per annum; and under paragraph J (a) (2) 
of the document age merely determines the point of entry to 
this scale. ‘-. i 

Senior Hospital Medical and Dental Officers (Document, para- 
graphs 2 (a) and (b)).—There is no provision in the Terms of 
Service for the remuneration of senior hospital medical officers 
or senior hospital dental officers below the age of 32, and it is 
not intended that any officer below the age of 32 should hold 
such an appointment. Any officers below that age who have 
not been graded as consultants should therefore be graded as 
senior registrars, junior hospital medical officers, or general 
practitioners under paragraph 10 (b) or 11 of the document, as 
appropriate. °- ` - 

Medical Superintendents and Deputy Medical S uperintendents 
(Document, paragraph 2 (c); see also paragraph 15).—-The 
reference to the particular grades of consultant or senior hospital 
medical officer cannot override the grading of a particular officer 
by a professional review committee. If a medical superintendent 


_ or deputy has been graded in some other grade, the whole-time 


salary of that grade will be used for the purpose of the calcula- 
tion under (i). The word “ etc.” should be inserted after “ senior 
hospital medical ‘officer.” " 


* Part-time Appointments 


Appointments with More than One Board (Document, para- 
graph 5 and R.H.B. (49) 100/B.G. (49) 84).—R.H.B. (49) 100/ 
B.G. (49) 84 refers only to consultants, but the principles laid 
down in that memorandum should be applied also to medical 
and dental officers of any grade who hold appointments with 
more than one board or management committee. 


Residence.—A residence clause has been included in the pro 
forma contract for whole-time consultants and senior hospital 
medical and dental officers, and it has been assumed that resi- 
dence may be required as a matter of course in the’ case of house 
officers, other resident junior officers, certain medical superin- 
tendents, etc. Guidance has been requested on residence condi- 
tions for part-time consultants and other part-time: senior officers 
living considerable distances from the hospitals where their 
principal duties lie and having no private consulting-room 
nearer the hospital (see paragraph 19 (b) of the document). 
This may involve, in some cases at least, the payment of wholly 


' unreasonable sums, not only by, way-of travelling expenses but 


also in taking: travelling time into account in arriving at the 
number of notional, half-days from which remuneration is 
calculated. If the officer’s duties do not make it essential for 
him to reside withit'a certain distance of the hospital where 
his principal duties ‘lie, and he himself wishes to’ live: further 


away, a residence condition need not be insisted upon; ót. 
'whére the ‘officer who has no nearer private consulting-room ' 


lives more than 10 miles or a half-hour's journey away from 
the main hospital, boards should, unless the circumstances of 
the individual warrant exceptional treatment, and as an alterna- 
tive to requiring residence within a certain distance of it, apply 
a maximum of 10 miles (each way) to the appropriate allowance 
for travelling expenses in getting to it, and half an hour (each 


way) to the travelling time takn into account in assessing the 
number of notional half-days under paragraph 5 (a) of the 
document. ; . 


. Work Done for Colleagues during Holidays, etc. ( Docu- 
ment, paragraph 5).—Anticipated duties under Clause 7 of the 
pro forma contract for part-time officers (i.e., time which it is 
known will be given in doing colleagues’ work during holidays) 
should be taken into account in the pre-contract assessment of 
the average number of hours per week on which the part-time 
remurieration is based, and not paid at locum rates. This does 


‘not, of course, affect the application of the maximum under 
- paragraph 5 (d) of the document. It is open to boards to vary 


the’wording used in Clause 7 of the pro forma contract so as 
to’ include duties at other hospitals than those mentioned earlier 
inthe contract. 


f 


Locumtenent Arrangements (Document, paragraph 7) 


(a) Locums Standing in for Whole-time Officers.—The rates 
of ‘payment in paragraph 7 of the document are related to 
notional half-days. The table in paragraph 5 (a) of the docu- 
ment should therefore be used in ‘determining the number of 
half-days. Locums whose duties amount to more than 28 hours 
per week (including those who are replacing whole-time officers) 
would thus be paid for nine half-days per week—1.e., in the case 
of consultants, 45 guineas per week; in the case of senior 


Hospital medical officers, 314 guineas per week. 


(b) Application of the Lower Rate—Any practitioner other 
than a consultant who is doing duty as a locum in a consultant 
post should be paid at the 34-guinea rate. Any practitioner 
doing duty as a locum in a post other than consultant, registrar, 
junior hospital medical officer, or house officer should be paid 
at the 34-guinea rate. l 


(c) House Officers, Junior Hospital Medical Officers, and , 
Régistrars.—As stated in paragraph 31 of R.H.B. (49) 85, 
engagement of a locum should in practice rarely be necessaty 
in the case of absence of any officers other than those specially 
referred to'in paragraph 7 of the document. Where, in very 
exceptional circumstances -(e.g., during sickness when no 


_arrangements can be made), engagement of a locumtenent to 


fill a house officer, junior hospital medical officer, or registrar’ 
post cannot be avoided, the locum should be paid for the period 
of his services at the same rate as the officer whose place he 
is filling. No higher rate’ should be paid without the prior 
approval of the Minister. T 


Part-time Consultants Performing Teaching Duties (Document, 
' paragraph 9 (2) ) 

Paragraph 9 (2) of the document should be amended by; 
deleting the words “or separately from” and “like other con- 
sultants” and inserting the words “for this clinical work” 
aftér “remunerated.” This expresses without ambiguity the 
original intention. Remuneration for teaching duties which 
are separate from’ clinical work (e.g., lectures, tutorials, etc.) 
is the responsibility not of the board but of the university or | 
medical school. Such duties (as distinct from teaching during: 
ward rounds, out-patient clinics, etc.) are not considered to be 
“ clinical work ” under this paragraph and should therefore not 
be taken into account in the pre-contract assessment, under 
paragraph .5 (a) of the document, of the time required for the 
duties attaching to the post. 


“Transferred Officers (Document, paragraph 12 (e) ) 


(a) Transferred Officers who Choose to Accept the New 
Terms and Conditions of Service.—Officers whose salary before 
transfer (including any value attached to emoluments) was 
higher than the salary which they would receive, under the 
new terms and conditions of service, from July 5, 1948, and 
who-choose to accept the new terms and conditions of service, 
shall enter the new salary scale at their. existing salary (deter- 
mined as- below) but shall remain on that salary on a mark- 
time basis until the new scale overtakes it. In cases where 
emoluments were previously enjoyed, the mark-time salary shall 
be an inclusive figure arrived at by adding the value of the 
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‘emoluments to 'the old cash salary. The’ mark-time salary so 
determined shall be subject to the appropriate. deduction under 
paragraph 17 of the document. | a "os 

(b) Distinction, Awards.—The monetary value attaching to a 

distinction award is an element in remuneration (as stated: 1 
paragraph 1 (b) of the document). A consultant who has 
exercised the option under paragraph 12 (e) is therefore: not 
entitled to receive any payment in respect of a distinction award, 
subsequently madé to him so long as he remains on his previous 
salary ‘scale and conditions of service. Under paragraph 12 (e) 


as now drafted he would be obliged to do.so as long as he’ 


remains “in the same appointment’ or another appointment of 
the same or greater responsibility,” carrying a basic salary scale 
below that which he enjoyed before July 5, 1948. Such an 


_ officer should, however, be allowed to reconsider his option if- 


he. receives a distinction award. In order to introduce this 
change without. ‘further complexity of language, paragraph 
12 (e) of the document has been redrafted: the following revised 
version should be substituted : E 


(e) Transferred ‘Officers—Officers who were transferred under 
' Section 68 of the National Health Service Act, 1946, shall be entitled 
to retain their previous salary scale and conditions of service (includ- 
ing emoluments) on a personal basis for as long as they remain in 
the same appointment, provided that travelling and subsistence allow- 
ances as set out in paragraph 19 shall be adopted for all officers 
' irrespective of the allowances for which they may have been eligible 
before transfer. . f 
On taking up a new appointment or on promotion, however, they 
shall conform to the new rates of remuneration and conditions of 


service: provided that if in comparison with the post held. at the 


appointed day the new appointment is of equal or greater responsi- 


CONDITIONS OF SERVICE OF HOSPITAL STAFFS 


bility, measured by the rate of remuneration, they may choose: to . 


continue on their pre-appointed-day remuneration and conditions of 
service (except for travelling and subsistence allowances): for the 
purposes of this proviso the conferment of a distinction award shall 
be treated as a new appointment. 


f 
1 
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Incremental Dates , 


In the case of officers holding appointments at July 4, 
1948, who do not elect to'retain their previous salary scale 
and conditions of service, the salary payable from July 5, 
1948, is determined in accordance with paragraph 12° of’ the 
document, and whatever the date of first appointment the 


next increment on the new scale would be payable on July 5,- 


1949. For example, a practitioner appointed as a consultant on 
August 1, 1945, at the age'of 32 would be paid a salary of 
£1,950 per annum from July 5, 1948, and would receive his 
next increment on July 5, 1949. 


Retention of Fees (Document, paragraph 14) 


n former public assistarice institutions. which now provide 
both hospital accommodation under Part II of the National 
Health Service Act- and residential accommodation under 
Part III of the National Assistance Act, there is no objection 
‘to a member of the medical staff of the hospital having a limited 
“list” to enable him to ‘give services under Part IV of the 
National Health Service Act to any residents in the- “Part III 
accommodation ” who cHoosé him as their family doctor. In 
-this case the same -limitations should apply’ as to the limited 
lists referred to in paragraph 58 of R.H.B. (49) 85/H.M.C. (49) 
. 70/B.G. (49) 71. Any capitation fees received would be kept 
by the practitioner concernéd, the work being regarded as within 
-Category II of paragraph 14 of the document. Accordingly, in 
paragraph 14 (1) of the document the words, “ (except in respect 
of members of the hospital staff)” should be amended to read 
“ (except in respect of patients for whom he is allowed a limited 
` ‘list "—e.g., members of the hospital medical staff).” 


' Tenure of Post (Document, paragraph 15). 


By virtue of paragraphs 15ʻand 16 of the document, a con- 
sultant who is over 70 is not permitted any kind of paid 
appointment (although, as indicated in paragraph 65 of R.H.B. 
(49) 85, domiciliary consultation fees may be paid to him): It 
is recognized that there may’ be cases where a consultant over 
_. 70 can quite properly and usefully be employed on duties which 
are limited in scope——€.8., as consultant adviser to a regional 
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board, visiting outlying hospitals for “ pastoral visits,” etc.—and 
there is no reason why such an arrangement should not be 
made and paid for in the usual way. In no circumstances, how- 
ever, should a consultant: over 70'be employed in a paid 
capacity in such a’way as to’ block promotion for younger 
officers. It would, for example, be wrong for the duties attach- 
ing: to a post to be reduced at any time because certain of them 
were given to.a consultant over 70. 


~ 


‘Subsistence Allowances (Document, paragraph 19 (f) (3)) 


The following proviso, omitted in error in revising earlier 
versions of the proposed terms of service, should be inserted 
before proviso (a) in paragraph 19 (f) (3) of the document: 

“ (a) day allowance shall not be paid in respect of any period spent 
at a hospital as part of the normal duties of the officer concerned ; ” 


The present provisos (a) and (b) should become (b) and (c). 


‘Membership of Medical Defence Societies 
It is understood that some hospital authorities have in the 
past required members of their medical staffs to be members 
of a medical defence society. The Minister sees no objection to 
the continuance of this practice. 


Medical Superintendents of Mental Institutions (Document, 
paragraph 2 (c) ) 
Questions have been raised regarding the interpretation of 
paragraph 2 (c), which refers to the computation of the salaries 


w 


’ of medical superintendents in relation to clinical and administra- 


tive duties, particularly in the case of medical superintendents 
of mental hospitals and mental deficiency institutions. 

R.H:B. (49) 85/H.M.C, (49) 70/B.G. (49) 71 stated (paragraph 
11) that in computing the salary rates of these officers “ boards 
may ignore. any administrative duties of which they find it 
impracticable to relieve a medical superintendent where these 
duties occupy only a small proportion of the officer’s time.” 
Regional hospital boards will, of course, bear in mind the 
importance of reducing to a minimum the time given by the 
medical staff to administrative work. But they should take into 
account the fact that the position of medical superintendents 
in mental hospitals and mental deficiency institutions is affected 
by the requirements -of Statutory Instrument, 1948, No. 419, 
under’ which. the medical superintendent’s special position as 
chief officer necessitates his exercising a general control over all 
departments of the mental hospital or mental deficiency institu- 
tion. Moreover, much of the work which is sometimes regarded 
as administrative necessarily falls to the medical superintendent 
because it is essentially clinical in character. Under this heading 
would come the:statutory medical work and the activities 
directly connected with the treatment, training, and occupation 
of patients, as well as general supervision of entertainments and 
the provision of amenities. As the medical superintendent is 
the person to whom any order of detention is addressed, the 
arrangements for the general welfare.of patients are his con- 
cern both as a clinician and as an administrator. But the time 
‘given to purely administrative work need not, it is estimated, 
exceed 10% of the time given by a whole-time officer, and this 
may properly be regarded as so.small a’ proportion’ of the time 
that there need be no abatement ‘of the remuneration at clinical 
rates for the whole of his time. OS i 
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BLIND PHYSIOTHERAPISTS AND: THE N.HLS. 
Sir Jan’ Fraser, M.P., chairman of St. Dunstiin’s, speaking at 
the annual conference’ of .St. Dunstan’s. physiotherapists at 
Brighton on September 10,-stated that he had led a deputation 
of physiotherapists to see Mr. Bevan. They -had asked that 
-privafé. practices among blinded physiotherapists should be 
encouraged, or at any rate should not be discouraged. It was 
now clear, said Sir’ Jan, that discouragement was to be their 
portion; they must more and more fend for themselves. 
Mr. Bevan, however, had issued a circular to hospital regional 
boards: urging them to’ favour -the. employment of blind 
physiotherapists in the National Health Service (Supplement, 
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September 17, p. 136). While most of them preferred private 
practice, they thanked the Minister for this. Sir Jan added’ that 
in his judgment the N.H.S. might diminish’ private practices but 
: it would not destroy’ them altogether. So long as there was 
freedom of choice left to the individual there would be some 


. people who would prefer treatment by a doctor or physio- 


therapist outside the Health Service. 

Dr. Charles Hill expressed his sympathetic understanding of 
the desire of the blinded physiotherapist for private practice 
and advised them to follow every move in the National Health 
Service and work out their particular proposals on a short- 
term policy. The danger of the N.H.S., he said,.was: the danger 


usually associated with big machines or concerns—namely, a. 
centralized control and the loss of freedom of action or-choice ° 


by the individual. ` ° ; - 

The conference was attended by about 100 ex-Service blinded 
physiotherapists, ‘all members of the Chartered Society of 
‘Physiotherapy. The assembly included physiotherapists: from 
all parts of England, Scotland, Wales,’ and Ireland, some of 


whom were blinded in the first. world. war and some’ in the: 
second, and also a sprinkling of men of the last war who are | 


still in their studentship but who took the opportunity of meet- 
ing future colleagues and of becoming acquainted with existing 
conditions in the blind-physiotherapy world. ~ 
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r HOSPITAL., ESTIMATES 


The Ministry of Health has sent a circular to hospitals describing 
the basis on which their estimates should be prepared. = 


f 


i Maintenance Expenditure 


The Minister asks that the strictest economy should be exer- l 


cised and that provision should be made only -for new’ services 
and the extension of existing services to such extent as the board 
‘considers to be urgently necessary and practicable. In prepar- 


ing the estimates the provisions of the Nurses Bill now before. 
‘Parliament should be disregarded. When the Bill becomes an . 


Act guidance will be given on the financial provisions as they 
affect hospital maintenance expenditure, and any adjustment 
necessary can then be made when the revised estimates for 
1950-1 are prepared in the autumn of. 1950. v 


- Capital Expenditure 


The Minister is aware that many urgent schemes are -under 
consideration and is investigating whether it will be possible, 


within the financial and productive resources that can be made‘ 


available to the social services, to make available in the next 
few financial years a larger share for hospital works. If an 
adequate place is to, be secured in the allocation of national 
resources for urgently necessary hospital developments, it is 
essential that the Minister should have before him outline 
programmes of essential works for three years ‘ahead. 

For the year 1950-1 boards should -draw up their urgent 
capital works programme as a part*of an ordered’ programme 
extending over the financial years 1950-1, 1951-2, and, 1952-3. 

' The starting point for the programme for 1950-1 will be the 
expenditure on works initiated in 1949-50 to which the boards 
are already committed. In order that schemes of war damage 
repair may be allowed for, these should be indicated specially. 

The outline programmes for 1951-2 and [952-3 should indi- 

. cate as nearly as practicable the principal development works 
likely to cost more than £10,000 together with a rough estimate 
of the magnitude of the expenditure involved. A pfovisional 

. figure for works under £10,000 shoufd be included, but the 
works need not be. specified. Boards will not be held strictly 
to the outline programme when.the, time comes for drawjng up 

. their capital estimates for 1951-2 and 1952-3, since each outline 
programme must be open to review when the actual estimate for 

„any year is being ‘prepared, but an-early indication of their 
content will enable them to be discussed informally in good 
time with the Ministry, thus reducing the need to examine them 
when the time comes for formal submission. Boards ‘should 
draw up their scheme in such a way that if reduction proves 
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‘desirable and feasible: 


necessary when the estimates for 1950-1. are considered a 
portion of the work, planned can be moved forward into the 
following year. 

Capital Estimates for 1950-—1.—Regional hospital boards 
should submit a list of capital works in the regulation form 
in three parts: i E 


(1) Works in progress at March 31, 1950, with the expenditure 
falling in the year 1950-1. ` 
- (2) Proposed works to be started in 1950-1, with the expenditure 
falling in that year and that required in later years to complete them. 

(3) Reserve list of essential works which should be started in 
1950-1 if possible, similarly divided as to expenditure for 1950-1 and 
later years; the presumption would be that if any of these works 
have to be deferred they will have the first call on the budget for 
1951-2, 


- The -total for (1} plus (2) should not exceed the figure of ` 


‘total capital expenditure notified in March, 1949, for the year 


1949-50. - The total for (3) should be approximately 50% of 
the total of (1) and (2). Boards of governors should submit 
similar lists. The lists should be restricted to really urgent 
projects, and in the case of London undergraduate hospitals 
and the provincial teaching hospitals the total for (1) plus (2) 
should if possible be kept within the range £50,000 to £100,000 
according to need; in the case- of the London postgraduate 
hospitals within a range of £10,000 to £60,000 according to:size 
of hospital and need; the total for (3) should normally not 


-exceed one-third of the total for (1) and (2). 


Outline Programmes for 1951-2 and 1952-3.—In the case of 
regional hospital boards the total for 1951-2, including the 
amounts to be carried forward if all projects in lists (1); (2), 
and (3) for 1950-1 are put in hand as planned, should not 


exceed twice the total of (1) and (2); similarly, that for 1952-3 


should not exceed three times that amount. 

As regards boards of governors, the rate of capital expendi- 
ture on teaching hospitals during the past year or so has been 
proportionately much higher-than at other hospitals. The out- 
line, programmes for 1951-2 and 1952-3 should therefore be 
kept within the same limits as those given for the “capital ‘esti- 
mates for 1950-1. -The same reservation about increases to 


. Meet special needs of individual hospitals applies, however. 


Exceptional provision will, if possible, be made for starting 
one new major hospital project in 1951 and another in 1952. 
-These figures represent the maximum which the Minister can 
hope to be allocated for hospital development in the years im 
question. The actual amounts will depend on economic con- 
siderations and the needs of other social and industrial services, 
and may well be substantially less.. 
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GROUP PRACTICE i 


‘The Department of Health for Scotland has sent executive 


councils a memorandum on ways in which general practi- 
tioners “may find it helpful. to work in co-operation.’ 
Recommendations were prepared by a special subcommittee 
of the' Scottish Health Services Council, and they have been 
endorsed by. the Standing Advisory Committee on General’ 
Practitioner Services. a f l i 

The .following developments appear to the committee to be 


- 


: eK . ; ; 

(1) Many general practitioners already give mutual assistance in: 
greater or less degree by deputizing for each other in absence. In 
the committee’s opinion many such agreements could with advantage 


. bé expanded to enable a group of practitioners to give mutual relief 


in off-duty periods. 

(2) In the same way, arrangements might be made among a group: 
of general practitioners for the receipt of telephone messages for any- 
of their number who are not immediately available—such arrange- 
ments to make provision for the calling of a deputizing doctor in: 
urgent cases. 

(3) A group of neighbouring doctors might combine in the employ- 
ment of clerical assistance. NE. = 

(4) There, might be provided simple laboratory and other aids to- 
diagnosis for the benefit of a group where it would not be feasible to: 
make such provision for an individual practitioner. , i 
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l (5) Co-operation between. a group- of general practitioners on the 
one hand, and district nurses and health visitors on. the other, might 


be furthered by arrangements made between the group and the local 
authority. i 


(6) Similarly, ' arrangements might ‘suitably be made between groups i 


of general practitioners and particular hospital units for consultation 
references, clinical discussións, and ward visits. 


The committee recommends that, as a first step, ie Secretary 
of State should ask each executive council and the local authori-. ° 
ties in its area to review conditions there, and to consult together 
on arrangements which might usefully be made to implement all 
or any of these suggestions. The executive councils, before’ 
‘entering into discussion with the local authorities, should con- 
sult the respective local medical committees, who have already 
been approached in this matter by the British Medical Associa- 
tion, At the stage they consider appropriate executive countils 
should indicate to the appropriate boards of. management of 
hospitals what part the hospital service might play in eRe 
these arrangements ‘and invite their help. 


= ? \ 
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' OVERWORKED DENTISTS 


i REPORT OF. WORKING PARTY 


The majority of dentists who took part in? the survey carried 
out by the Working Party, whose report has recently been pub- 
lished, “are working at a pace which is punishing, and which 
many of them realize cannot be maintained.” 

‘The Working Party was appointed ‘by the Minister of Health 
and the Secretary of State’ for Scotland in February -of this 
year “to ascertain the average chairside time’taken by general 
dental practitioners in England, ‘Wales, and Scotland (1) inthe 
National Health Service'and (2) in private practice to complete 
each of the types of dental treatment set out in Part 1: of the 
First Schedule to the National Health Service (General Dental 
Services) Fees Regulations, 1948, excluding any items for which 
it is impracticable to establish an average time—e.g.,. ortho- 
dontic treatment.” Its members were: Mr. W. Penman, F.L.A. 
(chairman), Mr. J. J. Gillard Bishop, L.D.S., Mr. A.-H. Condry, 


' 
/ i 
‘ 


Mr. J. Lauer, L.D.S., Mr. A.' Macgregor, L.D.S., with, as secre- ` 


taries, Mr. S. Donald Cox and Mr. L. G. Hitching, L.D.S. 
The number of letters sent out for the main inquiry was 505, 
and 261 returns were received. Information was also obtained 
from 52 dentists working in dental practices of a “ clinic. ™ type, 
and from 16‘dentists not engaged i in the General Dental Services. 
As a rèsult of its inquiry the Working Party considers that 
most dentists are working longer, hours than is comfortable or 
than would be good for them if continued for too long a period, 
‘and many of them are working more quickly than they would 
normally. These conditions have been forced upon them by 
the influx of work which has resulted from the expanded Health 
Service. They have been trying-to cope with the difficult p 
lem of keeping pace with demand without loss of efficiency, $ 
‘the Working ‘Party considers that they should have rece 
more gratitude and less adverse criticism than has actually Yen 
the case. There is little hope of an early improvement. 







present volume of work is limited by the inability of dentists to ` 


do any more, and it will probably be many years before there 
is' any appreciable increase in the number of dentists. 
as i 


4 
i F 


Chairside Hours 


, The Spens Committee considered’ that,. in general, working 
more than 33 hours. a wéek at the chairside tends to impair 


efficiency, and that. 33 chairside hours a week means about 42 . 


working hours a week. The’Working Party found that 70 den- 
tists -were .working for a shorter time than the Spens standard, 
25 were working to about the standard, ‘and 166 were working 


_ Spens standard, Commenting on the Spens Committee’s obser- 
‘vation that work beyond. the stdndard hours tends to impair 


efficiency, the Working Party remarks that the dentists’ replies 
~ disclosed an abnormally high percentage of sickness. 


The. Working Party recognizes that certain dentists are work- 


. tng too long;.too quickly, and with an eye fixed:too closely on 


the monetary ‘reward for their labours, ,some of them to such 
‘an extent as to create grave doubts abo ut whether~ they can 
be working efficiently. But by means of organization and care- 
ful management work cari be increased to a considerable extent 
without loss of efficiency. The comparatively few ‘cases of very 
long hours and very high earnings should not be regarded as a 
major factor when terms of service. are under consideration : 

they should be judged from the point of view of efficiency only. 


Private Practice 


. Comparing the work of private dental practitioners not in the 
Health Service with that of Service practitioners, the Working 
Party found that private practitioners did a larger proportion of 
fillings and a much smaller proportion of extractions and den- 
tures. The-private operations of dentists in the National Health 


- Service when compared with their Service operations show a 


reduction in the proportion of fillings and a very large increase 
in the proportion of extractions. The Working Party suggests. 
“ with some diffidence ” that to a large extent this private work 
is done for people who are in a hurry. 

The private work done by Service dentists represents only ’ 
about 44% of their total operations, The Working Party 
regards’ that figure as disposing of the suggestion which has 
sometimes been made that any considerable section of the den- 
tal profession is using the National Health Service on a substan- 
tial scale as a-cloak under which to obtain comparatively high 
private fees as the price of giving priority treatment. 


Earnings 
On the average the National Health Service dentists were 


- earning about 19% in excess of the Spens standard prior. to 
' the introduction of the now abandoned “ ceiling” of £400 a 


month (plus half the fees in excess of this sum) and ihe subse- 
quent reductions in many items. of the scale of fees. The 
remuneration for N.H.S. work was about 14% in excess of the 
Spens ‘standard, and the other 5% is an estimate of the amount 
attributable to private work. This 19% is covered as to about 
11% by hours in excess of the Spens standard, and as to about 
8% by speed of work in excess of what was assumed in 1948. 
Although the times taken for private work are usually some- 
what longer than the corresponding times for National Health 
Service work, they are not unduly longer. 





LOAN OF PATIENTS’ RECORDS 


The. Ministry of Health has informed hospitals that patients’ 
records may be lent on request to the medical boards and 


. medical appeal tribunals of the Ministry of “National Insur- 
-ance to help the assessment of claims for disablement benefit, - 


provided that the Ministry of National, Insurance first obtains 
the consent of the patient in writing. The papers will be 
treated as confidential, and will be handled only by the regional 
‘medical officers (and their confidential lay staff), boarding 
doctors, specialists to whom claimants may be referred, and, 
-in the*®case of appeals, by the members of the appeal tribunal. 

Photostatic copies will not be made, but the. regional 
medical officer may make extracts of the relevant portions of 
the case papers which have been taken into account by the 
medical boards. The patient will not be given information 


for longer, On the average these 166 dentists did 73% of the. .. other ‘than those extracts which are directly relevant to his 


work, their work on the average being 25% in excess of the 


‘Report of the Working Party on the Chairside Ti imes Taken in, 
Carrying Out Treatment by a Daa PPAR! in England, 
Wales, and Scotland. H.M.S.O., : 


1 - 


claim, and if these extracts contain any information which 
might be harmful to the claimant the regional medical officer 
will take care to give it only to the, claimants own doctor or, 
as appropriate, to his trade union or legal representative. 

: 
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GENERAL MEDICAL SERVICES COMMITTEE 


A meeting of the General Medical Services Committee was held 


‘on September 15, with Dr. S. Wand in the chair. The chair- 


before September 23. 


` Jaxity in certification was- a major factor. 


+ 


man welcomed Mr. J. G. Gilbert, who was present for the first 
time as a representative of the British Dental Association.. 
The chairman repofted that owing to the absence of senior 


' officials of the Ministry ‘of Health on holiday it chad not been 


possible to arrange a meeting on the question of remuneration 


: X 1, 
_ Absenteeism and Medical Certification 
The chairman said that there had been comments in the 


Press following the Prime Minister’s statement to the Trades 
Union Congress on absenteeism, and some of these comments 


reflected on the integrity of practitioners in giving certificates. - - 


In the course of discussion it was strongly’ denied that 
Several other likely 
factors were mentioned in the experience of those concerned. 
In general, people were taking more notice óf minor ailments, 
there was a disposition to stay. longer on the sick list, as the 
original Beveridge report had foreseen, and another factor was 
the reluctance of patients to Testat work in the middle of 


- the week. 


A letter was read from the Ministry of- Health laying it 
down that fees for medical examinations of candidates for 
appointments in the National Health Service should be paid 
by the appointing authority. It was mentioned—not in the 
letter—that the maximum fee which hospital authorities were 
permitted to paywas one guinea. The committee took the 
view that as it had been agreed that for similar examinations 
on a short form for candidates for appointments in Government 
departments a fee of 258, should be paid, which fee had been 
obtained in many instances, this should be the recognized fee 
for medical examination of National Health Service staff. 


$ 
ah 


Rural Mileage 
Dr.. J. C. Pearce, chairman of the Rural Practitioners Sub- 
committee, presented a report the principal ‘matter in which con- 
cerned mileage. He said that various criticisms of the mileage 


‘arrangements had been made, and the first: thing that the sub- 


. a half times. 


committee had set itself to do was to make sure that the global 
sum was sufficient. For that purpose an inquiry had been made. 
While the population for whom mileage was paid had’ gone up 
two and a half times, the mileage grant had gone up three and 
The subcominittee felt that the global sum: must 
be regarded as sufficient. The trouble really arose over dis- 
tribution, in which there were obvious anomalies. The sub- 
committee’s view was that it would be best to leave the ques- 
tion of local distribution to determination by the area con- 
cerned, and to ask local medical committees to supply detailed 
information of practices containing peculiar difficulties or 
hazards (e.g., mountainous areas; islands, lighthouses, etc.), 
which should be dealt with in a special way. 

The chairman said that it had now been proved that the pool 
was reasonably adequate, but that the distribution in the past 


‘had been not quite fair. It was known that there were some 


desperately bad cases which would have to'be looked into 
with a view to making special arrangements ; but in the ordin- 
ary way of straightforward mileage he hoped that rural prac- 
titioners would agree that on the new basis of redistribution 
of an adequate they could try it out for at least twelvé 
months. 


Insirance Certificates and “ Covering ” 


An interesting point was brought forward on a question of 
“covering” an unqualified practitioner. The solicitors to 
whom the point had’ been referred held the view that a prac- 
titioner had an obligation under existing regulations to issue 
insurance certificates even though he knew that the patient was 
receiving treatment from an unqualified practitioner. It appeared 
that whereas in the old Medical Certification Rules it was stated 
that medical practitioners “ who are attending ” insured persons 


should give certificates, the N.H.S. Regulations, 1948, omit the `, 


quoted words. There are also other differences between the two 
sets of regulations. ‘ L 

One member suggested that a practitioner who gave a certi- 
ficate to a patient whom he knew to be attended by an unguali- 
fied’ practitioner would be transgressing the Warning Notice of 


‘the General Medical Council, though it was difficult to visualize 


the Genera] Medical Council taking action against a practi- 


, tioner who was only fulfilling his contract. 


Domiciliary Midwifery 

The chairman made a brief report on the document on the 
domiciliary midwifery service approved by the Central Health 
Services Council which was sharply condemned by ‘the com- 
mittee at its last ordinary meeting. Unfortunately, the docu- 
ment was issued before the committee had any opportunity 
of formulating ifs objections. The Ministry had received a 
deputation from the committee, and it was thought that much 
good would.come from the interview. The matter was the 


, subject of an annotation in the Journal of August 6. 


The committee received with much appreciation, and noted 


' for-future use, a report by the Middlesex Local Medical Com- 
‘mittee on a questionary issued to general practitioners in 


‘Middlesex on the maternity medical list. It gave the replies 


.of 293 practitioners, with figures, concerning confinements they 


had attended, the liaison with the midwife, the use of analgesia 
or anaesthesia, and certain questions, connected with rate of 
payment. ' 
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Association Notices 


TITLE OF BIRMINGHAM BRANCA 


' Notice is hereby given by the Council of the Association to all 
_concerned that it is proposed to alter the title of the Birmingham 


Branch to the “ Midland Branch. 


Any member of body affected by this proposal and objecting 
thereto is requested to write to the Secretary of the Association - 


by October 24, 1949, stating the objection and the ground 


therefor. 
CHARLES Hn,  ' 
ee Secretary. 
Diary of Central Meetings - ee 
SEPTEMBER , 
27 Tues. . Organization Committee, 11.30 a.m. 
28 Wed. Private Practices Committee, 2 p.m. : 
-29 Thurs. Non-professorial Group Committee, 2 p.m. 
.29 ‘Thurs. Ethical Rules Subcommittee, 2 p.m. 
2¢ Thurs. International Relations Committee, 2.30 p.m? 
38. Fri. Ophthalmic Group Committee, 2 p.m. 
OCTOBER l 
Tues. ae on Relationship of Autonomous Bodies, 
p5 Wed. Joint Committee of British Medical Association and * 
A National Veterinary Medical Association, 2.30 p.m 
244 Fri. Committee on Industrial Health Services in relation 
it to the National Health Service, 2 p.m. 
“48 Tues. Proprietary Medicines Committee, 11 a.m. 


Branch and Division Meetings to be Held 


Mip-EssEx Division.—At Chelmsford and Essex Hospital, Sunday, 
October 2, 10 a.m. Dr. H. Bathurst Norman: ‘“ The Cardiac Bruit.” 

NORFOLK BrancH.—At Nurses’, Lecture Room, Norfolk and 
Norwich Hospital, 1 bursday, September 29, 3, 30 p.m., annual meet- 
ing. Address by Dr. W. A. R. Thomson: “ Compound E in the 
Treatment of Rheumatoid Arthritis and Rheumatic Fever.” 

Sourn Essex Division:—In Nurses’ Lecture Theatre, Oldchurch 
Hospital, Romford, Tuesday, September 27, 9 pm., lecture by Dr. 
W. Evans: “ Pitfalls in Cardiologica! Diagnosis.” 

1 West MIpDLESEx Drvision.—In Princes Room, Ealing Town Hall, 
‘8.30 p.m., “The Modern Outlook on Food-poisoning,” Professor 
Robert Cruickshank. 


By 
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SENIOR HOSPITAL MEDICAL OFFICERS: 


It.was clear from the discussion at last week’s meeting of the 
Central Consultants and Specialists Committee that, although 
the process of. reassessment has resulted in a certain amount of 
upgrading, a substantial volume of dissatisfaction still remains. 
The .problem falls into two main parts: the first, the satis- 
factory grading of existing hospital staffs, and the second, the 
question of new appointments to the senior hospital ‘medical 
officer grade ' in the future. The committee was told of what 
~the Joint Committee had done and was doing to press for a 
further professional central review’ of-tħe cases of dissatisfied 
practitioners by a committee of practitioners not involved in 
the earlier. assessment or reassessment. pe 

On the second point the Ministry invited the Joint Committee 
to submit some words to define the circumstances in ‘which 
new appointments should be made to the grade, and the Minis- 
try is now considering the Joint Committee’s proposed defini- 
tion. On the point of central appeal—generally regarded’ as 
the most satisfactory way of dealing with the dissatisfaction 
which undoubtedly exists—an alternative might be to bring 
forward and now to conduct the review which the Ministry 
has promised for two years’ time. Incidentally, the grievance 
is not limited to senior hospital medical officers,-for there are 
some members of hospital staffs put into the grade “ General 
Practitioner (b)” who are pressing for the reconsideration of 
their grading. 


Medical Superintendents of .Fever Hospitals ` 


The council of the Society of Medical Officers of Health at 
its meeting on September 16 discussed one matter on which 
it is wished to promulgate its advice immediately: This was 
the grading of medical officers of health who are part-time medi- 
cal superintendents of infectious-disease hospitals and of some 
whole-time medical superintendents. It was learnt that many 
such officers have been offered by regional hospital boards the 
grading of senior hospital medical officer, and that their appeals 
against this grading have been rejected. It is the view of the 
society that medical officers with specialized’ knowledge of infec- 
tious diseases’ should be graded as consultants. 

‘x. It is understood that these ‘medical officers are being asked- 
~ to sign contracts as senior hospital medical! officers by October 1. 
The advice of’ the council of the society is that they should 
refuse to sign such.contract until the question of grading has 
been further negotiated, but at the same time intimate their 
willingness to‘'continue duty until the matter is satisfactorily 
settled. e ‘ i 
Koi General-practitioner Remuneration 
- General practitioners may be wondering why no announce- 
ment was made following the visit of a deputation from the 
General Medical Services Committee to the Ministry on Friday, 
September 23. The reason is that the time was almost wholly 
occupied, in a critical :exammation of the Ministry’s statistical 
document on general-practitioner remuneration. As a result 
of the meeting the Ministry is reconsidering the document, which 
will in due course—and it is hoped in an amended form—be 
' published. 

It is clearly desirable that any document parporting to inform 
the public and the profession of the earnings of general practi- 
tioners should be above criticism and free from errors,or wishful 


- 


~- THE SECRETARY REPORTS. 


-~ 


thinking. It is perhaps unfortunate, as. the dentists have found, 
that there is a tendency to seize upon a high income received _ 
by a single practitioner and to give it such publicity as to sug- 
gest that this is the usual income. Perhaps general practitioners 
will be spared from such misleading influences if it is appre- 
ciated that as soon as lists are brought down to the legally per- 
mitted maxima it will not be possible for a practitioner to 
receive a gross remuneration in excess of a multiple of 4,000 
and the capitation’ fee locally payable, plus ‘relatively small 
sums in ‘respect of midwifery, immunization, notification fees, 
and what private practice there is. 

It is. perhaps not generally appreciated that the moneys paid 
by ,local executive councils to practitioners may bear no rela- 
tionship to the sums actually received by the practitioner after 
the partnership deed has been- put into operation. Everything 


_ is being done to secure the Ministry’s reply to the representa- 


tions of the General Medical Services Committee before the 
Conference of Local Medical Committees on October 27. 


“ 


Civil Service Medical Officers 

A Joint Committee, representative of the British Medical- 
Association, the Institution of Professional Civil Servants, and 
the Medical Staff Association of the Ministry of Health, has 
made a claim to the Treasury for improvements in Civil Ser- 
vice salaries. The Joint Committee claims that Civil Service 
medical officers’ salaries should be aligned with the recommen- 
dations of the Spens Report. A meeting took place with the 
Treasury some days ago, when the Joint Committee elaborated 
its claim. 
. The claim is: 

Medical Officer, General Service Class: £3,380 (at age 32) x £60— 
£1,560 x £120—£2,300. 


Medical Officer, Linked Departmental: Class: £1,660 (at age 35) 


x £120—£2,300. 


Grades above the basic, General and Linked Departmental Classes : 
Grade I, £2,750; Grade II, £3,000; Grade IIT, £3,500. 

_ Chief Medical Officer, Ministry of Health: £5,000. 

~ Deputy Chief Medical .Officers for Department of Health -for 
Sconand and Ministry of Pensions: £3,000. 


: Central Consultants and Specialists Committee 


The question has been asked whether the Central Consultants 
and. Specialists Committee is representative of those not graded 
as consultants and specialists aś well as of consultants and 
specialists themselves. The position is that the committee is to 
represent the interests of senior hospital medical officers, regis- 
trars, and medical superintendents. _A group of registrars is 
being formed which will give them representation on the Cen- 
tral Committee, and registrar members of the regional com- 
mittees will be invited to appoint an additional representative. 

In addition senior hospital medical officers will be included 
in the eléctorate for the election of regional consultants: com- 
mittees. There will be an election of these regional committees 
after the issue of permanent contracts. They will be advised to 
co-opt to their membership a medical superintendent where the 
ordinary processes of election have_not resulted in one being 
elected ; that teaching and non-teaching institutions should be 
adequately represented ; and to co-opt at their discretion repre- 
‘ sentatives of whole-time local authority medical officers and, 
through the local medical committee, representatives of the 
general practitioners in the area. 

Í 2332 
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_ £50, or both. . 
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WELFARE OF AGED AND DISABLED 
REGISTRATION AND INSPECTION OF HOMES 


Further important measures under the National Assistance Act, 
1948, designed to protect the welfare of aged and disabled 
persons are to come into force on November 1.- An Order 


- 


` fixing this date for the coming into operation of the sections 


dealing with the registration and inspection of disabled and old 
.persons’ homes by county and county borough councils has been 


made by the Minister of Health, who has also made detailed-“ 
~ regulations.’ . a 


The Minister has also named July 1, 1950, as the date on and 


` after which persons carrying on a home that is unregistered 


render themselves liable to penalties. The purpose of this defer- 
ment is to give proprietors of. existing homes ample time to 


_apply for registration and to afford the registration authorities 


sufficient time for dealing with the applications. Homes to 
which the regulations apply are defined in the Act as establish- 
ments the sole or main object of which is, or is held to-be, the 
provision of accommodation, whether for reward or not, for 
persons who are blind, deaf, or dumb, or are otherwise sub- 
stantially and permanently handicapped by illness, injury, or 


. congenital deformity, and for the aged, or both. 


The Act specifically excludes hospitals maintained-in pursu- 
ance of an Act of Parliament; institutions for persons of 


- unsound mind or certified. or approved under ‘the Mental 


Deficiency Acts ; nursing-homes as defined in the-Public Health 
Act, 1936; any voluntary home as defined in the Children and 
Young Persons Act, 1933; and any premises managed by a 
Government Department or local authority or body constituted 
by special Act of Parliament or incorporated by Royal Charter. 
The Minister also has power to exempt premises from registra- 
tion by regulation, and he has granted exemption to any estab- 
lishment held upon a charitable trust which is an endowment 
within the jurisdiction of the Charity Commissioners, provided 
it was being carried on béfore November 1 and provided 
only accommodation and not board was supplied_ for the 
residents. “The primary object of this exemption is to enable 
almshouses to be carried on for the time being without 
registration. j 


` It is not known how many premises in England and Wales 
are liable for registration and inspection, but it is believed to 
-be several thousand. Detailed instructions about the registers 
fo be kept have been sent to county and county borough 
councils, who will prepare forms for completion by pro- 
„prietors. Full information will be available shortly at county 
and county borough council offices, and all persons who feel 
that their premises may be liable for registration are advised 
to inquire at the appropriate council office. 


The decision whether to register a home or not rests’ with 
: the appropriate local authority, but the Minister is advised that 


t 


the expression “any establishment the sole or main object of 
which is, or is held to be, ‘the provision of accommodation ” 
would not include a private residence where, in order to 
augment his income, a householder advertised his willingness 


'_ to care for, say, an elderly. or disabled person or married 


couple. He is further advised that- the expression would not 
include premises which could clearly be shown to be houses 
or flats occupied or intended to be occupied as separate 
dwellings by aged or disabled persons. 

- Grounds: on which the registration authorities can refuse or 
cancel a registration are set out in the Act. There is machinery 
for an appeal against a decision through a court of summary 
jurisdiction, and there are also provisions to allow for the 


-inspection of the register by members of the public. The penal- 
_ ties laid down in the Act for carrying on an unregistered home 


are a fine not exceeding £50 in the case of a first offenge and 
in the case of a second or subsequent offence imprisonment 
for a term not exceeding three months, or a fine not exceeding 


he tte 
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` National Assistance (Registration of Homes) Regulations, 1949 
S No. 1622), H.M. Stationery Office, price 1d. or post 
ee 2d. i ` . 
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MEDICAL PRACTICES COMMITTEE REPORT 


The Medical Practices Committee has issued the following list ’ 
of amendments to its report (Supplement, August 6, p. 70): 


eS ‘Schedule 1 
. Glamorganshire —Neath should read Neath Municipal Borough. 
a à 


m i ! 
Counties 
ADDITIONS 
Glamorganshire.—Bishopston and Reynoldston (Gower Rural 
District); Rhiwbina and Whitchurch (Cardiff Rural District). 


i Cumberland.—Longtown District. 


Devon and Exeter——Chudleigh; Bampton; Ivybridge; Silverton; 
Ide; Topsham; Elburton; Oreston; Plympton. 
Cornwall —Calstock ; Gunnislake, 


DELETIONS 
Lincolnshire (Lindsey).—Scartho. 
Suffolk (East) —Great Horkesley. 
Sussex (West).—Petworth. 
Yorkshire (North Riding)—Ripon. 
Devon and Exeter--South Molton; 
Crownhill. 
CORRECTIONS = 
Worcestershire —Stourbridge-on-Severn should read Stourport-on- 
Severn. ` 
Glamorganshire.—Neath should read Neath, Rural District. 


Schedule 3 
Counties 


Calstock; Gunnislake ; 


ADDITIONS 
Sussex (West).—Petworth. 
Devon and Exeter—Cullompton; Kingsteignton; South Molton. 


DELETION : ee 
Cumberland.—Silloth. 

: Schedule 4 
. Counties 

ADDITIONS 


Carmarthenshire.—Pontyates; Trimsaran. 

Glamorganshire.—-Dinas Powis; Radyr. 

Cumberland —Silloth. ? ` 

Devon and Exeter —Roborough; Sampford Peverell; Bere Alston; 
Chagford; Memyock; Ipplepen; Torrington (Great); Whimple; 
Lewdown. 


DELETION 
Devon and- Exeter —Chudleigh. 


N 





TRAVELLING EXPENSES OF PATIENTS 
RELATIVES 


The Minister of Health ħas had his attention drawn to instances i 


in which near relatives of a patient in a hospital at a consider- 
able distance from home have found it difficult to afford the 
cost of visiting the patient. In the Minister’s view, according 
to a recent circular, it would be open to a local health authority, 
within the scope of its arrangements under Section 28 of the 


National Health Service Act, to provide travel warrants where 


it is satisfied (1) that because of the length of the journey the 
relatives concerned are unable to afford it from their own 
resources without substantial hardship, and (2) that there is 
urgent reason for the visit because of the patient’s serious condi- 
tion, or that the visit would in medical opinion do the patient 
good and aid response to treatment—for example, in the case 
of a long-stay tuberculosis patient too far from home to be 
readily visited. ; : 

The loca] health authority will normally need to rely on 
information from the hospital concerned that the visit is neces- 
sary or expedient on medical grounds. This circular has there- 
fore been brought to the notice of boards of governors of 
teaching hospitals and hospital management committees with a 
request that they will ask their medical staff to assist local 
health authorities in this matter. | 

The .Railway Executive has granted facilities for return 


journeys at single fare for persons visiting long-stay patients 


in certain institutions (such as sanatoria or mental hospitals 
but not general hospitals) who obtain in advance an authorized 
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_ voucher from the hospital concerned. This concession will 
not apply where a local health authority accepts liability for 
travelling expenses in’ pursuance of the present circular, but 


an authority will doubtless take into account the availability ` 


of the concession. (in cases in which it-may be obtained) in 
determining. whether or not the cost -of. the journey “is within 
the means of the person who seeks the authority’s assistance. 


~ 


————— E 


REGISTRATION OF OPTICIANS 
COMMITTEE TO INVESTIGATE _ 


The Minister of Health and the Secretary of State for Scotland 
have appointed a committee to advise, on the assumption that 
it would be-to the public interest that provision should be made 
by legislation for the registration of opticians, how registration 
could best be carried out and what qualifications should be 
required as a condition of registration. ee 
_ The members are: Lord Crook (chairman); Mr. W. B. 
Barker, F.B.O.A. ; Mr. G. W. Black, F.R.C.S.; Mr. R. Champ- 
ness, LL.M. ; Dr., J. Corlett, M.P. ; Dr. Macdonald €ritchley, 
F.R.C.P.; Dr. C. A. Lovatt Evans, F.R.S.; Mr. S. W. Gerrie, 
F.S.M.C.; Mr. G. H. Giles, F.B.O.A.; Mr. C. H. Keeler, 


.F.A:D.O.; Dr. J. Marshall, F.R.F.P.S.; Mr. L. C. Martin, ` 


D.Sc. ; Mr. O. Gayer Morgan, F.R.C.S. ; and Mr. A. Shanks. 

Lord Crook, who was honorary secretary of the Labour 
Parliamentary Association from 1945 to 1947, is a member 
of the National Whitley Council for the Civil Service and 
of the Ministry of Labour Departmental Whitley Council of 
London. l 





HEALTH ‘SERVICE NOT TO BE TOUCHED 


Mr. Bevan said he had made up his mind that the National 
Health Service ‘was not going to be touched, “and there is no 
disposition by. the Government to touch it,” -when he spoke on 
devaluation at a Labour rally at Hednesford, Staffordshire, on 
September 25 (The Times, September 26). The Government 
had made up its mind, he added, to solve its problems with- 
out raiding the social services, and the Health Service was 
sacrosanct. : T 


A 





. SOME HEALTH SERVICE PAYMENTS 


` According to information given in a report of the Lothians 
and Peebles area (Observer, September 25), an optician was 
paid £14,077 in the first year of the National Health Service. 
The average payment to doctors in the council’s area was 


£2,483 ; the average to dentists, apart from those with only . 


branch surgeries, was £4,455. The 45 opticians received £56,147. 








~ Questions Answered. 








- 


Wife Acting as Nurse-receptionist 


>- Q.—I have -beer paying my wife £350 per annum salary for 
- her duties as nurse-receptionist, etc., in my practice, and I 
~- have been deducting P.A.Y.E. contributions. In consequence 
I have been stamping her National Insurance card with 7s. Id. 
stamps each week, but have now been informed that a wife 
cannot be under contract as an employee of her husband, and 
that therefore neither Class I nor Class'Il contributions should 
be paid. - 


A.—It is laid down in the National Insurance Act that in 
‘no circumstances can a wife be employed by her husband and 
thus become a ClassI contributor. In the case of a wife acting 
. as nurse-receptionist for her husband, she has the choice of 
contributing in Class II or Class IM. (See S.I.1425. Pt. 3B 
section 21.) . = ; 





A] ~ 


r - 


_ ‘Class II (Self-employed persons)—She must work for more ` 
than 24 hours a week. Her contribution is 5s. 1d. per week 
and she qualifies for sickness benefit and for retirement pen- 
‘Sion at the full rate of -26.shillings per week at the age of 60. 
- Class. UI (Non-employed persons)——Her contribution: is 
3s. 8d. per week and she qualifies only for retirement pension 


. at the full rate at the age of 60. 


Partnership Agreement z 


Q.—I would like to know the action to be taken for a 
partnership agreement to'become officially valid and operative, 


A.—It should. be presented to the Medical Practices Com: 
mittee, Devonshire House, London, W.1, for perusal. The 
Committee will, if it is satisfied with the terms, issue a certificate 
of approval. 








_ HEARD -AT HEADQUARTERS 
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Quite a Phenomenon 


Mr. John W. McPherrin, who is the editor of the American 
Druggist, recently toured this country_in order to study the 
workings of the National Health Service. He was granted an 
interview by the Minister of Health and immediately after- 
wards he wrote an account of his talk with Mr. Bevan. His 
report appears in the July issue of the American Druggist, 
from which the following is quoted: 

“‘ Most people trust their individual doctors,’ began the 


Minister. ‘ At least they-trust them more than they do organized 


miedicine, the associations of doctors. When-a doctor becomes 
a member of an organized group something seems to happen 
to his thinking. Did-you ever notice that? It is quite a 
phenomenon. ° 

“* The mental change that comes over a doctor when he func- 
tions as a member of organized medicine is.unbelievable. It 
ought to be the subject of psychological research. You know _ 
that organized medicine has always been arrogant, always on 
the defensive. What are these doctors afraid of? Maybe 
they have an inferiority complex of some kind. It is all very 
surprising, because, as individuals, doctors—most of them— 
enjoy the faith and confidence of the public.’ «That was not 
all that the Minister had to say about doctors, but it’s enough 
to give an impression of his attitude.” 


- 


oe Length of Curriculum 


“The World Medical |_Association has been ascertaining the 
standards of medical education in various countries, and its 
latest Bulletin contains a mass of information on this subject. 
One point only may be mentioned here: the considerable varia- 
tion in the length of the medical curriculum in different coun- 
tries. It is five years in Austria and Hungary; five and a half 
years in Czechoslovakia ; six years in Australia, Bulgaria, Eire, 
Greece, Italy, Luxemburg, and New Zealand ; six and a -half 
years in Switzerland; seven years in Belgium, Norway, and 
Spain ; seven and a half years in Holland, and over eight years 
in Denmark. In Canada, Sweden, and the United States the 
medical course is four or five years in length, but must be pre- 
ceded by pre-medical or pre-science education for three to four - 


` years. ; o 








WORLD MEDICAL ASSOCIATION 


The General Assembly of the World Medical Association is 
meeting at B.M.A. House between October 10 and 16. During 
that week there will be some dislocation of the ordinary routine 
at B.M.A. House, particularly in the, service of lunch in the 
Members’ Common Room. Members: wishing to take lunch 
during the W.M.A. -Meeting are asked to do so as early as 
possible—i.e., between 12 and:-I. - 


~ 
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Remuneration 


The committee regrets that it is not yet ina position to make a 
‘statement to local medical committees on remuneration. The 
Ministry’s report on its survey of moneys received by general 
practitioners from National Health Service sources during the 
first nine months of the Service was received on August:18 and 
was considered by the comimittee on August 31. The Ministry’s 
calculations are being challenged, but oWing to the absence on 
_ leave of the Ministry’s financial advisers concerned in the 
preparation of the tables it was not possible to arrange a 
meeting earlier than September 23. No time will be lost in 
issuing a statement to local medical committees as soon as the 
situation permits. 


. Mileage 

The information collected as a result of the inquiry referred 
to in the committee’s report has now been examined by the 
committee after a detailed analysis had been made by the Rural 
Practitioners’ Subcommittee. The conclusion reached is that 
the global sum of £2 million is adequate for Great Britain as 
a whole, but that the figures reveal discrepancies in some areas 
which indicate that the distribution of the Fund is urgently in 
need of revision. a 

The Ministry of Health is at present engaged in collecting 
data to be used as the basis of future distribution of the Centra] 
Fund between executive councils. Every executive council con- 


cerned with the payment of mileage has been asked to classify. 
the practices in its area and submit returns showing the number: 


of mileage units claimed, calculated on a uniform basis of one 
unit for each mile or part of a mile beyond two miles from 
the doctor’s residence to the patient’s address. Classification 
of practices is effected by dividing the total number of per- 


sons on the doctor’s list by the total number of mileage 


units credited to him. Should this calculation result in a figure 


of less than 0.75 the practice would be classified as (A) rural ;, 


if between 0.75 and 2.5 classification would be (B) semi-rural ; 
and if over 2.5 it would be (C) urban. The number of ordinary 
units credited to Class B practices are to be increased in execu- 
tive councils’ returns by 50%, in Class A practices by 100%, 
while. Class C practices will -not be “loaded.” The Central 
Fund will-then be-divided-on the basis of these returns. 

The General Medical Services Committee’s view is that each 
area should be free to distribute its share of the Central Mile- 


age Fund in accordance with the wishes of the local doctors,, 


having in mind the committee’s recommendation that the 
following method of “loading” units is considered to be 
equitable: 


Urban practices: 1 unit for each-mile or part of a mile beyond ` 


two miles from the doctor’s residence. 
Semi-rural practices: 14 units for each mile or part of a mile 
beyond two miles from the doctor’s residence. f 


Rural practices: 2 units for each mile or part of a mile beyond 
two miles from the doctor’s residence. 


It is being recommended, on the advice of the Rural Practi- 
tioners™ Subcommittee, that in addition to ordinary mileage, 
when walking is necessary under winter conditions, additional 
units over and above the actual mileage should be claimed on 
the basis of one unit for each quarter of a mile walked. The 


“loading” resukting from the classification of practices into’ 
urban, semi-rural, and rural would not apply to the extra 


payments for “ walking” units. 

The -problem of specially difficult areas, such as particularly 
mountainous districts and islands off. the coast, has been given 
careful consideration, a certain amount of: information having 
been obtained from the areas concerned. It is proposed to ask 
local medical committees to supply detailed information of 
practices containing peculiar difficulties or hazards, which it is 
considered should be divided into two categories: (1) individual 
cases of isolated :patients where an ad hoc: payment from the 
Mileage Fund should be suggested in each instance ; (2) prac- 


tices where a doctor generally is faced with unusual difficulties, 
and where it would be appropriate that help should be forth- 
coming from the Special Inducement Fund. ~ 

The committee’s attention was drawn to certain criticisms 
made that there had been lack of consultation with local medica] 
committees. The committee feels that it is necessary to point 
out that any apparent lack of consultation was conditioned by 
‘the need to take some positive and speedy action. The urgency 
of the mileage question was constantly being stressed by rural 
practitioners. It should be emphasized that the scheme which 
is ultimately adopted must be reviewed in the light of experi- 
ence, when all local medical committees will be invited to 
comment upon it. 


Inflation of Doctors’ Lists 


By way of an experiment the Ministry of Health has arranged 
for a few executive councils to send to a number of persons 
whose identity numbers are not known a communication asking 
for those numbers. The reply is being prepaid, and if the result 
of the experiment shows that a measure of inflation has been 
eliminated general action on the same lines will be considered. 


List of Appliances 


It has been decided to ask the Ministry to add the following 
to the list of appliances which general practitioners may order 
for their patients: ligature material; male and female urinals : 
“lastonet.” ~ 


“ Covering ” an Unqualified Practitioner 


A comparison of the certification requirements of the old 
and new regulations has been made and, generally speaking, the 
changes appear to be to the advantage of the doctor. On the 
point at issue—that of “covering” an unqualified person by 
issuing certificates when the patient is under treatment by such 
a person—the committee’s legal advisers take the view that a 
doctor in the Service is required, under the regulations, to issue 
Ministry of National Insurance certificates’ even though he may 
know that the patient is receiving treatment from an unqualified 
person. 

The certification rules under the N.HJ. Act specifically 
absolved a doctor from any obligation.to give a certificate to` 
a patient whilst he was obtaining treatment “from any other 
person or from any hospital or institution,” unless the treat- 
ment was being obtained on the instructions or with the consent 

-of the*doctor or under Ministry of Pensions arrangements. “The 

National Insurance Certification Regulations, which embody 
the rules governing certification: under the new Service, do not 
contain a similar provision. Parallel with this, the old rules 
provided that certificates were to be given “by medical practi- 
tioners who are attending insured persons.” The absence of 
these words from the present rules makes the doctor's posi- 
tion in the matter of “covering” more uncertain, and the 
commuttee is asking for similar words to be inserted in the 
present certification regulations. 


Local Medical Committees—Travelling Expenses 


' The committee wishes it to be known that the decision to 
assist local medical committees in meeting claims for travelling 
expenses for members attending meetings of those committees 
is not limited to Scottish local medical committees. It is recog- 
nized that there may be committees in England and Wales which 
are experiencing difficulty in this matter, and the decision may 
be taken to apply to any committee in Great Britain. 


Special Inducement Fund 


In discussions with the Ministry of Health soon after the 
National Health Service was introduced it was understood that, 
whilst the main purpose of the Special Inducement Fund was 
to help doctors practising in sparsely populated or otherwise 
unattractive areas, sympathetic consideration would also be 
given to applications from doctors who had suffered consider- 
able reductions in income as the result of the introduction of 
the Service. There is evidence that applications under this last 
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heading from practitioners in adequately doctored “areas ‘are 
being refused, despite the fact that they have the support of 
the local medical committee.’ The G.M.S. Committee is again 
pressing fora widening of the scope of the Special Inducement 
Fund so as to include definite cases of hardship irrespective of 
the type of area.in which the doctor is practising. Representa- 


tions are also being made against the Ministry’s action in -` 


reducing a grant to a partnership, consisting of: a husband’ 
and wife who are both engaged in and necessary to the Service, 
on the ground that they can normally manage on a smaller joint 
income than two doctors living independently. There is no 
indication that -a similar reduction is being made in the case 
of father and*son in partnership. 


- Medical Examination of Hospital Staff 


‘The committee is informed that- fees for the medical examina- 
tion of candidates for appointments in the National Health 
Service are payable by thé appointing authority, and an instruc- 
tion to this effect hasbeen issued to hospital management 
committees, (Circular H.M.C. (42) 2).- Although this instruction 
relates to administrative staff, some of the rulings given in it, 
including that relating to medical examinations on appointment, 
are of general application throughout the Service. 

It is understood that the maximum fee which hospital authori- 
ties are permitted to pay is one guinea, but the committee is 
pressing for a fee of not less than 25s., as agreed in the case of 


other Government Departments. 


Emergency Treatment—Police Authorities 


The committee has approved the draft of a letter to be Issued 
by the Home Office for the: guidance of police- authorities in’ 
connexion with emergencies involving the services of general 
practitioners. Briefly, the advice about to be given is as follows -- 


- 1. Apart from road accidents in which a motor vehicle is involved, 
for which a fee is payable under the Road Traffic Act, a doctor in the 
National Health Service who is called to an emergency would claim 
an emergency fee from the local executive council. If the doctor 
is not in the Service the police would pay the doctor's fee and recover 
it from the patient if possible. i . 

2. Attendance on a person detained in custody or attendance for 
- the examination of a person for police purposes (e.g., to see if he is 

fit to be detained in a police cell) would be paid for out of the 
police - fund. \ 

3. For examination of a victim of an offence in connexion with 
which a criminal charge may be made the fee would be paid from 
the police fund. ~ 


“4. Attendance on a person. taken ill near a police station“and taken 


into the station while the' doctor is summoned would constitute an- 


-emergency under the National Health Service, a claim being made 
to the local executive -council for the payment of the appropriate 
emergency fee. ; 

5. A doctor called in by the police to examine a man charged with 
drunkenness or any other offence would be paid out of the police 
fund. If the person wished to be examined by his own doctor he 
would be responsible for the doctor’s fee. 

6. A doctor called in to give treatment to a person and finding, 
on arrival, that the person is dead would be entitled to an emergency 
fee from the local executive council. If summoned, however, to 
confirm, for police purposes, that a body is dead, or to. furnish a 
report as to the nature of the deceased’s injuries, or to,.give an 


opinion as to the cause of death, the doctor's fee would be paid from 
the police .fund. 


e 


Pension and Insurance Scheme 


The Pension and Insurance Scheme which was available for 
insurance practitioners, and other members of the B.M.A. until 
December last has been revised ‘by agreement with the insur- 
ance companies concerned:- Like its predecessor, the revised 
scheme provides for pension, for -family provision, and for 
disability. Full details- will shortly be obtainable from the 
Medical Insurance ‘Agency at B.M.A. House, Tavistock Square, 
London, W.C.1. ` . 

A supplementary scheme has been evolved which is’ likely 
to be of particular- interest to practitioners in the National 
Health Service who are anxious to make adequate provision 
for their dependants, ‘as well as possibly to augment their pen- 
sion at retirement. The details of this supplementary scheme 
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are almost complete, and it is hoped that the terms can be 
announced at the conference. 
There’ hayé been inquiries for a pension and disablement 


policy ‘to cover staff employed by doctors (dispensers, secre- 


_taries, etc.), and consideration is being given to the possibility 


of devising such a policy. ~- 





` 


CONSULTANTS AND SPECIALISTS COMMITTEE 
A- FIGHTING FUND FOR CONSULTANTS 


On being unanimously re-elected to the chair of the Central 
Consultants and Specialists Committee at its meeting on 
September 22, Mr. R. L. Newell said that he hoped the new 
session would not be as strenuous as the last. Nevertheless, 
there was still much important business for negotiation with 
the Minister. - 

The first matter considered was the setting up of an 
independent defence fund for hospital consultants, similar to 
the defence trust of the General Medical Services Committee. 
It was agreed that the scope of the fund should be inclusive 
of hospita] ‘medical staffs—namely, consultants, senior hospital 
medical officers, registrars, and junior hospital medical officers. 
With regard to‘the last two classes it was felt to be appropriate 
that to a fund organized for hospital staffs future members of 
such staffs should contribute. The object of the fund was 
defined as to assist, either directly or through the British Medical 
Guild, in defraying the“expenses incurred in organizing or taking 


-any action to protect the interests of those within its scope. _ 


Contributions should be deducted at source by boards of 
governors, regional hospital boards, and hospital management 
committees, in the same way as general practitioners’ contribu- 
tions to their fund are deducted by executive councils. The 
initial target’ was felt to be difficult to fix, but a contribution at 
the rate of £1 per £500 gross income derived from hospital 
appointments was suggested. It was pointed out that much of 
the defensive work which would fall to such a fund would be _ 
on behalf of such private practice as remained, and under this 
arrangement the consultant with most private practice and least 
hospital work would subscribe least. It was hoped that those 
who were doing well in private practice would make additional 
voluntary contributions. - 

The fund is tọ be administered by the members of the Central 
Consultants and Specialists Committee as trustees. 


Regional Consultants and Specialists Committees 

The composition of regional committees, which has hitherto 
varied considerably, came forward in connexion with the re- 
election of such committees on the issue of permanent contracts. 
It was emphasized that regional’ committees were autonomous 
and local conditions vary greatly, but it was decided to advise 
regional committees to observe the following principles: that 
membership should*be based upon the representation of con- 
sultants and senior hospital medical officers in each hospital 
group or groups aggregated for the purpose, and that the teach- 


_ing interest should be not less than one-fifth of the total 


membership. It was also proposed that representatives of 
whole-time .local authority medical officers and of general 
practitioners be co-opted at the committee’s discretion. ‘It was 
felt that médical superintendents should be represented, and 
that if a medical superintendent did not find his.way on to the 
committee by ordinary election a representative should be co- . 
opted. The chairman said that these were only suggestions to 
the regions, and that regional freedom would make for a good 
committee. - e _ 
i _ Special Distinction Awards 

The committee considered a letter which had been_received by 
the British Medical Association from the Advisory Committee 
on Distinction Awards, which is now collecting evidence on 
which tq base its, recommendations, asking for any assistance 
which ‘the Association was able to give. The Central Com- 
mittee had formulated last December a number of conditions 
concerning these awards. It was urged that the Central Com- 
mittee should seek to define “ merit,” and it;was agreed to refer 
the matter back to the Executive Committee ‘with a view to a 
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more comprehensive report embodying some ideas on the issue 
of “ merit.” One member observed that eventually “the only 
criterion of merit will be that a consultant has stuck, to medicine 
or surgery for ten years!” 


Senior Hospital Medical öles . 

On the grading of hospital medical staffs, one member said 
that grave injustices were being done to men who had long been 
. recognized as consultants but who were still, after’ appeal, 
graded as senior hospital medical officers. Dr. Rowland Hill, 


chairman of the Executive Committee, said that the Ministry _ 


had given an unqualified ‘guarantee that it was not its intention 
that the grade of S.H.M.O. ‘should become a cheap form of 
specialist service. . It had gone further and stated that it would 
like the Joint. Committee to advise on the future field for the 
.S.H.M.O., and had, so to Speak, left the ball in their hands. The 
Joint Committee had formulated certain principles governing 
appointments, one of which was that where the trainee system 
was in full operation—that is, in general_ hospitals where 


-` registrars were included in the establishment—there should 


not be any S.H.M.O. at all. 

One Scottish membér said that what was really wanted was 
the co-ordination-of regions, which had been carried out in one 
part of the country with success. 
should be confined to the broader issues instead of dealing with 
a queue of aggrieved individuals. , 

Resolutions from the South-Western Regional Committee, 
including a recommendation that the $.H.M.O. grade should 
be provisional until the position had been clarified, were 
accepted by the committee. o : 


Terms and Conditions of Service 
Dr. Rowland Hill, for the Executive-Committee, reported that 


that committee had ‘considered a circular issued by the Ministry . 


interpreting various points concerning the services of hospital 
medical and dental staffs... The provision that, a consultant 
appointed before the age of 30 could proceed automatically 
from the initial salary of £1,400 was considered’-to be to. the 
advantage of .the officer. It was satisfa¢tory to note that 
the duties expected under the liability to ‘deputize for absent. 
colleagues were to be taken into account in the pre-contract 
assessment. Certain anomalies concerning Jocumtenent arrange- 
ments were pointed out. | - 

The Executive Committee brought: forward for approval: two 
model. forms—for patients in “ ceiling” and “ non-ceiling ” beds 
respectively—whereby the patient undertook to pay proféssional 
charges as a private hospital patient. 
tioned the unfairness of the position whereby a private patient 
who, because no private’ bed was immediately available, was 
admitted as an emergency for.a few hours to a public bed and 
was thereby prevented from being treated as a private patient. 

The committee endorsed a resolution from the South-Western 
Regional Consultants and Specialists Committee calling for 
pressure to be maintained-to secure a grant-in-aid , towards 
accommodation in pay-beds, the present costs being. both 
prohibitive and likely to’ destroy private practice altogether. 


~ 
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GENERAL MEDICAL SERVICES SUB- 


-  . COMMITTEE (SCOTLAND) 


The advisability of reconimending an extension of the use of 
the Inducement Fund in Scotland was debated by the General 
Medical Services Subcommittee (Scotland) at B.M.A.' House, 
Edinburgh, on September 13. ‘The chairman, Dr, Knox, said 
that of the £200,000 available; only £12,000 had been used’ up 
to March—£10,000 in Scotland and the remainder in England. 
The unexpended money returned to the pool,.and the question 
arose therefore whether there should not be a wile use of 
the fund. $ 

Dr. Jope pointed out that the small-use so o far made of -the 
fund was, partly: at any rate, explained by the fact that applica- 
tions had been coming in late. Retrospective adjustment would 
be necessary. It was important that any widening of the scope 
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of application should not adversely affect the use of the fund. 
for its-original purpose, which particularly applied to conditions 
in Scotland: , 

Dr. Wilkie Millar (Edinburgh) explained that the purpose ‘of 
the Inducement Fund was to, induce practitioners to go to those 
areas. in which’ there was not a sufficient population and to 
. provide them with a satisfactory income from capitation and 
mileage payment. It was also intended to induce practitioners 


_to take up practice in less desirable city areas.~ There was no 


suggestion in the rules or regulations that it could be used to 
make up a financial loss resulting from the introduction of the 
National Health Service ; fixed annual payments were intended 
for that purpose. They had heard from the Department officials 
that the Ministry were firmly of opinion that a practitioner 
could not draw on the fund for loss of income under the Act. 
This was probably a-correct interpretation as things stood, but 
if any change of policy in the use of the fund was deemed 
desirable there was nothing to prevent representation being 
made to, the Ministry and the Deparment that.a change saoud 
be made. 

Several members molane that bae appeared to be no 


“consistency in the method of allocating the fund. Dr. Wilkie 


Millar replied that the Department used a formula in assessing 
applications. In the case of-rejected claims applicants had the 
right, provided they submitted figures in support of, their appeal, 
to submit that the formula used by the Department was un- 
suitable to their case, and they should certainly do so. 

Dr. Grant (Glasgow) reminded members that many practi- 
tioners in the cities had suffered greater hardship as a result of 
. the National Health Service than those in the rural areas. In 
- Glasgow the average net income of practitioners was about 
£800 per annum. He supported a suggestion that claims should 
be considered on the basis of the return made to the income- 
tax authorities in respect of income from practice. 

In reply, to a question-as to what yardstick was applied to 
applications, Dr. Wilkie Millar said that, generally, income of 
less than £1,000 net per annum became entitled to a contribution 
from the fund. 

Dr. Anderson observed that that might operate unfairly, no 
credit being given to the older man in respect of his years of 
experience and commitments. 

Dr. Wilkie Millar said that a formula was necessary, but it 
might be that the Department formula was a wrong one. 

On the suggestion of the Scottish Secretary it was agreed to 
ask the chairman’s subcommittee to prepare a memorandum on 
the subject. 2 = ` š 


Filling Vacancies 


The committee then considered means of speeding up the 
filling of medical practice vacancies. The matter arose in a 
communication to the Secretary of the Scottish Health Services 
Council from the clerk to Glasgow Executive Council, stating 
that his council was seriously perturbed at the length of time 
taken to fill a vacancy on the medical list. It was evident, he 
-had said, that in a number of practices the numbers on the 
list of the deceased doctor had seriously diminished by the time 
a successor took over the practice. This was accentuated where 
‘there was an appeal, and the Glasgow Executive Council 


‘requested the Scottish Health Services Council to consider the 


possibility of abolishing the right of appeal by a practitioner 
against another succeeding to the practice in cases where the 


- local medical committee, the executive council, and the Scottish 


Medical Practices Committee had agreed on the successor. The 
chairman observed that such a procedure, if adopted, would 
certainly speed up the position. It would, of course, need an 
amendment to the Act. 

In reply to a statement that in Ayrshire a joint subcommittee 
had been formed of members of the local medical committee 
and the executive council in the hope of speeding matters up, 
Dr. Wilkie Millar pointed out that~-while such a subcommittee 
might well be formed, it could act not in an executive but 
merely in an advisory ‘capacity. 

An opinion was expressed that in many cases delay E 
where a locum was an applicant, but it was ‘pointed out that to 
stipulate that locums must not be applicants would be unfair 
and might lead to extreme difficulty in finding locums. 
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A ‘motion to support ‘the Glasgow Executive Counail’ S pro-, 


posal was defeated by 12 votes to 6 in favour of an amendment 
tnoved by Dr. Wilkie Millar that the selection of a candidate . 
to fill a vacancy should lie with the executive council, advised 


by the local medical committee, with: the Tight oi appeal to the . 


‘Medical Practices Committee. © - 2 
- The committee also agreed that canvassing by applicants 


should be a disqualification and’ that petitions organized- by 
local residents should be firmly discouraged. It was further- 


. decided- to recommend that there should bé facilities for ex- 


change of. practices and .that executive councils should be 
empowered to disperse Or allocate practices of ‘500 or less. ' 


f 


Travėlling Expenses 

ii was ‘tated that the General Medical Services Committee 
had resolved that, subject to legal advice that it is within the 
objects of the National Insurance Defence Trust, the trustees 
be recommended to make a grant to a Scottish local medical 
committee applying for financial assistance towards the travel- 
ling expenses of its members in cases~where such expenses, 
together with the other local medical committee expenses, are 
in excess of the income from an annual levy of Id. per patient 


"on doctore, lists in the area. 


x t 


Other’ Business 


The committee accepted ‘the proposal of the besa een of 
Health that in, certain specified areas in the Highlands and 


- Islands general medical practitioners should receive an appropri- 


ate fee from, the -Dental Fund in respect of emergency dental 
treatment carried out ‘by them. 

Other: decisions made were to form ‘a Colliery Practitioners” 
Subcommittee to consider and advise on matters affecting practi- ` 
tioners with relation to the coal and shale mining industries in 
Scotland in respect of problems peculiar to these industries ; 
to take up with the Department the difficulty entailed in travel- 
ling in certain rural areas for the issue of weekly certificates, 
and means- of reducing inflation of doctors’ lists. 

It was agreed to’ ask ‘the Consultants -and Specialists Com- 
mittee, (Scotland) to take up the case of Nairn Hospital, where 
certain staff changes introduced by the Northern Regional 
Hospital Board have resulted in the exclusion of a number 
of general practitioners from the hospital. ~- 


` 
- 





- Addressing the Society of Chiropodists at Edinburgh on September | 


22, Sir George Henderson, Secretary of the’ Department of. Health 
for Scotland; said that ‘chiropody, as a profession, had. first been 
organized in this country in 1912, and shortly after that the first -. 
school of chiropody had been opened in London. The second had 
been the Edinburgh one, opened in 1924. There were now _ twelve 


`" schools recognized by the society, and about 600 students were in 
- training. The Secretary of State for Scotland and the Minister of 


Health had no option but to consider ds soon as possible what 
standard, duration, and type of training should be laid down as a 
yardstick of proficiency and accepted as the hallmark of the right to 
practise in a national service. The Ministers had set up” a series of 
committees to consider these matters in relation to all the various 
branches of auxiliary workers and to advise them, One of .those 
committees concerned the profession of chiropody. It was intended 


‘ that the committees should consider the questions before them 


objectively from the national point of view. The Chiropody Com- 
mittee had already.had several meetings and was considering written 
evidence. He hoped to have its report reasonably soon, The Depart- 
ment had given advice to régional hospital beards to make adequate 
arrangements for a chiropody service in association with the hospital 
and specialist, services, They: hoped to develop a chiropody service 
in connexion with health centres; in the Department's first experimen- 
tal centre, about to be built at Sighthill, a room was being specially 
earmarked for.chiropody. Chiropody was now, or was about to be, 
a recognized form of treatment at many hospitals where it was not 
previously provided. The Provision made by a hospital board usually 
meant that treatment was given at the hospital itself.. But it was - 


_contemplated_ that where necessary, if recommended by the specialist, 


it could be given in the patient’s own home by the hospital staff, and’ 
in addition arrangements for the employment of private chiropadis' S 
were not precluded. The Service had had a particularly good start in 
Scotland because of the- willing co-operation of four of the volun- 
tary foot hospitals. . They had come into the Service on their own 


- initiative, and that had enabled the regional boards to use their. 


premises and staff instead of having to start from scratch. 
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- . _ Payments be Patients ` 

SR OM Angust 27-The Times published a leading article 
“The General Practitioner,” and on August 30 the ‘same 

aee printed a letter from a doctor suggesting that the 

cost of the National Health Service might be lessened if patients 


paid a small tax to the chemist for each prescription. These _ 


publications might -usefully. be considered in conjunction with 
the statements made by ‘the Ministry of Health in reply to 
. the General Medical Services Committee on the subject of 
remuneration to general practitioners. 

‘This vexed problem seems no nearer a solution. At a recent 
meeting of a local medical committee: which I attended the 
view was expressed that it would be difficult to secure unanimity 
‘of action in any attempt to bring pressure upon the Minister to 
agree to an increased capitation fee. There has perhaps been 


insufficient, recognition of the fact that the effect of the Act 
upon practitioners’ incomes has been very unequal. 


It seems 
it is equally 
It is contrary to human 


likely that some doctors are better off than before ; 
certain that many have suffered loss. 


„nature for the former to take action in support of the latter, 


and thereby risk economic distress because of a dispute. 


. . Doctors in some industrial and urban districts have not 


suffered financially if they have large lists, The recent increase 
in mileage allowance has improved the finances of practitioners 
in certain rural districts which are scantily populated and where 
‘patients live at great “distances from their doctors; some of 
these are’no worse—or even better—off than formerly. It pays 
them to have patients scattered over very wide areas ; but their 
lives are harassed and their leisure practically nil. In one such 
district I know of, two doctors are engaged in their communal 


“surgery for 3 to 34’ hours every morning, and then spend the 


whole day .until nightfall on visits, taking a sandwich lunch in 
their ‘cars and having no tea. This sort of life throughout the 
year is a poor return for an undiminished income. 

. The semi-rural practice, or country districts in which the 


-bulk of the population live not more than two miles from the 


surgery, is in a different position. Their lists are limited by a 


comparatively small population, and the proportion of patients 


for whom mileage can be claimed is relatively small. There is 
no scope for increasing lists and incomes. Thus for most of 
their work they réceive the minimum capitatidn payment, as 
does -the town’ practitioner, bet there simply are not enough 
residents to', provide a similar income, while they have time- 
consuming long-distance 'work for a relatively smail number 
of patients. In these districts the State practice is still subsi- 
dized by what remains of private practice. In one such practice, 


-for example, if the whole of the population attended were State 


| patients the gross receipts would now be only 60% of pre-i948 


figures. Doubtless many such examples could be given. 

The effect on these practices is not so much the loss sustained 
in the first year of the Service, but what it wiH become in the 
future. . A certain proportion of elderly patients have remained 
private, but they are a steadily diminishing factor. Each 
quarter shows an increase in State lists and a smaller private 
list, and the’ fall in income from private patients is greater than 
the increase in executive council payments. This constitutes the 
greatest danger for many practices, to which, if we are to be 
fair, the Ministry’s attention should be drawn. In a compara- 
tively short time private practice in the country will be dead, 
and the income of the country doctor permanently lowered as 
we approach the 100% State practice. The, loafled capitation 
fee thus-seems to be the only reasonable assistance for the 
country or semi-rural practitioners. 

On the other hand the economic situation ‘provides a strong 
argument against any increased payments to doctors: But it is 
- generallp accepted that the Service is being grossly abused by 


increasing demands. for attendances and the various additional 


benefits. Itis obvious that the majority of patients could afford 
some contribution towards the cost of spectacles, dentures, and, 
jn some cases, surgical appliances, as they did under the old 
N.H.I. Acts. If such a charge (e.g., £1 for a pair of spectacles 
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and £2 for a set of dentures) were enforced, except in cases of 
‘real poverty, there’ would be a tremendous drop in the national 
expenditure for such benefits, and’it would ensure that patients 
in real need of them received their appliances more. promptly. 
If, in addition, a small charge were made at the chemist’s on 
every Form E.C.10 dispensed, many of the- frivolous demands 
for .bottles of medicine would disappear. It would relieve 


pressure in doctors’ surgeries and allow more time to deal with ` 
the genuine sick; it might have a salutary effect on the un-, 


scrupulous patients whose abuses of the Act are so exasperating. 
The money saved by such reasonable charges would g6 some 
way towards the £164 million, said to be required for the loaded 
‘capitation fee.’ The lessening of unnecessary work and the 
modeérate increase in income would help remove the dissatis- 
‘faction in general practice.. It would -Jessen ‘the disparity, of 
income betweén this vital branch of medicine and the specialists ; 
and in due course more good men will find their way_ into 
general practice instead of struggling to dchieve a specialist 
status. for which many’ are perhaps unsuited. Is there nobody 
to persuade the Government that some ‘such scheme is an 
essential for the best working- of a service which has produced 
so many disappointments ?—I am, etc., 
Hurstpierpoint, Sussex. 


; Domiciliary Midwifery Service Bae 
Sir,—When I first read the Minister `of Health’s” circular 
explaining the maternity service my first reaction was to be 


-° RALPH GREEN. -*’ 


exceedingly annoyed, until my sense of humour came to my. 


rescue and I enjoyed a good laugh. After reading the ‘letter 
in your issue of August 20 (Supplement, p..98) by a member 
of the Maternity and Midwifery Standing Advisory Committee 
I again became -exceedingly annoyed, and this time my. sense 
of humour did not comé to my rescué: I did not need the 
advice given as-to who should be shot first. I already know. - 
`The Minister resisted ‘the Analgesia Bill as a “piece of 
political chicanery,” and stated he had all the powers needed 


to` provide- analgesia. under the National: Health Service; He 


then immediately issued instructions which in effect’ remove 
both the G.P. and: the analgesia from a woman in labour. 
Nobody is going to pretend that- the gas-and-air provided by 
the midwife is effective analgesia, and I for òne do not accept 
the statement that three-quarters of. all. confinements are 
conducted by midwives. a 2. 2% 
’ There is a curious reluctance amongst midwives to send 


for a doctor. It is'a survival of the time wher calls resulted 


in claims on county hall and, if.numerous, reflected on the 
midwife’s ability. - The result was that many perineal tears 
never, got sewn up at all, and none’ were ever avoided by. an 
episiotomy. If Dr. Clement W. Walker is correct in his state- 
ment’ that the Royal College of Obstetricians -“ is appalled 
by the danger run by a woman who engages a G.P. to confine 
her,” then that raises a very important point. If these teachers 


“ 


and.examiners really believe the statement made on their behalf 


then it is high time they, all resigned from their posts as teachers ` 


and examiners and allowed someone else to take over-the task 


of training G.P.s that are safe to employ in normal midwifery. . 


I cannot escape from holding the view~that this very new 
Royal College is using the introduction of the N.H.S. to attract 
to itself great importance in the obstetric world.by the simple 
expedient of decrying all those who do not hold its diploma. 
Yet good midwifery was being done in this country before the 
birth of the Royal College. 
from some of our old teachers. and obstetric consultants on 
this subject. They are curiously silent so far—tI am, etc., , 


Upminster, Es8ex. - E. ANTHONY, 
Hon. Sec., South Essex Division. , 


s Sm,—Reading the ‘proceedings of the ‘Congress of Obstetri- 

cians (Journal, July 16, p. 147)-1 was’ surprised to find that 
the hostile remarks*made about the N.H.S. Maternity Service 
and the G.P. obstetrician met with no rejoinder. It is, quite 


ridiculous for eminent members of the R.C.O.G. to call the- 


service a sham because they consider the, courses of .training 
for university degrees or the diplomas are inadequate. They 
have -two logical courses open to them : (a) accept the-present 


7 
~ 


i ” 


- leaving more. time for practical instruction later. 


It would be interesting to hear . 


training and try to make future training better, or () -resign - 
from the examining boards and stop taking 100 guineas-a week 
(from students? examination fees) for examining-for a-degree » 
or diploma which they do not recognize as conferring ability 
to practise. s a a 
No one*realizes better than the young practitioner that diffi- 
culties arise in midwifery as they do in anything else medical 
or surgical. No practitioner hesitates to call in skilled assistance. 
_ He is, after all, a responsible individual. . No one has ‘suggested 
“that ‘the Royal College of Surgeons should no longer give 
qualifying practitioners the M.R.C.S. because it is now rare 
in Britain to do appendicectomies in the home, for the very 
good reason that the surgeons want people who are trained to 
recognize conditions, deal with them if possible, and, if not, 
to call in skilled assistance. 
Seriously to suggest that midwifery should be entirely the 
_responsibility of midwives and specialists ‘is ludicrous. J am ` 
sure the midwife would be the last to want to be “ the doctor ” 
in domiciliary midwifery. We all have the. greatest respect for 
_ the ‘nursing profession, and many things we could not hope to | 
do as well as they.do them, let alone better, because by constant 
repetition they develop excellent technique. But the fact ` 
“remains that their training and their field of responsibility are 


`> limited, and obviously, for example, in any medical condition 
_ associated with pregnancy they would not dream of taking 


over the doctor’s role. Midwifery is therefore not entirely a 
question of. technique ; and there is a wide field in which doctor 
and midwife can be complementary. Statements like those 
made by our eminent obstetricians will not help to foster good 
“relations. “3 Te a 

Domiciliary midwifery is something which - will probably 
never be done away with. Judging by.some of my patients’ 
reactions to institutional midwifery (which -they consider as 
-little more than a training ground for students and ‘student 
midwives), it is likely to increase, if efficient. How, then, are we 
to make it efficient? If the R.C.O.G. considers that students 
are not given adequate training, then let them demand extra 
time -in the curriculum and that degrees and diplomas be 
amended on the lines of M.R.C.S., L.R.C-P., L.R:C.0.G., There- 


‘has already been an increase in the second M.B. course, and 
~ as many students now live on grants it’ should be possible 


-eithef to add- to the third M.B. course or to readjust by leaving 

out.some of the high-flown biochemistry now taught and teach 

the theory of normal, midwifery in the physiology course, | 

This is the 
right way-to. sort out this problem—silly circulars from the 

_ Ministry and sniping from high places are not going-to do 
anyone any good.—I am, etc., i of f 
, London, W.C.1. ° J. L. McCALLUM. 


' Position of Registrars 


_ SR; —Mr. Cyril F. Mayne (Supplement, August 27, p. 116) 
has raised some`important points concerning the position of 
registrars. I am entirely in agreement with him in his plea 
for a fair chance for the provincial, registrar under the new 
system of appointments. As it stands the system will certainly 
tend to swell the already formidable queue for’ these posts at 
teaching hospitals and to reduce the standard of applicant in 
the’provinces. As he points out, the provincial post judged 
“on. paper ” alone carries little weight for senior appointments. 
Recently there has been, much discussion on the attainment 
of “specialist status,” and, presumably in view of the very 
variable results of hospital staff grading, complex schemes have 
-been suggested for the attainment of this status. Surely, how- 
ever, the status of specialist or consultant will in future be 
attained by successful application for a post‘carrying that 
_status. Vacancies for such posts in the main specialties of 
medicine and surgery appear from the advertisements to be, 


` if anything, fewer than before the new health scheme, and will 
presumably become fewer still now the precedent has been 


made of grading as senior hospital officers some already estab- 
lished specialists engaged in specialist work. i 

In the recent annotation-on the standing of the- M.R.C.P. 
diploma (Journal, August 6, p. 327) you mentioned the very 
large numbers of young men and women who are exhausting 
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themselves and their examiners to obtain-a diploma which will 
enable them to avoid going into general practice. Unfortunately 
the successful attainment by the’ intending specialist of both 
his respective higher qualification and his experience does not 


save him from this fate. It now appears. to mé that the best“ 


‘the majority of would-be physicians and surgeons can hope.for 
is to continue their specialty 
hospital officer, . ~ 


=e a dar 

May I therefore ask, Sir : What is the future for the registrar 
—the trainee specialist? What proportion of the vast and 
increasing numbers of registrars will ultimately obtain posts 
‘as full specialists ? Are more or fewer specialists than of old 


wanted under the. new scheme? - Answers to these questions, 


even if depressing, would certainly clear the air, and incident-’ 
ally might well reduce the “ very large numbers, etc., etc. Per 


—I am, etc., a. ` 
` Maidstone, Kent. W. H. HELM.. 


. ' ++ Grading of Specialists 
Sir,—A letter has 
in the Guildford district who’ wish to protest very strongly 


against the. degrading of certain consultants and specialists -in 
the area. The letter-says : | ae 


“ Although no official list has so far been published, we have 
heard that almost all the consultants who have earned and retained 


“our confidence for many years past have been degraded to the status , 


of senior medical officers, and this in spite of the fact that they hold 
the’ necessary academic qualifications and have been practising as 


consultants for many years. - 


“ In several. cases very much more junior men with Jess experience - 


and .lacking higher qualifications have been given the status of 
consultants. ` ~ es eo 

“We would urge that most energetic protests should be made in 
all suitable quarters that this gross injustice be righted, and that we 
should be able to enjoy the help of the consultants in whom we have 
confidence. Wefeel that this is a,matter which affects-not only the 
consultants but very definitely the future of the general practitioners 
as well as medicine as a whole.” - mS 


-+ 


The executive committee of the Guildford Division felt 
strongly that the interests of the general public were not con- 
sidered ; that the numbers of those approved as- consultan’s 
were inadequate ; and that the general practitioners of the. area 
had not been consulted in any way. It was emphasized that 
in the past consultants attained that position by ‘obtaining 
and keeping: the confidence of the general practitioners in their 
area, - ae - 2 ; 

No such test has-been applied in the present instance. Surely 
the opinion of those practitioners who are to call in.the con- 
sultants should be of paramount importance, as it is upon their 
confidence that the consultants base their claims ‘to rank as such. 
—I am, etc., - ; : 


Gulldford. F. A. BELAM, 


Hon. Sec., Guildford: Division. ` 


General Practitioner Services at Hospitals 


sr—tI have just received a cheque for £56 3s. 3d. from the 
local -hospital management committee “for your services as a 
general practitioner at the above hospital. „The payment covers 


the period July 5, 1948, to June 30, 1949.” The wording: of’ 


designed to mislead. : 

This sum is not due to me because I spend an hour -or two 
-at the-local hospital nearly every day of my life, but because 
during that time I might chance to-.attend a patient who is not 
on my N.H.S. list. 
asked to accept £56 consists, as far-as I know, in attendance on 
a victim of a road accident which occurred outside my house. 
The’ man was on -the list of a neighbouring colleague. 

There is not the slightest excuse for ány such payment. If 
the executive council is “adequately paying” us for the work 
‘we do in hospital for the patients on our lists, then there is 
no reason at.all why our services to patients not ‘already on 
-our lists should not be equally “adequately paid for” by 


the letter which came with it and which I have quoted is: 


filling up emergency treatment forms: or taking them on our lists. 


as temporary patients: 


A 
~ ` 


_ The truth of the matter, as I see it, 


been received from the several practitioners ` 


= gives rewards solely for quantity and not for quality. 


As. it happens, the service for which I am ` 


* ‘ 


is that the Minister knows 
full- well that we are not adequately paid by the executive 
council for the work, we do in hospital. ~ He-also knows quite 
well that the majority of general practitidners would be per- 
fectly willing-to continue’ giving their ‘services as they have 
always ‘done in the past.» He is determined that the spirit of 


in the disguise of the senior ~ voluntary’ service amongst the medical profession shall be killed 
Soo me a: _ Stone dead and that-the morale of the doctors shall be reduced 


“to his level—-a -level to which the whole country is being 
insidiously dragged: “m n 

I hope that those who are in a similar position ‘to myself 
will examine their consciences and, bearing in mind the true 
reason for the payment they are now receiving, ask themselves, 
whether they can afford: to sell what remains of their morale’ 
for such a.sum.—t am, etc., z 

Forest Row, Sussex, ' 


E. G. SIBLEY. 


Status of General Practice 


Sir,—The National Health Service has now been in existence 
for over a year, and that there has been no ‘serious breakdown 


-vin the treatment of patients is attributable solely to the tradi- 


tion of “service before self” and‘ altruism of the general 

r practitioners and their wives. With the recurrent cynicism of 
Mr. Bevan, -and the indifference of those in authority to. the 
unjustifiable-and insufferable burden which has been’ placed on 
the shoulders of the family doctor, there is a real danger that 
even general. practitioners will reach the end of their patience 

_ and that embitterment and dissatisfaction with the Service will 
evoke unfavourable reactions in their-everyday work. 

Already. the old traditional doctor-patient atmosphere is 
becoming undermined and a spirit of apathy and indifference - 
is growing. It is an old truism that the labourer is worthy of 
„his hire, The general practitioner is now classified as the 
lowest form of medical life, and there is,a real danger that 
the service he gives to the public in the future may be com- 
mensurate with his classification. It had been hoped that the 
Spens Report had settled once and for all adequate remunera- 
tion for the general practitioner, but if rumour is true the battle 
of finance is being now waged with increasing vigour and 
acrimony. That aspect of the case I am content -to leave in 
the, capable hands of the General Medical Services Committee, 
who are doing their best-on a very sticky wicket. 

But an even’ more serious result of the National Health 
Service isthe very great loss of status in general practice. The 
family doctor is now given no real incentive to become a good 
doctor. In the past there were two methods of building up a 
practice—one the provision of a first-class medical service by 
‘a practitioner who was efficient, keen, and enthusiastic, who 
very often developed a specialty as a side-line, and who reaped 
his. reward in his ability to charge reasonable fees, varying with 
the ability of the patient to pay. The second method, adopted 


_ only by a very small minority, was to grant certificates and 
. medicines’ freely at. the behest of the patient. 


The National 
Health Service has now levelled down all to an equal status and 
The 
temptation. to adopt the second method may become more 
common. 

In Glasgow, and doubtless in other areas, in pre-Service days 
many practitioners obtained a higher qualification and were 
appointed to junior posts on the hospital staffs. That policy has 
now ended and the avowed intention is to exclude all general 
practitioners from hospital work. Is there any real reason— 
apart from the satisfaction of work well done—why a general 


' practitioner in the, future should take an additional degree-or 


even bother with postgraduate courses ?. -Is thete any other 
service, medjcal or lay, where seniority, experience, and ability 
receive no reward? Is the acquisition of a full list of 4,000 
patients likely to lead to a high standard of medical work, when 
one realizes that every one of these patients is anxious to get 
something back for himself from the large weekly contributions 
which are, deducted from his ‘pay packet and which, in the 
opinion of many, are allocated to the panel doctor? This 
erroneous viewpoint is largely responsible for the waiting- 
rooms crowded with trivialities about which no patient would 
have consulted a doctor when a fee-was payable. 


~ 
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Is there any other section of the community in our Welfare 
State which remains on duty without overtime in order that 
patients may consult the doctor after their, normal working 
hours ? Is it consistent with the dignity of our profession that 
a patient should inform us. that he desires this or that medica- 
ment ‘and that if we refuse him he is able immediately to 


transfer his card and -that of his family to a more accommo-, 


dating doctor next door? Is it likely that sound and honest 
certification will be maintained with the system’ of immediate 
transfer, when the maintenance of a doctor’s income depends 
on the kindliness of his certification ? 

I do not consider that the terms offered to our consultant 
colleagues are yet satisfactory,’ but none.the-less the relative 
values placed by the Ministry of Health ‘on the two sections 
of the profession give food for serious: thought. 
sultant now receives reasonable remuneration for his hospital 
work, and in addition a fee. of four guineas is granted for a 
domiciliary visit. It is estimated that a panel patient receives 
an average of seven services per year, which rates the practi- 
tioner’s worth at about 2s. 6d. per service: 

In the future I” very much fear that general practice will be 
the field of the mediocre and unambitious and that only those 
will enter it who have failed to secure a preferable post in other 
spheres of medicine. In the past the good general practitioner 
felt himself pre-eminent in his own sphere and would not change 
his chosen vocation for any other branch of medicine. Under 


present conditions I cannot see’ that pride of. place remaining. - 


—I am, etc., l 
Glasgow. -Ian D. GRANT. 


Insurance Contributions 


. SiR,—I read with interest the question entitled “ Hospital 
Residents’ Insurance Contributions” (“ Questions Answered,” 
Supplement, September 10, p. 132). I presume the ruling. with 
regard to hospital residents applies equally to locums and 
public health employees temporarily unemployed. 

As I understand’ your answer, an employed person who fulfils 


> the requirements mentioned is exempt from’ payment of contri- 


butions, and is credited with one if he is capable of and avail- 
able for work. Refusal to take work offered-does not affect 
this. Also, he may draw unemployment benefit if he attends 
as instructed at the labour exchange: This is affected by his 
refusal to accept suitable employment. Can you say what is 
accepted’ as “ suitable employment ” ? 

I remember asking these questions when I first got my insur- 
ance card at the local labour exchange, and receiving the 
impression that, should J have the temerity to claim unemploy- 
ment benefit, I would be offered a domestic or similar job at 
once, and if I failed to accept it would lose benefit and contri- 
bution.—I am, etc., 


“N 
Redcar, Yorks. 


MARGARET O. WILL. 


Hypertrophy of the Appendix 


Sr, —Dr. K. V. Deakin’s statement (Supplement, August 27, 
p. 117) is, though not new, courageous and therefore most 
remarkable; for the facts mentioned are supposed to be 
common knowledge within the profession. What, however, the 
bulk of our profession does not perhaps réalize js‘ that practi- 
cally everything attributed in the letter to the dental profession 
may as well‘apply, in one way or another, to all auxiliaries 
attached actively or passively to the medical profession in this 
country—ie., from the dentist via the electrotherapeutist, 
nurse, hair-restorer, Indian eyesight restorer, health practi- 
tioner, chemist, herbalist, bone;setter, ‘optician, ophthalmic 
optician, ma@sseur, etc., etc. 

They are all doing financially very well indeed with or with- 
out: nationalization! No medical community in the world, 
- perhaps- with one or two exceptions, is faced with such an 


enormous army -of auxiliaries created by the medical profes-~ 


sion—cui bono ?—and meant originally as an appemdix to the 
profession. „But I.am sorry to say that few members of the 
profession do realize that the auxiliaries are no longer the 
appendix, as the medical profession is in imminent danger of 
becoming the appendix to the auxiliaries—TI am, etc., 

J. KATz. 


Accrington, Lancs. 


The con- . 


Inflation and Deflation 


Sir,—In your note on falon of doctors’ lists Cuppen 
August 27, p. 102) you make no mention of deflation of doctors’ 
lists. To one who tries to be conscientious in keeping clinical 
records it is annoying to have to wait many months before 
medical history envelopes are received from executive councils. 
. I recently sent a request to the executive council for all out- 
standing records of patients registering with me since July 5, 
1948. (I keep a record of all Forms E.C.1 and E.C.4 which 

-I sign.) Some records were outstanding for over a year. 

The reply was disappointing. In’some cases there was “no 
trace of this patient on the council’s register.” In others the 
patient was said to be “on the list of another doctor ” ; one 
such case ‘was that of an infant whom I had delivered and 
whose parents had registered him with me only. I had treated. 
all these patients, some for many months. We seem to have 
here an example of deflation of a doctor’s list—I am, etc., 


q C. F. R. BRIGGS. 


Torrington, N. Devon. 


(a 


His Own Doctor 


SIR ,—I should like to support Dr. A. D. Belilios’s letter 
(Supplement, July 30, p. 68) in which he claims that doctors 
should have the right to prescribe for themselves.. When the 
scheme came into force the Ministry of Health made great play 
that at no time would patients be'directed to doctors. Surely 
‘this new regulation contradicts Mr. Bevan’s statement. 

As far as I amvaware there is no ethical ruling that a doctor 
may not prescribe for himself. Why, then, should the Ministry 
decide otherwise ? Perhaps, if this regulation is not resisted, 
it may mean the thin end of the wedge and very shortly doctors 
will be instructed what patients they should or should not have 
on their lists. . 

I think the medical profession as a whole should take a strong 
stand, otherwise who knows what may happen 2—I am, etc., 


London, S.E.6. l R. WIGODER. 


~ 


Doctors and Dentists 


Sir,—May I hasten to express to our dental correspondents 
(Supplement, September 10, p. 132) my regrets if I have in any 
way Offended their susceptibilities. I hold the sister’ profession 
in high regard and agree whole-heartedly that the spirit of 
concord between the two professions is very desirable. I am 
in no way critical of the State payments to the dental pro- 
fession. As they are the main beneficiaries of the scheme, 
I merely used their figures as a yardstick when- comparing the 
payments to the doctors, and I was only quoting average 
payments, not individual. I was writing quite impersonally. 

And yet in the midst of all this adverse criticism, in this their 
era of affluence, I failed to note one word of sympathetic 
reference in the dental criticism to the unfortunate position in 
which the medical profession finds itself to-day. : In the Bolton 
figures recently published payments were: 50 dentists received 
£137,898 = £2,760 average per annum; 35 ophthalmic practi- 
tioners and opticians received £72,795=£2,085 per annum; 
55 chémists received £94,602 = £1,720 per annum; and 106 
doctors received £137,518=£1,301 per annum. The dentists 
and chemists would, of course, in addition derive consider- 
able financial gain from their private practice. Medical private 
practice is, of course, practically eliminated. B 

These figures are more favourable to the doctors than the 
Manchester figures, which were: dentists, £3,400 per annum ; 
doctors, £1,280 per annum. And yet 50 dentists are sharing 
more among themselves than 106 doctors, and are receiving 
individually over twice as much. Do our dental colleagues 
really believe that the doctors are adequately paid ? . 

When the B.M.A. approach the Government:with a plea 
‘for an increase of remuneration they are informed that there 
is no justification for an increase. It is‘apparently the policy 
of the powers that be, having got us down, to keep us down. 
How would our dental friends like to'be in our shoes ? Would 
they like to change places ? Evidently we chose the wrong 
profession.—I am, etc., 

Manchester. : 


K. V. DEAKIN. 
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Experiences of General Practice 


Sir, —The practice, a. partnership in an industrial. town of - 


10,000 population and extending into country, covers ‘an area 
of some 10 miles by 6 miles with an additional 5,000-odd rural 
population. . There. ate seven doctors Gn the towa; of. whom 
one is an assistant.. t z s 


`. The’ whole population are’ N.HLS. units. The practice has | 


3,300 N.H.S. units, the ‘writer’s share being’ 1,600-odd “units 
(i.e., 50%- partnership). His total remuneration promises to 
be about £1,700. -The figure embraces payments under N.HLS., 


including mileage,- midwifery, life-assurance examinations, Civil - 


Service examinations, and salaries from hospital and clinic 
appointments. ` 


During the summer and autumn months he-has been seeing © 
60 patients per day (visits and consultations, approximately 


equal numbers) except on Sundays, when six is ‘an- -average. 
Without taking’ peak periods into account this means 18,000 


contacts per year, or a frequency of between 11 and 12 per ` 


patient. A similar amount of work in a practice. would 
earn the writer about £4,500. ~ 

His average working day is 9 a.m. to 9 p.m. He manages to 
attend his meals with reasonable regularity, but, as is inevitable, 
there.are. additional emergency calls during the night, but not 
an unreasonable number. 

Before the advent of the N.HLS. his gross earnings were about 
twice the amount quoted, £3,400, but in'those days he provided 


a wide range of medical services now largely delegated ‘to ` 


specialists.: Nevertheless he is busier than in the-old days. 

` His general deductions are ‘that in the area every, type of free 
facility i is too fully utilized and often exploited. Sick workers 
-are in no hurry to return to work, especially single ones (of 


both sexes). The injured are too. “e compensation conscious ’” 


and -therefore ‘difficult to rehabilitate. There is an extravagant 
use of medicines, dressings, and appliances. Any attempt on 
the part of the writer to counter these tendencies provokes the 
rejoinder, “ If you don’t, ‘there are plenty of other doctors who 
will gladly,” etc: 

The overall tendency is therefore to reduce the standard of 
general practice to that prevailing in the large industrial prac- 
tices. He finds it difficult to believe that under present condi- 
‘tions any doctor responsible for the medical care of over 2,000 
units can maintain a high standard of practice. 

' Lest anyone might- imagine that the writer lacks wide and 
varied experience, “he gives the following data: G.P. expèrience 


27 years—10 i in England (large cities and rural), 10 years’ “ high- : 


class practice,” seven years in the present area. He is forced to 
the conclusion that the present system of remuneration is nòt 
conducive to’ the happiest results—i.e., uniform capitation, irre- 
spective of numbers or experience. Rising costs are inevitable 


as long as the doctor who refuses to acquiesce in the all-round `- 


exploitation does so at the risk of-losing his practice and his 


living.—I am, etc., ~ , 
~ 7 ee F M.D. 
ns - Refusal of Partnership 
SmR,—I hope that the leaders of our profession do not dismiss 
lightly letters written to the British “Medical Journal by aggrieved 
‘experienced, assistants. My ‘own experience tallies with what 


-has.been recently written. Many’ principals, I am sure, are 
considerate employers, but that does not dispose of the underly- 


ing injustice whereby they are allowed to get a large amount of: 
their work done by assistants at a relatively low cost to them- ` 


selves. The end of buying and selling of practices is not the 
fault of assistants, and compensation will eventually be paid to 
principals. How, then, can the practice of making considerable 
profit out of an experienced assistant’s work be justified ? - It 
implies that a priticipal,can be twice paid for the loss of his 
goodwill. While such a loophole is legally permitted, Junior 
partnerships will be scarce indeed. 

-The experienced: assistant has no redress whatever if a princi- 
pal for any or no reason_at all refuses to offer the partnership 
which originally. he held out as a goal to-attract the best type 
of assistant. ` Dissatisfaction with the assistant’s work is not by 
any means the sole reason for such a’ refusal, and often it is 
not a factor at alls 0, a ! : 


- 


`N -^ 


~ 


| CORRESPONDENCE, 


_ the poor., 
. could not wait the stated 6-9 months for spectacles, had to 


- savour of Vole calie il am,- etc., 


- morning . and evening surgeries. 


` 
4 
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- 
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‘To ‘become‘a principal other than through an assistantship- 


~ with-view” is very difficult for the man without capital, and the 


B.M.A. is well aware’ of that but seems quite uninterested. 


f Surely the B.M.A. represents all sections of the medical com- 


munity, and ‘if one section has, or éven feels it.has, a deep 
grievance itis the duty of. the B. M.A. fearlessly to investigate 
that grievance. Refusal to do so will only lead to a grave lack 
of confidence in our Association, disunity in the profession, 
and. finally'a direct appeal to the Minister as the last hope of 
an ignored and unprivileged minority.—I am, etc., . 

_ EXPERIENCED ASSISTANT: 


x 
`~ 


+ 


a. ed Glasses in Three Weeks 

Sır —May I explain to Dr. Hardie what was in my mind when 

I wrote the letter published in the Supplement of August 27 
(p. 119)? Perhaps I did not make myself clear. 

The National Health Service promised a complete service to 

In this case’ a. woman. of quite limited means, who 


rN 


pay £5 to obtain them in three weeks. Is there not something: 
iniquitous in this ?° Let those who have the means buy: any- 
thing they can, but a Government should not hold out hopes 
to the people which cannot be fulfilled. Does this latter not 


London; N.W.11.. L. S. WOOLF. 


: i i Enforce Obedience 
Sm, —tIt"has been noted. by many that the comradeship among 


- general practitioners which developed at the time of the formu- 


lation of the Health Act has been cooling off. We seem to 
be slipping into, the old ways and the old: antagonisms. The 
handicap of this is that combined action is impossible, and we 
are now at the mercy of the interpreters of the. Health Act and 
the ‘formulators~ of its regulations. We can justly- envy the 


‘’ tradesmen and artisans who are directed by their‘unions as to 


what to do and when to do-it, with penalties against defectors. 
It- is time’ that our Association took upon itself the right 
to enforce obedience, time that we put medical policy on a 
national basis and authoritatively directed it. Then this fear 
that every one of us has that the black sheep will break up 
an agreed policy and ruin our chances of bettering our position 


will be dispelled. 


When I brought up this matter at our local. Divisional meet- 
ing it was suggested that the authority would grow to a, tyranny. 
But surely in a democratically elected body this would never 
happen. There seems to be little tyranny in the artisans’ trade 
unions. 

However much we may-yearn (to také three small instances) 
for less than’a 24-hour day, for the confidence to refuse some 
certificates, or for more than a 4s. fee-for a vaccination and 
inspection, we can do nothing to help ourselves so long as 10 
or 20% of our number is satisfied (often because they happen 
to be more favourably placed financially) and cannot be com- . 
pelled to follow the wishes of the majority—I am, etc., 


, Dungannon. f CONN MCCLUSKEY. 


> i 


NLS. Pros and Cons 


‘Sır —No doubt-a flood of correspondence will appear in 
answer to Dr. J. S. Zidel’s letter (Supplement, September 17, 
p. 138), its volume only limited by the lack of leisure between 
He has been lucky in his 
experiences of the N.H.S. ‘and is to- be congratulated on the 
numerous. advantages over free general practice which he has 
noted. These advantages, however, are not clearly seen by 
many “practitioners with-whom I have discussed the Service, 


- and’ I may be allowed to tabulate the answers to Dr. Zidel’s 


list. e n t 


` (1) Income may be secure—it would not be wise to'be t too sanguine 
on that point—but the doctors are certainly in the minority in the 


` community in accepting more. work for less: pay. 


(2) Expenses are not reduced in proportion to the reduction of 
income, and it is certainly necessary to haye some form of clerical 


- assistance if one is to preserve order in one’s cards. 


` 


+ 


- 
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(3) Visits are more in number, and 60 miles a day is not at all 
out of the way for a country G.P. A single night call may involve 
15-20 miles. 

(4) Hours are certainly regular—perhaps 16 daily. Objection is 
made on the score of quantity, not regularity. oe 
(5) One is harassed. Patients who were among the first to com- 
plete form £.C.1 are often too busy, or too snobbish, to attend as 
ordinary “ surgery.” patients, and want to use up a few minutes of , 
that leisure between morning and evening surgery which Dr. Zidel- 
has been so lucky in finding and which most of us find hardly 

adequate even for meals. : 


” With all due respect to.a visiting colleague, one can only 
assume that he saw all the good and none of the difficulties of 
N.H.S. practice. There has hardly been any of the* summer 
falling-off in the work this year, and one hesitates to think of 
the volume of work ‘which will come our way in, the winter. 
The solution is easily writtei—more pay, more doctors. The 
difficulties have arisen simply because the Service was forced 
into being without due preparation, and surely the Minister of 
Health should be the first to realize that it is essential to lay the 
foundations and build the walls before putting on the roof. 
However, we have our glorious Service, but, please, Dr. Zidel,, 
don’t tell us how lucky we are to be in this plight.—I am, etc., 
Spilsby, Lincs. l C. E. FRISKNEY. 


—_ 


; POINTS FROM 
A Medical Trade Union ie 

- Dr. W. Watson NewTon (Birmingham) writes: I warn all doctors 
that a medical trade union will bring all doctors within the contro} 
of one central organization which in its turn might, like so many 
other unions at home and abroad, be brought under political control. 
for purposes far beyond ‘the alleged benefit of practising doctors. 
I would advise all doctors to support the B.M.A. 


LETTERS | 


Heading the Poll i ; a 


Dr. Lesie HARTLEY (Camberley, Surrey) writes: Socialists and 
Tories alike have claimed the credit for the success of our magnificent 
Health Service, at once the envy and admiration of every foreigner, 
but is not the credit really due to the Whigs ? 


Permanent Assistant ns 

Dr. M. writes:.. . . Many practitioners are now faced with doing 
assistants’ jobs for many years—a grim prospect. But, since the 
profession has given up its freedom, even if-an assistant is lucky 
enough to get a practice through the local executive council the 
chances are that the doctor has to live in some district in which 
prior to the scheme he would never have thought of settling. Again, 
if for family or health reasons he wants to move, he can’t do so. 
_. . The outlook is certainly alarming for the young man, and.while 
we hear that there are more doctors needed to work the scheme I 
fail to see why so many practitioners are doomed to an assistant’s 
life, but it is so. ... ae © od > 














H.M. Forces Appointments nt 


a 





REGULAR ARMY: EMERGENCY COMMISSIONS 
Roya, Army MepicaL Corrs 


T a 


“- Captain (now Major) W. S. Angus (now Regular Short Service 


Type “ B”), to be Major. ; 
Captain I. A. Jackson, M.B.E., to be Major. 
Captain R. E. N. Tattersall has relinquished 

has been granted the honorary rank of Major. 
War Substantive Captains J. G. Guest and S. Graham have 

relinquished their commissions, and have been granted the honorary 
rank of Major. $ 


his commission, and 


COLONIAL MEDICAL SERVICE 


a 

The following appointments have been announced: F. 
M.R.C.S., and D. A. W. Nugent, M.D., D.P.H., Medical Officers. 
Gold Coast; Mrs. V. F. Wilkins, M.B., Lady Medical Officer, 
Nigeria; M. B. Wingate, M.B., Medical Officer, Northern Rhodesia ; 
E. Gemmell, M.B., D.T.M.&H., Lady Medical Officer,e Sarawak ; 
K. N. H. Low, M.B., Medical Officer, British Guiana; W..J..M. 
Evans, M.B., D.P.H., Senior Medical Officer, Tanganyika; A. J. 
Johnson, M.B., D.T.M.&H., Senior Medical Officer, Sierra Leone ;: 
E. H. Murcott, M.D., D.P.H., Senior Medical Officer, Kenya; J. H. 
Taylor, M.B., Medical Officer, Kenya; G. Haridas, M.R.C.P., 
Physician, Government Hospital, Federation of Malaya; C. 
Subiahmanyam, Senior Pathologist, Federation of Malaya. 


` 
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SIR CHARLES HASTINGS CLINICAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a money award of 50 guineas; is again open for ` 
sei Pine The following are the regulations governing the 
award : 


1. The prize is established by the Council of the British Medical 
Association. for the promotion of systematic observation, research, 
and record in general practice. | 

2. Any member of the Assdciation who is engaged in general 
practice is eligible to compete for the prize. - 

3. The work submitted must include personal observations and 
experiences collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
of sufficient merit no-award will be made. It is to be noted that 
candidates in their entries should confine their a tention to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 





~ should not be omitted when it bears directly on their results, their 


interpretations, and their conclusions. 

~ 4, Essays, or whatever form the candidate desires his work to 
take, must be sent to the’ British Medical Association House, 
Tavistock Square, London, W.C.1, not later than December 31, 1949. 
The prize will be awarded-at the Annual General Meeting of the 
Association to be held in 1950. 

5. No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless -it includes. evidence of further work. A 
prizewinner in any year is not eligible for a second award of the 
prize. : 

6. If any question arises in reference to the eligibility of the 
candidate or the admissibility of his or her essay the decision of 
the Council on any such point shall be final. : 

7. Preliminary notice of entry for this competition is required, 
on a.form to be obtained from the Secretary. - 

8. Each essay must be typewritten’ or printed, must be dis- 

. tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. ` ae 

9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
a paper on the subject for publication in the British Medical 
Journal or for presentation to the appropriafe Section of the Annual 
Meeting of the Association. 

10. Inquiries relative to the prize should be addressed to the 
Secretary. 5 . 


Diary of Centra] Meetings 


OCTOBER 
4 Tues. Scenes on Relationship of Autonomous Bodies, 
p.m. - 
5 Wed. ‘Joint Committee of British Medical Association and 
National Veterinary Medical Association, 2.30 p.m. 
{4° Fri. Committee on Industrial Health Services in relation 
E to the National Health Service, 2 p.m. 
18 Tues. Proprietary Medicines Committee, 11 a.m. 
19 .Wed. Film Committee, 2.30 p.m. : 
NOVEMEER 
3 Thurs. Committee on Industrial Health Services in relation 


to the National Health Service, 2 p.m. 


s Branch and Division Meetings to be Held 
BOURNEMOUTH Divisilon.—At Royal Victoria Hospital, -Boscombe, 


, Friday, October 7, 8.15 p.m. Dr. Raymond Greene: “ Vulgar 


Errors in Endocrinology.” | 
East Herts Division.—At County Hospital, Hertford. Thursday, 
October 6, 8.45. p.m. Inaugural address by Dr. D James : 


* The General Practitioner and the Maternity Service.” The address 


C. Harris, > wil] be followed by opportunity for questions and discussion. 


GOOLE -AND SELBY “Divis1on.—At The Lodge, Snaith, ata 
October 6, 8.15 p.m. Discussion on “Some Problems of Child 
Health,” to be opened by Dr. Walter Henderson. Preceded by 
supper at 7.30 p.m. : 
» RicuMonp Duivisron.—At Station Hotel, Richmond, Friday, 
October 7,9 p.m. Dr. Gerald Slot: “On Angina Pectoris.” -Pre- 
ceded by dinner at 7.45 for 8 p.m. 

Swansea Drvision.—At| Morriston Hospital, Swansea, Thursday, 
October 6, 7.30 p.m., opening meeting. Address by Mr. C. J. Celan- 
Jones: ‘‘ The Atom Bomb and Us.” f 


SUPPLEMENT TO THE : 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY OCTOBER 8 1949 





HIGHER CIVIL SERVICE REMUNERATION 
On: February 26 this year attention was drawn in this column 
to the recommendations of Lord Chorley’s Committee on the 
remuneration of higher Civil Servants. The following table 
summarizes some of the main recommendations of the, com- 
mittee, and‘compares them with the position at January 1, 1946, 
_ and with remuneration rates obtaining in 1939: 


\ Administrative Class Salaries 


) , 










~~ 


Grade >- Chorley Committee 


Recommendation 










Permanent Secretary to the 
Treasury =-~. 

Other permanent secretaries . 

Deputy secretary 

Under secretary (a grade which 
existed in some departments 






2,000 
1,320-1,700 


1,900 
1,700 
1,150-1,500 












only) 
*Principal assistant secretary. . A 
Assistant secretary +. iS 









* The grade, of principal assistant secretary was abolished (although ‘a few 
members of the obsolescent grade still remain) and the new grade of under 
secretary introduced into all departments. 


The.Chorley Committee made no recommendations for medi- 
cal officers as such, but expressed the view that they should 
maintain their present relativities with the Administrative Class. 
_ The effect would be to bring the, remuneration of the Chief 
Medical Officer of the Ministry to approximately £4,000 a year, 
as compared with £3,000 at present and £2,200 in 1939, 


4 


The Government accepted the recommendations made by, - 


Lord Chorley’s Committee, but decided that they should be 
given effect by stages. 
in the House of Commons in February this year that it was 
hoped to make a start in carrying out the recommendations 
before the end of the calendar year. Subsequently, it was stated 
- that the commencing date for the first stage would be October 1, 
1949. The second stage would have been given effect in 
October, 1950, and the third in 1951. The increases ranged 
from £300 to £1,250 a year for nearly 2,000 senior Civil Ser- 
vants, and in the aggregate amounted to some £400,000 a year. 

- Last week the Government made the folléwing. announce- 
meni: r 


The Chancellor of the Exchequer stated | 


“ On February 17 last the Chancellor of the Exchequer announced . 


in the House of Commons the Government’s acceptance of the 
recommendations made by the conimittee under the chairmanship of 
Lord Chorley for certain increases in the salaries of the higher 
grades of the Civil Service. He stated that the Government hoped to 
make a start in carrying out these recommendations before the end 
of the calendar year, and that they would be given effect by stages. 
It was subsequently decided that the commencing date for these 
changes‘ was to be October 1 next, and the representatives of the 
grades concerned were so informed. 


THE SECRETARY REPORTS l 


Cd 


“The change in the exchange value of the pound and the conse- 


‘quent imperative need to avoid increases in personal incomes, if the 


country is not to lose the advantages which will otherwise accrue 
from that decision, have compelled his Majesty’s Government to 
reconsider the position. They reaffirm their previous recognition that 
the increases of salary recommended are justified on their merits and 
that to give effect to-them would not be in conflict with the policy of 
the White Paper on personal incomes, 

They also recognize that to postpone the beginning of the pay- 
ment of these increases beyond the date which the staff concerned, 
with great public spirit, accepted will in nvolve considerable sacrifice. 
None the less, his Majesty’s Governmént feel that at this moment 
they could not reconcile the payment of these salary increases with 
the general policy of avoiding increases of remuneration which they 
are ,asking other sections of the community to accept. 

“ In: these circumstances the Government have reluctantly decided 
that the introduction of the increases must be further deferred. It is 
hoped that the period involved will not be long. It is the Govern- 
ment’s intention that, in any case, the arrangement made with the 
representative associations under which the full salaries recommended 
by the Chorley Committee are to become operative by October, 1951, 
will not be affected. 

“Furthermore, the Government feel that this temporary further 
deferment of’ the increases already due should not be allowed to 
prejudice the pensions, which will be payable to those officers who will 
retire during or soon after the period of this special abatement of 
salary. The Government are considering whether a direction” which 


, would achieve this object can be given under existing legislation, and 


if this is not possible they will introduce the necessary legislation.” 


y Repercussions 


In some minds the question may arise as to the repercussions 
of this decision. The discussions now proceeding with the 
Ministry on general practitioner remuneration are in effect based 
on the argument of the profession that the medical pool from 
which general practitioners are remunerated was only and could 


_ only be provisionally calculated before the Service came into 


operation, and should now be re-calculated in the light of cer- 
tain known facts. ‘ For example, the pre-Act calculation of the 
central pool was based on the assumption that only 17,900 prin- 
cipals would share the pool. It is now known that the number 
of principals.sharing the pool is substantially in excess of this 
number. Further, the so-called betterment factor of 20% was 
imposed by:the Government, being mentioned as far back as 
1946. To argue that this figure was set unduly low is perhaps 
an over-statement of the obvious. 

On the other hand, in the case of the remuneration of higher 
Civil Servants the Government has agreed to certain increases. 
It commits itself to the policy of making those increases, agree- 
ing what they should be. Where it has shifted its ground is the 
date on which a beginning should be made in effecting the 
increases. Further, it proposes to, make. some provision to 
secure that the delay in bringing the increases into operation 
should not affect adversely the pensions of those who would 
otherwise have benefited. 

2333 


160 OCT. 8, 1949 


~ 


PURCHASE TAX ON CORSETS poJPPLEMENT To THe 


PURCHASE TAX ON CORSETS 
EXEMPTION BY CERTIFICATES 


In order that patients may be exempted from paying purchase 
tax on surgical corsets, medical practitioners give certificates 
describing the patient’s infirmity and-the type of corset required. 
The articles that may be obtained free of purchase tax are listed 
in Notice No. 78 (September, 1948) by the Commissioners of 
Customs and Excise. They are as follows: 


Belts designed solely for use in cases of movable or floating 
kidney or colostomy. c 


Belts designed solely for use in cases of the following 
conditions: 


Abdominal Diseases.—Severe enteroptosis, severe gastro- , 


ptosis, severe visceroptosis, severe diverticulosis, hernia.  , 

Diseases and Injuries of the Spine.—Actinomycosis, arthritis 
deformans, dislocation of the spine, carcinoma of the spine, 
fibrocystic disease of the spine, fracture of spine, fracture- 
dislocation of spine, osteochondritis juvenilis dorsi, osteomalacia, 
osteomyelitis of spine, sacro-iliac disease, spondylitis, tubercu- 
losis of spine, poliomyelitis. ye 

Deformities of the Spine—Kyphosis, lordosis, scoliosis, 
spondylolisthesis. 


r 
~? 


Diseases of the Nervous System.—Cerebral diplegia, muscular p 


atrophy, muscular dystrophy, paralysis of abdominal muscles, 
paralysis of spinal muscles, spinal neurosis. Z l 

Belts fitted with surgical pads or fitted with, or with provision 
for, surgical cups, chutes, disks or plates for post-operative wear, 
and belts (whether or not so fitted) specially designed to protect 
a recent abdominal incision. | 








_ ALLOWANCES TO PROFESSIONAL 
WITNESSES 


‘A Home Office circular, dated September 8, 1949, states that 
the Minister of Health is now prepared to allow | salaried 


hospital medical and dental staff in the National Health. Service- 


to retain fees paid to them for professional services not within 
the scope of the hospital and specialist services. Attendance at 
court as a medical witness, even though it does not, involve loss 


of income, is' regarded as being outside the scopé of the Service, - 


The Home Secretary considers it reasonable that professional 
witness allowances should in future be payable to all salaried 
hospital doctors and dentists in the National Health Service, and 
Clerks of: Courts have been instructed to amend, in this respect, 
the circular issued in August, 1948, which dealt-with the pay- 
ment:of allowances to witnesses. 


r 








TEACHING HOSPITAL APPOINTMENTS 
The Minister of Health, Mr. Aneurin Bevan, has made the 
following appointments to the boards of governors of teaching 
hospitals: , ? `o 

St. Thomas's Hospital. —Mr. C. R. N. Winn, in succession to Sir 
‘John Gilbert Laithwaite. ; \ 


- Hospital for Diseases of the Chest —Lieut.-Com. H. Denton, R.N. 
(ret.), in succession to Sir Harold Scott. . 


Hammersmith, West London, and ‘St. Mark’s——Professor Ian Aird, 
in succession to Professor J. H. Dible. 


Royal National Orthopaedic: Hospital—Miss Grace Rattenburg, 
in succession to Mr. F. Bremner Coates. 


St. Mary’s Hospital —Lady Plummer, in succession to Mrs. B. T. 
Compton. ; : ` 


United Oxford Hospitals —Sir David Lindsay Keir, in succe@sion to 
Sir Henry Clay: ` y 


United Manchester Hospitals —Mr. A. Fielding, in succession to 
the Rev. G. H. Williams. | 


I ` 
United Birmingham Hospitals. —Mr. C. A. F. Hastilow, in succes- 
sion to Mr. E. W. Vincent. : 


Queen Charlotte's Hospital ——Mr. R. S. H. Thomas, 


k 
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RETURNING MEDICINE BOTTLES 
-ALLOWANCE REDUCED IN SCOTLAND 


The allowance which chemists receive for medicine bottles, 
boxes, ‘etc., has been reduced in Scotland from 24d. to Idd. - 
per prescription from October 1. Scotland now conforms in 
this matter with England and Wales, where the allowance was 
reduced on September 1 (Supplement, August 20, p. 94). ~It is 
estimated that this decision will save the taxpayer £70,000 
a year. 

Chemists will lose by it unless members of the public co- 
operate by returning empty medicine bottles. Labels will there- 
fore be fixed to bottles asking patients to return them clean and 
promptly. i 


Cai 








GENERAL PRACTICE IN LONDON 
SHOULD BE-OPEN AREA 


The London Local Medical Committee met oń September 27 
and decided to inform the London Executive Council that in 
its opinion the whole of London should be regarded as an open 
area.’ ` l 
The Medical Practices Committee has classified (Supplement, 
August 6, p. 70) the following London boroughs in’ Schedule 3— 
i.e., “ doubtful ” places: Chelsea, Hampstead, Holborn, Kensing- 
ton, Paddington, St. Marylebone, Wandsworth, and Westminster. 
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SICKNESS BENEFIT DRAFT REGULATIONS 


The National Insurance Advisory Committee has been asked 


. to consider and’ report upon preliminary draft regulations con- 


to be secretary. Orpington, and Sevenoaks. 


e 


cerning sickness benefit. They enable claims for sickness 
benefit to be made in advance in long-term cases, ‘and enable 
the Ministry of National Insurance to pay sickness benefit in 
appropriate cases before the formal award of the claim has 
been made by the independent Statutory authority,,;°’. The com-- 
mittee will consider written objections to them by or on behalf 
of persons affected if sent before October 28 to the secretary, 
National Insurance Advisory Committee, 6, Curzon Street, 
London, W.1. l 

Copies of the preliminary drafts of these regulations—the 
National Insurance (Claims and Payments) Amendment (No. 2) 
Regulations, 1949, and the National Insurance (General Benefit) 
Amendment (No. 2), Regulations, 1949—can be purchased price 
Id. each from H.M. Stationery Office or any bookseller. ~ 
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EMERGENCY BED SERVICE 
‘NEW OFFICES OPENED 


| The Emergency Bed Service now has offices at the following 


addresses: 
` Central Office—10, Old Jewry, London, E.C.2 (Monarch 
3000). Area covered: By day, Central London only—i:e., the 
area not covered by the four branch offices. By night (9 p.m— 
8.30 a.m.), the whole of Greater London. . ' 

Western Branch—81, Mattock Lane, Ealing, W.13 (Ealing 
6671). Area covered: Acton, Ealing, Hounslow, Staines, 
Uxbridge, Harefield, Northwood, Pinner, Harrow, Stanmore; 
Edgware, Mill Hill, Hendon, Willesden, Wembley, Brentford, 
and Twickenham. - 

Eastern Branch.— Langthorne Road, Leytonstone, E.11 
(Leytonstone 6461). Area covered: Enfield, Edmonton; 
Chingford, Walthamstow, Leyton, Leytonstone, Stratford, 
Forest Gate, Plaistow, East and West Ham, Ilford, Barking, 
Romford, and Epping. 

“ South-Eastern’ Branch-—Shooters Hill Road, S.E.18- (Wool- 
wich 3471).. Area covered: Woolwich, Greenwich, Blackheath, 
, Lewisham, Catford; Eltham, Bexleyheath, Dartford, Sidcup, 
(Doctors wishing sto place patients 


+ 


‘address as soon as possible: 


Pa y wa 
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in hospitals in the Bromley Group should normally ring the 
Bromley Group Admissions Office—Hurstway 2195.) 

Another office will be opened,at Wimbledon at the 


, the following 

South-Western Branch—Wimbledon I.D. Hospital, Gap | 
Road, Wimbledon, S.W.19. ` Area covered: Wandsworth, 
Balham, Tooting, Streatham, Norwood, Croydon, Mitcham, 
Wimbledon, Richmond, Kingston, Surbiton, Epsom, Sutton, 
Morden, and Carshalton. (This area will be served by 
Monarch 3000 until the opening of the South-Western branch 
office, the date of which will be notified later.) -< 

Last winter applications for the admission of patients were 
received at a, greater rate than could be immediately dealt with, 
and it is hoped that these extended services will reduce delays 
to a minimum. 








.- ‘Questions Answered 











~ 


RAF. Pay °> ae 
Q.—There appeared under “ Questions Answered” (July 23, 


`p. 57) a note about pay in the R.A.M.C. Arising from this 


I should be grateful if you would clarify the following points. 
You state that the pay of a captain after two years as such is 
£1 lls. per day. . Does this apply equally to the R.AF.? 
Also, and in reference to the R.A.F., does this rise'to £1 Ils. 
apply to the medical officers who were detained in the Service 
an extra three months owing to the emergency which was pro- 
claimed last autumn? In other words, are such officers (flight- 
lieutenants) entitled to £1 lls. and not £1 8s. for that three- 
month period ? 


A.—Yes, the pay of a flight-lieutenant in the medical branch 
of the R.A.F., after two years’ service in the rank, is £1 (1s. 


per day. The period of three months to which the questioner’ 


refers, and during which releases were suspended, counted for 
purposes of pay increments in the same way as other full-time 
paid service. Flight-lieutenants who had completed two years 


in the rank were therefore entitled to £1 11s. during that three- 
months period. 


Payment for Dental Anaesthetics 


Q.—It has been my custom to administer a general anaes- 
thetic for ‘a dental colleague, usually for a complete clearance, 
arid we have found it most convenient to use thiopentone soluble 
(pentothal). Since the introduction of the N.H.S. 1 have con- 


a 
‘ 


tinued to supply the thiopentone soluble at my own expense. 


Is there dny means of claiming for the.cost of this anaesthetic > 


agent? I asked the, East Sussex Executive Council if I might 

prescribe it on Form E.C.10, but they replied that dental anaes- 

thetics were not included in my terms of service, and that I 

dould not do so. I would not raise the problem but for the 

fact that my colleagues inform me that it is their practice to so 

prescribe, and also where a single difficult extraction is involved - 
my fee is 10s., of which 3s. is expended on the thiopentone. 


A.—The administration of a dental anaesthetic is not regarded 


as part of medical treatment and the regulations do not permit - 


the re-stocking of materials used, whether it be nitrous oxide 


or thiopentone, on E.C.10. A dentist who calls in a doctor to - 


give a general anaesthetic is paid a fee- which is designed to 
cover the cost of both the anaesthetist’s professional services 
and the materials which are supplied. The. fee is actually paid 
to the dentist, who arranges for the appropriate payment to be 
passed over to the anaesthetist. 


l Locumtenency in a Partnership Practice , 
, Q.—{1) The locumtenent “holds the place of” the absent 


` partner, and assumes the professional responsibilities of the 


absent partner in relationship to (a) the patients in the practice, 
(b) the remaining partner or. partners, and (c) the law. Is the 
answer “Yes” or “No”? + , i 
(2) The locumtenent, assuming the professional responsibili- 
ties of an absent partner, is therefore entitled to some of the 


EMERGENCY BED SERVICE 


' in'return is one free ride in an ambulance. 
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privileges of partnership. “Yes” or “No”? For example, 
(a) an equitable distribution of work, both day and night, as 
between the locumtenent and the remaining partner or partners ; 
(b) an equitable “ off duty” rota as between the locumtenent 
and the remaining partner or partners. 


A.—A locumtenent assumes the professional responsibilities 
of the absent partner in-relationship to the patients and the 
remaining partner. As Jocumtenent he is responsible in law for 
his actions. ° . 

The question of whether the locumtenent is entitled to 
equitable distribution of work and off-duty time is entirely a 
matter for arrangement between the`-parties to any particular 
engagement. There are no general rules. The usual practice 
in this regard is for the locumtenent to undertake the work 
that would be done by the absent principal and, in reason, such 
duties as are allotted to him by the senior’ remaining partner. 
Jt is usual for a Jocumtenent to be allowed some off-duty time, 
depending to some extent on the type of engagement. 








: HEARD AT HEADQUARTERS 








~ Anything Else, Madam ? 


The idea of the National Health Service as a big bowl into. 
which anyone may dip and take what he wants spreads like 
ill news. One doctor has written to this office about a woman 
who, against the advice of the medical staff and of her own 
doctor, had her incontinent husband taken home from hospital. 
That may seem to tell the other way, but she has made matters 
even by,,up to date, demanding from ‘the Service an air-bed, a 
rubber bed-pan, a porcelain ditto, a urinal, cotton-wool, gauze, 
ready-made swabs, talcum powder, and surgical spirit, not to 
speak of supplies of medicines, tablets, and ointments. When 
it was pointed out to her that certain articles were not on the 
drug tariff, and that she would have to apply to the county 
council, her riposte was, “ Well, could J -have a tooth-brush for 
him?” 
The Wrong Way to Look at it 


'. As exasperating as the people who get more than their share 


out of the Service are the people who complain because they 
get nothing. The newspapers at the moment are full of them. 
One man writes that, although he has paid so much for the 
Service up to now—and it’s fifteen months—al] he has received , 
He might have 
congratulated himself that he has had no occasion to want the 
Service. Such people ought to be told that they are getting a 
great deal out of it. Js it not worth while to pay something 
to have a healthier community at one’s doors, just as it is 
worth while to pay an education rate to have a more literate 
one, even though one does not send one’s children to a State 
school? To put it on the individual ground, is it not worth 
while for such correspondents to have their datly help absent 
less frequently with housemaid’s knee, or their secretary with 
tennis elbow ? Whether the Service is worth the cost is another. 
matter, but to measure.it by its personal return to oneself 
is the antithesis of good citizenship. 


i ' Believe It or Not 


The Central Health Services Council has advised the Minister 
“that arrangements should -be made to allow, under adequate 
safeguards, children in hospital to be visited by parents or 
guardians with reasonable frequency and, “Sf mecesSary, by 


` appointment.” The Minister would be glad if hospital manage- 


ment committees and boards of governors would review the 
arrangements in force in, their hospitals in-the light of this 
advice. 
ee ANE eT ES a E 
i Dangerous Drugs Act: Withdrawal of Authority 

The Home Office announces that Dr. Geoffrey Roderick Richards 
(Port Talbot) is no longer authorized to be in possession of or to 
preia those drugs to which the Dangerous Drugs Regulations 
apply. z , 


G 
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GENERAL MEDICAL SERVICES. COMMITTEE . 


The following practitioners have been nominated by local: 
medical committees,-in the groups mentioned, for election as 
direct representatives on the General Medical Services Com- 
mittee for the session 1949-50. `The figures in parentheses 
` indicate the number to be elected in each group. ' 
GROUP “A” (4) 
GROUP “A1” 
Scotland Dr. N. B. Stewart, Edinburgh 
GROUP “ A2 ” N. of the Dr. J. R. Anderson, Fortrose 
Tay > . Dr. A. C. Hendry, Bucksburn 


‘ 


S.E. 


GROUP “A3” City of Dr. J. T. McCutcheon, Glasgow 
Glasgow l 
` GROUP “A4” SW. Dr R.C. Hamilton, Kilmarnock 
Scotland Dr. B. Hutchinson, Cambuslang » ` 
GROUP “B” (1) l 
Northumberland, Dur- Dr» P. V. Anderson, Shildon, Co. 
ham, and ‘County Durham i 
Boroughs therein 7 
GROUP “C” (2) a. 


Yorkshire (North, East, . H. F. Hollis, Leeds , 
and West Ridings) and Dr. H. W. W. Price, Brighouse : 
. County Boroughs there- Dr. R. H. Sunderland, Bradford os 
in ; 
GROUP “D” (3) - ' , i 
Lancashire; Cumberland; . C. Baxter, Liverpool 
Westmorland, and . P. S. Byrne, Westmorland 
* County Boroughs there- ` Dr. A. Campbell, Accrington 
in. Dr. J. Stuart, Blackpool i 
‘ Dr. S. A. Winstanley, Manchester 
“GROUP a E ” (2) j 


` Wales — Dr. Di B, Evans, Coedpoeth, Wrexham 


D og _ Dr.JA. E, Jenkins, Pontypridd 
GROUP “F” (1) > = . 

Cheshire, Derbyshire, and Dr, J. B: Bennett, Hyde, Cheshire 
County Boroughs there- ; . - 
in 

GROUP “G” (1) r p 
‘Staffordshire, Shropshire. Dr A. B. Davies, Walsall 
and County Borough -4 


therein o, á 
GROUP “H” (i) pe Fe : 
Leicestershire, Lincoln- Dr. G. Waring Taylor, Leicester 
shire (Holland, Keste- . f i 
ven, , and Lindsey), 7” ~, 
Nottinghamshire, Rut- 
land, and County es 


Boroughs therein 


GROUP “I” (1) nae 
Herefordshire, Warwick- Dr. W. D. Steel, Worcester 
‘shire, Worcestershire, » f 
and ‘County Boroughs , ` 
therein i i 
GROUP “J” (1) 
Berkshire, * Buckingham- 


A 


Dr. H. G. Dowler, Gloucester 


shire, Gloucestershire. Dr. W. Woolley, Bristol ae 
Oxfordshire, „and : 
County Boroughs there- g 
mo - , 
GROUP “K” (1) i ie : 
Bedfordshire, Cam- Dr. A. Brown, Linton, Cambs 
bridgeshire, Hunting- 


Dr. J. C. Pearce, Diss, Norfolk- 
donshire, Isle of Ely, l , 
Norfolk, Northampton- 
shire, Soke of Peter- -- 
borough, Suffolk (East ‘ 
and -West), anal County 
Boroughs -therein 


GROUP es L 33 (1) 


, So ie 
- a [S ( Ea 
é 


: Cornwall, _ Devonshire, Dr. C.F. R. Killick, Williton, Somer- 
Istes of Scilly, Somer- set - 
set, and County 


-» -Boroughs therein Tot 

GROUP “M” (1) 

, Dorset, Hampshire,- Isle 
of Wight, -Wiltshire, . 

and. County Boroughs . 
therein ` l aoe 


of Wight pee 


+ 
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Dr. J. T. Baldwin, Penicuik, Midlothian 


Dr. H. S. Howie Wood, Shanklin, Isle `- 
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GROUP “N” (2) 3 
‘Kent, Surrey Sussex Dr. A. W. Gardner, Lewes 
(East and West}, and “Dr. A. T. Rogers, Bromley 
County Boroughs there- Dr. D. F. Whitaker, Guildford 
in 


. GROUP “0” (2) 


Essex, -` Hertfordshire. 
Middlesex, and County 
Boroughs therein 

GROUP “P” (2) 

London 


Dr. D. F. Hutchinson, Acton 
Dr. J. L. McKenżie Brown, Waltham- 
stow 


Dr, J. F; Murphy, London, S.W.8 
Dr. H. H. D. Sutherland, London, 
. W.10 
GROUP “Q” (1) 


Northern Ireland No nomination 


The voting papers in those areas in which there is a contest 


` (i.e., groups Al, A2, A4, C, D, J, K, and N) were posted on 


October 3. 








WORLD MEDICAL ASSOCIATION 


=: `The General Assembly of the World Medical Association is 


meeting at B.M.A. House between October 10 and 16. During 
that week there’ will be some, dislocation of the ordinary.routine 


" at B.M.A. House, particularly. in the service of lunch in the 
. Members’ Common Room. Members wishing. to take lunch 


during the W.M.A. Meeting are asked to do 


so as early as 
possible—i.e., between 12 and 1. 








Correspondence 








. Fees for Professional Witnesses ` 


Sin,—For some years past the Medical Defence’ Union. has 
been actively engaged in seeking to sectire adequate payment 
for practitioners appearing as medical witnesses to fact, or as- 
expert, witnesses in civil and, criminal cases. 

‘In September of last year the Witnesses Allowances Regula- 
tions, 1948, were published. * These defined the fees payable to 
professional and other witnesses attending to give evidence in 
criminal courts. After all the work put into this matter it had 
been hoped that the new regulations would show a marked 
improvement in the payment of professional witnesses and an 
honest recognition of the value of the service involved: The 
allowances specified, it should be noted, are maximal allowances, 
higher it is true than those payable under the previous regula- 
tions, but lower than those considered by the profession to be 
equitable. > l 

Correspondence reaching -the offices of ‘the Medical Defence 
Union shows that many practitioners are regarded as ordinary 
witnesses. ~ They frequently receive not more than’ 5s. per day 
-for attending at court to give professional evidence on matters 
of supreme importance. One member attended three full days 
and received 15s. in all. On‘ investigation it was ascertained 


-` that this state of affairs derived from a directive from.the Home 


Office instructing Clerks of the Assize, of the Peace,-‘and to the 
Justices that allowances were not to be paid to salaried officers 
Who did not lose remuneration by their attendance at court. 
Protests were lodged. with the Home Office that all. medical 
witnesses were entitled to proper. fees for the time and trouble 
involved in the preparation and in the giving of their evi- 
dence, irrespective of any overriding requirement that might -be 
included in the terms of the officers’ employment to refund 
such fees to the employing authority, or any immunity from a 
proportionate loss of salary for absence from duty to ‘attend 
“@ court. ' : 

` After several exchanges on this matter, the Home Office in a 
letter issued in July of this year indicated that the Secretary 
of State. understood that the Ministry of Health had. communi- 
cated proposals to the medical profession whereby. attendance 
at court hearings as medical witnesses. would be regarded as 
work falling outside the scope of hospital and- -specialists 
services, and that the fees for such. work could be retained 


by the practitioners concerned. - 


wi 
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Waiting for a decision on this matter did not’ meet with 


acceptance by the council of the Medical Defence Union. ~It - 


consequently instructed its solicitors to take action in certain 
specially selected cases in order to test the situation exhals- 
tively. In one letter just received by our solicitors the matter 
` appears to have resolved itself - satisfactorily. - This letter 
emanates from a Clerk of Assize and the material sentence 


is as follows: “I beg to inform you that an order has been: 


given by ‘the Secretary of State requesting that professional 
witness allowances should in future be paid to all salaried 
‘hospital doctors and dentists?” The writer concluded his 
communication by intimating that the doctor would receive 
payment of his fees in due course. f 

- This cancellation of the offending directive marks the success- 
ful conclusion of an offensive which should never have ‘been 
necessary. ‘It is not admitted, of course, that the fees payable 
now ‘are anything like adequate Or that they should be ‘of a 
maximal character, leaving a discretion to clerks to determine 
within the range specified the actual sum to be paid for any 
professional service. That aspect of the struggle must be 
continued with’ the assistance of all who are interested in this 
‘matter. —l-am, etc., 


London, wci. ROBERT FORBES, ; 


Secretary, Medical percnek Union. 


*" A note on fees for professional witnesses appears at. 


page 160.—Ebp., B.M.J. 
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Doctors and Dentists iy iii 


SR »—The correspondence in the Supplement on the subject 
ofthe N.HiS. and airing the unhappy lot of medical practi- 
tioners in contrast with that of dental surgeons and. detitists, 
who might be thought to be in clover, has not so far acknow- 
ledged the fact that studentship towards registration bears 
more heavily on the dental student. Costs, in time and money, 
are subjoined herewith. These are official figures, which may 
be an eye-Opener to some who are in ignorance, 


UNIVERSITY OF GLASGOW | 
Medical fees for 6-year course 


..i £300 
Dental fees for S-year course > 
Fees Ja, S £280 
„Equipment ~ £75 
Total £355 
. Duration of Medical course in ‘months ; 
Four years of 7} months 30 months 
. Two years of 10 to 11 months 22 months 
; Total. .. : 52 months 
Duration of Dental course in months 
One year of 8 months i ..  §&months 
Four years of 11 months aise .. 44 months 
Total pò . 52 months 


Speaking as one who has a foot in both fields, it has-appeared 
to me that there is an unnecessary tendency to disparage the 
dental surgeon. His training is that of a specialist, and that 
fraction of the dental profession which was registered in 1901 
without having the qualification L.D.S. may ‘be fairly stated 
to be-trying quite seriously in most cases to raise their pro- 
fessional standards. It is ‘to be noted also’ that the dental 
profession did make a more earnest fight against’ the iniquities 
and degradation of the N:H.S. than the aes appear to 
have done.—I am, etc., 

Glasgow. red W. FERGUSON MACKENZIE. 
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l ‘_. ‘Principals and Assistants: See. 

‘ Sir, —tl have read the correspondence in the Supplement 
abou assistants with a considerable amount of partisan feel- 
ing—being myself yet “ another assistant. = 
ment, August 27, p. 118) asks, “ How much better off is the 
- principal ? ” My ° reply is this. First, that he has got a 
permanent position and his own future to make or mar, 
depending solely on his ability and willingness to succeed. 
. ‘Secondly, though he was probably not thinking of this when 
he wrote, he will be well off insomuch as he continues to 


! 
i 


“ P.Q.R.” (Supple- 


r 


attract patients. and work for them after he has taken in an 
assistant. “If he cannot do this he i is eat unfit to employ . 
an assistant. 

No’assistant can`feel en rapport with a -principal who buys 
his ease bý taking an assistant to whom ‘he will give no definite, 


‘. assurances of partnership ; and worse still is the principal who 


endeavours to keep his practice going with an assistant to whom 


he makes promises of. partnership in the ever-receding future, 


or, worse again, attempts to further his own interests ‘by employ- 


‘ing a succession of assistants who serve under what is virtually 


- 


~ 


As 


assurance of a future. 


a ‘protracted locum’s agreement, “on probation,” until in the 
natural course of events: they cannot stick the uncertainty- any 


` longer and resign, leaving the way open for another young 


hopeful. -Or of course they may get the sack for demanding 
that their labours be rewarded. All such employers I have 


‘known in my four-years career of general practice since being 
‘released from the Forces ; 


and like “X.Y.Z.” (Supplement, 
September 17, p. 140) I have lasted from ce six MODIS 
to one’ year in each job. 

I will-not speak of my finances, because I de not suppose they 
are much worse than those of any other young married man 
(L have two children) of my age, war service, and class (I mean 
the so-called professional class). Also, anyone can live through 
lean years, carefully watching an overdraft,’ if he has some 
It is the lack of assured prospects for 
the assistant in general practice that appals me. All my engage- 
ments were concluded with the strict understanding that I was an 
“assistant with a view”: all I had to do was to work, and 
after a trial period (generally short) I would be a junior part- 
ner; with certainly no princely salary at first, but, and this 
is the important point, I would be-settled, with no fear of the 
sack, and a chance to build up a future. 

Young married assistants want too much in the eyes of the 
principals. They not only want to gain experience from their 
work, they want definite assurances and the means to educate 
a family. And this is where we go: begging from job to job. 
We cannot tolerate permanent, or view-in-the-remote-future, 
assistantships while our families are growing up round us. Nor 
are we rolling stones who can roam from job to job seeking 
experience of medical life. In point of fact I could not afford 
time from my present job to’go and seek a new Mecca: every 
week without work is a week without pay, to say nothing of the 
overburdening cost of a fourth move of house and home. 
~ I say, then, that it is time that the position of experienced 
married assistants was urgently reviewed in all responsible 
quarters; and, furthermore, if nothirtg is done to right this 
unjust anomaly of an employer-employee relationship, within 


. the structure of State contract service, more and more young 


men will be disheartened and driven out of general preches and 
even out of the country. 

The only solution is for the Ministry to consider siapentine 
experienced assistants, in their own right, as men entitled by 


- the nature of their work (and common need) to.run or share in 


the running of a practice, particularly when the Government 


„is subsidizing the salaries of trainee-assistants so that princi- 


pals can easily afford to pay them—and do pay them—more 
than the salaries of many already engaged senior assistants. 


“ The only other solution is for a change of heart among princi- 


- Visits. 


pals, who should set a lower target for their personal incomes. 
both for the good of general practice in England and for the ° 
good of the patient, who gets disheartened by being visited by a 
succession, of young men sent by Dr. So-and-So. I fear that 


; such a change of heart,. . though desirable, is psychologically 


unlikely.—I am, etc., 


EENE aR, 


~ 


Payment of Locums 


„SR, —“ An Occasional Locum ” (Supplement, September 17, 
p. 140) might be interested in my recent experience. I paid a 


, locust £3 3s. a day and £2 2s. a week car allowance. The week 


before I went away-I did 46 visits; the week after I returned 
I did 64 visits. In the’ whole 15 days I was away- he did 31 
My locum during the same period last year-did 87 visits. 

For days after I returned I had numerous complaints from 
patients who had not been visited, from others of visits sent in 


— 
- 


ta 


164 Oct. 8, 1949 


™ 





before 10 a.m. which were not done until late evening, and from 
my colleagues who had had to do day and night visits for 
me because my locum could not be found: There were no 
maternity cases at all during this period. He seemed to be 


ASSOCIATION NOTICES 


rarely available day or night. To crown it all my garage account ° 


shows that for the 31 visits in the 15 days he had apparently 
used, at my expense, as much petrol as I use in two months. 
Which of us was exploited ? 

Of course there are good and bad principals. There are also 
good and bad locums and assistants. As for “ X.Y.Z.” in the 
same issue, if he is getting. a salary -of £200 a year less than 
that advertised for trainee assistants, he is either a fool and 
deserves to be exploited, or perhaps that is all his services are 
_worth. I would not employ my recent locum if he offered to 
pay me a Salary for doing so. 

As for all this talk of exploitation, now that partnerships 
have to be given away assistants . consider themselves badly 


treated if they are not given a substantial partnership after a ; 


few months. Let“ X.¥.Z.” and others remember that nowadays 
the one giving away the partnership takes all the risks. When 
they had to be bought the buyer usually took the main risk. 
Just as: the buyer was very particular in those. days, so are 
‘ those who have to give them away nowadays. 

Assistants’ salaries are, on the whole, at least twice what 
they were pre-war. This compares most favourably with salary 
increases in other professions. To talk about slave-labour and 
_ exploitation is sheer nonsense. 

the assistants of yesterday. If “X.Y.Z.” gets rid of his persecu- 
tion complex he will find his Shangri-La. When he does I 
have no doubt he will pay his assistant a truly princely salary, 
do all the night-work himself, and give away a substantial 
partnership just as soon as he is asked for it—I am, etc.,' 


PRINCIPAL. 


Association Notices ts 


OPHTHALMIC GROUP COMMITTEE 


The following were the successful candidates in the election 
held recently to fill vacancies in the Ophthalmic Group Com- 


mittee caused by retirement of members at the =e of the 


1948-9 session: 
H. R. Bickerton (representing Region 1). 
Nigel Cridland (representing Region 3). , ; \ 
P. Jameson Evans (representing Region 2). 
C. M. Stevenson (representing non-members of the Group on the 
Central Ophthalmic List). 
F. Oliver Walker (representing’ Region 5), 


DISSOLUTION OF LANCASHIRE AND CHESHIRE 

BRANCH, AND FORMATION IN PLACE THEREOF 

OF MANCHESTER AND EAST CHESHIRE, MERSEY- 
SIDE, AND NORTH LANCASHIRE BRANCHES. 


Notice is hereby given by the Council that the Lancashire and 
Cheshire Branch has been dissolved, and that the following 
Branches have been formed in place thereof: 


(1) A Manchester and East Cheshire Branch, coterminous 
with, the areas of the following Divisions of the Lancashire 
and Cheshire Branch: Ashton-under-Lyne, Bolton, Bury, Crewe, 
Hyde, Leigh, Macclesfield and East Cheshire, Manchester, Mid- 
Cheshire, Oldham, Rochdale, Salford, Stockport, Wigan ; 

(2) A North Lancashire Branch, coterminous with the areas 
of the following Divisions of the. Lancashire and’ Cheshire 
Branch: Blackburn, Blackpool and Fylde, Burley, Furness, 
_ Lancaster, Preston; ine 


(3) A Merseyside Branch (Supplement, July 16, 1949)e 


The Manchester and East Cheshire and North Lancashire 
Branches come into existence as from the date of publication 
of this notice. 

; CHARLES Hit, 
` Secretary. 


— 


The principals of to-day were 


i 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


a 
- 


ADJUSTMENT OF AREAS OF CORNWALL AND 
PLYMOUTH DIVISIONS 


With reference to the notice published in the Supplement of 


September 3, 1949 (p. 126), the area of the Municipal Borough ' 


of Launceston has also been transferred from the Cornwall 
Division to the Plymouth Division. 
CHARLES HILL, 
Secretary. 


NOTICE TO SHIP SURGEONS 
BRITISH MEDICAL ASSOCIATION—MARITIME 
SUBCOMMITTEE 


The Private Practicé Committee of the British Medical Associa- 
tion has reappointed for the current session a subcommittee to 
consider all questions affecting medical practitioners concerned 
with merchant shipping. 

The subcommittee will, hold its first meeting of the session 
at B.M.A. House, Tavistock Square, W.C.1, on Thursday, 
October 20, at 11 a.m., and any doctors in active practice as 
ship surgeons who find it convenient to attend are invited to 
do so, if possible giving notice by letter or telephone of their 
intention to come. 


; Grins Hii, 


\ Secretary. 


Diary of Central Meetings 
á OCTOBER 


l4 Fri. Committee on Industrial Health Services in relation 
_ to the National Health Service, 2 p.m. 
17 Mon. Psychological Medicine Group Committee, 2 p.m. 
18’ Tues. Proprietary Medicines Committee, 11 a.m. 
18 Tues. Committee on the Association of the General Practi- ` 
E tioner with Hospitals, 2 p.m. _ 
18 ,Tues Building Committee, 2 p.m. 
19 Wed Film Committee, 2.30 p.m. 
20 Thurs. Committee re Salaries of Medically Qualified 
Teachers, etc., 2 p.m. 
20. Thurs. Occupational Health Committee, 2 p.m. 
21- Fri. Public Health Committee, 130 p.m. 
21 Fri. Venereologists Group Committee, 2.30 p.m. 
28 Fr. Science Committee, 2 p.m. 
i NOVEMBER 
2 Wed (At Die cin: Hotel, Shrewsbury) Welsh Committee, 
3 Thurs. Committee on Industrial Health Services in relation 
to the National Health Service, 2 p.m. 
9 Wed Committee on the Posteraduate Education of General 


Practitioners, 11 a.m. 


Branch and Division Meetings to be Held 


Ciry Diviston.—At St. Leonard’s Hospital, Nuttall Street, Knp 
land Road, London, N., Tuesday, October il, 8.30 p.m., Dr. E. y 
Taylor: “ London’s Water Supply.” 


CLEVELAND Division -—At Sparks Café Royal, Middlesbrough, 
Thursday, October 13, 7 for 7.15 p.m., Supper, followed Oy address 
by Dr. L G. W. Hili: “Treatment of Hypertension.” 


HaLırax Diıvision.—At Royal Halifax Infirmary, Wednesday, 
October 12, 8.30 p.m. Annual general meeting. Election of 
officers, etc. 


HENDON Division.—At Hendon Hall Hotel, Tuesday, October 11, 
8.15 pm., Dr. Paul Pincus: ‘ New Research on Dental Caries.” 
Film and ‘slides. 


. Sours Essex Drvision.—At Oldchurch Hospital, Romford, Friday, 
October 14, 9 p.m., Dr. H: K. Cowan: “ The Domiciliary Maternity 
Service, Health Centres, and other County Medical Services.” 


Soutu-Westr Essex Division—At Thorpe Coombe Maternity 
Hospital, Forest Road, Walthamstow, E., Wednesday, October 12, 
~ 8.30 p.m., clinical meeting. Two lectures on the Rhesus Factor. 
‘ (1). Dr: Gertrude Plaut: t Some Recent Advances in Rhesus Factor 
Work ”; (2) Dr. E. Hinden: “ Erythroblastosis of the Infant.” 


Sour: West Wares Diviston.—At St. David's Hospital, Carmar- 
then, Sunday October 9, 2.30 p.m., lecture by Dr David G. Morgan 
(Cardiff) : «The Hospital Service under the N.H.S. Act 4nd its 
Future.” 
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THE MINISTER’S PRESS CONFERENCE 
Nothing‘ startling or novel came out of the Minister’s Press 
Conference, reported. on another page. On the subject ‘of 


general practitioner remuneration it is useful to have had the 
Minister’s assurance, in regard to. the Ministry’s survey of 


incomes, that he “would like to have the facts agreed with - 
` the ' profession,” although he added his own impression that ' 


the evidence showed “that, Spens has been more than 
honoured.” ‘The Minister made some other points which were 
interesting and have been noted. Some who were present at 
‘the Conference remarked afterwards on-,the pains the Minister 
was at to distinguish between the Health Service and the 


National Insurance Scheme. He spoke about “ misunderstand- . 


ings,” and said that “many people still assume that the 
National Health Service is financed by the weekly contribu- 
` tions to National Insurance.” This led to abuse through people 
being determined “ to have their money’s worth.” He appealed 
to the Press to disabuse the public of these erroneous beliéfs. 
The B.M.A. -foresaw that this might happen, and has been 


stressing the point for over a year. ‘The same to a lesser ’ 


extent is true of the Minister’s appeals to the public to use 


the Service with restraint. It is true that he hag made such © 


appeals from time to time, but they have been so closely 
associated by a section of the.Press with glowing advertise- 
ments of the “free” benefits to bè obtained under the scheme 


that it is small wonder that less attention has been paid to > 


them than, might have been expected. Once again the B.M.A%, 
` at some cost to itself both in money and unpopularity (which 
these days seem to attach to anyone suggesting a damper on 


public extravagance), took the initiative. wer ae 
What are the fa¢ts? So far back as May, 1948, the B.M.A. 


~ Public Relations Department “was issuing leaflets for distribu- 


tion to the public which inter alia pointed out that'only 10d. 
out of the male worker’s weekly contribution of 4s. 11d. would 
go to the Health Service, adding that ten-elevenths of the total 
money paid in respect of any one:worker, would go to the cash 
benefits of insurance. Two months later the Association issued 


. an illustrated folder, “The New Health Service and You.” - 


Of this leaflet, copies of which were sent direct -from B.M.A. 
House to all doctors who applied for them, ‘250,000 were 
printed and distributed in August, and in September 2’ further 
300,000 were printed. By,the end of October‘altogether nearly 
half a million copies had been asked for and distributed. This 
folder pointed out that the public as well as doctors, other 
professional ‘people in the Service, and the Government had 


\“a part to play in making the Service a success,” adding that ° 


“if there is ‘a run’.on the surgery just because the Service is 
 free-at-the-time,’ doctors will be unable to give'as much ,atten- 
tion to each patient as they would wish. No one can give 
‘his best if he is overworked.” 


In the same’ month posters were prepdred and issued for 


display in surgeries, executive council offices, and elsewhere 
appealing to the public to‘help the doctor to. make the best 
use ,of his time by sending in ‘requests for home visits early 
in the day. Finally, early, this year, after a Gallup Poll under- 


taken at the request of thé Association had shown the public 


still widely believed that most of. their <weekly contributions | 


were going to the Health Service, the Public Relations Depart- 


“ment again embarked on a widespread poster and leaflet 


t 


campaign. ` o 
Would it have been impossible for the Ministry of Health 
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themselves and made the .Association’s publicity efforts unneces- 
sary ?, The Ministry of Health has its own publicity machinery. 
and if that is not sufficient it has access to the services of the 
Central Office of Information with all its grandiose apparatus 


_+ Of mass publicity through Press advertising, exhibitions; films, 


‘posters, and so on., 


One can think of many campaigns indulged 
(in by the. Central 


Office of Information which might seem to, 


u an outsider to have had less public justification than the work 
“of public enlightenment about the Health Service which the 


B.M.A. has carried through at its own cost. One recalls the 
32-page booklet Which ‘the Ministry of National Insurance— 
before its part in the scheme began—pushed through the letter 
boxes of every, household in the country, making use of his 
Majesty’s mails and postmen to do so. So far. as mechanics 
go, the Government would have had no difficulty in getting 
across to the public a year ago the appeals for restraint and 
avoidance of “ misunderstanding” which the,.Minister made 


last week. 


y was this not done? Was it that the Government was 


_afraid, as many Governments may be afraid, to put the 


emphasis on duties as well as on rights? Or was it that the 
Government knew that the increased rate of weekly contribu- 
tions was bound to be unpopular and was at least not averse 
from allowing, the public to believe that the increase was due 
to what the Health Service generally and “the doctors” in 
particular were costing ? 


Changes in the Use of Hospitals 


It does not always happen that one is able to commend’ 
. Important passages in a Ministry circular. But there has just 
been issued to regional hospital boards a circular (see p. 168). 
which is obviously on the right lines—though it may be 
„justly said that it does not travel far’ enough. along them. 
In’ discussing changes from general practitioner (cottage) 
hospitals -to specialist hospitals, the circular states: “The 
Minister . .'. would ask regional hospital boards to make 
sure that in carrying out their plans they are not depriving local 
patients of a valuable feature of the general practitioner (cottage). - 
hospital. . . . It is, in the Minister’s wiew, very valuable for the 
general practitioner service of`the district when the family 
doctor has access to beds where patients of this type can be 
in his charge and he knows he can readily call upon the services ` 
of a.consultant ‘for a second opinion, and it is essential if the 
-level of general practitioner medicine is to be maintained that 
the interchange of ideas between general practitioners and 
specialists should be facilitated by such consultation and by 
informal ‘contacts on the occasion of regular -visits from con- 
sultants to general practitioner hospitals. If such arrangements 
canibe supplemented by the offer of a number of ‘clinical 
assistantships ’ to general practitioners as part of a team in the 
district general hospital so much the better, but in the Minister’s 
view the latter is not a substitute for the former, and if the 
result of reorganization is to deprive general practitioners of 

charge of hospital beds something valuable has been lost.” 
On .the question of general practitidner maternity hospitals 
the following advice is given: “It has been the general practice 
to have obstetricians in charge of maternity departments and 
maternsty hospitals. While recognizing the merits of this policy 
in the large unit where teaching and training is undertaken, 
the Minister feels that he should remind boards that, in the 
smaller types of maternity unit booking normal cases, staffing 
mus? necessarily vary. Where, in the larger of these, selected 
general-practitioner obstetricians have been in charge in the 
past, boards should carefully consider the position before alter- 
ing the nature of the services provided and should be cautiotis 
about depriving general-practitioner obstetricians of the charge 
of maternity beds.” ` : 2334 
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THE FIRST YEAR.. 
MR. ANEURIN BEVAN’S REVIEW . 
The Minister of Health presented to a Press Conference on 


Service. Great interest was taken in the occasion, and the 
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must be recognized that they are made, not against the administration, 





but against some professional person who may have succumbed td ~ 


the importunities of patients, There is evidence that abuse has taken 
place, but one does not read about the thousands of devoted pro- 
fessional men and women who go about their work in a proper 
fashion or the millions of people who receive proper attention.” 


One reason why abuses took place was because many thought 


pressure on Whitehall accommodation was such that some . they were paying a weekly contribution for the Service and 


foreign and colonial correspondents had to be excluded. 


Mr. Bevan began by saying that the launching of the Service ~ 


had been accompanied by so much controversy, by emotions 


ranging from outright enthusiasm to destructive criticism, that 


it was thought well in the interests of the country to review 
the experience up to now, and to try to present a complete 
picture of what was going on. There was always the danger 


that such a picture might be obscured by sectional interests), 
One year was a short time in which to judge so great an experi-\ 


ment, but certain provisional judgments could be made. Pessi- 
mists had said that the Service: would give rise to abuses, but 


after all it was a prerequisite of behaviour that people should - 


be allowed to behave—should be given the opportunity of 
behaving—and from a study of such behaviour any necessary 
redirections might be made. It was true that there had been 
certain abuses, but on the whole the transition from the old 
system to the new had been accomplished with great smooth- 


ness, and he desired to pay his tribute to all concerned in such , hearing. 
. transition. ~ * ) 


a 


on \ 
a A Transferred Expenditure) ` 


The ‘cost: of the N.H.S., Mr. Bevan continued, must be , 


regarded ,as.a gigantic change-over from the, private pocket to 
the public; purse. In other words, the expenditure was not an 


' addition to the total expenditure on health, but a ‘transferred , 


expenditure from the individual citizen to the’nation. It was 
not the case, as was assumed by many people, that the cost was 
an additional burden. 
necessity of making payments when in need of medical or other 
care, and the cost of payment for the whole “apparatus ”— 
doctors, dentists, chemists, nursing, maternity—was laid upon 
the community as a whole. It was largely a redistribution. 
Various guesses had been made about what was spent on vari- 
ous health services by citizens on their own account before the 
Service. started ; it was probably more than £250 million. 


Here -he’ drew: attention to an unfortunate confusion of 


.language. There were the National Insurance Act, the National 


Health Service. Act, and the former National Health Insurance 
scheme, and people seemed to assume that the N.H.S. was 
financed by the weekly contributions to national insurance. ' All 


-that had‘‘happened was that the N.H.S. inherited that part of 


the old-National Health Insurance contribution which was sét 
aside for medical benefit, and which amounted to about £40 


. million acyear.; the remainder of N.H.S. expenditure fell upon’. 


national ,and local taxation. 
ae No Army of Bureaucrats 


Most of the administration was voluntary, and of this service 
there was no lack; the difficulty had been one of selection. To 


. the members of governing boards of teaching hospitals, regional 
hospital boards, hospital: management committees, local execu-` 


tive councils, and other bodies ‘the administration had been 


entrusted. It was not run by an army of bureaucrats. It was 
‘this which accounted for.the low administration costs—between 
24 and 3% of the total expenditure. This wus made possible - 


by the devoted service: of 12,000 men and women drawn from 
all sections of tite community. There was a central organiza- 
tion, but the bulk of the administration was pushed owt to the 
periphery. The Central Health Services Council, whose func- 
tion. was to advise-the Government on the various aspects of 
the Service,-was very largely technical in character. Conditions 


The people had been relieved of the ' 


were determined to get their money's worth. It should be 
widely known that expenditure increased just to the extent to 
which the Service was abused. It would be an advantage to 


„have from every newspaper an appeal for the prudent and 
intelligent use of the Service, and such an appeal might well be’ 


made not only to the public but to the professions operating 
the Service: ‘ 
Disciplinary machinery existed to deal with abuses, and had 


been operated. The chief sinners had been dentists and general ` 


practitioners. But he did not want to be misunderstood: the 
cases were few and far between, and when the vast volume of 
‘work done was considered it was extraordinary how few were 


_the irregularities. The central tribunal to which the aggrieved 


person had a right of appeal had considered five cases—three 
dentists, one doctor, one optician. Two dentists had been 
removed from the Serviee, one for charging fees and one for 
failing to carry out treatment. Six other cases were awaiting 
få ' = 


The Hospital Service 


In the hospital service the shortage of nurses remained the 
prime difficulty. About 10% of available beds were denied to 
the Service for lack of nurses, but during the last year 8,000 
full-time and 5,000 part-time nurses had been recruited, with 
the result that 7,000 additional beds had come into use. There 
had also been a complete change in‘the “climate” of the 
nursing profession ; conditions of service and salaries had been 
improved, and’ nursing was now a real career. Between 40,000 
and 50,000 more nurses were wanted. 

All the hospital specialist services were contractual, either 
whole-time or sessional, and this should help to reduce the out- 
patient waiting-lists, especially as the appointments system was 
being rapidly extended. The new domiciliary specialist service 
was in operation, and during the first year 91,000 patients had 


‘ been visited in their, homes by specialists and 2,761 ‘operations 


performed. . ' l 

During the year 8,359 artificial limbs had been provided, 
21,345 `surgical boots, and 7,226 artificial eyes. He invited 
anyone who had sufficient curiosity to come and see what a 
great advantage had been conferred upon these recipients. As 
to the 5,071 wigs, he wished to remove the impression that wigs 
were dispensed on a beauty-parlour basis. They were pro- 
vided on the ‘prescription of a specialist, and two conditions 
were necessary: (1) that the baldness was due to accident, 


. disease, or congenital causes, and (2) that the specialist declared 


the, wig to be necessary. He deprecated the derision cast upon 
this part of the Service. To persons who had undergone a 
héad operation leaving a serious scar, or who suffered from a 
scalp disease, a wig was as much a part of treatment as an 
artificial limb to others. It was a cardinal principle of the 
Health Service that medical care, attention, and appliances were 
provided where they were considered by the doctor to be 
needed. 


l { + 


“Tf he is not free to prescribe what is necessary, his liberty of 
action must be limited, in which case it would have to be said 
that he was free to prescribe so much, but not-free to prescribe so 
much else. This would be almost impossible to administer. We 
must rest upon the principle that the doctor is free to prescribe what 
he considers to be necessary for the care and welfare of his patient.” 


The General Practitioner Service , 


of service and salaries were entrusted to Whitley Counêils, 


“It is obvious that'a service of this sort, which provides free 
medical attention and drugs, is open to abuse both by those giving. 
the service and those receiving it: But no abuse.can arise unless it is 
conniyed at by two people—a member of the profession on one side 
and the patient. on the other. When charges of abuse are made it 


between 18,000 and 19,000. A great deal was heard in the 
_ early days about “direction” of doctors. Such direction had 
not taken place, nor was it ever intended. There was much 
discussion also about basic salary in “the early polemics of 
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the scheme.” About 2,000 general practitioners'were helped by 
fixed basic payments of £300. There were 57 doctors receiving , 
special inducement payments (unpopular areas, etc.), and other 
claims were under review.. The (mileage) payment for ‘general 


-> practitioners in rural areas had ‘been found to be too low, and. - 


£700,000 had been added to the fund to make up the déficiency. 
The doctors who had. been approved .for grants for training 
assistants numbered 374, and 250 doctors were ne post- 
graduate courses under grant. 


“One of the worries of the scheme is over-prescribing. Over- , 


prescribing: occurs, not in the field of expensive drugs, but in 
ordinary’ things like aspirin and cotton-wool. 
protecting himself against a second visit by prescribing a little more 
in the first instance. He over-prescribes the prosaic medicaments. 
That is worrying us, and I make a serious appeal to general practi- 
tioners to be careful about this part of their work, and‘to patients 
not to be importunate. , Most households are furnished with a small 
number of medicaments which every intelligent person knows how 
to use, and it should not be necessary to rush to the doctor every 
time something of that sort is needed.” 


Concerning health aes, the Ministry proposed to proceed 
steadily but cautiously. Some new buildings, were being con- 
structed, some old buildings adapted, and a few had been taken 
over which were there before. But it was desired to find out 
how people used health centres before embarking upon their 
widespread provision. The Ministry wanted to know how 
practical. they were, what kind of health centres were most 
useful, and- in what situations they would be most popular. ! 

Mr. Bevan went on to speak of the dental, optical, and 
pharmaceutical services. About 8.5 million people had gone. 
to the dentists for, treatment, and the demand was rising again_ 
after a summer slackening. The normal demand might be 
assessed in about six months’ time. There was a considerable 
“back log” to make up. The scale of payment was found 
to be too high and was cut: by 20%. Some dentists resisted, but 
their resistance had not continued. It was here that most of 
the discipline had had to be exercised. As time-went on he 
believed .the position would improve. There, had been an 
unanticipated , rush for spectacles, and two pairs—sometimes 
three—had been prescribed rather too, frequently. He had 
appealed to opticians on the matter and was satisfied that. they 


The doctor may be , 


` practitioners are overworked. 


Mr. Bevan concluded his address by ‘saying that the National 
` Health Service began, as was inevitable, in an atmosphere of 
friction, controversy, doubt, and great ‘hope. “The first year 
had shown that a vast amount of good work was Silently done, 
much relief afforded, but there was still friction at some points, 


and at, some points ‘shortages. ne 


“It is obvious that in some parts of the country the general 
It will take some years for the 
scheme to ‘bed itself in.” More facilities will be needed before 
criticism dies down. One of the chief sources of our troubles here 
in Britain, as in many other parts of the world, is the increasing 
demand made upon hospital facilities by the aged sick. That is one 
of’ the great problems of modern civilization. 

“I would have you realize that most of the shortcomings which 
have been revealed by the Service are not the result of the intrinsic 
difficulties of the Service, but of the overwhelming volume of need 
that the Service has disclosed. This will happen in other nations 
when they start the same kind of service. There has been in the past 
a vast amount of silent suffering, of preventable pain. What the 


_ National Health Service has done has been to make it articulate, 


had heeded. The production of lenses had been speeded up by | 
about 50%, and three million lenses had been imported from - 


“soft currency ” areas. By the end of the year the production 
should be equal to the demand. ‘As for the pharmaceutical 


services, the 14,000 chemists in the scheme had dispensed in ~- 


‘the first year 187 million prescriptions. 

The aural aids were now being produced at the rate of 2,000 
a week, and about 29,000 had been issued. It was not only a 
question of producing the aid, but lof teaching the recipients to 
use it, properly, otherwise they gave up in despair. He hoped 
by the ‘end’ of next year to have. provided 150, 000 aids. 

l t; 


The oriris Visitor 


Much had been made of the fact that people could come 
from abroad and make use of a service provided and paid.for 
by the British people. There were two answers to that. - 
first place people could not come from abroad merely in order 
to make use of the British Health Service: the immigration: 
‘officers had been instructed -to that effect. Secondly, any 
attempt to differentiate between an alien, a British citizen, and 
a person entitled by six months’ residence to have recourse to 
the Service would be administratively expensive. He believed 

also that reciprocal arrangements would be made between: Great 
Britain and other countries, and as reciprocity developed any 
sense of injustice would diminish. 

Mr. Bevan was questioned on “this point. He stated that 
American and Canadian visitors formed the highest proportion 


- of those signing for temporary medical attention at one port. 


where an analysis was made. Asked about reciprocal arrange- 
ments, he said that countries participating in: the Brussels Pact 
were being approached. He thought that medical caré should 
' be part of the normal hospitality of any host country. If a 
visitor to this country had an accident he would, of course, be 
given medical ‘attention, even if it involved prolonged treatment. 


4 


‘In the ` 


and thus to make it readier of redress. 


In that respect, I believe, we 
have made a great start.” 


Mr. Bevan Questioned 


A question asked of Mr. Bevan was, “Do you think the pay., 
of general practitioners is disproportionately low when com- 
pared with the pay of dentists and opticians ?” He replied 
that he could not accept that. When thinking of the payment 
to dentists it must\be remembered that 52% of the gross earn- 
ings were regarded as expenses. The dentist had to employ his 
mechanics and provide his apparatus. Jt was not easy’ to fix 
the scales for dentists’ -remuneration, and for a while there had 
to be a period of experiment. The endeavour was to make it ` 
profitable for dentists to save teeth rather than extract ‘them. 

In reply to a further question about remuneration, he said 
that the Spens recommendations for the remuneration of general 
practitioners had been carried out. Discussions were proceed- 
ing with the British Medical Association, and before he made a 
statement about general practitioner remuneration he would 
like to have.the main facts agreed with the members of the 
profession. “So far there is conclusive evidence that'we have 
more than honoured the Spens recommendations.” 

\ Asked about a health tax, he said that he thought the 
Chancellor might try to find some additional revenue in view 
of the cost of the Service. If by “tax” was meant payment 
by the patient at the moment when the patient needs treatment 
the Ministry had set its face against it. 


Questioner: That means a possibility of increasing the health 
contribution part of national insurance ? 
‘Mr. Bevan: The possibilities of taxation are infinite. 


The Minister added that the’ original estimate: of the cost of 
the Service was based upon scales of remuneration far lower 
than those which had in fact been: paid. In the hospital service 


-alone 60% of the expenditure was on wages and salaries. The 


pay of medical officers, nurses, midwives, and domestic staffs 
had been increased. 

In another reply he said that Sir Henry Cohen had been asked 
to preside over a committee to draw up a list of drugs which the 
general practitioner could prescribe and outside which’ he need 


- not go except in special cases. 


4 


Asked how far the Service had furthered the progress of 
medical science, he said that much valuable case history, not 
previously available, was being: collected. A committee would. 
be appointed to get agreement about’the names of diseases. 
He was also asked whether any analysis hdd been made of. the 
time ea: general practitioner spent in filling up forms. He 
replied tartly that he had no such analysis, nor had he any 


analysis of the time it took a general practitioner, before the 


Service came in, to make out his bills. ’ - 

ie was also asked about his attitude to the Trade Union 
Congress resolution calling for the. immediate establishment of 
a hundred health centres. He replied that it would take 
its’ place in the’ queue’ along: with other such resolutions. 


, Health centres must not be ‘regarded as being at- ane head 


. of the queue: i 
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, Other Statistics of-the Service 


Figures in addition to those mentioned by Mr. Bevan were 
contained in a sheet handed to each person attending the 
conference. , All the figures relate only to England and Wales: 


1 ' 
t — ` 


Prescriptions 
Estimated PE ats of articles prescribed and supplied : i 


_ 


No action 


N 





/ NAS. IN SCOTLAND | st. 


The ‘following approximate figures issued by the Department 
of Health for Scotland complement those given for England - 
‘ and Wales by Mr. Beyan. 


i 


: ~ transferred to him by the Act 


Mixtures .. i 40% 
Tablets, pills, etc. ee. ae pi 20% 
Ointments ee. SP se wa zi ia 5% 
Proprietary preparations ad ie... atte 2% 
Appliances (bandages, dressings) ee was a % 
Miscellaneous (lotions, gargles) 16% 

; eo N 
Hospitals and Specialist Services 

Hospitals taken over ie de. fe gta ; 2,688 
from local authorities : 1,545 
voluntary : 23 996 . 
teaching hospitals .. e ~, 147 

~ Beds we Esu .. 501,738 
teaching hospitals =e 26,552 
others a aes ; c., 475,186 |, 

Hospital clinics taken over ee 591 
from local authorities pa 481° ' 
voluntary .. biG? es ed ii re _ 108 
teaching i bs ne 

- Nursing and imidwitery staff f engaged in hospital service 149, 783 
whole-time - r P E T .. 126,955 
part-time bs es he f 22,828 
ł npe ade : 

Disciplinary Service Committees ; 
J . _ Withdrawals of 
‘removals from: 
Medical Proposals for removal ‘from list 
_ (183585) list 15 1. 
l Fines, etc. 15 < 
Warning letters 28 ' p 
-~ No action 72 - 5 
Dental ` Proposals for removal from 
(9,401) list , sru Aa Lat, 6 ' + 2 
a Fines, etc. a 85 
Warning letters 27 ve 
106 -~ 


' regional hospital boards and boards of governors. 


CHANGES IN THE USE OF HOSPITALS 
GENERAL PRACTITIONER HOSPITALS : 


The Ministry of Health has issued the following circular 
(R.H.B. (49)'132): 

Under the National Health Siig. (Functions of Regional 
_ Hospital Boards, etc.) Regulations (S.I. 1948, No. 60)’ the 
`, Minister’s powers for planning and developing the- hospital 
and specialist services were, subject to direction, delegated to 
It is there- 
fore competent to the board, subject to direction, to make 
changes in the use of hospitals without prior reference to the 
Minister. The Minister is aware that boards have been con- 
` sidering changes of user in the hospitals under their administra- 
tion, and. it is right and proper that they should do so. 


The Minister is anxious to avoid intervening where boards. 


have arrived at a decision after full consideration, but the 
delegation of powers is subject to direction on his part, and 
under Section 6 (4) of the Act he is bound in using hospitals 
“so far as practicable” to 
“ secure that the objects for which [they were] used immedi- 
ately before the appointed day are not prejudiced by the pro- 
visions of this Section” (i.e., transfer to the Minister). 

He cannot, therefore, ‘ignore representations made to him by 
members of the public ‘and the profession, and may feel bound 
~at any time to call upon a board to report to him their reasons 
for adopting their new policy. It is undesirable for this to | 


i happen after the actual process of change has been begun, and 


he thinks boards will find it useful, where a proposal is likely 
to give rise to substantial local or professional opposition, to 
keep the Department informed of their plans at all stages. 

_ Boards may find useful the following indication of the 
Minister’s views on a number of matters that arise in con- 
nexion with changes of use of hospitals. The principal ‘factors 
are, ofscourse, (1) the possible loss of service to patients, (2) the 
disturbance of ~medical staff. 


- Change from One Specialty to Another or ‘ales a General to 
a Special Hospital 

In the case sof infectious-disease and smallpox hospitals, which 
tend to be redundant ‘owing to centralization, little difficulty is 
expected provided that regional boards have assured themselves 
` that the new centralized facilities meet anticipated needs and 
have done their best to secure that the staffs of the redundant 
hospitals are not prejudiced by the change. 

' In the case of other changes of this nature—i.e., from one 


_ special use to another or from general to special hospital—the 


-difficulties encountered may be more serious. In particular, 
where a hospital of long-standing repute is ` concerned, . the 
board should see that the medical staff of the hospital has free 
opportunity of having its views considered by the board.or their 
planning committee, orally if possible. An open meeting at 


' Number of people on doctors’ lists (96.6% of population) 4,954,897'' which the proposal can’be explained and members of the public 


General practitioners within the Service (plus 27 assistants 


on lists) f ae a ahs fe ` 2,394 
Chemists within the Service os pas z. ] 749 
¿Prescriptions dispensed in first year EE . 14,950,000 - 
` Doctors receiving basic payments of £300 Oe 14 
Doctors receiving special inducement payments °.. sa 30 

a ' Optical Services 

ry L] f 4 
Ophthalmic: medical ‘practitioners in-.the Service 77 
Ophthalmic opticians (al) ..., ia ne 848 
Dispensing only (all). Pe sh a Cia 23 
Spectacles supplied and paid for F : 680,89 1 
Estimated number *%f people receiving two pairs ‘of spec- - 
, tacles (30%) (680,891 pairs or 530, 880 persons). pai 
| 1 
Dental Services 

Cases received by Dental Estimates pone for approval or r 

payment PA ie : 1,380,527 

Dentists in Service (practically all) | 1,170 
Hospital and Specialist Services ‘ i. ‘el 

Appliances through hospitals’ Total of all main types 
issued including artificial limbs (very roughly) ‘ 25,000 


\ i ° 
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can express their views ‘may sometimes be desirable, particu- 
larly where it is proposed to use a small local general hospital 


„fòr other purposes, since the local loyalty that such hospitals |. 


comimand must not be ignored even where reorganization 1s 
expected to produce greater medical efficiency. 


Change from General Practitioner (Cottage) Hospital to 
Specialist Hospital 

Local loyalty is again a factor of great importance. In the 
past general pfactitioner hospitals have, owing to the uneven 
distribution of consultants, been compelled at times to under- 
take work for which they were not properly equipped, and they 
have often been criticized for trying to do too much. The 
introduction of thé National Health Service, and in particular 
_ the present review of establishments, has given an opportunity 
for improving this state of affairs and for developing hospitals 
staffed -by consultants‘even in smaller centres. , 
\ The Minister is whole-heartedly in favour of development in 


this direction’ but would ask regional hospital boards to make © 


sure that in carrying out their plans they are not depriving 


, local patients of a valuable feature of the general practitioner 


(cottage) hospital—i.e., its use as a local hospital to which the 
general practitioners of the neighbourhood can admit’ patients 


’ 


~ 


~~ 
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who require treatment within the scope of. a. general practi- 
tioner but “who, for various good ‘reasons, cannot be treated 
at home. It is, in the Minister’s view, very valuable for. the 
general practitioner service of the district when -the family’ 
doctor has'access to beds where. patients of this type can be 
in his charge and he knows he, can readily call upon the services 
of a consultant for a second opinion, and iť is essential if the 
level of general practitioner medicine is to be maintained that, 
the interchange of ideas between general practitioners and 
specialists should be facilitated by such consultation and by 
informal contacts on the occasion of ‘regular visits-fróm con- 
sultants to general practitioner. hospitals. panes 

If such arrangements can be supplemented by the offer of a 
number of “clinical assistantships” to general practitioners- as 
part of a team in the district, general hospital so much the better, 
but in the Minister’s view the latter is not a substitute for the 
former, and if the result of reorganization is to deprive general 
practitioners.of charge of hospital beds something valuable has 
been lost. S To 


_ In particular the Minister wishes regional boards: to guard E 
against the feeling-that local cottage hospitals are merely build- 
ngs to be. used as additional. accommodation for relieving 


pressure on ‘beds at the district general hospital of the group. 
There may 'be cases where it will improve the efficiency of the 
group organization.for a general practitioner hospital within. 
that group to be used as a specialist department—e.g., as a` 
maternity unit or. as a recovery hospital or a geriatric unit. 


But if the loss to the. district of the “general practitioner beds” - 


is to be avoided the board'should make arrangements for the 
general practitioners of the district to-have charge of a number 
of beds in’ the district hospital or elsewhere, which can then 
serve, in the way described above, as a “ general practitioner 
wing.” , i 
General Practitioner Maternity Hospitals ` 

It has been the general practice to have obstetricians in 
charge of maternity departments and maternity hospitals. 
While- recognizing the merits of this policy in the large unit 
where teaching and training is undertaken, the Minister feels 


_ that he should remind boards that, in the smaller types of 


maternity unit booking normal cases, staffing must. necessarily 
vary. Where, in the larger of these, selected general-practitioner 
obstetricians have been in charge in the past, boards should 


carefully conside? the position before altering the nature of 


the services provided and should be .cautious about depriving 
general-practitioner” obstetricians of the charge of maternity 
beds. - ` = 


F t bog 
In the smaller cottage hospital type of provision where general 


practitioners attend their. .own patients a. selected general- 


practitioner obstetrician should have the general oversight- of ; 
: 4 i 


the unit. 


Boards should endeavour to link the smaller units with the - 


nearest’ maternity department and make readily available to 


' the general-practitioner obstetricians concerned the consultant 


The Post Office has complained recently that packages con- 


obstetric services of the larger hospital. 
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‘SPECIMENS IN THE: POST ~ 
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taining specimens sent through the post for medical exami- 
nation or analysis have in some cases been insecurely packed 
and fastened. In the interests of public health and the pre- 
vention of risk to Post Office staff great care should be taken 
to see that specimens sent through the post are securely packed, 


‘practitioner or veterinary surgeon by letter post, but on no account 


_ by parcel ;post, under-the following conditions: 


‘. (1) Any sich liquid or substance must be enclosed in a receptacle, 
hermetically. sealed or otherwise ‘securely closed, ‘and this receptacle 
must itself be placed in,a strong wooden, leather, or metal case in 
such a-way that it' cannot shift about, and with a sufficient quantity 
of some absorbent material (such as sawdust or cotton-wool) so 
packed about the receptacle as. absolutely to prevent any possible 
-leakage from the package in the event of damage to the receptacle. 
The packet so made up must be conspicuously marked FRAGILE 


- WITH CARE and bear the words PATHOLOGICAL SPECIMEN, 


(2) Any packet of the kind found in the'parcel post, or found in 
the letter post not packed and marked as directed, will’ be at once 


`. Stopped and destroyed with all its wrappings and enclosures. Further, 


any person who sends by post a deleterious liquid or substance for 
medical examination or analysis otherwise than as provided by these 
regulations is liable to prosecution. 

- (3) If receptacles are supplied by a laboratory or institute, they 
should be submitted to the Postal Services Department, General Post 
Office, London, E.C.1, in order to ascertain whether they are regarded 
as complying with the regulations. 








VARIATION IN CAPITATION FEES 


The capitation fees paid to general practitioners vary from 
one executive council area to another according to the ‘prior 


- payments made in the different areas, such as for basic salary. 
£ The following table from a report of the Management Com- 


mittee of the Executive Councils Association (England) sum- 
marizes the_ distribution of the capitation fees paid by 122 


executive councils ‘in England: 
Amount per Person 


1 No. of 

s. d. s. d. Councils 
; 14 9 os E ea eS ee ave we ] 
15 6to 16 0 .. i a . B EE se S 
16 0 to 16 6 : i 13 
16 6to 17 0 ms A aa .. 84 
17 Oto 17°6 .. a i = RM s .. 18 
“1710... i o a S Ee w d 

Total .. 122 








ENTRY INTO PRACTICE 


Noting that there is “widespread dissatisfaction throughout 
the profession ” on the existing methods of entering general 
and consultant practice, the Medical Practitioners’ Union has 
prepared a report entitled “ Entry Into General Practice,” which 
has been circulated to members of the medical profession. 

' The report considers that ‘the medical student will tend to 
favour specialization, for the discrepancy between the earnings 
of the specialist and those of the general practitioner is “quite 
out of proportion to the relative value of each to the com- 


munity.” -Nevertheless, the comparatively few specialist posts 
available will force the average medical student into general 
practice. “A f 

woo General Practice ‘ 


The, difficulties of the assistant: are discussed, and the report 


4 says that the principal has every reason to postpone taking his 


assistant into partnership. To remedy this the M.P.U. proposes 
that the period during which’ a principal could have the benefit 
of an assistant should normally be limited to two years: he 
should ‘then take a partner or be required to reduce his list. 
Moreover, the remuneration and , conditions of work for 


assistants should be established. ` E . 
l Discussing the “relatively poor prospects” of the doctor 


and -that the containers are not likely to be broken or their , 
contents spilt owing to corks and stoppers coming out. A new’ 
type of container is to be ‘used, but even so it would not ` 
` be safe unless securely. fastened and well packed. The Post 
Office regulations are as follows: — a a 


who enters general practice by putting up his plate, the report 
recommends that the Medical Practices Committee should ' 
become ʻa central employment agency, and should find suit- 
ablegopenings for anyone wishing to start general practice. In 
the under-doctored areas new entrants should be helped 
financially in three ways: 

“‘(a) The local executive councils should be empowered to advance 
money to newcomers for their living expenses and for the purchase of 
cars, equipment, and surgery premises. The sums advanced would 
be gradually repaid over a long period by suitable deductions from the 


r 


‘ARTICLES SENT FOR MEDICAL EXAMINATION OR“ ANALYSIS ' 


Deleterious-liquids or substances, though otherwise prohibited from 
‘trarismission by post, may be sent for' medical examination or 
analysis to a recognized medical laboratory or institute, whether or 

_hot belonging ‘to a public health authority, or to-a qualified medical 
+ j f f 5 : , : ae 
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consultants and specialists that 
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‘quarterly cheques. (b) The allocation committees of the local execu- 
tive councils should make full use of their powers to assist a new- 
comer in the acquisition of patients. (c) As a corollary the need for 
the fixed annual payment would be reduced and ultimately disappear.” 
When a doctor dies or retires the allocation committee should 
transfer his patients. to existing practitioners or ‘newcomers 
according to the needs of the doctors and the proximity of 
the patients to their surgeries, though ‘the patient could stil] 
change to another doctor if he wished. 
The M.P.U. advocates an expense allowance on a sliding 


Scale and a graduated capitation fee. The payments for expenses 


would be a first charge on the Central Fund, and the capitation 
The capitation fee should.» 


rate would therefore be reduced. 


be 30s. a patient: for the first 2,000 and 20s. for the rest. 


T Specialist Practice ' 
The grade. of senior hospital medical officer should be 
abolished by the Minister except in special circumstances. 


ENTRY INTO PRACTICE i 


Regional hospital boards’ should create.a medical “ establish- ` 


ment” for each hospital, and the 
by those of the proper grade. 
posts to specialists where possible. ` 

A central board to hear grading appeals should ‘be set up. 


posts should be filled’ only 








te 


DOMICILIARY CONSULTATION 
The Ministry has informed the 


t 


Joint Committee representing 
the present arrangements for 
domiciliary consultations are not entirely satisfactory, and that 
direct contact between general practitioners and consultants is 
more workable. , Sa 

` The:Central! Consultants and Specialists Committee is there- ` 
fore seeking the views of its constituents, so that it may report 


‘to the' Joint Committee on whether they would prefer direct 


contactbetween general 
ciliary: consultations to 
hospital bureau. 


practitioners and consultants or domi- 
be arranged as at present through .the 


eee 
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The Minister Expounds i 


Mr. Bevan’s first press conference on the Health Servicè was 
quite a personal success. There was no vituperation and little 
rhetoric. His account was predominantly factual, his delivery 
often deferential, and his approach almost solicitous to the 
representatives of “the most prostituted press in the world.” 
As is ‘cust6mary on these octasions, he glossed over the defects 
of the scheme and painted a tranquil Impressionist picture of 
one corner of the English scene to-day. Though evasive at 
times, he was never abusive, and gave the journalists plenty of 


opportunity to fire questions at him. His grasp of detail in ` 


his replies was impressive; the Ministry Officials at his side | 
rarely whispered any information to him, and he had usually 
started ‘on “his reply before they had. It was a performance 
skilfully adapted to the audience—quite different from those 
Parliarnentary “triumphs” that briñg a glow to the cheeks 
of Labour back-benchers. We caiie away with ‘heavenly choirs ' 
singing in our ears. nt 
” ify Š- 2 ‘<a i ; 
-w *y'. Hazards of General Practice 
A correspondeng asks;'as have many others, whether there 
should not-be a code’ of behaviour for patients, and he gives 
several instances of patients’ conduct that the code would no, 
doubt exclude. A young man recently looked in when passing 
at 1 a.m. on his way home from a dance—to consult the doctor 
about insomnia. Another man arrived at 8.30 p.m. in his gwn 


t 


\ car asking the doctor to visit his ‘wife, saying that she had a 


spot on her Jeg.‘ When the doctor asked why she hadn’t come 
in the .car with her husband,. he replied that her hair was 
in curlers. A more pathetic story was that of a lady who 
demanded ‘an ‘immediate visit six miles away because, her 
father’s will was disappointing. i ar 
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They should offer whole-time 
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„Superannuation deduction on the amount received. 
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Questions Answered 
eee 


Superannuation and Repayment for Drugs 


Q.—When I am reimbursed for drugs and appliances on' the — 
special list supplied by me to my dispensing patients I suffer 
Why is 
this ? The money I receive is a repayment and not remuneration. 

A.—During the early discussions with the Ministry it was 
cldimed that only so much of the remuneration as related to 
dispensing should count for superannuation and that the actual 
cost of the drugs should be ignored. This logical solution 
would, have involved practitioners and executive councils in a 
great deal of work; moreover, to segregate the cost of drugs 


' where the capitation method is accepted would be difficult, and 


to do so only for those practitioners who are paid by the other 
method would lead tọ undesirable discrimination. In addition, 
8% of Government money is attracted to the whole amount. 
For these reasons it was decided not to oppose the- present 
arrangements whereby superannuation contributions are paid ` 
on the actual amounts received. 


| AUSTRALIAN HEALTH SERVICE 


7 PRESCRIBING ACT INVALID 


The Australian High Court declared on October 7 by a majority 
of four to two that Section 7a of the Pharmaceutical: Benefits 
Act is invalid (The Times, October 8). This section requires 
doctors to use ‘a ‚Government prescription form when 
prescribing free . medicine. 

_:The action had been taken by the Federal Council of the 





~ 


` B.M.A. in Australia, which filed a writ on July 25 in the High 


Court challenging the constitutional validity of the Govern- 
ment’s free medicine scheme. 

ı The court found that the clause compelling doctors to oper- 
ate/the service amounted to a form of civil conscription, which 
is forbidden by an amendment to the constitution approved in 
1946 empowering the Commonwealth Government to provide 
social services, including medical benefits. The Chief Justice 
held that if the clause were deleted the rest of the Act was 
valid and could be operated as.a voluntary scheme. 








ANNUAL CONFERENCE OF REPRESENTATIVES 
OF LOCAL MEDICAL COMMITTEES 


MOTIONS AND AMENDMENTS FROM LOCAL 
MEDICAL COMMITTEES 


Standing Orders of Conference 
Motion by Worcester: That the second sentence of Standing Order 
(1) be amended to read as follows: 7 


ou That this Conference shall ordinarily be heldin the month of 
October.” ~ 


— 


Remuneration p 


Morton by Southport: That this Conference views with grave 
concern the delay which is incurred in the satisfactory settlement of 
remuneration of general practitioners, and demands that any increase 
be retrospective to July 5, 1948. 

“ Morton by Glasgow: That this Conference deplores the delay of 
the Ministry of Héalth in the negotiation of the terms of remunera- 
tion, and affirms that further delay may precipitate a complete break- 


down of the National Health Service. 


MoTION by Middlesex: That this Conference is strongly of opinion 
that full recognition of the claim of general practitioners in the 
National Health Service for increased remuneration on the basis of 


‘present-day values be established forthwith with the Ministry of 
-.Health. . 


Temporary Residents 

_ AMENDMENT by Lothians and Peebles: That paragraph 44 of the 
Report of the G.M.S.C. be amended so that the words “ advice 
and/or” be inserted between the words “ medical " and “ treatment.” 
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Morion by Isle of Wight: That this Conference is of the opinion ; a li ti 
that the submission of Forms E.C.7 and 8 to a patient’s own doctor ` T Speci ponin General Prac hi 
serves no useful purpose, whereas a detachable slip on Form E.C.19; ‘Monon by Eastbourne: That this Conference is of opinion that 
bearing a diagnosis, which the patient could hand . to’ his doctor, , doctors, should be paid an adéquate fee for performing circumcision 
_ would -be of clinical value. : wae two me of bana (not less than £1 1s.). a i 

e - Basic Salary ` ` , General Practitioners and Hospital Work 

Motion by Lancashire: That this Conference instructs the General ! MOTION by Cambridgeshire and by Sunderland : That this Confer- 
Medical Services Committee to consider the question of basic salaries ` ence protests against the present policy of exclusion of general 
in all its aspects with a view to reopening discussion of. the ‘subject ` ‘practitioners from the clinical assistant type of post in teaching and 


with the Ministar of Health at the earliest opportunity. : other hospitals. It urges that every effort should be made to get the 
` ; E number*of these posts greatly increased. 
Pd i Filling of Vacancies Caused by Death or Retirement Motion by Hastings: That this Conference strongly disapproves of 


the present regulations whereby a practitioner not in contract with a 
Regional Hospital Board is not allowed to attend his private patients 
in the private wards of a hospital. - 

Morion by Kent and Canterbury: That this Conference, having 
given attention to the circular letter R.H.B. (49) 132 (Supplement, 
October 15, p. 168), considers that the advice given therein by the 
Minister of Health to regional hospital boards with regard to pro- 
posals for the change, of function of cottage hospitals, the continued 


Motion by Isle of Wight: That this Conference is of the opinion — 
that it would appear desirable that there should be closer contact ` 
‘between the Medical Practices Committee and the Local Executive 
Councils, together with their Local Medical. Committees, prior to the 
_ filling. of vacancies. 

Motion by Lancashire: That the appointment of a successor to 
a practice declared vacant should be made by the Locai Executive 
ictus aahon wi o a Committee without provision of beds which shal! be in the charge of general practitioners 

Morton by Lancashire: That the machinery for hearing appeals by (including maternity beds in the charge of general-practitioner 
unsuccessful applicants should be investigated forthwith, as the delay obstetricians), and the suggested establishment in district general 


tant available to general practi- 
which generally occurs under present procedure endangers the succes- hospitals. of posts as clinical assis 
sion to the practice and the continuity of the medical services. ` tioners is sound and acceptable. The Conference suggests to local 


Morion by Devon and Exeter: That all applications for entering medical committees that they shall take evéry opportunity to press in 


practice be considered by the Medica] Practices Committee in relation | . their areas ‘for action to be taken by regional hospital boards and 
to any restrictive bond. . hospital management committees in accordance with the advice given 


a , in this circular letter. 
Vaccination and Immunization ‘ i po? 


Motion by Devon and Exeter: That this Conference protests most ` General Practitioners and Special Departments of one 
strongly against ‘the long delay in payments of fees for vaccination -' Motion by Dewsbury: That this Conference feels that it is con- 
-~ and inoculation. . trary to the interests of the patient that general practitioners should ~ 
Morion by Gateshead : That this meeting fully endorses the action be excluded from certain deparfments of hospitals, and that they 
of the G.M.S. Committee in informing the Ministry of Health that should have direct access to such departments, e.g., the X-ray Depart- 
it will take no steps to discourage the refusal of the return of ment, the Physiotherapy Department, and the Pathological 
reports of vaccination and immunization pending the satisfactory Laboratory. - 
conclusion of negotiations on this point. l General-practitioner Specialists : 


’ Medicines and Appliances for Doctors’ Surgeries MotIcn by Isle of Wight: That this Conference strongly deprecates 
M b ; PNP h al that d the exclusion of Aarge numbers of general-practitioner specialists from 
oTION by Buckinghamshire: That the proposal that doctors their hospital work, and is of the opinion that their status should be 
should be allowed to order. on official prescription forms stocks Of recognized and ‘that they should be allowed to continue their work, 
medicines and dressings for emergency use in surgeries be strongly _as was promised by the Minister of Health. 
and urgently pressed for; and that, in addition, permission be 


sought for the extension of this system to all drugs and , appliances 
which are to be administered or applied by the practitioner in person, Remuneration of General Practitioners on Staffs of Cottage Hospitals 
‘Motion by Isle of Wight: That this Conference is of the opinion 


“that £25 per occupied bed is totally inadequate, unless such items as 
anaesthetics and assistance at operations carry additional payment. 


7 Specially Expensive Drugs and Appliances ` 


Motion by Buckinghamshire: That the present inordinate delay in 
the return of scrips from dispensing doctors by the Central Pricing (3 Superannuation 
Committee which require the sanction of the Minister before pay- 


ment is wholly unjustifiable; and that in future their return should Motion by Leicestershire and Rutland: That, as early as practic- 


take place within two months. a able after April 5 of each year, a single statement should be available 
ue to each general practitioner in the Service showing the total amount 
ws i Prescription Books : ' deducted in respect of superannuation contributions from all sources. 


MOTION by Worcester: That the reconstructed Prescripiion Book 
be provided with carbon paper. 


a 


Grants for Training Assistants 


a _ _ Motion by Middlesex: That this Conference is ‘of the opinion 
Mileage in Maternity Cases . 7 that it should be obligatory for a formal contract to be entered into 
Morion by Isle of Wight: That in the opinion, of this. Conference between the trainee assistant and the doctor undertaking the training. 


the proposed mileage payment in respect of maternity services is 


‘inadequate and` should be increased, and that the payment should : Emergency Treatment Following Dental Operations 
come from the same source as the payments for maternity services. | Morion by Gateshead: That the G.M.S. Committee be instructed 
Motion by Buckinghamshire: That maternity mileage should be to continue to press for a payment from the Dental Estimates Board 
paid from’ the same source as other payments for maternity work. to practitioners called upon. to deal with dental haemorrhage. 
EA by N aha That a Spr disagrees with S 
a single payment of three s gs per e for each maternity case Trea 
booked, and asks for a E Oh of the matter with ne view i tment of Members of p: M. Forces op Leave, 
-to payments for journeys actually carried « out, on the lines ruling Motion by Isle of Wight: That this Conference is‘of ‘the opinion 
before July 5, 1948, that immediate steps should be. taken to ens ie that, the names of - 
; i Service patients are restored to the. list of their previous -doctor ` 
i ' Medical Services Committee EE TO, l A on defhobilization, as was done prior to July 5, 1948. - 
. Morton by Norfolk: That this meeting considers that an indepen- Frivolous or Unjustified Emergency Calls | 


dent, chairman with 1 ualificatio d be ted to ¢ 
preside at Medical seein Comiites ae j appoin a OTION by Gateshead: That rules for the conduct of patients, with 
Monon by Isle of Wight: That this Conferenée is of the opinion : appropriate disciplinary machinery, should be introduced forthwith. 

. that, as the regulations governing the consideration of complaints 
against the medical practitioner do not provide, as did the old Medical Card 
National Health Insurance Benefit Regulations, for similar action Morton by Lothians and Peeblés : : That provision be made for 
against ‘the patient, the Minister of Health should be pressed to patients to obtain a new Medical Card to replace a lost one, as- 
. provide for it under the new Service. z , Was formerly possible under. the N H L; acis. oS eee 

{ ý : ` ‘ e | 

{ N ; 5 pa n! 


` 


f 


` 172 Ocr. 15,1949 


t 


~ 


Maternity Medical Services l 
Morion by Gateshead: That where maternity hospitals do not 

fully implement their responsibilities fo their booked patients during 

pregnancy, the general medical practitioner who is called upon to 


undertake such responsibilities shall be entitled to some proportion , 


of the maternity fee. l 
Economy in Prescribing 3 y 


MorTION by Inverness: That a Commission should be 


Status of General Medical Services Committee _ 
Motion by Bristol: That this Conference, wishing to clarify the 
position ,of the General Medical Services Committee, and in yiew of 
the statement that it is a B.M.A. Committee, emphasizes that the 
G.M.S. Committee is responsible to this Conference only and is in no 


‘, way responsible to the Representative Body. 


t 
f 


General Practitioner Refresher Courses 
‘Motion by Isle-of Wight: That in the opinion of this Conference 


practitioners should have free choice of venue for refresher courses. : 


Admission to Medical List of Doctors from Adjoining Areas . 
Morion by Middlesex : That this Conference views with alarm the 
practice of admitting practitioners from an adjoining area to an 


Executive Council’s list irrespective of the distance from thé appli- 


cant’s surgery to the area of practice, and instructs, the General 


Medical Services Committee to discuss the matter with the Medical , 


Practices Committee so that a reasonable limit of distance may be set. 
eee er ee ee ee ee 





i 


; Correspondence 








A Entry to General Practice E 
SR, —The Medical Practices Committee’s first report (Supple- 
ment, September 10, p. 128) states under “ Admissions to Medi- 
cal List” (p. 129): “(a) Applications to Start Practice... . 
The committee in carrying out its statutory duty has, however, 
been compelled to admit applicants to the. medical jist against 
the advice of some executive councils that they’ be refused .. . 


- but it of course remains ‘the function of the executive council 


concerned after [my italics] his admission to its list to- satisfy 
itself that the practitioner’s arrangements for attending the 
patients he accepts are adequate.” te oe 

Recently the executive council of this area advised ‘the refusal 
of an applicant who gave as his surgery location an address 
at least six miles distant from the nearest point in the area, 
with surgery hours which made attendance by patients with 
ordinary working hours impossible. Between the aréa in which 
the surgery lay and this area there intervened a three-mile-déep 
belt of another area, so that the applicant’s practice could not 
be said to be in an adjoining area. ‘The whole district is urban, 


and the distribution and number of doctors’ are well’ up to` 


average. ` 
The Medical Practices Committee, however, overruled the 


advice of the executive council, and admitted the applicant to` 


the list. (Having got so far, the applicant then withdrew fro 
the medical list, and solved the, problem.) 
Such a decision makes nonsense of the latter part of the para- 
graph quoted above. ` Imagine the reaction, particularly of the 
non-medical members of an executive council, if asked to put 
into motion the machinery for removing a name from the 
medical list under such conditions. 
May I add that my -personal interest is solely that of a 
member of the local executive council. 
N.H.S.—I am, etc., : r 
y 
Rochdale. e ; a L. KILROE. 
Freedom and Closure 


a b 
Sir,—I feel we need some clarification on the issues involved 


in serving on bodies connected with the National Health Ser- 
vice.., One in particular is the question of opén or closed areas. 
Is it not true that the principle of-negative direction instea& of 
positive direction was wrung out of the Minister ? Does this 
-or does this not mean that instead jof young doctors being 
posted to under-doctored areas they would be encouraged to 
go there because other areas would be considered adequately 
doctored and would be closed? Is it not therefore nonsense 


| 
a 
1 
1 


CONFERENCE OF LOCAL MEDICAL COMMITTEES 


l set up to go ’ 
into the nomenclature of drugs and the standardization of bulk in - 
, packages with a view to eliminating waste and extravagant prescribing, 


I did not enter the’ 


p i ' i 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


to talk about the closing of areas in this.case being a loss of 
freedom? Surely we need some expression of our policy in 
this matter to clear the minds of some of our more emotional 
and muddle-headed colleagues.—I am, ete., i 
London, W.C.1.. y J. L. McCaALLUM. 


Payment for Dispensing 


Sm, —In our practice, as no doubt in most rural practices 
where drugs are supplied, we felt that the capitation fee for 
this service—at present 6s. 6d.—was going to prove grossly 
inadequate. I wrote therefore to the Association officers, who , 
replied that the fee had been agreed by the Rural Practitioners 
Subcommittee, but that I could, if I wished, usė the method for 
payment that chemists used. i 

At the beginning of this year we began to do so. The first 
-six months of the year showed how right we were in our fear 
that the capitation fee was too-smali. We'are now, in fact, 

' being paid almost exactly double what we would be paid by 
the capitation fee, but it involves a considerable amount of 
extra work in the matter of writing the prescriptions, collecting 
and posting them, and sometimes considerable correspondence ` 
between us and the wholesale chemists on those occasions when 
‘the committee feels unable to make a price. 

For the second six months of the year, -however, a new 
method has been imposed on us, and greatly increased time has 
to be spent,in the sorting and pricing of the prescriptions 
themselves. The extra work that results from the monstrous 


-` inadequacy of the capitation fee now amounts to a considerable 


proportion of our time. No medical practitioner in his right ' 
, mind can enjoy the extra clerical work involved in this absurd 
method of paying him an adequate amount for this work. It 


-İs high time that the capitation fee was reviewed. Be it noted 


.that the amount spent on medicines per patient by practitioners 
‘in the city areas is so far very considerably in excess of the 
sum we are using. i 

_ If. an adequate sum is offered to the doctor, it would be 
. thankfully accepted. It would relieve the doctors of all this 
pointless and irritating extra work and would enable the pricing 
committees to rid themselves of a vast quantity of their work 
and presumably to reduce their staffs—I am, ete., 

‘Settle, Yorks. W. A. HYSLOP. 


Payment of Locums 


SIR —May I suggest that “ An Occasional Locum” (Supple- 
ment, September 17, p. 140) has a chip on his shoulder ? When 
I did locums in 1923 I was very glad to get 5 guineas per week. 
I must now pay nearly three times as much to a deputy, who 
is therefore at least as well off as I was, without allowing for 
„the fact that the 1923 £ was of much less value than the 1914 £. 

My gross income now is a little in excess of £2,000 per annum. 
What holiday does “An Occasional Locum ” think that I would 
or could have. were I obliged to pay a locumtenent at the rate 
of £1,050 net as well as continuing to maintain for his use an 
expensive, fully manned establishment? (I, too; am “on cal! 
for 24 hours,” but for every day in the year apart from my 

. well-earned and inevitably costly holiday.) ` 

While I am on the subject of locums may I suggest that these 
relatively junior people would do more to earn their stipend 
if they would treat the equipment of their absent employer as 
carefully as they would if it were subject to its owner’s daily 
inspection, and if they would realize that their contempt for 
the alphabet causes a great.deal of subsequent trouble. Having 
recently returned from a holiday I am trying to cope_ with 
abnormally large surgeries made up in great part of -patients 
who would not come while a stranger occupied my chair, and 
of others who have come to make’ quite sure that “the young 
doctor ” knew what he was talking abouf in their own cases. 
These busy surgeries are made much more harassing by the 
necessity to hunt through my cabinets to find “ F.M.R.s” which 
were not accurately. replaced.—I am, etc., ` i 


— ONE WHo DISLIKES BEING CALLED AN EXPLOITER. 


s ' 
_ Correction.—In the last sentence of the letter headed “ Doctors 
and Dentists ” by Dr. W. Ferguson Mackenzie (Supplement, October 
8, p. 163) the word'*“‘ inequities >° was printed in error as ‘‘ iniquities.” 
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‘THE MEDICAL ASSOCIATION OF EIRE- ’ 


Notice is hereby given to the members of the Medical Associa- 
tion of Eire (I.M.A. and B.M.A.) of the following proposed , 


‘changes in the by-laws of that bady. ° Bog 5 


The words “ Division,” ‘‘ Division aud: ” and.“ Division or” shall, / 


be deleted wherever appearing in the by-laws. 

By-law No. 5, subparagraph ‘of By-law 13, By-law 14, By-law I 
By-law.24 (b) (v) shall be deleted. 

By-law No. 9 ‘shall be deleted: and the following substituted there- 


. for: s : 


(a) On and after the ist Jaata, 1950, the annual subscrip- 
tion to the Association shall be four guineas, or such sum as ee 
be decided on by the Central Council, provided that 


(i) the annual subscription payable by a member ‘admitted to 
membership before the expiration of two years’ from the date of- 
his registration under the Medical Acts for the time being in force 
in Eire shall be two guineas, or such sum as may be decided on . 
by the Central Council until the 31st December next occurring after 
the expiration of four years from the date of such registration. 

(ii) Any member who has been for not Jess than forty' years a « 
member of either the Irish Medical Association or the British 
Medical Association and-the Medical Association of Eire (.M.A. , 
and B.M.A.) shall pay an annual subscription of two guineas, or 
such sum as may be decided on by the Central Council. 

Gii) Any member of not. Jess than ten years’ standing of either 
the Irish, Medical Association or the British Medical Association 
and the Medical Association of Eire (J.M.A. and B.M.A.) who 
has definitely and permanently retired from the active practice 
of the medica! profession, and has signed and transmitted to the‘ 
Treasurer of the Association a declaration to that effect, shall pay- , 
an annual subscription of two guineas, or ‘such sum as may pe 
decided on by the Central Council. 

(iv) Any member admitted on or after the Ist July in any year 
shall pay only half: his current subscription for that year. ; 

(v) Any member.who holds an appointment as a Commissioned 
Officer in the Defence Force in Eire shall pay an annual subscrip- 
tion of three guineas, or such sum ‘as may be decided on by 


{ 


, the Central Council. 


(vi) A husband and wife both being members shall pay a_sub- 
scription of £5 12s. 6d., or such sum as may be decided on by .. 
the Central Council. A 


(b) For the purpose of this By-law a member shall be deemed to 
-reside in that place in which his ordinary place of abode is situate 
at the time at which, according to the Articles, his subscription is 
considered due. 


That By-law No. 18 (a) shall be deleted, and the following By-law 
‘be substituted therefor: 


The following shall be the special Groups .of the Association 
until the Central Council shall otherwise determine: (i) Dispensary . 
Medical Officers’ Group; (i) Public Health Medical Officers’ 
Group; (iii) Medical Officers of’ Mental Hospitals’ Group; 
_(iv) Medical Officers of Voluntary Hospitals’ Group; (v) County B 
-Hospital Surgeons’ Group; (vi} Whole-time Medical Officers in the 
service of the. Government of Eire; (vii) Private Practitioners’ . 
Group; (vii) Radiologists’ Group; (ix) Ophthalmic Surgeons’ 
Group; (x} Medical Officers'of Local Authorities’ Hospitals, not 
provided for in anyother Group; (xi) Pathologists’ Group. 

Members of the Association may register in any one of the 
foregoing special groups, if eligible, and shall remain a member , 
of such special group until -notification is received of his wish to — 
transfer to another special group, or to resign from his or her 
_ original special group. No member may. elect to be included in, 
more than one of these groups. 


That By-law No. 18: (c) be amended by adding the words: 
~ Pathologists’ 
-Pathologist.”’ 

That By-law No. 23 shall be deleted and the following: Bee 
be substituted therefor: 
~, The Central Council shall consist of: ag 


` (a) The President, the immediate Past-president, the Vice-presi- 
dent, the Chairman (if elected), the Honorary Treasurer, | and the, 
Honorary Secretary, of the Association. 


(b) Members of the Association elected by their respective 
‘Branches for one year in the! following proportions: Branches,` , 
consisting of not more than fifty members. shall be entitled to 
“elect one representative. Branches consisting of more than fifty 
members, and not,more than one hundred members, shall be 

' entitled to elect two representatives. Branches consisting of: more 
than one hundred members shall be entitled to elect one additional 


at (xi) 
Group: Any member of the ‘Association wlio’ is a 


r 
~ 


4 


representative for each additional one hundred members or propor- 


' tion thereof, provided that such proportion exceeds seventy-five i in 


‘number. ` 
KO) Members -of- the Association representing Special Grous 


.. elected in manner hereinafter stated for one year and who shall 


_-be entitled to. representation on the same numerical basis as the 
- Branches,,as môre ‘particularly , set out in the preceding paragraph. 

‘Notwithstanding anything : ‘hereinbefore contained the Council 
shall have power to increase or decrease the number of Special 
` Groups.- - 

(d) Seven members of the Association elected for one year by 
“the Annual General Meeting. 

(e) ‘Such members of the Association, not exceeding six in 


number, as may'be co-opted for the remainder of the year by the © 


members of the Central Council specified in sub-clauses (a) to (d) 
inclusive as above at ‘their first meeting. 


That By-law No. 24 (a) (ii), (iii), and (iv) be deleted and that the 


‘following By-law be substituted : 


.Members of Branches shall each year during the month of March 


hold an Annual Meeting of the Members of each Branch at which 


representatives to the Central Council shall be elected as herein- 
before provided. The election of a Branch representative or 
Branch representatives at such meetings shall be by secret ballot 
in which only the members present shall be entitled to vote. A 
statement as to the result of the ballot signed by the Chairman of 


the Branch at which such election shall haye been held, as herein- ° 


before provided, shall be conclusive evidence of the election of 


Council. 
That By-law No. 27 be ended as follows: 
After the words ‘i By-law 25” insert: 
If the Branch or Group do not appoint’a successor, then in that 


event the Central Council shall be at liberty-to fill the vacancy by 
appointing a representative of the Branch or Group. 


That By-law No. 33 be deleted and the ‘following be substituted 


therefor : ; 


The Central Council shall meet'not less than twice a eae and 
shall be presided over by the President of the Association, or in 
his ‘absence by the Vice-president, unless a Chairman of the ‘Central 
Council and of the Executive Committee shall be elected as herein- 
after provided. 

If the Central Council by a majority vate decide in any year to 
elect a Chairman, then, in that event, the Central Council shal) 
be entitled to elect from amongst their members a Chairman of the 
Central Council who shall hold office for the same period as the 
Honorary Secretary and Honorary Treasurer of the Association. 
The Chairman of the Central Council when elected shall also. be 
deemed to be Chairman of the Executive Committee and shali 


preside at all meetings of the Central Council and of the Executive - 


Committee. l ; 
That By-law No. 35 be amended by deleting the figure “4” and 


substituting the figure “6” where appearing. 


That By-law No. 45 be deleted and the following By-law shall be 


. substituted therefor: ‘ 


There shall be appointed or elected at the first meeting of the 
Central Council following its own election an Executive Committee 
which shall consist of the President, The Vice-president, the imme- 
diate Past-president, the Chairman of the Central Council (if 
elected), the Honorary Treasurer, the Honorary Secretary, and not 
less than fifteen other members "of the Central Council following 
its own annual election as hereinbefore provided. The quorum of 
the ‚Executive Committee shall be five. 


That. By-law No. 48 be deleted, and the following shall be 
substituted therefor: 


The President, the Vice-president, the immediate Past-president 
of the Union, the Chairman of- -the Central Council (if elected), 
the Honorary Secretary, and ‘the Honorary Treasurer shall ex 
officio be members of al) Committees of the Central Council. 

The following additional By-law shall be made: 


` Notices of Motion for the Central Councit must be in writing 


„and nust be signed ‘by a proposer and seconder, and “must reach 


the ‘Secretary not later than sixteen days before a meeting of the 
Central Council. Such notices should state whether same are made 
(a) on behalf of the Branch, (b) on behalf of the Group, or © on 
” behalf of individual members. 2 








Tke Ministry of Health states that the disqualification imposed by 


Section 42 (8) of the National Health Service Act, 1946, on Mr. D. T. 
Williams, dental practitioner, of Ilford, Essex, has been terminated, 
and that. he ‘is now entitled to participate in the National Health 
Service. . : 


L] 
4 
I 


‘representative or representatives of the said Branch to the Central . 


~ 
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Association Notices 
NATHANIEL BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared to` 


consider the award of the Nathaniel Bishop Harman Prize in the year 
1950. The value of the prize is approximately £100. The purpose of 
the prize is the Promotion of systematic observation and research 


among consultant members of the staffs of hospitals who are not. 
Jt will be awarded forthe . 


attached to recognized medical schools, 
best essay submitted in open competition. The work submitted must 
include personal observations and experiences collected by the 
candidate in the course of his practice. A high order of excellence 
will be required. No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considered ‘eligible 
_ for the prize. 

Any registered medical practitioner who is a consultant member 


Britain or N. Ireland and is not attached to a recognized medical 
school is eligible to compete. If any question arises in reference to 
the eligibility of a candidate or the admissibility of his essay the 
decision of the Council shall be final. : 

Should the Council of the Association decide that no essay sub- 
mitted is of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this event the money value of the prize on the occasion in 
question shall be such proportion of the accumulated income as the 
Council shall determine. 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate Section of the Annual Meeting 
of the Association. | Each essay must be typewritten or printed in 
the English language, and must be distinguished by a. title and a 
motto. The essay must not bear the name of the writer, which should 
. be sent with the essay in a sealed envelope bearing only the motto 
on‘ the outside. 

The title of the proposed essay and the motto should also be 
notified in writing to the Secretary by December 1, 1949, on a form to 
be obtained from the Secretary. Essays must be forwarded to reach 
the Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1, not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be held 
in’ 1950. Inquiries relative to the prize should be addressed to the 


Secretary. 
RADIOLOGISTS GROUP 


A meeting of the Radiologists Group will be held at B.M.A. 
House on Thursday, November 17, 1949, at 1.30 pm. It is 
hoped that as many members of the Group as possible will 
attend the meeting. i 


LANCASHIRE AND CHESHIRE BRANCHES 


The names of the two new Branches in Lancashire and 
Cheshire which, with the Merseyside Branch, will replace 
the old Lancashire and Cheshire Branch will be decided by 
the Branches themselves when they are inaugurated. At a 
meeting in Manchester on October 6 of the old Branch Council 
the following titles were suggested: North Lancashire for the 
northern group, and South Lancashire and East Cheshire for 
the southern group. 


Diary of Central Meetings 
' OCTOBER i 


i7 Mon. Psychological Medicine Group Committee, 2 p m. 
{8 Tues. Proprietary Medicines Committee, 11 a.m. 
{8 Tues. Committee on the Association of the Genera] Practi- 
tioner with Hospitals; 2 p.m. 
18 Tues. Building Committee, 2 p.m. 
19 Wed, Film Committee, 2.30 p.m. ; 
20 Thurs. Dermatologists Group Committee, 10.30 a.m. 
` 20 Thurs. Maritime Subcommittee of the Private Practice Com- 
mittee, 11 a.m. : 
20 Thurs. Publishing Subcommittee, 11 a.m. 
20 Thurs. Health Centres Subcommittee, 11.15 a.m. 
20 Thurs.: Journal Committee, 2 p.m. 
20 Thurs. Committee re Salaries of Medically Qualifted 
Teachers, etc., 2 p.m. . g 
20 Thurs. Maritime Subcommittee, Conference of Port, Medical 
, - , Officers, 2 p.m: ieee 
20 urs. Occupational Health Committee, 2 p.m. pa 
2i Fri.’ Public Health Committee, 1.30pm. | ji’ 
21 Fri. Venereologists Group Committee, 2.30: òm. ' 


i 
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~9 pm. 


“*‘ments), Tyldesley. 
‘ST 


Branċh and Division Meetings to be Held 


CAMBERWELL Division.—At 134, Denmark Hill, S.E.; Tuesday, 
„October 18, 8.30 p.m., Dr. W. J. O'Donovan: * The Problems of 
a Modern Dermatologist.” 


.GREENWICH AND DEPTFORD Division.—At Miller Hospital, Green- 
wich High Road, London, S.E., Wednesday, October 19, 8.30 p.m. 
Dr. C. W. L. Jeanes: “The Scope of Treatment in Pulmonary 
Tuberculosis.” Members of neighbouring Divisions are invited to 
attend the meeting. 


KESTEVEN DivISION.—At George Hotel, Grantham, Thursday, 
October 20, 830 p.m. Dr. D. P, Stevenson (Deputy Secretary, 
B.M.A.): “ Current Events.” 


Mip-Herts Diviston.—At Red Lion Hotel, High Street, St. Albans, 
Friday, October 21, 8.45 p.m. Annual general meeting. Election of 
officers, etc. Dr. H. I. Coombs: “ Blood Groups, with Particular 
Reference to the Rhesus Factor.” i 


l l I I P NortH MIpDLESEX Drtvision.—At North Middlesex County 
of the staff or senior hospital medical officer of a hospital ir Great, 


Hospital, Silver Street, Edmonton, London, N., Tuesday, October 18, 
Dr. Mair E. Morgan Thomas: “ The New Bacteriological 
Service of the Medical Research Council.” 


NortH OF ENGLAND  BrancH.—At Royal Victoria Infirmary, 
Newcastle-upon-Tyne, Thursday, October 20, 7.15 p.m., clinical 
demonstration by Mr. H. Vernon Ingram: “ Squint”; 8.45 p.m., 
address by Professor J. C. Spence: 
America, Australia, and Britain.” 


SUNDERLAND DIvVISION.—At Royal Infirmary, Sunderland, Friday, 
October 21, 8 p.m., address by Sir James Walton: ‘“ The Progress 
of Gastric Surgery in the Last Half Century.” 


„SWANSEA Division.-At Osborne Hotel, Langland, Swansea, 
‘Thursday, October 20, 7.30 p.m., annual dinner. 


Meetings of Branches and Divisions 


l MERSEYSIDE BRANCH 


The inaugural meeting of the Merseyside Branch was held at Liver- 
pooi on September 28. The following officers were elected: President, 
Mr. B. L; McFarland; vice-presidents, Dr. H. S. Pemberton and 
Mr. A. A. W. Merrick; secretary and treasurer, Dr. V. Cotton 
Cornwall. : 

` At the dinner which followed Professor C. A. Wells proposed the 
toast of the new Branch and surveyed briefly the history of the 
Association. The time had come, he said, for the consultants as 
a whole to take a fuller part in the activities of the Association 
and for all members of the profession in this compact Merseyside 
Branch and Region to speak with one voice. Mr. Bryan McFarland 


. Brie and said that it was not without significance that the president 
O 


the new Branch and the president-elect of the Association (Pro- 
fessor T. P. McMurray) were both orthopaedic surgeons, remarking 
‘that the National Health Service might well need some corrective 
treatment. Referring to the next Annual Meeting of the B.M.A. on 
Merseyside, he asked for the support and help of all in making it 
a success, stating how protd the new Branch would be that Professor 
McMurray was to be president. 

Professor McMurray proposed the health of the Association 
coupled with the name of Dr. Charles Hill, its Secretary. He 
mentioned that when its original membership was only 310 its 
Council consisted of 70. Soon after the creation of the Association 
two members of Parliament had brought in a Bill for the regulation 
of the profession, and after an interrupted struggle of 26 years the 
first Medical Act was passed in 1858, which was the first-frnit of the 
work of the Association. The problem of providing a perfect health 
service was not finished; the organization which we had now could 
be improved in many ways. Faults must be eliminated and 
improved methods adopted. Effective measures were available, but 
they could be completed only with the undivided support of the 
whole profession. The struggle of the Association depended large v 
on its officers. 

Dr. Charles Hill replying thanked the previous speaker, and paid 
tribute to the contribution of the Merseyside Branch in past years. 
mentioning the work of men like J. C. Matthews, R. W. Kennon. 
and R. E. Gibbons on the Council, and Sir Henry Cohen, chairman 


‘ of the Association’s committees on undergraduate and postgraduate 


medical education. The profession had sometimes failed to realize 


' when it had established a position, and tended to press for some 


other point, almost forgetting what it had achieved, The profession's 
unity and strength depended on its achieving rfght conditions of 
service and on the quality of the service that it gave. 





TRADE UNION MEMBERSHIP 


~ The following is a list of local authorities which are under- 


stood to require employees to be members of a trade union 
‘or other organization : 


; “M etropolitan Borough Councils;—Fulham, Hackney, Poplar. 
-Non-County Borough Councils——Dartford, Wallsend. . +<" 


Urban District Councils—Denton, Droylsden, Houghton-le- 


, ‘Spring, Huyton-with-Roby, Redditch (restricted to new dppoint- 
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-WORLD MEDICAL ASSOCIATION 
GENERAL ASSEMBLY IN LONDON 
International Standards of Medical Practice 
The national medical associations of 28 countries were repre- 
sented by twice that number of delegates at the third annual 
assembly of’ the World Medical Association, which was held 
at B.M.A. House, London, from October i1 to 15. In addi- 
tion to the delegates the meeting was attended by observers 
from WHO,,. Unesco, ILO, the World Federation for Mental 
Health, and . various international ‘medical ` organizations. 
Observers were also attached to several of the delegations, 
and 30 members of the United States Committee—the support- 
ing organization of the WMA in America—were present in the 

same capacity. -` 

The following are the countries from which the delegates 
came: Australia, Austria, Belgium, Canada, Colombia, Cuba, 
Denmark, Eire, Finland, France, Great Britain, Greece, Iceland, 
India, Italy, Luxembourg, Netherlands, Norway, Pakistan, 
Peru, Philippines, Portugal, South Africa, Spain, Sweden, 
Switzerland, Turkey, ‘United States of America. 

The delegates from the British Medical Aoao were 
Dr. H. Guy Dain and Dr. J. A. Pridham, with Dr. E. A. Gregg 


_ dollars, and for the first half of 1949 29,484 dollars. 


~~ 


and Dr. S. Wand as alternates. Dr. J ohn Yui, of the Chinese . 


Medical: Association, was not able to attend, but he senta 

cablegram of greeting, and the assembly was. continually 
reminded of its Far Eastern affiliation by the Chinese temple 
gong—a gift by Dr. Yui at a previous meeting—with which the 
president kept the delegates in order. The languages spoken _ 
were English and French, with occasional Spanish. Dr. Gérin- 
Lajoie, of Canada, rendered excellent service as an interpreter. 


1% TE r 
Election of Dr. Charles Hill as President 
The assembly opened on the morning of October 11 with a 


' welcome to the delegates by the outgoing President, Professor 
Eugène Marquis (France), who referred to two large pieces 


of work which the Association had already accomplished—its 
declaration on the punishment of war crimes by medical men, 
and the Declaration of Geneva, a modern version of the Hippo- 
cratic Oa He then moved confirmation of the election of 
Dr. Charles Hill as President, saying that in all countries they 
knew enough of Dr. Hill’s quality to be sure that under his 
guidance the Association would make great-progress. . h 

The eléction ‘having been unanimously confirmed, Dr. Hill. 
took the chair, and, after expressing his sense of the honour 
done to him, proceeded to thank Professor Marquis in the name 
of the assembly for his outstanding services as first President 
of the Association. 
Routley} and Dr. Dag Knutson (Sweden) spoke in -similar 
terms, and the former asked the President to present to Pro- 
fessor Marquis in token of his term as President a suitably 
inscribed gavel; and this was done, the delegates standing and 
applauding. 

Certain formal- business was ‘tien taken, including the admis- 
sion to Membership of two national medical associations which 
had qualified under the articles—namely, the Asociacion Medica 


` Nacional of Panama and the Colegio Medico ‘of Salvador.” . 


` i H Th 
The Finance of the Association ‘ wr 


r 


. Dr. "O: Leuch, the Treasurer, presented the accounts for the ~: 


past year and the budget for 1949-50. He said that the Council ~ 
had’ ‘decided that for the coming year the annual subscriptign 


`% 


The Chairman of Council (Dr. T. C.. 


cand 


amount as for 1948-9. National associations in the sterling 
area, if their membership had not increased, would pay,no 
more than before, notwithstanding the devaluation of their 
currencies. . The whole matter would be reconsidered next 
year. Dr. L. È; Davey (Australia) expressed appreciation of 
this decision. 

Dr. L. H. Bauer (Secretary-General) brought forward the 
annual budget of the United States Committee. He recalled 
that at the meeting in Paris in 1947 the U.S. delegation had 
offered to subscribe 50,000 dollars a year for five years to get 
the Association on its feet financially. That was accepted, and 
in 1948, although the committee was operating only for nine 
months of that year, the amount actually expended was 59,481 
For 1950 
the tentative budget was 75,700 dollars. 

The committee had been established as a non-profit organiza- 
tion. The American Medical Association, in addition to its 
annual subscription to the WMA, was a contributing member 
of the U.S. Committee, as were other. medical organizations in 
{he States, as well as certain well-recognized pharmaceutical 
houses. An effort had been made to interest individual doctors 
in the matter by proposing a subscription of, i0 dollars a year, 
and this year 12,000 dollars had been-subscribed by individual 
doctors. ' 

Dr. Leuch moved a vote of thanks to the U.S. Committee, 
and especially to the leaders of the American, Medical Associa- 
tion who had created it. The motion was supported by Dr. 
Knutson, who said that most doctors did not know what was 
going on outside their own association, and the American 
example should be copied in every country. 


`~ 


Í Report of the Council , l 
. Dr. Routley, in presenting-the report of the Council, said 


. that three meetings had been held—~in Geneva, in Madrid, and., 


in London. The report dealt with a number of matters; but 


-he wished to.make it clear that it was the view of the Council 


that the Association should not attempt to propose to any 
member-country how it should conduct its affairs ; its function 
was to make known to all countries the information which 
reached it and to endeavour so far as possible to’ maintain 
international standards of medical practice. 

Dr. Routley went on to indicate certain proposals, all of 
which were adopted, for the future programme of the Associa- 
tion. The first was a proposed conference for the co-ordination 
of scientific medical organizations. He said that the Council 
was not unmindful of the activites of ‘Unesco in this field, and 
had no desire to overlap, but what they had in mind was some- 
thing beyond the-scope of Unesco activities. The Council also 


- proposed to make a study of pharmaceutica] practices, includ- 


ing the newer therapeutic agents (the sulphonamides, penicillin, . 
‘streptomycin, etc.), the extent to which these agents were avail- 
able in different countriés, any government subsidies’ affecting 
their distribution, and any .réstrictions on prescribing these 
agents, either in private practice or in’social security schemes. 

A further study proposed Concerned hospitals, their types 
‘(government, private teaching, etc.) in each Cbuntry, the number. 
of ho&pital beds in relation to the population, the availability 
of hospital facilities, and the control and financial support of 
hospitals. i 

Further, a study of the satis of the maal profession, 


74 


A especially in relation to medical man-power and membership 


: of the national associations in the different countries, was pro- 
posed.: ' This would be supplementary to a study which the 
“Association had already published, concerning’ 23, countries, 


for - sountriés in the ene area should: remain at the ‘same; $. „dealing, with- medical man-power and other. subjects: 
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Dr. O. Rasmusstn (Denmark) asked whether it would not be 





"e 


‘wise to include in this last study an examination of the economic 


position of doctors in different countries in relation to that of 
other professions. Dr. Routley said that this suggestion had 
much merit, and unless there were objections which did not 
occur to him at the moment he would agree on behalf of 
the Council that this study should include the wider field of 
economic relationships. tanger! 
The reports and proposals of the Council were all ‘accepted’ 
by the assembly, and Dr. Routley concluded by expressing 


appreciation of the help afforded by the Assistant Secretaries for - 


Asit, Australasia, Europe, and Latin America respectively; 
by the editor of the Bulletin, Dr. Morris Fishbein, and his 
collaborating editors, and by, the observers on intergovern- 
mental organizations, such as the WHO. The WMA: must 
be to WHO, he said, what electric power was to the transmission- 
iine. , i i ' 
The assembly adopted an emblem—a globe, with the rod of 
Aesculapius placed diagonally across it, and around the border 
the words “Societas Medicorum Mundi. MCMXLVII av.” 
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No one should have any right, except by judicial process, to 
pronounce sentence of death. The Association should not do 


_ anything which would make easier the path of the abortionist. 


~ 


Otherwise, where were they going as a profession ? He moved 
that the reference to therapeutic abortion be omitted. 

Dr. Paul Cibrie (France) reminded the last speaker that only 
a very severe condition would permit in certain countries the 
operation of therapeutic abortion. The abortionists were 
condemned implicitly in the declaration of Geneva. 

Dr. W. Magner (Canada) supported Eire, although, he said. 
the question of therapeutic abortion had never been discussed 
by the Canadian Medical Association; and the Irish point of 
view was also supported by Dr. F. Sondervorst (Belgium). 


‘ Dr. L. G. Tornel (Spain), and the Austrian and Portuguese 


delegates. Dr. J. A. Pridham said that Dr. Moran had stated 
that in no circumstances must a doctor commit murder. But 
murder could be committed either by deed or refraining from 


‘deed. If a doctor, after consultation with his colleagues, was 


certain that a woman would die unless therapeutic abortion was. 


- performed, and yet allowed the pregnancy to continue, might 


Three of the Assistant Secretaries—the fourth, Dr. J. G.. 
Hunter for Australasia, has only recently been appointed and ’ 


was not present—gave brief reports. Dr. S. C. Sen, for Asia, 


said that of 16 countries'in his region four were represented - 


‘in the WMA. In India at the present moment tlie problems, 


engaging the attention of the Government and the medical, 


> A ' ht Ja.» A . 
profession concerned the recognition, status, and educational! 
standard of the ‘indigenous systems of medicine, known as 
Ayurveda, Unani, etc., a scheme in connexion with the 


Employees Insurance Act, and the establishment* of new | 


medical colleges and upgrading of departments in colleges 


with a view to providing facilities for research and post- ` 


graduate education.: . . 
Dr. Paul Cibrie, Assistant Secretary for Europe, reported that. 
it had been impossible to correspond with three countries which 


originally adhered to the Association—Poland, Czechdslovakia, - 
and Rumania. An inquiry was -being made into the activities, ` 


of the Red Cross in time of peace it appeared that in some 
European countries certain activities of the Red Cross invaded 
the sphere of general medical practice. The outstanding event 
of the year in Europe was the.inauguration of the National 


WMA at all, would properly be introduced by the British 
delegates. i 

Dr. J. A. Bustamante, for Latin America, described the activi- 
ties! of the Pan-American Medical Confederation, which ran‘ 
parallel in Latin America with those of the WMA, Dr. Busta- 
mante himself was secretary-general of the Confederation, ‘so 
that the liaison could not be closer. Chile, Colombia, Cuba, 
Peru, Guatemala, Venezuela, and Ecuador had entered the 
WMA. 


International Code of Medical Ethics _ 

Up to this point the proceedings of the assembly had pre- 
sented no points of controversy, but the President said that now 
they came to a series of important reports which invited a lively 
exchange of views. The first of these was a proposed Inter- 
national ‘Code of Medical Ethics, which incorporated the 
Declaration of Geneva, adopted by the general assembly in 
September, 1948, and a code setting out the duties of doctors 
in general and to the sick. Dr. Paul Cibrie, chairman of the 
committee which had elaborated the code, said that this was 
discussed a year ag®. The code contained no more than general 
‘rules for the good practice of medicine.. It was for each 
country to modify the wording for use within its borders, pro- 


vided the principles of the code were respected. He moved that. 


‘the code be approved. 
Dr. P. Moran (Eire) took exception to a reference in the ` 


code to therapeutic abortion. The paragraph read: 


“A doctor must always bear in mind the importance of preserv- 
ing human life from the time of conception. Therapeutic abortion 
may only be performed if the ‘conscience of the doctor and the 


national Jaws permit.” . 


a 
+ 


# 


‘Health Service in Great Britain, but that, if it came before the | 


he not morally be guilty of murder? Dr. S. C. Sen (India) 
said that the question might arise whether to preserve the 
mother’s life or the life of the foetus, and therefore it might 
be wiser to delete this sentence and leave it to the conscience 
of the professional man and the laws of his coùntry. Dr. L. L. 
Davey (Australia) suggested that the governing consideration 


‘should be the welfare of the mother. 


On a division the amendment to delete the sentence was lost 
by 19 to 22. Later, however, in’ view of this narrow vote, it > 
was agreed to‘appoint a small committee to consider this whole 
paragraph, and on the following day the committee reported 
its view that the paragraph should simply read: 

“ A doctor must always bear in mind the importance of preserving 
human life from conception until death "— 


leaving out any specific reference to therapeutic abortion, and 
in this form it was adopted by the assembly. 


Duties of Doctors to the Sick 


Dr. O. Rasmussen (Denmark) took up a statement in -the 
report that it was unethical to participate in any plan of medical 
care “in which the doctor does not have complete professional 
independence.” He objected to the word “ complete,” which 
in his view represented something unattainable. The assembly 
agreed to delete the word. f i 

Dr: Sen found fault with the expression used in another 


_paragraph, where it was stated that if a doctor found examina- 


tion or treatment beyond his capacity he should “summon” 
another doctor. In his view the word “summon” had a legal 
connotation, but here the assembly adhered to the original text. 

Various other emendations of the document were proposed. 
but the only one that found favour’ was a rewording of a - 
paragraph as follows (on the proposition of the Luxembourg ' 
delegate): a i 

“ Under no circumstances is a doctor permitted to do anything that 
would weaken the physical or mental resistance of a human being, 
except for strictly therapeutic or prophylactic indications imposed in 
the interest of the patient.” 5 - 


The document was then approved, and it was agreed that it 
be left to national medical associations to modify the wording 
of the code, provided that any altered wording conformed to 
the principles which the code set out. 


: The WMA Bulletin 
Before the assembly adjourned Dr. Morris ‘Fishbein, editor 


‘of the WMA Bulletin, gave a brief report. Three numbers of 


the Bulletin had now been issued, and a proposal was being . 
considered that six numbers be issued each year instead, of 
four. He hoped that ultimately the Bulletin might proye to 
be the main financial support of the Association. It was the 
first medical publication to be published simultaneously in, 
three languages. Incidentally, one of the editing difficulties 
was that the Spanish translations - required 10% more 
words than the English or French. .Dr. Fishbein’ gave some 
amusing instances of translators’ difficulties. In another year - 


A 
L 


Ocr. 22, 1949 


WORLD MEDICAL ASSOCIATION 


` \ . l 


SUPPLEMENT 10 THE 
BRITISH MEDICAL JOURNAL 


177 





he thought the Bulletin would be on a firm foundation. .Dr. 
Sondervorst (Belgium) said that in his own country they were 
very touchy, about translations, which he hoped would continue 
to improve. 


' D> ds ~X 


Porada Education and Specialist Training 


On the second day of its meeting the’ “assembly, again under - 


the presidency of Dr. Charles Hill, addressed itself to-a report 
on postgraduate medical education and specialist training. The 
report—a long and exhaustively tabulated. document—set out 
the results of. a questionary to which the-national medical 
associations in 32 countries had returned answers concerning 
the existence and establishment of standards for specialists, the 
period and type of training, details of examinations, certificates, 
schools, faculties, recognized ‘specialties, and the opportunities 
for advanced education for doctors not interested in becoming 
specialists. ~ 

Dr. J. A. Pridhaim, in submitting this cope said that it 
“ embodied the results of work which only the. WMA could have 
. undertaken. The study- had shown that the level of. post- 
graduate education differed widely in different parts of the 
world, and so did the facilities for such’ education. He 
suggested to the assembly that here they had the possibility 
of doing something really valuable. It did not suffice for one 
country to go ahead in this field and leave other countries in 
a backward state. In view of the universal ethical standard 
which they had proclaimed, doctors in the more advanced 
countries should surely assist other countries to raise their own 


standards of education and practice. In that way they would ` 
be doing something to: fulfil one of the main objects of the : 


WMA—which was the, maintenance of world peace. 


He added that the report drew attention to the need for the 


continued education of the general practitioner, an important 
condition in:any national,scheme of medical care. It was 
obvious that there was :a fear in many countries that the family 
doctor might be squeezed out, and that too large a proportion 
of men, on qualification, might seek to become specialists. 

Dr. A. P. Cawadias (Greece) spoke on-the education of the 
specialist. With the development of medical science the general 
consultant was disappearing. In future they would speak of 
specialists only. He emphasized the. need for a generous 
pre-professional education. In the Greek universities there 
were severe examinations before professional education’ was 
embarked upon. He believed that this background of general 
culture was even more necessary for the specialist than for the 
general practitioner Something should be.done to ensure that 
examinations for specialists exacted a certain standard of 
general culture. 

Dr. Paul Cibrie (France) declared: himself not in-entire agree- 
ment with this Athenian point of view. The general culture 
of the general practitioner should be on the same level as that 
of the specialist. He was not in favour; Jof | cultural hierarchies 
in the medical profession. General practitioners must not be 
regarded as at the bottom: of-the ladder and specialists as at 
the top. 

Dr. F. Sondervorst (Belgium) objected to a proposal in the 
report that where. a doctor’s remuneration came mainly from 
a State social insurance scheme that scheme should finance his 
refresher course. In.his view the course fees and expenses 
should be paid by the doctor himself or provided by scholar- 
ships or fellowships. > - 


` 
- ť' o 


“ooking Dowr ” on the General Practitioner 


Dr. S. C; Sen (India) said that- there seemed to be a tendency 


for specialists to. regard themselves-as belonging'to the higher 
strata of the profession, and a tendency also to extend the 
period of specialist training. He believed that in Austria they 
insisted upon six years’ additional education if a man was to 
become a specialist. Medical education was already sufficiently 
expensive and time-consuming. He thought they should empha- 
size the minimum standard and not.expect to decide on the 
maximum... He deplored a'tendency to‘ look down ” on general 
practitioners. In the United States they were now setting up 
specialists in general practice, and an academy of general prac- 


` — 


tice had been established, recognized by the American Medical 
Association, and’ requiring its members to undertake 150 hours’ 
training every - three years.’ The background of general culture 
had`been mentioned, but culture should not be narrowly inter- 
preted as a matter of leisure and books, but rather of tolerance 
and a wide outlook upon life. He suggested also that a know- 
ledge -of ancient Eastern philosophies should be regarded as a 
cultural equipment equal to Latin or Greek. 

' Dr. Morris Fishbein (United States) objected to a suggestion 
in the report that “ wherever possible there should be genera] 
practitioner hospitals, or general practitioner beds in ordinary 
hospitals where he [the general practitioner] may attend his 
own cases and, call in the help of his specialist colleagues.” It 
was an error to propose hospitals for general practitioners as 
distinct from hospitals in which both general practitioners and 
specialists carried on their work. This proposal would promote 
disruption in the profession. The tendency in countries where 
there was a State medical service had been to make the general 
practitioner ‘ ‘ second: class.” He was considered to be one who 
merely directed cases to a specialist. Yet if the progress of 
medicine were studied in recent yéars the tendency seemed to 
be to give the general practitioner increasingly the care of cases 
which formerly went to the specialist. This had come about 
because of the advent of antibiotics, also blood transfusion and 
the use of blood products, as well as other advances. In the 
field of “otolaryngology, for instance, little remained for the 
specialist except such things as the fenestration operation, and 
in the field of dermatology the specialist was left with only a 
few conditions to which he could give a name but for which 
he had no treatment! There should be complete integration 
of the general practitioner, in thé hospital services, with adequate 
representation on ‘the staff of the hospital and on the executive 


‘medical committee. 


Dr. L.‘G. Tornel (Spain) also was of the Opinion that the 
general practitioner should be ranked as highly as any specialist. 
Dr. K. E. U. Jäämeri (Finland) held the same view. In ‘his 
country too. much importance had been attached to the scien- 
tific status of those who held posts in institutions. Dr. Dag 
Knutson (Sweden) said that it was not so much that others 
looked down upon the general practitioner as that the general 
practitioner seemed inclined to look down upon himself by 


_ referring patients to specialists more and more quickly, as though 


afraid to handle them himself. The general practitioner was 
the backbone of medicine, .but if he was content to accept 
an economically: lower status than the specialist he would 
continue to be looked down upon. 

Dr. W. Cline (United States) proposed the following words as 
an improved version of what was stated in the report: 

“In addition hospitals should welcome visits from general practi- 
tioners. Posts should be made available to them. Such posts are 
of benefit both to the specialist and the general practitioner. There 
should be general practitioner beds in ordinary hospitals, and genera! 
practitioners should be integrated_into the hospital service. In this 
manner a general practitioner will become a better doctor and have 


"more interest in his work.” 


Asked what he meant'by an “ ordinary hospital,” he said that 
he meant one from which cases requiring certain special care, 
such as cases of mental disease and perhaps tuberculosis, were 
excluded. Asked if he would include teaching hospitals, he 
said that this would depend upon local circumstances. Some 
hospitals found it advisable for the training of medical students . 
to utilize the services of general practitioners, although the 
bulk of the teaching was done by specialists. 

Professor K. Fellinger (Austria), Dr. O. Rasmussen (Denmark), 
and Dr. F. Wibaut (Netherlands) said that in their countries 
owing to the system ‘of hospital administration it would be 
impossible to put this proposal into effect. 

Dr. Routley (Chairman of Council) said that they were losing 
sight of the fundamental principles of the WMA. The Associa- 
tion ‘did not dictate to any member-association. It was for 
each*association to apply the spirit of the resolution in the way 
it found best. 

The version suggested by Dr. Cline was adopted, with the 
deletion of the word “ordinary,” and with the insertion of 
the words “ where possible * before “posts should’ be made 
available to them.” S 
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Period of Practice under Supervision- 


Certain recommendations of the committee were adopted. ` 


The first was that every. doctor, after obtaining his licence to 


practise; should spend a period during which he practised under: 


supervision, usually in hospital, but possibly as assistant to a 
general practitioner. Dr. Harvey Pirie (South Africa) said that 
in his country the importance of this had recently been recog- 
‘nized, and it was now legally compulsory for medical graduates 


ito do a year’s internship or occupy some approved post before - 


they could be admitted to the Register and take up independent 
` practice. 

. It was also saed that to become a specialist it was necessary 
to obtain an adequate postgraduate training, particularly in the 
- field of the specialty. National medical associations were 
requested to endeavour to secure by mutual arrangements that 
opportunities for postgraduate studies and practical experience 
-should be made available to members of the profession from 
other countries. It was realized that to accomplish this it might 


be necessary in the respective countries to overcome legal and 


other difficulties. 

Dr. H. Guy Dain said that one of the provisions of the new 
Medical Act in Great Britain would be to provide that a 
graduate of another country coming here for further study might 
be placed on-the British Register temporarily whilst he was 
engaged in his studies here in order to give him the opportunity 
for taking responsibility for cases without offending the 
principal Medical Act. He would be allowed to practise in this 
country for a limited period:and be able to take charge of cases 
because he. would be officially on the Register. 

The final recommendation on this subject, which was agreed 
to, was that the-national medical associations and the various 
international organizations should arrange an exchange of 
information regarding "vacancies and opportunities for graduate 
_ and: postgraduate study in foreign countries. 

. Progress reports were submitted by the Committee on Medical 
‘Care and Allied Subjects (dealing especially with efforts to 
improve the medical libraries of the world), and the Committee 
on Ways and Means of Securing Publicity. It was reported 


that a Committee on Standard Nomenclature had been 


appointed. 


Reports of Observers on Intergovernmental Bodies 


- Dr. J. Maystre, the Association’s observer on WHO, gave 
a brief account of the WHO assembly in Rome, and said that 
the relations between the two bodies were permanent and 
official. An inquiry of WHO on the use of habit-forming drugs 
had been entrusted to WMA. 

Dr. M. H. Hafezi, of WHO, brought the best wishes of its 
. Director-General, and spoke of collaboration in many subjects. 
The WMA was WHO’s main link with the medical profession. 

_ Dr. H. Guy Dain asked whether WHO was proposing to deal 
with questions of medical ethics in any sense through a com- 
mittee. In Great Britain they would resent having any code 
of medical ethics imposed upon them by a partly lay body. 

Dr. Maystre said that when this matter came before the 
Executive Council of WHO he drew attention to the work of 
WMA, and the Director-General was instructed to hold it in 
abeyance until WMA had taken some action. He was also 
asked about the action of WHO in respect of an international 
pharmacopoeia, and said that WHO was attempting only to 
formulate nomenclature that could apply to all countries, but 
the list of remedies was not limited. 

_ Dr. Fishbein said that he was a member of the beard of 
directors of the U.S. Pharmacopoeia. The Commission of 
WHO which Was concerning itself with an international 
' pliarmacopoeia ‘was composed’ of representatives in the field 
of pharmacy -and pharmacology and had no representative of 
medicine. The proposal to have a selected list of remedies— 
a list of 141 drugs for which common names might be chosen 
throughout the world—had various implications. ' In “some 


countries endeavours were being made to restrict the right — 


of the physician to prescribe what he thought best for the 
patient. This must limit choice in prescribing and contribute 
to the lowering of the status of the general practitioner, and 
would tend also to inhibit progress in the field of research. 
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“Dr. Hafezi mentioned the care with which experts were 
selected for the committees of WHO. With regard to drugs, it 
was ‘not proposed in any sense to replace national pharma; 
copoeias, but only to endeavour to arrive at common 
standards. 

The President said that they were grateful-to Dr. Hafezi. He 
would understand that national medical associations by tradi- 
tion were vigilant in observing what their respective govern- 
ments did, and that assembly as representing the medical 


. associations of the’ world would be equally vigilant in watch- 


ing the work of WHO. But they looked forward to the closer 
collaboration which had been ‘promised. ' - 

Dr. Maystre also gave a report as observer on ILO and its 
activities in social security. Dr. Manuel de Viado, who attended 
as an observer from ILO, also’ brought greetings from the 
Director-General, and said that ILO had -fully documented 
information about the medical services of 62° countries. It 
was anxious to collaborate and exchange information. 

Dr. Maystre gave one further report, as liaison officer at 
the recent Diplomatic ‘Conference for the Establishment of 
International Conventions for the Protection of War Victims, 
held at Geneva. He was asked about the position of doctors 
who were prisoners of war, and said that a number of medical 
prisoners would be exchanged for similar personnel from the 
enemy country, but some -prisoner-of-war’ doctors would be 
retained to look after their compatriots in prison camps. He 
believed the conditions as established by the new conventions 
were better than those prevailing during the recent war.. 

The final. observer report was from Unesco, on which 
Dr. Cibrie made a brief statement. He said that collabora- 
tion with Unesco was’ likely to be very useful both for that 
organization and for their own, and it was important that the 
contacts should not be reduced, 

Mme. I. M. Zhukova, who represented Unesco as an observer 
at the assembly, brought the greetings of the Director-General, 
and gave an account of the work of Unesco, particularly in 
initiating—at a time when there was no other body to under- 
take the task—the co-ordination of international medical con- 
gresses. She said that Unesco had set up an independent 
non-governmental liaison committee between itself and WHO, 
with its headquarters in Brussels. There was no intention to 
interfere with the agenda of international medical meetings, but 
only as far as possible to arrange time and place in such a way 
as to afford the maximum convenience to those attending. 
A calendar of international congresses would be published. 

Dr. Sen asked how many members òf the medical profession 
were on Unesco committees. On the national commission in 
the United States he understood that there was no representa- 
tive of the American Medical Association. What was the 
composition of this independent body established by Unesco 
and WHO ? 

Mme. Zhukova said that it was for the national medical 
associations to ask for representation on commissions of 
Unesco. 

Dr. Sondervorst (Belgium) testified that the new committee 
set up in Brussels was non-governmental: He hoped that the 
Secretary-General of WMA would be instructed to get in con- 
tact with this new organization with a view to participation. 

Dr. Routley (Chairman of Council) said that the Council was 
not fully informed when it passed a resolution on the subject 
of the permanent committee for the co-ordination of inter- 
national congresses, of medical science. Therefore he suggested 
that the debate be adjourned, and that the whole matter be 
referred back to the incoming Council for reconsideration. The 
WMA were concerned to secure the closest co-operation with 
all other world bodies which had a place in the field of 


, health. 


It was agreed to remit the matter for the consideration of the 
incoming Council. 


Next Meeting of the Assembly 


The President said that it had already been agreed that the 
United States should be selected as the country for the 1950 
session of the assembly, but this required confirmation by the 
present meeting. f 
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. doctor was essential to the progress of medicine and to the 


Dr. Routley formally moved and Dr, R. L. Sensenich (United 
_ States) seconded that the meeting in 1950 be held in the United 
States, and this was agreed to, ae a 
‘Dr. Taalman ‘Kip (Netherlands) said that he 


expense involved for European and other, delegates attending a 
meeting in the United States. The Secretary-General said that 
the meeting would be held in October, at a period of the year. 
when reduced passenger fares came into operation, and this 
reduction might compensate for the disadvantage arising out of 
devaluation. „Moreover, in America they were anxious to help 
delegates from. the sterling area, and a certain amount of! 
hospitality would be forthcoming. se a 

The second day of the assembly then concluded. On the 
, following day there were no meetings, and an excursion to 
Windsor, Eton, and Hampton Court was arranged. 


Social Security and the Medical Profession 


The last day of the assembly, October 14, was dévoted to 
the discussion of a report on social security, the work of! 
a committee of which Dr.. Charles Hill was chairman and 


Dr, Paul Cibrie, Dr. P. Glorieux, Dr. E. L. Henderson, and ` 


Dr. Dag Knutson were the other members. The report was pre- 
sented by Dr. Hill, Dr. T. C. Routley temporarily presiding. 
Dr. Hill said that wherever schemes of social security, 
embodying medical services, were being evolved, the medical 
profession. was presented with the problem of preserving—in 
the interests not of the medical profession but of the public— 
the essential ‘freedoms of the: profession in the conduct of -its 
. work. Bearing in mind that it-was not the role of the World 
Medical Association to dictdte to its member-associations the 
line they should take in dealing with schemes in their respective’ 
countries, his committee had begun the preliminary work of: 
survey, and the report now presented was a factual summary 
of the conditions in“24 countries. Governments were closely 
associated together in these’ matters, each government making 
-a careful study of what.was going on elsewhere. Information 
was passed from government to government, .and because of 
this intergovernmental activity it was only right that the medi- 
cal profession in each country should be informed of what was 
going on elsewhere. The function of the World Medical 
Association 'was_ to provide an international forum for -the 
expression of the views of the profession on relations with 
governments. It was important that thé profession should be 
informed of the trend of governmental’ activities, should main- 


tain‘a wise vigilance, and should be prepared to resist tendencies ` 


which threatened the freedom of the profession. 


w 
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National Health Service in Great Britain 


' Dr. H. Guy Dain made a short statement on the early 
experience of the new National Health Service. The British 
Government had been warned beforehand that there was not 
sufficient provision to establish a free service of all medical 
requirements for the entire population in one jump, but the 
Minister believed in “the method of teaching you to swim by 
_ throwing you in and seeing what happens.” The profession -in 
Great Britain had urged a general medical service for the nation 
for many years, but it.had not expected that a free service for 
‘the entire population would be brought in other than gradually. 
The inevitable had happened,’ that where a community found 
itself entitled to a free service it made immediately the maxi- 
mum demand. The Service had been inaugurated without a 


sufficient provision of ‘doctors, ‘nurses, hospital beds, and’ 


material equipment., The consequence was that doctors had 
_ been overworked, there were long waiting-lists at hospitals, 
and with regard to material provision, such as spectacles, the 
demand had far outstripped the supply. Some means must ‘bé 
found of bringing, the demands within reasonable control. It 
had been suggested that a small, but not prohibitive, charge 
should be made’ for various articles: supplied. f 

‘The position of the medical profession had been made very 
difficult. The remuneration of the general practitioner had not 
‘béen finally settled, and consultants and specialists had only 
recently been acquainted with their terms and conditions. . The 
profession held that the freedom of the ‘patient to choose his 


i 
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i ( did not oppose ` 
, the motion, but at the same time he pointed out the-time and ` 
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proper relationship of doctor ang patient. They had opposed 
from-the beginning any idea of a salaried service, because that 
inevitably limited the right of choice. The doctor should also 
be free to act within his discretion as to the kind of practice 
he undertook and the place in which he practised. This had 
been attained ‘in the British system. The profession also con- 
sidered it essential that private practice should be continued 
side by side with any State service. In this respect they had 
only partially succeeded, and the opportunities for private 
practice in thé field of general practice were limited, partPy 


. because the Government would not allow the private patient to 


obtain his drugs and dressings within the Service. He was 
convinced that private work outside the State Service should 


be maintained. A few hospitals privately owned and supported 


were independent of State control and possibly represented the 
beginning of a free service outside the State Service. 

Great Britain, with a long history of contract practice, had 
approved a system of capitation payment for genera) practi- 
tioners ; he knew that this method was not favoured in some 


other countries, but it did save the doctor from being dependent . 


on the State or on a superior officer in the State Service. In a 
Service- which embraced 95% of the population, and upon which 
so large a proportion of the doctor’s income depended, it was 
important that-doctors should be free to express themselves 
in any way they liked, not only about medicine in general but 
about the Service itself. 

What had béen the effect of the Service on medicine and on 
doctors generally ? “‘At the’ moment there was disorganization. 
The, rush of work was’ such’ thaf'many doctors complained that 
they -could not give’their patientS'as much time and attention 


as they desired.,' Thai was a temporary phase which would be’ 


corrected as doctors became better distributed. Qn the subject 
of remuneration, the size of the general practitioners’ pool had 
not yet been agreed ; the total amount was still the subject of 
negotiation. The difficulties of the rural practitioner had been 
largely overcome by an addition to what was called the mileage 
fund, but which in fact included the time as well as the mileage 
factor. The doctors who had suffered most were those in 
practice in the higher-class residential areas. The private 


' patients from’ whom they had formerly drawn their income 


were now National Health Service patients. Until some re- 
adjustment had taken place in the number of doctors practising 
in such areas, and some weighting of the capitation fee was 


made for the first thousand patients on a doctor's list, so that. 


a’doctor who had necessarily a-small list owing to the circum- 
stances of his area would not:be-so ‘gravely disadvantaged, this 
difficulty would continue, __ 

This was only a brief outline of the “ teething troubles ” from 
which they had suffered in Great Britain during the first year; 
it might have some interest for those in other countries who 


might have to face similar developments. 


' Continental Opinion 


Dr. Pàul Cibrie (France) objected to the capitation fee method 


of payment, which he thought put the doctor at the mercy of 
the patient. In France and Belgium payment was made on an 


‘item-of-service basis according to a fixed tarif. Dr. P. Glorieux 


(Belgium) said that in his country a scheme of health insurance 
was started without any consultation with the medical pro- 
fession, but the cost was considered to be too high, and now 
a commission was sitting to consider the question anew. Dr. O. 
Leuch (Switzerland) considered that social insurance was’ needed 


- only-for people below a certain economic levél ; other persons 


sliould tse ‘treated on..a voluntary or private basis. In Switzer- 
land social sickness insurance embraced the whole family, and 
specialist and hospital services were included. . 

Dr. Dag Knutson (Sweden) described the projected Swedish 
progfimme of comprehensive and compulsory social insurance. 
with the transformation ‘of all doctors into Civil Servants cos- 
trolled by the State. The Swedish Medical Association had set 
up a committee of doctors with experts in economic questions 
to work out the cost of the proposed service. This was difficult 
because of the vagueness of some parts of the Government’s 


, proposal. But it was believed that the inauguration of the 
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programme would cost £70 million, and the annual cost would 
be ‘over £50 million.. At present taxation in Sweden was at a 
forbidding level, a number of people paying from 40 to 60% 
of their total income in taxation. In the view of the Swedish 
Medical Association, which favoured an extension of the insur- 
ance scheme. which already. covered 60 to 65% of the popula- 
tion, the a system: was peOM Pay OS with free choice 
of doctor. ba j 


i i ` 
onl : Dominion Experience 


“Dr. W. Magner (Canada) said that in May, 1948, the Prime 
Minister of Canada announced a national. health programme 
in which some 30 million dollars a year was to be made avail- 
able to the Provinces for the improvement of health services. 
The Canadian. Medical Association, which had for long. been 
on record. as approving the principle of contributory health 
insurance, met in June of this year and formulated its policy, 
which he read to the assembly. This favoured a system of 
that the Canadian Medical 
Association would oppose any Act modelled on the British 


~ 


,Act and/any conditions of general practice sich as were 


-~ 


‘proclaimed ; 


imposed on British general practitioners. Government subsidies 
for the medical care of the lower income groups were 
welcomed. : l 

Dr. L. L. Davey (Australia), said that the Pharmaceutical 
Benefits ‘Act, which provided free pharmaceutical benefits 
according to a formulary and on the prescription of a doctor, 
was apparently a dead letter, following a.recent decision of 
the courts. The National Health Services Act had not yet been 
it was only an. enabling measure, and the details 
of the Service would be determined by regulations, which had 
not yet Ween promulgated: The medical profession had laid 
down certain conditions, which were unacceptable to the 
Government, 


‘and upper classes had always been assured of service. 


7 


Dr. J. H. Harvey Pirie (South Africa) said that ten years ago 
the Medical Association of. South Africa put forward a scheme 
for a National Health Service ; he doubted whether they would 
put forward a scheme of the same kind to-day. They were 
more likely tọ call:for a system of national insurance so far 
as the white population was concerned. The medical profession 
in South Africa had won.the first round of its fight against an 
Act whereby all persons would have had a complete free hospi- 
tal and medical care service, and had now a breathing space 
in which to organize themselves further. 


ay 


The Issue in oe States 


“Dr. W. Cline (United States) said that any scheme on a 
comprehensive federal basis in the United States would be beset 
with difficulties on account,of the great disparity as regards 
population density in the different regions. The complications 
were greater than in a smaller and more homogeneous country. 
The. American Medical Association believed that progress in 
medicine could be best promoted by preserving the freedom’ of 
the profession. It had not accepted any participation with the 
Federal Government in supplying coverage for groups that 
could not easily afford medical attendance. Rather it looked 
upon the indigent as the responsibility of the local community. 
their medical care to be provided by doctors at no charge or 
such charge as could reasonably be made, and their care in 
hospital to‘be provided by public or charity institutions. With 
this end in view the profession had endeavoured to develop and 
enlarge the voluntary insurance system. There were a number 


`of voluntary plarfs in the States adapted to the economic circum- 


stances of diferent communities. Various “proposals ifad been 
laid before them during the last ten years-for systems of com- 
pulsory, health insurance, somewhat similar to the Health Service 
Act in Great Britain, and likely to confer upon one individual 


or department powers similar to those of the Minister of Health 


in this: country.” It had been stated that large sections of the 
current proposals before Congress had been taken bodily from 
the British Act. This was regarded as a purely political move 
on the part of people concerned to attract votes. Compulsory 
health insurance was “ the foot in the door.” The result would 
be Government dictation in medicine. The profession was 
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In Australia the poorer no less than the middle- 


- 


_ determined to fight the domination of medicine by the Govern- 
ment, and already the efforts it had made had brought about 
a material change in public opinion. Apart from this, the other 
issues involved in social security were not the direct concern of 
the medical profession. 

Dr:°S. C. Sen gave a brief account of the situation in India. 
There were at present about 50,000 qualified doctors for a 
population of 350 million, but in addition there were five times 
that number of practitioners’ practising the ancient systems of 
medicine. The Government of India had in preparation a 
scheme to provide a medical service with cash benefits for © 
sickness, maternity, and occupational injury for about five 
million ‘industrial workers. It was expected that funds would 
be derived from compulsory insurance,contributions. It was 
not yet known whether medical treatment would be provided 
through a panel system or by full-time -medical officers. 
< . A Continuing Study .. 


In closing the discussion Dr. Hiil said that the discussion had 
shown that at future assemblies a prominent-subject on the 
agenda on each occasion must be social security. The exchange 
of information was not only of value in keeping the record 
straight” and in stimulating national medical associations to 
interest themselves in this problem, but it. would have the effect 
of sparing the necessity for criticisms based on lack of informa- 
tion or on inaccurate information. In this report a beginning 
had been made in the collection of facts. It would be necessary 
to compare the facts so collected with those obtained by ` 
governmental and intergovernmental organizations. This. work 
was the most important to wga the Association had set its 
hand. 

The various factual reports were adopted, and the assembly 
agreed on the recommendations of Council to invite’ each 
national member-association to furnish details, of the total annual 
cost of the social security scheme in operation in ifs country 
or of the estimated total cost of amy proposed scheme, and 
of the proportion of the national budget which the cost of any ` 
such scheme involved, The national associations are also to 
be asked to give their considered’ opinion on‘ the results of 
social security based on the experience gained in their own 
countries, and to furnish various other information. The 
information thus forthcoming is to be circulated in a quarterly 
bulletin for the information of national member-associations. 


~The Chairmin of Council (Dr: Routley) expressed to Dr. Hill © . 


ane his committee the thanks i the assembly for their labours. 


Closing Proceedings 


The assembly, which meets in the United States in 1950 and 
in Sweden in 1951, had. three imvitations for 1952—from 


‘Canada, Cuba, and Greece. The choice of venue was left to 


the Council. 

Dr. R. L. Sensenich’ (United States) moved, and Dr. L. G. 
Tornel (Spain) seconded, that Dr. Elmer Lee Henderson, of 
Kentucky, U.S.A., Fellow of the American College of Surgeons. 
and President-elect of the American’ Medical Association; be 
President-elect of the World Medical Association, and this was 
agreed to unanimously. 

Dr. Henderson, in‘ accepting the nomination, said that in the 
United States they had great hope for the future of the WMA: 
not only from the standpoint of promoting medical care in all 
countries of the world, -but from that of establishing world 
peace. 

The three retiring mebes of Council—Dr. P. Cibrie, Dr. 
Dag Knutson, and Dr. J. A. Pridham—were re-elected. 

Dr. Henderson then proposed a vote of thanks to the British 
Medical Association for the arrangements it had made for the 
assembly, to Dr. Charles Hill for the excellent way in which 
he had presided over the assembly, to the-interpreters for their 
able assistance, and to the Ladies Committee for providing 
entertainment for ladies accompanying the delegates. ; 

The vote of thanks was carried with enthusiasm, and Dr. HiH, 
after acknowledging the compliment on behalf of the British 
Medical Association, expressed his own thanks to the Secretary- 
General (Dr. Louis Bauer) and his staff for all that they had 
done-to ensure the outstanding success of the third assembly. 
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COUNCIL ‘DINNER . 3 p 
-At the conclusion of the assembly .of the- World: Mèdical 
Association on October 14 the ‘Council’ of the British Medical : 
Association gave a dinner in‘ the Great Hall in Tavistock ‘Square. ,” 
It was the first occasion since before -the war that a Council, 
dinner has been held in the building,. and the- presence of so" 
‘many delegates from foreign’ countries, with their ladies, gave 


‘N 


special significance and colour to the gathering. The guests,’ 


to the number of ‘211, were received by Dr. E. A. Gregg, 
Chairman of Council, and Miss M. Gregg. In proposing the 
toast of the World Medical Association Dr. Gregg said what 
‘a pleasure it had “been .to the Association in London to act 
as hosts and to have an opportunity of returning the welcome 
which was given to the British guests at the two .earlier 
assemblies in Geneva and in-Paris. 
B.M:A. was. glad that the international body had come to 
London was because it had seen’ fit to honour Dr. Charles Hill 


by making him its President: In the British Medical Associa-’’ , 


tion they held Dr. Hill in very high affection. He was a wonder- 
ful man and.he was going far beforé he had finished his course. 
They were proud and. honoured that it was in the British 
Medical Association he proved his abilities and found his voice. 

Dr. Charles. Hill remarked. that it would be an under-state- 
ment for him to say that he was proud to be in a position to 
respond for the WMA, particularly when its meeting. was 
held in that building. It was perhaps inevitable that while 
enjoying the temporary glory of the chair during the past week 
he should haye made comparisons between the assembly of 
the- WMA and the Representative Body.» : The former, though 
embracing many nationalities and races, from Iceland to 
Australia and Cuba to Pakistan, was relatively placid. It lacked 
the tempestuous tone which had characterized recent Repre- 


sentative Meetings. This was partly due, no doubt, to the fact 


that it had been necessary to interpret all the speeches in 


another language, and during the interpretation any feelings. - 


which might have been aroused had a chance to simmer down. 
One thing which his temporary occupancy of the chair had 
shown him was that the wisdom and efficiency of a Chairman 
or President were largely due to the promptings of an efficient 
Secretary. He had noticed’a certain succinctness about Dr. Louis 
Bauer's adjurations to the occupant of the chair which he him- 
self would endeavour.to imitate when he resumed his secre- 
tarial seat.: During the, week the assembly had discussed an 
international code of ethics, postgraduate medical education, 
and social security, but the one thing that mattered most; of 
all was the contribution which such meetings made to inter- 
national felations” and world’ fellowship. . 


Dr. Te C. Routley recalled the inaugural meeting held at ` 


B.M.A. House in 1946, when Sir Hugh Lett (whom they were 
glad to see present that evening), with great- patience and 
tolerance, assisted at the birth of this lusty-infant. Dr. Elmer 
Henderson, President-elect, made a further response, and ‘said 


_ with what pleasure they would. welcome the next assembly in 


the United States. 

Dr. 'L. G. Tornel then in a tornado of Spanish eloquence 
proposed the health of the British Medical Association, speak- 
ing of England as a country of noble traditions and ‘love of 


freedom. , Dr. Paul Cibrie added a few words in praise of the’ 


generous hospitality and what he called the graciousness of the 
British hosts. A response was made by the President of the 
British Medical Association, Dr. C. W. Curtis Bain, who spoke 


of the broadmindedmess of the WMA, as exemplified in the 


fact that; although the subject of therapeutic abortion had come 


~- forward and had elicited sharply contrasting’ views, it had been’ 


ate 


` + 
» a 
2- 

r 

N 


quickly séttled in! what they used to think was a peculiarly 
British way, but which was evidently a world medical way, of 
compromise without forfeiture of principle. 

"To the great pleasure of the company Sir Lionel and Lady 
Whitby arrived before the.proceedings closed, having come 
- direct from the boat which brought them back from their 
American and Canadian tour. Sir Lionel Whitby in a few - 
graceful words proposed the health of the ladies, remarking 
on thè contribution they ‘could make to international peace and 
fraternity, and a’ response was . given by Mme. O..Leuch, of 
Switzerland. ©: -° H: ' 
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PRIVATE PRACTICE AMENDMENT 
“The Minister of Health tabled an amendment for the Report 


~œ Stage of the National Health Service (Amendment) Bill the 


effect of which is to enable a general practitioner practising 
from'a health centre to see and treat private patients there. The 


. amendment reads: 


Page 22, line 9 (Schedule), at end, insert—~ 


At the. end. pf. paragraph (a) of subsection (1) of section twent)- 
one (which requires facilities at health centres to be available for 
e provision of general medical services), there shall be inserted 
the words “ and, on such terms and conditions as may be deter- 
mined by the Minister, for the provision ‘by medical practitioners 
of such other personal ‘medical services Gf any) as may be so 
. determined in the: case of a particular health centre.” 


Opinions differ on whether private practice from a health 
‘centre is desirable or not. Advocates of the scheme point out 
that practice expenses may be reduced, since the doctor would. 


‘not need to have a surgery and other facilities at his home. 
: On the other hand some fear that'if private patients are treated ` 


at health centres they may cease to enjoy those few advantages 
that induce them to remain as private patients, and that therefore 
private practice would disappear. ' 





| ‘ HOSPITAL DENTAL STAFF 


The Ministry of Health has informed hospital boards that they 
should now offer permanent contracts to ali grades of dental 


_ officer on their staffs in accordance with the published Terms and 


Conditions of Service. 
“i a 
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DISCIPLINE AND PUBLICITY 


Proceedings before medical service committees are private, and 
reports of these committees go to executive’ councils for con- 
sideration. A circular from the Ministry of Health states that 
the Press should not be admitted while an executive council is 
-' discussing a medical service committee’s report, but they should 
‘normally be admitted when a decision has been reached, an 
told the decision. The Minister suggests that it might be con- 
venient if the council were to publish a summary of the case 
and of the findings. 

7 l Further Publicity 

‘Tn äi course the council is notified of the Minister's decision. 
The council may then give further publicity, and the Minister 
considers that that would be desirable in serious cases. A sum- 
mary of the case could be published, (OEPS with a report 
of the Minister’s decision. : 


No Names 


‘The circular states that at. no stage should the names of the 
parties to the proceedings be mentioned, or particulars which 
maient lead to their identification. ' ' 


1 
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_ OCCASIONAL ATTENDANCE ON ARMY 
> PERSONNEL | 


The Association has received several omplint in recent 
months in cases where doctors have experienced consideràble 
delay.’ in obtaining payment from Army funds of fees due 
in.connexion with the. treatment. of soldiers “ sick on leave ” 
The War Office has pointed out that 
no undue delay should occur if the completed Army Forms 
0.1667 are sent to the Assistant Director of Medical “Services 
of the local district, or to the Deputy Director of Medical 
Services of the Command in which the doctor is practising. 
Members are ‘advised, therefore, to follow the procedure out- 
lined above and not to send accounts to the officer commanding 
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the unit concerned’ (which, however, is still the procedure for 
R.A.F. personnel). Addresses of D.Ds.M.S. are as follows : 

Headquarters, Eastern Command, Hounslow, Middlesex. Head- 
quarters, Northern Command, York. Headquarters, Western Com- 
mand,- Chester, Headquarters, Southern Command, Salisbury, 
Wilts. Headquarters, Scottish Command, Edinburgh. 


Addresses’ of-A.Ds.M.S. of local districts can be obtained 
from the D.D.M.S. of the Command concerned. Initial requests 
for copies of A.F.O.1667 should be made to these officers and 
not to the officer commanding the soldier’s unit. The forms 
afe also obtainable from the local executive council. 








: Questions Answered 


Circular to General Practitioners 


Q.—I am in full-time employment as a surgeon, and shortly 
‘changing over to part-time hospital work and entering private 
consultant practice. 
the general practitioners of the district “acquainting them `of 
this fact ? : : eS 

A.—There is no ethical objéttion to a circular letter being 
addressed to any practitioners in the area who may reasonably 
-be expected to be interested. The circular should be brief and 
should confine itself to a statement (for example) that “ Mr. X 
is now available to see private surgical patients by appointment 
at (address). Telephone No.ò 1234.” The letter should be 
enclosed in an envelope, which need not be sealed. 

The ethical considerations to be borne in, mind are such 
brevity and simplicity of announcement as are consistent with 
clarity, and a reasonable restriction of the field of circularization. 


~ 








è i Sy 
Examining Hospital Employees 

Q.—I am a whole-time medical registrar at a teaching hospital 
and examine weekly, prior to their engagement on the hospital 
staff, domestics, porters, cooks, stenographers, etc. Am I 
entitled to any fee for performing these examinations, and, 
if so, what is the fee? 

A.—A whole- or part-time medical officer in contract with 
a board of governors is not entitled to claim a fee for the 
examination of employees or prospective employees of the 


hospital where he is engaged. 


- No Fee Allowed 


Q.—Is a whole-time’ officer forbidden from charging a fee 
for a privdte consultation carried out in his own home outside 
` the usual hospital working hours or at the week-end ? 

A.—A whole-time officer is not entitled to undertake private 
practice. This.is laid down in the: Terms and Conditions of 
Service of Hospital Medical and Dental Staff, paragraph 14. 





Practising ‘Elsewhere 


, Q.—(a) 1 am in “general practice under the National Health 
Service Act and I wish to change from one area to another. 
How do I go about it? (b) Will my compensation be based on 
my new practice or my old one? - l ' 

A.—(a) If a general practitioner giving general medical 
services under the National Health Service wishes to leave 
his present practice he may do so by giving three months’ 
notice to,the clerk of the local executive council or such less 
' period as may be permitted in a particular instance. 

The practitioner may either study the advertisements of 
vacancies and make application for those that interest him, 
or he may apply through the:local executive, council tp the 


Medical, Practices Committee for permission to practise:in the 


area of his choice. If this is not a closed area, the consent 
of the Medical Practices Committee is automatic unless the 
nuinber of applicants exceeds the number required for the area 
to be adéquately doctored. Application may also be made 
to the Director of the Medical Practices Advisory Bureau’ at ' 


1 


What form of circular may I send out to , 


B.M.A. House, who may be able to put him in touch with a 
practitioner who wishes to obtain a successor. 

(b) The amount of compensation to which the doctor is 
entitled (and on which he receives, payment of interest) is 


. assessed in regard to the practice in which he was engaged on 


July 5, 1948, and does not alter. Under the Act it is payable 

on retirement from practice as a medical practitioner providing - 
general medical services under Part IV of the Act, but payment 

cannot be made at the present time, as the total amount of all 

claims for compensation is not yet known. A change from 

one practice to another does not constitute retirement for this. 
purpose. 4 í 


Certificates for Corsets 


Q.—In reference to the Questions ' Answered paragraph 
“ Certificates for Corsets” in the Supplement of August 27 
(p. 115), I should be grateful if the position be still further 
clarified. Does a prescription for a corset for any disability 





‘ exempt the garment from purchase tax, or has the disability 


to be one of a number of named disabilities laid down by the 
Government department concerned ? 


A.—Customs and Excise Purchase Tax Exemption Schedule 
78 sets out those disabilities which on production of-the neces- 
sary medical certificate exempt the purchaser from purchase 
tax on a corset. ; 


Retrospective .Pay 


Q.—With reference to retrospective pay, am I entitled to this 
as regards a post to which I had been appointed before July 5,' 
1948, but which did not become vacant till a little after this 
date, and where the salary: was raised after the completion of 
niy appointment? If I am entitled to such pay, where and 
when am I to apply? SORA se 


. A.—In general the salary. of hospital medical staff will be 
adjusted in accordance with the practitioner’s recent grading 
on the basis of the terms and conditions of- service retro- 
spectively to July 5,- 1948, or'to the date of appointment. 
whichever is the later. Where different posts have been held. 
the adjustment will take into account the grading- of each 
appointment. Thus in the case of registrars the posts held 
from time to, time since the appointed day will be reviewed and 
classified in accordance with the new grading and remuneration 
then adjusted retrospectively. In the case of house’ officers, 
the period since registration will be divided into six-monthly 
periods, the salary for the.first six months being calculated at 


‘£350, for the second at £400, and thereafter at £450 per annum. 


The practitioner should apply to the employing authority for 
payment of any sum to which he is entitled in respect of the 
expired appointment. 

National Insurance Contributions ‘ 

Q.—At present Iam doing a locum for a doctor who had a 
car accident.’ Prior to this I had done.a hospital job, and 


_ between ending it and obtaining the locum I was unemployed. 


for a week. This locum finishes this week, and when it ends l 
intend to take driving lessons, during which time I do not wish 
for another position. I intend, therefore, to. be unemployed 
for about a month. I would be much obliged if you would 
let me know what contributions I have to make under the 
National Insurance Acts for the period I was unemployed before 
the locum, and for the period of my locum; and what the 
position'is with regard to the National Insurance Acts for the 
subsequent period of virtual unemployment. I would also like 
to. know the position with regard to superannuation for the 
period of my locum. If you could clear up these points. I 
would be most grateful. 


A.—As an employed male person your employee’s contri- 
bution is 4s. 11d. per week. When unemployed you pay 4s. 8d. 


.as a non-employed person- unless «a “credit” is obtained by 


registering as unemployed at an employment exchange. The 
employment of a short-term Jocumtenent by a principal does 
not involve any superannuation scheme. This differs from 
the case of an assistantship. If you have previously been 
subject to a Superannuation scheme you should ascertain from 
your previous employer the position regarding past payments. 
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Retrospéctive Pay for Housemen 


- Q.—Is retrospective pay up to the present scale of remunera- 
tion payable from July, 1948, to persons employed as house- 


physicians at that-time-(and for the remainder of the year)?. 


A.—The Ministry has laid down that, in applying the new 
rates for house officers retrospectively ‘to the appointed day; 
the period since registration: during which posts in this grade 
have been held should -be divided into six-monthly periods 


(irrespective of the period of tenure which in practice attached - 


to the posts). The remuneration for the first six months after 
registration is calculated at the rate of £350 per annum, for 
the second six months at the rate of £400 per annum, and 
thereafter at the rate of £450 per annum. 

Therefore the’ questioner would appear to be entitled -to 
retrospective adjustment of salary at the rate of £350 per 


‘annum in respect of the period July 5-August 31, 1948 (i.e., that - 


part of his first six-monthly appointment which comes within 
the National Health Service), and at the rate of £400 in respect 
of the period September 1-December 31. The principle of 
retrospective application of the terms has been - determined 
by the Ministry, and the practitioner should press his claim 
with the hospital. ; 
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“a 4 A New Word 


It came. with dreadful suddenness upon our ear recently in 
listening to a public address by one of the principal medical 
officers of the Ministry of Health—the word “ pathologize.” He 
spoke of a patient being “ x-rayed and pathologized,” meaning, 
of course, submitted to various pathological examinations. This 
sort of thing comes trippingly to the tongue. It is not so long 
ago that the word “ hospitalize” was minted. “ Anatomized ” 
is, of course, already in the Oxford. It will not be long before 
a patient is “ clinicized ” or a pregnant woman “ obstetricized.” 
i i ; , 
Sweden To-morrow 


t 


reveal to one the outstanding excellence of the Swedish hospital 
system. In Sweden, we were told, only 3% of hospital beds are 
in private institutions. ~ Sweden is looking forward next year, 
or in 1951, to the introduction of a comprehensi¥e and com- 
pulsory health scheme. “Every Swedish citizen will then be 
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‘entitled to free treatment at the public hospitals. Certain basic- 


medicines will be dispensed free ; others at half price on pre- 
sentation of a doctor’s prescription. Three-fourths of the 


doctor’s fee will be paid for under the scheme, as well as the . 


‘travelling expenses of the patient, with’ compensation during 
the period of ‘his illness, and, the patient will be able freely 
to -choose his doctor. Under the present health insurance 
scheme about 60% of the adult population participate, and 


the ‘health insurance .or sick benefit organizations, which are’ 
recognized by the Government, pay two-thirds of the doctor’s` 


bill. Sweden’s great problem is the shortage of doctors—4,000 
to serve a population of: 7,000,000, a ratio of 1 to 1,750. 
i 5 f : ; 
us Insomnia f 
A patient seeking sleep that knits up the ravelled sleave of 


care hopes to get help from the Health Service in a novel way. 
A doctor tells us that he has received the following letter from 


- 


-- her: “ Dear Dr: X, I wonder if you could possibly let me have ' 
a certificate to get a small electric massage machine through -. 
- “the National Health Service. 


I I have been suffering from 
insomnia during the last year or so, and do not want to take 
any tablets, etc., in order to cure this. I am in fact rather 
. nervous of them. But I do think that about 10-15, minutes’ 
‘massage every evening before going to bed would have a very 


‘soothing effect, and would ‘do the trick. Jf you could possibly . 


help me in this. way I would be very grateful.” v 
g A 
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` The Language Difficulty a 
The language difficulty was well surmounted at the WMA, 


although the delegates who came to London spoke, between 


them, at least sixteen: languages in their own homes and prac- - 


‘tices. Here they spoke remarkably well in ‘French or English, 


and’ ome of them in both, interpreting their own speeches. 
Interpretation doubles the- length of the proceedings, but, as 
Dr. Hill suggested, it may do something to becalm them. The 
WMA interpreter, -Dr. Gérin-Lajoie, of Montreal, was a two- 
way man. Usually in international assemblies two' interpreters 
are employed, one to turn French into English and the other 
to’ turn English into-French, but Dr. Gérin-Lajoie did it both 
,ways Without turning a hair, and was as fresh as paint at the 
end of the day. Miss Roverano also gallantly assisted on the 
Spanish side, though her interpretations were mainly sotto voce 


„for the benefit of the two or ‘three delegates who needed: the 


Spanish. 
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GENERAL MEDICAL COUNCIL 
ELECTION OF DIRECT REPRESENTATIVE 


Practitioners in England and Wales will receive within the next 
few days voting papers for the purpose of electing a Direct 
Representative of the profession to the General Medical 
Council to fill the vacancy occasioned by the death of Dr. J. W. 
Bone. Dr. O. C. Carter, of Bournemouth, has been chosen as 
the Asgociation’s candidate, and his Election Address is set out 


below. All members of the Association are asked to cast their 


votes for Dr. Carter. 


- Dear Sir or. Madam, 


I havé the honour -to offer myself for- election as a Direct 
Representative of the profession on the General Medical 
Council. . I believe the best qualifications a carfdidate for the 
office of Direct Representative can have are a long and wide 
experience in the practice of his profession and a sound know- 
ledge of the many difficult and varied problems that confront 
the profession. I believe that reforms are needed in the constitu- 
tion, functions; and procedure of the General Medical Council, 
and I support strongly the recommendations of the British 


P 7 ` Medical Association, among which appear the following: 
A few days spent in Stockholm recently were sufficient to - 


Every complaint made to the Council should be supported by an 
affidavit. 

The Council should be empowered and required to establish two 
distinct and separate committees to be known as (a) the Penal Cases 
Committee; (b) the Disciplinary Committee. 

No member of the Penal Cases Committee should be permitted to 
sit as a-member of the Disciplinary Committee hearing any case 
which hds appeared before the Penal Cases Committee at which he’ 
was present as a member. or 

The attendance of witnesses and the production of documents 
before thé Disciplinary Tribunal should be enforceable by subpoena, 
and evidence should be given on oath. 

There should be a right of appeal to the High Court against the 
removal of a practitioner’s name from the Medical Register. 


If elected :to the General Medical Council, I shall press for 


such revision of medical education as will bring it into closer . 


correspondence with the progress of knowledge and the require- 
ments of modern practice. ; 

My candidature has been endorsed by the Divisions of the 
B.M.A. in England and Wales. I assure you that if I am 
élected X shall devote to your service whatever time and energy 


- may be necessary to the further fulfilment of my duty as Direct 


Representative. I ask you to'accord me yourevote, and I shall 
be grateful for your active assistance in securing the votes of 
your colleagues. 

I submit my qualifications for the position of Direct Repre- 
sentative: I was Division Secretary for~23 years; I was a 
member of the Spens General Practitioners Committee ; I am 
a member of Council British Medical -Asscciation and of the 
General Medical Services and Central Consultants and Specialists 
Committees. l Lo 

Yours faithfully, 
a Ee | 7,0. C.” CARTER. 


Hursley, Poole'Road, Bournémouth. 
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SCOTTISH COMMITTEE 


The first meeting of the new session of .the Scottish Committee 
was held at B.M.A. Scottish House, Edinburgh, on October 4. 
Dr. I. D. Grant (Glasgow) was elected chairman in succession 
to Dr. George MacFeat (Lanarkshire), and, Dr. J. G. M. 
Hamilton: (Edinburgh) was elected deputy chairman. 

In proposing the appointment of Dr. Grant as his successor, 
Dr. MacFeat commended the setting up of small study groups 
throughout the country to work on problems ‘as they occurred 
focally. The groups, working through the machinery set up 
by the Association, could help towards practical solutions and 
influence future developments. In watching the development 
of the Health Service during the first year he. had been deeply 
disturbed by the signs of deterioration in the position held by 
the general practitioner. 

In accepting office, Dr. Grant paid tribute to the competent 
and unselfish service of Dr. MacFeat. Many members of the 
Scottish Committee, he said, had probably felt that much of 
its importance was removed when certain other committees 
became autonomous. It remained important, however, to 


have a widely representative body such as the Scottish , 


Committee to watch the interests of all sections of the medical 
profession. 

Dr. P. Martin Brodie (Edinburgh), Dr. I. Simson Hall (Edin- 
burgh), and Dr. J. B. MUET i were co- opted to 
the committee. 


` 


Alterations to the Scottish House 


Dr. E. A. Cormack, chairman of the Building Subcommittee, 
and Mr. W. H. Kininmonth, architect, outlined the alterations 
and improvements -proposed on the Scottish House property. 
These provide for more adequate accommodation for the meet- 
ing of members in both a business and social capacity. The 
reconstruction will provide improved accommodation not only 
for the Association but also for the Medical Insurance Agency. 
At present there are no catering facilities in the building, and 
it was proposed therefore to provide a members’ dining-room. ;, 
In the meantime snacks, light lunches, teas, etc., will be served. 
Mr. Kininmonth had estimated the cost, including equipment, 
at £15,000, but the final cost would probably be higher. The 
total cost of the project, including furnishings, would be about 
£20,000. | ee 

The Scottish Committee approved the plans and remitted the 
matter to the Central Building Committee. 


as, Other Business 


© Or thé question of police fees, Dr. Grant said conditions in 
Scotland differed materially from those obtaining in England. 
He thought they might have a report on the position. The 
committee agreed that the Scottish Secretary’ should take the 
matter up with the Crown Office and thereafter submit a report 
to the Chairman’s Subcommittee. 

Representatives were appointed to meet the' National Com- 
mittée for the Training of Teachers on the question of equal 
pay for its medical officers. / 

A communication from the Ministry of Health on the setting 
up of Whitley Council machinery was remitted to the Whitley, 
Council Subcommittee for consideration. 
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s TRADE UNION MEMBERSHIP , 


The following is a list of ‘local authorities which are under- 
stood to require employees to be members of a trade union 
„or other organization : : 


Metropolitan Borough Councils —Fulham, Hackney, Poplar. 
Non-County Borough Councils.—Dartford, Wallsend. 
Uriah District Coiuncils—Denton, Droylsden, Hougliton-le- 


. Spring, ‘Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. a 
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‘strative colleagues as well as the general public. 


junior colleagues. 


‘Correspondence 





Status of General Practice 


Sir,—I wish to endorse every word of Dr. Ian D. Grant’s - 
letter on the “Status of General Practice” (Supplement, 
October 1, p. 155). The’feeling of dissatisfaction which is 
almost universal among general practitioners under the National 
Health Service is not entirely, or even mainly, financial in 
origin, but is due to the futility of a large part of their work, 
and to the feeling that their status in the Service is becoming 
lower and lower in the estimation of their specialist and admini- 
Moreover, 
they themselves feel that their clinical ability is degenerating 
inasmuch as they are overwhelmed with trivial complaints 
and have little time and less incentive to papieve the quality 
of their practice of medicine. 

Such a state of affairs is inherent in the present set-up of the | 
Service, and can only result in general practice procuring as its 
recruits the mediocre and the money-grubber ; for no amount 
of financial inducement will attract a good doctor to a job 
which is‘a cross between a rubber-stamp and a finger-post. 

What, then, can be done about it? Fundamentally there 
must be an inducement for the general practitioner to improve 
the quality of his work (and_not only the quantity) and an 
opportunity to raise his professional prestige among his 
colleagues. A good man must be able to “get on” in the 
Service, and, indeed I know of no other service in which this 
is not the -rule. 

I would suggest, therefore, that there be a grading of 
general practitioners according to their ‘ability, experience, 
higher qualifications, etc., and that the higher grades would 
in some measure act in an advisory capacity to their’ more 
‘ Moreover, I would have specialists in most 
clinical subjects, and especially medicine, recruited from the 
ranks of general practice, where their vision and wisdom would 
be enlarged and where their knowledge of human ailments 
would become more catholic and .not directed wholly along the 
Marrow channels of their specialty, as it is now, almost from 
the date of their graduation. One sees so frequently nowadays 
the young specialist with great knowledge of disease and little 
of humanity, great technical skill and little judgment, great 
learning and little wisdom. I cannot think that this is a state 
of affairs to be encouraged. 

Thus, although the system would not be rigid, the young 
graduate would normally enter the junior grades of general 


' practice after completing one or two house appointments, and 
e having ‘proved himself in that sphere would have the oppor- 


tunity of qualifying for the higher grades or branching off into 
an apprenticeship for his chosen specialty, which he would 
enter with some practical knowledge of general medicine. 

All this would, I think, involve a whole-time salaried service, 
and although there were very sound arguments against this 
before July 5, 1948, we have now been jockeyed into a posi- 
tion where we can lose nothing by it, and where many benefits 
would result to ourselves, the public, and the Treasury. 
Certainly nothing could be worse than the financial and 
medical chaos that is going on in general practice at present, 
and I would prophesy that in the not too distant future the 
profession itself will beg for a salaried service. 
| This letter merely contains a number of disjointed and 
disputable points which require an elaboration beyond the 
bounds of your correspondence columns, but unless some such 
revolutionary changes are made the general practitioner will 
continue to suffer the frustration of a man educated above his 


job and its prospects, and the National Health Service will 


suffer the fate of a house built on sand.—I am, ete, . > 
Selkirk. `” E. H. DUFF. 


‘Bifocal Glasses 


Sır, —I do not understand the reason for the recent Ministry 
embargó on a patient’s having two pairs of glasses at once 
(Supplement, September 3, ‘p. 125), the rule now being that he 
gets his near-sight glasses in about seven months’ time and his 
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distance ones in. about 18 months. There is absolutely no need - 
for anyone to have two pairs of glasses;‘ bifocal ones in the 
same frame being much better. If the patient’goes out with 
his distance glasses on, in a great many. cases when he or she. 
wants to’ see something—e.g., in a shop—close to, he finds that 
he has left his near-sight glasses at home on the’ mantelpiece or 
has lost them. Without glasses I can see nothing either near, 
or far properly, but some years .ago I got fitted with a bifocal 
pair, and since then have been able to see everything, both near 
and far, perfectly. 

: - When I write.“ Bifocal necessary ” on the green O.S.C.1 forms 

‘I supply to patients 1 find that in nine cases out of ten the 
ophthalmic surgeon or optician has turned me down and has. 
told the patient that he needs two pairs of glasses, with the 
‘accompanying intolerable delay. As the only G.P. member of 
our local ophihalmic committee I asked the reason for this, and 
the answer given by one of the opticians present was, “Pure 
laziness.” Apart from the inexcusable slackness so freely, 
admitted by a member of the ophthalmic fraternity; surely, it 
would be cheaper to have two lenses in one frame than to have 
two separate pairs of glasses.——I am, etc., 


Stowmarket, Suffolk. , ‘H. S. GASKELL. 


i Pay of Hospital Staff 
Sir,—In the issue of September 3 there is an advertisement 
for an R.M.O. (B1) at the Devon and Exeter Hospital. It 


states that a senior medical qualification and experience will be — 


required. Does the Devon and Exeter Hospital intend to pay 
an able man with several years’ experience and a higher qualifi- . 
cation as a junior registrar? Are all the Spens recommenda- 
tions How in~the wastepaper basket, put there by our own 
profession? When Mr. Bevan himself has stated that he 
intended to abide by the spirit of Spens, we find our own 
profession failing to do so. 

No doubt you have good reasons for publishing this advertise- 
ment,. but it does seem surprising, especially in view of your 
firm attitude towards cut-price advertisements for assistant 
M.Os.H. Hospital jobs are difficult enough to get nowadays. 
Let the successful men be paid a salary in accord with their 
qualifications and the work they are expected to do. 

The fact that the administrative members of-the medical 
profession are grading and paying hospital men far below the 
scales formerly agreed upon could surely be used as evidence 
that men in other fields of medicine are being overpaid. 
Mr. Bevan might justifiably apply the axe all round, , merely, 
stating that he was following the example set by our own’ 
profession. ; ~ 

- While we realize that the assessing committees would not 
allow this outburst to influence their attitude to our appeals 
now under consideration, we have accepted the advice of senior 
colleagues, and sign ourselves 

Sıx BEWILDERED. | 


Squatter’s Comments 


Sir,—The Medical Practices ‘Committee’s report (Supple- 
ment, September 10, p. 128) and the Practitioner's review of 
the Health Service contain material of great interest and’ 
importance. to general medical: practice. But when I corre- 


which to rear five children, but it is a beginning, considering 
the delay and ‘opposition which I experienced. 

The fact seems to be ‘that we cannot expect members of our 
own: profession in positions of authority to behave without 
prejudice when their own decisions may affect their own 


_ incomes, as must be the’ case with the present system of 


remuneration. , The present attempt at regulated commercialism 
is not a safe resting-place between complete freedom on the . 
one‘hand and a full-time salaried service on the other. If the 
_ influential members of our own profession continue to act in 
“this way wẹ shall soon be “ripe for the plucking.” There witl 
arise sufficient hardship and sufficient unemployment within the 
profession to enable a Government to bring in a full-time 
salaried service.—I am, etc., i 


l ; L. 
z Higher Pay without Parades a 


- Smr,—In your issue of September 3 appears an advertisement 
requesting applications from surgeons, gynaecologists, and 
E.N.T. specialists to serve with the R.A.M.C. overseas in a 


' civilian capacity. An F.R.C.S. is offered a salary of £1,700 


per annum, plus accommodation and other allowances, for a 
period of up to two years. 

Had the same man, in a' more patriotic mood, accepted a 
commission in the R.A.M.C. eight years ago and attained the 
rank of major and the same qualification he would now be 
earning a salary (as a bachelor) of £784 15s. plus £73 qualifica- 
tion pay, together with similar allowances and a right to a 
pension after a further 12 years’ service. 

It is therefore theoretically possible, in fact probable, that a 
civilian surgeon could be working side by side with an R.A.M.C. 
specialist and be drawing twice the pay of the latter without 
having to attend parades, etc. Such an offer, seen from within 
the Service, can only increase one’s resentment at the delay in 
bringing specialists’ pay into line with that in the National 
Health Service. Until this is done I consider that such advertise- 
ments should not be accepted for publication in the B.MJ— 
‘I am; etc., 


| SW Maor, R.A.M.C. 


Representation of Hospital Medical Staffs ~ 


Sir,—In your report (Supplement, October 1, p. 151) of the 
last meeting of the Central Consultants and Specialists Com- 
mittee you omitted 'to mention the most important of its 
decisions. 

It.was decided, without reference to the regional committees, 
to agree to the ‘proposal of thé Joint Committee that the Joint 
Committee would appoint and instruct the members of the ` 
staff side of the Whitley Council which the Government had 
announced its intention of setting up shortly. In effect, this 
decision: means that the Central Consultants and Specialists 
Committee has finally subordinated itself and surrendered the 
power it was given, when it was constituted by the A.R.M. of 
1947, to the Joint Committee, a body which for the most part 
is not elected even indirectly by or can be fully in toych with 
the working hospital medical staffs of the country.. ‘This in 
itself is contrary to the meaning of a Whitley Council, which 
is a committee composed of representatives of the employed 
staff on the one side and of the employers on the other. As 


late my owr experiences as a squatter with the truths, half- 1 once the medical Whitley Council is set up it will be the 


- truths, and discrepancies of these two publications I have a 
sense of despair an@ frustration. All we ask’ is a chance to 
examine and treat patients and to claim a reasonable living. 

~ Itis generally accepted that the best way to enter general 
practice now is ‘as an assistant. It is the best ‘way „because it 


is the only easy ‘way. But it puts the young and not so young 


doctor at the mercy of the established practitioner. 


‘ The review suggests that the local committees should be , 


given more power to regulate practice in their own areas. The 
Medical Practices Committee, according to their report, would 
scarcely agree with that. It is not local knowledge alone that’ 
must be considered, but local peculation. If my. own local 
committees had had their way I should not have been able 
to practise here. As it is I have mdnaged to scrape up a panel 
. of about 1,500 in less than 12 months. nee is not much on 


4 
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Standing Committee for the settlement of disputes or altera- 
tions of the terms of service, it will be essential to hospital 
‘medical staffs to be able to appoint and instruct directly the 
members of the staff side'of the council. Tlrey will not be 
able to dp so through. the Joint Committee, over which they. 
will have no control except through the minority of its mem- 
‘bers derived from the Central ‘Consultants and Specialists 
. Committee. 

It was understood when the Consultants and Spectalists Com- 
mittee of the B.M.A. was reconstituted that the object’ was to 
provide democratic representation of consultant opinion from 
the whole country. This appears to have been negatived by 
the latest action of the Central Consultants and Specialists Com-’ 
mittee on a question of major policy, as indeed it was last year, 
by the setting up of!the J oint Committee. 
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The South-West Metropolitan (Western Area) Regional Com- 
mittee has, from the first, disagreed on this ground with the 
formation of the Joint Committee. However, it considers that 


there may have been some justification for the existence of the: 


Joint Committee during the past year to act as a Liaison Com- 
mittee between the Colleges and the B.M.A. while the general 
terms and conditions of service for hospital staffs have been 
under discussion. . But in its view there is now no need or 
justification for this undemocratic condition to continue. It 


has noted that the move to form the Joint Committee was made _ 


even before the Central Committee had first met, and that the 
representation of the Central on the Joint Committee was fixed 
at a.small minority.: 

It has been noted also that’ the Joint Committee has omitted 
to report regularly its proceedings to the Central Committee 
and finally acted without authority in agreeing with the Ministry 
to recommend the terms for the permanent contracts for 
hospital staffs, while discarding almost all the points of objec- 
tion or modification which had been previously put forward 
by the Regional and Central Committees. Such:behaviour does 
not inspire confidence in the Joint Committee for the future 
conduct by it of the affairs of hospital staffs, even if the staffs 
were prepared to waive their right to democratic representation. 

The South-West Metropolitan (Western Area) Committee 
considers that interest in the B.M.A. organization for hospital 
‘medical staffs is not likely to be maintained if the Central 


. . `~ . tł . 
Committee continues to surrender its power. The lessening- 


attendance at central and local meetings is already an indication 
of this.: a8 ‘ 

Our committee has decided unanimously that if the Central 
Consultants and Specialists Committee continues to be sub- 
ordinated to a Joint Committee it will consider withdrawing 
its representatives from the Central Committee and relying on 
' representation of its members by other means. The other 
regional committges of the B.M.A. organization have been 
informed of this decision—We are, etc., i 

C. B. S. FULLER (Chairman). D. Ross STEEN. 
‘ T. COLLEY. R. F. SWINDELL. 
\J. D. MARTIN JONES. ` E. Cowper TAMPLIN. 
H. H. LANGSTON. P. G. TODD. 
C. HEYGATE VERNON. 
F 
H 


. R. G. M. LonGcRIpGE. 
R. F. MacHarpy. . WiLson HARLOW. 
M. P. MITCHELL. . TAYLOR YOUNG. 
y N. Ross SMITH. J H. C. Zoras. 


Members of S.W. Metrupotitan (Western) 
Regional Committee, 


Bournemouth - Š 


l Freedom Preferred 

Sır —I have read with dismay—indeed with some ‘disgust— 
Dr. Conn McCluskey’s letter (Supplement, October 1, p. 157). 
Surely he is one of an extremely .small minority in desiring to 
be “directed . . . what to do and when to do it,” or possibly 


he has cast himself in the role of.a director and not one ‘to’ 


be directed. ee 
` His statement that “there seems to be little tyranny in the 
artisans’ trade unions” is very far from the truth. Has he not 
heard of men being debarred from a particular employment 
because they did not belong to.a particular trade union ? Has 
he not heard of restrictions of effort and output being imposed 
by trade unions upon their members ? 

He thinks that a “ democratically elected body ” cannot imple- 





L 


BRITISH MEDICAL STUDENTS ASSOCIATION 


The seventh Annual General Meeting of the British Medical 
Students Association will be held at B.M.A. House, Edinburgh, 
on November 11-13. The guest lecture will, be given by Mr. 
P. Eggleton, D.Sc.,‘reader in biochemistry at the University of 
Edinburgh, on November 11, at 2.30 p.m. Anyone interested 
is invited to attend this lecture. 

Representatives from most medical schools in the country 
will be attending to discuss such matters as student health 
services, clinical conferences, staff—student discussions, further- 
education ‘and training grants, and medical films, as well as 
routine domestic matters. 








© s m4 fo 
se B.M.A. LIBRARY 
_ The following books have been added to the Library: 
Advarices in Surgery. Volume 1. 1949.. 
American 2 Association of Physical Anthropologists: Studies in 


Physical-Anthropology. No. 1, Early Man in the Far East. 1949, 


Atomic Energy Year Book: Edited.by John Tutin. 1949. 


Baner, G.: eitherapie des praktischen Arztes. Dritte Auflage.’ 
Banzer, G.: Medikamentenlehre für Schwestern. 1949. 


Bargmann, W.: Histologie und mikroskopische Anatomie des 
Menschen. Band I, Zellen- und Gewebelehre. 1948: 

Berghoff, E.: Max Neuburger, Werden und Wirken: ‘eines öster- 
reichischen Gelehrten. 1948. 

Berndorfer, A.: Die Asthetik der Nase vom plastisch-chirurgischen 
Standpunkt aus Betrachtet. 1949. 

Bilikiewicz, T.: Psychologia marzenia sennego (The psychology of 
dreams: Polish text with English summary). 48. st 

Böhler, L.: Medullary Nailing of Kiintscher: Translated from the 
11th Germar edition by Hans Tretter. 1948. Oe ie, 

Breckenridee, M. E:, and Vincent, E. L.: Child Development. 

_ Second edition. 1949. 

pene K. O.: A Textbook of Practical Nursing. Third edition” 

Campbell, J..D.: Everyday Psychiatry: concise, clinical, practical. 
Second edition. 1949. . f . 

con Nam First International Poliomyelitis: Papers and Discussions. 


Conference on National Social Work, Atlantic City, N.J., ‘April 
17-23, 1948: Procéedings. 1949. 

Congress, International, on Population and World Resources in 
Relation to the‘Family.. Cheltenham, August, 1948. 1949. 

Das, K.: Clinical Methods in Surgery. Second edition. 1948. 

Depisch, F.: Die Diät- und Insulinbehandlung der Zuckerkrank- 
heit: fiir Studierende und Arzte, Vierte Auflage 1949. 

Fleming, C. M.: Adolescence. , 1948. v 

Fowler, W. M.: Hematology : for students and practitioners. Second 
edition. 1949, 

Geckeler, E. O.: Plaster-of-Paris Technic. Second edition. 1948. 

Goodall-Copestake, B. M.: Theory and Practice of Massage and 
Medical Gymnastics. Seventh’ edition. 1949. l 

Graber, G. H.: Mental Life of the Child. 1949. _ 

Gregory, Sir R.: Gods and Men: a testimony of science and religion. 


Groves and Brickdale’s Textbook for Nurses. Seventh edition, 
revised by J. A. Nixon and Sir Cecil Wakeley. 1948. 

Gunther, J.: Death Be Not Proud: a memoir. 1949. 

Haire, N.: Everyday Sex Problems. 1948. 


ı Hanby, J. H., and Walker, H. E.: Principles of Chiropody. ` 1949. 


Hansen, Review of Nursing:` with outlines of subjects, 
questions and answers. Sixth edition. 1949. , Dg 

Hansen, I. F.: Investigations on Agonal Acidosis. 1948. 

Hay-Shaw, G.: Your Child and You. 1949. 

Hinsie, L. E.: Understandable Psychiatry. 1948. : 

‘Hoch. P. H. (Editor): Failure in Psychiatric Treatment. 1948. 

Horsfall, F. L., jun.: Diagnosis of Viral and Rickettsial Infections. 


i a a a i 1949. PO 4 a S 
-* ment a tyranny. History is full of evidence to the contrary 3; Ikin, A. G.: Religion and Psychotherapy: a plea for co-operation. 


or, if historical evidence does not seem relevant to him, then 


all contemporary politics will furnish him with abundant 


examples to confute his statement. ; 
. A state of tyranny must inevitably arise when a tyrannically 
_- disposed individual gr group of individuals acquires power 
over a community whose members prefer the security of 
serfdom to the perils of-freedom. In that unenviable predica- 
ment I believe the medical profession now to be. I trust we 
shall not reverse Aesop’s fable and add King Log to Kiwg Stork 
`: by forming a trade union which would be—I hope—as impotent 
‘as it would be degrading. . The only foreseeable advantage. in 
such an action would be to have attained a point in the spiritual 
evolution of our profession where we could truly say, “ He 
that is low need fear no fall.”—-I am, etc., i 
Stafford.: . JOHN PEEN 


Thesis edition. ; 
a M. E.: Principles of Psychiatric Qursing. Third edition. 


Jamieson, E. M., and Sewall, M. F.: Trends in Nursing History. 

Third edition. 1949. ~- . 

Jones, E.: Hamlet and Oedipus. 1949. 1 ot 

Jones, E.: What is Psychoanalysis ? 1949. 

Lee, M., and Wagner, M. M.: Fundamentals of Body Mechariics 
and Conditioning. 1949. = 

Mace, D. R.: Marriage Crisis. 1948. f E 

ME aY: T. P.: Practice of Orthopaedic Surgery. _ Third edition. 

Mayo Clinic Diet Manual. 1949. . OS 

Mayo, E.: Social Problems of an Industrial Civilization. 1949. | 

Meileney, .F. L.: Clinical Aspects and Treatment of Surgical 
Infections. 1949. Be we 

Minnitt, R. J.: Gas and Air Analgesia. Fourth edition. 1949. . 

DeL J. Mano Mely T. H.: Ear, Nose, and Throat Nursing. Fourth - 
edition. a : : 7, 
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Oct. 22, 1949 i HLM. FORCES APPOINTMENTS | AMENI ee e7 


: eaten cde in 26-28, eee K 
Northern Surgical Association, 23rd Meeting, Stockholm, June TERRITORIAL ARMY 


1947: Transactions. 1948. bbe eee \ ene i 

Oas; L; a Bennett, A.: „Materia Medica for ‘Nurses. Third - ROYAL ARMY MEDICAL Corps 1 

Gass Ee Our Plundered Planet. 1948 ge W E e na nee ae au. pet W. B. Cairns, 
; eee er ; a 7 .B.E., has .been appointe onorary Colonel. 

Piney, A., and Hamilton-Paterson, J. L.: Sternal Puncture. | Fourth Colonels C. P. Oliver, C.B., C.M.G T.D. and W. D. Watson. 


‘editi . . > 7 t ‘a r . a . . 
Randell, M.: Training for Childbirth: from the mother’s point of’ T.D., have relinquished their appointments as Honorary Colonels, 
view. Fourth edition. 1949. their tenure of appointment having expired. ý 
Saunders,, H. St. G.: Red Cross and the White: a short history of Captain (acting Lieutenant-Colonel) G. E. Parker, D.S.O., has been 


the Joint War Organization of the British Red Cross Society and &tanted the:acting rank of Colonel. - : 
the Order-of St. John.of Jerusalem during the War 1939-45. 1949, _,Major G. K. D. Edwards has been granted the acting rank of 


Schafer, R.:* Clinical Application of Psychological Tests. 1948. Colonel. , : - : 

Scott, G. E. M.: Juvenile Rheumatism: a clinical survey. 1948. op eat oe M7101) M, Le as oe ener: 
Smith, A.: Technic of Medication. 1948.. ses . ‘Captains if Davidson T M Lenno. M. A. Watson,.I. R 
Stopes, M. C.: Birth Control To-day. Ninth edition. 1948. MeNeish, and Č. J. Cobbe, M.BE., to be Majors, a . 


Taylor, H? P.: A Shetland Parish Doctor: some recollections during 
the past half-century: 1948. ` 

TOn S and ERE P. ; S TU in ne “Aa SATT i ; ; 
idy, Sir H. L.: Synopsis o edicine. inth edition. ; : 4s . 

Tidy, N. M.: Massage and Remedial Exercises in Medical and Association Notices 
Surgical Conditions. Eighth edition. 1949. ` 








Tobias, N.: Essentials of Dermatology. Third edition. 1948. ` 7 
Walshe, F. M. R.: “Diseases of the Nervous System: described for a GROUP. COMMITTEE ELECTIONS 
~ practitioners and students. . Sixth edition. 1949. ‘As a result of elections held recently among the Special Groups, 


Worrall, R. L.: Energy and Matter. 1948. 3 x 3 
rA, W. M.: Fundamentals of Internal Medicine. Third edition. 


* 


the following have been elected to the various Group Com- 
i mittees. Re-elected members àre indicated by an asterisk, and, 
osu ject to the amendments shown below, the full list.of members 

i of the Committee is as set out in the Supplement of August 20 








H.M. Forces Appointments (p. 90). 2 
S ; ppo ; , ~  Anaesthetists Group 
Provinces: *Z. Mennell. =’ 
: . > '*W. W. Mushin. 
; ROYAL NAVY | ; l Scotland: A. C. Forrester (vice. H. H. Pinkerton). 
a RESON TERRES] S. J. Savage has been placed on the Retired | - Consulting, Pathologists Group 
i Surgeon Lieutenant R. R. B. Baxendine to be Surgeon Lieutenant- *J. G. Greenfield. l 
ommander. f i á 'R. Cruickshank l; ; , 
EE ee ene ee | e ra emey } "ie A. F. S. Sladden and F.B. Smith. 
Surgeon Lieutenant-Commander E. J. S. Woolley, O.B.E.,.has been i Dermatologists Group 
placed on the Retired List. / ; ppp : ` 
Surgeon Lieutenants W. E. A. Buchanan, A. C. MacDonald, J. F. London . 9 „I Williams (vice L: Forman). 
McHarg, and R. A. McKeown to be Surgeon Lieutenant- Provinces : F. F. Hellier. 
Commanders. ` , l ys ‘Scotland;  *J. Ferguson Smith. 
ARMY a Orthopaedic Group ` 
Colonel R. S., Dickie, late R.A.M.C., having attained the age , London: *P, Wiles. r 
for retirement, is retained on the Active List ‘supernumerary to Provinces: *S. A. S. Malkin. 


~ Establishment. ba ; 
Lieutenant-Colonel J. N. Atkinson, late R.A.M.C., to be Colonel. ,> Scotland: R. Barnes (vice A. Miller). . 


Physical Medicine Group 


7 ROYAL ARMY MEDICAL CORPS ; -  /*F, S. C. Cooksey 

Lieutenant-Colonel P. E. D. Pank has retired on retired pay, and * , 
has been granted the honorary rank of Colonel. . 2 : 5 e We A: A oe 

Major D. S. Cochran to be Lieutenant-Colonel. w ne vacancy (vice J. B. Burt). 

To W. N. S. Donaldson, T.D., from Short Service Commission, C Psychological Medicine Group 
to ajor. , j 

Captains T.,B. Harrison, O. S. Williams, and J. F. Webb, M.C, © *P- K. McCowan. ‘ 
to be Majors. < *J, R. Rees. 


Captain C. C. Petrovsky has retired, receiving a gratuity, and has T. Ferguson Rodger (vice A. A. W. Petrie). 
been granted the honorary rank of Major. es ( i F $ ae) 
_ Short Service Commission (Specialist)—Captain (War Substan- ! Radiologists Group 
live Major) I. F. Fraser has retired, recciving a gratuity, and“has been | *J. F. Brailsford. 


granted the honorary rank of Major. . *Q, i - f ' 
Short Service Commission—Captains.J. E. G. Earle and J. M. S. Whately Davidson: 

Coral have rened, revin a gaui, ara have been granted the J. L. A. Grout. 

onorary ra of Lieutenant-Colonel. tains I. A. Jackson, , Han 

M.B.E. and A. J. Leslie-Spinks to be Majors. Captains W. G.“ ~ North: T G eo oe Group ` 

Canning and J. P. X. Fox have retired, receiving ‘a gratuity, and orth: T. G. Reah (vice - J. Prosser). 


have been granted the honorary rank of Major. South: J. E. Dawson. 
P ° Venereologists Grou 
REGULAR ARMY RESERVE OF OFFICERS R. C. L: Batchelor : P 
, . ,. ROYAL ARMY MEDICAL Corps f R. Lees. 4 
T pena olonel (Honorary SnD C. B. C. Andero, O.BE., «A. E. W. McLachlan. 
aving attain © age it of liabi to recall, ha d t i Wi 
belong to the Reserve of Officers. - bs es baa C. Hamilton Wilkie. 
Captain B. E. Schlesinger, O.B.E., from Supplementary Reserve of i 


ome to be -Major, and has been granted the honorary rank of ° PRIZES FOR MEDIC AL STUDENTS, 1950 .. 


Captains J.P.” Stewart, F. A: D’Abreu, R.:G. M. Longridpe,” The Council of the British . Medical „Association is prepared 

c to consider the award in 1950 of prizes to medical students 

the honorary rank of Lieutenant-Colonel. - for essgys submitted in open competition. 
Captains D. C. Muir. A. C. F. Green, H. J. Browne, J. H. The subject : of the essays shall be “ Clinical Teaching in 


T. J. Fairbank, W. M. Macleod, P. H, Newman, D.S.O., I.N) elation to the Practice of Medicine.” a 
f K. Stor i E. H. Č. Harper, ' The purpose of these prizes is the promotion of systematic 
G. Lorriman, M.B.E., R: R. Simpson, and A. W. F. Catto, from observation: among medical students: In awarding the prizes 
Captain R.'A. Strang, from Emergency Commission, to be Captain, {Ue regard will be given to’ evidence of personal observation. 
and has. been granted the honorary rank’ of Major. " No study or essay that has previously appeared in the medical 
ey i X . P 2 a f i 
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press or elsewhere will be considered eligible for a prize. Any 
medical student who is a registered member of a medical 
school in Great Britain or Northern Ireland at the time of 
submission of the essay is eligible to compete for a prize. 

If. any’ question arises in reference as to the eligibility of 
a candidate or the admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall, be 
final. . In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number 
of essays received. Should the Council decide that no essay 
entered is of sufficient merit, no awards will be made., 

Each essay must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of application 
which can be obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 
Association not later than December 31, 1949, Inquiries rela- 
tive to the prizes should be addressed to the Secretary, British 
ay Association, B.M.A. House, Tavistock Square, London, 

Ch- i 


‘SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared to 
receive applications for Research Scholarships as follows: An 
Ermest Hart Memorial Scholarship of the value of £200 per dnnum, 
a Walter Dixon Scholarship of the value of £200 per annum, and 


‘four Research Scholarships each of .the value of £150 per annum. 


These scholarships are given to candidates whom the Science 
Committee-of the Association recommends’ as qualified to under- 


take research in any subject (including State medicine) relating 
- to the causation, prevention, or treatment of disease. - 


Preference 
will be given, other things being equal, to members of the medical 
profession. ~ T. l 

Each scholarship is tenable for one year starting on October 1, 
1950. The scholar may be reappointed for not more than two 
additional terms. A scholar is not necessarily required to devote the 
whole of his or her time to the work of research but may hold an 


appointment at a university, medical school, or hospital, provided the 


+ 
\ 
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duties of such an appointment do not interfere with his or her 


“work as a scholar. ; 


Conditions of Award: Applications 


Applications for scholarships must be made not later than Friday, 
April 28, 1950, on the prescribed form to be obtained from the 
Secretary of the Association, B.M.A. House, Tavistock Square, 
London, W.C.1. Applicants will be required to furnish ‘the names 
of three referees who are competent to speak of their capacity for 
the research contemplated. 


Not i a 


‘ 
“ Ag’ 
reel 


CHARLES ' HILL, 


‘GEN “Secretary. 
oat & Vis 
Diary of Central Meetings \, 
ee. ; OCTOBER . 
21 a Fri.’ Committee re Capital Punishment, 2 p.m. 
25 Tues.  Anaesthetists Group Committee, 2 p.m. 
25 Tues. Central Ethical Committee, 2 p.m. 


<26. Wed. Joint Subcommittee re Remuneration of National 
a? Coal Board M.O.s (Conference of Colliery Medical 


Officers), 2 p.m. 


{í 


26 Wed. 


Spa Practitioners Group Committee, 2 p.m. 
27.. Thurs. Annual Conference of Representatives of Local 
ok Medical Committees, 10 a.m. ! “Ny 
28. Fri. - Library Subcommittee, .11.30 a.m. 
28 Fri. Consulting Pathologists Group Committee, 2 p.m. 
-© 28 Fri. Science Committee, 2 p.m. ° 
31.. Mon. Armed Forces Committee, 2 p.m. 
EAS. s NOVEMBER 
.2 .Wed. (At Lion Hotel, Shrewsbury): Welsh Committee, 
Sa 2.15 p.m. , a 2 , - 
`. 3 Thurs. Committee on Industrial Health: Services in relation , 
ee ee to the National Health Service, 2 p.m. ue 
- 9° Wed. . Committee on the Postgraduate Education of General 
i ie as Practitioners, 11, a.m. ye 


10 Thurs. ` General Medical Services Committee, 11 a.m. 
age 
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Branch ‘and Division Meetings to be Held 


BOURNEMOUTH Drvision—At Grand Hotel, Fir Vale Road, 
Bournemouth, Friday, October 28, 7.30 p.m., annual er. 


CAMBRIDGE AND HUNTINGDON BraANcH.—At Lecture Theatre, 
Addenbrooke’s Hospital, Cambridge, Sunday, October 30, 3.15 p.m. 
Address by Dr, Robert Forbes: “Legal Hazards in Medical Prac- 
tice.” A discussion will follow. f 


KENSINGTON AND HAMMERSMITH Drvision.—At St. Mary Abbots 
Hospital, Marloes Road, London, W., Tuesday, October 25, 8.30 p.m., ° 
clinical lecture. Mr. J. H. Carver: “ Male Sterility ”; Mr. V. B. 
i nee: “Female Sterility.” A’ general discussion will 
ollow. 

Oxrorp .Division.—At Horton General Hospital, Banbury, 
Wednesday, October 26, 5 p.m., clinical meeting. 7.15 p.m., dinner 
at Whateley Hall Hotel, Banbury (price 6s. 6d). -` 


West MipoLesex Division.—At Nelson Room, Town Hall, 
Ealing, Friday, October 28, 8.30 p.m., Mr. Angus Maude: “The 
ones rane Attitude Towards the Health Scheme.” Wives are 
invited. 


WesT Sussex Division.—At Warne’s Hotel, Worthing, Tuesday, 
October 25, 6 p.m. Business meeting, followed by an address by Dr. 
Charles Hill on “ Problems of the Moment”; 7.15 p.m., dinner 
(10s., including tip), followed by a discussion. All medical practi- 
tioners in West Sussex are invited to attend. 


Meetings of Branches and Divisions 
LEEDS DIVISION ' ' 


The newly qualified medical graduates of Leeds University were 
invited to lunch by the Executive Committee of the Leeds Division on 
Thursday, September 29. 


. MASHONALAND BRANCH 


The annual report of the Mashonaland Branch Council includes the 
following statement on State medicine: At the re of 1948 the 
Minister of Internal Affairs met separately both Branches of the 
British Medical Association in Southern Rhodesia. The verbatim 
report of the meeting in Salisbury was circulated to all members of 
the Branch and was discussed at a subsequent meeting. It has been 
only too obvious to all concerned that the Minister’s proposals have 
not been acceptable to either Branch for the reason that the medical 

rofession does not agree that such proposals will result in any 
improvement in the health services rendered to the population of 
Southern Rhodesia, European and African. 

In the past there was not only-a shortage of hospital beds, aureing 
staff, and medical equipment, but of medical practitioners as well. 
This last shortage has been remedied by private enterprise. The 
Government has failed to remedy the remaining lack, and, because 
of the Government’s policy- of providing hospital accommodation 
at an uneconomic rate to all, no private nursing-homes have been 
erectéd, and there is also no adequate private general or midwifery 
nursing service. The latter might have been remedied if a hostel 
had been built in which private nurses could live. However, in 
spite of this lack of private midwives, the Minister proposed to 
embark on a maternity service désigned to encourage women to be 
delivered in their own homes. It is a matter of opinion whether it 
is better for a confinement to take place in a hospital or in the home, 
but without sufficient midwives the answer is obvious. 

The Mashonaland Branch has felt in the past that, if the Govern- 
ment is determined to introduce a State medica] scheme, the only 
efficient service would be one controlled by a Commission on which 
the medical profession is adeguare represented. 

rofession should form part of a Civil Service the Treasury would 

ave the- final say, and necessary schemes would not be carried out | 
for lack of funds. The system whereby, sums voted this year if not 
spent cannot be carried forward is iniquitous and leads to money 
being spent unnecessarily in times of plenty and for essential services 
to be curtailed in times of poverty. A sinking fund controlled by 
the Commission would remedy this. The Government’s concern 
should ‘in the first place be with the poorest, and it is feared that 
any so-called free national health service may result in less money 
being spent on the poorest and most numerous section of the com- ` 
munity—the Africans. At present the medical vote for European 
and African health services is not divided. 

To-day Southern Rhodesia is materially ill-equipped to supply a 
health service for the community. Given the tools, the private prac- 
titioners will render a service to the public®more efficiently and at 
less cost than any other scheme, and if it should be said that the 
financial burden of ill-health cannot be borne by the individual we 
can rightly point out that a considerable proportion of the popula- 
tion can be members of medical aid societies, and that it should 
not be a difficult matter for the Government to provide medical aid in 
the form of a subsidized medical aid society for those of limited 


` 


+ 


. _meàns who could not be members of one of the present societies. 


‘METROPOLITAN COUNTIES BRANCH 


Members of the Metropolitan Counties Branch, accompanied by 
their president, Dr. C. G. Martin, visited the Port of London on 
September 21 as guests of the Port of London Authority. The party 
was received by Admiral Sir Allan Hotham, member of the authority, 
and embarked in the P.L.A. s.y. St. Katharine at Tower Pier for a 
cruise down the River Thames and through the Royal Victoria and 
Albert and King George V Docks. : 


If the medical: 
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‘noon before the conference to Consider ‘the position created by 


under the, National Health. Service. 
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‘THE SECRETARY REPORTS 


INEXCUSABLE DELAY — collection will be made by the chemist and not by the doctor, 

` except where the doctor undertakes his own Service dispensing. 
Clearly the position of the dispensing doctor will need to be 
carefully watched. It is not clear whether the charge is to be 
made in respect of prescriptionS or scrips. It would appear at 
first sight tò relate to all prescriptions given, whether by the 


The two ‘most significant items- in the week’s news are. the 
intimation by the Ministry that it will not be able to reply 
before the: Conference of Local Medical Committees to the 
representations made to it on behalf of the general practitioners 
in the Service and, secondly, the Prime Minister’s announce- _ general practitioner or by the specialist in the hospital service. 
ment that except in the case of old-age pensioners a charge of Will the charge be the same for the 6- as for the 24-oz. bottle. 
up to Is. will be made to the patient for each prescription for 12 tablets as for 48 tablets? We understand the Ministry 


of Health is not yet ready with any detailed scheme. 
No, doubt much will have been said on-the first point in: the ` j , , l . ' 


Conference of Local Medical Committees, which will meet 


before these words appear. While it is recognized that the . l High Costs 
criticisms of the representatives of the General Medical Services ` Thi . : : 
Committee rendered inevitable the ‘rewriting of a formidable s development is an interesting commentary on the 


statistical. document, this cannot explain or excuse the long . one ara pate pe in some quarters to saddle the 
€ k A i ponsibility for the high cost of 
delay in replying to a case put forward more than, six months drugs and appliances since the introduction of the Service. 
ago. After all, the essence of the first part of our claim was ' After all, the declared object was to ensure that medical care 
that the calculations made at the inception of the Act were ¿h hould be available to aad oeoo were a d the aie: 
inaccurate and that the size of the medical pool should be n oters of the Act to aie the pee ec ita ‘4 ie 
adjusted to meet those inaccuracies, The General Medical 4 free ‘Service. The profession ureed that th 5 es 
Services Committee is holding a special meeting on the after- be introduced by feces T with its sae ee 
this reply. ` practice, there has been gross under-estimating both of the 
me psychology of the people ies of a costs involved. 
a uch of the presen culty would have been avoided if the 
‘ Prescription Charge Service had been limited to those who needed it and had been 
On the point of the prescription charge I have, by the nature brought into being in stages as part of a long-term programme. 
of things, to write immediately after the Prime Minister’s speech 
without knowing the detailed’ method of the application of the . 
charge. His actual words are worth studying. ` ý 


“We propose to make a charge of not more than 1s. for 


each prescription under the National ‘Health Service. (Some, . SUPERANNUATION FOR P ART-TIME 





Ministerial cries of “Shame! ”) The purpose is to “reduce 4. Se SPECIALISTS . “i 
excessive, and in some cases unnecessary, resort to doctors and, = i KAREA Sii 
chemists of which there is evidence which has, for some time OPTING OUT ` 


troubled the Minister of Health and the Secretary of State for Details of the conditions under which part-time specialists in 


' Scotland. (Ironical Opposition laughter.) The resultant saving contract with hospital boards may opt out of the N.H.S. 


x 


will contribute about £10,000,000, although this is-not the Superannuation’ scheme were published in the Supplement of 


- primary purpose of dhe charge. Arrangements will be made to August 20 (p. 93). . One of the conditions is that those part- 


relieve old-age pensioners of this charge for prescriptions.” - time specialists who wish.to contract out must do so before 
Generally speaking, this’development will probably be wel- November 1, 1949, by giving written notice td the Ministry of 

comed by general practitioners, not necessarily because of any Health, Health Services. Superannuation Division, Honeypot 

merit it may or may not possess, but because it may lead toa Lane, Stanmore, Middlesex, on, Form S.D. 28A, which i is obtain- 

lessening of the very heavy burden of work.. This lessening, able’ from regional hospital peas or boards of governors of 

it will be widely felt, is something Which had to be achieved teaching hospitals. 

somehow or other. But that.is not to pass comment on the, Some part-time specialists hie ‘expressed a wish’ to defer 


_method, which involves a fundamental departure from a system their decision whether to exercise the option until they receive 


which has been in operation since 1913. A good deal depends their permanent contracts.’ ‘As ‘a safeguard, they should apply 


. on the details, yet unrevealed, of thé advinis‘rative steps to be to the Ministry of Health before November 1 explaining their 


taken to collect the money and on the possibilities of exemp- : position and asking that the’ application, -be ‘not confirmed until 
tion, not only for old-age pensioners; but for poorer or larger. they are able to inform the aa ‘that the , permanent con- 
families where genuine hardship ,may result. Presumably the tracts have been settled. 
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' COMMITTEE ON PRESCRIBING 
= -RESTRICTIONS TO BE CONSIDERED , 
The Central and Scottish Health Services Councils, constituted 


under the National Health Service Acts, have jointly appointed 
a committee ° 


\ ' i 

“ to consider and report from time to time whether it is desirable 
and practicable to restrict or to discourage the prescribing by~ prac- 
titioners giving general medical services under the National Health 
.Sesvice Acts of 1946 and 1947 of i 


é 
_ (i) drugs and medicines of doubtful value “or of unethical 


character ; 
(ii) unnecessarily expensive brands of standard drugs.” 


© The Joint Committee consists of members ‘suggested by the 
Standing ‘Medical arid Pharmaceutical Committees of England 


F 


_and Wales ; the Scottish Medical, Pharmaceutical, and General 


Practitioner Services Advisory, Committees ; the three Royal, 
Colleges ;.the Scottish Royal Medical Corporations ; the British | 


Medical Association; the British Pharmacopoeia Commission ; 


“the Society of Apothecaries. ` ' 


~ culties. 


The names of the members are as follows: Dr: Janet Aitken ; 
Professor Stanley Alstead,; Dr. J. A. Brown ; Sir Henry Cohen ; 
Professor E. C. Dodds ; Professor D. M. Dunlop ; Dr. F. Gray ; 
Dr. P. Hamill; Mr. J. C. Hanbury, F.R.I.C.; Dr. G. MacFeat ; 
Professor Chassar Moir; Dr. A: Smith Pool; Mr. J. H. Ramsay, 
Ph.C.; Dr. W. D. D. Small; Sir Henry Souttar; Mr. D. E. 
Sparshott, ` M.P.S.; Dr. J. G, Thwaites ` Alderman W. J. 
Tristram, M.P.S. T i 

At its first meeting the committee elected Sir’ Henry Colien 
as chairman and Professor Dunlop as vice-chairman. , 








‘ a 4 i 
EXTRAVAGANT DEMANDS | f 
Mr. H. Lesser, president of the Executiv Councils Association 
(England), said that he. could not condone any: extravagant 
demands on the new Service by. the public or any section of 
it when -he addressed the second'annual meeting at Bourne; 
mouth-on October 21. ‘But he was not sure to what extent 
the case was proved. “If drugs and appliances—including the 
harmless necessary wig—are ‘being provided in excessive quanti- 
ties, is it not the doctor who prescribes them ?”?” - 

Of course they knew that practitioners had their own diffi- 
The practitioners’ first and proper concern was to 
establish confidence, between themselves and their patients. He 
considered that only by more co-operation between practi- 
tioners and patients could a truly efficient public service be 
attained. Considerable tact and good will were ‘demanded from 
executive councils and their staffs in brjnging pressure to bear 


- to prevent or remedy weaknesses in the scheme by disciplinary 


a 


action. . ; 
Dr. N. E. Waterfield was elected president in succession to 
Mr. Lesser. 
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PRACTITIONER REMUNERATION 
‘MEETING DELAYED 


The Ministry of Health"was unable to meet representatives of 
the General'Medical Services Committee before the Conference 
-of' Local Medical Committees was held on October 27. 
When a deputation from the: G.M.S. Gommittee visited the 
Ministry on Se tember 23 to present its case for the increased 
‘remuneration of general practitioners the Ministry agreed. that 
-the Ministry’s statement of the facts on what general practi- 


GENERAL 


“tioners have beem paid would need to be rewritten. 


_., discussions on the inadequacy of the Central Pool ,cofild. not - 


A‘number of false assumptions had-been pointed out by the 
‘G.M.S. Committee’s representatives, and it was agreed that 


start until they had been corrected. . The Ministry undertook 
to look into the various points raised, and it was hoped. it- would 


. have completed the task before the conference was ‘eld, but it 


has been unable to do so. The Ministry has stated that a 


redraft of its statement will be sent to the committee as soon 


‘as possible. 
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GENERAL PRACTITIONERS IN HOSPITALS 
EAST SUFFOLK DISPUTE i 


At a meeting on October 9 the East Suffolk Local Medical 
Committee unanimously agreed to the following resolutions : 


Maternity Beds—The East‘ Suffolk L.M.C. is of the~ opinion 
that the policy of excluding general practitioners from attending 
their maternity cases in maternity homes annexed to, or part of, 
general hospitals is contrary to the best interests of the expectant 
mothers and in conflict with their: entitlement to free choice of 
doctor. ` ‘ j 

General Practitioners in Hospitals—The East Suffolk L.M.C. is 
dissatisfied with the exclusion of general practitioners from 
reappointment to general-hospital posts_ which they have held for 


many years with complete satisfaction. 


The Brook ‘Street Maternity Home at Ipswich is reported 
(East Anglian Daily Times, October 13) to have been redesig- — 


‘nated by the regional board as a general hospital, with the result 


that it will be staffed by the regional board and serve -as ‘a 


Maternity annexe to the maternity department of the local 


general hospital. The effect of this will be that expectant 
mothers in the maternity home will be denied the services of 
their general practitioners. 


~ 
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MINISTRY OF SUPPL 


INCREASED FEE FOR EXAMINATIONS 

Recently the attention of the Association was drawn to the fact, 
that a fee of only 5s. was being paid for the examination and 
report on prospective employees of the Ministry of Supply. 

Representations have been made, to the Ministry concerning 
the inadequacy of this fee, and the Ministry has now increased 
the fee to 10s. 6d. where the medical examination is carried out 
at the doctor’s surgery, and, 12s. 6d. for such examinations’ 
carried out at a Ministry of Supply Establishment, with the 
addition of travelling allowance at Is. per mile beyond two 
miles. The revised fees will be paid for all examinations that 
have taken place since: August 1, 1949. bf a 





FEE FOR REPORT 


PERSONS OF.UNSOUND MIND 


As the outcome of representations made to the: Prison Com- ; 
missioners, they have informed the Association that they will 


‘pay a fee of £2 2s. for the examination and report on persons 


remanded in custody where it appears that the person on remand 
is of unsound mind and a proper person to.be detained. The 
report is required by courts under Sections 24 and.26 of the 
Criminal Justice Act, 1948. ` 

„Mileage allowances at the rate of 1s. a, mile after the first 
two miles will also be paid. _ 7. i 


— —_ 
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HEARD AT HEADQUARTERS 
ae  —— 
fe $ i 
a Lancashire and Cheshire 
A process of division and multiplication ‘has been proceeding 
in the Lancashire and Cheshire Branch. The Branch has been 
dissolved, and three néw ones take its place. The. Lancashire 
and Cheshire Branch for more than a cerftury has been one of 
the most flourishing in the Association. It has given many 
outstanding figures to our central affairs, although, strangely. 
enough, it has never produced a chief officer, except one Chair- 
man of Council nearly’ eighty years ago. The Branch was 
formed ten days after Queen Victoria came to the throne. Its 
origin was at Newton, half-way between Manchester and Liver- 
pool, and it was for'a time known as the Newton Medical 
and Surgical Association. It was strictly in al'iance with the 
Provincial Medical ard Surgical Association (the earlier name 
of the B.M.A.), but with true Lancashire independence it refused 
any pecuniary assistance from the latter body. At first its meet- 
ings’ were held only at Newton, except for one or two at 
Warrington, apparently from a disinclination to give a 
: a 
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preference to either of the two great cities it included. Its name | 


“Lancashire and Cheshire ”, was adopted: just,a hundred years 
ago, and after'that it met at Liverpool and Manchester, but not 
until 1857 did it-spread northwards, for. a. meeting at Pre 
A. hundred years ago'the Branch had 90 .members ; fifty years 
ago it had over`1,000; at the date of its. dissolution it had. 


well over 4,000. 


- 7 ` 
Branch Areas , 
. When regional ‘hospital, areas were, formed there was some 


suggestion that the Association’s -organization should be recast 


in a regional mould. In fact the new Merseyside-Branch does 
cover substantially the-Liverpool Hospital Region. OtHerwise 
there does not appear to be any intention to modify the areas 
of local B.M.A. units .to make them conform .with regional 
Hospital areas. On ‘the contrary, the present-tendency is-to 


modify-areas ‘to -make them conform with the natural meeting - 


areas of the local profession. This is a sound development, and 

its effect’ must be in due course to strengthen the position of 

the Divisions and Branches. f mo 
| os oe ; 

7 | Treating Oneself Be 

A correspondent complains that doctors in the Health Service 

are not allowed to be on their own lists. As he points out, the 


kd 


: ruling conflicts with the principle that everyone may choose his’ 
The Ministry refuses to allow it because the ` 


own , doctor. 
General Medical and Pharmaceutical Services Regulations, 
1948, say: “A practitioner is required to render to his patients 


. all proper and necessary treatment.” Since a doctor could: not’ 


_ 


the Wassermann test is £1 ls. 


give himself a general. anaesthetic’ while his appendix is taken 


` out, or.treat himself if he were in-a coma, he is debarred from 


being on his list. Logical arrangements are easier to administer 
than humane ones, but there is a Strong case for letting doctors 
join their “own lists. The relationship between doctor and 
doctor is quite different from that between patient and doctor, 
and a doctor who has‘some small infirmity that he could easily 
treat himself sHould not be compelled to bother a ‘colleague, 


whether that colleague is a friend or a competitor, 











Questions Answered 
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c$ ‘Dentistry by General Practitioners . os 
ø Q.—Since the beginning of the National Health scheme -] 
find: that I sometimes have to undertake emergency dental 
extractions, the, waiting-list for dental treatment -being sO 
long and there being no resident dentist. in this town. Can 


any special fee be claimed for these cases? te a 


A.—The- regulations do not: permit any special fee for dental - 


treatment carried out by a general practitioner. If the patient 
is not on the practitioner's list, or that of his partner or 
assistant, a fee for emergency treatment would be payable. : 


j 4 zat \ 


Fees for Examining Emigrants - 


Q.—I have examined an N.H.S. patient, who is on my list, 
to complete a form for emigration to South Africa.- I am 
informed that the laboratory fee for the required report’ on 
Is the laboratory entjtled to 
Am I also entit{ed to charge a fee ?. 

A.—The work of examining and reporting. upon prospective 
emigrants (including x-ray ‘examinations and -blood tests) does . 
not come within the scope of the hospital and specialist services. 
provided under. Section 3. of ‘the N.H.S. Act. Therefore a- 
member of a hospital medical staff (e.g., radiologist ‘or patho- 
logist) who is asked to furnish a special report in this. connexion 
is entitled to a. fee. one-third’ of which is payable to the hospital 


charge the patient @ fee ?. 


‘if the hospital laboratory or radiological facilities are used. 


. is on his listas- a public patient. ; 


A general: practitioner carrying out the medical ‘examination 
of an intending emigrant is not debarred' from charging the 
patient a’fee for his report by reason of the fact that the person 
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Resigned from. Health Service 
Q.—Is a doctor who has resigned from the National Health 


Service and drawn his compensation’ permitted to engage, in 


` private ‘practice only ? 


AA doctor in’ these’ circumstances is permitted to engage 
in’ private practice. © ~^ . 

f : ; : 
Work Outside Full-time Contract 


Q.—I am a full-time orthopaedic consultant under contract 
with a regional board. I have also been performing a weekly 
session as orthopaedic consultant to the Ministry of Pensions 


`N - 


t 


locally. Am I entitled to a sessional fee for this work? 


A.—Normally, a consultant who has a full-time contract 
with a regional hospital board is not entitled to perform work 
other than for his hospital board. If outside work, such as 


„with the Ministry of Pensions, is required, it would be by 


+ 


‘Dr. -J. A. Ireland spoke in similar vein. 


arrangement between ‘the two authorities, 


er re 


hea 





_ PUBLIC HEALTH COMMITTEE | 


At the“ first. meeting of the:new session of ‘the Public Health 
Committee of the Association on October 21 a letter was read 
from Dr. James Fenton intimating that, having retired from 
the service ‘of the Kensington Borough Council and accepted 
an appointment as temporary officer at the M inistry of Health, 
he felt himself compelled to withdraw from the membership 
of committees which undertook negotiations on salary ques- 
tions and also not to stand for re-election as chairman of the 
Public Health Committee, although he wished to remain a 
member of that committee. The Chairman of Council.. 
(Dr. Gregg); who temporarily occupied the chair, spoke of 
Dr. Fenton’s extremely valuable work for the Association, and 
particularly for that committee, and Dr. R. H. H. Jolly and 
The committee 
expressed its gratification that, even though no longer chair- 
man, Dr. Fenton would continue his membership. 

Dr., C. Metcalfe Brown, of Manchester, was' unanimously 
elected chairman.. ' pE ; 
' Whitley Machinery , 
The present position with regard to Whitley machinery was: 


the subject of an oral report by the Secretary (Dr. Charles Hill). 


He said that a revised draft of the scheme dealing in particular 
with the membership of the three main committees had gone 


to the local authority associations, though it might still be 


some time.before the matter was completed. Progress was very 
slow indeed. , The Secretary'also discussed with the committee 


‘matters which had arisen concerning the representation of the 


medical profession in 
action was taken. 
On the'question of the delay it was agreed that the Chairman 


of Council and the chairmen of the three committees concerned, 


the Whitley machinery, and appropriate 


,—the Central Consultants and Specialists; the General Medical 


Services, and the Public Health—should be asked to interview 


‘the Secretary of the Ministry as a matter of urgency. 


: 1949-50. 


It was agreed to recommend the Council to send to the 
Lancet, the Medical Officer, Public Health, and the Medical. 
World: a letter of appreciation of the full co-operation which- - 
they had extended, with no small loss of revenue to themselves, 
during the period of the recent advertisement ban which: had 
obtained until the local ‘authority associations intimated their 
willingness to participate in the- Whitley machinery... 

The eommittee appointed its representatives on the Public 
Health Subcommittee of the Medical Functional Council fot 
The membetship of 13 (including three Scottish ' 
representatives) remains. the same, except that Dr. F. . Hall 
and Sr. Struthers take the place of Dr. Fenton and Dr. George 
Buchan, who had intimated that they were,no longer available 
to serve. ATE a 


Fr 


oe _Whole-time Officers 
The general .question of the position and remuneration of 
whole-time Officers whose duties fall partly under a loca 


- 
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‘ committee had already taken up the task of getting better terms, 
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authority and partly under a regional hospital board has been 
discussed informally between the chairmen of the Central Con- 
sultants and Specialists Committee and of the Public Health 
Committee, and the following principles were recommended to 
the committee for discussion: . Hage A 


(1) that such whole-time officers should be in contract with one 
employing authority only, the division of duties being on a user 
basis by arrangement between the authorities concerned:; 

(2) that the officer’s contract should be with the authority in whose 


duties he is predominantly engaged—i.e., if his work is mainly public ` 


health his contract should be with the local authority, if mainly 
clinical with: the regional board; 

(3) that the remuneration of the officer should be in accordance 
with the appropriate full-time scale—i.e., the Askwith scale in the 
‘ease of an officer in contract with a local authority, and the terms of 
service for hospital medical staff in the case of an officer in contract 
with a,regional board. as 


‘These principles were generally endorsed by the committee. 
though it was recognized that there might be exceptional cases. 

A member of the committee mentioned that there were still 
a number of medical officers of health who were medical officers 
of hospitals and were being asked to carry on that work, but no 
guidance was given as to their status. In the Newcastle area 
they were graded as consultants, but in Leeds and other areas 
as senior hospital medical officers. Most of these men had 
been doing. this hospital work for.many years, had higher 
qualifications and experience, and were regarded in their locality. 
as full consultants, yet they had been graded senior hospital 


medical officers, and their appeals had been turned down, so . 


that they had no redress. ` Another member pointed out that 
some of them were ranked ‘as consultants in epidemiology in 
one capacity, but as senior hospital medical officers in another. 

The Secretary said that the Joint-Committee (of the Royal 
Colleges and Scottish Corporations and the Central Consultants 
and Specialists Committee) had been pressing and would con- 
-tinue to press-for‘a resort to a central appeal from the decisions 
of reviewing committees. He would raise that specific point 
with the Joint Committee. | eS 


a, t 


Public Health Service and General Practitioners 


. On a letter from the Society of Medical Officers of Health 
dealing primarily with another matter which had been settled, 
a question arose ‘concerning the relations between the public 
health service and general practitioners, apropos of the resolu- 
tion adopted at the Annual Representative Meeting to the effect 


t 


_that school medical: officers should not refer school-children 


direct to hospitals or specialists but only to family doctors for 


TE 
PUBLIC HEALTH COMMITTEE , 


P 
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further’ action. The resolution was criticized as impracticable - 


and as contrary to the spirit of the 26-year-old agreement 


between.thé Association and the Society whereby it was: under-: 


stood that Teciprocal consultation would take place before either 
of the parties agreed to any divergent policy, 

After some slight discussion it was agreed that three members 
from’ each, side should discuss the general question of the 
relationship between the public health service and general 
practitioners as a result of the introduction of the new Act. 


A 
| 


Complaint by Divisional Medical ‘Officers 


4 i | 
The committee heard a spokesman of the divisional medical 


officers from a county authority who 
plaints regarding their appointment. 
The committee, after long consideration, decided to take up 


put forward certain com; 


one aspect of the case direct with the county council, believing - 


that a manifest injustice had been done, but as regardsthe terms 
of service of these officers generally it was pointed out that the 


and that instead of opening up negotiations with one authority 
it would be better to take the case presented to tfem ‘as 
strengthening their hands in dealing with the whole question. 

The committee also considered a long .case presented to. it 
by a county medical officer concerning mileage and subsistence 


allowances for travelling officers. and dealt with much other’ 


business. | 49 ia 14 is : 
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! - General Practitioner Hospitals 


SIR —As the one who at Harrogate moved the amendment 
drawing attention to the exclusion of general practitioners from 
hospitals, I think that the Minister of Health’s recent circular 
on this subject to regional hospital . boards (Supplement, 
October 15, p. 168) should be warmly welcomed by all general 
practitioners, as it is. in,“ The Secretary Reports” (p. 165). 
If it is properly implemented‘it should do much to dispel the 
gloom of.the past year and provide opportunities for real 
co-operation between practitioners and hospitals, 
doing with imagination, firmness, and good will. 


It should not only help the practitioner to keep up his stan- - 


dards and improve his scientific education, but it.may also help 
to_give the ‘hospital staffs some valuable insight into conditions 
outsidé large hospitals. . Broadly I think it is true to say that 
in large hospitals. patients react like physiological animals, and, 
for teaching scientific medicine, it is indeed desirable that 
conditions’ and reactions should be as standardized as possible. 
In our small hospitals, with their familiarity and local loyalty, 
which the Minister mentions, patients react much more nor- 
malty as individuals, for neither buildings nor doctors (and 
often nursing staff) are strange ;;they are almost homely. We 
‘see things large hospitals do not and vice versa, but both 
aspects are essential to the proper study of medicine—and 
surgery. : = 

I feel sure that our small hospitals suggest, and can possibly 
elucidate, all sorts of interesting problems. To.take one smajl 
but fascinating point: in large hospitals, as appeals on the 
wireless indicate, blood transfusions—as well as many other 
intravenous injections—are constantly used; in fact it is almost 
a point of honour to’use them. But in our small hospitals 
we seldom find need for them, except perhaps in- cases like 
those in the Winsford train smash. We are not better operators, 
more skilled-anaesthetists, or more’ attentive nurses. Why, then, 
this comparative immunity from a procedure which, as an old- 
fashioned doctor, I confess-I do not much like ? For the more 
we know of human metabolism the more potential ‘risks we 
discover in introducing foreign proteins into the body without 
putting them through nature’s sieve, the alimentary canal. 

[ was delighted recently to see in the Birmingham Accident 
‘Hospital the work being done there to provide a non-protein 
fluid to avoid any such risks, but it only made me ask tle 
more why we in our cottage hospitals so seldom need them. 
Why, too, should, our empyemas almost always heal up with- 
out any difficulty or delay, thongh fortunately we now see’ few 
of them ? a : 

These are, the sort of problems that should bring together the 
specialist and the G.P.s, the big hospitals and the small, and. 


for all the names I call him, I should like to thank Mr. Bevan‘ 


for doing his best to ensure, however tardily, that possibilities 
for fruitful collaboration are not destroyed but rather increased. 
—I am, etc., 
W. N. Leak 

. f ù 7 

‘ Division in the Profession 

SiR.—Now that the professional assessment committees and 
that we should examine the effects of their decisions. 

The standards required have varied considerably in the differ- 
ent regions, but it is safe to say that in many of them the 
grading committees are regarded: by the rank and file of the 
hospital service as having done their-work in a harsh and per- 
functory manner, and that their recommendations have 
produced an unexpectedly low number of consultants and a 
proportionately large number in the other grades, especially 
that.of S.H.M.O. Many specialists who had high hopes of 
being graded as consultants have found themselves one’ of 
several steps down the scale. In many cases severe personal 
hardship and loss of standing have been among the results. 


appeals committees. have finished their Work it may be well 
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The scale of grading may be considerèd ja conjunction With 


an equally sinister measure which I understand is now: con- . 


templated by the regional boards, and which has already been 
carried into effect at certain hospitals, including one London 


teaching hospital—namely, that where the applicants, for a con- 


sultant post do not reach a required (but of course unspecified) 


standard no appointment will-be made. The vacancy may sub-. 


sequently be, advertised and filled as,an S.H.M.O. or registrar 
post, in which case the establishment will be regarded as filled. 
At the hospital I‘have in mind the consultant work is now being 
done by:a registrar: £2,750 minus £1,250 = £1,500 per annum 
profit (or loss; ‘depending on ‘how you look at it). 

It is, however, the general rather than the individual effects 
of excessive use of S.H.M.O. and registrar as opposed to 


consultant grades which need emphasis. Among them are: 


(1) A direct loss to the profession as a whole of large sums of 
money: annually in salaries. ` 


. 4 ` . f 
(2) Fewer consultants means proportionately fewer. merit awards, , 
further the financial loss to the profession as’ & 


thereby increasing 
whole. ’ ; 


» (3) If the principle of S.H.M.O.s and registrars doing consultants’. 


work holds sway, then at the whim of the authorities the number ‘of 


‘ consultants can remain stationary or even be decreased while the 


service expands, resulting in further debasement of the average 
income of doctors who work, in: hospitals. a 


(4) By these means specialists can be kept indefinitely in subordin- 


ate gradés, thus causing a bottleneck which will affect every young. 


doctor who aspires to specialist rank. It seems ‘that frustration, loss 
af incentive, and bad work may result. (If there remains any docto! 
who thinks that cheeseparing is wildly improbable, let him compare 
our present state with what we envisaged on first reading the Spens 
report, and let him remember that this and successive governmetits 
will be hard pressed to save money.) ' 7 ` 

(5) If a profession offers poor or few opportunities it attracts bad 
recruits. p i os 

The grimmest feature. about all this is that this general debase- 
ment of the standard of living of dectors in the hospital service 
is being brought about on the recommendation of—doctors. 


To the layman it seems’ extraordinary that in medicine alone of 


all the trades and professions there should be senior members: 


who are acting to lower rather than to raise their colleagues’ 
standards of. living.” Admittedly a large amount of public 
money is being saved, but whether or not this will prove to be 
a real saving in the long: run remains to be seen. While the 


leaders. of most trades and professions are seeking to increase 
- their workers’ standing, it seems odd that in the medical 


profession the reverse should be taking place. 
We may well ask ourselves, “ How could this situation come 
about,? ” It has come about because doctors have been, since 


‘the National Health Service was first mooted, woefully dis- 


united and’ disorganized, pursuing selfish aims and sectional 
interests and failing to come together for their own protection. 
Thus wedges are being driven between various sections of the 
profession. f 

If doctors do not'`now at this late hour organize and unite. 
then the outlook for the. doctor and his family is black indeed. 
And the’ time is short—I am; etc., `` a) 


Chertsey, Surrey. G. O’GORMAN: 
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Se Elastic Net Bandage 


Sır —ÎIn the Supplementary Report for 1948-9 of the General 
Medical’ Services Committee (Supplement, October 1, p: 150) 


‘we read that it has been decided to ask the Ministry to add 


“Jastonet,” to the list “of appliances which general practitioners 


. may order. This would have been good news if it had been 


called “elastic riet bandage,” but we understand that if called © 


by the other name it must be supplied: by one particular 
company. ‘ 


So far we have prevented much of this sort of thing, and on ' 


page 9 of the third edition of our National Formulary. we 
read, “ Before prescribing any proprietary preparation: : the 
medical practitioner should consider whether the needs of the 
patient would not adequately be met by the use of a ‘drug or 
preparation which is substantially identical.” : 

A few days ago’ a dermatologist wrote suggesting that | 


should prescribe some tablets of which neither our chemist. 
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nor I had ever heard. The’ patient had been told at hospital 
that the tablets: would cure him in six days, and we resisted 
, the temptation to give him a drug with a name that was almost 
‘identical but’ began with “F” instead of “Ph.” Between us ` 
we searched in about a dozen lists of proprietary preparations — 
‘and finally found the other name of the required tablet.— 
. I am, etc., E 
“London, W.12, 


i, 


ELSIE WARREN. 
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Payment ‘of Locums 

Sir.—In the Supplement of September 17 (p. 140) there is a 

letter from one calling himself “ An Occasional Locum,” pro- 
testing against a fee of 14 guineas a week, plus two guineas car 
expenses, plus accommodation, as being inadequate. , 
4 All are agreed that the present capitation fee, in view of the 
cost of living, is inadequate for the principal as well as for the 
locum. The doctors who mostly require locums are in prac- 
tice on their own, and therefore have lists usually well under 
the 400 mark. Why should such a doctor have to pay out 
over £35. before he begins to think ‘of his actual holiday 
expenses ?. How can he afford more.than a meagre fortnight’s 
holiday a year? - . 

I do not consider the average locum is worth more than 
14 guineas a week, as a majority of patients await the princi- 
pal’s return, and the Jocum does not do much more than keep 
the waiting-room door open. 

The question of locums does not seem to have been tackled 
yet by' the powers that’ be. Locums should. be provided free 

„under the National Health Service——I am, ete., 


G. H. MANN. 


Oxford . 


' i Need for Holidays 


- Sin,—Mr. Bevan has reported a most successful first year— 
at least the statistics are impressive. Much of the credit for this 
“success? must go to the doctors. Will they be able to keep 
it up ? ‘In my opinion they will not unless some official arrange- 
ment is made for holidays. l 

| For five months last year I endeavoured to obtain a locum 
from five different sources but failed. The physical and mental 
strain of. running a big practice is enormous, and if work con- 
tinues on the present,scale (it is unlikely to become less) many 
doctors will soon reach their limit without adequate rest.— 

` I am, etc., ' , 
, Kidderminster, Worcs. P. D. GRIFFITHS. 

j | 
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Sin,—l.am rather uneasy about the general trend of letters 
published in the Supplement concerning the patient who says. 
“You give me this, or else I’ll change my doctor.” Inthe issue 
of October 1 two doctors quote this, and apparently submit 
to it. ~ i 

I suggest this attack is blackmail, and no sensible doctor will 
put up with if. Even in the old N.H.I.‘days, and still more so 
now, this kind of remark from a patient simply resulted in his 
medical record card being sent to the local committee with the 
facts on the record and a request to have him remoyed from my 
list. These people are simply pests, and are not required on 
my list. i iy 

At 17s. per annum no general practitioner can afford to attend 
pests, and no doubt in time some of “M.D.’s” (Supplement. 
October 1,. p. 157) competitors will grasp this simple ‘fact.— 
. Lam, ete. 


Bradford . H. &. RUSSELL. 


e : 2 pea ae 
- Partnership Agreement - 

Sır, —I consider that the answer under the heading “ Partner- 
ship Agreement” in “Questions Answered” (Supplement, 
. October 1, p. 149) is misleading, to new entrants in the 

profession and the. National Health Service. 

- While it is desirable that a partnership deed.should be 
presented to the Medical Practices Gommittee for their perusal, 
in order that they may satisfy themselves that thére has been 
no infringement of the law regarding ‘the transfer of the good- 
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will, yet I do suggest that there is no compulsion of any firm 
to present. such an agreement. Surely neither the Medical 
Practices Committee nor any executive council has any legal 


~ power to’invalidate such an agreement’or to prevent any 


practitioners on the list of an executive council entering into 
a formal partnership agreement if they so desire. Surely the 
only document that it is necessary to make a partnership 

“officially valid and operative” is a form of partnership 
agreement duly executed and stamped. ' 

It is imperative that these ad: hoc. bodies that are’ springing up 
th the medical world should not be credited with powers or a 
wider range of activity than mey do in' fact possess —I am, etc., 
A. N. MATHIAS., 

E £ 
ra The writer is quite’ correct, but if Official sanction is 
desired to an agreement, then the answer given was correct 
The word “ officially ” has caused some confusion.—Ep., B.M.J. 


London, N.W. 2. 


Payments, to Chemists -~ 


SIR —Y our correspondent, Dr. K. V. Deakin (Supplement, 
October 1, p.-156), is using a faulty yardstick in’ his comparison 
of earnings of chemists for pharmaceutical services provided 
under the N.H.S. Act with those of the medical profession. He 
apparently fails to realize that the payments made to chemists 
include: the’ net cost payments for drugs, medicines, dressings, 
and appliances and -the containers. Taking that-factor into 
account, the gross figures, as‘ quoted by your correspondent, 
must be reduced by at least 45% and on the average by 50%. 


Out of the residue the chemist has to meet that part of his - 


establishment and staffing costs which is attributable to the 
- dispensing department, 
‘ally increasing. - 

The net income of the chemist from N.HS. pharmaceutical 
services is manifestly very different from what your corre- 
spondent’s figures suggest. With his basic contention that the 
remuneration: of the medical profession i$ inadequate I for one 
certainly would not quarrel. Probably more than any other 
section of. the community chemists realize’ the tremendous 
‘burden of additional work which the advent of the N.H.S. 


scheme has thrust on the medical profession, and they have - 


every sympathy with the profession in its difficulties —I am, etc., 
H. NOBLE, 


Secveiary. The National Rbarmaceutcal Union. 


- 


London, W.C.1. 


ld 
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, Status of General Practice ` 


Sr —Dr. lan D. Grant (Supplement, October 1, p. 155) has 
very ably shown that the National Health Service gives reward ` 
in general practice not for quality but for quantity. He also 
-asserts that the biggest numbers gravitate to the“ yes man’ 
who freely acquiesces in the general exploitation by issuing 
certificates'and prescriptions ad lib. or according to the dictates 
of the patient. To a certain extent this is true. Inevitably the 
system lowers the status of ‘the G.P. to that preyailing in the 
least attractive industrial practice of the old days. 5 . 
` Pari passu with the deterioration of general. practice there 
is an overall increase of costs. The Minister of Health blames 


the general practitioner, but’ the practitioner is pretty helpless, . 


as he is too often forced to" acquiesce in the dictates of the 
patient. ‘ 

In hospital practice the sicture appears no less gloomy. Out- 
patient departments are overcrowded by patients referred chiefly 
by the long-list practices,:and the: waiting-lists. of the teaching 
hospitals are bloated by the names of patients'of whont many 
are not suitable for treatment at. such hospitals. 

-Surely the answer is to make general practice respected 
enough to attract doctors with higher qualifications and suit- 
‘able experience to, take up general practice as.a career—e.g., 


` > M.R.C.P.,'’M.D., or F.R.C.S.> 


Hospital staffs are graded according to qualifications and 
_ experience.’ Why not general: practitioners ? In Scotland at 
_ any rate there are many satellite hospitals where such doctors 
could play an ‘increasingly important role, and even where such 
a hospital is not readily accessible. general practice should 
provide adequate ` scope; , 
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These costs, already high, are continu- 
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When a vacancy occurs in a ‘suitable practice a higher 
qualification ' plus suitable experience could be deemed an 
additional qualification: for the vacancy. It should not be 
overlooked that, however much medicine advances, the benefit 


“to the public, remains meagre until the G.P. is encouraged to 


practise the “ airt ” in the home., Unless the status of the family 
practitioner is raised and adequate inducements are given to 
attract the best type of doctor to take up general practice as 
a career, the whole N.H.S. is doomed to failure. 

The present system has converted the G.P. into a multiple 
-Signboard destined to frustrate every attempt at raising the 
standard and prestige of British medicine.—I ' am, etc., 


Fraserburgh. aberdeen ie ; J. MACLEOD. 


Pay. of. Aides Specialists 


Sir,—Recruiting for Regular commissions in the Royal Army 
Medical Corps is non-existent and the shortage of specialists is 
‘acute. This will remain so until either better rates of pay are 
~ conceded or doctors find themselves unable to obtain satis- 
factory employment in, the ‘National Health Service. Recent 
events indicate’ that the authorities are relying on the latter 
event to stave: off a crisis. 

By advertising for civilian specialists at ‘rates of pay higher 
than the Regular, and by refusing to allow the latter to resign. 
they evidently hope to keep going until most of the National- >- 


‘Health specialist appointments are filled and junior specialists 


‘come cap. in hand to the R.A.M.C. This will presumably 
happen in about eighteen months’ time. 

Meanwhile Regular specialists are’ prevented from seeking 
their fortune in other spheres but must.serve on with an increas- 
ing sense of frustration as they see post after post for which 
they are qualified being filled by their civilian colleagues., 

_ Surely the time has come for the. British Medical Journal to 
refuse advertiséments for civilian specialists in the Army until, 
either higher rates of pay are conceded for the Regular or:he 
is free to find his own level in the open market.—] am, etc., 

: ' ARMY SPECIALIST. 
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- „The Wrong Way to Look at it 


Sir,—In the Supplement- of October 8 (p. 161), under. the 
heading “ The Wrong Way to Look at it,” there are some com- 
pletely unfounded suggestions. In reply to someone who has 
been grumbling, perhaps foolishly, against the N.H.S., the writer 
says: “Is it not worth while to pay something to have a 
healthier community. at one’s doors?” Yes, if it is so, but 
what evidence is there that the N.H.S. has made or is making 
such a change ? ’ It is the sort of statement that might come 
from a politician, not that of a man with some sort of scientific 
outlook such as a writer in this Journal should have. R ` 

One might think, if there was no evidence one way or another, 
that it was too soon to judge. One might have opinions, and 
I think I am right in saying that there is a large body of 
informed opinion which holds that the N.H.S. is producing, 
and will produce, a lower standard of medical practice, and 
that a lower‘standard of health will result. There is doubtless 
a contrary opinion. ~ 

The only evidence I have seen is a quotation from the 
Monthly Digest’ of Statistics from the Government Central 
Statistical Office stating'that the deaths quarter by ‘quarter in 
‘the twelve months before July 5, 1948, were lower in each 
quarter than in each corresponding quarter following that 
date, the figures for each twelve months being 461.000 and 
‘508.600 respectively. I do not presume to comment on the 
significance. of the figures, but they T do' not support 
the writer’s suggestion. 

When doctors’ surgeries are so crowded owing to the addition 
of a number of psople who do not really need a doctor, it 
becomes impossible to make proper examinations, and cases 
of serious, but not obvious, illness must be more often missed. 
That is, _ those who ‘need careful attention do’ not get it, for 
there is a limit to the capacity of the most conscientious. `- This, 
though not universal, is true of many Practices. : , 

As to the suggestion that the “dai'y help’ would be less `. 
often ppsent sick—well, it seems a that ‘the N.H.S. will 
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be able to fores li a housemaid’s’ .knee, and, whereas in the. , : 
bad old days when self-reliance was encouraged the “help. a 
‘with some trivial ailment would carry on, she will now go and 


queue at’the doctor's for a certificate and go off- work with all, 


ceremony.—I am, etc, © - E p 
' Guildford, Surrey. ms - 
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National Insurance : Correction 


Sr, —In the Supplement ‘of October ‘1 (p. 149) under 


“ Questions Answered” you reply that a. wife assisting her 
husband as a nuise-receptionist may contribute to National 
Insurance in Class 2 or Class 3. I am afraid this is not correct. 

The provision you quote in S.I.1948' No. 1425 refers ‘to a 


. partnership or similar association with the husband, and would’ 
' therefore apply only to the wife who was, herself a qualified ~~ 


” 


practitioner. It would not apply to the wife employed by or- 


assisting her husband as receptionist or secretary, ete., who falls “ 


into the class of non-employed persons. 1 

A married woman who is in the non-employed persons class- 
„is under no obligation to pay.National Insurance contributions 
and is, in fact, only entitled to. do so if she has: qualified iby 

a substantial period of employment or self-employment, 
Leaflet N.I.1; which setẹ out a married 
National Insurance, can be obtained from 
Insurance office-—I am, étc; 
Ped TR 
Ministry of National Insurance, l 
` . 7 ' a 


any local National 


R. G. S. HOARE, 


f 
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Dr. J. E. M. Barnes (Eye, Suffolk) writes : 
Health Service and its exorbitant cost to the nation’ are both points- 
exercising the minds-of all concerned very much at present. -~ Much. 
has been’ said about the “something for nothing j category of: 
patient. I feel, however, that the profession must put its.own house 


in order- and exact some sort of discipline in prescribing before an 


overbearing bureaucracy exerts its stifling influence on the individual : - 
` I happen to know. that some doctors . 
are quite casual about prescribing multiples ‘of hundreds of vitamin ~ 
and similar preparations, all without much-clinical foundation ``.’ 


doctor's freedom of action. 


~ ' 
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Dr. W. M. L. Horner (Osgathorpe, Leicester) writes: To-day I’ 


was given a message by ‘phone that a patient required a visit.. 


Not being able to manage it on -my first morning: round, I went first 
thing in the, afternoon, only to be informed that -the patient had gone, 
- to the dentist. Presumably the patient was not ill enough to prevent 

her from 'going to the dentist, but too ill-to prevent her from going to. 
‘see her doctor. Does it make sense T ne re 


Doctors and Dentists Sate? ` * 
Dr. J. McL. Lees (Walsall) writes: I have no wish to become 

involved in a doctor-v.-dentist quarrel. Like Mr, Ferguson Mackenzie 

(Supplement, October 8, p. 163) I think we, the medicals, pro- 


vided poor opposition in the dispute. with the Minister. © But he ` 


should not use the Minister’s tactics of figures to prove anything. 


~ 


[-seem to remember .that I had to purchase equipment. MO SE 


Payment of Locums se ey ; 
‘Dr. D. G. Syitus(Cambuslang re ? 
(Supplement, October 8, p. 163) writes’ of giving, partnerships away. 
The statement reveals f. common, belief which I think is wrong. ,It 
suggests that the number ‘of patients on his list is there by some 


divine right and not—as far‘as “ Principal” is concernéd——as the `` 


result of a happy accident. On July 5, 1948, “ Principal ” sold the 
financial interests of his’ practice to the State. ‘Whether or no it was 
a good business deal is irrelevant. The State actually. owned his > 
patients, but instead of-paying him a salary to: look after a certain 
number of-them it ‘allowed him to continue treating the total and, 
incidentally, a certain amount of money per caput for his trouble— 
not a bad arrangement provided you are a principal, Jt is as if ina 
hundred-yards sprint he was 
ninety yards, not, ‘because he -was a poor runner but because he 
happened to be in that part of the track—and ‘running no less— 
` When the race began. ‘Is ‘it reasonable to complain if some of the 
misguided. individualists who began at scratch request a rearrange- 
“ment of handicaps ? eea ee : 


f 
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`, Advancés in Biological and Medical Physics. Volume 1. 
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oe a B.M.A. “LIBRARY 
The-following books have been.added to the Library: 


Abely, ACM. P.: Introduction à I'Etudé de I’Endocrino-psychiatrie. 
Re AON ion. eae i 


1948, 
Betouliéres, P.: L’Ultra-violet, la Lumière Solaire et 
Artificielle, Pinfra-rouge. 1949, 
Allen, C.: Modern Discoveries in Medical Psychology. Second 
, edition, 1949, . ' 
erican Academy: ‘of Pediatrics: Child ‘Health Services and. 
_ Pediatric Education. 1949, we Pe ta 
ABTA C. A.: Diagnostic et Traitement des Maladies de l’Enfance. ; 
air G.: L'Infiltration Stellaire : technique, indications, résultats. 
Ayman, D:: ‘Arterial Hypertension. 1948. 
Bachmeyer, A.'C., and Hartman, G. (Editors) :- Hospital Trends and 
Developments, 1940-1946. 1948. a ae 
Baumgartner, J. G.: Canned Foods. Third edition. 1949. 
Bellak, L.: Dementia Praecox. 1948. i 
Bertwistle, A- P.: Descriptive. Atlas of Radiographs. 
‘edition. 1949, , i ` 
Caldwell; J.-W.:. Understand Your Diabetes : 
‘diabetic patient. 1949., , 
Cambray, P. G., and Briggs, G. G. 


Seventh 
a, guide-book. for the 


B.: Red, Cross and St. John. 

the humanitarian services of the War Organ- 
ization of the British Red’ Cross Society and Order of St. John 
of, Jerusalem, 1939-1947. 1949. 

Carrington, H.: The Invisible World. 1949, 7 

. ledicine on the March: a Progress report. 1949, 

ohen, I. B.: Science, Servant of: Man: a layman’s primer for the 
are of science. 1949, : eee - 

Colloques ‘Internationaux ‘du Centre National de la Recherche 
Sctentifique. VIII. Unités Biologiques Doauées de Continuité 
Génétique, Paris, juin-juillet, 1948: 1949, 

i du Centre. National de Ja Recherche 

Scientifique. XI. Les Lipides, Paris, 5 au 12 janvier, 1948. 1949] 

ongresso XX°, Roma, 24-26 Ottobre, 1947: Atti della Società 

- Italiana-di Urologia. 1948. i r 

Curtis-Bennett, Sir N. Pas of the People: being the history of. 


industria] feeding. 1 . 

ack, G."M.: Food Poisoning. Revised edition. 1949, ; 
mary ig and Van den‘Berghe, L.: Diseases of the Warm Climates. 
Duret, P.: Les Métrites du Col. 1948, 


J.: Emotional Problems of 


English, O. S., and Pearson, G. H. 
Living. 1947. - 
Fox, G.: 


G.: “i Book- of.'Miracles.” 
notes by Henry J. Cadbury. 1 


,Edited-with an introduction and 
Friedlander, K.: Psycho-analytical Approach to Juvenile Delin- 


.. quency, 1947, ` 
Fulton; J. F.: Functional Localization in the Fronta] Lobes and 
Cerebellum. 1949, = ~ ; ' . 


Geckeler, E. O.:' Fractures ‘and Dislocations: for practitioners. 
Fourth edition. 1948, , °° > 
van Gelderen, C.: Funktionelle. Pathologie in der Chirurgie. Zweite 
Auflage. 1949. ' i 
Schmidt, P. G.: Die Lungentuberkulose.. Zweite 
Auflage. 1949, i - 
Grinker, R. R., and Bucy, P, C.: Neurology: Fourth edition. 1949. 
uy,. W.:- Mostly Memories—Some Digressions, . [948. a 
‘Hamburger, J., and ‘Ryckewaert, A.: Nouveaux Procédés d’Explora- . 
' tion Fonctionnelle du Rein, 1949. ~ 
Harms, E. tens Handbook of Child Guidance. 1947, 
Henry, T. A.: The Plant Alkaloids Fourth edition. 1949, 
seal ri and Dodsworth, E.: Food Inspection Notes. Third edition. 
Hoff, F.: Behandlung innerer Krankheiten : 
‘ Ratschläge für Studierende und Arzte. 
Jones, D. C.~- Social Surveys. -1949, 
Kanert, W., and Koélsch. K. A.. Gemeinsame Erkrankungen aus der 
inneren: Medizin und Chirurgie. 1949, ‘ 
Bemble, J.: Surgery’ for Nurses: a textbook for the surgical nurse. 


| Richtlinien und 
Vierte Auflage.’ 1949. 


Kemp. W, N.: The Value of Hormones in General Practice. 1949, - 

Khoury, C.: Hallux Valgus.. 1947 ~ “ i - 

Kiely, P.: Textbook of Surgery. 1949. ; 

Kumer, L.: Dermatoiogische -Kosmetik. 1949, - 

Lambie, C. G., and Armytage, J. E.: Clinical Diagnostic Methods. 
Two volumes. 1947-8. . i : 

Bee A, (Editor): The Commonsense Psychiatry of Dr. Adolf Meyer. ž 


194 5 Z 
Ç.C. Hospitals: a retrospect, 1949. 


MacNalty, 
Menninger, 
1948. 


Modern 
1949, 


Sir A. S.: The Three Churchills. 1949., © 2 
W. C.: Psychiatry : its evolution- and present status. 


Practice in Anaesthesia, 1949: Edited by Frankis T. Evans. 


Liverpool, ‘Sir Robert Jones of Liverpool and London; John 
Ridlon, “Er of New York and Chicago to Modern Orthopaedic 


* D 


. Surgery. 1948.. 


x, Pelton, W.J., and Wisan, Y-M. (Editors): Dentistry in Public Health. » 
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SUPPLEMENT 10 THe 
ASSOCIATION ee pea BRITISH MEDICAL JOURNAL 
' \ ee ws Ee a 
Psychiatric Research: By Cecil K. Drinker, et al. 1947. i ` : . 
Puxon, : Handbook.of Midwifery. 1949: i NOVEMBER ? 
Ribeiro, E. B.: Estudos Chirúrgicos. Sa Série. : 1949. 2 Wed. Finance Committee, 2 p.m. 
‘oe G. F.: Acute Injuries of the Head. Third edition. 2 Wed. (At (ro Hotel, -Shrewsbury) Welsh Commitee, ` 
Saten C. P Pi maie Sager of, the a 1949. y .3 Thurs. Joint meeting with Chemists on Doctors’ Stock 
Shepard, W MB Essen:ials of Public Health. 1948. Orders, 10 a.m. 
Spa re Cy: Anatomy and Ballet: a handbook for teachers of baltet 3 Thurs. Cia Consultants and Specialists - Committee, 
, p.m. 
Speer, E.: Der Arzt der Persönlichkeit. 1949., 
Sprott, W. J, H.: Sociology. 1949. 3 Thurs. ariii tonal Han sa 5 pos in relation 
Thiel, R.: Atlas der Augenkrankheiten. Fiinfte nif 1948, Q h » +P ` 
Thomsen, W.: r A der Massage und manuellen Gymnastik. 4 Fn. a re Salaries 'of Medical Teachers, etc.. 
Zweite Auflage 4 i p.m 
Thorek, M.: A Surgeon’s World: an autobiography. 1949. ' 
Torpin, R.: a Treatise on Obstetric Labor. 1948. 8 Tues. Arrangements Committee, 2 p.m. 
Trapozzano, V. R. (Editor): A Comprehensive Review of Dentistry. 9 Wed. Commitee on ee Pose aduate Education of General 
1949, ; : , 
Trueta; J.: An Atlas of Traumatic Surgery. 1949. © >~ 10 Thurs. General Medical Services Committee, 11 a.m. ' 


Vasconcelos, E.: Ulcers of the Stomach and Duodenum: technique , 
of surgical trea:ment. 1947: 

Weiss, E., and English, O- S.: Psychosomatic Medicine. 
edition. 1949. iio 


Zweig, W.: Die Erkrankungen des Darmes. 





H.M. Forces Appointments 





ii , ROYAL NAVY 


Surgeon Commander C. H. ue has been placed on “the Retired 
List. 


ROYAL ARMY MEDICAL CORPS 


eo tore Service ‘Commission. eee H. T. Chiswell, O.B.E., to be 
ajor 
REGULAR ARMY RESERVE OF OFFICERS 
y ROYAL Army MEDICAL Corps 


Maior (Honorary Lieutenant-Colonel) J. H. Walters, I.M.S. 
retired, to be Major. e 
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Association Notices 


f 
I [i ` 


TUBERCULOSIS AND DISEASES OF THE CHEST 
` GROUP ' 


Members of the Association interested in chest diseases are 
reminded that a Group has been’ formed of members whose 
work is primarily concerned with tuberculosis and diseases of 
the chest. 


. may be obtained from the Secretary. 


MEETING OF REGISTRARS 


The National Committee of, the Registrars’ Association of Great 
Britain has petitioned the Council of the Association to ‘form a 
Group of Registrars. This petition will be considered by the 
Council at its meeting on November 16, 1949, 

The Central Consultants and Specialists Committee has 
agreed to the principle that registrars should be represented 
on its- various regional committees, and that there should be 


a place on the Central Committee for one registrar elected from ' 


among those who are serving on the regional committees. 

In order that no time may be lost in framing the -constitution 
of a Registrar Group and in electing a Group Committee, it is 
proposed, pending the Council’s approval of the formation of 
a Group, to call a mass meeting of registrars at B.M.A. House 
on Saturday, November 26,-at 10 a.m. It is important that the 
meeting should be as large. and representative as possible, and 
every practitioner holding a registrar appointment is cordially 
invited to attend. | 

o! CHARLES Hint, | 
P Secretary. 


Diary of Central Meetings 
OCTOBER 
Armed Forces Committee, 2 p.m. : 


31 Mon. 


i + 


Second - 


i Wednesday, November 2, 2.30 p.m., Dr. A. V 


Forms of application for membership of this Group 


ll Fri. Evidence oCmmittee (Royal Commission on Capital 


` Punishment), 11.30 a.m. 


16 Wed. Council, 10 a.m. 
17 Thurs. ‘Radiologists Group Conference, 1.30 p.m, 
17 Thurs. Radiologists Group Committee (at termination al 
Group Conference). 
25 Fri. Committee on Psychiatry and the Law, 2 p.m. 
oe DECEMBER 
22 Thurs. Occupational Health Committee, 2 p.m. 


Branch and Di\ision Mee‘ings to be Held 


Baru, BRISTOL, AND SOMERSET BRANCH.—At Physics Lecture’ 
Theatre, The Royal Fort, Bristol University, Wednesday, November 
2, 8.30 p.m., annual genetal meeting. Presidential address: “~The 
Forgotten Inventor.” 

BLACKPOOL AND FYLDE DIvision.—Joint meeting with Blackpool 
and Fylde District Law Society at Clifton Hotel, Talbot Square. 
Blackpool, Wednesday, November 2, 7.15 p.m., reception; 7.30 p.m.. 
dinner, followed by lecture by Mr. J. D. "Cantley : “The Doctor 
in Litigation.” 

DONCASTER DIVISION.—Joint meeting with Doncaster Medical 
Society at Parkinson’s Café, Doncaster, Tuesday, November l. 
7.45 for 8 p.m., dinner, followed by an address by Dr. W. Lomax: 
“ Puerperal Fever.” 

East Herts ‘Division-—At County Hospital. Hertford. Wednesddđy, 
November 2, 8.45 p.m., address by Mr. Kenneth Walker: “ A 
Wider Approach to Genito-urinary Problems.” ` 

EAST NORFOLK` Division.—At Norfo'k and Norwich Hospital. 
. Kelynack (Assistant 
Secretary, B.M.A J: “ Present Policy. ia 

GOOLE AND “SELBY Division.—At Lodge, Snaith, Thursday. 
November 3, 8.15 p.m., paper by Mr. A. J. C. Latchmore: ‘ Recent 
Advances in General Surgery. ” 

GUILDFORD Diviston.—At Royal Surrey oCunty Hospital, Guild- 
ford, Thursday, November 3, 8.30 p.m., address -by Mr. Price 

Thomas: “ Surigcal Treatment of Carcinoma of the Lung.” 

Mip-Essex Division.—At St. John’s Hospital, Chelmsford, Sun- 
day, November 6, 10 a.m., Dr. I. Gordon: - Treatment of. "Heart 


. Failure.” i 


PADDINGTON Division.—At Wright-Fleming Institute, St. Mary’s 
Hospital, Praed Street, London, W., Thursday, November 3, 8.30 
p.m., lecture- demonstration by Professor R. Cruickshank: “ The 
Laboratory's , Part in the Diagnosis and,Treatment of Disease.” 
Members of neighbouring Divisions are invited. 

RocHpaLe Division.—At Providence School, Hieh Street, Roch- 
dale, Friday, October 28, 8.30 p.m., clinical meeting. Dr. L. D. 
Walker, Medical Director of No. 4 Mass Radiography Unit; wil! 
demonstrate the working of the Unit. - 

SWANSEA Drvision.—At Swansea General Hospital, 
November 3, 7.30 p.m., clinical meeting. 

WEST HERTS DIVISION.—At Peace Memorial ‘Hospital, Rickmans- 
worth Road,: Friday, November 4, 8.3 p.m., joint meeting 
with West Herts and Watford Medical Society. Dr. Robert Forbes : 
“ Legal Hazards in Medica! Practice.” . 


The. 


TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to, be members of a trade wnion 
or other organization :, 


Metropolitan Borough Councils. Piha Hackney, Poplar 
Non-County- Borough Councils—Dartford. Wallsend. 
Urhan District Councils Denton, Droylsden, Houghton-le- 


Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. 
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CONFERENCE OF LOCAL MEDICAL 
: - `. COMMITTEES 


The Conference of Representatives of Local Medical Com- 


mittees managed in one day to dispose of a relatively formidable 
agenda and to escape the criticism voiced at some recent 
‘Representative Meetings that the time factor has prevented 
adequate discussion. Last week’s Conference ‘was no exception, 
possibly because the representatives were unanimous in reach- 
_ing some of the more important decisions. The representations 


_on behalf of general practitioners in the Service made to the” 
` Ministry as long ago as March 3 this year remained unanswered . 


when the Conference met, and the chairman of the General 
Medical Services Committee- was speaking for -representatives 


from all parts of the country in his strong condemnation of . 


the -Ministry’s “go slow” tactics.  - l 

The Ministry undertook” to complete certain investigations 
“reasonably soon” ‘after the G.M.S. Committee. sub- 
mitted its case some seven months.ago. The: next step. 
was. the receipt from the Ministry in mid-August of a formid- 
able document of some 240 pages of statistics of general 


practitioner income, which ‘the committee . on examination - 


criticized as unreliable and inaccurate in parts. This involved 
substantial revision of the document, and it can be under- 
stood that this takes time. What could not be understood by 
the’ Conference was the apparent inability of the Ministry to 
correct the inaccurate calculations made at the inception of the 
Service in détermining such factors as the size of the Central 
Pool. One incontrovertible fact is that the mimber of general 
practitioners entering the Service proved to be higher than the 
number which. had -beem estimated for the purpose of this 
calculation. © l oly fhe 

_ The Conference unanimously deplored the delay on the part 


of the Ministry in -dealing with the matter and passed a second. 


resolution, again unanimously, that, as the proper calculation of 


the amount of the Central-Pool, including an adjustment.for: : 


. any increase in the number of doctors, can be undertaken with- 
` out awaiting the redraft of the Ministry’s document on general 
practitioner remuneration, it be demanded of the Ministry that 
this step be taken. now in agreement with representatives of 
general practitioners. 

E E Health Centres 


It was reported to the Conference that, a vigilant watch was 
being maintained on the development of plans for health 
centres. Local medical committees have been. asked to use 


their influence to prevent the_hasty establishment of undesir- . 


able types of health centre.. ` ; 7 

After consideration of the implications of the clause in the 
_N.H.S. Amending Bill to enable general practitioners associated 
with health centres to attend private as well as public patients 
there, the Conferenée endorsed the decision ’of the -G.M.S. 
_ Committee not to oppose this proposal. At the same time 
it proposed certain measurés.to protect the~ position 
_- doctor who transfers his practice to a health centre. - The 


| view was expressed that, during the experimental period, in any- 


area in which a health céntre is to be opened an essential 
‘preliminary. is that no doctor should be allowed to open a 


surgery (including a surgery at his residence) within an agreed — 


area surrounding the health centre for a specified period before 
and after the opening of the centre. This rule is not intended 
to apply to principals practising in the health centre or to a 
doctor who at the commencement of the specified period had 
premises in the area from which he-practised and was on the 
executive council list. ~>  ~ i p a E 


- 
~-~ 


of the-. 


-appreciation of the work already done by the committee. 


Certificates: of Unregistered Practitioners 

In moving a resolution on this subject a representative stated 
that in his town the Ministry of National Insurance office had 
undertaken to consider “ on their merits” certificates of inca- 
pacity ‘given by unregistered practitioners. A few days ago a 
statement in more* positive terms was issued by the British 
Health Freedom Society informing its members that “the 
Ministers of Health dnd National Insurance had issued a 
directive that certificates of bona-fide unorthodox practitioners 
shall be accepted for payment. of sick benefit.” The Confer- 
ence is informing the Minister that it strongly disapproves of 
any certificate of incapacity given by an unregistered practi- 


-tioner being considered by the Ministry of National Insurance 


—even “ón its merits.” 
_ The Prescription Charge 

There are still’no details available of the proposed method of 

giving effect to the Government’s decision to make a charge of 


- not more than 1s. (except if the case of old-age pensioners) 


for each prescription under the National.Health Service. The 
Conference recorded its opinion that in no circumstances what- 
ever should a doctor be required to become an agent to collect 


a Government charge on prescriptions. 


} General Practitioners and Hospital Work 


_ Three weeks ago certain important passages in a Ministry 
circular were commended in this column. In that circular— 
R.H.B. (49) 132, which appeared in the Supplement of October 15 
(p. 168)—the’ Minister advises regional hospital boards in review- 
ing. plans for the change of use of cottáge hospitals to consider 
the continued proyision of beds in the charge of general practi- 
tioners, ‘including maternity beds in the charge of general- 
practitioner obstetricians. The Conference regards this as. sound 
and acceptable advice and is suggesting to local medical com- ` 
mittees that they should take every opportunity of securing its © 

implementation in their areas by regional hospital boards and 
hospital management committees. A number of other resolu- 

tions were passed with the object of bringing -the general 

practitioner ito closer association with hospital work. 

f 3 A „Busy Year _ 

This selection of some of the more important decisions of 
the Conference overlooks the vast amount of steady spade-work 
which the G.M.S. Committee has undertaken during the first 
15 months of the Service.. Some indication of its continued 
“ plugging away ” to remove anomalies and to secure improved 
terms and conditions of service is reflected in the committee’s 
Annual and Supplementary Reports published in the Supple- 


ment of August 27 (p. 99) and of October 1 (p. 150).. The 
subjects dealt with, to take a few examples, include mileage, 


. temporary residents, basic salary, inflation of doctors’ lists, | 


vaccinatiqn and immunization, the filling of practice vacancies, 
certification, various dispensing and prescribing points, maternity 
services (including fees for miscarriages), superannuation, 
assistants; treatment of seamen, emergency treatment follow- 
ing’ demtal operations,’ partnership shares, refresher courses, 


-income tax,,and the Special Inducement Fund. ' 


That the Conference was sensible of the vigilant work being 
carried on was evidencéd by the warm vote of confidence 
which it accorded to the G.M.S. Committee and by its great 
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SPECIAL INDUCEMENT FUND 


The Ministry of Healt has been asked to arrange for the 
balance ,of the Special Inducement Fund to be distributed 
among general practitioners who are able to substantiate 
claims. on’ hardship grounds as a result of the introduction 
of the National Health Service. The Ministry has agreed on 
principle, and the details will shortly be under discussion. 





~ 


HEALTH SERVICE : 


The Australian Minister ‘for Health, Senator McKenna, has 
stated that, in view of the recent High Court judgment that 
Section 7a f the. Pharmaceutical Benefits Act is invalid, the 
free-medicine, scheme will ‘be on a voluntary basis (The Times, 
October 26). : 

This Act required sectors to use a Government prescription 
form when prescribing free medicine: The action’ had been 
brought i in the High our by the Federal Council ‘of the B.M.A. 
in Australia, l . : 


` 
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-> PAYMENT OF REGISTRARS - IN, TEACHING 


em 


Li 


5 ~ HOSPITALS : 


Representations have been’ made,to the. Minister that certain 
medical schools would prefer to contribute towards the salaries 


. of registrars employed in teaching hospitals. This matter has 


been ‘discussed: with the University Grants Committee, which 
has confirmed the following resolution by the Medical Advisory 
Committee : z i 
That the committee‘ do not regard it as generally essential, on 
educational grounds, that universities should contribute to the 
salaries of registrars employed in teaching hospitals.. They would, 
however, consider it appropriate that any univérsity which desired 
to make such a contribution up to 50% of. the registrars’ salaries 
should be permitted to do so if its financial circtimstances allow. 


The Minister will make whatever arrangements may be pre- 
ferred by a particular university or medical school for contribu- - 
tions towards registrars’ salaries. It is not suggested that any 
initiative, should be ‘taken by a board of governors to: obtain 
contributions.. But, should- a \university or medical school 
intimate to the board that it desires to contribute an amount 
of up to 50% of the salaries of registrars employed in a_teach- 
ing hospital, the board should agree. The precise proportion 


. should be:a matter of arrangement between: the board of 


governors and the medical school or university concerned. 


` 
' 
r 





-. REGISTRATION OF OPTICIANS 
EVIDENCE INVITED 
The Intra -departmental Committee on the Statutory Registra- 


tion of -Opticians (Supplement, October 1, p. 149) will consider- 


evidence relevant to its inquiries from interested bodies or 
persons. It has already invited evidence from some; others 
wishing to put their views before the committee should submit 
written memoranda to the secretary of the committee, Ministry 
- of Health, Whitehall, London, S.W.1. 


- 
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FRIENDLY SOCIETY CERTIFICATES 


' The General Medical Services and Private Practice f mia: 


have.-considered the request of a deputation of the National 


‘, Conference of Friendly Societies that practitioners should not 


charge for medical certificates of incapacity requested eby aged 
members of Friendly Societies who are not entitled to sickness 


benefit under the Nationa! Insurance Act and therefore do not 


ask for National Insurance certificates. 

Both committees -are sympathetically inclined to the view 
that. in these circumstances practitioners should not charge for 
such certificates provided the society supplies a form- for the 


doctor’s -signature. 5 


CENTRAL CONSULTANTS AND SPECIALISTS 
` COMMITTEE (SCOTLAND) 


The Central Consultants and Specialists Committee (Scotland) 
held its first meeting of the new- Session on October 20. 
Mr. I. Simson Hall was-re-elected chairman of the committee, 
with Dr. T. Murray Newton as deputy chairman. ' 

The following members were appointed to represent the com- 
mittee on the Central Consultants and Specialists Committee for 
the-coming year: Professor L. J. Davis, Dr. I. D. Easton, 
Dr. J. G. M. Hamilton, Mr. I. Simson Hall, Dr. J. B. King, 
‘Mr. N. J. Logie, Mr. W. S. Mack, Dr. T. Murray Newton, 
Dr. A. R. Wilsoñ, and Dr. J. H. Wright. - i 


á / i 
z General Practitioners and Hospitals 


The committee discussed the proposal to’ form-a joint sub- 
‘committee with the General Medical Services Subcommittee 
(Scotland) to consider problems affecting general practitioners 
in relation to hospitals under the National Health Service: 
Many members expressed the view that the new administrative 
arrangements, far from leading to the desirable integration of 

. the profession, were resulting in a growing separation of the 
interests of: specialists and practitioners. -In the interests of 
medicine as a whole it was essential that this tendency should 
be checked. The committee therefore agreed to the immediate 
formation of a subcommittee capable of co-ordinating the views 
of both specialists and _general ‘practitioners. : 


— 


Distinction Awards ` ` 


The committee was unanimously against the peston that 
consultants and specialists -should be required to apply for 
distinction awards, but considered that the proposed regional 
committees should remain in being and review regularly (prob- 
ably annually) the qualifications of all consultants in thé region 
‘from the point of view of special distinction awards. 

Any. new holder of .an appropriate hospital appointment 
should be asKed to complete a statement of his qualifications. 

~ No new entrant-to the specialist.service would then have reason 
to suppose that any claim he might have to a distinction award 
had been ignored by the regional committee. through lack of 

. Information. 
Part-time Appointments g 

Attention was drawn to the action of certain regional hospital 
boards in appointing or proposing to appoint whole-time officers 
in charge of hospital departments where-these posts had hitherto 
been held by senior consultants on,a part-time basis. In specific 

‘cases quoted by one member of the. committee, the regional 
hospital boards in question had declined to reconsider their 
decision, to make the posts whole-timé, no option being given 
to the senior consultant in the area to accept the appointment 

on a part-time basis. 7 
- The chairman pointed out that this policed of the regional 

hospital boards, if pursued, would nullify the provisions of the 
Amending Bill designed to give effect to the Government’s 
declared intention not to require all specialists to be employed 
whole-time. The committee felt very strongly that immediate 
action should be taken, and referred the matter to the Joint 
Committee for ‘Consultants and Specialists (Scotland) with a 
request that it be taken up with the- Department of Health for 

Scotland as one of. urgency. ‘ 

Other. Business ` 

The committee gave general approval: to the proposals sub- 
mitted by the Executive Committee of the Central Consul- ° 
tants and Specialists Committee for the establishment of an 
independent fighting fund for consultants. 

The committee then considered a protest from eonsuliants 
in the Western Region regarding the wording in the contracts 
offered to clinical teachers. . The consultants thought that the 
phrase “so long as you continue to hold your appointment as 
clinical teacher from the university . * was tantamount to grant-- 
ing an outside body the power to dismiss a consultant from 
employment with the regional hospital board. The chair- 
man reported that, having anticipated similar difficulties, ‘the 
South-Eastern Regional -Board had, vii the- approval of the 


"Nov. 5, 1949 7 
` Department of Health, altered the’ offending phrase to read “in 
association with your teaching appointment with the university.” 
Attention was:drawn tó a document which had been issued 


HEARD AT HEADQUAR 


fe, 


to certain clinical teachers in, conjunction with their contracts,’ 


‚in which ‘it was stated that, in,the event of. the termination ofa 
teaching appointment, the regional hospital board would issue 
a new contract to the consultant concerned.- While it was doubt- 
ful if an ‘undertaking in this form would be legally enforceable, 
it was felt that it did go some way to safeguard the position of 
the affected individual. The secretary was therefore instructed 
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to request the Department to invite all regional hospital boards” 


* to issue the document to all clinical teachers in contract with, 
them. The representatives of the Western Region were advised 
to approach their regional hospital board once more with a 
‘request that the phraseology of the contracts to clinical teachers 
be altered as had been done in the South-Eastern Region. 


It was reported that the report prepared by the special sub- 


committee which had been appointed to investigate the position 
of medical superintendents in. Scotland under the N.H.S. had 
‘been the subject of a-discussion between the Scottish Joint 
Committee and officials of the Department of Health. A further 
discussion is to be held when the Department has prepared. 
a revised scale of remuneration for the medical superintendents 
in Scotland. f % 








HEARD AT HEADQUARTERS 








' Flank Attacks l 
After reading in the papers the other day ‘that regional- hos- 
pital boards are being “ packed with Socialists’? we were not 
surprised .to-see a report the following day that “ belted earls 
“and whisky magnates” have crept on to the boards. The 
former opinion was attributed to the Conservative Party’s, 
Weekly News Letter, the latter to Dr. Ian Gilliland, chairman 
~ of the executive of the Socialist Medical Association. These 
views were apparently expressed independently and not in 
repartee, which seems to suggest that the boards are a fairly 
representative spectrum of politica] colour. That is as it should 
-be in a country which prefers to take its politics in mixtures 
rather than by injections of -pure ‘synthetic products. The 
vocabularies of political allegation still seem to favour” the 
- Socialist. Belted earls, as we all know, are-regarded with sus- 
_picion the whole world over, except perhaps in the House of 
Lords, whereas the hiss of “Socialist” has Jost much of the 
arresting thrust that it had 50 years ago. 


View 


a 


_ magnate. : ' 
, ; Good Chairmanship 
Headquarters has seen some excellent chairmen—a_ task 
-demanding~ physical as well as mental energy—and Dr. 
Walter Jope, presiding over the Conference of Representatives 
of Local Medical-Committees, ‘started the day with some sound 
advice : “ Can you hear me ? Now, if any representative intends 
- to speak let him take his place in the queue at the back of the 
platform. If while waiting there he finds that his point has 
been made by speakers in front of him, let him go back to his 
place without putting it again; but if there is really a point 
which he toinks should be put and has not been put by others, 
let him make it succinctly, with due regard to the time limit. 
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LOCAL -MEDICAL COMMITTEES? 
`. CONFERENCE. ` 
ACTION ON REMUNERATION SETTLEMENT DELAY 


The Annual Conference of Representatives. of Local Medical 
Committees was held in the Great Hall of B.M.A. House, 
London; on Thursday, October 27. Dr. W. Jope (Blantyre, 
Lanarkshire) presided. Almost every committee in Great 
Britain was represented. The principal discussions took place 
on matters arising in the annual and supplementary reports 
of the General Medical Services Committee, published in the 
Supplements of August 27 (p. 99) and October 1 (p. 150), which 
were introduced by Dr. S. Wand (Birmingham), chairman of 
the committee. Pi di r l 

Some discussion took place on a proposed change in the 
date of the Annual Conference, the committee holding that 
if it were held in June it would facilitate the work of the 
committee in the early autumn, and also, the date being nearer 
-that of the Annual Representative Meeting, it would make 
for better co-ordination between the two conferences, Repre- 
sentatives from Worcester, Buckinghamshire, Gateshead, and 
other constituencies, however, desired that fhe date of the 
. Conference should remain in October, and this proved to be the- 
view of the majority of the Conference (86 to 72). 


- The First Year of the Committee 
~ Dr. Wand, who was cordially received, introduced the reports 
of the General Medical Services Committee. The committee, 
he said, had had a strenuous year. The agenda of its monthly 
meetings rarely contained fewer than 60 items, and sometimes 
as many as 100. As general practitioners they had lost no 
ground in their discussions with the Ministry, and they had 


. made some gains, but none were easily won. The Minister at 


Incidentally; a. 
‘_, fortune undoubtedly awaits the first man to invent a whisky 


But I-must warn him against the dreadful fate which overtakes 


anyone. who_comes foo frequently to ‘the microphone—they 
make him chairman of the Conference.” j 


Ca 
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. Questions Answered `. 


-i q 





, Purchase Tax 
Q.—I propose to ‘buy an elèctric floor-polisher for use on 
the surgery and waiting-room floors, and also a refrigerator, 
which will be used partly for storing drugs and sometimes blood. 
‘Am I entitled to exemption from purchase tax ?° ` 


A.—There is no exemption from purchase tax for either of ‘ from the success of the G 
inception of the Act. 


" these articles even when used for the purposes stated. 


\ z t 
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the beginning, when urging ‘them to come into the Service, 
had said that if there were unresolved difficulties the sharp 
edges would be smoothed over by subsequent discussion. In 
almost every case, however, when they had made a gain they 
had had to fight hard. i 

In the field of midwifery a certain number of improvements, 
relating to: attendance at miscarriages, emergency midwifery, 
and so on, had been obtained. At an earlier conference the, 
position of the rural practitioner -had been strongly brought | 
forward, and they had now obtained for the rural practitioner 
an extra half million of new money and £200,000 from the- 
Special Inducement Fund; making the total sum in! the mileage 
pool £2 million. There could be no doubt that the man in 

: the easy rural area got too much in comparison with his col- 
league in the more difficult rural area, and it was evident 
that men in what had’ been called the “ mountain and light- 

„house ” cases would require special treatment. The committee 
had set up a Health Centre Subcommittee, which had been 
considering in particular the protection of the doctor who 
wished to take his practice in-such a centre. The interminable 
delay in the discussions with the Ministry over remuneration 
would be.the subject of resolutions to come before the Con- 
ference. It was most difficult to overcome the “go slow” 
movement in a Government departinent. 

A very noticeable feature of the first year’s experience was 
the changed attitude of the patient—the demanding attitude, 
the attitude which required the doctor to do certain things. 
Lay people in high places who should know better often 
seemed most unwilling to recognize the difficultigs under which 
doctors were working. In Birmingham there had been 
published în the press what took place at a recent meeting of 


` the executive council when a doctor had the temerity to say 


that their waiting-rooms were so congested with trivial cases 
that it was difficult to find time to attend adequately to ‘the 
others, and he was thereupon “pulled to pieces” by the lay 
members. | If the lay members- of executive councils would 
not understand their problems, it was only to be expected that 
the -public generally would not understand them or make 
doctors’ lives any easier. They were suffering in this respect 
overnment’s propaganda before the 
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“We are fighting for more than money,” said Dr. Wand ; 
“we are fighting for status. The downgrading of the general 
practitioner during the last twelve months has been a most 
disturbing thing. “The receipts in general practice compared 
with those of other professional sections in the Service have 
made the position of the general practitioner almost a laughing- 
stock. The exclusion of practitioners from midwifery work 
in hospitals has helped to push us down the ladder. The 
Government has now issued a document to regional hospital 
boards (Supplement, October 15, p. 168) which indicates a 
somewhat changed tone in Government and higher circles, and 


if this is acted upon there will be an improvement in this’ 


respect. The grading of general-practitioner specialists has 
been regrettable in many areas, where the type of hospital has 
determined the grade rather than the ability and qualifications 
‘of the man himself.” _ ae. N 

Dr. Wand concluded his opening speech with remarks in 
high appreciation of Dr. E. A. Gregg’s long service as chairman 
of the old Insurance Acts Committee. 


The Remuneration Issue , 


Dr. Wand went on to make a statement on the delay, on the 
part of the Ministry in replying to the representations made 
to it ‘as long-ago as March 3 on the determination of the 
‘amount of. the general practitioners’ central pool. He said 
that on first approaching the, Ministry on this subject they 
were told that it was necessary to make certain investigations; 
which would be completed “reasonably soon.” They weré 
not completed “ reasonably soon.” Not until August was the 
document received—an immense document entitled “ Doctors’ 
Remuneration Tables,” running to 240 pages. The committee 
was immediately called together, and after examining the 
document an interview with the Ministry took place within a 
week or two of its receipt. The document on close examina- 
tion was found to be entirely unreliable and misleading. It 


showed the amounts of money which had been paid to doctors, - 


“but it disregarded such things as deflation of lists and also 
_ the effect of partnerships in which the monéy paid to one of 
the partners might be out of all proportion to his share of 
the profits of the practice. The Ministry had desired to publish 
‘the findings of that document. The committee took no excep- 
tion to the publication? of an accurate document, but they 
had been able to pull this. document to pieces in a manner 
in which probably no Government document-had ever been 
dealt with before. The Ministry then promised to look into 
‘the matter. further, and on October 19 a letter was received 
from Sir William Douglas, Secretary to the Ministry, stating: 

“We are looking carefully into the points raised at our last meet- 
ing. This has involved a good deal of research, and I am afraid, to 
my regret, it will not be possible to arrange for a further meeting 
before your Annual Conference.” 


“We are tired of this delay,” Dr. Wand continued, “ this 
‘go slow’ method, which can be regarded as an unfair weapon 
‘ in the light of the knowledge they must have; and, although 
we are-faced at the moment with an embarrassing position 
occasioned by the financial crisis, I for one see, no reason why 


we should not be able to determine as from July 5, 1948, what . 


was the proper amount in the ‘kitty’ having regard to the 
Spens report.” (“ Hear, hear.”) 

He proceeded to move ‘the following resolutions, which were 
formulated at a special meeting of the General Medical Ser- 
vices Committee the previous day: = 


That this Corfference deplores the delay on the part of the Ministry 
of Health in replying to the representations made to it as jong ago as 
. March 3, on the determination of the amount of the practitioners’ 

central ‘pool which should have been made available from the incep- 
tion of the National Health Service. Pai 


This was carried unanimously. ° 
The second resolution was: 


That as the proper calculation of the amount of the central pool, 
_ including an adiustment for any increase in the number of doctors, 
| canbe- undertaken without awaiting the redraft of the Ministry's 
document on general! practi ioner remuneration, it be demanded of the 
Ministry, that this step be now taken in agreement with representa- 
tives ‘of general practitioners. ` 


r 
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Dr. P. Y. Lyle (Southport) said that his was called an “ over- 
doctored” area, and it might be supposed that the doctors 
retained considerable income from private practice; but that 
was not so, for 93% of the population were on the lists, and 
the position for doctors who had been in receipt of fair incomes 
was very serious.’ 3 i 

Dr. W.. D. Anderson (Glasgow) said that in the suburban 
areas of his city, where doctors had very much smaller lists 
than in the industrial sections, unless something was done 
immediately to relieve the situation the smouldering resentment 
amongst practitioners would endanger the success of the scheme. 

Dr. Harriette Woodhouse (Middlesex) said that the general 
practitioners in her area were “absolutely tired of waiting.” 
It had been said that doctors in industrial areas, who were 
reasonably well off under the scheme, would not support any : 


- decisive action. It was for the rest of them to see that their 


colleagues in industrial areas stood by them in getting proper 
conditions for doctors in suburban and country districts. The 
remuneration of general practitioners suffered greatly in com- 
parison with that of dentists and opticians. Why should 
general practitioners be the cheapjacks of medicine? Was it 
not time they used the only weapon the Minister understood 
and themselves faced the sacrifice involved? The situation 
was in their hands if they stood together. She called upon 
the assembly for united action. : ` 
Dr. A. H. Weston (Middlesex) wished to see a little real . 
leadership in the General Mediċal Services Committee. There 
was an old saying in the Army, “ Whatever you do you will 
probably be wrong.” But here, if they did nothing, they 
would certainly be wrong. i i . 
Dr. Wand pointed out that one word in his resolution was 
stronger than had. been -used before—the word “ demanded.” 
The resolution was carried unanimously. ° 
Dr. Noy Scott (Devon and Exeter) had an amendment which 
was taken as a rider to Dr. Wand’s motion. It introduced the 
words “at the earliest possible.date, when the financial state 
of the country permits.” He said that, however just their 
claim might be, they had no right to place themselves above 
every other section of the community. The effect of his rider 
was to demand full recognition forthwith, but to delay the 
financial implementation -of it in the immediate future. He 


- put this forward as a practical resolution- as opposed to a 


pious resolution which carried them nowhere. 

Dr. J. A. Ireland (Shrewsbury) said: that this rider assumed 
a position which did not exist. The, question of an increase 
of pay in other walks of life was on the basis of an agreed 
rate of pay-in the past. In this case there had never been 
an agreed rate of pay between the profession and the Ministry. 
The rider had no relevance. 

Dr. H. H. Goodman (Newcastle) said that nobody would 
accuse thé doctors of being non-cooperative in a state of 


national emergency, but something must be done to help the 


position of doctors who had relied on private practice in 
the past,- and he believed it was the intention to use the 
£16.5 million or part of it to help doctors with very small lists— 
people who could not wait until the national economy had 


„been adjusted. The profession was not asking for an increase 


of remuneration, but that the pool established at the inception 
of the Service should be properly composed. 
Dr. Noy Scott’s rider was, in the words of the chairman, 


_ “lost almost unanimously.” 


Dr. D. Saklatvala (West Bromwich) moved to instruct the 
committee to report on the probable effect on the distribution 
of general practitioners’ incomes (and their relationship to the 
Spens recommendations) of the apparent decision of the 
Ministry to- reduce the number of patients per doctor in all 
areas where the average exceeds 3.000, and in view of the 
expressed opinion of the Medical Practices Committee that 


-the number of doctors in an area was not adequate if the 


average list per principal was substantially in excess of 1,600. 
Dr. J. E. Darlow (Holland, Lincolnshire) supported this 
motion on the experience of. his own area. j l 
Dr. J. A. Pridham, a member of the Medical Practices Com- 
mittee, said that Dr. Saklatvala had seemed to convey an 


insinuation that the Medical Practices Committee was an 
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-instrument of the Ministry to reduce the numbers on doctors’ 
lists. That was not so. The committee was not an instrument 
of policy. It was not for it to say what was a-desirable area. 


It simply made it known in what areas the number of patients - 


to the, doctor was high and in what areas low. 
_ Dr. Saklatvala said that he was quite-clear that the Medical 
Practices Committee was not responsible for policy. 

His motion. was carried. i 


~ 
~ 


5 Rural Practitioners and Mileage 
Dr. A. G. Holman (Norfolk) asked the Conference to express 
the opinion that the proposed mileage adjustment scheme was 


unjust in that several essentially rural practices were classified 
as semi-rural, and inasmuch as total mileage was ignored and 


only mileage over two miles taken into consideration.. When, , 


owifig to housing considerations, a doctor had to live on the 
periphery of his area of practice, he got a much greater number 
of mileage units than he did if he lived in the "centre, but the 
actual number of miles he covered in a year remained the 
same. 
in the centre of the area. 
Dr. J. C. Pearce (chaifman, Rural Practitioners Subcommittee) 
pointed out that the principle of the mileage scheme was not 
to cover the expense of running a car, but was intended as a 
yardstick in order to measure the necessity of the rural practi- 
` tioner with a. view to assuring him an average income com- 


r 


parable with his colleague in the town. He did not think it 


feasible to argue from individual cases, but the present method 
was, in his view, reasonably effective. _ K 

Dr. H. J. Browne (Staffordshire) maintained that the total 
-mileage fund was still not adequate. 
country with a list of 2,500 should be equal in income to'a 
first-rate industrial practice. ` l . 

Dr. Wand thought ‘that rural -practitioners should await the 
-publication of.the Doctors’ Remuneration Tables before com- 
paring rural and. urban remuneration. Those tables were in 
some ways extraordinarily revealing. The whole purpose of 
the adjustment had been to make a fair comparison between 
practitioners, not in order that they might take money out of 
a bottomless ‘pit, but iso that they could divide the money 
available fairly amongst themselves. The Rural Practitioners 


_ Subcommittee was satisfied in the light of present evidence— ° 


and would revise its opinion in the light of future “evidence— 
-that the money was now being divided as justly, as human 


endeavour could ensure it. a 
The Norfolk motion was lost. 


- 


Temporary Residents 


Dr..-J. T. Baldwin (Lothians and Peebles) moved to amend 
para. 44 of the Annual Report on the question of temporary 


resident credits, which he desired should be given only in those ' 


cases “in which medical advice and/or treatment has been 
given” (his motion being to insert the words-which are 
italicized). There was no definition of the word “treatment” 
in the terms of service. -It should be made clear that advice 
was a form of treatment. 

- Dr. Wand said that the word “treatment” obviously included 
“advice,” but the purpose of the paragraph in the report was 
to deal with a situation such as arose when a mother on holiday 
with -her children had occasion to see the doctor about one 
member of the famil¥ and brought along all the other mem- 
bers. There was nothing-at present to stop the doctor signing 
:temporary resident forms for each member of the family. If 
the word “advice” were included it, would be an encourage- 

-'ment to doctors who contemplated such action. i ‘ 
The motion was lost. 


The Isle of Wight suggested that the submission of Forms 
E.C.7 and 8 to a patient’s own doctor served no useful purpose, . 


whereas a detachable slip on Form E.C.19, bearing a diagnosis, 
‘which the patient could hand.to his doctor, would be of clinical 
value. Dr. F. E. Gould asked whether there were not enough 
forms to fill up already, and whether this could not be left to 
ordinary common sense as between doctors. An Isle of Wight 
motion on the subject was lost. aes 


t 
x 


LOCAL MEDICAL COMMITTEES’ CONFERENCE 


This seemed rather unjust to the doctor who ‘lived 


A good practice in the ` 


-” ` . cam 


-~ PA nd 


. SUPPLEMENT 10 THE 
_ BRITISH MEDICAL JOURNAL 


201 


a a Basic Salary i 
Dr. A. Owen (Lancashire) moved to instruct the committee 
to consider the question of basic salaries in all its aspects with 
a view to reopening discussion of the subject with the Minister. 
-Basic salary was paid, out of the local pool and administered 


by the executive council, but any man who was refused basic ` 


. salary had a right of appeal to the Ministry. He mentioned 


an instance of a doctor who had retired and gone to live at the 
seaside, and then undertook- practice in the N.H.S., making a 
claim for basic salary: which was turned down but allowed on 
appeal to the Minister. In Lancashire they felt that if they 
were to pay the piper they should call the tune, or if the 
Minister insisted on calling the tune the Government, and not 
the practitioners’ pool, should pay. ° 

Di. A. T. Lowden (Hampshire) said that executive councils ` 
were being overridden by the Minister, who compelled basic 
salary to be paid. ae ' 

Dr. Wand accepted the motion for consideration by his 
committee. “a5 

. Filling of Vacancies 

A motion by the Isle of Wight, which was accepted, called 
for closer contact between the Medical Practices Committee 
and local’ executive councils, together with local medical com- 


- mittees, before the filling of vacancies. This was accepted. 


Dr. G. D. Thompson (Lancashire) moved : 

That the appointment of a successor to a practice declared vacant 
should be made by the local executive council in consultation with 
the local medical committee without submission to the Medical 
Practices Committee. e 

Too mùch`centralization was a bad thing. The present system | 
gave rise to so many unavoidable delays that it was the more 
important to eliminate any avoidable ones. It took a minimum 
of six weeks to fill a vacancy. He had personal knowledge 


_ of a přactice in which a death vacancy occurred, and as it 


happened, owing to special circumstances, the successor was 
in the practice within a fortnight, yet within that fortnight half 
the practice disappeared among other doctors or because people 
were left untraced. If that could happen in a fortnight, what 
could happen in six weeks ? ý 
- Dr. J. H. Francis (Nottingham) said that the delay was nearer 
three months than six weeks. There were cases within his know- 
ledge in which the Medica! Practices Committee had overruled 
the loca] executive council and appointed another practitioner 
altogether, thereby causing local resentment. 

Dr J. A. Pridham said that the Lancashire motion would 
‘require-an amendment of the Act. The Act had placed on the 
Medical Practices Committee the task of selecting doctors for 


vacancies. But any amendment was unnecessary. ‘Delay need 


not occur owing to any action of the Medical Practices Com- 
mittee. There were certain delays at the executive council end. 
The Medical Practices Committée had addressed a letter to 
executive councils pointing out the best. way in which vacancies 
could be filled—namely, by the local executive council, in 
consultation with the.local medical committee, interviewing the 
applicants and sending up a short list. If the job was done 
properly the Medical Practices Committee within a very few 
days endorsed the local recommendation and the vacancy was 
filled, ‘but the job was not always done properly at -the local 
level. a 

Dr. A. Campbell (Lancashire) said that unless they were 


careful they would become completely centralized, and all 


doctors would be chosen ty the Medical Practices Committee. 
Dr. A. V. Russell (Wolverhampton) said that if his area two 
death vacamcies occurred, and there was a delay of three months 
before appointment. Dr. Harriette Woodhouse (Middlesex) said 
that it was obvious that the Minister was out to get all the 
power into his own hands; the Medical Practices Committee 
was his®creation and responsible to him. Was it not time to 
keep control in the hands of local bodies ? 

_ Dr. Frank Gray (London) said that the present position was 
that when the local executive council and the local medical 
committee-had made a recommendation it went to the Medical 
Practices Committee, and then there might be an appeal to 
the Minister. If they merely cut out.the Medical Practices 
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Committee they threw the whole power into the Minister’s hands. 
When the profession put up its representatives for the Medical 
Practices Committee everyone was aware that they were liable 
to be shot at, but the General Medical Services Committee was 
satisfied that Dr. Pridham ‘and his colleagues had done their 
difficult job well. oe 

Dr. I. D. Grant (Glasgow) said that a recent conference of 
interested bodies in Scotland had expressed the view that it was 
desirable that the actual.appointment to vacancies should be 
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made by the local executive councils, after consultation with . 


local medical committees, and that the Medical Practices Com: 
mittee shoyld be an appeal committee instead of the Minister. 

Dr. Wand said that the words “in consultation with the local 
medical committee = would mean a great deal in some areas 
and nothing at all in others. He believed that the Medical 
Practices Committee was doing. as fair a job as it was possible 
to do. One point of great importance which was secured from 
the béginning was that if a.doctor took a partner, proper notice 
having. been given, that partner, on: the other leaving the prac- 
He was sure -that 
that method of entering into practicé had not been sufficiently 
carried-out. If it were, a number of these delays and difficulties 
would be avoided? , : : j 

Dr. Thompson, in reply,’said that he had made no accusations 


against the Medical Practices Committee, but he thought its _ 


position rather futile at the moment. In most cases it acted 
merely as a rubber stamp. ? 

The Lancashire motion was lost. ‘s 

Qn the motion of Dr. J. A. Ireland (Shrewsbury), seconded 


.by Dr. W. Woolley (Bristol),' the Conference expressed the 


‘mean another month’s' delay, 


opinion that the Medical Practices Committee, when consider- 
ing appointments to practices, should invite a representative of 
the local medical committee to be present for :consultation. 
Dr. Grant said that in Scotland, in the event of disagreement, 
the Medical Practices. Committee would ‘be very happy to 


invite a representative of ‘the local executive ‘council—which 


he thought was the appropriate local body, rather than the 
local medical committee—to an interview. 
A motion by Derby asking the committee to take’ steps to 


L 


. &nsure that all medical appointments made on behalf of various 


Ministries be made through the local medica] committee or by 


advertisement was carried. E : 
-© Dr. D. F. Whitaker (Surrey) moved, and it was agreed, thať 


in the filling of vacancies caused by death or retirement, when 
the Medical Practices Committee departed from the recom- 
mendation of the executive council the committee should inform 
the executive council of its reasons for so doing. Dr. J. F. 
Murphy, a member of the Medical Practices Committee, gave 
an outline of the procedure which the committee adopted. 

~ Dr. R. C. Burton (Sheffield) asked for an amendment of the 
regulations so that notice of the successor to a practice might 
be given to the patients a‘month before the new practitioner 
took over the list. Dr. A. Beauchamp said that this would 
and there were enough delays 
already. ‘Dr. Burton explained that what he had in mind was 
not a death vacancy but a vacaticy on retirement, the practi- 
tioner giving normally three months’ notice, so that the last of 
these months might’ be taken for the notice of the successor 
and there need be no delay. His motion on the subject was, 
however, lost. l 


Various Practice Matters . aah 


ea 


Dr. A. B. Dayies (Walsall) asked that the committee be . 


instructed to take up with the Ministry at an early date the 
burden of work falling upon practitioners. Owing to the wide 
range of the Act, there were more matters on which people 
consulted the doctor and more benefits which they could receive. 
This resulted in longer surgeries and an increased number of 
visits. a 

Dr. Wand said- that the committee was by no. means un- 
mindful of the additional burden, but its- immediate task was 
to rectify the pool. The volume of work had no relationship 
to the total amount of money in the pool, but it had a relation- 
ship to the permissible maximum list, and this might in turn 
affect the way in which the. pool was dealt with. He hoped 


` the- Conference would leave it to the committee to use its 


f 
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common sense to make the right decision at the right time.- 
On this understanding he accepted the instruction. 

Dr. Wand said that the position with regard to fees for 
vaccination and immunization remained most unsatisfactory. 
It had been hoped to have a further conference with the 
Ministry during September, but nothing had happened. A 
motion of protest at the delay was carried, and the Confer- 
ence endorsed the action of the committee in informing the 
Ministry that it would take no steps fo discourage the refusal 
of the return .of reports of vaccination and immunization 


' pending the satisfactory conclusion of negotiations. 


Dr. Kennedy (Isle of Wight) protested that the proposed 
mileage payment in respect of maternity services was inadequate, 
and that payment, should come from the same source as pay- 
ments for maternity services. Dr. Wand pointed out that when 
the Ministry’s offer of an extra half million for the mileage 
fund was accepted it was understood that the maternity mile- 


, age payment would come out of it. He begged that the matter 


be left for at. Teasta year to’ see-how it worked, and it could 
then be seen whether modification was needed. 

' After a short discussion the Isle of Wight motion was lost, 
and the same fate attended a motion by Buckinghamshire calling 
for a reinvestigation of the method of payment. 


Medical: Services Comuiittee Procedure 


. ; : 

Dr. A. G. Holman (Norfolk) asked the Conference to express 
the view that an independent chairman with legal qualifica- 
tions should be appointed to preside at Medical Services Com- 
mittee inquiries. The chairman was elected by the lay members . 
of executive councils and sometimes looked upon himself as 
prosecuting counsel. Dr. C. M. Stevenson (Cambridge) said 
that, from his experience of Medical Services Subcommittees in 
the old days, they often had a more ‘sympathetic hearing with 
a non-legal chairman than with a legal chairman whose mind 
was bound up with the technicalities of the law. Dr. F. Gray 
(London) said that if the motion were carried they might very 
well get rid of a fair-minded non-legal chairman. and have one 
with legal qualifications but with bias. He begged them not 
to pass any hasty or dangerous resolution. 

The Norfolk motion was lost. , 

Dr. Kennedy (Isle of Wight) proposed that the Minister be 
pressed to provide machinery for complaints against patients, 
as under the old N.H.I. regulations. Dr. J. C. Arthur (Gates- 
head) sypported this, pointing out that a large number of 
patients coming under their care were in ‘no way familiar with 


the old insurance or club rules. 


Dr. Wand said that the mild way in which the Isle of Wight 
and Gateshead had put the case for rules of conduct for patients 
with appropriate -disciplinary machinery compared unfavour- 
ably with the forcefulness with-which his committee had itself 
presented this question to the Ministry. It was intolerable that 

of their patients should pass 
completely unchallenged. 5 : TE 
The Isle of Wight motion was carried. 


General Practitioners and Hospital Work 
Dr. Talbot Rogers (Kent and Canterbury) proposed: 


That this Conference, having given attention to the circular letter 

“ Changes in the Use of Hospitals: General Practitioner Hospitals ”' 

(published in the Supplement, October 15, p. 168), considers that the 

advice given therein by the Minister of Heath to regional hospital 

boards with regard to proposals for the change of function of 
cottage hospitals, the continued. provision of beds which shall be jn- 
the charge of general: practitioners (including maternity beds in the 

charge of general-practitioner obstetricians), and the suggested estab- 

lishment in district general hospitals of posts as clinical assistants ` 
available to general practitioners, is sound and acceptable. The 

Conference suggests to local medical committees that they shall take 

every opportunity to press in their areas for action to be taken by 

regional hospital boards and hospital. management committees in 

accordance with the advice given in this circular letter. 


He considered that the ‘circular letter wag one of the most 
important documents issuing from the Ministry during the last 
few years. Most of the regional boards had been working 
steadily during the last eighteen months- on rearrangements, 
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and were now in the process of deciding on the future function 


of the hospitals. . During the course of this examination of the, >» 


work of their hospitals ‘they had in many cases brought forward ` 
plans for. changing the function, and.often this: had meant in 


practice the displacement of the general practitioner from the ` 


hospital. This related particularly to cottage hospitals and 
small hospitals undertaking maternity work. It was therefore 
with pleasure that they found this circular letter going out to 
regional boards. This’ was almost a charter for the general 
practitioner. ‘The Ministry was urging here the necessity -of 
maintaining a type of hospital they all hoped to see in’ which 
the general practitioner had charge of beds. He suggested that 


local medical committees should use this in their approach to | 


‘hospital management committees. 

Dr. F. Gray, seconded by Dr.H. H. D. Sutherland, moved to 
omit the words “and the suggested establishment in district 
‘general hospitals of posts as clinical assistants available to 
general practitioners.” 
dangerous words in view of the relative status of general practi- 
tioner and consultant. Any consultant by the age of 40 could 
earn more than any general practitioner who had managed to get 
a full list. If they accepted the relation of general practitioner 


to consultant as that of clinical assistant it might have unfor- / 


tunate implications on respective remuneration. `, 
Dr. Talbot Rogers accepted the amendment, not because he 


thought the position was quite as dangerous as Dr. Gray ` 


suggested, but in order to get unanimous agreement. 

Dr. D. F. Hutchinson (Middlesex) mentioned the different 
attitude of ‘regional boards towards the general practitioner 
position as a result of the circular. Dr. W. D. Steel (Worcester) 
referred to the phrase in the-circular “treatment within the 
_ scope of a general practitioner.” This was satisfactory as far 
as it went, but it did not take into account the general prac- 
titioner who in the past had been in the habit of performing 
certain specialist operations in the hospital continuing that type_ 
of work. He hoped they would be able to establish the position 
of the general-practitioner specialist. It appeared also that it 
was not anticipated that in maternity departments there should 
be a general practitioner wing. If in a general hospital there 
was a general practitioner wing, there should be a similar pro- 
vision in maternity departments. ` 

Dr. N. G. Thomson (Hertfordshire) said that in his area they 
had lost their general practitioner hospital, and in its place 

they ‘had been offered 12 beds in a hospital in which they were 
given no other: facilities such as a theatre, and they had also 
been - offered’ six clinical assistantships.in a big hospital, but 
these six were all of a different nature, so that a general 
‘practitioner working in one clinical assistantship would have-no 
chance of meeting consultants in other branches. The board 
‘would be likely ‘to expect the clinical assistantship to have 
` priority over the claims of general_practice. gi + 4a 
_ Dr. Talbot Rogers’s resolution, with the deletion of the words 
which Dr. Gray had proposed should be left out, was carried 
unanimously. ears ; ' 

A resolution by Cambridgeshire protesting against the exclu- 
sion of general practitioners from the clinical assistant type of 
post was carried. The mover explained that he had principally 
in mind teaching hospitals. A further motion: by Hastings 
protested against the regulations whereby a practitioner not in 
contract with a regional hospital: board was not allowed--to 
attend his private patients in.the private wards of a hospital, 
and this also after some slight discussion was carried. 

A motion by the Ble of Wight deprecating the exclusion of 
‘large numbers of general-practitioner specialists from hospital 
work was carried. On a further motion Dr. Howie Wood asked 
the Conference to express the .opinion that £25 per occupied 
bed was totally inadequate-as remuneration for general practi- 
_tidners on staffs of cottage hospitals, unless such items as 
anaesthetics and assistance at operations carried, additional pay- 
ment. Dr. K. J. T.' Wilson (Dorset) also_complained of the 
inadequacy of the payment. ' 7 


Dr. Wand hoped this would be referred to’ the committee 
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|. D. Grant said that. the ethical position was 


Dr. Gray considered that these were - 


‘ a recommendation of the Spens ‘Committee, but in 


taking the training. 


-not wish to enter into a contract 
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Dr“ D. C." Wilson (Inverness) was anxious that the Medical 
Practices Committee should not agree to the application of an 


‘assistant.to begin practice as a principal in his own right in the 


consent.. Dr. 
ot within the 
sphere of the Medical Practices Committee. The obvious pro- 
tection for the principal was to ask the assistant to sign @ 
bond. 7 ` : Si : 

Grants for training assistants led to a sharp discussion. Dr. . 
A. Winstanley (Lancashire) moved :' 

That this Conference is opposed to the payment of grants -for 
trainee assistants. 3 


Of the many unsatisfactory features of the Service his_com- 
mittee believed this to be one of the most undesirable. It subsi- 
dized a successful practitioner at the expense of his colleagues. 


It set practitioner against practitioner. It was said to implement 
fact it did 


Dr. P. A. T. 


same area-as his principal without the latter’s 


not give effect to the Spens recommendation. 
Lowden (Hampshire) supported this contention. ' 

Dr. Wand .hoped the Conference would not come to a 
decision at the moment. The committee intended’ to look ‘at 
the problem again when the scheme had been in operation for 
about a year. ` 

Dr. Winstanley. was willing tọ have it referred to the com- 
mittee.on the understanding that it was reconsidered at the 
end of a year. ~ . F j 

Dr. A. N. Matthias (Middlesex) said that his committee con- 
sidered it should be obligatory for. a formal contract -to be. 
entered into between the trainee assistant and the doctor. under- 
As asmedical assessor to a tribunal his 
experience was that doctors were bad business men, entering 
into all sorts of obligations without any proper form of contract. 

Dr. Wand asked if this meant that even if the principal did, 
he must do so. Did it mean 
that the form of contract’ should be legally watertight ? The 
model form of contract put before them was overthrown in 
the courts of law. ; 

A motion’to make it obligatory for a formal contract was 
negatived, f 

È Health Centres 


Dr. Wand moved approval of the action of the committee - 
in not opposing the clause in the amending Bill which would 
make it’ possible for general practitioners associated with a 
health centre ‘to attend private patients at the centre. The 
clause was permissive. It would still be possible for practi- 


{ioners in an area to make-representations against the carrying 


‘out of private practice in a particular health centre if they so . 


desired. 

The motion was carried, and Dr. -Wand then proceeded to 
move: é 

That it be regarded „as an essential preliminary during the experi- 
mental period that, in every area in which a health centre is to be 
opened, no doctor (other than one of the principals in the health 
centre, or a doctor who, at the commencement of a specified period, 
had premises in the area from which he practised and was at that 
time on the executive council list) should be allowed to open a 
surgery (including a surgery at his residence) within an agreed area 
around the health centre, for a specified period before and after the 
opening of such centre. , 


The Health Centre Subcommittee had been considering the 
protection of a doctor who wished to go into a health centre. 
He had in mind the case of a doctor practising midway between 
two health’ centres a. mile and a half apart. On deciding to 
go into one of them, he might find himself cut off from half 
his practice, which was inevitable, but in addition he would 
know that anybody, if it Was an open area, could come in and 
take- cchsulting-rooms next door to his own previous rooms. 
If the health centre experiment was to be carried out as they 
all desired, it was essential that the best doctors should not be 


- without toe much expression of opinion at the moment because discouraged from going into the health centre. Therefore he 
> the anaesthetics position ‘was still in process of being cleared hoped that this proposal, if the Conference approved, might 
up.. , - + be incliided in the amending Bill. - i i 

The motion was referred to the committee. 5 : - The motion was carried unanimously. 
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Maternity Medical Services 


Dr. J. C. Arthur (Gateshead) moved that, where maternity 
hospitals do not fully implement their responsibilities to their 
booked patients during pregnancy, the general practitioner who 
was called upon to undertake such responsibilities should be 
entitled to some portion of the maternity fee. This motion 
was agreed to. f i : 

Dr. W. H. Hayes (Bristol) moved a long resolution deploring 


the tone of members of the Royal College of Obstetricians and- 


Gynaecologists in their ill-considered criticism of general prac- 
titioners, and instructing the General Medical Services Com- 
mittee to seek the help of the Central Consultants and 
Specialists Committee in considering means of preventing the 
publication of such criticisms without the members attacked 
being given the opportunity of stating their case. The resolution 
went on to call for consideration whether there was any justifi- 
cation for such statements: if the statements proved to be 
mainly true, then immediate means should be found for correct- 
ing weaknesses in the teaching system, and if mainly untrue 
then the fact should be published, including an apology from 
the Royal College responsible. : 
The resolution was carried unanimously without discussion. 


` 


Autonomy of the Committee - 


Dr. Hayes further moved that, in view of statements that the 
General Medical Services Committee was a B.M.A. Committee, 
the Conference should emphasize that it was a committee 
responsible ‘to the Conference only and in no way responsible 
to the Representative Body. At the same time he felt sure 
` that the Conference would-do its utmost to support the B.M.A. 

Dr. Frank Gray reminded the Conference that it had ‘been 
stated that a gentleman never claimed to be one, but simply 
took it for granted. The committee, like the Insurance Acts 
Committee before it, had not:claimed to be an autonomous 
body ; it had assumed it, and the ‘arrangement, without: too 
much probing amongst constitutional definitions, had worked 
well. If such.a motion as this were carried it might lead to 
similar claims on behalf of other sections of the profession 


aand have a divisive effect. They had increased strength in, 


going to the Minister by standing all together. - 2 

Dr. W. Woolley said that autonomy had been thrust 
-upon them by the Association. They were recognized at 
Harrogate as an autonomous body. This motion was merely 
a public statement that the. committee was responsible to the 
Conference. = ans 

Dr. Wand said that the committee was the executive of the 
Conference, and as such completely autonomous, .and yet it 


+ 


had an association with the B.M.A., which was greatly to its ` 
advantage. He hoped the-meeting would not find it necessary. 


to attempt to define something which was indefinable, but which 
worked admirably. i i 


It was agreed to proceed to. the next business. 


a Change of Doctor - : 

Dr. O. Williams (Carmarthenshire) moved to recommend to 
the Ministry that the practice under the old N.H.I. should be 
reverted to, whereby, except in the case of consent by the two 
doctors concerned, a patient might change his doctor only at 
the end of a quarter, and then only after due notice. 

The chairman (Dr. Jope) said that during the negotiations it 
was obvious thatthe Ministry desired the freest possible change 
of doctor in ofder that State practice might résemble private 
practice, where the patient could changé his doctor immediately. 

_ The Carmarthenshire motion was carried by 62 to 47. 

Dr. H. Vickers (Middlesex).moved a resolution strongly 
deprecating the practice of admitting practitioners from an 
adjoining area to an executive council’s list irrespectivé of- the 
distance from the applicant’s surgery to the area of practice, 
and instructing the committee to discuss the matter with the 
Medical Practices Committee so that a reasonable limit of 
distance might be set. He gave instances occurring in Middle- 
sex of practitioners who had come on to the list whem their 
surgeries were many miles away in adjoining counties. 
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Dr. Grant pointed out that it was of very little use to discuss 
the matter with the Medical Practices Committee; it was a 
matter for the Ministry. 

Dr. Wand said that as he understood it the executive council 
had the power to refuse doctors the right to practise in an area: 
where they could not give a satisfactory service. He suggested 
that the General Medical Services Committee should go through 
these cases and consider what action, if any, should be taken. 

This course was agreed to. 

The Shilling Levy on Prescriptions 
Phe last matter to come -before the Conference was the 


_ announcement made by the Prime Minister three days previ- 


ously of the shilling levy on prescriptions. Dr. J. A. Pridham’ 
moved: ; a 
That this Conference place on record its opinion that under no 


circumstances whatever shall the dispensing doctor be- required 
to be an agent to collect a Government charge on prescriptions. 


Dr. J. C. Pearce (chairman, Rural , Practitioners Sub- 
committee), in seconding, further pointed out that when the 
National Health Service was started there was a definite promise 
‘that no financial barrier should be placed between doctor and 
patient, but here a financial barrier was interposed. He also 
thought the scheme would ‘be impracticable in rural areas. 

Dr. H. H. D. Sutherland proposed and Dr. Frank Gray 
seconded an amendment to omit the word “dispensing,” and 
this was agreed to. i 

The secretary read a notice which was-being sent out to the 
Press indicating generally the reaction of the profession, and 
this received the general assent of the Conference. 

‘Dr. Talbot Rogers (Kent) suggested that in addition to old- 
age pensioners there were other groups of patients who might 
_ well be relieved of this impost. He had in mind poor patients 
who needed medical care over a long period. The effect of 
illness on the family budget became increasingly heavy as the 
illness dragged on. 

The ‘resolution, with the word “dispensing” omitted, was 

carried unanimously. : 


e Other Motions 


During the day various motions were carried or referred to 
the committee without discussion. On the motion of Gateshead 
the committee was instructed to continue to press for a pay- 
ment from the Dental Estimates Board to practitioners called 
upon to deal with dental haemorrhage. l 

Dr. H. W. Bowyer (Bolton) moved to refer back the para- 

graph of the Annual Report dealing with treatment of H.M. 
Forces on leave. His committee thought they should be 
accepted as temporary residents. The General Medical Services 
Committee’s view was that there should be no change in the 
existing arrangements. The Bolton motion was lost. 
_ Dr. Kennedy (Isle of Wight) asked ‘that immediate steps 
should be taken to ensure that the names of Service patients 
were restored to thé list of their previous doctor on demobiliza- 
tion, as was done prior to July 5, 1948. This was agreed to. 

Dr. D. L. S. Johnson (Halifax) had a motion expressing 
strong disapproval of any certificate of incapacity. given by an 
unregistered practitioner being considered by the Ministry of 
Natidnal Insurance, and urged the committee to bring this to the 
notice of the Minister. He said that in August last an osteo- 
path applied- to the local executive council to be put on the 
list’ for the purpose of certifying people “who were under’ his 
care as incapacitated and therefore entitled to draw benefit 
under the National Insurance scheme. The clerk of the 
council wrote to the Ministry-asking for guidance, and was 
told that unregistered practitioners could not be included in 
the Service without amending the Act, but the reply went on 
to say that certificates of incapacity-given_by unregistered 
practitioners were considered by the Ministry of National 
Insurance “on their merits.” This seemed to raise a funda- 
mental issue which the committee should take up. The Halifax 
motion was carried. = 

On the question of the Special Inducement Fund Dr. Wand 
said that-the Ministry of Health had been approached in order 
to secure a widening of. the scope of the Fund so as to include 


a 
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definite cases of hardship irrespective of: the type of area ‘in 
which the doctor was practising. ‘He-read a statement from the - 
Ministry which in his view represented a-very marked improve-_ 
ment in dealing with hardship cases. 

The Inverness-Committee called for the setting up of a 
commission to go into the nomenclature of drugs -and the 
standardization of, bulk in packages with a view to eliminating 
waste and extravagant prescribing. .The mover pointed out: 
- that there were a great many varieties of aspirin -under different 
trade names. The proposed commission should consist of 
‘doctors, pharmacists, and manufacturing chemists. Dr. Wand 
accepted the reference of this motion to his committee, but 
said that it might prove to be a matter for the Science 
‘Committee of the: B.M.A. ` 

A motion by the‘Isle of. Wight expressing the view that 
practitioners should have. freè choicè of venue for refresher 
courses was referred to the committee. _ 

A report of the trustees of the National Insurance Defence 
Trust was received and approved. It was stated that an appeal 
for the continuation of contributions to the new Trust would 
be sent out to local medical committees within a week or two. 


` l Chairman Re-elected 


Dr. Jope.was unanimously re-elected chairman of the Confer- 
ence, and the six retiring members, of the General Medical 
Services Committee were re-elected—namely, Drs. A. Beau- 
champ, S. A. Forbes, I. G. Innes, J. A. Ireland, J.:A. Pridham, 
and F. M. Rose. 

Dr. R. W. McConnel (Buckinghamshire) moved: 


That the Conference wishes to express during the first year of 
work of the ‘Service its confidence in the General Medical Services 


~ Committee, and its extreme satisfaction with the work done by the 


committee. 


This was carried unanimously and with acclamation. 
A vote of thanks to the chairman closed the proceedings. | 


` 


CONFERENCE DINNER 

At the close of the Conference the representatives entertained 
the members of the General Medical Services Committee at 
dinner at the Dorchester Hotel under the chairmanship of 
Dr. Walter Jope. Dr..S. Noy Scott, in proposing the com- 
mittee’s health, suitably- expressed the thanks of the Confer- 
ence and of general practitioners all over the country for their 
ungrudging and self-sacrificing labours. Dr. Wand, chairman 
of the committee, said that he felt very humble when he recalled 
the chairmen of the old Insurance Acts Committee—Bracken- 
bury, with his incisive mind and kindly heart; Dain, a leader 
of great courage and one who evoked much affection, and 
Gregg,-of whom more would be said later in the evening. Thé 
. new committee had a great tradition to maintain, but it was 
a most knowledgeable body of men (with one Woman), and very 
hard-working and conscientious. He referred especially to the 
Scottish contingent. “From them had arisen one of the ablest 
medical politicians they had had in recent years in the person 
of the chairman ‘of the ‘Conference, who had been a great 
help in their deliberations. They thanked also his wife, 
Dr. Christina Jope, without whose aid in his Lanarkshire prac- 
tice he would never have been able to accomplish his work at 
Headquarters. Dr. Jope’s health was then proposed by a 
fellow Scot, Dr. A. C. Hendry, of Aberdeen. 

The presentation ¢f a handsome grandfather clock was made 
tø Dr. E. A. Gregg by those who had served under him during 
his chairmanship of: the Insurance Acts Committee. In making 
the presentation Dr. Wand said that they rejoiced that after his 
long service in the chair of the committee he was now carrying 
- his wisdom. and- understanding into the wider sphere of the 
chairmanship of Council. ‘Dr. Gregg said that the chimes of 
the clock would remind. him of many friends, some of them 
gone, and many happy and laborious days. The I.A.C.: was 
- “the best committee of the British Medical Association,” -and 
now it had handed on its traditions to a successor with the same 
spirit and much the same membership. The Conference had 
shown that some people were bothered about the word “ autono- 
` - mous ” and the relation of the committee to the B.M.A. One -/ 


ae 


fi - 


4 
of the finest pee of work ever done in the B.M.A. was the 
creation, on the introduction of: the National Health Insurance 
Act, of a special’ organization for the discharge of this part of 
its task. “Don’t have any doubt about your relationship. You 


_are part and parcel-of one of the finest organizations in the 


world. The Association is not a building nor even a staff, it . 
is a united body of medical men and women expressing itself 
to the Government and. to the pupue at large.” 


a j _The Dain Fund 
After ‘the usual compliments to the staff, medical and Jay, 


, which: were responded to by Dr. Hill and ‘also by Dr. D. P. 


“of funds early in the financial year, had to refuse financial 


Stevenson, secretary of the committee, the last word of the 
evening was with Dr. Dain, who spoke about the Dain Fund, 
established a few years ago for the assistance of the sons and - 
daughters of medical men whose fathers, ‘owing to early death 
or other misfortime, had been unable to complete their 
children’s education. -The fund had had some useful addi- 
tions, notably a handsome donation of £150 from the Metro- 
~politan Counties Branch. The trustees had decided that half 
the money coming in each year-should be invested to increase 
the capital and half should be spent on the assistance of needy 
cases. Responsibilities had been undertaken which ran into . 
nearly £1,000 a year. He hoped that local medical committees 
would follow the example of the old panel committees in 
making generous -donations to this fund. 

The chairman endorsed the appeal, and a-collection was taken 
at the tables; resulting in a sum of £122. 


- 





THE DAIN FUND 
REPORT OF THE TRUSTEES, 1948-9 


This report covers the year ended August 31, 1949, a period 
during which many requests for advice and assistance have 
been received, considered, and whenever possible dealt with 
either by the Fund or by obtaining assistance from other 
bodies. i 

It will be remembered that last year an unusually large ~ 
number of new cases (nine) were accepted by the Trustees. 
It was appreciated that many of these would require continued 
assistance, but under the present policy of the Trustees it has 
been -agreed that to accept a long-term responsibility for the . 
education ‘of a child is the wisest way of using available funds 
rather than giving a large number of smaller sums, which, 
though providing temporary relief, would inevitably mean 
further help and probably transference to other funds or 
associations for final assistance. 

Nevertheless it has been possible to take on two new appli- 
cations, involving help to three children, details of which are 
given. 

Case 1,—The widow of a general practitioner made application 
‘for assistance towards the fees of her youngest son while at the 
College of Estate Management. The-applicant’s three other children 
live at home-and are able to contribute to the maintenance of the 


. house, but there were no available funds for fees and maintenance 


of.this boyz The training is for a period of three years and the 
Trustees agreed to allow £50 per annum subject to satisfactory 
reports on progress. 

Case 2.—The widow. of a practitioner whose death occurred in 


. 1947 has struggled to support her family of three children by running 


a small shop: Her two elder children, a girl aged 20 and a boy aged 
18, have both started their medical training; the third child aged 15 
is at school. Application was made for financial hélp for all three 
children. The-help required for the youngest child was promptly 
and mostegenerously given by the Royal Medical Benevolent Fund, 
and the Trustees of the Dain Fund, having received good reports on 
both medical students, decided to assist by a grant of £75 per annum 
for each, making a total of £150 per annum. 


Thiseis an example of the type of case which the Trustees 
feel particularly they should assist, and, subject to satisfactory 
reports from the dean of the medical school, the Trustees plan 
to continue this grant to enable these two promising .students 
to complete their training for a medical career. 

It, was with great regret | that the Trustees, owing to lack 
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help to three other children who were particularly suitable. 
Arrangements were made, however, for help to be forthcoming 
from other ‘sources. 

Of the thirteen remaining cases which have ‘been helped this 
year, in three the periods of education for which the Trustees 


undertook responsibility have now been completed. The first, ` 
a boy doing his dental course, has had consistently good reports ` 


and is taking the last part of the final examination in the ` 


autumn. The second, a girl, has done well at school, gaining 
the School Certificate with six credits, and has now been 
accepted for training as a physiotherapist. The third case is 


that of a boy who is sitting for a «classical scholarship at. X Joint Committee it will consider withdrawing its representa- 


Oxford. It is a matter of great satisfaction to the Trustees 
that these children have been successful and have fully justified 
the hopes of all interested in them and their future. 

‘In the other ten cases grants have varied in amount from 
£30 to £105 per annum. In five cases additional assistance has 
been given by local medical committees, a fact which is greatly ~ 
OORS both by the Trustees: and by the_recipient of the 
grant. - 

All inquiries are dealt with as sipediGously as possible and 
advice is given by the secretary on many matters other than 
actual finance. The Trustees would like to express their thanks 
to the Royal Medical Benevolent ‘Fund and the Royal Medical 
Foundation of Epsom College for their co-operation, help, and 
advice in many cases. By sharing responsibility with other 
bodies-it is-often possible to assist a large number of cases 
for. longer periods of -time. : 

It will ‘be evident that if the work of the Dain Fund Is to 
continué more money is required. As has been stressed in 
previous reports, the ‘annual income of the Fund is ‘small, 
though the capital is slowly being built up under the Trustees’ 


- policy of investing one-half of all moneys received. ` Income 


Pag 


from investments was under £150, but owing to the generosity 
of donors a sum of £1,641 was received, which made it possible 
to distribute £960 during the year. f o 
‘The Trustees, _In ,appealing to the profession- for monetary 
support, wish to _ suggest that all doctors who are interested 
in and desire to help the Dain Fund should- complete a form 
of covenant for a seven-year period. Such a covenant in the 
hands of the Trustees means that the Trustees will be in a 
position to know that a definite income’ is assured, and indeed 


_ by giving a donation in this manner’the ‘actual sum available 


to the Trust is considerably increased. In the same way it is 


_ hoped that local medical committees, who have been most 


generous in the past, will consider the posse of this form 
of donation. 
The Trustees wish to express warm appreciation to ~ the 


council of the Metropolitan Counties, Branch -of the British 


_ or other organization : 


Medical Association for the most generous gift of £150 from 


‘the proceeds of the Charities Ball held in May. It should also 


be reported that £1,000 paid by the Daily Mirror to the British — 


Medical Association was given by the oun!) to the a 


Fund. 
In presenting ‘this report the Trustee: feel that every effort - 


. has been made to use available funds to the greatest advantage 


to individual cases. In order to help these children ‘of profes- 
sional colleagues; the Frustees appeal most sincerely for- the 
generous support of all doctors. 

All donations and inquiries should: bé addressed to the secre- 


- tary to the Trustees of the Dain Fund at B.M.A. House. 


. H. Guy Dan, 
l 'Chairman of.the Trustees. 
ee E E E A E E 
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a -TRADE UNION MEMBERSHIP 9 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
. “. © 


_ Metropolitan Borough Councils —Fulham, Hackney, Poplar. 
. Non-County Borough Councils:—Dartford, Wallsend. 
„Urban District Councils—Deénton, Droylsden, Houghton-le- 


’ Spring, Huyton-with'Roby, Redditch ca to new appoint- 
ments), Tyldesley. 


Correspondence 





` Representation of Consultants 


Sirn,—I have read with some disquiet the letter from the 
members of the South-West Metropolitan Regional Committee 
(Supplement, October 22, p. 185) and regret that they have come 
to the unfortunate decision “that if the Central Committee of 
Consultants and Specialists continues to be subordinated to 


tives from the Central Committee and relying on representa- 
tion of its members by other means.’ 

This presents an entirely misleading picture. The Central 
Consultants Committee is no more, subordinate to the Joint 
. Committee than are the Royal Colleges. Each constituent 
body has the right to present its case to the Ministry direct, if 
there be any disagreement amongst them. 

During the year that the Joint Committee has been working 
there has-not been the slightest suggestion of any such action 
being contemplated. Indeed, such has been the, unanimity of 
the Joint Committee that it has been able to obtain many con- 
cessions from the Ministry towards improving the terms and 
conditions of service. 

It is begging the question to say that it acted without 
authority ,in agreeing with the Ministry to recommend the 
terms for the permanent contracts for hospital staffs. ~The 
facts are these: The Central Committee recommended to the. 
Joint Committee that certain changes should be made before 
such action could be taken. It was with this reference that 
the representatives of the Central Consultants and Specialists 
Committee, with representatives of the other constituent bodies, 
met the Ministry. The Ministry gave certain assurances, details 
of which were published in full in the Supplement of July 23 
(p. 53). After considering those assurances, the Joint Com- 
mittee announced on July 22 tHat it was,“ now able to advise 
hospital staffs to enter into permanent contracts.” The Joint 
Committee: also decided, with the assent of the Ministry, to 
continue negotiations on a number of outstanding points. These 
‘decisions of the Joint Committee were endorsed by the Central 
Consultants and Specialists Committee. ` 

At the last meeting of the Central Consultants Committee 
we had-before us a letter from the Ministry asking which body 
they should consult with reference to the medical membership 
of the Whitley Council. It is desirable that these Councils 
should be set up at an early date, and, as the Joint Committee 
-had established its position with the Ministry as the one body 
representing the consultants,.it seemed that the Joint Committee 
was the right and proper body to be consulted by the Ministry 
for this purpose. ~- 

This decision,;-of course, must be communicated to the other 
constituent bodies, of the J oint Committee before further action 
_ can be taken. : 

-In my view the work of the Joint Committee has fully 
justified its existence, and it -has established good relations 


+ with the Ministry and. can now go to it with great authority. 


If the South-West Regional Committee persists in its demand - 
it will. mean-that instead of one body representing the con- 
sultants there will be several having little aufhority,. which I 
‘consider would be an impossible and dangerous situation.— 
I am, etc., cy 
Manchester. 


e 
R. L. NEWELL, 
Chairman, Central Consultants and 
Specialists Committee. , 


” Status of General Practice i 


Sir,—-Whilst agreeing heartily with both Dr. Grant (Supple- 
ment, October 1, p. 155) and Dr. Duff (October 22, p. 184) that 
the status of general practice is a fundamental matter, I cannot ' 
feel that either of them has dealt adequately with the subject 
or fairly with their colleagues. The first question in status is, 
What do you think of yourself? (If’ you do not think much 
of yourself it is unlikely that anyone else will think -much of 
you.) Now, both Dr. Grant and'Dr. Duff,- with their constant 
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references to trivial complaints and certificates, are implying . 


that good work cannot be done under the. N.H.S. Indeed, 
Dr. Grant—quite naturally in view of his pfesent position~~ 





Now, what about the right type of assistant ? Here I would 


` like to make a suggestion. It is high- time that a bureau was 


set up to protect him'or her. .This office should be sponsored 


-can only think of a good general. practitioner in terms.of - by the B.M.A. It should have the names of the princtpals and 


private practice, and Dr. Duff-is not quite-sure whether he is . assistants. Alleassistants: should seek posts through this ‘one ` 


a rubber-stamp or a finger-post. a 

Now where does the fallacy lie? For fallacy there surely is.. 
Is it not in this same “trivial complaint” ‘and the G.P.’s 
attitude -towards it? Does not. the word “:trivial” imply that 
it is beneath the doctor’s notice ? 
complaints include on the one hand all the beginnings of serious 
iliness, and on the other just those cases which can be most 
easily and qilickly cured—by anyone who knows how ? 

It is usually implied that trivial cases are uninteresting. 


Yet do not these trivial. 


-and only bureau ; references should, be exchanged through it ; 


terms of service should be set up in contract form and wit- 
nessed. Principals failing to ‘comply with their undertakings 
should be black-listed, and assistants found to be failing should 
be black-listed too. Hence we can at least safeguard both sides. 


_ Unless this method is adopted, mistrust, fear, and anxiety will 


always exist. s 
I look to the B.M.A. to take this step now and sponsor such 
a scheme: It will’ give the assistant`a, fair chance and avoid 


~ Well, Sir, interesting work is work in which we take an interest * exploitation ; it will give the principal the right assistant. It 


` 


` 


—just that, no more and no`less. It is also implied that they’ 


‘are not so difficult to diagnose as advanced cases. Which. is 
easier to see—a large object or a small one ? Which is easier 
to’ discern-—a large deviation.from the normal or a small one ? 

‘Js not the ‘real reason for all this -disgruntlement quite 
different ? As medical students we -were all trained by con- 
sultants who, however, éminent in their own sphere, ‘showed 
neither willingness nor aptitude to treat minor ailments. What 


they did not possess they could not impart, and the G.P..has - 


been left to pick up this knowledge for himself or go without. 
it. We may suspect that those who -are-always trying to get 
back into hospital.in some form or other (incidentally a regres- 
sive attitude) want-to get away from general practice not because 
it is too easy but, because’ it’is too hard for them. 
Fortunately these are only a small minority. There are 
many in general practice ‘to-day who have built up large lists, 


not by either of the methods mentioned by Dr. Grant, but | 


by concentrating on the real needs.of their patients, even when 
these are masked ‘by “trivial” complaints; sorting oùt those 
who merely need a word of reassurance, those who need a 
talk about their domestic-troubles, and‘ those whose symp- 


‘toms suggest the beginning of some serious physical illness and . 


require a careful overhaul. In this way they not only retain 


the confidence of their patients ‘but also run their practices in_ 


an efficient and self-sparing manner. It is inexcusable in 
Dr. Grant that he should have failed to, mention this ‘method, 
as he is personally. acquainted’ with many of those who 
practise it. = i i ao 

I am aware, of course, although I am no longer in general 
practice myself, -that the greatly increased resort to the doctor 
makes things. more difficult for all ‘general practitioners, but 
I still find, from talking to ‘my colleagues, that the efficient 
practitioners who-use this last “method find their lives mych 
less burdensome -than their neighbours who do not. Perhaps 


„one day we shall realize. that general practice has its aft and 


science worth cultivating for their own sake alone—I am, etc., 


East Hoathtly, Sussex. F. GRAY. 
oF f 


Pod 


N Bureau for Assištants 

Sır—The matter of “ principal and assistant” has recently 
become an interesting topic in the Journal. This subject has- 
now become very important, as throughout: the country. 
assistants are being installed some with and some ‘without 
hope.” - D , 

The recent “ groans ”-of the assistant and now the “ moan” 
of thé principal (Seaplement, October 8, p. 163) have prompted 
me to voice my opinions and suggestions. Both sides have 
legitimate grumbles, and yet both sides are at fault. The 
assistant of to-day expects a share in a practice; sometimes in 
a short space of ‘time, without having earned- the right. Does 
he realize how serious a step-a partnership can be ? A partner- 
ship in. medicine is almost a marriage—it is practically made 
for life—and a “divorce” becomes so complicated financially 
that the lawyers eventually end up most successfully. Hence 
the hesitancy of the principals. ,  * = 

When the right man comes along and the practice benefits 
from his work. and knowledge, the principal would be a fool 
ito let him go. Surely six months or one year is not a fair 
test. There should be'a period of two years at least. 
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will also promote trust and restore faith in the profession, which 
is now sadly lacking, and in this way we will become a happy 


‘unit and the standard of medicine will improve. The young 


assistant will have a future, the principal will find bis work 
shared, and both ‘will profit from each other’s knowledge and 
experience.—I am, etc., 


London, N.13. a V. M. SEIFERT. 


** Anticipating! these problems, the Association established 
thé Medical Practices Advisory Bureau at the end of 1948. The 
Bureau is under the personal direction of a member of the 
Association’s Medical Secretariat and has an experienced staff. 
It has had considerable success in the work suggested by our 
correspondent.—Ep., B.M.J. i 


' Private Practice for M.Os.H. , 


_» SR, —It is remarkable how persistent in their silence regard- 
ing the-progress made—if any—are those responsible for the 
talks which are supposed to have started on the matter of 
‘increasing our. salaries. Several months elapsed since the ban 
on- advertisements of vacancies from local authorities in the 
professional” press was imposed as one of the useful forms of 
pressure to force, the issue; again, some’ three months have 
passed since that ban has been lifted as the result of a given 
undertaking that talks will presently start. But nothing of any 
significance has been reported so far. 

= This delay—the matter has been ‘lagging behind ever since 
the appointed day of July 5, 1948—is perhaps due to the heavy 
burden which’ lies on the shoulders of the representatives of 
the .“ bigger brother” within the professton—namely,- the ` 
general practitioner, who has just recently been fulfilling the 


- great task of presenting an appropriate demand for additional 


capitation funds to the amount of £16} million. It should be 
borne in mind that there is a marked discrepancy between the 


length of time which is necessary to bring about a satisfactory 


solution of the problem and.the actual materia ad disputandum ; 
for even the conclusion of the peace treaty at Versailles after 
“the first world war was accomplished within three months, and 
the amputation of our sterling was perfermed in the record 
time of-a very few days. 

It is at this juncture that the most useful recent work of 
Dr. K. V. Deakin comes in. Indeed, for the benefit of both 
the general practitioner and his “ little brother ” within the pro- 
fession, Dr. K. V. Deakin would be well advised to quote, in 


” his authoritative statistics and analysis of conditions of pay of 


the medical profession, not the incomes‘of doctors in Bolton 
(Supplement, October 1, p. 156) and Manchester (Supplement, 
August 27, p. 117) (£1,301 p.a. and “£1,280 p.a.. respectively), 
but instead the average salary paid to medical officers of health 
by localeauthorities: £750 p.a. That pay compares indeed. 
strikingly with average incomes as quoted from the Bolton and ` 
Manchester area, of £2,760 for the dentist, £2,085 earned by 
the optician, or £1,720 paid to the chemist. 

It is®not in the interest of the general practitioner and the 
profession as a whole to witness the disruption of the Public 
Health Service so far as the work of the medical officer is 
involved. The exodus of the dental officer from the Public 
Health Service, which has reached a sub-chronic stage, was ‘and 
still is certainly advantageous for both—the dental practitioner 
and the dental officer-as well. But our exodus, the exodus of 
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the “little brother ” within the profession, would result in a 
considerable increase of work, and paper work as well, in the 
surgeries of the already overworked general practitioner with- 
out additional remuneration. Indeed, it must not be forgotten 
that the bulk of work carried out by the medical officer in the 
Public Health Service—child-welfare clinics, ante- and post- 
‘ natal clinics, minor-ailment clinics, etc.—is already financially 
covered under the National Health Service, and therefore 
capitated. 

It,is a pity that we are presenting our demands late in the 
day so that they unfortunately coincide with the Cripps devalua- 
tion wage freeze, which can hardly be regarded as a temporary 
measure in terms of one or two years, as any Government 
which may follow on will be pledged rather to decreasing than 

_ to increasing expenditure from public funds. 

-e An alternative solution .to-our problem must therefore be 
sought and found, and the only alternative proposal, I believe, 
consists in a change of conditions of service”“which, if agreed 
to, will satisfy all concerned parties and evade the inevitable 
collision with the said Cripps devaluation wage freeze. The 
prohibition of private practice for the. medical officer in public 
health can no longer be maintained; it belongs to the past 
and must be lifted. This should be our alternative demand, 
for it is at present our most precious and only asset. A 
new appointed day must therefore come into being. The 
medical officer serving under the local authority within the 
scope of public health must be free to engage in private prac- 

- tice ‘and subsequently to work under the National Health Ser- 
vice scheme after having completed the duties of his primary 
employ. 


Many ancient nations with a highly efficient. public health 


service have all adopted that system, which has also led to an 

Increase of efficiency of the medical officer, who, while main- 

taining his original. status of medical practitioner, never lost 

touch with real. medicine —I am, etc., 
Accrington, Lancs. 


‘J. KATZ. 


Administrative Units Pis = 

' SR, —I -have been very much disturbed to read in the Press 
the account of the protests made at Shaftesbury by old people 
-who have -been forcibly taken from the institution there to 
Salisbury 20 miles away. | 

Like- all other country doctors, I know a large: Sumber of 
people, of the type who made the protest, and I know that 
nothing short of very severe provocation and deep feeling would 


have caused them to act as they did. Twenty-miles does not . 
seem far in a car, but it is enough to cut these people off from . 


their friends and relatives-almost completely, not for a short 
time as in an acute illness, but for life. Long bus journeys are 


too exhausting and expensive for old people, and the times are . 


often inconvenient for young’ ones who are working or have 
young children to look after. 


I should imagine that a number of tiese patients did not’ 


‘come from Shaftesbury itself, but from the surrounding villages, 
‘and the difficulty of the journey would thus: be greater. 


These Dorset men and women have shown that the spirit of - 


the Tolpuddle martyrs still survives in the South-west, and 
anyone who ‘believes in the individual as something more than 
an administrative unit must respect and admire them.—I am, 
etc., 


Peterborough, MAUREEN PRESTON: 


Dispensing and the Chronic Sick - 
_ SR, —Dr. W. A. Hyslop’s letter (Supplement, October 15, 
p. 172)-prompts me to point out another gross inadequacy in 
payment to dispensing practitioners—ħamely, drug requirements 
of the chronic: sick. These would include patients suffering 
from chronic rheumatism in all its forms, chronic cardiovascular 
disease, carcinoma of the prostate, as well as the incurables and 
neurotics. A chronic rheumatic patient alone will ‘easily take 
2,000 tab. codeine co. a year at an approximate cost of 30s. 
per. 1,000. Other chronics will require £3-£4 worth of drugs 
per year in the ordinary course of events, without allowing for 
‘extra dispensing for the ordinary common ailments. Six-and- 


sixpence a year does not go very far towards keeping a chronic 
rheumatic supplied with drugs, and, as Dr. Hyslop points out, 
the capitation fee for dispensing patients should be reviewed 
in the light of ‘experience. 


To: help prescribing for these “chronics ”* the executive council 


will not allow one to remove them from one’s dispensing list - 
even though one arranges to keep the patient adequately sup- 


plied with medicines. We are politely told that the extra cost 
of dispensing for the chronic sick is compensated for by the 
people who require no dispensing during the year. Iam certain 


' it could be shown, if one had the time to spend, how utterly 


ridiculous such reasoning is. But the Ministry’ s word is final, 
and -one must take a-“chronic’’ on to one’s dispensing list 
knowing full well it will mean a net loss of several pounds 


a year. $ 


The faulty ruling here is that a dispensing practitioner has 
only two ways of claiming'for his drugs. The easiest is by 
the inadequate capitation fee, and the other entails a great deal 
of irritating and unnecessary clerical work. This latter method 
turns out to be more costly to. the Ministry as well as more 
exacting to the doctor. 

My suggestion is for a review of the jug allowance, and for 
the doctor to have a free choice of the patients for whom he 
will dispense and not to be domineered by the local executive 
councils to be told what he must or must not do.—I am, etc., 

Garforth, Yorks. J. F. ROBINSON. 





Association Notices 


TITLE, OF BIRMINGHAM BRANCH . 


Notice is' hereby given by the Council to all` concerned that as 

from the date of this notice the title of the Birmingham Branch 

will be altered to “ Midland. Branch.” 
3 CHARLES HILL, 

’ Secretary. 


Diary of Central Meetings 
NOVEMBER - 


8 Tues Arrangements Committee, 2 p-m. 
9 Wed Committee on the Postgraduate Education of General 
: Practitioners, 11 a.m. 

9 Wed Health Centres Subcommittee of the General Medical- 
Services Committee, 11 a.m. 

9 Wed. Film Committee, 4 pm. . 

10 Thurs. General Medical Services Committee, 11 a.m. 

11. Fri.’ Evidence Committee (Royal Commission on Capital 

- Punishment), 11.30 a.m. 

16 Wed Council, 10 a.m. ’ 

t7 Thurs. Publishing Subcommittee, 11 a.m. 

17 Thurs. . Radiologists Group Conference, 1.30 p.m.- 

17 Thurs. Radiologists Group Committee (at termination of 
Group Conference). 

25 Fri. Committee on Psychiatry and the Law, 2 p. m. 


Branch and Division Meetings to ‘be Held 


CLEVELAND Drvision.—At ` North Ormesby Hospital, " Middles- 
brough, Wednesday, November 9, 2.30 p. m., clinical meeting with 
demonstration of’ cases. 


Henpon Division.—At Hendon Hall Hotel, Tuesday, November 
8, 8.15 p.m., Mr. A. M. A. Moore: “The Foot.” 


LEIGH A Boar’s Head Hotel, Lerh, Tuesday, 
November 8, 8.30 p.m., annual- general meeting. Address by Dr. 
M. Schwartzberg: “ The D.P.s of Leigh.” 


LewisHaM Drvistion.—At Lewisham Hospital, High Street, 
London, S.E., Friday, November 4, 8.30 p.m., Dr. G. J. M 
Ollerenshaw: “ H 11.” 


NorTH MIDDLESEX ‘DIVISION.—At North Middlesex Hospital, 


Silver, Street, Edmonton, N., Tuesday, November 8, 2.30 p.m., 
clinical meeting. Sa 


NUNEATON AND TAMWORTH DIvVISION.—At the Red Lion Hotel, ` 


Atherstone, Tuesday, November 8, 8.45 p. m., B.M.A. Lecture by 
Professor Wilfrid Gaisford: “ Chemotherapy in Paediatrics.’ 


RicHMOND DIVvISsION.—At Kingston County’ Hospital, Wolverton 
Arme, Tuesday, November 8, 8.30-p.m., clinical meeting ; cases at 
p.m. 
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~ MEDICAL SUPERINTENDENTS 


' For as lòng as the National Health Service lasts the medical 


_ - profession, will. have its grievances, some of them large and- 


„persons affected is not, large. 


others small. But I doubt: whether it wilt ever havé-a more 
Strongly grounded grievance than its objection to the terms and‘ 
conditions of service ‘of future medical superintendents. The 
area of the grievance. may be small, in that the number of 
None the less, a regrettable state 
of affairs exists. . CA ag L ie) a 

Consider first the medical ‘superintendent who is a specialist. 
The broad plan is that ‘he should be remunerated as a specialist 


for that part of ‘his time‘he spend’ on specialist duties and as ~ 
„an administrator for the remainder, unless the amount of: time” 


spent on administration. is trivial. It will be observed that, if 


the administration element is not trivial, his remuneration will ° 
„be lower‘ than that of any member of his staff, possibly his 


deputy, who ‘is engaged whole-time or almost whole-time on 
specialist duties. -Here then is the first grievance—that it’ should 
be possible for a specialist medical superintendent to receive 


` less remuneration than- a: specialist deputy medical superinten- ` 
‘dent or a specialist medical officer who is -neither a super- 


intendent nor a deputy. : - E: 
The wind has been tempered, however, in.the case of a medi- 
cal superintendent of a mental hospital. The Ministry has made 
plain in an official circular that his administrative work “ need 
not, it is estimated, exceed 10% of the time given by a whole- 
time officer, and this may, properly be regarded as, so: small a 
proportion of the time that there need-be no ‘abatement of the 
remuneration at clinical rates for the whole of his’ time.” Inci- 


dentally, in‘the assessment of clinical duties they are taken to’ 


include “activities directly connected with the treatment, train- 
ing, and occupation of patients, as well as general supervision — 
of entertainments and the provision of: amenities.” In ‘othér ` 
words, the authorities classify some non-clinical work ás clinica] 
and then give a broad hint that the remaining administrative 
work can be regarded as too small in amount to justify reduc- 


` tion in salary. .This-is reasonable and sensible. But why not 


extend this kind of definition and assumption to all medical 
superintendents whether of mental hospitals or not ? 


A greater grievance arises where the:amount of administra- - 


tive time is more than trivial, constituting the whole or ‘part of 
the time: At its worst, the whole-time medical superintendent 
of a large ‘hospital is regarded for purposes of pay, and so of 
Status,.as exactly the same as the lay secretary of a hospital 
management committee. This means remuneration somewhere: 
between £640 and £1,700 inclusive, the actual remuneration — 
being determined on a points system. ` =a Fa 
_ Purely Administrative Posts `. = o 
Existing Officers have, of course, some protection. The test 
of the position will arise when a post for a purely administra- - 
tive. medical superintendent falls vacant and .the hospital 
authority - invites applications from medical practitioners to 
fill it. Jt is insisted that a doctor is needed.. All the ‘authority, 
will be permitted to offer’ is the’ salary applicable to a -lay 
secretary., The Ministry seems to. have the idea that there is 
only one variety of administration, and whether it is done by 
4 2 5 ‘ i | . = ~ 
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doctor or layman it is just the same and should be paid for 
at the same rates. It is entirely wrong that where a doctor is 
needed for a purely administrative post he should- be paid as 
a layman and not as a doctor. Some may think that it is 
desirable that we should. move away frdm medical administra- 
tion to lay administration, but that is a question of policy which 
it would be wrong to mix with questions of remuneration. If 
a doctor is wanted he should be paid as a doctor. 

_ This Ministry attitude to the whole-time administrative 
superintendent . affects the salaries of all future. holders of 


' posts involving both: clinical ‘work and administration, except 
` where the time spent on administration is trivial. We recently 


had an example of the application of the terms of service in 
a particular, case. An advertisement was received from the 
South-west Metropolitan Regional Hospital Board for a medi- 
cal superintendent at the St. Mary’s Hospital, Portsmouth, a 
hospital of 1,039 beds, in the following terms: 

Applications are invited by the Board for the whole-time appoint- 
ment of { l > 

. MEDICAL SUPERINTENDENT l 

The successful candidate will be required to undertake the medical 


- administration of the hospital, and his duties will include the medical 


care of nursing staff, charge of chronic sick wards, three sessions per 
.week to be devoted to clinical surgery, superintendence of mental 
deficiency beds, and the control of admissions and discharges. The 
salary for medical~duties (six sessions) will be based on the scale 
£1,300 by £50 to £1,750 per annum ard for administrative duties 
(five séssions) on the appropriate administrative scale—i.e., £710 by 


, £25 to £910 per annum. Living accommodation will be provided, in 


respect of which a charge will be made. The appointment will be 


. subject to the provisions of the National Health Service (Superannua- 


tion) Regulations, 1947, and will be in accordance with the agreed 
terms and conditions of service of ‘hospital medical `and dental staff 
under the National Health Service. . Applications, stating age, qualifi- 
cations, experience and present appointment, and giving the names 
and addresses of three referees, should be made by letter and sent 
to the Secretary (S.D.1),’ South-West Metropolitan Regional Hospital 
Board, 1la, Portland Place, London, W.1, to arrive not later than 
September 17, 1949. Canvassing will disqualify. 

The composite salary approximates to a scale of £1,032 to 
£1,368, subject to deduction for accommodation. This is an 
illustration of the application of the Ministry’s formula, as it 
conforms to the terms of service.” The salary is far too low for 
the work and responsibility involved. 

"Clinicians have not always loved medical administrators, but 
they will, I think, agree to two ‘propositions. The first is that 
they should pause awhile before expressing an official view as 
to the form administration should take in the future in the 
hospital field. Preference for Jay’ administration might con- 
ceivably be replaced, in the light of expesience, by one for 
medical: administration. The second. proposition is this: the 
profession should insist that, wherever there‘is a job which 
a ‘doctor only can fill, even though it be administrative in 
character, the pay should be such as is appropriate to ‘a doctor. 
Thgt there is such a thing as medical administration—as distinct 
from lay administration—no doubt the medical officers of the 
Ministry. of Health and our colleagues in the public- health 
service would agree, however difficult the lay administrator may 
find it to accept that a medical training contributes something 


. to certain kinds of -administration’' which their own training 


does not. : 
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SOCIAL SECURITY IN WESTERN UNION 


. The Foreign Ministers of the five Brussels Treaty .Powers— 


_ diseases; 


Belgium, France, Luxembourg, the Netherlands, and the: United. 

Kingdom—have: signed two conventions linking arrangements 

for social security in the five countries. 
The first convention, which is related to -fhe bilateral agree- 


‘menfs on social security, already negotiated or being negotiated 


between the five countries,’ will enable nationals of these 
countries to take advantage of any of these agreements no 
matter in which of the five countries théy reside or have 
resided. The benefits covered: by these agreements include 


those provided in case of sickness, invalidism, old age, death, « 


maternity, industrial injuries, and prescribed occupational 
` £ 


. Free Medical Treatment: 


The second: convention `is.based on the principle that if a 
national of ‘any of the five countries, when. resident in the 
territory of any of the other four, requires social or medical 
assistance, but is without sufficient resources, he will receive 
such assistance from thé latter country on .the same basis as its 
own nationals. ‘For example, an Englishman living in Holland, 
who-is without sufficient resources, will receive the same free 


‘hospital treatment as a Dutchman in similar circumstances. 


The five countries will not reimburse each other for the cost 
of any'such assistance. Repatriation solely on the ground that 


assistance is likely to be long-continued or costly is not to be :' 


resorted to if the pérson concerned has, for instance, close 
family ‘ties in the foreign’country in which he is living or has 


' resided there for more than five years—10 years if he entered 
. that country after the age of.55—or is not in a fit state to’ be . 


transported., But the convention does not affect the ordinary 
laws governing repatriation on other grounds. 

A supplementary agreement is to be worked out between 
the Governments dealing with a number of matters of detail. 





APPOINTMENTS TO HOSPITAL MANAGEMENT 
>, COMMITTEES - 


j fe 
The terms of office of about one-third of the members’ of 
hospital management committees’ expire on March 31, 1950. 
The members will be eligible for reappointment for a further 
term of three years. The Minister of Health considers that it 


is “the intention of Parliament’ and clearly desirable” that 


` there should be full consultations on this matter, even though 


~ 


t 


the N.H.S. Act does not require the regional hospital board 
to consult any body specified except the committee, itself. This 
view is expressed in Circular R.H.B. (49) 143 from the Ministry 


of Health. ~ 


Balanced Membership ` ` 
The Minister’s aim is to have on ‘each committee a balanced 
membership, including the appropriate types of experience and 
reflecting the interests of the community to be served. When 
members are due to retire from management committees, boards 
should inform the following bodies of the retirements and 


' invite them to submit suggestions: the committee itself ; every 


local health authority and every. executive council any part of. 
whose area is served by the committee; senior medical and’ 
dental staff of each of the hospitals concerned; and each of 
the bodies originally consulted under paragraph (d) of Part 2 
of the Third Schedule of the Act, together with any other, local 
bodies which appear to the board to be appropriate. 

A reasonable: proportion of the retiring members mgy , be 
reappointed, but boards should consider introducing some new 
element into the membership—e.g., frome house committees or 


from the local community. 


Community Interests ` l 
` The proportion of professional members should not be high. 
“The committee must essentially ‘be and remain a group of, 
non-professional members of the local community rendering 
voluntary” service’.in the public-spirited tradition of the past 
and in the interests of the community.” 
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SOCIAL SECURITY IN WESTERN UNION 


„should be’ accepted. 
-> Discussion followed on the duties of, part-time colliery medi- 


- officers. 
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Officers of committees should not be appointed as members 
of them, though there is Jess objection to appointing officers 
of one committee to be members of another. 


limited. 


Doctors and matrons should be invited to attend meetings: 


of management committees and their subcommittees. Théy 
can make their fullest contribution to the work of the com- 
mittees by attending as advisers rather than as members. 
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CHEMISTS PROTEST AGAINST 1/- TAX 
The ‘Pharmaceutical Society has informed the Prime Minister 
that the charge of up to 1s. on prescriptions will not deter those 
who are misusing the ,Service to a serious extent, though it 
will tend to reduce calls on the services of doctors and chemists 
under the Service. “ It would appear that the charge will be 
prejudicial to the use of the Service. by' persons who need 
medical attention, but will not reduce excessive and unnecessary 


of the benefits they are, receiving.” 


N 





COLLIERY MEDICAL OFFICERS 


Members. of, the Joint Subcommittee on Remuneration of 
National Coal Board Medical Officers, and 19 representatives 
of part-time: colliery medical officers from various areas, 
attended a conference on October 26 under the chairmanship 
of Dr. I. D. Grant. ` 


* 


Members of bath. 
management committees and hospital ‘boards.should be strictly ‘ 


resort to doctors and chemists by those who are least deserving ` 


The first discussion ranged round rates of pay proposed by — 


‘ part-time medical officers and‘approved by the Representative 


Body at. Harrogate. The conference agreed that this scale 


cal officers, the issue being whether such practitioners wished 


to be an’integral part of the Colliery Medical Service or merely . 


available for emergencies in their area. It was pointed out 
that although area medical officers were appointed they were 
not normally, owing to distance, available for emergencies. It 
was finally agreed that the duties of part-time colliery medical 
officers should be as laid down in the duties of industrial medical 


Emergency Calls 
Fees for emergency calls were then considered, and emergency 
calls were divided by, the ‘conference ‘into’ three categories: 


(1) Where the casualty is available at the pit-head’ when the 


doctor arrives or very shortly afterwards. 

(2) Where the doctor is required to go underground. - 
' (3) Where-the doctor has to wait at the pit-head for the casualty 
to be,brought up. -i l i 


It was suggested that in the last ive categories fees should 
be on the basis of £1 11s. 6d., an hour or part of an hour. | 

The question of benefits payable by the National Coal Board 
where a doctor is injured or killed while attending at a mine was 
referred to the Joint Subcommittee. _ 

Recommendations. were made to the Joint _Subcommittee 
regarding „payment for examination of outstanding colliery 
compensation cases and also regarding co-option of certain 
members of the conference on to the subcommittee. 
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NATIONAL INSURANCE LOCAL ADVISORY 
eh, COMMITTEES | 
Nominations Invited from Local Associations by November 30 


The Minister of National Insurance, Mr. James Griffiths, is 
setting up .230 committees to advise on questions relating to 


the local administration of the National Insurance Act; 186 
of these committees will be in England, 26 in-Scotland, and. 
18 in Wales. Each committee will consist of about'20 members, 


of whom six will represent employers and six employees. There 
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i anes a ; nai r a f 
will be two or three representatives of local authorities and one 
or two of friendly societies. These representatives will’ be called 
together and asked to select four or five other persons with’ 
suitable local knowledge ‘to, complete the full committee. 
The Ministry of National-Insurance local associations wish-, 
ing to nominate.such persons for consideration should put 
forward their names, with particulars of their qualifications, not 
later than November 30 to the appropriate regional controller of 

the Ministry. of National Insurance: . . 


» ¢ 


l ‘National Insurance Regions’ ae 
The areas covered by each National Insurance region and the 


address of the regional controller are shown in the following ` 


table. > , va 
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Address of 






Region l Area Covered ; Regional Controller ‘ 
Northern Northumberland, Cumberland, | Newcastle-upon-Tyne' ' 
i Durham, Westmorland, and : p 
~ | North Riding of ‘Yorkshire 
East and West | West Riding and‘East Riding of | 5-7, New York Road, 
Ridi j Yorkshire ; ; X : 7 
North Midlands | Derbyshire, Nottinghamshire, Lin- | Block 3, Government, 
p AN `- colnshire, Leicestershire, Rut- Buildings, Chalfont 
landshire, and Northamptonshire |. Drive, Western Boule- 


vard, Nottingham . 
“St. Regis,” Montague 

Road, Cambridge .. 
31, Cumberland:Terrace, ' 

London, N.W.1 


Eastern Huntingdonshire, Cambridgeshire, 
Norfolk, Suffolk, Bedfordshire, 
Essex, and Hertfordshire 

Area of London County Council 


and County of Middlesex 


Inner London 


Outer, London | Surrey, Kent, Sussex, and parts of |, 2-12, Prince Albert Road, 
f Hertfordshire and Essex Reopens Park,'‘London, 
Southern .. | Oxfordshire, | Buckinghamshire, ‘Whiteknights Park, Ear- 
l Berkshire, Hampshire, Isle of Jey, Reading, Berks , 
Wight, and Dorsetshire 


South Western | Gloucestershire, Wiltshire, Somer- 


setshire, Devonshire, and Corn- 


aa Road South, Bristol, 9 
W. ` 
Herefordshire, Shropshire, Staf- 


Midland Broadway Court, 69, , 
! , fordshire, Warwi e, and Broad Street, Birming- 
Worcestershire ; am, 1 
North Western | Counties of Cheshire, Lancashire “ Heyscroft,” Palatine 
i and the High Peak District of Road, Didsbury, Man- . 
Derbyshire, viz., Bamford, Bux- chester, 20 ' 
ton, and Glossop, :New Mills, À 
and Chapel-en-le-Frith l i ' 5 
Wales . | Wales and Monmouthshire Cathays Park, Cardiff 
Scotland . |«Scotland 39, Drumsheugh Gar- 


dens; Edinburgh, 3: 





$ 
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' EMERGENCY BED SERVICE 


The work of the Croydon Emergency Bed Service’ was taken 
over on November 7 by the South-western Branch of the. 


\ 


.E.B.S., Gap Road, Wimbledon (telephone: Wimbledon 6581). 


The following functions, formerly carried out by the Croydon 
Bed Service, are now the responsibility of the Croydon Group‘ 
Hospital Management Committee at Croydon General Hospi- 
tal (telephone: Croydon 3427): chronic-sick and páý-bed 
accommodation admissions to Croydon hospitals, and admis- 
sions to Coombe Cliff Convalescent Home. ' 

Particulars of other E.B.S. offices were listed in the Supple- 
ment of October 8 (p. 160)... oi . ae i 





aad 
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TREATMENT OF MERCHANT SEAMEN IN PORT 


Executive councils dre responsible for arranging medical treat- 


ment for merchant seamen on shore (Supplement, August 13, 
P. 80). The Ministry of Health has now issued a circular ont 
the provision of drugs and appliances when prescribed for these 


seamen by -doctors employed whole-time by the. Shipping 
Federation. at the London and Royal Docks. and the ports 
of Southampton, Cardiff, Manchester, Newcastle-upon-Tyne,, 
Liverpool, and Glasgow. - : fe, a |" ia 
A special issue will be made to these practitioners of Forms 
E.C.10 bearing the name of the London Executive Council and 
stamped “Shipping Federation Medical ‘ Officer.” These- 
prescriptions-may be handed in at pharmacies in the area of any 
executive council, even though the practitioners are working 


in the various ports named. - 


x 
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= 3 - HOSPITAL STAFF DISMISSED 
The general practitioner staff of the North’ Herts and South 
' Beds Hospital at; Hitchin have received notices of dismissal as 
from ‘October 31., The staff point out, that their dismissal 
is contrary to the ,Minister’s intentions expressed in circular 
R.H.B. (49) 132 (Supplement, October 15, p..168), which warns 
regional hospital boards that they are not to deprive patients _ 
of hospital beds in’ the charge of general practitioners. The 
hospital staff have taken up the matter with the Ministereof 
Health. i ' f 


Li 
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_ HEARD AT HEADQUARTERS 
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7 | Hearing-aids / 
‘ From a‘discussion at the Medical Society of London the other 


day we gather that the difficulties which have surrounded the 
introduction of the Govérnment hearing-aid are being smoothed 


3 


out. The bottle-neck is no longer at the distribution centres, 


‘where it used to be, but in the diagnostic clinics. It was stated 
‘that it is extraordinary how many old people are thrilled when, 
‘after a little instruction, they get the “hang” of the thing— 
people who, a few years ago, would never have thought of . 
‘trying such an appliance. On the other hand, some of them 
cannot put up with these electrical contrivances, and the old 
ear trumpet or the “ banjo ” still has its vogue. We were told 
of old people: who sit on either side of the fireplace and 
communicate with’ one another through three ‘feet of rubber 
tube. One speaker knew of someone who has already had five 
Government hearing-aids.- His complaint is that after about 
two months some fault in the material declares itself, and the 
aid has to be taken back and a new one-obtained while the old 
one is repaired and renovated. It was suggested that it would 
have been: more economical for the Government to use less 
cheap material. , a E 
Pa Rendezvous 


‘One lady to- atiother in a doctor’s waiting-room: “Ah, Mrs. ' 


. Smith, I haven’t seen you here lately. I hope you haven’t been 


unwell.” T 








* { “ t 


_ Questions Answered 








Salary of Hospital Locum 


Q.—I have been. qualified for two years and have just finished 
a B2 appointment. Without having ‘been graded I’ have been 
appointed ,locumtenent to an assistant medical officer who is 
on special leave. The doctor I am replacing was graded as 
registrar from July, 1948. Pending the, new’ hospital establish- 


` ment he has been receiving his. original (lower) salary. ' What 


remuneration am I entitled to expect? 


A.—The Ministry has instructed boards ‘of governors, regional 
boards, and hospital management committees that a locum- 
“tenent engaged to’ fill the, post of house officer; J.H.M.O., or 
registrar shall be remunerated at the same rate as the officer 
whose place he is filling. In this case, as the grade of the. 
officer whose work the locum has taken over is that of registrar 
‘(first year), the'salary to which he is entitled is £775 per annum. 


°. Refusal bf Temporary-resident Patients . 


Q:—Am I'not entitled to refuse to have temporary residents 
on my list and to charge them private fees? ` ' 


A.—%A doctor is free to refuse to accept a person on his list, 
either as a temporary or a permanent patient; but he must 
, (a) give any person who has applied for and been refused 
acceptance by him’advice on the steps ito be taken to enable 


_, him to be accepted by another doctor, and (b) provide ‘without 


-charge to the patient any treatment required by the person in 
an emergency or pending acceptance by another doctor. 
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CENTRAL CONSULTANTS AND SPECIALISTS 
COMMITTEE . l 


REPRESENTATION OF CONSULTANTS 


At the ‘meeting of the Central Cönsültant: and Specialists Com- 3 


mittee held at B.M.A. House on November 3, with Mr, R. L. 
Newell in the chair, a letter from members of the South-west 
Metropolitan (Western Area) Regional Committee, which 
appeared in the Supplement of October 22 (p. 185), was con- 
sidered. The letter complained of the decision of the Central 
Committee that the Joint Committee should appoint and instruct 
the members of the staff side of the Whitley Council, and stated 


that the Regional Committee had decided unanimously that if 


the Central: Committee continued to be ,subordinated to the 
’ Joint Committee the Regional Committee would consider with- 
drawing its representatives from the former and relying on 
representation by other means. 

‘The chairman deplored the panties of such a letter. He 
restated the views set forth in his own reply, published in the 
Supplement of November 5 (p. 206). He said that the letter 
from the Regional Committee was in many ways misleading. 


. If any constituent body represented on the Joint Committee had 


written such a letter he would have regarded it as a disastrous 
action. The Joint Committee had worked very well indeed and 
had the confidence ‘of the Ministry. It had. never been in 
disagreement with any of its constituent bodies. In fact, there 
had never been a division on any question.’ He felt that if the 
Regional Committee persisted in its demand the result would 
be that consultants would be represented by many bodies with- 
out any real authority whatsoever, instead of by one body to 
which the Ministry now looked as representing the consultants 
of the country. The chairman’s remarks were received with 
expressions of general assent. \ 


- 


Mr. Ross Smith, one of .the signatories of the letter, said that ' 


it was complained particularly that no reference was made to 
the regional committees before it was decided to subordinate 
the Central Committee to the Joint Committee in the matter 
of the representation of hospital medical staffs. He and his 


_ fellow signatories could not agree that the Joint Committee 


each claiming an independent right. 


should be’ the instructing body. ` The instructing body should 
be a committee democratically elected. One’ matter on the 


‘present agenda concerned the setting ùp of an independent 


fighting. fund for hospital ' medical staffs. It would surely be 
an anomalous position if the Central Committee. acted as the 
defence organization, holding’ the defence fund in trust, while 
‘another body over which it had at best only minority control 
had to decide action. .He could not see the general body of 
consultants in.this country. having confidence in such a set-up, 
and-if there was not confidence there would not be financial 
support. 


The Secretary (Dr. Charles Hill) said that other bodies wanted,. 


to participate in representation on Whitley Councils. The Cen- 
tral Committee was set up to speak for the general body of 
consultants, and the Joint Committee was established in order 
to avoid the possibility of half q dozen separate organizations 
If there was a depar- 
ture from that collective position they might. be represented 
on the Whitley machinery by. the three English Colleges, the 


' Scottish Colleges or Corporations, by their own committee, 


possibly ‘by the British Medical Association as a separate 
organization, and other bodies, and would be in a worse 
position. It was of paramount importance to consultants and 


body. 


‘Other members expressed regret at the lack of trust in the 
Joint’‘Committee which was made evident in the letter. On‘ the 
other hand, one member suggested that the Central Committee 
had been set up on a sufficiently broad basis to include almost 
all the bodies which were entitled to be considered by the 
Ministry. 


~ After a short discussion: it' was agreed that the letter from 


the Regional Committee be left to lie on the table. 


ce : \ 


Special Distinction Awards 


Dr. Rowland Hill, chairman of the Executive Committee, 
presented certain proposals as a basis for discussion on the 
assessment -of “merit ’\for distinction awards. It was recom- 
mended that “ merit” be defined as the total professional value 
of a consultant to ‘the community, and that the following 
factors be taken into consideration in the assessment: the 
nature and responsibility of posts held and the standard of 


efficiency attained in the’ performance of the duties of the 


posts ; professional qualifications and academic and other pro- 
fessional attainments; and the value of the consultant’s 
researches and his published works. 

The committee also submitted certain amended proposals as 
to the method of ‘implementation. One of these was that lists 
of recipients of merit awards should not be published in the 
medical or lay press, but should be made available to the pro- 
fession by the National Committee, which decided the awards, 
through the Joint Committee and its constituent bodies and by 
boards of governors and regional boards to their medical com- 
mittees and medical advisory committees respectively, all such 
information to be regarded as confidential. 

Dr. Rowland Hill pointed out that with most awards a reason- 
able degree of publicity was part of the award, and it was 
significant of the atmosphere which surrounded the whole of 
this arrangement that such secrecy had to. be observed. He. 
added that it was not the ‘advertising of-the recipient which 


_was to be deprecated, but the “ de-advertising ” of those whose 


names did not appear in the list. 

The difficulty of maintaining secrecy- about the awards was 
mentioned in the committee, especially the difficulty of dis- 
closing ‘something - to the profession and withholding it from 
the public. One member advocated the fullest publicity for 
the awards, if only in order that young consultants might know 


.” at what objectives to aim. 


The committee agreed generally with the proposals put for- 
ward, including the one that in each region there should be- 
established a committee of distinguished practitioners of con-- 
sultant status, not interested in merit awards (that is, those 
already in receipt of the highest award or retired from prac- 
tice), who should select consultants in the area for recommenda- 
tion to the National Committee. It was the general feeling 
that the Central Committee should not itself participate in the 
recommendations. 


Pay-bed Accommodation 


Some .discussion took place on the continuing reduction- in 
the number of private hospital beds and the increase in main- 
tenance charges. Dr. Rowland Hill said that the question would 
be further discussed with the Ministry, and particulars of any 
hard cases would be submitted. It was stated that there was a 
drive to create amenity beds out of private. beds. Jt was agreed , 
to pressithe point that the retention of private hospital beds at 
an adequate level would reduce the cost of the hospital and 
specialist service. 3 

Various recommendations from groups were considered. One 
of them; from the Yenereal Diseases Group Committee, urged 
that regional hospital boards be asked to make facilities avail- 
able for the training of women. as specialists in venereology, 
with a prospect of adequate employment and the opportunity 
of competing for the highest honours in the specialty. It was 
also asked that atrangements should be made for women 
patients who so desired to be -treated wy women venereo- 
logists. This was endorsed by the committee for representation 


to the Ministr 
specialists to have for Whitley, purposes, one generally accepted i A 


The Radiologists Group Committee asked that the question 


_ of financial assistance to radiologists to offset the loss of capital 


due to the fact that their practices had becomé ‘unsaleable 
should be taken up. It was agreed that this question should 
be one of ‘the items to be considered by the Whitley Council 
as soon as it was formed. 

~ The committee~reappointed its six representatives on the 
Joint Committee—namely, Dr. T. ‘Rowland Hill, Mr. C. E. 
Kindersley, Dr. W. S..Mack, Mr. A. M. A. Moore, Mr. R. L. 
Newell, and Mr. T. Holmes Sellors. 


/ 
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4 Status of General Practice 


Sır —The rape of general practice has been going on for 
some long time, but its progress has been accelerated by the 
introduction of the new National Health Service. By.“ rape” 
L mean to convey the taking away from the general practitioner 
of what is now considered outside his competence and handing 
such sections of his work over to the specialist, so often a side 
of his work which he considers the most interesting. Among 
the early branches of practice that went in this way were 
ophthalmology, dentistry, pathology, and public health. Later 
this was followed by orthopaedic and E.N.T. work, anaesthetics, 
and the staffing of clinics for children and antenatal purposes. 
- At the present time the process-is being completed by removing 
from the competence of the general practitioner the general 
surgery previously carried out by him as a member of the staff 
- of his local hospital. ` ` 
- The reason given is the increase in newly acquired medical 
knowledge and its constantly changing techniques. This has 
been exploited far too fully, so that now the general practi- 
tioner has the practice of nearly all techniques (complicated or 


comparatively simple) removed from him, if not on the ground, 


that they are considered outside his competence, then included 
in a neat bundle with those which quite possibly are. This, in 
the future, must tend to produce a deterioration in the type of 
practitioner, for what is the object of learning to become 
proficient along certain special lines if in the future there will 
be no opportunity of putting such into practice ? Why choose 
to become a house-surgeon if, after leaving the hospital, you 
will never remove an appendix or perform any routine surgical 
procedures ? 

The rights and wrongs of the present tendency are debatable, 
but what is not debatable is the fact that the status of the 
general practitioner must be maintained, so that what was 
described by a professor of medicine as “the backbone of the 
profession ” should not become the resort. of the comparative 
failures within the profession, swayed and governed by the body 
of specialists, who, however brilliant in their own sphere, often 
dismally fail to comprehend medical practice in anything like 
its breadth and depth. . E 
‘It should remain the main object and the grave responsibility 
’ of all teaching hospitals to credte as in the past a body of 
general practitioners capable of carrying out successfully the 
routine techniques of the department in which they serve after 
qualification. It is these men who should serve the needs of 
the smaller local hospitals in the areas in which they later find 
themselves. . : 

In the present chaotic over-organization of doctors’ work by 
- other doctors the outstanding results appear to be on one side 
the unmanageable weight of work thrown upon the specialist 
and the hospital in which he works, and on the other side the 
general practitioner increasingly divorced from the more tech- 
nical and stimulating sides of his work, striving to retain at least 
some interest in his professional work, from which so much 
other than the hack work has been successfully removed.— 
I am, etc., 

Long Handborough, Oxford. i 


f 


Sir,—The slogan of the Church of England’s Mission to 
London to be reaf on the posters stated that “ Recovery starts 
from within,” a truth inherent not only in things spiritual but 
a truth very widely neglected.. Does the medical profession give 
due weight to the fact that recovery starts from within? I see 
little evidence of its doing so. We discuss rates of pay, ‘grading 
of specialists, and so on, while’ giving little attention to the 
reorganization of thé medical services. The original B.M.A. 
health scheme did little more than suggest that the dependants 
of N.H.I. patients should be added to the doctors’ panels, as 
though the panel system was in itself the answer to the demand 
for an improved medical service. i 

Improved rates of pay will not ensure a satisfactory medical 
service. The importance of the general practitioner must be 


CLEMENT J. L. WELLS. 


` i 
- 


h 


CORRESPONDENCE 


x 


kal 


Pai 


SUPPLEMENT TO THE ` 
A BRITISH MEDICAL JOURNAL 


213 


£ 


fully ‘recognized and not merely paid lip service to, and he must 
‘be, as he is not at present, fully trained for his work, Which in 


many, respects differs from that of the consultant and specialist. 
Health centres are not needed primarily to do away with doctors’ 
surgeries but to provide diagnostic and treatment facilities for 
general practitioners. . l 

Many of the regulations are a direct insult to general practi- 
tioners. They are now informed that they may no longer in 
an emergency obtain direct an oxygen tent,’ but must do so 
through a hospital consultant, who alone may order belts, 
valgus pads, and such simple things. If the general practi- 
tioner is as inefficient as all that, something is seriously wrong 
with his medical education, for which these consultants are 
responsible ; and will these consultants bear in mind Sir Robert 
Hutchison’s dictum, “No one is too good to be a genera! 
practitioner.” 

One way of maintaining a high standard among general practi- 
tioners is to associate them with the hospitals in some semi- 
official way such as clinical clerkship. This could be arranged 
on a rota system. In America it has been noted that clinical 
ability tends to decline after leaving hospital and being separated 
from its work. 

The reforms I suggest are (1) better training of the general 
practitioner. for the work he has to do, (2) provision of diag- 
nostic and. treatment facilities, and (3) continued association of: 
the general practitioner with the work of a hospital. 


I may be wrong in these suggestions, but, bearing in mind 


that recovery starts from within, let us at least recognize the 
need for reform and strive to promote it.—I am, etc., 
London, W.8. HAROLD H. SANGUINETTI. 


Protest Against Higher Pay . 


Sir,—In the Sunday Times of September 4 I was surprised 
to read that the B.M.A. (of which I am a member) is putting 
in a claim for still higher payment for general practitioners. 
When I was a panel doctor—1922 to 1937—the capitation fee 
was around eight to nine shillings, and I was quite satisfied. 
It was not my only source of income, any more than it is the 
only source of income of National Health Service practitioners 
to-day—private practice (and there is still quite a lot available) 
and part-time appointments, of which there is a wide scope 
(divisional police surgeons, part-time industrial medical officers, 
dental anaesthetics, child-welfare clinics, examinations under 


the Factory Acts, minor-ailment treatment centres for school- “ 


children, to mention a few). Also a number of general practi- 
tioners have specialized in ophthalmology, nose, throat, and 
ears, dermatology, industrial medicine, etc., and hold part-time 
appointments in these. ` i 

Even if a few doctors depend only on their National Health 


_ Service remunerations they appear more than adequately paid 


-~ 


~ 


‚for it, and it must also be remembered that a high percentage 


of the medical investigation and treatment of their patients is 
carried out at the hospital. 

I wish to protest against this demand for a further increase, 
which to my mind is quite unjustified. I would also remind 
the B.M.A. of ‘the serious financial position of the country ; 
but the country’s interest is quite forgotten in the general 
scramble for more money for less work. I am sending a copy 
of this letter to the Minister.—I am, etc., 

London, N.6. | W. A. H. BELL. , 


Establishment of Registrars 


Sır, —It needs no more than a few moments’ reflection to 
realize that a serious problem is fast gaining momentum. At 
most ef the larger hospitals, especially teaching institutions, 
there has been an increase in the number,of registrar appoint- 


‘ments in proportion mifch greater than that before the war. 


¢ 


Ten years ago in two neighbouring hospitals there was a 
totaP of 15 registrars; to-day there are 41. These figures are 
typical of other centres. One large teaching hospital, at least, 
has multiplied its number more than 10 times. 

Since the post-war replenishment of permanent appointments 


vacancies have now become very few, and the intended expan- 


sion of specialist services shows no sign at present of taking 


t 
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place. . The situation is already indicated by the large list of 
» applicants for any ‘staff appointment. ' It is a situation which is , 
bound to deteriorate unless.’steps are taken,‘and it is a dis- 
` heartening position for those who have been at pains to spend 
years in speciah training. 

If the country still needs and can economically support a 
great specialist service, it seems that now is the time to enlarge 
establishments. If this is not the case, then it would be rational 
- to limit the total number of registrars in a. reasonable propor- 
tion to the number of 
I am, etc, l 

London, W.1. ! P. H. NEWMAN. 


Compensation for Taking Partner 


Sir,—One can only view the letters: from principals and 
assistants: which have been published recently with a great deal 
of sympathy for both sides, but also with horror that acrimony 
is developing within the profession itself. ` 


Many principals would be willing, even pleased, to grant ; 


partnerships to their assistants if they- could be sure that the 
loss of income involved could be balanced bythe acquisition 
of capital as was the practice in pre-N.H.S. days. May I 
Suggest that the Ministry of Health be approached to grant 
immediate compensation to the value of the share given to 
an incoming partner ? 

It could be stressed to the Minister that this procedure would 
ensure that his protégé (the penniless young doctor) obtained 
a professional livelihood; and that practité in general would 
benefit thereby—I amy etc., a 

Hayes, Kent, © / a _ MATTHEW SHERIDAN. 

: . Bifocal Glasses "ise, 2 

Sir,—In reply to Dr. H. S. Gaskell (Supplement, October 22, 
p. 185) it should. be pointed out that bifocal lenses are more 
difficult to obtain than single-sighted lenses, and a large increase 
in the proportion of bifocals prescribed would lead to very 
long delays. Solid bifocals, in particular, are in very short 
supply. . . iz \ i 

From the point of view,of expense there’ is little difference, 
since the cost of two frames fitted with single-sighted lenses is 
approximately the same as one frame with bifocals. 

Bifocal lenses are a great boon to thousands of people, but 
in many ‘cases they are not suitable, dnd the decision must rest 
with the ophthalmic optician or ophthalmic medical practitioner 
carrying ‘out the examination —I am, etc., 


S- BLACK, 


London, W.1. Association of Optical Practitioners. 


Tax on .Prescriptions 

Sir,—In your annotation (Journal, October 29, p. 971) you 
remark that “ Mr. Attlee’s decision that a patient from now on 
will have to pay a small token fee up to a 1s. for prescriptions 
issued under the N.H.S. . . . will be welcomed by the medical 
profession.” Before we have details of how this charge is 
going to be made it is extremely difficult to express a con- 
sidered opinion on it. Household remedies for one patient are 
medical necessities for another—e.g., cotton-wool for a patient 
' with a colostomy.’ Aspirins, which the Minister now suggests 
that the patient should buy, before the N.H.S. were sold to 
him by his private doctor either as tablets dyed pastel shades 
of pink or yellow or in the form of very, palatable emulsion, 
_coloured or plain according to fancy. One thing we can 
regret from Mr. Attlee’s decision is that the Government has 
decided that: the economic barrier to medical services shall be 
reintroduced. N . 

The responsibility of over-prescribing ‘ must lie with the 
doctors. Complaints that seem trivial to the medical man 
seem important and even dangerous t6 the ignorant and the 
neurotic. When we complain of overcrowded surgeries we are 
apt to forget that patients often wait for two hours fof our 
advice and opinion. They would rarely do this if it was to 
save themselves 6d. for a bandage. The result of a charge for 
prescriptions may well mean that patients already discouraged 
, by over-full waiting-rooms will return: to self-medication and 

patent medicines. “ me 4 


re 


. 
ra 


permanent specialist appointments.— . 


Mental Change 


“or other organization : 
_ ‘Metropolitan Borough Councils—Fulham, Hackney, Poplar. 


Mr. Attlee and his Government have done little to help the 
general practitioners to run’ the Service. We wait in vain for 
the amenities of the health centres, but his latest action will not 


‘be welcomed by the general practitioner in the industrial areas; 


who foresees hardship for many, especially the large families 
of the lower income group.—I an, etc., 
Birmingham. M.. BARROW. 


' o Housing and Health’ | 
Sir,—In view of the national crisis and possible further 
economies in national expenditure, I feel that the medical pro+ 
fession should make a stand against any further reduction in 
the already inadequate housing programme. 


It seems little use pouring money into the sacrosanct National 
Health Service when a steady stream of mentally ill people is 


„also being poured into it as a result of inadequate housing.: 


The loss to the nation ‘in man-hours must be colossal when 
one considers the mental illness that is brought about by over- 
crowding and having to live with uncongenial relations and 
under unhygienic conditions. In addition to this, much time 
in psychological -departments is given up by psychiatrists and 
psychological ‘social workers to fighting a losing battle with 
these conditions. I say nothing of the time and cost to the 
nation of juvenile delinquency, largely consequent on marital 
breakdown due to inadequate housing. Ba A 

It seems to me'that the housing problem should be sacro- 


sanct, and’'if this were so. the needs of the National Health 


Service would be considerably decreased.—I am, etc., 
London, W.1. MARION GREAVES. 


f 


a 
FROM LETTERS 


Dr. D. SAKLATVALA (W. Bromwich, Staffs) writes: 


- ' 0. | POINTS 


It has been 


. “ Heard, at Headquarters ” (Supplement, October 1, p. 149) that the 


Minister of Health is baffled by “ the mental change that comes over 
a doctor when he functions as a member of organized medicine.” 
In believing that there is such a change the Minister is exhibiting 2 
mental phenomenon which is universally seen in` laymen but which 
need not, I think, baffle us. It is a matter of common experience 
that Mr. Everyman has, and ever has had,‘complete trust in the 
humanity, integrity, and skill of “his own” doctor. At ‘the 
same time it has long been common knowledge that doctors as a 
body are always under the suspicion of Mr. Everyman. The B.M.A. 
has for many years been scathingly spoken of as “the strongest 
trade union,”- while the man-in-the-street is never ready to believe 


t 


in doctors as a class suffering any hardship or difficulty, because - 


he can always believe that, before all elsé, doctors look after them- 
selves, ... When the patient is in trouble, then all his hopes, alt 
his future, seems to be in the hands of his doctor, and if he is to 
have confidence in his future he must have confidence in his doctor. 
If he is to be emotionally stable this confidence must be absolute, 
and not weakened by any doubts. ... The surest way of avoiding 
any such doubts is, ‘clearly, to “decide” that, while Dr. A is a 
paragon of all the relevant virtues, Drs. B, C, D, etc., are a collection 
of unprintable rogues and scoundrels. ... Since in the profession 
Mr. Everyman’s (or Mr. Bevan’s) “own” doctor is in a minority 
of one, while the rest are the. unreliable scoundrelly nincompoops, 
Jt follows that Mr. Everyman can safely trust the one, while he must 
suspect and abhor the many. Mr. Bevan is reported as urging 
“ psychological research.” I venture to find that unnecessary, but 
I believe ‘that some ‘ public relations” research is badly needed. 
It has long been my view that the combating of this ambivalence in 
the public’s attitude should be our first propaganda concern, for 
until we have eradicated it all our other teaching falls on stony 
ground. Unfortunately I have no idea of how we should begin. 
a a 
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~ TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to ‘require employees to be members of a trade union 


Non-County Borough Councils.—Dartford, . Wallsend. | 

Urban District Councils—Denton, Droylsden, _Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. i 


SE i 


' i i l 4 
. : : 7 ’ Sy A at i 
Nov. 12, 1949 ` H.M. 


1 é 


toa 
F 








, 
` 
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e TERRIT ORIAL ARMY > 
` ROYAL ARMY MEDICAL CORPS 


Ey t 
` 


rk 
` 
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Major H. F. T. Macfetridgé, D.S.O., I-M 
Lieutenant. (Substituted for the notification in a 


Supplement to the 
London Gazette dated March 15.) 7 


Captain A. M. Rennie to. be Major. ._° 

Captain K: W. N. Palmer, T.D., to be Major. `, ' ae 

Captain D- C», Taror ‘has been granted the acting iani of Major.’ 
Lieutenant G..J. Dixon: to be Captain, and has been granted the, 


acting rank of Lieutenant-Colonel. 
Lieutenant D. H. Jenkins to be Captain, 
' acting rank of. Major. l 
Lieutenant R. V. Stone 
Major. 


TERRITORIAL ARMY RESERVE 2 Orricers: RovaL ARMY MÉDICAL. 
: - ORPS DoR 
Majors J. B. Schofield and J. D. Swan, from- Active List, to be 
Majors. ir Wee ee : eos 
REGULAR, ARMY: EMERGENCY, COMMISSIONS" 
ROYAL ARMY MEDICAL CORPS E 
' Lieutenant (Acting Lieutenant-Colonel) A. A. W. Petrie, CBE. 
bas relinquished his commission (without pay-and allowances) and 
has been granted the honorary rank of Lieutenant-Colonel. ~ f 


Captains J. G. Kendall and G. Maizels have relinquished their 
commissions and have been granted the honorary rank of Major.. 


and has been granted the - 


to be Captain, retaining the acting rank of 
; 


`| ROYAL AIR FORCE ` l 


Air Vice-Marshal P. C. ‘Livingston, C.B., C.B.E., A.F.C., K.H.S, 

to be Air. Marshal. ‘ k , eo 
Flight Lieutenants R. -Mortimer, J. M. Dawson, J. J. McNair, 
and E, C. B, Bramwell to be Squadron Leaders. , ae A 

i J. B. Good to be Squadron Leader (Temporary). i ie 


, ROYAL AIR FORCE VOLUNTEER RESERVE 


r ` ü 


Squadron Leader J., B. Good has relinquished his commission on 
appointment to a temporary commission in the R.A.F. ` 7 
Flight Lieutenants R. D. McD. Morrison and. K, R. Hudson have 
relinquished their commissions on appointment to the reconstituted 
R.A.A.F., retaining the rank of Wing Commander, 
Flight Lieutenant G. P. Arden to be Squadron Leader. 
Flight Lieutenant J.R. Anderson has relinquished his: commission 
on appointment to the reconstituted R.A.A.F., retaining the rank of 
Squadron Leader. 
' Flight Lieutenant P. M. Lynch has relinquished his commission, 
retaining the rank of Squadron Leader. ` es 


l WOMEN’S FORCES 
EMPLOYED WITH THE MEDICAL BRANCH oF THE R.A.F. 
Flight Lieutenant L. G. Moore to be Squadron. Leader. 


Flight Lieutenant E. H. M. Lewin has relinquished her commission, 
retaining the rank of Squadron Leader. ~ “Ms 
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INDIAN MEDICAL SERVICE 


Major-General J. P.: Huban, C.S., O.BE.. has fetired. ` 
Lieutenant-Colonels H. W. Mulligan, T. A.’ Doran, 'C. R. Hender- 
son, H. S. Smithwick, O.B.E., and P. H. ‚Cummins have retired, and 
have been granted the honorary rank of lonel. ae 
Lieutenant-Colonels J.’ F. Shepherd, M.B.E., S. T. Davies, A. I. 
Cox, O.B.E., J. L. Donnelly, J. H. Gorman, B- J..Griffiths, W. J. L. 
Neal, O.BE., and G. Milne have retired. ' l 
Majors N. A. Michael, F. A. B. Sheppard, C.I.E., O.B.E., and 
G. T. Wrafter have retired. PIE: : gi 
Captain W. W. Hamilton has retired, and has been granted the 
honorary rank of Major. . - l 
Lieutenants L. H. Nugent and P. G 
been granted the-honorary rank of Major. A 
INIAN MEDICAL DEPARTMENT . fone 
Captains-K. E. R. Robertson, N. A. Michael, and N. C. Todd to 
' be Majors. D, a ; A " i = i Y d 
COLONIAL MEDICAL SERVICE 
The following appointments have been announced: 
M.D., Medical Officer, Tanganyika ; 
Officer, Dermatologist, Kenya; C. E. Hunter, M.D., M Officer, 


edical 
British Somaliland ; ozalla, M.B., Medical Officer, Sarawak ; 
J. iF. Nunn, M.B., 


if 


D. F. Clyde, 
A. Hargreaves, M.B Medi 


ow 


Medical: Officer, Federation: of Malaya; Z. S. 


Walko, M.D., Assistant ‘Medical Officer, St. Lucia, Windward 
Islands; R. L. Cheverton, M.R.C.S., Director of Medical Services, 


‘ Gold Coast; H. D. Tonking, ‘M.R.C.S., Pathologist, Nigeria; H: M. 
Johnston Pee M.P.H.,. Malariologist, Jamaica; E. H. Madge, 
. M.B., Medical Superintendent, Victoria Hospital, Mauritius ; M.' 
, `Theodoulou, M.D., and C, C. Ioannides, M.D., District Medical 
Officers, Cyprus. ee ae 3 a ~ e 
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‘FORCES APPOINTMENTS ` 


.- 


1”. “FORMATION OF ST. 
“The Council. has formed a:St. Vincent Branch comprising the 
S. retired, to be’’ .area of the Island of St. Vincent, British West Indies. 


i a i . . j 
<. publication 'of this notice. 
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VINCENT BRANCH . 


` a l 
The: new Branch comes into existence as from the date of 


. 'CHARLES HILL, 
Secretary. 


j" f 


í ' 
November 12, 1949. 


' pRIZES FOR MEDICAL STUDENTS, 1950 
The Council of the British Medical Association is prepared 


'Y to consider the award in 1950 of prizes to medical students 


for. essays submitted in open competition. 
The subject of the ‘essays shall be S 
` Relation, to the Practice of Medicine.” 
-The purpose of these prizes is the promotion of systematic 
observation among medical students. In awarding the prizes 
‘due’ regard will be given to evidence of personal, observation. 
No study or essay that has previously appeared in the medical 
press or elsewhere will be considered eligible for a prize. Any 
medical student who is a registered member ‘of a medical 
school in Great. Britain or Northern 
submission of the essay is eligible to compete for a prize. 
If any question arises in reference as to the eligibility of 
a.candidate or the ‘admissibility of his or her essay, the decision 
of the Council of the British Medical Association shall be 
final. In determining the number and the value of the prizes to 
be awarded the Council will take into consideration the number 
of essays ‘received. Should the Council decide that no essay 


Clinical Teaching in 


‘ entered is-of sufficient merit, no awards will be made. 


‘Rach essay. must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of application 
which can be .obtained from the undersigned. Essays must 
be forwarded so as to reach the Secretary of the British Medical 


Association not later than December 31, 1949. Inquiries rela- 
tive to the prizes should be addressed to, the Secretary, British 
Medical ‘Association, B.M.A. House, Tavistock Square, London, 


WC . 


` candidate in the course of his 
. will be required. No study or 


, Morris have retired, and have , 
‘ decision of the Council shall be final. 


~ 


| NATHANIEL BISHOP HARMAN PRIZE 


The’ Council of: the British Medical Association is prepared to 
consider, the award of the Nathaniel Bishop Harman Prize in the year 
1950. The'value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached -to recognized medical schools, It will be awarded for the 
best essay submitted in open competition. The work submitted must 
include personal observations and experiences collected by the 
practice. A high order of excellence 
essay that has been previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for the prize. . 

Any. registered medical practitioner who is a consultant member 
of the staff or senior ‘hospital: medical officer of a hospital in Great 
Britain or, N. Ireland !and is not attached to a recognized medical 
school is eligible to compete. ‘If any question arises in reference to 
the eligibility of: a candidate or the admissibility of his essay the 

i í 
‘Should ‘the Council of-the Association decide that no essay sub- 
mitted is’ of sufficient merit, the prize will not be awarded in 1950 
but will be offered again the year next following this decision, and 
in this event the money value of the prize on the occasion -in 


. question shall be suck» proportion of the accumulated income as the 


Council shall determine. . 

_ The writer of the prize-winning essay may be required to prepare 
‘a paper on the subject for. publication in the British Medical Journal 
or {pr presentation to the appropriate Section of the Annual Meeting 
of the Association. Each essay must be typewritten or printed in 
and must.be distinguished by a title and a 


the English language, 
bear the name of the writer, which should 


motto. The essay must not 


_be sent with the essay ina sealed envelope bearing only the motto 


ad 


on the outside. aoe g n 
The title of the proposed essay and the motto should also be noti- 
fied in writing to the Secretary by Deceniber 1, 1949, on a form to be 
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obtained from the Secretary.’ Essays must be forwarded to reach | 


the Secretary, British Medical Association, B.M.A. House, Tavistock 


- Square, London, W.C.i, not later than March 31, 1950. The prize 


will be awarded at the Annual Meeting of the Association to be held 
in 1950. Inquiries relative to the prize should be addressed to the 
Secretary. 


? 


- SIR CHARLES HASTINGS CLINICAL PRIZE 
The Sir Charles Hastings Clinical Prize, which consists of a 
competition. 
aware :-. 

1. The prize is established by the Council of the British Medical 


The following. are- the regulations governing the 


_ Association’ for the promotion of systematic observation, research, 


` of sufficient merit no award will be made. 


and record in general practice, ' 


2. Any member of the Association ‘who is engaged ‘in genera 
practice is eligible to compete, for the prize. i l 

3. The work submitted must include personal observations and 
experterices collected by the candidate in general -practice, ‘and a 
high order of excellence will be required. If no essay entered is 
It is to be noted that 
candidates in their entries should confine their attention to their 
own observations in practice rather than to comments on previously 
published work on the subject, though reference to current literature 
should not be omitted when it bears directly on their results, their 
interpretations, and their conclusions. 

4. ‘Essays,.or: whatever form the candidate desires’ his work to 
take, must bé sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than December 31, 1949. 


‘The prize will be awarded at the Annual General -Meeting of the 


Association to be held in 1950, 

5. No study or essay that‘ has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a contribution offered in one year cannot be accepted in any sub- 
sequent year unless it includes evidence of further work. A 


‘ prizewinner in any year is not eligible for a second award of the 


prize. ia ` 


. certificate and a money ‘award of 50 guineas, is again open for’ 


' 
4 


6. If any question arises in reference to the eligibility of the © 


candidate or the admissibility of his or her essay the decision of 
the Council on any such point-shall be final. 

T. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. Ca 

8. Each essay must be typewritten or printed, must be dis- 
tinguished by a motto, and must be accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 
name and address. oe i 

9. The writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 


, 4° paper on the subject for publication in the British Medical 


Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. 3 

10. Inquiries relative to the prize should be addressed to the 
Secretary. : 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared to 
receive applications ‘for Research Scholarships as follows: An 
Ernest Hart Memorial Scholarship of the value of £200 per annum, 
a Walter Dixon Scholarship of the value of £200 per annum, and 
four Research Scholarships each of the value of £150 per annum. 
These scholarships are given to candidates whom the Science 
Committee of the Association recommends as qualified to under- 
take research in any subject (including State ı medicine) relating 
to the causation, prevention, or treatment of -disease. Preference 


“will be given, other things being equal, to members ,of the medical 


work as a scholar. 
i ™ 


profession. 

Each scholarship is tenable for one year starting on- October 1, 
1950. The scholar may be reappointed for not more than two 
additional terms. A scholar is not necessarily required to devote the 
whole of his or her time to the work of research but may hold an 
appointment at a university, medical school, or hospital, provided the 
duties of: such an “ppointment “do not interfere with his or her 


\ . e 


Conditions of ‘Award; Appiications - 
‘ Applications for scholarships ‘must’ be made not later than Friday, 


' April 28, 1950, ori the prescribéd form to be obtained frome the 


' the research contemplated. 


Secretary of the Association, B.M.A. House, Tavistock , Square, 
London, W.C.1. Applicants will be required to furnish the names 
of three referees who are competent to speak of their capacity for 


CHARLES Hit, 
“Secretary. 
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Diary of Central Meetings 


NOVEMBER 


i6 Wed. Council, 10 a.m. 
{7 Thurs. Publishing Subcommittee, 11 a.m. 
17- Thurs: Radiologists Group Conference, 1.30 p.m. 
{7 Thurs. Radiologists Group Committee (at termination of 
' Group Conference). : . 
23 Wed. ‘Health Centres Subcommittee .of the General 
i Medical Services Committee, 11 a.m. 
25- Fri. Committee on Psychiatry and the Law, 2 p.m. 
25 Fri. Venereologists’ Group Committee, 2.30 p.m. 
\ ; 
DECEMBER 
L Thurs. Planning Subcommittee of . Occupational Health 
Committee, 11 a.m. ` 
l Thurs. Remuneration Subcommittee of Occupational Health 
Committee, 2 p.m. a 
1 Thurs. Joint Committee of the B.M.A. and the N.V.M.A., 
2.30 p.m. Y X 
15 . Thurs. Journal Committee, 2 p.m., > y 
22 ? 


Thurs. Occupational Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 


CAERNARVONSHIRE AND ANGLESEY D1IvIsion.—At Physics Labora- 
tory Lecture Theatre, St. Deiniol Road, Bangor, Sunday, November 
13, 2.30 p.m., sound colour film: “ Diagnosis and Treatment, 
Pathology, and Prognosis of Angina Pectoris.” o- ' 


DUMFRIES- AND GALLOWAY DIVISION.—At Oughton's Restaurant, 
Dumfries, Thursday, November 17, 8.15 p.m. to 1 a.m., dinner-dance. 


FURNESS DIviston.—At Fisherman's Arms, Bardsea, Friday, 
November 18, 8 p.m., dinner-dance. E 


GREENWICH AND DEPTFORD Drvision.—At Miller Hospital, Green- 
wich High Road, London, S.E., Wednesday, November 16, 8.30 p.m., 
Dr.. Frank Gray: “ Rules and Regulations of the N.H.S.” 


HARROGATE Diviston.—At Majestic Hotel, Harrogate, Wednesday, 
November 16, 8.30 p.m, B.M.A. Lecture by Professor L. S. P. 
Davidson: *“ The Aetiology and Treatment of Rheumatoid Arthritis 


with Special Reference to Cortisone (Compound E)." 

HERTFORDSHIRE BRANCH.—-At Napsbury Hospital, Friday, Novem- 
ber 18, 8.30 p.m., clinical meeting. Subject: “ Psychiatric Treat- 
ment.”* Films will be shown and a discussion will follow. 


‘KESTEVEN Division.—At -Bristol Arms Hotel, Sleaford, Sunday, - 


November 20, 6.30 for 6.45 p.m., ‘dinner; 7.45 p.m., 
of Congenital Heart Disease,” by Dr. J.. W. Brown. 


Leeps Division.—At Queen's Hotel, City Square, Leeds, Friday, 
ovember 18, 8 p.m., dinner and dance. , 


LEWISHAM Division.—At Lewisham Hospital, High Street, 
London, S.E., Sunday, November 20, 11 a.m., clinical meeting. 


“Some Types | 


NORTH BEDFORDSHIRE Division.—At, Bedford County Hospital, ` 


Friday, November 18, 8.30 p.m., clinical evening. 
arranged by Dr. J. L. H. Easton. 


NorTH- OF ENGLAND _BRANCH.—At Royal Victoria Infirmary, 
Newcastle-upon-I'yne, Thursday, November 17, 7.15 p.m., clinical 
demonstration by. Dr. G; O. Richardson: £‘ Some Clinica] Aspects 
of Diabetes”; 8:45 p.m., address by Dr. J. G. Scadding: 
“ Bronchiectasis.” ‘ 


X 

ROCHESTER, CHATHAM, AND GILLINGHAM DIVISION.—At St: 
Bartholomew's Hospital, Rochester, Fhursday, November 17, 8.30 
.m., clinical meeting. Al medical practitioners in the area are 
invited. ; 

SCARBOROUGH DIVISION.—At Scarborough Hospital, 
November 17, 8.30 pm., Talk by Dr. J. T. Ingram: 
Conditions.” l 

SOUTH MIDDLESEX DIvISION.—At Jersey Rooms, Red Lion Hotel, 
Hounslow; Thursday, November 17, 8.30 p.m., Dr. Gerald Slot: 
“ Angina and Coronary Thrombosis ” (film). 


Cases to be 


Thursday, 
* Skin 


ıı SOUTHAMPTON DIVvISION—At Royal South Hants and Southampton 


Hospital, Wednesday, November 16, 8.30 


“Legal Hazards of Medical Practice.” 


i 
STRATFORD DIvision.—At King George Hospital, Ilford, Tuesday, 
November.15, 8.45 p.m., clinical meeting. Dr. J. L. Lovibond: 
“The Clinical Value of Special Diagnostic Tests in the Management 
of Cardiovascular Disease.” : 


SUNDERLAND DIvision.—(i) At Royal Infirmary, Sunderland. 
Thursday, November 17, 3 p.m., annual address by f le 
Davidson: “ The Aetiology and Treatment of Rheumatoid Arthritis 
with Special Reference to the Therapeutic Use of Cortisone (Com- 
pound E).” (2) At Seaburn Hotel, Sunderland, November 17, 7.30 
p.m., annual dinner, ' r : 


p.m., Dr. Robert Forbes : 


. WEST DENBIGH AND FLinr Divisron.—At Palace Hotel, Ray,” 


Thursday, November 17, 8 p.m., B.M.A. Lecture by Mr. J 
Tudor Thomas: “Some Observa:ions on Ocular Therapeutics.’ 


T 
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- A MORAL OBLIGATION- 


It will be recalled that in a circular issued to.boards of governors 
of teaching hospitals and regional hospital boards reference 
was made to a moral obligation to ensure that members of 


hospital staffs displaced as a result_of a change of-user should 


be found other appointments. 
were as follows: 


“The present opportunity is taken -of emphasizing the Minister’s 


The exact words of the circular 


THE SECRETARY REPORTS 


view that, where the board's plans for offering permanent contracts, _ 


on a-revised basis of allocation of duties involve displacement or 


serious- disturbance of consultant staffs (e.g., where it is proposed 
to change the use of particular premises, or to carry out the work 
with a reduced number of staff), he has a moral obligation for seeing 
that the statf displaced or disturbed are given as far as practicable 
the opportunity of-undertaking. similar duties elsewhere—a moral 
obligation which he can only meet through the boards themselves. 
“In the case of a regional hospital board, the board should,’ in 
the Minister’s view, be ablein almost every case to arrange for the 
displaced specialist to be offered duties of similar scope and extent 
in some other hospital where services in his specialty need strengthen- 
ing. It is more difficult for ‘a-board of governors to do this, as 
their administrative control _extends over a much narrower field, 


- but they should seek the co-operation of_neighbouring regional hos- 


f 


_ alternative -post, 
_ future. 


pital boards in endéavouring to arrange for the offer of similar work 
at a regional board hospital ; and regional boards are asked to do 
all they can to assist ; in nearly every case the staff concerned are 
of proved calibre and it will be to the-board’s advantage to obtain 
their services. Such offers of alternative duties as part of the review 
are not, of course, subject to the National Healtii Service. (Appoint- 
ment of Specialists) Regulations, -1948 (S.I. 1948, No. 1416).” 


a 


f Resistance to -Fulfilment 
Recently the question of fulfilling this moral obligation has 
arisen in London, definitely in the case of one hospital and 
poteritially in the’ case of others. Already the question has 
arisen of fulfilling the obligation by arranging for a displaced 
consultant to be appointed'to another hospital without the pre- 
liminaries of advertisement. Rather unexpectedly, there are 
signs that the fulfilment of the moral obligation in this way 
may be made difficult by the resistance of some or all of the 
consultants on the staff-of the hospital to which it is proposed 
to appoint the displaced practitioner. Indeed: there has already 
been an instance in which active opposition has been organized. 
It would be tragic if this developed into a general attitude. 
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After all. no one knows when as a result of change of user 


he or she may become a displaced consultant needing an 
for there will be many changes of user in 


The point I- want to make is that hospital staffs should be 


. generous in their attitude to any proposed appointment of a 


r 


~ 
[S 


F 


displaced consultant. From what we have seen in the London 


hospital. The Westminster Hospital and King’s College Hos- 
pital come within this category. ~Where this is done. no problem 
of displacement arises. It is a pity that other teaching hospitals 
do not find themselves able to follow the same course of action. 

I shall be glad to be informed of any single “displaced 
consultant * problems which arise as a result of change of user 
in different parts of the country, for we shall be very glad to 
give such help as we can. 


y 
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N.H.S. Superannuation 


‘ Recent changes in the N.H.S. superannuation scheme are the 
‘subject of a leaflet which has been prepared by the Ministry 
of Health specially for practitioners on executive council lists. 
and part-time specialists, The leaflet (S.D.H.) has been issued 
to executive councils, regional hospital boards, and boards, of 
governors of teaching hospitals for distribution. 

A point of interest to general. practitioners is that from 

August 1, 1949, an assistant is excluded from the superannua- 
tion scheme unless his principal has to obtain the consent of 
the executive council to his employment. Such consent is 
required where an assistant’s employment is for more than 
.three months. _ - 

Normally pensionable age is 65, but general practitioners can 
apply -to the Ministry for an extension to 70. Applications 
for extension may be made on reaching 60 and should be 
_addressed to. the Ministry of Health, Health Services Super- 
annuation Division, -Government Buildings, Honeypot Lane, 
Stanmore,- Middlesex. _. 

The qualifying period for a pension is 10 years, and general 


` 


- 


~ practitioners who were between 60 and 61 on entering the 


Service in July, 1948, could not, therefore, get in the minimum 
number of 10 years to count for pension before reaching 70. 
The Ministry has made a concession and is now prepared to. 
consider an extension-in such cases to 71. In the original 
scheme the maximum service which could be counted for the 
calculation of benefits was 40 years. This maximum is in- 
creased to 45 years by the amending regulations, with effect 
from August 1, 1949. ~ 

Part-time specialists are-reminded that, unless they spend 
substantially the whole. of their time in N.H.S. work and. 
choose to have their benefits on the basis of 1/80 of aver- 
age remuneration for each year of contributing service, their 
benefits will be reckoned on the basis of 14% of total remunera- 
tion over all the years of service in the same way as those of 


‘general practitioners. 


area it is clear that the Ministry and regional hospital boards | 


are anxious to find suitable alternative posts for displaced 
consultants, and it would be a pity, to say the least of it, if 
their efforts were in any way frustrated by members of- the 


profession. ~ 


While on this subject, one might add a word of congratula-_ 


tion to thosé teaching hospitals which have found it possible 


to take under their wing the members of the consultant staffs 
of hospitals which have become linked with the teaching 


a 
~, $ - 
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The normal pensionable age for a part-time specialist is 65 
(60 for mental-health officers), but where service is extended 
superannuation contributions may now be paid, and the 
extended service may. -count, för the calculation of benefits. 

-up to*70 years of age (65 fot mental health officers). This 

is subject to an overall, maximum .of 45 years’ service. and in 

-reckoning these-45 years no more than 40 years before the age 

of 40 (55 for mental health officers) may count. 
, Remuneration of General Practitioners 

We have received—just in time for-publication in this week's. 
Supplement—the Ministry's reply to the representations made 


- 


to.it on the subject of the aggregate pool of remuneration for 
general practitioners in the Service. 
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PRACTITIONERS 


? i 


3 The Medical Practices Committee (England and Wales) has 


ADDITION ` 
iy 


issued the following amendments to the four schedules com- 
piled from its survey (Supplement, August 6, p. 70). 


r 


— 


' Schedule 1 
a i i Counties ‘ 


- 


_ Essex.—Canvey Island. 


~- DELETIONS 


~e 


Lincolnshire (Lindsey) —Louth. 
Yorkshire (East Riding)—Howden, Goole.- 
Monmouthshire and Newport.—Pontypool, Risca. 


~ Huntingdonshire —Ramsey. ` l 


i 


et = Schedule2 . .- 
i Counties 
ADDITIONS Ty ; 
Hertfordshire-—Braughing. 
Huntingdonshire-—Ramsey. 
Lincolnshire (Kesteven).—Ancaster, Caythorpe, Woolsthorpe- - 
by-Belvoir, Long Bennington, Navenby, Horbling, Hecklington, 
Rippingale. i i 
Lincolnshire (Lindsey).—Louth. 
Yorkshire (East Riding)—Howden. 


Monmouthshire and Newport.—Pontypool, Risca. 


ES 


~ 


. 
~ 


DELETIONS 
Essex.-—Canvey Island. _ ‘ 


~ Kent and Canterbury—Borough of Beckenham, Borough of 
Queenborough, Rural District. of Dover, Rural District of. 
Hollingbourne, Rural District of Tonbridge. , 


D ; 


CORRECTION 


Anglesey.—Holyhead (Urban District) should read Holyhead 
Island. 


Schedule 3 , Sr 
; Counties 
ADDITIONS a ' F 
Buckinghamshire. —Haddenham. 
Cornwall.—Bude. oe Sn ` 


Kenf and Canterbury.—Borough of „Beckenham, Borough of 


Queenborough, Rural District of Hollingbourne, Rural District 
of Tonbridge. - 


CORRECTION : i 
Lincolnshire (Holland).—Delete Gedney Hill. 


\ 


` Schedule 4 
N- Counties ps i 
ADDITIONS - 
` Kent. and Cantérbury—Rural District of Dover. _ 
Carmarthenshire-——Areas immediately adjacent to Henllan 
and Lampeter. š f 


DELETIONS e; 
` Buckinghamshire—Haddenham. 


- Cornwall.—Bude. . 
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Moe ces äi kat e 3 t 
. ~ Dorsetshire —Kinson. oa . 
Hertfordshire —Braughing. ; j 
CORRECTIONS ™=; oe 


‘Lincolnshire (H olland).—Add Gedney Hill. ; i 

Anglesey —Valley Rural District should read: Valley Rural 
District- (excluding Holyhead Island). ` 

Herefordshire-—Delete Hay-on-Wye. 
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DISTRIBUTION OF GENERAL PRACTITIONERS 


DISTRIBUTION OF GENERAL ` ©, 


.I think are.the salient facts. 


a) 


~ 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


REMUNERATION OF GENERAL 
~ «> PRACTITIONERS “A 
The -following letter has been received from the Ministry of 
Health; f ` : : 
: l November 14, 1949. 
Dear Dr. Hill, g 
On October 31 you sent me two resolutions passed at your 
Annual Conference, the second of which ‘dealt with the question - 
of calculating the total amount of the central “ pool” used in 
the remuneration of general practitioners. You suggested that 
this question need not await any revision of the more detailed 
Tables dealing with the-distribution of this pool, and other 


_ income, among the general practitioners. 


I agree that we have now sufficient information to determine 
the adequacy of the total remuneration which is going to practi- 


- tioners taking part in the National Health Service, and I think 


it may be useful if I set out in the following paragraphs what 

(1) Before the war there were about 17,900 principals in 
general practice whose total ‘income from practice was 
£28.14 million, of which £11.35 million was for practice 
expenses and £16.79 million was net income. The Spens Com- 
mittee thought that the net remuneration. before the war was 
too low, and their recommendations would have meant that 


„the total pre-war remuneration should have been— 7 





` £m. 
Net income T saun “wee laa. 19.89 
Practice expenses, .. Ean i -- 11.35 
S ~ Gross income 31.24 .- 


(2) The initial central “ pool” for the new National Health 
Service was arrived at by assuming—- . ; 


(a) that practice expenses had increased by 55% ; 

. (b) that there should be a betterment factor of 20% on net 
incomes ; = at * a 

(c) that account should be taken of the increase of popula- 
-tion of 3%. 


. A D z 
-The new “pool,” therefore, was— 








i i £m. 
Net income (£19.89.m. +- 20%) .. 23.87 
Practice expenses (£11.35 m. + 55%) - 17.59 . 
Pao | 41.46 
Plus 3% -ò s ie 1.24 
( : - 4D 


This, however, was for the whole population. It was agreed 
that 95% of the population should be regarded ias pos- 
sible Health Service patients, so that the total’ “pool” was 
95% of £42.70 m., or £40.57 m. This was~estimated to 
be equivalent to 18s. per head of the 95% ofi the population. 

(3) Although the “ pool ”'was so-calculated‘as, by itself, to 
give a betterment factor of 20% on net incomes, other 
sources of income under the scheme were made available which 
substantially increased the real betterment factor. Inasmuch as 
all practice expenses’ were attached to the “ pool,” these addi- 
tional moneys represent net income. i 

(4) The actual sums of money available for the financial 
year 1949-50 are now estimated to be approximately— ` ` 


X - ae e £m. 
(a) The central “ pool” (after taking ‘account of 

current population) en a eee 41.3 

(b) Inducement Fund at 0.4 

(c) Additional mileage money .. - 0.5 

(d) Maternity medical services 2.5 

- (e) Payments for provision of drugs 12 

(f) Supplementary ophthalmic service .. 0.2 

(g) Payment for training assistants oe = ee SON 
'(h) Payments -to general practitioners in cottage 

hospitals . ` oe on : ; ca 02 

$ 46.4 

Exchequer superannuation contribution Zs 2.4 


a 


XN 
2 / 
vt 





ES 


(There are also, of course, other sources of income from prac- . ` 


tice which ultimately fall in whole- or--part on the Exchequer. 
which are not included in this list—e.g., payment for’ work 


` done for local health authorities, fees for anaesthetics in dental — 


cases.) bts NO l 
_ (5) The number of principals is now‘ estimated at 18,936, 
which is an increase of 5.8% over the 17,900 assumed 
when ‘the first calculation was made. At the same time the 
civilian population since June 30, 1939, has increased by about 
4.3%, and this increase is reflected in the pool. If the number 
of doctors had increased in the same proportion as the popula- 
tion in general there would. have been no question of any 
adjustment for the number of doctors. As it is, we have in 
effect allowed for an increase of 4.3% im the original number 
of 17,900—ie., we have allowed for about 18,670 doctors on 
the Spens scale, plus betterment of 20%. The. actual number 


-being 18,936, there might then have seemed to be a case for- 


a further increase of the original “pool” of 1.5%—i.c., of 
just over £600,000. This argument, however, would: have 
ignored all sources of income outside the “ pool.” 


' (6) I understand’ that the Association’s proposal is, shortly— 


(a) to ignore any sources of income outside the “pool,” ° 


such as are mentioned in (4) above, and i i 
(b) to work out the “pool” total ‘afresh on the basis o 
the current number of principals and with a 70% betterment ` 
factor on gross incomes, and : 
-  (c) to apply any new capitation fees resulting therefrom, as 
from July 1, 1948. 


If (b) were to be worked out on the basis of 18,936 principals 
the new “ pool” would amount to about.£53.5 m. This figure 
compares—as, in the Minister’s opinion, there can be no ques- 
. tion of ignoring the income outside the “ pool ”—with the sum 

of nearly £49 m. already ‘being: provided under present arrange- 
ments in the way which I have shown. OY g 

The ‘Minister is clear that in the light of these figures no 
- reasonable case can be made for any increase in the total 
` remuneration of general practitioners; nor any ‘argument sub- 


~ stantiated to show that general practitioners as a group are 


inadequately paid. Nor, ‘in his view, could any claim be: 
justified that any future alteration of remuneration at.any later. 
date should be made retrospective, either to July, 1948, or to the 
present day. This view rests upon the sheer merits of the case, 
as revealed by the plain figures and facts as they stand. 
‘The Minister cannot, therefore, entertain any claim by the 
Association for larger total remuneration. 
Moreover, quite apart, from this clear conclusion, to which 
“the analysis of the facts must lead him, the Minister would point 
out that the Association’s proposals have to be seen also against 


the background of the general economic situation and the vital ` 


national need to avoid any unjustified raising of remuneration 
in any field. Under such conditions it.becomes even more 
apparent that it would be impossible for,him to justify any 
increase for general medical practitioners at the present time. 

In the circumstances I am wondering whethér anything useful 
would result from the suggested further discussion with repre- 
sentatives of your General Medical Services Committee. . If,- 
however, you still feel that such a meeting would be desirable, 
I need not assure, you ‘that I shall be. only too happy to 


~ 





arrange it. _ as 
~ _ Yours sincerely, 
é@ z l ` 
ee aa ` Wm: S. Douglas. 
l - \ Ki z Gai ` 
AMERICAN HEALTH BILL ABANDONED © 


Senate sponsors of the measures for compulsory health insur- 
ance in the United States are reported (New York Times, 
- October 27) to have changed their minds. They intend now 


to carry out an exhaustive investigation, probably lasting more . 


_than a year, “with the aim of drafting a widely acceptable Bill 
that would win the support of many- Republicans as well as 
Democrats.” _ : E 
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SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


R 

e ra 

- 4 ` Work and Play / 
Medical students have a nicely adjusted sense of humour. The 

autumn number of the British Medical Students Journal, which 
-begins a new volume, is an enlarged and altogether improved 
number under the editorship of E. K. Westlake, of the Middle- 
sex. Though the reading matter is entirely serious and is about 
such subjects as the value of observation and the progress of 
the National Health Service, almost every page carries a comic 
„pencil sketch by Vishnu. It is a perfect example of dignity 
and impudence. Even an article “In Praise of Work” finds its 
moral wilted a little by a sketch in which a student is shown in 
an almost horizontal position in an easy chair, wine glass and 
cigar case at his side, receiving ‘instruction by television. 


` > HEARD AT HEADQUARTERS 


- ` bro. 
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Cri de Ceur : 
A doctor received the following note from one of his patients 
the other day: “ Very short-winded. Will you please give me 


- a suspensory bandage.” 
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Questions Answered 





Eligible for Back-pay 

Q.—I was appointed medical officer in a county mental 
hospital in October, 1948. In July, 1949, I was informed 
that my’ status was defined as a registrar and for purpose of 
remuneration and my salary accordingly increased to £77) p.a. 
Am I eligible for back-pay from January 1, 1949, from October, 
1948, or from July 5, 1949? `> 

-A.—If the questioner has occupied the same post from 
October, 1948, to date, it would appear that he will be 
entitled to an adjustment of salary on, the basis of his recent 
grading retrospective to the date of appointment. 


Vaccination of Soldier’s Family te 


7 f y . 5 
Q.—Recently I was asked to vaccinate, immunize with T.A.B., 
.and examine before embarkation a mother and her child who 


` were joining an Army N.C.O. abroad. The memorandum 


issued by the Army states that the fees for this are payable by 
the War Office, but the department concerned writes that the 
examination only is allowable. Both patients are on my list. 
Can you tell me the true position ? 

A.—Remuneration for -vaccination and diphtheria immuniza- 
tion under the National Health Service has been under discus- 
sion with the Ministry and-the associations of local authorities 
for some considerable time, and- the amount of the fee and 
method of claiming it have not yet been settled. As soon as 
these points have been settled the Service Departments will be 
asked’ to confirm'that they will accept responsibility for paying 
a similar fee for vaccinations and immunizations in respect of 
the dependants of Service personnel. 


Disposal of Doctor’s House l 

Q.—If a doctor's widow is left the house in which the prac- 
tice had been carried on by her husband, is the house still hers 
to dispose of to any buyer she wishes, or does the .Health 





` ~ Service Act make the -house likely to be claimed in any way 


by the incoming doctor? Is there any difference in this in 
an over-doctored or under-doctored area? e . w 
_ A.—A house belonging’ to a doctor’s widow remains hers to 
dispose of as shé wishes, and the local executive council has no 


compulsory powers to acquire the premises for the incoming 


doctor. The National Health Service Act does give the Minister 
powa to acquire premises necessary for the running of the 
Service, but the Ministry has ‘informed the Association that 
the probability of this power. being used to include the com- 
pulsory purchase of doctors’ premises is remote. The position 
is- unaffected by/the doctor-patient ratio in the area. 

- The widow may not’ sell the ‘house for substantially - more 
than its residential value to another doctor for practice purposes. 
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GENERAL MEDICAL SERVICES COMMITTEE. 


START OF SECOND YEAR’S WORK 


At an all-day meeting of the General Medical Services Com- 
mittee on November 10, the first of the new session, Dr. S. 
Wand was. unanimously re-elected chairman. In taking the 
chair he drew attention to the size of the agenda, comprising 
some.90 items, including -the reports of five subcommittees. It 


- had been hoped that the first year would see the end of the most 


urgegt of their problems, but now the committee was confronted 
with a greater volume of work than faced it a year ago. 
Dr. Wand proposed the settirig up-of an executive committee 


to relieve the pressure of business on the main body, > An - 
amendment that, instead: of this, the committee meet every 


month rather than every two months was not carried, the voting 
being 15 to 15, and after further discussion the proposal to 
appoint an executive was agreed to, its duties to be to con- 
sider and report on matters referred to it by the main committee, 
to carry out instructions of that committee, to make recom- 


mendations, and, between meetings, to advise the chairman at 


_ and procedure of medical services committees, another to review 


his request on emergency issues. . 
A’ small committee was also set up to review the constitution 


the question of protecting the practices of doctors called up in 
National emergency, and yet another on the general position of 


; assistants under the Act. On this last point it was suggested 


a 
- 


that the committee should hear evidence from assistants, turn- 


-` ing in the first instance to those who had contributed _to the 


correspondence columns of the Journal. 


Service Points ` So, 
A question arose concerning the payment of general practi- 
tioners attending the aged and infirm in buildings’ which were 
under the regional hospitals board, though the’ persons them- 
“selves came under the Welfare Committee of the local_authority. 
The chairman suggested that the several] aspects of this question 
were a matter for informal discussion with the Ministry, and 
this was agreed to. - ; 

„A motion was brought forward from the Cheshire Local 
Medica] Committee -expressing the view that, in ‘cases where 
the “local medical committee, the executive council, and the 
Medical Practices Committee were in agreement. on the selec- 
tion of à candidate to fill a vacancy in the medical services of 
-any district, there should be no right of appeal to the Ministry 
against the deciston of the Medical Practices Committee. The 
Cheshire representative on the committee ‘said that such an 
appeal was a reflection on the integrity of the medica] pro- 
fession. Surely an unsuccessful candidate should acquiesce in 
the decision -when the three committees were in agreement. 
Dr. W:°M. Knox said that in Scotland, at a joint meeting of 
representatives of the bodies concerned, the suggestion was 
favourably received by the Department of Health that the 
-appointment should be made at' execvtive council level and that 
any appeal should lie to the Medical Practices Committee. It 
was stated that this could be done under regulations, without 
new legislation. This matter, with several resolutions of the 
recent Conference of. Local Medical Committees on the filling 
of vacancies, was_referred to the executive for close examiria- 


— 


tion of the whole matter. 


A motion by Walsall which was referred by the Conference- 


.to the committee, that the question of the burden of work be 
taken up with the Ministry at an early date, was considered. 
It Was announced that the same expert statistician, Professor 
Bradford Hill. who made a survey on behalf of the Insurance 
Acts Committee in 1939, was nOwcengaged on a similar, survey, 
following exactly the same procedure of taking every fifth name 
on the list; nő matter:, whether the-. practitioner. selected in this 
automatic way"Had d-large ord small list or was a’ general- 
practitioner specialist. ` In reply to some, ‘criticism of the 
value of this méthod, the chairman pointed out that the whole 
strength of their case as to any increased burden of work ‘rested 
on the fact that the committee had made no’selection of prac- 
tices at all; ‘everything had been left to the ‘neutral expert. 

Another matter which had been before the Conference came 
forward ‘again ‘in the committee—namely, the admission to ‘the 


~ - 


~ ~~ 
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- GENERAL MEDICAL SERVICES COMMITTEE 


‘the Ministry, 


SUPPLEMENT TO THE - 
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son said that there had been a number of complaints from 


`- - practitioners in Middlesex that doctors residing four or five 


miles away from the place where they had accepted patients- 
had been taken on the list, with the result that the resident 
doctors had to do much of the emergency work for their 
patients. It was felt that there should be machinery whereby 
the Medical Practices Committee was able to refuse admission 
to a-list when the executive council had represented that the 


_ doctor’s place of residence was too far away from where he 


had patients. One member pointed out that the remedy lay at 


“executive council level. Freedom for aman to practise in an 
area was one thing, but whether a doctor was able to carry out - 


his obligations in a proper manner when admitted was quite 
another. The executive council should, have power to approve 
deputizing arrangements. The chairman, at the end of a con- 
siderable discussion, said that it was evident that some clarifica- 
tion of the whole position was needed, and he suggested, and 
it was agreed, that this matter also be considered and reported 
upon in all its aspects by the smaller committee. 


` 
» Discussions with the Ministry 

The committee then turned to consider a report on a number 
of matters which had been the subject of recent discussion with 
some of them bearing on resolutions passed by 
the Conference. One question concerned frivolous and un- 
justified emergency calls. The Ministry had promised to' con- . 
sider. ways of giving general publicity to such matters as that 
requests for visits should be made before 10 a.m. if possible, that 
the patient should not make unreasonable demands, and so on. 
It had been suggested that instructions to this effect should be 
printed on the medical card, but the view of some members 
of the committee was that propaganda on the wireless and ip 


the newspapers would be more effective: The chairman said ` 
‘he gathered -that the Minister would not consider sanctions 


against patients, so that the words “shall ” or “must” could 
not be used on the medical card, but it was useful for the doctor 
to be able to point to something specific on the card in justifi- 
cation of his requests. The Ministry’s offer to consider pub- 
licity on this point was agreed to. à 


General-practitioner Specialists -. 

The status of general-practitioner speçialists also came- for- 
ward- The Ministry had stated that the assessment of status, 
with the suggestion for special appeals machinery, would be 
raised with them in the near future by the Joint Committee 
representing consultants. Dr. Howie Wood said that the posi- 
tion was that certain general-practitioner specialists were not 
to be issuéd with permanent contracts at all. Apparently no 
effort had been made by the reviewing boards to carry out any - 
investigation into the quality of- theework done by the practi- 
tioner. QOncé the lists were made up and there was~a clear-cut 
separation it would be very difficult to get reassessment. 

It was useful to have the statement from the Ministry that 
the subject’was one which could probably be dealt with during 


discussions betweeri the Ministry and the Joint Committee - ` 


The Ministry’s representatjves had promised that if evidence 
was produced which showed that a principle had been mis- 
understood or misapplied they would investigaté the matter. 


Many other questions remained on the agenda of the com- - 


mittee, including the disposal of the several resolutions of the 
Conference, which were referred for detailed consideration by 
the appropriate subcommittees or noted for reference at the 
next meeting with the Ministry’s representatives, 


——_—_—_—_—_—_ eee —="8 
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TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
Stood to.reqvire employees to be members of a trade union 
or other organization: ý 


` 


Metropolitan Borough Councils—Fulham. Hackney, Poplar. 


_Noan-County Borough C ourcils—Dattford. Wallsend. °? 
Urban District Councily.—Denton. Droyisden, Houghton-le- 

Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 

ments), Tyldesley. 


~ 


r 


- 


- medical list of doctors from adjoining areas. Dr. D. F. Hutchin- ` 


- 


~ 


- p. 207). -That public health salaries need attention and that We “are all well aware 
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~ : - _ (including .bonus), so that an assistant M.O.H. with two years’ 

FACULTY OF OPHTHALMOLOGISTS — ` service will receive £760. . In view of the fact that a number of 

i local authorities: pay salaries above-the scale level and that a 
considerable number of assistant medical officers serve as part- 
„time medical officers of -health for-minor authorities and thus 
qualify for the higher scale, it is hard to believe that the average 
salary is less than that paid as a minimum to an officer with 
two years’ service. If Dr. Katz were right, it could only be 
_ because the great majority of assistant medical officers were so 
disgusted with their conditions of service that they resigned after 


At the council meeting held-on October 14 it- was reported that, 
with reference to the Inter-Departmental Committee which has 
been appointed to consider the registration of opticians, a Joint 
Evidence Committee has been set up by the British Medical 
Association, on which the Faculty is represented. 

Mr. J. D. M. Cardell and Mr. J. H. Doggart, the two retiring , 
representatives of the Faculty on the Ophthalmic Group Com=- 
mittee of the British Medical Association, have been re-elected. abate year oi- work 

A memorandum by Mr. Mackie on the duties included in . : ° a 7 
Category 1 in the terms and conditions of hospital medical, . Even if the oe salary of the gn eau M.O.H. were £850, 
staff was considered. Many members considered that this docu- would still be -deplorably low. But 19 BO! Dr. Katz's SUBGES- 

- ment`was in need of-considerable modification. The matter is non admirably calculated to produce precisely the WROTE PES 
- being investigated and legal advice sought. Mr. Mackie’s sion on an austerity-minded Government and Civil Service ? 
themorandum -was passed to the Ophthalmic Group Com- What he says might be rendered as follows: Here is a large 
mittee for consideration and reference if thought desirable. body of MER and women who are paid whole-time salaries for 

Some confusion had arisen as a result of two apparently - work which does not shah ated the whole of their time and who 
conflicting decisions of the council concerning the period of have, plenty of time for other jobs if they like. Keep their 
postgraduate training and ‘experience recommended before ae low, but make the lazy fellows aes themselves and, if 
qualifying as a consultant, The three Royal Colleges ig: 1946. “SUEY. Want More Money cere Aton the ‘side, Í 
drew up a list of criteria, having considered the advice of other Dr. Katz is, I understand, himself an assistant medical officer 


bodies, including the Faculty, and.a minimum of five years was of health. One w ould have expected him 1o learn that, to the 
agreed upon. Later, in the early ‘part of this year, on a further officer who takes his job seriously and 1S really interested in it, 
request from the Joint Committee for Consultants through the i work ancatsisant M.O.H. Sie NO le tne peat In the 
Royal College of Surgeons, the council of the Faculty gave its ull sense of the term and’a rather exacting one at that. Let 
: opinion that 10 years was the necessary period. This was done aa act both honestly and boldly and reaffirm that the work i 
before it was known that there would not be a division between important enough to deserve recognition on its own merits. 
specialists and consultants. When-it was discovered that there . It may well be that in the PORDE of the nexI few years the 
would be no division, the decision was rescinded and the original general practitioner ‘may find an increasing place in public 


: , . health, especially inthe child health, services, as one part of 
ae peor conarmeg and: Mer ARprapHate podies his total work. This, however, will come by degrees, and 


The annual general meeting will be held on Friday, March 9, public health will always depend largely upon a corps of doctors 

1950, at 2.30, p.m. who are specialists in its various aspects and are doing that 

specialist work whole-time. I take leave to doubt very seriously 

f whether any of the ancient_nations which Dr. Katz mentions 

` = as relying for their public health work on part-time officers 

“WELSH COMMITTEE have built up public health services whose efficiency surpasses, 
or even equals, that of the British service. 

_ And Dr. Katz's last words are the most surprising part of the 
letter. A doctor who believes that preventive medicine:is not 
real medicifie has certainly no place in the public health service ; 

_ whether he could even be a good general practitioner in the full 
sense of the term is open to question. I have myself suffered 
from the inadequacy of public health salaries, and I know: that 
many of my colleagues have had a worse deal than myself, but 

\ I believe that I speak for the vast majority of them when J say 

that we would rather remain underpaid than see social medicine 
degraded to the status of a sideline which is unworthy of serious 
attention and whose practitioners are -not real doctors. To 
degrade any one branch of medicine is to begin to degrade the 
whole. In public health no less than in general practice or 
consulting practice the good labourer is worthy of his hire, and 
negotiations should begin—as they have done—and' continue 
with this as an absolutely fundamental principle——I am, etc., 
Colchester. JOHN D. KERSHAW. 





The Welsh Committee, newly constituted to be fully repre- | 
sentative of the Divisions in Wales, held its first -meeting of 
the session at Shrewsbury on November 2. Dr. H. R. 
Frederick was appointed chairman and Dr. Graham Williams 
vice-chairman. Dr. J. Griffith Jones was appointed honorary 
secretary. ee 
The question of the establishment of a Welsh House was 
‘discussed, and, members of the Cardiff Division reported on 
properties that had beén inspected with a view to purchase. 
The committée voted nem.-con. that it*was essential that the 
Welsh House should be centrally placed in Cardiff. 
There was discussion on the possibility of an Annual Meg- 
ing of the Association being held’ in Wales in the fairly n 
future, and the possibilities are being explored. . 
-= `The chairman was asked ‘to bring to the attention of the 
Welsh Board of Health the existence of the committee an 
its willingness to advise on matters affecting Wales.- : 








= i Status of General Practice j ; 
Cor res p ondence = Sirn—The question of the status of general’ practice has 


x worried me for some considerable time. It would appear that 

ERE et S - it is likely to deteriorate ; nothing could’ be worse for British 

Private Practice for M.Os.H. «~ medicine. Nothing could be worse than to see the fanks of 

' Sin—It is impossible to read without surprise the extra- general practitioners filled with discontented, disillusioned. 
i s a 3 eas A a e 

ordinary letter from Dr. -J. Katz (Supplement, November 5, “failed” specialists. in geros, ath ec 

tħàt in order to make general prac- 

much time has been wasted in securing that attention is perfectly tice attractive: We must aim. at free access-to pathological and 

. obvious, but’Dr. Katz is so‘wide of the mark in several respects other, services; - general practitioner beds; improved remunera- 








~~ 


. as-to seem to wish to attract attention of precisely the wrong tion, and the opportunity, if one so desires, to specialize through 


sort. i p : ; — and within ‘general practice.‘:Is it the lack of-these things 
_ He has not even bothered to get his facts right. To say that that makes specialism more attractive than ‘general practice ? 
the average 'salary paid to’ medical officers: of health by local General practice was apparently more attractive 20 years ago 
authorities is £750 per annum_is ridiculous. The minimum than it is to-day, and yet it was without these additional 
salary for a whole-time M.O.H. is, of course, £1,100 per annum. - attractions. th a o’; 

If he`is referring to assistant medical officers of health he ought ~ Is it not the type -of person who is being admitted to our 
to say so; even then the minimum salary of the posts is £710 | medical schools that is wrong? I believe that the medical 


- r 


s 


No 


- would suggest the following remedy: 
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schools, by selecting the candidates of high scholastic attain- 
ments and examination ability, are probably stopping at its 
source the flow of good general practitioners. Having selected, 
these supermen and women,.the course leaves them little time 
to develop interests outside their work and to take full advan- 
tage of university life, so that those who might have been saved 
‘are lost. 

The general practitioner must live his life within, and as an 
integral .part of, the community if he is to enjoy life. It is - 
extremely difficult for boys or girls who have spent their early ‘ 
lives cramming for examinations to fit automatically into general 
practice. 

The people selecting medical students should ask themselves, 
when interviewing a candidate, whether they would ask him to 
look after their families when he is qualified. If the answer is 
yes, then his previous knowledge of nuclear physics is of little 
importance.—I am, etc., 

Solihull, Warwickshire. ARTHUR BEAUCHAMP. 

Sir,—I should like to associate myself strongly with the 
opinion expressed by Dr. E. H. Duff (Supplement, October 22, 
p. 184). It does seem true that there are no inducements now 
for a general‘ practitioner who has higher qualifications, or who 
has taken the trouble to keep up to date in theory and practice. 
The higher.incomes are still for those who are prepared to see 
the largest number of patients in the shortest possible time. 


. The present system of payment by capitation fee only makes 


this inevitable, and if also encourages the tendency to cover 
large numbers by taking assistants who have no prospect of 
partnership. 

My submission is that the only cure for this tendency is a 
salaried service, with due attention paid to experience and 
qualifications. ~ 
‘comment about the stultification of initiative in these condi- 


- tions, but many of us feel that only thus will the conscientious 


worker be free from financial stringency and the practice of 
medicine improve. One notable improvement would be the 
removal of the possibility of “ blackmail ” by certificate seekers 
and malingerers, which is widespread at present. The doctor 
need never then fear to make an unpopular decision in case of 
losing his patient (and family and relatives)—I am, etc., 
Redruth, Cornwall. ` J. SANDILANDS. 


\ ‘ $ 
Urgent Admissions to Hospital 
Sır, —Since the advent of ‘the National Health Service I, as a 


hospital registrar, have noticed a tendency among some general i 


practitioners to utilize the domiciliary visit system as a means 
of obtaining urgent admission to hospital of a patient previously 
- refused by the admitting registrar. The system appears to, be 
that when the registrar, having talked with the practitioner over 
the phone, decides that the case is not acute enough to justify 
an urgent admission, the practitioner promptly requests a 


-` domiciliary visit, presumably in the hope that the consultant 


concerned will overrule the registrar and obtain the admission 
desired. é 

~.Now I do not believe that the domiciliary visit system was 
“intended for this purpose, but, as I sympathize with the general 
' practitioners concerning the difficulties of obtaining admission 
to hospital of what they may well feel is an urgent case, I 
That the registrar on 
admitting duty should be permitted, at the request of the practi- 
tioner concerned, to- visit the patient at home and to decide ` 
there, in consultation with the practitioner, whether the patient 


i should or:should not be-admitted immediately as an “ urgency.’ 


This ‘system:-would = shave two--ddvantages. First, it would; 
conserve’ the use of hospital beds (many practitioners tend ‘to. 


overstress symptoms: -when they ring up the, hospital to ensure ~ 
» the patient: is’ admitted immediately} and save their being 


occupied by patients who had no need of them in such a 
-hurry. ‘Secondly, it would on many occasions relieve the 
‘practitioner of the necessity of ringing round several hospitals, 


and might help him with relatives. who are worrying him to get' 


“the patient into hospital. 
This visiting of patients, however, would only be satisfactory 
provided the registrar of the hospital concerned was a reason- 


` ` 


me 
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ably experienced surgeon (or physician). However, with the 
advent of. the National Health ‘Service this ideal should be 
attained in most larger hospitals, and I think would bring 
benefit to both parties who are at either end of the telephone 
when admission for an “urgency” is requested.—I am, etc., 
Manchester. 4 I, LANGDALE GREGORY. 


`~ Elected to G.M.C. 


' $rr,—It is only through the courtesy of your columns that 
I am able to thank the many members of- the profession, 


whether members of the British Medical Association or not,- ` 


‘who through their votes secured my election to the General 
Medical Council. ' 


While I am a member of that august body I shall strive to 
the utmost to justify. the confidence that has been placed in 
me, and in the widest possible aspect to promote the well-being 
of the medical profession.—I-am, etc., 

Bournemouth. = 


O. C. CARTER. 


` 


. Treating Oneself 


SIR, = “the Supplement of October 29 (p. 191) you give as 
the Ministry’s reason for refusing to allow a practitioner to 
be on his own list a statement in the General Medical and 
Pharmaceutical Services Regulations, 1948, that “a practitioner 
is required to render to his patients all proper and necessary 
treatment.” You imply that logically it follows from this that 
since the doctor in coma could not treat himself he would be 
offending against these regulations by being on his own list. 

At the risk of stressing the obvious, I would point out that a 
doctor in coma will not only be unable to treat himself, but 
will also be unable to treat anyone else. In such circumstances 


“Somne ‘will no doubt produce the inevitable | a deputy would be employed who would treat all the patients 


of the practice, including his comatose employer. It is hard, 
therefore, to see where there is a breach of the regulations, 
unless these in fact require a doctor to carry out his work in 
person while unconscious. 

The ` Ministry’s ruling would be easier to understand if the 


~~ 


doctor were able, like so many other Civil Servants, to hand . 


in a first certificate for every trivial ailment and have no further 
responsibilities until he has submitted a final one. Since, how- 
ever, obligation to. provide treatment either in person or by 
deputy is his throughout the year in sickness and in health, it 
seems that there is no such conflict between logic and humanity 
as you suggest—I am, etc., 


Silver End, Essex. J. W. NICHOLAS, 


. Supplementary Ophthalmic Service 

Sır —The findings of the Select Committee on Estimates of 
ay 26 of this year that expenses incurred for the Supple- 
ntary Ophthalmic Service since July 5, 1948, were six times 
te original estimate must indeed command the attention ‘of 
all members of the medical profession, more especially general 
practitioners. I read in to-day’s press of a “single-handed ” 
optician who was paid £14,077 for his first year’s work under 
the Supplementary Ophthalmic Service` 

-It is because I believe that the majority of general practi- 
tioners, in this area at any rate, do not fully understand the 
workings of this Supplementary Ophthalmic Service (although 
they recommend their patients to use it), that I beg to make 
some observations. e 

First, the Supplementary Ophthalmic Service provides for 
“ sight testing ” only. Where there isthe least suspicion of patho- 
logy of the eyes, such patients should be sent direct to a hospi- 
tal out-patient department or to an ophthalmologist privatelv. 
It does seem terrible that such cases ‘as cataract, glaucoma, 
retinal detachment, interstitial’ keratitis, children with squints, 
etc., should be advised to use the Supplementary Ophthalmic 
Service and allowed to go to an optician for a “ sight test.” 
But it does happen. Through bitter experience in an out- ,, 
‘patient department I know this to be true. The sight-testing’ 
optician, of course, collects his 15s: 6d. per case and refers 
the individual back to his own doctor, and thence he is sent 
to hospital. The number of these “referred cases” is great, 
and likewise the unnecessary expense. 


_ 
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Secondly, the wholesale correction of refractive errors and helps to raise the general. standard of medicine, and there can 


supply of spectacles to those wishing their ‘eyes “tested” is 
to be deplored. Under thé Supplementary Ophthalmic Service 
sight-testing opticians, with no medical training, are so liable 
to fall into this dreadful-mistake. And here it must be noted 
that 98% of the population’ have a refractive error. Further, 


an optician receives the extraordinary sum of 24s. (a “ dispensing- 


fee”) for every pair of spectacles supplied (10s. for a second 
pair of spectacles and £1 11s. 6d. for bifocals). It is in his 
own interest to order spectacles. 


Lastly, it would indeed be a revelation to know the percentage . 


of unworn spectacles supplied under this service. , 

This note is written in the earnest hope that it may catch the 
eye of some medical practitioners, and that more patients may 
be guided in the right direction—a good thing for the patients 
and a good thing for the nation’s finances-—I am, etc., 

Aberdeen. CHARLES COCKBURN. 


/ 


ars . Tax on Frescriptions 


Sir,—lI feel I cannot join in the general welcome: of the new 
is. charge for prescriptions. It is thought that this may relieve 
the heavy burden of work on practitioners, which certainly will 
be all to the good, but there is no doubt. it will add’to the work 
-of chemists and dispensing practitioners. Furthermore, by 
becoming a tax collector the practitioner will come even closer 
under Government control. ~ ; 


If a reasonable charge had been made on. dentures, glasses,- 


a -y . -* . ; 
wigs, and corsets, surely this Situation need never have come 
about.—I am, etc., 


` Broadchalke, near Salisbury. J. C. BROWN. 


"* The Conference, of Local Medical Committees on: 


October 27 expressed the view that under no circumstances 


whatever should a doctor be -required to be an “ agent?” to. ° 


collect a Government charge on ,Prescriptions.—Ep., B.M.J: 


- 


_Lack of Information 


SiR,—-AS a recipient of a ballot paper for the election of a 
representative’ to the General Council of -Medical-, Education 


ES 


be no justification for the thoroughly pernicious system of the 
“acting unpaid’ consultant in the form of the registrar or 
S.H.M.O. on the grounds that the applicant does not reach the 
required standard. = | - 

The young doctor (and even those not yet qualified) is not 
likely to be encouraged ‘by this exploitation of his respected 
and more immediate seniors, which is, in addition, blocking 
his own way ahead.—I am, etc., 

Hook, Surrey. - 


G. W. SCOTT. 


; { 


- Deductions from: Pay’ 


T 
_ SIR,—Before the introduction of the National Health Service 
numerous resident posts at hospitals, in addition to a monetary - 
payment, provided board and lodging, the value of which was 
mot assessed for`income tax purposes. l 
+ With the introduction of the new scales of pay under the 
National Health Service Act a complete change has taken place. 
‘Now the monetary paymént plus the value of board and lodg- 
ing are reckoned together for income_tax purposes. In adver- 
tisements the’ statement is made that “if resident, £x will be 
deducted,” and advertisements do not specifically state that the 
post is resident. \Such a change of method, of assessment 
reduces considerably the value of the new scale to the indi- 
viduals concerned. Further, I would ask.if this procedure is 
not in fact_an infringement of the Truck Act, under which 
deductions from pay cannot be made unless with the agreement 

‘of the employee. i 

Similar considerations would ‘seem to apply to nursing and 

other members of hospital staffs. , 
-Surely this question requires investigation—I am, etc., 

an W. SMITH. 


1. 


{ London, S.E.10, ~ 


S ' POINTS FROM LETTERS 


Pàyment of Locums 

PRINCIPAL writes: Dr. D. G. Smith (Supplement, October 29, 
p. 195) is indulging in terminological quibbles and factual inaccura- 
cies. I did not sell my practice on July 5, 1948. The State deprived 


and Registration of the United Kingdom, I feel I must protest -me of its intrinsic value and promised me in return compensation of 
about. the lack-of information sent with the ballot paper.» The ‘am unspecified amount at an indeterminate date and compulsorily 


majority of registered medical practitioners who receive this 
ballot paper -can have little if any idea who these candidates 
are and what they represent. 

, Are we to, make our choice from their’ qualifications and 
addresses ? If so; the only difference that I can see between 
the ballot paper and a football coupon is that on the latter 
‘we stand a (admittedly-slender) chance of winning some money. 
If not, on what grounds are we to choose our candidate? As 
the ballot papers have to be received before November 3, we 
have‘ scant time (if any:of us had the inclination) to write to 
the candidates and inquire directly. i 

~ I imagine that a very large number of registered medical 


‘practitioners will do as I am doing—consign the whole lot to 
the waste-paper basket —I am, etc., i 


Louth, Lines: 


i C.F. A: CUMMINS. 


Division in the Profession 
Sir,—Dr. G. O'’Gorman’s excellent letter (Supplement, 
October 29, p. 192) entitled “Division in the Profession” is 
full of lamentable truth and is long overdue. -- l 
I wonder, if thesmore senior members of ‘the profession—the 
leaders—are aware of the ‘loss in esteem they have suffered 


~- among the younger generation of doctors since the introduction 


of ‘the N.H.S. Perhaps it is because the.younger generation 
feél that they have been let down by’ those respected ‘and 


~ admired persons who they expected’ to stand -up for them. 


t 
N 


a! ote-catching Value 
Dra 
\Í your comment (Journal, October 15, p. 855) on Mr. Bevan’s concern 


~ 


invested this amount for me at a fixed rate of interest of 24% when 
I could easily and safely be earning 4%. The patients on my list 
are certainly not there by any divine right, but neither are they 
there ‘by a happy accident. They are there because out of seven 
doctors in my immediate locality they chose me to look after them. 
The State, recognizing the principle of free choice of doctor, had to 
allow me to keep this total. ... There is no need for anyone to 
begin at scratch nowadays or pay a large entrance fee as we had to 
do. The schedules recently published give a list of many tracks 
where there is little, if any, handicapping, and where each runner 
gets £300 a year even if he comes in Jast or fails to complete the 
course. _If, on the other hand, he prefers to run in relay races with 
runners of experience, he still pays no entrance fee, but he must 
_expect to prove his real worth before he is accepted as a member of 


- the team. . , 


kJ 


Dr. D. M. McCLure (Glasgow) writes: My surprise on reading 


for the hèalth of the peòple of Britain must, I feel, be shared by`the 
matgrity of your readers, One would have thought that by this time 
the trye motives underlying the formation and ‘conduct of the N.H.S. 
would \have been‘ sufficiently clear, and the benevolence and altruism 
implied? in ‘your article are hardly consistent with present-day 
facts. . . . It must be fairly apparent that the aspect of the N.HS. 
which receives the greatest prominence is the provision of appliances 
—dentures and’ spectacles first, and, with thesee wigs, corsets, and 
trusses, and other surgical requisites. Has it been by sheer chance 
-that the terms of engagement-to the professions have been such as 
tenable dentists and gpticians 10 earn so* much ‘more than the 


. Every son has.a right to expect his father to stand by him -medical members ?, Surely, the proportions of the respective salariés 


p 


~ 


- -in, a justifiable‘ cause.: : 


One has only to make a brief tour of a few of the teaching 


- hospitals to find innumerable highly qualified and highly skilled 5 
‘doctors vainly looking for, a consultant post somewhere in the ~ Time for. Lectures ` 


country., This is only a small reservoir of the general pool. 


Néver has there been. sucli strong competition and never have 
there: been so many doctors with specialist degrees. This all 
a ` = f ` > . ~ 


r — 


are simply an indéx of the relative vote-catching value to a Socialist 
Government of the services that are offered by the professions 
concerned. ... 


_ 
a 


Dr: Werner Levy (London, N.W.6) writes: Why is it that mos 
‚medical. lectures are arranged to be given at a time, 5 p.m., when 
most general practitioners are unable to attend ? es 


.” 
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H.M. Forces Appointments 
_ _REGULAR ARMY RESERVE OF OFFICERS 
Colonel (Honorary Major-General) J. G. Gill, C.B.E., D.S.O., 
-A.M.C., having exceeded the age limit for liability to 
recall, has ceased to-belong to the" Reserve of Officers. 


Colonel E. A. Brock, late R.A.M.C., having exceeded the age limit 
Of liability to recall, has‘ ceased to belong to ‘the Reserve of Officers. 


ARMY: EMERGENCY COMMISSIONS 
Royal’ ARMY MEDICAL Corps 

War. Substantive. Captain S. P. C, O’Reagain has relinquished his. 
commission on appomiment to the R.N.Y.R., and has been granted 
the honorary ran of Major. E 


* REGULAR 


- i 





Association Notices 


_ Diary of Central Meetings : 
NOVEMBER 


2 Wed. Health Services Subcommittee of the General 
a AS Medical Services. Committee, 11 a.m. ` ar 
24 Thurs. ` Public Health Subcommittee of the Medical 
` Functional Council, 2.30 p.m. i 
25 Fri. Committee on ‘Psychiatry and the Law, 2 p.m. 
25 -Fri. Joint Evidence Committee on Registration of Op- 
da i ticians, 2 p.m, o ; 
25 Fri. Venereologists’ Group Committee, 2.30 p.m. 
29 Tues. Ethical Rules Subcommittee, 2 p.m. 
30 Wed. ‘ Committee on the Postgraduate Education of Gene- ° 
ral Practitioners (adjourned from November 9), 
10.30 a.m. ; 
n \ f DECEMBER E y 
1 Thurs. Planning. Subcommittee of Occupational Health 
Committee, 11 a.m. i 
` F. Thurs. Remuneration Subcommittee of Occupational Health 
, Committee, 2 p.m. 
! Thurs. Joint Committee of the B.M.A. and the N.V.M.A.. 
5 ` 2.30 p.m. 
2 Fri. Committee re Capital Punishment, 11.30 a.m. i 
2 Fri. Colonies and Dependencies Committee, 2 p.m. 
6 Tues, Proprietary Medicines Committee (Provisional), 
a.m. ~ 
6 Tues.. Orthopaedic Group Committee, 2 p.m. 
9 ‘Fri. Medical War Relief Fund Committee, 2 p.m. - 
~ 15 Thurs. _Journal, Committee, 2 p.m. 3 
[9 Mon. Armed Forces Committee, 2 p.m. ` 
22 


Thurs. 


r 


Occupational Health Committee, 2 p.m. - 
Bratich and Division Meetings to be Held 
BOURNEMOUTH Division.—Ffiday, November 25, 8.15 p.m., 
lecture by Dr. G. D. Kersley: “ Recent Advances in Connexion with 
-Rheumatism and the Endocrine Glajids.” 
-November 27, 2.30 p.m., annual general meeting. 
Turner, Assistant Secretary of the B.M.A.: “ Current Affairs.’ - 
Dorset Division.—At the.Old Shire Hall, Dorchester, Tharsdays: 
“ Peptic Ulcer.” 5 x 
HUDDERSFIELD Division.—At Huddersfield Royal Infirmary, 


Wednesday, November 23,°8.15 p:m., address by Dr. E. Grey Turner 
(Assistant Secretary, B.M.A,). l 


OLDHAM Division.-At Oldham: Hotel, Rhodes Bank, . Monday, 
November 21, 9 ‘p.m... Mr. P.- G. McEvedy: . Haemorrhoids and 
Other Conditions of the Rectum and Anys Commonly met with in 
General Practice.” i e : p 
- OxrorD DIivIsIioN.—At -Lecture Room, Radcliffe ` Infi ary 
Maternity- Home, Wednesday, November 23, 815 p.m. Anual 
general meeting. Address by the Chairman of the Division. 

RocHDALe Division.—At Kingsway Hotel, Rochdale, Thursday, 
November. 24; 8 for 8.30 p.m.; annual dinner. Mørbers may take 
medica] guests. - T e 


Sourn “Essex Division—At Oldchurch Hospital, 


Friday, November 25, 9 p.m., clinical meeting. 


~ r S t 


, Romford, 


DERBYSHIRE BRANCH.—At Smedley’s Hydro, Matlock, Sunday 
I í Dr. E. Grey : 


- staff they were unable tó fulfil these. 


- Achievement of Treatment,” 
-“ Malignant Disease in the -Chest: 


St, Pancras Division.—At B.M.A. House, Tavistock Square. 
London, W.C., Friday, November 25, 8.30 p.m., Mr. A. Dickson 
Wright: *“ Out-patient Letters.” ` 


SOUTH-WesT WALES Drvision.—At ‘St. David's Hospital, Car- 
marthen, Sunday, November 27, 2.30 p.m., Annual B.M.A. Lécture - 
by Mr. D. H. Patey: “The Acute Abdomen.” ` 


Swansea Diviston.—At Osborne “Hotel, Uaneland, Thursday, 
November 24, 7.30 p.m., lecture by’ Sir Horace Evans: “ Hyper- ~ 
tension with Special Reference to Surgical Treatment.” < . 


` 


. West MipoLesex Drvision.—At Red Lion Hotel, Southall, Fri- | 


day, November 25, - 8.30 
through the Ages.” 


West Somerset Division.—At Yeovil District Hospital, Thursday. j 


November 24, 5.30 p.m., clinical meeting. Mr. 


E. G. Tuckwell: 
“ Sympathectomy.” - ooo 


Meetings of Branches and Divisions 


7 COVENTRY DIVISION. 


The first, ordinary general meeting of the Division for 1949-50 
was held on October 11 and was attended by 55 members 
The chairman, Surgeon Commander R. S. Rud and, R.N.V.R., 
in his inaugural address told of his experiences during the war on 
H.M.S. Iron Duke and H.M.S. Devonshire. He described particu- 
larly the operation concerned with the return of King Haakon of 
Norway to his own country in 1945, and also with the surrender of 
important units of the German Navy. He showed films demon- 
Strating life at Scapa Flow, naval exercises. and incidents in the 
Suez Canal, Ceylon, and Australia: ; 

The address was greatly enjoyed by the Division, and a very warm 
vote of thanks was accorded onthe proposition of Dr. Meacock- 
seconded by Dr- Elford. T 


' On Sunday, October 16, members of the Division attended Even- 
song at St. Lawrence Church, Foleshill, Coventry. Lessons were 
read by the chairman of the Division, Dr. R. S. Rudland, and the 
vice-chairman, Mr. T. Berrill. It i hoped that such a service will 
be held- each yearxin the parish church of the chairman of the 
Division on the Sunday nearest St: Luke’s Day. 


p.m, Dr. Clifford Allen: “ Psychiatry > 


Sourn Eastern Counties DIVISION 


At a meeting of the Division held on-October 16 a film, lent by 
the B.M.A. Film Library, showing the anatomy. pathology, and 
clinical features of angina pectoris-was shown and aro great 
interest. 

The secretary drew attention to the form of certificate required for 
some of the industrial insurance policies. and it was agreed that a 
minimum fee of_10s. 6d. would be inorder in these cases. The 
secretary announced that Mrs. McGregor had now taken over the 
secretaryship ‘of the Royal Medical’ Benevolent Fund and that she 
would be grateful for any donations . 

The emergency fees that had been agreed upon by the Department 
and the B.M.A. had in that area been withdrawn. It had always 
been the custom among the doctors of the Borders 
other with this work. The appointments syslem at hospitals was 
brought to notice, and while the system itself was welcomed it was 
felt that it would be inopportune in view of the unfinished condition 
of the central hospital meantime. The-Department. of Health had 
notified the regional hospital board that it declined to pay a special 
fee for domiciliary V.D. treatment. They had not yet replied to the 


secretary’s note. The secretary reported hat it was hoped to discuss ` 


this directly with the members of the Department at a meeting at 
St. Andrew’s House. - : 

The position of a new central hospital for the Borders was bein 
discussed by the management board and the regional hospital board. 
and the secretary asked for the doctors present to-indicate whether 
they would prefer to have it in the neighbourhood of Galashiels, or 
more centrally in. the area. Among those present the opinion was 
definifely that it should be near Galashiels. (Most of the Galashiels 
and district doctors were present.) ` i 
- Dr. McCracken. by letter. raised the question of a fee for Tunacy 
certificates. It was agreed that the secretary should inquire into who 


`% 


was the responsible party for the payment to piactitioners. Dr. - 


McGregor raised the ‘question of duplicate certificates for insured 
persons. The secretary pointed ow: that the origina; agreement was 
that the Ministry’ of National Insurance should on request issue 
these certificates, but they now complained that 8wing to shortage of 
The secretary was to take this 
matter up with the Scottish Medical Services Committee. ~ - 


TUNBRIDGE WELLS DIVISION 


A week-end refresher course was held on October 22-23 at the: 
Kent and >Sussex Hospital. On October 22 Sır Stanford Cade.. 
lectured on * Malignant Disease: 


Early Signs, Symptoms,’ and 
Treatment.” At 9 p.m there was a Brains Trust in which Sir Henry 
Cohen, ‘Dr. R. M. B. MacKenna, Mr. 
Capener: took part. 
“ Backache,” Dr. R. M. B. MacKenna on 
Manifestation of Somatic Disorder,” and Sir 
Genesis and Treatment ‘of Peptic Ulcer.’ 


“Skin Eruptions as a 


- 


< 


14 


Incidence. ‘Early Diagnosis, and > 
and Mr. Holmes Sellors Jectured:ton .. 


Holmes Sellors, and Mr. N L. y, 
On October 23 Mr. N. L. Capener lectured on | 


to assist each _ 


- 


Henry Cohen on “ The =, 
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THE REMUNERATION ‘OF GENERAL the adjustments for betterment and for the increased number of 
PRACTITIONERS ” doctors. In its reply the Ministry says that, even if these 


va Se hts ae ; . adjustments be made, our case amounts only to something in 
The‘ Geneial Medical Services Committee will hold a special the region of £5,000,000 after taking into account the ‘ens 
meeting on Thursday next, December I, to consider the reply fot formerly included in the pool and, incidentally, after fail- 
of the Ministry to the case approved by the Conference of ing sufficiently to allow for the increased number of doctors. 
Local Medical Committees for an increase in the medical pool Having. by this line of argument purported to reduce our claim 
for general practitioners. Pending the decision of the com- to something in the region of £5,000,000, it proceeds to reject 
‘mittee on the next steps to be taken, it may help to draw - 


attention to the significance of some of the calculations in e reann ' 
„Sir William, Douglas’s letter published in the Supplement of 
November ‘19 (p. 218). ; ; 

The letter began with'a résumé of the calculations made 
before the appointed day. The total gross income of the 17,900 
` principals in general practice before the war was estimated by 
Professor Bradford Hill to be £28.14 million, of which £11.35 
million was for practice expenses and £16.79 million was net 
income. The first step was to add the £3.1 million, the amount 
by which the, Spens Committee thought that the remuneration 
of general practitioners -before the war was too low. In fact 
this means that the pre-war gross income of general practi 
tioners should have been £31.24 million. To the practice 
expenses element of the remuneration was added a betterment 
factor of 55%; to the net income there was added a better 
` ment factor of 20%. This brought the total to £41.46 millio 

As by 1948 the population had increased by some 3% ove 
the figure for 1938, a further 3% was added to allow for this 
increase. This brought the: total to £42.7 million. In other 
words, the £28.14 million, the figure for pre-war gross aggre- 
gate general practitioner income, was brought to a figure o 
£42.7 million by allowing for the betterment factors, the Spex 
recommendation, and the population increase. 

But this sum of £42.7 million, ‘being calculated from 
gross pre-war general practitioner, income, was eafned 
the whole of the community. As it was provisionally ag 
for the purposes of the first two years of the Service t 
should be assumed that 95% of the population would u 
new Service, the sum of £42.7 million fell to be redug 
5%, so as to represent the money to be derived from 
sources. Ninety-five per cent of £42.7 million is £40.57 
- which was estimated to amount to 18s. per head of 954 
population. 

So far no objection can be raised to this calcul 
matter of arithmetic on the assumption of a 20% 
factor on net income. Having calculated the cent 
this way, the Minjstry proceeded to add' certain add 
for maternity medical services, for the exchequer 
to .superannuation, and for the Inducement Fuy 
implicit in the Ministry's first calculation of remun 


. 
¢ 
J 


Main Issues 


Two main issues which arise from the calculations can be 
summarized as follows. . First, having in the first instance 
proffered certain additional moneys over and above the pool 
calculation, is the Ministry entitled—now that we criticize the 
binal pool calculation—to say that those additional moneys 

part of the pool? Secondly, has the proper adjust- 
À made in the Ministry’s calculation for the increased 
doctors ? ( 
econd point the Ministry has pointed out, quite 
-we cannot expect an adjustment both for popula- 
e increased number of doctors. It bas, in fact, 
Pan increase of 4.3% on grounds of population. It 
the doctors have increased only by 5.8% to 18,936, 
at this amounts only to a claim for £600,000. We 
d the Ministry how it reaches the conclusion that the 
principals for the purpose of this calculation is only 
our calculation the number is 19,221. 
ance of the Ministry’s reply is that, although by 
s own arguments general practitioners are getting 
ss than they claimed, the Ministry tninks that no 
e has been made out. Lest its calculations should 
+ assaulted it proceeds to bring to its aid the argu- 
tional emergency. This suggests to one’s mind 
try is not so satisfied with the cogency of its 
fnents as to rest its casé wholly upon them. 
1 a noa 























































Public Health Negotiations 


there are signs that the Whitley machinery for 
fession will ‘shortly be, established. This will 
e translation of some of the current negotia- 
sultant and general practitioner field to the 
of Whitley but—what is even more urgent 
gotiations on the remuneration of the public 


at has happened to the sahoo! dental service 


hilure to adapt the remuneration of school 
Hitan and ta the ramuneratian in nther 
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HOSPITAL MEDICAL STAFF ` 
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Inquiries received at Headquarters reveal that theré*is still mis- 
understanding on some aspects of the terms for hospital medical 
staff. In anticipation of the offer of permanent. contracts we 
shall discuss in this and succeeding issues the main points which 


, Seem to give rise to difficulty. 


One matter which, is not clearly understood is the way in 
which in certain cases the new salary scales will be applied to 
existing members of hospital staffs. The salary scales are as 
follows: : 


Main Scale for Consultants.—At age 32, £1,700-£2,750 by regular 


annual increments. Consultants. appointed at 31 or earlier start 
at £1,550 or £1,400 respectively, and then pròceed automatically 
along the main scale. Where a practitioner is first appointed to 
a consultant post after the age of 32, the board may, at its discre- 
tion, fix the initial salary at any of the four next incremental pdints 
in the scale by reason of age, special experience, and qualifications, 
or on age alone where’ seniority has been lost through service with 
H.M. Forces, provided that the salary may in no case be higher 


- than the practitioner would receive on age alone. 


Senior Hospital Medical Officers —£1,300 (at 32)-£1,750. 
Junior Hospital Medical Officers —£700-£1,000.° 
Initial Salary 


-Where a member of an existing hospital staff now ‘graded as 
a consultant has been continuously in consultant hospital work 


without a--break, except one occasioned by war service (or . 
National Service on call-up), the terms provide that the initial ' 


salary, payable to’‘him as from July 5, 1948, will be that which 

he would have been receiving ät that time if the new scale had 

been operating since the date when he first obtained a hospita] 
_ Staff appointment with full clinical responsibility. , 

Jn practice the initial salary will be that which: he won! 
have attained on the anniversary of the date of first appaia 
immediately preceding July 5, ‘1948. Any period bet 
two dates which might. amount to just under the J 
lost, because the next increment {will not be pa: 
anniversary of the appointment following J uly 5, 
July 5, 1949, This is made clear from the followin’ 
quoted by the Ministry: 

A practitioner first appointed to a consultant post in At 
at the. age of,32 will start on the main scale £1,700 
July 5, 1948,"at the point £1,950, receiving his first inc 


August, 1947 
£1,94 


August, 1945... 


August, 1946 
£1,700 ,` 


£1,825 


AHowance for Age 


In the case of practitioners graded as S. 
provision similar to that for consultants to ¢ 
receive the benefit of previous service in h 
of the same level%s the one now held or 
discretion of boards ta derida tha aains 


HOSPITAL MEDICAL STAFF 
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i Registrars _ 

No difficulty is likely to arise in the case of registrars or 
junior registrars, as in those cases the salary range covers only 
a two-year period at most. But it is understood from the - 


Ministry that where a practitioner now graded as a senior 
registrar has held-the sam& post and carried out: the same 


. duties since before the appointed day he would enter the scale 


for senior registrars as on July 5, 1948, at the appropriate point, 
having regard to his previous service in the appointment. There 
is no provision in the case of registrars for augmentation of the 
initial salary on grounds of war service, but if subsequently a 
registrar obtains a consultant appointment for the first time 
after the age af 32 his previous experience may then be taken 
into account by the board in determining the initial salary. 


Transferred Officers , 


The terms of service contain special provisions safeguarding 
the position of officers who were transferred under Section 68 


‘of the N.H.S. Act, 1946, who immediately before the appointed 


day were receiving salaries better than those’ now introduced. 





” 


PROBLEMS OF ASSISTANTS 


The General Medical Services. Committee has set up a sub- 
committee to look at the problems affecting assistants (other 
than trainee assistants) taking part in the National Health 
Service. ; i 

The subcommittee would be glad to consider any points or 
problems which assistants wish to put forward. 





Ca 


‘ENTRY INTO PRACTICE 
MEDICAL PRACTICES ADVISORY BUREAU , 


At the beginning of this year the Association set up the Medical 

ractices Advisory Bureau to help doctors establish themselves 
n practice, and to advise them on personal problems associ- 
ited with entry into, and the conduct of,, medical practice. Its 
service is free to members of the Association. The London 
fice is at B.M.A.. House, and there are also branches at 
‘anchester and Edinburgh. Inquirers should write to the 
Medical Director at the following addresses: 

B.M.A. House, Tavistock Square, London, W.C.1 (Tele- 
phone: EUSton 2111); 33, Cross Street, Manchester (Tele- 
hone: Deansgate 3691); 7, Drumsheugh Gardens, Edinburgh, 
(Telephone: Edinburgh 33531/3). 


General Practice 
‘he report of the Bureau presented to Council on November 
ives an account of its activities for the first nine months 
his year. A survey carried out at the London office 
2sts that the “standing pool”. of doctors seeking open- 
in general practice is not as large as some have thought. 
600 have applied to the London office, but only about 
rd of these are likely to be suitably placed in general 
It is virtually impossible to find openings for about 
, and difficult for the remaining one-third. Many 
n the last group are over 40 years old, and, as in so 
er professions, age is a handicap. Nevertheless, the 
; suitably placed 50%, of those applying in the third 
this year. 7 
difficulty arises because established practitioners 
stants with view or partners want doctors with 
lefined qualifications. Conversely,’ many of those. 


\ 


. whereby members who had been on the Council for a Jong. 


` 


. modification of the plan submitted.at Harrogate. 


ld 


+ 
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that, owing to the expense involved, later conferences would 
probably be held only every.two years. 


sz The Nutrition Report 


PROCEEDINGS OF COÚNCIL 


Lord Horder, chairman of the Committee on Nutrition, pre- - 


sented the report of his committee. He apologized for some 
delay in its presentation, but the job which the Council gave 
his committee was a prolonged and difficult one. It was neces- 
sary to analyse a great mass of material and to arrive at the 
greatest measure of agreement amongst the eminent experts on 
the committee. He added his own personal thanks and those 
of the committee to Dr. A. Macrae (Deputy Secretary), who had 
acted as secretary of the committee, and proposed that an 
acknowledgment of the value of his work should be appended 
to the report. 

The Council approved the report of the Committee on Nutri- 
tion for publication, and 'endorsed Lord Horder’s reference to 
Dr. Macrae. ‘The Chairman said that the Council would desire 
to express its appreciation and thanks to Lord Horder and to 
his committee, and this was done by general applause. 


Constitution of the Council ` 
Dr. Pridham, as chairman of the Organization Committee, 
brought forward a report on the constitution of the Central 
Council. He reminded the Council that the last Annual Repre- 
sentative Meeting, while approving the principle of increased 
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Dr. Pridham said that to refer the proposals back without 
any direction from the Council would be useless. In view of 
the great importance and growth of the autonomous bodies the 
Council should be broadly based on its constituency. 

The Council agreed on the following proposals: that the 
number of members elected by members in the Branches in 
Great Britain and Northern Ireland be-increased from 22 to 
39; that the existing arrangement under which 12 members of 
Council are elected by grouped representatives in the Repre- 
sentative Body be discontinued ; that two members be elected 
by the representatives of constituencies in Scotland, one by 
representatives of constituencies in Wales with Monmouthshire, 
and 10 by the Representative Body as a whole; that the mem- 
bers elected by Branches outside Great Britain and Northern 
Ireland be reduced from eight to seven; that the immediate 
past chairman of the Representative Body, the deputy chairman, 
and the immediate past treasurer cease to be members ex officio, 


‘and that the rule under which a member of Council is pre- 


direct representation on the Council, had referred the detailed ` 


proposals back for further consideration. The committee had 
carefully considered the proposals again, but, apart from a 
proposed increase in the number of directly elected members 
by grouped Branches from 37 to 39, it did not suggest any 
The pro- 
posed number of members elected by the Representative Body 


anomalies by increasing by one in each case the seats allocated 
to Yorkshire and to the Metropolitan -Counties Divisions. 
Dr. Wand moved that the recommendations be referred back. 
The Organization Committee had taken no note at all of the 
feeling expressed at the Representative Meeting at Harrogate. 
He was very anxious that some system should be" devised 


time and had done excellent work, although perhaps they had 
not come into prominence as chairmen of committees, should 
not be subject to a chance defeat when they came up for re- 
election. To meet such cases—which would be only limited 
in number—some system of co-option or creation of “ alder- 
men” should be devised. 

Dr. Carter had hoped that the chairman of the Organization 
Committee would bring forward some new arguments to sup- 
port his proposals. The,only result of the debate in the Repre- 


sentative Body and the fresh consideration given to the subject ' 


by the committee was an increase of two in the directly elected 
membership. This was not an opportune moment for the 
cutting down of the membership ‘elected from the Representa- 
tive Body. The whole agitation which had led to these pro- 
posals started from the premise that the Association was 


predominantly medico-political and that members of Council 


must go round to their constituents talking medical politics. 
It would be regrettable if as a result of these changes the- 
Council were flooged with medical politicians,.to the detriment 
of other interests and activities. 

Dr. Vaughan Jones supported the reference back for the one 
reason that the Organization Committee seemed to have decided 
that the size of the Council must be conditioned by: the archi- 
tecture of the council chamber ; this was a wrong principle. 


Dr. F. Gray agreed that the size of the building should not be; 


vented from serving for more than six years by the same method 
of election be abolished. l 

Dr. D. R. Owen reminded the Council of a promise that the 
county of Cheshire should have a seat of its own. In the 
grouping now recommended the East Cheshire Branch shared 
two seats with Manchester. Dr. Pridham undertook that his 
committee would consider this and other adjustments in the 
grouping. EEIE. 

Dr. Wand then moved to refer to the Organization Committee 
the proposal that there should be provision for co-option by 
the Council to a certain limited number of seats, and this was 


‘agreed to. At the same time Dr. Dain pointed out that one of 


the reasons for reconsidering the constitution of the Council 
was to ensure ‘that there should, be a substantial majority of 
directly elected representatives. Under the present proposals, 
39 out of 72 would be directly elected, and if there were only 


: : Cy. six “aldermanic” seats it would make the directly elected 
remained at 13—a figure which the committee did not think 


' should be exceeded. Occasion had been taken to put right two 


members only 50% of the Council. 

Dr. Hale-White suggested that a Special Representative, Meet- 
ing be called to discuss the constitution of the Council. This 
would lessen the load on the Annual Representative Meeting. 
At this stage in the Association’s history he thought it wrong 
to leave the representatives out of the picture from one year’s 
end to another. After a brief discussion, however, the idea 
was ‘negatived (18 to 25). 


Advertisement and Sale of Proprietary Medicines 


Dr. O. C. Carter, as chairman of the Proprietary Medicines 
Committee, brought forward an interim report on the advertise- 
ment and sale of these preparations. He said that his com- 
mittee, appointed a year ago, had had a difficult task. It had 
examined a ‘British code of standards which had been devised 


-for the guidance of newspaper proprietors to prevent the publi- 


cation of advertisements which tended to mislead the public. 
The committee had been greatly assisted by. some who were 


. not members of the Council—notably, Professor A. A. 


a governing factor, but it did serve to bring them up against: 


the question, Was an increase in ‘size desirable 2- If the view 
of the, Organization Committee were accepted that the, present 
size was sufficient, these proposals were the only way to tackle 
the situation. Dr. J. C. Arthur thought there should be some 


“mall number of seats—even if only three or four—available 
” for co-opted members or “ aldermen.” 


N 


h 


Moncrieff. The problem had been discussed. with a number 
of those closely connected with proprietary’ medicine adver- 
tising, and the committee had come to certain conclusions: 
that, whilst self-medication was a time-honoured habit, it was 
necessary to safeguard the public against its dangers and 
exploitations ; that, although control of. advertising, of pro- 
prietary medicines by existing statutes was useful so far as 
it went, it might require to be extended in due course, and 
meanwhile further extension through voluntary ` organizations 
sponsored by manufacturers, advertisers, and “the. Press should 
be encouraged ; and that there would be room‘for.the appoint- 
ment by the Council of a;'permanent medical. advisory com- 
mittee on proprietary medicine advertising to advise any medical 
adviser who might be appointed to the British: Code of Stan- 
dard® Committee. 
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The Council agreed to certain suggestions for transmission to 
the British Code of Standards Committee for amendment of the. 
code, but rejected a proposal that the following words should 
be printed on every wrapper, container, or label: “If you.do 


not obtain early and lasting relief: of your symptoms, consult- 


your doctor.” Dr. Dain said that this appeared to suggest to’ 
the buyer, “Try this out, and if it Is not satisfactory see your 
doctor.” It .was a dangerous suggestion. Lord Horder said . 


‘that at the time he introduced a Bill into the House of Lords " 


10 years ago it was made perfectly plain that this anti-social 


‘campaign: should either be tackled thoroughly or left alone. 
©“ This was dangerous ‚meddling and nothing : more. 


Mr.. Eric. 


, Steeler said that the proposed phrase might lend itself to a 


- 





riposte: “If you don’t 
pills.” mo 
A proposal that the British-Code of Standards Committee be 


urged to consider the application of more stringent measures 


get relief from your doctor, try 


X 


to ensure compliance with the code was agreed to, but a further . 


recommendation—that the' Council nominate an observer to 
attend meetings of the;Code Committee, and thus ensure direct 
liaison between the committee and the profession—was rejected 
(12 to 22). On the suggestion of Sir Lionel Whitby a phrase in 
the report, “Self-medication by the general public is a time-- 
honoured habit ” was changed.to “. . . ineradicable habit.” 
The chairman said that; whatever ‘criticisms might be made of 
the report and the recommendations, ‘the Council congratulated 
Dr. Carter and his colleagues on an excellent piece of work. 


Annual Meeting Arrangements _~ 


Professor T. P. McMurray (President-elect) presented the 
report of the Arrangements Committee for the Annual Meet- 
ing, 1950, at Liverpool and Southport. _He said that it was pro- 


_ posed to hold the first part of the meeting, consisting of the 


Annual Representative Meeting and associated Council meet: 
ings, with the Annual General Meeting and the Overseas Confer- 


‘ence, at Southport, and the later scientific, social, and other 


functions at Liverpool. The Annual Representative Meeting. 
would begin on Thursday, July 13, and end on Monday, July 17, 
and after Monday the meetings would be continued at Liver- 
pool, the meetings of the Sections to cover four days. The 
proposals Were agreed to and the sectional officers appointed. 
Mr. Lawrence Abel urged that the time had come when 
clinical demonstrations of the kind organized in connexion with 
American Congresses should be introduced into the arrange- 
ments for the B.M.A. Annual Meeting. In America the medical 
man attending the congresses received within a few days a com- 


` plete course of’ postgraduate education from experts in the 
' respective subjects. 
` It was decided to set up a special committee to review and 


report on the arrangements for future scientific meetings. 


` Central Consultants and Specialists Committee 


Mr. R. L. Newell presented'a report from the Central Con- 
sultants and Specialists Committee, which, he said, had held 
four meetings: since the last meeting of Council. The first 
recommendation: concerned the factors to be'taken into con- 
sideration in assessing merit in connexion with distinction 
awards. Thè committee had worked out a list of factors 
(Supplement, November 12, p. 212) and now recommended that 
these be conveyed to the Advisory Committee on Distinction 
Awards, and that the Advisory Committee be informed that 
neither the Association nor the Central or Regional Consult- 
ants and Specialists Committees wished to participate in the pro- 
cedure for selecting individual consultants for merit awards. 
This was -agreed to. or rn $ 


On a further resommendation, brought forward on the 


suggestion: of the Spa Practitioners Group Committee, that a 


special committee':Should be appointed to prepare a report ` 


regarding hydrology and balneology as practised in Britain, with 


‘details of the nature and merits of each spa, the Council felt 


that the Group Committee itself should be the bpdy to prepare 
the document, using powers of co-option, if necessary, for the 
purpose, Dr. R. G. Gordon suggested that the preparation of 
such a report might not be as easy as the recommendation made 
it appear. ; R 
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-Certain recommendations , concerning amendment: of the 


constitution of four of the Group Committees, generally to 


‘permit enlargement of representation, were agreed to. 


\ 


w 


Grading of Hospital Medical Staff 


Discussion arose on the grievance of many practitioners with 
regard to their grading as senior hospital’ medical officers when . 
they. had expected to.be given consultant status. One member 
mentioned several examples of apparént inequity which had 
come within, his experience—a surgeon of 23 years’ experience 
had been graded S.H.M.O., and his anaesthetist with five years’ 
experience had been graded a consultant ;:of two ophthalmic 
surgeons the junior had been made a consultant,.the senior a 
hospital officer. 

Dr. Wand said that they had been informed that these 
perverse decisions were not the responsibility of the Ministry but 
of their own people. In his own region there was evidence that 
the decision in a given case did not depend upon the qualifica- 
tions of the practitioner but upon the hospital'at which he was 
working. It:was the hospital which counted, and not the 
man, at all. He suggested that a conference might be arranged 
to which members of grading committees would be invited. 

Mr. Abel said that this matter was causing vexation through- 
out the country. It was a scandal that men who were doing 
first-class surgery, anaesthesia, or midwifery should be graded 
S.H.M.O.. 

Mr. Newell said that when this grade was. first proposed it 
was thought of in terms of certain appointments, such as those 
of tuberculosis officer. Apparently: there was no uniformity ‘in 
the assessment. In his fegion much injustice had been done. 
He thought the remedy lay in local appeals committees, con- 
sisting of entirely independent persons. , 

Sir Lionel Whitby said that the Joint Committee had pressed 


_ this matter on the Ministry time and again, but had always been 


countered. by the argument that it was their own kind who had 
done the grading. ‘The facile argument had also been brought 
forward: “ Are we to assume. that the only mistakes are under- 
grading? If there was a review, might it not result in down- 
grading as well as upgrading ? ” “The Ministry had stated that 
they would arrange for a review in two years’ time. 

After some further discussion it was agreed unanimously: 

That in view of the widespread dissatisfaction reported to it as a 
result of the grading of those on hospital staffs on the appointed day, 
this Council expresses its strong approval of the action of the Joint 
Committee in pressing for an early review of the grading of such 
practitioners by new committees appointed for the purpose at the 
earliest possible date, 


Part-time Work for Local Authorities 

Dr..J. A. Gorsky presented a report from the Joint Com- 
mittee .(representing the Central Consultants and Specialists. 
Private Practice, and Public Health Committees) on a national 
agreement for fees for part-time work under local authorities. 
The report set out the original B.M.A. proposals for certain 
services, the original local authority offer, and the agreed fee. 
Dr. Gorsky said that they had got from the associations of 
local authorities almost all they had asked for, and their recep- 
tion by the local authorities had been very cordial, but at the 
final meeting they were informed that the Minister had placed 
a’ veto on the date on which’ the national agreement might 
come into operation. 

Dr. R. H. H. Jolly’said that they had got 80% of what they 
originally asked for. a 

Dr. Vaughan Jones said that it would seem that the principle 
of sessional fee payment by hours for medical officers visit- 
ing establishments maintained by -local authorities had been - 
accepted. He complained that the scale of sessional fees agreed 
by the Councjl as recently as last June for industrial medical 
officers should have been departed from. This was likely to 
prejudice negotiations in other quarters. It was all ‘very well 


~to say that this was a national agreement and that there must 


. . 


be sacrifice, but why choose this particular victim ? , 
Dr. Wand said that when the operative date for the agree- 
ment came into force it would be open to either side, one year 


‘from the commencement of the agreement, by giving three 
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` months’ notice, to have any particular aspect reconsidered. . On 
that understanding he was prepared. to let oe whole thing gO 
. Through. \ 


Dr. Gorsky said that by giving way on a siall poii they, 


had gained the good will of the local authorities, 
The report was approved. ' 


~ 


` “a » 
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Relationship of Autonomous Bodies . 


Dr. Gregg, on behalf of the committee which ‘was appointed ° 


by the Council to consider ‘the situation created by the forma- 
tion of autonomous -bodies within the Association and their 
relationship to, the Representative Body, presented a , short 
‘report for submission`to the -Representative Body. The com- 
mittee, after a careful examination of the subject, considered 
that no action should be taken at present which would disturb 


‘the position of the autonomous committees, although it might . 


be ‘necessary at a later stage to examine the constitutional 
position of these committees in relation to the Council and the 
Representative Body so as to ensure a single mouthpiece of the 
profession on common problems. 


Mr. Steeler expressed some dubiety, and said that he could. 


‘not help feeling that this autonomy was bad policy for the 
Association. The Chairman said that the history. of the Insur- 
ance Acts Committee over many years did not bear out’ Mr 


Steeler’s: misgivings. The report was approved. 
ny 


Other Committee Reports i 


The report of the Building Committee, S S by Mr. L: 
Dougal Callander, was largely concerned with alterations to 


the Scottish\House. The Council agreed, subject to the approval ' 


later of the Finance Committeé, to plans submitted by- the 


Scottish Committee for the development and improvement of-. 


the house in‘Edinburgh at an estimated cost of £20,000. 

., Dr. I. D. Grant, chairman of the Scottish Committee, in 
moving his own report later, thanked the Council for this dect- 
sion. The report of the Scottish Committee contained no recom- 

' mendations; but noted a number of matters including the 
setting up of a joint subcommittee on the position of general 
‘practitioners in hospitals under the N.H.S.—a matter of serious 
concern in some areas of Scotland. -œ ` 

Dr. H. R. Frederick, for the Welsh Committee; reported on 
the steps being taken to secure an Association house in Cardiff. 
‘He added that the ‘Welsh Committee was - discussing future 
activities. It was anxious truly to represent the views of mem- 


bers in Wales and to be recognized as the central mouthpiece- 


on general‘matters affecting them. 

A report by the General Medical Services ‘Committee ‘also 
contained no recommendations, but recorded a very large 
amount of work covered in fiye meetings of the committee 
since the Council last met. „Dr. Wand, the, chairman, said 


4 


‘that there had just been received a communication from the 


Ministry of ‘Health refusing to grant the increase in the capita- 
tion fee which general practitioners.had claimed. The question 
would: be discussed at a special inceting of = committee on 
December 1. 

The new chairman of the Public Health. Commitee, Dr. 'C. 


Metcalfe Brown, _said that the, committee -was disappointed at’ 


the little progress which had been made in setting up Whitley 
machinery for the medical profession, and had taken what steps 
were open to it tosput an end to'the continued delay. '. 

The Private Practice Committee brought forward a recom- - 
_ \mendation, which was agreed to, concerning fees for the com- 
pletion of certificates under the Cremation Act—for Form “B” 
and for Form “C” a minimum of one guinea, plus mileage. 

A memorandum of’ evidence, prepared. by. ‘a’ special com- 


mittee, for submission to the Committee on Industrial Health ` 


Services (the Dale Committee) was approved, “and withesses 
appointed...’ 
It was agreed to set up an International Metical Visitors 


se 


Bureau at Headquarters to assist ‘practitioners ‘fom countries 


`“ outside the Commonweéalth when visiting the Uńited Kingdom. 
` Visitors from Commonwealth countries are looked;after by the 
Empire Medical Advisory Bureau. 4 “dh 
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' at a late stage in its proceedings. 
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On the proposal of the Central Ethical Committee it was 
agreed that ‘the pamphlet-on “ Ethics and Members of the 
Medical Profession” be' circulated to all practitioners in the 
United Kingdom on qualification, to all members of the pro- 
. fession at present resident, in the United Kingdom, and to all 
‘others who, might wish to apply for it.- 

The Council approved a recommendation from the Colonies 
‘and Dependencies Committee that a member’ of the secretariat 
be sent to visit the West Indian Branches in the near future. 

On the proposal of Dr. R. G. Gordon, for the Science, Com- 


mittee, it was agreed that a new Association prize be instituted 


to encourage research and interest in the field of industrial 
medicine, the prize to consist of a certificate and cheque to the 
value of £50, to be awarded biennially. : The proposal ’.was 
warmly supported by Dr. Vaughan Jones, as chairman of the 
Occupational Health Committee, and by Dr. H. B. Morgan, 
who said that ‘it would be a happy gesture of recognition to a 
specialty so far grossly neglected by the medical ‘profession. 

Dr. Carter, for the. Journal Committee, brought forward a 
proposal that the Association should take over the publication 
of the British Journal of Ophthalmology ‘and certain associated 
publications, and this was agreed to. È 

A report'by the Medical Director of the Medical Practices 
Advisory Bureau (Dr. L. S. Potter) was placed | before the 
Council. (A: short account of its work appears at’ p. 226.) 
` Dr. Mary Esslemont, chairman of the Committee on Nursing, 
introduced a report on action taken, especially in regard to the | 
Nurses Bill. Representatives of the committee who had met 
members of the House of Commons had agreed that the 
compromise adopted in the House of Lords in regard to the 
finance of nurse training was the most satisfactory procedure 
and that it would be unwise to continue to urge the complete 
removal of responsibility for finance from the General Medical 
Council. . 

Fwo reports of considerable detail came before the Council 
One of them, introduced by 
Dr. James Fenton, was from the Joint Committee with the 
National Veterinary Association, and was concerned with ‘the 


, problem of providing safe milk of high quality. Dr. MacFeat 


urged that more publicity should be given to the harm wrought 
by unsafe milk. Only an enlightened public opinion would 
ensure the necessary action. It was agreed that the report 
should be"submitted to the Government departments concerned. 

The other report, placed before the Council by the Chairman, 


_ was that of the, special committee set up in February last to 


consider the best methods of securing the applications of the 
‘recommendations of the Spens Committee to all full-time 
medically qualified salaried workers not remunerated wholly 
through the N.H.S. The report put forward a large number 
of recommendations which are to be made-to the University 
Grants Committee, the Vice-Chancellor’s Committee, and the 
Medical Research Council. 

Routine reports were made by the Finance, Staffing, Office. 


and Public Relations Committees. 
\ I. 


ki 
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, + ; 
- The Council resolved by a unanimous vote to ‘award the Gold 
Medal of the Association to Dr. J. P. S. Jamieson, of Nelson, 
for his distinguished services to the profession and to the 
Association in New Zealand. 
The Council unanimously resolved to recommend to the 
_ Representative Body that Dr. J. B. Miller, until lately its 
chairman, be. elected a vice: :presidentyof the’. Association. 
| The ethariks of thé Couiicil _ were“ conveyed to Sir Lionel 
‘Whitby, Immediate Past President, for the able and. energetic “ 
way in which he had fepresented the Association «at -meetings 
of the Divisions ‘of the Canadian, Medical- Association in the 


. maritime. provinces, and at meetings in ‘Montreal, Toronto, 


Quebec, and Winnipeg. | 

Good wishes were expressed to Mr. Oswald Henson on his 
‘retirement, and an appreciation of his’ many years of service as 
Solicitor to the Association. Mr. Hempson’ s father was Solicitor 
tó the Association before him, and the appointment is being 
continued in his firm. wl 
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The Council learned with particular pleasure that on the 
previous day the mother: of Dr. Dain had celebrated her 
` hundredth birthday. ‘A message of congratulations and good 

wishes was sent from the Council. - 


l ‘ = 
/ 
' THE BRITISH MEDICAL GUILD 
A meeting of the Board of ‘ Trustees of the British Medical 
Guild was held at B.M.A. House on the day, of the Council 
meeting, November 16. Dr. E. A. Gregg was elected chair- 
man of the Board and Dr. Frank'Gray treasurer. 
' Dr. Hill (Secretary) gave an oral report on behalf of the 
executive committee. The Central Consultants and, Specialists 
Committee had decided to establish a separate fund comparable 
to the National Insurance Defence Fund. The Society of 
Medical Officers of Health, while expressing sympathy with 
the general objects of the Guild, had decided not to establish a 
separate collecting machinery; it would advise members of 
the public health service to contribute directly to the Guild. 
The executive committee, faced with this situation, thought it 
would be wise, before finally deciding on the method of direct 
contributions, to consult with the Society of Medical Officers 
‘of Health with a view to the’ possibility of their falling into line 
‘with the other two main sections of the profession.in themselves 
establishing a collecting fund from which contributions would 
-` go to the Guild. It was realized that the decision taken by the 
Central Consultants and Specialists Committee was one of some 
importance—namely, to collect their own money, in the same 
"way as general practitioners had done in the former National 
{nsurance Service and were now doing, no less well, in the 
National Health Service. The decision taken by the consultants 
and specialists might lead the committee to bring forward 
proposals for augmenting the trustees for the purpose of 
distributing the money. / 


‘ The executive committee had finally instructed’ the office to ' 


, Prepare a draft memorandum on the subject of-local organiza- 


tion for its consideration at the next meeting, ‘and later it pro- 


posed to secure the establishment, at meetings of the profession 
called for that.purpose, of local committees. It proposed, in 
short, not to’ await a crisis, but to have machinery in readiness. 

The Board gave authority for certain action with, regard ito 
the banking-account, and the meeting ended, 


NX. 
` 





TRADE UNION MEMBERSHIP 


` The following is a list of local authorities which are under- 
stood to require employees to be members of a’ trade union 
or other organization : A \ , 


Metropolitan Borough Councils —Fulham, Hackney, Poplar. 
Non-County Borough Councils.—Dartford, Wallsend, | 
Urhan District Councils—Denton, Droylsden, Houghton-le- 


t 


Spring, Huyton-with-Roby, Redditch (restrictèd to new appoint- . 


ments), Tyldesley. 








'soon sabotage the Act. 


os 


_ FELLOWSHIP FOR FREEDOM IN. 
a MEDICINE ' 
‘PROPOSALS TO AMEND. ACT 


The first annual meeting of the Fellowship for Freedom in 
Medicine was held at Caxton Hall, Westminster, on November 
19. Lord Horder, who presided, said that the membership now 
stood at 2,940; there had been an average accession of 25 


-Members a week since the last general, meeting in February. 


Members had: been enlisted in Australia,, New Zealand, South 
Africa; and other Dominions. Eight resignations had been 
received. i 

Close relations had been formed with the French Association 
for the Defence of Free Medicine. From the American 
Medical Association we had received an expression of good 
wishes. .A cheque accompanied a cordial letter, which was read, 
from the president of the Association of American Physicians 
and Surgeons. Another letter was from the chairman of the 
Medical Society in Madison County, Indiana, congratulating 
the Fellowship on “its noble stand for freedom,” and enclosing 
a cheque for £50. , 

Lord Horder went on to say that when the Fellowship started 
he had- said he saw/in it the possible nucleus of a body which 
might at long last achieve the unity of the profession. That was 
an ambition which had not ceased to animate him. The body 
which might have been expected to be a shield against 
State domination of medicine had dissipated ‘its powers. On 
the one‘hand it had formed autonomous committees which had 
power to negotiate with the Minister individually without any 
reference to the controlling body of ‘the B.M.A.—namely, 
the: Representative Meeting; and, on the other, it had ‘set 
up a ghost of itself called a Guild, in the illusion that it would 
afford a legal cover. l 

Meanwhile things were happening. The Minister had stated 
in the recent.debate on the amending Bill that if the 5%: of 
patients who’ still went to private doctors increased it would 
“It looks to me,” declared Lord 
Horder,. “as though we have only to wait a little to see the 
‘Minister sabotage the Act himself.” When he had warned the 
profession that under the Act the Minister could by regulation © 
doctor the patients from Whitehall he was thought to be an 
alarmist. But a recent order issued to a hospital stated: “ The 
use of penicillin in this hospital must be cut down as it is so 
expensive.” ; ` 

` The Rights of the Practitioner 
Dr. A. C. E. Breach, chairman of a committee. of the Fellow- 


. ship which has been considering changes in the Act which should 


form the substance of an amending Bill, said the first thing was 
to preserve private practice on a broad basis as an alternative 
to the complete contro] of medicine by the State. Two 
methods commended themselves to the committee. Everyone’ 
should have the choice between (1) remaining in the Service 
but receiving a grant-in-aid from the State if electing to occupy 
a private hospital bed, together with free provision of drugs and ` 
certain appliances, and (2) opting out of the Service and receiving 


- a refund from the State, based upon the pro rata cost of the 


Service, to enable him to make a private contract for his medica] 
needs. This principle was endorsed by the meeting and the 
committee was requested to pursue its work on these lines. 
The next matter was ownership of goodwill. The committee 
recommended an amendment to give doctors now and in the - 


future the option to recover ownership or to ®uild up anew the | 
goodwill of their practices, private or State., This would involve. ~ 


Medical Ethics 








Qa — " repayment of any compensation already received and restora-’ 
ae Ps TA i e `u tion of the right to sell and buy. ; Dr. Breach said that, if only- 
~i "st e Lay Hypnotists ` 10% of, practitioners availed themselves of such option the 


monopoly would be effectively broken. 
The, meeting approved thé principle, the committee to go 
ahead in framing amendments to recover ownership of goodwill. 


The question has recently ‘been asked, whether a registered} 
medical practitioner may properly associate in-his practice with 
a lay hypnotist. Toi do so, would amount to “covering”; it 
would therefore be unethical and infringe the Warning Notice 
of the General Medical Council. Association with certain’ 
, auxiliary workers without medical qualifications—for example, 
physiotherapists—is in order because they work under the fully set out what “ this autocrat and his successors ” might do. | 
supervision of a registered practitioner, but when a lay hypnotist It seemed at first that nothing short of repeal of the Act would 
is employed the treatment is entirely in his hands. si serve, but a careful study had suggested certain changes to curb 


4 Powers of the Minister . 
` Dr. Breach said that in the'report of the committee there was 
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the more objectionable. powers. . It was also felt that there 
should be an arbitration authority under’a chairman of the 
standing of a High Court judge with power to settle all matters 
arising in connexion with the Service in which agreement was 
not reached. : : 

Dr. C. P. Wallace at this point referred to the Ministry’s 
reply to the demand for correct remuneration of general practi-: 
tioners, He felt thata unanimous demand should go from that 
meeting for an immediate reference of this subject to arbitration. 
Dr. H. H. R. Sutherland said-that he hoped no one would 
think that the letter from Sir William Douglas, published in 
the Supplement of November 19 (p. 218), was the last word. 
The General Medical Services Committee would be dealing with 
the matter on December 1. There were at least two lines of 
attack open, one by arbitration and the other by the Whitléy 
machinery. ° 

The following resolution was 
apparently without dissent: 


That in view of the unsatisfactory nature of the Ministry’s reply 
to the general practitioners’ demand for adequate remuneration this 
meeting calls for the immediate establishment-of a court of arbitra- 
tion, the constitution of which shall be’ agreed both by the Minister 
_ and by ‘the profession’s representatives. 


put to the meeting and carried 


The chairman’s suggestion ‘that the resolution should be sent 
to the Minister and to the Secretary of the B.M.A. was agreed. 

. The proposals for curbing the powers of the Minister were 
endorsed, together with a proposal for a right of appeal to the 
courts from decisions of the tribunal. Dr. J. A. Gorsky pointed 
out that the tribunal was an administrative, not a judicial, one; 
and as such it was required only to give its decision, not the 
reasons for it. Further, under Sect. 42 complaint might be 
made to the tribunal by “any other person,” which might 
include the Minister of National Insurance, who could go direct 
to the tribunal and not to the local executive council at all. 

On the general question of remuneration the committee sug- 
gested, and it was agreed, that the main principles of assessing 
remuneration should be laid down in the Act; for consultants 
full-time posts should carry pre-determined salaries, and part- 
time consultants should be given every facility for the develop- 
ment of private practice; for general practitioners the recom- 
mendation that smaller lists should carry a higher capitation 
fee was accepted. 

Consultant Status 


Dr. E. C. Warner said that many letters had been received J 


by the Fellowship about the system of grading. The Minister 
had done a clever thing by getting them to grade each other 
and disclaiming responsibility himself. There was no question 
but that there had been a great attempt to get as many people 
as possible into the S.H.M.O. category and degrade men who 
had been accepted as consultants and specialists by their 
colleagues for years. + 

Mr. Reginald T. Payne spoke strongly about distinction 
awards as one of the worst aspects of the Service. He could 
not have believed that the intellectual and moral atmosphere 


of the profession could have degenerated so rapidly. Many . 


of them had looked to the Royal Colleges for real leadership, 
but the Colleges had neglected the opportunity and had lost the 
respect of the profession. , 

Another committee proposal, that patients using the Service 
should pay a small fixed fee to their general practitioners for 
each item, was referred back to the committee after some debate. 
Dr. Breach considgred that the Suggestion was more practical 
than the shilling on the prescription, but other speakers 
suggested, in the word of one of them, that it was “ dynamite ” 
and against the whole spirit of the Fellowship. ° 
' It was agreed to include among the proposed amendments ane 
for the provision of compensation to owners of radiological and 
similar practices for the loss of the right to sell them. - 

The report, with other recommendations, was generally 
approved and the committee was, instructed to get on with its 
job. ae , 

Among other business the meeting adopted a recommenda- 
tion that medical students should be admitted to the Fellowship 
as associate members, with a nominal fee of 2s. 6d. The 


executive was also asked to give consideration to a proposal . 


that a certain selected number of lay people be admitted as 


Lt a r 
\ 


, associate members, and further, on the motion of Mr. Norman 
Lake, that liaison should be established between the Fellowship 
and lay organizations of similar aim—for example, the Society 
for Individual Freedom. . ` : 


— 








Correspondence 


“ Inducement Grants ” = 

Sir,—“ Inducement ” grants to “ doctors practising in sparsely 
populated areas who can only attract a small list” fall into a 
category apart from the inducement grants properly so called. 
These latter were brought out to honour the fifth recommenda- 
tion of the Spens Report, which deals with the needs of areas 
which are “ unattractive ” to doctors. 

The grants to “doctors in sparsely populated areas who can 
only attract a small list,” however, belong logically and properly 
to the fourth recommendation’ of “ Spens.” This recommenda- 
tion lays down that “ the difference which has existed between 
the incomes of rural and urban practitioners should be 
reduced,” and recommends that the principles and methods of 
the Highlands and Islands medical scheme, which operated in 
Scotland for thirty years, should be applied to other sparsely 
populated areas. 

This has been mainly done (on the lines which the Spens 
Committee recommended) by'a very substantial increase In 
mileage payments. There remain, however, rural practices 
where mileage alone does not counterpoise the very heavy over- 
head costs due to the geographical character of the practice 
area. It is in such conditions that the grants to doctors in 
sparsely populated areas fulfil their purpose, and the condition 
for this award is not “ unattractiveness ” as in the case of the 
inducement grants proper. 

Country practice is ‘in fact very “attractive” to the great 
majority of doctors so engaged. That is why they are country 
doctors in nine cases out of ten. But “ Anno Bevani One,” the 
beginning of a new calendar in medical history, left the country 
doctor with his ‘practice costs higher than ever, and his income 


_ greatly lessened by the fact that all his former private patients 


are now State patients. What he asks is not to be “ bribed ” 
or “induced,” but to be “enabled” to carry on his practice 
by additional remuneration to meet abnormally heavy practice 
expenses. g 

It should further be noted that, in the words of the statutory 
regulations governing them, these grants to doctors in sparsely 
populated rural areas are “an entitlement.” The amount of the 
grants is discretionary, depending upon the opinion of the 


. Minister after consultation with his Medical Practices Com- 


mittee ; but in the defined circumstances the grants themselves 
are held forth as an “entitlement ” in the same sense as the 
capitation fees and the mileage. In the words of Dr. Gregg, 
Chairman of Council of the B.M.A., these grants “are not 
a charity but a right.” 

Very unfortunately, however, many country doctors have 
fought shy of inducement grants. The story of the “ basic 
salary,” in its present form is not a happy one, and it does not 
belong here, except that its shadow has. fallen athwart ‘the » 
“inducement grants” in the minds of many doctors. In 
January, 1949, Dr. McFeat, the chairman of the Scottish Com- 
mittee of the B.M.A., reported that in Scotland “ practitioners 
did not like to apply for Special Inducement Fund payments 
because they regarded it as, the acceptance of charity.” In other 
words the grants have become associated in the minds of these 
doctors with a “dole” and @ “means test.¥%¥ Now what basis 
is therefor thesé suspicions ? Let us see. * 

At his press conference on October 6.the Minister announced 
that he had made 57 inducement grants up to date out of the 
central fund of £200,000. Now it must be clearly understood 


‘that fhe Minister has not, as yet, made his main and final alloca- 


tion of this fund.:; All he has sought..to do as an urgent 
emergency measure‘is to meet all cases of. hardship, and it is 
known that, wifat he has aimed to do is to bring the net annual 
professional income of the doctors concerned up to £1,000. 
Very properly, for this interim urgent purpose, he has asked for 
particulars of the applicant’s total professional income from 
all sources. Few will cavil at that. But the question that now 
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arises is, Now that the task of final disbursement is being 
approached “ in the light of the amounts of mioney still avail- 
able in the Special Inducement Fund, and of all factors govern- 
ing the cases,” will the “ means test ” still be applied ? , 

At any .rate, as a preliminary to this final allocation the 
Minister has asked his executive councils for detailed particulars 
of the applicants’ professional income from all sources. 
And what are the implications ? , 

The Spens Report ‘has recognized that “any satisfactory 
system of remuneration must involve differentiation dependent 


_on ability and effort.” But a doctor may choose (or have the 


choice thrust upon him by his location) to direct his ability and 
effort into not one but two channels. He may have, say,'a 
comparatively small general practice “in a sparsely populated 
rural area” and also be a part-time specialist at a small local 
hospital—perhaps the only man available in that specially for 
30 or 40 miles around. 

Let it be agreed that his practice is “ necessary.” - By virtue 
of his agreement with the local executive council he contracts 
to furnish a defined range of general medical services to all the 
persons on his panel. By virtue of that contract, also, he is 
in return entitled to a defined range of remuneration. In.his 
case that entitlement includes not only capitation fees and 
mileage but an “inducement” grant. 

In that event, is he to be told, “Oh yes, you are entitled to 
£200 inducement grant, and you are meeting all your commit- 
ments in your general practice. But you are making £400 out 
of your specialty. Subsidize your general practice out of that.” 

Or to put it in another way: if the doctor in the case con- 


sidered chooses to spend his surplus time as leisure in the 


“local” or on the golf links, will he not then get his induce- 
ment payment ? . But if he spends his surplus time in the pursuit 
of a specialty, useful to his locality, will that inducement grant 
then be denied to him ? 

Again, would it not be against the whole trend of public 


has expressed his view (rightly) that in assessing eligibility for 
“ basic salary” the private means of the applicant should be 
disregarded ; and presumably this would hold good also in 
awarding “inducement ” grants. If our doctor, therefore, had 
a large private income from investments (or, say, from farming) 
he would still get his inducement grant on his “ sparsely popu- 
lateď' rural practice with a. small list.” Surely a fortiori earned 
medical income from sources outside his general medical 
practice should not be counted unto him for unrighteousness. 

What are the ethics of a “ means test” ?” That question was 
answered by the Minister himself in the Daily Express of 
April 24, 1937, in an article entitled “ Will Nobody Listen ? ” 
- “The effect of. the:means test,” Mr. Aneurin Bevan wrote then. 


‘is to cheat its victims of the full benen of such pegen] 


as they can get.” 
Will Mr. Bevan - jeeli listen now and act upon his 


convictions ?—I am, ete, £ 
Clynderwen, Pembs. , 
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E. “ROLAND WILLIAMS. 


. Liability in Law 1 a 


` Smi —The Times of October 27, contains a report of Lord 
Justice Denning’s third lecture on “e Freedom under the Law,” 


Why? 


“earned ” income? Mr. Bevan ` 


` 


in the course of which he is reported to have said that if . 


doctors and dentists under the National Health Service injured 
their patients through’ negligence the State would be liable to 
pay damages. $ 

My contacts with medical men and¢lawyers lead me to think 
that the learned Lord Justice’s observations are being mis- 
interpreted by many. members of the medical profession and 
are receiving a far wider construction, than they can properly 
bear. It is wrongly assumed:that a liabjlity in the State to pay 
damages means an exclusive liability, and that the doctor, or 
dentist, being relieved, by the State from the personal liatylity 
which would- otherwise attach to him -in case of negligence, 
need no longer take the precautions which have hitherto been 
customary to guard himself against me risk of keing sued for 
damages. 

I therefore desire to~ emphasize that, “although in some cases 
there may w well be a Tiability i in the State, the doctor or, dentist 
himself is: also liable to be sued and probably will be sued 


Wome as 
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concurrently, since the plaintiff gains certain technical advantage , 


in having him as a defendant. 

Unhappily the matter does not stop there, because the 
Ministry of Health have declared it to be their policy that 
hospital boards should, if it is sought to make them liable for’ 
negligent acts of a doctor, take such steps as ‘are open to them 
under the Law Reform (Married Women and Tortfeasors) Act, 
1935, to obtain a contribution from the doctor in respect of 
damages that may be recovered. (Under the Act such contribu- 


tion may amount to a complete-indemnity.) Whatever may be. 


said for or against this policy, it is evident that common 
prudence demands in even greater measure than heretofore that 
medical and other practitioners, whether belonging to the whole- 
time staff of a hospital or otherwise engaged in the National 
Health Service, should guard themselves against the risks, both 
in respect of damages and costs, of actions for negligence. The: 
professional man, whose reputation may be at stake, cannot 
Safely rely for his defence upon a hospital board, whose 
interests will conflict with his own. Not only does the State 
not relieve him of the burden of liability in such cases, but it. 
now seems likely to assume the role of an assailant. 

This is not the place ‘to discuss whether Lord Justice 
Denning’s extra-judicial observations as reported were intended’ 
to refer to all doctors and dentists engaged in the National 
Health Service, including general practitioners, or whether they 
are directed only to such doctors and dentists as are employed 
under a contract of service. It may well be that the narrower 
interpretation is the correct one, but that is a matter which may, 
hereafter fall to be determined by the courts.—I am, etc., 


London, W.C.2. , ALISTAIR FRENCH, 
Secretary, Medical Protection Society. 


SIR,—We have frequently been told that practitioners’ in the 
N.H.S. are not Civil Servants. Yet in discussing the Crown: 
Proceedings Act, 1947, in his recent book Freedom under the 
Law (at p. 74) ‘Lord ‘Justice Denning: states: “It certainly: 


means‘ that if doctors and dentists under the National Health: ' 


Service do their work negligently so that their patients are 
injured, the State is liable to pay damages.” 

This presumably means that the fund out of which NAS. 
practitioners are paid is one coming’ within the scope of 
Section 2 (6) of the Crown Procéedings Act, and that hence 
such a practitioner is “an officer of the Crown.” 

Unless the learned Lord Justice has nodded, any further 
arguments as to whether doctors should become Civil Servants. 
would appear to be within the class of the proverbial behaviour 
with respect to the stable door.—I am, ete., 


Chester, E. M. ;BISKE. 


Cost .of Sutures a 


, Sin—In view of the decision that the packing of multiple- 
sterile sutures be prohibited, individual ampoules only of suture- 
material are obtainable. The cost of these is at least 2s: These 
are not obtainable on prescription form E.C.10. 

One has, therefore, the doubtful privilege of paying 2s. or- 


‘more for each wound sutured. Until such supplies are avail-- 


able under the N.H.S. we are compelled financially to refer all 
such cases to hospital—wWe are, etc., 
D. St. J. BOWIE. 
A. B. DUMMERE. 
C. R. F. HEWLETT. 
T. O. Hutton. ` 
King’s Lynn, Norfolk, A. G. LEAKEY. 


D. M. DEAN. 

E. FOGARTY. 

J. V. HORGAN. ' 
J. H. HUMPHRIS. 
P. @. M. SPAIGHT. 


Representation of Hospital Medical Staffs 
Sır — The chairman of the Central Consultants and Specialists. 


Committee in his letter (Supplement, November 5, p. 206)- 


and’ in his remarks as reported (Supplement, November 12, 


p. 212) missed, in his anxiety to defend-the Joint' Committee, . 


the chief point of our letter in the Supplement of October 22 


(p. 185), which was. ‘published as the only means available in- 


.the time allowed of informing other regional’ committees and: 


individual specialists of the position. / 

Our letter made the point that the staff side of the Specialist - 
Whitley Council, which will be the permanent body for settle- 
ment of disputes or alterations of terms of service, to be effective- 
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and acceptable and to accord with the meaning of a Whitley’ 
Council should be democratically ‘elected ‘from the hospital” 
medical staffs of the country.: This assertion of an obvious and 


- practical point of democratic principle, which ‘would be realized.. 


' \if the Central Committee, a properly representative body, were 
to act in appointing and instructing the staff members of: the 

itley Council, has not been refuted.. The Central, Com- 
mittee, however, has now by implication confirmed its agree- 
ment with the expedient of the ad hoc Joint Committee acting 


in this way. The Western Area Regional Committee remains - . 


dissatisfied with this position, but in view of the decision of the 
Central Committee will- ee its attitude after reference 
to its constituents——We are, etc., 


C. B. S. FULLER, 
Chairman. 


Si i N. Ross SMITH, 


Acting Hon. Secretary: 
S.W. Metropolitan (Western Area) Regional . 
Consultants and Specialists Committee. 


Whole-time Posts i l 
Sır, —I should like to ‘draw attention to the fact that almost 
‘all advertisements of vacancies for pathologists specify the posts 
as whole-time. This may bea ‘precedent which will later apply 
to other specialties. In any case it seems not unreasonable to 
suggest’ that pathologists should, have the ‘same treatment as 
other specialists in the National ‘Health Service—I am, etc., 
Wolverhampton. A. G. MARSHALL. 


Mileage Rate and Basic Salary , 


Sır, —Various committees are in a very difficult position in 
determining. who shall and shall not -receive the basic salary. 
It would appear probable that'all rural practitioners have a 


valid claim to this salary, while urban ‘practitioners have not. . 


It is the borderline cases which must cause most difficulty and 
most criticism. It seems to me that in the case of all practi- 
tioners in established practices the basic salary could be, and 
should be; dispensed with, and the difference in earnings be 
adjusted -by the mileage rate alone. 

This would automatically adjust the salaries of those whose 


practices are partly rural and partly urban or wholly the one. 


or the other. This would necessitate an adjustment ‘of the’ 
mileage rate to make the payment under this head sufficient 
to balance the possible earnings of rural and urban practitioners. 

I can see no possible Objection to such a scheme, but the 
‘ question of how much work is involved in attending a given 
number of patients in either type of practice would have to be 
determined. In this connexion I may mention that in my 
practice (a purely rural one) I: have almost exactly twice as 
many mileage units as I have patients, and, as the unit is worth 
approximately 1s. 54d., I receive 2s. 11d. per patient in addi- 
tion to the capitation fee. Thus if the capitation rate is 17s. 
I should be ‘capable of attending approximately 85%: of the 
number of patients which could be attended by an urban doctor. 
doing the same amount of work; so that if the urban doctor 
can attend 4,000 patients I should be able to attend 3,400 
patients, which would manifestly be an impossible task. 

It may be contended that the urban doctor can attend effici- 
‘ ently and with reasonable leisure for himself only 3,000 patients, 
in which case I should’ have to attend 2,550 to: make-the same 
income. But even this -is far too many, and I would contend | 
that a doctor in a rural practice such as mine could not possibly 
attend more than®2,000 patients and would then be working as 
hard as or harder than an urban doctor attending 3,000. If this 
proportion 2,000 : 3,000 be accepted, it will be seen that I 
ought to receive in mileage payments 8s. 6d. per patient (4s. 3d. 
per unit) in order to be oma par with the urban doctor (2, 000x 
17s.]J+[2,000x2x 4s. 3d:]=£2,550)' and (3,000x 17s.=£2,550)"* 

If on the other hand it is considered better to continue with 
the allocation of’ basic salaries as at present, then on a 2 000: 
3,000 basis a doctor in a rural district like‘ this would receive 
for attending .2,000 patients £1,757 3s: ` (£300:+-[2,000 =f x 
17s.]) while the urban doctor with 3,000 patients ‘would receive 
£2,550 (3,000 17s.).. The mileage unit in such a case (at two. 
units per patient) would have to be about 3s. 114d. „to equalize 
'earnings. > a 


4 a 


‘divided in a more ‘equitables ‘manner. 


T oni there is a case for a considerable increase in the 
mileage rate whèther or not it is coupled with the abolition of 


‘basic salaries to those`established in practice; and that the fore- 


going gives a fair method of estimation of what this increase 
should be.—I am, etc., : 
Richmond, Yorks. A. F. T. ORD. 


~ 


a! 


Superannuation and Partnership Shares 


Sir,—I feel there must be many general practitioners working 
in partnership who since the N.H.S. Act came into force have 
not instructed their executive councils to deduct superannuation 
contributions from the gross practice N.H.S. income in the 
same proportion as that in which the income from the practice 


-is divided. 


Quite obviously two partners holding a half-share each in 
a practice should have the same amount deducted from them, 
accruing towards their eventual pension. At the moment the 
deductions are based on each. individual cheque. Therefore a 
partner who by chance or design has signed the greater number 
of “‘ white cards” has the, bigger pension awaiting him, regard- 
less of his practice share.—I am, etc., ` 

Lancaster. i R. A. BLYTH. 

' *™* The N.H.S. remuneration of a general practitioner who 
is in partnership practice will be assessed for superannuation 
purposés ‘on the basis of his share of the partnership, provided © 
particulars’ of the partnership deed are disclosed to the executive 
council.—Epb., B.M.J. 


1 


Eccentricities 

Sir,—Not being a psychiatrist, I have been puzzled for some 
time by the incomprehensible mental eccentricities of our 
administrators. 

The type who decided that a doctor’s fee m giving gas 
depends on the number of teeth the dentist is dexterous enough 
to extract I now place as an ordinary practical joker; though 
I have not yet laughed at his joke. But I cannot place the neo- 


' statistician who decided that making -a special intermediate 


certificate last three months instead of two would, have, any 
effect at all on the certification menace. Like Dr. Johnson, 
I can only attribute it to pure ignorance. te 

Then again, there is the type who,-while doubtless joining in 
the Ministerial consternation at the national drug bill, evidently | 
cannot distinguish between dispensing and a sale over the: 
counter, and so gives the chemist (who has-my sympathy in 
other directions) 100% profit for selling an ounce of cotton- 
wool, and 1,000% profit when he sells 25 aspirins, Perhaps the 
fellow thinks the chemist makes the aspirins himself, singly ? 

The type who decided that a doctor can pay for all the 
dressings and drugs used personally in a year for 2,000 patients 
out of £2 10s. is pathetic ; but‘even he is not quite.so divorced 
from reality as‘the one who wonders why children are not being 
vaccinated—when no one is being paid to do it. 

I. regret I am not myself competent to treat these cases (much 
as I- should like to try my hand at E.C.T.), but I do know, a 


. frightfully good mental hospital.—I am, etc., 


Ashtead, Surrey. W. EDWARDS. 


Pai 


General Practitioners’ Remuneration 


Sm,—Recent public utterances by responsible men indicate 
that the grim realities: of our economic situation will become 
appareĥħt to everyone during the course ‘of the coming year. 
Whatever the.steps ‘taken to avoid.financfal collapse, a reduc- 
tionsin the standard of living is inevitable. ‘Bearing this in mind, 
it sê ms folly to.allow the G.M.S. . Committee to press forward 
the claim-for an additional £16 000. 000 to implement the Spens 
Report. If, as we all hope, the value. of our money is to be 
kept stable, tgen it surely follows that a cut in’ our paeen 
remuneration becomes unavoidable. > i:%.' 

On these lines it may become: “urgent” that the present sum 
of, £43,000,000 now allocated to; the general practitioners be 
Hardship, due to a small 
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list and arising from factors outside the control and remedy of ` 
the affected doctor, should be relieved. 

To do this, I would suggest as a first measure that lists shouid 
be limited to 3,000, and payment withheld for any number in 
excess of this maximum. , The balance thus accrued can be 
applied towards helping the less’ fortunate and also assisting 
newcomers to establish themselves in practice, 

This will go a long way towards securing a more even distri- 
bution of doctors, and by stimulating competition will ensure a 
reasqnable standard of service to the general public.—I am, etc., 


Blakeney, Glos. 


a t i 


Sm,—I respectfully submit that there is no practical signifi- 


cance in the contention of your correspondent, Dr. W: A. H.’ 
Bell (Supplement, November 12, p. 213), that the demand for ~ 


increase of salary of general practitioners is unjustified. 

In the first place, your correspondent appears completely, to 
disregard the very great differénce in the value of the pound 
sterling at the time when (1922-37) he was'a panel doctor 
and now when its value is in the region of 6s. Moreover, 
he argues from a false premise when, regarding private prac- 
tice, he asserts, “There is still quite a lot available.” This 
is simply not true, and his statement would certainly not bear 
unprejudiced investigation. 


I cannot, therefore, see any point in this dorteapondént’s 8 


letter unless it be to please our present Minister of Health, 
and in that case why not write—not forgetting to send a copy 
to the Ministry—and suggest that doctors’ fees should be 
reduced? There is nothing like being thorough.—I am, etc., 


London, W.4. J. C. C: LANGFORD. 


Sm,—This is undoubtedly not the most opportune time to 
ask for more money, but Dr. Bell (Supplement, November 12, 
p. 213) does not make it sufficiently clear in his letter that it is 
he, living in North London, who is satisfied. Obviously he is 
not sufficiently informed to ‘speak for G.P.s as a whole. 

Many: are more or less satisfied’ with their .remuneration, but 
many others have had their incomes considerably reduced. In 
many areas private practice does not exist, and the posts of 
school medical officer, infant-welfare medical officer,-etc., have 
been taken over by full-time men. ^ 

Dr. Bell will not get much kudos by writing to the Minister, 
for I am sure Mr. Bevan thinks no better of the good boys 
than the bad ones.—I am, etc., 


Kidderminster, Worcs. P. D. GRIFFITHS. 


~~ 


Sir,—lf it has taken Dr. W. A. H. Bell until September 4, 
1949, to learn from the Sunday Times that the B.M.A. is 
pressing for a higher remuneration for general practitioners, 
surely his membership of this Association, which he claims, 
cannot have been a very active one. If he had taken an occa- 
sional glance at the Journal over the past 18 months he would 
know that the adequate remuneration of general practitioners 
has been, cand continues to be, one of the chief bones of conten- 
tion ‘between the profession and the Minister. 

Some of. Dr. Bells rural brethren would be very grateful 
to know of examples of the wide scope offered in part-time 
appointments (divisional police surgeons, industrial medical 
officers, etc.) which would apply in their districts. At the 
same time they would like to know how they could find time 
for such appointments at the end of a long country round. 

No doubt therg are some practitioners in industrial areas who | 
are doing better under the new Act than previously. To suggest | 
that for this reason we should all sit back and cotnt our 
blessings is to carry» the philosophy of “Tm 1 all right—let the 
other man sink ” to. an, extreme. 

Unity in the profession is of paramount importance, aa 
Dr. Bell’s letter will not help it. No doubt some séctions of 
the popular press will exploit the letter as showing that general . 
practitioners are ‘being treated generously. Thg vast majority 
` of us know otherwise, and: : will continue to press our case until 

all sections of the profession are able to feel as happy about 
the Act as is Dr. Bell. ae am, etc., : 


. Lewes, Sussex. Ki J. P. MATTHEWS. 
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Association Notices 


PROPOSED TEES-SIDE BRANCH 


, Notice is hereby given by the Council to all concerned of a- 


" proposal that a new Tees-side Branch ‘should be formed, con- 
sisting of the areas of the Cleveland, Darlington, Hartlepools, 
and Stockton Divisions of the present North of England 
Branch. 

Any member or body affected by this proposal and objecting 
thereto should write to the Secretary of the Association by 


December 24,, 1949, stating the obiechon and the ground) 


therefor. 


PROPOSED TRANSFER OF WESTMORLAND DIVISION 
FROM THE BORDER COUNTIES BRANCH TO 
THE NORTH LANCASHIRE BRANCH 


Notice is’ hereby given by the Council to all concerned of a 
proposal to transfer the area of the Westmorland Division from 
the Border Counties Branch to the North Lancashire Branch. 
Any member or body affected by this proposal and objecting 
thereto is requested to write to- the Secretary of the Association 
by December 24, 1949, Stating the objection and the ground 
therefor. . 
N : 2 CHARLES HILL, 
November 26, 1949. , Secretary. 
ES 


Diary of Central Meetings - 
NOVEMBER , i 


25 Fri. Committee on Psychiatry and the Law, 2 p.m. 
29 Tues Ethical Rules Subcommittee, 2 p.m. 
29 Tues Committee on Constitutional Position of TTAUEH RS 
Overseas, 2 p.m. 
30 Wed. §Commitiee on the Postgraduate Education cof Gene- 
ral Practitioners (adjourned from November 9), 
ms ah 10.30 am. _ 
DECEMBER 
1 Thurs. piadnine Subcommittee of Occupational Health 
Committee, 11 a.m. ' 
1 Thurs. Executive Subcommittee of the General Medical 
Services Committee, 11.15 a.m. 
1l Thurs. . Remuneration Subcommittee of Occupational Health 
Committee, 2 p.m. - 
1 Thurs. Joint Committee of the B.M.A. and the N.V.M.A.. 
2.30 p.m. 
2 Fri. Committee re Capital Punishment, 11.30 a.m. 
2 Fri. Colonies and Dependencies Committee, 2 p.m. 
6 Tues. Popa. Medicines Committee (Provisional), 
6 Tues. ' Orthopaedic Group Committee, > p-m. 
9 Fri. Medica] War Relief Fund Committee, 2 pm. 
9 ° Fri. Ophthalmic Group Committee, 2 p.m. 
12 Mon. Psychological Medicine Group Committee, 2 p.m. 
15 Thurs. Journal Committee, 2 p.m. 
19 Mon. Armed Forces Committee, 2 p.m. 
22 Thurs. Occupational Health Committee, 2 p.m. 


Branch and Division Meetings to be Held 


CAMBERWELL Division.—At 12, Asylum Road, London, S.E., 
Tuesday, November 29, 8.30 p.m., Dr. S. Oram: “ The Management 
of Heart Cases during Pregnancy.” 

CLEVELAND Division.—At Sparks Café Royal Middlesbrough, 
Thursday, ‘December 1, 7 for 7.15 p.m., Supper, followed by address 
by Dr, R. S. Bruce Pearson: “ The Use of Antihistamine Drugs.” 


-Isıe of Wicut Division.—At Royal-Nationa oral Ventnor, ' 


Sunday, November 27, 3.30 p.m., 
‘Recent Advances in Treatment 
(illustrated by films). 
LANCASTER Division.—At Lecture Theatre. the Storey Institute, 
Lancaster, Saturday, : December 3, 8.15 p.m., general meeting; 
8.30 p.m., B.M.A. Lecture by Dr. Stanley Alstead: “ Pharmacology 


lecture by ` A. K. Miller: 
of Punon Tuberculosis ” 


LEWISHAM Divisió At reed Hospital, High Street, 
London; S.E., Friday, ‘December 2 , 830 p.m. Dr. B. Gans: 
is Children under School Age.” 

SourH-West Wares ‘Division.—At St. David’s Hospital, 


Carmarthen, Sunday, November 27, 2.30 p.m., Annual, B.M.A. 
Lecture’by Mr. D. H. Patey: “ The Acute Abdomen.” 

Swansea Diviston—At Brangwyn Hall, Swansea, Friday, Decem- 
ber: 2, B.M.A. dinner-dance: 

Wesr Down Drvision.—At Great Northern Hotel, 


Greenore, 
eae December 1, 8.30 p.m., dinner. 
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THE MEDICAL PRACTICES COMMITTEE 
The scope of the work of the Medical Practices Committee is 
not perhaps as widely uñderstood as it might be. The com- 
mittee is appo.nted by the Minister under Section 34 of the 


N.H.LS. Act,’ 1946, its membership consisting of a chairman, 


who must be a’ medical practitioner, six other medical members 
(at least five of whom must be actively engaged in medical 
practice), and two non-medical members. The present com- 
mittee is composed of seven general practitioners, one of whom 
is chairman, and two legal members, with headquarters at 
Devonshire House, Mayfair Place, Piccadilly, London, W.1. The 
medical members were appointed by the Minister after consulta- 
tion with representatives of the profession, and in fact he 
accepted all the nominations which were made to him. Normally 
the term of office of members-is three years, but of the nine 
Original members the terms of office of three will expire in 
March, 1950, of another three in ; March, 195i, and of the 
remaining three in March, 1952. In filling vacancies as they 
occur it is-presumed that,the Minister will again consult repre- 
sentatives of the profession, : 

The powers of the committee are strictly limited by the Act ; 
‘moreover, the committee has regard to certain promises made 
tothe profession by the Minister before the Act came into 
Operation. One of these may be mentioned here—namely : 

“ Every doctor will be free to practise where he chooses, unless it 
is one of the areas where the Medical Practices Committee decide 
no more doctors are needed in the Service. In all cases except the 
fatter, ‘consent’ will be automatic. ’ ms i 


The main function of the committee is to consider and deter- 
mine applications by'doctors for inclusion in the medica] lists 
of executive councils. It is prescribed by the Act that the only 
ground on which the committee may refuse a doctor's applica- 
tion is that the number of doctors in public practice in the 
area concerned is “already adequate.” Occasionally the com- 
mittee is asked to refuse an application for some other reason, 
a reason which may have much to commend it, but to do so 
would be contrary to the express provision of the Act. On no 
grounds other than “adequacy” can application for inclusion 
in the medical list be refused. 

Not unnaturally, some controversy has arisen about the mean- 


ing of the word “ adequate ” in relation to the number of doctors- 
in public practice in a’ particular area, It will be appreciated 


that adequacy. is a relative rather than an absolute term. Its 
interpretation by the committee may vary from time to time in 


THE SECRETARY REPORTS 
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Selecting Candidates for Vacancies 


Another duty imposed on the committee by the Act is that 
of selecting a candidate for a vacancy, or candidates for 
vacancies, where the number of applicants exceeds the number 


‘required for, the area or part of the area concerned to be 


adequately doctored. lt is in exercising this duty that the com- 
mittee has received more criticism than has arisen from any 
other of its activities. This duty is imposed upon the com- 
mittee by the Act, and only an amendment of the Act can bring 


' about a change. In making a selection the committee is required 


relation to the distribution of doctors throughout the country. ` 


If the number of doctors in general practice were suddenly 
increased: or suddenly decreased, the criteria applied by the 
committee would. vary accordingly. Before any area is deemed 
to be a “closed” area—i.e., to have an adequacy of doctors 
‘for the needs of the population—the committee has regard not 
only to the number of doctors resident in the area but also to 
those non-resident who -have accepted. patients in the area.«' In 


its calculations-the committee notes“thieifotal number of :patiénts: 
‘on doctors’ lists-‘whether or not thse. patiénts ‘reside ‘Within the. 


7 


area. It also takes into account the: 
—for instance, whether he has a limited list, is aged ‘or infirm; 


or is doing a substantial amount of ‘work: other thant géneral 
Practice. Other factors which maybe taken into consideration 


ca 


include the type’ of area, urban OF, rural, climatic conditions, 


Tr a 


and ease of communications. ʻi `, 
it 


“effectiveness of edéh- doctor 


- authorities, © _. eae rd 


to consult the executive council concerned,- which in its turn 
Must consult the local medical committee. The Medical Prac- 
tices Committee is required to have. regard to the wishes of the 
applicant to practise in association with other doctors in the 
area or the wish of those doctors to be associated in practice 
with a particular applicant, and to have Special regard to the 
desire of an applicant to practise with another practitioner who 
is related to him. Unsuccessful applicants have a right of 
appeal to the Minister of Health. It will be observed that this 


ds an appeal against the decision of the committee and not 


against that of an executive council, even in those cases where 
the Medical Practices: Committee has merely endorsed the 
choice ofan executive council. ` ' 

In practice great numbers of vacancies are filled by candidates 
chosen by executive councils in consultation with local medical 
committees, the choice being endorsed by the Mediéal Practices 
Committee in the formal manner. In a considerable number 
of cases executive councils request. the Medical Practices Com- 
mittee to make the selection: itself. In a few cases—and I am 
told that these are likely to become still fewer—the committee 
is not satisfied that the executive council has given a fair chance 
to all the applicants—e.g., where it has made a “ paper selec- 
tion ”—and in such cases the 'committee is compelled to make 
the choice itself. ' > T 

Apart from these functions relating to applications for inclu- 
sion in medical lists, the -Medical Practices Committee has 
another duty connected with the prohibition of the sale of 
practice goodwill. Doctors who are entering into partnership, 
or between whom some financial transaction is taking place, 
have the opportunity of ascertaining in advance whether in the 
opinion of the Medical Practices Committee the proposed trans- 
action involves the sale of goodwill. If the;committee con- 
siders that the’ transaction does not entail any sale 6f goodwill, 
it is required to issue to the applicant a certificate to that effect. 
This certificate is a valid defence if the transaction is subse- 
quently questioned. f ; 

One final aspect of the committee’s work may be mentioned. 
The Minister asks the committee to comment on all applications 
for grants from the “ Inducement Fund.” ‘Fhe advice tendered 
by the committee, ‘én these applications may or may not be . 
accepted by the Minister. The decision is. that of the Minister. 

4 s` ’ Le Pata 
e ‘Two Days’ Leave for Consultants 

The Ministry has agreed that consultants’ can take short 
periods of up to two days’ ‘leave without seeking formal per- 
mission, provided ‘that approved- ‘arrangements have been 
made for their work to be carried on- the Ministry has 


undertaken to bring this point-‘to the’ notice ‘of hospital 
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PERMANENT: CONTRACTS 


Boards of governors and regional boards are now offering con- 
sultants and senior hospital medical officers permanent contracts 
based upon the terms of service issued by the Ministry of Health 
in June. 

In two regions’ practitioners rendering part-time services have 
been offered contracts containing a clause requiring them to 
undertake the treatment of patients occupying private beds set 
aside under Section 5 of the Act but who have not made private 
arrangements for such treatment. No such clause appears in 
the model form of contract for part-time officers, and their 
only obligation in respect of Section 5 beds is the treatment of 
public patients occupying those beds on medical grounds— 
i.e. under the proviso to Section 5(1). The Ministry has agreed 
that private hospital patients will pay fees for professional 
attendance to part-time practitioners in addition to the main- 
tenance charges of the hospital. 5 ` i 

Therefore where a practitioner contracting for part-time 
services is offered a contract requiring him to treat private 

` patients he should strike the relevant clause out of the contract. 

So far as whole-time officers are concerned, the Ministry has 
agreed that individual practitioners are free to delete from the 
whole-time contract-any of the clauses enclosed in square 
brackets in the model form (see Supplement, June 11, p. 320), 

_ including clause 5, requiring’ attendance on patients in Section 5 

beds who have-not made private arrangements with a particular 
consultant for their services. Also enclosed in square brackets 
is the requirement to undertake domiciliary consultations. 

Some departure from this may be necessary where the reten- 
tion of these clauses in a whole-time contract is the only way 
in which the service in a particular specialty can be provided. 


PO ene» . 
> GENERAL PRACTICE IN SCOTLAND 


The first meeting of the General Medical Services Sub- 
committee (Scotland) under its new constitution was held at 
B.M.A. House, Edinburgh, on November 15. Dr. W. M. Knox 
was reappointed chairman and Dr. Walter Jope deputy chair- 
man. It was decided that the Rural Practitioners Subcommittee 
and the Highlands and Islands Subcommittee of the Scottish 
Committee each had a distinct function to perform and a 
proposal to amalgamate them was disapproved. Dr. Kate 
Harrower was appointed the subcommiltee’s representative on 
the Maternity Services Subcommittee of the Scottish Committee. 

The committee considered a Ministry of Health letter, for- 
warded for obsérvation by the Department of Health, contain- 
ing proposals for the extension of the scope of the Inducement 
Fund. At the outset Dr. Jope corrected an impression in the 
Ministry’s letter that the B.M.A. had asked that the balance 
of the Inducement Fund,. instead of being returned to the 
central pool,: should be used for the relief of hardship where 
general practitioners had suffered substantial reduction in 
income owing to the coming into operation of the National 
Health Service. What they had asked, he said, was that the 
use of the Inducement Fund: should be extended beyond. its 
present use. They had never:suggesfed that any balance should 
not be returned to the pool. 

The Department of Health for Scotland indicated in its 


covering letter its willingness to provide that application . for. 


grants should be made centrally and not to executive councils. 
It was unanimously agreed that the Department should be 
informed that this provision would be acceptable.’ 

Some members Griticized the proposal that grants should be 
made on a descending scale for a limited* period ‘of probably 
three years, the circumstances to be reviewed annually. The 
feeling was expressed that, if nothing was to be done to increase 
the capitation fee on the first 1,000° patients, some elasticity 
would be required “in case augmentation does not work o@t.” 
‘It was pointed out that the suggestion had originally come from 
the subcommittee itself. fe — 

After discussion this part of the proposal was*approved, as 


was the proposal as a whole, sub/ect to the modification ‘of the. 


method of application for grants referred to above. 
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Filling Vacancies 

A report was submitted on a conference of representatives of 

the Department, the Scottish Medical Practices Committee, the 
Scottish Association of Executive Councils, and the General 
Medical Services Subcommittee (Scotland) on the question of 
speeding up the filling of medical practice vacancies, 
- The chairman explained that one of the. principal results of 
the conference was that the Department looked favourably on 
appeals: being dealt with by the Medical Practices Committee 
instead of the Secretary of State. : aa 

It was the unanimous opinion of the conference that, practice 
vacancies having been advertised, the applications should not, 
as hitherto, be regarded as for inclusion in the medical list, but 
for succession to the practice. The successor to the practice 
would be selected by the executive council in consultation with 
the local medical committee (or, on appeal, by the Scottish 
Medical Practices Committee), and if he was not already' 
included in the medical list he would be invited to apply for 
inclusion. His application would be granted by the Scottish 
Medical Practices Committee as a matter of course. 

The subcommittee approved the provisional agreement of the 
conference that executive councils should make their recom- 
mendations within 14 days. The conference had considered that 
prohibition of canvassing by regulation or otherwise was un- 
likely to be effective. The Department had, however, under- 
taken to consider issuing some form of advice to executive 
councils to the effect that canvassing generally should be firmly 
discouraged. i 

The Department had also undertaken to examine the possi- 
bility of devising some system of facilitating exchange of 
practices. ` 

Exclusion from Hospitals 


The subcommittee also considered the exclusion of general 


practitioners from a number of hospitals throughout the ` 


country. The Secretary reported that it was probable that the 
whole subject.of the relation of general practitioners to the 
hospital service would shortly be referred to the Scottish Health 


Services Council. Meantime, it would be .the ‘business of the ` 


newly set up joint committee with. the Consultants: and 
Specialists Committee to examine these problems, and possibly 
to prepare a‘ report for submission to the Scottish Health 
Services Council. 


~ 


Other Business’ - 


By ‘a small majority the subcommittee agreed that there was 
no objection in principle to accepting the payment now offered 
by the local authority associations of 2s. 6d. to account for 
each report on a vaccination or immunization, the fee to be 
adjustable retrospectively in the light of subsequent national 
agreement. 4° 5 i 

The subcommittee also decided to make a further approach 
to the local authority associations in Scotland on the question 
of fees for part-time services rendered by practitioners to local 
health authorities. 

It was decided to inform the Department of Health for 
Scotland that the subcommittee supports the proposal to set 
up an executive council for the Outer , Islands. 


- 





BASIC SALARY STOPPED 


The case has been reported recently of an executive council’s 
refusing to continue payment of basic salary g0,a doctor, one 
of the reasons being that on August 19 the following notice was 
displayed on the doctor's house: “ Holiday visitors will not be 
attended under the National Health Service.” 

When considering the doctor’s application for the continu- 
ance of payment of the basic salary beyond July 1, the executive 


council had regard to the. views of thé local medical com- 
i l E . ‘ . . . 
mittee, ‘which opposed the granting of the basic salary on the 


grounds that (1) the doctor knowingly bought a very small 
practice-in 1946 with very limited scope for increasing it; 
(2) the doctor had not shown a sufficient increase in his number 
of patients during the year; and (3) there was no evidence that 
his gross income had decreased since July 5, 1948, particularly 
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when the undisclosed number of temporary residents, which e , , 
must be considerable, for which he had received payment was -Heard at Headquarters 
taken into account. : . ee a z 
It was later considered that the number of temporary resi-. 
dents accepted by the doctor since July 5,'1948, was surprisingly i i 
low. = eet eS i E a e “ Something Has Happened ” ' 
As to the notice on the doctor’s house, the executive council ` ' Mr. Bevan: confronts the suspicious looks of the medical pro- 
and the local medical committee felt that the display of such’ fession with engaging frankness. Speaking at the.annual dinner 
a notice was neither in the interests of the public nor in the of the Society of Medical Officers of Health last week, he 
interests of the doctor himself. The local medical committee admitted that his policy might not have universal approval, 
commented that it was clear from, the notice-displayed by the ‘but at least “something has happened.” : He added » “We 
doctor that. he was not making a serious effort to increase his cannot do.big things without big disturbances, and as time goes 
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income. The executive council agreed with that opinion. on people will be proud of most—not of aJl—of what we have 
- "The doctor appealed against the decision of the executive done.”, He even implied that doctors may have become maso- 
council, and the Minister of Health disallowed the appeal.” ' chists during the last four years and perhaps enjoy being 
l i : G ig a 2 belaboured ‘by the Minister, and he looked forward to the 





„ time when the B.M.A. might have to send a round-robin to the 
. Prime Minister of the day demanding the return of Mr. Bevan. 


REGISTRAR GROUPS In the, reports of this dinner which appeared in the ‘Press 


A Leeds Regional Registrar Group has been formed. The Some of the papers made the now customary cocomment about ° 
region is divided into seven sub-regions, and the ‘committee is Mr. Bevan being the only man present in a lounge suit. What- 
made up of representatives from these smaller areas. Any Ever, AEM may be held about this, it is only fair to observe that 
cegistrar wanting information about the Group and who does _Mr. Bevan's. suit was a credit to his tailor. 
not know the names of his representatives is invited.to write. 7 ` ; 
to the honorary,secretary of the Group, Dr. P. R. R. Clarke, i . Ham and Offal ; 
County Hospital, York. a 
=~ Ata meeting of registrars from ‘six hospita's of the North- surgery the other day brandishing a torn-off envelope flap, and 
East Metropolitan Region held at Mile, End Hospital on. said, “Can Mum have these tablets?” On the scrap of paper 
November 3 it was decided to form a Registrars Group, and a, was .written: “ Ham’ and offal, devtrine, vitamin tablets.” 
provisional committee was elected, This group will now bea A knowledge 'of local predilections enabled the doctor quickly 
_. part of the newly formed Registrars Group. of the British to interpret the second iten as “ dexedrine,” but he thought the 
‘Medical Association. , as first must have been intended for the butcher’s. The child - 
“A general meeting of all registrars of the North-East Metro-. insisted that “ham and offal” were tablets which his mother 
politan Region will be held at Mile End Hospital, Bancroft had been taking. On referring to his records the doctor found 
Road, London; E.l, on Thursday, December 8, at 8 pm. It is the boy was right—they were tabs. aminophylline. , 
hoped that as many registrars as possible will attend in order : ` 
that a permanent committee may be elected, and also the 
three representatives~to the Central Council of the Registrars . A 
Group of the British Medical Association. -E e3 ; , 
At a meeting of registrars of the South-Western Metropolitan eS Questions nswered,. 
Region, Western Area, held at -Bourremouth on Novem- 
ber`19 it was decided to forma Registrars Group for the 
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Western Region. Dr. R. A. Fisher, of Bo! rnemouth. was ` Starting Practice 
elected ‘chairman, and Dr. P. G. Keates, of the Royal Sovth- R , . ae ee. 
ampton Hospital, Southampton, was e'ected secretary. The Q.—I would be grateful if you could clarify’ the following 


points for me, from both a legal and an ethical point of view: 

(1) If an ‘assistant has not signed any contracts with his 
‘principal, can he start practice on his own in thessame district 
after, say, 3-6 months of the commencement of his assistant- 


chairman and secretary were also elected to represent the group 
on the Regional Consultants and Specialists’ Committee for 
the Western Area. The election of officers is to be reviewed in 
three months’ time.. Sy f 

} e = Ship ? es 
` (2) Uf the district is in Schedule 1 or 2 of the Report of the 
Medical Practices Committee (Supplement, August 6, p. 70), will 


REGISTRATION OF OPTICIANS | 
the M.P.C. automatically’ grant him permission to practise ? 


JOINT EVIDENCE COMMITTEE | , ‘ 
i ; (3) Will he be entitled to the use of the local cottage hospital 
The following members have been appointed to a Joint Evi- together with the services of thè visiting specialists? 
dence Committee to give evidence to the Government’s Inter- i 
departmental Committee on the Statutory Registration of. 
Opticians: Í l 
B.M.A.—Mr. J.-D. M. Cardell, Mr. A. McKie Reid, Mr. D. 
Stenhouse Stewart, ` 
Faculty of Ophthalmologists-—Mr. O 
Lyle, Mr. F. Ridléy. — ` 





r 


4 


(4) Will he be entitled to £300, per annum, and, in the case 
of this being turned down, can he appeal, and .to,whom ? 


A.—(1) Irrespective of any legal agreement, it is unethical for 

a practitioner to set up in practice in opposition to his former 
' M. Duthie, Mr. T. Keith principal without his consent. Where an-area is under-doctored 
i such consent might reasonably be asked for. The, former 


Royal College of Physicians —Dr. S. P. Meadows. ; principal might, however, require an uncertaking that none of < 
_ Royal College of Surgeons.—Mr. J. H. Doggart. his patients should be accepted by the pew doctor.- 

Scottish Representative-—Dr. G. 1. Scott. j (2) The consent of the Medical Practices Committee to an- 

The terms of reference of the Interdepartmental.Committee . application from-;a_ medical practitioner- to have his name 
have now been altered to the following: i included. on the rfedical list of an. executive council in 

“'On the assumption that it would be to the public interest that Schedules 1 and 2 of the Report is automatic. $ 
provision should be made by legislation for the registration of (3) Appointment to the:.staff of the local .cottage hospital 
opticians, to advise how registration“¢ould best be carried out ang woild normally: follow admission to the medical list, provided 
what qualifications ‘should be required ‘as a condition of registration.¥e , the Former has an open staff. es ; 

Previously included in them was the question whether legisla -'(4) Application: for the fixed annual payment’of £300 must be 
tion would be in the public interest ; the terms now assume that? made to the local éxecutive council, which is, advised by the - 
it would be. ~ ` local ‘medical committee on whether the application should be 


Lord Crook is chairman of the Interdepartmental Committee ; + - granted. Where the application is rejected, the practitioner has : 
the members were listed in the Supplement of October 1-(p. 149). ` a right of appeal to the Minister, _ a Bi 
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A doctor tells us that a lad of’ 14 presented himself at the 
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GENERAL MEDICAL COUNCIL 


NEW PRESIDENT ELECTED 


The 176th session of the General Medical Council was opened 
at 44, Hallam Street, W., on November 22. The senior treasurer, 
Dr. J. P. Hedley, occupied the chair during the first part of the 
. proceedings, i 
The Rt. Hon. Lord Nathan of Churt and Dr. O. C. Carter 
were iptroduced and took their seats, the former as a Crown 
nominee and the latter as a direct representative for England. 
Both were introduced by Dr. Dain. 


Election of President f 


The death of Sir Herbert Lightfoot Eason, president of the 


Council, was formally notified, and the Council, having stood 
for a few moments in silence, proceeded to elect a new president. 

Dr. M. J. Stewart proposed the election of Professor David 
Campbell, representative of the University of Aberdeen. The 
proposal was seconded by Dr. J. W. Bigger, who described 
Professor Campbell as a great administrator and a man capable 
of grasping the essentials of a problem without bewildering 
himself or his colleagues. mg i 

Professor Campbell was unanimously elected, and took the 
chair. He proceeded at once to speak of the late president. 
He said that Herbert Lightfoot Eason came to the Council a 
quarter of a century ago with a mind singularly well equipped 
by nature and experience for the duties and responsibilities that 
lay ahead. 


“When he came to the presidential chair we were to see his . 


deep understanding and his,sense of the dignity of man in his 
every act. To some he may have seemed cold and even stern. 
That was,only the outward show: Underneath lay the tender- 
hearted humanitarian. ‘As president,’ he once wrote, “l have 
always felt.that the saddest words I ever have to utter are those 
directing the registrar to erase a practitioner's name from the 
Register, thus casting out a wretched doctor from an honourable 
profession into ignoble civilian life.’ -Truly, he could say with 
Terence, ‘I count nothing, human indifferent to me.’ 

“It is always of great interest to seek to find the influences 
which have helped to mould the character-of a man, to’ try to 
probe the secret springs of conduct. It is usually no easy task. 
But our president himself gave us a clue. For he used to say 
that the man who had the greatest influence in his life was his 
predecessor at Guy’s, and later, in the University of London, 


Sir Cooper Perry. And anyone who reads his ‘In Memoriam ’’ 


of Perry will see reflected in its pages the man he wished to be, 
the things he wanted to do. He ended that appreciation of his 
master with these words, ‘He lived his life as he wished it. 
Regardless of ‘money or public applause, he chose the reality of 
power-and influence rather than the trappings of publicity, and 
he used his incomparable mental gifts entirely to the public 
good.’ ` l 

“ These words apply with equal truth to the man whose pass- 
ing we mourn. It is meet that we place on his tomb his master’s 
` favourite epitaph, Inservivit saecubo suo, Herbertus Lightfoot 
Eason.” ; l f 

Professor Campbell ended by submitting the following 
resolution: a ce a 

That the Council commemorate with pride and. thankfulness the 
eminent services to the Council for over a quarter of a century of the 
late Sir Herbert’ Lightfoot Eason as reprcsentative of the University 
of London, as‘treafurer, and as president from 1939 until his death 


on November 2, 1949. The public and the-psaofession have benefited _ 


greatly by his unremitting devotion to the improvement’ of , medical 
education and to the’ fnaintenance of the highest standard of pro- 
fessional! conduct. In the chair he was dignified, impartial, and 
considerate. As a man he endeared himself by his manner, his wit, 
and his friendliness to every fellow ‘member who sat with jifh or 
‘under him. He developed in the Council a fuller senše`of their 
responsibility as members of one body working together for no 
selfish ‘ends. He contributed largely to the efficien@ of their pro- 
ceedings, and he was concerned to „seek truth and to, do justice 
without fear or favour. His great gifts of character, intellect, and 
experience, which to the end of his life he placed ungrudgingly at the 
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disposal of the Council, make this loss grievous, but the example will 
not be lost. - 


! 

Sir Sydney Smith, as one who had known‘ Sir Herbert Eason 
longer than any present member of the Council, seconded the 
resolution. He said that his loss came home to them as a 
personal one, not only as the loss of a great president. 

Dr. `H. G. Dain said that Sir Herbert Eason added enormous 
distinction to the office of president. He conducted their affairs 
with a natural dignity which was never at a loss. 
to their business an alert and well-informed mind, and he had 
an exceptional knowledge of the duties, powers, and limitations 
of the Council. He was able always to bring back a discussion 


to the real point at issue. It was not too much to say that as. 


they came to know him they learned to love him very much 
indeed. = i i 

Dr. T. G. Moorhead, as senior of the Irish representatives, 
associated himself with what had been said. He had'never sat 
under a better chairman. ` i 

Dr. E. W. Fish, at the unanimous wish of the members of the 
Dental Board, conveyed to the Council their sympathy in its loss 
and their appreciation of the late president. : 

Mr. Gerald Howard, on behalf of counsel and solicitors who 
had occasion to appear before the Council, added a further 
tribute, as did the Legal Assessor. 

The resolution was carried, and Professor Campbell continued 


È 


President’s Address 
Professor Campbell said that by the death of Sir Richard 


` Needham on October 24 the Council had lost a colleague who, 
though never a member, had been. well known and highly ` 


esteemed for many years by reason of his invaluable contribu- 
tions to the maintenance and improvement of the standards of 
medical education in India, Burma, and Ceylon, and in the 
Far Eastern Colonies with which the Council had reciprocal 
relations under the Medical Act, 1886: , : 
No member of the Council was left who sat there with 
Mr. William Robert Ackland, a master of dental surgery, who 
had been an additional member for dental business from 1924 
to 1929. But his recent death at a ripe old age had called 
forth many tributes to his professional efficiency and to his 
personal charm. i 3 l 


New Members 


They had just had the privilege of welcoming two new mem- 
bers of the Council. ; i 

“Lord Nathan is doubly qualified to guide us through the 
mazes of the law, for he is by profession a solicitor in the City 
of London, and to save us, if need be, from the pitfalls of 
politics by virtue of his experience as a legislator in both Houses 
of Parliament. You will have seen from the programme of 
business that I propose to make an immediate draft upon his 
talents in both capacities by moving from the chair that` he 
be added to the. Legislation Committee before it meets on 
Thursday. 

“ Dr. Carter has been elected to the Council by an over- 
whelming majority of the registered medical practitioners in 
England, in succession to our old colleague and friend Dr. Bone. 
His wide experience of practice, his high standing in the coun- 
sels of the British Medical Association, and all that we know of 
his personal qualities are guarantees that he will be a worthy 
member of that long roll of active practitioners who have 
contributed, and still contribute, so much to our deliberations.” 


Honours 


They would all have seen with great pleasure the honours 
bestowed on the King’s Birthday on their colleagues Mr. Picken 
and, Mr. Waterfield in the Order of the British Empire, and 


on Mr. Hampshire, a member of our profession who became. 5 

the first secretary of the British Pharmacopoeia Commission Ins 

1929, in the Order of St. Michael and St. George. ei 
They congratulated also their colleague, Sir Cecil Wakeley, on.. 


his elevation to the presidential chair ‘of the Royal College of 


Surgeons of England 


f 


He brought ` 
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i Education and Ethigs | © - "a 


“We are all aware that the chief health problem of the day . 
‘is to secure more effective and wider application of medical 
knowledge and service, a better distribution; of the economic 
burden of illness, greater emphasis ‘on the prevention of disease,’ 
and an improved and more economical co-ordination of medical — 
activities: Iņ an attempt to solve that problem important ques- 
tions of organization and finance have had ‘to be faced and 
settled. These matters, however, are not the' concern of this 
Council. 

“But whatever the administrative structure. may be, the 
health services will be judged not by the plan of organization 
nor by the methods of finance and control, but; as always, by 
the quality of the medical advice, skill, and care offered to the 
people. , 
`“ Jn the last analysis that depends upon the intelligent inter- 
pretation and correlation of scientific knowledge in its applica- 
tion to the needs of the individual, and on the moral stature of 
the profession. In short, medical education and medical ethics 


‘'are-ultimately the dominant. factors in determining the degree , 


of success of any health service. 

“This Council, the General Council of Medical Education 
and Registration of the United Kingdom, to give it its full 
though little-known title, representative as it is of the Crown, 
the profession, the universities and the medical corporations, 
is the device.of Government charged with one main duty—to 
protect the public interest by raising and maintaining a high 
standard in our profession both of conduct and of education. 
And it can hardly be argued, in these days of great and rapid 
advances in medical science and practice, that medical educa- 
tion ends with the first registrable qualification. 

“The Council has to-day done me the honour of electing 
me its president. It is the highest honour I have ever re- 
ceived—the highest I should ever care to receive. But honours 
carry with them responsibilities, and I am. keenly aware of my 
imperfections and ‘limitations: Yet I am sustained by the reflec- 
tion that the members of this Council have always shown their 
president the utmost kindness and consideration.. On my part 
I can only give you my most solemn pledge to do all in my 
power to maintain the dignity and to increase the prestige of 
_ the Council. In that nek I pray God’ that I may not fail. 5 


DISCIPLINARY CASES 


Alleged “ Covering ” ` 


The Council proceeded .to the consideration of some 15 
disciplinary cases. The first was the case of Robert Hope 
Robertson, registered as of Eldwick, Bingley, Yorks, M.B., 
Ch.B., 1927, U.Edin., who was summoned on the charge that 
from September 7, 1948, onwards, having accepted as a patient 
one Miss Clara Louise Bruce, from whom he demanded: and 
received 50 guineas, he, by his “ 
and co-operation,” knowingly enabled one Jules Samuels, of 
_Amsterdam, an unregistered person, to give advice as to the 
treatment of Miss Bruce, whom he had not seen or examined 
during the period (September to the end of November), in 
respect of matters requiring professional , discretion and skill. 
A further charge was that since the end of November he had 
procured or acquiesced in the said Jules Samuels’s attendance 


and treatment without making any- proper inquiries before so , 


doing. Dr. Robertson was also charged with having’ enabled 
one Francis Percival de Caux, an unqualified and unregistered 
person, to attend and examine Miss Bruce, without making any 
proper preliminary inquiries, and with having’ since the end of 
November procured or acquiesced i in Mr. de Caux’s attendance 
on and treatment of Miss Bruce. 
*. The complainant was Miss Bruce, and the facts were: ‘aid 
“t before the Council by Mr. Gerald Howard, counsel.. ‘Dr. 
“Robertson conducted his own case. . 
Mr. Howard said that Miss Bruce, aged 41, discovered in 
1948 that she had a swelling in her breast. At hospital she. 
"Was advised operation, which she refused. In ‘September, on 
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'the advice of her brother-in-law, she went to 50, Wimpole 


Street, to see a Dr. Parsons, who, however, was not there, 
and instead she saw Dr. Robertson. She, told him about her 
symptoms, and he showed her a book with pictures of tumours 
of the breast before and after certain treatment. As the result 
of the conversation Dr. Robertson: saw her later at her sister’s 
. house, and, it was alleged, told the sister, “ I have slept on this 
case, and before I take it up I must let you know there is a 
good deal at stake, and I could not possibly start your sister’s 
treatment until I have a fee of 50 guineas:” The sister agreed, 


‘ and then Dr. Robertson said that that did not include the treat- 


ment, which cost a guinea a time, and there would be three 
treatments'a week. The sister demurred, and the doctor, in 
view of the fact that she was paying the 50 guineas, reduced 
the fee for each treatment to half‘a guinea. After the third 
tredtment he said, according to Miss Bruce, that there would 
be a further consultation fee of 34 guineas. In further con- 
versation Dr. Robertson said that the author of the treatment 


-he was giving was Dr. Samuels, of ‘Amsterdam, with whom 


he ‘was in constant correspondence, and he asked Miss Bruce 


.whether she was prepared to go to Amsterdam to see him. 


She agreed to do so if this was necessary. Dr. Samuels held 
a Dutch degree, and also some medical degree enabling ‘him to 
practise in Germany, but he was an unregistered person so far 


as practice in this country was concerned. It was Miss Bruce’s 


evidence that. Dr. Robertson frequently communicated with 
Dr. Samuels about the case. 
Here Mr. Howard drew attention to the terms of the Council’s 


‘Warning Notice, which read, “ Any registered medica] practi- 


tioner who . .. enables an unqualified or unregistered person 
to attend, treat, or perform any operation. .. .” Nothing was 
said about advice,. but he relied on the preamble: “It must be 
clearly understood that the instances of professional misconduct 
which are given below do not constitute, and are not intended 
to constitute, a complete list of the offences which may be 


. punished by erasure from the Medical Register.” 


At the end of October Miss Bruce, according to, her story,. 
was getting -worse and suffering considerable pain, and on 
November 3 she saw in the course of her treatment by 
Dr. Robertson Mr. de Caux, who came in for a consultation, 
and she was examined by him in the presence of Dr. Robertson. 
She stated that Mr. de Caux gave her encouragement and stated 
that he had studiéd under Samuels and had seen cures effected 
by the treatment which Samuels recommended. Mr. de Caux 
was’ erased from the Register a few years ago on a conviction 
for abortion. On December 17 Dr. Robertson fell ill, and in 
the: result Miss Bruce continued to be treated, though not at 


‘ Dr. Robertson’s address, by Mra de Caux; , who ‘took her over 


to Amsterdam to consult Dr. Samuels. 

Miss Bruce, in evidence, bore out the story which Mr. Howard 
had related. She said that the treatment given her was by 
means of an electrical machine with arms ending in pads which 
were fixed to each side of the head. She was also receiving 
natural sun-ray treatment. Later Mr.. de Caux came and 
examined her in Dr. Robertson’s presence. She saw him only 
once at Dr.! Robertson’s address. He gave her at another 
address exactly the same, treatment. She paid him half a 


guinea on each occasion, and she went with a to Amsterdam 


to see Dr. Samuels. 

Dr. Robertson asked the’ witness whether, up to the time he 
was taken. ill and had to give up giving treatment, she had told 
either him or his secretary that there was any change ; ‘for the 
worse in her condition., Her answer was not heard in the Press ` 
gallery. She agreed, in answer to further questions, that’ Dr. 
Robertson had nothing to do with her going to Amsterdam. 

Mrs, Davies, the complainant’s sister, also gave evidence. 
She said’ that-on one occasion Dr. Robertson showed her a >` 
letter from! Dr. Samuets ‘telling him how many treatments her 
sister ‘Should have a week. ` 

Me.’ Michael. Heseltine, Registrar of the Council, testified that 
the name of Dr. Jules Samuels*was not in the Foreign List of 
the British: Register. The absence of a name from the Register 
could be takeh to mean that the person was unregistered in 
‘this country unless: and. until the contrary was proved. - Mr. 
Francis Petcival, de Caux’ was removed from Me Register in 
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February, 1943, and subsequently his qualifications were 
withdrawn by the Royal Colleges. 

Dr. Robertson, in defence, said that Miss Bruce came to him 
for treatment for suspected tumour. She did not wish to have 
' an operation, and he administered short-wave therapy. He 
watched the case very closely, and freely communicated with 
Dr. Samuels on the subject, but her subsequent visit to’ Dr. 
Samuels was not on his initiative. On the occasion of one 
treatment Mr, de Caux happened to be present. He was totally 
unaware that Mr. de Caux had been struck off the Register, 
and when subsequently he (Dr. Robertson) became ill he 
arranged in all good faith for the continuation of the electrical 
treatment by Mr. de Caux, whom he believed to be on the 
Register and who had a Harley Street address. He could pro- 
duce two witnesses who would confirm the statement that Miss 
Bruce made no complaint of any change in her condition up 
to December, 1948. The reason for Mr. de Caux’s visit on the 
occasion mentioned was to see a diagnostic apparatus which 


Mr. Parsons had invented, and he saw Miss Bruce having, treat- . 


ment. As for Dr. Samuels, he had never told Miss Bruce that 
Dr. Samuels cured casés ‘of cancer. Dr. Robertson added that 
he had a degree in osteopathy, but he had resigned from the 
British Osteopathic Association because he was in serious 
disagreement with their policy. 

Asked by Dr. Dain how long he had known Mr. de Caux, 
he said that he had seen him only twice, and not at all before 
he came to see the apparatus when Miss Bruce was there. 

, Sir Sydney Smith said that there appeared to be no evidence 
at all to support one of the charges, that he had procured 
Dr. Samuels to attend and treat Miss Bruce. 

Mr. Howard thought there was some evidence. Dr. Robert- 
son had been in communication with Dr. Samuels, and when 
he became ill he got Mr. de Caux to continue the treatment, 
and it was Mr. de Caux who took Miss Bruce to Amsterdam. 


Case Dismissed 


After a brief consideration in private, it was announced that 
the allegations against Dr. Robertson in the charge had not 
been proved to the Council's satisfaction, and the case was 
accordingly dismissed. 


- Cases for Judgment 


The following practitioners against whom at previous sessions 
convictions for being under the influence of drink while in 
charge of a car had been proved and in whose cases judgment 
had been postponed. appeared before the Council: William 
Melrose, registered as of St. Paul’s Square, Liverpool y Reuben 
Denny, registered as of Twyford Avenue, Acton ; and Archibald 
Thomas Macmaster Glen, registered as of Telford Avenue, 
London. All of them produced testimonials which satisfied the 
Council; and. the cases were discharged. 

Advertising for Procurement of Patients 


On November 23 and 24 the Council considered the case of 
Eric Frederick St. John Lyburn, yegistered as of Spa Clinic, 
Ltd., Tunbridge Wells, M.B., B.Ch.1930, U.Dubl., who was 
summoned on seven charges mostly relating to advertisements 
of his “ Lybirn Clinic” and “ Dr. Lyburn’s Rémedial Medical 
Gymnasium” in one national and certain local periodicals and 
the exhibition of certain signs and lettering on or near hiş 
premises. 

The complainagts were the Medical Defence Union, who 
were represented by Mr. Leigh Taylor, of Messrs. Hempsons, 
solicitors. Dr. Lyburn attended, accompanied by Mr Elliot 
Gorst, counsel, instructed by. Sir Ropert: Gower, solicitor, 
Tunbridge Wells. 

Mr. Taylor, in opening, the case, said that ‘the majority of 
the complaints arose from the association of Dr. Lyburn with 
the Lyburn Clinic. Following an advertisement in the Daily 
Telegraph a. Mr. J. C. Hall, of West Moleseys wrote to the, 
Lyburn Clinic for further particulars of treatment. In reply.’ 


he’ received a letter headed “ The Lyburn Clinic” and signed > 


“E, F. St. John Lyburn,” enclosing a casebook on the cover ° 
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of which were printed the title, address, and telephone number 
of the clinic, with Dr. Lyburn’s name and professional qualifica- 
tions. It appeared that this casebook was given to patients who 
required an overhaul. The letter also stated that an inclusive ` 
charge of 16 guineas a week was made at the clinic, this includ- 
ing all investigation and treatment and medical attention, but 
an overhaul alone took eight hours, and for this a charge of 
10 guineas. was made. ' 
One of the charges, relating to the exhibition of a notice 
board, was abandoned by Mr. Taylor. ; 
Mr. H. E.‘Martin, an advertising clerk of the Kent and Sussex 
Courier, in which had appeared some of the advertisements 
referred to in the charge, gave evidence that the account of £6 
for one such advertisement was rendered to Dr. Lyburn and 
duly paid by him. Mr. Norman Deag, deputy manager of the 


“Tunbridge Wells publicity department, said that on two occa- 


sions when announcements about- “ Dr. Lyburn's Remedial 
Medical Gymnasium” were inserted in a periodical -What's 
On in Tunbridge Wells Dr. Lyburn personally gave instruc- 
tions for the insertion. Dr. Lyburn had been carrying on an 
active political campaign in favour of the establishment of 
diagnostic clinics. 


G 


Case for the Respondent 


Dr. Lyburn, in evidence, said that he was first engaged in 
general practice in Warwickshire, where he was impressed by 
the need for the organization of diagnostic clinics. Later he 
went to Hastings, where he found no better facilities. While 
there he himself had a severe illness—heart block—in which it 
was essential that electrocardiography should be used, but no 
Instrument was available in Hastings at the time, and two days 
elapsed before one could be procured. While ill he made a 
solemn vow to devote his life to getting diagnostic clinics estab- 
lished for the people of this country and America. On his 
recovery he started such a clinic in Hastings, paying for it. 
himself. Before the war, as a member of the Labour Party, 
he was actively campaigning for a diagnostic service. Before 
he undertook such campaigning he consulted the Registrar of 
the General Medical Council, who could give him no definite 
opinion whether a complaint might lie against him. Later he 
came to the conclusion that in the Labour Party there ‘was 
too much subjection to bureaucracy, and he foresaw that .if 
that party came into power any health service it mieht bring 
in would not be adjustable to individual needs. He. wrote 
certain books on the subject under a pseudonym and contri- 
buted to newspapers ; he also fought local government elections. 
and in 1945 he stood as Parliamentary candidate for the 
Tonbridge division—the only independent medical candidate 
in the country.’ In his election address he advocated diagnostic 
clinics. In Tunbridge Wells he equipped,a clinic at his own 
expense, with £10,000 worth of apparatus, and costing some- 
thing like £4.000 a year to maintain. It dealt with an average 
of 1,000-1.200 patients a year. Many of the working people 
were treated for nothing; those who could afford it paid the 
fees which had been mentioned. “I cannot get the hospitals 
to do it; I have to do it or let them die.” l 

In order to “test” the -National Health’ Service Act he 
entered the Service, limiting his list to 500. His own number 
in his area under the Act was 2,108, and he seized upon this 
for political purposes, announcing that “Dr. 2,108” would 
speak at meetings; he wished to stress the fact that under the 
Act the doctor was a number, not an individual. Recently he 
had resigned from the Service as a protest. ® His case records 
and the story he could tell of the overloading of hospitals and 
the strangling of the general practitioner, who could not :get 
even the x-ray facilities that were open to many boot shops, 
would shock many people. 

In cross-examination Dr. Lyburn said that the advertisements of 
his clinic were designed for political purposes only. Asked what 


. political purposes were served by his clinic, he said that it was a 


demonstration to all concerned that the provision of such clinics 
should be made general under the Act. It was not necessary for 
him, so far as his own medical practice was concerned, to advertise. 





Dr, Lyburn received 1,249 votes out of a total poll of about 
45,000, and forfeited his deposit. 


Dec. 3, 1949 


He was well known in the Wells, and people inadvertently associated 
his name with the clinic and the medical gymnasium, and, while he 
did not object, it was not according to his wish. ‘He was asked 
in what respect the advertisement in the Daily Telegraph had any 
political bearing, and he replied that as he drafted it it contained a 
reference to Mr. Bevan; which would have made the political 
implication obvious, but this was omitted. On the occasion of the 
fancy-dress dance mentioned in one of the charges he himself 
appeared as Nero, bearing a scroll “ Tunbridge Wells fiddles while 
Nye burns.” He added that he was prospective Independent Con- 
servalive candidate for his division. *‘ Are you going to close my 


mouth and tell me that as a politician I must not speak To 


Miss L. S. Edwards said that she was treasurer of the Tun- 
bridge Wells Physical Training Club, which was originally called 


‘ the Lyburn Club at her suggestion. At no time had Dr. Lyburn 


received any of the proceeds. l 

Mr. Gorst, in a speech for Dr. Lyburn, said that there had 
been, no -previous complaint about what his client had been 
doing for 20 years. He had tried to advertise in the British 
Medical Journal, but had been unsuccessful. In obtaining space 
in the Daily Telegraph he had sent a covering letter stating what 
his views were and why he wanted to advertise. His clinic 
was a model on a small scale of what such a clinic should be. 
He had in mind such an institution as the Mayo Clinic. Obvi- 
ously some patients must pay, otherwise the clinic could not 
go on. He had become the slave of an idea, and revolutionary 
ideas required new methods to propagate them. 

Mr. Taylor suggested that political motives were very effec- 
tively disguised in a good deal of this advertising. When a 
correspondent, after seeing the advertisement, wrote for particu- 
lars he received two brochures, one frankly eulogistic and the 
other containing details of what was provided. Even if the 
advertisements could be conceived as furthering his candidature 


- it was improper to advertise in that particular form, which 


A 


inevitably meant the promotion of a practitioners own profes- . 


sional advantage. 
l The Council’s Decision r 


After the Council had deliberated in private for about an 
hour the President announced that the facts alleged against 
Dr. Lyburn in five of the seven charges had been proved to 
the Council's satisfaction. He said that these facts brought 
Dr. Lyburn within the terms .of that part of the Warning Notice 
issued by the Council for the information and guidance of the 
profession, which related to direct or indirect advertising by 
practitioners: for the purpose of obtaining patients or promoting 
their own professional advantage. 


“ Eyen if your attention has not been particularly drawn to the 
Council’s advice already it should have been obvious to you that 
the kind of advertisement to which you have lent yourself in the 
several ways mentioned in the charge cuts at the root of decent 
relationships between professional colleagues. You have told the 
Council about your motives in committing your indiscretions and 
you have sought to argue that you may do with impunity as a 
politician that which you are forbidden to do as a medical practi- 
tioner. The Council holds any such distinction to be logically and 
practically untenable, 7 

“The Council, however, feels itself justified in postponing judg- 
ment in your case with the object of allowing you an, opportunity 
to consider in the light of these proceedings and in terms of this 
decision what course you will take in the future. The Council thinks 
that a period of six months will give you ample time to make up your 
mind on this point. You will therefore be summoned to appear 
before the Council at the next session in May, 1950, and before 
that session you will be expected to furnish testimony from your 
professional colleagues and other persons by which the Council may 


v 


feel fully satisfied that you have relinguished the kind of procedures” 


set out in the parts of the charge which have been f ound proved.” 


Dr. Lyburn asked whether he would be breaking the regula- 
tions if during this probation period he spoke as a politician 
during the coming election in support of his work for diagnostic 
clinics, the cause to which he had dévoted his life. 

The President: You will have to decide that for yourself. 
That closes the case. "i 

Other Disciplinary Cases i 

The Council considered the case of Arthur Mervyn Rhyd- 
derch, registered as of Clements Road, Chorley Wood, aga‘nst 
whom at a previous session certain convictions had been proved 
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for driving or being in charge of a motor vehicle whilst under 
the influence of drink. The Council had postponed judgment 
until the present session, but in the meantime, in October last, 
the -practitioner had been convicted at Bow Street of impor- 
tuning male persons. k 

The Council went into camera to take the evidence of 
Dr. Lothar Rubenstein, a psychiatrist, who was called by 
Mr. Joseph Yahuda, counsel for the practitioner. 

The Council instructed the Registrar to erase Dr. Rhydderch’s 
name from the Medical Register. 
= The case of James-Thomas Wybourn, registered as of Bid- 
dulph Mansions, Elgin Avenue, London, W.9, was brought for- 
ward following a conviction on May 31 at London Sessions for 
a misdemeanour. The hearing took place in camera, and the 
Council found the conviction proved but did not see fit to 
direct the Registrar to erase Dr. Wybourn’s name. 

The Council considered the case of Geoffrey Roderick 
Richards, registered as of Port Talbot, who was summoned to 
appear following a conviction in June, 1946, at Northampton 
on eight charges of failing to keep a drug register, and a con- 
viction in July, 1949, at Miskin Lower Petty Sessions on five 
charges of unlawfully procuring drugs. It was stated by the 
Council’s solicitor that in his statement to the police Dr. 
Richards denied—and he repeated the denial to the Council— 
that he obtained drugs for his own use. Some of the drugs were 
obtained for patients, and the rest just mounted up in the 
surgery. lt was a case of inadvertence, 

The Counci! found the convictions proved. but postponed 


, judgment for two years, requiring Dr. Richards -to report in 


the interim, in November, 1950, with testimonials. 
Several cases against other practitioners ~ were postponed 
owing to their illness or other circumstances. 


Restorations, 


The Council restored to the Medical Register the names of 
David William Jones and Duncan Metcalfe Morison. 


EDUCATIONAL BUSINESS 


Dr. Brocklehurst presented to the Council a joint report of 
the Education and Examination Committees which recom- 
mended that the Council, in exercise of its powers under 
Section 18 of the Medical Act, 1858, should request the 
licensing bodies to furnish information of changes made by 
them since the publication two and a half years ago of the 
Council’s recommendations on the medical curriculum. It was 
felt that the time which had elapsed since the recommendations 
were published justified the Council in making this request. 

The recommendation was agreed to. 

A further recommendation, which was also accepted, called 
for a resumption of visitation of examinations by members of 
the Council under the same section of the Act. The last such 
visitation was in 1939: when the examinations in pathology and 
bacteriology were visited. It was agreed that the first of the 
forthcoming visitations to be made should be of the examina- 
tions in socia] medicine and public health, in pharmacology and 
therapeutics (so far as examinations in therapeutics are separate 
and do not form part of thesexaminations in medicine), and in 
forensic medicine. 

Sir Andrew Davidson, chairman of the Public Health Com- 
mittee of the Council,’said that the Board of Studies in Hygiene 
and Public Health of the~University of London had expressed 
the view that there was some hardship to students in the rules 
of the D.P.H. should they fail in the certificate examination at 
the first attempt. As-the rules stand at presea@t any exemption 
from the requirement that a candidate before admission to the 
final course must present a certificate in public health can be 
granted only by the General Medical Council for special reasons 
on the application of the licensing body. This may mean, if 
exemption is refused, that the student has to spend two years 
-before he’ can hope to obtain the D.P.H., a liability which falls 
particularly hardly on officers of the Colonial Medical Service, 
who need the diploma for further promotion and find the study 
‘difficult when years have passed since qualification, and on 
‘foreign students unfamiliar with the language and with the 
English way of life. 


` ater: than September, 1951. 
a pemi appointed Assistant Registrar. 


contents for the next British Pharmacopoeia, 1953. 
‘+ also made a selection of material with a view to thé prepara- . 
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The Council agreed to a modification of the rule so that 
henceforth any exemption from the requirement as to the pro- 
duction of a certificate before proceeding to the diploma may 
be granted by the licensing body or bodies concerned. A‘uni- 
versity, after a report from the relevant board of studies, will 
now be able to grant or withhold permission to begin the final 
course for the D.P.H. before the candidate has passed the 
certificate examination. 

It was stated that a large majority of the licensing bodies had 
expressed opinions in favour of this change, and the English 
Conjoint Board thought that permission to begin the final course 
for the diploma should not be withheld in‘any case. 

The President (Professor: David Campbell), reporting for the 
Pharmacopoeia Committee, said that the British Pharma- 
copoeia Commission had drawn up a tentative scheme of 


tion of an Addendum to the current volume for publication 
towards the end of 1950.. The Commission had received a 
number of helpful communications from the Canadian Com- 
mittee on Pharmacopoeial Standards, and the Canadian Com- 
mittee had been invited to nominate experts who might become 
corresponding members of the various committees of the Com- 
mission. The Commission was co- operating with the Scandi- 
navian Commission on nomenclature for new drugs, and had 
also taken part in discussions with the Drugs Branch of the 
Home Office on the question of excess volume in ampoules. 

It was considered that it was advisable, in filling ampoules of 
solutions for injection, to ‘include a small excess over the actual‘ 
dosage required in order to allow for loss in withdrawing the 
contents into the syringe. It is hoped to overcome certain diffi- 
culties in the administration of the Dangerous Drugs Act in 
fulfilling what is regarded as a legitimate pharmaceutical prac- 
tice which should be recognized in the Pharmacopoeia. 


` \ ty, r 
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ia New Registrar 
- The Council has appointed Mr. Walter Kinnear Pyke-Lees, 


eee secretary to the Council, to be Registrar in succession 


to Mr. Michael Heseltine, who will retire from that post not 
Mr. Martin Robert Praper has 
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_ FORMATION OF REGISTRAR GROUP - 
E ~ INAUGURAL MEETING 


hal 


An inaugural meeting of the Registrar Group under the auspices 


of the British Medical Association was held on November 26. 
There was'a representative attendance from hospital regions all 


' over the country. Dr. W. R. Black was elected chairman, and 


the registrars were welcomed by Dr. D. P. Stevenson, Deputy 


‘Secretary of the B.M.A., who reported the approval of the 


Council for the formation of the Group. 

‘Dr: A. B. Backus, chairman of the National Committee of 
Registrars, said that the movemeht began a year. ago, when 
registrars, or, as they were then called, “ trainee specialists,” 
were dissatisfied with the proposals under the National Health 
Service. ' 
Liverpool and then in other parts of England and riow also in 
Scotland.’ A national meeting was called in. Manchester, when 
a national committee was set up. He emphasized. ‘that they 
were going as’a , group into the B.M.A. “I think we can work 
under the aegis of the B.M.A. far more _ effectively than we can 
on our own.” . ` ° 

The meeting agreed that membership of the Group should 


‘be open to‘all classes of registrars as defined’ under the ‘terms 


of thé Act’ and others considered eligible at'the ‘discretion of. 
thé regional body, provided in‘all cases they were members of“ 
the Association. Non-members of the B.M; A. would not be.” 


It had \ 
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It was decided to set up a council composed of three dele- 
gates from each regional group, one of whom must be a 
_Tegistrar from a teaching and another from a non-teaching 
hospital. It was thought that London teaching hospitals, said 
to contain 20% of the registrars of. the country, would be 
adequately represented under this arrangement. The council 
would arrange for the election of two representatives to the 
Central Consultants and Specialists Committee, and the regions 
would elect to the regional committees. An extraordinary 
general meeting of registrars might be called at the discretion 
of the council or at the request of three regions. An interim 
working committee, to function until the council could be 
elected, was set up. 


f. 


Short-term Policy 


The meeting devoted a long afternoon to-the discussion of 
policy, immediate and long-term. Dr. A. B. Backus presented 
the views of the National Committee on immediate policy under 
four headings: 

(1) In each region the Registrar Group should press for repre- 
sentation on the Medical Advisory Committees at all levels. 

The general question of Medical Advisory ‘Committees 
was being considered by the Central Consultants and Specialists 
Committee. ` 5 

(2) Hospital establishments should. be implemented with the least 
possible delay, and no registrar in an established post should be 
dismissed until these establishments were defined. 

A Working Party had been round to most of the hospitals 
and had put in its recommendations, through hospital manage- 
ment committees, to the regional boards. In many cases the 
recommendations | of the Working Party had-not been confirmed 
by the boards, and it was not known as yet what the establish- 
ment of any particular hospital would be. 

(3) Fully trained registrars under notice of dismissal should not 
be lost to the Service until establishments are known, and at least 
two ‘months’ notice of dismissal should be given. 

He pointed out that the average age of registrars and senior 
registrars was a good deal higher now than for the equivalent 
posts before the war. A senior registrar might be aged 35-40. 
These men were going to be financially forced out of the hospi- 
tal service into something else before they could be utilized 
in the Service, simply because new consultants’ and senior 
registrars’ posts were not yet available. 

(4) Methods of filtering off the surplus registrars should be 
investigated. 

The fact had to be faced, said Dr. Backus, that for one ` 
reason or another there were at the moment a larger number 
of registrars than could reasonably hope for consultant appoint- 
ments within the next 10-15 years. Therefore some sort of 
-machinery must be established whereby these trained and skilled 
men could be filtered in such a way as to enable them still to 
be used in a manner consonant with their experience and train- 
ing. Some of them were nee! being financially squeezed out 
into general practice. 


Consultant—Registrar Ratio 


‘ 
In some general discussion these points were unanimously 
approved but were added to in various respects. One speaker ` 


_ said that the crux of the whole problem was the establishment - 
Groups’ of registrars sprang up spontaneously, first in © 


of consultants. There was no hope of getting a reasonable con- 
sultant-registrar ratio unless it was known what responsibility 
the particular consultant proposed to take. A consultant who 
was looking after too many beds was going either to have too 
many registrars or to have ‘junior people taking too much 
responsibility. 

The view was expressed that no man was competent to be 
consultant to a considerab'e number of hospitals—cases were 
mentioned in which one man was consultant to six or seven— 
for it meant: either that people not competent to deal with the 
‘situation were left in charge: or else the registrars were exploited. 
" Another speaker said that some hospitals appeared to want a 


debarred from participating in meetings at Tegonal level. Ther. minimum of consultants and maximum service from registrars. 


obj Herts were: 


“To represent ‘the views and promote and protect the professional’ 
interests and ‘Well-being at all _Tegistrars of Great Britain and 
Northern Ireland.” 


gr Yet another pointed out that in former days the function of the 


. registrar was to'teach students and occasionally help with out- 
‘patients. Jt’ was obvious that what registrars were now doing 
was the work of consultants. 
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A’ statement which elicited applause, though it was’ contra- 
dicted by one speaker, was that the increase in the number of 
registrars at the present time was simply due to a desire on the 
part of the authorities to get consultant work done at half 


the price, and without involving security of tenure for those 


concerned. i | 
In the opinion of one speaker the experience gained in large 
non-teaching hospitals was often much better than in teaching 
hospitals. The registrar in a non-teaching hospital had plenty 
of opportunities of teaching junior registrars and housemen. 
It was agreed that the four points originally brought forward 


by the National Committee, together with the further points 


elaborating them which had been raised in the discussion, should 
be sent for further action‘to the interim working committee, 
and that a note of urgency should be attached to them, especially 
' to the proposal that registrars who were recognized as fully 
trained should not be discharged until a reasonable time had 
been allowed for them to obtain consultant posts. This repre- 
sented the unanimous feeling of the meeting. 


Long-term Aims 


Finally the meeting turned to consider long-term policy on 
which less immediate action was called for. These included 
the following: 


(1) An actuarial calculation of ratios of specialists and registrars 
and of grades of registrars be undertaken. 


(2) All registrars’ posts to be recognized. for training purposes for. 


specialization. 

(3) The betterment factor to be fully investigated. A sliding scale 
unacceptable. X 

(4) Emoluments and remuneration constantly reviewed, together 
with range of income-tax allowances. 

(5) Clarification of payment of fees to be pressed. 


Correspondence 





. Status of General Practice 


i Sm,—Having followed the correspondence on this subject 
during recent weeks, may I suggest the following remedies in 
the hope that they may stimulate even further comment ? 


(1) That honorary appointments of “ clinical assistantship or part- 
time registrar type ” should be established in all but the teach- 
ing hospitals, the appointments to be available only to general 
practitioners and to be made annually. r 


This would lead to a much-needed liaison between the G.P. 
and the specialist and would to some extent remedy the fact 
that the local doctor at present feels cut off from hospital work. 
Obviously this cannot be applied as available to all practi- 
tioners, but in many areas it could be done very easily. No 
payment should be made for these appointments, thus ensur- 
ing that only the enthusiast is attracted, and the annual re- 
newal of appointments would make them within the reach of 
all local doctors and make sure that the uninterested were not 
reappointed. One or at the most two sessions weekly would 
be required, and the work would entail attendance on a 
specialist during his round or at his clinic or out-patient 
session. ` 


(2) That general practitioners should be graded or some form of 
distinction award given. 


After 25 years ig general practice a practitioner should auto- 
matically be graded a senior practitioner, and as such should 
have his maximum list reduced to 2,000, but should receive 
double the present capitation fee. In other words, his income 
would remain unaltered. At present, if a G.P. after 25 years 
wishes to ease the burden of his work, he must either volun- 


tarily reduce his list or take an assistant or a partner, all of | 
He is thus forced by- 
economic circumstances to hold on to as many patients as he -> 
can and postpone the taking of an assistant or partner. thus,“ 
running the risk of lowering the standard of the service hes, 

ry -$ 


which considerably reduce his income. 


hy 


gives or ruining his own health. © 


The establishment of an M.R.C.P. or M.D. (General Practice) >- 
ʻ let us not be deceived thereby and tempted to retreat even a 


or the recognition of higher qualifications of similar standards: 
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practitioners in this grade .(they would not be considered as 
eligible until at least seven years after qualifying) would have 
their list limited to 2,500 patients with a remuneration of one 
and a half times the present capitation fee. They would be 
given the opportunity of further remuneration by sessional fees 
from hospital and by-domiciliary consultations. It should be 
pointed out that this grading would require a very high stan- 
dard, and would in some respects be regarded in the light of the 
general-practitioner specialist grade, and also as a transition 
stage for a few who' might aim at full specialty from general 


‘ practice. 


‘I feel the above suggestions would provide a much-needed 
incentive to general practitioners, and at the same time solve 
the problem of better distribution of doctors, many of the large 
lists held by older men being shared out without the senior 
practitioner ‘suffering loss of income.—lI am, ete., 

Walsall, Staffs. BERNARD J. SHAW. 


i Uphold Spens 


Sir,—Presumably the publication of the letter from the 
Ministry of Health in the Supplement of November 19 (p. 218) 
marks the end of a protracted period of semi-secret negotiation 
and will shortly be followed by a complete account of all that 
has led up to it. In the meantime it may not be too early (and 
one hopes not too late) to emphasize the importance of the 
principles involved. At first sight any increase in the level of 
general practitioner remuneration would be worth fighting for 
where there appeared to be some prospect of success. No 
doubt a purely opportunist campaign would receive support, 
particularly from members of the profession whose incomes 
have been reduced by the N.H.S. On the other hand there are 
a great many doctors who are not altogether dissatisfied with 
their present incomes and for whom the, mere prospect of a 
little more would not appear to justify any decisive commit- 
ments. Clearly the only grounds on which the profession would 
or should present a firm united front are matters of vital 
principle. D 

As regards the question of the general level of remuneration, 
we have first to be satisfied that it is below that laid down by 
“Spens.” If that can be proved to be the case, all personal 
considerations must stand aside in fighting the challenge to our 
status. The N.HSS. is still young, and now or never we must 
absolutely resist any tendency to recognize’ the Minister of 
Health as an arbitrary dictator in our affairs, and we ourselves 
must hever indulge in mere trade unionism and the abuse of 
power. On the contrary, we must insist that our status shall 
not become a by-product of a more or less continuous battle 
between the B.M-A. and the Minister of Health. “ Spens” 
must be upheld and the sanctity of its principles ‘recognized 
now. Acceptance of any other standard, especially the arbitrary 
power of Ministers of Health, amounts to professional suicide 
as surely as appeasement of Hitler led to national disaster. 

The question of how the central pool is distributed seems to 
be an entirely separate issue. If, as appears to be the case, the 
profession has decided in favour of graduation of the capita- 
tion rate, the adoption of this principle should present no 
difficulties. If the central pdol is increased at any time, that 
would be a convenient juncture for this innovation, but if the 
profession sincerely believes in the soundness of, the graduation 
principle there would seem to be no justification for any delay 
in putting it into effect. The operation would be similar to the 
contemplated mileage adjustment. 

It is to be hoped that when the full facts are available they 
will be examined with a_due sense of respoffsibility by every 
general,practitioner. It must by now be appreciated that blind 
support of the B.M.A. can be only a way of shelving personal 
responsibility until it i$ too late. Present personal financial 
position is also a poor guide to policy, even from the narrowest 
point®of view... Last time Mr. Bevan tried to substitute his will 


for “ Spens” we unanimously declared war. We won without 


a fight. The attempt to ram home the wedge ‘broad end first 
failed miserabl¥, but if it is only the thin end this time it should 
nevertheless be recognized as a wedge. If the financial con- 
sideration appears to be comparatively little at the moment, 


~ 


_, financial interest. 
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fraction of the way towards complete subjection. And let no' 
mistake be made: whether our retreat be wholesale or little 
by little, complete subjection to political bosses is the inevitable 
énd of such a movement.—I am, etc., ' i 


' Eye, Suffolk. J. SHACKLETON BAILEY. 


Payment for Work Done 

Sır—This clear-cut refusal of the Ministry of Health to 
raise the capitation fee for general practitioners may be a 
-real Blessing in disguise. ` AI] this bickering and argumentation 
about betterment and the standard income for a hypothetical 
ctype‘ of average general practitioner seemed to me a smoke- 
screen hiding the plain fact that the majority of really con- 
scientious doctors were not being paid enough for the amount 
of work they had to do, and that their time was being occupied 
in most unsatisfactory work. - 

A capitation fee for the old N.H.I. work on a healthy and 
hard-working section of the community may have been satis- 
factory, but when it was applied to the whole community it 
could never work out fairly to doctors or patients. J hope the 
B.M.A. will now put an end to it all and start afresh on a 
system which produces payment for work done, and leave the 


_Governmerit to say what work it wants: 


_ J would suggest that all G.P.s be advised to give notice that 
they will end their present contract on July 5; 1950, and start 
a system of practice at some more or ‘less standard rate by 
which they will charge-the patient so much per item. As a 
basis for argument I suggest 6s. 8d. per visit, and 3s. 4d. for 
each attendance at ‘surgery, with a small charge, say Ís., for 


` each certificate. 7 : : 


The charges could be varied slightly .to allow for the differ- 
ences between a crowded urban area ‘and smaller scattered 
practices, and a mileage charge for the’ country. Under this 
system there would be real choice .of doctor, no automatic 
lists, and it could even be left to the patients themselves to 
check any over-visiting or over-prescribing, if they had a direct 
I am not wandering down any side-lines, as 
I do not want to get lost in them, but I am sure this basic idea 
is correct, and now we have a definite and clear-cut chance to 
adopt it.I am, etc., i 

Brixham,” Devon. 





: _ C. B. F. Tirvy. 
$ 
Stingy Reward 


Sır —So we have been given the hard word—a vinegary 
foretaste of what to expect at the hands of the State. 

The “ background of the general‘economic situation” is no 
more our,affair than that of any other body. The medical 
profession ,made its fair contribution to the’ country’s credit 
long before the Ministry of Health was thought of. How 
much better could it continue to do so in an atmosphere of 
freedom. How much better off would the country be had it not 
to meet the back-breaking load of taxation and waste of man- 
power these Ministry schemes involve. i 

It is no use attempting to fight our_battle on the economic 
field. We had our rea! chance when the liberty of our profes- 
sion was challenged, but-we lost if as a result of our disunity. 
How thoroughly has our loss been exploited by the forces of 
disruption, ‘discrimination, and jobbery, and now we find our- 
selves haggling over money. Why should the State worry ? As 
our sole employer it is the final arbiter of what it pays. What 
a humiliating position, to be in, but it is nothing more than 
we deserve.. À ; 

The doctors, in common with other professional men, are 
stingily rewarded for their services; our relative economic 
status has never been so low. So long a$ we fulfil our function 
as an instrument of the State our standard of life is a matter 
of complete indifference. If the position is to be accepted then 
it means the end of’ medicine as an. honourable profession. 
Indepencence has. gone, honour and dignity are well 8n, the 
way.- If we are`to rescue our destiny from the grasp ‘of: the 

politician, it means unity and sacrifice—tlet there be no mistake 
about it. We have the leadership and the. organization. but we 
must also have the determination and fixity of purpose through- 
out the rank and file of the profession—I ain, ete, = '- 

Keighley, Yorkshire. H. M. HoT. 
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S General Practitioners’ Remuneration 


Sm,—Dr. W. A. H. Bell presents a new and refreshing view- 
point in his protest against our requests for a higher rate of 
remuneration (Supplement, November- 12, p. 213). Since he 
states that he is a member of_the B.M.A: it is rather sur- 
prising that his source of information is the Sunday Times of 
September 4, since the whole matter has been discussed promi- 
nently in the B.M.J. for the past 18 months. The whole tone 
‘of the letter suggests, however, that Dr. Bell has been com- 


. pletely out of touch for a long period, and should not stigma- 
. tize his fellows as joining in the “general scramble for more 


money for less. work ” without first ascertaining the facts of the 
matter. i 5 
We have more work, not less. A comprehensive service 
entails a good deal more work than did a part-service dealing 
only with wage-earners, and a list of 3,000 now bears no com- 
parison with an N.H.I. list of the same size, whereas a capita- 
tion fee of 16s. in 1949 is little, if any, improvement on 9s. 


‘in 1937. 


The many ways of supplementing .one’s income, so blithely 
suggested by the worthy doctor, are not applicable to every 
doctor in every district, and it is probably right to say that 
very many rely entirely on their’ executive council cheques, plus 
a very small private practice. Certainly most of the general 
practitioners in the larger towns will have no “ side-line” to 
increase their incomes. , 

The suggestion that a high percentage of diagnosis and treat- 
ment is carried out in hospitals shows that the conception of 
the general practitioner as no more than a sign-post to the 
various out-patient departments is, most unfortunately, not con- 
fined to the Ministry of Health, and the copy of his letter 
which Dr. Bell forwarded to Mr. Bevan would be most joyfully 
received. There is no doubt that a large part of our freedom 
has gone, and the tendency to regard the G.P.’s consulting- 
room as no more than a sorting-house is becoming very obvi- 
ous. That is not the kind of practice which most of us would 
choose. g 
© Mr. Bevan once led us to believe that one of his aims in 
bringing about the N.H.S. was to ensure that the family doctor 
could carry on his work free from financial worries and with 
his efficiency unimpaired by thé need for a large list of patients. 
In fact the average practitioner now finds that he is busier than 
before and in many cases much worse off financially. Dr. Bell 


-must strike a vastly different note before he can persuade us 


to join him in viewing ‘the N.H.S. through such rose-tinted 
(? Bevan) glasses. 

Finally, I feel that Dr. Bell owes an apology to the profes- 
sion as a whole for‘the implication that the country’s serious 
financial position is forgotten by us and that we -are there- 
fore unpatriotic to even consider asking for more adequate 
remuneration. Although quite a few of us are classed as 
vermin, we neither strike nor “work to rule ”: we only put 


- forward a well-substantiated argument and ask for courteous 


consideration of our facts and figures. That neither courtesy 
nor consideration seems to result is no fault of ours.—I am, etc., 
Spilsby, Lincs. C. E. FRISKNEY. | 


Drugs in Cars 


Sm,—I trust the Association will protest with vigour and 
persistence against the section of the law under which, when 
car thieves break into a doctor's locked cas, rifle his bag, and 
steal his drugs, he is charged and fined because the drugs were 
not in a “locked receptacle.” , The public counts on us for 
medical first aid. If it breaks its leg, dislocates its shoulder, or 
has angina pectoris, it expects, and ought to have, prompt 
morphine. If it is suddenly bereaved, it expects “ something 


“to sleep on.” To give such aid we must carry the necessary 
drugs, and, since we cannot know when we shall need them, 


we must carry them with the other tools of:our trade in our ` 
working tool-case. ‘ nae 

I suppoge most cases have, when bought,-‘a so-called key 
which turns a so-called lock: Perhaps if we carried this “ key” 
round and turned it in the “lock” we should be covered, 


though since the hasp could be forced instantly with a 
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MEDICAL: SUPERINTENDENTS 


In this column on November 12 attention was drawn to the 


` regrettable state of affairs which has, arisen from the terms 


and conditions of service of future medical superintendents. 
The first anomaly is that it is possible under the Ministry’s 
proposals for a specialist medical superintendent to receive 
less remuneration than a specialist deputy medica] superin- 


second grievance arises where the amount of administrative 
time absorbed by the duties ds more fhan trivial as compared 
with the time devoted by the medical superintendent to clinical 
work. - In my previous note a comment was made ‘that at the 
worst a whole-time medical superintendent of a large hospital 
would be regarded for purposes of pay, and so of Status, as 
exactly the same as the lay secretary of a’ hospital management 
committee. It was stated that this would mean remuneration 


..., THE SECRETARY REPORTS: 





` tendent or a specialist: medical officer who is neither a super- - 
” intendent nor’a deputy on the staff of the same hospital. The 


somewhere between £640 and £1,700 a year inclusive, the actual - 


remuneration being determined on a points system. But, this 
rate of remuneration applies where the hospital is, the only one 
administered by the hospital management committee. The posi- 
tion is even worse in cases where the hospital is one of a 


È i 


group under the same management committee. 


The terms -of service prescribe that medical superintendents 


and deputies will be paid; for that fraction of their time devoted 


to administrative work, the same fraction of “ the appropriate-~ 


wate for hospital administrative staff.” The appropriate rate for 
hospital administrative staff (to quote the Ministry’s own words 
from the explanatory memorandum which accompanied the 
terms of service) will be, “ where. the hospital is one of a group 
of two or more administered by the hospital management com- 


_ mittee, the rate appropriate to an assistant secretary in charge 


of the hospital.” The scale of salaries for assistant secretaries 
is set out-in the’ Ministry’s circular H.M.C. (48) 2 as follows: 


t “ 


Beds Salary 
Up to 399 £450 x £15~-£495 
400-499 `.. ia ie £480 x £15-£525 
500-599 .. oA P ey ` £520 x £15-£570 
600-699 .. ie ee ee f £595 x £20—£660 
700-799 ea "£635 x £25-£710 


800 and over | Y. £710 x £25-£910 


. » 
F 
` » 


There is a weighting factor varying from £20 to £50 a year for” 


officers employed in the London postal. area. These salaries 
are inclusive of board, lodging, and accommodation, the value 
of these emoluments being deducted from the salary shown 
above: A future medical superintendent devoting half his time 


, to ‘administrative work of a hospital of, say, 450- beds in the 


circumstances described will receive for that work a starting 
salary of £2740 a year, rising by three annual increments of 


- £7 10s. to £262 10s. a year, and for his clinical work remunera- 


tion at the appropriate clinical rate. This is an intolerable state 
of ‘affairs. ` i 


Public Health Medical Officers Employed by Regional Boards 


an agreed formula. 


i e 

This problem concerns medical officers of health and some 
members of their staffs who -before the N.HLS. appointed day 
were ;whole-time officers of local‘authorities and whose duties 
included commitments as medical Superintendents or medical 
officers of- infectious-disease hospitals or similar institutions. 
Now that these institutions have been transferred to regional 
hospital boards, it appears that some medical officers who 


previously held whole-time local authority appointments are 


having those- appointments converted into part-time appoint- 
ments and are being asked to sign a separate contract.in respect 
of a part-time appointment with a regional hospital board. 
In some cases a reduction in total remuneration may result, 


and, in general, repercussions may arise on such matters as 


security of tenure and superannuation. These problems are 
engaging the close attention of the Public Health Committee 
of the Association and are under discussion with representatives 
of the Ministry of Health. ; 

For the time being local authority medical officers who are 
asked to’ accept such a contract in substitution for what was 
previously a whole-time contract are advised to defer action 
until the Association has completed its discussions with the 
Ministry. i 

Advertisements for Senior Hospital Officers — 


It will be recalled thatthe Joint Committee has been dis- 
cussing with the Ministry the definition of the limited field in 
which senior hospital officers will be appointed in the future. 
Some progress has been made in devising a form of words. 
and the Ministry’s final agreement is awaited. In the mean- 
time, we have been endeavouring, whenever an advertisement 
for a! senior hospital officer is submitted, to decide whether 
or not. the successful candidate will be expected to undertake 
duties which should’ bé undertaken by practitioners of con- 
sultant status. We do this because we cannot accept advertise- 
ments which invite ‘practitioners to undertake full consultant 
work but which offer only a grading of senior hospital officer 

As a rule, we find that senior administrative medical officer: 
are helpful in their replies, but some of them are not. The 
latest to be received is a model of brevity. In reply to thc 
written inquiry, the sehior administrative medical officer replie: 
in the following terms: 

“Thank you for your letter of November 18 regarding the 
advertisements we asked you to insert. I regret to say ‘that i 
is not possible to differentiate between the duties of assenio; 
hospital medical officer and a consultant, and hence to Jive the 
guarantee for which you ask.” 

Incidentally, the guarantee, or assurance, for which we aske 
was that “these posts do not involve duties which should D: 
undertaken by a practitioner of consultant status.” 

If the senior administrative medical officer is right in statin 
that it is impossible to differentiate between the duties of. 
senior hospital medical officer and a consultant, the soone 
the grade of S.H:M.O. is abolished the better, for it means the 
of the practitioners engaged on certaim ‘duties some are pai 
ag one rate-and some at another. It makes one wonder whethe 
the only course which can reasonably be adopted ‘is to rejec 
all. advertisement? for senior -hospital medical officers pendin 
If, on the other hand, it is possible t 


` From correspondence received here recently it ‘is apparent’ ®make the differentiation—and many have found it possible— 


that there is at the moment no uniformity in the arrangements 
for the remuneration of medical officers employed. by. local 
authorities who also undertake duties for regional “hospital 
boards on a part-time basis. = 8 : > Ko RR 


tr- 


may be permissible to say that the reply quoted above is unhelp 
ful, is intended to be unhelpful, and so ‘does little to improy 
the’ relaflons between those responsible for organizing th 
hospital service,and those who provide it. 
3 . #2 Sy ee E 2342, 
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HOSPITAL MEDICAL STAFF 
TRANSFERRED OFFICERS 


Section 68 (1) (a) of the N.H.S. Act authorized the making 
of regulations for the transfer to regional boards or boards 
of governors of. officers employed immediately before the 
_ appointed day solely or mainly at or for the purposes of any 
hospital transferred to the Minister, subject to such exceptions 


and conditions as might be prescribed in the case of honorary , 


officers. s!he regulations which were subsequently made under 
this Section did not contain any qualification as to honorary 
officers, and it therefore follows that any: practitioner who at 
July 5, 1948, was occupied in his hospital work for the whole 
or most of his time might claim to be a transferred officer, 
irrespective of whether or not he was previously on a salaried 
basis. Ka 

So far as the terms of service for hospital medical staff are 
concerned, ‘the safeguards provided in them for transferred. 


officers are chiefly of interest to those holding appointments - 


_ which carried a remuneration before the appointéd day, as they 


are designed to-secure that the conditions of these officers are , | 


not worsened by the new terms. , i 
Thus, transferred’ officers may retain their previous salary 
scale and conditions of service, including emoluments, on a 


personal: basis for so long\as they remain in the same 


appointment, but must accept the new travelling and subsis- | 


tence: arrangements. Where a transferred officer exercises this 
option he will be required to conform to the terms of service 
on taking up a new appointment or on promotion, except in 
the case of a new appointment of ‘equal or greater responsi- 
bility (measured by remuneration) than the post held at the 
appointed day, when he may again choose to continue on his 
old conditions. . wd 

In this connexion it is important to note that the conferment 
of a special distinction award will be regarded as a new appoint- 
ment, for otherwise. a transferred officer who had elected to 


retain his old terms ‘would not have been able to receive a, 


distinction award. 

` Ifa transferred officer decides to accept the new terms of 
service, his salary, including emoluments, before the appointed 
day being higher than that which he would receive on the new 
scale, he. will enter the appropriate salary scale at his existing 
salary (including the monetary value’ of his old emoluments) 
and remain ‘at that point until the new scale overtakes it. 
Charges for residence or other services provided will be 
deducted. | i 

Superannuation 


- In the matter of superannuation, the question whether, a . 


„practitioner is a transferred officer is of significance not only 
to officers in salaried posts on July 5, 1948, but to those trans- 
ferred officers previously holding honorary appointments, and 
particularly to those over the age of 55 on July 5, 1948. The 


minimum qualifying period for a pension in the N.H.S. scheme — 


‘ig 10 years, but the Superannuation- Regulations provide that 
transferred officers may reckon their previous service (after the 
age, of 18), under any authority whose functions shaye been 


traiisferred, as qualifying service for thè purpose of determining | 


whether any benefit is due under the superannuation scheme. 
This might enable a practitioner who was over the age of 55 
on entering the N.H.S. scheme, and who had no previous 
superannuable service, to qualify for a pension at 65 by count- 
ing—as a` transferred officer—his previous hospital service, 


although the amount of the pension will be based upon his 


contributory service. ° : 
C HEALTH CENTRES ~ y 
WEST BROMWICH MEMORANDUM 
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The West Bromwich Local Medical Committee has recently 


prepared a memorandum on health centres and submitted it to 
the focal health authority and the executive council. In this 
industrial town with-a population of 86,000 about 99% of the 
4 L : = 
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population: are on the lists of the National Health Service 
doctors. Of paramount importance, the committee considers, is 
the need for the average housewife and the mother of young 
children to have ready accessibility to her family doctor. The 
committee emphasizes the necessity for general-practitioner beds 
‘in hospitals to reduce the professional isolation of many 
general practitioners. : 

A disadvantage of health centres is that they may be detri- 
‘mental to the patients’ free choice of doctor. The memoran- 
dum’ points out that a patient's likes or dislikes are related to 
groups rather than to individuals—to the hospital rather than 
the individual specialist, and to the firm of genera] practitioners 

„as a unit rather than to one member of it. " Grouping the 
, doctors of a town who now practise as a dozen and a half 


firms from an even greater number of surgeries into four or five - 


groups would seriously restrict the choice the patients would 
feel to be available, and would probably lead individual patients 
to feel that they had no choice.” i 


A 
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RESEARCH IN HOSPITALS 
PRIOR APPROVAL OF MINISTER = 


The Minister of Health has asked hospital boards and com- 
mittees not to promote new research work needing additional 
expenditure from their original budget without his prior 
approval, so that he may consult the’ Medical Research 
Council and ensure co-ordination. 


As to research financed from “free moneys,” the Minister i 


will not interfere with the discretion of boards and committees, 
but he asks them to indicate broadly the research projects on 
which this money is being spent and the amount of the expense. 





WINCHESTER MEMORANDUM 


The Winchester Division of the B.M.A. is seeking support, by’ 


means of a circular, for the requisitioning of a Special Repre- 
sentative Meeting to discuss the reorganization of the Associa- 
tion. The Division’s two, main contentions are: (1) That 
approximately 70% of members of Council: should be directly 
elected, and (2) that the relationship of autonomous com- 
mittees to Council must be clearly defined and their activities 
co-ordinated. ° : 

The requisition is asked for in accordance with By-law 46 (1) 
of the Memorandum and Articles of the Association, which 
states that a special representative meeting “shall be convened 
at any time by the chairman. of the Representative Body on the 
requisition of the Council or on the requisition of not less than 

-20 constituencies.” 

A report of the Organization Committee on the constitution 
of the Council was discussed at the meeting of the Council held 
on November 16 (Supplement, November 26, p. 228). 


+ 








: DENTISTS UNITE 


The three dental organizations have decided to amalgamate. 
They are the British Dental Association, the Incorporated 
Dental Society, and the Public Dental Service Association. 








MINISTRY OF PENSIONS 
MILEAGE: ALLOWANCE FOR PART-TIME M.O, 


As a result of representations made by the Association the 
Ministry of Pensions has agreed that mileage allowances at 
the rate of 1s. a mile (or part of a mile) each way outside the 
radits of two miles, subject to a maximum allowance of 20s. 
for each return journey, will be paid to part-time medical 


` officers employed on administrative duties. This is in addition 


to payments made:for treatment and those already payable for 
attendance at medical boards. These allowances are payable 
with effect from October 1, 1949. ; 
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NHS. SUPERANNUATION SCHEME 
OPTIONS FOR LIFE ASSURANCE POLICIES: 


l When the National Health Service first came into operation, 


general practitioners who’ held life assurance policies and were 
on the lists of ‘executive councils on the appointed day were, 


subject to certain conditions, given the choice of coming into | 


the superannuation scheme or of “ contracting out” and receiv- 
ing the Government's 8% contribution towards the maintenance 


` of their policies., The option had to be exercised on or before 


October 4, 1948. 
This option was recently extended with effect from August 1, 
1949, to practitioners who joined the Service on -the appointed 


‘day for the performance of part-time specialist services and 


who at that time were also committed to paying substantial 
premiums on life assurance policies. The ‘option was available 


-until November 1, 1949, and any contributions paid into the 


superannuation scheme in respect of the period July 5,-1948, to 
August 1, 1949, by a part-time specialist contracting out of the 
scheme will now be refunded. 

In making this new option available the Ministry laid it down’ 
that a part-time specialist who was also a general practitioner 
and had exercised the original option would now be automatic- 
ally excluded: from the superannuation scheme in his employ- 
ment as a part-time specialist. 

. Following discussions with the Ministry it has now been 
agreed that a practitioner who has exercised either option will 
normally be’ regarded as outside the superannuation scheme for 
all future N-H.S. work. If, however, the practitioner so informs 
the appropriate employing authority by March 31, 1950, or 
within three months of taking up another appointment, he will 


not be excluded from:the superannuation scheme for the work. 


in respect of which he wishes to be in the scheme. 

Any practitioner engaged in hospital work who is eligible for 
inclusion in the superannuation scheme, and who has not 
exercised either option, will automatically be subject to the 


‘ordinary provisions of the scheme. 


£1,000? . nog 








Questions Answered 
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j ‘Fees for X-ray Examinations 


Cad Fe ad 
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ee Q.—(1) Is a whole-time consultant radiologist entitled to 
charge and retain two-thirds of the fee paid by a private 


patient, examined in a hospital x-ray department? .(2) Is a 


_ whole-time consultant radiologist entitled, to charge and retain! 


two-thirds of the fee of persons examined under Category LI 
in a hospital x-ray department ? 


A.—(1) No. A whole-time officer is not entitled to undertake 
private practice. (2) Yes. The’ items in Category II are services 


’ which the Minister is not committed to provide under the Act, 


and it is laid down that full- and part-time officers are per- 
mitted to retain fees in this category, subject to the proviso 


, that, where hospital, laboratory, and radiological facilities are 


used, . one-third of ‚the fee is retained by or remitted to the 
hospital. ' : i 3 


a 


Elderly Practitioner and Superannuation 


Q.—An eldery ‘practitioner nearing the retiring age of 65 
wants to employ an assistant (a) simply as an assistant, (b) with 
a view to ‘partnership and ultimate succession, or (c) with a 
view to succession. In each case how will such employment 


_ of an assistant affect the practitioner's pension under the super- 


annuation scheme, if the gross income of the practice is £2.000 
per annum and the gross income of the assistant or partner 


A—A practitioner who enters the National Health Service 
near the retiring age of 65, and who intends to retire at that 
age, will not be entitled to a pension under the scheme. He 


will be required to contribute 6% of his net remuneration and 


8% (ie; the employer’s contribution) of the assistant’s salary. . serve. ,. 
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He will, on retirement, receive a return of any contributions he 
has himself paid together with compound interest thereon. If 
the assistant becomes a partner, he will be responsible for his 


` 


own superannuation contributions. , | : 


1 al 


, a i 

Doctor’s Wife and Superannuation 

Q.—My wife is qualified and younger than I am. At present © 
domestic duties claim most of her time, but`she assists me in 
emergencies and during rush periods. In the event of my.death 
she would be forced to return to active practice and would 
presumably, take over part of' my present practice. ‘Is there 
any means by which she can start contributing towards super- 
annuation now? Apart from the question of death she will 
probably take part in clinical work when the children are older. 


A.—A doctor’s wife cannot contribute towards the super- 
annuation’ scheme in the circumstances stated unless she is 
Officially recognized as an assistant or partner. 


Choice of Optician: 


Q:—Is a medical practitioner in the National Health Service 
permitted to recommend a particular optician in the Service ? 


A.—Under the regulations a patient is entitled, on the recom- 
mendation of his génera! practitioner, to have his eyes tested by 
an approved ophthalmic medical practitioner or by an approved 
ophthalmic optician, Whatever advice the doctor may give, the 
choice lies with the patient. 








Heard at Headquarters - 








Swollen Agenda ; ” 2 


Business at Headquarters has accumulated: vastly during the 
last year or two. The other day the General Medical Services 
Committee’s agenda covered 90 items, and one. item alone 
spawned 20 sub-items, almost every one of ‘which called for 
a discussion. In addition there, were reports from five sub- 
committees. The agenda of the Council the following week 
covered -94 closely printed or typed foolscap pages, ‘embody- 
ing about 40 committee reports. Both chairmen of the two 
big “ autonomous ” committees—the Central Consultants and 
Specialists and the General Medical Services—on their re- 
election said that they had hoped this second year of their 
committees’ existence would be easier than the first; actually 
it looks like being more difficult, both in the number and in 
the complexity of the subjects presented. The remedy is not 
easy to see. Meticulous care is given to every item, even to 
such items as have only a local importance or relate to one 
individual case. At all costs—and the costs are heavy—the 
democratic principle has to be preserved in reaching any deci- 
sion. One of the reasons why dictatorship may have com- 


‘mended itself to some communities is that it is, by comparison, 
: 


so cheap. i: 
Multum in Parvo 


The new Annual Handbook of the Association for 1949-50 ' 
is out, rather bulkier than before, but not increased in length 
or width, so that it sits easily in the secretaria]’or other pocket 
as usual. Few handbooks impart so much information in so 
small a space. In addition to the usual information about the 
Association itself, the names and addresses of secretaries of 


Jocalemedica] committees, of clerks of executive councils, and of 


senior administrative officers of regional hospitals boards are 
all to be found within these orange covers, and a great many 
other names and addresses as ‘well’ The, Medical Practices 
AdVisory Bureau and the British Medical Guild are new activi- 
ties to be recorded. Another new section gives the particulars 
of the regional offices which the B.M.A. Council has set up 
in various parts of the country—eight of them in Eneland— 
with the names of the officers in charge and the local units they 
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THE REMUNERATION ` ISSUE 
yi G.M.S. COMMITTEE'S DECISIONS 


ye that the Central Pool will be continuously adjusted so as to main- 


tain in the future—whatever the changes necessitated by the heavy 
burden of work falling on general practitioners and whatever the 
increase in the number of ‘doctors—the levels of remuneration recom- 
mended in the Spens Report and which were accepted by the 
Government. ; ; 


A special meeting of the General Medical Sérvices Committee 

was* held, under the chairmanship of Dr. S. Wand, on 
7” December 1 to consider the letter from .the Ministry of 
`. Health, dated, November 14, intimating that any claim for 
-. larger total remuneration for ‘practitioners -in the National 
. Health’ Service could not be entertained. - . 


a Befofe proceeding to consider the next step to be taken, 
‘the committee devoted some time to an examination ‘of the . 
„computations set out in the Ministry’s letter. The chairman 


N ` 


. “estimated that on the basis of the figures given by the Ministry” 


ti 
In making public these resolutions the committee ‚desired to 
emphasize that this was not a claim for more money over and 
` above a ‘sum previously agreed, but a demand for a first settle- 
ment, and a guarantee that the principles of the Spens Report 
would be applied to the remuneration of doctors in the Service. 
The following were appointed to go to the Ministry with the 
resolutions: The Chairman (Dr. Wand), the Chairman of Coun- 
cil (Dr. Gregg), the Chairman of the Conference (Dr. Jope), 


practitioners were receiving at least £7 million less than the.sum 
to which they claimed to be entitled according to the proper 


" constitution of the Central Pool. 


_ ` Dr. Frank Gray said that, taking as a basis the Spens Report, 
` the ‘matter could be stated quite simply. The agreed figure 


of what the total income of ‘general practitioners ought to 
have been, before the war was £31.2 million. The claim for 


' 70% betterment would give another £21.8 million, bringing 


re 


` the total to £53 million. This figure, however, was based on 
Taking the Ministry’s figure of 18,936 as 
‘  the- present number of principals in the Service, an increase 


17,900 -principals. 


‘of 5.8% on 17,900, the~ amount would be brought up” to 
£56 million. The Ministry calculated the money available for 


aa 


- 1949-50 at £48.8 million. ' 


` 


_Dr. Goodman poiited out that certain items which the 


=< Ministry had included in its estimate of the total available . 


for the financial year were for matters which practitioners: in 
1939 would never have thought of financing out of their own 
incomes, as, for example, the Inducement Fund (some £400,000). 


The exchequer superannuation contribution (£2.4 million) should ` 


not be considered as implementing Spens. There were a number 
` of items of extra money in this estimate which should not be 
used to boost up the Central Pool. 

-, Dr. Rose said that the Ministry spoke .constantly of 
“ increase ” in remuneration, whereas what the profession was 
asking for was a, first settlement. . 

After further discussion the chairman mentioned possible 
ways of dealing ‘with the situation: (1) withdrawal from 
the Service; (2) resort to arbitration ;-(3) -further conversa- 
tions with the Ministry and challenging of figures; (4) stand- 
.ing by claim but suspending ‘further action until the economic 


` position of the country had improved; (5) no action. He 


suggested that the line which the committee might desire to 


.- take in the first instance might be to approach the Ministry 


again with a critical examination -of its figures, endeavouring to 
get agreement on the amount of the pool and at the same 
time: seeking an assurance on the implementation of Spens. 
It followed implicitly from the Spens Report that the Central 
Pool should be continuously adjusted in relation’ to the number 
òf ‘doctors and the maximum on the list. 

Dr. Dain said that it was essential to keep to the criterion 
of the number of doctors employed, and not the population. 
‘They must insist on including in the estimates all doctors in 


- practice, not only those in the Service, for the original calcula- 


_ Pool to meet this deficiency. i 


tion included all doctors. The proper assessment of the number 
of doctors at the present time was important, though when 
once Spetis had been implemented they would be finished with 
Spens—that is to say, remuneration would not indefinitely be 


- attached to the number of doctors but to the work done. 


The following: sesolutions' were adopted unanimously for 


' transmission to the Ministry: " 


L 


Conference of Local Medical Committees for a recalculation of the 


Central Pool in~the light’ of the facts now available is entgely. 


unsatisfactory and that an interview bè sought to demonstrate its 
inaccuracies, to calculate the sum by which the Central Pool is 
,short, and to reiterate the demand for an adjustment pf the Central 

(2) That before the January meeting of the General Medical: Ser- 
_.vices Committee an assurance be sought of the Ministry of Health 


“ 
rok 


‘ o d 
(1) That, in the view pf the General Medical Services Committee,, 
~ the reply of thé Ministry (dated November ?4) to the’ request of the 


‘Dr. H. G. Dain, Dr. Frank Gray, and Dr. W. M. Knox. `^ 


Medical Certification ~» 

In view of the forthcoming publication of the report of thé 
Interdepartmental Committee on Certification under the chair- 
manship of Mr. Archibald Safford, K.C., the committee con- 
sidered a letter from the Ministry enclosing alist of some fifty 
kinds of certificate required by the patient under or for the 
purposes of various enactments. The Ministry had indicated ` 


_ which certificates should and which should not,'in its opinion, 


be included in the prescribed list of certificates which a doctor 
is required to issue free of charge to his patients or their per- 
sonal representatives. The view of the Ministry was generally 
that certificates relating in any way to the social services, certi- 
ficates necessitated by rationing and similar controls, and certi- 
ficates which enabled a person to get other statutory benefits or 
exemptions fell. into the category of certificates which the 
doctor should be expected to issue without charge, and that 
certificates which did not fall into these categories, such as 
those which apparently related solely to fitness for a particular 
type of employment, and certificates which, are as a general 
rule’ given by doctors other than the patient’s own general ` 
practitioner, came into the other category. 

- The General Medical Services Committee made a painstaking 
revision of the list, and its observations are to be sent to the 
Ministry. z an 


“ Fees for Vaccination and Immunization 


A communication from the Ministry was received stating 
that the Minister. had been informed by the County Councils 


‘Association, the Association of Municipal Corporations, and 


the London County Council that they were prepared to agree 
that a fee of 5s. should be paid to a practitioner taking part 
in arrangements under Sect. 26 of the Act on receipt of a record 
in the standard form of the vaccination or immunization of a 
person on the practitioner’s list. It was added that with regard 
to vaccination the fee would apply either where the first injec- 
tion resulted in successful vaccination or where the record card 
showed particulars of a second attempt; and that a third 
attempt would carry with it an additional fee of 5s. With regard 
to immunization the fee would apply in respect of the com- 
plete process, normally involving two injections. Administra- 
tion of a boosting dose of prophylactic at a later age would 
count’as a fresh immunization. - 

The committee accepted the arrangement without prejudice 
to the question of simplification of the standard form. 





` + ee ee 


TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are, under- 
stood to require employees to be mémbers of a trade union 


- or other organization : i 


Metropolitan, Borough Councils——Fulham, Hackney, Poplar. 

Non-Coun, abn Councils —Dartford, Wallsend. 
Urban Distr ct Councils —Denton, Droylsden, Houghton-le- 
Spring, Huyton-with-Roby, Redditch (restricted to new appoint- 
ments), Tyldesley. ae 
L5 : ; : ' f 
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Unreasonable Demands by Regional Boards . 
. Sir,—Referees nominatéd by applicants fór hospital appoint- 


ments are being called upon at so late a date that it is always’ 


a matter of chance whether their replies will be received in 
time. Regional hospital boards fill in typescript forms with a 
date at the bottom that never allows a greater margin of time 
than seven days before the reply must be received back, which, 
allowing for postal delays, gives the referee not more than four 


_ days and sometimes less. 


Many of us have commitments that may keep us away from 


our desks for longer than that. And, even when we get back, | 


do the regional boards think that we have nothing else to do, 
and that everything can be dropped in order to cope with -their 
precipitancy ? 

Perhaps the whole thing is such a formality that they do not 
expect a reply. Even that would give some satisfaction, because 
then we would know that if it had been quite impossible for us 
to write in time our silence had-not.been used as evidence 


-against the candidate. But I know of at léast one election 


oe è ò m At 
where my failure to reply was given a'most serious interpreta- 


tion—and yet it was due solely to the thoughtlessness and 
discourtesy ‘of the board itself.—I am, etc., 


London, W.1. REGINALD WATSON-JONES. 


= 


Remuneration of General Practitioners 


Sirn,— We are all being told to work harder and not to ask . 


for more: money for so, doing. The advice is unpalatable, 
especially to those who think they were ill-paid last year. Pei- 
haps we are inclined to think the exhortation does not apply 
to. us. Most men will, however, agree that in the interest of 
the country the advice is sound. The T.U.C. have-accepted this 
view and acted upon it so far-as is within their power. o 
In discussions with :the Minister on questions of remunera- 


tion would it not be possible to register a protest, stake a claim,’ 


but agree not to press it until such time as the financial state 
of the country is more.satisfactory ? fa i 
. -Í make the suggestion with some diffidence, as I am not in 
general practice, but with the conviction that the medical pro- 
fession should not be the last to accept the realities of our 
present state——I am, etc., 

Selling, Kent, i : 


Tax on Prescriptions eat 


Sir,—In the Journal of October 29 (p. 971) an annotation 
enthusiastically welcomes the proposed ‘charge for prescriptions, 
though in the’ Supplement “The Secretary Reports” (p. 189) 
comments in a more non-committal way. .This schism even in 
one issue of the B.M.J. probably reflects the divided feelings 
on this matter among doctors. z 

Mr. Attlee stated that the purpose_of:this charge was “to 
reduce excessive .. . resort to doctors.” Clearly those who 


will be thus deterred are those who have to count every shilling ~ 
—an increasing number of our population as the effects of - 


devaluation and other aspects of the economic crisis develop. 
Time was, when we.criticized patients for not coming to the 
doctor in the early stages of disease. Surely one of our 
functions is`to see apparent trivialities where anxiety can be 
allayed and/or prompt measures taken to minimize damage. 
There_cannot be farge numbers of those who would be deterred 
by the 1s. payment who would have spare time to hang about 
a waiting-room for a matter which ‘they themselves consider 
trivial. : ba = i : 
One can-fully understand the worry of a doctor with a busy 


surgery and much domiciliary ‘and’ other work to be ‘done, and ' 


it is not surprising such an overworked doctor should demur at 
consultation for apparent trivialities. But can wwe, welcome 


. 


relief from overwork at the expense of the poorest-section ‘of 


C. Max PAGE. `` 


- CORRESPONDENCE. ` 


ra 


the community—those most likely to need ‘our’ advice on . 


account -of their unhealthy environment? It-ħas even.been 
suggested that the doctor ‘should collect and keep the fee in 


“lieu of increased capitation. I would beg of anyone harbouring 


` 
- 
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4 7 
such an idea that'he refér to the Supplement of June.4 and ‘ 
read a letter (p. 310) from’ Dr. Jan B.-K. MacGregor, who with 
suitable sarcasm has ‘depicted the probable result. 

There are other ways of relieving the burden of overwork on 
certain doctors: I would recommend the following: ` 

~(1) Reduce the maximum number of-patients allowed on a 
doctor’s list. I would suggest a reductidn to 3,000 as an 
immediate target, to be.followed by a further gradual reduction 
to 2,000 as more G.P.s are trained. 7 

' (2), Increase the efficiency of our, work by the provision of 
health centres on a large scale. -In these, with adequatesancil- 
lary staff, our treatment of patients, including -all frivialities, 
could undoubtedly be greatly speeded up and made more 
efficient. Moreover, the whole scope of general practice could 
be so extended as to take quite a. burden off hospital out- 
patients. Is this too expensive for a country which -spends 
enough on a grossly swollen military machine to build 5,000 
first-class health centres a year? If so, let us halve the 
expenditure on destruction and devote the money saved to 
construction.—I am, etc., p7 b ia 
` Brighton, l i R. S. SAXTON. 

Sm,—The profession seems: to have forgotten two very 
important and elementary factors in giving official {albeit luke- 
warm) approval .to the. Government’s proposed shilling~per- 
prescription tax. First, this will mean that payment ‘is 
demanded ‘before treatment is given, and if payment is not 
made treatment will not be given ; and, secondly, it is inhuman 
to tax illness.—I am, etc., 


Sixpenny Handley, Wilts. PAUL Harris. 


~ 


Two Alternatives 


Sm,—With regard to the letter (Supplement, November 19, 
p. 218)‘ received from the Ministry of Health, delivered with 
the obvious intention*that the last word has been said on this 
vexed question of remuneration, I feel that now we’ know 
exactly where we stand in the matter we can do something. 
We can do one of two things., % - 

(1) We can refuse to continue to operaté the Service under the 
terms imposed on us. We can do so provided we have the 
solid backing of the majority of the profession, provided that 
now in this engagement.we close our ranks and take the 
initiative. This solidity of opinion and of action is something 
which is necessary, but can we count on it? I think our.weak- 
ness will rest in the ranks of those who’ have maximum lists 
or who have large lists with few if any family commitments— 
in short, people who are sufficiently well off under the scheme 
to be indifferent to thé fate of their less fortunate colleagues, 
who are.not prepared to jeopardize their relatively large incomes 
by supporting any resistance movement as a whole. This is 
our weak point and we must recognize it. Unless a majority 
of doctors are prepared to withdraw from the Service, nothing 
can bè done to obtain better terms. This brings us to the 
second, thing which we can do: 

(2) Accepting defeat by the Minister, we can lick our wounds 
and make the best of a bad job. To make the best of this bad 
job we must have a redistribution of the funds provided. If 
we are to have no more, let us make the best use of what we 
have. We cannot with justice to all continue to provide: a 
uniform capitation fee of approximately 18s. We shall have to 
do-what we planned to do with the larger sum which we had 
hoped for and lessen the disparity of incomes between those 
with maximum lists and those who have small lists. We shall 
have to take the fund and arrange it so that we get, say, 25s. for 
the first 1,000 and 12s. for all the rest. This will result in a 
reduction of income,in the case of those with the large lists, 
but it°will very materially assist those who are deprived of the 
opportunity tò earn a decent living, generally through no fault 
of their own. This is what we must do if-we accept this rebuff 
frory our Minister. To avoid unnecessary argument regarding 
the amounts to be paid, I must mention that the figures given 
are merely serving to illustrate the method of payment. 

‘In short, the position is clear. We fight for our rights as a 
solid body of medical men at last asserting themselves, or we 
accept defeat and put our financial house in order.—I am, etc., 

Anstruther, Fife. f M. D. S. ARMOUR. : 
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` Private Practice for M.Os.H. 


 Sm,—1t is impossible to read without dismay the reply given 
by Dr. Kershaw (Supplement, Nover.ber 19, p. 221) to my letter 


` 


- regarding the stagnation of negotiations on salaries for M.Os.H. 


It was surely obvious from the outset of my letter that the 
salary of £750 per annum was in no way related to the M.O.H. 
but to the overwhelming proportion of medical officers who 
form the public health service and having, of course, a’ status 


other than that of M.O.H. This terminological: inexactitude, to 


use a Churchillian expression, can be assumed to be patently 


` 


obvious to those well-informed persons who form the bulk 
of the readers of the B.M.J., and I very much doubt, therefore, 
if it engendered any irrepressible desire on their part to ridicule 
this lapsus linguae. 

Dr. Kershaw contends that I did not even trouble to get my 
facts right, and to support his contention he differentiates. 
regarding £40 per annum. It is mathematically perplexing, how- 


_ ever, to find that he finally agrees that even £850 per annum 


is deplorably low. However, 1 submit that my letter could 
not have been so “ wide'of the mark ” as Dr. Kershaw tries to 
“make out, as seven authorities—to wit, Rochdale, East Ham, 


* Derby, Caernarvonshire, Southampton, Leeds, and Middlesex— 
_ advertise vacancies in the Journal of November 19 (in common 
_ with many previous advertisements of other authorities), with 


salaries of: £735. Whether on the evidence Dr. Kershaw is. 
any more within the mark with his value of £710 per annum 
against my £750 can be left to the discretion of the reader. 

‘The incongruity of the conclusion drawn by Dr. Kershaw 
to the effect that, if I were right, the majority of assistant medi- 
cal officers’ of health, etc., must needs have resigned in disgust 
within a year or so stands therefore on its merits. i 

Dr. Kershaw’s attempt at mind-reading through the medium 
of my letter is indeed a “rendering,”, for his idea that I 
“admirably calculated to produce precisely the wrong impres- 
sion” and advised an austerity-minded Government “to keep 


' ‘their salaries lows but make. the lazy fellows stir'themselves ” 


x 


y 


is as ridiculous as the imputation that private practice in this 
case should be regarded as “ earning money * on the side.” ” 
] should like to make it quite, clear that, as a member of that 
. service; nothing ‘was further from my mind-than an attempt to 
“belittle its great achievements. 
offer, any lucid explanation of the motives of persons who, 
regarding themselves as authorities in’ public health and preven- 
tive medicine, find it necessary to indulge in superlatives about 
our own apparent achievements to the derogation of institutions 
‘of other nations. ’ 
It is remarkable how acidly and with. what convenient facility 
Dr. Kershaw extracts a phrase from the context of my letter 
arid brings-about a transmutation of worcs to prove that I 
would have in my letter intentionally graded public health as a 


' second class” science to other branches of medicine, conse- 


b 
* 


` 


quently concluding in questioning my suitability to remain 
within ‘the scope of public health. x 

:My contention that our salaries are frozen for good has in 
‘no way been affected by the patronizing and crusading reply 
given to you by Dr. Kershaw.—I am; etc., . 


. Accrington, Lancs. v2 ' J. Katz. 
I ` l 
Prescribing of Appliances 


/ Sm,—I enclose some brief notes which I recently submitted 
‘to my medical staff committee drawing attention to the unsatis- 
factory state of affairs in regard to the supplying of surgical 
‘appliances under the N.H.S. I feel that they may be of interest 
to general practitioners and also to those who have to c8nduct 
such a,clinic. - i ee Oh i a eae 

It is a, soul-destroying occupation requiring , considerable 
diplomacy. A large proportion of patients. in my opinion, do 


< ~ 


© not require surgical appliances¢’and quite a number have: no 


sign: of the complaint for which an anpliance.‘has been ordered 


by their doctor. This involves the risk of;antagonizing large ` 


numbers of local, G.P.s by refusing to endorse’ their prescrip- 
tions. or alternatively a policy of irrespohsible acquiescence 


which is highly uneconomical. af oe 


K 


" CORRESPONDENCE 


I am at a loss, however, to’ 
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I have had no guidance on the criteria by which these cases 
are to be judged. The vast majority of patients are fat old 
bodies, sent up with the quite incorrect diagnosis of “severe 
visceroptosis.” These could quite well buy utility corsets such 
as, they have worn for years, and | see no reason why the State 
should provide them with surgical corsets at consideraole expense. 
There are quite a number of cases of ventral hernia, some of 
which: can indeed be controlled by a belt or corsets specially 
designed. On the other hand.many of .them require operative 
cure, as’ they are of such a nature that an appliance- would not 
control them. - ; 

There are usually two or three patients sent tp for wigs. 
Some of them are young women with alopecia—fair enough. 
But I have seen middle-aged men, and in one case a woman 
with a full head of grey hair. These’-were refused. Senile 
patients have been sent up with a request for a mechanically 
propelled chair. They will presumably ask for a new Morris 8 
next. People with oddly shaped feet of many years’ duration 
are provided with free shoes made to measure. There must be 
countless thousands of these waiting to cash in and never buy 
a pair of shoes again. l 

It will thus be seen that this “appliances racket” is one 
which will grow like a snowball to dimensions quite beyond 
economical fulfilment. I consider that rules and regulations 
from the Ministry of Health are a necessary protection for those’ 
in the unenviable position of having to judge these cases. 

The ‘Ministry, of Health has, indeed, issued an enormous 
schedule of appliances, many of which I am sure have never 
been heard of in a normal course of surgical training, but no 
advice is given about the indications for prescribing them at 


. the taxpayer’s expense.—I am, etc., 


' Portsmouth. me. j A. N. H.: PEACH. 
Domiciliary Midwifery 
. Str—It would appear that the Royal College of Gynaecolo- 
gists and Obstetricians think so little Of the’ general practitioner 
that they are making great efforts to preclude him from 
practising midwifery. To anyone really au , fait with the 
problems of domiciliary midwifery it is obvious that, despite a 
few examples of incompetent G.P. obstetricians, by and large 
the G.P. who is frequently caring for midwifery cases, both 
normal and abnormal, is performing a great service to the- 
mothers of this country. . It would: take up too much valuable 
space to enlarge on this point. 

But, as the midwife still undertakes the care of the bulk of 
normal cases‘in this country, does the noble College condemn 
all mothers who are fortunate enough to be normal cases to 
be denied all sedatives other than pot. brom. c. chloral. and all 
other analgesics other than gas with a varying amount of air ? 

In my-opinion the College would do better if it left the G.P. 
alone and saw fit to press for legislation allowing the midwife 
to prescribe—with suitable regulations—pethidine, and allow 
her, too; to use trilene analgesia. There are at least. two |’ 
machines on the market that are roolproof. I have no doubt 
that normal cases which are in hospital nominally under the 
care of a specialist in obstetrics have the benefit of these aids 
when delivered by the hospital midwife.—I am, etc., 

London, S.W.11. JAN SAMUEL. 


Buy and Sell Practices 


Sm.—Undoubtedly the time has now come when all doctors 
should stand firm together and should say to Mr. Aneurin 
Bevan: Dear Mr. Bevan, we have no furthe® use for you, we 
will no longer work for or with you; we will revert to our 
ancient, time-honoured, and, fur most of us, verminous prac- 
tices. We will charge our patients for our services as of old, 
and we will buy and sell our practices as and when we like.— 
l am, etc., 


Bracknell, Berks. R. H. P. Hick. 


“Need” and “ Must ” 


Sir,—l, understand that the terms of reference for the Sir 
Henry Cohen Committee are, briefly, to define those drugs and 
appliances for.use by general practitioners beyond which they 


need not go. I hope that this committee will remember medical 
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history and so word. their recommendations that the operative 
word remains “need” and cannot be changed to “ must.”— 
I am, etc., rf 


Cromer, Norfolk A.: HENRY GREGSON. 


~ ~ 


Constitution of Council 


Sir—In his letter (Supplement, December 3, p. 247) Dr. 


Ronald Gibson accuses the Organization Committee and the 
Council of sloth, of ignoring the instructions of the Representa- 
tive Body, and thwarting the will of the profession. All these 
strictures are based on erroneous statements. 

The Organization Committee is, of course, a Standing Com- 
mittee of Council and has, been in existence for many years. 
It was not, as stated by Dr. Gibson, appointed at Cambridge 
in 1948 with certain “terms of service.” No resolutions were 
passed at the A.R.M. at Cambridge requesting any alteration in 
the methods of election of members to Council. 

After this meeting Council deciced to review the B.M.A. 
constitution and machinery. The Organization Committee gave 
first priority to the methods of election to Council, and took 
note of the various Winchester Memoranda which were being 
circulated at that time, and invited representatives from 
Winchester to meet it. Early this year Council adopted pro- 
posals for a radical change in its constitution, and these were 
brought before the A.R.M. at Harrogate last June. The best 
part of one morning was occupied in discussing them, with the 
result that the R.B. passed one positive resolution—i.e., that 
the number of members directly elected to Council should be 
increased. The proposals of Council were referred back. The 
debate was controversial and showed that there was much 
difference of opinion on details. If a majority of Divisions 
agree with Winchester it is odd they did not make this apparent 
- at Harrogate. Dr. Gibson says that Council has decided that 
there should'be a certain number of co-opted members ;.in fact 
Council referred a suggestion to this effect to the Organization 
Committee for study and report. Council agreed on November 
16 that there should be an increase in the number of" directly 
elected members. : 

The Winchester Division has asked Divisions to support a 
demand for a Special Representative Meeting. Council con- 


sidered a proposal that an S.R.M. should beheld and decided ` 
against it by 25 votes to 18.‘.The reasons that actuated the: 


majority were not given in the necessarily abbreviated. report in 
the Supplement of November 26 (p. 228). They were: 

(1) The statement of the Treasurer that the cost of a Special 
Representative Meeting would be about £1,000. 

(2) There will be a four-day meeting of the Representative 
Body next year instead of the usual three-and-a-half, and this 
should provide ample time for debate. . 

(3) It would be a hardship both to Division and to candidates 
if electoral areas are changed just before an election—I am, 
etc., 

Weymouth, Dorset J. A. PRIDHAM. 


Urgent Admissions to Hospital 


Sr, —Dr. I. Langdale Gregory’s letter (Supplement, Novem- ` 


‘ber 19, p. 222) gives expression to such an undesirable attitude 
on the part of hospital registrars towards their (frequently more 
experienced) colleagues in general practice that we feel com- 
pelled to intrude upon your columns in order to show that not 
all registrars think thus. . 

The percentage pf G.P.s who may adopt the tactics mentioned 
in order to obtain admission of their patients is small, and Dr. 
Gregory must hold a poor opinion of the integrity of consul- 
tants if he thinks that they would be a party to this practice. In 
our opinion the great majority of G.P.s are honest in the details 
they submit about their cases. 

The tendency to reduce the G.P. to the status of a not very 
competent first-aider is becoming all too common. He is 

` expected to have a working knowledge of all the specialties ; he 
has to bear with the suggestions and proposals of the patient 

and his relatives (nowadays -often dangerously learned in 
medical matters by an ill-informed lay press). Think of what 
an overworked conscientious G.P. must feel when he contem- 
plates a critical visit of ‘a hospital registrar (one who all too 
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frequently nowadays knows less in all branches of medicine 
other than in his own field than his experienced G.P. colleague), 
and' whose virtual function will be to affirm or deny the G.P.’s 
assessment of the case. One cannot escape the conclusion that 
Dr. Gregory tends to classify G.P.s under two classes: (1) those 
who wilfully misrepresent the true picture, and (2) those who 
are so incompetent that they are unable to assess the true 
picture. ; 

May we add that the idea of a lot of registrars milling about 
in the fog to find genuinely urgent cases_warranting immediate 
admission is worthy of a Marx Brothers film, were it fot for 
the horror of its cost in time and taxpayers’ money and the 
pernicious reflection implied upon the medical skill and moral 
integrity of our G.P. colleagues ?—We are, etc., 

K. G. GREEN. 

London, N.19. F. P. O’SULLIVAN. 


Unfortunate Position 


Sir,—After the second plebiscite our representatives advised 
us to join the Service. Neither they nor the Government issued 
commands. “Principal” (Supplement, November 19, p. 223) 
could have continued offering his services to the patients who 
preferred his attentions to those of his six local competitors, but 
being shrewd enough to realize that their passive preference for 
him might change to active preference for someone else, with 
very obvious financial results, he joined the Service. The 
important point is that, knowing the conditions of joining of 
which “ unspecified amounts ” and “indeterminate date” were 
parts, he elected to do so. Jt was a personal decision, and the 
lesser of two financial evils. That he was manceuvred into such 
a position, which only allowed him a Hobson’s choice, was 
unfortunate, but he can’t blame the Government for it—much 
as we'd like to. He must blame his colleagues—roughly 60% 
of them—who could not trust each other to put principles above 
money. 

Having voluntarily given up his capital (his practice) for an 
annuity (the “unspecified amount” at “an indeterminate 
date’), he now not only states that he didn’t sell his practice, 
but wishes and is allowed as much control in its use and distri- 
bution as he rightly had before July 5. He should be very 
grateful to his fellow principals who represent the profession 
for arranging this. If they had looked after the unestablished 
doctors’ interests as carefully the gratitude would be more 
general. I mentioned this point in my original letter from which 
the extracts were taken, and suggested a reason and a remedy 
for the negligence. i; 

With your permission, Sir, I will leave the side-tracks which 
lead to basic salaries and relay races for another occasion.—l 
am). etc., 
' Cambuslang, Lanark. D. G. SMITH. 


Size of Capitation Fee 


Sir.—It is difficult to understand how anyone with even a 
smattering of knowledge ‘of the policies of drift, extravagance, 
and expediency of our present rulers could have imagined that 
the profession had the slightest chance of securing a large 
increase in the capitation fee, however righteous our claim, 
unless the profession itself was prepared to take extreme 
measures to enforce compliance with its demands. On the other 
hand no realist, who acknowledges that a great many doctors 
are better off than they ever were, or might have ever hoped 
to become, can envisage adequate support for extreme measures. 

Is it altogether unreasonable to ask that our leaders and 
representatives should now desist from bayingfor the moon and 
turn their attention to the gross injustice implicit in the fact 
that the present capitation fee can vary by as much as 3s. Id. 
as between one area and another? Thé explanation handed 
out ad nauseam by B.M.A. officials and by the Ministry is that 
the gifference is to be accounted for by certain first charges on 
local pools. The Ministry is-able to add that the method of 
distribution has been agreed by the profession. It seems that 
anyone, who egreed’to anything which would lead to, such 
inequity should be willing to admit that ‘a mistake had been 
made and that under a national health service there should 


be a national capitation fee. 
Pa 
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IL have gone to some trouble to analyse ‘the last statement 
sent by the Executive Council for Cornwall, and so far as I can 
make out there isa sum of £25,000 in a full year which is'not 

accounted for even if’ one deducts all the prior charges and 
_ compares with what the position should be to give us the highest 
|" existing capitation fee, 17s. 10d. per annum, eyen on the unlikely : 
supposition that.there are no prior charges on the focal pool 
‘of the.Shangri-La, where that amount is paid.—I am, etc., © cowardice, the second a tiring tedious task. è 
K a DONALD M. O'CONNOR. The registrars from the non-teaching hospitals have an 
i i ‘ organization in which they can make their voice heard. - 


r a ‘ l ' ev a . i a F LJ » . . . . * 
Sık, —There seems to have been surprisingly little reaction to Majorities can overthrow minorities, but in so doing sow the 
seeds of their own inevitable destruction. The caution of the, 


‘; your recent publication (Supplement, October 15, p. 169) .of 
-` . figures which show that there is as much as 3s. per annum: teaching-hospital registrars to this group. has been founded 
'- difference in the capitation fee paid to doctors in various parts mainly on ‘doubt and suspicion. Nothing happened at the 
of the country. ` inaugural meeting to disperse these feelings, whereas much 
happened to aggravate them. ` k 


Here`in Cornwall we ‘are .receiving quarterly emoluments o. 
‘The group must make determined efforts. to gaim the confi- 


<, equivalent to an annual payment of 15s., 6d. We, are thus. 
2s. 3d. per head less well paid for our patients than doctors in dence of the teaching-hospital registrars.. Only then can it 
claim to speak with one voice for the whole, registrar class.—I 


= | relatively more fortunate areas—a gross sum of £36,514. We 
are told that the difference is to be explained by emergencies, am, etc., 
. anaesthetics, basic salaries, and so on, but according to the Stanmore, Middlesex, © HAROLD E. THOMAS. 
most recent statement these account for a net reduction for the r z 
` quarter of £2,812 or £11,248 for a full year. . This seems to 
leave £25,266 entirely unaccounted for even if one accepts in 
’ full the explanation put forth by both the B.M.A. Secretariat 
and officials of the Ministry. , ee 
If £25,266 can disappeaf into thin air in one area, there is 
` little reason: to suppose that the figures in others where the 
doctors are paid so much less than the 18s. which was originally 
mooted could stand up to very close scrutiny. '; 
One seems not to need to look as far afield‘as the groundnuts 
_,scheme to find an odd financial muddle*—I am, ete., 
* Polyphant, Corhwall. “ ` GEORGE McC. Rosson. : 


not seem such as make the teaching registiars- feel that their 
interests will be adequately served. ` a 

The registrars from teaching hospitals must choose from. two. 
‘courses. Either they. can follow their fears that their quiet . 
voice will be drowned in the present conclave, and completely 
boycott the organization; or else they enter it with all the 
power they possess to re-form it. ‘The first is a counsel of 


. Launceston, Cornwall. 


Supplementary Ophthalmic Service 


Sir,—Dr. Charles Cockburn’s letter (Supplement, November 
19, p. 222) draws attention to the scope of the Supplementary 
Ophthalmic scheme, but, whilst agreeing ‘with his main conten- 
tion—namely, thatthe scheme provides for. a “ sight-testing ” 
examination only—I feel that ‘there is another side to the 
problem. ’ ` e ' 

The cases of ocular pathology enumerated by your correspon- 
dent form only a small proportion of the total using the scheme, 
and even these are not always easy of diagnosis: It is difficult 
- ‘for the general practitioner to divide all ophthalmic cases into 
pi : TEE those which are “ pathological ” and those which are not. Most 

i _ Fixed Capitation Fee , patients complain of symptoms—e.g., headaches, defective 

Sir,—I trust my ignorance ‘of national, economics may be vision, etc. These may or may not be due to “ pathglogical” 
k excused. My simple mind fails to understand why general causes. The great majority are not, but .in-many cases only 
z -+practitioners cannot be paid a fixed annual sum, say 18s., for expert examination can tell. The Supplementary Ophthalmic 
- each patient on their lists, instead of an indeterminate amount Service provides this. - 

arrived at by dividing a computed figure representing a hypo-’ Dr, Cockburn ignores the fact that. the Supplementary 

thetical percentage of the estimated population of the U.K. into Ophthalmic scheme is not mediated solely by “ sight-testing 
. an` astronomical number of fm., which “global” sum is opticians.” The majority of ophthalmologists in this country - 
. ‘determined by a_ devious mathematical process involving so participate in the scheme, either at medical eye centres or at 
__ » r many unknown or conjectural factors that the answer can only their own rooms. Also, there must be many areas where hospital 

be correct to within plus or minus x.—l am, etc., facilities are not so readily available as in large centres like 

T. E. Morrison. Aberdeen, in which casè the presence of a medical eye specialist 
l ' ‘ 4 a = operating the scheme is an immense boon. 

ae l : More Patients Now It is rather hard on patients that they should be sent, perhaps 

Sm,—It seems to me fallacious to base the ‘remuneration for quite unnecessarily | to hospital to wait possibly for hours, 
. general medical practitioners on total pre “war earnings. ' possibly in ‘discomfort, when they can be seen through the 


_* . The Minister of Health has stated in support of the health Supplementary Ophthalmic scheme ‘in comfort and át a time 


scheme that a large number of people previously unable to convenient to them. It is also rather hard on the unfortunate 
afford to get medical attention now get it and many more now hospital officer, who has usually quite enough to do coping with 


get attention earlier. If these people had got medical attention the work he has. I feel that the Sup plementary Ophthalmic 
scheme performs a very useful function in saving the hospitals 


* 





+: . 
Stirling. 
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A before the war and got it earlier the total general practitioner Sars ati isch a ; . 
remuneration would have been much more, in fact ‘probably much unnecessary , work with wien they were § Lorimerty 

‘ doubled or nearly so. : burdened. Also, it must be instrumental in sending to hospital - 
Therefore it is clear by the Minister’s own statement that the many cases requiring hospital treatment which might not other- 
. present general practitioner remuneration is too low, for surely: wise have been sent, and at an earlier stage than was formerly 


the case. ` A - 

That the scheme has cost as much as it has.is simply the 
expression of an unsatisfied need which far exceeded all expecta- 
‘tions, It should not be condemned on the evidence of one 
example of what would appear to be excessive zeal. There 
should be machinery for dealing with that sort of problem. 
_: To my mind, it is one part of the Health Scheme: which has_ 
justified its existence, and must have increased enormously the 
dcular efficiency of large numbers of individuals. And what | 


.'. I as ‘a general practitioner am to be paid according to the 
’ amont of work Iam expected to do. If there were a panacea 
to prevent all forms of illness and given to all, I would have 
no work to do and would be paid nothing.—I am, etc., 
- Leigh-on-Sea, Essex. Bee ae a A.H. LEVERS. 
4 i re 2 f 
o ' Registrar Group: Lo 
, t. SR —I for one was full of hope at the formation, within the 


B.M.A., of a Registrar Group. Having attended the in#ugural 
meeting I am full of foreboding at the prospect and would be 
dishonest to myself not to express these misgivings. - l 
Most will agree that the problems of the two types of registrar 
—teaching ‘and non-teaching—are different. The new organiza- 
tioh seems to contain very many members from non-teaching 
and:very few from teaching hospitals, while the organizers do 
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greater contribution to national efficiency could a national 
health scheme be expected to devise ? one 

It may be done more cheaply, possibly at the expense of the. 
ophthalmic practitioner, and at great public inconvenience, but 
I doubt whether it would be done as well. It would probably 
not result in fewer glasses being prescribed. It is my belief 
that very few pairs of glasses are prescribed unnecessarily, and 
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there are many cases in which it is a matter of opinion whether 
they are necessary or not. The prescribing of glasses ‘is not 
entirely a matter of correcting refractive errors.—I am, etc., 

London, W.1. ~ % s ` R. U. GILLAN. 


` È y 


| POINTS . FROM 
General Practitioners’ Pay 


Dr. S. SHuBSACHS (Manchester) writes: 
ovember 12, p.°213), who is not a National Health 
Service G.P., is satisfied that the G.P.s’ salaries are adequate—because 
they have other sources of ‘income in many cases, as he did before 
the war. Sir, what was Dr. Bell’s income, and how did, and does, it 
compare with the present average of a G.P.? Dr. Bell tells us that 
there is still a lot of private practice. Most ‘patients know that they 
have only to hand in their card to get the same treatment free, and 
most of them have done so. Private practice is dead.... 
Most ‘of Doctor , Bell’s. part-time jobs are now full-time with 
no private practice, and the G.P. specialists are in ‘fact dying- 
out... . What irks most is the sneer at the end of his letter about 
more money for Jess work. That is pure humbug, as even the 
Minister of Health is aware that the G.P.’s work has increased and 
claims that the shilling per prescription will help to reduce it. ... 


Dr. Aec Warttison, (Crail, Fife) writes: ... If he [Dr. Bell] 
were practising in this area he would find that there are no other 
methods of adding effectively to one’s income, Extra appointments 
are non-existent; private patients can be counted on the fingers of 


one hand, and‘ amount to 0.2% of the practice. There is.no-time to ` 


take on other specialist-work and do it adequately. The nearest 


hospital for carrying out investigations is roughly 23 miles away 


‘over a ferry... . 


Has he any idea of the difficulties of, and the 
financial strain involved in, buying a share in a practice, buying a 
house, keeping a family in adequate comfort, and educating, children 
decently in a country where his eight or nine shillings is equivalent 
to twenty or twenty-three present-day shillings ? Or for that matter, 
after ten or so years’ experience, found himself looking for appoint- 
ments that were already filled by younger and less experienced people 
who had not done four or five years’ service abroad with the 
Services? ... ° - 
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Association Notices 


HARMAN PRIZE , 


NATHANIEL BISHOP. 

The Council -of the British Medical Association is prepared to 
consider the award of the Nathaniel Bishop Harman Prize in the year 
1950. The value of the prize is approximately £100. The purpose of 
the prize is the promotion of systematic observation and research 
among consultant members of the staffs of hospitals who are not 
attached to recognized medical schools, It will be awarded for the 
best essay submitted in open competition.’ The work submitted must 
include personal observations’ and experiences collected by the 
candidate in the course of his practice. A high order of excellence 
will be required. No study or essay that has been previously pub- 
lished in the medical press or elsewhere will be considered eligible 
for the prize. 


- Any registered medical practitioner who, is a consultant member 


of the staff or senior hospital medical officer of a hospital in Great 
Britain or N, Ireland and is not attached to a recognized medical 
school is eligible to compete. If any question arises in reference to 
the eligibility of. a candidate-or the admissibility of his ‘essay the 
decision of the Council shall be final. 
‘Should the Council of the Association decide that fio essay sub- 


‘mitted is of sufficient merit, the prize will not be awarded in 1950 
. but will be offered again the year next following this decision, and 


in: this event the money value of ‘the prize on the occasion in 


“question. shall be such proportion of the accumulated income as the 


Council shall ‘determine. i = 

The writer of the prize-winning essay may be required to prepare 
a paper on the subject for publication in the British Medical Journal 
or for presentation to the appropriate Section of the Annual Meeting 
of the Association. Each essay must be typewritten or printed in 
the English language, and must be distinguished by a title and a 
motto. The essay must not bear the name of the writer, which should 
be sent with the essay in a-sealed envelope bearing only the motto 
op the outside. ao ` ; 4 

The title of the proposed essay and the motto should have been 
notified in writing to the Secretary by December 1, 1949, on a form 
obtainable from the Secretary. Essays must be forwarded to reach 
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' Secretary. ' 
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‘Dr. W. A. H. Bell 


_ of sufficient merit no award will be made. 


- candidate or the admissibility of his or her essay the decision 
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the Secretary, BritishsMedical Association, B.M.A. House, Tavistock 
Square; London, W.C.1,.not later than March 31, 1950. The prize 
will be awarded at the Annual Meeting of the Association to be-held 
in -1950. Inquiries relative to.the prize: should be addressed to the 


—_ 


SIR CHARLES HASTINGS CLINICAL PRIZE 


‘The Sir Charles Hastings Clinical Prize, which consists of a 
certificate and a-money award of 50 guineas, is again open for 
competition. The following are the regulations governing the - 
award: : - 2 ° 


1. The prize is established by the Council of the British Medical 
Association for the promotion of systematic observation, research, 
and’ record in general practice. | 
~2. Any member of the Association who is engaged in genera 
practice is eligible to compete for the prize. - 

3. The work submitted must include personal observations and 
experiences. collected by the candidate in general practice, and a 
high order of excellence will be required. If no essay entered is 
It is to be noted that 
candidates’ in their entries should confine their attention to their 
own Observations in practice rather than to comments on previously 
published work-on the subject, though reference to current literature 
should not be omitted “when-it bears directly on their results, their 
interpretations, and their conclusions. 

4. Essays, or whatéver form the candidate desires his work to 
take, must be sent to the British Medical Association House, 
Tavistock Square, London, W.C.1, not later than December 31, 1949. 
The prize will be awarded at the Annual General Meeting of the 
Association to be held in 1950: 

5.8 No study or essay that has been published in the medical 
press or elsewhere will be considered eligible for the prize, and 
a céntribution offered in one year’ cannot be accepted in any sub- . 
‘sequent year unless it includes evidence of further work. A 
prizewinner in any year is,not eligible. for a second award of the 
prize. : f f 
6. If any question arises in reference to ‘the eligibility of he 

o 
the Council -on any such point shall be. final. i oot 

7.. Preliminary notice of entry for this competition is required, 
on a form to be obtained from the Secretary. 

8.- Each essay must be typewritten or printed, must be dis-- 
tinguished by a motto, and must be> accompanied by a sealed 
envelope marked with the same motto and enclosing the candidate’s 


_ name and address. 


9. The'‘writer of the essay to whom the prize is awarded may, 
on the initiative of the Science Committee, be requested to prepare 
`a paper on the subject for publication in the British Medical 
Journal or for presentation to the appropriate Section of the Annual 
Meeting of the Association. : , 

10. Inquiries: relative to the prize should ‘be’ addressed to the 
Secretary. ` Hee 


` 


~ PRIZES FOR MEDICAL STUDENTS, 1950 


The Council of the British Medical Association is prepared 
to consider the award in 1950 of prizes to medical students 
for essays submitted in open “competition. 

The subject of the essays ‚shall be “Clinical Teaching in 
Relation to the Practice of Medicine.” 

The purpose of these prizes is the promotion of systematic 
observation among medical students: In awarding the prizes 
due regard will be given to evidence of’ personal observation. 
No study or essay that has previously appeared in the medical , 
press or elsewhere will be considered eligible for a prize. ‘Any 
medical student who is a registered member, of a medical 
School in Great Britain or Northern Ireland at the time of 
submission of the essay ‘is: eligible to compete for a prize. 

If any question arises in’ reference as to the eligibility of 


- a candidate or the admissibility of ‘his or her ‘essay, the decision 


of the Council of the British Medical Association shall be 
finale In determining the number and the value of the prizes to 


“be awarded the Council will take into consideration the number 


of essays received., Should the Council decide that no essay 
entered is of sufficient merit, “no' awards will be made. 

Each essay must be typewritten or legibly written in the 
English language, on one side of the paper only, must be 
unsigned, and must be accompanied by a form of application 


` 
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which can be obtained from the undersigned. ‘Essays must 

be forwarded so as to reach the Secretary of the British Medical 

` . Association not later than December 31, 1949. Inquiries rela- 

tive to the prizes should be addressed to the Secretary, British 

` Medical Association, B.M.A. House, Tavistock Square, London, 
. W.C.1. - 


North-west Metropolitan—Professor S. J. Cowell, Mr. A. Staveley 
Gough, Dr. W. J. T. Kimber, Professor J. M. Mackintosh, Miss 
Esther Rickards, Dr. H. W. C. Vines. ` l i 
North-east Metropolitan —Dr. L. Comyns, M.P., Dr. Helen M. M. 
Mackay, Professor S. P, Bedson (resigned—not seeking re-election), 
Dr. R. Strom-O'sen (resigned—not seeking re-election). 
. South-east Metropolitan—Dr. E. R. Boland, Mr. F. E. Feilden, 
P i . CHARLES HIL, Dr. A. T. Rogers. 
n N ` Secretary. l South-west Metropolitan—Dr. D. Curran, Dr. C. B. S. Fuller, 
a S 3 ' Mr. M. F. Nicholls. ` j 


; 5 Oxford.——Mr. A. R. Banham, Dr. D. S, Jones, Professor T. 
- RADIOLOGISTS GROUP 


Pomfret Kilner, Mr. J. A. Stallworthy. Dr. A. Q. Wells (chairman). 
: South-western.—Dr, C. T. Andrews, Dr. W. Niccol. 

' Members of the Association predominantly engaged in radio- 

logy are invited to apply for membership of the Radiologists 





‘ 


~ o 


Welsh.—Dr. I. J. Davies, Dr. D. H. Pennant, Professor O. H. 
Williams. 
Group. This Group is mainly concerned with matters affecting pirmingham—Dr. J. A. Brown, Mr. L. A. Dingley. 
the terms of service of its members, and it is felt that there are 
. many members of the Association who are eligible but who are 
not yet members of the Group. Application may be made on 


` Manchester—Professor H. S. Raper, Dr. J. D. Silverston, Sir 


John Stopford (chairman). 


Liverpool.—Sir Henry Cohen,. Mr. A. A. Gemmell, Dr. J. E. 
Nicole. 





the appended form, which should be sent to the~Secretary. ` 


Further supplies of the application form may be obtained on , - Diary of Central Meetings 


i request. ; i . 
T CIATI DECEMBER 
T ay BRITIS H MEDICAL ASSO TION S 12 Mon Psychological Medicine Group Committee, 2 p.m. 
RADIOLOGISTS GROUP Yo , - 13 Tues Central, Ethical Committee, 2 p.m. 
Form of Application for Membership 14 Wed Drafting Subcommittee, 10.30 a.m. 
'To the Secretary, ae _ 7 14 Wed. Public Relations Committee; 2 p.m. 
British Medical Association, B.M.A. House, d T N 15 Thurs. Publishing Subcommittee, 11 a.m. 
Tavistock Square, London, W.C.1. ao as 15 Thurs. Charities Committee, 2 p.m.“ 
‘I wish to apply for membership of the’ Radiologists Group, which. 15 Thurs. Journal Committee, 2 p.m. | 
~ 38 composed of members of the Association engaged predominantly 15 Thurs. Radiologists Group Committee, 2 p.m. 
in the practice of radiology. 16 Fr Public Health Sub tt f th Medical 
{ understand that the inclusion of any individual within the Group en Fun aa Saal ‘Cou neil Toe Q s wa 
is at the discretion of the Group Committee subject to appeal to , 7 : ee PAE A : 
` the Council of the Association. . l 6 Fri. Committee re Capital Punishment, 2 p.m. 
.Iama member of the Association. I am a radiologist, and am , I6 Fri. Public Health Committee, 2 p.m. 
engaged predominantly in the practice of radiology. = 19 Mon. Armed Forces Committee, 2 pim. i 
`z Name (in Block Capitals) .......... AGC Shes es 21 Wed. Pro'ection of Practices Subcommittee, 11.15 a.m. 
OES oe ca n7 ` 21. Wed. ‘Film Committee, 2 p.m. . 
Qualifications oonan aaa. a eee 22 Turse, Assistans Subcommittee, 11 a.m. 
, Date of Qualifying .......... LLL. T 22 Thurs. Occupational Health Committee, 2 p.m 
. Appointments ...... cece cence ecee LLL LLL a en f e. : 
f j i Branch and Division Meetings to be Held 
; PPA A a E Be aa mS al ana i E E Glad a ans AAR a a Bo oa EAST SUEFOLK Division.—At Oriental Café, Westgate Street,’ 
4 Ipswich, Wednesday, December 14, 8 for: 8.30 pim., informa! dinner. 
a ne eee nearer ee ay Mpc Cees GREENWICH AND DEPTFORD Drvision.—At Brook Hospital, 
Sinod ce ee ere Shooter’s -Hill, Woolwich, London S.E., Wednesday, December 14, 
rer 2.30 p.m.,.clinical meeting by Dr. J. V. Armstrong. ` 
POSS i kscicwiesd Patera ENA eee 


HENDON Division.—At Hendon Hall Hotel. Wednesday, Decem- 
x i ber 14, 8.30 p.m. Mr. E. W. Riches: “ Acute Retention.” Illustrated 
ee ‘by lantern and film. : - 


2 4 ; l Te KINGSTON-ON-THAMES Diviston.—At Kingston Hospital, Wolver- 
ý f ; ton Avenue, 'Kingston-on-Thames, Tuesday, December 13, 7.30 p.m., 
clinical evening in Obstetrics and Gynaecology. 


LEIGH Diviston.—At Boar’s Head Hotel, Leigh, Tuesday, Decem- 
ber 13, 8.30 p.m., address by Miss K. I. Liebert: “ Foetal Mortality 
and Morbidity.” 


Norwicn DIVISION —At Nurses’ Home, Norfolk and Norwich 
Hospital, Thursday, December 15, 7.30 p.m., Dr. Mildred Creak: 
“Some Aspects of Child Psychology.” 


RicHMonpd Drviston.—At Richmond Hill Hotel, Wednesday, 
-December: 14, annual dinner and dance. Bi ' 


-i 

SCARBOROUGH Division.—At Scarborough Hospital, 

December 15, 8.30 p.m., clinical meeting. Mr. R. 
“ Hips.” A 

SouTH-WeEst Essex DIVISION.—At Thorpe Coombe Maternity 

Hospi'al, Walthamstow, E., Wednesday, December 14, 8.30 p.m., 

discussion: “ Haemorrhage and Shock.” Dame Louise McIlroy and ` 
Dr. F. E. Camps will give the opening addresses. 


Swansea Drviston.—At Osborne Hotel. Laneland, Thursday, 
December 15, 7.30 p.m., Professor C. Maclaren West: “ Medicine 
and Embryology ”; 7.45 p.m., dinner. 


-  TUNBRIDGE WELLS Diviston.—At Kent and Sussex Hospital, 
Wednesday. December 14, 8.15 p m.. Dr. H. V. Dicks: “ A General 
Practitioner’s Place in Modern Psychiatric Treatment:” 


West Minviesex Diviston—At Oldfield Hotel, Greenford, 
ee P Sembe 14, 9 p.m. to 1 a.m., -buffet-dance. Tickets 
- 12s. 6d. each. 


, WINCHESTER Diviston.—Wednesday, December 14, ‘clinical meet- 
ing; Saturday, December 17, medico-legal Christmas dinner. 


7 REGIONAL HOSPITAL BOARDS 
FILLING VACANCIES 


. Approximately’ one-third of the members of regional hospital 
- boards, including a number of medical members, are due to 
` retire on. March 31, 1950, being eligible for reappointment. 

The Association, in common, with a number of other bodies, 
professional and lay, has been invited to submit, not later than 
December 31 next, nominations for the consideration of’ the 
Minister in filling the vacancies which will‘ arise. Accordingly 

' regional consultants and specialists committees’ have been asked 

‘to consider the pqsition, and after consulting with’ local medi¢aL 

committees; or grouped local. medica} committees, to submit to, 

' the Central Consultants and Specialists Committee for trans- 

mission to the Ministry the names of those practitioners whom 
they wish to be considered for appointment. 

The names of the retiring medica] members are as folliws: 

Newcastle ——Professor R. B. Green, Professor W. E. Hume, 
Dr. J. R. Murray. . ae 

Leeds.—Mr. G, W. Black, Professor A. M. Claye, ®r. J. I. Russell. 

Sheffield —Dr. Margaret G. Bott, Dr. K. K. Drury, Dr. J.-P. W. 
Jamie, Professor G. L. Roberts. ahi. 

East Anglia—-Mr. M. W. B, Bulman, Dr. R. B. Fawkes. 


Thursday, 
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THE SECRETARY REPORTS 


RETROSPECTIVE ` APPLICATION 


The terms and conditions of service now being implemented for 


hospital medical staff apply with retrospective effect tothe 
appointed day. Boards have discretion to make -adjustments 
of salary, items-of-service payments, expenses, etc., relating to 
the interim period, on the understanding that the effect to 
be achieved, so far as practicable, is that which would have 
obtained had the terms and conditions as a whole been in 
operation since July 5, 1948. 
given in the explanatory memorandum issued by the Ministry 


‘with: the terms and conditions of service. 


-7 


General Application 


In general, the salary will be adjusted in accordance with 
the practitioner’s recent grading, except where different posts 


Guidance on this subject is. 


have been held since July 5,:1948... The retrospective adjust- 


ment will be made in relation to the amount of services rendered - 


during the period for which an interim remuneration has been 
paid, ‘and not—where there is an alteration—on the basis of 
the permanent contract. 

Thus, a consultant who has bern doing four sessions and 


.is now offered a contract for six sessions will have his salary 


adjusted in respect of the interim period. on the basis of four 
sessions. If the salary already. paid in the interim period 
exceeds that to which the practitioner is now entitled retro- 


spectively, the excess will not be recovered. But where under ` 


their old conditions whole-time officers have been permitted 


“private fees the whole amount earned: may be-expected-to be 


offset against any upward adjustment of remuneration. Simi- 
larly, where the interim rates’ of payment for domiciliary con- 
sultations:were more favourable than the new rates (e.g., the 
10- guineas- payment for major operations) the overpayment, 
both in the-case of whole-time and part-time practitioners, 
will be offset. against any upward adjustment either of other 
domiciliary service payments or of salary. 

On the other hand, fees for domiciliary consultations -in excess 
of the maximum for which payment was made ‘under the 


interim arrangements may be claimed at the new rates and ` 


subject to the new maximum where records of these cases have 
been kept. 

Whole-timé officers will.not be required to pay back 
any fees paid for domiciliary consultations during the interim 
period. Where records have been kept pending settlement in the 
light of the new terms, the provisions of paragraph. 14 (regard- 


_Ing.the retention of fees for services outside the scope of the 


Service) may be implemented retrospectively. Z wa 

Some adjustment may be necessary in respect of “exceptional 
consultations carried out in the interim period.: It was not’ the 
intention of the Ministry that this work within the area of the 


where the consultant was already earning the interim ‘maxi- 
mum salary of £1,600. Therefore, if special payment has: been 


made for these-visits in cases where the consultant was employed - 


for nine or more half-days per week, the payment will be. offset 
against the adjustment now’ due to bring the interim salary 
up to. the permanent terms.. Where the. consultant’s interim 
remuneration was less than- £1,600, or he was doing fewer than 
nine half-days a week; then if the application of the terms 
would bring “the. work within: the- assessment of part-time 


employing authority should attract additional remuneration ` 


- 


_ spectively so far as possible. 


services, and an adjustment of the number of half-days is 
possible, such adjustment will be made and the items-of-service 
payments already made for exceptional consultations will be 
offset. against the upward adjustment of remuneration. i 

The new salary scales are gross, and therefore any reduction 
for emoluments will be retrospective to July 5, 1948. P 

If sick leave has been taken during the interim period the 

balance of pay will be paid in cases where the new conditions 
are more favourable than the old. If léss favourable, the 
overpayments will not be recovered or offset against other 
adjustments. 
- The new rates of travelling allowances and expensss, where 
higher than`those previously operative, may be applied retro- 
Where. a detailed adjustment is 
impracticable, settlement may be made by agreement with the 
practitioner. _ 

The initial special distinction awards will be applied retro- 
spectively, but application of the terms will not be withheld in 
expectation of a distinction award except at the consultant’s 
request. 

Retrospective adjustment of salaries will be made to practi- 
tioners who have resigned or retired, and to the estate of those 
practitioners who have died since July 5, 1948. 

The. provision in the tefms for. the medical examination of 
officers on appointment does not apply retrospectively. 


` 


Medical Superintendents 


The arrangement under the terms for the apportionment 
of the salary of ‘medical superintendents according to the pro- 
‘portion of time devoted to clinical and administrative work is 
retrospective, except for those transferred officers who elect 
to retain their old salary and conditions of service. 


"Registrars and House Officers 


In the° case of these officers the post or posts held by a 
practitioner from time to time since July 5, 1948, will be 
classified and: the new rates of remuneration then adjusted 
retrospectively to the post or posts. Overpayments of. salary 
need not be recovered. This applies also to the holders of super- 
-numerary posts under the scheme for postgraduate education 
of ex-Service practitioners; ‘where the post held by a Class III 
officer is now graded as a.house-officer post, the remuneration 
at the rate appropriate to a Class Hil officer should be allowed 
to stand. roe 

House officers will have. the period since the date of registra- 


‘tion: during which posts in this grade have been -held divided 


into six-monthly periods, their interim remuneration being 
adjusted at the rate of £350, £400, and £450 in respect of the- 
first, second, and-third or subsequent six-month periods. 
Boards -of governors, regional boards, and hospital manage- 
ment committees are proceeding with the necessary adjustments, 
and where, payment has not already been. made members of 
hogpital medical staffs may expect to receive any sums to which 
they are entitled in due course. In the absence of-an automatic 
settlement application should be made in the case of consul- 
tants and segior hospital medical officers to the regional board. 
and in the case of other staff to the hospital management com- 
mittee, except in the teaching hospitals, where the claims should 
be to the board of governors concerned. 
. 2343 
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area whére the person concerned has his permanent „address. 


SPECIAL DISTINCTION AWARDS a - Where the invalided person has given consent on the” relevant 


The Council of the Association and the Central Consultants form to the disclostre of ‘the medical history, the medical 
and Specialists Committee have ‘given careful consideration to, TePOrt should be sent to the doctor who has accepted tnat 
„the question of special distinction awards. They feel that person on his list for medical treatment. 

neither body, nor the Regional Consultants and Specialists 

Committees, should take any active part in the procedure -for - 

selecting consultants for these: awards—as, ` for: example, by: . i 

recommending ‘the names of. individual practitioners. The . 


followirg comments and suggestions have,. however, been Ka ABUSE OF HEALTH SERVICE : 
. forwarded to the Advisory. Committee on Merit Awards. l -~ CHANGES OF DOCTOR 





tc, - 2 ` : n - The opinion that the National -Health Service is being abused 
i Assessment -of Merit = - was expressed at a recent meeting of the executive council for 


‘Merit should be defined as the total professional value ‘of the county of Ayr. During the first year of the Service 4,016 
the consultant to the community, and the following ‘factors people have changed to another doctor in the same district 
should be taken into consideration in assessing merit: of Ayrshire. The executive council passed the following resolu- 
tion, sending copies of it to the Secretary of State for Scotland 


Th t d ibi lit th h 
(0 The aane a Te aaa nga SE Ge (or posto held, ana, and the Scottish Association of Execttive Councils: 


the standard- of efficiency altaned in the performance of the duties 


‘ of the post (or posts). = That the Executive Council for the County of Ayr are of opinion 
- (b) Professional qualifications and academic or other’ professional that the administration of the National Health Service Act has dis- 
attainments. _ closed abuses in the use of the services provided by it; ~ that the right 
(c) The value of the consultant’s:researches and of his published of persons on a doctor’s list to change their doctor. at any time, 
works: without notice, facilitates abuse of the general medical service: 
5 a we that the procedure for change of doctor which was required under 
Procedure for~Obtaining Evidence, - the National Health Insurance Acts would tend to prevent such | 


“ One of the major difficuffies of the National Committee will. abuse, and the Council advise that that procedure be instituted. , 


. be the obtaining of reliable evidence on the relative merits of ta i l ` 
consultants throughout the country. All consultants have been ~ i i aran ; i 

_ asked to give details of their professional ;careers, and- this i ~ 
information will prove of value to the National Committee. i 


The committee will nevertheless need to be guided to a’ very . CIVIL SERVICE APPOINTMENTS 


large extent by. a balanced ‘local opinion on the respective , ‘ 
merits of individual practitioners. 2 EXAMINATION OF CANDIDATES 


‘For this reason it is recommended that the National Com- The Air Ministry -has informed the Association that, when a 
mittee, in consultation with boards of governors and regional candidate for an established Civil Service post in that Depart- 
Re ‘hospital boards, should establish in.each region a committee ment is medically examined, the practitioner will be paid a fee 
composed ‘of distinguished practitioners of consultant status who of 25s. for the form of report required. This change brings the 
are riot themselves interested in merit awards (i.e., being already Air Ministry into line with other Government Departments. 
in receipt of the highest award or retired from ' practice), and -> 
that these committees should be asked to select consultants in 
, the region for recommendation to the National Committee. 


i = = =. ~ GENERAL PRACTITIONERS AND HOSPITALS: 


Publicity 
It would be undesirable that any -publicity should be given in SCOTTISH INQUIRY 


the lay press to the practitioners who receive awards, but at The Secretary-of State for. Scotland has asked the Scottish 
‘~the-same time information regarding the awards should be Health Services Council to advise him on how a closer working 
available to the profession. If this principle is accepted, it relationship can be achieved between the general practitioner 
follows that there should be no publication oe lists of recipients . and the hospital and specialist services. This may be an 
even in the medical press. important step towards making. available to general practi- ` 
Accordingly it is urged (a) that a list of- recipients should be _ tioners facilities to look after men own patients in certain 
made available to the Joint Committee and to its constituent types of hospital. 








bodies; (b) that boards of governors and regional. boards The. council has been asked A consider : 

` should inform medical committees and medical advisory com- The availability of the hospital laboratory services and the con- 

. mittees of the names of the recipients in their areas (apart from sultants in laboratory medicine to the general practitioner. 

this ‘the boards should be instructed to regard. information . - The duties which general practitioners could discharge as members 
relating to awards as’ confidential); and (c) the Joint Com- of hospitals staffs. 
-mittee and-~its constituent bodies should also be informed of ~ The .extent to which accommodation in general and cottage , 
the ‘distribution of awards in the various regions and àmong hospitals should be‘available to general practitioners for. treatment 
the various specialties. of their own patients. 


r The means whereby the general practitioner in an area can best 
: - o be kept in touch with the consultants on the a of the hospitals 


ee f a f : serving that area. 
z e Ca : 
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_' >, INVALIDED FROM H.M, FORCES = ets ee . 
MEDICAL REPORTS, AVAILABLE GENERAL PRACTITIONERS’ REMUNERATION - 


The Ministry ‘of Health reports that Service Records Offftes. DEPUTATION TO MINISTRY ~ 

are receiving many requests from medical practitioners for The following deputation appointed by the General Medical 

information: contained in the medical reports of personnel Services Committee will. go to the Ministry of Health on , 

“invalided from the Forces. These applications should be December 22 to discuss the resolutions passed by the G.M.S. ~~ 

addressed to the local executive council. Committee at its meeting on December’1 (Supplement, Decem- - 
~’ The reports are first sent to the Ministry of Health, and ber 10, p. 252): Dr. S. Wand, Dr. E. A. Gregg, Dr. W. Jope, 

each report is then forwarded to the executive council for the Dr. H: G. Dam Dr. F. Gray, aid Dr. W. M. Knox. 
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- the Post Office regulations. ` 


: . _ Effect of Act on Partnerships | 


-Act, 1946 (hereafter i 
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‘ ee ee < be partner -to purchase the-share of another partner being a listed 
oti ; " , _ +, partner in the goodwill of the partnership practice, and, in the case 
Questions Answ ered ia - » -of an option, the option has been exercised, that share shall be trans- 
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`. :! Certificate for Midwife - ae 
Q.—With regard to the certificate required by a midwife for 
gas-and-air analgesia, I should be grateful for guidance on. the 
following points: (a) Apart from examining heart, lungs, 
urine, is any antenatal examination. required ? (b) If no ante- 
natal examination is required, fromtwhom is the certificate fee 
claimed ? oa = 


A.—The Central, Midwives Board requires a midwife, at some “ 


time during the pregnancy to obtain a ‘certificate from. a medical 


practitioner to. the effect that the patient has been examined to — 
determine whether or not there is “ any abnormality to, contra- 


indicate the administration “of gas-and-air analgesia” by the 
midwife. The wording quoted’ above is that suggested by the 
Central Midwives Board, and no, exact details of the examina- 


‘tion are- specified. The examination does not include an ante-- 


natal examination. The medical certificate is not- included 
among those which the Ministry has decided must be given 


to a patient without charge. 


Specimens in the Post 
_ Q—In view of the stringent. regulations of, the Post 


ment of October 15-(p. 169), what provision is. made to provide 
general practitioners with the requisite containers ? ie 
A.—In some instances laboratories and ‘institutes supply the 
receptacles, but where that is not the case the practitioner 
dispatching the--specimen. is „responsible for providing the 
receptacle and for ensuring that the package complies with 
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Assistant’s Superannuation . 


Q:—i am employing an assistant with view to- partnership in 
due course. He has worked hitherto in a hospital and has been 
paying superannuation contributions. Am I liable to pay super- 
annuation contributions on-his behalf, and, if so, to whom, and 
in what proportion? - 2o l "R 

A.—The principal as the employing authority is required to 
pay 8% of the assistant’s salary. The assistant himself pays 
6%. The assistant’s salary should be notified to the’ executive 
council (excluding car allowance), which: will then deduct 14% 


of this amount from the principal's remuneration. Six per cent. | 


is recoverable: by the principal from the sums paid to the 
assistant. ý 


f 


Q.—By partnership agreement made before July 5, 1948; I 
have a quarter-share: The senior partner and myself joined 
the National Health Service. After a period of five years, that 
is to say in 1953, I have the option of making my share one- 
third by, payment to the senior man of a stated sum, of money. 
Does this entail my paying the money, or does the State take 
over this responsibility and allow me to become ‘owner of 
one-third? ~ j l e g 

A.—The Amending Bill, now before Parliament, -deals with 
this point explicitly, and the following are-the relevant clauses. 
Any ambiguity which at present exists will remain only until 
the Bill becomes an Amending Act in the near future. - 


Section l (3)—Section thirty-five of the National Health Service 


which prohibits the sale of medicai practices, shall not affect, and 
shall be deemed never to have affected, the exercise or performance 
under. any’ partnership agreement to which this section applies (i.e., 


- 


. “any partnership-agreement in force on and immediately before the 


Appointed Day ”) of any right or obligation of a partner to sell to, 
‘or, purchase from, another partner any share in the goodwill of the 
partnership practice, but any such agreement shall have effect subject 
to the following provisions. of this section. ., a ee 
Section 1 (5)—Where any agreement to which this section, applies 


imposes an obligation or confers an option on a listed or new listed 
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and 


_ fathomable.” 


Office — 
regarding ‘the posting of specimens, -published in the’ Supple- 


- 


` by surprise. 


n this Act referred to as “the Act of 1946.”), ~ 


-ferred at the timé and on the terms (except as to the payment of the 


` . 


7 purchasé price).provided in the agreement, and there shall be paid to 
‘~the partner from. whom the share is transferred, on- or as soon as 


possible after the completion of the transfer, in complete satisfaction 
of the purchase price, the compensation determined as aforesaid in 
respect of that share. 
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. Heard at Headquarters’, 
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_— Unfathomable 

Much has been heard about the millions and prospective 
millions in the medical pool for general practitioners in the 
N.HS., or, as it is sometimes called, the “ kitty,” but the doctors 
on the General Medical Services Committee the other day were 
rather abashed: to hear their dental colleague—an observer who 
sits on the committee as representing the parallel dental body 
—describe it as only a “ puddle.’” He compared it, to its dis- 
advantage, with the dental pool, which, he said, was “ un- 


at all. ~- . é 
A New “High” ’ 

A new high: record has been reached in the Association 
membership. In the middle of September it stood at 62,334, 
being over 2,000’ more than the figure in April. The percentage 
of membership to the total profession in the United Kingdom 
is 77, and the percentage to. the working profession (that is, 
excluding retired practitioners) is just on 79. Saturation must 
one day be reached, but an average accession of 100 new 
members a week during the last five months gives no sign of it. 


f 


Canadian Tour 


Sir Lionel Whitby, Past President of the Association, ‘carried 
out a strenuous tour of Canada when he went there as the 
Association’s delegate at the end of August. He attended and 
addressed meetings in six of the Provinces, travelling out as 
far as Manitoba, and being’ prevented from going further west 
-only by his commitments in the United States. Immediately 
on his arrival he spoke on “ Nationalized Medicine” at a dinner 
given in his honour at Quebec, and-he found this subject in 
demand wherever he went. He addressed a special meeting in 
Montreal of the Quebec Province Division of the Canadian 
Medical Association, and attended divisional. meetings in New 
Brunswick, Prince Edward Island, and Nova Scotia. In.Toronto 
he spoke. at a large meeting of the medical faculty. 


Booklet on Medical Ethics 


The: inexperienced doctor—and we have all been that at some 
time—often finds that medical ethics is a, subject full of pitfalls 
and governs conduct in situations that sometimes catch him 
The Association has therefore prepared a booklet 
setting out the main points of medical ethics that the practising 
doctor should know about. Council has agreed that it should 
be circulated to. all members of the profession in the United 
Kingdom on qualification, to all those living in the United 
_Kingdom, and to any others. who like to apply for it. Sufficient 
copies have not yet been: printed, but they should be available 
soon. a 7 Í 


e 
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The Secretary of State. for Scotland has. appointed Miss E. W, 
Hinisyprth, R.G.N., S.C.M., to be a member of the Scottish- Health 
Services -Council in place of Miss C.. M. Keachie, R.G.N., S.C.M., 
H.V.C., who has resigned. Since 1946 Miss Himsworth has been 
superintending rsing officer, responsible for health visiting and 
midwifery -services, of Aberdeen. Town Council. She has been 
appointed by the.council:of the standing: advisory committee on 
nursing and midwifery, local authority services, and health centres, 
and to the- child health committee of: the council. - 
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The dentists are not remunerated from a pool 
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” INTERNATIONAL MEDICAL VISITORS 
‘BUREAU . 


The British Medical Association has established an International 
Medical Visitors Bureau in order to provide. a personal 
advisory service to medical practitioners visiting the United 
Kingdom from countries outside the British _Commonwealth. 
(For médical practitioners visiting the United Kingdom from 
countries within.the British Commonwealth a similar service 
has péen provided for some.time by the B.M.A. in its’ Empire 
Medical Advisory Bureau.) l l E 

_ The International Medical Visitors: Bureau is at. British 
Medical Association House, Tavistock Square, London, W.C.}. 
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Buses numbered 68 and 77 pass the door, and! the nearest © 
* underground railway stations are Russell Square (Piccadilly 


-Line) and Euston Square (Inner Circle and Metropolitan -Lines). 
The Medical Director of the Bureau is Dr. H. A. Sandiford, to 
whom all communications should be addressed. ` 

Information is available at the Bureau on postgraduate educa- 
tion facilities, and visits to hospitals and Clinics can. be arranged. 
Assistance in finding accommodation will be given. ‘ General 
information on food rationing, petrol allowances, cars, facilities 

‘for sports, travelling exhibitions, theatres, etc., is available. . ~ 

It will enable the Bureau to be of most service if a visitor 


_ gives as long notice as possible of his intended visit to Great 


-- CERTIFICATE WITHOUT | 
The London Executive Council on October 27 adopted the 
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Britain, and information on the following lines would also be 
useful—projected date of arrival, mode of travelling, period 
-of stay, main objects of visit, and requirements from the Bureau. 
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report of its medical services committee on a case which was 
raised by Mrs. A against Dr. B, her late husband's medica! 
attendant. © i 3 ' i 


According to the report, Mrs. A told the committee that her 
husband saw Dr. B on Monday, May 9,-when he complained - 


Sof pain in the back and ribs. The doctor thou ght that the pains 
might have been caused by rheumatism, and he issued a National 
‘Insurance certificate. On the following day Mr. A was feverish 

. and complained of headache. Mrs, A saw the practitioner at 
his-evening sutgery and said that her husband looked yellow 

-and appeared ill. According to her account the practitioner 

said that it was “a bore” to go out in the evening but that he 

would call the following morning. He did call on Wednesday, 

_ May 11, and found that’ the patient was jaundiced. He gave a 
prescription and some advice on the patient's diet. -On Sunday, 


-.+ May 15, Mr. A was very feverish-again, and his wife called on 


” 


L- 


the doctor on'the Monday fo obtain a certificate. The doctor, 
prompted by Mrs. A, certified that the patient was suffering 
from “jaundice.” Heʻalso gave her a prescription for tablets. 


On Tuesday, May 17, the patient was decidedly worse, and. 


Mrs. A went to ‘the doctor’s surgery and asked him to call. 


~ The doctor immediately wrote out a certificate for the removal 


+ 


r 


‘of the patient to hospital. Becausé of some misunderstanding 


`” it was about three hours before the. ambulance arrived. The 


-patient died on the way to hospital. ` The cause of death was 

obstructive jaundice due to a stone in the common bile duct. 
Dr. B' denied that he had said it was “a bore” to go out at 

-night. He told Mrs. A that the diagnosis of jaundice was diffi- 


` cult in artificial light and that it would be better to see the 


P 


patient in the morning. The following day he thought, the 
patient was suffering from catarrhal jaundice, since there was 
nothing to indicate obstructive jaundice, ¢nd he prescribed “ the 


usual alkalines and salines.” He heard no more_till ‘he saw: 


Mrs. A on Monday, May 16, when hè gave, her a certificate. 
Early the following day he could tell from her demeanour that 
events had taken a serious turn. He therefore telephon€d for 
an ambulance and arranged for the admission of the patient to 


hospital. At the same time he wrote a certificate for admission, 


giving ‘“‘Jaundice—? liver necrosis” as the diagnosis. He had 
_not gone to see the patient on this occasion -because, he con- 

sidered that the time would be better spent in’ arranging- for 
- prompt admission to hospital. " 
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INTERNATIONAL MEDICAL VISIFORS BUREAU 


SEEING PATIENT 
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Findings = 

The committee found.as facts that the pract-tiomer was re- 
quested to visit the patient on May 10 and visited him on 
May 11; that on May 16 the doctor was informed by Mrs. A 
of the seriousness. of her husband’s illness; that a certificate 
of incapacity was issued, although, the patient had not been 
examined since May 11; and that a, request for-a visit on 
May 17 resulted in the issue of`a certificate for admission to 
hospital, 7 ` 

While the committee took the view that nothing the practi- 
tioner could have done would have prevented the patient’s 


` death; they held that the standard of care provided fell short 


`of that required under the terms of service. The practitioner 
‘should not have issued a certificate to a patient whom he knew 
to be ill and who had not-been examined for five days pre- 
‘viously, and he’ should not have arranged for admission to 
hospital without first satisfying himself that the patient was in 
a` fit condition for removal. The committee therefore con- 
cluded that the practitioner concerned failed to comply with 
‘the terms of service in that a certificate of incapacity was issued 
on May 17, 1949, without his seeing the patient ; and that-the 
standard of care fell short of that required of a practitioner 
participating in the National Health Service. 
The committee recommended “that the practitioner be cen- 
sured ; that representations be made to the Minister of Health 
. that, Swing to the failure of the practitioner to comply with 
his terms of service, the sum of £25 be withheld from his remu- 
neration: and ‘that the complainant, the practitioner, and the 
Minister of Health be informed accordingly.” ` 
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` Correspondence 








, Domiciliary Visits 
Sır —The introduction of the domiciliary consultation’ ~ 
scheme was received by most of us with enthusiasm, because 
it seemed to promise, among other advantages, the prospect 
of a closer relationship between hospital consultants and family 
doctors. The gap between consultant and general practitioner 
has unfortunately been growing in the past, and Dr. J. M. 
‘Lipscomb’ has recently well described its unfortunate effect on 
the patient who attends a hospital out-patient department. 
Now, it is clearly unreasonable to expect a family doctor to 
accompany every case he sends to out-patients, but one had 
hoped that the domiciliary consultation would enable him more 
often to meet consultants and to discuss personally with them, 
in the patient’s home, at least some of his problems. Such 
personal contacts had, before the introduction of the scheme, 
been limited to occasions -when private patients could afford 
a consultant’s visit, and had in some practices been rare. - 
Equally one hoped that the consultant would likewise benefit ` 
by closer. personal contact with his general practitioner 
colleagues. , A : st ` 
These advantages of the:scheme are so obvious that one 
would think tliey hardly needed emphasis. Yet it would seem 
that there is a widespread and growing custom whereby a- 
family doctor rings up a consultant (or his secretary, or the 
hospital bureau) and notifies him that he would like a patient 
visited some time. ‘The consultant visits the patient when he 
chooses, and later writes to or rings up the doctor to give him 
his opinion. This practice, which one might term a “ domi- 
ciliary visitation,” seems to-have only about half-the value of 
domiciliary consultation. _Its apologists say (a) that the family 
doctor often“is too busy to be able to fit sucha consultation, 
_which may-take half an hour or more, into his day's work, or 
(b) that the consultant has so many requests for domiciliary 
visits that he cannot fix definite times for them, but must do 
them whenever he has a spare moment. i i 
To (a) one might reply that if a doctor cannot make time to 
meet a consultant over an occasional difficult case he must be 
singularly uninterested in his work ; alternatively, if he requires . 
the services of consultants so frequently that the consultations... 
seriously encroach on his time, that he must be somewhat lacking; 
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«æ - doctor, it is surely worth while to consider what principle should: 
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in diagnostic ability or, if he himself requirés, no guidance, 


remarkably unresistant to, the demands of importunate relatives. -- 
To (b) one might reply that the consultant has the -remedy in 
his own hands. 
„the family doctor also attends ; he would then no doubt find 
that the number of visits he was asked to do would 
diminish. Unfortunately,‘so too’ would his remuneration at the 
end of the quarter, . and to some this is a potent deterrent to` 
action. nn oe 

There are other piceaens. to the domiciliary visitation, as 
contrasted with the domiciliary consultation. The disadvantage 
to the consultant of the absence of the family doctor’s assis- 


- tance in the matter of history and background is obvious. 


Often. the consultant must hedge in his answers-to the patient 
for fear of unwittingly “letting the family doctor down.” 
Moreover, if he thinks that immediate action, such as removal 
to hospital, is required, he is often put in an awkward dilemma 
unless he can (as is seldom possible) get into immediate contact > 
with his colleague. -The family doctor loses because the con- 
sultant may, in all innocence, make a remark to the patient 
which the latter interprets as indicating a blunder on‘the part 
of the family doctor; or some point of advice to the patient 
which he wished the consultant to make or to reinforce. may 
be missed. 
receive from*the scheme the fullest advantage that he might. 
One further point: there is little enough dignity left to our 
learned profession these days. Domiciliary visitations seem 
to savour uncommonly of “mechanization” and of all the 
“worst implications in the term of “State ‘medicine.” Not so 
long ago, and perhaps even now,.the advent of a consultant; 
and the ordered ritual dignity of the consultation, were some- 
thing of an event to a patient. Is it merely pompous to regret 
that such a-.thing should cease to be? Alas, one can foresee 
a day not so far distant when the question, “ Mary, is that the 
gas-man come to look at the meter ? ” receives-the reply, “ No, 
Mother, it’s the hospital man come to look at Dad.” 
Nevertheless, Sir, it is chiefly because I feel so strongly that 


- what should be one of the best links between a consultant and 


his general practitioner colleagues is in danger of becoming 
rusty through disuse that I would like to urge a future universal 
strict adherence to_the unwritten rule -(for Heaven forbid that 
it should ever be the subject of yet-another regulation!) that a 


-. domiciliary. consultation is always in reality a personal meeting 


~ 


everyone has - hitherto 
—I am, etc., 
JOHN FORBES: 


_ between colleagues—what, in fact, 
understood by the term ‘ ‘ consultation.” 


Adwy, Denbighshire. ~ 
REFERENCE 


~I Lancet, 1949, 2, 495, 
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Obstetrics in General Practice 
Sir,—Much has been said recently-on this subject; but as it 
is a matter of considerable importance, alike to patient and to 


guide us in our attitude to the rew niaternity medical service. 
It can hardly be denied that the’ really important thing ts 


-~ what the expectant mother herself wishes.- Clearly she should 


F 


— 


t 
af 


be free to decide whether the required obstetric services—ante- 
natal, during labour, and post-natal—sbould be rendered to her 
by the doctor of, her choice plus a nurse, or by a midwife plus - 
an antenatal clinic. 

‘After thirty years of the practice of obstetrics in general ~ 
practice I know that when a patient comes and asks me to‘ 
“attend her she means me to look after her all the way through— 
to exercise real and continuous antenatal care, ‘to “stand by” 
at the labour, and to watch over her afterwards. The introduc- 
tion of the new scheme has ‘not altered this in the least; and I 


` am glad to find that it is so.. 


In respect to antenatal -care, it is doubtful whee a is 


possible to ensure the safety of the patient without at least. 


seven examinations. Supervision of the labour by the doctor 
-can mean and should mean increased confidence of, and ad?ed 
-safety to, the patient. It can mean and should-rrean greater 
relief at the end of the second stage. The puerperium: surely 


demands at least six visits, apart from a late post-natal 
BE. examination. ; 


ips a 
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He can refuse to do any domiciliary visit unless - 


In practically every case the patient does not , 
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Continuity in responsibility should be one of -the guiding 
principles in obstetrics, and I would venture to add that 
acdeptance of,such responsibilities, though it often involves 
hard work, late hours, and sometimes considerable anxiety, can 
add most rotably to the interest-of general practice, can give a 


. most abiding~sense of, satisfaction (though never of com- 


placency); and- brings in full measure from patients and their 
husbands™ gratitude, often expressed and onten equally obvious 
though unspoken. : 

The nominal role of medical inspector envisaged by the 
scheme, if accepted by the doctor, may well result in the com- 
plications of pregnancy, which generally arise insidiously, being 
missed, and unless the doctor is informed of the onset of labour 
and keeps in touch with its progress it is only too likely that he 
will not be readily available or in a position to render prompt 
and efficient treatment in some of those serious complications 
of labour which, as we all know, can arrive swiftly and 
menacingly. 

It is not clear in whose sterile imagination this so- -called 
maternity service was fortuitously conceived, but it is pretty 
clear that if the intention of the scheme is carried out it is of 
precious little use to the patient, somewhat humiliating to the 
doctor, and in effect places a premium on inadequate and 
incomplete service. It seems at least doubtful whether the two 
paltry minimum antenatal attendances are of very much more 
use to the patient than the fleeting and infrequent visits of the" 
gentleman who calls to inspect the gas meter. 

It .might reasonably be inferred that I am not greatly 
enamoured of the new maternity service. Jt is true, however. 
that the new service is restrictive only by' implication and by 
the insidious enticement of pecuniary considerations, but there 
is nothing beyond this to prevent a full and complete service | 
being given. Quite seriously, and with all respect, I would urge 
the younger men starting in practice not to let the temptation 


- of easy money lead them to acquiesce in, and practise, a scheme 
. which ‘is really a travesty of obstetrics, which is little short of an 


insult to an intelligent patient, and which i is calculated to bring. 


‘at no distant date, discredit to the profession.—I am, etc., 


London, N.W.7. A. H: Morty. 


Income Tax and Whole-time Appointments 


Sir,—The recent decision `of the council of the Royal Society 
of ‘Medicine to raise the annual subscription to this society— 
a decision which we regard as a regrettable necessity—prompts 
us to draw attention to a position which we consider increasingly 


-` anomalous. 


The income-tax authorities have for long allowed claims by 
general practitioners and specialists, who are assessed under 
Schedule D, for relief in respect of annual subscriptions- to 
prozessional journals and ‘learned societies and the replacement 
of equipment, books, etc.; but those of us who hold full-time 
hospital appointments and are assessed under Schedule E 
receive no such dispensation. - 

There are many doctors in our position who may be follow- 
ing for a decade or more after qualification the long, stony, 
and relatively poorly’ paid path towards an increasingly 
problematical consultant status to whom the need to keep in 
touch and abreast with day-to-day developments in the various 
branches of medicine is at least as important as to the more 
established members of the profession. We do therefore most 
strongly urge the B.M.A. to press-for a revision of this invidious 
and_inequitable state of affairs We are, etc., 

r MICHAEL BosTOCK. - 

Norwich.” as l JoHn SIMPSON. 

“@ oy te TF a 
T a ss i ‘The Growing List, P 

SRI apologize if my -reasonifig is faulty, but there seems 
to be one point missed regarding the basic salary and whether it 
shoufd or should not be paid. ~- 

Since my panel on J uly 1 was 900 (approx.) my remuneration 


for the period J uly-September + was based on this figure. But on 


September 30 my panel had risen to 1,500 (approx.), and since 
the increase,’ if: plotted on a graph, would be represented by 
a straight line (approx.) I-presume that I would actually be at 
risk during that period for a panel of 1,200. In the same way, 
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as my panel-by December 31 will be a little over 2,000, I shall 
not receive remuneration corresponding even approximately’ to 
the number of units to which I am at risk. F ° 
When' in addition it is considered that as a squatter- one is 
largely depending upon ill people for an income, in contrast to 
the established practitioners, ‘it is not only~a question of “at 


- risk remuneration.” One’s work is often out of all proportion ` 


to one’s panel. ` i i 


. ’ Owr leaders, however, both locally and centrally, do not suffer 


-`- . mercies.—I am -etc., 


squatters gladly, so perhaps I should just be thankful for small 


" Carlisle. M. LUDLAM, 


A 


> Public Health Salaries 
, SIR,—Negotiations on the salaries to be paid to- médical 


' Officers. engaged in the public-health service have been going 


` the proposed salaries, which’ were 


on for some considerable time, but so far no decision has yet 
been reachéd. In fact, detailed discussion with the responsible 
organizations has not yet commenced. That being so, I feel that 
„it is not yet too late to put on paper my own observations on 
i published in the Supplement 
of- January 29 (p. 45). a 
Thé salaries are based on population, seniority, and responsi- 
' bility. A brief glance, however, at the scales and at the 


- `- populations of the towns and cities of the country will reveal 


_ . the efficiency of the service.—I am, etc., ; 
ALEXANDER HUTCHISON” `. 


„that very few medical officers of health, deputies, or senior 
medical officers will ever receive a salary comparable to that 
of a consultant, and yet many of these officers are in possession 
of equivalent qualifications and hold positions of great respon- 


. sibility. It is not difficult to visualize the picture~of-a senior 


officer in one department spending the rest of his or her life as 
-'the. senior officer of that department, yet because of a system of 
salaries based on population and not on esponsibility or 
capability that officer will never get the salary of a consultant. 
It may be argued that after many years there may ‘be special 
payments on merit to these officers, but there are obvious. draw- 


backs to such a system. I feel that officers in the public health- 


service should be treated as their colleagues in the hospital 
service—i.e., that there can be more than one officer within a 
department who could be paid on a “ consultant-in-public-health 
rate? and not reserve this salary to the few medical officers 
of health who will qualify for it because they happen to be in 
charge >of an area with the requisite population. I would, 
however, suggest that the chief of the department should be 
given a merit award for his responsibilities, just as it is suggested 
that there should be merit awards in the hospital service. 

The effect, I am sure, of this procedure would be to ensure a 


' constant supply of medical officers for the service. In addition, — 


it would stop the flow of medical officers from places with, a 
small population to largér counties and cities, and so maintain 


La 
. Leicester, 1 
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a Catching the Chemist : 


SR,—The letter under this heading from Dr. W. Edwards 


, © (Supplement, December 3, p. 247), and your annotation on the 
‘ subject (Journal, December 3, p. 1283) are of importance to all 


N.HLS. practitioners. 4 

Unfortunately Dr. Edwards has more or less-contracted_ to do 
this catching. In para. 11-of his terms of service it says, “ 
practitioner shall comply with any reasonable request from his 


~executive council to furnish orders on a form provided by the 
‘council for druge and appliances for the purpose of testing,” 


„etc. Also, the testing scheme has beens devised in agreement 


~ Pharmaceutical Society, I-am informed. 


with -representatives of the medical profession and the 
- What were our representatives doing to agree _to such an 
ungentlemanly scheme ?. e 
The method you suggest, Sir, in your annotation of taking the 
-chemist by surprise and asking him to hand over a few made-up 
prescriptions for testing is preferable and abo¥e-board. Is it 
too Jate now for our representatives to endeavour to annul this. 
. grossly unpopular scheme ?—I am, etc., 


London, N.9. M. P. K. MENON. 
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Representative Meetings 
Sır —Even in these days when the Associatipn’s expenses are 


increasing at an alarming rate, surely there is one matter on : 


which_no economy should be attempted. No money should 
ever be spared which helps contact between the periphery and 
the centre. As reported by you, Sir, the vote went against 


my proposal in Council for an S.R.M. to consider the Council’s ` 


constitution, but I think Dr. J. A. Pridham is wrong in his 
Statement (Supplement, December 10, p. 255) that the cost was 


' the chief reason why the Council voted in this way. The 


Treasurer made a ‘statement of the cost’ of an S.R.M., but Iam 
glad to say that I cannot recall any other ‘mention of ‘the 
matter. = : 
Naturally I realize that attending an S.R.M. is a compara- 
tively simple matter for a Londoner, and I am told that in 


some parts of the country Representative ‘Meetings-Are viewed ` 


with apathy. But there is possibly a more cogent reason.than 
distance for this apathy. Some representatives may feel. that 
the R.B. is no longer the policy-forming body of the Associa- 
tion. In the crisis of 1948 it was not even consulted, and now, 
with many of the important issues in the hands of autonomous 
bodies, it has little say in anything but domestic issues. Repre- 
sentatives may also feel that, as the Council’s activities’ are 
restricted in the same way, its constitution is not a matter of 
great importance. 
That there is ground for such beliefs is'a disaster. But the 
Representative Body must fight back. If it wants an S.R.M. to 
consider the Council’s constitution, it must have one, but there 
are wider and more important issues for which it can fight if it 
wishes. What about all the brave’ talk of two years ago— 
grants-in-aid, curtailing the powers of the Minister, and so on. 
The R.B. is the only part of the Association that can foster 
such issues. Surely it is not going to lie down like a good dog 
just because it is told that things can’t be changed.—I am, etc., 


‘London, N.W.1. R. HALE-Wuite. 


“ 


Constitution of Council ~ 


Sır, —I, like Dr. Ronald Gibson (Supplement, December 3, ` 


p. 247), was amazed to réad of the Organization Committee‘s 
proposals for altering the constitution of the Council and of 
the Council’s virtual endorsement of them. It is evident that 
both have failed completely to implement the wishes of the 
Representative Body. 

It is to be hoped that all members ‘will give this matter their 
careful consideration. Council has been much criticized during 
the past few difficult years and has been accused (sometimes 
rightly, in‘my view) of being out of touch with the views of the 
majority of the profession. ‘In rejecting Council’s proposals for 
reforming its constitution at the A.R.M. at Harrogate the Repre- 


, sentative Body was supporting the view that a far larger propor- 


tion of the membefs of Council should be directly elected by 
more numerous.and smaller constituencies: The latest proposals 
make practically no improvement in this direction and, as 
still give less than 50% of seats to 
directly elected members. 

An attempt is being made to improve and ‘strengthen the 
Association at this difficult period of its history, and it is 
desirable that every member should express his -views by 
instructing his representative when the metter is again. put 
before the Representative Body for its judgment.—I am, etc., 


- H. G. DOWLER. 


Churchdown, Gloucester. 


Sır —I would ask meinbers and Divisions of the B.M.A. to 
reject the Winchester proposals (Supplement, December 3, 
p. 247).. Implied in these proposals is a grave censure on the 
Representative Body. The members: who sacrifice time, con- 
venience, and money to carry out their duties are to be asked 
to declare themselves unfitted to choose members of the Council 
from their body. I trust the majority hold a better opinion of 
their ‘own capabilities. 
the proposed exclusion of the Representative Body would result 
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Carried out to its logical conclusion, _ 
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in a system analogous to that of the U.S.A, where the President . 
and-Congress are elected by different groupings, with resultant . December 3. 


frustration and - “halting government when they do not see eye 
to eye. 

The proposals rest on a pathetic fallacy,” ' This is the belief 
that when the apathetic-doctors languidly affix their crosses ` 
against their favoured candidates they. will rise up active, 


enthusiastic members of the B:M.A. What wishful thinking !. 


Any divisional secretary, church worker, trade union organizer, 
or member of any organization can bear witness. that in any 


_group only a small minority are interested enough to carry on 


the real work. 
Then again the Stenosis! query the: relationship of the 


autonomous bodies to. the Association. Pedantic minds boggle at. 


the idea of these bodies being a constituent part of the B.M.A. 
But may I point out that there is a similar highly successful 
organization that has been in existence for over a- -century—the 
bewilderment and envy of ihe world—the British Common- 
wealth ? “Perhaps if the. B.M.A. were renamed the British 
Medical Commonwealth these sticklers for precise definition 
might see the vision of the future and not treat a living 


` organism as something to be analysed, typed, and preserved~in 


a‘ legal document., Be that as it may, the present arrangements 
enhance the strength and influence of both the parent body and 
the ‘autonemous bodies, and those who try to stultify them by 
opposition or-carping criticism are doing a grave disservice fo 
all concerned. - ~ 

For these reasons I would ask members and Divisions to 
reject any proposals for more reorganization of the Council by 
a sweepinë majority. In my opinion it has already gone too far, 
as I-consider the omission of members of Council elected by 
grouped constituencies to be a retrograde step.—I am, etc., 

Birkenhead. $ mi A. V. J. RUSSELL. 


Sır, —In his letter (Supplement, December 10, p. 255) the 
chairman of the Organization Committee says nothing to refute 
the accusations brought forward by Dr. Ronald Gibson. 
direct result of the A.R.M.- at Cambridge the Council was 
obliged to review its constitution. It produced certain’ pro- 
posals at the A.R.M. at Harrogate which were HTAC SERIAS 
and which were referred back. 


There is little doubt that sufficient support’for the Winchester : 


Division will be forthcoming to enable an S.R.M.-to be called 


‘to carry out this long overdue reform and put an‘end to the 


delaying tactics which are such a prominent feature of medical 
politics to-day.—I am, ete., l 
Ropley, Hants. 5 ; R 


- 


D. R. GILLIES. | 


Academic Salaries at. Cambridge ` 


Sir,—We ask you to publish certain further facts relating to 


scales of stipends at Cambridge. (Journal, .October 29, ‘p: 988, 
and see Cambridge Reporter, October 13, p. 200). 


Pre-clinical | 





z Z i Non;medical |_ Clinical . 
£ £- £ 
Readers 1,800 and 1,600 | 1,800 and 1,600 | 2,000 and 1,800 
Lecturer . ~ 750-1,250 750-1,25 0—-1,450 
(by 50) (by 50) =| (by 100) 
Demonstrator ~ or assis- : 
tant lecturer >.- P 600-700 - 600-700 700-800 - 
, (by 25) (by: 25) , (by 25) 
Departmental demon- x 
strator : 350 (No F.S.S.0.) 


| ‘ ~ 


In certain casês (both medical and non- medical) there are addi 
tional pensionable p Aymen up to £120. 

The scale for teaching officers ordinarily resident in College is 
£100 less. than that shown. 


+ 


For the medically qualified man these scales provide stipends 


l which, by comparison with other ‘medical schools, attract him 


to teach in Cambridge in a position where he may be at a. 


financial disadvantage amounting to some £6,000 of pensionable 
stipend during his first_10 years of appointment (due to-the low 


` annual increments), and at a final disadvantage of over £400 of 


annual pensionable „stipend. It is only reasonable to suppose 
that these considerations ` may weigh heavily with the man who 
lacks private means but has a growing family, for which the 
“amenities of Cambridge ” ought not to be mesure thus. 


a. 
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‘trying to get round it. 


As a` 


Greenhill, F. L 
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_ These scales were approved: by the University on .Saturday, 
Many eminent-men, both medical and non- 
medical, opposed this ‘approval, which in their opinion would 
create -a grave risk to the future of medical teaching in Cam- 


bridge—a risk which was avoidable and which therefore should l 


not be incurred. They pointed out that in-a comparable 


university. different -decisions had clearly been made in the ` 


national interest, with a proper appreciation of the problems 
arising from the nationalization of medicine and the Spens 


Report. They were refused permission to disapprove only of | 


those stipends with which they were obviously concerned, and 
were heavily. defeated- me a large non-medical vote —We are, 
etc., ‘  G. W. HARRIS; 


University Lecturer in Physiology. 
M. M. BULL, 


University Lecturer in Anatomy. 


Cambridge 
a i : ? rs ` 
'Keep Agreements 
SiR —So Mr. Aneurin:Bevan has refused the doctors’ “ appli- 
cation for higher pay.” How misleading words can be when 


only partially true. 


2? 


-The “application ” was one to settle what the doctors’ pay- 
ment should be, and before it was settled the Health Scheme 
started and doctors were made a.payment on account, the 
difference to be made up to the doctors when it was settled 
just what the Spens Committee recommendations meant in terms 

of 1949 values. At the time the Health Scheme started it was 
agreed’ that the provisional payment was low, and both the 
B.M.A. and Ministry of Health agreed to abide by the Spens 
recommendations. It has been proved by the B.M.A. that the 
Spens Committee’s Report is not being implemented. ` 

Many millions sterling are being wasted by this Government 
elsewhere, and I do not agree that the doctors should be made 
to pay -for it. -Mr. Bevan, if not exactly breaking his word, is 
We are not asking for an increase but 
for the fair payment originally agreed upon by both sides. 

‘Mr. Bevan is treating us with contempt, a contempt we shall 
deserve if we do not make it brutally clear that we will not 
work this scheme unless agreements are -kept—I am, eta, 

Leigh-on-Sea, Essex. ` A. H. Levers. 


z BM.A. LIBRARY 
The following books: have been added to the Library: 


~ American Dietetic Association: A Manual for Teaching Dietetics to 


. Student Nurses. 
Andrews, T. G. (Editor) : Methods of Psychology. 1948. 


Behrendt, H.: Diagnostic Tests for Infants and Children. 1949. 


Best, C. H., and Taylor, N. B.: The Human Body. Revised edition. 


1949. 


Bose, J. Pe Handbook on Diabetes Mellitus and its Modern Treat- . 


ment. Fourth edition. 1949 

Bourne, A. W.: Synopsis of Obstetrics and Gynaecology... Tenth 
edition. 1949. 

Brügger, H., Müller, R. W., and Birkenfeld, M.: Die Tuberkulose 
des Kindes. 1948. , 

Bustamante,.J. A.: Las Enfermedades Mentales en Cuba : estudio 


estadistico. 1948. 

Chamberlain, E. N.: Textbook of Medicine for Niraes: Fifth 
edition. 1949. 
Chang, K., et al.: 

Province, West China. 1949 
Chippaux, C.: Eléments d’Anthropológic. 1949. i 
Clark, W. M: Topics in Physical Chemistry. 1948. ğ 
Cole, AoH . (Editor): Operative Technic in General Surgery. 1949. 
Coley, B. L.: Neoplasms of Bone and Related Conditions. 1949, 
DeTurk, E. E. (Editor): Freedom from Want: a survey of the possi- 
bilities o meeting the world’s food needs. 1948. 
Doggart; J. H.: Ophthalmic Medicine. 1949. 
Dukes, E and Hay, M.: Children of To-day and To-morrow. 1949. 
Evans, € Le: Principles of Human Physiology (originally written by 
Professor E. H. Starling). Tenth edition. 49. 
Fanaly in a Democratic Society: Anniversary papers or the Com- 
munity Service Society of New York. 
Feldenkrais, M.: Body and Mature Behaviour. 1949, 
Fine, J.: Gare of the Surgical Patient. 1949. 
Foote, R. R.: Varicose Veins. 1949. 
Fiteman, & "L. : The Energetics of Human Behaviour. 
Fried, B. M.: Bronchiogenic Carcinoma and Adenoma. 
Gates, R. T Pedigrees of Negro Families.’ 1949, 
Gordon, B. d.: Medicine Throughout Antiquity. 1949. 
. (Editor): Techniques in Physiotherapy. 
Gruhle; H. W.: Verstehende Psychologie (Erlebnislehre). 1948 
Giittich, À.: Kurzgefasstes Lehrbuch der Erkrankungen des Ohres, 
der Nase. und des Halses. 1948. 
Harrowes, W.: Human Personality and its Minor Disorders 1949. 


`w 


1948. 
1948. 


Studies on Hookworm Disease in Szechwan 


Y 


1948. a 
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- “March of Medicine, 1948: Perspectives in Medicine. 
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assin, G. B.: Histopathology of the -Peripheral and Central Nervous 
Systems. Third edition. 1948. 


-Hellpach, W.: Klinische Psychologie. Zweite Auflage. 1949. 
Pd H., and d Dodsworth, E.: _Sanitary Science. Notes. Second 
edition. me 


1949: 
ein Fortbildungskurs fiir. Ärzte. 


off, A.: Die Naturgemässe Heilweise. 
Hof, F.: Medizinische Klinik : 
Hunter, G. W., IIL, and Hunter, F. R.: College Zoology. 1949. 
Illingworth, C. F. W., and Dick, B. M.: Textbook of Surgical 
Pathology. pets edition. 1949. . . 
B.C.G. Vaccination in Theory and Practice. 1949. 
ae Ee J: Oto-rhino-laryngologie im Kindesalter : Einschliesslich 
der Endoskopie. 1949, 
~ Judet, H., Judet, J., and Judet, -R.: 
Membres. 3e' édition. 1948. 
King, F., and Feldman, L. 
"Workers. 1949 
Klemme, re M.: 
-Krantz, J. 


Traité des Fractures des 


Nursing Care of the Neurosurgical Patient. 1949. 
C. (Jun. ), an 


Carr, C..J.: Paar macologie Principles of 
- Medical Practice. 1949. 


Kretschmer, E. : -Psychotherapeutische S! udien. - 1949. 
Pea: A.: Grundriss der allgemeinen Zoologie. 
Kurth, W.: Leitfaden der Neurologie und Psychiatrie. 
- Levine, S. A. . and Harvey, W. P.: 


Hichten deli: B. W.: Textbook of Neuropathology. 19497- 
Ludovici, A. M.: The Ghild: an Adult’s Problem. 1948. — 
McLester, J. A.: Nutrition- and Diet in Health and Disease. 
~ edition. 1949. iodo: 


Meakins, J. C.: Symptoms in Diagnosis. Second edition.. 1948. 
Menninger, W. C.: Psychiatry in a Troubled World. 1948. 
Moan Practice in Ophthalmology, 1949: edited by H. B. Stallard. 
er T.: Dental Caries : clinical and experimental investigations. 


Pearce, E.: Communicable Diseases and their Nursing Care. 1949. 

.- Practitioner} The: The National Heal'h Service Act in Great Britain: 

- a review of the first ig s working. 1949. 2 

Progress in Allergy. Vol. 2. 1949, 

Routh, J. I.: 
Chemistry. Second edition. 1949. 

Sanchis-Olmos, V.: Skeletal Tuberculosis. 


1949. 
Clinical Auscultation of the Heart. 


Fifth 


1948. 


Soden, W. H. (Editor): gest a of the Handicapped : a ‘survey’ 


‘of means and methods 
Stamp, W.: “* Doctor Himself”: 

Ropers 1871-1946. 1949. 
“Taylor, E . W.: The Examination of' Waters are Water Supplies 
949. 


(Thresh, Beale, ‘and Suckling). Sixth edition. 


an unorthodox biégraphy ‘of Harry 


Van Ingen, P.: The New York Academy of Medicine: its first 
hundred years, 1949, 

Vignes, H.: Eclamopsie et Eclampsisme. 1948. . . 

Weiss, E.. and English, O. S.: Médicina Psicosomatica, traducción 


or el Dr. p riny 1949, 
College “of Surgeons, Dublin. {789-1948 
Williams, H.: The Healing Touch. 1949. 


Work, T. S., and Work, E.: The Basis of Chemotherapy. 1948. 
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Association Notices: . 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is ‘prepared to 
receive applications for Research Scholarships as follows: 
Ernest Hart Memorial Scholarship of the value of £200 per annum, 


. a Walter Dixon Scholarship of the value of £200 per annum, and 
.-four Research Scholarships each of the value of £150 per annum.. 


“These scholarships are giveh to candidates whom the’ Science. 


Committee of the Association recommends as ‘qualified to under- 
take research in any subject (including State medicine). relating 
to the causation, prevention, or treatment of disease. Preference 
will be given, other things being equal, to members of the medical 
profession. 


Each scholarship ‘is tenable for one year starting on October 1,7 


1950. The scholar may be reappointed for not more than two 
additional terms. A scholar is-not necessarily required to devote the 
whole of his or her time to ‘the work of research but may ho% an 
"appointment at a university, medical school, or hospital, provided the 
` duties of such an appointment do not intérfere with his or her 
work as a scholar. 


ea 


® 
Conditions of Award: Appiediots era 


Applications for scholarships must be made not later than Friday, 
April 28; 1950; on the prescribed form to be obtaifed from the 


Zehnte Auflage. 
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- ASSOCIATION NOTICES ` -` 





L.: -Office Management for Health 


Fundamentals of Inorganic, Organic, and Biological 7 


An? 


Secretary of the Association, B.M.A. House, Tavistock Square, . 


London, W.C.1. Applicants will be required to. furnish the names 
of three referees who are competent to speak of. ‘their capacity for 
the research contemplaced: 
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Diary of Central Meetings 
f DECEMBER . 
Armed Forces Committee, 2 p.m. 


_19 Mon 
20 Tues. Organization Committee, 11.30 a.m. 
-21 Wed Protection of Practices Subcommittee, 1145 a.m. ^ 
21 Wed Film Committee, 2 p.m. aa 
22 Thurs. Assistants Subcommittee, H a.m. 
‘22 Thurs. Occupational Health Committee, 2 p.m. 
29 Thurs. Committee re Prescription of Tuberculosis, 2 p.m. 
JANUARY 
5 Thurs. Anaesthetists Group Committee, 2 p.m. 2 
6 Fri. Library Subcommittee, 11 a.m. j 
6 Fri. Science Committee, 2 p.m. 
13 Fri. Tuberculosis Group Committee, 2 p.m. 
19 Thurs. Planning Subcommittee, 10.30 a.m., 
‘19. Thurs. toui Commitee of the B.M.A. and the N.V.M.A. 
p-m. 
26 Thurs. Committee on Psychiatry and the Law, 2 pm. 
- Branch and Division Meetings to be Held z 


BURTON-ON-TRENT DIVISION.—At Little Theatre, Guild Street, 
Burton-on-Trent, Tuesday, December 20 8 pm., (1) Séund Film: 
* Angina Pectoris ” ; (2) Colour Film: “ Intraocular Foreign Bodies.” 

Iste oF WicHr Division.—At St. Mary’s Hospital, Newport, Sun- 
day, December 18, 4 p.m.} lecture by Dr. Hy L. Marriott: “ Recent 
Medical Advances of Practical Importance,” T 

WINCHESTER Diviston.—At Royal Hotel, Winchester, Saturday, 
December 17, 7.30 for 8 p.m., dinner. Mr. N. Leigh Taylor: “ Some 
ear Aspects of the National ‘Health Service Act.” 


~ 


Meetings of Branches and saa 


s DUMERIES AND GALLOWAY DIVISION 


A meeting of the Division was held at Dumfries and Galloway 
Royal Infirmary on October’ 30, when Mr. G. M. Sleggs gave an 
interesting address on “ Old and New Orthopaedics.” 

There was also -considerable discussion during the ‘business part 
of the meeting about the recent circular. issued by the Western 


“Regional Hospital Board debarring general practitioners from any 


part in the examination or treatment of a patient booked for con- 
finement at Cresswell’ Counties Maternity Hospital as a Group 1 
Maternity Hospiial. The following motion was passed: 

“That this Division desires to protest against the excluding of 
antenatal and post-nalal care of a patient by a general practitioner 
where the confinement is booked at Cresswell Counties: ‘Maternity 
Hospital as a Group 1 Maternily Hospital, especially in a rural area 
such as this hospital serves.’ 

- Discussion also took place on the alocatia of the Mileage Grant 
for the area, ’ : 
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~ 


. COVENTRY DIVISION 
An ordinary ‘general meeting of the Division was held on 
November 8 at the Coventry and Warwickshire Hospital. Dr. R. S. 
Rudland took the chair, and the B.M.A. Lecture, 1949, was delivered 
Clair Elkington, his subject being “ Diagnosis and 
The lecture was well 
illustrated by lantern slides and was greatly appreciated by the 
Division. An enthusiastic vote of thanks was accorded to Dr. 
Elkington at the close of the lec:ure on the proposition of Dr. W. D. 
Coghill, seconded by Dr. J. Ballantyne. 


Dacron DIvVISs10N 


‘The annual general meeting of the Darlmgton Division was held 
on November 1, with Dr. B, B. Freshwater in the chair. Eighteen 
members attended, ` The following office bearers were also elected : 
deputy chairman, Dr. A. Morrison; treasurer, Dr. A. Woodman; 
secretary, Dr. W. F. A. Heron, 15, North Road, Darlington 
(Telephone: 2155). 

-The formation of a new Branch to be called Allside was discussed. 
A ‘meeting of Branch representatives was held on November 6 to vote 
on the formation of this Branch. Clinical meetings are being 
arranged by the medical and surgical staff. of the Darlington 
Memorial Hospital: >the first meeting was held on November 10. 
The. possibility of establishing a Sunday rota of duties was discussed, 
but at the moment the response was said to be poor. . 
dinner will be held-on December 15, when Dr. Grey Turner will.be 
guest of honour. 
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THE SECRETARY REPORTS 





PUBLIC HEALTH MEDICAL OFFICERS 


In this column a fortnight ago attention‘ was drawn to the 
problems arising for those members of the public health service 
who before the N.H.S. appointed day were whole-time officers 


: of local authorities and whose duties included commitments 


as medical superintendents or medical officers of infectious- 
diseases hospitals and similar institutions. 
Committee intends to pursue this matter through the appro- 
priate committee of the Whitley Functional Council early ‘in 
the new year. After all, this is just the sort of problem for 
which the Whitley machinery was devised; and it is a matter 
for some surprise that this point should not have occurred 
to the Mini§try. Meanwhile the committee desires to repeat 
the advice already given to local authority medical officers who 
‘are asked by regional hospital boards to accept contracts for 
part-time services. That advice is to defer action until the 
present discussions are completed. 


The committee’s view is that under no circumstances should 
a public health medical officer accept a contract for hospital 


work in the grade of junior hospital] medical officer. In cases 
where pressure is brought on an officer to undertake hospital 
work in this grade it should be undertaken only on the under- 
standing that the arrangement will be regarded as temporary 
in character and subject to revision in the light of the Public 
Health Committee’s discussions. Incidentally, there seems to 
have been a lack of uniformity between the various regions 
in the classification of their public health medical officers ‘in 
relation to their infectious-diseases work. 
it appears that the public health officers engaged in this work, 
some of them of high standing and long experience, have been 
classified, willy-nilly, as senior hospital medical officers. Inquiry 
is being made into the position. 


Vaccination and Immunization 


Negotiations on the fees for vaccination and immunization 
‘have at last reached conclusion. The local authorities’ associa- 
tions have agreed to recommend their constituent bodies to 
pay a fee of 5s. for each record.received from a general prac- 
titioner. This fee will be paid for evidence of a successful 
vaccination on the first attempt, or where a secofid attempt 
has been made after an unsuccessful-first attempt. A third 
attempt will be regarded as a fresh vaccination and an ‘addi- 
tional fee of Ss. will be paid for it. In the case of immuniza- 
tion, the fee will be paid in respect of the complete process, 
normally involving two injections. 


The General Medical Services, Committee’ has‘ accepted these 


terms op the understanding that ‘they will apply retrospectively 
to all cases for which a record has been returned since July 5, 
1948, and without prejudice to the reopening of the question 
of the fee in the light of changed circumstances. The com- 
mittee has also asked that every effort be made to simplify 
and standardize the form of report required by local authorities. 


Other General Practice Matters 
By the end of December we shall have completed the first 


_ three months of the statistical inquiry which has been under- ` 


taken, under the guidance of an eminent statistician, to deter- 
mine the number of items of service rendered by general prac- 
titioners under the National Health Service. In addition to 
the, usual items such as visits and consultations at the surgery 
the inquiry will reveal a number of special items of service— 
e.g., reports, ‘certificates, night visits, etc.“ The object of the 
survey is to assess the amount of work which is being undei 


The Public Health 


In one large region- 
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taken by general practitioners in the light of the committee’s 
view that in devising its recommendations the Spens Committee 
based them on the assumption that the doctor would do a 
reasonable day’s work and be left with sufficient leisure. 

The Ministry has agreed that all sulphonamides should be 
included in the list of specially ‘expensive drugs for which addi- 
tional payment is made in the case of those practitioners who 
‘are ‘dispensing practitioners. The Ministry has also agreed that, 
where drugs and dressings are supplied by a dispensing prac- 
titioner who is providing maternity medical services for a 
patient on another practitioner’s dispensing list, the cost can 


„be covered by prescribing the drugs and dressings on the 


ordinary prescription form (E.C.10), which should be passed 
to the executive council. 

Owing to a legal difficulty the Ministry has not. yet been 
able to promulgate the arrangements agreed with the General 
Medical Services Committee under which doctors associated 
with residential schools will be able to prescribe in bulk on a 
single prescription form drugs for the use of the school as a 
whole. It is understood that the necessary regulation will be 
issued now that the Royal Assent has been given to the National 
Health Service (Amendment) Act. 

The committee is still awaiting an invitation from the Ministry 
to discuss proposals for giving effect to the Government’s deci- 
sion to make a charge of not more than one shilling (subject to 
certain exceptions) for prescriptions undér the National Health 
Service. All will agree that the doctor should not be required 
to play any part'in the collection of this charge. 

A special committee of the General Medical Services Com- 
mittee has been set up to consider any modification or amend- 
ment which may be desirable in the Medical Services Com- 
mittee procedure as laid down in the Service Committees and 
Tribunal Kegulanoss; 1948. 


Residential Appointments 


I suppose no one can complain at being called upon to pay . 
his legitimate income tax—by that I mean to complain more 
than” usual—but the fact remains that a number of practi- 
tioners, notably resident hospital officers, including medical 
superintendents, will pay more tax under the new arrangements 
than they did under the old. This happens not because of new 
legislation but because of a change in the way of expressing 
an officer’s* position in relation to emoluments. 

Under their former conditions of service many hospital medi- 
cal officers received a net°*salary, plus residential emoluments 
in kind which were not taxable. The Board of Inland Revenue 
has intimated that as,from July 5, 1949, these officers will be 
taxed on the basis of their gross salary, but for the period 
July 5, 1948, to July 4, 1949, only the actual cash arrears will 
be taxable. In other words the intention is to tax net salary 
up to July 4, 1949, and gross pay thereafter. 

The salary scales Jaid. down in the terms and conditions of 
service for hospital medical staff are for non-fesidential officers, 
and, where board antl lodging or other services are provided, 
are subject to deduction. 

In the case of houst officers the deduction is at the fixed 
rate of £100 p.a., but for all other officers the charge is deter- 
mine@ by the hospital management committee (or board of 
governors) at a sum equa] to the value of the services pro- 
vided. It is not uncommon therefore for a house officer and 
a registrar to Sccupy similar quarters at very different charges. 
Where the officer is appointed by a regional board, the charge 
fixed by the hospital management committee is EURIG! to the 
approval of the board. 
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AND SPECIALIST SERVICES 
IN SCOTLAND 


The following memorandum has been issued by the Department 
of Health for Scotland: l 


The tables which follow this memorandum have been con- 
structed on returns which were obtained from the five Scottish 
regional hospital boards in September, 1949. These returns 
covered the specialists, including both consultąnts and 
S.H.M:O.s, who were at that time in contract with the 
regional boards. For each individual was recorded his year 
of birth, his grading, the specialty in which he was engaged, 
the hospital group (or the principal one) to which attached, 
whether whole-time, part-time (including the number of notional 
half-days employed per week), or under a main contract with 
the university and a parallel contract with the regional board. 

These returns were transferred to punched cards and have 
been analysed as set out below. The process is still incomplete, 
but the preliminary results have appeared so deserving of urgent 
consideration that the tables and certain deductions from them 
are now set out for the information of the regional hospital 
boards, the universities, and the profession. 

Certain reservations must be made. In the interval between 
receipt of returns and their analysis some deaths, retirements, 
promotions, and new appointments have occurred. Some 60 
appeals against grading are pending and have still to be decided. 
In the tabular grouping it has from time to time been neces- 
sary to associate certain groups—for example, pathologists 
include biochemists, as well as certain other laboratory 
specialists whose field may include bacteriology. Some 
specialists are included in the general surgical or general 
medical groups although they may also have an interest in 
special fields. | 

It is believed, however, that these and other sources of 
possible error do not seriously invalidate the general tables 
and the conclusions to which they seem to point. The total 
number of individuals included in these tables is 920. Of 
these, 646 hold consultant grade and 274 are graded as 
S.H.M.O.s. 

Further studies are in progress, including an estimate of the 
distribution by age groups and locality of the general practi- 
tioners in contract with executive councils, and further tables 
will show the number of new medical practitioners and medical 
_ students who register for the first time in each year in Scotland 
and England and Wales. At a later stage it is intended to make 
a similar analysis of all registrar appointments. And, finally, 
the tables will be kept up to date by quarterly returns from 
the boards showing deaths, retirements, transfers, and new 
appointments. . 

Young Specialists 


The first impression from a study of the specialist age groups 
is that the specialists are, in the mass, a comparatively young 
community. The year-of-birth period covers almost exactly 
40 years. Only two consultants in the Service were born before 
i880; only three S.H.M.O.s subsequent to: 1919. The age 
distribution between the four 10-year periods is: 


HOSPITAL 














Date of Birth 
1910 
Before 1889 1890-9 1900-9 and After 
a. (60 and over)! (59-50) (49-40) | (Under 40) 
All specialists, consul- 
tants, and §.H.M.O.s 85 * 210 305 320 
Percentage of total 
(920)(to nearest whole 
number) ae 23 è 33 ' 35 





e a a a A a 

It will be seen from the tables showing the age groups by 
five years (and still more clearly from the original extended 
tables) that there are “ peaks” at the age groups surrounding 
1901 and 1911 (year of birth). Individuals born in these years 
would graduate, say, between 1922 and 1926, and 1932 and 1936, 
respectively. The comparatively heavy “crop ”® of specialists 
in these age groups may be referable, in the first group, to the 
great accession to the Medical Register in the years following 
the first world war (over 2,500 in the peak year 1925). 
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It is significant that this last figure was equalled in 1938 and 
has been exceeded in almost each subsequent year. It still 
remains to be estimated what proportion of new graduates in 
the years since 1938 may have turned to specialist work, but. 
given the same preferences as held for the 1922-6 and the 
1932-6 graduates, it will be high. It seems clear, too, that the 
numbers added to the Medical Register in each of the next 
few years will exceed any previous “ normal” additions. The 
graduates of 1950 and onwards will include numbers of demobi- 
lized ex-Service men,and women who returned to civil life and 
took up studiés in 1945 and subsequent years and to accommo- 
date whom the medical schools increased the number of avail- 
able places. The tables are, therefore, of special interest for 
the indications they afford, however limited, of the prospective 
vacancies in specialist appointments. 


Vacancies 


Vacancies in the specialist service may occur through death. 
through retirements, or through an actual increase in the estab- 
lishment of specialist posts. It is not, of course, practicable to 
assess precisely the opportunities which specialists trained in 
Scotland may find elsewhere in the United Kingdom, in the 
Services, or abroad. With this reservation, the numbers of 
specialists in training at any one time—that is, the numbers in 
registrar appointments—should be related to the prospective 
vacancies. : 

There cannot at present be any certainty as to the number of 
new specialist posts that may be created in the next few years. 
The more obvious gaps—in the landward areas and in certain 
specialties—are being filled now, and further expansion of the 
specialist services cannot proceed far in advance of expansion 
of the hospital. and out-patient facilities and in the numbers of 
nursing and other ancillary staff. These may prove limiting 
factors. It is safer, therefore, to confine examination for the 
present to the numbers required to maintain the existing 
specialist establishment. \ 

Retirements can be calculated from the numbers in the 
various age groups. The normal retirement age in the 
Service is 65, though boards may agree with individual 
specialists to extend their contracts, perhaps with modifica- 
tions, to the age of 70. That is, specialists born in 1885 oF 
earlier should normally retire before the end of 1950. The 
numbers concerned are: 


Consultants y a Sa Gi ia 23 
S.H.M.O.s ee iy ya n bra 6 
Total 34 


In subsequent years the number of estimated “ norma] ” 
retirements are: 





1951 | 1952 | 1953 | 1954 | 1955 | 1956 
Consultants .. ae 6 13 17 10 12 13 
SHM.O.s 1 = 3 1 4 3 
g Total. 7 13 20 T 16 16 


distributed over the whole specialist field. Whether all these 
retirements would mean individual replacements would have to 
be decided at the time. Some certainly would ; others repre- 
senting posts on part-time contracts, with a limited number of 
sessions, mightnot. Some S.H.M.O.s wil] no doubt be replaced 
by consultants. 

As well as losses from “normal” retirements there is a 
calculable loss from mortality over specialists in all age groups. 
Calculation shows that this number would lve around 10 per 
annum and may be less in the next few years because of the 
age distribution. 

Registrars 

These calculations suggest that an output of trained registrars 
of not more than 30 per annum would adequately fill the 
prospective vacancies for some years to come over the whole 
specialist field. 

The number of registrars in each grade—juntor registrar. 
registrar, and senior repistrar—will no doubt be progressively 
reduced so as to select from the initial entrants to the 
registrar grade only those capable of filling specialist posts. 
This qualitative selection should presumably be accompanied 
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by a quantitative reduction so that the numbers emerging as If the process of selection is more severe the numbers in the 
trained specialists roughly approximate to the prospective earlier years might be greater, and conversely. 
vacancies—in Scotland and elsewhere. The proper rate of’ "As 30 has been taken. above as the number of vacancies in 
reduction at each of the several years of the registrar’s train- existing posts that will occur annually in Scotland in the next 
ing is a matter for consideration. The number of senior regis- few years, the total number of registrars in training necessary 
trars in each year of training should presumably be related to fill these posts would, be about 300. ; 
closely to the annual expectation of specialist. vacancies.. The Allowance has to be made, of course, for new posts and 
number of registrars in each year has to be greater than the other needs outside Scotland, but even so it seems necessary 
aumber of, seniors and the number of junior registrars greater to consider whether the numbers of registrars and others at 
than the number of registrars. For example, one estimate is present in’ training to be specialists are justified: by their 
that for every 30 specialist posts that fall vacant each year prospects of obtaining specialist posts. 
the appropriate numbers of registrars in training might be: It is also necessary to consider the needs of the hospitals for 

l . ` medical staff below the specialist level in order to carry on the 


— 


Senior Registrars 


(? Fourth year .. N: . E ae 30) ' ,„ essential work. There may prove to be a substantial difference 
Third year .. a oa -- 30 between the number of registrars which the prospect of 
‘Second year .. ee pr pi és 30 . ; cgi ' 

First-year |. |. Ok Ok 30 specialist posts would warrant and the number of doctors of 
Registiare ` this level of experience who are actually needed in posts the 
Second year .. x = . 40 bulk of which have in the past been filled by -specialists in 
First year... -. .. = + 60 ‘training. A situation of this kind might well require some 
Junior Registrars... = 6. wwe „reconsideration of the basis of hospital staffing, the relative 
Total No. of Registrars .. `.. 280 (4 2.30) ‘responsibilities of specialists and registrars, and the scope for 


| hospital posts outside these two categories. 


Taste I.—All Specialists—Age Groups by 5-Year Periods 









1910-14 1915-19 1920- 





Before 1880 1880-4 . 1885-9 1890-4 ° 1895-9 . 1900-4 ' 1905-9 
Consultants 2 20 52 64 99 127 
S.H.M.O.s ` 5 6 20 , 27 44 


“Total |. 2 25 58 84 126 . 171 














28 8 113 
S.H.M.O.s .. \ 3 1, 3 I 11 
Total... 1 3 8 16 13 23 20 31 9 124 
a [j 
Š ' TABLE IM.—General Surgery ; , 
. l a ee 
Consultants I 5 10, 15 17 25 © 17 o 35 4 129 
'SH.M.O.s .. 3 1 1 4 4 ’ 1 4, 1 19 
Total 1 8 11 16 21, 29 18 39 5 148 
~ ` ; i l 
` TaBLE IV.—Gynaecology and Obstetrics i 
a R x 
Consultants y 2o 1 7 , 6 10 13 12 3 54 
S.H.M.O.s .. I 2 1 1 8 6 1 19 
Total .. 2 1 7 © 8 11 © 4 20 9 1 73 


oe E : n 


f TABLE V.—Anaesthetists 





Consultants 1 6, 9 6 2 37 
S.H.M.O.s ..' 5 4 11 2 10 10 2 44 
- Total 3 1 11 9 19 11 16 2 | 2 81 
/ ` f 
TABLE VI.—Jnfectious Diseases an 
4 . 
Consultants 1 1 1 e 1 4 
S.H.M.O.s .. a a 1 2 ; 5 
Total. oe 1 1 2 D 9 


TABLE VIL.—Venereal Diseases 


` : ` 
Consultants i 2 , 2 es ‘ : 
S.H.M.O.s as ( ] - 


1 
Total... 2 1 > 2 


T- 


to 
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. TABLE IX.—Dermatology x 

wae le Epo IP. Ue pee E a 
Consultants 1 2 i 4 3 : 1 2 13 
S.H.M.O.s .. 1 ’ 1 1 2 1 6 
Total : 1 3 4> 3 2 1 19 
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TABLE X.—Neurology `. 


7 : ss i Ps cern 
Before 1880 1880-4 1885-9 1890-4 1895-9 1900-4 1905-9 1910-14 1915-19 1920- Total 
„Consultants I I 1 1 : 4 
S.H.M.O.s .. / Res 


Total .. 1 l 1 1 : 4 
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TABLE XI.—Orthopaedic Surgery ) 



















































/ i 
Consultants I i 1 3 8 4 7 25 
S.H.M.O.s .. ‘ 2 y, 2 
Total si 1 { 1 3 8 4. 9 27 
? i ai ' TABLE XII.—Neurosurgery 
Consultants , L ty 3 1 6 
S.H.M.Os.. . 1 ; i 
Total yi : MI 1 l 3 | `? 
, TABLE. XII .—Dental and Oral Surgery 
p 
Consultants 1 2 > 3 3 I 1 
S.H.M.O.s .. I 2 5 2 3 > 1 2 16 
' Total ii 2 2 2 8 5 4 2 2 27 
6 
TaBLe XIV.—Ear, Nose, and Throat Surgery 
Consultants E 2 2 10 11 4 2 _| 36 
S.H.M.O.s .. 1 r ‘ i 2 2 5 
Total... 1 2 3 CO, 10 11 4 4 4i 
- eo -a TABLE XV!—Plastic Surgery 
* Consultants re "9 \ \ 3 
S.H.M.Os.s .. ` zx 
Total sa i 2 1 3 
i 
TABLE XVI.—Urology 
Consultants ` 2 3 1 i 6 
S.H.M.O.s .. l 1 
Total .. : 2 3 1 ' I 7 
` 1 
TABLE XVII.—Ophthalmology 
Consultants 3 4 8 I i 36 
S.H.M.O.s .. i 2 1 l 4 9 19 
Total ae - 3 12 4 5 12 10 55 
TABLE XVIII.—Paediatrics 
Consultants 1 3° 2 4 4 2 . ` 16 
SH.M.O.s .. TA 


Total. ist 1 |e 3 2 4 4 2 16 





TABLE XIX.—Pathology 


















Consultants 2 R 4 8 | 28 

» SH.M.Os.. i 3 3 4 15 

' Toal .. AE : . 7 l1 5 43 

' TABLE XX.—Bacteriology 

Consultants ú 3 2 SVI l 2 2 4 13 

S.H.M.O.s .. 1 1 : l 2 5 

Total ' .. 2 2 2 2 1 2 2 5 2 e 18 
L SŘ E eee 

) š . TABLR XXI.—Radiodiagnosis 

Consultants 2 oe 10 2 6 1 32 

S.H. M.O... 2 1 3 1 5 4 ' 16 

Total... 4 5 7 13 3 11 5 ' 48 

@ e 
` TABLE XXII.— Radiotherapy 7 







Consultants 
S.H.M.O.8 .. 
~ Total 
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` ' g : i R Giga? 
ape TABLE XXIII.—Psychiatry . 
1880-4 | 1885-9 |- 1890-4 1920- | Å Total 

t- 6 146, 44 
1 1 Te 34 

ee? a -7 7 -78 
r 1 ‘ 

- TABLE XXIV .—Thoracic Surgery 
Consultants ` 1 2 2 i 5 
S.H.M.O.s ' ` t — 

Total - 1 2 2 i 5 


~ 
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Age Distribution of General Practitioners in Scotland 





- 





eal 


Medical practitioners 
(principals) on list of 
Scottish executive 
councils se os 

Assistants 


Total 


LS 


j . poa 1 3 — 
| F i | E : 
Boron 1870-4 | 1875-9 | 1880-4 | 1885-9 | 1890-4 | 1895-9 | 1900-4 | 1905-9 |1910-14 1915-19] 1920-4 |1925-30} Totals em 
; aa ieee i Divulged 
373 | 152 | 4 -88 
ih I 3 10 4 69 125 20 63 7 





The 270 assistants include 25 part-time assistants who in addition aré employed as medical practitioners on their own account and are also included in the 2,418 


A e 
Total 




















princip ’ 
2 \ iw 
; Age Distribution as at December, 1949: 10-Year Periods À 
Principals 
Over 80 6 7 
70-79 :; . 85 
60-69 214 
50-59 573 
40-49 607 
30-39 6R9 
* 20-29 156 
Total .. “a 2,330 


The following is a list of local authorities: which are -undér- 








SURVEY OF CONVALESCENT HOMES 


The Ministry of Health has asked regional boards to undertake 
in association with local health authorities a fact-finding survey 


of the untransferred convalescent homes in their regions. This: 


survey is to be carried out instead of a review, formerly asked 
for, of the untransferred convalescent homes with a view to 


their allocation for use either. by: boards or by local health ` 


authorities. i 


In the survey the homes will be put into one of 
the following categories: . ` 5 


r 


, (a) Those which provide convalescent treatment within the scope 
of the-hospital service, and may therefore be -appropriately used by 
regional hospital boards. i i : -= 

(b) Those which provide recuperative facilities of the “ holiday 
home” type, and may therefore be appropriately used by local 
health ‘authorities. k ; 


(c) Those which are a combination of (à) and (b). 


When this information is available’ consideration will be 
given on a national basis to the question whether there should 
be any, and if so what, allocation of convalescent ‘homes 


or beds between regional ‘hospital boards and local health 


authorities. a 





- fa pm 


TRADE .UNION MEMBERSHIP \ 


a 


DOCTOR TO PAY EXPENSES 


In a.case that came before a medical‘service committee recently 
a man complained that his daughter was not visited by a doctor 
when the doctor was called by telephone. 
` Mr. A wrote to the clerk of the executive council of his area 
saying that at about 6 p.m. his daughter complained of slight 
earache, which his wife treated. After 8 p.m..the pain became 
worse ; by 10.15 p.m. the child was in agony, which showed no 
sign of abating by 11 p.m. Mr. A then telephoned Dr. X.. 
Dr. X came from’ his bath to answer the telephone, and, accord-: 
ing to Mr. A, on being told about the child’s pain said, * Well, 
what can I do about it?” -Mr. A protested at this remark, and 
said that the doctor told him not to be silly, that he had nothing 
for the child at home, and that he’could only give a prescrip- 
tion which could-not have been made up until the morning. 
Mr. A got very angry and rang off. At 4 a.m. the same night 
Mr. A-telephoned a Dr. Y, who visited the patient within a few 
minutes, and treated her. The next morning a surgeon per- 
formed a minor operation on the child, and she made an 
uneventful recovery: on 

A copy of Mr. A’s letter of complaint was sent by the clerk 
of the executive council to Dr. X, who agreed that the facts 
in it-were correct. Dr. X addéd in his reply-that he considered 
he was entitled to be annoyed about the etelephone call at 
11 p.m. Twice on „that evening he had been near Mr. A’s 


` house’ between 6 p.m. and 9.30 p.m. and would have been 


stood to require employees to be members, of a trade union - 


or other organization: . | ha 
M etropolitan Borough Councils —Fulham, Hackney, Poplar. 
Non-County Borough Councils—Dattford, Wallsend. 


Urban District Councils-—Denton; Droylsden, Houghton-le- 
Spring, Huyton-with-Roby. 


t 


pleased to visit Mr. A if he had been fnore cohsiderate and 
telephoned sooner. Moreover, he had intended to comply 
withgMr. A’s telephoned request, but considered he was entitled 
to argue the matter first. : 

‘In verbal evidence Mr. A admitted that owing to the abrupt | 
termination of the telephone conversation he did not expect 
Dt. X to attend the child that’ night, but thought he would 
come on the following morning. He had felt reluctant to call 
the doctor unless it proved absolutely essential to do so. 

\ 
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Dr.'X contended in his verbal evidence that a large propor- 
tion of “ urgent” calls had proved to be unnecessary, and that 


he was therefore entitled to discuss the case, on the telephone. 


He insisted that he had not refused to attend, and if Mr. A 
had not rung off so suddenly he would have undoubtedly made 
the visit. aa ) 
i Inferences by Committee ` 

The committee considered that the doctor’s failure to visit 
the patient was due to the nature of the. telephonic exchanges 
between, him and Mr. A. The committee thought it. reasonable 
for Mr. A and his wife to try to alleviate the child’s immediate 


distress and to avoid, if possible, the need for calling in the 


doctor; and it was satisfied that Mr. A had not sought: Dr. X’s 
services until he had formed the opinion that such services 
were absolutely necessary. i 


Deduction from Pay 


The executive council adopted the committee’s recommenda- 


' tion ‘that an amount be recovered from Dr. X's remuneration 


equal to any medical expenses incurred by Mr. A as a result 
of his requisitioning the services of another general practi- 


_tioner in’ a private capacity, and that such amount be paid 
to Mr. A. 


` reply. ... 








Correspondence 








`, Unreasonable Demands by Regional Boards 


Sm,—Sir Reginald Watson-Jones’s timely letter (Supplement, 
December 10, p. 253) prompts me to record a recent but by no 
means unique experience, which is best described by giving the 


. substance of a letter of protest that I sent to the chairman of 
‘the regional board concerned. 2 


a Yesterday morning (November 30) I received a cyclostyled letter, 


` even’ the signature being duplicated, asking me for a private and 


confidential opinion about a candidate for the post of orthopaedic 
surgeon to the Hospital Management Committee. I 


- was asked to send my reply before Saturday, December 3. 


“ The format of the letter is, perhaps, excusable, though no such 
labour-saving devices are permitted to those who reply to these 
inquiries—and one may have many to answer. 

“ What is serious and, I think, unpardonable is the short interval 
between the posting of the request and the date for sending in the 
Tomorrow I am going to —— to give a lecture, and I 
shall be away from the hospital for two days. It is pure chance that 
this absence did not coincide with the arrival of the letter about the 


4 


` — candidate, and then I should have been unable to send an 


answer in time for the meeting of the advisory committee. 
In that case my silence might have been open to very serious 
misrepresentation. ... i 

“I am not unaware of the heavy responsibilities of regional boards, 
but surely it must be acknowledged that the selection of the best 
men for senior vacancies in the Health Service is by far the most 


` important of the manifold duties of regional boards and boards of 


. governors. The man you appoint will make or mar the Health 


Service. If referees are to do their jab conscientiously they: must 


be given time in which to write considesed opinions about candidates, 


/ 


^ of all the articles which they require their 


and allowance must be made for possible short absences from their 
normal places of work.” 


No reply has yet been received.—I am, etc., 


London, W.1. H. J. SEDDON. 


Protection from Patients . : 


Sır, —We youngsters serving in the Forces read with dismay 
the alarming accounts of N.H.S. patients who send lists by post 
doctor to prescrfbe. It 
seems that, unless we are to lose patients from a very meagre 
panel at a time when we need them most, when we return to 
general practice. we shall be forced to give in to this blackmail. 

Is this outlook widespread among our future patients ?) Can 
our.senior colleagues advise us on how to protect ourselves 
against these and similar “things that go bump iş the night” ? 
It will be many years before we have acquired their degree of 


tact and independence to protect ourselves.—] am, etc.. 


oe _M.O. OVERSEAS. ' 


» + CORRESPONDENCE 


© hospital. 


- 4 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


As Others See Us . 


sir.—The following extract from a friend’s letter requires no 
comment of mine. I should introduce the extract by saying 
that my friend's daughter, aged 7, had run in front of a bus,’ 
which in avoiding her had skidded and pinned her foot against 
the kerb. The child has been warned repeatedly to take care 
in crossing the road, but is' rather an obstinate mite. 


_“T sent for doctor, who came fairly quickly, Ankle swollen, but 
he said it wasn't much; ‘est for two days and then come to surgery. 
The child was very shaken ‘up, so I put her to bed for a day although 
the doctor said I needn't. I couldn't walk her down to the surgery, as 
it was still swollen, so I asked him to call, wishing that we were private 
patients. He called, and I said we wanted an x-ray as it was stil) 
swollen. Then for three days we spent several hours waiting at the 
It took four hours at first, then the next day about an 
hour and a half. The third day there was the clinic at the ortho- 
paedic department. There was such a crush you couldn't get in at 
the door. Once inside the holy of holies I got ticked off by a nurse 
for saying goodbye to someone ld met. ‘You mustn’t talk in 
here,’ she said. The doctor wouldn't let me see the x ray. ‘ Only: 
a slight break,’ he said, ‘ only slight.’ Why must one be treated 
as an imbecile ? 7 

t We go again on Monday to have the plaster removed. I hope } 
dén’t get ticked off again—I may answer back next time.” 


I would only add that my friend lives in a large town. How 
good it is to-see ourselves as others see us.—I am, €&tc., 


Isleworth, Middlesex. F. PyGotr. 
} 


Ham and Offal 


Sm,—May I cap your very interesting anecdote (S upplement, 
December 3, p. 239)? I happened to be in the office of the 
Lady Margaret Fruitarian Hospital and so answered an urgent 
and imperious ‘phone call: “Please send round at once to 


_ Lady X two kidneys or a liver.” 


{ had to decide promptly whether to reply, “This is a 
fruitarian hospital and not the butcher’s shop,” or, “We are 
‘not operating to-day.”—I am etc., 


London, W.1. JOSIAH OLDFIELD. 


/ Country Doctors Near Towns 


Sir,—I believe mileage payments, for rural areas were intended 
to encourage doctors to settle in these areas. I live in a village 
of about ‘1,300 people, surrounded mainly by urban areas. 
When a patient of a doctor from one of these areas moves into 
this village, the doctor is encouraged to continue to attend him 
by the payment of a mileage fee. Yet, when one of my patients 
moves out into one of these urban areas, I do not receive 
mileage payment. i 

The argument is advanced that’ rural practitioners would be 
able to build up substantial lists in urban areas, with the con- 
sequent diminution of the mileage. rate. This argument is. 
specious, since in.any urban area a patient has choice of several 
locally resident doctors and is most unlikely to call in a doctor 
from several miles away, and I find that my list in these urban 
areas does not grow appreciably, although-I believe I give 
reasonable service, since I practically never lose a patient except 
by death or removal. i 

I should like to hear the views of other rural doctors living 
near urban areas. My contention is that either a doctor living 
in a rural area should be eligible for mileage payments for urban 
patients living over two miles away, or doctors living in urban 
areas should not be eligible to receive mileage payments.—I am, 
etc., a 
Stockport, Cheshire. JoHN HEGINBOTHAM. 


Patients in Scottish Camps 
Srr,—As a rural practitioner in a sparsely populated area 
who ‘cannot normally expect to increase my small list of patients 
to any extent, it is'somewhat disconcerting to find that when by 
chance a few hundred workmen are added to the population 
for a year or two I am remunerated at the cut-price rates of 
12s. 6d. per annum for medical attention to thesé men and 4s. 
for drugs. - 


1 
` 
.a f . Me =- r k t 
tii ` 
< 


ia = 7 
' ` 
l ft to 


Dec. 24, 1949 0 0 h a 


K CORRESPONDENCE , 3 


y: x Ta ' l 
4 
SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


273 





I refer: to men stationed ‘in ‘two North of Scotland Hydro- 
electric Board camps in. my area. Because ‘of the frequent’ 
changes in personne] these’ men do not come on to my list, | 
but by arrangement with the Department, of Health for Scotland. 
{ am paid-according to the average number ‘in, the camps paced 
on weekly returns. ie 

The Department, on' being approached on the matter, main- 
tained that because the men were concentrated -in a limited area 
this was regarded as an advantage in that more attention could 
_ be given to a greater number in a given periód of. time. 
Secondly, the Department maintained that the workers went 
home in serious illnesses‘or were removed' to hospital ‘and 
therefore the services rendered were less. ‘than _for ordinary 
Health Service patients. 

The two camps are 10 and 114 miles from my house, and 
there is little difference between visiting men sick in scattered 
huts and visiting, patients in a village. As to the Department’s 
second argument, over 80% of the men are Irish and do not 
go home. They are put in the camp. sick- -bay if the illness is 
slight or in the cottage hospital if more severe and in both 
places are treated by me. f 
\ It is appreciated that some of these men are on the dists of 
other doctors,. but surely those’ who do the work deserve the 
‘reward. It would be interesting to know the ‘views of others 
similarly affected. My feeling of injustice is not lessened by the 
fact that I have to date received no payment at all for 1949.— 
[ am, ètc., i , 

Strone, Argyll. ` ` - DAVID M. WALKER. 


¢ 


POINTS FROM LETTERS ` 


Mutual Support 


Dr. Duprey F. TORRENS (Market Rasen, Lincs) writes: Medicine 
is beleaguered. We must poo! our incomes and divide them fairly. 
Pay each practitioner’s rent and rates. Pay a per caput subsistence 
allowance to each medical family.’ Pay a travelling’allowance to each 
practitioner proportionate to his petrol allowance. Pay an allowance 
proportionate .to each practitioner’s surgery expenses. Pay a per 
caput educational allowance in families where it is needed. This 
means a sacrifice for those who are above the average in income and 
an alleviation for those who are below the average. That is not so 
important. What ‘is important is that’ such action would mean unity. ' 
At present the fortunate professional man does.not really support the 
unfortunate. He does in theory. This is not a strike. It is mutual 
support in doing, not in refusing to do. It,is ethical as between 
doctor and doctor, as between doctor and patient, as between all 
doctors and the State. It would -soon demonstrate whether the 
attitude and estimate «OF: the State was right, or that of the 
profession. . . ^. ; 


d 
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' B.M.A. LIBRARY 


| The following books have been added to the Library: 


American Association for the Advancement of Science: Rickettsia] 
Diseases of Man. my 

Bernheim, B. M.: The Story of the Johns Hopkins. ` 1948. - 

Bier, A.: Homöopathie und harmonische Ordnung der Heilkunde. 
Zweite Auflage. 1949. 

Black, N.: Notes on the Theory of Dental l Surgery. “1949, 

British Pharmaceutical Codex. 1949 


+ 


anaron, o and ‘Trumper, M.: Clinical Biochemistry~ Fourth 
edition. 

Cohen, E. W.: English Social Services. 1949. i 

Crohn, B. B.: Regional Tleitis. .1949. TR i 


Dampier, Sir W. C.: A pay of Science. Fourth edition. 

Douglas, C. G., and Priestley, J. G.: Human Physiology : a practical 
‚course. Third edition. 1948. 

ayaa Failure of the Heart and Circulation. Second edition. 

Pororo R. W.: Textbook of Bacteriology. Sixth edition. 1949. 
Faust Human Helminthology. Third edition: 1949. 

Fulton, J. F. (Editor): 
W. H. Howell). Sixteenth, edition. 

Geschickter, C. F., and Copeland\M. M.: Tumors of Bone. Third 
edition. . 1949. 

'Gray’s Anatomy: descriptive, and applied. Thirtieth edition edited 
by T. B. Johnston and J. Whillis. 1949, 

Green's Manual of Pathology. Seventeenth ` edition revised by 
H. W. C. Vines. ` 1949. 

Crepes Marbe; R.: Handbook of Venereal Infections. 


' 
[i 


Kerényi, , í C.: Le 


Webb, 


R.A.M.C,, 


A Textbook ae (originally by- 


1948. ji 


Hess. J. H, and Tonde E. C:: The Premature Infant: medical and 
Nursing care.’ Second edition. 1 

Hoare, E. D.: The Sulphonamides* in. General. Practice. 1949. 

_Hosford, J:; Fractures and Dislocations i in General Practice. Second 
edition. revised’ by W. D. Coltart. 

“Jordan: Burrows’s Textbook of Bacteriology. Sie edition by 
William Burrows. 1949. 

Kenyon, F.: ‘Psycho- analysis: a modern delusion. 1949, 

Médecin Divin: promenades mythologiques aux 
sanctuaires d`Asclépios. 1948. 

Ber To ‘M. M., and Moir, J. C.: Operative Obstetrics. Fifth edition. 


Kintner, E. W. (Editor): Trial of Alfons Klein ef al. (The Hadamar 


Trial). 1949, 
Konopka, G.: Therapeutic Group Work with Children. 1949, 
metic A.: Die RGntgendiagnosuk der Wirbelsäule. Zweite Auflage. 
May and Worth’s Manual of Diseases of the Eye. 
Montague L. Hine. 9. 
Newton, W. H.: 
1949 


Tenth edition by 
Recent Advances in Physiology. Seventh edition 


O’Hara, F. J.: ` Psychology and the Kirs: 1949. 

Pickles, M. M:: Haemolytic Disease of the Newborn. 1949. 

Randall, M.: Ward Administration. 1949. 

SRE T. M. aie Viral and Rickettsial Infections of Man. 
194 


Robertson; W. G. Pca to Forensic Medicine and Toxicology. 
‘Twelfth ‘edition edited by! J. H. Ryffel. 1949. 

Schmideberg, M.:° Children in Need. 1948, ; 

Scottish Council for Research in Education : The Trend of Scottish 
Intelligence. . 1949. - ' 

Stephenson, M.: Bacterial Metabolism. Third edition. 1949. 

Stephenson, W.: Testing Schoo! Children. 1949. 

Stieglitz, E. J. (Editor): Geriatric Medicine. Second edition. 1949. 

Ten Teachers: Diseases of Women. Under the direction of Clifford 


, White. Eighth edition. 1949. 
Thornton, H.: Textbook of Meat’ Inspection. 1949, i 
Traquair, H. M.: An Introduction to Clinical Perimetry. Sixth 
-~ edition. > 1949. 


Van Der Meer, 
eo oreo te. 


P., and Zeldenrust, 
1948. 


J.: Reticulosis and Reticulo- 


M. (Editor): Trial of Wolfgang Zeuss et al. (The Natz- | 
weiler rial’ - 1949, 
Woglom, W.'H.: Discoverers for Medicine. ,1949. 
ioe wor R.S.L : Contemporary Sonos ‘of Psychology. Eighth i 
edition . 


1949. 
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H.M. Forces Appointments 
` - , 


ROYAL NAVY 


en Captain J. F. M. Campbell, K.H.P., has been placed on 
the Retired List. 

” Surgeon Commander W. M. Greer has been placed on the Retired 
Ist.’ 
Acting Surgeon Lieutenant-Commander A. O’Connor to be 

Surgeon Licutenant-Commander. , 


Rovi NAVAL VOLUNTEER RESERVE” 


Surgeon Commander A. S, Bradlaw, V.D.R., has been placed on 
the Retired List. 

Temporary Surgeon Lieutenant D P. Finnegan hae been trans- 
ferred to List TI of the Permanent R.N.V.R., in the rank of Surgeon 
Lieutenant- Commander. 


d ARMY ' 

Major-General J. C. A. Dowse, C.B., C.B.E., M.C., K.H.P., late 

R.A.M.C., having completed four years in the rank, has been retained 
on the Active List supernumerary to SD a 

Brigadier (Temporary Major-General) T . Menzies, O BE., late 


to, be Major-General. 
Brigadier T. Young, O.B.E., late RAM c, 


(supernumerary), 
J. Beveridge, OBE., M.C., late R.A.M.C., to be 


Colonel 
Brigadier. 
Colonel B. J. Daunt, 'O.B.E., “Jate R.A M. C., having attained the 
age for retirement; is retained on the Active List supernumerary to 
pa ha aaa 
onel F. C. K. Austin, late R.A.M. C, has retired on retired 
pay. 


Lieutenant- Colonels È. H. Hal, O.B.E., A. Sachs, and G. A. 
Va meso, O.B.E., from. R.A.M. C., to be ‘Colonels. 


to be Ma jor-General] 


~ 
4 


. ROYAL ARMY.: MEDICAL CORPS 


Lieutenant-Qolonel C. G. G. Keane, O.B.E., has retired on retired 
pay, and has been granted the honorary rank of Colonel ; 

Lieutenant-Colonel J. G. E. Vachell has retired on retired pay. 

Lieutenant-Colonel T. J. Moloney has been placed on half-pay 
on account of disability. 


i 
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., Maiors (War Substantive Lieutenant-Crlonels) A. M. Pugh and 
J. D. Cruickshank to be Lieutenant-Colonels. ; : 
Majors D. Wright, D.S.O., and G. C. Dansey-Browning- to 
Lieutenant-Colonels. i co g f ! 
Major J. G. Peacock has' retired, recéi ing a gratuity. 
Captains A. J, Moss-Blundell, E. M..Ensor, H. M: Macfie, and 
R. G. McFarlane to be Majors. - 
' Short Service Commission. —The notification regarding Major J. C. 
Scott in a Supplement to the London Gazette dated July 22 has been 
-cancelled. Captdin R. M. B. Talbot has retired, and has been 
: granted the honorary rank of Major. | 


: . 
o REGULAR ARMY RESERVE OF OFFICERS 
} >. ROYAL Army MEDICAL Corps 


Lieutenant-Colonel K. S. Fitch, O.B.E., MLS. Ret., to bė. 


Lieutenant-Colonel. 
TERRITORIAL ARMY 
RoyaL Army MEDICAL Corrs 


Colonel. W. McK. H. McCullagh, D.S.O., M.C., T.D., has been 
appointed Honorary Colonel, a new appointment. PA 

oe R. Ward, M.C., T.D., having exceeded the age limit, has 
retired. | À 

Major (Honorary Lieutenant-Colonel) R. Passmore, I.M.S., retired, 
9 hag alor and has been granted the acting rank of Lieutenant- 

olonel. . ' 

Captains (acting Majors) R. H. Moore and E. N. Owen to be 
Majors. 


Group Captain J. B. Gregor has retired. l ' 
Flight Lieutenant C. R. Griffin to be Squadron Leader. 
To be Squadron Leaders (temporary): W. Laurence and Maiy 
. G; Murphy. . i í 
' Flight Lieutenant M. Mattinson has relinquished his commission, 
retaining the rank of Squadron Leader. ` 
-Flying Officer J. N. Agate to be Squadron Leader. 


‘ at ‘ j z 
ROYAL Arr Force VOLUNTEER RESERVE 


t » ° Se e o 
Squadron Leader W. Laurence has relinquished his commission on 
appointment to a temporary commission in the R.A.F. 


WOMEN’S FORCES l 
EMPLOYED WITH THE MEDICAL BRANCH OF THE R.A.F. 


Squadron Leader M. G. Murphy has relinquished her commission 
‘on appointment to a tempordry commission in the R.A.F. ` 
Flight Lieutenant M. E. G? Sherwell to be Squadron Leader. 


INDIAN. MEDICAL SERVICE 


Lieutenant-Colonels W. Lawie, E. T. N. Taylor, ‘C.I.E., M. P. 
Atkinson, J. P. J. Little, G. J. Joyce, and W. Fleming have retired. 

Major T. C. McG. McD. Morrison has retired and has been 
granted the honorary rank of Lieutenant-Colonel. : 


COLONIAL MEDICAL SERVICE 


The following appointments have been announced : W. Richmond. 
M.B., Medical Officer, Silicosis Bureau, Northern Rhodesia; V. F. 
Wilkins, M.B., Lady Medical Officer, Nigeria: N. T. Pease, M.B., 
'D.C.O.G., Medical Officer, Tanganyika; J. K. Hunter, M.B., D.P.H.. 
I, W. Mackeilan, M.B., D.T.M.&H., and W. A. Wilson, M.B., 
D.T.M.&H., Senior Medical Officers, Uganda; W. A. Glynn, 
M.R.C.S., Senior Medical Officer, Nyasaland ; M. L. McCauley, 
M.B., Senior, Medical Officer, Fiji; R. McPherson, M.B.. 
D.M.R.E., D.T.M.&H., Specialist Radiofogist, Superscale Grade B. 
Federation of Malaya; J. R. P. Murle®, M.R.C.S., .Medical Officer, 
Nigeria; R.. H. Purnell, F.R.CS., Surgeon Specialist, Zanzibar ; 
G. A. Ransome, M.R.C.S., M.R.C.P., Chair of Medicine, King 
Edward VII college. Singapore; H. G. H. Waters, B.M., D.T.M.&H., 
Senior Medical Officer, Kenya; H. M. Johnson, M.B., M.P.H.. 
Medical Officer (Health), Jamaica: E. S. Monteiro, M.R.C.P., Chair 
of Clinical Medicine, King Edward VII 
pore; Constance E. Field, M.D., Child Health Specialist, Federation 


of Malaya. x 
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The Ministry of Health has notified executive councils that a 
revised Form E.C.1! will come into use from January 1. The form 
can be used either for a first application to be placed on a doctgr’s 
list or for transfer to another docior when the medical card is 
missing. It. will be available only at doctors’ surgeries, executive 
council. offices, and, on the registration of a birth, from the Registrar 
of Births, Form E.C.1 itself has already been withdrawn from 
Post offices and public libraries to help reduce ‘the risk of inflation 
of doctors’ lists. oe i 
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< Association Notices 


REGISTRARS’ GROUP 


Following the approval of the Council to the- formation 
of a Special Group of Registrars within the framework of 
‘the Association, members who are engaged in one or other 
of the registrar grades are invited to apply for membership of 
the Group on the form set out below. Further supplies of the 
application form may be obtained on request. 
Applications should be sent to the Secretary. 


. ‘BRITISH MEDICAL ASSOCIATION 
REGISTRARS’ GROUP 

- Form of Application for Membership 
To ‘the Secretary, 


British’ Medical Association, B.M.A. House, Tavistock Square, 
London W.C.1.: ? 


E hat pi . 
- I wish to apply for ‘membership of the Registrars’ Group of the . 
Association, and understand that the inclusion of any individual -~ 
member within the*Group is at the discretion of the Group Council 
subject to appeal to the Council of the Association. - 
I am a member of the Association, and am ‘engaged as a hospital 
registrar, í 


L] Pa 
f 
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Date of Qualification 


oenspeveepeseuceaeevpeeae se eevee en eo evp ee eee vneeeeerpeeseaeeuae 


Present Appointment (Hospital) ...........ccccccaccceccercsuces 
(Grade, i.e., whether Junior Registrar, 
Registrar, or Senior Registrar) 
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Diary of Central Meetings l 
DECEMBER 


29 ' Thurs. Committee re Prescription of Tuberculosis, 2 p.m. 
JANUARY 

3 Tues. Central Ethical Committee, 2 p.m. 

5 Thurs, General Medical Services Committee, 11 a.m. 

5 Thurs. Anaesthetists Group Committee, 2 p.m. 

6° Fri. . Library Subcommittee, 11 a.m: 

6 Fri. Science Committee, 2 p.m. . 
11 Wed. Spa Practitioners Group Committee, 2 p.m. 

E 11 Wed. Committee on Patenting in the Medical Field, 2 p.m 
13° Fri. Tuberculosis Group Committee, 2 p.m. s 
19 Thurs. Planning Subcommittee, 10.30 a.m. i : 
19 Thurs. a Committee of ‘the B.M.A. and the N.V.M.A.. 

p.m. . 

26 ` Thurs. Committee on Psychiatry and the Law, 2 p.m 


Meetings of Branches and Divisions 
BOURNEMOUTH DIVISION 


At a meeting of the Division held at Boscombe, Bournemouth. l 
on November 25; Dr. G. D. Kersley, Director of the` Rheumatism 
Research Unit, Royal National Hospital for Rheumatic Diseases, 
Bath, gave an address on “ Recent Advances in Connexion with 
Rheumatism’ and the Endocrine Glands.” In addition to'an up-to- 
date résumé on endocrinology in relation to the rheumatic diseases, 
including gout, Dr. Kersley referred to the interrelationship of the 
pituitary adrenal cortex and the collagen: diseases. He also dis- 
cussed the possible control of hereditary hyperuricaemia in gout 
and recent work on the endocrine glands and the ‘ageing process of 
bone in osteoarthritis. The address was much appreciated by the 
Division, and after questions and discussion a vote of thanks was 
accorded: to the lecturer on the Proposition of the chairman, | 
Dr. O. C. Carter. j eee a ee 7 
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CERTIFICATION -BY GENERAL 
‘PRACTITIONERS 
‘The long-awaited report of the Inter-departmental Committee 
on Certification, „presided over by Mr. Archibald Safford, K.C., 


-is now available, and is’ summarized ‘elsewhere in the 
Supplement. - 


aml | 


iin- „general, the report shows ‘much sympathy with the views, 


expressed in the Association’ s evidence to the committee. The 
Associatior, while recognizing that the issuing of medical certifi- 


cates where reasonably required i is an essentia] part of a doctor's ` 


duty, stressed the importance of ensuring that it does not take 
precedence over his ~linical work. ‘The Safford Committee 
endorses ‘this view and draws attention to the inroads which 
unnecessary certification can make, n a doctor’s opportunities 
for study and leisure. 

‘In its evidence the Association recommended that the certifi- 
cates which a doctor is required to give as part of his terms 
of service should be listed by the Ministry in regulations, and 
that the ‘list should not be prepared ‘or amended, ‘nor the. form 
of existing ‘certificates altered, without prior consultation ‘and 

agreement with the profession’s ‘representatives. ‘The doctor’s 
Obligation, it was suggested, ‘should bé limited to giving such 
éertificates as are necessary to make a claim (a) for sickness 
and disablement: benefit, (b) for essential surgical appliances, 
and (c) for special treatment, under 'the National ‘Health Service. 
While the Safford Committee has accepted the first part of this 
recommendation, it has not accepted the second part in its 
entirety, regarding such a limitation of the scope of certificates 
ds bearing too ‘hardly on- the ‘public. - The -committee has 
accepted the proposition , that not ‘every ` certificate required 
under or for the purpose of an enactment should be included in 
the approved list.- 

‘The General Medical Services Committee was furnished with 
_an ‘advance copy of the Safford Report, together with. a statement 
that ‘the -Minister has accepted the recommendations in para- 
„graph 25 that the certificates which a doctor is required to issue 
free of charge to his,patients or their personal representatives 
under Section 33 (2) (d) of the N!H.S. Act should be limited 
to those certificates ‘which are prescribed under regulations 
made by the Ministér, being certificates reasonably required 
under or for the purposes of any enactment. The Amending 
“Sct contains:a clause giving effect to this recommendation, and 


`~ 


the G.M.S. Committee has discussed ‘with officers; of the, 


Ministry the ‘certificates to be listed in amending’ regulations 
shortly. to be“issued. This ‘consultation with the profession’s 
executive puts into effect the second part of paragraph 25 of the 
Safford ‘Report which suggested that Pondering cases shoùld 
be so discussed. _|' , 

F ' Insurance Certificates 


On the subject of the simplification of the forms of certificate, 
- the Association put forward ‘two model forms’: (1) combining 
the First, Intermediate, and Final certificates required by the 
Ministry of National Insurance, -and (2) a simple statement of 
recommendation (without a certificate of unfitness) for use in 
connexion with commodities in short supply. - The. Safford 


pe 
Pa 


+ 


~ 


THE- SECRETARY REPORTS =. 





the sécond ‘of ‘the ‘Association’ 's sioda ‘forms the Safford Com- 
mittee does not comment, ‘but one gathers that the ‘committee 
hopes ‘that the progressive abolition - of controls will reduce the 
number of-certificates required for: commodities in short supply. 
It is to-be‘hoped that this process will be rapid. ; 
On ‘the ‘question of frequency with which certificates are 
required ‘to 'be issued by doctors, the Association recommended 
(1) that, instead -of being required to issue-a certificate within 
twenity- -four -hours of ‘seeing the patient, the doctor should be 
given up to’séven dys ; (2) ‘that, ‘in ‘the case of chronic illness, 
the -doctor should.be ‘able to issue- certificates. at three-monthly 
intervals after the second week. The Safford Committee did 
tot accept the ‘first of these ‘recommendations, but agreed with 
the second. It‘describes the present requirement‘of weekly certifi- 
cates for the first four weeks `of ‘incapacity and four-weekly or 
eight-weekly certificates thereafter as needlessly exacting, and 
goes ‘on ‘to say ‘that: ‘in acute surgical- cases or in cases of certain. 
types -of injury it ‘is possible for.the doctor ‘to say with assur- 
ance, sometimes ‘from the’first day of incapacity, ‘that the patient 
will remain ‘incapable of work for a’ period exceeding four 
weeks. Similarly, in cases‘of permanent incapacity certifi- 
cates might well be given at intervals considerably in excess of 
eight weeks. If, as we have reason to believe, these propo- 
sals will be accepted, -a welcome reduction in the number of 
certificates will follow. l 
The Safford Committee ‘has not. adopted the Association’s 
recommendation that there should be some ° relaxation of the ` 
requirement to give the’ diagnosis in certificates, especially those 


_issued for ‘the purposes : .of receiving some concession or privi- 


_ lege. 


‘The ‘committee’ seems to appreciate the Association’s - 
anxiety on ‘this point, and utters a word of advice on -the subject 
of secrecy to those whose job.it is to handle medical certificates. 
The reflection should always be, “ Would J like other people 
to know what the Saer has written on my certificate ? “ 


‘Non-medical ‘Certificates 


The Association asked that doctors be relieved of the present 
heavy ‘burden of signing certificates ‘for non-medical purposes 
—applications ‘for passports, in respect of lost ration books, 
old-age pensioners’ tobacco concessions, etc. ‘There are many 
classes of the community besides doctors who may witness 
signatures for these purposes, and it was felt that doctors might 
be excluded, at any rate in some cases. In oral evidence it was 
suggested that Government servants at local offices might be 
included in the categories of persons authorized to attest signa- 
tures, and the ‘Safford Committee is in agreement with this 
suggestion. ‘On the point of Sxcluding the doctor from the list 
however, the. committee feels that the NES., Act has not 
altered -their position as responsible menibers of the public. 

This commentary on the Safford Report is in no way exhaus- 
tive. The report'‘is ‘an important document which requires to 
be ‘very carefully examined as a whole. Such a scrutiny will be 
und@ertaken by the G.M.S. Committee in the near future, and 
theré will follow discussions with the Ministry of Health. For 


~ 


'. the present, it may’ fairly be said that the committee’s twenty- 


Committee has not recommended the ‘adoption -of the first of ' 


these two models in the form suggested, but has drafted a model 
combined certificate which the G.M.S. Committee will shortly 
examine and discuss with the officers of the departménts. On 


part of their daily work. 


four session® have been well spent and that its report will be 
helpful in clearing the ground for serious discussion on what 
is; to general practitioners, an important ‘and -all-too-substantial 


; ; 2345 
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REPORT ON MEDICAL CERTIFICATES 


The Inter-Departmental Committee on Medical Certificates has 
now issued its report (H.M.S.O., 2s.) The committee was 
appointed “to consider the medical certificates required under 


present enactments or regulations or for other administrative . 


purposes and to advise, without excluding the possibility of 
amending legislation, how far it would be practicable to reduce 
the number of certificates to be signed by medical practitioners 
and to improve and simplify the forms of certificates and the 
rules governing their issue.” Its members were Mr. Archibald 
Safford (chairman), Dr. J: C. Arthur, Miss Florence Hancock, 
Dr. W. Jope, Mr. E. D. Macgregor, and. Mr. R. L. Briggs 
(secretary). 

The committee considers—as medical practitioners will agree 
that the primary function of a doctor is therapeutic, and that 
the time spent in examining patients for the purpose of signing 
or refusing to sign certificates has undesirable effects on medical 
practice, to the detriment, both of the profession and of the 
community. “Surgery hours become unduly protracted.” The 
doctor “ may well find himself compelled to eliminate visits 
which he would normally desire to make,” or he may have to 
visit a patient “ not in need of medical treatment solely for the 
purpose of signing a document.” “This bears especially hardly 
on practitioners in rural areas.” The report adds that “in the 
long run the prospect of a harassed life may deter young men 
from entering the profession.” 2 l! 

The committee had some difficulty in defining what is a 
medical certificate and what is not, for some of, the documents 
before them were medical reports, notifications, attestations, or 
statements. It points out that a document which a doctor is 
authorized to sign as an attesting witness is not a certificate ; 
he signs it as a responsible member of. the public, not as a 
doctor. It suggests that: Government servants at local offices 
should be among those authorized to attest such forms.- : 


Form of Certificates 


Since any particular’ control is a question of Government 
policy, the committee has in most cases confined its suggestions 
to limiting the occasions when a certificate is asked for rather 


”" than advocating its abolition, but has suggested that a number 


of them-be simplified. When new certificates are prepared, 
advice should be obtained on their form from the medical 
profession and legal guidance obtained. In particular, the lay- 
out of similar certificates should be the same, since the same 
questions asked in different order confuse the doctor who has 


‘to answer them. 


Discussing the detailed form of the certificates, the com- 
mittee emphasizes that the doctor’s function is to provide evi- 
dence of medical facts or inferences, and that it does not 


„extend to a general assurance that the application for which 


the certificate is used is founded on a true presentation of the 
other facts of the case. Breaches of this principle are at present 
common in medical certificates. Again, some questions in 
certificates require answers on medical facts which the doctor 
cannot give from his own knowledge, since he has to rely on 
what the patient says. A typical example given comes from 
a form used by the Home Office: “ Are the periods regular 


and normal in all respects ?” Questions such as this are better 


framed with the words: “ Does the patient (or candidate) state 
that... ?” i ~ l 
One of the mast efficacious ways, the committee considers, 
to reduce the number of medical certificates would be for the 
Ministry of National Insurance to' provide, at the request of 
insured persons, extracts from certificates of incapacity» sub- 


_ mitted to that Ministry’s local offices in connexion with claims 


for insurance benefit: These could be used for more general 
purposes than at present—for example, for presentation, to 
employers. l , 

Some medical certificates play no part in the medical treat- 
ment of the patient. The committee recommenda change in 
the wording of the National Health Service Acts of 1946 and 


- 1947 to provide for the free issue only of “such certificates as 


may be prescribed, being certificates reasonably required under 
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or for the purposes of any enactment.” And whether or not a 
certificate should be included could be discussed between the 
medical profession and the Ministry of Health and the Depart- 
ment of Héalth for Scotland. 


B.M.A. Evidence 


The committee heard evidence from many Ministries and 
organizations,, including the B.M.A., which submitted evidence 
in writing and also orally through its representatives, who were 
Dr. S. Wand, Dr. F. Gray, and Dr. D. P. Stevenson (Deputy 
Secretary). The Association expressed its strong concern at the 
increasing divulgence of, diagnosis as the result of universal 
certification for many purposes. While the committee apprect- 
ated the B.M.A.’s concern, it pointed out that the National 


‘Insirance (Medical Certification) Regulations, 1948, provide 
‘that, if disclosing the precise cause of incapacity to the claimant 


would be prejudicial to his well-being, the certificate may con- 
tain a less precise statement. “ Further, the general incorpora- 
tion of a diagnosis enables those administering the payment of 
benefit to keep a check on the cases for which benefit con- 
tinues to be claimed without unduly troubling the doctor with 
inquiries as to the detailed circumstances in which the patient’s 
incapacity has not come to an end.” _ 

The' Association drew attention to a resolution passed at the 
A.R.M. (Supplement, July 3, 1948, p. 1) that the ohligation on 
a doctor under the N.H.S. Act and its régulations should be 
limited to such certificates as are necessary to make a claim 
(a)'for sickness and disablement benefit as provided by the 
National Insurance and National Insurance (Industrial Injuries) 
Acts, (b) for essential surgical appliances, and (c) for special 
treatment’ under the National Health Service. But the com- 
mittee thought that such limitation would bear too hardly on 
the public. 

Some Recommendations 


The report concludes with recommendations on how various 
certificates should be altered. These include the following: 


Ministry of Food.—We recommend that the length of validity of a 
certificate of the need for special rations for active workers should 
be at the doctor’s discretion, and not restricted to one week. We 
consider that the fairly recent introduction of Form R.G.50a puts 
an unwarrantable burden on doctors. 

Ministry of Health—We consider the demand for a certificate for 
an ambulance is unjustified except in special circumstances. We do 
not consider the provision of a certificate to obtain a district nurse 
or home help is convenient or necessary. We consider that at the 
most one, certificate should be necessary for all purposes to obtain 
a specially made surgical corset. 

Ministry of National Insurance -—We recommend longer intervals 
between certificates in the case of long-term and permaneni 
incapacity. We recommend that existirig arrangements should be 
extended for the provision of extracts of certificates, for use for more 
general purposes than at present, and that the assistance of the 
Organization and Methods Department of the Treasury should be 
sought. 
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REMUNERATION’ OF MEDICAL OFFICERS IN 
THE ARMED FORCES 


After an interval of nine months the Ministry of Defence has 
agreed to a further meeting on the subject of the Association’s 
proposals for improvements in the pay of medical officers in 
the armed Forces. The meeting will take place at the beginning 
of January. It is understood that the Association’s proposals 
have been exhaustively considered by. the Minéstry and by the 
Service departments in the intervening period. 





CHANGES OF DOCTOR 


The Northamptonshire Executive Council has made representa- 
tions to the Ministry of Health that National Health Service 
patients should not, unless by mutual agreement, be allowed. 
to change doctors except at quarterly intervals and by giving 
notice to the council. , ; : 
Similar representations were recently made by the Ayrshire 
Executive Council (Supplement, December 17, p. 260). 
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“HOSPITAL MANAGEMENT COMMITTEES 


An Association of Hospital Management Committees has been 
formed with the following objects: - 


4 


(a) To provide for the exchange of views and information and 
the discussion of matters of common interest among hospital 
management committees. f i 

(b) To provide machinery whereby the collective views and sugges- 
tions of hospital management committees can be made available to 
the Ministry of Health or regional hospital! boards or, in appropriate 
cases, to outside bodies (if so agreed at a properly convened meeting 
of the council of the Association). 


Each hospital management committee retains the right to 
approach or be approached directly by the Minister of Health. 
A council has been appointed consisting of two representa- 
tives from.each ‘region in England and Wales, with the exception 


of Oxford and East Anglia, where the representatives have . 


not yet been appointed. Special provision has been made to 
“cover questions relating to mental hospitals or mental health. 
Regional branches will probably be set up. 

The following officers have been appointed: Chairman of the 
council: Mr. F. S. Stancliffe (Salford H.M.C.). Vice-chairman : 
Councillor T. McDonald (Caernarvon and Anglesey)” Hon. 
Treasurer: Alderman W. J. Garnett (Lancaster, Moor). Hon. 
Secretarys Mr. H. B. Shelswell (Secretary, Salford). 





GENERAL PRACTITIONERS’ REMUNERATION 
DEPUTATION TC MINISTRY 


A deputation appointed by the General Medical Services 
Committee met officials of .the Ministry of Health on 
December 22 to discuss the resolutions passed by the 


committee on December 1 (Supplement, December 10, p. 252).” 


In the terms of the second resolution, an assurance was to 
be sought from the Ministry of Health “that the central pool 
will be continuously adjusted so as to maintain in the future 
—whatever the changes necessitated by the heavy burden of 
work falling on general practitioners and whatever the increase 
in the number of doctors—the levels of remuneration recom- 
mended in the Spens Report and which were accepted by the 
Government.” ` u 

The deputation was headed by Dr. S. Wand, chairman of 


the G.M.S. Committee, and included Dr. E. A. Gregg, Dr. W. ` 


Jope, Dr. H. G. Dain, Dr. F. Gray; and Dr. W. M. Knox. 








Heard at Headquarters 








Education Grants 


Many doctors send their . children to independent schools, 
schools not run by the State—for example, public schools 
—and may not know that in some circumstances they can 
obtain financial assistance under the Education Act of 1944. 
Whether a grant is given is in the discretion of the local educa- 
tion authority. Some education authorities hold scholarship 
examinations for pupils going on to secondary education. 
Children who pass these examinations and who then go to 
independent schools for their secondary education are eligible 
for grants towards the cost of their'education at the indepen- 
dent schools.e Grants are usually for tuition only. If need 
can be proved, an additional grant for board, may be made. 
Doctors who intend to send their children to independent or 
public schools would be well advised to find out from the 
local education authority when the scholarship examinations 
are to be held, since the grants made for successful pupils help 
substantially towards paying the fees at independent schools. 
If a child-gains an open scholarship to a public schoal the 
authority’ may give the grant without the formality of an 
examination. The Act provides that pupils are to be’ educated 
in accordance with the wishes of their parents so far as ts 
_ compatible with the provision of efficient instruction and the 
` avoidance of unreasonable public expenditure. An education 
authority might be willing to make a grant on behalf of a child 


Sent to an independent school if there are no vacancies in the 
State schools in that area. In other cases there might noi be 
ea suitable school within reach of the child’s home. Again, if 
the child had to go to a boarding school because the parents 
were abroad, the authority might make a grant. 


Tyranny of the Headline 


Not all the ammunition of public relations, we suppose, will 
ever blow to pieces the legend that doctors are asking for more 
money. “Doctors Want’ More Pay” was the headline in a 
newspaper the other day. A deputation, we were told, was 
going to the Ministry “ on the claim for an increase of doctors’ 
pay.” Actually, as the profession knows, it is not a question 
of an increase of payment above a level originally agreed, but 
of arriving at an agreement about the original level. which has 
been delayed these many months through no fault of the 
doctors. That, however, cannot conveniently be expressed in 
a headline, and in these days we are at the mercy of head- 
lines. Headlines often give a wrong impression because they 
leave out refinements and qualifications which make all the 
difference. One rather sighs for those earlier days of journalism 
when there were no snappy‘ headlines an inch deep, and even 
leading articles appeared without a top dressing. 


Many Masters 


The discussion in the Public Health Committee the other day 
on the question of combined appointments—that is’ to say, the 


Í position of public health medical officers who perhaps for 


nine-elevenths of their time are in the service of the local 
authority and for the remaining two-elevenths in the service 
of the regional hospital board—raised the question how far 
the independence of the medica] officer was affected by such 
an arrangement. That is a moot point; for, as someone sagely 
remarked, there is something to be said for the view that the 
more masters a man has the more independence he enjoys. 





Questions Answered 








_ Visitors from Abroad 


Q.—W hat is the procedure for persons requiring free medical 
attention during restricted visits to England (a) as an urgent 
matter, (b) for indisposition, or (c) for the provision of 
‘aids to vision, etc., all such persons having passports but no 
National Registration cards? Is it the same for (1) British 
subjects resident abroad and intending to return thither, and 
(2) foreign subjects resident abroad and intending to return 
‘thither ? 


A.—Both British subjects resident abroad and intending to 
‘return and foreign subjects resident abroad are entitled to the 
benefits of the National Health Service during their stay in the 
United Kingdom. A practitioner giving medical advice and/or 
treatment to persons im these categories is entitled to claim a 
temporary-resident fee ffom his local executive, council, what- 
ever the nature or urgency of the illness. Such a patient 
requiring provision of aids to visions. should be given Form 
O.S.C.1 and referred for examination under the Supplementary 
Ophthalmic Service. The N.H.S. (Amendment) Act empowers 
the Minister to make regulations on this subject. 


Assistant’s Terms of Service 


€Q).—Please inform me whether an assistant leaving his princi- 
pal for a short time to take a higher'degree is entitled to any 
pay during that time, or is the principal justified in either 
reducing or cancelling his pay pro rata? Is there any provision 
for study leave ? 


A.—The National Health Service Act does not specify the 
remuneration or terms of service under which assistants are 
emploved. These matters are the subject of mutual agreerent 
between the principal and his assistant and are frequently laid 
down in a formal assistantship agreement. 
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~~ REMUNERATION OF OFFICERS OF TBE 
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COLONIAL MEDICAL SERVICE . 


The time has come to give an account of the negotiations which 
have taken place between the Association and the Colonial 
Office on the subject of remuneration in the’ Colonial Medical 
Service. In drawing up the proposals which were presented to 


~ 


- the Colonial Office last February the Colonies and Dependencies 


Committee attempted to do two things: T 
(a) to Arrive at a fair Colonial equivalent of the Spens Recommen- 


dations for the remuneration of doctors in the United. Kingdom, as’ 
_ implemented in the terms of service for the National Health Service; 


and > 
(b). to draw up a single 

_ territories. l : 
The subsequent negotiations have demonstrated that these 
two ‘objects are to some extent contradictory. The present 
trend of political development in the Commonwealth is towards 
self-determination and away from uniformity. -One of the chief 
difficulties which have faced the Association’s negotiators has 
been the wide range of variation throughout the Colonial 
Empiré in such matters as taxation, cost of living, and condi- 
tions’ of life and work, The variation from territory .to terri- 
tory is so marked that-a scale of salaries which might be a fair 
equivalent of Spens in one Colony would be very far from 
equivalent in another. Consequently the ‘attempt -to produce a 
single uniform scale of figures has been’abandoned. Instead, 


uniform scale applicable to all Colonial 


. the aim has been to achieve a broad equality of reward. The 


. 
` 


principle has been to achieve, not the same figures in pounds, 
shillings, and pence, but: the same feal return’ for services 
rendered in each territory, a return which is comparable with 
the remuneration of doctors in the National. Health Service in 
the United Kingdom.: The adoption, of this new and’ wiser 
principle has involved modification of the Association’s original 
proposals, 

Scope of Negotiations 7 


i 
- The discussions which have so far been completed have 
related only to -those areas of the Colonial Empire which 
recruit: á substantial number of doctors from the United 
Kingdom—namely, Hong Kong, Malaya, Singapore, East 
Africa, Central Africa, and West Africa. Now that the 
‘investigation of this large problem is completed, discussions 
are about to be undertaken on remuneration in the remaining 
smaller territories, notably those “in. the Caribbean area. 

It must also be stated that the negotiations up to date have 
been concerned exclusively with the remuneration of medical 
officers recruited from the United-Kingdom, as their remunera- 
tion must necessarily be broadly equivalent to the prospects for 


- doctors in the National Health Service if the Colonial Medical 


Service is to succeed in securing recruits. 

The -Association has not overlooked’ the question of the 
remuneration of locally recruited, officers of the Colonial 
.Medical Service. It is fully appreciated that in some cases 


. their remuneration is: the same as that,of the officers recruited 


-from the United Kingdom and in sqme cases is related to it. 


The Association relies upon its overseas Branches to initiate the 
negotiation of any modifications. which may be considered 
necessary in the salaries of locally recruited officers, and the 
ovetseas Branches can count upon-the advice and support of 
the ‘Association in this task. © . = 3 - 


Medical Officers and Senjor “Medical ‘Officers 


When it D upon its original review of remuneration 
in the Colonial Medical Service, the Colonies and Dependencies 
Committee was-fully aware that there were advantages ang dis- 

advantages of the Colonial medical officgr’s career for -which 
due allowances ‘must be made in calculating scales of salaries: 
The principal advantages are: low taxation, generous retiremgnt 
benefits, cheap housing accommodation, long leave, and study 
leave. The principal disadvantages are: the difficulty of 
educating children, separation from home surroumdings, high 
cost of ‘living, arduous climate, relative professional isolation, 
and the, abnormally heavy load of proféssional responsibility. 

‘The committee considered these various opposing factors at 
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great length and came to the. conclusion that it was impractic- 


able to attempt to assess their value in terms of money and that 
the only feasible course was to regard the advantages and 
disadvantages as cancelling each .other out. 

The Colonia] Office held that this was altogether too sweep- 
ing a solution and thought that an attempt ought to be made 
to evaluate the individual factors financially. One of the chief 
difficulties in this laborious task has again been the fact that 
conditions vary so much from territory to territory. Quite 


. apart from the absolute difficulty of estimating the financial 


value of the advantages and disadvantages of a Colonial career. 
there is the relative difficulty that the various factors differ, in 
value according to the area concerned. 

The Association and the Colonial Office have attempted to 
arrive as nearly as possible at mean values for the Colonial 
Empire as a whole. The result of this evaluation, which is 
described in detail below, shows that the money value of the’ 
advantages’ of a Colonial career substantially outweighs the 
money value of the disadvantages—a result which of course 
necessitates revision of the Association’s original proposals. 

J Advantages of- Colonial Career 
Low Taxation 


In all Colonial territories the level of income tax is very 
much lower: than in the United Kingdom. A comparative 
analysis of the rates prevailing in the United Kingdom’ with 
those prevailing in all the territories under discussion was pre- 
pared by a firm of accountants. For each territory the 
accountants were’ asked to calculate a single difference factor 
to represent the mean of the difference. between United Kingdom 


` 
Li 


taxation and taxation in the territory concerned for salaries of 


£800, £1,200, £1,600, and £2,000, and for categories of single 


' man, married man, married man .with one child, and married 


man with two children, (The accountants made due allowance 
for the fact that many more officers are.on salaries of £800 or 
£1,200 a year than on salaries of £1,600. or £2,000.) This 
complicated task yielded the following principal results: 


Overall 

Area Difference Facto 

Hong Kong ave ss 2.6%: ‘ 
Malaya and Singapore .. i os .. 20.1% 
' Bast 4nd Central Africa oa se e a. 14.5% 
Nigeria .. on a a ‘ „e 174% 
Gold Coast * .. 20.4% 


it is important that the significance of this should be fully 
understood. In East Africa, for example, the overall differ- - 
‘ence factor is roughly 14%. This means that a gross income | 
in the United Kingdom must be reduced by 14% to- yield the ` 
same net income after East African taxation as would be left 
after taxation-in the United Kingdom. 
| There are other forms of taxation besides income tax, and 
indirect taxation is in some. respects higher in the Colonies than 
in the U.K. It was found impossible to obtain any complete 
‘comparative analysis of all forms of taxation, direct and 
indirect, central and local, throughout the Empire, but it was 
considered that the levels of income.tax would be a fair index 
of taxation as a whole. - 
Jt was argued by the Association that the great ‘difference 
in the levels of taxation in Great Britain and the Colonie: 
merely reflected the difference in the benefits received: in othe: 
words, the doctors in the Colonies enjoy few of the amenities 
which are provided by the State in Great Britain. The 
Colonial Office replied to this argument bY pointing ow 
that the two biggest items in the British budget are the costs 
of defence and the social services, and that defence covers the 
U.K. and the Colonies equally, while doctors as a class deriye 
relatively little benefit from the social services. 


~- Retirement Benefits 


An eminent -actuary was asked to analyse the various pension 
schemes in force in the Colonial Empire, including the widows’ 
and orphans’ pension schemes, in comparison with the Nationa] ` 
Health ‘Service superannuation scheme, which is considered to` 
be fair and teasonable. The actuary presented a detailed report 
in which he-concluded that the Colonial pension schemes were 


~ 
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-Colonies. 
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- worth, in general, 144% of salary more than the National 


Health Service superannuation scheme. For technical actuarial. 
reasons the actuary advised that in any comparison of salaries 


the full difference of 144% should not be allowed, and’ 


eventually it was agreed to allow a difference of 124%. 4 

- This means that £100 of salary received by a Colonial 
medical officer is broadly equivalent, by reason of the retire- 
ment benefits to which it leads, to £112 10s. TECeIVEU by a- 
doctor in the National Health Service. 


f 
* 4&8 


- Housing Accommodation: 

A comparison was made of the expenditure in Britain. 
incurred by doctors upon rent, rates, water, and telephone 
with the expenditire on ‘these items normally incurred 
in the Colonies. That portion of these expenditures in 
Britain which is attributable to the doctor’s practice as 


opposed to his residence was naturally excluded. _This is one ~ 
of the fields where there is great variation between different ` 


overseas -territories. The comparison showed, however, that 
in general the expenditure which must be incurred in ,the 


- Colonies is roughly £60 a year less than that- which must be 


incurred on corresponding items in Great Britain. 

It was appreciated that Colonial medical officers are some- 
times provided with accommodation which.is not of the same 
standard 2s housing accommodation in Britain, but against this 
it was pointed out that their accommodation is usually partially 
furnished. : 


; eave 


In general Colonial medical officers receive on the average 
four weeks’ more paid leave,a year than they would receive 
if they were working-in the National Health Service. 
ieave is, mostly received in the form of long home leave between- 
tours of duty, and it is recuperative—i.e., it is a necessity for a 
European working in the climatic and other ‘conditions of the 
For this reason no attempt was made, to assess this 
factor in financial terms, but it was set) off against the dis- 
advantage of climate (see below). 


Study Leave 


Colonial medical officers may from time to time receive paid - 
study leave, and their fees for attending courses of instruction 
and for taking higher examinations may be, and generally are, 
paid by their employers. This advantage was: set off against 
the disadvantage of relative professional isolation. (see below). 

` 7 , , Te : N ° “` k 
Disadvantages of Colonial Career 
Éducation of Children = 


There is no doubt that the difficulty and expense of educating 
children is one of the principal obstacles with which the 
Colonial medical officer has to contend. Once again, condi- 
tions vary considerably from territory to territory, but in prac- 
tically all the education of children presents a problem. A 
well-known firm of ‘educational agents supplied extensive 
details of the cost of educating and maintaining boys and girls 
in middle-class boarding schools in the’ United Kingdom, and 
of maintaining them during the holidays. ‘ Broadly speaking, 
the additional cost which falls upon the Colonial medical officer 
ıs the cost of maintaining his children in the United Kingdom 
during the holidays. This was estimated to be £70 a child a 
year. The fact that a doctor in the United Kingdom does not 
necessarily haye to send his children to a boarding school 
{although in* practice the majority of doctors do) was agreed 
to be offset by the fact that the children of Colonial medical 
‘officers are frequently accommodated. with relatives in the 
holidays, and in any case would involve their parents in some 
holiday expenditure even if they were not at boarding school i in 
the United .Kingdom. 

-It was agreed to regard the average Colonial medical officer’s 
family as consisting of two children (a number which was sub- 
sequently confirmed by the ‘Report ‘of the Royal Commission 
on Population), and it was agreed to take into account only 
the eight years of secondary and university education, because 
primary education is available in a number of territories over- 
seas and not all children proceed toa university. The additional 


This ~ 


_ for frequent attendance at clinical and scientific meetings. 
_ view of these arguments it was agreed, as stated above, to set 


‘cost of educating two children’ works out on this basis at £40 


a year, when averaged over a 28-year career, which was con- 
sidered to be approximately the normal length’ of career in 
the Colonial ‘Medical Service. 


~ 


4 
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ere from Home 


‘This is undoubtedly a disadvantage of Colonial life, but it is 
, extremely difficult to estimate it in terms of money. The 
Colonial Office argued that separation from relatives and from 
home surroundings was ‘considerably mitigated by ¢he long 
periods of home leave enjoyed ‘by Colonial medical officers. 
These do not, however, mitigate the separation of the Colonial 
medical officer and his wife from their children while they are 
being educated in the United Kingdom. The problem -is how 
to compute a financial equivalent for this hardship. 

It was agreed that this hardship would be largely overcome 
if each child were able to fly out to its parents each year in 
the summer holidays, and it was therefore decided that the cost 
of a,student’s return air passage might be regarded as the 
financial equivalent of this hardship. The next difficulty was 
that the cost of air’ passages varies considerably for different 
parts of the world. It was decided to take East Africa as the 
standard, lying as it does at a middle distance from the United 
Kingdom. The cost of a student’s return air passage to East 


Africa is approximately £140. This sum for two childten 


during eight years of higher education adds up to a total which. 
hen_ averaged over a career of 28 years, works out at £80 a 
year. 
Cost of Living 


This is the: most difficult of all the many. ‘factors to assess 
‘In general, the cost of living in the Colonies is high, but it must 
be admitted that in some respects the standard of life is corre 
spondingly high. One example will suffice to illustrate this 
A Colonial medical officer is obliged to employ a staff of ser- 
vants. These may cost him a considerable sum of money each 
year, but in return his wife is relieved of most of the domestic 
duties which are such a burden to the doctor’s wife in the 
United Kingdom. The latter might be delighted to spend £200 
a year on servants if she would thereby be relieved of -all 
housework. Who, therefore, is better off—the Colonial medical 
officer’s wife who has to spend much money on servants but 
is not burdened with housework, or the doctor’s wife in the 
United Kingdom who spends little money on servants but has 
to do most of her housework herself ? This is only one aspect 
of this complicated subject, but after careful consideration it 
was decided that the cost-of-living actor is as broad as it is 
long and might be disregarded. 


> Climate ; 

This factor is not as important as it once was. It appears 
that insurance companies nowadays lodd their premiums only 
within comparatively restricted Jatitudes. As already stated 
above, it was decided to balance this disadvantage against 
generous leave. : \ 


‘ Relative Professional Isolation 


By this is meant the fagt that Colonial medical officers, while 
serving abroad, are cut-off from scientific and clinical contacts 
with the remainder of the medical profession in bodies such as 
the Royal Colleges and the .Royal Society of Medicine, and at 


, gatherings such as the 'Annual Meeting of the British Medical 


Association. This is a very real loss, but the Colonial Office 
argued that it was mitigated to some extent by the occasional 


. study leave granted to Colonial medical officers (see above), and, 


furthermore, the Colonial Office pointed out that relatively few 
doctors working in the United ,Kingdom are able to find time 


In 


this factor Off against the advantage of paid study” leave. 


= 


. Extra Professional Responsibility 


This is @ factor to which the’ Association attaches grear ` 


importance. In general the Colonial medical officer does not 
have at his disposal ‘the’ same facilities for consultation with 
specialists or for removal of ‘difficult cases to hospital by 


t 
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-ambulance as exist in the United Kingdom.. In many cases 
- he is the only practitioner within call, and he himself has to 
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do whatever is necessary for: his patient. There is no doube 


that he carries a'greater load of responsibility than his counter- 
part in the United Kingdom. The Colonial Office freely 
admitted this, but pointed out that this did not apply to medical 


Officers working in the larger centres in the Colonies, and _ 


further that the isolation of the medical ‘officer up-country 


< Was nowadays diminishing. owing to development of roads and 


, for this disadvantage. 
opinion. that this was too high; but eventually, in return for - 


air ilar tld Ss 
The Colonial Office also contended that it is the sense of 


added. responsibility and the variation in professional duties 


which make the Colonial Medical Service attractive to the right 
type of man. This subject was exhaustively discussed. The 
Association proposed a figure of £100 a yedr as compensation 
The Colonial Office was strongly of 


‘a concession made by the Association in respect of taxation 
(see below), the Colonial Office was prepared to agree to the 


general assessment. 


A Balance Sheet 


Having completed the assessment of the chief advantages 
and disadvantages, a balance sheet was drawn up as follows : 








Advantages Disadvantages 
Pension: .. T «i Education F 
(This is 124% of £1,300, Separation .. ne x 
which was estimated to be Extra professional responsi- l- 
roughly the arithmetic bility se si yä 
, Pean salary of all Colonial 


medical officers) 
Housing accommodation .. 





It will be seen from this balance sheet that the various factors 
roughly cancel out, with the exception of the advantage derived 


' ‘from low taxation. No suggestion is made that this analysis 


‘of the value of the factors and this balance sheet are anything 
more than an approximate assessment. Clearly there will be 
many points in the analysis which are not applicable to a 
particular territory or to a particular Colonial medical officer ; 
but it represents a square attempt to arrive at a Single ‘assess- 





ment which can be regarded as fairly and reasonably applicable. 


` to the whole Colonial Medical Service, and it yields a conclu- 
sion which is probably sound. .It indicates that the Association's 
original proposals, which were based on the assumption that 
uall the advantages were counterbalanced by. the disadvantages, 
; were too high by the amount 
dealt with below. i 


‘ 
t 


ae The Remaining Factor—Taxation . 


_ , The only advantage not cancelled out is low. taxation. The 
actuary advised that the Association should not concede the 
full percentage of the difference factor worked out for each 
territory, by the accountants, because taxation in the United 
Kingdom is unlikely, for obvious reasons, to rise further, while 
‘there is room for taxation in the Colonies to do so. In‘other 
words, the difference factor may diminish in the course of the 
next 25 years or so, and as’ the Association’s intention is ‘to 
negotiate salary scales which may last a considerable period 
this possibility must be taken into account. A 
' Against this the Colonial Offica argued that in the present 
uncertain state of human affairs it was impossible to legislate 
for the future, and the only practicable course was to work on 
the taxation levels in force at the present day. Eventually, after 
.prolonged negotiation, the Associstion agreed: to concede the 
whole of the difference factor in respect of taxation in’ return 
for agreement by the Colonial! Office to the general euros 
of ‘the disadvantages, including the figure suggested by e 
Association in respect of extra professional responsibility (see 
above). ; ' 
i Application of the Formula 


In the case of each territory or group of territories under 
discussion the total earned by a: hypothetical average Colonial 


T l 
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of the income-tax factor. This is 


„years in the National Health Service 


. Governments. 
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medical officer between the ages of 27 and 54 inclusive was 


compared with the estimated total which will be earned by the 
hypothetical average general practitioner in the corresponding 
(£47,000) less the appro- 
priate income tax difference factor, For the purpose of this 
comparison the average Colonial medical officer's Career in 
Africa was assumed to be 13 years as a medical officer and 
15 years as a senior medical officer. The average career in 
Malaya was assumed to be 20 years as‘ medical officer, five 
years as medical officer Grade B, and three years as medical 
officer Grade A; and in Hong Kong was ascumed to be 28 


‘years as medical officer. These, according to the Colonial. Office, 
‘were the best estimates that could be made of average Careers 


in the Colonial Medical Service. It must be-noted that a medical] 
officer entering the Colonial Medical Service at age 27 would 
enter ,the existing salary scale two increments above the 
minimum in all ‘the territories under discussion except Hong 
Kong. 

These comparisons’ showed that the existing salary scales 
(incorporating the latest improvements and excluding cost-of- 
living allowances) in Hong Kong, Malaya, and Singapore com- 
pared favourably with the Spens standards: that the existing 
salary scales (incorporating the latest improvements and again 
excluding cost-of-living allowances) in West Africa were broadly 
equivalent to ‘the Spens standards ; but that,in East and Central 
Africa the existing salary scales lagged considerably behind the 
Spens standards, | i a. 

This conclusion may come as a surprise to some medica] 


~ officers ‘in Malaya or in West Africa. An illustration may help 


to make it clear. It is estimated that the Colonial medica] officer 
in Nigeria can with reasonable . efficiency attain a salary of 
£1.700 a year in the’ early forties. £1.700 in Nigeria is 
equivalent to more than £2,000 in the United Kingdom when 
allowance is made for the difference in taxation. The latter 
figure compares favourably with the net income (i.e. gross 
income less practice expenses) of the average general practi- 
tioner in the National Health Service at the same age; and 
£2,000 net corresponds broadly to a gross income of £3,000. 


t 
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East and Central Africa 


As stated above, the existing salary scales in East and, Central 
Africa do not conform to the Spens standards. The Associa- 
tion put-forward suggestions to correct this deficiency, and 
after negotiation the Colonial Office agreed to ‘put certain pro- 
posals to the Colonial Governments concerned. These propo- 
sals involve lengthening the existing medical officer scale and 
raising the salaries of senior medical officers. “It is Tegretted 
that the proposals cannot be published here, because they are 
under confidential consideration by the East and Central African 
‘It can, however, be stated that they represent a 
broad equivalence with remuneration in the United Kingdom. 


. | Superscale Posts 


The negotiations described above relate only to medical 
officers and senior medical officers and corresponding officers 


r + 


of the health and laboratory branches. Negotiations with the . 


Colonial Office are also well advanced in respect of clinical 
specialists and senior medical administrative officers. It is not 


yet possible to. give a full account of these negotiations, but 


such an account will be published in due course. 


Ld o 


Other Matters under, Negotiation” 


A number of other matters have been discussed with the 
Colonial Office, notably private practice, the burden of non- 
medical work in the Colonial Medical Service, delay in 
promotions, recruitment procedure, and remuneration of 
locally recruited members of the Colonial Medical Service. 
It is agreeable ,to report that on alt these matters-the Colonial 
Office has shown: a realistic and co-operative spirit. Whatever 
political development may lie ahead for the Colonial Empire, 
there is no doubt that for many years to come the Colonies 
will require the advice and assistance of British medicine. The 
Association is fully alive to the need for a first-class medical 
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ice in the Colonies and is ready to assist i in the provision of 
a service. 

is first report shows that the material terms of service for 
verage man in the Far East and in West Africa are satis- 
ry, and that the Colonial Medica] Service in those areas 
a favourable career. It is hoped that in due course the 
can be said of East and Centra! Africa. 





TLEY MACHINERY IN PUBLIC HEALTH 


g of the Public Health Committee of the Association 
at B.M.A. House on December 16, Dr. C. Metcalfe 
esiding. 


Nominations for the Whitley Council 


tated that the nominations for the Medical Func- 
neil and for its three committees representing con- 
specialists, general practitioners, and public health 
cers, had been formally submitted to the Ministry, 
inistry had forwarded a draft constitution of the 
its committees which was now being studied. The 
early meeting of the full Functional Council was 
ssion. The medical side of the council would meet 
aty 3, 1950. 

reement had been reached that the three branches of the 
‘profession should receive equal representation on the council. 
The consultants and specialists wished to appoint seven mem- 
bers, and accordingly seven had been decided for each of the 
‘other two branches. The following had been nominated to 
represent medical officers in the Public Health Service on the 
staff side of the council: 

Dr. C. Metcalfe Brown, Dr. F. Hall, Dr. R. H. H. Jolly, 
Dr. Jean M. Mackintosh, Dr. J. A. Stirling, Dr. J. Riddell, and 
Dr. W. G. Clark. 

The Association’s representatives on the Public Health Sub- 
committee were the above together with Dr. Frank Gray 
(nominated by the Chairman of Council), Dr. Charles Hill, 
Dr. J. A. ireland, Dr. G. V. T. McMichael, Dr. Wyndham 
Parker, and Dr. J. A. Struthers. The committee then proceeded 
to appoint deputies for each of these, both on the council and 
on the subcommittee. The hope was expressed that, as a result 
of the deputation which had been received, discussions under 

(Whitley machinery would begin without further delay. 


Combined Appointments 


The committee discussed at length the question of whole- 
time public health medical officers whose duties are partly the 
responsibility of the local authority and partly that of a regional 
board. The principles underlying such arrangements had been 
decided by the committee at its previous meeting. They are 
that such officers should be in contract with one employing 
authority only—namely, the one in whose duties they were 
predominantly engaged—and that their remuneration should 
be in accordance with the appropriate full-time scale, and with 
the terms of service for hospital medical staff in the case of 
an officer in contract with a regjional, board, with the proviso 
that there should be no diminution in the officer’s present 
‘salary. These principles had been placed before the Ministry, 
which, however, had raised the general question of policy con- 
cerning separate contracts with each employing authority. It 
appeared that @he policy of the Association and the policy of 
the Ministry were at complete variance. on this point. 

The Secretary (Dr. Charles Hill) outlined to the committee 
tain points, apart from the immediate issue of remunera- 
in respect of which medical officers might be disadvantaged 
parate contracts. The most obvious was superannuation ; 
ut special provision there might be superannuation loss. 
issues Of security of tenure and of compen- 
oluments held previously to the advent 














ee resolved unanimously that it should be repre- 
the Ministry that the question of these combined 
nts was a matter for discussion within the Whitley 
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machinery. Jt was also decided to advise members not to sign 
separate contracts unless they were forced to do so by their 

elocal authority, in which case they should add a proviso that 
this was subject to further discussion and agreement on terms 
and conditions of service under the ‘Whitley machinery. 


Safe Milk 


The report of the Joint Committee of the British Medical 
Association and the National Veterinary Medical Association 
on the provision of safe milk of high quality was* received. 
The chairman said that this was a first-class report, on which 
both associations were to be congratulated. It was stated that 
the report had had extremely good publicity. It was agreed 
that copies should be sent to all B.M.A. Branches and Divisions, 
and that a request be made to them to ensure as far as possible 
that medical representation and advice were available on the 
county milk and dairies advisory committees. Copies of the 
report will also be sent to all medical officers of health. 


Other Business 


Other matters of report to the committee included a state- 
ment by Dr. J. M. Gibson concerning the grading in the Leeds 
and Newcastle areas of medical officers of health who were 
acting as medical superintendents of isolation hospitals. 

It was stated that at a recent meeting with representatives of 
focal authorities final agreement had been reached on the 
fees payable in respect of certain part-time. work undertaken 
by practitioners for local authorities and had been approved 
by the Council. It had not yet been possible to settle the date 
on which the agreement should come into force, but it was 
likely that joint representations would be made to the 
Government to have it made effective forthwith. 

A meeting had taken place with representatives of Glasgow 
Corporation on the question of the earlier maximum rettring 
age which the corporation had fixed for women medical officers. 
It was now stated that the corporation was in sympathy with 
the proposal to increase the age from 60 to 65, but was obliged 
to review the position as affecting all its female employees, 
which review was now taking place. 

The committee considered a proposal to resume the Sir 
Charles Hastings Lectures in 1950. Eleven such lectures had 
been given, beginning in 1927 and terminating in 1939. It 
was the general feeling that the lectures should be resumed. 
The name of a distinguished medical man as lecturer was 
suggested, and also the theme, and it was left to the chairman 
of the committee with the Chairman of Council to further the 
arrangements. 





LONDON ASSOCIATION FOR HOSPITAL 


SERVICES 
THE HOSPITAL SERVICE PLAN 


An extraordinary general meeting of the London Association 
for Hospital Services was held under the chairmanship of 
Dr. W. Russell Brain at B.M.A. House on December 15, when 
the Memorandum and Articles of Association were amended 
to empower the Royal Colleges of Physicians, Surgeons, and 
Obstetricians and Gynaecologists and the British Medical 
Association to nominate the medical members of the associa- 
tion, and to make other amendments necessary in the Memo- 
randum and Articles to bring them into conformity with the 
Companies Act, 1948. 

This provident scheme was originally set up by King Edward’s 
Hospital Fund for the London area. Such was the demand 
for the cover it proyides for hospital private-ward and nursing-. 
home treatment that it has been opened to anyone residing 
wifhin Great Britain and Northern Ireland. Apart from the 


, continually increasing numbers who joined the Hospital Service 


Plan for this purpose, a large number of medical practitioners 
have joinedethe special scheme for doctors ; and another special 
scheme, for boys and girls at boarding schools, has also been 
popular. This association began to function in 1943, and its 
funds now amount to just under £50,000. 
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Advertisements for S.H.M.O.s 


Sir,—Not a few of us in the registrar pool must have been, 
cheered by your returning afresh to the onslaught on this 
fortress of bureaucracy:in the columns of the Supplement of 
December 10 (p. 249). A ebld blast of disappointment chilled 
our aspirgtions when, months ago, you first began to publish 
advertisements for this unwanted anomaly among specialist 
posts. We began to wonder if we were abandoned to a fate 
in which we must play a game like musical chairs, wherein there 
are always too few places and in which each must scramble 
for himself—a state in which rivalry ousts co-operation. 
I believe the senior hospital officer grade is, as at present 
constituted, a menace whereby a hard-pressed Ministry could 
by a stroke of the pen reduce to a mere fraction of the normal 
total the number of places in the specialist group. Discontent 
would thus breed rivalry, and rivalry recrimination—greatly to 
the detriment of clinical effort. For such is human nature, ‘and 
it is by no means alone a matter of salary, because to say in 
effect to a man, “We do not want from you clinical output 
that is at specialist level, but only what is at hospital officer 
level,” is to injure the self-respect of the physician so appointed, 


curtail his opportunities of contributing the best that is in him, 
and almost certainly to debase his standards of actual 
achievement. g 

If the need for national economy be the reason for limiting 
the number of posts carrying spécialist rank, surely it is a 
principle of democracy that the load should be shared by those 
who are financially the strongest (i.e., all specialists) rather than 
be laid exclusively upon the shoulders of those who are weaker. 
For the rest of it, let the principle be upheld that, if a doctor 
can satisfy the criteria necessary for specialization, then the 
specialist position offered him should be a real one. He should 
not be told that he is a holder of a mere third-class ticket and 
that there is standing room only, ‘while his betters have seats 
inside the bus. If, on the other hand, he is insufficiently compe- 
tent or inadequately qualified, surely he is better to hold a post 
that is really subordinate until be has overcome these 
` limitations. 

From whatever standpoint the matter is viewed it becomes 
apparent that it is in the interests of medical men and of the 
Health Service alike that the status of senior hospital officer 
should be reserved for these who for any reason are either 
unable or unwilling to qualify for consultant rank.—T am, etc., 
D. T. MACLAY. 


Voting for Merit Awards 


SıR,—It has been brought to my notice that the Daily 
felegraph (December 17) has published a statement from which 
some consultants have inferred that the Central Consultants 
and Specialists Committee of the B.M.A. has advised against 
co-operation in the distribution of merit awards. May I point 
out the position ? Ma 

The Central Committee felt that no body of medical men 
elected for medico-political purposes should, in their political 
capacity, pass judgmènt on their fellows in their professional 
capacity. The committee, however, saw no objection to the 
-encouragement of hospital staffs, singly or in groups, voting on 
the names of their members whom ghey regard as being worthy 
- of special recognition.—I am, etc., 
Finve, Sussex. ` 


Leicester. 


"tu 


W. A. BOURNE. 

í 6 
Unreasonable Demands by Regional Boards 

Sr, —I should like to dissociate the Sheffield Regional 
Hospital Board from the objects of Sir Reginald yaon g 
omnibus condemnation in the Supplement of December 10 
(p. 253). It is the practice in this region to give referees two 
weeks’ notice, which, I think, even Sir Reginald well agree is 
reasonable. - ; 

I wish-also to assure him that letters received from referees 
are actually brought before the Appointment Committee and 
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to reduce his reputation to that of a sub-standard clinician, to 
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given serious consideration. So far as Sheffield is conc | 
Sir Reginald need therefore have no fear that he will be 
into precipitate action by scant notice, 

it is difficult to understand how a committee compos 
reasonable people could draw any special conclusion fro 
silence of a referee. In one instance we found he was dé 











I am, etc., W. A. RAMSAY, 
Senior Administrative Medical O 
Sheffield Regional Hospital Bos 
Association Notices 
Diary of Central Meetings 
JANUARY 

3 Tues Central Ethical Committee, 2 pm. , 

§ Thurs. General Medical Services Committee, 11 a 

5 Thurs. Anaesthetists Group Committee, 2 p.m. 

6 Fri. Library Subcommittee, 11 a.m. 

6 Fri. Science Committce, 2 p.m, 

11 Wed Spa Practitioners Group Committee, 2! , 

11 Wed Committee on Patenting in the Medical 

12 Thurs. Subcommittee re Medica] Services Co. 

cédure, 10.30 a.m. 

13 Fri. Tuberculosıs Group Committee, 2 p.m. 

16 Mon Armed Forces Committee, 2 p.m. 

18 Wed Council, 10 a.m. 

19 Thurs. Planning Subcommittee, 10.30 a.m. om 
{9 Thurs joint Committee of the B.M.A. and the N.V.M.A \ 

p.m. 

26 Thurs. Committee on Psychiatry and the Law, 2 p.m. 


Branch and Division Meetings to be Held 


Hype Division.—At Jubilee Hall, Dukinfield, Friday, Januaiy 6. ~ 
8 p.m. to. a.m., dance. i 

LEWISHAM DIVISION.—Át Lewisham Hospital, 
London, S.E., Friday, January 6, 8.30, p.m., B.M.A. 
Keith Simpson: “Science and Crime Detection.” 

RicuMonp Division—At Royal Hospital, Richmond, Friday. 
January 6, 9 p.m., lecture by Dr. Clare Warren: “On Common Skin 
Diseases.” Illustrated by lantern slides. ; 


Meetings of Branches and Divisions 


Swansea DIVISION AND SOUTH WALES AND MONMOUTHSHIRE BRANCH 
At a joint clinical meeting held at Swansea on December 8 th 
following cases were shown:—Mr. C. J. Cellan-Jones: A case fc , 
diagnosis—a Jump behind the larynx Dr. D. Rhys Lewis: Mycosis — 
fungoides, keratosis follicularis (Darier's disease). Mr. Dillwyn 
Thomas: Three cases of pulmonary resection for bronchiectasis | 
Mr. J. Crowther: A case of double abductor palsy treated by : 
operation. Mr. Gordon Rowley: Three cases of fracture resulting 
from osteomyelitis treated by penicillin. Dr. T. M. Williams: The 

use of paravertebral sympathetic block in peripheral 


High Street. 
Lecture by Dr 


t 


vascular disease 
Mr. R. Derek Richards: Thrombosis of the popliteal artery. 

Before the meeting Mr. J. W. Tudor Thomas, immediate pasi 
president of the Branch, presented the insignia of office to the 
president and secretary. These consisted of a president's jewel witb 
a neckband on which were bars engraved with the names of the 
eleven past presidents now living, a badge for the secretary, and an - 
ivory gavel for the use of the president. i 


BELPAST DIVISION 

The opening meeting of the session was held in the Whitla Medical - 
Institute, Belfast, on December 15. The chair was taken by the qut- 
going chairman, Mr. lan Fraser. He presented to Dr. Douglas Boyd 
the retiring honorary secretary, a canteen of cutlery, a gift from the 
members of the Division. He said they all felt that Dr. Boyd had 
worked tirelessly and fearlessly during many years of difficulty and 
stress. Dr. Boyd expressed his deep gratitude to the members for 
their confidence and help during his time in office. Mr. Fraser then 
installed the new chairman, Dr. J. S. M’Kelvey, and called on 
him far his inaugural address. 

Dr. M'Kelvey spoke of ‘“‘ Country General Practicg.” He pointed 
out some of the advantages of nearness to sporting facilities and 
also to the fact that the country practitioner was more on his own 
than the townsman. Referring to the tmportance of a clean milk 


supply, 


















- 


he stressed the opportunity for co-operation between it 
-public health authorities and the farmers in the developm:. 3 
tuberculosis-free herds. Discussing hospitals, he emphasiz ` 
importance of specialists and general practitioners having the + | 
tunity to meet and discuss medical proble’., -, He felt th, 
appointment of genera! practitioners to clinic Wii... 
hospitals would do much more to raise tl’ « 
than any number of refresher courses of tw ` 
interests of both peneral practitioners and can 1 
and it was only by constant recognition of that i. *s 
could hecome what all would like it to be. Me Sane 

At the conclusion of the mecting ail present were ent 
light refreshments by the retiring chairman. : 
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Absenteeism and medical certification, 146 

Accidents, treatment in, 

Accommodation for doctors, 108 

Aged persons: Registration and inspection of homes, 
148 


ALDERSON, B. S.: Financial bond, 98 

Aliens, treatment under National Health Service, 3, 
108, 1677 277 

ALLEN, 'E. B., see BOURNE, Harold, and ALLEN, 
E. B., 67 

Allowances to professional witnesses, 160 

American Druggist, comments on National Health 
Service,. 149 ; correspondence, 214 

American Health Bill abandoned, 219, 247 

Anaesthetics, fees for administration, 57, 67, 104, 
108, 161 

Anaesthetists. grading of, 138 

— Group, 187 

— Group Committee, 89 

Annual Dinner, B.M.A., 39 

— General Meeting, see "British Medical Assoclation: 
Annual General Meeting 

— Representative Meeting, see British Medical 
Association: Annual Representative Meeting 

ANTHONY, E.: Discount on drugs, 124 

— Domiciliary midwifery service, 154 

Apathy in the medical profession, 34 

Appliances permitted under National Health Service, 
104, 150, 193, 254 

— prescribing of, 254 

— special, additional payments for, 115 

Arbitration, 3, 53, 


ARMED FORCES: 
Appointments, 68, 133, 158, 187, 196, 215, 224, 
273 
Armed Forces Committee, members of, 87 
Army: 


Personnel, payment for occasional attendance 
on, 181 

Regular Army: Emergency Commissions, 
R.A MC., 68,' 158, 215, 224 


Regular Army Reserve of Officers: Appoint- 
ments, 61, 120, 134, 187, 196, 224, 274 
Royal Army Medical Corps: Appointments and 
retirements, 61, 120, 133, 158, 187, 196, 273 
Rates of pay, 57 
Service, exemption from, 51, 98, 123 
Soldiers on leave, treatment of, 108 
Territorial Army: R.A.M.C.; Appointments, 
61, 68, 120, 134, 187, 215, 274 
Specialists, pay of, 194 
Indian Medical Service: Appointments and retire- 
ments, 121, 215, 274 
Marriage allowances, 52, 95 
Medical reports available, 260 
Release dates of medical officers, 64 
Remuneration, 45, 57, 75, 137, 185, 194, 276 


Royal Air Force: 


Appointments, 21, 215, 274 
Pay, 161 
Volunteer Reserve, 215, 274 
Royal Navy: 
Appointments and retirements, 61, 120, 133. 187, 
196, 273 


Royal Australian Navy: Appointments, 61 
.V.R.: Appointments and retirements, 61. 
120, 133, 187, 273 

Royal New Zealand Navy, 61 


Women’s Forces: Appointments and retirements, 
1 121, 215, 274 


Armour, M. D. S.: Two alternatives, 253 

Aschheim—Zondek tests in National Health Service, 
107 

ASHTON, J. M.: General practitioners’ remuneration, 
235 

Assistants, 107, 203, 220, 227 

— bureau for, 207 

— disagreement wi¢h principal, 48 

— holidays for, 57 

— permanent, 140 

— prospects in National Health Service, 158 

— salary, deductions for superannuation, etc., 

— superannuation, 261 

— terms of service, 277 

— training grants, 107 

— — scheme in Scotland, 111 

Association of Hospital Management Commiittecs, 
277 

— of Psychiatrists, 247 

— See also British Dental Association 

British Medical Association 
British Optical Association 

Australia: Federal Council of B.M.A. in Australia 
challenges validity of Government free medi- 

g cines scheme, 64 

— Health service, 198 

— — — Prescribing Act invalid, 170 


137 
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Autonomous Bodies, Committee on Relationship of, 
92 


Auxiliary services ; 


conditions in National Health 
Service, 156 : 


, B 


Babies, registration in National Health Service, 109 

BAILEY, J. Shackleton: The Maternity Service, 124 

— Uphold Spens, 245 

BAILEY, K. V.: 
film), 56 

Bandage, elastic net, 193 

BARNES, J. E. M.: Discipline in preii 195 

Barrow, M.: Tax on prescriptions, 214 . 

Barrow, R. Murray: Postage cost of Service, 118 

Basic salary, 8, 102, 201, 263 

BATTEN, Lindsey W.: Drugs in cars, 246 

REaucHAMP. Arthur: Conduct of A R.M., 97 

— Status of general practice, 221 

Beds: Emergency Bed Service, 109, 160, 211 

— private, 118 

BELAM, F. A.: Grading of specialists, 155 

Belfast Division, 282 

BELILIOS. A. D.: His own doctor, 68 

BELL, W. A. H : Protest against higher pay, 213 

BELLAMY, W. A.: Domiciliary Midwifery Service 
85 

Birmingham Branch, 
Branch, 146, 208 

Birth control, advice on, and supply of applianccs. 


, 104 
BISKE, E. M.: Liability in law, 234 
BLACK, S.: Bifocal spectacles, 214 
Barr, R. G.: Expose defects, 117 
Blind physiotherapists and the National 
Service, 143 
BLYTH, R. A.: 
shares, 235 
Bolton Division, 68` 
Bone, 
Association’s Gold Medal to, 35 
Bostock, Michael: Income tax and whole-time 
appointments, 263 
Bourne, Harold, and ALLEN, E. B.: 
hospital medical officers, 67 
Bourne. W. A.: Voting for merit awards, 282 
Bournemouth Division, 274 
BowlE, D. St. J., and others: Cost of sutures, 234 
BRIGGS, C. F. R.: Inflation and deflation, 156 


4 


change of title to Midland 


Health 


Superannuation and partnership 


Whole-time 


Caesarean section (silent colour 


the late J. W., posthumous presentation of 


British Commonwealth Medical Conference, Saska- 


toon, 1; report to Council, 228 

British Dental Association, amalgamation with Incor- 
porated Dental Society and Public Dental Servicc 
Association, 250 

— — — refusal to sign permanent contracts in 
Hospital Service, 56 

"Bittish Journal of Ophthalmology, publication by 
British Medical Association, 231 


BRITISH MEDICAL ASSOCIATION: 


Annual’ General Meeting, 27 
Foreign delegates, 35 
Posthumous presentation of Association’s Gold 
Medal to J. W. Bone, 


Annual Handbook for 1949-50, 251 


Annual Meeting, Harrogate: 
Civic welcome, 2 
Dinner, 39 


Exhibition,” 41 

Golf competitions, 43 

Medical Missionary Breakfast. 40 
Overseas Conference, 37 

Pathological Museum, 42 

Popular Lecture,, 41 

Press relations, 81 

Religious services. 40 

Representatives’ Dinner, 40 ~ 


a Meeting, Liverpool, 1950; Arrangements, 
\ y 
Annual Representative Meeting. Harrogate: 1, 31 
Apathy in the medical profession, 34 
British Commonwealth Medical Conference, 1 
B.M.A. House, 26 
British Medical Gud. 31 
British Medical Journal, 33 
Cars, replacement of, 32 
Cee Consultants and Specialists Committee, 
5 


$ 
Colleges, representation on Negotiating Com- 
mittee, 16 
Conduct of business, criticism of, 97 » 
Council, constitution of, 18 


— proceedings, 36 E 

Doctors, ex-Service, assessment of compensation 
for, 24 

Elections, 24 


Finance. Committce, 34 


BRITISH MEDICAL ASSOCIATION: ANNUAL REPRE- 
SENTATIVE MEETING (continued): 
General Medical Services, 24 
General Medical Services Committec, +ô 
Insurance companies, reports to, 32 ° 
Journa! Committee, 33 
Maternity services, institutional, 26 
Medical ethics, 35 
Medical Practices Committee decisions, 14 
Medical witnesses, allowances to, 31 
Membership subscription, increase, 34 
Midwives’ fees, 25 
National Formulary, revision of, 1 


National Health Service: 

Aliens, medical treatment of, 3 

Amending Bill, 2 

Arbitration, 3 

Calls, frivolous or unjustified, 12 

Consultants and specialists, 15, 21, 23 

Dain, H. Guy, statement by, 2 

Dental haemorrhages, treatment of, 11 

Fees, 32 t 

General practitioners and hospital work, 13 

Hospital stafts, proposed terms for, 17; 
security of tenure, 18; hospital medical 
officers, senior, 18, 21 

’ Hospitals, special facilities in, 10 

Immunization, 9 

Legal advocacy in medical service cases, 10 

Medicine, lay control of, 5, 54 

Medicines for private patients, 3 

Mileage payments, 8 ` 

Miscarriages, treatment of, 8 

Nurses, routine examination of, fees for, 32 

Resignation threat, 5 

Salaries, basic, 8 

School medical officers, position of, 12; 
with general practitioners, 13 

Temporary residents, medical treatment for, 7 

Vaccination, 9 

Withdrawal, from, call ci: 7 


Nursing Committee, -33 

Nursing homes, domiciliary visits to, 24 

Occupational Health Committee, 33 

Occupational Health Service, comprehensive, 33 
Organization Committee, 18 

Overseas Branches, development of, 21 

Overseas Organization Committee proposed. 2? 

Physiotherapy, domiciliary, 25 

Popular health journal, 33 

President 1950-1, 1, 27 

Procedure, 228 : 

Psychiatry and the Law, Committce on, 21 

Public Health Committee, 25, 36 

Regional secretaries, 20 

Representative Meetings, agenda, 20; 

War Memorial, 26 


Committee on Constitutional Position of Branches 
of the Association Overseas (other than Cor- 
porate Branches), 90 

Committees, list of members of, 87 

— multiplicity of, 123 

Council, composition and mode of clection, 27, 63 

— constitution, 229, 247, 255, 264 

— members for 1949_50, 87 

— proceedings, 36, 228 

Extraordinary General Meeting, 27 


Gencral Medical Services Committee, 6, 63, 74. 
82, 14ł, 146, 150 
Arbitration, 74 
Domiciliary Midwifery Service, 74 
Remuneration, 74, 150 


liaison 


record, 31 


Gold Medal awarded to J. P. S. Jamieson, 227 
Gréup Committee elections, 187 

Hastings Clinical Prize, 62 

House, 26 

Lectures, 62, 78 

Library ; 126, !86, 


LECON accessions, 60, 86, 121, 

195, 265, 273 

Maritime Subcommittee, 164 

Medical ethics, booklet on, 261’ 

Medical Practices Advisory Bureau, 226 

Memb®rship figures, 261 

Nathaniel Bishop Harman Prize, 62 

Ophthalmic &roup Comfnittee, 164 

Overseas representatives, luncheon to, 28 

and Pharmgceutical Society, Joint Formulary Com- 
mittee, 92 

Prizes for medical students, 1950, 62 

Public Health Commitice, 191 ' 

Public Relations Department. 135 

Radiologists Group, 174, 187, 258 

Registrars’ Group, 244, 256, 274 

Relationship of autonomous bodies, 231 

Research Scholarships, 188 

Rıght to enforce obedience, 157, 186 

and oe College of Nursing Liaison Committec, 


Scottish Committee, 184 
Tuberculosis and Diseases of the Chest Group, 
52, 67, 122, 134, 196, 248 i 
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BRITISH MEDICAL ASSOCIATION (continued): 
' and T.U.C. Joint Committee, 92 
War memorial, 26, 59, 77, 133 
Whitley Council, nominations for, 281 
Working Party on Midwives: report, 65 


British Medical Guild, 31, 232 


. British Medical Journal, 33 


Subscription reduced for students, 227 


British Medical Students Association, 7th Annual È 


General Meeting, 186: 8th Annual General 


. Meeting, 227 


* British Medical Students Journal, 219 


“a “sh Optical Association, views on orthoptics, 95 
‘“'" it Pharmacopoeia, 1953, 244 
's "AN, A.; Hospital waiting-lists, 45 


Wwac wn, J. C.: Tax on prescriptions, 223 ; 
Brussels Treaty Powers: Conventions linking 


arrangements for social security, 210 


> ~ BRYAN, Thomas B. L.: Obstetric scheme, 5] 


Building Committee, 90; report, 231 
BULL, M. M., see Harris, G. W., and BULL, M. M., 
265 
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Caesarean section, silent colour film, 56 
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. Cambridge, academic salaries at, 265 
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Campbell, David, elected President of General 
Medical Council, 240 
Capitation fee, 100, 169, 246, 255, 256 
CAREW-SHAW, Edward: Grading of hospital staff, 97 
Cars, Association’s badge for, 32 
— replacement, 32 
Carter, O. C., elected to G.M.C., 222 
Central Consultants and Specialists Committee ; 
See under Consultants and Specialists 
Central Ethical Committee, members of, 88 
Central Health Services Council: Committee 
review organization of hospital services, 75 
Standing Medical ‘Advisory Committee, 99 
Certification, medical, 252, 275, 276 
— —‘Inter-Departmental Committee, 103 
— — without seeing patient, 262 
Certificates, non-medical, issued by general 
titioners, 275, 276 
Chapman, T. L.: Congenital Abnormalities of the 
` Urinary Tract (silent colour film), 56 p 
Charitics Committee, members of, 88. 
Charles Hastings Clinical Prize, 62 i 
Chelsea Group of Hospitals, public meeting, 116 
Chemists, payments to, 194 / 
— tests for dispensing by, 247, 264 
Cheshire Branch, 174 
Children, school-, emergency treatment of, 108 
Chiropodists, Society of, mecting in Edinburgh, 153 
Chiropody Service, 153 
Civil Service appointments, fees for examination of 
S candidates, 260 
— — remuneration, 147, 159 
CLARKE, R. E.: Fifty-five committees, 123 
COCKBURN, Charles: Supplementary ophthalmic ser- 
vice, 222 
Colleges, Royal, representation on Negotiating Com- 
mittee, 16 
Colliery medical officers, 210 
Colonial Medical Service, 37, 68, 121, 134, 158, 215 
Appointments, 68, 121, 134, 158, 215 
Remuneration of officers, 37, 114, 141, 278 
Colonies and Dependencies Committee, 37, 88 
Committees, members of, 87 
— multiplicity of, in British Medical Association, 
123 ; 


to 


prac- 


Compensation, 137 

— Appeals Tribunal, 99 z 

— for taking partner, 214 a, 

— Interest on, 74 

Conferences: see British Commonwealth Medical 
Conference 


. — see Overseas Conference 
‘ Conservative Party, policy regarding National Health 


Service, 64 
ConsTaD, Victor: National Health Service remtnera- 
tion for night work, 50 


CONSULTANTS AND SPECIALISTS: 
Advised not to sign, 44, 48 SR 
Appointment of, 119, 139 


Central Consultants and Specialists Committee, 
15, 48, 65, 212 
Functions, 147 { $ 
List of members, 87 be 
Report to Annual Representative Meéting, 15, 
21, 23 
Report to Council, 230 > 
Representation of non-teaching peepials on, 16 


Representation of registrars on, 6. 
Representation of Royal Colleges on, 16 


Central Consultants and Specialists Committee 
(Scotland), 198° 

Consultants and Specialists Committees, regional, 
composition of, 151 ‘ 

Contracts, 53, 65, 118 

Distinction awards, 198, 212 

Domiciliary consultation, 107, 170 

Fees in general Practice, 105 

Fight:ng fund, 65, 151 

General-practitioner, 51, 67, 106, 220 

Grading, 29, 123, 138, 155, 192, 223 
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CONSULTANTS AND SPECIALISTS (continued): 
Joint Committee, 44, 47, 53,.151 
Leave, 237 
Liaison with genera practitioners, 106 
_ Mileage allzwances, 125 . 
Minister’s intention, 29 
— reply to Joint Committee, 47 
Part-time, payment of, 74 
— recognition as, 137 > 
— superannuation ; opting out, 93, 189 
-— teacher-consultants, 118, 142 
Qualifications, 96, 138 
“Regional, 86 
Remuneration ; main scale, 142 
Representation, 185, 206, 212 
in Scotland, statistics of, 268 
Scottish Joint Committee for, 55 
Specialist practice, entry into, 170 
Work outside full-time contract, 191 


Consultations, domiciliary, 107, 170 

— private, remuneration for, 227 

Consulting Pathologists Group, 90, 187 

Contraceptive appliances, 44, 10 

“onua escent homes, part-time medical officers of, 
06 f 

— — survey of, 271 

CORNWALL, V. Cotton: Grading of hospital staff, 59 

` — — Tuberculosis Group, 67 

Cornwall Division, adjustment of areas, 68, 126 

Corsets, surgical, certificates for, 103, 115, 160 

Cottage hospitals, treatment in, 106 

Council: aoe composition and mode of election, 
27, 63 

— Constitution, 18, 229, 247, 255, 264 

— Members, 87 

— Proceedings, 36, 228 

Coventry Division, 224, 266 

* Covering ” unqualified practitioner, 150 

CRIDLAND, Nigel: Grading of Specialists, 29 

— Regional consultants and specialists, 86 

CUMMINS, C. F. A.:-Lack of information on G.M.C, 
ballot paper, 223: 
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Dain, 'H. Guy, retirement from chairmanss » ” 
Council, 36 i 

— statement at Annual Representative Meetin 

Dain Fund, 205 d 

Dangerous drugs jn cars, 246 

Dangerous Drugs Act: Withdrawal of authority, 161 

Darlington Division, 266 

DEAKIN, K. V.: Doctors and dentists, 117, 156 

Denny, Reuben, disciplinary case of, 242 

Dental anaesthetics, fees for administration, 57,' 
108, 161 alae 

— operations, emergency treatment after, 11, 10. 

— Olganizations, amalgamation of, 250 

a anaesthetics and x-ray examinatioi 

0 


treatment by general practitioners, payment f 
191 


— in Scotland, 111 . 

Dentists, and doctors, remuncration and conditi 
compared, 117, 132, 156, 163, 172 (correctio 
194, 195, 207 ! 

— Contracts ; refusal to Sign, 56 4 

— Earnings, 145 

— Hours of work, 141 
145 

Dentures, provision of, .131 P 

Dermatologists Group Committee, 89, 187 

Dre SOLDENHOFF, Richard: General-practitioner con- 
sultants, 51, correspondence, 67 

lon in Public Health, alteration of regulations, 
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: report of Working Party, 


Disabled persons: 
homes, 148 5 
Disciplinary enquiries and Publicity, 181 
Dispensing capitation fee, 104 
— — — in Scotland, 111 
— errors in National Health Service, 113 
— for private patients, 3, 59, 103, 139 
— payment for, 172 
Distinction awards, 139, 151, 282 
— — and grading, 96 
— — special, 260 , 
Division in the profession, 192, 223 
Divisional medical officers, terms of service, 192 
Dixon scholarship, 216 
DoBBE, J. L.: Four trials, 51 
“ Doctor ” sign on cars, 32 
“Doctor’s bill in 1809, 56 
— house, disposal of, 219 
a Doctors, accommodation for, 108 
— and dentists: remuneration and conditions com- 
pared, 117, 132, 156, 163, 172 (correction), 194, 
195, 207 
— comparative, incoffics, 45 
— dispensin®, pricing of prescriptions, 64 
— ex-Service, assessment of compensation for, 24 
— in thé Territorial Army, 135 
— self-pPescziption and self-treatment prohibited, 48, 
68, 124, 156, 191, 222 
See also Consultants and Specialists; General 
_ Practitioners ; Hospital medical staff 
Domiciliary consultation, 170, 262 
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